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Information about this drug list
Frequently asked questions (FAQs)

Here are answers to questions you may have about your drug list and prescription medication coverage.

Q. How often is the drug list updated? How do |
know if my medication coverage changed?

A. We review and update the drug list on a regular
basis to make sure you have coverage for low-cost,
safe and effective medications. We make changes
for many reasons; for example, when a new
medication comes out or is no longer available, or
when a medication’s price changes. These changes
may include:

Moving a medication to a lower cost tier. This
can happen at any time during the year.

Moving a brand medication to a higher cost tier
when a generic comes out. This can happen at
any time during the year.

Moving a medication to a higher cost tier and/
or no longer covering a medication. This typically
happens twice a year on January | and July |.

Adding extra coverage rules (requirements) to
a medication. This typically happens twice a year
on January [ and July .

When we make a change that affects your
medication (for example, it'll cost more, won't be
covered, and/or has an extra coverage requirement),
we let you know before it happens. This way, you have
time to talk with your doctor about your options.
Only you and your doctor can decide what'’s best for
your treatment.

Q. Why doesn’t my plan cover certain medications?
A. There are some medications and products that
your plan won't cover for any reason because

they're a “plan (or benefit) exclusion.” This means the
medication or product isn’'t on your drug list, and
there’s no option to ask us to cover it through our
review process. For example, your plan doesn’'t cover
(or “excludes”) medications that the U.S. Food and
Drug Administration (FDA) hasn’t approved.

Q. How do you decide which medications to cover?
A. The Cigna Healthcare Prescription Drug List is
developed with the help of the Cigna Healthcare
Pharmacy and Therapeutics (P&T) Committee, which
is a group of practicing doctors and pharmacists,
most of whom work outside of Cigna Healthcare. The
group meets regularly to review medical evidence
and information provided by federal agencies, drug
manufacturers, medical professional associations,
national organizations and peer-reviewed journals
about the safety and effectiveness of medications
that are newly approved by the FDA and medications
already on the market.

The Cigna Healthcare Health Plan Commercial Value
Assessment Committee (HVAC) then looks at the
results of the P&T Committee’s clinical review, as well
as the medication’s overall value and other factors
before adding it to, or removing it from, the drug list.

Q. Why do certain medications need approval
before my plan will cover them?

A. The review process helps make sure you're getting
coverage for the right medication, at the right cost,
in the right amount and for the right situation.

Q. How do | know if a medication needs approval?
A. Check your drug list or log in to the myCigna App
or myCigna.com and use the Price a Medication tool.
If the medication has:

PA (Prior Authorization) or ST (Step Therapy)
next to it, it needs approval before your plan will
cover it.

QL (Quantity Limit) next to it, you may need
approval depending on how much you're filling at
one time.

AGE (Age Requirement) next to it, you may need
approval depending on your age.



Information about this drug list
Frequently asked questions (FAQs) (cont.)

Q. What types of medications typically need
approval?
A. Medications that:

May not be safe when you take them with other
medications.

Have lower-cost alternatives that work just as
well at treating the same condition.

Should only be used for certain health conditions.

Are often used in the wrong way or are abused
(taken more often than you should).

Q. What types of medications typically have
quantity limits?
A. Medications that are often:

Taken in a greater amount or used for a longer
time than they should be.

Used in the wrong way or are abused (taken
more often than you should).

Q. What medications are part of Step Therapy?
A. They're typically high-cost medications that treat
conditions such as:

ADD/ADHD High cholesterol
Allergies Osteoporosis
Bladder problems - Pain

Breathing problems Skin conditions
Depression Sleep disorders

High blood pressure

Q. Why does my medication have an

age requirement?

A. Not all medications are right for all ages. Some
medications work best for people of a certain age
or within a certain age range. As you get older, body
changes can decrease the body’s ability to break
down or get rid of certain medications. This means
that the medication may stay in your body longer.
So, an older adult may need a lower dose of the
medication or a different medication that’s safer.

Q. How do | get approval (prior authorization) for
my medication?

A. Ask your doctor’s office to contact us to start the
coverage review process. They know how the review
process works and will take care of everything for
you. In case the office asks, they can download a
request form from our provider portal

at cignaforhcp.com.

We'll review the information your doctor sends us

to make sure you meet the medication's coverage
rules (requirements). We'll send you and your doctor
a letter with our decision (approved/not approved)
and next steps. It can take up to five (5) business
days to hear from us. You can always check with your
doctor’s office to find out if we've made a decision.
Or, you can log in to the myCigna App or
myCigna.com to see where your medication is in the
review process or to read about the decision

we made.

Many times, we don't get all of the information we
need from the doctor’s office to approve coverage. If
we don't approve your medication, your doctor can
send us more information to review, using the same
process as before. We're happy to review the request
again. Depending on what your doctor sends this
time, we may be able to approve coverage. Or you
and your doctor can appeal the decision by sending
us a request, in writing, that explains why we should
cover the medication.

For non-urgent requests, we'll let you and your
doctor know within 72 hours of the decision. If
approved, coverage will be provided until the
prescription runs out (including refills).

For urgent requests based on exigent
circumstances, we'll let you and your doctor
know within 24 hours of the decision. If approved,
coverage will be provided for the duration of
the exigency. If we don’t respond to a completed
prior authorization exception request within 72
hours of receiving a non-urgent request and 24
hours of receiving a request based on exigent
circumstances, the request will be considered
approved and your plan can’'t deny coverage of
the medication. Also, if you've already received



Information about this drug list
Frequently asked questions (FAQs) (cont.)

approval for your plan to cover your medication,
we can't limit or exclude coverage for that
medication if your doctor continues to prescribe it
to treat your condition (as long as the medication
is appropriately prescribed and is safe and
effective in treating your condition).

Q. My plan doesn’t cover my medication. | need
to take it because it’s medically necessary for

my treatment. How do | get approval (prior
authorization) for my medication?

A. If your doctor feels that your medication is
necessary for your treatment and an alternative
isn't right for you, your doctor can ask us to consider
approving coverage of your medication. Ask your
doctor’s office to contact us to start the coverage
review process. They know how the review process
works and will take care of everything for you. In case
the office asks, they can download a request form
from our provider portal at cignaforhcp.com.

We'll review the information your doctor sends us

to make sure you meet the medication's coverage
rules (requirements). We'll send you and your doctor
a letter with our decision (approved/not approved)
and next steps. It can take up to five (5) business
days to hear from us. You can always check with your
doctor’s office to find out if we've made a decision.
Or, you can log in to the myCigna App or
myCigna.com to see where your medication is in the
review process or to read about the decision

we made.

Many times, we don't get all of the information we
need from the doctor’s office to approve coverage. If
we don't approve your medication, your doctor can
send us more information to review, using the same
process as before. We're happy to review the request
again. Depending on what your doctor sends this
time, we may be able to approve coverage. Or you
and your doctor can appeal the decision by sending
us a request, in writing, that explains why we should
cover the medication.

For non-urgent requests, we'll let you and your
doctor know within 72 hours of the decision. If
approved, coverage will be provided until the
prescription runs out (including refills).

For urgent requests based on exigent
circumstances, we'll let you and your doctor
know within 24 hours of the decision. If approved,
coverage will be provided for the duration of

the exigency. It’s important to know that when
medications are approved, it’s typically for one
year of coverage. If your medication is approved
for less time, it's because there’s a clinical reason
based on our coverage requirements for the
medication and/or the reviewing doctor.

Q. My medication was just taken off the drug list.
My doctor still wants me to take it. What do | have
to do to get it covered?

A. You don’t need to do anything. If your doctor
continues to prescribe the medication, we'll continue
to cover it. If your medication already requires prior
authorization, your doctor just has to continue to
request (and receive) approval for the medication to
be covered.

Q. My medication is part of the Step Therapy
program. | don’t want to try an alternative.

How do | get approval (prior authorization) for
my medication?

A. If you and your doctor feel an alternative
medication won't work for you, your doctor can ask
us to consider approving coverage of your current
medication. Ask your doctor’s office to contact us
to start the coverage review process. They know
how the review process works and will take care of
everything for you. In case the office asks, they can
download a request form from our provider portal
at cignaforhcp.com.

We'll review the information your doctor sends us

to make sure you meet the medication's coverage
rules (requirements). We'll send you and your doctor
a letter with our decision (approved/not approved)
and next steps. It can take up to five (5) business
days to hear from us. You can always check with your
doctor’s office to find out if we've made a decision.
Or, you can log in to the myCigna App or
myCigna.com to see where your medication is in the
review process or to read about the decision

we made.
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Frequently asked questions (FAQs) (cont.)

Many times, we don't get all of the information we
need from the doctor’s office to approve coverage. If
we don't approve your medication, your doctor can
send us more information to review, using the same
process as before. We're happy to review the request
again. Depending on what your doctor sends this
time, we may be able to approve coverage. Or you
and your doctor can appeal the decision by sending
us a request, in writing, that explains why we should
cover the medication.

For non-urgent requests, we'll let you and your
doctor know within 72 hours of the decision. If
approved, coverage will be provided until the
prescription runs out (including refills).

For urgent requests based on exigent
circumstances, we'll let you and your doctor
know within 24 hours of the decision. If approved,
coverage will be provided for the duration of
the exigency. If we don’t respond to a completed
prior authorization exception request within 72
hours of receiving a non-urgent request and 24
hours of receiving a request based on exigent
circumstances, the request will be considered
approved and your plan can’'t deny coverage of
the medication.

Your Step Therapy rights under

California State law:

I. A carrier may impose prior authorization
requirements on prescription drug benefits.

2. When there is more than one drug that is
appropriate for the treatment of a medical
condition, a carrier may require step therapy.

a. In circumstances where an insured is changing
policies, the new policy shall not require a
repeat of step therapy when that insured is
already being treated for a medical condition
by a prescription drug provided that the drug
is appropriately prescribed and is considered
safe and effective. A new policy can impose
a prior authorization requirement for the
continued coverage of a prescription drug
prescribed pursuant to step therapy imposed

by the former policy. A new policy must also
allow a prescribing provider to prescribe
another drug covered by the new policy that is
medically appropriate for the insured.

3. A carrier shall provide coverage for the
medically necessary dosage and quantity of
the drug prescribed for the treatment of a
medical condition consistent with professionally
recognized standards of practice.

Q. What happens if | try to fill a prescription

that needs approval but | don’t get approval
ahead of time?

A. When your pharmacist tries to fill your
prescription, they’ll see that the medication needs
our approval before it can be covered. Because you
didn’t get approval ahead of time, your plan won't
cover its cost. If that happens, ask your doctor to
contact us to start the coverage review process.

You can still fill it (without using your plan/insurance),
but you'll pay its full price at the pharmacy counter.
And, if you do this, your costs can’'t be applied to your
annual deductible or out-of-pocket maximum.

Q. What happens if | try to fill a prescription that
has a quantity limit?

A. Your pharmacist will only fill the amount your plan
covers. If you want to fill more than what's allowed,
your doctor’s office can ask us to cover it through our
review process.

Q. Are all of the medications on this drug list
approved by the FDA?
A. Yes.

Q. Does my plan cover medications that the FDA
recently approved?

A. We review all recently approved medications and
products to see if they should be covered, and if

so, at what cost-share (tier). These include, but are
not limited to, medications, medical supplies and/or
devices covered under standard pharmacy benefits.
It can take up to six months from the date the FDA
approved them for us to make a decision.
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Frequently asked questions (FAQs) (cont.)

If your doctor wants you to use a recently approved
medication, your doctor’s office can ask us to cover it
through our review process.

Q. Which medications are covered under the
health care reform law?

A. The Patient Protection and Affordable Care
Act (PPACA), also known as health care reform,
helps make health care and preventive care more
affordable. PPACA requires health plans to cover
the full cost of certain preventive medications and
over-the-counter (OTC) products. This means you
don't have to pay anything - not even a copay,
coinsurance or deductible for these products.

To see a list of $0 medications, go to
Cigna.com/PDL and click on the dropdown next to
"Drug Lists for Employer Plans." Under the Preventive
Drug Lists section, click on the link for the PPACA No
Cost-Share Preventive Drug List.

Q. | see several medications on this drug list that can
be used to treat my condition. Will my doctor write
me a prescription for all of them?

A. No. Just because a medication is listed on your
plan’s drug list doesn't mean your doctor will write
you a prescription for it. Your doctor will work with
you to find the medication he or she feels is best for
your specific treatment.

Q. How can | find out how much I'll pay for a
specific medication?

A. When you and your doctor are thinking about the
right medication for your treatment, knowing how
much it costs, what lower-cost options are available,
and which pharmacies have the best prices can help
you avoid surprises. Log in to the myCigna App or
myCigna.com and use the Price a Medication tool to
see how much your medication costs before you get
to the pharmacy counter - or even before you leave
your doctor’s office.?

Q. What'’s a cost-share?

A. It's the amount you pay out of your own pocket for
a covered prescription and/or an eligible health care
or related service. For some plans, the cost-share is a
copay; for other plans, it's a coinsurance.

Q. How can | save money on my prescription
medications?

A. You should think about using a medication

that’s covered on a lower tier, such as a generic or
preferred brand medication, or by filling a 90-day
supply (if your plan allows). Ask your doctor if one of
these options may work for you.

Q. What's a generic medication?

A. A generic is the same as its brand-name version. It
has the same active ingredient, strength and dosage
form, treats the same condition(s), and works in the
same way - and typically costs less.> Generics are
typically sold under their chemical or scientific name,
instead of the brand name.

Q. Do generics work the same as brand-name
medications?

A. Yes. A generic medication works in the same way
and provides the same clinical benefit as the brand-
name medication.?

Q. What are the differences between generic and
brand-name medications?
A. The generic and brand-name medication may>:

Look different. For example, generics may have
a different shape, size or color than their brand-
name versions.

Have a different flavor and/or different
preservatives, come in different packaging and/
or with different labeling and may expire at
different times.

It's important to know that these differences don't
affect how the generic works.

Q. What is a "biosimilar” medication?

A. A biosimilar is “highly similar” to its original biologic
medication, which is also known as a reference
product, that the FDA has already approved.

Even though biosimilars aren’t identical to the
original medication, they're used to treat the same
conditions, and provide the same clinical outcomes
and treatment benefits. There are no clinical
differences in how safe they are to use and how well
they work. They also typically cost less.*
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Frequently asked questions (FAQs) (cont.)

Q. Canll fill my prescription at any pharmacy in

my network?

A. It depends. Some plans only allow fills at certain in-
network pharmacies or through home delivery. Log in
to the myCigna App or myCigna.com, or check your
plan materials, to learn more about the pharmacies
in your plan’s network.

Q. How do | know which pharmacies are in my
plan’s network?

A. There are thousands of retail pharmacies in

your plan’s network. They include local pharmacies,
grocery stores, retail chains and wholesale
warehouse stores - all places where you may already
shop. And some stores are open 24-hours. To find

an in-network pharmacy near you, log in to the
myCigna App or myCigna.com. Then click on the
Prescriptions tab and choose “Find a Pharmacy” from
the dropdown list.

Q. My pharmacy isn’t in my plan’s network. Can |
continue to fill my prescriptions there?

A. To get the most from your plan coverage, you
should use an in-network pharmacy. If your plan
offers out-of-network coverage, you'll pay your out-
of-network cost-share to fill a prescription there.

Q. Do | have to use home delivery to fill my
prescription?

A. It depends on your plan. Some plans require you to
fill maintenance medications through Express Scripts®
Pharmacy and/or specialty medications through
Accredo® Specialty Pharmacy for them to be covered.®
Login to the myCigna App or myCigna.com, or check
your plan materials, to find out what your plan requires.

Q. Can I fill my prescriptions by mail?
A. Yes, as long as your plan offers home delivery.®

Fill maintenance medications through

Express Scripts Pharmacy

Express Scripts Pharmacy is a convenient option
when you're taking a medication on a regular basis
to treat an ongoing health condition. It’s simple and
safe, and saves you trips to the pharmacy. To learn
more, go to Cigna.com/homedelivery.

Easily order, manage, track and pay for your
medications on your phone or online.

Get standard shipping at no extra cost.®
Fill up to a 90-day supply at one time.
Talk with a pharmacist, 24/7.

Sign up for automatic refills or refill reminders so
you don’t miss a dose.”

Use a payment plan (if you need it).

Here are two easy ways to get started:

[. Online. Log in to the myCigna App or
myCigna.com and click on the Prescriptions tab.
Choose My Medications from the dropdown list.
Then click the button next to your medication
name to move your prescription(s) from your
retail pharmacy to home delivery. Or,

2. By phone.
- Call your doctor’s office. Ask them to send a
90-day prescription (with refills) to Express
Scripts home delivery. Or,

Call Express Scripts Pharmacy at
800.835.3784. They'll contact your doctor’s
office to get your prescription. Have your
ID card, doctor’s contact information and
medication name(s) ready when you call.

Fill specialty medications through

Accredo Specialty Pharmacy

If you're using a specialty medication, Accredo's
team can help you manage your rare and/or
complex medical condition. They’ll also fill and ship
your specialty medication to you, so you don't have
to stand in line at the pharmacy. To learn more, go
to Cigna.com/specialty.

Talk with specially-trained pharmacists and
nurses, 24/7.
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Get fast shipping at no extra cost.®

Sign up for refills and reminders. Some refills can
be done by text.®

Get help paying for your medication (if you
need it).

Manage and track your medications online.

To get started, call 877.826.7657, Monday—-Friday,
7:00 am-10:00 pm CST and Saturdays, 7:00 am-
4:00 pm CST.

Q. | take a medication every day to treat diabetes.
My plan requires me to fill my medication

through Express Scripts Pharmacy. How do

| get started?

A. Some plans allow one or more fills at a retail
pharmacy before you have to switch to home delivery.
Check your plan materials to find out if your plan
allows retail fills.

Here are two easy ways to get started:

[. Online. Log in to the myCigna App or
myCigna.com and click on the Prescriptions tab.
Choose My Medications from the dropdown list.
Then click the button next to your medication
name to move your prescription(s) from your
retail pharmacy to home delivery. Or,

2. By phone.
- Call your doctor’s office. Ask them to send a
90-day prescription (with refills) to Express
Scripts home delivery. Or,

Call Express Scripts Pharmacy at
800.835.3784. They'll contact your doctor’s
office to get your prescription. Have your
ID card, doctor’s contact information and
medication name(s) ready when you call.

Q. | take a specialty medication to treat my multiple
sclerosis. My plan requires me to fill my medication
through Accredo. How do | get started?

A. Some plans allow one or more fills at a retail
pharmacy before switching to Accredo. Check

your plan materials to find out if your plan allows
retail fills.

To get started using Accredo, call 877.826.7657,
Monday-Friday, 7200 am-10:00 pm CST and
Saturdays, 7200 am-4:00 pm CST. Be sure to call
them about two weeks before your next refill so
they have time to get a new prescription from your
doctor’s office.

Q. | take a specialty medication that can only be
filled at certain pharmacies in the United States.
How do I fill my prescription?

A. Talk with your doctor. He or she should be able
to tell you which in-network pharmacies can fill your
prescription. Once you find a pharmacy, ask your
doctor to send them your prescription.

You may also be able to use Accredo to fill your
prescription; they have access to most specialty
medications.’ Call Accredo at 877.826.7657, Monday-
Friday, 7200 am-10:00 pm CST or Saturdays, 7:00
am-4:00 pm CST, for more information.

Q. How do I fill my prescription?
A. First, you'll need to get a prescription from your
doctor. Then, your doctor can either:

l. Send it electronically to the in-network retail
pharmacy of your choice, Express Scriptshome
delivery or Accredo. Or

2. Give you a paper prescription. You can bringit to
the in-network retail pharmacy of your choice or
mail it to Express Scripts Pharmacy or Accredo.

Q. How can | get help with my specialty medication?
A. Managing a rare and/or complex medical condition
isn't easy. Accredo’s team of specialty-trained
pharmacists and nurses can help. They’ll also fill and
ship your specialty medication to you, so you don't
have to stand in line at the pharmacy.

Go to Cigna.com/specialty to learn more about
Accredo or call 877.826.7657, Monday—Friday,

7:00 am-10:00 pm CST or Saturdays, 7200 am-4:00
pm CST.
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Q. Where can | find more information about

my pharmacy benefits?

A. Use the online tools and resources on the myCigna
App or myCigna.com. You can find out how much
your medication costs (and what lower-cost options
may be available), see which medications your

plan covers, find an in-network pharmacy, ask a
pharmacist a question, see your pharmacy claims
and coverage details, and more. You can also
manage your home delivery orders.

Q. How can | find out my cost-share for each tier of
the drug list?

A. We put covered medications into tiers (or cost-
share levels). Typically, the higher the tier, the higher
the price you'll pay for the medication. Here are three
places you can go to find out how much you'll pay

for your medication based on the tier it’s listed in,
including the maximum cost-share amount allowed:

. Check your Cigna Healthcare ID card. It lists your
cost-share for Tier |, Tier 2 and Tier 3 medications.

2. Login to the myCigna App or myCigna.com
to view your pharmacy coverage information.
You can also use the Price a Medication tool
to find out how much your medication may
cost you at the different pharmacies in your
plan’s network.

3. Check your Summary of Benefits
coverage document.

Q. What'’s the difference between medications
covered under the pharmacy benefit and

medical benefit?

A. Some medications are covered under the
pharmacy benefit, some are covered under the
medical benefit and others are covered under both
benefits. Log in to the myCigna App or
myCigna.com, or check your plan materials, to learn
more about how your plan covers your medication.

Medications that you fill at the pharmacy and
take yourself are typically covered under the
pharmacy benefit.

Medications that are injected or infused and
are given to you at a doctor’s office, hospital, an
infusion center or at home are typically covered
under the medical benefit.

Why this matters: Which benefit the medication’s
covered under may affect how much it costs, if it
needs approval from Cigna Healthcare before your
plan will cover it and/or if you have to fill it through a
certain pharmacy to be covered. Check your medical
summary of benefits coverage to learn more about
how your plan covers your medication.

Q. | take an oral cancer medication. How much will it
cost me to fill?

A. On January |, 2015, California passed a bill limiting
the cost-share for oral chemotherapy medications.
This means that if you have both your medical and
pharmacy benefits through Cigna Healthcare, here’s
how certain oral cancer medications are covered:

For copay plans: These medications will be
covered at [00%, or no cost-share ($0) to you.

For high deductible health plans (HDHPs) that
include a Health Savings Account (HSA) or
qualified HDHPs: You'll pay your plan deductible
first. After that, these medications will be
covered at I00%, or no cost-share ($0) to you.
This is because of a federal HSA requirement.

For plans with a combined deductible
[including Health Reimbursements Accounts
(HRAs) with a combined deductible]: You'll

pay your plan deductible first. After that, these
medications will be covered at I00%, or no cost-
share ($0) to you.

For plans with a split deductible [including
Health Reimbursements Accounts (HRAs) with
a split deductible]: These medications will be
covered at I00%, or no cost-share ($0) to you.
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Q. How are medications, devices and FDA-approved
diabetic, contraceptive and federally-mandated
products covered under the pharmacy benefit?

A. Here is how these products are covered under the
pharmacy benefit:

Preventive care medications and products
covered under the Patient Protection and
Affordable Care Act (PPACA), also known
as “health care reform:”

- Contraceptives: Covered at I00%, or no
cost-share ($0) to you. Certain prescription
contraceptives are available at their
applicable cost-share.

- Tobacco cessation products: Up to two (2)
90-day courses of treatment per plan year
are covered at [00%, or no cost-share ($0) to
you. Certain prescription tobacco cessation
products are available at their applicable cost-
share.

- Certain vitamins: Covered at I00%, or no cost-
share ($0) to you. All other prescription vitamins
are available at their applicable cost-share
and deductible (if applicable).

Certain over-the-counter (OTC) products: If you
have a prescription from your doctor, these are
covered at [00%, or no cost-share ($0) to you. All
other OTC products are excluded from coverage.

Words you may need to know

Brand name drug: A drug that is marketed
under a proprietary, trademark-protected
name. The brand name drug shall be listed in all
CAPITAL letters.

Coinsurance: A percentage of the cost of a
covered health care benefit that an enrollee
pays after the enrollee has paid the deductible,
if a deductible applies to the health care
benefit, such as the prescription drug benefit.

Oral fertility medications: Covered at their
applicable tier cost-share. For some plans,
injectable fertility medications are covered under
the medical benefit.

Generic preventive care medications: Covered
at 100%, or no cost-share ($0) to you before you
meet your deductible. You'll pay your deductible
and applicable cost-share to fill a preferred brand
and/or non-preferred brand preventive care
medication.

Diabetic supplies: Covered at their applicable
cost-share.

Growth Hormones: Need approval from Cigna
Healthcare before your plan will cover them
(prior authorization). If you receive approval for
coverage, you'll pay your applicable tier cost-
share to fill the medication.

Vaccines: Vaccines are now covered under the
pharmacy benefit. Not all plans cover vaccines
in the same way. Log in to the myCigna App or
myCigna.com, or check your plan materials, to
find out how your specific plan covers them.

Compounded medications: If the medication is
more than $200, you'll need approval from Cigna
Healthcare before your plan will cover them (prior
authorization). coverage, you'll pay your applicable
tier cost-share to fill the medication.

Copayment: A fixed dollar amount that an
enrollee pays for a covered health care benefit
after the enrollee has paid the deductible, if a
deductible applies to the health care benefit,
such as the prescription drug benefit.

Deductible: The amount an enrollee pays

for covered health care benefits before the
enrollee’s health plan begins payment for all or
part of the cost of the health care benefit under
the terms of the policy.
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Words you may need to know (cont.)

Drug tier: A group of prescription drugs that
corresponds to a specified cost sharing tier in
the health plan’s prescription drug coverage.
The tier in which a prescription drug is placed
determines the enrollee’s portion of the cost for
the drug.

Enrollee: A person enrolled in a health plan who
is entitled to receive services from the plan.

Exception request: A request for coverage of
a prescription drug. If an enrollee, his or her
designee, or prescribing health care provider
submits an exception request for coverage

of a prescription drug, the health plan must
cover the prescription drug when the drug is
determined to be medically necessary to treat
the enrollee’s condition.

Exigent circumstances: When an enrollee is
suffering from a health condition that may
seriously jeopardize the enrolle€’s life, health,
or ability to regain maximum function, or when
an enrollee is undergoing a current course of
treatment using a nonformulary drug.

Formulary: The complete list of drugs preferred
for use and eligible for coverage under a health
plan product, and includes all drugs covered
under the outpatient prescription drug benefit.
of the health plan product. Formulary is also
known as a prescription drug list.

Generic drug: The same drug as its brand name
equivalent in dosage, safety, strength, how it is
taken, quality, performance, and intended use.
A generic drug s listed in bold and italicized
lowercase letters.

Non-formulary drug: A prescription drug that
is not listed on the health plan’s formulary.

Out-of-pocket costs: Copayments, coinsurance,
and the applicable deductible, plus all costs for
health care services that are not covered by the
health plan.

Prescribing provider: A health care provider
authorized to write a prescription to treat a
medical condition for a health plan enrollee.

Prescription: An oral, written, or electronic
order by a prescribing provider for a
specific enrollee that contains the name of
the prescription drug, the quantity of the
prescribed drug, the date of issue, the name
and contact information of the prescribing
provider, the signature of the prescribing
provider if the prescription is in writing, and
if requested by the enrollee, the medical
condition or purpose for which the drug is being
prescribed.

Prescription drug: A drug that is prescribed by
the enrollee’s prescribing provider and requires
a prescription under applicable law.

Prior Authorization: A health plan’s
requirement that the enrollee or the enrollee’s
prescribing provider obtain the health plan’s
authorization for a prescription drug before
the health plan will cover the drug. The health
plan shall grant a prior authorization wheniit is
medically necessary for the enrollee to obtain
the drug.

Step Therapy: A process specifying the
sequence in which different prescription drugs
for a given medical condition and medically
appropriate for a particular patient are
prescribed. The health plan may require the
enrollee to try one or more drugs to treat

the enrollee’s medical condition before the
health plan will cover a particular drug for the
condition pursuant to a step therapy request.
If the enrollee’s prescribing provider submits a
request for step therapy exception, the health
plans shall make exceptions to step therapy
when the criteria is met.

Subscriber: The person who is responsible for
payment to a plan or whose employment or
other status, except for family dependency, is
the basis for eligibility for membership in the
plan.
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About this drug list

This is a list of the most commonly prescribed medications covered on the Cigna Healthcare Legacy (Standard)
3-Tier Prescription Drug List as of January [, 2026. The drug list is updated often; so, not all of the medications
your plan covers may be listed here. Also, your plan may not cover all of these medications. Login to the
myCigna App or myCigna.com to see which medications your plan covers.

How to read this drug list
Medications are listed alphabetically by their generic and brand names within their therapeutic category and
class.* You can also find your medication using the index at the end of this drug list.

The generic version of a brand-name medication is listed in parentheses and in bold, lowercase italicized
letters next to the brand-name medication.

If a generic equivalent for a brand-name medication is both available and covered, the generic will be listed
separately from the brand-name medication in bold, lowercase italicized letters.

If a generic equivalent for a brand-name medication isn't available on the market or isn't covered, the
medication won't be listed separately by its generic version.

If a generic medication is marketed under a proprietary, trademark-protected brand name, the brand-
name medication will be listed in CAPITAL letters after the generic version in parentheses and regular
typeface with the first letter of each word capitalized. For example: quinapril hcl (Accupril).

Tiers
We put covered medications into tiers (or cost-share levels). Typically, the higher the tier, the higher the price
yoU'll pay for the medication.

Generics. These medications are covered at your plan’s lowest cost-share. Generics
ICIAM work in the same way and provide the same clinical benefits as their brand-name $
versions — and typically cost much less.?

Preferred Brands. These medications typically have one or more lower-cost generic
that treats the same condition.

Tier 2 3%

Non-Preferred Brands. These medications are covered at your plan’s highest cost-
LICIg-I share. Non-preferred brands typically have a generic and/or preferred brand $$$
alternative(s) that treats the same condition.

* Medications are listed in the therapeutic category and class provided by First Databank.
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How to read this drug list (cont.)

Letters (acronyms) in the Notes column
In this drug list, some medications have letters (acronyms) next to them in the Notes column.
Here’s what they mean.

Prior Authorization* — This medication needs approval from Cigna Healthcare before your plan will
cover it. Your doctor’s office will have to send us information to review to make sure you meet the
medication's coverage rules (requirements).

Quantity Limit* — Your plan will only cover so much of this medication at one time. If your doctor
wants you to fill more than what'’s allowed, your doctor’s office can ask us to cover more.

Step Therapy™ - This is a high-cost medication that has a lower-cost alternative(s) that treats
the same condition. Your plan won'’t cover this medication until you try at least one preferred
medication first (typically a generic or preferred brand) and can show that it didn’'t work for you.

If your doctor feels a preferred medication isn’t right for you, your doctor’s office can ask us to cover
the higher-cost medication.

Age Requirement* - Your plan will only cover this medication if you're a certain age or within a
certain age range. If you're not within the allowed age range and your doctor wants you to use
the medication, your doctor’s office can ask us to cover it.

This is a specialty medication, which is used to treat a rare and/or complex medical condition.
Some plans have extra coverage rules (requirements) for specialty medications. For example,
some may only cover up to a 30-day supply and/or require you to fill it at a preferred specialty
pharmacy to be covered.

Home Delivery Medications — Some plans only cover certain maintenance medications if they're
filled through home delivery with Express Scripts Pharmacy. Depending on your plan, you may be
able to get coverage for one, two or three fills at an in-network retail pharmacy before you have
to switch to home delivery.

Health care reform under the Patient Protection and Affordable Care Act (PPACA) requires
plans to cover the full cost of this preventive medication or product. This means you don't have to
pay anything — not even a copay, coinsurance or deductible.

Oral Cancer Medications Subject to Cost-Share Limits — State law in California limits the
cost-share (or amount you pay out-of-pocket) for certain oral chemotherapy medications.

*Not all plans have extra coverage rules (requirements) on medications. Log in to the myCigna App or myCigna.com, or check your plan materials, to see if yours does.
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How to read this drug list (cont.)

Use the table below to understand how medications are covered on the Cigna Healthcare Legacy (Standard)

3-Tier Prescription Drug List.*

ANALGESICS (Pain Relief and Inflammatory Disease)

Prescription Drug Name

Drug Tier Coverage Requirements and Limits

ANALGESIC, NON-SALICYLATE AND BARBITURATE COMBINAT

butalbital/acetaminophen T1

ANALGESIC, SALICYLATE, BARBITURATE, XANTHINE COMB.
butalb-aspirin-caffe 50-325-40 11 QL (6 tabs/day) <
butalbital-asa-caffeine cap (Fiorinal) 11 QL (6 caps/day)
FIORINAL (butalbital-aspirin-caffeine) IE QL (6 caps/day)
ANALGESIC, NON-SALICYLATE, BARBITURATE, XANTHINE COMB.
butalb/acetaminophen/caffeine 13
butalb/acetaminophen/caffeine (Esgic) 13 QL (6 caps/day)
butalb-acetamin-caff 50-300-40 (Fioricet) 11 0L (6 caps/day)
butalb-acetamin-caff 50-325-40 (Esgic) T QL (6 tabs/day)
ESGIC 50-325-40 MG TABLET (butalbital-acetaminophen-

13 QL (6 tabs/day)

caffe)
ESGIC CAPSULE (zebutal) = 13 QL{6-capsidayd
FIORICET (phrenilin forte) T1 QL (6 caps/day)
NALGESIC/ANTIPYRETICS, SALICYLATES
chofine salicyl/mag salicylate T1 HD
diffinisal < T‘l HD
ANTI-MIGRAINE PREPARATIONS
(" AIMOVIG AUTOINJECTOR 12 PA
AJOVY AUTOINJECTOR 12 PA
\AJOVY SYRINGE < 2 PR
almotriptan malate 11 QL (12 tabs/30 days)
CAFERGOT (ergotamine-caffeine) 13 QL (40 tabs/28 days)
dihydroergotamine 1 mg/ml amp T1 QL (10 amps/30 days)
[e/ez‘r/'pz‘an hydrobromide j < H Qo tabs30-taysy
EMGALITY PEN 12 PA
EMGALITY SYRINGE 12 PA
ergotamine tartrate/caffeine T1
ergotamine tartrate/caffeine (Cafergot) 11 QL (40 tabs/28 days)

*This table is just an example. It may not show how these medications are currently covered on this drug list.
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Therapeutic drug
category and class
describes the
condition the
medication is used
to treat.

Coverage
requirements and
limits lets you know
if your plan has
extra requirements
before it will cover
the medication.

Drug tier gives you
an idea of how much
you may pay for a
medication.

Prescription drug
name is the name of
the medication.

Medications are
listedin
alphabetical
order (A-Z) within
each column.

Brand name
medications are in
all CAPITAL letters.

Generic medications
are in lowercase
italics.
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How to find your medication

First, look for the therapeutic category/class your medication is in using the alphabetical list below. Then, go to
that page to see the covered medications available to treat the condition.

Condition

Analgesics (Pain Relief and Inflammatory Disease)
Analgesics (Urinary Tract Conditions)
Anesthetics (Miscellaneous)

Anesthetics (Pain Relief and Inflammatory
Disease)

Anesthetics (Urinary Tract Conditions)
Anti-Allergy (Allergy and Nasal Sprays)

Anti-Arthritics (Pain Relief and Inflammatory
Disease)

Anti-Asthmatics (Asthma/COPD/Respiratory)
Antibiotics (Ear Medications)

Antibiotics (Eye Conditions)

Antibiotics (Infections)

Antibiotics (Skin Conditions)

Anti-Coagulants (Blood Thinners/Anti-Clotting)
Antidotes (Gastrointestinal/Heartburn)
Antidotes (Substance Abuse)

Anti-Fungals (Eye Conditions)

(
Anti-Fungals (Feminine Products)
Anti-Fungals (Infections)

(

Anti-Fungals (Skin Conditions)

Antihistamine and Decongestant Combination
(Allergy/Nasal Sprays)

Anti-histamines (Allergy/Nasal Sprays)
Antihistamines (Eye Conditions)

Anti-Hyperglycemics (Diabetes)

Anti-Infectives/Miscellaneous (Feminine Products)

Anti-Infectives/Miscellaneous (Infections)

Anti-Inflammatory Tumor Necrosis Factor
Inhibiting Agents (Pain Relief and Inflammatory
Disease)

Anti-Neoplastics (Cancer)

Anti-Neoplastics (Skin Conditions)

Page
19-24
24

25

25

25
25

25-30

30-34
34,35
35,36
36-42
42,43
43-45
45

45, 46
46

46
46,47
47,48
48
48, 49
49
49-56
56
56,57

58-60

60-70
70

Condition

Anti-Obesity Drugs (Weight Management)
Anti-Parasitics (Eye Conditions)
Anti-Parasitics (Infections)

Anti-Parasitics (Skin Conditions)
Anti-Parkinson's Drugs (Parkinson’s Disease)
Anti-Platelet Drugs (Blood Thinners/Anti-Clotting)
Antivirals (Aids/Hiv)

Antivirals (Eye Conditions)

Antivirals (Infections)

Antivirals (Skin Conditions)

Autonomic Drugs (Allergy/Nasal Sprays)

Autonomic Drugs (Alzheimer’s Disease)

Autonomic Drugs (Attention Deficit Hyperactivity
Disorder)

Autonomic Drugs (Blood Pressure/Heart
Medications)

Autonomic Drugs (Urinary Tract Conditions)
Biologicals (Allergy/Nasal Sprays)

Biologicals (Blood Pressure/Heart Medications)
Biologicals (Miscellaneous)

Biologicals (Vaccines)

Blood (Blood Modifiers/Bleeding Disorders)
Blood (Blood Thinners/Anti-Clotting)

Cardiac Drugs (Blood Pressure/Heart
Medications)

Cardiovascular (Asthma/COPD/Respiratory)

Cardiovascular (Blood Pressure/
Heart Medications)

Cardiovascular (Cholesterol Medications)
CARDIOVASCULAR (Miscellaneous)

CNS Drugs (Alzheimer’s Disease)

CNS Drugs (Miscellaneous)

Page
71

71

72

72
72-74
74
74-78
78
78-80
80
80, 8l
8l

8l, 82

82,83

83
83

83

83
83-87
87-89
89
90-93
93,94
9410

101-105
105
105
105, 106
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How to find your medication (cont.)

Condition Page

CNS Drugs (Multiple Sclerosis) 106, 107
CNS Drugs (Pain Relief and Inflammatory Disease) :82
CNS Drugs (Seizure Disorders) 108-113
CNS Drugs (Sleep Disorders/Sedatives) 114
Colony Stimulating Factors (Blood Modifiers/

Bleeding Disorders) ll4, 115
Colony Stimulating Factors (Cancer) 115
Contraceptives (Contraception Products) [15-117
Cough/Cold Preparations (Allergy/Nasal Sprays) 17
Cough/Cold Preparations (Cough/Cold

Medications) 117,118
Diagnostic (Diabetes) [18-123
Diagnostic (Miscellaneous) 123, 124
Diuretics (Diuretics) 125-127
EENT Preps (Allergy/Nasal Sprays) 127
EENT Preps (Ear Medications) 128
EENT Preps (Eye Conditions) 128-132
Elect/Caloric/H20 (Cholesterol Medications) 132
Elect/Caloric/H20 (Dental Products) 132,133
Elect/Caloric/H20 (Diabetes) 133
Elect/Caloric/H20 (Miscellaneous) 134
Elect/Caloric/H20 (Nutritional/Dietary) 134-137
Elect/Caloric/H20 (Urinary Tract Conditions) 137
Gastrointestinal (Cholesterol Medications) 137
Gastrointestinal (Gastrointestinal/Heartburn) 137-146
G.ostrointestinol (Pain Relief and Inflammatory 146
Disease)

HEMATOPOIETIC GROWTH FACTORS

(Miscellaneous) 146
Hormones (Gastrointestinal/Heartburn) 146, 147
Hormones (Hormonal Agents) 147-153
Hormones (Infertility) 154
Hormones (Miscellaneous) 154
Hormones (Osteoporosis Products) 154

Condition

Immunosuppressants (Pain Relief and
Inflammatory Disease)
(

Immunosuppressants (Skin Conditions)

Immunosuppressants (Transplant Medications)

Miscellaneous Medical Supplies, Devices, Non-
Drug (Diabetes)

Miscellaneous Medical Supplies, Devices, Non-
Drug (Miscellaneous)

Muscle Relaxants (Pain Relief and Inflammatory
Disease)

Prenatal Vitamins (Nutritional/Dietary)

Psychotherapeutic Drugs (Anxiety/Depression/
Bipolar Disorder)

Psychotherapeutic Drugs (Attention Deficit
Hyperactivity Disorder)

Psychotherapeutic Drugs (Schizophrenia/
Anti-Psychotics)

Psychotherapeutic Drugs (Seizure Disorders)

Psychotherapeutic Drugs (Sleep Disorders/
Sedatives)

Sedative/Hypnotics (Sleep Disorders/Sedatives)
Skin Preps (Miscellaneous)
Skin Preps (Pain Relief and Inflammatory Disease)

Skin Preps (Skin Conditions)
Smoking Deterrents (Smoking Cessation)
Thyroid Prep (Hormonal Agents)

Unclassified Drug Products (Aids/Hiv)
Unclassified Drug Products (Asthma/COPD/
Respiratory)

Unclassified Drug Products (Blood Modifiers/
Bleeding Disorders)

Unclassified Drug Products (Blood Pressure/
Heart Medications)

Page
154, 155

156
156, 157

157-180

180,
188

188-189

189-
192

193-
199

199-
202

202-
206

206
206

206,
207

207,
208

208,
209

209-
219

219

219,
221

221

22l
222

222

222,
223
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Condition

Unclassified Drug Products (Cancer)
Unclassified Drug Products (Dental Products)

Unclassified Drug Products (Diabetes)
Unclassified Drug Products (Erectile Dysfunction)

Unclassified Drug Products (Eye Conditions)

Unclassified Drug Products (Gastrointestinal/
Heartburn)

Unclassified Drug Products (Hormonal Agents)
Unclassified Drug Products (Miscellaneous)

Unclassified Drug Products (Nutritional/Dietary)

Unclassified Drug Products (Osteoporosis
Products)

Page

223
223
223

223,
224

224
224

224

225-
229

229

229,
230

Condition

Unclassified Drug Products (Pain Relief and
Inflammatory Disease)

Unclassified Drug Products (Seizure Disorders)
Unclassified Drug Products (Skin Conditions)

Unclassified Drug Products (Substance Abuse)

Unclassified Drug Products (Transplant
Medications)

Unclassified Drug Products (Urinary Tract
Conditions)

Unclassified Drug Products (Weight Management)

Vitamins (Nutritional/Dietary)

Page

230

230

230,
23|

23|
23|

23l-
233

233

233,
236



List of Prescription Medications

ANALGESICS (Pain Relief and Inflammatory Disease)

Prescription Drug Name

ANALGESIC, NON-SALICYLATE AND BARBITURATE COMBINAT
BUPAP (butalbital/acetaminophen)

butalbital/acetaminophen

butalbital-acetaminophn 25-325

butalbital-acetaminophn 50-300

butalbital-acetaminophn 50-300 (Bupap)

butalbital-acetaminophn 50-325

ANALGESIC, SALICYLATE, BARBITURATE, XANTHINE COMB.
butalbital-aspirin-caffeine cp

butalbital-aspirin-caffeine tb

ANALGESIC, NON-SALICYLATE, BARBITURATE, XANTHINE COMB.

butal-ace-caf 50-325-40mg/15ml
butalb/acetaminaphen/caffeine (Esgic)
butalb-acetamin-caff 50-300-40 (Fioricet)
butalb-acetamin-caff 50-325-40
butalb-acetamin-caff 50-325-40 (Esgic)
ESGIC (butalb/acetaminophen/caffeine)
FIORICET (butalb/acetaminophen/caffeine)
ANALGESIC/ANTIPYRETICS, SALICYLATES
diflunisal

DOLOBID

ANALGESICS, NON-OPIOID
JOURNAVX

ANTI-MIGRAINE PREPARATIONS
AIMOVIG AUTOINJECTOR

AJOVY AUTOINJECTOR

AJOVY AUTOINJECTOR (3 PACK)

AJOVY SYRINGE

almotriptan malate

CAMBIA (diclofenac potassium)

diclofenac pot 50 mq powdr pkt (Cambia)
dihydroergotamine 1 mg/ml amp
dihydroergotamine 4 mg/mi spry (Migranal)
eletriptan hydrobromide (Relpax)

ELYXYB

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
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Drug Tier Coverage Requirements and Limits

11
13

13

HD — May require home delivery pharmacy

PA

PA

PA

QL(6 CAPS/DAY)
QL(6 TABS/DAY)

PA QL(90 MLS/DAY)
QL(6 CAPS/DAY)
QL(6 CAPS/DAY)
QL(6 TABS/DAY)
QL(6 CAPS/DAY)
PA QL(6 CAPS/DAY)
PA QL(6 CAPS/DAY)

HD
PA

QL(30TABS/90 DAYS)

PA

PA

PA

PA

QL(12TABS/30 DAYS)
PA

PA

QL

PA QL(8 MLS/30 DAYS)
QL(6 TABS/30 DAYS)
PA QL(43.2 MLS/30 DAYS)

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

ANALGESICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name

ANTI-MIGRAINE PREPARATIONS (cont.)
EMGALITY PEN

EMGALITY SYRINGE

ERGOMAR

ergotamine tartrate/caffeine

FROVA (frovatriptan succinate)

IMITREX 100 MG TABLET (sumatriptan succinate)

IMITREX 25 MG TABLET (sumatriptan succinate)

IMITREX 4 MG/0.5 ML CARTRIDGES (sumatriptan succinate)
IMITREX 4 MG/0.5 ML PEN INJECT (sumatriptan succinate)
IMITREX 50 MG TABLET (sumatriptan succinate)

IMITREX 6 MG/0.5 ML CARTRIDGES (sumatriptan succinate)
IMITREX 6 MG/0.5 ML PEN INJECT (sumatriptan succinate)
MAXALT (rizatriptan benzoate)

MAXALT MLT (rizatriptan benzoate)

MIGRANAL (dihydroergotamine mesylate)

naratriptan hcl

NURTEC ODT

ONZETRA XSAIL

QULIPTA

RELPAX (eletriptan hydrobromide)

REYVOW

rizatriptan benzoate

rizatriptan benzoate (Maxalt MIt)

rizatriptan benzoate(Maxalt)

sumatriptan

sumatriptan 4 mg/0.5 ml inject (Imitrex)

sumatriptan 6 mg/0.5 ml vial

sumatriptan 6 mg/0.5ml autoinj (Imitrex)

sumatriptan succ 100 mg tablet (Imitrex)

sumatriptan succ 25 mgq tablet (Imitrex)

sumatriptan succ 50 mgq tablet (Imitrex)

sumatriptan succ/naproxen sod (Treximet)

SYMBRAVO

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

Drug Tier

12
12
13
11
13
13
13
13
13
13
13
13
13
13
13
11
12
13
12
13

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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Coverage Requirements and Limits

PA

PA

PA

QL(40TABS/28 DAYS)

PA QL(18TABS/30 DAY9)

PA QL(9TABS/30 DAYS)

PA QL(9TABS/30 DAYS)

PA QL(4 MLS/30 DAYS)

PA QL(4 MLS/30 DAYS)

PA QL(9TABS/30 DAY9)

PA QL(4 MLS/30 DAYS)

PA QL(4 MLS/30 DAYS)

PA QL(12TABS/30 DAY9)

PA QL(12TABS/30 DAY9)

PA QL(8 MLS/30 DAYS)
QL(9TABS/30 DAYS)

PA QL(16 TABS/30 DAY9)

PA QL(16 INHALERS/30 DAYS)
PA QL(1TAB/DAY)

PA QL(6 TABS/30 DAYS)

PA QL(8TABS/30 DAY9)
QL(12TABS/30 DAYS)
QL(12TABS/30 DAYS)
QL(12TABS/30 DAYS)
QL(12 UNITS/30 DAYS)
QL(4 MLS/30 DAYS)
QL(5 MLS/30 DAYS)
QL(4 MLS/30 DAYS)
QL(9TABS/30 DAYS)
QL(9TABS/30 DAYS)
QL(9TABS/30 DAYS)
QL(18 TABS/30 DAYS)
PA QL(9TABS/28 DAYS)

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

ANALGESICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-MIGRAINE PREPARATIONS (cont.)

TOSYMRA 13 PA QL(12 UNITS/30 DAYS)
TREXIMET (sumatriptan succ/naproxen sod) 13 PA QL(18 TABS/30 DAYS)
TRUDHESA 13 PA QL(8 MLS/30 DAYS)
UBRELVY 12 PA QL(0.67 TABS/DAY)
ZAVZPRET 12 PA QL(6 UNITS/30 DAYS)
ZEMBRACE SYMTOUCH 13 PA QL(8 MLS/30 DAYS)
Zolmitriptan 11 QL(6 TABS/30 DAYS)
Z0lmitriptan 2.5 mg tablet (Zomig) T QL(6 TABS/30 DAYS)
ZOLMITRIPTAN 2.5MG NASAL SPRAY 13 PA QL(12 UNITS/30 DAYS)
Zolmitriptan 5 mq nasal spray (Zomig) 11 PA QL(12 UNITS/30 DAYS)
Zolmitriptan 5 mg tablet (Zomig) 1 QL(6 TABS/30 DAYS)
ZOMIG 2.5 MG NASAL SPRAY 13 PA QL(12 UNITS/30 DAYS)
ZOMIG 2.5 MG TABLET (zo/mitriptan) 13 PA QL(6 TABS/30 DAYS)
ZOMIG 5 MG NASAL SPRAY (zolmitriptan) 13 PA QL(12 UNITS/30 DAYS)
ZOMIG 5 MG TABLET (zo/mitriptan) 13 PA QL(6 TABS/30 DAYS)
NASAL NSAIDS, COX NON-SELECTIVE,SYSTEMIC ANALGESIC

SPRIX 13 PA QL(5 UNITS/30 DAYS)
NSAIDS, CYCLOOXYGENASE INHIBITOR-TYPE ANALGESICS

diclofenac pot 25 mq tablet T1 PAHD

diclofenac pot 50 mg tablet T1 HD

diclofenac potassium T1 PAHD

diclofenac potassium 25 mq cap (Zipsor) 11 PAHD

ketorolac 10 mq tablet T QL(20 TABS/30 DAYS)
ketorolac 15 mg/ml syringe T1 QL(8 MLS/DAY)

ketorolac 15 mg/ml vial T1 QL(8 MLS/DAY)

ketorolac 30 mg/ml syringe T1 QL(4 MLS/DAY)

ketorolac 30 mg/ml vial T1 QL(4 MLS/DAY)

ketorolac 300 mg/10 ml vial T1

ketorolac 60 mg/2 ml syringe T1 QL(4 MLS/DAY)

ketorolac 60 mg/2 ml vial T1 QL(4 MLS/DAY)
mefenamic acid T1 PAHD

ZIPSOR (diclofenac potassium) 13 PAHD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy

2l



List of Prescription Medications

ANALGESICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

OPIOID ANALGESIC AND NON-SALICYLATE ANALGESICS

acetamin-codein 300-30 mg/12.5 T1

acetaminop-codeine 120-12 mg/5 T1

acetaminophen-cod #2 tablet T PA

acetaminophen-cod #3 tablet 1 PA

acetaminophen-cod #4 tablet 1 PA

hydrocodone/acetaminophen T1 PA

hydrocodone/acetaminophen (Lortab) 11 PA

HYDROCODONE-ACETAMINOPHEN T1 PA

LORTAB (hydrocodone/acetaminophen) 11 PA

NALOCET T1 PA

oxycodone hcl/acetaminophen T1 PA

oxycodone hcl/acetaminophen (Percocet) T1 PA

PERCOCET (oxycodone hcl/acetaminophen) T3 PA

PRIMLEV T1 PA

PROLATE 10 MG-300 MG/5 ML SOLN 13 PA

prolate 10-300 mg tablet T1 PA

prolate 5-300 mq tablet 1 PA

prolate 7.5-300 mgq tablet T1 PA

tramadol hcl/acetaminophen T1

OPIOID ANALGESIC AND NSAID COMBINATION

hydrocodone/ibuprofen T1 PA

OPIOID ANALGESIC AND NON-SALICYLATE XANTHINE COMB

acetaminophen/caft/dihydrocod T1 PA

TREZIX 13 PA

OPIOID ANALGESICS

ACTIQ (fentanyl citrate) 13 PA

BELBUCA 12 QL(2 FILMS/DAY)

buprenorphine (Butrans) 11 QL(4 PATCHES/28 DAYS)

butorphanol tartrate 11 PA QL(6 BOTTLES/30 DAYS)

BUTRANS (buprenorphine) 13 QL(4 PATCHES/28 DAYS)

codeine sulfate T1 PA

CONZIP 13 PA QL(1 CAP/DAY)

DILAUDID (hydromorphone hcl) 13 PA

fentany! T1 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANALGESICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
OPIOID ANALGESICS (cont,)
fentanyl citrate T1 PA
FENTANYL CITRATE T1 PA
fentanyl citrate (Actiq) 11 PA
FENTORA 13 PA
hydrocodone bitartrate T1 PA
hydrocodone bitartrate (Hysingla Er) T1 PA
hydromorphone hcl 11 PA
hydromorphone hcl (Dilaudid) 11 PA
HYSINGLA ER (hydrocodone bitartrate) 12 PA
LAZANDA 13 PA
levorphanol tartrate 1 PA
meperidine hcl T1 PA
methadone hc i PA
morphine sulfate T1 PA
morphine sulfate (Ms Contin) 11 PA
MS CONTIN (morphine sulfate) 13 PA
NUCYNTA 12 PA
NUCYNTA ER 13 PA
opium/belladonna alkaloids T1 PA
OXAYDO 13 PA
oxycodone hel T1 PA
oxycodone hd (ir) 10 mg tab T PA
oxycodone hd (ir) 15 mg tab (Roxicodone) T1 PA
oxycodone hd (ir) 20 mg tab T1 PA
oxycodone hdl (ir) 30 mg tab (Roxicodone) T PA
oxycodone hd (ir) 5 mg cap T1 PA
oxycodone hd (ir) 5 mg tablet (Roxicodone) 11 PA
OXYCODONE HCL 10 MG TABLET 13 PA
oxycodone hel 100 mg/5 ml conc T1 PA
OXYCODONE HCL 15 MG TABLET 13 PA
OXYCODONE HCL 30 MG TABLET 13 PA
OXYCODONE HCL 5 MG TABLET 13 PA
oxycodone hcl 5 mg/5 ml cup 11 PA
oxycodone hcl 5 mg/5 ml soln T1 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANALGESICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
OPIOID ANALGESICS (cont,)

OXYCODONE HCL ER T1 PA

OXYCONTIN 13 PA

oxymorphone hd T1 PA

pentazocine hcl/naloxone hcl T1 PA

ROXICODONE (oxycodone hcl) 13 PA

ROXYBOND 13 PA

tramadol er 100 mg tablet T QL(1TAB/DAY)
tramadol er 200 mg tablet T QL(1TAB/DAY)
tramadol er 300 mq tablet 11 QL(1TAB/DAY)
tramadol hcl 100 mg tablet T QL(4 TABS/DAY)
TRAMADOL HCL 25 MG TABLET 13 PA QL(4TABS/DAY)
TRAMADOL HCL 25 MG/5 ML CUP 13 PA QL(80 MLS/DAY)
TRAMADOL HCL 5 MG/ML SOLUTION 13 PA QL(80 MLS/DAY)
tramadol hcl 50 mg tablet 11 QL(8 TABS/DAY)
TRAMADOL HCL 75 MG TABLET 13 QL(5 TABS/DAY)
TRAMADOL HCL ER 100 MG CAPSULE T1 QL(1 CAP/DAY)
tramadol hcl er 100 mg tablet 1 QL(1TAB/DAY)
TRAMADOL HCL ER 200 MG CAPSULE T1 QL(1 CAP/DAY)
tramadol hcl er 200 mq tablet T QL(1TAB/DAY)
TRAMADOL HCL ER 300 MG CAPSULE 11 QL(1 CAP/DAY)
tramadol hcl er 300 mg tablet 11 QL(1TAB/DAY)
XTAMPZA ER 12 PA

OPIOID AND SALICYLATE ANALGESICS, BARBIT, XANTHINE

codeine/butalbital/asa/caffein T PA

OPIOID, NON-SALICYL. ANALGESIC, BARBITUATE, XANTHINE

butalbit/acetamin/caft/codeine T PA
butalbit/acetamin/caff/codeine (Fioricet With Codeine) T PA

FIORICET WITH CODEINE (butalb-acetaminoph-caff-codein) T3 PA

SKELETAL MUSCLE RELAXANT, SALICYLAT, OPIOID ANALGESC
carisoprodol/aspirin/codeine

ANALGESICS (Urinary Tract Conditions)

PA

URINARY TRACT ANALGESIC AGENTS

ELMIRON
RIMSO-50

T1—Typically Generics
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

PA — Prior Authorization

12
12

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

ANESTHETICS (Miscellaneous)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
GENERAL ANESTHETICS, INHALANT

desflurane T

isoflurane T

isoflurane 13
sevoflurane (Ultane) 11

SUPRANE 13

ULTANE (sevoflurane) 13
LOCAL ANESTHETICS

lidocaine hcl T
TOPICAL LOCAL ANESTHETICS

lidocaine (Lidocan i) 11 PA
lidocaine (Lidoderm) 11 PA
lidocaine 5% ointment T QL(145 GMS/30 DAYS)
lidocaine 5% patch (Lidocan I1) T1

lidocaine 5% patch (Lidoderm) T

lidocaine hcl T
lidocaine/prilocaine T1

LIDOCAN Il (lidocaine) 13 PA
LIDODERM (lidocaine) 13 PA
SYNERA 13 PA
ZTLIDO 12

ANESTHETICS (Urinary Tract Conditions)

URINARY TRACT ANESTHETIC/ANALGESIC AGNT (AZO-DYE)
phenazopyridine hcl (Pyridium) 11
PYRIDIUM (phenazopyridine hcl) 13 PA

ANTI-ALLERGY (Allergy/Nasal Sprays)

MAST CELL STABILIZERS
cromolyn 100 mg/5 ml oral conc (Gastrocrom) T1
GASTROCROM (cromolyn sodium) 13 PA

ANTI-ARTHRITICS (Pain Relief and Inflammatory Disease)
ANALGESIC/ANTIPYRETICS, SALICYLATES

DISALCID (salsalate) 13 HD

salsalate (Disalcid) T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP— Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-ASTHMATICS (Pain Relief and Inflammatory Disease) (cont.)

Prescription Drug Name

ANTI-ARTHRITIC AND CHELATING AGENTS
CUPRIMINE (penicillamine)

DEPEN (penicillamine)

penicillamine 250 mg capsule (Cuprimine)

penicillamine 250 mq tablet (Depen)

ANTI-ARTHRITIC, FOLATE ANTAGONIST AGENTS
OTREXUP

RASUVO

ANTI-INFLAM. INTERLEUKIN-I RECEPTOR ANTAGONIST
KINERET

ANTI-INFLAMMATORY, PYRIMIDINE SYNTHESIS INHIBITOR
ARAVA (leflunomide)

leflunomide (Arava)
ANTI-INFLAMMATORY, PHOSPHODIESTERASE-4(PDE4) INHIB.

OTEZLA 10-20 MG STARTER 28 DAY
OTEZLA 10-20-30MG START 28 DAY
OTEZLA 20 MG TABLET

OTEZLA 30 MG TABLET

OTEZLAXR 75 MG TABLET

OTEZLA XR INITIATION PK 28 DAY
ANTI-INFLAMMATORY, SEL.COSTIM.MOD., T-CELL INHIBITOR
ORENCIA
ORENCIA CLICKJECT
COLCHICINE
colchicine 0.6 mg capsule (Mitigare)
colchicine 0.6 mq tablet (Colcrys)
(COLCRYS (colchicine)
GLOPERBA
MITIGARE (colchicine)
GOLD SALTS
RIDAURA
HYPERURICEMIA TX - XANTHINE OXIDASE INHIBITORS
allopurinol 100 mg tablet (Zyloprim)
allopurinol 200 mg tablet
allopurinol 300 mg tablet
febuxostar 40 mg tablet (Uloric)
T1—Typically Generics PA — Prior Authorization

T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy
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AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy

Drug Tier

13
13
11
11

12
13

13

13
11

12
12
12
12
12
12

13
13

Coverage Requirements and Limits

PA QL(6 CAPS/DAY) SP
PA QL(6 TABS/DAY) SP
PA QL(6 CAPS/DAY) SP
PA QL(6 TABS/DAY) SP

PA
PA

PA QL(28 UNITS/28 DAYS) SP

PAHD
HD

PA QL(55TABS/365 DAYS) SP HD
PA QL(55 TABS/365 DAYS) SPHD
PA QL(2 TABS/DAY) SP HD

PA QL(2 TABS/DAY) SP HD

PA QL(1TAB/DAY) SP HD

PA QL(41TABS/365 DAYS) SP HD

PA QL(4 SYR/AUTO-INJ/28 DAYS) SPHD
PA QL(4 SYR/AUTO-INJ/28 DAYS) SPHD

HD
PAHD
PA QL(10 MLS/DAY) HD

PA

HD

PAHD

HD

QL(1TAB/DAY) HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

ANTI-ASTHMATICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

HYPERURICEMIA TX - XANTHINE OXIDASE INHIBITORS (cont.,)

febuxostat 80 mg tablet (Uloric) 11 HD

ULORIC 40 MG TABLET (febuxostat) 13 PA QL(1TAB/DAY) HD

ULORIC 80 MG TABLET (febuxostat) 13 PAHD

ZYLOPRIM (allopurinol) 13 HD

JANUS KINASE (JAK) INHIBITORS

OLUMIANT 13 PA QL(30 TABS/30 DAYS) SPHD

RINVOQ 12 PA QL(1TAB/DAY) SPHD

RINVOQ LQ 12 PA QL(12 MLS/DAY) SP HD

XELJANZ T MG/ML SOLUTION 12 PA QL(480 MLS/30 DAYS) SPHD

XELJANZ 10 MG TABLET 12 PA QL(2 TABS/DAY) SP HD

XELJANZ 5 MG TABLET 12 PA QL(2 TABS/DAY) SP HD

XELJANZ XR 12 PA QL(1TAB/DAY) SPHD

NSAID ANALGESIC AND NON-SALICYLATE ANALGESIC COMB

(OMBOGESIC 13 PA

NSAIDS (COX NON-SPEC.INHIB) AND PROSTAGLANDIN ANALOG

ARTHROTEC 50 (diclofenac sodium-misoprostol) T3 STHD

ARTHROTEC 75 (diclofenac sodium-misoprostol) 13 STHD

diclofenac sodium-misoprostol (Arthrotec 50) 11 HD

diclofenac sodium-misaprostol (Arthrotec 75) T HD

NSAIDS, CYCLOOXYGENASE INHIBITOR - TYPE ANALGESICS

ANAPROX DS (naproxen sodium ds) 13 STHD

(OXANTO 13 PAHD

DAYPRO (oxaprozin) 13 STHD

DICLOFENAC 13 PAHD

diclofenac sod dr 25 mq tab T1 HD

diclofenac sod dr 50 mq tab T1 HD

diclofenac sod dr 75 mg tab T1 HD

diclofenac sod ec 25 mg tab T1 HD

diclofenac sod ec 50 mq tab T1 HD

diclofenac sod ec 75 mq tab 1 HD

diclofenac sodium T1 HD

EC-NAPROSYN (naproxen) 13 STHD

etodolac T HD

etodolac (Lodine) 11 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-ASTHMATICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

NSAIDS, CYCLOOXYGENASE INHIBITOR - TYPE ANALGESICS (cont,)

FELDENE (piroxicam) 13 STHD

FENOPROFEN 200 MG CAPSULE T1 PAHD

fenoprofen 400 mq capsule (Nalfon) T1 PAHD

fenoprofen 600 mg tablet (Nalfon) T HD

FENOPRON 13 PAHD

FENORTHO T1 PAHD

flurbiprofen T1 HD

ibuprofen T1 HD

INDOCIN (indomethacin) 13 PAHD

indomethacin T HD

INDOMETHACIN 20 MG CAPSULE 13 PAHD

indomethacin 25 mg capsule T1 HD

indomethacin 25 mg/5 mi susp (Indocin) T HD

indomethacin 50 mq capsule 1 HD

indomethacin 50 mg suppository (Indocin) T1 HD

ketoprofen 25 mq capsule T1 PAHD

ketoprofen 50 mq capsule T1 HD

ketoprofen 75 mq capsule T HD

ketoprofen er 200 mq capsule 1 HD

LODINE (etodolac) 13 STHD

meclofenamate sodium T1 HD

meloxicam (Mobic) T HD

meloxicam 10 mq capsule (Viviodex) 11 PAHD

meloxicam 15 mg tablet T1 HD

meloxicam 5 mg capsule (Viviodex) 11 PAQL(1 CAP/DAY) HD

meloxicam 7.5 mg tablet T1 HD

MELOXICAM 7.5 MG/5 ML SUSP 13 PAHD

nabumetone (Relafen) 11 HD

NALFON 400 MG CAPSULE (fenaprofen calcium) 13 PAHD

NALFON 600 MG TABLET (profeno) 13 STHD

NAPRELAN (naproxen sodium) 13 PAHD

NAPROSYN 125 MG/5 ML SUSPEN (naproxen) 13 PAHD

NAPROSYN 500 MG TABLET (naproxen) 13 STHD

naproxen (Ec-naprosyn) T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-ASTHMATICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

NSAIDS, CYCLOOXYGENASE INHIBITOR - TYPE ANALGESICS (cont.,)

naproxen 125 mg/5 mi suspen (Naprosyn) T1 PAHD

naproxen 250 mq tablet T1 HD

naproxen 375 mq tablet T1 HD

naproxen 500 mg kit (Naprosyn) T HD

naproxen 500 mq tablet (Naprosyn) 1 HD

naproxen dr 375 mq tablet (Ec-Naprosyn) T1 HD

naproxen dr 500 mq tablet (Ec-Naprosyn) T1 HD

naproxen sodium T1 HD

naproxen sodium (Anaprox Ds) 11 HD

naproxen sodium (Naprelan) T PAHD

OXAPROZIN 300 MG CAPSULE 13 PAHD

oxaprozin 600 mq tablet (Daypro) T1 HD

piroxicam i HD

piroxicam (Feldene) 11 HD

RELAFEN (nabumetone) 13 PAHD

RELAFEN DS 13 PAHD

sulindac 1 HD

TIVORBEX 13 PAHD

TOLECTIN 600 (tolmetin sodium) T3 PAHD

tolmetin sodium T HD

tolmetin sodium (Tolectin 600) 11 HD

VIVLODEX 10 MG CAPSULE (meloxicam, submicronized) 13 PAHD

VIVLODEX 5 MG CAPSULE (meloxicam, submicronized) 13 PAQL(1 CAP/DAY) HD

Z0RVOLEX 13 PAHD

NSAIDS, CYCLOOXYGENASE-2(COX-2) SELECTIVE INHIBITOR

CELEBREX 100 MG CAPSULE (celecoxib) 13 PA QL(2 CAPS/DAY)

CELEBREX 200 MG CAPSULE (celecoxib) 13 PA QL(2 CAPS/DAY)

CELEBREX 400 MG CAPSULE (celecoxib) 13 PA QL(T CAP/DAY)

CELEBREX 50 MG CAPSULE (celecoxib) 13 PA QL(2 CAPS/DAY)

celecoxib 100 mg capsule (Celebrex) 11 QL(2 CAPS/DAY) HD

celecoxib 200 mg capsule (Celebrex) 11 QL(2 CAPS/DAY) HD

celecoxib 400 mg capsule (Celebrex) T QL(1 CAP/DAY) HD

celecoxib 50 mq capsule (Celebrex) T QL(2 CAPS/DAY) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-ASTHMATICS (Pain Relief and Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
URICOSURIC AGENTS

probenecid 11 HD

probenecid/colchicine T1 HD

ANTI-ASTHMATICS (Asthma/COPD/Respiratory)

5-LIPOXYGENASE INHIBITORS

Zileuton I HD

ZYFLO 13 PAHD

ANTICHOLINERGICS, ORALLY INHALED LONG ACTING

INCRUSE ELLIPTA 12 HD

SPIRIVA HANDIHALER 18 MCG CAP (tiotropium bromide) 13 PA QL(1 INHALER/30 DAYS) HD

SPIRIVA RESPIMAT 12 QL(1T INHALER/30 DAYS) HD

tiotropium 18 mcq cap-inhaler (Spiriva Handihaler) 11 QL(T INHALER/30 DAYS) HD

TUDORZA PRESSAIR 400 MCG INHAL 13 STQL(T INHALER/30 DAYS) HD

YUPELRI 13 PAHD

ANTICHOLINERGICS, ORALLY INHALED SHORT ACTING

ATROVENT HFA 12 QL(2 INHALERS/30 DAYS) HD

ipratropium bromide T HD

BETA-ADRENERGIC AGENTS

albuterol sulf 2 mg/5 ml syrup T1 HD

albuterol 8 mg/20 ml syrup cup T1 HD

albuterol sulf 2 mg/5 ml syrup T1 HD

albuterol sulfate 2 mq tab T1 HD

albuterol sulfate 4 mq tab T1 HD

albuterol sulfate er 4 mq tab T1 HD

albuterol sulfate er 8 mg tab 11 HD

terbutaline sulfate T1 HD

BETA-ADRENERGIC AGENTS, INHALED, SHORT ACTING

albuterol 100 mg/20 ml soln T1

albuterol 15 mg/3 mi solution T1

albuterol 75 mg/15 ml soln T1

albuterol 2.5 mg/0.5 ml sol T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-ASTHMATICS (Asthma/COPD/Respiratory) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

BETA-ADRENERGIC AGENTS, INHALED, SHORT ACTING (cont,)

albuterol 25 mg/5 ml solution T1

albuterol 5 mg/ml solution T1

albuterol sul 0.63 mg/3 mi sol T1

albuterol sul 1.25 mg/3 mi sol T1

albuterol sul 2.5 mg/3 ml soln T1

albuterol hfa 90 mcq inhaler 11 QL(1 INHALER/30 DAYS)
ALBUTEROL HFA 90 MCG INHALER 13 PA QL(1 INHALER/30 DAYS)
LEVALBUTEROL TARTRATE HFA 13 PA QL(15 GMS/30 DAYS)
PROAIR DIGIHALER 13 PA QL(2 INHALERS/30 DAYS)
PROAIR RESPICLICK 13 PA QL(2 INHALERS/30 DAYS)
VENTOLIN HFA 13 PA QL(1 INHALER/30 DAYS)
XOPENEX (fevalbuterol hl) 13

XOPENEX CONCENTRATE (fevalbuterol concentrate) T3

XOPENEX HFA 13 PA QL(15 GMS/30 DAYS)
BETA-ADRENERGIC AGENTS, INHALED, ULTRA-LONG ACTING

STRIVERDI RESPIMAT 12 QL(T INHALER/30 DAYS) HD
BETA-ADRENERGIC AGENTS, ORALLY INHALED, LONG ACTING

arformoterol tartrate (Brovana) 11 QL(4 MLS/DAY) HD

BROVANA (arformoterol tartrate) 13 PA QL(4 MLS/DAY) HD
BETA-ADRENERGIC AGENTS, ORALLY INHALED, LONG ACTING

formoterol fumarate (Perforomist) 11 QL(240 MLS/30 DAYS) HD
PERFOROMIST (formoterol fumarate) 13 PA QL(240 MLS/30 DAYS) HD
SEREVENT DISKUS 13 STQL(1 BLISTER/30 DAYS) HD
BETA-ADRENERGIC AND ANTICHOLINERGIC COMBO, INHALED

ANORO ELLIPTA 62.5-25 MCG INH 12 QL(T INHALER/30 DAYS) HD
BEVESPI AEROSPHERE 13 PA QL(T INHALER/30 DAYS) HD
COMBIVENT RESPIMAT 12 QL(2 INHALERS/30 DAYS)
DUAKLIR PRESSAIR 13 PA QL(T INHALER/30 DAYS) HD
ipratropium/albuterol sulfate 1 HD

STIOLTO RESPIMAT INHAL SPRAY 12 QL(T INHALER/30 DAYS) HD
UMECLIDINIUM-VILANTEROL 13 PA QL(T INHALER/30 DAYS) HD

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication

3l

PPACA — No Cost-Share Preventive Medication

(SL — Oral cancer medication subject to cost-share limits
HD — May require home delivery pharmacy



List of Prescription Medications

ANTI-ASTHMATICS (Asthma/COPD/Respiratory) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BETA-ADRENERGIC AGENTS AND GLUCOCORTICOID COMBO, INHALED
ADVAIR 100-50 DISKUS (fluticasone propion/salmeterol) 13 STQL(T INHALER/30 DAYS) HD
ADVAIR 250-50 DISKUS (fluticasone propion/salmeterol) 13 STQL(T INHALER/30 DAYS) HD
ADVAIR 500-50 DISKUS (fluticasone propion/salmeterol) 13 STQL(TINHALER/30 DAYS) HD
ADVAIR HFA 115-21 MCG INHALER 12 QL(T INHALER/30 DAYS) HD
ADVAIR HFA 230-21 MCG INHALER 12 QL(T INHALER/30 DAYS) HD
ADVAIR HFA 45-21 MCG INHALER 12 QL(T INHALER/30 DAYS) HD
AIRDUO DIGIHALER 13 STQL(T INHALER/30 DAYS) HD
BREO ELLIPTA 100-25 MCG INHALR 12 QL(T INHALER/30 DAYS) HD
BREO ELLIPTA 200-25 MCG INHALR 12 QL(T INHALER/30 DAYS) HD
BREO ELLIPTA 50-25 MCG INHALER 12 QL(T INHALER/30 DAYS) HD
budesonide/formoterol fumarate (Symbicort) 11 QL(1 INHALER/30 DAYS) HD
DULERA 100 M(G-5 MCG INHALER 12 QL(T INHALER/30 DAYS) HD
DULERA 200 MCG-5 MCG INHALER 12 QL(T INHALER/30 DAYS) HD
DULERA 50 MCG-5 MCG INHALER 12 QL(T INHALER/30 DAYS) HD
fluticasone propion/salmeterol (Advair Diskus) T1 QL(1 INHALER/30 DAYS)
fluticasone-salmeterol 100-50 (Advair Diskus) 11 QL(T INHALER/30 DAYS) HD
FLUTICASONE-SALMETEROL 113-14 13 PA QL(1 INHALER/30 DAYS) HD
FLUTICASONE-SALMETEROL 232-14 13 PA QL(T INHALER/30 DAYS) HD
fluticasone-salmeterol 250-50 (Advair Diskus) T QL(1 INHALER/30 DAYS) HD
fluticasone-salmeterol 500-50 (Advair Diskus) T QL(1 INHALER/30 DAYS) HD
FLUTICASONE-SALMETEROL 55-14 13 PA QL(1 INHALER/30 DAYS) HD
FLUTICASONE-SALMETEROL HFA 13 PA QL(1 INHALER/30 DAYS) HD
FLUTICASONE-VILANTEROL 13 PA QL(1 INHALER/30 DAYS) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-ASTHMATICS (Asthma/COPD/Respiratory) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

BETA-ADRENERGIC AGENTS AND GLUCOCORTICOID COMBO, INHALED (cont,)

SYMBICORT 160-4.5 MCG INHALER (budesonide/formoterol fumarate) 13 STQL(T INHALER/30 DAYS) HD

SYMBICORT 80-4.5 MCG INHALER (budesonide/formoterol fumarate) 73 STQL(T INHALER/30 DAYS) HD

BETA-ADRENERGIC-ANTICHOLINERGIC-GLUCOCORT, INHALED

BREZTRI AEROSPHERE INHALER 12 QL(T INHALER/30 DAYS)

TRELEGY ELLIPTA 100-62.5-25 12 QL(1 BLISTER/30 DAYS)

TRELEGY ELLIPTA 200-62.5-25 12 QL(7 BLISTER/30 DAYS)

GLUCOCORTICOIDS, ORALLY INHALED

ALVESCO 12 HD

ARMONAIR DIGIHALER 13 STHD

ARNUITY ELLIPTA 13 ST

ASMANEX HFA 12 QL(7T INHALER/30 DAYS) HD

ASMANEXTWISTHALER 110 MCG #30 12 QL(T INHALER/30 DAYS) HD

ASMANEXTWISTHALER 220 MCG #14 12 HD

ASMANEXTWISTHALER 220 MCG #30 12 QL(1T INHALER/30 DAYS) HD

ASMANEXTWISTHALER 220 MG #60 12 QL(1T INHALER/30 DAYS) HD

ASMANEXTWISTHALR 220 MCG #120 12 QL(1T INHALER/30 DAYS) HD

budesonide 0.25 mg/2 ml susp (Pulmicort) T QL(4 MLS/DAY) HD

budesonide 0.5 mg/2 ml susp (Pulmicort) 1 QL(4 MLS/DAY) HD

budesonide 1 mg/2 ml inh susp (Pulmicort) T1 QL(2 MLS/DAY) HD

FLUTICASONE FUROATE 13 STHD

FLUTICASONE PROP 100M(G DISKUS 13 PA QL(T INHALER/30 DAYS) HD

FLUTICASONE PROP 250 MCG DISK 13 PA QL(4 INHALERS/30 DAYS) HD

FLUTICASONE PROP 50 MCG DISKUS 13 PA QL(T INHALER/30 DAYS) HD

FLUTICASONE PROP HFA 110 MCG 13 PA QL(1 INHALER/30 DAYS) HD

FLUTICASONE PROP HFA 220 MCG 13 PA QL(2 INHALERS/30 DAYS) HD

FLUTICASONE PROP HFA 44 M(G 13 PA QL(T INHALER/30 DAYS) HD

PULMICORT 0.25 MG/2 ML RESPUL (budesonide) 13 PA QL(4 MLS/DAY) HD

PULMICORT 0.5 MG/2 ML RESPULE (budesonide) 13 PA QL(4 MLS/DAY) HD

PULMICORT 1 MG/2 ML RESPULE (budesonide) 13 PA QL(2 MLS/DAY) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-ASTHMATICS (Asthma/COPD/Respiratory) (cont,)

Prescription Drug Name

GLUCOCORTICOIDS, ORALLY INHALED (cont.,)
PULMICORT FLEXHALER

QVAR REDIHALER

INTERLEUKIN-5 (IL-5) ANTAGONISTS, MAB
NUCALA

INTERLEUKIN-5(IL-5) RECEPTOR ALPHA ANTAGONIST, MAB
FASENRA PEN

LEUKOTRIENE RECEPTOR ANTAGONISTS
ACCOLATE (zafirlukast)

montelukast sodium

montelukast sodium (Singulair)

SINGULAIR (montelukast sodium)

zafirlukast (Accolate)

MAST CELL STABILIZERS, ORALLY INHALED

cromolyn 20 mg/2 mi neb soln
MONOCLONAL ANTIBODIES TO IMMUNOGLOBULIN E (IGE)

XOLARR

MUCOLYTICS

acetylcysteine
PHOSPHODIESTERASE-4 (PDE4) INHIBITORS
DALIRESP 250 MCG TABLET
DALIRESP 500 MCG TABLET
OHTUVAYRE

roflumilast 250 mcg tablet (Daliresp)
roflumilast 500 mcq tablet (Daliresp)
XANTHINES

ELIXOPHYLLIN

THEO-24

theophylline anhydrous

ANTIBIOTICS (Ear Medications)

EAR PREPARATIONS, ANTIBIOTICS
CETRAXAL

ciprofloxacin he

CORTISPORIN-TC

neomycin/polymyxin b/hydrocort

ofloxacin

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy
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AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy

Drug Tier

13
12

12

12

13
11
T1

13
12
11

13
11
13
11
11

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

Coverage Requirements and Limits

PAHD

PASPHD

PASPHD

HD
HD
HD
PA
HD

QL(480 MLS/30 DAYS) HD

PASPHD

PA QL(28 TABS/180 DAYS) HD
PA QL(2 TABS/DAY) HD

PA QL(60 MLS/30 DAYS) SP
QL(28 TABS/180 DAYS) HD
QL(2TABS/DAY) HD

PAHD

HD
HD

PA



List of Prescription Medications

ANTIBIOTICS (Ear Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
OTIC PREPARATIONS, ANTI-INFLAMMATORY-ANTIBIOTICS

(IPROHC 13 PA

dprofloxacin hcl/dexameth T1

(IPROFLOXACIN HCL-FLUOCINOLONE 13 PA

ciprofloxacin/hydrocortisone 11 PA

OTOVEL 13

ANTIBIOTICS (Eye Conditions)

EYE ANTIBIOTIC AND GLUCOCORTICOID COMBINATIONS

MAXITROL (neomycin-polymyxin-dexameth) 13 PA

neomycin/bacit/p-myx/hydrocort T1

neomycin/polymyxin b/dexametha (Maxitrol) T1

neomycin/polymyxin b/hydrocort T1

TOBRADEX 12

TOBRADEX ST 12

tobramycin/dexamethasone I

ZYLET 13

EYE SULFONAMIDES

sulfacetamide sodium T1

sulfacetamide/prednisolone sp T1

OPHTHALMIC ANTIBIOTICS

AZASITE 12

bacitracin T1

bacitracin/polymyxin b sulfate T1

BESIVANCE 12

(ILOXAN 13 PA

ciprofloxacin hc T

erythromycin base T1

gatifloxacin T1

gentamicin sulfate T1

levofloxacin I

moxifloxacin hel (Vigamox) 11

neomycin sulf/bacitracin/poly T1

neomycin/polymyxn b/gramicidin T1

OCUFLOX (ofloxacin) 73 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIBIOTICS (Eye Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
OPHTHALMIC ANTIBIOTICS (cont,)

ofloxacin (Ocuflox) 11

polymyxin b sulf/trimethoprim 1

tobramycin 0.3% eye drop T1

TOBREX 13 PA

VIGAMOX (moxifloxacin hcl) 13 PA

ANTIBIOTICS (Infections)

2ND GEN. ANAEROBIC ANTIPROTOZOAL-ANTIBACTERIAL

SOLOSEC 12

ABSORBABLE SULFONAMIDE ANTIBACTERIAL AGENTS

BACTRIM (sulfamethoxazole-trimethoprim) 13

BACTRIM DS (sulfamethoxazole-trimethoprim) 13

sulfadiazine T1

sulfamethoxazole/trimethoprim 13

sulfamethoxazole/trimethoprim (Bactrim Ds) T1

sulfamethoxazole/trimethoprim (Bactrim) 11

AMINOGLYCOSIDE ANTIBIOTICS

ARIKAYCE 13 PA SP

BETHKIS (tobramycin) 13 PA QL(8 MLS/DAY) SPHD

gentamicin sulfate T1

gentamicin sulfate/pf T1

KITABIS PAK 13 PA QL(10 MLS/DAY) SP HD

neomycin sulfate T1

TOBI (tobramycin in 0.225% sod chlor) T3 PA QL(10 MLS/DAY) SP HD

TOBI PODHALER 12 PA QL(8 CAPS/DAY) SPHD

tobramycin 1, 200 mg/30 ml vial T1

tobramycin 1.2 gm vial T1 PA

tobramycin 1.2 gram/30 ml vial T1

tobramycin 20 mg/2 ml vial T1

tobramycin 300 mg/4 ml ampule (Bethkis) T PA QL(8 MLS/DAY) SP HD

tobramycin 300 mg/5 ml ampule (Tobi) 11 PA QL(10 MLS/DAY) SP HD

tobramycin 40 mg/ml vial T1

tobramycin 80 mg/2 ml vial T1

TOBRAMYCIN PAK 300 MG/5 ML 13 PA QL(10 MLS/DAY) SPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIBIOTICS (Infections) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANAEROBIC ANTIPROTOZOAL-ANTIBACTERIAL AGENTS

FLAGYL (metronidazole) 13

LIKMEZ 13 PA

METRONIDAZOLE 125 MG TABLET T3 PA

metronidazole 250 mg tablet T1

metronidazole 375 mg capsule (Flagyl) T1

metronidazole 500 mg tablet T1

ANTIBIOTIC, ANTIBACTERIAL, MISC.

fosfomycin tromethamine T1

methenamine hippurate T1

methenamine mandelate T1

PRIMSOL 12

trimethoprim 1

ANTILEPROTICS

dapsone 100 mgq tablet T1

dapsone 25 mg tablet T1

THALOMID 12 PASPHD

ANTI-MYCOBACTERIUM AGENTS

ethambutol hc 1 HD

isoniazid T1 HD

MYCOBUTIN (rifabutin) 13 PAHD

PASER 12 HD

pyrazinamide T1 HD

rifabutin (Mycobutin) T1 HD

ANTI-TUBERCULAR ANTIBIOTICS

cycloserine T1

PRETOMANID 13 PA QL(1TAB/DAY)

PRIFTIN 13

rifampin T1

SIRTURO 13 Sp

BETALACTAMS

CAYSTON 13 PA QL(3 MLS/DAY) SPHD

CEPHALOSPORIN ANTIBIOTICS - IST GENERATION

cefadroxil T1

cephalexin T
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIBIOTICS (Infections) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
CEPHALOSPORIN ANTIBIOTICS - 2ND GENERATION

cefaclor T1

cefprozil T1
cefuroxime axetil T1
CEPHALOSPORIN ANTIBIOTICS - 3RD GENERATION

cefdinir T1

cefixime T1
cefpodoxime proxetil T1
ceftriaxone sodium T1
LINCOSAMIDE ANTIBIOTICS

CLEOCIN HCL 150 MG CAPSULE (clindamycin hcl) 13

CLEOCIN HCL 300 MG CAPSULE (clindamycin hcl) 13

CLEOCIN HCL 75 MG CAPSULE (clindamycin hel) 12

CLEOCIN PEDIATRIC (clindamycin palmitate hl) 13
clingamycin hel (Cleocin Hel) T
clindamycin palmitate hcl (Cleocin Pediatric) T1
MACROLIDE ANTIBIOTICS

azithromycin T1
azithromycin (Zithromax Tri-Pak) T
azithromycin (Zithromax) T
dlarithromycin T1

DIFICID 200 MG TABLET (fidaxomicin) 13 QL(28 TABS/28 DAYS)
DIFICID 40 MG/ML SUSPENSION 13 QL(5 MLS/DAY)
E.E.S. 200 (erythromycin ethylsuccinate) 13 PA
ERYPED 200 (erythromycin ethylsuccinate) 13

ERYPED 400 (erythromycin ethylsuccinate) 13 PA
ery-tab dr 250 mq tablet 13

ery-tab dr 333 mq tablet 12

ERY-TAB DR 500 MG TABLET (erythromycin base) 13
erythromycin base T1
erythromycin base (Ery-tab) T1
erythromycin ethylsuccinate 11
erythromycin ethylsuccinate 12
erythromycin ethylsuccinate (E.E.S. 200) T1
erythromycin ethylsuccinate (Eryped 200) T1

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIBIOTICS (Infections) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

MACROLIDE ANTIBIOTICS (cont,)

erythromycin ethylsuccinate (Eryped 400) T1

erythromycin stearate T1

fidaxomicin (Dificid) T QL(28 TABS/28 DAYS)

ZITHROMAX (azithromycin) T3

ZITHROMAXTRI-PAK (azithromycin) 13

NITROFURAN DERIVATIVES ANTIBACTERIAL AGENTS

FURADANTIN (nitrofurantoin) 13

MACROBID (nitrofurantoin mono-macro) 13

nitrofurantoin 25 mg/5 ml susp (Furadantin) 11

NITROFURANTOIN 50 MG/5 ML SUSP 13 PA

nitrofurantoin mcr 100 mg cap 1

nitrofurantoin mcr 25 mg cap 1

nitrofurantoin mcr 50 mq cap T1

nitrofurantoin monohyd/m-cryst (Macrobid) 11

OXAZOLIDINONE ANTIBIOTICS

linezolid (Zyvox) 11 PA

SIVEXTRO 13 PA

LYVOX (linezolid) 13 PA

PENICILLIN ANTIBIOTICS

amoxicillin 1

amoxicillin/potassium clav 1

amoxicillin/potassium clav (Augmentin Es-600) T1

amoxicillin/potassium clav (Augmentin Xr) T1

amoxicillin/potassium clav (Augmentin) 11

ampicillin trihydrate T1

AUGMENTIN 125-31.25 MG/5 ML 12 PA

AUGMENTIN 250-62.5 MG/5 ML (amoxicillin-clavulanate potass) 13 PA

AUGMENTIN ES-600 (amoxicillin/potassium clav) 13 PA

AUGMENTIN XR (amoxicillin-clavulanate pot er) 13 PA

dicloxacillin sodium T

MOXATAG 13

penicillin v potassium 1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIBIOTICS (Infections) (cont,)

Prescription Drug Name

PLEUROMUTILIN DERIVATIVES
XENLETA

QUINOLONE ANTIBIOTICS
BAXDELA

(IPRO 109% SUSPENSION (ciprofloxacin)
(IPRO 250 MG TABLET (ciprofloxacin hl)
(IPRO 5% SUSPENSION (ciprofloxacin)
(IPRO 500 MG TABLET (ciprofloxacin hl)
ciprofloxacin (Cipro)

ciprofloxacin he

ciprofloxacin hel (Cipro)

FACTIVE

levofloxacin

moxifloxacin hcl (Avelox)

ofloxacin

RIFAMYCINS AND RELATED DERIVATIVE ANTIBIOTICS

AEMCOLO

XIFAXAN 200 MG TABLET

XIFAXAN 550 MG TABLET
TETRACYCLINE ANTIBIOTICS
ACTICLATE (doxycycline hyclate)
coremino er 135 mg tablet

coremino er 45 mq tablet

coremino er 90 mq tablet
demeclocycline hcl

DORYX

DORYX (doxycycline hyclate)

DORYX MPC

doxycycline 50 mg tablet (Targadox)
doxycycline hyc dr 100 mgq tab
doxycycline hyc dr 150 mq tab
doxycycline hyc dr 200 mg tab (Doryx)
doxycycline hyc dr 50 mg tab
doxycycline hyc dr 75 mg tab

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

Drug Tier Coverage Requirements and Limits
13 PA QL(10 TABS/30 DAYS)
13 PA
12
13
12
13
I
I
1
13
1
i
I
13 QL(12TABS/30 DAYS)
12 QL(9TABS/30 DAYS)
12 QL(42TABS/30 DAYS)
13 ST
1
i QL(1TAB/DAY)

1

1

13 PA
13 PA
13 PA
i

1 PA
I PA
1 PA
1 PA
1 PA

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIBIOTICS (Infections) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

TETRACYCLINE ANTIBIOTICS (cont.,)

DOXYCYCLINEHYCDR 80 MG TAB 13 PA

doxycycline hyclate 100 mg cap ( 1

doxycycline hyclate 100 mg tab (Lymepak) T1

doxycycline hyclate 150 mq tab (Acticlate) 11

doxycycline hyclate 50 mq cap T1

doxycycline hyclate 75 mg tab (Acticlate) T1

doxycycline monohydrate (Oracea) T1

doxycycline monohydrate 1

EMROSI 13 PA

MINOCIN (minocycline hcl) T3 PA

MINOCYCLINE ER 13 ST

minocycline er 105 mq tablet T1

minocycline er 115 mq tablet (Solodyn) T1

minocycline er 135 mq tablet T1

minocycline er 45 mg tablet T QL(1TAB/DAY)

minocycline er 55 mg tablet 11

minocycline er 65 mq tablet T1

minocycline er 80 mq tablet T1

minocycline er 90 mq tablet T1

minocycline he T1

MINOLIRA ER 13 ST

NUZYRA 13 PA QL(30TABS/28 DAYS) SP

ORACEA (doxycycline monohydrate) 13 PA

SEYSARA 13 PA

SOLODYN (minocycline hcl er) 13 PA

TARGADOX (doxycycline hyclate) 13 PA

tetracycline 250 mg capsule, 500 mq capsule T1

tetracycline 250 mq tablet, 500 mq tablet 11 PA

XIMINO 13 ST

VAGINAL ANTIBIOTICS

(LEOCIN 13 PA

CLEOCIN (clindamycin phosphate) 13 PA

clindamycin phosphate (Cleocin) T1

CLINDESSE 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIBIOTICS (Infections) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
VAGINAL ANTIBIOTICS (cont)

metronidazole T1
metronidazole vaginal 0.75% gl 1

NUVESSA 13 PA
XACIATO 13 PA
VANCOMYCIN ANTIBIOTICS AND DERIVATIVES

FIRVANQ 13 PA
FIRVANQ (vancomycin hcl) T3 PA
VANCOCIN HCL (vancomycin hcl) 13 PA
vancomycin 25 mg/ml oral soln T1
VANCOMYCIN 25 MG/ML ORAL SOLN 13 PA
vancomycin 250 mg/5ml oral sol (Firvang) T1
vancomycin 50 mg/ml oral soln (Firvang) T1
vancomycin hel 125 mq capsule (Vancocin Hcl) T1
vancomycin hel 250 mg capsule (Vancocin Hcl) T1

ANTIBIOTICS (Skin Conditions)

TOPICAL ANTIBIOTIC AND ANTI-INFLAMMATORY STEROID

NEO-SYNALAR 13

TOPICAL ANTIBIOTICS

AMZEEQ 13 PA

BENZAMYCIN (erythromycin-benzoyl peroxide) 13

CENTANY 13

CENTANY AT 13

CLEOCINT (clindamycin phosphate) 13

CLINDAGEL (clindamycin phosphate) 13 PA

clindamycin phosphate T

clindamycin phosphate (Cleocin T) 11

clingamycin phosphate (Clindagel) 1

dlindamycin phosphate (Evoclin) T1

erythromycin base in ethanol 11

erythromycin/benzoyl peroxide (Benzamycin) T1

EVOCLIN (clindamycin phosphate) 13

gentamicin sulfate T1

mupirocin 2% cream 1 PA

mupirocin 2% ointment 11
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIBIOTICS (Skin Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
TOPICAL ANTIBIOTICS (cont)

XEPI 13

ZILXI 13 PA
TOPICAL SULFONAMIDES

AVAR-E 13 PA
AVAR-E GREEN 13 PA
mafenide acetate T

PLEXION 13
SILVADENE (silver sulfadiazine) 13

silver sulfadiazine (Silvadene) 11
sulfacetamide sodium/sulfur T1
SULFAMYLON 12

ANTI-COAGULANTS (Blood Thinners/Anti-Clotting)

ANTI-COAGULANTS, COUMARIN TYPE

warfarin sodium 11 HD

CITRATES AS ANTI-COAGULANTS

ACD SOLUTION A 13

ACD-A 13

ANTICOAG SODIUM CITRATE 4% SOL 13

(ITRATE PHOSPHATE DEXTROSE 11

SODIUM CITRATE T1

DIRECT FACTOR XA INHIBITORS

ELIQUIS 12

ELIQUIS SPRINKLE 12

rivaroxaban (Xarelto) 1

SAVAYSA 15 MG TABLET 13 PA QL(1TAB/DAY)

SAVAYSA 30 MG TABLET 13 PA QL(1TAB/DAY)

SAVAYSA 60 MG TABLET 13 PA

XARELTO 12

XARELTO (rivaroxaban) 12

HEPARIN AND RELATED PREPARATIONS

ARIXTRA 10 MG/0.8 ML SYRINGE (fondaparinux sodium) 13 QL(0.8 ML/DAY) SP

ARIXTRA 2.5 MG/0.5 ML SYRINGE (fondaparinux sodium) 13 QL(0.5 ML/DAY) SP

ARIXTRA 5 MG/0.4 ML SYRINGE (fondaparinux sodium) 13 QL(0.4 ML/DAY) SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-COAGULANTS (Blood Thinners/Anti-Clotting) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
HEPARIN AND RELATED PREPARATIONS (cont.,)

ARIXTRA 7.5 MG/0.6 ML SYRINGE (fondaparinux sodium) 13 QL(0.6 ML/DAY) SP
enoxaparin 100 mg/ml syringe (Lovenox) 11 QL(2 SYRINGES/DAY) SP
enoxaparin 120 mg/0.8 ml syr (Lovenox) 11 QL(2 SYRINGES/DAY) SP
enoxaparin 150 mg/ml syringe (Lovenox) 11 QL(2 SYRINGES/DAY) SP
enoxaparin 30 mg/0.3 ml syr (Lovenox) T QL(2 SYRINGES/DAY) SP
enoxaparin 300 mg/3 ml vial (Lovenox) T QL(TVIAL/DAY) SP
enoxaparin 40 mg/0.4 ml syr (Lovenox) 11 QL(2 SYRINGES/DAY) SP
enoxaparin 60 mg/0.6 ml syr (Lovenox) 11 QL(2 SYRINGES/DAY) SP
enoxaparin 80 mg/0.8 ml syr (Lovenox) 11 QL(2 SYRINGES/DAY) SP
fondaparinux 10 mg/0.8 ml syr (Arixtra) 11 QL(0.8 ML/DAY) SP
fondaparinux 2.5 mg/0.5 ml syr (Arixtra) 11 QL(0.5 ML/DAY) SP
fondaparinux 5 mg/0.4 m/ syr (Arixtra) 11 QL(0.4 ML/DAY) SP
fondaparinux 7.5 mg/0.6 mi syr (Arixtra) I QL(0.6 ML/DAY) SP
FRAGMIN 10,000 UNIT/4 MLVIAL 12 QL(TVIAL/DAY) SP
FRAGMIN 10,000 UNIT/ML SYRINGE 12 QL(2 SYRINGES/DAY) SP
FRAGMIN 12,500 UNIT/0.5 ML SYR 12 QL(2 SYRINGES/DAY) SP
FRAGMIN 15,000 UNIT/0.6 ML SYR 12 QL(2 SYRINGES/DAY) SP
FRAGMIN 18,000 UNIT/0.72 ML 12 QL(2 SYRINGES/DAY) SP
FRAGMIN 2,500 UNIT/0.2 ML SYR 12 QL(2 SYRINGES/DAY) SP
FRAGMIN 5,000 UNIT/0.2 ML SYR 12 QL(2 SYRINGES/DAY) SP
FRAGMIN 7,500 UNIT/0.3 ML SYR 12 QL(2 SYRINGES/DAY) SP
FRAGMIN 95,000 UNIT/3.8 MLVL 12 QL(TVIAL/DAY) SP
heparin 10,000 unit/10 ml vial 11

heparin 2,000 unit/2 ml vial T

heparin 30,000 unit/30 ml vial 11

heparin 40,000 unit/4 ml vial 11

heparin 5,000 unit/ml carpujct 1

heparin 50,000 unit/10 ml vial 11

heparin 50,000 unit/5 ml vial 11

heparin sod 1,000 unit/ml vial 11

heparin sod 10,000 unit/ml vl 11

heparin sod 20,000 unit/ml vl 11

heparin sod 5,000 unit/0.5 m/ T1

HEPARIN SOD 5,000 UNIT/0.5 ML T1

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-COAGULANTS (Blood Thinners/Anti-Clotting) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
HEPARIN AND RELATED PREPARATIONS (cont)

HEPARIN SOD 5,000 UNIT/0.5 ML 13

HEPARIN SOD 5,000 UNIT/ML SYRG 13

heparin sod 5,000 unit/ml syrg 13

heparin sod 5,000 unit/ml vial 11

LOVENOX 100 MG/ML SYRINGE (enoxaparin sodium) 13 PA QL(2 SYRINGES/DAY) SP
LOVENOX 120 MG/0.8 ML SYRINGE (enoxaparin sodium) 13 PA QL(2 SYRINGES/DAY) SP
LOVENOX 150 MG/ML SYRINGE (enoxaparin sodium) 13 PA QL(2 SYRINGES/DAY) SP
LOVENOX 30 MG/0.3 ML SYRINGE (enoxaparin sodium) 13 PA QL(2 SYRINGES/DAY) SP
LOVENOX 300 MG/3 MLVIAL (enoxaparin sodium) 13 PAQL(1VIAL/DAY) SP
LOVENOX 40 MG/0.4 ML SYRINGE (enoxaparin sodium) 13 PA QL(2 SYRINGES/DAY) SP
LOVENOX 60 MG/0.6 ML SYRINGE (enoxaparin sodium) 13 PA QL(2 SYRINGES/DAY) SP
LOVENOX 80 MG/0.8 ML SYRINGE (enoxaparin sodium) 13 PA QL(2 SYRINGES/DAY) SP
THROMBIN INHIBITORS, SELECTIVE, DIRECT, REVERSIBLE

dabigatran etexilate mesylate (Pradaxa) T1 HD

PRADAXA 110 MG CAPSULE (dabigatran etexilate mesylate) 13 PAHD

PRADAXA 110 MG PELLET PACK 13 PA QL(2 PACKS/DAY) SP
PRADAXA 150 MG CAPSULE (dabigatran etexilate mesylate) 13 PAHD

PRADAXA 150 MG PELLET PACK 13 PA QL(2 PACKS/DAY) SP
PRADAXA 20 MG PELLET PACK 13 PA QL(2 PACKS/DAY) SP
PRADAXA 30 MG PELLET PACK 13 PA QL(4 PACKS/DAY) SP
PRADAXA 40 MG PELLET PACK 13 PA QL(4 PACKS/DAY) SP
PRADAXA 50 MG PELLET PACK 13 PA QL(4 PACKS/DAY) SP
PRADAXA 75 MG CAPSULE (dabigatran etexilate mesylate) 13 PAHD

ANTIDOTES (Gastrointestinal/Heartburn)

MU-OPIOID RECEPTOR ANTAGONISTS, PERIPHERALLY-ACTING

MOVANTIK 12 PA

RELISTOR 13 PA

SYMPROIC 12 PA

OPIOID ANTAGONISTS

KLOXXADO 12 QL(2 UNITS/30 DAYS)
naloxone 0.4 mg/ml carpuject T1

naloxone 0.4 mg/ml vial T1

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

Prescription Drug Name

OPIOID ANTAGONISTS (cont,)
naloxone 0.4 mg/ml vial

naloxone 2 mg/2 ml syringe

naloxone 4 mg/10 ml vial

naloxone hcl 4 mg nasal spray (Narcan)
naltrexone hcl

NARCAN (naloxone hcl)

OPVEE

REXTOVY

ZIMHI

ANTIDOTES (Substance Abuse) (cont,)

Drug Tier Coverage Requirements and Limits
11
11
11
11 QL(2 UNITS/30 DAYS)
11 QL(180TABS/30 DAYS)
12 QL(2 UNITS/30 DAYS)
13 QL(2 UNITS/30 DAYS)
12 QL(2 UNITS/30 DAYS)
13 QL(2 SYRINGES/30 DAYS)

OPHTHALMIC ANTI-FUNGAL AGENTS
NATACYN

ANTI-FUNGALS (Eye Conditions)

12
ANTI-FUNGALS (Feminine Products)

VAGINAL ANTI-FUNGALS
GYNAZOLE 1

miconazole nitrate

terconazole

ANTI-FUNGAL AGENTS
ANCOBON (flucytosine)
clotrimazole

(RESEMBA

DIFLUCAN (fluconazole)
fluconazole

fluconazole (Diflucan)

flucytosine (Ancobon)
itraconazole

itraconazole (Sporanox)
ketoconazole

NOXAFIL 40 MG/ML SUSPENSION
NOXAFIL DR 100 MG TABLET (posaconazole)
ORAVIG

posaconazole

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

ANTI-FUNGALS (Infections)

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-FUNGALS (Infections) (cont)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-FUNGAL AGENTS (cont,)

posaconazole (Noxafil) T1

SPORANOX (itraconazole) 13 PA

terbinafine he T1

TOLSURA 13

VFEND (voriconazole) 13 PA

VIVIOA 13 PA SP

voriconazole (Vfend) T PA
ANTI-FUNGAL ANTIBIOTICS

BREXAFEMME 13 PA

FULVICIN P-G 13 PA QL(4TABS/DAY)
griseofulvin ultra 125 mq tab 11

griseofulvin ultra 165 mq tab T QL(4TABS/DAY)
griseofulvin ultra 250 mq tab T1

griseofulvin, microsize 11

nystatin 1

TOPICAL ANTI-FUNGAL /ANTI-INFLAMMATORY, STEROID AGENT

clotrimazole/betamethasone dip T

TOPICAL ANTI-FUNGALS

ciclodan 0.77% cream (Loprox) T

(ICLODAN 0.77% CREAM KIT 13

CICLODAN 8% KIT 13

ciclodan 8% solution T1

ciclopirox 11

ciclopirox olamine (Loprox) 11

ciclopirox/urea/camph/men/euc T1

econazole nitrate 1% cream 11

ECOZA 13

ERTACZ0 13 PA

EXELDERM 13 PA

EXODERM 11

EXTINA (ketoconazole) 13 PA

JUBLIA 13 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-FUNGALS (Skin Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
TOPICAL ANTI-FUNGALS (cont,)

ketoconazole T1
ketoconazole (Extina) 11

LOPROX 0.77% CREAM (ciclopirox) 13 PA
LOPROX 0.77% SUSPENSION KIT T3

LOPROX 0.77% TOPICAL SUSP (ciclopirox olamine) 13
LULICONAZOLE T1

LU 13 PA
MICONAZOLE-ZINC OXIDE-PETROLTM T1 PA
naftifine hc T1

naftifine hel (Naftin) 11

NAFTIN (naftifine hcl) 12

nystatin 11
nystatin/triamcinolone acet T1
oxiconazole nitrate 1 PA
OXISTAT 12 PA
SULCONAZOLE NITRATE 13 PA
tavaborole T1 PA
VUSION 13 PA
XOLEGEL 13 PA

ANTIHISTAMINE AND DECONGESTANT COMBINATION (Allergy/Nasal Sprays)

IST GEN ANTIHISTAMINE AND DECONGESTANT COMBINATION

phenylephrine hcl/prometh hcl T1
2ND GEN ANTIHISTAMINE AND DECONGESTANT COMBINATION
CLARINEX-D 12 HOUR 13

ANTIHISTAMINES (Allergy/Nasal Sprays)

ANTIHISTAMINES - IST GENERATION

carbinoxamine 4 mg/5 ml liquid T1

carbinoxamine maleate T1

carbinoxamine maleate 4 mq tab T1

carbinoxamine maleate 6 mq tab T1 PA

CARBINOXAMINE MALEATE ER 13 PA

clemastine 0.5 mg/5 ml syrup T1 PA

clemastine fum 2.68 mg tablet T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIHISTAMINES (Allergy/Nasal Sprays) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTIHISTAMINES - IST GENERATION (cont)

clemastine fumarate 11
cyproheptadine hcl T1
dexchlorpheniramine maleate (Ryclora) 11 PA
hydroxyzine he T1

hydroxyzine pamoate T1

hydroxyzine pamoate (Vistaril) T1

KARBINAL ER 13 PA
promethazine hcl T1

RYCLORA (dexchlorpheniramine maleate) 13 PA
RYVENT 13 PA
VISTARIL (hydroxyzine pamoate) 13
ANTIHISTAMINES - 2ND GENERATION

cetirizine hcl T1 HD
CLARINEX (desloratadine) 13 PAHD
DESLORATADINE 0.5 MG/ML SOLN 13 HD
desloratadine 2.5 mg odt T QL(1 TAB/DAY) HD
desloratadine 5 mg odt T1 HD
desloratadine 5 mq tablet (Clarinex) 11 HD
levocetirizine dihydrochloride T1 HD
EYE ANTIHISTAMINES

azelastine hcl 0.05% drops 11

bepotastine besilate (Bepreve) T1

BEPREVE (bepotastine besilate) 13 PA
epinastine hcl T

olopatadine hcl 0.1% eye drops T1

olopatadine hcl 0.2% eye drop 11

ZERVIATE 13 PA

ANTI-HYPERGLYCEMICS (Diabetes)

ANTIHYPERGLY, DPP-4 ENZYME INHIB.-THIAZOLIDINEDIONE

ALOGLIPTIN-PIOGLITAZONE 13 PA QL(1TAB/DAY) HD

OSENI 13 PA QL(1TAB/DAY) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-HYPERGLYCEMICS (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTIHYPERGLY, INCRETIN MIMETIC (GLP-I RECEP.AGONIST)

BYDUREON 12 PA QL(4 MLS/28 DAYS)
BYETTA 13 PA QL(3 MLS/30 DAYS)
exenatide 11 PA QL(3 MLS/30 DAYS)
liraglutide 2-pak 18 mg/3 ml (Victoza 2-Pak) T PA QL(3 PENS/30 DAYS)
liraglutide 2-pak 18 mg/3 ml (Victoza 3-Pak) 11 PA QL(3 PENS/30 DAYS)
liraglutide 3-pak 18 mg/3 ml (Victoza 2-Pak) 11 PA QL(3 PENS/30 DAYS)
liraglutide 3-pak 18 mg/3 ml (Victoza 3-Pak) T PA QL(3 PENS/30 DAYS)
OZEMPIC 12 PA QL(3 MLS/28 DAYS)
RYBELSUS 12 PA QL(1TAB/DAY)
TRULICITY 12 PA QL(2 MLS/28 DAYS)
VICTOZA 2-PAK (liraglutide) 13 PA QL(3 PENS/30 DAYS)
VICTOZA 3-PAK (liraglutide) 13 PA QL(3 PENS/30 DAYS)
ANTI-HYPERGLY, INSULIN, LONG ACT-GLP-I RECEPT.AGONIST

SOLIQUA 100-33 12

XULTOPHY 100-3.6 13 PA
ANTIHYPERGLYCEMIC - INCRETIN MIMETICS COMBINATION

MOUNJARO 10 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
MOUNJARO 12.5 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
MOUNJARO 15 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
MOUNJARO 2.5 MG/0.5 ML PEN 12 PA QL(2 MLS/365 DAYS)
MOUNJARO 5 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
MOUNJARO 7.5 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
ANTI-HYPERGLYCEMIC, ALPHA-GLUCOSIDASE INHIBITORS

acarbose (Precose) 11 HD

miglito/ T1 HD

PRECOSE (acarbose) 13 HD
ANTI-HYPERGLYCEMIC, AMYLIN ANALOG-TYPE

SYMLINPEN 120 12 HD

SYMLINPEN 60 12
ANTI-HYPERGLYCEMIC, BIGUANIDE TYPE

GLUMETZA (metformin hcl) 13 PA

metformin hcl T HD

metformin hcl T PAHD

metformin hel (Glumetza) 11 PAHD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-HYPERGLYCEMICS (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-HYPERGLYCEMIC, BIGUANIDE TYPE (cont)

metformin hcl 1,000 mg tablet 11 HD

metformin hcl 500 mgq tablet T1 HD

metformin hl 500 mg/5 ml cup (Riomet) T1 HD

metformin hcl 500 mg/5 mi soln (Riomet) T1 HD

METFORMIN HCL 625 MG TABLET 13 PAHD

metformin hcl 750 mq tablet T1 HD

METFORMIN HCL 750 MG TABLET 13 PAHD

metformin hcl 850 mgq tablet T1 HD

RIOMET (metformin hc/) 13 HD

ANTI-HYPERGLYCEMIC, DPP-4 INHIBITORS

ALOGLIPTIN 13 PA QL(1TAB/DAY) HD

JANUVIA 12 STQL(1TAB/DAY) HD

NESINA 13 PA QL(1TAB/DAY) HD

ONGLYZA (saxagliptin hcl) 13 PA QL(1TAB/DAY) HD

saxagliptin hcl (Onglyza) T QL(1TAB/DAY) HD

SITAGLIPTIN 13 PA QL(1TAB/DAY) HD

TRADJENTA 13 PA QL(1TAB/DAY) HD

ZITLVIO 13 PA QL(1TAB/DAY) HD

ANTI-HYPERGLYCEMIC, INSULIN-RELEASE STIMULANT TYPE

glimepiride 1 mg tablet T1 HD

glimepiride 2 mq tablet T1 HD

GLIMEPIRIDE 3 MG TABLET 13 HD

glimepiride 4 mq tablet 1 HD

glipizide (Glucotrol XI) T HD

glipizide 10 mg tablet 11 HD

GLIPIZIDE 2.5 MG TABLET 13 HD

glipizide 5 mq tablet T1 HD

GLUCOTROL XL (glipizide) 13 HD

glyburide T1 HD

glyburide micronized T1 HD

glyburide, micronized (Glynase) T HD

GLYNASE (glyburide micronized) 13 HD

nateglinide T1 HD

repaglinide T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-HYPERGLYCEMICS (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-HYPERGLYCEMIC, SGLT-2 AND DPP-4 INHIBITOR COMB

GLYXAMBI 12 STQL(1TAB/DAY) HD
QTERN 13 STQL(1TAB/DAY) HD
STEGLUJAN 13 STQL(1TAB/DAY) HD
ANTI-HYPERGLYCEMIC, THIAZOLIDINEDIONE AND BIGUANIDE

ACTOPLUS MET (pioglitazone-metformin) 13 HD

pioglitazone hcl/metformin hcl T1 HD

pioglitazone hcl/metformin hel (Actoplus Met) T1 HD
ANTI-HYPERGLYCEMIC, THIAZOLIDINEDIONE-SULFONYLUREA

DUETACT (pioglitazone hcl/glimepiride) 73 HD

pioglitazone hcl/glimepiride (Duetact) 11 HD
ANTI-HYPERGLYCEMIC, DPP-4 INHIBITOR-BIGUANIDE COMBS.

ALOGLIPTIN-METFORMIN 13 PA QL (2 tabs/day) HD
JANUMET 12 QL (2 tabs/day) STHD
JANUMET XR 100-1,000 MG TABLET 12 QL (1 tab/day) STHD
JANUMET XR 50-1,000 MG TABLET 12 QL (2 tabs/day) ST HD
JANUMET XR 50-500 MG TABLET 12 QL (1 tab/day) STHD
JENTADUETO 13 PA QL (4 tabs/day) HD
JENTADUETO XR 2.5 MG-1,000 MG 13 PA QL (2 tabs/day) HD
JENTADUETO XR 5 MG-1,000 MG TB 13 PA QL (1 tab/day) HD
KAZANO 13 PA QL (2 tabs/day) HD
KOMBIGLYZE XR 2.5-1,000 MG TAB (saxagliptin hcl/metformin hcl) 13 PA QL(2 TABS/DAY) HD
KOMBIGLYZE XR 5-1,000 MG TAB (saxagliptin hcl/metformin hcl) 13 PA QL(1TAB/DAY) HD
KOMBIGLYZE XR 5-500 MG TABLET (saxagliptin hcl/metformin hcl) 13 PA QL(1TAB/DAY) HD
linagliptin/metformin hcl T QL(2 TABS/DAY) HD
saxagliptin-metformin er 5-500 (Kombiglyze Xr) T QL(1TAB/DAY) HD
saxagliptin-metformn er 5-1000 (Kombiglyze Xr) T QL(1TAB/DAY) HD
saxagliptn-metform er 2.5-1000 (Kombiglyze Xr) T1 QL(2 TABS/DAY) HD
SITAGLIPTIN-METFORMIN 13 PA QL(2TABS/DAY) HD
SITAGLIPTIN-METFO ER 50-500,100-1,000 13 PA QL(1TAB/DAY) HD
SITAGLIPTIN-METFOR ER 50-1,000 13 PA QL(2 TABS/DAY) HD
ZITUVIMET 13 PA QL(2 TABS/DAY) HD
ZITUVIMET XR 100-1,000 MGTAB 13 PA QL(1TAB/DAY) HD
ZITUVIMET XR 50-1000 MG TABLET 13 PA QL(2 TABS/DAY) HD
ZITUVIMET XR 50-500 MG TABLET 13 PA QL(TTAB/DAY) HD

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-HYPERGLYCEMICS (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-HYPERGLYCEMIC, INSULIN-RELEASE STIM.-BIGUANIDE
glipizide/metformin hcl T1 HD
glyburide/metformin hcl T1 HD
ANTI-HYPERGLYCEMIC, THIAZOLIDINEDIONE (PPARG AGONIST)
ACTOS (pioglitazone hcl) 13 PAHD
pioglitazone hcl (Actos) 11 HD
ANTI-HYPERGLYCEMIC-GLUCOCORTICOID RECEPTOR BLOCKER
KORLYM (mifepristone) T3 PA SP
mifepristone 300 mq tablet (Korlym) 11 PA SP
ANTI-HYPERGLYCEMIC-SGLT2 INHIBITOR-BIGUANIDE COMBS.
DAPAGLIFLOZIN-METFQ ER 10-1000 13 PA QL(1TAB/DAY) HD
DAPAGLIFLOZIN-METFOR ER 5-1000 13 PA QL(2 TABS/DAY) HD
INVOKAMET 13 PA QL(2 TABS/DAY) HD
INVOKAMET XR 13 PA QL(2 TABS/DAY) HD
SEGLUROMET 13 PA QL(2 TABS/DAY) HD
SYNJARDY 12 STQL(2TABS/DAY) HD
SYNJARDY XR 10-1,000 MG TABLET 12 STQL(2 TABS/DAY) HD
SYNJARDY XR 12.5-1,000 MG TAB 12 STQL(2TABS/DAY) HD
SYNJARDY XR 25-1,000 MG TABLET 12 STQL(1TAB/DAY) HD
SYNJARDY XR 5-1,000 MG TABLET 12 STQL(2TABS/DAY) HD
XIGDUO XR 10 MG-1,000 MG TAB 12 STQL(1TAB/DAY) HD
XIGDUO XR 10 MG-500 MG TABLET 12 STQL(1TAB/DAY) HD
XIGDUO XR 2.5 MG-1,000 MG TAB 12 STQL(2 TABS/DAY) HD
XIGDUO XR 5 MG-1,000 MG TABLET 12 STQL(2TABS/DAY) HD
XIGDUO XR 5 MG-500 MG TABLET 12 STQL(1TAB/DAY) HD
ANTIHYPERGLY-SGLT-2 INHIB, DPP-4 INHIB, BIGUANIDE CB
BRENZAVVY 13 PA QL(1TAB/DAY) HD
DAPAGLIFLOZIN 13 PA QL(1TAB/DAY) HD
FARXIGA 12 STQL(1TAB/DAY)
INVOKANA 13 PA QL(1TAB/DAY) HD
JARDIANCE 12 STQL(1TAB/DAY) HD
STEGLATRO 13 PA QL(1TAB/DAY) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-HYPERGLYCEMICS (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTIHYPERGLY-SGLT-2 INHIB,DPP-4 INHIB,BIGUANIDE CB
TRIJARDY XR 10-5-1,000 MG TAB 12 STQL(1TAB/DAY) HD
TRIJARDY XR 12.5-2.5-1,000 MG 12 STQL(2 TABS/DAY) HD
TRIJARDY XR 25-5-1,000 MG TAB 12 STQL(1TAB/DAY) HD
TRIJARDY XR 5-2.5-1,000 MG TAB 12 STQL(2TABS/DAY) HD
INSULINS
ADMELOG 13 PA QL(1.5 MLS/DAY) HD
ADMELOG SOLOSTAR 13 PA QL(1.5 MLS/DAY) HD
AFREZZA 12 UNIT CARTRIDGE 13 PA QL(12 CRTGS/DAY) HD
AFREZZA 4 UNIT CARTRIDGE 13 PA QL(36 CRTGS/DAY) HD
AFREZZA 4 UNIT/8 UNIT/12 UNIT 13 PA QL(6 CRTGS/DAY) HD
AFREZZA 8 UNIT CARTRIDGE 13 PA QL(18 CRTGS/DAY) HD
AFREZZA 90-4 UNIT / 90-8 UNIT 13 PA QL(12 CRTGS/DAY) HD
AFREZZA 90-8 UNIT / 90-12 UNIT 13 PA QL(6 CRTGS/DAY) HD
APIDRA 13 PA QL(1.5 MLS/DAY) HD
APIDRA SOLOSTAR 13 PA QL(1.5 MLS/DAY) HD
BASAGLAR KWIKPEN U-100 12 QL(1.5 MLS/DAY) HD
BASAGLARTEMPO PEN U-100 12 QL(1.5 MLS/DAY) HD
FIASP 13 PA QL(1.5 MLS/DAY) HD
FIASP FLEXTOUCH 13 PA QL(1.5 MLS/DAY) HD
FIASP PENFILL 13 PA QL(1.5 MLS/DAY) HD
HUMALOG 12 QL(1.5 MLS/DAY) HD
HUMALOG JUNIOR KWIKPEN 12 QL(1.5 MLS/DAY) HD
HUMALOG KWIKPEN U-100 12 QL(1.5 MLS/DAY) HD
HUMALOG KWIKPEN U-200 12 QL(T ML/DAY) HD
HUMALOG MIX 50-50 KWIKPEN 12 QL(2 MLS/DAY) HD
HUMALOG MIX 75-25 12 QL(2 MLS/DAY) HD
HUMALOG MIX 75-25 KWIKPEN 12 QL(2 MLS/DAY) HD
HUMALOG TEMPO PEN U-100 12 QL(1.5 MLS/DAY) HD
HUMULIN 70/30 KWIKPEN 12 QL(2 MLS/DAY) HD
HUMULIN 70-30 12 QL(2 MLS/DAY) HD
HUMULIN N 12 QL(1.5 MLS/DAY) HD
HUMULIN N KWIKPEN 12 QL(1.5 MLS/DAY) HD
HUMULIN R 12 QL(1.5 MLS/DAY) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-HYPERGLYCEMICS (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
INSULINS (cont,)
HUMULIN R U-500 12 QL(T ML/DAY) HD
HUMULIN R U-500 KWIKPEN 12 QL(1 ML/DAY) HD
INSULIN ASPART 13 PA QL(1.5 MLS/DAY) HD
INSULIN ASPART FLEXPEN 13 PA QL(1.5 MLS/DAY) HD
INSULIN ASPART PENFILL 13 PA QL(1.5 MLS/DAY) HD
INSULIN ASPART PROT MIX 70-30 13 PA QL(2 MLS/DAY) HD
INSULIN DEGLUDEC 13 PA QL(1.5 MLS/DAY) HD
INSULIN DEGLUDEC PEN (U-100) 13 PA QL(1.5 MLS/DAY) HD
INSULIN DEGLUDEC PEN (U-200) 13 PA QL(0.9 MLS/DAY) HD
INSULIN GLARGINE 13 PA QL(1.5 MLS/DAY) HD
INSULIN GLARGINE MAX SOLOSTAR 13 PA QL(0.6 MLS/DAY) HD
INSULIN GLARGINE SOLOSTAR U100 13 PA QL(1.5 MLS/DAY) HD
INSULIN GLARGINE SOLOSTAR U300 13 PA QL(0.6 MLS/DAY) HD
INSULIN GLARGINE-YFGN 13 PA QL(1.5 MLS/DAY) HD
INSULIN LISPRO 12 QL(1.5 MLS/DAY) HD
INSULIN LISPRO JUNIOR KWIKPEN 12 QL(1.5 MLS/DAY) HD
INSULIN LISPRO KWIKPEN U-100 12 QL(1.5 MLS/DAY) HD
INSULIN LISPRO PROTAMINE MIX 12 QL(2 MLS/DAY) HD
KIRSTY 13 PA QL(1.5 MLS/DAY) HD
KIRSTY PEN 13 PA QL(1.5 MLS/DAY) HD
LANTUS 13 PA QL(1.5 MLS/DAY) HD
LANTUS SOLOSTAR 13 PA QL(1.5 MLS/DAY) HD
LEVEMIR 13 PA QL(1.5 MLS/DAY) HD
LEVEMIR FLEXTOUCH 13 PA QL(1.5 MLS/DAY) HD
LYUMJEV 12 QL(1.5 MLS/DAY) HD
LYUMJEV KWIKPEN U-100 12 QL(1.5 MLS/DAY) HD
LYUMJEV KWIKPEN U-200 12 QL(T ML/DAY) HD
LYUMJEV TEMPO PEN U-100 12 QL(1.5 MLS/DAY) HD
MERILOG 13 PA QL(1.5 MLS/DAY) HD
MERILOG SOLOSTAR 13 PA QL(1.5 MLS/DAY) HD
NOVOLOG MIX70-30 12 QL(2 MLS/DAY) HD
NOVOLOG MIX 70-30 FLEXPEN 12 QL(2 MLS/DAY) HD
NOVOLIN N 12 QL(1.5 MLS/DAY) HD
NOVOLIN N FLEXPEN 12 QL(1.5 MLS/DAY) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-HYPERGLYCEMICS (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
INSULINS (cont,)

NOVOLIN R 12 QL(1.5 MLS/DAY) HD
NOVOLIN R FLEXPEN 12 QL(1.5 MLS/DAY) HD
NOVOLOG 13 PA QL(1.5 MLS/DAY) HD
NOVOLOG FLEXPEN 13 PA QL(1.5 MLS/DAY) HD
NOVOLOG MIX 70-30 13 PA QL(2 MLS/DAY) HD
NOVOLOG MIX 70-30 FLEXPEN 13 PA QL(2 MLS/DAY) HD
NOVOLOG PENFILL 13 PA QL(1.5 MLS/DAY) HD
REZVOGLAR KWIKPEN 12 QL(1.5 MLS/DAY) HD
SEMGLEE (YFGN) 13 PA QL(1.5 MLS/DAY) HD
SEMGLEE (YFGN) PEN 13 PA QL(1.5 MLS/DAY) HD
TOUJEO MAX SOLOSTAR 13 PA QL(0.6 MLS/DAY) HD
TOUJEO SOLOSTAR 13 PA QL(0.6 MLS/DAY) HD
TRESIBA 12 QL(1.5 MLS/DAY) HD
TRESIBA FLEXTOUCH U-100 12 QL(1.5 MLS/DAY) HD
TRESIBA FLEXTOUCH U-200 12 QL(0.9 MLS/DAY) HD
VAGINAL ANTISEPTICS

acetic acid/oxyquinoline (Relagard) T1

RELAGARD (acetic acid/oxyquinoline) 73

TRIMO-SAN 13

ANTI-INFECTIVES/MISCELLANEOUS (Infections)

2ND GEN. ANAEROBIC ANTI-PROTOZOAL-ANTIBACTERIAL

tinidazole T1

AMEBICIDES

HUMATIN 13 PA

ANTHELMINTICS

albendazole T1

BILTRICIDE (praziquantel) 13

EMVERM T1

ivermectin 3 mg tablet (Stromectol) il PA

ivermectin 6 mq tablet T1 PA

praziquantel (Biltricide) 11

STROMECTOL (ivermectin) 13 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-INFECTIVES/MISCELLANEOUS (Infections) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-MALARIAL DRUGS

ARAKODA 13 PA

atovaquone/proguanil hel (Malarone) T1

chloroguine phosphate 1

(OARTEM 13 PA QL(24 TABS/30 DAYS)

DARAPRIM (pyrimethamine) 13 PA SP

hydroxychloroquine sulfate T1

hydroxychloroquine sulfate (Plaguenil) 11

KRINTAFEL 13 PA QL(2 TABS/30 DAYS)

MALARONE (atovaquone-proguanil hcl) 13 PA

mefloquine hcl T1

PLAQUENIL (hydroxychloroquine sulfate) 13 PA

PRIMAQUINE (primaquine phosphate) T1

primaquine phosphate (Primaquine) 11

pyrimethamine 25 mq tablet (Daraprim) T1 PA SP

quinine sulfate 1

SOVUNA 13 PA

ANTI-PROTOZOAL DRUGS, MISCELLANEOUS

atovaquone (Mepron) 11

BENZNIDAZOLE 13

IMPAVIDO 13 PA

LAMPIT 13

MEPRON (atovaquone) 13 PA

NEBUPENT (pentamidine isethionate) 13

pentamidine isethionate (Nebupent) 11

glycine urologic solution T1

glycine urologic solution 13

ANTISEPTICS, GENERAL

ALCOHOL SWABSTICK 13

(VS ISOPROPYL ALCOHOL 919 SPRY T1

(S ISOPROPYL ALCOHOL 70% SPRAY T1

ISOPROPYL ALCOHOL 70% SPRAY T1

MEDI-FIRST ISOPROPYL ALCOHOL 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-INFLAM.TUMOR NECROSIS FACTOR INHIBITING AGENTS (Pain Relief And Inflammatory Disease)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-INFLAMMATORY TUMOR NECROSIS FACTOR INHIBITOR
ABRILADA(CF) 20 MG/0.4 ML SYRN 13 PA QL(2 PENS/SYRINGES/28 DAYS) SP
ABRILADA(CF) 40 MG/0.8 ML SYRN 13 PA QL(4 SRNGE KITS/28 DAYS) SP
ABRILADA(CF) PEN 13 PA QL(4 KITS/28 DAYS) SP
ABRILADA(CF) PEN (2 PACK) 13 PA QL(4 KITS/28 DAYS) SP
ADALIMUMAB-AACF(CF) (2 PK) 13 PA QL(4 SRNGE KITS/28 DAYS) SP HD
ADALIMUMAB-AACF(CF) PEN (2 PK) 13 PA QL(4 KITS/28 DAYS) SPHD
ADALIMUMAB-AACF(CF) PEN CROHNS 13 PA QL(7 STARTER KIT/365 DAYS) SP HD
ADALIMUMAB-AACF(CF) PEN PS-UV 13 PA QL(2 KITS/365 DAYS) SPHD
ADALIMUMAB-AATY (CF) 20MG/0.2ML 13 PA QL(2 PENS/SYRINGES/28 DAYS) SP
ADALIMUMAB-AATY (CF) 40MG/0.4ML 13 PA QL(4 SRNGE KITS/28 DAYS) SP
ADALIMUMAB-AATY (CF) 80MG/0.8ML 13 PA QL(2 AUTO-INJS/28 DAYS) SP
ADALIMUMAB-AATY (CF) Al CROHNS 13 PA QL(3 PENS/365 DAYS) SP
ADALIMUMAB-ADAZ(CF) 10MG/0.TML 13 PA QL(2 SYRINGES/28 DAYS) SP
ADALIMUMAB-ADAZ(CF) 20MG/0.2ML 13 PA QL(2 SYRINGES/28 DAYS) SP
ADALIMUMAB-ADAZ(CF) 40 MG SYRG 13 PA QL(4 SYRINGES/28 DAYS) SP
ADALIMUMAB-ADAZ(CF) PEN 40 MG 13 PA QL(4 PENS/28 DAYS) SP
ADALIMUMAB-ADAZ(CF) PEN 80 MG 13 PA QL(2 PENS/28 DAYS) SP
ADALIMUMAB-ADBM(CF) 10 MG SYRG 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
ADALIMUMAB-ADBM(CF) 20 MG SYRG 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
ADALIMUMAB-ADBM(CF) 40 MG SYRG 12 PA QL(4 SRNGE KITS/28 DAYS) SP HD
ADALIMUMAB-ADBM(CF) PEN 12 PA QL(4 KITS/28 DAYS) SPHD
ADALIMUMAB-ADBM(CF)PEN 12 PA QL(4 KITS/28 DAYS) SP HD
ADALIMUMAB-FKJP(CF) 20 MG SYRG 13 PA QL(2 PENS/SYRINGES/28 DAYS) SP
ADALIMUMAB-FKJP(CF) 40 MG SYRG 13 PA QL(4 SRNGE KITS/28 DAYS) SP
ADALIMUMAB-FKJP(CF) PEN 13 PA QL(4 KITS/28 DAYS) SP
ADALIMUMAB-RYVK(CF) 12 PA QL(4 SRNGE KITS/28 DAYS) SP HD
ADALIMUMAB-RYVK(CF) AUTOINJECT 12 PA QL SPHD
AMJEVITA(CF) 10MG/0.2ML SYRING 13 PA QL(2 SYRINGES/28 DAYS) SP HD
AMJEVITA(CF) 20MG/0.2ML SYRING 13 PA QL(2 SYRINGES/28 DAYS) SP HD
AMJEVITA(CF) 40MG/0.4ML AUTOIN 13 PA QL(4 AUTO-INJS/28 DAYS) SP HD
AMJEVITA(CF) 40MG/0.4ML SYRING 13 PA QL(4 SYRINGES/28 DAYS) SP HD
AMJEVITA(CF) 40MG/0.8ML AUTOIN 13 PA QL(4 AUTO-INJS/28 DAYS) SPHD
AMJEVITA(CF) 40MG/0.8ML SYRING 13 PA QL(4 SYRINGES/28 DAYS) SP HD
T—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication

T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-INFLAM.TUMOR NECROSIS FACTOR INHIBITING AGENTS (Pain Relief And Inflammatory Disease) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-INFLAMMATORY TUMOR NECROSIS FACTOR INHIBITOR (cont.)
AMJEVITA(CF) 80MG/0.8ML AUTOIN 13 PA QL(2 AUTO-INJS/28 DAYS) SPHD
AVSOLA 12 PASPHD
(IMZIA (2 PACK) 12 PA QL(1T KIT/28 DAYS) SP HD
(IMZIA 200 MG/ML SYRINGE KIT 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP
(IMZIA 2X200 MG/ML(X3)START KT 12 PA QL(T STARTER KIT/365 DAYS) SP HD
CYLTEZO(CF) 10 MG/0.2 ML SYRNG 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
CYLTEZO(CF) 20 MG/0.4 ML SYRNG 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
CYLTEZO(CF) 40 MG/0.4 ML SYRNG 12 PA QL(4 SRNGE KITS/28 DAYS) SP HD
CYLTEZO(CF) 40 MG/0.8 ML SYRNG 12 PA QL(4 SRNGE KITS/28 DAYS) SP HD
CYLTEZO(CF) PEN 12 PA QL(4 KITS/28 DAYS) SP HD
CYLTEZO(CF) PEN CROHN'S-UC-HS 12 PA QL(T STARTER KIT/365 DAYS) SP HD
CYLTEZO(CF) PEN PSORIASIS-UV 12 PA QL(1 STARTER KIT/365 DAYS) SP HD
ENBREL 25 MG/0.5 ML SYRINGE 12 PA QL(8 MLS/28 DAYS) SP HD
ENBREL 25 MG/0.5 MLVIAL 12 PA QL(8 MLS/28 DAYS) SP HD
ENBREL 50 MG/ML SYRINGE 12 PA QL(4 MLS/28 DAYS) SP HD
ENBREL MIN 12 PA QL(4 MLS/28 DAYS) SP HD
ENBREL SURECLICK 12 PA QL(4 MLS/28 DAYS) SP HD
HADLIMA 13 PA QL(4 SYRINGES/28 DAYS) SP HD
HADLIMA PUSHTOUCH 13 PA QL(4 AUTO-INJS/28 DAYS) SPHD
HULIO(CF) 13 PA QL(4 SYRINGES/28 DAYS) SP HD
HADLIMA(CF) PUSHTOUCH 13 PA QL(4 AUTO-INJS/28 DAYS) SPHD
HULIO(CF) 20 MG/0.4 ML SYRINGE 13 PA QL(2 PENS/SYRINGES/28 DAYS) SP
HULIO(CF) 40 MG/0.8 ML SYRINGE 13 PA QL(4 SRNGE KITS/28 DAYS) SP
HULIO(CF) PEN 13 PA QL(4 KITS/28 DAYS) SP
HUMIRA 12 PA QL(4 SRNGE KITS/28 DAYS) SP HD
HUMIRA PEN 12 PA QL(4 KITS/28 DAYS) SPHD
HUMIRA(CF) 10 MG/0.1 ML SYRING 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
HUMIRA(CF) 20 MG/0.2 ML SYRING 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
HUMIRA(CF) 40 MG/0.4 ML SYRING 12 PA QL(4 SRNGE KITS/28 DAYS) SP HD
HUMIRA(CF) PEN 40 MG/0.4 ML 12 PA QL(4 KITS/28 DAYS) SPHD
HUMIRA(CF) PEN 80 MG/0.8 ML 12 PA QL(2 PENS/28 DAYS) SP HD
HUMIRA(CF) PEN CROHN'S-UC-HS 12 PA QL(7 STARTER KIT/365 DAYS) SP HD
HYRIMOZ(CF) 10 MG/0.1 ML SYRNG 13 PA QL(2 SYRINGES/28 DAYS) SP HD
HYRIMOZ(CF) 20 MG/0.2 ML SYRNG 13 PA QL(2 SYRINGES/28 DAYS) SP HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-INFLAM.TUMOR NECROSIS FACTOR INHIBITING AGENTS (Pain Relief And Inflammatory Disease) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-INFLAMMATORY TUMOR NECROSIS FACTOR INHIBITOR (cont.)

HYRIMOZ(CF) 40 MG/0.4 ML SYRNG 13 PA QL(4 SYRINGES/28 DAYS) SP HD
HYRIMOZ(CF) PEDI CROHN 80 MG 13 PA QL(3 SYRINGES/365 DAYS) SP HD
HYRIMOZ(CF) PEDI CROHN 80-40MG 13 PA QL(1 SYRINGE/365 DAYS) SP HD
HYRIMOZ(CF) PEN 40 MG/0.4 ML 13 PA QL(4 PENS/28 DAYS) SP HD
HYRIMOZ(CF) PEN 80 MG/0.8 ML 13 PA QL(2 PENS/28 DAYS) SP HD
HYRIMOZ(CF) PEN CROHN-UC START 13 PA QL(3 PENS/365 DAYS) SP HD
HYRIMOZ(CF) PEN PSORIASIS 13 PA QL(1 PEN/365 DAYS) SPHD
IDACIO(CF) PEN CROHN'S-UC(6PK) 13 PA QL(1 STARTER KIT/365 DAYS) SPHD
IDACIO(CF) PEN PSORIASIS (4PK) 13 PA QL(2 KITS/365 DAYS) SPHD
INFLECTRA 12 PASPHD

INFLIXIMAB 13 PASPHD

REMICADE 13 PA SP HD

SIMLANDI(CF) 20 MG/0.2 ML SYRG 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
SIMLANDI(CF) 40 MG/0.4 ML SYRG 12 PA QL(4 SRNGE KITS/28 DAYS) SP HD
SIMLANDI(CF) 80 MG/0.8 ML SYRG 12 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
SIMLANDI(CF) Al 40 MG/0.4 ML 12 PAQLSPHD

SIMLANDI(CF) AI'80 MG/0.8 ML 12 PA QL(2 AUTO-INJS/28 DAYS) SPHD
SIMPONI 100 MG/ML PEN INJECTOR 12 PA QL(1 PEN/28 DAYS) SP HD

SIMPONI 100 MG/ML SYRINGE 12 PA QL(1 SYRINGE/28 DAYS) SP HD
SIMPONI 50 MG/0.5 ML PEN INJEC 13 PA QL(1 PEN/28 DAYS) SPHD

SIMPONI 50 MG/0.5 ML SYRINGE 13 PA QL(1 SYRINGE/28 DAYS) SP HD
SIMPONI ARIA 12 PASPHD

YUFLYMA(CF) 20 MG/0.2 ML SYRNG 13 PA QL(2 PENS/SYRINGES/28 DAYS) SP
YUFLYMA(CF) 40 MG/0.4 ML SYRNG 13 PA QL(4 SRNGE KITS/28 DAYS) SP
YUFLYMA(CF) 40MG/0.4ML AUTOINJ 13 PAQLSP

YUFLYMA(CF) 80MG/0.8ML AUTOINJ 13 PA QL(2 AUTO-INJS/28 DAYS) SP
YUFLYMA(CF) Al CROHN'S-UC-HS 13 PA QL(3 PENS/365 DAYS) SP

YUSIMRY (CF) PEN 13 PA QL(4 PENS/28 DAYS) SP

ANTI-NEOPLASTICS (Cancer)

ANP - SELECTIVE RETINOID X RECEPTOR AGONISTS (RXR)

bexarotene 75 mg capsule (Targretin) I PA SPHD (SL

TARGRETIN 75 MG CAPSULE (bexarotene) 13 PA SPHD (SL

ANTI-NEOPLAST, HISTONE DEACETYLASE (HDAC) INHIBITORS

[OLINZA 12 PASPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTINEOPLASTIC - ALKYLATING AGENTS

ALKERAN (melphalan) 13 SPCSL

cyclophosphamide 25 mg capsule T SPHD CSL

¢yclophosphamide 50 mg capsule 1 SPHD CSL

CYCLOPHOSPHAMIDE 50 MG TABLET 13 PA SPHD (SL

GLEOSTINE 12 L

HYDREA (hydroxyurea) 13 (SL

hydroxyurea (Hydrea) T1 St

LEUKERAN 12 (SL

lomustine 1 (St

MYLERAN 12 (St

temozolomide T PA SPHD CSL

ANTI-NEOPLASTIC - ANTI-ANDROGENIC AGENTS

abiraterone acetate (Zytiga) 11 PA CSL

abiraterone acetate 250 mgq tab (Zytiga) T PAHD CSL

abiraterone acetate 250 mgq tab (Zytiga) T1 PA SPHD CSL

abiraterone acetate 500 mg tab (Zytiga) 11 PA'SPHD CSL

bicalutamide (Casodex) 11 (SL

CASODEX (bicalutamide) 13 (SL

EULEXIN (flutamide) 13 CSL

flutamide (Eulexin) 11 CSL

NILANDRON (nilutamide) 13 PA QL(4 TABS/DAY) CSL

nilutamide (Nilandron) T QL(4TABS/DAY) (SL

NUBEQA 12 PA SPHD (SL

XTANDI 12 PA SPHD (SL

YONSA 13 PA SPHD (SL

IYTIGA (abiraterone acetate) 13 PA SPHD CSL

ANTI-NEOPLASTIC - ANTI-METABOLITES

capecitabine 150 mg tablet (Xeloda) 11 PAHD CSL

capecitabine 150 mg tablet (Xeloda) 11 PA SPHD CSL

capecitabine 500 mg tablet (Xeloda) T PA'HD CSL

capecitabine 500 mq tablet (Xeloda) T1 PA SPHD CSL

INQOVI 13 PA SPHD (SL

JYLAMVO 13 CSL

LONSURF 13 PA SPHD (SL
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont.)

Prescription Drug Name

Drug Tier Coverage Requirements and Limits

ANTI-NEOPLASTIC - ANTI-METABOLITES (cont.)

mercaptopurine 20 mg/ml suspen (Purixan)
mercaptopurine 50 mq tablet

methotrexate 2.5 mq tablet

methotrexate 250 mg/10 ml vial
methotrexate 50 mg/2 ml vial
methotrexate sodium/pf

ONUREG

PURIXAN (mercaptopurine)

TABLOID

TREXALL

XATMEP

XELODA (capecitabine)
ANTI-NEOPLASTIC - AROMATASE INHIBITORS
anastrozole (Arimidex)

ARIMIDEX (anastrozole)

AROMASIN (exemestane)

exemestane (Aromasin)

FEMARA (fetrozole)

letrozole (Femara)
ANTI-NEOPLASTIC - BRAF KINASE INHIBITORS
BRAFTOVI

OJEMDA 100 MG TAB (400MG DOSE)
OJEMDA 100 MGTAB (500MG DOSE)
OJEMDA 100 MG TAB (600MG DOSE)
OJEMDA 25 MG/ML ORAL SUSP

TAFINLAR 10 MG TABLET FOR SUSP
TAFINLAR 50 MG CAPSULE

TAFINLAR 75 MG CAPSULE

ZELBORAF

ANTINEOPLASTIC - EGFR AND MET RECEPTOR
RYBREVANT

11 SPCSL
11 L
11 L
11

11

11

13 PA QL(14TABS/28 DAYS) SP CSL
13 SPCSL
13 L
12 L
13 L

13 PASPHD CSL

11 HD PPACA CSL

13 HD CSL

13 HD CSL

11 HD PPACA CSL
13 PAHD CSL

T1 HD CSL

13 PA'SPHD CSL
13 PA QL(1 PACKET/28 Days) SP CSL
13 PA QL(1 PACKET/28 Days) SP CSL
13 PA QL(1 PACKET/28 Days) SP CSL
13 PA QL(8 BOTTLES/28 DAYS) SP CSL
12 PA QL(30TABS/DAY) SP HD CSL
12 PA QL(4 CAPS/DAY) SP HD CSL
12 PA QL(4 CAPS/DAY) SP HD CSL
12 PA SPHD CSL

INHIB, MAB
13 PA SP

ANTI-NEOPLASTIC - HEDGEHOG PATHWAY INHIBITOR

DAURISMO
ERIVEDGE
0DOMZ0

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

13 PA SPHD CSL
12 PA SPHD CSL
12 PA SPHD CSL

AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-NEOPLASTIC - JANUS KINASE (JAK) INHIBITORS

JAKAFI 13 PA QL(2 TABS/DAY) SP HD (SL
ANTI-NEOPLASTIC - KRAS PROTEIN INHIBITOR

KRAZATI 13 PA QL(6 TABS/DAY) SP CSL
LUMAKRAS 120 MG TABLET 13 PA QL(8 TABS/DAY) SP HD (SL
LUMAKRAS 240 MG TABLET 13 PA QL(4 TABS/DAY) SP HD (SL
LUMAKRAS 320 MG TABLET 13 PA QL(3 TABS/DAY) SP HD (SL
ANTI-NEOPLASTIC - MEKI AND MEK2 KINASE INHIBITORS

COTELLIC 12 PA SPHD (SL

GOMEKLI 13 PASP CSL

KOSELUGO 10 MG CAPSULE 13 PA QL(10 CAPS/DAY) SP CSL
KOSELUGO 25 MG CAPSULE 13 PA QL(4 CAPS/DAY) SP CSL
KOSELUGO 5 MG SPRINKLE CAPSULE 13 PA QL(20 CAPS/DAY) SP CSL
KOSELUGO 7.5 MG SPRINKLE CAP 13 PA QL(12 CAPS/DAY) SP CSL
MEKINIST 0.05 MG/ML SOLUTION 12 PA QL(40 MLS/DAY) SP HD (SL
MEKINIST 0.5 MG TABLET 12 PA QL(3 TABS/DAY) SP HD (SL
MEKINIST 2 MG TABLET 12 PA QL(1TAB/DAY) SPHD CSL
MEKTOVI 13 PA QL(6 TABS/DAY) SP HD (SL
ANTI-NEOPLASTIC - MTOR KINASE INHIBITORS

AFINITOR (everolimus) 13 PASPHD

AFINITOR DISPERZ (everolimus) 13 PA QL(1 TAB/DAY) SP CSL
everolimus (Afinitor) 11 PA QL(1 tab/day) SP HD CSL
everolimus 10 mg tablet (Afinitor) T PA QL(1TAB/DAY) SPHD CSL
everolimus 2 mq tab for susp (Afinitor Disperz) T1 PA QL(1TAB/DAY) SP (SL
everolimus 2.5 mg tablet (Afinitor) 11 PA QL(1TAB/DAY) SP HD CSL
everolimus 3 mg tab for susp (Afinitor Disperz) 11 PA QL(1TAB/DAY) SP CSL
everolimus 5 mq tab for susp (Afinitor Disperz) 11 PA QL(1TAB/DAY) SP CSL
everolimus 5 mq tablet (Afinitor) 11 PA QL(1TAB/DAY) SP HD CSL
everolimus 7.5 mg tablet (Afinitor) T1 PA QL(1TAB/DAY) SPHD CSL
FYARRO 13 PA SP
ANTI-NEOPLASTIC - PROTEIN METHYLTRANSFERASE INHIBIT

TAZVERIK 13 PA SP CSL
ANTINEOPLASTIC - SYSTEMIC ENZYME INHIBITORS COMBS

AVMAPKI-FAKZYNJA 13 PASP CSL

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-NEOPLASTIC - TOPOISOMERASE | INHIBITORS

HYCAMTIN 13 PA'SPHD CSL

ANTI-NEOPLASTIC COMB - KINASE AND AROMATASE INHIBIT

KISQALI FEMARA CO-PACK 12 PA QL(TTAB/28 DAYS) SP CSL

ANTI-NEOPLASTIC EGF RECEPTOR BLOCKER MCLON ANTIBODY

PHESGO 13 PA SP HD

ANTI-NEOPLASTIC IMMUNOMODULATOR AGENTS

lenalidomide T1 PA QL(T CAP/DAY) SPHD CSL

POMALYST 12 PA QL(21 CAPS/28 DAYS) SPHD CSL

REVLIMID 12 PA QL(T CAP/DAY) SPHD CSL

ANTI-NEOPLASTIC LHRH (GNRH) AGONIST, PITUITARY SUPPR.

leuprolide acetate 1 PA SP HD

LEUPROLIDE DEPQT 13 PA SP

LUPRON DEPOT 22.5 MG 3MOKIT 13 PA SP HD

LUPRON DEPOT 45 MG 6MO KIT 13 PA SP HD

LUPRON DEPQT 7.5 MG KIT 13 PA SP HD

LUPRON DEPQT-4 MONTH KIT 13 PASPHD

LUPRON DEPQT 13 PA SP

ZOLADEX 12 PA SP HD

ANTI-NEOPLASTIC LHRH (GNRH) ANTAGONIST, PITUIT.SUPPRS

FIRMAGON 13 PASPHD

ORGOVYX 13 PA'SP CSL

ANTI-NEOPLASTIC SYSTEMIC ENZYME INHIBITORS

ALECENSA 12 PA QL(8 CAPS/DAY) SPHD CSL

ALUNBRIG 180 MG TABLET 12 PA QL(1TAB/DAY) SP (SL

ALUNBRIG 30 MG TABLET 12 PA QL(2TABS/DAY) SP CSL

ALUNBRIG 90 MG TABLET 12 PA QL(TTAB/DAY) SP (SL

ALUNBRIG 90 MG-180 MG TAB PACK 12 PA QL(1TAB/DAY) SP (SL

AUGTYRO 160 MG CAPSULE 13 PA QL(2 CAPS/DAY) SP (SL

AUGTYRO 40 MG CAPSULE 13 PA QL(8 CAPS/DAY) SP (SL

AYVAKIT 13 PA QL(1TAB/DAY) SP (SL

BALVERSA 13 PA'SP CSL

BOSULIF 100 MG CAPSULE 13 PA QL(3 CAPS/DAY) SPHD CSL

BOSULIF 100 MG TABLET 13 PA QL(3 TABS/DAY) SP HD (SL
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-NEOPLASTIC SYSTEMIC ENZYME INHIBITORS

BOSULIF 400 MG TABLET 13 PA QL(1TAB/DAY) SPHD CSL
BOSULIF 50 MG CAPSULE 13 PA QL(3 CAPS/DAY) SPHD (SL
BOSULIF 500 MG TABLET 13 PA QL(TTAB/DAY) SPHD CSL
BRUKINSA 160 MG TABLET 12 PA QL(2 TABS/DAY) SP CSL
BRUKINSA 80 MG CAPSULE 12 PA QL(4 CAPS/DAY) SP (SL
CABOMETYX 12 PA SPHD CSL

CALQUENCE 12 PA SP CSL

CAPRELSA 100 MG TABLET 13 PA QL(2 TABS/DAY) SP CSL
CAPRELSA 300 MG TABLET 13 PA QL(1 TAB/DAY) SP CSL
COMETRIQ 100 MG DAILY-DOSE PK 13 PA QL(56 CAPS/28 DAYS) SP HD CSL
COMETRIQ 140 MG DAILY-DOSE PK 13 PA QL(112 CAPS/28 DAYS) SPHD CSL
COMETRIQ 60 MG DAILY-DOSE PACK 13 PA QL(84 CAPS/28 DAYS) SP HD CSL
COPIKTRA 13 PA SP CSL

DANZITEN n PA SP CSL

dasatinib 100 mq tablet (Sprycel) T1 QL(1TAB/DAY) SP CSL

dasatinib 100 mg tablet (Sprycel) T QL(1TAB/DAY) SP HD CSL
dasatinib 140 mg tablet (Sprycel) T QL(1TAB/DAY) SP CSL

dasatinib 140 mg tablet (Sprycel) T QL(1TAB/DAY) SP HD CSL
dasatinib 20 mg tablet (Sprycel) T QL(3 TABS/DAY) SP CSL
dasatinib 20 mg tablet (Sprycel) T QL(3 TABS/DAY) SP HD CSL
dasatinib 50 mq tablet (Sprycel) T1 QL(1TAB/DAY) SP CSL

dasatinib 50 mq tablet (Sprycel) T QL(1TAB/DAY) SP HD CSL
dasatinib 70 mg tablet (Sprycel) T QL(2 TABS/DAY) SP CSL
dasatinib 70 mg tablet (Sprycel) T QL(2 TABS/DAY) SP HD CSL
dasatinib 80 mg tablet (Sprycel) T QL(1TAB/DAY) SP CSL

dasatinib 80 mg tablet (Sprycel) T QL(1TAB/DAY) SP HD CSL
ENSACOVE 25 MG CAPSULE 12 PA QL(9 CAPS/DAY) SP (SL
ENSACOVE 100 MG CAPSULE 12 PA QL(2 CAPS/DAY) SP (SL
erlotinib hcl T PA SPHD (SL

FOTIVDA 13 PA QL(21 CAPS/28 DAYS) SP (SL
FRUZAQLA T MG CAPSULE 12 PA QL(84 CAPS/28 DAYS) SP (SL
FRUZAQLA 5 MG CAPSULE 12 PA QL(21 CAPS/28 DAYS) SP (SL
GAVRETO 13 PA QL(4 CAPS/DAY) SP CSL
gefitinib (fressa) 11 PA SP HD CSL

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-NEOPLASTIC SYSTEMIC ENZYME INHIBITORS (cont)
GILOTRIF 13 PA'SPHD CSL
GLEEVEC 100 MG TABLET (imatinib mesylate) 13 PA QL(6 TABS/DAY) SP HD (SL
GLEEVEC 400 MG TABLET (imatinib mesylate) 13 PA QL(2TABS/DAY) SP HD (SL
IBRANCE 100 MG CAPSULE 13 PA QL(21 CAPS/28 DAYS) SPHD CSL
IBRANCE 100 MG TABLET 13 PA QL(21TABS/28 DAYS) SP HD CSL
IBRANCE 125 MG CAPSULE 13 PA QL(21 CAPS/28 DAYS) SPHD CSL
IBRANCE 125 MG TABLET 13 PA QL(21TABS/28 DAYS) SP HD CSL
IBRANCE 75 MG CAPSULE 13 PA QL(21 CAPS/28 DAYS) SPHD CSL
IBRANCE 75 MG TABLET 13 PA QL(21TABS/28 DAYS) SP HD CSL
IBTROZI 13 PA SP CSL
ICLUSIG 13 PA QL(1TAB/DAY) SP (SL
imatinib mesylate 100 mq tab (Gleevec) T1 QL(6 TABS/DAY) SPHD CSL
imatinib mesylate 400 mgq tab (Gleevec) 11 QL(2 TABS/DAY) SP HD CSL
IMBRUVICA 140 MG CAPSULE 12 PA QL(4 CAPS/DAY) SP (SL
IMBRUVICA 140 MG TABLET 12 PA QL(1TAB/DAY) SP (SL
IMBRUVICA 280 MG TABLET 12 PA QL(1TAB/DAY) SP (SL
IMBRUVICA 420 MG TABLET 12 PA QL(TTAB/DAY) SP (SL
IMBRUVICA 70 MG CAPSULE 12 PA QL(1 CAP/DAY) SP CSL
IMBRUVICA 70 MG/ML SUSPENSION 12 PA QL(8 MLS/DAY) SP CSL
IMKELDI 12 PA SP CSL
INLYTA 13 PA SPHD CSL
INREBIC 13 PA SPHD CSL
IRESSA (gefitinib) 13 PA SPHD CSL
[TOVEBI 13 PA SPHD CSL
[WILFIN 13 PA QL(8 TABS/DAY) SP CSL
JAYPIRCA 100 MG TABLET 13 PA QL(2TABS/DAY) SP CSL
JAYPIRCA 50 MG TABLET 13 PA QL(1TAB/DAY) SP (SL
KISQALI 200 MG DAILY DOSE 12 PA QL(21TABS/28 DAYS) SP HD CSL
KISQALI 400 MG DAILY DOSE 12 PA QL(42TABS/28 DAYS) SP HD CSL
KISQALI 600 MG DAILY DOSE 12 PA QL(63 TABS/28 DAYS) SP HD CSL
lapatinib ditosy/late (Tykerb) TI PAQL(6TABS/DAY) SP HD CSL
LAZCLUZE 13 PA SP CSL
LENVIMA 12 PA SPHD CSL
LORBRENA 100 MG TABLET 13 PA QL(TTAB/DAY) SPHD CSL
LORBRENA 25 MG TABLET 13 PA QL(3 TABS/DAY) SP HD (SL
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy

66



List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-NEOPLASTIC SYSTEMIC ENZYME INHIBITORS (cont)
LYNPARZA 12 PA QL(4 TABS/DAY) SP HD (SL
LYTGOBI 12 MG DOSE (3X 4MGTB) 13 PA QL(3 TABS/DAY) SP CSL
LYTGOBI 16 MG DOSE (4X 4MGTB) 13 PA QL(4 TABS/DAY) SP CSL
LYTGOBI 20 MG DOSE (5X 4MGTB) 13 PA QL(5 TABS/DAY) SP CSL
NERLYNX 13 PA SPHD CSL
NEXAVAR (sorafenib tosylate) 13 PA QL(4 TABS/DAY) SP HD (SL
nilotinib hel (Tasigna) T3 PA SP CSL
NILOTINIB D-TARTRATE 11 PA QL(4 CAPS/DAY) SPHD CSL
NINLARO 13 PA QL(3 CAPS/28 DAYS) SP HD (SL
OGSIVEQ 100 MG TABLET 13 PA QL(2 TABS/DAY) SP CSL
OGSIVEQ 150 MG TABLET 13 PA QL(2 TABS/DAY) SP CSL
OGSIVEQ 50 MG TABLET 13 PA QL(6 TABS/DAY) SP CSL
OJJAARA 13 PA QL(1TAB/DAY) SP (SL
pazopanib 200 mg tablet (Votrient) T PA QL(4 TABS/DAY) SP CSL
PEMAZYRE 13 PA QL(14TABS/21 DAYS) SP (SL
PIQRAY 12 PA'SP CSL
QINLOCK 13 PA QL(3 TABS/DAY) SP CSL
RETEVMO 120 MG TABLET 13 PA QL(2TABS/DAY) SP HD (SL
RETEVMO 160 MG TABLET 13 PA QL(2TABS/DAY) SP HD (SL
RETEVMO 40 MG CAPSULE 13 PA QL(6 CAPS/DAY) SPHD CSL
RETEVMO 40 MG TABLET 13 PA QL(3 TABS/DAY) SP HD CSL
RETEVMO 80 MG CAPSULE 13 PA QL(4 CAPS/DAY) SPHD CSL
RETEVMO 80 MG TABLET 13 PA QL(2TABS/DAY) SP HD CSL
REVUFORJ 25 MG TABLET 13 PA QL(8 TABS/DAY) SP CSL
REVUFORJ 110 MG TABLET 13 PA QL(4 TABS/DAY) SP CSL
REVUFORJ 160 MG TABLET 13 PA QL(2TABS/DAY) SP CSL
ROMVIMZA 13 PA QL(8 CAPS/28 DAYS) SP (SL
ROZLYTREK 13 PA SPHD CSL
RUBRACA 12 PA QL(4 TABS/DAY) SP CSL
RYDAPT 13 PA SPHD CSL
SCEMBLIX 100 MG TABLET 12 PA SP CSL
SCEMBLIX 20 MG TABLET 12 PA QL(2TABS/DAY) SP CSL
SCEMBLIX 40 MG TABLET 12 PA SP CSL
sorafenib tosylate (Nexavar) T PA QL(4 TABS/DAY) SP HD CSL
SPRYCEL 100 MG TABLET (dasatinib) 13 PA QL(TTAB/DAY) SP HD CSL
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-NEOPLASTIC SYSTEMIC ENZYME INHIBITORS (cont,)
SPRYCEL 140 MG TABLET (dasatinib) 13 PA QL(TTAB/DAY) SPHD CSL
SPRYCEL 20 MG TABLET (dasatinib) 13 PA QL(3 TABS/DAY) SP HD (SL
SPRYCEL 50 MG TABLET (dasatinib) 13 PA QL(1TAB/DAY) SPHD CSL
SPRYCEL 70 MG TABLET (dasatinib) 13 PA QL(2 TABS/DAY) SP HD (SL
SPRYCEL 80 MG TABLET (dasatinib) 13 PA QL(1TAB/DAY) SP HD CSL
STIVARGA 12 PA QL(84 TABS/28 DAYS) SP HD CSL
sunitinib malate (Sutent) T PA QL(1 CAP/DAY) SPHD CSL
SUTENT (sunitinib malate) 13 PA QL(T CAP/DAY) SPHD CSL
TABRECTA 13 PA QL(4 TABS/DAY) SP HD (SL
TAGRISSO 13 PA SPHD (SL
TALZENNA 0.1 MG CAPSULE 13 PA QL(T CAP/DAY) SP CSL
TALZENNA 0.1 MG SOFTGEL 13 PA QL(T CAP/DAY) SP CSL
TALZENNA 0.25 MG CAPSULE 13 PA QL(T CAP/DAY) SP CSL
TALZENNA 0.25 MG SOFTGEL 13 PA QL(1 CAP/DAY) SP CSL
TALZENNA 0.35 MG SOFTGEL 13 PA QL(1 CAP/DAY) SP CSL
TALZENNA 0.5 MG CAPSULE 13 PA SP CSL
TALZENNA 0.5 MG SOFTGEL 13 PA SP CSL
TALZENNA 0.75 MG SOFTGEL 13 PA SP CSL
TALZENNA 1 MG CAPSULE 13 PA QL(T CAP/DAY) SP CSL
TALZENNA 1 MG SOFTGEL 13 PA QL(1 CAP/DAY) SP CSL
TASIGNA (nilotinib hel) 13 PA QL(4 CAPS/DAY) SP HD CSL
TEPMETKO 13 PA QL(2TABS/DAY) SP CSL
TRUQAP 12 PA QL(64 TABS/28 DAYS) SP (SL
TUKYSA 13 PA SP CSL
TURALIO 13 PA QL(4 CAPS/DAY) SP (SL
TYKERB ((apatinib ditosylate) 13 PA QL(6 TABS/DAY) SP HD CSL
UKONIQ 13 PA QL (4 tabs/day) SP
VANFLYTA 13 PA QL(2TABS/DAY) SP CSL
VERZENIO 12 PA QL(2TABS/DAY) SP HD CSL
VITRAKVI 13 PA SPHD CSL
VIZIMPRO 13 PA SPHD CSL
VONJO 13 PA QL(4 CAPS/DAY) SP (SL
VOTRIENT (pazopanib hcl) 13 PA QL(4 TABS/DAY) SP HD (SL
XALKORI 150 MG PELLET 13 PA QL(6 PELLETS/DAY) SP HD CSL
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-NEOPLASTIC SYSTEMIC ENZYME INHIBITORS (cont,)
XALKORI 20 MG PELLET 13 PA QL(4 PELLETS/DAY) SP HD CSL
XALKORI 200 MG CAPSULE 13 PA QL(4 CAPS/DAY) SP HD CSL
XALKORI 250 MG CAPSULE 13 PA QL(4 CAPS/DAY) SP HD CSL
XALKORI 50 MG PELLET 13 PA QL(4 PELLETS/DAY) SP HD CSL
XOSPATA 13 PA SP CSL
[BULA 12 PA QL(1TAB/DAY) SP (SL
ZYDELIG 13 PA QL(2TABS/DAY) SP HD CSL
ZYKADIA 13 PA QL(3 TABS/DAY) SP HD (SL
ANTI-NEOPLASTIC, ANTI-PROGRAMMED DEATH-I (PD-1) MAB
LIBTAYO 12 PA SP
OPDIVO 13 PA SP HD
ANTI-NEOPLASTIC-B CELL LYMPHOMA-2(BCL-2) INHIBITORS
VENCLEXTA 12 PA SP CSL
VENCLEXTA STARTING PACK 12 PA SP CSL
ANTINEOPLASTIC-ENZYME INHIB, ANTIANDROGEN COMB.
AKEEGA 13 PA QL(2 TABS/DAY) SP CSL
ANTINEOPLASTIC-HYPOXIA INDUCIBLE FACTOR (HIF) INH
WELIREG 13 PA QL(3 TABS/DAY) SP CSL
ANTINEOPLASTIC-IMMUNOTHERAPY CHECKPOINT INHIB COMB
OPDUALAG 13 PA SP HD
ANTI-NEOPLASTIC-ISOCITRATE DEHYDROGENASE INHIBITOR
IDHIFA 13 PA SPHD CSL
REZLIDHIA 13 PA QL(2 CAPS/DAY) SP (SL
TIBSOVO 13 PA'SP (SL
VORANIGO 13 PA SP CSL
ANTI-NEOPLASTICS ANTIBODY/ANTIBODY-DRUG COMPLEXES
ENHERTU 13 PASPHD
TIVDAK 13 PA SP HD
VYLOY 13 PA SP
ANTI-NEOPLASTICS, MISCELLANEOUS
etoposide 1 SPHD CSL
LYSODREN 12 L
MATULANE 12 SPCSL
tretinoin 10 mg capsule T PA CSL
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-NEOPLASTICS (Cancer) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-NEOPLASTIC-SELECT INHIB OF NUCLEAR EXP (SINE)

XPOVIO 13 PA SP CSL

CYTOTOXIC T-LYMPHOCYTE ANTIGEN (CTLA-4) RMC ANTIBODY

YERVOY 13 PA SP HD
IMMUNOMODULATORS

ACTIMMUNE 12 PA SP HD

BESREMI 13 PA QL(2 SYRINGES/28 DAYS) SP
SELECTIVE ESTROGEN RECEPTOR MODULATORS (SERMS)

FARESTON (toremifene citrate) 73 QL(2 TABS/DAY) HD CSL
ORSERDU 345 MG TABLET 13 PA QL(TTAB/DAY) SP (SL
ORSERDU 86 MG TABLET 13 PA QL(3 TABS/DAY) SP CSL
SOLTAMOX 13 HD CSL

tamoxifen citrate T1 HD PPACA CSL

toremifene citrate (Fareston) 11 QL(2 TABS/DAY) HD CSL
STEROID ANTI-NEOPLASTICS

megestrol 20 mgq tablet T1 (St

megestrol 40 mg tablet 11 L

ANTI-NEOPLASTICS (Skin Conditions)

PHOTOACT, TOPICAL ANTI-NEOPLAST, PREMALIGNANT LESIONS

LEVULAN 13 P

TOPICAL ANTI-NEOPLASTIC PREMALIGNANT LESION AGENTS

bexarotene 1% gel (Targretin) T SPHD

(CARAC 13 PA

diclofenac sodium 3% gel T1 PA

EFUDEX (fluorouracil) 13

FLUOROPLEX 12

fluorouracil T1

FLUOROURACIL 1

fluorouracil (Efudex) 11

KLISYRI 13 PA QL(5 PACKS/30 DAYS)

PANRETIN 13 SPHD

TARGRETIN 19 GEL (bexarotene) 13 PASPHD

VALCHLOR 13 SPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy

70



List of Prescription Medications

ANTI-OBESITY DRUGS (Weight Management)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-OBESITY - ANOREXIC AGENTS

benzphetamine hcl T1

diethylpropion hc T1

LOMAIRA 13 PA

phendimetrazine tartrate 1

phentermine 15 mq capsule 11

phentermine 30 mq capsule 11

phentermine 37.5 mg capsule 11

phentermine 37.5 mq tablet T1

phentermine 8 mq tablet T1 PA
phentermine/topiramate (Qsymia) T

QSYMIA (phentermine/topiramate) 13 PA

ANTI-OBESITY - INCRETIN MIMETICS COMBINATION

ZEPBOUND 2.5 MG/0.5 ML PEN 12 PA QL(2 MLS/365 DAYS)
ZEPBOUND 10 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
ZEPBOUND 7.5 MG/0.5 ML PEN 13 PA QL(9 MLS/30 DAYS) SP
ZEPBOUND 10 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
ZEPBOUND 12.5 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
ZEPBOUND 15 MG/0.5 ML PEN 12 PA QL(2 MLS/30 DAYS)
ANTI-OBESITY - MELANOCORTIN 4 RECEPTOR AGONISTS

IMCIVREE 13 PA QL(9 MLS/30 DAYS) SP
ANTI-OBESITY GLUCAGON-LIKE PEPTIDE-I RECEP AGONIST

liraglutide 18 mg/3 ml pen (Saxenda) T1 PA

liraglutide 5-pak 18 mg/3 ml (Saxenda) 11 PA

SAXENDA 13 PA

WEGOVY 12 PA QL(4 PENS/28 DAYS)
ANTI-OBESITY - OPIOID ANTAG-NOREPI, DOPAMINE RU INHIB

CONTRAVE 13 PA

FAT ABSORPTION DECREASING AGENTS

ORLISTAT 13 PA

XENICAL 13 PA

ANTIPARASITICS (Eye Conditions)

OPHTHALMIC (EYE) ANTIPARASITICS

XDEMVY 12 PA QL(10 MLS/56 DAYS) SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy

71



List of Prescription Medications

ANTI-PARASITICS (Infections)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-PARASITICS

ALINIA 100 MG/5 ML SUSPENSION 13

ALINIA 500 MG TABLET (nitazoxanide) 13 PA
nitazoxanide (Alinia) 11
TOPICAL ANTI-PARASITICS

crotamiton (Eurax) T

ELIMITE (permethrin) 13

EURAX 10% CREAM 12

EURAX 10% LOTION 13

lindane 1
malathion (Ovide) T

NATROBA (spinosad) 13 PA
OVIDE (malathion) 13
permethrin (Elimite) 11

spinosad (Natroba) 11

ULESHIA 13

ANTIPARASITICS (Skin Conditions)

TOPICAL ANTIPARASITICS

lindane T
malathion (Qvide) 11
OVIDE (malathion) 13

ANTI-PARKINSON DRUGS (Parkinson’s Disease)

ANTI-PARKINSONISM DRUGS, ANTI-CHOLINERGIC

benztropine mesylate T1 HD

trihexyphenidy! hc T1 HD

ANTI-PARKINSONISM DRUGS, OTHER

amantadine hcl T1 HD

APOKYN 13 PA SP HD

apomorphine hcl T1 PA SP

AZILECT 0.5 MG TABLET (rasagiline mesylate) 13 PA QL(1TAB/DAY) HD

AZILECT 1 MG TABLET (rasagiline mesylate) 13 PAHD

bromocriptine mesylate T1 HD

carbidopa/levodopa (Sinemet) T1 HD

carbidopa/levodopa/entacapone T1 HD

carbidopa/levodopa/entacapone (Stalevo 75) T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-PARKINSON DRUGS (Parkinson’s Disease) (cont,)

Prescription Drug Name

ANTI-PARKINSONISM DRUGS, OTHER (cont.)

carbidopa/levodopa/entacapone (Stalevo 100)
carbidopa-levo er 25-100 tab

carbidopa-levo er 50-200 tab

CREXONT

DHIVY

DUOPA

entacapone

GOCOVRI

INBRIJA

NEUPRO

NOURIANZ

ONAPGO

ONGENTYS

pramipexole di-hcl

pramipexole er 0.375 mq tablet

pramipexole er 0.75 mq tablet

pramipexole er 1.5 mg tablet

pramipexole er 2.25 mq tablet

pramipexole er 3 mg tablet

pramipexole er 3.75 mgq tablet

pramipexole er 4.5 mq tablet

rasagiline mesylate 0.5 mq tab (Azilect)
rasagiline mesylate 1 mq tab (Azilect)
ropinirole hc

RYTARY

selegiline he

SINEMET (carbidopa-levodopa)

STALEVO 100 (carbidopa-levodopa-entacapone)
STALEVO 75 (carbidopa-levodopa-entacapone)
TASMAR (tolcapone)

tolcapone (Tasmar)

XADAGO

VYALEV

ZELAPAR

PA — Prior Authorization

QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

Drug Tier Coverage Requirements and Limits
1 HD
T1 HD
i HD
13 STHD
13 PAHD
13 SPHD
1 HD
13
13 PASPHD
13 HD
13 PA QL(1TAB/DAY) SPHD
13 PA QL(20 MLS/DAY) SP
13 PA QL(T CAP/DAY) HD
T1 HD
i QL(1TAB/DAY) HD
1 HD
1 QL(1TAB/DAY) HD
1 QL(1TAB/DAY) HD
1 HD
T1 HD
i HD
1 QL(1TAB/DAY) HD
1 HD
1 HD
13 STHD
T1 HD
13 HD
13 HD
13 HD
13 HD
I HD
13 STHD
13 PASPHD
13 PAHD

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTI-PARKINSON DRUGS (Parkinson’s Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DECARBOXYLASE INHIBITORS

carbidopa (Lodosyn) 11

LODOSYN (carbidopa) 13 PA

ANTI-PLATELET DRUGS (Blood Thinners/Anti-Clotting)

PLATELET AGGREGATION INHIBITORS

aspirin/dipyridamole T1 HD
ASPIRIN-OMEPRAZOLE 13 PAHD
BRILINTA (ticagrelor) T3 PAHD
cilostazol T1 HD
clopidogrel bisulfate T1 HD
clopidogrel bisulfate (Plavix) 11 HD
dipyridamole T1 HD
EFFIENT (prasugrel hl) 13 PAHD
PLAVIX (clopidogrel) 13 PAHD
prasugrel hc/ (Effient) 11 HD
ticagrelor (Brilinta) 11 HD
YOSPRALA DR 325-40 MG TABLET 13 PA
YOSPRALA DR 81-40 MG TABLET 13 PAHD
ZONTIVITY 13 HD
PLATELET REDUCING AGENTS

AGRYLIN (anagrelide hcl) 13

anagrelide he T1

anagrelide hel (Agrylin) T1

ANTIVIRALS (AIDS/HIV)

ANTI-RETROVIRAL - CAPSID INHIBITORS

SUNLENCA 300 MG TABLET 13 PA QL(5TABS/180 DAYS) SP
SUNLENCA 4- 300 MG TABLET 13 PA QL(5TABS/180 DAYS) SP
SUNLENCA 463.5 MG/1.5 MLVIAL 13 PA SP
SUNLENCA 5- 300 MG TABLET 13 PA QL(5 TABS/180 DAYS) SP
ANTIRETROVIRAL - CAPSID INHIBITORS (PREP)
YEZTUGO 463.5 MG/1.5 MLVIAL 12 SP PPACA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIVIRALS (AIDS/HIV) (cont)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-RETROVIRAL - INTEGRASE INHIBITOR AND NNRTI COMB.
CABENUVA 13 PA SP
JULUCA 12 QL(1TAB/DAY) SP
ANTI-RETROVIRAL - INTEGRASE INHIBITOR AND NRTI COMB.
DOVATO 12 QL(1TAB/DAY) SP
ANTI-RETROVIRAL - NRTIS AND INTEGRASE INHIBITORS COMB
TRIUMEQ 12 QL(1TAB/DAY) SP
TRIUMEQ PD 12 QL(6 TABS/DAY) SP
ANTI-RETROVIRAL - NUCLEOSIDE, NUCLEOTIDE, PROTEASE INH.
SYMTUZA 12 QL(1TAB/DAY) SP
ANTIVIRALS - HIV-SPEC, NON-PEPTIDIC PROTEASE INHIB
APTIVUS 12 PA SP
darunavir (Prezista) 11 Sp
PREZCOBIX 13 PA SP
PREZISTA 100 MG/ML SUSPENSION 12 Sp
PREZISTA 150 MG TABLET 12 P
PREZISTA 600 MG TABLET (darunavir) 13 PA SP
PREZISTA 75 MG TABLET 12 SP
PREZISTA 800 MG TABLET (darunavir) 13 PA SP
ANTIVIRALS - HIV-SPEC, NUCLEOSIDE-NUCLEOTIDE ANALOG
(IMDUO 13 PA SP
DESCOVY 120-15 MG TABLET 12 SP
DESCOVY 200-25 MG TABLET 12 SP PPACA
emtricitabine-tenofv 100-150mg (Truvada) 11 Sp
emtricitabine-tenofv 133-200mg (Truvada) 1 Sp
emtricitabine-tenofv 167-250mg (Truvada) T1 SP
emiricitabine-tenofv 200-300mg (Truvada) 11 SP PPACA
TRUVADA (emtricitabine/tenofovir (tdf)) 13 PA SP
ANTIVIRALS - HIV-SPEC, NUCLEOSIDE ANALOG, RTI COMB
abacavir sulfate/lamivudine (Epzicom) 1 PA SP
COMBIVIR (lamivudine-zidovudine) 13 PA SP
EPZICOM (abacavir sulfate/lamivudine) T3 PA SP
lamivudine/zidovudine (Combivir) 11 Sp
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIVIRALS (AIDS/HIV) (cont)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTIVIRALS - HIV-SPECIFIC, CCR5 CO-RECEPTOR ANTAG.

maraviroc (Selzentry) 11 PA SP

SELZENTRY 150 MG TABLET (maraviroc) 13 PA SP

SELZENTRY 20 MG/ML ORAL SOLN 12 PA SP

SELZENTRY 300 MG TABLET (maraviroc) 13 PA SP

ANTIVIRALS - HIV-SPECIFIC, CD4 ATTACHMENT INHIBITOR

RUKOBIA 13 PA QL(2TABS/DAY) SP

ANTIVIRALS - HIV-SPECIFIC, FUSION INHIBITORS

FUZEON 12 PA SP

ANTIVIRALS - HIV-SPECIFIC, NON-NUCLEOSIDE, RTI

EDURANT 13 PA SP

EDURANT PED 13 PA SP

efavirenz T1 PA SP

etravirine (Intelence) 11 SP

INTELENCE 13 PA SP

INTELENCE (etravirine) 13 PA SP

nevirapine T1 PA SP

PIFELTRO 13 PA SP

ANTIVIRALS, HIV-SPECIFIC, NUCLEOSIDE ANALOG, RTI

abacavir sulfate T1 PA SP

abacavir sulfate (Ziagen) T PA SP

didanosine T1 PA SP

emtricitabine (Emtriva) il SP

EMTRIVA 10 MG/ML SOLUTION 12 PA SP

EMTRIVA 200 MG CAPSULE (emtricitabine) 13 PA SP

EPIVIR (famivudine) 13 PA SP

lamivudine 10 mg/ml oral soln (Epivir) T SP

lamivudine 150 mg tablet (Epivir) T1 5P

lamivudine 300 mq tablet (Epivir) 11 PA SP

lamivudine 300 mg/30ml sol cup (Epivir) T1 Sp

RETROVIR (Zidovudine) 13 PA SP

stavudine T1 PA SP

ZIAGEN (abacavir sulfate) 13 PA SP

Zidovudine i Sp

Zidovudine (Retrovir) 11 SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIVIRALS (AIDS/HIV) (cont)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTIVIRALS, HIV-SPECIFIC, NUCLEOSIDE ANALOG, RTI (cont.,)

tenofovir disoproxil fumarate (Viread) 11 PA SP

VIREAD 150 MG TABLET 12 PA SP

VIREAD 200 MG TABLET 12 PA SP

VIREAD 250 MG TABLET 12 PA SP

VIREAD 300 MG TABLET (tenofovir disoproxil fumarate) 13 PA SP

VIREAD POWDER 12 PA SP

ANTIVIRALS - HIV-SPECIFIC, PROTEASE INHIBITOR COMB

KALETRA 13 PA SP

KALETRA (lopinavir/ritonavir) 13 PA SP

lopinavir/ritonavir T Sp

lopinavir/ritonavir (Kaletra) 11 SP

ANTIVIRALS - HIV-SPECIFIC, PROTEASE INHIBITORS

atazanavir sulfate T1 PA SP

atazanavir sulfate (Reyataz) 11 PA SP

EVOTAZ 13 PA SP

fosamprenavir calcium 1 PA SP

NORVIR 100 MG POWDER PACKET 12 Sp

NORVIR 100 MG TABLET (ritonavir) 13 PA SP

REYATAZ 200 MG CAPSULE (atazanavir sulfate) T3 PA SP

REYATAZ 300 MG CAPSULE (atazanavir sulfate) 13 PA SP

REYATAZ 50 MG POWDER PACKET 12 PA SP

ritonavir (Norvir) 11 SP

VIRACEPT 12 PA SP

ANTIVIRALS - HIV-I INTEGRASE STRAND TRANSFER INHIBTR

APRETUDE 12 SP PPACA

ISENTRESS 12 Sp

ISENTRESSHD 12 PA SP

TIVICAY 12 SP

TIVICAY PD 12 SP

ARTV NUCLEOSIDE, NUCLEOTIDE, NON-NUCLEOSIDE RTI COMB

COMPLERA (emtricita/rilpivirine/tenof df) 13 PA QL(1TAB/DAY) SP

DELSTRIGO 13 PA QL(1TAB/DAY) SP

efavirenz/emtricit/tenofovr df 11 QL(1TAB/DAY) SP

efavirenz/emtricit/tenofovr df (Complera) 11 QL(1TAB/DAY) SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ARTV NUCLEOSIDE, NUCLEOTIDE, NON-NUCLEOSIDE RTI COMB (cont.)

efavirenz/lamivu/tenofov disop (Symfi Lo) T QL(1TAB/DAY) SP
efavirenz/lamivu/tenofov disap (Symfi) T QL(1TAB/DAY) SP
ODEFSEY 13 PA QL(1TAB/DAY) SP
SYMFI (efavirenz-lamivu-tenofov disop) T3 PA QL(1TAB/DAY) SP
SYMFI LO (efavirenz-lamivu-tenofov disop) 13 PA QL(1TAB/DAY) SP
ARV-NUCLEOSIDE, NUCLEOTIDE RTI, INTEGRASE INHIBITORS

BIKTARVY 12 QL(1TAB/DAY) SP
GENVOYA 12 QL(1TAB/DAY) SP
STRIBILD 13 PA QL(1TAB/DAY) SP
EYE ANTIVIRALS

trifluridine T

ZIRGAN 13

ANTIVIRALS (AIDS/HIV) (cont)

ANTIVIRALS (Infections)

ANTIVIRAL - MAIN PROTEASE (MPRO) INHIBITOR

PAXLOVID 12 QL(1TAB/120 DAYS)
ANTIVIRAL - RNA POLYMERASE INHIBITOR

LAGEVRIO (EUA) 12 QL(1 PACK/120 DAYS)
ANTIVIRAL MONOCLONAL ANTIBODIES

BEYFORTUS 13 PPACA
ANTIVIRALS, GENERAL

acyclovir 200 mg capsule 1

acyclovir 200 mg/5 ml susp T1

acyclovir 200 mg/5 ml susp cup T1

acyclovir 400 mq tablet T1

acyclovir 800 mg tablet T1

acyclovir 800 mg/20ml susp cup T1

famciclovir T1

FLUMADINE (rimantadine hcl) 13

LIVTENCITY 13 PA QL(4 TABS/DAY) SP
oseltamivir 6 mg/mi suspension (Tamiflu) 11 QL(180 MLS/30 DAYS)
oseltamivir phos 30 mg capsule (Tamiflu) 11 QL(20 CAPS/30 DAYS)
oseltamivir phos 45 mq capsule (Tamiflu) T QL(10 CAPS/30 DAYS)

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIVIRALS (Infections) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTIVIRALS, GENERAL (cont)

oseltamivir phos 75 mq capsule (Tamiflu) T QL(10 CAPS/30 DAYS)

PREVYMIS 20 MG PELLET PACKET 13 Sp

PREVYMIS 120 MG PELLET PACKET 13 Sp

PREVYMIS 240 MG TABLET 13 SPHD

PREVYMIS 480 MG TABLET 13 SPHD

RELENZA 13 QL(20 BLISTERS/30 DAYS)

rimantadine hcl (Flumadine) 11

SITAVIG 13 PA QL(2 TABS/30 DAYS)

TAMIFLU 30 MG CAPSULE (oseltamivir phosphate) 13 QL(20 CAPS/30 DAYS)

TAMIFLU 45 MG CAPSULE (oseltamivir phosphate) T3 QL(10 CAPS/30 DAYS)

TAMIFLU 6 MG/ML SUSPENSION (oseltamivir phosphate) 13 QL(180 MLS/30 DAYS)

TAMIFLU 75 MG CAPSULE (oseltamivir phosphate) 13 QL(10 CAPS/30 DAYS)

TEMBEXA 13

valacyclovir hel (Valtrex) T1

VALCYTE (valganciclovir hcl) 13 PA

valganciclovir hcl (Valcyte) 11

VALTREX (valacyclovir hcl) 13

XOFLUZA 13 QL(2 TABS/30 DAYS)

HEP C - NS5A, NS3/4A, NUCLEOTIDE NS5B INHIB COMBO

VOSEVI 12 PA QL(1TAB/DAY) SPHD

HEP C VIRUS, NUCLEOTIDE ANALOG NS5B POLYMERASE INH

SOVALDI 200 MG TABLET 13 PA QL(1TAB/DAY) SPHD

SOVALDI 400 MG TABLET 13 PA QL(1TAB/DAY) SPHD

SOVALDI 150 MG, 200 MG PELLET PACKET 13 PA QL(1 PACK/DAY) SP HD

HEP C VIRUS-NS5B POLYMERASE AND NS5A INHIB. COMBO.

EPCLUSA 150-37.5 MG PELLET PKT 12 PA QL(1 PACK/DAY) SP HD

EPCLUSA 200 MG-50 MG TABLET 12 PA QL(1TAB/DAY) SPHD

EPCLUSA 200 MG-50 MG TABLET 12 PA QL(1 PACK/DAY) SP HD

EPCLUSA 400 MG-100 MG TABLET 12 PA QL(1TAB/DAY) SPHD

HARVONI 33.75-150 MG PELLET PK 12 PA QL(1 PACK/DAY) SP HD

HARVONI 45-200 MG PELLET PACKT 12 PA QL(1 PACK/DAY) SP HD

HARVONI 45-200 MG TABLET 12 PA QL(1TAB/DAY) SPHD

HARVONI 90-400 MG TABLET 12 PA QL(1TAB/DAY) SPHD

LEDIPASVIR-SOFOSBUVIR 13 PA QL(1TAB/DAY) SPHD

SOFOSBUVIR-VELPATASVIR 13 PA QL(1TAB/DAY) SPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ANTIVIRALS (Infections) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
HEPATITIS B TREATMENT AGENTS

adefovir dipivoxil T1 SPHD

BARACLUDE 0.05 MG/ML SOLUTION 12 SPHD

BARACLUDE 0.5 MG TABLET (entecavir) 13 PA QL(1TAB/DAY) SPHD
BARACLUDE 1 MG TABLET (entecavir) 13 PA SP HD

entecavir 0.5 mq tablet (Baraclude) T QL(1TAB/DAY) SP HD
entecavir 1 mq tablet (Baraclude) 11 SPHD

lamivudine 1 Sp

VEMLIDY 12 SPHD

HEPATITIS C TREATMENT AGENTS

PEGASYS 12 PA SP HD

ribavirin T SPHD

HEPATITIS C VIRUS- NS5A AND NS3/4A INHIBITOR COMB

MAVYRET 100-40 MG TABLET 13 PA QL(3 TABS/DAY) SPHD
MAVYRET 50-20 MG PELLET PACKET 13 PA QL(5 PACKS/DAY) SP HD
ZEPATIER 12 PA QL(1TAB/DAY) SP HD

ANTIVIRALS (Skin Conditions)

TOPICAL ANTIVIRAL AND ANTI-INFLAMMATORY STEROID

XERESE 13 PA QL (5gm/30 days)
TOPICAL ANTIVIRALS

acyclovir 5% cream (Zovirax) 11 PA QL(5 GMS/30 DAYS)
acyclovir 5% ointment (Zovirax) T PA QL(15 GMS/30 DAYS)
DENAVIR (penciclovir) 13 QL(5 GMS/30 DAYS)
penciclovir (Denavir) T1 QL(5 GMS/30 DAYS)
Z0VIRAX 5% CREAM (acyclovir) 13 PA QL(5 GMS/30 DAYS)
Z0VIRAX 5% OINTMENT (acyclovir) 13 PA QL(15 GMS/30 DAYS)
TOPICAL GENITAL WART-HPV TREATMENT AGENTS

VEREGEN 13 PA

ANAPHYLAXIS THERAPY AGENTS

AUTONOMIC DRUGS (Allergy/Nasal Sprays)

AUVI-Q 13 PA QL(4 UNITS/30 DAY9)
EPINEPHRINE 0.15 MG AUTO-INJCT 13 PA QL(4 UNITS/30 DAYS)
epinephrine 0.15 mq auto-injct (Epipen Jr 2-Pak) T1 QL(4 UNITS/30 DAYS)
epinephrine 0.15 mg auto-injct (Epipen Jr) T1 QL(4 UNITS/30 DAYS)

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

QL — Quantity Limit
ST—Step Therapy

PA — Prior Authorization

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

AUTONOMIC DRUGS (Allergy/Nasal Sprays) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANAPHYLAXIS THERAPY AGENTS (cont,)

EPINEPHRINE 0.3 MG AUTO-INJECT 13 PA QL(4 UNITS/30 DAYS)

epinephrine 0.3 mq auto-inject (Epipen 2-Pak) T1 QL(4 UNITS/30 DAYS)

epinephrine 0.3 mq auto-inject (Epipen) T1 QL(4 UNITS/30 DAYS)

EPIPEN (epinephrine) 13 PA QL(4 UNITS/30 DAYS)

EPIPEN 2-PAK (epinephrine) 13 PA QL(4 UNITS/30 DAYS)

EPIPEN JR (epinephrine) 13 PA QL(4 UNITS/30 DAYS)

EPIPEN JR 2-PAK (epinephrine) 13 PA QL(4 UNITS/30 DAYS)

NEFFY 12 QL(4 UNITS/30 DAYS)

CHOLINESTERASE INHIBITORS

ADLARITY 12 PA QL(4 PATCHES/28 DAYS) HD
ARICEPT (donepezil hcl) 13 PAHD

donepezil hcl i HD

donepezil hel (Aricept) 11 HD

EXELON (rivastigmine) 13 HD

galantamine er 16 mq capsule T1 HD

galantamine er 24 mq capsule T1 HD

galantamine er 8 mq capsule T1 QL(1 CAP/DAY) HD
galantamine hbr i HD

MESTINON (pyridostigmine bromide) 13 HD

pyridostigmine 60 mg/5 ml cup (Mestinon) T1 HD

pyridostigmine 60 mg/5 ml soln (Mestinon) T1 HD

PYRIDOSTIGMINE BR 30 MG TABLET

13 PA QL(20 TABS/DAY) HD

pyridostigmine br 60 mg tablet (Mestinon) 1 HD
pyridostigmine bromide (Mestinon) T1 HD
rivastigmine (Exelon) 11 HD
rivastigmine tartrate 1 HD
ZUNVEYL 13 PA QL(2 TABS/DAY) HD

AUTONOMIC DRUGS (Attention Deficit Hyperactivity Disorder)®
ADRENERGICS, AROMATIC, NON-CATECHOLAMINE
ADDERALL (dextroamphetamine-amphetamine)
ADDERALL XR (dextroamphetamine-amphet er)
ADZENYS XR-0DT

T1—Typically Generics PA — Prior Authorization

T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

13 PA
13 PA ST QL(1 CAP/DAY)
13 PA QL(1TAB/DAY)

AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
HD — May require home delivery pharmacy
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List of Prescription Medications

AUTONOMIC DRUGS (Attention Deficit Hyperactivity Disorder)°® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ADRENERGICS, AROMATIC, NON-CATECHOLAMINE (cont)

amphetamine sulfate (Evekeo) T PA

DESOXYN (methamphetamine hcl) 13 PA

DEXEDRINE SPANSULE 10 MG (dextroamphetamine sulfate) 13 PA QL(T CAP/DAY)
DEXEDRINE SPANSULE 15 MG CAP (dextroamphetamine sulfate) T3 PA QL(3 CAPS/DAY)
dextroamphetamine er 10 mg cap (Dexedrine) 11 PA QL(T CAP/DAY)
dextroamphetamine er 15 mg cap (Dexedrine) 11 PA QL(3 CAPS/DAY)
dextroamphetamine er 5 mq cap 11 PA QL(T CAP/DAY)
dextroamphetamine sulfate 1 PA
dextroamphetamine sulfate 13 PA ST
dextroamphetamine sulfate (Zenzedi) T PA
dextroamphetamine/amphetamine (Adderall Xr) 11 PA QL(T CAP/DAY)
dextroamphetamine/amphetamine (Adderall) 11 PA
dextroamphetamine/amphetamine (Mydayis) 11 PA QL(T CAP/DAY)
DYANAVEL XR 10 MG TABLET 13 PA QL(1TAB/DAY)
DYANAVEL XR 15 MG TABLET 13 PA QL(1TAB/DAY)
DYANAVEL XR 2.5 MG/ML SUSP 13 PA QL(8 MLS/DAY)
DYANAVEL XR 20 MG TABLET 13 PA QL(1TAB/DAY)
DYANAVEL XR 5 MG TABLET 13 PA QL(1TAB/DAY)
EVEKEO (amphetamine sulfate) 13 PA

EVEKEO ODT 13 PA
methamphetamine hcl (Desoxyn) T1 PA

MYDAYIS (dextroamphetamine/amphetamine) T3 PA QL(1 CAP/DAY)
XELSTRYM 13 PA QL(1 PATCH/DAY)
ZENZED 13 PA ST

LZENZEDI (dextroamphetamine sulfate) 13 PAST

AUTONOMIC DRUGS (Blood Pressure/Heart Medications)

ADRENERGIC VASOPRESSOR AGENTS

droxidopa 100 mg capsule (Northera) 11 SPHD
droxidopa 200 mg capsule (Northera) 11 SPHD
droxidopa 300 mg capsule (Northera) 1 SPHD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

AUTONOMIC DRUGS (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ADRENERGIC VASOPRESSOR AGENTS (cont.,)

midodrine hc T

NORTHERA (droxidapa) 13 PASPHD
ALPHA-ADRENERGIC BLOCKING AGENTS

DIBENZYLINE (phenoxybenzamine hcl) 13 HD
phenoxybenzamine hcl (Dibenzyline) T1 HD
PARASYMPATHETIC AGENTS

bethanechol chloride T1 HD
cevimeline hel (Evoxac) T HD
EVOXAC (cevimeline hcl) 13 PAHD
pilocarpine hcl 5 mg tablet (Salagen) T1 HD
pilocarpine hel 7.5 mg tablet (Salagen) 11 HD

SALAGEN (pilocarpine hcl) 13 HD
BIOLOGICALS (Allergy/Nasal Sprays)

ALLERGENIC EXTRACTS, THERAPEUTIC

GRASTEK 13 PA QL(1TAB/DAY)
ODACTRA 13 PA QL(1 TAB/DAY)
ORALAIR 13 PA QL(1TAB/DAY)
PALFORZIA 13 PA SP

RAGWITEK 13 PA QL(1TAB/DAY)

BIOLOGICALS (Blood Pressure/Heart Medications)

PLASMA KALLIKREIN INHIBITORS
TAKHZYRO 13 PASPHD

BIOLOGICALS (Miscellaneous)

PKU TREATMENT AGENTS - PHENYLALANINE AMMONIA LYASE
PALYNZIQ 13 PASPHD

BIOLOGICALS (Vaccines)

COVID-I9 VACCINES

COMIRNATY 12 PPACA

COMIRNATY 2023-2024 12 PPACA

COMIRNATY 2024-2025 12 PPACA

COMIRNATY 2025-2026 (12Y UP) 12 PPACA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP— Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

BIOLOGICALS (Vaccines) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
COVID-I9 VACCINES (cont,)
COMIRNATY 2025-2026(5-11Y) 12 PPACA
JANSSEN COVID-19 VACCINE (EUA) 12 PPACA
MNEXSPIKE 2025-2026 (12Y UP) 12 PPACA
MODERNA COVID (12Y UP)VAC(EUA) 12 PPACA
MODERNA COVID 23-24(6M-11Y)EUA 12 PPACA
MODERNA COVID 24-25(6M-11Y)EUA 12 PPACA
MODERNA COVID BIVAL(6MO UP)EUA 12 PPACA
MODERNA COVID BIVAL(6MO-5Y)EUA 12 PPACA
MODERNA COVID(6M-5Y) VACC(EUA) 12 PPACA
MODERNA COVID-19 BOOSTER (EUA) 12 PPACA
NOVAVAX COVID 2023-2024 (EUA) 12 PPACA
NOVAVAX COVID 2024-2025 (EUA) 12 PPACA
NOVAVAX COVID-19 VACC,ADJ(EUA) 12 PPACA
NUVAXOVID 2025-2026 12 PPACA
PFIZER COVID (12Y UP) VAC(EUA) 12 PPACA
PFIZER COVID (5-11Y) VAC (EUA) 12 PPACA
PFIZER COVID (6M-4Y) VACC(EUA) 12 PPACA
PFIZER COVID 2023-24(5-11Y)EUA 12 PPACA
PFIZER COVID 2023-24(6M-4Y)EUA 12 PPACA
PFIZER COVID 2024-25(5-11Y)EUA 12 PPACA
PFIZER COVID 2024-25(6M-4Y)EUA 12 PPACA
PFIZER COVID BIVAL (12Y UP)EUA 12 PPACA
PFIZER COVID BIVAL (5-11YR)EUA 12 PPACA
PFIZER COVID BIVAL (6MO-4Y)EUA 12 PPACA
PFIZER COVID-19 VACCINE (EUA) 12 PPACA
SPIKEVAX 2023-2024 12 PPACA
SPIKEVAX 2024-2025 12 PPACA
SPIKEVAX 2025-2026 (12Y UP) 12 PPACA
SPIKEVAX 2025-2026 (6M-11Y) 12 PPACA
SPIKEVAX COVID (18Y UP) VACC 12 PPACA
ENTERIC VIRUS VACCINES
IPOL 12 PPACA
ROTARIX 13 PPACA
ROTATEQ 13 PPACA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

BIOLOGICALS (Vaccines) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
GRAM NEGATIVE COCCI VACCINES
BEXSERO 12 PPACA
MENACTRA 12
MENQUADF 12 PPACA
MENVEQ A-C-Y-W-135-DIP 12 PPACA
PENBRAYA 12 PPACA
PENMENVY MEN A-B-C-W-Y 12 PPACA
TRUMENBA 12 PPACA
GRAM POSITIVE COCCI VACCINES
CAPVAXIVE 12 PPACA
PNEUMOVAX 23 12 PPACA
PREVNAR 13 12
PREVNAR 20 12 PPACA
VAXNEUVANCE 12 PPACA
INFLUENZA VIRUS VACCINES
AFLURIA 2025-2026 12
AFLURIA 2025-2026 (3YR UP) 12 PPACA
AFLURIA QUAD 2022-2023 12 PPACA
AFLURIA QUAD 2022-23 (3YR UP) 12 PPACA
AFLURIA QUAD 2023-2024 12 PPACA
AFLURIA QUAD 2023-24 (3YR UP) 12 PPACA
AFLURIATRIV 2024-25 (3YR UP) 12 PPACA
AFLURIATRIVALENT 2024-25 12 PPACA
FLUAD 2025-2026 12 PPACA
FLUAD QUAD 2022-2023 12 PPACA
FLUAD QUAD 2023-2024 12 PPACA
FLUAD TRIVALENT 2024-2025 12 PPACA
FLUARIX 2025-2026 12 PPACA
FLUARIX QUAD 2022-2023 12 PPACA
FLUARIX QUAD 2023-2024 12 PPACA
FLUARIX TRIVALENT 2024-2025 12 PPACA
FLUBLOK 2025-2026 12 PPACA
FLUBLOK QUAD 2022-2023 12 PPACA
FLUBLOK QUAD 2023-2024 12 PPACA
FLUBLOK TRIVALENT 2024-2025 12 PPACA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

BIOLOGICALS (Vaccines) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
INFLUENZA VIRUS VACCINES (cont,)
FLUCELVAX 2025-2026 SYRINGE 12 PPACA
FLUCELVAX 2025-2026 VIAL 12
FLUCELVAX QUAD 2022-2023 12 PPACA
FLUCELVAX QUAD 2023-2024 12 PPACA
FLUCELVAXTRIVALENT 2024-2025 12 PPACA
FLULAVAL 2025-2026 12 PPACA
FLULAVAL QUAD 2022-2023 12 PPACA
FLULAVAL QUAD 2023-2024 12 PPACA
FLULAVAL TRIVALENT 2024-2025 12 PPACA
FLUMIST 2025-2026 13 PPACA
FLUMIST HOME 2025-2026 13 PPACA
FLUMIST QUAD 2022-2023 13 PPACA
FLUMIST QUAD 2023-2024 13 PPACA
FLUMISTTRIVALENT 2024-2025 13 PPACA
FLUZONE 2025-2026 SYRINGE 12 PPACA
FLUZONE 2025-2026 VIAL 12
FLUZONE HIGH-DOSE 2025-2026 12 PPACA
FLUZONE HIGH-DOSE QUAD 2022-23 12 PPACA
FLUZONE HIGH-DOSE QUAD 2023-24 12 PPACA
FLUZONE HIGH-DOSE TRIV 2024-25 12 PPACA
FLUZONE QUAD 2022-2023 12 PPACA
FLUZONE QUAD 2023-2024 12 PPACA
FLUZONETRIVALENT 2024-2025 12 PPACA
NEUROTOXIC VIRUS VACCINES
DENGVAXIA 12 PPACA
TOXIN-PRODUCING BACILLI VACCINES/TOXOIDS
BCG VACCINE (TICE STRAIN) 12 SP
VACCINE/TOXOID PREPARATIONS, COMBINATIONS
ACTHIB 12 PPACA
ADACEL TDAP 12 PPACA
BOOSTRIXTDAP 12 PPACA
DAPTACEL DTAP 12 PPACA
DIPHTHERIA-TETANUS TOXOIDS-PED 12
HIBERIX 12 PPACA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

BIOLOGICALS (Vaccines) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
VACCINE/TOXOID PREPARATIONS, COMBINATIONS (cont,)

INFANRIX DTAP 12 PPACA
KINRIX 12 PPACA
M-M-R I VACCINE 12 PPACA
PEDVAXHIB 12 PPACA
PENTACEL 12 PPACA
PENTACEL ACTHIB COMPONENT 12 PPACA
PRIORIX 12 PPACA
PROQUAD 12 PPACA
QUADRACEL DTAP-IPV 12 PPACA
TDVAX 12 PPACA
TENIVAC 12 PPACA
VAXELIS 12 PPACA
VIRAL/TUMORIGENIC VACCINES

ABRYSVO 13 PPACA
ACAM2000 (NATIONAL STOCKPILE) 13

AREXVY 13 PPACA
ENGERIX-B ADULT 12 PPACA
ENGERIX-B PEDIATRIC-ADOLESCENT 12 PPACA
ERVEBO (NATIONAL STOCKPILE) 13

GARDASIL9 12 PPACA
HEPLISAV-B 12 PPACA
JYNNEOS (NATIONAL STOCKPILE) 13

JYNNEQS 13 PPACA
MRESVIA 13 PPACA
PEDIARIX 12 PPACA
PREHEVBRIO 12 PPACA
RECOMBIVAX HB 12 PPACA
SHINGRIX 12 QL(2 KITS/720 DAYS) PPACA
TWINRIX 12 PPACA
VARIVAX VACCINE 12 PPACA

BLOOD (Blood Modifiers/Bleeding Disorders)

AGENTS TO TX THROMBOTIC THROMBOCYTOPENIC PURPURA

CABLIVI 13 PA SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

BLOOD (Blood Modifiers/Bleeding Disorders) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-FIBRINOLYTIC AGENTS

AMICAR (aminocaproic acid) T3 SPHD

aminocaproic acid (Amicar) 11 SPHD

tranexamic acid T1 Sp

ANTI-HEMOPHILIC FACTORS

ALTUVIIIO 13 PA SP HD

ADYNOVATE 12 PASPHD

AFSTYLA 12 PASPHD

ALPHANATE 13 PA SP HD

ALTUVINIO 12 PASPHD

ELOCTATE 12 PA SP HD

ESPEROCT 12 PASPHD

HEMOFIL M 13 PASPHD

HUMATE-P 13 PASPHD

JVI 12 PA SP HD

KOATE 13 PASPHD

KOGENATE FS 12 PA SP HD

KOVALTRY 12 PASPHD

NOVOEIGHT 12 PASPHD

NUWIQ 13 PASPHD

RECOMBINATE 13 PA SP HD

WILATE 13 PASPHD

XYNTHA 13 PA SP HD

XYNTHA SOLOFUSE 13 PA SP HD

COMPLEMENT (C3) INHIBITORS

EMPAVEL 12 PA SP

FABHALTA 12 PA QL(2 CAPS/DAY) SP

TAVNEOS 13 PA QL(6 CAPS/DAY) SP

VOYDEYA 12 PA QL(1 PACKET/28 Days) SP

HEMOPHILIA TREATMENT AGENTS, NON-FACTOR REPLACEMENT

ALHEMO PEN 12 PA SP

HEMLIBRA 12 PA SP HD

HYMPAVZI PEN T2 PA SP

QFITLIA 13 PA SP

QFITLIA PEN 13 PA SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

BLOOD (Blood Modifiers/Bleeding Disorders) (con't)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

SICKLE CELL ANEMIA AGENTS

PYRUKYND 20 MG TABLET 13 PA QL(2TABS/DAY) SP

PYRUKYND 20-5 MG TAPER PACK 13 PA QL(2 PACKS/270 DAYS) SP

PYRUKYND 5 MG TABLET 13 PA QL(2TABS/DAY) SP

PYRUKYND 5 MG TAPER PACK 13 PA QL(2 PACKS/270 DAYS) SP

PYRUKYND 50 MG TABLET 13 PA QL(2 TABS/DAY) SP

PYRUKYND 50-20 MG TAPER PACK 13 PA QL(2 PACKS/270 DAYS) SP

SICKLE CELL ANEMIA AGENTS

DROXIA 12

OXBRYTA 300 MG TABLET 13 PA QL(3 TABS/DAY) SP

OXBRYTA 300 MG TABLET FOR SUSP 13 PA QL(5 TABS/DAY) SP

OXBRYTA 500 MG TABLET 13 PA QL(3 TABS/DAY) SP

SIKLOS 13 PA

XROMI 13 PA

TOPICAL HEMOSTATICS

ASTRINGYN 13

AVITENE 13

ENDO-AVITENE 13

EVICEL 13

gelatin sponge, absorb/porcine (Gelfoam) 11

GELFOAM 13

GELFOAM (gelatin sponge,absorb/porcine) 13

GELFOAM COMPRESSED 13

MONSELs 13

RECOTHROM 13

SURGICEL 13

SURGIFOAM T1

SYRINGE AVITENE 13

THROMBI-GEL (thrombin/cal/cmc/gel/dress,hem) 13

THROMBIN-JMI 13

THROMBI-PAD 13

ULTRAFOAM 13

HEMORRHEOLOGIC AGENTS

pentoxifylline T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIAC DRUGS (Blood Pressure/Heart Medications)

ANTI-ANGINAL, ANTI-ISCHEMIC AGENTS, NON-HEMODYNAMIC

RANEXA (ranolazine) 13 PA QL(4 TABS/DAY) HD
ranolazine 11 QL(4TABS/DAY) HD
ranolazine (Ranexa) 11 QL (4 tabs/day) HD
ANTI-ARRHYTHMICS

amiodarone hcl T HD

disopyramide phosphate (Norpace) T1 HD

dofetilide 125 mcg capsule (Tikosyn) 11 QL(8 CAPS/DAY) HD
dofetilide 250 mcg capsule (Tikosyn) T1 QL(4 CAPS/DAY) HD
dofetilide 500 mcg capsule (Tikosyn) T QL(2 CAPS/DAY) HD
flecainide acetate T1 HD

mexiletine hcl T HD

MULTAQ 12 HD

NORPACE (disopyramide phosphate) 13 PAHD

NORPACE (R 13 HD

pacerone 100 mg tablet 13 PAHD

pacerone 200 mgq tablet T1 HD

pacerone 400 mgq tablet 13 PAHD

propafenone hcl T1 HD

quinidine gluconate T1 HD

quinidine sulfate T1 HD

TIKOSYN 125 MCG CAPSULE (dofetilide) 13 PA QL(8 CAPS/DAY) HD
TIKOSYN 250 MCG CAPSULE (dofetilide) 13 PA QL(4 CAPS/DAY) HD
TIKOSYN 500 MCG CAPSULE (dofetilide) 13 PA QL(2 CAPS/DAY) HD
CALCIUM CHANNEL BLOCKER AND NSAID, COX-2 INHIBITOR

CONSENSI 13 PA QL(1TAB/DAY)
CALCIUM CHANNEL BLOCKING AGENTS

amlodipine besylate (Norvasc) 11 HD

CALAN SR (verapamil er) 13 HD

CARDIZEM (diltiazem hdl) 13 PAHD

CARDIZEM (D (diltiazem 24hr er (cd)) 13 PAHD

CARDIZEM LA 120 MG TABLET 13 PA QL(1TAB/DAY) HD
CARDIZEM LA 180 MG TABLET (matzim la) 13 PAHD

CARDIZEM LA 240 MGTABLET (matzim la) 13 PAHD

CARDIZEM LA 300 MGTABLET (matzim la) 13 PAHD

CARDIZEM LA 360 MG TABLET (matzim la) 13 PAHD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIAC DRUGS (Blood Pressure/Heart Medications) (con't)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

CALCIUM CHANNEL BLOCKING AGENTS (con't.)

CARDIZEM LA 420 MG TABLET (matzim la) 13 PAHD

CONJUPRI 13 PAHD

diltiazem 24h er(la) 120 mq tb (Cardizem La) T QL(1TAB/DAY) HD

diltiazem 24h er(la) 180 mq tb (Cardizem La) 11 HD

diltiazem 24h er(la) 240 mq tb (Cardizem La) 11 HD

diltiazem 24h er(la) 300 mq tb (Cardizem La) T1 HD

diltiazem 24h er(la) 360 mq tb (Cardizem La) T1 HD

diltiazem 24h er(la) 420 mq tb (Cardizem La) 11 HD

diltiazem hcl T HD

diltiazem hcl (Cardizem (d) 11 HD

diltiazem hcl (Cardizem La) 11 HD

diltiazem hcl (Cardizem) T HD

diltiazem hcl (Tiazac) T HD

felodipine T1 HD

isradipine T1

KATERZIA 13 PAQL(10 MLS/DAY) HD

LEVAMLODIPINE MALEATE 13 PAHD

nicardipine hcl T1 HD

nifedipine 11 HD

nifedipine (Adalat Cc) 11 HD

nifedipine (Procardia XI) 11 HD

nimodipine T HD

nimodipine 30 mq capsule 1 HD

nimodipine 60 mg/20 ml soln T1

nisoldipine er 17 mq tablet (Sular) 11 HD

nisoldipine er 20 mq tablet T QL(1TAB/DAY) HD

nisoldipine er 25.5 mg tablet T1 HD

nisoldipine er 30 mgq tablet T1 HD

nisoldipine er 34 mq tablet (Sular) 11 HD

nisoldipine er 40 mq tablet T1 HD

nisoldipine er 8.5 mq tablet (Sular) T1 HD

NORLIQVA 12 PAQL(10 MLS/DAY) HD

NORVASC (amlodipine besylate) 13 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIAC DRUGS (Blood Pressure/Heart Medications) (con't.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
CALCIUM CHANNEL BLOCKING AGENTS (con't.)

NYMALIZE 13

PROCARDIA XL (nifedipine) 13 PAHD
SULAR (nisoldipine) 13 HD
TIAZAC (diltiazem hdl) 13 HD
verapamil hcl T1 HD
verapamil hcl (Calan Sr) 11 HD
verapamil hcl (Verelan Pm) 11 HD
verapamil hel (Verelan) 1 HD
VERELAN (verapamil hcl) 13 HD
VERELAN PM (verapamil hcl) 13 HD
CARDIAC MYOSIN INHIBITOR

CAMZYOS 13 PA QL(T CAP/DAY) SPHD
DIGITALIS GLYCOSIDES

digoxin (Lanoxin) 11 HD
digoxin 0.05 mg/ml solution T1 HD
digoxin 0.125 mq tablet (Lanoxin) 11 HD
digoxin 0.25 mgq tablet (Lanoxin) T1 HD
digoxin 125 mcg tablet (Lanoxin) T1 HD
digoxin 250 mcg tablet (Lanoxin) 11 HD
digoxin 62.5 mcq tablet (Lanoxin) 11 PAHD
LANOXIN (digoxin) 13 PAHD
HEART RATE REDUCING, SA SELECTIVE I(F) CURRENT INH.

CORLANOR 5 MGTABLET (ivabradine hcl) 13 PAHD
CORLANOR 5 MG/5 ML ORAL SOLN 12 PA SP HD
CORLANOR 7.5 MG TABLET (ivabradine hcl) 13 PAHD
fvabradine he/ (Corlanor) 11 PAHD
SOLUBLE GUANYLATE CYCLASE (SGC) STIMULATOR

VERQUVO 12 PA QL(1TAB/DAY)
VASODILATORS, CORONARY

GONITRO 13 HD
ISORDIL (isosorbide dinitrate) 13 PAHD
ISORDILTITRADOSE (isosorbide dinitrate) 13 PAHD
isosorbide dinitrate 10 mq tab T1 HD
isosorbide dinitrate 20 mq tab T1 HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIAC DRUGS (Blood Pressure/Heart Medications) (con't.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
VASODILATORS, CORONARY (con't,)

isosorbide dinitrate 30 mq tab T1 HD
isosorbide dinitrate 40 mq tab (Isordil) 11 PAHD
isosorbide dinitrate 5 mq tab (Isordil Titradose) 11 HD
isosorbide mononitrate T1 HD
MINITRAN T1 HD
NITRO-DUR 0.1 MG/HR PATCH 13 HD
NITRO-DUR 0.2 MG/HR PATCH 13 HD
NITRO-DUR 0.3 MG/HR PATCH 12 HD
NITRO-DUR 0.4 MG/HR PATCH 13 HD
NITRO-DUR 0.6 MG/HR PATCH 13 HD
NITRO-DUR 0.8 MG/HR PATCH 12 HD
nitroglycerin 11 HD
nitroglycerin 0.3 mg tablet s/ (Nitrostat) T1 HD
nitroglycerin 0.4 mg tablet s/ (Nitrostat) T1 HD
nitroglycerin 0.6 mg tablet s/ (Nitrostat) T1 HD
nitroglycerin 400 mcq spray (Nitrolingual) T1 HD
NITROLINGUAL (nitroglycerin) 13 HD
NITROMIST (nitroglycerin) 13 HD

NITROSTAT (nitroglycerin) 13 HD

CARDIOVASCULAR (Asthma/COPD/Respiratory)

PULM ANTI-HTN,SOLUBLE GUANYLATE CYCLASE STIMULATOR

ADEMPAS 12 PASPHD

PULM.ANTI-HTN,SEL.C-GMP PHOSPHODIESTERASE T5 INHIB

ADCIRCA (tadalafil) 13 PA SP HD

REVATIO (sildenafi citrate) 13 PA SPHD

sildenafil 10 mg/ml oral susp (Revatio) T1 PA SP HD

sildenafil 20 mg tablet (Revatio) 11 PASPHD

tadalafil (Adcirca) 11 PASPHD

tadalafil 20 mq tablet (Adcirca) T1 PASPHD

TADLIQ 13 PA SP HD

PULMONARY ANTI-HTN, ENDOTHELIN RECEPTOR ANTAGONIST

ambrisentan (Letairis) 11 PASPHD

bosentan (Tracleer) 11 PASPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIOVASCULAR (Asthma/COPD/Respiratory) (con't)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
PULMONARY ANTI-HTN, ENDOTHELIN RECEPTOR ANTAGONIST (con't.)

LETAIRIS (ambrisentan) 13 PASPHD

OPSUMIT 12 PA SP HD

TRACLEER 125 MG TABLET (bosentan) 13 PASPHD

TRACLEER 32 MG TABLET FOR SUSP 12 PASPHD

TRACLEER 62.5 MGTABLET (bosentan) 13 PASPHD

PULMONARY ANTIHYPER AGENT, ACTRIIA-FC

WINREVAIR 13 PASPHD

WINREVAIR (2 PACK) 13 PA SP HD

PULMONARY ANTIHYPERTENSIVES, PROSTACYCLIN-TYPE

ORENITRAM ER 13 PASPHD

ORENITRAM MONTH TTITRATION KT 13 PA QL(168 TABS/180 DAYS) SP HD
ORENITRAM MONTH 2 TITRATION KT 13 PA QL(336 TABS/180 DAYS) SP HD
ORENITRAM MONTH 3 TITRATION KT 13 PA QL(252 TABS/180 DAYS) SP HD
TYVASO 13 PASPHD

TYVASO DPI 12 PASPHD

TYVASO INSTITUTIONAL START KIT 13 PASPHD

TYVASO REFILLKIT 13 PASPHD

TYVASO STARTER KIT 13 PA SP HD

UPTRAVI 12 PA SPHD

VENTAVIS 12 PASPHD

PULMONARY HTN-ENDOTHELIN RECEPT ANTG-CGMP PDE5 INH

OPSYNVI 12 PA QL(1TAB/DAY) SPHD

CARDIOVASCULAR (Blood Pressure/Heart Medications)

ACE INHIBITOR-CALCIUM CHANNEL BLOCKER COMBINATION

amlodipine besylate/benazepril 1 HD
amlodipine besylate/benazepril (Lotrel) T HD
LOTREL (amlodipine besylate-benazepril) 13 HD
PRESTALIA 14 MG-10 MG TABLET 13 HD
PRESTALIA 3.5 MG-2.5 MG TABLET 13 QL (1 tab/day) HD
PRESTALIA 7 MG-5 MG TABLET 13 QL (1 tab/day) HD
trandolapril/verapamil hc/ T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIOVASCULAR (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name

ACE INHIBITOR-THIAZIDE OR THIAZIDE-LIKE DIURETIC

ACCURETIC (quinapril-hydrochlorothiazide)
benazepril/hydrochlorothiazide

benazepril/hydrochlorothiazide (Lotensin Hct)

captopril-hctz 25-15 mq tablet

captopril-hctz 25-25 mq tablet

captopril-hctz 50-15 mq tablet

captopril-hctz 50-25 mq tablet

enalapril/hydrochlorothiazide

enalapril/hydrochlorothiazide (Vaseretic)
fosinapril/hydrochlorothiazide

lisinapril/hydrochlorothiazide (Zestoretic)

LOTENSIN HCT (benazepril-hydrochlorothiazide)
quinapril/hydrochlorothiazide (Accuretic)

VASERETIC (enalapril-hydrochlorothiazide)

ZESTORETIC (fisinopril-hydrochlorothiazide)
ALPHA/BETA-ADRENERGIC BLOCKING AGENTS
carvedilol (Coreg)

carvedilol er 10 mq capsule (Coreg (r)
carvedilol er 20 mq capsule (Coreg (r)

carvedilol er 40 mq capsule (Coreg (r)

carvedilol er 80 mq capsule (Coreg (r)

(OREG (carvedilol)

(OREG CR 10 MG CAPSULE (carvedilol phosphate
(OREG (R 20 MG CAPSULE (carvedilol phosphate
(OREG (R 40 MG CAPSULE (carvedilol phosphate
COREG (R 80 MG CAPSULE (carvedilol phosphate
labetalol hcl 100 mg tablet

labetalol hcl 200 mg tablet

labetalol hcl 300 mg tablet

LABETALOL HCL 400 MG TABLET
ALPHA-ADRENERGIC BLOCKING AGENTS
CARDURA (doxazosin mesylate)

CARDURA XL

doxazosin mesylate (Cardura)

)
)
)
)

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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Drug Tier

Coverage Requirements and Limits

STHD

HD

HD

QL(3 TABS/DAY) HD
QL(2TABS/DAY) HD
QL(3 TABS/DAY) HD
QL(2TABS/DAY) HD
HD

HD

HD

HD

STHD
HD
STHD
STHD

HD

QL(1 CAP/DAY) HD
QL(T CAP/DAY) HD
QL(T CAP/DAY) HD
HD

PAHD

PAQL(1 CAP/DAY) HD
PAQL(1 CAP/DAY) HD
PAQL(1 CAP/DAY) HD
PAHD

HD

HD

HD

HD

HD
HD
HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

CARDIOVASCULAR (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ALPHA-ADRENERGIC BLOCKING AGENTS (con't.)

MINIPRESS (prazosin hcl) 13 HD

prazosin hcl T1 HD

prazosin hcl (Minipress) 11 HD

terazosin hcl T HD

TEZRULY 13 PAHD
ANGIOTEN.RECEPTR ANTAG-CALCIUM CHANL BLKR-THIAZIDE

amlodipine/valsartan/hcthiazid (Exforge Hct) 11 HD

EXFORGE HCT (amlodipine/valsartan/hcthiazid) T3 PAHD
olmesartan/amlodipin/hcthiazid (Tribenzor) 11 HD

TRIBENZOR (o/mesartan-amlodipine-hctz) 13 PAHD
ANGIOTENSIN RECEPT-NEPRILYSIN INHIBITOR COMB (ARNI)

ENTRESTO (sacubitril/valsartan) 73 PA QL(2 TABS/DAY)
ENTRESTO SPRINKLE 12 HD
sacubitril/valsartan (Entresto) 11 QL(2 TABS/DAY) HD
ANGIOTENSIN RECEPTOR ANTAG.-THIAZIDE DIURETIC COMB

ATACAND HCT (candesartan-hydrochlorothiazid) 13 PAHD

AVALIDE (irbesartan-hydrochlorothiazide) 13 PAHD

BENICAR HCT 20-12.5 MG TABLET (o/mesartan-hydrochlorothiazide) 13 PA QL(1TAB/DAY) HD
BENICAR HCT 40-12.5 MG TABLET (o/mesartan-hydrochlorothiazide) 13 PAHD

BENICAR HCT 40-25 MG TABLET (olmesartan-hydrochlorothiazide) 13 PAHD
candesartan/hydrochlorothiazid (Atacand Hct) 11 HD

DIOVAN HCT (valsartan-hydrochlorothiazide) 13 PAHD
EDARBYCLOR 13 PAHD

HYZAAR (losartan-hydrochlorothiazide) 13 PAHD
irbesartan/hydrochlorothiazide (Avalide) T1 HD
losartan/hydrochlorothiazide (Hyzaar) T1 HD

MICARDIS HCT 40-12.5 MG TABLET (telmisartan-hydrochlorothiazid) 13 STQL(1TAB/DAY) HD
MICARDIS HCT 80-12.5 MG TABLET (telmisartan-hydrochlorothiazid) 13 STHD

MICARDIS HCT 80-25 MG TABLET (telmisartan-hydrochlorothiazid) 13 STHD
olmesartan-hctz 20-12.5 mgq tab (Benicar Hct) T QL(1TAB/DAY) HD
olmesartan-hctz 40-12.5 mg tab (Benicar Hct) 1 HD
olmesartan-hctz 40-25 mq tab (Benicar Hct) 1 HD
telmisartan-hctz 40-12.5 mg tb (Micardis Hct) T QL(1TAB/DAY) HD
telmisartan-hctz 80-12.5 mg tb (Micardis Hct) 11 HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIOVASCULAR (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANGIOTENSIN RECEPTOR ANTAG.-THIAZIDE DIURETIC COMB (con't.)

telmisartan-hctz 80-25 mg tab (Micardis Hct) T1 HD
valsartan/hydrochlorothiazide (Diovan Hct) 11 HD
ANGIOTENSIN RECEPTOR BLOCKR-CALCIUM CHANNEL BLOCKR
amlodipine besylate/valsartan (Exforge) 11 HD
amlodipine-olmesartan 10-20 mq (Azor) 11 HD
amlodipine-olmesartan 10-40 mq (Azor) T HD
amlodipine-olmesartan 5-20 mq (Azor) T QL(1TAB/DAY) HD
amlodipine-olmesartan 5-40 mq (Azor) 11 HD
AZOR 10-20 MG TABLET (amlodipine-olmesartan) 13 PAHD
AZOR 10-40 MG TABLET (amlodipine-olmesartan) 13 PAHD
AZOR 5-20 MG TABLET (amlodipine-olmesartan) 13 PA QL(1TAB/DAY) HD
AZOR 5-40 MG TABLET (amlodipine-olmesartan) 13 PAHD
EXFORGE (amlodipine besylate/valsartan) T3 PAHD
telmisartan-amlodipine 40-10 T HD
telmisartan-amlodipine 40-5 mg T QL(1TAB/DAY) HD
telmisartan-amlodipine 80-10 1 HD
telmisartan-amlodipine 80-5 mg T1 HD
ANTI-HYPERTENSIVES, ACE INHIBITORS
ACCUPRIL (guinapril hel) 13 STHD
ALTACE (ramipril) 13 PAHD
benazepril hcl 1 HD
benazepril hel (Lotensin) T1 HD
captopril T1 HD
enalapril maleate (Epaned) 11 HD
enalapril maleate (Vasotec) 11 HD
EPANED (enalapril maleate) 13 PAHD
fosinapril sodium T1 HD
lisinapril (Zestril) T HD
LOTENSIN (benazepril hel) 13 STHD
moexipril he T1 HD
perindopril erbumine T HD
QBRELIS 13 PAHD
quinapril hel (Accupril) T1 HD
ramipril 11 HD

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication

T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

SP — Specialty Medication
HD — May require home delivery pharmacy

(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

CARDIOVASCULAR (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-HYPERTENSIVES, ACE INHIBITORS (cont.)

ramipril (Altace) 11 HD

trandolapril 1 HD

VASOTEC (enalapril maleate) 13 PAHD

ZESTRIL (fisinopril) 13 PAHD
ANTIHYPERTENSIVES, ANGIOTENSIN RECEPTOR ANTAGONIST

ARBLI 13 PAHD

ATACAND (candesartan cilexetil) 13 PAHD

AVAPRO (irbesartan) 13 PAHD

BENICAR 5 MG TABLET (o/mesartan medoxomil) 13 PAHD

BENICAR 20 MG TABLET (olmesartan medoxomil) 13 PA QL(1TAB/DAY) HD
BENICAR 40 MG TABLET (olmesartan medoxomil) 13 PAHD

candesartan cilexetil (Atacand) T HD

(OZAAR (Josartan potassium) 13 PAHD

DIOVAN (valsartan) 13 PAHD

EDARBI 40 MG TABLET 13 PA QL(1TAB/DAY) HD
EDARBI 80 MG TABLET 13 PAHD

eprosartan mesylate 1 HD

irbesartan 1 HD

irbesartan (Avapro) T1 HD

losartan potassium (Cozaar) T1 HD

MICARDIS 40 MG TABLET (telmisartan) 13 PA QL(1TAB/DAY) HD
MICARDIS 80 MG TABLET (telmisartan) 13 PAHD

olmesartan medoxomil 20 mq tab (Benicar) T QL(1TAB/DAY) HD
olmesartan medoxomil 40 mq tab (Benicar) T HD

olmesartan medoxomil 5 mq tab (Benicar) T1 HD

telmisartan 20 mq tablet (Micardis) T QL(1TAB/DAY) HD
telmisartan 40 mq tablet (Micardis) T QL(1TAB/DAY) HD
telmisartan 80 mgq tablet (Micardis) 11 HD

valsartan 160 mg tablet (Diovan) 11 HD

valsartan 20 mg/5 ml solution T1 HD

VALSARTAN 20 MG/5 ML SOLUTION 13 STHD

valsartan 320 mq tablet (Diovan) T HD

valsartan 40 mq tablet (Diovan) 11 HD

valsartan 80 mg tablet (Diovan) 11 HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIOVASCULAR (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name

ANTI-HYPERTENSIVES, GANGLIONIC BLOCKERS

VECAMYL

ANTI-HYPERTENSIVES, MISCELLANEOUS

DEMSER (metyrosine)

metyrosine (Demser)
ANTI-HYPERTENSIVES, SYMPATHOLYTIC
CATAPRES-TTS 1 (clonidine)
CATAPRES-TTS 2 (clonidine)
CATAPRES-TTS 3 (clonidine)

clonidine (Catapres-tts 1)

clonidine (Catapres-tts 2)

clonidine (Catapres-tts 3)

clonidine hcl

CLONIDINEHCLER 0.17 MG TAB
quanfacine hcl

methyldopa
methyldopa/hydrochlorothiazide
NEXICLON XR
ANTI-HYPERTENSIVES, VASODILATORS
hydralazine he

minoxidil

BETA-ADRENERGIC BLOCKING AGENTS
acebutolol hel

atenolo/ (Tenormin)

BETAPACE (sotalo! af)

BETAPACE AF (sotalol af)

betaxolol hcl

bisoprolo! fumarate 10 mg tab
BISOPROLOL FUMARATE 2.5 MG TAB
bisoprolol fumarate 5 mg tab

BYSTOLIC 10 MG TABLET (nebivolol hcl)
BYSTOLIC 2.5 MG TABLET (nebivolol hel)
BYSTOLIC 20 MG TABLET (nebivolol hcl)
BYSTOLIC 5 MG TABLET (nebivolol hcl)

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

Drug Tier Coverage Requirements and Limits
11
13 PAHD
T1 PAHD
13 PAHD
13 PAHD
13 PAHD
T1 HD
11 HD
11 HD
11 HD
13 PA QL(2TABS/DAY) HD
11 HD
T1 HD
11 HD
13 PA QL(2TABS/DAY) HD
11 HD
11 HD
11 HD
11 HD
13 PAHD
13 PAHD
11 HD
11 HD
13 PA QL(1TAB/DAY) HD
11 HD
13 PA QL(1TAB/DAY) HD
13 PA QL(1TAB/DAY) HD
13 PAHD
13 PA QL(1TAB/DAY) HD

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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PPACA — No Cost-Share Preventive Medication
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List of Prescription Medications

CARDIOVASCULAR (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

BETA-ADRENERGIC BLOCKING AGENTS (cont.)

HEMANGEOL 13 PA

INDERAL LA (propranolol hcl er) 13 PAHD

INDERAL XL 13 PAHD

INNOPRAN XL 13 PAHD

KAPSPARGO SPRINKLE 13 PAHD

LOPRESSOR 13 PAHD

LOPRESSOR (metoprolol tartrate) 13 PAHD

metoprolol succinate (Toprol XI) T HD

metoprolol tartrate T1 HD

metoprolol tartrate (Lopressor) 11 HD

nadolol T HD

nebivolol 10 mg tablet (Bystolic) T QL(1TAB/DAY) HD

nebivolol 2.5 mg tablet (Bystolic) T QL(1TAB/DAY) HD

nebivolol 20 mg tablet (Bystolic) T HD

nebivolol 5 mg tablet (Bystolic) T1 QL(1TAB/DAY) HD

pindolol 11 HD

propranolol he T1 HD

propranolol hel (Inderal La) 11 HD

sotalol hel (Betapace Af) 11 HD

sotalol hel (Betapace) T HD

SOTYLIZE 13 HD

TENORMIN (atenolol) 13 PAHD

timolol maleate T HD

TOPROL XL (metaprolol succinate) 13 PAHD

BETA-BLOCKERS AND THIAZIDE, THIAZIDE-LIKE DIURETICS

atenolol/chlorthalidone (Tenoretic 100) T HD

atenolol/chlorthalidone (Tenoretic 50) 11 HD

bisoprolol/hydrochlorothiazide T1 HD

metoprolol/hydrochlorothiazide T1 HD

propranolol/hydrochlorothiazid T1 HD

TENORETIC 100 (atenolol-chlorthalidone) 13 PAHD

TENORETIC 50 (atenolol-chlorthalidone) 13 PAHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIOVASCULAR (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ENDOTHELIN RECEPTOR ANTAGONISTS

TRYVIO 13 PA SP

RENIN INHIBITOR, DIRECT

aliskiren 150 mgq tablet (Tekturna) T QL(1TAB/DAY) HD
aliskiren 300 mgq tablet (Tekturna) 11 HD

TEKTURNA 150 MG TABLET (aliskiren hemifumarate) 13 PA QL(1TAB/DAY) HD
TEKTURNA 300 MG TABLET (aliskiren hemifumarate) 13 PAHD

RENIN INHIBITOR, DIRECT AND THIAZIDE DIURETIC COMB

TEKTURNA HCT 12 HD
VASODILATORS, COMBINATION

BIDIL (isosorbide dinit/hydralazine) 13 PA QL(6 TABS/DAY) HD
isosorbide dinit/hydralazine (Bidil) T1 QL(6 TABS/DAY) HD
VASODILATORS, PERIPHERAL

ergoloid mesylates T1

isoxsuprine hcl 1

CARDIOVASCULAR (Cholesterol Medications)

ANTI-HYPERLIP.HMG COA REDUCT INHIB-CHOLEST.AB.INHIB

ezetimibe/atorvastatin calcium T PAHD
ezetimibe/simvastatin (Vytorin) 11 HD
ROSUVASTATIN-EZETIMIBE 13 PAHD
ROSZET 13 PAHD
VYTORIN (ezetimibe-simvastatin) T3 PAHD
ANTI-HYPERLIPID- HMG-COA RI-CALCIUM CHANNEL BLOCKER
amlodipine-atorvast 10-10 mq (Caduet) T HD
amlodipine-atorvast 10-20 mq (Caduet) T1 HD
amlodipine-atorvast 10-40 mq (Caduet) T1 HD
amlodipine-atorvast 10-80 mq (Caduet) 11 HD
amlodipine-atorvast 2.5-10 mg T1 HD
amlodipine-atorvast 2.5-20 mg T QL(1TAB/DAY) HD
amlodipine-atorvast 2.5-40 mg 1 QL(1TAB/DAY) HD
amlodipine-atorvast 5-10 mq (Caduet) T1 HD
amlodipine-atorvast 5-20 mq (Caduet) T1 QL(1TAB/DAY) HD
amlodipine-atorvast 5-40 mq (Caduet) T QL(1TAB/DAY) HD
amlodipine-atorvast 5-80 mq (Caduet) 11 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy

(0]



List of Prescription Medications

CARDIOVASCULAR (Cholesterol Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-HYPERLIPID- HMG-COA RI-CALCIUM CHANNEL BLOCKER (con't)

CADUET 10 MG-10 MG TABLET (amlodipine-atorvastatin) T3 HD

CADUET 10 MG-20 MG TABLET (amlodipine-atorvastatin) 13 HD

CADUET 10 MG-40 MG TABLET (amlodipine-atorvastatin) 13 HD

CADUET 10 MG-80 MG TABLET (amlodipine-atorvastatin) 13 HD

CADUET 5 MG-10 MG TABLET (amlodipine-atorvastatin) 13 HD

CADUET 5 MG-20 MG TABLET (amlodipine-atorvastatin) 13 QL(1TAB/DAY) HD
CADUET 5 MG-40 MG TABLET (amlodipine-atorvastatin) T3 QL(1TAB/DAY) HD
CADUET 5 MG-80 MG TABLET (amlodipine-atorvastatin) 13 HD
ANTI-HYPERLIPIDEMIC - APOLIPOPROTEIN INHIBITOR

TRYNGOLZA 13 PA QL(T AUTO-INJ/28 DAYS) SP
ANTI-HYPERLIPIDEMIC - ATP CITRATE LYASE INHIBITOR

NEXLETOL 12 PA QL(1TAB/DAY)
ANTI-HYPERLIPIDEMIC - MTP INHIBITOR

JUXTAPID 5 MG CAPSULE 13 PAQL(1 CAP/DAY) SPHD
JUXTAPID 10 MG CAPSULE 13 PAQL(1 CAP/DAY) SPHD
JUXTAPID 20 MG CAPSULE 13 PA QL(2 CAPS/DAY) SPHD
JUXTAPID 30 MG CAPSULE 13 PA QL(2 CAPS/DAY) SPHD
ANTI-HYPERLIPIDEMIC - PCSK9 INHIBITORS

PRALUENT PEN 13 PA

REPATHA PUSHTRONEX 12

REPATHA SURECLICK 12

REPATHA SYRINGE 12
ANTI-HYPERLIPIDEMIC-ACLY AND CHOLES ABSORP INHIB

NEXLIZET 12 PA QL(1TAB/DAY)
ANTI-HYPERLIPIDEMIC-HMGCOA REDUCTASE INHIB (Statins)

ALTOPREV 20 MG TABLET 13 STQL(1TAB/DAY) HD
ALTOPREV 40 MG TABLET 13 STHD

ALTOPREV 60 MG TABLET 13 STHD

ATORVALIQ 13 STHD

atorvastatin 10 mg tablet (Lipitor) 11 HD PPACA

atorvastatin 20 mq tablet (Lipitor) T HD PPACA

atorvastatin 40 mq tablet (Lipitor) 1 HD

atorvastatin 80 mq tablet (Lipitor) T1 HD

(CRESTOR 10 MG TABLET (rosuvastatin calcium) T3 PA QL(1TAB/DAY) HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIOVASCULAR (Cholesterol Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-HYPERLIPIDEMIC-HMGCOA REDUCTASE INHIB (Statins) (cont.)

(CRESTOR 20 MG TABLET (rosuvastatin calcium) 13 PA QL(1TAB/DAY) HD
(CRESTOR 40 MG TABLET (rosuvastatin calcium) 13 PAHD

CRESTOR 5 MG TABLET (rosuvastatin calcium) 13 PA QL(1TAB/DAY) HD
FLOLIPID 13 STHD

fluvastatin sodium T HD PPACA

fluvastatin sodium (Lescol XI) 11 HD PPACA

LESCOL XL (fluvastatin er) 73 PAHD

LIPITOR (atorvastatin calcium) 13 PAHD

LIVALO 1 MGTABLET (pitavastatin calcium) 13 PA QL(1TAB/DAY) HD
LIVALO 2 MG TABLET (pitavastatin calcium) 13 PA QL(1TAB/DAY) HD
LIVALO 4 MG TABLET (pitavastatin calcium) 13 PAHD

lovastatin 10 mq tablet T1 HD

lovastatin 20 mq tablet T1 HD PPACA

lovastatin 40 mq tablet T1 HD PPACA

pitavastatin 1 mgq tablet (Livalo) T1 QL(1TAB/DAY) HD PPACA
pitavastatin 2 mq tablet (Livalo) 11 QL(1TAB/DAY) HD PPACA
pitavastatin 4 mq tablet (Livalo) 11 HD PPACA

pravastatin sodium T1 HD PPACA

rosuvastatin calcium 10 mq tab (Crestor) T QL(1TAB/DAY) HD PPACA
rosuvastatin calcium 20 mq tab (Crestor) 1 QL(1TAB/DAY) HD
rosuvastatin calcium 40 mq tab (Crestor) T1 HD

rosuvastatin calcium 5 mq tab (Crestor) T1 QL(1TAB/DAY) HD PPACA
simvastatin 10 mgq tablet (Zocor) 11 HD PPACA

simvastatin 20 mg tablet (Zocor) 11 HD PPACA

simvastatin 40 mg tablet (Zocor) 11 HD PPACA

simvastatin 5 mg tablet T1 HD

simvastatin 80 mg tablet T1 QL(1TAB/DAY) HD
Z0COR 13 PAHD

ZYPITAMAG 13 STHD

BILE SALT SEQUESTRANTS

cholestyramine T1 HD

cholestyramine (Questran Light) T1 HD

cholestyramine (with sugar) (Questran) I HD
cholestyramine/aspartame T1 HD

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands ST — Step Therapy

PA — Prior Authorization
QL — Quantity Limit

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIOVASCULAR (Cholesterol Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BILE SALT SEQUESTRANTS (cont,)
colesevelam hcl (Welchol) T1 HD
COLESTID 13 HD
COLESTID (colestipol hel) 13 HD
colestipol he T HD
colestipol hel (Colestid) 11 HD
QUESTRAN (cholestyramine) 13 HD
QUESTRAN LIGHT (cholestyramine) 13 HD
WELCHOL (colesevelam hcl) 13 PAHD
LIPOTROPICS
ezetimibe (Zetia) T HD
fenofibrate 120 mgq tablet (Fenoglide) T1 HD
fenofibrate 130 mq capsule 11 HD
fenofibrate 134 mq capsule T1 HD
fenofibrate 145 mgq tablet (Tricor) 11 HD
FENOFIBRATE 150 MG CAPSULE 1 HD
fenofibrate 160 mgq tablet T1 HD
fenofibrate 200 mq capsule T1 HD
FENOFIBRATE 30 MG CAPSULE 13 PAHD
fenofibrate 40 mgq tablet (Fenoglide) 11 HD
fenofibrate 43 mq capsule T1 HD
fenofibrate 48 mq tablet (Tricor) 11 HD
FENOFIBRATE 50 MG CAPSULE 1 HD
fenofibrate 54 mq tablet T1 HD
fenofibrate 67 mq capsule 11 HD
FENOFIBRATE 90 MG CAPSULE 13 PAHD
fenofibric acid T HD
fenofibric acid (choline) 11 HD
fenofibric acid (Fibricor) 11 HD
FENOGLIDE (fenofibrate) 13 PAHD
FIBRICOR (fenofibric acid) 13 STHD
gemfbrozil (Lopid) 11 HD
LIPOFEN 13 STHD
LOPID (gemfibrozil) 13 HD
niacin 1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CARDIOVASCULAR (Cholesterol Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
LIPOTROPICS (cont.)

niacin T1 PAHD

NIACOR 13 PAHD

TRICOR (fenofibrate nanocrystallized) 13 STHD

[ETIA (ezetimibe) T3 PAHD

CARDIOVASCULAR (MISCELLANEOUS)

ENDOTHELIN-ANGIOTENSIN RECEPTOR ANTAGONIST
FILSPARI 12 PA QL(1TAB/DAY) SP

CNS DRUGS (Alzheimer’s Disease)

ALZHEIMER’S THERAPY, NMDA RECEPTOR ANTAGONISTS

memantine hc/ (Namenda) 11 HD

MEMANTINE HCL T1 HD

memantine hcl er 14 mq capsule (Namenda Xr) T QL(1 CAP/DAY) HD
memantine hcl er 21 mq capsule (Namenda Xr) T HD

memantine hcl er 28 mg capsule (Namenda Xr) T1 HD

memantine hcl er 7 mq capsule (Namenda Xr) T QL(1 CAP/DAY) HD
NAMENDA 12 HD

NAMENDA XR 14 MG CAPSULE (memantine hcl er) 13 PA QL(T CAP/DAY) HD
NAMENDA XR 28 MG CAPSULE (memantine hcl er) 13 PAHD

NAMENDA XR 7 MG CAPSULE (memantine hcl er) 13 PAQL(1 CAP/DAY) HD
NAMENDA XRTITRATION PACK 13 QL(112 CAPS/365 DAYS) HD
ALZHEIMER'S THX,NMDA RECEPTOR ANTAG-CHOLINES INHIB

memantine hcl/donepezil hcl (Namzaric) T1 QL(2 CAPS/DAY) HD
NAMZARIC 14 MG-10 MG CAPSULE (memantine hcl/donepezil hl) 13 PA QL(2 CAPS/DAY) HD
NAMZARIC 21 MG-10 MG CAPSULE (memantine hcl/donepezil hl) 13 PA QL(2 CAPS/DAY) HD
NAMZARIC 28 MG-10 MG CAPSULE (memantine hcl/donepezil hel) 13 PA QL(2 CAPS/DAY) HD
NAMZARIC 7 MG-10 MG CAPSULE 13 PA QL(2 CAPS/DAY) HD
NAMZARICTITRATION PACK 13 PA QL(112 CAPS/365 DAYS) HD
AMYLOID DIRECTED MONOCLONAL ANTIBODY

LEQEMBI IQLIK 360 MG/1.8 ML 13 PA SP

CNS DRUGS (Miscellaneous)

AMYOTROPHIC LATERAL SCLEROSIS AGENTS

RADICAVA ORS 105 MG/5 ML SUSP 13 PA QL(50 MLS/30 DAYS) SPHD
RADICAVA ORS STARTER KIT SUSP 13 PA QL(70 MLS/365 DAYS) SP HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CNS DRUGS (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
AMYOTROPHIC LATERAL SCLEROSIS AGENTS (cont.)

RILUTEK (riluzole) 13 PASPHD

riluzole (Rilutek) T SPHD

TEGLUTIK 13 PA SP

TIGLUTIK 13 PA SP

DRUGS TO TREAT MOVEMENT DISORDERS

AUSTEDO 13 PASPHD

AUSTEDO XR 6 MG TABLET 13 PA QL(3 TABS/DAY) SP HD
AUSTEDO XR 12 MG TABLET 13 PA QL(1TAB/DAY) SPHD
AUSTEDO XR 18 MG TABLET 13 PA QL(1TAB/DAY) SPHD
AUSTEDO XR 24 MG TABLET 13 PA QL(2 TABS/DAY) SP HD
AUSTEDO XR 30 MG TABLET 13 PA QL(1TAB/DAY) SPHD
AUSTEDO XR 36 MG TABLET 13 PA QL(1TAB/DAY) SPHD
AUSTEDO XR 42 MG TABLET 13 PA QL(1TAB/DAY) SPHD
AUSTEDO XR 48 MG TABLET 13 PA QL(1TAB/DAY) SPHD
AUSTEDO XR TITRATION KT(WK1-4) 13 PAQL(1 KIT/180 DAYS) SPHD
HORIZANT 13 PA

INGREZZA 13 PA QL(1 CAP/DAY) SP
INGREZZA INITIATION PK (TARDIV) 13 PA QL(28 CAPS/365 DAYS) SP
INGREZZA SPRINKLE 13 PA QL(1 CAP/DAY) SP
tetrabenazine (Xenazine) T PASPHD

XENAZINE (tetrabenazine) 13 PASPHD

GLYPROMATE (GPE) ANALOGS

DAYBUE 13 PA QL(120 MLS/DAY) SP
PSEUDOBULBAR AFFECT (PBA) AGENTS, NMDA ANTAGONISTS

NUEDEXTA 13 QL(4 CAPS/DAY)
XANTHINES

caffeine citrate T1 HD

CNS DRUGS (Multiple Sclerosis)

AGENTS TO TREAT MULTIPLE SCLEROSIS

AUBAGIO (teriflunomide) 13 PASPHD

AVONEX (4 PACK) 12 PASPHD

AVONEX PEN (4 PACK) 12 PASPHD

BAFIERTAM 12 PASPHD

BETASERON 12 PA SP HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CNS DRUGS (Multiple Sclerosis) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

AGENTS TO TREAT MULTIPLE SCLEROSIS (cont,)

cladribine T PASPHD

COPAXONE (glatiramer acetate) 13 PASPHD

dimethyl fumarate 30d start pk (Tecfidera) 11 SPHD

dimethyl fumarate dr 120 mg cp (Techdera) 11 HD

dimethy! fumarate dr 120 mq cp (Techdera) 1 SPHD

dimethyl fumarate dr 240 mq cp (Techidera) T1 HD

dimethyl fumarate dr 240 mq ¢p (Techidera) T1 SPHD

fingolimod hdl (Gilenya) 11 SPHD

GILENYA 0.25 MG CAPSULE 13 PA QL(1 CAP/DAY) SP
GILENYA 0.5 MG CAPSULE (fingolimod hcl) 13 PA SP HD

glatiramer acetate (Copaxone) 1 SPHD

KESIMPTA PEN 12 PA SPHD
MAVENCLAD 13 PA SP HD

MAYZENT 12 PA SP HD

PLEGRIDY 12 PA SP HD

PLEGRIDY PEN 12 PA SP HD

PONVORY 13 PA SP HD

REBIF 12 PA SPHD

REBIF REBIDOSE 12 PA SP HD

TASCENSO ODT 13 PA QL(1TAB/DAY) SPHD
TECFIDERA (dimethy! fumarate) 13 PASPHD
teriflunomide (Aubagio) 11 SPHD

VUMERITY 12 PASPHD

AGTS TX NEUROMUSC TRANSMISSION DIS, POT-CHAN BLKR

AMPYRA (dalfampridine) 13 PASPHD
dalfampridine er 10 mg tablet (Ampyra) 11 PAHD

dalfampridine er 10 mg tablet (Ampyra) T PASPHD

FIRDAPSE 13 PA QL(8 TABS/DAY) SP
SPHINGOSINE I-PHOSPHATE (SIP) RECEPTOR MODULATOR

ZEPOSIA 12 PA SP HD

CNS DRUGS (Pain Relief And Inflammatory Disease)

CALCITONIN GENE-RELATED PEPTIDE (CGRP) INHIBITORS

EMGALITY SYRINGE

12

PA

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

CNS DRUGS (Pain Relief And Inflammatory Disease) (cont,)

Prescription Drug Name
POSTHERPETIC NEURALGIA AGENTS
gabapentin (Gralise)

GRALISE ER 300 MG TABLET (gabapentin)
GRALISE ER 450 MG TABLET (gabapentin)
GRALISE ER 600 MG TABLET (gabapentin)
GRALISE ER 750 MG TABLET (gabapentin)
GRALISE ER 900 MG TABLET (gabapentin)

Drug Tier

11
13
13
13
13
13

SPHINGOSINE I-PHOSPHATE (SIP) RECEPTOR MODULATOR

VELSIPITY
ZEPOSIA

12
12

Coverage Requirements and Limits

PA

PA
PA

PA QL(30TABS/30 DAYS) SP HD
PASPHD

CNS DRUGS (Seizure Disorders)

ANTI-CONVULSANT - BENZODIAZEPINE TYPE

clobazam (Onfi)

clonazepam

clonazepam (Klonopin)

DIASTAT (diazepam)

diazepam 10 mq rectal gel syst

diazepam 10mgq rectal gel (2pk)

diazepam 2.5 mq rectal gel sys (Diastat)

diazepam 20 mq rectal gel syst

diazepam 20mq rectal gel (2pk)

KLONOPIN (clonazepam)

LIBERVANT

NAYZILAM

ONFl (clobazam)

SYMPAZAN

VALTOCO

ANTI-CONVULSANT - CANNABINOID TYPE
EPIDIOLEX

ANTI-CONVULSANTS

APTIOM 200 MG TABLET (eslicarbazepine acetate)
APTIOM 400 MG TABLET (eslicarbazepine acetate)
APTIOM 600 MG TABLET (eslicarbazepine acetate)
APTIOM 800 MG TABLET (eslicarbazepine acetate)

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

11
11
11

13

13
13
13
13

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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HD

HD

HD

PAHD

HD

HD

HD

HD

HD

PAHD

PA QL(10 FILMS/30 DAYS) HD
PA QL(10 UNITS/30 DAYS) HD
PAHD

PAHD

PA QL(10 BLISTER PACKS/30 DAYS) HD

PASPHD

PA QL(1TAB/DAY) HD
PA QL(1TAB/DAY) HD
PAHD
PAHD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

CNS DRUGS (Seizure Disorders) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-CONVULSANTS (cont)

BANZEL 200 MG TABLET (rufinamide) 13 PAQL(16 TABS/DAY) HD

BANZEL 40 MG/ML SUSPENSION (rufinamide) 13 PA QL(80 MLS/DAY) HD

BANZEL 400 MG TABLET (rufinamide) 13 PA QL(8 TABS/DAY) HD

BRIVIACT 13 PAHD

carbamazepine (Carbatrol) 11 HD

carbamazepine (Tegretol Xr) 11 HD

carbamazepine (Tegretol) 11 HD

carbamazepine 100 mq tab chew 1 HD

carbamazepine 100 mg/5 ml cup T1 HD

carbamazepine 100 mg/5 mi susp (Tegretol) T1 HD

CARBAMAZEPINE 200 MG TAB CHEW 13 HD

carbamazepine 200 mgq tablet (Tegretol) 11 HD

carbamazepine 200 mg/10 ml cup 1 HD

CARBATROL (carbamazepine) 13 PAHD

CELONTIN (methsuximide) 13 HD

DEPAKOTE (divalproex sodium) T3 PAHD

DEPAKOTE ER (divalproex sodium er) 13 PAHD

DEPAKOTE SPRINKLE (divalproex sodium) 13 PAHD

DIACOMIT 13 PASPHD

DILANTIN 100 MG CAPSULE (phenytoin sodium extended) 13 PAHD

DILANTIN 30 MG CAPSULE 12 PAHD

DILANTIN 50 MG INFATAB (phenytoin) 13 PAHD

DILANTIN-125 (phenytoin) 13 PAHD

divalproex sodium (Depakote Er) 11 HD

divalproex sodium (Depakote Sprinkle) 1 HD

divalproex sodium (Depakote) T HD

ELEPSIA XR 13 PAHD

EPRONTIA (topiramate) 13 PAHD

eslicarbazepine 200 mg, 400 mq tablet 11 PA QL(1TAB/DAY) HD

eslicarbazepine 600 mg, 800 mq tablet T1 PAHD

ethosuximide (Zarontin) 11 HD

felbamate (Felbatol) T1 HD

FELBATOL (felbamate) 13 PAHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CNS DRUGS (Seizure Disorders) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-CONVULSANTS (cont)

FINTEPLA 13 PASPHD

FYCOMPA 0.5 MG/ML ORAL SUSP 13 PAHD

FYCOMPA 2 MG TABLET (perampanel) 13 PAHD

FYCOMPA 4 MG TABLET (perampanel) 13 PA QL(1TAB/DAY) HD

FYCOMPA 6 MG TABLET (perampanel) 13 PA QL(1TAB/DAY) HD

FYCOMPA 8 MG TABLET (perampanel) 13 PAHD

FYCOMPA 10 MG TABLET (perampanel) 13 PAHD

FYCOMPA 12 MG TABLET (perampanel) 13 PAHD

gabapentin T1 HD

gabapentin (Neurontin) T1 HD

GABARONE 13 PAHD

KEPPRA (Jevetiracetam) 13 PAHD

KEPPRA XR (levetiracetam) 13 PAHD

lacosamide (Vimpat) 11 HD

LAMICTAL (BLUE) (famotrigine) 13 PAHD

LAMICTAL (GREEN) (famotrigine) 13 PAHD

LAMICTAL (lamotrigine) 13 PAHD

LAMICTAL (ORANGE) (famotrigine) 13 PAHD

LAMICTAL ODT (BLUE) (lamotrigine) 13 PAHD

LAMICTAL ODT (GREEN) (lamotrigine) 13 PAHD

LAMICTAL ODT (lamotrigine) 13 PAHD

LAMICTAL ODT (ORANGE) (lamotrigine) 13 PAHD

LAMICTAL XR (BLUE) 13 PAHD

LAMICTAL XR (GREEN) 13 PAHD

LAMICTAL XR (Jamotrigine) 13 PAHD

LAMICTAL XR (ORANGE) 13 PAHD

lamotrigine (Lamictal (blue)) 11 HD

lamotrigine (Lamictal (green)) 11 HD

lamotrigine (Lamictal (orange)) T HD

lamotrigine (Lamictal Odt (blue)) 11 HD

lamotrigine (Lamictal Odt (green)) 11 HD

lamotrigine (Lamictal Odt (orange)) 11 HD

lamotrigine (Lamictal Odt) 11 HD

lamotrigine (Lamictal Xr) 11 HD

T—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CNS DRUGS (Seizure Disorders) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-CONVULSANTS (cont,)

lamotrigine (Lamictal) T HD

levetiracetam (Keppra Xr) 11 HD

levetiracetam (Keppra) 11 HD

levetiracetam 1,000 mg tablet (Keppra) 11 HD

levetiracetam 1,000mg/10ml cup (Keppra) 1 HD

levetiracetam 100 mg/ml soln (Keppra) T1 HD

LEVETIRACETAM 250 MG TAB SUSP 13 PAHD

levetiracetam 250 mq tablet (Keppra) T1 HD

levetiracetam 500 mg tablet (Keppra) 11 HD

levetiracetam 500 mg/5 ml cup 11 HD

levetiracetam 500 mg/5 ml soln 1 HD

levetiracetam 750 mq tablet (Keppra) T1 HD

LYRICA (pregabalin) 13 PAHD

methsuximide (Celontin) 11 HD

MOTPOLY XR 100 MG CAPSULE 13 PA QL(1 CAP/DAY) HD

MOTPOLY XR 150 MG CAPSULE 13 PA QL(2 CAPS/DAY) HD

MOTPOLY XR 200 MG CAPSULE 13 PA QL(2 CAPS/DAY) HD

MYSOLINE (primidone) 13 PAHD

NEURONTIN (gabapentin) 13 PAHD

oxcarbazepine (Oxtellar Xr) 11 PAHD

oxcarbazepine (Trileptal) 11 HD

OXTELLAR XR (oxcarbazepine) 13 PAHD

perampanel 10 mq tablet (Fycompa) 1 PAHD

perampanel 12 mq tablet (Fycompa) T1 PAHD

perampanel 2 mq tablet (Fycompa) 11 PAHD

perampanel 4 mq tablet (Fycompa) T1 PA QL(1TAB/DAY) HD

perampanel 6 mq tablet (Fycompa) 11 PA QL(1TAB/DAY) HD

perampanel 8 mq tablet (Fycompa) 1 PAHD

PHENYTEK (phenytoin sodium extended) 13 PAHD

phenytoin T1 HD

phenytoin (Dilantin) 11 HD

phenytoin (Dilantin-125) 11 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy



List of Prescription Medications

CNS DRUGS (Seizure Disorders) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-CONVULSANTS (cont)

phenytoin sodium extended (Dilantin) 11 HD

phenytoin sodium extended (Phenytek) T HD

pregabalin (Lyrica) T HD

PRIMIDONE 125 MG TABLET 13 PAHD

primidone 250 mq tablet (Mysoline) T1 HD

primidone 50 mg tablet (Mysoline) 11 HD

QUDEXY XR (topiramate) T3 PAHD

rufinamide 200 mg tablet (Banzel) T PA QL(16 TABS/DAY) HD
rufinamide 40 mg/mli suspension (Banzel) T1 PA QL(80 MLS/DAY) HD
rufinamide 400 mg tablet (Banzel) 11 PA QL(8 TABS/DAY) HD
SABRIL (vigabatrin) 13 PA SP HD

SPRITAM 13 PAHD

subvenite 100 mq tablet (Lamictal) 11 HD

Subvenite 150 mq tablet (Lamictal) T HD

subvenite 200 mq tablet (Lamictal) T1 HD

subvenite 25 mq tablet (Lamictal) T HD

TEGRETOL (carbamazepine) 13 PAHD

TEGRETOL XR (carbamazepine) 13 PAHD

tiagabine hcl 12 mq tablet T QL(8 TABS/DAY) HD
tiagabine hcl 16 mg tablet T QL(6 TABS/DAY) HD
tiagabine hcl 2 mq tablet T1 HD

tiagabine hcl 4 mg tablet T1 HD

TOPAMAX (topiramate) 13 PAHD

topiramate (Qudexy Xr) 11 HD

topiramate 100 mq tablet (Topamax) 11 HD

topiramate 15 mg sprinkle cap (Topamax) 1 HD

topiramate 200 mq tablet (Topamax) T1 HD

topiramate 25 mq sprinkle cap (Topamax) 11 HD

topiramate 25 mq tablet (Topamax) T1 HD

topiramate 25 mg/mi solution (Eprontia) 11 HD

topiramate 50 mq sprinkle cap 1 HD

TOPIRAMATE 50 MG SPRINKLE CAP 13 PAHD

topiramate 50 mq tablet (Topamax) T1 HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CNS DRUGS (Seizure Disorders) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-CONVULSANTS (cont,)

topiramate er 100 mq capsule (Trokendi Xr) T QL(1 CAP/DAY) HD
topiramate er 200 mq capsule (Trokendi Xr) T1 HD

topiramate er 25 mq capsule (Trokendi Xr) T QL(1 CAP/DAY) HD
topiramate er 50 mq capsule (Trokendi Xr) 11 HD

TRILEPTAL (oxcarbazepine) 13 PAHD

TROKENDI XR 100 MG CAPSULE (topiramate) 13 QL(1 CAP/DAY) HD
TROKENDI XR 200 MG CAPSULE (topiramate) 13 HD

TROKENDI XR 25 MG CAPSULE (topiramate) 13 QL(T CAP/DAY) HD
TROKENDI XR 50 MG CAPSULE (topiramate) 13 HD

valproic acid 1 HD

valproic acid (as sodium salt) T HD

vigabatrin (Sabril) T SPHD

vigadrone 500 mg powder packet (Sabril) 11 SPHD

vigadrone 500 mg tablet (Sabril) 11 PASPHD

VIGAFYDE 13 PA SP

VIMPAT 10 MG/ML SOLUTION (facosamide) T2 HD

VIMPAT 100 MG TABLET (lacosamide) 13 PAHD

VIMPAT 150 MG TABLET (/acosamide) 13 PAHD

VIMPAT 200 MG TABLET (lacosamide) 13 PAHD

VIMPAT 50 MG TABLET (lacosamide) 13 PAHD

XCOPRI 100 MG TABLET 13 PA QL(1TABLET/DAY) HD
XCOPRI 12.5-25 MGTITRATION PK 13 PA QL(28 TABS/28 DAYS) HD
XCOPRI 150 MG TABLET 13 PA QL(1TABLET/DAY) HD
XCOPRI 150-200 MG TITRATION PK 13 PA QL(28 TABS/28 DAYS) HD
XCOPRI 200 MG TABLET 13 PA QL(2 TABS/DAY) HD
XCOPRI 25 MG TABLET 13 PA QL(1TABLET/DAY) HD
XCOPRI 250 MG DAILY DOSE PACK 13 PA QL(56 TABS/28 DAYS) HD
XCOPRI 350 MG DAILY DOSE PACK 13 PA QL(56 TABS/28 DAYS) HD
XCOPRI 50 MG TABLET 13 PA QL(1TABLET/DAY) HD
XCOPRI'50-100 MG TITRATION PAK 13 PA QL(28 TABS/28 DAYS) HD
ZARONTIN (ethosuximide) 13 PAHD

ZONEGRAN (zonisamide) 13 PAHD

ZONISADE 13 PA QL(6 MLS/30 DAYS) HD
Zonisamide 1 HD

Zonisamide (Zonegran) T HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

CNS DRUGS (Sleep Disorders/Sedatives)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
NARCOLEPSY TX-H3-RECEPT.ANTAGONIST/INVERSE AGONIST
WAKIX 13 PA QL(2TABS/DAY) SP HD

COLONY STIMULATING FACTORS (Blood Modifiers/Bleeding Disorders)
ERYTHROPOIESIS-STIMULATING AGENTS

ARANESP 12 PA SP

EPOGEN 12 PA SP

MIRCERA 13 PA SP

PROCRIT 12 PA SP

RETACRIT 12 PA SP

LEUKOCYTE (WBC) STIMULANTS

FULPHILA 13 PA SP

FYLNETRA 13 PA SP

GRANIX 13 PA SP

LEUKINE 12 5P

NEULASTA 12 PA SP

NEULASTA ONPRO 12 PA SP HD

NEUPOGEN 13 PA SP

NIVESTYM 12 SPHD

NYPOZI 13 PA SP

NYVEPRIA 12 PA SP

STIMUFEND 13 PA SP

UDENYCA 12 PA SP

UDENYCA AUTOINJECTOR 12 PA SP

UDENYCA ONBODY 12 PA SP

ZARXIO 12 SPHD

ZIEXTENZO 13 PA SP

THROMBOPOIETIN RECEPTOR AGONISTS

ALVAIZ 18 MG, 54 MG TABLET 13 PA QL(1TAB/DAY) SP

ALVAIZ 36 MG, 54 MG TABLET 13 PA QL(2TABS/DAY) SP

DOPTELET 12 PASPHD

DOPTELET SPRINKLE 12 PA SPHD

eltrombopag olamine (Promacta) T1 PA SP HD

MULPLETA 13 PA SP HD

PROMACTA (eltrombopag olamine) 13 PASPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medica

tions

COLONY STIMULATING FACTORS (Blood Pressure/Heart Medications)

Prescription Drug Name
LEUKOCYTE (WBC) STIMULANTS
RELEUKO

ROLVEDON

Drug Tier Coverage Requirements and Limits
13 PASP
12 PASP

COLONY STIMULATING FACTORS (Cancer)
CXCR4 CHEMOKINE RECEPTOR ANTAGONIST

XOLREMDI

13

PA QL(4 CAPS/DAY) SP CSL

CONTRACEPTIVES (Contraception Products)
CONTRACEPTIVES, INTRAVAGINAL, SYSTEMIC

ANNOVERA

etonogestrel/ethinyl estradiol (Nuvaring)
NUVARING (etonogestrel-ethinyl estradiol)
CONTRACEPTIVES, IMPLANTABLE
NEXPLANON

CONTRACEPTIVES, INJECTABLE
DEPO-PROVERA (medroxyprogesterone acetate)
DEPO-SUBQ PROVERA 104
medroxyprogesterone 150 mg/ml (Depo-provera)
CONTRACEPTIVES, INTRAVAGINAL
PHEXX

PHEXXI

CONTRACEPTIVES, ORAL

AVERI

BALCOLTRA (levonorgest/eth.estradiol/iron)
BEYAZ (rajani)

desog-e.estradiol/e.estradiol
desog-e.estradiol/e.estradiol
desogestrel-ethinyl estradiol

drospir/eth estra/levomefol ca (Beyaz)
drospir/eth estra/levomefol ca (Safyral)

ELLA

ESTROSTEP FE (tri-legest fe)

ethinyl estradiol/drospirenone (Yasmin 28)
ethinyl estradiol/drospirenone (Yasmin 28)
ethinyl estradiol/drospirenone (Yaz)

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

QL — Quantity Limit
ST—Step Therapy

PA — Prior Authorization

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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PPACA
PPACA
PPACA

SP PPACA

PPACA
PPACA
PPACA

PA PPACA
PA PPACA

PA HD PPACA
HD PPACA
HD PPACA
HD PPACA
PPACA

HD PPACA
HD PPACA
HD PPACA
HD PPACA
HD PPACA
PPACA
HD PPACA
HD PPACA

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

CONTRACEPTIVES (Contraception Products) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
CONTRACEPTIVES, ORAL (cont)
ethynodiol d-ethiny! estradiol 13 PAHD PPACA
FEMLYV 13 PA HD PPACA
levonorgest/eth.estradiol/iron (Balcoltra) T1 HD PPACA
levonorgestrel/ethin.estradiol 11 HD PPACA
l-norgest/e.estradiol-e.estrad T1 HD PPACA
LO LOESTRIN FE 13 PA
LOESTRIN (norethindrone ac/eth estradiol) 13 HD PPACA
LOESTRIN FE (norethindrone-e.estradiol-iron) 13 HD PPACA
NATAZIA 13 HD PPACA
NEXTSTELLIS 13 HD PPACA
noreth-ethinyl estradiol/iron 11 HD PPACA
noreth-ethinyl estradiol/iron 13 HD PPACA
norethind-eth estrad 1-0.02 mg (Loestrin) 11 HD PPACA
norethindrone 1 HD PPACA
norethindrone ac-eth estradiol (Loestrin) T HD PPACA
norethindrone-e.estradiol-iron T HD PPACA
norethindrone-e.estradiol-iron (Loestrin Fe) 11 HD PPACA
norethindrone-e.estradiol-iron (Taytulla) 11 HD PPACA
norethindrone-ethin. estradiol 1 HD PPACA
norethin-ee 1.5-0.03 mq (21) tb (Loestrin) T HD PPACA
norgestimate-ethiny! estradiol T1 HD PPACA
norgestrel-ethinyl estradiol 11 HD PPACA
SAFYRAL (drospir/eth estra/levomefol ca) T3 HD PPACA
SLYND 13 HD PPACA
TAYTULLA (norethindrone-e.estradiol-iron) 13 HD PPACA
TYBLUME 13 HD PPACA
YASMIN 28 (ethinyl estradiol/drospirenone) 13 HD PPACA
YAZ (ethinyl estradiol /drospirenone) T3 HD PPACA
CONTRACEPTIVES,TRANSDERMAL
norelgestromin/ethin.estradiol 11 HD PPACA
TWIRLA 13 HD PPACA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

CONTRACEPTIVES (Contraception Products) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DIAPHRAGMS/CERVICAL CAP

CAYA CONTOURED 12 PPACA
FEMCAP 12 PPACA
WIDE SEAL DIAPHRAGM 13 PPACA
INTRA-UTERINE DEVICES (IUDS)

KYLEENA 13 SP PPACA
LILETTA 13 SP PPACA
MIRENA 13 SP PPACA
MIUDELLA 13 SP PPACA
PARAGARDT 380-A 13 SP PPACA
PARAGARDT 380A (SINGLE HAND) 13 SP PPACA
SKYLA 13 SP PPACA

COUGH/COLD PREPARATIONS (Allergy/Nasal Sprays)

IST GEN ANTIHIST-DECONGEST-ANTICHOLINERGIC COMB
RESPA AR. (pseudoephed/chlor-mal/bell alk) 13

COUGH/COLD PREPARATIONS (Cough/Cold Medications)
ANTI-TUSSIVES, NON-OPIOID

benzonatate 100 mg capsule T1

benzonatate 150 mg capsule T1 PA

benzonatate 200 mg capsule T1

NON-OPIOID ANTITUS-IST GEN.ANTIHISTAMINE-DECONGEST

BROMFED DM (brompheniramine-pseudoephed-dm) 13 PA

brompheniramine/pseudoephed/dm (Bromfed Dm) T1

NON-OPIOID ANTITUSSIVE-IST GEN ANTIHISTAMINE COMB.

promethazine/dextromethorphan T1

OPIOID ANTITUSSIV-IST GEN. ANTIHISTAMINE-DECONGEST

CAPCOF 13

HISTEX-AC 13

MAXI-TUSS (D 13

POLY-TUSSIN AC 13

promethazine/phenyleph/codeine T1 PA QL(480 MLS/30 DAYS)

OPIOID ANTI-TUSSIVE-IST GENERATION ANTIHISTAMINE

hydrocodone/chlorphen p-stirex T1 PA

promethazine-codeine solution 11 PA QL(480 MLS/30 DAYS)
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

COUGH/COLD PREPARATIONS (Cough/Cold Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

OPIOID ANTI-TUSSIVE-IST GENERATION ANTIHISTAMINE (cont,)

TUXARIN ER 13 PA QL(2 TABS/DAY)

TUZISTRA XR 13 PA QL(960 MLS/30 DAYS)

OPIOID ANTI-TUSSIVE-ANTI-CHOLINERGIC COMBINATIONS

HYCODAN 5 MG-1.5 MG TABLET (hydrocodone bit/homatrop me-br) 13 PA QL(180 TABS/30 DAYS)

HYCODAN 5 MG-1.5 MG/5 ML CUP 13 PA QL(480 MLS/30 DAYS)

HYCODAN 5 MG-1.5 MG/5 ML SOLN (hydrocodone bit/homatrop me-br) 13 PA QL(480 MLS/30 DAYS)

hydrocodone bit/homatrop me-br (Hycodan) T1 PA QL (480ml/22 days)

hydrocodone-homatropine 5-1.5 T1 PA QL (180 tabs/30 days)

hydrocodone-homatropine 5-1.5 (Hycodan) 11 PA QL(180 TABS/30 DAYS)

hydrocodone-homatropine soln (Hycodan) 11 PA QL (480ml/30 days)

OPIOID ANTITUSSIVE-DECONGESTANT-EXPECTORANT COMB

CODITUSSIN DAC 13

OPIOID ANTI-TUSSIVE-EXPECTORANT COMBINATION

codeine phosphate/quaifenesin T1

CODITUSSIN AC 1

GUAIFENESIN-CODEINE T

MAR-COF (G 13

NINJACOF-XG T

OBREDON 13 PA QL(960 MLS/30 DAYS)

BLOOD SUGAR DIAGNOSTICS

ACCU-CHEK AVIVA PLUS 12

ACCU-CHEK GUIDETEST STRIP 12

ACCU-CHEK SMARTVIEW TEST STRIP 12

ACCUTREND GLUCOSETEST STRIP 12

ADVANCED GLUCOSE TEST STRIP 13

ADVANCED GLUCOSETEST STRIPS 13

ADVOCATE REDI-CODE 13

ADVOCATE REDI-CODE+ 13

ADVOCATETEST STRIP 13

AGAMATRIX AMP 13

AGAMATRIX JAZZTEST STRIP 13

AGAMATRIX PRESTO 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIAGNOSTIC (Diabetes) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BLOOD SUGAR DIAGNOSTICS (cont.,)
ASSURE 4 TEST STRIPS 13
ASSURE PLATINUM 13
ASSURE PLATINUMTEST STRIP 13
ASSURE PRISM MULTI 13
ASSURE TITANIUMTEST STRIP 13
BLOOD GLUCOSE TEST STRIP 13
BLULINK GLUCOSETEST STRIP 13
CARESENS N 13
CARESENS STEST STRIP 13
CARETOUCHTEST STRIP 13
(CLEVER CHOICE MICROTEST STRIP 13
(CLEVER CHOICE PRO 13
CLEVER CHOICETALK 13
CLEVER CHOICE TEST STRIPS 13
(CLEVER CHOICE VOICE+TST STRIP 13
CONTOUR NEXT TEST STRIP 13
CONTOUR PLUS TEST STRIP 13
CONTOURTEST STRIP 13
(OOL GLUCOSETEST STRIP 13
CVSTRUE METRIX GLUCTEST STRP 13
DIATRUE PLUS 13
EASY PLUS IITEST STRIP 13
EASY STEP 13
EASY TALK GLUCOSE TEST STRIP 13
EASY TALK PLUS IITEST STRIP 13
EASYTOUCH BLULINKTEST STRIP 13
EASYTOUCHTEST STRIP 13
EASY TRAK GLUCOSETEST STRIP 13
EASY TRAKITEST STRIP 13
EASYGLUCO PLUS 13
EASYGLUCOTEST STRIPS 13
EASYMAX 15 GLUCOSETEST STRIP 13
EASYMAX GLUCOSETEST STRIPS 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIAGNOSTIC (Diabetes) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BLOOD SUGAR DIAGNOSTICS (cont.,)
ELEMENT COMPACT 13
ELEMENT TEST STRIPS 13
EMBRACE EVO TEST STRIPS 13
EMBRACE GLUCOSETEST STRIPS 13
EMBRACE PROTEST STRIP 13
EMBRACE TALKTEST STRIP 13
EMBRACETEST STRIPS 13
EMBRACE WAVE GLUCOSE TEST STRP 13
EVENCARE G2 TEST STRIP 13
EVENCARE G3 TEST STRIP 13
EVENCARE MINI GLUCOSETEST STR 13
EVENCARE PROVIEWTEST STRIP 13
EVOLUTIONTEST STRIPS 13
EZ SMART 13
EZ SMART PLUS 13
FIFTYSOTEST STRIP 13
FORA 6 CONNECT GLUCOSE STRIP 13
FORA 6CONN-GTEL-TN'G ADV STRIP 13
FORA D15G 13
FORA D20 13
FORA D40-G31 TEST STRIPS 13
FORA G20 13
FORA G30-PREMIUM V1OTEST STRP 13
FORA GD50 TEST STRIPS 13
FORA GTEL GLUCOSE TEST STRIP 13
FORATEST STRIP 13
FORATN'G ADVAN PROTEST STRIP 13
FORATN'GVOICETEST STRIPS 13
FORAV10 13
FORAV10-V12-D10-D20 STRIPS 13
FORAV12 13
FORAV20 13
FORAV30A 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIAGNOSTIC (Diabetes) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BLOOD SUGAR DIAGNOSTICS (cont.,)
FORACARE GD20 13
FORACARE GD40 13
FORTISCARE G1TEST STRIP 13
FORTISCARE GLUCOSE TEST STRIPS 13
FREESTYLE INSULINX 12
FREESTYLE INSULINXTEST STRIPS 12
FREESTYLE LITETEST STRIP 12
FREESTYLE PRECISION NEO 12
FREESTYLETEST STRIPS 12
GE100 BLOOD GLUCOSETEST STRIP 13
GE333 BLOOD GLUCOSETEST STRIP 13
GENSTRIP 13
GLUCO NAVII 13
GLUCOCARD 01 SENSOR PLUS 13
GLUCOCARD EXPRESSION TEST STRP 13
GLUCOCARD SHINETEST STRIPS 13
GLUCOCARD VITAL 13
GLUCOCARD VITAL SENSOR 13
GLUCOCOM GLUCOSE 13
GLUCOSETEST STRIP 13
GNP TRUE METRIXTEST STRIP 13
GOJJIBLOOD GLUCOSETEST STRIP 13
HARMONY GLUCOSE TEST STRIP 13
HEALTHPRO GLUCOSETEST STRIPS 13
HUMANA TRUE METRIXTEST STRIP 13
IGLUCOSETEST STRIP 13
IHEALTH GLUCOSE TEST STRIP 13
INFINITY TEST STRIPS 13
INFINITY VOICETEST STRIP 13
MICRO 13
MICRODQT TEST STRIPS 13
MICRODOT XTRA 13
MYGLUCOHEALTH 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIAGNOSTIC (Diabetes) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

BLOOD SUGAR DIAGNOSTICS (cont.,)

NEUTEK 2TEKTEST STRIPS 13

NOVA MAX GLUCOSE TEST STRIPS 13

ON CALL EXPRESS TEST STRIP 13

ON CALL PLUSTEST STRIP 13

ON CALLVIVIDTEST STRIP 13

ONETOUCH ULTRATEST STRIP 13 PA

ONETOUCH VERIOTEST STRIP 13 PA

OPTIUM 13

OPTIUM EZ 13

OPTUMRXTEST STRIP 13

PHARMACIST CHOICE 13

PIP BLOOD GLUCOSETEST STRIP 13

PLATINUMTEST STRIP 13

PRECISION PCX 13

PRECISION PCX PLUS 13

PRECISION POINT OF CARE 13

PRECISION Q-I-D 13

PRECISION XTRATEST STRIPS 12

PREMIERTEST STRIP 13

PREMIUM BLOOD GLUCOSETEST 13

PREMIUMV10 13

PROVOICE V8-VITEST STRIP 13

PRODIGY NO CODING 13

QUINTET 13

QUINTET AC 13

REFUAH PLUS 13

RELION CONFIRM-MICRO 13

RELION PRIMETEST STRIPS 13

RELION TRUE METRIXTEST STRIP 12

REVEALTEST STRIP 13

RIGHTEST GS100 TEST STRIP 13

RIGHTEST GS300 TEST STRIP 13

RIGHTEST GS550 TEST STRIP 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIAGNOSTIC (Diabetes) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BLOOD SUGAR DIAGNOSTICS (cont.,)

RIGHTEST GT333TEST STRIP 13
SMART SENSETEST STRIPS 13
SMARTESTTEST 13
SOLUS V2 TEST STRIPS 13
SURE-TEST EASYPLUS MINI STRIP 13
TELCARETEST STRIPS 13
TESTN'GO 13
TEST STRIPS 13
TRUE METRIX GLUCOSE TEST STRIP 12
TRUE METRIX GLUCOSETEST STRIP 13
TRUETESTTEST STRIPS 13
TRUETRACKTEST STRIP 13
ULTIMA 13
ULTRATRAKTEST STRIP 13
ULTRATRAK ULTIMATETEST STRIPS 13
UNISTRIP1 13
VIVAGUARD INOTEST STRIP 13
URINE GLUCOSE TEST AIDS

DIASTIX REAGENT T1

DIAGNOSTIC (Miscellaneous)

BLOOD TESTING PREPARATIONS

FORA GTEL KETONETEST STRIP 11

FORATN'G ADV VOICE KETO STRIP T1

GOJJIBLOOD KETONETEST STRIP T1

NOVAMAX PLUS 11

PRECISION XTR B-KETONE STRIP 11

DIAGNOSTIC PREPARATIONS, MISCELLANEOUS

ADVANCED DNA MEDICATED COLLECT 13

ARIDOL 13

lidocaine hcl/glycerin T1

PROVOCHOLINE 13

TC99M SULFUR COLLOID PREP 11
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIAGNOSTIC (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
EYE DIAGNOSTIC AGENTS
fluorescein sodium T1
ful-glo T mg opth strip T1
FUL-GLO EYE STRIPS 13
lissamine green T1
GASTROINTESTINAL RADIOPAQUE DIAGNOSTICS
diatrizoate meglumine, sodium (Gastrografin) T
ENTEROVU 13
E-Z DISK 13
E-/-HD 13
E-Z-PAQUE 13
E-Z-PASTE 13
GASTROGRAFIN (diatrizoate meglumine, sodium) 13
GASTROMARK 13
LIQUID E-Z PAQUE 13
LIQUID POLIBAR PLUS 13
NEULUMEX 13
POLIBAR ACB 13
READI-CAT 2 13
SITZMARKS 13
TAGITOLV 13
VANILLA SILQ 13
VARIBAR HONEY 13
VARIBAR NECTAR 13
VARIBAR PUDDING 13
VARIBARTHIN HONEY 13
VARIBARTHIN LIQUID 13
METABOLIC FUNCTION DIAGNOSTICS
METOPIRONE 12
RADIOPHARMACEUTICALS ELEMENTS
INDICLOR 13
URINARY TRACT RADIOPAQUE DIAGNOSTICS
CYSTO-CONRAY I 13
CYSTOGRAFIN 13
CYSTOGRAFIN-DILUTE 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIURETICS (Diuretics)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

URINE ACETONE TEST AIDS

KETONE CARETEST STRIP 1

KETONETEST STRIP T1

KETOSTIX REAGENT i

TRUEPLUS KETONETEST STRIP 1

CHEK-STIX i

CHEMSTRIP 1

(CHEMSTRIP 10 WITH SG 1

(CHEMSTRIP 2 GP T1

(CHEMSTRIP 508 T

CHEMSTRIP 7 1

(CHEMSTRIP 9 1

COMBISTIX REAGENT 1

HEMA-COMBISTIX 1

KETO-DIASTIX REAGENT T1

LABSTIX REAGENT i

MULTISTIX 1

MULTISTIX 10 5G 1

MULTISTIX 5 1

MULTISTIX 7 1

MULTISTIX 8 SG T1

MULTISTIX 9 i

MULTISTIX 9 SG 1

URISTIX 4 1

URISTIX REAGENT 1

ARGININE VASOPRESSIN (AVP) RECEPTOR ANTAGONISTS

SAMSCA (tolvaptan) 13 PA SP

tolvaptan 15 mg tablet (Samsca) 11 SP

tolvaptan 30 mg tablet (Samsca) 11 Sp

CARBONIC ANHYDRASE INHIBITORS

acetazolamide T1 HD

methazolamide 11 HD

LOOP DIURETICS

bumetanide T1 HD

EDECRIN (ethacrynic acid) 13 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIURETICS (Diuretics) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

LOOP DIURETICS (cont.,)

ethacrynic acid (Edecrin) 11 PA

FUROSCIX 13 PA QL(2 KITS/30 DAYS) SP

furosemide T HD

furosemide (Lasix) T HD

LASIX (furosemide) 13 PAHD

LASIX ONYU 80 MG/2.67 MLKIT 13 PA QL(2 KITS/30 DAYS)

SOAANZ 13 PAHD

torsemide 1 HD

POLYCYSTIC KIDNEY DISEASE AGENT, AVP RECEP. ANTAG

JYNARQUE (tolvaptan) 73 SP

tolvaptan 15 mg tablet (Jynarque) 11 SP

tolvaptan 15 mg-15 mq tablet (Jynarque) T1 PA SP

tolvaptan 30 mg tablet (Jynarque) T1 SP

tolvaptan 30 mg-15 mg tablet (Jynarque) T1 PA SP

tolvaptan 45 mg-15 mq tablet (Jynarque) T1 PA SP

tolvaptan 60 mg-30 mq tablet (Jynarque) T1 PA SP

tolvaptan 90 mg-30 mg tablet (Jynarque) T1 PA SP

POTASSIUM SPARING DIURETICS

ALDACTONE (spironolactone) T3 PAHD

amiloride hcl T HD

CAROSPIR (spironolactone) 12 PA

DYRENIUM (triamterene) 13 PAHD

eplerenone (Inspra) T HD

INSPRA (eplerenone) 13 PAHD

KERENDIA 12 PA QL(1TAB/DAY)

spironolactone 100 mg tablet (Aldactone) 11 HD

spironolactone 25 mq tablet (Aldactone) 11 HD

spironolactone 25 mg/5 ml susp (Carospir) 1

spironolactone 50 mq tablet (Aldactone) 1 HD

triamterene (Dyrenium) T1 HD

POTASSIUM SPARING DIURETICS IN COMBINATION

amiloride/hydrochlorothiazide T1 HD

spironolact/hydrochlorothiazid T1 HD

triamterene/hydrochlorothiazid T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

DIURETICS (Diuretics) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

THIAZIDE AND RELATED DIURETICS

chlorthalidone T1 HD

DIURIL 12 HD

HEMICLOR 13 PA QL(1TAB/DAY) HD

hydrochlorothiazide T1 HD

indapamide T1 HD

INZIRQO 13 PAHD

metolazone T1 HD

THALITONE 13 PAHD

NASAL ANTIHISTAMINE

azelastine 0.1% (137 mcg) spry 11 HD

olopatadine 665 mcg nasal spry (Patanase) 1 HD

PATANASE (olopatadine hcl) 13 HD

NASAL ANTIHISTAMINE AND ANTI-INFLAM. STEROID COMB.

azelastine/fluticasone (Dymista) 11 HD

DYMISTA (azelastine-fluticasone) 13 STHD

RYALTRIS 13 PA QL(1 GM/30 DAYS) HD

NASAL ANTI-INFLAMMATORY STEROIDS

flunisolide T1 HD

fluticasone prop 50 mq spray 1 HD

mometasone furoate 50 meq spry T QL(68 GMS/30 DAYS) HD

OMNARIS 13 STHD

QNASL 13 ST

QNASL CHILDREN 13

XHANCE 13 STHD

ZETONNA 13 STHD

NOSE PREPARATIONS, MISCELLANEOUS (RX)

ipratropium bromide T1 HD

NOSE PREPARATIONS, VASOCONSTRICTORS (RX)

ADRENALIN CHLORIDE 13

epinephrine hcl T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

EENT PREPS (Ear Medications)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

EAR PREPARATIONS ANTI-INFLAMMATORY

DERMOTIC (fluocinolone acetonide oil) T3

fluocinolone acetonide oil (Dermotic) 11

EAR PREPARATIONS, MISC. ANTI-INFECTIVES

acetic acid T1

hydrocortisone/acetic acid 11

ARTIFICIAL TEARS

LACRISERT 13

MIEBO 12 QL(4 BOTTLES/30 DAYS)

EYE ANTI-INFECTIVES (RX ONLY)

BETADINE 12

EYE ANTI-INFLAMMATORY AGENTS

ACULAR (ketorolac tromethamine) 13 PA

ACULAR LS (ketorolac tromethamine) 13 PA

ACUVAIL 13 PA

ALREX 13 PA

ALREX (loteprednol etabonate) 13 PA

bromfenac sodium T

bromfenac sodium (Bromsite) 11

bromfenac sodium (Prolensa) 11

BROMSITE (bromfenac sodium) 73 PA

(CLOBETASOL 0.05% EYE DROP 13 PA

dexamethasone sodium phosphate T1

diclofenac 0.1% eye drops 11

difluprednate (Durezol) 11

DUREZOL (difluprednate) 13 PA

EYSUVIS 12 QL(8.3 ML/14 DAYS)

FLAREX 13 PA

fluorometholone (Fml) T1

flurbiprofen sodium 11

FML (fluorometholone) 13 PA

FML FORTE 13 PA

ILEVRO 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

EENT PREPS (Eye Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

EYE ANTI-INFLAMMATORY AGENTS (con't.)

INVELTYS 13 ST

ketorolac 0.4% ophth solution (Acular Ls) T

ketorolac 0.5% ophth solution (Acular) T1

LOTEMAX 0.5% EYE DROPS (/oteprednol etabonate) T3 PA

LOTEMAX 0.5% EYE OINTMENT 13 ST

LOTEMAX 0.5% OPHTHALMIC GEL (/oteprednol etabonate) 13 PA

LOTEMAX SM 13 ST

loteprednol etabonate (Alrex) T

loteprednol etabonate (Lotemax) T1

MAXIDEX 13 PA

NEVANAC 13 PA

PRED FORTE (prednisolone acetate) 13 PA

PRED MILD 13 PA

prednisolone acetate (Pred Forte) T

prednisolone sodium phosphate T1

PROLENSA (bromfenac sodium) T3

EYE LOCAL ANESTHETICS

AKTEN 13

ALCAINE (proparacaine hcl) 13

ALTAFLUOR BENOX (benoxinate hcl/fluorescein sod) 13

FLUORESCEIN-BENOXINATE 13

proparacaine hel (Alcaine) 11

proparacaine/fluorescein sod T1

tetracaine hcl 1

TETRACAINE HCL T

EYE MAST CELL STABILIZERS

ALOCRIL 13 PA

cromolyn 4% eye drops T1

EYE PREPARATIONS, MISCELLANEOUS (OTC)

GELFILM 13

EYE VASOCONSTRICTORS

phenylephrine hcl T1

UPNEEQ 13 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

EENT PREPS (Eye Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

MIOTICS AND OTHER INTRAOCULAR PRESSURE REDUCERS

ALPHAGAN P (brimonidine tartrate) 13 PAHD

apraclonidine hcl T1 HD

AZOPT (brinzolamide) 13 PAHD

betaxolol hcl T HD

BETIMOL 13 PAHD

BETIMOL (timolof) 13 PAHD

BETOPTICS 12 HD

bimatoprost 1 QL(10 MLS/30 DAYS) HD

brimonidine tartrate T HD

brimonidine tartrate (Alphagan P) T HD

brimonidine tartrate/timolo/ (Combigan) 11 HD

brinzolamide (Azopt) 11 HD

carteolol hel 1 HD

(OMBIGAN (brimonidine tartrate/timolol) 13 PAHD

(OSOPT (dorzolamide hcl/timolol maleat) 13 PAHD

(OSOPT PF (dorzolamide-timolol) T3 PAHD

dorzolamide hcl T HD

dorzolamide hcl/timolol maleat (Cosopt) T1 HD

dorzolamide/timolol/pf (Cosopt Pf) 11 HD

IOPIDINE 13 PAHD

ISTALOL (timolol maleate) 13 PAHD

IYUZEH 13 PA QL(30 VIALS/30 DAYS) HD

latanaprost (Xalatan) 11 HD

levobunolol he T HD

LUMIGAN 13 PAHD

PHOSPHOLINE IODIDE 12 SPHD

pilocarpine 1% eye drops T1 HD

pilocarpine 2% eye drops 11 HD

pilocarpine 4% eye drops 11 HD

pilocarpine hel 1.25% eye drap (Vuity) 1 PAHD

QLOSI 13 PA

RHOPRESSA 13

ROCKLATAN 13

SIMBRINZA 12 HD

tafluprost/pf (Zioptan) T QL(60 DROPPERS/30 DAYS) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

EENT PREPS (Eye Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

MIOTICS AND OTHER INTRAOCULAR PRESSURE REDUCERS (con't)

timolo/ (Betimol) 11 HD

timolol maleate (Istalol) T HD

timolol maleate (Timoptic) T1 HD

timolo/ maleate (Timoptic-xe) T HD

timolol maleate/pf 11 HD

timolol maleate/pf (Timoptic Ocudose) 11 HD

TIMOPTIC (timolol maleate) 13 PAHD

TIMOPTIC OCUDOSE 13 PAHD

TIMOPTIC OCUDOQSE (timolol maleate/pf) 13 PAHD

TIMOPTIC-XE (timolol maleate) T3 PAHD

TRAVATAN Z (travoprost) 13 PAHD

travoprost (Travatan Z) 11 HD

VIZZ 13 PAHD

VUITY (pilocarpine hcl) 13 PAHD

VYZULTA 13 PA

XALATAN (/atanoprost) T3 PAHD

ZIOPTAN (tafluprost/pf) 13 PA QL(60 DROPPERS/30 DAYS) HD

MYDRIATICS

atropine 1% eye drop T1 HD

atropine 1% eye drops I HD

ATROPINE 1% EYE DROPS 13 PAHD

atropine 1% eye ointment 11 HD

CYCLOGYL 0.5% EYE DROPS 12 HD

CYCLOGYL 19 EYE DROPS 13 HD

CYCLOGYL 19 EYE DROPS (cyclopentolate hcl) 13 HD

CYCLOGYL 2% EYE DROPS (cyclopentolate hcl) 13 HD

CYCLOMYDRIL 12 HD

¢yclopentolate hcl T1 HD

¢yclopentolate hel (Cyclogyl) T1 HD

homatropine hbr 1 HD

MYDRIACYL (tropicamide) 13 HD

PAREMYD 13 HD

tropicamide T1 HD

tropicamide (Mydriacyl) T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

EENT PREPS (Eye Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

OPHTHALMIC ANTI-FIBROTIC AGENTS

MITOSOL 13

OPHTHALMIC ANTI-INFLAMMATORY IMMUNOMODULATOR-TYPE

CEQUA 12

¢yclosporine 0.05% eye emuls (Restasis) 11 HD

RESTASIS (cyclosporine) 12 HD

RESTASIS MULTIDOSE 13 PAHD

VERKAZIA 13 PA QL(1 BOX/30 DAYS) HD

VEVYE 13 PAHD

XIIDRA 12 HD

OPHTHALMIC CYSTINE DEPLETING AGENTS

CYSTADROPS 13 PA QL(20 MLS/28 DAYS) SP

CYSTARAN 0.44% EYE DROPS 13 PA QL(120 MLS/28 DAYS) SP

OPHTHALMIC HUMAN NERVE GROWTH FACTOR (HNGF)

OXERVATE 13 PASPHD

OPHTHALMIC TRPM8 AGONISTS

TRYPTYR 13

ORAL LIPID SUPPLEMENTS

DOJOLVI 13 PA SP HD

FLUORIDE PREPARATIONS

CLINPRO 5000 13

FLORIVA 0.25 MG/ML DROPS 13 PPACA

fluoride (sodium) 11

fluoride (sodium) (Prevident 5000 Plus) 11

fluoride (sodium) (Prevident) 11

FLUORIDEX 11

FLUORIDEX SENSITIVITY RELIEF 13

FLUORIMAX 5000 13

FLUORIMAX 5000 SENSITIVE 13

FRAICHE 5000 PREVI 13

JUSTRIGHT 5000 13

PREVIDENT 0.29% RINSE (fluoride (sodium)) 12

PREVIDENT 1.19% GEL (sodium fluoride) 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ELECT/CALORIC/H20 (Dental Products) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
FLUORIDE PREPARATIONS (con't.)

PREVIDENT 5000 BOOSTER PLUS 13

PREVIDENT 5000 DRY MOUTH 13

PREVIDENT 5000 ENAMEL PROTECT 13

PREVIDENT 5000 ORTHO DEFENSE 13

PREVIDENT 5000 PLUS (fluoride (sodium)) 13 PA
PREVIDENT 5000 SENSITIVE 13

PREVIDENT DENTAL RINSE (fluoride (sodium)) 12

PREVIDENT KIDS 13

sodium fluoride/potassium nit (Prevident 5000 Sensitive) 11

sodium fluoride 1.1% gel (Prevident) T

sodium fluoride 5000 ppm paste 1

sodium fluoride/potassium nit 1

PEDIATRIC VITAMIN PREPARATIONS

fluoride (sodium) 11 PPACA
sodium fluoride 0.25 (0.55) mq T1 PPACA
sodium fluoride 0.5 mg(1.1 mgq) 11 PPACA
sodium fluoride 0.5 mg/ml drop T1 PPACA
sodium fluoride 1 mg (2.2 mg) T PPACA

ELECT/CALORIC/H20 (Diabetes)

AGENTS TO TREAT HYPOGLYCEMIA (HYPERGLYCEMICS)

BAQSIMI 12 QL(2 UNITS/30 DAYS)
diazoxide (Proglycem) T1

glucagon 1 mg emergency kit T1 QL(2 VIALS/30 DAYS)
GLUCAGON 1 MG EMERGENCY KIT 13 QL(2 KITS/30 DAYS)

GVOKE 12 QL(2 VIALS/30 DAYS)

GVOKE HYPOPEN 1-PACK 12 QL(2 SYR/AUTO-INJ/30 DAYS)
GVOKE HYPOPEN 2-PACK 12 QL(2 SYR/AUTO-INJ/30 DAYS)
GVOKE PFS 1-PACK SYRINGE 12 QL(2 SYR/AUTO-INJ/30 DAYS)
GVOKE PFS 2-PACK SYRINGE 12 QL(2 SYR/AUTO-INJ/30 DAYS)
PROGLYCEM (diazoxide) 13 PA

ZEGALOGUE AUTOINJECTOR 12 QL(1.2 ML/30 DAYS)
ZEGALOGUE SYRINGE 12 QL(1.2 ML/30 DAYS)

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

ELECT/CALORIC/H20 (Miscellaneous)

Prescription Drug Name

Drug Tier

NUCLEIC ACID/NUCLEOTIDE SUPPLEMENTS

XURIDEN

13

Coverage Requirements and Limits

PASP

ELECT/CALORIC/H20 (Nutritional/Dietary)

CALCIUM REPLACEMENT
calcium/mag/ds/b12/fa/bé/boron
CARBOHYDRATES

ENFAMIL

GLUTOL

ELECTROLYTE DEPLETERS
AURYXIA

calcium acetate

FERRIC CITRATE

FOSRENOL

FOSRENOL (fanthanum carbonate)
lanthanum carbonate (Fosrenol)
LOKELMA

MAGNEBIND 400

RENVELA (sevelamer carbonate)
sevelamer carbonate (Renvela)
sevelamer hl

sodium polystyrene sulfon/sorb
sodium polystyrene sulfonate

sps 15 gm/60 ml suspension

sps 30 gm/120 ml enema susp
VELPHORO

VELTASSA

XPHOZAH

FLUORIDE PREPARATIONS
CLINPRO 5000

fluoride (sodium)

fluoride (sodium) (Prevident 5000 Plus)
fluoride (sodium) (Prevident)
FLUORIDEX

FLUORIMAX 5000

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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QL(12 TABS/DAY)
PA QL(12TABS/DAY)

PA
PA

PASP

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

ELECT/CALORIC/H20 (Nutritional/Dietary) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

FLUORIDE PREPARATIONS (con't.)

JUST RIGHT 5000 13

PREVIDENT 0.2% RINSE (fluoride (sodium)) 12

PREVIDENT 1.19% GEL (fluoride (sodium)) 13

PREVIDENT 5000 BOOSTER PLUS 13

PREVIDENT 5000 DRY MOUTH 13

PREVIDENT 5000 ORTHO DEFENSE 13

PREVIDENT 5000 PLUS (fluoride (sodium)) 13 PA

PREVIDENT DENTAL RINSE (fluoride (sodium)) 12

PREVIDENT KIDS 13

sodium fluoride 0.2% rinse (Prevident) 11

sodium fluoride 1.1% cream (Prevident 5000 Plus) 11

sodium fluoride 1.1% gel (Prevident) T

sodium fluoride 5000 ppm paste 1

IODINE CONTAINING AGENTS

potassium iodide T1

potassium iodide/iodine T1

SSKI 1

IRON REPLACEMENT

ACCRUFER 13

ACTIVE FE 13

(ITRANATAL BLOOM 13

CORVITE 150 13

CORVITE FE 13

FERIVA 21-7 13

FERRALET 90 13

ferrous fumyvit ¢/b12-if/folic T1

ferrous fumarate/folic acid (Hemocyte-F) 11

FUSION PLUS 13

HEMATRON-AF 13

HEMAX 13

HEMOCYTE PLUS (mv-mins no.73/iron fum/folic) 13

HEMOCYTE-F (ferrous fumarate/folic acid) 13

INTEGRA F (iron fum,ps/folic acid/vitc/b3) 73

INTEGRA PLUS (iron fum, ps/folic/bcomp,c no.9) 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ELECT/CALORIC/H20 (Nutritional/Dietary) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

IRON REPLACEMENT (con't)

iron aspgly,ps/c/b12/fa/ca/suc T1

iron aspgly/c/b12/fa/ca-th/suc T1

iron bg,ps/vitc/b12/fa/calcium T1

iron fum,ag/c/b12/folic/ca/suc 11

iron fum,ps/folic acid/vitc/b3 (Integra F) 11

iron fum,ps/folic/bcomp,c no.9 (Integra Plus) T1

iron fumarate/vit c/vit b12/fa T

iron ps complex/b12/folic acid T1

iron/c/folic aca/my cmb11/calc T1

iron/folic ac/vit bcomp,¢/min T1

iron/folic acid/b12/c/docusate T1

iron/folic acid/c/b6/b12/zinc T1

IROSPAN 13

NEONATAL FE 13

NUFERA 13

PROFERRIN-FORTE 13

VITAFOL 12

PEDIATRIC VITAMIN PREPARATIONS

fluoride (sodium) 11 PPACA

sodium fluoride 0.25 (0.55) mq 11 PPACA

sodium fluoride 0.5 mg(1.1 mg) 11 PPACA

sodium fluoride 0.5 mg/ml drop T1 PPACA

sodium fluoride 1 mg (2.2 mg) 1 PPACA

POTASSIUM REPLACEMENT

EFFER-K 10 MEQTABLET EFF 13

EFFER-K 20 MEQ TABLET EFF 13

effer-k 25 meq tablet eff T1

POKONZA 10 MEQ PACKET 13 PA

POKONZA 15 MEQ PACKET 13

potassium bicarbonate/cit ac T

potassium chloride T1

potassium chloride 12

potassium cl 10% (20 meq/15ml) T1

potassium cl 20 meq packet T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

ELECT/CALORIC/H20 (Nutritional/Dietary) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
POTASSIUM REPLACEMENT (con't)
potassium c 20% (40 meq/15ml) 11
potassium c er 10 meq capsule 1
potassium dl er 10 meq tablet T1
potassium cl er 15 meq tablet 11
POTASSIUM CLER 15 MEQTABLET 13
potassium cl er 20 meq tablet 1
potassium cl er 8 meq capsule 1
potassium cl er 8 meq tablet 1
potassium c109%(20meq/15ml)cup T1
potassium c/10%(40meq/30mi)cup T1
potassium c/20%(40meq/15mi)cup T1
PROTEIN REPLACEMENT
AQNEURSA 13 PA SP
DIALYSIS SOLUTIONS
PRISMASOL 13
URINARY PH MODIFIERS
citric acid/sodium citrate T1 HD
K-PHOS NO.2 12 HD
K-PHOS ORIGINAL 12 HD
ORACIT 13 HD
potassium citrate 1 HD
potassium citrate (Urocit-k) 11 HD
potassium citrate/citric acid 1 HD
RENACIDIN 13 HD
sod/pot/k cit/sod cit/cit acid T1 HD
UROCIT-K (potassium citrate er) 13 HD
UROQID-ACIDNO.2 12 HD
LIPOTROPICS
icosapent ethyl (Vascepa) T1 HD
LOVAZA (omega-3 acid ethyl esters) 13 PAHD
omega-3 acid ethyl esters (Lovaza) 11 HD
VASCEPA (jcosapent ethyl) 12 PAHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn)

AMMONIA INHIBITORS

BUPHENYL (sodium phenylbutyrate) 13 PA SP HD

glycerol phenylbutyrate T1 SPHD

lactulose T1

lactulose T1 HD

lactulose 10 gm/15 ml solution T1

LITHOSTAT 12 HD

OLPRUVA 13 PA SP HD

PHEBURANE 12 PA QL(8 BOTTLES/30 DAYS) SP HD

RAVICTI 13 PA SPHD

sodium phenylbutyrate (Buphenyl) T1 SPHD

ANTI-CHOLINERGICS, QUATERNARY AMMONIUM

chlordiazepoxide/clidinium br (Librax) 11

CUVPOSA (glycopyrrolate) 13

DARTISLA 13 PA

GLYCATE 13

glycopyrrolate 1 mg tablet (Robinul) T1

glycopyrrolate 1 mg/5 mi soln (Cuvposa) T1

glycopyrrolate 1.5 mq tablet T1 PA

glycopyrrolate 2 mg tablet (Robinul Forte) T1

LIBRAX (chlordiazepoxide/clidinium br) 13 PA

ROBINUL (glycopyrrolate) 13 PA

ROBINUL FORTE (glycopyrrolate) 13 PA

ANTI-CHOLINERGICS/ANTI-SPASMODICS

dicyclomine 10 mg capsule T1

dicyclomine 10.mg/5 mi soln T1

dicyclomine 20 mgq tablet T1

DICYCLOMINE 40 MG TABLET 13 PA

ANTI-DIARRHEAL - G.Il. CHLORIDE CHANNEL INHIBITORS

MYTESI 13 Sp

ANTI-DIARRHEAL - TRYPTOPHAN HYDROXYLASE INHIBITOR

XERMELO 13 PA SP

ANTI-DIARRHEAL MICROORGANISMS AGENTS

RESTORA RX 13 PA SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn) (cont,)

Prescription Drug Name
ANTI-DIARRHEALS

diphenoxylate hcl/atropine
diphenoxylate hcl/atropine (Lomotil)
LOMOTIL (diphenoxylate-atropine)
loperamide hcl

MOTOFEN

opium tincture

ANTI-EMETIC, CANNABINOID-TYPE
dronabinol (Marinol)

MARINOL (dronabinol)

SYNDROS
ANTI-EMETIC/ANTI-VERTIGO AGENTS
AKYNZEO

ANTIVERT

ANZEMET

aprepitant 125 mq capsule

aprepitant 125-80-80 mq pack (Emend)
aprepitant 40 mq capsule

aprepitant 80 mq capsule (Emend)
BONJESTA

(OMPAZINE (prochlorperazine maleate)
COMPAZINE (prochlorperazine)

DICLEGIS (doxylamine succinate/vit b6)
doxylamine succinate/vit b6 (Diclegis)
EMEND 125 MG POWDER PACKET
EMEND 150 MG VIAL (fosaprepitant dimeglumine)
EMEND 80 MG CAPSULE (aprepitant)
EMEND TRIPACK (aprepitant)
fosaprepitant dimeglumine (Emend)
granisetron hcl

granisetron hcl/pf

meclizine 50 mg tablet

MECLIZINE 50 MG TABLET

ondansetron hcl

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

Drug Tier Coverage Requirements and Limits
1
T1
13 PA
1
13
1 PA
I
13 PA
13 PA
13 PA QL(4 CAPS/28 DAYS)
13 PA
13 PA
1 QL(4 CAPS/28 DAYS)
1 QL(12 CAPS/28 DAYS)
T1 QL(1 CAP/28 DAYS)
T1 QL(8 CAPS/28 DAYS)
13
13
13
13 PA QL(4TABS/DAY)
T QL(4 tabs/day)
13 PA QL(12 PACKS/28 DAYS)
13
13 PA QL(8 CAPS/28 DAYS)
13 PA QL(12 CAPS/28 DAYS)
1
T1
i
T PA
13 PA
1

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-EMETIC/ANTI-VERTIGO AGENTS (cont,)

ondansetron hcl/pf T1

ONDANSETRON ODT 16 MG TABLET 13 PA

ondansetron odt 4 mq tablet T1

ondansetron odt 8 mq tablet 11

prochlorperazine (Compazine) T1

prochlorperazine maleate (Compazine) 1

promethazine hcl 1

SANCUSO 13 PA QL(4 PATCHES/30 DAYS)

scopolamine (Transderm-scop) T1

TRANSDERM-SCOP (scopolamine) T3

trimethobenzamide hcl T

VARUBI 13 PA QL(4 TABS/28 DAYS)

ANTI-ULCER PREPARATIONS

CARAFATE (sucralfate) 13 PAHD

CYTOTEC (misaprostol) 13 HD

misoprostol ((ytotec) 11 HD

sucralfate T1 HD

sucralfate (Carafate) 11 HD

ANTI-ULCER-H.PYLORI AGENTS

bismuth/metronid/tetracycline (Pylera) T1

lansoprazole/amoxiciln/clarith T1

OMECLAMOX-PAK 13 PA

PYLERA (bismuth/metronid/tetracycline) 13 PA

TALICIA 13 PA

VOQUEZNATRIPLE PAK 13 PA

VOQUEZNA DUAL PAK 13 PA

BELLADONNA ALKALOIDS

DONNATAL 13 PAHD

DONNATAL (phenobarb/hyoscy/atropine/scop) 13 PAHD

hyoscyamine sulfate T1 HD

hyoscyamine sulfate (Levbid) 11 HD

hyoscyamine sulfate (Levsin) 11 HD

hyoscyamine sulfate (Levsin-sl) 11 HD

hyoscyamine sulfate (Nulev) T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BELLADONNA ALKALOIDS (cont)

hyoscyamine sulfate (Nulev) 13 HD
LEVBID (hyoscyamine sulfate) 13 PAHD
LEVSIN (hyoscyamine sulfate) 13 HD
LEVSIN-SL (hyoscyamine sulfate) 13 PAHD
methscopolamine bromide T1 HD
NULEV (hyoscyamine sulfate) 13 HD
phenobarb/hyoscy/atropine/scop T1 HD
phenobarb/hyoscy/atropine/scop (Donnatal) T1 HD
phenobarb/hyoscy/atropine/scop (Phenobarbital-belladonna) T1 HD
PHENOBARBITAL-BELLADONNA (phenobarb/hyoscy/atropine/scop) 13 HD
SYMAX DUQTAB 12 HD
BILE SALTS

(CHENODAL 13 PASPHD
(HOLBAM 13 PA SP HD
CTEXLI 13 PA SP
RELTONE 13 PAHD
URSO FORTE (ursodiof) 13 HD
ursodiol 200 mq capsule T1 PAHD
ursodiol 250 mq tablet 1 HD
ursodiol 300 mq capsule T1 HD
ursodiol 400 mg capsule T1 PAHD
ursodiol 500 mq tablet (Urso Forte) 11 HD
CHRONIC INFLAM. COLON DX, 5-A-SALICYLAT, RECTAL TX

CANASA (mesalamine) 13 PA
mesalamine 1,000 mg supp ((anasa) T1

mesalamine 4 gm/60 ml enema (Sfrowasa) 11

mesalamine 4 gm/60 ml kit (Rowasa) 11

ROWASA (mesalamine) 13 PA
SFROWASA (mesalamine) 13

DRUG TX-CHRONIC INFLAM. COLON DX, 5-AMINOSALICYLAT

APRISO (mesalamine) 13 HD
ASACOL HD (mesalamine) 13 STHD
AZULFIDINE (sulfasalazine) 13 PAHD

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

DRUG TX-CHRONIC INFLAM. COLON DX, 5-AMINOSALICYLAT (cont,)

balsalazide disodium (Colazal) 11 HD
(OLAZAL (balsalazide disodium) 13 STHD
DIPENTUM 13 STHD
LIALDA (mesalamine) T3 ST
mesalamine T HD
mesalamine (Apriso) 11 HD
mesalamine (Pentasa) 11 HD
mesalamine 800 mg dr tablet (Asacol Hd) 1 HD
mesalamine dr 1.2 gm tablet (Lialda) T1 HD
PENTASA 250 MG CAPSULE 13 STHD
PENTASA 500 MG CAPSULE (mesalamine) 13 HD
sulfasalazine (Azulfidine) 11 HD
FARNESOID X RECEPTOR (FXR) AGONIST, BILE AC ANALOG

OCALIVA 13 PA SP HD
FECAL MICROBIOTA TRANSPLANTATION (FMT)

VOWST 13 PA QL(12 CAPS/56 DAYS) SP
GASTRIC ENZYMES

SUCRAID 13 PA SP
HISTAMINE H2-RECEPTOR INHIBITORS

ANALPRAM HC 1% CREAM 13

ANALPRAM HC 2.5%-1% CREAM (hydrocortisone/pramoxine) 13 PA
ANALPRAM HC 2.5%-1% CRM SINGLE (hydrocortisone/pramoxine) 13 PA
hydrocortisone/pramoxine T1
hydrocortisone/pramoxine (Analpram Hc) T1

PROCORT 13
PROCTOFOAM-HC 12
HISTAMINE H2-RECEPTOR INHIBITORS

cimetidine hcl T HD
famotidine T HD
famotidine (Pepcid) 11 HD
nizatidine T HD
PEPCID (famotidine) 11 PAHD
IBS AGENTS, MIXED OPIOID RECEP AGONISTS/ANTAGONISTS

VIBERZI 12 HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
IBS AGENTS,SODIUM-HYDROGEN EXCHANGER 3(NHE3) INHIB

IBSRELA 13 PA QL(2TABS/DAY)
IBS-C/CIC AGENTS, GUANYLATE CYCLASE-C AGONIST

LINZESS 12

TRULANCE 12

ILEAL BILE ACID TRANSPORTER (IBAT) INHIBITOR

BYLVAY 13 PA SP HD
LIVMARLI 13 PA SP
INTEGRIN RECEPTOR ANTAGONIST, MONOCLONAL ANTIBODY

ENTYVIO 12 PA SP HD
INTESTINAL MOTILITY STIMULANTS

GIMOTI 13 PA SP
metoclopramide hc/ T1

metoclopramide hcl (Reglan) 11

MOTEGRITY 13 PA
prucalopride succinate (Motegrity) 11

REGLAN (metaclopramide hcl) 13

IRRITABLE BOWEL SYND. AGENT, 5-HT4 PARTIAL AGONIST

ZELNORM 13 PA
IRRITABLE BOWEL SYNDROME AGENTS, 5-HT3 ANTAGONIST

alosetron hcl (Lotronex) 1 SPHD
LOTRONEX (alosetron hcl) 13 PASPHD
LAXATIVES AND CATHARTICS

AMITIZA (lubiprostone) 13 PA
bisac/nacl/nahco3/kcl/peg 3350 1 PPACA
CLENPIQ 13 PA PPACA
GOLYTELY (peg-3350 and electrolytes) 13 PA PPACA
KRISTALOSE 13 PA
lactulose T1

lactulose 10 gm packet T1 PA
lactulose 10 gm/15 ml soln cup 1

lactulose 10 gm/15 ml solution T1

lactulose 20 gm packet T

lactulose 20 gm/30 ml soln cup T

lactulose 20 gm/30 ml solution T1

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn) (cont,)

Drug Tier Coverage Requirements and Limits

Prescription Drug Name

LAXATIVES AND CATHARTICS (cont,)
lubiprostone (Amitiza)

MOVIPREP (peg3350-sod sul-nacl-kcl-asb-c)
OSMOPREP

peq3350/s0d sul/nacl/kcl/asb/c (Moviprep)
peq3350/sod sulf bicarb,cl/kcl

peq3350/sod sulf, bicarb, cl/kdl (Golytely)
PLENVU

sodium chloride/nahco3/kcl/peg

sodium, potassium,mag sulfates (Suprep)
SUFLAVE

SUPREP (sodium, potassium,mag sulfates)
SUTAB

LOCAL ANORECTAL NITRATE PREPARATIONS
nitroglycerin 0.4% ointment (Rectiv)

RECTIV (nitroglycerin)

PANCREATIC ENZYMES

(REON

PANCREAZE

PERTZYE

VIOKACE

ZENPEP

POTASSIUM-COMPETITIVE ACID BLOCKERS (PCABS)
VOQUENZA

PROTON-PUMP INHIBITORS
ACIPHEX (rabeprazole sodium)

DEXILANT DR 30 MG CAPSULE

DEXILANT DR 60 MG CAPSULE
dexlansoprazole dr 30 mq cap
dexlansoprazole dr 60 mg cap (Dexilant)
esomeprazole dr 10 mq packet (Nexium)
esomeprazole dr 2.5 mq packet (Nexium)
esomeprazole dr 20 mq packet (Nexium)
esomeprazole dr 40 mq packet (Nexium)
esomeprazole dr 5 mq packet (Nexium)

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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11
13

13
12
13
13
12

13

PA PPACA
PA PPACA
PPACA
PPACA
PPACA
PA PPACA
PPACA
PPACA
PA PPACA
PA PPACA
PA PPACA

PAHD
HD
PAHD
HD
HD

PA QL(1TAB/DAY)

PA QL(1TAB/DAY)

PA QL(2 CAPS/DAY)
PA QL(1 CAP/DAY)
QL(2 CAPS/DAY)

QL(1 CAP/DAY)

QL(4 PACKS/DAY) HD
QL(16 PACKS/DAY) HD
QL(2 PACKS/DAY) HD
QL(1 PACK/DAY) HD
QL(8 PACKS/DAY) HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn) (cont,)

Prescription Drug Name

PROTON-PUMP INHIBITORS (cont,)
esomeprazole mag dr 20 mg cap (Nexium)
esomeprazole mag dr 40 mq cap (Nexium)
ESOMEPRAZOLE STRONTIUM

KONVOMEP

lansoprazole dr 15 mq capsule

lansoprazole dr 15 mq capsule (Prevacid)

lansoprazole dr 30 mg capsule (Prevacid)

lansoprazole odt 30 mg tablet (Prevacid)

NEXIUM DR 10 MG PACKET (esomeprazole magnesium)
NEXIUM DR 2.5 MG PACKET

NEXIUM DR 20 MG CAPSULE (esomeprazole magnesium)
NEXIUM DR 20 MG PACKET (esomeprazole magnesium)
NEXIUM DR 40 MG CAPSULE (esomeprazole magnesium)
NEXIUM DR 40 MG PACKET (esomeprazole magnesium)
NEXIUM DR 5 MG PACKET

omeprazole dr 10 mg capsule

omeprazole dr 20 mq capsule

omeprazole dr 40 mq capsule

omeprazole-bicarb 20-1, 100 cap (Zegerid)
omeprazole-bicarb 20-1, 680 pkt (Zegerid)
omeprazole-bicarb 40-1, 100 cap (Zegerid)
omeprazole-bicarb 40-1, 680 pkt (Zegerid)
pantoprazole 40 mg suspension (Protonix)
pantoprazole sod dr 20 mg tab (Protonix)

pantoprazole sod dr 40 mq tab (Protonix)

PREVACID DR 15 MG SOLUTAB (fansoprazole)
PREVACID DR 30 MG CAPSULE (fansoprazole)
PREVACID DR 30 MG SOLUTAB (/ansoprazole)

PRILOSEC DR 10 MG SUSPENSION

PRILOSEC DR 2.5 MG SUSPENSION

PROTONIX 40 MG SUSPENSION (pantoprazole sodium)
PROTONIX DR 20 MG TABLET (pantoprazole sodium)
PROTONIX DR 40 MG TABLET (pantoprazole sodium)

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

Drug Tier

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy

145

Coverage Requirements and Limits

QL(2 CAPS/DAY) HD
QL(T CAP/DAY) HD

QL(T CAP/DAY) HD

PA QL(20 MLS/DAY) HD
QL(2 CAPS/DAY) HD
QL(2TABS/DAY) HD
QL(1 CAP/DAY) HD
QL(1TAB/DAY) HD

PA QL(4 PACKS/DAY) HD
PA QL(16 PACKS/DAY) HD
PA QL(2 CAPS/DAY) HD
PA QL(2 PACKS/DAY) HD
PAQL(1 CAP/DAY) HD
PA QL(1 PACK/DAY) HD
PA QL(8 PACKS/DAY) HD
QL(4 CAPS/DAY) HD
QL(2 CAPS/DAY) HD
QL(T CAP/DAY) HD

PA QL(2 CAPS/DAY) HD
PA QL(2 PACKS/DAY) HD
PA QL(1 CAP/DAY) HD
PA QL(1 PACK/DAY) HD
QL(T PACK/DAY) HD
QL(2TABS/DAY) HD
QL(1TAB/DAY) HD

PA QL(2 TABS/DAY)

PA QL(1 CAP/DAY)

PA QL(1TAB/DAY)

QL(4 PACKS/DAY) HD
QL(16 PACKS/DAY) HD
PA QL(1 PACK/DAY)

PA QL(2 TABS/DAY)

PA QL(1TAB/DAY)

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

GASTROINTESTINAL (Gastrointestinal/Heartburn) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
PROTON-PUMP INHIBITORS (cont,)

RABEPRAZOLE DR 10 MG SPRNKL CP 13 QL(2 CAPS/DAY) HD
rabeprazole sod dr 20 mq tab (Aciphex) T QL(1TAB/DAY) HD
ZEGERID 20 MG CAPSULE (omeprazole-sodium bicarbonate) 13 PA QL(2 CAPS/DAY) HD
ZEGERID 20 MG PACKET (omeprazole-sodium bicarbonate) 13 PA QL(2 PACKS/DAY) HD
ZEGERID 40 MG CAPSULE (omeprazole-sodium bicarbonate) 13 PAQL(1 CAP/DAY) HD
ZEGERID 40 MG PACKET (omeprazole-sodium bicarbonate) 13 PA QL(1 PACK/DAY) HD
RECTAL PREPARATIONS

ANUSOL-HC (hydrocortisone acetate) 13 PA

hydrocortisone acetate T1

hydrocortisone acetate (Anusol-hc) T

SBS - GLUCAGON-LIKE PEPTIDE-2 (GLP-2) ANALOGS

GATTEX 13 PASPHD

GASTROINTESTINAL (Pain Relief And Inflammatory Disease)
HEMORRHOID PREP, ANTI-INFLAM STEROID-LOCAL ANESTHET

ANA-LEX T1
ANALPRAM HC 1% CREAM 13
ANALPRAM HC 2.5%-19% CREAM (hydrocortisone/pramoxine) 13 PA
ANALPRAM HC 2.5%-1% CRM SINGLE (hydrocortisone/pramoxine) 13 PA
hydrocortisone/lidocaine/aloe T1
hydrocortisone/pramoxine T1
hydrocortisone/pramoxine (Analpram Hc) T
lidocaine/hydrocortisone ac T1
LIDOCAINE-HYDROCORTISONE T1
PROCORT 13
PROCTOFOAM-HC 12

HEMATOPOIETIC GROWTH FACTORS (Miscellaneous)
HYPOXIA INDUCIBLE FACTOR PROLYL HYDROXYLASE INH.

VAFSEQ 150 MG TABLET 13 PA QL(1TAB/DAY)
VAFSEQ 300 MG TABLET 13 PA QL(2 TABS/DAY)

HORMONES (Gastrointestinal/Heartburn)
RECTAL/LOWER BOWEL PREP., GLUCOCORT. (NON-HEMORR)

budesonide 2 mq rectal foam (Uceris) T QL(2 KITS/180 DAYS)

CORTENEMA (hydrocortisone) 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

HORMONES (Gastrointestinal/Heartburn) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
RECTAL/LOWER BOWEL PREP., GLUCOCORT. (NON-HEMORR)

CORTIFOAM 13 PA

hydrocortisone (Cortenema) T

UCERIS 2 MG RECTAL FOAM (budesonide) 13 PA QL(2 KITS/180 DAYS)

HORMONES (Hormonal Agents)

ADRENAL STEROID INHIBITORS

ISTURISA T MG TABLET 13 PA QL(8 TABS/DAY) SP

ISTURISA 5 MG TABLET 13 PA QL(2 TABS/DAY) SP

RECORLEV 13 PA QL(8 TABS/DAY) SP

ADRENOCORTICOTROPHIC HORMONES

ACTHAR SELFJECT 13 PASPHD

CORTROPHIN 13 PA SP HD

ANDROGEN/ESTROGEN PREPS FOR FEMALE SEXUAL DYSFUNC

INTRAROSA 13 QL(30 INSERTS/30 DAYS)

ANDROGENIC AGENTS

ANDROGEL 1% (25 MG/2.5 G) PKT (testosterone) 13 PA QL(150 GMS/30 DAYS)

ANDROGEL 1% (50 MG/5 G) PKT (zestosterone) 13 PA QL(300 GMS/30 DAYS)

ANDROGEL 1.62% GEL PUMP (testosterone) 13 PA QL(150 GMS/30 DAYS)

DEPO-TESTOSTERONE 13

DEPO-TESTOSTERONE (testosterone cypionate) 13

JATENZO 158 MG CAPSULE 13 PA QL(4 CAPS/DAY)

JATENZO 198 MG CAPSULE 13 PA QL(4 CAPS/DAY)

JATENZ0 237 MG CAPSULE 13 PA QL(2 CAPS/DAY)

KYZATREX 100 MG CAPSULE 13 PA QL(2 CAPS/DAY)

KYZATREX 150 MG CAPSULE 13 PA QL(4 CAPS/DAY)

KYZATREX 200 MG CAPSULE 13 PA QL(4 CAPS/DAY)

METHITEST 1

methyltestosterone T1

NATESTO 13 PA QL(3 UNITS/30 DAYS)

oxandrolone T1 PA

TESTIM (testosterone) T3 PA QL(10 GMS/DAY)

testosterone 1% (25mg/2.5g) pk (Androgel) 11 PA QL(150 GMS/30 DAYS)

testosterone 1% (50 mg/5 g) pk (Vogelxo) T1 PA QL(300 GMS/30 DAYS)

testosterone 1.62% (2.5 g) pkt (Androgel) T PA QL(150 GMS/30 DAYS)
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

HORMONES (Hormonal Agents) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANDROGENIC AGENTS (cont.)

testosterone 1.62% gel pump (Androgel) 11 PA QL(150 GMS/30 DAYS)
testosterone 1.62% (1.25 g) pkt (Androgel) 11 PA QL(75 GMS/30 DAYS)
testosterone 10'mg gel pump T PA QL(120 GMS/30 DAYS)
testosterone 12.5mg/1.25 gram T1 PA QL(150 GMS/30 DAYS)
testosterone 30 mg/1.5 ml pump T1 PA QL(180 MLS/30 DAYS)
testosterone 50 mg/5 gram gel (Testim) T1 PA QL(10 GMS/DAY)
testosterone 50 mg/5 gram gel (Vogelxo) 11 PA QL(10 GMS/DAY)
TESTOSTERONE 50 MG/5 GRAM PKT T1 PA QL(300 GMS/30 DAYS)
testosterone cypionate T1

testosterone cypionate (Depo-Testosterone) T1

testosterone enanthate T1

TLANDO 13 PA QL(4 CAPS/DAY)
UNDECATREX 13 PA QL(4 CAPS/DAY)
VOGELXO 12.5 MG/1.25 GRAM PUMP 13 PA QL(150 GMS/30 DAYS)
VOGELX0 50 MG/5 GRAM GEL (testosterone) 13 PA QL(10 GMS/DAY)
VOGELXO 50 MG/5 GRAM GEL PACKT 13 PA QL(300 GMS/30 DAYS)
XYOSTED 13 PA QL(2 ML/28 DAYS)
ANTI-DIURETIC AND VASOPRESSOR HORMONES

DDAVP 0.1 MG TABLET (desmopressin acetate) 13 PAHD

DDAVP 0.2 MG TABLET (desmopressin acetate) 13 PAHD

DDAVP 4 MCG/ML AMPUL (desmapressin acetate) T3 PA SP

DDAVP 40 MCG/10 MLVIAL (desmopressin acetate) 13 PA SP

desmopressin 0.01% solution i HD

desmopressin 10 mcg/0.1 ml spr 1 HD

desmopressin 40 mcg/10 mi vial (Ddavp) 1 Sp

desmopressin ac 4 meg/ml ampul (Ddavp) T1 Sp

desmapressin ac 4 mcg/ml vial (Ddavp) 11 Sp

desmopressin acetate 0.1 mg tb (Ddavp) T1 HD

desmopressin acetate 0.2 mg tb (Ddavp) 11 HD

NOCTIVA 13 PA

ESTROGEN AND PROGESTIN COMBINATIONS

BIJUVA 13

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

HORMONES (Hormonal Agents) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ESTROGEN/ANDROGEN COMBINATIONS

ESTRATEST H.S. (estrogen,ester/me-testosterone) T3 PAHD

estrogen, ester/me-testosterone T HD

estrogen, ester/me-testosterone (Estratest H.S.) T HD

ESTROGENIC AGENTS

ACTIVELLA (estradiol/norethindrone acet) 13 PAHD

CLIMARA (estradiol) 13 PAHD

CLIMARA PRO 13 PAHD

(OMBIPATCH 12

DELESTROGEN (estradiol valerate) 13 PAHD

DEPO-ESTRADIOL 13 HD

DIVIGEL (estradiol) 13 PAHD

ELESTRIN 13 PAHD

ESTRACE (estradiol) 11 HD

estradiol (Climara) 11 QL(16 PATCHES/28 DAYS) HD

estradiol (Minivelle) T QL(16 PATCHES/28 DAYS) HD

estradiol (Vivelle-dot) T1 QL (16 patches/28 days) HD

estradiol 0.06% 1.25g gel pump (Estrogel) T1 HD

estradiol 0.1% (0.25mg) gel pk (Divigel) 11 HD

estradiol 0.1% (0.5mg) gel pkt (Divigel) 11 HD

estradiol 0.1% (0.75mg) gel pk (Divigel) 11 HD

estradiol 0.1% (1 mg) gel pkt (Divigel) T HD

estradiol 0.1% (1.25mg) gel pk (Divigel) T1 HD

estradiol 0.5 mg tablet 11 HD

estradiol 1 mg tablet T1 HD

estradiol 2 mgq tablet T1 HD

estradiol valerate (Delestrogen) 11 HD

estradiol/norethindrone acet T1 HD

estradiol/norethindrone acet (Activella) T HD

ESTROGEL (estradiol) 13 PAHD

estrogens, conjugated (Premarin) 11 HD

EVAMIST 13 HD

MENEST 13 HD

MENOSTAR 13 QL(8 PATCHES/28 DAYS) HD

MINIVELLE (yllana) 13 PA QL(16 PATCHES/28 DAYS) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

HORMONES (Hormonal Agents) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ESTROGENIC AGENTS (cont,)

norethind-eth estrad 0.5-2.5 (Femhrt) 11 HD

norethindrone ac/eth estradiol T HD

norethin-eth estrad 1 mg-5 mcg T1 HD

PREMARIN (estrogens, conjugated) 12 HD

PREMPHASE 12 HD

PREMPRO 12 HD

VIVELLE-DOT (estradiol) 13 PA QL(16 PATCHES/28 DAYS) HD
ESTROGEN-PROGESTIN WITH ANTI-MINERALOCORTICOID COMB

ANGELIQ 13 HD
ESTROGEN-SELECTIVE ESTROGEN RECEPTOR MOD (SERM) COMB

DUAVEE 12

GLUCOCORTICOIDS

AGAMREE 13 PA QL(10 MLS/DAY) SP
ALKINDI SPRINKLE 13 PA SP

budesonide T

budesonide (Uceris) T1 PA QL(1TAB/DAY)
CORTEF (hydrocortisone) 13 PA

cortisone acetate 1

deflazacort (Emflaza) T PA SP

deflazacort (Emflaza) T PASPHD
dexamethasone T

dexamethasone 0.5 mg tablet

dexamethasone 0.5 mg/5 ml elx T

dexamethasone 0.5 mg/5 ml lig T

dexamethasone 0.75 mq tablet T1

dexamethasone 1 mg tablet T1

dexamethasone 1.5 mq tablet T1

dexamethasone 10 day 1.5 mq tb T1 PA

dexamethasone 13 day 1.5 mg tb T1 PA

dexamethasone 2 mq tablet T1

dexamethasone 4 mgq tablet T1

dexamethasone 6 day 1.5 mq tab T1 PA

dexamethasone 6 mgq tablet T1

EMFLAZA (deflazacort) 13 PASPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

HORMONES (Hormonal Agents) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

GLUCOCORTICOIDS (cont.)

EOHILIA 13 PA QL(1800 MLS/180 DAYS)

HEMADY 13

hydrocortisone (Cortef) 11

KHINDIVI 13 PA SP

MEDROL 16 MG TABLET (methylprednisolone) 13

MEDROL 2 MG TABLET 12

MEDROL 4 MG DOSEPAK (methylprednisolone) 13

MEDROL 4 MG TABLET (methylprednisolone) 13

MEDROL 8 MG TABLET (methylprednisolone) 13

methylprednisolone T1

methylprednisolone (Medrol) 11

ORAPRED ODT (prednisolone sodium phos od) 13

prednisolone 1

prednisolone sodium phosphate 1

prednisolone sodium phosphate (Orapred Odt) T1

prednisone 11

TAPERDEX T PA

TARPEYO 13 PA QL(4 CAPS/DAY) SP

UCERIS 9 MG ERTABLET (budesonide) 13 PA QL(1TAB/DAY)

ZCORT 13 PA

GROWTH HORMONE RELEASING HORMONE (GHRH) AND ANALOGS

EGRIFTA SV 13 PASPHD

EGRIFTAWR 13 PASPHD

GROWTH HORMONES

GENOTROPIN 12 PA SP HD

HUMATROPE 13 PASPHD

NGENLA 12 PA SP

NORDITROPIN FLEXPRO 13 PASPHD

NUTROPIN AQ NUSPIN 13 PASPHD

OMNITROPE 12 PASPHD

SEROSTIM 12 PA SP HD

SKYTROFA 12 PA SP HD

SOGROYA 13 PA SP

ZOMACTON 13 PASPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

HORMONES (Hormonal Agents) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

INSULIN-LIKE GROWTH FACTOR-I (IGF-1) HORMONES

INCRELEX 12 PA SP

LHRH (GNRH) AGONIST ANALOG PITUITARY SUPPRESSANTS

LUPRON DEPOT 11.25 MG 3MO KIT 12 PASPHD

LUPRON DEPOT 3.75 MG KIT 12 PASPHD

SYNAREL 13 PA SP HD

LHRH (GNRH) ANTAGONIST, ESTROGEN AND PROGESTIN COMB

MYFEMBREE 12 PA QL(1TAB/DAY)

ORIAHNN 12 PA QL(2 CAPS/DAY)

LHRH (GNRH) ANTAGONIST, PITUITARY SUPPRESSANT AGENTS

cetrorelix acetate (Cetrotide) T1 PA SP

CETROTIDE (cetrorelix acetate) 12 PA SP

ganirelix acet 250 mcg/0.5 ml (Ganirelix Acetate) 11 PA SP

GANIRELIX ACET 250 MCG/0.5 ML (ganirelix acetate) 12 PA SP

ganirelix acetate (Ganirelix Acetate) 11 PA SP

ORILISSA 150 MG TABLET 12 PA QL(1 TAB/DAY)

ORILISSA 200 MG TABLET 12 PA QL(2TABS/DAY)

LHRH (GNRH) AGNST PIT.SUP-CENTRAL PRECOCIOUS PUBERTY

FENSOLVI 12 PA SP

LUPRON DEPOT-PED 13 PA SP HD

MINERALOCORTICOIDS

fludrocortisone acetate T1 HD

OXYTOCICS

CERVIDIL T3

methylergonovine maleate 11

PREPIDIL 13

PARATHYROID HORMONES

YORVIPATH 13 PA SP

PITUITARY SUPPRESSIVE AGENTS

cabergoline T QL(16 TABS/28 DAYS) HD

CRENESSITY 25 MG CAPSULE 13 PA QL(4 CAPS/DAY) SP

CRENESSITY 50 MG CAPSULE 13 PA QL(2 CAPS/DAY) SP

CRENESSITY 100 MG CAPSULE 13 PA QL(2 CAPS/DAY) 5P

CRENESSITY 50 MG/ML SOLUTION 13 PA QL(8 MLS/DAY) SP

danazol T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

HORMONES (Hormonal Agents) (cont,)

Prescription Drug Name

PROGESTATIONAL AGENTS
CRINONE 4% GEL

medroxyprogesterone 10 mq tab (Provera)
medroxyprogesterone 2.5 mq tab (Provera)
medroxyprogesterone 5 mgq tab (Provera)
norethindrone acetate

progesterone 100 mq capsule (Prometrium)
progesterone 200 mq capsule (Prometrium)
PROMETRIUM (progesterone, micronized)
PROVERA (medroxyprogesterone acetate)
SOMATOSTATIC AGENTS
lanreotide 120 mg/0.5 ml syrmg
LANREOTIDE 120 MG/0.5 ML SYRNG
MYCAPSSA

octreotide acetate

octreotide acetate (Sandostatin)

octreotide acetate,mi-spheres (Sandostatin Lar Depot)

SANDOSTATIN (octreotide acetate)

SANDOSTATIN LAR DEPQT (octreotide acetate, mi-spheres)

SIGNIFOR
SIGNIFOR LAR
SOMATULINE DEPOT

VAGINAL ESTROGEN FOR SEXUAL DYSFUNCTION

IMVEXXY 10 MCG MAINTENANCE PAK
IMVEXXY 10 MCG STARTER PACK
IMVEXXY 4 MCG MAINTENANCE PACK
IMVEXXY 4 MCG STARTER PACK
VAGINAL ESTROGEN PREPARATIONS
ESTRACE (estradiol)

estradiol (Vagifem)

estradiol 0.01% cream (Estrace)
estradiol 10 meq vaginal insrt (Vagifem)
ESTRING

FEMRING

PREMARIN

VAGIFEM (estradiol)

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

Drug Tier Coverage Requirements and Limits
13 PAHD
T1 HD
i HD
1 HD
i HD
1 HD
1 HD
13 PAHD
13 PAHD
1 PA SP HD
13 PA SP HD
13 PA QL(4 CAPS/DAY) SP
I PASPHD
I PASPHD
1 PA SP
13 PA SP HD
13 PA SP
13 PA SP
13 PA SP
12 PASPHD
13 PA QL(16 INSERTS/28 DAYS) HD
13 PA QL(36 INSERTS/28 DAYS) HD
13 PA QL(16 INSERTS/28 DAYS) HD
13 PA QL(36 INSERTS/28 DAYS) HD
13 PAHD
1 QL(36 TABS/28 DAYS)
I HD
1 QL(36 TABS/28 DAYS) HD
13 PA QL(2 RINGS/90 DAYS) HD
13 PAHD
12 HD
13 PA QL(36 TABS/28 DAYS) HD

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

HORMONES (Infertility)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
FERTILITY STIMULATING PREPARATIONS, NON-FSH

clomiphene citrate T1
FOLLICLE-STIMULATING AND LUTEINIZING HORMONES

MENOPUR 12 PA SP
FOLLICLE-STIMULATING HORMONE (FSH)

FOLLISTIM AQ 13 PA SP
GONAL-F 12 PA SP
GONAL-F RFF REDI-JECT 12 PA SP
HUMAN CHORIONIC GONADOTROPIN (HCG)

CHORIONIC GONADOTROPIN 13 PA SP
NOVAREL 12 PA SP
OVIDREL 12 PA SP
PREGNYL 12 PA SP
PREGNANCY FACILITATING/MAINTAINING AGENT, HORMONAL

CRINONE 8% GEL 13 PA
ENDOMETRIN (progesterone, micronized) 12
progesterone 100 mq vag insert (Endometrin) T1

HORMONES (Miscellaneous)

LEPTIN HORMONE ANALOGS
MYALEPT 13 PASPHD

HORMONES (Osteoporosis Products)
BONE FORMATION STIMULATING AGTS - PTH REL PEPTIDES

TYMLOS 13 PA QL(1 PEN/30 DAYS) SPHD
BONE RESORPTION INHIBITORS

calcitonin, salmon, synthetic T1 HD

calcitonin, salmon, synthetic (Miacalcin) T HD

MIACALCIN (calcitonin, salmon,synthetic) 13 HD
IMMUNOSUPPRESSANTS (Pain Relief And Inflammatory Disease)
HUMAN INTERLEUKIN 12723 (IL-12/13) INHIBITORS, MAB

IMULDOSA 13 PA QL(1 SYRINGE/84 DAYS) SP
OTULFI 13 PA QL(1 SYRINGE/84 DAYS) SP
PYZCHIVA 13 PA QL(T SYRINGE/84 DAYS) SP
SELARSDI 12 PA QL(T SYRINGE/84 DAYS) SP
STELARA 12 PA QL(7 SYRINGE/84 DAYS) SP HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

IMMUNOSUPPRESSANTS (Pain Relief And Inflammatory Disease) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
HUMAN INTERLEUKIN 12/23 (IL-12/13) INHIBITORS, MAB (con't)
STEQEYMA 13 PA QL(T SYRINGE/84 DAYS) SP
USTEKINUMAB 13 PA QL(1 SYRINGE/84 DAYS) SP HD
USTEKINUMAB-AEKN 45 MG SYRINGE 13 PA QL(1 SYRINGE/84 DAYS) SP
USTEKINUMAB-AEKN 90 MG/ML SYR 13 PA QL(1 SYRINGE/84 DAYS) SP
USTEKINUMAB-TTWE 12 PA QL(T SYRINGE/84 DAYS) SP HD
YESINTEK 12 PA QL(T SYRINGE/84 DAYS) SP
IL-23 RECEPTOR ANTAGONIST, MONOCLONAL ANTIBODY
OMVOH 100 MG/ML PEN 12 PA QL(2 PENS/28 DAYS) SP HD
OMVOH 100 MG/ML SYRINGE 12 PA QL(2 SYRINGES/28 DAYS) SP HD
OMVOH 200 MG DOSE - 2 PENS 12 PA QL(2 PENS/28 DAYS) SP HD
OMVOH 200 MG DOSE - 2 SYRINGES 12 PA QL(2 SYRINGES/28 DAYS) SP HD
OMVOH 200 MG/2 ML PEN 12 PAQLSPHD
OMVOH 200 MG/2 ML SYRINGE 12 PAQL SPHD
OMVOH 300 MG DOSE - 2 PENS 12 PA QL(3 MLS/28 DAYS) SP HD
OMVOH 300 MG DOSE - 2 SYRINGES 12 PA QL(3 MLS/28 DAYS) SP HD
SKYRIZI ON-BODY 12 PA QL(T CARTRIDGE/56 DAYS) SPHD
TREMFYA 12 PA QL(T SYRINGE/56 DAYS) SP HD
TREMFYA 100 MG/ML PEN 12 PA QL(T ML/56 DAYS) SP HD
TREMFYA 200 MG/2 ML PEN 12 PA QL(2 SYRINGE/28 DAYS) SP HD
TREMFYA ONE-PRESS 12 PA QL(1 AUTO-INJ/56 DAYS) SP HD
TREMFYA PEN INDUCTION (2 PEN) 12 PA QL(12 MLS/365 DAYS) SP HD
INTERLEUKIN-4(IL-4) RECEPTOR ALPHA ANTAGONIST, MAB
DUPIXENT PEN 12 PA SP HD
DUPIXENT SYRINGE 12 PASPHD
INTERLEUKIN-6 (IL-6) RECEPTOR INHIBITORS
ACTEMRA 12 PA QL(3.6 ML/28 DAYS) SP HD
ACTEMRA ACTPEN 12 PA QL(3.6 ML/28 DAYS) SP HD
ENSPRYNG 13 PA SP HD
KEVZARA 13 PA QL(2 PENS/SYRINGES/28 DAYS) SP HD
TYENNE 12 PA QL(3.6 ML/28 DAYS) SP
TYENNE AUTOINJECTOR 12 PA QL(3.6 ML/28 DAYS) SP
INTERLEUKIN-3I(IL-31)RECEPTOR ALPHA ANTAGONIST,MAB
NEMLUVIO 12 PASPHD

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication

T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

IMMUNOSUPPRESSANTS (Skin Conditions)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

TOPICAL IMMUNOSUPPRESSIVE AGENTS

ELIDEL (pimecrolimus) T3 PA

HYFTOR 13 PA SP

pimecrolimus (Elidel) 11

tacrolimus 0.03% ointment 1

tacrolimus 0.1% ointment T

IMMUNOSUPPRESSIVES

ASTAGRAF XL 13 SPHD

AZASAN (azathioprine) 13 PA SP HD

azathioprine 100 mq tablet (Azasan) T1 PA SP HD

azathioprine 50 mq tablet (Imuran) T SPHD

azathioprine 75 mq tablet (Azasan) 11 PASPHD

CELLCEPT (mycophenolate mofetil) 13 PASPHD

¢yclosporine 100 mg capsule (Sandimmune) 11 SPHD

¢yclosporine 25 mg capsule (Sandimmune) 1 SPHD

¢yclosporine, modified T1 SPHD

cyclosporine, modified (Neoral) T SPHD

ENVARSUS XR 13 SPHD

everolimus 0.25 mq tablet (Zortress) 11 SPHD

everolimus 0.5 mq tablet (Zortress) 11 SPHD

everolimus 0.75 mq tablet (Zortress) 1 SPHD

everolimus 1 mq tablet (Zortress) T1 SPHD

IMURAN (azathioprine) T3 PASPHD

LUPKYNIS 13 PA QL(6 CAPS/DAY) SP

mycophenolate mofetil (Cellcept) 11 SPHD

mycophenolate sodium (Myfortic) 11 SPHD

MYFORTIC (mycophenolate sodium) 13 PASPHD

MYHIBBIN 13 PA SP

NEORAL (cyclosporine, modified) T3 PASPHD

PROGRAF 0.2 MG GRANULE PACKET 13 SPHD

PROGRAF 0.5 MG CAPSULE (tacrolimus) 13 PASPHD

PROGRAF 1 MG CAPSULE (tacrolimus) 13 PASPHD

PROGRAF 1 MG GRANULE PACKET 13 SPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

IMMUNOSUPPRESSANTS (Transplant Medications) (cont,)

Prescription Drug Name
IMMUNOSUPPRESSIVES (cont,)
PROGRAF 5 MG CAPSULE (tacrolimus)
RAPAMUNE (sirolimus)

SANDIMMUNE 100 MG CAPSULE (cyclosporine)
SANDIMMUNE 100 MG/ML SOLN
SANDIMMUNE 25 MG CAPSULE (cyclosporine)
sirolimus

sirolimus (Rapamune)

tacrolimus 0.5 mg capsule (ir) (Prograf)
tacrolimus 1 mg capsule (ir) (Prograf)
tacrolimus 5 mg capsule (ir) (Prograf)
ZORTRESS (everolimus)

Drug Tier Coverage Requirements and Limits
13 PA SP HD
13 PA SP HD
13 PASPHD
12 SPHD
13 PASPHD
T1 SPHD
11 SPHD
11 SPHD
11 SPHD
T1 SPHD
13 SPHD

DIABETIC SUPPLIES
ACCU-CHEK

ACCU-CHEK FASTCLIX LANCING DEV
ACCU-CHEK GUIDE CONTROL SOLN
ACCU-CHEK SMARTVIEW CONTRL SOL
ACCU-CHEK SOFTCLIX

ACCUTREND GLUCOSE CONTROL
ADJUSTABLE LANCING DEVICE
ADVANCED LANCING DEVICE
ADVOCATE CONTROL SOLUTION
ADVOCATE LANCING DEVICE
ADVOCATE RAPID-SAFE LANCING DV
ADVOCATE REDI-CODE+ CTRL SOLN
AGAMATRIX CONTROL

AGAMATRIX CONTROL SOLUTION
ALKALINE BATTERIES

ALTERNATE SITE LANCING DEVICE
AQUA LANCE LANCING DEVICE
ASSURE 4 CONTROL SOLUTION
ASSURE CONTROL SOLUTION
ASSURE DOSE

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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PA QL (1 syringe/365 days)
PA QL (3/30 days)

PAQL (1 syringe/67 days)
PA QL(T UNIT/365 DAYS)
PA QL(3 sensors/30 days)

PA QL(2 units/28 days)
PA QL (1 reader/day)

PA QL(2 sensors/21 days)
PA QL(2 units/28 days)
PA QL(7 unit/720 days)
PA QL(1 unit/720 days)
PA QL(1 unit/720 days)

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

DIABETIC SUPPLIES (cont,)

ASSURE PRISM 11

ATHOME A1C 11

AUTOJECT 2 T1

AUTO-LANCET MINI 11

AUTOLET IMPRESSION 11

AUTOLET LANCING DEVICE 11

AUTOLET LITE 11

AUTOLET PLUS 11

AUTOPEN T1

BLOOD GLUCOSE CONTROL T1

BLOOD-GLUCOSE CONTROL 11

BREEZE 2 11

CAREONE 11

CARESENS 11

CARESENS S CONTROL SOLUTION T1

CARETOUCH CONTROL SOLUTION T1

CARETOUCH LANCING DEVICE i

CEQUR SIMPLICITY 12

CEQUR SIMPLICITY INSERTER 12

CHEMSTRIP BG DIARY 11

CHOSEN LANCING DEVICE T1

CLEVER CHOICE CONTROL SOLUTION T1

CONTOUR T1

CONTOUR NEXT CONTROL SOLUTION 11

CONTROL SOLUTION 11

(OOL CONTROL SOLUTION 11

DEXCOM G6 RECEIVER 12 PA QL(T UNIT/365 DAYS)

DEXCOM G6 SENSOR 12 PA QL(3 SENSORS/30 DAYS)

DEXCOM G6 TRANSMITTER 12 PA QL(T UNIT/90 DAYS)

DEXCOM G715 DAY SENSOR 12 PA QL(3 SENSORS/30 DAYS)

DEXCOM G7 RECEIVER 12 PA QL(T UNIT/365 DAYS)

DEXCOM G7 SENSOR 12 PA QL(3 SENSORS/30 DAYS)

DIATRUE T1

DROPLET GENTEEL LANCING DEVICE T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DIABETIC SUPPLIES (cont,)
DROPLET LANCING DEVICE 1
EASY MINIEJECT LANCING DEVICE T1
EASY PLUS I CONTROL SOLN HIGH i
EASY PLUS ITCONTROL SOLN LOW 1
EASY STEP CONTROL SOLUTION i
EASY TALK CONTROL SOLN LOW 1
EASY TALK HIGH CONTROL SOLN 1
EASY TALK PLUS I HIGH CONTROL T1
EASY TALK PLUS I LOW CTRL SLN i
EASYTOUCH BLULINK CTRL SOLN 1
EASYTOUCH CONTROL SOLUTION 1
EASY TOUCH LANCING DEVICE 1
EASY TRAK CONTROL SOLN HIGH 1
EASY TRAK CONTROL SOLN LOW T1
EASY TRAK Il CONTROL SOLUTION i
EASYGLUCO PLUS CONTROL NORMAL 1
EASYMAX 15 LEVEL 2 SOLUTION 1
EASYMAX NORMAL CONTROL SOLN 1
ELEMENT COMPACT CONTROL SOLN 1
ELEMENT CONTROL SOLUTION T1
EMBRACE EVO LEVEL 1 CTRL SOLN i
EMBRACE GLUC CONTROL SOLN HIGH 1
EMBRACE GLUCOSE CONTROL SOLN 1
EMBRACE LANCING DEVICE 1
EMBRACE PRO 1
EMBRACE TALK CONTROL SOLUTION T1
ENLITE SERTER i
EVENCARE G2 CONTROL SOLUTION 1
EVENCARE G3 CONTROL SOLUTION i
EVOLUTION CONTROL SOLUTION 1
FONDCIRCLE CONTROL SOLUTION 1
FONDCIRCLE LANCING DEVICE T1
FORA 6 CONNECT MULTIFUNCTN MTR 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DIABETIC SUPPLIES (cont,)
FORA CONTROL SOLUTION 1
FORA GTEL MULTIFUNCTN MONITOR T1
FORA KETONE CONTROL SOLUTION 13
FORA LANCING DEVICE 1
FORATN'G ADVANCE PRO MONITOR 13
FORATN'GO ADV MOBILE MULT MTR 13
FORATN'GO ADVANCE MULTIFN MTR 13
FORACARE GDH T1
FORTISCARE i
FREESTYLE CONTROL SOLUTION 1
FREESTYLE LIBRE 14 DAY READER 12 PA QL(T UNIT/720 DAYS)
FREESTYLE LIBRE 14 DAY SENSOR 12 PA QL(2 SENSORS/28 DAYS)
FREESTYLE LIBRE 2 PLUS SENSOR 12 PA QL(2 UNITS/30 DAYS)
FREESTYLE LIBRE 2 READER 12 PA QL(T UNIT/720 DAYS)
FREESTYLE LIBRE 2 SENSOR 12 PA QL(2 SENSORS/28 DAYS)
FREESTYLE LIBRE 3 PLUS SENSOR 12 PA QL(2 UNITS/28 DAYS)
FREESTYLE LIBRE 3 READER 12 PA QL(T UNIT/720 DAYS)
FREESTYLE LIBRE 3 SENSOR 12 PA QL(2 UNITS/28 DAYS)
GET00 CONTROL SOLUTION NORMAL 1
GENTEEL VACUUM LANCING DEVICE T1
GLUCOCARD 01 CONTROL T1
GLUCOCARD EXPRESSION CNTRL SLN 1
GLUCOCARD SHINE CONTROL SOLN 1
GLUCOCOM AUTOLINK 1
GLUCOCOM CONTROL SOLUTION T1
GLUCOSE CONTROL T1
GLUCOSE CONTROL SOLUTION T1
GOJJI GLUCOSE CONTROL SOLUTION 1
GOJJI KETONE CONTROL SOLUTION 13
GOJJILANCING DEVICE 1
GOJJIMULTI-FUNCTIONAL METER 13
GUARDIAN RT CHARGER T1
GUARDIAN TEST PLUG i
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

DIABETIC SUPPLIES (cont,)

GUARDIANTRANSMITTER TAPE 1

HEALTHPRO GLUCOSE CONTROL SOLN 1

HEALTHY ACCENTS AUTOLET 1

HYPOLANCE 1

IHEALTH CONTROL SOLN LEVEL 2 T1

INCONTROL LANCING DEVICE i

INFINITY CONTROL SOLUTION 11

INFINITY VOICE CONTROL SOLN 1

INPEN (FOR HUMALOG) 1

INPEN (FOR NOVOLOG OR FIASP) 1

INSUL-CAP T1

INSUL-EZE i

LANCING DEVICE 1

LANCING SYSTEM 1

LANZO 1

LITETOUCH LANCING PEN 1

MEDISENSE T1

MEDISENSE GLUCOSE KETONE T1

MEDISENSE GLUCOSE KETONE CONTR 11

MEDTRONIC REMOTE CONTROL 1

MICRODOT HIGH-LOW CONTROL SOL 1

MICRODOT NORMAL CONTROL SOLUT 1

MICROLET 2 T1

MICROLET NEXT LANCING DEVICE T1

MINI LANCING DEVICE 1

MINIMED QUICK-SERTER i

MULTI-LANCET 1

MYGLUCOHEALTH CONTROL SOLUTION 1

NOVA MAX PLUS GLUC-KETON METER T1

NOVAMAX PLUS GLU-KET T1

NOVOPEN ECHO 11

OMNIPOD 5 (G6/LIBRE 2 PLUS) 12 QL(30 CRTGS/30 DAYS)

OMNIPOD 5 DEXG7G6 INTRO(GEN 5) 12 QL(1 UNIT/365 DAYS)

OMNIPOD 5 DEXG7G6 PODS (GEN 5) 12 QL(30 CRTGS/30 DAYS)
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

DIABETIC SUPPLIES (cont,)

OMNIPOD 5 G6-G7 INTRO KT(GENS) 12 QL(T UNIT/365 DAYS)

OMNIPOD 5 G6-G7 PODS (GEN 5) 12 QL(30 CRTGS/30 DAYS)

OMNIPOD 5 INTRO(G6/LIBRE2PLUS) 12 QL(1 UNIT/365 DAYS)

OMNIPOD CLASSIC PDM KIT(GEN 3) 12 QL(1 UNIT/365 DAYS)

OMNIPOD CLASSICPODS (GEN 3) 12 QL(30 CRTGS/30 DAYS)

OMNIPOD DASH INTRO KIT (GEN 4) 12 QL(1 UNIT/365 DAYS)

OMNIPOD DASH PODS (GEN 4) 12 QL(30 CRTGS/30 DAYS)

OMNIPOD GO PODS 12 QL(30 CRTGS/30 DAYS)

ON CALL EXPRESS CONTROL SOLN i

ON CALL LANCING DEVICE 1

ON CALL PLUS CONTROL 1

ON CALL PLUS LANCING DEVICE 1

ON CALLVIVID CONTROL 1

ONETOUCH DELICA PLUS LANC DEV T1

ONETOUCH ULTRA CONTROL SOLN i

ONETOUCH VERIO HIGH CNTRL SOLN 1

ONETOUCH VERIO MID CNTRL SOLN 1

OPTUMRX GLUCOSE CONTROL SOLN 1

OVALTAPE 1

PIP GLUCOSE CONTROL SOLUTION T1

PRECISION XTRA KETONE-GLUCOSE 13

PRODIGY CONTROL SOLUTION 1

PRODIGY LANCING DEVICE 1

REFUAH PLUS GLUCOSE CONTROL 1

RELIAMED MINI LANCING DEVICE 1

RIGHTEST CONTROL SOLUTION T1

RIGHTEST GD500 i

SAFE-CLIP 1

SIL-SERTER i

SIMPLERA SENSOR 13 PA

SIMPLERA SYNC SENSOR 13 PA

SMARTDIABETES VANTAGE T1

SMARTEST i
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

DIABETIC SUPPLIES (cont,)

SOLUS V2 CONTROL SOLUTION 1

SOLUS V2 LANCING DEVICE T1

SURE COMFORT LANCING PEN i

SUREFLEX 1

SURE-PEN i

SURE-TEST EASYPLUS MINI SOLN 1

TELCARE CONTROL SOLUTION 1

TRUE METRIX T1

TRUECONTROL i

TRUEDRAW 1

TWIIST REFILL KT(CSST-NDL-SYR) 12 QL(30 KITS/30 DAYS)

TWIIST RFL(INFUS-CSST-NDL-SYR) 12 QL(30 KITS/30 DAYS)

TWIIST STARTER KIT 12 QL(T KIT/365 DAYS)

ULTI-LANCE T1

ULTRATRAK CONTROL SOL NORMAL i

ULTRATRAK CONTROL SOLUTION 1

ULTRATRAK ULTIMATE CNTRL SOLN 1

UNISTIK 2 1

UNISTRIP 1

V-G0 20 12

V-G0 30 12

V-G0 40 12

VIVAGUARD INO CONTROL SOLUTION 1

VIVAGUARD LANCING DEVICE 1

DURABLE MEDICAL EQUIPMENT,MISC (GROUP I)

1STTIER UNILET COMFORTOUCH T1

2-IN-1 LANCET DEVICE I

ACCU-CHEK FASTCLIX LANCET DRUM 1

ACCU-CHEK SAFE-T-PRO 1

ACCU-CHEK SAFE-T-PRO PLUS 1

ACCU-CHEK SOFTCLIX i

ACTI-LANCE I

ADVANCED TRAVEL LANCETS I
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC (GROUP I) (cont,)
ADVOCATE LANCET 11
ADVOCATE LANCETS 11
ADVOCATE SAFETY LANCET T1
AGAMATRIX ULTRA-THIN LANCET T1
ALTERNATE SITE LANCETS 11
ASSURE HAEMOLANCE PLUS 11
ASSURE LANCE 11
ASSURE LANCE PLUS 11
BD MICROTAINER LANCETS T1
BLOOD LANCETS T1
BULLSEYE MINI SAFETY LANCETS 11
BUTTERFLY TOUCH LANCET 11
CAREONE 11
CARESENS LANCET 11
CARETOUCH SAFETY LANCETS 1
CARETOUCHTWIST LANCET T1
CHOSEN LANCET 11
CHOSEN SAFETY LANCET 11
CLEVER CHEK LANCETS 11
(OAGUCHEK 11
COLOR LANCETS T1
(OMFORT EZ T1
COMFORT LANCETS 11
(OMFORT TOUCH PLUS SAFETY LANC 11
(OMFORT TOUCH ULTTHIN LANCET 11
DROPLET LANCETS 11
DROPSAFE ACTI-LANCE T1
EASY COMFORT LANCETS T1
EASYTOUCH PULL-TOP 26G LANCET 11
EASY TOUCH PULL-TOP 28G LANCET 11
EASY TOUCH PULL-TOP 30G LANCET 11
EASY TOUCH PULL-TOP 32G LANCET 11
EASY TOUCH SAFETY 21G LANCETS T1
EASYTOUCH SAFETY 23G LANCETS T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC (GROUP I) (cont,)
EASYTOUCH SAFETY 26G LANCETS 11
EASY TOUCH SAFETY 28G LANCETS 11
EASY TOUCH SAFETY 30G LANCETS T1
EASYTOUCH SAFETY 32G LANCETS T1
EASY TOUCH TWIST 26G LANCETS 11
EASY TOUCH TWIST 28G LANCETS 11
EASY TOUCH TWIST 30G LANCETS 11
EASY TOUCHTWIST 32G LANCETS 11
EASY TOUCHTWIST 33G LANCETS T1
EASY TWIST & CAP LANCETS 11
EMBRACE 30G LANCETS 11
EMBRACE SAFETY LANCET 11
EZ SMART LANCETS 11
EZ-LETS 11
FIFTY50 SAFETY SEAL LANCETS T1
FINGERSTIX T1
FONDCIRCLE LANCET 11
FORA LANCETS 11
FORACARE LANCETS 11
FREESTYLE LANCETS 11
FREESTYLE UNISTIK 2 T1
GLUCOCOM T1
GLUCOCOM LANCETS i
GOJJILANCETS 11
HEALTHY ACCENTS UNILET LANCET 11
INCONTROL SUPER THIN LANCETS 11
INCONTROL ULTRATHIN LANCETS T1
INJECT EASE LANCETS T1
INVACARE LANCETS 11
lancets T1
LANCETS 11
LITETOUCH 28G LANCETS 11
LITETOUCH 30G LANCETS T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC (GROUP I) (cont,)
LITETOUCH 33G LANCETS 11
MEDISENSETHIN LANCETS 11
MEDLANCE PLUS T1
MICRO THIN LANCET T1
MICRO THIN LANCETS 11
MICROLET 11
MOBILE LANCETS 11
MONOLET LANCETS 11
MONOLET THIN LANCETS T1
MYGLUCOHEALTH LANCETS 11
NOVA SAFETY LANCETS 11
NOVA SUREFLEX 11
ON CALL LANCET 11
ON CALL PLUS LANCET 11
ONETOUCH DELICA PLUS LANCET T1
ONETOUCH DELICA SAFETY LANCET 1
ONETOUCH LANCETS 11
ONETOUCH SURESOFT 11
ONETOUCH ULTRASOFT 2 LANCET 11
ON-THE-GO 11
PERFECT POINT SAFETY LANCETS T1
PIP LANCET T1
PRESSURE ACTIVATED LANCETS 11
PRO COMFORT LANCET 11
PRO COMFORT LANCETS 11
PRO COMFORT SAFETY LANCET 11
PRODIGY LANCETS T1
PRODIGY TWIST TOP LANCET T1
PURE COMFORT LANCETS 11
PURE COMFORT SAFETY LANCETS 11
PUSH BUTTON SAFETY LANCETS 11
READYLANCE SAFETY LANCETS 11
RELIAMED T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC (GROUP I) (cont,)
RELIAMED SAFETY SEAL LANCETS 11
RIGHTEST GL300 LANCETS 11
SAFETY LANCETS T1
SAFETY SEAL LANCETS T1
SAFETY-LET 11
SINGLE-LET 11
SMART SENSE 11
SMART SENSE LANCETS 11
SMARTEST LANCET T1
SOLUS V2 T1
SOLUS V2 LANCETS 11
STERILANCETL 11
STERILE LANCETS 11
SUPERTHIN LANCETS 11
SURE COMFORT LANCETS T1
SURE-LANCE T1
SURE-TOUCH 11
TECHLITE LANCETS 11
TELCARE ULTRATHIN 30G LANCETS 11
THIN LANCETS 11
TOPCARE UNIVERSALT LANCET T1
TOPCARE UNIVERSALTTHIN LANCET T1
TRUE COMFORT LANCET 11
TRUE COMFORT SAFETY LANCET 11
TRUEPLUS LANCET 11
TRUEPLUS LANCETS 11
TWIST LANCETS T1
TWISTTOP LANCET T1
ULTILET BASIC 11
ULTILET CLASSIC 11
ULTILET LANCETS 11
ULTILET SAFETY 11
ULTRATHIN LANCET T1
ULTRA THIN LANCETS T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC (GROUP I) (cont,)
ULTRATHIN PLUS LANCETS T1
ULTRA-CARE LANCETS T1
ULTRALANCE T1
ULTRA-THIN 11 28G LANCETS 11
ULTRA-THIN 11 30G LANCETS 11
ULTRATLC LANCETS 11
UNILET COMFORTOUCH T1
UNILET EXCELITE T1
UNILET EXCELITE N T1
UNILET GP LANCET 11
UNILET LANCET 11
UNILET LANCETS 11
UNISTIK 2 COMFORT T1
UNISTIK 2 EXTRA T1
UNISTIK 2 NORMAL T1
UNISTIK 3 11
UNISTIK 3 COMFORT 11
UNISTIK 3 DUAL 11
UNISTIK 3 EXTRA T1
UNISTIK 3 NORMAL T1
UNISTIK COMFORT T1
UNISTIK CZT 11
UNISTIK EXTRA 11
UNISTIK NORMAL 11
UNISTIK PRO T1
UNISTIK SAFETY T1
UNISTIKTOUCH T1
UNIVERSAL 1 11
VERIFINE SAFETY LANCET MINI 11
VERIFINE UNIVERSAL LANCET 11
VIVAGUARD LANCET T1
VIVAGUARD SAFETY LANCET T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
NEEDLES/NEEDLELESS DEVICES
TSTTIER UNIFINE PENTIPS T1 PA
TSTTIER UNIFINE PENTIPS PLUS T1 PA
ADVOCATE PEN NEEDLE T1 PA
ADVOCATE PEN NEEDLES 11 PA
AQINJECT PEN NEEDLE 11 PA
ASSUREID DUO PRO SFTY PEN NDL 11 PA
ASSURE ID PEN NEEDLE T1 PA
ASSURE 1D PRO PEN NEEDLE T1 PA
AUTOSHIELD DUO PEN NEEDLE T1
BLUNT NEEDLE 11
CAREFINE PEN NEEDLE 11 PA
CAREPOINT PRECISION NEEDLE 11
CARETOUCH HYPODERMIC NEEDLE T1
CARETOUCH PEN NEEDLE T1 PA
CLICKFINE T1 PA
(OMFORT EZ PEN NEEDLE 11 PA
(OMFORT EZ PRO SAFETY PEN NDL 11 PA
COMFORT TOUCH PEN NEEDLE 11 PA
DROPLET MICRON PEN NEEDLE T1 PA
DROPLET PEN NEEDLE T1 PA
DROPSAFE PEN NEEDLE T1 PA
DROPSAFE SICURA SAFETY NEEDLE 11
EASY COMFORT PEN NEEDLE 11 PA
EASY COMFORT PEN NEEDLES 11 PA
EASY COMFORT SAFETY PEN NEEDLE T1 PA
EASY GLIDE PEN NEEDLE T1 PA
EASY TOUCH FLIPLOCK NEEDLE T1
EASY TOUCH FLIPLOCK NEEDLES 11
EASYTOUCH HYPODERMIC NEEDLE 11
EASY TOUCH PEN NEEDLE 11 PA
EASYTOUCH SAFETY PEN NEEDLE T1 PA
EASYPOINT NEEDLE T1
ECLIPSE NEEDLE T1
EMBRACE PEN NEEDLE 11 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

NEEDLES/NEEDLELESS DEVICES (cont,)

EXEL HUBER NEEDLE 11

EXEL HYPODERMIC NEEDLE T1

EXEL MTI DRAWING NEEDLE T1

FILTER ASPIRATOR NEEDLE 11

FILTER NEEDLE 11

FLOW-EZE 11

HEALTHWISE PEN NEEDLE 11 PA

HEALTHY ACCENTS UNIFINE PENTIP T1 PA

INCONTROL PEN NEEDLE T1

INSULIN PEN NEEDLE 11 PA

INSUPEN PEN NEEDLE 11 PA

INTEGRA NEEDLE 11 PA

INTEGRA PRECISIONGLIDE NEEDLE 11

LIFESHIELD BLUNT CANNULA T1

LITETOUCH 31GX1/4" PEN NEEDLE T1

LITETOUCH PEN NEEDLE 29G 11 PA

LITETOUCH PEN NEEDLE 31G 11 PA

MAXICOMFORT II PEN NEEDLE 11 PA

MAXICOMFORT SAFETY PEN NEEDLE 11 PA

MINI PEN NEEDLE T1 PA

MINIULTRA-THIN T1 PA

MONOJECT BLOOD COLLECTION 11 PA

MONOJECT FILTER NEEDLE 11

NANO 2ND GEN PEN NEEDLE 11

NANO PEN NEEDLE 11

NEEDLE T1

NEEDLES T1

needles,safety huber,disposabl 11

NOKOR ADMIX NEEDLE 11

NOKOR NEEDLE 11

NOVOFINE 32 11 PA

NOVOFINE AUTOCOVER T1 PA

NOVOFINE PLUS T1 PA

PEN NEEDLE 11 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
NEEDLES/NEEDLELESS DEVICES (cont,)
PEN NEEDLES 11 PA
PENTIPS PEN NEEDLE T1 PA
PERFECT POINT SAFETY NEEDLE T1
PHASEAL PROTECTOR 11
PIP PEN NEEDLE 11 PA
POLY HUB NEEDLE 11
PRECISIONGLIDE 11
PRECISIONGLIDE NEEDLE T1
PREVENT DROPSAFE PEN NEEDLE T1 PA
PRO COMFORT PEN NEEDLE 11 PA
PURE COMFORT PEN NEEDLE 11 PA
PURE COMFORT SAFETY PEN NEEDLE 11 PA
RAYA SURE PEN NEEDLE 11 PA
REGULAR BEVEL NEEDLES T1
SAFETY PEN NEEDLE T1 PA
SAFETYGLIDE NEEDLE 11
SECURESAFE PEN NEEDLE T PA
SHORT BEVEL NEEDLES 11
SIMPLI PEN NEEDLE T1 PA
SKY SAFETY PEN NEEDLE 11 PA
SPECIALTY USE NEEDLES 11
SURE COMFORT 11 PA
SURE COMFORT PEN NEEDLE 11 PA
SURE COMFORT SAFETY PEN NEEDLE 11 PA
SURE-FINE PEN NEEDLES T1 PA
TECHLITE PEN NEEDLE 11 PA
TECHLITE PLUS PEN NEEDLE 11 PA
TERUMO SURGUARD2 11
THIN WALL NEEDLES 11
TOPCARE CLICKFINE 11 PA
TRANSFER NEEDLE T1
TRUE COMFORT PEN NEEDLE 11 PA
TRUE COMFORT PRO PEN NEEDLE 11 PA
TRUE COMFORT SAFETY PEN NEEDLE 11 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
NEEDLES/NEEDLELESS DEVICES (cont,)
TRUEPLUS PEN NEEDLE 11 PA
ULTICARE PEN NEEDLE T1 PA
ULTICARE SAFETY PEN NEEDLE T1 PA
ULTIGUARD SAFEPACK-PEN NEEDLE 11 PA
ULTILET PEN NEEDLE 11 PA
ULTRA FLO PEN NEEDLE 11 PA
ULTRATHIN 11 PA
ULTRACARE PEN NEEDLE T1 PA
ULTRA-FINE MICRO PEN NEEDLE T1
ULTRA-FINE MINIPEN NEEDLE 11
ULTRA-FINE NANO PEN NEEDLE 11
ULTRA-FINE ORIGINAL PEN NEEDLE 11
ULTRA-FINE PEN NEEDLE 11
ULTRA-FINE SHORT PEN NEEDLE T1
ULTRA-THIN I PEN NDL 29GX1/2" T1 PA
ULTRA-THIN I PEN NDL 31GX5/16 11 PA
UNIFINE PEN NEEDLE 11 PA
UNIFINE PENTIPS 11 PA
UNIFINE PENTIPS MAXFLOW 11 PA
UNIFINE PENTIPS PLUS T1 PA
UNIFINE PENTIPS PLUS MAXFLOW T1 PA
UNIFINE PROTECT 11 PA
UNIFINE SAFECONTROL PEN NEEDLE 11 PA
UNIFINE ULTRA PEN NEEDLE 11 PA
VERIFINE PEN NEEDLE 11 PA
VERIFINE PLUS PEN NEEDLE T1 PA
VERIFINE PLUS PEN NEEDLE-SHARP T1 PA
YALE NEEDLES 11
SYRINGES AND ACCESSORIES
ADVOCATE SYRINGES 11 PA
AQ INSULIN SYR 0.5 ML 30G 8MM T1 PA
AQ INSULIN SYR 1 ML 31G 8MM T1 PA
AQ INSULIN SYRIN 1 ML 29G 12MM 11 PA
ASSURE D INSULIN SAFETY 11 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

SYRINGES AND ACCESSORIES (cont,)

BDINS SYR0.3 ML 8MMX31G(1/2) 1

BD INS SYR UF 0.3ML 12.7MMX306G T1

BD INS SYR UF 0.5ML 12.7MMX306G i

BD INS SYRN UF 1 ML 12.7MMX30G 1

BD INS SYRN UF 1ML 30G 12.7MM i

BD INS SYRNG 0.3 ML 29GX12.7MM 1

BD INS SYRNG 0.5 ML 29GX12.7MM 1

BD INS SYRNG UF 0.3 ML 8MMX31G T1

BD INS SYRNG UF 0.5 ML 8MMX31G i

BD INSULIN SYR 0.5 ML 28GX1/2" 1

BD INSULIN SYR T ML 27GX12.7MM 1

BD INSULIN SYR 1T ML 27GX5/8" 1

BD INSULIN SYR 1T ML 28GX1/2" 1

BD INSULIN SYR T ML 29GX12.7MM T1

BD INSULIN SYR UF 1 ML 8MMX31G i

BROOKS INSULIN 0.3ML SYRN 1 PA

CAINS SYR0.3 ML 30GX5/16" 1 PA

CAINS SYR0.3 ML 31GX5/16" 1 PA

CAINS SYR0.5 ML 30GX5/16" 1 PA

CAINS SYR0.5 ML 31GX5/16" T1 PA

CAINSULIN SYR 0.3 ML 29GX1/2" i PA

CA INSULIN SYR 0.5 ML 29GX1/2" 1 PA

CAINSULIN SYR 1ML 29GX1/2" 1 PA

CAINSULIN SYR T ML 30GX5/16" 1 PA

CAINSULIN SYR T ML 31GX5/16" 1 PA

CAREONE SYR 0.3 ML 30GX1/2" T1 PA

CAREONE SYR0.5 ML 30GX1/2" i PA

CAREONE SYR 1 ML 30GX1/2" 1 PA

CARETOUCH INSULIN SYRINGE i PA

(OMFORT EZ INSULIN SYRINGE 1 PA

DROPLET INSULIN SYRINGE 1 PA

DROPSAFE INSULIN SYRINGE T1 PA

EASY COMFORT INSULIN SYRINGE i PA

EASY GLIDE INSULIN SYRINGE 1 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SYRINGES AND ACCESSORIES (cont,)
EASY TOUCH FLIPLOCK INSULIN 1 PA
EASY TOUCH INSULIN SAFETY T1 PA
EASYTOUCH INSULIN SYR 0.3 ML i PA
EASYTOUCH INSULIN SYR 0.5 ML 1 PA
EASYTOUCH INSULIN SYR 1 ML i PA
EASY TOUCH INSULIN SYRINGE 1 PA
EASYTOUCH LUER LOCK INSULIN 1 PA
EASY TOUCH SHEATHLOCK INSULIN T1 PA
EASY TOUCH UNI-SLIP i PA
EASY-TOUCH INSULIN SYRINGE 1 PA
ECLIPSE SYRINGE 1
EQL INS SYR T ML 29GX1/2" 1 PA
EQL INSUL SYR 0.3 ML 31GX5/16" 1 PA
EQLINSULSYR 0.5 ML 31GX5/16" T1 PA
EQL INSULIN 0.3 ML SYRINGE i PA
EQL INSULIN 0.5 ML SYRINGE 1 PA
EQL INSULIN T ML SYRINGE 1 PA
EQL INSULIN SYR 1 ML 31GX5/16" 1 PA
EXELINS SYR U100 1T ML 28GX1/2 1 PA
EXEL U100 0.3 ML 29GX1/2" T1 PA
EXEL U100 0.3 ML 30GX5/16" i PA
EXEL U100 0.5 ML 28GX1/2" 1 PA
EXEL U100 0.5 ML 29GX1/2" 1 PA
EXEL U100 0.5 ML 30GX5/16" 1 PA
EXEL U100 1 ML 30GX5/16" 1 PA
EXEL UT00 INS SYR T ML 29GX1/2 T1 PA
FIFTY50 INS 0.3 ML 31GX5/16" i PA
FIFTY50 INS 0.5 ML 31GX5/16" 1 PA
FIFTY50 INS SYR 1ML 31GX5/16" i PA
FREESTYLE PRECISION 1 PA
GNP INS SYR 0.3 ML 29GX1/2" 1 PA
GNP INS SYRINGE 1 ML 28G 1/2" T1 PA
GNP INSUL SYR 0.3 ML 31GX5/16" i PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SYRINGES AND ACCESSORIES (cont,)
GNP INSUL SYR 0.5 ML 31GX5/16" 1 PA
GNP INSULIN SYR 1 ML 31GX5/16" 1 PA
HEALTHWISE INSULIN SYRINGE 1 PA
INSULIN T ML SYRINGE 1 PA
INSULIN 1/2 ML SYRINGE T1 PA
INSULIN 3/10 ML SYRINGE i PA
INSULIN SYR 0.3 ML 30GX5/16" 1 PA
INSULIN SYR 0.3ML 31GX1/4(1/2) 1 PA
INSULIN SYR 0.5 ML 28G 12.7MM 1
INSULIN SYRIN 0.3 ML 29GX1/2" 1 PA
INSULIN SYRIN 0.3 ML 30GX1/2" T1 PA
INSULIN SYRIN 0.3 ML 30GX5/16" i PA
INSULIN SYRIN 0.3 ML 31GX5/16" I PA
INSULIN SYRIN 0.5 ML 28G 1/2" i PA
INSULIN SYRIN 0.5 ML 28GX1/2" 1 PA
INSULIN SYRIN 0.5 ML 29GX1/2" 1 PA
INSULIN SYRIN 0.5 ML 30G 1/2" T1 PA
INSULIN SYRIN 0.5 ML 306G 5/16" i PA
INSULIN SYRIN 0.5 ML 30GX1/2" I PA
INSULIN SYRIN 0.5 ML 30GX5/16" i PA
INSULIN SYRIN 0.5 ML 31G 5/16" 1 PA
INSULIN SYRIN 0.5 ML 31GX5/16" 1 PA
INSULIN SYRIN T ML 29GX1/2" T1 PA
INSULIN SYRING 0.5 ML 27G 1/2" i PA
INSULIN SYRING 0.5 ML 27G 13MM I PA
INSULIN SYRING 0.5 ML 28G 1/2" i PA
INSULIN SYRING 0.5 ML 29G 1/2" 1 PA
INSULIN SYRING 0.5 ML 29GX1/2" 1 PA
INSULIN SYRINGE 0.3 ML T1 PA
INSULIN SYRINGE 0.3 ML 31GX1/4 i PA
INSULIN SYRINGE 0.5 ML 31GX1/4 I PA
INSULIN SYRINGE 1 ML i PA
INSULIN SYRINGE 1 ML 27G 1/2" 1 PA
INSULIN SYRINGE 1 ML 27G 13MM 1 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits

T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SYRINGES AND ACCESSORIES (cont,)
INSULIN SYRINGE 1 ML 27G 16MM 1
INSULIN SYRINGE 1 ML 27GX1/2" T1 PA
INSULIN SYRINGE 1 ML 28G 1/2" i PA
INSULIN SYRINGE 1 ML 28G 13MM 1 PA
INSULIN SYRINGE 1 ML 28GX1/2" i PA
INSULIN SYRINGE 1 ML 29G 1/2" 1 PA
INSULIN SYRINGE 1 ML 29GX1/2" 1 PA
INSULIN SYRINGE 1 ML 30G 1/2" T1 PA
INSULIN SYRINGE 1 ML 30G 5/16" i PA
INSULIN SYRINGE 1 ML 30GX1/2" 1 PA
INSULIN SYRINGE 1 ML 30GX5/16" 1 PA
INSULIN SYRINGE 1 ML 31G 5/16" 1 PA
INSULIN SYRINGE 1 ML 31GX1/4" 1 PA
INSULIN SYRINGE 1 ML 31GX5/16" T1 PA
INSULIN SYRINGE TML 28G 12.7MM i
INSULIN SYRINGE U-500 1
KINRAY INS SYR 1 ML 31GX5/16" 1 PA
KINRAY SYRING 0.3 ML 31GX5/16" 1 PA
KINRAY SYRING 0.5 ML 31GX5/16" 1 PA
KMART VALU PLUS SYR 1/2 ML T1 PA
KRO INS SYR 0.3 ML 29GX1/2" i PA
KRO INS SYRIN 0.5 ML 31GX5/16" 1 PA
KRO INSULIN SYR 1 ML 30GX5/16" 1 PA
KROGER INS SYR 0.3 ML 30GX5/16 1 PA
KROGER INS SYR 0.5 ML 29GX1/2" 1 PA
KROGER INS SYR 1 ML 29GX1/2" T1 PA
KROGER INS SYR 1 ML 31GX5/16" i PA
KROGER SYR 0.5 ML 30GX5/16" 1 PA
KROGER SYRING 0.3 ML 31GX5/16" i PA
LEADER INS SYR 0.3 ML 29GX1/2" 1 PA
LEADER INS SYR 0.5 ML 28GX1/2" 1 PA
LEADER INS SYR 0.5 ML 29GX1/2" T1 PA
LEADER INS SYR 0.5 ML 30GX1/2" i PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SYRINGES AND ACCESSORIES (cont,)
LEADER INS SYR 1 ML 28GX1/2" 11 PA
LEADER INS SYR 1 ML 29GX1/2" 11 PA
LEADER INS SYR 1 ML 30GX5/16" 11 PA
LEADER INS SYR 1 ML 31GX5/16" 11 PA
LEADER INSULIN SYRINGE 0.3 ML T1 PA
LEADER SYRING 0.3 ML 31GX5/16" T1 PA
LEADER SYRING 0.5 ML 31GX5/16" 11 PA
LITETOUCH INSULIN 0.5 ML SYR i PA
LITETOUCH INSULIN T ML SYR 1 PA
LITETOUCH INSULIN SYR 0.3 ML 1 PA
LITETOUCH INSULIN SYR 0.5 ML T1 PA
LITETOUCH INSULIN SYR 1ML I PA
LITETOUCH INSULIN SYRINGE 1 PA
MAGELLAN INSULIN SAFETY SYRNG i PA
MAGELLAN INSULIN SYRINGE 1 PA
MAXI-COMFORT 1 PA
MAXICOMFORT INSULIN SYRINGE T1 PA
MINIMED RESERVOIR T1
MONOJECT 1 PA
MONOJECT INSULIN SAFETY SYRNG i PA
MONOJECT INSULIN SYRINGE 1 PA
MSINS SYR 0.5 ML 29GX1/2" 11 PA
MSINS SYR 1ML 29GX1/2" T1 PA
MS INS SYRINGE 1ML 306X1/2" T1 PA
MS INSUL SYR 0.3 ML 31GX5/16" 11 PA
MS INSUL SYR 0.5 ML 30GX1/2" 11 PA
MS INSUL SYR 0.5 ML 31GX5/16" 11 PA
MS INSULIN SYR 0.3 ML 29GX1/2" 11 PA
MS INSULIN SYR 1 ML 31GX5/16" T1 PA
MS INSULIN SYRINGE 0.3 ML T1 PA
PARADIGM 1
PREF PLUS INS 0.3 ML 29GX1/2" 11 PA
PREF PLUS SYR 0.5 ML 30GX5/16" 11 PA
PREF PLUS SYRING 1 ML 29GX1/2" 11 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SYRINGES AND ACCESSORIES (cont,)
PREFERRED PLUS 0.3 ML 30GX5/16 1 PA
PREFERRED PLUS 0.5 ML 29GX1/2" T1 PA
PREFERRED PLUS SYRINGE 0.5 ML i PA
PREFERRED PLUS SYRINGE 1ML 1 PA
PREFPLS INS SYR 1T ML 30GX5/16" i PA
PRO COMFORT INSULIN SYRINGE 1 PA
PRODIGY INSULIN SYRINGE 1 PA
PUB INS SYRIN 0.3 ML 30GX1/2" T1 PA
PUB INS SYRINGE 1 ML 30GX1/2" i PA
PUB INSUL SYR 0.3 ML 31GX5/16" 1 PA
PUB INSUL SYR 0.5 ML 30GX1/2" 1 PA
PUB INSUL SYR 0.5 ML 31GX5/16" 1 PA
PUB INSULIN SYR 1 ML 31GX5/16" 1 PA
RAINS SYR 0.5 ML 29GX1/2" T1 PA
RAINS SYR 0.5 ML 30GX5/16" i PA
RAINS SYR 1 ML 29GX1/2" 1 PA
RAINS SYRINGE 1 ML 30GX5/16" 1 PA
RELION INS SYR 0.3 ML 29GX1/2" 1 PA
RELION INS SYR 0.3 ML 31GX6MM 1 PA
RELION INS SYR 0.5 ML 29GX1/2" T1 PA
RELION INS SYR 0.5 ML 31GX6MM i PA
RELION INS SYR T ML 29GX1/2" 1 PA
RELION INS SYR T ML 31GX15/64" 1 PA
RELION INS SYR T ML 31GX5/16" 1 PA
RELION INSULIN SYR 0.5 ML 1 PA
RELION SYRING 0.3 ML 31GX5/16" T1 PA
RELION SYRING 0.5 ML 31GX5/16" i PA
SAFESNAP INSULIN SYRINGE 1 PA
SAFETYGLIDE INSULIN SYRINGE i
SAFETYGLIDE SYRINGE 1
SECURESAFE INSULIN SYRINGE 1 PA
SMINS SYR 0.5 ML 29GX1/2" T1 PA
SMINS SYR 0.5 ML 30GX5/16" i PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SYRINGES AND ACCESSORIES (cont,)
SMINS SYR 1ML 29GX1/2" I PA
SMINS SYRING 0.3 ML 30GX5/16" i PA
SMINS SYRINGE 1 ML 28GX1/2" 1 PA
SMIINS SYRINGE 1 ML 30GX5/16" 1 PA
SMINSUL SYR 0.3 ML 31GX5/16" T1 PA
SMINSUL SYR 0.5 ML 31GX5/16" i PA
SMINSULIN SYR 0.3 ML 29GX1/2" I PA
SMINSULIN SYR 0.5 ML 28GX1/2" i PA
SMINSULIN SYR 1 ML 31GX5/16" 1 PA
SURE COMFORT 1 PA
SURE COMFORT INSULIN SYRINGE T1 PA
SURE-JECT INS 0.3 ML 31GX5/16" i PA
SURE-JECT INS 0.5 ML 31GX5/16" I PA
SURE-JECT INSULIN SYRINGE i PA
syringe and needle,insulin, Tm! 11 PA
syringe-needle,insulin,0.5 ml 11 PA
syring-need),disp,insul,0.3 ml T PA
TECHLITE INSULIN SYRINGE i PA
TERUMO INS SYR 0.3 ML 29GX1/2" I PA
TERUMO INSULIN SYRINGE i PA
THINPRO INSULIN SYRINGE 1 PA
TOPCARE ULTRA COMFORT 1 PA
TRUE COMFORT INSULIN SYRINGE T1 PA
TRUE COMFORT PRO INS SYRINGE i PA
TRUE COMFORT SAFE INSULIN SYRG I PA
TRUEPLUS INSULIN SYRINGE i PA
ULTCARE INS SYR 1 ML 31GX5/16" 1 PA
ULTICARE 1 PA
ULTICARE INS SAFETY TML 29X1/2 T1 PA
ULTICARE INS SYR T ML 28GX1/2" i PA
ULTICARE INS SYR 1T ML 29GX1/2" I PA
ULTICARE INSULIN SYRINGE i PA
ULTICARE SAFETY 0.5 ML 29GX1/2 1 PA
ULTICARE SYR 0.3 ML 30GX5/16" 1 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Diabetes) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SYRINGES AND ACCESSORIES (cont.)

ULTICARE SYR 0.3 ML 31GX5/16" 11 PA
ULTICARE SYR 0.5 ML 29GX1/2" 11 PA
ULTICARE SYR 0.5 ML 30GX5/16" T1 PA
ULTICARE SYR 0.5 ML 31GX5/16" 11 PA
ULTICARE SYR 1 ML 30GX5/16" 11 PA
ULTICARE SYRIN 0.3 ML 29GX1/2" 11 PA
ULTICARE SYRIN 0.5 ML 28GX1/2" 11 PA
ULTIGUARD SAFE TML 30G 12.7MM 13 PA
ULTIGUARD SAFE0.3ML 30G 12.7MM 13 PA
ULTIGUARD SAFEQ.5ML 30G 12.7MM 11 PA
ULTIGUARD SAFEPACK TML 31G 8MM 13 PA
ULTIGUARD SAFEPK 0.3ML 31G 8MM 13 PA
ULTIGUARD SAFEPK 0.5ML 31G 8MM 11 PA
ULTILET INSULIN SYRINGE 11 PA
ULTRA COMFORT T1 PA
ULTRA FLO INSULIN SYRINGE 11 PA
ULTRACARE INSULIN SYRINGE 11 PA
ULTRA-FINE INSULIN SYRINGE 11
ULTRA-THINII T ML 31GX5/16" 11 PA
ULTRA-THIN I INS 0.3 ML 30G 11 PA
ULTRA-THINIIINS 0.3 ML 31G T1 PA
ULTRA-THIN ITINS 0.5 ML 29G 11 PA
ULTRA-THIN I1INS 0.5 ML 30G 11 PA
ULTRA-THIN ITINS 0.5 ML 31G 11 PA
ULTRA-THIN I INS SYR 1 ML 29G 11 PA
ULTRA-THIN I INS SYR 1 ML 30G 11 PA
VANISHPOINT T1 PA
VANISHPOINT INSULIN SYRINGE 11 PA
VEQ INSULIN SYRINGE 11

VERIFINE INSULIN SYRINGE 11 PA

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous)

DURABLE MEDICAL EQUIPMENT,MISC(GROUP I)

1STTIER UNILET COMFORTOUCH 11

2-IN-T LANCET DEVICE 11
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC(GROUP I) (cont,)
ACCU-CHEK FASTCLIX LANCET DRUM i
ACCU-CHEK SAFE-T-PRO 1
ACCU-CHEK SAFE-T-PRO PLUS 1
ACCU-CHEK SOFTCLIX T1
ACTI-LANCE I
ADVANCED TRAVEL LANCETS 1
ADVOCATE LANCET i
ADVOCATE LANCETS 1
ADVOCATE SAFETY LANCET 1
AGAMATRIX ULTRA-THIN LANCET T1
ALTERNATE SITE LANCETS i
ASSURE HAEMOLANCE PLUS 1
ASSURE LANCE 1
ASSURE LANCE PLUS 1
BD MICROTAINER LANCETS 1
BLOOD LANCETS T1
BLULINK BG SYSTEM REFILL 13
BULLSEYE MINI SAFETY LANCETS 1
BUTTERFLY TOUCH LANCET 1
CAREONE 1
CARESENS LANCET 1
CARETOUCH SAFETY LANCETS T1
CARETOUCHTWIST LANCET i
(CHOSEN LANCET I
CHOSEN SAFETY LANCET 1
CLEVER CHEK LANCETS 1
(OAGUCHEK 1
COLOR LANCETS T1
(OMFORT EZ i
(OMFORT LANCETS 1
(OMFORTTOUCH PLUS SAFETY LANC i
(OMFORT TOUCH ULTTHIN LANCET 1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC(GROUP I) (cont,)
DROPLET LANCETS 1
DROPSAFE ACTI-LANCE 1
EASY COMFORT LANCETS 1
EASY TOUCH PULL-TOP 26G LANCET 1
EASY TOUCH PULL-TOP 28G LANCET T1
EASY TOUCH PULL-TOP 30G LANCET T1
EASY TOUCH PULL-TOP 32G LANCET 1
EASYTOUCH SAFETY 21G LANCETS 1
EASYTOUCH SAFETY 23G LANCETS 1
EASYTOUCH SAFETY 26G LANCETS 1
EASY TOUCH SAFETY 28G LANCETS T1
EASYTOUCH SAFETY 30G LANCETS T1
EASYTOUCH SAFETY 32G LANCETS 1
EASY TOUCH TWIST 26G LANCETS 1
EASY TOUCH TWIST 28G LANCETS 1
EASY TOUCH TWIST 30G LANCETS 1
EASY TOUCHTWIST 32G LANCETS T1
EASY TOUCH TWIST 33G LANCETS T1
EASY TWIST & CAP LANCETS I
EMBRACE 30G LANCETS 1
EMBRACE SAFETY LANCET 1
EZ SMART LANCETS 1
EZ-LETS T1
FIFTY50 SAFETY SEAL LANCETS T1
FINGERSTIX I
FONDCIRCLE LANCET 1
FORA LANCETS 1
FORAV10-V12-D10-D20 STRP-LNCT 1
FORACARE LANCETS T1
FREESTYLE LANCETS T1
FREESTYLE UNISTIK 2 I
GLUCOCOM i
GLUCOCOM LANCETS 1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC(GROUP I) (cont,)
GOJJI LANCET-GLUCOSE TEST STRP 1
GOJJI LANCETS i
HEALTHY ACCENTS UNILET LANCET 1
INCONTROL SUPER THIN LANCETS 1
INCONTROL ULTRATHIN LANCETS T1
INJECT EASE LANCETS i
INVACARE LANCETS 1
lancets T1
LANCETS 1
LITETOUCH 28G LANCETS 1
LITETOUCH 30G LANCETS T1
LITETOUCH 33G LANCETS T1
MEDISENSE THIN LANCETS 1
MEDLANCE PLUS i
MEDLANCE PLUS SPECIAL BLADE 1
MICRO THIN LANCET 1
MICROTHIN LANCETS T1
MICROLET i
MICROTAINER LANCETS 1
MOBILE LANCETS i
MONOLET LANCETS 1
MONOLETTHIN LANCETS 1
MYGLUCOHEALTH LANCETS T1
NOVA SAFETY LANCETS i
NOVA SUREFLEX 1
ON CALL LANCET i
ON CALL PLUS LANCET 1
ONETOUCH DELICA PLUS LANCET 1
ONETOUCH DELICA SAFETY LANCET T1
ONETOUCH LANCETS i
ONETOUCH SURESOFT 1
ONETOUCH ULTRASOFT 2 LANCET i
ON-THE-GO 1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC(GROUP I) (cont,)
PERFECT POINT SAFETY LANCETS I
PIP LANCET i
POGO AUTOMATICTEST CARTRIDGE 1
PRESSURE ACTIVATED LANCETS 1
PRO COMFORT LANCET T1
PRO COMFORT LANCETS i
PRO COMFORT SAFETY LANCET I
PRODIGY LANCETS i
PRODIGY TWISTTOP LANCET 1
PURE COMFORT LANCETS 1
PURE COMFORT SAFETY LANCETS T1
PUSH BUTTON SAFETY LANCETS i
READYLANCE SAFETY LANCETS 1
RELIAMED 1
RELIAMED SAFETY SEAL LANCETS 1
RIGHTEST GL300 LANCETS 1
SAFETY LANCETS T1
SAFETY SEAL LANCETS T1
SAFETY-LET I
SINGLE-LET 1
SMART SENSE 1
SMART SENSE LANCETS 1
SMARTEST LANCET T1
SOLUS V2 T1
SOLUS V2 LANCETS I
STERILANCETL i
STERILE LANCETS 1
SUPERTHIN LANCETS 1
SURE COMFORT LANCETS T1
SURE-LANCE i
SURE-TOUCH I
TECHLITE LANCETS i
TELCARE ULTRATHIN 30G LANCETS 1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DURABLE MEDICAL EQUIPMENT,MISC(GROUP I) (cont,)
THIN LANCETS 1
TOPCARE UNIVERSALT LANCET i
TOPCARE UNIVERSALTTHIN LANCET 1
TRUE COMFORT LANCET 1
TRUE COMFORT SAFETY LANCET T1
TRUEPLUS LANCET I
TRUEPLUS LANCETS 1
TWIST LANCETS i
TWISTTOP LANCET 1
ULTILET BASIC 1
ULTILET CLASSIC T1
ULTILET LANCETS T1
ULTILET SAFETY I
ULTRATHIN LANCET 1
ULTRATHIN LANCETS 1
ULTRATHIN PLUS LANCETS 1
ULTRA-CARE LANCETS T1
ULTRALANCE i
ULTRA-THIN 11 28G LANCETS I
ULTRA-THIN 11 30G LANCETS i
ULTRATLC LANCETS 1
UNILET COMFORTOUCH 1
UNILET EXCELITE T1
UNILET EXCELITE N i
UNILET GP LANCET I
UNILET LANCET i
UNILET LANCETS 1
UNISTIK 2 COMFORT 1
UNISTIK 2 EXTRA T1
UNISTIK 2 NORMAL i
UNISTIK 3 1
UNISTIK 3 COMFORT i
UNISTIK 3 DUAL 1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

DURABLE MEDICAL EQUIPMENT,MISC(GROUP I) (cont,)

UNISTIK 3 EXTRA 1

UNISTIK 3 NORMAL 1

UNISTIK COMFORT 1

UNISTIK CZT 1

UNISTIK EXTRA T1

UNISTIK NORMAL i

UNISTIK PRO 1

UNISTIK SAFETY 1

UNISTIKTOUCH 1

UNIVERSAL 1 1

VERIFINE SAFETY LANCET MINI T1

VERIFINE UNIVERSAL LANCET T1

VIVAGUARD LANCET I

VIVAGUARD SAFETY LANCET 1

MEDICAL SUPPLIES,MISCELLANEOUS

ALCOH-GLOVE i

ALCOH-WIPE I

LASIX ONYU REUSABLE UNIT 13 PA QL(T UNIT/365 DAYS)

RESPIRATORY AIDS, DEVICES, EQUIPMENT

ACE AEROSOL CLOUD ENHANCER 12 QL(7 SPACER/365 DAYS)

AEROCHAMBER MECHANICAL VENT 12 QL(1 SPACER/365 DAYS)

AEROCHAMBER MINI 12 QL(1 SPACER/365 DAYS)

AEROCHAMBER MV 12 QL(1 SPACER/365 DAYS)

AEROCHAMBER PLUS FLOW-VU 12 QL(1 SPACER/365 DAYS)

AEROCHAMBER Z-STAT PLUS 12 QL(1 SPACER/365 DAYS)

AEROCHAMBER2GO 12 QL(1 SPACER/365 DAYS)

AEROTRACH PLUS 12 QL(1 SPACER/365 DAYS)

AEROVENT PLUS 12 QL(1 SPACER/365 DAYS)

BREATHERITE 12 QL(1 SPACER/365 DAYS)

BREATHERITE SPACER-ADULT MASK 12 QL(1 SPACER/365 DAYS)

BREATHERITE SPACER-INFANT MASK 12 QL(7 SPACER/365 DAYS)

BREATHERITE SPACER-LG CHLD MSK 12 QL(1 SPACER/365 DAYS)

BREATHERITE SPACER-NEONATE MSK 12 QL(1 SPACER/365 DAYS)
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
RESPIRATORY AIDS, DEVICES, EQUIPMENT (cont,)
BREATHERITE SPACER-SM CHLD MSK 12 QL(1 SPACER/365 DAYS)
BREATHRITE 12 QL(1 SPACER/365 DAYS)
(LEVER CHOICE HOLDING CHAMBER 12 QL(1 SPACER/365 DAYS)
(OMFORTSEAL 12 QL(T UNIT/365 DAYS)
COMPACT SPACE CHAMBER 12 QL(1 SPACER/365 DAYS)
EASIVENT HOLDING CHAMBER 12 QL(1 SPACER/365 DAYS)
EASIVENT MASK-LARGE 12 QL(1 UNIT/365 DAYS)
EASIVENT MASK-MEDIUM 12 QL(T UNIT/365 DAYS)
EASIVENT MASK-SMALL 12 QL(T UNIT/365 DAYS)
FLEXICHAMBER 12 QL(1 SPACER/365 DAYS)
FLEXICHAMBER MASK 12 QL(T UNIT/365 DAYS)
LITEAIRE 12 QL(1 SPACER/365 DAYS)
LITETOUCH 12 QL(1 UNIT/365 DAYS)
MICROCHAMBER 12 QL(1 SPACER/365 DAYS)
MICROSPACER 12 QL(1 SPACER/365 DAYS)
MOUTHPIECE 12
ONE WAY MOUTHPIECE 12
OPTICHAMBER 12 QL(1 UNIT/365 DAYS)
OPTICHAMBER DIAMOND 12 QL(1 SPACER/365 DAYS)
PANDA MASK 12
PEDIATRIC MASK 12
PEDIATRIC PANDA MASK 12
POCKET CHAMBER 12 QL(1 SPACER/365 DAYS)
PRIMEAIRE 12 QL(1 SPACER/365 DAYS)
PRO COMFORT SPACER-ADULT MASK 13 QL(1 SPACER/365 DAYS)
PRO COMFORT SPACER-CHILD MASK 13 QL(1 SPACER/365 DAYS)
PRO COMFORT SPACER-INFANT MASK 13
PROCARE SPACER WITH ADULT MASK 12 QL(1 SPACER/365 DAYS)
PROCARE SPACER WITH CHILD MASK 12 QL(1 SPACER/365 DAYS)
PROCHAMBER 12 QL(1 SPACER/365 DAYS)
PURE COMFORT SPACER WITH MASK 12 QL(1 SPACER/365 DAYS)
RITEFLO 12 QL(1 SPACER/365 DAYS)
SIDESTREAM PEDIATRIC 12
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

MISCELLANEOUS MEDICAL SUPPLIES, DEVICES, NON-DRUG (Miscellaneous) (cont.)

Prescription Drug Name

RESPIRATORY AIDS, DEVICES, EQUIPMENT (cont,)

SILICONE MASK-INFANT
SILICONE MASK-PEDIATRIC
SPACE CHAMBER

SPACE CHAMBER-LARGE MASK
SPACE CHAMBER-MEDIUM MASK
SPACE CHAMBER-SMALL MASK
VORTEX ADULT MASK

VORTEX HOLDING CHAMBER
VORTEXVHC FROG MASK
VORTEXVHC LADYBUG MASK
VORTEX VHC PEDIATRIC MASK

Drug Tier Coverage Requirements and Limits
12 QL(T UNIT/365 DAYS)
12
12 QL(1 SPACER/365 DAYS)
12 QL(T SPACER/365 DAYS)
12 QL(T SPACER/365 DAYS)
12 QL(1 SPACER/365 DAYS)
13
12 QL(1 SPACER/365 DAYS)
12 QL(1 SPACER/365 DAYS)
12 QL(T SPACER/365 DAYS)
12 QL(T SPACER/365 DAYS)

SKELETAL MUSCLE RELAXANTS
AMRIX ER 15 MG CAPSULE (cyclobenzaprine hcl)
AMRIX ER 30 MG CAPSULE (cyclobenzaprine hcl)
baclofen 5 mg, 10mg, 20mg tablet
baclofen 5 mg/5 ml solution

baclofen 10 mg/5 ml solution

baclofen 25 mg/5 mi suspension (Flegsuvy)
carisoprodol (Soma)

carisoprodol/aspirin

chlorzoxazone 250 mq tablet
chlorzoxazone 375 mq tablet (Lorzone)
chlorzoxazone 500 mq tablet
chlorzoxazone 750 mq tablet (Lorzone)
cyclobenzaprine er 15 mq cap (Amrix)
¢yclobenzaprine er 30 mq cap (Amrix)
¢yclobenzaprine he

¢yclobenzaprine he (Fexmid)

DANTRIUM (dantrolene sodium)
dantrolene sodium

dantrolene sodium (Dantrium)

FEXMID (cyclobenzaprine hcl)

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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PA QL(1 CAP/DAY)
PA QL(1 CAP/DAY)
PA

HD

HD

PAHD

HD

PAHD

HD

HD

PA
PA

PA
PA QL(1 CAP/DAY)
PA

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

MUSCLE RELAXANTS (Pain Relief And Inflammatory Disease) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SKELETAL MUSCLE RELAXANTS (cont,)

FLEQSUVY (baclofen) 13 PAHD
LORZONE (chlorzoxazone) 13 PA
LYVISPAH 13 PA
metaxalone 400 mq tablet T1
METAXALONE 640 MG TABLET 13 PA
metaxalone 800 mg tablet 11
methocarbamol T
methocarbamol 1,000 mg tablet 11
METHOCARBAMOL 1,000 MG TABLET 13 PA
methocarbamol 500 mg tablet T1
methocarbamol 750 mq tablet 1

NORGESIC (orphenadrine/aspirin/caffeine) 13 PA
NORGESIC FORTE (orphenadrine/aspirin/caffeine) T3 PA
orphenadrine citrate T1
orphenadrine/aspirin/caffeine (Norgesic Forte) 11 PA
orphenadrine/aspirin/caffeine (Norgesic) 11 PA
0Z0BAX 13 PAHD
0Z0BAX DS 13 PAHD
SOMA (carisoprodol) T3 PA
SOMA (vanadom) 11 PA
tizanidine hcl 2 mg capsule (Zanaflex) 11

tizanidine hcl 2 mq tablet T1 PA
tizanidine hcl 4 mg capsule (Zanaflex) T

tizanidine hcl 4 mq tablet (Zanaflex) T1 PA
tizanidine hcl 6 mg capsule (Zanaflex) T3

ZANAFLEX 13

LANAFLEX (tizanidine hcf) 13

PRE-NATAL VITAMINS (Nutritional/Dietary)
PRENATAL VITAMIN PREPARATIONS

BAL-CARE DHA ESSENTIAL 12

CITRANATAL 90 DHA 12

CITRANATAL ASSURE 12

CITRANATAL DHA 12
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

PRE-NATAL VITAMINS (Nutritional/Dietary) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

PRENATAL VITAMIN PREPARATIONS (cont,)

CITRANATAL HARMONY 12

(ITRANATAL RX 12

DERMACINRX PRENATRIX 13 PA

DERMACINRX PRENATRYL 13 PA

DERMACINRX PRETRATE 13 PA

DUET DHA BALANCED 12

KOSHER PRENATAL PLUS IRON 12

MARNATAL-F 12

mynatal capsule 12

mynatal ultracaplet T1

NATACHEW 12

NEONATAL COMPLETE 13

NEONATAL PLUS 13

NEONATAL-DHA 13

NESTABS 12

NESTABS ABC 12

NESTABS DHA 12

0B COMPLETE ONE 12

0B COMPLETE PETITE 12

0B COMPLETE PREMIER 12

0B COMPLETE WITH DHA 12

OBSTETRIX EC 12

OBTREX DHA 12

pnv 11/iron fum/folic acid/om3 T1

pnv 119/iron fum/folic acid T1

pnv 66/iron/folic/docusate/dha T1

pnv 69/iron/folic/docusate/dha T1

pnv 80/iron fum/folic/dss/dha T1

pnv no.118/iron fumarate/fa T1

pnv no.154/iron fum/folic acid T1

pnv no.52/iron/fa/omega-3/dha T1

pnv,calcium 72/iron,carb/folic T1

pnv,calcium 72/iron/folic acid T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

PRE-NATAL VITAMINS (Nutritional/Dietary) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

PRENATAL VITAMIN PREPARATIONS (cont,)

pnv19/iron bg,s.p/folic ac/om3 T1

pnv81/iron ps,edta/folic/omeg3 T1

PREGEN DHA 13 PA

PRENATA 12

prenatal 105/iron/folic ac/dha T1

prenatal 12/iron/folic/dss/om3 T1

PRENATAL 19 T1

prenatal 53/iron/folic ac/omg3 T1

prenatal 54/iron/folic ac/omg3 T1

prenatal 71/iron/folic ac/dha T1

prenatal 93/iron/folate 9/dha T1

prenatal no.42/folic acid (Vitamedmd Redichew Rx) 12

PRENATAL PLUS VITAMIN-MINERAL 12

PRENATAL PLUS-DHA T1

prenatal vit 27,calc/iron/fa T1

prenatal vit 55/iron/folic/om3 T1

prenatal vit,cal 73/iron/folic T2

prenatal vit,cal 76/iron/folic 13

prenatal vit,cal 78/iron/folic T3

prenatal vit/iron fum/folic ac T1

prenatal vits 86/iron/folic ac T1

prenatal,calc 40/iron/folate 1 11

PRENATE ENHANCE 12

PRENATE RESTORE 12

PRIMACARE 12

PROVIDA OB 12

SELECT-0B 12

SELECT-OB (prenatal vit 128/iron/folic ac) T2

SELECT-OB + DHA 12

THRIVITE RX T1

TRICARE 12

TRISTART DHA 12

VITAFOL FE PLUS 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

PRE-NATAL VITAMINS (Nutritional/Dietary) (cont.)

Prescription Drug Name

PRENATAL VITAMIN PREPARATIONS (cont,)
VITAFOL NANO
VITAFOL ULTRA
VITAFOL-0B
VITAFOL-0B+-DHA
VITAFOL-ONE
VITAMEDMD ONE RX
VITAMEDMD REDICHEW RX (prenatal no.42/folic acid)
VITAPEARL
VITATRUE
PRENATAL VITAMINS WITH LOW OR NO IRON
ALTRIXA OB

AZESCO

CITRANATAL B-CALM
DUET DHA 400
EMBRIVA
FOLATEXCEL
MATERNACEL
MATERVIA

NATAL PNV
NEOMATERNA
PNVTABS 20-1
PREGENNA

PRENATE DHA
PRENATE ELITE
PRENATE MINI
PRENATE PIXIE
PRENATE STAR
R-NATAL OB

TRINAZ

VITAFOL GUMMIES
VITALARA

ZALVIT

ZIPHEX

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

Drug Tier Coverage Requirements and Limits

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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12
11
12
12
12
12
13
13

13
13
12
12
13
13
13
13
13
13
13
13
12
12
12
12
12
T1
13
12
13
13
13

PA
PA

PA
PA
PA
PA
PA
PA
PA
PA

PA

PA
PA
PA

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Anxiety/Depression/Bipolar Disorder)®

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ALPHA-2 RECEPTOR ANTAGONIST ANTI-DEPRESSANTS

mirtazapine 1 HD

mirtazapine (Remeron) 11 HD

REMERON (mirtazapine) 13 PAHD

ANTI-ANXIETY - BENZODIAZEPINES

alprazolam T1

alprazolam (Xanax Xr) 11

alprazolam (Xanax) 11

ATIVAN (lorazepam) 13 PA

chlordiazepoxide hc 1

clorazepate dipotassium T1

diazepam 10 mg tablet (Valium) T1

diazepam 2 mg tablet (Valium) 11

diazepam 25 mg/5 ml oral conc T1

diazepam 5 mg tablet (Valium) 11

diazepam 5 mg/5 ml oral cup 1

diazepam 5 mg/5 ml solution T1

diazepam 5 mg/ml oral conc T1

lorazepam T1

lorazepam (Ativan) 11

LOREEV XR 13 PAQL(1 CAP/DAY)

oxazepam 1

VALIUM (diazepam) T3 PA

XANAX (alprazolam) 13 PA

XANAX XR (alprazolam xr) 13 PA

ANTI-ANXIETY DRUGS

BUCAPSOL 13 PA

buspirone hcl 1 HD

meprobamate T

ANTIDEPRESSANT - NMDA RECEPTOR ANTAGONIST

SPRAVATO 13 PA SP

ANTIDEPRESSANT- POST PARTUM DEPPRESSION (PPD)

ZURZUVAE 20 MG CAPSULE 13 PA QL(28 CAPS/270 DAYS) SPHD

ZURZUVAE 25 MG CAPSULE 13 PA QL(28 CAPS/270 DAYS) SPHD

ZURZUVAE 30 MG CAPSULE 13 PA QL(14 CAPS/270 DAYS) SPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Anxiety/Depression/Bipolar Disorder)® (cont,)

Prescription Drug Name

BIPOLAR DISORDER DRUGS
EQUETRO

lithium carbonate

lithium carbonate (Lithobid)

lithium citrate

LITHOBID (/ithium carbonate er)

MAOIS -NON-SELECTIVE, IRREVERSIBLE ANTI-DEPRESSANTS
MARPLAN

NARDIL (phenelzine sulfate)

PARNATE (tranylcypromine sulfate)

phenelzine sulfate (Nardil)

tranylcypromine sulfate (Parnate)

MONOAMINE OXIDASE (MAO) INHIBITOR ANTI-DEPRESSANTS
EMSAM 12 MG/24 HOURS PATCH

EMSAM 6 MG/24 HOURS PATCH

EMSAM 9 MG/24 HOURS PATCH
NDMA RECEPTOR ANTAGONIST AND NDRI COMB

AUVELITY

NOREPINEPHRINE AND DOPAMINE REUPTAKE INHIB (NDRlIs)
APLENZIN ER 174 MG TABLET
APLENZIN ER 348 MG TABLET
APLENZIN ER 522 MG TABLET
bupropion hl 100 mg tablet
bupropion hcl 75 mq tablet
bupropion hcl sr 100 mq tablet (Wellbutrin Sr)
bupropion hdl sr 150 mq tablet (Wellbutrin Sr)
buprapion hel sr 200 mq tablet (Wellbutrin Sr)
bupropion hcl xI 150 mg tablet (Wellbutrin XI)
bupropion hcl xI 300 mg tablet (Wellbutrin XI)
BUPROPION HCL XL 450 MG TABLET

FORFIVO XL

WELLBUTRIN SR 100 MG TABLET (bupropion hdl sr)
WELLBUTRIN SR 150 MG TABLET (bupropion hcl sr)
WELLBUTRIN SR 200 MG TABLET (bupropion hdl sr)

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement
T2 —Typically Preferred Brands QL — Quantity Limit

T3 —Typically Non-Preferred Brands ST — Step Therapy
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SP — Specialty Medication
HD — May require home delivery pharmacy

Drug Tier

13
13
13
T1

13
13
13

12

Coverage Requirements and Limits

HD
HD
HD
HD
PAHD

QL(12TABS/DAY)
PA
PA

QL(1 PATCH/DAY)
QL(2 PATCHES/DAY)
QL(1 PATCH/DAY)

STQL(2TABS/DAY)

PA QL(3 TABS/DAY) HD
PA QL(1TAB/DAY) HD
PA QL(1TAB/DAY) HD
QL(4 TABS/DAY) HD
QL(6 TABS/DAY) HD
QL(4 TABS/DAY) HD
QL(2TABS/DAY) HD
QL(2TABS/DAY) HD
QL(3 TABS/DAY) HD
QL(1TAB/DAY) HD
PA QL(1TAB/DAY) HD
PA QL(1TAB/DAY) HD
PA QL(4TABS/DAY)
PA QL(2 TABS/DAY)
PA QL(2 TABS/DAY)

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Anxiety/Depression/Bipolar Disorder)® (cont,)

Prescription Drug Name

Drug Tier

NOREPINEPHRINE AND DOPAMINE REUPTAKE INHIB (NDRIs) (cont.)

WELLBUTRIN XL 150 MG TABLET (bupropion x1)
WELLBUTRIN XL 300 MG TABLET (buprapion xI)

SELECTIVE SEROTONIN 5-HT2A INVERSE AGONISTS (SSIAs)

NUPLAZID

SELECTIVE SEROTONIN REUPTAKE INHIBITOR (SSRls)

CELEXA 10 MG TABLET (citalopram hbr)
CELEXA 20 MG TABLET (citalopram hbr)
CELEXA 40 MG TABLET (citalopram hbr)
citalopram hbr 10 mg tablet (Celexa)
citalopram hbr 10 mg/5 mi soln
citalopram hbr 20 mq tablet (Celexa)
citalopram hbr 20 mg/10 ml sol
(ITALOPRAM HBR 30 MG CAPSULE
citalopram hbr 40 mg tablet (Celexa)
escitalopram 10 mg tablet (Lexapro)
escitalopram 10 mg/10 ml cup
escitalopram 20 mq tablet (Lexapro)
escitalopram 5 mg tablet (Lexapro)
escitalopram oxalate 5 mg/5 ml
fluoxetine 20 mg/5 ml soln cup
fluoxetine 20 mg/5 ml solution
fluoxetine hcl

fluoxetine hcl 10 mg capsule (Prozac)
fluoxetine hel 10 mg tablet

fluoxetine hel 20 mg capsule (Prozac)
fluoxetine hcl 20 mg tablet

fluoxetine hcl 40 mg capsule (Prozac)
fluoxetine hcl 60 mq tablet

fluvoxamine er 100 mg capsule
fluvoxamine er 150 mq capsule

T1—Typically Generics
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

PA — Prior Authorization

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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13
13

13

13
13
13
11
11
11
11

Coverage Requirements and Limits

PA QL(3 TABS/DAY)
PA QL(1TAB/DAY)

PASPHD

PA QL(6 TABS/DAY) HD
PA QL(3 TABS/DAY) HD
PA QL(1TAB/DAY) HD
QL(6 TABS/DAY) HD
QL(30 MLS/DAY) HD
QL(3 TABS/DAY) HD
QL(30 MLS/DAY) HD
PA QL(1 CAP/DAY) HD
QL(1TAB/DAY) HD
QL(2TABS/DAY) HD
QL(20 MLS/DAY) HD
QL(TTAB/DAY) HD
QL(4 TABS/DAY) HD
QL(20 MLS/DAY) HD
QL(20 MLS/DAY) HD
QL(20 MLS/DAY) HD
QL (4 caps/28 days) HD
QL(8 CAPS/DAY) HD
HD

QL(4 CAPS/DAY) HD
HD

QL(2 CAPS/DAY) HD
QL(1TAB/DAY) HD
QL(3 CAPS/DAY) HD
QL(2 CAPS/DAY) HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Anxiety/Depression/Bipolar Disorder)® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

SELECTIVE SEROTONIN REUPTAKE INHIBITOR (SSRls) (cont.)

fluvoxamine maleate 100 mg tab T QL(3 TABS/DAY) HD
fluvoxamine maleate 25 mg tab 11 QL(12 TABS/DAY) HD
fluvoxamine maleate 50 mg tab 11 QL(6 TABS/DAY) HD
LEXAPRO 10 MG TABLET (escitalopram oxalate) 13 PA QL(2 TABS/DAY)
LEXAPRO 20 MG TABLET (escitalopram oxalate) 13 PA QL(1TAB/DAY)
LEXAPRO 5 MG TABLET (escitalopram oxalate) 13 PA QL(4 TABS/DAY)
paroxetine cr 12.5 mq tablet (Paxil Cr) T QL(1TAB/DAY) HD
paroxetine cr 25 mq tablet (Paxil Cr) 11 QL(3 TABS/DAY) HD
paroxetine cr 37.5 mq tablet (Paxil Cr) 11 QL(2 TABS/DAY) HD
paroxetine er 12.5 mg tablet (Paxil Cr) T QL(1TAB/DAY) HD
paroxetine er 25 mq tablet (Paxil Cr) T1 QL(3 TABS/DAY) HD
paroxetine er 37.5 mg tablet (Paxil Cr) T1 QL(2 TABS/DAY) HD
paroxetine hcl 10 mg tablet (Paxil) T QL(6 TABS/DAY) HD
paroxetine hcl 10 mg/5 mi susp 11 QL(30 MLS/DAY) HD
paroxetine hcl 20 mg tablet (Paxil) 11 QL(3 TABS/DAY) HD
paroxetine hcl 30 mg tablet (Paxil) T QL(2 TABS/DAY) HD
paroxetine hcl 40 mg tablet (Paxil) T1 QL(1TAB/DAY) HD
PAXIL 10 MG TABLET (paroxetine hcl) 13 PA QL(6 TABS/DAY) HD
PAXIL 20 MG TABLET (paroxetine hcl) 13 PA QL(3 TABS/DAY) HD
PAXIL 30 MG TABLET (paroxetine hcl) 13 PA QL(2 TABS/DAY) HD
PAXIL 40 MG TABLET (paroxetine hcl) 13 PA QL(1TAB/DAY) HD
PAXIL CR 12.5 MG TABLET (paroxetine er) 13 PA QL(1TAB/DAY) HD
PAXIL CR 25 MG TABLET (paroxetine er) 73 PA QL(3 TABS/DAY) HD
PAXIL (R 37.5 MG TABLET (paroxetine er) 13 PA QL(2TABS/DAY) HD
PROZAC 10 MG PULVULE (fluoxetine hcl) 13 PA QL(8 CAPS/DAY)
PROZAC 20 MG PULVULE (fluoxetine hcl) 13 PA QL(4 CAPS/DAY)
PROZAC 40 MG PULVULE (fluoxetine hcl) 13 PA QL(2 CAPS/DAY)
sertraline 150 mq capsule T QL(1 CAP/DAY) HD
sertraline 20 mg/ml oral conc (Zoloft) 11 QL(10 MLS/DAY) HD
sertraline 200 mq capsule T1 QL(1 CAP/DAY) HD
sertraline hel 100 mg tablet (Zoloft) 11 QL(2 TABS/DAY) HD
sertraline hcl 25 mg tablet (Zoloft) 11 QL(8 TABS/DAY) HD
sertraline hel 50 mg tablet (Zoloft) 11 QL(4 TABS/DAY) HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Anxiety/Depression/Bipolar Disorder)® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SELECTIVE SEROTONIN REUPTAKE INHIBITOR (SSRls) (cont,)

Z0LOFT 100 MG TABLET (sertraline hcl) 13 PA QL(2 TABS/DAY)
Z0LOFT 20 MG/ML ORAL CONC (sertraline hcl) 13 PA QL(10 MLS/DAY)
ZOLOFT 25 MG TABLET (sertraline hcl) 13 PA QL(8 TABS/DAY)
ZOLOFT 50 MGTABLET (sertraline hcl) 13 PA QL(4 TABS/DAY)
SEROTONIN-2 ANTAGONIST/REUPTAKE INHIBITORS (SARIs)

nefazodone hcl T HD

RALDESY 13 PAHD

trazodone hcl T HD
SEROTONIN-NOREPINEPHRINE REUPTAKE-INHIB (SNRlIs)

CYMBALTA 20 MG CAPSULE (duloxetine hcl) 13 PA QL(6 CAPS/DAY) HD
CYMBALTA 30 MG CAPSULE (duloxetine hcl) 13 PA QL(4 CAPS/DAY) HD
CYMBALTA 60 MG CAPSULE (duloxetine hcl) 13 PA QL(2 CAPS/DAY) HD
DESVENLAFAXINE ER 100 MG TAB 13 PA QL(4 TABS/DAY) HD
DESVENLAFAXINE ER 50 MG TAB 13 PA QL(8 TABS/DAY) HD
desvenlafaxine succnt er 100mg (Pristiq) T1 QL(4 TABS/DAY) HD
desvenlafaxine succnt er 25 mg (Pristiq) T QL(16 TABS/DAY) HD
desvenlafaxine succnt er 50 mg (Pristiq) T QL(1TAB/DAY) HD
DRIZALMA SPRINKLE DR 20 MG CAP 13 STQL(1 CAP/DAY) HD
DRIZALMA SPRINKLE DR 30 MG CAP 13 STQL(1 CAP/DAY) HD
DRIZALMA SPRINKLE DR 40 MG CAP 13 STQL(1 CAP/DAY) HD
DRIZALMA SPRINKLE DR 60 MG CAP 13 STQL(2 CAPS/DAY) HD
duloxetine hcl dr 20 mg cap (Cymbalta) T QL(6 CAPS/DAY) HD
duloxetine hcl dr 30 mg cap ((ymbalta) 11 QL(4 CAPS/DAY) HD
duloxetine hcl dr 40 mq cap T1 QL(3 CAPS/DAY) HD
duloxetine hcl dr 60 mq cap ((ymbalta) T QL(2 CAPS/DAY) HD
EFFEXOR XR 150 MG CAPSULE (venlafaxine hcl er) 13 PA QL(2 CAPS/DAY)
EFFEXOR XR 37.5 MG CAPSULE (ven/afaxine hcl er) 13 PA QL(8 CAPS/DAY)
EFFEXOR XR 75 MG CAPSULE (venlafaxine hcl er) 13 PA QL(4 CAPS/DAY)
FETZIMA 20-40 MG TITRATION PAK 13 PA QL(28 CAPS/180 DAYS)
FETZIMA ER 120 MG CAPSULE 13 PA QL(1 CAP/DAY)
FETZIMA ER 20 MG CAPSULE 13 PA QL(6 CAPS/DAY)
FETZIMA ER 40 MG CAPSULE 13 PA QL(3 CAPS/DAY)
FETZIMA ER 80 MG CAPSULE 13 PAQL(1 CAP/DAY)

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Anxiety/Depression/Bipolar Disorder)® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SEROTONIN-NOREPINEPHRINE REUPTAKE-INHIB (SNRIs) (cont,)

PRISTIQ ER 100 MG TABLET (desvenlafaxine succinate er) 13 PA QL(4 TABS/DAY) HD
PRISTIQ ER 25 MG TABLET (desvenlafaxine succinate er) 13 PA QL(16 TABS/DAY) HD
PRISTIQ ER 50 MG TABLET (desvenlafaxine succinate er) 13 PA QL(1TAB/DAY) HD
VENLAFAXINE BESYLATE ER 13 PA QL(2 TABS/DAY) HD
venlafaxine hcl 100 mg tablet 11 QL(3 TABS/DAY) HD
venlafaxine hcl 25 mg tablet 11 QL(15 TABS/DAY) HD
venlafaxine hcl 37.5 mg tablet 11 QL(10 TABS/DAY) HD
venlafaxine hcl 50 mq tablet 11 QL(7 TABS/DAY) HD
venlafaxine hcl 75 mg tablet T1 QL(5TABS/DAY) HD
venlafaxine hcl er 150 mq cap (Effexor Xr) T QL(2 CAPS/DAY) HD
venlafaxine hcl er 150 mq tab 11 QL(2 TABS/DAY) HD
venlafaxine hcl er 225 mq tab 11 QL(1TAB/DAY) HD
venlafaxine hcl er 37.5 mq cap (Effexor Xr) 11 QL(8 CAPS/DAY) HD
venlafaxine hcl er 37.5 mq tab 11 QL(8 TABS/DAY) HD
venlafaxine hcl er 75 mq cap (Effexor Xr) T1 QL(4 CAPS/DAY) HD
venlafaxine hcl er 75 mq tab T QL(4TABS/DAY) HD
SSRI AND 5HTIA PARTIAL AGONIST ANTI-DEPRESSANTS

VIIBRYD 10 MG TABLET 13 PA QL(1TAB/DAY) HD
VIIBRYD 20 MG TABLET 13 PA QL(1TAB/DAY) HD
VIIBRYD 40 MG TABLET 13 PAHD

vilazodone hcl 10 mq tablet (Viibryd) T QL(1TAB/DAY) HD
vilazodone hcl 20 mq tablet (Viibryd) T QL(1TAB/DAY) HD
vilazodone hcl 40 mq tablet (Viibryd) 11 HD

SSRI, SEROTONIN RECEPTOR MODULATOR ANTI-DEPRESSANTS

TRINTELLIX 10 MG TABLET 12 QL(1TAB/DAY)
TRINTELLIX 20 MG TABLET 12

TRINTELLIX 5 MG TABLET 12 QL(1TAB/DAY)
TRICYCLIC ANTI-DEPRESSANT-BENZODIAZEPINE COMBINATNS

amitriptyline/chlordiazepoxide i HD

TRICYCLIC ANTI-DEPRESSANT-PHENOTHIAZINE COMBINATNS

perphenazine/amitriptyline hc T HD

TRICYCLIC ANTI-DEPRESSANTS, REL.NON-SEL.REUPT-INHIB

amitriptyline hcl T1 HD

amoxapine 1 HD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Anxiety/Depression/Bipolar Disorder)® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
TRICYCLIC ANTI-DEPRESSANTS, REL.NON-SEL.REUPT-INHIB (cont,)

ANAFRANIL (clomipramine hcl) 13 PAHD
clomipramine hcl (Anafranil) 11 HD
desipramine hcl T1 HD
doxepin 10 mg capsule T HD
doxepin 10 mg/ml oral conc T1 HD
doxepin 100 mq capsule T1 HD
doxepin 150 mq capsule T1 HD
doxepin 25 mg capsule T1 HD
doxepin 50 mg capsule T1 HD
doxepin 75 mg capsule T HD
imipramine pamoate 1 HD
imipramine hd T1 HD
maprotiline hcl 11 HD
nortriptyline hc T1 HD
nortriptyline hel (Pamelor) 11 HD
PAMELOR (nortriptyline hcl) 13 PAHD
protriptyline hcl 1 HD
trimipramine maleate T1 HD

ADRENERGICS, AROMATIC, NON-CATECHOLAMINE

lisdexamfetamine 10 mg capsule (Vyvanse) T PA QL(T CAP/DAY)
lisdexamfetamine 10 mg tb chew (Viyvanse) T1 PA QL(1TAB/DAY)
lisdexamfetamine 20 mq capsule (Vyvanse) T1 PA QL(1 CAP/DAY)
lisdexamfetamine 20 mg tb chew (Vyvanse) 11 PA QL(1TAB/DAY)
lisdexamfetamine 30 mq capsule (Vyvanse) 11 PA QL(1 CAP/DAY)
lisdexamfetamine 30 mg tb chew (Viyvanse) T1 PA QL(1TAB/DAY)
lisdexamfetamine 40 mq capsule (Vyvanse) T PA QL(T CAP/DAY)
lisdexamfetamine 40 mg tb chew (Vyvanse) T1 PA QL(1TAB/DAY)
lisdexamfetamine 50 mq capsule (Vyvanse) 11 PA QL(T CAP/DAY)
lisdexamfetamine 50 mg tb chew (Vyvanse) 11 PA QL(1TAB/DAY)
lisdexamfetamine 60 mq capsule (Vyvanse) 11 PA QL(T CAP/DAY)
lisdexamfetamine 60 mg tb chew (Vyvanse) 11 PA QL(1TAB/DAY)
lisdexamfetamine 70 mg capsule (Vyvanse) T1 PA QL(T CAP/DAY)

T1—Typically Generics

PA — Prior Authorization

AGE — Age Requirement

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Attention Deficit Hyperactivity Disorder)® (cont,)

Prescription Drug Name

ADRENERGICS, AROMATIC, NON-CATECHOL AMINE (cont,)

VYVANSE 10 MG CAPSULE (lisdexamfetamine dimesylate)
VYVANSE 10 MG CHEWABLE TABLET (/isdexamfetamine dimesylate)
VYVANSE 20 MG CAPSULE (lisdexamfetamine dimesylate)
VYVANSE 20 MG CHEWABLE TABLET (/isdexamfetamine dimesylate)
VYVANSE 30 MG CAPSULE (lisdexamfetamine dimesylate)
V'YVANSE 30 MG CHEWABLE TABLET (/isdexamfetamine dimesylate)
VYVANSE 40 MG CAPSULE (/isdexamfetamine dimesylate)
VYVANSE 40 MG CHEWABLE TABLET (/isdexamfetamine dimesylate)
VYVANSE 50 MG CAPSULE (/isdexamfetamine dimesylate)
VYVANSE 50 MG CHEWABLE TABLET (/isdexamfetamine dimesylate)
VYVANSE 60 MG CAPSULE (lisdexamfetamine dimesylate)
V'YVANSE 60 MG CHEWABLE TABLET (/isdexamfetamine dimesylate)
VYVANSE 70 MG CAPSULE (lisdexamfetamine dimesylate)

TX FOR ADHD - SELECTIVE ALPHA-2 RECEPTOR AGONIST

clonidine hcl er 0.1 mg tablet (Kapvay)
quanfacine hel (Intuniv)

INTUNIV (guanfacine hdl er)

KAPVAY (clonidine hcl er)

ONYDA XR

TX FOR ATTENTION DEFICIT-HYPERACT (ADHD)/NARCOLEPSY

APTENSIO XR (methyiphenidate hcl)

AZSTARYS

CONCERTA ER 18 MG TABLET (methylphenidate hcl)
CONCERTA ER 27 MG TABLET (methylphenidate hcl)
CONCERTA ER 36 MGTABLET (methylphenidate hcl)
CONCERTA ER 54 MGTABLET (methylphenidate hcl)
COTEMPLA XR-0DT 17.3 MG TABLET

COTEMPLA XR-0DT 25.9 MG TABLET

COTEMPLA XR-ODT 8.6 MG TABLET

DAYTRANA (methylphenidate)
dexmethylphenidate hcl (Focalin Xr)
dexmethylphenidate hcl (Focalin)

FOCALIN (dexmethylphenidate hcl)

T—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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13
13
13
13
13
13
13
13
13
13
13
13
13

Drug Tier Coverage Requirements and Limits

PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)

HD
PAHD
PA
PA

PA'STQL(1 CAP/DAY)
PASTQL(1 CAP/DAY)
PA ST QL(1 TAB/DAY)
PA ST QL(1TAB/DAY)
PA ST QL(2 TABS/DAY)
PA ST QL(1TAB/DAY)
PA QL(1TAB/DAY)

PA QL(2 TABS/DAY)
PA QL(1TAB/DAY)

PA QL(1 PATCH/DAY)
PAQL(1 CAP/DAY)
PA

PA ST

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Attention Deficit Hyperactivity Disorder)® (cont,)

Prescription Drug Name

Drug Tier

TX FOR ATTENTION DEFICIT-HYPERACT (ADHD)/NARCOLEPSY (cont,)

FOCALIN XR (dexmethylphenidate hl)
JORNAY PM

METADATE CD (methylphenidate hcl)
METHYLIN (methylphenidate hcl)
methylphenidate (Daytrana)
methylphenidate er 10 mg cap (Aptensio Xr)
methylphenidate er 10 mq tab
methylphenidate er 15 mq cap (Aptensio Xr)
methylphenidate er 18 mq tab (Concerta)
methylphenidate er 18 mg tab (Relexxii)
methylphenidate er 20 mq cap (Aptensio Xr)
methylphenidate er 20 mg tab
methylphenidate er 27 mq tab (Concerta)
methylphenidate er 27 mgq tab (Relexxii)
methylphenidate er 30 mq cap (Aptensio Xr)
methylphenidate er 36 mq tab (Concerta)
methylphenidate er 36 mq tab (Relexxii)
methylphenidate er 40 mg cap (Aptensio Xr)
METHYLPHENIDATE ER 45 MG TAB
methylphenidate er 50 mq cap (Aptensio Xr)
methylphenidate er 54 mq tab (Concerta)
methylphenidate er 54 mg tab (Relexxii)
methylphenidate er 60 mq cap (Aptensio Xr)
METHYLPHENIDATE ER 63 MG TAB
methylphenidate er 72 mq tab
methylphenidate er(la) 10mg cp (Ritalin La)
methylphenidate er(la) 20mg cp (Ritalin La)
methylphenidate er(la) 30mg cp (Ritalin La)
methylphenidate er(la) 40mg cp (Ritalin La)
methylphenidate er(la) 60mg cp
methylphenidate hc/

methylphenidate hcl (Metadate (d)
methylphenidate hl (Methylin)

T1—Typically Generics
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

PA — Prior Authorization

13

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy

20l

Coverage Requirements and Limits

PA'STQL(1 CAP/DAY)
PA ST QL(1 CAP/DAY)
PA QL(1 CAP/DAY)
PA

PA QL(1 PATCH/DAY)
PAQL(1 CAP/DAY)
PA QL(2 TABS/DAY)
PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(3 TABS/DAY)
PA QL(1TAB/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(2 TABS/DAY)
PA QL(2 TABS/DAY)
PAQL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(1TAB/DAY)
PA QL(1TAB/DAY)
PA QL(1 CAP/DAY)
PA QL(1 CAP/DAY)
PA QL(2 CAPS/DAY)
PA QL(1 CAP/DAY)
PAQL(1 CAP/DAY)
PA

PA QL(1 CAP/DAY)
PA

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Attention Deficit Hyperactivity Disorder)® (cont,)

Prescription Drug Name

TX FOR ATTENTION DEFICIT-HYPERACT (ADHD)/NARCOLEPSY (cont,)

methylphenidate hd (Ritalin)

QUILLICHEW ER 20 MG CHEW TAB

QUILLICHEW ER 30 MG CHEW TAB

QUILLICHEW ER 40 MG CHEW TAB

QUILLIVANT XR

RELEXXII ER 18 MG TABLET (methylphenidate hcl)
RELEXXII ER 27 MG TABLET (methylphenidate hcl)
RELEXXII ER 36 MG TABLET (methylphenidate hcl)
RELEXXII ER 45 MG TABLET

RELEXXII ER 54 MG TABLET (methylphenidate hcl)
RELEXXII ER 63 MG TABLET

RELEXXII ER 72 MG TABLET

RITALIN (methylphenidate hcl)

RITALIN LA 10 MG CAPSULE (methylphenidate hcl)
RITALIN LA 20 MG CAPSULE (methylphenidate hcl)
RITALIN LA 30 MG CAPSULE (methylphenidate hcl)

RITALIN LA 40 MG CAPSULE (methylphenidate hcl)
TX FOR ATTENTION DEFICIT-HYPERACT.(ADHD), NRI-TYPE

atomoxetine hel 10, 18, 25, 60, 80, 100 mg capsule (Strattera)
atomoxetine hcl 40 mg capsule (Strattera)
QELBREE ER 100 MG CAPSULE

QELBREE ER 150 MG CAPSULE

QELBREE ER 200 MG CAPSULE

STRATTERA 10 MG CAPSULE (atomoxetine hcl)
STRATTERA 100 MG CAPSULE (atomoxetine hl)
STRATTERA 18 MG CAPSULE (atomoxetine hcl)
STRATTERA 25 MG CAPSULE (atomoxetine hcl)
STRATTERA 40 MG CAPSULE (atomoxetine hcl)
STRATTERA 60 MG CAPSULE (atomoxetine hcl)
STRATTERA 80 MG CAPSULE (atomoxetine hcl)

Drug Tier Coverage Requirements and Limits
11 PA
13 PA QL(1TAB/DAY)
13 PA QL(2TABS/DAY)
13 PA QL(1TAB/DAY)
13 PA QL(12 MLS/DAY)
13 PA QL(1TAB/DAY)
13 PA QL(1TAB/DAY)
13 PA QL(2TABS/DAY)
13 PA QL(1TAB/DAY)
13 PA QL(1TAB/DAY)
13 PA QL(1 TAB/DAY)
13 PA QL(1TAB/DAY)
13 PA ST
13 PA STQL(1 CAP/DAY)
13 PA STQL(1 CAP/DAY)
13 PA ST QL(2 CAPS/DAY)
13 PA ST QL(1 CAP/DAY)
11 HD
I QL (1 cap/day) HD
13 PA QL(1 CAP/DAY)
13 PA QL(2 CAPS/DAY)
13 PA QL(3 CAPS/DAY)
13 PAHD
13 PAHD
13 PAHD
13 PAHD
13 PA QL(1 CAP/DAY) HD
13 PAHD
13 PAHD

ANTI-PSYCH, DOPAMINE ANTAG., DIPHENYLBUTYLPIPERIDINES

pimozide

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Schizophrenia/Anti-Psychotics)® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTI-PSYCHOTIC,ATYPICAL,DOPAMINE,SEROTONIN ANTAGNST

asenapine maleate (Saphris) T

CAPLYTA 13 STQL(1 CAP/DAY)
clozapine 1

clozapine (Clozaril) 11

CLOZARIL (clozapine) 13 PA

ERZOFRI 13 PA QL(4TABS/DAY)
FANAPT 1 MGTABLET 13 PA QL(4 TABS/DAY)
FANAPT 10 MG TABLET 13 PA

FANAPT 12 MG TABLET 13 PA QL(4 TABS/DAY)
FANAPT 2 MG TABLET 13 PA QL(4 TABS/DAY)
FANAPT 4 MG TABLET 13 PA QL(4 TABS/DAY)
FANAPT 6 MG TABLET 13 PA QL(4TABS/DAY)
FANAPT 8 MG TABLET 13 PA QL (4 tabs/day) ST
FANAPTTITRATION PACK A 13 PA QL(32TABS/365 DAYS)
FANAPTTITRATION PACK B 13 PA QL(48 TABS/365 DAYS)
FANAPTTITRATION PACK C 13 PA QL(32TABS/365 DAYS)
GEODON (ziprasidone hcl) 13 PA

INVEGA ER 3 MG TABLET (paliperidone er) 13 PA QL(1TAB/DAY)
INVEGA ER 6 MG TABLET (paliperidone er) 13 PA

INVEGA ER 9 MG TABLET (paliperidone er) 13 PA

LATUDA 120 MG TABLET 13 PA

LATUDA 20 MG TABLET 13 PA

LATUDA 40 MG TABLET 13 PA QL(1TAB/DAY)
LATUDA 60 MG TABLET 13 PA QL(1TAB/DAY)
LATUDA 80 MG TABLET 13 PA

lurasidone hcl 120 mg tablet (Latuda) 11

lurasidone hcl 20 mg tablet (Latuda) 11

lurasidone hcl 40 mq tablet (Latuda) T QL(1TAB/DAY)

lurasidone hcl 60 mg tablet (Latuda) T QL(1TAB/DAY)

lurasidone hcl 80 mg tablet (Latuda) T1

LYBALVI 13 STQL(1TAB/DAY)
olanzapine T1

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Schizophrenia/Anti-Psychotics)® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-PSYCHOTIC, ATYPICAL, DOPAMINE, SEROTONIN ANTAGNST (cont,)

olanzapine (Zyprexa Zydis) 11

olanzapine (Zyprexa) T1

paliperidone er 1.5 mg tablet 1

paliperidone er 3 mg tablet (Invega) T QL(1TAB/DAY)

paliperidone er 6 mg tablet (Invega) 1

paliperidone er 9 mq tablet (Invega) T1

QUETIAPINE 150 MG TABLET 13 PA

quetiapine fumarate (Seroquel Xr) T1

quetiapine fumarate 100 mg tab (Seroquel) 1

quetiapine fumarate 200 mq tab (Seroquel) 1

quetiapine fumarate 25 mq tab (Seroquel) 1

quetiapine fumarate 300 mq tab (Seroquel) T1

quetiapine fumarate 400 mq tab (Seroquel) 11

quetiapine fumarate 50 mg tab (Seroquel) T1

RISPERDAL (risperidone) 13 PA

risperidone 1

risperidone (Risperdal) 1

SAPHRIS (asenapine maleate) 13 ST

SECUADO 13 ST

SEROQUEL (guetiapine fumarate) 13 ST

SEROQUEL XR (quetiapine fumarate er) 13 ST

VERSACLOZ 13 PA

Ziprasidone hel (Geodon) T

ZYPREXA (olanzapine) 13 PA

ZYPREXA ZYDIS (olanzapine odf) T3 PA

ANTI-PSYCHOTIC-ATYPICAL, D3/D2 PARTIAL AG-5HT MIXED

VRAYLAR 1.5 MG CAPSULE 13 STQL(1 CAP/DAY)

VRAYLAR 3 MG CAPSULE 13 STQL(1 CAP/DAY)

VRAYLAR 4.5 MG CAPSULE 13 ST

VRAYLAR 6 MG CAPSULE 13 ST

ANTIPSYCHOTICS, ATYP, D2 PARTIAL AGONIST/5HT MIXED

ABILIFY 10 MG TABLET (aripiprazole) 13 ST

ABILIFY 15 MG TABLET (aripiprazole) 13 ST
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Schizophrenia/Anti-Psychotics)® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTIPSYCHOTICS, ATYP, D2 PARTIAL AGONIST/5HT MIXED (cont,)

ABILIFY 2 MG TABLET (aripiprazole) T3 ST

ABILIFY 20 MG TABLET (aripiprazole) 13 ST

ABILIFY 30 MG TABLET (aripiprazole) 13 ST

ABILIFY 5 MG TABLET (aripiprazole) 13 STQL(1TAB/DAY)
ABILIFY MYCITE 13 PA

aripiprazole T1

aripiprazole 1 mg/ml solution T1

aripiprazole 10 mq tablet (Abilify) 11

aripiprazole 15 mq tablet (Abilify) 11

aripiprazole 2 mg tablet (Abilify) 11

aripiprazole 20 mq tablet (Abilify) T1

aripiprazole 30 mg tablet (Abilify) T1

aripiprazole 5 mg tablet (Abilify) T QL(1TAB/DAY)
OPIPZA 2 MG FILM 13 PA QL(1 FILM/DAY)
OPIPZA 5 MG FILM 13 PA QL(3 FILMS/DAY)
OPIPZA 10 MG FILM 13 PA QL(3 FILMS/DAY)
REXULTI 0.25 MG TABLET 12 STQL(1TAB/DAY)
REXULTI 0.5 MG TABLET 12 STQL(1TAB/DAY)
REXULTI 1 MG TABLET 12 STQL(1TAB/DAY)
REXULTI 2 MG TABLET 12 STQL(1TAB/DAY)
REXULTI 3 MG TABLET 12 ST

REXULTI 4 MG TABLET 12 ST
ANTI-PSYCHOTICS, DOPAMINE AND SEROTONIN ANTAGONISTS

loxapine succinate T

ANTIPSYCHOTICS, MUSCARINIC AGONIST/ANTAGONIST COMB

COBENFY 13 PA QL(2 CAPS/DAY)
COBENFY STARTER PACK 13 PA QL(56 CAPS/180 DAYS)
ANTI-PSYCHOTICS, DOPAMINE ANTAGONISTS, THIOXANTHENES

thiothixene T

ANTI-PSYCHOTICS, DOPAMINE ANTAGONISTS, BUTYROPHENONES

haloperidol T1

haloperidol lactate T

ANTI-PSYCHOTICS, DOPAMINE ANTAGONST, DIHYDROINDOLONES

molindone hcl 1

T1—Typically Generics PA — Prior Authorization AGE — Age Requirement

PPACA — No Cost-Share Preventive Medication

T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

SP — Specialty Medication
HD — May require home delivery pharmacy

(SL — Oral cancer medication subject to cost-share limits
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List of Prescription Medications

PSYCHOTHERAPEUTIC DRUGS (Schizophrenia/Anti-Psychotics)® (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-PSYCHOTICS, PHENOTHIAZINES

chlorpromazine hcl T1
fluphenazine hcl T1
perphenazine 1
thioridazine hc T1
trifluoperazine hcl T1
SSRI-ANTI-PSYCH, ATYPICAL, DOPAMINE, SEROTONIN ANTAG

olanzapine/fluoxetine hc/ T1

PSYCHOTHERAPEUTIC DRUGS (Seizure Disorders)

NEUROACTIVE STEROID GABA-A RECEPTOR MODULATOR
LTALMY 13 PA QL(36 MLS/DAY) SP

PSYCHOTHERAPEUTIC DRUGS (Sleep Disorders/Sedatives)
NARCOLEPSY AND SLEEP DISORDER THERAPY AGENTS

armodafinil (Nuvigil) 11 PA
modafinil (Provigil) 11 PA
NUVIGIL (armodafinil) 13 PA
PROVIGIL (modafinil) 73 PA
SUNOSI 12 PA QL(1TAB/DAY)

SEDATIVE/HYPNOTICS (Sleep Disorders/Sedatives)
ANTI-NARCOLEPSY,ANTI-CATAPLEXY,SEDATIVE-TYPE AGENT

LUMRYZ 13 PA QL(1 PACK/DAY) SPHD

LUMRYZ STARTER PACK 13 PAQLSPHD

SODIUM OXYBATE 13 PA QL(18 MLS/DAY) SPHD

XYREM 13 PA QL(18 MLS/DAY) SPHD

XYWAV 13 PA QL(18 MLS/DAY) SPHD

BARBITURATES

phenobarbital 1

HYPNOTICS, MELATONIN MTI/MT2 RECEPTOR AGONISTS

HETLIOZ (tasimelteon) 13 PASPHD

HETLIOZ LQ 13 PASPHD

ramelteon (Rozerem) 1 QL(1TAB/DAY)

ROZEREM (ramelteon) 13 PA QL(1TAB/DAY)

tasimelteon (Hetlioz) T1 PA SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy

206



List of Prescription Medications

SEDATIVE/HYPNOTICS (Sleep Disorders/Sedatives) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

SEDATIVE-HYPNOTICS, NON-BARBITURATE

DORAL 13

estazolam T

flurazepam hcl 1

HALCION (triazolam) 13

midazolam hcl 1

QUAZEPAM T

RESTORIL (temazepam) T3 PA

temazepam (Restoril) 11

triazolam 1

triazolam (Halcion) 11

SEDATIVE-HYPNOTICS, NON-BARBITURATE

AMBIEN (zolpidem tartrate) 13 PA

AMBIEN (R 12.5 MGTABLET (zolpidem tartrate) 13 PA

AMBIEN (R 6.25 MG TABLET (zolpidem tartrate er) 13 PA QL(1TAB/DAY)

BELSOMRA 13 PA

DAYVIGO 12 STQL(1TAB/DAY)

doxepin hcl 3 mg tablet (Silenor) T QL(1TAB/DAY)

doxepin hcl 6 mg tablet (Silenor) 11

EDLUAR 10 MG SLTABLET 13 PA

EDLUAR 5 MG SLTABLET 13 PA QL(1TAB/DAY)

eszopiclone (Lunesta) T

LUNESTA (eszopiclone) 13 PA

QUVIVQ 13 PA QL(1TAB/DAY)

SILENOR 3 MG TABLET (doxepin hcl) 13 PA QL(1TAB/DAY)

SILENOR 6 MG TABLET (doxepin hcl) 13 PA

Zaleplon T

Zolpidem tart 1.75 mg tab s/ 11

Zo0lpidem tart 3.5 mq tablet s/ T1

Zolpidem tart er 12.5 mg tab (Ambien Cr) T1

2o0lpidem tart er 6.25 mq tab (Ambien Cr) T QL(1TAB/DAY)

20pidem tartrate 10 mq tablet (Ambien) 11

Z20lpidem tartrate 5 mq tablet (Ambien) 11

ZOLPIDEM TARTRATE 7.5 MG CAP 13 PA

ZOLPIMIST 13 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Miscellaneous)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
ANTISEPTICS,GENERAL
alcohol antiseptic pads T1
ALCOHOL PREP PADS M
ALCOHOL SWAB I
ALCOHOL SWABS 1
ALCOHOL WIPES T1
CARETOUCH ALCOHOL PREP PAD 1
CURITY ALCOHOL PREPS I
DROPSAFE PREP PADS 1
EASY COMFORT ALCOHOL PAD I
EASYTOUCH ALCOHOL PREP PADS 1
INCONTROL ALCOHOL PADS T1
PRO COMFORT ALCOHOL PADS 1
PURE COMFORT ALCOHOL PAD I
SINGLE USE SWAB 1
SURE COMFORT ALCOHOL I
SURE-PREP ALCOHOL PREP PADS 1
TRUE COMFORT ALCOHOL PADS T1
TRUE COMFORT PRO ALCOHOL PADS 1
ULTILET ALCOHOL SWAB I
WEBCOL 1
IRRIGANTS
acetic acid T1
neomycin sulf/polymyxin b sulf T1
PHYSIOLYTE (physiological irrig soln no.T) 13
PHYSIOSOL (physiological irrig soln no.T) 13
ringer’s solution T1
ringer’s solution, lactated T
sod, pot chlor/mag/sod, pot phos 13
sodium chloride 0.9% irrig T1
sodium chloride 0.9% irrig. 11
SODIUM CHLORIDE 0.9% IRRIG. 13
sodium chloride 0.9% prcss sol 1
sodium chloride frrig solution T1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
IRRIGANTS (cont.,)

SORBITOL I

SORBITOL-MANNITOL i

water for irrigation, sterile 11

OXIDIZING AGENTS

hydrogen peroxide T1

SKIN PREPS (Pain Relief And Inflammatory Disease)

ANTI-PSORIATIC AGENTS, SYSTEMIC

acitretin T

BIMZELX 13 PA QL(2 MLS/28 DAYS) SPHD

BIMZELX AUTOINJECTOR 13 PA QL(2 MLS/28 DAYS) SPHD

COSENTYX (2 SYRINGES) 13 PA QL(2 MLS/28 DAYS) SPHD

COSENTYX 150 MG/ML SYRINGE 13 PA QL(1 ML/28 DAYS) SPHD

COSENTYX 75 MG/0.5 ML SYRINGE 13 PA QL(0.5 MLS/28 DAYS) SPHD
COSENTYX SENSOREADY (2 PENS) 13 PA QL(2 MLS/28 DAYS) SPHD

COSENTYX SENSOREADY PEN 13 PA QL(1 ML/28 DAYS) SPHD

COSENTYX UNOREADY PEN 13 PA QL(2 MLS/28 DAYS) SPHD

ILUMYA 13 PA QL(1 UNIT/84 DAYS) SP HD
methoxsalen (Oxsoralen-ultra) 11

SILIQ 13 PA QL(3 MLS/28 DAYS) SPHD

SKYRIZI 12 PA QL(150 MG/84 DAYS) SPHD

SKYRIZI PEN 12 PA QL(150 MG/84 DAYS) SPHD
SOTYKTU 12 PA QL(1TAB/DAY) SPHD

SPEVIGO 13 PA QL(2 MLS/28 DAYS) SPHD

TALTZ AUTOINJECTOR 12 PA QL(1 AUTO-INJECTOR/28 DAYS) SP HD
TALTZ AUTOINJECTOR (2 PACK) 12 PA QL(1 AUTO-INJECTOR/28 DAYS) SP HD
TALTZ AUTOINJECTOR (3 PACK) 12 PA QL(1 AUTO-INJECTOR/28 DAYS) SP HD
TALTZ SYRINGE 12 PA QL(1 SYRINGE/28 DAYS) SP HD
TOPICAL ANTI-INFLAMMATORY, NSAIDS

diclofenac 1.5% topical soln 11 PAHD

diclofenac 2% solution pump 1 PAHD

DICLOFENAC EPOLAMINE 13 PA QL(2 PATCHES/DAY) HD

diclofenac sodium 1% gel T QL(1000 GMS/30 DAYS) HD

FLECTOR 12 PA QL(2 PATCHES/DAY) HD

LICART 12 PA QL(1 PATCH/DAY) HD

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ACNE AGENTS, SYSTEMIC

ABSORICA (isotretinoin) 13

ABSORICA LD 13 ST

fsotretinoin (Absorica) 11

ACNE AGENTS, TOPICAL

ACANYA (clindamycin phos-benzoyl perox) 13

ACZONE (dapsone) 13

adapalene/benzoy! peroxide 11

adapalene/benzoyl peroxide (Epiduo Forte) T1

AZELEX 12

CABTREO 13 PA

clindamyc-bnz perox 1.2-3.75% (Onexton) T PA

clindamycin phos/benzoy! perox T1

clindamycin phos/benzoy! perox (Acanya) T1

clindamycin/tretinoin (Veltin) 11

clindamycin/tretinoin (Ziana) 11

clindamycin-benzoy! perox 1-5% 11

clindamycin-bnz perox 1-5% pmp 1

ACNE AGENTS, TOPICAL

dapsone 5% gel (Aczone) T

DAPSONE 7.5% GEL PUMP 13 PA

dapsone 7.5% gel pump (Aczone) T1

EPIDUO FORTE 13 PA

EPIDUO FORTE (adapalene/benzoyl peroxide) 13 PA

KLARON (sulfacetamide sodium) 13

NEUAC1.2-5% KIT 13

neuac gel 1

ONEXTON (clindamycin phos/benzoyl perox) 13

sulfacetamide sodium (Klaron) T

TWYNEO 13

VELTIN 13 PA

ZIANA (clindamycin phos-tretinoin) 13 PA

ANTI-PERSPIRANTS

DRYSOL 12
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTI-PRURITICS, TOPICAL

doxepin 5% cream (Zonalon) 11 PA QL(90 GMS/30 DAYS)

doxepin hcl (Zonalon) 13 PA QL(90 GMS/30 DAYS)

ZONALON 13 PA QL(90 GMS/30 DAYS)

ZONALON (prudoxin) 13 PA QL(90 GMS/30 DAYS)

ANTI-PSORIATICS AGENTS

anthralin 1

calcipotriene 0.005% cream 1

CALCIPOTRIENE 0.005% FOAM 13 PA

calcipotriene 0.005% ointment 11

calcipotriene 0.005% solution 11

calcitriol 3 meg/q ointment (Vectical) 11 QL(800 GMS/30 DAYS)

DUOBRII 13

SORILUX 13 PA

tazarotene 0.05% cream (Tazorac) T

tazarotene 0.05% gel (Tazorac) T

tazarotene 0.1% cream (Tazorac) T

tazarotene 0.1% gel (Tazorac) T

TAZORAC 0.05% CREAM (tazarotene) 12

TAZORAC 0.05% GEL (tazarotene) 12

TAZORAC 0.1% CREAM (tazarotene) 13

TAZORAC0.1% GEL (tazarotene) 12

VECTICAL (calcitriol) 13 QL(800 GMS/30 DAYS)

VTAMA 13 PA QL(60 GMS/30 DAYS)

Z0RYVE 0.3% FOAM 13 PA QL(1 GM/30 DAYS)

ANTI-SEBORRHEIC AGENTS

OVACE PLUS 13

selenium sulfide T

sulfacetamide sodium T1

ANTISEPTICS,GENERAL

alcohol antiseptic pads T1

ALCOHOL PREP PADS T

ALCOHOL SWAB 1

ALCOHOL SWABS 1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ANTISEPTICS,GENERAL (cont.)

ALCOHOL WIPES 1

CARETOUCH ALCOHOL PREP PAD 1

CURITY ALCOHOL PREPS i

DROPSAFE PREP PADS i

EASY COMFORT ALCOHOL PAD 1

EASY TOUCH ALCOHOL PREP PADS 1

INCONTROL ALCOHOL PADS 1

PRO COMFORT ALCOHOL PADS 1

PURE COMFORT ALCOHOL PAD i

SINGLE USE SWAB i

SURE COMFORT ALCOHOL 1

SURE-PREP ALCOHOL PREP PADS 1

TRUE COMFORT ALCOHOL PADS 1

TRUE COMFORT PRO ALCOHOL PADS 1

ULTILET ALCOHOL SWAB i

WEBCOL i

ANTISEPTICS, MISCELLANEOUS

GUAIACOL T1

EMOLLIENTS

XCLARR 13

IMMUNOMODULATORS

imiquimod 3.75% cream (Zyclara) T1 PA QL(112 PACKS/30 DAYS)

imiguimod 3.75% cream pump (Zyclara) i PA

imiguimod 5% cream packet (Aldara) 11

ZYCLARA 2.5% CREAM PUMP 13 PA QL(30 GMS/30 DAYS)

ZYCLARA 3.75% CREAM (imiguimod) 13 PA QL(172 PACKS/30 DAYS)

ZYCLARA 3.75% CREAM PUMP (imiguimod) 13 PA

IRRITANTS/COUNTER-IRRITANTS

methyl salicylate T1

JANUS KINASE (JAK) INHIBITORS

(IBINQO 12 PA QL(30TABS/30 DAYS) SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

KERATOLYTICS

benzepro 6% foaming cloths T1

BENZEPRO 7% CREAMY WASH (benzoyl peroxide microspheres) 13

benzoy! peroxide T1

benzoyl peroxide (Pacnex) 11

CONDYLOX (podofilox) T3 PA

ENZOCLEAR 13

INOVA 13

PACNEX (benzoy! peroxide) 13

podofilox T1

podofilox (Condylox) 11

PR BENZQYL PEROXIDE (benzoy! peroxide microspheres) 13

silver nitrate 1

PROTECTIVES

PHARMABASE BARRIER (zinc oxide) 13

zinc oxide T

ZINCOXIDE 1

ROSACEA AGENTS, TOPICAL

azelaic acid (Finacea) 11

FINACEA 13 PA

FINACEA (azelaic acid) 13 PA

fvermectin 1% cream (Soolantra) T

METROCREAM (metronidazole) 13 PA

METROGEL (metronidazole) 13 PA

metronidazole T

metronidazole (Metrocream) 11

metronidazole 0.75% cream (Metrocream) T

metronidazole 0.75% lotion 1

metronidazole top 1% gel pump T1

metronidazole topical 0.75% gl 11

metronidazole topical 1% gel (Metrogel) 11

NORITATE 13 PA

SOOLANTRA (ivermectin) 13
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

TISSUE/WOUND ADHESIVES

ARTISS 13

TISSEELVHSD 13

TOP. ANTI-INFLAM., PHOSPHODIESTERASE-4 (PDE4) INHIB

EUCRISA 12 ST

Z0RYVE 0.15% CREAM 12 STQL(60 GMS/30 DAYS)

ZORYVE 0.3% FOAM 13 PA QL(1 GM/30 DAYS)

TOPICAL ACNE AGENT,RETINOIC ACID RECEPTOR AGONIST

AKLIEF 13

ARAZLO 12

FABIOR 13

TAZAROTENE 0.1% FOAM 13

TOPICAL AGENTS, MISCELLANEOUS

MEDIHONEY 13

trichloroacetic acid 3

TRICHLOROACETIC ACID 13

TRICHLOROACETIC ACID (trichloroacetic acid) 13

TOPICAL ANTIANDROGENIC AGENTS

WINLEVI 13 PA

TOPICAL ANTIBIOTIC PLEUROMUTILIN DERIVATIVES

ALTABAX 13

TOPICAL ANTICHOLINERGIC HYPERHIDROSIS TX AGENTS

QBREXZA 13

SOFDRA 13 PA

TOPICAL ANTI-INFLAMMATORY STEROIDAL

ALA-SCALP (scalacort) 13 ST

alclometasone dipropionate 1

amcinonide 0.1% cream T1

amcinonide 0.1% ointment T1 PA

ANUSOL-HC 2.5% CREAM (proctozone-hc) 13 PA

AQUA GLYCOLICHC 13

betamethasone dipropionate T

betamethasone valerate T1

betamethasone/propylene glyc 1

betamethasone/propylene glyc (Diprolene) 11
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
TOPICAL ANTI-INFLAMMATORY STEROIDAL (cont.,)
BRYHALI 13 ST
CAPEX SHAMPOO 13 ST
CLOBETASOL 0.025% CREAM 13 PA
clobetasol 0.05% cream 1
clobetasol 0.05% gel 1
clobetasol 0.05% ointment (Temovate) T
clobetasol 0.05% shampoo (Clobex) 11
clobetasol 0.05% solution T
clobetasol 0.05% topical lotn 1
clobetasol prop 0.05% foam (Olux) 11
clobetasol prop 0.05% spray (Clobex) 1
clobetasol propionate/emoll T1
CLOBEX (clobetasol propionate) T3 PA
clocortolone pivalate (Cloderm) 11
CLODAN 0.05% KIT 13 ST
clodan 0.05% shampoo (Clobex) 11
(LODERM 13 ST
CLODERM (clocortolone pivalate) 13 ST
(ORDRAN 13 PA
(CORDRAN (flurandrenolide) 13 PA
DERMA-SMOOTHE-FS (fluocinolone acetonide) 13 ST
DERMA-SMOOQTHE-FS (fluocinolone/shower cap) 13 ST
desonide 1
desonide (Tridesilon) T1
desoximetasone (Topicort) 11
diflorasone diacet/emollient T PA
diflorasone diacetate 1 PA
DIPROLENE (betamethasone/propylene glyc) 13 ST
fluocinolone acetonide 1
fluocinolone acetonide (Derma-Smoothe-Fs) T
fluocinolone acetonide (Synalar) T
fluacinolone/shower cap (Derma-Smoothe-Fs) 11
fluocinonide 1
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
TOPICAL ANTI-INFLAMMATORY STEROIDAL (cont.,)
fluocinonide (Vanos) T
fluocinonide/emollient base T
flurandrenolide (Cordran) 11 PA
fluticasone prop 0.005% oint 11
fluticasone prop 0.05% cream 1
fluticasone prop 0.05% lotion 1
fluticasone propionate 1
halcinonide 0.1% cream (Halog) T PA
halcinonide 0.1% solution T
halobetasol propionate T1
HALOG 0.1% CREAM (halcinonide) 13 PA
HALOG 0.1% OINTMENT 13 PA
HALOG 0.19% SOLUTION 13 ST
hydrocort buty 0.1% lipo cream (Locoid Lipocream) 11 PA
hydrocortisone T1
hydrocortisone (Ala-Scalp) 11
hydrocortisone (Anusol-Hc) 11
hydrocortisone acetate T1
hydrocortisone buty 0.1% cream T1
hydrocortisone butyr 0.1% lotn 11 PA
hydrocortisone butyr 0.1% oint 11
hydrocortisone butyr 0.1% soln 11
hydrocortisone valerate T1
IMPEKLO 13 PA
IMPOYZ 13 PA
KENALOG (triamcinolone acetonide) 13 PA
LOCOID LIPOCREAM (hydrocortisone butyrate/emoll) T3 PA
MICORT-HC 13 PA
mometasone furoate 0.1% cream 1
mometasone furoate 0.1% oint 1
mometasone furoate 0.1% soln T
NUCORT 13 ST
OLUX (clobetasol propionate) 13 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
TOPICAL ANTI-INFLAMMATORY STEROIDAL (cont.,)
PANDEL 13 PA
prednicarbate T1
SCALACORT DK 13 ST
SERNIVO 13 PA
SYNALAR 13 ST
SYNALAR (fluocinolone acetonide) 13 ST
SYNALARTS 13 ST
TEMOVATE (clobetasol propionate) 13 ST
TEXACORT 13 ST
TOPICORT (desoximetasone) 13 ST
triamcinolone 0.025% cream 1
triamcinolone 0.025% lotion T
triamcinolone 0.025% oint T
triamcinolone 0.05% ointment T PA
triamcinolone 0.1% cream T
triamcinolone 0.1% lotion 1
triamcinolone 0.1% ointment 1
triamcinolone 0.147 mg/q spray (Kenalog) T1 PA
triamcinolone 0.5% cream T
triamcinolone 0.5% ointment T
triamcinolone acetonide 1
triamcinolone acetonide 1 PA
TRIDESILON (desonide) 13 PA
ULTRAVATE 13 PA
VANOS (fluocinonide) T3 PA
VERDESO 13 PA
TOPICAL ANTI-INFLAMMATORY STEROID-LOCAL ANESTHETIC
ANALPRAM HC 2.5%-19% LOTION 13 PA
EPIFOAM 13
hydrocortisone/pramoxine T1
lidocaine/hydrocortisone ac T1
PRAMOSONE 1% LOTION 12
PRAMOSONE 1%-1% CREAM 12
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont,)

Prescription Drug Name

TOPICAL ANTI-INFLAMMATORY STEROID-LOCAL ANESTHETIC (cont,)

Drug Tier Coverage Requirements and Limits

PRAMOSONE 190-1% OINTMENT 12
PRAMOSONE 2.5%-1% CREAM 13
PRAMOSONE 2.5%-19% LOTION 13
PRAMOSONE 2.5%-1% OINTMENT 12
TOPICAL JANUS KINASE (JAK) INHIBITORS

OPZELURA 13 PA
TOPICAL NITRIC OXIDE RELEASING AGENTS

ZELSUVMI T3 PA
TOPICAL PREPARATIONS, ANTIBACTERIALS

iodine/potassium iodide T
iodine/sodium iodide T

IODOFLEX 13
I0DOSORB 13

silver nitrate T

TOPICAL VIT D ANALOG/ANTI-INFLAMMATORY STEROID

calcipotriene/betamethasone (Taclonex) 11

ENSTILAR 13 PA
TACLONEX (calcipotriene/betamethasone) 13 PA
WYNZORA 13 PA
TOPICAL/MUCOUS MEMBR./SUBCUT. ENZYMES

SANTYL 12 QL(60 GMS/30 DAYS)
VITAMIN A DERIVATIVES

adapalene (Differin) 11 PA
ADAPALENE T1 PA
adapalene (Plixda) 11 PA
ALTRENO 13 PA
ATRALIN (tretinoin) 13 PA
DIFFERIN 13 PA
DIFFERIN (adapalene) 13 PA
RETIN-A 0.01% GEL (tretinoin) 13

RETIN-A 0.025% CREAM (tretinoin) 13 PA
RETIN-A 0.025% GEL (tretinoin) 13

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

T1—Typically Generics PA — Prior Authorization
T2 —Typically Preferred Brands QL — Quantity Limit
T3 —Typically Non-Preferred Brands ST — Step Therapy

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

SKIN PREPS (Skin Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
VITAMIN A DERIVATIVES (cont.,)

RETIN-A 0.05% CREAM (tretinoin) 13 PA
RETIN-A 0.1% CREAM (tretinoin) 13 PA
RETIN-A MICRO (tretinoin microsphere) 13 PA
RETIN-A MICRO PUMP 13 PA
RETIN-A MICRO PUMP (tretinoin microsphere) 13 PA
tretinoin 0.01% gel (Retin-a) i

tretinoin 0.025% cream (Retin-a) T PA
tretinoin 0.025% gel (Retin-a) T

tretinoin 0.05% cream (Retin-a) T PA
tretinoin 0.05% gel (Atralin) 11 PA
tretinoin 0.1% cream (Retin-a) T PA
tretinoin microspheres (Retin-a Micro Pump) i PA
tretinoin microspheres (Retin-a Micro) T PA

SMOKING DETERRENTS (Smoking Cessation)®
SMOKING DETERRENT AGENTS (GANGLIONIC STIM, OTHERS)

NICOTROL 12 PPACA
NICOTROL NS 12 PPACA
SMOKING DETERRENT-NICOTINIC RECEPT.PARTIAL AGONIST

APO-VARENICLINE 0.5 MG TABLET 13
APO-VARENICLINE 1 MG TABLET 13

CHANTIX 13 PA
varenicline 0.5 mq tablet T1 PPACA
varenicline 1 mq cont month bx T1 PPACA
varenicline T mq tablet T1 PPACA
varenicline starting month box 1 PPACA
SMOKING DETERRENTS, OTHER

bupropion hel sr 150 mq tablet T PPACA

THYROID PREPS (Hormonal Agents)
ANTI-THYROID PREPARATIONS

methimazole (Tapazole) 11 HD

propylthiouracil T HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

THYROID PREPS (Hormonal Agents) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
THYROID HORMONES
adthyza 120 mg tablet T1 PAHD
ADTHYZA 130 MG TABLET 13 PAHD
adthyza 15 mq tablet T1 PAHD
ADTHYZA 16.25 MG TABLET 13 PAHD
adthyza 30 mq tablet T1 PAHD
ADTHYZA 32.5 MG TABLET 13 PAHD
adthyza 60 mq tablet T1 PAHD
ADTHYZA 65 MG TABLET 13 PAHD
adthyza 90 mq tablet T1 HD
ADTHYZA 97.5 MG TABLET 13 PAHD
ARMOURTHYROID 13 HD
CYTOMEL (fiothyronine sodium) 13 HD
ERMEZA 13 PAHD
LEVOTHYROXINE 100 MCG CAPSULE 13 HD
levothyroxine 100 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 112 MCG CAPSULE 13 HD
levothyroxine 112 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 125 MCG CAPSULE 13 HD
levothyroxine 125 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 13 MCG CAPSULE 13 HD
LEVOTHYROXINE 137 MCG CAPSULE 13 HD
levothyroxine 137 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 150 MCG CAPSULE 13 HD
levothyroxine 150 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 175 MCG CAPSULE 13 HD
levothyroxine 175 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 200 MCG CAPSULE 13 HD
levothyroxine 200 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 25 MCG CAPSULE 13 HD
levothyroxine 25 mcg tablet (Synthroid) T1 HD
levothyroxine 300 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 50 MCG CAPSULE 13 HD
levothyroxine 50 mcg tablet (Synthroid) T1 HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

THYROID PREPS (Hormonal Agents) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
THYROID HORMONES (cont.)

LEVOTHYROXINE 75 MCG CAPSULE 13 HD
levothyroxine 75 mcg tablet (Synthroid) T1 HD
LEVOTHYROXINE 88 MCG CAPSULE 13 HD
levothyroxine 88 mcg tablet (Synthroid) T1 HD
levothyroxine sodium (Synthroid) 11 HD
levothyroxine sodium (Synthroid) 13 HD
liothyronine sodium (Cytomel) T HD
SYNTHROID (fevothyroxine sodium) 13 PAHD
THYQUIDITY 13 PAHD
thyroid, pork 11 HD
TIROSINT 13 HD
TIROSINT-SOL 13 HD

UNCLASSIFIED DRUG PRODUCTS (AIDS/HIV)

CYTOCHROME P450 INHIBITORS
TYBOST 13 5P

UNCLASSIFIED DRUG PRODUCTS (Asthma/COPD/Respiratory)
CYSTIC FIBROSIS - INHALED OSMOTIC AGENTS

BRONCHITOL 13 PA SP HD
CYSTIC FIBROSIS-CFTR POTENTIATOR-CORRECTOR COMBIN.
ALYFTREK 10-50-125 MG TABLET 13 PA QL(2TABS/DAY) SP HD
ALYFTREK 4-20-50 MG TABLET 13 PA QL(3 TABS/DAY) SPHD
ORKAMBI 100 MG-125 MG TABLET 13 PA QL(4 TABS/DAY) SP HD
ORKAMBI 100-125 MG GRANULE PKT 13 PA QL(2 PACKS/DAY) SPHD
ORKAMBI 150-188 MG GRANULE PKT 13 PA QL(2 PACKS/DAY) SPHD
ORKAMBI 200 MG-125 MG TABLET 13 PA QL(4TABS/DAY) SPHD
ORKAMBI 75-94 MG GRANULE PKT 13 PA QL(2 PACKS/DAY) SPHD
SYMDEKO 13 PA QL(2 TABS/DAY) SP HD
TRIKAFTA 100-50-75 MG/150 MG 13 PA QL(3 TABS/DAY) SPHD
TRIKAFTA 100-50-75 MG/75MG PKT 13 PA QL(2 UNITS/DAY) SPHD
TRIKAFTA 50-25-37.5 MG/75 MG 13 PA QL(3 TABS/DAY) SPHD
TRIKAFTA 80-40-60MG/59.5MG PKT 13 PA QL(2 UNITS/DAY) SPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Asthma/COPD/Respiratory) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
CYSTIC FIB-TRANSMEMB CONDUCT.REG.(CFTR) POTENTIATOR

KALYDECO 13.4 MG GRANULES PKT 13 PA QL(2 PACKS/DAY) SPHD
KALYDECO 5.8 MG TABLET 13 PA QL(2 PACKS/DAY) SPHD
KALYDECO 150 MG TABLET 13 PA QL(2TABS/DAY) SP HD
KALYDECO 25 MG GRANULES PACKET 13 PA QL(2 PACKS/DAY) SPHD
KALYDECO 50 MG GRANULES PACKET 13 PA QL(2 PACKS/DAY) SPHD
KALYDECO 75 MG GRANULES PACKET 13 PA QL(2 PACKS/DAY) SPHD
LUNG SURFACTANTS

CUROSURF 13

INFASURF 13

SURVANTA 13

MUCOLYTICS

PULMOZYME 12 PASPHD
PULMONARY FIBROSIS - SYSTEMIC ENZYME INHIBITORS

OFEV 12 PA SPHD

SYSTEMIC ENZYME INHIBITORS

JOENJA 13 PA QL(2TABS/DAY) SP
VIJOICE 125 MG TABLET 13 PA QL(1TAB/DAY) SP
VIOICE 250 MG DAILY DOSE PACK 13 PA QL(2 TABS/DAY) SP
VIOICE 50 MG GRANULE PACKET 13 PA QL(1TAB/DAY) SP
VIJOICE 50 MG TABLET 13 PA QL(1TAB/DAY) SP
ZOKINVY 13 PA QL(4 CAPS/DAY) SP
THYMIC STROMAL LYMPHOPOIETIN (TSLP) INHIBITORS

TEZSPIRE 210 MG/1.91 ML PEN 12 PA QL(1 PEN/28 DAYS) SP HD
TEZSPIRE 210 MG/1.91 ML SYRING 12 PA SP HD

UNCLASSIFIED DRUG PRODUCTS (Blood Modifiers/Bleeding Disorders)

SPLEEN TYROSINE KINASE INHIBITORS
TAVALISSE 12 PASP

UNCLASSIFIED DRUG PRODUCTS (Blood Pressure/Heart Medications)
ANTI-INFLAMMATORY-ANTIMITOTICS

LODOCO 13 PA

BRADYKININ B2 RECEPTOR ANTAGONISTS

FIRAZYR (jcatibant acetate) 13 PASP

icatibant acetate (Firazyr) 11 PASPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Blood Pressure/Heart Medications) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
PLASMA KALLIKREIN INHIBITORS

KALBITOR 13 PASPHD

ORLADEYO 13 PA QL(T CAP/DAY) SP

UNCLASSIFIED DRUG PRODUCTS (Cancer)

CHEMOTHERAPY RESCUE/ANTIDOTE AGENTS

leucovorin calcium 1 (St

mesna (Mesnex) T SPCSL
MESNEX (mesna) 13 SPCSL
VISTOGARD 13 SPCSL

UNCLASSIFIED DRUG PRODUCTS (Dental Products)

DENTAL AIDS AND PREPARATIONS

chlorhexidine gluconate (Peridex) T1
PERIDEX (periogard) 13
triamcinolone 0.1% paste 11
triamcinolone acetonide T1
PERIODONTAL COLLAGENASE INHIBITORS

doxycycline hyclate 20 mq tab 11

UNCLASSIFIED DRUG PRODUCTS (Diabetes)

ANTIHYPERGLYCEMIC-SOD/GLUC COTRANSPORT2(SGLT2) INH
INPEFA 13

PA QL(1TAB/DAY) HD

UNCLASSIFIED DRUG PRODUCTS (Erectile Dysfunction)
DRUGS TO TREAT ERECTILE DYSFUNCTION (ED)

avanafil (Stendra) T QL(8 TABS/30 DAYS)
CAVERJECT 13 PA QL(6 INJECTIONS/30 DAYS)
CIALIS 10 MG TABLET (tadalafil) 13 STQL(8TABS/30 DAYS)
CIALIS 20 MG TABLET (tadalafil) 13 STQL(8 TABS/30 DAYS)
CIALIS 5 MGTABLET (tadalafil) 13 STQL(1TAB/DAY)

EDEX 13 PA QL(6 INJECTIONS/30 DAYS)
FE-BIMIX 30/1 12

MUSE 12 PA QL(6 SUPPS/30 DAYS)
sildenafil 100 mg, 50 mg, 20 mq tablet (Viagra) 11 QL(8TABS/30 DAYS) HD
STENDRA (avanafil) 13 STQL(8 TABS/30 DAYS)
tadalafil 2.5 mq tablet 11 QL(1TAB/DAY) HD

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Erectile Dysfunction) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
DRUGS TO TREAT ERECTILE DYSFUNCTION (ED) (cont.,)

tadalafl 5 mq tablet (Cialis) T QL(1TAB/DAY) HD

tadalafil 10 mq tablet (Cialis) T QL(8 TABS/30 DAYS) HD

tadalafil 20 mq tablet (Cialis) T QL(8 TABS/30 DAYS) HD

vardenafil hel T QL(8 TABS/30 DAYS)

VIAGRA (sildenafil citrate) 13 STQL(8 TABS/30 DAYS)

UNCLASSIFIED DRUG PRODUCTS (Eye Conditions)

NICOTINIC RECEPT.PARTIAL AGONIST, ALPHA4BETA2 SPEC
TYRVAYA 12 QL(8.4 MLS/30 DAYS)

UNCLASSIFIED DRUG PRODUCTS (Gastrointestinal/Heartburn)
ORAL MUCOSITIS/STOMATITIS AGENTS

GELCLAIR 13

ORAMAGICRX 13

PPAR AGONIST

IQIRVO 12 PASPHD

LIVDELZI 13 PA SP

SALIVA STIMULANT AGENTS

NUMOISYN 13

THYROID HORMONE RECEPTOR (THR) AGONIST

REZDIFFRA 13 PA QL(1TAB/DAY) SPHD

UNCLASSIFIED DRUG PRODUCTS (Hormonal Agents)

GROWTH HORMONE RECEPTOR ANTAGONISTS

SOMAVERT 12 PASPHD

HYPERPARATHYROID TX AGENTS - VITAMIN D ANALOG-TYPE

doxercalciferol T1

paricalcitol T SPHD

paricalcitol (Zemplar) T SPHD

RAYALDEE 13

ZEMPLAR (paricalcitol) 13 SPHD

MENOPAUSAL SYMPT SUPP-SEL ESTROGEN RECEP MODULATOR

OSPHENA 13 QL(30TABS/30 DAYS) HD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Miscellaneous)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

ABORTIFACIENT-PROGESTERONE RECEPTOR ANTAGONISTS

MIFEPREX 13

mifepristone 200 mg tablet 11

AGENTS TO TX PERIODIC PARALYSIS - CARBON ANHYD INH

dichlorphenamide (Keveyis) 11 PASPHD

KEVEYIS (dichlorphenamide) 13 PA SP

AMMONIA INHIBITORS

CARBAGLU (carglumic acid) T3 SPHD

carglumic acid (Carbaglu) 11 SPHD

AMYLOIDOSIS AGENTS-TRANSTHYRETIN (TTR) SUPPRESSION

WAINUA 13 PA QL(1 AUTO-INJ/28 DAYS) SP

ANTI-ALCOHOLIC PREPARATIONS

acamprosate calcium T1

disulfiram T1

ANTI-FIBROTIC THERAPY - PYRIDONE ANALOGS

ESBRIET 13 PASPHD

pirfenidone 267 mq capsule T PASPHD

pirfenidone 267 mq tablet (Esbriet) 11 PASPHD

PIRFENIDONE 534 MG TABLET 13 PASPHD

pirfenidone 801 mq tablet (Esbriet) 11 PA SP HD

CI ESTERASE INHIBITORS

BERINERT 13 PASPHD

CINRYZE 13 PASPHD

HAEGARDA 13 PASPHD

RUCONEST 13 PA SP HD

CALCIMIMETIC,PARATHYROID CALCIUM ENHANCER

cinacalcet hel (Sensipar) 1 Sp

SENSIPAR (cinacalcet hcl) 13 PA SP

COMPLEMENT INHIBITORS

ZILBRYSQ 13 PA QL(1 SYRINGE/DAY) SP

CRYOPRESERVATIVE AGENTS

dimethyl sulfoxide T1

FACTOR XII INHIBITORS

ANDEMBRY AUTOINJECTOR 13 PA SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

GENERAL INHALATION AGENTS

HYPER-SAL 13

nebusal 3% vial T1

NEBUSAL 6% VIAL 13

sodium chloride 0.9% inhal vI i

sodium chloride 10% vial 11

sodium chloride 3% vial T1

sodium chloride 7% vial T1

sodium chloride for inhalation T1

GENETIC D/O TX - SMN PROTEIN DEFICIENCY TREATMENT

EVRYSDI 13 PASPHD

GENETIC DISORDER THERAPY - HDAC INHIBITOR

DUVYZAT 13 PA SP

GLUCOSYLCERAMIDE SYNTHASE (GCS) INHIBITOR

(ERDELGA 12 PA SPHD

miglustat (Zavesca) T1 PASPHD

OPFOLDA 13 PA QL(8 CAPS/30 DAYS) SPHD

ZAVESCA (miglustat) 13 PASPHD

HEAT SHOCK PROTEIN (HSP) MODULATING AGENTS

MIPLYFFA T3 PA SP

HYDROXYPHENYL-PYRUVATE DIOXYGENASE(HPPD) INHIBITOR

nitisinone (Orfadin) T PA SPHD

NITYR 12 PA SP

ORFADIN 13 PA SP

ORFADIN (nitisinone) 13 PA SP

HYPOACTIVE SEXUAL DESIRE DISORDER (HSDD) TX AGENTS

ADDY! 13 PA QL(1 TAB/DAY)

VYLEESI 13 PA QL(8 AUTO-INJS/30 DAYS) SP

MENOPAUSAL SYMPTOMS SUPPRESSANT - SSRIs

paroxetine mesylate T1 QL(1 cap/day) HD

MENOPAUSAL SYMPTOMS SUPPRESSANT-NK RECEPTOR ANTAG

VEOZAH 13 QL(TTAB/DAY)

METABOLIC DISEASE ENZYME REPLACE, HYPOPHOSPHATASIA

STRENSIQ 12 PA SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

METABOLIC DISEASE ENZYME REPLACEMENT, MOCD

NULIBRY 13 PA SP

METALLIC POISON, AGENTS TO TREAT

CHEMET 13

CUVRIOR 13 PA SP

deferasirox (Exjade) 1 SPHD

deferasirox (Jadenu Sprinkle) 11 SPHD

deferasirox (Jadenu) 11 SPHD

deferiprone (Ferriprox (3 Times A Day)) 11 PASPHD

deferiprone (Ferriprox) 1 PA SP

EXJADE (deferasirox) 13 PA SP HD

FERRIPROX 13 PA SP

FERRIPROX (2 TIMES A DAY) 13 PA SP

FERRIPROX (3 TIMES A DAY) (deferiprone) 13 PA SP

FERRIPROX (deferiprone) 13 PA SP

GALZIN 13 Sp

JADENU (deferasirox) 13 PA SP HD

JADENU SPRINKLE (deferasirox) 13 PASPHD

RADIOGARDASE 13

SYPRINE (trientine hc/) 13 PASPHD

trientine hcl 250 mq capsule (Syprine) 11 PASPHD

TRIENTINE HCL 500 MG CAPSULE 13 PASPHD

NATRIURETIC PEPTIDES

VOXZ0G0 13 PASPHD

NEONATAL FC RECEPTOR (FCRN) INHIBITORS

VYVGART HYTRULO 13 PA SP HD

NUCLEAR FACTOR ERYTHROID 2-REL. FACTOR 2 ACTIVATOR

SKYCLARYS 13 PA QL(3 CAPS/DAY) SP

OINTMENT/CREAM BASES

RADIAGEL 1

OXALOSIS AGENT - OXALATE INHIBITOR, SIRNA BASED

RIVFLOZA 128 MG/0.8 ML SYRINGE 13 PA QL(1 SYRINGE/30 DAYS) SP

RIVFLOZA 160 MG/ML SYRINGE 13 PA QL(1 SYRINGE/30 DAYS) SP

RIVFLOZA 80 MG/0.5 MLVIAL 13 PA SP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Miscellaneous) (cont,)

Prescription Drug Name

Drug Tier

PHARMACOLOGICAL CHAPERONE-ALPHA-GALACTOSID.A STABZ

GALAFOLD

PKU TX AGENT-COFACTOR OF PHENYLALANINE HYDROXYLASE

Jjavygtor 100 mg powder packet (Kuvan)
Jjavygtor 100 mq tablet (Kuvan)
Jjavygtor 500 mg powder packet (Kuvan)
KUVAN (sapropterin dihydrochloride)

sapropterin dihydrochloride (Kuvan)
PROTEIN STABILIZERS

ATTRUBY
VYNDAMAX
VYNDAQEL

RETINOIC ACID RECEPTOR (RAR) AGONISTS

SOHONOS

SOLVENTS

cvs isopropyl alcohol 91%

(VS ISOPROPYL ALCOHOL 91%
cvs isopropyl rub alcohol 70%
(VS ISOPROPYL RUB ALCOHOL 70%
eql isopropy! alcohol 91%

eql isopropy! rub alcohol 70%
FT ISOPROPYL ALCOHOL 91%
FTISOPROPYL RUB ALCOHOL 70%
GNP ISOPROPYL ALCOHOL 70%
GNP ISOPROPYL ALCOHOL 91%
gnp isopropyl alcohol 99%

S ISOPROPYL ALCOHOL 70%
(S ISOPROPYL ALCOHOL 91%
hm isopropy! alcohol 70%

hm isopropy! alcohol 91%
INSTACLEAN

ISOPROPANOL

isopropyl 70% alcohol

isopropyl alcohol

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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13
13
13

13

Coverage Requirements and Limits

PASPHD

PASP
PASPHD
PA SP
PASPHD
PASPHD

PA QL(4 TABS/DAY) SP
PAQL(1 CAP/DAY) SPHD
PA QL(4 CAPS/DAY) SP

PA SP

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits



List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Miscellaneous) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
SOLVENTS (cont,)

isopropyl alcohol 70% 11

ISOPROPYL ALCOHOL 70% 13

isopropyl alcohol 91% 1

isopropyl alcohol 99% 1

isopropyl rubbing alcohol 70% 1

ISOPROPYL RUBBING ALCOHOL 70% 13

ISOPROPYL RUBBING ALCOHOL 91% T1

kro isopropy! alcohol 91% 11

MURI-LUBE MINERAL OIL T1

polyethylene glycol T1

ra isopropyl alcohol 70% 1

ra isopropy! alcohol 91% T1

sm isopropy! alcohol 70% 11

swan isopropy! alcohol 70% 11

THYMIC STROMAL LYMPHOPOIETIN (TSLP) INHIBITORS

VYKAT XR 13 PA SP

METABOLIC DEFICIENCY AGENTS

betaine (Cystadane) T1 P
CARNITOR (levocarnitine (with sugar)) 13 PA
CARNITOR (fevocarnitine) 13 PA
CARNITOR SF (levocarnitine) 13 PA
CULTURELLE 1BS COMPLETE SUPPRT 13
CYSTADANE (betaine) 13 SP
levocarnitine (Carnitor Sf) T
levocarnitine (Camnitor) 11
levocarnitine (with sugar) (Camnitor) T

UNCLASSIFIED DRUG PRODUCTS (Osteoporosis Products)

BONE FORMATION STIM. AGENTS - PARATHYROID HORMONE

BONIVA (ibandronate sodium) 13 PA QL(0.09 MLS/DAY) SP
FORTEQ (teriparatide) 13 PA QL(0.09 MLS/DAY) SPHD
teriparatide (Bonsity) 11 PA QL(0.09 MLS/DAY) SPHD
teriparatide (Forteo) 11 PA QL(0.09 MLS/DAY) SPHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Osteoporosis Products) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BONE RESORPTION INHIBITOR AND VITAMIN D COMBS.

FOSAMAX PLUS D 13 STHD
BONE RESORPTION INHIBITORS

ACTONEL (risedronate sodium) 13 PAHD
alendronate sodium T HD
alendronate sodium (Fosamax) T HD
ATELVIA (risedronate sodium dr) 13 STHD
BINOSTO 13 STHD
EVISTA (raloxifene hcl) T3 PAHD
FOSAMAX (alendronate sodium) 13 STHD
ibandronate sodium T HD
raloxifene hel (Evista) T HD PPACA
risedronate sodium T HD
risedronate sodium (Actonel) 11 HD
risedronate sodium (Atelvia) 11 HD

UNCLASSIFIED DRUG PRODUCTS (Pain Relief And Inflammatory Disease)
ANTI-INFLAM. INTERLEUKIN-I RECEPTOR ANTAGONIST

ARCALYST 13 PASPHD

ANTI-INFLAMMATORY, INTERLEUKIN-I BETA BLOCKERS

ILARIS 13 PASPHD

FIBROMYALGIA AGENTS, SEROTONIN-NOREPINEPH RU INHIB

SAVELLA 12

IMMUNOMODULATOR, B-LYMPHOCYTE STIM (BLYS)-SPEC INHIB

BENLYSTA 13 PASPHD
UNCLASSIFIED DRUG PRODUCTS (Seizure Disorders)

Prescription Drug Name Drug Tier Coverage Requirements and Limits

NEUROPATHIC AGENTS

LYRICA CR (pregabalin) 13 HD

pregabalin (Lyrica (r) T HD

UNCLASSIFIED DRUG PRODUCTS (Skin Conditions)
INTERLEUKIN-13 (IL-13) INHIBITORS,MAB

ADBRY 12 PA SP HD

ADBRY AUTOINJECTOR 12 PA SP HD

EBGLYSS PEN T2 PA SP

EBGLYSS SYRINGE 12 PASP
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Skin Conditions) (cont.)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
JANUS KINASE (JAK) INHIBITORS

LEQSELVI 13 PA QL(2 TABS/DAY) SP HD

LITFULO 13 PA QL(1 CAP/DAY) SPHD

WOUND HEALING AGENTS, LOCAL

FILSUVEZ 13 PA SP

UNCLASSIFIED DRUG PRODUCTS (Substance Abuse)
OPIOID WITHDRAWAL THER, ALPHA-2 ADRENERGIC AGONIST

lofexidine hcl (Lucemyra) T1 QL(192TABS/30 DAYS)
LUCEMYRA (lofexidine hcl) 12 QL(192TABS/30 DAYS)
OPIOID WITHDRAWAL THERAPY AGENTS, OPIOID-TYPE

buprenorphine hc 1

buprenorphine hcl/naloxone hc T1

buprenorphine hcl/naloxone hcl (Suboxone) T1

SUBOXONE (buprenorphine-naloxone) 13

ZUBSOLV 12

UNCLASSIFIED DRUG PRODUCTS (Transplant Medications)

RHO KINASE INHIBITOR
REZUROCK 13 PA SP

UNCLASSIFIED DRUG PRODUCTS (Urinary Tract Conditions)
BENIGN PROSTATIC HYPERTROPHY/MICTURITION AGENTS

alfuzosin hel (Uroxatral) 11 HD

AVODART (dutasteride) 13 PAHD

dutasteride (Avodart) 11 HD

finasteride (Proscar) 11 HD

PROSCAR (finasteride) 13 PAHD

RAPAFLO 4 MG CAPSULE (silodosin) 13 PA QL(T CAP/DAY) HD

RAPAFLO 8 MG CAPSULE (silodosin) 13 PAHD

silodosin 4 mq capsule (Rapaflo) T1 QL(1 CAP/DAY) HD

silodosin 8 mq capsule (Rapaflo) 11 HD

tamsulosin hcl T1 HD

UROXATRAL (alfuzosin hcl er) 13 PAHD

BPH 5-ALPHA-REDUCTASE INHIB-ALPHAI-ADRENOCEP ANTAG

dutasteride/tamsulosin hcl (Jalyn) T1 HD

JALYN (dutasteride/tamsulosin hcl) T3 PAHD
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Urinary Tract Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
BPH AGENT-5-ALPHA-REDUCTASE INH AND PDE5 INH COMB

ENTADFI 13 PA QL(1 CAP/DAY)
CYSTINE-DEPLETING AGENTS, NEPHROPATHIC CYSTINOSIS

CYSTAGON 12 SP

PROCYSBI 13 PA SP HD
ENDOTHELIN RECEPTOR ANTAGONISTS

VANRAFIA 12 PA QL(1TAB/DAY) SP
KIDNEY STONE AGENTS

THIOLA (tiopronin) T3 PA SP

THIOLA EC (tiopronin) 13 PA SP

tiopronin (Thiola Ec) 11 Sp

tiopronin 100 mq tablet (Thiola) 11 SP

tiopronin dr 100 mg tablet (Thiola Ec) T1 SPHD

tiopronin dr 300 mg tablet (Thiola Ec) T1 SPHD
OVERACTIVE BLADDER AGENTS, BETA-3 ADRENERGIC RECEP

GEMTESA 13 STQL(1TAB/DAY) HD
mirabegron er 25 mg tablet (Myrbetriq) T QL(1TAB/DAY) HD
mirabegron er 50 mgq tablet (Myrbetrig) 1 HD

MYRBETRIQ ER 25 MG TABLET (mirabegron) 13 STQL(1TAB/DAY) HD
MYRBETRIQ ER 50 MG TABLET (mirabegron) 13 STHD

MYRBETRIQ ER 8 MG/ML SUSP 13 STHD

URINARY TRACT ANTI-SPASMODIC, M(3) SELECTIVE ANTAG.

darifenacin er 15 mq tablet 1 HD

darifenacin er 7.5 mq tablet (Enablex) T QL(1TAB/DAY) HD
solifenacin 10 mgq tablet (Vesicare) 11 HD

solifenacin 5 mg tablet (Vesicare) T QL(1TAB/DAY) HD
VESICARE 10 MG TABLET (solifenacin succinate) 13 STHD

VESICARE 5 MGTABLET (solifenacin succinate) 13 STQL(1TAB/DAY) HD
VESICARE LS 13 STHD

URINARY TRACT ANTI-SPASMODIC/ANTI-INCONTINENCE AGENT

DETROL (tolterodine tartrate) 13 STHD

DETROL LA 2 MG CAPSULE (tolterodine tartrate er) 13 STQL(1 CAP/DAY) HD
DETROL LA 4 MG CAPSULE (tolterodine tartrate er) 13 STHD

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

UNCLASSIFIED DRUG PRODUCTS (Urinary Tract Conditions) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
URINARY TRACT ANTI-SPASMODIC/ANTI-INCONTINENCE AGENT (cont,)

fesoterodine er 4 mq tablet (Toviaz) T QL(1TAB/DAY) HD
fesoterodine er 8 mg tablet (Toviaz) 11 HD

flavoxate hd 1 HD

OXYBUTYNIN 2.5 MG TABLET 13 PAHD

oxybutynin 5 mq tablet T1 HD

oxybutynin 5 mg/5 ml soln cup T1 HD

oxybutynin 5 mg/5 ml solution T1 HD

oxybutynin 5 mg/5 ml syrup T1 HD

oxybutynin chloride T1 HD

OXYTROL 13 STHD

tolterodine tart er 2 mq cap (Detrol La) T QL(1 CAP/DAY) HD
tolterodine tart er 4 mq cap (Detrol La) T1 HD

tolterodine tartrate (Detrol) 11 HD

TOVIAZ ER 4 MG TABLET (fesoterodine fumarate) 13 PA QL(1TAB/DAY) HD
TOVIAZ ER 8 MG TABLET (fesoterodine fumarate) 13 PAHD

trospium chloride 1 HD

UNCLASSIFIED DRUG PRODUCTS (Weight Management)

APPETITE STIM. FOR ANOREXIA, CACHEXIA, WASTING SYND.

megestrol 400 mg/10 ml cup T1
megestrol 625 mg/5 ml susp T1
megestrol acet 40 mg/mi susp 1
megestrol acet 400 mg/10 ml T1

VITAMINS (Nutritional/Dietary)

ANTIOXIDANT MULTIVITAMIN COMBINATIONS

MACUVEX 12
MACUZIN 12
FOLIC ACID PREPARATIONS

ENLYTE 12
folic acid T1
folic acid/b6/ca phos/ginger T1
GERIATRIC VITAMIN PREPARATIONS

REQ49+ 12

PPACA — No Cost-Share Preventive Medication
(SL — Oral cancer medication subject to cost-share limits

PA — Prior Authorization
QL — Quantity Limit
ST—Step Therapy

T1—Typically Generics
T2 —Typically Preferred Brands
T3 —Typically Non-Preferred Brands

AGE — Age Requirement
SP — Specialty Medication
HD — May require home delivery pharmacy
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List of Prescription Medications

VITAMINS (Nutritional/Dietary) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
MULTIVITAMIN PREPARATIONS
ANIMI-3 12
BACMIN 12
CONCEPT DHA (mvn-min75/iron/iron ps/om3/dha) 73
CONCEPT OB (mvn-min 74/iron fum/iron/fa) T2
CORVITE 12
DIALYVITE 800 WITH IRON 12
ENBRACE HR 12
folic/mvi ther-min/lycop/lut T1
FORTAVIT 12
multivit 47/iron/folate 1/dha T1
multivit no.18/iron no. 1/folic (Tandem Plus) 11
multivit no.51/iron/folic acid T
multivit-min69/iron/folic acid T1
multivit-mins no.7/folic acid T
mv-mins 71/iron/folic no.1/dha T1
mvn no.53/iron/folic/dss/dha T1
mvn-min 74/iron fum/iron/fa (Concept Ob) 11
mvn-min75/iron/iron ps/om3/dha (Concept Dha) T1
NEEVODHA 12
NESTABS ONE 12
NIVA-PLUS (multivit-min 60/iron fum/folic) T1
0B COMPLETE 13
om-3/dha/epa/b12/fa/b6/phytost T1
PRENATE AM 12
PRENATE CHEWABLE 12
PRENATE ESSENTIAL 12
PROTECT IRON 12
STROVITE FORTE (multivit iron,min 5/folic acid) T2
STROVITE ONE 12
TANDEM PLUS (multivit no.18/iron no.1/folic) 13
UDAMIN SP 12
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

VITAMINS (Nutritional/Dietary) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
PEDIATRIC VITAMIN PREPARATIONS
FLORIVA 0.25 MG CHEW TABLET 12 PPACA
FLORIVA 0.5 MG CHEWABLE TABLET 12 PPACA
FLORIVA 1 MG CHEWABLE TABLET 12 PPACA
ped mvit a,¢,d3 no.21/fluoride T PPACA
pedi multivit no.12 w-fluoride 12 PPACA
POLY-VI-FLOR 12 PPACA
QUFLORA FE 12
QUFLORA PED 0.25 MG CHEW TAB 12
QUFLORA PED 0.25 MG/ML DROP 12 PPACA
QUFLORA PED 0.5 MG CHEW TAB 12
QUFLORA PED 0.5 MG/ML DROP 12 PPACA
QUFLORA PED 1 MG CHEW TAB 12 PPACA
TRI-VI-FLOR 12 PPACA
VITAMIN B PREPARATIONS
b comp no3/folic/c/biotin/zinc 11 HD
b complex 11/folic/c/biot/zinc T1 HD
¢yanocobalamin/folic ac/vit b6 T1 HD
cyanocobalamin/folic ac/vit b6 (Niva-Fol) 11 HD
DIALYVITE 3000 12 HD
DIALYVITE 5000 12 HD
DIALYVITE SUPREMED 12 HD
folic acid/vit b complex and ¢ T1 HD
folic acid/vit b complex and ¢ 12 HD
folic acid/vit bcomp,c/cu/zinc T1 HD
METHAVER 12 HD
NEPHRON FA 13 HD
NIVA-FOL (cyanocobalamin/folic ac/vit b6) T HD
VITAL-D RX 12 HD
VITA-RESPA 12 HD
VITAMIN BI2 PREPARATIONS
cyanocobalamin (vitamin b-12) 11
cyanocobalamin (vitamin b-12) (Nascobal) 11
NASCOBAL (cyanocobalamin (vitamin b-12)) 13 PA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP — Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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List of Prescription Medications

VITAMINS (Nutritional/Dietary) (cont,)

Prescription Drug Name Drug Tier Coverage Requirements and Limits
VITAMIN D PREPARATIONS
calcitriol 0.25 meg capsule T1
calcitriol 0.5 meg capsule 1
calcitriol T meg/ml solution T1
ergocalciferol (vitamin d2) T HD
VITAMIN K PREPARATIONS
MEPHYTON (phytonadione) 13
phytonadione (vit k1) (Mephyton) T1
MULTIVITAMIN PREPARATIONS
CITRANATAL MEDLEY 13
PEDIATRIC VITAMIN PREPARATIONS
POLY-VI-FLOR 12 PPACA
POLY-VI-FLOR WITH [RON 12 PPACA
T1—Typically Generics PA — Prior Authorization AGE — Age Requirement PPACA — No Cost-Share Preventive Medication
T2 —Typically Preferred Brands QL — Quantity Limit SP— Specialty Medication (SL — Oral cancer medication subject to cost-share limits
T3 —Typically Non-Preferred Brands ST — Step Therapy HD — May require home delivery pharmacy
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Exclusions and limitations for coverage

Health benefit plans vary, but in general to be eligible for coverage a drug must be approved by the Food
and Drug Administration (FDA), prescribed by a health care professional, purchased from a licensed pharmacy
and be medically necessary. If your plan provides coverage for certain preventive prescription drugs with

no cost-share, you may be required to use an in-network pharmacy to fill the prescription. If you use

a pharmacy that does not participate in your plan’s network, the prescription may not be covered. Certain
drugs may require prior authorization, or be subject to step therapy, quantity limits or other utilization
management requirements.

Plans generally do not provide coverage for the following under the pharmacy benefit, except as required by
state or federal law, or by the terms of your specific plan:©

Over-the-counter (OTC) medicines (those that do
not require a prescription) except insulin unless
state or federal law requires coverage of

such medicines.

Prescription medications or supplies for which there
is a prescription or OTC therapeutic equivalent or
therapeutic alternative.

Doctor-administered injectable medications
covered under the Plan’s medical benefit, unless
otherwise covered under the Plan’s prescription
drug list or approved by Cigna Healthcare.

Implantable contraceptive devices covered under
the Plan’s medical benefit.

Medications that are not medically necessary.

Experimental or investigational medications,
including U.S. Food and Drug Administration (FDA)-
approved medications used for purposes other
than those approved by the FDA unless the
medication is recognized for the treatment of the
particular indication.

Medications that are not approved by the FDA.

Prescription and non-prescription devices, supplies,
and appliances other than those supplies
specifically listed as covered.

Medications used for fertility," sexual dysfunction,
cosmetic purposes, weight loss, smoking cessation,"
or athletic enhancement.

Prescription vitamins (other than prenatal vitamins)
or dietary supplements unless state or federal law
requires coverage of such products.

Immunization agents, biological products

for allergy immunization, biological sera, blood,
blood plasma and other blood products or
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fractions and medications used for travel
prophylaxis.

Replacement of prescription medications and
related supplies due to loss or theft.

Medications which are to be taken by or
administered to a covered person while they are a
patient in a licensed hospital, skilled nursing facility,
rest home or similar institution which operates on its
premises or allows to be operated on its premises a
facility for dispensing pharmaceuticals.

Prescriptions more than one year from the date of
issue.

Coverage for prescription medication products for
the amount dispensed (days’ supply) which is more
than the applicable supply limit, or is less than any
applicable supply minimum set forth in The
Schedule, or which is more than the quantity limit(s)
or dosage limit(s) set by the P&T Committee.

More than one prescription order or refill for

a given prescription supply period for the same
prescription medication product prescribed by
one or more doctors and dispensed by one or
more pharmacies.

Prescription medication products dispensed
outside the jurisdiction of the United States,
except as required for emergency or urgent
care treatment.

In addition to the plan’s standard pharmacy exclusions,
certain new FDA-approved medication products
(including, but not limited to, medications, medical
supplies or devices that are covered under standard
pharmacy benefit plans) may not be covered for the
first six months of market availability unless approved
by Cigna Healthcare as medically necessary.
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Symbols

TSTTIER UNIFINE ..o 169
TSTTIER UNILET e 163
TSTTIER UNILET COMFORTOUCH ...ooo e 180
2-IN=TLANCET DEVICE.....ooo s 163,180
A

abacavir.... ..15,76
ADACAVIT SUIALE ..o 76
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ABILIFY e 204, 205
ADIALEIONE ..o 61
abiraterone acetate 250 MQ tab (ZYHiGa) ..oooc..vvveveeveeseeeeeeeeesssee s 61
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ABRILADA(CF) 40 MG/0.8 ML SYRN....... 58
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ABRILADA(CF) PEN (2 PACK) oo 58
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ABSORICA e 210
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acamprosate 225
ACANYA e 210
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ACCU-CHEK GUIDE CONTROL SOLN. .o 157
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ACCU-CHEK SAFE-T-PRO.. .o 181
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ACCUTREND GLUCOSETEST STRIP ..o 118
ACD e 43
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ACELYICYSTOINE ..o 34
ACIPHEX 144
L PO ..209
ACTEMBA ..o 155
ACTHAR 147
ACTHIB e 86
ACTICLATE .o 40
ACTI-LANCE 163, 181
ACTIMMUNE s 70
ACTIQu oo 22
ACTIVE FE 135
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ACTONEL ..o 230
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ACTOS..........

ACULAR....
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acyclovir
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ADACEL ..o 86
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ADALIMUMAB-AACF(CF) PEN (2 PK)... .58
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ADALIMUMAB-FKJP(CF) 20 MG SYRG 58
ADALIMUMAB-FKIP(CF) 40 MG SYRG....occeeescseeeeseesees e 58
ADALIMUMAB-FKJP(CF) PEN

ADALIMUMAB-RYVK(CF)

ADALIMUMAB-RYVK(CF) AUTOINJECT ..o 58
AUAPAINE ..o 210,218
ADAPALENE 218
adapalene/benzoyl peroxide (Epiduo Forte) ........... ..210
ADBRY oo 230
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ADVOCATE LANCET ....cooceeeceesseesssesssesseessesssos s 181
ADVOCATE LANCETS ..o 181
ADVOCATE LANCING DEVICE ...oo e 157
ADVOCATE RAPID-SAFE LANCING DV ..ooc oo 157
ADVOCATE REDI-CODE ..ot 118
ADVOCATE REDI-CODEF ..o 118
ADVOCATE REDI-CODEA CTRL SOLN ..o 157
ADVOCATE SAFETY LANCET.....oo e 164,181
ADVOCATE SYRINGES ..o 172
ADVOCATETEST STRIP ..o 118
ADYNOVATE. ..ot 88
ADZENYS .o 81
AEMCOLO .o 40
AEROCHAMBER.......coeeeeeeeesseesseeseesseeessees oo 186
ABROTRACH .o 186
ABROVENT ..o 186
AFINITOR .o 63
AFINITOR DISPERZ (BVETONIMUS) +.vvvvvvveeecee e eeeeeeeeeeeeeeseemessessssssssssseseeeessesssesssssenees 63
AFLURIA 2025720261 85
AFLURIA 2025-2026 (BYR UP) ..o 85
AFLURIA QUAD 2022-23 (BYRUP) ..o 85
AFLURIA QUAD 2022-2023....oooeoeeeeeeesseesseesseesssesssssesssessssesssesssssessssessnes 85
AFLURIA QUAD 2023-24 (BYR UP) ...ooooeeeeeseesessessesseessesssesssesssosssessenens 85

AFLURIA QUAD 20232024 ..o 85
AFLURIATRIV 202425 (BYR UP) ..o 85
AFLURIATRIVALENT 2024-25 ..o 85
AFREZZA.. 54
AESTYLA oo 88
AGAMATRIX AMP ... 118
AGAMATRIX CONTROL ..o 157
AGAMATRIX CONTROL SOLUTION. .o 157
AGAMATRIX JAZZTEST STRIP ..o 118
AGAMATRIXPRESTO ..o 118
AGAMATRIX ULTRA-THIN LANCET .o 164,181
AGAMREE ... 150
AGRYLIN ..o 74
AIMOVIG... 215,19
AIRDUO DIGIHALER....... e 32
AJOVY...... ..15,19
AJOVY AUTOINJECTOR (3 PACK) oo 19
AKLIEF oo 214
AKTEN oo 129
AKYNZEQ .o 139
ALA-SCALP s 214
albendazole.......... 56
albuterol... .30, 31
AlDUTErol 25 MG/S M SOIUTION -vvveeverreserescrseresenseresen s 31
albuterol nfa 90 MCG INNAIET ... 31
ALBUTEROL HFA 90 MCG INHALER .....oc e 31
ALCAINE e 129
ACAOMELASONE ....ooeeeessssess s 214
ALCOH-GLOVE ..o 186
ALCOHOL . 57
AlCONOI ANTSEPLC PAAS ....ovcoeeeeeeeeeeeeeeeeeeeesseeessoee s 208,211
ALCOHOLPREP PADS ... 208,211
ALCOHOL SWAB ..o 208,211
ALCOHOL SWABS ..o 208,211
ALCOHOLWIPES .o 208,212
ALCOH-WIPE ..o 186
ALDACTONE. ... 126
ALECENSA .o 64
alendronate.......... 230
AFUZOSIN .o 231
ALHEMO oo 88
ALINTA e 72
QISKITEN ... 101
ALKALINE BATTERIES .o 157
ALKERAN ..o 61
ALKINDI ..o 150
AOPUIINOL. ..o s 27
allopurinol 100 Mg tablet (ZYIOPIIM) ...cvvvvecveeeseceessceeesseressssesssssssssnss s 26
allopurinol 200 MG TADIET .....oocvooceeeeeees s 26
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Allopurinol 300 MG TADIET ......ooovoeeeeeeeeeseesees e 26
almotriptan malate.......... ..15,19
ALOCRIL .ot 129
ALOGLIPTIN oo 49,51,52
ALOGLIPTIN-PIOGLITAZONE ..ooccceeeeeoeseeseeeseesseessseesssesssesssses e 49
AOSELION ..o
ALPHAGAN...........

ALPHANATE

APTAZONAM ¢..ooes e
ALREX.......

ALTABAX...

ALTACE oo
ALTAFLUOR BENOX (benoxinate hcl/fluorescein sod) ....

ALTERNATE SITE LANCETS

ALTERNATE SITE LANCING DEVICE ...
ALTOPREV.

ALTRENO...

ALTRIXA OB ..ottt
ALTUVIINO.

ALUNBRIG 30 MG TABLET ... 64
ALUNBRIG 90 MG=T80 MG TAB PACK ... 64
ALUNBRIG QO MGTABLET ... 64
ALUNBRIG T80 MG TABLET ...oos oo 64
ALVAIZ et 114
ALVESCO oot 33
ALYFTREK . 21
AMANTAAING ..o 72
AMBIEN ..o 207
AMBIEN (R 12.5 MG TABLET (z0lpidem tartrate)..........ccccccvevveeeresvemssscsesssssesssissensns 207
AMBIEN (Z0IIAEM TAITALE) ...voooeeeeeeeee oo 207
ambrisentan......... ..93,94
AMANONIAE 0.19% CTEAM .o s 214
AMCNONIAE 0.19% OINEMENT ....ooceooeeeeeeeeee oo 214
AMICAR .o 88
AMIOTIAR ..o 126
AMUNOCAPIOIC covvvvveeeeeee s 88
AMINOCAPTOIC ACH (AMICAM) w.vvveevoeeeeeeeeeseee s 88
amiodarone..........

AMITIZA ...

amitriptyline.........

AMJEVITA(CF) T0MG/0.2ML SYRING...... 58
AMIEVITA(CF) 20MG/O0.2ML SYRING...ooc oo 58
AMJEVITA(CF) 40MG/0.4ML AUTOIN ..... 58
AMJEVITA(CF) 40MG/0.4ML SYRING...... 58
AMIEVITA(CF) 40MG/O.BML AUTOIN .o 58
AMJEVITA(CF) 40MG/0.8ML SYRING...... 58
AMJEVITA(CF) 80MG/0.8ML AUTOIN ..... 59
AMIOAIDING ..o 90,91, 94, 96,97, 101, 102

AMOXAPING .o 198
AMOXICIN ..o s 39
amoxicillin/potassium clav (Augmentin Es-600)..........cc.ccccvvvevemsoivresssceeessssesssissessnne 39
amphetamine....... ..81,82
AMPICHIN e s 39
AMPYRA (dQIfampridine).......ooccooeceeeeeeseescesseesseessess oo 107
AMRIXER 15 MG CAPSULE (cyclobenzapring Nel) .....ccccevveccvcevcovrssnsrsrsresenii 188
AMRIX ER 30 MG CAPSULE (cyclobenzapring Nel) .....ceocceeecceesccrecesecscseesces 188
AMZEEQ s 42
ANA e 146
ANAFRANIL ..o 199
ANAGTENIAR ....oosee s 74
ANALPRAM HC 196 CREAM.....oooc oo 142,146
ANALPRAM HC 2.5%-1% CREAM (hydrocortisone/pramoxine) ..........c.c....cocccereee 142,146
ANALPRAM HC 2.5%-1% CRM SINGLE (hydrocortisone/pramoxine).................... 142,146
ANALPRAM HC 2.59%-19% LOTION ....oooc oo 217
ANAPROX DS..oseeeeesseeeseesseeeesses e 27
ANASTTOZOIB ...or e 62
ANCOBON ..o 46
ANDEMBRY AUTOINJECTOR......... 225
ANDROGEL ....ooceeeseeseeseessssssessesssses s 147
ANGELIQ s 150
ANIMI-3 ... 234
ANNOVERA. ..o 115
ANORO ELLIPTA 62.5-25 MCG INH......oooseeescescsceesensscessssessssssnssssnssonnes 31
ANTNTANN .o 2N
ANTICOAG oo 43
ANTIVERT ..o 139
ANUSOL. .o 214
ANUSOL-HC (hydrocOrtiSONe QCETATE) .......ooovvvvereveersvevesssiseesssssnsssssesssssessssssessns 146
ANZEMET ..o 139
APIDRA..... 54
APLENZIN ..o 194
APOKYN oo 72
APOMOTPAINE NCL oo 72
APO-VARENICLINE 0.5 MG TABLET .....ooo e 219
APO-VARENICLINE TMGTABLET ..o 219
APTACIONIAINE NCL oo 130
ADTEPITANT ... 139
APRETUDE ..ot 77
APRISO (MESAIAMINE) e sesssseee e eeseeessssseeemsseseseesssssseesesessessesssesseeee 141
APTENSIO XR (methylphenidate NCl).........oooocccveeoceerecvessececeseceescses s 200
APTIOM 200 MG TABLET (eslicarbazeping aCetate)............covvveereeccoeescccceersseeesss e 108
APTIOM 400 MG TABLET (eslicarbazeping Cetate)............ocuvvvveerevveescsveesssseessssvesns 108
APTIOM 600 MG TABLET (eslicarbazeping aCetate)...........ccuuvvvveerevverssoscersssiseesssissenns 108
APTIOM 800 MG TABLET (eslicarbazeping aCetate)............coovvveevecceeescscceesscoeersseeens 108
APTIVUS oot 75
AQINJECT oo 169
AQINSULIN SYR 0.5 ML30G BMM ....ooooeeeeeeeeeseesceess e 172
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AQINSULIN SYR TML3TGBMM ..o 172
AQ INSULIN SYRIN TML29G T2MM ..o 172
AQNEURSA .o 137
AQUA s 214
AQUA LANCE LANCING DEVICE .. .ooeeeeeeeeeseeeseeeseeseee e 157
ARAKODA. 57
ARANESP ..ot 114
ARAVA e 26
ARAZLO .o 214
ARBLE oo 98
ARCALYST. 230
AREXVY oo 87
AFOMOTEIO] TAMIATE ..o 31
ARICEPT oo 81
ARIDOL oo 123
ARIKAYCE.......oo s 36
ARIMIDEX ..o 62
AMPIPTAZONE oo 204,205
ARIXTRA 2.5 MG/0.5 ML SYRINGE (fondaparinux SOdium).......occceerevvescersvreseerserne 43
ARIXTRA 5 MG/0.4 ML SYRINGE (fondaparinux SOAIUM) .....cccccccoecvvesscreeesveeseeesne 43
ARIXTRA 7.5 MG/0.6 ML SYRINGE (fondaparinux SOdium)...cc..cecvervveeseeeeooeseeeeen 44
ARIXTRA 10 MG/0.8 ML SYRINGE (fondaparinux SOiUm).....c.cceveeervvvescerssvresersseoene 43
AMMOTANMN oo 206
ARMONAIR DIGIHALER....oocoeeseeeeesseeseess e 33
ARMOUR... L
ARNUITY ELLIPTA oo 33
AROMASIN ..o 62
ARTHROTEC .o 27
ARTISS e 214
ASACOL oo 141
ASENMAPINE. ..evvvvvvversssssssse s 203, 204
ASMANEXHFA ..o 33
ASMANEX TWISTHALER TTOMCG #30 ..o 33
ASMANEX TWISTHALER 220 MCG #14....eeeeseeseesesoesseesossessenos 33
ASMANEX TWISTHALER 220 MCG #30 ..o 33
ASMANEX TWISTHALER 220 MCG #60.....oocoeeeeeeeeeseeeseessseeseesssessssessenn 33
ASMANEX TWISTHALR 220 MCG #1200 33
ASPIFN/AIDYAAAMOE .. 74
ASPIRIN-OMEPRAZOLE......cccco oo 74
ASSURE .o 164, 169
ASSURE 4 CONTROL SOLUTION w...ooeeeeeeeeeeeeeseesseeeseesseesseessseesssessseessnees 157
ASSURE ATEST STRIPS ..o 119
ASSURE CONTROL SOLUTION .o 157
ASSURE DOSE ..o 157
ASSURE HAEMOLANCE PLUS .o 181
ASSUREID INSULIN SAFETY ..o 172
ASSURE LANCE ... 181
ASSURE LANCE PLUS .o 181

ASSURE PLATINUM ....csrrerscrnsenssscrnssmessssesssssessssssssmesssssssssessssssssssessseneses 119

ASSURE PLATINUMTEST STRIP ... 119
ASSURE PRISM e 158
ASSURE PRISM MULTI .o ssesessess s 119
ASSURETITANIUMTEST STRIP..... oo 119
ASTAGRAF e 156
ASTRINGYN ¢t 89
ATACAND... 96, 98
QLAZANAVIT ..o 77
AAZANAVIE SUIAL ... 77
ATEIVIA oo 230
atenolol .... 99, 100
ATHOME ATC s 158
ATIVAN .o 193
AEOMOXETING ...ooo s 202
ATORVALIQ e 102
AEOTVASTATIN ovrevevrerersssers s 102,103
atovaquone........... 57
atovaquone/proguanil..... 57
ATRALIN oo 218
atropine.... 131,139, 141
ATOPINE 196 €Y ATOD ...vvorveveeseeeseeesissrssssss s 131
ATROPINE 196 EYEDROPS .....cooseseceescsssessscesssnssssssssssssssssssssssssssees 131
ATOPINE 190 €Y OMIMENT ...correeeerreersserrsserssserrssersssssesserrssseesserssseessseresneees 131
ATROVENT HFA ..o 30
ATTRUBY .. 228
AUBAGIO ..o 106
AUGMENTIN e 39
AUGMENTIN ES-600 (amoxicillin/potassium clav) .........cccoooeeeseeesvrescenssrssersenene 39
AUGTYRO 40 MG CAPSULE w...oooeecseesenssesene s 64
AUGTYRO 160 MG CAPSULE w..cocrrnserescnsseresesssesesenesesssesesessssenene 64
AURYXIA oo 134
AUSTEDD. ..o 106
AUSTEDO XR 30 MGTABLET ...oocevcrerescecsensscenssenssisnssessssesssesesssssssessssnenes 106
AUSTEDO XR 36 MG TABLET ...ooc oo 106
AUSTEDO XR 42 MG TABLET ...ooc e 106
AUTOJECT 2 s e 158
AUTO-LANCET MINE. ..o 158
AUTOLET IMPRESSION. .....cooseeeecseneseeesesssiess e 158
AUTOLET LANCING DEVICE ..o 158
AUTOLET LITE oo 158
AUTOLET PLUS .o 158
AUTOPEN s s 158
AUTOSHIELD DUO PEN NEEDLE .....oocceooeceecesenscessersesssnsssssssessssssnsees 169
AUVELITY oo 194
AUVIEQ s s 80
AVALIDE ..o 9%
avanafil.... 223
AVAPRO ..ot s 98
AVAR o 43
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AVAR-E GREEN ..o 43
AVERL oo 115
AVITENE e 89
AVMAPKI-FAKZYNJA ..o 63
AVODART.. 231
AVONEX (4 PACK) e 106
AVONEX PEN (4 PACK) oo 106
AVSOLA ... 59
AYVAKIT e 64
AZASAN (QZARIOPIING) w..vvrveeoeeeeeeseceesssesssssss s 156
AZASITE s 35
QZANIOPTING c.oos s 156
azathioprine 50 Mq tablet (IMUFAN) c..ocevvvrersnvrerersrsersersnsessensrsessssnesessnnn 156
azathioprine 75 Mg tablet (AZASAN) .......voovecvveeeceeeeeeeeessseessssees s 156
azathioprine 100 Mg tabIEt (AZASAN) .....vvvvevvereseeeeseoceesseseessssssseses s 156
QZRIAIC...ooooeeeeeeseeee e 213
azelastine. 49,127
AZELEX s 210
AZESCO.ceeeeseessessesses oo 192
AZILECT e 72
azithromyin......... ..38,39
AZIhIOMYCIN (ZIATOMAX)...erverrrenerseressenensessrsessen s 38
azithromycin (ZIRTOMAX TH-PaK).....oooccoveeeeeeeeseoeese e 38
AZOPT s 130
AZOR....ooeeeeees e 97
AZSTARYS .o 200
AZULFIDINE ..o 141
B

DACHTACIN. ..o s 35
bacitracin/polymyXin B SUIALE........cc...vooereccssce s 35
DACIOTEN .o 188,189
Daclofen 5 MG/5 MESOIUTION......ooceerrceeereeseeeseeeeeer s 188
baclofen 10 MG/5 MISOIUTON ..o 188
BACMIN ..o 234
BACTRIM ..o 36
BACTRIM DS .o 36
BACTRIM (sulfamethoxazole-trimethoprim) ............coooveoooceoscenscessensenssssnsensnee 36
BAFIERTAM. ..o 106
BAL-CARE DHA ESSENTIAL oo 189
BALCOLTRA ..o 115
DAISAIAZIAL ..ooc e 142
BALVERSA .o 64
BANZEL ..o 109
BANZEL 200 MG TABLET (rUfINAMIAE) ... 109
BANZEL 400 MG TABLET (FUMINAMIAE) ... 109
BAQSIME .o 133
BARACLUDE. ...ttt 80
BASAGLAR 54
BASAGLARTEMPO PEN U-100.... 54

BAXDELA ..o 40
BEGVACCINE .o 86
b complex 11/folic/c/biot/zinc.. 235
b comP NO3/fOlIC/C/DIOtIN/ZING w.oooeeeeeeeeees e 235
B s 164
BD INS SYR 0.3 MLBMMX3TG(1/2) oo 173
BD INS SYRNG 0.3 ML 29GXT2.7MM ..o 173
BD INS SYRNG 0.5 ML 29GXT2.7MM ..o 173
BD INS SYRNG UF 0.3 MLBMMX3 TG 173
BD INS SYRNG UF 0.5 MLBMMX3 TG 173
BD INS SYRN UF 1ML T2 7MMX30G oo 173
BD INS SYRN UF TML30G T2.7MM e 173
BD INS SYRUF 0.3ML T2 7MMX30G .o 173
BD INS SYR UF 0.5ML 12 7MMX30G ..o 173
BD INSULIN SYR 0.5 ML 28GXT/2" .o 173
BD INSULIN SYR TML 27GX5/8" . 173
BD INSULIN'SYR TML 27GX127MM .o 173
BD INSULIN'SYR TML 28GX1/2" s 173
BD INSULIN SYR TML29GXT12.7MM .o 173
BD INSULIN SYRUF T MLBMMX3TG ..o 173
BD MICROTAINER LANCETS. ..o 181
BELBUCA .o 22
BELSOMRA ..o 207
DENAZEDN .oovsessses s 94,95,97
benazepril/hydrochIOrOthIGZIAR .......c.coovreevrcrrcrsrsrcsersescrnseesen s 95
BENICAR... ..96,98
BENLYSTA. 230
BENZAMYUCIN ..o 42
benzepro 69 fOAMING COTNS ......ococereeeereercsc e 213
BENZEPRO 7% CREAMY WASH (benzoy! peroxide microSpheres)...........ccceeeroevererne 213
BENZNIDAZOLE .... 57
DENZONAMA ... 117
Denzonatate 100 MQ CAPSUIE c....vvvervveeeevceeeseessssenesssssessssss s 117
DENZOY...ocoese s 42,210,213
DENZOYI PETOXIAL. ..o 213
DENZPNETAMINE.....oooeeeeessess s s 71
DENZETOPING. ..o 72
bepotasting besilate (BEPIEVE) .........cccvvcvcecveesecceeesscsveessseee s 49
BEPREVE (Depotasting DESHATE) .......occcvovrvcveosscversscvsessiseessssss s 49
BERINERT.. w225
BESIVANCE ..o 35
BESREMI . 70
BETADINE ..o 128
betaine..... 229
DBt AMETNASONE ..o seesssssses s ssssssseseeeeeen 47,214,218
betamethasone/propyIeNe IYC.......o e 214
DEtAMETNASONE VALETALE........ooooe oo 214
BETAPACE . 9
BETASERON ..o 106
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betaxolol .. 199,130
DENANECNON ..o 83
BETHKIS e 36
BETIMOL .o 130
BETIMOL (EMOIO1) .o 130
BETOPTIC e 130
BEVESPIAEROSPHERE ..o 31
DEXATOTENE ..vrs oo 60
bexarotene 196 gel (TArGretiny ..........occcccovrocveosssceerssssesssiseessssss s 70
bexarotene 75 mg capsule (TArGretiny .......vceeveeeversvserserserersenssesersnssessessnnsens 60
BEXSERO...o e 85
BEYAZ o 115
BEYFORTUS ..o 78
DIQAIUEAMIT ..o s 61
DICAIUTAMIAR (CASOUEK) ..vvvroveeeeeeeeeeeeeeeeeeeeeeeceeeeeseesseseesese e esssssssesessesseeesessesesessseeeeees 61
BIDIL (isosorbide dinit/RYdralazing) ........ccevoveoirsorssrrsrssnsersssserssesseesessinss 1071
BUUVA s 148
BIKTARVY oo 78
BILTRICIDE 56
DIMATODIOST... oo 130
BIMZELX s 209
BIMZELX AUTOINJECTOR ..o 209
BINOSTO ... 230
DiSaC/NAC/NANCOSIKC/PRY v 143
bismuth/metronid/tetracycling (PYIIa) ....c.ccveoovrsoesorrsrrsnserscnsrssesseesessinss 140
BISOPROLOL ..o 99
bisOprolol fUMATALE 5 MG tAD.......ooeooveeeeseeeeeeese s 99
bisoprolol UMArate 10 MG aD ... 9
bisoprolol/hydrochlOrOTNIAZIAR .......cc..eeereeecceee e 100
BLOOD GLUCOSE CONTROL ..o 158
BLOOD-GLUCOSE CONTROL ..ovvrvrvvrvcrssersinsssenssesssessesssesssesssessessaissseesessenss 158
BLOOD GLUCOSETEST STRIP ..o 119
BLOOD LANCETS ..o 164,181
BLULINK BG SYSTEMREFILL ..o 181
BLULINK GLUCOSETEST STRIP ..o 119
BLUNTNEEDLE ..o 169
BONIVA..... 229
BONJESTA .o 139
BOOSTRIX e 86
bosentan.. ..93,94
BOSULIF 50 MG CAPSULE ..eeeeeeeeesesseeeseessesseesssessesessseesseeseess s 65
BOSULIF 100 MG CAPSULE. ..o 64
BOSULIF 100 MG TABLET ..o 64
BOSULIFA00 MG TABLET ... 65
BOSULIF 500 MG TABLET ... 65
BRAFTOVI .o 62
BREATHERITE ..o 186, 187
BREATHRITE ... 187

BREEZE D .o 158
BRENZAVVY......... 53
BREQ ELLIPTA 50-25 MCG INHALER....cccoeeeeee e 32
BREQ ELLIPTA 100-25 MCG INHALR ..o 32
BREQ ELLIPTA 200-25 MCG INHALR ..cccceeeeeeeeeeeseesseeeseesssee e 32
BREXAFEMME ... 47
BREZTRI AEROSPHERE INHALER ..o 33
BRILINTA (HHGAGIEION) w..ovoeeeeoeeesseesseessssess s 74
DIMONIAING . 130
brimonidine tartrate/timolol (COMDIGAN) ......ocveovrsvrrerrrrrscrsenrseserensins 130
DINZOIAMIAE ......oo oo 130
BRIVIACT .ot 109
BROMEED .....oc oo 117
DIOMIENAC ..o e 128
DIOMIENAC SOAIUM (PTOIBNSA) .vvvvvvereeeeeeeeeeeeeeeese e ceceeeeeneesseeeeeeeeesseseses s eeeesssessneees 128
DIOMOCTIPING MESYIATE ... 72
DIOMPRENITAMINE......ooo e 117
BROMSITE ..o e 128
BRONCHITOL ....... 221
BROOKS INSULIN 0.3ML SYRN ..o 173
BROVANA ..o s 31
BRUKINSA 80 MG CAPSULE ... resseessereseeesseeses s 65
BRUKINSA 160 MG TABLET ..ooc e 65
BRYHALL ..o 215
BUCAPSOL ..o 193
budesonide.......... 32,150
budesonide 0.5 mg/2 M SUSP (PUIMICOTT) ...ovvvrvveerreeeesesscsne s 33
budesonide 0.25 Mg/2 Ml SUSP (PUIMICOT) ..oo.vovvvveeevecseeseeessss s 33
budesonide Tmg/2 mIinh SUSP (PUIMICOTE) ..vvvevveeeeeceeeeeeesseee e 33
budesonide 2 mq rectal f0am (UCETS) .....occovvcverseeeoescoessseessesseesssee oo 146
BULLSEYE ..ot 164
BULLSEYE MINISAFETY LANCETS ..o 181
DUMELANIAE ... s 125
BUPAP (butalbital /acetaminOphen) ........c..coooeveescersevoscessessensssessssssssss s 19
BUPHENYL (50dium phenyiDULYTaTe) ........ccccoceeeroeersceesceseeesenssesescesseessensne 138
buprenorphine..... 22,231
buprenorphine hel/NAIOXONE NCl...ooocoeoeeeeeeee e 231
bupropion 194, 195,219
BUPROPION. ... 194
bupropion Nl St 150 MG LADIEL. ..o 219
DUSPITONE w.over oo s 193
butal-ace-caf 50-325-40MG/T5M oo 19
butalb-acetamin-caff 50-300-40........... 15,19
butalb-acetamin-caff 50-325-40.......... 15,19
butalb-acetamin-Caff 50-325-40 (ESGIC) .o.vvvvvvvrvoeroveseess e 19
butalb/acetaminophen/Gaffein............oooooeeocecceeesceeeeeeeseeee e 15
butalb/acetaminophen/caffeine (ESQIC)....ooovvvvvvverssoeeesseeesesece e 19
butalb-aspirin-caffe 50-325-40 ........ccevvvooooeroeeseesseeseses s 15
butalbit/acetamin/aff/COdRINe ... 24
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butalbital/acetaminophen......... 215,19
butalbital-acetaminOPRN 25-325...ooovoveeceeeeeeeesssseeessseee e 19
butalbital-acetaminophn 50-300......cc.cccvvevvorroveersseresssseessesses s 19
butalbital-acetaminophn 50-300 (BUPAP) w....vvveeveeerceeereceeeseee e 19
butalbital-acetaminOpiN 50-325...oooovveecceeeeseeessseeessseee e 19
butalbital-asa-caffeine cap (FIOMNAI) ......oooceveoeeseeeeeeee s 15
butalbital-aspirin-Caffeine P ..o 19
butalbital-aspirin-Caffeine th..........covvvvoecorececeeess e 19
DULOTPNANOI CAITIATE ....ooeeeeeesescses s 22
BUTRANS ..o 22
BUTTERFLY .o 164
BUTTERFLY TOUCH LANCET ..o 181
BYDUREON.......... 50
BYETTA.... 50
BYLVAY ..o 143
BYSTOLIC 2.5 MG TABLET (NEDVOIOINCI) .o 9
BYSTOLIC 5 MG TABLET (€BIVOION ) ..o 99
BYSTOLIC 10 MG TABLET (NDIVOION L)oo 9
BYSTOLIC 20 MG TABLET (N€DIVOION NC) ..o 9
C

CABENUVA ..o 75
QADBIGOIINE ..o 152
CABLIVE .o 87
CABOMETYX oo 65
CABTREQ ..o 210
CADUET .o 102
CAFERGOT .o 15
QAMFRINE. .o 106, 189
CAINS SYRO3ML30GXS/T6" ..o 173
CAINS SYRO3MLITOXS/TE" .o 173
CAINS SYRO.5ML30GKS/T6" ..o 173
CAINS SYROSML3TEXS/TE" oo 173
CAINSULIN SYR 0.3 ML 29GXT/2" oo 173
CAINSULIN SYR 0.5 ML 29GX1/2" oo 173
CAINSULIN SYR TML29GXT/2" oo 173
CAINSULIN SYR TML30GXS/T6" s 173
CAINSULIN SYR TML3TGXS/16" .o 173
CALAN e 90
CAICPOTTIENE .o 211,218
CALCIPOTRIENE ..o 211
AICIPOLTENE 0.00590 CTEAM ...oocceoeeeereeeeeeseereeeneessees s 2N
QAIGEONIN. .o 154
calcitonin,salmon, synthetic (MIacalein) ....o.c.cooceeeeceesceesceeceeessssrssesses 154
CALTIETION e se e sesessseseeesee s seeseeeeeeeees 211,236
QAICIUM. e 102,103, 134,223,225
QAlcium/mag/d3/b12/fa/D6/DOTON.......c..covceoeeeeseeeeescessesseresesssesssees 134
CALQUENCE. ... 65
CAMBIA (diclofenac POtaSSIUM) w..ooo.ceeeveeeeceeseeesceesseesseessseessseessesssessssesseenes 19
CAMZYOS ... 92

CANASA oo 141
candesartan.......... 96, 98
CAPCOF ... 117
CAPRCIADINE ..o 62
capecitabine 150 mq tablet (Xel0da) ........ooccccvvovceveersveeeeeeeesseesseessses s 61
capecitabine 500 M@ tablet (XEl0da) ........ooocvvvoreeverrseecssesiseesssessessseenn 61
CAPEX s 215
CAPLYTA e 203
CAPRELSA 100 MG TABLET ..o 65
CAPRELSA 300 MGTABLET .....oooeceecenscressensesssssnssssssssssssss s 65
captopril .. 95,97
QAPLOPIIFNCLZ 1o 95
CAPVAKIVE ..o 85
CARAC e 70
CARAFATE ... 140
CARBAGLU 225
ATDAMAZEDINE ..o 109
CARBAMAZEPINE ... 109
carbamazeping 100 MQ/S MICUD..oo.vvoovvveceoseeesceesseesssrsseesssnessssssessssssssees 109
carbamazepine 100 mq/5 Ml SUSP (TEGIETOI) ....c..oorverreeercrecreneeeesceeeesrces 109
carbamazeping 100 MQ D CREW .....ccccooveevvresceeesceessseeesssnsssss s 109
carbamazeping 200 MG/ T0 MICUP w.vvoeveeevrsvrrerrcrrrssersessersrssessessessessesnen 109
carbamazepine 200 M@ tablet (Tegretol) ........vovvvvereseeesseseeessseesseeess s 109
CARBATROL (CQrbamQZePINe) ........oovevvevescvvrsssvsessssesnssssssnsssissnssssssssssssessssssessns 109
QAIDIAOPA ..o 72,73,74
ADIAOPA/IEVOIOPA ..o 72
€arbidopa/levodopa/eNtaAPONE ......cc.c.vvvveverovvesicrsseresensseresesesesss s 72
carbidopa/levodopa/entacapone (Stalevo 100) ..........ccccceooceereccceessceesseeeseeeeeee 73
arbidopa-1evo er 25-100 D ....ccc..ooocoveeeseeeesceeess e 73
arbidopa-1evo er 50-200 1D ....cccccovvevvvvrseeeeescees s 73
CAMDINOXAMINE ..o 48
CDINOXAMING MAICALE.....cc.ooocoseeeees s 48
arbinoxamine Maleate 6 MG TaD ......ccovovvecveresceeesseeesseessss s 48
CARBINOXAMINE MALEATE ER......occceoeeeoes e 48
CARDIZEM 90,91
CARDURA ..ot 95
CAREFINE. ..o 169
CAREONE.. 158, 164, 181
CAREONE SYR 0.3 ML B0GKT/2" oo 173
CAREONE SYR 0.5 ML 30GXT/2" oo 173
CAREONE SYR TML30GXT/2" oo 173
CAREPOINT ... 169
CARESENS ..o 158, 164
CARESENS LANCET ... 181
CARESENS N 119
CARESENS S CONTROL SOLUTION .o 158
CARESENS STEST STRIP ..o 119
CARETOUCH ..o 169
CARETOUCH ALCOHOL PREP PAD ..o 208,212
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CARETOUCH CONTROL SOLUTION .o 158 CHEMET.... i
CARETOUCH HYPODERMICNEEDLE .....ooc e 169 CHEMSTRIP oo 125
CARETOUCH INSULIN SYRINGE......ooc oo 173 CHEMSTRIP 2 GP .o 125
CARETOUCH LANCING DEVICE ..o 158 CHEMSTRIP 7 oo 125
CARETOUCH SAFETY LANCETS oo 164,181 CHEMSTRIP G .o 125
CARETOUCHTEST STRIP ..o 119 CHEMSTRIP TOWITH SG oo e 125
CARETOUCH TWIST LANCET «..oos e 164,181 CHEMSTRIP 50B.....ccooeeeeesceesesssscsssssssssssssssssssssss s 125
carglumic. 225 CHEMSTRIP BG DIARY ..coooeeeeeeess s 158
AMISOPIOAON ..o 24,188,189 CHENODAL oo seeesssesessees e ssssssseseseesseeesessssssssssessssessesssenneeee 141
AMISOPIOAON/ASPIMIN.......oooeeeeee e 24 chlordiazepoxide.. .. 138,193,198
€AMSOPrOAO!/aSPIMN/CORINE ..o 24 chlordiazepoxide/ClidiNIUM.......cccccvvecroeeesensseesceeeesee s 138
CARNITOR (levocarnitine) 229 chlorhexidine........ 223
CARNITOR (levocarnitine (with sugar)) .. w229 chloroquine phosphate.... 57
CARNITOR SF (levocamitine)........ 229 CNLOTPIOMAZING......oos oo 206
CAROSPIR oo eeseeeeeeeeeessesseeesssesse s sssssssesesenesesessesssssssssesessessssssenneeee 126 CRIOMNAITAONE oo seeee s sssssesseseeeeesesssessesssseeeeee 100, 127
QAMROIO] .o 130 CRIOMZOXAZONE ...ooeeeees s 189
QATVRAIION. ... s 95 chlorzoxazone 250 MG TADIET.........cccocvvveercceeessceeess s 188
CASODEX oo eeeeeeeeeeesssseeesessssssessee e ssssssssessseseeseeessssessesessssessssssesseseeeees 61 chlorzoxazone 375 mq tabIet (LOTZON) ......ccccvvvvevveerscevesseceesssenssees s 188
CATAPRES ... oo 99 chlorzoxazone 500 MG TADIET......cc.cocvverrerieesersrrrsensessssen e 188
CAVERJECT ........... 223 chlorzoxazone 750 MQ tablet (LOTZON) .....cc..ovvovceveeeeeeeeesseesssseee s 188
CAYA oo 117 CHOLBAM.. oo 141
CAYSTON oo 37 CNOIBSTYRAMING ..o 103,104
CETACIOT s 38 ChOleSTYraMINe/aSPATTAME .ovvvvvveveverrrerssrrsserssersserssssnssssssesssessssssssssssssssesssesssesene 103
COTAATONI .o ecessesesesese e ee s eeeeessssssseeee e eeesees s 37 cholestyramine (With sugar) (QUESITAN) ...o.cccevveeeeeeresvceessisersssenssesesssses s 103
CETTINIT s 38 choline Salicyl/mMag SAlICYIAL ..o 15
CETIXIME ..o 38 CHORIONIC GONADOTROPIN ...oocoeceeeeeeseeeseesseeesseesssessseesssesssees oo 154
CEPOTOXIME .o 38 CHOSEN LANCET .....ooeeeeeeececooneseeeessssessesseees e esssssssessesseseeessesssssssssseeseee 164, 181
0104 38 CHOSEN LANCING DEVICE oo 158
CEFITTAXONE ..o 38 CHOSEN SAFETY LANCET .ooooeeeeseeseessseeseeess e s 164,181
CEFUTOXIME ..o 38 CALS..... 223
CELEBREX .o 29 CIALIS 10 MGTABLET (tadalafil) . 23
CRIOCOXID oo 29 UBINQO.....oooocoeeeeeeeeeeeeeessseeesssseessses s 212
CELEXA s 195 COTAN s 47
CELLCEPT oo 156 CCLODAN ...ooseoeeeeeeseeesees s 47
CELONTIN (MENSUXIMIAE) v rreveeeeeeeeeeeeesseeeesessseeeeseeeeeessesesessssesseeemssesesssssssssseeseseesessesssesneeee 109 ciclopirox... L4748
CENTANY o 42 ciclopirox/urea/campPR/MEN/EUC......oovceerseceeeeseeessseeesssssessssse s 47
CEPNAIBKIN ....ooseees e 37 CHOSTAZON oo e 74
CEQUA e LR 2 €110 OO 35
CEQUR SIMPLICITY .o 158 UMDUO oo s 75
CEQUR SIMPLICITY INSERTER ... LS 11 [0 0T3O 142
(ERDELGA 226 (IMZIA (2 PACK) .. 59
CERVIDIL oo 152 (IMZIA 2X200 MG/ML(X3)STARTKT..... 59
L] OO 49 (IMZIA 200 MG/ML SYRINGEKIT ......... 59
CETRAKAL oo sssssssesseemeeee e seeseseeeeseesssesssesenees 34 cinacalcet hel (Sensipar).. 225
LTI T L (U0 110 <) O 152 CINRYZE.... 225
CETROTIDE (CEtrOreliX ACETATE) .....ovvvooeeeseeeeeeeeeeseeeesssees e 152 CIPRO oo 40
COVIMBIINE oo eeeeeeeeeeeeesee e sssssesesseemeene e s eeeeeessesesesssenenees 83 dprofloxacin......... ..34,40
CHANTIX e seeeesssssssesssesesesesessssessssssseesesssssssssssseeseessssssssssss e 219 APIOMOXACII NC ..o 34,35, 40
CHEKSTIX e 125 ciprofloxacin NCl/AEXAMETN........oocceeeeeeeeeseeseeeeseeee e 35
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CIPROFLOXACIN HCL-FLUOCINOLONE ..o 35
CAprofloxacin/nYArOCOTTISONE. ...c..ooeceeeeereeeseeeseeseesen e 35
CIPROHC e 35
CHERIOPIAM oo 195
CITALOPRAM HBR 30 MG CAPSULE ... 195
CITRANATAL 90 DHA ... 189
CITRANATAL ASSURE ... 189
CITRANATAL B-CALM ..o 192
CITRANATAL BLOOM ..o 135
CITRANATAL DHA .o 189
CITRANATAL HARMONY ..o 190
CITRANATAL MEDLEY ...... 236
CITRANATAL R 190
CITRATE oo 43
CITRATE PHOSPHATE DEXTROSE ..o 43
CITAC ACHA/SOUIUM CHTATE ... 137
CIAAMDINE e 107
CLARINEX. 48,49
CIAMTATOMYCIN v 38
CIBMASTINE. ..o 49
1emastine 0.5 MG/5 MESYIUD covvvvreeererrcrrseresienserssenesesesese s 48
clemasting fum 2.68 MG TaDIET........occvvrevrerrercrsnserseesesessnssessessnessessessnesensnn 48
CLENPIQ o 143
CLEOUIN e 38,41,42
CLEOCIN PEDIATRIC (clindamycin palmitate RCl) .....ceoveeevscvssrrscrsrsrnsessersnsins 38
CLEVER - 187
CLEVER CHEK LANCETS ..o 164,181
CLEVER CHOICE CONTROL SOLUTION ..oo oo 158
CLEVER CHOICE MICROTEST STRIP ..o 119
CLEVER CHOICE PRO .o 119
CLEVER CHOICE TALK oo 119
CLEVER CHOICE TEST STRIPS ..o 119
CLEVER CHOICE VOICEATSTSTRIP .o 119
CLICKFINE ..o 169
CUMARA e 149
CLIMARA (BSTTATION w..oeeeeeeeeeeeeececeeomeesesseesessseeeee e eesessseesesseeseesesssssssssssssesessesssssseseeees 149
CLINDAGEL (clindamycin phoSPRALE) ........occceevvveescersceesensscessenesssssssssesoene 42
clindamyc-bnz perox 1.2-3.75% (ONEXTON) ....vvovvvvevrecceeeesoeessssees s 210
cindamydin.......... .38,41,42,210
clindamycin-benzoyl PEroX 1-590 ....cccceovrsvrserrorrsrnsensrsrsssssessessessessessnee 210
indamycin-Hz PErox 1-590 PMP.....ccocveereeerseersiersseesscrsseessenesesssenssiessseees 210
lindamycin PhOS/DENZOYI PEIOX ..vvovvvrrvvrrverrseresicrsserssienssesssese s 210
clindamycin phos/benzoyl PeroX (ACANYA).......c.ceeevrsveserserssirssvssensessessserssiessnen 210
clindamycin phosphate (CINAAGEN) ........vooeeveeeeseeeeseeeeseessee s 42
lindamycin/tretinoin (VEItn).....oo.ccoooceeesecersssceesssceesssssesssssnsssssss s 210
clindamycin/tretinoin (ZIAN2) ......ooeeceevecvesvrserserssessensessesssnssessessessessiessnee 210
O 4

CLINPRO oo 132
CLINPRO 5000.....oeceeeeeeeeeesseesseessseessseessees e 134
CAODBZAM....ooee s s 108
CIODBLASON . 215
CLOBETASOL ..o eeeeeeeeceeseeesseesseesssssesssessssees e 215
C10DELASOl 0.05%6 CrOAM...cc.coooveeeeeeesssrssssss s 215
CLOBETASOL 0.059% EYEDROP .....oooceoereceoscesscessceessnssesssnssssssssssssssssnoees 128
C10DELASON 0.0590 Gl 215
clobetasol 0.05% OINTMENT (TEMOVATE) .........eeeeeeeereeeeeeeeeeeeeeeeeeeeeeeeseeseeesssssssseseeeseessessseseeeee 215
clobetasol 0.05% ShampOO (CIODEX)........oooccoeecceeeeeceeeeeeee e 215
l0betasol 0.05% SOIULION.........occvoeeeveesscseessseessssessssses s s 215
clobetasol 0.05% TOPICAI TOTN c.oovvvveeceeeceeesceesseessssssssne s 215
clobetasol prop 0.05% fOAM (OIUX)....c...oooveeeeeeeeeeeeceeeeeeeee e 215
clobetasol prop 0.059% SPray (CIODEX) .......ooeverceerreeeseeescrsesseneseesseesseessenes 215
C10Detasol PropioNLE/EMOI........oocvcreerescecserescrseresenserssene s 215
CLOBEX oo 215
clocortolone pivalate (C1OAEM)........oooveeseeeeescoeeesseesssseeesssees s s 215
CLODAN 0.0590 KIT ..o 215
lodan 0.05% ShAMPOO (CIODEX) «...vvvcvveeeeeeeeeeeeee e 215
CLODERM oo 215
CLODERM (clOCOTTOI0NE PIVAIATE) w..ovvsvveevvveeeceessvessssessssss s 215
CJOMIPRENE ....oooeeeeeee e 154
CJOMIPIAMIN. ..o 199
CJONZEPAM..c..os e 108
clonidine .. 299,200
CAOMIAINE N 99
clonidine hcl er 0.1 mg tablet (KAPVAY).....oooovvvereevvrrssvcvorssseessessrsseses s 200
CLONIDINE HCLER 0.7 MGTAB ..coos e 9
CAOPIAOGIEL ...orsees s s 74
CJOTAZEPALE ..o s 193
dotrimazole ........ ..46,47
CJOZADIN .o 203
CLOZARIL s 203
COAGUCHEK ..o 164,181
COARTEM. 57
COBENFY .o 205
COBENFY STARTER PACK. ..o 205
COURINE. ..o 117
codeine/butalbital/asa/Caffein .....occooceoeeeseeseeeeeeeeseee e 24
codeine PhOSPNAtE/GUAITENESIN......cc.cooovveceeseeeeeseseses s 118
COARING SUITATE ....voe e s 22
CODITUSSIN AC oo 118
CODITUSSIN DAC oo 118
COLAZAL oo ses s 142
colchicine. ..26,30
COLERYS oo 26
COIBSBVIAM ..o 104
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COLESTID oo 104
COLESTID (COlEStPOINC) oo 104
COIBSTIPON .o 104
COIBSHPON DTl oo 104
COLOR LANCETS ..ot 164,181
COMBIGAN (brimonidine tartrate/timol0l) ..........ooooooeecoeeee e 130
COMBIPATCH ..o 149
COMBISTIX REAGENT ..o 125
COMBIVENT RESPIMAT w...ooos s 31
COMBIVIR .o 75
COMBOGESIC..eeeseeeeeeeseeeees e 27
COMETRIQ 60 MG DAILY-DOSE PACK ...ooc oo 65
COMETRIQ 100 MG DAILY=DOSE PK ....oooeeeecrseesenssesessnessssssnsssssssossnes 65
COMETRIQ 140 MG DAILY-DOSE PK ....oooeeeseeseeeseeseeeseesseeeseesssensees e 65
COMPORT .o 169,171
COMPORT BZ .o 164, 181
COMFORT EZ INSULIN SYRINGE......oseceeeeeeeeeeeeseesseeeseesseessseessessseessees 173
COMPORT LANCETS..ooe oo 164,181
COMPORTSEAL ..o 187
COMFORT TOUCH PLUS SAFETY LANC oo 164,181
COMFORT TOUCH ULT THIN LANCET «...ooo s 164,181
L OO 83
COMIRNATY 2023-2024 ... 83
COMIRNATY 2024-2025......cccoeoeeeeeeeeeseessseesssessseessses s 83
COMIRNATY 2025-2026(5-T1Y).ooosceereoesenssceesieosseeessnssssssssssssssssssssssssssssssnes 84
COMIRNATY 20252026 (12Y UP) oo 83
COMPACT e 187
COMPAZINE ..o 139
COMPLERA ..o 77
(ONCEPT DHA (mvn-min75/iron/iron ps/om3/dha) .... 234
CONCEPT OB (mvn-min 74/iron fum/iton/fa) ....ccccccccceceeeeeeeeseseeesesceesse e 234
CONCERTA ER 18 MG TABLET (methylphenidate Ncl).........ccccvvvveeresveeesceessc e 200
CONCERTA ER 27 MG TABLET (methylphenidate Ncl)..........cccvvvoeeesceeseesceeseess 200
CONCERTA ER 36 MG TABLET (methylphenidate ncl)...........voveoerorsrsorsrssrrsene 200
CONCERTA ER 54 MG TABLET (methylphenidate Ncl)..........cocvvvveereceeesceessseeesseens 200
CONDYLOX ..ot 213
CONJUPRI .ot 91
CONSENSE e 90
CONTOUR .o 158
CONTOUR NEXT CONTROL SOLUTION ...oo oo 158
CONTOURNEXTTEST STRIP ..o 119
CONTOUR PLUSTEST STRIP ..o 119
CONTOURTEST STRIP ..o 119
CONTRAVE ..o 71
CONTROL SOLUTION w.ooseeeeseessseeseesssesssessssesssesssssesssssssssesssssssssessssessnoees 158
CONZIP .o 2
(COOL CONTROL SOLUTION. .o 158
(OOL GLUCOSETEST STRIP ..o 119
COPAXONE (GIatIraMer ACBLATE) ...vv.vvrvevrvvrevrsersersirnssenssenssersinssessesssessesssesnen 107

COPIKTRA .o 65
L0 S 215
CORDRAN (fIUTANATENONAR) ... eeeeeesseesssseeeeesssssseseeseeessssssesssesssesssee 215
COREG.....ooeeeeeeeees s 95
(OREG (R 10 MG CAPSULE (carvedilol phoSPRAte) ......cccccoecveveseeveesccseessveesssensn 95
(OREG (R 20 MG CAPSULE (carvedilol phoSPRATe) ......ccceevecvvevesscvresscseessssesssenssnn 95
COREG (R 40 MG CAPSULE (carvedilol phosphate) ...........coccccooceesvvescenscesserseenne 95
(OREG (R 80 MG CAPSULE (carvedilol phoSPRAte) .......cccccoecveveseeveesceeessseessssens 95
COMBITHN .o 40
CORLANOR 5 MG/5 MLORAL SOIN ..o 92
CORLANOR 5 MG TABLET (vabradine Nel) ......oeeeeeeeeeeeeeeeeeeeeeeeesssssseeseeseeeeeeseesesesseeneeees 92
CORLANOR 7.5 MG TABLET (ivabradine Ncl) ....oocvevcceeeceeeoeesceeseeseeesoeseeeseen 92
L0 1O 150
CORTENEMA ..o 146
CORTIFOAM...oceeeeeeesessseesseesssessses s 147
COTTISOME oo 150
CORTISPORIN-TC oo 34
CORTROPHIN ..o 147
CORVITE oo 234
CORVITE 150 coroeeeeeeeeseeseessseesseessseesssesssoessseessssessseessssessssessses s 135
CORVITE FE ..o 135
COSENTYX s 209
COSENTYX 75 MG/0.5 ML SYRINGE ..o oeeeeeeeeeseeeseseessesesessersseseseesesseseneee 209
COSENTYX 150 MG/ML SYRINGE ..o 209
COSENTYX SENSOREADY (2 PENS) ..o 209
COSENTYX SENSOREADY PEN ..o 209
COSENTYX UNOREADY PEN.....oocoeceeeeesceessesseesseessesssosssessssssssessssessnoees 209
COSOPT .o 130
COSOPT (dorzolamide Ncl/tMOION MAIEAL) w.vvvvvvveee e 130
COTELLIC oo 63
COTEMPLA ..ot 200
COTEMPLA XR-ODT 8.6 MGTABLET .....ooc oo 200
COTEMPLA XR-ODT 17.3 MGTABLET ...oocc oo 200
COXANTO .o 27
COZABR ..o 98
CRENESSITY oo 152
CRENESSITY 25 MG CAPSULE ... 152
CREON <. 144
CRESEMBA ..o 46
CRESTOR oo 102,103
CREXONT oo 73
QRINONE ... 153,154
CTOMOIYIN oo 25,34,129
CIOTAMITON. e 72
CTEXLE oo 141
CULTURELLE IBS COMPLETE SUPPRT....... 229
CUPRIMINE (PENICHAMINE).....ooscooeeesoseeesseeescssess e 26
CURITY ALCOHOL PREPS.....oceeeesesseessesssesssessses s 208,212
CUROSURF 22
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CUVPOSA (GIYCOPYITOLATE) v 138
CUVRIOR... 227
cvs isopropyl alcohol 91%........... 228
CVSISOPROPYL ALCOHOL 919%... 228
CVSISOPROPYL ALCOHOL 919% SPRY ..... 57
cvs isopropyl rub alcohol 70%..... 228
CVSISOPROPYL RUB ALCOHOL 70%....... 228
CVSTRUE METRIX GLUCTEST STRP ..o 119
cyanocobalamin .. 235
€yanoCobalaMIN/fOliC AC/VIEDG ....oooceoeeveceeseseecses s 235
cyanocobalamin/folic ac/vit b6 (Niva-Fol)....... 235
cyanocobalamin (vitamin b-12) (Nascobal)....... 235
CYCIODBNZADIING ..o 188,189
L (10O 131
CYCLOGYL 0.59% EYE DROPS ..o 131
CYCLOMYDRIL oo 131
CYCIOPONIOIATE. ... 131
CYIOPROSPRAMITE ..o 01
CYCLOPHOSPHAMIDE .......coo s 61
EYCIOSBIINE ..o s 37
CYCOSPOMING ..o 156, 157
cyclosporine 0.05% eye emulS (RESTASIS)........oovvvvsvvrrrevrsersscesserssisssssssssssees 132
cyclosporine 25 Mg capsule (SaNAIMMUNE).....cc.cooeeerreeererreersereseesseesseeeseees 156
cyclosporine 100 mg capsule (SaNAIMMUNE).....oc.cvovecveverseveesssersseses s 156
CYLTEZO(CF) 10 MG/0.2 ML SYRNG........ 59
CYLTEZO(CF) 20 MG/0.4 ML SYRNG ....... 59
CYLTEZO(CF) 40 MG/0.4 ML SYRNG........ 59
CYLTEZO(CF) 40 MG/0.8 ML SYRNG........ 59
CYLTEZO(CF) PEN. 59
CYLTEZO(CF) PEN CROHN'S-UC-HS........ 59
CYLTEZO(CF) PEN PSORIASIS-UV 59
CYMBALTA ..o 197
CYPIONEPLAAINE......ooseessssse s 49
CYSTADANE (betaine)...... 229
CYSTADROPS ... 132
CYSTAGON 232
CYSTARAN 0.449% EYE DROPS......oooceoeeoesceoscnesensseessssnsssesssssssssssssssssssssnsees 132
CYSTO-CONRAY .o 124
CYSTOGRAFIN e 124
CYTOMEL.. 220
CYTOTEC oo 140
D

AADIGATTAN. ... 45
dalfampridine er 10 mq tablet (AMPYTA) ...o..ccooeeereerieeescresesseneseess e 107
DALIRESP e 34
AANAZ0L..oeeeeee e 152
DANTRIUM oo 188
BANTIOIENE. ... s 188
DANZITEN oo 65

DAPAGLIFLOZIN.... 53
AADSONE... e 210
DAPSONE. ..ot s 210
dAPSONE 25 MG TADIET ..o 37
daps0Ne 100 MG EADIET ..o 37
DAPTACEL....oooeeeeeseessseesesseessessses s 86
DARAPRIM ........... 57
darifenacin........... 232
DARTISLA ..ot s 138
AATUNQVIE (PIEZISTA) ..o 75
dasatinib 20 MQ tablet (SPIYCEI) ..ooovvereeereeseescreeee e 65
dasatinib 50 MQ tablet (SPIYCEI) w..vvvvvvveerseeeeesceeseeeesse s 05
dasatinib 70 Mg tablet (SPIYCEI) w.ovvvorvoeeeseesceesss s 65
dasatinib 80 MQ tablet (SPIYCEI) ..ooovvvreeereereesceeeeere e 65
dasatinib 100 MQ tablet (SPIYCEI) w.vvvvvvvveerveeeseceess s 05
dasatinib 140 MQ tablet (SPIYCEI) woo.ooovoorcecesceers e 65
DAURISMO ..ot 62
DAYBUE ... 106
DAYPRO ... 27
DAYTRANA (MethyIPRENIAATE) ......ooocvveeeoveeesseeesseeessssessssee s 200
DAYVIGO ... e 207
DDAVP oo 148
DDAVP 4 MCG/ML AMPUL (deSmopressin aCetate)........oocvvvrvevvveesssveesssssessssseessne 148
DDAVP 40 MCG/10 MLVIAL (deSmOpressin aCetate)..........occvvvvvveerssvveesssvvsrsssisersssnee 148
deferasirox 227
deferiprone........... 227
deferiprone (Ferriprox (3 Times A Day))... 227
AEFIAZACOT ..o 150
DELESTROGEN....occoceoeeeeeeeseeesesseessseesssses e 149
DELSTRIGO ..o 77
AEMECOCYCIN oo 40
DEMSER ... et 99
DENAVIR (DENGCIOVIT) covoreeevveeesicsesscssssscsess s 80
DENGVAXIA ..o 86
DEPAKOTE.....ooeeeoeeeeessoeeseeessesseeessseesssses oo 109
DEPEN....oo s 26
DEPO-ESTRADIOL «..ooeeeeeeeeeesssossoessessesssosssonssessossesssosssoessesoes 149
DEPO-PROVERA (medroxyprogesterone acetate) ...........oooeveeeeesvveessveessssssessssseessne 115
DEPO-SUBQ...ooeeeeececeessesseessessoessses s 115
DEPO-TESTOSTERONE ..o 147
DERMACINRX PRENATRIX ..o 190
DERMACINRX PRENATRYL ...oooeceeseesesssess e 190
DERMACINRX PRETRATE. ..o 190
DERMA-SMOOTHE-FS (luocinolone aCETONIAE) .........eeeeeeeereeeeeeeeeeeeeeeeeeeeeemeeesessssesseseeseeeeen 215
DERMA-SMOQTHE-FS (fluocinolone/ShOWer €ap) .......cc.oooceeveveesceesseessseesessssenn 215
DERMOTIC .o 128
DESCOVY 120-15 MG TABLET ..o 75
DESCOVY 200-25 MG TABLET w...ovoseeseeseees s 75
AESTIURANE ... 25
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AESIPIAMING w.ooo oo 199
AESIOTATATINE ..o s 49
AESMOPIESSIN ... 148
desmopressin 40 mcg/10 Ml vial (DAQVP) oo 148
desmopressin ac 4 mcg/ml ampul (DAAVD) ....coceeovceersceercrecsereseeesceseeseees 148
desmopressin ac 4 meg/mivial (DAQVD) ...oocveveevcscrrrescesrssensresseesesines 148
de50G-£.5tradiol/€.8STTAAION ..o 115
AeSOGESTIEI-ETNINYL........oooeoeeeeeees s s 115
AESONIT ... s 215
desonide (THAESIHON) ... 215
des0XIMetasone (TOPICOTT)......vvrvvvvereeveessscssesssessesssssessssses s s 215
DESOXYN (methamphetamine Nel) ........oococceeveeceerssceeesssceessssessssssssssesssssssnns 82
AESVENIATAXIN ..o 197,198
DESVENLAFAXINE .....ooceeeeeeeeeeeeseesees e 197
DETROL..... 232
AEXAMETNASONE ...ooeeeeresss s 35,128,150
dexamethasone 6 day T.5 MG EAD ..oooccoveeveeeceeeceeeeeseeses s 150
AeXCNIOTPRENITAMINE w...ooooeveeessse s 49
DEXCOM GO RECEIVER ..o 158
DEXCOM GO SENSOR.....ooe e 158
DEXCOM GO TRANSMITTER ..o 158
DEXCOM G7 15 DAY SENSOR.....ooeoeeosesoesoessessessessonssessosssesssossoesoesoens 158
DEXCOM G7 RECEIVER .....oc oot 158
DEXCOM G7 SENSOR....ooo oo 158
DEXEDRINE SPANSULE 10 MG (dextroamphetamine SUlate) ............ccccccerocccverscceeene 82
DEXEDRINE SPANSULE 15 MG CAP (dextroamphetamine Sulfate)..............ccccccoerrecerrsne 82
DEXILANT ..o 144
AEXIANSOPTAZONE....oos oo 144
AeXMETNYIDRENIAAL ... 200
dexmethylphenidate Nl (FOCAIN XI) c..ovvveveeececeeeceesscesscesss s 200
AeXtrOAMPNETAMING. .....oooceeoeeeeeeee e 81
dextroamphetamine/amphetamine (Adderall) .........cccccoooeeeeeeeesscreeeseesesseesn 82
dextroamphetamine/amphetamine (Adderall Xr)........ccccccoceverrocresssicrnsseesssseresnn 82
dextroamphetamine/amphetaming (Mydayis) ...........ccc..cooveroscvrssoresensssrssersensne 82
dextroamphetamine r 5 MG QAP w...ooovvvveeeevveeeseseesssseesssseessssses s 82
dextroamphetamine er 10 Mg ap (DEXEArNe).......oococcevvscceversceresseresssenssssnesnn 82
dextroamphetamine er 15mq cap (DEXEANNE) ....o..covvvrerrerrsrrscrserscrrsessersissins 82
dextroamphEtamine SUMALE .....ccc.coocvveeeseceeeesseess e 82
dextroamphetamine Sulfate (ZENZedi) .......occcvvvesceesceeseeesceeeeeseeeeeeeen 82
DHIVY oo 73
DIACOMIT e 109
DIALYVITE BOOWITHIRON........... 234
DIALYVITE 3000 ..o 235
DIALYVITE 5000... 235
DIALYVITE SUPREMED..... 235
] OO 108
DIASTIX REAGENT .. ..ooeeemeeeeseeeseesees e 123
diatrizoate meglumine, s0dium (GaStrografin) ........cccocveeecceeseeseeeseessesseessees 124
DIATRUE ..o 158

DIATRUE PLUS ..o eeoeeseeeessessessssssossoessesssesssesssoesssessesssesssossoessesoes 119
QIAZEPAM ..o 108, 193
diazepam 2 M@ tablet (ValiUm) .....ooooocceeereveeesceesssceesscseessssessssssses s 193
diazepam 5 Mg/5 Ml OTAl CUP..vvvevrcrrrrsersercrrssessesser s 193
diazepam 5 MG/5 MESOIUTION. ....oooeeerererceseessceeeesereesess s 193
diazepam 5 MG/MIO1Al CONC.cvrvvvvrverrrerescersereserseresenssesssess s 193
diazepam 5 Mg tablet (VAlIUM) ..oooevrovrvrrcrscrsrrsessrsrsrsensessessessnsne 193
diazepam T0MQ reCtal Gl (2PK)......oovoovveerecoeeesceeessseeesssseessssees s s 108
diazepam 10 M@ tablet (ValiUM) .....oooccceoereveeescvessceessessesssese s 193
diazepam 20mg rectal el (2DK)......oovovrrrrsersorrsrnseesrsrssrssensessessessesnen 108
diazepam 25 MG/5 M1 0Fal CONC...ovovveeeeceesceseeseesse s 193
QIAZOXIAR .. 133
DIBENZYLINE ..o oo 83
dichlorphenamide (Keveyis) ....... 225
DICLEGIS (doxylamine SUCCINAE/VITDO).......cvorrvveersveeesscersssceeesssenss s 139
AICIOTENAC. oo 70,128,209
DICLOFENAC....... .27,209
diclofenac 29 SOIUTION PUMP .occ.voveveeeeeeceeseesseesseessess e 209
diclofenac POt 25 MG TADIET....oocvooeceoeeeeerseesceesesee s 21
diclofenac pot 50 mg powdr pkt (QAMDIA)........oovceovese e 19
diclofenac Pot 50 MG LADIET.....occ.ooeceeeeeeeeseeseee s 21
AiclOfeNAC POTASSIUM.....ooocoeeeseeeeseesee e e 21
diclofenac potassium 25 Mg QAP (ZIPSOM) wovvvvvvervevvessveeessseesssssee e 21
AICIOTENAC SO A 27
QICIOMENAC SO BC v 27
AiCIOfENAC SOUIUM. .o 27
diclofenac SOTIUM T90 Gl.......ovcvovooeeeeeeeeseeseeeeseessess e 209
diclofenac SOdiUM/MISOPTOSTOL....oc.cvoevreericrserisrcsensersersesessessessessessessenes 27
AICIOXACITIN oo s 39
dicycloming 10 MG/5 MESOIN cooccevoeeererescerserssenseresenssesssens s 138
dicycloming 10 MG CAPSUIB.....oo.vooceeeveceeseeeseeseeeseses s 138
dicycloming 20 MG TADIET ......ooceeeeeceeeecceeneeeser s 138
DICYCLOMINE A0 MG TABLET ..o 138
QIAANOSINE .. 76
AIETNYIPIOPION ..o s 71
DIFFERIN .o 218
DIFICID .o 38
DIFICID 200 MG TABLET (AAQXOMICIN) .o 38
AII0rASONE BIACETALE .....ooeeeeeeeeeeen e 215
diflorasone diacet/BMOINIENT........oc.cveevrsvrsrrscrirrrssersersersrsensessensensssne 215
DIFLUCAN e 46
diflunisal .. 15,19
QIflUprednate (DUMEZON) ......cc.covveevrcrereserscrensrssensesss s 128
QIGOXIN oo s 92
digoxin 0.05 MG/MISOIUTION w.oocveeveeervreersereseessereseneseresesessseseserss s 92
digoxin 0.25 M abIEt (LANOXIN) we.cvvvvrrvrrcrserriersenscrserssessesssessesssessessensenes 92
digoxin 0.125 Mg tablet (LANOXIN) vovvvcevveeesceeeeseeeess e 92
digoxin 62.5 Mg tablET (LANOXIN)..ovvvvvvvorscveeeseceescseesssesssss s 92
digoxin 125 Mg taDIET (LANOXIN)......oovvovrrcrrerircsenserserssesessensessessessessens 92
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digoxin 250 MCq TADIET (LANOXIN).....ovovvovrvcrrerrcsersersnsessessenessessessessenes 92
AINYATOBIGOTAMIN ..o 15
dihydroergotamine Tma/MIAMP .coccocvverrerrescrssersseresresesssesssesssesssenne 19
dihydroergotamine 4 mg/ml spry (MIGranal)..........cceceeseerersersnsensensnsensessnessensnn 19
DILANTIN .o 109
DILAUDID (hydromorphone NCl) .....c...coecceeerscveersceeesecsnsscsessssensssssne s 22
diltiazem .. ..90,91
diltiazemn 24h er(1a) 120 Mg th (@rdiZem La) ..oooc.vvveoeoveeeseeeesseessseesssee s 91
diltiazem 24h er(1a) 180 Mg th (CAAIZEM La) ..vovcvvvvvreeveeeresseeesesseeessseesnn 91
diltiazem 24h er(1a) 240 mq th (CArAIZEM L) ..vcvvoevvevrrcrrrrsrrscrsnsrsessessinsines 9
diltiazemn 24h er(1a) 300 Mg th (CArAIZEM La) ..vovcvvvveeeoveeeeeeeesseesseeessee e 91
diltiazem 24h er(1a) 360 Mg th (CAAIZEM La) ..vovovvvereoveeeeesssssssesseeesnn 91
diltiazem 24h er(1a) 420 mq th (CArAIZEM L) ..vcvvvovvecvrrcrrresrrscrsnsrsessessessins 9N
AIMETNYL .o 107,225
dimethyl fumarate 30d start pk (TECIdEra)........cc.cooevvorceeseeeeeeseseeseeseesees 107
dimethyl fumarate dr 120 Mg p (TECIRIA) ...oo.vvvverrrvrerscrsrserersrsersrssesessnnn 107
dimethyl fumarate dr 240 mq p (TECARIA) w...vvvcvvveeeveeeeeeeeseee e 107
DIOVAN..... ..96,98
DIPENTUM .o 142
AIPRENOXYIATE 1. 139
DIPHTHERIA - 86
DIPROLENE (betamethasone/propylene gIyc)........cceeceeevrserssrrsvrnsersensenserssree 215
AIDYTIAAMOIE. ..o s 74
DISALCID e 25
QISOPYTAMIE .o 90
disulfiram. 225
DIURIL e 127
QIVAIDTOBK.....eoeeeeeeseesesse s 109
DIVIGEL (ESTRAAION ..o+ oo eeeeeeeeeeeseesesessssseesssssssss e ssssssssssseeeeenenesses 149
AORHIIR ..o 90
DOJOLVI .o 132
DOLOBID ..o 19
AONEPEZIL ....oooescsee s 81
DONNATAL .o 140
DONNATAL (phenobarb/hyoScy/atropine/SCop) .......ecocceeeeeeeserrsceesserssersseesseerene 140
DOPTELET s 114
DOPTELET SPRINKLE .....ooc oo 114
DORAL oo 207
DORYX e 40
AOTZOIAMIGE ..o 130
AOrZOIAMIAR NCl ..o 130
DOVATO .o 75
BOXAZOSIN o 95
doxepin .... ..199,207,211
doxercalciferol...... 224
AOXYCYCIING oo 40, 41,223
DOXYCYCLINE .o 4

doxycycline hyclate 100 Mg tab (LyMePaK) .......c.ccvvvvrrvveserssceesecesceseessensene 4
doXyCYCline MONONYATALE ..o 41
AOXYIAMINE .o s 139
DRIZALMA. ..o 197
ArONADINOL.....oos e 139
DROPLET e 169
DROPLET GENTEEL LANCING DEVICE ..o 158
DROPLET INSULIN SYRINGE ... 173
DROPLET LANCETS e 164,182
DROPLET LANCING DEVICE ..o 159
DROPSAFE ..o 169, 171
DROPSAFE ACTI-LANCE ... 164,182
DROPSAFE INSULIN SYRINGE ......occ s 173
DROPSAFE PREP PADS ... 208,212
drospir/eth etra/leVOmefOl ... 115
DROXIA .o 89
AROXIAOPA ..o s 83
droxidopa 100 mq capsule (NOTTNETA) w....ooocvvveesvcevesseeeessenessissesssssssssesssssnssnns 82
droxidopa 200 Mg Capsule (NOTTNETa) .....c.cooevevrsvcserscrserssessersesssssessensensenes 82
droxidopa 300 mq apsule (NOTtHETA) .....ooocevvcesveeeeseoveeeseeessssee s 82
DRYSOL oo 210
DUAKLIR PRESSAIR ... 31
DUAVEE ... 150
DUETACT (pioglitazone hcl/glimepiride) 52
DUET DHA 00 ... 192
DUET DHA BALANCED ..o 190
DULERA 50 MCG=5 MCG INHALER ... 32
DULERA 100 MCG-5 MCG INHALER ... 32
DULERA 200 MCG=5 MCGINHALER ..o 32
UIOXETING e 197
DUOBRII.....ooc e 211
DUOPA .o 73
DUPIXENT ..o 155
DUREZOL (flUTEANLe) .....oocoeecesevescerceesenssssesssssnsssssssssssssssesssssnsnes 128
dutasteride........... 231
dutasteride/tamsulosin hel (Jalyn)......... 231
DUVYZAT.. 226
DYANAVEL XR 2.5 MG/ML SUSP ..o 82
DYANAVEL XR 5 MGTABLET .o 82
DYANAVEL XR TOMGTABLET w...oooeeeceesessemsssssess s 82
DYANAVEL XR TS MG TABLET ..o 82
DYANAVEL XR 20 MG TABLET ..o 82
DYMISTA oo 127
DYRENIUM e 126
E

EASIVENT HOLDING CHAMBER ..o 187
EASIVENT MASK-LARGE ... 187
EASIVENT MASK-MEDIUM ..o 187
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EASIVENT MASK-SMALL orrsernsnensserssenssesssssenssissssesssssssssesssssssene 187
A e 169
EASY COMFORT ALCOHOL PAD....ocveevecrersermsnrnsneessersenssnnssnssssesssesssssssnnnns 208,212
EASY COMFORT INSULIN SYRINGE ....ooceevrcrrernrrrserssersseenssesssessssnessssissene 173
EASY COMPFORT LANCETS o revrvrnrrssevsserssnnsmrsssssssesssessssssssssssssssesssssssnnses 164,182
EASY GLIDE INSULIN SYRINGE....ovcvecrscrsernnrssneesscrsersssnsssssssesssessssssnnsssessenss 173
BASYGLUCO PLUS ..oeersirsmnssvsserscsssnssnsssssesssesssssssssesssesssisssne s 119
EASYGLUCO PLUS CONTROL NORMAL .o evcvvvvenrrssersserserssssnssssssesssesssssssssesssssnenss 159
EASYGLUCOTEST STRIPS .o evrrrrsvesscrssersenssmessssessesssesssssssssessesssessssssssesnssssenss 119
EASYMAX 15 GLUCOSETEST STRIP ..o crrermereserrssersssmerssisssssesssesssssessssssssne 119
EASYMAX 15 LEVEL 2 SOLUTION ..orrcrrvvnnrnssersserssessssssssssssssssesssssssnssssssssenss 159
EASYMAX GLUCOSETEST STRIPS w..oorrecrsnrnsmrnsseessersersssnsssssssesssesssssssessssssenss 119
EASYMAX NORMAL CONTROL SOLN..ccvverrrcrrnerrsneresnernsnenssseesssmessssesssssesssssssene 159
EASY MINIEJECT LANCING DEVICE...ooseressermsersseeesserssesnssserssnensne 159
EASY PLUS I CONTROL SOLN HIGH....cvecrrvrrsmrnsneesserserssnsssssssesssesssssssnnssssssnenss 159
EASY PLUS 11 CONTROL SOLN LOW...occcoeeercrrermsmreserserserssnnsssrsssessessisssnessesenss 159
EASY PLUS IITEST STRIP o emeesermsmeessiressseesssesessesesssessssesssssssssesssnsesnes 119
EASYPOINT NEEDLE ...ocrerrnrrnvessersscrsnnssnsssssessenssessssnsssssssesssesssssssnnssssssnenss 169
BASY STEP s 119
EASY STEP CONTROL SOLUTION vrvveerrersvrssnrnsnsssserssessssssssssssssssessssssssnssnessnenss 159
EASY TALK CONTROL SOLN LOW cooercrsermnrssnersserssersssnssssessesssessssssssnsssssssenss 159
EASY TALK GLUCOSETEST STRIP .o vcrrsncrnernscresersssnensseesssmesssisssssessssssssnes 119
EASY TALK HIGH CONTROL SOLN w..ooveerrcrsvrmnrnsssrsserssersssssssssssssssesssssssessnessnenss 159
EASY TALK PLUS ITHIGH CONTROL .ovveevvcrserrnrrsneesserssersnnsssssssesssesssssssnnesssssnenss 159
EASY TALK PLUS ITLOW CTRL SEN cevresnerserrseresserssnenessessssnessssesssssesssssessnes 159
EASY TALK PLUS IITEST STRIP ...eoerrcessermsersseresmenssseesssmesssssesssersssesenes 119
EASYTOUCH ALCOHOL PREP PADS......coocvvcrrcrrsnrrsneesersserssnnsnssssesssessesssnnesns 208,212
EASY TOUCH BLULINK CTRL SOLN ..o veerrncrrneresersssersssnensseenssmesssesssssesssssssenes 159
EASYTOUCH BLULINKTEST STRIP w..ovsecvscrsvvmsmrrsssssserssessssssssssssssssesssssssssessessnenss 119
EASY TOUCH CONTROL SOLUTION ..ovvecrvcrscersnrnsneesserssensnnsssssssesssesssssssssesnessnenss 159
EASY TOUCH FLIPLOCK INSULIN .o rerrsnersneresreserssnenssessssmisssssssssessssssssne 174
EASYTOUCH FLIPLOCK NEEDLE ..ocvrvverscrscrmsnrnsssrsserssersssssssssssssssesssssssessnsssnenss 169
EASYTOUCH FLIPLOCK NEEDLES c..oevecrscrsernnrnsneesserssersssnssssessesssesssssssnnsssesssenss 169
EASY TOUCH HYPODERMICNEEDLE ....occoecvrvcrrerrscrrernsnersseenssnenssssssssessssssssne 169
EASY TOUCH INSULIN SAFETY coovrvserscrssrssmrnsssssessessssssssssssssssesssssssssssnssssenss 174
EASY TOUCH INSULIN SYR 0.3 ML 174
EASY TOUCH INSULIN SYR 0.5 MLuc..covveerrncrnsirrsscresersssenssessssmessssesssssessssssesne 174
EASYTOUCH INSULIN SYR T MLcvrvrcrscrssrnsmrnsmssssesssessssssssssssssssesssssssnsssssssenss 174
EASY TOUCH INSULIN SYRINGE .ovvecrscrsernnrnsneessersersssnsssssssesssessssssssnssssssenss 174
EASY-TOUCH INSULIN SYRINGE. ... vverrrerrsermserrsseresersssenssessssmesssssssssessssssssne 174
EASYTOUCH LANCING DEVICE ..ovrecvernsvmsnrnseessersesssssnssssssssssessssssssnsssssssenss 159
EASY TOUCH LUER LOCK INSULIN .veeecrsermnrrsneesscrssersnnsssssssenssenssssssnnesnessnenss 174
EASY TOUCH PULL-TOP 26G LANCET...cc.oevereerrrresnersssirnsiessserssisnssnenees 164,182
EASYTOUCH PULL-TOP 28G LANCET.....ooorrevrnvrssersserserssssssssssssssessssssnnsns 164,182
EASYTOUCH PULL-TOP 30G LANCET.....ooeerrcrrnrencrscrsensnnnsnsessesssensenssnnnns 164,182
EASY TOUCH PULL-TOP 32G LANCET...ccovreerrsereseessseresienssersssnssnenes 164,182
EASYTOUCH SAFETY 21G LANCETS oo rrrnrrserserserssnnssssssssssensssssnnsn 164,182
EASYTOUCH SAFETY 23G LANCETS worrrrnrrneesersenssnnnsnssssesssensenssnnsns 164,182
EASY TOUCH SAFETY 26G LANCETS ...occrreireseresivsssirssiessserssissssnenes 165,182
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EASY TOUCH SAFETY 28G LANCETS ...ooco oo 165,182
EASY TOUCH SAFETY 30G LANCETS ...ooc e 165,182
EASY TOUCH SAFETY 32G LANCETS ...ooc e 165,182
EASY TOUCH SHEATHLOCK INSULIN w..ooc e 174
EASY TOUCHTEST STRIP ..o 119
EASY TOUCH TWIST 26G LANCETS ....oooc e 165,182
EASY TOUCH TWIST 28G LANCETS ....coo oo 165,182
EASY TOUCH TWIST 30G LANCETS ....ooo e 165,182
EASY TOUCH TWIST 32G LANCETS ....oooe e 165,182
EASY TOUCH TWIST 33G LANCETS ....oooeesssesesssesssssssesssnssniees 165,182
EASY TOUCH UNI-SLIP ..o 174
EASY TRAK CONTROL SOLN HIGH. ..o 159
EASY TRAK CONTROL SOLN LOW .o 159
EASY TRAK GLUCOSE TEST STRIP...c..oceeeeeeeeeees e 119
EASY TRAK I CONTROL SOLUTION w..ooveeeeeees oo 159
EASY TRAKIITEST STRIP .o 119
EASY TWIST & CAP LANCETS ..o 165,182
EBGLYSS ... 230
ECLIPSENEEDLE ..o 169
ECLIPSE SYRINGE .....oo et 174
ECNAPROSYN oo s 27
CONAZOIE NITALE 196 CTEAM....oocvoeeeeeoeeeessensessssne s 47
BQOZA oot 47
EDARBI ..o 98
EDARBYCLOR....oo e %
EDECRIN oot 125
EDEX........ 223
EDLUAR .o 207
EDURANT .o 76
EDURANT PED ...ooc oo 76
B e 38
FAVITENZ oo eeeeeeeeeeee e s ssssess s eeeeeeee 76,77,78
efavirenz/emtricit/ten0fOVE df ..o 77
BIFBTK oo 136
EFFER=K et oo 136
EFFEXOR ..o 197
BFFIENT .o 74
BFUDEX ..ot 70
BGRIFTA oo 1571
EGRIFTAWR oo 1571
ELEMENT COMPACT .o 120
ELEMENT COMPACT CONTROL SOLN..ocoeeeeeeeee oo 159
ELEMENT CONTROL SOLUTION ..o 159
ELEMENTTEST STRIPS ..o 120
ELEPSIA .o 109
BLESTRIN 1o 149
eletriptan NYArODIOMITL .....c..cooeeereeeeeeeeeeeeen e 15
eletriptan hydrobromide (REIPaX)........cccccovevvvvesoecvessverssesesssissesssssssssssnssssnssnns 19
BLIDEL oo 156
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BLIMITE oo 72
ELIQUIS ..o 43
ELIQUIS SPRINKLE ...ooc s 43
ELIXOPHYLLIN oo 34
ELLA oot 115
ELMIRON .o 24
0 OO 88
eltrombopag 01amiNe (PIOMACTA) ....ooc.vveeveeveeeeeveesseeesssseeesssses s 114
ELYXYB ..o 19
EMBRACE 30G LANCETS ..o 165,182
EMBRACE EVO LEVEL T CTRL SOLN ..o 159
EMBRACE EVOTEST STRIPS ..o 120
EMBRACE GLUC CONTROL SOLN HIGH ..o 159
EMBRACE GLUCOSE CONTROL SOLN .o 159
EMBRACE GLUCOSETEST STRIPS ..o 120
EMBRACE LANCING DEVICE ... 159
EMBRACE PENNEEDLE ... e 169
EMBRACE PRO.....ococeeeseseeessessessses e 159
EMBRACE PROTEST STRIP ..o 120
EMBRACE SAFETY LANCET ....ooc e 165,182
EMBRACE TALK CONTROL SOLUTION....eeeeeeeeee s 159
EMBRACETALKTEST STRIP ..o 120
EMBRACETEST STRIPS ..ot 120
EMBRACE WAVE GLUCOSE TEST STRP ..o 120
EMBRIVA ..o oo 192
EVIEND .ot 139
EMFLAZA (AEFIAZACOT) ..o seeeesesessesseseeseeeesessssesssssseeeessssssseees 150
EMGALITY ¢ 15, 20,107
EMDAVELT ...ooe s 88
EMROSL ..o 4
EVISAM oo 194
emtricitabine........ ..75,76
METCHADINE=LENON ..oooeeeeeesse s 75
EMITRIVA s 76
EMVERM .. 56
ENALAPTI s 05,97,98
enalapril/hydrochlOrOtNIAZIAR ..o 95
enalapril Maleate (EPANed)........ccccooocvvveesceecescseesss e 97
ENBRACEHR........ 234
ENBREL 25 MG/0.5 ML SYRINGE. 59
ENBREL 25 MG/0.5 MLVIAL........ 59
ENBREL 50 MG/ML SYRINGE....... 59
ENBREL MINI....... 59
ENBREL SURECLICK.......... 59
ENDO-AVITENE. ... s s 89
ENDOMETRIN (progesterong, MICrONIZeA).........coeeevveeerreerssvnsensessersaesseesensenss 154
ENFAMIL ..o 134
ENGERIX-B ..o s 87
ENHERTU .o 69

ENLITE SERTER ..o 159
ENLYTE..... 233
enoxaparin.......... .44, 45
ENSACOVE ..o 65
ENSPRYNG....or e 155
ENSTILAR e 218
entacapone........... 12,73
ENTADFI.... 232
BITTBCAVIT e 80
ENTEROD...ooseesesoesessseesesssessessssssssssosssessesssosssossss s 124
ENTRESTO (SACUDIETII/VAISAITAN) ..voveveeee oo 9%
ENTRESTO SPRINKLE ... %
ENTYVIO ..o 143
ENVARSUS s 156
ENZOCLEAR oo 213
BOHILIA oo 151
EPANED (enalapril MAIEALE) ...ooc.vvvevoeoeeesseessceees s 97
EPCLUSA s 79
EPCLUSA 150-37.5 MG PELLET PKT ..o 79
EPCLUSA 200 MG-50 MG TABLET ..o 79
EPIDIOLEX ..o 108
EPIDUO ..o 210
EPIDUO FORTE (adapalene/benzoyl PEroxide) ................ocereeerscrssseeesocrsseessensne 210
EPIFOAM oo 217
EPINASTING .ovvvvvvveeeee s 49
PINEPIIING ..o s 81
EPINEPHRINE 0.3 MG AUTO=INJECT o 81
epinephrine 0.3 Mq aUt-INJeCt (EPIPEN) .ooocvvrvvvescersceeserssceesnesssssssssssssnne 81
EPINEPHRINE 0.15 MG AUTOAINJCT oo 80
epinephrine 0.15 Mg auto-iJCt (EPIPEN JI) .covvovvveeesceecescessssesssssssssessssensnn 80
epinephrine 0.15 mg auto-injct (EpIpen Jr 2-Pak) ....coccceovvcvcsvcscsnrrssnsrsnsins 80
PINEPAMNE Nl ..o s s 127
EPIPEN s 81
EPIVIR ..o 76
EPIEIENONE (INSPTA) oo 126
EPOGEN ... 114
EPRONTIA (EOPITAMATE) ..voveeveeeeeresessssssssssesssse s 109
EPIOSATTAN ....ooos oo 98
EPZICOM (abacavir SUAte/TaMIVUAIN) ..o 75
EQLINS SYRTML29GXT/2" .o 174
EQLINSULIN O3 ML SYRINGE ..o 174
EQLINSULIN 0.5 ML SYRINGE ..o 174
EQLINSULIN T ML SYRINGE ..o 174
EQLINSULIN SYR TML3TGXS/16" e 174
EQLINSULSYR 03 ML 3TGXS/T6" s 174
EQLINSULSYR 0.5 ML 3TGXS/T6" .o 174
eqlisopropyl alcohol 91%.......... 228
eqlisopropyl rub alcohol 70%.... 228
BQUETRO ..o 194
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ergocalciferol (vitamin d2)..........

ergoloid....

ERGOMAR.

ergotamine tartrate/caffeine.......

ERIVEDGE.

erlotinib hdl..........

ERMEZA....

ERTACZ0...

ERVEBO ....

ERYPED.....

ERZORRI....
ESBRIET ....

escitalopram........

escitalopram 10 mg/10 ml cup...

ESGIC (butalb/acetaminophen/caffeine) ...........

eslicarbazepine ....

esomeprazole.......

ESOMEPRAZOLE...

esomeprazole dr 5 mq packet (Nexium)

ESPEROCT.

estazolam.

ESTRACE...

ESTAAION v 115,116, 149, 150, 153

estradiol 0.1% (0.5mg) gel pkt (Divigel) ...........

estradiol 0.1% (0.75mg) gel pk (Divigel)...........

(

estradiol 0.1% (0.25mg) gel pk (Divigel)...........
(
(

estradiol 0.1% (1.25mg) gel pk (Divigel)...........

estradiol 0.1% (1 mg) gel pkt (Divigel)..

estradiol 0.5 mg tablet....
estradiol 1 mg tablet.......

estradiol 2 mg tablet.......

estradiol (Minivelle) ........

estradiol/norethindrone acet ......

ESTRATESTH.S. (estrogen ester/me-testosterone) .......

ESTRING....

ESTROGEL.

estrogen ...
estrogen,ester/me—testosterone .

estrogens, conjugated (Premarin)...........

ESTROSTEP..........

eszopiclone...........

ethacrynic

ethambutol ...

ethinyl estradiol ..

ethosuximide (Zarontin)..

ethynodiol
etodolac ...

etonogestrel/ethinyl estradiol.....

etoposide .

etravirine (Intelence)........

EUCRISA ...

EVAMIST...

EVEKEO.....

EVENCARE G2 CONTROL SOLUTION.........

EVENCARE G2 TEST STRIP

EVENCARE G3 CONTROL SOLUTION........

EVENCARE G3 TEST STRIP
EVENCARE MINI GLUCOSETEST STR.......

EVENCARE PROVIEW TEST STRIP.

everolimus

everolimus 0.5 mq tablet (Zortress)........

everolimus 0.25 mg tablet (Zortress) .....

everolimus 0.75 mg tablet (Zortress) .....
everolimus 1 mg tablet (Zortress)...........

everolimus 2.5 mg tablet (Afinitor) ...

everolimus 2 mg tab for susp (Afinitor Disperz).
everolimus 3 mg tab for susp (Afinitor Disperz).
everolimus 5 mg tab for susp (Afinitor Disperz).
everolimus 5 mg tablet (Afinitor) ..........

everolimus 7.5 mq tablet (Afinitor) ........

everolimus 10 mg tablet (Afinitor) ........
EVICEL......

EVISTA (raloxifene hdl) ....

EVOCLIN...

EVOLUTION CONTROL SOLUTION

EVOLUTIONTEST STRIPS..

EVOTAZ.....

EVOXAC....

EVRYSDI ...

EXELDERM

EXEL HUBER NEEDLE........

EXEL HYPODERMIC NEEDLE

EXELINS SYRU100 1 ML 28GX1/2........

EXEL MTI DRAWING NEEDLE .......
EXELON.....

EXEL U100 0.3 ML 29GX1/2".....

EXEL U100 0.3 ML 30GX5/16"....

EXEL U100 0.5 ML 28GX1/2"......

EXEL U100 0.5 ML 29GX1/2".....

EXEL U100 0.5 ML 30GX5/16"....
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EXEL UT00 TML30GX5/T0" ..oooeeeeeeeeeeeeeeeeeeeeeeeeec e ceceeeessseseeseeee s snnesssssseee 174
EXELUTO0 INS SYR TML29GXT/2 oo 174
EXBMIESTANE ..o 62
exenatide.. 50
EXFORGE (amlodipine besylate/ValSartan)..........cccccooccevceeeoeeesesseesssoeesssssesssseessno 97
EXFORGE HCT (amlodipine/valsartan/RCthiazid)........cc.cccoeevveeesescvnessceessseeessseeesn 96
EXJADE.... i
EXODERM ..ot 47
EXTINA oo 47
EYSUVIS oo 128
B e e 124
ezetimibe . .. 101,104, 105
BZ-LETS oo 165,182
A OO 120
EZ SMART LANCETS .o 165,182
EZ SMART PLUS ..o 120
F

FABHALTA.....oo e 88
FABIOR. ... oo 214
FACTIVE .ot 40
FAMCCIOVIT.eeeeeeesses e 78
FAMOTIAINE. ..o 142
S 203
FANAPTTITRATION PACK Ao 203
FANAPTTITRATION PACK B ..o 203
FANAPT TITRATION PACK C .o 203
FARESTON.....ooceeeesessceessseesseessseessessses s 70
FARXIGA... 53
febuxostat ..26,27
FBIDAMALE ... 109
FELBATOL. ..o oo 109
FELDENE ..ot 28
FRIOTIDING .o 91
FEMARA ... .02, 64
FEMOAP ..ot 117
FEMIYV oot 116
FEMRING ..o 153
FENMOMDIALE. ..o oo 104
FENOFIBRATE .....coco e oo 104
FENOFIBRATE 30 MG CAPSULE.....coooeeeesesesessoessessoeses s 104
FENOFIBRATE 90 MG CAPSULE.....occeeeeeeees e 104
FENOMDIIC ..o 104
fenofibrc acid (CRONNE) w..ovovceoreeeceeceeeseses s 104
FENOTDIIC AC (FIDFICOM) wovvrroeeoveeeeeeeee e esese s essesssesneeee 104
FENOGLIDE ... 104
FENOPROFEN 200 MG CAPSULE ... 28
fenoprofen 400 mg capsule (NAHON)..........ooocveveeecreeecceeeseeeesee e 28
fenoprofen 600 Mg tablet (NAIfON) ......oocoeoeeeeeeeeeeeseeeeeesesseesseses 28
FENOPRON ..o 28

FENORTHO.....oc e 28
FENSOLVE .ot 152
fentanyl..... 22,23
FENTANYT CTATE oo 23
FENTANYL CITRATE ..o 23
FENTORA .. .o 23
FERIVA 217 oo 135
T I 135
FERRIC oo s 134
FERRIPROX ........... —
FERRIPROX (3 TIMES A DAY) (deferiprone)........ 227
FERRIPROX (deferiprone). 227
ferrous fumarate/folic acid (HEMOCYTE-F) ..o 135
ferrous fUM/VIt C/DT2-I/0lC oo 135
fesoterodine er 4 mg tablet (Toviaz)........ 233
fesoterodine er 8 mg tablet (TOVIAZ) ......oovvvvrcerrocrrsvnscrsrrsrsensessssersenne 233
FETZIMA et 197
FEXMID ..o 188
FIASP....... 54
FIBRICOR.....oeseceeeeeeeseesseesseesssee s seesssses e 104
FIAAXOMICN (DIIC) wovvvreeeee e ceeeeeessseeee e seessessssesse s seeeessssssesssesseseesessessssesess s 39
FIFTY50 INS 0.3 ML3TGXS/16" oo 174
FIFTYS0INS 0.5 ML3TGXS/T6" e 174
FIFTY50 INS SYR TML TGS/ 16" oo 174
FIFTY50 SAFETY SEAL LANCETS .o 165,182
FIFTYS0 TEST STRIP ..o 120
FILSPARI .o 105
FILSUVEZ oo 231
FILTER ASPIRATOR NEEDLE ....occceceeeeeeseees e 170
FILTERINEEDLE. ..o 170
FINACEA oo 213
finasteride 231
FINGERSTIX oo 165,182
fINGONMOM Nl (GIBNYA).....vc s 107
FINTEPLA oot 110
FIORICET .. 215,24
FIORICET (butalb/acetaminophen/caffeing) ..............ooovorocooscossrssiesesssesssssse 19
L0 15
FIRAZYR (icatibant acetate)......... 222
FIRDAPSE ..o 107
T 64
FIRVANQ e 42
FIRVANQ (VaNCOMYCIN N 4
1l 37
FLAREX ..ot 128
FlAVOXATE NCl oo 233
FIOEAINITC. .o 90
FLECTOR oo 209
FLEQSUVY 1. oeeessesseessesesssssosssessessesssosssossssessesssesssosssoessesoens 189
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FLEXICHAMBER......o s 187
FLOLIPID <ot 103
FLORIVA 0.5 MG CHEWABLE TABLET ...... 235
FLORIVA 0.25 MG CHEW TABLET ..o 235
FLORIVA 0.25 MG/MLDROPS......oocceeeeeeeeeeees oo 132
FLORIVA 1 MG CHEWABLE TABLET.......... 235
FLOW-EZE ... 170
FLUAD 20252026 ... 85
FLUAD QUAD 2022-2023 ......oooeeeeeeeeesseesssess s 85
FLUAD QUAD 20232024 ........ooo oo 85
FLUAD TRIVALENT 2024-2025......ooeeeeeeeeeeeseeeeseesssesseesssessseessses e 85
FLUARIX 202572026 .....ooceeeeeeeeesessesssessssesssessssesssessssssssses oo 85
FLUARIX QUAD 20222023 ....occcoe oo 85
FLUARIX QUAD 2023-2024 ....occcoeeeeeeeeeeeseeeeseeessesseesssessseessses e 85
FLUARIXTRIVALENT 2024-2025.......oooceeooeeeeseesseesssess e 85
FLUBLOK 2025-2026 ..o 85
FLUBLOK QUAD 2022-2023...cccoeoceeeeeeeeeeseeeeseesssesseesssesseessses e 85
FLUBLOK QUAD 2023-2024...oooeeeeeeeeeseeeseesssesssesssesssseessses s 85
FLUBLOKTRIVALENT 2024-2025......oocoeeeeeeseeeeeeseeesseesseessseesseessees e 85
FLUCELVAX 2025-2026 SYRINGE ......oooc oo 86
FLUCELVAX 2025-2026 VIAL .o 86
FLUCELVAX QUAD 2022-2023.....cccoeeeeeeeoeessesseesoessesssesssossssessessesssssssoes 86
FLUCELVAX QUAD 2023-2024....oooeeeeeeeeeseeeseeeesesseesssesseessses e 86
FLUCELVAXTRIVALENT 2024-2025 .....occceoeeeeseeeseesssess oo 86
fUCONAZOIE....o o 46
TIUCYEOSINE. ..o 46
FUATOCOTISONE. ..o 152
FLULAVAL 2025-2026.......ocoeeoeoeseeseesoeeoesoesssesseessssssesssesssossssessesses oo 86
FLULAVAL QUAD 20222023 86
FLULAVAL QUAD 2023-2024......oooeeeeeeeseeseess oo 86
FLULAVALTRIVALENT 2024-2025 ...oooooeoeeeeeseeeeseeseeesseesseessseessees oo 86
FLUMADINE ..o 78
FLUMIST 2025-20261.....oocoeoeeeeeseesssesssessssessssesssessssessssesssesssses s 86
FLUMISTHOME 2025-2026 ... oo 86
FLUMIST QUAD 2022-2023 ...ooc oo 86
FLUMIST QUAD 2023-2024..ccooeeeeeseeeseees e 86
FLUMIST TRIVALENT 2024-2025 ..o 86
FIUNISONAR ... s 127
FIUOCNOIONE ..o 128
flUOCINOIONE ACETONIL ....ooeoeseesees s 215
fluocinolone acetonide (Derma-SMOOtNE=FS) ....ovvvvvvvovooeoeeeeeeceeecsreereese e seseseeeeees 215
fluocinolone acetonide (SYNAIAT) .......cc.oooveveceeeeeseeeseeseeeseeseesseeee e 215
fluocinolone/shower cap (Derma-SMOOtNE=FS).......ccccouvvvvrvooscerscrnscrscreseesies 215
FIUOCNONIA ...ooe s s 215
fluocinonide/eMOIlIENT DASE.......c..oocveeeeeeceeseseeeeseeseeseseesses e 216
fUOCINONIAR (VAN0S) ..o 216
FTUOTESCRIN e e e esssssssseseeeesee e esseeeseeseseesssessssenneens 124,129
FLUORESCEIN-BENOXINATE ..o 129
fUOTIAR ..o 132,133

fluoride (sodium).

UK (SOATUM) (PIOVIAENT) covvvvveeeeeeeeee e sessseseses e ssessseneeeee 134
fluoride (sodium) (Prevident 5000 PIUS) ........cceeeeeereeeeeeeeeeeeeseeseesssssssecesssesesessessesseseeeeseeeseeen 134
FLUORIDEX ..o 132,134
FLUORIMAX 5000 w...oeeeeeeeeeseeeseeseess oo 132,134
FLUORIMAX 5000 SENSITIVE......ooceeeeeseseees s 132
fIUOTOMETNOIONE. ... 128
FLUOROPLEX ... 70
FTUOTOUIACHT ..o 70
FLUOROURACIL ..o 70
fluoxetine . 195, 196, 206
fluoxetine 20 MG/S MISOIN CUP.....ooceseeereecseesen e 195
fluoxetine 20 Mg/5 M SOIUTON w..ocvvrevrrrsrrcrrrsrsersrsr s 195
fluoxetine Nl 10 M ADIET .....vooveeceeeeeeeeeeeeeess e 195
TIUPNENAZING.....occo oo 206
flurandrenolide (COAN) .......ooccoosceeecececeeeeseesesesssse s 216
fIURZEPAM NCL ..o 207
flurbiprofen.......... 28,128
FIULAMIAR (EUIBXINY ..o 61
fluticasone 32,127
FLUTICASONE ....oo s 33
fluticasone prop 0.059% CrEAM .....oovcceveeveeeeeseeeeess e 216
fluticasone Prop 0.0596 10TON.....c.ccvrvveereeerecseesseesseesseneseeesess s 216
fluticasone Prop 0.00596 0INt....oc..vveceveeeceereceescessseessseeseessssesssessssesssessssessnoe 216
FLUTICASONE PROP 50 MCG DISKUS ....oo oo 33
FLUTICASONE PROP TOOMCG DISKUS ..o 33
FLUTICASONE PROP 250 MCG DISK.....ocooeooeees e 33
FLUTICASONE PROP HFA 44 MCG....oocooooseseeesesoesoessessoessessesssssoee 33
FLUTICASONE PROP HFA TT0 MCG.....oooeeeeeeeeeeeeess s 33
FLUTICASONE PROP HFA 220 MCG.....oocoeoeeeeseeeessess oo 33
fIULICASONE PIOPIONATE ...oosoeeeeeeee oo 216
fluticasone Propion/SAIMELETON........cccce.verreereoeeeseeseeesersseees e 32
FLUTICASONE-SALMETEROL 55-T4..ooc oo 32
fluticasone-salmeterol 100-50 (AQVAIF DISKUS).......oocvovrveorerssceeseresceesrsserenne 32
FLUTICASONE-SALMETEROL T13-T4 ..o 32
FLUTICASONE-SALMETEROL 232-T4....ooooeeeeoeesess e 32
fluticasone-salmeterol 250-50 (AQVAIF DISKUS).......ooceovrveercersscenserescesresereene 32
fluticasone-salmeterol 500-50 (AAVAIr DISKUS)....ovvvrvvvvvveeeeeeeceeeoerresssssssseses e seesesesseeseeees 32
FLUTICASONE-SALMETEROL HFA.....oocsseees oo 32
FLUTICASONE-VILANTEROL. ..o 32
FIUVASTATIN 1o s s 103
FTUVOXAMINE 1o eeeeeesses s eeeeeesssssseeseeeeesseesssssssss s eeeesesesssssesseeseseseeen 195,196
FLUZONE 2025-2026 SYRINGE.........coocoeooseeeeseseseesesessoessessessssssoe 86
FLUZONE 2025-2026 VIAL....ooocoeeeeeeeeeeseeseeees e 86
FLUZONE HIGH-DOSE 2025-2026 ......oocoeoeeeeseeesoessess s 86
FLUZONE HIGH-DOSE QUAD 2022-23....ccoooeeeeseeseseesenssessessoessessesssssssoes 86
FLUZONE HIGH-DOSE QUAD 2023-24.......oooeeeeeseeeeeeseesseesseesseessessses e 86
FLUZONE HIGH-DOSETRIV 202425 ... 86
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FLUZONE QUAD 2022-2023.........

FLUZONE QUAD 2023-2024........

FLUZONETRIVALENT 2024-2025.

FOCALIN (dexmethylphenidate hcl) .......

FOCALIN XR (dexmethylphenidate hd)..

FOLATEXCEL ........

folic

folic acid/b6/ca phos/ginger......

folic acid/vit bcomp,c/cu/zinc.....

folic acid/vit b complexandc.....
folic/mvi ther-min/lycop/ILt......

FOLLISTIM

fondaparinux 2.5 mg/0.5 ml syr (Arixtra) ..........

fondaparinux 5 mg/0.4 ml syr (Arixtra) .

fondaparinux 7.5 mg/0.6 ml syr (Arixtra) ..........
fondaparinux 10 mg/0.8 ml syr (Arixtra) ..........

FONDCIRCLE CONTROL SOLUTION...........

FONDCIRCLE LANCET........

FONDCIRCLE LANCING DEVICE.....

FORA 6 CONNECT GLUCOSE STRIP..........

FORA 6 CONNECT MULTIFUNCTN MTR....

FORA 6CONN-GTEL-TN'G ADV STRIP......

FORACARE GD20..

FORACARE GD40..

FORACARE GDH....

FORACARE LANCETS........

FORA CONTROL SOLUTION...........

FORADI5G ...

FORA D20.

FORA D40-G3TTEST STRIPS.......

FORA G20.

FORA G30-PREMIUMV1OTEST STRP.....

FORA GD5OTEST STRIPS..

FORA GTEL GLUCOSETEST STRIP.

FORA GTEL KETONETEST STRIP...

FORA GTEL MULTIFUNCTN MONITOR......

FORA KETONE CONTROL SOLUTION........

FORA LANCETS.....

FORA LANCING DEVICE....

FORATEST STRIP...

FORATN'G ADVANCE PRO MONITOR......

FORATN'G ADVAN PROTEST STRIP.........
FORATN'G ADV VOICE KETO STRIP.........

FORATN'GO ADVANCE MULTIFN MTR.....

FORATN'GO ADV MOBILE MULT MTR.....

FORATN'G VOICETEST STRIPS......

FORAV10.

FORAV10-V12-D10-D20 STRIPS

FORAVT0-V12-D10-D20 STRP-LNCT ..oo oo 182
FORAVTD oo 120
FORAV20 .o 120
FORAVZ0A. ..o 120
FORFIVO oo 194
formoterol TUMArate (PErOTOMISE) w........vooceeeeeeeeeeeeeeeeeeeeeeeesseessessssseeeessesseeseeeeeseesesssesssessses 31
FORTAVIT oo 234
FORTEOQ (teriparatide)...... 229
FORTISCARE .o 160
FORTISCARE GTTEST STRIP ...oo e 121
FORTISCARE GLUCOSETEST STRIPS ..o 21
FOSAMAX. 230
FOSAMAX (alendronate SOQIUM) ......oo.veereeeesveeeseenscesscssssseesensssssssssessssssisnene 230
fOSAMPIENAVIE CAICUM ..o 77
FOSAPIEPIANE ..o 139
FOSTOMYCIN s 37
fosinopril . ..95,97
fosinopril/NYdroChIOTOtNIAZIA ... 95
FOSRENOL ..o 134
FOSRENOL (Ianthanum CArDONATE) c..ovvvvvvvvveeeeeeeceeeeeseese e eeessssseeseeeesensssssssssseesseeeeee 134
FOUVAR. oo 05
FRAGMIN 2,500 UNIT/0.2 ML SYR ..o 44
FRAGMIN 5,000 UNIT/0.2 ML SYR .o 44
FRAGMIN 7,500 UNIT/0.3 MLSYR e 44
FRAGMIN 10,000 UNIT/A MEVIAL ..o 44
FRAGMIN 10,000 UNIT/ML SYRINGE .....oceeeceseece e 44
FRAGMIN 12,500 UNIT/0.5 ML SYR o 44
FRAGMIN 15,000 UNIT/0.6 ML SYR ..o 44
FRAGMIN 18,000 UNIT/0.72 ML oo 44
FRAGMIN 95,000 UNIT/3.8 MLVL .o 44
FRAICHE 5000 PREVE ... 132
FREESTYLE CONTROL SOLUTION e 160
FREESTYLE INSULINX .o 1
FREESTYLE INSULINXTEST STRIPS ...occ oo 121
FREESTYLE LANCETS ..o 165, 182
FREESTYLE LIBRE 2 PLUS SENSOR....ccceercescescesecscsceseesensesesseeseesins 160
FREESTYLE LIBRE 2 READER ..o 160
FREESTYLE LIBRE 2 SENSOR ... 160
FREESTYLE LIBRE 3 PLUS SENSOR....occcercecescescscsceseesenses s 160
FREESTYLE LIBRE 3 READER ... 160
FREESTYLE LIBRE 3 SENSOR ..o 160
FREESTYLE LIBRE 14 DAY READER......ccccervcccescesescceseesenses e 160
FREESTYLE LIBRE 14 DAY SENSOR.....ccccoeooeeoeeesoesoesossoessessossses oo 160
FREESTYLE LITETEST STRIP ..o 21
FREESTYLE PRECISION e 174
FREESTYLE PRECISIONNEQ ..o 121
FREESTYLE TEST STRIPS ..o 21
FREESTYLE UNISTIK 2 oo 165, 182
FROVA (froVatriptan SUCCINALE) ...oc.vvvevvrerrevrsenssenserssrsssenssesssesssssssessesssessessnnen 20
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FRUZAQLA ..o 65
FTISOPROPYL ALCOHOL 91%...... 228
FTI1SOPROPYL RUB ALCOHOL 70%......... 228
FUIGI0 s 124
FULEGLO oo 124
FULPHILA - 114
FULVICIN PG 47
FURADANTIN .o 39
FURDSCIX s 126
FUFOSBIMITE ... 126
FUSION PLUS s 135
FUZEON .o 76
FYARRO....oo oo 63
FYCOMPA ..o 110
FYCOMPA 2 MG TABLET (DErampanel) ......ccceooovveeesscveeesscensssceesssseesssissesssissrsssnoe 110
FYCOMPA 4 MG TABLET (DErampanel) .......c..ooccvoveceesceoscvosseeesensssssssesssesssseene 110
FYCOMPA 6 MG TABLET (DErampanel) ......ccceooccvveeessveeesssseessssoeesssseesssssessssseessno 110
FYCOMPA 8 MG TABLET (DErampanel) ......ccccooovveerssveeesscensssceessssensssssessissnssnees 110
FYCOMPA 10 MG TABLET (PErampanel) .........occccooeveesveescvesseeesensscessisessssssssnene 110
FYCOMPA 12 MG TABLET (perampanel) .........ooccccveeeeceeesssveesssseeessseesssssesssseessno 110
FYLNETRA s 114
G

GADAPENTIN....oesoeeeeseeseesssee s 108,110
GABARONE. ... 110
GALAFOLD 228
QRIANTAMINE ..o s 81
QalaNTAMINE €7 8 MQ CAPSUIE....ocvvevreveveeessveeseseesssees s 81
alantamine er 16 MQ CAPSUIR........cevrrvrcrrerrrerersressensersesessnsssessesssessessessnesensne 81
alaNTAMING €7 24 MQ CAPSUIE........oooseoeeeeeeeeeseoeess e 81
GALZIN.... 227
QANIBIIX oo 152
GANIRELIX ..o 152
ganirelix acetate (GANIreliX ACBLALE) ........oovovvvveseeeeersssceessissesssssssssss s 152
GARDASIL ..o 87
GASTROCROM ..o 25
GASTROGRAFIN (diatrizoate meglumine, SOIUM) w....oocccceevsevveeereversseeessissesssisseens 124
GASTROMARK ..ot 124
QAIOXACN. oo s 35
GATTEX e 146
GAVRETO oo 65
GE100 BLOOD GLUCOSETEST STRIP ..o 121
GE100 CONTROL SOLUTION NORMAL ... 160
GE333 BLOOD GLUCOSETEST STRIP....oo oo 121
QEFIEINID (I1558) ...vveroeesseessseee s s 65
QRIATIN oo 89
GELCLAIR.. 224
GELFILV e 129
GELFOAM .o 89
GELFOAM (gelatin Sponge,abSorb/porcine) ......c..cceeveeersorssvrsscrssensssssessensessenes 89

QBMADIOZII .. 104
GEMTESA.. 232
GENOTROPIN .o 151
GENSTRIP .o 121
gentamidin.......... 36,42
QENEAMICIN SUATE ..o 35
GENTEEL VACUUM LANCING DEVICE ..o 160
GENVOYA .o 78
GEODON ..o 203
GILENYA 0.5 MG CAPSULE (iINGONMOA Cl)....vvocvrecesrsrsrsenscssessrssesne 107
GILENYA 0.25 MG CAPSULE ... 107
GILOTRIF e 66
GIMOT Lo 143
GIATITAMET ..o 107
GLEEVEC 100 MG TABLET (imatinib MeSYIATE) .oov.vvvesvvveesvceressisnessessessssnsssssnssnn 66
GLEEVEC 400 MG TABLET (imatinib MeSYIAte)......occccovvrerrcrrsrrsersenserssensersinssins 66
GLEOSTINE ..o 61
glimepiride........... 52
GLIMEPIRIDE ....... 51
glimepiride 1 mq tablet... 51
glimepiride 2 mq tablet... 51
glimepiride 4 mg tablet... 51
glipizide.... ..51,53
GLIPIZIDE 2.5 MG TABLET 57
glipizide 5 mg tablet ....... 51
glipizide 10 mq tablet ... 51
GLOPERBA ... 26
GIUCAgON 1 MQ MEIGENCY K c..vrvvvcrvrrvrersnrenerssnssessersssssessessnsssessensnsssessenns 133
GLUCAGON T MG EMERGENCY KIT....ooo oo 133
GLUCOCARD 0T CONTROL. .o 160
GLUCOCARD 0T SENSOR PLUS v 121
GLUCOCARD EXPRESSION CNTRL SEN oo 160
GLUCOCARD EXPRESSIONTEST STRP ..o 1
GLUCOCARD SHINE CONTROL SOLN oo 160
GLUCOCARD SHINETEST STRIPS ... 21
GLUCOCARD VITAL .o 1
GLUCOCARD VITAL SENSOR.....oo oo 121
GLUCOCOM. ..o 165, 182
GLUCOCOM AUTOLINK ... 160
GLUCOCOM CONTROL SOLUTION oo 160
GLUCOCOM GLUCOSE...... e 21
GLUCOCOM LANCETS .o 165, 182
GLUCO NAVIL .o 121
GLUCOSE CONTROL oo 160
GLUCOSE CONTROL SOLUTION e 160
GLUCOSETEST STRIP ..o 121
GLUCOTROL XL (glipizide)............ 51
GLUMETZA (metformin hdl)........ 50
GLUTOL oo 134
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glyburide.. 51,53
glyburide, micronized..... 51
GLYCATE s 138
GIYCRIOI PRENYIDUIYIALE. .o 138
glycine urologic.... 57
glycine urologic solution . 57
QIYCOPYITOIALE ..o 138
lycopYrTolate 1.5 MG TADIET ..voooooeoeeeeeseeeeeeeeeeessseee s 138
glycopyrrolate 1 mg/5 Ml SoIN (CUVPOSA) wvvovvvevvercsceererecessrsseneserssesesesesenes 138
glycopyrrolate 1 mg tablet (RODINUL......vvvrersvrerersrserscrsnsessersrsessnsnesessnnn 138
glycopyrrolate 2 mg tablet (RODINUIFOTE) w.....vvoveeeeeeeeeeeeeesee s 138
GLYNASE... 57
GLYXAMBI 52
GNP INS SYRO.3 ML 29GXT/2" oo 174
GNP INS SYRINGE TML28G 1/2" s 174
GNP INSULIN SYR TML 3TGXS/T6" s 175
GNP INSUL SYR 0.3 ML 3TGX5/16" e 174
GNP INSUL SYR 0.5 ML BTGXS/16" e 175
GNP ISOPROPYL ALCOHOL 70%.. 228
GNP ISOPROPYL ALCOHOL 91%.. 228
gnp isopropyl alcohol 99%.......... 228
GNP TRUE METRIXTEST STRIP ..o 121
GOCOVRI ..o 73
GOJJI BLOOD GLUCOSETEST STRIP ..o 21
GOJJI BLOOD KETONETEST STRIP ..o 123
GOJJI GLUCOSE CONTROL SOLUTION ..o 160
GOJJI KETONE CONTROL SOLUTION ..o 160
GOJJI LANCET-GLUCOSETEST STRP ..o 183
GOJITLANCETS e 165,183
GOJJILANCING DEVICE . 160
GOJJI MULTI-FUNCTIONAL METER ... 160
GOLYTELY oo 143
GOMEKLL e 63
GONAL s 154
GONITRO <o 92
GRALISE ER 300 MG TABLET (Gabapenting ....c.cceooeervesceseeseescssenseeseescecsne 108
GRALISE ER 450 MG TABLET (GabPNIIN) ..vovvovcvverrvrvrerersirssenssessessensiessnen 108
GRALISE ER 600 MG TABLET (GAbaPeNIin) ....c.cocoeeeececeeecseesocseoeno 108
GRALISE ER 750 MG TABLET (Gabapentin) ....c.coceoeeeeeeseeseeseesceenseeseescecene 108
GRALISE ER 900 MG TABLET (GabPNIIN) ..vovvocvvcrrreerersirenssensessessensiessne 108
QRANISBITON ..o 139
GRANIX e 114
GRASTEK ..o 83
QUISEOTUIVIN .oor s s 47
riSeOTUNIN UM 125 MG A0..oocvoreceoeeeeeseesees e 47
GriseofUlVIN IR 165 MG T8D...o.vvererrrercrsrrercrsesensessesessssssesessnnssessensnesensne 47
qriseofulVin UITra 250 MG TaD.....ccc.oooecoeeeeeceecescoeess e 47
S ISOPROPYL ALCOHOL 70%..... 228
S ISOPROPYL ALCOHOL 70% SPRAY..... 57

GS ISOPROPYL ALCOHOL 91% ... BIL
GUATACOL ..o 212
GUAIFENESIN=CODEINE ....oocc oo 118
guanfacine........... 199,200
GUARDIAN RT CHARGER....oce oo 160
GUARDIANTEST PLUG oo 160
GUARDIANTRANSMITTERTAPE ....oooc oot 167
GVOKE ..o eeeeeeeeeeseeesseesssees e 133
GYNAZOLE ..ot 46
H

HADLIMA . 59
HADLIMA(CF) PUSHTOUCH......... 59
HADLIMA PUSHTOUCH.... 59
HAEGARDA........... 225
halcinonide 0.19 cream (Hal0g) ......c.cccuvvvverssvverssceeesscersssseesssses s 216
DalCNONIAe 0.190 SOIULION w..vvoveeeeeeeees e 216
HALCION (TFIZ0IAM) oo seeseseeess e esssssssessesenseseeessesssessseeeeee 207
NAlODELASOl PIOPIONATE......vvos v 216
HALOG 0.19% CREAM (NGICINONIE) .....oooecoeeeeeeee e 216
HALOG 0.19 OINTMENT ..o 216
HALOG 0.9 SOLUTION...oc oo 216
NAIOPETIAOL.........oe e 205
HARMONY GLUCOSE TEST STRIP ..o 121
HARVONI ...oooeeeeseesssessessseessesssessssss s 79
HEALTHPRO GLUCOSE CONTROL SOLN.....ooseeovececeeescenesesssrssssssssnesssssssnne 161
HEALTHPRO GLUCOSETEST STRIPS ...ooo oo 121
HEALTHWISE ... 170
HEALTHWISE INSULIN SYRINGE ..o 175
T T 170
HEALTHY ACCENTS AUTOLET .o 161
HEALTHY ACCENTS UNILET LANCET oo 165,183
HEMA=COMBISTIX ....osoeeeeeeeeeeeeeseessseesees s e 125
HEMADY ..ot 1571
HEMANGEOL ..o 100
HEMATRON=AF...o oo 135
HEMAX .ot 135
HEMICLOR ..o 127
HEMLIBRA ..o 88
HEMOCYTE-F (ferrous fumarate/folic acid) ..........oooooooccceeereeeeeocceeesecesscceeesesesssceeeeseeses 135
HEMOCYTE PLUS (mv-mins n0.73/iron fum/folic) ... 135
0 88
heparin.... 44,45
HEPARIN ..o 44
heparin 2,000 UNI/2 MIVIAL..ooocooeeeeeeeeeeeceeees oo 44
heparin 5,000 UNTE/MECATPUICT...voovvereecvesereseesseceserssieesserssessessssess s 44
HEPARIN SOD 5,000 UNIT/0.5 ML....coovooocsseessssseessssssesssessssssssss s 45
HEPARIN SOD 5,000 UNIT/ML SYRG c.oocoeeeeeeeees oo 45
HEPLISAV=B....cco oo 87
HETLIOZ LQ e 206
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HETLIOZ (aSIMEIEON) ..o 206
HIBERIX ..o 86
HISTEX-AC .ot 117
hm isopropy! alcohol 70%........... i
hm isopropyl alcohol 91%........... 228
NOMALTOPINE ..o 118,131
HORIZANT ..o 106
HULIO...... 59
HULIO(CF) 20 MG/0.4 ML SYRINGE........ 59
HULIO(CF) 40 MG/0.8 ML SYRINGE....... 59
HULIO(CF) PEN..... 59
HUMALOG 54
HUMALOG TEMPO PEN U-100..... 54
HUMANATRUE METRIXTEST STRIP ..o 121
HUMATE=P ..ooo s s 88
HUMATIN.. 56
HUMATROPE ......coco e e 157
HUMIRA ... 59
HUMIRA(CF) 10 MG/0.1 ML SYRING...... 59
HUMIRA(CF) 20 MG/0.2 ML SYRING ...... 59
HUMIRA(CF) 40 MG/0.4 ML SYRING....... 59
HUMIRA(CF) PEN 40 MG/0.4 ML 59
HUMIRA(CF) PEN 80 MG/0.8 ML 59
HUMIRA(CF) PEN CROHN'S-UC-HS....... 59
HUMIRA PEN........ 59
HUMULIN. 55
HUMULIN 70-30.. 54
HUMULIN 70/30 KWIKPEN ......... 54
HUMULINN.......... 54
HUMULIN N KWIKPEN...... 54
HUMULINR........ 54
(O S 64
HYCODAN 5 MG-T.5 MG/S ML CUP ...ooee e 118
HYCODAN 5 MG-1.5 MG/5 ML SOLN (hydrocodone bit/homatrop me=-br)...........cccc..e... 118
HYCODAN 5 MG-1.5 MG TABLET (hydrocodone bit/homatrop me-br).........cc.cccoeccvrrcee 18
DYATAIAZING. ... 9
HYDREA. .o 61
hydrochlorothiazide......... ..95,96,97,99, 100, 126, 127
NYATOCOONE 1. 117,118
hydrocodone/acetamiNOPREN.........ccevcercrsrrrersersnsenserssrensnsessessnssessessnsens 22
HYDROCODONE-ACETAMINOPHEN.......cccoccoeeeeeeeeseees e 2
hydrocodone/acetaminophen (LOTtab) ..........ccuuvveevrrcceversocensscersscsesssssesssssnesn 22
NYArOCOAONE DIATTATE ..o 23
hydrocodone-homatropine 5-1.5 (HYCodan) ... 18
hydrocodone/IDUPTOEN........cc.coocrecceeree s 2
hydrocort buty 0.1% lipo cream (Locoid LIPOCTEAM) .....oovcveeeveceeecreesorn 216
NYAIOCOTHISONE ...vve e 128, 146, 147,150, 151, 216, 217

DYArOCOMISONE ACELATE ..o 216
Nydrocortisone (Ala=SCAID) ...eooc.vvveeecveeeesceeessseeesseeessss s 216
NYArocortisone (ANUSOI-HC) ...o...eveeeeceeeesceeescess s 216
hydrocortisone BULY 0.196 CEAM.......c.ccevverrsvrserserserserssensessenserssssseesessens 216
hydrocortisone BULYT 0.196 10TN...c.vveevveverrcrrvrrsnrrserserserssssssrsssesssessssssssresnessnenss 216
hydrocortisone DULYT 0.190 0INT.....ovevveeeeseeeeeseeesssceresssssssssses s 216
hydrocortisone BULYT 0.196 SOIM....c.covveeerreerrsrrsersirsersrssessessessenssissseesessins 216
hydrocortisone/pramoxine.......... 142,146, 217
hydrocortisone/pramoxine (ANaIPram HE).....oocoeevoevcrovcscissrescessersscnserssenne 142
DYATOCOTTISONE VAIETALE ..o 216
NYATOGEN PETOXIAE ......ooceoeesseeeeessseessssess s 209
NYAROMOTPRONE NC ..o 23
hydroxychloroquine......... 57
hydroxychloroquine sulfate......... 57
NYATOXYUTEA oo 61
DYATOXYZIN ..o 49
HYFTOR ..o 156
HYMPAVZL ..o 88
DYOSCYAMINE ... 140, 141
HYPER ..... 226
HYPOLANCE ... 161
HYRIMOZ(CF) 10 MG/0.1 ML SYRNG...... 59
HYRIMOZ(CF) 20 MG/0.2 ML SYRNG..... 59
HYRIMOZ(CF) 40 MG/0.4 ML SYRNG....ooceeeceeseesnseeseseesees s 60
HYRIMOZ(CF) PEDI CROHN 80-A0MG.....ococovvcocreeencvseeesssseesessssessissneenins 60
HYRIMOZ(CF) PEDI CROHN B0 MG ..o 60
HYRIMOZ(CF) PEN 40 MG/0A ML ..o 60
HYRIMOZ(CF) PEN 80 MG/0.8 ML ..o 60
HYRIMOZ(CF) PEN CROHN-UC START ..o 60
HYRIMOZ(CF) PEN PSORIASIS ..o 60
HYSINGLA ER (hydrocodone Dtartrate)..........eweeeersmveersersnnensnssessersnsenscssnnnens 23
HYZABR e %
|

ibandronate.......... 229
ibandronate sodium........ 230
IBRANCE 75 MG CAPSULE ..o 66
IBRANCE 75 MG TABLET ..o 66
IBRANCE 100 MG CAPSULE ....ooc e 66
[BRANCE 100 MG TABLET ... 66
[BRANCE 125 MG CAPSULE ..o 66
IBRANCE 125 MGTABLET ..o 66
IBSRELA ..o 143
IBTROZI ..o 66
ibuprofen.. 22,28
icatibant... 222
icatibant acetate (Firazyr) 222
ICLUSIG e 66
TCOSAPEINT oo 137
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IDACIO(CF) PEN CROHN'S=UC(BPK) ..oo oo 60
IDACIO(CF) PEN PSORIASIS (APK) .voreeeeeeeceeess e 60
IDHIFA s 69
IFE-BIMIX . 223
IGLUCOSETEST STRIP...oo s 121
[HEALTH CONTROL SOLN LEVEL 2 .o 161
IHEALTH GLUCOSETEST STRIP ... 121
ILARS....... 230
ILEVRO. ..o 128
ILUMYA e 209
imatinib mesylate 100 M tab (GIEEVEC) ......ovvveveeeeecoeeeeeeeseee e 66
imatinib mesylate 400 M tab (GIEEVEC) ......ovovrvveerreveescessse s 66
IMBRUVICA 70 MG CAPSULE ....ooooessesscsessessssssnsssessssssssss s 66
IMBRUVICA 70 MG/ML SUSPENSION .....oooceeeeeseessseee e 66
IMBRUVICA T40 MG CAPSULE .....cooooeseeeesssesssees s 06
IMBRUVICA TA0 MG TABLET ..o 66
IMBRUVICA 280 MGTABLET ... 66
IMBRUVICA 420 MGTABLET....occc oo 06
IMCIVREE. ..o Al
IMIPIAMING oo 199
IMIPTAMINE DTl s 199
IMIQUIMOX .o 212
imiquimod 3.75% cream puMP (ZYClara) ....cococcoooeerseescesseeescersseeesensseessenne 212
IMITREX 4 MG/0.5 ML CARTRIDGES (SUmatriptan SUCCNATe) .......coccveecvvvvrsscvvrerssnverssne 20
IMITREX 4 MG/0.5 ML PEN INJECT (SUmatriptan SUCCINGTE) w...oo..eovovveesvvererecererenee 20
IMITREX 6 MG/0.5 ML CARTRIDGES (sumatriptan sUcCinate) ............oceceeeecioveessverssne 20
IMITREX 6 MG/0.5 ML PEN INJECT (SUMatriptan SUCCNGTE) ....oovrevvvvvesveeeersveeessiserenn 20
IMITREX 25 MG TABLET (SUMAtIPEan SUCCINGLE) ..oo.vvvoveveeeeeveesenersss e 20
IMITREX 50 MG TABLET (SUMatriptan SUCCINALE) ......oooccvveeevveeeescseessoveesssssessssessno 20
IMITREX 100 MG TABLET (SUMaTiptan SUCCINALE) ....voocvvvvervvveeevesrssceessssssesssssnsssnn 20
IMKELDL .o 06
IMPAVIDO. 57
IMPEKLO ..o 216
IMPOYZ oo 216
IMULDOSA oo 154
IMURAN oo 156
IMVEXXY .o 153
INBRUA .ot 73
INCONTROL oo 170
INCONTROL ALCOHOL PADS oo 208,212
INCONTROL LANCING DEVICE......ooos oo 161
INCONTROL SUPERTHIN LANCETS .o 165,183
INCONTROL ULTRATHIN LANCETS ..o 165,183
INCRELEX ..o 152
INCRUSE ELLIPTA oo 30
INAPAMIAR ... 127
INDERAL ..o 100
INDICLOR ..o s 124

INDOCIN (INAOMETNACIN) ..o 28
INAOMETNACN......ooo e 28
INDOMETHACIN 20 MG CAPSULE ..o 28
indomethacin 25 mMg/5 M1 SUSP (INAOCIN) ..o 28
iNAOMENACN 25 MQ CAPSUIE......ovvereeeseeseeeees e 28
indOmethacin 50 MQ CAPSUIE.......vovoevveerreceesceens s 28
indomethacin 50 Mg SUPPOSIEOTY (INAOCIN....oc.vevvrrcrrreersrcrrsecrercnsinen 28
INFANRIX ..o 87
INFASURF . 222
INFINITY CONTROL SOLUTION ..o 161
INFINITY TEST STRIPS .o 21
INFINITY VOICE CONTROL SOLN. . 161
INFINITY VOICETEST STRIP ..o 121
INFLECTRA. e 60
INFLIXIMAB ... 60
INGREZZA ..o 106
INGREZZA SPRINKLE ... 106
INJECT EASE LANCETS .o 165,183
INLYTA oo 66
INNOPRAN. ... 100
INOVA e 213
INPEFA..... 223
INPEN (FOR HUMALOG) ..o 161
INPEN (FOR NOVOLOG OR FIASP) ..o 161
INQOVI...ooeeeeeeeeeeoessessessossoessessses oo 61
INREBIC....oo e 66
INSPRA (BPITENONE) ...ovos v 126
INSTACLEAN.......... 228
INSULECAP s 161
INSULEEZE ..o 161
INSULIN e oo 50,51,53,55,152,170
INSULIN T/2 ML SYRINGE .o 175
INSULIN T ML SYRINGE......oceeseesesseesensess e 175
INSULIN 3/T0 ML SYRINGE.....oceoeeseesesesossoessessosses s 175
INSULIN ASPART PROT MIX 70-30.......... 55
INSULIN DEGLUDEC 55
INSULIN DEGLUDEC PEN (U-100) 55
INSULIN DEGLUDEC PEN (U-200) 55
INSULIN GLARGINE .......... 55
INSULIN GLARGINE SOLOSTAR U100....... 55
INSULIN GLARGINE SOLOSTAR U300....... 55
INSULIN GLARGINE-YFGN 55
INSULIN SYR 0.3 ML30GXS5/ 16" ..o 175
INSULIN SYR 0.3ML 3TGXT/A(T/2) oo 175
INSULIN SYR 0.5 ML 28G T2.7MM ..o 175
INSULIN SYRIN 0.3 ML 29GXT1/2" ..o 175
INSULIN SYRIN 0.3 ML 30GXT/2" oo 175
INSULIN SYRIN 0.3 ML 30GX5/16" .o 175
INSULIN SYRIN 0.3 ML 3TGX5/16" .o 175
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INSULIN SYRIN 0.5 ML 28G /2" .o 175
INSULIN SYRIN 0.5 ML 28GX1/2" ..o 175
INSULIN SYRIN 0.5 ML 29GX1/2" .o 175
INSULIN SYRIN 0.5 ML 30G /2" e 175
INSULIN SYRIN 0.5 ML 30G 5/16" ..o 175
INSULIN SYRIN 0.5 ML 30GX1/2" oo 175
INSULIN SYRIN 0.5 ML 30GX5/16" ..o 175
INSULIN SYRIN 0.5 ML 3TG 5/16" ..o 175
INSULIN SYRIN 0.5 ML 3TGX5/16" ..o 175
INSULIN SYRIN T ML 29GXT/2" .o 175
INSULIN SYRING 0.5 ML 27G 1/2" oo 175
INSULIN SYRING 0.5 ML 27G T3MM..cocoeee s 175
INSULIN SYRING 0.5 ML 28G 1/2" oo 175
INSULIN SYRING 0.5 ML 29G 1/2" oo 175
INSULIN SYRING 0.5 ML 29GXT/2" ..o 175
INSULIN SYRINGE 0.3 ML oo 175
INSULIN SYRINGE 0.3 ML 3TGX/4 oo 175
INSULIN SYRINGE 0.5 ML 3TGX /4o 175
INSULIN SYRINGE T ML 175
INSULIN SYRINGE T ML 27G 1/2" oo 175
INSULIN SYRINGE T ML 27G T3MM ..o 175
INSULIN SYRINGE T ML 27G TOMM ..o 176
INSULIN SYRINGE T ML 27GXT/2" oo 176
INSULIN SYRINGE T ML 28G 1/2" oo 176
INSULIN SYRINGE TML 28G 12.7MM ..o 176
INSULIN SYRINGE T ML 28G T3MM ..ooc oo 176
INSULIN SYRINGE T ML 28GXT/2" ..o 176
INSULIN SYRINGE T ML 29G 1/2" 1o 176
INSULIN SYRINGE T ML 29GXT/2" .o 176
INSULIN SYRINGE TML30G 1/2" oo 176
INSULIN SYRINGE T ML30G 5/T6" ..o 176
INSULIN SYRINGE T ML30GXT/2" oo 176
INSULIN SYRINGE T ML30GX5/T6" ..o 176
INSULIN SYRINGE T ML 3TG 5/T6" oo 176
INSULIN SYRINGE T ML 3TGXT/A" ..o 176
INSULIN SYRINGE T ML 3TGX5/T6" ..o 176
INSULIN SYRINGE U500 ..o 176
INSUPEN ..o 170
INTEGRA F (iron fum, ps/folic aQid/VIEC/D3) .oovvvveeeeee e 135
INTEGRANEEDLE .....ooo e 170
INTEGRA PLUS (iron fum, ps/folic/DComp,c N0.9) ..ovvvceeeseceeeeceeseessseessees 135
INTEGRA PRECISIONGLIDE NEEDLE ..o 170
INTELENCE. ..o 76
INTELENCE (BTFQVIFING) weovvvooeeeeeeeeeeeeeeeeeeeeeeeceeeeensesssssesses s esessssssssessesessssesessesssesseeeeeees 76
INTRAROSA .o s 147
INTUNIV .o 200
INVACARE LANCETS oo e 165,183
INVEGA ..ot 203
INVELTYS oot 129

26l

INVOKAMET ......... 53
INVOKANA ........ 53
INZIRQD s 127
TOTINE oo e 135,218
TODOFLEX e 218
JODOSORB ..o 218
JOPIDINE ..o 130
IPOL e 84
IPTALIOPIUM o 127
ipratropiUM/AIDULETON SUIALE ....ocevrrcr s 31
IPALIOPIUM DIOMIE w...vooovoeeoeesseseesessees s 30
IQIRVO..... 224
irbesartan. ..96,98
irbesartan/hydrochlorOtNIAZIAR ... %
IRESSA (GEAIINID) ..o 66
10N ASPQIY/C/DT2/fa/Ca-TN/SUC ..o 136
10N aSPGIY,PS/C/DT2/MA/CA/SUC ... 136
0N bg,PS/VILC/DT2/fA/CAICUM ..o 136
iron/c/folic acd/mV EMDTT/QAIC .o 136
iron/folic ACiA/DT12/C/OCUSLE ....ovvvoe oo 136
IrON/fOlIC AIA/C/DO/DT2/ZINC e 136
iron/folic aC/VIt DCOMP,C/MIN oo 136
iron fUm,ag/c/b12/f0IC/QA/SUC v 136
iron fumarate/Vit C/VIEDT 2/ oo 136
iron fum, ps/folic adid/VItc/b3 (INTEGIA F) ..ccvvcveeverrrrrccrrssesenins 136
iron fum,ps/folic/bcomp,c N0.9 (INEGIA PIUS) w.....ooveeoeesceeeees e 136
iron ps COMPIEX/DT2/fOlIC AT ..o 136
IROSPAN .o 136
ISENTRESS oo 77
TSOMUTANE .o 25
ISOMIAZIC ..o 37
ISOPROPANOL..... 228
isopropyl 70% alcohol..... 228
isopropyl alcohol.. 228
isopropy! alcohol 70%.... 229
ISOPROPYL ALCOHOL 70%......... 229
ISOPROPYL ALCOHOL 70% SPRAY.......... 57
isopropy! alcohol 919%.... 229
isopropyl alcohol 99%..... 229
isopropy! rubbing alcohol 70%... 229
ISOPROPYL RUBBING ALCOHOL 70%..... 229
ISOPROPYL RUBBING ALCOHOL 91%.... 229
ISORDIL ..o 92
isosorbide. ..92,93
isosorbide dinit/hydralazing (Bidil)............cccccosveerssieeesscensseesssseess s 101
ISOTIETINONN .o 210
ISOXSUDIING oo 101
ISTAAIDINE. ..o 91
ISTALOL 1. 130
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ISTURISA T MGTABLET...

ISTURISA 5 MG TABLET....

[TOVEBI.....

itraconazole..........

ivabradine

jvermectin

ivermectin 1% cream (Soolantra)...........

ivermectin 3 mq tablet (Stromectol)......

ivermectin 6 mq tablet....

[WILFIN.....

[YUZEH.....

J
JADENU....

JAKAFI.....

JALYN (dutasteride/tamsulosin hdl) .......

JANSSEN COVID-19 VACCINE (EUA).......

JANUMET.

JANUVIA...

JARDIANCE..........

JATENZO....

javygtor 100 mg powder packet (Kuvan..........

javygtor 100 mg tablet (Kuvan)..
javygtor 500 mg powder packet (Kuvan..........

JAYPIRCA 50 MGTABLET .

JAYPIRCA 100 MGTABLET ..........

JENTADUETO.........

Jvi
JOENJA....

JORNAY PM..........

JOURNAVX

JUBLIA.....

JULUCA....

JUSTRIGHT 5000.

JUXTAPID 5 MG CAPSULE

JUXTAPID 10 MG CAPSULE

JUXTAPID 20 MG CAPSULE

JUXTAPID 30 MG CAPSULE

JYLAMVO

JYNARQUE

JYNNEOS ..

JYNNEOS (NATIONAL STOCKPILE)..........

K
KALBITOR.

KALETRA ..

KALETRA (lopinavir/ritonavir).....

KALYDECO

KALYDECO 13.4 MG GRANULES PKT ......

KAPSPARGO..........

KAPVAY .o 200
KARBINAL.....ooc oo 49
KATERZIA ... 91
KAZANO ... 52
KENALOG (triamcinolone ACETONIAR) ....vvvvvvvveeeeeceeeeeeseeee e eeeeeeesseesesemsensessssessssssseeeeee 216
KEPPRA ...t 110
KEPPRA XR (I€VEHIACEIAM) ..vooeeeeeeeeeeeeseeesseee s 110
KERENDIA ..ot 126
KESIMPTA ..o 107
ketoconazole....... .46, 48
KETO-DIASTIXREAGENT ... 125
KETONE CARETEST STRIP ... oo 125
KETONETEST STRIP ..o 125
KEtOPIOfEN 25 MQ CAPSUIE ....voooovveereveeesscseesssoees s 28
ketoprofen 50 MQ CAPSUIE ......c.voceeeecceeseeeseeseess e 28
Ketoprofen 75 MQ CAPSUIE ....ooc.vvoeceereeeceecessenssessssss s 28
ketoprofen er 200 MQ QAPSUIB.........ovocevveeecereeseceeess oo 28
KETOTOIAC. e eeseeeeeeesseseeeeessesssess e s s ssssssssesesenenee 21,128,129
KETOSTIX REAGENT ..o 125
KEVEYIS (dichlorphenamide)...... 225
KEVZARA ..ot 155
KHINDIVE ...t 1571
KINERET ...t 26
KINRAY INS SYR T ML 3TGXS/T6" ... 176
KINRAY SYRING 0.3 ML 3TGXS/T6" oo 176
KINRAY SYRING 0.5 ML 3TGX5/T6" ..o 176
KINRIX ..o 87
KIRSTY..... 55
KIRSTY PEN.......... 55
KISQALI..... .64, 66
KITABIS ..o 36
KLARON .ot 210
KLISYRI oo s 70
KLONOPIN.....oo e 108
KIOXXQA0.....vver s 45
KMARTVALU PLUS SYR T/2 ML 176
(0 SO 88
KOGENATE FS .ot 88
KOMBIGLYZE XR 2.5-1,000 MG TAB (saxagliptin hcl/metformin hcl) .....cccocvvvvvvovecer 52
KOMBIGLYZE XR 5-1,000 MG TAB (saxagliptin hcl/metformin hcl) ..o 52
KOMBIGLYZE XR 5-500 MG TABLET (saxagliptin hcl/metformin Rcl) ......c..occocccveevcveeeee 52
KONVOMEP ... 145
KORLYM (mifepristone) .. 53
(O 63
KOSELUGO 5 MG SPRINKLE CAPSULE .......ocoeeeeeoeesess oo 63
KOSELUGO 7.5 MG SPRINKLE CAP....ooo oo 63
KOSHER PRENATAL PLUS TRON <...oocceeeeeeeeeees e 190
KOVALTRY ..o s 88
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K-PHOS...oe e 137
KRAZATI. .o 63
KRINTAFEL 57
KRISTALOSE ..o 143
KROGER INS SYR 0.3 ML 30GX5/16 e 176
KROGER INS SYR 0.5 ML 29GXT/2" ..o 176
KROGERINS SYR T ML 29GXT/2" e 176
KROGER INS SYR TML 3TGXS/T6" .o 176
KROGER SYR 0.5 ML 30GXS/T6" ..o 176
KROGER SYRING 0.3 ML 3TGXS/T6" .o 176
KROINS SYR 0.3 ML 29GXT/2" ..o 176
KRO INS SYRIN 0.5 ML3TGXS/T60" ..o 176
KRO INSULIN SYR TML30GX5/16" oo 176
kro isopropyl alcohol 91%........... 229
KUVAN...... 228
KYLEENA .o 117
KYZATREX 100 MG CAPSULE ..o 147
KYZATREX 150 MG CAPSULE ..o 147
KYZATREX 200 MG CAPSULE ..o 147
L

[abetalol NCl 100 MG TADIET ..vvvovvveeeeeeseeeeees s 95
[abetalol Nel 200 MG TADIET ....c.oooee s 95
[abetalol NCl 300 MG TADIEL ..vvoovoeeeeeeeeeeeees e 95
LABETALOL HCL 400 MG TABLET ..o 95
LABSTIX REAGENT.....ooceeenenssesssssssss s 125
14COSAMIAE (VIMPAL) .vvvrveesoeeeeeeessseessssess s 110
LACRISERT ..o 128
QCEUIOSE .o 138,143
1actulose 10 gM/T5 MISOIN CUD oo 143
[actul05e 10 M/ 15 MISOIUTION ..o 143
[ACEUI0S8 10/ GM PACKET ..o 143
1actul0se 20 gM/30 M1 SOIN CUD oo 143
1actul05e 20 gM/30 MU SOIUTION...oocevrvrereereresreseessereseese e 143
LAGEVRIO (BUA) .o 78
LAMICTAL e 110
LAMICTAL (BLUE) (AMOETIGING) w.vvvvrvvveeevceeesceessssseessssssnssssssnssssssss s 110
LAMICTAL (GREEN) (IAMOTHIGING) ..vvrvvvervcrrivrserserssenserssensensessensssssessessenss 110
LAMICTAL ODT (BLUE) (IaMOTTIGING) ....vvosoooeesoeeessecesscssesssseesssssesssssessseessn 110
LAMICTAL ODT (GREEN) (aMOLTIGINE) ..o 110
LAMICTAL ODT (AMOTHIGING) +rvvrvvrvvrsersersivssensersessesssesssessessesssissseesessenss 110
LAMICTAL ODT (ORANGE) (I3MOTHIGINE) wvrovvveeeveeeeeeesseessseeessseeessssessseess 110
LAMICTAL (ORANGE) (IaMOEHGINE) ..o 110
LAMICTAL XR (BLUE) oo 110
LAMICTAL XR (GREEN) ... 110
LAMICTAL XR (MOITIGING) vvvrrvvvvevvevesvceeessscsessssenessssssssssssssssssssss s 110
LAMICTAL XR (ORANGE) ..o 110
JAMIVUGINE oo s esesessssseneene e 75,76, 80
lamivudine 300 Mg/30mI SOI CUP (EPIVID) e 76

[aMIVUAING/ZIOVUTING ..o 75
[AMOTTIGINE .o 110,111
LAMPIT..... 57
JANCETS ..o 165,183
LANCETS oo 163, 164, 165, 183
LANCING DEVICE ... .o 161
LANCING SYSTEM ..o 161
LANOXIN e 92
lanreotide 120 MG/0.5 MISYMG.oovvvrevrrrirrsiernsiressressessesesess s 153
LANREQTIDE 120 MG/0.5 MLSYRNG ...oooeeeceeseesessenessssseessssisens 153
[ANSOPIAZOIE.......o oo 140, 145
1anSOPrazole dr 15 MQ CAPSUIE w...vvvveeceeeeceeseesseeessssssss s 145
JANENANUM c.ooceeeee e 134
LANTUS.... 55
LANZO ..ot 161
JAPALINID .....oe oo 66
LASIX et e 126
LASIXONYU 80 MG/2.67 MLKIT ..o 126
LASIXONYU REUSABLE UNIT .o 186
[AEANOPIOST .o 130, 131
LATUDA .ot s 203
LAZANDA ...coooeseesssee s 23
T 66
LEADERINS SYR 0.3 ML 29GXT/2" ..o 176
LEADERINS SYR 0.5 ML 28GXT/2" ..o 176
LEADERINS SYR 0.5 ML 29GX1/2" ..o 176
LEADERINS SYR 0.5 ML30GXT/2" oo 176
LEADERINS SYR 1ML 28GXT/2" .o 177
LEADERINS SYR TML29GXT/2" oo 177
LEADERINS SYR TML30GXS/T6" ..o 177
LEADERINS SYR T ML 3TGXS/T6" ..ot 177
LEADER INSULIN SYRINGE 0.3 ML 177
LEADER SYRING 0.3 ML3TGX5/T6" ..o 177
LEADER SYRING 0.5 ML 3TGXS/T6" .o 177
L 79
JETIUNOMIGE......oe oot 26
JNATAOMIE.......oo oo 64
LENVIMA et 66
LEQEMBL......oooeeeeeeeessesseesssessssessses s 105
LEQSELVE .o 231
LESCOL oot 103
LETAIRIS oo 94
BTTOZOME.....ooeesee s 62
leucovorin 223
LEUKERAN ..o 61
LEUKINE ..o 114
JUPTONIAE ...oe s 04
LEUPROLIDE ..o 64
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levalbuterol hl ....

LEVALBUTEROL TARTRATE HFA....

LEVAMLODIPINE MALEATE .........

LEVBID (hyoscyamine sulfate) ....

LEVEMIR...

levetiracetam.......

levetiracetam 1,000mg/10ml cup (Keppra).......

levetiracetam 1,000 mg tablet (Keppra)

levetiracetam 100 Mg/mI SOIN (KEPPFA) coo.vcevvrvveerscerescensscesses s

levetiracetam 250 mq tablet (Keppra)....

LEVETIRACETAM 250 MGTAB SUSP.......

levetiracetam 500 mg/5 ml cup .
levetiracetam 500 mg/5 ml soln.

levetiracetam 500 mq tablet (Keppra)....

levetiracetam 750 mg tablet (Keppra)....
levobunolol..........

levocarnitine ........

levocetirizine dihydrochloride......
levofloxacin..........

levonorgest/eth.estradiol/iron...

levonorgestrel/ethin.estradiol.....
levorphanol tartrate.........

LEVOTHYROXINE 13 MCG CAPSULE........

LEVOTHYROXINE 25 MCG CAPSULE.........

levothyroxine 25 mcg tablet (Synthroid)

LEVOTHYROXINE 50 MCG CAPSULE........

levothyroxine 50 mcg tablet (Synthroid)

LEVOTHYROXINE 75 MCG CAPSULE.........

levothyroxine 75 mcg tablet (Synthroid)

LEVOTHYROXINE 88 MCG CAPSULE.........

levothyroxine 88 mcg tablet (Synthroid)
LEVOTHYROXINE 100 MCG CAPSULE.......

levothyroxine 100 mcg tablet (Synthroid)..........

LEVOTHYROXINE 112 MCG CAPSULE.......

levothyroxine 112 mcg tablet (Synthroid).........

LEVOTHYROXINE 125 MCG CAPSULE.......

levothyroxine 125 mcg tablet (Synthroid)..........
LEVOTHYROXINE 137 MCG CAPSULE.......

levothyroxine 137 mcg tablet (Synthroid)..........

LEVOTHYROXINE 150 MCG CAPSULE.......

levothyroxine 150 mcg tablet (Synthroid).........

LEVOTHYROXINE 175 MCG CAPSULE.......

levothyroxine 175 mcg tablet (Synthroid)..........
LEVOTHYROXINE 200 MCG CAPSULE.......

levothyroxine 200 mcg tablet (Synthroid)..........

levothyroxine 300 mcg tablet (Synthroid)..........
levothyroxine sodium (Synthroid)...........

LEVSIN (hyoscyamine sulfate) ....

LEVSIN-SL (hyoscyamine sulfate)...........
LEVULAN..

LEXAPRO ....ooc e 196
LIALDA .o 142
LIBERVANT . 108
LIBRAX (chlordiazepoxide/clidinium D) ........coccocceerecicrerscecssecesscesssesessissnne 138
LIBTAYO s 69
LICART oo 209
[IAOCAINE e essesesses s ssssssseeeeenensn 25,146, 217
LIDOCAINE ... 146
[IdOCINE 596 ONIMENT....oceereveeeeceeses e 25
[IAOCAINE Nl 25
[IdOCAINE NCI/GIYCRIN v 123
[IAOCAINE (LIAOCAN T1) oo eesessee e sesssessesesseeses s esseseseseeeeesees 25
[IdOCAINe (LIAORIM) oo 25
LIDOCAN. .o 25
LIDODERM ..o 25
LIFESHIELD BLUNT CANNULA......oco oo 170
LIKMEZ e 37
LILETTA s 117
linagliptin/metformin hcl 52
[INGANE e 72
TINEZONIC.. s 39
LINZESS oo 143
liothyronine......... 220
liothyronine sodium (Cytomel) ... 221
LIPTTOR .o 103
LIPOFEN ..o 104
LIQUID o 124
liraglutide 2-pak 18 mg/3 ml (Victoza 2-Pak)

liraglutide 2-pak 18 mg/3 ml (Victoza 3-Pak)... 50
liraglutide 3-pak 18 mg/3 ml (Victoza 2-Pak)... 50
liraglutide 3-pak 18 mg/3 ml (Victoza 3-Pak)

liraglutide 5-pak 18 mg/3 ml (Saxenda)

liraglutide 18 mg/3 Ml PeN (SAXENAA) ....oooeveroverrecrrereseeeeseee s 71
lisdexamfetamine 10 MQ CAPSUIE (VYVANSE) ..vc.vevvvervrrerrrseescescnsssesscesensins 199
lisdexamfetamine 10 Mg th CNEW (VYVANSE)........oooccerivvesveeecescreseescrseessenn 199
lisdexamfetamine 20 Mg CapSUle (VYVANSE) ....cc..vevvevvveeseeceesessceessscseesssssesssissessn 199
lisdexamfetamine 20 Mg th CEW (VYVANSE)......cvevrrvrcersrrcrsersnrscrsnsessssssessnns 199
lisdexamfetamine 30 Mg apSUlE (VYVANS) ...c..ovrvverveeseeseresencesscr e 199
lisdexamfetamine 30 M th CNEW (VYVANSE).......ovvrocvveeesceeeecceresseeesssessssesn 199
lisdexamfetamine 40 Mg CAPSUIE (VYVANSE) ..vc.vovverveverirseescescnsnsesscescnsins 199
lisdexamfetamine 40 Mg th CNEW (VYVANSE)........ooovorsveescerescescreseescreseessenn 199
lisdexamfetamine 50 Mg CaPSUlE (VYVANSE) ...ocvvvervcoveeeseceesesceesssseessssessssesn 199
lisdexamfetamine 50 Mg th CEW (VYVANSE)....c.cvevrrvrersrrcrensnrsersrsessenssssessnen 199
lisdexamfetamine 60 Mg CaPSUIE (VYVANS) .....ooreveroeeeserereeneescrseessenne 199
lisdexamfetamine 60 Mg th CNEW (VYVANSE)........ovvrovvverrececeececssseeesssessseess 199
lisdexamfetamine 70 Mg CAPSUIE (VYVANSE) ..vc.veovvvrverericvscesecscnsnsesscesensins 199
FISINOPII] ..o 95,97,98
[iSinOprl/NYArOCRIONOTNIAZIA .....oc e 95
[ISSAMINE ...oee e 124
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LITEARE ..

LITETOUCH..........
LITETOUCH............

LITETOUCH 28G LANCETS

LITETOUCH 30G LANCETS

LITETOUCH 33G LANCETS

LITETOUCH INSULIN 0.5 ML SYR.

LITETOUCH INSULIN T ML SYR....

LITETOUCH INSULIN SYR 0.3 ML.

LITETOUCH INSULIN SYR 0.5 ML.

LITETOUCH INSULIN SYR 1 ML....

LITETOUCH INSULIN SYRINGE......

LITETOUCH LANCING PEN...........

LITETOUCH PEN NEEDLE 296.......

LITETOUCH PEN NEEDLE 31G......

LITFULO ...

[ithium.....

LITHOBID...

LITHOSTAT

LIVALO.......

LIVDELZI...

Livmarli ...

LIVIENCITY .........

I-norgest/e.estradiol-e.estrad.....

LOCOID LIPOCREAM (hydrocortisone butyrate/emoll)...

LODINE.....

L0D0CO....

LODOSYN..

LOESTRIN..
LOESTRIN FE (norethindrone-e.estradiol-iron)...

LOESTRIN (norethindrone ac/eth estradiol)........

lofexidine .

LOKELMA..

LO LOESTRIN FE...

LOMAIRA..

LOMOTIL...

lomustine.

LONSURF..

lopinavir/ritonavir

lopinavir/ritonavir (Kaletra) ........

LOPRESSOR

LOPROX.....

LOPROX 0.77% TOPICAL SUSP (ciclopirox olamine).......

lorazepam

LORBRENA 25 MGTABLET ..........

LORBRENA 100 MGTABLET.......

LOREEV.....

LORTAB (hydrocodone/acetaminophen)

LORZONE ..
losartan....

losartan/hydrochlorothiazide......

LOTEMAX 0.5% EYE DROPS (loteprednol etabonate).....
LOTEMAX 0.5% EYE OINTMENT...

LOTEMAX 0.5% OPHTHALMIC GEL (loteprednol etabonate)

LOTEMAX SM......

LOTENSIN..

loteprednol etabonate (Alrex)....

loteprednol etabonate (Lotemax)...........

LOTREL......

LOTRONEX

lovastatin..

LOVAZA (omega-3 acid ethyl esters).......

LOVENOX..

loxapine....

lubiprostone........

LUCEMYRA..........

LULICONAZOLE.....

LUMAKRAS 120 MGTABLET ...

LUMAKRAS 240 MG TABLET.........

LUMAKRAS 320 MG TABLET.........

LUMIGAN..

LUMRYZ....

LUMRYZ STARTER PACK...

LUNESTA...

LUPKYNIS.

LUPRON...
LUPRON DEPOT 3.75 MGKIT.......

LUPRON DEPOT-4 MONTHKIT....

LUPRON DEPOT 7.5 MGKIT ........

LUPRON DEPOT 11.25 MG 3MOKIT ........

LUPRON DEPOT 22.5 MG 3MOKIT .........

LUPRON DEPOT 45 MG 6MOKIT..

lurasidone hcl 20 mg tablet (Latuda) .....

lurasidone hel 40 mq tablet (Latuda) .....

lurasidone hcl 80 mg tablet (Latuda) .....

(

(
lurasidone hcl 60 mg tablet (Latuda) .....

(

t

lurasidone hel 120 mg tablet (Latuda) ...

LYBALVI.....

LYNPARZA

LYRICA (R (pregabalin) ...

LYRICA (pregabalin)........

LYSODREN

LYTGOBI 12 MG DOSE (3X 4MGTB)........

LYTGOBI 16 MG DOSE (4X 4MGTB)........
LYTGOBI 20 MG DOSE (5X 4MGTB)........
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LYUMJEV .. 55 medroxyprogesterone 10 Mg tab (PTOVEa) ........ccuuvvvvererrorrsvrscrserserssesseesensins 153
LYUMJEVTEMPO PEN U-100....... 55 MEDTRONIC REMOTE CONTROL. ..o 161
LYVISPAH s 189 MEFENAMIC AT .. 21
M mefloquine 57
MACROBID .ococ e 39 MEQESTOl 20 MG TADIET.......oooooveeeeeeeeeeeseeee s 70
MACUVEX. 233 MEQeSTTOl 40 MG TADIET.......ovooooveeeeceececeese s 70
MACUZIN ... 233 MEQeStrol 400 MG/ 10 MICUP covvvevrvrersersrsserserserserssessessessessissseesessens 233
MIENIAR ..o s 43 megestrol 625 mg/5 ml susp..... 233
MAGELLAN INSULIN SAFETY SYRNG oo 177 megestrol acet 40 mg/ml susp.. 233
MAGELLAN INSULIN SYRINGE .....coovscricessscesssncenssnesessesss s 177 Megestrol acet 400 MQ/TO M ...oocceorvveesceeeeesceessessessere s 233
MAGNEBIND 400........ e 134 MEKINIST e 63
MALARONE .......... 57 MEKTOVL..o e 63
MAIANION (OVIAE) ..o 72 MEIOXICAM c.eesoeeeeeeeeee oo 28
MAPTOTIINE oo 199 meloxicam 5 mg apsule (VIVIOAEX).......ooccvveeeceeeeeeeeeescseeessses s 28
MATAVIIOC (SEIZENITY) c.ovoreeeeeeeeessssssess s 76 MELOXICAM 7.5 MG/S ML SUSP...ooeeeececceeeeeeeeee e 28
MAR=COF (G 118 MElOXICAM 7.5 MG TADIET ..o 28
AARINOL e eesseese e ssssssssssseensense s eseseseseeeeee 139 meloxicam 10 mq capsule (VIVIOAEX).......occcovveeveeeeeoeeeecesssses s 28
MARNATALF ... 190 MEIOXICAM 15 MG TADIET ..o 28
MARPLAN.....oo oo 194 MEIPNGIAN ..o 61
MATERNACEL ... 192 MOMANTINE .o 105
MATERVIA s 192 MEMANTINE HCL e 105
MATULANE ..o 69 memantine hcl/donepezil Ncl (NAMZAMC)......oooovveeeeeeeeeeeeeeeeeeeeeee 105
MAVENCLAD .o 107 MENACTRA e 85
MAVYRET 50-20 MG PELLET PACKET ... 80 MENEST s 149
MAVYRET 100-40 MG TABLET ...oco oo 80 MENOPUR -...oooeessesssss s 154
MAXALT MLT (FiZzatriptan DENZOALE) ........ooceeveeeevoeesscoeeesssseeessses s 20 VIENOSTAR e eeseeeeeeeseeeesese e s ssssssssssseemsene s eseseseeee 149
MAXALT (1iZatriptan DENZOATE) ......ooocvvvorreceersceerssesesssens s 20 MENQUADFL e sesessssesssse s ssssssssesseseneeessessssssessseeeeees 85
MAXI-COMPORT.... .o 177 MENVEQ ..o 85
MAXICOMEORT .oocessseeesessssses s 170 MEPEIAINE NCl...oooeeeeeseseeesseesessees s 23
MAXICOMFORT INSULIN SYRINGE ..coeeeeeeseeesreseereseessseersseeessserssseesse 177 MEPHYTON .......... 236
MAXIDEX ....oooeeeceeeeseeeeeeseeees oo 129 MEPIODAMALE ......oocooeeoeeseeeeeeee e 193
MAXITROL e 35 MEPRON... 57
MAXISTUSS (D s 117 METCAPIOPUIINE w.vvrrveveesoeeessssssssssssesssssssessssssss s 62
MAYZENT .o 107 MERILOG... 55
MECIZING ..over e 139 MERILOG SOLOSTAR........ 55
VECLIZINE e esessessssse s ssssssseseeeneeseessssesessesseeseee 139 MNESAIAMINE oo eeseeeeeee e seesseeeeeesseseeeeeesssessesseesesesssesssssessesennen s 141,142
MECIOfNAMATE SOBIUM..ovovvoveeeeeeeeesssss s 28 MESAAMING (PENTASA)....oocvvoveeeveerereeessseesesss s 142
MEDI-FIRST ISOPROPYL ALCOHOL.......... 57 mesna....... 223
MEDIHONEY ..o 214 MESNEX (mesna). 223
MEDISENSE ... 161 MESTINON. ..o 81
MEDISENSE GLUCOSE KETONE.....oeeecseseseeeoeses e 161 METADATE (D (methylphenidate RTl) ...........oooococsecececcseeees 201
MEDISENSE GLUCOSE KETONE CONTR. .o 161 MetaXalone 400 MG ADIEL........cc.vereereercrcecseeeeeseesenes s 189
MEDISENSE THIN LANCETS ..o 166, 183 METAXALONE 640 MG TABLET .....ococoeeecsensseessnsseessns s 189
IEDLANCE PLUS .o esesesses e sesssssssssseenenseeesee 166, 183 Metaxalone 800 MG ADIET.......ccccoveveeeeeoeeeseeses s 189
MEDLANCE PLUS SPECIAL BLADE .....cccsseeseseseesseesensins 183 metformin ..50,51,52,53
MEDROL ..o 151 METFORMIN......... 52
MEATOXYPIOGESTEIONE ... 115,153 metformin hdl....... 50
medroxyprogesterone 2.5 Mg tab (PIOVEIa) ......cc.cccvvvvvevovvrsssceosssceesssssessisenssnn 153 metformin hel 1,000 mg tablet.. 51
medroxyprogesterone 5 mq tah (PrOVETa).........c.ccuceeooveoscossoescrssceessnsseessssnnn 153 metformin hel 500 mg/5 ml cup (Riome) ........ 51
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metformin hcl 500 mg/5 ml soln (Riomet).....
metformin hcl 500 mg tablet......

METFORMIN HCL 625 MG TABLET.........

metformin hel 750 mg tablet......

METFORMIN HCL 750 MG TABLET.........

metformin hel 850 mg tablet......
methadone hdl.....

methamphetamine..........

METHAVER..........

methazolamide....

methenamine.......

methimazole........

METHITEST..........

methocarbamol ...

methocarbamol 1,000 mg tablet

METHOCARBAMOL 1,000 MG TABLET ....

methocarbamol 500 mg tablet...
methocarbamol 750 mg tablet...

methotrexate .......

methotrexate 2.5 mq tablet........
methotrexate 50 mg/2 ml vial..

methotrexate 250 mg/10 ml vial

methoxsalen ........

methscopolamine

methsuximide (Celontin).
methyldopa

methylergonovine............

METHYLIN (methylphenidate hdl).........
methylphenidate (Daytrana).......

methylphenidate er 10 mg cap (Aptensio Xr)....

methylphenidate er 10 mg tab..

methylphenidate er 15 mg cap (Aptensio Xr)....

methylphenidate er 18 mg tab (Concerta)........
methylphenidate er 18 mq tab (Relexxii)........

(
methylphenidate er 20 mg cap (Aptensio Xr)....

methylphenidate er 20 mg tab...
methylphenidate er 27 mq tab (Concerta).......

methylphenidate er 27 mg tab (Relexxii)...........

(
methylphenidate er 30 mq cap (Aptensio Xr)....
Concerta)........

methylphenidate er 36 mq tab (
(

methylphenidate er 36 mg tab (Relexxii)...........

methylphenidate er 40 mq cap (Aptensio Xr) ..

METHYLPHENIDATE ER 45 MGTAB.........

methylphenidate er 50 mg cap (Aptensio Xr)....
methylphenidate er 54 mg tab (Concerta)........

methylphenidate er 54 mq tab (Relexxii)...........

methylphenidate er 60 mg cap (Aptensio Xr)....
METHYLPHENIDATE ER 63 MGTAB ........

methylphenidate er 72 mg tab ... 201
methylphenidate er(la) 10mg cp (Ritalin La)........... 201
methylphenidate er(la) 20mg cp (Ritalin La)........... 201
methylphenidate er(la) 30mg cp (Ritalin La).......... 201
methylphenidate er(la) 40mg cp (Ritalin La)........... 201
methylphenidate er(la) 60mg cp...... 201
methylphenidate he! . 201
methylphenidate hcl (Metadate (d). 201
methylphenidate hcl (Methylin)....... 201
methylphenidate hel (Ritalin)........... .202
methylprednisolone .. 151
methyl salicylate....... 212
methyltestosterone.... 147
metoclopramide......... 143
metolazone..... 127
METOPIRONE.. 124
metoprolol ..... 100
METROCREAM (metronidazole)......... 213
METROGEL ..... 213
metronidazole .37,42,213
METRONIDAZOLE....... 237
metronidazole 0.75% cream (Metrocream). 213
metronidazole 0.75% lotion . 2213
metronidazole 250 mq tablet ........... 37
metronidazole 375 mg capsule (Flagyl)....... w37
metronidazole 500 mq tablet ........... 37
metronidazole top 1% gel pump...... 213
metronidazole topical 0.75% gl........ 213
metronidazole topical 1% gel (Metrogel) .. 213
metronidazole vaginal 0.75%ql....... A2
metyrosine..... .99
mexiletine...... .90
MIACALCIN (calcitonin,salmon,synthetic) ... 154
MICARDIS .o 96, 98
miconazole..... .46
MICONAZOLE-ZINC OXIDE-PETROLTM......... A8
MICORT-HC..... 216
MICRO A
MICROCHAMBER....... 187
MICRODOT HIGH-LOW CONTROL SOL......... 161
MICRODOT NORMAL CONTROL SOLUT.......... 161
MICRODOT TEST STRIPS......... A2
MICRODOT XTRA........ A
MICROLET .o 166, 183
MICROLET 2.... 161
MICROLET NEXT LANCING DEVICE ... 161
MICROSPACER 187

MICROTAINER LANCETS......... 183
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MICROTHIN LANCET........

MICROTHIN LANCETS......

midazolam hdl .....

midodrine

MIFEPREX.

mifepristone........

mifepristone 200 mg tablet........

miglitol....

miglustat..

miglustat (Zavesca) .........

MINIMED QUICK-SERTER.

MINIMED RESERVOIR.......

MINIPRESS ...........

MINITRAN

MINIVELLE

MINOCIN ..

minocycline

MINOCYCLINE ......

minocycline er 65 mg tablet.......

minocycline er 80 mq tablet.......

minocycline er 105 mq tablet....

minocycline hl....

MINOLIRA.
minoxidil .

MIPLYFFA..

mirabegron...........
MIRCERA ..

MIRENA....

mirtazapine..........
misoprostol...........

MITIGARE.

MITOSOL...

MIUDELLA

M-M-RII..

MNEXSPIKE 2025-2026 (12Y UP)..........

MOBILE LANCETS.

modafinil..

MODERNA COVID(6M-5Y) VACC(EUA) ...

MODERNA COVID (12Y UP)VAC(EUA)....

MODERNA COVID-19 BOOSTER (EUA) ...

MODERNA COVID 23-24(6M-11Y)EUA..

MODERNA COVID 24-25(6M-11Y)EUA..
MODERNA COVID BIVAL(6MO-5Y)EUA ..

(
MODERNA COVID BIVAL(6MO UP)EUA...

moexipril..

molindone

mometasone furoate 0.1% cream
mometasone furoate 0.1% oint..

mometasone furoate 0.1% soln..
mometasone furoate 50 mcg spry
MONOJECT ..........

MONOQJECT BLOOD COLLECTION..

MONOJECT FILTER NEEDLE .........

MONQJECT INSULIN SAFETY SYRNG
MONOJECT INSULIN SYRINGE......

MONOLET LANCETS.........

MONOLETTHIN LANCETS
MONSELS..

montelukast sodium........

morphine sulfate..
MOTEGRITY .........

MOTOFEN .

MOTPOLY XR 100 MG CAPSULE ..

MOTPOLY XR 150 MG CAPSULE ..

MOTPOLY XR 200 MG CAPSULE ..

MOUNJARO 2.5 MG/0.5 ML PEN.

MOUNJARO 5 MG/0.5 ML PEN....

MOUNJARO 7.5 MG/0.5 ML PEN.

MOUNJARO 10 MG/0.5 ML PEN..

MOUNJARO 12.5 MG/0.5 ML PEN
MOUNJARO 15 MG/0.5 ML PEN..

MOUTHPIECE........

MOVANTIK

MOVIPREP

MOXATAG.

moxifloxacin.........

moxifloxacin hdl...

MRESVIA..

MS CONTIN (morphine sulfate)...
MSINS SYR 0.5 ML 29GX1/2".....

MSINS SYR 1ML 29GX1/2"........

MSINS SYRINGE 1 ML 306X1/2"

MS INSULIN SYR 0.3 ML 29GX1/2"
MS INSULIN SYR 1 ML 31GX5/16"
MS INSULIN SYRINGE 0.3 ML......

MSINSUL SYR 0.3 ML 31GX5/16"
MS INSUL SYR 0.5 ML 30GX1/2"

MSINSUL SYR 0.5 ML 31GX5/16"
MULPLETA

MULTAQ....

MULTI-LANCET.....

MULTISTIX
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MULTISTIX S oo 125
MULTISTIX 7 oot 125
MULTISTIX 8 SGvvreeeeeeessesseesssessssesssesssses s 125
YO 125
MULTISTIX O SGrereeeeeeeeeeseeeseeseessseesssees s 125
MULTISTIX 10 SGioeeeesessceeessessoessessses s 125
MUItVIE 47/iT0N/f0Iate T/BNA.......oooooeeeeeee e 234
multivit-min69/iron/folic acid.... 234
multivit-mins no.7/folic acid....... 234
multivit no.18/iron no.1/folic (TanAem PIUS) ......c...ccevvvoeveceeeceeeeeeeeeeeeee 234
multivit no.51/iron/folic acid....... 234
MUPITOCN 290 CIOAM .o 42
MUPITOCIN 290 OINTMENT.v.vvvevvvrviensmecsssssesss s 4)
MURI-LUBE MINERAL OIL 229
MUSE...... 223
MV-MinS 71/ion/folic N0 1/80...ccooeeeec s 234
mvn-min 74/iron fum/iron/fa (Concept Ob)...... 234
mvn-min75/iron/iron ps/om3/dha (Concept Dha)....... 234
MVN NO.53/ION/FONIC/ASS/AN w..ooo e 234
MYALEPT .o 154
MYCAPSSA .ot 153
MYCOBUTIN oo 37
MYCOPNENOIALE ... 156
MYDAYIS e 82
MYDRIACYL ..o 131
MYFEMDICE ... 152
MYFORTIC (mycophenolate SOGIUM) ......occccceovsvveerssceeessssnssseeessssseesssssssssnissnssnoe 156
MYGLUCOHEALTH .....oo e 121
MYGLUCOHEALTH CONTROL SOLUTION «...oc e 161
MYGLUCOHEALTH LANCETS .o 166, 183
MYHIBBIN ..o 156
N 61
MYNATA! CAPSUIR...oor v 190
MYNALAN UTACAPIET oo 190
MYRBETRIQ......... 232
MYRBETRIQ ER 8 MG/ML SUSP... 232
MYSOLINE (PFMIAONE) .o m
MYTESL et 138
N

NADUMELONE (REIAMEN) ....occooovveeeess s 28
NAAOIOL oo 100
DTN e 48
NAFTIN s 48
NALFON ..o 28
NALFON 400 MG CAPSULE (fenoprofen alcium) ......occeecccceeceeseeessceeseessesses 28
NALOCET e 2
naloxone... .24, 45,46, 231
NAIOXONE 0.4 MG/MIVIAL .o 46

naloxone hcl 4 mg nasal Spray (NarCaN).......eeveeeeersvrersersmrersnsesserssssessessnsens 46
NATEXONE w.ooes s 46
NAMENDA ..o 105
NAMENDA XRTITRATION PACK ... 105
NAMZARIC7 MG=TO MG CAPSULE ... 105
NAMZARIC 14 MG-10 MG CAPSULE (memantine hcl/donepezil hcl) .......oooocccvcercvverrnee 105
NAMZARIC 21 MG-10 MG CAPSULE (memantine hcl/donepezil Ncl) ..o 105
NAMZARIC 28 MG-10 MG CAPSULE (memantine hcl/donepezil hcl) .......oovcccveeccveceee 105
NAMZARICTITRATION PACK ..o 105
NANQ 2ND GEN PENNEEDLE ..o 170
NANO PEN NEEDLE ..o 170
NAPRELAN (N@PTOXEN SOAIUM) ...vovovvveeevcveesceensscssesssenssissns s 28
NAPROSYN ..ooc e 27
NAPROSYN 125 MG/5 ML SUSPEN (NAPIOXEN) ..c.voveeeoeeeeeessees s 28
NAPROSYN 500 MG TABLET (NAPTOXEN) ..o 28
naproxen.. 21,28
naproxen 125 mg/5 M1 SUSPEN (NAPIOSYN) w..coc.cevrverrreeerecrseeesensseersenssesss s 29
NAPTOXEN 250 MG TADIET .....vooooooeececeees s 29
NAPTOXEN 375 MG TADIET...oreerrrercrnrrrercrssnsererssnsensesssesensnssesessnssessensnnsens 29
Naproxen 500 MG KIt (NAPIOSYN) w.vvvveevveeeeereesecoeessseessssees s 29
naproxen 500 Mg tablet (NAPFOSYN).......oooocvvrrrveeesseresscseessssns s 29
naproxen dr 375 Mg tablet (EC-NAPIOSYN) .....covevvrrcrrsreersenscrssssecsensenscssneen 29
naproxen dr 500 Mg tablet (EC-NAPIOSYN) ....cocceereeereeerecsseesceeesensseess e 29
NAPTOXEN SOUIUM .o 29
NAPrOXeN SOAIUM (ANAPIOX DS)...oovvvvvrerrrrenscnsensrssensessensssssessessess s 29
NAProxen SOAIUM (NAPTEIAN) ...c..vveoeeoeeeeeeeeees s 29
NARATIPIAN NCL s 20
NARCAN (NAIOXONE ML) .o 46
NARDIL e 194
NASCOBAL (cyanocobalamin (vitamin b-12))... 235
NATACHEW. ... 190
NATACYN e 46
NATAL PNV ..o 192
NATAZIA <o 116
nateglinide........... 51
NATESTO .o 147
NATROBA. ..o 72
NAYZILAM oo 108
nebivolol 2.5 M@ tabIet (BYSTONIC)..ov.vvvvorrvveerseeersseeescersessssess s 100
Nebivolol 5 MG tabIet (BYSTONC) .vc.vvrvrrverrcrrvcvrsersirsrsssscsessnssseesensins 100
nebivolol 10 M@ tablet (BYSTONC) .ovvvvvverereoeeesceeesseeessseeessee s 100
nebivolol 20 Mg tablet (BYSTONC) ..o 100
NEBUPENT 57
nebusal..... 226
NEBUSAL.. 226
NEEDLE ... 170
NEEDLES ... 170
needles,safety NUDELAISPOSADL ...occ..vocveeceeeceeeees e 170
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NEEVODHA..........

nefazodone...........

NEMLUVIO

NEOMATERNA...

neomycin .

neomycin/bacit/p-myx/hydrocort.........

neomycin/polymyxin b/dexametha.......
neomycin/polymyxin b/hydrocort..........

neomycin/polymyxn b/gramicidin........

neomycin sulf/bacitracin/poly.....

NEONATAL COMPLETE....

NEONATAL-DHA...

NEONATALFE.......

NEONATAL PLUS...

NEORAL (cyclosporine, modified)...........

NEO-SYNALAR.....

NEPHRONFA.......

NERLYNX ..

NESINA.....

NESTABS...

NESTABS ABC.......

NESTABS DHA.....

NESTABS ONE.......

NEULASTA

NEULUMEX..........

NEUPOGEN...........

NEUPRO....

NEURONTIN (gabapentin)...........

NEUTEK 2TEKTEST STRIPS..........

NEVANAC.

nevirapine

NEXAVAR (sorafenib tosylate)......

NEXICLON XR.......

NEXIUM.....

NEXLETOL.

NEXLIZET..

NEXPLANON.........

Nextstellis.

NGENLA....

niacin........

NIACOR.....

nicardipine............
NICOTROL.

nifedipine.

NILANDRON .........

NILOTINIB D-TARTRATE ....

nilotinib hel (Tasigna)......
nilutamide

nimodipine

nimodipine 30 mg capsule
nimodipine 60 mg/20 ml soln....

NINJACOF-XG.......

NINLARO ..
nisoldipine............

nitazoxanide.........

nitisinone (Orfadin) ........

NITRO-DUR

nitrofurantoin......

NITROFURANTOIN 50 MG/5 ML SUSP.....

nitroglycerin........

nitroglycerin 0.3 mg tablet sl (Nitrostat)

nitroglycerin 0.4 mg tablet sl (Nitrostat)

nitroglycerin 0.4% ointment (Rectiv).....
nitroglycerin 0.6 mg tablet sl (Nitrostat)

NITROLINGUAL.....

NITROMIST..........

NITROSTAT

NIVA-FOL (cyanocobalamin/folic ac/vit b6).......
NIVA-PLUS (multivit-min 60/iron fum/folic)......

NIVESTYM

nizatidine .

NOCTIVA...

NOKOR ADMIX NEEDLE....

NOKOR NEEDLE....

NORDITROPIN.......

norelgestromin/ethin.estradiol ...

noreth.......

norethind .

norethindrone.......

norethindrone-e.estradiol-iron...

norethin-ee.........

norethin-eth estrad.........

NORGESIC FORTE (orphenadrine/aspirin/caffeine)
NORGESIC (orphenadrine/aspirin/caffeine) .......

norgestimate........

norgestrel.
NORITATE..

NORLIQVA.

NORPACE ..
NORTHERA..........

nortriptyline........

NORVASC..
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NORVIR ... 77
NOURIANZ. ..ot 73
NOVA MAX GLUCOSETEST STRIPS.....ooeeeeeeeeeees e 122
NOVAMAK PLUS ...t 123
NOVA MAX PLUS GLUC-KETON METER .....oc e 161
NOVAMAX PLUS GLU=KET .....ooc s 161
NOVAREL .....ocoeeeeeeee oot 154
NOVA SAFETY LANCETS ..o 166, 183
NOVA SUREFLEX...coeeesesseesesssess oo 166, 183
NOVAVAX COVID-TIVACCADI(EUA) oo 84
NOVAVAX COVID 2023-2024 (EUA) .ooveeeeeeeeeseeeeeeseesseeseessoes e 84
NOVAVAX COVID 2024-2025 (EUA) .oooceeeeeeeseeseeeesseesssesssesssses e 84
NOVOEIGHT .o 88
NOVOFINE <...ooo et 170
NOVOLINN........... 55
NOVOLIN N FLEXPEN ....... 55
NOVOLINR........... 56
NOVOLIN R FLEXPEN........ 56
NOVOLOG. ..55,56
NOVOLOG FLEXPEN.......... 56
NOVOLOG MIX 70-30....... 56
NOVOLOG MIX 70-30 FLEXPEN.... 56
NOVOLOG PENFILL........... 56
NOVOPEN ECHO .o 161
NOXAFIL .o 46
L 61
NUCALA ..o 34
NUCORT ..o 216
L 23
NUCYNTA R e 23
NUEDEXTA. ..ottt 106
NUFERA ...t 136
NULEV (nyOSCYamiNe SUIALE) ....ocvooevoeeceesceeseee e 14
NULIBRY ... i
NUMOISYN........... 224
NUPLAZID.....ooeeeeseeeeessesseesssesssesssesssses e 195
NURTECODT .ot 20
NUTROPIN ..o 157
NUVARING. ..ooc oo 115
NUVAXOVID 202552026 ... 84
LA 42
NUVIGIL oo 206
NUWIQ oo 88
LA 4
NYMALIZE ..o s 92
NYPOZL .ot 114
nystatin .... WAT748
NYVEPRIA.....oseeeeeesssessessssessssessses s 114
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OB COMPLETE ..o 234
OB COMPLETE ONE .....oo e 190
OB COMPLETE PETITE .o 190
OB COMPLETE PREMIER. ..o 190
OB COMPLETEWITHDHA ..o 190
OBREDON ..o 118
OBSTETRIX ECoeeeeseeseessceesseeeseesseesssees oot 190
OBTREX DHA .ot 190
OCALIVA oo 142
OCHTROTIAR ..o 153
octreotide acetate,mi-spheres (Sandostatin Lar DPOt) ......ooccccveeeevveescseeesscseeesssreens 153
OCUFLOX oo 35
ODACTRA ettt 83
ODEFSEY oo 78
ODOMZO .o 62
OFEV et 222
ofloxacin... .. 34,35,36,40
OGSIVED S5O MGTABLET «.oooseeeeeeeeseeseess oo 67
OGSIVED T00 MG TABLET ..o 67
OGSIVED 150 MGTABLET ..o 67
OHTUVAYRE. ..o seressees oot 34
OJEMDA 25 MG/ML ORAL SUSP .o 62
QOJEMDA 100 MG TAB (400MG DOSE) ..o 62
OJEMDA 100 MG TAB (SOOMG DOSE) ..o 62
OJEMDA 100 MG TAB (600MG DOSE) ..o 62
OUAARA oo 67
olanzapine.......... ..203, 204, 206
OIMESAMTAN ..o 96,97,98
olmesartan/amlodipin/NCNIAZI ..o 9%
OIMESAMTAN-NCIZ .o %
010PATATINE ..o 127
0l0patading Nl 0.19 Y8 ArOPS......occooceeerecseeesceseeesere e 49
olopatadine Nl 0.29 €Y ArOD ......ooocvveeeseeveessecresssees s 49
OLPRUVA ..ot 138
OLUMIANT oo 27
OLUX (Clobetasol PropioNALe) ..........oocvveerseeversseveessssssnsssissesssissnsssssssssssssesssnssessns 216
0m-3/dna/epa/b12/fa/bBO/PRYIOST ....ooceveeeeeeeeeeseees s 234
OMECLAMOX .o 140
OMBGA3 ..o 137
OMEPIAZONE ...oosoeeseeeeeee oo 145,146
OMNARIS et 127
OMNIPOD 5 DEXG7GE INTROGEN 5) oo 161
OMNIPQD 5 DEXG7GE PODS (GEN 5) oo 161
OMNIPOD 5 GB-G7 INTRO KT(GENS) w.ooeeeeeeeeeseeeseeseeeseeseeeseesseesseessoees 162
OMNIPOD 5 GB-G7 PODS (GEN 5) oo 162
OMNIPOD 5 (GE/LIBRE 2 PLUS).....oosceeeeeesceeseessceeseessessssssssssssssssssnsees 161
OMNIPOD 5 INTRO(GO/LIBREZPLUS) <..os oo 162
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OMNIPOD CLASSICPDM KIT(GEN 3) oo 162
OMNIPOD CLASSICPODS (GEN 3) oo 162
OMNIPOD DASH INTROKIT (GEN 4) .. 162
OMNIPOD DASH PODS (GEN4) ..o 162
OMNIPOD GO PODS ..o 162
OMNITROPE ..o 151
OMVOH ..o 155
OMVOH 200 MG/2 MLPEN ..o 155
OMVOH 200 MG/2 MLSYRINGE ... 155
OMVOH 200 MG DOSE = 2PENS ... 155
OMVOH 200 MG DOSE = 2 SYRINGES........cceeeeeseeseeo 155
OMVOH 300 MG DOSE = 2 PENS ..o 155
OMVOH 300 MG DOSE = 2 SYRINGES.......c.oooeeseseessseeseseseeonno 155
ONAPGD. ... 73
ON CALL EXPRESS CONTROL SOLN....occeeneeescseeeesesesserseeseensne 162
ON CALL EXPRESSTEST STRIP ..o 122
ON CALL LANCET e 166, 183
ON CALL LANCING DEVICE e 162
ON CALL PLUS CONTROL «..ooooeeeoesoessessessosseessessesssessonssessesssesssossnoe 162
ON CALL PLUS LANCET oo 166, 183
ON CALL PLUS LANCING DEVICE ..o 162
ON CALL PLUSTEST STRIP .ot 122
ON CALLVIVID CONTROL ..o 162
ON CALLVIVIDTEST STRIP ..o 122
ONAANSEITON ..o 139, 140
ONDANSETRON ..o 140
ONAanSEtron 0t 4 MG EADIET.....cc..oovevceeeseeeeesceeseeessssssse s 140
0ndansetron 0t 8 MQTADIE .............vovvveceeceeeeesersessssrsssses 140
ONETOUCH DELICA PLUS LANCDEV ..o 162
ONETOUCH DELICA PLUS LANCET ..o 166, 183
ONETOUCH DELICA SAFETY LANCET .o 166, 183
ONETOUCH LANCETS ..o 166, 183
ONETOUCH SURESOFT ..o 166, 183
ONETOUCH ULTRA CONTROL SOLN +.cooeoeoeeeoeesesseeesonssessesesonsno 162
ONETOUCH ULTRASOFT 2 LANCET ..o 166, 183
ONETOUCH ULTRATEST STRIP oo 122
ONETOUCH VERIO HIGH CNTRL SOLN.....oe oo 162
ONETOUCH VERIO MID CNTRL SOLN .o 162
ONETOUCHVERIO TEST STRIP ..o 122
ONEWAY MOUTHPIECE ......occ oo 187
ONEXTON...eecsceeeesseeseese oo 210
ONFL s 108
ONGENTYS .o 73
ONGLYZA (saxagliptin h) .......... 51
ON-THE-GO e 166, 183
ONUREG ..o 62
ONYDAXR e 200
ONZETRAXSAIL oot 20

272

OPDIVO...oos oo 69
OPDUALAG. ..o sseesssses e 69
OPFOLDA.. 226
OPIPZA oo 205
opium....... 23,139
0PIUM/DENAAONNA AIKALOIS ...vsrrercr s 23
OPSUMIT oo 94
OPSYNVI oo 94
OPTICHAMBER .....ooc oo 187
OPTIUM s 122
OPTIUM EZ .ot 122
OPTUMRX GLUCOSE CONTROL SOLN ...ooc oo 162
OPTUMRXTEST STRIP ..ot 122
OPVEE e 46
OPZELURA ..o 218
ORACEA (doxycycline mONONYAIate)........ceevrvveevsrerersersrenenserssessensnnssessessnesensne 2
ORACT oo 137
ORALAIR ..o 83
ORAMAGICRX....... 224
ORAPRED. ..o 157
ORAVIG ..o 46
ORENCIA ..o 26
ORENITRAM .o 94
ORENITRAM MONTH TTITRATION KT ..oo s 94
ORENITRAM MONTH 2 TITRATION KT ..o 94
ORENITRAM MONTH 3TITRATION KT ..o 94
ORFADIN... 226
ORFADIN (nitisinone)....... 226
ORGOVYX oo seeesssessseesssses oo 64
ORIAHNN ..o 152
ORILISSA .o 152
ORKAMBI.. 221
ORKAMBI 75-94 MG GRANULE PKT........ 221
ORLADEYO 223
0 71
OFPRENAANING ... 189
orphenadrine/aspirin/caffeine (NOFGESIC) .......ooovvosveoeseeercrssesseresesssessessees 189
ORSERDU 86 MG TABLET ..coceeeeeeeeeeeeseeseesseessoes e 70
ORSERDU 345 MG TABLET ..o 70
ORTHO et 133
oseltamivir ........... 78,79
OSENL e 49
OSMOPREP ..o 144
OSPHENA . 224
OTEZLA 10-20-30MG START 28 DAY .oococeeeeeseesseesseessseessseesses oo 26
OTEZLA 10-20 MG STARTER 28 DAY ... 26
OTEZLA 20 MGTABLET ..o 26
OTEZLA 30 MG TABLET ..o 26
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OTEZLAXR 75 MGTABLET...........

OTEZLA XR INITIATION PK 28 DAY ..........

OTOVEL.....

OTREXUP..

OTULH......

OVALTAPE

OVIDE (malathion)...........
QOVIDREL...

oxandrolone..........

oxaprozin..

OXAPROZIN.........

oxaprozin 600 mg caplet (Daypro)..........

oxaprozin 600 mg tablet (Daypro).........

OXAYDO....

oXazepam.

OXBRYTA 300 MG TABLET

OXBRYTA 300 MGTABLET FOR SUSP.......

OXBRYTA 500 MG TABLET

oxcarbazepine (Oxtellar Xr)..........

oxcarbazepine (Trileptal).
OXERVATE.

oxiconazole nitrate........

OXISTAT ...

OXTELLAR XR (oxcarbazepine)....

oxybutynin.......

OXYBUTYNIN 2.5 MG TABLET......

oxybutynin 5 mg/5 ml soln cup..

oxybutynin 5mg/5 ml solution..

oxybutynin 5 mg/5 ml syrup.......
oxybutynin 5 mg tablet...

oxycodone

oxycodone hel.....
oxycodone hl 5 mg/5 ml cup ....

oxycodone hel 5 mg/5 ml soln....

OXYCODONE HCL 5 MG TABLET....

OXYCODONE HCL 10 MG TABLET.

OXYCODONE HCL 15 MG TABLET.

OXYCODONE HCL 30 MG TABLET.

oxycodone hcl 100 mg/5 ml conc

oxycodone hcl/acetaminophen ..

OXYCODONEHCLER........

oxycodone hel (ir) 5 mg cap.......

oxycodone hel (ir) 5 mg tablet (Roxicodone)......

oxycodone he! (ir
i 15 mg tab (Roxicodone)........

oxycodone hel (ir) 20 mq tab......

)
(in

(i 10mgtab......
oxycodone hl (ir)
(in
(ir)

oxycodone hel (ir) 30 mq tab (Roxicodone).......

OXYCONTIN e 24
OXYMOTPRONE Nl 24
OXYTROL.. 233
OZEMPIC .. 50
OZOBAX v e s 189
P

PACETONE.....oor oo 90
PACNEX ..o s 213
PALFORZIA ..o 83
PANDETIAONE. ..o 203,204
PALYNZIQ... .o 83
PAMELOR ... 199
PANCREAZE ... 144
PANDA MASK ..o 187
PANDEL ... 217
PANRETIN ... 70
PANTOPIAZONE ... 145
PARADIGIV ..o 177
PARAGARD ..o s e 117
PARAGARD T 380A (SINGLE HAND) w..ooc e 117
PAREMYD ... 131
paricalcitol 224
PARNATE.......oooeeeseesseessesssesssss s 194
PATOXCTINE .o 196, 226
PAroXetine Kl 10 MQ/S MISUSP woooeeereeeeecreessceseesceseesese s 196
PASER ..o 37
PATANASE (010pQtadine NCl) ..oo.ooveeeeeeeeeceeseeseeesee e 127
PAXIL 1 19
PAXLOVID ..o 78
PAZOPANID T 67
PEDIARIX .o 87
PEDIATRICMASK ..o 187
PEDIATRIC PANDA MASK ..o 187
pedi multivit no.12 w-fluoride.... 235
ped mvit a,¢,d3 no.21/fluoride.... 235
PEDVAKHIB ... 87
PBO3350 oo 144
peg3350/50d SUIfDICAD, CI/KCL..ovo s 144
PEGASYS s 80
PEMAZYRE ..cocecs s s 67
PEN oo 20,34,71,102, 107, 155, 169, 170, 171
PENBRAYA ..o 85
PENCICIOVIT (DENAVIT) w.ooooeeeeeeeseeeesssssesssssss s 80
PENICHIAMINE ... 26
penicillamine 250 mq capsule (CUPFMING) w....vvccvvveeeeeeeeeeeeseee e 26
penicillamine 250 Mq tablet (DEPEN) w...vovovvvvveeveerssevessseesssee s 26
PENICHIIN Y POTASSIUM...oorervveresersessssess s 39
PENMENVY MEN A-B=C-W-Y s 85
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PENTACEL ..o 87
PENTACEL ACTHIB COMPONENT ..o 87
pentamidine ....... 57
PENTASA 250 MG CAPSULE ... 142
PENTASA 500 MG CAPSULE (MESAIAMINE) w...vveeeeeeeeee e ssssesssessseeeeee 142
pentazong NCI/NAIOXONE NCl ... 24
PENTIPS .o 169
PENTIPS PEN NEEDLE. ... 17
PENMLOXIYIING ..o 89
PEPCID .o 142
perampanel 2 mq tablet (FYCOMPA) ..o 111
perampanel 4 mg tablet (FYCOMPA) .....ooovvveerrseversseeesscsesssee s 111
perampanel 6 mq tablet (FYCOMPA) .......oovcevrverseereceeseceseesere s 111
perampanel 8 Mg tablet (FYCOMPA) .......coooeeeroeerreereesceseeesen e 111
perampanel 10 Mg tablet (FYCOMPA) ....ooovvevrrsvversseresscenssssesssss s 111
perampanel 12 mq tablet (FYCOMPA) ......ooocevrveoseceeeescsseesersssssssnssesssnn 111
PERCOCET (oxycodone hcl/acetaminOphen).......c...ooocceveeeeveeesscseeessoeesssssesssssessno 22
PERFECT POINT SAFETY LANCETS ..o 166, 184
PERFECT POINT SAFETY NEEDLE ....oooeoeeesoesesossoessessoses s 17
PERFOROMIST (fOrmOTEI0l FUMATATE) .ovvvvvvoeeeeeceeeceeee s eeeeseeeseeeesenseseeeessesseeseeeeeees 31
PERIDEX.... 223
PEINAOPTI oo 97
PEIMELNIIN oo s 72
PEIPNENAZING ..o 198, 206
PERTZYE .o 144
PEIZER COVID (5-TTY) VAC (EUA) oo 84
PFIZER COVID (6M-4Y) VACC(EUAY oo 84
PFIZER COVID (T2Y UP)VAC(EUA) ..o 84
PFIZER COVID-T9VACCINE (FUA) e 84
PFIZER COVID 2023-24(5-TTY)EUA e 84
PFIZER COVID 2023-24(6M-AY)EUA ..o 84
PRIZER COVID 2024-25(5-TTY)EUA .o 84
PFIZER COVID 2024-25(BM-AY)EUA......occsscseseseseeseesens s 84
PFIZER COVID BIVAL (5-TTYR)EUA. ..o 84
PFIZER COVID BIVAL (BMO=4Y)EUA ..o 84
PFIZER COVID BIVAL (T2Y UP)EUA e 84
PHARMABASE BARRIER (ZINC OXIAE)......ooreeeececeeseeesenessssnsesssen 213
PHARMACIST CHOICE ... 122
PHASEAL PROTECTOR ... 17
PHEBURANE ..o 138
PRENAZOPYTIAINE NCl ...ovooeeeeeee s 25
PRENAIMETIAZING ..o 71
PRENEIZING ..o 194
PRENODAMD oo s 141
phenobarh/NYoSCY/atrOPINE/SCOP ....cocevvvrerescerrseresseresresseresess s 141
PRENODAMIAL .....oocoeeeeeeee e 206
PHENOBARBITAL-BELLADONNA (phenobarb/hyoscy/atropine/scop) ......ccc...ceeoeeercceenee 141
PRENOXYDENZAMIN ....oooseeseessssssssssess s 83

PRENEErMINg 8 MG ADIET .....oovoovrrcrrrrrcrescrresenenssssrrenen s 71
PHENterMiNe 15 MQ CAPSUIE ..vocvvvvereoceeeeseeseeeee s 71
PHENTErMiNe 30 MQ CAPSUIE ..vocvvvveeeceeeeeceeseceees s 71
PRENEErMINg 37.5 MQ CAPSUIR ...ccvvvvrrerrevrersersersrsessessessensssesesssen s 71
phentermine 37.5 MG taDIET....ccovoreceeeeeeceeeeees e 71
phentermine/topiramate (QSYMIA) .......o.cooeeoeereereeceeeseeseneseeerens e 71
phenylephrine...... 48,129
PHENYTEK (phenytoin Sodium eXtended)..........ccuecoeeercerseeesersseerscnsseessienne 1M1
PRENYIONN ..o 109, 1M1
PRENYEOIN (DIANTIN) oo 111
PRENYLOIN (DIANTN=T25) oo 1M1
phenytoin sodium extended (DIlaNTIN) .....c.ccccvvvverrecveeesecersseee s 112
phenytoin sodium extended (PRENYEEK) .......ooceoveversveescrsceseessessrn 112
PHESGO ..o 64
PHEXX .o 115
PHEXX.. .o eeeoesesseeseesssssessssssssssssssessesssss s 115
PHOSPHOLINE ... 130
PHYSIOLYTE (physiological irrig SOIN N0.1) .ccevvevveeesceeesscenesscsessseessissessissnssn 208
PHYSIOSOL (physiological irmig SOIN NO.T) ecccvveveevescrsersrsseesersensserssssseesensins 208
phytonadione..... 236
PIFELTRO...o e 76
PHOCAMIN c.vereeeeeeeees e 83
PIOCATPING T90 Y8 AIOPS....ooreeeeereeeeerseesee e 130
PIOCAMPING 290 BYE ATOPS....vvvrsvvvvessceressceessssssess s 130
PIOCAIPING 490 Y8 AIOPS.....oovvovcereeeeerseessessessssssssssss s 130
pilocarpine Nl 1.25% €ye drop (VUITY) ...oooeeeoeeeseceeeesceseeesensseeesensseessenene 130
pilocarpine Nl 5 M@ tablet (SAIAGEN) w...vovrvvvereeveeeeseeeeeceeesss s 83
pilocarpine Nl 7.5 M tablet (SAlAGEN) ..v.vvcvrvvrvrerrrrercrsercrsnsescrsssensersnnins 83
PIMECTONMUS ... 156
DIMOZIAE ....vorsveveeeeeees s 202
DINAOIO] oo 100
pioglitazone.......... ..52,53
pioglitazone hel/metformin hcl . 52
pioglitazone hcl/metformin hel (Actoplus Met). 52
PIP e 17
PIP BLOOD GLUCOSETEST STRIP...eeeececesceseeseseeseescnsesesseesensens 122
PIP GLUCOSE CONTROL SOLUTION w..cooeeeeeeseceesssssssessssnesssssssessssssisesne 162
PIPLANCET .o 166, 184
PIQRAY s 67
pirfenidone .......... w225
pirfenidone 267 mq tablet (Esbriet)........ 225
PIRFENIDONE 534 MG TABLET.... 225
pirfenidone 801 mg tablet (Esbriet)....... o225
piroxicam.. ..28,29
PIAVASTATIN 1ot 103
PLAQUENIL........... 57
PLATINUMTEST STRIP ..o 122
PLAVIX e 74
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PLEGRIDY oo 107
PLENVU e 144
PLEXION .o 43
PNEUMOVAK ..o 85
v 11/iron fum/foliC ACIA/OM3 oo 190
PAVI9/iron Bg,S.p/ONICAC/OM3 .o 191
PNV 66/ir0n/fOlic/dOCUSATE/ANA ..o 190
PNV 69/iron/folic/dOCUSATE/ANA ..o 190
PNV 80/ir0N FUM/FONC/ASS/ANA .o 190
pV81/iron ps,edta/folic/OMeT3 ..o 191
PV 119/I0N fUM/FONC AT oo 190
POV, CAIAUM 727100, CAD/ONC .o 190
PAV,CAIAUM 72/I10N/FOIC AT ..oooe e 190
PNV N0.52/iron/fa/0MeGa-3/ANA ...cooceeereeesee e 190
PNV N0 TT8/ITON fUMATAE/TA e 190
PNV NO.T54/IrON FUM/FONIC AT .vooe e 190
PNVTABS 20-T ..o 192
POCKET .o 187
POAOMION oo 213
POAOAIOX (CONAYIOX) w.vvrroveeeeeeeee s 213
POGO AUTOMATICTEST CARTRIDGE......oo oo 184
POKONZA TOMEQ PACKET w...cooeeseessessesessonssessossses s 136
POKONZA 15 MEQ PACKET ... 136
POLIBAR ..o 124
polyethylene glycol.......... 229
POLY HUBNEEDLE. ... eeeeeseeseescessesssessseeseeessesssesesesseeessesssessssessseesseessenss 17
polymyxin .34,35, 36,208
POLY-TUSSIN AC e 117
POLY-VISFLOR ..o 235,236
POLY-VI-FLORWITH IRON 236
POMALYST ... 64
PONVOTY s 107
posaconazole....... 46,47
potassium ..21,39,98,133, 135,136, 137,218
POTASSIUM e 126,136,137, 144
POLASSIUM DIGATDONGTE ..o 136
POTASSTUM CILIATE vovvvvevvvvvvsssssse st 137
potassium ¢l 109 (20 MG/ TOMI) cocvvveoeceeeeeeesseeessseesessses s 136
potassium cl1096(20Meq/ TSMICUD..c.cvvrevercerscerrescrseresess s 137
potassium cl10%(40Meq/30MI)CUP ....vvveeveeeseeeeee e 137
potassium ¢l 209 (40 MG/ TOMI) cocvvvvoereeeeseeesseeeseseesessees s 137
potassium c12096(40Meq/ TSMICUD..c..vvoevercerrscersresecrseresess s 137
POLASSIUM €l 20 MEG PACKE....cooeeeeeeeeeseeee e 136
POLASSIUM €l €7 8 MO CAPSUIE ....voreeveeeseoeeesseeessseee s 137
POLASSIUM €l €7 8 MO LADIET......vooeeeeeeesee s 137
POLASSIUM €l €7 10 MO CAPSUIE....vvrcveeeeeeeeseeees e 137
POLasSIUM €l €7 10 MG LADIEL........ooocoveeeeeeeeseeeeseeeseseesesee s 137
POLASSIUM €l €5 15 MG LADIET........orseveeeveeeseessessesses s 137

potassium cl er 20 meq tablet.....
potassium iodide.

potassium iodide/iodine.

PRADAXA 20 MG PELLET PACK ...

PRADAXA 30 MG PELLET PACK ...

PRADAXA 40 MG PELLET PACK ...

PRADAXA 50 MG PELLET PACK ..

PRADAXA 75 MG CAPSULE (dabigatran etexilate mesylate)

PRADAXA 110 MG CAPSULE (dabigatran etexilate mesylate)

PRADAXA 110 MG PELLET PACK.

PRADAXA 150 MG CAPSULE (dabigatran etexilate mesylate)

PRADAXA 150 MG PELLET PACK ..o 45
PRALUENT ..o 102
DIAMIDEXOIE ..o 73
PRAMOSONE......ooceeeesesseesssesssess s 217,218
PRAMOSONE 196196 CREAM......ococeeeeeeeeeseee e 217
DIASUGTEL ..o s 74
PIAVASTATIN oo 103
praziquantel......... 56
DTAZOSIN...oooeeeeeees oo 9%
PIAZOSIN NCl oo %
PR BENZOYL PEROXIDE (benzoyl peroxide MicroSPheres).........c..ooceoveevsovvsscvsssiornne 213
PRECISION ..ot e 169
PRECISIONGLIDE .....oooeeeeeeesseessessses s 171
PRECISION POX ..ot 122
PRECISION POXPLUS oo 122
PRECISION POINT OF CARE ....ooc s 122
PRECISION Q1D 122
PRECISION XTRA KETONE-GLUCOSE ..o 162
PRECISION XTRATEST STRIPS.....oooeceeeeeseeseees oo 122
PRECISION XTR B-KETONE STRIP ...cccccoeeeercesscnsceescsnsssssssnssssssssssssossssssnenes 123
PRECOSE... 50
PRED et 129
PIEANICAMDATE ..o 217
PIEANISOIONE 1o s 35,129, 151
PIEANISONE wovrveeevevees s s 151
PREFERRED PLUS 0.3 ML 30GX5/T6 wovveeeeeecesceseesceessseesensssssssessossssseenes 178
PREFERRED PLUS 0.5 ML29GXT/2" .o 178
PREFERRED PLUS SYRINGE 0.5 ML.....oocooeoeeeeeess e 178
PREFERRED PLUS SYRINGE TML ... 178
PREFPLS INS SYR TML30GKS/T6" .o 178
PREF PLUS INS 0.3 ML 29GX1/2" oo 177
PREF PLUS SYR 0.5 ML 30GX5/T6" ..o 177
PREF PLUS SYRING 1ML 29GXT/2" oo 177
PIEGADANN (LYFICA)..vvvvorveeeceeeesecse s 112
PregaDalin (LYTICE Cr) oo 230
PREGEN DHA ..ot 191
PREGENNA ..ot 192
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PREGNYL oo 154
PREHEVBRIO. ..o 87
PREMARIN .o 153
PREMARIN (€StrOgens, CONJUGATEA) .....vvvvvrvevrevrserscrsserscrssvnssenssensenssissseesensens 150
PREMIERTEST STRIP ... 122
PREMIUM BLOOD GLUCOSETEST ... 122
PREMIUMVT0 .o 122
PREMPHASE ..o 150
PREMPRO .o 150
PRENATA ..o 191
prenatal T2/on/folic/ASS/OM3 ...occcoveeeereeccesceeseees e 191
PRENATAL 19 191
prenatal 53/Iron/folic AC/0MY3 ..oovvoveecrrcrsrrersesessrssensessesess s 191
prenatal S4/ron/foliCaC/OMY3 ... 191
prenatal 71/iron/folic /AN .....oocoeeeece s 191
prenatal 93/Ion/folate 9/ANa........c.cccvvvvoreerecesceseecs e 191
prenatal 105/IoN/foliC aC/ANG......co.coooeerecescece e 191
prenatal,alC 40/ITON/OIATE To....ovoooeeeeeeeeees e 191
prenatal no.42/folic acid (Vitamedmd Redichew RX) ......oooccoovcvesccrescseesn 191
PRENATAL PLUS-DHA ... 191
PRENATAL PLUS VITAMIN-MINERAL ....ooceesescsceseescnsessesseeseesns 191
Prenatal Vit 27,AIC/TON/A. oo 191
prenatal Vit 55/Ion/folIc/OM3 ..o 191
Prenatal Vit,Gal 73/I0N/f0lIC..o.ovoeceeeoeeeeeeeeees e 191
Prenatal Vit, Gl 76/I0N/FOlIC......oovceoreoceesee e 191
Prenatal Vit,Qal 78/ION/MONIC......ovveeceeeeceeesseees e 191
prenatal VIt/Iron fUM/FONICAC ... 191
Prenatal VIts 86/INON/FOlICAC......ocvvovroerrcrrrcscrserscrrsrsessessensssesensnens 191
PRENATE AM........ 234
PRENATE CHEWABLE ....... 234
PRENATE DHA ..o 192
PRENATE ELITE ..o 192
PRENATE ENHANCE ... 191
PRENATE ESSENTIAL ..o 234
PRENATE MINE ..o 192
PRENATE PIXIE. ... 192
PRENATE RESTORE ... 191
PRENATE STAR. ..o 192
PREPIDIL .o 152
PRESSURE ..o 130, 131
PRESSURE ACTIVATED LANCETS ... 166, 184
PRESTALIA .o 94
PRETOMANID ... 37
PREVACID DR 15 MG SOLUTAB (1anSOPrazole) ......oocccccevecveeescceeessseeessssesssseessno 145
PREVACID DR 30 MG CAPSULE (IanSOPrazole) ........coceooeerovrcescesccsecscescescrsins 145
PREVACID DR 30 MG SOLUTAB (IanSOPIazole) ........cccooceovevosseenserescvnssesseesssrsne 145
PREVENT ..o 17
PREVIDENT ..o 132,133

PREVIDENT 0.29% RINSE (fluoride (SOAIUM))....cc.covoevvrsveescereseescenscessnsses 132,135
PREVIDENT 1.1% GEL (fluoride (SOAIUM)) eeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeesseeeseessseceeeeeennnene 135
PREVIDENT 5000 BOOSTER PLUS ..o 135
PREVIDENT 5000 DRY MOUTH.....oooccoreeecrsensensssesssnsssenssesssesssnssnoees 133,135
PREVIDENT 5000 ORTHO DEFENSE. ... 135
PREVIDENT 5000 PLUS (fluoride (SOdIUM))....coocereereercrceescesescescsscen 133,135
PREVIDENT DENTAL RINSE (fluoride (SOAIUM))...oovevvrcvescerescescesseessreses 133,135
PREVIDENTKIDS ..o 135
PREVINAR T3 85
PREVNAR 20.....ooeeeesseescessssessssssss s 85
PREVYMIS 20 MG PELLET PACKET ..o 79
PREVYMIS 120 MG PELLET PACKET ..o 79
PREVYMIS 240 MGTABLET...ooccoeeecsesssenssesessssssssssssnssssssssssssses s 79
PREVYMIS 480 MG TABLET ..o 79
PREZCOBIX ..o 75
PREZISTA oo 75
PRIFTIN e 37
PRILOSEC s 145
PRIMACARE ..o 191
primaquine phosphate (Primaquine)..... 57
PRIMAQUINE (primaguine phosphate)... 57
PRIMEAIRE ..cccceessssesssssssssssss s 187
primidone 50 m tablet (MYSONNE) .......oocoeveesveeeseeeessseeessee s 112
PRIMIDONE 125 MG TABLET ..o 112
primidone 250 Mg tablet (MYSOINE) .....occceovveosecerceesersseesersssesssnsessssnen 112
PRIMLEV e 2
PRIMSOL oo 37
PRIORIX ..o 87
PRISMASOL e 137
PRISTIQu s 198
PROAIRDIGIHALER ..cocecsscessesssssss s 31
PROAIR RESPICLICK e 31
PIODENECI c.ver e 30
PIODENECIA/COICNICING w.ooooeeeeeeeee e 30
PROCARDIA XL (NIAIDING)...vvroeeeseeesseesssees s 92
PROCARE SPACER WITH ADULT MASK ..o 187
PROCARE SPACERWITH CHILD MASK ..o 187
PROCHAMBER......eseececsecses oo 187
PIOCNIOTPEIAZING. ..o 139,140
PROCOMPORT....oc s 17
PRO COMFORT ALCOHOL PADS...... oo 208,212
PRO COMFORT INSULIN SYRINGE ... 178
PRO COMFORT LANCET ..o 166, 184
PRO COMFORT LANCETS ..o 166, 184
PRO COMFORT SAFETY LANCET ..o 166, 184
PRO COMFORT SPACER-ADULT MASK ..o 187
PRO COMFORT SPACER-CHILD MASK ... 187
PRO COMFORT SPACER-INFANT MASK .. 187
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PROCORT ..o 142,146
PROCRIT ..o 114
PROCTOFOAM ... 146
PROCTOFOAM HC .o 142
PROCYSBI. 232
PRODIGY CONTROL SOLUTION . 162
PRODIGY INSULIN SYRINGE.......oceoooeeeeesesesessoessessoeessossoesoesoes 178
PRODIGY LANCETS .o 166, 184
PRODIGY LANCING DEVICE....oo e 162
PRODIGY NO CODING. ..o 122
PRODIGY TWISTTOP LANCET .o 166, 184
PROFERRIN-FORTE ... 136
progesterone 100 mg capsule (PrOMETITUM) ..ocvcovrovrverrerrsensersersensrsseesensins 153
progesterone 100 mg vag insert (ENAOMEtTINY ......oooccvvevereeeececeseessseesseesn 154
progesterone 200 Mg capsule (PrOMELTIUM) ...occ.cevrevveveseeeerssceescees s 153
PROGLYCEM ..o 133
PROGRAF 0.2 MG GRANULE PACKET ..o 156
PROGRAF 0.5 MG CAPSULE (fACTONIMUS) ..o 156
PROGRAF 1 MG CAPSULE (aCTOIIMUS) oo 156
PROGRAF 1 MG GRANULE PACKET ..o 156
PROGRAF 5 MG CAPSULE (REIONIMIUS) oo 157
Prolate 5-300 MG TADIET.......ooccooeceeceeeseses s 2
Prolate 7.5-300 MG ADIET......ooccccvoeeeoeeeeceesssseess s 22
Prolate 10-300 MG TDIEL.......ooocvveerreveresecesceess s 22
PROLATE 10 MG-300 MG/5 ML SOLN ... 22
PROLENSA (DIOMTENAC SOTIUM) oo esessssseeseeessensesesesssessseeeeee 129
PROMACTA (ltrombopag 0lamine) ..........ccccceevveerssoveeesecerssceesssseess s 114
PIOMELNAZING. .....oocoeeeeeeeeesesees e 49,117,140
PROMETRIUM (progesterone, MiCronized) ........cc.ccoocvveeresveessssoeesssseesssssesssseessno 153
PIOPATENONE. ..o s 90
PIOPATACAINE .. 129
PIOPIANOION ..o s 100
PIOPYIENIOUTACHT....or s 219
PROQUAD ..o 87
PROSCAR.. 231
PROTECT IRON...... 234
PROTONIX ..o 145
PIOLTIPEYIIN oo 199
PROVERA s 115,153
PROVERA (Medroxyprogesterone aCetate) .........co.eovveerrerrsvrserserserssvssersensenss 153
PROVIDA OB ..o 191
PROVIGIL oo 206
PROVOCHOLINE ... .o 123
PROVOICEVB-VITEST STRIP .o 122
PROZAC e 196
prucalopride sUCCinte (MOTEGIIEY) .v...vvvverevrevrserserserserssessserssesserssssessensins 143
PUB INS SYRIN 0.3 ML30GXT/2". ..o 178
PUB INS SYRINGE TML30GXT/2" oo 178

PUBINSULIN SYR TML3TGXS/16" oo 178
PUB INSUL SYR 0.3 ML 3TGXS/16" e 178
PUB INSUL SYR 0.5 ML 30GXT/2" ..o 178
PUBINSUL SYRO.5 ML3TGXS/T6" ..o 178
PULMICORT 0.5 MG/2 ML RESPULE (BUAESONIAE)......oceeeecec 33
PULMICORT 0.25 MG/2 ML RESPUL (bUd@SONIAR) «..orceeececcecc 33
PULMICORT T MG/2 ML RESPULE (bUESONIAE).....c..ooooeeeen 33
PULMICORT FLEXHALER ..o 34
PULMOZYME........ 222
PURE COMFORT ALCOHOL PAD....occeeoeeeeeeoeseseeseesoessessesessonoee 208,212
PURE COMFORT LANCETS ... 166, 184
PURE COMFORT PEN NEEDLE .....occeeeecceseseeeeesensensess e 17
PURE COMFORT SAFETY LANCETS ....oooseeeseesseesesesesseesssesssnssniees 166, 184
PURE COMFORT SAFETY PEN NEEDLE ... 17
PURE COMFORT SPACERWITH MASK ..o 187
PURIXAN (MEICAPTOPUIING) ..o 62
PUSH BUTTON SAFETY LANCETS .o 166, 184
PYLERA (bismuth/metronid/tetracycling).........cccceeoscevesssceresseeeesscensssssesssiserssne 140
PYTAZINAMITL ..o 37
PYRIDIUM ..o 25
PYAAOSTHGMINE. ..o s 81
PYRIDOSTIGMINE. ..o 81
pyridostigmine 60 Mg/5 Ml cUP (MESTNON) ......oooeereeerecrreeeseeseersens e 81
pyridostigmine 60 Mg/5 M1 S0IN (MESTNON)...vvvvvvrrerescrrsrescrsirssessserssensnee 81
pyridostigmine br 60 mq tablet (MESTNON)........covvvovrsrrserserrcrrrssecscrseninsnnen 81
pyrimethamine.... 57
PYRUKYND 5 MG TABLET ..o 89
PYRUKYND 5 MG TAPER PACK ....ooceeecosscnscsesessssssssssessssssssss s 89
PYRUKYND 20-5 MG TAPER PACK ..o 89
PYRUKYND 20 MG TABLET w...coo e 89
PYRUKYND 50-20 MG TAPER PACK......coosveeeceeoeseessesscssesssnssssss s 89
PYRUKYND 50 MG TABLET w...ooo e 89
PYZCHIVA .o 154
Q

QBRELIS e 97
QBREXZA ... 214
QELBREE ER 100 MG CAPSULE ..o 202
QELBREE ER 150 MG CAPSULE ..o 202
QELBREE ER 200 MG CAPSULE ..o 202
QFITLIA oo 88
QFITLAPEN e 88
QINLOCK e 67
QUOST. e 130
QNASL oo 127
QSYMIA (phentermine/topiramate) ........ooocecveescvevesscvveesssesessissesssssssssssessssssessnnes 71
QTERN....... 52
QUADRACEL ..o 87
QUAZEPAML. ... 207
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QUDEXY XR (EOPIFAMALE) .......ooocoeeeeeeeeessceesssoeesessees s 112
QUESTRAN oo 104
QUETIADINE ..o 204
QUETIAPINE 150 MG TABLET ..oocevecseeesenseesssnssessssnsssssssssssssssnoees 204
quetiapine fumarate 25 mq tab (SETOQUEL) ......oocccvvreeeeeeeseeeesseessees e 204
quetiapine fumarate 50 Mg tab (SETOGUEN) ....oocvvvoeeeeeeseeeceeeeseeseeeeses 204
quetiapine fumarate 100 MQ tab (SErOGUEI).......c.ccuvvvorrverserrseeserssessreersies 204
quetiapine fumarate 200 Mg tab (SETOQUEL).......cccccvvreceveerseeeesseessees s 204
quetiapine fumarate 300 MQ tab (SErOGUEN)......cc.oovcvorcverseeeseeeeeeseeseeseses 204
quetiapine fumarate 400 MQ tab (SErOGUEI).......c.ccouvvvvrrvvereensesseresessreserses 204
QUFLORAFE ........ 235
QUFLORA PED 0.5 MG CHEWTAB........... 235
QUFLORA PED 0.5 MG/MLDROP ..o 235
QUFLORA PED 0.25 MG CHEWTAB........ 235
QUFLORA PED 0.25 MG/ML DROP......... 235
QUFLORA PED TMG CHEWTAB ....ooseoeeescesssensseesssenssssssnsssssssssssssssssnoees 235
QUILLICHEW ER 20 MG CHEW TAB ... 202
QUILLICHEW ER 30 MG CHEW TAB ... 202
QUILLICHEW ER 40 MG CHEW TAB ...ooo oo 202
QUILLIVANT XR .o 202
quinapril... 95,97
QuInAPril/hydrochIOrOtNIAZIAE ......oocooeeee s 95
QUINIAINE 1o 90
QUINIAING GIUCONAE. ... 90
quinine sulfate.... 57
QUINTET oo 122
QUINTET AC s 122
QULIPTA oo 20
QUVIVA e 207
QVARREDIHALER ... 34
R

TADEPIAZONE ..o 144, 146
RABEPRAZOLE........oo e 146
RADIAGEL. 227
RADICAVA ORS 105 MG/S MLSUSP....oo e 105
RADICAVA ORS STARTER KIT SUSP . 105
RADIOGARDASE ... 227
RAGWITEK .o 83
RAINS SYRO.5 ML 29GXT/2" oo 178
RAINS SYRO.5 ML30GKS/16" oo 178
RAINS SYR TML29GXT/2" .o 178
RAINS SYRINGE TML30GKS/T6" oo 178
raisopropyl alcohol 70%. 229
raisopropyl alcohol 91%. 229
RALDESY e 197
TIOXIENE NCL (BVISTA) w...vvooeeeesec s 230
TAMEITEON (ROZETEM) oo seese e essssssssseeensene s esseeseseeeeee 206
ramipril..... 97,98
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RANEXA (FANOIAZING) ..o e 90
TANONAZING ..oooseeees e 90
RAPAFLO... 231
RAPAMUNE ...coooceeeescesssesssssssss s 157
rasagiline.. J2,73
RASUVO.....ooeeeseess oo 26
RAVICTL s 138
RAYALDEE. 224
RAYA SUREPEN NEEDLE ......ooooeeeeseseeseeseeesssessnsssesssses s 171
READL ..ot 124
READYLANCE SAFETY LANCETS oo 166, 184
REBIF ..o 107
RECOMBINATE ..o 88
RECOMBIVAX ..ot 87
RECORLEV .o 147
RECOTHROM.....oce oot 89
RECTIV (NIEOGIVCEIIN) oo 144
REFUAH PLUS ..o 122
REFUAH PLUS GLUCOSE CONTROL «..oooeeeeeeeeneesesssenssessssssssnsssessssnesnes 162
T 143
REGULAR BEVEL NEEDLES....ooc oo 171
RELAFEN DS .o 29
RELAFEN (NaDUMETONE) ...vveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeseneessesseses e esesssssssssseenessesese 29
RELAGARD (acetic acid/oxyquinoline).... 56
RELENZA. ..o 79
T 115
RELEXXII ER 18 MG TABLET (methylphenidate NCl)........c.cvvvveceeeeeeceeeeeese 202
RELEXXII ER 27 MG TABLET (methylphenidate Nel)...........voeoevvorrorsrcsrsrscrrnenn 202
RELEXXII ER 36 MG TABLET (methylphenidate Nel).........cccvevoooeroccsscccscnn 202
RELEXXIER 45 MG TABLET ..oo s 202
RELEXXII ER 54 MG TABLET (methylphenidate Nel)...........oooeoevvorrorsrrsirsrscrrnnn 202
RELEXXINER 63 MG TABLET ..ooc oo 202
RELEXXINER 72 MG TABLET ..o 202
RELIAMED ..o 166, 184
RELIAMED MINILANCING DEVICE......oc oo 162
RELIAMED SAFETY SEAL LANCETS ..oooooeeeseeeessesseessess s 167,184
RELION CONFIRM-MICRO ....oooeeeeesceeeeseeseeeeessees e 122
RELIONINS SYR 0.3 ML 29GXT/2" .o 178
RELION INS SYR 0.3 ML 3TGXOMM...oocoeoeeeeeeeseeseeesesessesssessesssesn 178
RELION INS SYR 0.5 ML 29GXT/2" oo 178
RELION INS SYR 0.5 ML 3TGXOMM...ooc oo 178
RELIONINS SYR TML 29GXT/2" coooseeeeseessseessssssssssses s 178
RELION INS SYR TML 3TGX5/T6" oo 178
RELIONINS SYR TML3TGXTS/64" ..o 178
RELION INSULIN SYR 0.5 ML oo 178
RELION PRIMETEST STRIPS .o 122
RELION SYRING 0.3 ML 3TGX5/T6" ...ooooeoeeeeeeessseessssessssssees s 178
RELION SYRING 0.5 ML 3TGXS/T6" ..oovvoeeeveesssnessssesssssees s 178
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RELIONTRUE METRIXTEST STRIP ...occcc e 122
0 S 45
RELPAX ..o 20
RELTONE ... .ot 141
O T 193
RENICADE ... 60
RENACIDIN oo 137
RENVELA ..o 134
repaglinide.......... 51
REPATHA. ..o 102
REQ49+... 233
RESPA AR. (pseudoephed/chlor-mal/bell Alk).........cc.cccoooverrrceessccensscsesscsesne "
RESTASIS 1. oo 132
RESTASIS (CYCIOSPOTING) ..o 132
RESTORA RX .ot 138
RESTORIL (fMQAZEPAM) ..o 207
RETACRIT ..o 114
RETEVMO .o 67
RETEVMO 40 MGTABLET ....oooooeecevcncessessssssssssess s 67
RETEVMO 80 MGTABLET.....ooceeeeeeeeseeseeeeseeesseeseesssseesssesssees e 67
RETEVMO T20 MGTABLET...ooc e 67
RETEVMO 160 MGTABLET ..o 67
RETIN oo 218,219
RETROVIR ...ooseeeseesseesssessssessses s 76
Y T 93
REVEALTEST STRIP oo 122
REVLIMID .o 64
REVUFORJ ..o 67
REVUFOR) 25 MG TABLET ...oos oo 67
REVUFOR) TTOMGTABLET ..occ s 67
REXTOVY .o 46
REXULTE e 205
REYATAZ ..ot 77
REYVOW....ooosceeseesesessesssssssss s 20
REZDIFFRA 224
REZLIDHIA ..o 69
REZURDCK ..o 231
REZVOGLAR KWIKPEN..... 56
RHOPRESSA ..o 130
TIDVITIN ..o 80
RIDAURA ...t 26
THADULIN s 37
THAMDIN s 37
RIGHTEST CONTROL SOLUTION. ..o oo 162
RIGHTEST QD500 .....ocoeeoeeeeeseesseessoesssesssessssessssssssesssess s 162
RIGHTEST GL300 LANCETS oo 167,184
RIGHTEST GSTOOTEST STRIP ..o 122
RIGHTEST GS300 TEST STRIP ... 122

RIGHTEST GSS50 TEST STRIP ..o 122
RIGHTEST GT333TEST STRIP ..o 123
RILUTEK oo 106
TIUZOIB ..o 106
TIMANEAAINE .o s 79
RIMSO=501...ecceeeeeeeseesseesseesssesssess s 24
TINGRTS e 208
RINVOQ.....ooo oo ssssses s sssses s 27
RIOMET..... 57
FISCATONGLE ..o 230
risedronate sodium........ 230
risedronate sodium (Actonel)...... 230
risedronate SOAIUM (ATEIVIA) .....oovveoveececese e 230
RISPERDAL .ot 204
TISPEIIAONE ..o s 204
RITALIN LA 10 MG CAPSULE (methylphenidate Rel)........c.c.evovevescosceescoscessieene 202
RITALIN LA 20 MG CAPSULE (methylphenidate Rel)........oceoecceeeeeeceeeeeeseeeeeee 202
RITALIN LA 30 MG CAPSULE (methylphenidate Rel).........ccvvoceeeseescoeseeeensoee 202
RITALIN LA 40 MG CAPSULE (methylphenidate Rel)........c.u.vvooevescoseeeserecessieen 202
RITALIN (methylphenidate ) ........c.oooceveeeceeeseceeessseessees s 202
RITEFLO .o 187
TIEONAVIT oo 77
TIVATOXADAN (XATEIT0) oo essese e ssssssseseesense s s seeseeeeeees 43
TIVASTIGMINE e 81
RIVFLOZA 80 MG/0.5 MLVIAL .... 227
RIVFLOZA 128 MG/0.8 ML SYRINGE ....... 227
RIVFLOZA 160 MG/ML SYRINGE . 227
MZALTPTAN DENZOGLE.......oooeeeeeeseeeeeeeeees e 20
RNATAL OB ... 192
ROBINUL....oooceceeeeseessess oo 138
ROCKLATAN ..o oo 130
TOMUMILAST ..o s 34
ROLVEDON...o.e oo 115
ROMVIMZA ..o 67
TODINITOIE ..o s 73
TOSUVASTATIN oo ees s eee e eeese s sseees 102,103
ROSUVASTATIN-EZETIMIBE........ooeee e 1071
ROSZET ..o 101
ROTARIX ..o 84
ROTATEQ ..o 84
ROWASA oot 141
ROXICODONE (0XyCOAONE NCI) w.ovoveeeecssne s 24
ROXYBOND. ... 24
ROZEREM (FAMEITEON) covvvvveeeeeee e eeeeeeeeeeeeseeseseeesssessssesss s esssssssssseeeneneessses 206
ROZLYTREK ... 67
RUBRACA «...oc oo 67
RUCONEST 225
TUANAMIAE ..o e 109
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rufinamide 40 mg/ml suspension (Banzel)..............coovveercoeseescnesieesecssessenn 112
rufinamide 200 mq tablet (BANZel) ........oocccveeeeeeeecceseeeeeeeseee e M2
rufinamide 400 Mg tablet (BANZEN) .....c..oooceveeeeseee e 112
RUKOBIA ... 76
RYALTRIS .o 127
RYBELSUS. 50
RYBREVANT ..o 62
RYCLORA ..o 49
RYDAPT s 67
RYTARY oo 73
RYVENT oo 49
S

SABRIL (VIGADALTIN) .o 112
SACUDIEHI/VAISAMAN (ENTIEST0).........ooooeeceeeeeeeeeeeeeeeeeeee s ceseeceeeessseseeneeeeee e eseeessessss e 9%
SAFE=CLIP e 162
SAFESNAP INSULIN SYRINGE ......oco e 178
SAFETY oo 164
SAFETYGLIDE INSULIN SYRINGE. ... 178
SAFETYGLIDENEEDLE ....occ e 17
SAFETYGLIDE SYRINGE ... 178
SAFETY LANCETS e 167, 184
SAFETY-LET oo 167, 184
SAFETY PENNEEDLE ... 17
SAFETY SEALLANCETS .o 167, 184
SAFYRAL (drospir/eth estra/levomefol Ca)............cc...oovveorccossvensersscrnssesseessssnene 116
SALAGEN ... 83
SAISAIAL .o 25
SAMSCA e 125
SANCUSO oo 140
SANDIMMUNE ..o 157
SANDOSTATIN oo 153
SANDOSTATIN LAR DEPQT (octreotide acetate,mi-SPREres) ..........ococceoveveverscivveesssvenss 153
SANTYL e 218
SAPHRIS e 204
sapropterin........... 228
SAVAYSA e 43
SAVELLA .o 230
saxagliptin hcl (Onglyza). 51
saxagliptin-metformin er 5-500 (Kombiglyze X) ......... 52
saxagliptin-metformn er 5-1000 (Kombiglyze Xr) ........ 52
saxagliptn-metform er 2.5-1000 (Kombiglyze X) ........ 52
SAXENDA .o 71
SCALACORT DKoot 217
SCEMBLIX 20 MG TABLET ..o 67
SCEMBLIX A0 MG TABLET ..o 67
SCEMBLIX T00 MGTABLET «...ooccceessesssenssssssssessssssssnssssssssssssssss s 67
SCOPOIAMINE. ..o 140
SECUADOD s 204
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SECURESAFE INSULIN SYRINGE ..o 178
SECURESAFE PEN NEEDLE .....ooo oo 171
SEGLUROMET........ 53
SELARSDL. ..o 154
SELECT-0B....oosceeeeeeseesseessseesseesssssesssessssses e 191
SELECT-0B 4 DHA ..o 191
SELECT-0B (prenatal vit 128/Ir0n/fOliCaC) ...ovvvveorevee oo 191
SEIRGIING ..o s 73
SEIBMIUM ..o 2N
SELZENTRY .o 76
SEMGLEE . 56
SEMGLEE (YFGN) PEN ... 56
SENSIPAR (cinacalcet hdl) 225
SEREVENT DISKUS.....o oo 31
SERNIVO ..o 217
SEROQUEL ..o 204
SEROSTIM .. eeeeeeeeeeseeeseesssees e 157
SEITTAIIME oo eeseeeeeeeeeseeeeeeeseesse e sssssssseseeeeeeeeeeseesesssesseseeeeees 196, 197
SErtraling 150 MQ QAPSUIE ....oooeoeeceecoeceeseeseeseeesssrsees s 196
SErtraling 200 MQ CAPSUIE .....vvoovveeeeeseeesecssessseesesssessssses s s 196
SVEIAIMET ..o 134
SEVOMUIANE. ..o 25
SEYSARA oot 4
SFROWASA ..o 141
SHINGRIX .. .o 87
SHORT BEVEL NEEDLES.....ooc oo 171
SIDESTREAM PEDIATRIC....ooceeesceeseeseesesseessesssesssesssses s 187
SIGNIFOR ... 153
SIGNIFOR LAR ..o 153
SIKLOS oo 89
SHABNAN. ..o 93,223,224
SILENOR oo 207
SILICONE MASKANFANT <..ooc s 188
SILICONE MASK-PEDIATRIC ...oocceesenessensscsesssssseesssss s 188
SILIQ e 209
silodosin... 231
SIL=SERTER .o 162
SILVADENE (SHVET SUITAAIAZING) +.vvvvveveeeeeeeeee e sssssssesseseeeeseesssesssenenees 43
silver........ 43,218
SIVET TR oo 213
SIMBRINZA ..o seeeeeeeeeeesteeeseeseessseesssses e 130
SIMLANDI(CF) 20 MG/0.2 ML SYRG ..o 60
SIMLANDI(CF) 40 MG/0.4 ML SYRG ..o 60
SIMLANDI(CF) 80 MG/0.8 ML SYRG ....ooceeeeeeeseeeseeeseeseessseesees e 60
SIMLANDI(CF) AT 40 MG/OA Moo 60
SIMLANDI(CF) AT8O MG/0.8 ML 60
SIMPLERA SENSOR ..o 162
SIMPLERA SYNCSENSOR ..o 162
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SIMPLEPEN NEEDLE oo 171 sodium chloride 0.9% irrig.... 208
SIMPONI 50 MG/0.5 MLPEN INJEC........ooeeeeeeeeeeeeeeeeeeeeeeeeeee e 60 sodium chloride 0.9% irrig.... 208
SIMPONI 50 MG/0.5 ML SYRINGE ... eesseesessese e 60 SODIUM CHLORIDE 0.9% IRRIG......... .208
SIMPONI 100 MG/ML PEN INJECTOR oo 60 sodium chloride 0.9% press sol........ 2208
SIMPONI 100 MG/ML SYRINGE ....oooo e 60 sodium chloride 3% vial........ 206
O 60 sodium chloride 7% vial........ 226
ST LU L 101,103 sodium chloride 10% vial ..... 226
I S 73 sodium chloride for inhalation........... 226
SINGLELET o i 167,184 sodium chloride irrig solution............ 208
SINGLE USE S A oo 208,212 sodium chloride/nahco3/kcl/peg..... 144
SINGULAIR e sssssssseeneeeese s 34 SODIUM CITRATE........ 83
SITOIMIUS ..o eee e sees e ees e eeee e eeet e eee e 157 SOQIUM FTUOTIAC. e 132,133
SIRTURD oo 37 sodium fluoride 0.2% rinse (Prevident) ....... 135
SITAGLIPTIN......... 51,50 sodium fluoride 0.5 MG(1.TMQ) v 133,136
SITAGLIPTIN-METFO ER 50-500,100-1,000...... 52 sodium fluoride 0.5 MG/MIAIOP oo 133,136
SITAGLIPTIN-METFOR ER 50-1,000........ 52 50AiUM fUOTde 0.25 (0.55) Moo 133,136
SITAVIG e seeseeese s esese e eee s ese s sese s 79 sodium fluoride 1.1% cream (Prevident 5000 Plus) 135
SITIMARKS .ottt 124 sodium fluoride 1.1% Gel (PIEVIAENY) ..o 133,135
IV EX TR0 e, 39 50dium fUOride TMQ (2.2 MQ) oo 133,136
SKYCLARYS......... 227 50dium fluoride 5000 PPM PASTE.....o.voveoroeoeeososssessesosssesososssessosoessos 133,135
N 117 sodium fluoride/potassium nit......... 133
Y RIZL e 209 SODIUM OXYBATE...... 206
SKY RIZL ON-BODY oo 155 sodium phenylbutyrate......... 1138
SKYRIZIPEN .o seeeeseesesseseseseseseessssseseseesssssesesesesssserssesessssersseseress 209 sodium polystyrene.. 134
SKY SAFETY PEN NEEDLE........coovovveeeeeeeeeeeeeeeeeseessssccceeeeneessseeeeseeeessssesssssesseessseseeeesssssene 171 sodium, potassium,mag sulfates (Suprep)... 44
Y TROFA oo 157 sod, pot chlor/mag/sod, pot phos..... 208
SLYND e sessesssess s sesssesesess s sssesess st sess s 116 sod/pot/k cit/sod cit/cit acid. 137
SMARTDIABETES VANTAGE ... 162 SOFDRA.......... 214
SMARTEST e 162 SOFOSBUVIR.. 79
SMARTEST LANCET ... 167,184 SOGROYA......... 151
SMARTESTTEST e 123 SOHONOS...... 228
SIMART SENSE ..o serseseeseeees e s eeseeees e 167,184 solifenacin...... 23)
SMART SENSE LANCETS ..o 167,184 SOLIQUA....... .50
SMART SENSETEST STRIPS e eses s 123 SOLODYN........ LA
SMINS SYR 0.5 ML 29GXT/2" . 178 SOLOSEC....... .36
SMINS SYR 0.5 ML 30GKS/ 16" v 178 SOLTAMOX...... .70
SIVEINS SYR T ML 29GXT/2" oo 179 SOLUSVZ et 167,184
SM INS SYRING 0.3 ML 30GXS/16" .. 179 SOLUSV2 CONTROL SOLUTION.d....... 163
SMINS SYRINGE 1ML 28GX1/2". e 179 SOLUSVILANCETS sttt 167,184
SMUINS SYRINGE TML 30GK5/T0" oo 179 SOLUS V2 LANCING DEVICE... 1163
SMINSULIN SYR 0.3 ML 29GXT/2" e 179 SOLUS V2 TEST STRIPS........... A3
SMINSULIN SYR 0.5 ML 28GX1/2" e 179 SOMA. 189
SMUINSULIN SYR T ML 3TGX5/16" oo seeeeneeeeeeeeeeeeeesessesesseesseessseeeeesenseene 179 SOMATULINE.. 153
SMINSUL SYRO.3 ML 3TGXS/T6" . 179 SOMAVERT..... 224
SMINSUL SYR 0.5 ML 3TGX5/16" e 179 SOOLANTRA (ivermectin)...... 213
smisopropyl alcohol 70%.......... 009 sorafenib tosylate (Nexavar).. .67
SOAANZ e seeeseess sttt 126 SORBITOL....... 209
sodium chloride 0.9% inhal vl ... 226 SORILUX.......... 211
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sotalol...... .99,100
SOTYKTU oo 209
SOTYLIZE e 100
SOVALDI ..o 79
SOVUNA .. 57
SPACE CHAMBER.... e 187,188
SPECIALTY USENEEDLES ..o 17
SPEVIGO ..o 209
SPIKEVAX 20232024 84
SPIKEVAX 2024-2025 ... 84
SPIKEVAX 2025-2026 (6M=TTY) oo 84
SPIKEVAX 2025-2026 (12Y UP) ..o 84
SPIKEVAX COVID (18Y UP) VACC oo 84
SPINOSAU .o s 72
SPIRIVA HANDIHALER 18 MCG CAP (tiotropium bromide) .............oocccooerocrscscrercs 30
SPIRIVARESPIMAT ..o 30
SPITONOIACT ...vveeo e 126
SPITONOIACIONE .......oo s 126
spironolactone 25 mg/5 Ml SUSP (CAIOSPIM) w..vvevevvvevrevesersersirsrssensessessersiessnen 126
spironolactone 25 mq tablet (AIJACTONE).........oovcvvveeeceeeeseeeseeee s 126
spironolactone 50 mq tablet (AIdACTONE).........oovovvverecveeorsceeesceeseesssses s 126
spironolactone 100 mq tablet (AIJACTONE) .....vv.vvvevrcvricrsrcrrnrsessrcesne 126
SPORANOX ... 47
SPRAVATO ..o 193
SPRITAM ..o 112
SPRIX e 21
SPRYCEL 20 MG TABLET (daSatinib) ..c.ecoeeecececeseescseesceseeseseeseesenses 68
SPRYCEL 50 MG TABLET (A@SHNID) ... oo 68
SPRYCEL 70 MG TABLET (daSatinib) ..o 68
SPRYCEL 80 MG TABLET (daSatinib) ..coeeoeeveeeececescesceecsccseeseseeseesenss 68
SPRYCEL 100 MG TABLET (d@SatiniD) ...oc.ooeeoeooesoeoeoes oo 67
SPRYCEL 140 MG TABLET (daSGtINID) ..o 68
SIS et 134
KT e 135
STALEVO .o 73
STAVUAING e 76
STEGLATRO........... 53
STEGLUJAN........... 52
STELARA s 154
Stendra..... ed23
STENDRA.. 23
STEQEYMA s 155
STERILANCETL oo 167, 184
STERILE LANCETS .o 167, 184
STIMUFEND ..o 114
STIOLTO RESPIMAT ..o 31
STIVARGA ... 68
STRATTERA e 202

STRATTERA 10 MG CAPSULE (atomoxeting NCl).......oocccceeveceeeeceeeseeeeeseee 202
STRENSIQ . 226
STRIBILD ..o 78
STRIVERDL ..o 31
STROMECTOL ....... 56
STROVITE FORTE (multivit,iron,min 5/folic acid) 234
STROVITE ONE ... 234
SUBOXONE....... 231
subvenite 25 Mg tablet (LAMICKA) ..oooovvvvereveeeceeseceessessse s 12
subvenite 100 M tablet (LAMICEAI) w..ooovvvvevevoeececeeseesceesesssnsssns 112
subvenite 150 Mg tablet (LAMICKA) wooo..ovveeeeoeeeeeeeeeeeeesees s M2
subvenite 200 Mg tablet (LAMICKA) .oo..vvovveeveeeceeseceesceesesesssss s 12
SUCRAID .o 142
SUCTAITATR ..o s 140
SUFLAVE ..o 144
SULAR oottt 92
SULCONAZOLE ..o 4
SUTACETAMITE 1ovvveee e eeeeeeessee e eese s eeessessesssseesees e 35,43, 210, 211
sulfacetamide/prednisolone SP..........oc.vceecceceseeeeese e 35
sulfadiazine........... 36,43
SUlfamethoxazole/tMEtNOPIIM ..o 36
sulfamethoxazole/trimethoprim (Bactrim) .......cc.cceveeoreeoserescensenescensenessesseeene 36
SULFAMYLON .o 43
SUASAIAZING (AZUITIAING) oo seeeeseessssseseeseeeesesssesessess e 142
SUNNAAC oo 29
SUMATTIDTAN ©ovvereeeeeee s 20
sumatriptan 4 mg/0.5 MENJECE (IMITEX) wovovvvrvvereerrrescneresesersseseesssenene 20
sumatriptan 6 mg/0.5ml QUION] (IMILTEX)...o.vvvvevrvrrsverrerrcrsrrsserensersessensensenes 20
SUMATTIPEaN 6 MQ/0.5 MIVIAL ..o 20
SUMatriptan succ 25 mq tablet (IMITEX) ...o.c.cvvevvvverseeesseeessssesesssssssnsseenn 20
sumatriptan succ 50 mq tabIEt (IMITBX) .....ocevoevrevrserscrrcrssssersercrsessensessens 20
sumatriptan succ 100 mq tablet (IMITEX) ........ooveevvereeeeeseeeessseeseesssee e 20
sumatriptan succ/naproxen S0d (TXIMEL) ......oooovveverscvverssieeessissessessesssssesssssnssnns 20
SUNIEINID MAIATE (SUTBNL) oo 68
SUNLENCA .o seeeseeeesses e 74
SUNOSE ..o 206
SUPERTHIN LANCETS ..o 167,184
SUPRANE ..o 25
SUPREP (sodium, potassium,mag SUALES) ........c..ccvvecveeseeeeeseeessessessoesons 144
SURE COMFORT ..o 171,179
SURE COMFORT ALCOHOL ..o 208,212
SURE COMFORT INSULIN SYRINGE ....ooc oo 179
SURE COMFORT LANCETS ..o 167,184
SURE COMFORT LANCING PEN ..o 163
SURE COMFORT PEN NEEDLE........oocceceoeeesesseesseessesseessesssssssessssesssees 171
SURE COMFORT SAFETY PEN NEEDLE ......ooccceee e 17
SURE-FINE PEN NEEDLES....ce oo 171
SUREFLEX ..o 163
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SURE-JECTINS 0.3 ML 3TGXS/T0" ..o 179
SURE-JECTINS 0.5 ML 3TGX5/T6" ..o 179
SURE-JECT INSULIN SYRINGE ... 179
SURE=LANCE ..o 167,184
SURE-PEN ... seessssees e 163
SURE-PREP ALCOHOL PREP PADS....coeeeeeeeeeesesseesssesseesssesssses e 208,212
SURE-TEST EASYPLUS MINFSOLN ..o 163
SURE-TEST EASYPLUS MINESTRIP ..o 123
SURETOUCH ..o 167,184
SURGICEL ..o 89
SURGIFOAM ..o 89
SURVANTA 222
SUTAB et 144
SUTENT (SUNTTINID MAIATE) crrrrreeeeeeeeeeeeeee e seeeeseeeeseeseeseeessssesesseeeeeeseesssesssesenees 68
swan isopropyl alcohol 70%....... 229
SYMAX oot 141
SYMBICORT 80-4.5 MCG INHALER (budesonide/formoterol fumarate) ............oocooeeeeeeceveere. 33
SYMBICORT 160-4.5 MCG INHALER (budesonide/formoterol fumarate)...............oocccocccee. 33
SYMBRAVO...ooc oo 20
SYMDEKO. 21
SYMEL e 78
SYMLINPEN........ 50
SYMPAZAN ..o seeeeeeeeeeeeeeseesseeesssessseesssses e 108
SYMPROIC ..o 45
SYMTUZA e 75
SYNALAR.. 42,17
SYNALAR (flUOCINOIONE QCETONMIAL) ...ovvvvvvvreeeeeeeeseeeeeseeessscceeeeeessssseseeseeeesesssessseessesssries 217
SYNALARTS .ottt 217
SYNAREL .o 152
SYNDROS oo 139
SYNERA ..o 25
SYNJARDY 53
SYNTHROID (levothyroxine sodium)....... 221
SYPRINE .. i
SYRINGE .o 45,189,102, 107,133, 155, 209
syringe and Needle,iNSUlN, TMI......ooooceeereeeeesceesssesesssees s 179
syringe-need|e,iNSUNIN,0.5 Ml ..o..coevrovrorrsrrscnsrrrssensssr s 179
syring-need],dispinsulL0.3 MU....covooeeeeeeceeeseeeesseeeesseee s 179
T

TABLOID ..oo e 62
TABRECTA .o 68
TACLONEX (calcipotriene/Detamethasone) ...........cc..cowweeeemiverssssvensssesnsssissessssissessns 218
BACTONMUS ..o 156, 157
BAAAIATI e ssessss e eseseeees 93,223,224
TADLIQuo s 93
TAFINLAR .o 62
TAFINLAR 50 MG CAPSULE. ..o eeeesesses 62
TAFINLAR 75 MG CAPSULE. ..o eseeesseseeesssseeeess e 62

TAfIUPTOSY/PF (ZIOPEAN) oo 130

TAGITOLV ....... 124
TAGRISSO ....... .68
TAKHZYRO..... .83
TALICIA.......... 140
TALTZ.. 209
TALZENNA 0.1 MG CAPSULE. .08
TALZENNA 0.1 MG SOFTGEL.. .08
TALZENNA 0.5 MG CAPSULE. .68
TALZENNA 0.5 MG SOFTGEL.. .08
TALZENNA 0.25 MG CAPSULE............ ..08
TALZENNA 0.25 MG SOFTGEL .68
TALZENNA 0.35 MG SOFTGEL .08
TALZENNA 0.75 MG SOFTGEL ..08
TALZENNA 1T MG CAPSULE .... .68
TALZENNA T MG SOFTGEL..... .08
TAMIFLU......... 79
tamoxifen citrate........ .70
tamsulosin hl 231
TANDEM PLUS (multivit no.18/iron no.1/folic) 234
TAPERDEX....... 1571
TARGADOX (doxycycline hyclate)...... AT
TARGRETIN ..... ...00
TARGRETIN 1% GEL (bexarotene)..... .70
TARPEYO......... 1571
TASCENSO ODT......... 107
TASIGNA (nilotinib hdl).......... .08
tasimelteon (Hetlioz). .206
TASMAR ......... T3
tavaborole...... .48
TAVALISSE ...... 222
TAVNEOS ........ .88
TAYTULLA (norethindrone-e.estradiol-iron) 116
tazarotene 0.1% cream (Tazorac) ..... 21
TAZAROTENE 0.1% FOAM ..... 214
tazarotene 0.1% gel (Tazorac)........... 21
tazarotene 0.05% cream (Tazorac) .. 21
tazarotene 0.05% gel (Tazorac)......... 21
TAZORAC0.1% CREAM (tazarotene) 21
TAZORAC0.1% GEL (tazarotene)...... 21
TAZORAC 0.05% CREAM (tazarotene) 21
TAZORAC0.05% GEL (tazarotene).... 21
TAZVERIK........ .63
TC99M 123
TDVAX. .87
TECFIDERA..... 107
TECHLITE INSULIN SYRINGE... 179
TECHLITE LANCETS e 167,184
TECHLITE PEN NEEDLE .......... 7
TECHLITE PLUS PEN NEEDLE .. 7
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TEGLUTIK e 106
TEGRETOL (CArDAMAZEPING) ....vvccvveeceeveesesseesseessssessssses s s M2
TEGRETOL XR (CArDAMAZEPING).......oovcoveeevvvesseceesesesesssssesssssns s 12
TEKTURNA .o 1071
TELCARE CONTROL SOLUTION .o 163
TELCARETEST STRIPS ..o ssssses s 123
TELCARE ULTRATHIN 30G LANCETS ..o 167,184
BBIMISATTAN e eeeeeeeeeeeeeeeeceessse e ee e sesssssssseneseeseeeseessseeeeeesessssssessnneee 96, 97,98
telmisartan-hctz.. ..96,97
1EMAZEPAM (RESTOMI) ...vvoooeeeeeeeeeeee e 207
TEMBEXA ..o s 79
TEMOVATE (cloDEtaSOl PrOPIONGTE).....c..vvevvvvevesseveessseeessiseessssnsssssns s 217
TEMOZOIOMITL. ....ooeeseees s 61
TENIVAC e 87
BONOTOVIT ..o 77
TENORETIC ..o s 100
TENORMIN....ooes e 100
TEPMETKO ..o 68
BRTAZOSIN ... 9%
BOIDINAMINE. ..o 47
AOIDULAIINE. ..o 30
BOICONAZOIE....o oo 46
BCTHTUNOMUIAE e sesssseeseseeeseseeeessseeeeeeeessesssessesenenees 106, 107
teriparatide (Bonsity) ... 229
teriparatide (Forteo) ........ 29
TERUMO INS SYR 0.3 ML 29GXT/2" ..o 179
TERUMO INSULIN SYRINGE ...oooseeesscenssssnssssses s 179
TERUMO SURGUARD2 ..o 171
TESTIM oo 147
TESTIN'GO oo 123
testosterone.......... .. 147,148,149
TESTOSTERONE ....ooose oo 147,148
1eSTOSTEroNe 12.5 MG/ 1.25 GraM ...cooovereverecseessceserssessesessessseses s 148
testosterone 50 mg/5 gram Gel (TESHM)....oc.covvveosceorseeeseesessereseesssrsssssees 148
testosterone 50 mq/5 gram gel (VOGEIX0) .....c..coovevreeeescerrcrsseceseeeseeesscssseeesen 148
TESTOSTEIONE CYPIONALE ....ooec e 148
testosterone cypionate (DepO-TEStOSTIONE).........oocecovvverrverscessrersseesssnssserssees 148
1ESOSTIONE ENANTNATE......ooocvoeeeeoeee oo 148
TEST STRIPS oo 123
TELADENAZING ..o 106
TETTACAINE ..o 129
TETRACAINE HCL...oe s 129
BELTACYCINE. ..o 4
TEXACORT ... 217
TEZRULY s %
TEZSPIRE 210 MG/1.91 ML PEN.. w22
TEZSPIRE 210 MG/1.91 ML SYRING........ 222
THALITONE ....ooseesssessssessssssssssssss s 127

THALOMID ..o 37
THEQ-24...c e 34
TNCOPNYIING oo 34
THIN e 124
THIN LANCETS .o 167,185
THINPRO INSULIN SYRINGE ....oo s 179
THINWALL NEEDLES ...t 171
THIOLA EC (tiopronin)..... 232
THIOLA (tiopronin) .......... 232
LU0 A10 VT3S 206
IOTNIXEN ..o 205
THRIVITE RX .o 191
THROMBL.....coe s 89
THROMBI-GEL (thrombin/cal/cmc/gel/dress,Nem) ........coecceeeeeeceeessceeessseesssees 89
THROMBIN «...ooceeeceessesseessesssesssee s 89
THYQUIDITY ......... 221
thyroid...... 21
THYROID... 220
11agabine NCl 2 MG TADIEL ..o 112
11agabine NCl 4 MG EADIET ... 112
1iagabine NCl T2 MG EADIET.....ooooececeecces s 112
1iagabine NCl 16 MG ADIET ....oocooeeeeees s 112
TIAZAC (AITAZEM D) oo eesse s eesssesssesenees 92
TIBSOVO ..o 69
THCAGIRION (BRlINTA) w.vvvrvrvrrcresrerss s 74
TIGLUTIK oo sssessses e 106
TIKOSYN oo 90
timolol...... 100, 130, 131
FIMNOIO] (BETIMO) et esssseseeee e seessseeeeeseseseessesssesseeseeeseessesssenneeee 131
HMOI0] MAIAT/PI.....os e 131
TIMOPTIC. s 131
TIMOPTIC OCUDOSE (timolol MalEAte/Pf) .....vvoveeeeeeesceeeeesseeessseesssseessssees e 131
tinidazole . 56
tiopronin 100 M@ tablet (TIOIa) ...oo..vovovveceesceeseeseesessesssessssssses 232
tiopronin dr 100 mq tablet (Thiola Ec) ... 232
tiopronin dr 300 mg tablet (Thiola Ec) ... 232
FHOPIONIN (TRIOIA FQ) oo 232
tiotropium 18 mcg cap-inhaler (Spiriva Handinaler)............ccvvveeveccveeseeceesseesiees 30
TIROSINT .. 221
TISSEEL oo 214
TIVDAK oo 69
TIVICAY oo 77
TIVORBEX ......oosceeecesceessrsssessssssssssssse s 29
BZANIAING .o 189
tizanidine hcl 2 Mg capsule (ZaNAFIEX) ......ovoceeeeeeeeeeeseeeseseessee e 189
fiZanidine Nel 2 MG TADIET ..o 189
tizanidine hcl 4 mq capsule (Zanaflex) .....veeeevveeececeeeecceeesss e 189
tizanidine hcl 4 mg tablet (ZanAfleX) ... 189
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tizanidine hcl 6 mg capsule (Zanaflex)...
TLANDO....

TOBI (tobramycin in 0.225% sod chlor)..

TOBRADEX

tobramyin.........
tobramycin/dexamethasone......

TOBRAMYCIN PAK 300 MG/5 ML

TOBREX.....

tolcapone..

TOLECTIN..

tolmetin sodium..

tolmetin sodium (Tolectin 600) ..

TOLSURA..

tolterodine

tolvaptan..

tolvaptan 15 mg-15 mg tablet (Jynarque).........
tolvaptan 15 mg tablet (Jynarque).........

tolvaptan 15 mgq tablet (Samsca) ..........

tolvaptan 30 mg-15 mg tablet (Jynarque).........

tolvaptan 30 mg tablet (Jynarque).........

tolvaptan 45 mg-15 mgq tablet (Jynarque).........
tolvaptan 60 mg-30 mg tablet (Jynarque).........

tolvaptan 90 mg-30 mg tablet (Jynarque).........

TOPAMAX (topiramate) ...
TOPCARE CLICKFINE.........

TOPCARE ULTRA COMFORT.........

TOPCARE UNIVERSALT LANCET...

TOPCARE UNIVERSALTTHIN LANCET.......

TOPICORT (desoximetasone)........

topiramate 15 mq sprinkle cap (Topamax) .......

topiramate 25 mg/ml solution (Eprontia)..........

topiramate 25 mq sprinkle cap (Topamax) ........
topiramate 25 mq tablet (Topamax).......

topiramate 50 mq sprinkle cap ...

TOPIRAMATE 50 MG SPRINKLE CAP........

topiramate 50 mq tablet (Topamax).......

topiramate 100 mg tablet (Topamax) ...

topiramate 200 mq tablet (Topamax) ...

topiramate er 25 mg capsule (Trokendi Xr).........

topiramate er 50 mq capsule (Trokendi Xr) ........
topiramate er 100 mq capsule (Trokendi Xr).......

topiramate er 200 mg capsule (Trokendi Xr).......

topiramate (Qudexy Xr)...
TOPROL.....

toremifene

torsemide.

TOSYMRA.

TOUJEO..... 56
TOVIAZ ER 4 MGTABLET (fesoterodine fumarate)........... 233
TOVIAZ ER 8 MG TABLET (fesoterodine fumarate)........... 233
TRACLEER .o 94
TRADJENTA .......... 51
TRAMADOL «..cocoeeeeeessesseessess s 24
TEAMAAO] 1 w.ooroeeees e 24
ATAMAAON Nl 24
TRAMADOL HCL oo 24
TRAMADOL HCL 5 MG/ML SOLUTION. ... 24
TRAMADOL HCL 25 MG/S MLCUP oo 24
ramadol DTl 50 MG TADIET c....oveeveceeeeeeeessees s 24
£ramadol Nl T00 MG ADIEL ......c.oooceeeeeeeeecesereessnssssssss 24
tramadol hel/ACetamMINOPREN ... 2
trandolapril.......... ..94,98
BRANEXAMIC AT, ... 88
TRANSDERM .ooeeeeeeeeessseesseessseesssesssseessoeessssessseesssessssessoessssessoees 140
TRANSFERNEEDLE.......occoeeeeseceesseessessoessessssesssesssses s 171
ERANYICYPIOMINE .o 194
TRAVATAN ..o 131
TTAVOPIOST e 131
TRAZOAONE ..o 197
TRELEGY ELLIPTA 100-62.5-25 ..oooseeeeeeeeeseeseesseessoeessseessseesseesssessssees e 33
TRELEGY ELLIPTA 200625525 ...oooceeeeeeeesseesceesseesssesssssesssessssesssesssssesssseesnes 33
TREMEYA .o 155
TREMEYA 100 MG/MLPEN......ooc oo 155
TREMEYA 200 MG/2 MLPEN .o 155
TREMEYA ONE-PRESS ..o 155
TREMFYA PEN INDUCTION (2 PEN) oo 155
TRESIBA.... 56
TTEHINOIN. .o 69, 210,218, 219
TREXALL oo 62
TREXIMET (sumatriptan SUCC/NaproXen SOA) w....oo..eeeoecvvveessveresseiseessssssssssnssesssssnssnnes 21
TREZIX s 2
triamcinolone....... 223
r1aMAN0IONE 0.19% CrOAM.....ooooreeeesceerssseessisssesssssss s 217
triamcinolone 0.196 100N ......cc.coocvoreveceosceeseeseessersessssess s 217
riamanolone 0.19% OINEMENT ...oocc.vvvveeeveeeeseeess e s 217
triamcinolone 0.1% paste.......... 223
triamcinoIoNe 0.59% CrEAM.....oocvovvceorerssceoscessensseeesssnsssss s 27
triamcinolone 0.05% 0INEMENT ......ovvoeceveeescveeescseesssees s 217
riamanolone 0.025% CrOAM ....oocccevvesvvverrscseesseiseesssssss s 217
triamcinolone 0.0259 10HON......occccovovvosceesceeseeseeescrssesssnessssses s 217
riamAN0IoNe 0.025% 0INE........oooeeveeeseeeessscseeessseesssees s s 217
triamcinolone 0.147 mg/q spray (Kenalog) ...........cevoeveeovevcsscrsssrcssrssceessereseeessen 217
TrIAMCNOIONE ACRTONIAL. ..o 217
HAMEETeNE (DYIENIUM) w...ooooeeeeeeceieeseeesesseess s 126
triamterene/NYArOChIONOTNIAZIL ......oc.coooverecerserceserserrsensesss e 126
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triazolam..

TRUE COMFORT SAFE INSULIN SYRG

triazolam (Halcion)..........

TRUE COMFORT SAFETY LANCET

TRIBENZOR...........

TRUE COMFORT SAFETY PEN NEEDLE

TRICARE....

trichloroacetic ...

TRICHLOROACETIC

TRICHLOROACETIC ACID (trichloroacetic acid) ....

TRUE METRIX GLUCOSETEST STRIP...

TRICOR (fenofibrate nanocrystallized)....

TRUEPLUS INSULIN SYRINGE.

TRIDESILON (desonide)....

TRUEPLUS KETONETEST STRIP

trientine....

TRUEPLUS LANCET

trientine hcl 250 mg capsule (Syprine)...

TRUEPLUS LANCETS..

TRIENTINE HCL 500 MG CAPSULE...........

TRUEPLUS PEN NEEDLE

trifluoperazine.....

TRUETESTTEST STRIPS

trifluridine

TRUETRACKTEST STRIP

trihexyphenidyl....
TRIJARDY XR 5-2.5-1,000 MG TAB.........

TRIJARDY XR 10-5-1,000 MGTAB...........

TRIJARDY XR 12.5-2.5-1,000 MG...........

TRIJARDY XR 25-5-1,000 MGTAB...........

TRUVADA (emtricitabine/tenofovir (tdf))

TRIKAFTA 50-25-37.5 MG/75 MG.........
TRIKAFTA 80-40-60MG/59.5MG PKT....

TRIKAFTA 100-50-75 MG/75MG PKT......

TRIKAFTA 100-50-75 MG/150 MG.........

TUDORZA PRESSAIR 400 MCG INHAL

TRILEPTAL (oxcarbazepine)..........

trimethobenzamide.........

trimethoprim........
trimipramine........

TRIMO-SAN..........

TWIIST REFILL KT(CSST-NDL-SYR).....

TRINAZ ....

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

TRINTELLIX..........

TWIIST STARTERKIT...

TRISTART DHA......

TRIUMEQ..

TRI-VI-FLOR..........

TWISTTOP LANCET...

TROKENDI XR 25 MG CAPSULE (topiramate)......
TROKENDI XR 50 MG CAPSULE (topiramate).....

TROKENDI XR 100 MG CAPSULE (topiramate)....

TROKENDI XR 200 MG CAPSULE (topiramate)....

tropicamide..........

TYENNE AUTOINJECTOR

trospium...
trospium chloride.

TYKERB (lapatinib ditosylate)

TRUDHESA

TRUE COMFORT ALCOHOL PADS..

TRUE COMFORT INSULIN SYRINGE..........

TRUE COMFORT LANCET..

TRUE COMFORT PEN NEEDLE.......

TYVASO INSTITUTIONAL STARTKIT...

TRUE COMFORT PRO ALCOHOL PADS.......

TYVASO REFILLKIT ...

TYVASO STARTERKIT.

TRUE COMFORT PRO INS SYRINGE .........
TRUE COMFORT PRO PEN NEEDLE..........

179
167,185
7
.163
.163
.163
123
179
125
167,185
167,185
72
123
123
143
.50
.85
...08
W)
102
2132
101
.30
...08
.08
118
118
.163
.163
.163
.87
116
167,185
167,185
2210
116
221
155
155
...08
154
224
.94
.94
.94
.94
.94
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U

O 21
UCERIS 2 MG RECTAL FOAM (DUAESONIAR) .o.crvvrvvrvvrrcrserssvnssrrssersersisssnresnessnenss 147
UCERIS 9 MG ER TABLET (DUAESONIAL) ...coververrnvrrerserssernnrnsnressenssersesssnnssnessnenss 151
UDAMIN SP .o 234
UDENYCA .o 114
UDENYCA AUTOINJECTOR coccovnernvesscrsscrsmnsssrssssessesssessssnssssessesssessssssssesssssssenss 114
UDENYCA ONBODY ..ocerrvvrssernssenssserssmessssessssessssesssssessssesssssesssssssssessssessne 114
UKONIQ oo 68
Y Y 72
ULORIC oo 27
ULTANE s 25
ULTCARE INS SYR TML 3TGXS/ 16" errerrsnreseesserserssssssssssesssessssssssssnsssenss 179
ULTICARE ..o 179
ULTICARE INS SAFETY TML 29XT/2 wooeerversvnsersssssesssesssssssssssssssesssssssessnsssnenss 179
ULTICARE INS SYR TML 28GXT/2" c.ocrrrrsreseesersserssssssssessessssssssssssssenss 179
ULTICARE INS SYR TML20GXT/2" .covrrsiressresssssenessesssissssissssessssssssne 179
ULTICARE INSULIN SYRINGE ..o 179
ULTICARE PEN NEEDLE ... ercrrnvrnvrscrsserssnnmesssssssesssessssssssssssesssesssssssnsesnssssenss 172
ULTICARE SAFETY 0.5 ML 29GXT/2 .ovvevrrscrnsiressiresressersssesssissssissssessssssssnes 179
ULTICARE SAFETY PEN NEEDLE ....occcoeecersceeserssensssensnenssennssersssensne 172
ULTICARE SYR 0.3 ML 30GX5/T6"...oserrerrermsmrnssesserssersssssssessesssesssssssssesssssenss 179
ULTICARE SYR 0.3 ML 3TGXS/T6" ..o 180
ULTICARE SYR 0.5 ML 29GXT/2" .rrsersvnsessssssesssesssssssssssssesssssssssesssssenss 180
ULTICARE SYR 0.5 ML 30GX5/T6"..ooseerscrnerrsmrnssessersserssssssssssesssesssssssmsesssssenss 180
ULTICARE SYR 0.5 ML3TGXS/T6"...coveerrscrssirrsseresersssesssessssissssessssessssssssne 180
ULTICARE SYR T ML 30GX5/T6" orvrvvsevserssrmsmrnssssssesssessssssssssssssssesssssssssesssssenss 180
ULTICARE SYRIN 0.3 ML 29GX1/2" .oserrrnsreseeserssersssssssssesssessssssssssssssenss 180
ULTICARE SYRIN 0.5 ML 28GX1/2" ..ovvrerresiressiresersssesssseessssssssessssessssssssne 180
ULTIGUARD SAFEO.3ML30G 127MM .ooorreesrsersseensserssesessserssnensne 180
ULTIGUARD SAFEO.SML 30G 12 7MM .ccorrrrnvnseesersserssnsssessessensssssssnesssssenss 180
ULTIGUARD SAFE TML30G 12.7MM..cccovresrrserrssireseressenessenssesssssssssessssesene 180
ULTIGUARD SAFEPACK TML 3TG 8MM ....oocrrecserscrsseensserssesnssserssnensne 180
ULTIGUARD SAFEPACK-PEN NEEDLE .....ooceecrrerrnrrsneessersserssnnnsnssssesssensssssnnssnsssnenss 172
ULTIGUARD SAFEPK 0.3ML 3TG 8MM w...covorrrresernsersseenssenssesnssnessssensne 180
ULTIGUARD SAFEPK 0.5ML 3TG 8MM w...covsresersensienserssennsssersssensne 180
ULTIELANCE orrererserssnesssssssesssessssssssssssessesssessssssssssssssssesssss s 163
ULTILET ALCOHOL SWAB ... cooorrrscrsernseenssissssenesessssesssssssssesssssssssnenes 208,212
ULTILET BASIC .corcessceeesseresersssssesssesessssesssens e 167,185
ULTILET CLASSIC crcrrernnrssnsesessserssmssssssssssssesssessssssssssssesssessesssneens 167,185
ULTILET INSULIN SYRINGE . .ovsvvrsirnsersserssrssessssnenesessssmesssssssssnesssssssenes 180
ULTILET LANCETS woooresermsersseresmerssssnesssessssssesssessssses e sneessnenes 167,185
ULTILET PEN NEEDLE ..o 172
I N 167,185
ULTIVA s e 123
ULTRA...... 31,170
ULTRACARE INSULIN SYRINGE.....oos v 180

ULTRACARE PEN NEEDLE....... 72
ULTRA COMFORT........ 180
ULTRA-FINE INSULIN SYRINGE.......... 180
ULTRA-FINE MICRO PEN NEEDLE....... 72
ULTRA-FINE MINIPEN NEEDLE.......... 72
ULTRA-FINE NANO PEN NEEDLE 172
ULTRA-FINE ORIGINAL PEN NEEDLE.. 72
ULTRA-FINE PEN NEEDLE....... 72
ULTRA-FINE SHORT PEN NEEDLE...... 172
ULTRA FLO INSULIN SYRINGE 180
ULTRA FLO PEN NEEDLE......... 72
ULTRAFOAM... .89
ULTRALANCE ... rcrrsnersscersmersssssssnersssssssmessssssssssessssssssssesssssessssesses 168,185
ULTRATHIN .... 72
ULTRA-THINIT'T ML 31GX5/16"....... 180
ULTRA-THIN I 28G LANCETS orenserssenssnersssmensssesssssessssessssnesssnesnens 168,185
ULTRA-THIN 130G LANCETS oesermsneessermsmeessseresmensssenessnenesennes 168,185
ULTRA-THIN IFINS 0.3 ML 30G.......... 180
ULTRA-THIN ITINS 0.3 ML 31G.......... 180
ULTRA-THIN IHINS 0.5 ML 29G........... 180
ULTRA-THIN IFINS 0.5 ML 30G.......... 180
ULTRA-THIN ITINS 0.5 ML 31G.......... 180
ULTRA-THIN IHINS SYR TML 296...... 180
ULTRA-THIN IFINS SYR 1 ML 30G...... 180
ULTRA-THIN I PEN NDL 29GX1/2"... 72
ULTRA-THIN [T PEN NDL 31GX5/16.... 72
S 167,185
ULTRATHIN LANCETS ..o ereserrsmersssenssnerssssssssessssssssssessssmsssssesssssessssessens 167,185
ULTRATHIN PLUS LANCETS woosescemsensscrmsmeessseressensssesesssenesenees 168,185
Y 168,185
ULTRATRAK CONTROL SOL NORMAL. 163
ULTRATRAK CONTROL SOLUTION....... .163
ULTRATRAKTEST STRIP......... 123
ULTRATRAK ULTIMATE CNTRL SOLN.. .163
ULTRATRAK ULTIMATETEST STRIPS... 123
ULTRAVATE ..... 217
UMECLIDINIUM.......... 31
UNDECATREX.. 148
UNIFINE o ercrsernnsssnesssenssensssssnssssssssesssessssssssssssesssessssss e 169,170
UNIFINE PEN NEEDLE. 72
UNIFINE PENTIPS........ 72
UNIFINE PENTIPS MAXFLOW. 172
UNIFINE PENTIPS PLUS.......... 72
UNIFINE PENTIPS PLUS MAXFLOW.... 72
UNIFINE PROTECT....... 172
UNIFINE SAFECONTROL PEN NEEDLE 72
UNIFINE ULTRA PEN NEEDLE . 72
UNILET .163
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UNILET COMFORTOUCH....

UNILET EXCELITE..

UNILET EXCELITEN..........

UNILET GP LANCET ..........

UNILET LANCET....

valproic acid (as sodium salt)

UNILET LANCETS..

UNISTIK 2.

valsartan 20 mg/5 ml solution ...

UNISTIK 2 COMFORT .......

VALSARTAN 20 MG/5 ML SOLUTION

UNISTIK 2 EXTRA..

valsartan 40 mg tablet (Diovan).

UNISTIK 2 NORMAL .........

valsartan 80 mq tablet (Diovan).

UNISTIK3 .

valsartan 160 mg tablet (Diovan)

UNISTIK 3 COMFORT .......

valsartan 320 mg tablet (Diovan)

UNISTIK 3 DUAL....

valsartan/hydrochlorothiazide...

UNISTIK 3 EXTRA.

UNISTIK3 NORMAL ........

VALTREX (valacyclovir hel)

UNISTIK COMFORT..........

UNISTIKCZT ........

UNISTIKEXTRA.....

vancomycin 25 mg/ml oral soln.

UNISTIK NORMAL.

VANCOMYCIN 25 MG/ML ORAL SOLN....

UNISTIKPRO.d.......

vancomycin 50 mg/ml oral soln (Firvang)

UNISTIK SAFETY...

vancomycin 250 mg/5ml oral sol (Firvang)

UNISTIKTOUCH ....
UNISTRIP-.

vancomycin hel 125 mg capsule (Vancocin Hcl)
vancomycin hcl 250 mq capsule (Vancocin Hcl)

UNISTRIPT

UNIVERSAL 1.......

UPNEEQ....

UPTRAVI...

VANISHPOINT INSULIN SYRINGE.

URISTIX 4..

VANOS (fluocinonide)

URISTIX REAGENT

UROAIT....

UROQID....

UROXATRAL

varenicline 0.5 mg tablet.

varenicline 1mg tablet....

ursodiol ...

varenicline starting month box...

ursodiol 200 mgq capsule.

VARIBARTHIN HONEY

ursodiol 250 mg tablet....
ursodiol 300 mg capsule.

ursodiol 400 mq capsule.

ursodiol 500 mg tablet (Urso Forte)........

VASCEPA (icosapent ethyl)

USTEKINUMAB.....

USTEKINUMAB-AEKN 45 MG SYRINGE...

USTEKINUMAB-AEKN 90 MG/ML SYR....

'
VAFSEO 150 MG TABLET...

VAFSEO 300 MG TABLET...

VAGIFEM (estradiol).........

valacyclovir..........

VALCHLOR.




Index of Medications

VEMLIDY oo 80
VENCLEXTA oo 69
VONIATAXING oo eeeeeessese e ees s eeeessessessseseeseseeeseseesee s 197,198
VENLAFAXINE BESYLATE ER ...cooc s 198
VENTAVIS e 94
VENTOLIN HFA ..o 31
VEO INSULIN SYRINGE .....ooescesessenseeessnsesssssssssssssssssssnoes 180
VEOZAH.... 226
VETADAMI s s 90,92, 94
VERDESQ ..o 217
VEREGEN ... 80
VERELAN ... 92
VERELAN PM (verapamil DCl)......oooceeeeeesccosceesceossceesensscesssssssssssssssssssssossnes 92
VERIFINE INSULIN SYRINGE ..o 180
VERIFINE PENNEEDLE.......oooceesceeseeeescesseessessssesssesssessssssssessssessnees 172
VERIFINE PLUS PEN NEEDLE ... 172
VERIFINE PLUS PEN NEEDLE-SHARP .......c ..o 172
VERIFINE SAFETY LANCET MINL...ooosoeeeeeeseeeseeeseesssesssees e 168, 186
VERIFINE UNIVERSAL LANCET ..o 168, 186
VERKAZIA .o 132
VERQUVO .o 92
VERSACLOZ ...ttt 204
VERZENIO c.coeeeeeeeeeseeeeeeeseeeeses oo 68
VESICARE.. 232
VEVYE oo 132
VEEND ..o 47
V=G0 20 163
V=G0 301 163
VoGO A0 seeesssses e 163
VIAGRA..... 224
VIBERZL....os oot 142
VICTOZA 2-PAK (liraglutide)........ 50
VICTOZA 3-PAK (liraglutide)........ 50
VIGADATTIN (SADTI) .o 113
vigadrone 500 mq powder packet (SADMI) .....vvvvevvveeeeeeeseeesee s 113
vigadrone 500 mq tablet (SADMI)......ooccovevreveresceeeescessceescene s 113
VIGAFYDE ... oo 113
VIGAMOX (MOXITIOXACIN NCT) corrreeeeeeeec e essssssse s eesssesssesenees 36
VIBRYD ..o 198
VIJOICE 50 MG GRANULE PACKET .......... 222
VIJOICE 50 MG TABLET.... 222
VIJOICE 125 MG TABLET... 222
VIJOICE 250 MG DAILY DOSE PACK.......... 222
vilazodone hcl 10 Mg tablet (VIIDryd) .......ooooccevoeeeeeeeeeeseeeesseeseess s 198
vilazodone hcl 20 mg tablet (VIIDrYd) ........oooccevevevvoreceoesececesecensscsesssssesssseens 198
vilazodone hcl 40 mg tablet (VIIDryd) ......c.cceveveerscrsrserscrsnsensnssssessnsssessnen 198
VIMPAT 10 MG/ML SOLUTION (IaCOSAMIA) v.vvvvveeceeeeeeeeeeeeeeeeeeeeseeeesseessrie 3
VIMPAT 50 MG TABLET (IaC0SAMITE) ...vvc.veeveeeeeeeseessess e 113

VIMPAT 100 MG TABLET (IaC0SAMIAE)......oooeeoeeeeeee e 113
VIMPAT 150 MG TABLET (JACOSAMIAR) w.vvvvvveeeeeeeeeeeeeeeeeeeeeeemsesessssssesseeseeeesessesssenneeee 3
VIMPAT 200 MG TABLET (IaC0SBMIAE) .....vocoeeeoeeeeseessoess oo 113
VIOKACE ..ot 144
VIRACEPT .o 77
VIREAD ....ooc s 77
VISTARIL 1o 49
VISTOGARD .......... 223
VITAFOL oo 136
VITAFOL FEPLUS ..ooo s 191
VITAFOL GUMMIES ..o 192
VITAFOLNAND ...oooseeoeeceesesseesessseesssesssses s 192
VITAFOL-0B.....ccc e 192
VITAFOL-0BADHA ..o 192
VITAFOL=ONE ..o 192
VITAFOLULTRA ..o 192
VITALARA .ot 192
VITAL-DRX........... 235
VITAMEDMD ONE RX .....ooooeeeeeeeseeeeseeee e 192
VITAMEDMD REDICHEW RX (prenatal no.42/folic aCid) ......oocccccoeveccveeeseeessc e 192
VITAPEARL ..o 192
VITASRESPA ..o 235
VITATRUE ..o 192
VITRAKVE e 68
VIVAGUARD INO CONTROL SOLUTION .....ooocoeeeeeeeeoeeeeeeeseeees e 163
VIVAGUARD INO TEST STRIP ..o oo 123
VIVAGUARD LANCET .oocc oo 168, 186
VIVAGUARD LANCING DEVICE ... 163
VIVAGUARD SAFETY LANCET ..ooc e 168, 186
VIVELLE-DOT (ESERAI0N ..vvoeeeeeeeseescesseesseessess s 150
VIVJOA ..oo e 47
VIVLODEX 5 MG CAPSULE (meloxicam, SUBMICTONIZEA) w.vvvvvveeeeeeeoeeereeeseseseeeeeeeeeeeeseseeeeeeeeees 29
VIVLODEX 10 MG CAPSULE (meloxicam, SUBMICIONIZEA) ..vvvvveeeeeeeeeeeeeeeseeee e 29
VIZIMPRO.....ooseeeeees e 68
VIZZ oo 131
VOGELXO oo 148
VONJO oo 68
VOQUENZA....oos oo 144
VOQUEZNA DUAL PAK w..ooos s 140
VOQUEZNATRIPLE PAK...oos e 140
VORANIGO......ooeeeeeeeeeseeeeeeeseeesees oo 69
VOTICONAZOIE ..o s 47
VORTEX ADULT MASK ..o 188
VORTEX HOLDING CHAMBER.......ooceceeeeeeeeeseesseesseeseesseesseesssessssessnees 188
VORTEXVHC FROG MASK ..o 188
VORTEXVHCLADYBUG MASK ..ot 188
VORTEX VHC PEDIATRICMASK ..o 188
VOSEVE ..o 79
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VOTRIENT .o 68
VOWST oeeeseeeseesseesssees e 142
VOXZ0GO0. 227
VOYDEYA ..o 88
VRAYLAR ..o 204
VTAMA oo 211
VUITY (DHOCAMING NCL) oo 131
VUMERITY e 107
VUSION. oo 48
VYALEV oo 73
VYKAT XR. 229
VYLEESI.... 226
VYLOY oot 69
VYNDAMAX.......... 228
VYNDAQEL............ 228
VYTORIN e 1071
VYVANSE 10 MG CAPSULE (lisdexamfetamine dimesylate)...........cccueeeoreeerovcrsscrrsenns 200
VYVANSE 10 MG CHEWABLE TABLET (lisdexamfetamine dimesylate) ..............ooocccercree. 200
VYVANSE 20 MG CAPSULE (lisdexamfetamine dimesylate)...........ccouuvooveorcvonsicrrsens 200
VYVANSE 20 MG CHEWABLE TABLET (lisdexamfetamine dimesylate) .............cccccovccvenn. 200
VYVANSE 30 MG CAPSULE (lisdexamfetamine dimesylate)............e.vvooevsceesccersens 200
VYVANSE 30 MG CHEWABLE TABLET (lisdexamfetamine dimesylate) ...............oooccrvee. 200
VYVANSE 40 MG CAPSULE (lisdexamfetamine dimesylate)...........cccuueeoreeerovcrssccrsiens 200
VYVANSE 40 MG CHEWABLE TABLET (lisdexamfetamine dimesylate) ...............oocccercee. 200
VYVANSE 50 MG CAPSULE (lisdexamfetamine dimesylate)...........ccouu.vvoveersovonssrssens 200
VYVANSE 50 MG CHEWABLE TABLET (lisdexamfetamine dimesylate) .............ccccooocceen. 200
VYVANSE 60 MG CAPSULE (lisdexamfetamine dimesylate)............vvooevsccerscersees 200
VYVANSE 60 MG CHEWABLE TABLET (lisdexamfetamine dimesylate) ...............oocccrveees 200

VYVANSE 70 MG CAPSULE (lisdexamfetamine dimesylate)
VYVGART..

VYZULTA...

w

WAINUA ... 225
WAKIX oo 114
WATTATIN. oo 43
WAET FOF IITIGALION......ooeeeeeeeseeeesseseessseses s 209
WEBCOL ..o 208,212
WEGOVY ... Al
WELCHOL oo 104
WELIREG oo 69
WELLBUTRIN .o 194,195
WIDE SEAL DIAPHRAGM ..o 117
WILATE .o 88
WINLEVE oo 214
WINREVAIR ..o 94
WINREVAIR (2 PACK) ..o 9%
WYNZORA .o 218
X

XACIATO..ooeeeeessee s 42
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XADAGD ..o 73
XALATAN .o.coeeeeeeeeeeeeseeesseesseeesssesssesssses oo 131
XALKORI... 68, 69
NANAX oo 193
XARELTO ..o 43
XARELTO (FIVAOXADAN) eeeeeeeeeeeeeeeceeeeeeeeeesssessssessseesesesesssssseessesessesssssesessssesessessssssssseseeeees 43
XATMIER ..o 62
XCLAIR e 212
XCOPRI12.5-25 MG TITRATION PK ..o 113
XCOPRI2S MG TABLET ..ooo s 113
XCOPRI 50-100 MG TITRATION PAK....ooe oo 113
XCOPRISO MG TABLET ..o 113
XCOPRITOO MG TABLET c.ooseeeeeeeeeeseseeess e 113
XCOPRI 150-200 MG TITRATION PK.....ooo oo 113
XCOPRI TS0 MG TABLET ..ooseeeeesesseessesssesssessses s 113
XCOPRI200 MG TABLET c.ooc e 113
XCOPRI 250 MG DAILY DOSE PACK ..o 113
XCOPRI 350 MG DAILY DOSE PACK ..o 113
XDEMVY oo 71
XELJANZ ..ot 27
XELODA. ..o 62
XELSTRYM ..o 82
XENAZINE ......oo e 106
XENICAL oo 71
XENLETA e 40
O 43
XERESE ..o 80
XERMELO ... 138
XHANCE. ... 127
XIFAXAN oo 40
XIGDUO .... 53
XIDRA oeeeeeeeeeseeesees s 132
XIMINO oo 4
XOFLUZA .o 79
XOLAIR .ot 34
XOLEGEL ..o 48
XOLREMDI ..o 115
XOPENEX ..o 31
XOPENEX HFA ..o 31
XOSPATA .o 69
XPHOZAH ..o 134
XPOVIO ..o 70
XROMI oo 89
XTAMPZAER ..ot 24
XTANDL ..o 61
XULTOPHY 50
XURIDEN ..o 134
XYNTHA oo 88
XYNTHA SOLOFUSE.....os et 88
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XYOSTED .o 148
XYREML ..o eeeeeeeseesseeessees e 206
XYWAV oo 206
Y

YALENEEDLES ..o 172
YASMIN 28 (ethinyl estradiol /droSpirenone)........c..ccouvvveeeseveesrsscersssiceesssissesssissensns 116
YAZ (ethinyl estradiol/droSpIreNONe).......c..eceevecersersmvsersersnssessesssssessesssessessenen 116
YERVOY .o sseessessses e 70
YESINTEK s 155
YEZTUGO 463.5 MG/ TS MLVIAL oo 74
YONSA oo 61
YORVIPATH ..o 152
YOSPRALA DR 81-40 MG TABLET ..o 74
YOSPRALA DR 325-40 MG TABLET .....ooc e 74
YUFLYMA(CF) 20 MG/0.2 ML SYRNG oo 60
YUFLYMA(CF) 40MG/0AML AUTOIN ... 60
YUFLYMA(CF) 40 MG/0.4 ML SYRNG oo 60
YUFLYMA(CF) 80MG/0.8ML AUTOINI....coeeeese oo 60
YUFLYMA(CF) ATCROHN'S-UCHS oo 60
YUPELRL. ..o 30
YUSIMRY(CF) PEN ..o 60
YA

ZAATUKAST....ooooes e s 34
ZAIBPION. .. s 207
FAIVIT oo 192
ZANAFLEX .o 189
ZANAFLEX (HZ3NIAINE ) oo 189
ZARONTIN (EtNOSUXIMIAR) ......vocceoeeeeeeeeess e 113
ZARXIO ...ooeeeeeeeeeseeeseesssees e 114
ZAVESCA... 226
ZAVZPRET .o s 21
€0 157
ZEGALOGUE AUTOINJECTOR ...oos e 133
ZEGALOGUE SYRINGE .....ooocecesesceseesensesessnsssssssssssssssss s 133
ZEGERID ..o 146
ZEJULA oo 69
ZELAPAR ..o 73
ZELBORAF ..o 62
ZELNORM ..o 143
ZELSUVMI oo 218
ZEMBRACE SYMTOUCH.....oes oo 21
ZEMPLAR.. 224
ZENPEP ..ot 144
ZENZEDL ..ot 82
ZENZEDI (dextroamphetaming SUIate) ...........c..vvevceeeceeseessceeseeeseesseessseeseen 82
ZEPATIER ..o 80
ZEPBOUND ...oooeeeeeeeeeseeeseeeees e 71
ZEPBOUND 2.5 MG/O.5 MLPEN ..o 71
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ZEPBOUND TOMG/O.5 MLPEN ..o 71
ZEPOSIA ..o 107,108
ZERVIATE ..o 49
ZESTORETIC ..o 95
ZESTRIL e 98
ZETIA e 105
ZETONNA ..o 127
ZIAGEN (QDACAVIT SUIATE) oo sessesseseseeseseesssesssenenees 76
ZIANA s 210
zidovudine .......... 75,76
ZIEXTENZO ..o 114
ZILBRYSQ.. 225
ZHBUTON ..o 30
ZILXD oo 43
ZIMHL e 46
ZINC ot 213
ZINCOXIDE .o 213
ZIOPTAN (GIUPTOSE/PE) oooreeeeeseesesseesseeseesseessessesssses s 131
ZIPHEX s 192
ZIDTASIAONE. ..o 203, 204
ZIPSOR (diclofenac POTASSIUM) w....vvcceeeeoeeeseeesees s 21
ZIRGAN .o 78
ZITHROMAX ..o 39
ZITHROMAX (QZIThTOMYCIN) w.vvvrvveecvvesssseessssessssess s 39
ZITUVIMET .......... 5
ZITUVIMET XR 50-500 MG TABLET ......... 52
ZITUVIMET XR 50-1000 MG TABLET ....... 52
ZITUVIMET XR 100-1,000 MGTAB.......... 52
ZITOVI0..... 51
ZOCOR e 103
Z0KINVY... 222
ZOLADEX ..o 64
ZOLINZA e 60
ZOIMITTDEAN oo 21
ZOLMITRIPTAN 2.5MG NASAL SPRAY ..o 21
zolmitriptan 2.5 Mg tablet (ZOMIQ) ....cccvovvecvvoeseceessveessesess s 21
zolmitriptan 5 Mg Nasal SPray (ZOMIG) ....cccevrevesevrvrersersenenserssessessnessessessnesessne 21
zolmitriptan 5 Mg tablet (ZOMIQ) .....ooccovveeeoveeesceeessoeeeseeessee e 21
ZOLOFT e 197
ZOIDIABM . 207
20lpidem tart 1.75 MG A0 Shovvrooeeseeseeeesecessesssses s 207
201pidem tart 3.5 MG TADIET S| 207
zolpidem tartrate 5 Mg tablet (AMDIEN) ....oocvvevvecrrvrcrrrrsnesssseresne 207
ZOLPIDEM TARTRATE 7.5 MG CAP .o 207
zolpidem tartrate 10 Mg tablet (AMDIEN) .oocvvvvoveeeeeeeeceeeeesescs s 207
ZOLPIMIST .o 207
ZOMACTON. .o 151
ZOMIG 2.5 MG NASAL SPRAY ... 21
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ZOMIG 2.5 MG TABLET (ZOIMITHIPTAN) ..o 21
ZOMIG 5 MG NASAL SPRAY (ZOIMITIDEAN) ..o 21
ZOMIG 5 MG TABLET (ZOIMITIPEAN) ..o 21
ZONALON......ooooseeeeeeee e 211
JONEGRAN (ZONISAMIAE) oo eseeseseseseeemsesssesssssseeseeeesessesssenneeee 13
ZONISADE ..o 113
ZONMISAMIAC ..o 113
Z0NISAMIAE (ZONCGIAN) oo 13
ZONTIVITY e 74
ZORTRESS ... 157
ZORVOLEX ... .ooseeeeeeeeesseesseeeseeeseeessses e ssessssses oo 29
ZORYVE oo 211
ZORYVE 039 FOAM ..ot 214
ZORYVE 0.15% CREAM ..oooc oo 214
ZOVIRAK .o 80
ZTALMY oo oo 206
ZTLIDO oo 25
ZUBSOLV... 231
ZUNVEYL oo 81
ZURZUVAE ..ot 193
ZYCLARA oo 212
ZYCLARA 3.75% CREAM PUMP (IMiQUIMO) w.vvcooeeeeeeeeeeeeeseeeeseeseeseessees 212
A S 69
ZYFLO oo 30
IYKADIA ..o 69
ZYLET et soses s 35
ZYLOPRIM ..o 27
ZYPITAMAG ..ooooeeeeeeeseeee e s 103
ZYPREXA cooeeeeeeeeeseeeeeessseesseessssessses s 204
ZYTIGA oo 61
ZYVOX oottt 39
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Cigna Healthcare reserves the right to make changes to the drug list without notice. Your plan may cover
additional medications; please refer to your enrollment materials for details. Cigna Healthcare does not take
responsibility for any medication decisions made by the doctor or pharmacist. Cigna Healthcare may receive
payments from manufacturers of certain preferred brand medications, and in limited instances, certain
non-preferred brand medications, that may or may not be shared with your plan depending on its arrangement
with Cigna Healthcare. Depending upon plan design, market conditions, the extent to which manufacturer
payments are shared with your plan and other factors as of the date of service, the preferred brand medication
may or may not represent the lowest-cost brand medication within its class for you and/or your plan.

Health benefit plans vary, but in general to be eligible for coverage a drug must be approved by the U.S. Food and
Drug Administration (FDA), prescribed by a health care professional, purchased from a licensed pharmacy and
medically necessary. If your plan provides coverage for certain prescription drugs with no cost-share, you may be
required to use an in-network pharmacy to fill the prescription. If you use a pharmacy that does not participate

in your plan’s network, your prescription may not be covered, or reimbursement may be limited by your plan’s
copayment, coinsurance or deductible requirements. Certain features described in this document may not be
applicable to your specific health plan, and plan features may vary by location and plan type. Refer to your plan
documents for costs and complete details of your plan’s prescription drug coverage.
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App/online store terms and mobile phone carrier/data charges apply. Customers under age 13 (and/or their parent/quardian) will not be able to register at myCigna.com.

Prices shown on myCigna are not guaranteed and coverage is subject to your plan terms and conditions. Visit myCigna for more information.

U.S. Food and Drug Administration (FDA) website, “Generic Drug Facts” Content current as of 11/01/21. fda.gov/drugs/generic-drugs/generic-drug-facts.

U.S. Food and Drug Administration (FDA) website, “Biosimilar Basics for Patients.” Last updated 08/01/24. fda.gov/drugs/biosimilars/biosimilars-basics-patients.

Not all plans offer Express Scripts Pharmacy and Accredo as covered pharmacy options. Log in to the myCigna App or myCigna.com, or check your plan materials, to learn more about the
pharmacies in your plan’s network. Cigna Healthcare, Evernorth Health Services, Express Scripts and Accredo are all part of The Cigna Group. This means we have an ownership interest in Express
Scripts Pharmacy’s home delivery services and Accredo’s specialty pharmacy services. However, you have the right to fill prescriptions at any pharmacy in your plan’s network (as your plan allows).
Your plan pays the cost for standard shipping.

Express Scripts Pharmacy can automatically refill certain medications. Log in to the myCigna App or myCigna.com, or call 800.835.3784, to sign up. You can sign up to get emails and/or texts from
Express Scripts Pharmacy. To get text messages, you'll have to sign up for the Express Scripts texting service. You can do this online or when you call 800.835.3784 to refill your prescription. Once
you sign up, just reply to their welcome text to get started. Standard text messaging rates apply.

You can only refill certain specialty medications by text. To get text messages, you'll have to sign up for Accredo’s texting service. You can do this when you call Accredo to refill your prescription.
Once you sign up, just reply to their welcome text to get started. Standard text messaging rates apply.

For insured plans that must follow Delaware’s state insurance laws: Brand-name antidepressants, smoking cessation, attention deficit hyperactivity disorder (ADHD) and anti-psychotic
medications that don't have a generic equivalent available will be covered as Tier 2 (preferred brand). This is true even if the medication is listed as Tier 3 (non-preferred brand) on your plan’s drug
list. To find out how your specific plans covers these medications, log in to the myCigna App or myCigna.com, or call the number on your ID card.

10. Costs and complete details of the plan’s prescription drug coverage are set forth in the plan documents. If there are any differences between the information provided here and the plan documents,

the information in the plan documents takes complete precedence.

11. For plans that must follow state insurance laws, such as Delaware: Your plan may provide coverage for infertility medications and smoking cessation medications even if this drug list states

that your plan may not cover them. To find out if your specific plan covers these medications, log in to the myCigna App or myCigna.com, or check your plan materials.

Para obtener ayuda en espaiiol llame al nimero en su tarjeta de Cigna Healthcare.

(igna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group.

938072 n CA Legacy (Standard) 3-Tier 12/25  © 2025 Cigna Healthcare.



Discrimination is against the law

Cigna Healthcare® complies with applicable
Federal civil rights laws and does not
discriminate on the basis of race, color,
national origin, age, disability, sex, ancestry,
religion, marital status, gender, sexual
orientation, gender identity or sexual
stereotypes.

Cigna Healthcare does not exclude people or
treat them less favorably differently because
of race, color, national origin, age, disability,
sex, ancestry, religion, marital status, gender,
sexual orientation, gender identity or sexual
stereotypes.

Cigna Healthcare:

e Provides people with disabilities
reasonable modifications and free
appropriate auxiliary aids to communicate
effectively with us, such as:

— Qualified sign language interpreters

— Written information in other formats
(large print, audio, accessible electronic
formats, other formats)

e Provides free language assistance services
to people whose primary language is not
English in a timely manner, such as:

— Qualified interpreters
— Information written in other languages

\.'
-\ Vs,
- 0 @

cigna

healthcare

If you need reasonable modifications,
appropriate auxiliary aids and services or
language assistance services, contact the
Civil Rights Coordinator.

If you believe that Cigna Healthcare has failed
to provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, sex, ancestry,
religion, marital status, gender, sexual
orientation, gender identity or sexual
stereotypes, you can file a grievance with the
Civil Rights Coordinator

P.O. Box 188016, Chattanooga, TN 37422,
877.822.6561 (TTY: Dial 711)

ACAGrievance@CignaHealthcare.com

You can file a grievance in person or by mail,
fax, or email. If you need help filing a
grievance, the Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue,

SW Room 509F, HHH Building

Washington, DC 20201

1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/civil-rights/filing-a-
complaint/complaint-process/index.html

Cigna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group, including Cigna Health and Life Insurance Company, Connecticut General
Life Insurance Company, Evernorth Behavioral Health, Inc., Evernorth Care Solutions, Inc. and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of
Arizona, Inc. Cigna HealthCare of California, Inc. Cigna HealthCare of Colorado, Inc. Cigna HealthCare of Connecticut, Inc. Cigna HealthCare of Florida, Inc. Cigna HealthCare of Georgia, Inc.

Cigna HealthCare of llinais, Inc., Cigna HealthCare of Indiana, Inc., Cigna HealthCare of St. Louis, Inc., Cigna HealthCare of North Caraling, Inc., Cigna HealthCare of New Jersey, Inc.,

Cigna HealthCare of South Carolina, Inc., Cigna HealthCare of Tennesse, Inc., and Cigna HealthCare of Texas, Inc. ATTENTION: If you speak languages other than English, language assistance
senvice, free of charge are available to you. For current Cigna Healthcare customers, call the number on the back of your D card. Otherwise, call 1.800.244.6224 (TTY: Dial 711). ATENCION: Si usted
habla un idioma que no sea inglés, tiene a su disposicion servicios gratuitos de asistencia linglistica. Si es un cliente actual de Cigna

896375h 5/25 © 2025 Cigna Healthcare.



Proficiency of Language Assistance Services

English — ATTENTION: If you speak English, free language assistance services are available to you. Appropriate
auxiliary aids and services to provide information in accessible formats are also available free of charge. Call 1-
800-244-6224 (TTY: Dial 711) or speak to your provider.

Spanish — ATENCION: Si habla espafiol, los servicios de asistencia lingiiistica gratuitos estan disponibles para
usted. También estan disponibles de forma gratuita ayudas y servicios auxiliares adecuados para proporcionar
informacion en formatos accesibles. Llame al 1-800-244-6224 (TTY: Marque 711) o hable con su proveedor.

Chinese — /1 i&: R EVH S, AR R HIIESIEIIIRS . & Y5 BB MR 55t il DA 2 3248k, DLt
FEhsts RS B, EIRIT 1-800-244-6224 (TTY: K37 711) s 5B RS IRILEEER.

Vietnamese — XIN LUU Y: Neu ban noi tiéng Viet, dich vu hé tro' n on ngt mién phi co san cho ban. Cac thiét bi
va dich vu hé tro phu hop dé cung cap thong tin & dinh dang co thé tlep can cling c6 s8n mién phi. Goi sb
1-800-244-6224 (TTY: Goi 711) hoac néi chuyén véi nha cung cip cla ban)

Korean — F2|: ot=0{& A3t = 82, F& A0 X MHAIF MSELULCH B2 7tst M2 BES
M3tz gt MEsH 2x 7|7 U A1H|A5 F22 M3IELICE 1-800-244-6224 (TTY: 711 2 T3} 2
H2SHA|AHLE MS K| A Z2lotdd Al=.

Tagalog — PAUNAWA: Kung ikaw ay nagsasalita ng Tagalog, ang mga libreng serbisyo ng tulong sa wika ay
magagamit para sa iyo. Ang mga angkop na pantulong na kagamitan at serbisyo upang magbigay ng impormasyon
sa mga naa-access na format ay magagamit din ng libre. Tumawag sa 1-800-244-6224 (TTY: Tumawag sa 711) o
makipag-usap sa iyong tagapagbigay.

Russian — BHVIMAHWE: Ecnu Bbl roBOpUTE Ha pyCCKOM, OOCTYMHbI 6ecnnaTtHbie YCIyrn A3bIKOBOW NnoMoLu. Takke
OecnnaTHO NpefoCcTaBnslOTCA COOTBETCTBYHOLLME BCOMOraTernbHble CpeacTBa U ycryru Ansi NnpeaocTaBneHus
nHcopmaumnm B gOCTYMNHbIX dpopmaTtax. Nos3soHuTe no tenedoHy 1-800-244-6224 (TTY: Habepute 711) nnu
obpaTtuTech K Ballemy nposangepy.

a8 L Jai) | Glaa @il g clgal) J g sll ALE Cilae Luse Uiyl 8 15 LS Aol 20 gall) sac Leal) ciland @l d 635 oA jall Caathi € 13) 14wt - Arabic
1-800-244-6224 (TTY: 711 b)) ¢l (=il 2eaal) asia ) diaas

French Creole — ATANSYON: Si ou pale Kreyol Ayisyen, sévis asistans lang gratis yo disponib pou ou. Ekipman
ak sévis adisyonél ki apwopriye pou bay enfomasyon nan foma ki aksesib yo disponib tou gratis. Rele 1-800-244-
6224 (TTY: Rele 711) oswa pale ak founisé ou a.

French — ATTENTION : Si vous parlez frangais, des services d’assistance linguistique gratuits sont disponibles
pour vous. Des aides et des services auxiliaires appropriés pour fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le 1-800-244-6224 (TTY : composez le 711) ou
parlez a votre fournisseur.

Portuguese — ATENCAO: Se vocé fala portugués, servigos gratuitos de assisténcia linguistica estdo disponiveis
para vocé. Auxilios e servigos apropriados para fornecer informacées em formatos acessiveis também estao
disponiveis gratuitamente. Ligue para 1-800-244-6224 (TTY: disque 711) ou fale com seu prestador de servigos.

Polish — UWAGA: Jesli mowisz po polsku, dostepne sg bezptatne ustugi pomocy jezykowej. Odpowiednie
pomoce i ustugi wspierajgce w celu dostarczenia informacji w dostepnych formatach sg rowniez dostepne
bezptatnie. Zadzwon pod numer 1-800-244-6224 (TTY: wybierz 711) lub skontaktuj sie ze swoim dostawcg ustug.
Japanese — T2 HAZZFIHEIE. BHOEBXBEYV —EEXPFETEEd, 77 XA gkAHEATEREZ
Ritd 2 /-HDEY) Eﬁﬁm&a‘ﬁ)@#— EXHEPTHATE £9, 1-800-244-6224 (TTY: 711 12X A VL) I8
T AN BEEICEEL T T,

Italian — ATTENZIONE: Se parli italiano, sono disponibili per te servizi gratuiti di assistenza linguistica. Sono
disponibili gratuitamente anche ausili e servizi appropriati per fornire informazioni in formati accessibili. Chiama il

numero
1-800-244-6224 (TTY: comporre il 711) o parla con il tuo fornitore.

German — Achtung: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur
Verfiugung. Geeignete Hilfsmittel und Dienste, um Informationen in barrierefreien Formaten bereitzustellen, sind
ebenfalls kostenlos verfugbar. Rufen Sie 1-800-244-6224 an (TTY: Wahlen Sie 711) oder sprechen Sie mit Ihrem
Anbieter.

4o ‘us@uu Lk 6\}&)@‘5&&\)@‘& R Lt 2 ) mm‘;wsuuh}d;u, (Crinad -PerSIan (Farsn)

3 Camaa 353 s2ia i I, 1-800-244-6224
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