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Discrimination is against the law

Molina Healthcare (Molina) follows the law. We treat all people equally.
We do not discriminate against anyone based on:
e Race

e Color

e National origin

o Age

e Disability
e Sex

e Religion

We provide free help and services to people with disabilities. We want you to be able to
communicate with us easily.

We offer:
e Qualified sign language interpreters.
e Written information in many formats. These may include:
O Large print
0 Audio
0 Accessible electronic formats

0 Other formats
We also provide free language services to people whose first language is not English. We offer:

e Qualified interpreters
e Information that is written in other languages

Contact us at (800) 424-4518 (TTY/TDD: 711) if you need any of these services.

The AlertLine offers confidential and anonymous reporting without fear of retaliation. If you
believe there have been instances of non-compliance, potential fraud, waste or abuse or have
experienced discrimination, you may file a report by calling the Molina AlertLine at (866) 606F
3889 or online at https://molinahealthcare.alertline.com



https://molinahealthcare.alertline.com
https://molinahealthcare.alertline.com

You can also file a complaint with the U.S. Department of Health and Human Services Office for
Civil Rights. You may do this online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.

Or you may do this by mail or phone:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

(800) 368-1019

TDD: (800) 537-7697

Complaint forms are available online. You may find them at
http://www.hhs.gov/ocr/office/file/index.html.



http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Help in other languages

Spanish

ATENCION: si habla espaniol, tiene a su disposicidn servicios gratuitos de asistencia lingUistica. Llame al
(800) 424-4518 (TT¥/TDD: 711).

Korean

Fo ot EMESIA =S, AN A M| AE S 20|80 = Q& L|CH

(800) 424-4518 (TTY/TDD: 711) ¥ 2 2 FSIS) F=4A| 2.

Vietnamese

CHU ¥: N&u ban noi Tiéng Viét, cd cac dich vu hd tro ngdn ngl¥ mién phi danh cho ban. Goi s6

(800) 424-4518 {'I'I"r‘,r’TDD. 711).

Chinese

T2 IIREFERERPI, EuLABIESE SEMETE. sEEE (TTv/T0D: 711)
{SGD} 424-4518.

Arabic
pd) (1-800-424-4518 pdy (adl edloeally el 81550 dogall Buelucall Calodd OB cdyall dalll Gaoes 205 13) tdlbgocla
(:Sully paall ci5l @d- (711 1aSully maall 25l
Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika

nangwalang bayad. Tumawag sa (800) 424-4518 (TTY,/TDD: 711).

Farsi
4518 e bal b il G ian o La (gl s I8 g pea ds gl slain] ) i i€ a e gl 4o Bl e
Wl pelad Ollgia &5 dig diylaxd ;((711 (g &5 4 dylass TTY/TDD (800))424

Amharic
TINFOF: PTG T 272 ATICE NPT PHCHE ACRT SCEFTT MR ALTHET HHIEHPA: DL TLNFAD- $7C L0
Urdu
(TTY/TDD) 800-424— by 711) _j obdion Sdila 3 Jlaada (_gu-b_; Cdie g e Al g0 sl el 7,80 o Olss
-JS S 0ol oo ;4518

French

ATTENTION: 51 vous parlez francais, des services d'aide linguistique vous sont proposas gratuitement.
Appelez le (300) 424-4518 (ATS: 711).

Russian

BHMUMAHWE: ECiM Bbl TOEODWTE Ha DYCCKOM A3bIKE, TO BAM JOCTYNHbI GeCcnaaTHbIE VoYM NePeE0aa.
3BOHNTE (800) 424-4518 (Teneraiin: 711).

Hindi

€21 2 i 39 fgogat maammmamﬂﬁmmw@

(800) 424-4518 {'I'I"‘r‘,r'TDD ?11] ':lTEF mﬁi l.

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfilgung. Rufnummer (800) 424-4518 (TTY/TDD: 711).

Bengali

o s e e o S R A o M s e e R B e O A A i
(800) 424-4518 (TTY/TDD: 711).

Bassa

D& de nia ke dyede gbo: o i ké m Basa >-widU-po-ny i i, nik, & wudu ka ko do po-poo be in,m gho
kpaa. D4 (800) 424-4518 (TTY/TDD: 711).
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FORMULARY GUIDE (ENGLISH)

INTRODUCTION

We are pleased to provide the 2023 Molina Healthcare (Molina) Preferred Drug List (Formulary) as a
useful reference and informational tool. This guide can help medical providers select clinically
appropriate and cost-effective products for their patients.

The drugs in this guide have been reviewed by a Pharmacy and Therapeutics (P&T) Committee and
are approved before being included. This guide reflects current medical practice as of the date of
review.

The information in this guide is provided solely for the benefit of medical providers. We do not
guarantee accuracy of such information. This guide is not intended to be comprehensive in nature. All
the information in the guide is provided as a reference for drug therapy selection.

This guide is subject to state-specific regulations and rules, including, but not limited to, those about
generic substitution, controlled substance schedules, preference for brands and mandatory generics
whenever applicable.

Molina is not responsible for the actions or omissions of any medical provider based on information in
this guide. The medical provider should check the drug manufacturer's product literature or standard
references for more detailed information.

PREFACE

This guide is organized by sections. Each section is divided by therapeutic drug class by type.

PHARMACY AND THERAPEUTICS (P&T) COMMITTEE

We use the services of a Pharmacy and Therapeutics Committee ("P&T Committee") to approve safe
and clinically effective drug therapies. The P&T Committee is an advisory body of clinical
professionals. The P&T Committee's voting members include physicians and pharmacists who all
have a broad background of clinical and academic expertise on prescription drugs. Voting members
of the P&T Committee must disclose any financial relationship or conflicts of interest with any
pharmaceutical manufacturers.

DRUG LIST PRODUCT DESCRIPTIONS

To help you understand which specific strengths and dosage forms are covered, some general
guidelines are noted below.

e The first column of the chart lists the drug name. Brand-name drugs are capitalized (e.g.,
LIPITOR). Generic drugs are listed in lowercase italics (e.g., atorvastatin).



e The second column (labeled Drug Tier) will list what tier the drug is placed on in the Drug
Formulary.

e The third column (Requirements/Limits) contains any special requirements for coverage of
your drug.

e |If the OTC and prescription versions of the product are covered, then both are listed.

o Extended-release and delayed-release products require their own entry.

e Dosage forms will be consistent with the category and use where listed.

GENERIC SUBSTITUTION

Generic substitution is when your pharmacy may dispense a generic version instead of a prescribed
brand-name product. In this guide, lowercase italicized type means a generic version is available. In
most instances, if there’s a generic product available, the brand-name version will become non(’
formulary. The generic product will be covered instead of the brand-name version. However, this
guide is subject to state specific regulations and rules for generic substitution and mandatory generic
rules apply where appropriate.

Prescription generic drugs are:

e Usually priced lower than their brand-name equivalents

e Approved by the U.S. Food and Drug Administration for safety and effectiveness. They are
manufactured under the same strict standards that apply to brand-name drugs

e Tested in humans to make sure the generic is absorbed into the bloodstream in a similar rate
and extent compared to the brand-name drug (bioequivalence). Generics may be different
from the brand in size, color and inactive ingredients, but this does not alter how safe and
effective they are

e Manufactured in the same strength and dosage form as the brand-name drugs

When a generic drug is substituted for a brand-name drug, the generic should be just as safe and
effective as the brand-name drug (therapeutic equivalence).

PLAN DESIGN

e This guide represents Molina and Virginia Medicaid’s Common Core Formulary. Generic
medications are typically available at the lowest cost. Brand-name medications usually cost
more than generic versions. Medications not on the list will usually cost the most.

This guide lists drugs in the following manner:

Preferred Drugs
Non-Preferred Drugs

The medications listed in this guide are covered by Molina as represented. Molina covers certain
medications on the list if utilization management criteria are met (i.e., Step Therapy, Prior
Authorization, Quantity Limits, etc.). Molina will review requests for such medications outside of their
listed criteria for medical necessity. If a medication is not listed, you may request a formulary
exception for coverage. We will review medical necessity or formulary exception requests based on



drug-specific prior authorization criteria or standard non-formulary prescription request criteria. Log
into molinahealthcare.com to check coverage.

PRIOR AUTHORIZATION REQUEST PROCEDURE

Prescriptions for medications requiring prior approval or for medications not included on the Molina
Drug Formulary may be approved when medically necessary and when formulary options have
proven not to work. When this happens, the physician may fax a completed drug prior authorization
form to Molina at (844) 278-5731. You can find these forms at molinahealthcare.com. We will not
consider trials of pharmaceutical samples as rationale for approving a prior authorization request.

PRIOR AUTHORIZATION HELPFUL HINTS

For the quickest response possible from Molina’s pharmacy department, please provide relevant
information with the Prior Authorization request.

The following are examples:

Class of Medication/Diagnosis Requested Clinical Information
Cholesterol Lowering Lipid Panel, Cardiovascular risk factors
Diabetes A1c Report

Non-Formulary/Non-Preferred Medication | Medication Log and/or Progress Notes
documenting previous use of Formulary
medications

EXCLUDED SERVICES

Please note that certain medications are excluded. These include, but are not limited to:

Drugs used for anorexia or weight gain

Drugs used to promote fertility

Agents used for cosmetic purposes or hair growth

Agents used for the treatment of sexual or erectile dysfunction, unless such agents are used to

treat a condition other than sexual or erectile dysfunction, for which the agents have been

approved by the FDA

« All DESI (Drug Efficacy Study Implementation) drugs as defined by the FDA to be less than
effective. Compound prescriptions, which include a DESI drug, are not covered

e Drugs which have been recalled

o Experimental drugs or non-FDA-approved drugs

e Any legend drugs marketed by a manufacturer who does not participate in the Medicaid Drug

Rebate program

NOTICE

The information contained in this guide is proprietary. The information may not be copied in whole or
in part without written permission. ©2023. All rights reserved.


http://molinahealthcare.com
http://molinahealthcare.com

This document contains references to brand-name prescription drugs that are trademarks or
registered trademarks of pharmaceutical manufacturers.

FORMULARY UPDATES

Please review the formulary changes which pertain to the pharmacy benefit. If you have questions,
contact Molina Member Services. We're available Monday through Friday from 8 a.m. to 8 p.m. local
time at (800) 424-4518 (TTY: 711).

Key

AGE=Age Limit CL=Closed Class MED=Max 90 mg OTC= Over the Counter

Medication Morphine Equivalent Dose

Per Day

PA=Prior PA, QL=Quantity QL=Quantity Limit SP=Specialty Drugs
Authorization Limit is applied after

Prior Authorization

approval
ST=Step Therapy
Date Effective Product Name Change Notes
10/1/2023 CLINDACIN 1% FOAM Add to formulary, non-preferred
10/1/2023 DAPSONE 7.5% GEL PUMP Add to formulary, non-preferred
10/1/2023 BELBUCA 150 MCG FILM Add to formulary, non-preferred
10/1/2023 BELBUCA 750 MCG FILM Add to formulary, non-preferred
10/1/2023 BELBUCA 900 MCG FILM Add to formulary, non-preferred
10/1/2023 BELBUCA 75 MCG FILM Add to formulary, non-preferred
10/1/2023 BELBUCA 600 MCG FILM Add to formulary, non-preferred
10/1/2023 BELBUCA 450 MCG FILM Add to formulary, non-preferred
10/1/2023 BELBUCA 300 MCG FILM Add to formulary, non-preferred
10/1/2023 TESTOSTERONE 30 MG/1.5 ML PUMP Add to formulary, non-preferred
10/1/2023 RAGWITEK SUBLINGUAL TABLET Add to formulary, non-preferred
10/1/2023 ODACTRA 12 SQ-HDM SL TABLET Add to formulary, non-preferred
10/1/2023 GRASTEK 2,800 BAU SL TABLET Add to formulary, non-preferred
10/1/2023 VANCOMYCIN 25 MG/ML SOLUTION Add to formulary, non-preferred
10/1/2023 VANCOMYCIN 50 MG/ML SOLUTION Add to formulary, non-preferred
10/1/2023 VENLAFAXINE HCL ER 150 MG TAB Add to formulary, non-preferred
10/1/2023 VENLAFAXINE HCL ER 225 MG TAB Add to formulary, non-preferred
10/1/2023 VENLAFAXINE HCL ER 75 MG TAB Add to formulary, non-preferred
10/1/2023 VILAZODONE HCL 10 MG TABLET Add to formulary, non-preferred
10/1/2023 VILAZODONE HCL 20 MG TABLET Add to formulary, non-preferred
10/1/2023 VILAZODONE HCL 40 MG TABLET Add to formulary, non-preferred
10/1/2023 GRANISETRON HCL 1 MG TABLET Add to formulary, non-preferred




10/1/2023

POSACONAZOLE 200 MG/5 ML SUSP

Add to formulary,

non-preferred

10/1/2023

POSACONAZOLE DR 100 MG TABLET

Add to formulary,

non-preferred

10/1/2023

ORAVIG 50 MG BUCCAL TABLET

Add to formulary,

non-preferred

10/1/2023

MICONAZOLE NITRATE 2% SOLUTION

Add to formulary,

non-preferred

10/1/2023

FEBUXOSTAT 40 MG TABLET

Add to formulary,

non-preferred

10/1/2023

FEBUXOSTAT 80 MG TABLET

Add to formulary,

non-preferred

10/1/2023

GLOPERBA 0.6 MG/5 ML SOLUTION

Add to formulary,

non-preferred

10/1/2023

VERAPAMIL ER PM 100 MG CAPSULE

Add to formulary,

non-preferred

10/1/2023

ISRADIPINE 5 MG CAPSULE

Add to formulary,

non-preferred

10/1/2023

ISRADIPINE 2.5 MG CAPSULE

Add to formulary,

non-preferred

10/1/2023

TUXARIN ER 8-54.3 MG TABLET

Add to formulary,

non-preferred

10/1/2023

AUVI-Q 0.15 MG AUTO-INJECTOR

Add to formulary,

non-preferred

10/1/2023

AUVI-Q 0.1 MG AUTO-INJECTOR

Add to formulary,

non-preferred

10/1/2023

RETACRIT 20,000 UNIT/2 ML VIAL

Add to formulary,

non-preferred

10/1/2023

BISMUTH-METRO-TETR 140-125-125

Add to formulary,

non-preferred

10/1/2023

CIMETIDINE 300 MG/5 ML SOLN

Add to formulary,

non-preferred

10/1/2023

METFORMIN ER 500 MG GASTRC-TB

Add to formulary,

non-preferred

10/1/2023

METFORMIN ER 1,000 MG GASTR-TB

Add to formulary,

non-preferred

10/1/2023

ZILEUTON ER 600 MG TABLET

Add to formulary,

non-preferred

10/1/2023

COLESEVELAM HCL 3.75 G PACKET

Add to formulary,

non-preferred

10/1/2023

ATORVALIQ 20 MG/5 ML SUSP

Add to formulary,

non-preferred

10/1/2023

DULOXETINE HCL DR 40 MG CAP

Add to formulary,

non-preferred

10/1/2023

PIROXICAM 20 MG CAPSULE

Add to formulary,

non-preferred

10/1/2023

AZASITE 1% EYE DROPS

Add to formulary,

non-preferred

10/1/2023

BROMFENAC SODIUM 0.09% EYE DRP

Add to formulary,

non-preferred

10/1/2023

NEVANAC 0.1% EYE DROP

Add to formulary,

non-preferred

10/1/2023

DORZOLAMIDE-TIMOLOL 2%-0.5%

Add to formulary,

non-preferred

10/1/2023

COSOPT PF EYE DROPS

Add to formulary,

non-preferred

10/1/2023

COSOPT EYE DROPS

Add to formulary,

non-preferred

10/1/2023

BETIMOL 0.25% EYE DROPS

Add to formulary,

non-preferred

10/1/2023

BETIMOL 0.5% EYE DROPS

Add to formulary,

non-preferred

10/1/2023

BETOPTIC S 0.25% EYE DROP

Add to formulary,

non-preferred

10/1/2023

LIQREV 10 MG/ML ORAL SUSP

Add to formulary,

non-preferred

10/1/2023

KONVOMEP 2-84 MG/ML ORAL SUSP

Add to formulary,

non-preferred

10/1/2023

TASIMELTEON 20 MG CAPSULE

Add to formulary,

non-preferred

10/1/2023

RAMELTEON 8 MG TABLET

Add to formulary,

non-preferred

10/1/2023

QUAZEPAM 15 MG TABLET

Add to formulary,

non-preferred

10/1/2023

DORAL 15 MG TABLET

Add to formulary,

non-preferred

10/1/2023

METAXALONE 400 MG TABLET

Add to formulary,

non-preferred

10/1/2023

BACLOFEN 25 MG/5 ML SUSPENSION

Add to formulary,

non-preferred

10/1/2023

ORPHENGESIC FORTE 50-770-60 MG

Add to formulary,

non-preferred

10/1/2023

BUDESONIDE 2 MG RECTAL FOAM

Add to formulary,

non-preferred

10/1/2023

DEPAKOTE DR 250 MG TABLET

Add to formulary,

non-preferred

10/1/2023

EPRONTIA 25 MG/ML SOLUTION

Add to formulary,

non-preferred

10/1/2023

RUFINAMIDE 200 MG TABLET

Add to formulary,

non-preferred




10/1/2023

RUFINAMIDE 40 MG/ML
SUSPENSION

Add to formulary, non-preferred

10/1/2023 RUFINAMIDE 400 MG TABLET Add to formulary, non-preferred
10/1/2023 SYMPAZAN 10 MG FILM Add to formulary, non-preferred
10/1/2023 SYMPAZAN 20 MG FILM Add to formulary, non-preferred
10/1/2023 SYMPAZAN 5 MG FILM Add to formulary, non-preferred
10/1/2023 TOPIRAMATE ER 100 MG CAPSULE Add to formulary, non-preferred
10/1/2023 TOPIRAMATE ER 25 MG CAPSULE Add to formulary, non-preferred
10/1/2023 TOPIRAMATE ER 50 MG CAPSULE Add to formulary, non-preferred
10/1/2023 ZAVZPRET 10 MG NASAL SPRAY Add to formulary, non-preferred
10/1/2023 ABILIFY ASIMTUFII 720 MG/2.4ML Add to formulary, non-preferred
10/1/2023 ABILIFY ASIMTUFII 960 MG/3.2ML Add to formulary, non-preferred
10/1/2023 ADASUVE 10 MG INHALATION Add to formulary, non-preferred
POWDR
10/1/2023 ARIPIPRAZOLE 1 MG/ML SOLUTION Add to formulary, non-preferred
10/1/2023 ZIPRASIDONE 20 MG/ML VIAL Add to formulary, non-preferred
10/1/2023 ROFLUMILAST 250 MCG TABLET Add to formulary, non-preferred
10/1/2023 ARCALYST 220 MG VIAL Add to formulary, non-preferred
10/1/2023 ZEGALOGUE 0.6 MG/0.6ML AUTOINJ Add to formulary, non-preferred
10/1/2023 ZEGALOGUE 0.6 MG/0.6 ML SYRING Add to formulary, non-preferred
10/1/2023 FLUTICASONE-SALMETEROL 230-21 Add to formulary, non-preferred
10/1/2023 FLUTICASONE-SALMETEROL 115-21 Add to formulary, non-preferred
10/1/2023 FLUTICASONE-SALMETEROL 45-21 Add to formulary, non-preferred
10/1/2023 ALTUVIIIO 4,000 UNIT VIAL Add to formulary, non-preferred
10/1/2023 ALTUVIIIO 250 UNIT VIAL Add to formulary, non-preferred
10/1/2023 ALTUVIIIO 2,000 UNIT VIAL Add to formulary, non-preferred
10/1/2023 ALTUVIIIO 500 UNIT VIAL Add to formulary, non-preferred
10/1/2023 ALTUVIIIO 1,000 UNIT VIAL Add to formulary, non-preferred
10/1/2023 ALTUVIIIO 3,000 UNIT VIAL Add to formulary, non-preferred
10/1/2023 GILENYA 0.25 MG CAPSULE Add to formulary, non-preferred
10/1/2023 TERIFLUNOMIDE 14 MG TABLET Add to formulary, non-preferred
10/1/2023 TERIFLUNOMIDE 7 MG TABLET Add to formulary, non-preferred
10/1/2023 TYSABRI 300 MG/15 ML VIAL Add to formulary, non-preferred
10/1/2023 HYDROXYPROGEST 1,250 MG/5 ML Add to formulary, non-preferred
10/1/2023 HYDROXYPROGEST 250 MG/ML Add to formulary, non-preferred
VIAL
10/1/2023 DEXTROAMP-AMPHET ER 10 MG Add to formulary, non-preferred
CAP
10/1/2023 DEXTROAMP-AMPHET ER 15 MG Add to formulary, non-preferred
CAP
10/1/2023 DEXTROAMP-AMPHET ER 20 MG Add to formulary, non-preferred
CAP
10/1/2023 DEXTROAMP-AMPHET ER 25 MG Add to formulary, non-preferred
CAP
10/1/2023 DEXTROAMP-AMPHET ER 30 MG Add to formulary, non-preferred

CAP




10/1/2023

DEXTROAMP-AMPHET ER 5 MG CAP

Add to formulary, non-preferred

10/1/2023 METHYLPHENIDATE 10 MG/9HR Add to formulary, non-preferred
PTCH
10/1/2023 METHYLPHENIDATE 15 MG/9HR Add to formulary, non-preferred
PTCH
10/1/2023 METHYLPHENIDATE 20 MG/9HR Add to formulary, non-preferred
PTCH
10/1/2023 METHYLPHENIDATE 30 MG/9HR Add to formulary, non-preferred
PTCH
10/1/2023 TM-TOLNAFTATE 1% LIQUID Update to non-preferred
10/1/2023 LANSOPRAZOL-AMOXICIL-CLARITHRO Update to non-preferred
10/1/2023 METRONIDAZOLE TOP 1% GEL PUMP Update to non-preferred
10/1/2023 LACOSAMIDE 100 MG/10 ML CUP Update to non-preferred
10/1/2023 LACOSAMIDE 150 MG/15 ML CUP Update to non-preferred
10/1/2023 LACOSAMIDE 200 MG/20 ML CUP Update to non-preferred
10/1/2023 LACOSAMIDE 50 MG/5 ML CUP Update to non-preferred
10/1/2023 HYDROXYPROGESTERONE 1.25 Update to non-preferred
G/5ML
10/1/2023 MEMANTINE HCL 10 MG TABLET Add to formulary, preferred
10/1/2023 MEMANTINE HCL 5 MG TABLET Add to formulary, preferred
10/1/2023 ENALAPRIL MALEATE 5 MG TABLET Add to formulary, preferred
10/1/2023 ENALAPRIL MALEATE 10 MG TAB Add to formulary, preferred
10/1/2023 ENALAPRIL MALEATE 20 MG TAB Add to formulary, preferred
10/1/2023 ENALAPRIL MALEATE 2.5 MG TAB Add to formulary, preferred
10/1/2023 LISINOPRIL 20 MG TABLET Add to formulary, preferred
10/1/2023 LISINOPRIL 5 MG TABLET Add to formulary, preferred
10/1/2023 LISINOPRIL 40 MG TABLET Add to formulary, preferred
10/1/2023 LISINOPRIL 30 MG TABLET Add to formulary, preferred
10/1/2023 LISINOPRIL 2.5 MG TABLET Add to formulary, preferred
10/1/2023 LISINOPRIL 10 MG TABLET Add to formulary, preferred
10/1/2023 LOSARTAN POTASSIUM 100 MG TAB Add to formulary, preferred
10/1/2023 LOSARTAN POTASSIUM 50 MG TAB Add to formulary, preferred
10/1/2023 LOSARTAN POTASSIUM 25 MG TAB Add to formulary, preferred
10/1/2023 DESVENLAFAXINE SUCCNT ER 100MG Add to formulary, preferred
10/1/2023 DESVENLAFAXINE SUCCNT ER 50 MG Add to formulary, preferred
10/1/2023 VENLAFAXINE HCL ER 37.5 MG CAP Add to formulary, preferred
10/1/2023 VENLAFAXINE HCL ER 75 MG CAP Add to formulary, preferred
10/1/2023 ESCITALOPRAM 5 MG TABLET Add to formulary, preferred
10/1/2023 ESCITALOPRAM 10 MG TABLET Add to formulary, preferred
10/1/2023 ESCITALOPRAM 20 MG TABLET Add to formulary, preferred
10/1/2023 SERTRALINE HCL 50 MG TABLET Add to formulary, preferred
10/1/2023 SERTRALINE HCL 25 MG TABLET Add to formulary, preferred
10/1/2023 SERTRALINE HCL 100 MG TABLET Add to formulary, preferred
10/1/2023 MECLIZINE 25 MG TABLET Add to formulary, preferred
10/1/2023 PROMETHAZINE 12.5 MG SUPPOS Add to formulary, preferred
10/1/2023 PROMETHAZINE 25 MG Add to formulary, preferred




SUPPOSITORY

10/1/2023 SM CHILD ALL DAY ALLER 1 MG/ML Add to formulary, preferred
10/1/2023 GUANFACINE 1 MG TABLET Add to formulary, preferred
10/1/2023 CLONIDINE HCL 0.2 MG TABLET Add to formulary, preferred
10/1/2023 CLONIDINE HCL 0.1 MG TABLET Add to formulary, preferred
10/1/2023 CLONIDINE HCL 0.3 MG TABLET Add to formulary, preferred
10/1/2023 ALLOPURINOL 100 MG TABLET Add to formulary, preferred
10/1/2023 ALLOPURINOL 300 MG TABLET Add to formulary, preferred
10/1/2023 COLCHICINE 0.6 MG TABLET Add to formulary, preferred
10/1/2023 SUMATRIPTAN 6 MG/0.5 ML INJECT Add to formulary, preferred
10/1/2023 SUMATRIPTAN 6 MG/0.5ML AUTOINJ Add to formulary, preferred
10/1/2023 OSELTAMIVIR PHOS 30 MG CAPSULE Add to formulary, preferred
10/1/2023 OSELTAMIVIR PHOS 45 MG CAPSULE Add to formulary, preferred
10/1/2023 ACYCLOVIR 200 MG/5 ML SUSP Add to formulary, preferred
10/1/2023 METOPROLOL SUCC ER 25 MG TAB Add to formulary, preferred
10/1/2023 METOPROLOL SUCC ER 200 MG TAB Add to formulary, preferred
10/1/2023 METOPROLOL SUCC ER 100 MG TAB Add to formulary, preferred
10/1/2023 METOPROLOL SUCC ER 50 MG TAB Add to formulary, preferred
10/1/2023 OXYBUTYNIN CL ER 15 MG TABLET Add to formulary, preferred
10/1/2023 OXYBUTYNIN CLER 5 MG TABLET Add to formulary, preferred
10/1/2023 OXYBUTYNIN CL ER 10 MG TABLET Add to formulary, preferred
10/1/2023 OXYBUTYNIN 2.5 MG TABLET Add to formulary, preferred
10/1/2023 ALFUZOSIN HCL ER 10 MG TABLET Add to formulary, preferred
10/1/2023 FINASTERIDE 5 MG TABLET Add to formulary, preferred
10/1/2023 FELODIPINE ER 2.5 MG TABLET Add to formulary, preferred
10/1/2023 FELODIPINE ER 10 MG TABLET Add to formulary, preferred
10/1/2023 FELODIPINE ER 5 MG TABLET Add to formulary, preferred
10/1/2023 CIPROFLOXACIN HCL 500 MG TAB Add to formulary, preferred
10/1/2023 LUBIPROSTONE 24 MCG CAPSULE Add to formulary, preferred
10/1/2023 LUBIPROSTONE 8 MCG CAPSULE Add to formulary, preferred
10/1/2023 DEXAMETHASONE 4 MG TABLET Add to formulary, preferred
10/1/2023 PREDNISOLONE 15 MG/5 ML SOLN Add to formulary, preferred
10/1/2023 PREDNISOLONE SOD PH 25 MG/5 ML Add to formulary, preferred
10/1/2023 PREDNISONE 2.5 MG TABLET Add to formulary, preferred
10/1/2023 PREDNISONE 20 MG TABLET Add to formulary, preferred
10/1/2023 PREDNISONE 10 MG TABLET Add to formulary, preferred
10/1/2023 PREDNISONE 5 MG TABLET Add to formulary, preferred
10/1/2023 PREDNISONE 50 MG TABLET Add to formulary, preferred
10/1/2023 ACID REDUCER 20 MG TABLET Add to formulary, preferred
10/1/2023 PIOGLITAZONE HCL 45 MG TABLET Add to formulary, preferred
10/1/2023 METFORMIN HCL 1,000 MG TABLET Add to formulary, preferred
10/1/2023 METFORMIN HCL 500 MG TABLET Add to formulary, preferred
10/1/2023 GLIMEPIRIDE 4 MG TABLET Add to formulary, preferred
10/1/2023 GLIMEPIRIDE 2 MG TABLET Add to formulary, preferred
10/1/2023 GLIMEPIRIDE 1 MG TABLET Add to formulary, preferred




10/1/2023

MONTELUKAST SOD 10 MG TABLET

Add to formulary, preferred

10/1/2023 FENOFIBRATE 145 MG TABLET Add to formulary, preferred
10/1/2023 CHOLESTYRAMINE POWDER Add to formulary, preferred
10/1/2023 EZETIMIBE 10 MG TABLET Add to formulary, preferred
10/1/2023 ROSUVASTATIN CALCIUM 5 MG TAB Add to formulary, preferred
10/1/2023 ROSUVASTATIN CALCIUM 10 MG TAB Add to formulary, preferred
10/1/2023 DULOXETINE HCL DR 30 MG CAP Add to formulary, preferred
10/1/2023 DULOXETINE HCL DR 20 MG CAP Add to formulary, preferred
10/1/2023 DULOXETINE HCL DR 60 MG CAP Add to formulary, preferred
10/1/2023 PREGABALIN 25 MG CAPSULE Add to formulary, preferred
10/1/2023 PREGABALIN 100 MG CAPSULE Add to formulary, preferred
10/1/2023 PREGABALIN 50 MG CAPSULE Add to formulary, preferred
10/1/2023 PREGABALIN 150 MG CAPSULE Add to formulary, preferred
10/1/2023 PREGABALIN 225 MG CAPSULE Add to formulary, preferred
10/1/2023 PREGABALIN 300 MG CAPSULE Add to formulary, preferred
10/1/2023 PREGABALIN 200 MG CAPSULE Add to formulary, preferred
10/1/2023 PREGABALIN 75 MG CAPSULE Add to formulary, preferred
10/1/2023 GABAPENTIN 100 MG CAPSULE Add to formulary, preferred
10/1/2023 GABAPENTIN 300 MG CAPSULE Add to formulary, preferred
10/1/2023 DICLOFENAC EPOLAMINE 1.3% PTCH Add to formulary, preferred
10/1/2023 CHILDREN IBUPROFEN 100 MG/5 ML Add to formulary, preferred
10/1/2023 DICLOFENAC SOD DR 25 MG TAB Add to formulary, preferred
10/1/2023 DICLOFENAC SOD DR 50 MG TAB Add to formulary, preferred
10/1/2023 DICLOFENAC SOD DR 75 MG TAB Add to formulary, preferred
10/1/2023 TOBRADEX EYE DROPS Add to formulary, preferred
10/1/2023 TIMOLOL MALEATE 0.5% EYE DROP Add to formulary, preferred
10/1/2023 TIMOLOL 0.5% GEL-SOLUTION Add to formulary, preferred
10/1/2023 TIMOLOL 0.25% GEL-SOLUTION Add to formulary, preferred
10/1/2023 CALCIUM ACETATE 667 MG TABLET Add to formulary, preferred
10/1/2023 DANTROLENE SODIUM 50 MG CAP Add to formulary, preferred
10/1/2023 DANTROLENE SODIUM 100 MG CAP Add to formulary, preferred
10/1/2023 DANTROLENE SODIUM 25 MG CAP Add to formulary, preferred
10/1/2023 CLOBETASOL 0.05% SOLUTION Add to formulary, preferred
10/1/2023 ENOXAPARIN 40 MG/0.4 ML SYR Add to formulary, preferred
10/1/2023 ENOXAPARIN 30 MG/0.3 ML SYR Add to formulary, preferred
10/1/2023 LOXAPINE 10 MG CAPSULE Add to formulary, preferred
10/1/2023 LOXAPINE 25 MG CAPSULE Add to formulary, preferred
10/1/2023 LOXAPINE 5 MG CAPSULE Add to formulary, preferred
10/1/2023 LOXAPINE 50 MG CAPSULE Add to formulary, preferred
10/1/2023 DARUNAVIR 600 MG TABLET Add to formulary, preferred
10/1/2023 DARUNAVIR 800 MG TABLET Add to formulary, preferred
10/1/2023 SUNLENCA 4- 300 MG TABLET Add to formulary, preferred
10/1/2023 SUNLENCA 463.5 MG/1.5 ML VIAL Add to formulary, preferred
10/1/2023 SUNLENCA 5- 300 MG TABLET Add to formulary, preferred
10/1/2023 AUSTEDO XR 24 MG TABLET Add to formulary, preferred




10/1/2023

AUSTEDO XR 6 MG TABLET

Add to formulary, preferred

10/1/2023 AUSTEDO XR 12 MG TABLET Add to formulary, preferred

10/1/2023 OXBRYTA 300 MG TABLET Add to formulary, preferred

10/1/2023 DEXTROAMP-AMPHETAM 12.5 MG Add to formulary, preferred
TAB

10/1/2023 DEXTROAMP-AMPHETAM 7.5 MG Add to formulary, preferred
TAB

10/1/2023 DEXTROAMP-AMPHETAMIN 10 MG Add to formulary, preferred
TAB

10/1/2023 DEXTROAMP-AMPHETAMIN 15 MG Add to formulary, preferred
TAB

10/1/2023 DEXTROAMP-AMPHETAMIN 20 MG Add to formulary, preferred
TAB

10/1/2023 DEXTROAMP-AMPHETAMIN 30 MG Add to formulary, preferred
TAB

10/1/2023 DEXTROAMP-AMPHETAMINE 5 MG Add to formulary, preferred
TAB

10/1/2023 DEXTROAMPHETAMINE 10 MG TAB Add to formulary, preferred

10/1/2023 METRONIDAZOLE TOPICAL 0.75% GL Update to preferred

10/1/2023 ZENZEDI 15 MG TABLET Update to preferred

10/1/2023 ZENZEDI 20 MG TABLET Update to preferred

10/1/2023 ZENZEDI 30 MG TABLET Update to preferred

10/1/2023 Voxelotor Tab 300 MG Add PA

10/1/2023 Timothy Grass Pollen Allergen Ext SL Add QL 1 per day
Tab 2800 BAU

10/1/2023 Epinephrine Solution Auto-injector 0.1 | Add QL 12 per 365 days
MG/0.1ML

10/1/2023 Deutetrabenazine Tab ER 24HR 24 MG | Add QL 4 per day

10/1/2023 Deutetrabenazine Tab ER 24HR 6 MG Add QL 4 per day

10/1/2023 Deutetrabenazine Tab ER 24HR 12 MG | Add QL 4 per day

10/1/2023 Midazolam Nasal Spray Soln 5 MG/0.1 | Add QL 10 per 24 days
ML

10/1/2023 Risperidone Microspheres For IM Add QL 2 per 22 days
Extended Rel Susp 25 MG

10/1/2023 Risperidone Microspheres For IM Add QL 2 per 22 days
Extended Rel Susp 37.5 MG

10/1/2023 Risperidone Microspheres For IM Add QL 2 per 22 days
Extended Rel Susp 50 MG

10/1/2023 Semaglutide Soln Pen-inj 0.25 or 0.5 Add QL 3mL per 22 days
MG/DOSE (2 MG/3ML)

10/1/2023 Dulaglutide Soln Pen-injector 3 Add QL 2mL per 22 days
MG/0.5ML

10/1/2023 Dulaglutide Soln Pen-injector 4.5 Add QL 2mL per 22 days
MG/0.5ML

10/1/2023 Alendronate Sodium Tab 5 MG Remove QL

10/1/2023 Ivermectin Cream 1% Remove QL

10/1/2023 Cabotegravir 400 MG/2ML & Update QL 12mL per 67 days

Rilpivirine 600 MG/2ML IM Susp ER




10/1/2023 Short Ragweed Pollen Allergen Extract | Age Limit Min age 5
SLTab 12 Amb a 1-U

10/1/2023 *Dust Mite Mixed Ext SL Tab 12 SQR Age Limit Min age 18

10/1/2023 Timothy Grass Pollen Allergen Ext SL Age Limit Min age 5
Tab 2800 BAU

10/1/2023 Codeine Phos-Chlorpheniramine Age Limit Min age 6
Maleate Tab ER 12HR 54.3-8 MG

10/1/2023 Sildenafil Citrate Oral Susp 10 MG/ML | Age Limit Min age 18

10/1/2023 Zavegepant HCl Nasal Spray 10 Age Limit Min age 18
MG/ACT

10/1/2023 Aripiprazole IM ER Susp Prefilled Age Limit Min age 18
Syringe 720 MG/2.4ML

10/1/2023 Aripiprazole IM ER Susp Prefilled Age Limit Min age 18
Syringe 960 MG/3.2ML

10/1/2023 Lenacapavir Sodium Tab Therapy Pack | Age Limit Min age 18
4 x 300 MG

10/1/2023 Lenacapavir Sodium Subcutaneous Age Limit Min age 18
Soln 463.5 MG/1.5ML

10/1/2023 Lenacapavir Sodium Tab Therapy Pack | Age Limit Min age 18
5 x 300 MG

10/1/2023 Deutetrabenazine Tab ER 24HR 24 MG | Age Limit Min age 18

10/1/2023 Deutetrabenazine Tab ER 24HR 6 MG Age Limit Min age 18

10/1/2023 Deutetrabenazine Tab ER 24HR 12 MG | Age Limit Min age 18

10/1/2023 Fingolimod HCI Cap 0.25 MG (Base Age Limit Min age 10
Equiv)

10/1/2023 Voxelotor Tab 300 MG Age Limit Min age 12

10/1/2023 Fenfluramine HCl Oral Soln 2.2 MG/ML | Remove Age Limit

10/1/2023 Elbasvir-Grazoprevir Tab 50-100 MG Remove Age Limit

10/1/2023 Ombitas-Paritapre-Riton & Dasab Tab | Remove Age Limit
Pak 12.5-75-50 & 250 MG

10/1/2023 Sofosbuvir Tab 200 MG Remove Age Limit

10/1/2023 Sofosbuvir-Velpatasvir-Voxilaprevir Remove Age Limit
Tab 400-100-100 MG

10/1/2023 Sofosbuvir Tab 400 MG Remove Age Limit

10/1/2023 Sofosbuvir Pellet Pack 200 MG Remove Age Limit

10/1/2023 Sofosbuvir Pellet Pack 150 MG Remove Age Limit

10/1/2023 Lixisenatide Pen-inj Starter Kit 10 Remove Age Limit
MCG/0.2ML & 20 MCG/0.2ML

10/1/2023 Lixisenatide Soln Pen-injector 20 Remove Age Limit
MCG/0.2ML (100 MCG/ML)

10/1/2023 Exenatide Extended Release Susp Remove Age Limit
Auto-Injector 2 MG/0.85ML

10/1/2023 Exenatide Soln Pen-injector 10 Remove Age Limit
MCG/0.04ML

10/1/2023 Exenatide Soln Pen-injector 5 Remove Age Limit
MCG/0.02ML

10/1/2023 Pramlintide Acetate Pen-inj 2700 Remove Age Limit




MCG/2.7ML (1000 MCG/ML)

10/1/2023 Pramlintide Acetate Pen-inj 1500 Remove Age Limit
MCG/1.5ML (1000 MCG/ML)

10/1/2023 Dulaglutide Soln Pen-injector 0.75 Remove Age Limit
MG/0.5ML

10/1/2023 Dulaglutide Soln Pen-injector 1.5 Remove Age Limit

MG/0.5ML




LEGEND

AGE Age Limit

CL Closed Class Medication

MED Max 90 mg Morphine Equivalent Dose per day

oTC Over-the-counter, covered benefit with a prescription

PA Prior Authorization

PA, QL Quantity Limit is applied after Prior Authorization approval
QL Quantity Limit

SP Specialty Drug

ST Step Therapy

lowercase Indicates generic availability

UPPERCASE  Indicates brand availability



GUIA DE FORMULARIO (ESPANOL)
INTRODUCCION

Nos complace proporcionar Lista de Medicamentos Preferidos de [Molina Healthcare (Molina)]
[2023] (Formulario) como una herramienta de referencia e informacién util. Esta guia puede ayudar a
los proveedores médicos a seleccionar productos clinicamente apropiados y rentables para sus
pacientes.

Los medicamentos que se indican en esta guia fueron revisados por un Comité de Farmacia y
Terapéutica (P&T, Pharmacy and Therapeutics) y estan aprobados antes de su inclusion. Esta guia
refleja la practica médica actual a la fecha de revision.

La informacion en esta guia se proporciona unicamente para el beneficio de los proveedores
médicos. No garantizamos la exactitud de dicha informacion. Esta guia no fue hecha con un
propésito integral. Toda la informacion de esta guia se proporciona como referencia para la seleccion
de la terapia con medicamentos.

Esta guia esta sujeta a normas y reglamentos especificos del estado, incluidos, entre otros, aquellos
relacionados con la sustitucion genérica, los programas de sustancias de administracién controlada,
la preferencia de marcas y los genéricos obligatorios cuando corresponda.

[Molina] no asume la responsabilidad por las acciones u omisiones de cualquier proveedor médico
en funcion de la informacién contenida en esta guia. El proveedor médico debe revisar la
documentacion del producto provista por el fabricante del medicamento o las referencias estandar
para obtener informacion mas detallada.

PREFACIO

Esta guia esta organizada en secciones. Cada seccion se divide segun la clase terapéutica del
farmaco, por tipo.

COMITE DE FARMACIA Y TERAPEUTICA (P&T)

Utilizamos los servicios de un Comité de Farmacia y Terapéutica (P&T) para aprobar tratamientos
con medicamentos seguros y clinicamente eficaces. El Comité de P&T es un organismo asesor de
profesionales clinicos. Entre los miembros votantes del Comité de P&T, se encuentran médicos y
farmacéuticos, los cuales tienen una amplia experiencia clinica y académica en medicamentos
recetados. Los miembros votantes del Comité de P&T deben divulgar cualquier relacion financiera o
conflicto de intereses con cualquier fabricante farmacéutico.

DESCRIPCIONES DE LOS PRODUCTOS DE LA LISTA DE MEDICAMENTOS

Para ayudar a entender cuales son las fortalezas especificas y las formas de dosificacion cubiertas,
algunas pautas generales se describen a continuacion.



e En la primera columna del cuadro se indica el nombre del medicamento. Los medicamentos
de marca estan en letra mayuscula (p. €j., LIPITOR). Los medicamentos genéricos se indican
en letra minuscula en cursiva (p. €j., atorvastatin).

e Enla segunda columna (categoria de medicamento etiquetado) se indica en qué categoria se
ubica el medicamento en el formulario.

e La tercera columna (Requisitos/limites) contiene cualquier requisito especial para la cobertura
de su medicamento.

e Silas versiones de productos de venta libre (OTC, Over The Counter) y las versiones de
productos con receta médica estan cubiertas, se indican ambas.

e Los productos de liberacidén prolongada y de liberacién retardada requieren su propia entrada.

e Las formas de dosificacion seran coherentes con la categoria y el uso en que se clasificaron.

SUSTITUCION GENERICA

La sustitucion genérica es cuando su farmacia puede administrar una versién genérica en lugar de
un producto de marca recetado. En esta guia, la letra minuscula en cursiva significa que hay una
version genérica disponible. En la mayoria de los casos, si hay un producto genérico disponible, la
version de marca registrada no tendra formulario. El producto genérico estara cubierto en lugar de la
version de marca registrada. Sin embargo, esta guia esta sujeta a regulaciones y normas especificas
del estado sobre la sustitucion genérica y se aplican normas genéricas obligatorias si corresponde.

Los medicamentos genéricos con receta médica cuentan con las siguientes caracteristicas:

¢ Normalmente, tienen un precio menor que sus equivalentes de marca.

e Estan aprobados por la Administracién de Alimentos y Medicamentos de los EE. UU. en
términos de seguridad y eficacia. Se fabrican bajo las mismas normas estrictas que se aplican
a medicamentos de marca.

e Se probaron en humanos para garantizar que el genérico sea absorbido en el torrente
sanguineo en una tasa y extension similares en comparacion con el medicamento de marca
(bioequivalencia). Los genéricos pueden ser diferentes de los de la marca en cuanto a
tamano, color e ingredientes inactivos, pero esto no altera lo efectivos ni seguros que son.

e Se fabrican con la misma concentracién y dosificacion que los medicamentos de marca.

Cuando un medicamento genérico es sustituido por un medicamento de marca, el medicamento
genérico debe ser igual de efectivo y seguro que el medicamento de marca (equivalencia
terapéutica).

DISENO DE PLANES

Esta guia representa el Formulario Basico Comun de [Molina] y Virginia Medicaid. Los medicamentos que se
presentan en el documento pueden tener un costo variable para el miembro del plan. Los medicamentos
genéricos suelen estar disponibles al menor precio. Los medicamentos de marca, por lo general, seran mas
caros que las versiones genéricas. Los medicamentos que no estan presentes en la lista suelen tener el mayor
precio.



En esta guia se indican los medicamentos dela siguiente manera:

Categoria 1: Medicamentos Genéricos Preferidos

Categoria 2: Medicamentos de Marca Preferidos

Categoria 3: Medicamentos de Marca no Preferidos: Los medicamentos que no aparecen en el
documento se consideran como “No Preferidos”

Los medicamentos que aparecen en esta guia estan cubiertos por [Molina] segun lo que se
representa. [Molina] cubra algunos medicamentos de la lista si se cumplen los criterios de
administracion de utilizacién (es decir, terapia progresiva, autorizacién previa, limites de cantidad,
etc.). [Molina] revisara las solicitudes de dichos medicamentos que estén fuera de los criterios
enumerados se revisaran segun la necesidad médica. Si un medicamento no aparece, puede
solicitar una excepcion de formulario para la cobertura. Revisaremos las solicitudes de necesidad
médica o de excepcion de formulario en funcién de los criterios de autorizacidon previos especificos
para el medicamento o los criterios estandar de solicitud de receta médica no convencional. Inicie
sesion en [molinahealthcare.com] para revisar la cobertura.

PROCEDIMIENTO DE SOLICITUD DE AUTORIZACION PREVIA

Las recetas de medicamentos que requieren aprobacion previa o para medicamentos que no estan
incluidos en el Formulario de Medicamentos de [Molina] pueden ser aprobadas cuando son
médicamente necesarias y cuando se haya demostrado que las alternativas del formulario no
funcionan. Cuando esto ocurra, su proveedor puede enviar por fax un formulario completado de
autorizacion previa de medicamentos a [Molina] al [(844) 278-5731]. Puede encontrar estos
formularios en [molinahealthcare.com]. No consideraremos los ensayos de muestras farmaceéuticas
como justificativos para la aprobacion de una solicitud de autorizacion previa.

CONSEJOS UTILES DE AUTORIZACION PREVIA

Para la respuesta mas rapida posible del Departamento de Farmacia de [Molina], proporcione la
informacion pertinente con la solicitud de autorizacion previa.


http://molinahealthcare.com
http://molinahealthcare.com

Observe los siguientes ejemplos:

Clase de medicamento o diagnéstico Informacioén clinica solicitada

Reduccion de colesterol Perfil lipidico, factores de riego

cardiovasculares

Diabetes Resultados de prueba de Alc
Medicamento no preferido/fuera del Los Registros de Medicamentos o Notas de
formulario Progreso en los cuales se documente que el

medicamento del formulario se utilizé con
anterioridad

SERVICIOS EXCLUIDOS

Tenga en cuenta que algunos medicamentos estan excluidos. Estos incluyen, entre otros:

Medicamentos contra la anorexia, pérdida de peso o aumento de peso.

Medicamentos para promover la fertilidad.

Medicamentos para fines cosméticos o el crecimiento del cabello.

Medicamentos para el tratamiento de disfuncién sexual o eréctil; a menos que dichos
medicamentos s utilicen para tratar una afeccion distinta de la disfuncion eréctil; para la que
los medicamentos estén aprobados por la FDA.

Todos los medicamentos DESI (Drug Efficacy Study Implementation, Implementacion del
Estudio de la Eficacia de los Medicamentos) que, segun la definicion de la FDA, no tengan el
novel requerido de eficacia. Recetas de compuestos, lo que incluye medicamentos DESI no
cubiertos.

Medicamentos que se hayan retirado del Mercado.

Medicamentos experimentales o no aprobados por la FDA.

Cualquier medicamento de venta bajo receta archivada que se comercialice por un fabricante
no perteneciente al Programa de Devolucién de Medicamentos de Medicaid.

AVISO

La informacion contenida en esta guia es patentada. La informacién no se puede copiar en su
totalidad o en parte sin el permiso por escrito. ©2023. Todos los derechos reservados.

Este documento contiene referencias a medicamentos con receta que son marcas comerciales o
marcas comerciales registradas de fabricantes farmacéuticos.

ACTUALIZACIONES DEL FORMULARIO

Revise los cambios de formulario que pertenecen al beneficio de farmacia. Si tiene preguntas,
comuniquese con el Departamento de Servicios para Miembros de [Molina]. Atendemos de lunes a
viernes, de 8:00 a.m. a 8:00 p.m., hora local en (800) 424-4518 (TTY: 711).



Siglas

AGE=Limite de CL= Medicamentos | MED=Dosis equivalente de
edad de Clase Cerrada morfina de 90 mg como
maximo por dia

OTC=0Over-the-Counter

PA=Autorizacion PA, QL=Limite de QL=Limite de Cantidad

SP=Medicamento de

previa cantidad que se especialidad

aplica después de la

aprobacion de la

Autorizacién Previa
ST=Terapia
progresiva
Fecha Efectiva Nombre del Producto Cambiar Notas
10/1/2023 CLINDACIN 1% FOAM Agregar al formulario, nopreferido
10/1/2023 DAPSONE 7.5% GEL PUMP Agregar al formulario, nopreferido
10/1/2023 BELBUCA 150 MCG FILM Agregar al formulario, nopreferido
10/1/2023 BELBUCA 750 MCG FILM Agregar al formulario, nopreferido
10/1/2023 BELBUCA 900 MCG FILM Agregar al formulario, nopreferido
10/1/2023 BELBUCA 75 MCG FILM Agregar al formulario, nopreferido
10/1/2023 BELBUCA 600 MCG FILM Agregar al formulario, nopreferido
10/1/2023 BELBUCA 450 MCG FILM Agregar al formulario, nopreferido
10/1/2023 BELBUCA 300 MCG FILM Agregar al formulario, nopreferido
10/1/2023 TESTOSTERONE 30 MG/1.5 ML PUMP Agregar al formulario, nopreferido
10/1/2023 RAGWITEK SUBLINGUAL TABLET Agregar al formulario, nopreferido
10/1/2023 ODACTRA 12 SQ-HDM SL TABLET Agregar al formulario, nopreferido
10/1/2023 GRASTEK 2,800 BAU SL TABLET Agregar al formulario, nopreferido
10/1/2023 VANCOMYCIN 25 MG/ML SOLUTION Agregar al formulario, nopreferido
10/1/2023 VANCOMYCIN 50 MG/ML SOLUTION Agregar al formulario, nopreferido
10/1/2023 VENLAFAXINE HCL ER 150 MG TAB Agregar al formulario, nopreferido
10/1/2023 VENLAFAXINE HCL ER 225 MG TAB Agregar al formulario, nopreferido
10/1/2023 VENLAFAXINE HCL ER 75 MG TAB Agregar al formulario, nopreferido
10/1/2023 VILAZODONE HCL 10 MG TABLET Agregar al formulario, nopreferido
10/1/2023 VILAZODONE HCL 20 MG TABLET Agregar al formulario, nopreferido
10/1/2023 VILAZODONE HCL 40 MG TABLET Agregar al formulario, nopreferido
10/1/2023 GRANISETRON HCL 1 MG TABLET Agregar al formulario, nopreferido
10/1/2023 POSACONAZOLE 200 MG/5 ML SUSP Agregar al formulario, nopreferido
10/1/2023 POSACONAZOLE DR 100 MG TABLET Agregar al formulario, nopreferido
10/1/2023 ORAVIG 50 MG BUCCAL TABLET Agregar al formulario, nopreferido
10/1/2023 MICONAZOLE NITRATE 2% SOLUTION Agregar al formulario, nopreferido
10/1/2023 FEBUXOSTAT 40 MG TABLET Agregar al formulario, nopreferido




10/1/2023

FEBUXOSTAT 80 MG TABLET

Agregar al formulario, nopreferido

10/1/2023 GLOPERBA 0.6 MG/5 ML SOLUTION Agregar al formulario, nopreferido
10/1/2023 VERAPAMIL ER PM 100 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 ISRADIPINE 5 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 ISRADIPINE 2.5 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 TUXARIN ER 8-54.3 MG TABLET Agregar al formulario, nopreferido
10/1/2023 AUVI-Q 0.15 MG AUTO-INJECTOR Agregar al formulario, nopreferido
10/1/2023 AUVI-Q 0.1 MG AUTO-INJECTOR Agregar al formulario, nopreferido
10/1/2023 RETACRIT 20,000 UNIT/2 ML VIAL Agregar al formulario, nopreferido
10/1/2023 BISMUTH-METRO-TETR 140-125-125 Agregar al formulario, nopreferido
10/1/2023 CIMETIDINE 300 MG/5 ML SOLN Agregar al formulario, nopreferido
10/1/2023 METFORMIN ER 500 MG GASTRC-TB Agregar al formulario, nopreferido
10/1/2023 METFORMIN ER 1,000 MG GASTR-TB Agregar al formulario, nopreferido
10/1/2023 ZILEUTON ER 600 MG TABLET Agregar al formulario, nopreferido
10/1/2023 COLESEVELAM HCL 3.75 G PACKET Agregar al formulario, nopreferido
10/1/2023 ATORVALIQ 20 MG/5 ML SUSP Agregar al formulario, nopreferido
10/1/2023 DULOXETINE HCL DR 40 MG CAP Agregar al formulario, nopreferido
10/1/2023 PIROXICAM 20 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 AZASITE 1% EYE DROPS Agregar al formulario, nopreferido
10/1/2023 BROMFENAC SODIUM 0.09% EYE DRP | Agregar al formulario, nopreferido
10/1/2023 NEVANAC 0.1% EYE DROP Agregar al formulario, nopreferido
10/1/2023 DORZOLAMIDE-TIMOLOL 2%-0.5% Agregar al formulario, nopreferido
10/1/2023 COSOPT PF EYE DROPS Agregar al formulario, nopreferido
10/1/2023 COSOPT EYE DROPS Agregar al formulario, nopreferido
10/1/2023 BETIMOL 0.25% EYE DROPS Agregar al formulario, nopreferido
10/1/2023 BETIMOL 0.5% EYE DROPS Agregar al formulario, nopreferido
10/1/2023 BETOPTIC S 0.25% EYE DROP Agregar al formulario, nopreferido
10/1/2023 LIQREV 10 MG/ML ORAL SUSP Agregar al formulario, nopreferido
10/1/2023 KONVOMEP 2-84 MG/ML ORAL SUSP Agregar al formulario, nopreferido
10/1/2023 TASIMELTEON 20 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 RAMELTEON 8 MG TABLET Agregar al formulario, nopreferido
10/1/2023 QUAZEPAM 15 MG TABLET Agregar al formulario, nopreferido
10/1/2023 DORAL 15 MG TABLET Agregar al formulario, nopreferido
10/1/2023 METAXALONE 400 MG TABLET Agregar al formulario, nopreferido
10/1/2023 BACLOFEN 25 MG/5 ML SUSPENSION Agregar al formulario, nopreferido
10/1/2023 ORPHENGESIC FORTE 50-770-60 MG Agregar al formulario, nopreferido
10/1/2023 BUDESONIDE 2 MG RECTAL FOAM Agregar al formulario, nopreferido
10/1/2023 DEPAKOTE DR 250 MG TABLET Agregar al formulario, nopreferido
10/1/2023 EPRONTIA 25 MG/ML SOLUTION Agregar al formulario, nopreferido
10/1/2023 RUFINAMIDE 200 MG TABLET Agregar al formulario, nopreferido
10/1/2023 RUFINAMIDE 40 MG/ML Agregar al formulario, nopreferido
SUSPENSION
10/1/2023 RUFINAMIDE 400 MG TABLET Agregar al formulario, nopreferido
10/1/2023 SYMPAZAN 10 MG FILM Agregar al formulario, nopreferido
10/1/2023 SYMPAZAN 20 MG FILM Agregar al formulario, nopreferido




10/1/2023

SYMPAZAN 5 MG FILM

Agregar al formulario, nopreferido

10/1/2023 TOPIRAMATE ER 100 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 TOPIRAMATE ER 25 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 TOPIRAMATE ER 50 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 ZAVZPRET 10 MG NASAL SPRAY Agregar al formulario, nopreferido
10/1/2023 ABILIFY ASIMTUFII 720 MG/2.4ML Agregar al formulario, nopreferido
10/1/2023 ABILIFY ASIMTUFII 960 MG/3.2ML Agregar al formulario, nopreferido
10/1/2023 ADASUVE 10 MG INHALATION Agregar al formulario, nopreferido
POWDR
10/1/2023 ARIPIPRAZOLE 1 MG/ML SOLUTION Agregar al formulario, nopreferido
10/1/2023 ZIPRASIDONE 20 MG/ML VIAL Agregar al formulario, nopreferido
10/1/2023 ROFLUMILAST 250 MCG TABLET Agregar al formulario, nopreferido
10/1/2023 ARCALYST 220 MG VIAL Agregar al formulario, nopreferido
10/1/2023 ZEGALOGUE 0.6 MG/0.6ML AUTOINJ Agregar al formulario, nopreferido
10/1/2023 ZEGALOGUE 0.6 MG/0.6 ML SYRING Agregar al formulario, nopreferido
10/1/2023 FLUTICASONE-SALMETEROL 230-21 Agregar al formulario, nopreferido
10/1/2023 FLUTICASONE-SALMETEROL 115-21 Agregar al formulario, nopreferido
10/1/2023 FLUTICASONE-SALMETEROL 45-21 Agregar al formulario, nopreferido
10/1/2023 ALTUVIIIO 4,000 UNIT VIAL Agregar al formulario, nopreferido
10/1/2023 ALTUVIIIO 250 UNIT VIAL Agregar al formulario, nopreferido
10/1/2023 ALTUVIIIO 2,000 UNIT VIAL Agregar al formulario, nopreferido
10/1/2023 ALTUVIIIO 500 UNIT VIAL Agregar al formulario, nopreferido
10/1/2023 ALTUVIIIO 1,000 UNIT VIAL Agregar al formulario, nopreferido
10/1/2023 ALTUVIIIO 3,000 UNIT VIAL Agregar al formulario, nopreferido
10/1/2023 GILENYA 0.25 MG CAPSULE Agregar al formulario, nopreferido
10/1/2023 TERIFLUNOMIDE 14 MG TABLET Agregar al formulario, nopreferido
10/1/2023 TERIFLUNOMIDE 7 MG TABLET Agregar al formulario, nopreferido
10/1/2023 TYSABRI 300 MG/15 ML VIAL Agregar al formulario, nopreferido
10/1/2023 HYDROXYPROGEST 1,250 MG/5 ML Agregar al formulario, nopreferido
10/1/2023 HYDROXYPROGEST 250 MG/ML Agregar al formulario, nopreferido
VIAL
10/1/2023 DEXTROAMP-AMPHET ER 10 MG Agregar al formulario, nopreferido
CAP
10/1/2023 DEXTROAMP-AMPHET ER 15 MG Agregar al formulario, nopreferido
CAP
10/1/2023 DEXTROAMP-AMPHET ER 20 MG Agregar al formulario, nopreferido
CAP
10/1/2023 DEXTROAMP-AMPHET ER 25 MG Agregar al formulario, nopreferido
CAP
10/1/2023 DEXTROAMP-AMPHET ER 30 MG Agregar al formulario, nopreferido
CAP
10/1/2023 DEXTROAMP-AMPHET ER 5 MG CAP Agregar al formulario, nopreferido
10/1/2023 METHYLPHENIDATE 10 MG/9HR Agregar al formulario, nopreferido
PTCH
10/1/2023 METHYLPHENIDATE 15 MG/9HR Agregar al formulario, nopreferido

PTCH




10/1/2023

METHYLPHENIDATE 20 MG/9HR
PTCH

Agregar al formulario, nopreferido

10/1/2023 METHYLPHENIDATE 30 MG/9HR Agregar al formulario, nopreferido
PTCH
10/1/2023 TM-TOLNAFTATE 1% LIQUID Actualizacion para nopreferido
10/1/2023 LANSOPRAZOL-AMOXICIL-CLARITHRO Actualizacion para nopreferido
10/1/2023 METRONIDAZOLE TOP 1% GEL PUMP Actualizacion para nopreferido
10/1/2023 LACOSAMIDE 100 MG/10 ML CUP Actualizacion para nopreferido
10/1/2023 LACOSAMIDE 150 MG/15 ML CUP Actualizacidn para nopreferido
10/1/2023 LACOSAMIDE 200 MG/20 ML CUP Actualizacidn para nopreferido
10/1/2023 LACOSAMIDE 50 MG/5 ML CUP Actualizacidn para nopreferido
10/1/2023 HYDROXYPROGESTERONE 1.25 Actualizacidén para nopreferido
G/5ML
10/1/2023 MEMANTINE HCL 10 MG TABLET Agregar al formulario, privilegiado
10/1/2023 MEMANTINE HCL 5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 ENALAPRIL MALEATE 5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 ENALAPRIL MALEATE 10 MG TAB Agregar al formulario, privilegiado
10/1/2023 ENALAPRIL MALEATE 20 MG TAB Agregar al formulario, privilegiado
10/1/2023 ENALAPRIL MALEATE 2.5 MG TAB Agregar al formulario, privilegiado
10/1/2023 LISINOPRIL 20 MG TABLET Agregar al formulario, privilegiado
10/1/2023 LISINOPRIL 5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 LISINOPRIL 40 MG TABLET Agregar al formulario, privilegiado
10/1/2023 LISINOPRIL 30 MG TABLET Agregar al formulario, privilegiado
10/1/2023 LISINOPRIL 2.5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 LISINOPRIL 10 MG TABLET Agregar al formulario, privilegiado
10/1/2023 LOSARTAN POTASSIUM 100 MG TAB Agregar al formulario, privilegiado
10/1/2023 LOSARTAN POTASSIUM 50 MG TAB Agregar al formulario, privilegiado
10/1/2023 LOSARTAN POTASSIUM 25 MG TAB Agregar al formulario, privilegiado
10/1/2023 DESVENLAFAXINE SUCCNT ER 100MG Agregar al formulario, privilegiado
10/1/2023 DESVENLAFAXINE SUCCNT ER 50 MG Agregar al formulario, privilegiado
10/1/2023 VENLAFAXINE HCL ER 37.5 MG CAP Agregar al formulario, privilegiado
10/1/2023 VENLAFAXINE HCL ER 75 MG CAP Agregar al formulario, privilegiado
10/1/2023 ESCITALOPRAM 5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 ESCITALOPRAM 10 MG TABLET Agregar al formulario, privilegiado
10/1/2023 ESCITALOPRAM 20 MG TABLET Agregar al formulario, privilegiado
10/1/2023 SERTRALINE HCL 50 MG TABLET Agregar al formulario, privilegiado
10/1/2023 SERTRALINE HCL 25 MG TABLET Agregar al formulario, privilegiado
10/1/2023 SERTRALINE HCL 100 MG TABLET Agregar al formulario, privilegiado
10/1/2023 MECLIZINE 25 MG TABLET Agregar al formulario, privilegiado
10/1/2023 PROMETHAZINE 12.5 MG SUPPOS Agregar al formulario, privilegiado
10/1/2023 PROMETHAZINE 25 MG Agregar al formulario, privilegiado
SUPPOSITORY
10/1/2023 SM CHILD ALL DAY ALLER 1 MG/ML Agregar al formulario, privilegiado
10/1/2023 GUANFACINE 1 MG TABLET Agregar al formulario, privilegiado
10/1/2023 CLONIDINE HCL 0.2 MG TABLET Agregar al formulario, privilegiado




10/1/2023

CLONIDINE HCL 0.1 MG TABLET

Agregar al formulario, privilegiado

10/1/2023 CLONIDINE HCL 0.3 MG TABLET Agregar al formulario, privilegiado
10/1/2023 ALLOPURINOL 100 MG TABLET Agregar al formulario, privilegiado
10/1/2023 ALLOPURINOL 300 MG TABLET Agregar al formulario, privilegiado
10/1/2023 COLCHICINE 0.6 MG TABLET Agregar al formulario, privilegiado
10/1/2023 SUMATRIPTAN 6 MG/0.5 ML INJECT Agregar al formulario, privilegiado
10/1/2023 SUMATRIPTAN 6 MG/0.5ML AUTOINJ | Agregar al formulario, privilegiado
10/1/2023 OSELTAMIVIR PHOS 30 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 OSELTAMIVIR PHOS 45 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 ACYCLOVIR 200 MG/5 ML SUSP Agregar al formulario, privilegiado
10/1/2023 METOPROLOL SUCC ER 25 MG TAB Agregar al formulario, privilegiado
10/1/2023 METOPROLOL SUCC ER 200 MG TAB Agregar al formulario, privilegiado
10/1/2023 METOPROLOL SUCC ER 100 MG TAB Agregar al formulario, privilegiado
10/1/2023 METOPROLOL SUCC ER 50 MG TAB Agregar al formulario, privilegiado
10/1/2023 OXYBUTYNIN CL ER 15 MG TABLET Agregar al formulario, privilegiado
10/1/2023 OXYBUTYNIN CL ER 5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 OXYBUTYNIN CL ER 10 MG TABLET Agregar al formulario, privilegiado
10/1/2023 OXYBUTYNIN 2.5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 ALFUZOSIN HCL ER 10 MG TABLET Agregar al formulario, privilegiado
10/1/2023 FINASTERIDE 5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 FELODIPINE ER 2.5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 FELODIPINE ER 10 MG TABLET Agregar al formulario, privilegiado
10/1/2023 FELODIPINE ER 5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 CIPROFLOXACIN HCL 500 MG TAB Agregar al formulario, privilegiado
10/1/2023 LUBIPROSTONE 24 MCG CAPSULE Agregar al formulario, privilegiado
10/1/2023 LUBIPROSTONE 8 MCG CAPSULE Agregar al formulario, privilegiado
10/1/2023 DEXAMETHASONE 4 MG TABLET Agregar al formulario, privilegiado
10/1/2023 PREDNISOLONE 15 MG/5 ML SOLN Agregar al formulario, privilegiado
10/1/2023 PREDNISOLONE SOD PH 25 MG/5 ML Agregar al formulario, privilegiado
10/1/2023 PREDNISONE 2.5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 PREDNISONE 20 MG TABLET Agregar al formulario, privilegiado
10/1/2023 PREDNISONE 10 MG TABLET Agregar al formulario, privilegiado
10/1/2023 PREDNISONE 5 MG TABLET Agregar al formulario, privilegiado
10/1/2023 PREDNISONE 50 MG TABLET Agregar al formulario, privilegiado
10/1/2023 ACID REDUCER 20 MG TABLET Agregar al formulario, privilegiado
10/1/2023 PIOGLITAZONE HCL 45 MG TABLET Agregar al formulario, privilegiado
10/1/2023 METFORMIN HCL 1,000 MG TABLET Agregar al formulario, privilegiado
10/1/2023 METFORMIN HCL 500 MG TABLET Agregar al formulario, privilegiado
10/1/2023 GLIMEPIRIDE 4 MG TABLET Agregar al formulario, privilegiado
10/1/2023 GLIMEPIRIDE 2 MG TABLET Agregar al formulario, privilegiado
10/1/2023 GLIMEPIRIDE 1 MG TABLET Agregar al formulario, privilegiado
10/1/2023 MONTELUKAST SOD 10 MG TABLET Agregar al formulario, privilegiado
10/1/2023 FENOFIBRATE 145 MG TABLET Agregar al formulario, privilegiado
10/1/2023 CHOLESTYRAMINE POWDER Agregar al formulario, privilegiado
10/1/2023 EZETIMIBE 10 MG TABLET Agregar al formulario, privilegiado




10/1/2023

ROSUVASTATIN CALCIUM 5 MG TAB

Agregar al formulario, privilegiado

10/1/2023 ROSUVASTATIN CALCIUM 10 MG TAB Agregar al formulario, privilegiado
10/1/2023 DULOXETINE HCL DR 30 MG CAP Agregar al formulario, privilegiado
10/1/2023 DULOXETINE HCL DR 20 MG CAP Agregar al formulario, privilegiado
10/1/2023 DULOXETINE HCL DR 60 MG CAP Agregar al formulario, privilegiado
10/1/2023 PREGABALIN 25 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 PREGABALIN 100 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 PREGABALIN 50 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 PREGABALIN 150 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 PREGABALIN 225 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 PREGABALIN 300 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 PREGABALIN 200 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 PREGABALIN 75 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 GABAPENTIN 100 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 GABAPENTIN 300 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 DICLOFENAC EPOLAMINE 1.3% PTCH Agregar al formulario, privilegiado
10/1/2023 CHILDREN IBUPROFEN 100 MG/5 ML Agregar al formulario, privilegiado
10/1/2023 DICLOFENAC SOD DR 25 MG TAB Agregar al formulario, privilegiado
10/1/2023 DICLOFENAC SOD DR 50 MG TAB Agregar al formulario, privilegiado
10/1/2023 DICLOFENAC SOD DR 75 MG TAB Agregar al formulario, privilegiado
10/1/2023 TOBRADEX EYE DROPS Agregar al formulario, privilegiado
10/1/2023 TIMOLOL MALEATE 0.5% EYE DROP Agregar al formulario, privilegiado
10/1/2023 TIMOLOL 0.5% GEL-SOLUTION Agregar al formulario, privilegiado
10/1/2023 TIMOLOL 0.25% GEL-SOLUTION Agregar al formulario, privilegiado
10/1/2023 CALCIUM ACETATE 667 MG TABLET Agregar al formulario, privilegiado
10/1/2023 DANTROLENE SODIUM 50 MG CAP Agregar al formulario, privilegiado
10/1/2023 DANTROLENE SODIUM 100 MG CAP Agregar al formulario, privilegiado
10/1/2023 DANTROLENE SODIUM 25 MG CAP Agregar al formulario, privilegiado
10/1/2023 CLOBETASOL 0.05% SOLUTION Agregar al formulario, privilegiado
10/1/2023 ENOXAPARIN 40 MG/0.4 ML SYR Agregar al formulario, privilegiado
10/1/2023 ENOXAPARIN 30 MG/0.3 ML SYR Agregar al formulario, privilegiado
10/1/2023 LOXAPINE 10 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 LOXAPINE 25 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 LOXAPINE 5 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 LOXAPINE 50 MG CAPSULE Agregar al formulario, privilegiado
10/1/2023 DARUNAVIR 600 MG TABLET Agregar al formulario, privilegiado
10/1/2023 DARUNAVIR 800 MG TABLET Agregar al formulario, privilegiado
10/1/2023 SUNLENCA 4- 300 MG TABLET Agregar al formulario, privilegiado
10/1/2023 SUNLENCA 463.5 MG/1.5 ML VIAL Agregar al formulario, privilegiado
10/1/2023 SUNLENCA 5- 300 MG TABLET Agregar al formulario, privilegiado
10/1/2023 AUSTEDO XR 24 MG TABLET Agregar al formulario, privilegiado
10/1/2023 AUSTEDO XR 6 MG TABLET Agregar al formulario, privilegiado
10/1/2023 AUSTEDO XR 12 MG TABLET Agregar al formulario, privilegiado
10/1/2023 OXBRYTA 300 MG TABLET Agregar al formulario, privilegiado
10/1/2023 DEXTROAMP-AMPHETAM 12.5 MG Agregar al formulario, privilegiado




TAB

10/1/2023 DEXTROAMP-AMPHETAM 7.5 MG Agregar al formulario, privilegiado
TAB

10/1/2023 DEXTROAMP-AMPHETAMIN 10 MG Agregar al formulario, privilegiado
TAB

10/1/2023 DEXTROAMP-AMPHETAMIN 15 MG Agregar al formulario, privilegiado
TAB

10/1/2023 DEXTROAMP-AMPHETAMIN 20 MG Agregar al formulario, privilegiado
TAB

10/1/2023 DEXTROAMP-AMPHETAMIN 30 MG Agregar al formulario, privilegiado
TAB

10/1/2023 DEXTROAMP-AMPHETAMINE 5 MG Agregar al formulario, privilegiado
TAB

10/1/2023 DEXTROAMPHETAMINE 10 MG TAB Agregar al formulario, privilegiado

10/1/2023 METRONIDAZOLE TOPICAL 0.75% GL Actualizacion para privilegiado

10/1/2023 ZENZEDI 15 MG TABLET Actualizacion para privilegiado

10/1/2023 ZENZEDI 20 MG TABLET Actualizacion para privilegiado

10/1/2023 ZENZEDI 30 MG TABLET Actualizacidn para privilegiado

10/1/2023 Voxelotor Tab 300 MG Agregar PA

10/1/2023 Timothy Grass Pollen Allergen Ext SL Agregar QL 1 por dia
Tab 2800 BAU

10/1/2023 Epinephrine Solution Auto-injector 0.1 | Agregar QL 12 por 365 dias
MG/0.1ML

10/1/2023 Deutetrabenazine Tab ER 24HR 24 MG | Agregar QL 4 por dia

10/1/2023 Deutetrabenazine Tab ER 24HR 6 MG Agregar QL 4 por dia

10/1/2023 Deutetrabenazine Tab ER 24HR 12 MG | Agregar QL 4 por dia

10/1/2023 Midazolam Nasal Spray Soln 5 MG/0.1 | Agregar QL 10 por 24 dias
ML

10/1/2023 Risperidone Microspheres For IM Agregar QL 2 por 22 dias
Extended Rel Susp 25 MG

10/1/2023 Risperidone Microspheres For IM Agregar QL 2 por 22 dias
Extended Rel Susp 37.5 MG

10/1/2023 Risperidone Microspheres For IM Agregar QL 2 por 22 dias
Extended Rel Susp 50 MG

10/1/2023 Semaglutide Soln Pen-inj 0.25 or 0.5 Agregar QL 3mL por 22 dias
MG/DOSE (2 MG/3ML)

10/1/2023 Dulaglutide Soln Pen-injector 3 Agregar QL 2mL por 22 dias
MG/0.5ML

10/1/2023 Dulaglutide Soln Pen-injector 4.5 Agregar QL 2mL por 22 dias
MG/0.5ML

10/1/2023 Alendronate Sodium Tab 5 MG Eliminar QL

10/1/2023 Ivermectin Cream 1% Eliminar QL

10/1/2023 Cabotegravir 400 MG/2ML & Actualizar QL 12mL por 67 dias
Rilpivirine 600 MG/2ML IM Susp ER

10/1/2023 Short Ragweed Pollen Allergen Extract | Limite de edad Edad minima 5
SLTab 12 Amb a 1-U

10/1/2023 *Dust Mite Mixed Ext SL Tab 12 SQR Limite de edad Edad minima 18




10/1/2023

Timothy Grass Pollen Allergen Ext SL
Tab 2800 BAU

Limite de edad

Edad minima 5

10/1/2023 Codeine Phos-Chlorpheniramine Limite de edad Edad minima 6
Maleate Tab ER 12HR 54.3-8 MG
10/1/2023 Sildenafil Citrate Oral Susp 10 MG/ML | Limite de edad Edad minima 18
10/1/2023 Zavegepant HCl Nasal Spray 10 Limite de edad Edad minima 18
MG/ACT
10/1/2023 Aripiprazole IM ER Susp Prefilled Limite de edad Edad minima 18
Syringe 720 MG/2.4ML
10/1/2023 Aripiprazole IM ER Susp Prefilled Limite de edad Edad minima 18
Syringe 960 MG/3.2ML
10/1/2023 Lenacapavir Sodium Tab Therapy Pack | Limite de edad Edad minima 18
4 x 300 MG
10/1/2023 Lenacapavir Sodium Subcutaneous Limite de edad Edad minima 18
Soln 463.5 MG/1.5ML
10/1/2023 Lenacapavir Sodium Tab Therapy Pack | Limite de edad Edad minima 18
5 x 300 MG
10/1/2023 Deutetrabenazine Tab ER 24HR 24 MG | Limite de edad Edad minima 18
10/1/2023 Deutetrabenazine Tab ER 24HR 6 MG Limite de edad Edad minima 18
10/1/2023 Deutetrabenazine Tab ER 24HR 12 MG | Limite de edad Edad minima 18
10/1/2023 Fingolimod HCI Cap 0.25 MG (Base Limite de edad Edad minima 10
Equiv)
10/1/2023 Voxelotor Tab 300 MG Limite de edad Edad minima 12
10/1/2023 Fenfluramine HCI Oral Soln 2.2 MG/ML | Eliminar Limite de edad
10/1/2023 Elbasvir-Grazoprevir Tab 50-100 MG Eliminar Limite de edad
10/1/2023 Ombitas-Paritapre-Riton & Dasab Tab | Eliminar Limite de edad
Pak 12.5-75-50 & 250 MG
10/1/2023 Sofosbuvir Tab 200 MG Eliminar Limite de edad
10/1/2023 Sofosbuvir-Velpatasvir-Voxilaprevir Eliminar Limite de edad
Tab 400-100-100 MG
10/1/2023 Sofosbuvir Tab 400 MG Eliminar Limite de edad
10/1/2023 Sofosbuvir Pellet Pack 200 MG Eliminar Limite de edad
10/1/2023 Sofosbuvir Pellet Pack 150 MG Eliminar Limite de edad
10/1/2023 Lixisenatide Pen-inj Starter Kit 10 Eliminar Limite de edad
MCG/0.2ML & 20 MCG/0.2ML
10/1/2023 Lixisenatide Soln Pen-injector 20 Eliminar Limite de edad
MCG/0.2ML (100 MCG/ML)
10/1/2023 Exenatide Extended Release Susp Eliminar Limite de edad
Auto-Injector 2 MG/0.85ML
10/1/2023 Exenatide Soln Pen-injector 10 Eliminar Limite de edad
MCG/0.04ML
10/1/2023 Exenatide Soln Pen-injector 5 Eliminar Limite de edad
MCG/0.02ML
10/1/2023 Pramlintide Acetate Pen-inj 2700 Eliminar Limite de edad
MCG/2.7ML (1000 MCG/ML)
10/1/2023 Pramlintide Acetate Pen-inj 1500 Eliminar Limite de edad
MCG/1.5ML (1000 MCG/ML)
10/1/2023 Dulaglutide Soln Pen-injector 0.75 Eliminar Limite de edad




MG/0.5ML

10/1/2023

Dulaglutide Soln Pen-injector 1.5
MG/0.5ML

Eliminar Limite de edad




LEYENDA

AGE Limite de edad

CL Medicamentos de Clase Cerrada

MED Dosis equivalente de morfina de 90 mg como maximo por dia

oTC Medicamento de venta libre, beneficio cubierto con una receta médica

PA Autorizacién previa

PA, QL Limite de cantidad que se aplica después de la aprobacién de la Autorizacion
Previa

QL Limite de Cantidad

SP Medicamento de especialidad

ST Terapia progresiva

minuscula Indica disponibilidad genérica

MAYUSCULA Indica disponibilidad de la marca
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Drug Name

Formulary

Requirements/Limits

Status
ACNE AGENTS, TOPICAL [OPEN CLASS]
- o [ [ -
ACANYA GEL 1.2-2.5 % EXTERNAL (clindamycin phos-benzoyl Non PA; AGE (Max 18 Years)
perox) Preferred
L PA (Eligible for auto-PA);
[0) 7
acne medication 10 gel 10 % external Preferred AGE (Max 18 Years)
L . PA (Eligible for auto-PA);
[0) 7
acne medication 10 lotion 10 % external Preferred AGE (Max 18 Years)
L PA (Eligible for auto-PA);
0, 7
acne medication 2.5 gel 2.5 % external Preferred AGE (Max 18 Years)
L PA (Eligible for auto-PA);
0, 7
acne medication 5 gel 5 % external (otc) Preferred AGE (Max 18 Years)
L . PA (Eligible for auto-PA);
0, 7
acne medication 5 lotion 5 % external Preferred AGE (Max 18 Years)
adapalene cream 0.1 % external Non PA; AGE (Max 18 Years)
Preferred
PA (Eligible for auto-PA);
0, I
adapalene gel 0.1 % external (otc) Preferred AGE (Max 18 Years)
Non
0, .
adapalene gel 0.3 % external Preferred PA; AGE (Max 18 Years)
. Non
- - [0) .
adapalene-benzoyl! peroxide gel 0.1-2.5 % external Preferred PA; AGE (Max 18 Years)
. Non
- - [0) .
adapalene-benzoyl! peroxide gel 0.3-2.5 % external Preferred PA; AGE (Max 18 Years)
ALTRENO LOTION 0.05 % EXTERNAL (tretinoin) Non PA; AGE (Max 18 Years)
Preferred
. . . . Non PA; AGE (Min 9 Years and
[0) 7
AMZEEQ FOAM 4 % EXTERNAL (minocycline hcl micronized) Preferred |Max 18 Years)
ARAZLO LOTION 0.045 % EXTERNAL (tazarotene) Non PA; AGE (Max 18 Years)
Preferred
ATRALIN GEL 0.05 % EXTERNAL (tretinoin) Non PA; AGE (Max 18 Years)
Preferred
) — - o
sulfacetamide sodium-sulfur (Avar Cleanser Liquid 10-5 % Non PA; AGE (Max 18 Years)
External) Preferred
-7 0 [
AVAR LS CLEANSER LIQUID 10-2 % EXTERNAL (sulfacetamide Non PA; AGE (Max 18 Years)
sodium-sulfur) Preferred
) — ) . o
sulfacetamide sodium-sulfur (Avar-E Emollient Cream 10-5 % Non PA; AGE (Max 18 Years)
External) Preferred
) — ) o
sulfacetamide sodium-sulfur (Avar-E Green Cream 10-5 % Non PA; AGE (Max 18 Years)
External) Preferred
- -7 0 [ [ -
AVAR-E LS CREAM 10-2 % EXTERNAL (sulfacetamide sodium Non PA; AGE (Max 18 Years)
sulfur) Preferred
tretinoin (Avita Cream 0.025 % External) Non PA; AGE (Max 18 Years)
Preferred
-3 0 [ -
BENZAMYCI_N GEL 5-3 % EXTERNAL (benzoyl peroxide Non PA; AGE (Max 18 Years)
erythromycin) Preferred

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug
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Drug Name

Formulary
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BENZEFOAM FOAM 5.3 % EXTERNAL (OTC) (benzoyl peroxide) Prel\t!g:red PA; AGE (Max 18 Years)
benzoyl peroxide gel 10 % external (otc) Preferred Zéélz(lll\?;?(li ;O;::r?)_PA);
benzoyl peroxide gel 2.5 % external (otc) Preferred Zéélz(lll\?;?(li ;O;::r?)_PA);
benzoyl peroxide gel 5 % external (otc) Preferred Zéélz(lll\?;?(li ;O;::r?)_PA);
benzoyl peroxide wash liquid 10 % external (otc) Preferred Zéélz(lll\?;?(li ;O;::r?)_PA);
benzoyl peroxide wash liquid 5 % external (otc) Preferred Zéélz(lll\?;?(li ;O;::r?)_PA);
benzoyl peroxide-erythromycin gel 5-3 % external Prel\t!g:re d PA; AGE (Max 18 Years)
bp 10-1 emulsion 10-1 % external Prel\t!g:red PA; AGE (Max 18 Years)
bp cleansing wash emulsion 10-4 % external Prel\t!g:re d PA; AGE (Max 18 Years)
bpo foaming cloths 6 % external (otc) Prel\t!g:re d PA; AGE (Max 18 Years)
CLEOCIN-T LOTION 1 % EXTERNAL (clindamycin phosphate) Prel\t!g:red PA; AGE (Max 18 Years)
CLINDACIN ETZ KIT 1 % EXTERNAL (clindamycin phos & Non PA; AGE (Max 18 Years)
cleanser) Preferred !

clindamycin phosphate (Clindacin Etz Swab 1 % External) Preferred Eéélf(lﬁ;lilelgo\r(::rtsc;—PA);
clindamycin phosphate (Clindacin Foam 1 % External) Prel\t!g:red PA; AGE (Max 18 Years)
CLINDACIN PAC KIT 1 % EXTERNAL (clindamycin phos & Non PA; AGE (Max 18 Years)
cleanser) Preferred !

clindamycin phosphate (Clindacin-P Swab 1 % External) Preferred Eéélf(lﬁ;lilelgo\r(::rtsc;—PA);
CLINDAGEL GEL 1 % EXTERNAL (clindamycin phosphate) Pre'\'fgr”re 4 |PA; AGE (Max 18 Years)
clindamycin phos-benzoyl perox gel 1.2-2.5 % external Prel\t!g:re d PA; AGE (Max 18 Years)
clindamycin phos-benzoyl perox gel 1.2-5 % external Preferred Zéélz(lﬁ;?(lel go\r(::rtso)—PA);
clindamycin phos-benzoyl perox gel 1-5 % external Prel\if::re d PA; AGE (Max 18 Years)
clindamycin phosphate foam 1 % external Prel\;::re d PA; AGE (Max 18 Years)
clindamycin phosphate gel 1 % external Prel\;::re d PA; AGE (Max 18 Years)
clindamycin phosphate lotion 1 % external Prel\;::re d PA; AGE (Max 18 Years)

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug
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. . . PA (Eligible for auto-PA);
0,
clindamycin phosphate solution 1 % external Preferred AGE (Max 18 Years)
. . PA (Eligible for auto-PA);
0,
clindamycin phosphate swab 1 % external Preferred AGE (Max 18 Years)
. . L Non
- - 0, .
clindamycin-tretinoin gel 1.2-0.025 % external Preferred PA; AGE (Max 18 Years)
Non
[0) .
dapsone gel 5 % external Preferred PA; AGE (Max 18 Years)
Non
0, .
dapsone gel 7.5 % external Preferred PA; AGE (Max 18 Years)
0,
DER_MAFZINRX ATRIX ANTIBAC WASH LIQUID 2 % EXTERNAL Non PA; AGE (Max 18 Years)
(salicylic acid) Preferred
Non .
ery pad 2 % external Preferred PA; AGE (Max 18 Years)
. Non .
ERYGEL GEL 2 % EXTERNAL (erythromycin) Preferred PA; AGE (Max 18 Years)
. Non .
erythromycin gel 2 % external Preferred PA; AGE (Max 18 Years)
. . PA (Eligible for auto-PA);
[0)
erythromycin solution 2 % external Preferred AGE (Max 18 Years)
Non PA; AGE (Min 12 Years and
[0) 7
FABIOR FOAM 0.1 % EXTERNAL (tazarotene) Preferred |Max 18 Years)
clindamycin-benzoyl per (refr) (Neuac Gel 1.2-5 % External) Prel\t!g:red PA; AGE (Max 18 Years)
- o) ' [ -
ONEXTON GEL 1.2-3.75 % EXTERNAL (clindamycin phos Non PA; AGE (Max 18 Years)
benzoyl perox) Preferred
OVACE PLUS CREAM 10 % EXTERNAL (sulfacetamide sodium) Prel\t!g:red PA; AGE (Max 18 Years)
OVACE PLUS LOTION 9.8 % EXTERNAL (sulfacetamide sodium) Pre'\'fgr”re 4 |PA; AGE (Max 18 Years)
o )
OVACE PLUS SHAMPOO 10 % EXTERNAL (sulfacetamide Non PA; AGE (Max 18 Years)
sodium) Preferred
o )
OVACE PLUS WASH GEL 10 % EXTERNAL (sulfacetamide Non PA; AGE (Max 18 Years)
sodium) Preferred
o )
OVACE PLUS WASH LIQUID 10 % EXTERNAL (sulfacetamide Non PA; AGE (Max 18 Years)
sodium) Preferred
OVACE WASH LIQUID 10 % EXTERNAL (sulfacetamide sodium) Pre'\'fgr”re 4 |PA; AGE (Max 18 Years)
. PA (Eligible for auto-PA);
- (o)
RETIN-A CREAM 0.025 % EXTERNAL (tretinoin) Preferred AGE (Max 18 Years)
. PA (Eligible for auto-PA);
- 0,
RETIN-A CREAM 0.05 % EXTERNAL (tretinoin) Preferred AGE (Max 18 Years)
. PA (Eligible for auto-PA);
- (o)
RETIN-A CREAM 0.1 % EXTERNAL (tretinoin) Preferred AGE (Max 18 Years)
RETIN-A GEL 0.01 % EXTERNAL (tretinoin) preferred |PA (Eligible for auto-PA);

AGE (Max 18 Years)
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Drug Name

Formulary

Requirements/Limits

Status
L PA (Eligible for auto-PA);
- [0) 7
RETIN-A GEL 0.025 % EXTERNAL (tretinoin) Preferred AGE (Max 18 Years)
RETIN-A MICRO GEL 0.04 % EXTERNAL (tretinoin Non .
microsphere) Preferred PA; AGE (Max 18 Years)
RETIN-A MICRO GEL 0.1 % EXTERNAL (tretinoin microsphere) Prel\t!g:red PA; AGE (Max 18 Years)
RETIN-A MICRO PUMP GEL 0.04 % EXTERNAL (tretinoin Non .
microsphere) Preferred PA; AGE (Max 18 Years)
RETIN-A MICRO PUMP GEL 0.06 % EXTERNAL (tretinoin Non .
microsphere) Preferred PA; AGE (Max 18 Years)
RETIN-A MICRO PUMP GEL 0.08 % EXTERNAL (tretinoin Non .
microsphere) Preferred PA; AGE (Max 18 Years)
RETIN-A MICRO PUMP GEL 0.1 % EXTERNAL (tretinoin Non .
microsphere) Preferred PA; AGE (Max 18 Years)
sodium sulfacetamide shampoo 10 % external Non PA; AGE (Max 18 Years)
Preferred
sodium sulfacetamide wash liquid 10 % external Non PA; AGE (Max 18 Years)
Preferred
sss 10-5 cream 10-5 % external Non PA; AGE (Max 18 Years)
Preferred
sss 10-5 foam 10-5 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium (acne) lotion 10 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium (cleans) gel 10 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium liquid 10 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur cream 10-2 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur cream 10-5 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur liquid 10-2 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur liquid 10-5 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur liquid 9.8-4.8 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur liquid 9-4 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur liquid 9-4.5 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur lotion 10-5 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide sodium-sulfur pad 10-4 % external Non PA; AGE (Max 18 Years)
Preferred

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug




Drug Name

Formulary

Requirements/Limits

Status
sulfacetamide sodium-sulfur suspension 10-5 % external Prel\tfgpre d PA; AGE (Max 18 Years)
sulfacetamide sodium-sulfur suspension 8-4 % external Prel\tfgpre d PA; AGE (Max 18 Years)
sulfacetamide sod-sulfur wash liquid 9-4.5 % external Non PA; AGE (Max 18 Years)
Preferred
sulfacetamide-sulfur in urea emulsion 10-5 % external Non PA; AGE (Max 18 Years)
Preferred
- o) I - —
SUMADAN KIT 9-4.5 % EXTERNAL (sulfacetamide-sulfur Non PA; AGE (Max 18 Years)
cleanser) Preferred
- (o) /
SUMADAN WASH LIQUID 9-4.5 % EXTERNAL (sulfacetamide Non PA; AGE (Max 18 Years)
sodium-sulfur) Preferred
- (o) I - -
SUMADAN XLT KIT 9-4.5 % EXTERNAL (sulfacetamide-sulfur Non PA; AGE (Max 18 Years)
sunscreen) Preferred
-4 0 I - —
SUMAXIN CP KIT 10-4 % EXTERNAL (sulfacetamide-sulfur Non PA; AGE (Max 18 Years)
cleanser) Preferred
tazarotene cream 0.1 % external Non PA; AGE (Max 18 Years)
Preferred
PA (Eligible for auto-PA);
tazarotene foam 0.1 % external Preferred |AGE (Min 12 Years and Max
18 Years)
tazarotene gel 0.05 % external Non PA; AGE (Max 18 Years)
Preferred
tazarotene gel 0.1 % external Non PA; AGE (Max 18 Years)
Preferred
. PA (Eligible for auto-PA);
0, 7
tretinoin cream 0.025 % external Preferred AGE (Max 18 Years)
. PA (Eligible for auto-PA);
[0) 7
tretinoin cream 0.05 % external Preferred AGE (Max 18 Years)
. PA (Eligible for auto-PA);
0, 7
tretinoin cream 0.1 % external Preferred AGE (Max 18 Years)
. PA (Eligible for auto-PA);
0, 7
tretinoin gel 0.01 % external Preferred AGE (Max 18 Years)
. PA (Eligible for auto-PA);
[0) 7
tretinoin gel 0.025 % external Preferred AGE (Max 18 Years)
tretinoin gel 0.05 % external Non PA; AGE (Max 18 Years)
Preferred
tretinoin microsphere gel 0.04 % external Non PA; AGE (Max 18 Years)
Preferred
tretinoin microsphere gel 0.1 % external Non PA; AGE (Max 18 Years)
Preferred
. . Non
[0) .
tretinoin microsphere pump gel 0.04 % external Preferred PA; AGE (Max 18 Years)
. . Non
0, .
tretinoin microsphere pump gel 0.1 % external Preferred PA; AGE (Max 18 Years)
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Drug Name

Formulary

Requirements/Limits

Status
Non PA; AGE (Min 12 Years and
0, 7
WINLEVI CREAM 1 % EXTERNAL (clascoterone) Preferred |Max 18 Years)
ZIANA GEL 1.2-0.025 % EXTERNAL (clindamycin-tretinoin) Pre'\'fgr”re 4 |PA; AGE (Max 18 Years)
ALZHEIMER'S AGENTS [OPEN CLASS]
ADLARITY PATCH WEEKLY 10 MG/DAY TRANSDERMAL Non
. PA
(donepezil hcl) Preferred
ADLARITY PATCH WEEKLY 5 MG/DAY TRANSDERMAL Non
. PA
(donepezil hcl) Preferred
ARICEPT TABLET 10 MG ORAL (donepezil hcl) Non = |PA; Max 90-day supply per
Preferred |fill
ARICEPT TABLET 23 MG ORAL (donepezil hcl) Non = |PA; Max 90-day supply per
Preferred |fill
ARICEPT TABLET 5 MG ORAL (donepezil hcl) Non ~ |PA; Max 90-day supply per
Preferred |fill
donepezil hcl tablet 10 mg oral Preferred |Max 90-day supply per fill
donepezil hcl tablet 23 mg oral Preferred [Max 90-day supply per fill
donepezil hcl tablet 5 mg oral Preferred |Max 90-day supply per fill
donepezil hcl tablet dispersible 10 mg oral Preferred |Max 90-day supply per fill
donepezil hcl tablet dispersible 5 mg oral Preferred [Max 90-day supply per fill
EXELON PATCH 24 HOUR 13.3 MG/24HR TRANSDERMAL Non PA; Max 90-day supply per
(rivastigmine) Preferred ([fill
EXELON PATCH 24 HOUR 4.6 MG/24HR TRANSDERMAL Non PA; Max 90-day supply per
(rivastigmine) Preferred ([fill
EXELON PATCH 24 HOUR 9.5 MG/24HR TRANSDERMAL Non PA; Max 90-day supply per
(rivastigmine) Preferred ([fill
galantamine hydrobromide er capsule extended release 24 Non
PA
hour 16 mg oral Preferred
galantamine hydrobromide er capsule extended release 24 Non
PA
hour 24 mg oral Preferred
galantamine hydrobromide er capsule extended release 24 Non PA
hour 8 mg oral Preferred
. . . Non
galantamine hydrobromide solution 4 mg/ml oral Preferred PA
. . Non
galantamine hydrobromide tablet 12 mg oral Preferred PA
. . Non
galantamine hydrobromide tablet 4 mg oral Preferred PA
. . Non
galantamine hydrobromide tablet 8 mg oral Preferred PA
memantine hcl er capsule extended release 24 hour 14 mg Non PA; Max 90-day supply per
oral Preferred |fill
memantine hcl er capsule extended release 24 hour 21 mg Non PA; Max 90-day supply per
oral Preferred |fill
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memantine hcl er capsule extended release 24 hour 28 mg Non PA; Max 90-day supply per
oral Preferred |fill
memantine hcl er capsule extended release 24 hour 7 mg oral Non P.A; Max 90-day supply per
Preferred |fill
memantine hcl solution 2 mg/ml oral Non P.A; Max 90-day supply per
Preferred |fill
memantine hcl tablet 10 mg oral Preferred [Max 90-day supply per fill
memantine hcl tablet 5 mg oral Preferred |Max 90-day supply per fill
NAMENDA TABLET 10 MG ORAL (memantine hcl) Non PA; Max 90-day supply per
Preferred |fill
NAMENDA TABLET 5 MG ORAL (memantine hcl) Non PA; Max 90-day supply per
Preferred |fill
NAMZARIC CAPSULE ER 24 HOUR THERAPY PACK 7 & 14 & 21 Non PA
&28 -10 MG ORAL (memantine hcl-donepezil hcl) Preferred
NAMZARIC CAPSULE EXTENDED RELEASE 24 HOUR 14-10 MG Non PA
ORAL (memantine hcl-donepezil hcl) Preferred
NAMZARIC CAPSULE EXTENDED RELEASE 24 HOUR 21-10 MG Non PA
ORAL (memantine hcl-donepezil hcl) Preferred
NAMZARIC CAPSULE EXTENDED RELEASE 24 HOUR 28-10 MG Non PA
ORAL (memantine hcl-donepezil hcl) Preferred
NAMZARIC CAPSULE EXTENDED RELEASE 24 HOUR 7-10 MG Non PA
ORAL (memantine hcl-donepezil hcl) Preferred
rivastigmine patch 24 hour 13.3 mg/24hr transdermal Preferred [Max 90-day supply per fill
rivastigmine patch 24 hour 4.6 mg/24hr transdermal Preferred |Max 90-day supply per fill
rivastigmine patch 24 hour 9.5 mg/24hr transdermal Preferred |Max 90-day supply per fill
. N Non
rivastigmine tartrate capsule 1.5 mg oral Preferred PA
rivastigmine tartrate capsule 3 mg oral Non PA
g P g Preferred
rivastigmine tartrate capsule 4.5 mg oral Non PA
g P ’ g Preferred
rivastigmine tartrate capsule 6 mg oral Non PA
g P g Preferred
ANDROGENIC AGENTS [OPEN CLASS]
ANDRODERM PATCH 24 HOUR 2 MG/24HR TRANSDERMAL Preferred |AGE (Min 18 Years)
(testosterone)
ANDRODERM PATCH 24 HOUR 4 MG/24HR TRANSDERMAL Preferred |AGE (Min 18 Years)
(testosterone)
ANDROGEL PUMP GEL 20.25 MG/ACT (1.62%) TRANSDERMAL
Preferred
(testosterone)
[0)
FORTESTA GEL 10 MG/ACT (2% ) TRANSDERMAL Non PA; AGE (Min 18 Years)
(testosterone) Preferred
NATESTO GEL 5.5 MG/ACT NASAL (testosterone) Non PA; AGE (Min 18 Years)
Preferred
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Drug Name

Formulary
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Status
TESTIM GEL 50 MG/5GM (1%) TRANSDERMAL (testosterone) Prel\t!g:red PA; AGE (Min 18 Years)
testosterone gel 1.62 % transdermal Preferred
Non .
[0) .
testosterone gel 10 mg/act (2%) transdermal Preferred PA; AGE (Min 18 Years)
Non .
[0) .
testosterone gel 12.5 mg/act (1%) transdermal Preferred PA; AGE (Min 18 Years)
testosterone gel 20.25 mg/1.25gm (1.62%) transdermal Prel\lig:re d PA; AGE (Min 18 Years)
testosterone gel 20.25 mg/act (1.62%) transdermal Preferred
Non .
0, .
testosterone gel 25 mg/2.5gm (1%) transdermal Preferred PA; AGE (Min 18 Years)
testosterone gel 40.5 mg/2.5gm (1.62%) transdermal Prel\igg:re d PA; AGE (Min 18 Years)
Non .
0, .
testosterone gel 50 mg/5gm (1%) transdermal Preferred PA; AGE (Min 18 Years)
testosterone solution 30 mg/act transdermal Non PA; AGE (Min 18 Years)
Preferred
0,
VOGELXO GEL 50 MG/5GM (1%) TRANSDERMAL Non PA; AGE (Min 18 Years)
(testosterone) Preferred
(o)
VOGELXO PUMP GEL 12.5 MG/ACT (1%) TRANSDERMAL Non PA; AGE (Min 18 Years)
(testosterone) Preferred
ANTI-ALLERGENS, ORAL [OPEN CLASS]
GRASTEK TABLET SUBLINGUAL 2800 BAU SUBLINGUAL Non PA; QL (1 EA per 1 day);
(timothy grass pollen allergen) Preferred |AGE (Min 5 Years)
ODACTRA TABLET SUBLINGUAL 12 SQ-HDM SUBLINGUAL Non PA; AGE (Min 12 Years and
(dust mite mixed allergen ext) Preferred [Max 65 Years)
ORALAIR TABLET SUBLINGUAL 300 IR SUBLINGUAL (grass mix Non PA; AGE (Min 5 Years)
pollens allergen ext) Preferred
PALFORZIA (12 MG DAILY DOSE) 2 X 1 MG & 10 MG ORAL Non PA; AGE (Min 4 Years)
(peanut powder-dnfp) Preferred
PALFORZIA (120 MG DAILY DOSE) 20 MG & 100 MG ORAL Non PA; AGE (Min 4 Years)
(peanut powder-dnfp) Preferred
PALFORZIA (160 MG DAILY DOSE) 3 X 20 MG & 100 MG ORAL Non PA; AGE (Min 4 Years)
(peanut powder-dnfp) Preferred
PALFORZIA (20 MG DAILY DOSE) 20 MG ORAL (peanut Non PA; AGE (Min 4 Years)
powder-dnfp) Preferred
PALFORZIA (200 MG DAILY DOSE) 2 X 100 MG ORAL (peanut Non PA; AGE (Min 4 Years)
powder-dnfp) Preferred
PALFORZIA (240 MG DAILY DOSE) 2 X 20 MG & 2 X 100 MG Non ) .
ORAL (peanut powder-dnfp) Preferred PA; AGE (Min 4 Years)
PALFORZIA (3 MG DAILY DOSE) 3 X 1 MG ORAL (peanut Non PA; AGE (Min 4 Years)
powder-dnfp) Preferred
PALFORZIA (300 MG MAINTENANCE) PACKET 300 MG ORAL Non PA; AGE (Min 4 Years)
(peanut powder-dnfp) Preferred
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ORAL (apixaban)

Status
PALFORZIA (300 MG TITRATION) PACKET 300 MG ORAL Non PA; AGE (Min 4 Years)
(peanut powder-dnfp) Preferred
PALFORZIA (40 MG DAILY DOSE) 2 X 20 MG ORAL (peanut Non PA; AGE (Min 4 Years)
powder-dnfp) Preferred
PALFORZIA (6 MG DAILY DOSE) 6 X 1 MG ORAL (peanut Non PA; AGE (Min 4 Years)
powder-dnfp) Preferred
PALFORZIA (80 MG DAILY DOSE) 4 X 20 MG ORAL (peanut Non PA; AGE (Min 4 Years)
powder-dnfp) Preferred
PALFORZIA INITIAL ESCALATION 0.5 & 1 & 1.5 & 3 & 6 MG Non ) .
ORAL (peanut powder-dnfp) Preferred PA; AGE (Min 4 Years)
RAGWITEK TABLET SUBLINGUAL 12 AMB A 1-U SUBLINGUAL Non PA; AGE (Min 5 Years)
(short ragweed pollen ext) Preferred
ANTIBIOTICS, INHALED [CLOSED CLASS]
ARIKAYCE SUSPENSION 590 MG/8.4ML INHALATION (amikacin Non PA; QL (235.2 ML per 28
sulfate liposome) Preferred |days); AGE (Min 18 Years)
BETHKIS NEBULIZATION SOLUTION 300 MG/4ML INHALATION QL (224 ML per 28 days);
. Preferred .
(tobramyecin) AGE (Min 6 Years)
CAYSTON SOLUTION RECONSTITUTED 75 MG INHALATION Non PA; QL (84 ML per 28 days);
(aztreonam lysine) Preferred |AGE (Min 7 Years)
KITABIS PAK NEBULIZATION SOLUTION 300 MG/5ML Preferred QL (280 ML per 28 days);
INHALATION (tobramycin) AGE (Min 6 Years)
TOBI NEBULIZATION SOLUTION 300 MG/5ML INHALATION Non PA; QL (280 ML per 28
(tobramyecin) Preferred |[days); AGE (Min 6 Years)
. PA; QL (224 EA per 28
TOBI PODHALER CAPSULE 28 MG INHALATION (tobramycin) Preferred days): AGE (Min 6 Years)
. N . . . Non PA; QL (224 ML per 28
tobramycin nebulization solution 300 mg/4ml inhalation Preferred |days): AGE (Min 6 Years)
. o . . . Non PA; QL (280 ML per 28
tobramycin nebulization solution 300 mg/5ml inhalation Preferred |days): AGE (Min 6 Years)
. . . . . QL (280 ML per 28 days);
tobramycin nebulization solution 300 mg/5ml inhalation Preferred AGE (Min 6 Years)
ANTICOAGULANTS [CLOSED CLASS]
ARIXTRA SOLUTION 10 MG/0.8ML SUBCUTANEOUS Non
) : PA
(fondaparinux sodium) Preferred
ARIXTRA SOLUTION 2.5 MG/0.5ML SUBCUTANEOUS Non
) : PA
(fondaparinux sodium) Preferred
ARIXTRA SOLUTION 5 MG/0.4ML SUBCUTANEOUS Non
; . PA
(fondaparinux sodium) Preferred
ARIXTRA SOLUTION 7.5 MG/0.6ML SUBCUTANEOUS Non
; . PA
(fondaparinux sodium) Preferred
. . Non PA; Max 90-day supply per
dabigatran etexilate mesylate capsule 150 mg oral preferred  |fill
. . Non PA; Max 90-day supply per
dabigatran etexilate mesylate capsule 75 mg oral preferred  |fill
ELIQUIS DVT/PE STARTER PACK TABLET THERAPY PACK 5 MG
Preferred
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ELIQUIS TABLET 2.5 MG ORAL (apixaban) Preferred [Max 90-day supply per fill
ELIQUIS TABLET 5 MG ORAL (apixaban) Preferred |Max 90-day supply per fill
enoxaparin sodium solution 150 mg/ml injection Preferred
enoxaparin sodium solution 300 mg/3ml injection Preferred
t_en.oxa_parin sodium solution prefilled syringe 100 mg/ml Preferred
injection
t_en.oxa_parin sodium solution prefilled syringe 120 mg/0.8ml Preferred
injection
t_en.oxa_parin sodium solution prefilled syringe 150 mg/ml Preferred
injection
t_en.oxa_parin sodium solution prefilled syringe 30 mg/0.3ml Preferred
injection
t_en.oxa_parin sodium solution prefilled syringe 40 mg/0.4ml Preferred
injection
t_en.oxa_parin sodium solution prefilled syringe 60 mg/0.6ml Preferred
injection
t_en.oxa_parin sodium solution prefilled syringe 80 mg/0.8ml Preferred
injection
fondaparinux sodium solution 10 mg/0.8ml subcutaneous Non PA
Preferred
fondaparinux sodium solution 2.5 mg/0.5ml subcutaneous Non PA
Preferred
fondaparinux sodium solution 5 mg/0.4ml subcutaneous Non PA
Preferred
fondaparinux sodium solution 7.5 mg/0.6ml subcutaneous Non PA
Preferred
FRAGMIN SOLUTION 10000 UNIT/4ML SUBCUTANEQUS Non
. . PA
(dalteparin sodium) Preferred
FRAGMIN SOLUTION 95000 UNIT/3.8ML SUBCUTANEOUS Non
. . PA
(dalteparin sodium) Preferred
FRAGMIN SOLUTION PREFILLED SYRINGE 10000 UNIT/ML Non PA
SUBCUTANEOQOUS (dalteparin sodium) Preferred
FRAGMIN SOLUTION PREFILLED SYRINGE 12500 UNIT/0.5ML Non PA
SUBCUTANEOQOUS (dalteparin sodium) Preferred
FRAGMIN SOLUTION PREFILLED SYRINGE 15000 UNIT/0.6ML Non PA
SUBCUTANEOQOUS (dalteparin sodium) Preferred
FRAGMIN SOLUTION PREFILLED SYRINGE 18000 UNT/0.72ML Non PA
SUBCUTANEOQOUS (dalteparin sodium) Preferred
FRAGMIN SOLUTION PREFILLED SYRINGE 2500 UNIT/0.2ML Non PA
SUBCUTANEOQOUS (dalteparin sodium) Preferred
FRAGMIN SOLUTION PREFILLED SYRINGE 5000 UNIT/0.2ML Non PA
SUBCUTANEOQOUS (dalteparin sodium) Preferred
FRAGMIN SOLUTION PREFILLED SYRINGE 7500 UNIT/0.3ML Non PA
SUBCUTANEOQOUS (dalteparin sodium) Preferred
warfarin sodium (Jantoven Tablet 1 Mg Oral) Preferred |Max 90-day supply per fill
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warfarin sodium (Jantoven Tablet 10 Mg Oral) Preferred [Max 90-day supply per fill
warfarin sodium (Jantoven Tablet 2 Mg Oral) Preferred |Max 90-day supply per fill
warfarin sodium (Jantoven Tablet 2.5 Mg Oral) Preferred |Max 90-day supply per fill
warfarin sodium (Jantoven Tablet 3 Mg Oral) Preferred [Max 90-day supply per fill
warfarin sodium (Jantoven Tablet 4 Mg Oral) Preferred |Max 90-day supply per fill
warfarin sodium (Jantoven Tablet 5 Mg Oral) Preferred [Max 90-day supply per fill
warfarin sodium (Jantoven Tablet 6 Mg Oral) Preferred |Max 90-day supply per fill
warfarin sodium (Jantoven Tablet 7.5 Mg Oral) Preferred |Max 90-day supply per fill
LOVENOX SOLUTION 300 MG/3ML INJECTION (enoxaparin Non PA
sodium) Preferred
LOVENOX SOLUTION PREFILLED SYRINGE 100 MG/ML Non PA
INJECTION (enoxaparin sodium) Preferred
LOVENOX SOLUTION PREFILLED SYRINGE 120 MG/0.8ML Non PA
INJECTION (enoxaparin sodium) Preferred
LOVENOX SOLUTION PREFILLED SYRINGE 150 MG/ML Non PA
INJECTION (enoxaparin sodium) Preferred
LOVENOX SOLUTION PREFILLED SYRINGE 30 MG/0.3ML Non PA
INJECTION (enoxaparin sodium) Preferred
LOVENOX SOLUTION PREFILLED SYRINGE 40 MG/0.4ML Non PA
INJECTION (enoxaparin sodium) Preferred
LOVENOX SOLUTION PREFILLED SYRINGE 60 MG/0.6ML Non PA
INJECTION (enoxaparin sodium) Preferred
LOVENOX SOLUTION PREFILLED SYRINGE 80 MG/0.8ML Non PA
INJECTION (enoxaparin sodium) Preferred
PRADAXA CAPSULE 110 MG ORAL (dabigatran etexilate Preferred |Max 90-day supply per fil
mesylate)
PRADAXA CAPSULE 150 MG ORAL (dabigatran etexilate Preferred |Max 90-day supply per fil
mesylate)
PRADAXA CAPSULE 75 MG ORAL (dabigatran etexilate Preferred  |Max 90-day supply per fil
mesylate)
PRADAXA PACKET 110 MG ORAL (dabigatran etexilate Non PA
mesylate) Preferred
PRADAXA PACKET 150 MG ORAL (dabigatran etexilate Non PA
mesylate) Preferred
PRADAXA PACKET 20 MG ORAL (dabigatran etexilate mesylate) Non PA
Preferred
PRADAXA PACKET 30 MG ORAL (dabigatran etexilate mesylate) Non PA
Preferred
PRADAXA PACKET 40 MG ORAL (dabigatran etexilate mesylate) Non PA
Preferred
PRADAXA PACKET 50 MG ORAL (dabigatran etexilate mesylate) Non PA
Preferred
SAVAYSA TABLET 15 MG ORAL (edoxaban tosylate) Non PA
Preferred
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SAVAYSA TABLET 30 MG ORAL (edoxaban tosylate) Non PA

Preferred
SAVAYSA TABLET 60 MG ORAL (edoxaban tosylate) Non PA

Preferred
warfarin sodium tablet 1 mg oral Preferred [Max 90-day supply per fill
warfarin sodium tablet 10 mg oral Preferred |Max 90-day supply per fill
warfarin sodium tablet 2 mg oral Preferred |Max 90-day supply per fill
warfarin sodium tablet 2.5 mg oral Preferred [Max 90-day supply per fill
warfarin sodium tablet 3 mg oral Preferred |Max 90-day supply per fill
warfarin sodium tablet 4 mg oral Preferred [Max 90-day supply per fill
warfarin sodium tablet 5 mg oral Preferred |Max 90-day supply per fill
warfarin sodium tablet 6 mg oral Preferred |Max 90-day supply per fill
warfarin sodium tablet 7.5 mg oral Preferred [Max 90-day supply per fill
XARELTO STARTER PACK TABLET THERAPY PACK 15 & 20 MG

; Preferred

ORAL (rivaroxaban)
XARELTO SUSPENSION RECONSTITUTED 1 MG/ML ORAL Preferred |Max 90-day supply per fill
(rivaroxaban)
XARELTO TABLET 10 MG ORAL (rivaroxaban) Preferred |Max 90-day supply per fill
XARELTO TABLET 15 MG ORAL (rivaroxaban) Preferred [Max 90-day supply per fill
XARELTO TABLET 2.5 MG ORAL (rivaroxaban) Preferred |Max 90-day supply per fill
XARELTO TABLET 20 MG ORAL (rivaroxaban) Preferred |Max 90-day supply per fill
ANTICONVULSANTS [CLOSED CLASS]
APTIOM TABLET 200 MG ORAL (eslicarbazepine acetate) Non PA

Preferred
APTIOM TABLET 400 MG ORAL (eslicarbazepine acetate) Non PA

Preferred
APTIOM TABLET 600 MG ORAL (eslicarbazepine acetate) Non PA

Preferred
APTIOM TABLET 800 MG ORAL (eslicarbazepine acetate) Non PA

Preferred
BANZEL SUSPENSION 40 MG/ML ORAL (rufinamide) Non PA

Preferred
BANZEL TABLET 200 MG ORAL (rufinamide) Non PA

Preferred
BANZEL TABLET 400 MG ORAL (rufinamide) Non PA

Preferred
BRIVIACT SOLUTION 10 MG/ML ORAL (brivaracetam) Non PA

Preferred
BRIVIACT TABLET 10 MG ORAL (brivaracetam) Non PA

Preferred
BRIVIACT TABLET 100 MG ORAL (brivaracetam) Non PA

Preferred
BRIVIACT TABLET 25 MG ORAL (brivaracetam) Non PA

Preferred
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Formulary

Requirements/Limits

Status
BRIVIACT TABLET 50 MG ORAL (brivaracetam) Non PA
Preferred
BRIVIACT TABLET 75 MG ORAL (brivaracetam) Non PA
Preferred
carbamazepine er capsule extended release 12 hour 100 mg Non PA; Max 90-day supply per
oral Preferred |fill
carbamazepine er capsule extended release 12 hour 200 mg Non PA; Max 90-day supply per
oral Preferred |fill
carbamazepine er capsule extended release 12 hour 300 mg Non PA; Max 90-day supply per
oral Preferred |fill
carbamazepine er tablet extended release 12 hour 100 mg oral Non P.A; Max 90-day supply per
Preferred |fill
carbamazepine er tablet extended release 12 hour 200 mg oral Non P.A; Max 90-day supply per
Preferred |fill
carbamazepine er tablet extended release 12 hour 400 mg oral Non P.A; Max 90-day supply per
Preferred |fill
carbamazepine suspension 100 mg/5ml oral Preferred [Max 90-day supply per fill
carbamazepine tablet 200 mg oral Preferred |Max 90-day supply per fill
carbamazepine tablet chewable 100 mg oral Preferred [Max 90-day supply per fill
CARBATROL CAPSULE EXTENDED RELEASE 12 HOUR 100 MG Preferred  |Max 90-dav supoly per fill
ORAL (carbamazepine) y supply p
CARBATROL CAPSULE EXTENDED RELEASE 12 HOUR 200 MG Preferred  |Max 90-dav supoly per fill
ORAL (carbamazepine) y supply p
CARBATROL CAPSULE EXTENDED RELEASE 12 HOUR 300 MG Preferred |Max 90-dav supply per fill
ORAL (carbamazepine) y supply p
CELONTIN CAPSULE 300 MG ORAL (methsuximide) Non PA
Preferred
clobazam suspension 2.5 mg/ml oral Preferred
clobazam tablet 10 mg oral Preferred
clobazam tablet 20 mg oral Preferred
clonazepam tablet 0.5 mg oral Preferred
clonazepam tablet 1 mg oral Preferred
clonazepam tablet 2 mg oral Preferred
. . Non
clonazepam tablet dispersible 0.125 mg oral Preferred PA
. . Non
clonazepam tablet dispersible 0.25 mg oral Preferred PA
. . Non
clonazepam tablet dispersible 0.5 mg oral Preferred PA
. . Non
clonazepam tablet dispersible 1 mg oral Preferred PA
. . Non
clonazepam tablet dispersible 2 mg oral Preferred PA
DEPAKOTE ER TABLET EXTENDED RELEASE 24 HOUR 250 MG Non PA; Max 90-day supply per
ORAL (divalproex sodium) Preferred ([fill
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DEPAKOTE ER TABLET EXTENDED RELEASE 24 HOUR 500 MG Non PA; Max 90-day supply per
ORAL (divalproex sodium) Preferred |fill
DEPAKOTE SPRINKLES CAPSULE DELAYED RELEASE SPRINKLE Non PA; Max 90-day supply per
125 MG ORAL (divalproex sodium) Preferred |fill
DEPAKOTE TABLET DELAYED RELEASE 125 MG ORAL Non PA; Max 90-day supply per
(divalproex sodium) Preferred |fill
DEPAKOTE TABLET DELAYED RELEASE 250 MG ORAL Non PA; Max 90-day supply per
(divalproex sodium) Preferred |fill
DEPAKOTE TABLET DELAYED RELEASE 500 MG ORAL Non PA; Max 90-day supply per
(divalproex sodium) Preferred |fill
DIACOMIT CAPSULE 250 MG ORAL (stiripentol) Non PA
Preferred
DIACOMIT CAPSULE 500 MG ORAL (stiripentol) Non PA
Preferred
DIACOMIT PACKET 250 MG ORAL (stiripentol) Non PA
Preferred
DIACOMIT PACKET 500 MG ORAL (stiripentol) Non PA
Preferred
. QL (10 EA per 30 days);
DIASTAT ACUDIAL GEL 10 MG RECTAL (diazepam) Preferred AGE (Min 2 Years)
. QL (10 EA per 30 days);
DIASTAT ACUDIAL GEL 20 MG RECTAL (diazepam) Preferred AGE (Min 2 Years)
. QL (10 EA per 30 days);
DIASTAT PEDIATRIC GEL 2.5 MG RECTAL (diazepam) Preferred AGE (Min 2 Years)

. QL (10 EA per 30 days);
diazepam gel 10 mg rectal Preferred AGE (Min 2 Years)

. QL (10 EA per 30 days);
diazepam gel 2.5 mg rectal Preferred AGE (Min 2 Years)

. QL (10 EA per 30 days);
diazepam gel 20 mg rectal Preferred AGE (Min 2 Years)
DILANTIN CAPSULE 100 MG ORAL (phenytoin sodium Non PA; Max 90-day supply per
extended) Preferred |fill
DILANTIN CAPSULE 30 MG ORAL (phenytoin sodium extended)| Preferred
DILANTIN INFATABS TABLET CHEWABLE 50 MG ORAL Non PA; Max 90-day supply per
(phenytoin) Preferred ([fill
DILANTIN SUSPENSION 125 MG/5ML ORAL (phenytoin) Non PA; Max 90-day supply per

Preferred |fill
glr\;;/proex sodium capsule delayed release sprinkle 125 mg Preferred |Max 90-day supply per fil
glr\;;/proex sodium er tablet extended release 24 hour 250 mg Preferred |Max 90-day supply per fil
glr\;;/proex sodium er tablet extended release 24 hour 500 mg Preferred |Max 90-day supply per fil
divalproex sodium tablet delayed release 125 mg oral Preferred |Max 90-day supply per fill
divalproex sodium tablet delayed release 250 mg oral Preferred [Max 90-day supply per fill
divalproex sodium tablet delayed release 500 mg oral Preferred |Max 90-day supply per fill
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ELEPSIA XR TABLET EXTENDED RELEASE 24 HOUR 1000 MG Non PA
ORAL (levetiracetam) Preferred
ELEPSIA XR TABLET EXTENDED RELEASE 24 HOUR 1500 MG Non PA
ORAL (levetiracetam) Preferred
- PA (Eligible for auto-PA);
EPIDIOLEX SOLUTION 100 MG/ML ORAL (cannabidiol) Preferred AGE (Min 1 Years)
carbamazepine (Epitol Tablet 200 Mg Oral) Preferred [Max 90-day supply per fill
EPRONTIA SOLUTION 25 MG/ML ORAL (topiramate) Non PA
Preferred
EQUETRO CAPSULE EXTENDED RELEASE 12 HOUR 100 MG Non PA
ORAL (carbamazepine (antipsychotic)) Preferred
EQUETRO CAPSULE EXTENDED RELEASE 12 HOUR 200 MG Non PA
ORAL (carbamazepine (antipsychotic)) Preferred
EQUETRO CAPSULE EXTENDED RELEASE 12 HOUR 300 MG Non PA
ORAL (carbamazepine (antipsychotic)) Preferred
ethosuximide capsule 250 mg oral Preferred |Max 90-day supply per fill
ethosuximide solution 250 mg/5ml oral Preferred AGE (Min 3 Year;); Max 90-
day supply per fill
. Non
felbamate suspension 600 mg/5ml oral Preferred PA
Non
felbamate tablet 400 mg oral PA
Preferred
Non
felbamate tablet 600 mg oral PA
Preferred
FELBATOL SUSPENSION 600 MG/5ML ORAL (felbamate) Non PA
Preferred
FELBATOL TABLET 400 MG ORAL (felbamate) Non PA
Preferred
FELBATOL TABLET 600 MG ORAL (felbamate) Non PA
Preferred
FINTEPLA SOLUTION 2.2 MG/ML ORAL (fenfluramine hcl) Prel\igg:red PA; AGE (Min 2 Years)
Non
FYCOMPA SUSPENSION 0.5 MG/ML ORAL (perampanel) Preferred PA
Non
FYCOMPA TABLET 10 MG ORAL (perampanel) Preferred PA
Non
FYCOMPA TABLET 12 MG ORAL (perampanel) Preferred PA
Non
FYCOMPA TABLET 2 MG ORAL (perampanel) Preferred PA
Non
FYCOMPA TABLET 4 MG ORAL (perampanel) Preferred PA
Non
FYCOMPA TABLET 6 MG ORAL (perampanel) Preferred PA
Non
FYCOMPA TABLET 8 MG ORAL (perampanel) Preferred PA
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gabapentin capsule 100 mg oral Preferred
gabapentin capsule 300 mg oral Preferred
KEPPRA SOLUTION 100 MG/ML ORAL (levetiracetam) Non PA; Max 90-day supply per
Preferred |fill
KEPPRA TABLET 1000 MG ORAL (levetiracetam) Non PA; Max 90-day supply per
Preferred |fill
KEPPRA TABLET 250 MG ORAL (levetiracetam) Non PA; Max 90-day supply per
Preferred |fill
KEPPRA TABLET 500 MG ORAL (levetiracetam) Non PA; Max 90-day supply per
Preferred |fill
KEPPRA TABLET 750 MG ORAL (levetiracetam) Non PA; Max 90-day supply per
Preferred |fill
KEPPRA XR TABLET EXTENDED RELEASE 24 HOUR 500 MG Non PA; Max 90-day supply per
ORAL (levetiracetam) Preferred ([fill
KEPPRA XR TABLET EXTENDED RELEASE 24 HOUR 750 MG Non PA; Max 90-day supply per
ORAL (levetiracetam) Preferred ([fill
KLONOPIN TABLET 0.5 MG ORAL (clonazepam) Non PA
Preferred
KLONOPIN TABLET 1 MG ORAL (clonazepam) Non PA
Preferred
KLONOPIN TABLET 2 MG ORAL (clonazepam) Non PA
Preferred
lacosamide solution 10 mg/ml oral Non P.A; Max 90-day supply per
Preferred |fill
lacosamide solution 10 mg/ml oral Preferred [Max 90-day supply per fill
lacosamide tablet 100 mg oral Preferred
lacosamide tablet 150 mg oral Preferred
lacosamide tablet 200 mg oral Preferred [Max 90-day supply per fill
lacosamide tablet 50 mg oral Preferred |Max 90-day supply per fill
LAMICTAL ODT KIT 21 X 25 MG & 7 X 50 MG ORAL
. Preferred
(lamotrigine)
LAMICTAL ODT KIT 25 & 50 & 100 MG ORAL (/lamotrigine) Preferred
LAMICTAL ODT KIT 42 X 50 MG & 14X100 MG ORAL
. Preferred
(lamotrigine)
LAMICTAL ODT TABLET DISPERSIBLE 100 MG ORAL Non PA; Maximum 90-day supply
(lamotrigine) Preferred |per fill
LAMICTAL ODT TABLET DISPERSIBLE 200 MG ORAL Non PA; Maximum 90-day supply
(lamotrigine) Preferred |per fill
LAMICTAL ODT TABLET DISPERSIBLE 25 MG ORAL Non PA; Maximum 90-day supply
(lamotrigine) Preferred |per fill
LAMICTAL ODT TABLET DISPERSIBLE 50 MG ORAL Non PA; Maximum 90-day supply
(lamotrigine) Preferred |per fill
LAMICTAL STARTER KIT 35 X 25 MG ORAL (/lamotrigine) Non PA
Preferred
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LAMICTAL STARTER KIT 42 X 25 MG & 7 X 100 MG ORAL Non PA
(lamotrigine) Preferred
LAMICTAL STARTER KIT 84 X 25 MG & 14X100 MG ORAL Non PA
(lamotrigine) Preferred
LAMICTAL TABLET 100 MG ORAL (lamotrigine) Non PA; Max 90-day supply per
Preferred ([fill
LAMICTAL TABLET 150 MG ORAL (lamotrigine) Non PA; Max 90-day supply per
Preferred ([fill
LAMICTAL TABLET 200 MG ORAL (/amotrigine) Non ~ |PA; Max 90-day supply per
Preferred ([fill
LAMICTAL TABLET 25 MG ORAL (lamotrigine) Non PA; Max 90-day supply per
Preferred ([fill
LAMICTAL TABLET CHEWABLE 25 MG ORAL (lamotrigine) Non PA; Max 90-day supply per
Preferred ([fill
LAMICTAL TABLET CHEWABLE 5 MG ORAL (lamotrigine) Non PA; Max 90-day supply per
Preferred ([fill
LAMICTAL XR KIT 21 X 25 MG & 7 X 50 MG ORAL (lamotrigine) Non PA
Preferred
LAMICTAL XR KIT 25 & 50 & 100 MG ORAL (lamotrigine) Non PA
Preferred
LAMICTAL XR KIT 50 & 100 & 200 MG ORAL (lamotrigine) Non PA
Preferred
LAMICTAL XR TABLET EXTENDED RELEASE 24 HOUR 100 MG Non PA; Max 90-day supply per
ORAL (lamotrigine) Preferred |fill
LAMICTAL XR TABLET EXTENDED RELEASE 24 HOUR 200 MG Non PA; Max 90-day supply per
ORAL (lamotrigine) Preferred |fill
LAMICTAL XR TABLET EXTENDED RELEASE 24 HOUR 25 MG Non PA; Max 90-day supply per
ORAL (lamotrigine) Preferred |fill
LAMICTAL XR TABLET EXTENDED RELEASE 24 HOUR 250 MG Non PA; Max 90-day supply per
ORAL (lamotrigine) Preferred |fill
LAMICTAL XR TABLET EXTENDED RELEASE 24 HOUR 300 MG Non PA; Max 90-day supply per
ORAL (lamotrigine) Preferred |fill
LAMICTAL XR TABLET EXTENDED RELEASE 24 HOUR 50 MG Non PA; Max 90-day supply per
ORAL (lamotrigine) Preferred |fill
lamotrigine er tablet extended release 24 hour 100 mg oral Preferred [Max 90-day supply per fill
lamotrigine er tablet extended release 24 hour 200 mg oral Preferred |Max 90-day supply per fill
lamotrigine er tablet extended release 24 hour 25 mg oral Preferred [Max 90-day supply per fill
lamotrigine er tablet extended release 24 hour 250 mg oral Preferred |Max 90-day supply per fill
lamotrigine er tablet extended release 24 hour 300 mg oral Preferred |Max 90-day supply per fill
lamotrigine er tablet extended release 24 hour 50 mg oral Preferred [Max 90-day supply per fill
- . Non
lamotrigine kit 21 x 25 mg & 7 x 50 mg oral Preferred PA
- . Non
lamotrigine kit 25 & 50 & 100 mg oral Preferred PA
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.. , Non
lamotrigine kit 42 x 50 mg & 14x100 mg oral Preferred PA
lamotrigine starter kit-blue kit 35 x 25 mg oral Non PA
Preferred
.. . . Non
lamotrigine starter kit-green kit 84 x 25 mg & 14x100 mg oral Preferred PA
lamotrigine starter kit-orange kit 42 x 25 mg & 7 x 100 mg Non PA
oral Preferred
lamotrigine tablet 100 mg oral Preferred [Max 90-day supply per fill
lamotrigine tablet 150 mg oral Preferred |Max 90-day supply per fill
lamotrigine tablet 200 mg oral Preferred |Max 90-day supply per fill
lamotrigine tablet 25 mg oral Preferred [Max 90-day supply per fill
lamotrigine tablet chewable 25 mg oral Preferred |Max 90-day supply per fill
lamotrigine tablet chewable 5 mg oral Preferred [Max 90-day supply per fill
lamotrigine tablet dispersible 100 mg oral Preferred :ifllfxmum 20-day supply per
lamotrigine tablet dispersible 200 mg oral Preferred :ifllfxmum 20-day supply per
lamotrigine tablet dispersible 25 mg oral Preferred :ifllfxmum 20-day supply per
lamotrigine tablet dispersible 50 mg oral Preferred :ifllfxmum 20-day supply per
levetiracetam er tablet extended release 24 hour 500 mg oral Preferred |Max 90-day supply per fill
levetiracetam er tablet extended release 24 hour 750 mg oral Preferred |Max 90-day supply per fill
levetiracetam solution 100 mg/ml oral Preferred [Max 90-day supply per fill
levetiracetam tablet 1000 mg oral Preferred |Max 90-day supply per fill
levetiracetam tablet 250 mg oral Preferred [Max 90-day supply per fill
levetiracetam tablet 500 mg oral Preferred |Max 90-day supply per fill
levetiracetam tablet 750 mg oral Preferred |Max 90-day supply per fill
. Non
methsuximide capsule 300 mg oral Preferred PA
MYSOLINE TABLET 250 MG ORAL (primidone) Non = |PA; Max 90-day supply per
Preferred |fill
MYSOLINE TABLET 50 MG ORAL (primidone) Non = |PA; Max 90-day supply per
Preferred |fill
. PA (Eligible for auto-PA); QL
?aé?\;I.ZCIOL:VI\:IJESnLtBJ;I'ION 5 MG/0.1ML NASAL (midazolam Preferred |(10 EA per 30 days); AGE
(Min 12 Years)
ONFI SUSPENSION 2.5 MG/ML ORAL (clobazam) Non PA
Preferred
ONFI TABLET 10 MG ORAL (clobazam) Non PA
Preferred
ONFI TABLET 20 MG ORAL (clobazam) Non PA
Preferred
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oxcarbazepine suspension 300 mg/5ml oral Prel\tfgpre d Eﬁ’ Max 90-day supply per
oxcarbazepine tablet 150 mg oral Preferred [Max 90-day supply per fill
oxcarbazepine tablet 300 mg oral Preferred |Max 90-day supply per fill
oxcarbazepine tablet 600 mg oral Preferred |Max 90-day supply per fill
OXTELLAR XR TABI__ET EXTENDED RELEASE 24 HOUR 150 MG Non PA
ORAL (oxcarbazepine) Preferred
OXTELLAR XR TABI__ET EXTENDED RELEASE 24 HOUR 300 MG Non PA
ORAL (oxcarbazepine) Preferred
OXTELLAR XR TABI__ET EXTENDED RELEASE 24 HOUR 600 MG Non PA
ORAL (oxcarbazepine) Preferred
phenobarbital elixir 20 mg/5ml oral Preferred
phenobarbital tablet 100 mg oral Preferred
phenobarbital tablet 15 mg oral Preferred
phenobarbital tablet 16.2 mg oral Preferred
phenobarbital tablet 30 mg oral Preferred
phenobarbital tablet 32.4 mg oral Preferred
phenobarbital tablet 60 mg oral Preferred
phenobarbital tablet 64.8 mg oral Preferred
phenobarbital tablet 97.2 mg oral Preferred

. . Non PA; Max 90-day supply per
phenytoin sodium extended (Phenytek Capsule 200 Mg Oral) preferred  |fill
phenytoin sodium extended (Phenytek Capsule 300 Mg Oral) Prel\flgpred :ﬁ" Max 90-day supply per
phenytoin (Phenytoin Infatabs Tablet Chewable 50 Mg Oral) Preferred |Max 90-day supply per fill
phenytoin sodium extended capsule 100 mg oral Preferred [Max 90-day supply per fill
phenytoin sodium extended capsule 200 mg oral Preferred [Max 90-day supply per fill
phenytoin sodium extended capsule 300 mg oral Preferred |Max 90-day supply per fill
phenytoin suspension 100 mg/4ml oral Preferred [Max 90-day supply per fill
phenytoin suspension 125 mg/5ml oral Preferred |Max 90-day supply per fill
phenytoin tablet chewable 50 mg oral Preferred [Max 90-day supply per fill
pregabalin capsule 100 mg oral Preferred
pregabalin capsule 150 mg oral Preferred
pregabalin capsule 200 mg oral Preferred
pregabalin capsule 225 mg oral Preferred
pregabalin capsule 25 mg oral Preferred
pregabalin capsule 300 mg oral Preferred
pregabalin capsule 50 mg oral Preferred
pregabalin capsule 75 mg oral Preferred
primidone tablet 125 mg oral Preferred
primidone tablet 250 mg oral Preferred |Max 90-day supply per fill
primidone tablet 50 mg oral Preferred [Max 90-day supply per fill
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QUDEXY XR CAPSULE ER 24 HOUR SPRINKLE 100 MG ORAL Non PA
(topiramate) Preferred
QUDEXY XR CAPSULE ER 24 HOUR SPRINKLE 150 MG ORAL Non PA
(topiramate) Preferred
QUDEXY XR CAPSULE ER 24 HOUR SPRINKLE 200 MG ORAL Non PA
(topiramate) Preferred
QUDEXY XR CAPSULE ER 24 HOUR SPRINKLE 25 MG ORAL Non PA
(topiramate) Preferred
QUDEXY XR CAPSULE ER 24 HOUR SPRINKLE 50 MG ORAL Non PA
(topiramate) Preferred
levetiracetam (Roweepra Tablet 500 Mg Oral) Preferred [Max 90-day supply per fill
, . . Non
rufinamide suspension 40 mg/ml oral Preferred PA
, . Non
rufinamide tablet 200 mg oral PA
Preferred
, . Non
rufinamide tablet 400 mg oral PA
Preferred
SABRIL PACKET 500 MG ORAL (vigabatrin) Non PA
Preferred
SABRIL TABLET 500 MG ORAL (vigabatrin) Non PA
Preferred
SPRITAM TABLET DISINTEGRATING SOLUBLE 1000 MG ORAL Non PA
(levetiracetam) Preferred
SPRITAM TABLET DISINTEGRATING SOLUBLE 250 MG ORAL Non PA
(levetiracetam) Preferred
SPRITAM TABLET DISINTEGRATING SOLUBLE 500 MG ORAL Non PA
(levetiracetam) Preferred
SPRITAM TABLET DISINTEGRATING SOLUBLE 750 MG ORAL Non PA
(levetiracetam) Preferred
lamotrigine (Subvenite Starter Kit-Blue Kit 35 X 25 Mg Oral) Non PA
Preferred
lamotrigine (Subvenite Starter Kit-Green Kit 84 X 25 Mg & Non PA
14X100 Mg Oral) Preferred
lamotrigine (Subvenite Starter Kit-Orange Kit 42 X 25 Mg & 7 Non PA
X 100 Mg Oral) Preferred
lamotrigine (Subvenite Tablet 100 Mg Oral) Preferred |Max 90-day supply per fill
lamotrigine (Subvenite Tablet 150 Mg Oral) Preferred [Max 90-day supply per fill
lamotrigine (Subvenite Tablet 200 Mg Oral) Preferred |Max 90-day supply per fill
lamotrigine (Subvenite Tablet 25 Mg Oral) Preferred |Max 90-day supply per fill
SYMPAZAN FILM 10 MG ORAL (clobazam) Non PA
Preferred
SYMPAZAN FILM 20 MG ORAL (clobazam) Non PA
Preferred
SYMPAZAN FILM 5 MG ORAL (clobazam) Non PA
Preferred
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TEGRETOL SUSPENSION 100 MG/5ML ORAL (carbamazepine) Non ~ |PA; Max 90-day supply per
Preferred |fill
TEGRETOL TABLET 200 MG ORAL (carbamazepine) Non ~ |PA; Max 90-day supply per
Preferred |fill
TEGRETOL-XR TABLET EXTENDED RELEASE 12 HOUR 100 MG preferred |Max 90-dav supoly per fill
ORAL (carbamazepine) Y supply P
TEGRETOL-XR TABLET EXTENDED RELEASE 12 HOUR 200 MG preferred  |Max 90-dav supoly per fill
ORAL (carbamazepine) Y supply P
TEGRETOL-XR TABLET EXTENDED RELEASE 12 HOUR 400 MG preferred |Max 90-dav supoly per fill
ORAL (carbamazepine) Y Supply P
. . Non PA; Max 90-day supply per
tiagabine hcl tablet 12 mg oral Preferred | fill
. . Non PA; Max 90-day supply per
tiagabine hcl tablet 16 mg oral Preferred | fill
. . Non PA; Max 90-day supply per
tiagabine hcl tablet 2 mg oral Preferred | fill
. . Non PA; Max 90-day supply per
tiagabine hcl tablet 4 mg oral preferred  |fill
TOPAMAX SPRINKLE CAPSULE SPRINKLE 15 MG ORAL Non PA; Max 90-day supply per
(topiramate) Preferred |fill
TOPAMAX SPRINKLE CAPSULE SPRINKLE 25 MG ORAL Non PA; Max 90-day supply per
(topiramate) Preferred |fill
TOPAMAX TABLET 100 MG ORAL (topiramate) Non PA; Max 90-day supply per
Preferred |fill
TOPAMAX TABLET 200 MG ORAL (topiramate) Non ~ |PA; Max 90-day supply per
Preferred |fill
TOPAMAX TABLET 25 MG ORAL (topiramate) Non PA; Max 90-day supply per
Preferred |fill
TOPAMAX TABLET 50 MG ORAL (topiramate) Non PA; Max 90-day supply per
Preferred |fill
topiramate capsule sprinkle 15 mg oral Preferred [Max 90-day supply per fill
topiramate capsule sprinkle 25 mg oral Preferred |Max 90-day supply per fill
. . Non
topiramate er capsule er 24 hour sprinkle 100 mg oral Preferred PA
. . Non
topiramate er capsule er 24 hour sprinkle 150 mg oral Preferred PA
. . Non
topiramate er capsule er 24 hour sprinkle 200 mg oral Preferred PA
. . Non
topiramate er capsule er 24 hour sprinkle 25 mg oral Preferred PA
. . Non
topiramate er capsule er 24 hour sprinkle 50 mg oral Preferred PA
topiramate er capsule extended release 24 hour 100 mg oral Non PA
Preferred
topiramate er capsule extended release 24 hour 200 mg oral Non PA
Preferred
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topiramate er capsule extended release 24 hour 25 mg oral Prel\tfgpre d PA
topiramate er capsule extended release 24 hour 50 mg oral Prel\tfgpre d PA
topiramate tablet 100 mg oral Preferred [Max 90-day supply per fill
topiramate tablet 200 mg oral Preferred [Max 90-day supply per fill
topiramate tablet 25 mg oral Preferred [Max 90-day supply per fill
topiramate tablet 50 mg oral Preferred [Max 90-day supply per fill
TRILEPTAL SUSPENSION 300 MG/5ML ORAL (oxcarbazepine) Preferred |Max 90-day supply per fill
TRILEPTAL TABLET 150 MG ORAL (oxcarbazepine) Pre'\ifgr”re d zﬁ; Max 90-day supply per
TRILEPTAL TABLET 300 MG ORAL (oxcarbazepine) Pre'\ifgr”re d zﬁ; Max 90-day supply per
TRILEPTAL TABLET 600 MG ORAL (oxcarbazepine) Pre'\#gr”re d Eﬁ; Max 90-day supply per
TROKENDI XR CAPSULE EXTENDED RELEASE 24 HOUR 100 MG Non PA
ORAL (topiramate) Preferred
TROKENDI XR CAPSULE EXTENDED RELEASE 24 HOUR 200 MG Non PA
ORAL (topiramate) Preferred
TROKENDI XR CAPSULE EXTENDED RELEASE 24 HOUR 25 MG Non PA
ORAL (topiramate) Preferred
TROKENDI XR CAPSULE EXTENDED RELEASE 24 HOUR 50 MG Non PA
ORAL (topiramate) Preferred
valproic acid capsule 250 mg oral Preferred [Max 90-day supply per fill
valproic acid solution 250 mg/5ml oral Preferred |Max 90-day supply per fill
VALTOCO 10 MG DOSE LIQUID 10 MG/0.1ML NASAL Preferred |QL (10 EA per 30 days)
(diazepam) P y
VALTOCO 15 MG DOSE LIQUID THERAPY PACK 7.5 MG/0.1ML
NASAL (diazepam) Preferred |[QL (10 EA per 30 days)
VALTOCO 20 MG DOSE LIQUID THERAPY PACK 10 MG/0.1ML
NASAL (diazepam) Preferred |[QL (10 EA per 30 days)
VALTOCO 5 MG DOSE LIQUID 5 MG/0.1ML NASAL (diazepam) Preferred |QL (10 EA per 30 days)
vigabatrin packet 500 mg oral Prel\;::re d PA
, . Non

vigabatrin tablet 500 mg oral Preferred PA
vigabatrin (Vigadrone Packet 500 Mg Oral) Prel\;::red PA
VIMPAT SOLUTION 10 MG/ML ORAL (lacosamide) Non PA; Max 90-day supply per

Preferred |fill
VIMPAT TABLET 100 MG ORAL (lacosamide) Non PA

Preferred
VIMPAT TABLET 150 MG ORAL (lacosamide) Non PA

Preferred

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug

22




Drug Name

Formulary

Requirements/Limits

oral

Status

VIMPAT TABLET 200 MG ORAL (/acosamide) Non ~ |PA; Max 90-day supply per
Preferred ([fill

VIMPAT TABLET 50 MG ORAL (/acosamide) Non PA; Max 90-day supply per
Preferred ([fill

XCOPRI (250 MG DAILY DOSE) TABLET THERAPY PACK 100 & Non PA

150 MG ORAL (cenobamate) Preferred

XCOPRI (350 MG DAILY DOSE) TABLET THERAPY PACK 150 & Non PA

200 MG ORAL (cenobamate) Preferred

XCOPRI TABLET 100 MG ORAL (cenobamate) Non PA
Preferred

XCOPRI TABLET 150 MG ORAL (cenobamate) Non PA
Preferred

XCOPRI TABLET 200 MG ORAL (cenobamate) Non PA
Preferred

XCOPRI TABLET 50 MG ORAL (cenobamate) Non PA
Preferred

XCOPRI TABLET THERAPY PACK 14 X 12.5 MG & 14 X 25 MG Non PA

ORAL (cenobamate) Preferred

XCOPRI TABLET THERAPY PACK 14 X 150 MG & 14 X200 MG Non PA

ORAL (cenobamate) Preferred

XCOPRI TABLET THERAPY PACK 14 X 50 MG & 14 X100 MG Non PA

ORAL (cenobamate) Preferred

ZARONTIN CAPSULE 250 MG ORAL (ethosuximide) Non ~|PA; Max 90-day supply per
Preferred ([fill

ZARONTIN SOLUTION 250 MG/5ML ORAL (ethosuximide) Non —|PA; AGE (Min 3 Years); Max
Preferred |90-day supply per fill

ZONISADE SUSPENSION 100 MG/5ML ORAL (zonisamide) Non PA
Preferred

zonisamide capsule 100 mg oral Preferred [Max 90-day supply per fill

zonisamide capsule 25 mg oral Preferred |Max 90-day supply per fill

zonisamide capsule 50 mg oral Preferred [Max 90-day supply per fill

ZTALMY SUSPENSION 50 MG/ML ORAL (ganaxolone) Non PA; AGE (Min 2 Years)
Preferred

ANTIDEPRESSANTS - OTHER [OPEN CLASS]

APLENZIN TABLET EXTENDED RELEASE 24 HOUR 174 MG Non PA

ORAL (bupropion hbr) Preferred

APLENZIN TABLET EXTENDED RELEASE 24 HOUR 348 MG Non PA

ORAL (bupropion hbr) Preferred

APLENZIN TABLET EXTENDED RELEASE 24 HOUR 522 MG Non PA

ORAL (bupropion hbr) Preferred

AUVELITY TABLET EXTENDED RELEASE 45-105 MG ORAL Non

) PA

(dextromethorphan-bupropion) Preferred

gﬁlgrop/on hcl er (sr) tablet extended release 12 hour 100 mg Preferred |Max 90-day supply per fil

bupropion hcl er (sr) tablet extended release 12 hour 150 mg Preferred |Max 90-day supply per fil
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Formulary
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tgﬁlglrop/on hcl er (sr) tablet extended release 12 hour 200 mg Preferred |Max 90-day supply per fil

tgﬁlglrop/on hcl er (xl) tablet extended release 24 hour 150 mg Preferred |Max 90-day supply per fil

tgﬁlglrop/on hcl er (xl) tablet extended release 24 hour 300 mg Preferred |Max 90-day supply per fil

bupropion hcl er (xl) tablet extended release 24 hour 450 mg Non PA; Max 90-day supply per

oral Preferred |fill

bupropion hcl tablet 100 mg oral Preferred [Max 90-day supply per fill

bupropion hcl tablet 75 mg oral Preferred |Max 90-day supply per fill

desvenlafaxine er tablet extended release 24 hour 100 mg oral Non P.A; Max 90-day supply per
Preferred |fill

desvenlafaxine er tablet extended release 24 hour 50 mg oral Non P.A; Max 90-day supply per
Preferred |fill

desvenlafaxine succinate er tablet extended release 24 hour )
Preferred [Max 90-day supply per fill

100 mg oral

desvenlafaxine succinate er tablet extended release 24 hour )
Preferred [Max 90-day supply per fill

25 mg oral

desvenlafaxine succinate er tablet extended release 24 hour )
Preferred [Max 90-day supply per fill

50 mg oral

duloxetine hcl capsule delayed release particles 20 mg oral Preferred

duloxetine hcl capsule delayed release particles 30 mg oral Preferred

. . Non

duloxetine hcl capsule delayed release particles 40 mg oral Preferred PA

duloxetine hcl capsule delayed release particles 60 mg oral Preferred

EFFEXOR XR CAPSULE EXTENDED RELEASE 24 HOUR 150 MG Non PA; QL (1 EA per 1 day);

ORAL (venlafaxine hcl) Preferred |Max 90-day supply per fill

EFFEXOR XR CAPSULE EXTENDED RELEASE 24 HOUR 37.5 MG Non PA; QL (1 EA per 1 day);

ORAL (venlafaxine hcl) Preferred |Max 90-day supply per fill

EFFEXOR XR CAPSULE EXTENDED RELEASE 24 HOUR 75 MG Non PA; Max 90-day supply per

ORAL (venlafaxine hcl) Preferred |fill

EMSAM PATCH 24 HOUR 12 MG/24HR TRANSDERMAL Non PA

(selegiline) Preferred

EMSAM PATCH 24 HOUR 6 MG/24HR TRANSDERMAL Non PA

(selegiline) Preferred

EMSAM PATCH 24 HOUR 9 MG/24HR TRANSDERMAL Non PA

(selegiline) Preferred

FETZIMA CAPSULE EXTENDED RELEASE 24 HOUR 120 MG Non PA

ORAL (/levomilnacipran hcl) Preferred

FETZIMA CAPSULE EXTENDED RELEASE 24 HOUR 20 MG ORAL Non PA

(levomilnacipran hcl) Preferred

FETZIMA CAPSULE EXTENDED RELEASE 24 HOUR 40 MG ORAL Non PA

(levomilnacipran hcl) Preferred

FETZIMA CAPSULE EXTENDED RELEASE 24 HOUR 80 MG ORAL Non PA

(levomilnacipran hcl) Preferred
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FETZIMA TITRATION CAPSULE ER 24 HOUR THERAPY PACK 20 Non PA
& 40 MG ORAL (levomilnacipran hcl) Preferred
FORFIVO XL TABLET EXTENDED RELEASE 24 HOUR 450 MG Non PA; Max 90-day supply per
ORAL (bupropion hcl) Preferred |fill
MARPLAN TABLET 10 MG ORAL (isocarboxazid) Non PA
Preferred
mirtazapine tablet 15 mg oral Preferred [Max 90-day supply per fill
mirtazapine tablet 30 mg oral Preferred |Max 90-day supply per fill
mirtazapine tablet 45 mg oral Preferred |Max 90-day supply per fill
mirtazapine tablet 7.5 mg oral Preferred [Max 90-day supply per fill
mirtazapine tablet dispersible 15 mg oral Preferred |Max 90-day supply per fill
mirtazapine tablet dispersible 30 mg oral Preferred [Max 90-day supply per fill
mirtazapine tablet dispersible 45 mg oral Preferred [Max 90-day supply per fill
NARDIL TABLET 15 MG ORAL (phenelzine sulfate) Non PA
Preferred
Non
nefazodone hcl tablet 100 mg oral PA
Preferred
Non
nefazodone hcl tablet 150 mg oral PA
Preferred
Non
nefazodone hcl tablet 200 mg oral PA
Preferred
Non
nefazodone hcl tablet 250 mg oral PA
Preferred
Non
nefazodone hcl tablet 50 mg oral PA
Preferred
phenelzine sulfate tablet 15 mg oral Preferred
PRISTIQ TABLET EXTENDED RELEASE 24 HOUR 100 MG ORAL Non PA; Max 90-day supply per
(desvenlafaxine succinate) Preferred |fill
PRISTIQ TABLET EXTENDED RELEASE 24 HOUR 25 MG ORAL Non PA; Max 90-day supply per
(desvenlafaxine succinate) Preferred |fill
PRISTIQ TABLET EXTENDED RELEASE 24 HOUR 50 MG ORAL Non PA; Max 90-day supply per
(desvenlafaxine succinate) Preferred |fill
REMERON SOLTAB TABLET DISPERSIBLE 15 MG ORAL Non PA; Max 90-day supply per
(mirtazapine) Preferred |fill
REMERON SOLTAB TABLET DISPERSIBLE 30 MG ORAL Non PA; Max 90-day supply per
(mirtazapine) Preferred |fill
REMERON SOLTAB TABLET DISPERSIBLE 45 MG ORAL Non PA; Max 90-day supply per
(mirtazapine) Preferred |fill
REMERON TABLET 15 MG ORAL (mirtazapine) Non PA; Max 90-day supply per
Preferred |fill
REMERON TABLET 30 MG ORAL (mirtazapine) Non PA; Max 90-day supply per
Preferred |fill
: Non
tranylcypromine sulfate tablet 10 mg oral Preferred PA
trazodone hcl tablet 100 mg oral Preferred [Max 90-day supply per fill
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trazodone hcl tablet 150 mg oral Preferred [Max 90-day supply per fill
trazodone hcl tablet 300 mg oral Preferred [Max 90-day supply per fill
trazodone hcl tablet 50 mg oral Preferred [Max 90-day supply per fill
TRINTELLIX TABLET 10 MG ORAL (vortioxetine hbr) Non PA
Preferred
TRINTELLIX TABLET 20 MG ORAL (vortioxetine hbr) Non PA
Preferred
TRINTELLIX TABLET 5 MG ORAL (vortioxetine hbr) Non PA
Preferred
venlafaxine besylate er tablet extended release 24 hour 112.5 Non PA
mg oral Preferred
venlafaxine hcl er capsule extended release 24 hour 150 mg QL (1 EA per 1 day); Max
Preferred g
oral 90-day supply per fill
venlafaxine hcl er capsule extended release 24 hour 37.5 mg QL (1 EA per 1 day); Max
Preferred g
oral 90-day supply per fill
;fgllafaxme hcl er capsule extended release 24 hour 75 mg Preferred |Max 90-day supply per fil
venlafaxine hcl er tablet extended release 24 hour 150 mg oral Prel\lfgrnre d PA; QL (1 EA per 1 day)
venlafaxine hcl er tablet extended release 24 hour 225 mg oral Non PA
Preferred
venlafaxine hcl er tablet extended release 24 hour 37.5 mg Non PA
oral Preferred
venlafaxine hcl er tablet extended release 24 hour 75 mg oral Non PA
Preferred
venlafaxine hcl tablet 100 mg oral Preferred |Max 90-day supply per fill
venlafaxine hcl tablet 25 mg oral Preferred |Max 90-day supply per fill
venlafaxine hcl tablet 37.5 mg oral Preferred [Max 90-day supply per fill
venlafaxine hcl tablet 50 mg oral Preferred [Max 90-day supply per fill
venlafaxine hcl tablet 75 mg oral Preferred |Max 90-day supply per fill
VIIBRYD STARTER PACK KIT 10 & 20 MG ORAL (vilazodone Non PA
hcl) Preferred
VIIBRYD TABLET 10 MG ORAL (vilazodone hcl) Preferred 'f\i"lfx'm”m 20-day supply per
VIIBRYD TABLET 20 MG ORAL (vilazodone hcl) Preferred 'f\i"lfx'm”m 20-day supply per
VIIBRYD TABLET 40 MG ORAL (vilazodone hcl) Preferred 'f\i"lfx'm”m 20-day supply per
vilazodone hcl tablet 10 mg oral Non RA; Max 90-day supply per
Preferred |fill
vilazodone hcl tablet 10 mg oral Non PA; I\_/IaX|mum 90-day supply
Preferred |per fill
vilazodone hcl tablet 20 mg oral Non RA; Max 90-day supply per
Preferred |fill
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vilazodone hcl tablet 20 mg oral Non PA; MaX|mum 90-day supply
Preferred |per fill
vilazodone hcl tablet 40 mg oral Non P.A; Max 90-day supply per
Preferred |fill
vilazodone hcl tablet 40 mg oral Non PA; MaX|mum 90-day supply
Preferred |per fill
WELLBUTRIN SR TABLET EXTENDED RELEASE 12 HOUR 100 Non PA; Max 90-day supply per
MG ORAL (bupropion hcl) Preferred |fill
WELLBUTRIN SR TABLET EXTENDED RELEASE 12 HOUR 150 Non PA; Max 90-day supply per
MG ORAL (bupropion hcl) Preferred |fill
WELLBUTRIN SR TABLET EXTENDED RELEASE 12 HOUR 200 Non PA; Max 90-day supply per
MG ORAL (bupropion hcl) Preferred |fill
WELLBUTRIN XL TABLET EXTENDED RELEASE 24 HOUR 150 Non PA; Max 90-day supply per
MG ORAL (bupropion hcl) Preferred |fill
WELLBUTRIN XL TABLET EXTENDED RELEASE 24 HOUR 300 Non PA; Max 90-day supply per
MG ORAL (bupropion hcl) Preferred |fill
ANTIDEPRESSANTS - SSRI [OPEN CLASS]
CELEXA TABLET 10 MG ORAL (citalopram hydrobromide) Non — PA; Max 90-day supply per
Preferred |fill
CELEXA TABLET 20 MG ORAL (citalopram hydrobromide) Non — PA; Max 90-day supply per
Preferred |fill
CELEXA TABLET 40 MG ORAL (citalopram hydrobromide) Non — [PA; Max 90-day supply per
Preferred |fill
. . Non
citalopram hydrobromide capsule 30 mg oral Preferred PA
citalopram hydrobromide solution 10 mg/5ml oral Preferred |Max 90-day supply per fill
citalopram hydrobromide tablet 10 mg oral Preferred [Max 90-day supply per fill
citalopram hydrobromide tablet 20 mg oral Preferred |Max 90-day supply per fill
citalopram hydrobromide tablet 40 mg oral Preferred |Max 90-day supply per fill
. . Non
escitalopram oxalate solution 5 mg/5ml oral Preferred PA
escitalopram oxalate tablet 10 mg oral Preferred [Max 90-day supply per fill
escitalopram oxalate tablet 20 mg oral Preferred QL (1 EA per 1 day)_; Max
90-day supply per fill
escitalopram oxalate tablet 5 mg oral Preferred [Max 90-day supply per fill
. Non
fluoxetine hcl (pmdd) tablet 10 mg oral Preferred PA
. Non
fluoxetine hcl (pmdd) tablet 20 mg oral Preferred PA
fluoxetine hcl capsule 10 mg oral Preferred |Max 90-day supply per fill
fluoxetine hcl capsule 20 mg oral Preferred [Max 90-day supply per fill
fluoxetine hcl capsule 40 mg oral Preferred |Max 90-day supply per fill
. Non
fluoxetine hcl capsule delayed release 90 mg oral Preferred PA
fluoxetine hcl solution 20 mg/5ml oral Preferred [Max 90-day supply per fill
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. Non
fluoxetine hcl tablet 10 mg oral PA
Preferred
. Non
fluoxetine hcl tablet 20 mg oral PA
Preferred
. Non
fluoxetine hcl tablet 60 mg oral PA
Preferred
fluvoxamine maleate er capsule extended release 24 hour 100 Non PA
mg oral Preferred
fluvoxamine maleate er capsule extended release 24 hour 150 Non PA
mg oral Preferred
fluvoxamine maleate tablet 100 mg oral Preferred [Max 90-day supply per fill
fluvoxamine maleate tablet 25 mg oral Preferred [Max 90-day supply per fill
fluvoxamine maleate tablet 50 mg oral Preferred [Max 90-day supply per fill
LEXAPRO TABLET 10 MG ORAL (escitalopram oxalate) Non PA; Max 90-day supply per
Preferred ([fill
. Non PA; QL (1 EA per 1 day);
LEXAPRO TABLET 20 MG ORAL (escitalopram oxalate) Preferred |Max 90-day supply per fil
LEXAPRO TABLET 5 MG ORAL (escitalopram oxalate) Non PA; Max 90-day supply per
Preferred |fill
paroxetine hcl er tablet extended release 24 hour 12.5 mg oral Non PA
Preferred
paroxetine hcl er tablet extended release 24 hour 25 mg oral Non PA
Preferred
paroxetine hcl er tablet extended release 24 hour 37.5 mg oral Non PA
Preferred
. . Non
paroxetine hcl suspension 10 mg/5ml oral Preferred PA
paroxetine hcl tablet 10 mg oral Preferred |Max 90-day supply per fill
paroxetine hcl tablet 20 mg oral Preferred |Max 90-day supply per fill
paroxetine hcl tablet 30 mg oral Preferred [Max 90-day supply per fill
paroxetine hcl tablet 40 mg oral Preferred |Max 90-day supply per fill
. Non
paroxetine mesylate capsule 7.5 mg oral Preferred PA
PAXIL CR TABLET EXTENDED RELEASE 24 HOUR 12.5 MG Non PA
ORAL (paroxetine hcl) Preferred
PAXIL CR TABLET EXTENDED RELEASE 24 HOUR 25 MG ORAL Non PA
(paroxetine hcl) Preferred
PAXIL CR TABLET EXTENDED RELEASE 24 HOUR 37.5 MG Non PA
ORAL (paroxetine hcl) Preferred
PAXIL SUSPENSION 10 MG/5ML ORAL (paroxetine hcl) Non PA
Preferred
PAXIL TABLET 10 MG ORAL (paroxetine hcl) Non PA; Max 90-day supply per
Preferred |fill
PAXIL TABLET 20 MG ORAL (paroxetine hcl) Non PA; Max 90-day supply per
Preferred |fill
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PAXIL TABLET 30 MG ORAL (paroxetine hcl) Pre'\'fgr”re J Eﬁ; Max 90-day supply per
PAXIL TABLET 40 MG ORAL (paroxetine hcl) Pre'\'fgr”re J Eﬁ; Max 90-day supply per
PROZAC CAPSULE 10 MG ORAL (fluoxetine hcl) Pre'\'fgr”re . Eﬁ; Max 90-day supply per
PROZAC CAPSULE 20 MG ORAL (fluoxetine hcl) Pre'\'fgr”re . Eﬁ; Max 90-day supply per
PROZAC CAPSULE 40 MG ORAL (fluoxetine hcl) Pre'\'fgr”re . Eﬁ; Max 90-day supply per

, Non
sertraline hcl capsule 150 mg oral Preferred PA
, Non

sertraline hcl capsule 200 mg oral Preferred PA
sertraline hcl concentrate 20 mg/ml oral Preferred [Max 90-day supply per fill
sertraline hcl tablet 100 mg oral Preferred |Max 90-day supply per fill
sertraline hcl tablet 25 mg oral Preferred [Max 90-day supply per fill
sertraline hcl tablet 50 mg oral Preferred |Max 90-day supply per fill
ZOLOFT CONCENTRATE 20 MG/ML ORAL (sertraline hcl) Pre'\;;’:re d ;ﬁ; Max 90-day supply per
ZOLOFT TABLET 100 MG ORAL (sertraline hcl) Pre'\;;’:re d ;ﬁ; Max 90-day supply per
ZOLOFT TABLET 25 MG ORAL (sertraline hcl) Pre'\;;’:re d ;ﬁ; Max 90-day supply per
ZOLOFT TABLET 50 MG ORAL (sertraline hcl) Pre'\;;’:re d ;ﬁ; Max 90-day supply per
ANTIEMETIC/ANTIVERTIGO AGENTS [OPEN CLASS]
AKYNZEO (READY-TO-USE) SOLUTION 235-0.25 MG/20ML Non oA
INTRAVENOUS (fosnetupitant-palonosetron) Preferred
AKYNZEO (TO-BE-DILUTED) SOLUTION 235-0.25 MG/20ML Non oA
INTRAVENOUS (fosnetupitant-palonosetron) Preferred
AKYNZEO CAPSULE 300-0.5 MG ORAL (netupitant- Non oA
palonosetron) Preferred
AKYNZEO SOLUTION RECONSTITUTED 235-0.25 MG Non oA
INTRAVENOUS (fosnetupitant-palonosetron) Preferred
ANTIVERT TABLET 50 MG ORAL (meclizine hcl) Pre'\#gr”re 4 |PA
ANTIVERT TABLET CHEWABLE 25 MG ORAL (meclizine hcl) Pre'\;gr”re 4 |PA
ANZEMET TABLET 50 MG ORAL (dolasetron mesylate) Pre'\#gr”re 4 |PA; QL (10 EA per 1 Fill)
APONVIE EMULSION 32 MG/4.4ML INTRAVENOUS (aprepitant) Pre'\;gr”red PA; QL (4.4 ML per 1 Fill)
aprepitant 80 & 125 mg oral Pre'\;gr”re 4 |PAi QL (1 EA per 1 Fill
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. Non . .
aprepitant capsule 125 mg oral Preferred PA; QL (1 EA per 1 Fill)
. Non . .
aprepitant capsule 40 mg oral Preferred PA; QL (4 EA per 1 Fill)
. Non . .
aprepitant capsule 80 & 125 mg oral Preferred PA; QL (1 EA per 1 Fill)
. Non . .
aprepitant capsule 80 mg oral Preferred PA; QL (2 EA per 1 Fill)
BARHEMSYS SOLUTION 10 MG/4ML INTRAVENOUS Non
. . ; . PA
(amisulpride (antiemetic)) Preferred
BARHEMSYS SOLUTION 5 MG/2ML INTRAVENOUS (amisulpride Non PA
(antiemetic)) Preferred
BONJESTA TABLET EXTENDED RELEASE 20-20 MG ORAL Non PA; AGE (Min 18 Years)
(doxylamine-pyridoxine) Preferred
CINVANTI EMULSION 130 MG/18ML INTRAVENOUS Non PA; QL (2 ML per 1 Fill)
(aprepitant) Preferred
. . Non
prochlorperazine (Compro Suppository 25 Mg Rectal) Preferred PA
DICLEGIS_ TABLE_T DELAYED RELEASE 10-10 MG ORAL Non PA; AGE (Min 18 Years)
(doxylamine-pyridoxine) Preferred
. . . e Non
dimenhydrinate solution 50 mg/ml injection Preferred PA
doxylamine-pyridoxine tablet delayed release 10-10 mg oral Prel\t!g:re d PA; AGE (Min 18 Years)
DRIMINATE TABLET 50 MG ORAL (dimenhydrinate) Preferred
dronabinol capsule 10 mg oral Preferred |PA
dronabinol capsule 2.5 mg oral Preferred [PA
dronabinol capsule 5 mg oral Preferred |PA
. Non . .
EMEND CAPSULE 80 MG ORAL (aprepitant) Preferred PA; QL (2 EA per 1 Fill)
EMEND SOLUTION RECONSTITUTED 150 MG INTRAVENOUS Non
) . . PA
(fosaprepitant dimeglumine) Preferred
EMEND SUSPENSION RECONSTITUTED 125 MG/5ML ORAL Non PA
(aprepitant) Preferred
EMEND TRI-PACK CAPSULE 80 & 125 MG ORAL (aprepitant) Prel\iggpred PA; QL (1 EA per 1 Fill)
fosaprepitant dimeglumine solution reconstituted 150 mg Non PA
intravenous Preferred
GIMOTI SOLUTION 15 MG/ACT NASAL (metoclopramide hcl) Non PA
Preferred
gnp motion sickness relief tablet 25 mg oral Preferred
gnp motion sickness relief tablet 50 mg oral Preferred
. . . Non
granisetron hcl solution 1 mg/ml intravenous Preferred PA
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. . . Non
granisetron hcl solution 4 mg/4ml intravenous Preferred PA
ranisetron hcl tablet 1 mg oral Non PA
g g Preferred
hm motion sickness tablet 50 mg oral Preferred
MARINOL CAPSULE 2.5 MG ORAL (dronabinol) Non PA
Preferred
meclizine hcl tablet 12.5 mg oral (otc) Preferred
meclizine hcl tablet 12.5 mg oral (rx) Preferred
meclizine hcl tablet 25 mg oral (otc) Preferred
meclizine hcl tablet 25 mg oral (rx) Preferred
meclizine hcl tablet chewable 25 mg oral (otc) Preferred
metoclopramide hcl solution 10 mg/10ml oral Preferred
metoclopramide hcl solution 5 mg/5ml oral Preferred
metoclopramide hcl solution 5 mg/ml injection Preferred
metoclopramide hcl tablet 10 mg oral Preferred
metoclopramide hcl tablet 5 mg oral Preferred
motion sickness relief tablet 25 mg oral Preferred
motion sickness relief tablet 50 mg oral Preferred
motion-time tablet chewable 25 mg oral Preferred
. . Non
ondansetron hcl solution 4 mg/2ml injection Preferred PA
ondansetron hcl solution 4 mg/5ml oral Preferred
. . Non
ondansetron hcl solution 40 mg/20ml injection Preferred PA
. , . S Non
ondansetron hcl solution prefilled syringe 4 mg/2ml injection Preferred PA
ondansetron hcl tablet 4 mg oral Preferred |QL (60 EA per 1 Fill)
ondansetron hcl tablet 8 mg oral Preferred |[QL (60 EA per 1 Fill)
ondansetron tablet dispersible 4 mg oral Preferred |QL (60 EA per 1 Fill)
ondansetron tablet dispersible 8 mg oral Preferred |[QL (60 EA per 1 Fill)
, ; Non
palonosetron hcl solution 0.25 mg/2ml intravenous Preferred PA
, ; Non
palonosetron hcl solution 0.25 mg/5ml intravenous Preferred PA
palonosetron hcl solution prefilled syringe 0.25 mg/5ml Non PA
intravenous Preferred
PHENERGAN SOLUTION 25 MG/ML INJECTION (promethazine Non PA; AGE (Min 2 Years)
hcl) Preferred
PHENERGAN SOLUTION 50 MG/ML INJECTION (promethazine Non PA; AGE (Min 2 Years)
hcl) Preferred
prochlorperazine edisylate solution 10 mg/2ml injection Prel\lfg:re d PA; AGE (Min 2 Years)
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prochlorperazine maleate tablet 10 mg oral Preferred
prochlorperazine maleate tablet 5 mg oral Preferred
prochlorperazine suppository 25 mg rectal Prel\igg:re d PA
promethazine hcl solution 25 mg/ml injection Preferred |AGE (Min 2 Years)
promethazine hcl solution 50 mg/ml injection Preferred |AGE (Min 2 Years)
promethazine hcl suppository 12.5 mg rectal Preferred |AGE (Min 2 Years)
promethazine hcl suppository 25 mg rectal Preferred |AGE (Min 2 Years)
promethazine hcl tablet 12.5 mg oral Preferred |AGE (Min 2 Years)
promethazine hcl tablet 25 mg oral Preferred |AGE (Min 2 Years)
promethazine hcl tablet 50 mg oral Preferred |AGE (Min 2 Years)
promethazine hcl (Promethegan Suppository 12.5 Mg Rectal) Preferred |AGE (Min 2 Years)
promethazine hcl (Promethegan Suppository 25 Mg Rectal) Preferred |AGE (Min 2 Years)
EE/())METHEGAN SUPPOSITORY 50 MG RECTAL (promethazine Prel\;grnred PA; AGE (Min 2 Years)
REGLAN TABLET 10 MG ORAL (metoclopramide hcl) Pre'\tfgr”re 4 |PA
REGLAN TABLET 5 MG ORAL (metoclopramide hcl) Pre'\tfgr”re 4 |PA
SANCUSO PATCH 3.1 MG/24HR TRANSDERMAL (granisetron) Prel\lfg:red PA; QL (2 EA per 1 Fill)
scopolamine patch 72 hour 1 mg/3days transdermal Prel\lfgrnre d PA
sm motion sickness tablet 25 mg oral Preferred
sm motion sickness tablet 50 mg oral Preferred
SUSTQL PREFILLED SYRINGE 10 MG/0.4ML SUBCUTANEOQOUS Non PA
(granisetron) Preferred
TIGAN SOLUTION. 100 MG/ML INTRAMUSCULAR Non PA
(trimethobenzamide hcl) Preferred
TRANSDERM-SCOP PATCH_72 HOUR 1 MG/3DAYS Non PA
TRANSDERMAL (scopolamine base) Preferred
trimethobenzamide hcl capsule 300 mg oral Preferred
ANTIFUNGAL TOPICAL [OPEN CLASS]
alevazol ointment 1 % external Prel\igg:re d PA
antifungal (clotrimazole) cream 1 % external Preferred
antifungal clotrimazole cream 1 % external Preferred
antifungal cream 2 % external Preferred
antifungal powder 2 % external Prel\iigpre d PA
athletes foot (clotrimazole) cream 1 % external Preferred
athletes foot (terbinafine) cream 1 % external Preferred
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Non
0,
athletes foot powder spray aerosol powder 1 % external Preferred PA
Non
0,
athletes foot powder spray aerosol powder 2 % external Preferred PA
. Non
bensal hp ointment 3 % external PA
Preferred
. Non
butenafine hcl cream 1 % external PA
Preferred
ciclopirox (Ciclodan Solution 8 % External) Preferred
. . Non
0,
ciclopirox gel 0.77 % external Preferred PA
ciclopirox olamine cream 0.77 % external Non PA
Preferred
ciclopirox olamine suspension 0.77 % external Non PA
Preferred
ciclopirox shampoo 1 % external Non PA
Preferred
ciclopirox solution 8 % external Preferred
ciclopirox treatment kit 8 % external Non PA
Preferred
clotrimazole anti-fungal cream 1 % external (otc) Preferred
clotrimazole cream 1 % external (otc) Preferred
clotrimazole cream 1 % external (rx) Preferred
clotrimazole solution 1 % external (otc) Preferred
clotrimazole solution 1 % external (rx) Preferred
clotrimazole-betamethasone cream 1-0.05 % external Preferred
clotrimazole-betamethasone lotion 1-0.05 % external Non PA
Preferred
. Non
econazole nitrate cream 1 % external PA
Preferred
ERTACZO CREAM 2 % EXTERNAL (sertaconazole nitrate) Non PA
Preferred
EXELDERM CREAM 1 % EXTERNAL (sulconazole nitrate) Non PA
Preferred
EXELDERM SOLUTION 1 % EXTERNAL (sulconazole nitrate) Non PA
Preferred
ft antifungal cream 1 % external Preferred
ft antifungal cream 2 % external Preferred
ft athletes foot (clotrimaz) cream 1 % external Preferred
ft athletes foot (terbinafine) cream 1 % external Preferred
FUNGOID TINCTURE SOLUTION 2 % EXTERNAL (miconazole Non PA
nitrate) Preferred
gnp athletes foot cream 1 % external Preferred
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gnp miconazorb af powder 2 % external Non PA
Preferred
gnp terbinafine hydrochloride cream 1 % external Preferred
gnp tolnaftate cream 1 % external Preferred
JUBLIA SOLUTION 10 % EXTERNAL (efinaconazole) Non PA
Preferred
KERYDIN SOLUTION 5 % EXTERNAL (tavaborole) Non PA
Preferred
ketoconazole cream 2 % external Preferred
ketoconazole foam 2 % external Non PA
Preferred
ketoconazole shampoo 2 % external Preferred
ketoconazole (Ketodan Foam 2 % External) Non PA
Preferred
KETODAN KIT 2 % EXTERNAL (ketoconazole-cleanser) Non PA
Preferred
LOPROX KIT 0.77 % (SUSP) EXTERNAL (ciclopirox olamine- Non PA
cleanser) Preferred
LOPROX SHAMPOO 1 % EXTERNAL (ciclopirox) Non PA
Preferred
LOPROX SUSPENSION 0.77 % EXTERNAL (ciclopirox olamine) Non PA
Preferred
LOTRIMIN AF CREAM 1 % EXTERNAL (clotrimazole) Non PA
Preferred
. Non
luliconazole cream 1 % external PA
Preferred
LUZU CREAM 1 % EXTERNAL (luliconazole) Non PA
Preferred
MENTAX CREAM 1 % EXTERNAL (butenafine hcl) Non PA
Preferred
MICOMITIN SOLUTION 1 % EXTERNAL (tolnaftate) Non PA
Preferred
miconazole nitrate cream 2 % external (otc) Preferred
miconazole nitrate solution 2 % external Non PA
Preferred
miconazole-zinc oxide-petrolat ointment 0.25-15-81.35 % Non PA
external Preferred
MICOTRIN AC CREAM 1 % EXTERNAL (clotrimazole) Preferred
MICOTRIN AL SOLUTION 1 % EXTERNAL (tolnaftate) Non PA
Preferred
MICOTRIN AP POWDER 2 % EXTERNAL (miconazole nitrate) Non PA
Preferred
MYCOZYL AC CREAM 1 % EXTERNAL (clotrimazole) Non PA
Preferred
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MYCOZYL AL SOLUTION 1 % EXTERNAL (tolnaftate) Non PA
Preferred
MYCOZYL AP POWDER 2 % EXTERNAL (miconazole nitrate) Non PA
Preferred
- Non
naftifine hcl cream 1 % external PA
Preferred
- Non
naftifine hcl cream 2 % external PA
Preferred
- Non
naftifine hcl gel 2 % external PA
Preferred
NAFTIN GEL 1 % EXTERNAL (naftifine hcl) Non PA
Preferred
NAFTIN GEL 2 % EXTERNAL (naftifine hcl) Non PA
Preferred
nystatin (Nyamyc Powder 100000 Unit/Gm External) Preferred
nystatin cream 100000 unit/gm external Preferred
nystatin ointment 100000 unit/gm external Preferred
nystatin powder 100000 unit/gm external Preferred
nystatin-triamcinolone cream 100000-0.1 unit/gm-% external Non PA
Preferred
nystatin-triamcinolone ointment 100000-0.1 unit/gm-% Non PA
external Preferred
nystatin (Nystop Powder 100000 Unit/Gm External) Preferred
oxiconazole nitrate cream 1 % external Non PA
Preferred
OXISTAT LOTION 1 % EXTERNAL (oxiconazole nitrate) Non PA
Preferred
gc antifungal (tolnaftate) cream 1 % external Preferred
sm antifungal clotrimazole cream 1 % external Preferred
sm antifungal miconazole cream 2 % external Preferred
sm antifungal tolnaftate cream 1 % external Preferred
sm athletes foot cream 1 % external Preferred
sulconazole nitrate cream 1 % external Non PA
Preferred
sulconazole nitrate solution 1 % external Non PA
Preferred
, Non
tavaborole solution 5 % external PA
Preferred
terbinafine hcl cream 1 % external Preferred
tm-clotrimazole cream 1 % external Preferred
tm-tolnaftate Ir solution 1 % external hon PA
Preferred
. Non
tm-tolnaftate solution 1 % external PA
Preferred
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) . Non
tolnafi-al solution 1 % external PA
Preferred
tolnaftate cream 1 % external Preferred
tolnaftate powder 1 % external Preferred
VUSION OINTMENT 0.25-15-81.35 % EXTERNAL (miconazole- Non
. ) PA
zinc oxide-petrolat) Preferred
ANTIFUNGALS, ORAL [OPEN CLASS]
ANCOBON CAPSULE 250 MG ORAL (flucytosine) Non PA
Preferred
ANCOBON CAPSULE 500 MG ORAL (flucytosine) Non PA
Preferred
BREXAFEMME TABLET 150 MG ORAL (ibrexafungerp citrate) Non PA
Preferred
clotrimazole troche 10 mg mouth/throat Non PA
Preferred
CRESEMBA CAPSULE 186 MG ORAL (isavuconazonium sulfate) Non PA
Preferred
CRESEMBA CAPSULE 74.5 MG ORAL (isavuconazonium sulfate) Non PA
Preferred
DIFLUCAN SUSPENSION RECONSTITUTED 10 MG/ML ORAL Non PA; Max 90-day supply per
(fluconazole) Preferred ([fill
DIFLUCAN SUSPENSION RECONSTITUTED 40 MG/ML ORAL Non PA; Max 90-day supply per
(fluconazole) Preferred ([fill
DIFLUCAN TABLET 100 MG ORAL (fluconazole) Non PA; Max 90-day supply per
Preferred |fill
DIFLUCAN TABLET 150 MG ORAL (fluconazole) Non PA; Max 90-day supply per
Preferred |fill
DIFLUCAN TABLET 200 MG ORAL (fluconazole) Non = |PA; Max 90-day supply per
Preferred |fill
fluconazole suspension reconstituted 10 mg/ml oral Preferred |Max 90-day supply per fill
fluconazole suspension reconstituted 40 mg/ml oral Preferred |Max 90-day supply per fill
fluconazole tablet 100 mg oral Preferred [Max 90-day supply per fill
fluconazole tablet 150 mg oral Preferred |Max 90-day supply per fill
fluconazole tablet 200 mg oral Preferred |Max 90-day supply per fill
fluconazole tablet 50 mg oral Preferred [Max 90-day supply per fill
. Non
flucytosine capsule 250 mg oral Preferred PA
flucytosine capsule 500 mg oral Non PA
y p g Preferred
griseofulvin microsize suspension 125 mg/5ml oral Preferred |Max 90-day supply per fill
griseofulvin microsize tablet 500 mg oral Non PA
Preferred
griseofulvin ultramicrosize tablet 125 mg oral Non PA
Preferred

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug

36




Drug Name

Formulary

Requirements/Limits

Status
griseofulvin ultramicrosize tablet 250 mg oral Prel\t!g:re d PA
. Non
itraconazole capsule 100 mg oral Preferred PA
. . Non
itraconazole solution 10 mg/ml oral Preferred PA

Non
ketoconazole tablet 200 mg oral Preferred PA
NOXAFIL PACKET 300 MG ORAL (posaconazole) Pre'\'fgr”re 4 |PA
NOXAFIL SUSPENSION 40 MG/ML ORAL (posaconazole) Pre'\'fgr”re 4 |PA
NOXAFIL TABLET DELAYED RELEASE 100 MG ORAL Non PA
(posaconazole) Preferred
nystatin suspension 100000 unit/ml mouth/throat Preferred [Max 90-day supply per fill
nystatin tablet 500000 unit oral Preferred |Max 90-day supply per fill
ORAVIG TABLET 50 MG BUCCAL (miconazole) Pre'\ifgr”re 4 |PA
posaconazole suspension 40 mg/ml oral Prel\iig:re d PA
posaconazole tablet delayed release 100 mg oral Prel\iig:re d PA
SPORANOX CAPSULE 100 MG ORAL (itraconazole) Prel\iig:re d PA
SPORANOX SOLUTION 10 MG/ML ORAL (itraconazole) Prel\igg:red PA
terbinafine hcl tablet 250 mg oral Preferred [Max 90-day supply per fill
tolsura capsule 65 mg oral Prel\lfgrnre d PA
VFEND SUSPENSION RECONSTITUTED 40 MG/ML ORAL Non PA
(voriconazole) Preferred
VFEND TABLET 200 MG ORAL (voriconazole) Pre'\tfgr”re 4 |PA
VFEND TABLET 50 MG ORAL (voriconazole) Pre'\tfgr”re 4 |PA
VIVJOA CAPSULE THERAPY PACK 150 MG ORAL Non PA
(oteseconazole) Preferred
voriconazole suspension reconstituted 40 mg/ml oral Prel\lfgrnre d PA
, Non
voriconazole tablet 200 mg oral PA
Preferred
, Non
voriconazole tablet 50 mg oral PA
Preferred
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ANTIHYPERTENSIVES: ANGIOTENSIN MODULATOR
COMBINATIONS [OPEN CLASS]
aliskiren fumarate tablet 150 mg oral Non PA
Preferred
I Non
aliskiren fumarate tablet 300 mg oral PA
Preferred
amlodipine besy-benazepril hcl capsule 10-20 mg oral Preferred [Max 90-day supply per fill
amlodipine besy-benazepril hcl capsule 10-40 mg oral Preferred |Max 90-day supply per fill
amlodipine besy-benazepril hcl capsule 2.5-10 mg oral Preferred |Max 90-day supply per fill
amlodipine besy-benazepril hcl capsule 5-10 mg oral Preferred [Max 90-day supply per fill
amlodipine besy-benazepril hcl capsule 5-20 mg oral Preferred |Max 90-day supply per fill
amlodipine besy-benazepril hcl capsule 5-40 mg oral Preferred [Max 90-day supply per fill
amlodipine besylate-valsartan tablet 10-160 mg oral Preferred |Max 90-day supply per fill
amlodipine besylate-valsartan tablet 10-320 mg oral Preferred |Max 90-day supply per fill
amlodipine besylate-valsartan tablet 5-160 mg oral Preferred [Max 90-day supply per fill
amlodipine besylate-valsartan tablet 5-320 mg oral Preferred |Max 90-day supply per fill
amlodipine-olmesartan tablet 10-20 mg oral Preferred [Max 90-day supply per fill
amlodipine-olmesartan tablet 10-40 mg oral Preferred |Max 90-day supply per fill
amlodipine-olmesartan tablet 5-20 mg oral Preferred |Max 90-day supply per fill
amlodipine-olmesartan tablet 5-40 mg oral Preferred [Max 90-day supply per fill
amlodipine-valsartan-hctz tablet 10-160-12.5 mg oral Non PA
Preferred
amlodipine-valsartan-hctz tablet 10-160-25 mg oral Non PA
Preferred
amlodipine-valsartan-hctz tablet 10-320-25 mg oral hon PA
Preferred
amlodipine-valsartan-hctz tablet 5-160-12.5 mg oral Non PA
Preferred
amlodipine-valsartan-hctz tablet 5-160-25 mg oral Non PA
Preferred
AZOR TABLET 10-20 MG ORAL (amlodipine-olmesartan) Non —|PA; Max 90-day supply per
Preferred |fill
AZOR TABLET 10-40 MG ORAL (amlodipine-olmesartan) Non —|PA; Max 90-day supply per
Preferred |fill
AZOR TABLET 5-20 MG ORAL (amlodipine-olmesartan) Non —|PA; Max 90-day supply per
Preferred |fill
AZOR TABLET 5-40 MG ORAL (amlodipine-olmesartan) Non —|PA; Max 90-day supply per
Preferred |fill
EXFORGE HCT TABLET 10-160-12.5 MG ORAL (amlodipine- Non
PA
valsartan-hctz) Preferred
EXFORGE HCT TABLET 10-160-25 MG ORAL (amlodipine- Non
PA
valsartan-hctz) Preferred
EXFORGE HCT TABLET 10-320-25 MG ORAL (amlodipine- Non
PA
valsartan-hctz) Preferred
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EXFORGE HCT TABLET 5-160-12.5 MG ORAL (amlodipine- Non
PA
valsartan-hctz) Preferred
EXFORGE HCT TABLET 5-160-25 MG ORAL (amlodipine- Non
PA

valsartan-hctz) Preferred
EXFORGE TABLET 10-160 MG ORAL (amlodipine besylate- Non PA; Max 90-day supply per
valsartan) Preferred |fill
EXFORGE TABLET 10-320 MG ORAL (amlodipine besylate- Non PA; Max 90-day supply per
valsartan) Preferred |fill
EXFORGE TABLET 5-160 MG ORAL (amlodipine besylate- Non PA; Max 90-day supply per
valsartan) Preferred |fill
EXFORGE TABLET 5-320 MG ORAL (amlodipine besylate- Non PA; Max 90-day supply per
valsartan) Preferred |fill
LOTREL CAPSULE 10-20 MG ORAL (amlodipine besy-benazepril Non PA; Max 90-day supply per
hcl) Preferred |fill
LOTREL CAPSULE 10-40 MG ORAL (amlodipine besy-benazepril Non PA; Max 90-day supply per
hcl) Preferred |fill
LOTREL CAPSULE 5-10 MG ORAL (amlodipine besy-benazepril Non PA; Max 90-day supply per
hcl) Preferred |fill
LOTREL CAPSULE 5-20 MG ORAL (amlodipine besy-benazepril Non PA; Max 90-day supply per
hcl) Preferred |fill
olmesartan-amlodipine-hctz tablet 20-5-12.5 mg oral Non PA

Preferred
olmesartan-amlodipine-hctz tablet 40-10-12.5 mg oral Non PA

Preferred
olmesartan-amlodipine-hctz tablet 40-10-25 mg oral Non PA

Preferred
olmesartan-amlodipine-hctz tablet 40-5-12.5 mg oral Non PA

Preferred
olmesartan-amlodipine-hctz tablet 40-5-25 mg oral Non PA

Preferred
TEKTURNA HCT TABLET 300-12.5 MG ORAL (aliskiren- Non PA
hydrochlorothiazide) Preferred
TEKTURNA HCT TABLET 300-25 MG ORAL (aliskiren- Non PA
hydrochlorothiazide) Preferred
TEKTURNA TABLET 150 MG ORAL (aliskiren fumarate) Non PA

Preferred
TEKTURNA TABLET 300 MG ORAL (aliskiren fumarate) Non PA

Preferred
telmisartan-amlodipine tablet 40-10 mg oral Non PA

Preferred
telmisartan-amlodipine tablet 40-5 mg oral Non PA

Preferred
telmisartan-amlodipine tablet 80-10 mg oral Non PA

Preferred
telmisartan-amlodipine tablet 80-5 mg oral Non PA

Preferred
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trandolapril-verapamil hcl er tablet extended release 1-240 mg Non PA
oral Preferred
trandolapril-verapamil hcl er tablet extended release 2-180 mg Non PA
oral Preferred
trandolapril-verapamil hcl er tablet extended release 2-240 mg Non PA
oral Preferred
trandolapril-verapamil hcl er tablet extended release 4-240 mg Non PA
oral Preferred
TRIBENZOR TABLET 20-5-12.5 MG ORAL (o/lmesartan- Non
. PA
amlodipine-hctz) Preferred
TRIBENZOR TABLET 40-10-12.5 MG ORAL (o/mesartan- Non
. PA
amlodipine-hctz) Preferred
TRIBENZOR TABLET 40-10-25 MG ORAL (o/mesartan- Non
. PA
amlodipine-hctz) Preferred
TRIBENZOR TABLET 40-5-12.5 MG ORAL (o/lmesartan- Non
. PA
amlodipine-hctz) Preferred
TRIBENZOR TABLET 40-5-25 MG ORAL (o/mesartan- Non
. PA
amlodipine-hctz) Preferred
ANTIHYPERTENSIVES: ANGIOTENSIN MODULATORS
[OPEN CLASS]
ACCUPRIL TABLET 10 MG ORAL (quinapril hcl) Non = |PA; Max 90-day supply per
Preferred |fill
ACCUPRIL TABLET 20 MG ORAL (quinapril hcl) Non = |PA; Max 90-day supply per
Preferred |fill
ACCUPRIL TABLET 40 MG ORAL (quinapril hcl) Non = |PA; Max 90-day supply per
Preferred |fill
ACCUPRIL TABLET 5 MG ORAL (quinapril hcl) Non PA; Max 90-day supply per
Preferred |fill
ACCURETIC TABLET 10-12.5 MG ORAL (quinapril- Non PA
hydrochlorothiazide) Preferred
ACCURETIC TABLET 20-12.5 MG ORAL (quinapril- Non PA
hydrochlorothiazide) Preferred
ALTACE CAPSULE 1.25 MG ORAL (ramipril) Non = |PA; Max 90-day supply per
Preferred |fill
ALTACE CAPSULE 10 MG ORAL (ramipril) Non = |PA; Max 90-day supply per
Preferred |fill
ALTACE CAPSULE 2.5 MG ORAL (ramipril) Non = |PA; Max 90-day supply per
Preferred |fill
ALTACE CAPSULE 5 MG ORAL (ramipril) Non = |PA; Max 90-day supply per
Preferred |fill
ATACAND HCT TABLET 16-12.5 MG ORAL (candesartan Non
. . PA
cilexetil-hctz) Preferred
ATACAND HCT TABLET 32-12.5 MG ORAL (candesartan Non
. . PA
cilexetil-hctz) Preferred
ATACAND HCT TABLET 32-25 MG ORAL (candesartan cilexetil- Non PA
hctz) Preferred
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ATACAND TABLET 16 MG ORAL (candesartan cilexetil) Non PA
Preferred
ATACAND TABLET 32 MG ORAL (candesartan cilexetil) Non PA
Preferred
ATACAND TABLET 4 MG ORAL (candesartan cilexetil) Non PA
Preferred
ATACAND TABLET 8 MG ORAL (candesartan cilexetil) Non PA
Preferred
AVALIDE TABLET 150-12.5 MG ORAL (irbesartan- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
AVALIDE TABLET 300-12.5 MG ORAL (irbesartan- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
AVAPRO TABLET 150 MG ORAL (irbesartan) Non PA; Max 90-day supply per
Preferred |fill
AVAPRO TABLET 300 MG ORAL (irbesartan) Non = |PA; Max 90-day supply per
Preferred |fill
AVAPRO TABLET 75 MG ORAL (irbesartan) Non PA; Max 90-day supply per
Preferred |fill
benazepril hcl tablet 10 mg oral Preferred [Max 90-day supply per fill
benazepril hcl tablet 20 mg oral Preferred |Max 90-day supply per fill
benazepril hcl tablet 40 mg oral Preferred [Max 90-day supply per fill
benazepril hcl tablet 5 mg oral Preferred |Max 90-day supply per fill
benazepril-hydrochlorothiazide tablet 10-12.5 mg oral Preferred |Max 90-day supply per fill
benazepril-hydrochlorothiazide tablet 20-12.5 mg oral Preferred [Max 90-day supply per fill
benazepril-hydrochlorothiazide tablet 20-25 mg oral Preferred |Max 90-day supply per fill
benazepril-hydrochlorothiazide tablet 5-6.25 mg oral Preferred |Max 90-day supply per fill
BENICAR HCT TABLET 20-12.5 MG ORAL (o/mesartan Non PA; Max 90-day supply per
medoxomil-hctz) Preferred |fill
BENICAR HCT TABLET 40-12.5 MG ORAL (o/mesartan Non PA; Max 90-day supply per
medoxomil-hctz) Preferred |fill
BENICAR HCT TABLET 40-25 MG ORAL (olmesartan Non PA; Max 90-day supply per
medoxomil-hctz) Preferred |fill
BENICAR TABLET 20 MG ORAL (o/mesartan medoxomil) Non PA; Max 90-day supply per
Preferred |fill
BENICAR TABLET 40 MG ORAL (o/mesartan medoxomil) Non PA; Max 90-day supply per
Preferred |fill
BENICAR TABLET 5 MG ORAL (o/mesartan medoxomil) Non PA; Max 90-day supply per
Preferred |fill
candesartan cilexetil tablet 16 mg oral Non PA
Preferred
. . Non
candesartan cilexetil tablet 32 mg oral PA
Preferred
. . Non
candesartan cilexetil tablet 4 mg oral PA
Preferred
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. . Non
candesartan cilexetil tablet 8 mg oral PA
Preferred
candesartan cilexetil-hctz tablet 16-12.5 mg oral Non PA
Preferred
candesartan cilexetil-hctz tablet 32-12.5 mg oral Non PA
Preferred
candesartan cilexetil-hctz tablet 32-25 mg oral Non PA
Preferred
captopril tablet 100 mg oral Non PA
ptop g Preferred
captopril tablet 12.5 mg oral Non PA
ptop ’ g Preferred
captopril tablet 25 mg oral Non PA
ptop g Preferred
captopril tablet 50 mg oral Non PA
ptop g Preferred
. . Non
captopril-hydrochlorothiazide tablet 25-15 mg oral Preferred PA
. . Non
captopril-hydrochlorothiazide tablet 25-25 mg oral Preferred PA
. . Non
captopril-hydrochlorothiazide tablet 50-15 mg oral Preferred PA
. . Non
captopril-hydrochlorothiazide tablet 50-25 mg oral Preferred PA
COZAAR TABLET 100 MG ORAL (losartan potassium) Non = |PA; Max 90-day supply per
Preferred |fill
COZAAR TABLET 25 MG ORAL (losartan potassium) Non PA; Max 90-day supply per
Preferred |fill
COZAAR TABLET 50 MG ORAL (losartan potassium) Non ~ |PA; Max 90-day supply per
Preferred |fill
DIOVAN HCT TABLET 160-12.5 MG ORAL (valsartan- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
DIOVAN HCT TABLET 160-25 MG ORAL (valsartan- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
DIOVAN HCT TABLET 320-12.5 MG ORAL (valsartan- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
DIOVAN HCT TABLET 320-25 MG ORAL (valsartan- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
DIOVAN HCT TABLET 80-12.5 MG ORAL (valsartan- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
DIOVAN TABLET 160 MG ORAL (valsartan) Non PA; Max 90-day supply per
Preferred |fill
DIOVAN TABLET 320 MG ORAL (valsartan) Non = |PA; Max 90-day supply per
Preferred |fill
DIOVAN TABLET 40 MG ORAL (valsartan) Non PA; Max 90-day supply per
Preferred |fill
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DIOVAN TABLET 80 MG ORAL (valsartan) Non PA; Max 90-day supply per
Preferred |fill
EDARBI TABLET 40 MG ORAL (azilsartan medoxomil) Non PA
Preferred
EDARBI TABLET 80 MG ORAL (azilsartan medoxomil) Non PA
Preferred
EDARBYCLOR TABLET 40-12.5 MG ORAL (azilsartan- Non PA
chlorthalidone) Preferred
EDARBYCLOR TABLET 40-25 MG ORAL (azilsartan- Non PA
chlorthalidone) Preferred
. . Non
enalapril maleate solution 1 mg/ml oral Preferred PA
enalapril maleate tablet 10 mg oral Preferred [Max 90-day supply per fill
enalapril maleate tablet 2.5 mg oral Preferred [Max 90-day supply per fill
enalapril maleate tablet 20 mg oral Preferred [Max 90-day supply per fill
enalapril maleate tablet 5 mg oral Preferred |Max 90-day supply per fill
enalapril-hydrochlorothiazide tablet 10-25 mg oral Preferred |Max 90-day supply per fill
enalapril-hydrochlorothiazide tablet 5-12.5 mg oral Preferred [Max 90-day supply per fill
ENTRESTO TABLET 24-26 MG ORAL (sacubitril-valsartan) Preferred |[QL (2 EA per 1 day)
ENTRESTO TABLET 49-51 MG ORAL (sacubitril-valsartan) Preferred |QL (2 EA per 1 day)
ENTRESTO TABLET 97-103 MG ORAL (sacubitril-valsartan) Preferred |[QL (2 EA per 1 day)
EPANED SOLUTION 1 MG/ML ORAL (enalapril maleate) Non PA
Preferred
fosinopril sodium tablet 10 mg oral Preferred
fosinopril sodium tablet 20 mg oral Preferred
fosinopril sodium tablet 40 mg oral Preferred
fosinopril sodium-hctz tablet 10-12.5 mg oral Non PA
Preferred
fosinopril sodium-hctz tablet 20-12.5 mg oral Non PA
Preferred
HYZAAR TABLET 100-12.5 MG ORAL (losartan potassium-hctz) Non = |PA; Max 90-day supply per
Preferred |fill
HYZAAR TABLET 100-25 MG ORAL (losartan potassium-hctz) Non = |PA; Max 90-day supply per
Preferred |fill
HYZAAR TABLET 50-12.5 MG ORAL (Josartan potassium-hctz) Non = |PA; Max 90-day supply per
Preferred |fill
irbesartan tablet 150 mg oral Preferred |Max 90-day supply per fill
irbesartan tablet 300 mg oral Preferred [Max 90-day supply per fill
irbesartan tablet 75 mg oral Preferred |Max 90-day supply per fill
irbesartan-hydrochlorothiazide tablet 150-12.5 mg oral Preferred |Max 90-day supply per fill
irbesartan-hydrochlorothiazide tablet 300-12.5 mg oral Preferred [Max 90-day supply per fill
lisinopril tablet 10 mg oral Preferred |Max 90-day supply per fill
lisinopril tablet 2.5 mg oral Preferred [Max 90-day supply per fill
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Status
lisinopril tablet 20 mg oral Preferred [Max 90-day supply per fill
lisinopril tablet 30 mg oral Preferred |Max 90-day supply per fill
lisinopril tablet 40 mg oral Preferred |Max 90-day supply per fill
lisinopril tablet 5 mg oral Preferred [Max 90-day supply per fill
lisinopril-hydrochlorothiazide tablet 10-12.5 mg oral Preferred |Max 90-day supply per fill
lisinopril-hydrochlorothiazide tablet 20-12.5 mg oral Preferred [Max 90-day supply per fill
lisinopril-hydrochlorothiazide tablet 20-25 mg oral Preferred |Max 90-day supply per fill
losartan potassium tablet 100 mg oral Preferred |Max 90-day supply per fill
losartan potassium tablet 25 mg oral Preferred [Max 90-day supply per fill
losartan potassium tablet 50 mg oral Preferred |Max 90-day supply per fill
losartan potassium-hctz tablet 100-12.5 mg oral Preferred [Max 90-day supply per fill
losartan potassium-hctz tablet 100-25 mg oral Preferred |Max 90-day supply per fill
losartan potassium-hctz tablet 50-12.5 mg oral Preferred |Max 90-day supply per fill
LOTENSIN HCT TABLET 10-12.5 MG ORAL (benazepril- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
LOTENSIN HCT TABLET 20-12.5 MG ORAL (benazepril- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
LOTENSIN HCT TABLET 20-25 MG ORAL (benazepril- Non PA; Max 90-day supply per
hydrochlorothiazide) Preferred |fill
LOTENSIN TABLET 10 MG ORAL (benazepril hcl) Non = |PA; Max 90-day supply per
Preferred |fill
LOTENSIN TABLET 20 MG ORAL (benazepril hcl) Non = |PA; Max 90-day supply per
Preferred |fill
LOTENSIN TABLET 40 MG ORAL (benazepril hcl) Non PA; Max 90-day supply per
Preferred |fill
MICARDIS HCT TABLET 40-12.5 MG ORAL (telmisartan-hctz) Non PA
Preferred
MICARDIS HCT TABLET 80-12.5 MG ORAL (telmisartan-hctz) Non PA
Preferred
MICARDIS HCT TABLET 80-25 MG ORAL (telmisartan-hctz) Non PA
Preferred
MICARDIS TABLET 20 MG ORAL (telmisartan) Non PA
Preferred
MICARDIS TABLET 40 MG ORAL (telmisartan) Non PA
Preferred
MICARDIS TABLET 80 MG ORAL (telmisartan) Non PA
Preferred
moexipril hcl tablet 15 mg oral Non PA
Preferred
moexipril hcl tablet 7.5 mg oral Non PA
’ Preferred
olmesartan medoxomil tablet 20 mg oral Preferred [Max 90-day supply per fill
olmesartan medoxomil tablet 40 mg oral Preferred |Max 90-day supply per fill
olmesartan medoxomil tablet 5 mg oral Preferred |Max 90-day supply per fill
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olmesartan medoxomil-hctz tablet 20-12.5 mg oral Preferred [Max 90-day supply per fill
olmesartan medoxomil-hctz tablet 40-12.5 mg oral Preferred |Max 90-day supply per fill
olmesartan medoxomil-hctz tablet 40-25 mg oral Preferred |Max 90-day supply per fill
perindopril erbumine tablet 2 mg oral Prel\;::re d PA

: . . Non
perindopril erbumine tablet 4 mg oral Preferred PA
: . . Non

perindopril erbumine tablet 8 mg oral Preferred PA
QBRELIS SOLUTION 1 MG/ML ORAL (Jisinopril) Pre'\'f:r”re 4 |PA
quinapril hcl tablet 10 mg oral Preferred [Max 90-day supply per fill
quinapril hcl tablet 20 mg oral Preferred |Max 90-day supply per fill
quinapril hcl tablet 40 mg oral Preferred [Max 90-day supply per fill
quinapril hcl tablet 5 mg oral Preferred [Max 90-day supply per fill
quinapril-hydrochlorothiazide tablet 20-12.5 mg oral Prel\igg:re d PA
quinapril-hydrochlorothiazide tablet 20-25 mg oral Prel\igg:re d PA
ramipril capsule 1.25 mg oral Preferred |Max 90-day supply per fill
ramipril capsule 10 mg oral Preferred [Max 90-day supply per fill
ramipril capsule 2.5 mg oral Preferred |Max 90-day supply per fill
ramipril capsule 5 mg oral Preferred [Max 90-day supply per fill
telmisartan tablet 20 mg oral Prel\lfgrnre d PA
telmisartan tablet 40 mg oral P Non PA

referred
telmisartan tablet 80 mg oral P Non PA

referred
telmisartan-hctz tablet 40-12.5 mg oral Prel\lfgrnre d PA
telmisartan-hctz tablet 80-12.5 mg oral Prel\lfgrnre d PA
telmisartan-hctz tablet 80-25 mg oral Prel\lfgrnre d PA
trandolapril tablet 1 mg oral Preferred
trandolapril tablet 2 mg oral Preferred
trandolapril tablet 4 mg oral Preferred
valsartan tablet 160 mg oral Preferred |Max 90-day supply per fill
valsartan tablet 320 mg oral Preferred |Max 90-day supply per fill
valsartan tablet 40 mg oral Preferred [Max 90-day supply per fill
valsartan tablet 80 mg oral Preferred |Max 90-day supply per fill
valsartan-hydrochlorothiazide tablet 160-12.5 mg oral Preferred [Max 90-day supply per fill
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valsartan-hydrochlorothiazide tablet 160-25 mg oral Preferred [Max 90-day supply per fill

valsartan-hydrochlorothiazide tablet 320-12.5 mg oral Preferred |Max 90-day supply per fill

valsartan-hydrochlorothiazide tablet 320-25 mg oral Preferred |Max 90-day supply per fill

valsartan-hydrochlorothiazide tablet 80-12.5 mg oral Preferred |Max 90-day supply per fill

VASERETIC TABLET 10-25 MG ORAL (enalapril- Non PA; Max 90-day supply per

hydrochlorothiazide) Preferred ([fill

VASOTEC TABLET 10 MG ORAL (enalapril maleate) Non |PA; Max 90-day supply per
Preferred |fill

VASOTEC TABLET 2.5 MG ORAL (enalapril maleate) Non |PA; Max 90-day supply per
Preferred |fill

VASOTEC TABLET 20 MG ORAL (enalapril maleate) Non |PA; Max 90-day supply per
Preferred |fill

VASOTEC TABLET 5 MG ORAL (enalapril maleate) Non |PA; Max 90-day supply per
Preferred |fill

ZESTORETIC TABLET 10-12.5 MG ORAL (lisinopril- Non PA; Max 90-day supply per

hydrochlorothiazide) Preferred |fill

ZESTORETIC TABLET 20-12.5 MG ORAL (lisinopril- Non PA; Max 90-day supply per

hydrochlorothiazide) Preferred |fill

ZESTORETIC TABLET 20-25 MG ORAL (lisinopril- Non PA; Max 90-day supply per

hydrochlorothiazide) Preferred |fill

ZESTRIL TABLET 10 MG ORAL (/isinopril) Non  |PA; Max 90-day supply per
Preferred |fill

ZESTRIL TABLET 2.5 MG ORAL (/isinopril) Non  |PA; Max 90-day supply per
Preferred |fill

ZESTRIL TABLET 20 MG ORAL (/isinopril) Non  |PA; Max 90-day supply per
Preferred |fill

ZESTRIL TABLET 30 MG ORAL (lisinopril) Non ~ |PA; Max 90-day supply per
Preferred |fill

ZESTRIL TABLET 40 MG ORAL (lisinopril) Non  |PA; Max 90-day supply per
Preferred |fill

ZESTRIL TABLET 5 MG ORAL (Jisinopril) Non  |PA; Max 90-day supply per
Preferred |fill

ANTIHYPERTENSIVES: BETA BLOCKERS [OPEN CLASS]

acebutolol hcl capsule 200 mg oral Preferred

acebutolol hcl capsule 400 mg oral Preferred

atenolol tablet 100 mg oral Preferred |Max 90-day supply per fill

atenolol tablet 25 mg oral Preferred [Max 90-day supply per fill

atenolol tablet 50 mg oral Preferred |Max 90-day supply per fill

atenolol-chlorthalidone tablet 100-25 mg oral Preferred

atenolol-chlorthalidone tablet 50-25 mg oral Preferred

BETAPACE AF TABLET 120 MG ORAL (sotalol hcl af) Non PA
Preferred

BETAPACE AF TABLET 160 MG ORAL (sotalol hcl af) Non = |PA; Max 90-day supply per
Preferred |fill
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Requirements/Limits

Status
BETAPACE AF TABLET 80 MG ORAL (sotalol hcl af) Non PA; Max 90-day supply per
Preferred |fill
BETAPACE TABLET 120 MG ORAL (sotalol hcl) Non PA; Max 90-day supply per
Preferred |fill
BETAPACE TABLET 160 MG ORAL (sotalol hcl) Non PA; Max 90-day supply per
Preferred |fill
BETAPACE TABLET 80 MG ORAL (sotalol hcl) Non PA; Max 90-day supply per
Preferred |fill
Non
betaxolol hcl tablet 10 mg oral PA
Preferred
Non
betaxolol hcl tablet 20 mg oral PA
Preferred
bisoprolol fumarate tablet 10 mg oral Preferred [Max 90-day supply per fill
bisoprolol fumarate tablet 5 mg oral Preferred [Max 90-day supply per fill
bisoprolol-hydrochlorothiazide tablet 10-6.25 mg oral Preferred
bisoprolol-hydrochlorothiazide tablet 2.5-6.25 mg oral Preferred
bisoprolol-hydrochlorothiazide tablet 5-6.25 mg oral Preferred
BYSTOLIC TABLET 10 MG ORAL (nebivolol hcl) Non PA
Preferred
BYSTOLIC TABLET 2.5 MG ORAL (nebivolol hcl) Non PA
Preferred
BYSTOLIC TABLET 20 MG ORAL (nebivolol hcl) Non PA
Preferred
BYSTOLIC TABLET 5 MG ORAL (nebivolol hcl) Non PA
Preferred
carvedilol phosphate er capsule extended release 24 hour 10 Non PA; Max 90-day supply per
mg oral Preferred |fill
carvedilol phosphate er capsule extended release 24 hour 20 Non PA; Max 90-day supply per
mg oral Preferred |fill
carvedilol phosphate er capsule extended release 24 hour 40 Non PA; Max 90-day supply per
mg oral Preferred |fill
carvedilol phosphate er capsule extended release 24 hour 80 Non PA; Max 90-day supply per
mg oral Preferred |fill
carvedilol tablet 12.5 mg oral Preferred [Max 90-day supply per fill
carvedilol tablet 25 mg oral Preferred [Max 90-day supply per fill
carvedilol tablet 3.125 mg oral Preferred |Max 90-day supply per fill
carvedilol tablet 6.25 mg oral Preferred [Max 90-day supply per fill
COREG CR CAPSULE EXTENDED RELEASE 24 HOUR 10 MG Non PA; Max 90-day supply per
ORAL (carvedilol phosphate) Preferred ([fill
COREG CR CAPSULE EXTENDED RELEASE 24 HOUR 20 MG Non PA; Max 90-day supply per
ORAL (carvedilol phosphate) Preferred ([fill
COREG CR CAPSULE EXTENDED RELEASE 24 HOUR 40 MG Non PA; Max 90-day supply per
ORAL (carvedilol phosphate) Preferred ([fill
COREG CR CAPSULE EXTENDED RELEASE 24 HOUR 80 MG Non PA; Max 90-day supply per
ORAL (carvedilol phosphate) Preferred ([fill
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COREG TABLET 12.5 MG ORAL (carvedilol) Non ~ |PA; Max 90-day supply per
Preferred |fill

COREG TABLET 25 MG ORAL (carvedilol) Non ~ |PA; Max 90-day supply per
Preferred |fill

COREG TABLET 3.125 MG ORAL (carvedilol) Non ~ |PA; Max 90-day supply per
Preferred |fill

COREG TABLET 6.25 MG ORAL (carvedilol) Non ~ |PA; Max 90-day supply per
Preferred |fill

CORGARD TABLET 20 MG ORAL (nadolol) Non PA
Preferred

CORGARD TABLET 40 MG ORAL (nadolol) Non PA
Preferred

HEMANGEOL SOLUTION 4.28 MG/ML ORAL (propranolol hcl) Non PA
Preferred

INDERAL LA CAPSULE EXTENDED RELEASE 24 HOUR 120 MG Non PA; Max 90-day supply per

ORAL (propranolol hcl) Preferred |fill

INDERAL LA CAPSULE EXTENDED RELEASE 24 HOUR 160 MG Non PA; Max 90-day supply per

ORAL (propranolol hcl) Preferred |fill

INDERAL LA CAPSULE EXTENDED RELEASE 24 HOUR 60 MG Non PA; Max 90-day supply per

ORAL (propranolol hcl) Preferred |fill

INDERAL LA CAPSULE EXTENDED RELEASE 24 HOUR 80 MG Non PA; Max 90-day supply per

ORAL (propranolol hcl) Preferred |fill

INDERAL XL CAPSULE EXTENDED RELEASE 24 HOUR 120 MG Non PA

ORAL (propranolol hcl sr beads) Preferred

INDERAL XL CAPSULE EXTENDED RELEASE 24 HOUR 80 MG Non PA

ORAL (propranolol hcl sr beads) Preferred

INNOPRAN XL CAPSULE EXTENDED RELEASE 24 HOUR 120 MG Non PA

ORAL (propranolol hcl sr beads) Preferred

INNOPRAN XL CAPSULE EXTENDED RELEASE 24 HOUR 80 MG Non PA

ORAL (propranolol hcl sr beads) Preferred

KAPSPARGO SPRINKLE CAPSULE ER 24 HOUR SPRINKLE 100 Non PA

MG ORAL (metoprolol succinate) Preferred

KAPSPARGO SPRINKLE CAPSULE ER 24 HOUR SPRINKLE 200 Non PA

MG ORAL (metoprolol succinate) Preferred

KAPSPARGO SPRINKLE CAPSULE ER 24 HOUR SPRINKLE 25 Non PA

MG ORAL (metoprolol succinate) Preferred

KAPSPARGO SPRINKLE CAPSULE ER 24 HOUR SPRINKLE 50 Non PA

MG ORAL (metoprolol succinate) Preferred

labetalol hcl tablet 100 mg oral Preferred [Max 90-day supply per fill

labetalol hcl tablet 200 mg oral Preferred |Max 90-day supply per fill

labetalol hcl tablet 300 mg oral Preferred [Max 90-day supply per fill

LOPRESSOR TABLET 100 MG ORAL (metoprolol tartrate) Non = |PA; Max 90-day supply per
Preferred |fill

LOPRESSOR TABLET 50 MG ORAL (metoprolol tartrate) Non ~ |PA; Max 90-day supply per
Preferred |fill
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metoprolol succinate er tablet extended release 24 hour 100 Preferred |Max 90-day supply per fil
mg oral
metoprolol succinate er tablet extended release 24 hour 200 Preferred |Max 90-day supply per fil
mg oral
/(;nr:Ll‘oprolo/ succinate er tablet extended release 24 hour 25 mg Preferred |Max 90-day supply per fil
/(;nr:Ll‘oprolo/ succinate er tablet extended release 24 hour 50 mg Preferred |Max 90-day supply per fil
metoprolol tartrate tablet 100 mg oral Preferred [Max 90-day supply per fill
metoprolol tartrate tablet 25 mg oral Preferred |Max 90-day supply per fill
metoprolol tartrate tablet 37.5 mg oral Preferred |Max 90-day supply per fill
metoprolol tartrate tablet 50 mg oral Preferred [Max 90-day supply per fill
metoprolol tartrate tablet 75 mg oral Preferred |Max 90-day supply per fill
metoprolol-hydrochlorothiazide tablet 100-25 mg oral Preferred
metoprolol-hydrochlorothiazide tablet 100-50 mg oral Preferred
metoprolol-hydrochlorothiazide tablet 50-25 mg oral Preferred
nadolol tablet 20 mg oral Prel\t!g:re d PA
nadolol tablet 40 mg oral Prel\t!g:re d PA
nadolol tablet 80 mg oral Prel\t!g:re d PA
. Non
nebivolol hcl tablet 10 mg oral PA
Preferred
. Non
nebivolol hcl tablet 2.5 mg oral PA
Preferred
. Non
nebivolol hcl tablet 20 mg oral Preferred PA
. Non
nebivolol hcl tablet 5 mg oral Preferred PA
pindolol tablet 10 mg oral Prel\;::re d PA
pindolol tablet 5 mg oral Prel\;::re d PA
propranolol hcl er capsule extended release 24 hour 120 mg ) )
oral Preferred |[Max 90-day supply per fill
propranolol hcl er capsule extended release 24 hour 160 mg ) )
oral Preferred [Max 90-day supply per fill
propranolol hcl er capsule extended release 24 hour 60 mg ) )
oral Preferred [Max 90-day supply per fill
propranolol hcl er capsule extended release 24 hour 80 mg ) )
oral Preferred |Max 90-day supply per fill
propranolol hcl solution 20 mg/5ml oral Preferred [Max 90-day supply per fill
propranolol hcl solution 40 mg/5ml oral Preferred |Max 90-day supply per fill
propranolol hcl tablet 10 mg oral Preferred [Max 90-day supply per fill
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propranolol hcl tablet 20 mg oral Preferred [Max 90-day supply per fill
propranolol hcl tablet 40 mg oral Preferred |Max 90-day supply per fill
propranolol hcl tablet 60 mg oral Preferred |Max 90-day supply per fill
propranolol hcl tablet 80 mg oral Preferred |Max 90-day supply per fill
sotalol hcl (Sorine Tablet 120 Mg Oral) Preferred |Max 90-day supply per fill
sotalol hcl (Sorine Tablet 160 Mg Oral) Preferred [Max 90-day supply per fill
sotalol hcl (Sorine Tablet 240 Mg Oral) Preferred |Max 90-day supply per fill
sotalol hcl (Sorine Tablet 80 Mg Oral) Preferred |Max 90-day supply per fill
sotalol hcl (af) tablet 120 mg oral Preferred
sotalol hcl (af) tablet 160 mg oral Preferred |Max 90-day supply per fill
sotalol hcl (af) tablet 80 mg oral Preferred [Max 90-day supply per fill
sotalol hcl tablet 120 mg oral Preferred |Max 90-day supply per fill
sotalol hcl tablet 160 mg oral Preferred |Max 90-day supply per fill
sotalol hcl tablet 240 mg oral Preferred [Max 90-day supply per fill
sotalol hcl tablet 80 mg oral Preferred |Max 90-day supply per fill
SOTYLIZE SOLUTION 5 MG/ML ORAL (sotalol hcl) Non PA
Preferred
TENORETIC 100 TABLET 100-25 MG ORAL (atenolol- Non PA
chlorthalidone) Preferred
TENORETIC 50 TABLET 50-25 MG ORAL (atenolol- Non PA
chlorthalidone) Preferred
TENORMIN TABLET 100 MG ORAL (atenolol) Non  |PA; Max 90-day supply per
Preferred |fill
TENORMIN TABLET 25 MG ORAL (atenolol) Non PA; Max 90-day supply per
Preferred |fill
TENORMIN TABLET 50 MG ORAL (atenolol) Non PA; Max 90-day supply per
Preferred |fill
. Non
timolol maleate tablet 10 mg oral PA
Preferred
. Non
timolol maleate tablet 20 mg oral PA
Preferred
. Non
timolol maleate tablet 5 mg oral PA
Preferred
TOPROL XL TABLET EXTENDED RELEASE 24 HOUR 100 MG Non PA; Max 90-day supply per
ORAL (metoprolol succinate) Preferred ([fill
TOPROL XL TABLET EXTENDED RELEASE 24 HOUR 200 MG Non PA; Max 90-day supply per
ORAL (metoprolol succinate) Preferred ([fill
TOPROL XL TABLET EXTENDED RELEASE 24 HOUR 25 MG Non PA; Max 90-day supply per
ORAL (metoprolol succinate) Preferred ([fill
TOPROL XL TABLET EXTENDED RELEASE 24 HOUR 50 MG Non PA; Max 90-day supply per
ORAL (metoprolol succinate) Preferred ([fill
ZIAC TABLET 10-6.25 MG ORAL (bisoprolol- Non PA
hydrochlorothiazide) Preferred
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Release 24 Hour 300 Mg Oral)

Status
ZIAC TABLET 2.5-6.25 MG ORAL (bisoprolol- Non PA
hydrochlorothiazide) Preferred
ZIAC TABLET 5-6.25 MG ORAL (bisoprolol-hydrochlorothiazide) Non PA
Preferred
ANTIHYPERTENSIVES: CALCIUM CHANNEL BLOCKERS
[OPEN CLASS]
amlodipine besylate tablet 10 mg oral Preferred [Max 90-day supply per fill
amlodipine besylate tablet 2.5 mg oral Preferred |Max 90-day supply per fill
amlodipine besylate tablet 5 mg oral Preferred |Max 90-day supply per fill
CARDIZEM CD CAPSULE EXTENDED RELEASE 24 HOUR 120 Non PA; Max 90-day supply per
MG ORAL (diltiazem hcl coated beads) Preferred ([fill
CARDIZEM CD CAPSULE EXTENDED RELEASE 24 HOUR 180 Non PA; Max 90-day supply per
MG ORAL (diltiazem hcl coated beads) Preferred ([fill
CARDIZEM CD CAPSULE EXTENDED RELEASE 24 HOUR 240 Non PA; Max 90-day supply per
MG ORAL (diltiazem hcl coated beads) Preferred ([fill
CARDIZEM CD CAPSULE EXTENDED RELEASE 24 HOUR 300 Non PA; Max 90-day supply per
MG ORAL (diltiazem hcl coated beads) Preferred ([fill
CARDIZEM CD CAPSULE EXTENDED RELEASE 24 HOUR 360 Non PA; Max 90-day supply per
MG ORAL (diltiazem hcl coated beads) Preferred ([fill
CARDIZEM LA TABLET EXTENDED RELEASE 24 HOUR 120 MG Non PA
ORAL (diltiazem hcl) Preferred
CARDIZEM LA TABLET EXTENDED RELEASE 24 HOUR 180 MG Non PA
ORAL (diltiazem hcl) Preferred
CARDIZEM LA TABLET EXTENDED RELEASE 24 HOUR 240 MG Non PA
ORAL (diltiazem hcl) Preferred
CARDIZEM LA TABLET EXTENDED RELEASE 24 HOUR 300 MG Non PA
ORAL (diltiazem hcl) Preferred
CARDIZEM LA TABLET EXTENDED RELEASE 24 HOUR 360 MG Non PA
ORAL (diltiazem hcl) Preferred
CARDIZEM LA TABLET EXTENDED RELEASE 24 HOUR 420 MG Non PA
ORAL (diltiazem hcl) Preferred
CARDIZEM TABLET 120 MG ORAL (diltiazem hcl) Non PA; Max 90-day supply per
Preferred |fill
CARDIZEM TABLET 30 MG ORAL (diltiazem hcl) Non PA; Max 90-day supply per
Preferred |fill
CARDIZEM TABLET 60 MG ORAL (diltiazem hcl) Non PA; Max 90-day supply per
Preferred |fill
diltiazem hcl coated beads (Cartia Xt Capsule Extended ) :
Release 24 Hour 120 Mg Oral) Preferred |Max 90-day supply per fill
diltiazem hcl coated beads (Cartia Xt Capsule Extended ) )
Release 24 Hour 180 Mg Oral) Preferred |Max 90-day supply per fill
diltiazem hcl coated beads (Cartia Xt Capsule Extended ) :
Release 24 Hour 240 Mg Oral) Preferred |Max 90-day supply per fill
diltiazem hcl coated beads (Cartia Xt Capsule Extended Preferred  |Max 90-day supply per fil
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diltiazem hcl er beads capsule extended release 24 hour 120 Preferred |Max 90-day supply per fil
mg oral
diltiazem hcl er beads capsule extended release 24 hour 180 Preferred |Max 90-day supply per fil
mg oral
diltiazem hcl er beads capsule extended release 24 hour 240 Preferred |Max 90-day supply per fil
mg oral
diltiazem hcl er beads capsule extended release 24 hour 300 Preferred |Max 90-day supply per fil
mg oral
diltiazem hcl er beads capsule extended release 24 hour 360 Preferred |Max 90-day supply per fil
mg oral
diltiazem hcl er beads capsule extended release 24 hour 420 Preferred |Max 90-day supply per fil
mg oral
diltiazem hcl er capsule extended release 12 hour 120 mg oral Preferred [Max 90-day supply per fill
diltiazem hcl er capsule extended release 12 hour 60 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er capsule extended release 12 hour 90 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er capsule extended release 24 hour 120 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er capsule extended release 24 hour 180 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er capsule extended release 24 hour 240 mg oral Preferred [Max 90-day supply per fill
diltiazem hcl er coated beads capsule extended release 24 ) )
hour 120 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er coated beads capsule extended release 24 ) )
hour 180 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er coated beads capsule extended release 24 ) )
hour 240 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er coated beads capsule extended release 24 ) )
hour 300 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er coated beads capsule extended release 24 ) )
hour 360 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl er tablet extended release 24 hour 120 mg oral Non PA

Preferred
diltiazem hcl er tablet extended release 24 hour 180 mg oral Preferred
diltiazem hcl er tablet extended release 24 hour 240 mg oral Preferred
diltiazem hcl er tablet extended release 24 hour 300 mg oral Preferred
diltiazem hcl er tablet extended release 24 hour 360 mg oral Preferred
diltiazem hcl er tablet extended release 24 hour 420 mg oral Preferred
diltiazem hcl tablet 120 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl tablet 30 mg oral Preferred |Max 90-day supply per fill
diltiazem hcl tablet 60 mg oral Preferred [Max 90-day supply per fill
diltiazem hcl tablet 90 mg oral Preferred [Max 90-day supply per fill
dilt-xr capsule extended release 24 hour 120 mg oral Preferred |Max 90-day supply per fill
dilt-xr capsule extended release 24 hour 180 mg oral Preferred [Max 90-day supply per fill
dilt-xr capsule extended release 24 hour 240 mg oral Preferred |Max 90-day supply per fill
felodipine er tablet extended release 24 hour 10 mg oral Preferred
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felodipine er tablet extended release 24 hour 2.5 mg oral Preferred
felodipine er tablet extended release 24 hour 5 mg oral Preferred
. .. Non
isradipine capsule 2.5 mg oral Preferred PA
isradipine capsule 5 mg oral Non PA
P P g Preferred
KATERZIA SUSPENSION 1 MG/ML ORAL (amlodipine benzoate) Non PA
Preferred
- Non
levamlodipine maleate tablet 2.5 mg oral Preferred PA
- Non
levamlodipine maleate tablet 5 mg oral Preferred PA
diltiazem hcl (Matzim La Tablet Extended Release 24 Hour 180 Non
PA
Mg Oral) Preferred
diltiazem hcl (Matzim La Tablet Extended Release 24 Hour 240 Non
PA
Mg Oral) Preferred
diltiazem hcl (Matzim La Tablet Extended Release 24 Hour 300 Non
PA
Mg Oral) Preferred
diltiazem hcl (Matzim La Tablet Extended Release 24 Hour 360 Non
PA
Mg Oral) Preferred
diltiazem hcl (Matzim La Tablet Extended Release 24 Hour 420 Non
PA
Mg Oral) Preferred
. .. Non
nicardipine hcl capsule 20 mg oral Preferred PA
nicardipine hcl capsule 30 mg oral Non PA
p p g Preferred
nifedipine capsule 10 mg oral Preferred [Max 90-day supply per fill
nifedipine capsule 20 mg oral Preferred |Max 90-day supply per fill
nifedipine er osmotic release tablet extended release 24 hour Preferred |Max 90-day supply per fil
30 mg oral
nifedipine er osmotic release tablet extended release 24 hour Preferred |Max 90-day supply per fil
60 mg oral
nifedipine er osmotic release tablet extended release 24 hour Preferred |Max 90-day supply per fil
90 mg oral
nifedipine er tablet extended release 24 hour 30 mg oral Preferred |Max 90-day supply per fill
nifedipine er tablet extended release 24 hour 60 mg oral Preferred [Max 90-day supply per fill
nifedipine er tablet extended release 24 hour 90 mg oral Preferred |Max 90-day supply per fill
nisoldipine er tablet extended release 24 hour 17 mg oral Non PA
Preferred
nisoldipine er tablet extended release 24 hour 20 mg oral Non PA
Preferred
nisoldipine er tablet extended release 24 hour 25.5 mg oral Non PA
Preferred
nisoldipine er tablet extended release 24 hour 30 mg oral Non PA
Preferred
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Hour 360 Mg Oral)

Status
nisoldipine er tablet extended release 24 hour 34 mg oral Non PA
Preferred
nisoldipine er tablet extended release 24 hour 40 mg oral Non PA
Preferred
nisoldipine er tablet extended release 24 hour 8.5 mg oral Non PA
Preferred
.. Non
NORLIQVA SOLUTION 1 MG/ML ORAL (amlodipine besylate) Preferred PA
NORVASC TABLET 10 MG ORAL (amlodipine besylate) Non = |PA; Max 90-day supply per
Preferred |fill
NORVASC TABLET 2.5 MG ORAL (amlodipine besylate) Non = |PA; Max 90-day supply per
Preferred |fill
NORVASC TABLET 5 MG ORAL (amlodipine besylate) Non PA; Max 90-day supply per
Preferred |fill
PROCARDIA XL TABLET EXTENDED RELEASE 24 HOUR 30 MG Non PA; Max 90-day supply per
ORAL (nifedipine) Preferred |fill
PROCARDIA XL TABLET EXTENDED RELEASE 24 HOUR 60 MG Non PA; Max 90-day supply per
ORAL (nifedipine) Preferred |fill
PROCARDIA XL TABLET EXTENDED RELEASE 24 HOUR 90 MG Non PA; Max 90-day supply per
ORAL (nifedipine) Preferred |fill
SULAR TABLET EXTENDED RELEASE 24 HOUR 17 MG ORAL Non PA
(nisoldipine) Preferred
SULAR TABLET EXTENDED RELEASE 24 HOUR 34 MG ORAL Non PA
(nisoldipine) Preferred
SULAR TABLET EXTENDED RELEASE 24 HOUR 8.5 MG ORAL Non PA
(nisoldipine) Preferred
diltiazem hcl er beads (Taztia Xt Capsule Extended Release 24 ) )
Hour 120 Mg Oral) Preferred [Max 90-day supply per fill
diltiazem hcl er beads (Taztia Xt Capsule Extended Release 24 ) )
Hour 180 Mg Oral) Preferred [Max 90-day supply per fill
diltiazem hcl er beads (Taztia Xt Capsule Extended Release 24 ) )
Hour 240 Mg Oral) Preferred [Max 90-day supply per fill
diltiazem hcl er beads (Taztia Xt Capsule Extended Release 24 ) )
Hour 300 Mg Oral) Preferred [Max 90-day supply per fill
diltiazem hcl er beads (Taztia Xt Capsule Extended Release 24 ) )
Hour 360 Mg Oral) Preferred |[Max 90-day supply per fill
diltiazem hcl er beads (Tiadylt Er Capsule Extended Release 24 ) )
Hour 120 Mg Oral) Preferred [Max 90-day supply per fill
diltiazem hcl er beads (Tiadylt Er Capsule Extended Release 24 ) )
Hour 180 Mg Oral) Preferred [Max 90-day supply per fill
diltiazem hcl er beads (Tiadylt Er Capsule Extended Release 24 ) )
Hour 240 Mg Oral) Preferred [Max 90-day supply per fill
diltiazem hcl er beads (Tiadylt Er Capsule Extended Release 24 ) )
Hour 300 Mg Oral) Preferred [Max 90-day supply per fill
diltiazem hcl er beads (Tiadylt Er Capsule Extended Release 24 Preferred  |Max 90-day supply per fil
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diltiazem hcl er beads (Tiadylt Er Capsule Extended Release 24 ) )
Hour 420 Mg Oral) Preferred |Max 90-day supply per fill
TIAZAC CAPSULE EXTENDED RELEASE 24 HOUR 120 MG ORAL Non PA; Max 90-day supply per
(diltiazem hcl er beads) Preferred |fill
TIAZAC CAPSULE EXTENDED RELEASE 24 HOUR 180 MG ORAL Non PA; Max 90-day supply per
(diltiazem hcl er beads) Preferred |fill
TIAZAC CAPSULE EXTENDED RELEASE 24 HOUR 240 MG ORAL Non PA; Max 90-day supply per
(diltiazem hcl er beads) Preferred |fill
TIAZAC CAPSULE EXTENDED RELEASE 24 HOUR 300 MG ORAL Non PA; Max 90-day supply per
(diltiazem hcl er beads) Preferred |fill
TIAZAC CAPSULE EXTENDED RELEASE 24 HOUR 360 MG ORAL Non PA; Max 90-day supply per
(diltiazem hcl er beads) Preferred |fill
TIAZAC CAPSULE EXTENDED RELEASE 24 HOUR 420 MG ORAL Non PA; Max 90-day supply per
(diltiazem hcl er beads) Preferred |fill
verapamil hcl er capsule extended release 24 hour 100 mg oral Non PA

Preferred
verapamil hcl er capsule extended release 24 hour 120 mg oral| Preferred
verapamil hcl er capsule extended release 24 hour 180 mg oral| Preferred
verapamil hcl er capsule extended release 24 hour 200 mg oral Non PA

Preferred
verapamil hcl er capsule extended release 24 hour 240 mg oral| Preferred
verapamil hcl er capsule extended release 24 hour 300 mg oral Non PA

Preferred
verapamil hcl er capsule extended release 24 hour 360 mg oral Non PA

Preferred
verapamil hcl er tablet extended release 120 mg oral Preferred |Max 90-day supply per fill
verapamil hcl er tablet extended release 180 mg oral Preferred |Max 90-day supply per fill
verapamil hcl er tablet extended release 240 mg oral Preferred [Max 90-day supply per fill
verapamil hcl tablet 120 mg oral Preferred |Max 90-day supply per fill
verapamil hcl tablet 40 mg oral Preferred |Max 90-day supply per fill
verapamil hcl tablet 80 mg oral Preferred [Max 90-day supply per fill
VERELAN CAPSULE EXTENDED RELEASE 24 HOUR 120 MG Non PA
ORAL (verapamil hcl) Preferred
VERELAN CAPSULE EXTENDED RELEASE 24 HOUR 180 MG Non PA
ORAL (verapamil hcl) Preferred
VERELAN CAPSULE EXTENDED RELEASE 24 HOUR 240 MG Non PA
ORAL (verapamil hcl) Preferred
VERELAN CAPSULE EXTENDED RELEASE 24 HOUR 360 MG Non PA
ORAL (verapamil hcl) Preferred
VERELAN PM CAPSULE EXTENDED RELEASE 24 HOUR 100 MG Non PA
ORAL (verapamil hcl) Preferred
VERELAN PM CAPSULE EXTENDED RELEASE 24 HOUR 200 MG Non PA
ORAL (verapamil hcl) Preferred
VERELAN PM CAPSULE EXTENDED RELEASE 24 HOUR 300 MG Non PA
ORAL (verapamil hcl) Preferred
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ANTIHYPERTENSIVES: SYMPATHOLYTICS [OPEN CLASS]
CATAPRES-TTS-1 PATCH WEEKLY 0.1 MG/24HR _ )
TRANSDERMAL (clonidine) Preferred |Max 90-day supply per fill
CATAPRES-TTS-2 PATCH WEEKLY 0.2 MG/24HR _ )
TRANSDERMAL (clonidine) Preferred |Max 90-day supply per fill
CATAPRES-TTS-3 PATCH WEEKLY 0.3 MG/24HR _ )
TRANSDERMAL (clonidine) Preferred |Max 90-day supply per fill
clonidine hcl er tablet extended release 24 hour 0.17 mg oral Non PA
Preferred
clonidine hcl tablet 0.1 mg oral Preferred [Max 90-day supply per fill
clonidine hcl tablet 0.2 mg oral Preferred [Max 90-day supply per fill
clonidine hcl tablet 0.3 mg oral Preferred [Max 90-day supply per fill
clonidine patch weekly 0.1 mg/24hr transdermal Preferred |Max 90-day supply per fill
clonidine patch weekly 0.2 mg/24hr transdermal Preferred [Max 90-day supply per fill
clonidine patch weekly 0.3 mg/24hr transdermal Preferred [Max 90-day supply per fill
guanfacine hcl tablet 1 mg oral Preferred |Max 90-day supply per fill
guanfacine hcl tablet 2 mg oral Preferred [Max 90-day supply per fill
methyldopa tablet 250 mg oral Preferred |Max 90-day supply per fill
methyldopa tablet 500 mg oral Preferred [Max 90-day supply per fill
ANTIHYPERURICEMICS [OPEN CLASS]
allopurinol tablet 100 mg oral Preferred |Max 90-day supply per fill
. Non
allopurinol tablet 200 mg oral Preferred PA
allopurinol tablet 300 mg oral Preferred [Max 90-day supply per fill
colchicine capsule 0.6 mg oral Preferred
colchicine tablet 0.6 mg oral Preferred |Max 90-day supply per fill
colchicine-probenecid tablet 0.5-500 mg oral Preferred [Max 90-day supply per fill
COLCRYS TABLET 0.6 MG ORAL (colchicine) Non = PA; Max 90-day supply per
Preferred |fill
Non
febuxostat tablet 40 mg oral PA
Preferred
Non
febuxostat tablet 80 mg oral PA
Preferred
GLOPERBA SOLUTION 0.6 MG/5ML ORAL (colchicine) Non PA
Preferred
MITIGARE CAPSULE 0.6 MG ORAL (colchicine) Non PA
Preferred
probenecid tablet 500 mg oral Preferred |Max 90-day supply per fill
ULORIC TABLET 40 MG ORAL (febuxostat) Non PA
Preferred
ULORIC TABLET 80 MG ORAL (febuxostat) Non PA
Preferred

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug

56




Formulary . A
Drug Name Status Requirements/Limits
ZYLOPRIM TABLET 100 MG ORAL (allopurinol) Non PA; Max 90-day supply per
Preferred |fill
ANTIMIGRAINE AGENTS [OPEN CLASS]

. Non . .
almotriptan malate tablet 12.5 mg oral Preferred PA; QL (6 EA per 1 Fill)

. Non . .
almotriptan malate tablet 6.25 mg oral Preferred PA; QL (6 EA per 1 Fill)

. . Non . .
eletriptan hydrobromide tablet 20 mg oral Preferred PA; QL (6 EA per 1 Fill)

. . Non . .
eletriptan hydrobromide tablet 40 mg oral Preferred PA; QL (6 EA per 1 Fill)
FROVA TABLET 2.5 MG ORAL (frovatriptan succinate) Non PA; QL (12 EA per 1 Fill)

Preferred

. . Non . :
frovatriptan succinate tablet 2.5 mg oral Preferred PA; QL (12 EA per 1 Fill)
IMITREX SOLUTION 20 MG/ACT NASAL (sumatriptan) Preferred |[QL (6 EA per 30 days)
IMITREX SOLUTION 5 MG/ACT NASAL (sumatriptan) Preferred |[QL (6 EA per 30 days)
IMITREX STATDOSE REFILL SOLUTION CARTRIDGE 4 Non )

MG/0.5ML SUBCUTANEOUS (sumatriptan succinate) preferred |PA7 QL (2 ML per 30 days)

IMITREX STATDOSE REFILL SOLUTION CARTRIDGE 6 Non )

MG/0.5ML SUBCUTANEOUS (sumatriptan succinate) preferred |7/ QL (2 ML per 30 days)

IMITREX STATDOSE SYSTEM SOLUTION AUTO-INJECTOR 4 Non )

MG/0.5ML SUBCUTANEOUS (sumatriptan succinate) preferred |7/ QL (2 ML per 30 days)

IMITREX STATDOSE SYSTEM SOLUTION AUTO-INJECTOR 6 Non .

MG/0.5ML SUBCUTANEOUS (sumatriptan succinate) preferred |7/ QL (2 ML per 30 days)

IMITREX TABLET 100 MG ORAL (sumatriptan succinate) Prel\lfg:red PA; QL (9 EA per 1 Fill)

IMITREX TABLET 25 MG ORAL (sumatriptan succinate) Prel\lfg:red PA; QL (18 EA per 1 Fill)

IMITREX TABLET 50 MG ORAL (sumatriptan succinate) Prel\lfg:red PA; QL (18 EA per 1 Fill)

MAXALT TABLET 10 MG ORAL (rizatriptan benzoate) Non PA; QL (12 EA per 1 Fill)
Preferred

MAXALT-MLT TABLET DISPERSIBLE 10 MG ORAL (rizatriptan Non PA; QL (12 EA per 1 Fill)

benzoate) Preferred

, Non ) .
naratriptan hcl tablet 1 mg oral Preferred PA; QL (9 EA per 1 Fill)

, Non ) .
naratriptan hcl tablet 2.5 mg oral Preferred PA; QL (9 EA per 1 Fill)
ONZETRA XSAIL EXHALER POWDER 11 MG/NOSEPC NASAL Non PA
(sumatriptan succinate) Preferred
RELPAX TABLET 20 MG ORAL (eletriptan hydrobromide) Prel\lfg:red PA; QL (6 EA per 1 Fill)
RELPAX TABLET 40 MG ORAL (eletriptan hydrobromide) Prel\lfg:red PA; QL (6 EA per 1 Fill)
rizatriptan benzoate tablet 10 mg oral Preferred |QL (12 EA per 1 Fill)
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rizatriptan benzoate tablet 5 mg oral Preferred |[QL (12 EA per 1 Fill)
rizatriptan benzoate tablet dispersible 10 mg oral Preferred |[QL (12 EA per 1 Fill)
rizatriptan benzoate tablet dispersible 5 mg oral Preferred |[QL (12 EA per 1 Fill)
sumatriptan solution 20 mg/act nasal Preferred |[QL (6 EA per 30 days)
sumatriptan solution 5 mg/act nasal Preferred |QL (6 EA per 30 days)
sumatriptan succinate refill solution cartridge 4 mg/0.5ml Preferred  |QL (2 ML per 30 days)
subcutaneous
sumatriptan succinate refill solution cartridge 6 mg/0.5ml Preferred  |QL (2 ML per 30 days)
subcutaneous
sumatriptan succinate solution 6 mg/0.5ml subcutaneous Preferred |[QL (1 ML per 30 days)
sumatriptan succinate solution auto-injector 4 mg/0.5ml Preferred  |QL (2 ML per 30 days)
subcutaneous
sumatriptan succinate solution auto-injector 6 mg/0.5ml Preferred  |QL (2 ML per 30 days)
subcutaneous
sumatriptan succinate tablet 100 mg oral Preferred |QL (9 EA per 1 Fill)
sumatriptan succinate tablet 25 mg oral Preferred |QL (18 EA per 1 Fill)
sumatriptan succinate tablet 50 mg oral Preferred |[QL (18 EA per 1 Fill)
. . Non
sumatriptan-naproxen sodium tablet 85-500 mg oral Preferred PA
TOSYMRA SOLUTION 10 MG/ACT NASAL (sumatriptan) Pre'\;‘ef:re 4 |PA; QL (6 EA per 30 days)
TREXIMET TABLET 85-500 MG ORAL (sumatriptan-naproxen Non PA
sodium) Preferred
ZEMBRACE SYMTOUCH SOLUTION AUTO-INJECTOR 3 Non PA
MG/0.5ML SUBCUTANEOUS (sumatriptan succinate) Preferred
s . Non
zolmitriptan solution 5 mg nasal Preferred PA
_ Non . .
zolmitriptan tablet 2.5 mg oral Preferred PA; QL (8 EA per 1 Fill)
_ Non . .
zolmitriptan tablet 5 mg oral Preferred PA; QL (8 EA per 1 Fill)
_ . . Non . .
zolmitriptan tablet dispersible 2.5 mg oral Preferred PA; QL (8 EA per 1 Fill)
_ . . Non . .
zolmitriptan tablet dispersible 5 mg oral Preferred PA; QL (8 EA per 1 Fill)
o Non . .
ZOMIG SOLUTION 2.5 MG NASAL (zolmitriptan) Preferred PA; QL (8 EA per 1 Fill)
ZOMIG SOLUTION 5 MG NASAL (zolmitriptan) Non PA
Preferred
_ Non . .
ZOMIG TABLET 2.5 MG ORAL (zo/mitriptan) Preferred PA; QL (8 EA per 1 Fill)
_ Non . .
ZOMIG TABLET 5 MG ORAL (zo/mitriptan) Preferred PA; QL (8 EA per 1 Fill)
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ANTIMIGRAINE AGENTS, OTHERS [CLOSED CLASS]
AIMOVIG SOLUTION AUTO-INJECTOR 140 MG/ML oreferred ?IA l\(,ﬁ_"g'et;";gogaaf)o,'zg)é QL
SUBCUTANEOUS (erenumab-aooe) (Min 15 Years) Ys)s
AIMOVIG SOLUTION AUTO-INJECTOR 70 MG/ML oreferred ?1A &f"%?'i?gaait)‘?ﬁé)g QL
SUBCUTANEOUS (erenumab-aooe) (Min 15 Years) ys)i
AJOVY SOLUTION AUTO-INJECTOR 225 MG/1.5ML preferred ?1A s(EnI/:EIbleer fgg thZS?AKéEQL
SUBCUTANEOUS (fremanezumab-vfrm) (M.in 18 $ears) ys)i
AJOVY SOLUTION PREFILLED SYRINGE 225 MG/1.5ML breferred Ef‘S(El\',:E'bfrfgg ?j:tos')'?AA)égL
SUBCUTANEOUS (fremanezumab-vfrm) (Mim 18 $ears) ys)i
EMGALITY (300 MG DOSE) SOLUTION PREFILLED SYRINGE Non PA; QL (3 ML per 30 days);
100 MG/ML SUBCUTANEOUS (galcanezumab-gnim) Preferred |AGE (Min 18 Years)
EMGALITY SOLUTION AUTO-INJECTOR 120 MG/ML PA (Eligible for auto-PA); QL
Preferred |(1 ML per 30 days); AGE
SUBCUTANEOUS (galcanezumab-gnim) (Min 18 Years)
EMGALITY SOLUTION PREFILLED SYRINGE 120 MG/ML PA (Eligible for autO_-PA); QL
Preferred |[(1 ML per 30 days); AGE
SUBCUTANEOUS (galcanezumab-gnim) (Min 18 Years)
. PA (Eligible for auto-PA); QL
SN;J/;:I;E;: TABLET DISPERSIBLE 75 MG ORAL (rimegepant Preferred |(18 EA per 30 days); AGE
(Min 18 Years)
Non PA; QL (1 EA per 1 day);
QULIPTA TABLET 10 MG ORAL (atogepant) preferred |AGE (Min 18 Years)
Non PA; QL (1 EA per 1 day);
QULIPTA TABLET 30 MG ORAL (atogepant) Preferred |AGE (Min 18 Years)
Non PA; QL (1 EA per 1 day);
QULIPTA TABLET 60 MG ORAL (atogepant) preferred |AGE (Min 18 Years)
.. . Non PA; QL (8 EA per 30 days);
REYVOW TABLET 100 MG ORAL (/lasmiditan succinate) Preferred |AGE (Min 18 Years)
- . Non PA; QL (8 EA per 30 days);
REYVOW TABLET 50 MG ORAL (lasmiditan succinate) Preferred |AGE (Min 18 Years)
TRUDHESA AEROSOL SOLUTION 0.725 MG/ACT NASAL Non . .
(dihydroergotamine mesylate hfa) Preferred PA; AGE (Min 18 Years)
PA (Eligible for auto-PA); QL
UBRELVY TABLET 100 MG ORAL (ubrogepant) Preferred |(16 EA per 30 days); AGE
(Min 18 Years)
PA (Eligible for auto-PA); QL
UBRELVY TABLET 50 MG ORAL (ubrogepant) Preferred |[(16 EA per 30 days); AGE
(Min 18 Years)
ZAVZPRET SOLUTION 10 MG/ACT NASAL (zavegepant hcl) Prel\t!g:red PA; AGE (Min 18 Years)
ANTIPSYCHOTICS: ATYPICAL [CLOSED CLASS]
ABILIFY ASIMTUFII PREFILLED SYRINGE 720 MG/2.4ML Non . .
INTRAMUSCULAR (aripiprazole) preferred |P77 AGE (Min 18 Years)
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ABILIFY ASIMTUFII PREFILLED SYRINGE 960 MG/3.2ML Non ] .
INTRAMUSCULAR (aripiprazole) preferred |/ AGE (Min 18 Years)
ABILIFY MYCITE MAINTENANCE KIT TABLET THERAPY PACK 10 Non ] .
MG ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE MAINTENANCE KIT TABLET THERAPY PACK 15 Non ] .
MG ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE MAINTENANCE KIT TABLET THERAPY PACK 2 Non ] .
MG ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE MAINTENANCE KIT TABLET THERAPY PACK 20 Non ) .
MG ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE MAINTENANCE KIT TABLET THERAPY PACK 30 Non ) .
MG ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE MAINTENANCE KIT TABLET THERAPY PACK 5 Non ) .
MG ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE STARTER KIT TABLET THERAPY PACK 10 MG Non ) .
ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE STARTER KIT TABLET THERAPY PACK 15 MG Non ) .
ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE STARTER KIT TABLET THERAPY PACK 2 MG Non ) .
ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE STARTER KIT TABLET THERAPY PACK 20 MG Non ) .
ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE STARTER KIT TABLET THERAPY PACK 30 MG Non ) .
ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
ABILIFY MYCITE STARTER KIT TABLET THERAPY PACK 5 MG Non ) .
ORAL (aripiprazole w/ sens-strip-pod) Preferred PA; AGE (Min 18 Years)
Non PA; QL (1 EA per 1 day);
ABILIFY TABLET 10 MG ORAL (aripiprazole) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (1 EA per 1 day);
ABILIFY TABLET 15 MG ORAL (aripiprazole) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (1 EA per 1 day);
ABILIFY TABLET 2 MG ORAL (aripiprazole) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (1 EA per 1 day);
ABILIFY TABLET 20 MG ORAL (aripiprazole) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (1 EA per 1 day);
ABILIFY TABLET 30 MG ORAL (aripiprazole) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (1 EA per 1 day);
ABILIFY TABLET 5 MG ORAL (aripiprazole) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
.. . Non . .
aripiprazole solution 1 mg/ml oral Preferred PA; AGE (Min 18 Years)
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QL (1 EA per 1 day); AGE
aripiprazole tablet 10 mg oral Preferred |(Min 18 Years); Max 90-day

supply per fill

QL (1 EA per 1 day); AGE
aripiprazole tablet 15 mg oral Preferred |[(Min 18 Years); Max 90-day

supply per fill

QL (1 EA per 1 day); AGE
aripiprazole tablet 2 mg oral Preferred |[(Min 18 Years); Max 90-day

supply per fill

QL (1 EA per 1 day); AGE
aripiprazole tablet 20 mg oral Preferred |(Min 18 Years); Max 90-day

supply per fill

QL (1 EA per 1 day); AGE
aripiprazole tablet 30 mg oral Preferred |[(Min 18 Years); Max 90-day

supply per fill

QL (1 EA per 1 day); AGE
aripiprazole tablet 5 mg oral Preferred |(Min 18 Years); Max 90-day

supply per fill
aripiprazole tablet dispersible 10 mg oral Prel\igg:re d PA; AGE (Min 18 Years)
aripiprazole tablet dispersible 15 mg oral Prel\igg:re d PA; AGE (Min 18 Years)
asenapine maleate tablet sublingual 10 mg sublingual Prel\igg:re d Ké’EQ(:Q“(nZ 1E éo‘ feearri)day);
asenapine maleate tablet sublingual 2.5 mg sublingual Prel\iig:re d 2’2’;%:;“(3 1E éa‘ feearrsl)day);
asenapine maleate tablet sublingual 5 mg sublingual Prel\iig:re d 2’2’;%:;“(3 1E éa‘ feearrsl)day);
CAPLYTA CAPSULE 10.5 MG ORAL (lumateperone tosylate) Prel\iig:red PA; AGE (Min 18 Years)
CAPLYTA CAPSULE 21 MG ORAL (lumateperone tosylate) Prel\iig:red PA; AGE (Min 18 Years)
CAPLYTA CAPSULE 42 MG ORAL (lumateperone tosylate) Non PA; AGE (Min 18 Years)

Preferred

clozapine tablet 100 mg oral Preferred |AGE (Min 18 Years)
clozapine tablet 200 mg oral Preferred |AGE (Min 18 Years)
clozapine tablet 25 mg oral Preferred |AGE (Min 18 Years)
clozapine tablet 50 mg oral Preferred |[AGE (Min 18 Years)
clozapine tablet dispersible 100 mg oral Prel\lig:re d PA; AGE (Min 18 Years)
clozapine tablet dispersible 12.5 mg oral Prel\lig:re d PA; AGE (Min 18 Years)
clozapine tablet dispersible 150 mg oral Prel\lig:re d PA; AGE (Min 18 Years)
clozapine tablet dispersible 200 mg oral Prel\lig:re d PA; AGE (Min 18 Years)
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. . . Non . .
clozapine tablet dispersible 25 mg oral Preferred PA; AGE (Min 18 Years)
. Non . .
CLOZARIL TABLET 100 MG ORAL (clozapine) Preferred PA; AGE (Min 18 Years)
. Non . .
CLOZARIL TABLET 200 MG ORAL (clozapine) Preferred PA; AGE (Min 18 Years)
. Non . .
CLOZARIL TABLET 25 MG ORAL (clozapine) Preferred PA; AGE (Min 18 Years)
. Non . .
CLOZARIL TABLET 50 MG ORAL (clozapine) Preferred PA; AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
FANAPT TABLET 1 MG ORAL (iloperidone) Preferred |AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
FANAPT TABLET 10 MG ORAL (iloperidone) Preferred |AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
FANAPT TABLET 12 MG ORAL (iloperidone) Preferred |AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
FANAPT TABLET 2 MG ORAL (iloperidone) Preferred |AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
FANAPT TABLET 4 MG ORAL (iloperidone) Preferred |AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
FANAPT TABLET 6 MG ORAL (iloperidone) Preferred |AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
FANAPT TABLET 8 MG ORAL (iloperidone) Preferred |AGE (Min 18 Years)
FANAPT TITRATION PACK TABLET 1 & 2 & 4 & 6 MG ORAL Non PA; AGE (Min 18 Years)
(iloperidone) Preferred
. . Non PA; AGE (Min 18 Years);
GEODON CAPSULE 20 MG ORAL (ziprasidone hcl) Preferred |Max 90-day supply per fil
. . Non PA; AGE (Min 18 Years);
GEODON CAPSULE 40 MG ORAL (ziprasidone hcl) Preferred |Max 90-day supply per fil
. . Non PA; AGE (Min 18 Years);
GEODON CAPSULE 60 MG ORAL (ziprasidone hcl) Preferred |Max 90-day supply per fil
. . Non PA; AGE (Min 18 Years);
GEODON CAPSULE 80 MG ORAL (ziprasidone hcl) Preferred |Max 90-day supply per fil
GEQDQN SOLUTION RECONSTITUTED 20 MG INTRAMUSCULAR Non PA; AGE (Min 18 Years)
(ziprasidone mesylate) Preferred
INVEGA TABLET EXTENDED RELEASE 24 HOUR 1.5 MG ORAL Non PA; QL (1 EA per 1 day);
(paliperidone) Preferred |AGE (Min 18 Years)
INVEGA TABLET EXTENDED RELEASE 24 HOUR 3 MG ORAL Non PA; QL (1 EA per 1 day);
(paliperidone) Preferred |AGE (Min 18 Years)
INVEGA TABLET EXTENDED RELEASE 24 HOUR 6 MG ORAL Non PA; QL (1 EA per 1 day);
(paliperidone) Preferred |AGE (Min 18 Years)
INVEGA TABLET EXTENDED RELEASE 24 HOUR 9 MG ORAL Non PA; QL (1 EA per 1 day);
(paliperidone) Preferred |AGE (Min 18 Years)
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Requirements/Limits

Status
Non PA; QL (1 EA per 1 day);
LATUDA TABLET 120 MG ORAL (/urasidone hcl) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (1 EA per 1 day);
LATUDA TABLET 20 MG ORAL (/urasidone hcl) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (1 EA per 1 day);
LATUDA TABLET 40 MG ORAL (lurasidone hcl) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (1 EA per 1 day);
LATUDA TABLET 60 MG ORAL (/urasidone hcl) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
Non PA; QL (2 EA per 1 day);
LATUDA TABLET 80 MG ORAL (/urasidone hcl) AGE (Min 18 Years); Max
Preferred !
90-day supply per fill
QL (1 EA per 1 day); AGE
lurasidone hcl tablet 120 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (1 EA per 1 day); AGE
lurasidone hcl tablet 20 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (1 EA per 1 day); AGE
lurasidone hcl tablet 40 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (1 EA per 1 day); AGE
lurasidone hcl tablet 60 mg oral Preferred |(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
lurasidone hcl tablet 80 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
LYBALVI TABLET 10-10 MG ORAL (olanzapine-samidorphan) Prel\lig:red PA; AGE (Min 18 Years)
LYBALVI TABLET 15-10 MG ORAL (olanzapine-samidorphan) Prel\lig:red PA; AGE (Min 18 Years)
LYBALVI TABLET 20-10 MG ORAL (olanzapine-samidorphan) Prel\lig:red PA; AGE (Min 18 Years)
LYBALVI TABLET 5-10 MG ORAL (olanzapine-samidorphan) Prel\ég:re d PA; AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
NUPLAZID CAPSULE 34 MG ORAL (pimavanserin tartrate) Preferred |AGE (Min 18 Years)
. . Non PA; QL (2 EA per 1 day);
NUPLAZID TABLET 10 MG ORAL (pimavanserin tartrate) Preferred |AGE (Min 18 Years)
. . . . AGE (Min 18 Years); Max
olanzapine solution reconstituted 10 mg intramuscular Preferred 90-day supply per fill
. AGE (Min 18 Years); Max
olanzapine tablet 10 mg oral Preferred 90-day supply per fill
olanzapine tablet 15 mg oral Preferred AGE (Min 18 Years); Max

90-day supply per fill
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Formulary
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oral

Status
. AGE (Min 18 Years); Max
olanzapine tablet 2.5 mg oral Preferred 90-day supply per fil
. AGE (Min 18 Years); Max
olanzapine tablet 20 mg oral Preferred 90-day supply per fill
. AGE (Min 18 Years); Max
olanzapine tablet 5 mg oral Preferred 90-day supply per fill
. AGE (Min 18 Years); Max
olanzapine tablet 7.5 mg oral Preferred 90-day supply per fill
. . . AGE (Min 18 Years); Max
olanzapine tablet dispersible 10 mg oral Preferred 90-day supply per fil
. . . AGE (Min 18 Years); Max
olanzapine tablet dispersible 15 mg oral Preferred 90-day supply per fill
. . . AGE (Min 18 Years); Max
olanzapine tablet dispersible 20 mg oral Preferred 90-day supply per fil
. . . AGE (Min 18 Years); Max
olanzapine tablet dispersible 5 mg oral Preferred 90-day supply per fil
. . Non . .
olanzapine-fluoxetine hcl capsule 12-25 mg oral Preferred PA; AGE (Min 18 Years)
. . Non . .
olanzapine-fluoxetine hcl capsule 12-50 mg oral Preferred PA; AGE (Min 18 Years)
. . Non . .
olanzapine-fluoxetine hcl capsule 3-25 mg oral Preferred PA; AGE (Min 18 Years)
. . Non . .
olanzapine-fluoxetine hcl capsule 6-25 mg oral Preferred PA; AGE (Min 18 Years)
. . Non . .
olanzapine-fluoxetine hcl capsule 6-50 mg oral Preferred PA; AGE (Min 18 Years)
L Non PA; QL (1 EA per 1 day);
paliperidone er tablet extended release 24 hour 1.5 mg oral Preferred |AGE (Min 18 Years)
L Non PA; QL (1 EA per 1 day);
paliperidone er tablet extended release 24 hour 3 mg oral Preferred |AGE (Min 18 Years)
L Non PA; QL (1 EA per 1 day);
paliperidone er tablet extended release 24 hour 6 mg oral Preferred |AGE (Min 18 Years)
L Non PA; QL (1 EA per 1 day);
paliperidone er tablet extended release 24 hour 9 mg oral Preferred |AGE (Min 18 Years)

. QL (1 EA per 1 day); AGE
quetiapine fumarate er tablet extended release 24 hour 150 Preferred |(Min 18 Years); Max 90-day
mg oral .

supply per fill

. QL (1 EA per 1 day); AGE
quetiapine fumarate er tablet extended release 24 hour 200 Preferred |(Min 18 Years): Max 90-day
mg oral .

supply per fill
quetiapine fumarate er tablet extended release 24 hour 300 AGE (Min 18 Years); Max
Preferred !
mg oral 90-day supply per fill
quetiapine fumarate er tablet extended release 24 hour 400 AGE (Min 18 Years); Max
Preferred !
mg oral 90-day supply per fill
quetiapine fumarate er tablet extended release 24 hour 50 mg Preferred AGE (Min 18 Years); Max

90-day supply per fill
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Formulary
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quetiapine fumarate tablet 100 mg oral Preferred ég—ile(lt//“snu éﬁljepaé‘rs}i;llMax
quetiapine fumarate tablet 150 mg oral Preferred |[AGE (Min 18 Years)
quetiapine fumarate tablet 200 mg oral Preferred 'g‘g_%él\y/“snu églzepaerrs}i;”Max
quetiapine fumarate tablet 25 mg oral Preferred 'g‘g_%él\y/“snu églzepaerrs}i;”Max
quetiapine fumarate tablet 300 mg oral Preferred 'g‘g_%él\y/“snu églzepaerrs}i;”Max
quetiapine fumarate tablet 400 mg oral Preferred 'g‘g_%él\y/“snu églzepaerrs}i;”Max
quetiapine fumarate tablet 50 mg oral Preferred 'g‘g_%él\y/“snu églzepaerrs}i;”Max
REXULTI TABLET 0.25 MG ORAL (brexpiprazole) Prel\lig:red PA; AGE (Min 18 Years)
REXULTI TABLET 0.5 MG ORAL (brexpiprazole) Prel\lig:red PA; AGE (Min 18 Years)
REXULTI TABLET 1 MG ORAL (brexpiprazole) Prel\lig:re d PA; AGE (Min 18 Years)
REXULTI TABLET 2 MG ORAL (brexpiprazole) Prel\lig:re d PA; AGE (Min 18 Years)
REXULTI TABLET 3 MG ORAL (brexpiprazole) Prel\lig:re d PA; AGE (Min 18 Years)
REXULTI TABLET 4 MG ORAL (brexpiprazole) Prel\lig:re d PA; AGE (Min 18 Years)
Non PA; QL (2 ML per 1 day);
RISPERDAL SOLUTION 1 MG/ML ORAL (risperidone) Preferred AGE (Min 18 Years); Max
90-day supply per fill
Non PA; QL (2 EA per 1 day);
RISPERDAL TABLET 0.5 MG ORAL (risperidone) Preferred AGE (Min 18 Years); Max
90-day supply per fill
Non PA; QL (2 EA per 1 day);
RISPERDAL TABLET 1 MG ORAL (risperidone) Preferred AGE (Min 18 Years); Max
90-day supply per fill
Non PA; QL (2 EA per 1 day);
RISPERDAL TABLET 2 MG ORAL (risperidone) Preferred AGE (Min 18 Years); Max
90-day supply per fill
Non PA; QL (2 EA per 1 day);
RISPERDAL TABLET 3 MG ORAL (risperidone) Preferred AGE (Min 18 Years); Max
90-day supply per fill
Non PA; QL (2 EA per 1 day);
RISPERDAL TABLET 4 MG ORAL (risperidone) Preferred AGE (Min 18 Years); Max
90-day supply per fill
QL (2 ML per 1 day); AGE
risperidone solution 1 mg/ml oral Preferred |[(Min 18 Years); Max 90-day

supply per fill
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Drug Name

Formulary

Requirements/Limits

Status
QL (2 EA per 1 day); AGE
risperidone tablet 0.25 mg oral Preferred |(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet 0.5 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet 1 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet 2 mg oral Preferred |(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet 3 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet 4 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet dispersible 0.25 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet dispersible 0.5 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet dispersible 1 mg oral Preferred |(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet dispersible 2 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet dispersible 3 mg oral Preferred |[(Min 18 Years); Max 90-day
supply per fill
QL (2 EA per 1 day); AGE
risperidone tablet dispersible 4 mg oral Preferred |(Min 18 Years); Max 90-day
supply per fill
SAPHRIS TABLET SUBLINGUAL 10 MG SUBLINGUAL (asenapine Non PA; QL (2 EA per 1 day);
maleate) Preferred |AGE (Min 18 Years)
SAPHRIS TABLET SUBLINGUAL 2.5 MG SUBLINGUAL Non PA; QL (2 EA per 1 day);
(asenapine maleate) Preferred |[AGE (Min 18 Years)
SAPHRIS TABLET SUBLINGUAL 5 MG SUBLINGUAL (asenapine Non PA; QL (2 EA per 1 day);
maleate) Preferred |AGE (Min 18 Years)
SECUADO PATCH 24 HOUR 3.8 MG/24HR TRANSDERMAL Non PA
(asenapine) Preferred
SECUADO PATCH 24 HOUR 5.7 MG/24HR TRANSDERMAL Non PA
(asenapine) Preferred
SECUADO PATCH 24 HOUR 7.6 MG/24HR TRANSDERMAL Non PA
(asenapine) Preferred

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
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Drug Name

Formulary
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Status
. Non PA; AGE (Min 18 Years);
SEROQUEL TABLET 100 MG ORAL (quetiapine fumarate) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
SEROQUEL TABLET 200 MG ORAL (quetiapine fumarate) Preferred |Max 90-day supply per fil
L Non PA; AGE (Min 18 Years);
SEROQUEL TABLET 25 MG ORAL (quetiapine fumarate) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
SEROQUEL TABLET 300 MG ORAL (quetiapine fumarate) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
SEROQUEL TABLET 400 MG ORAL (quetiapine fumarate) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
SEROQUEL TABLET 50 MG ORAL (quetiapine fumarate) Preferred |Max 90-day supply per fil
SEROQUEL XR TABLET EXTENDED RELEASE 24 HOUR 150 MG Non PA; QL (1 EA per 1 day);
. AGE (Min 18 Years); Max
ORAL (quetiapine fumarate) Preferred !
90-day supply per fill
SEROQUEL XR TABLET EXTENDED RELEASE 24 HOUR 200 MG Non  |PA; QL (1 EA per1 day);
o AGE (Min 18 Years); Max
ORAL (quetiapine fumarate) Preferred !
90-day supply per fill
SEROQUEL XR TABLET EXTENDED RELEASE 24 HOUR 300 MG Non PA; AGE (Min 18 Years);
ORAL (quetiapine fumarate) Preferred [Max 90-day supply per fill
SEROQUEL XR TABLET EXTENDED RELEASE 24 HOUR 400 MG Non PA; AGE (Min 18 Years);
ORAL (quetiapine fumarate) Preferred [Max 90-day supply per fill
SEROQUEL XR TABLET EXTENDED RELEASE 24 HOUR 50 MG Non PA; AGE (Min 18 Years);
ORAL (quetiapine fumarate) Preferred [Max 90-day supply per fill
SYMBYAX CAPSULE 3-25 MG ORAL (olanzapine-fluoxetine hcl) Prel\lig:red PA; AGE (Min 18 Years)
SYMBYAX CAPSULE 6-25 MG ORAL (olanzapine-fluoxetine hcl) Prel\lig:red PA; AGE (Min 18 Years)
VERSACLOZ SUSPENSION 50 MG/ML ORAL (clozapine) Prel\lig:red PA; AGE (Min 18 Years)
AGE (Min 18 Years);
VRAYLAR CAPSULE 1.5 MG ORAL (cariprazine hcl) Preferred [Maximum 90-day supply per
fill
AGE (Min 18 Years);
VRAYLAR CAPSULE 3 MG ORAL (cariprazine hcl) Preferred |Maximum 90-day supply per
fill
AGE (Min 18 Years);
VRAYLAR CAPSULE 4.5 MG ORAL (cariprazine hcl) Preferred |Maximum 90-day supply per
fill
AGE (Min 18 Years);
VRAYLAR CAPSULE 6 MG ORAL (cariprazine hcl) Preferred [Maximum 90-day supply per
fill
VRAYLAR' CAPSULE THERAPY PACK 1.5 & 3 MG ORAL Preferred |AGE (Min 18 Years)
(cariprazine hcl)
ziprasidone hcl capsule 20 mg oral Preferred AGE (Min 18 Years); Max

90-day supply per fill
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Formulary

Requirements/Limits

INTRAMUSCULAR (aripiprazole lauroxil)

Status
. . AGE (Min 18 Years); Max
ziprasidone hcl capsule 40 mg oral Preferred 90-day supply per fil
. . AGE (Min 18 Years); Max
ziprasidone hcl capsule 60 mg oral Preferred 90-day supply per fil
. . AGE (Min 18 Years); Max
ziprasidone hcl capsule 80 mg oral Preferred 90-day supply per fil
;/praS/done mesylate solution reconstituted 20 mg Non PA; AGE (Min 18 Years)
intramuscular Preferred
ZYPREXA SOLUTION RECONSTITUTED 10 MG Non PA; AGE (Min 18 Years);
INTRAMUSCULAR (olanzapine) Preferred |Max 90-day supply per fill
. Non PA; AGE (Min 18 Years);
ZYPREXA TABLET 10 MG ORAL (olanzapine) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
ZYPREXA TABLET 15 MG ORAL (olanzapine) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
ZYPREXA TABLET 2.5 MG ORAL (olanzapine) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
ZYPREXA TABLET 20 MG ORAL (olanzapine) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
ZYPREXA TABLET 5 MG ORAL (olanzapine) Preferred |Max 90-day supply per fil
. Non PA; AGE (Min 18 Years);
ZYPREXA TABLET 7.5 MG ORAL (olanzapine) Preferred |Max 90-day supply per fil
ZYPREXA ZYDIS TABLET DISPERSIBLE 10 MG ORAL Non PA; AGE (Min 18 Years);
(olanzapine) Preferred |Max 90-day supply per fill
ZYPREXA ZYDIS TABLET DISPERSIBLE 15 MG ORAL Non PA; AGE (Min 18 Years);
(olanzapine) Preferred |Max 90-day supply per fill
ZYPREXA ZYDIS TABLET DISPERSIBLE 20 MG ORAL Non PA; AGE (Min 18 Years);
(olanzapine) Preferred |Max 90-day supply per fill
ZYPREXA ZYDIS TABLET DISPERSIBLE 5 MG ORAL Non PA; AGE (Min 18 Years);
(olanzapine) Preferred |Max 90-day supply per fill
ANTIPSYCHOTICS: ATYPICAL, LONG-ACTING
INJECTABLE [CLOSED CLASS]
ABILIFY MAINTENA PREFILLED SYRINGE 300 MG .
INTRAMUSCULAR (aripiprazole) Preferred |AGE (Min 18 Years)
ABILIFY MAINTENA PREFILLED SYRINGE 400 MG .
INTRAMUSCULAR (aripiprazole) Preferred |AGE (Min 18 Years)
ABILIFY MAINTENA SUSPENSION RECONSTITUTED ER 300 MG .
INTRAMUSCULAR (aripiprazole) Preferred |AGE (Min 18 Years)
ABILIFY MAINTENA SUSPENSION RECONSTITUTED ER 400 MG .
INTRAMUSCULAR (aripiprazole) Preferred |AGE (Min 18 Years)
ARISTADA INITIO PREFILLED SYRINGE 675 MG/2.4ML Preferred AGE (Min 18 Years); Max
INTRAMUSCULAR (aripiprazole lauroxil) 60-day supply per fill
ARISTADA PREFILLED SYRINGE 1064 MG/3.9ML Preferred AGE (Min 18 Years); Max
INTRAMUSCULAR (aripiprazole lauroxil) 60-day supply per fill
ARISTADA PREFILLED SYRINGE 441 MG/1.6ML Preferred AGE (Min 18 Years); Max

60-day supply per fill
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ARISTADA PREFILLED SYRINGE 662 MG/2.4ML oreferred  |AGE (Min 18 Years); Max
INTRAMUSCULAR (aripiprazole lauroxil) 60-day supply per fill
ARISTADA PREFILLED SYRINGE 882 MG/3.2ML oreferred  |AGE (Min 18 Years); Max
INTRAMUSCULAR (aripiprazole lauroxil) 60-day supply per fill
INVEGA HAFYERA SUSPENSION PREFILLED SYRINGE 1092 .
MG/3.5ML INTRAMUSCULAR (paliperidone palmitate) Preferred  |AGE (Min 18 Years)
INVEGA HAFYERA SUSPENSION PREFILLED SYRINGE 1560 .
MG/5SML INTRAMUSCULAR (paliperidone palmitate) Preferred  |AGE (Min 18 Years)
INVEGA SUSTENNA SUSPENSION PREFILLED SYRINGE 117 .
MG/0.75ML INTRAMUSCULAR (paliperidone palmitate) Preferred |AGE (Min 18 Years)
INVEGA SUSTENNA SUSPENSION PREFILLED SYRINGE 156 .
MG/ML INTRAMUSCULAR (paliperidone palmitate) Preferred |AGE (Min 18 Years)
INVEGA SUSTENNA SUSPENSION PREFILLED SYRINGE 234 .
MG/1.5ML INTRAMUSCULAR (paliperidone palmitate) Preferred |AGE (Min 18 Years)
INVEGA SUSTENNA SUSPENSION PREFILLED SYRINGE 39 .
MG/0.25ML INTRAMUSCULAR (paliperidone palmitate) Preferred |AGE (Min 18 Years)
INVEGA SUSTENNA SUSPENSION PREFILLED SYRINGE 78 .
MG/0.5ML INTRAMUSCULAR (paliperidone palmitate) Preferred |AGE (Min 18 Years)
INVEGA TRINZA SUSPENSION PREFILLED SYRINGE 273 oreferred  |AGE (Min 18 Years); Max
MG/0.88ML INTRAMUSCULAR (paliperidone palmitate) 90-day supply per fill
INVEGA TRINZA SUSPENSION PREFILLED SYRINGE 410 oreferred  |AGE (Min 18 Years); Max
MG/1.32ML INTRAMUSCULAR (paliperidone palmitate) 90-day supply per fill
INVEGA TRINZA SUSPENSION PREFILLED SYRINGE 546 oreferred  |AGE (Min 18 Years); Max
MG/1.75ML INTRAMUSCULAR (paliperidone palmitate) 90-day supply per fill
INVEGA TRINZA SUSPENSION PREFILLED SYRINGE 819 oreferred  |AGE (Min 18 Years); Max
MG/2.63ML INTRAMUSCULAR (paliperidone palmitate) 90-day supply per fill
PERSERIS PREFILLED SYRINGE 120 MG SUBCUTANEOUS preferred |AGE (Min 18 Years)
(risperidone)
PERSERIS PREFILLED SYRINGE 90 MG SUBCUTANEOUS preferred |AGE (Min 18 Years)
(risperidone)
RISPERDAL CONSTA SUSPENSION RECONSTITUTED ER 12.5 .
MG INTRAMUSCULAR (risperidone microspheres) Preferred | AGE (Min 18 Years)
RISPERDAL CONSTA SUSPENSION RECONSTITUTED ER 25 MG | .. [QL (2 EA per 28 days); AGE
INTRAMUSCULAR (risperidone microspheres) (Min 18 Years)
RISPERDAL CONSTA SUSPENSION RECONSTITUTED ER 37.5 oreferred | QL (2 EA per 28 days); AGE
MG INTRAMUSCULAR (risperidone microspheres) (Min 18 Years)
RISPERDAL CONSTA SUSPENSION RECONSTITUTED ER 50 MG | .. |QL (2 EA per 28 days); AGE
INTRAMUSCULAR (risperidone microspheres) (Min 18 Years)
UZEDY SUSPENSION PREFILLED SYRINGE 100 MG/0.28ML Non _ .
SUBCUTANEOUS (risperidone) preferred |PA7 AGE (Min 18 Years)
UZEDY SUSPENSION PREFILLED SYRINGE 125 MG/0.35ML Non _ .
SUBCUTANEOUS (risperidone) preferred |7/ AGE (Min 18 Years)
UZEDY SUSPENSION PREFILLED SYRINGE 150 MG/0.42ML Non _ .
SUBCUTANEOUS (risperidone) preferred |7/ AGE (Min 18 Years)
UZEDY SUSPENSION PREFILLED SYRINGE 200 MG/0.56ML Non _ .
SUBCUTANEOUS (risperidone) preferred |PA7 AGE (Min 18 Years)
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UZEDY SUSPENSION PREFILLED SYRINGE 250 MG/0.7ML Non ] .
SUBCUTANEOUS (risperidone) preferred |PA7 AGE (Min 18 Years)
UZEDY SUSPENSION PREFILLED SYRINGE 50 MG/0.14ML Non ] .
SUBCUTANEOUS (risperidone) preferred |PA7 AGE (Min 18 Years)
UZEDY SUSPENSION PREFILLED SYRINGE 75 MG/0.21ML Non ] .
SUBCUTANEOUS (risperidone) preferred |PA7 AGE (Min 18 Years)
ZYPREXA RELPREVV SUSPENSION RECONSTITUTED 210 MG Non ] .
INTRAMUSCULAR (olanzapine pamoate) Preferred PA; AGE (Min 18 Years)
ZYPREXA RELPREVV SUSPENSION RECONSTITUTED 300 MG Non ) .
INTRAMUSCULAR (olanzapine pamoate) Preferred PA; AGE (Min 18 Years)
ZYPREXA RELPREVV SUSPENSION RECONSTITUTED 405 MG Non ) .
INTRAMUSCULAR (olanzapine pamoate) Preferred PA; AGE (Min 18 Years)
ANTIPSYCHOTICS: TYPICAL [CLOSED CLASS]
ADASUVE AEROSOL POWDER BREATH ACTIVATED 10 MG Non PA
INHALATION (/oxapine) Preferred
chlorpromazine hcl concentrate 100 mg/ml oral Preferred |AGE (Min 18 Years)
chlorpromazine hcl concentrate 30 mg/ml oral Preferred |[AGE (Min 18 Years)
chlorpromazine hcl solution 25 mg/ml injection Preferred |AGE (Min 18 Years)
chlorpromazine hcl solution 50 mg/2ml injection Preferred |AGE (Min 18 Years)
chlorpromazine hcl tablet 10 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
chlorpromazine hcl tablet 100 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
chlorpromazine hcl tablet 200 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
chlorpromazine hcl tablet 25 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
chlorpromazine hcl tablet 50 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
fluphenazine decanoate solution 25 mg/ml injection Preferred AGE (Min 18 Years).; Max
90-day supply per fill
fluphenazine hcl concentrate 5 mg/ml oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
. . AGE (Min 18 Years); Max
fluphenazine hcl elixir 2.5 mg/5ml oral Preferred 90-day supply per fill
fluphenazine hcl solution 2.5 mg/ml injection Preferred |AGE (Min 18 Years)
fluphenazine hcl tablet 1 mg oral Preferred AGE (Min 18 Years)_; Max
90-day supply per fill
fluphenazine hcl tablet 10 mg oral Preferred AGE (Min 18 Years)_; Max
90-day supply per fill
fluphenazine hcl tablet 2.5 mg oral Preferred AGE (Min 18 Years)_; Max
90-day supply per fill
fluphenazine hcl tablet 5 mg oral Preferred AGE (Min 18 Years); Max

90-day supply per fill
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HALDOL DECANOATE SOLUTION 100 MG/ML INTRAMUSCULAR Non PA; AGE (Min 18 Years);
(haloperidol decanoate) Preferred |Max 90-day supply per fill
HALDOL DECANOATE SOLUTION 50 MG/ML INTRAMUSCULAR Non PA; AGE (Min 18 Years);
(haloperidol decanoate) Preferred |Max 90-day supply per fill
haloperidol decanoate solution 100 mg/ml intramuscular Preferred AGE (Min 18 Years).; Max
90-day supply per fill
haloperidol decanoate solution 50 mg/ml intramuscular Preferred AGE (Min 18 Years).; Max
90-day supply per fill
haloperidol lactate concentrate 2 mg/ml oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
haloperidol lactate solution 5 mg/ml injection Preferred |[AGE (Min 18 Years)
haloperidol tablet 0.5 mg oral Preferred AGE (Min 18 Years)_; Max
90-day supply per fill
haloperidol tablet 1 mg oral Preferred AGE (Min 18 Years)_; Max
90-day supply per fill
haloperidol tablet 10 mg oral Preferred AGE (Min 18 Years)_; Max
90-day supply per fill
haloperidol tablet 2 mg oral Preferred AGE (Min 18 Years)_; Max
90-day supply per fill
haloperidol tablet 20 mg oral Preferred  |AGE (Min 18 Years); Max
90-day supply per fill
haloperidol tablet 5 mg oral Preferred AGE (Min 18 Years)_; Max
90-day supply per fill
. . AGE (Min 18 Years); Max
loxapine succinate capsule 10 mg oral Preferred 90-day supply per fill
. . AGE (Min 18 Years); Max
loxapine succinate capsule 25 mg oral Preferred 90-day supply per fill
. . AGE (Min 18 Years); Max
loxapine succinate capsule 5 mg oral Preferred 90-day supply per fill
. . AGE (Min 18 Years); Max
loxapine succinate capsule 50 mg oral Preferred 90-day supply per fill
molindone hcl tablet 10 mg oral Non  IpA. AGE (Min 18 Years)
Preferred
molindone hcl tablet 25 mg oral Non  IpA. AGE (Min 18 Years)
Preferred
molindone hcl tablet 5 mg oral Non  IpA. AGE (Min 18 Years)
Preferred
. AGE (Min 18 Years); Max
perphenazine tablet 16 mg oral Preferred 90-day supply per fill
. AGE (Min 18 Years); Max
perphenazine tablet 2 mg oral Preferred 90-day supply per fil
. AGE (Min 18 Years); Max
perphenazine tablet 4 mg oral Preferred 90-day supply per fil
perphenazine tablet 8 mg oral Preferred AGE (Min 18 Years); Max

90-day supply per fill
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o . ) AGE (Min 18 Years); Max
perphenazine-amitriptyline tablet 2-10 mg oral Preferred 90-day supply per fil
o . ) AGE (Min 18 Years); Max
perphenazine-amitriptyline tablet 2-25 mg oral Preferred 90-day supply per fill
o . ) AGE (Min 18 Years); Max
perphenazine-amitriptyline tablet 4-10 mg oral Preferred 90-day supply per fill
o . ) AGE (Min 18 Years); Max
perphenazine-amitriptyline tablet 4-25 mg oral Preferred 90-day supply per fill
o . ) AGE (Min 18 Years); Max
perphenazine-amitriptyline tablet 4-50 mg oral Preferred 90-day supply per fil
. . Non . .
pimozide tablet 1 mg oral Preferred PA; AGE (Min 18 Years)
. . Non . .
pimozide tablet 2 mg oral Preferred PA; AGE (Min 18 Years)
thioridazine hcl tablet 10 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
thioridazine hcl tablet 100 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
thioridazine hcl tablet 25 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
thioridazine hcl tablet 50 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
thiothixene capsule 1 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
thiothixene capsule 10 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
thiothixene capsule 2 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
thiothixene capsule 5 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
trifluoperazine hcl tablet 1 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
trifluoperazine hcl tablet 10 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
trifluoperazine hcl tablet 2 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
trifluoperazine hcl tablet 5 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
BENIGN PROSTATIC HYPERTROPHY (BPH) [OPEN
CLASS]
alfuzosin hcl er tablet extended release 24 hour 10 mg oral Preferred [Max 90-day supply per fill
AVODART CAPSULE 0.5 MG ORAL (dutasteride) Non |PA; Max 90-day supply per
Preferred |fill
CIALIS TABLET 2.5 MG ORAL (tadalafil) Non PA; AGE (Min 18 Years)
Preferred
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CIALIS TABLET 5 MG ORAL (tadalafil) Non PA; AGE (Min 18 Years)
Preferred
dutasteride capsule 0.5 mg oral Preferred [Max 90-day supply per fill
dutasteride-tamsulosin hcl capsule 0.5-0.4 mg oral Non PA
Preferred
ENTADFI CAPSULE 5-5 MG ORAL (finasteride-tadalafil) Prel\lig:red PA; AGE (Min 18 Years)
finasteride tablet 5 mg oral Preferred [Max 90-day supply per fill
FLOMAX CAPSULE 0.4 MG ORAL (tamsulosin hcl) Non PA; Max 90-day supply per
Preferred ([fill
JALYN CAPSULE 0.5-0.4 MG ORAL (dutasteride-tamsulosin hcl) Non PA
Preferred
PROSCAR TABLET 5 MG ORAL (finasteride) Non PA; Max 90-day supply per
Preferred ([fill
RAPAFLO CAPSULE 4 MG ORAL (silodosin) Non PA
Preferred
RAPAFLO CAPSULE 8 MG ORAL (silodosin) Non PA
Preferred
silodosin capsule 4 mg oral Non PA
p g Preferred
silodosin capsule 8 mg oral Non PA
p g Preferred
tadalafil tablet 2.5 mg oral Non PA; AGE (Min 18 Years)
Preferred
tadalafil tablet 5 mg oral Non PA; AGE (Min 18 Years)
Preferred
tamsulosin hcl capsule 0.4 mg oral Preferred [Max 90-day supply per fill
BILE SALTS [OPEN CLASS]
BYLVAY (PELLETS) CAPSULE SPRINKLE 200 MCG ORAL Non
.. PA
(odevixibat) Preferred
BYLVAY (PELLETS) CAPSULE SPRINKLE 600 MCG ORAL Non
.. PA
(odevixibat) Preferred
BYLVAY CAPSULE 1200 MCG ORAL (odevixibat) Non PA
Preferred
BYLVAY CAPSULE 400 MCG ORAL (odevixibat) Non PA
Preferred
CHENODAL TABLET 250 MG ORAL (chenodiol) Non PA
Preferred
CHOLBAM CAPSULE 250 MG ORAL (cholic acid) Non PA
Preferred
CHOLBAM CAPSULE 50 MG ORAL (cholic acid) Non PA
Preferred
LIVMARLI SOLUTION 9.5 MG/ML ORAL (maralixibat chloride) Non PA
Preferred
OCALIVA TABLET 10 MG ORAL (obeticholic acid) Non PA
Preferred
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OCALIVA TABLET 5 MG ORAL (obeticholic acid) Non PA
Preferred
RELTONE CAPSULE 200 MG ORAL (ursodiol) Non PA
Preferred
RELTONE CAPSULE 400 MG ORAL (ursodiol) Non PA
Preferred
URSO 250 TABLET 250 MG ORAL (ursodiol) Non ~ |PA; Max 90-day supply per
Preferred ([fill
URSO FORTE TABLET 500 MG ORAL (ursodiol) Non PA
Preferred
ursodiol capsule 300 mg oral Preferred [Max 90-day supply per fill
ursodiol tablet 250 mg oral Preferred |Max 90-day supply per fill
ursodiol tablet 500 mg oral Preferred
BONE RESORPTION SUPPRESSION: BISPHOSPHONATES
[OPEN CLASS]
ACTONEL TABLET 150 MG ORAL (risedronate sodium) Non PA
Preferred
ACTONEL TABLET 35 MG ORAL (risedronate sodium) Non PA
Preferred
alendronate sodium solution 70 mg/75ml oral Non RA; Max 90-day supply per
Preferred ([fill
alendronate sodium tablet 10 mg oral Preferred |Max 90-day supply per fill
alendronate sodium tablet 35 mg oral Preferred |Max 90-day supply per fill
alendronate sodium tablet 5 mg oral Preferred [Max 90-day supply per fill
alendronate sodium tablet 70 mg oral Preferred [Max 90-day supply per fill
ATELVIA TABLET DELAYED RELEASE 35 MG ORAL (risedronate Non PA
sodium) Preferred
FOSAMAX PLUS D TABLET 70-2800 MG-UNIT ORAL Non PA
(alendronate-cholecalciferol) Preferred
FOSAMAX PLUS D TABLET 70-5600 MG-UNIT ORAL Non PA
(alendronate-cholecalciferol) Preferred
FOSAMAX TABLET 70 MG ORAL (alendronate sodium) Non PA; Max 90-day supply per
Preferred ([fill
ibandronate sodium tablet 150 mg oral Preferred |Max 90-day supply per fill
risedronate sodium tablet 150 mg oral Non PA
Preferred
risedronate sodium tablet 30 mg oral Non PA
Preferred
risedronate sodium tablet 35 mg oral Non PA
Preferred
. . Non
risedronate sodium tablet 5 mg oral PA
Preferred
risedronate sodium tablet delayed release 35 mg oral Non PA
Preferred
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BONE RESORPTION SUPPRESSION: CALCITONINS
[OPEN CLASS]
calcitonin (salmon) solution 200 unit/act nasal Preferred [Max 90-day supply per fill
BONE RESORPTION SUPPRESSION: OTHER [OPEN
CLASS]
EVISTA TABLET 60 MG ORAL (raloxifene hcl) Non ~ |PA; Max 90-day supply per
Preferred |fill
raloxifene hcl tablet 60 mg oral Preferred |Max 90-day supply per fill
TYMLOS SOLUTION PEN-INJECTOR 3120 MCG/1.56ML Non PA
SUBCUTANEOUS (abaloparatide) Preferred
BRONCHODILATORS, LONG ACTING BETA ADRENERGICS
(LABA) [OPEN CLASS]
arformoterol tartrate nebulization solution 15 mcg/2ml Non
; ; PA
inhalation Preferred
arformoterol tartrate nebulization solution 15 mcg/2ml
; ; Preferred
inhalation
BROVANA NEBULIZATION SOLUTION 15 MCG/2ML Non PA
INHALATION (arformoterol tartrate) Preferred
formoterol fumarate nebulization solution 20 mcg/2ml Non PA
inhalation Preferred
PERFOROMIST NEBULIZATION SOLUTION 20 MCG/2ML Non PA
INHALATION (formoterol fumarate) Preferred
SEREVENT DISKUS AEROSOL POWDER BREATH ACTIVATED 50 Preferred  |Max 90-dav supplv per fill
MCG/ACT INHALATION (salmeterol xinafoate) Y Supply p
STRIVERDI RESPIMAT AEROSOL SOLUTION 2.5 MCG/ACT Preferred
INHALATION (olodaterol hcl)
BRONCHODILATORS, SHORT ACTING BETA ADRENERGIC
[OPEN CLASS]
q/buter_o/ sulfate hfa aerosol solution 108 (90 base) mcg/act Preferred  |Max 90-day supply per fil
inhalation
L ) o
q/buter_o/ sulfate nebulization solution (2.5 mg/3ml) 0.083% Preferred  |Max 90-day supply per fil
inhalation
q/buter_o/ sulfate nebulization solution (5 mg/ml) 0.5% Preferred
inhalation
albuterol sulfate nebulization solution 0.63 mg/3ml inhalation Preferred [Max 90-day supply per fill
albuterol sulfate nebulization solution 1.25 mg/3ml inhalation Preferred |Max 90-day supply per fill
albuterol sulfate nebulization solution 2.5 mg/0.5ml inhalation Preferred
levalbuterol hcl nebulization solution 0.31 mg/3ml inhalation Non PA
Preferred
levalbuterol hcl nebulization solution 0.63 mg/3ml inhalation Non PA
Preferred
levalbuterol hcl nebulization solution 1.25 mg/0.5ml inhalation Non PA
Preferred
levalbuterol hcl nebulization solution 1.25 mg/3ml inhalation Non PA
Preferred
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levalbuterol tartrate aerosol 45 mcg/act inhalation Non PA
Preferred
PROAIR DIGIHALER AEROSOL POWDER BREATH ACTIVATED Non
108 (90 BASE) MCG/ACT INHALATION (albuterol sulfate PA
Preferred
(sensor))
PROAIR RESPICLICK AEROSOL POWDER BREATH ACTIVATED Non PA
108 (90 BASE) MCG/ACT INHALATION (albuterol sulfate) Preferred
PROVENTIL HFA AEROSOL SOLUTION 108 (90 BASE) MCG/ACT Non PA; Max 90-day supply per
INHALATION (albuterol sulfate) Preferred |fill
VENTOLIN HFA AEROSOL SOLUTION 108 (90 BASE) MCG/ACT Preferred |Max 90-dav supplv per fill
INHALATION (albuterol sulfate) Y supply p
XOPENEX HFA AEROSOL 45 MCG/ACT INHALATION Non PA
(levalbuterol tartrate) Preferred
CEPHALOSPORINS, ORAL [OPEN CLASS]
cefaclor capsule 250 mg oral Preferred
cefaclor capsule 500 mg oral Preferred
cefaclor er tablet extended release 12 hour 500 mg oral Non PA
Preferred
. . Non
cefaclor suspension reconstituted 125 mg/5ml oral Preferred PA
. . Non
cefaclor suspension reconstituted 375 mg/5ml oral Preferred PA
cefdinir capsule 300 mg oral Preferred
cefdinir suspension reconstituted 125 mg/5ml oral Preferred
cefdinir suspension reconstituted 250 mg/5ml oral Preferred
. Non
cefixime capsule 400 mg oral Preferred PA
. . . Non
cefixime suspension reconstituted 100 mg/5ml oral Preferred PA
. . . Non
cefixime suspension reconstituted 200 mg/5ml oral Preferred PA
cefpodoxime proxetil suspension reconstituted 100 mg/5ml Non PA
oral Preferred
. . . . Non
cefpodoxime proxetil suspension reconstituted 50 mg/5m/ oral Preferred PA
. . Non
cefpodoxime proxetil tablet 100 mg oral Preferred PA
. . Non
cefpodoxime proxetil tablet 200 mg oral Preferred PA
cefprozil suspension reconstituted 125 mg/5ml oral Preferred
cefprozil suspension reconstituted 250 mg/5ml oral Preferred
cefprozil tablet 250 mg oral Preferred
cefprozil tablet 500 mg oral Preferred
cefuroxime axetil tablet 250 mg oral Preferred
cefuroxime axetil tablet 500 mg oral Preferred
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SUPRAX CAPSULE 400 MG ORAL (cefixime) Non PA

Preferred
SUPRAX SUSPENSION RECONSTITUTED 200 MG/5ML ORAL Non PA
(cefixime) Preferred
SUPRAX SUSPENSION RECONSTITUTED 500 MG/5ML ORAL Non PA
(cefixime) Preferred
SUPRAX TABLET CHEWABLE 100 MG ORAL (cefixime) Non PA

Preferred
SUPRAX TABLET CHEWABLE 200 MG ORAL (cefixime) Non PA

Preferred
CONTRACEPTIVES (LONG-ACTING IUDS & INJECTABLE)
[OPEN CLASS]
DEPO-PROVERA SUSPENSION 150 MG/ML INTRAMUSCULAR Non PA; Max 365-day supply per
(medroxyprogesterone acetate) Preferred |fill
DEPO-PROVERA SUSPENSION PREFILLED SYRINGE 150 MG/ML Non PA; Max 365-day supply per
INTRAMUSCULAR (medroxyprogesterone acetate) Preferred |fill
DEPO-SUBQ PROVERA 104 SUSPENSION PREFILLED SYRINGE
104 MG/0.65ML SUBCUTANEOUS (medroxyprogesterone Preferred |Max 365-day supply per fill
acetate)
KYLEENA INTRAUTERINE DEVICE 19.5 MG INTRAUTERINE Preferred |Max 365-day supply per fil
(levonorgestrel)
LILETTA (52 MG) INTRAUTERINE DEVICE 20.1 MCG/DAY _ )
INTRAUTERINE (/evonorgestrel) Preferred [Max 365-day supply per fill
medroxyprogesterone acetate suspension 150 mg/ml Preferred |Max 365-day supply per fil
intramuscular
medroxyprogesterone acetate suspension prefilled syringe 150 Preferred  |Max 365-day supply per fil
mg/ml intramuscular
MIRENA (52 MG) INTRAUTERINE DEVICE 20 MCG/DAY _ )
INTRAUTERINE (Jevonorgestrel) Preferred [Max 365-day supply per fill
NEXPLANON IMPLANT 68 MG SUBCUTANEQUS (etonogestrel) Preferred |Max 365-day supply per fill
PARAGARD INTRAUTERINE COPPER INTRAUTERINE DEVICE preferred  |Max 365-dav supoly per fill
INTRAUTERINE (copper) Yy supply p
SKYLA INTRAUTERINE DEVICE 13.5 MG INTRAUTERINE Preferred |Max 365-day supply per fill
(levonorgestrel)
COPD: BRONCHODILATORS AND PHOSPHODIESTERASE
4 (PDE4) INHIBITORS [CLOSED CLASS]
ANORO ELLIPTA AEROSOL POWDER BREATH ACTIVATED 62.5- preferred  |Max 90-dav supply per fill
25 MCG/ACT INHALATION (umeclidinium-vilanterol) Y supply P
ATROVENT HFA AEROSOL SOLUTION 17 MCG/ACT preferred  |Max 90-dav supply per fill
INHALATION (ipratropium bromide hfa) Y supply P
BEVESPI AEROSPHERE AEROSOL 9-4.8 MCG/ACT INHALATION Non PA; Max 90-day supply per
(glycopyrrolate-formoterol) Preferred |fill
COMBIVENT RESPIMAT AEROSOL SOLUTION 20-100 MCG/ACT preferred  |Max 90-dav supply per fill
INHALATION (ipratropium-albuterol) y supply p
DALIRESP TABLET 250 MCG ORAL (roflumilast) Non PA

Preferred
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DALIRESP TABLET 500 MCG ORAL (roflumilast) Non PA
Preferred
DUAKLIR PRESSAIR AEROSOL POWDER BREATH ACTIVATED Non PA
400-12 MCG/ACT INHALATION (aclidinium br-formoterol fum) Preferred
INCRUSE ELLIPTA AEROSOL POWDER BREATH ACTIVATED Non PA
62.5 MCG/ACT INHALATION (umeclidinium bromide) Preferred
ipratropium bromide solution 0.02 % inhalation Preferred [Max 90-day supply per fill
ipratropium-albuterol solution 0.5-2.5 (3) mg/3ml inhalation Preferred |Max 90-day supply per fill
roflumilast tablet 250 mcg oral Non PA
Preferred
. Non
roflumilast tablet 500 mcg oral PA
Preferred
SPIRIVA HANDIHALER CAPSULE 18 MCG INHALATION Preferred |Max 90-dav supply per fill
(tiotropium bromide monohydrate) y supply p
SPIRIVA RESPIMAT AEROSOL SOLUTION 1.25 MCG/ACT Preferred |Max 90-dav supplv per fill
INHALATION (tiotropium bromide monohydrate) y supply p
SPIRIVA RESPIMAT AEROSOL SOLUTION 2.5 MCG/ACT Preferred  |Max 90-dav supplv per fill
INHALATION (tiotropium bromide monohydrate) Y Supply p
STIOLTO RESPIMAT AEROSOL SOLUTION 2.5-2.5 MCG/ACT Preferred  |Max 90-dav supplv per fill
INHALATION (tiotropium bromide-olodaterol) Y Supply p
TUDORZA PRESSAIR AEROSOL POWDER BREATH ACTIVATED Non PA
400 MCG/ACT INHALATION (aclidinium bromide) Preferred
YUPELRI SOLUTION 175 MCG/3ML INHALATION (revefenacin) Non PA
Preferred
COUGH AND COLD [OPEN CLASS]
guaiatussin ac syrup 100-10 mg/5ml oral Preferred |AGE (Min 18 Years)
guaifenesin-codeine solution 100-10 mg/5ml oral (otc) Preferred |AGE (Min 18 Years)
HYCODAN SOLUTION 5-1.5 MG/5ML ORAL (hydrocodone bit- Preferred |AGE (Min 18 Years)
homatrop mbr)
HYCODAN TABLET 5-1.5 MG ORAL (hydrocodone bit-homatrop Non PA; AGE (Min 18 Years)
mbr) Preferred
hydrocod poli-chlorphe poli er suspension extended release 10- Non PA; AGE (Min 6 Years)
8 mg/5ml oral Preferred
hydrocodone bit-homatrop mbr solution 5-1.5 mg/5ml oral Preferred |[AGE (Min 18 Years)
hydrocodone bit-homatrop mbr tablet 5-1.5 mg oral Non PA; AGE (Min 18 Years)
Preferred
hydromet solution 5-1.5 mg/5ml oral Preferred |[AGE (Min 18 Years)
MAR-.COF ;G EXPECTORANT LIQUID 225-7.5 MG/5ML ORAL Non PA: AGE (Min 18 Years)
(guaifenesin-codeine) Preferred
m-clear wc solution 100-6.33 mg/5ml oral Non PA; AGE (Min 18 Years)
Preferred
M-END PE LIQUID 3.33-1.33-6.33 MG/5ML ORAL Non . .
(phenylephrine-bromphen-codeine) Preferred PA; AGE (Min 6 Years)
NINJACOF-XG LIQUID 200-8 MG/5ML ORAL (guaifenesin- Non PA: AGE (Min 18 Years)
codeine) Preferred
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. . Non . .
poly-tussin ac liquid 10-4-10 mg/5ml oral Preferred PA; AGE (Min 6 Years)
promethazine vc/codeine syrup 6.25-5-10 mg/5ml oral Prel\t!g:re d PA; AGE (Min 18 Years)
promethazine-codeine solution 6.25-10 mg/5ml oral Preferred |AGE (Min 18 Years)
promethazine-codeine syrup 6.25-10 mg/5ml oral Preferred |AGE (Min 18 Years)
TUXARIN ER TABLET EXTENDED RELEASE 12 HOUR 54.3-8 MG Non . .
ORAL (chlorpheniramine-codeine) Preferred PA; AGE (Min 6 Years)
CYTOKINE AND CAM ANTAGONISTS AND RELATED
AGENTS [CLOSED CLASS]
ACTEMRA ACTPEN SOLUTION AUTO-INJECTOR 162 MG/0.9ML Non PA
SUBCUTANEOUS (tocilizumab) Preferred
ACTEMRA SOLUTION 200 MG/10ML INTRAVENOUS Non
" PA
(tocilizumab) Preferred
ACTEMRA SOLUTION 400 MG/20ML INTRAVENOUS Non
" PA
(tocilizumab) Preferred
ACTEMRA SOLUTION 80 MG/4ML INTRAVENOUS (tocilizumab) Non PA
Preferred
ACTEMRA SOLUTION PREFILLED SYRINGE 162 MG/0.9ML Non PA
SUBCUTANEOUS (tocilizumab) Preferred
adalimumab-adaz solution auto-injector 40 mg/0.4ml Non PA
subcutaneous Preferred
adalimumab-adaz solution prefilled syringe 40 mg/0.4ml Non PA
subcutaneous Preferred
AMJIEVITA SOLUTION AUTO-INJECTOR 40 MG/0.8ML Non . .
SUBCUTANEOUS (adalimumab-atto) Preferred PA; AGE (Min 2 Years)
AMIEVITA SOLUTION PREFILLED SYRINGE 10 MG/0.2ML Non ] .
SUBCUTANEOUS (adalimumab-atto) Preferred PA; AGE (Min 2 Years)
AMIEVITA SOLUTION PREFILLED SYRINGE 20 MG/0.4ML Non ] .
SUBCUTANEOUS (adalimumab-atto) Preferred PA; AGE (Min 2 Years)
AMIEVITA SOLUTION PREFILLED SYRINGE 40 MG/0.8ML Non ] .
SUBCUTANEOUS (adalimumab-atto) Preferred PA; AGE (Min 2 Years)
ARCALYST SOLUTION RECONSTITUTED 220 MG Non PA
SUBCUTANEOQOUS (rilonacept) Preferred
AVSOLA SOLUTION RECONSTITUTED 100 MG INTRAVENOUS Non PA
(infliximab-axxq) Preferred
CIBINQO TABLET 100 MG ORAL (abrocitinib) Non PA; AGE (Min 18 Years)
Preferred
CIBINQO TABLET 200 MG ORAL (abrocitinib) Non PA; AGE (Min 18 Years)
Preferred
CIBINQO TABLET 50 MG ORAL (abrocitinib) Non PA; AGE (Min 18 Years)
Preferred
CIMZIA KIT 2 X 200 MG SUBCUTANEOUS (certolizumab pegol) Non PA
Preferred
CIMZIA PREFILLED SYRINGE KIT 2 X 200 MG/ML Non PA
SUBCUTANEOQOUS (certolizumab pegol) Preferred
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CIMZIA STARTER KIT PREFILLED SYRINGE KIT 6 X 200 MG/ML Non PA
SUBCUTANEOUS (certolizumab pegol) Preferred
COSENTYX (300 MG DOSE) SOLUTION PREFILLED SYRINGE Non PA
150 MG/ML SUBCUTANEOQOUS (secukinumab) Preferred
COSENTYX SENSOREADY (300 MG) SOLUTION AUTO- Non PA
INJECTOR 150 MG/ML SUBCUTANEOUS (secukinumab) Preferred
COSENTYX SENSOREADY PEN SOLUTION AUTO-INJECTOR 150 Non PA
MG/ML SUBCUTANEOUS (secukinumab) Preferred
COSENTYX SOLUTION PREFILLED SYRINGE 150 MG/ML Non PA
SUBCUTANEOUS (secukinumab) Preferred
COSENTYX SOLUTION PREFILLED SYRINGE 75 MG/0.5ML Non PA
SUBCUTANEOUS (secukinumab) Preferred
ENBREL MINI SOLUTION CARTRIDGE 50 MG/ML Preferred QL (8 ML per 34 days); AGE
SUBCUTANEOUS (etanercept) (Min 2 Years)
ENBREL SOLUTION 25 MG/0.5ML SUBCUTANEOUS Preferred QL (4 ML per 34 days); AGE
(etanercept) (Min 2 Years)
ENBREL SOLUTION PREFILLED SYRINGE 25 MG/0.5ML Preferred QL (4 ML per 34 days); AGE
SUBCUTANEOUS (etanercept) (Min 2 Years)
ENBREL SOLUTION PREFILLED SYRINGE 50 MG/ML Preferred QL (8 ML per 34 days); AGE
SUBCUTANEOUS (etanercept) (Min 2 Years)
ENBREL SURECLICK SOLUTION AUTO-INJECTOR 50 MG/ML Preferred QL (8 ML per 34 days); AGE
SUBCUTANEOUS (etanercept) (Min 2 Years)
ENSPRYNG SOLUTION PREFILLED SYRINGE 120 MG/ML Non PA
SUBCUTANEOUS (satralizumab-mwge) Preferred
ENTYVIO SOLUTION RECONSTITUTED 300 MG INTRAVENOUS Non PA
(vedolizumab) Preferred
HADLIMA PUSHTOUCH SOLUTION AUTO-INJECTOR 40 Non PA
MG/0.4ML SUBCUTANEQUS (adalimumab-bwwd) Preferred
HADLIMA PUSHTOUCH SOLUTION AUTO-INJECTOR 40 Non PA
MG/0.8ML SUBCUTANEOUS (adalimumab-bwwd) Preferred
HADLIMA SOLUTION PREFILLED SYRINGE 40 MG/0.4ML Non PA
SUBCUTANEOUS (adalimumab-bwwd) Preferred
HADLIMA SOLUTION PREFILLED SYRINGE 40 MG/0.8ML Non PA
SUBCUTANEOUS (adalimumab-bwwd) Preferred
HUMIRA PEDIATRIC CROHNS START PREFILLED SYRINGE KIT Preferred |AGE (Min 2 Years)
80 MG/0.8ML & 40MG/0.4ML SUBCUTANEOQUS (adalimumab)
HUMIRA PEDIATRIC CROHNS START PREFILLED SYRINGE KIT Preferred |AGE (Min 2 Years)
80 MG/0.8ML SUBCUTANEOUS (adalimumab)
HUMIRA PEN PEN-INJECTOR KIT 40 MG/0.4ML .
SUBCUTANEOUS (adalimumab) Preferred |AGE (Min 2 Years)
HUMIRA PEN PEN-INJECTOR KIT 40 MG/0.8ML .
SUBCUTANEOUS (adalimumab) Preferred |AGE (Min 2 Years)
HUMIRA PEN PEN-INJECTOR KIT 80 MG/0.8ML .
SUBCUTANEOUS (adalimumab) Preferred |AGE (Min 2 Years)
HUMIRA PEN-CD/UC/HS STARTER PEN-INJECTOR KIT 40 Preferred |AGE (Min 2 Years)
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HUMIRA PEN-CD/UC/HS STARTER PEN-INJECTOR KIT 80 .
MG/0.8ML SUBCUTANEOUS (adalimumab) Preferred | AGE (Min 2 Years)
HUMIRA PEN-PEDIATRIC UC START PEN-INJECTOR KIT 80 .
MG/0.8ML SUBCUTANEOUS (adalimumab) Preferred |AGE (Min 2 Years)
HUMIRA PEN-PS/UV/ADOL HS START PEN-INJECTOR KIT 40 .
MG/0.8ML SUBCUTANEOUS (adalimumab) Preferred |AGE (Min 2 Years)
HUMIRA PEN-PSOR/UVEIT STARTER PEN-INJECTOR KIT 80 .
MG/0.8ML & 40MG/0.4ML SUBCUTANEOUS (adalimumab) Preferred |AGE (Min 2 Years)
HUMIRA PREFILLED SYRINGE KIT 10 MG/0.1ML .
SUBCUTANEOUS (adalimumab) Preferred | AGE (Min 2 Years)
HUMIRA PREFILLED SYRINGE KIT 20 MG/0.2ML .
SUBCUTANEOUS (adalimumab) Preferred | AGE (Min 2 Years)
HUMIRA PREFILLED SYRINGE KIT 40 MG/0.4ML .
SUBCUTANEOUS (adalimumab) Preferred | AGE (Min 2 Years)
HUMIRA PREFILLED SYRINGE KIT 40 MG/0.8ML .
SUBCUTANEOUS (adalimumab) Preferred | AGE (Min 2 Years)
HYRIMOZ SOLUTION AUTO-INJECTOR 40 MG/0.4ML Non oA
SUBCUTANEOUS (adalimumab-adaz) Preferred
HYRIMOZ SOLUTION AUTO-INJECTOR 80 MG/0.8ML Non oA
SUBCUTANEOUS (adalimumab-adaz) Preferred
HYRIMOZ SOLUTION PREFILLED SYRINGE 10 MG/0.1 ML Non oA
SUBCUTANEOUS (adalimumab-adaz) Preferred
HYRIMOZ SOLUTION PREFILLED SYRINGE 20 MG/0.2ML Non oA
SUBCUTANEOUS (adalimumab-adaz) Preferred
HYRIMOZ SOLUTION PREFILLED SYRINGE 40 MG/0.4ML Non oA
SUBCUTANEOUS (adalimumab-adaz) Preferred
HYRIMOZ-CROHNS/UC STARTER PACK SOLUTION AUTO- Non oA
INJECTOR 80 MG/0.8ML SUBCUTANEOQUS (adalimumab-adaz) Preferred
HYRIMOZ-PED CROHNS STARTER SOLUTION PREFILLED Non
SYRINGE 80 MG/0.8ML & 40MG/0.4ML SUBCUTANEOUS PA

) Preferred
(adalimumab-adaz)
HYRIMOZ-PED CROHNS STARTER SOLUTION PREFILLED Non oA
SYRINGE 80 MG/0.8ML SUBCUTANEOUS (adalimumab-adaz) Preferred
HYRIMOZ-PLAQUE PSORIASIS START SOLUTION AUTO- Non
INJECTOR 80 MG/0.8ML & 40MG/0.4ML SUBCUTANEOUS PA

. Preferred
(adalimumab-adaz)
ILARIS SOLUTION 150 MG/ML SUBCUTANEOUS (canakinumab) Non PA

Preferred

ILUMYA SOLUTION PREFILLED SYRINGE 100 MG/ML Non _ .
SUBCUTANEOUS (tildrakizumab-asmn) Preferred |P 77 AGE (Min 18 Years)
INFLECTRA SOLUTION RECONSTITUTED 100 MG Non oA
INTRAVENOUS (infliximab-dyyb) Preferred
infliximab solution reconstituted 100 mg intravenous Preferred
KEVZARA SOLUTION AUTO-INJECTOR 150 MG/1.14ML Non _ .
SUBCUTANEOUS (sarilumab) preferred | A AGE (Min 18 Years)
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KEVZARA SOLUTION AUTO-INJECTOR 200 MG/1.14ML Non ] .
SUBCUTANEOUS (sarilumab) preferred |PA7 AGE (Min 18 Years)
KEVZARA SOLUTION PREFILLED SYRINGE 150 MG/1.14ML Non ] .
SUBCUTANEOUS (sarilumab) preferred |PA7 AGE (Min 18 Years)
KEVZARA SOLUTION PREFILLED SYRINGE 200 MG/1.14ML Non ] .
SUBCUTANEOUS (sarilumab) preferred |PA7 AGE (Min 18 Years)
KINERET SOLUTION PREFILLED SYRINGE 100 MG/0.67ML Non PA
SUBCUTANEOQOUS (anakinra) Preferred
methotrexate sodium (pf) solution 1 gm/40ml injection Preferred [Max 90-day supply per fill
methotrexate sodium (pf) solution 250 mg/10ml injection Preferred [Max 90-day supply per fill
methotrexate sodium (pf) solution 50 mg/2ml injection Preferred [Max 90-day supply per fill
methotrexate sodium solution 1000 mg/40ml injection Preferred [Max 90-day supply per fill
methotrexate sodium solution 250 mg/10ml injection Preferred |Max 90-day supply per fill
methotrexate sodium solution 50 mg/2ml injection Preferred [Max 90-day supply per fill
methotrexate sodium solution reconstituted 1 gm injection Preferred [Max 90-day supply per fill
methotrexate sodium tablet 2.5 mg oral Preferred |Max 90-day supply per fill
OLUMIANT TABLET 1 MG ORAL (baricitinib) Non PA; AGE (Min 18 Years)
Preferred
OLUMIANT TABLET 2 MG ORAL (baricitinib) Non PA; AGE (Min 18 Years)
Preferred
OLUMIANT TABLET 4 MG ORAL (baricitinib) Non PA; AGE (Min 18 Years)
Preferred
ORENCIA CLICKJECT SOLUTION AUTO-INJECTOR 125 MG/ML Non PA
SUBCUTANEOQUS (abatacept) Preferred
ORENCIA SOLUTION PREFILLED SYRINGE 125 MG/ML Non PA
SUBCUTANEOQUS (abatacept) Preferred
ORENCIA SOLUTION PREFILLED SYRINGE 50 MG/0.4ML Non PA
SUBCUTANEOQUS (abatacept) Preferred
ORENCIA SOLUTION PREFILLED SYRINGE 87.5 MG/0.7ML Non PA
SUBCUTANEOQUS (abatacept) Preferred
ORENCIA SOLUTION RECONSTITUTED 250 MG INTRAVENOUS Non
PA
(abatacept) Preferred
OTEZLA TABLET 30 MG ORAL (apremilast) Non PA
Preferred
OTEZLA TABLET THERAPY PACK 10 & 20 & 30 MG ORAL Non PA
(apremilast) Preferred
OTREXUP SOLUTION AUTO-INJECTOR 10 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
OTREXUP SOLUTION AUTO-INJECTOR 12.5 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
OTREXUP SOLUTION AUTO-INJECTOR 15 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
OTREXUP SOLUTION AUTO-INJECTOR 17.5 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
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OTREXUP SOLUTION AUTO-INJECTOR 20 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
OTREXUP SOLUTION AUTO-INJECTOR 22.5 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
OTREXUP SOLUTION AUTO-INJECTOR 25 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 10 MG/0.2ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 12.5 MG/0.25ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 15 MG/0.3ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 17.5 MG/0.35ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 20 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 22.5 MG/0.45ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 25 MG/0.5ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 30 MG/0.6ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
RASUVO SOLUTION AUTO-INJECTOR 7.5 MG/0.15ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REDITREX SOLUTION PREFILLED SYRINGE 10 MG/0.4ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REDITREX SOLUTION PREFILLED SYRINGE 12.5 MG/0.5ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REDITREX SOLUTION PREFILLED SYRINGE 15 MG/0.6ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REDITREX SOLUTION PREFILLED SYRINGE 17.5 MG/0.7ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REDITREX SOLUTION PREFILLED SYRINGE 20 MG/0.8ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REDITREX SOLUTION PREFILLED SYRINGE 22.5 MG/0.9ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REDITREX SOLUTION PREFILLED SYRINGE 25 MG/ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REDITREX SOLUTION PREFILLED SYRINGE 7.5 MG/0.3ML Non PA
SUBCUTANEOUS (methotrexate (anti-rheumatic)) Preferred
REMICADE SOLUTION RECONSTITUTED 100 MG Non PA
INTRAVENOUS (infliximab) Preferred
RENFLEXIS SOLUTION RECONSTITUTED 100 MG Non PA
INTRAVENOUS (infliximab-abda) Preferred
RINVOQ TABLET EXTENDED RELEASE 24 HOUR 15 MG ORAL Non

e PA
(upadacitinib) Preferred
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RINVOQ TABLET EXTENDED RELEASE 24 HOUR 30 MG ORAL Non
e PA
(upadacitinib) Preferred
RINVOQ TABLET EXTENDED RELEASE 24 HOUR 45 MG ORAL Non
e PA
(upadacitinib) Preferred
SILIQ SOLUTION PREFILLED SYRINGE 210 MG/1.5ML Non ] .
SUBCUTANEOUS (brodalumab) preferred |PA7 AGE (Min 18 Years)
SIMPONI ARIA SOLUTION 50 MG/4ML INTRAVENOUS Non PA
(golimumab) Preferred
SIMPONI SOLUTION AUTO-INJECTOR 100 MG/ML Non PA
SUBCUTANEOQOUS (golimumab) Preferred
SIMPONI SOLUTION AUTO-INJECTOR 50 MG/0.5ML Non PA
SUBCUTANEOQOUS (golimumab) Preferred
SIMPONI SOLUTION PREFILLED SYRINGE 100 MG/ML Non PA
SUBCUTANEOQOUS (golimumab) Preferred
SIMPONI SOLUTION PREFILLED SYRINGE 50 MG/0.5ML Non PA
SUBCUTANEOQOUS (golimumab) Preferred
SKYRIZI PEN SOLUTION AUTO-INJECTOR 150 MG/ML Non PA
SUBCUTANEOQOUS (risankizumab-rzaa) Preferred
SKYRIZI SOLUTION 600 MG/10ML INTRAVENOUS Non
) . PA
(risankizumab-rzaa) Preferred
SKYRIZI SOLUTION CARTRIDGE 180 MG/1.2ML Non PA
SUBCUTANEOQOUS (risankizumab-rzaa) Preferred
SKYRIZI SOLUTION CARTRIDGE 360 MG/2.4ML Non PA
SUBCUTANEOQOUS (risankizumab-rzaa) Preferred
SKYRIZI SOLUTION PREFILLED SYRINGE 150 MG/ML Non PA
SUBCUTANEOQOUS (risankizumab-rzaa) Preferred
SOTYKTU TABLET 6 MG ORAL (deucravacitinib) Non PA
Preferred
SPEVIGQ SOLUTION 450 MG/7.5ML INTRAVENOUS Non PA; AGE (Min 18 Years)
(spesolimab-sbzo) Preferred
STELARA SOLUTION 130 MG/26ML INTRAVENOUS Non
. PA
(ustekinumab) Preferred
STELARA SOLUTION 45 MG/0.5ML SUBCUTANEOUS Non
. PA
(ustekinumab) Preferred
STELARA SOLUTION PREFILLED SYRINGE 45 MG/0.5ML Non PA
SUBCUTANEOUS (ustekinumab) Preferred
STELARA SOLUTION PREFILLED SYRINGE 90 MG/ML Non PA
SUBCUTANEOUS (ustekinumab) Preferred
TALTZ SOLUTION AUTO-INJECTOR 80 MG/ML SUBCUTANEOUS Non PA
(ixekizumab) Preferred
TALTZ SOLUTION PREFILLED SYRINGE 80 MG/ML Non PA
SUBCUTANEOQOUS (ixekizumab) Preferred
TREMFYA SOLUTION PEN-INJECTOR 100 MG/ML Non PA
SUBCUTANEOUS (guselkumab) Preferred
TREMFYA SOLUTION PREFILLED SYRINGE 100 MG/ML Non PA
SUBCUTANEOUS (guselkumab) Preferred
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TREXALL TABLET 10 MG ORAL (methotrexate sodium) Non PA
Preferred
TREXALL TABLET 15 MG ORAL (methotrexate sodium) Non PA
Preferred
TREXALL TABLET 5 MG ORAL (methotrexate sodium) Non PA
Preferred
TREXALL TABLET 7.5 MG ORAL (methotrexate sodium) Non PA
Preferred
U.PLIZ_NA SOLUTION 100 MG/10ML INTRAVENOUS Non PA; AGE (Min 18 Years)
(inebilizumab-cdon) Preferred
XATMEP SOLUTION 2.5 MG/ML ORAL (methotrexate) Non PA
Preferred
XELJANZ SOLUTION 1 MG/ML ORAL (tofacitinib citrate) Non PA
Preferred
XELJANZ TABLET 10 MG ORAL (tofacitinib citrate) Non PA
Preferred
XELJANZ TABLET 5 MG ORAL (tofacitinib citrate) Non PA
Preferred
XELJANZ XR TABLET EXTENDED RELEASE 24 HOUR 11 MG Non PA
ORAL (tofacitinib citrate) Preferred
XELJANZ XR TABLET EXTENDED RELEASE 24 HOUR 22 MG Non PA
ORAL (tofacitinib citrate) Preferred
YUFLYMA 1-PEN KIT AUTO-INJECTOR KIT 40 MG/0.4ML Non PA
SUBCUTANEOUS (adalimumab-aaty) Preferred
YUFLYMA 2-PEN KIT AUTO-INJECTOR KIT 40 MG/0.4ML Non PA
SUBCUTANEOUS (adalimumab-aaty) Preferred
DIABETES ORAL HYPOGLYCEMICS: ALPHA-
GLUCOSIDASE INHIBITORS [OPEN CLASS]
acarbose tablet 100 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
acarbose tablet 25 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
acarbose tablet 50 mg oral Preferred AGE (Min 18 Years).; Max
90-day supply per fill
- Non . .
miglitol tablet 100 mg oral Preferred PA; AGE (Min 18 Years)
- Non . .
miglitol tablet 25 mg oral Preferred PA; AGE (Min 18 Years)
- Non . .
miglitol tablet 50 mg oral Preferred PA; AGE (Min 18 Years)
DIABETES ORAL HYPOGLYCEMICS: BIGUANIDES
[METFORMIN] [OPEN CLASS]
glipizide-metformin hcl tablet 2.5-250 mg oral Preferred |[AGE (Min 18 Years)
glipizide-metformin hcl tablet 2.5-500 mg oral Preferred |AGE (Min 18 Years)
glipizide-metformin hcl tablet 5-500 mg oral Preferred |[AGE (Min 18 Years)
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GLUMETZA TABLET EXTENDED RELEASE 24 HOUR 1000 MG Non ] .
ORAL (metformin hcl) Preferred PA; AGE (Min 10 Years)
GLUMETZA TABLET EXTENDED RELEASE 24 HOUR 500 MG Non PA; AGE (Min 10 Years);
ORAL (metformin hcl) Preferred |Max 90-day supply per fill
o . : AGE (Min 18 Years); Max
glyburide-metformin tablet 1.25-250 mg oral Preferred 90-day supply per fill
o . : AGE (Min 18 Years); Max
glyburide-metformin tablet 2.5-500 mg oral Preferred 90-day supply per fill
. . : AGE (Min 18 Years); Max
glyburide-metformin tablet 5-500 mg oral Preferred 90-day supply per fil
metformin hcl er (mod) tablet extended release 24 hour 1000 Non PA: AGE (Min 10 Years)
mg oral Preferred
metformin hcl er (mod) tablet extended release 24 hour 500 Non PA; AGE (Min 10 Years);
mg oral Preferred |Max 90-day supply per fill
metformin hcl er (osm) tablet extended release 24 hour 1000 Non PA: AGE (Min 10 Years)
mg oral Preferred
metformin hcl er (osm) tablet extended release 24 hour 500 Non PA: AGE (Min 10 Years)
mg oral Preferred
. AGE (Min 10 Years); Max
metformin hcl er tablet extended release 24 hour 500 mg oral Preferred 90-day supply per fill
. AGE (Min 10 Years); Max
metformin hcl er tablet extended release 24 hour 750 mg oral Preferred 90-day supply per fil
. . Non . .
metformin hcl solution 500 mg/5ml oral Preferred PA; AGE (Min 10 Years)
. AGE (Min 10 Years); Max
metformin hcl tablet 1000 mg oral Preferred 90-day supply per fill
. AGE (Min 10 Years); Max
metformin hcl tablet 500 mg oral Preferred 90-day supply per fil
. AGE (Min 10 Years); Max
metformin hcl tablet 850 mg oral Preferred 90-day supply per fill
RIOMET SOLUTION 500 MG/5ML ORAL (metformin hcl) Pre'\'fgr”re 4 |PA; AGE (Min 10 Years)
DIABETES ORAL HYPOGLYCEMICS: DPP-IV INHIBITORS
AND COMBINATIONS [CLOSED CLASS]
o Non . .
alogliptin benzoate tablet 12.5 mg oral Preferred PA; AGE (Min 18 Years)
o Non . .
alogliptin benzoate tablet 25 mg oral Preferred PA; AGE (Min 18 Years)
o Non . .
alogliptin benzoate tablet 6.25 mg oral Preferred PA; AGE (Min 18 Years)
o . Non . .
alogliptin-metformin hcl tablet 12.5-1000 mg oral Preferred PA; AGE (Min 18 Years)
o . Non . .
alogliptin-metformin hcl tablet 12.5-500 mg oral Preferred PA; AGE (Min 18 Years)
e Non . .
alogliptin-pioglitazone tablet 12.5-30 mg oral Preferred PA; AGE (Min 18 Years)
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alogliptin-pioglitazone tablet 25-15 mg oral Prel\t!g:re d PA; AGE (Min 18 Years)
alogliptin-pioglitazone tablet 25-30 mg oral Prel\t!g:re d PA; AGE (Min 18 Years)
alogliptin-pioglitazone tablet 25-45 mg oral Prel\t!g:re d PA; AGE (Min 18 Years)
GLYXAMBI TABLET 10-5 MG ORAL (empagliflozin-linagliptin) Prel\t!g:re d PA; AGE (Min 18 Years)
GLYXAMBI TABLET 25-5 MG ORAL (empagliflozin-linagliptin) Prel\t!g:re d PA; AGE (Min 18 Years)
JANUMET TABLET 50-1000 MG ORAL (sitagliptin-metformin oreferred ?NlTirgz1aE;AY2§:s§-d|\?|£<; Sﬁfgay
hcel) supply per fill

QL (2 EA per 1 day); AGE
JANUMET TABLET 50-500 MG ORAL (sitagliptin-metformin hcl) Preferred |[(Min 18 Years); Max 90-day

supply per fill
JANUMET XR TABLET EXTENDED RELEASE 24 HOUR 100-1000 Preferred AGE (Min 18 Years); Max
MG ORAL (sitagliptin-metformin hcl) 90-day supply per fill
JANUMET XR TABLET EXTENDED RELEASE 24 HOUR 50-1000 Preferred AGE (Min 18 Years); Max
MG ORAL (sitagliptin-metformin hcl) 90-day supply per fill
JANUMET XR TABLET EXTENDED RELEASE 24 HOUR 50-500 Preferred AGE (Min 18 Years); Max
MG ORAL (sitagliptin-metformin hcl) 90-day supply per fill

QL (1 EA per 1 day); AGE
JANUVIA TABLET 100 MG ORAL (sitagliptin phosphate) Preferred |[(Min 18 Years); Max 90-day

supply per fill

QL (1 EA per 1 day); AGE
JANUVIA TABLET 25 MG ORAL (sitagliptin phosphate) Preferred |(Min 18 Years); Max 90-day

supply per fill

QL (1 EA per 1 day); AGE
JANUVIA TABLET 50 MG ORAL (sitagliptin phosphate) Preferred |[(Min 18 Years); Max 90-day

supply per fill
JENTADUETO TABLET 2.5-1000 MG ORAL (linagliptin- Preferred AGE (Min 18 Years); Max
metformin hcl) 90-day supply per fill
JENTADUETO TABLET 2.5-500 MG ORAL (/inagliptin-metformin Preferred AGE (Min 18 Years); Max
hcl) 90-day supply per fill
JENTADUETO TABLET 2.5-850 MG ORAL (/inagliptin-metformin Preferred AGE (Min 18 Years); Max
hcl) 90-day supply per fill
JENTADUETO XR TABLET EXTENDED RELEASE 24 HOUR 2.5- oreferred Q(;E”(n'\t'; g%fde:rss)lj v ber
1000 MG ORAL (linagliptin-metformin hcl) pt Y supply P
JENTADUETO XR TABLET EXTENDED RELEASE 24 HOUR 5- oreferred Q(;E”(n'\t':q g%fde:rss)lj v ber
1000 MG ORAL (l/inagliptin-metformin hcl) fill Y supply P
KAZANO TABLET 12.5-1000 MG ORAL (alogliptin-metformin Non PA; AGE (Min 18 Years)
hcl) Preferred !
KAZANO TABLET 12.5-500 MG ORAL (alogliptin-metformin hcl) Prel\flg:red PA; AGE (Min 18 Years)
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KOMBIGLYZE XR TABLET EXTENDED RELEASE 24 HOUR 2.5- | o Q(;E"(n'\l'; g%fde:rss)lj v ber
1000 MG ORAL (saxagliptin-metformin) pt y supply p
KOMBIGLYZE XR TABLET EXTENDED RELEASE 24 HOUR 5- oreferred |\A/|§E|r(nl\1|:1 g%fdeaarss)lj v ber
1000 MG ORAL (saxagliptin-metformin) fill Yy supPply P
KOMBIGLYZE XR TABLET EXTENDED RELEASE 24 HOUR 5-500 |, c. Q(aa)'flm'; g%fde:rsglj v ber
MG ORAL (saxagliptin-metformin) pt Y Supply p
NESINA TABLET 12.5 MG ORAL (alogliptin benzoate) Non PA; AGE (Min 18 Years)
Preferred
NESINA TABLET 25 MG ORAL (alogliptin benzoate) Non PA; AGE (Min 18 Years)
Preferred
NESINA TABLET 6.25 MG ORAL (alogliptin benzoate) Non PA; AGE (Min 18 Years)
Preferred
AGE (Min 18 Years);
ONGLYZA TABLET 2.5 MG ORAL (saxagliptin hcl) Preferred |Maximum 90-day supply per
fill
AGE (Min 18 Years);
ONGLYZA TABLET 5 MG ORAL (saxagliptin hcl) Preferred [Maximum 90-day supply per
fill
OSENI TABLET 12.5-30 MG ORAL (alogliptin-pioglitazone) Prel\:::red PA; AGE (Min 18 Years)
OSENI TABLET 25-15 MG ORAL (alogliptin-pioglitazone) Prel\lfg:red PA; AGE (Min 18 Years)
OSENI TABLET 25-30 MG ORAL (alogliptin-pioglitazone) Prel\lfg:red PA; AGE (Min 18 Years)
OSENI TABLET 25-45 MG ORAL (alogliptin-pioglitazone) Prel\lfg:red PA; AGE (Min 18 Years)
QTERN TABLET 10-5 MG ORAL (dapagliflozin-saxagliptin) Prel\lfg:re d PA; AGE (Min 18 Years)
QTERN TABLET 5-5 MG ORAL (dapagliflozin-saxagliptin) Prel\lfg:red PA; AGE (Min 18 Years)
STEGLUJAN TABLET 15-100 MG ORAL (ertugliflozin-sitagliptin) Prel\lfg:red PA; AGE (Min 18 Years)
STEGLUJAN TABLET 5-100 MG ORAL (ertugliflozin-sitagliptin) Prel\lfg:red PA; AGE (Min 18 Years)
QL (1 EA per 1 day); AGE
TRADJENTA TABLET 5 MG ORAL (/inagliptin) Preferred |[(Min 18 Years); Max 90-day
supply per fill
TRIJARDY XR TABLET EXTENDED RELEASE 24 HOUR 10-5- Non . .
1000 MG ORAL (empagliflozin-linaglip-metform) Preferred PA; AGE (Min 18 Years)
TRIJARDY XR TABLET EXTENDED RELEASE 24 HOUR 12.5-2.5- Non . .
1000 MG ORAL (empagliflozin-linaglip-metform) Preferred PA; AGE (Min 18 Years)
TRIJARDY XR TABLET EXTENDED RELEASE 24 HOUR 25-5- Non . .
1000 MG ORAL (empagliflozin-linaglip-metform) Preferred PA; AGE (Min 18 Years)
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TRIJARDY XR TABLET EXTENDED RELEASE 24 HOUR 5-2.5- Non ] .
1000 MG ORAL (empagliflozin-linaglip-metform) Preferred PA; AGE (Min 18 Years)
DIABETES ORAL HYPOGLYCEMICS: MEGLINITIDES
[OPEN CLASS]
L AGE (Min 18 Years); Max
nateglinide tablet 120 mg oral Preferred 90-day supply per fill
L AGE (Min 18 Years); Max
nateglinide tablet 60 mg oral Preferred 90-day supply per fill
- AGE (Min 18 Years); Max
repaglinide tablet 0.5 mg oral Preferred 90-day supply per fil
. AGE (Min 18 Years); Max
repaglinide tablet 1 mg oral Preferred 90-day supply per fill
.. AGE (Min 18 Years); Max
repaglinide tablet 2 mg oral Preferred 90-day supply per fil
DIABETES ORAL HYPOGLYCEMICS: SECOND
GENERATION SULFONYLUREAS [OPEN CLASS]
. . AGE (Min 18 Years); Max
glimepiride tablet 1 mg oral Preferred 90-day supply per fill
. . AGE (Min 18 Years); Max
glimepiride tablet 2 mg oral Preferred 90-day supply per fill
. . AGE (Min 18 Years); Max
glimepiride tablet 4 mg oral Preferred 90-day supply per fill
L AGE (Min 18 Years); Max
glipizide er tablet extended release 24 hour 10 mg oral Preferred 90-day supply per fill
L AGE (Min 18 Years); Max
glipizide er tablet extended release 24 hour 2.5 mg oral Preferred 90-day supply per fill
L AGE (Min 18 Years); Max
glipizide er tablet extended release 24 hour 5 mg oral Preferred 90-day supply per fil
o AGE (Min 18 Years); Max
glipizide tablet 10 mg oral Preferred 90-day supply per fill
o AGE (Min 18 Years); Max
glipizide tablet 5 mg oral Preferred 90-day supply per fil
o AGE (Min 18 Years); Max
glipizide x| tablet extended release 24 hour 10 mg oral Preferred 90-day supply per fil
o AGE (Min 18 Years); Max
glipizide x| tablet extended release 24 hour 2.5 mg oral Preferred 90-day supply per fil
o AGE (Min 18 Years); Max
glipizide x| tablet extended release 24 hour 5 mg oral Preferred 90-day supply per fil
GLUCOTROL XL TABLET EXTENDED RELEASE 24 HOUR 10 MG Non PA; AGE (Min 18 Years);
ORAL (glipizide) Preferred |Max 90-day supply per fill
GLUCOTROL XL TABLET EXTENDED RELEASE 24 HOUR 2.5 MG Non PA; AGE (Min 18 Years);
ORAL (glipizide) Preferred |Max 90-day supply per fill
GLUCOTROL XL TABLET EXTENDED RELEASE 24 HOUR 5 MG Non PA; AGE (Min 18 Years);
ORAL (glipizide) Preferred |Max 90-day supply per fill
glyburide micronized tablet 1.5 mg oral Preferred AGE (Min 18 Years); Max

90-day supply per fill
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. . . AGE (Min 18 Years); Max
glyburide micronized tablet 3 mg oral Preferred 90-day supply per fil
. . . AGE (Min 18 Years); Max
glyburide micronized tablet 6 mg oral Preferred 90-day supply per fill
. AGE (Min 18 Years); Max
glyburide tablet 1.25 mg oral Preferred 90-day supply per fill
. AGE (Min 18 Years); Max
glyburide tablet 2.5 mg oral Preferred 90-day supply per fill
. AGE (Min 18 Years); Max
glyburide tablet 5 mg oral Preferred 90-day supply per fil
. . . Non PA; AGE (Min 18 Years);
GLYNASE TABLET 1.5 MG ORAL (glyburide micronized) Preferred |Max 90-day supply per fil
. . . Non PA; AGE (Min 18 Years);
GLYNASE TABLET 3 MG ORAL (glyburide micronized) Preferred |Max 90-day supply per fil
. . . Non PA; AGE (Min 18 Years);
GLYNASE TABLET 6 MG ORAL (glyburide micronized) Preferred |Max 90-day supply per fil
DIABETES ORAL HYPOGLYCEMICS: SODIUM GLUCOSE
CO-TRANSPORTER 2 INHIBITOR [CLOSED CLASS]
QL (1 EA per 1 day); AGE
FARXIGA TABLET 10 MG ORAL (dapagliflozin propanediol) Preferred |(Min 18 Years); Max 90-day
supply per fill
QL (1 EA per 1 day); AGE
FARXIGA TABLET 5 MG ORAL (dapagliflozin propanediol) Preferred |[(Min 18 Years); Max 90-day
supply per fill
. . . Non . .
INPEFA TABLET 200 MG ORAL (sitagliflozin) Preferred PA; AGE (Min 18 Years)
INVOKAMET TABLET 150-1000 MG ORAL (canagliflozin- AGE (Min 18 Years); Max
. Preferred !
metformin hcl) 90-day supply per fill
INVOKAMET TABLET 150-500 MG ORAL (canagliflozin- AGE (Min 18 Years); Max
. Preferred !
metformin hcl) 90-day supply per fill
INVOKAMET TABLET 50-1000 MG ORAL (canagliflozin- AGE (Min 18 Years); Max
. Preferred !
metformin hcl) 90-day supply per fill
INVOKAMET TABLET 50-500 MG ORAL (canagliflozin-metformin AGE (Min 18 Years); Max
Preferred !
hcl) 90-day supply per fill
INVOKAMET XR TABLET EXTENDED RELEASE 24 HOUR 150- Non PA; AGE (Min 18 Years);
1000 MG ORAL (canagliflozin-metformin hcl) Preferred [Max 90-day supply per fill
INVOKAMET XR TABLET EXTENDED RELEASE 24 HOUR 150- Non PA; AGE (Min 18 Years);
500 MG ORAL (canagliflozin-metformin hcl) Preferred [Max 90-day supply per fill
INVOKAMET XR TABLET EXTENDED RELEASE 24 HOUR 50- Non PA; AGE (Min 18 Years);
1000 MG ORAL (canagliflozin-metformin hcl) Preferred [Max 90-day supply per fill
INVOKAMET XR TABLET EXTENDED RELEASE 24 HOUR 50-500 Non PA; AGE (Min 18 Years);
MG ORAL (canagliflozin-metformin hcl) Preferred [Max 90-day supply per fill
QL (2 EA per 1 day); AGE
INVOKANA TABLET 100 MG ORAL (canagliflozin) Preferred |[(Min 18 Years); Max 90-day

supply per fill
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QL (1 EA per 1 day); AGE
INVOKANA TABLET 300 MG ORAL (canagliflozin) Preferred |(Min 18 Years); Max 90-day
supply per fill
QL (1 EA per 1 day); AGE
JARDIANCE TABLET 10 MG ORAL (empagliflozin) Preferred |[(Min 10 Years); Max 90-day
supply per fill
QL (1 EA per 1 day); AGE
JARDIANCE TABLET 25 MG ORAL (empagliflozin) Preferred |[(Min 10 Years); Max 90-day
supply per fill
SEGLURQMET TABLET 2.5-1000 MG ORAL (ertugliflozin- Non PA; AGE (Min 18 Years)
metformin hcl) Preferred
SEGLURQMET TABLET 2.5-500 MG ORAL (ertugliflozin- Non PA; AGE (Min 18 Years)
metformin hcl) Preferred
SEGLURQMET TABLET 7.5-1000 MG ORAL (ertugliflozin- Non PA; AGE (Min 18 Years)
metformin hcl) Preferred
SEGLURQMET TABLET 7.5-500 MG ORAL (ertugliflozin- Non PA; AGE (Min 18 Years)
metformin hcl) Preferred
STEGLATRQ TABLET 15 MG ORAL (ertugliflozin I- Non PA; AGE (Min 18 Years)
pyroglutamicac) Preferred
STEGLATRQ TABLET 5 MG ORAL (ertugliflozin I- Non PA; AGE (Min 18 Years)
pyroglutamicac) Preferred
SYNJARDY TABLET 12.5-1000 MG ORAL (empagliflozin- AGE (Min 10 Years); Max
. Preferred !
metformin hcl) 90-day supply per fill
SYNJARDY TABLET 12.5-500 MG ORAL (empagliflozin- AGE (Min 10 Years); Max
. Preferred !
metformin hcl) 90-day supply per fill
SYNJARDY TABLET 5-1000 MG ORAL (empagliflozin-metformin AGE (Min 10 Years); Max
Preferred !
hcl) 90-day supply per fill
SYNJARDY TABLET 5-500 MG ORAL (empagliflozin-metformin AGE (Min 10 Years); Max
Preferred !
hcl) 90-day supply per fill
SYNJARDY XR TABLET EXTENDED RELEASE 24 HOUR 10-1000 Non PA; AGE (Min 10 Years);
MG ORAL (empagliflozin-metformin hcl) Preferred |Max 90-day supply per fill
SYNJARDY XR TABLET EXTENDED RELEASE 24 HOUR 12.5- Non PA; AGE (Min 10 Years);
1000 MG ORAL (empagliflozin-metformin hcl) Preferred |Max 90-day supply per fill
SYNJARDY XR TABLET EXTENDED RELEASE 24 HOUR 25-1000 Non PA; AGE (Min 10 Years);
MG ORAL (empagliflozin-metformin hcl) Preferred |Max 90-day supply per fill
SYNJARDY XR TABLET EXTENDED RELEASE 24 HOUR 5-1000 Non PA; AGE (Min 10 Years);
MG ORAL (empagliflozin-metformin hcl) Preferred |Max 90-day supply per fill
XIGDUO XR TABLET EXTENDED RELEASE 24 HOUR 10-1000 Preferred AGE (Min 18 Years); Max
MG ORAL (dapagliflozin prop-metformin) 90-day supply per fill
XIGDUO XR TABLET EXTENDED RELEASE 24 HOUR 10-500 MG Preferred AGE (Min 18 Years); Max
ORAL (dapagliflozin prop-metformin) 90-day supply per fill
XIGDUO XR TABLET EXTENDED RELEASE 24 HOUR 2.5-1000 Preferred AGE (Min 18 Years); Max
MG ORAL (dapagliflozin prop-metformin) 90-day supply per fill
XIGDUO XR TABLET EXTENDED RELEASE 24 HOUR 5-1000 MG Preferred AGE (Min 18 Years); Max
ORAL (dapagliflozin prop-metformin) 90-day supply per fill
XIGDUO XR TABLET EXTENDED RELEASE 24 HOUR 5-500 MG Preferred AGE (Min 18 Years); Max

90-day supply per fill
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DIABETES ORAL HYPOGLYCEMICS:
THIAZOLIDINEDIONES [OPEN CLASS]
ACTOPLUS MET TABLET 15-850 MG ORAL (pioglitazone hcl- Non PA
metformin hcl) Preferred

.. Non PA; AGE (Min 18 Years);
ACTOS TABLET 15 MG ORAL (pioglitazone hcl) Preferred |Max 90-d(ay supply per)fill

.. Non PA; AGE (Min 18 Years);
ACTOS TABLET 30 MG ORAL (pioglitazone hcl) Preferred |Max 90-d(ay supply per)fill

. Non PA; AGE (Min 18 Years);
ACTOS TABLET 45 MG ORAL (pioglitazone hcl) Preferred |Max 90-d(ay supply per)fill

L . . Non
DUETACT TABLET 30-2 MG ORAL (pioglitazone hcl-glimepiride) Preferred PA
L . . Non

DUETACT TABLET 30-4 MG ORAL (pioglitazone hcl-glimepiride) Preferred PA
pioglitazone hcl tablet 15 mg oral Preferred ég_%étj':u[l)ﬁljepagrs}i;”Max
pioglitazone hcl tablet 30 mg oral Preferred SCC);—EIe(lt//“:u ;iljepaé‘f}{IIMax
pioglitazone hcl tablet 45 mg oral Preferred ég_%étj':u;ﬁljepagf}i;”Max
pioglitazone hcl-glimepiride tablet 30-2 mg oral Prel\t!::re d PA
pioglitazone hcl-glimepiride tablet 30-4 mg oral Prel\t!::re d PA
pioglitazone hcl-metformin hcl tablet 15-500 mg oral Prel\t!::re d PA
pioglitazone hcl-metformin hcl tablet 15-850 mg oral Prel\t!::re d PA
DIABETES: INJECTABLE AMYLIN ANALOGS [CLOSED
CLASS]
SYMLINPEN 120 SOLUTION PEN-INJECTOR 2700 MCG/2.7ML Non PA
SUBCUTANEOUS (pramlintide acetate) Preferred
SYMLINPEN 60 SOLUTION PEN-INJECTOR 1500 MCG/1.5ML Non PA
SUBCUTANEOUS (pramlintide acetate) Preferred
DIABETES: INJECTABLE AND ORAL INCRETIN MIMETICS
[CLOSED CLASS]
BYDUREON BCISE AUTO-INJECTOR 2 MG/0.85ML Non )
SUBCUTANEOUS (exenatide) preferred |7/ QL (3.4 ML per 28 days)
BYETTA 10 MCG PEN SOLUTION PEN-INJECTOR 10 oreferred fﬁéEhuE'bfrfgg thos')?A&;S"
MCG/0.04ML SUBCUTANEQUS (exenatide) 90.-day SFl),Ipply peryfiII’
BYETTA 5 MCG PEN SOLUTION PEN-INJECTOR 5 MCG/0.02ML | o o . E’?éEh',:E'bfrfgg (aj‘;tos')F_’AI\ZI;XQL
SUBCUTANEOUS (exenatide) 30-day s'fjpply peryﬁ”'
MOUNJARO SOLUTION PEN-INJECTOR 10 MG/0.5ML Non PA; QL (2 ML per 28 days);
SUBCUTANEOQUS (tirzepatide) Preferred |[AGE (Min 18 Years)
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MOUNJARO SOLUTION PEN-INJECTOR 12.5 MG/0.5ML Non PA; QL (2 ML per 28 days);
SUBCUTANEQUS (tirzepatide) Preferred |AGE (Min 18 Years)
MOUNJARO SOLUTION PEN-INJECTOR 15 MG/0.5ML Non PA; QL (2 ML per 28 days);
SUBCUTANEQUS (tirzepatide) Preferred |AGE (Min 18 Years)
MOUNJARO SOLUTION PEN-INJECTOR 2.5 MG/0.5ML Non PA; QL (2 ML per 28 days);
SUBCUTANEQUS (tirzepatide) Preferred |AGE (Min 18 Years)
MOUNJARO SOLUTION PEN-INJECTOR 5 MG/0.5ML Non PA; QL (2 ML per 28 days);
SUBCUTANEQUS (tirzepatide) Preferred |AGE (Min 18 Years)
MOUNJARO SOLUTION PEN-INJECTOR 7.5 MG/0.5ML Non PA; QL (2 ML per 28 days);
SUBCUTANEQUS (tirzepatide) Preferred |AGE (Min 18 Years)
OZEMPIC (0.25 OR 0.5 MG/DOSE) SOLUTION PEN-INJECTOR 2 Non PA; QL (3 ML per 28 days);
MG/3ML SUBCUTANEOUS (semaglutide) Preferred |AGE (Min 18 Years)
OZEMPIC (1 MG/DOSE) SOLUTION PEN-INJECTOR 4 MG/3ML Non PA; QL (3 ML per 28 days);
SUBCUTANEOUS (semaglutide) Preferred |AGE (Min 18 Years)
OZEMPIC (2 MG/DOSE) SOLUTION PEN-INJECTOR 8 MG/3ML Non PA; QL (3 ML per 28 days);
SUBCUTANEOUS (semaglutide) Preferred |AGE (Min 18 Years)
. Non PA; QL (1 EA per 1 day);
RYBELSUS TABLET 14 MG ORAL (semaglutide) Preferred |AGE (Min 18 Years)
. Non PA; QL (1 EA per 1 day);
RYBELSUS TABLET 3 MG ORAL (semaglutide) Preferred |AGE (Min 18 Years)
. Non PA; QL (1 EA per 1 day);
RYBELSUS TABLET 7 MG ORAL (semaglutide) Preferred |AGE (Min 18 Years)
SOLIQUA SOLUTION PEN-INJECTOR 100-33 UNT-MCG/ML Non PA
SUBCUTANEOQUS (insulin glargine-lixisenatide) Preferred
TRULICITY SOLUTION PEN-INJECTOR 0.75 MG/0.5ML oreferred ?6A h&'i"gét;'esiogaa”st)‘f'm)x; SOL_
SUBCUTANEOUS (dulaglutide) P Ys)i
day supply per fill
TRULICITY SOLUTION PEN-INJECTOR 1.5 MG/0.5ML preferred E’GA &EL"QQ?'ZQ"Jaait{’TG); 9QOL_
SUBCUTANEOUS (dulaglutide) P YS):
day supply per fill
PA (Eligible for auto-PA); QL
TRULICITY SOLUTION PEN-INJECTOR 3 MG/0.5ML Preferred (6 ML per 84 days); AGE
SUBCUTANEOUS (dulaglutide) (Min 18 Years); Max 90-day
supply per fill
PA (Eligible for auto-PA); QL
TRULICITY SOLUTION PEN-INJECTOR 4.5 MG/0.5ML Preferred (6 ML per 84 days); AGE
SUBCUTANEOUS (dulaglutide) (Min 18 Years); Max 90-day
supply per fill
PA (Eligible for auto-PA); QL
VICTOZA SOLUTION PEN-INJECTOR 18 MG/3ML Preferred (27 ML per 90 days); AGE
SUBCUTANEOUS (liraglutide) (Min 18 Years); Max 90-day
supply per fill
XULTOPHY SOLUTION PEN-INJECTOR 100-3.6 UNIT-MG/ML Non )
SUBCUTANEOUS (insulin degludec-liraglutide) preferred |7/ QL (15 ML per 30 days)
EPINEPHRINE, SELF-INJECTED [OPEN CLASS]
AU\{I-Q SQLUTION AUTO-INJECTOR 0.1 MG/0.1ML INJECTION Non PA; QL (12 EA per 365 days)
(epinephrine) Preferred
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AUVI-Q SOLUTION AUTO-INJECTOR 0.15 MG/0.15ML Non .
INJECTION (epinephrine) Preferred PA; QL (12 EA per 365 days)
AUVI-Q SOLUTION AUTO-INJECTOR 0.3 MG/0.3ML INJECTION Non .
(epinephrine) Preferred PA; QL (12 EA per 365 days)
epinephrine solution auto-injector 0.15 mg/0.15ml injection Prel\t!g:re d PA; QL (12 EA per 365 days)
epinephrine solution auto-injector 0.15 mg/0.3ml injection Preferred |[QL (12 EA per 365 days)
epinephrine solution auto-injector 0.3 mg/0.3ml injection Preferred |QL (12 EA per 365 days)
EPIPEN 2-PAK SOLUTION AUTO-INJECTOR 0.3 MG/0.3ML
INJECTION (epinephrine) Preferred |[QL (12 EA per 365 days)
EPIPEN JR 2-PAK SOLUTION AUTO-INJECTOR 0.15 MG/0.3ML
INJECTION (epinephrine) Preferred |[QL (12 EA per 365 days)
SYMJEPI SOLUTION PREFILLED SYRINGE 0.15 MG/0.3ML Non .
INJECTION (epinephrine) Preferred PA; QL (12 EA per 365 days)
SYMJEPI SOLUTION PREFILLED SYRINGE 0.3 MG/0.3ML Non .
INJECTION (epinephrine) Preferred PA; QL (12 EA per 365 days)
ERYTHROPOIESIS STIMULATING PROTEINS [OPEN
CLASS]
ARANESP (ALBUMIN FREE) SOLUTION 100 MCG/ML INJECTION Non PA
(darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION 200 MCG/ML INJECTION Non PA
(darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION 25 MCG/ML INJECTION Non PA
(darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION 40 MCG/ML INJECTION Non PA
(darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION 60 MCG/ML INJECTION Non PA
(darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE 10 Non PA
MCG/0.4ML INJECTION (darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE Non PA
100 MCG/0.5ML INJECTION (darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE Non PA
150 MCG/0.3ML INJECTION (darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE Non PA
200 MCG/0.4ML INJECTION (darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE 25 Non PA
MCG/0.42ML INJECTION (darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE Non PA
300 MCG/0.6ML INJECTION (darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE 40 Non PA
MCG/0.4ML INJECTION (darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE Non PA
500 MCG/ML INJECTION (darbepoetin alfa) Preferred
ARANESP (ALBUMIN FREE) SOLUTION PREFILLED SYRINGE 60 Non PA
MCG/0.3ML INJECTION (darbepoetin alfa) Preferred
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EPOGEN SOLUTION 10000 UNIT/ML INJECTION (epoetin alfa) Preferred
EPOGEN SOLUTION 2000 UNIT/ML INJECTION (epoetin alfa) Preferred
EPOGEN SOLUTION 20000 UNIT/ML INJECTION (epoetin alfa) Preferred
EPOGEN SOLUTION 3000 UNIT/ML INJECTION (epoetin alfa) Preferred
EPOGEN SOLUTION 4000 UNIT/ML INJECTION (epoetin alfa) Preferred
MIRCERA SOLUTION PREFILLED SYRINGE 100 MCG/0.3ML Non PA
INJECTION (methoxy peg-epoetin beta) Preferred
MIRCERA SOLUTION PREFILLED SYRINGE 120 MCG/0.3ML Non PA
INJECTION (methoxy peg-epoetin beta) Preferred
MIRCERA SOLUTION PREFILLED SYRINGE 150 MCG/0.3ML Non PA
INJECTION (methoxy peg-epoetin beta) Preferred
MIRCERA SOLUTION PREFILLED SYRINGE 200 MCG/0.3ML Non PA
INJECTION (methoxy peg-epoetin beta) Preferred
MIRCERA SOLUTION PREFILLED SYRINGE 30 MCG/0.3ML Non PA
INJECTION (methoxy peg-epoetin beta) Preferred
MIRCERA SOLUTION PREFILLED SYRINGE 50 MCG/0.3ML Non PA
INJECTION (methoxy peg-epoetin beta) Preferred
MIRCERA SOLUTION PREFILLED SYRINGE 75 MCG/0.3ML Non PA
INJECTION (methoxy peg-epoetin beta) Preferred
PROCRIT SOLUTION 10000 UNIT/ML INJECTION (epoetin alfa) Non PA

Preferred
PROCRIT SOLUTION 2000 UNIT/ML INJECTION (epoetin alfa) Non PA

Preferred
PROCRIT SOLUTION 20000 UNIT/ML INJECTION (epoetin alfa) Non PA

Preferred
PROCRIT SOLUTION 3000 UNIT/ML INJECTION (epoetin alfa) Non PA

Preferred
PROCRIT SOLUTION 4000 UNIT/ML INJECTION (epoetin alfa) Non PA

Preferred
PROCRIT SOLUTION 40000 UNIT/ML INJECTION (epoetin alfa) Non PA

Preferred
RETACRIT SOLUTION 10000 UNIT/ML INJECTION (epoetin Non

PA

alfa-epbx) Preferred
RETACRIT SOLUTION 10000 UNIT/ML INJECTION (epoetin

Preferred
alfa-epbx)
RETACRIT SOLUTION 2000 UNIT/ML INJECTION (epoetin alfa- Non PA
epbx) Preferred
RETACRIT SOLUTION 2000 UNIT/ML INJECTION (epoetin alfa-

Preferred
epbx)
RETACRIT SOLUTION 20000 UNIT/ML INJECTION (epoetin Non

PA

alfa-epbx) Preferred
RETACRIT SOLUTION 20000 UNIT/ML INJECTION (epoetin

Preferred
alfa-epbx)
RETACRIT SOLUTION 3000 UNIT/ML INJECTION (epoetin alfa- Non PA
epbx) Preferred
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RETACRIT SOLUTION 3000 UNIT/ML INJECTION (epoetin alfa-
Preferred
epbx)
RETACRIT SOLUTION 4000 UNIT/ML INJECTION (epoetin alfa- Non PA
epbx) Preferred
RETACRIT SOLUTION 4000 UNIT/ML INJECTION (epoetin alfa-
Preferred
epbx)
RETACRIT SOLUTION 40000 UNIT/ML INJECTION (epoetin
Preferred
alfa-epbx)
GI ANTIBIOTICS [OPEN CLASS]
AEMCOLO TABLET DELAYED RELEASE 194 MG ORAL (rifamycin Non PA
sodium) Preferred
DIFICID SUSPENSION RECONSTITUTED 40 MG/ML ORAL Non
. . PA
(fidaxomicin) Preferred
DIFICID TABLET 200 MG ORAL (fidaxomicin) Non PA
Preferred
FIRVANQ SOLUTION RECONSTITUTED 25 MG/ML ORAL
. Preferred
(vancomycin hcl)
FIRVANQ SOLUTION RECONSTITUTED 50 MG/ML ORAL
. Preferred
(vancomycin hcl)
FLAGYL CAPSULE 375 MG ORAL (metronidazole) Non PA
Preferred
metronidazole capsule 375 mg oral Non PA
P g Preferred
metronidazole tablet 250 mg oral Preferred
metronidazole tablet 500 mg oral Preferred
neomycin sulfate tablet 500 mg oral Preferred
nitazoxanide tablet 500 mg oral Non PA
Preferred
SOLOSEC PACKET 2 GM ORAL (secnidazole) Non PA
Preferred
.. Non
tinidazole tablet 250 mg oral PA
Preferred
.. Non
tinidazole tablet 500 mg oral PA
Preferred
VANCOCIN CAPSULE 125 MG ORAL (vancomycin hcl) Non PA
Preferred
VANCOCIN CAPSULE 250 MG ORAL (vancomycin hcl) Non PA
Preferred
vancomycin hcl capsule 125 mg oral Preferred
vancomycin hcl capsule 250 mg oral Preferred
. . . Non
vancomycin hcl solution reconstituted 25 mg/ml oral Preferred PA
vancomycin hcl solution reconstituted 250 mg/5ml oral Non PA
Preferred
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vancomycin hcl solution reconstituted 50 mg/ml! oral Prel\t!g:re d PA
VOWST CAPSULE ORAL (fecal microb spores, live-brpk) Prel\t!g:re d PA; AGE (Min 18 Years)
XIFAXAN TABLET 200 MG ORAL (rifaximin) Pre'\'fgr”re d (Plai;anLZ(\?eiésl)Der 1 Fill); AGE
XIFAXAN TABLET 550 MG ORAL (rifaximin) Pre'\'fgr”re d ié;E(%:;“(nz fgfeearrsl)day);
GI MOTILITY, CHRONIC [OPEN CLASS]
alosetron hcl tablet 0.5 mg oral Prel\lig:red PA; AGE (Min 18 Years)
alosetron hcl tablet 1 mg oral Prel\lig:re d PA; AGE (Min 18 Years)
AMITIZA CAPSULE 24 MCG ORAL (lubiprostone) Preferred ;Aa;x Ag?f d(a'\yr;ulpfgpl\;egfr)iﬁi“
AMITIZA CAPSULE 8 MCG ORAL (lubiprostone) Preferred ;Aa;x Ag?f d(a'\yr;ulpfgpl\;egfr)iﬁi“
IBSRELA TABLET 50 MG ORAL (tenapanor hcl) Pre'\;‘ef:re 4 |PA; AGE (Min 18 Years)
LINZESS CAPSULE 145 MCG ORAL (linaclotide) Preferred ;Aa];x Ag?f d(a'\yr;ulpspl\;esgsr)f;i”
LINZESS CAPSULE 290 MCG ORAL (linaclotide) Preferred ;Aa];x Ag?f d(a'\yr;ulpspl\;esgsr)f;i”
LINZESS CAPSULE 72 MCG ORAL (linaclotide) Preferred ggf dAa](f/EssmTprZfiir”s); Max
LOTRONEX TABLET 0.5 MG ORAL (alosetron hcl) Pre'\;‘ef:re 4 |PA; AGE (Min 18 Years)
LOTRONEX TABLET 1 MG ORAL (alosetron hcl) Prel\flg:red PA; AGE (Min 18 Years)
lubiprostone capsule 24 mcg oral Preferred ;’AE;’X Ag(;)l_z d(al\yr;ulpspltlesgsr)f;ill
lubiprostone capsule 8 mcg oral Preferred ;’AE;’X Ag(;)l_z d(al\yr;ulpspltlesgsr)f;ill
MOTEGRITY TABLET 1 MG ORAL (prucalopride succinate) Prel\flg:re d PA; AGE (Min 18 Years)
MOTEGRITY TABLET 2 MG ORAL (prucalopride succinate) Prel\flg:re d PA; AGE (Min 18 Years)
MOVANTIK TABLET 12.5 MG ORAL (naloxegol oxalate) Preferred ;Aa;x Agcﬁf d(a'\ygulpspl\;esfr)f;i”
MOVANTIK TABLET 25 MG ORAL (naloxegol oxalate) Preferred ;Aa;x Agcﬁf d(a'\ygulpspl\;esfr)f;i”
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RELISTOR TABLET 150 MG ORAL (methylnaltrexone bromide) Pre'\'fgr”re 4 |PA; AGE (Min 18 Years)
SYMPROIC TABLET 0.2 MG ORAL (naldemedine tosylate) Pre'\'fgr”re 4 |PA; AGE (Min 18 Years)
. Non . .
TRULANCE TABLET 3 MG ORAL (plecanatide) Preferred PA; AGE (Min 18 Years)
. Non . .
VIBERZI TABLET 100 MG ORAL (eluxadoline) Preferred PA; AGE (Min 18 Years)
. Non . .
VIBERZI TABLET 75 MG ORAL (eluxadoline) Preferred PA; AGE (Min 18 Years)
GLUCAGON AGENTS [CLOSED CLASS]
BAQSIMI ONE PACK POWDER 3 MG/DOSE NASAL (glucagon) Preferred
BAQSIMI TWO PACK POWDER 3 MG/DOSE NASAL (glucagon) Preferred
. . . Non
diazoxide suspension 50 mg/ml oral Preferred PA
GLUCAGEN HYPOKIT SOLUTION RECONSTITUTED 1 MG Non PA
INJECTION (glucagon hcl (rdna)) Preferred
. . Non
glucagon emergency kit 1 mg injection Preferred PA
glucagon emergency solution reconstituted 1 mg/ml injection Preferred
GVOKE HYPOPEN 1-PACK SOLUTION AUTO-INJECTOR 0.5 Preferred
MG/0.1ML SUBCUTANEQUS (glucagon)
GVOKE HYPOPEN 1-PACK SOLUTION AUTO-INJECTOR 1 Preferred
MG/0.2ML SUBCUTANEQUS (glucagon)
GVOKE HYPOPEN 2-PACK SOLUTION AUTO-INJECTOR 0.5 Preferred
MG/0.1ML SUBCUTANEQUS (glucagon)
GVOKE HYPOPEN 2-PACK SOLUTION AUTO-INJECTOR 1 Preferred
MG/0.2ML SUBCUTANEQUS (glucagon)
GVOKE KIT SOLUTION 1 MG/0.2ML SUBCUTANEOUS Preferred
(glucagon)
GVOKE PFS SOLUTION PREFILLED SYRINGE 0.5 MG/0.1ML Preferred
SUBCUTANEOQUS (glucagon)
GVOKE PFS SOLUTION PREFILLED SYRINGE 1 MG/0.2ML Preferred
SUBCUTANEOQUS (glucagon)
PROGLYCEM SUSPENSION 50 MG/ML ORAL (diazoxide) Preferred
ZEGALOGUE SOLUTION AUTO-INJECTOR 0.6 MG/0.6ML Non PA
SUBCUTANEOUS (dasiglucagon hcl) Preferred
ZEGALOGUE SOLUTION PREFILLED SYRINGE 0.6 MG/0.6ML Non PA
SUBCUTANEOUS (dasiglucagon hcl) Preferred
GLUCOCORTICOIDS, ORAL [OPEN CLASS]
ALKINDI SPRINKLE CAPSULE SPRINKLE 0.5 MG ORAL Non PA: AGE (Max 17 Years)
(hydrocortisone) Preferred
ALKINDI SPRINKLE CAPSULE SPRINKLE 1 MG ORAL Non PA: AGE (Max 17 Years)
(hydrocortisone) Preferred
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Formulary - S
Drug Name Status Requirements/Limits
ALKINDI SPRINKLE CAPSULE SPRINKLE 2 MG ORAL Non PA; AGE (Max 17 Years)
(hydrocortisone) Preferred
ALKINDI SPRINKLE CAPSULE SPRINKLE 5 MG ORAL Non PA; AGE (Max 17 Years)
(hydrocortisone) Preferred
budesonide capsule delayed release particles 3 mg oral Preferred
CORTEF TABLET 10 MG ORAL (hydrocortisone) Non PA
Preferred
CORTEF TABLET 20 MG ORAL (hydrocortisone) Non PA
Preferred
CORTEF TABLET 5 MG ORAL (hydrocortisone) Non PA
Preferred
. Non
cortisone acetate tablet 25 mg oral PA
Preferred
dexamethasone elixir 0.5 mg/5ml oral Preferred
DEXAMETHASONE INTENSOL CONCENTRATE 1 MG/ML ORAL
Preferred
(dexamethasone)
dexamethasone solution 0.5 mg/5ml oral Preferred
dexamethasone tablet 0.5 mg oral Preferred
dexamethasone tablet 0.75 mg oral Preferred
dexamethasone tablet 1 mg oral Preferred
dexamethasone tablet 1.5 mg oral Preferred
dexamethasone tablet 2 mg oral Preferred
dexamethasone tablet 4 mg oral Preferred
dexamethasone tablet 6 mg oral Preferred
Non
dexamethasone tablet therapy pack 1.5 mg (21) oral Preferred PA
Non
dexamethasone tablet therapy pack 1.5 mg (35) oral Preferred PA
Non
dexamethasone tablet therapy pack 1.5 mg (51) oral Preferred PA
EMFLAZA SUSPENSION 22.75 MG/ML ORAL (deflazacort) Prel\iigrnred PA; AGE (Min 2 Years)
EMFLAZA TABLET 18 MG ORAL (deflazacort) Non PA; AGE (Min 2 Years)
Preferred
EMFLAZA TABLET 30 MG ORAL (deflazacort) Non PA; AGE (Min 2 Years)
Preferred
EMFLAZA TABLET 36 MG ORAL (deflazacort) Non PA; AGE (Min 2 Years)
Preferred
EMFLAZA TABLET 6 MG ORAL (deflazacort) Non PA; AGE (Min 2 Years)
Preferred
HEMADY TABLET 20 MG ORAL (dexamethasone) Non PA
Preferred
hydrocortisone tablet 10 mg oral Preferred
hydrocortisone tablet 20 mg oral Preferred
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Drug Name

Formulary

Requirements/Limits

Status
hydrocortisone tablet 5 mg oral Preferred
MEDROL TABLET 16 MG ORAL (methylprednisolone) Non PA

Preferred
MEDROL TABLET 2 MG ORAL (methylprednisolone) Non PA
Preferred
MEDROL TABLET 4 MG ORAL (methylprednisolone) Non PA
Preferred
MEDROL TABLET 8 MG ORAL (methylprednisolone) Non PA
Preferred
MEDROL TABLET THERAPY PACK 4 MG ORAL Non PA
(methylprednisolone) Preferred
. Non
methylprednisolone tablet 16 mg oral Preferred PA
. Non
methylprednisolone tablet 32 mg oral Preferred PA
methylprednisolone tablet 4 mg oral Preferred
. Non
methylprednisolone tablet 8 mg oral Preferred PA
methylprednisolone tablet therapy pack 4 mg oral Preferred
. - Non
prednisolone (Millipred Tablet 5 Mg Oral) Preferred PA
ORTIKOS CAPSULE EXTENDED RELEASE 24 HOUR 6 MG ORAL Non
. PA
(budesonide) Preferred
ORTIKOS CAPSULE EXTENDED RELEASE 24 HOUR 9 MG ORAL Non
. PA
(budesonide) Preferred
. . . Non
prednisolone sodium phosphate solution 10 mg/5ml oral Preferred PA
prednisolone sodium phosphate solution 15 mg/5ml oral Preferred
. . . Non
prednisolone sodium phosphate solution 20 mg/5ml oral Preferred PA
prednisolone sodium phosphate solution 25 mg/5ml oral Preferred
g;g;jmsolone sodium phosphate solution 6.7 (5 base) mg/5ml Preferred
. . . . Non
prednisolone sodium phosphate tablet dispersible 10 mg oral Preferred PA
. . . . Non
prednisolone sodium phosphate tablet dispersible 15 mg oral Preferred PA
. . . . Non
prednisolone sodium phosphate tablet dispersible 30 mg oral Preferred PA
prednisolone solution 15 mg/5ml oral Preferred
. Non
prednisolone tablet 5 mg oral Preferred PA
PREDNISONE INTENSOL CONCENTRATE 5 MG/ML ORAL
. Preferred
(prednisone)
prednisone solution 5 mg/5ml oral Preferred |Max 90-day supply per fill
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Drug Name

Formulary

Requirements/Limits

SUBCUTANEOQOUS (somatropin)

Status
prednisone tablet 1 mg oral Preferred [Max 90-day supply per fill
prednisone tablet 10 mg oral Preferred |Max 90-day supply per fill
prednisone tablet 2.5 mg oral Preferred |Max 90-day supply per fill
prednisone tablet 20 mg oral Preferred [Max 90-day supply per fill
prednisone tablet 5 mg oral Preferred |Max 90-day supply per fill
prednisone tablet 50 mg oral Preferred [Max 90-day supply per fill
prednisone tablet therapy pack 10 mg (21) oral Preferred |Max 90-day supply per fill
prednisone tablet therapy pack 10 mg (48) oral Preferred |Max 90-day supply per fill
prednisone tablet therapy pack 5 mg (21) oral Preferred [Max 90-day supply per fill
prednisone tablet therapy pack 5 mg (48) oral Preferred |Max 90-day supply per fill
RAYOS TABLET DELAYED RELEASE 1 MG ORAL (prednisone) Prel\igg:re d PA
RAYOS TABLET DELAYED RELEASE 2 MG ORAL (prednisone) Prel\igg:re d PA
RAYOS TABLET DELAYED RELEASE 5 MG ORAL (prednisone) Prel\igg:re d PA
TAPERDEX 12-DAY TABLET THERAPY PACK 1.5 MG (49) ORAL Non PA
(dexamethasone) Preferred
dexamethasone (Taperdex 6-Day Tablet Therapy Pack 1.5 Mg Non PA
(21) Oral) Preferred
dexamethasone (Taperdex 6-Day Tablet Therapy Pack 1.5 Mg Non PA
Oral) Preferred
TAPERDEX 7-DAY TABLET THERAPY PACK 1.5 MG (27) ORAL Non PA
(dexamethasone) Preferred
TARPEYO CAPSULE DELAYED RELEASE 4 MG ORAL Non PA
(budesonide) Preferred
GROWTH HORMONE [CLOSED CLASS]
GENOTROPIN CARTRIDGE 12 MG SUBCUTANEOUS preferred  |PA
(somatropin)
GENOTROPIN CARTRIDGE 5 MG SUBCUTANEOUS (somatropin) | Preferred [PA
GENOTROPIN MINIQUICK PREFILLED SYRINGE 0.2 MG preferred | PA
SUBCUTANEOQOUS (somatropin)
GENOTROPIN MINIQUICK PREFILLED SYRINGE 0.4 MG preferred | PA
SUBCUTANEOQOUS (somatropin)
GENOTROPIN MINIQUICK PREFILLED SYRINGE 0.6 MG preferred | PA
SUBCUTANEOQOUS (somatropin)
GENOTROPIN MINIQUICK PREFILLED SYRINGE 0.8 MG preferred | PA
SUBCUTANEOQOUS (somatropin)
GENOTROPIN MINIQUICK PREFILLED SYRINGE 1 MG preferred | PA
SUBCUTANEOQOUS (somatropin)
GENOTROPIN MINIQUICK PREFILLED SYRINGE 1.2 MG preferred | PA
SUBCUTANEOQOUS (somatropin)
GENOTROPIN MINIQUICK PREFILLED SYRINGE 1.4 MG preferred | PA
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Drug Name

Formulary

Requirements/Limits

Status
GENOTROPIN MINIQUICK PREFILLED SYRINGE 1.6 MG preferred  |PA
SUBCUTANEOQUS (somatropin)
GENOTROPIN MINIQUICK PREFILLED SYRINGE 1.8 MG preferred  |PA
SUBCUTANEOQOUS (somatropin)
GENOTROPIN MINIQUICK PREFILLED SYRINGE 2 MG preferred  |PA
SUBCUTANEOQOUS (somatropin)
HUMATROPE CARTRIDGE 12 MG INJECTION (somatropin) Non PA
Preferred
HUMATROPE CARTRIDGE 24 MG INJECTION (somatropin) Non PA
Preferred
HUMATROPE CARTRIDGE 6 MG INJECTION (somatropin) Non PA
Preferred
NORDITROPIN FLEXPRO SOLUTION PEN-INJECTOR 10 preferred  |PA
MG/1.5ML SUBCUTANEQUS (somatropin)
NORDITROPIN FLEXPRO SOLUTION PEN-INJECTOR 15 preferred  |PA
MG/1.5ML SUBCUTANEQUS (somatropin)
NORDITROPIN FLEXPRO SOLUTION PEN-INJECTOR 30 MG/3ML preferred  |PA
SUBCUTANEOQOUS (somatropin)
NORDITROPIN FLEXPRO SOLUTION PEN-INJECTOR 5
. Preferred |PA
MG/1.5ML SUBCUTANEQUS (somatropin)
NUTROPIN AQ NUSPIN 10 SOLUTION PEN-INJECTOR 10 Non PA
MG/2ML SUBCUTANEOUS (somatropin) Preferred
NUTROPIN AQ NUSPIN 20 SOLUTION PEN-INJECTOR 20 Non PA
MG/2ML SUBCUTANEOUS (somatropin) Preferred
NUTROPIN AQ NUSPIN 5 SOLUTION PEN-INJECTOR 5 MG/2ML Non PA
SUBCUTANEOUS (somatropin) Preferred
OMNITROPE SOLUTION CARTRIDGE 10 MG/1.5ML Non PA
SUBCUTANEOUS (somatropin) Preferred
OMNITROPE SOLUTION CARTRIDGE 5 MG/1.5ML Non PA
SUBCUTANEOUS (somatropin) Preferred
OMNITROPE SOLUTION RECONSTITUTED 5.8 MG Non PA
SUBCUTANEOUS (somatropin) Preferred
SAIZEN SOLUTION RECONSTITUTED 5 MG INJECTION Non
! . PA
(somatropin (non-refrigerated)) Preferred
SAIZEN SOLUTION RECONSTITUTED 8.8 MG INJECTION Non
! . PA
(somatropin (non-refrigerated)) Preferred
SEROSTIM SOLUTION RECONSTITUTED 4 MG SUBCUTANEOUS Non
. . PA
(somatropin (non-refrigerated)) Preferred
SEROSTIM SOLUTION RECONSTITUTED 5 MG SUBCUTANEOUS Non
. . PA
(somatropin (non-refrigerated)) Preferred
SEROSTIM SOLUTION RECONSTITUTED 6 MG SUBCUTANEOUS Non
. . PA
(somatropin (non-refrigerated)) Preferred
SKYTROFA CARTRIDGE 11 MG SUBCUTANEQOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
SKYTROFA CARTRIDGE 13.3 MG SUBCUTANEOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
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Drug Name

Formulary

Requirements/Limits

(antihemophil factor (rahf-pfm))

Status
SKYTROFA CARTRIDGE 3 MG SUBCUTANEOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
SKYTROFA CARTRIDGE 3.6 MG SUBCUTANEOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
SKYTROFA CARTRIDGE 4.3 MG SUBCUTANEOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
SKYTROFA CARTRIDGE 5.2 MG SUBCUTANEOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
SKYTROFA CARTRIDGE 6.3 MG SUBCUTANEOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
SKYTROFA CARTRIDGE 7.6 MG SUBCUTANEOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
SKYTROFA CARTRIDGE 9.1 MG SUBCUTANEOUS Non PA; AGE (Min 1 Years and
(lonapegsomatropin-tcgd) Preferred |Max 17 Years)
SOGROYA SOLUTION PEN-INJECTOR 10 MG/1.5ML Non ) .
SUBCUTANEOUS (somapacitan-beco) Preferred PA; AGE (Min 2 Years)
SOGROYA SOLUTION PEN-INJECTOR 15 MG/1.5ML Non ) .
SUBCUTANEOUS (somapacitan-beco) Preferred PA; AGE (Min 2 Years)
SOGROYA SOLUTION PEN-INJECTOR 5 MG/1.5ML Non ) .
SUBCUTANEOUS (somapacitan-beco) Preferred PA; AGE (Min 2 Years)
ZOMACTON SOLUTION RECONSTITUTED 10 MG Non PA
SUBCUTANEOUS (somatropin) Preferred
ZOMACTON SOLUTION RECONSTITUTED 5 MG Non PA
SUBCUTANEOUS (somatropin) Preferred
H PYLORI TREATMENT [OPEN CLASS]
amoxicill-clarithro-lansopraz therapy pack 500 & 500 & 30 mg Non PA
oral Preferred
bis subcit-metronid-tetracyc capsule 140-125-125 mg oral Non PA

Preferred

. . . Non
bismuth/metronidaz/tetracyclin capsule 140-125-125 mg oral Preferred PA
OMECLAMOX-PAK 500-500-20 MG ORAL (amoxicill-clarithro- Non PA
omeprazole) Preferred
PYLERA CAPSULE 140-125-125 MG ORAL (bis subcit-metronid- f
tetracyc) Preferred
TALICIA CAPSULE DELAYED RELEASE 250-12.5-10 MG ORAL Non
il ) PA

(amoxicill-rifabutin-omeprazole) Preferred
HEMOPHILIA TREATMENT [CLOSED CLASS]
ADVATE SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
ADVATE SOLUTION RECONSTITUTED 1500 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
ADVATE SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
ADVATE SOLUTION RECONSTITUTED 250 UNIT INTRAVENOUS Preferred
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Drug Name

Formulary

Requirements/Limits

INTRAVENOUS (coagulation factor ix (rfixfc))

Status

ADVATE SOLUTION RECONSTITUTED 3000 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
ADVATE SOLUTION RECONSTITUTED 4000 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
ADVATE SOLUTION RECONSTITUTED 500 UNIT INTRAVENOUS Preferred
(antihemophil factor (rahf-pfm))
adynovate solution reconstituted 1000 unit intravenous Preferred
adynovate solution reconstituted 1500 unit intravenous Preferred
adynovate solution reconstituted 2000 unit intravenous Preferred
adynovate solution reconstituted 250 unit intravenous Preferred
adynovate solution reconstituted 3000 unit intravenous Preferred
adynovate solution reconstituted 500 unit intravenous Preferred
adynovate solution reconstituted 750 unit intravenous Preferred
AFSTYLA KIT 1000 UNIT INTRAVENOUS (antihemophil fact

. . Preferred
single chain)
AFSTYLA KIT 1500 UNIT INTRAVENOUS (antihemophil fact

. . Preferred
single chain)
AFSTYLA KIT 2000 UNIT INTRAVENOUS (antihemophil fact

. . Preferred
single chain)
AFSTYLA KIT 250 UNIT INTRAVENOUS (antihemophil fact

. . Preferred
single chain)
AFSTYLA KIT 2500 UNIT INTRAVENOUS (antihemophil fact

. . Preferred
single chain)
AFSTYLA KIT 3000 UNIT INTRAVENOUS (antihemophil fact

. . Preferred
single chain)
AFSTYLA KIT 500 UNIT INTRAVENOUS (antihemophil fact

. . Preferred
single chain)
ALPHANATE SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (antihemophilic factor-vwf)
ALPHANATE SOLUTION RECONSTITUTED 1500 UNIT Preferred
INTRAVENOUS (antihemophilic factor-vwf)
ALPHANATE SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (antihemophilic factor-vwf)
ALPHANATE SOLUTION RECONSTITUTED 250 UNIT Preferred
INTRAVENOUS (antihemophilic factor-vwf)
ALPHANATE SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (antihemophilic factor-vwf)
ALPHANINE SD SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (coagulation factor ix)
ALPHANINE SD SOLUTION RECONSTITUTED 1500 UNIT Preferred
INTRAVENOUS (coagulation factor ix)
ALPHANINE SD SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (coagulation factor ix)
ALPROLIX SOLUTION RECONSTITUTED 1000 UNIT

Preferred
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Formulary

Drug Name Requirements/Limits

Status
ALPROLIX SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rfixfc))
ALPROLIX SOLUTION RECONSTITUTED 250 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rfixfc))
ALPROLIX SOLUTION RECONSTITUTED 3000 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rfixfc))
ALPROLIX SOLUTION RECONSTITUTED 4000 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rfixfc))
ALPROLIX SOLUTION RECONSTITUTED 500 UNIT

Preferred

INTRAVENOUS (coagulation factor ix (rfixfc))

ALTUVIIIO SOLUTION RECONSTITUTED 1000 UNIT

INTRAVENOUS (antihem fact fc-vwf-xten-ehtl) Preferred \PA

ALTUVIIIO SOLUTION RECONSTITUTED 2000 UNIT

INTRAVENOUS (antihem fact fc-vwf-xten-ehtl) Preferred \PA

ALTUVIIIO SOLUTION RECONSTITUTED 250 UNIT

INTRAVENOUS (antihem fact fc-vwf-xten-ehtl) Preferred \PA

ALTUVIIIO SOLUTION RECONSTITUTED 3000 UNIT

INTRAVENOUS (antihem fact fc-vwf-xten-ehtl) Preferred \PA

ALTUVIIIO SOLUTION RECONSTITUTED 4000 UNIT

INTRAVENOUS (antihem fact fc-vwf-xten-ehtl) Preferred \PA

ALTUVIIIO SOLUTION RECONSTITUTED 500 UNIT

INTRAVENOUS (antihem fact fc-vwf-xten-ehtl) Preferred \PA

BENEFIX KIT 1000 UNIT INTRAVENOUS (coagulation factor ix

(recomb)) Preferred
BENEFIX KIT 2000 UNIT INTRAVENOUS (coagulation factor ix

Preferred
(recomb))
BENEFIX KIT 250 UNIT INTRAVENOUS (coagulation factor ix

Preferred
(recomb))
BENEFIX KIT 3000 UNIT INTRAVENOUS (coagulation factor ix

Preferred
(recomb))
BENEFIX KIT 500 UNIT INTRAVENOUS (coagulation factor ix

Preferred
(recomb))
COAGADEX SOLUTION RECONSTITUTED 250 UNIT Preferred
INTRAVENOUS (coagulation factor x (human))
COAGADEX SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (coagulation factor x (human))
CORIFACT KIT 1000-1600 UNIT INTRAVENOUS (factor xiii

Preferred
concentrate human)
ELOCTATE SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ELOCTATE SOLUTION RECONSTITUTED 1500 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ELOCTATE SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ELOCTATE SOLUTION RECONSTITUTED 250 UNIT

Preferred

INTRAVENOUS (antihem fact (bdd-rfviiifc))
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Drug Name

Formulary

Requirements/Limits

INTRAVENOUS (antihemophilic factor-vwf)

Status

ELOCTATE SOLUTION RECONSTITUTED 3000 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ELOCTATE SOLUTION RECONSTITUTED 4000 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ELOCTATE SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ELOCTATE SOLUTION RECONSTITUTED 5000 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ELOCTATE SOLUTION RECONSTITUTED 6000 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ELOCTATE SOLUTION RECONSTITUTED 750 UNIT Preferred
INTRAVENOUS (antihem fact (bdd-rfviiifc))
ESPEROCT SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (antihemoph fact rcmb gpeg-exei)
ESPEROCT SOLUTION RECONSTITUTED 1500 UNIT Preferred
INTRAVENOUS (antihemoph fact rcmb gpeg-exei)
ESPEROCT SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (antihemoph fact rcmb gpeg-exei)
ESPEROCT SOLUTION RECONSTITUTED 3000 UNIT Preferred
INTRAVENOUS (antihemoph fact rcmb gpeg-exei)
ESPEROCT SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (antihemoph fact rcmb gpeg-exei)
FEIBA SOLUTION RECONSTITUTED 1000 UNIT INTRAVENOUS

L Preferred
(antiinhibitor coagulant cmplx)
FEIBA SOLUTION RECONSTITUTED 2500 UNIT INTRAVENOUS

o Preferred
(antiinhibitor coagulant cmplx)
FEIBA SOLUTION RECONSTITUTED 500 UNIT INTRAVENOUS

o Preferred
(antiinhibitor coagulant cmplx)
HEMLIBRA SOLUTION 105 MG/0.7ML SUBCUTANEOUS

L Preferred
(emicizumab-kxwh)
HEMLIBRA SOLUTION 150 MG/ML SUBCUTANEOUS

L Preferred
(emicizumab-kxwh)
HEMLIBRA SOLUTION 30 MG/ML SUBCUTANEOUS

L Preferred
(emicizumab-kxwh)
HEMLIBRA SOLUTION 60 MG/0.4ML SUBCUTANEOUS

L Preferred
(emicizumab-kxwh)
HEMOFIL M SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (antihemophilic factor)
HEMOFIL M SOLUTION RECONSTITUTED 1700 UNIT Preferred
INTRAVENOUS (antihemophilic factor)
HEMOFIL M SOLUTION RECONSTITUTED 250 UNIT Preferred
INTRAVENOUS (antihemophilic factor)
HEMOFIL M SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (antihemophilic factor)
HUMATE-P SOLUTION RECONSTITUTED 1000-2400 UNIT

Preferred
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Formulary . A
Drug Name Status Requirements/Limits
HUMATE-P SOLUTION RECONSTITUTED 250-600 UNIT Preferred
INTRAVENOUS (antihemophilic factor-vwf)
HUMATE-P SOLUTION RECONSTITUTED 500-1200 UNIT Preferred
INTRAVENOUS (antihemophilic factor-vwf)
IDELVION SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rix-fp))
IDELVION SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rix-fp))
IDELVION SOLUTION RECONSTITUTED 250 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rix-fp))
IDELVION SOLUTION RECONSTITUTED 3500 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rix-fp))
IDELVION SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (coagulation factor ix (rix-fp))
IXINITY SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (coagulation factor ix (recomb))
IXINITY SOLUTION RECONSTITUTED 1500 UNIT Preferred
INTRAVENOUS (coagulation factor ix (recomb))
IXINITY SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (coagulation factor ix (recomb))
IXINITY SOLUTION RECONSTITUTED 250 UNIT INTRAVENOUS
. ; Preferred
(coagulation factor ix (recomb))
IXINITY SOLUTION RECONSTITUTED 3000 UNIT Preferred
INTRAVENOUS (coagulation factor ix (recomb))
IXINITY SOLUTION RECONSTITUTED 500 UNIT INTRAVENOUS
. ; Preferred
(coagulation factor ix (recomb))
JIVI SOLUTION RECONSTITUTED 1000 UNIT INTRAVENOUS Preferred
(ahf (bdd-rfviii peg-aucl))
JIVI SOLUTION RECONSTITUTED 2000 UNIT INTRAVENOUS Preferred
(ahf (bdd-rfviii peg-aucl))
JIVI SOLUTION RECONSTITUTED 3000 UNIT INTRAVENOUS Preferred
(ahf (bdd-rfviii peg-aucl))
JIVI SOLUTION RECONSTITUTED 500 UNIT INTRAVENOUS (ahf
Preferred
(bdd-rfviii peg-aucl))
KOATE SOLUTION RECONSTITUTED 1000 UNIT INTRAVENOUS
: . Preferred
(antihemophilic factor)
KOATE SOLUTION RECONSTITUTED 250 UNIT INTRAVENOUS
: . Preferred
(antihemophilic factor)
KOATE SOLUTION RECONSTITUTED 500 UNIT INTRAVENOUS
: . Preferred
(antihemophilic factor)
KOATE-DVI SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (antihemophilic factor)
KOGENATE FS KIT 1000 UNIT INTRAVENQOUS (antihem factor
Preferred
recomb (rfviii))
KOGENATE FS KIT 2000 UNIT INTRAVENOUS (antihem factor
Preferred
recomb (rfviii))

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug

107



Drug Name

Formulary

Requirements/Limits

rfviii,sim))

Status
KOGENATE FS KIT 250 UNIT INTRAVENOUS (antihem factor
Preferred
recomb (rfviii))
KOGENATE FS KIT 3000 UNIT INTRAVENOUS (antihem factor
Preferred
recomb (rfviii))
KOGENATE FS KIT 500 UNIT INTRAVENOUS (antihem factor
Preferred
recomb (rfviii))
KOVALTRY SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
KOVALTRY SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
KOVALTRY SOLUTION RECONSTITUTED 250 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
KOVALTRY SOLUTION RECONSTITUTED 3000 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
KOVALTRY SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (antihemophil factor (rahf-pfm))
NOVOEIGHT SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (antihemophil fact bd truncated)
NOVOEIGHT SOLUTION RECONSTITUTED 1500 UNIT Preferred
INTRAVENOUS (antihemophil fact bd truncated)
NOVOEIGHT SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (antihemophil fact bd truncated)
NOVOEIGHT SOLUTION RECONSTITUTED 250 UNIT Preferred
INTRAVENOUS (antihemophil fact bd truncated)
NOVOEIGHT SOLUTION RECONSTITUTED 3000 UNIT Preferred
INTRAVENOUS (antihemophil fact bd truncated)
NOVOEIGHT SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (antihemophil fact bd truncated)
NOVOSEVEN RT SOLUTION RECONSTITUTED 1 MG Preferred
INTRAVENOUS (coagulation factor viia recomb)
NOVOSEVEN RT SOLUTION RECONSTITUTED 2 MG Preferred
INTRAVENOUS (coagulation factor viia recomb)
NOVOSEVEN RT SOLUTION RECONSTITUTED 5 MG Preferred
INTRAVENOUS (coagulation factor viia recomb)
NOVOSEVEN RT SOLUTION RECONSTITUTED 8 MG Preferred
INTRAVENOUS (coagulation factor viia recomb)
NUWIQ KIT 1000 UNIT INTRAVENQUS (antihem fact (bdd-
o Preferred
rfviii,sim))
NUWIQ KIT 1500 UNIT INTRAVENOUS (antihem fact (bdd-
b Preferred
rfviii,sim))
NUWIQ KIT 2000 UNIT INTRAVENOUS (antihem fact (bdd-
b Preferred
rfviii,sim))
NUWIQ KIT 250 UNIT INTRAVENOUS (antihem fact (bdd-
b Preferred
rfviii,sim))
NUWIQ KIT 2500 UNIT INTRAVENOUS (antihem fact (bdd-
Preferred
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NUWIQ KIT 3000 UNIT INTRAVENOUS (antihem fact (bdd-

b Preferred
rfviii,sim))
NUWIQ KIT 4000 UNIT INTRAVENOUS (antihem fact (bdd-

b Preferred
rfviii,sim))
NUWIQ KIT 500 UNIT INTRAVENOUS (antihem fact (bdd-

b Preferred
rfviii,sim))
NUWIQ SOLUTION RECONSTITUTED 1000 UNIT INTRAVENOUS Preferred
(antihem fact (bdd-rfviii,sim))
NUWIQ SOLUTION RECONSTITUTED 1500 UNIT INTRAVENOUS Preferred
(antihem fact (bdd-rfviii,sim))
NUWIQ SOLUTION RECONSTITUTED 2000 UNIT INTRAVENOUS Preferred
(antihem fact (bdd-rfviii,sim))
NUWIQ SOLUTION RECONSTITUTED 250 UNIT INTRAVENOUS Preferred
(antihem fact (bdd-rfviii,sim))
NUWIQ SOLUTION RECONSTITUTED 2500 UNIT INTRAVENOUS Preferred
(antihem fact (bdd-rfviii,sim))
NUWIQ SOLUTION RECONSTITUTED 3000 UNIT INTRAVENOUS Preferred
(antihem fact (bdd-rfviii,sim))
NUWIQ SOLUTION RECONSTITUTED 4000 UNIT INTRAVENOUS Preferred
(antihem fact (bdd-rfviii,sim))
NUWIQ SOLUTION RECONSTITUTED 500 UNIT INTRAVENOUS

Preferred

(antihem fact (bdd-rfviii,sim))

obizur solution reconstituted 500 unit intravenous Preferred

PROFILNINE SOLUTION RECONSTITUTED 1000 UNIT

INTRAVENOUS (factor ix complex) Preferred
PROFILNINE SOLUTION RECONSTITUTED 1500 UNIT Preferred
INTRAVENOUS (factor ix complex)
PROFILNINE SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (factor ix complex)
REBINYN SOLUTION RECONSTITUTED 1000 UNIT Preferred
INTRAVENOUS (coagulation factor ix glycopeg)
REBINYN SOLUTION RECONSTITUTED 2000 UNIT Preferred
INTRAVENOUS (coagulation factor ix glycopeg)
REBINYN SOLUTION RECONSTITUTED 3000 UNIT Preferred
INTRAVENOUS (coagulation factor ix glycopeg)
REBINYN SOLUTION RECONSTITUTED 500 UNIT Preferred
INTRAVENOUS (coagulation factor ix glycopeg)
RECOMBINATE SOLUTION RECONSTITUTED 1241-1800 UNIT Preferred
INTRAVENOUS (antihem factor recomb (rfviii))
RECOMBINATE SOLUTION RECONSTITUTED 1801-2400 UNIT Preferred
INTRAVENOUS (antihem factor recomb (rfviii))
RECOMBINATE SOLUTION RECONSTITUTED 220-400 UNIT Preferred
INTRAVENOUS (antihem factor recomb (rfviii))
RECOMBINATE SOLUTION RECONSTITUTED 401-800 UNIT

Preferred

INTRAVENOUS (antihem factor recomb (rfviii))
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RECOMBINATE SOLUTION RECONSTITUTED 801-1240 UNIT Preferred
INTRAVENOUS (antihem factor recomb (rfviii))
rixubis solution reconstituted 1000 unit intravenous Preferred
rixubis solution reconstituted 2000 unit intravenous Preferred
rixubis solution reconstituted 250 unit intravenous Preferred
rixubis solution reconstituted 3000 unit intravenous Preferred
rixubis solution reconstituted 500 unit intravenous Preferred
SEVENFACT SOLUTION RECONSTITUTED 1 MG INTRAVENOUS
) . Preferred
(coagulation factor viia-jncw)
SEVENFACT SOLUTION RECONSTITUTED 5 MG INTRAVENOUS
) . Preferred
(coagulation factor viia-jncw)
TRETTEN SOLUTION RECONSTITUTED 2500 UNIT Preferred
INTRAVENOUS (coagulation factor xiii a-sub)
VONVENDI SOLUTION RECONSTITUTED 1300 UNIT Preferred
INTRAVENOUS (von willebrand factor (recomb))
VONVENDI SOLUTION RECONSTITUTED 650 UNIT Preferred
INTRAVENOUS (von willebrand factor (recomb))
WILATE KIT 1000-1000 UNIT INTRAVENOQUS (antihemophilic
Preferred
factor-vwf)
WILATE KIT 500-500 UNIT INTRAVENQUS (antihemophilic
Preferred
factor-vwf)
XYNTHA KIT 1000 UNIT INTRAVENOUS (antihem fact (bdd-
Preferred
rfviii,mor))
XYNTHA KIT 2000 UNIT INTRAVENOUS (antihem fact (bdd-
Preferred
rfviii,mor))
XYNTHA KIT 250 UNIT INTRAVENOUS (antihem fact (bdd-
Preferred
rfviii,mor))
XYNTHA KIT 500 UNIT INTRAVENOUS (antihem fact (bdd-
Preferred
rfviii,mor))
XYNTHA SOLOFUSE KIT 1000 UNIT INTRAVENOUS (antihem
Preferred
fact (bdd-rfviii,mor))
XYNTHA SOLOFUSE KIT 2000 UNIT INTRAVENOUS (antihem
Preferred
fact (bdd-rfviii,mor))
XYNTHA SOLOFUSE KIT 250 UNIT INTRAVENOUS (antihem Preferred
fact (bdd-rfviii,mor))
XYNTHA SOLOFUSE KIT 3000 UNIT INTRAVENOUS (antihem
Preferred
fact (bdd-rfviii,mor))
XYNTHA SOLOFUSE KIT 500 UNIT INTRAVENOUS (antihem Preferred
fact (bdd-rfviii,mor))
HEPATITIS C AGENTS [CLOSED CLASS]
EPCLUSA PACKET 150-37.5 MG ORAL (sofosbuvir-velpatasvir) Prel\lig:red PA; AGE (Min 3 Years)
EPCLUSA PACKET 200-50 MG ORAL (sofosbuvir-velpatasvir) Prel\r!g:re 4 |PA; AGE (Min 3 Years)
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INTRAVENOUS (c1 esterase inhibitor (human))

Status
EPCLUSA TABLET 200-50 MG ORAL (sofosbuvir-velpatasvir) Pre'\'fgr”re 4 |PA; AGE (Min 3 Years)
Non PA; AGE (Min 3 Years); Max
EPCLUSA TABLET 400-100 MG ORAL (sofosbuvir-velpatasvir) Preferred 84-day supply per fill and
per lifetime
HARVONI PACKET 33.75-150 MG ORAL (/edipasvir-sofosbuvir) Prel\ifg:red PA; AGE (Min 3 Years)
HARVONI PACKET 45-200 MG ORAL (/edipasvir-sofosbuvir) Prel\ifg:red PA; AGE (Min 3 Years)
HARVONI TABLET 45-200 MG ORAL (/edipasvir-sofosbuvir) Prel\igg:re d PA; AGE (Min 3 Years)
HARVONI TABLET 90-400 MG ORAL (/edipasvir-sofosbuvir) Prel\igg:re d PA; AGE (Min 3 Years)
ledipasvir-sofosbuvir tablet 90-400 mg oral Prel\ifg:re d PA; AGE (Min 3 Years)
AGE (Min 3 Years); Max 84-
MAVYRET PACKET 50-20 MG ORAL (glecaprevir-pibrentasvir) Preferred |day supply per fill and per
lifetime
AGE (Min 12 Years); Max
MAVYRET TABLET 100-40 MG ORAL (glecaprevir-pibrentasvir) Preferred |[84-day supply per fill and
per lifetime
PEGASYS SOLUTION 180 MCG/ML SUBCUTANEOUS Non PA
(peginterferon alfa-2a) Preferred
PEGASYS SOLUTION PREFILLED SYRINGE 180 MCG/0.5ML Non PA
SUBCUTANEOQOUS (peginterferon alfa-2a) Preferred
AGE (Min 3 Years); Max 84-
sofosbuvir-velpatasvir tablet 400-100 mg oral Preferred |day supply per fill and per
lifetime
SOVALDI PACKET 150 MG ORAL (sofosbuvir) Pre'\;;’:re 4 |PA
SOVALDI PACKET 200 MG ORAL (sofosbuvir) Pre'\;;’:re 4 |PA
SOVALDI TABLET 200 MG ORAL (sofosbuvir) Pre'\;;’:re 4 |PA
SOVALDI TABLET 400 MG ORAL (sofosbuvir) Pre'\;;’:re 4 |PA
VOSEVI TABLET 400-100-100 MG ORAL (sofosbuv-velpatasv- Non PA
voxilaprev) Preferred
ZEPATIER TABLET 50-100 MG ORAL (elbasvir-grazoprevir) Prel\;gpre d PA
HEREDITARY ANGIOEDEMA (HAE) AGENTS [OPEN
CLASS]
BERINERT KIT 500 UNIT INTRAVENOUS (c1 esterase inhibitor Preferred PA; QL (4 EA per 1 Fill); AGE
(human)) (Min 6 Years)
CINRYZE SOLUTION RECONSTITUTED 500 UNIT
Preferred |PA
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FIRAZYR SOLUTION PREFILLED SYRINGE 30 MG/3ML Non ] .
SUBCUTANEOQOUS (icatibant acetate) Preferred PA; AGE (Min 18 Years)
HAEGARDA SOLUTION RECONSTITUTED 2000 UNIT Non ] .
SUBCUTANEOUS (c1 esterase inhibitor (human)) preferred |PA7 AGE (Min 12 Years)
HAEGARDA SOLUTION RECONSTITUTED 3000 UNIT Non ] .
SUBCUTANEOUS (c1 esterase inhibitor (human)) preferred |PA7 AGE (Min 12 Years)
icatibant acetate solution prefilled syringe 30 mg/3ml Non PA; AGE (Min 18 Years)
subcutaneous Preferred

. PA; QL (6 ML per 1 Fill);

KALBITOR SOLUTION 10 MG/ML SUBCUTANEOQUS (ecallantide) Preferred AGE (Min 12 Years)
ORLADEYO CAPSULE 110 MG ORAL (berotralstat hcl) orafon 4 |PA; AGE (Min 12 Years)
ORLADEYO CAPSULE 150 MG ORAL (berotralstat hcl) Pre'\'fgr”re 4 |PA; AGE (Min 12 Years)
RUCONEST SOLUTION RECONSTITUTED 2100 UNIT Non ) .
INTRAVENOUS (c1 esterase inhibitor (recomb)) Preferred PA; AGE (Min 13 Years)
icatibant acetate (Sajazir Solution Prefilled Syringe 30 Mg/3MI Non PA; AGE (Min 18 Years)
Subcutaneous) Preferred
TAKHZYRO SOLUTION 300 MG/2ML SUBCUTANEOUS Non PA; AGE (Min 12 Years)
(lanadelumab-flyo) Preferred
TAKHZYRO SOLUTION PREFILLED SYRINGE 150 MG/ML Non ) .
SUBCUTANEOUS (Janadelumab-flyo) preferred |PA7 AGE (Min 12 Years)
TAKHZYRO SOLUTION PREFILLED SYRINGE 300 MG/2ML Non ) .
SUBCUTANEOUS (/anadelumab-flyo) preferred |7/ AGE (Min 12 Years)
HERPES ORAL [OPEN CLASS]
acyclovir capsule 200 mg oral Preferred |Max 90-day supply per fill
acyclovir suspension 200 mg/5ml oral Preferred [Max 90-day supply per fill
acyclovir tablet 400 mg oral Preferred |Max 90-day supply per fill
acyclovir tablet 800 mg oral Preferred |Max 90-day supply per fill
famciclovir tablet 125 mg oral Preferred [Max 90-day supply per fill
famciclovir tablet 250 mg oral Preferred |Max 90-day supply per fill
famciclovir tablet 500 mg oral Preferred |Max 90-day supply per fill
SITAVIG TABLET 50 MG BUCCAL (acyclovir) Non PA

Preferred
valacyclovir hcl tablet 1 gm oral Preferred [Max 90-day supply per fill
valacyclovir hcl tablet 500 mg oral Preferred |Max 90-day supply per fill
VALTREX TABLET 1 GM ORAL (valacyclovir hcl) Non PA; Max 90-day supply per

Preferred |fill
VALTREX TABLET 500 MG ORAL (valacyclovir hcl) Non = |PA; Max 90-day supply per

Preferred |fill
HERPES TOPICAL [OPEN CLASS]
acyclovir cream 5 % external Preferred
acyclovir ointment 5 % external Preferred

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug

PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug

112



Drug Name

Formulary

Requirements/Limits

Status
DENAVIR CREAM 1 % EXTERNAL (penciclovir) Non PA
Preferred
docosanol cream 10 % external (otc) Preferred
ft docosanol cream 10 % external Preferred
gnp docosanol cream 10 % external Preferred
penciclovir cream 1 % external Non PA
Preferred
XERESE CREAM 5-1 % EXTERNAL (acyclovir-hydrocortisone) Non  lpa
Preferred
ZOVIRAX CREAM 5 % EXTERNAL (acyclovir) Non PA
Preferred
ZOVIRAX OINTMENT 5 % EXTERNAL (acyclovir) Non PA
Preferred
HISTAMINE-2 RECEPTOR ANTAGONISTS (H-2 RA) [OPEN
CLASS]
acid reducer complete tablet chewable 10-800-165 mg oral Non PA
Preferred
acid reducer maximum strength tablet 20 mg oral Preferred |Max 90-day supply per fill
acid reducer tablet 10 mg oral Preferred |Max 90-day supply per fill
cimetidine hcl solution 300 mg/5ml oral Non PA
Preferred
cimetidine tablet 200 mg oral (rx) Non PA
g Preferred
. - Non
cimetidine tablet 300 mg oral PA
Preferred
. - Non
cimetidine tablet 400 mg oral PA
Preferred
. - Non
cimetidine tablet 800 mg oral PA
Preferred
famotidine maximum strength tablet 20 mg oral Preferred [Max 90-day supply per fill
famotidine orig st tablet 10 mg oral Preferred [Max 90-day supply per fill
PA (Eligible for auto-PA);
famotidine suspension reconstituted 40 mg/5ml oral Preferred |AGE (Max 11 Years); Max
90-day supply per fill
AGE (Max 11 Years); PA
famotidine suspension reconstituted 40 mg/5ml oral Preferred |[(Eligible for auto-PA); Max
90-day supply per fill
famotidine tablet 10 mg oral Preferred [Max 90-day supply per fill
famotidine tablet 20 mg oral (otc) Preferred |Max 90-day supply per fill
famotidine tablet 20 mg oral (rx) Preferred |Max 90-day supply per fill
famotidine tablet 40 mg oral Preferred [Max 90-day supply per fill
gnp acid reducer max st tablet 20 mg oral Preferred |Max 90-day supply per fill
gnp acid reducer tablet 10 mg oral Preferred [Max 90-day supply per fill
heartburn relief max st tablet 20 mg oral Preferred |Max 90-day supply per fill
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tenofovir)

Status
heartburn relief tablet 10 mg oral Preferred [Max 90-day supply per fill
hm dual action complete tablet chewable 10-800-165 mg oral Non PA
Preferred
nizatidine capsule 150 mg oral Non PA
P g Preferred
nizatidine capsule 300 mg oral Non PA
P g Preferred
PEPCID TABLET 20 MG ORAL (famotidine) Non = |PA; Max 90-day supply per
Preferred |fill
PEPCID TABLET 40 MG ORAL (famotidine) Non = |PA; Max 90-day supply per
Preferred |fill
sm acid reducer max st tablet 20 mg oral Preferred |Max 90-day supply per fill
sm acid reducer tablet 10 mg oral Preferred |Max 90-day supply per fill
HIV/AIDS [CLOSED CLASS]
abacavir sulfate solution 20 mg/ml oral Preferred QL (30 ML per 1 day); Max
90-day supply per fill
abacavir sulfate tablet 300 mg oral Preferred QL (2 EA per 1 day)_; Max
90-day supply per fill
abacavir sulfate-lamivudine tablet 600-300 mg oral Preferred QL (1 EA per 1 day)_; Max
90-day supply per fill
APRETUDE SUSPENSION EXTENDED RELEASE 600 MG/3ML Preferred QL (3 ML per 28 days); Max
INTRAMUSCULAR (cabotegravir) 56-day supply per fill
APTIVUS CAPSULE 250 MG ORAL (tipranavir) Preferred | QL (4 EA per 1 day); Max
90-day supply per fill
atazanavir sulfate capsule 150 mg oral Preferred QL (1 EA per 1 day)_; Max
90-day supply per fill
atazanavir sulfate capsule 200 mg oral Preferred QL (2 EA per 1 day)_; Max
90-day supply per fill
atazanavir sulfate capsule 300 mg oral Preferred QL (1 EA per 1 day)_; Max
90-day supply per fill
ATRIPLA TABLET 600-200-300 MG ORAL (efavirenz-emtricitab- QL (1 EA per 1 day); Max
Preferred g
tenofo df) 90-day supply per fill
BIKTARVY TABLET 30-120-15 MG ORAL (bictegravir- QL (1 EA per 1 day); Max
. Preferred g
emtricitab-tenofov) 90-day supply per fill
BIKTARVY TABLET 50-200-25 MG ORAL (bictegravir- QL (1 EA per 1 day); Max
. Preferred g
emtricitab-tenofov) 90-day supply per fill
cabenuva suspension extended release 400 & 600 mg/2ml QL (12 ML per 84 days);
; Preferred )
intramuscular Max 90-day supply per fill
gabenuva suspension extended release 600 & 900 mg/3ml Preferred |Max 90-day supply per fil
intramuscular
CIMDUO TABLET 300-300 MG ORAL (lamivudine-tenofovir) Preferred | Q- (1 EA per 1 day); Max
90-day supply per fill
COMBIVIR TABLET 150-300 MG ORAL (lamivudine-zidovudine) | Preferred |t (2 EA per 1 day); Max
90-day supply per fill
COMPLERA TABLET 200-25-300 MG ORAL (emtricitab-rilpivir- Preferred QL (1 EA per 1 day); Max

90-day supply per fill
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darunavir tablet 600 mg oral Preferred QL (2 EA per 1 day).; Max
90-day supply per fill
darunavir tablet 800 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
DELSTRIGO TABLET 100-300-300 MG ORAL (doravirin- QL (1 EA per 1 day); Max
; . Preferred g
lamivudin-tenofov df) 90-day supply per fill
DESCOVY TABLET 120-15 MG ORAL (emtricitabine-tenofovir QL (1 EA per 1 day); Max
Preferred g
af) 90-day supply per fill
DESCOVY TABLET 200-25 MG ORAL (emtricitabine-tenofovir QL (1 EA per 1 day); Max
Preferred g
af) 90-day supply per fill
DOVATO TABLET 50-300 MG ORAL (dolutegravir-lamivudine) Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
EDURANT TABLET 25 MG ORAL (rilpivirine hcl) Preferred | QL (2 EA per 1 day); Max
90-day supply per fill
efavirenz capsule 200 mg oral Preferred QL (2 EA per 1 day).; Max
90-day supply per fill
efavirenz capsule 50 mg oral Preferred QL (3 EA per 1 day).; Max
90-day supply per fill
efavirenz tablet 600 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
efavirenz-emtricitab-tenofo df tablet 600-200-300 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
efavirenz-lamivudine-tenofovir tablet 400-300-300 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
efavirenz-lamivudine-tenofovir tablet 600-300-300 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
emtricitabine capsule 200 mg oral Preferred QL (24 EA per 1 day); Max
90-day supply per fill
emtricitabine-tenofovir df tablet 100-150 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
emtricitabine-tenofovir df tablet 133-200 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
emtricitabine-tenofovir df tablet 167-250 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
emtricitabine-tenofovir df tablet 200-300 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
EMTRIVA CAPSULE 200 MG ORAL (emtricitabine) Preferred | QL (24 EA per 1 day); Max
90-day supply per fill
EMTRIVA SOLUTION 10 MG/ML ORAL (emtricitabine) preferred | QL (1 ML per 1 day); Max
90-day supply per fill
EPIVIR SOLUTION 10 MG/ML ORAL (lamivudine) preferred | QL (30 ML per 1 day); Max
90-day supply per fill
EPIVIR TABLET 150 MG ORAL (lamivudine) preferred |- (2 EA per 1 day); Max
90-day supply per fill
EPIVIR TABLET 300 MG ORAL (lamivudine) Preferred | Qb (1 EA per 1 day); Max

90-day supply per fill
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EPZICOM TABLET 600-300 MG ORAL (abacavir sulfate- QL (1 EA per 1 day); Max
! ) Preferred g
lamivudine) 90-day supply per fill
. QL (2 EA per 1 day); Max
etravirine tablet 100 mg oral Preferred 90-day supply per fil
. QL (2 EA per 1 day); Max
etravirine tablet 200 mg oral Preferred 90-day supply per fil
) . - QL (1 EA per 1 day); Max
EVOTAZ TABLET 300-150 MG ORAL (atazanavir-cobicistat) Preferred 90-day supply per fill
. . QL (4 EA per 1 day); Max
fosamprenavir calcium tablet 700 mg oral Preferred 90-day supply per fil
FUZEON SOLUTION RECONSTITUTED 90 MG SUBCUTANEOUS QL (2 EA per 1 day); Max
i Preferred g
(enfuvirtide) 90-day supply per fill
GENVOYA TABLET 150-150-200-10 MG ORAL (elviteg-cobic- QL (1 EA per 1 day); Max
L Preferred g
emtricit-tenofaf) 90-day supply per fill
. QL (2 EA per 1 day); Max
INTELENCE TABLET 100 MG ORAL (etravirine) Preferred 90-day supply per fil
. QL (2 EA per 1 day); Max
INTELENCE TABLET 200 MG ORAL (etravirine) Preferred 90-day supply per fil
. QL (4 EA per 1 day); Max
INTELENCE TABLET 25 MG ORAL (etravirine) Preferred 90-day supply per fil
. . QL (2 EA per 1 day); Max
ISENTRESS HD TABLET 600 MG ORAL (raltegravir potassium) Preferred 90-day supply per fill
) : QL (2 EA per 1 day); Max
ISENTRESS PACKET 100 MG ORAL (raltegravir potassium) Preferred 90-day supply per fil
. . QL (2 EA per 1 day); Max
ISENTRESS TABLET 400 MG ORAL (raltegravir potassium) Preferred 90-day supply per fill
ISENTRESS TABLET CHEWABLE 100 MG ORAL (raltegravir QL (6 EA per 1 day); Max
, Preferred 8
potassium) 90-day supply per fill
ISENTRESS TABLET CHEWABLE 25 MG ORAL (raltegravir QL (6 EA per 1 day); Max
, Preferred 8
potassium) 90-day supply per fill
) PR QL (1 EA per 1 day); Max
JULUCA TABLET 50-25 MG ORAL (dolutegravir-rilpivirine) Preferred 90-day supply per fil
KALETRA SOLUTION 400-100 MG/5ML ORAL (lopinavir- QL (4 ML per 1 day); Max
X . Preferred 4
ritonavir) 90-day supply per fill
_ . . . QL (10 EA per 1 day); Max
KALETRA TABLET 100-25 MG ORAL (lopinavir-ritonavir) Preferred 90-day supply per fil
) . . . QL (4 EA per 1 day); Max
KALETRA TABLET 200-50 MG ORAL (lopinavir-ritonavir) Preferred 90-day supply per fil
. . . QL (30 ML per 1 day); Max
lamivudine solution 10 mg/ml oral Preferred 90-day supply per fil
. . QL (2 EA per 1 day); Max
lamivudine tablet 150 mg oral Preferred 90-day supply per fill
. . QL (1 EA per 1 day); Max
lamivudine tablet 300 mg oral Preferred 90-day supply per fill
lamivudine-zidovudine tablet 150-300 mg oral Preferred QL (2 EA per 1 day); Max

90-day supply per fill
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LEXIVA SUSPENSION 50 MG/ML ORAL (fosamprenavir calcium)| Preferred QL (56 ML per 1 day); Max
90-day supply per fill
LEXIVA TABLET 700 MG ORAL (fosamprenavir calcium) Preferred QL (4 EA per 1 day).; Max
90-day supply per fill
lopinavir-ritonavir solution 400-100 mg/5ml oral Preferred QL (4 ML per 1 day).; Max
90-day supply per fill
lopinavir-ritonavir tablet 100-25 mg oral Preferred QL (10 EA per 1 day); Max
90-day supply per fill
lopinavir-ritonavir tablet 200-50 mg oral Preferred QL (4 EA per 1 day).; Max
90-day supply per fill
maraviroc tablet 150 mg oral Preferred QL (2 EA per 1 day).; Max
90-day supply per fill
maraviroc tablet 300 mg oral Preferred QL (4 EA per 1 day).; Max
90-day supply per fill
nevirapine er tablet extended release 24 hour 100 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
nevirapine er tablet extended release 24 hour 400 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
. . QL (40 ML per 1 day); Max
nevirapine suspension 50 mg/5ml oral Preferred 90-day supply per fill
nevirapine tablet 200 mg oral Preferred QL (2 EA per 1 day).; Max
90-day supply per fill
NORVIR PACKET 100 MG ORAL (ritonavir) preferred | QL (12 EA per 1 day); Max
90-day supply per fill
NORVIR TABLET 100 MG ORAL (ritonavir) preferred | QL (12 EA per 1 day); Max
90-day supply per fill
ODEFSEY TABLET 200-25-25 MG ORAL (emtricitab-rilpivir- QL (1 EA per 1 day); Max
Preferred g
tenofov af) 90-day supply per fill
PIFELTRO TABLET 100 MG ORAL (doravirine) preferred | QL (1 EA per 1 day); Max
90-day supply per fill
PREZCOBIX TABLET 800-150 MG ORAL (darunavir-cobicistat) | Preferred |3 (1 EA per 1 day); Max
90-day supply per fill
PREZISTA SUSPENSION 100 MG/ML ORAL (darunavir) Preferred | QL (12 ML per 1 day); Max
90-day supply per fill
PREZISTA TABLET 150 MG ORAL (darunavir) Preferred | QL (2 EA per 1 day); Max
90-day supply per fill
PREZISTA TABLET 600 MG ORAL (darunavir) Preferred | QL (2 EA per 1 day); Max
90-day supply per fill
PREZISTA TABLET 75 MG ORAL (darunavir) Preferred | QL (2 EA per 1 day); Max
90-day supply per fill
PREZISTA TABLET 800 MG ORAL (darunavir) preferred | QL (1 EA per 1 day); Max
90-day supply per fill
RETROVIR CAPSULE 100 MG ORAL (zidovudine) Preferred | QL (2 EA per 1 day); Max
90-day supply per fill
RETROVIR SYRUP 50 MG/5ML ORAL (zidovudine) preferred | QL (60 ML per 1 day); Max

90-day supply per fill
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REYATAZ CAPSULE 200 MG ORAL (atazanavir sulfate) Preferred | QL (2 EA per 1 day); Max
90-day supply per fill
REYATAZ CAPSULE 300 MG ORAL (atazanavir sulfate) Preferred | QL (1 EA per 1 day); Max
90-day supply per fill
REYATAZ PACKET 50 MG ORAL (atazanavir sulfate) Preferred | QL (6 EA per 1 day); Max
90-day supply per fill
ritonavir tablet 100 mg oral Preferred QL (12 EA per 1 day); Max

90-day supply per fill

RUKOBIA TABLET EXTENDED RELEASE 12 HOUR 600 MG ORAL QL (2 EA per 1 day); Max
. . Preferred g

(fostemsavir tromethamine) 90-day supply per fill

QL (30 ML per 1 day); Max

SELZENTRY SOLUTION 20 MG/ML ORAL (maraviroc) Preferred ’
90-day supply per fill
SELZENTRY TABLET 150 MG ORAL (maraviroc) Preferred | QL (2 EA per 1 day); Max
90-day supply per fill
SELZENTRY TABLET 25 MG ORAL (maraviroc) Preferred | Q- (8 EA per 1 day); Max
90-day supply per fill
SELZENTRY TABLET 300 MG ORAL (maraviroc) Preferred | QL (4 EA per 1 day); Max
90-day supply per fill
SELZENTRY TABLET 75 MG ORAL (maraviroc) Preferred | QL (2 EA per 1 day); Max
90-day supply per fill
stavudine capsule 15 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
stavudine capsule 20 mg oral Preferred QL (1 EA per 1 day).; Max
90-day supply per fill
stavudine capsule 40 mg oral Preferred QL (2 EA per 1 day); Max

90-day supply per fill

STRIBILD TABLET 150-150-200-300 MG ORAL (elviteg-cobic- QL (1 EA per 1 day); Max
. Preferred g

emtricit-tenofdf) 90-day supply per fill

SUNLENCA SOLUTION 463.5 MG/1.5ML SUBCUTANEOQOUS

(lenacapavir sodium)

SUNLENCA TABLET THERAPY PACK 4 X 300 MG ORAL

(lenacapavir sodium)

SUNLENCA TABLET THERAPY PACK 5 X 300 MG ORAL

(lenacapavir sodium)

SYMFI LO TABLET 400-300-300 MG ORAL (efavirenz-

Preferred |[AGE (Min 18 Years)

Preferred |[AGE (Min 18 Years)

Preferred |[AGE (Min 18 Years)

Preferred QL (1 EA per 1 day); Max

lamivudine-tenofovir) 90-day supply per fill
SYMFI TABLET 600-300-300 MG ORAL (efavirenz-lamivudine- QL (1 EA per 1 day); Max
. Preferred g
tenofovir) 90-day supply per fill
SYMTUZA TABLET 800-150-200-10 MG ORAL (darun-cobic- QL (1 EA per 1 day); Max
. Preferred g
emtricit-tenofaf) 90-day supply per fill
tenofovir disoproxil fumarate tablet 300 mg oral Preferred QL (1 EA per 1 day)_; Max
90-day supply per fill
TIVICAY PD TABLET SOLUBLE 5 MG ORAL (dolutegravir Preferred QL (6 EA per 1 day); Max

sodium) 90-day supply per fill

QL (6 EA per 1 day); Max
90-day supply per fill

TIVICAY TABLET 10 MG ORAL (dolutegravir sodium) Preferred
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. . QL (6 EA per 1 day); Max
TIVICAY TABLET 25 MG ORAL (dolutegravir sodium) Preferred 90-day supply per fill
. . QL (6 EA per 1 day); Max
TIVICAY TABLET 50 MG ORAL (dolutegravir sodium) Preferred 90-day supply per fill
TRIUMEQ PD TABLET SOLUBLE 60-5-30 MG ORAL (abacavir- QL (6 EA per 1 day); Max
. . Preferred g
dolutegravir-lamivud) 90-day supply per fill
TRIUMEQ TABLET 600-50-300 MG ORAL (abacavir- QL (1 EA per 1 day); Max
, . Preferred g
dolutegravir-lamivud) 90-day supply per fill
TRIZIVIR TABLET 300-150-300 MG ORAL (abacavir- QL (2 EA per 1 day); Max
o . ; Preferred g
lamivudine-zidovudine) 90-day supply per fill
TROGARZO SOLUTION 200 MG/1.33ML INTRAVENOUS Non PA
(ibalizumab-uiyk) Preferred
TRUVADA TABLET 100-150 MG ORAL (emtricitabine-tenofovir P QL (1 EA per 1 day); Max
referred '
df) 90-day supply per fill
TRUVADA TABLET 133-200 MG ORAL (emtricitabine-tenofovir P QL (1 EA per 1 day); Max
referred '
df) 90-day supply per fill
TRUVADA TABLET 167-250 MG ORAL (emtricitabine-tenofovir P QL (1 EA per 1 day); Max
referred '
df) 90-day supply per fill
TRUVADA TABLET 200-300 MG ORAL (emtricitabine-tenofovir P QL (1 EA per 1 day); Max
referred '
df) 90-day supply per fill
. QL (1 EA per 1 day); Max
TYBOST TABLET 150 MG ORAL (cobicistat) Preferred 90-day supply per fill
. . QL (10 EA per 1 day); Max
VIRACEPT TABLET 250 MG ORAL (nelfinavir mesylate) Preferred 90-day supply per fill
. . QL (4 EA per 1 day); Max
VIRACEPT TABLET 625 MG ORAL (nelfinavir mesylate) Preferred 90-day supply per fill
VIREAD POWDER 40 MG/GM ORAL (tenofovir disoproxil P QL (1 GM per 1 day); Max
referred ;
fumarate) 90-day supply per fill
. . QL (8 EA per 1 day); Max
VIREAD TABLET 150 MG ORAL (tenofovir disoproxil fumarate) Preferred 90-day supply per fill
. . QL (1 EA per 1 day); Max
VIREAD TABLET 200 MG ORAL (tenofovir disoproxil fumarate) Preferred 90-day supply per fill
. . QL (1 EA per 1 day); Max
VIREAD TABLET 250 MG ORAL (tenofovir disoproxil fumarate) Preferred 90-day supply per fill
. . QL (1 EA per 1 day); Max
VIREAD TABLET 300 MG ORAL (tenofovir disoproxil fumarate) Preferred 90-day supply per fill
. QL (30 ML per 1 day); Max
ZIAGEN SOLUTION 20 MG/ML ORAL (abacavir sulfate) Preferred 90-day supply per fill
. QL (2 EA per 1 day); Max
ZIAGEN TABLET 300 MG ORAL (abacavir sulfate) Preferred 90-day supply per fill
. : QL (2 EA per 1 day); Max
zidovudine capsule 100 mg oral Preferred 90-day supply per fill
. : QL (60 ML per 1 day); Max
zidovudine syrup 50 mg/5ml oral Preferred 90-day supply per fill
zidovudine tablet 300 mg oral Preferred QL (2 EA per 1 day); Max

90-day supply per fill
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IMMUNOMODULATORS ATOPIC DERMATITIS [CLOSED
CLASS]
ADBRY SOLUTION PREFILLED SYRINGE 150 MG/ML Non PA; QL (4 ML per 28 days);
SUBCUTANEOQUS (tralokinumab-Idrm) Preferred |AGE (Min 18 Years)
DUPIXENT SOLUTION PEN-INJECTOR 200 MG/1.14ML -
SUBCUTANEOUS (dupilumab) Preferred |PA (Eligible for auto-PA)
DUPIXENT SOLUTION PEN-INJECTOR 300 MG/2ML -
SUBCUTANEOUS (dupilumab) Preferred |PA (Eligible for auto-PA)
DUPIXENT SOLUTION PREFILLED SYRINGE 100 MG/0.67ML preferred |PA
SUBCUTANEOUS (dupilumab)
DUPIXENT SOLUTION PREFILLED SYRINGE 200 MG/1.14ML .
SUBCUTANEOUS (dupilumab) Preferred |PA (Eligible for auto-PA)
DUPIXENT SOLUTION PREFILLED SYRINGE 300 MG/2ML .
SUBCUTANEOUS (dupilumab) Preferred |PA (Eligible for auto-PA)
PA (Eligible for auto-PA); QL
ELIDEL CREAM 1 % EXTERNAL (pimecrolimus) Preferred |(30 GM per 30 days); AGE
(Min 2 Years)
PA (Eligible for auto-PA); QL
EUCRISA OINTMENT 2 % EXTERNAL (crisaborole) Preferred |(300 GM per 365 days); AGE
(Min 3 Months)
_ Non PA; QL (240 GM per 30
[0) 7
OPZELURA CREAM 1.5 % EXTERNAL (ruxolitinib phosphate) Preferred |days): AGE (Min 12 Years)
. . Non PA; QL (30 GM per 30
[0) 7
pimecrolimus cream 1 % external Preferred |days): AGE (Min 2 Years)
PA (Eligible for auto-PA); QL
tacrolimus ointment 0.03 % external Preferred |[(30 GM per 30 days); AGE
(Min 2 Years)
PA (Eligible for auto-PA); QL
tacrolimus ointment 0.1 % external Preferred |(30 GM per 30 days); AGE
(Min 16 Years)
INFLUENZA [OPEN CLASS]
oseltamivir phosphate capsule 30 mg oral Preferred
oseltamivir phosphate capsule 45 mg oral Preferred
oseltamivir phosphate capsule 75 mg oral Preferred
oseltamivir phosphate suspension reconstituted 6 mg/ml oral Preferred
RELENZA DISKHALER AEROSOL POWDER BREATH ACTIVATED Non PA
5 MG/ACT INHALATION (zanamivir) Preferred
rimantadine hcl tablet 100 mg oral Non PA
Preferred
TAMIFLU CAPSULE 30 MG ORAL (oseltamivir phosphate) Non PA
Preferred
TAMIFLU CAPSULE 45 MG ORAL (oseltamivir phosphate) Non PA
Preferred
TAMIFLU CAPSULE 75 MG ORAL (oseltamivir phosphate) Non PA
Preferred
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TAMIFLU SUSPENSION RECONSTITUTED 6 MG/ML ORAL Non
L PA
(oseltamivir phosphate) Preferred
XOFLUZA (40 MG DOSE) TABLET THERAPY PACK 1 X 40 MG Non PA
ORAL (baloxavir marboxil) Preferred
XOFLUZA (80 MG DOSE) TABLET THERAPY PACK 1 X 80 MG Non PA
ORAL (baloxavir marboxil) Preferred
INHALED CORTICOSTEROIDS: COMBINATIONS [CLOSED
CLASS]
ADVAIR DISKUS AEROSOL POWDER BREATH ACTIVATED 100- preferred |Max 90-dav supoly per fill
50 MCG/ACT INHALATION (fluticasone-salmeterol) y supply p
ADVAIR DISKUS AEROSOL POWDER BREATH ACTIVATED 250- preferred  |Max 90-dav supoly per fill
50 MCG/ACT INHALATION (fluticasone-salmeterol) y supply p
ADVAIR DISKUS AEROSOL POWDER BREATH ACTIVATED 500- preferred  |Max 90-dav supoly per fill
50 MCG/ACT INHALATION (fluticasone-salmeterol) y supply p
ADVAIR HFA AEROSOL 115-21 MCG/ACT INHALATION )
. Preferred [Max 90-day supply per fill
(fluticasone-salmeterol)
ADVAIR HFA AEROSOL 230-21 MCG/ACT INHALATION )
. Preferred [Max 90-day supply per fill
(fluticasone-salmeterol)
ADVAIR HFA AEROSOL 45-21 MCG/ACT INHALATION preferred  |Max 90-dav supoly per fill
(fluticasone-salmeterol) y supply p
AIRDUO DIGIHALER AEROSOL POWDER BREATH ACTIVATED Non
113-14 MCG/ACT INHALATION (fluticasone- PA
Preferred
salmeterol(sensor))
AIRDUO DIGIHALER AEROSOL POWDER BREATH ACTIVATED Non
232-14 MCG/ACT INHALATION (fluticasone- PA
Preferred
salmeterol(sensor))
AIRDUO DIGIHALER AEROSOL POWDER BREATH ACTIVATED Non PA
55-14 MCG/ACT INHALATION (fluticasone-salmeterol(sensor)) Preferred
AIRDUO RESPICLICK 113/14 AEROSOL POWDER BREATH Non
ACTIVATED 113-14 MCG/ACT INHALATION (fluticasone- PA
Preferred
salmeterol)
AIRDUO RESPICLICK 232/14 AEROSOL POWDER BREATH Non
ACTIVATED 232-14 MCG/ACT INHALATION (fluticasone- PA
Preferred
salmeterol)
AIRDUO RESPICLICK 55/14 AEROSOL POWDER BREATH Non
ACTIVATED 55-14 MCG/ACT INHALATION (fluticasone- PA
Preferred
salmeterol)
AIRSUPR_A AEROSOL 90-80 MCG/ACT INHALATION (albuterol- Non PA; AGE (Min 18 Years)
budesonide) Preferred
BREO ELLIPTA AEROSOL POWDER BREATH ACTIVATED 100-25 Non PA
MCG/ACT INHALATION (fluticasone furoate-vilanterol) Preferred
BREO ELLIPTA AEROSOL POWDER BREATH ACTIVATED 200-25 Non PA
MCG/ACT INHALATION (fluticasone furoate-vilanterol) Preferred
BREZTRI AEROSPHERE AEROSOL 160-9-4.8 MCG/ACT Non PA
INHALATION (budeson-glycopyrrol-formoterol) Preferred
budesonide-formoterol fumarate aerosol 160-4.5 mcg/act Non PA; Max 90-day supply per
inhalation Preferred |fill

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug

121




Drug Name

Formulary

Requirements/Limits

Status
budesonide-formoterol fumarate aerosol 80-4.5 mcg/act Non PA; Max 90-day supply per
inhalation Preferred |fill
DULERA AEROSOL 100-5 MCG/ACT INHALATION (mometasone )
Preferred |Max 90-day supply per fill
furo-formoterol fum)
DULERA AEROSOL 200-5 MCG/ACT INHALATION (mometasone )
Preferred |Max 90-day supply per fill
furo-formoterol fum)
DULERA AEROSOL 50-5 MCG/ACT INHALATION (mometasone )
Preferred |Max 90-day supply per fill
furo-formoterol fum)
fluticasone furoate-vilanterol aerosol powder breath activated Non PA
100-25 mcg/act inhalation Preferred
fluticasone furoate-vilanterol aerosol powder breath activated Non PA
200-25 mcg/act inhalation Preferred
fluticasone-salmeterol aerosol 115-21 mcg/act inhalation Non P.A; Max 90-day supply per
Preferred |fill
fluticasone-salmeterol aerosol 230-21 mcg/act inhalation Non P.A; Max 90-day supply per
Preferred |fill
fluticasone-salmeterol aerosol 45-21 mcg/act inhalation Non P.A; Max 90-day supply per
Preferred |fill
fluticasone-salmeterol aerosol powder breath activated 100-50 Non PA; Max 90-day supply per
mcg/act inhalation Preferred |fill
fluticasone-salmeterol aerosol powder breath activated 113-14 Non
. . PA
mcg/act inhalation Preferred
fluticasone-salmeterol aerosol powder breath activated 232-14 Non
. . PA
mcg/act inhalation Preferred
fluticasone-salmeterol aerosol powder breath activated 250-50 Non PA; Max 90-day supply per
mcg/act inhalation Preferred |fill
fluticasone-salmeterol aerosol powder breath activated 500-50 Non PA; Max 90-day supply per
mcg/act inhalation Preferred |fill
fluticasone-salmeterol aerosol powder breath activated 55-14 Non
. . PA
mcg/act inhalation Preferred
SYMBICORT AEROSOL 160-4.5 MCG/ACT INHALATION preferred |Max 90-dav supoly per fill
(budesonide-formoterol fumarate) y supply p
SYMBICORT AEROSOL 80-4.5 MCG/ACT INHALATION preferred  |Max 90-dav supoly per fill
(budesonide-formoterol fumarate) y supply p
TRELEGY ELLIPTA AEROSOL POWDER BREATH ACTIVATED Non
100-62.5-25 MCG/ACT INHALATION (fluticasone-umeclidin- PA
) Preferred
vilant)
TRELEGY ELLIPTA AEROSOL POWDER BREATH ACTIVATED Non
200-62.5-25 MCG/ACT INHALATION (fluticasone-umeclidin- PA
. Preferred
vilant)
fluticasone-salmeterol (Wixela Inhub Aerosol Powder Breath Non PA; Max 90-day supply per
Activated 100-50 Mcg/Act Inhalation) Preferred ([fill
fluticasone-salmeterol (Wixela Inhub Aerosol Powder Breath Non PA; Max 90-day supply per
Activated 250-50 Mcg/Act Inhalation) Preferred ([fill
fluticasone-salmeterol (Wixela Inhub Aerosol Powder Breath Non PA; Max 90-day supply per
Activated 500-50 Mcg/Act Inhalation) Preferred ([fill
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(fluticasone propionate hfa)

Status

INHALED CORTICOSTEROIDS: MDIS [CLOSED CLASS]
ALVESCO AEROSOL SOLUTION 160 MCG/ACT INHALATION Non oA

(ciclesonide) Preferred
ALVESCO AEROSOL SOLUTION 80 MCG/ACT INHALATION Non oA

(ciclesonide) Preferred
ARMONAIR DIGIHALER AEROSOL POWDER BREATH Non

ACTIVATED 113 MCG/ACT INHALATION (fluticasone oreferred |PA
propionate(sensor))

ARMONAIR DIGIHALER AEROSOL POWDER BREATH Non

ACTIVATED 232 MCG/ACT INHALATION (fluticasone oreferred | PA
propionate(sensor))

ARMONAIR DIGIHALER AEROSOL POWDER BREATH Non
ACTIVATED 55 MCG/ACT INHALATION (fluticasone oreferred | PA
propionate(sensor))
ARNUITY ELLIPTA AEROSOL POWDER BREATH ACTIVATED 100 Non oA

MCG/ACT INHALATION (fluticasone furoate) Preferred
ARNUITY ELLIPTA AEROSOL POWDER BREATH ACTIVATED 200 Non oA

MCG/ACT INHALATION (fluticasone furoate) Preferred
ARNUITY ELLIPTA AEROSOL POWDER BREATH ACTIVATED 50 Non oA

MCG/ACT INHALATION (fluticasone furoate) Preferred
ASMANEX (120 METERED DOSES) AEROSOL POWDER BREATH | o oo 0 [y g0 oo
ACTIVATED 220 MCG/ACT INHALATION (mometasone furoate) y supply p
ASMANEX (14 METERED DOSES) AEROSOL POWDER BREATH | o oot [y o0 0o
ACTIVATED 220 MCG/ACT INHALATION (mometasone furoate) y supply p
ASMANEX (30 METERED DOSES) AEROSOL POWDER BREATH | o oo 0 [y o0 o
ACTIVATED 110 MCG/ACT INHALATION (mometasone furoate) y supply p
ASMANEX (30 METERED DOSES) AEROSOL POWDER BREATH | o oo 0 [y o0 i o
ACTIVATED 220 MCG/ACT INHALATION (mometasone furoate) y supply p
ASMANEX (60 METERED DOSES) AEROSOL POWDER BREATH | o oo 0 [y o0 0o
ACTIVATED 220 MCG/ACT INHALATION (mometasone furoate) y supply p
ASMANEX HFA AEROSOL 100 MCG/ACT INHALATION Non oA

mometasone ruroate rererre

( t furoate) Preferred
ASMANEX HFA AEROSOL 200 MCG/ACT INHALATION Non oA

mometasone ruroate rererre

( t furoate) Preferred
ASMANEX HFA AEROSOL 50 MCG/ACT INHALATION Non oA

(mometasone furoate) Preferred

FLOVENT DISKUS AEROSOL POWDER BREATH ACTIVATED 100 | o0 |y o0 qon oo
MCG/ACT INHALATION (fluticasone propionate (inhal)) y supply p
FLOVENT DISKUS AEROSOL POWDER BREATH ACTIVATED 250 | o0 | o0 0o o
MCG/ACT INHALATION (fluticasone propionate (inhal)) y supply p
FLOVENT DISKUS AEROSOL POWDER BREATH ACTIVATED 50 | oo 0 |y o0 qon oo
MCG/ACT INHALATION (fluticasone propionate (inhal)) y supply p
FLOVENT HFA AEROSOL 110 MCG/ACT INHALATION oreferred | Max 90-dav supbly ber fil
(fluticasone propionate hfa) y supply p
FLOVENT HFA AEROSOL 220 MCG/ACT INHALATION preferred | Max 90-day supply per fil
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100 unit/ml subcutaneous

Status
FLOVENT HFA AEROSOL 44 MCG/ACT INHALATION (fluticasone )
. Preferred [Max 90-day supply per fill
propionate hfa)
fluticasone propionate hfa aerosol 110 mcg/act inhalation Non P.A; Max 90-day supply per
Preferred |fill
fluticasone propionate hfa aerosol 220 mcg/act inhalation Non P.A; Max 90-day supply per
Preferred |fill
. . . . Non PA; Max 90-day supply per
fluticasone propionate hfa aerosol 44 mcg/act inhalation preferred  |fill
PULMICORT FLEXHALER AEROSOL POWDER BREATH preferred |Max 90-dav supoly per fill
ACTIVATED 180 MCG/ACT INHALATION (budesonide) Y Supply P
PULMICORT FLEXHALER AEROSOL POWDER BREATH preferred  |Max 90-dav supoly per fill
ACTIVATED 90 MCG/ACT INHALATION (budesonide) Y supply P
QVAR REDIHALER AEROSOL BREATH ACTIVATED 40 MCG/ACT Non PA
INHALATION (beclomethasone diprop hfa) Preferred
QVAR REDIHALER AEROSOL BREATH ACTIVATED 80 MCG/ACT Non PA
INHALATION (beclomethasone diprop hfa) Preferred
INHALED CORTICOSTEROIDS: NEBULIZER SOLUTION
[CLOSED CLASS]
budesonide suspension 0.25 mg/2ml inhalation Preferred [Max 90-day supply per fill
budesonide suspension 0.5 mg/2ml inhalation Preferred |Max 90-day supply per fill
budesonide suspension 1 mg/2ml inhalation Preferred [Max 90-day supply per fill
PULMICORT SUSPENSION 0.25 MG/2ML INHALATION Non PA; Max 90-day supply per
(budesonide) Preferred ([fill
PULMICORT SUSPENSION 0.5 MG/2ML INHALATION Non PA; Max 90-day supply per
(budesonide) Preferred ([fill
PULMICORT SUSPENSION 1 MG/2ML INHALATION Non PA; Max 90-day supply per
(budesonide) Preferred ([fill
INSULINS: INSULIN MIX [OPEN CLASS]
HUMALOG MIX 50/50 KWIKPEN SUSPENSION PEN-INJECTOR
(50-50) 100 UNIT/ML SUBCUTANEOQOUS (insulin lispro prot & Preferred
lispro)
HUMALOG MIX 50/50 SUSPENSION (50-50) 100 UNIT/ML ) )
SUBCUTANEOUS (insulin lispro prot & lispro) Preferred | Max 90-day supply per fil
HUMALOG MIX 75/25 KWIKPEN SUSPENSION PEN-INJECTOR Non PA: Max 90-dav subply per
(75-25) 100 UNIT/ML SUBCUTANEOUS (insulin lispro prot & A y supply p
. Preferred |fill
lispro)
HUMALOG MIX 75/25 SUSPENSION (75-25) 100 UNIT/ML ) )
SUBCUTANEOQOUS (insulin lispro prot & lispro) Preferred | Max 90-day supply per fil
HUMULIN 70/30 KWIKPEN SUSPENSION PEN-INJECTOR (70-
30) 100 UNIT/ML SUBCUTANEOQUS (insulin nph isophane & Preferred |Max 90-day supply per fill
regular)
HUMULIN 70/30 SUSPENSION (70-30) 100 UNIT/ML ) )
SUBCUTANEOUS (insulin nph isophane & regular) Preferred  |Max 90-day supply per fil
insulin asp prot & asp flexpen suspension pen-injector (70-30) Preferred |Max 90-day supply per fil
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insulin aspart prot & aspart suspension (70-30) 100 unit/ml Preferred |Max 90-day supply per fil

subcutaneous

insulin lispro prot & lispro suspension pen-injector (75-25) 100 Non PA; Max 90-day supply per

unit/ml subcutaneous Preferred |fill

NOVOLIN 70/30 FLEXPEN RELION SUSPENSION PEN-INJECTOR Non PA: Max 90-dav supply per

(70-30) 100 UNIT/ML SUBCUTANEOUS (insulin nph isophane & A y supply p
Preferred |fill

regular)

NOVOLIN 70/30 FLEXPEN SUSPENSION PEN-INJECTOR (70- Non PA: Max 90-dav supply per

30) 100 UNIT/ML SUBCUTANEOUS (insulin nph isophane & o y supply p
Preferred |fill

regular)

NOVOLIN 70/30 RELION SUSPENSION (70-30) 100 UNIT/ML Non PA; Max 90-day supply per

SUBCUTANEOQUS (insulin nph isophane & regular) Preferred ([fill

NOVOLIN 70/30 SUSPENSION (70-30) 100 UNIT/ML Non PA; Max 90-day supply per

SUBCUTANEOQUS (insulin nph isophane & regular) Preferred ([fill

NOVOLOG 70/30 FLEXPEN RELION SUSPENSION PEN- Non PA: Max 90-dav supply per

INJECTOR (70-30) 100 UNIT/ML SUBCUTANEOUS (insulin A y supply p
Preferred |fill

aspart prot & aspart)

NOVOLOG MIX 70/30 FLEXPEN SUSPENSION PEN-INJECTOR Non PA: Max 90-dav supply per

(70-30) 100 UNIT/ML SUBCUTANEOUS (insulin aspart prot & o y supply p
Preferred |fill

aspart)

NOVOLOG MIX 70/30 RELION SUSPENSION (70-30) 100 Non PA; Max 90-day supply per

UNIT/ML SUBCUTANEOUS (insulin aspart prot & aspart) Preferred ([fill

NOVOLOG MIX 70/30 SUSPENSION (70-30) 100 UNIT/ML Non PA; Max 90-day supply per

SUBCUTANEOQOUS (insulin aspart prot & aspart) Preferred |fill

INSULINS: INSULIN N [OPEN CLASS]

HUMULIN N KWIKPEN SUSPENSION PEN-INJECTOR 100 preferred |Max 90-dav supoly per fill

UNIT/ML SUBCUTANEOUS (insulin nph human (isophane)) y supply p

HUMULIN N SUSPENSION 100 UNIT/ML SUBCUTANEOUS preferred |Max 90-dav supoly per fill

(insulin nph human (isophane)) y supply p

NOVOLIN N FLEXPEN RELION SUSPENSION PEN-INJECTOR 100 Non PA; Max 90-day supply per

UNIT/ML SUBCUTANEOUS (insulin nph human (isophane)) Preferred |fill

NOVOLIN N FLEXPEN SUSPENSION PEN-INJECTOR 100 Non PA: Max 90-dav supply per

UNIT/ML SUBCUTANEOUS (OTC) (insulin nph human o y supply p

. Preferred |fill

(isophane))

NOVOLIN N RELION SUSPENSION 100 UNIT/ML Non PA; Max 90-day supply per

SUBCUTANEOQOUS (insulin nph human (isophane)) Preferred |fill

NOVOLIN N SUSPENSION 100 UNIT/ML SUBCUTANEOUS Non PA; Max 90-day supply per

(insulin nph human (isophane)) Preferred |fill

INSULINS: INSULIN R [OPEN CLASS]

HUMULIN R SOLUTION 100 UNIT/ML INJECTION (insulin Preferred |Max 90-day supply per fil

regular human)

NOVOLIN R FLEXPEN RELION SOLUTION PEN-INJECTOR 100 Non PA

UNIT/ML INJECTION (insulin regular human) Preferred

NOVOLIN R FLEXPEN SOLUTION PEN-INJECTOR 100 UNIT/ML Non PA

INJECTION (insulin regular human) Preferred

NOVOLIN R RELION SOLUTION 100 UNIT/ML INJECTION Non PA; Max 90-day supply per

(insulin regular human) Preferred |fill

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug
PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug

125




Drug Name
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SUBCUTANEOUS (insulin lispro)

Status
NOVOLIN R SOLUTION 100 UNIT/ML INJECTION (insulin Non PA; Max 90-day supply per
regular human) Preferred |fill
INSULINS: LONG-ACTING [OPEN CLASS]
BASAGLAR KWIKPEN SOLUTION PEN-INJECTOR 100 UNIT/ML Preferred |Max 90-dav supply per fill
SUBCUTANEOUS (insulin glargine) y supply p
BASAGLAR TEMPO PEN SOLUTION PEN-INJECTOR 100 Non PA
UNIT/ML SUBCUTANEOQUS (insulin glargine) Preferred
insulin degludec flextouch solution pen-injector 100 unit/ml Non PA
subcutaneous Preferred
insulin degludec flextouch solution pen-injector 200 unit/ml Non PA
subcutaneous Preferred
insulin degludec solution 100 unit/ml subcutaneous Non PA

Preferred
insulin glargine solostar solution pen-injector 100 unit/ml Preferred |Max 90-day supply per fil
subcutaneous
insulin glargine solution 100 unit/ml subcutaneous Preferred |Max 90-day supply per fill
insulin glargine-yfgn solution 100 unit/ml subcutaneous Preferred
insulin glargine-yfgn solution pen-injector 100 unit/ml Preferred
subcutaneous
LANTUS SOLOSTAR SOLUTION PEN-INJECTOR 100 UNIT/ML Preferred  |Max 90-dav supoly per fill
SUBCUTANEOUS (insulin glargine) y supply p
LANTpS SOLUTION 100 UNIT/ML SUBCUTANEOQUS (insulin Preferred |Max 90-day supply per fill
glargine)
LEVEMIR FLEXPEN SOLUTION PEN-INJECTOR 100 UNIT/ML Preferred  |Max 90-dav supoly per fill
SUBCUTANEOUS (insulin detemir) y supply p
LEVEM'IR SOLUTION 100 UNIT/ML SUBCUTANEOQUS (insulin Preferred |Max 90-day supply per fill
detemir)
REZVOGLAR KWIKPEN SOLUTION PEN-INJECTOR 100 UNIT/ML Preferred
SUBCUTANEOQUS (insulin glargine-aglr)
SEMGLEE (YFGN) SOLUTION 100 UNIT/ML SUBCUTANEOUS Non PA
(insulin glargine-yfgn) Preferred
SEMGLEE (YFGN) SOLUTION PEN-INJECTOR 100 UNIT/ML Non PA
SUBCUTANEOUS (insulin glargine-yfgn) Preferred
TOUJEO MAX SOLOSTAR SOLUTION PEN-INJECTOR 300 Non PA
UNIT/ML SUBCUTANEOQUS (insulin glargine) Preferred
TOUJEO SOLOSTAR SOLUTION PEN-INJECTOR 300 UNIT/ML Non PA
SUBCUTANEOQUS (insulin glargine) Preferred
TRESIBA FLEXTOUCH SOLUTION PEN-INJECTOR 100 UNIT/ML Non PA
SUBCUTANEOUS (insulin degludec) Preferred
TRESIBA FLEXTOUCH SOLUTION PEN-INJECTOR 200 UNIT/ML Non PA
SUBCUTANEOUS (insulin degludec) Preferred
TRESIBA SOLUTION 100 UNIT/ML SUBCUTANEOUS (insulin Non

PA

degludec) Preferred
INSULINS: RAPID-ACTING [OPEN CLASS]
ADMELOG SOLOSTAR SOLUTION PEN-INJECTOR 100 UNIT/ML Preferred |Max 90-day supply per fill
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subcutaneous

Status
ADMELOG SOLUTION 100 UNIT/ML INJECTION (insulin lispro) Preferred |Max 90-day supply per fill
AFREZZA POWDER 12 UNIT INHALATION (insulin regular Non PA
human) Preferred
AFREZZA POWDER 4 UNIT INHALATION (insulin regular Non PA
human) Preferred
AFREZZA POWDER 60X4 &60X8 & 60X12 UNIT INHALATION Non PA
(insulin regular human) Preferred
AFREZZA POWDER 8 UNIT INHALATION (insulin regular Non PA
human) Preferred
AFREZZA POWDER 90 X 4 UNIT & 90X8 UNIT INHALATION Non PA
(insulin regular human) Preferred
AFREZZA POWDER 90 X 8 UNIT & 90X12 UNIT INHALATION Non PA
(insulin regular human) Preferred
APIDRA SOLOSTAR SOLUTION PEN-INJECTOR 100 UNIT/ML Non PA
SUBCUTANEOUS (insulin glulisine) Preferred
APIDRA SOLUTION 100 UNIT/ML INJECTION (insulin glulisine) Non PA

Preferred
FIASP FLEXTOUCH SOLUTION PEN-INJECTOR 100 UNIT/ML Non PA
SUBCUTANEOUS (insulin aspart (w/niacinamide)) Preferred
FIASP PENFILL SOLUTION CARTRIDGE 100 UNIT/ML Non PA
SUBCUTANEOUS (insulin aspart (w/niacinamide)) Preferred
FIASP SOLUTION 100 UNIT/ML INJECTION (insulin aspart Non

.. . PA

(w/niacinamide)) Preferred
HUMALOG JUNIOR KWIKPEN SOLUTION PEN-INJECTOR 100 Preferred |Max 90-dav supply per fill
UNIT/ML SUBCUTANEOUS (insulin lispro) y supply p
HUMALOG KWIKPEN SOLUTION PEN-INJECTOR 100 UNIT/ML Preferred |Max 90-dav supply per fill
SUBCUTANEOUS (insulin lispro) y supply p
HUMALOG KWIKPEN SOLUTION PEN-INJECTOR 200 UNIT/ML Non PA
SUBCUTANEOUS (insulin lispro) Preferred
HUMALOG SOLUTION 100 UNIT/ML INJECTION (insulin lispro) Preferred |Max 90-day supply per fill
HUMALOG SOLUTION CARTRIDGE 100 UNIT/ML Preferred  |Max 90-dav supply per fill
SUBCUTANEOUS (insulin lispro) Y Supply p
HUMALOG TEMPO PEN SOLUTION PEN-INJECTOR 100 UNIT/ML Non PA
SUBCUTANEOUS (insulin lispro) Preferred
HUMULIN R U-500 (CONCENTRATED) SOLUTION 500 UNIT/ML Preferred  |Max 90-dav supplv per fill
SUBCUTANEOQUS (insulin regular human) Y Supply p
HUMULIN R U-500 KWIKPEN SOLUTION PEN-INJECTOR 500 Preferred  |Max 90-dav supplv per fill
UNIT/ML SUBCUTANEOUS (insulin regular human) y supply p
insulin aspart flexpen solution pen-injector 100 unit/ml Preferred |Max 90-day supply per fil
subcutaneous
insulin aspart penfill solution cartridge 100 unit/ml| Preferred  |Max 90-day supply per fil
subcutaneous
insulin aspart solution 100 unit/ml injection Preferred [Max 90-day supply per fill
insulin lispro (1 unit dial) solution pen-injector 100 unit/ml Preferred  |Max 90-day supply per fil
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insulin lispro junior kwikpen solution pen-injector 100 unit/ml Preferred |Max 90-day supply per fil
subcutaneous
insulin lispro solution 100 unit/ml injection Preferred [Max 90-day supply per fill
LYUMJEV KWIKPEN SOLUTION PEN-INJECTOR 100 UNIT/ML Non PA
SUBCUTANEOUS (insulin lispro-aabc) Preferred
LYUMJEV KWIKPEN SOLUTION PEN-INJECTOR 200 UNIT/ML Non PA
SUBCUTANEOUS (insulin lispro-aabc) Preferred
LYUMJEV SOLUTION 100 UNIT/ML INJECTION (insulin lispro- Non PA
aabc) Preferred
LYUMIEV TEMPO PEN SOLUTION PEN-INJECTOR 100 UNIT/ML Non PA
SUBCUTANEOUS (insulin lispro-aabc) Preferred
NOVOLOG FLEXPEN RELION SOLUTION PEN-INJECTOR 100 Preferred |Max 90-dav supply per fill
UNIT/ML SUBCUTANEOUS (insulin aspart) y supply p
NOVOLOG FLEXPEN SOLUTION PEN-INJECTOR 100 UNIT/ML Preferred |Max 90-dav supply per fill
SUBCUTANEOUS (insulin aspart) y supply p
NOVOLOG PENFILL SOLUTION CARTRIDGE 100 UNIT/ML Preferred |Max 90-dav supply per fill
SUBCUTANEOUS (insulin aspart) y supply p
NOVOLOG RELION SOLUTION 100 UNIT/ML INJECTION (insulin Preferred |Max 90-day supply per fill
aspart)
NOVOLOG SOLUTION 100 UNIT/ML INJECTION (insulin aspart) | Preferred |Max 90-day supply per fill
INTRANASAL ANTIHISTAMINES [OPEN CLASS]
azelastine hcl solution 0.1 % nasal Preferred
azelastine hcl solution 0.15 % nasal Non PA
Preferred
azelastine hcl solution 137 mcg/spray nasal Preferred
olopatadine hcl solution 0.6 % nasal Non PA
Preferred
PATANASE SOLUTION 0.6 % NASAL (olopatadine hcl) Non PA
Preferred
RYALTRIS SUSPENSION 665-25 MCG/ACT NASAL (olopatadine- Non PA; AGE (Min 6 Years)
mometasone) Preferred
LEUKOTRIENE RECEPTOR ANTAGONISTS [OPEN CLASS]
ACCOLATE TABLET 10 MG ORAL (zafirlukast) Non PA
Preferred
ACCOLATE TABLET 20 MG ORAL (zafirlukast) Non PA
Preferred
montelukast sodium packet 4 mg oral Non RA; Max 90-day supply per
Preferred |fill
montelukast sodium tablet 10 mg oral Preferred [Max 90-day supply per fill
montelukast sodium tablet chewable 4 mg oral Preferred |Max 90-day supply per fill
montelukast sodium tablet chewable 5 mg oral Preferred [Max 90-day supply per fill
SINGULAIR PACKET 4 MG ORAL (montelukast sodium) Non |PA; Max 90-day supply per
Preferred |fill
SINGULAIR TABLET 10 MG ORAL (montelukast sodium) Non — PA; Max 90-day supply per
Preferred |fill
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SINGULAIR TABLET CHEWABLE 4 MG ORAL (montelukast Non PA; Max 90-day supply per
sodium) Preferred |fill
SINGULAIR TABLET CHEWABLE 5 MG ORAL (montelukast Non PA; Max 90-day supply per
sodium) Preferred |fill
. Non
zafirlukast tablet 10 mg oral PA
Preferred
. Non
zafirlukast tablet 20 mg oral PA
Preferred
Zileuton er tablet extended release 12 hour 600 mg oral Non PA
Preferred
ZYFLO TABLET 600 MG ORAL (zileuton) Non PA
Preferred
LIPOTROPICS: BILE ACID SEQUESTRANTS [OPEN
CLASS]
cholestyramine light packet 4 gm oral Preferred [Max 90-day supply per fill
cholestyramine light powder 4 gm/dose oral Preferred [Max 90-day supply per fill
cholestyramine packet 4 gm oral Preferred [Max 90-day supply per fill
cholestyramine powder 4 gm/dose oral Preferred |Max 90-day supply per fill
Non
colesevelam hcl packet 3.75 gm oral Preferred PA
Non
colesevelam hcl tablet 625 mg oral PA
Preferred
COLESTID FLAVORED GRANULES 5 GM ORAL (colestipol hcl) Non PA
Preferred
COLESTID FLAVORED PACKET 5 GM ORAL (colestipol hcl) Non PA
Preferred
COLESTID GRANULES 5 GM ORAL (colestipol hcl) Non PA
Preferred
COLESTID PACKET 5 GM ORAL (colestipol hcl) Non PA
Preferred
COLESTID TABLET 1 GM ORAL (colestipol hcl) Non  |PA; Max 90-day supply per
Preferred |fill
colestipol hcl granules 5 gm oral Non PA
p g g Preferred
colestipol hcl packet 5 gm oral Non PA
p p g Preferred
colestipol hcl tablet 1 gm oral Preferred |Max 90-day supply per fill
cholestyramine light (Prevalite Packet 4 Gm Oral) Preferred [Max 90-day supply per fill
cholestyramine light (Prevalite Powder 4 Gm/Dose Oral) Preferred [Max 90-day supply per fill
QUESTRAN LIGHT POWDER 4 GM/DOSE ORAL (cholestyramine Non PA; Max 90-day supply per
light) Preferred |fill
QUESTRAN PACKET 4 GM ORAL (cholestyramine) Non PA; Max 90-day supply per
Preferred |fill
QUESTRAN POWDER 4 GM/DOSE ORAL (cholestyramine) Non PA; Max 90-day supply per
Preferred |fill
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WELCHOL PACKET 3.75 GM ORAL (colesevelam hcl) Non PA
Preferred
WELCHOL TABLET 625 MG ORAL (colesevelam hcl) Non PA
Preferred
LIPOTROPICS: CHOLESTEROL ABSORPTION INHIBITOR
(CAI) AND /OR ACL INHIBITOR (ADENOSINE
TRIPHOSPHATE CITRATE LYASE) [OPEN CLASS]
ezetimibe tablet 10 mg oral Preferred |Max 90-day supply per fill
NEXLETOL TABLET 180 MG ORAL (bempedoic acid) Non PA; AGE (Min 18 Years)
Preferred
NEXI._IZ.ET TABLET 180-10 MG ORAL (bempedoic acid- Non PA; AGE (Min 18 Years)
ezetimibe) Preferred
ZETIA TABLET 10 MG ORAL (ezetimibe) Non PA; Max 90-day supply per
Preferred ([fill
LIPOTROPICS: FIBRIC ACID DERIVATIVES [OPEN
CLASS]
ANTARA CAPSULE 90 MG ORAL (fenofibrate micronized) Non PA
Preferred
fenofibrate capsule 134 mg oral Non PA
P g Preferred
fenofibrate capsule 150 mg oral Non PA
P g Preferred
fenofibrate capsule 200 mg oral Non PA
P g Preferred
fenofibrate capsule 50 mg oral Non PA
P g Preferred
fenofibrate capsule 67 mg oral Non PA
P g Preferred
fenofibrate micronized capsule 130 mg oral Non PA
Preferred
fenofibrate micronized capsule 134 mg oral Non PA
Preferred
fenofibrate micronized capsule 200 mg oral Non PA
Preferred
fenofibrate micronized capsule 43 mg oral Non PA
Preferred
fenofibrate micronized capsule 67 mg oral Non PA
Preferred
fenofibrate micronized capsule 90 mg oral Non PA
Preferred
) Non
fenofibrate tablet 120 mg oral PA
Preferred
fenofibrate tablet 145 mg oral Preferred [Max 90-day supply per fill
fenofibrate tablet 160 mg oral Non PA
Preferred
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oral

Status

. Non
fenofibrate tablet 40 mg oral Preferred PA
fenofibrate tablet 48 mg oral Preferred [Max 90-day supply per fill
fenofibrate tablet 54 mg oral Prel\lig:red PA
fenofibric acid capsule delayed release 135 mg oral Prel\lig:re d PA
fenofibric acid capsule delayed release 45 mg oral Prel\lig:re d PA

_ . Non
fenofibric acid tablet 105 mg oral Preferred PA
fenofibric acid tablet 35 mg oral Preferred
FENOGLIDE TABLET 120 MG ORAL (fenofibrate) Prel\igg:red PA
FENOGLIDE TABLET 40 MG ORAL (fenofibrate) Pre'\ifgrre 4 |PA
gemfibrozil tablet 600 mg oral Preferred [Max 90-day supply per fill
LIPOFEN CAPSULE 150 MG ORAL (fenofibrate) Pre'\tfgr”re 4 |PA
LIPOFEN CAPSULE 50 MG ORAL (fenofibrate) Pre'\tfgr”re 4 |PA
LOPID TABLET 600 MG ORAL (gemfibrozil) Pre'\tfgr”re J Eﬁ; Max 90-day supply per
TRICOR TABLET 145 MG ORAL (fenofibrate) Pre'\tfgrnre J zﬁ; Max 90-day supply per
TRICOR TABLET 48 MG ORAL (fenofibrate) Pre'\tfgrnre J zﬁ; Max 90-day supply per
TRILIPIX CAPSULE DELAYED RELEASE 135 MG ORAL (choline Non PA
fenofibrate) Preferred
TRILIPIX CAPSULE DELAYED RELEASE 45 MG ORAL (choline Non PA
fenofibrate) Preferred
LIPOTROPICS: JUXTAPID [OPEN CLASS]
JUXTAPID CAPSULE 10 MG ORAL (/lomitapide mesylate) Prel\flgpred PA
JUXTAPID CAPSULE 20 MG ORAL (/lomitapide mesylate) Prel\ifg:red PA
JUXTAPID CAPSULE 30 MG ORAL (/lomitapide mesylate) Prel\ifg:red PA
JUXTAPID CAPSULE 5 MG ORAL (lomitapide mesylate) Prel\ifg:red PA
LIPOTROPICS: NIACIN DERIVATIVES [OPEN CLASS]
niacin er (antihyperlipidemic) tablet extended release 1000 mg Preferred
oral
niacin er (antihyperlipidemic) tablet extended release 500 mg Preferred
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chlrin er (antihyperlipidemic) tablet extended release 750 mg Preferred

LIPOTROPICS: OMEGA 3 FATTY ACID AGENT [OPEN

CLASS]

. Non . .

icosapent ethyl capsule 0.5 gm oral Preferred PA; AGE (Min 18 Years)

. Non . .

icosapent ethyl capsule 1 gm oral Preferred PA; AGE (Min 18 Years)

LOVAZA CAPSULE 1 GM ORAL (omega-3-acid ethyl esters) Non PA
Preferred

omega-3-acid ethyl esters capsule 1 gm oral Preferred

VASCEPA CAPSULE 0.5 GM ORAL (icosapent ethyl) Non PA; AGE (Min 18 Years)
Preferred

VASCEPA CAPSULE 1 GM ORAL (icosapent ethyl) Non PA; AGE (Min 18 Years)
Preferred

LIPOTROPICS: PCSK9 [OPEN CLASS]

LEQVIO SOLUTION PREFILLED SYRINGE 284 MG/1.5ML Non PA

SUBCUTANEOUS (inclisiran sodium) Preferred

PRALUENT SOLUTION AUTO-INJECTOR 150 MG/ML Non PA

SUBCUTANEOUS (alirocumab) Preferred

PRALUENT SOLUTION AUTO-INJECTOR 75 MG/ML Non PA

SUBCUTANEOUS (alirocumab) Preferred

REPATHA PUSHTRONEX SYSTEM SOLUTION CARTRIDGE 420 Non PA

MG/3.5ML SUBCUTANEQUS (evolocumab) Preferred

REPATHA SOLUTION PREFILLED SYRINGE 140 MG/ML Non PA

SUBCUTANEOUS (evolocumab) Preferred

REPATHA SURECLICK SOLUTION AUTO-INJECTOR 140 MG/ML Non PA

SUBCUTANEOUS (evolocumab) Preferred

LIPOTROPICS: STATINS [OPEN CLASS]

ALTOPREV TABLET EXTENDED RELEASE 24 HOUR 20 MG ORAL Non PA

(lovastatin) Preferred

ALTOPREV TABLET EXTENDED RELEASE 24 HOUR 40 MG ORAL Non PA

(lovastatin) Preferred

ALTOPREV TABLET EXTENDED RELEASE 24 HOUR 60 MG ORAL Non PA

(lovastatin) Preferred

amlodipine-atorvastatin tablet 10-10 mg oral Non PA
Preferred

amlodipine-atorvastatin tablet 10-20 mg oral Non PA
Preferred

amlodipine-atorvastatin tablet 10-40 mg oral Non PA
Preferred

amlodipine-atorvastatin tablet 10-80 mg oral Non PA
Preferred

amlodipine-atorvastatin tablet 2.5-10 mg oral Non PA
Preferred

AGE - Age Limit EA - Each Max - Maximum Min - Minimum ML - Milliliter otc - Over-the-Counter Drug

PA - Prior Authorization QL - Quantity Limits rx - Prescription Drug

132



Drug Name

Formulary

Requirements/Limits

Status
amlodipine-atorvastatin tablet 2.5-20 mg oral Non PA
Preferred
amlodipine-atorvastatin tablet 2.5-40 mg oral Non PA
Preferred
amlodipine-atorvastatin tablet 5-10 mg oral Non PA
Preferred
amlodipine-atorvastatin tablet 5-20 mg oral Non PA
Preferred
amlodipine-atorvastatin tablet 5-40 mg oral Non PA
Preferred
amlodipine-atorvastatin tablet 5-80 mg oral Non PA
Preferred
ATORVALIQ SUSPENSION 20 MG/5ML ORAL (atorvastatin Non PA
calcium) Preferred
atorvastatin calcium tablet 10 mg oral Preferred [Max 90-day supply per fill
atorvastatin calcium tablet 20 mg oral Preferred [Max 90-day supply per fill
atorvastatin calcium tablet 40 mg oral Preferred [Max 90-day supply per fill
atorvastatin calcium tablet 80 mg oral Preferred |Max 90-day supply per fill
CADUET TABLET 10-10 MG ORAL (amlodipine-atorvastatin) Non PA
Preferred
CADUET TABLET 10-20 MG ORAL (amlodipine-atorvastatin) Non PA
Preferred
CADUET TABLET 10-40 MG ORAL (amlodipine-atorvastatin) Non PA
Preferred
CADUET TABLET 10-80 MG ORAL (amlodipine-atorvastatin) Non PA
Preferred
CADUET TABLET 5-10 MG ORAL (amlodipine-atorvastatin) Non PA
Preferred
CADUET TABLET 5-20 MG ORAL (amlodipine-atorvastatin) Non PA
Preferred
CADUET TABLET 5-40 MG ORAL (amlodipine-atorvastatin) Non PA
Preferred
CADUET TABLET 5-80 MG ORAL (amlodipine-atorvastatin) Non PA
Preferred
CRESTOR TABLET 10 MG ORAL (rosuvastatin calcium) Non = |PA; Max 90-day supply per
Preferred |fill
CRESTOR TABLET 20 MG ORAL (rosuvastatin calcium) Non = |PA; Max 90-day supply per
Preferred |fill
CRESTOR TABLET 40 MG ORAL (rosuvastatin calcium) Non = |PA; Max 90-day supply per
Preferred |fill
CRESTOR TABLET 5 MG ORAL (rosuvastatin calcium) Non = |PA; Max 90-day supply per
Preferred |fill
EZALLOR SPRINKLE CAPSULE SPRINKLE 10 MG ORAL Non PA
(rosuvastatin calcium) Preferred
EZALLOR SPRINKLE CAPSULE SPRINKLE 20 MG ORAL Non PA
(rosuvastatin calcium) Preferred
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EZALLOR SPRINKLE CAPSULE SPRINKLE 40 MG ORAL Non PA
(rosuvastatin calcium) Preferred
EZALLOR SPRINKLE CAPSULE SPRINKLE 5 MG ORAL Non PA
(rosuvastatin calcium) Preferred
ezetimibe-simvastatin tablet 10-10 mg oral Non PA
Preferred
ezetimibe-simvastatin tablet 10-20 mg oral Non PA
Preferred
ezetimibe-simvastatin tablet 10-40 mg oral Non PA
Preferred
ezetimibe-simvastatin tablet 10-80 mg oral Non PA
Preferred
fluvastatin sodium capsule 20 mg oral Non PA
p g Preferred
fluvastatin sodium capsule 40 mg oral Non PA
p g Preferred
fluvastatin sodium er tablet extended release 24 hour 80 mg Non PA
oral Preferred
LESCOL XL TABLET EXTENDED RELEASE 24 HOUR 80 MG ORAL Non
. . PA
(fluvastatin sodium) Preferred
LIPITOR TABLET 10 MG ORAL (atorvastatin calcium) Non PA; Max 90-day supply per
Preferred |fill
LIPITOR TABLET 20 MG ORAL (atorvastatin calcium) Non PA; Max 90-day supply per
Preferred |fill
LIPITOR TABLET 40 MG ORAL (atorvastatin calcium) Non PA; Max 90-day supply per
Preferred |fill
LIPITOR TABLET 80 MG ORAL (atorvastatin calcium) Non PA; Max 90-day supply per
Preferred |fill
LIVALO TABLET 1 MG ORAL (pitavastatin calcium) Non PA
Preferred
LIVALO TABLET 2 MG ORAL (pitavastatin calcium) Non PA
Preferred
LIVALO TABLET 4 MG ORAL (pitavastatin calcium) Non PA
Preferred
lovastatin tablet 10 mg oral Preferred [Max 90-day supply per fill
lovastatin tablet 20 mg oral Preferred |Max 90-day supply per fill
lovastatin tablet 40 mg oral Preferred [Max 90-day supply per fill
pravastatin sodium tablet 10 mg oral Preferred |Max 90-day supply per fill
pravastatin sodium tablet 20 mg oral Preferred |Max 90-day supply per fill
pravastatin sodium tablet 40 mg oral Preferred [Max 90-day supply per fill
pravastatin sodium tablet 80 mg oral Preferred [Max 90-day supply per fill
rosuvastatin calcium tablet 10 mg oral Preferred |Max 90-day supply per fill
rosuvastatin calcium tablet 20 mg oral Preferred [Max 90-day supply per fill
rosuvastatin calcium tablet 40 mg oral Preferred |Max 90-day supply per fill
rosuvastatin calcium tablet 5 mg oral Preferred [Max 90-day supply per fill
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simvastatin tablet 10 mg oral Preferred [Max 90-day supply per fill
simvastatin tablet 20 mg oral Preferred [Max 90-day supply per fill
simvastatin tablet 40 mg oral Preferred [Max 90-day supply per fill
simvastatin tablet 5 mg oral Preferred [Max 90-day supply per fill
simvastatin tablet 80 mg oral Preferred |Max 90-day supply per fill
VYTORIN TABLET 10-10 MG ORAL (ezetimibe-simvastatin) Non lpa
Preferred
VYTORIN TABLET 10-20 MG ORAL (ezetimibe-simvastatin) Non lpa
Preferred
VYTORIN TABLET 10-40 MG ORAL (ezetimibe-simvastatin) Non lpa
Preferred
VYTORIN TABLET 10-80 MG ORAL (ezetimibe-simvastatin) Non lpa
Preferred
ZOCOR TABLET 10 MG ORAL (simvastatin) Non ~ |PA; Max 90-day supply per
Preferred |fill
ZOCOR TABLET 20 MG ORAL (simvastatin) Non ~ |PA; Max 90-day supply per
Preferred |fill
ZOCOR TABLET 40 MG ORAL (simvastatin) Non ~ |PA; Max 90-day supply per
Preferred |fill
ZYPITAMAG TABLET 2 MG ORAL (pitavastatin magnesium) Non PA
Preferred
ZYPITAMAG TABLET 4 MG ORAL (pitavastatin magnesium) Non PA
Preferred
MACROLIDES, ORAL [OPEN CLASS]
azithromycin packet 1 gm oral Preferred
azithromycin suspension reconstituted 100 mg/5m/ oral Preferred
azithromycin suspension reconstituted 200 mg/5ml oral Preferred
azithromycin tablet 250 mg oral Preferred
azithromycin tablet 500 mg oral Preferred
azithromycin tablet 600 mg oral Preferred
clarithromycin er tablet extended release 24 hour 500 mg oral Non PA
Preferred
clarithromycin suspension reconstituted 125 mg/5ml oral Preferred
clarithromycin suspension reconstituted 250 mg/5ml oral Preferred
clarithromycin tablet 250 mg oral Preferred
clarithromycin tablet 500 mg oral Preferred
E.E.S. 400 TABLET 400 MG ORAL (erythromycin Non
. PA
ethylsuccinate) Preferred
E.E.S. GRANULES SUSPENSION RECONSTITUTED 200 MG/5ML Non PA
ORAL (erythromycin ethylsuccinate) Preferred
ERYPED 200 SUSPENSION RECONSTITUTED 200 MG/5ML Non PA
ORAL (erythromycin ethylsuccinate) Preferred
ERYPED 400 SUSPENSION RECONSTITUTED 400 MG/5ML Non PA
ORAL (erythromycin ethylsuccinate) Preferred
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erythromycin base (Ery-Tab Tablet Delayed Release 250 Mg Non
PA
Oral) Preferred
erythromycin base (Ery-Tab Tablet Delayed Release 333 Mg Non
PA
Oral) Preferred
erythromycin base (Ery-Tab Tablet Delayed Release 500 Mg Non
PA
Oral) Preferred
ERYTHROCIN STEARATE TABLET 250 MG ORAL (erythromycin Non PA
stearate) Preferred
sg;‘hromycm base capsule delayed release particles 250 mg Preferred
erythromycin base tablet 250 mg oral Non PA
4 4 g Preferred
erythromycin base tablet 500 mg oral Non PA
4 4 g Preferred
. Non
erythromycin base tablet delayed release 250 mg oral Preferred PA
. Non
erythromycin base tablet delayed release 333 mg oral Preferred PA
. Non
erythromycin base tablet delayed release 500 mg oral Preferred PA
erythromycin ethylsuccinate suspension reconstituted 200 Preferred
mg/5ml oral
erythromycin ethylsuccinate suspension reconstituted 400 Non
PA
mg/5ml oral Preferred
. . Non
erythromycin ethylsuccinate tablet 400 mg oral Preferred PA
. Non
erythromycin tablet delayed release 250 mg oral Preferred PA
. Non
erythromycin tablet delayed release 333 mg oral Preferred PA
. Non
erythromycin tablet delayed release 500 mg oral Preferred PA
ZITHROMAX PACKET 1 GM ORAL (azithromycin) Non PA
Preferred
ZITHROMAX SUSPENSION RECONSTITUTED 100 MG/5ML Non PA
ORAL (azithromycin) Preferred
ZITHROMAX SUSPENSION RECONSTITUTED 200 MG/5ML Non PA
ORAL (azithromycin) Preferred
ZITHROMAX TABLET 250 MG ORAL (azithromycin) Non PA
Preferred
ZITHROMAX TABLET 500 MG ORAL (azithromycin) Non PA
Preferred
ZITHROMAX TRI-PAK TABLET 500 MG ORAL (azithromycin) Non PA
Preferred
ZITHROMAX Z-PAK TABLET 250 MG ORAL (azithromycin) Non PA
Preferred
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MOVEMENT DISORDERS [CLOSED CLASS]
PA (Eligible for auto-PA); QL
AUSTEDO TABLET 12 MG ORAL (deutetrabenazine) Preferred |[(4 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
AUSTEDO TABLET 6 MG ORAL (deutetrabenazine) Preferred |(4 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
AUSTEDO TABLET 9 MG ORAL (deutetrabenazine) Preferred |(4 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
AUSTEDO XR TABLET_EXTENDED RELEASE 24 HOUR 12 MG Preferred |(4 EA per 1 day): AGE (Min
ORAL (deutetrabenazine) 18 Years)
AUSTEDO XR TABLET EXTENDED RELEASE 24 HOUR 24 MG PA (Eligible for auto-PA); QL
. Preferred |(4 EA per 1 day); AGE (Min
ORAL (deutetrabenazine) 18 Years)
AUSTEDO XR TABLET EXTENDED RELEASE 24 HOUR 6 MG PA (Eligible for auto-PA); QL
. Preferred |[(4 EA per 1 day); AGE (Min
ORAL (deutetrabenazine) 18 Years)
PA (Eligible for auto-PA); QL
INGREZZA CAPSULE 40 MG ORAL (valbenazine tosylate) Preferred |(1 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
INGREZZA CAPSULE 60 MG ORAL (valbenazine tosylate) Preferred |[(1 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
INGREZZA CAPSULE 80 MG ORAL (valbenazine tosylate) Preferred |[(1 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
INGREZZA CAPSULE THERAPY PACK 40 & 80 MG ORAL preferred |(1 EA per 1 day): AGE (Min
(valbenazine tosylate) 18 Years)
PA (Eligible for auto-PA); QL
tetrabenazine tablet 12.5 mg oral Preferred |(4 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
tetrabenazine tablet 25 mg oral Preferred |[(4 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
XENAZINE TABLET 12.5 MG ORAL (tetrabenazine) Preferred |(4 EA per 1 day); AGE (Min
18 Years)
PA (Eligible for auto-PA); QL
XENAZINE TABLET 25 MG ORAL (tetrabenazine) Preferred |(4 EA per 1 day); AGE (Min
18 Years)
MULTIPLE SCLEROSIS [CLOSED CLASS]
AMPYRA TABLET EXTENDED RELEASE 12 HOUR 10 MG ORAL Non
o PA
(dalfampridine) Preferred
AUBAGIO TABLET 14 MG ORAL (teriflunomide) Preferred
AUBAGIO TABLET 7 MG ORAL (teriflunomide) Preferred
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AVONEX PEN AUTO-INJECTOR KIT 30 MCG/0.5ML Preferred
INTRAMUSCULAR (interferon beta-1a)
AVONEX PREFILLED PREFILLED SYRINGE KIT 30 MCG/0.5ML Preferred
INTRAMUSCULAR (interferon beta-1a)
BAFIERTAM CAPSULE DELAYED RELEASE 95 MG ORAL Non
PA
(monomethyl fumarate) Preferred
BETASERON KIT 0.3 MG SUBCUTANEOUS (interferon beta-1b) Preferred
COPAXONE SOLUTION PREFILLED SYRINGE 20 MG/ML Preferred
SUBCUTANEOUS (glatiramer acetate)
COPAXONE SOLUTION PREFILLED SYRINGE 40 MG/ML Non PA
SUBCUTANEOUS (glatiramer acetate) Preferred
dalfampridine er tablet extended release 12 hour 10 mg oral Preferred
dimethyl fumarate capsule delayed release 120 mg oral Preferred
dimethyl fumarate capsule delayed release 240 mg oral Preferred
dimethyl fumarate starter pack capsule delayed release Preferred
therapy pack 120 & 240 mg oral
EXTAVIA KIT 0.3 MG SUBCUTANEOQUS (interferon beta-1b) Non PA
Preferred
fingolimod hcl capsule 0.5 mg oral Preferred |AGE (Min 10 Years)
GILENYA CAPSULE 0.25 MG ORAL (fingolimod hcl) Non PA; AGE (Min 10 Years)
Preferred
GILENYA CAPSULE 0.5 MG ORAL (fingolimod hcl) Non PA; AGE (Min 10 Years)
Preferred
glatiramer acetate solution prefilled syringe 20 mg/ml Non PA
subcutaneous Preferred
glatiramer acetate solution prefilled syringe 40 mg/ml Non PA
subcutaneous Preferred
glatiramer acetate (Glatopa Solution Prefilled Syringe 20 Mg/Ml Non
PA
Subcutaneous) Preferred
glatiramer acetate (Glatopa Solution Prefilled Syringe 40 Mg/Ml Non
PA
Subcutaneous) Preferred
KESIMPTA SOLUTION AUTO-INJECTOR 20 MG/0.4ML Preferred PA (Eligible for auto-PA);
SUBCUTANEOUS (ofatumumab) AGE (Min 18 Years)
MAVENCLAD (10 TABS) TABLET THERAPY PACK 10 MG ORAL Non
. PA
(cladribine) Preferred
MAVENCLAD (4 TABS) TABLET THERAPY PACK 10 MG ORAL Non
. PA
(cladribine) Preferred
MAVENCLAD (5 TABS) TABLET THERAPY PACK 10 MG ORAL Non
. PA
(cladribine) Preferred
MAVENCLAD (6 TABS) TABLET THERAPY PACK 10 MG ORAL Non
. PA
(cladribine) Preferred
MAVENCLAD (7 TABS) TABLET THERAPY PACK 10 MG ORAL Non
. PA
(cladribine) Preferred
MAVENCLAD (8 TABS) TABLET THERAPY PACK 10 MG ORAL Non
. PA
(cladribine) Preferred
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MAVENCLAD (9 TABS) TABLET THERAPY PACK 10 MG ORAL Non
. PA
(cladribine) Preferred
MAYZENT STARTER PACK TABLET THERAPY PACK 12 X 0.25 Non PA
MG ORAL (siponimod fumarate) Preferred
MAYZENT STARTER PACK TABLET THERAPY PACK 7 X 0.25 MG Non PA
ORAL (siponimod fumarate) Preferred
MAYZENT TABLET 0.25 MG ORAL (siponimod fumarate) Non PA
Preferred
MAYZENT TABLET 1 MG ORAL (siponimod fumarate) Non PA
Preferred
MAYZENT TABLET 2 MG ORAL (siponimod fumarate) Non PA
Preferred
PLEGRIDY SOLUTION PEN-INJECTOR 125 MCG/0.5ML Non PA
SUBCUTANEOQUS (peginterferon beta-1a) Preferred
PLEGRIDY SOLUTION PREFILLED SYRINGE 125 MCG/0.5ML Non PA
INTRAMUSCULAR (peginterferon beta-1a) Preferred
PLEGRIDY SOLUTION PREFILLED SYRINGE 125 MCG/0.5ML Non PA
SUBCUTANEOQUS (peginterferon beta-1a) Preferred
PLEGRIDY STARTER PACK SOLUTION PEN-INJECTOR 63 & 94 Non PA
MCG/0.5ML SUBCUTANEOQUS (peginterferon beta-1a) Preferred
PLEGRIDY STARTER PACK SOLUTION PREFILLED SYRINGE 63 Non PA
& 94 MCG/0.5ML SUBCUTANEOUS (peginterferon beta-1a) Preferred
PONVORY STARTER PACK TABLET THERAPY PACK 2-3-4-5-6-7- Non PA
8-9 & 10 MG ORAL (ponesimod) Preferred
PONVORY TABLET 20 MG ORAL (ponesimod) Non PA
Preferred
REBIF REBIDOSE SOLUTION AUTO-INJECTOR 22 MCG/0.5ML Non PA
SUBCUTANEOQOUS (interferon beta-1a) Preferred
REBIF REBIDOSE SOLUTION AUTO-INJECTOR 44 MCG/0.5ML Non PA
SUBCUTANEOQOUS (interferon beta-1a) Preferred
REBIF REBIDOSE TITRATION PACK SOLUTION AUTO- Non
INJECTOR 6X8.8 & 6X22 MCG SUBCUTANEOUS (interferon PA
Preferred
beta-1a)
REBIF SOLUTION PREFILLED SYRINGE 22 MCG/0.5ML Non PA
SUBCUTANEOQOUS (interferon beta-1a) Preferred
REBIF SOLUTION PREFILLED SYRINGE 44 MCG/0.5ML Non PA
SUBCUTANEOQOUS (interferon beta-1a) Preferred
REBIF TITRATION PACK SOLUTION PREFILLED SYRINGE 6X8.8 Non PA
& 6X22 MCG SUBCUTANEOQUS (interferon beta-1a) Preferred
TASCENSO ODT TABLET DISPERSIBLE 0.25 MG ORAL Non PA; AGE (Min 10 Years and
(fingolimod lauryl sulfate) Preferred |Max 17 Years)
TASCENSO ODT TABLET DISPERSIBLE 0.5 MG ORAL Non PA; AGE (Min 10 Years and
(fingolimod lauryl sulfate) Preferred |Max 17 Years)
TECFIDERA CAPSULE DELAYED RELEASE 120 MG ORAL Non PA
(dimethyl fumarate) Preferred
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TECFIDERA CAPSULE DELAYED RELEASE 240 MG ORAL Non PA
(dimethyl fumarate) Preferred
TECFIDERA CAPSULE DELAYED RELEASE THERAPY PACK 120 & Non PA
240 MG ORAL (dimethyl fumarate) Preferred
teriflunomide tablet 14 mg oral Non PA
Preferred
. . Non
teriflunomide tablet 7 mg oral PA
Preferred
TYSABRI CONCENTRATE 300 MG/15ML INTRAVENOUS Non
. PA
(natalizumab) Preferred
VUMERITY CAPSULE DELAYED RELEASE 231 MG ORAL Non
. PA
(diroximel fumarate) Preferred
ZEPOSIA 7-DAY STARTER PACK CAPSULE THERAPY PACK 4 X Non PA
0.23MG & 3 X 0.46MG ORAL (ozanimod hcl) Preferred
ZEPOSIA CAPSULE 0.92 MG ORAL (ozanimod hcl) Non PA
Preferred
ZEPOSIA STARTER KIT CAPSULE THERAPY PACK 0.23MG Non PA
&0.46MG 0.92MG(21) ORAL (ozanimod hcl) Preferred
NASAL STEROIDS [OPEN CLASS]
allergy relief suspension 50 mcg/act nasal Preferred
azelastine-fluticasone suspension 137-50 mcg/act nasal Non PA; AGE (Min 6 Years)
Preferred
BECONASE AQ SUSPENSION 42 MCG/SPRAY NASAL Non PA
(beclomethasone diprop monohyd) Preferred
. . Non
budesonide suspension 32 mcg/act nasal (otc) Preferred PA
DYMISTA SUSPENSION 137-50 MCG/ACT NASAL (azelastine- Preferred |AGE (Min 6 Years)
fluticasone)
.. . Non
0,
flunisolide solution 25 mcg/act (0.025%) nasal Preferred PA
fluticasone propionate suspension 50 mcg/act nasal (otc) Preferred
fluticasone propionate suspension 50 mcg/act nasal (rx) Preferred
gnp 24 hour nasal allergy aerosol 55 mcg/act nasal Preferred
. . Non
gnp budesonide nasal spray suspension 32 mcg/act nasal Preferred PA
gnp fluticasone propionate suspension 50 mcg/act nasal Preferred
goodsense 24-hr allergy nasal suspension 50 mcg/act nasal Preferred
goodsense nasal allergy spray aerosol 55 mcg/act nasal Preferred
hm 24 hour nasal allergy aerosol 55 mcg/act nasal Preferred
hm allergy relief suspension 50 mcg/act nasal Preferred
ipratropium bromide solution 0.03 % nasal Preferred
ipratropium bromide solution 0.06 % nasal Preferred
. Non
mometasone furoate suspension 50 mcg/act nasal Preferred PA
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nasal allergy 24 hour aerosol 55 mcg/act nasal Preferred
OMNARIS SUSPENSION 50 MCG/ACT NASAL (ciclesonide) Pre'\;g:re 4 |PA
gc allergy relief suspension 50 mcg/act nasal Preferred
QNASL AEROSOL SQLUTION 80 MCG/ACT NASAL Non PA
(beclomethasone diprop (nasal)) Preferred
QNASL CHILDRENS.AEROSOL SOLUTION 40 MCG/ACT NASAL Non PA
(beclomethasone diprop (nasal)) Preferred

sm allergy relief suspension 50 mcg/act nasal Preferred
triamcinolone acetonide aerosol 55 mcg/act nasal (otc) Preferred
XHANCE EXHALER SUSPENSION 93 MCG/ACT NASAL Non
(fluticasone propionate) Preferred PA
ZETONNA AEROSOL SOLUTION 37 MCG/ACT NASAL Non
(ciclesonide) Preferred PA
NEUROPATHIC PAIN [OPEN CLASS]

arthritis pain relieving cream 0.075 % external Preferred
capsaicin cream 0.025 % external Preferred
capsaicin cream 0.075 % external Preferred
capsaicin cream 0.1 % external Preferred
capsaicin pain relief cream 0.1 % external Preferred
CYMBALTA CAI?SULE DELAYED RELEASE PARTICLES 20 MG Non PA
ORAL (duloxetine hcl) Preferred
CYMBALTA CAI?SULE DELAYED RELEASE PARTICLES 30 MG Non PA
ORAL (duloxetine hcl) Preferred
CYMBALTA CAI?SULE DELAYED RELEASE PARTICLES 60 MG Non PA
ORAL (duloxetine hcl) Preferred
duloxetine hcl capsule delayed release particles 20 mg oral Preferred
duloxetine hcl capsule delayed release particles 30 mg oral Preferred
duloxetine hcl capsule delayed release particles 40 mg oral Prel\ifg:re d PA
duloxetine hcl capsule delayed release particles 60 mg oral Preferred
gabapentin capsule 100 mg oral Preferred
gabapentin capsule 300 mg oral Preferred
gabapentin capsule 400 mg oral Preferred
gabapentin solution 250 mg/5ml oral Preferred
gabapentin solution 300 mg/6éml oral Preferred
gabapentin tablet 600 mg oral Preferred
gabapentin tablet 800 mg oral Preferred
GRALISE TABLET 300 MG ORAL (gabapentin (once-daily)) Prel\ifg:red PA
GRALISE TABLET 450 MG ORAL (gabapentin (once-daily)) Prel\ifg:red PA
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GRALISE TABLET 600 MG ORAL (gabapentin (once-daily)) Pre'\'fgr”re 4 |PA
GRALISE TABLET 750 MG ORAL (gabapentin (once-daily)) Pre'\'fgr”re 4 |PA
GRALISE TABLET 900 MG ORAL (gabapentin (once-daily)) Pre'\'fgr”re 4 |PA
HORIZANT TABLET EXTENDED RELEASE 300 MG ORAL Non oA
(gabapentin enacarbil) Preferred
HORIZANT TABLET EXTENDED RELEASE 600 MG ORAL Non oA
(gabapentin enacarbil) Preferred
lidocaine patch 5 % external Preferred |[QL (90 EA per 1 Fill)
LIDODERM PATCH 5 % EXTERNAL (lidocaine) Pre'\;g:re 4 |PA; QL (90 EA per 1 Fill)
LYRICA CAPSULE 100 MG ORAL (pregabalin) Pre'\;g:re 4 |PA
LYRICA CAPSULE 150 MG ORAL (pregabalin) Pre'\;g:re 4 |PA
LYRICA CAPSULE 200 MG ORAL (pregabalin) Pre'\,;g:re 4 |PA
LYRICA CAPSULE 225 MG ORAL (pregabalin) Pre'\,;g:re 4 |PA
LYRICA CAPSULE 25 MG ORAL (pregabalin) Pre'\,;g:re 4 |PA
LYRICA CAPSULE 300 MG ORAL (pregabalin) Pre'\,;g:re 4 |PA
LYRICA CAPSULE 50 MG ORAL (pregabalin) Pre'\,;g:re 4 |PA
LYRICA CAPSULE 75 MG ORAL (pregabalin) Pre'\;g:re 4 |PA
LYRICA CR TABLET EXTENDED RELEASE 24 HOUR 165 MG Non oA
ORAL (pregabalin) Preferred
LYRICA CR TABLET EXTENDED RELEASE 24 HOUR 330 MG Non oA
ORAL (pregabalin) Preferred
LYRICA CR TABLET EXTENDED RELEASE 24 HOUR 82.5 MG Non oA
ORAL (pregabalin) Preferred
LYRICA SOLUTION 20 MG/ML ORAL (pregabalin) Pre'\,;g:re 4 |PA
NEURONTIN CAPSULE 100 MG ORAL (gabapentin) Pre'\;g:re 4 |PA
NEURONTIN CAPSULE 300 MG ORAL (gabapentin) Pre'\;g:re 4 |PA
NEURONTIN CAPSULE 400 MG ORAL (gabapentin) Pre'\;g:re 4 |PA
NEURONTIN SOLUTION 250 MG/5ML ORAL (gabapentin) Pre'\;g:re 4 |PA
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. Non
NEURONTIN TABLET 600 MG ORAL (gabapentin) Preferred PA
. Non
NEURONTIN TABLET 800 MG ORAL (gabapentin) Preferred PA
pregabalin capsule 100 mg oral Preferred
pregabalin capsule 150 mg oral Preferred
pregabalin capsule 200 mg oral Preferred
pregabalin capsule 225 mg oral Preferred
pregabalin capsule 25 mg oral Preferred
pregabalin capsule 300 mg oral Preferred
pregabalin capsule 50 mg oral Preferred
pregabalin capsule 75 mg oral Preferred
pregabalin er tablet extended release 24 hour 165 mg oral Non PA
Preferred
pregabalin er tablet extended release 24 hour 330 mg oral Non PA
Preferred
pregabalin er tablet extended release 24 hour 82.5 mg oral Non PA
Preferred
regabalin solution 20 mg/ml oral Non PA
preg g Preferred
QUTENZA (2 PATCH) KIT 8 % EXTERNAL (capsaicin-cleansing Non PA
gel) Preferred
QUTENZA (4 PATCH) KIT 8 % EXTERNAL (capsaicin-cleansing Non PA
gel) Preferred
. . Non
0, -
QUTENZA KIT 8 % EXTERNAL (capsaicin-cleansing gel) Preferred PA
SAVELLA TABLET 100 MG ORAL (milnacipran hcl) Non PA
Preferred
SAVELLA TABLET 12.5 MG ORAL (milnacipran hcl) Non PA
Preferred
SAVELLA TABLET 25 MG ORAL (milnacipran hcl) Non PA
Preferred
SAVELLA TABLET 50 MG ORAL (milnacipran hcl) Non PA
Preferred
SAVELLA TITRATION PACK 12.5 & 25 & 50 MG ORAL Non
. . PA
(milnacipran hcl) Preferred
XYLIDERM KIT 5 % EXTERNAL (/idocaine-adhesive sheets) Non PA
Preferred
ZTLIDO PATCH 1.8 % EXTERNAL (l/idocaine) Non PA
Preferred
NON-ERGOT DOPAMINE RECEPTOR AGONIST [OPEN
CLASS]
MIRAPEX ER TABLET EXTENDED RELEASE 24 HOUR 0.375 MG Non PA; Max 90-day supply per
ORAL (pramipexole dihydrochloride) Preferred |fill
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MIRAPEX ER TABLET EXTENDED RELEASE 24 HOUR 0.75 MG Non PA; Max 90-day supply per
ORAL (pramipexole dihydrochloride) Preferred |fill
MIRAPEX ER TABLET EXTENDED RELEASE 24 HOUR 1.5 MG Non PA; Max 90-day supply per
ORAL (pramipexole dihydrochloride) Preferred |fill
MIRAPEX ER TABLET EXTENDED RELEASE 24 HOUR 2.25 MG Non PA; Max 90-day supply per
ORAL (pramipexole dihydrochloride) Preferred |fill
MIRAPEX ER TABLET EXTENDED RELEASE 24 HOUR 3 MG Non PA; Max 90-day supply per
ORAL (pramipexole dihydrochloride) Preferred |fill
MIRAPEX ER TABLET EXTENDED RELEASE 24 HOUR 3.75 MG Non PA; Max 90-day supply per
ORAL (pramipexole dihydrochloride) Preferred |fill
MIRAPEX ER TABLET EXTENDED RELEASE 24 HOUR 4.5 MG Non PA; Max 90-day supply per
ORAL (pramipexole dihydrochloride) Preferred |fill
NEUPRO PATCH 24 HOUR 1 MG/24HR TRANSDERMAL Non

Lo PA
(rotigotine) Preferred
NEUPRO PATCH 24 HOUR 2 MG/24HR TRANSDERMAL Non

Lo PA
(rotigotine) Preferred
NEUPRO PATCH 24 HOUR 3 MG/24HR TRANSDERMAL Non

Lo PA
(rotigotine) Preferred
NEUPRO PATCH 24 HOUR 4 MG/24HR TRANSDERMAL Non PA
(rotigotine) Preferred
NEUPRO PATCH 24 HOUR 6 MG/24HR TRANSDERMAL Non PA
(rotigotine) Preferred
NEUPRO PATCH 24 HOUR 8 MG/24HR TRANSDERMAL Non PA
(rotigotine) Preferred
pramipexole dihydrochloride er tablet extended release 24 Non PA; Max 90-day supply per
hour 0.375 mg oral Preferred |fill
pramipexole dihydrochloride er tablet extended release 24 Non PA; Max 90-day supply per
hour 0.75 mg oral Preferred |fill
pramipexole dihydrochloride er tablet extended release 24 Non PA; Max 90-day supply per
hour 1.5 mg oral Preferred |fill
pramipexole dihydrochloride er tablet extended release 24 Non PA; Max 90-day supply per
hour 2.25 mg oral Preferred |fill
pramipexole dihydrochloride er tablet extended release 24 Non PA; Max 90-day supply per
hour 3 mg oral Preferred |fill
pramipexole dihydrochloride er tablet extended release 24 Non PA; Max 90-day supply per
hour 3.75 mg oral Preferred |fill
pramipexole dihydrochloride er tablet extended release 24 Non PA; Max 90-day supply per
hour 4.5 mg oral Preferred |fill
pramipexole dihydrochloride tablet 0.125 mg oral Preferred [Max 90-day supply per fill
pramipexole dihydrochloride tablet 0.25 mg oral Preferred |Max 90-day supply per fill
pramipexole dihydrochloride tablet 0.5 mg oral Preferred [Max 90-day supply per fill
pramipexole dihydrochloride tablet 0.75 mg oral Preferred |Max 90-day supply per fill
pramipexole dihydrochloride tablet 1 mg oral Preferred |Max 90-day supply per fill
pramipexole dihydrochloride tablet 1.5 mg oral Preferred [Max 90-day supply per fill
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ropinirole hcl er tablet extended release 24 hour 12 mg oral Non PA
Preferred
ropinirole hcl er tablet extended release 24 hour 2 mg oral Preferred
ropinirole hcl er tablet extended release 24 hour 4 mg oral Non PA
Preferred
ropinirole hcl er tablet extended release 24 hour 6 mg oral Non PA
Preferred
ropinirole hcl er tablet extended release 24 hour 8 mg oral Preferred
ropinirole hcl tablet 0.25 mg oral Preferred [Max 90-day supply per fill
ropinirole hcl tablet 0.5 mg oral Preferred [Max 90-day supply per fill
ropinirole hcl tablet 1 mg oral Preferred |Max 90-day supply per fill
ropinirole hcl tablet 2 mg oral Preferred [Max 90-day supply per fill
ropinirole hcl tablet 3 mg oral Preferred [Max 90-day supply per fill
ropinirole hcl tablet 4 mg oral Preferred |Max 90-day supply per fill
ropinirole hcl tablet 5 mg oral Preferred [Max 90-day supply per fill
NSAIDS [OPEN CLASS]
. . Non
acetaminophen-ibuprofen tablet 250-125 mg oral Preferred PA
all day pain relief tablet 220 mg oral Preferred [Max 90-day supply per fill
all day relief tablet 220 mg oral Preferred |Max 90-day supply per fill
arthritis pain reliever gel 1 % external Preferred |Max 90-day supply per fill
ARTHROTEC TABLET DELAYED RELEASE 50-0.2 MG ORAL Non
. . PA
(diclofenac-misoprostol) Preferred
ARTHROTEC TABLET DELAYED RELEASE 75-0.2 MG ORAL Non
. . PA
(diclofenac-misoprostol) Preferred
CELEBREX CAPSULE 100 MG ORAL (celecoxib) Non PA
Preferred
CELEBREX CAPSULE 200 MG ORAL (celecoxib) Non PA
Preferred
CELEBREX CAPSULE 400 MG ORAL (celecoxib) Non PA
Preferred
CELEBREX CAPSULE 50 MG ORAL (celecoxib) Non PA
Preferred
celecoxib capsule 100 mg oral Preferred
celecoxib capsule 200 mg oral Preferred
. Non
celecoxib capsule 400 mg oral Preferred PA
celecoxib capsule 50 mg oral Non PA
p g Preferred
childrens ibuprofen suspension 100 mg/5ml oral Preferred |Max 90-day supply per fill
DAYPRO TABLET 600 MG ORAL (oxaprozin) Non PA
Preferred
diclofenac epolamine patch 1.3 % external Preferred |[QL (30 EA per 1 Fill)
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diclofenac potassium capsule 25 mg oral Non PA
p p g Preferred
diclofenac potassium tablet 25 mg oral Non PA
p g Preferred
diclofenac potassium tablet 50 mg oral Non PA
p g Preferred
diclofenac sodium er tablet extended release 24 hour 100 mg Non PA
oral Preferred
diclofenac sodium gel 1 % external (otc) Preferred [Max 90-day supply per fill
diclofenac sodium gel 1 % external (rx) Preferred |Max 90-day supply per fill
diclofenac sodium solution 1.5 % external Non PA
Preferred
diclofenac sodium solution 2 % external Non PA
Preferred
diclofenac sodium tablet delayed release 25 mg oral Preferred |Max 90-day supply per fill
diclofenac sodium tablet delayed release 50 mg oral Preferred |Max 90-day supply per fill
diclofenac sodium tablet delayed release 75 mg oral Preferred
diclofenac sodium tablet delayed release 75 mg oral Preferred [Max 90-day supply per fill
diclofenac-misoprostol tablet delayed release 50-0.2 mg oral Non PA
Preferred
diclofenac-misoprostol tablet delayed release 75-0.2 mg oral Non PA
Preferred
diflunisal tablet 500 mg oral Preferred
DUEXIS TABLET 800-26.6 MG ORAL (ibuprofen-famotidine) Non PA
Preferred
ec-naproxen tablet delayed release 375 mg oral Preferred |Max 90-day supply per fill
ec-naproxen tablet delayed release 500 mg oral Preferred [Max 90-day supply per fill
etodolac capsule 200 mg oral Preferred
etodolac capsule 300 mg oral Preferred
etodolac er tablet extended release 24 hour 400 mg oral Non PA
Preferred
etodolac er tablet extended release 24 hour 500 mg oral Non PA
Preferred
etodolac er tablet extended release 24 hour 600 mg oral Non PA
Preferred
etodolac tablet 400 mg oral Preferred
etodolac tablet 500 mg oral Preferred
FELDENE CAPSULE 10 MG ORAL (piroxicam) Non PA
Preferred
FELDENE CAPSULE 20 MG ORAL (piroxicam) Non PA
Preferred
. Non
fenoprofen calcium capsule 400 mg oral Preferred PA
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fenoprofen calcium tablet 600 mg oral Prel\tfgpre d PA
FLECTOR PATCH 1.3 % EXTERNAL (diclofenac epolamine) Prel\t!g:red PA; QL (30 EA per 1 Fill)
flurbiprofen tablet 100 mg oral Preferred
ft ibuprofen capsule 200 mg oral Preferred |Max 90-day supply per fill
ft ibuprofen childrens suspension 100 mg/5ml oral Preferred |Max 90-day supply per fill
ft naproxen sodium capsule 220 mg oral Preferred [Max 90-day supply per fill
gnp arthritis pain gel 1 % external Preferred |Max 90-day supply per fill
gnp childrens ibuprofen suspension 100 mg/5ml oral Preferred [Max 90-day supply per fill
gnp diclofenac sodium gel 1 % external Preferred |Max 90-day supply per fill
gnp ibuprofen capsule 200 mg oral Preferred |Max 90-day supply per fill
gnp ibuprofen childrens tablet chewable 100 mg oral Preferred
gnp ibuprofen infants suspension 50 mg/1.25ml oral Preferred |Max 90-day supply per fill
gnp ibuprofen tablet 200 mg oral Preferred [Max 90-day supply per fill
gnp naproxen sodium capsule 220 mg oral Preferred |Max 90-day supply per fill
gnp naproxen sodium tablet 220 mg oral Preferred |Max 90-day supply per fill
goodsense arthritis pain gel 1 % external Preferred [Max 90-day supply per fill
goodsense ibuprofen capsule 200 mg oral Preferred |Max 90-day supply per fill
goodsense ibuprofen childrens suspension 100 mg/5ml oral Preferred |Max 90-day supply per fill
goodsense ibuprofen infants suspension 50 mg/1.25ml oral Preferred [Max 90-day supply per fill
goodsense ibuprofen tablet 200 mg oral Preferred |Max 90-day supply per fill
goodsense naproxen sodium tablet 220 mg oral Preferred [Max 90-day supply per fill
hm ibuprofen childrens suspension 100 mg/5ml oral Preferred |Max 90-day supply per fill
hm ibuprofen tablet 200 mg oral Preferred |Max 90-day supply per fill
hm naproxen sodium capsule 220 mg oral Preferred [Max 90-day supply per fill
ibuprofen (Ibu Tablet 400 Mg Oral) Preferred |Max 90-day supply per fill
ibuprofen (Ibu Tablet 600 Mg Oral) Preferred |Max 90-day supply per fill
ibuprofen (Ibu Tablet 800 Mg Oral) Preferred [Max 90-day supply per fill
ibu-200 tablet 200 mg oral Preferred |Max 90-day supply per fill
ibuprofen capsule 200 mg oral Preferred [Max 90-day supply per fill
ibuprofen childrens suspension 100 mg/5ml oral Preferred |Max 90-day supply per fill
ibuprofen infants suspension 50 mg/1.25ml oral Preferred |Max 90-day supply per fill
ibuprofen junior strength tablet chewable 100 mg oral Preferred
ibuprofen suspension 100 mg/5ml oral (rx) Preferred |Max 90-day supply per fill
ibuprofen tablet 200 mg oral Preferred |Max 90-day supply per fill
ibuprofen tablet 400 mg oral Preferred [Max 90-day supply per fill
ibuprofen tablet 600 mg oral Preferred |Max 90-day supply per fill
ibuprofen tablet 800 mg oral Preferred [Max 90-day supply per fill
ibuprofen-famotidine tablet 800-26.6 mg oral Prel\lfg:re d PA
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indomethacin capsule 25 mg oral Preferred
indomethacin capsule 50 mg oral Preferred
indomethacin er capsule extended release 75 mg oral Non PA
Preferred
indomethacin suppository 50 mg rectal Preferred |Max 90-day supply per fill
infants ibuprofen suspension 50 mg/1.25ml oral Preferred [Max 90-day supply per fill
Non
ketoprofen capsule 50 mg oral Preferred PA
ketoprofen er capsule extended release 24 hour 200 mg oral Non PA
Preferred
. . Non
ketorolac tromethamine solution 15.75 mg/spray nasal Preferred PA
ketorolac tromethamine tablet 10 mg oral Preferred
o )
LICART.PATCH 24 HOUR 1.3 % EXTERNAL (diclofenac Non PA; QL (30 EA per 1 Fill)
epolamine) Preferred
. . Non
diclofenac potassium (Lofena Tablet 25 Mg Oral) Preferred PA
meclofenamate sodium capsule 100 mg oral Non PA
Preferred
meclofenamate sodium capsule 50 mg oral Non PA
Preferred
mefenamic acid capsule 250 mg oral Non PA
p g Preferred
meloxicam capsule 10 mg oral Non PA
P g Preferred
meloxicam capsule 5 mg oral Non PA
P g Preferred
meloxicam tablet 15 mg oral Preferred [Max 90-day supply per fill
meloxicam tablet 7.5 mg oral Preferred |Max 90-day supply per fill
nabumetone tablet 500 mg oral Non PA
Preferred
Non
nabumetone tablet 750 mg oral PA
Preferred
NALFON CAPSULE 400 MG ORAL (fenoprofen calcium) Non PA
Preferred
NALFON TABLET 600 MG ORAL (fenoprofen calcium) Non PA
Preferred
NAPRELAN TABLET EXTENDED RELEASE 24 HOUR 375 MG Non PA
ORAL (naproxen sodium) Preferred
NAPRELAN TABLET EXTENDED RELEASE 24 HOUR 500 MG Non PA
ORAL (naproxen sodium) Preferred
NAPRELAN TABLET EXTENDED RELEASE 24 HOUR 750 MG Non PA
ORAL (naproxen sodium) Preferred
naproxen dr tablet delayed release 500 mg oral Preferred |Max 90-day supply per fill
naproxen sodium capsule 220 mg oral Preferred [Max 90-day supply per fill
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naproxen sodium er tablet extended release 24 hour 375 mg Non PA
oral Preferred
naproxen sodium er tablet extended release 24 hour 500 mg Non PA
oral Preferred
naproxen sodium er tablet extended release 24 hour 750 mg Non PA
oral Preferred
naproxen sodium tablet 220 mg oral Preferred [Max 90-day supply per fill
naproxen sodium tablet 275 mg oral Preferred |Max 90-day supply per fill
naproxen sodium tablet 550 mg oral Preferred |Max 90-day supply per fill
naproxen suspension 125 mg/5ml oral Prel\;::re d PA
naproxen tablet 250 mg oral Preferred [Max 90-day supply per fill
naproxen tablet 375 mg oral Preferred |Max 90-day supply per fill
naproxen tablet 500 mg oral Preferred [Max 90-day supply per fill
naproxen tablet delayed release 375 mg oral Preferred |Max 90-day supply per fill
naproxen tablet delayed release 500 mg oral Preferred |Max 90-day supply per fill
naproxen-esomeprazole mg tablet delayed release 375-20 mg Non PA
oral Preferred
naproxen-esomeprazole mg tablet delayed release 500-20 mg Non PA
oral Preferred
oxaprozin tablet 600 mg oral Non PA

Preferred
PENNSAID SOLUTION 2 % EXTERNAL (diclofenac sodium) Prel\t!g:re d PA

. Non
piroxicam capsule 10 mg oral Preferred PA
. Non

piroxicam capsule 20 mg oral Preferred PA
gc diclofenac sodium gel 1 % external Preferred [Max 90-day supply per fill
gc ibuprofen capsule 200 mg oral Preferred |Max 90-day supply per fill
gc ibuprofen tablet 200 mg oral Preferred [Max 90-day supply per fill
gc naproxen sodium tablet 220 mg oral Preferred |Max 90-day supply per fill
RELAFEN DS TABLET 1000 MG ORAL (nabumetone) Prel\iggpred PA
sm arthritis pain gel 1 % external Preferred |Max 90-day supply per fill
sm childrens ibuprofen suspension 100 mg/5ml oral Preferred [Max 90-day supply per fill
sm ibuprofen capsule 200 mg oral Preferred |Max 90-day supply per fill
sm ibuprofen ib childrens tablet chewable 100 mg oral Preferred
sm ibuprofen ib tablet 200 mg oral Preferred [Max 90-day supply per fill
sm ibuprofen tablet 200 mg oral Preferred |Max 90-day supply per fill
sm infants ibuprofen suspension 50 mg/1.25ml oral Preferred [Max 90-day supply per fill
sm naproxen sodium tablet 220 mg oral Preferred |Max 90-day supply per fill
sulindac tablet 150 mg oral Preferred |Max 90-day supply per fill
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sulindac tablet 200 mg oral Preferred [Max 90-day supply per fill
tolmetin sodium capsule 400 mg oral Prel\lig:re d PA

. . Non
tolmetin sodium tablet 600 mg oral Preferred PA
VIMOVO TABLET DELAYED RELEASE 375-20 MG ORAL Non PA
(naproxen-esomeprazole) Preferred
VIMOVO TABLET DELAYED RELEASE 500-20 MG ORAL Non PA
(naproxen-esomeprazole) Preferred
OPHTHALMIC ANTIBIOTICS [OPEN CLASS]
AZASITE SOLUTION 1 % OPHTHALMIC (azithromycin) Prel\igg:re d PA
bacitracin ointment 500 unit/gm ophthalmic Preferred
bacitracin-polymyxin b ointment 500-10000 unit/gm
ophthalmic Preferred
BESIVANCE SUSPENSION 0.6 % OPHTHALMIC (besifloxacin Non PA
hcl) Preferred
CILOXAN OINTMENT 0.3 % OPHTHALMIC (ciprofloxacin hcl) Pre'\tfgr”re 4 |PA
ciprofloxacin hcl solution 0.3 % ophthalmic Preferred
erythromycin ointment 5 mg/gm ophthalmic Preferred
gatifloxacin solution 0.5 % ophthalmic Prel\égrljre d PA
gentamicin sulfate solution 0.3 % ophthalmic Preferred
moxifloxacin hcl (2x day) solution 0.5 % ophthalmic Prel\ég:re d PA
moxifloxacin hcl solution 0.5 % ophthalmic Preferred
NATACYN SUSPENSION 5 % OPHTHALMIC (natamycin) Prel\igg:red PA
neomycin-bacitracin zn-polymyx ointment 3.5-400-10000 Non PA
ophthalmic Preferred
neomycin-bacitracin zn-polymyx ointment 5-400-10000 Non PA
ophthalmic Preferred
neomycin-polymyxin-gramicidin solution 1.75-10000-.025 Non PA
ophthalmic Preferred
neomycin-bacitracin zn-polymyx (Neo-Polycin Ointment 3.5- Non PA
400-10000 Ophthalmic) Preferred
OCUFLOX SOLUTION 0.3 % OPHTHALMIC (ofloxacin) Prel\iggpred PA
ofloxacin solution 0.3 % ophthalmic Preferred
bacitracin-polymyxin b (Polycin Ointment 500-10000 Unit/Gm
Ophthalmic) Preferred
polymyxin b-trimethoprim solution 10000-0.1 unit/mi-%
ophthalmic Preferred
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POLYTRIM SOLUTION 10000-0.1 UNIT/ML-% OPHTHALMIC Non
. . . PA
(polymyxin b-trimethoprim) Preferred
sulfacetamide sodium ointment 10 % ophthalmic Non PA
Preferred
sulfacetamide sodium solution 10 % ophthalmic Non PA
Preferred
tobramycin solution 0.3 % ophthalmic Preferred
TOBREX OINTMENT 0.3 % OPHTHALMIC (tobramycin) Non PA
Preferred
VIGAMOX SOLUTION 0.5 % OPHTHALMIC (moxifloxacin hcl) Non PA
Preferred
ZYMAXID SOLUTION 0.5 % OPHTHALMIC (gatifloxacin) Non PA
Preferred
OPHTHALMIC ANTIBIOTICS: STEROID COMBINATIONS
[OPEN CLASS]
. . . . . Non
- - - 0,
bacitra-neomycin-polymyxin-hc ointment 1 % ophthalmic Preferred PA
MAXITROL OINTMENT 3.5-10000-0.1 OPHTHALMIC (neomycin- Non
. PA
polymyxin-dexameth) Preferred
MAXITROL SUSPENSION 0.1 % OPHTHALMIC (neomycin- Non
. PA
polymyxin-dexameth) Preferred
MAXITROL SUSPENSION 3.5-10000-0.1 OPHTHALMIC Non
. . PA
(neomycin-polymyxin-dexameth) Preferred
neomycin.-po/ymyxin-dexameth ointment 3.5-10000-0.1 Preferred
ophthalmic
neomycin_-po/ymyxin-dexameth suspension 3.5-10000-0.1 Preferred
ophthalmic
. . . . Non
neomycin-polymyxin-hc suspension 3.5-10000-1 ophthalmic Preferred PA
bacitracin-polymyx-neo-hc (Neo-Polycin Hc Ointment 1 % Non PA
Ophthalmic) Preferred
sulfacetamide-prednisolone solution 10-0.23 % ophthalmic Preferred
TOBRADEX OINTMENT 0.3-0.1 % OPHTHALMIC (tobramycin-
Preferred
dexamethasone)
TOBRADEX ST SUSPENSION 0.3-0.05 % OPHTHALMIC Non
; PA
(tobramycin-dexamethasone) Preferred
TOBRADEX SUSPENSION 0.3-0.1 % OPHTHALMIC
; Preferred
(tobramycin-dexamethasone)
tobramycin-dexamethasone suspension 0.3-0.1 % ophthalmic Preferred
ZYLET SUSPENSION 0.5-0.3 % OPHTHALMIC (/loteprednol- Non PA
tobramycin) Preferred
OPHTHALMIC ANTI-INFLAMMATORY [OPEN CLASS]
ACULAR LS SOLUTION 0.4 % OPHTHALMIC (ketorolac Non
. PA
tromethamine) Preferred
ACULAR SOLUTION 0.5 % OPHTHALMIC (ketorolac Non
. PA
tromethamine) Preferred
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ACUVAIL SOLUTION 0.45 % OPHTHALMIC (ketorolac Non
. PA
tromethamine) Preferred
ALREX SUSPENSION 0.2 % OPHTHALMIC (/oteprednol Non
PA
etabonate) Preferred
bromfenac sodium (once-daily) solution 0.09 % ophthalmic Non PA
Preferred
BROMSITE SOLUTION 0.075 % OPHTHALMIC (bromfenac Non PA
sodium) Preferred
dexamethasone sodium phosphate solution 0.1 % ophthalmic Non PA
Preferred
diclofenac sodium solution 0.1 % ophthalmic Preferred
difluprednate emulsion 0.05 % ophthalmic Non PA
Preferred
DUREZOL EMULSION 0.05 % OPHTHALMIC (difluprednate) Preferred
FLAREX SUSPENSION 0.1 % OPHTHALMIC (fluorometholone Non PA
acetate) Preferred
fluorometholone suspension 0.1 % ophthalmic Preferred
flurbiprofen sodium solution 0.03 % ophthalmic Preferred
FML FORTE SUSPENSION 0.25 % OPHTHALMIC Non PA
(fluorometholone) Preferred
FML LIQUIFILM SUSPENSION 0.1 % OPHTHALMIC Non
PA
(fluorometholone) Preferred
ILEVRO SUSPENSION 0.3 % OPHTHALMIC (nepafenac) Non PA
Preferred
INVELTYS SUSPENSION 1 % OPHTHALMIC (/oteprednol Non
PA
etabonate) Preferred
ketorolac tromethamine solution 0.4 % ophthalmic Preferred
ketorolac tromethamine solution 0.5 % ophthalmic Preferred
LOTEMAX GEL 0.5 % OPHTHALMIC (loteprednol etabonate) Non PA
Preferred
LOTEMAX OINTMENT 0.5 % OPHTHALMIC (/oteprednol Non
PA
etabonate) Preferred
LOTEMAX SM GEL 0.38 % OPHTHALMIC (loteprednol Non
PA
etabonate) Preferred
LOTEMAX SUSPENSION 0.5 % OPHTHALMIC (/loteprednol Non
PA
etabonate) Preferred
loteprednol etabonate gel 0.5 % ophthalmic Preferred
loteprednol etabonate suspension 0.5 % ophthalmic Preferred
MAXIDEX SUSPENSION 0.1 % OPHTHALMIC (dexamethasone) Non PA
Preferred
NEVANAC SUSPENSION 0.1 % OPHTHALMIC (nepafenac) Non PA
Preferred
PRED FORTE SUSPENSION 1 % OPHTHALMIC (prednisolone Non PA
acetate) Preferred
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PRED MILD SUSPENSION 0.12 % OPHTHALMIC (prednisolone Non PA
acetate) Preferred
prednisolone acetate suspension 1 % ophthalmic Preferred
. . . . Non
[0)
prednisolone sodium phosphate solution 1 % ophthalmic Preferred PA
PROLENSA SOLUTION 0.07 % OPHTHALMIC (bromfenac Non PA
sodium) Preferred
OPHTHALMIC GLAUCOMA AGENTS [OPEN CLASS]
ALPHAGAN P SOLUTION 0.1 % OPHTHALMIC (brimonidine
Preferred
tartrate)
ALPHAGAN P SOLUTION 0.15 % OPHTHALMIC (brimonidine
Preferred
tartrate)
apraclonidine hcl solution 0.5 % ophthalmic Non PA
Preferred
AZOPT SUSPENSION 1 % OPHTHALMIC (brinzolamide) Preferred
betaxolol hcl solution 0.5 % ophthalmic Preferred
BETIMOL SOLUTION 0.25 % OPHTHALMIC (timolol Non
X PA
hemihydrate) Preferred
BETIMOL SOLUTION 0.5 % OPHTHALMIC (timolol Non PA
hemihydrate) Preferred
BETOPTIC-S SUSPENSION 0.25 % OPHTHALMIC (betaxolol hcl) Non PA
Preferred
bimatoprost solution 0.03 % ophthalmic Non PA
Preferred
brimonidine tartrate solution 0.1 % ophthalmic Non PA
Preferred
brimonidine tartrate solution 0.15 % ophthalmic Preferred
brimonidine tartrate solution 0.2 % ophthalmic Preferred
brimonidine tartrate-timolol solution 0.2-0.5 % ophthalmic Non PA
Preferred
brinzolamide suspension 1 % ophthalmic Preferred
carteolol hcl solution 1 % ophthalmic Preferred
COMBIGAN SOLUTION 0.2-0.5 % OPHTHALMIC (brimonidine
) Preferred
tartrate-timolol)
COSOPT PF SOLUTION 2-0.5 % OPHTHALMIC (dorzolamide Non
; PA
hcl-timolol mal) Preferred
COSOPT SOLUTION 2-0.5 % OPHTHALMIC (dorzolamide hcl- Non PA
timolol mal) Preferred
dorzolamide hcl solution 2 % ophthalmic Preferred
dorzolamide hcl-timolol mal pf solution 2-0.5 % ophthalmic Non PA
Preferred
dorzolamide hcl-timolol mal solution 2-0.5 % ophthalmic Preferred
IOPIDINE SOLUTION 1 % OPHTHALMIC (apraclonidine hcl) Non PA
Preferred
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ISTALOL SOLUTION 0.5 % OPHTHALMIC (timolol maleate) Non PA
Preferred
latanoprost solution 0.005 % ophthalmic Preferred
levobunolol hcl solution 0.5 % ophthalmic Preferred
LUMIGAN SOLUTION 0.01 % OPHTHALMIC (bimatoprost) Non PA
Preferred
PHOSPHOLINE IODIDE SOLUTION RECONSTITUTED 0.125 % Non PA
OPHTHALMIC (echothiophate iodide) Preferred
pilocarpine hcl solution 1 % ophthalmic Preferred
pilocarpine hcl solution 2 % ophthalmic Preferred
pilocarpine hcl solution 4 % ophthalmic Preferred
RHOPRESSA SOLUTION 0.02 % OPHTHALMIC (netarsudil
. Preferred
dimesylate)
ROCKLATAN SOLUTION 0.02-0.005 % OPHTHALMIC
. Preferred
(netarsudil-latanoprost)
SIMBRINZA SUSPENSION 1-0.2 % OPHTHALMIC Non PA
(brinzolamide-brimonidine) Preferred
. . Non
0,
tafluprost (pf) solution 0.0015 % ophthalmic Preferred PA
. . , . Non
- 0,
timolol maleate (once-daily) solution 0.5 % ophthalmic Preferred PA
timolol maleate gel forming solution 0.25 % ophthalmic Preferred
timolol maleate gel forming solution 0.5 % ophthalmic Preferred
timolol maleate (Timolol Maleate Ocudose Solution 0.5 %
- Preferred
Ophthalmic)
timolol maleate pf solution 0.25 % ophthalmic Non PA
Preferred
timolol maleate pf solution 0.5 % ophthalmic Preferred
timolol maleate solution 0.25 % ophthalmic Preferred
timolol maleate solution 0.5 % ophthalmic Preferred
TIMOPTIC OCUDOSE SOLUTION 0.25 % OPHTHALMIC (timolol Non PA
maleate) Preferred
TIMOPTIC OCUDOSE SOLUTION 0.5 % OPHTHALMIC (timolol Non PA
maleate) Preferred
TRAVATAN Z SOLUTION 0.004 % OPHTHALMIC (travoprost) Preferred
travoprost (bak free) solution 0.004 % ophthalmic Preferred
VUITY SOLUTION 1.25 % OPHTHALMIC (pilocarpine hcl) Non PA
Preferred
VYZULTA SOLUTION 0.024 % OPHTHALMIC (/atanoprostene Non PA
bunod) Preferred
XALATAN SOLUTION 0.005 % OPHTHALMIC (/atanoprost) Non PA
Preferred
XELPROS EMULSION 0.005 % OPHTHALMIC (/atanoprost) Non PA
Preferred
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ZIOPTAN SOLUTION 0.0015 % OPHTHALMIC (tafluprost) Non PA
Preferred
OPHTHALMIC IMMUNOMODULATORS [CLOSED CLASS]
. Non
[0)
CEQUA SOLUTION 0.09 % OPHTHALMIC (cyclosporine) Preferred PA
. . . Non
[0)
cyclosporine emulsion 0.05 % ophthalmic Preferred PA
EYSUVIS SUSPENSION 0.25 % OPHTHALMIC (/oteprednol Non
PA
etabonate) Preferred
RESTASIS EMULSION 0.05 % OPHTHALMIC (cyclosporine) Preferred
RESTASIS MULTIDOSE EMULSION 0.05 % OPHTHALMIC
. Preferred
(cyclosporine)
TYRVAYA SOLUTION 0.03 MG/ACT NASAL (varenicline tartrate) Non PA
Preferred
VERKAZIA EMULSION 0.1 % OPHTHALMIC (cyclosporine) Non PA
Preferred
XIIDRA SOLUTION 5 % OPHTHALMIC (lifitegrast) Preferred
OPHTHALMICS FOR ALLERGIC CONJUNCTIVITIS [OPEN
CLASS]
ALAWAY CHILDRENS ALLERGY SOLUTION 0.035 % Preferred
OPHTHALMIC (ketotifen fumarate)
ALAWAY SOLUTION 0.035 % OPHTHALMIC (ketotifen
Preferred
fumarate)
ALOCRIL SOLUTION 2 % OPHTHALMIC (nedocromil sodium) Non PA
Preferred
ALOMIDE SOLUTION 0.1 % OPHTHALMIC (lodoxamide Non
. PA
tromethamine) Preferred
azelastine hcl solution 0.05 % ophthalmic Preferred
bepotastine besilate solution 1.5 % ophthalmic Non PA
Preferred
BEPREVE SOLUTION 1.5 % OPHTHALMIC (bepotastine Non
; PA
besilate) Preferred
cromolyn sodium solution 4 % ophthalmic Preferred
epinastine hcl solution 0.05 % ophthalmic Preferred
eye allergy itch relief solution 0.2 % ophthalmic Preferred
eye allergy itch/redness rel solution 0.1 % ophthalmic Preferred
eye itch relief solution 0.035 % ophthalmic Preferred
gnp olopatadine hcl solution 0.1 % ophthalmic Preferred
gnp olopatadine hcl solution 0.2 % ophthalmic Preferred
ketotifen fumarate solution 0.035 % ophthalmic Preferred
LASTACAFT SOLUTION 0.25 % OPHTHALMIC (OTC) Non
. PA
(alcaftadine) Preferred
olopatadine hcl solution 0.1 % ophthalmic (otc) Preferred
olopatadine hcl solution 0.1 % ophthalmic (rx) Preferred
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olopatadine hcl solution 0.2 % ophthalmic (otc) Preferred
olopatadine hcl solution 0.2 % ophthalmic (rx) Preferred
PATADAY SOLUTION 0.1 % OPHTHALMIC (olopatadine hcl) Non PA
Preferred
PATADAY SOLUTION 0.2 % OPHTHALMIC (OTC) (olopatadine Non PA
hcl) Preferred
PATADAY SOLUTION 0.7 % OPHTHALMIC (olopatadine hcl) Non PA
Preferred
gc olopatadine hcl solution 0.2 % ophthalmic Preferred
sm olopatadine hcl solution 0.2 % ophthalmic Preferred
ZADITOR SOLUTION 0.035 % OPHTHALMIC (ketotifen
Preferred
fumarate)
ZERVIATE SOLUTION 0.24 % OPHTHALMIC (cetirizine hcl) Non PA
Preferred
OPIOID DEPENDENCY - [CLOSED CLASS]
BRIXADI (WEEKLY) SOLUTION PREFILLED SYRINGE 16 Non . .
MG/0.32ML SUBCUTANEOUS (buprenorphine) Preferred PA; AGE (Min 18 Years)
BRIXADI (WEEKLY) SOLUTION PREFILLED SYRINGE 24 Non . .
MG/0.48ML SUBCUTANEOUS (buprenorphine) Preferred PA; AGE (Min 18 Years)
BRIXADI (WEEKLY) SOLUTION PREFILLED SYRINGE 32 Non . .
MG/0.64ML SUBCUTANEOUS (buprenorphine) Preferred PA; AGE (Min 18 Years)
BRIXADI (WEEKLY) SOLUTION PREFILLED SYRINGE 8 Non . .
MG/0.16ML SUBCUTANEOUS (buprenorphine) Preferred PA; AGE (Min 18 Years)
BRIXADI SOLUTION PREFILLED SYRINGE 128 MG/0.36ML Non ] .
SUBCUTANEOUS (buprenorphine) Preferred PA; AGE (Min 18 Years)
BRIXADI SOLUTION PREFILLED SYRINGE 64 MG/0.18ML Non ] .
SUBCUTANEOUS (buprenorphine) Preferred PA; AGE (Min 18 Years)
BRIXADI SOLUTION PREFILLED SYRINGE 96 MG/0.27ML Non ] .
SUBCUTANEOUS (buprenorphine) Preferred PA; AGE (Min 18 Years)
) . . QL (3 EA per 1 day); AGE
buprenorphine hcl tablet sublingual 2 mg sublingual Preferred (Min 16 Years)
) . . QL (2 EA per 1 day); AGE
buprenorphine hcl tablet sublingual 8 mg sublingual Preferred (Min 16 Years)
Non PA; QL (2 EA per 1 day);
buprenorphine hcl-naloxone hcl film 12-3 mg sublingual Preferred AGE (Min 16 Years); Max
90-day supply per fill
Non PA; QL (3 EA per 1 day);
buprenorphine hcl-naloxone hcl film 2-0.5 mg sublingual Preferred AGE (Min 16 Years); Max
90-day supply per fill
Non PA; QL (1 EA per 1 day);
buprenorphine hcl-naloxone hcl film 4-1 mg sublingual Preferred AGE (Min 16 Years); Max
90-day supply per fill
Non PA; QL (3 EA per 1 day);
buprenorphine hcl-naloxone hcl film 8-2 mg sublingual Preferred AGE (Min 16 Years); Max

90-day supply per fill
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buprenorphine hcl-naloxone hcl tablet sublingual 2-0.5 mg QL (3 EA per 1 day); AGE
: Preferred i
sublingual (Min 16 Years)
buprenorphine hcl-naloxone hcl tablet sublingual 8-2 mg QL (3 EA per 1 day); AGE
: Preferred i
sublingual (Min 16 Years)
KLOXXADO LIQUID 8 MG/0.1ML NASAL (naloxone hcl) Preferred
naloxone hcl liquid 4 mg/0.1ml nasal (rx) Preferred
naloxone hcl solution 0.4 mg/ml injection Preferred
naloxone hcl solution 4 mg/10ml injection Preferred
naloxone hcl solution cartridge 0.4 mg/ml injection Preferred
naloxone hcl solution prefilled syringe 2 mg/2ml injection Preferred
naltrexone hcl tablet 50 mg oral Preferred
NARCAN LIQUID 4 MG/0.1ML NASAL (RX) (naloxone hcl) Preferred
SUBLOCADE SOLUTION PREFILLED SYRINGE 100 MG/0.5ML Preferred
SUBCUTANEOQUS (buprenorphine)
SUBLOCADE SOLUTION PREFILLED SYRINGE 300 MG/1.5ML Preferred
SUBCUTANEOQUS (buprenorphine)
) . : QL (2 EA per 1 day); AGE
SUBOXONE FILM 12-3 MG SUBLINGUAL (buprenorphine hcl Preferred  |(Min 16 Years); Max 90-day
naloxone hcl) .
supply per fill
) . : QL (3 EA per 1 day); AGE
SUBOXONE FILM 2-0.5 MG SUBLINGUAL (buprenorphine hcl Preferred |(Min 16 Years): Max 90-day
naloxone hcl) .
supply per fill
) . : QL (1 EA per 1 day); AGE
SUBOXONE FILM 4-1 MG SUBLINGUAL (buprenorphine hcl Preferred |(Min 16 Years): Max 90-day
naloxone hcl) .
supply per fill
) . : QL (3 EA per 1 day); AGE
SUBOXONE FILM 8-2 MG SUBLINGUAL (buprenorphine hcl Preferred  |(Min 16 Years); Max 90-day
naloxone hcl) .
supply per fill
VIVITROL SUSPENSION RECONSTITUTED 380 MG
INTRAMUSCULAR (naltrexone) Preferred QL (2 EA per 30 days)
ZIMHI SOLUTION PREFILLED SYRINGE 5 MG/0.5ML INJECTION
Preferred
(naloxone hcl)
ZUBSOLV TABLET SUBLINGUAL 0.7-0.18 MG SUBLINGUAL Non PA; QL (2 EA per 1 day);
(buprenorphine hcl-naloxone hcl) Preferred |AGE (Min 16 Years)
ZUBSOLV TABLET SUBLINGUAL 1.4-0.36 MG SUBLINGUAL Non PA; QL (2 EA per 1 day);
(buprenorphine hcl-naloxone hcl) Preferred |AGE (Min 16 Years)
ZUBSOLV TABLET SUBLINGUAL 11.4-2.9 MG SUBLINGUAL Non PA; QL (2 EA per 1 day);
(buprenorphine hcl-naloxone hcl) Preferred |AGE (Min 16 Years)
ZUBSOLV TABLET SUBLINGUAL 2.9-0.71 MG SUBLINGUAL Non PA; QL (2 EA per 1 day);
(buprenorphine hcl-naloxone hcl) Preferred |AGE (Min 16 Years)
ZUBSOLV TABLET SUBLINGUAL 5.7-1.4 MG SUBLINGUAL Non PA; QL (2 EA per 1 day);
(buprenorphine hcl-naloxone hcl) Preferred |AGE (Min 16 Years)
ZUBSOLV TABLET SUBLINGUAL 8.6-2.1 MG SUBLINGUAL Non PA; QL (2 EA per 1 day);
(buprenorphine hcl-naloxone hcl) Preferred |AGE (Min 16 Years)
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OPIOIDS - LONG ACTING (LAO) [OPEN CLASS]
BELBUCA FILM 150 MCG BUCCAL (buprenorphine hcl) Non PA; QL (4 EA per 1 day)
Preferred
BELBUCA FILM 300 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (3 EA per 1 day)
BELBUCA FILM 450 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (2 EA per 1 day)
BELBUCA FILM 600 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (3 EA per 1 day)
BELBUCA FILM 75 MCG BUCCAL (buprenorphine hcl) Non PA; QL (6 EA per 1 day)
Preferred
BELBUCA FILM 750 MCG BUCCAL (buprenorphine hcl) Non PA; QL (2 EA per 1 day)
Preferred
BELBUCA FILM 900 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (2 EA per 1 day)
buprenorphine patch weekly 10 mcg/hr transdermal Preferred |[PA; QL (0.29 EA per 1 day)
buprenorphine patch weekly 15 mcg/hr transdermal Preferred |[PA; QL (0.15 EA per 1 day)
buprenorphine patch weekly 20 mcg/hr transdermal Preferred |PA; QL (0.15 EA per 1 day)
buprenorphine patch weekly 5 mcg/hr transdermal Preferred |PA; QL (0.29 EA per 1 day)
buprenorphine patch weekly 7.5 mcg/hr transdermal Preferred |[PA; QL (0.29 EA per 1 day)
BUTRANS PATCH WEEKLY 10 MCG/HR TRANSDERMAL Preferred |PA; QL (0.29 EA per 1 day)
(buprenorphine)
BUTRANS PATCH WEEKLY 15 MCG/HR TRANSDERMAL Preferred |PA; QL (0.15 EA per 1 day)
(buprenorphine)
BUTRANS PATCH WEEKLY 20 MCG/HR TRANSDERMAL Preferred |PA; QL (0.15 EA per 1 day)
(buprenorphine)
BUTRANS PATCH WEEKLY 5 MCG/HR TRANSDERMAL Preferred |PA; QL (0.29 EA per 1 day)
(buprenorphine)
BUTRANS PATCH WEEKLY 7.5 MCG/HR TRANSDERMAL Preferred |PA; QL (0.29 EA per 1 day)
(buprenorphine)
CONZIP CAPSULE EXTENDED RELEASE 24 HOUR 100 MG ORAL Non PA: AGE (Min 12 Years)
(tramadol hcl) Preferred
CONZIP CAPSULE EXTENDED RELEASE 24 HOUR 200 MG ORAL Non PA: AGE (Min 12 Years)
(tramadol hcl) Preferred
CONZIP CAPSULE EXTENDED RELEASE 24 HOUR 300 MG ORAL Non PA: AGE (Min 12 Years)
(tramadol hcl) Preferred
fentanyl patch 72 hour 100 mcg/hr transdermal Preferred [PA; QL (0.334 EA per 1 day)
fentanyl patch 72 hour 12 mcg/hr transdermal Preferred |PA; QL (0.334 EA per 1 day)
fentanyl patch 72 hour 25 mcg/hr transdermal Preferred [PA; QL (0.334 EA per 1 day)
fentanyl patch 72 hour 37.5 mcg/hr transdermal Prel\flg:re d PA; QL (0.334 EA per 1 day)
fentanyl patch 72 hour 50 mcg/hr transdermal Preferred |PA; QL (0.334 EA per 1 day)
fentanyl patch 72 hour 62.5 mcg/hr transdermal Non PA; QL (0.334 EA per 1 day)
Preferred
fentanyl patch 72 hour 75 mcg/hr transdermal Preferred |PA; QL (0.334 EA per 1 day)
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fentanyl patch 72 hour 87.5 mcg/hr transdermal Prel\t!g:re d PA; QL (0.334 EA per 1 day)
hydrocodone bitartrate er capsule extended release 12 hour 10 Non PA: QL (6 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er capsule extended release 12 hour 15 Non PA: QL (4 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er capsule extended release 12 hour 20 Non PA: QL (3 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er capsule extended release 12 hour 30 Non PA: QL (2 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er capsule extended release 12 hour 40 Non PA: QL (2 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er capsule extended release 12 hour 50 Non PA: QL (2 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er tablet er 24 hour abuse-deterrent Non .
100 mg oral Preferred PA; QL (1 EA per 1 day)
hydrocodone bitartrate er tablet er 24 hour abuse-deterrent Non .
120 mg oral Preferred PA; QL (1 EA per 1 day)
hydrocodone bitartrate er tablet er 24 hour abuse-deterrent 20 Non PA: QL (3 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er tablet er 24 hour abuse-deterrent 30 Non PA: QL (2 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er tablet er 24 hour abuse-deterrent 40 Non PA: QL (1 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er tablet er 24 hour abuse-deterrent 60 Non PA: QL (1 EA per 1 day)
mg oral Preferred
hydrocodone bitartrate er tablet er 24 hour abuse-deterrent 80 Non PA: QL (1 EA per 1 day)
mg oral Preferred
hydromorphone hcl er tablet extended release 24 hour 12 mg Non PA: QL (2 EA per 1 day)
oral Preferred
hydromorphone hcl er tablet extended release 24 hour 16 mg Non PA: QL (1 EA per 1 day)
oral Preferred
hydromorphone hcl er tablet extended release 24 hour 32 mg Non PA: QL (1 EA per 1 day)
oral Preferred
hydromorphone hcl er tablet extended release 24 hour 8 mg Non PA: QL (3 EA per 1 day)
oral Preferred
HYSINGLA ER TABLET ER 24 HOUR ABUSE-DETERRENT 100 Non .
MG ORAL (hydrocodone bitartrate) Preferred |/ QL (1 EA per 1 day)
HYSINGLA ER TABLET ER 24 HOUR ABUSE-DETERRENT 120 Non .
MG ORAL (hydrocodone bitartrate) Preferred |/ QL (1 EA per 1 day)
HYSINGLA ER TABLET ER 24 HOUR ABUSE-DETERRENT 20 MG Non .
ORAL (hydrocodone bitartrate) Preferred |/ QL (3 EA per 1 day)
HYSINGLA ER TABLET ER 24 HOUR ABUSE-DETERRENT 30 MG Non .
ORAL (hydrocodone bitartrate) Preferred |/ QL (2 EA per 1 day)
HYSINGLA ER TABLET ER 24 HOUR ABUSE-DETERRENT 40 MG Non .
ORAL (hydrocodone bitartrate) Preferred |/ QL (1 EA per 1 day)
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HYSINGLA ER TABLET ER 24 HOUR ABUSE-DETERRENT 60 MG Non .
ORAL (hydrocodone bitartrate) Preferred PA; QL (1 EA per 1 day)
HYSINGLA ER TABLET ER 24 HOUR ABUSE-DETERRENT 80 MG Non .
ORAL (hydrocodone bitartrate) Preferred PA; QL (1 EA per 1 day)

Non PA; QL (4 EA per 1 day);
methadone hcl concentrate 10 mg/ml oral Preferred |AGE (Max 1 Years)
methadone hcl (Methadone Hcl Intensol Concentrate 10 Mg/Ml Non PA; QL (4 ML per 1 day);
Oral) Preferred |AGE (Max 1 Years)

. Non PA; QL (15 ML per 1 day);
methadone hcl solution 10 mg/5ml oral Preferred |AGE (Max 1 Years)

. Non PA; QL (40 ML per 1 day);
methadone hcl solution 5 mg/5ml oral Preferred |AGE (Max 1 Years)

Non PA; QL (6 EA per 1 day);
methadone hcl tablet 10 mg oral Preferred |AGE (Max 1 Years)

Non PA; QL (6 EA per 1 day);
methadone hcl tablet 5 mg oral Preferred |AGE (Max 1 Years)

Non PA; QL (3 EA per 1 day);
methadone hcl tablet soluble 40 mg oral Preferred |AGE (Max 1 Years)

Non PA; QL (4 ML per 1 day);
METHADOSE CONCENTRATE 10 MG/ML ORAL (methadone hcl) Preferred |AGE (Max 1 Years)
METHADOSE SUGAR-FREE CONCENTRATE 10 MG/ML ORAL Non PA; QL (4 ML per 1 day);
(methadone hcl) Preferred |AGE (Max 1 Years)

Non PA; QL (3 EA per 1 day);
methadone hcl (Methadose Tablet Soluble 40 Mg Oral) Preferred |AGE (Max 1 Years)
morphine sulfate er beads capsule extended release 24 hour Non .

120 mg oral Preferred PA; QL (1 EA per 1 day)
morphine sulfate er beads capsule extended release 24 hour Non .

30 mg oral Preferred PA; QL (3 EA per 1 day)
morphine sulfate er beads capsule extended release 24 hour Non .

45 mg oral Preferred PA; QL (3 EA per 1 day)
morphine sulfate er beads capsule extended release 24 hour Non .

60 mg oral preferred |PA7 QL (2 EA per 1 day)
morphine sulfate er beads capsule extended release 24 hour Non .

75 mg oral Preferred PA; QL (2 EA per 1 day)
morphine sulfate er beads capsule extended release 24 hour Non .

90 mg oral Preferred PA; QL (1 EA per 1 day)
morphine sulfate er capsule extended release 24 hour 10 mg Non PA; QL (6 EA per 1 day)
oral Preferred

morphine sulfate er capsule extended release 24 hour 100 mg Non PA; QL (1 EA per 1 day)
oral Preferred

morphine sulfate er capsule extended release 24 hour 20 mg Non PA; QL (4 EA per 1 day)
oral Preferred

morphine sulfate er capsule extended release 24 hour 30 mg Non PA; QL (3 EA per 1 day)
oral Preferred

morphine sulfate er capsule extended release 24 hour 50 mg Non PA; QL (2 EA per 1 day)
oral Preferred
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morphine sulfate er capsule extended release 24 hour 60 mg Non PA; QL (2 EA per 1 day)
oral Preferred
morphine sulfate er capsule extended release 24 hour 80 mg Non PA; QL (1 EA per 1 day)
oral Preferred
morphine sulfate er tablet extended release 100 mg oral Preferred |PA; QL (1 EA per 1 day)
morphine sulfate er tablet extended release 15 mg oral Preferred |PA; QL (4 EA per 1 day)
morphine sulfate er tablet extended release 200 mg oral Preferred |[PA; QL (1 EA per 1 day)
morphine sulfate er tablet extended release 30 mg oral Preferred |PA; QL (3 EA per 1 day)
morphine sulfate er tablet extended release 60 mg oral Preferred |PA; QL (2 EA per 1 day)
MS CONTIN TABLET EXTENDED RELEASE 100 MG ORAL Non )
(morphine sulfate) Preferred PA; QL (1 EA per 1 day)
MS CONTIN TABLET EXTENDED RELEASE 15 MG ORAL Non )
(morphine sulfate) Preferred PA; QL (4 EA per 1 day)
MS CONTIN TABLET EXTENDED RELEASE 200 MG ORAL Non )
(morphine sulfate) Preferred PA; QL (1 EA per 1 day)
MS CONTIN TABLET EXTENDED RELEASE 30 MG ORAL Non )
(morphine sulfate) Preferred PA; QL (3 EA per 1 day)
MS CONTIN TABLET EXTENDED RELEASE 60 MG ORAL Non )
(morphine sulfate) Preferred PA; QL (2 EA per 1 day)
NUCYNTA ER TABLET EXTENDED RELEASE 12 HOUR 100 MG Non )
ORAL (tapentadol hcl) Preferred PA; QL (3 EA per 1 day)
NUCYNTA ER TABLET EXTENDED RELEASE 12 HOUR 150 MG Non )
ORAL (tapentadol hcl) Preferred PA; QL (2 EA per 1 day)
NUCYNTA ER TABLET EXTENDED RELEASE 12 HOUR 200 MG Non .
ORAL (tapentadol hcl) Preferred PA; QL (2 EA per 1 day)
NUCYNTA ER TABLET EXTENDED RELEASE 12 HOUR 250 MG Non .
ORAL (tapentadol hcl) Preferred PA; QL (2 EA per 1 day)
NUCYNTA ER TABLET EXTENDED RELEASE 12 HOUR 50 MG Non .
ORAL (tapentadol hcl) Preferred PA; QL (4 EA per 1 day)
oxycodone hcl er tablet er 12 hour abuse-deterrent 10 mg oral Prel\;gpre d PA; QL (6 EA per 1 day)
oxycodone hcl er tablet er 12 hour abuse-deterrent 20 mg oral Prel\;gpre d PA; QL (4 EA per 1 day)
oxycodone hcl er tablet er 12 hour abuse-deterrent 40 mg oral Prel\;grljre d PA; QL (2 EA per 1 day)
oxycodone hcl er tablet er 12 hour abuse-deterrent 80 mg oral Prel\;grljre d PA; QL (2 EA per 1 day)
OXYCONTIN TABLET ER 12 HOUR ABUSE-DETERRENT 10 MG Non .
ORAL (oxycodone hcl) Preferred PA; QL (6 EA per 1 day)
OXYCONTIN TABLET ER 12 HOUR ABUSE-DETERRENT 15 MG Non .
ORAL (oxycodone hcl) Preferred PA; QL (5 EA per 1 day)
OXYCONTIN TABLET ER 12 HOUR ABUSE-DETERRENT 20 MG Non .
ORAL (oxycodone hcl) Preferred PA; QL (4 EA per 1 day)
OXYCONTIN TABLET ER 12 HOUR ABUSE-DETERRENT 30 MG Non .
ORAL (oxycodone hcl) Preferred PA; QL (3 EA per 1 day)
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OXYCONTIN TABLET ER 12 HOUR ABUSE-DETERRENT 40 MG Non .

ORAL (oxycodone hcl) Preferred PA; QL (2 EA per 1 day)
OXYCONTIN TABLET ER 12 HOUR ABUSE-DETERRENT 60 MG Non .

ORAL (oxycodone hcl) Preferred PA; QL (2 EA per 1 day)
OXYCONTIN TABLET ER 12 HOUR ABUSE-DETERRENT 80 MG Non .

ORAL (oxycodone hcl) Preferred PA; QL (2 EA per 1 day)
oxymorphone hcl er tablet extended release 12 hour 10 mg Non PA; QL (4 EA per 1 day)
oral Preferred

oxymorphone hcl er tablet extended release 12 hour 15 mg Non PA; QL (3 EA per 1 day)
oral Preferred

oxymorphone hcl er tablet extended release 12 hour 20 mg Non PA; QL (2 EA per 1 day)
oral Preferred

oxymorphone hcl er tablet extended release 12 hour 30 mg Non PA; QL (2 EA per 1 day)
oral Preferred

oxymorphone hcl er tablet extended release 12 hour 40 mg Non PA; QL (2 EA per 1 day)
oral Preferred

oxymorphone hcl er tablet extended release 12 hour 5 mg oral Prel\t!g:re d PA; QL (6 EA per 1 day)
oxymorphone hcl er tablet extended release 12 hour 7.5 mg Non PA; QL (4 EA per 1 day)
oral Preferred

tramadol hcl (er biphasic) capsule extended release 24 hour Non PA; AGE (Min 12 Years)
100 mg oral Preferred

tramadol hcl (er biphasic) capsule extended release 24 hour Non PA; AGE (Min 12 Years)
200 mg oral Preferred

tramadol hcl (er biphasic) capsule extended release 24 hour Non PA; AGE (Min 12 Years)
300 mg oral Preferred

tramadol hcl (er biphasic) tablet extended release 24 hour 100 Non PA; AGE (Min 12 Years)
mg oral Preferred

tramadol hcl (er biphasic) tablet extended release 24 hour 200 Non PA; AGE (Min 12 Years)
mg oral Preferred

tramadol hcl (er biphasic) tablet extended release 24 hour 300 Non PA; AGE (Min 12 Years)
mg oral Preferred

Non PA; QL (1 EA per 1 day);
tramadol hcl er tablet extended release 24 hour 100 mg oral Preferred |AGE (Min 12 Years)

Non PA; QL (3 EA per 1 day);
tramadol hcl er tablet extended release 24 hour 200 mg oral Preferred |AGE (Min 12 Years)

Non PA; QL (3 EA per 1 day);
tramadol hcl er tablet extended release 24 hour 300 mg oral Preferred |AGE (Min 12 Years)
XTAMPZA ER CAPSULE ER 12 HOUR ABUSE-DETERRENT 13.5 Non )

MG ORAL (oxycodone) Preferred PA; QL (5 EA per 1 day)
XTAMPZA ER CAPSULE ER 12 HOUR ABUSE-DETERRENT 18 MG Non )
ORAL (oxycodone) Preferred PA; QL (4 EA per 1 day)
XTAMPZA ER CAPSULE ER 12 HOUR ABUSE-DETERRENT 27 MG Non )
ORAL (oxycodone) Preferred PA; QL (3 EA per 1 day)
XTAMPZA ER CAPSULE ER 12 HOUR ABUSE-DETERRENT 36 MG Non )
ORAL (oxycodone) Preferred PA; QL (2 EA per 1 day)
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XTAMPZA ER CAPSULE ER 12 HOUR ABUSE-DETERRENT 9 MG Non .
ORAL (oxycodone) Preferred PA; QL (6 EA per 1 day)
OPIOIDS - SHORT ACTING [OPEN CLASS]

. ) . . ) QL (150 ML per 1 day); AGE
acetaminophen-codeine solution 120-12 mg/5ml oral Preferred (Min 12 Years)
acetaminophen-codeine tablet 300-15 mg oral Preferred QL_(10 EA per 1 day); AGE

(Min 12 Years)
acetaminophen-codeine tablet 300-30 mg oral Preferred QL_(10 EA per 1 day); AGE
(Min 12 Years)
acetaminophen-codeine tablet 300-60 mg oral Preferred QL_(10 EA per 1 day); AGE
(Min 12 Years)
apap-caff-dihydrocodeine capsule 320.5-30-16 mg oral Prel\lig:re d PA; AGE (Min 12 Years)
butalbital-asa-caff-codeine (Ascomp-Codeine Capsule 50-325- Non . .
40-30 Mg Oral) preferred | A AGE (Min 12 Years)
BELBUCA FILM 150 MCG BUCCAL (buprenorphine hcl) Prel\lig:red PA; QL (4 EA per 1 day)
BELBUCA FILM 300 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (3 EA per 1 day)
BELBUCA FILM 450 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (2 EA per 1 day)
BELBUCA FILM 600 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (3 EA per 1 day)
BELBUCA FILM 75 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (6 EA per 1 day)
BELBUCA FILM 750 MCG BUCCAL (buprenorphine hcl) Pre'\;‘ef:re 4 |PA; QL (2 EA per 1 day)
BELBUCA FILM 900 MCG BUCCAL (buprenorphine hcl) Prel\flg:red PA; QL (2 EA per 1 day)
butalbital-apap-caff-cod capsule 50-300-40-30 mg oral Prel\flg:re d PA; AGE (Min 12 Years)
butalbital-apap-caff-cod capsule 50-325-40-30 mg oral Prel\flg:re d PA; AGE (Min 12 Years)
butalbital-asa-caff-codeine capsule 50-325-40-30 mg oral Prel\flg:re d PA; AGE (Min 12 Years)
. Non
butorphanol tartrate solution 10 mg/ml nasal Preferred PA
. Non PA; QL (24 EA per 1 day);
codeine sulfate tablet 15 mg oral Preferred |AGE (Min 12 Years)
. Non PA; QL (12 EA per 1 day);
codeine sulfate tablet 30 mg oral Preferred |AGE (Min 12 Years)
. Non PA; QL (6 EA per 1 day);
codeine sulfate tablet 60 mg oral Preferred |AGE (Min 12 Years)
DILAUDID LIQUID 1 MG/ML ORAL (hydromorphone hcl) Prel\flg:red PA; QL (22.5 ML per 1 day)
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DILAUDID TABLET 2 MG ORAL (hydromorphone hcl) Pre'\'fgr”re 4 |PA; QL (11.2 EA per 1 day)
DILAUDID TABLET 4 MG ORAL (hydromorphone hcl) Pre'\'fgr”re 4 |PA; QL (5.6 EA per 1 day)
DILAUDID TABLET 8 MG ORAL (hydromorphone hcl) Pre'\'fgr”re 4 |PA; QL (2.8 EA per 1 day)
oxycodone-acetaminophen (Endocet Tablet 10-325 Mg Oral) Preferred |[QL (6 EA per 1 day)
oxycodone-acetaminophen (Endocet Tablet 5-325 Mg Oral) Preferred |[QL (12 EA per 1 day)
oxycodone-acetaminophen (Endocet Tablet 7.5-325 Mg Oral) Preferred |[QL (8 EA per 1 day)
. Non
fentanyl citrate lozenge on a handle 1200 mcg buccal Preferred PA
. Non
fentanyl citrate lozenge on a handle 1600 mcg buccal Preferred PA
. Non
fentanyl citrate lozenge on a handle 200 mcg buccal Preferred PA
. Non
fentanyl citrate lozenge on a handle 400 mcg buccal Preferred PA
. Non
fentanyl citrate lozenge on a handle 600 mcg buccal Preferred PA
. Non
fentanyl citrate lozenge on a handle 800 mcg buccal Preferred PA
. Non .
fentanyl citrate tablet 100 mcg buccal Preferred PA; QL (7.2 EA per 1 day)
. Non .
fentanyl citrate tablet 200 mcg buccal Preferred PA; QL (3.6 EA per 1 day)
. Non .
fentanyl citrate tablet 400 mcg buccal Preferred PA; QL (1.8 EA per 1 day)
. Non .
fentanyl citrate tablet 600 mcg buccal Preferred PA; QL (1.2 EA per 1 day)
. Non .
fentanyl citrate tablet 800 mcg buccal Preferred PA; QL (0.9 EA per 1 day)
FENTORA TABLET 100 MCG BUCCAL (fentanyl citrate) Prel\lfg:red PA; QL (7.2 EA per 1 day)
FENTORA TABLET 200 MCG BUCCAL (fentanyl citrate) Pre'\tfgr”re 4 |PA; QL (3.6 EA per 1 day)
FENTORA TABLET 400 MCG BUCCAL (fentanyl citrate) Prel\lfg:red PA; QL (1.8 EA per 1 day)
FENTORA TABLET 600 MCG BUCCAL (fentanyl citrate) Pre'\tfgr”re 4 |PA; QL (1.2 EA per 1 day)
FENTORA TABLET 800 MCG BUCCAL (fentanyl! citrate) Pre'\tfgr”re 4 |PA; QL (0.9 EA per 1 day)
FIORICET/CODEINE CAPSULE 50-300-40-30 MG ORAL Non . .
(butalbital-apap-caff-cod) Preferred PA; AGE (Min 12 Years)
hydrocodone-acetaminophen solution 2.5-108 mg/5ml oral Preferred |[QL (180 ML per 1 day)
hydrocodone-acetaminophen solution 5-217 mg/10ml oral Preferred |QL (180 ML per 1 day)
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hydrocodone-acetaminophen solution 7.5-325 mg/15ml oral Preferred |[QL (180 ML per 1 day)
hydrocodone-acetaminophen tablet 10-300 mg oral Preferred |[QL (9 EA per 1 day)
hydrocodone-acetaminophen tablet 10-325 mg oral Preferred |[QL (9 EA per 1 day)
hydrocodone-acetaminophen tablet 5-300 mg oral Preferred |[QL (12 EA per 1 day)
hydrocodone-acetaminophen tablet 5-325 mg oral Preferred |QL (12 EA per 1 day)
hydrocodone-acetaminophen tablet 7.5-300 mg oral Preferred |[QL (12 EA per 1 day)
hydrocodone-acetaminophen tablet 7.5-325 mg oral Preferred |[QL (12 EA per 1 day)
hydrocodone-ibuprofen tablet 10-200 mg oral Preferred |QL (5 EA per 1 day)
hydrocodone-ibuprofen tablet 5-200 mg oral Preferred |[QL (5 EA per 1 day)
hydrocodone-ibuprofen tablet 7.5-200 mg oral Preferred |QL (5 EA per 1 day)

- Non .
hydromorphone hcl liquid 1 mg/ml oral Preferred PA; QL (22.5 ML per 1 day)
. Non .
hydromorphone hcl suppository 3 mg rectal Preferred PA; QL (4 EA per 1 day)
hydromorphone hcl tablet 2 mg oral Preferred |QL (11.2 EA per 1 day)
hydromorphone hcl tablet 4 mg oral Preferred |QL (5.6 EA per 1 day)
hydromorphone hcl tablet 8 mg oral Preferred |QL (2.8 EA per 1 day)
Non .
levorphanol tartrate tablet 2 mg oral Preferred PA; QL (4 EA per 1 day)
Non .
levorphanol tartrate tablet 3 mg oral Preferred PA; QL (2 EA per 1 day)
L. . Non .
meperidine hcl solution 50 mg/5ml oral Preferred PA; QL (90 ML per 1 day)
.. Non .
meperidine hcl tablet 50 mg oral Preferred PA; QL (18 EA per 1 day)
morphine sulfate (concentrate) solution 100 mg/5ml oral Preferred |[QL (4.5 ML per 1 day)
morphine sulfate (concentrate) solution 20 mg/ml oral Preferred |[QL (4.5 ML per 1 day)
morphine sulfate solution 10 mg/5ml oral Preferred |QL (45 ML per 1 day)
morphine sulfate solution 20 mg/5ml oral Preferred |[QL (22.5 ML per 1 day)
. . Non .
morphine sulfate suppository 10 mg rectal Preferred PA; QL (9 EA per 1 day)
. . Non .
morphine sulfate suppository 20 mg rectal Preferred PA; QL (4.5 EA per 1 day)
. . Non .
morphine sulfate suppository 30 mg rectal Preferred PA; QL (3 EA per 1 day)
. . Non .
morphine sulfate suppository 5 mg rectal Preferred PA; QL (18 EA per 1 day)
morphine sulfate tablet 15 mg oral Preferred |QL (6 EA per 1 day)
morphine sulfate tablet 30 mg oral Preferred |[QL (3 EA per 1 day)
Non .
nalocet tablet 2.5-300 mg oral Preferred PA; QL (12 EA per 1 day)
NUCYNTA TABLET 100 MG ORAL (tapentadol hcl) Prel\l!g:re 4 |PA; QL (2.25 EA per 1 day)
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NUCYNTA TABLET 50 MG ORAL (tapentadol hcl) Non PA; QL (4.5 EA per 1 day)
Preferred
Non .
NUCYNTA TABLET 75 MG ORAL (tapentadol hcl) Preferred PA; QL (3 EA per 1 day)
oxycodone hcl capsule 5 mg oral Preferred |[QL (12 EA per 1 day)
Non .
oxycodone hcl concentrate 100 mg/5ml oral Preferred PA; QL (3 ML per 1 day)
oxycodone hcl solution 5 mg/5ml oral Preferred |[QL (60 ML per 1 day)
oxycodone hcl tablet 10 mg oral Preferred |[QL (6 EA per 1 day)
oxycodone hcl tablet 15 mg oral Preferred |[QL (4 EA per 1 day)
oxycodone hcl tablet 20 mg oral Preferred |QL (3 EA per 1 day)
oxycodone hcl tablet 30 mg oral Preferred |[QL (2 EA per 1 day)
oxycodone hcl tablet 5 mg oral Preferred |[QL (12 EA per 1 day)
oxycodone-acetaminophen solution 5-325 mg/5ml oral Preferred |QL (60 ML per 1 day)
oxycodone-acetaminophen tablet 10-325 mg oral Preferred |[QL (6 EA per 1 day)
oxycodone-acetaminophen tablet 2.5-325 mg oral Preferred |QL (12 EA per 1 day)
oxycodone-acetaminophen tablet 5-325 mg oral Preferred |[QL (12 EA per 1 day)
oxycodone-acetaminophen tablet 7.5-325 mg oral Preferred |QL (8 EA per 1 day)
Non .
oxymorphone hcl tablet 10 mg oral Preferred PA; QL (3 EA per 1 day)
Non .
oxymorphone hcl tablet 5 mg oral Preferred PA; QL (6 EA per 1 day)

. Non .
pentazocine-naloxone hcl tablet 50-0.5 mg oral Preferred PA; QL (4.9 EA per 1 day)
PERCOCET TABLET 10-325 MG ORAL (oxycodone- Non .
acetaminophen) Preferred PA; QL (6 EA per 1 day)
PERCOCET TABLET 2.5-325 MG ORAL (oxycodone- Non .
acetaminophen) Preferred PA; QL (12 EA per 1 day)
PERCOCET TABLET 5-325 MG ORAL (oxycodone- Non .
acetaminophen) Preferred PA; QL (12 EA per 1 day)
PERCOCET TABLET 7.5-325 MG ORAL (oxycodone- Non .
acetaminophen) Preferred PA; QL (8 EA per 1 day)
PROLATE SOLUTION 10-300 MG/5ML ORAL (oxycodone- Non PA: QL (60 ML per 1 day)
acetaminophen) Preferred ! P Y
PROLATE TABLET 10-300 MG ORAL (oxycodone- Non .
acetaminophen) Preferred PA; QL (6 EA per 1 day)
PROLATE TABLET 5-300 MG ORAL (oxycodone-acetaminophen) Prel\ifg:red PA; QL (12 EA per 1 day)
PROLATE TABLET 7.5-300 MG ORAL (oxycodone- Non .
acetaminophen) Preferred PA; QL (8 EA per 1 day)
ROXICODONE TABLET 15 MG ORAL (oxycodone hcl) Prel\ifg:red PA; QL (4 EA per 1 day)
ROXICODONE TABLET 30 MG ORAL (oxycodone hcl) Prel\ifg:red PA; QL (2 EA per 1 day)
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