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2022 Formulary (List of Covered Drugs)

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

Formulary ID Number: 22027, v8

This formulary was updated on 08/23/2021. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)

Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

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

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 23, 2021. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2023. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

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

This document is available in braille. Please contact Customer Service if you need plan information in
another format.
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What is the Express Scripts Medicare formulary?

The list of drugs covered by the plan is also known as the “formulary.” It contains a list of highly

utilized Medicare Part D drugs selected by Express Scripts Medicare in consultation with a team of
health care providers, which represents the prescription therapies believed to be a necessary part of a
quality treatment program. The formulary also includes information on requirements or limits for some
covered drugs that are part of Express Scripts Medicare’s standard formulary rules. Your spe cific plan
may provide coverage of additional drugs that are not listed in this formulary, and your plan may
have different plan rules and coverage. For more information on your plan’s specific drug coverage,
please review your other plan materials, visit us on the Web at express-scripts.com or contact Customer
Service.

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

Can my drug coverage change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the drug list
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow
Medicare rules in making these changes.

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

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

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

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

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

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

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2022 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2022 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the Drug List for the new benefit year for any changes to drugs.

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

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

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

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 137. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

Both brand-name drugs and generic drugs are covered under this plan. A generic drug is approved by the
FDA as having the same active ingredient(s) as the brand-name drug. Generally, generic drugs cost less
than brand-name drugs.

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

e Prior Authorization: You or your doctor is required to get prior authorization for certain drugs.
This means that you will need to get approval from the plan before you fill your prescriptions. If
you don’t get approval, the drugs may not be covered. These drugs are noted with “PA” next to
them in the formulary.
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Some drugs may be covered under Part B or under Part D, depending on your medical condition.
Your doctor will need to get a prior authorization for these drugs as well, so your pharmacy can
process your prescription correctly.

e Quantity Limits: For certain drugs, the amount of the drug that will be covered by the plan
is limited. The plan may limit how much of a drug you can get each time you fill your
prescription. For example, if it is normally considered safe to take only one pill per day for
a certain drug, we may limit coverage for your prescription to no more than one pill per day.
These drugs are noted with “QL” next to them in the formulary.

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

You may be able to find out if your drug has any additional requirements or limits by looking in the
drug list that begins on page 1. Note: This drug list includes all possible restrictions and limits on
coverage. The require ments and limits may not apply to your plan’s specific coverage. To confirm
whether a particular drug is covered, visit us on the Web at express-scripts.com or contact Customer
Service.

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

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

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

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

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

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

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

e You canrequest coverage of a drug that is not currently covered by this plan. If approved, the

drug will be covered at a pre-determined cost-sharing level, and you will not be able to ask us to
provide the drug ata lower cost-sharing level.
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¢ You canask us to cover a formulary drug ata lower cost-sharing level. If approved, this would
lower the amount you must pay for your drug. In certain Express Scripts Medicare plans, you
cannot ask us to change the cost-sharing tier for any drug in the specialty tier, if applicable.

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

You should contact us to ask for an initial coverage decision for a formulary, tier or utilization
restriction exception. When you are requesting an exception, you should submit a state ment from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You canrequest an expedited (fast)
exception if you or your doctor believes that your health could be seriously harmed by waiting up to

72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than
24 hours after we get a supporting statement from your doctor or other prescriber.

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

Howdo I request an appeal?

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

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

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

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

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

For each of your drugs that is not on our formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for a one-month supply. Ifyour prescription is written for fewer days, we’ll allow refills
to provide up to a maximum of a one-month supply of medication. After your first refill of a one-month
supply, we will not pay for these drugs, even if you have been a plan member less than 90 days.
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If you are a resident of a long-term care facility and you need a drug that is not on our formulary, or if
your ability to get your drug is limited but you are past the first 90 days of membership in our plan, we
will cover a minimum of a 31-day emergency transition supply of that drug while you pursue an
exception.

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

Other coverage that your plan may provide

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

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

e Prescription drugs when used to promote fertility

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

e Prescription drugs when used for the symptomatic relief of cough or colds

e Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)

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

e Over-the-counter (OTC) diabetic supplies

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

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

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

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug i the list, turn to the Index that begins on page 137.
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The “Drug Name” column of the chart lists the drug name. Brand-name drugs are capitalized

(e.g., CRESTOR®) and generic drugs are listed in lowercase italics (e.g., atorvastatin). The information
in the “Requirements/Limits” column tells you if there are any special requirements for coverage of
that particular drug.

If you are not sure whether your drug is covered, please visit our website or contact Customer
Service using the information provided on the front and back covers of this formulary.

Your Costs
The amount you pay for a covered drug will depend on:

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

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

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

Drug Tiers

Tier Includes Helpful tips

Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing

Generic commonly prescribed generic amount.

Drugs drugs and may include other

low-cost drugs.

Tier 2: This tier includes preferred Drugs in this tier will generally have lower

Preferred brand-name drugs as well as cost-sharing amounts than non-preferred

Brand Drugs | some generic drugs. drugs.

Tier 3: This tier includes non-preferred | Many non-preferred drugs have lower-cost

Non- brand-name drugs as well as alternatives in Tiers 1 and 2. Ask your doctor

Preferred some generic drugs. if switching to a lower-cost generic or

Drugs preferred brand-name drug may be right for
you.

Tier 4: This tier includes very high cost | To learn more about medications in this tier,

Specialty Tier | brand-name and generic drugs. you may contact a pharmacist using the

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

If you qualify for Extra Help

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

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

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

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

Note: The following drug list includes all possible restrictions and limitations. Depending on your

plan’s specific benefit, you may not experience every restriction or limit indicated in the list.
To confirm your plan’s specific coverage, contact Customer Service using the information provided on

the front and back covers of this formulary or visit us on the Web at express-scripts.com.

List of abbreviations

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

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

PA: Prior Authorization. The plan requires you or your doctor to get prior authorization for certain
drugs. This means that you will need to get approval before you fill your prescription. Ifyou don’t get
approval, we may not cover this drug.

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

ST: Step Therapy. In some cases, the plan requires you to first try a certain drug to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fluconazole in nacl 1 PA; MO
(iso-osm)
intravenous
ANTIFUNGAL piggyback 200
AGENTS mgl100 ml
ABELCET 3 PA: MO fluconazole in nacl | PA
AMBISOME 4  PA;MO (iso-osm)
intravenous
amphotericin b 1 PA; MO piggyback 400
ANCOBON 4 MO mg/200 ml
CANCIDAS 4 PA Sflucytosine 4 MO
caspofungin 4 PA griseofulvin 1 MO
intravenous recon microsize
soln 50 mg griseofulvin 1 MO
caspofungin 1 PA ultramicrosize
Intravenous recon itraconazole oral 1 MO; QL
soln 70 mg capsule (120 per 30
clotrimazole mucous 1 MO days)
membrane itraconazole oral 1 MO
CRESEMBA 4 PA solution
ORAL ketoconazole oral 1 MO
DIFLUCAN 3 MO micafungin 4 MO
ERAXIS(WATER 4 MO MYCAMINE 4 MO
DILUENT) NOXAFILORAL 4  PA; MO;
INTRAVENOUS SUSPENSION QL (630 per
RECON SOLN 30 days) P
100 MG NOXAFIL ORAL 4 PA 1\3/10
ERAXIS(WATER : MO TABLET.DELAY QL (96 per
DILUENT) ED RELEASE 30 days)
INTRAVENOUS (DR/EC)
RECON SOLN 50
MG nystatin oral 1 MO
fluconazole 1 MO ORAVIG 3 MO
posaconazole oral 4 PA; MO;
tablet,delayed QL (96 per
release (drlec) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
SPORANOX 3 MO; QL acyclovir oral 1 MO
ORAL CAPSULE (120 per 30 suspension 200 mgl5
days) ml
SPORANOX 3 MO acyclovir oral tablet | MO
ORAL acyclovir sodium 1 PA; MO
SOLUTION intravenous solution
terbinafine hcl oral 1 MO adefovir 1 MO
TOLSURA 4 PA; MO; amantadine hcl 1 MO
QL (120 per APTIVUS 4 MO
30 days) :
VEEND IV 3 PA: MO atazanavir 1 MO
VFEND ORAL 4 PA; MO ATRIPLA 4 MO
SUSPENSION BARACLUDE 4 MO
FOR BIKTARVY 4 MO
RECONSTITUTI CIMDUO 4 MO
ggEND ORAL 3 PA; MO COMBIVIR : MO
TABLET 200 MG COMPLERA 4 MO
VFEND ORAL 4 PA; MO DELSTRIGO 4 MO
TABLET 50 MG DESCOVY 4 MO
voriconazole 4 PA; MO DOVATO 4 MO
intravenous EDURANT 4 MO
voriconazole oral 4 PA; MO efavirenz 1 MO
suspens?on f or efavirenz- 4 MO
reconstitution emtricitabin-tenofov
voriconazole oral 1 PA; MO efavirenz-lamivu- 4 MO
tablet tenofov disop
ANTIVIRALS emtricitabine 1 MO
abacavir 1 MO emtricitabine- 4 MO
abacavir-lamivudine 1 MO tenofovir (tdf)
abacavir- 4 MO EMTRIVA ORAL 3 MO
lamivudine- CAPSULE
zidovudine EMTRIVA ORAL 2 MO
acyclovir oral 1 MO SOLUTION
capsule entecavir 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
EPCLUSA ORAL 4 PA; MO; INTELENCE 3 MO
TABLET 200-50 QL (56 per ORAL TABLET
MG 28 days) 25 MG
EPCLUSA ORAL 4 PA; MO; INVIRASE ORAL 4 MO
TABLET 400-100 QL (28 per TABLET
MG 28 days) ISENTRESS HD 4 MO
EPIVIR 3 MO ISENTRESS 4 MO
EPIVIR HBV 3 MO ORAL POWDER
EPZICOM 4 MO IN PACKET
EVOTAZ 4 MO ISENTRESS 4 MO
famciclovir 1 MO ORAL TABLET
: ISENTRESS 4 MO
fosamprenavir 4 MO ORAL
FUZEON 4 MO TABLET,CHEWA
SUBCUTANEOU BLE 100 MG
5 RECON SOLN ISENTRESS 2 MO
GENVOYA 4 MO ORAL
HARVONI ORAL 4 PA; MO; TABLET,CHEWA
PELLETS IN QL (28 per BLE 25 MG
PACKET 33.75- 28 days) JULUCA 4 MO
150 MG KALETRA ORAL 4 MO
HARVONI ORAL 4 PA; MO; SOLUTION
MG ys TABLET 100-25
MG
HARVONI ORAL 4 PA; MO; KALETRA ORAL 4 MO
TABLET 45-200 QL (56 per
TABLET 200-50
MG 28 days) MG
HARVONI ORAL 4 PA; MO; lamividine 1 MO
TABLET 90-400 QL (28 per
MG 28 days) lamivudine- 1 MO
HEPSERA 4 MO zidovudine
INTELENCE 4 MO ggFD(I)I)SIA‘B%\i}g{ > gi’ (lz/é(),
ORAL TABLET 53 S)per
100 MG, 200 MG y
LEXIVA ORAL 3 MO
SUSPENSION

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

LEXIVA ORAL 4 MO PREZISTA ORAL 4 MO
TABLET TABLET 600 MG,
lopinavir-ritonavir | MO 800 MG
oral solution RELENZA 3 MO
MAVYRET 4  PA; MO; DISKHALER

QL (84 per RETROVIR 3 MO

28 days) ORAL CAPSULE
nevirapine oral 1 RETROVIR 3 MO
suspension ORAL SYRUP
nevirapine oral | MO REYATAZ ORAL 4 MO
tablet CAPSULE 150
nevirapine oral 1 MO MG, 200 MG, 300
tablet extended MG
release 24 hr REYATAZ ORAL 4 MO
NORVIR ORAL 3 MO POWDER IN
POWDER IN PACKET
PACKET ribavirin oral 1
NORVIR ORAL 3 MO capsule
SOLUTION ribavirin oral tablet 1 MO
NORVIR ORAL 3 MO 200 mg
TABLET rimantadine 1 MO
ODEFSEY 4 MO ritonavir 1 MO
oseltamivir 1 MO RUKOBIA 4 MO
PIFELTRO 4 MO SELZENTRY 2 MO
PREVYMIS 4  MO;QL ORAL
ORAL (30 per 30 SOLUTION

days) SELZENTRY 4 MO
PREZCOBIX 4 MO ORAL TABLET
PREZISTA ORAL 4 MO 150 MG, 300 MG
SUSPENSION SELZENTRY 2 MO
PREZISTA ORAL 3 MO %Rl\?é T;?]?\/Ing
TABLET 150 MG, ’
75 MG SITAVIG 3 MO

SOFOSBUVIR- 4 PA; MO;
VELPATASVIR QL (28 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
SOVALDI ORAL 4 PA; MO; TRUVADA 4 MO
PELLETS IN QL (28 per TYBOST 3 MO
PACKET 150 MG 28 days) valacyclovir oral 1 MO; QL
}S)(E)Xéé"ll?sl HO\TRAL 4 IC)Q ‘}‘:; (1;/[60; tablet 1 gram (120 per 30
per days)
PACKET 200 MG 28 days) valacyclovir oral 1 MO; QL
SOVALDI ORAL 4 PAIMO; tablet 500 mg (60 per 30
TABLET 200 MG QL (56 per days)
28 days) VALCYTE 4 MO
SOVALDI ORAL 4 PA; MO; ; clovi / 4 MO
TABLET 400 MG QL (28 per yaganciciovir ora
28 days) recon soln
STRIBILD 4 MO valganciclovir oral | MO
tablet
gi%g{}/LAEgl(){(? L 4 MO VALTREX ORAL 3 MO; QL
MG TABLET 1 GRAM (120 per 30
days)
Ejl,iigll}/ﬁgc;l(){@[]z} 3 MO VALTREX ORAL 3 MO; QL
SUSTIVA ORAL i N TABLET 500 MG (60 per 30
days)
gABLET VEMLIDY 4 MO
Siﬁg o i ﬁg VIEKIRA PAK 4 PA; MO;
QL (112 per
SYMTUZA 4 MO 28 days)
TAMIFLU 3 MO VIRACEPT 4 MO
TEMIXYS 4 MO ORAL TABLET
tenofovir disoproxil 1 MO VIRAMUNE 3 MO
fumarate ORAL
TIVICAY ORAL 2 MO SUSPENSION
TABLET 10 MG VIRAMUNE XR 3 MO
TIVICAY ORAL 4 MO ORAL TABLET
TABLET 25 MG EXTENDED
50 MG ’ RELEASE 24 HR
400 MG
TIVICAY PD 4 MO VIREAD 4 MO
TRIUMEQ 4 MO
TRIZIVIR 4 MO

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VOSEVI 4 PA; MO; cefadroxil oral 1 MO
QL (28 per tablet
28 days) cefazolin injection 1 MO
XOFLUZA ORAL 2 MO recon soln 1 gram,
TABLET 20 MG, 500 mg
40 MG cefazolin injection 1
ZEPATIER 4 PA; MO; recon soln 10 gram
QL (28 per cefdinir 1 MO
28 days) cefepime injection 1 MO
ZIAGEN 3 MO -
cefixime 1 MO
zidovudine 1 MO ST
ZOVIRAX ORAL 3 MO cefotetan injection 1 PA
SUSPENSION c.'efoxztm 1 PA; MO
Intravenous recon
CEPHALOSPO soln I gram, 2 gram
RINS cefoxitin 1 PA
AVYCAZ 4 PA; MO intravenous recon
cefaclor oral capsule | MO soln 10 gram
cefaclor oral 1 MO cefpodoxime 1 MO
suspension for cefprozil 1 MO
reconstitution 125 ceftazidime injection 1 PA; MO
mgl5 ml, 250 mgl5 recon soln 1 gram, 2
ml gram
cefaclor oral 1 ceftazidime injection 1 PA
suspension for recon soln 6 gram
rec/onstlltutlon 375 ceftriaxone injection 1 MO
mgl> m recon soln 1 gram, 2
cefaclor oral tablet 1 MO gram, 250 mg, 500
extended release 12 mg
hr ceftriaxone injection |
cefadroxil oral 1 MO recon soln 10 gram
capsule cefuroxime axetil | MO
cefadroxil oral 1 MO oral tablet
suspension for cefuroxime sodium | PA; MO

reconstitution 250
mgl5 ml, 500 mgl/5
ml

injection recon soln
750 mg

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

This drug list was updated in August 2021.
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Tier  ts/Limits Tier  ts/Limits
cefuroxime sodium 1 PA; MO azithromycin oral 1 MO
intravenous recon packet
soln 1.5 gram azithromycin oral 1 MO
cefuroxime sodium 1 PA suspension for
intravenous recon reconstitution
soln 7.5 gram azithromycin oral 1
cephalexin 1 MO tablet 250 mg (6
SUPRAX ORAL 3 MO pack), 500 mg (3
CAPSULE pack)
SUPRAX ORAL 3 MO azithromycin oral 1 MO
SUSPENSION tablet 250 mg, 500
FOR mg, 600 mg
RECONSTITUTI clarithromycin 1 MO
ON 100 MG/5 ML, DIFICID ORAL 4 QL (136 per
200 MG/5 ML SUSPENSION 10 days)
SUPRAX ORAL 3 FOR
SUSPENSION RECONSTITUTI
FOR ON
RECONSTITUTI DIFICID ORAL 4 MO;QL
ON 500 MG/5 ML TABLET (20 per 10
SUPRAX ORAL 3 MO days)
TABLET,CHEWA EES. 3 MO
BLE GRANULES
tazicef injection 1 PA ERYPED 200 3 MO
recon soln 1 gram, 2 ERYPED 400 3 MO
gram
tazicef injection 1 PA; MO ery-tab oral ! MO
recon soln 6 gram tablet,delayed

release (drlec) 250

TEFLARO 4 PA; MO mg, 333 mg
ZERBAXA 4 PA ERY-TAB ORAL 3 MO
ERYTHROMYC TABLET.DELAY
INS / OTHER ED RELEASE
MACROLIDES (DR/EC) 500 MG
azithromycin 1 PA; MO erythrocin (as ! MO
. stearate) oral tablet
intravenous

250 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
ERYTHROCIN 3 PA; MO albendazole 4 MO
INTRAVENOUS ALBENZA 4 MO
?()]E)Cl\?g SOLN amikacin injection 1 PA; MO

_ solution 500 mg/2
erythrom)./cm 1 MO ml
elhylsuc'cmate oral ARIKAYCE 4 PA: LA
suspension for
reconstitution atovaquone 4 MO
erythromycin 1 atovaquqne- | MO
ethylsuccinate oral proguanil
tablet AZACTAM 3 PA; MO
erythromycin oral | MO aztreonam injection 1 PA; MO
ZITHROMAX 3 PA;MO recon soln I gram
INTRAVENOUS BENZNIDAZOLE 2 MO
ZITHROMAX 3 MO BETHKIS 4 PA; MO;
ORAL PACKET QL (224 per
ZITHROMAX 3 MO 28 days)
ORAL BILTRICIDE 3 MO
SUSPENSION CAYSTON 4  PA; MO;
FOR LA; QL (84
SEICONSTITUTI per 28 days)
chloroquine 1 MO
GO, MO
250 MG. 500 MG CLEOCIN HCL MO
ZITHROMAX 3 MO CLEOCIN MO
TRI.PAK PEDIATRIC
ZITHROMAX Z- 3 MO clindamycin hcl 1 MO
PAK clindamycin in 5 % 1 PA; MO
MISCELLANEO dextrose
UsS clindamycin 1 MO
ANTIINFECTIV pediatric
ES clindamycin 1 PA; MO
phosphate injection
AEMCOLO 3 MO; QL
(12 per 30
days)

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

This drug list was updated in August 2021.
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clindamycin 1 PA; MO gentamicin in nacl 1 PA; MO
phosphate (iso-osm)
intravenous solution intravenous
600 mgl4 ml piggyback 100
COARTEM 3 MO mgl100 mi, 60
colistin | PA; MO mgl30 mi, 80 mgl30
i ml
(colistimethate na) S—
CUBICIN 4 MO g?ntamzczn in nacl 1 PA
(iso-osm)
DALVANCE 4 PA; MO intravenous
dapsone oral | MO piggyback 80
DAPTOMYCIN 4 MO mgl100 mi
INTRAVENOUS gentamicin injection 1 PA; MO
RECON SOLN solution 40 mg/ml
350 MG HUMATIN 3
c.iaptomy cin 4 MO hydroxychloroquine 1 MO
glztlza;ggonzizrecon imipenem-cilastatin 1 PA; MO
DARAPRIM 4 PA %\IZ‘:ZIIZDO ‘3‘ ii; ﬁg
EMVERM 4 MO INJECTION QL (14 per
ertapenem 1 PA; MO; 14 days)
%Ld(al;)p o isoniazid oral 1 MO
cthambutol 1 MO ivermectin oral 1 MO
FIRVANQORAL 3 QL (400 per KITABIS PAK 4 Ic)z/i; (1;@8; o
RECON SOLN 25 10 days) 28 days) P
MG/ML y
FIRVANQ ORAL 3 QL (450 per KRINTAFEL 3 MO
RECON SOLN 50 10 days) LAMPIT 3
MG/ML linezolid in dextrose 1 PA
FLAGYL ORAL 3 MO 5%
CAPSULE linezolid oral 4 MO
FLAGYL ORAL 3 MO suspension for
TABLET 500 MG reconstitution
linezolid oral tablet 1 MO
MALARONE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MALARONE 3 MO polymyxin b sulfate 1 PA; MO
PEDIATRIC praziquantel 1 MO
mefloquine I MO PRETOMANID 3 PA
MEPRON 4 MO PRIFTIN 2 MO
meropenem 1 PA; MO; PRIMAQUINE 2 MO
;’Zfl; enous recon %LdSOS)per PRIMAXIN IV 3 PA;MO
£ y INTRAVENOUS
meropenem 1 PA; MO; RECON SOLN
intravenous recon QL (10 per 500 MG
;j{lgéffgﬁ 3 :)(;dle}]Ii)(IO pyrazinamide 1 MO
INTRAVENOUS per 10 days) pyrimethamine 4 PAMO
RECON SOLN QUALAQUIN 3 MO
500 MG quinine sulfate 1 MO
metronidazole in 1 PA; MO rifabutin 1 MO
nacl (iso-os) rifampin 1 MO
metronidazole oral 1 MO SIRTURO 4 PA: LA
MYAMBUTOL 3 MO SIVEXTRO 4 PA
ORAL TABLET INTRAVENOUS
400 MG SIVEXTRO 4 MO
MYCOBUTIN MO ORAL
NEBUPENT PA; MO; SOLOSEC 3 MO
%Ldgyg)er STREPTOMYCIN 2 PA; MO
: STROMECTOL 3 MO
neomycin 1 MO : :
nitazoxanide 4 MO tigecycline 4 PA; MO
. tinidazole 1 MO
paromomycin | MO
PASER 5 MO TOBI 4 PA; MO;
QL (280 per
PENTAM 3 MO 28 days)
pentamidine 1 PA; MO; TOBI 4 MO; QL
inhalation QL (1 per PODHALER (224 per 28
28 days) INHALATION days)
pentamidine 1 MO CAPSULE,
injection W/INHALATION
PLAQUENIL 3 MO DEVICE

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
tobramycin in 0.225 4 PA; MO; vancomycin oral 1 PA; MO;
% nacl QL (280 per capsule 250 mg QL (80 per
28 days) 10 days)
tobramycin 4 PA; MO; vancomycin oral | MO; QL
inhalation QL (224 per recon soln (450 per 10
28 days) days)
tobramycin sulfate 1 PA; MO XENLETA 4
injection solution INTRAVENOUS
TRECATOR 3 MO XENLETA ORAL 4 MO
TYGACIL 4 PA; MO XIFAXAN ORAL 4 PA; MO;
VABOMERE 3 PA TABLET 200 MG QL (9 per
VANCOCIN 4 PA;QL 40 30 days)
ORAL CAPSULE per 10 days) XIFAXANORAL 4 PA;MO;
125 MG TABLET 550 MG QL (90 per
VANCOCIN 4 PA;MO: 30 days)
ORAL CAPSULE QL (80 per ZEMDRI 4 PA
250 MG 10 days) ZYVOX 3 PA; MO
vancomycin | PA; MO; INTRAVENOUS
intravenous recon QL (20 per PIGGYBACK 600
soln 1,000 mg, 750 10 days) MG/300 ML
mg ZYVOX ORAL 4 MO
vancomycin 1 PA; QL (2 PENICILLINS
gl(a)tl;’;a})gno;;sn:econ per 10 days) amoxicillin oral 1 MO
g capsule
VANCOMYCIN 3 PA; QL (28 cilli ] 1 MO
INTRAVENOUS per 14 days) amoxiciiiin ord
RECON SOLN suspension for
250 MG reconstitution
vancomycin 1 PA: MO: amoxicillin oral 1 MO
intravenous recon QL (10 per tablet
soln 500 mg 10 days) amoxicillin oral 1 MO
. ) ) tablet,chewable 125
vancomycin oral 1 PA; MO; 250
capsule 125 mg QL (40 per e e
10 days) amoxicillin-pot 1 MO
clavulanate

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

This drug list was updated in August 2021.
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ampicillin oral 1 MO PENICILLIN G 3 PA
capsule 500 mg POT IN
ampicillin sodium | PA; MO DEXTROSE
injection recon soln INTRAVENOUS
1 gram, 10 gram, PIGGYBACK 2
125 mg MILLION
g UNIT/50 ML, 3
?Zngt[clzlr’:z injection 1 PASMO MILLION
UNIT/50 ML
recon soln 1.5 gram,
3 gram penicillin g 1 PA; MO
ampicillin- 1 PA potassium injection
sulbactam injection recon soln .20
million unit
recon soln 15 gram — :
BICILLIN C-R ) PA: MO gemczllm g procaine 1 PA; MO
intramuscular
BICILLIN L-A 3 PA; MO syringe 1.2 million
dicloxacillin 1 MO unit/2 ml
nafcillin injection 1 PA; MO penicillin g sodium 1 PA; MO
recon soln 1 gram, 2 penicillin v 1 MO
gram potassium
nafcillin injection 4 PA piperacillin- 1 MO
recon soln 10 gram tazobactam
oxacillin in 1 PA intravenous recon
dextrose(iso-osm) soln 2.25 gram,
intravenous 3.375 gram, 4.5
piggyback 1 gram
gram/50 mi piperacillin- 1
oxacillin in 1 PA; MO tazobactam
dextrose(iso-osm) intravenous recon
intravenous soln 40.5 gram
piggyback 2 UNASYN 3  PA
gram/50 ml INJECTION
oxacillin injection 1 PA RECON SOLN 15
recon soln 1 gram, GRAM
10 gram
oxacillin injection 1 PA; MO

recon soln 2 gram

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
UNASYN 3 PA; MO levofloxacin oral 1 MO
INJECTION moxifloxacin oral 1 MO
RECON SOLN 3 moxifloxacin- 1 PA; MO
GRAM o
ZOSYN IN 3 sod.chloride(iso)
DEXTROSE (ISO- ;)j(;ZOOxacu; (())(r)al tablet 1 MO
OSM) e 2 S
INTRAVENOUS
PIGGYBACK 2.25
GRAM/50 ML,
3.375 GRAM/50 BACTRIM 3 MO
ML
BACTRIM DS 3 MO
QUINOEONEST 0 T e T
}31?;(1{) AE\I;]::AN oOUS . PA su.lfamelho‘xazole- 1 MO
trimethoprim oral
BAXDELA ORAL 4 MO
SUSPENSION,MI
CROCAPSULE ACTICLATE 3 ST; MO
RECON demeclocycline 1 MO
CIPRO ORAL 3 MO DORYX MPC 3 ST; MO
TABLET 250 MG, DORYX ORAL 3 ST;MO
500 MG TABLET,DELAY
ciprofloxacin hcl 1 MO ED RELEASE
oral (DR/EC) 200 MG,
ciprofloxacin in 5 % 1 PA; MO S0 MG
dextrose doxy-100 1 PA; MO
i”f’” avenous doxycycline hyclate 1 MO
piggyback 200 oral capsule
mgl100 mi doxycycline hyclate 1 MO
levofloxacin in d5w 1 PA; MO oral tablet 100 mg,
intravenous 150 mg, 20 mg, 75
piggyback 500 mg
mgl100 ml, 750
mgl150 ml
levofloxacin 1 PA; MO
intravenous

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

This drug list was updated in August 2021.
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doxycycline hyclate 1 MO SOLODYN ORAL 3 ST; MO

oral tablet,delayed TABLET

release (drlec) 100 EXTENDED

mg, 150 mg, 200 RELEASE 24 HR

mg, 50 mg, 75 mg 105 MG, 115 MG,

DOXYCYCLINE 4  ST;MO 55 MG, 65 MG, 80

HYCLATE ORAL MG

TABLET,DELAY TARGADOX 3 ST; MO

ED RELEASE tetracycline 1 MO

(DR/EC). 80MG VIBRAMYCIN 3 ST; MO

doxycycline 1 MO ORAL CAPSULE

monohydrate oral 100 MG

capsule VIBRAMYCIN 3 MO

doxycycline 1 MO ORAL

monohydrate oral SUSPENSION

suspension for FOR

reconstitution RECONSTITUTI

doxycycline 1 MO ON

monohydrate oral VIBRAMYCIN 5 MO

tablet ORAL SYRUP

minocycline oral 1 MO URINARY

capsule TRACT

minocycline oral 1 MO AGENTS

tablet : i MO

minocycline oral 1 MO {fgﬁ:ﬁl};%me

tablet extended

release 24 hr HIPREX 3 MO

MINOLIRA ER 3 ST;MO MACROBID S 1O

mondoxyne nl oral 1 MO MACRODANTIN 3 MO

capsule 100 mg, 75 methenamine 1 MO

mg hippurate

NUZYRA 4 PA MONUROL 3 MO

INTRAVENOUS nitrofurantoin 1 MO

NUZYRA ORAL 4 ST; MO nitrofurantoin 1 MO

ORACEA 3 ST; MO macrocrystal

SEYSARA 4 ST; MO

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

This drug list was updated in August 2021.
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nitrofurantoin MO ALUNBRIG 4 PA; QL (30
monohyd/m-cryst ORAL TABLET per 30 days)
trimethoprim MO 180 MG, 90 MG
ANTINEOPL ALUNBRIG 4 PA; QL (60
ASTIC ORAL TABLET per 30 days)
/ 30 MG
IMMUNOSUP ALUNBRIG 4 PA; QL (30
PRESSANT ORAL per 30 days)
DRUGS TABLETS,DOSE
PACK
ADJUNCTIVE
AGENTS anastrozole 1 MO
: : ARIMIDEX 4 MO
f)ce}zlclovorm calcium MO AROMASIN 1 MO
MESNEX ORAL MO ASTAGRAF XL 3 PA; MO
AYVAKIT ORAL 4 PA; LA,
XGEVA PA; MO TABLET 100 MG, QL (30 per
ANTINEOPLAS 200 MG, 300 MG 30 days)
TIC/ AZASAN 3 PA; MO
;hgglsliNNgSUPP azathioprine 1 PA; MO
DRUGS BALVERSA 4 PA; LA
bexarotene 4 PA; MO
abiraterone oral PA; MO; : _
tablet 250 mg QL (120 per bicalutamide 1 MO
30 days) BOSULIF ORAL 4 PA; MO;
abiraterone oral PA; MO; TABLET 100 MG QL (90 per
tablet 500 mg QL (60 per 30 days)
30 days) BOSULIF ORAL 4 PA; MO;
AFINITOR PA: MO: TABLET 400 MG, QL (30 per
QL (30 per 500 MG 30 days)
30 days) BRAFTOVI 4 PA; MO;
AFINITOR PA: MO ORAL CAPSULE LA; QL
DISPERZ ’ 75 MG (180 per 30
d
ALECENSA PA; MO; ays)
30 days)

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

This drug list was updated in August 2021.
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CABOMETYX 4 PA; MO; COPIKTRA 4 PA; LA;
LA; QL (30 QL (60 per
per 30 days) 30 days)

CALQUENCE 4 PA; LA; COTELLIC 4 PA; MO;
QL (60 per LA; QL (63
30 days) per 28 days)

CAPRELSA 4 PA; LA; cyclophosphamide 1 PA; MO

ORAL TABLET QL (60 per oral capsule

100 MG 30 days) CYCLOPHOSPH 2 PA;MO

CAPRELSA 4 PA; LA; AMIDE ORAL

ORAL TABLET QL (30 per TABLET

300 MG 30 days) cyclosporine 1 PA; MO

CASODEX MO modified oral

CELLCEPT PA; MO capsule

ORAL CAPSULE cyclosporine 1 PA

CELLCEPT 4  PA;MO modified oral

ORAL solution

SUSPENSION cyclosporine oral 1 PA; MO

FOR capsule

RECONSTITUTI DAURISMO 4  PA; MO;

ON ORAL TABLET QL (30 per

CELLCEPT 4 PA; MO 100 MG 30 days)

ORAL TABLET DAURISMO 4 PA;MO;

COMETRIQ 4 PA; MO; ORAL TABLET QL (60 per

ORAL CAPSULE QL (56 per 25 MG 30 days)

100 MG/DAY (80 28 days) DROXIA D) MO

)1\2[1()} X1-20 MG ELIGARD 3 PA; MO

COMETRIQ 4  PA;MO: &Lég‘ﬁ})l) (3 PA; MO

ORAL CAPSULE QL (112 per

140 MG/DAY (80 28 days) ELIGARD (4 3 PA;MO

MG X1-20 MG MONTH)

X3) ELIGARD (6 3 PA; MO

COMETRIQ 4  PA; MO; MONTH)

ORAL CAPSULE QL (84 per EMCYT 4 MO

60 MG/DAY (20 28 days) ENSPRYNG 4  PA;MO

MG X 3/DAY)

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

This drug list was updated in August 2021.
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ENVARSUS XR 3 PA; MO FIRMAGON KIT 3 PA; MO
ERIVEDGE 4 PA; MO; W DILUENT
QL (30 per SYRINGE
30 days) SUBCUTANEOU
ERLEADA 4 PA; MO; SORI\IZJEON SOLN
QL (120 per
30 days) Sflutamide 1 MO
erlotinib oral tablet 4 PA; MO; FOTIVDA 4 PA; LA;
100 mg, 150 mg QL (30 per QL (21 per
30 days) 28 days)
erlotinib oral tablet 4 PA; MO; GAVRETO 4 PA; MO;
25 mg QL (60 per LA; QL
30 days) (120 per 30
everolimus 4 PA; MO; days)
(antineoplastic) QL (30 per gengraf 1 PA; MO
30 days) GILOTRIF 4 PA; MO;
everolimus 4 PA; MO QL (30 per
(immunosuppressive 30 days)
) GLEEVEC ORAL 4 PA; MO;
PARESTON : MO GLEEVEC ORAL 4 f)(;d?\f())
FARYDAK 4 PAMO; TABLET 400 MG QL (60 per
QL (6 per
30 days)
21 days)
FEMARA 3 MO HYDREA 3 MO
FIRMAGON KIT 4  PA;MO hydroxyurea . V10
W DILUENT IBRANCE 4 PA; MO;
SYRINGE QL (21 per
SUBCUTANEOU 28 days)
S RECON SOLN ICLUSIG 4 PA; QL (30
120 MG per 30 days)
IDHIFA 4 PA; MO;
LA; QL (30
per 30 days)

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

This drug list was updated in August 2021.
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imatinib oral tablet 4 PA; MO; KISQALI 4 PA; MO;
100 mg QL (180 per FEMARA CO- QL (49 per
30 days) PACK ORAL 28 days)
imatinib oral tablet 4 PA; MO; TABLET 200
30 days) X 1)-2.5MG
IMBRUVICA 4  PA;QL KISQALI 4 PA;MO;
ORAL CAPSULE (120 per 30 FEMARA CO- QL (70 per
140 MG days) PACK ORAL 28 days)
IMBRUVICA 4 PA; QL (30 g&g;ﬁgﬁggo MG
ORAL CAPSULE per 30 days) X 2)-2.5 MG
70 MG i
IMBRUVICA 4 PA; QL (30 KISQALI 4 PA; MO;
ORAL TABLET er 30 days) FEMARA CO- QL (O1 per
P y PACK ORAL 28 days)
IMURAN 3 PA; MO TABLET 600
INLYTA ORAL 4 PA; MO; MG/DAY (200 MG
TABLET 1 MG QL (180 per X 3)-2.5 MG
30 days) KISQALI ORAL 4 PA; MO;
INLYTA ORAL 4 PA; MO; TABLET 200 QL (21 per
TABLET 5 MG QL (120 per MG/DAY (200 28 days)
30 days) MG X 1)
INQOVI 4 PA; MO; KISQALI ORAL 4 PA; MO;
QL (5 per TABLET 400 QL (42 per
28 days) MG/DAY (200 28 days)
INREBIC 4  PA; MO; MG X2)
LA; QL KISQALI ORAL 4  PA;MO:
(120 per 30 TABLET 600 QL (63 per
days) MG/DAY (200 28 days)
IRESSA 4  PA; MO; MG X 3)
QL (30 per KLISYRI 4 MO
30 days) KOSELUGO 4  PA
JAKAFI 4 PA; MO; lapatinib 4 PA; MO;
QL (60 per QL (180 per
30 days) 30 days)
KANIJINTI 4 PA; MO LENVIMA 4 PA; MO
letrozole 1 MO

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LEUKERAN 4 MO MEKINIST 4 PA; MO;
leuprolide 4 PA; MO ORAL TABLET 2 QL (30 per
subcutaneous kit MG 30 days)
LONSURF 4 PA; MO MEKTOVI 4 PA; MO;
LORBRENA 4 PA;MO; (L1/§6 QeLr 20
ORAL TABLET QL (30 per i S)p
100 MG 30 days) Y
LORBRENA 4 PA: MO- mercaptopurine 1 MO
ORAL TABLET QL (90 per melﬁotrexate 1 PA; MO
25 MG 30 days) sodium
LUPKYNIS 4 PA:; LA methotrexate 1 PA; MO
LUPRON DEPOT 4  PA; MO sodium (pf)
injection solution
éUl\fI’ggl;IlgEPOT 4 PA; MO MVASI 4 PA: MO
LUPRON DEPOT 4  PA; MO MYCAPSSA ¢ PALA
(4 MONTH) mycophenolate | PA; MO
LUPRON DEPOT 4  PA; MO mofetil oral capsule
(6 MONTH) mycophenolate 4 PA; MO
LYNPARZA 4  PA;MO; mofetil f)mj,
ORAL TABLET QL (120 per suspension jor
30 days) reconstitution
LYSODREN 5 mycophenolate 1 PA; MO
mofetil oral tablet
MATULANE 4 mycophenolate 1 PA; MO
megestrgl oral 1 PA; MO sodium
Z‘gsf/’]eg;lfl”(jgo MYFORTIC 3 PA;MO
mgliml), 625 mgl5 NEORAL 3 PA; MO
ml (125 mglml) NERLYNX 4 PA; MO;
megestrol oral | PA; MO LA
tablet NEXAVAR 4 PA; MO;
MEKINIST 4  PA; MO; LA; QL
ORAL TABLET QL (90 per (120 per 30
0.5 MG 30 days) days)
NILANDRON 4 PA; MO
nilutamide 4 PA; MO

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
NINLARO 4 PA; MO; PROGRAF ORAL 3 PA; MO
QL (3 per GRANULES IN
28 days) PACKET
NUBEQA 4 PA; MO; PURIXAN 4
LA; QL QINLOCK 4 PA;LA;
(120 per 30 QL (90 per
days) 30 days)
octreotide acetate 4 PA; MO RAPAMUNE 4 PA; MO
injection solution ORAL
1,000 mcgiml, 500 SOLUTION
megiml RAPAMUNE 3 PA;MO
octreotide acetate 1 PA; MO ORAL TABLET
injection solution 0.5 MG
100 megfmi, 200 RAPAMUNE 4 PA;MO
mcglml, 50 mcg/ml ORAL TABLET 1
ODOMZO 4 PA; MO; MG, 2 MG
L;A;g%ﬁff) RETEVMO ORAL 4  PA; MO:
P y CAPSULE 40 MG LA; QL
ONUREG 4 PA; MO; (180 per 30
QL (14 per days)
14 days) i :
RETEVMO ORAL 4 PA; MO;
ORGOVYX 4 PA; LA; CAPSULE 80 MG LA; QL
QL (30 per (120 per 30
30 days) days)
PEMAZYRE 4 PA; LA; REVLIMID + PA; MO;
QL (14 per LA; QL (28
21 days) per 28 days)
PIQRAY 4 PA; MO ROZLYTREK 4 PA; MO;
POMALYST 4 PA; MO; ORAL CAPSULE QL (150 per
LA 100 MG 30 days)
PROGRAF ORAL 3 PA; MO ROZLYTREK 4 PA; MO;
CAPSULE 0.5 ORAL CAPSULE QL (90 per
MG, 1 MG 200 MG 30 days)
PROGRAF ORAL 4 PA; MO RUBRACA 4 PA; MO;
CAPSULE 5 MG LA; QL
(120 per 30
days)

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
RUXIENCE 4 PA; MO SYNRIBO 4 PA
RYDAPT 4 PA; MO TABLOID 3 MO
SANDIMMUNE 3 PA; MO TABRECTA 4 PA; MO
ORAL tacrolimus oral 1 PA; MO
SANDOSTATIN 4 PA; MO TAFINLAR 4 PA; MO;
INJECTION QL (120 per
SOLUTION 100 30 days)
MCG/ML TAGRISSO 4 PA; MO;
SANDOSTATIN 3 PA; MO LA; QL (30
INJECTION per 30 days)
i/%éj/ﬁgl\; 05(;) TALZENNA 4  PA;MO:
MCG/ML, ORAL CAPSULE QL (90 per
0.25 MG 30 days)
SIGNIFOR 4 PA TALZENNA 4  PA;MO;
SIKLOS ORAL 4 MO ORAL CAPSULE QL (30 per
TABLET 1,000 1 MG 30 days)
MG tamoxifen | MO
%fBLLOESTCiIg&ﬁ G SN MO TARCEVA ORAL 4  PA: MO:
TABLET 100 MG, QL (30 per
sirolimus oral 4 PA; MO 150 MG 30 days)
solution TARCEVA ORAL 4  PA; MO:
sirolimus oral tablet 1 PA; MO TABLET 25 MG QL (60 per
SOLTAMOX 4 MO 30 days)
SPRYCEL ORAL 4 PA; MO; TARGRETIN 4 PA; MO
TABLET 100 MG, QL (30 per TASIGNA ORAL 4 PA; MO;
140 MG, 50 MG, 30 days) CAPSULE 150 QL (112 per
80 MG MG, 200 MG 28 days)
SPRYCEL ORAL 4 PA; MO; TASIGNA ORAL 4 PA; MO;
TABLET 20 MG, QL (60 per CAPSULE 50 MG QL (120 per
70 MG 30 days) 30 days)
STIVARGA 4 PA; MO; TAZVERIK 4 PA; LA
%Ldf;'s)per TEPMETKO 4  PA:LA
SUTENT 1 PA: MO: THALOMID 4 PA; MO
QL (30 per TIBSOVO 4 PA
30 days) toremifene 4 MO

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

This drug list was updated in August 2021.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
TRAZIMERA PA; MO VENCLEXTA 4  PA;LA;
TRELSTAR PA; MO STARTING QL (42 per
INTRAMUSCUL PACK 30 days)
AR SUSPENSION VERZENIO 4  PA; MO;
FOR LA; QL (60
RECONSTITUTI per 30 days)
ON VITRAKVIORAL 4  PA; MO;
tretinoin MO CAPSULE 100 LA; QL (60
(antineoplastic) MG per 30 days)
TREXALL PA; MO VITRAKVIORAL 4  PA; MO;
TUKYSA ORAL PA;LA; CAPSULE 25 MG LA; QL
TABLET 150 MG QL (120 per (180 per 30
30 days) days)
TUKYSA ORAL PA: LA; VITRAKVI ORAL 4 PA; MO;
TABLET 50 MG QL (300 per SOLUTION LA; QL
30 days) (300 per 30
TURALIO PA; LA; days)
QL (120 per VIZIMPRO 4 PA; MO;
30 days) QL (30 per
TYKERB PA; MO; 30 days)
LA: QL VOTRIENT 4  PA; MO;
(180 per 30 QL (120 per
days) 30 days)
UKONIQ PA: LA; XALKORI 4 PA; MO;
QL (120 per QL (60 per
30 days) 30 days)
VENCLEXTA PA; LA:; XATMEP 3 PA;MO
ORAL TABLET QL (60 per XERMELO 4 PA:;LA;
10 MG 30 days) QL (90 per
VENCLEXTA PA; LA; 30 days)
ORAL TABLET QL (120 per XOSPATA 4  PA;LA
100 MG 30 days) XPOVIO 4  PALA
VENCLEXTA PA; LA; XTANDI ORAL 4 PA; MO;
ORAL TABLET QL (30 per CAPSULE QL (120 per
S50 MG 30 days) 30 days)

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

This drug list was updated in August 2021.
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Tier  ts/Limits ts/Limits
XTANDI ORAL 4 PA; MO; AUTONOMIC
TABLET 40 MG 3Q0Ld(al yzsg per | CNS DRUGS,
XTANDI ORAL 4 PA; MO; }VIEZ:YIE%LOGY
TABLET 80 MG QL (60 per
30 days) ANTICONVULS
YONSA 4 PA; MO; ANTS
%Ld(; 23 per APTIOM ORAL MO; QL
y TABLET 200 MG (180 per 30
ZEJULA 4 PA; LA; days)
%Ld(fos)per APTIOM ORAL MO; QL
y TABLET 400 MG (90 per 30
ZELBORAF 4 PA; MO; days)
%Ld(;‘g per APTIOM ORAL MO:; QL
y TABLET 600 MG, (60 per 30
ZIRABEV 4 PA; MO 800 MG days)
ZOLINZA 4 PA; MO BANZEL PA; MO
ZORTRESS 4 PA; MO BRIVIACT QL (600 per
ZYDELIG 4 PA; MO; INTRAVENOUS 30 days)
QL (60 per BRIVIACT ORAL MO; QL
30 days) SOLUTION (600 per 30
ZYKADIA ORAL 4 PA; MO; days)
TABLET QL (90 per BRIVIACT ORAL MO; QL
30 days) TABLET (60 per 30
ZYTIGA ORAL 4 PA; MO; days)
TABLET 250 MG QL (120 per carbamazepine oral MO
30 days) capsule, er
ZYTIGA ORAL 4 PA; MO; multiphase 12 hr
TABLET 500 MG QL (60 per carbamazepine oral MO
30 days) suspension 100 mgl5
ml
carbamazepine oral MO
tablet
carbamazepine oral MO

tablet extended
release 12 hr

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

This drug list was updated in August 2021.
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Tier  ts/Limits Tier  ts/Limits
carbamazepine oral 1 MO DILANTIN 30 2 MO
tablet,chewable MG
CARBATROL MO DILANTIN 3 MO
CELONTIN MO EXTENDED 100
ORAL CAPSULE MG
300 MG DILANTIN 3 MO
clobazam oral 1 PA; MO; INFATABS 50
suspension QL (480 per MG
30 days) DILANTIN-125 3 MO
clobazam oral tablet 1 PA; MO; 125 MG/5 ML
QL (60 per divalproex oral 1
30 days) capsule, delayed rel
clonazepam oral 1 MO; QL sprinkle
tablet 0.5 mg, 1 mg (90 per 30 divalproex oral 1 MO
days) tablet extended
clonazepam oral 1 MO; QL release 24 hr
tablet 2 mg (300 per 30 divalproex oral 1 MO
days) tablet,delayed
clonazepam oral 1 MO; QL release (drlec)
tablet,disintegrating (90 per 30 EPIDIOLEX 4 PA; MO;
0.125 mg, 0.25 mg, days) LA
0.5 mg, 1 mg epitol 1 MO
clonazepc{m oral . 1 MO; QL EQUETRO 3 MO
tablet,disintegrating (300 per 30 ethosuximide 1 MO
2 mg days)
DEPAKOTE MO felbamate oral 4 MO
SUSpension
DEPAKOTE ER MO felbamate oral 1 MO
DEPAKOTE MO
tablet
SPRINKLES FELBATOL 4 MO
DIACOMIT 4 PA; LA FINTEPLA 4 PA; LA;
DIASTAT MO QL (360 per
DIASTAT MO 30 days)
ACUDIAL FYCOMPA 4  MO;QL
diazepam rectal 1 MO ORAL (720 per 30
SUSPENSION days)

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FYCOMPA 4  MO:;QL KEPPRA XR 3 MO
ORAL TABLET (30 per 30 KLONOPIN 3 MO;QL
10 MG, 12 MG, 8 days) ORAL TABLET (90 per 30
MG 0.5 MG, 1 MG days)
FYCOMPA 3 MO; QL KLONOPIN 3 MO; QL
ORAL TABLET 2 (60 per 30 ORAL TABLET 2 (300 per 30
MG days) MG days)
FYCOMPA 4 MO; QL LAMICTAL ODT MO
ORAL TABLET 4 (60 per 30 L AMICTAL MO
MG, 6 MG days) ORAL TABLET
gabapentin oral 1 MO; QL
capsule 100 mg, 400 (270 per 30 IélA{XI{CI:F :BLLET 3 MO
mg days) CHEWABLE
gabapentin oral 1 MO; QL DISPERSIBLE 25
capsule 300 mg (360 per 30 MG, 5 MG
days) LAMICTAL 3 MO
gabapentin oral 1 MO:; QL STARTER
solution 250 mgl5 (2160 per (BLUE) KIT
ml 30 days) LAMICTAL 3 MO
gabapentin oral 1 MO:; QL STARTER
tablet 600 mg (180 per 30 (GREEN) KIT
days) LAMICTAL 3 MO
gabapentin oral 1 MO:; QL STARTER
tablet 800 mg (120 per 30 (ORANGE) KIT
R days) LAMICTAL XR MO
GABITRIL S MO LAMICTAL XR MO
GRALISE ORAL PA; MO; STARTER
TABLET QL (30 per (BLUE)
EXTENDED 30 days) LAMICTAL XR 3 MO
RELEASE 24 HR STARTER
z)lgﬁ(l}SE ORAL 2  PA;MO (OREFR)
TABLET QL (90 per §{f‘ ,Q/IRI;DEQ AR ’ Mo
EXTENDED 30 days) (ORANGE)
RELEASE 24 HR
600 MG lamotrigine oral 1 MO
KEPPRA ORAL 3 MO tablet

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

This drug list was updated in August 2021.
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lamotrigine oral | MO LYRICA ORAL 3 MO; QL
tablet CAPSULE 100 (90 per 30
disintegrating, dose MG, 150 MG, 200 days)
pk 25 mg(14)-50 MG, 25 MG, 50
mg (14)-100 mg MG, 75 MG
(7) LYRICA ORAL 3 MO; QL
lamotrigine oral 1 MO CAPSULE 225 (60 per 30
tablet extended MG, 300 MG days)
release 24hr LYRICA ORAL 3 MO;QL
lamotrigine oral 1 MO SOLUTION (900 per 30
tablet, chewable days)
dispersible MYSOLINE 4 MO
lamotrigine oral 1 MO NAYZILAM 4 PA; MO;
tablet,disintegrating QL (10 per
lamotrigine oral 1 MO 30 days)
tablets,dose pack NEURONTIN 3 MO:; QL
levetiracetam oral 1 MO ORAL CAPSULE (270 per 30
solution 100 mgiml 100 MG, 400 MG days)
levetiracetam oral 1 MO NEURONTIN 3 MO; QL
tablet ORAL CAPSULE (360 per 30
levetiracetam oral 1 MO 300 MG days)
tablet extended NEURONTIN 3 MO; QL
release 24 hr ORAL (2160 per
LYRICA CR 3 PA;MO; SOLUTION 30 days)
ORAL TABLET QL (30 per NEURONTIN 3 MO; QL
EXTENDED 30 days) ORAL TABLET (180 per 30
RELEASE 24 HR 600 MG days)
165 MG, 82.5 MG NEURONTIN 3 MO;QL
LYRICA CR 3 PA; MO; ORAL TABLET (120 per 30
ORAL TABLET QL (60 per 800 MG days)
EXTENDED 30 days) ONFI ORAL 4 PA; MO;
RELEASE 24 HR SUSPENSION QL (480 per
330 MG 30 days)
ONFI ORAL 4 PA; MO;
TABLET QL (60 per
30 days)

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

This drug list was updated in August 2021.
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oxcarbazepine 1 MO primidone 1 MO
OXTELLAR XR 3 MO QUDEXY XR 3 PA; MO
phenobarbital oral 1 PA; MO roweepra oral tablet 1 MO
elixir 500 mg
phenobarbital oral 1 PA rufinamide 4 PA; MO
tablet 100 mg, 15 SABRIL 4 MO; LA
mg, 30 mg, 60 mg SPRITAM 3 MO
P ;’Ifl”e‘;l}‘gg’;‘;l 02‘2” ) I PAMO SYMPAZAN 4 PA;MO;
g ORAL FILM 10 QL (60 per
mg‘f O e 7 MG, 20 MG 30 days)
SYMPAZAN 3 PA; MO;
PHENYTEK & MO ORAL FILM 5 QL (60 per
phenytoin oral 1 MO MG 30 days)
su;penszon 125 mgl5 TEGRETOL 3 MO
" ORAL
phenytoin oral | MO SUSPENSION
tablet,chewable TEGRETOL 3 MO
phenytoin sodium 1 MO ORAL TABLET
exze”i“; : | p TEGRETOL XR 3 MO
pregabalin ora ; . :
capsule 100 mg, 150 (90 per 30 tiagabine S 0
mg, 200 mg, 25 mg, days) TOPAMAX 3 PA; MO
50 mg, 75 mg topiramate 1 PA; MO
pregabalin oral 1 MO; QL TRILEPTAL 3 MO
capsule 225 mg, 300 (60 per 30 TROKENDI XR 3 PA:; MO
mg days) ORAL
pregabalin oral | MO; QL CAPSULE,EXTE
solution (900 per 30 NDED RELEASE
days) 24HR 100 MG, 25
pregabalin oral 1 PA; MO; MG, 50 MG
tablet extended QL (30 per TROKENDI XR 4 PA; MO
release 24 hr 165 30 days) ORAL
mg, 82.5 mg CAPSULE.EXTE
pregabalin oral 1 PA; MO; NDED RELEASE
tablet extended QL (60 per 24HR 200 MG
release 24 hr 330 mg 30 days) valproic acid 1 MO

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

This drug list was updated in August 2021.
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valproic acid (as | MO XCOPRI 3 MO; QL
sodium salt) oral TITRATION (56 per 28
solution 250 mgl5 PACK days)
ml ZARONTIN MO
VALTOCO 4 PA; MO; 7ZONEGRAN PA;: MO
QL (10 per ORAL CAPSULE
30 days) 100 MG, 25 MG
vigabatrin 4 MO; LA zonisamide 1 PA; MO
vigadrone 4 LA ANTIPARKINS
VIMPAT 2 MO; QL ONISM
INTRAVENOUS (1200 per AGENTS
30 days) APOKYN 4 PA; MO
VIMPAT ORAL 4 MO; QL L A,' QL 290
SOLUTION (1200 per er’3() days)
30 days) AZILECT 3 i/IO '
VIMPAT ORAL 4 MO; QL :
TABLET 100 MG, (60 per 30 benztropine oral 1 PA; MO
150 MG, 200 MG days) bromocriptine 1 MO
VIMPAT ORAL 2 MO; QL carbidopa 1 MO
TABLET 50 MG (120 per 30 carbidopa-levodopa 1 MO
days) carbidopa-levodopa- 1 MO
XCOPRI 4 MO; QL entacapone
MAINTENANCE (56 per 28 COMTAN 3 MO
PACK days) DUOPA 4 PA; MO
XCOPRI ORAL 3 MO; QL ’
TABLET 100 MG (120 per 30 entacapone I MO
days) GOCOVRI ORAL 4 PA; QL (60
TABLET 150 MG (60 per 30 NDED RELEASE
days) 24HR 137 MG
TABLET 200 MG (60 per 30 CAPSULE,EXTE per 30 days)
days) NDED RELEASE
XCOPRI ORAL 3 MO; QL 24HR 68.5 MG
TABLET 50 MG (240 per 30
days)

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

This drug list was updated in August 2021.
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INBRIJA 4 PA; QL selegiline hcl | MO
INHALATION (300 per 30 SINEMET ORAL 3 MO
CAPSULE, days) TABLET 10-100
W/INHALATION MG, 25-100 MG
Ef(\lilll\il;:)BI i BAMO STALEVO 100 3 MO
SUBLINGUAL QL (150 per STALEVO 125 . MO
FILM 10 MG, 15 30 days) STALEVO 150 3 MO
MG, 20 MG, 25 STALEVO 200 3 MO
MG, 30 MG STALEVO 75 3 MO
LODOSYN 3 MO TASMAR ORAL 4  PA;MO
MIRAPEX ER 3 MO TABLET 100 MG
NEUPRO 3 MO tolcapone 4 PA
NOURIANZ 4 PA; MO; ZELAPAR 4 PA; MO
LA; QL (30 MIGRAINE /
per 30 days) CLUSTER
ONGENTYS 3 PA; MO; HEADACHE
QL (30 per THERAPY
30 days)
OSMOLEX ER 3 PA:QL (30 23\%}’;& CTOR 2 g% (1;40’
ORAL TABLET, per 30 days) 04 per
IR - ER, 4ys)
BIPHASIC 24HR AJOVY 2 PAIMO;
129 MG, 193 MG AUTOINJECTOR QL (1.5 per
OSMOLEX ER 3 PA;QL (60 30 days)
ORAL TABLET, per 30 days) AJOVY SYRINGE 2 PA; MO;
IR - ER, QL (1.5 per
BIPHASIC 24HR 30 days)
322 MG/DAY (129 almotriptan malate 1 MO; QL
MG X1-193MG oral tablet 12.5 mg (24 per 28
X1) days)
PARLODEL 3 MO almotriptan malate | MO; QL
pramipexole 1 MO oral tablet 6.25 mg (18 per 28
rasagiline 1 MO days)
ropinirole 1 MO AMERGE . MO; QL
(18 per 28
RYTARY 3 MO days)

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

This drug list was updated in August 2021.
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CAFERGOT 3 MO IMITREX 3 MO; QL (8
dihydroergotamine 4 QL (8 per STATDOSE per 28 days)
eletriptan 1 ?fgéglz,g 4 MG/0.5 ML
days) IMITREX 3 MO; QL (8
EMGALITY PEN 2 PA; MO: STATDOSE per 28 days)
’ ’ REFILL
%Ld(; p)er SUBCUTANEOU
yS S CARTRIDGE 6
EMGALITY 2 PA; MO; MG/0.5 ML
SUBCUTANEOU QL (2 per
S SYRINGE 120 30 days) IMITREX 3 QLB per
MG/ML SUBCUTANEOU 28 days)
EMGALITY 4  PA; MO; .
SUBCUTANEOU QL (3 per MaxALTOXAL I z{? @
S SYRINGE 300 30 days) q P)e
MG/3 ML (100 ays
MG/ML X 3) MAXALT-MLT 3 MO; QL
5 5 ORAL (36 per 28
ergotamine-caffeine 1 MO TABLET.DISINT days)
FROVA 3 MOQL EGRATING 10
(27 per 28 MG
- days) migergot 1 MO
frovatriptan 1 ?;[70{) e(3158 MIGRANAL 4 QL @8 per
days) 28 daYS)
IMITREX NASAL 3 MO; QL naratriptan I ?g); Qlis
SPRAY,NON- (18 per 28 q P)ef
AEROSOL 20 days) ays
MG/ACTUATION NURTEC ODT 2 PA; QL (16
IMITREX NASAL 3 MO: QL per 30 days)
SPRAY,NON- (36 per 28 ONZETRA 3 MO; QL
AEROSOL 5 days) XSAIL (32 per 28
MG/ACTUATION days)
IMITREX ORAL 3 MO;QL RELPAX 3 MO;QL
(18 per 28 (18 per 28
days) days)

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

This drug list was updated in August 2021.
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REYVOW ORAL 3 PA; QL (16 UBRELVY 2 PA; QL (20
TABLET 100 MG per 30 days) per 30 days)
REYVOW ORAL 3 PA; QL (8 ZEMBRACE 4 MO; QL (8
TABLET 50 MG per 30 days) SYMTOUCH per 28 days)
rizatriptan | MO; QL zolmitriptan oral | MO; QL
(36 per 28 (18 per 28
days) days)
sumatriptan nasal | MO; QL ZOMIG 3 MO; QL
spray,non-aerosol (18 per 28 (18 per 28
20 mglactuation days) days)
sumatriptan nasal 1 MO; QL ZOMIG ZMT 3 MO; QL
spray,non-aerosol 5 (36 per 28 (18 per 28
mglactuation days) days)
sumatriptan 1 MO; QL MISCELLANEO
succinate oral (18 per 28 US
days) NEUROLOGICA
sumatriptan 1 MO; QL (8 L THERAPY
izZiZlZfeous per 28 days) AMPYRA . PA; MO,
. LA; QL (60
cartridge
i o : per 30 days)
sumqtrlptan 1 MO; QL ( ARICEPT 3 MO
succinate per 28 days)
subcutaneous pen AUBAGIO 4 PA; MO;
injector QL (30 per
sumatriptan 1 MO; QL (8 30 days)
succinate per 28 days) AUSTEDO ORAL 4 PA; MO;
subcutaneous TABLET 12 MG, 9 LA; QL
solution MG (120 per 30
sumatriptan- 1 MO; QL days)
naproxen (18 per 28 AUSTEDO ORAL 4 PA; MO;
days) TABLET 6 MG LA; QL (60
TOSYMRA 3 MO:QL per 30 days)
(24 per 28 BAFIERTAM 4 PA; MO;
days) QL (120 per
TREXIMET 3 MO; QL 30 days)
ORAL TABLET (18 per 28
85-500 MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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COPAXONE 4 PA; MO; glatiramer 4 PA; QL (30
SUBCUTANEOU QL (30 per subcutaneous per 30 days)
S SYRINGE 20 30 days) syringe 20 mgiml
MG/ML glatiramer 4 PA; QL (12
COPAXONE 4 PA; MO; subcutaneous per 28 days)
SUBCUTANEOU QL (12 per syringe 40 mgiml
S SYRINGE 40 28 days) glatopa 4 PA; MO:;
MG/ML subcutaneous QL (30 per
dalfampridine 4 PA; MO; syringe 20 mglml 30 days)
QL (60 per glatopa 4 PA; MO;
30 days) subcutaneous QL (12 per
dimethyl fumarate 4 PA; MO; syringe 40 mglml 28 days)
oral capsule,delayed QL (14 per HORIZANT 3 PA; MO;
release(drlec) 120 30 days) ORAL TABLET QL (30 per
mg EXTENDED 30 days)
dimethyl fumarate 4 PA; MO; RELEASE 300
oral capsule,delayed QL (120 per MG
release(drlec) 120 180 days) HORIZANT 3 PA; MO;
mg (14)- 240 mg ORAL TABLET QL (60 per
(46) EXTENDED 30 days)
dimethyl fumarate 4 PA; MO; RELEASE 600
oral capsule,delayed QL (60 per MG
release(drlec) 240 30 days) INGREZZA 4 PA: LA;
mg QL (30 per
donepezil 1 MO 30 days)
EVRYSDI 4 PA; MO; INGREZZA 4 PA; LA;
LA; QL INITIATION QL (28 per
(240 per 30 PACK 28 days)
days) KESIMPTA PEN 4  PA;MO;
EXELON PATCH 3 MO QL (1.6 per
FIRDAPSE 4  PA;LA 28 days)
galantamine 1 MO KEVEYIS 4 PA
GILENYA ORAL 4  PA; MO; MAVENCLAD 4 PATMO;
CAPSULE 0.5 MG QL (30 per (10 TABLET LA; QL (10
30 days) PACK) per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MAVENCLAD (4 4 PA; MO; MEMANTINE 3 PA; MO
TABLET PACK) LA; QL (4 ORAL
per 28 days) TABLETS,DOSE
MAVENCLAD (5 4  PA; MO; PACK
TABLET PACK) LA; QL (5 NAMENDA 3 PA; MO
per 28 days) ORAL TABLET
MAVENCLAD (6 4 PA; MO; NAMENDA 3 PA; MO
TABLET PACK) LA; QL (6 TITRATION PAK
per 28 days) NAMENDA XR 3 PA;MO
MAVENCLAD (7 4 PA; MO; ORAL
TABLET PACK) LA; QL (7 CAPSULE,SPRIN
per 28 days) KLE,ER 24HR
MAVENCLAD (8 4 PA; MO; NAMZARIC 2 PA; MO
TABLET PACK) LA; QL (8 NUEDEXTA 4 PA; MO
per 28 days) PONVORY 4 PA; MO;
MAVENCLAD (9 4 PA; MO; QL (30 per
TABLET PACK) LA; QL (9 30 days)
per 28 days) PONVORY 14- 4 PA;MO;
MAYZENT 4 PA;MO; DAY STARTER QL (14 per
ORAL TABLET QL (120 per PACK 180 days)
025 MG 30 days) RAZADYNE ER 3 MO
MAYZENT 4 PA; MO; vastiomi 1 MO
ORAL TABLET 2 QL (30 per rvastignune
MG 30 days) rivastigmine tartrate 1 MO
MAYZENT 4  PA;MO; RUZURGI 4 PA
STARTER PACK QL (12 per TECFIDERA 4 PA; MO;
180 days) ORAL LA; QL (14
memantine oral 1 PA; MO CAPSULE.DELA per 30 days)
capsule,sprinkle,er YED
24hr RELEASE(DR/EC
memantine oral 1 PA; MO ) 120 MG
solution
memantine oral 1 PA; MO

tablet

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

This drug list was updated in August 2021.
33


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TECFIDERA 4 PA; MO; ZEPOSIA 4 PA; MO;
ORAL LA; QL STARTER KIT QL (37 per
CAPSULE.DELA (120 per 30 days)
YED 180 days) ZEPOSIA 4 PA; MO;
RELEASE(DR/EC STARTER PACK QL (7 per
{\/[1 éo(z/é)G (14)- 240 30 days)
. . MUSCLE
TECFIDERA 4 PA; MO; RELAXANTS /
ORAL LA; QL (60
CAPSULE,DELA er 30 days) NI ITOTD
YED P Y IC THERAPY
RELEASE(DR/EC baclofen oral | MO
) 240 MG cyclobenzaprine 1 PA; MO
TEGSEDI 4 PA; MO; oral tablet
LA DANTRIUM 3 MO
tetrabenazine oral 4 PA; MO:; ORAL CAPSULE
tablet 12.5 mg QL (240 per 25 MG, 50 MG
30 days) dantrolene oral 1 MO
teZ’Zabe;azine oral 4 Pi; 1;/;(3, FEXMID 3 PA
tablet 25 mg ?0 d(a 9 per MESTINON 4 MO
MERITY 4 PA 1\}/10 ORAL
vu QL’(120’ or MESTINON 4 MO
30 dass) P TIMESPAN
NENAZINE 4 PA- MO: pyridostigmine 4 MO
ORAL TABLET L A" QL ’ bromide oral syrup
12.5 MG (240 per 30 PYRIDOSTIGMI 3 MO
days) NE BROMIDE
XENAZINE 4 PA; MO; ?()Rl\lié TABLET
ORAL TABLET LA; QL N
25 MG (120 per 30 pyridostigmine 1 MO
days) bromide oral tablet
ZEPOSIA 4 PAIMO; 60 mg
QL (30 per pyridostigmine 1 MO
30 days) bromide oral tablet
extended release
tizanidine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZANAFLEX 3 MO DILAUDID 3 MO; QL
NARCOTIC ORAL TABLET (180 per 30
ANALGESICS days)
. : endocet oral tablet 1 MO; QL
ace [i‘l”’”””"ghe”'mff 1 go% QrL30 10-325 mg, 5-325 (360 per 30
Mydroco da S)pe mg, 7.5-325 mg days)
y :
py—— { MO: OL fentanyl citrate 4 PA; MO;
dcetammmophen- :Q buccal lozenge on a QL (120 per
codeine oral solution (4500 per
120-12 melS mi d handle 1,200 mcg, 30 days)
12 mgls m 30 days) 1,600 meg, 400 meg,
acetaminophen- 1 MO; QL 600 mcg, 800 mcg
;ggin; 0ra13[000b_13€é 8360 )per 30 fentanyl citrate 1 PA; MO;
me. ays buccal lozenge on a QL (120 per
mg handle 200 mcg 30 days)
acetaminophen- 1 MO; QL FENTANYL 4 PA: QL
codeine oral tablet Ell 80 per 30 CITRATE (120 per 30
300-60 mg ays) BUCCAL days)
ACTIQ 4 PA;MO; TABLET,
QL (120 per EFFERVESCENT
30 days) fentanyl 1 PA; MO;
BELBUCA 2 PA; MO; transdermal patch QL (10 per
QL (60 per 72 hour 100 mcglhr, 30 days)
30 days) 12 mceglhr, 25
buprenorphine hcl 1 MO mcglhr, 37.5
sublingual mcglhour, 50
buprenorphine 1 PA; MO; meglhr, 62.5
transdermal patch QL (4 per mcglhour, 75
28 days) mcg/hr
BUTRANS 3 PA; MO; Jentanyl 4 PA;MO;
QL (4 per transdermal patch QL (10 per
codeine sulfate 1 MO; QL megTonr : :
(180 per 30 FENTORA 4 PA; MO;
days) %Ld(12(; per
DILAUDID 3 MO: QL ays
ORAL LIQUID (2400 per
30 days)

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

bitartrate, oral only, QL (90 per tablet extended QL (60 per

er 12hr 30 days) release 24 hr 30 days)

hydrocodone 4 PA; MO; HYSINGLA ER, 4 PA; MO;

bitartrate, oral QL (60 per ORAL QL (60 per

only,ext.rel.24 hr 30 days) ONLY,EXT.REL. 30 days)

100 mg, 120 mg 24 HR 100 MG,

hydrocodone 1 PA; MO; 120 MG, 80 MG

bitartrate, oral QL (60 per HYSINGLA ER, 3 PA; MO;

only,ext.rel.24 hr 20 30 days) ORAL QL (60 per

mg, 30 mg, 40 mg, ONLY,.EXT.REL. 30 days)

60 mg, 80 mg 24 HR 20 MG, 30

hydrocodone- 1 MO; QL MG, 40 MG, 60

acetaminophen oral (5550 per MG

solution 7.5-325 30 days) LAZANDA 4 PA; QL (45

mgl15 ml NASAL per 30 days)

hydrocodone- 1 MO; QL SPRAY,NON-

acetaminophen oral (390 per 30 AEROSOL 100

tablet 10-300 mg, 5- days) MCG/SPRAY

300 mg, 7.5-300 mg LAZANDA 4 PA; MO;

hydrocodone- 1 MO; QL NASAL QL (30 per

acetaminophen oral (360 per 30 SPRAY,NON- 30 days)

tablet 10-325 mg, 5- days) AEROSOL 400

325 mg, 7.5-325 mg MCG/SPRAY

hydrocodone- 1 MO; QL levorphanol tartrate 4 MO; QL

ibuprofen (50 per 30 (120 per 30
days) days)

hydromorphone 1 QL (240 per methadone oral 1 PA; MO;

(pf) injection 30 days) solution 10 mgl5 ml QL (600 per

solution 10 (mglml) 30 days)

(5ml), 10 mgiml methadone oral 1 PA; MO;

hydromorphone oral 1 MO; QL solution 5 mgl5 ml QL (1200

liquid (2400 per per 30 days)
30 days) methadone oral 1 PA; MO;

hydromorphone oral 1 MO; QL tablet 10 mg QL (120 per

tablet (180 per 30 30 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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methadone oral 1 PA; MO; oxycodone oral 1 MO; QL
tablet 5 mg QL (240 per capsule (360 per 30
30 days) days)
morphine | MO; QL oxycodone oral | MO; QL
concentrate oral (900 per 30 concentrate (180 per 30
solution days) days)
morphine oral 1 PA; MO; oxycodone oral 1 MO; QL
capsule, er QL (60 per solution (1200 per
multiphase 24 hr 30 days) 30 days)
morphine oral 1 PA; MO; oxycodone oral 1 MO; QL
capsule,extend.relea QL (90 per tablet 10 mg, 15 mg, (180 per 30
se pellets 30 days) 20 mg, 30 mg days)
morphine oral 1 MO; QL oxycodone oral 1 MO; QL
solution (900 per 30 tablet 5 mg (360 per 30
days) days)
morphine oral tablet 1 MO; QL OXYCODONE, 3 PA; QL (90
(180 per 30 ORAL ONLY, per 30 days)
days) EXT.REL.12 HR
morphine oral tablet 1 PA; MO; 10 MG, 15 MG, 20
extended release QL (120 per MG, 30 MG, 40
30 days) MG, 60 MG
MS CONTIN 4 PA; MO; OXYCODONE, 4 PA; QL (60
ORAL TABLET QL (120 per ORAL ONLY, per 30 days)
EXTENDED 30 days) EXT.REL.12 HR
RELEASE 100 80 MG
MG, 200 MG, 60 oxycodone- 1 MO; QL
MG acetaminophen oral (360 per 30
MS CONTIN 3 PA; MO: tablet 10-325 mg, days)
ORAL TABLET QL (120 per 2.5-325 mg, 5-325
EXTENDED 30 days) mg, 7.5-325 mg
RELEASE 15 MG, OXYCONTIN, 2 PA; MO;
30 MG ORAL ONLY, QL (90 per
OXAYDO 4 MO; QL EXT.REL.12 HR 30 days)
(360 per 30 10 MG, 15 MG, 20
days) MG, 30 MG, 40
MG, 60 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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OXYCONTIN, 4 PA; MO; NON-
ORAL ONLY, QL (60 per NARCOTIC
gOXl\”l;IgR}EL 12 HR 30 days) ANALGESICS
oxymorphone oral 1 MO; QL ARTHROTEC 50 . ST; MO
tablet 10 mg (360 per 30 ARTHROTEC 75 3 ST;MO
days) buprenorphine- 1 MO; QL
oxymorphone oral 1 MO; QL naloxone sublingual (60 per 30
tablet 5 mg (180 per 30 film 12-3 mg days)
days) buprenorphine- 1 MO; QL
oxymorphone oral 1 PA: MO: naloxone sublingual (360 per 30
tablet extended QL (90 per film 2-0.5 mg days)
release 12 hr 30 days) buprenorphine- 1 MO; QL
PERCOCET 3 MO:; QL naloxone sublingual (90 per 30
(360 per 30 film 4-1 mg, 8-2 mg days)
days) buprenorphine- 1 MO:; QL
prolate oral tablet 1 QL (390 per naloxone sublingual (360 per 30
30 days) tablet 2-0.5 mg days)
ROXICODONE g MO; QL buprenorphine- 1 MO; QL
ORAL TABLET (180 per 30 naloxone sublingual (90 per 30
15 MG, 30 MG days) tablet 8-2 mg days)
ROXICODONE B QL (360 per butorphanol nasal 1 MO; QL
ORAL TABLET 5 30 days) (10 per 28
MG days)
SUBSYS 4 PA: MO: CAMBIA 3 ST; MO;
QL (120 per QL (9 per
30 days) 30 days)
TREZIX 3 MO:; QL CELEBREX 3 MO
(300 per 30 celecoxib 1 MO
days) CONZIP 3 PA; MO;
XTAMPZA ER 3 PA; MO; QL (30 per
QL (90 per 30 days)
30 days) DAYPRO 3 ST; MO
DICLOFENAC 3 PA; QL (60
EPOLAMINE per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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diclofenac 1 MO ketoprofen oral 1 MO
potassium capsule 25 mg
diclofenac sodium | MO ketoprofen oral |
oral capsule 50 mg, 75
diclofenac sodium 1 MO; QL mg
topical drops (300 per 28 ketoprofen oral | MO
days) capsule,ext rel.
diclofenac sodium 1 MO; QL pellets 24 hr 200 mg
topical gel 1 %% (1000 per KETOROLAC 3 ST
28 days) NASAL
diclofenac- 1 MO KLOXXADO 2
misoprostol LICART 3 PA;MO;
diflunisal 1 MO QL (30 per
DUEXIS 3 ST;MO 30 days)
etodolac 1 MO LODINE ORAL 3 ST
FELDENE 3 ST; MO TABLET
FENOPROFEN 3 ST; MO LUCEMYRA 4 PA; MO
ORAL CAPSULE meclofenamate | MO
400 MG mefenamic acid | MO
fenoprofen oral 1 MO meloxicam oral 1 MO
tablet tablet 15 mg
FLECTOR 3 PA; MO; meloxicam oral 1 MO; QL
QL (60 per tablet 7.5 mg (30 per 30
30 days) days)
Sflurbiprofen oral | MO meloxicam | MO
tablet 100 mg submicronized oral
ibu oral tablet 600 1 MO capsule 10 mg
mg, 800 mg meloxicam 1 MO; QL
ibuprofen oral 1 MO submicronized oral (30 per 30
suspension capsule 5 mg days)
ibuprofen oral tablet | MO MOBIC ORAL 3 ST; MO
400 mg, 600 mg, TABLET 15 MG
800 mg MOBIC ORAL 3 ST; MO;
INDOCIN 4 MO TABLET 7.5 MG QL (30 per
RECTAL 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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nabumetone | MO NUCYNTA 3 MO; QL
NALFON ORAL 3 ST; MO ORAL TABLET (181 per 30
CAPSULE 400 100 MG days)
MG NUCYNTA 3 MO; QL
NALFON ORAL 3 ST;MO ORAL TABLET (362 per 30
TABLET 50 MG days)
naloxone injection 1 MO NUCYNTA 3 MO; QL
solution ORAL TABLET (242 per 30
naloxone injection 1 MO S MG days)
syringe oxaprozin 1 MO
naltrexone 1 MO PENNSAID 4 ST; MO;
: TOPICAL QL (224 per

NAPRELAN CR 3 ST; MO SOLUTION IN 28 days)
naproxen oral | MO METERED-DOSE
suspension PUMP
naproxen oral tablet 1 MO piroxicam 1 MO
naproxen oral S MO RELAFEN DS 4 ST;MO
tablet,delaye
release (drlec) 375 SPRIX 4 ST
mg SUBOXONE 3 MO; QL
navroxen ordl 1 SUBLINGUAL (60 per 30

P FILM 12-3 MG days)
tablet,delayed
release (drlec) 500 SUBOXONE 3 MO; QL
mg SUBLINGUAL (360 per 30
naproxen sodium 1 MO FILM 2-0.5 MG days)
oral tablet 275 mg, SUBOXONE 3 MO:; QL
550 mg SUBLINGUAL (90 per 30
naproxen sodium 1 MO FILM 4-1 MG, 8-2 days)

MG
oral tablet, er :
multiphase 24 hr sulindac 1 MO
375 mg, 500 mg TRAMADOL 3 PA; MO;
naproxen- 4 MO ORAL QL (30 per
esomeprazole CAPSULE,ER 30 days)
NARCAN 2 MO WEHASE 24 HR
NUCYNTA ER 3 PA; MO;
QL (60 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TRAMADOL 3 PA; MO; ZORVOLEX 3 ST; MO
ORAL QL (30 per ZUBSOLV 2 MO:;QL
CAPSULE,ER 30 days) SUBLINGUAL (30 per 30
BIPHASE 24 HR TABLET 0.7-0.18 days)
25-75 100 MG, 200 MG, 1.4-0.36 MG,
MG 11.4-2.9 MG, 2.9-
TRAMADOL 3 MO; QL 0.71 MG, 5.7-1.4
ORAL TABLET (120 per 30 MG
100 MG days) ZUBSOLV 2 MO; QL
tramadol oral tablet 1 MO; QL SUBLINGUAL (60 per 30
50 mg (240 per 30 TABLET 8.6-2.1 days)
days) MG
tramadol oral tablet 1 PA; MO; PSYCHOTHER
extended release 24 QL (30 per APEUTIC
hr 30 days) DRUGS
chl;zctldeo'rl Zjlilphase 1 1()21}‘:’ (%%er ABILIFY 4 MO: QL (1
’ MAINTENA 2
240 30 days) ABIIE\IIFYN 4 pe]i deaYS)
tramadol- 1 MO; QL QL (30 per
; MYCITE 30 days)
acetaminophen (240 per 30
days) ABILIFY ORAL 4 MO; QL
ULTRACET 3 MO: QL TABLET 513210 f)er 30
(240 per 30 Y
days) ADDERALL 3 MO
ORAL TABLET
ULTRAM 3 MO:QL 20 MG, 5 MG, 7.5
(240 per 30 MG
days)
R R R L
VIVITROL 4 MO ADZENYS XR STj MO
VIVLODEX 3  ST;MO ODT ) ’
ORAL CAPSULE
VIVLODEX 3 ST; MO:; éa f)er
ORAL CAPSULE QL (30 per Y
ZIPSOR 3 ST;MO (30 per
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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amitriptyline 1 MO ARISTADA 4 MO; QL
amoxapine 1 MO INTRAMUSCUL (2.4 per 28
AR days)
AMPHETAMINE 3 ST SUSPENSION.EX
amphetamine 1 PA; MO TENDED REL
sulfate SYRING 662
ANAFRANIL MO MG/2.4 ML
APLENZIN MO:; QL ARISTADA 4 MO; QL
(30 per 30 INTRAMUSCUL (3.2 per 28
days) AR days)
APTENSIO XR 3 ST;MO %g;%ggf&m
ar;p;]?razole oral 1 MO SYRING 882
%0 .u‘zon MG/3.2 ML
aripiprazole oral 1 MO; QL armodafinil 1 PA: MO:
tablet (30 per 30
days) QL (30 per
_ Y 30 days)
arpip ra;qle oral . 4 MO; QL asenapine maleate 1 MO; QL
tablet,disintegrating (60 per 30
days) (60 per 30
days)
ﬁ\IRIITSIgAD A 4 ?jg’ A ATIVAN ORAL 3 PA;MO;
i Sl)°e TABLET 0.5 MG, QL (90 per
y 1 MG 30 days)
IIAI\II{”I}IS{TA?\/I[)UAS CUL . ?;[8’ QrLS 6 ATIVAN ORAL 3 PA; MO;
AR da‘ysl)’e TABLET 2 MG QL (150 per
SUSPENSION,EX 30 days)
TENDED REL atomoxetine oral 1 MO; QL
SYRING 1,064 capsule 10 mg, 18 (60 per 30
MG/3.9 ML mg, 25 mg, 40 mg days)
ARISTADA 4 MO; QL atomoxetine oral 1 MO; QL
INTRAMUSCUL (1.6 per 28 capsule 100 mg, 60 (30 per 30
AR days) mg, 80 mg days)
SUSPENSION,EX BELSOMRA 3 MO:; QL
TENDED REL (30 per 30
SYRING 441 days)
MG/1.6 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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BRISDELLE 3 MO; QL clonidine hcl oral | MO
(30 per 30 tablet extended
days) release 12 hr
bupropion hcl oral | MO clorazepate | PA; MO;
tablet dipotassium oral QL (180 per
bupropion hcl oral 1 MO; QL tablet 15 mg 30 days)
tablet extended (90 per 30 clorazepate 1 PA; MO;
release 24 hr 150 mg days) dipotassium oral QL (90 per
bupropion hcl oral 1 MO; QL tablet 3.75 mg 30 days)
tablet extended (30 per 30 clorazepate 1 PA; MO;
release 24 hr 300 mg days) dipotassium oral QL (360 per
BUPROPION 3 MO; QL tablet 7.5 mg 30 days)
HCL ORAL (30 per 30 clozapine 1
TABLET days) CLOZARIL 4
EXTENDED ORAL TABLET
RELEASE 24 HR 100 MG, 200 MG
HOMG CLOZARIL 3
bupropion hcl oral 1 MO; QL ORAL TABLET
tablet sustained- (60 per 30 25 MG, 50 MG
releatse 12 hr days) CONCERTA ST: MO
buspirone S VO COTEMPLA XR- ST; MO
CAPLYTA 4 MO; QL ODT
(30 per 30 CYMBALTA 3 MO; QL
days)
(60 per 30
CELEXA ORAL 3 MO; QL days)
TABLET Sa(;ger 30 DAYTRANA ST; MO
chlorpromazine oral 1 MO DAYVIGO MO; QL
(30 per 30
tablet
: days)
cztalo_pram oral 1 MO desipramine 1 MO
solution
citalopram oral 1 MO; QL DESOXYN 3 PA; MO
tablet (30 per 30
days)
clomipramine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DESVENLAFAXI 3 MO; QL DRIZALMA 3 MO; QL
NE ORAL (120 per 30 ORAL CAPSULE, (60 per 30
TABLET days) DELAYED REL days)
EXTENDED SPRINKLE 20
RELEASE 24 HR MG, 30 MG, 60
100 MG MG
DESVENLAFAXI 3 MO; QL DRIZALMA 3 MO; QL
NE ORAL (30 per 30 ORAL CAPSULE, (90 per 30
TABLET days) DELAYED REL days)
EXTENDED SPRINKLE 40
RELEASE 24 HR MG
S0 MG duloxetine oral 1 MO; QL
desvenlafaxine 1 MO; QL capsule,delayed (60 per 30
succinate (30 per 30 release(drlec) 20 days)
days) mg, 30 mg, 60 mg
DEXEDRINE 3 ST; MO duloxetine oral 1 MO; QL
SPANSULE capsule,delayed (90 per 30
dexmethylphenidate 1 MO release(drlec) 40 days)
dextroamphetamine 1 MO g
. DYANAVEL XR 3 ST; MO
dextroamphetamine 1 MO
-amphetamine glliiELXOR XR 3 ?;[(?’ Q%O
. per
diazepam oral 1 PA; MO;
conce{;trate QL (240 per CAPSULE,EXTE days)
30 days) NDED RELEASE
ays 24HR 150 MG,
diazepam oral 1 PA; MO; 37.5 MG
S(i”’;fl’o/” ? )mg/ 5 ml Qel; %232 ) EFFEXOR XR 3 MO:QL
gim P y ORAL (90 per 30
diazepam oral tablet 1 PA; MO; CAPSULE,EXTE days)
QL (120 per NDED RELEASE
30 days) 24HR 75 MG
doxepin oral capsule 1 MO EMSAM 4 MO
doxepin oral 1 MO ergoloid 1 MO
concen'trale escitalopram 1 MO
doxepin oral tablet 1 MO; QL oxalate oral solution
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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escitalopram | MO; QL fluoxetine oral | MO; QL (4
oxalate oral tablet (30 per 30 capsule,delayed per 28 days)
days) release(drlec)
eszopiclone | MO; QL fluoxetine oral | MO
(30 per 30 solution
days) fluoxetine oral 1 MO; QL
EVEKEO PA; MO tablet 10 mg (240 per 30
EVEKEO ODT PA; MO days)
FANAPT ORAL MO; QL fluoxetine oral 1 MO; QL
TABLET | MG, 2 (60 per 30 tablet 20 mg (120 per 30
MG, 4 MG days) days)
FANAPT ORAL 4 MO; QL fluoxetine oral 1 MO; QL
TABLET 10 MG, (60 per 30 tablet 60 mg (30 per 30
12 MG, 6 MG, 8 days) days)
MG fluphenazine 1 MO
FANAPT ORAL 3 MO; QL (8 decanoate
TABLETS,DOSE per 28 days) fluphenazine hcl 1 MO
PACK fluvoxamine oral 1 MO; QL
FETZIMA ORAL 2 MO; QL capsule,extended (60 per 30
CAPSULE,EXT (28 per 28 release 24hr days)
REL 24HR DOSE days) Sfluvoxamine oral 1 MO; QL
PACK tablet 100 mg (90 per 30
FETZIMA ORAL 2 MO; QL days)
CAPSULE.EXTE (30 per 30 Sfluvoxamine oral 1 MO; QL
NDED RELEASE days) tablet 25 mg (30 per 30
24 HR days)
fluoxetine (pmdd) 1 QL (240 per fluvoxamine oral 1 MO:; QL
oral tablet 10 mg 30 days) tablet 50 mg (60 per 30
fluoxetine (pmdd) 1 QL (120 per days)
oral tablet 20 mg 30 days) FOCALIN 3 MO
fluoxetine oral 1 MO; QL FOCALIN XR 3 ST; MO
;:};Ipsule 10 mg, 20 513210 f)er 30 FORFIVO XL 3 MO: QL
£ Y (30 per 30
fluoxetine oral 1 MO; QL days)
capsule 40 mg (60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GEODON 3 MO INVEGA ORAL 4 MO:; QL
INTRAMUSCUL TABLET (30 per 30
AR EXTENDED days)
GEODON ORAL 3 MO;QL RELEASE 24HR
CAPSULE 20 MG (60 per 30 1.5MG, 3 MG, 9
days) MG
GEODON ORAL 4  MO;QL INVEGA ORAL 4 MO;QL
CAPSULE 40 MG, (60 per 30 TABLET (60 per 30
60 MG, 80 MG days) EXTENDED days)
HALDOL MO 1l\{/IFéJEASE 24HR 6
ESIC“ADSS ATE MO INVEGA 4 MO; QL
: SUSTENNA (0.75 per 28
haloperidol 1 MO INTRAMUSCUL days)
haloperidol | MO AR SYRINGE 117
decanoate MG/0.75 ML
intramuscular INVEGA 4 MO:; QL (1
solution 100 mgimil, SUSTENNA per 28 days)
100 mglml (1 ml), INTRAMUSCUL
50 mglml AR SYRINGE 156
haloperidol 1 MG/ML
decanoate INVEGA 4  MO;QL
intramuscular SUSTENNA (1.5 per 28
solution 50 INTRAMUSCUL days)
mglml(1ml) AR SYRINGE 234
haloperidol lactate 1 MO MG/1.5 ML
injection INVEGA 2 MO; QL
haloperidol lactate 1 MO SUSTENNA (0.25 per 28
oral INTRAMUSCUL days)
HETLIOZ 4  PA;MO; AR SYRINGE 39
QL (30 per MG/0.25 ML
30 days) INVEGA 4 MO; QL
HETLIOZ LQ 4 PA: MO; SUSTENNA (0.5 per 28
QL (158 per INTRAMUSCUL days)
30 days) AR SYRINGE 78
imipramine hcl 1 MO MG/0.5 ML
imipramine pamoate 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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INVEGA 4 MO; QL lorazepam intensol | PA; QL
TRINZA (0.88 per 90 (150 per 30
INTRAMUSCUL days) days)
AR SYRINGE 273 lorazepam oral 1 PA; MO;
MG/0.875 ML tablet 0.5 mg, 1 mg QL (90 per
INVEGA 4 MO; QL 30 days)
TRINZA (1.32 per 90 lorazepam oral 1 PA; MO;
INTRAMUSCUL days) tablet 2 mg QL (150 per
AR SYRINGE 410 30 days)
MG/1.315 ML . .
INVEGA i MO: OL loxapine succinate 1 MO
TRINZA (1.75 per 90 LUNESTA & z{(? ;e%o
INTRAMUSCUL days) q p)
AR SYRINGE 546 ays
MG/1.75 ML MARPLAN 3 MO
INVEGA 4 MO:; QL methamphetamine 1 PA; MO
TRINZA (2.63 per 90 METHYLIN 3 MO
INTRAMUSCUL days) ORAL
AR SYRINGE 819 SOLUTION
MG/2.625 ML methylphenidate hcl 1 MO
JORNAY PM ST; MO oral cap,er
KAPVAY MO sprinkle,biphasic 40-
LATUDA ORAL MO; QL 00 :
TABLET 120 MG, (30 per 30 methylphenidate hcl 1 MO
20 MG, 40 MG, 60 days) oral capsule, er
MG biphasic 30-70
LATUDA ORAL 4 MO:; QL methylphenidate hcl 1 MO
TABLET 80 MG (60 per 30 oral capsule, er

days) biphasic 50-50
LEXAPRO ORAL 3 MO:; QL methylphenidate hcl 1 MO
TABLET (30 per 30 oral solution

days) methylphenidate hcl 1 MO
lithium carbonate 1 MO oral tablet
lithium citrate oral 1 MO methylphenidate hel 1 MO
solution 8 meql5 ml oral tablet extended
LITHOBID 3 MO release

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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methylphenidate hcl 1 NUPLAZID 4 PA; MO;
oral tablet extended ORAL CAPSULE QL (30 per
release 24hr 18 mg 30 days)
(bx rating), 27 mg NUPLAZID 4 PA;MO;
(bx rating), 36 mg ORAL TABLET QL (30 per
(bx ratl.ng), 54 mg 10 MG 30 days)
(bx rating) NUVIGIL 3 PA; MO;
methylphenidate hcl 1 MO QL (30 per
oral tablet extended 30 days)
release 24hr 18 mg, .
27 mg, 36 mg, 54 olanzapine 1 MO
mg ’ ’ intramuscular
METHYLPHENI 3 ST;MO olanzapine oral 1 z[(? : S%o
DATE HCL g p)
ORAL TABLET ays
EXTENDED olanzapine- 1 MO
RELEASE 24HR Jluoxetine
72 MG paliperidone oral | MO; QL
methylphenidate hcl 1 MO tablet extended (30 per 30
oral tablet,chewable release 24hr 1.5 mg, days)
mirtazapine 1 MO 3 mg 9'mg
modafinil oral tablet 1 PA; MO; paliperidone oral I MO: QL
100 m QL (30 per tablet extended (60 per 30
g 30 days)p release 24hr 6 mg days)
modafinil oral tablet 1 PA; MO; PAMELOR MO
200 mg QL (60 per PARNATE MO
30 days) paroxetine hcl oral 1 MO; QL
molindone 1 MO tablet 10 mg, 20 mg, (30 per 30
MYDAYIS 3 ST;MO 40 mg o 1 iZ(Y)S)QL
paroxetine hcl ora ;
NARDIL & MO tablet 30 mg (60 per 30
nefazodone 1 MO days)
NORPRAMIN 3 MO paroxetine hcl oral 1 MO; QL
ORAL TABLET tablet extended (60 per 30
10 MG, 25 MG release 24 hr days)
nortriptyline 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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paroxetine | MO; QL PROZAC ORAL MO; QL
mesylate(menop.sy (30 per 30 CAPSULE 10 MG, (30 per 30
m) days) 20 MG days)
PAXIL CR 3 MO; QL PROZAC ORAL MO; QL
(60 per 30 CAPSULE 40 MG (60 per 30
days) days)
PAXIL ORAL 3 MO QELBREE ORAL ST; MO;
SUSPENSION CAPSULE.EXTE QL (30 per
PAXIL ORAL 3 MO; QL NDED RELEASE 30 days)
TABLET 10 MG, (30 per 30 24HR 100 MG, 150
20 MG, 40 MG days) MG
PAXIL ORAL 3 MO; QL QELBREE ORAL ST; MO;
TABLET 30 MG (60 per 30 CAPSULE,EXTE QL (60 per
days) NDED RELEASE 30 days)
; 24HR 200 MG
perphenazine 1 MO - l MO: OL
: quetiapine ora ;
PERSERIS 4 MO; QL (1 tablet 100 mg, 200 (90 per 30
per 30 days) mg, 25 mg, 50 mg days)
PEXEVA ORAL 3 MO; QL — :
TABLET 10 MG, (30 per 30 quetiapine oral MO; QL
20 MG. 40 MG days) tablet 300 mg, 400 (60 per 30
mg days)
PEXEVA ORAL 3 MO; QL — :
TABLET 30 MG (60 per 30 quetiapine oral MO; QL
days) tablet extended (30 per 30
release 24 hr 150 days)
phenelzine 1 MO mg, 200 mg
pimozide 1 MO quetiapine oral MO; QL
PRISTIQ 3 MO; QL tablet extended (60 per 30
(30 per 30 release 24 hr 300 days)
days) mg, 400 mg, 50 mg
procentra 1 MO QUILLICHEW ST; MO
protriptyline 1 MO ER
PROVIGILORAL 4  PA;MO; QUILLIVANT XR ST; MO
TABLET 100 MG QL (30 per ramelteon MO; QL
30 days) (30 per 30
PROVIGIL ORAL 4 PA; MO; days)
TABLET 200 MG QL (60 per RELEXXII ST; MO
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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REMERON 3 MO risperidone oral 1 MO
ORAL TABLET solution
15 MG, 30 MG risperidone oral | MO; QL
REMERON 3 MO tablet 0.25 mg, 0.5 (60 per 30
SOLTAB mg, 1 mg, 2 mg, 3 days)
REXULTI 4 MO; QL mg

(30 per 30 risperidone oral 1 MO; QL

days) tablet 4 mg (120 per 30
RISPERDAL 2 MO;QL(2 days)
CONSTA per 28 days) risperidone oral 1 MO; QL
INTRAMUSCUL tablet,disintegrating (60 per 30
AR 0.25mg, 0.5 mg, 1 days)
SUSPENSION,EX mg, 2 mg, 3 mg
TENDED REL risperidone oral 1 MO; QL
RECON 12.5 tablet,disintegrating (120 per 30
MG/2 ML, 25 4mg days)
1\R/[I(;I/’zEltlfII;AL 4 MO; QL (2 RITALIN : MO
CONSTA per 28 days) RITALIN LA 3 ST; MO
INTRAMUSCUL ROZEREM 3 MO; QL
AR (30 per 30
SUSPENSION,EX days)
TENDED REL SAPHRIS 3 MO; QL
RECON 37.5 (60 per 30
MG/2 ML, 50 days)
MG/2 ML SECUADO 4  MO;QL
RISPERDAL 3 MO (30 per 30
ORAL days)
SOLUTION SEROQUEL 3 MO;QL
RISPERDAL 3 MO; QL ORAL TABLET (90 per 30
ORAL TABLET (60 per 30 100 MG, 200 MG, days)
0.5 MG, 1 MG, 2 days) 25 MG, 50 MG
MG, 3 MG SEROQUEL 3 MO;QL
RISPERDAL 3 MO; QL ORAL TABLET (60 per 30
ORAL TABLET 4 (120 per 30 300 MG, 400 MG days)
MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SEROQUEL XR 3 MO; QL thiothixene 1 MO
ORAL TABLET (30 per 30 TRANXENE T- 3 PA;MO;
EXTENDED days) TAB QL (360 per
RELEASE 24 HR 30 days)
150 MG, 200 MG ;
tranylcypromine | MO
SEROQUEL XR 3 MO; QL razod 1 MO
ORAL TABLET (60 per 30 razodone
EXTENDED days) trifluoperazine 1 MO
RELEASE 24 HR trimipramine | MO
300 MG, 400 MG, TRINTELLIX 2 MO;QL
50 MG (30 per 30
sertraline oral 1 MO days)
concentrate VALIUM 3 PA;MO;
sertraline oral tablet 1 MO; QL QL (120 per
100 mg, 50 mg (60 per 30 30 days)
days) venlafaxine oral 1 MO; QL
sertraline oral tablet 1 MO; QL capsule,extended (30 per 30
25 mg (30 per 30 release 24hr 150 days)
days) mg, 37.5 mg
SILENOR 3 MO; QL venlafaxine oral | MO; QL
(30 per 30 capsule,extended (90 per 30
days) release 24hr 75 mg days)
STRATTERA 3 MO; QL venlafaxine oral 1 MO; QL
ORAL CAPSULE (60 per 30 tablet (90 per 30
10 MG, 18 MG, 25 days) days)
MG, 40 MG venlafaxine oral 1 MO; QL
STRATTERA 3 MO; QL tablet extended (30 per 30
ORAL CAPSULE (30 per 30 release 24hr days)
100 MG, 60 MG, days) VERSACLOZ 4
80 MG VIIBRYD ORAL 2 MO; QL
SUNOSI 3 PAIMO; TABLET (30 per 30
QL (30 per days)
30 days) :
VIIBRYD ORAL 2 MO; QL
SYMBYAX 3 MO TABLETS,DOSE (30 per 30
ORAL CAPSULE PACK 10 MG (7)- days)
3-25 MG, 6-25 MG 20 MG (23)
thioridazine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VRAYLAR ORAL 4 MO; QL zenzedi oral tablet | MO
CAPSULE (30 per 30 10 mg, 5 mg
days) ZENZEDI ORAL 3 MO
VRAYLAR ORAL 3 MO; QL (7 TABLET 15 MG,
CAPSULE,DOSE per 30 days) 2.5 MG, 20 MG, 30
PACK MG, 7.5 MG
VYVANSE 3 ST; MO ziprasidone hcl 1 MO; QL
WAKIX 4 PA; MO; (60 per 30
LA; QL (60 days)
per 30 days) ziprasidone 1
WELLBUTRIN 3 MO; QL mesylate
SR (60 per 30 ZOLOFT ORAL 3 MO
days) CONCENTRATE
WELLBUTRIN 3 MO; QL ZOLOFT ORAL 3 MO; QL
XL ORAL (90 per 30 TABLET 100 MG, (60 per 30
TABLET days) 50 MG days)
EXTENDED ZOLOFT ORAL 3 MO; QL
RELEASE 24 HR TABLET 25 MG (30 per 30
150 MG days)
WELLBUTRIN 3 MO; QL zolpidem oral 1 MO; QL
XL ORAL (30 per 30 (30 per 30
TABLET days) days)
EXTENDED
RELEASE 24 HR ZOLPIMIST 3 ?;1(7), QL30
300 MG da‘ysl)’er
XYREM 4 g’i; (151/?0; o ZYPREXA 3 MO
b INTRAMUSCUL
30 days) AR
XYWAV g g‘i; (Igfg N ZYPREXA ORAL 3 MO: QL
30 davs) P TABLET 10 MG, (30 per 30
y 2.5 MG, 5 MG, 7.5 days)
zaleplon oral 1 MO; QL MG
capsule 10 mg Efao f)er 30 ZYPREXAORAL 4  MO; QL
Y TABLET 15 MG, (30 per 30
zaleplon oral 1 MO; QL 20 MG days)
capsule 5 mg (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZYPREXA 2 MO; QL (2 pacerone oral tablet | MO
RELPREVV per 28 days) 100 mg, 200 mg,
INTRAMUSCUL 400 mg
AR SUSPENSION propafenone 1 MO
FOR uinidine gluconate 1 MO
RECONSTITUTI panes
ON 210 MG orar
ZYPREXA ZYDIS 3  MO; QL q“”}’tdlgf f”lf ate . MO
ORAL (30 per 30 orar tavke
TABLET,DISINT days) RYTHMOL SR 3 MO
EGRATING 10 sorine oral tablet 1 MO
MG, 5 MG 120 mg, 160 mg, 80
ZYPREXA ZYDIS 4 MO; QL mg
ORAL (30 per 30 sorine oral tablet |
TABLET,DISINT days) 240 mg
EGRATING 15 sotalol af 1
MG, 20 MG sotalol oral 1 MO
CARDIOVAS SOTYLIZE 3 MO
CULAR, TIKOSYN 3 MO
HYPERTENSI ANTIHYPERTE
OAWARIYIIN] NSIVE
ANTIARRHYTH THERAPY
MIC AGENTS ACCUPRIL 3 MO
amiodarone oral 1 ACCURETIC 3 MO
tablet 100 mg, 400 acebutolol 1 MO
mg ALDACTAZIDE 3 MO
amiodarone oral 1 MO ALDACTONE 3 MO
tablet 200 mg o i MO
BETAPACE AF 3 MO iiT”:gE |
dofetilide 1 MO — i MO
flecainide 1 MO amz. orz. ¢

ot 1 MO amiloride- 1 MO
mexiletine hydrochlorothiazide
MULTAQ 3 MO amlodipine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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amlodipine- | MO captopril | MO
benazepril CARDIZEM CD 3 MO
amlodipine- I MO CARDIZEM LA 3 MO
olmesartan CARDIZEM 3 MO
amlodipine- 1 MO ORAL TABLET
valsartan 120 MG, 30 MG,
amlodipine- | MO 60 MG
valsartan-hcthiazid CARDURA 3 ST; MO;
ATACAND 3 ST; MO ORAL TABLET 1 QL (30 per
ATACANDHCT 3  ST; MO MG, 2 MG, 4 MG 30 days)
atenolol 1 MO CARDURA 3 ST; MO;
p— i MO S/IléAL TABLET 8 %Ld(60 )per
chlorthalidone o
AVALIDE 3 ST; MO CARDURA XL . ETL é\;{oo I;er
AVAPRO 3 ST; MO 30 days)
AZOR 3 ST; MO CAROSPIR 3 MO
benazepril 1 MO cartia xt 1 MO
benazepril- o 1 MO carvedilol 1 MO
hydrochlorothiazide carvedilol phosphate 1
BENICAR 3 ST,MO CATAPRES-TTS- 3 MO; QL (4
BENICAR HCT 3 ST; MO 1 per 28 days)
betaxolol oral 1 MO chlorthalidone oral 1 MO
BIDIL 2 MO; QL tablet 25 mg, 50 mg

(180 per 30 clonidine 1 MO;QL 4

days) per 28 days)
bisoprolol fumarate 1 MO clonidine hcl oral 1 MO
bisoprolol- 1 MO tablet
hydrochlorothiazide COREG 3 MO
bumetanide 1 MO COREG CR 3 MO
BYSTOLIC 2 MO CORGARD 3 MO
CALAN SR 3 MO COZAAR 3 ST; MO
candesartan 1 MO DEMSER 4 PA; MO
candesartan- 1 MO DIBENZYLINE 4  PA;MO
hydrochlorothiazid

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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diltiazem hcl oral 1 MO enalapril- 1 MO
capsule,extended hydrochlorothiazide
release 12 hr eplerenone 1 MO
diltiazem hcl oral 1 MO ethacrynic acid 1 MO
capsule,extended :
release 24 hr 360 EXFORGE : ST; MO
mg, 420 mg EXFORGE HCT 3 ST; MO
diltiazem hcl oral 1 felodipine 1 MO
capsule,extended fosinopril 1 MO
release 24hr 120 fosinopril- 1 MO
mg, 180 mg, 240 hydrochlorothiazide
mg, 300 mg furosemide injection 1 MO
diltiazem hcl oral 1 MO .
furosemide oral 1 MO
tablet .
solution 10 mglml,
diltiazem hcl oral 1 40 mgl5 ml (8
tablet extended mglml)
release 24 hr 180 furosemide oral 1 MO
mg, 240 mg, 300
tablet
mg, 360 mg :
dilixr 1 MO hydralazine or'al | 1 MO
DIOVAN 3 ST: MO hydrochlorothiazide 1 MO
DIOVAN HCT 3 ST;MO HYZAAR 5 SLMO
DIURIL 3 MO indapamide 1 MO
doxazosin oral 1 MO; QL INDERAL LA . MO
tablet 1 mg, 2 mg, 4 (30 per 30 INNOPRAN XL 3 MO
mg days) INSPRA 3 MO
doxazosin oral 1 MO; QL irbesartan 1 MO
tablet 8§ mg (60 per 30 irbesartan- 1 MO
days) hydrochlorothiazide
DUTOPROL 3 MO isradipine 1 MO
DYRENIUM 3 MO KAPSPARGO 3 MO
EDARBI 2 MO SPRINKLE
EDARBYCLOR 2 MO KATERZIA 3 MO
EDECRIN 4 MO labetalol oral 1 MO
enalapril maleate 1 MO LASIX 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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lisinopril 1 MO nicardipine oral 1 MO
lisinopril- 1 MO nifedipine oral 1 MO
hydrochlorothiazide tablet extended
LOPRESSOR 3 MO release
ORAL nifedipine oral 1 MO
losartan 1 MO tablet extended
losartan- 1 MO release 24hr
hydrochlorothiazide nimodipine 1 MO
LOTENSIN 3 MO nisoldipine | MO
ORAL TABLET NORVASC 3 MO
10 MG, 20 MG, 40 NYMALIZE 4
MG ORAL SYRINGE
LOTREL ORAL 3 MO 60 MG/10 ML
CAPSULE 10-20 olmesartan 1 MO
MG, 10-40 MG, 5-
10 MG. 5-20 MG olmesartan- 1 MO

— amlodipin-hcthiazid
matzim la ! MO olmesartan- 1 MO
MAXZIDE 3 MO hydrochlorothiazide
MAXZIDE-25MG 3 MO ORENITRAM 3 PA;MO
methyldopa 1 MO ORAL TABLET
metolazone | MO EXTENDED
metoprolol 1 MO RELEASE 0.125

. MG
succinate
metonrolol ta- 1 MO ORENITRAM 4 PA; MO
ot ORAL TABLET

yarochiorotiaz EXTENDED

metoprolol tartrate 1 MO RELEASE 0.25
oral MG, 1 MG, 2.5
metyrosine 4 PA; MO MG, 5 MG
MICARDIS 3 ST; MO perindopril | MO
MICARDIS HCT 3  ST;MO erbumine
MINIPRESS 3 MO phenoxybenzamine 4 PA; MO
minoxidil oral 1 MO pindolol 1 MO
moexipril 1 MO prazosin 1 MO
nadolol 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PRINIVIL ORAL 3 MO terazosin oral | MO; QL
TABLET 20 MG capsule 10 mg (60 per 30
PROCARDIA XL 3 MO days)
propranolol oral 1 MO tiadylt er 1 MO
QBRELIS 3 MO TIAZAC 3 MO
quinapril 1 MO timolol maleate oral 1 MO
quinapril- 1 MO TOPROL XL 3 MO
hydrochlorothiazide torsemide oral 1 MO
ramipril 1 MO trandolapril 1 MO
spironolactone 1 MO trandolapril- 1 MO
spironolacton- 1 MO verapamil
hydrochlorothiaz treprostinil sodium 4 PA; MO;
SULAR ORAL 3 MO LA
TABLET triamterene | MO
EXTENDED triamterene- 1 MO
RELEASE 24 HR hydrochlorothiazid
II\ZCE/IG’ 34 MG, 8.5 oral capsule 37.5-25
mg
taztia Xt 1 MO triamterene- 1 MO
TEKTURNA 3 MO hydrochlorothiazid
TEKTURNAHCT 2 MO oral tablet
telmisartan 1 MO TRIBENZOR 3 ST; MO
telmisartan- 1 MO UPTRAVI 4 PA; MO;
amlodipine LA
telmisartan- 1 MO valsartan 1 MO
hydrochlorothiazid valsartan- 1 MO
TENORETIC 100 3 MO hydrochlorothiazide
TENORETIC 50 3 MO VASERETIC 3 MO
TENORMIN 3 MO VASOTEC 3 MO
terazosin oral 1 MO; QL verapamil oral 1 MO
capsule 1 mg, 2 mg, (30 per 30 VERELAN 3 MO
5 mg days) VERELAN PM 3 MO
ZESTORETIC 3 MO
ZESTRIL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Z1AC MO enoxaparin MO; QL
COAGULATION sub‘cutaneous (28 per 28
THERAPY syringe 100 mgiml, days)

150 mglml
ARIXTRA MO .

enoxaparin MO; QL
ggggggég }1300 U subcutaneous (22.4 per 28
MG/0.8 ML. 5 syringe 120 mgl0.8 days)
MG/O.4 ML, 75 ml, 80 mgl0.8 ml
MG/O:6 ML, . enoxaparin MO; QL
ARIXTRA MO subcutaneous (16.8 per 28
SUBCUTANEOU syringe 30 mgl0.3 days)

[, 60 mgl0.6 ml
S SYRINGE 2.5 G
MG/0.5 ML enoxaparin MO; QL
p—— MO subcutaneous (11.2 per 28
d'p damol syringe 40 mgl0.4 days)
ipyridamole ml
BRILINTA MO fondaparinux MO
CABLIVI PA; LA subcutaneous
cilostazol MO ml, 5 mgl0.4 ml, 7.5
clopidogrel oral MO; QL mgl0.6 ml
tablet 75 mg (30 per 30 Sondaparinux MO
days) subcutaneous

dipyridamole oral MO sylrlnge 2.5 mgl0.5
DOPTELET (10 PA; MO; "
DOPTELET (15 PA; MO; S SOLUTION
TAB PACK) LA
DOPTELET (30 PA; MO;
TAB PACK) LA
ELIQUIS MO
ELIQUIS DVT-PE MO
TREAT 30D
START

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FRAGMIN 4 MO LOVENOX 3 MO; QL
SUBCUTANEOU SUBCUTANEOU (11.2 per 28
S SYRINGE S SYRINGE 40 days)
10,000 ANTI-XA MG/0.4 ML
KEIT??&, 12,500 MULPLETA 4  PA;MO
UNIT;O.S ML, pentoxifylline | MO
15,000 ANTI-XA PLAVIX ORAL 3 MO; QL
UNIT/0.6 ML, TABLET 75 MG (30 per 30
18,000 ANTI-XA days)
UNIT/0.72 ML, PRADAXA 3 PA; MO
7,500 ‘;“NTI'XA prasugrel 1 MO
UNIT/0.3 ML PROMACTA 4 PA; MO;
FRAGMIN 3 MO LA
SUBCUTANEOU
S SYRINGE 2.500 SAVAYSA 3 PA; MO
ANTI-XA TAVALISSE 4 PA; LA;
UNIT/0.2 ML, QL (60 per
5,000 ANTI-XA 30 days)
UNIT/0.2 ML warfarin 1 MO
heparin (porcine) 1 MO XARELTO 2 MO
injection solution XARELTO DVT- 7 MO
jantoven 1 MO PE TREAT 30D
LOVENOX 3 MO;QL START
SUBCUTANEOU (28 per 28 ZONTIVITY 3 MO
S SYRINGE 100 days) LIPID/CHOLES

LOWERING

LOVENOX 3 MO; QL AGENTS
SUBCUTANEOU (22.4 per 28
S SYRINGE 120 days) ALTOPREV 4  ST;MO;
MG/0.8 ML, 80 QL (30 per
MG/0.8 ML 30 days)
LOVENOX 3 MO:;QL amlodipine- 1 MO;QL
SUBCUTANEOU (16.8 per 28 atorvastatin (30 per 30
S SYRINGE 30 days) days)
MG/0.3 ML, 60
MG/0.6 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ANTARA ORAL MO fenofibrate 1 MO
CAPSULE 30 MG, nanocrystallized
90 MG oral tablet 145 mg,
atorvastatin MO; QL 48 mg

(30 per 30 FENOFIBRATE 3 MO

days) ORAL CAPSULE
CADUET ST; MO; fenofibrate oral 1 MO

QL (30 per tablet

30 days) fenofibric acid 1 MO
cholestyramine MO (choline)
(with sugar) oral FENOGLIDE MO
powder in packet FLOLIPID ST; MO;
cholestyramine light QL’ (300’per
oral powder in 30 days)
packet fluvastatin oral 1 MO; QL
colesevelam MO capsule 20 mg (30 per 30
COLESTID ORAL MO days)
PACKET fluvastatin oral 1 MO; QL
COLESTID ORAL MO capsule 40 mg (60 per 30
TABLET days)
colestipol oral MO fluvastatin oral 1 MO; QL
packet tablet extended (30 per 30
colestipol oral tablet MO release 24 hr days)
CRESTOR ST; MO; gemfibrozil I MO

QL (30 per icosapent ethyl 1 MO

30 days) JUXTAPID ORAL 4  PA;MO;
EZALLOR ST; MO; CAPSULE 10 MG, LA
SPRINKLE QL (30 per 20 MG, 30 MG, 5

30 days) MG
ezetimibe MO LESCOL XL 3 ST; MO;
ezetimibe- MO; QL QL (30 per
simvastatin (30 per 30 30 days)

days) LIPITOR 3 ST; MO;
fenofibrate MO QL (30 per
micronized 30 days)

LIPOFEN 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LIVALO 2 MO; QL REPATHA 2 PA; QL
(30 per 30 PUSHTRONEX (3.5 per 28
days) days)
LOPID 3 MO REPATHA 2 PA; QL (3
lovastatin oral 1 MO; QL SURECLICK per 28 days)
tablet 10 mg (30 per 30 rosuvastatin | MO; QL
days) (30 per 30
lovastatin oral 1 MO; QL days)
tablet 20 mg, 40 mg (60 per 30 ROSZET 3 ST; MO;
days) QL (30 per
LOVAZA 3 ST; MO 30 days)
NEXLETOL D PA; MO simvastatin oral 1 MO; QL
NEXLIZET 2 PA;MO tablet Sa(;ger 30
niacin oral tablet 1
extended release 24 TRICOR 3 MO
hr TRILIPIX 3 MO
NIACOR MO VASCEPA ORAL 2 ST; MO
NIASPAN MO gﬁisl\ldj LEO.5
EXTENDED-
RELEASE VASCEPA ORAL 3 ST; MO
: CAPSULE 1
omega-3 acid ethyl 1 MO GRAM
esters
PRALUENT PEN 3 PA: QL (2 VYTORIN 10-10 3 ST; MO;
er 28 days) QL (30 per
: P y 30 days)
pravastatin b MO:QL VYTORIN 10-20 3 ST; MO;
(30 per 30
days) QL (30 per
li [ 1 MZ) 20 days)
prevatite ora VYTORIN 10-40 3 ST; MO;
powder in packet
QL (30 per
QUESTRAN 3 MO 30 days)
LIGHT : :
VYTORIN 10-80 3 ST; MO;
QUESTRAN 3 MO QL (30 per
ORAL POWDER 30 days)
REPATHA 2 PA; QL (3 WELCHOL MO
per 28 days) ZETIA MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZOCOR ORAL 3 ST; MO; VERQUVO 2 MO; QL
TABLET 10 MG, QL (30 per (30 per 30
20 MG, 40 MG, 80 30 days) days)
MG VYNDAMAX 4  PA;MO
ORALTABLET2 QL (0; VYNDAQEL Sl P MO
per
MG, 4 MG 30 days) NITRATES
MISCELLANEO GONITRO 3 MO
US ISORDIL 4 MO
CARDIOVASCU ISORDIL 3 MO
LAR AGENTS TITRADOSE
CORLANOR 2 QL (450 per I\OAIE}AL TABLET 5
ORAL 30 days)
SOLUTION isosorbide dinitrate 1 MO
CORLANOR 2 MO;QL oral tablet
ORAL TABLET (60 per 30 isosorbide I MO
days) mononitrate
digitek 1 MO MINITRAN 3 MO
digox 1 MO nitro-bid 1 MO
digoxin oral 1 MO NITRO-DUR 3 MO
ENTRESTO ) MO: QL nitroglycerin 1 MO
(60 per 30 sublingual
days) nitroglycerin 1 MO
LANOXIN ORAL 3 MO transdermal patch
TABLET 125 24 hour
MCG (0.125 MQ), nitroglycerin 1 MO
250 MCG (0.25 translingual
MG) NITROLINGUAL MO
LANOXINORAL 2 MO NITROSTAT MO
TABLET 62.5
MCG (0.0625 MG)
RANEXA 3 MO
ranolazine 1 MO
VECAMYL 4

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DERMATOL DOVONEX 3 MO; QL
OGICALSITO TOPICAL Eilai/()s)per 30
PICAL
THERAPY ENSTILAR 4 MO; QL
(400 per 30
ANTIPSORIATI days)
Cl ILUMYA 4 PA; MO;
ANTISEBORRH QL (2 per
EIC 28 days)
acitretin 1 MO sele(aium s%tlfide 1 MO
topical lotion
calcipotriene scalp 1 MO; QL SILIQ 4 PA: MO:
(120 per 30 QL,(6 pe’r
days) 28 days)
calcipotriene topical 1 MO; QL SKYRIZI 4 PA: QL (2
cream EilaZOS)per 30 SUBCUTANEOU per 28 days)
Y S PEN INJECTOR
CALCIPOTRIEN 3 QL (120 per SKYRIZI 1 PA: QL (2
EggﬂCAL 30 days) SUBCUTANEOU per 28 days)
S SYRINGE 150
calcipotriene topical 1 MO; QL MG/ML
ointment (120 per 30 SKYRIZI 4 PA: MO:
— days) SUBCUTANEOU QL (1 per
calcipotriene- I MO; QL S SYRINGE KIT 28 days)
betamethasone (400 per 30
SORIATANE 4 MO
days) ORAL CAPSULE
calcitriol topical 1 10 MG. 25 MG
SYRINGEYS) QL (10 per (120’per 30
28 days) days)
(2 PENS) QL (10 per INTRAVENOUS QL (104 per
28 days) 28 days)
SUBCUTANEOU QL (2.5 per SUBCUTANEOU QL (0.5 per
S SYRINGE 75 28 days) S SOLUTION 28 days)
MG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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STELARA 4 PA; MO; DUPIXENT 4 PA; MO;
SUBCUTANEOU QL (0.5 per SUBCUTANEOU QL (8 per
S SYRINGE 45 28 days) S PEN INJECTOR 28 days)
MG/0.5 ML 300 MG/2 ML
STELARA 4 PA; MO; DUPIXENT 4 PA; MO;
SUBCUTANEOU QL (1 per SUBCUTANEOU QL (4.56
S SYRINGE 90 28 days) S SYRINGE 200 per 28 days)
MG/ML MG/1.14 ML
TACLONEX 4 MO; QL DUPIXENT 4 PA; MO;
(400 per 30 SUBCUTANEOU QL (8 per
days) S SYRINGE 300 28 days)
TALTZ 4  PA; MO; MG/2 ML
AUTOINJECTOR QL (1 per EFUDEX 3 MO
28 days) TOPICAL
TALTZSYRINGE 4  PA;MO; CREAM
QL (1 per ELIDEL 3 PA; MO;
28 days) QL (100 per
TREMFYA 4  PA; MO; 30 days)
QL (2 per EUCRISA 3 PA; MO;
28 days) QL (120 per
VECTICAL 3 30 days)
MISCELLANEO FLUOROPLEX 3 MO
UsS FLUOROURACI MO
DERMATOLOG L TOPICAL
ICALS CREAM 0.5 %
ALDARA 3 MO fluorouracil topical 1 MO
: cream 5 %
ammonium lactate ! MO Sfluorouracil topical 1 MO
CARAC 4 MO solution
CONDYLOX 3 MO imiquimod topical 4 MO
TOPICAL GEL cream in packet
diclofenac sodium 1 PA; MO; 3.75%
topical gel 3 % QL (100 per imiquimod topical 1 MO
28 days) cream in packet 5 %
doxepin topical 1 MO; QL
(45 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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lidocaine hcl mucous 1 MO ssd 1 MO
membrane solution tacrolimus topical 1 PA; MO;
4% (40 mgiml) QL (100 per
lidocaine topical 1 PA; MO; 30 days)
adhesive QL (90 per VALCHLOR 4  PA;MO
patch,medicated 5 30 days) VEREGEN 3 MO: QL
0, )
& (30 per 30
lidocaine topical 1 MO; QL days)
ointment 8336 f)er 30 ZONALON 3 MO: QL
y (45 per 30
lidocaine viscous 1 MO days)
lidocaine-prilocaine 1 MO; QL ZTLIDO 3 PA; MO;
topical cream (30 per 30 QL (90 per
days) 30 days)
LIDODERM 3 PA; MO; ZYCLARA 4 MO
QL (90 per TOPICAL
30 days) CREAM IN
methoxsalen 4 MO METERED-DOSE
pimecrolimus 1 PA; MO; PUMP 2.5%
er
QL (100 p ZYCLARA 4 MO
30 days) TOPICAL
PLIAGLIS 3 PA;QL (30 CREAM IN
per 30 days) PACKET
podofilox 1 MO THERAPY FOR
PROTOPIC 3 PA; MO; ACNE
QL (100 per ABSORICA 4
30 days) ABSORICA LD 4
prudoxin 1 MO; QL ACANYA 3 MO
(45 per 30 TOPICAL GEL
days) WITH PUMP
QBREXZA 3 MO accutane oral 1
REGRANEX 4 MO capsule 20 mg, 30
SANTYL 2 MO mg, 40 mg
SILVADENE 3 MO ACZONE 3 MO
silver sulfadiazine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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adapalene topical 1 PA; MO clindamycin 1 QL (100 per
cream phosphate topical 30 days)
adapalene topical 1 PA; MO foam
gel clindamycin | MO; QL
adapalene topical 1 PA phosphate topical (120 per 30
solution gel days)
adapalene topical 1 PA clindamycin 1 MO; QL
swab phosphate topical (120 per 30
adapalene-benzoyl | PA; MO lotion days)
peroxide clindamycin 1 MO; QL
AKLIEF 3 PA: MO phosphate topical (120 per 30
’ solution days)
ALTRENO < PA; MO clindamycin 1 MO; QL
amnesteem 1 phosphate topical (60 per 30
AMZEEQ 3 MO swab days)
ARAZLO 3 PA; MO clindamycin-benzoyl 1 MO
ATRALIN 3 PA; MO peroxide topical gel
avita topical cream 1 PA; MO clindamycin-'benzoyl 1 MO
AVITATOPICAL 3 PA;MO peroxide lopical gel
GEL ’ with pump 1.2-2.5 %
azelaic acid 1 MO clznglan?y i ! PA; MO
tretinoin
AZELEX . MO dapsone topical gel 1 MO
SR EACLIN MO DAPSONE 3 MO
TOPICAL GEL
BENZAMYCIN 3 MO WITH PUMP
claravis 1 DIFFERIN 3 PA;MO
CLEOCINT 3 MO; QL TOPICAL
TOPICAL (120 per 30 CREAM
LOTION days) DIFFERIN 3 PA;MO
clindacin p 1 MO; QL TOPICAL GEL
(69 per 30 WITH PUMP
days) DIFFERIN 3 PA;MO
CLINDAGEL 4 MO; QL TOPICAL
(150 per 30 LOTION
days) EPIDUO FORTE 3 PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EPIDUO 3 PA ONEXTON 3 MO
TOPICAL GEL TOPICAL GEL
WITH PUMP WITH PUMP
ery pads 1 MO RETIN-A 3 PA; MO
erygel 1 MO RETIN-A MICRO 3 PA; MO
erythromycin with 1 MO TOPICAL GEL
ethanol topical gel 0.04 %, 0.1 %
erythromycin with 1 MO RETIN-A MICRO 3 PA; MO
ethanol topical TOPICAL GEL
solution WITH PUMP 0.06
0 0
erythromycin- 1 MO 70, 0.08 %
benzoyl peroxide RHOFADE 3 PA; MO
EVOCLIN 3 QL (100 per SOOLANTRA 3 ST; MO
30 days) tazarotene topical | PA; MO
FABIOR 3 PA; MO cream
FINACEA 3 ST; MO TAZAROTENE 3 PA
. A TOPICAL FOAM
isotretinoin |
METROCREAM 3 ST;MO TAZORAC 3 PA;MO
METROGEL 3 ST- MO tretinoin 1 PA; MO
TOPICAL GEL 1 ’ microspheres topical
gel
%
METROLOTION 3 ST tretinoin topical 1 PA; MO
metronidazole 1 MO VELTIN 3 PA
topical cream zenatane 1
metronidazole 1 MO ZIANA 3 PA
topical gel ZILXI 3 ST; MO
metronidazole 1 MO TOPICAL
topical lotion ANTIBACTERIA
MIRVASO 3 PA; MO LS
TOPICAL GEL .
WITH PUMP ALTABAX 3 MO;QL
(30 per 30
myorisan 1 days)
heuac 1 MO gentamicin topical 1 MO; QL
NORITATE 4 ST; MO (60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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KLARON 3 MO clotrimazole topical 1 MO; QL
mafenide acetate 1 MO cream (45 per 28
mupirocin 1 MO; QL days)
clotrimazole topical | MO; QL
(44 per 30
days) solution (30 per 28
mupirocin calcium | MO; QL days)
(30 per 30 clotrimazole- 1 MO; QL
days) betamethasone (45 per 28
NEO-SYNALAR 3 MO topical cream days)
sulfacetamide 1 MO clotrimazole- 1 MO; QL
sodium (acne) betamethasone (60 per 28
topical lotion days)
’?“g%fCA AI\;IJYLON 2 MO econazole 1 MO; QL
CREAM (85 per 28
days)
,?,g%ch AI\;IJYLON 4 MO ERTACZO 3 MO; QL
PACKET (60 per 28
days)
XEPI & %L d(jos)per EXTINA 3 QL (100 per
TOPICAL : 28 days)
JUBLIA 3 MO
ANTIFUNGALS
KERYDIN 3 MO
ciclopirox topical 1 1\;[(?’ leg ketoconazole topical 1 MO; QL
credam Ei per cream (60 per 28
B o8 dayy)
CICIIOP irox topical 1 1\;[?’ QIE g ketoconazole topical 1 MO; QL
ge g per foam (100 per 28
B o8 dayo
C;ZCIOP irox topical 1 1\;[2(())’ QL2 g ketoconazole topical 1 MO; QL
Shampoo 51 per shampoo (120 per 28
ays) days)
cic;lopjrox topical 1 MO ketodan 1 MO: QL
solution (100 per 28
ciclopirox topical 1 MO; QL days)
suspension (60 per 28
days)

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

This drug list was updated in August 2021.
68


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LOPROX (AS 3 MO; QL nystop 1 MO; QL
OLAMINE) (90 per 28 (180 per 30
TOPICAL days) days)
CREAM oxiconazole | MO; QL
LOPROX 3 MO; QL (60 per 28
TOPICAL (120 per 28 days)
SHAMPOO days) OXISTAT 3 MO; QL
LULICONAZOLE 3 MO; QL (60 per 28
(60 per 28 days)
days) tavaborole 1 MO
LUZU 3 MO;QL XOLEGEL 3 MO;QL
(60 per 28 (45 per 28
days) days)
MENTAX 3 MO; QL TOPICAL
Saoyf)ef 28 ANTIVIRALS
naftifine topical 1 MO: QL acyclovir topical 1 PA; MO;
cream (60 per 28 credam QL (5 per
days) 30 days)
NAFTIN 3 MO: QL acyclovir topical 1 PA; MO;
TOPICAL GEL (60 per 28 ointment QL (30 per
days) 30 days)
nyamye 1 MO: QL DENAVIR 4 MO; QL (5
(180 per 30 per 30 days)
nystatin topical 1 MO; QL ZOVIRAX 4 PA; MO;
cream (30 per 28 TOPICAL QL (5 per
days) CREAM 30 days)
nystatin topical 1 MO; QL ZOVIRAX 4 PA; MO;
ointment (30 per 28 TOPICAL QL (30 per
days) OINTMENT 30 days)
nystatin topical 1 QL (180 per TOPICAL
powder 30 days) CORTICOSTER
nystatin- 1 MO; QL OIDS
triamcinolone (60 per 28 ala-cort topical 1 MO
days) cream 1%

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

This drug list was updated in August 2021.
69


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ala-cort topical 1 clobetasol topical | MO; QL
cream 2.5 % ointment (120 per 28
ALA-SCALP 3 MO days)
alclometasone 1 MO clobetasol topical | MO; QL
amcinonide topical 1 MO shampoo (236 per 28
days)
cream :
amcinonide topical 1 MO clobetasol topical 1 MO; QL
lotion spray,non-aerosol El 125 )per 28
: ' ays
apexicon e ! ?fzoo’ %?30 clobetasol-emollient 1 MO; QL
da s)p topical cream (120 per 28
Y days)
beser ! MO clobetasol-emollient 1 MO; QL
b?tam?thasone 1 MO topical foam (100 per 28
dipropionate days)
betamethasone 1 MO CLOBEX 3 QL (118 per
valerate TOPICAL 28 days)
betamethasone, 1 MO LOTION
augmented CLOBEX 3 MO;QL
BRYHALI 3 MO TOPICAL (236 per 28
CAPEX 3 MO SHAMPOO days)
clobetasol scalp 1 MO; QL CLOBEX 3 MO; QL
(100 per 28 TOPICAL (125 per 28
days) SPRAY,NON- days)
clobetasol topical 1 MO; QL AEROSOL
cream (120 per 28 CLOCORTOLON 3 MO
days) E PIVALATE
clobetasol topical 1 MO:; QL clodan 1 MO; QL
foam (100 per 28 (236 per 28
days) days)
clobetasol topical | MO; QL CLODERM MO
gel (120 per 28 CORDRAN TAPE MO
days) LARGE ROLL
clobetasol topical 1 MO; QL CORDRAN 3 MO; QL
lotion (118 per 28 TOPICAL (120 per 30
days) CREAM days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CORDRAN 3 MO; QL fluocinonide MO; QL
TOPICAL (120 per 30 (120 per 30
LOTION days) days)
CORDRAN 3 MO; QL fluocinonide-e MO; QL
TOPICAL (120 per 30 (120 per 30
OINTMENT days) days)
CUTIVATE 3 MO Sflurandrenolide MO; QL
TOPICAL (120 per 30
LOTION days)
DERMA- 3 MO fluticasone MO
SMOOTHE/FS propionate topical
SCALP OIL halcinonide MO
DESONATE 3 MO halobetasol MO
desonide 1 MO propionate topical
DESOWEN 3 cream
TOPICAL HALOBETASOL MO
CREAM PROPIONATE
desoximetasone 1 MO TOPICAL FOAM
diflorasone 1 MO; QL halobetasol MO
(120 per 30 propionate topical
days) ointment
DIPROLENE 3 MO HALOG MO
(AUGMENTED) hydrocortisone MO; QL
TOPICAL butyrate topical (120 per 30
OINTMENT cream days)
DUOBRII 3 MO; QL hydrocortisone MO; QL
(200 per 30 butyrate topical (118 per 30
days) lotion days)
fluocinolone and 1 MO hydrocortisone MO; QL
shower cap butyrate topical (120 per 30
fluocinolone topical 1 MO ointment days)
cream hydrocortisone MO; QL
fluocinolone topical 1 MO butyrate topical (120 per 30
ointment solution days)
fluocinolone topical 1 MO hydrocortisone MO

solution

topical cream 1 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydrocortisone 1 MO SYNALAR 3 MO
topical lotion 2.5 % TOPICAL
hydrocortisone 1 MO CREAM
topical ointment 1 TEMOVATE 3 MO; QL
%, 2.5 % TOPICAL (120 per 28
hydrocortisone 1 MO CREAM days)
valerate TEXACORT 3 MO
IMPEKLO 3 MO; QL TOPICORT 3 MO

(136 per 28 tovet emollient 1 MO; QL

days) (100 per 28
KENALOG 3 MO; QL days)
TOPICAL (126 per 28 triamcinolone 1 MO; QL

days) acetonide topical (126 per 28
LEXETTE MO aerosol days)
LOCOID MO; QL triamcinolone 1 MO
LIPOCREAM (120 per 30 acetonide topical

days) cream
LOCOID 3 MO; QL triamcinolone 1 MO
TOPICAL (118 per 30 acetonide topical
LOTION days) lotion
LUXIQ 3 MO triamcinolone 1 MO
mometasone topical 1 MO a?etonide topical
nolix I MO:QL otntment

(120 per 30 trianex 1 MO

days) triderm topical 1 MO
OLUX 3 MO; QL cream

(100 per 28 ULTRAVATE 4 MO

days) TOPICAL
OLUX-E 3 MO;QL LOTION

(100 per 28 VANOS 4 MO; QL

days) (120 per 30
PANDEL 3 MO days)
prednicarbate 1 MO VERDESO 3 MO
topical ointment
PSORCON 3 QL (120 per

30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TOPICAL cevimeline 1 MO
SCABICIDES / CHEMET 2 PA
PEDICULICIDE CLINIMIX 3 PA
S 4.25%/D5W
ivermectin topical 1 MO SULFIT FREE
lotion CLINIMIX E 3 PA
lindane topical 1 MO 2.75%/D5W SULF
shampoo FREE
malathion 1 MO clovique 4 PA; MO
NATROBA 3 MO d10 %-0.45 % 1
owpe ©a o mmak
P e;.fmethrin ! MO sodium chloride
spinosad S O d5 % and 0.9 % I MO
DIAGNOSTIC sodium chloride
S/ d>5 %5-0.45 % sodium 1 MO
MISCELLAN chloride
EOUS deferasirox 4 PA; MO
AGENTS deferiprone 4 PA; MO
MISCELLANEO coxtrose [0%0and
US AGENTS '
dextrose 10 % in 1
acamprosate 1 MO water (d10w)
AGRYLIN 3 MO dextrose 5 % in 1 MO
anagrelide 1 MO water (d5Sw)
ARALAST NP 4  PA;MO; intravenous
INTRAVENOUS LA piggyback
RECON SOLN dextrose 5%6-0.2 % 1
1,000 MG sod chloride
AURYXIA 4 PA; MO disulfiram 1 MO
BUPHENYL 4 PA droxidopa 4 PA; MO
CARBAGLU 4 PA; MO; ENDARI 4 PA; MO
LA EVOXAC 3 MO
CARNITOR 3 MO EXJADE 4 PA; MO:;
ORAL LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FERRIPROX 4 PA levocarnitine (with | MO
FOSRENOL 3 MO;QL sugar)
ORAL POWDER (135 per 30 levocarnitine oral | MO
IN PACKET 1,000 days) tablet
MG LITHOSTAT 3
ORALPOWDER (soperso  LOKELMA S O
per ; :
IN PACKET 750 days) midodrine S 0
MG nitisinone 4 PA; MO
FOSRENOL 3 MO;QL NITYR 3 PA;MO;
ORAL (135 per 30 LA
TABLET,CHEWA days) NORTHERA 4  PA;MO
BLE 1,000 MG ORFADIN 4  PA;LA
FOSRENOL 3 MO;QL OXBRYTA 4  PA;MO;
ORAL (270 per 30 LA:; QL (90
TABLET,CHEWA days) per 30 days)
BLE 500 MG . .
o8 o o pilocarpine hcl oral 1 MO
gR ARLEN L 3 %8 0}%?3 0 PROLASTIN-C 4  PA:LA
TABLET,CHEWA days) RAVICTI 4  PA;MO
BLE 750 MG RENAGEL ORAL 3 MO
GLASSIA 4  PA; MO; TABLET 800 MG
LA RENVELA ORAL 4 MO; QL
INCRELEX 4  MO; LA POWDER IN (180 per 30
: PACKET 0.8 days)
JADENU 4 PA; MO GRAM
‘;I;RDF;I\I&E g PA; MO RENVELA ORAL 4 MO; QL
POWDER IN (90 per 30
lanthanum oral 1 MO; QL PACKET 2.4 days)
tablet,chewable (135 per 30 GRAM
1,000 mg days) RENVELAORAL 4  MO; QL
lanthanum oral 1 MO; QL TABLET (270 per 30
tablet,chewable 500 (270 per 30 days)
’l”g - 1 1 iZZ)S)QL RILUTEK 4  PA;MO
anthanum ora s . .
tablet, chewable 750 (180 per 30 riluzole I PAMO
mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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risedronate oral | MO; QL THIOLA EC 4
tablet 30 mg (30 per 30 TIGLUTIK 4 PA
SALAGEN : i;és) tiopronin 4 MO
(PILOCARPINE) trientine 4 PA; MO
sevelamer carbonate 4 MO; QL VELPHORO 4 ?fgo()’ Qe?30
oral powder in (180 per 30 da s)p
packet 0.8 gram days) Y
sevelamer carbonate 4 MO; QL VELTASSA 2 MO
oral powder in (90 per 30 XURIDEN 4 PA
packet 2.4 gram days) ZEMAIRA 4 PA; MO;
sevelamer carbonate 1 MO; QL LA
oral tablet (270 per 30 SMOKING
days) DETERRENTS
sevelamer hcl oral 1 MO bupropion hel 1 MO
tablet 400 mg (smoking deter)
sevelamer hcl oral 1 CHANTIX MO
tablet 800 mg
. i CHANTIX MO
sodium chloride 0.9 1 MO CONTINUING
% intravenous MONTH BOX
iggyback
pesyoac CHANTIX 3 MO
sodium chloride 1 MO STARTING
sodium ¢ PAMO NICOTROL 3 MO
phenylbutyrate oral
powder NICOTROL NS 3 MO
sodium 4 PA EAR, NOSE/
phenylbutyrate oral THROAT
tablet MEDICATIO
sodium polystyrene 1 MO NS
sulfonate oral
powder MISCELLANEO
sps (with sorbitol) 1 MO US AGENTS
oral azelastine nasal | MO; QL
SYPRINE 4 PA; MO (60 per 30
THIOLA 4 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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chlorhexidine 1 MO ciprofloxacin- 1 MO
gluconate mucous dexamethasone
membrane CIPROFLOXACI 3 MO
ipratropium | MO; QL N-
bromide nasal (30 per 30 FLUOCINOLON
days) E
olopatadine nasal 1 MO; QL neomycin- 1 MO
(30.5 per 30 polymyxin-hc otic
days) (ear)
PATANASE 3 MO; QL OTOVEL 3 MO
Sa(; 55) per 30 ENDOCRINE/
DIABETES
periogard 1 MO
triamcinolone 1 MO ADRENAL
acetonide dental HORMONES
MISCELLANEO ACTHAR 4 PA; MO
US OTIC ALKINDI 3
PREPARATION SPRINKLE
S ORAL CAPSULE,
S SPRINKLE 0.5
acetic acid otic 1 MO MG. 1 MG
(car) ALKINDI 4
glgzoz‘elzf)acm hel 1 MO SPRINKLE
ORAL CAPSULE,
DERMOTIC OIL 3 MO SPRINKLE 2 MG,
flac otic oil | SMG
fluocinolone | MO CORTEF 3 MO
acetonide oil dexabliss
hydrocortisone- 1 MO dexamethasone oral 1 MO
acetic acid elixir
ofloxacin otic (ear) 1 MO dexamethasone oral 1 MO
OTIC STEROID tablet
/| ANTIBIOTIC dexamethasone oral 1 MO
CIPRO HC MO tablets,dose pack
CIPRODEX MO EMFLAZA - M

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

HEMADY : MO ”?IA{BAI%ETS DOSE

hydrocortisone oral 1 MO PACK 1.5 MG (27

MEDROL 3 PA; MO TABS)

MEDROL (PAK) 3 MO ANTITHYROID

methylprednisolone 1 PA; MO AGENTS

[ tablet

orar raore : methimazole oral 1 MO

methylprednisolone 1 MO tablet 10 mg, 5 mg

oral tablets,dose 1ihi J i MO

pack propyltniouraci

millipred oral tablet 1 PA; MO TAPAZOLE 3 MO

ORAPRED ODT 3 PA;MO TDII&%E:IFS

prednisolone oral 1 MO

solution acarbose oral tablet 1 MO; QL

prednisolone sodium 1 MO 100 mg (90 per 30

phosphate oral days)

solution 10 mgl5 ml, acarbose oral tablet 1 MO; QL

20 mgl5 ml (4 25 mg (360 per 30

mglml), 25 mgl5 ml days)

(5 mglml), 5 mg acarbose oral tablet 1 MO; QL

basel5 ml (6.7 mgl5 50 mg (180 per 30

ml) days)

prednisolone sodium | PA; MO ACTOPLUS MET 3 MO; QL

phosphate oral (90 per 30

tablet,disintegrating days)

prednisone 1 MO ACTOS 3 MO; QL

prednisone intensol 1 MO (30 per 30

RAYOS 4 MO days)

TAPERDEX 3 MO ADLYXIN 3 PA; MO;

ORAL SUBCUTANEOU QL (6 per

TABLETS,DOSE S PEN INJECTOR 180 days)

20 MCG/0.2 ML

TABS), 1.5 MG (49
TABS)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ADLYXIN 3 PA; MO; BASAGLAR 3 ST; MO
SUBCUTANEOU QL (6 per KWIKPEN U-100
S PEN INJECTOR 30 days) INSULIN
20 MCG/0.2 ML BYDUREON 2 PA; MO;
ADMELOG 3 ST; MO BCISE QL (4 per
SOLOSTAR U-100 28 days)
INSULIN BYETTA 2 PA;MO;
ADMELOG U-100 3  ST; MO SUBCUTANEOU QL (2.4 per
INSULIN LISPRO S PEN INJECTOR 30 days)
AFREZZA - 10 ll\fl)CG/DOSE(ZSO
ALCOHOL PADS 2 MCG/ML) 2.4 ML
ALOGLIPTIN 3 EzTL go()’er BYETTA > DA MO:
30 da S)p SUBCUTANEOU QL (1.2 per
Y S PEN INJECTOR 30 days)
ALOGLIPTIN- 3 ST; MO; 5 MCG/DOSE (250
METFORMIN QL (60 per MCG/ML) 1.2 ML
30 days) CYCLOSET 3 MO:QL
ALOGLIPTIN- 3 MO;QL (180 per 30
PIOGLITAZONE (30 per 30 days)
AMARYL ORAL 3 iZZ)S)QL diazoxide - O
TABLET 1 MG (240 per 30 DUETACT 3 MO:QL
(30 per 30
days) days)
?Xﬁ%}“& %IE}AL 3 ?g()); QL3 0 FARXIGA ORAL 2 MO;QL
pet TABLET 10 MG (30 per 30
days) days)
?X}?L?THZ %IE}AL 3 ?g(? : e?150 FARXIGA ORAL 2 MO;QL
P TABLET 5 MG (60 per 30
days) days)
APIDRA 3 ST; MO FIASP 3 ST MO
SOLOSTAR U-100
INSULIN FLEXTOUCH U-
100 INSULIN
?ﬁéﬁi&umo . ST, MO FIASP PENFILL 3 ST; MO
U-100 INSULIN
BAQSIMI 2B M© FIASP U-100 3 ST; MO
INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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FORTAMET 4 ST; MO; glipizide-metformin 1 MO; QL
ORAL TABLET QL (60 per oral tablet 2.5-500 (120 per 30
EXTENDED 30 days) mg, 5-500 mg days)
RELEASE 24HR GLUCAGEN 3 ST;MO
1,000 MG HYPOKIT
FORTAMET 4 ST;MO; GLUCAGON 3 ST;MO
ORAL TABLET QL (150 per EMERGENCY
EXTENDED 30 days) KIT (HUMAN)
;%LI\IZ(A}SE 24HR GLUCOTROL XL 3 MO; QL
ORAL TABLET (60 per 30
glimepiride oral 1 MO; QL EXTENDED days)
tablet 1 mg (240 per 30 RELEASE 24HR
days) 10 MG
glimepiride oral 1 MO; QL GLUCOTROL XL 3 MO:; QL
tablet 2 mg (120 per 30 ORAL TABLET (240 per 30
days) EXTENDED days)
glimepiride oral 1 MO; QL RELEASE 24HR
tablet 4 mg (60 per 30 2.5 MG
days) GLUCOTROL XL 3 MO;QL
glipizide oral tablet 1 MO; QL ORAL TABLET (120 per 30
10 mg (120 per 30 EXTENDED days)
days) RELEASE 24HR 5
glipizide oral tablet 1 MO; QL MG
Smg (240 per 30 GLUMETZA 4 ST; MO;
days) ORAL QL (60 per
glipizide oral tablet 1 MO; QL TABLET,ER 30 days)
extended release (60 per 30 GAST.RETENTIO
24hr 10 mg days) N 24 HR 1,000 MG
glipizide oral tablet 1 MO; QL GLUMETZA 4 ST; MO;
extended release (240 per 30 ORAL QL (120 per
24hr 2.5 mg days) TABLET,ER 30 days)
glipizide oral tablet 1 MO; QL GAST.RETENTIO
N 24 HR 500 MG
extended release (120 per 30
24hr 5 mg days) GLYXAMBI 2 MO; QL
glipizide-metformin 1 MO; QL 51330 E)er 30
oral tablet 2.5-250 (240 per 30 y
mg days)

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

HYPOPEN 2- 500 (CONC)

PACK INSULIN

GVOKE PFS 1- 2 MO HUMULIN R U- 2 MO

PACK SYRINGE 500 (CONC)

HUMALOG 2 MO KWIKPEN

JUNIOR INSULIN ASP 3 ST; MO

KWIKPEN U-100 PRT-INSULIN

HUMALOG 2 MO ASPART

KWIKPEN INSULIN 3 ST; MO

INSULIN ASPART U-100

HUMALOG MIX 2 MO INSULIN LISPRO ST; MO

50-50 INSULN U- INSULIN LISPRO ST; MO

100 PROTAMIN-

HUMALOG MIX 2 MO LISPRO

50-50 KWIKPEN INVOKAMET 3 ST; MO;

HUMALOG MIX 2 MO QL (60 per

75-25 KWIKPEN 30 days)

HUMALOG MIX 2 MO INVOKAMET XR 3 ST; MO;

75-25(U- QL (60 per

100)INSULN 30 days)

HUMALOG U- 2 MO INVOKANA 3 ST; MO;

100 INSULIN QL (30 per

HUMULIN 70/30 2 MO 30 days)

U-100 INSULIN JANUMET 2 MO:; QL

HUMULIN 70/30 2 MO (60 per 30

U-100 KWIKPEN days)

HUMULIN N P MO JANUMET XR 2 MO; QL

NPH INSULIN ORAL TABLET, (30 per 30

KWIKPEN ER days)

HUMULIN N 2 MO ?1/[15 %OTOIII%&S&?

NPH U-100 e

INSULIN

HUMULIN R 2 MO

REGULAR U-100
INSULN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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JANUMET XR 2 MO; QL KOMBIGLYZE MO; QL
ORAL TABLET, (60 per 30 XR ORAL (30 per 30
ER days) TABLET, ER days)
MULTIPHASE 24 MULTIPHASE 24
HR 50-1,000 MG, HR 5-1,000 MG, 5-
50-500 MG 500 MG
JANUVIA 2 MO; QL LANTUS MO
(30 per 30 SOLOSTAR U-100
days) INSULIN
JARDIANCE 2 MO; QL LANTUS U-100 MO
(30 per 30 INSULIN
days) LEVEMIR ST; MO
JENTADUETO 3 ST; MO; FLEXTOUCH U-
QL (60 per 100 INSULN
30 days) LEVEMIR U-100 ST; MO
JENTADUETO 3 ST; MO; INSULIN
XR ORAL QL (60 per LYUMJEV MO
TABLET, IR - ER, 30 days) KWIKPEN U-100
BIPHASIC 24HR INSULIN
2.5-1,000 MG LYUMJEV MO
JENTADUETO 3 ST; MO; KWIKPEN U-200
XR ORAL QL (30 per INSULIN
TABLET, IR - ER, 30 days) LYUMIEV U-100 MO
BIPHASIC 24HR INSULIN
5-1,000 MG 7 l MO: OL
) ) metformin ora ;
KAZANO 3 ST; MO; solution (765 per 30
QL (60 per days)
30 days) . y
KOMBIGLYZE 2 MO:;QL ’;“Z’ZJ; Ot V}“"é’g 0””‘7’[ ?;150 ’6?150
XR ORAL (60 per 30 aptet L, J i f)
TABLET, ER days) Y
MULTIPHASE 24 metformin oral MO; QL
HR 2.5-1,000 MG tablet 500 mg (150 per 30
days)
metformin oral MO; QL
tablet 850 mg (90 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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metformin oral 1 MO; QL NESINA 3 ST; MO;
tablet extended (120 per 30 QL (30 per
release 24 hr 500 mg days) 30 days)
metformin oral | MO; QL NOVOLIN 70/30 3 ST; MO
tablet extended (60 per 30 U-100 INSULIN
release 24 hr 750 mg days) NOVOLIN 70-30 3 ST: MO
metformin oral 1 ST; MO; FLEXPEN U-100
tablet extended QL (60 per NOVOLIN N 3 ST: MO
release (osm) 24 hr 30 days) FLEXPEN
1,000 mg NOVOLIN N 3 ST;MO
metformin oral 1 ST; MO; NPH U-100
tablet extended QL (150 per INSULIN
g‘gg"’f (osm) 24 hr 30 days) NOVOLIN R 3 ST;MO
£ FLEXPEN
metformin oral 4 ST; MO; NOVOLIN R 3 ST: MO
tablet,er QL (60 per REGULAR U-100
gast.retention 24 hr 30 days) INSULN
1,000 mg
metformin oral 1 ST; MO; II:IE)E\/)?P]E%GU-I 00 . ST, MO
tablet,er QL (120 per INSULIN
gast.retention 24 hr 30 days)
500 mg NOVOLOG MIX 3 ST; MO
miglitol oral tablet 1 MO; QL ZIQT-S%EI-\II 00
100 mg (90 per 30
days) NOVOLOG MIX 3 ST; MO
miglitol oral tablet 1 MO; QL Z?__f (;)(f LEXPEN
25 mg (360 per 30
days) NOVOLOG 3 ST; MO
miglitol oral tablet 1 MO; QL EPISN[?]IJ]I{IJ U-100
50 mg (180 per 30
days) NOVOLOG U-100 3 ST; MO
nateglinide oral 1 MO; QL E\;i[li]ﬁl?
tablet 120 mg (90 per 30
days) ONGLYZA 2 MO; QL
nateglinide oral 1 MO; QL 513210 p)er 30
tablet 60 mg (180 per 30 e
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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OSENI 3 MO; QL repaglinide oral | MO; QL
(30 per 30 tablet 2 mg (240 per 30
days) days)
OZEMPIC 2 PA; MO; RIOMET 3 MO:; QL
SUBCUTANEOU QL (1.5 per (765 per 30
S PEN INJECTOR 28 days) days)
0.25MG OR 0.5 RYBELSUS 2 PA;MO;
MG(2 MG/1.5 ML) QL (30 per
OZEMPIC 2 PA; QL (3 30 days)
SUBCUTANEOU per 28 days) SEGLUROMET 2 MO;QL
S PEN INJECTOR ORAL TABLET (60 per 30
1 MG/DOSE (2 2.5-1,000 MG, 7.5- days)
MG/1.5 ML) 1,000 MG, 7.5-500
OZEMPIC 2 PA; MO; MG
SUBCUTANEOU QL (3 per SEGLUROMET 2 MO; QL
S PEN INJECTOR 28 days) ORAL TABLET (120 per 30
1 Mf}/DOSE (4 2.5-500 MG days)
MG/3 ML) SEMGLEE PEN 3 ST
pioglitazone 1 MO; QL U-100 INSULIN
0 pet 30 SEMGLEEU-100 3 ST
— Y INSULIN
ploglitazone- I MO QL SOLIQUA 100/33 2 MO:QL
glimepiride (30 per 30
(90 per 30
days) days)
pioglitazone- 1 MO; QL STEGLATRO ) MO: QL
metformin (90 per 30 i
(30 per 30
days) days)
PROGLYCEM R 1O STEGLUJAN 3 ST MO:
QTERN 2  MO;QL QL (30 per
(30 per 30 30 days)
days) SYMLINPEN 120 4 PA; MO;
repaglinide oral 1 MO; QL QL (10.8
tablet 0.5 mg (960 per 30 per 30 days)
days) SYMLINPEN 60 4 PA;MO;
repaglinide oral 1 MO; QL QL (6 per
tablet 1 mg (480 per 30 30 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SYNJARDY 2 MO;QL TRIJARDY XR 2 MO;QL
(60 per 30 ORAL TABLET, (60 per 30
days) IR - ER, days)
SYNJARDY XR 2  MO:;QL BIPHASIC 24HR
ORAL TABLET, (60 per 30 12.5-2.5-1,000 MG,
IR - ER, days) 5-2.5-1,000 MG
BIPHASIC 24HR TRULICITY 2 PA; MO;
10-1,000 MG, 12.5- QL (2 per
1,000 MG, 5-1,000 28 days)
MG VICTOZA 3-PAK 2 PA; MO;
SYNJARDY XR 2 MO;QL QL (9 per
ORAL TABLET, (30 per 30 30 days)
IR - ER, days) XIGDUO XR 2 MO:;QL
BIPHASIC 24HR ORAL TABLET, (30 per 30
25-1,000 MG IR - ER, days)
TOUJEO MAX U- 2 MO BIPHASIC 24HR
300 SOLOSTAR 10-1,000 MG, 10-
TOUJEO 2 MO 500 MG
SOLOSTAR U-300 XIGDUO XR 2  MO;QL
INSULIN ORAL TABLET, (60 per 30
TRADJENTA 3 ST; MO: IR - ER, days)
QL (30 per BIPHASIC 24HR
30 days) 2.5-1,000 MG, 5-
TRESIBA 3 ST; MO 11\;[0(20 MG, 3-500
FLEXTOUCH U-
100 XULTOPHY 2 MO;QL
TRESIBA 3 ST MO 100/3.6 SS p)er 30
FLEXTOUCH U- ays
200 MISCELLANEO
TRESIBA U-100 3 ST;MO US HORMONES
INSULIN ANDRODERM 2 PA; MO:;
TRIJARDY XR 2 MO; QL QL (30 per
ORAL TABLET, (30 per 30 30 days)
IR - ER, days)
BIPHASIC 24HR
10-5-1,000 MG, 25-
5-1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ANDROGEL 3 PA; MO; DDAVP ORAL 3 MO
TRANSDERMAL QL (150 per DEPO- 3 PA; MO
GEL IN 30 days) TESTOSTERONE
METERED-DOSE :

desmopressin nasal 1 MO
PUMP :
spray with pump

ANDROGEL . PA; MO; desmopressin oral 1 MO
TRANSDERMAL QL (300 per smopress
GEL IN PACKET 30 days) doxercalciferol oral 1 MO
1% (25 FORTESTA 3 PA; MO;
MG/2.5GRAM), 1 QL (120 per
% (50 MG/5 30 days)
GRAM) GALAFOLD 4 PA;MO;
ANDROGEL 3 PA; MO; LA; QL (15
TRANSDERMAL QL (37.5 per 30 days)
GEL IN PACKET per 30 days) ISTURISA ORAL 4 PA: LA;
1.62 % (20.25 TABLET 1 MG QL (240 per
MG/1.25 GRAM) 30 days)
ANDROGEL 3 PAIMO; ISTURISA ORAL 4  PA;LA;
TRANSDERMAL QL (150 per TABLET 10 MG QL (180 per
GEL IN PACKET 30 days) 30 days)
1.62 % (40.5 —
MG/2.5 GRAM) ISTURISA ORAL 4 PA; LA;

: TABLET 5 MG QL (60 per
AVEED 3  PALA 30 days)
cabergoline I MO JATENZO ORAL 4  PA;MO;
calcitonin (salmon) 1 MO CAPSULE 158 QL (120 per
nasal MG, 198 MG 30 days)
calcitriol oral 1 MO JATENZO ORAL 4 PA; MO;
capsule CAPSULE 237 QL (60 per
calcitriol oral 1 MG 30 days)
solution JYNARQUE 4 PA; LA
CERDELGA 4 PA; MO KORLYM 4 PA
cinacalcet oral 1 PA; MO KUVAN 4 PA; MO
tablet 30 mg METHITEST 3 MO
cinacalcet oral 4 PA; MO methyltestosterone 4 MO
tablet 60 mg, 90 mg oral capsule
danazol 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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miglustat 4 PA; MO; SAMSCA 4 PA; MO
LA sapropterin 4 PA; MO
MYALEPT 4 PATMO; SENSIPAR ORAL 3  PA;MO
LA TABLET 30 MG
NATESTO 3 PAIMO; SENSIPAR ORAL 4  PA; MO
QL (21.96 TABLET 60 MG,
per 30 days) 90 MG
NATPARA 4 PAIMO; SOMAVERT 4  PA;MO
LA STRENSIQ 4 PA; LA
NOCDURNA 3 PA; MO; SUBCUTANEOU
(MEN) QL (30 per S SOLUTION 28
30 days) MG/0.7 ML, 40
NOCDURNA 3 PA; MO; MG/ML, 80
(WOMEN) QL (30 per MG/0.8 ML
30 days) SYNAREL 4  PA;MO
ORILISSA 4 MO TESTIM 3 PA; MO:;
oxandrolone 1 PA; MO QL (300 per
PALYNZIQ 4  PA; MO; 30 days)
SUBCUTANEOU LA; QL (15 testosterone 1 PA; MO
S SYRINGE 10 per 30 days) cypionate
MG/0.5 ML intramuscular oil
PALYNZIQ 4 PA; MO; 100 mglml, 200
SUBCUTANEOU LA; QL (4 mglml, 200 mglml
S SYRINGE 2.5 per 30 days) (1ml)
MG/0.5 ML testosterone 1 PA; MO
PALYNZIQ 4  PA;MO; enanthate
SUBCUTANEOU LA; QL (60 testosterone 1 PA; MO;
S SYRINGE 20 per 30 days) transdermal gel in QL (120 per
MG/ML metered-dose pump 30 days)
paricalcitol oral 1 MO 10 mg/Q.5 gram
RAYALDEE 4 MO factuation
ROCALTROL 3 MO TESTOSTERONE 3 PA; MO;
ORAL CAPSULE TRANSDERMAL QL (300 per
GEL IN 30 days)
ROCALTROL 3 METERED-DOSE
ORAL PUMP 12.5 MG/
SOLUTION

1.25 GRAM (1 %)

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

transdermal gel in QL (150 per QL (2 per

metered-dose pump 30 days) 28 days)

20.25 mgl1.25 gram ZAVESCA 4 PA;MO;

(1.62%) LA

testosterone PA; MO; ZEMPLAR ORAL 3 MO

transdermal gel in QL (300 per CAPSULE 1

packet 1 % (25 30 days) MCG, 2 MCG

mgl2.5gram), 1 % THYROID

(30 mgl3 gram) HORMONES

testosterone PA; MO;

transdermal gel in QL (37.5 CYTOMEL 3 MO

packet 1.62 % per 30 days) euthyrox 1 MO

(20.25 mgll.25 levo-1 1

gram) LEVOTHYROXI 3 MO

testosterone PA; MO:; NE ORAL

transdermal gel in QL (150 per CAPSULE

packet 1.62 % (40.5 30 days) Tovoth - ] {

mgl2.5 gram) lzvbolé [ yroxine ora

testosterone PA; MO:;

transdermal solution QL (180 per levoxyl oral tablet 1 MO

in metered pump 30 days) jgg rmnig Zi rmnig

wlapp 150 mcg, 175 mcg,

TOLVAPTAN PA; MO 200 meg, 25 meg, 50

ORAL TABLET meg, 75 meg, 88

15 MG meg

tolvaptan oral tablet PA; MO liothyronine oral 1 MO

J0mg SYNTHROID 3 MO

VOGELXO PA; MO;

TRANSDERMAL QL (300 per THYQUIDITY 3 MO

GEL 30 days) TIROSINT 3 MO

VOGELXO PA; MO;

TRANSDERMAL QL (300 per

GEL IN 30 days)

METERED-DOSE
PUMP

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TIROSINT-SOL 3 MO loperamide oral 1 MO
ORAL capsule
SOLUTION 100 methscopolamine | MO
ﬁggﬁﬁ]ﬂ’ }ég MOTOFEN MO
MCG/ML: 13 MYTESI MO
MCG/ML, 137 MISCELLANEO
MCG/ML, 150 usS
MCG/ML, 175 GASTROINTES
MCG/ML, 200 TINAL AGENTS
MCG/ML, 25
MCG/ML, 50 alosetron PA; MO
MCG/ML, 75 AMITIZA 3 ST; MO;
MCG/ML, 88 QL (60 per
MCG/ML 30 days)
unithroid 1 MO ANUSOL-HC 3 MO
GASTROENT TOPICAL
EROLOGY aprepitant 1 PA; MO
ANTIDIARRHE APRISO . MO
ALS | ASACOL HD 3 MO
ANTISPASMOD AZULFIDINE 3 MO
ICS AZULFIDINE 3 MO
CUVPOSA 3 MO EN-TABS
Jievelomi ; i MO balsalazide 1 MO
e BONJESTA 3 MO
dicyclomine oral 1 MO budesonide oral 1 MO
solution capsule,delayed, exte
nd.release
dicyclomi, [ 1 MO
y ;Z);eclomlne or budesonide oral 4
: tablet,delayed and
dz[phei?oxylate- 1 MO ext. release
. lmp e et TG CANASA 4 MO
” t
tablet 1 mg, 2 mg CHENODAL & PALA
CHOLBAM 4 PA
LOMOTIL M
0 . © ORAL CAPSULE
250 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CHOLBAM 4 PA; QL GASTROCROM 3 MO
ORAL CAPSULE (120 per 30 GATTEX 30-VIAL 4 PA; MO
SOMG days) gavilyte-c 1 MO
CIMZIA 4 PA; MO; :
QL (2 per gavilyte-g 1 MO
28 days) gavilyte-n 1 MO
CIMZIA 4  PA;MO; generlac 1 MO
POWDER FOR QL (2 per GIMOTI 4
RECONST 28 days) GOLYTELY 3 ST; MO
CLENPIQ 3 ST; MO ORAL RECON
COLAZAL 4 MO SOLN
compro 1 MO granisetron hcl oral 1 PA; MO
constulose 1 MO hydrocortisone 1 MO
CORTIFOAM 2 MO rectal
CREON 5 MO hydrocortisone 1 MO
topical cream with
cromolyn oral 1 MO perineal applicator
CYSTADANE 4 2.5%
DELZICOL 3 MO hydrocortisone- 1 MO
DICLEGIS 3 MO pramoxine rectal
DIPENTUM 4 MO cream I-1'%
: INFLECTRA 4 PA; MO;
| 0L G0 e
: 28 days)
dronabinol 1 PA; MO KRISTALOSE 3 MO
EMEND ORAL 3 PA; MO
CAPSULE 80 MG laclltctlose oral 1 MO
acket
EMEND ORAL 3 PA; MO P
CAPSULE.DOSE lactulose oral 1 MO
PACK ’ solution 10 gram/15
ml
EMEND ORAL 3 PA
SUSPENSION LIALDA S MO
FOR LINZESS 2 MO; QL
RECONSTITUTI (30 per 30
ON days)
onulose I MO LOTRONEX 4 PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LUBIPROSTONE 3 ST; MO; ondansetron hcl oral 1 PA; MO
QL (60 per solution
30 days) ondansetron hcl oral 1 PA; MO
MARINOL ORAL 4 PA; MO tablet 4 mg, 8§ mg
CAPSULE 10 MG, ORTIKOS 4 MO
ls\dl\:IC{}INOL ORAL 3 PA; MO OSMOPREP ) ST: MO
’ PANCREAZE ST; MO
CAPSULE 2.5 MG ORAL
meclizine oral tablet 1 MO CAPSULE,DELA
12.5mg, 25 mg YED
mesalamine oral 1 MO RELEASE(DR/EC
capsule (with del rel ) 10,500-35,500-
tablets) 61,500 UNIT,
mesalamine oral 1 16,800-56,800-
capsule,extended 98,400 UNIT,
release 24hr 2,600-8,800- 15,200
mesalamine oral 1 MO UNIT, 21,000-
tablet,delayed >4,700- 83,900
I ’ (drlec) UNIT, 4,200-
reedne faree 14,200- 24,600
mesalamine rectal 1 MO UNIT
metoclopramide hcl 1 MO PANCREAZE 4 ST: MO
oral ORAL
MOTEGRITY 3 ST; MO; CAPSULE,DELA
QL (30 per YED
30 days) RELEASE(DR/EC
MOVANTIK 2 MO:;QL ) 37,000-97,300-
(30 per 30 149,900 UNIT
days) peg 3350- 1 MO
MOVIPREP ST; MO electrolytes oral
NULYTELY ST; MO ZC(;Z_S;ZZ_ i‘i\; s
LEMON-LIME ) ' '
gram
OCALIVA 4 PA; MO; peg3350-sod sul- 1 MO
LA; QL (30
nacl-kcl-asb-c
per 30 days) ; ;
ondansetron 1 PA; MO peg-electrotyie ! MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PENTASA ORAL 2 MO RELISTOR ORAL 4 MO; QL
CAPSULE, (90 per 30
EXTENDED days)
RELEASE 250 RELISTOR 4  MO;QL
MG SUBCUTANEOU (18 per 30
PENTASA ORAL 4 MO S SOLUTION days)
CAPSULE, RELISTOR 4  MO;QL
EXTENDED SUBCUTANEOU (18 per 30
RELEASE 500 S SYRINGE 12 days)
MG MG/0.6 ML
PERTZYE ORAL 4 ST; MO RELISTOR 4 MO; QL
CAPSULE,DELA SUBCUTANEOU (12 per 30
YED S SYRINGE 8 days)
RELEASE(DR/EC MG/0.4 ML
) 16,000-57,500-
60,500 UNIT, RELTONE 4
24.,000-86,250- REMICADE 4 PA; MO;
90,750 UNIT QL (20 per
PERTZYE ORAL 3 ST;MO 28 days)
CAPSULE.DELA RENFLEXIS 4 PA; MO;
YED QL (20 per
RELEASE(DR/EC 28 days)
) 4,000-14,375- ROWASA 3 MO
15,125 UNIT, RECTAL ENEMA
8,000-28,750- KIT
30,250 UNIT SANCUSO 4 MO
PLENVU 3 ST; MO scopolamine base 1 MO
prochlorperazine 1 MO SUCRAID 4 PA
prochlorperazine MO sulfasalazine 1 MO
maleate oral SUPREP BOWEL 3 ST;MO
procto-med hc 1 MO PREP KIT
procto-pak 1 MO SUTAB 3 ST; MO
proctosol he topical 1 MO SYMPROIC 3 MO; QL
proctozone-hc 1 MO (30 per 30
RECTIV 2 MO days)
REGLAN ORAL 3 MO SYNDROS 4  PAIMO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TRANSDERM- 3 MO ULCER
SCOP THERAPY
trilyte with flavor 1 MO ACIPHEX 3 MO
packets -
amoxicil- | MO; QL
TRULANCE 2 MO clarithromy- (112 per 30
UCERIS ORAL 4 MO lansopraz days)
UCERIS RECTAL 3 MO CARAFATE 3 MO
URSO 250 3 MO cimetidine 1 MO
URSO FORTE 3 MO cimetidine hcl oral 1 MO
ursodiol 1 MO CYTOTEC 3 MO
VARUBI ORAL 2 PA DEXILANT 3 MO; QL
VIBERZI 4  PA;MO; ORAL (30 per 30
QL (60 per CAPSULE,BIPHA days)
30 days) SE DELAYED
VIOKACE 2 MO RELEAS 30 MG
ZENPEP ORAL 2 MO DEXILANT I MO
CAPSULE,DELA ORAL
YED CAPSULE,BIPHA
RELEASE(DR/EC ilEELDEEksA;)Eﬁ G
) 10,000-32,000 -
42,000 UNIT, esomeprazole 1 MO; QL
15,000-47,000 - magnesium oral (30 per 30
63,000 UNIT, capsule,delayed days)
20,000-63,000- release(drlec) 20
84,000 UNIT, mg
25,000-79,000- esomeprazole 1 MO
105,000 UNIT, magnesium oral
3,000-10,000 - capsule,delayed
14,000-UNIT, release(drlec) 40
40,000-126,000- mg
168,000 UNIT, esomeprazole 1 MO; QL
5,000-17,000- magnesium oral (30 per 30
24,000 UNIT granules dr for susp days)
ZUPLENZ 3 PA; MO in packet 10 mg, 20

mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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esomeprazole | MO NEXIUM ORAL 3 MO; QL
magnesium oral GRANULES DR (30 per 30
granules dr for susp FOR SUSP IN days)
in packet 40 mg PACKET 10 MG,
famotidine oral 1 MO 2.5 MG, 20 MG, 5
SUSpension MG
famotidine oral 1 MO NEXIUM ORAL 3 MO
tablet 20 mg, 40 mg GRANULES DR
lansoprazole oral 1 MO; QL FOR SUSP IN
PACKET 40 MG
capsule,delayed (30 per 30
release(drlec) 15 days) nizatidine oral 1
mg capsule
lansoprazole oral 1 MO nizatl:dz'ne oral 1 MO
capsule,delayed solution
release(drlec) 30 OMECLAMOX- 3 MO; QL
mg PAK (80 per 28
lansoprazole oral 1 MO; QL days)
tablet,disintegrat, (30 per 30 omeprazole oral 1 MO; QL
delay rel 15 mg days) capsule,delayed (30 per 30
lansoprazole oral 1 MO release(drlec) 10 days)
tablet,disintegrat, mg, 20 mg
delay rel 30 mg omeprazole oral 1 MO
misoprostol 1 MO capsule,delayed
NEXIUM ORAL 3 MO;QL release(drlec) 40
CAPSULE,DELA (30 per 30 ms
YED days) omeprazole-sodium 1 MO; QL
RELEASE(DR/EC bicarbonate oral (30 per 30
)20 MG capsule 20-1.1 mg- days)
NEXIUM ORAL 3 MO gram
CAPSULE.DELA omeprazole-sodium 1 MO
YED ’ bicarbonate oral
RELEASE(DR/EC capsule 40-1.1 mg-
)40 MG gram
omeprazole-sodium 4 MO; QL
bicarbonate oral (30 per 30
packet 20-1,680 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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omeprazole-sodium 4 MO PREVACID 3 MO
bicarbonate oral SOLUTAB ORAL
packet 40-1,680 mg TABLET,DISINT
pantoprazole oral 1 MO EGRAT, DELAY
granules dr for susp REL 30 MG
in packet PRILOSEC ORAL 3 MO:; QL
pantoprazole oral 1 MO; QL SUSP,DELAYED (120 per 30
release (drlec) 20 days) RECON 10 MG
mg PRILOSEC ORAL 3 MO:; QL
pantoprazole oral 1 MO SUSP.DELAYED (480 per 30
tablet,delayed RELEASE FOR days)
release (drlec) 40 RECON 2.5 MG
mg PROTONIX 3 MO
PEPCID ORAL 3 MO ORAL
TABLET GRANULES DR
PREVACID 3 QL (30 per R PSP IN
ORAL 30 days)
CAPSULE,DELA PROTONIX 3 MO; QL
YED ORAL (30 per 30
RELEASE(DR/EC TABLET,DELAY days)
) 15 MG ED RELEASE
PREVACID 3 MO (DR/EC) 20 MG
ORAL PROTONIX 3 MO
CAPSULE,DELA ORAL
YED TABLET,DELAY
RELEASE(DR/EC ED RELEASE
) 30 MG (DR/EC) 40 MG
PREVACID 3 MO;QL PYLERA 3 MO;QL
SOLUTAB ORAL (30 per 30 (120 per 30
TABLET,DISINT days) days)
EGRAT, DELAY rabeprazole oral 1 MO
REL 15 MG tablet,delayed

release (drlec)
sucralfate | MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TALICIA 3 MO;QL ARANESP (IN 3 PA;MO
(168 per 28 POLYSORBATE)
days) INJECTION
ZEGERID ORAL 4 MO;QL SOLUTION 25
CAPSULE 20-1.1 (30 per 30 MCG/ML, 40
MG-GRAM days) MCG/ML
ZEGERID ORAL 4 MO ARANESP (IN 3 PA;MO
CAPSULE 40-1.1 POLYSORBATE)
MG-GRAM INJECTION
ZEGERIDORAL 4  MO;QL SYRINGE 10
PACKET 20-1,680 (30 per 30 MCGI0.4 ML, 25
MG w days) MCG/0.42 ML, 40
ays MCG/0.4 ML
Iz)ig?élﬁé) IF?SLO A VO ARANESP (IN 4  PA;MO
MG - POLYSORBATE)
INJECTION
IMMUNOLO SYRINGE 100
GY, MCG/0.5 ML, 150
VACCINES / MCG/0.3 ML, 200
BIOTECHNO MCG/0.4 ML, 300
N MCG/0.6 ML, 500
LOGY MCG/ML, 60
BIOTECHNOLO MCG/0.3 ML
GY DRUGS ARCALYST 4  PA;MO
AVONEX 4  PA;MO;
ACTIMMUNE ¢ PAMO INTRAMUSCUL QL (1 per
ARANESP (IN 4  PA;MO AR PEN 28 days)
POLYSORBATE) INJECTOR KIT
ISEJLESTTII(%\I 100 AVONEX 4  PA;MO;
INTRAMUSCUL QL (1 per
MCG/ML, 200 AR SYRINGE 28 days)
MCG/ML, 300 KIT
MCG/ML, 60
MCG/ML BETASERON 4  PA;MO;
SUBCUTANEOU QL (14 per
S KIT 28 days)
EGRIFTA SV 4  PA;MO

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

This drug list was updated in August 2021.
95


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
EPOGEN 3 PA; MO HUMATROPE 4 PA; MO
INJECTION INJECTION
SOLUTION 2,000 CARTRIDGE
UNIT/ML, 20,000 INTRON A 4  PA;MO
UNIT/2 ML, 3,000 INJECTION
ggiijﬁi’ 4,000 LEUKINE 4 PA; MO
INJECTION
;ENP%%ETTON 4 PA;MO RECON SOLN
SOLUTION 20,000 NEULASTA 4 PA; MO
UNIT/ML NEUPOGEN 4 PA; MO
EXTAVIA 4 PA; MO; NIVESTYM 4 PA; MO
SUBCUTANEOU QL (15 per NORDITROPIN 4 PA; MO
S KIT 28 days) FLEXPRO
FULPHILA 4 PA; MO NUTROPIN AQ 4 PA; MO
GENOTROPIN 4  PA;MO NUSPIN
GENOTROPIN 3 PA;MO NYVEPRIA 4  PA/MO
MINIQUICK OMNITROPE 4 PA; MO
SUBCUTANEOU PEGASYS 4  MO;QL(4
S SYRINGE 0.2 SUBCUTANEOU per 28 days)
MG/0.25 ML S SOLUTION
GENOTROPIN 4 PA; MO PEGASYS 4 MO:; QL (2
MINIQUICK SUBCUTANEOU per 28 days)
SUBCUTANEZ)U S SYRINGE
18\48(;;5515\];}4200 6 PLEGRIDY 4 PA; MO;
MG/0.25 ML, 0.8 SUBCUTANEOU QL (1 per
' T S PEN INJECTOR 28 days)
MG/0.25 ML, 1 125 MCG/0.5 ML
MG/0.25 ML, 1.2 ’
MG/0.25 ML, 1.4 PLEGRIDY 4 PA; MO;
MG/0.25 ML, 1.6 SUBCUTANEOU QL (1 per
MG/0.25 ML, 1.8 S PEN INJECTOR 180 days)
MG/0.25 ML, 2 63 MCG/0.5 ML-
MG/0.25 ML 94 MCG/0.5 ML
GRANIX 4 PA;: MO PLEGRIDY 4 PA; MO;
SUBCUTANEOU QL (1 per
S SYRINGE 125 28 days)
MCG/0.5 ML

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
PLEGRIDY 4 PA; MO; RETACRIT 2 PA; MO
SUBCUTANEOU QL (1 per INJECTION
S SYRINGE 63 180 days) SOLUTION 10,000
MCG/0.5 ML- 94 UNIT/ML, 2,000
MCG/0.5 ML UNIT/ML, 20,000
PROCRIT b PA; MO UNIT/2 ML, 3,000
INJECTION UNIT/ML, 4,000
SOLUTION 10,000 UNIT/ML
UNIT/ML, 2,000 RETACRIT 4 PA; MO
UNIT/ML, 3,000 INJECTION
UNIT/ML, 4,000 SOLUTION 20,000
UNIT/ML UNIT/ML, 40,000
PROCRIT 4  PA;MO UNIT/ML
INJECTION SAIZEN 4 PA; MO
SOLUTION 20,000 SAIZEN 4 PA; MO
UNIT/ML, 40,000 SAIZENPREP
UNIT/ML SEROSTIM 4 PA; MO
REBIF (WITH 4 PA; MO:; SUBCUTANEOU
ALBUMIN) QL (6 per S RECON SOLN 4

28 days) MG, 5 MG, 6 MG
gggiEOSE 4 gi; (1;/10; UDENYCA 4  PA;MO
per .

SUBCUTANEOU 28 days) ZARXIO 5 PA; MO
S PEN INJECTOR ZIEXTENZO 4 PA; MO
22 MCG/0.5 ML, ZOMACTON 4 PA; MO
44 MCG/0.5 ML SUBCUTANEOU
REBIF 4 PA: MO; S RECON SOLN
REBIDOSE QL (4.2 per 10 MG
SUBCUTANEOU 180 days) ZOMACTON 3 PA; MO
S PEN INJECTOR SUBCUTANEOU
8.8MCG/0.2ML-22 S RECON SOLN 5
MCG/0.5ML (6) MG
REBIF 4 PA; MO; ZORBTIVE 4 PA; MO
TITRATION QL (4.2 per
PACK 180 days)

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VACCINES / GAMMAKED 4 PA; MO
MISCELLANEO INJECTION
us SOLUTION 1
IMMUNOLOGI GRAM/10 ML (10
CALS %)
GAMMAPLEX 4  PA; MO
ACTHIB (PF) 2 MO GAMMAPLEX 4 PAf MO
ADACEL(TDAP 2 MO (WITH ’
ADOLESN/ADUL SORBITOL)
T)(PF)
GAMUNEX-C 4  PA; MO
BCG VACCINE, 2 MO INJECTION ’
LIVE (PF) SOLUTION 1
BEXSERO 2 MO GRAM/10 ML (10
BIVIGAM 4 PA; MO %)
BOOSTRIX TDAP 2 MO GARDASIL 9 (PF) 2 MO
DAPTACEL 2 MO GRASTEK 3 PA; MO
(DTAP HAVRIX (PF) 2 MO
PEDIATRIC) (PF) INTRAMUSCUL
ENGERIX-B (PF) 2 PA; MO AR SYRINGE
INTRAMUSCUL HIBERIX (PF) 2 MO
AR SYRINGE IMOVAX RABIES 2
ENGERIX-B 2 PA; MO VACCINE (PF)
PEDIATRIC (PF) INFANRIX 7 MO
FLEBOGAMMA 4  PA (DTAP) (PF)
DIF INTRAMUSCUL
INTRAVENOUS AR SYRINGE
SOLUTION 10 % IPOL 7
GAMMAGARD 4  PA;MO
’ IXIARO (PF 2
LIQUID KINRIX(PF) 2
S-D (IGA < 1
AR SUSPENSION
MCG/ML)
KINRIX (PF) 2 MO
INTRAMUSCUL
AR SYRINGE

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
MENACTRA (PF) 2 MO RECOMBIVAX 2 PA; MO
INTRAMUSCUL HB (PF)
AR SOLUTION INTRAMUSCUL
MENQUADFI 2 MO AR SYRINGE 10
MCG/ML
(PF)
MENVEO A-C.Y- 2 MO RECOMBIVAX 2 PA
W-A3>-DIP (PT) IPII\]TBT(II{)?MUSCUL
M-M-R II (PF) 2 MO AR SYRINGE 5
OCTAGAM 4 PA; MO MCG/0.5 ML
ODACTRA 3 PA; MO ROTARIX P
ORALAIR 3 PA ROTATEQ 9 MO
SUBLINGUAL VACCINE
TABLET 300
INDX SHINGRIX (PF) 2 MO
REACTIVITY TDVAX 2 MO
PANZYGA 4  PA;MO TENIVAC (PF) 2 MO
PEDIARIX (PF) 2 MO %Té{?xg (S}(FiUL
EPFI))VAX HIB 2 TETANUS,DIPH 2 MO
THERIA TOX
PRIVIGEN 4  PA;MO PED(PF)
PROQUAD (PF) 2 TRUMENBA 2 MO
QUADRACEL 2 TWINRIX (PF) 2 MO
(PE) TYPHIM VI 2
RABAVERT (PF) 2 MO INTRAMUSCUL
RAGWITEK 3 MO AR SOLUTION
RECOMBIVAX 2 PA;MO TYPHIM VI 2 MO
HB (PF) INTRAMUSCUL
INTRAMUSCUL AR SYRINGE
AR SUSPENSION VAQTA (PF) 2 MO
10 MCG/ML, 40
MCG/ML VARIVAX (PF) 2
VARIZIG 2 MO
YF-VAX (PF) 2

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

MISCELLANEO BD 2 MO

US SUPPLIES SAFETYGLIDE

UNIFINE

PENTIPS BD ULTRA-FINE 2 MO

1ST TIER 3 ST 11\\]/11;(];}{])2]5 EN

UNIFINE

PENTIPS PLUS BD ULTRA-FINE 2 MO

ABOUTTIME 3 ST EEEEE%N

PEN NEEDLE N o

ADVOCATE PEN 3 ST; MO BD ULTRA-FINE 2 M

NEEDLE NANO PEN
NEEDLE

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

ASSURE ID PEN 3 ST; MO NEEDLE

NEEDLE 30 BD ULTRA-FINE 2 MO

GAUGE X 3/16",

30 GAUGE X SHORT PEN

5/16" NEEDLE

ASSURE ID PEN 3 ST BD VEO 2 MO
INSULIN SYR

NEEDLE 31 (HALF UNIT)

GAUGE X 3/16" BD 5

BD ECLIPSE 2 MO VEO MO
INSULIN

LUER-LOK SYRINGE UF

SYRINGE 1 ML

30 GAUGE X 12" CAREFINE PEN 3 ST

BD NANO 2ND 2 MO NEEDLE 29 "
GAUGE X 1/2", 30

GEN PEN GAUGE X 5/16"

NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
CAREFINE PEN 3 ST; MO COMFORT EZ 3 ST
NEEDLE 31 INSULIN
GAUGE X 1/4", 31 SYRINGE 0.3 ML
GAUGE X 5/16", 29 GAUGE X 1/2",
32 GAUGE X 1/4", 0.3 ML 30
32 GAUGE X GAUGE X 1/2",
3/16", 32 GAUGE 0.5 ML 29
X 5/32" GAUGE X 1/2",
CARETOUCH 3 ST 0.5 ML 30
INSULIN GAUGE X 12", 1
SYRINGE 1 ML ML 30 GAUGE X
28 X 5/16", 1 ML 1/2",1/2 ML 28
29 GAUGE X 5/16 GAUGE X 1/2"
CARETOUCH 3 ST;MO COMFORT EZ 3 ST;MO
PEN NEEDLE 31 INSULIN
GAUGE X 1/4", 31 SYRINGE 0.3 ML
GAUGE X 3/16", 30 GAUGE X
31 GAUGE X 5/16", 0.3 ML 31
5/16", 32 GAUGE GAUGE X 5/16",
X 3/16", 32 0.5 ML 30
GAUGE X 5/32" GAUGE X 5/16",
0.5 ML 31
CLICKFINE PEN 3 ST GAUGE X 5/16", 1
NEEDLE 31
" ML 28 GAUGE X
GAUGE X 1/4", 31 -
GAUGE X 5/16" 122", 1 ML 29
GAUGE X 1/2",1
CLICKFINE PEN 3 ST; MO ML 30 GAUGE X
NEEDLE 32 5/16, 1 ML 31
GAUGE X 5/32" GAUGE X 5/16
COMFORT EZ 3 ST; MO
PEN NEEDLES
DROPLET 3 ST
INSULIN
SYR(HALF
UNIT)

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DROPLET 3 ST DROPLET PEN 3 ST; MO
INSULIN NEEDLE 29
SYRINGE 0.3 ML GAUGE X 1/2", 29
29 GAUGE X 1/2", GAUGE X 3/8", 31
0.3 ML 30 GAUGE X 1/4", 31
GAUGE X 1/2", GAUGE X 3/16",
0.3 ML 30 31 GAUGE X
GAUGE X 15/64", 5/16", 32 GAUGE
0.3 ML 30 X 1/4", 32 GAUGE
GAUGE X 5/16", X 3/16", 32
0.3 ML 31 GAUGE X 5/16",
GAUGE X 15/64", 32 GAUGE X
1 ML 29 GAUGE 5/32"
X 172" 1 ML 30 DROPLET PEN 3 ST
GAUGE X 1/2",1 NEEDLE 30
ML 30 GAUGE X GAUGE X 5/16"
15/64", 1 ML 30 DROPSAFE PEN 3 ST; MO
GAUGE X 5/16, 1 NEEDLE
ML 31 GAUGE X
15/64" EASY COMFORT 3 ST
DROPLET 3 ST; MO IS@?{[IJ;II(I}\IE
INSULIN
SYRINGE 0.3 ML EASY COMFORT 3 ST; MO
31 GAUGE X PEN NEEDLE 31
5/16", 1 ML 31 GAUGE X 1/4", 31
GAUGE X 5/16 GAUGE X 3/16",
DROPLET 3 ST; MO 2}13%%%%&1 GE
MICRON PEN X 5/
NEEDLE
EASY COMFORT 3 ST
PEN NEEDLE 33
GAUGE X 1/4", 33
GAUGE X 3/16",
33 GAUGE X
5/32"
EASY GLIDE 3 ST
INSULIN
SYRINGE

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits
EASY GLIDE 3 ST EASY TOUCH ST; MO
PEN NEEDLE INSULIN
EASY TOUCH 3 ST SYRINGE 0.3 ML
FLIPLOCK 30 GAUGE X
INSULIN 5/16", 0.3 ML 31
SYRINGE 1 ML GAUGE X 5/16",
29 GAUGE X 1/2", 0.5 ML 30
1 ML 30 GAUGE GAUGE X 1/2",
X 5/16" 0.5 ML 30
EASY TOUCH 3 ST; MO GAUGE X 5/16",
FLIPLOCK 0.5 ML 31
INSULIN GAUGE X 5/16", 1
SYRINGE 1 ML 11\;[2% 217 1\(23[;0(} EX
30 GAUGE X 1/2", ’ "
| ML 31 GAUGE GAUGE X 12", 1
X 5/16" ML 30 GAUGE X
5/16, 1 ML 31
EASY TOUCH 3 ST GAUGE X 5/16
INSULIN EASY TOUCH ST; MO
SAFETY INSULIN
SYRINGE 0.5 ML
29 GAUGE X 1/2" SYRINGE 0.5 ML
29 GAUGE X 172",
EASY TOUCH 3 ST; MO 1 ML 28 GAUGE
INSULIN X 1/2",1 ML 29
SAFETY GAUGE X 1/2",
SYRINGE 0.5 ML 1/2 ML 28
30 GAUGE X GAUGE X 1/2"
>/16", 1 ML 29 EASY TOUCH ST
GAUGE X 12", 1
ML 30 GAUGE X INSULIN
1" SYRINGE 1/2 ML
27 GAUGE X 1/2"
EASY TOUCH 3 ST EASY TOUCH ST
INSULIN LUER LOCK
SYRINGE 0.3 ML INSULIN
30 GAUGE X 1/2"
EASY TOUCH ST; MO
NEEDLE
EASY TOUCH ST
PEN NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Requiremen Drug Name Requiremen
ts/Limits ts/Limits
EASY TOUCH ST; MO FREESTYLE ST
SAFETY PEN PRECISION
NEEDLE 29 SYRINGE 1 ML
GAUGE X 3/16" 30 GAUGE X 5/16,
EASY TOUCH ST 1 ML 31 GAUGE
SAFETY PEN X 5/16
NEEDLE 29 GAUZE PADS 2
GAUGE X 5/16", X2
30 GAUGE X 1/4", HEALTHWISE ST
30 CT'AUGE X INSULIN
5/16 SYRINGE
EASY TOUCH ST HEALTHWISE ST
SAFETY PEN PEN NEEDLE
NeELEn .
ACCENTS
EASY TOUCH ST UNIFINE
SHEATHLOCK PENTIP
INSULIN INCONTROL ST; MO
SYRINGE 1 ML
. PEN NEEDLE 29
29 GAUGE X 1/2",
GAUGE X 1/2", 31
1 ML 30 GAUGE "
" GAUGE X 5/16",
X 1/2",1 ML 30 32 GAUGE X
GAUGE X 5/16" 530"
EASY TOUCH ST; MO INCONTROL ST
SHEATHLOCK
PEN NEEDLE 31
INSULIN "
GAUGE X 1/4", 31
SYRINGE 1 ML GAUGE X 3/16"
31 GAUGE X
5/16" INSULIN PEN MO
EASY TOUCH ST NEEDLE
UNI-SLIP INSULIN
SYRINGE 1 ML SYRINGE
FREESTYLE ST; MO NEEDLELESS
PRECISION INSULIN MO
SYRINGE 0.5 ML SYRINGE 0.5 ML
30 GAUGE X 29 GAUGE X 1/2"
5/16", 0.5 ML 31
GAUGE X 5/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
INSULIN 2 LITE TOUCH 3 ST
SYRINGE (DISP) INSULIN
U-100 0.3 ML, 1/2 SYRINGE 0.3 ML
ML 29 GAUGE X 1/2",
INSULIN 2 MO 0.3ML30
SYRINGE (DISP) GAUGE X 5/16",
U-100 1 ML 0.3ML3I =
INSUPEN 3 ST GAUGE X 5/16",
0.5 ML 29
NEEDLE 29 GAUGE X 1/2"
GAUGE X 1/2", 31 05ML30
INSUPEN 3 ST; MO ML 28 GAUGE, 1
NEEDLE 30 ML 28 GAUGE X
GAUGE X 5/16", 1/2", 1 ML 29
31 GAUGE X 1/4", GAUGE, 1 ML 29
31 GAUGE X GAUGE X 1/2", 1
5/16", 32 GAUGE ML 30 GAUGE X
X 1/4", 32 GAUGE 5/16, 1 ML 30
X 5/16", 32 GAUGE X 7/16",
GAUGE X 5/32", 1/2 ML 28
33 qAUGE X GAUGE X 1/2"
5/32 LITE TOUCH 3 ST;MO
LITE TOUCH 3 ST; MO INSULIN
INSULIN PEN SYRINGE 0.5 ML
NEEDLES 31 GAUGE X
5/16", 1 ML 31
GAUGE X 5/16,
1/2 ML 28
GAUGE, 1/2 ML
29, 1/2 ML 30
GAUGE
MAGELLAN 3 ST; MO
INSULIN
SAFETY SYRNG
MAGELLAN 3 ST; MO
SYRINGE 0.3 ML
30 X 5/16"

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

This drug list was updated in August 2021.
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Tier  ts/Limits Tier  ts/Limits
MAGELLAN 3 ST MONOJECT 3 ST;MO
SYRINGE 0.5 ML INSULIN
30 GAUGE X SYRINGE 0.3 ML
5/16" 29 GAUGE X 1/2",
MAXICOMFORT 3 ST 0.3 ML 31 .
11 PEN NEEDLE (C)}SAl\IfI(EEIX S/16",
?ﬁ%ﬁlﬁgMFORT R 51 GAUGE X 5/16", 1
SYRINGE ML 25 GAUGE X

5/8", 1 ML 28
MAXI- 3 ST; MO GAUGE X 12", 1
COMFORT ML 30 GAUGE X
INSULIN 5/16, 1 ML 31
SYRINGE GAUGE X 5/16
MAXICOMFORT 3 ST MONOJECT 3 ST
SAFETY PEN INSULIN
NEEDLE SYRINGE 0.3 ML
MICRODOT 3 ST 30 GAUGE X
INSULIN PEN 5/16",0.5 ML 29
NEEDLE GAUGE X 1/2",
MINI ULTRA- 3 ST; MO 0.5 ML 30
THIN II GAUGE X 5/16", 1
MONOJECT 3 ST;MO ML, 1 ML 27 |
INSULIN GAUGE X 1/2", 1
ML 29 GAUGE X

SAFETY 1/2", 1/2 ML 28
SYRINGE 0.3 ML GAUGE X 12"
29 GAUGE X 1/2",
0.5 ML 29 MONOJECT 3 ST
GAUGE X 1/2", SYRINGE 1/2 ML
0.5 ML 30 28 GAUGE
GAUGE X 5/16", MONOJECT 3 ST;MO
29 GAUGE X 1/2" ULTRA
MONOJECT 3 ST COMFORT
INSULIN INSULIN
SAFETY NEEDLES, 2 MO
SYRINGE 0.3 ML INSULIN
30 GAUGE X DISP..SAFETY
316" NOVOFINE 32 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
NOVOFINE 2 MO SAFESNAP 3 ST; MO
AUTOCOVER INSULIN
NOVOFINE 2 MO SYRINGE 0.3 ML
PLUS 30 GAUGE X
5/16", 0.5 ML 30
NOVOTWIST 2 MO GAUGE X 5/16", 1
OMNIPOD DASH 2 MO ML 28 GAUGE X
5 PACK POD 1/2", 1 ML 29
OMNIPOD 2 MO GAUGE X 1/2"
INSULIN SAFESNAP 3 ST
MANAGEMENT INSULIN
OMNIPOD 2 MO SYRINGE 0.5 ML
INSULIN 29 GAUGE X 172"
REFILL SAFETY PEN 3 ST
PENTIPS ST NEEDLE
PRO COMFORT ST SECURESAFE 3 ST
INSULIN PEN NEEDLE
SYRINGE SURE COMFORT 3  ST; MO
PRO COMFORT 3 ST INS. SYR. U-100
PEN NEEDLE
PRODIGY 3 ST
INSULIN
SYRINGE 0.3 ML
31 GAUGE X
5/16"
PRODIGY 3 ST; MO
INSULIN
SYRINGE 0.5 ML
31 GAUGE X
5/16", 1 ML 28
GAUGE X 1/2"
PURE COMFORT 3 ST
PEN NEEDLE
RELION PEN 3 ST
NEEDLES

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

SURE COMFORT 3  ST; MO SURE-JECT 3 ST
INSULIN INSULIN
SYRINGE 0.3 ML SYRINGE 0.3 ML
29 GAUGE X 172", 29 GAUGE X 172",
0.3 ML 30 0.3 ML 30
GAUGE X 12", GAUGE X 5/16",
0.3 ML 30 0.5 ML 29
GAUGE X 5/16", GAUGE X 12",
0.3 ML 31 0.5 ML 30
GAUGE X 5/16", GAUGE X 5/16", 1
0.5 ML 30 ML 28 GAUGE X
GAUGE X 12", 1/2", 1 ML 29
0.5 ML 30 GAUGE X 112", 1
GAUGE X 5/16", ML 30 GAUGE X
0.5 ML 31 5/16, 1/2 ML 28
GAUGE X 5/16", 1 GAUGE X 12"
ML 28 GAUGE X SURE-JECT 3 ST;MO
172", 1 ML 29 INSULIN
GAUGE X 172", 1 SYRINGE 1 ML
11\% 310 ﬁfgoGE X 31 GAUGE X 5/16

. TECHLITE 3 ST
GAUGE X 5/16, 1 INSULIN

ML 31 GAUGE X

5/16, 1/2 ML 28 SYRINGE 1 ML

29 GAUGE X 172",

GAUGE X 172 1 ML 30 GAUGE
SURE COMFORT 3 ST X 1/2", 1 ML 30
INSULIN GAUGE X 5/16

SYRINGE 0.3 ML

31 GAUGE X 1/4", TECHLITE 3  ST;MO
INSULIN

1 ML 31 GAUGE

g SYRINGE 1 ML

X 1/4", 1/2 ML 31

GAUGE X 1/4" 31 GAUGE X
15/64", 1 ML 31

SURECOMFORT 3  ST; MO GAUGE X 5/16

PEN NEEDLE

SURE-FINE PEN 3 ST;MO

NEEDLES

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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TECHLITE 3 ST TERUMO 3 ST
INSULIN INSULIN
SYRINGE (HALF SYRINGE 0.3 ML
UNIT) 0.3 ML 29 30 X 3/8",1/2 ML
GAUGE X 1/2", 27 GAUGE X 1/2",
0.3 ML 30 1/2 ML 28
GAUGE X 5/16", GAUGE X 1/2",
0.3 ML 31 1/2 ML 30 X 3/8"
GAUGE X 15/64", TERUMO 3 ST; MO
0.5 ML 29 . INSULIN
GAUGE X 1/2", SYRINGE 0.5 ML
0.5 ML 30 29 GAUGE X 1/2",
GAUGE X 5/16", 1 ML 27 GAUGE
0.5 ML 31 X 1/2", 1 ML 28
GAUGE X 5/16" GAUGE X 12", 1
TECHLITE 3 ST; MO ML 29 GAUGE X
INSULIN 172"
SYRINGE (HALF thinpro insulin 1 ST
UNIT) 0.3 ML”?’O syringe 0.3 ml 29
GAUGE X 172", gauge x 112", 0.5 ml
0.3 ML 31 ) 29 gauge x 1/2", 1
(C)}?lI\J/[g]g()X S/16", ml 29 gauge x 1/2"
GAUGE X 1/2". THINPRO 3 ST
0.5 ML 31 INSULIN
: ; SYRINGE 0.3 ML
GAUGE X 15/64 30 X 3/8", 1 ML 30
TECHLITE PEN 3 ST; MO GAUGE X 3/8",
NEEDLE 29 1/2 ML 28
GAUGE X 1/2", 31 GAUGE X 1/2",
GAUGE X 1/4", 31 1/2 ML 30 X 3/8"
i?ﬁf‘ Géé’(“ : THINPRO 3 ST;MO
INSULIN

5/16", 32 GAUGE
X 1/4", 32 GAUGE

SYRINGE 0.3 ML
31 X 3/8",0.5 ML

X 5/16", 32

i " 31 X 3/8",1 ML 28
GAUGE X 5/32 GAUGE X 112", 1
TECHLITE PEN 3 ST ML 31 X 3/8"
NEEDLE 29
GAUGE X 3/8"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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TOPCARE 3 ST ULTICARE 3 ST; MO
CLICKFINE INSULIN
TOPCARE 3 ST SYRINGE 0.3 ML
ULTRA 31 GAUGE X 1/4",
COMFORT 1 ML 31 GAUGE
TRUE 3 ST X 1/4
COMFORT ULTICARE 3 ST
INSULIN INSULIN
SYRINGE SYRINGE 1/2 ML
TRUE 3 ST 31 GAUGE X 1/4
COMFORT PEN ULTICARE 3 ST; MO
NEEDLE INSULN
TRUEPLUS 3 ST %KTI}E[,I;IALF
INSULIN
SYRINGE 0.3 ML ULTICARE PEN 3 ST; MO
29 GAUGE X 1/2", NEEDLE 29
1/2 ML 28 GAUGE X 1/2", 31
GAUGE X 1/2" GAUGE X 1/4", 31
TRUEPLUS 3 ST:MO GAUGE X 3/16",
31 GAUGE X
INSULIN 5/16", 32 GAUGE
SYRINGE 0.3 ML X 5/3’2,,
30 GAUGE X
5/16", 0.3 ML 31 ULTICARE PEN 3 ST
GAUGE X 5/16", NEEDLE 32
0.5 ML 29 GAUGE X 1/4"
GAUGE X 1/2", ULTICARE 3 ST
0.5 ML 30 SAFETY PEN
GAUGE X 5/16", NEEDLE
0.5 ML 31 ULTICARE 3 ST;MO
GAUGE X 5/16% 1 SYRINGE 0.3 ML
ML 28 GAUGE X 30 GAUGE X 12",
12", 1 ML 29 0.5 ML 30
GAUGE X 112", 1 GAUGE X 12",
ML 30 GAUGE X 0.5 ML 31
5/16, 1 ML 31 GAUGE X 5/16", 1
GAUGE X 5/16 ML 30 GAUGE X
TRUEPLUS PEN 3 ST; MO 1/2",1 ML 31
NEEDLE GAUGE X 5/16

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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ULTICARE 3 ST ULTRA 3 ST
SYRINGE 0.3 ML COMFORT
31 GAUGE X INSULIN
5/16" SYRINGE 0.3 ML
ULTIGUARD 2 ST 29 GAUGE X 1/27,
SAFEPACK- 0.3 ML 30, 0.3 ML
INSULIN SYR 31 GAUGE X
ULTIGUARD 3 ST 5/167, 0.5 ML 31"
GAUGE X 5/16", 1
SAFEPACK-PEN
NEEDLE ML 28 GAUGE, 1
ML 28 GAUGE X
ULTILET 3 ST 1/2",1 ML 29
INSULIN GAUGE, 1 ML 30
SYRINGE 0.3 ML GAUGE X 7/16", 1
29 GAUGE X 1/2", ML 31 GAUGE X
0.3 ML 30 5/16, 1/2 ML 28
GAUGE X 5/16", GAUGE, 12 ML
0.3 ML 31 . 28 GAUGE X 1/2",
GAUGE X 5/16", 1/2ML 29, 1/2 ML
0.5 ML 29 ) 30 GAUGE
GAUGE X 172", ULTRA 3 ST:MO
0.5 ML 30 COMFORT
GAUGE X 5/16",
05 ML 31 INSULIN
GAUGE X 5/16". 1 SYRINGE 0.3 ML
30 GAUGE X
ML 29 GAUGE X "
. 5/16",0.5 ML 29
1/2", 1 ML 30 GAUGE X 1/2"
GAUGE X 5/16, 1 05ML30
15\;[1L6 31 GAUGEX GAUGE X 5/16", 1
ML 29 GAUGE X
ULTILET PEN 3 ST 1/2", 1 ML 30
NEEDLE 29 GAUGE X 5/16
GAUGE ULTRA FLO 3 ST
ULTILET PEN 3 ST; MO INSUL
NEEDLE 32 SYR(HALF
GAUGE X 5/32" UNIT)
ULTRA CMFT 3 ST ULTRA FLO 3 ST
INS SYR (HALF INSULIN
UNIT) SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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ULTRA FLO PEN 3 ST ULTRA-THIN II 3 ST; MO
NEEDLE 29 INS PEN
GAUGE X 1/2", 31 NEEDLES
GAUGE X 5/16", ULTRA-THIN II 3 ST; MO
32 GAUGE X INSULIN
5/32", 33 GAUGE SYRINGE
X 5/32 UNIFINE PEN 3 ST
ULTRA FLO PEN 3 ST; MO NEEDLE
eLEl NENE 1w
PENTIPS
ULTRA THIN 3 ST MAXFLOW
PEN NEEDLE UNIFINE 3 ST
ULTRACARE 3 ST PENTIPS
INSULIN NEEDLE 29
SYRINGE GAUGE
ULTRACARE 3 ST; MO UNIFINE 3 ST: MO
PEN NEEDLE PENTIPS
ULTRA-THIN II 3 ST; MO NEEDLE 29
(SHORT) INS GAUGE X 1/2", 31
SYRINGE 0.3 ML GAUGE X 1/4", 31
30 GAUGE X GAUGE X 3/16",
5/16", 0.3 ML 31 31 GAUGE X
GAUGE X 5/16", 1 5/16", 32 GAUGE
ML 30 GAUGE X X 1/4", 32 GAUGE
5/16, 1 ML 31 X 5/32", 33
GAUGE X 5/16 GAUGE X 5/32"
ULTRA-THIN II 3 ST UNIFINE 3 ST
(SHORT) INS PENTIPS PLUS
SYRINGE 0.5 ML MAXFLOW
30 GAUGE X UNIFINE 3  ST;MO
5/16", 0.5 ML 31 PENTIPS PLUS
GAUGE X 5/16" NEEDLE 29
ULTRA-THIN II 3 ST; MO GAUGE X 1/2", 31
(SHORT) PEN GAUGE X 1/4", 31
NDL GAUGE X 3/16",
31 GAUGE X

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

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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UNIFINE 3 ST probenecid- 1 MO
PENTIPS PLUS colchicine
NEEDLE 33 ULORIC MO
gi&ﬁi; 3132 ; ST ZYLOPRIM MO
SAFECONTROL gi'f-lﬁll@(l){i(l))I;OSI
VANISHPOINT 3 ST
INSULIN ACTONEL ORAL 3 ST; MO;
SYRINGE TABLET 150 MG QL (1 per
VANISHPOINT 3 ST;MO 30 days)
SYRINGE 0.5 ML ACTONEL ORAL 3 ST; MO;
30 GAUGE X 1/2", TABLET 35 MG QL (4 per
1 ML 29 GAUGE 28 days)
X 172" alendronate oral 1 MO; QL
V-GO 20 MO solution (300 per 28
V-GO 30 MO days)
V-GO 40 MO alendronate oral 1 MO; QL
tablet 10 mg (30 per 30
MUSCULOSK days)
ELETAL/ alendronate oral 1 MO:; QL (4
RHEUMATO tablet 35 mg, 70 mg per 28 days)
LOGY ATELVIA 3 ST; MO;
QL (4 per
(T;SIIEJEAPY 28 days)
BINOSTO 3 ST; MO;
allopurinol 1 MO QL (4 per
COLCHICINE 3 ST;MO 28 days)
ORAL CAPSULE BONIVA ORAL 3 ST; MO;
colchicine oral 1 MO QL (1 per
tablet 30 days)
COLCRYS 3 ST; MO EVENITY 4  PA;MO;
SUBCUTANEOU QL (2.34
b tat 1 MO
Jebuxosta S SYRINGE per 30 days)
MITIGARE 3 ST; MO 105MG/1.17TMLX2
probenecid 1 MO )
EVISTA 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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FORTEO 4 PA; MO; OTHER
SUBCUTANEOU QL (2.4 per RHEUMATOLO
S PEN INJECTOR 28 days) GICALS
20 MCG/DOSE
(620MCG/2.48ML) ACTEMRA 4 PA;MO;
FOSAMAX 3 ST: MO: ACTPEN QL (3.6 per
ORAL TABLET QL (4 per 28 days)
70 MG 28 days) ACTEMRA 4 PA; MO;
FOSAMAX PLUS 3 ST MO- SUBCUTANEOU QL (3.6 per
~ QL’ @ pér S 28 days)
ibandronate oral 1 MO; QL (1 Ela Ser
per 30 days) BENLYSTA 4 PAy' MO
PROLIA 2 g‘i? (1;’[;} SUBCUTANEOU
180 days) 5
raloxifene I MO CUPRIMINE 4 PA; MO
risedronate oral 1 MO; QL (1 DEPEN 4 PA; MO
TITRATABS
tablet 150 mg per 30 days) ENBREL MINI A PA MO
risedronate oral 1 MO; QL (4 QL,(S e,r
tablet 35 mg, 35 mg per 28 days) 28 da IS))
(12 pack), 35 mg (4 Y
pack) ENBREL 4 PA; MO;
: : SUBCUTANEOU QL (16 per
' ;S;;Z 05”32 oral I g&)g% . S RECON SOLN 28 days)
days) ENBREL 4 PA; MO;
risedronate oral 1 MO; QL (4 Sgg€8¥?§£ ou SSL dglg IS))C g
tablet,delayed per 28 days) Y
release (drlec) ENBREL 4 PA; MO;
TERIPARATIDE 4  PA; MO: SUBCUTANEOU QL (8 per
QL’ (2.4 85 S SYRINGE 28 days)
per 28 days) ENBREL 4 PA; MO;
TYMLOS 4 PA: MO SURECLICK QL (8 per
QL’ (1.5 6’ 28 days)
per 30 days) HUMIRA PEN 4 PA; MO;
QL (4 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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HUMIRA PEN 4 PA; MO; HUMIRA(CF) 4 PA; MO;
CROHNS-UC-HS QL (6 per SUBCUTANEOU QL (2 per
START 180 days) S PEN INJECTOR 28 days)
HUMIRA PEN 4  PA; MO; KIT 80 MG/0.8
PSOR-UVEITS- QL (4 per ML
ADOL HS 180 days) HUMIRA(CF) 4  PA;MO;
HUMIRA 4 PA; MO; SUBCUTANEOU QL (2 per
SUBCUTANEOU QL (4 per S SYRINGE KIT 28 days)
S SYRINGE KIT 28 days) 10 MG/0.1 ML, 20
40 MG/0.8 ML MG/0.2 ML
HUMIRA(CF) 4 PA; MO; HUMIRA(CF) 4 PA; MO;
PEDI CROHNS QL (3 per SUBCUTANEOU QL (4 per
STARTER 180 days) S SYRINGE KIT 28 days)
SUBCUTANEOU 40 MG/0.4 ML
S SYRINGE KIT KEVZARA 4 PA; MO;
80 MG/0.8 ML QL (2.28
HUMIRA(CF) 4 PA; MO: per 28 days)
PEDI CROHNS QL (2 per KINERET 4 PA; QL
STARTER 180 days) (20.1 per 30
SUBCUTANEOU days)
S SYRINGE KIT leflunomide 1 MO; QL
80 MG/0.8 ML-40 (30 per 30
MG/0.4 ML days)
HUMIRA(CF) 4 PA; MO; OLUMIANT 4 PA: MO;
PEN CROHNS- QL (3 per QL (30 per
UC-HS 180 days) 30 days)
HUMIRA(CF) 4 PA; MO; ORENCIA 4 PA: MO;
PEN PEDIATRIC QL (4 per CLICKJECT QL (4 per
ucC 28 days) 28 days)
HUMIRA(CF) 4 PA; MO; ORENCIA 4 PA: MO;
PEN PSOR-UV- QL (3 per SUBCUTANEOU QL (4 per
ADOL HS 180 days) S SYRINGE 125 28 days)
HUMIRA(CF) 4  PA; MO; MG/ML
SUBCUTANEOU QL (4 per ORENCIA 4 PA: MO;
S PEN INJECTOR 28 days) SUBCUTANEOU QL (1.6 per
KIT 40 MG/0.4 S SYRINGE 50 28 days)
ML MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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ORENCIA 4  PA;MO; SIMPONI 4  PA;MO;
SUBCUTANEOU QL (2.8 per SUBCUTANEOU QL (3 per
S SYRINGE 87.5 28 days) S SYRINGE 100 28 days)
MG/0.7 ML MG/ML
OTEZLA 4  PA;MO; SIMPONI 4  PA;MO;
QL (60 per SUBCUTANEOU QL (0.5 per
30 days) S SYRINGE 50 28 days)
OTEZLA 4  PA; MO; MG/0.5 ML
STARTER ORAL QL (55 per XELJANZ ORAL 4  PA;MO;
TABLETS,DOSE 28 days) SOLUTION QL (300 per
PACK 10 MG (4)- 30 days)
20 MG (4)-30 MG XELJANZ ORAL 4  PA;MO;
(47) TABLET QL (60 per
OTREXUP (PF) 3 MO 30 days)
penicillamine 4 PA; MO XELJANZ XR 4 PA; MO;
RASUVO (PF) 3 MO QL (30 per
REDITREX (PF) 3 MO 30 days)
RIDAURA 4 MO OBSTETRICS
RINVOQ 4  PA;MO: /
QL (30 per GYNECOLOG
30 days) Y
SOPLLAORAL ?g(? 9L ESTROGENS |/
P PROGESTINS
days)
SAVELLA ORAL 2 MO;QL ACTIVELLA 3 PAMO
TABLETS,DOSE (55 per 30 ORAL TABLET I-
PACK days) 0.5 MG
SIMPONI 4  PA;MO; ALORA 3 PA;MO;
SUBCUTANEOU QL (3 per QL (8 per
S PEN INJECTOR 28 days) 28 days)
100 MG/ML amabelz 1 PA; MO
SIMPONI 4  PA;MO; ANGELIQ 3 PA;MO
SUBCUTANEOU QL (0.5 per AYGESTIN 3 MO
S PEN INJECTOR 28 days) -
50 MG/0.5 ML BIJUVA 3 PA;MO
camila 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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CLIMARA 3 PA; MO; ESTRACE 3 ST; MO
QL (4 per VAGINAL
28 days) estradiol oral 1 PA; MO
CLIMARA PRO PA; MO estradiol 1 PA; MO:
COMBIPATCH PA; MO transdermal patch QL (8 per
CRINONE MO semiweekly 28 days)
VAGINAL GEL 4 estradiol 1 PA; QL (4
% transdermal patch per 28 days)
CRINONE 3 PA;MO weekly
VAGINAL GEL 8§ estradiol vaginal 1 MO
o estradiol valerate 1 MO
deblitane 1 MO intramuscular oil 20
DELESTROGEN 3 MO mglml, 40 mglml
DEPO- MO estradiol- 1 PA; MO
ESTRADIOL norethindrone acet
DEPO-PROVERA 3 MO ESTRING 2 Mo
INTRAMUSCUL ESTROGEL 3 MO; QL
AR SUSPENSION (50 per 30
150 MG/ML days)
DEPO-SUBQ 3 MO EVAMIST 3 PA; MO;
PROVERA 104 QL (16.2
DIVIGEL 3 PA;MO; per 30 days)
TRANSDERMAL QL (30 per FEMHRT LOW 3 PA; MO
GEL IN PACKET 30 days) DOSE
0.5 MG/0.5 GRAM FEMRING 3 ST; MO
(.1 '/O) fyavoly 1 PA; MO
dotti : g/i’ (242} IMVEXXY 3 ST:MO
53 da IS’) MAINTENANCE
y PACK
DUAVEE 2 MO IMVEXXY 3 ST; MO
ELESTRIN 3 PA; MO; STARTER PACK
%L d(asyzs)p cr incassia 1 MO
orrin 1 MO Jjinteli | PA; MO
ESTRACE ORAL 3 PA; MO lyleq . MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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Iyllana PA; MO; PREMPRO 2 MO
QL (8 per progesterone 1 MO
28 days) micronized
lyza PROMETRIUM 3 MO
medroxyprogesteron MO PROVERA 3 MO
;/IENEST ORAL PA; MO sharobel : MO
TABLET 0.3 MG. VAGIFEM 3 ST; MO
0.625 MG, 1.25 VIVELLE-DOT 3 PA; MO;
MG QL (8 per
MENOSTAR PA; MO; 28 days)
QL (4 per yuvafem 1 MO
28 days) MISCELLANEO
mimvey PA; MO US OB/GYN
MINIVELLE PA; MO; ANNOVERA MO
QL (8 per CLEOCIN MO
28 days) VAGINAL
nora-be MO clindamycin 1 MO
norethindrone phosphate vaginal
(contraceptive) CLINDESSE 3 MO
norethindrone MO eluryng 1 MO
acetate
: etonogestrel-ethinyl 1
norethlndr.one ac- PA estradiol
eth estradiol oral A
tablet 0.5-2.5 mg- GYNAZOLE:-I 3 MO
meg INTRAROSA 3 MO
norethindrone ac- PA; MO LUPANETA 4 PA; MO
eth estradiol oral PACK (1
tablet 1-5 mg-mcg MONTH)
PREFEST PA; MO LUPANETA 4 PA; MO
PREMARIN MO PACK (3
ORAL MONTH)
VAGINAL metronidazole 1 MO
PREMPHASE MO vaginal

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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miconazole-3 1 MO cryselle (28) 1 MO
vaginal suppository cyclafem 1135 (28) 1 MO
NUVARING 3 MO cyclafem 71717 (28) 1 MO
ORIAHNN 4 PA; MO cyred eq 1 MO
OSPHENA 3 MO desog- 1
terconazole 1 MO e.estradiolle.estradi
tranexamic acid 1 MO ol
oral desogestrel-ethinyl 1
vandazole 1 MO estradiol
xulane 1 MO dolishale 1
zafemy 1 MO drospirenone- 1
ORAL e.estradiol-Im.fa

oral tablet 3-0.02-
CONTRACEPTI 0.451 mg (24) (4)
VES /| RELATED . ;
AGENTS drospirenone-ethinyl 1 MO

estradiol oral tablet
altavera (28) 1 MO 3-0.02 mg
alyacen 1135 (28) 1 MO drospirenone-ethinyl 1
amethia 1 MO estradiol oral tablet
apri 1 MO 3-0.03 mg ] v
aranelle (28) 1 MO emoquette . MO
ashlyna 1 MO np ]zesse : 0
aubra eq 1 MO nsey ('; . MO
aviane 1 MO estary a‘ : MO
BALCOLTRA 3 MO elhyno.dlol diac-eth 1

: estradiol

balziva (28) 1 MO falmina (28) 1 MO
BEYAZ 3 MO .

B fayosim 1 MO
blisovi 24 fe 1 MO femynor 1 MO
blisovi fe 1.5/30 1 MO .

(28) gemmily 1 MO
briellyn 1 MO }(I}I?INERESS FE i MO
camrese lo 1 MO .il e?/ 24/ . MO
caziant (28) 1 MO rerevid

introvale 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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isibloom | MO lessina | MO
Jjasmiel (28) | MO levonest (28) | MO
Juleber 1 MO levonorgestrel- 1 MO
junel 1.5/30 (21) 1 MO ethinyl estrad oral
Junel 1120 (21) I MO ;ff g’” 0.1-20 mg-
]‘unel fe 1.5/30 (28) 1 MO levonorgestrel- 1
Junel fe 1120 (28) 1 MO ethinyl estrad oral
Jjunel fe 24 1 MO tablet 0.15-0.03 mg,
kaitlib fe 1 MO 90-20 meg (28)
kariva (28) 1 MO lezonolrgestr.:ll— l 1 MO
ethinyl estrad ora
kelnor 1135 (28) 1 MO tablets,dose pack,3
kelnor 1-50 (28) 1 MO month
kurvelo (28) 1 MO levonorg-eth estrad 1 MO
[ norgestle.estradiol- 1 triphasic
e.estrad oral levora-28 1 MO
tablets,dose pack,3 LO LOESTRIN 3 MO
month 0.10 mg-20
FE
mcg (84)110 mcg
(7),0.15 mg-30 LOESTRIN 1.5/30 3 MO
mceg (84)110 mcg (21)
(7) LOESTRIN 1/20 3 MO
[ norgestle.estradiol- 1 MO 21)
e.estrad oral LOESTRIN FE 3 MO
tablets,dose pack,3 1.5/30 (28-DAY)
month 0.15 mg-20 LOESTRIN FE 3 MO
megl 0.15 mg-25 1/20 (28-DAY)
mc(? loryna (28) 1 MO
larl‘n 1.5/30 (21) 1 MO LOSEASONIQUE 3 MO
larl‘n 1120 (21) ! MO low-ogestrel (28) 1 MO
larl‘nfe 1.5/30 (28) 1 MO Jutera (28) 1 MO
larz.nf.’e 1/20 (28) 1 MO marlissa (28) 1 MO
larzss.za ! MO mibelas 24 fe 1 MO
layolis fe i MO microgestin 1.5/30 1 MO
leena 28 1 MO

(21)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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microgestin 1/20 1 MO nortrel 1/35 (28) 1 MO
(21) nortrel 71717 (28) | MO
microgestin fe 1 MO nylia 71717 (28) 1
]'5/30 (28.) nymyo 1 MO
Zzgijogestm fe1/20 1 MO ocell 1 MO
mili 1 MO orsythia 1 MO
MINASTRIN 24 3 MO pimirea (28) e
FE pirmella oral tablet 1 MO
NATAZIA 3 MO I-35 mg-meg
necon 0.5/35 (28) 1 MO portia 28 i MO
NEXTSTELLIS 3 MO previfem MO
nikki (28) 1 MO QUARTETTE 3 MO
noreth-cthinyl 1 reclipsen (28) 1 MO
estradiol-iron rivelsa 1 MO
norethindrone ac- 1 MO SAFYRAL 3 MO
eth estradiol oral SEASONIQUE 3 MO
tablet 1-20 mg-mcg setlakin 1 MO
norethindrone- 1 SLYND 3 MO
i;;st;?jml_lmn oral sprintec (28) 1 MO
norethindrone- 1 sronyx ! MO
e.estradiol-iron oral syeda 1 MO
tablet,chewable tarina 24 fe | MO
norgestimate-ethinyl | tarina fe 1-20 eq 1 MO
estradiol oral tablet (28)
0.1810.21510.25 mg- tilia fe 1 MO
ifc;ncg’ 0.25-35 mg- tri-estarylla | MO
norgestimate-ethinyl 1 MO tri-legest fe ! MO
estradiol oral tablet tri-lo-estarylla 1 MO
0.18/10.21510.25 mg- tri-lo-sprintec 1 MO
35 meg (28) tri-mili 1 MO
nortrel 0.5/35 (28) 1 MO tri-nymyo 1
nortrel 1135 (21) | MO tri-previfem (28) 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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tri-sprintec (28) | MO gatifloxacin | MO
trivora (28) | MO gentak ophthalmic | MO; QL
tri-vylibra 1 MO (eye) ointment (3.5 per 30
tri-vylibra lo 1 MO - . iZéS)QL
gentamicin ;
Lydemy ! MO ophthalmic (eye) (70 per 30
velivet triphasic 1 MO drops days)
regimen (28) levofloxacin | MO
vestura (28) 1 ophthalmic (eye)
vienva I MO MOXEZA 3 MO
vyfemla (28) 1 MO moxifloxacin 1 MO
vylibra 1 MO ophthalmic (eye)
wymzya fe 1 MO drops
YASMIN (28) 3 MO NATACYN 3
YAZ (28) 3 MO neomycin- 1 MO
zarah 1 MO bacztracm-
: polymyxin
zovia 1-35 (28) 1 neomycin- 1 MO
OPHTHALM polymyxin-
OLOGY gramicidin
ANTIBIOTICS OCUFLOX O
ofloxacin 1 MO
AZASITE 2 MO ophthalmic (eye)
bacitracin‘ 1 MO polymyxin b sulf- 1 MO
ophthalmic (eye) trimethoprim
bacitracin- 1 MO POLYTRIM 3 MO
polymyxin b . )
ophthalmic (eve) tobramycz‘n | MO; QL
ophthalmic (eye) (10 per 14
BESIVANCE 2 MO days)
CILOXAN 3 MO TOBREX 3 MO;QL
ciprofloxacin hcl 1 MO OPHTHALMIC (10 per 14
ophthalmic (eye) (EYE) DROPS days)
erythromycin 1 MO; QL TOBREX 3 MO; QL
ophthalmic (eye) (3.5 per 14 OPHTHALMIC (3.5 per 14
days) (EYE) days)
OINTMENT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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VIGAMOX 3 MO BEPREVE 3 MO
ZYMAXID 3 MO BLEPH-10 3 MO
trifluridine 1 MO BLEPHAMIDE 3 MO
ZIRGAN 3 MO 5.0.P.
CEQUA 3 ST; MO;
QL (60 per
30 days)
betaxolol 1 MO cromolyn 1 MO
ophthalmic (eye) ophthalmic (eye)
BETIMOL 3 MO CYSTADROPS 4 PA
BETOPTIC S 3 MO CYSTARAN 4 PA
carteolol 1 MO epinastine 1 MO
ISTALOL 3 MO ISOPTO 3 MO
levobunolol 1 MO CARPINE
ophthalmic (eye) LACRISERT 3 PA; MO
drops 0.5 %% LASTACAFT 3 MO
timolol maleate (pf) 1 MO olopatadine 1 MO
timolol maleate 1 MO ophthalmic (eye)
ophthalmic (eye) OXERVATE 4  PA;MO
"(1;ICM([))P§SI](E3 PE 3 MO pilocarpine hcl 1 MO
U (PF) ophthalmic (eye)
TIMOPTIC-XE 3 MO drops 1%, 2 %, 4 %
RESTASIS 2 MO; QL
(60 per 30
days)
RESTASIS 2 MO; QL
ALOCRIL 3 MO MULTIDOSE 85.5 1))er 30
ALOMIDE 3 MO X ek
i : sulfacetamide 1 MO
atropine ophthalmic 1 MO sodium ophthalmic
(eye) drops (eye)
azelastine 1 MO sulfacetamide- 1 MO
ophthalmic (eye) prednisolone
bepotastine besilate 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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XIIDRA 3 ST; MO; brinzolamide 1 MO
QL (60 per COMBIGAN 2 MO
30 days) COSOPT 3 MO
ZERVIATE 3 MO COSOPT (PF) 3 MO
dorzolamide 1 MO
dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
(pf) ophthalmic
(eye) dropperette
ACULAR 3 ST; MO latanoprost 1 MO
ACULAR LS 3 ST; MO LUMIGAN 2 MO
ACUVAIL (PF) 3 ST; MO OPHTHALMIC
bromfenac 1 MO (EYE) DROPS
BROMSITE 2 MO 0.01%
diclofenac sodium 1 MO RHOPRESSA 2 MO
ophthalmic (eye) ROCKLATAN 2 MO
Sflurbiprofen sodium 1 MO SIMBRINZA 3 MO
ILEVRO 3 ST: MO TRAVATAN Z 3 ST; MO
ketorolac 1 MO travoprost 1 MO
ophthalmic (eye) TRUSOPT 3 MO
NEVANAC 3 ST; MO VYZULTA 3 ST; MO
PROLENSA 2 MO XALATAN 3 ST;MO
XELPROS 3 ST
Z1I0PTAN (PF) 3 ST; MO

acetazolamide 1 MO
methazolamide 1 MO

MAXITROL 3 MO
neomycin- 1 MO
AZOPT 3 MO bacitracin-poly-hc

bimatoprost 1 MO
ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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neomycin- 1 MO [fluorometholone 1 MO
polymyxin b- FML FORTE 3 MO
dexameth o FML LIQUIFILM 3 MO
neomycin-
polymyxin-he FML S.O.P. 3 MO
ophthalmic (eye) INVELTYS 2 MO
PRED-G 3 MO LOTEMAX 3 MO
PRED-G S.O.P. 3 MO LOTEMAX SM 3 MO
TOBRADEX 3 MO; QL loteprednol 1 MO
OPHTHALMIC (10 per 14 etabonate
(EYE) days) MAXIDEX 3 MO
%;?PS’SUSPENS PRED FORTE 3 MO
PRED MILD 3 MO
TOBRADEX 2 MO; QL ; :
OPHTHALMIC (3.5 per 14 prednisolone acetate 1 MO
(EYE) days) prednisolone sodium 1 MO
OINTMENT phosphatg
TOBRADEX ST 3 MO:QL ophthalmic (eye)
(10 per 14 SYMPATHOMI
days) METICS
tobramycin- 1 MO; QL ALPHAGAN P 2 MO
dexamethasone (10 per 14 OPHTHALMIC
days) (EYE) DROPS 0.1
ZYLET 3 MO; QL %
(10 per 14 ALPHAGAN P 3 MO
days) OPHTHALMIC
STEROIDS (EYE) DROPS
0.15%
ALREX 2 MO
dexamethasone 1 MO apraclonidine ! MO
sodium phosphate b”momdl@ !
ophthalmic (eye) ophthalmic (eye)
drops 0.15 %
DUREZOL 3 MO .p -
‘ ‘ brimonidine 1 MO
EYSUVIS 2 P‘}‘:’ 1%4?(’)’ ophthalmic (eye)
(124 d(ag/s)per drops 0.2 %
FLAREX 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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IOPIDINE 3 MO EPINEPHRINE 3 QL (2 per
OPHTHALMIC INJECTION 30 days)
(EYE) AUTO-
DROPPERETTE INJECTOR 0.3
RESPIRATOR MG/0.3 ML
Y AND (MANUFACTUR
ED BY MYLAN

ALLERGY SPECIALTY)
ANTIHISTAMI EPIPEN 2-PAK 3 MO; QL (2
NE / per 30 days)
ANTIALLERGE EPIPEN JR 2-PAK 3 MO; QL (2
NIC AGENTS per 30 days)
AUVI-Q 4 QL (2 per hydroxyzine hcl oral 1 PA; MO

30 days) tablet
cetirizine oral 1 MO levocetirizine oral 1 MO
solution 1 mglml solution
CLARINEX 3 MO: QL levocetirizine oral 1 MO; QL
ORAL TABLET (30 per 30 tablet (30 per 30

days) days)
CLARINEX.D 12 3 MO: QL promethazine oral 1 PA; MO

days) per 30 days)
desloratadine 1 MO; QL PULMONARY

(30 per 30 AGENTS

days) ACCOLATE 3 MO
EPINEPHRINE 3 MO; QL (2 ;
INJECTION per é(? da)(/s) acetylcysteine 1 PA: MO
AUTO- ADCIRCA 4 PA; MO;
INJECTOR 0.15 QL (60 per
MG/0.15 ML 30 days)
epinephrine injection 1 MO; QL (2 ADEMPAS 4 PA; MO;
auto-injector 0.15 per 30 days) LA
mgl0.3 ml, 0.3 ADVAIR DISKUS 2 MO; QL
mgl0.3 ml (60 per 30
(manufactured by days)

mylan specialty )

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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ADVAIR HFA 2 MO; QL ALVESCO 2 MO; QL
(12 per 30 INHALATION (12.2 per 30
days) HFA AEROSOL days)
AIRDUO 3 ST; MO; INHALER 160
DIGIHALER QL (1 per MCG/ACTUATIO
30 days) N
AIRDUO 3 ST; MO; ALVESCO 2 MO;QL
RESPICLICK QL (1 per INHALATION (6.1 per 30
30 days) HFA AEROSOL days)
INHALER 80
qlbutergl sulfate 1 QL (17 per MCG/ACTUATIO
inhalation hfa 30 days) N
aerosol inhaler 90
mcglactuation alyq 4 PA; QL (60
albuterol sulfate 1 QL (134 : per 30 days)
inhalation hfa per 30 days) ambrisentan 4 PA; MO;
aerosol inhaler 90 LA
mcglactuation ANORO 3 ST; MO;
package size 6.7 gm ELLIPTA QL (60 per
ALBUTEROL 3 ST;QL (36 30 days)
SULFATE per 30 days) ARMONAIR 3 MO; QL (1
INHALATION DIGIHALER per 30 days)
HFA AEROSOL ARNUITY 2 MO:;QL
INHALER 90 ELLIPTA (30 per 30
MCG/ACTUATIO days)
N (NDA020983) ASMANEX HFA 2 MO; QL
albuterol sulfate 1 PA; MO (13 per 30
inhalation solution days)
for nebulization 0.63
mgl3 ml, 1.25 mg/3
ml, 2.5 mg I3 ml
(0.083 %), 2.5
mgl0.5 ml
albuterol sulfate 1 MO
oral syrup
albuterol sulfate 1 MO

oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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ASMANEX 2 MO; QL (1 bosentan 4 PA; MO;
TWISTHALER per 30 days) LA
INHALATION BREO ELLIPTA 2 MO;QL
AEROSOL (60 per 30
POWDR days)
ilsjl]g“?\?fTED 110 BREZTRI 2 MOQL
AEROSPHERE (10.7 per 30
MCG/ days)
ACTUATION s
(30), 220 MCG/ BRONCHITOL 4 PA; MO
ACTUATION BROVANA 3 PA; MO
(30), 220 MCG/ budesonide 1 PA; MO;
ACTUATION (60) inhalation QL (120 per
ASMANEX 2 MO; QL (2 suspension for 30 days)
TWISTHALER per 30 days) nebulization 0.25
INHALATION mgl2 ml, 0.5 mg/2
AEROSOL ml
POWDR budesonide 1 PA; MO;
BREATH inhalation QL (60 per
ACTIVATED 220 suspension for 30 days)
MCG/ nebulization 1 mg/2
ACTUATION i
(120) BUDESONIDE- 3 ST; MO;
ATROVENT HFA 2 MO; QL FORMOTEROL QL (10.2
(25.8 per 30 per 30 days)
_ days) CINRYZE 4  PA;MO
;ﬂi%ﬁe 1 Z{SO ’SI_,:O COMBIVENT 2 MO:QL(8
dayf) RESPIMAT per 30 days)
BECONASE AQ 3 ST: MO: cromolyn inhalation 4 PA; MO
QL (50 per DALIRESP 3 PA; MO;
30 days) QL (30 per
BERINERT 4 PA;MO 30 days)
INTRAVENOUS DUAKLIR 4 ST; MO;
KIT PRESSAIR QL (1 per
BEVESPI 3 ST; MO; 30 days)
AEROSPHERE QL (10.7
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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DULERA 2 MO; QL FLOVENT 2 MO; QL
per per
(13 30 DISKUS (240 30
days) INHALATION days)
DYMISTA 3 MO:QL BLISTER WITH
(23 per 30 DEVICE 250
days) MCG/ACTUATIO
ESBRIET ORAL 4 PA; MO; N
CAPSULE QL (270 per FLOVENT HFA 2 MO; QL
30 days) AEROSOL (12 per 30
ESBRIET ORAL 4 PA; MO; {\Tg({;;],;]él"{fllleoTIO days)
TABLET 267 MG QL (270 per N
30 days)
ESBRIET ORAL 4 PA; MO; il]::(li\(l)lgl(\)lg HFA 2 z{f I;CQT 150
TABLET 801 MG QL (90 per INHALER 220 days)
30 days) MCG/ACTUATIO
FASENRA 4 PA; MO; N
SSL d(l per FLOVENT HFA 2 MO;QL
ays AEROSOL (10.6 per 30
FASENRA PEN 4 PA; MO; INHALER 44 days)
QL (1 per MCG/ACTUATIO
28 days) N
FIRAZYR 4 PA; MO Sflunisolide 1 MO; QL
FLOVENT 2 MO; QL (50 per 30
DISKUS (60 per 30 days)
INHALATION days) fluticasone 1 MO;QL
BLISTER WITH propionate nasal (16 per 30
DEVICE 100 days)
I{IA%S/ACTUATIO FLUTICASONE 3 ST; MO;
’ PROPION- QL (1 per
i’ICG/ ACTUATIO SALMETEROL 30 days)
INHALATION
AEROSOL
POWDR
BREATH
ACTIVATED

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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fluticasone propion- ST; QL (60 mometasone nasal 1 MO; QL
salmeterol per 30 days) (34 per 30
inhalation blister days)
with device montelukast 1 MO
HAEGARDA PA; MO; NASONEX 3 ST; MO:;

LA QL (34 per
icatibant PA; MO 30 days)
INCRUSE ST; MO; NUCALA 4 PA; MO;
ELLIPTA QL (30 per LA; QL (3

30 days) per 28 days)
ipratropium PA; MO OFEV 4 PA; MO;
bromide inhalation QL (60 per
ipratropium- PA; MO 30 days)
albuterol OMNARIS 3 ST; MO;
KALBITOR PA; MO QL (12.5
KALYDECO PA; MO; per 30 days)
ORAL QL (56 per OPSUMIT 4 PA; MO;
GRANULES IN 28 days) LA
PACKET ORKAMBI ORAL 4 PA; MO;
KALYDECO PA; MO; GRANULES IN QL (56 per
ORAL TABLET QL (60 per PACKET 28 days)

30 days) ORKAMBI ORAL 4 PA; MO;
LETAIRIS PA; MO; TABLET QL (112 per

LA 28 days)
levalbuterol hcl PA; MO ORLADEYO 4 PA; LA
LEVALBUTERO ST: MO; PERFOROMIST 2 PA; MO
L TARTRATE QL (30 per PROAIR 3 ST; MO;

30 days) DIGIHALER QL (2 per
LONHALA MO; QL 30 days)
MAGNAIR (60 per 30 PROAIR HFA 3 ST; MO;
REFILL days) QL (17 per
LONHALA MO; QL 30 days)
MAGNAIR (60 per 30 PROAIR 3 ST; MO;
STARTER days) RESPICLICK QL (2 per

30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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PULMICORT 2  MO:;QL(2 QNASL NASAL ST; MO;

FLEXHALER per 30 days) HFA AEROSOL QL (8.7 per

INHALATION INHALER 80 30 days)

AEROSOL MCG/ACTUATIO

POWDR N

BREATH QVAR MO:; QL

ACTIVATED 180 REDIHALER (10.6 per 30

MCG/ACTUATIO INHALATION days)

N HFA AEROSOL

PULMICORT 2 MO:;QL(l BREATH

FLEXHALER per 30 days) ACTIVATED 40

INHALATION MCG/ACTUATIO

AEROSOL N

POWDR QVAR MO; QL

BREATH REDIHALER (21.2 per 30

ACTIVATED 90 INHALATION days)

MCG/ACTUATIO HFA AEROSOL

N BREATH

PULMICORT 3 PA;MO; ACTIVATED 80

INHALATION QL (120 per MCG/ACTUATIO

SUSPENSION 30 days) N

FOR REVATIO ORAL PA; MO;

NEBULIZATION SUSPENSION QL (224 per

0.25 MG/2 ML, 0.5 FOR 30 days)

MG/2 ML RECONSTITUTI

PULMICORT 3 PA; MO; ON

INHALATION QL (60 per REVATIO ORAL PA; MO;

SUSPENSION 30 days) TABLET QL (90 per

IEI%%ULIZATION 29 days)

o o

PULMOZYME 4  PA;MO DISKUS QL (60 per

QNASL NASAL 3 ST; MO:; 30 days)

HFA AEROSOL QL (4.9 per

INHALER 40 30 days)

MCG/ACTUATIO

N

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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sildenafil 4 PA; MO; theophylline oral 1 MO
(pulmonary arterial QL (224 per tablet extended
hypertension) oral 30 days) release 12 hr 300 mg
suspension for theophylline oral 1 MO
reconstitution 10 tablet extended
mglml release 24 hr
sildenafil I PA;MO; TRACLEER 4 PA; MO;
(pulmonary arterial QL (90 per LA
hypertension) oral 30 days)
cablet 20 TRELEGY 2 MO; QL
aviet sV ms ELLIPTA (60 per 30
SINGULAIR 3 MO days)
SPIRIVA 2 MO:;QL 4 TRIKAFTA 4 PA;MO;
RESPIMAT per 30 days) ORAL TABLETS, QL (84 per
SPIRIVA WITH 2 MO; QL SEQUENTIAL 28 days)
HANDIHALER (90 per 90 100-50-75 MG(D)
days) /150 MG (N)
STIOLTO 2 MO; QL (4 TUDORZA 3 ST; MO;
RESPIMAT per 30 days) PRESSAIR QL (1 per
STRIVERDI 2 MO:; QL (4 INHALATION 30 days)
RESPIMAT per 30 days) AEROSOL
SYMBICORT 2 MO; QL gg\gfﬁH
élO.Z)per 30 ACTIVATED 400
ays MCG/ACTUATIO
SYMDEKO 4 PA; MO; N
%Ld(;i)per TUDORZA 3 ST:QL(l
y PRESSAIR per 30 days)
tadalafil 4 PA;QL (60 INHALATION
(pulmonary arterial per 30 days) AEROSOL
hypertension) oral POWDR
tablet 20 mg BREATH
TAKHZYRO 4 PA; MO; ACTIVATED 400
LA MCG/ACTUATIO
terbutaline oral 1 MO N (30 ACTUAT)
THEO-24 2 MO VENTAVIS 4 PA; MO
theophylline oral 1 MO
solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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VENTOLIN HFA 3 ST; MO; UROLOGICA

QL (36 per L

30 days) S
wixela inhub 3 ST; QL (60 ANTICHOLINE

per 30 days) RGICS/
XHANCE 3 ST;MO; AR P UL

QL (32 per ICS

30 days) darifenacin | MO
XOLAIR 4 PA; MO; DETROL 3 MO
SUBCUTANEOU LA; QL (8
S RECON SOLN per 28 days) gfI:FISOOP]jAII:IAXL i ﬁg
XOLAIR 4 PA; MO; ORAL TABLET
SUBCUTANEOU LA; QL (8

EXTENDED

S SYRINGE 150 per 28 days) RELEASE 24HR
MG/ML 10 MG, 5 MG
XOLAIR 4 PA; MO;
SUBCUTANEOU LA: QL (1 Jlavoxate VO
S SYRINGE 75 per 28 days) GELNIQUE 3 MO;QL
MOGI0.S ML GEL IN PACKET dayny
XOPENEX PA; MO Sz . 1\%5)
XOPENEX PA; MO
CONCENTRATE g’gﬁfgﬁi‘% ; 2 Mo
XOPENEX HFA 3 S]]:; 1\3/[(?, EXTENDED

QL (30 per RELEASE 24 HR

50 days) b n chlorid, 1 MO
YUPELRI 4  PA; MO; oxybutynin chioride

QL (90 per OXYTROL 3 MO; QL (8

30 days) per 28 days)
zafirlukast 1 MO solifenacin 1 MO
ZETONNA 3 ST; MO; tolterodine 1 MO

QL (6.1 per TOVIAZ 2 MO

30 days) trospium | MO
zileuton 4 MO VESICARE 3 MO
ZYFLO 4 MO VESICARE LS 3 MO
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits

BENIGN tadalafil oral tablet 1 PA; MO;

PROSTATIC 2.5mg, 5mg QL (30 per

HYPERPLASIA( 30 days)

BPH) THERAPY UROCIT-K 10 MO

alfuzosin 1 MO UROCIT-K 15 MO

AVODART 3 MO UROCIT-K 5 MO

dutasteride 1 MO VITAMINS,

dutasteride- 1 MO HEMATINICS

tamsulosin /

finasteride oral 1 MO ELECTROLY

tablet 5 mg TES

FLOMAX ) ST: MO ELECTROLYTE

JALYN 3 MO S

PROSCAR 3 MO '

RAPAFLO 3 ST:MO calcium I MOQL
acetate( phosphat (360 per 30

silodosin 1 MO bind) days)

tamsulosin 1 MO klor-con 10 1 MO

UROXATRAL 3 ST; MO klor-con 8 1 MO

MISCELLANEO klor-con m10 1 MO

giOLOGICALS klor-con ml15 1 MO
klor-con m20 1 MO

bethanechol chloride 1 MO kior-con oral packet 1 MO

CIALIS ORAL 3 PA; MO; 20

CYSTAGON 3 PA; LA EXTENDED

ELMIRON 2 MO RELEASE 10

potassium citrate 1 MO MEQ, 20 MEQ

PROCYSBIORAL 4  PA: MO k-tab ;rc‘l” f‘llb"’f ) I MO

GRANULES DEL extended release

RELEASE IN neq

PACKET magnesium sulfate 1 MO

injection solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
magnesium sulfate 1 potassium chloride 1 MO
injection syringe oral tablet extended
PHOSLYRA 3 MO; QL release 10 meq, 8
(1800 per meq
30 days) potassium chloride 1
potassium chlorid- 1 oral tablet extended
d5-0.45%nacl release 20 meq
potassium chloride 1 potassium chloride 1 MO
in 0.9%nacl oral tablet,er
intravenous particles/crystals 10
parenteral solution meq
20 meqll, 40 meqll potassium chloride 1
potassium chloride 1 oral tablet,er
in5% dex particles/crystals 20
intravenous meq
parenteral solution potassium chloride- 1
20 megqll 0.45 % nacl
potassium chloride 1 potassium chloride- 1
in lr-d5 intravenous d5-0.2%mnacl
parenteral solution intravenous
20 megqll parenteral solution
potassium chloride 1 20 meqll
in water intravenous potassium chloride- 1
piggyback 10 d5-0.9%nacl
meql100 ml, 20 sodium chloride 0.45 1 MO
meq/100 ml, 40 % intravenous
meql100 ml parenteral solution
potassium chloride 1 sodium chloride 3 %% 1
znlrave.nous : sodium chloride 5 %% 1 MO
p;)lclzsszum lchlorlde 1 MO TPN 3
orar capsie ELECTROLYTES
extended release
potassium chloride 1 MO MISCELLANEO
oral liquid US NUTRITION
; ; PRODUCTS
potassium chloride 1
oral packet AMINOSYNII 15 3 PA
%
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
AMINOSYN-PF 7 3 PA ISOLYTE S PH 7.4 3
o (SULFITE- ISOLYTE-PIN 5 3
FREE) % DEXTROSE
g}fg%x 3 PA NUTRILIPID 3 PA
0
SULFITE FREE f 4L8ASMA'LYTE 2
CLINIMIX 3 PA
425%/D10W PLASMA-LYTE A 2
SULF FREE PLENAMINE 3 PA
CLINIMIX 5%- 3 PA premasol 10 % 1 PA
D20W(SULFITE- PROCALAMINE 3 PA
FREE) 3%
CLINIMIX E 3 PA PROSOL 20 % 3 PA
4.25%/D10W SUL travasol 10 % 1 PA
FREE TROPHAMINE 3 PA
CLINIMIX E 3 PA 10 %
4.25%/D5W SULF
HOUNA
CLINIMIX E 3 PA
5%/D15W SULFIT Sfluoride (sodium) 1
FREE oral tablet
CLINIMIX E 3 PA prenatal vitamin 1
5%/D20W SULFIT oral tablet
FREE
CLINISOL SF 15 3 PA
%
DOJOLVI 4 PA; MO;
LA
HEPATAMINE 2 PA
8%
intralipid 1 PA
intravenous
emulsion 20 %%
INTRALIPID 3 PA
INTRAVENOUS
EMULSION 30 %
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Index

IST TIER UNIFINE ACTOPLUS MET................ 77  ALA-SCALP.....ccovvviiinn. 70
PENTIPS.....cccooiiiiieee 100 ACTOS...ccooiieeeieeeeeen 77 albendaczole.............................. 8
IST TIER UNIFINE ACULAR......cccoieiiiieis 124 ALBENZA.......ccooivieeii. 8
PENTIPS PLUS................. 100  ACULARLS..................... 124 albuterol sulfate.................... 127
AbaCAVIT .......vvcciccieeeeaannn. 2 ACUVAIL (PF)................... 124 ALBUTEROL SULFATE..127
abacavir-lamivudine................. 2 acyclovir........cccceeuveeennnnnnnn. 2,69 alclometasone......................... 70
abacavir-lamivudine- acyclovir sodium....................... 2 ALCOHOL PADS................ 78
ZidovUdine .............ccccceeveeunee.n. 2 ACZONE.......ccoooviiiiiecian, 65 ALDACTAZIDE.................. 53
ABELCET......ccooviiiiiiiies 1 ADACEL(TDAP ALDACTONE..........ccueee.. 53
ABILIFY ..o, 41 ADOLESN/ADULT)(PF)....98 ALDARA........cccocovieiinne. 64
ABILIFY MAINTENA........ 41  adapalene............................... 66 ALECENSA...........ccooviienn. 15
ABILIFY MYCITE.............. 41  adapalene-benzoyl peroxide....66  alendronate........................... 113
abiraterone............................ 15 ADCIRCA.......cceveeee. 126 alfuzosin..........ccccocueeeeennnne. 134
ABOUTTIME PEN ADDERALL..........cceuunn... 41 aliskiren.........cccccoeeevvveeeannn.. 53
NEEDLE......cc.c.cevviiiee. 100 ADDERALL XR.................. 41  ALKINDI SPRINKLE......... 76
ABSORICA........ccoevvvviviis 65  adefovir........cccceeeeeeeieiiiieiaaannnn. 2 allopurinol.................c.c..uuu... 113
ABSORICA LD.......cccuvuunes 65 ADEMPAS.......cceeeeeee 126  almotriptan malate................. 29
ACAMPTOSALE ....vvvvenennnnnnnnnn. 73 ADLYXIN......ooooeeeeeennn. 77,78 ALOCRIL........................... 123
ACANYA ..o, 65 ADMELOG SOLOSTAR ALOGLIPTIN.......ccovvvreene 78
acarbose...............ccceueeeeeenn.. 77  U-100 INSULIN................... 78 ALOGLIPTIN-

ACCOLATE.....cccccevvenne. 126 ADMELOG U-100 METFORMIN........cccvveenn. 78
ACCUPRIL......cccvvveeee. 53 INSULIN LISPRO............... 78 ALOGLIPTIN-

ACCURETIC.......cc.ceeueeee. 53 ADVAIR DISKUS............. 126 PIOGLITAZONE................. 78
ACCULANE ... 65 ADVAIRHFA.................. 127 ALOMIDE...........ooiiees 123
acebutolol................cccceen. 53 ADVOCATE PEN ALORA ..o 116
acetaminophen-caff- NEEDLE.........cccovviiiiee. 100 alosetron...................cceeeeuue. 88
dihydrocod.................c........... 35 ADVOCATE SYRINGES..100 ALPHAGANP.................. 125
acetaminophen-codeine........... 35 ADZENYSER..................... 41 ALREX...iiiiiiiiiiinn, 125
acetazolamide....................... 124  ADZENYS XR-ODT........... 41 ALTABAX....ccooiiiiiiieen, 67
acetic acid............cccceeeeeenene.. 76  AEMCOLO.........ceevviieenn. 8 ALTACE.....cccccoviiiiiiean 53
acetylcysteine....................... 126  AFINITOR...........ccvvvvnnn. 15 altavera (28) ........ccouuuvueen..... 119
ACIPHEX......ccocoiiiiiie 92 AFINITOR DISPERZ.......... 15 ALTOPREV.......ccoooiiinnnn 59
ACTLFELIN .o 63 AFREZZA........ccoiveeenn. 78 ALTRENO.......cccevvirrenen. 66
ACTEMRA........ccvvviee 114 AGRYLIN......ccooovvrieene. 73  ALUNBRIG.........c..cceeennn. 15
ACTEMRA ACTPEN........ 114 AIMOVIG ALVESCO......cccoceevevnnnn. 127
ACTHAR.......ccoovvieeiie, 76  AUTOINJECTOR................ 29 alyacen 1135 (28) ..o 119
ACTHIB (PF)...ccccoovvveeenn. 98 AIRDUO DIGIHALER..... 127  alyq.....ccccoouveeeviiiiieaaaannnn... 127
ACTICLATE........cooevvieens 13 AIRDUO RESPICLICK.... 127 amabelz....................c........... 116
ACTIMMUNE..................... 95 AJOVY AUTOINJECTOR..29 amantadine hcl......................... 2
ACTIQu.coiioiiiiieeiieee, 35 AJOVY SYRINGE............... 29 AMARYL...coooviiiiiiiiee, 78
ACTIVELLA.......cccvee. 116 AKLIEF.......cccccoeviiiiiiene 66 AMBIEN...........ooiiiirrenne 41
ACTONEL........ccvvvreee 113 ala-cort........ccuuevveeannnn.... 69,70 AMBIENCR..........cevunnee... 41
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AMBISOME.........cccccoviiennn 1 ANNOVERA............... 118 ASMANEX

ambrisentan.......................... 127 ANORO ELLIPTA............. 127 TWISTHALER................... 128
amcinonide.................ccccvuuu. 70 ANTARA............................ 60 aspirin-dipyridamole............... 58
AMERGE............cociiii. 29 ANUSOL-HC........cccovveenn. 88 ASSURE ID PEN NEEDLE

amethia................................ 119  apexicone........ccceeeeeeennnnnnn... TO 100
AMIKACTR ..o, 8 APIDRA SOLOSTAR U- ASTAGRAF XL.....cccvveenn. 15
amiloride .............cccceeeeeeenn.... 53 100 INSULIN.......cccvvveeennee. 78 ATACAND.....cccoovvviee. 54
amiloride-hydrochlorothiazide 53 ~ APIDRA U-100 INSULIN...78 ATACAND HCT.................. 54
AMINOSYNII 15 %.......... 135 APLENZIN.................. 42 atazan@vir................................ 2
AMINOSYN-PF 7 % APOKYN...oooooiiiiiiieeee, 28 ATELVIA........cooiiee, 113
(SULFITE-FREE).............. 136  apraclonidine........................ 125 atenolol..................c..ouueeeee.... 54
amiodarone............................ 53 aprepitant....................cceeeuu. 88 atenolol-chlorthalidome........... 54
AMITIZA ..o 88  APFI.eiiiiiiiiiiiiee 119 ATIVAN.....ccoooiiiiiee. 42
amitriptyline........................... 42 APRISO.....ccoovvvviiiiiiieeiee, 88 atomoxetine............cccuun..... 42
amlodipine...............cccccuvu.... 53 APTENSIO XR.................... 42 atorvastatin............................ 60
amlodipine-atorvastatin.......... 59 APTIOM.......ccoovvivvvien. 23 atovaquonme...................oeuu....... 8
amlodipine-benazepril............. 54 APTIVUS....coooiiiiiiiii 2 atovaquone-proguanil............... 8
amlodipine-olmesartan............ 54 ARALAST NP.....cccoovvvveee.n. 73 ATRALIN.....cccoociiiiiiinns 66
amlodipine-valsartan.............. 54  aranelle (28) ...cccoeveeeeveeennn.. 119 ATRIPLA.......cccovvviiiiiin, 2
amlodipine-valsartan- ARANESP (IN ALFOPINE ..o 123
hethiazid...............cccoeeeeennee. 54 POLYSORBATE)................. 95 ATROVENTHFA............. 128
ammonium lactate.................. 64 ARAVA...........cc 114 AUBAGIO......ccovvvveeieeeenn. 31
AMNESteeM............................. 66 ARAZLO....cccoovviiiiiieeeae, 66 aubraeq..............cceeeeuuenn.... 119
AMOXAPINE ... 42 ARCALYST....ccovviieee. 95 AURYXIA....cooiiiieiieeeis 73
amoxicil-clarithromy- ARICEPT .....c.ooovvviviiiiiiiiiinns 31 AUSTEDO........cccccovvvvvvrrnnnnn 31
lansopraz................coouvvvvvvennn. 92 ARIKAYCE......cccoovvvvvrirnnnnnn, 8 AUVI-Qu..oooiiiiieeeeenn. 126
amoxicillin.................ccceuve.... 11 ARIMIDEX.....c.cccceoviviinennn 15 AVALIDE........coovvivieennn. 54
amoxicillin-pot clavulanate.....11  aripiprazole............................ 42 AVAPRO.......ccovvvvviriiirininn, 54
AMPHETAMINE................ 42  ARISTADA......ccccoeieeee 42 AVEED......coooiiiiiiiiiiee, 85
amphetamine sulfate............... 42  ARISTADA INITIO............ 42 aviane...............cooeeeeeieien 119
amphotericinb...........c.c.c......... I ARIXTRA.......cccovvvviriiiis S8 @VItA...ueeieeeeen. 66
ampicillin............cccceevvveen.... 12 armodafinil............................. 42 AVITA ..o, 66
ampicillin sodium.................... 12 ARMONAIR DIGIHALER AVODART.....ccoevviiiiieens 134
ampicillin-sulbactam............... 12 127  AVONEX....ccccccoiiiiiiinnnnn. 95
AMPYRA ..o, 31 ARNUITY ELLIPTA......... 127 AVYCAZ...ccoveeeiieee 6
AMZEEQ......cccoooiiiiiiiinaan, 66 AROMASIN......cooviiireennne 15 AYGESTIN.....cccoviiiees 116
ANAFRANIL........ccceeenee. 42  ARTHROTEC 50................. 38 AYVAKIT ... 15
anagrelide.............................. 73 ARTHROTEC75................. 38 AZACTAM.....coovvvvcnnn. 8
anastrozole............................ 15 ASACOLHD.......ccceeevvunnen. 88 AZASAN. ..., 15
ANCOBON........cooeiie, 1 asenapine maleate................... 42 AZASITE.....cooooiiiiiiiea, 122
ANDRODERM................... 84  ashlyna..........cccceevviveeeannnn. 119  azathioprine........................... 15
ANDROGEL....................... 85 ASMANEXHFA............. 127  azelaic acid............................. 66
ANGELIQ.....cccoooeeeieinnnnn. 116 azelastine........................ 75,123
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azelastine-fluticasone............ 128 BD VEO INSULIN SYR bimatoprost.............ccccuuue.... 124

AZELEX ....ccooiiiiiiiiiiieeen, 66 (HALF UNIT).....ccoveeeennn. 100 BINOSTO.....ccoeveeeerrieens 113
AZILECT ... 28 BD VEO INSULIN bisoprolol fumarate................ 54
AZIthrOMYCIN ..., 7 SYRINGEUF................... 100  bisoprolol-

AZOPT ... 124 BECONASE AQ................. 128  hydrochlorothiazide................ 54
AZOR ....ccoiiieiiiiieeeiieee 54 BELBUCA.......ccccceoviiiieens 35 BIVIGAM......ccovvvveeee. 98
AZITCONANM ......venaeaaaaaaaaannnn 8 BELSOMRA..........cvvvvviiin. 42  BLEPH-10......ccccccvvviiinnnnnnns 123
AZULFIDINE........cccceeeenn. 88  benazepril.........cccoeevvecuuennann. 54 BLEPHAMIDE.................. 123
AZULFIDINE EN-TABS.... 88  benazepril- BLEPHAMIDE S.O.P........ 123
bacitracin.....................ccc..... 122 hydrochlorothiazide................ 54 Dblisovi24 fe.....uuueeeurirrirnnnnnnn. 119
bacitracin-polymyxinb......... 122 BENICAR.......ccooviiiiie, 54  blisovi fe 1.5/130 (28) ............ 119
baclofen..........cccccoeevvveeeennn. 34 BENICAR HCT.................... 54 BONIVA......ccccoiiii, 113
BACTRIM.....ccccoeeiviiiieene 13 BENLYSTA.....ccooiiei. 114 BONIJESTA......ccccoviiiiieens 88
BACTRIM DS......ccovvveee. 13 BENZACLIN PUMP........... 66 BOOSTRIX TDAP............... 98
BAFIERTAM...........cuvvee. 31 BENZAMYCIN................... 66  bosentan..............ccccceeeeann... 128
BALCOLTRA..........cc..... 119 BENZNIDAZOLE................. 8 BOSULIF.....cccccooviiiiiieann. 15
balsalazide............................. 88  benztropine...........ccc..cceeeun.. 28 BRAFTOVI......ccoovvvvveeeenn. 15
BALVERSA......ccovvveeeee 15  bepotastine besilate............... 123 BREO ELLIPTA................. 128
balziva (28) .....cccovueeeevennnn.. 119 BEPREVE.........ccconi 123 BREZTRI AEROSPHERE.128
BANZEL.....coooiiiiiiiiieeen, 23 BERINERT.........ccccovnien. 128 briellyn.........ccceveeeeeeeennnnn. 119
BAQSIMI......ccovviiiiiiiees T8 beSer....uviivviiiiiiiiiiiaaen, 70  BRILINTA.......cccciiiiieene 58
BARACLUDE.......c.ccceeeeenn. 2 BESIVANCE...................... 122 brimonidine.......................... 125
BASAGLAR KWIKPEN betamethasone dipropionate....70  brinzolamide......................... 124
U-100 INSULIN.......cccoeunnnn. 78  betamethasone valerate........... 70  BRISDELLE......................... 43
BAXDELA .....covvieieain. 13 betamethasone, augmented.....70 BRIVIACT............................ 23
BCG VACCINE, LIVE (PF).98 BETAPACE AF.................... 53 bromfendac.............c.cceu...... 124
BD ECLIPSE LUER-LOK.100 BETASERON....................... 95  bromocriptine......................... 28
BD NANO 2ND GEN PEN betaxolol......................... 54,123 BROMSITE............ccnu... 124
NEEDLE..........covvviiiiiiins 100  bethanechol chloride............. 134 BRONCHITOL.................. 128
BD SAFETYGLIDE BETHKIS.......coooiiieee 8 BROVANA.......ccooeeiee. 128
INSULIN SYRINGE......... 100 BETIMOL...........ccovivree. 123 BRUKINSA......cccooviiiees 15
BD SAFETYGLIDE BETOPTICS.......oovveeeee. 123 BRYHALI........cooviiiiee 70
SYRINGE.........ccooviiires 100  BEVESPI AEROSPHERE..128 budesonide...................... 88, 128
BD ULTRA-FINE MICRO bexarotene..............ccccoeeuu.... 15 BUDESONIDE-

PEN NEEDLE................... 100 BEXSERO........ccovivviieannne 98 FORMOTEROL................. 128
BD ULTRA-FINE MINI BEYAZ..ooooiiiiiiii 119  bumetanide............................. 54
PEN NEEDLE................... 100  bicalutamide........................... 15 BUPHENYL......ccccooiiin. 73
BD ULTRA-FINE NANO BICILLIN C-R..........coo........ 12 buprenorphine hel................... 35
PEN NEEDLE................... 100  BICILLIN L-A.........cceeenns 12 buprenorphine transdermal

BD ULTRA-FINE ORIG BIDIL......oooiiiiiiiiiiiiieeees 54 patch........cccoovevciiiiiiiiiaan, 35
PEN NEEDLE................... 100 BIJUVA......coooiiiiiiee 116  buprenorphine-naloxone......... 38
BD ULTRA-FINE SHORT BIKTARVY ..o, 2 bupropion hcl.......................... 43
PEN NEEDLE................... 100 BILTRICIDE.......................... 8§ BUPROPION HCL.............. 43
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bupropion hcl (smoking CARDIZEM........ccovvvvvee. 54 CERDELGA........ccovvveeeennn. 85
deter) .....uuueeeeeiaaaeiiiiiaaann, 75 CARDIZEM CD.................. 54 cetirizine.........cccoeeeeeeeeiiil. 126
buspirone............ccceeeeceevnnnnn.. 43 CARDIZEM LA.................. 54 cevimeline..........ccccccuueieeaeannn. 73
butorphanol............................ 38 CARDURA........ccoonnn, 54 CHANTIX................. 75
BUTRANS ..., 35 CARDURA XL....cccovvreenns 54 CHANTIX CONTINUING
BYDUREON BCISE............ 78 CAREFINE PEN NEEDLE MONTH BOX.......cccuvveennnne 75
BYETTA ..o T8 e 100, 101 CHANTIX STARTING
BYSTOLIC.......cccvvveeee. 54 CARETOUCH INSULIN MONTH BOX.......ccccvvvennnnn. 75
cabergoline............ccccceeeennnn.... 85 SYRINGE......ccccoovvvviiiininnns 101 CHEMET........ccovvvviiiiin, 73
CABLIVI.....ccccoeeiiiiee 58 CARETOUCH PEN CHENODAL........ccovvveee 88
CABOMETYX ....ovvvvvvvvirinnns 16 NEEDLE......ccccccvvvviiiiiinnnnns 101 chlorhexidine gluconate.......... 76
CADUET....ccooviiiiiii 60 CARNITOR.............cccennn. 73 chloroquine phosphate.............. 8
CAFERGOT.....ccoocvvvveeeeenn. 30 CAROSPIR.........cceeeveenn, 54  chlorpromazine....................... 43
CALAN SR .....coeviiiiiee 54 carteolol..................co....... 123 chlorthalidone......................... 54
calcipotriene.............cccuu..... 63 Cartiad Xt.....ouuuveeeeeeeeeeennnnnnne 54 CHOLBAM.................... 88, 89
CALCIPOTRIENE............... 63 carvedilol................................ 54 cholestyramine (with sugar) ...60
calcipotriene-betamethasone...63  carvedilol phosphate............... 54 cholestyramine light................ 60
calcitonin (salmon) ................ 85 CASODEX.......oooovvvvriiiinnnns 16 CIALIS.................l 134
calcitriol ...........c.oouvee..... 63,85 caspofungin...........ccccuueeueannnn.. 1 ciclopirox.......ccccccvvvvennnnnn.... 68
calcium acetate(phosphat CATAPRES-TTS-1............... 54 cilostazol..............coeuveveeaannnn. 58
bind) ......cccoveviiiiiiiiiiin. 134 CAYSTON.....ccceviiiiiiieeen, 8 CILOXAN....ccoocviiiiiiieeene 122
CALQUENCE.........ccuvee.... 16 caziant (28) .....cccveuveeeeennnn... 119 CIMDUO......ccceviieaiiee. 2
CAMBIA.......ccveeeeeee, 38  cefaclor..........oooveeenininnninannn. 6 cimetidine.........ccccceeeeeeeeeannnn... 92
CAMILA ... 116 cefadroxil..............ccccvvvvevennnne. 6 cimetidine hcl........................ 92
camrese lo..............ccceeenn... 119 cefazolin..............ccceeeeeeeeennnn... 6 CIMZIA......ccooeeieeeee, 89
CANASA ..., 88 cefdinir..........cccovvieeiiiiiiiaannn, 6 CIMZIA POWDER FOR
CANCIDAS......cccoeeeeee 1 cefepime............coooovviviennnnnn.. 6 RECONST.....coooeeeeeeeeeee. 89
Candesartan.................ccoeeuen. 54 cefixime..........cccccoveeeeieiennnnnan, 6 cinacalcet..........cccceeeeeeeeeannnn.. 85
candesartan- CCfOLetAN ..., 6 CINRYZE........................... 128
hydrochlorothiazid.................. 54 CefOXTLiM..ununnnnnnnnnnnnnnnnaaaannnnn. 6 CIPRO...ccoooieeiieeeeeeee 13
CAPEX.....ooiiiiiiiiiiiiiiiiiiiias 70 cefpodoxime...........ccccceeeennnnn... 6 CIPROHC.........ooooeennn. 76
CAPLYTA ..., 43 cefprozil.........cooovvevvvviiiiiiinnnnn, 6 CIPRODEX......ooeveeeeeennnnn. 76
CAPRELSA..........ccooee 16  ceftazidime...................uuuve...... 6 ciprofloxacin hcl........ 13,76, 122
captopril..........ccccevvvvveennnn.... 54 ceftriaxone..............cccceeeeunnn.. 6 ciprofloxacin in 5 % dextrose..13
CARAC......cooeeiieieeee, 64  cefuroxime axetil..................... 6 ciprofloxacin-dexamethasone..76
CARAFATE........cccuuun 92 cefuroxime sodium................ 6,7 CIPROFLOXACIN-
CARBAGLU........cceeeve. 73 CELEBREX........ccccoviiiinnnn. 38 FLUOCINOLONE............... 76
carbamazepine.................. 23,24  celecoxib.............cccceeeuunnnnn... 38 citalopram................c...ooo....... 43
CARBATROL............c...... 24 CELEXA......ccoooiiiiiiii, 43 claravis.........ccccveeeeiiiiiiaann, 66
carbidopa................cccccuuuu.... 28 CELLCEPT..........ceeeennnn 16 CLARINEX......ccccccceviennnn. 126
carbidopa-levodopa................. 28 CELONTIN........cccovvrvivee. 24 CLARINEX-D 12 HOUR.. 126
carbidopa-levodopa- cephalexin...................cceeeeunn. 7 clarithromycin.......................... 7
CNLACAPONE ... 28 CEQUA.............cccc 123 CLENPIQ......cccooeeeeiiinnn. 89
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CLEOCIN.......covvvviieeeenee, 118  clodan..................cccceuvvvenn.... 70 CORDRAN TAPE LARGE
CLEOCIN HCL...................... 8 CLODERM.......cccoeevveen. 70 ROLL...cooviiieiiieeeeeiieeee, 70
CLEOCIN PEDIATRIC........ 8  clomipramine.......................... 43 COREG.....cooovviieiiiieeee, 54
CLEOCIN T...ccooeveeiieiinn. 66 clonazepam............................ 24 COREGCR.......cccceeeeeeiens 54
CLICKFINE PEN clonidine...............cccocuvvven.... 54 CORGARD.......cccoeeveenn. 54
NEEDLE......ccc..covviiirn. 101 clonidine hcl...................... 43,54 CORLANOR........cccvvvrrenns 62
CLIMARA........coovvvvviiiis 117  clopidogrel............................. 58 CORTEF.....ccoovvviviiiviiiiininns 76
CLIMARA PRO................ 117  clorazepate dipotassium.......... 43 CORTIFOAM......ccceeeennnnn. 89
clindacin p...........oeeeeeeeevennnnnnn, 66 clotrimazole........................ 1,68 COSENTYX...oooovvvvvvrirrininnns 63
CLINDAGEL..........cvvvvvnns 66 clotrimazole-betamethasone....68 COSENTYX (2

clindamycin hcl......................... 8 clovique..............cccoveeennnnn 73 SYRINGES)...cccoociiiiiinnnn, 63
clindamycin in 5 % dextrose..... 8  clozapine..................c............. 43 COSENTYX PEN (2 PENS).63
clindamycin pediatric................ 8 CLOZARIL........cccvvvveeee.. 43 COSOPT.....oooieei 124
clindamycin phosphate COARTEM.......cccvvvvvvveee. 9 COSOPT (PF)..uvvvveeeeeennn. 124
................................ 8,9,60,118 codeine sulfate........................35 COTELLIC........................... 16
clindamycin-benzoyl peroxide.66 ~COLAZAL.........ccccvvvevveee.... 89 COTEMPLA XR-ODT......... 43
clindamycin-tretinoin.............. 66 COLCHICINE................... 113 COZAAR......ccoovvvvviieeeeeea, 54
CLINDESSE......coooiiieiees 118  colchicine.............cccouueeeennn. 113 CREON....cccooiiiiiiiiiieeee, 89
CLINIMIX 5%/D15W COLCRYS..ccoiiiiiiiieeeee 113 CRESEMBA........ccocciiiiie 1
SULFITE FREE................. 136 colesevelam............................ 60 CRESTOR.......ccooiiiiiianne 60
CLINIMIX 4.25%/D10W COLESTID.......cevviviiiiieanns 60 CRINONE..........cccevvnninenn. 117
SULF FREE....................... 136  colestipol.............ccevveeeeeeennnn. 60 cromolyn................. 89, 123, 128
CLINIMIX 4.25%/D5W colistin (colistimethate na) ....... 9 cryselle (28) ..ccuueeeeiieaaaannn. 119
SULFIT FREE..................... 73  COMBIGAN.........cceune.. 124 CUBICIN.........ceovivieeeeee. 9
CLINIMIX 5%- COMBIPATCH.................. 117 CUPRIMINE..........c.......... 114
D20W(SULFITE-FREE)....136 COMBIVENT RESPIMAT 128 CUTIVATE.......ccvvvveennn. 71
CLINIMIX E 2.75%/D5W COMBIVIR........coevvvreee 2 CUVPOSA.....ccoooveeeiieeee, 88
SULF FREE..........coeuvvee. 73  COMETRIQ....c.ccovirrireanns 16  cyclafem 1/35 (28) ............... 119
CLINIMIX E 4.25%/D10W COMFORT EZ INSULIN cyclafem 71717 (28) .............. 119
SULFREE.......................... 136 SYRINGE........................... 101  cyclobenzaprine...................... 34
CLINIMIX E 4.25%/D5W COMFORT EZ PEN cyclophosphamide................... 16
SULF FREE..........cccuuee. 136 NEEDLES........oooviiiienn 101 CYCLOPHOSPHAMIDE.... 16
CLINIMIX E 5%/D15W COMPLERA. ...t 2 CYCLOSET....ccooovieiiiieens 78
SULFIT FREE................... 136 compro.........cocuueeeeeeeeenennnnnnan, 89  cyclosporine.......................... 16
CLINIMIX E 5%/D20W COMTAN ..ot 28  cyclosporine modified............. 16
SULFIT FREE................... 136  CONCERTA........ceviiees 43 CYMBALTA......ccovieees 43
CLINISOL SF 15 %............ 136 CONDYLOX.....coooovvvvrnnnnn. 64 cyredeq....ccceeiviiiiiiaannnnn. 119
clobazam................cccoccuue.... 24 constulose............cccceeeunnnne... 89 CYSTADANE.........cceeenne 89
clobetasol.............ccccc.couu.... 70 CONZIP....cooviiiiiiiiiieee, 38 CYSTADROPS................... 123
clobetasol-emollient................. 70  COPAXONE........ccevviiienn. 32 CYSTAGON.....cccccevvinn. 134
CLOBEX.....cooiiiiiiiiiiiieeen, 70  COPIKTRA......ccccvveiien. 16 CYSTARAN......cccvviiieen, 123
CLOCORTOLONE CORDRAN..........cceeve 70,71 CYTOMEL.......cccvvviieannne 87
PIVALATE......cccoovve. 70 CYTOTEC......cccceveiiiiieas 92
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dl10 %-0.45 % sodium chloride 73 DERMA-SMOOTHE/FS diclofenac potassium............... 39

d2.5 %-0.45 % sodium SCALPOIL..........ccovveene 71 diclofenac sodium...... 39, 64, 124
chloride...........cccccceveeeeeeennn.... 73 DERMOTIC OIL................. 76  diclofenac-misoprostol............ 39
d5 % and 0.9 % sodium DESCOVY ..., 2 dicloxacillin............................ 12
chloride...........cccccoeeeeeeeeennn.... 73 desipramine...................c....... 43 dicyclomine............................ 88
d5 %9-0.45 % sodium chloride.. 73 desloratadine........................ 126 DIFFERIN.......ccccceeeiiinnn, 66
dalfampridine......................... 32 desmopressin........cccceeeeeeennnn.. 85 DIFICID......oovvviiiiienn. 7
DALIRESP........oovvvvviiiinns 128  desog-e.estradiolle.estradiol .. 119  diflorasone............................. 71
DALVANCE..........ccccovviie. 9 desogestrel-ethinyl estradiol..119 DIFLUCAN.......................... 1
danazol.................................. 85 DESONATE...................... 71 diflunisal................cc.ouvvvvvenne. 39
DANTRIUM........cccovvvvvinns 34 desonide................coouvuueeevnnin. 71 digitek.....cccoveeeeeeeaaaaaaaaaaaaa. 62
dantrolene............................. 34 DESOWEN........cccoovvvieeeen. Tl digoX..ccooeeiiiiiiiiiiieieeeeee, 62
dapsone............cccceeueuenn... 9,66 desoximetasone...................... Tl digoXin....cccoooeeeeeiiaenannn. 62
DAPSONE.........cooeii 66 DESOXYN......ooooooiiviiieeenn. 43 dihydroergotamine.................. 30
DAPTACEL (DTAP DESVENLAFAXINE.......... 44 DILANTIN 30 MG.............. 24
PEDIATRIC) (PF)................ 98  desvenlafaxine succinate......... 44 DILANTIN EXTENDED
DAPTOMYCIN.........ccceenneee. 9 DETROL....ccoooiiiiieae. 133 100 MG..oevveeiiiiieeeiiieeee, 24
daptomycin.............c.cccceeueeen. 9 DETROLLA..................... 133 DILANTIN INFATABS 50
DARAPRIM.......cccooiiiies 9 dexabliss..........cccccceevviiiniiinn. 76 MG, 24
darifenacin.................c......... 133 dexamethasone....................... 76  DILANTIN-125 125 MG/5
DAURISMO.......cccovviiiiienns 16  dexamethasone sodium ML .o, 24
DAYPRO.......cccciiie. 38 phosphate..................ccc........ 125 DILAUDID.........cccvvvrn. 35
DAYTRANA. ..., 43 DEXEDRINE SPANSULE..44 diltiazem hel........................... 55
DAYVIGO......ccc.covviiiren. 43  DEXILANT....ccooceeeiiiiiieens 92 dilt-XTeeoeeeeeiiiieeeeiieeee 55
DDAVP...iiiiieiee 85  dexmethylphenidate................ 44 dimethyl fumarate.................. 32
deblitane.............................. 117  dextroamphetamine................ 44 DIOVAN.........cccooo 55
deferasirox ...........ccocvvvvunnnnnn. 73 dextroamphetamine- DIOVAN HCT ..................... 55
deferiprone............ccccoeeveunnnn. 73 amphetamine.......................... 44 DIPENTUM.....cccooeveeennnnn.. 89
DELESTROGEN................ 117 dextrose 10 % and 0.2 % nacl. 73 diphenoxylate-atropine........... 88
DELSTRIGO........ccccceevennnn. 2 dextrose 10 % in water DIPROLENE
DELZICOL.........cccovivinn. 89 (dIOW) cceeeeieaeeieeeee 73 (AUGMENTED).................. 71
demeclocycline....................... 13 dextrose 5 % in water (d5w)...73  dipyridamole.......................... 58
DEMSER...........ccooiiin 54 dextrose 5%4-0.2 % sod disulfiram................ccccceuun.... 73
DENAVIR.......ccoviiiiiianne 69  chloride..............ccoveueueeannn. 73  DITROPAN XL.......c.ec..... 133
DEPAKOTE........cooiiiieens 24 DIACOMIT......ccocevveen. 24 DIURIL....coooiiiiiiiiiiieee, 55
DEPAKOTEER.................. 24  DIASTAT..ooooiiieeii. 24 divalproex...........cccccccuunn.... 24
DEPAKOTE SPRINKLES.. 24 DIASTAT ACUDIAL.......... 24 DIVIGEL.........cccoevviien, 117
DEPEN TITRATABS......... 114 diazepam.......................... 24,44  dofetilide................................ 53
DEPO-ESTRADIOL.......... 117  diazoxide................c.............. 78 DOJOLVI.....ccocoevviiieaas 136
DEPO-PROVERA............... 117 DIBENZYLINE.................. 54  dolishale.............................. 119
DEPO-SUBQ PROVERA DICLEGIS.......cccvvviiiieeee, 89  donepezil............cceeeuunnnnn... 32
L04. i 117 DICLOFENAC DOPTELET (10 TAB
DEPO-TESTOSTERONE....85 EPOLAMINE..................... 38 PACK).oiiiiiiiiiiiiiiieee, 58
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DOPTELET (15 TAB duloxetine..............cccc.cceeenn. 44 efavirenz-emtricitabin-tenofov.. 2
PACK) oo, 58 DUOBRII.........coovvvviiiiiiinnns 71 efavirenz-lamivu-tenofov
DOPTELET (30 TAB DUOPA ..., 28 dISOP .eoeeeiiiiieeeeee e 2
PACK) ..o 58 DUPIXENT PEN................. 64 EFFEXOR XR........cccuoe.... 44
DORYX..oooiiiiiiiieeeeiiiieeene 13 DUPIXENT SYRINGE....... 64 EFUDEX.......ccccoocomiiiiinenns 64
DORYX MPC..........cccou.. 13 DUREZOL.........ccuvveee.. 125 EGRIFTA SV..iiiiiiiiee, 95
dorzolamide.......................... 124 dutasteride............................ 134 ELESTRIN.......ccccovvieeeenenn. 117
dorzolamide-timolol.............. 124 dutasteride-tamsulosin.......... 134 eletriptan............................... 30
dorzolamide-timolol (pf) ...... 124 DUTOPROL.............evvvene. 55 ELIDEL............................ 64
AOLi e, 117 DYANAVEL XR.................. 44 ELIGARD....ccccccvviriraannne. 16
DOVATO....cccvveieeiiiieee 2 DYMISTA ... 129 ELIGARD (3 MONTH)....... 16
DOVONEX......ccccccevviiiiinaans 63 DYRENIUM..........eevunnnn.. 55 ELIGARD (4 MONTH)....... 16
AOXAZOSTN ..o, 55 E.E.S. GRANULES................ 7 ELIGARD (6 MONTH)....... 16
doxXepin.........cccc..ceeeeeeenn. 44,64 EASY COMFORT ELIQUIS.........cooee 58
doxercalciferol....................... 85 INSULIN SYRINGE......... 102 ELIQUIS DVT-PE TREAT
Aoxy-100........cccccueveeeiiiianaan. 13 EASY COMFORT PEN 30D START ....ooeviiiieee 58
doxycycline hyclate........... 13,14 NEEDLES............cccvnnnn. 102 ELMIRON..........ccoeennn 134
DOXYCYCLINE EASY GLIDE INSULIN ClUTYRG ., 118
HYCLATE......cccccoeiiiiis 14 SYRINGE.......cccoooiiiinnn 102 EMCYT..ooiiiiiiiiiiiiieees 16
doxycycline monohydrate....... 14 EASY GLIDE PEN EMEND.......cocoiiiieeee, 89
doxylamine-pyridoxine (vit NEEDLE........ccccooiiiiiiannnnn. 103 EMFLAZA......ccccooviie, 76
DO) oo 89 EASY TOUCH................... 103 EMGALITY PEN................. 30
DRIZALMA SPRINKLE....44 EASY TOUCH FLIPLOCK EMGALITY SYRINGE....... 30
dronabinol.............................. 89 INSULIN.....ccooiiiiin, 103 emogquette............cccccoooo..... 119
DROPLET INSULIN EASY TOUCH INSULIN EMSAM.....coooviiiiiiiiiieee, 44
SYR(HALF UNIT)............. 101  SAFETY SYR......cccovveee. 103 emtricitabine............................ 2
DROPLET INSULIN EASY TOUCH INSULIN emtricitabine-tenofovir (tdf)....2
SYRINGE..........coovviiies 102 SYRINGE...........eovviees 103 EMTRIVA. ... 2
DROPLET MICRON PEN EASY TOUCH LUER EMVERM......ccooovvvviiiines 9
NEEDLE..........coovviiiiiiin, 102 LOCK INSULIN................ 103 enalapril maleate.................... 55
DROPLET PEN NEEDLE.102 EASY TOUCH PEN enalapril-hydrochlorothiazide . 55
DROPSAFE PEN NEEDLE NEEDLE.......cccccoevviiien. 103 ENBREL.......cccceeviiiiins 114
............................................. 102 EASY TOUCH SAFETY ENBREL MINI.................. 114
drospirenone-e.estradiol-Im.fa PEN NEEDLE................... 104 ENBREL SURECLICK..... 114
............................................. 119 EASY TOUCH ENDARI......ccocvvveveennl 73
drospirenone-ethinyl estradioll19 SHEATHLOCK INSULIN 104  endocet...............cccceveeeennnnn.... 35
DROXIA .....cooiiiiiiieeeiiee, 16 EASY TOUCH UNI-SLIP..104 ENGERIX-B (PF)................ 98
droxidopa...............ccccccouuu... 73 econazole.............ccccceuuennn.... 68 ENGERIX-B PEDIATRIC
DUAKLIR PRESSAIR...... 128 EDARBI ..., 55 (PF) i 98
DUAVEE......cccoooiiiiiiin, 117 EDARBYCLOR................... 55  enoxaparin..............o.o....... 58
DUETACT......ccoovvvvvveeeeenn. 78 EDECRIN.......cccovviiiiiiiiinns S5 eNPresSe........eeuueiiiiiinan 119
DUEXIS....cccoiiiiieieeeeeees 39 EDURANT....ccoooviiiiieeeeees 2 enSKYCe...ueiiiiiiaaeeeee 119
DULERA.......ccceiiiiieens 129 efavirenz.......ccccccceveevecueeciannnn. 2 ENSPRYNG.....ccooiiieinn 16
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ENSTILAR .....ccooviiiiiine 63  erythromycin-benzoyl ezetimibe-simvastatin............. 60

ENLACAPONE........ceeeeeaeaaaannnnn... 28 peroxide..........ccccceueeeeeunnnnn.. 67 FABIOR..........eevvii 67
ERECCAVIT ..vvvveeeeeeeaennns 2 ESBRIET.....ccoooiiiiiiiiinnns 129 falmina (28) ......cccuvveeeeenn.... 119
ENTRESTO.......................... 62 escitalopram oxalate......... 44,45  famciclovir.........cccceeeeeeeeeannn.... 3
CNUIOSE ..., 89  esomeprazole magnesium.. 92,93  famotidine.............................. 93
ENVARSUS XR.......ccccuneee 17  estarylla.............oooveeenen.... 119 FANAPT......ooiiiieee. 45
EPCLUSA ..o, 3 ESTRACE.......ccccevviiiinnn. 117 FARESTON......cccovvvreen 17
EPIDIOLEX......ccccceevvnnnnn. 24 estradiol................cceuu.... 117 FARXIGA.....c.cooiiieee, 78
EPIDUO........cccoie 67 estradiol valerate.................. 117 FARYDAK.......ccoooi. 17
EPIDUO FORTE................. 66  estradiol-norethindrone acet..117  FASENRA..........cccccovvvvinn. 129
EPINASLINE ......cccceeeeeeeaeaaaan, 123 ESTRING.................. 117 FASENRA PEN................. 129
EPINEPHRINE.................. 126 ESTROGEL........................ 117  fayosim.........cccceeeevecuennann. 119
epinephrine........................... 126  eszopiclone............................. 45  febuxostat................ccceuu... 113
EPIPEN 2-PAK......cccc....... 126  ethacrynic acid....................... 55  felbamate............................... 24
EPIPEN JR 2-PAK............. 126 ethambutol................ccccueee... 9 FELBATOL........ccevviiieen. 24
ePILOl ..., 24 ethosuximide.......................... 24 FELDENE.........cccoovvvenen. 39
EPIVIR .........oooeee 3 ethynodiol diac-eth estradiol. 119  felodipine................................ 55
EPIVIR HBV.......cccoviiiins 3 etodolac.............ccccoooveiniiin. 39 FEMARA. ... 17
eplerenone.....................c....... 55 etonogestrel-ethinyl estradiol 118 FEMHRT LOW DOSE...... 117
EPOGEN.....ccccoiiiiiiiiiee 96 EUCRISA......ccooiiiiiiiieees 64 FEMRING..........cooiiees 117
EPZICOM.......cccvvviieee 3 eUthYroX...ooiieeeeeeeeciiiean. 87  femMYNOr.......uuvvveeeeeeeaaennn, 119
EQUETRO.......coovviiieann 24 EVAMIST....ccooviiiiiiees 117 FENOFIBRATE.................. 60
ERAXIS(WATER EVEKEO.........ccoovviiviinee. 45  fenofibrate..............cccceuuuunn.... 60
DILUENT) oot I EVEKEOODT.........cc.......... 45  fenofibrate micronized............ 60
ergoloid................coovveeennnnnn.. 44  EVENITY ., 113 fenofibrate nanocrystallized....60
ergotamine-caffeine................ 30 everolimus (antineoplastic).... 17 fenofibric acid ( choline) ......... 60
ERIVEDGE............cccveeee. 17  everolimus FENOGLIDE....................... 60
ERLEADA.......................... 17  (immunosuppressive)............. 17 FENOPROFEN.................... 39
erlotinib........cccceeeeeeeeeeeeeeaennn... 17 EVISTA ..., 113 fenoprofen............................. 39
CFFIM ccceeeceeeeeiieeieeieieeee, 117 EVOCLIN.....ccooeviiiiieieeeennnn. 67 fentanyl.........ccccoeeeeeeeeeeeeaannn.. 35
ERTACZO..........cccooii. 68 EVOTAZ....oeennn. 3 fentanyl citrate....................... 35
CrLAPENOIN ... 9 EVOXAC...iiiiiiieeeeeennn. 73  FENTANYL CITRATE....... 35
CFY PAAS ., 67 EVRYSDI......ccoooovvviiiiees 32 FENTORA.......cccoovveeene 35
CrYGel....ueveiiiiiiiiiiiiiiieee 67 EXELON PATCH................ 32 FERRIPROX........c.ccovunnnnnn. 74
ERYPED 200......cccccvvvveeeeeennn. T exemestane.............ccccccuun.... 17 FETZIMA......cccooiiieean 45
ERYPED 400.......cccccvvvreennnnn. 7 EXFORGE......ccccoouvvrrnnnn. 55 FEXMID....ccooooeeviiiiiiane, 34
CrY-1aD .....oovevviiiiiiieae 7 EXFORGE HCT.................. 55 FIASP FLEXTOUCH U-
ERY-TAB....ccooiiiiiiiiieees 7 EXJADE......ccoooviiiiiiiin 73 100 INSULIN......cccvvrerennne. 78
ERYTHROCIN........ccvvveenne 8 EXTAVIA.....ccooiiiiiiiiee, 96 FIASP PENFILL U-100
erythrocin (as stearate) ........... 7 EXTINA..........ccccccc 68 INSULIN.....ccoooviiiiiiieieeennn. 78
erythromycin.................... 8,122 EYSUVIS....coooviiiiieieees 125 FIASP U-100 INSULIN........ 78
erythromycin ethylsuccinate.....8 EZALLOR SPRINKLE........ 60 FINACEA.......ccoovivieeeeeen. 67
erythromycin with ethanol...... 67  ezetimibe..........ccccouieeennnnn... 60 finasteride............................ 134
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FINTEPLA.........cccoe 24 fluticasone propion-salmeterol GARDASIL 9 (PF)............... 98
FIRAZYR ....ccoovvviii 129 e 130  GASTROCROM.................. 89
FIRDAPSE........ccoovviieee. 32 fluvastatin.............cccceeeeeeannn. 60 gatifloxacin...............cccc...... 122
FIRMAGON KIT W fluvoxamine................cc..o....... 45 GATTEX 30-VIAL............... 89
DILUENT SYRINGE.......... 17 FML FORTE...........c.......... 125 GAUZEPAD........cceeuu... 104
FIRVANQ.....coooiiiieeeiiieeeens 9 FML LIQUIFILM.............. 125 gavilyte-C......ccoeevevveeeennnann, 89
flac otic 0il.........cccceeeeeennn...... 76 FMLS.O.P.....ovvvvvviriiinnnnns 125  gavilyte-g.........coovuvvvevevevnnnnnnn. 89
FLAGYL ..o, 9 FOCALIN................l 45  gavilyte-n.........ccceeeeeeeeiiiiiil. 89
FLAREX....coooooiiiiiiieeenee, 125 FOCALIN XR......cccceeeennnnee. 45 GAVRETO......c.ceevviieren. 17
flavoxate................couuvvvennnn. 133 fondaparinux.......................... 58 GELNIQUE........ccccvvvvnnn. 133
FLEBOGAMMA DIF.......... 98 FORFIVOXL........ceeevnnnenn. 45  gemfibrozil...........c.ccceeuueenn. 60
flecainide.....................oo......... 53  FORTAMET...........eeennn. 79 gemmily........cccouveveiiiiiiaaann, 119
FLECTOR.......cccvvveee. 39 FORTEO.....cccccevviriirnnne. 114 GEMTESA. ... 133
FLOLIPID.........cccevviiienenns 60 FORTESTA. ..o 85 GENERESSFE.................. 119
FLOMAX ..., 134 FOSAMAX...coooiieeieeeieeaannnn. 114 generlac..........ccccoeecccecannn.. 89
FLOVENT DISKUS........... 129 FOSAMAXPLUSD.......... 114 gengraf.....cccccoeveeeccnnnnnnennnn... 17
FLOVENT HFA................ 129 fosamprenavir.......................... 3 GENOTROPIN.................... 96
Sfluconaczole............................... 1 fosfomycin tromethamine........ 14 GENOTROPIN

fluconazole in nacl (iso-osm)....1 ~ fosinopril.......................ccen.. 55 MINIQUICK.......ccovvveeeeenn. 96
flucytosine...........ccceuveeeeeeeeannn. 1 fosinopril-hydrochlorothiazide 55  gentak.................ccoeeveeennn. 122
Sfludrocortisone....................... 77 FOSRENOL........................ 74 gentamicin.................. 9,67,122
Sflunisolide............................. 129 FOTIVDA.......ccoovvvvvveiiii, 17  gentamicin in nacl (iso-osm).... 9
Sfluocinolone............................ 71 FRAGMIN..........cccn 58,59 GENVOYA.....oooiiiiiiien. 3
fluocinolone acetonide oil........ 76  FREESTYLE PRECISION 104 GEODON.........ccovtviiiiiiiiinee 46
fluocinolone and shower cap.... 71 FROVA........ccccceviiiiiinnnnnnn. 30 GILENYA.....cooiiieeieeeees 32
fluocinonide............................ 71 frovatriptan.............cccceenn...... 30 GILOTRIF................ 17
fluocinonide-e......................... 71 FULPHILA..........oovvvvinnns 96 GIMOTI............... 89
fluoride (sodium) ................. 136  furosemide.............................. 55 GLASSIA ..., 74
fluorometholone.................... 125 FUZEON...............c 3 glatiramer.............................. 32
FLUOROPLEX......cccccounnn.. 64 fYavoly...........oeevvevviiniiininnnnnn, 117  glatopa...............couuueeeeeevvnnnnnn. 32
FLUOROURACIL............... 64 FYCOMPA........cc....... 24,25 GLEEVEC.......ccccccvviiinen, 17
Sfluorouracil............................ 64  gabapentin............cccceeeeenn..... 25  glimepiride.............ccceeennn...... 79
fluoxetine.............ccccuveeenee..... 45 GABITRIL........ceevveeiiienns 25 glipizide................ccceeeueenn... 79
fluoxetine (pmdd) .................. 45 GALAFOLD........cccvvvveeeee.n. 85  glipizide-metformin................ 79
fluphenazine decanoate........... 45  galantamine............................ 32 GLOPERBA.........ccooeeee. 113
fluphenazine hcl...................... 45 GAMMAGARD LIQUID...98 GLUCAGEN HYPOKIT.....79
Sflurandrenolide....................... 71 GAMMAGARD S-D (IGA GLUCAGON
Sflurbiprofen..................cccc..... 39 <1 MCG/ML)....ccccuuvvvveen.. 98 EMERGENCY KIT
flurbiprofen sodium............... 124 GAMMAKED.......ccceeeeeenn. 98 (HUMAN)....ooooiiiiieeeeeeeennn 79
Sflutamide..................ccccee... 17 GAMMAPLEX.......cccouneen. 98 GLUCOTROL XL............... 79
fluticasone propionate..... 71, 129  GAMMAPLEX (WITH GLUMETZA. ... 79
FLUTICASONE SORBITOL).......cccevvennnnnn 98 glycopyrrolate........................ 88
PROPION-SALMETEROL129 GAMUNEX-C...................... 98 GLYXAMBI.......oouvvireennnn 79
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GOCOVRI.......cceeiiiiiian, 28 HUMALOG JUNIOR HUMULIN R U-500
GOLYTELY ..cccvvvvieeeiiiieee 89 KWIKPEN U-100................. 80 (CONC) INSULIN............... 80
GONITRO......cccvvvvreeee. 62 HUMALOG KWIKPEN HUMULIN R U-500
GRALISE.....coooiiieieeie. 25 INSULIN.....cccocemiiiirreeee, 80 (CONC) KWIKPEN............. 80
granisetron hcl........................ 89 HUMALOG MIX 50-50 hydralazine..............cccccceuun.... 55
GRANIX ..o, 96 INSULN U-100.........cccuu...... 80 HYDREA........ccoovveiinnn.. 17
GRASTEK ......ooovviiiiiiiiiiiiinns 98 HUMALOG MIX 50-50 hydrochlorothiazide................ 55
griseofulvin microsize............... I KWIKPEN......ooooeiiie. 80  hydrocodone bitartrate........... 36
griseofulvin ultramicrosize........ 1 HUMALOG MIX 75-25 hydrocodone-acetaminophen...36
GVOKE HYPOPEN 2- KWIKPEN.....coooiviiiiieeenn. 80  hydrocodone-ibuprofen........... 36
PACK ..o 80 HUMALOG MIX 75-25(U- hydrocortisone....... 71,72, 77, 89
GVOKE PFS 1-PACK 100)INSULN.......ccoere. 80  hydrocortisone butyrate.......... 71
SYRINGE........ccoovvvvieeeeee. 80 HUMALOG U-100 hydrocortisone valerate........... 72
GYNAZOLE-1................... 118 INSULIN.....cooovviiiiieeeeeeees 80  hydrocortisone-acetic acid...... 76
HAEGARDA........ccooveeee. 130  HUMATIN......oovvviveeeeeeeees 9  hydrocortisone-pramoxine...... 89
hailey 24 fe.......cccoueveeeeeaann.. 119 HUMATROPE................... 96  hydromorphone...................... 36
halcinonide............................. 71 HUMIRA..........oeeee 115 hydromorphone (pf) ............... 36
HALDOL........ccccviviiieee. 46 HUMIRA PEN................... 114 hydroxychloroquine.................. 9
HALDOL DECANOATE....46 HUMIRA PEN CROHNS- hydroxyurea........................... 17
halobetasol propionate............ 71  UC-HS START................... 115  hydroxyzine hcl.................... 126
HALOBETASOL HUMIRA PEN PSOR- HYSINGLA ER................... 36
PROPIONATE..................... 71  UVEITS-ADOL HS............ 115 HYZAAR.......oovvviee. 55
HALOG.........coeviveeee 71  HUMIRA(CF)....c..cccenn.... 115  ibandronate.......................... 114
haloperidol............................. 46 HUMIRA(CF) PEDI IBRANCE.......c..oooviiiie, 17
haloperidol decanoate............. 46 CROHNS STARTER......... 115 bt 39
haloperidol lactate.................. 46 HUMIRA(CF)PEN.......... 115  ibuprofen...........cccccecuvvvunnnnnnne. 39
HARVONI.........coviiiiee 3 HUMIRA(CF) PEN icatibant ...........ccccveeeeeennnnn... 130
HAVRIX (PF)...cooeiiiiiiinnns 98 CROHNS-UC-HS............... 115 dclevid......ucoueceeiieaaieiiannann, 119
HEALTHWISE INSULIN HUMIRA(CF) PEN ICLUSIG.....ccooiiiveeeeinn 17
SYRINGE.......................... 104 PEDIATRICUC................ 115  icosapent ethyl........................ 60
HEALTHWISE PEN HUMIRA(CF) PEN PSOR- IDHIFA ..o 17
NEEDLE......ccccceovviiiien. 104 UV-ADOLHS.................... 115 ILEVRO.....ccooooiiiiiiiiiieens 124
HEALTHY ACCENTS HUMULIN 70/30 U-100 ILUMYA ..o 63
UNIFINE PENTIP............. 104 INSULIN.....coooiiiiieiiieeeens 80  imatinib.........cccccoeveueviieannnne. 18
HEMADY ....oovvviiiiiieee 77  HUMULIN 70/30 U-100 IMBRUVICA........ccvveeeee 18
heparin (porcine) ................... 59 KWIKPEN.........ccovvviieee. 80  imipenem-cilastatin.................. 9
HEPATAMINE 8%............ 136 HUMULIN N NPH imipramine hcl........................ 46
HEPSERA.......ccovvviiiiiieee, 3 INSULIN KWIKPEN.......... 80 imipramine pamoate............... 46
HETLIOZ.......ccccvvvviei. 46 HUMULIN N NPH U-100 Imiquimod..............cccccceeen. 64
HETLIOZ LQ....cccovvvvveeannns 46  INSULIN......cccocevniiiiieennnn 80 IMITREX....cccooiiiiiiiiiinnne. 30
HIBERIX (PF)...cccccvvveeennnnn 98 HUMULIN R REGULAR IMITREX STATDOSE
HIPREX .....ccccoiiiiiiiiie, 14 U-100 INSULN........ccceeennnnn 80 PEN....oooiiiiie, 30
HORIZANT ....ccooiiiiiiine 32
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IMITREX STATDOSE INTELENCE.............occoeees 3 JADENU SPRINKLE.......... 74

REFILL.....cooviiiiiieeie. 30 intralipid.............................. 136 JAKAFI...cooooevviiiiee. 18
IMOVAX RABIES INTRALIPID..................... 136 JALYN.coooiiiiiiiieeeeien 134
VACCINE (PF)...ccccoevven. 98 INTRAROSA........ccveeeee. 118  jantoven............cccceeeeecuvennann. 59
IMPAVIDO.........ccoeeeeiieees 9 INTRONA.......ccoeeeiieees 96 JANUMET.......ccovvvveeennn. 80
IMPEKLO......cccvvvveerrnnn. 72 introvale.............ccccuuveeann... 119 JANUMET XR................ 80, 81
IMURAN ... 18 INVANZ...ccooiiiieiieeeeee. 9 JANUVIA.......ccooiiiieeee, 81
IMVEXXY INVEGA.......coiieeee. 46 JARDIANCE........ccccceeennnee 81
MAINTENANCE PACK...117 INVEGA SUSTENNA.......... 46  jasmiel (28) ...couevuviieannnnn. 120
IMVEXXY STARTER INVEGA TRINZA............... 47 JATENZO.....ccooeeeiiiiiiinnnn... 85
PACK .....ccooiiiiiieee 117 INVELTYS...cooiiiii, 125 JENTADUETO.................... 81
INBRIJA ..o 29 INVIRASE......ooooiiieiie, 3 JENTADUETO XR............. 81
INCASSIA ..o, 117 INVOKAMET..................... 80  jinteli......ccoovvuveveiiiiiiiaaaann, 117
INCONTROL PEN INVOKAMET XR............... 80 JORNAYPM.....coooevveunnn. 47
NEEDLE.......c....cooveviee, 104 INVOKANA........ccooieee, 80 JUBLIA.......cccoevvieeeee 68
INCRELEX......cccocoeveennnnn. 74 TOPIDINE...........ccccvvneenn. 126 juleber...........ccceveveveaannn.. 120
INCRUSE ELLIPTA.......... 130 IPOL...ooviiieiiiieeeeiiieeee, 98 JULUCA. ..., 3
indapamide............................. 55 ipratropium bromide....... 76,130  junel 1.5/30 (21) ................... 120
INDERALLA.....ccovvvveee. 55 ipratropium-albuterol........... 130 junel 1120 (21) ...cceeeeeeennnn.... 120
INDOCIN.......cceeeeeiirrieee. 39 irbesartan...............euuuenn..... 55  junmel fe 1.5/30 (28) ............... 120
INFANRIX (DTAP) (PF).... 98  irbesartan- junel fe 1120 (28) ........cc........ 120
INFLECTRA.......ccvvvveeeee. 89  hydrochlorothiazide................ 55 junelfe24....iiiiiiieinann. 120
INGREZZA........cccvvveen. 32 IRESSA. ..o, 18 JUXTAPID........ccevvrrvrennn 60
INGREZZA INITIATION ISENTRESS.....ccovviiiiiee 3 JYNARQUE.........coeviee. 85
PACK ..o, 32 ISENTRESSHD.................... 3 kaitlib fe......oueeeeecnianaann, 120
INLYTA ..o 18  isibloom.............cceeveeveenannn. 120  KALBITOR........cccvvveeenn. 130
INNOPRAN XL........ccouneeee. 55 ISOLYTESPH74........ 136 KALETRA.......ccovvieeee. 3
INQOVI....coovvieeeeeee 18 ISOLYTE-PIN 5% KALYDECO...................... 130
INREBIC.........coeeeiiiiieee, 18 DEXTROSE.......c.coeeennn. 136 KANJINTI......ccovvvveeee. 18
INSPRA ..., S5 iSoniazid..........ccccoiiieeiiiiaann. 9 KAPSPARGO SPRINKLE..55
INSULIN ASP PRT- ISOPTO CARPINE............ 123 KAPVAY ..o, 47
INSULIN ASPART.............. 80 ISORDIL......cocovvvieeee. 62  kariva (28) .....ccceeeueeeeeeennn... 120
INSULIN ASPART U-100...80 ISORDIL TITRADOSE....... 62 KATERZIA.......coooeennn. 55
INSULIN LISPRO................ 80 isosorbide dinitrate................. 62 KAZANO......cooovvrvveieneeenn. 81
INSULIN LISPRO isosorbide mononitrate............ 62 kelnor 1135 (28) cceeeeeeeeennnn.... 120
PROTAMIN-LISPRO.......... 80 isotretinoin............................ 67 kelnor 1-50 (28) ......ouuuvuunn. 120
INSULIN PEN NEEDLE...104 isradipine...........c..coovvveeeennnn. 55 KENALOG......ccccovvvvvrrrrnnns 72
INSULIN SYRINGE......... 104 ISTALOL......ccovvveeee. 123 KEPPRA.........ooo 25
INSULIN SYRINGE ISTURISA. ... 85 KEPPRA XR......cccceeenne. 25
NEEDLELESS.......ccccevve. 104 itraconazole............................. I KERYDIN................ 68
INSULIN SYRINGE- IVErMeCtiN.......cc.ueeeeeenn... 9,73 KESIMPTA PEN................. 32
NEEDLE U-100.................. 105 IXIARO (PF)........................ 98  ketoconazole....................... 1, 68
INSUPEN........coooviieee, 105 JADENU.....ccooooviiiiiiieeee, T4 ketodan...............ccccuuveeann.. 68
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ketoprofen............cceueeeeennn... 39 LAMICTAL XR.......ccuuee.. 25 LEVALBUTEROL
KETOROLAC..........ccc........ 39 LAMICTAL XR STARTER TARTRATE........cccuvvee. 130
ketorolac..................cccuu..... 124 (BLUE)....cccccoiiiiiiiieeeee. 25 LEVEMIR FLEXTOUCH
KEVEYIS...coooiiiiiiiee 32 LAMICTAL XR STARTER U-100 INSULN.....ccovirierns 81
KEVZARA......cccovvvee. 115 (GREEN)....cccooiiiiiiiiiieee, 25 LEVEMIR U-100 INSULIN 81
KINERET ......cccceevviiinnns 115 LAMICTAL XR STARTER levetiracetam.......................... 26
KINRIX (PF)..cccovviiiiiiiiinns 98 (ORANGE).............. 25  levobunolol........................... 123
KISQALI......cceeeiii 18  lamivudine....................ccccc....... 3 levocarnitine........................... 74
KISQALI FEMARA CO- lamivudine-zidovudine.............. 3 levocarnitine (with sugar) ...... 74
PACK ..., 18  lamotrigine....................... 25,26  levocetirizine............cccu........ 126
KITABIS PAK ......coovvvviviiins 9 LAMPIT............... 9 levofloxacin.................... 13,122
KLARON........coooiieee 68 LANOXIN.........ooeoeirrie 62 levofloxacin in d5w................. 13
KLISYRI......oovvvvvviviiiiiiiiinns 18 lansopraczole........................... 93 levonest (28) cccceeeeeeeeeeeaaannn... 120
KLONOPIN.......cevvviieeee, 25 lanthanum.............................. 74 levonorgestrel-ethinyl estrad. 120
klor-con 10.............ccc.uu....... 134 LANTUS SOLOSTAR U- levonorg-eth estrad triphasic. 120
klor-con 8 .......ccccoovvuevveaannne. 134 100 INSULIN......cceevvernnn 81  levora-28........cccceevvvueencannn. 120
klor-con ml10........................ 134  LANTUS U-100 INSULIN.. 81  levorphanol tartrate................ 36
klor-conml5........................ 134 lapatinib................ccovveeeeeannn. 18  [evo-t....ccovvueeiiiiiiiieeiie 87
klor-conm20........................ 134 larin 1.5/30 (21) ........uuuuu..... 120 LEVOTHYROXINE............ 87
klor-con oral packet 20......... 134 larin 1120 (21) .......uuuuueee...... 120 levothyroxine.......................... 87
KLOXXADO.......ccccccvvvvnnee. 39 larinfe 1.5/30 (28) ............... 120 levoxyl.....eeeeeeeeeeeeiiiiiennn. 87
KOMBIGLYZE XR............. 81 larinfe 1/120 (28) ....cccuuu...... 120  LEXAPRO......ccccvvvvieenn. 47
KORLYM....coooviiieiiiieees 85  1arisSit........cccceuveviieiiiinaan 120  LEXETTE.......coooviiieenee. 72
KOSELUGO..........cceevvveenn. 18 LASIX. ..o 55 LEXIVA....iiiiiiiiieeenn, 3,4
KRINTAFEL.......ccvvvveennn. 9 LASTACAFT...cccceevnn. 123 LIALDA.....ccooieeeeeieee e, 89
KRISTALOSE........ccccvvee... 89  latanoprost...............cccuu..... 124 LICART....cccoviieeiiiieee, 39
K-TAB..coooviieiiieeeeen 134 LATUDA.......ccoeieeeee, 47 lidocaine............c.c..ceveuvunnnn. 65
L 2 134 layolis fe.......ccouueeeeeeveevnnnnnann, 120  lidocaine hcl.......................... 65
kurvelo (28) ......ooeeeeveeevennnnnn. 120  LAZANDA....cccooieieieeeeeennn. 36 lidocaine viscous..................... 65
KUVAN........cc 85 LEDIPASVIR- lidocaine-prilocaine................ 65
KYNMORBI........ccoviiireene 29  SOFOSBUVIR........cccuvvireenns 3 LIDODERM.......cccccuvreennnne. 65
[ norgestle.estradiol-e.estrad. 120 leena 28............cccooevveeeennn. 120 lindane................................... 73
labetalol................................. 55 leflunomide........................... 115 linezolid.................cooeevveannnn. 9
LACRISERT.........cuvveee. 123 LENVIMA ..., 18  linezolid in dextrose 5%............ 9
lactulose...........ccccoeveeeuennann. 89 LESCOL XL....ccoovvveeennnen. 60 LINZESS......ccoooiiiiiiiieees 89
LAMICTAL.........cccoe 25 [eSSINA ..., 120  liothyronine..............cccc.uu....... 87
LAMICTAL ODT................ 25 LETAIRIS.......coovieeine, 130 LIPITOR.....cccceevviiiiiiienee 60
LAMICTAL STARTER letrozole............cc.ccceveennnnn. 18 LIPOFEN......cccocoiiiiiiiiees 60
(BLUE) KIT......oovvvviviiviiiinnnns 25  leucovorin calcium.................. 15 lisinopril..........ccccccvvvveennnnnenn. 56
LAMICTAL STARTER LEUKERAN.........ceeevis 19  lisinopril-hydrochlorothiazide . 56
(GREEN)KIT......ccoeevviinnn. 25 LEUKINE.......coocoiviiiine. 96 LITE TOUCH INSULIN
LAMICTAL STARTER leuprolide................cccceeeen. 19 PEN NEEDLES................. 105
(ORANGE) KIT........ovvvvenes 25  levalbuterol hel..................... 130
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LITE TOUCH INSULIN LOTRONEX.......ccceoiiiiinns 89 MAGELLAN INSULIN

SYRINGE..........cooevieies 105 lovastatin..................cceuu...... 61 SAFETY SYRNG............... 105
lithium carbonate.................... 47 LOVAZA. ... 61 MAGELLAN SYRINGE
lithium citrate......................... 47 LOVENOX.....cccoocvviiiiieeans 50 e 105, 106
LITHOBID.......ccoeveeeeennnnn. 47  low-ogestrel (28).................. 120  magnesium sulfate......... 134, 135
LITHOSTAT .....coovvvvvviiiiinnns 74 loxapine succinate.................. 47 MALARONE.......ccccoeennnn. 9
LIVALO ..o, 61 LUBIPROSTONE................ 90 MALARONE PEDIATRIC. 10
LO LOESTRIN FE............. 120  LUCEMYRA.........ccciieee 39 malathion.................ccccuueenn. 73
LOCOID.....cccceeveeiiieeeee, 72  LULICONAZOLE............... 69 MARINOL......cccvvvveeee. 90
LOCOID LIPOCREAM........ 72 LUMIGAN.....cccoviiieeens 124 marlissa (28) ...c.cceveeveveann. 120
LODINE......ccccceeviiiiieeene 39 LUNESTA......coooiiiiieeees 47 MARPLAN......cccooeveiie. 47
LODOSYN...cooiiiieeeiee. 29 LUPANETA PACK (1 MATULANE.......ccccoovine. 19
LOESTRIN 1.5/30 (21)........ 120 MONTH)....ooovviiiiiiieeee, 118  matzimla..............ccoceuueeennn. 56
LOESTRIN 1/20 (21).......... 120  LUPANETA PACK (3 MAVENCLAD (10
LOESTRIN FE 1.5/30 (28- MONTH)...ccoeeeeiiiiieeee 118 TABLET PACK).................. 32
DAY) i 120 LUPKYNIS.....ccociiiiiiies 19 MAVENCLAD (4 TABLET
LOESTRIN FE 1/20 (28- LUPRON DEPOT................ 19 PACK)...cooiiiiiiiiiei, 33
DAY) i 120 LUPRON DEPOT (3 MAVENCLAD (5 TABLET
LOKELMA.......ccceviiiieees 74 MONTH)....ccoooiiiiiiiieees 19 PACK)..cooiiiiiiiieie, 33
LOMOTIL.....ccovviviieean. 88 LUPRON DEPOT (4 MAVENCLAD (6 TABLET
LONHALA MAGNAIR MONTH)....oovviiiiiiiiieie 19 PACK) ..o 33
REFILL....cccooeiiiii, 130  LUPRON DEPOT (6 MAVENCLAD (7 TABLET
LONHALA MAGNAIR MONTH)....ccooveiiiieieeee 19 PACK)..oooiiiiiiiieeeee 33
STARTER........ccccvvvrreen, 130 lutera (28) ..cceeeeeecveeeeannnne. 120  MAVENCLAD (8 TABLET
LONSURF.....ccoovviiiiiies 19 LUXIQ.coiiiieiiiiiieeeeiiiieeens 72 PACK) .o 33
loperamide............................. 88 LUZU..coooiiieiiiiieeeiieeee, 69 MAVENCLAD (9 TABLET
LOPID......oovvviveeeiieeee, 61  Dpleq....cccceeeeeaaaiiiaaan 117 PACK) ..o, 33
lopinavir-ritonavir .................... 4 Dllana...............ocovvvvvvvvnnnnnnn. 118 MAVYRET.....cccccvvviiiiiiiiinnn 4
LOPRESSOR.........cccoeenn. 56 LYNPARZA........ccceeeennn. 19 MAXALT...coooviieiieeeeee, 30
LOPROX....ccoiiiiiieeiiiieeens 69 LYRICA.......oooiiee 26 MAXALT-MLT......c......... 30
LOPROX (AS OLAMINE)..69 LYRICACR........ccoeeveennnne. 26 MAXICOMFORT II PEN
lorazepam............................. 47 LYSODREN......cccccvvvvrrrrnnnn 19 NEEDLE.......cccccovvvviiiiiiinnn. 106
lorazepam intensol.................. 47 LYSTEDA.....ccccccceiieenn. 118 MAXICOMFORT
LORBRENA.........ceoiiiees 19 LYUMIJEV KWIKPEN U- INSULIN SYRINGE......... 106
loryna (28) ....ccoeeeeveeeennnn.. 120 100 INSULIN......ccceevveennee. 81 MAXI-COMFORT

[oSartan .............cccceeeeeeennnnnn. 56 LYUMIJEV KWIKPEN U- INSULIN SYRINGE......... 106
losartan-hydrochlorothiazide.. 56~ 200 INSULIN....................... 81 MAXICOMFORT
LOSEASONIQUE.............. 120  LYUMIJEV U-100 SAFETY PEN NEEDLE.... 106
LOTEMAX ...ccooiiiiiiieenne, 125 INSULIN. ..o 81 MAXIDEX......ccooovvvinnnnn. 125
LOTEMAX SM.......ccoouue 125 IyzZa.ccoeeiiiiiiiiiiiiiiee, 118 MAXITROL.......cccvvveennnne 124
LOTENSIN......ccceeiiiiiieenns 56 MACROBID........c.coeuueeenn. 14 MAXZIDE......ccoooviiiinnnn. 56
loteprednol etabonate............ 125 MACRODANTIN................ 14 MAXZIDE-25MG................ 56
LOTREL.....cccvvviviieeeeee, 56  mafenide acetate..................... 68 MAYZENT......ccoooviiienee. 33
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MAYZENT STARTER METHYLIN..........coovieee 47  minocycline...............cc.uuu..... 14
PACK ..o, 33 methylphenidate hcl.......... 47,48 MINOLIRA ER.................... 14
meclizine...........c.cc............ 90 METHYLPHENIDATE MIROXTAIL ... 56
meclofenamate....................... 39 HCL.oooiceeeeeeee, 48 MIRAPEX ER.......ccccovvvnnnn. 29
MEDROL..........ccooeis 77  methylprednisolone................. 7T mirtazapine.............ccceeeeenn..... 48
MEDROL (PAK).....ccceuun...... 77  methyltestosteronme.................. 85 MIRVASO.......................... 67
medroxyprogesterone........... 118  metoclopramide hci................. 90  misoprostol.............cccccueeenn. 93
mefenamic acid....................... 39  metolazone............................. 56 MITIGARE........cccccvvvnnnn. 113
mefloquine............ccccceeeeeeennnn.. 10 metoprolol succinate............... 56 M-M-RII(PF)..ccccoceennnnnnnn. 99
Megestrol. ...l 19  metoprolol ta- MOBIC................. 39
MEKINIST ....ooovviiiiiiiis 19  hydrochlorothiaz.................... 56  modafinil...............c..oouueo..... 48
MEKTOVI.....cccccooiiiiin, 19  metoprolol tartrate................. 56 moexipril............ccceeeeeennnnnnn. 56
meloxicam...............cccccueenn. 39 METROCREAM.................. 67 molindone...............ccceuuue..n. 48
meloxicam submicronized....... 39 METROGEL........................ 67 mometasone.................... 72,130
INEMANLINE ........cceeeeeeerraannnn. 33 METROLOTION................. 67 mondoxyne nl......................... 14
MEMANTINE........cc........... 33 metronidazole............ 10, 67,118 MONOJECT INSULIN
MENACTRA (PF).............. 99  metronidazole in nacl (iso-os) 10 SAFETY SYRING............. 106
MENEST ..., 118  metyrosine.............ccccooouee.... 56 MONOJECT INSULIN
MENOSTAR.........cceen 118  mexiletine..............cccccuueennnn. 53 SYRINGE.........cccooiiiiin. 106
MENQUADFI (PF)............. 99  mibelas 24 fe.........ccccoauun.... 120  MONOJECT SYRINGE.... 106
MENTAX ..., 69  micafungin..............ccceeeeunnnnn.. 1 MONOJECT ULTRA
MENVEO A-C-Y-W-135- MICARDIS........cccvvveeee 56 COMFORT INSULIN....... 106
DIP (PF).cooviiiiiiiiieiiieeees 99 MICARDISHCT................. 56  montelukast.......................... 130
MEPRON. ..., 10 miconazole-3........................ 119 MONUROL.........cccvvveren. 14
Mercaptopurine ....................... 19 MICRODOT INSULIN MOTPRINE ..., 37
INEFOPENEIN .....cvveeeaaaaaeeaaennnn 10  PEN NEEDLE.................... 106  morphine concentrate............. 37
MERREM.........ccoovviirn, 10 microgestin 1.5/30 (21)........ 120  MOTEGRITY .....ccccvvvvennnee. 90
mesalamine............................ 90  microgestin 1/120 (21 ) ........... 121 MOTOFEN........ccovvvviviiirnnnnn 88
MESNEX ....ccooiiiiiiiiiiiiieeeennn, 15  microgestin fe 1.5/30 (28)....121  MOVANTIK ......cccceeveennnnn... 90
MESTINON......................... 34 microgestin fe 1120 (28) ....... 121 MOVIPREP.......................... 90
MESTINON TIMESPAN.... 34 midodrine...............cc.c........ 74 MOXEZA....cccovviiieaannn. 122
metformin......................... 81,82  migergot.............coooiiiil 30 moxifloxacin................... 13,122
methadone........................ 36,37  miglitol..........ooovvviieeeannnnn, 82  moxifloxacin-
methamphetamine.................. 47  miglustat............ccoueeveeenannnnnn. 86  sod.chloride(iso) .................... 13
methazolamide...................... 124 MIGRANAL.........ecvieee. 30  MSCONTIN.......cceevnn. 37
methenamine hippurate........... 14 mili....cccccovvveeiiiiiiiieeee, 121 MULPLETA.......cccovvvveeee. 59
methimazole........................... 77  millipred................ccceeeveeennnn. 77 MULTAQ. ..o, 53
METHITEST ..., 85 MUMVEY ..o 118 mupirocin........cccccueueeeeeecei... 68
methotrexate sodium.............. 19 MINASTRIN24 FE........... 121 mupirocin calcium.................. 68
methotrexate sodium (pf) ....... 19 MINIULTRA-THINII..... 106 MVASI........cooiiiiiieee. 19
methoxsalen........................... 65 MINIPRESS.........cccovee 56 MYALEPT.......ccooiiiiinnne 86
methscopolamine.................... 88 MINITRAN.....ccevvieeeees 62 MYAMBUTOL.................... 10
methyldopa............................. 56 MINIVELLE...................... 118 MYCAMINE..........coeevie. 1
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MYCAPSSA ..o 19 neomycin............cccceeveeeunnnnnnn. 10 NITRO-DUR.........cceevveeee. 62
MYCOBUTIN........oovvveriannns 10 neomycin-bacitracin-poly-hc. 124  nitrofurantoin......................... 14
mycophenolate mofetil............ 19  neomycin-bacitracin- nitrofurantoin macrocrystal.... 14
mycophenolate sodium............ 19 polymyXin.......ccceeeeeeeeenn..... 122 nitrofurantoin monohyd/m-
MYDAYIS. ..o, 48  neomycin-polymyxin b- CEVSE wvviviiiiniiineniieeeaeneneanns 15
MYFORTIC.......ccoeeennnn. 19  dexameth....................oouuuu... 125  nitroglycerin.........ccccceeeeeennn... 62
PYOFISAM ...eieiaaaaeaaannnn 67 neomycin-polymyxin- NITROLINGUAL............... 62
MYRBETRIQ..................... 133 gramicidin............................ 122 NITROSTAT......ccovvvveene 62
MYSOLINE.......ccccoeennn. 26  neomycin-polymyxin-hc.. 76,125  NITYR ...cccoooiiiiiiiiiiiiieien. 74
MYTESI....ccooviiiiiiee 88 NEORAL......cccovviiiiee 19 NIVESTYM....coooooevviiiieens 96
nabumetone........................... 40 NEO-SYNALAR................. 68  nizatidine...............ccccccuun.... 93
nadolol................cccccuuvveenne. 56 NERLYNX....oooooovoiiieeennne 19 NOCDURNA (MEN).......... 86
RAfCillin..........coovvvvveeenennnn.n. 12 NESINA ..o, 82 NOCDURNA (WOMEN)....86
RAFLIfINE ..ccooiieeeeaeee, 69  MOUAC......oueeeeeeiaaeeeeeirraann 67  NOLIX.uuueeiiiiiiieiieiiiiiieeeae 72
NAFTIN ..o 69 NEULASTA.....ccccoviiieeees 96  nora-be.........ccoovveieiiinnnnnn. 118
NALFON. ..., 40 NEUPOGEN.........cocvveeeenn. 96 NORDITROPIN

RAlOXONE .........eeeeevaieaaaann, 40 NEUPRO........ccceeviiiiireannn 29 FLEXPRO........ccccmniiirnan. 96
naltrexone.............cccceuvvenn.... 40 NEURONTIN...........ccun. 26 noreth-ethinyl estradiol-iron..121
NAMENDA........................ 33  NEVANAC......cceeeeeeeeennn... 124 norethindrone (contraceptive)
NAMENDA TITRATION HEVIFAPINE ... 4 118
PAK oo 33 NEXAVAR......ccooviiiiiiine, 19  norethindrone acetate........... 118
NAMENDA XR................... 33 NEXIUM.....ooooiiieeeee. 93 norethindrone ac-eth estradiol
NAMZARIC.........ceeevens 33 NEXIUM PACKET............. 03 118, 121
NAPRELANCR.................. 40 NEXLETOL.................o. 61  norethindrone-e.estradiol-iron
HAPTOXCN ...ccovvveeaaaeaeeeeairinnnns 40 NEXLIZET.......ccooeeevrrrnnnnn. 61 e, 121
naproxen sodium.................... 40 NEXTSTELLIS................. 121  norgestimate-ethinyl estradiol
naproxen-esomeprazole.......... 40  niaAcin.............ccccoeiiiiiieie 61 121
NATALFIPEAN ... 30 NIACOR........ccoovvviviiiiiiiins 61 NORITATE.....ccccooeennnn. 67
NARCAN ..o, 40 NIASPAN EXTENDED- NORPRAMIN..........couueee. 48
NARDIL.....cooiiiiieeiiiiees 48 RELEASE......cccoooiiiiiiines 61 NORTHERA............ccceee.... 74
NASONEX....ccoooiiiiiiiiinnn. 130 nicardipine..........cccceeeeenn....... 56  nortrel 0.5/135 (28) ....uuuuu... 121
NATACYN ..o, 122 NICOTROL......cccceevveeene. 75  nortrel 1135 (21) ..cccuueennn. 121
NATAZIA .....cccoveeveee, 121 NICOTROL NS.......cccuveeee. 75  nortrel 1135 (28) ccoveueeeeannnn. 121
nateglinide...............cccc........ 82  nmifedipine...........ccccceeeuuvvnnnn.... 56 nortrel 71717 (28) ccuuuunennn.... 121
NATESTO....cccoovvviviieiieeee, 86  nikki (28) ..cccoeeeiiiiiiinaaa. 121 nortriptyline........................... 48
NATPARA ... 86 NILANDRON...........cceunne. 19 NORVASC.....ccooeviiiiiiees 56
NATROBA.......cccoeiiiiee 73 nilutamide.............................. 19 NORVIR.......oooiiiiiiiiiee, 4
NAYZILAM......ccoovvveeeee. 26  nimodipine.............ccccuuuunn...... 56 NOURIANZ......ccoovvvvvvveeennn. 29
NEBUPENT .......cccvviiie 10 NINLARO.......ccccevviiiraas 20  NOVOFINE 32......cccceue. 106
necon 0.5/35 (28) ccceeeeeeeennnn.. 121 nisoldipine.................uuu........ 56 NOVOFINE

NEEDLES, INSULIN nitazoxanide........................... 10 AUTOCOVER................... 107
DISP.,SAFETY ...ccccceevvnne 106 nitisinone............ccccccueeeeeennee. 74 NOVOFINE PLUS............. 107
nefazodone............................. 48  nitro-bid............ccccuvevvviiiaannn. 62
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NOVOLIN 70/30 U-100 NYVEPRIA..........cccooei 96 OPSUMIT.............ccoccee. 130

INSULIN......ooviiiieeeieen 82 OCALIVA. ..o, 90 ORACEA......c.ccooviiiree, 14
NOVOLIN 70-30 0Cella.....ooooeeciiiiiaaiiiaaan, 121 ORALAIR.....cccceeeeeiieen, 99
FLEXPEN U-100.................. 82 OCTAGAM....c..ceevvvveeeenns 99 ORAPRED ODT.................. 77
NOVOLIN N FLEXPEN..... 82  octreotide acetate................... 20 ORAVIG.....ccooviviinn, 1
NOVOLIN N NPH U-100 OCUFLOX....cccocvvveeeiinennnn 122 ORENCIA................... 115,116
INSULIN.....oooviiiieeeieeen 82 ODACTRA.......ccocvvieree, 99 ORENCIA CLICKIJECT.... 115
NOVOLIN R FLEXPEN..... 82 ODEFSEY ....ccccccceeviiiiireennne. 4 ORENITRAM........oevveennn. 56
NOVOLIN R REGULAR ODOMZO.......oovveeiiieaaan, 20 ORFADIN......ccccoviiiireennne, 74
U-100 INSULN.....cooviiieennns 82 OFEV.....iiiiiieii, 130  ORGOVYX...ooovviiiiieeeeen 20
NOVOLOG FLEXPEN U- ofloxacin................... 13,76,122 ORIAHNN.......ccceerree. 119
100 INSULIN......ccvvvrrennne 82 olanzapine...............cccuueennn. 48 ORILISSA ..., 86
NOVOLOG MIX 70-30 U- olanzapine-fluoxetine.............. 48 ORKAMBI...........c.cuuun 130
100 INSULN ..., 82  olmesartan.............ccc..c....... 56 ORLADEYO........cceeenn. 130
NOVOLOG MIX 70- olmesartan-amlodipin- OFSYERIA ..., 121
30FLEXPEN U-100.............. 82  hcthiazid..............cccuvvveannnn... 56 ORTIKOS......cooiiiiiieeinn. 90
NOVOLOG PENFILL U- olmesartan- 0Seltamivir ...........ccccceeeveeenenn... 4
100 INSULIN.....coovvvieeeennns 82  hydrochlorothiazide................ 56 OSENI.......oooiiiiiiiiieeee, 83
NOVOLOG U-100 olopatadine..................... 76,123  OSMOLEXER..................... 29
INSULIN ASPART.............. 82 OLUMIANT........ccevvnn. 115 OSMOPREP.......ccocuvvieen. 90
NOVOTWIST......ccccevve 107 OLUX..ooioiiiiiiiiiieeeiieeen 72 OSPHENA........ccccooiiiee 119
NOXAFIL.....ccoeeeeviriieee, I OLUX-E...oooovviieeiiieee, 72 OTEZLA......cccccoviiiiiia, 116
NUBEQA ..., 20 OMECLAMOX-PAK........... 93 OTEZLA STARTER.......... 116
NUCALA.......ccoeeeee 130  omega-3 acid ethyl esters........ 61 OTOVEL.....coooviin. 76
NUCYNTA.......... 40  omeprazole................ccc........ 93  OTREXUP (PF)......ccccee..... 116
NUCYNTAER................. 40  omeprazole-sodium OVIDE.....coviiiiiiiiiiiiiiiiiins 73
NUEDEXTA.....cccooeeiii. 33 bicarbonate....................... 93,94  oxacillin.............cccccooeeeiinnnn.. 12
NULYTELY LEMON- OMNARIS............. 130 oxacillin in dextrose(iso-osm) 12
LIME.................. 90 OMNIPOD DASH 5 PACK oxandrolone........................... 86
NUPLAZID.......................... 48 POD...coooeeeiiii 107 oxaprozin.............................. 40
NURTEC ODT........cccuueeee.. 30 OMNIPOD INSULIN OXAYDO....cccceeeviiieean, 37
NUTRILIPID..................... 136 MANAGEMENT............... 107 OXBRYTA.....cccooviiiiiieeen, 74
NUTROPIN AQ NUSPIN...96 OMNIPOD INSULIN oxcarbazepine........................ 27
NUVARING.......ccccvvverene 119 REFILL......cccoviiieiies 107 OXERVATE........coovienenn. 123
NUVIGIL.....ccooeeiiiiie 48 OMNITROPE....................... 96 oxiconazole............................ 69
NUZYRA ... 14 ondansetron...............c......... 90  OXISTAT ..o 69
IPAMYC oo 69 ondansetron hcl...................... 90 OXTELLAR XR................... 27
nylia 71717 (28) ....ccceeeennnn.. 121  ONEXTON.......coocvvrvrrreenen. 67 oxybutynin chloride.............. 133
NYMALIZE......cccccceeeveenn. 56 ONFI.....oooooiiieee, 26 oxycodone.............ccceeeeuaunne... 37
FLYIYO iieeaaieeae e 121 ONGENTYS..ccoiiiiiiiiieees 29 OXYCODONE..................... 37
YSEALIN coovooeeeeeeaeeaann 1,69 ONGLYZA....eeeieeeeeeas 82  oxycodone-acetaminophen...... 37
nystatin-triamcinolone............ 69 ONUREG......cccccivviiiiininnnn, 20 OXYCONTIN......ccouunnn. 37, 38
IYSLOP cevveeeaeaaaeeeeeeeeens 69 ONZETRA XSAIL............... 30 oxymorphone.......................... 38
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OXYTROL.....cccovvvvee. 133 PERCOCET........cceveeinnnne 38 PONVORY ....ccoooevviiieeiin, 33
OZEMPIC.......ccoovveeiien, 83 PERFOROMIST................ 130  PONVORY 14-DAY

PACETONE .......oevvvvevvvrrrrrarnnnannnns 53 perindopril erbumine............... 56 STARTER PACK................. 33
paliperidone............................ 48  periogard...........cccceeeeeaannn..... 76 portia28......cccceeeeeeeeeeeaaannnn... 121
PALYNZIQ...cccooeeieieeeen. 86  permethrin.............cccocvvvevnnnne. 73 posaconazole............................ 1
PAMELOR ........ccovvviiiiiiinnns 48  perphenazine.............ccccuue..... 49  potassium chlorid-d5-
PANCREAZE..........c.cc....... 90 PERSERIS........cccoevii. 49 0.45%macl...............ccceuue..... 135
PANDEL......ccoooviiiiieieeeen. 72 PERTZYE....ooiiieieeeeee. 91 potassium chloride................ 135
pantoprazole.......................... 94 PEXEVA..........cccccccl 49  potassium chloride in
PANZYGA.....ccccovvvvvvieiis 99  phenelzine...........cccccuuuuunnn.... 49  0.9%nacl..............c.uueeeee.... 135
paricalcitol............................. 86  phenobarbital......................... 27  potassium chloride in 5 % dex135
PARLODEL........................ 29 phenoxybenzamine................. 56  potassium chloride in Ir-d5 .... 135
PARNATE...........ooe 48 PHENYTEK.....cccccccceeinnnnn. 27  potassium chloride in water...135
PATOMOMYCIM ... 10 phenytoin..........ooeeeeeeeeennn. 27  potassium chloride-0.45 %
paroxetine hcl......................... 48  phenytoin sodium extended.....27  NACL................ccevveeveennnnnnn 135
paroxetine PHOSLYRA.........eeee. 135 potassium chloride-d5-
mesylate(menop.sym) ............ 49  PIFELTRO....ccccccoviiiienannns 4 0.2%mnacl.............ouueeeeeeeenn. 135
PASER ....ccovviiiiiiiiii 10 pilocarpine hcl................. 74,123 potassium chloride-d5-
PATANASE....ccccciiiiiies 76  pimecrolimus.......................... 65  0.9%nacl............cccccouvuune... 135
PAXIL.....ccooiiiiieeeeeeeee 49  pimozide..........ccccuuuvviiiiiaaannn. 49  potassium citrate.................. 134
PAXIL CR...cceoveeiiiiiiene, 49 pimtrea (28) ...ccccceevveinnian. 121 PRADAXA .....coooiiiiiees 59
PEDIARIX (PF)....cccccovun 99 pindolol................ccovvvuiiiin. 56 PRALUENTPEN............... 6l
PEDVAX HIB (PF).............. 99  pioglitazone............................ 83  pramipexole........................... 29
peg 3350-electrolytes.............. 90 pioglitazone-glimepiride.......... 83 prasugrel................................ 59
peg3350-sod sul-nacl-kcl-asb- pioglitazone-metformin........... 83 pravastatin..............ccccceen.... 61
ottt 90 piperacillin-tazobactam........... 12 praziquantel........................... 10
PEGASYS............... 96 PIQRAY ..oovviiiiiiiiiiiiiiiinn, 20 prazosin.................................. 56
peg-electrolyte........................ 90 pirmella...................ccouuvvun. 121  PRED FORTE.................... 125
PEMAZYRE......ccccoeevnnn. 20 pIroxicam............cccceuueeeeannn. 40 PRED MILD.......cccceee.n. 125
penicillamine........................ 116 PLAQUENIL.........cccvnennnn. 10 PRED-G.................... 125
PENICILLIN G POT IN PLASMA-LYTE 148........... 136  PRED-G S.O.P.................... 125
DEXTROSE..............cooo. 12 PLASMA-LYTEA............ 136  prednicarbate......................... 72
penicillin g potassium.............. 12 PLAVIX..ooiiiiiiiii 59  prednisolone.......................... 77
penicillin g procaine................ 12 PLEGRIDY ....cccoouvveeen.n. 96,97 prednisolone acetate............. 125
penicillin g sodium................. 12 PLENAMINE.................... 136  prednisolone sodium

penicillin v potassium.............. 12 PLENVU...cooooooiiiiiiiin, 91  phosphate........................ 77,125
PENNSAID.....coovviiieiiiis 40 PLIAGLIS.....ccooovviiiiiees 65 prednisone...................cc....... 77
PENTAM.........ooovviiie, 10 podofilox............cccceeeeeennnnne... 65 prednisone intensol................. 77
pentamidine............................ 10 polymyxin b sulfate................ 10 PREFEST......cccooovvvviiinnn. 118
PENTASA ... 91  polymyxin b sulf- pregabalin.............................. 27
PENTIPS.......ccoiiiieeee. 107 trimethoprim........................ 122 PREMARIN.................. 118
pentoxifylline......................... 59 POLYTRIM........ccvvvveeeeenn. 122 premasol 10 %o...................... 136
PEPCID......ccooviiiiiiiiii. 94 POMALYST....ccoovvviiine. 20 PREMPHASE..................... 118
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PREMPRO............cccennn. 118 PROLASTIN-C.................... 74 QUDEXY XR...coooovvvveeenns 27
prenatal vitamin oral tablet...136  prolate.............ccccuvvvvvvenn..... 38 QUESTRAN.......cccoviiiree. 61
PRETOMANID.................... 10 PROLENSA........cccoovveennne. 124  QUESTRAN LIGHT........... 61
PREVACID......ccoovveeennnen. 94 PROLIA.......cocoiveeeen 114 quetiapine...............ccuvvveenn.... 49
PREVACID SOLUTAB....... 94 PROMACTA......ccooeee. 59 QUILLICHEW ER............... 49
prevalite................................ 61 promethazine........................ 126 QUILLIVANT XR............... 49
previfem...............ccccooo 121  PROMETRIUM................. 118  quinapril......................ooooo. 57
PREVYMIS......ccooeeeeeeee 4  propafenone............ccccceeennn... 53 quinapril-hydrochlorothiazide . 57
PREZCOBIX.......ccccvvvvvvinnns 4  propranolol...................ccuuu.... 57  quinidine gluconate................. 53
PREZISTA ..., 4  propylthiouracil...................... 77  quinidine sulfate..................... 53
PRIFTIN.................c 10 PROQUAD (PF)....ccceuun........ 99  quinine sulfate........................ 10
PRILOSEC........c.ceoviiieee. 94 PROSCAR......ccoovveeen. 134  QVAR REDIHALER......... 131
PRIMAQUINE..................... 10 PROSOL 20 %..ccceevviraeennnnn 136 RABAVERT (PF)................. 99
PRIMAXIN IV....ccoovvvvreeen. 10 PROTONIX.........ceeveinrne 94 rabeprazole............................ 94
primidone...............c...o........ 27 PROTOPIC...........covvvrvrrrnne. 65 RAGWITEK.......ccooennnn. 99
PRINIVIL......covvviiiiiieees 57 protriptyline...........c.ueuune...... 49 raloxifene...........cccccceeunnn.... 114
PRISTIQ......coovviieiiiiiiiiiins 49 PROVERA.......................... 118  ramelteon.............ccccceee......... 49
PRIVIGEN......cccooiiiiiiee. 99 PROVIGIL..........ooeiiieen. 49 ramipril........c...oooevviiiiiiiann, 57
PRO COMFORT INSULIN PROZAC.....ccccovieiiiiie 49 RANEXA......ccooiiiiieen, 62
SYRINGE.......ccooovvvveeeen. 107 prudoxin................ccceeeuunnn... 65 ranolazine.............................. 62
PRO COMFORT PEN PSORCON.....ccooviiiiiiieie 72 RAPAFLO....ccccciviiiiiinn. 134
NEEDLE.........ccoooviiiieeenn. 107 PULMICORT..................... 131  RAPAMUNE...................... 20
PROAIR DIGIHALER...... 130 PULMICORT FaASAZILINE ... 29
PROAIR HFA.................... 130 FLEXHALER..................... 131  RASUVO (PF)....ccccueeenne. 116
PROAIR RESPICLICK..... 130 PULMOZYME................... 131 RAVICTI....c.ooveeiiieee 74
probenecid............................ 113 PURE COMFORT PEN RAYALDEE.........c.coeuun... 86
probenecid-colchicine............ 113 NEEDLE......ccccceeeeeeeenn. 107 RAYOS....ooiiiiiiiiii, 77
PROCALAMINE 3%......... 136 PURIXAN......coovviiieeee, 20 RAZADYNEER................. 33
PROCARDIA XL................. 57 PYLERA......coooiiiiiiine, 94 REBIF (WITH ALBUMIN).97
PFOCENLF . 49  pyrazinamide.......................... 10 REBIF REBIDOSE.............. 97
prochlorperazine..................... 91 pyridostigmine bromide.......... 34 REBIF TITRATION PACK 97
prochlorperazine maleate oral.91 PYRIDOSTIGMINE reclipsen (28) .......oeeeevevvvnnnnn. 121
PROCRIT ......ccovvvieiiiiiieens 97 BROMIDE.......ccceevveee.. 34 RECOMBIVAX HB (PF)..... 99
procto-med hc......................... 91  pyrimethamine........................ 10 RECTIV..iiiiiiiiiiii 91
PrOCtO-PaK ........ovvvvveeeaaeaaannn, 91 QBRELIS...............cc 57 REDITREX (PF)................ 116
Proctosol hc..............ccceeeeuenn. 91 QBREXZA........ccoovvvvvveeee. 65 REGLAN......ccoooiiiiiiiieee, 91
proctozone-hc......................... 91 QELBREE.......ccccovvviiiiiinnns 49 REGRANEX.....cccooiiiiiiinnnn. 65
PROCYSBI......cccceeveee. 134 QINLOCK........covvvrereannne 20 RELAFENDS.......cccccoeeen. 40
PRODIGY INSULIN QNASL....coiieee 131 RELENZA DISKHALER......4
SYRINGE........cccooiiiiienns 107 QTERN.....cccoiiiiiiiiiee 83 RELEXXII.....ccooovvviiiiiiieenns 49
progesterone micronized....... 118 QUADRACEL (PF)............. 99 RELION PEN NEEDLES..107
PROGLYCEM........cccuueeee. 83 QUALAQUIN......coviiiieenns 10 RELISTOR........ccceevviinnne. 91
PROGRAF ..o 20 QUARTETTE.....ccccveeennnn 121 RELPAX.....ccccciiiiiiiiii 30
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RELTONE.................. 91 rivastigmine tartrate............... 33 scopolamine base.................... 91
REMERON........cccceeevn. 50 Fivelsa.....iiceecuiiiieeiiiiiaee, 121  SEASONIQUE................... 121
REMERON SOLTAB.......... 50 rizatriptanm................ccoee.nn. 31 SECUADO.......cccecvvvreeennnne. 50
REMICADE.........cccvveeen. 91 ROCALTROL......cccovvveennn. 86 SECURESAFE PEN
RENAGEL.......cccocvvveenn. 74 ROCKLATAN........oeuu.. 124 NEEDLE.........coovvvverenn. 107
RENFLEXIS........coovviieeee 91  ropinirole..............ccceeuvvveenn.. 29 SEGLUROMET................... 83
RENVELA ..., T4 rosuvastatin............................ 61 selegiline hel..................uuu...... 29
repaglinide............................. 83 ROSZET....coooiiinnnnn, 61 selenium sulfide................ 63
REPATHA......ccccoeviii, 61 ROTARIX.....c.coooiiiieeenn. 99 SELZENTRY .....ccooovvvvvnnnnnn. 4
REPATHA ROTATEQ VACCINE......... 99 SEMGLEE PEN U-100
PUSHTRONEX.................. 61 ROWASA.........ccooiee 91 INSULIN.....ccocemiiiiirreeeee, 83
REPATHA SURECLICK....61  roweepra........cccccceeeeeeeeeeannn... 27 SEMGLEE U-100

RESTASIS ... 123 ROXICODONE.................... 38 INSULIN....ccoovviiiiieeiiieen. 83
RESTASIS MULTIDOSE.. 123 ROZEREM...........cceeevveeeeenn. 50 SENSIPAR.........cccovvvininenn. 86
RETACRIT........ccvvvvvieee. 97 ROZLYTREK...................... 20 SEREVENT DISKUS......... 131
RETEVMO.........cccccvvvvnee. 20  RUBRACA.....ccccocviieeee, 20 SEROQUEL.........cccovunnnn... 50
RETIN-A......cooviiiiiiiieees 67 RUCONEST......cccovvvveeeenn. 131 SEROQUEL XR................... 51
RETIN-A MICRO................ 67  rufinamide.............................. 27 SEROSTIM.....ccccovoivvieiannnn 97
RETROVIR........cccovviiieneen. 4 RUKOBIA.........cccovvvieeeee. 4 sertraline..........cccceevveuneiannn. 51
REVATIO.....ccccevvieiens 131 RUXIENCE.......ccccceevveeenns 21 setlakin.........ccccoevvviieeeennnnnn, 121
REVLIMID.......ccccovvvvereennnn. 20 RUZURGI.....cccovvvvvieieeean, 33 sevelamer carbonate............... 75
REXULTT.....ovvviviiiieeiees 50 RYBELSUS.........ccooie 83  sevelamer hcl.......................... 75
REYATAZ. ... 4 RYDAPT....oooviiiiiiiieee, 21 SEYSARA......ccooiiei. 14
REYVOW.....cooovviiiiiieees 31 RYTARY ..o 29 sharobel................ccceuuuennn. 118
RHOFADE........cccovveeenn. 67 RYTHMOLSR.................... 53  SHINGRIX (PF)....ccccovveeennn. 99
RHOPRESSA...........c.. 124 SABRIL......coocvvviiieeiiieee, 27 SIGNIFOR........ccccvvvviennne 21
FIDAVIFIN oo, 4 SAFESNAP INSULIN SIKLOS...oooiiiiiiiieeeeieeees 21
RIDAURA......ccoeieeeeeeen. 116 SYRINGE........................... 107  sildenafil (pulmonary arterial
rifabutin................................. 10  SAFETY PEN NEEDLE....107  hypertension) ....................... 132
FIfQMPIn...........ooovvvevveenniinnnnnns 10 SAFYRAL......ccoooennn. 121  SILENOR.......coovvviiiiiiiiiiinins 51
RILUTEK ......ccoviiiiiiiiees 74  SAIZEN.....coooiiiiiiiiiiieeans 97  SILIQu.eiiiiiiiiiieeeeiiieeee, 63
riluzole.............oooovvvvvvvvvvvnnnnn, 74  SAIZEN SAIZENPREP....... 97 silodosin.............................. 134
rimantadine.............................. 4 SALAGEN SILVADENE........cccovvveeen. 65
RINVOQ...............ccc 116 (PILOCARPINE)................. 75  silver sulfadiazine................... 65
RIOMET ..., 83 SAMSCA.....ccoovieieieeeee, 86 SIMBRINZA.......cccoovee.... 124
risedronate...................... 75,114 SANCUSO.....coovveveiiieneann. 91 SIMPONI........oovveeeiii, 116
RISPERDAL............coennn. 50 SANDIMMUNE.................. 21 simvastatin.............ccoceeeeee.... 61
RISPERDAL CONSTA....... 50 SANDOSTATIN.................. 21  SINEMET....ccoooovviiiiieann, 29
FISPeridone.................cceeeeenn. 50 SANTYL...oooooiiiiiiiiiiieeeeee, 65 SINGULAIR.........cccuveee.. 132
RITALIN ...ccooviiiiieeee 50 SAPHRIS.........ccooieee. 50 sirolimus..........cocooeviiiiiinnnennn. 21
RITALINLA ... 50 sapropterin................ccceeeuen. 86 SIRTURO.......ccccuvvrrrrrrenn. 10
FILONAVIF .., 4 SAVAYSA......ccooviiiiiiiee, 59 SITAVIG....ccccoooiiiiiiii. 4
FIVASTIGMINE ..........ovevvvvvvvanannn, 33 SAVELLA........cccvvvviiiiin, 116 SIVEXTRO....cccooeeeeeeeeeennn.n. 10
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SKYRIZI........ooooviiinn 63 STALEVO 200..........ccceuueeenne 29 SURE-JECT INSULIN

SLYND ..ot 121 STALEVO 75...ccccviiiineannne 29 SYRINGE.......cccccovvviiennn. 108
sodium chloride...................... 75 STEGLATRO.........cceeveee... 83 SUSTIVA.......ccoieeeee, 5
sodium chloride 0.45 %......... 135 STEGLUJAN......cccvvveene. 83 SUTAB....ccoooiieeieeee. 91
sodium chloride 0.9 % ............. 75 STELARA...........ccc........ 63,64 SUTENT ... 21
sodium chloride 3 %.............. 135 STIOLTO RESPIMAT....... 132 syeda........ccoeeeeveecinnann. 121
sodium chloride 5 %.............. 135 STIVARGA......cccoovviiie, 21  SYMBICORT..................... 132
sodium phenylbutyrate............ 75 STRATTERA.........ccoooeee. 51 SYMBYAX ..o, 51
sodium polystyrene sulfonate..75 STRENSIQ........................... 86 SYMDEKO......................... 132
SOFOSBUVIR- STREPTOMYCIN............... 10 SYMFI....oooooiiiii, 5
VELPATASVIR...................... 4  STRIBILD......cooovviireeae. 5 SYMFILO..oooooniiiiiiainn. 5
solifenacin.............c.cccco...... 133 STRIVERDI RESPIMAT.. 132 SYMIJEPIL.......c.cccovviin, 126
SOLIQUA 100/33.................. 83 STROMECTOL.................... 10 SYMLINPEN 120................. 83
SOLODYN.....ccccevviiieieene 14 SUBOXONE......ccccoviiireen. 40 SYMLINPEN 60................... 83
SOLOSEC......cccoviiiiiieene 10 SUBSYS. ... 38 SYMPAZAN.....ccooiiriea 27
SOLTAMOX.....ccovvvvereeannne 21 SUCRAID....cccooviieeiiiieens 91 SYMPROIC........cccvvvrene 91
SOMAVERT.......cccoovvvvveeen. 86  sucralfate..........cceeeeeeaeannn. 94 SYMTUZA. ..o, 5
SOOLANTRA.......ccceevee. 67 SULAR ..., 57 SYNALAR.....cccooiiiiiiie, 72
SORIATANE.......cccoovvveeeee. 63  sulfacetamide sodium............ 123 SYNAREL.......ccoovvvree. 86
SORILUX ......covvvvvvviiiiriiinnnnns 63 sulfacetamide sodium (acne)..68 SYNDROS..........ccovvvvveeeennn. 91
SOFINE ...coeeeeeiiiiieeeeaaaeeeeanns 53 sulfacetamide-prednisolone... 123 SYNJARDY ......cccoovvvveennnn. 84
SOtalol..........ccccovvvvviiiiiaaaann, 53 sulfadiazine............................ 13 SYNJARDY XR.....cccee...... 84
sotalol af ..........ccccoeevuiiiinnnnne. 53 sulfamethoxazole- SYNRIBO......cccceevviine 21
SOTYLIZE........ccccvvvveeannn. 53 trimethoprim.......................... 13 SYNTHROID..........cc.......... 87
SOVALDI.......coovvviiieeeiinnnen. 5 SULFAMYLON.................. 68 SYPRINE..........cooviiren 75
SPINOSAd........eieieiaaaaaannnn... 73 sulfasalazine........................... 91 TABLOID............ccc.co 21
SPIRIVA RESPIMAT........ 132 sulindac............cc.cceveueenennnn. 40 TABRECTA......cccooevveennnen. 21
SPIRIVA WITH SUMALFIDLAN ......oaaaaaannnnn. 31 TACLONEX......................... 64
HANDIHALER................. 132 sumatriptan succinate............. 31  tacrolimus...................uu... 21, 65
spironolactone........................ 57  sumatriptan-naproxen............ 31 tadalafil.............cccccenennnnn..... 134
spironolacton- SUNOSI ..., 51 tadalafil (pulmonary arterial
hydrochlorothiaz..................... 57 SUPRAX. ..., 7 hypertension) oral tablet 20
SPORANOX.....cccceeviiiiieens 2 SUPREP BOWEL PREP PG ceeveeeeeieee e 132
Sprintec (28) .....oeueevvvvrvunnnnns 121 KIT.oooiee 91 TAFINLAR.............cooornnnn. 21
SPRITAM......coovvviiiiiieens 27 SURE COMFORT INS. TAGRISSO.....ccovviiiiieane 21
SPRIX ...oooiiiiiiiiiiiiiiiieee, 40 SYR.U-100.....ccccceviiireranns 107 TAKHZYRO.......ccceeennn. 132
SPRYCEL......cccovvvveeiinn. 21  SURE COMFORT TALICIA ...cooiiiiieeee 95
sps (with sorbitol) .................. 75 INSULIN SYRINGE......... 108 TALTZ AUTOINJECTOR .. 64
STONYX coveeiiiiieeaeeeiiieee e 121  SURE COMFORT PEN TALTZ SYRINGE............... 64
SSA.eveiiiiiiiiiiiiiiiie e 65 NEEDLE........ccccccoviiien. 108 TALZENNA.......ccccvvriieenn. 21
STALEVO 100........cccccuueee.. 29 SURE-FINE PEN TAMIFLU........cceoviiiiiiannn 5
STALEVO 125........ccuue 29 NEEDLES......cccccceviiiis 108  tamoxifen.........cccooueveieeeeaannn. 21
STALEVO 150.......ccccovunnnen. 29 tamsuloSin............ccccc.ooueuu.. 134
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TAPAZOLE.........cooovvveen. 77  terbinafine hcl.......................... 2 TIROSINT-SOL................... 88
TAPERDEX........cccccoeeennnn. 77  terbutaline............................ 132 TIVICAY v 5
TARCEVA......ccooveiiiin. 21  terconazole.......................... 119 TIVICAY PD.....ooovvvvriiiiiins 5
TARGADOX.....cccceeevren. 14 TERIPARATIDE............... 114 tizanidine.................cceeeuveennnn. 34
TARGRETIN..........cconen. 21  TERUMO INSULIN TOBI...ooooiiiieeeeeeee, 10
tarina 24 fe........ccoueeeeeennnn... 121 SYRINGE...........eovieee. 109 TOBI PODHALER.............. 10
tarina fe 1-20 eq (28) ........... 121 TESTIM...cooooeiiiiiiieeee. 86 TOBRADEX.......c.cc.cennne. 125
TASIGNA .......ccoeiien, 21  testosterome...................... 86,87 TOBRADEXST................. 125
TASMAR ..., 29 TESTOSTERONE................ 86  tobramycin...................... 11,122
tavaborole.............................. 69 testosterone cypionate............ 86  tobramycin in 0.225 % nacl.....11
TAVALISSE................ 59  testosterone enanthate............ 86  tobramycin sulfate............... 11
tazarotene.............cc.eeeunn..... 67 TETANUS,DIPHTHERIA tobramycin-dexamethasone.. 125
TAZAROTENE.................... 67 TOXPED(PF)...cccevvuvnnennn. 99 TOBREX.....cccoooviiiiiiieanns 122
FAZICES v, 7 tetrabenazine.......................... 34 tolcapone...............ccoeeeeeannn. 29
TAZORAC........cccvvvveeeee 67 tetracycline............................ 14 TOLSURA.....cccccoiiiiiinne 2
FAZEIA XE oo 57 TEXACORT.....cccccceevvinnnn. 72 tolterodine............................ 133
TAZVERIK......cc.covvviennn. 21 THALOMID.......ccccouvveeennene. 21 TOLVAPTAN.....ccccveieee 87
TDVAX ..o, 99 THEO-24.........ccvvvvvveeeeen. 132 tolvaptan.................cc..uuu....... 87
TECFIDERA.................. 33,34  theophylline.......................... 132 TOPAMAX...cvvvviieeeeieinnns 27
TECHLITE INSULIN thinpro insulin syringe........... 109 TOPCARE CLICKFINE....110
SYRINGE........cccoooiiiiins 108 THINPRO INSULIN TOPCARE ULTRA
TECHLITE INSULN SYRINGE.........ccccvvvriennne 109 COMFORT.......cccooviiveeennn 110
SYR(HALF UNIT)............. 109 THIOLA.......ccovveiiieiieee, 75 TOPICORT......ccovvvveeee. 72
TECHLITE PEN NEEDLE 109 THIOLA EC.........c..ccccn...... 75 topiramate..................cccuue...... 27
TEFLARO.....cccoovvvieiiiiees 7 thioridazine............................ 51 TOPROL XL.....ccoovvvveennnee. 57
TEGRETOL.........ccccennnnnn. 27  thiothixene............................. 51  toremifene............................. 21
TEGRETOL XR.................... 27 THYQUIDITY ...ccoovvveeennnee. 87  torsemide.............cccuvveeeunn... 57
TEGSEDI.........ccovviire 34 tiadylt er........cueeeeeeuennnann, 57 TOSYMRA........cocvvveee 31
TEKTURNA.......ccvvevee 57  tiagabine...............coceeeeuu.... 27 TOUJEO MAX U-300
TEKTURNA HCT............... 57 TIAZAC......iiiiiiiieaen, 57 SOLOSTAR.....ccccceviiiiieann. 84
telmisartan............cccceeeenn...... 57 TIBSOVO......vvvvvvvieviiiiiinnns 21  TOUJEO SOLOSTAR U-
telmisartan-amlodipine........... 57 tigecycline..............ccccuuun.... 10 300 INSULIN.......cceevvvvrvenns 84
telmisartan- TIGLUTIK........ceeviiiieeene 75  tovet emollient........................ 72
hydrochlorothiazid.................. 57 TIKOSYN...coooviiiiiiiiieeeeee, 53 TOVIAZ....ccovvveeeeiieeeeea, 133
TEMIXYS. ..o S tiliafe...oiiiiiiiiiiiiai. 121  TPN ELECTROLYTES..... 135
TEMOVATE......cccooevvvie. 72 timolol maleate............... 57,123 TRACLEER....................... 132
TENIVAC (PF)....uvvvveeee. 99  timolol maleate (pf)............. 123  TRADIJENTA......ccovvvveee. 84
tenofovir disoproxil fumarate....5 TIMOPTIC OCUDOSE TRAMADOL.................. 40, 41
TENORETIC 100................. 57 (PF) e, 123 tramadol..............ccccceeeeennn..... 41
TENORETIC 50................... 57 TIMOPTIC-XE................... 123 tramadol-acetaminophen........ 41
TENORMIN...........coevens 57  tinidazole...................c..ouuu....... 10  trandolapril............................ 57
TEPMETKO.......cccovvvvreeennn. 21 tiOpronin........cevveeeeeeeeann, 75  trandolapril-verapamil............ 57
[€YAZOSIN ..o 57 TIROSINT.....cooeiiiiieeeeeen, 87  tramexamic acid.................... 119
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TRANSDERM-SCOP.......... 92 trilyte with flavor packets....... 92 ULTICARE................. 110, 111

TRANXENE T-TAB............ 51 trimethoprim.......................... 15 ULTICARE INSULIN
tranylcypromine..................... ST tri-miili....ccooa 121  SYRINGE.......................... 110
travasol 10 %o .........uueeeeenn.... 136  trimipramine......................... 51 ULTICARE INSULN
TRAVATANZ................... 124 TRINTELLIX..........conn..... 51 SYR(HALF UNIT)............. 110
[TAVOPFOSE ... 124 tri-nymyo.........ccovvvvvvvvnnnnnnn. 121 ULTICARE PEN NEEDLE
TRAZIMERA....................... 22 tri-previfem (28) .cccceeeeeennn.. 121 110
trazodone...........cccc.....oouuu... 51 tri-sprintec (28) cceeeeeeeeennnn.... 122 ULTICARE SAFETY PEN
TRECATOR.........ceeeve. 11 TRIUMEQ.......coiiriieeaannnnnn. 5 NEEDLE.......ccccooiiiiinn.. 110
TRELEGY ELLIPTA......... 132 trivora (28) ..eeeeeeeeeeeeennn. 122 ULTIGUARD

TRELSTAR ... 22 tri-vylibra..............c..uuu...... 122 SAFEPACK-INSULIN
TREMFYA......ccoooe 64 tri-vylibralo......................... 122 SYR ..o 111
treprostinil sodium.................. 57 TRIZIVIR ... 5 ULTIGUARD

TRESIBA FLEXTOUCH TROKENDI XR................... 27 SAFEPACK-PEN
U-100..ciieeeeiiiieeeeiieees 84 TROPHAMINE 10 %......... 136 NEEDLE........ccccvvvvvveee. 111
TRESIBA FLEXTOUCH LFOSPIUML ..o 133  ULTILET INSULIN
U-200.....cciieeiiiiiieeeiieeeees 84 TRUE COMFORT SYRINGE........ccoovvvireee. 111
TRESIBA U-100 INSULIN..84 INSULIN SYRINGE......... 110 ULTILET PEN NEEDLE.. 111
tretinoin (antineoplastic) ........ 22 TRUE COMFORT PEN ULTRA CMFT INS SYR
tretinoin microspheres............ 67 NEEDLE............................. 110 (HALF UNIT)...cocvvvinnnnnn. 111
tretinoin topical...................... 67 TRUEPLUS INSULIN....... 110 ULTRA COMFORT
TREXALL......ccoovvveeeee. 22 TRUEPLUS PEN NEEDLE INSULIN SYRINGE......... 111
TREXIMET........cooviviieens 3l 110 ULTRA FLO INSUL
TREZIX....ccooiiiieiiiieeeee, 38 TRULANCE............couune... 92  SYR(HALF UNIT)............. 111
triamcinolone acetonide .... 72,76  TRULICITY ....cccoeeeiivivvnnnnnn. 84 ULTRA FLO INSULIN
[TIAMECTENE ... 57 TRUMENBA......ccccooveeennn. 99 SYRINGE.......cccoovvvrrrinnnnns 111
triamterene- TRUSOPT............cccc 124 ULTRA FLO PEN
hydrochlorothiazid.................. 57 TRUVADA.....ccoooiiiiiiinns 5 NEEDLE........ooooviiiiiiiinnns 112
TPIANEX oo 72  TUDORZA PRESSAIR..... 132 ULTRA THIN PEN
TRIBENZOR........c..cceenne 57 TUKYSA ..., 22 NEEDLE......cccoocvveeen. 112
TRICOR ......cooeviiiiiee. 61 TURALIO.....cccoceeveiiins 22 ULTRACARE INSULIN
LA ..o 72 TWINRIX (PF)..ccccceevennen. 99 SYRINGE......ccocvvvei. 112
IFIENTING ..o, 75 TYBOST.....ooooiiieeeee, 5 ULTRACARE PEN
tri-estarylla.......................... 121 tydemy.........cccoeeevvvveennnn.... 122 NEEDLE.......ccccvvvvvveee. 112
trifluoperazine........................ S5 TYGACIL....cooovvvveeeeieeee, 11 ULTRACET...........eeennnn. 41
trifluridine.............ccouueve..... 123 TYKERB.......cvvvviiiiiee, 22 ULTRAM......ccoovvvvvveeeeeenn, 41
TRIJARDY XR.....cccococ..... 84 TYMLOS.....coovvveivieieee, 114 ULTRA-THIN II (SHORT)
TRIKAFTA.........ooo 132 TYPHIM VI..........ccccvnn 99 INSSYR....ooooiiiiiiiiiiees 112
tri-legest fe.........coovuveeeeaannnn. 121 UBRELVY...ccoooviiiiiiieien, 31 ULTRA-THIN II (SHORT)
TRILEPTAL.......ccovvveeeee. 27 UCERIS.....ccccoiiiiiii 92 PENNDL.......cccoriiiiis 112
TRILIPIX....ccoovvvviiieeieies 61 UDENYCA.....cccoooiiieeiinns 97 ULTRA-THIN II INS PEN
tri-lo-estarylla...................... 121 UKONIQ......ccoooiirriireeenen. 22 NEEDLES......ccoooirieeee. 112
tri-lo-sprintec........................ 121 ULORIC.........coeeie 113
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ULTRA-THIN II INSULIN VANISHPOINT SYRINGE VICRVA ... 122

SYRINGE.......................... 112 113 vigabatrin..............cccceeuvvennne. 28
ULTRAVATE......cccovvveee. 72 VANOS......cooieeeeeee, 72 vigadrone..............ccccceeuunn... 28
UNASYN ..o, 12,13 VAQTA (PF)..ccoeeiiiieee 99  VIGAMOX.....ccooovveeerrnnn. 123
UNIFINE PEN NEEDLE.. 112 VARIVAX (PF).....cccc.......... 99  VIIBRYD.....ooovvvvveeeiiieeee 51
UNIFINE PENTIPS........... 112 VARIZIG........oeeeeirrean, 99  VIMOVO.......covvvveeeeinnn. 41
UNIFINE PENTIPS VARUBI ..., 92 VIMPAT ..., 28
MAXFLOW.....ccccevvve. 112 VASCEPA......ccccoeviiieee, 61 VIOKACE.........coovvvreen. 92
UNIFINE PENTIPS PLUS VASERETIC........cccuvvvrnnn. 57 VIRACEPT.......ccooviiiieeenn. 5
..................................... 112,113  VASOTEC...............ceeeeeeee.... 5T VIRAMUNE.......ccvveeeeel S
UNIFINE PENTIPS PLUS VECAMYL....cooovvvviveinen. 62 VIRAMUNE XR..........ccune. 5
MAXFLOW ... 112 VECTICAL.....ccoovvveeeeee. 64 VIREAD......ccocovviiiiiiiae, 5
UNIFINE velivet triphasic regimen (28)122  VITRAKVI.........ccccovvveeeee. 22
SAFECONTROL................ 113 VELPHORO......................... 75 VIVELLE-DOT.................. 118
URILATOId ... 88 VELTASSA ..o, 75 VIVITROL.......ccovevee. 41
UPTRAVI ... 57 VELTIN......cccccoviiiiieie 67 VIVLODEX.......ccccccevvinnnnnn. 41
UROCIT-K 10.................... 134 VEMLIDY ..coooviiiiiiiiiiiiieee, 5 VIZIMPRO...........ooviiiie. 22
UROCIT-K 15.........c.ouu 134 VENCLEXTA.......ccceevnnnen. 22 VOGELXO.......ccccovvrireeaann. 87
UROCIT-K 5....vvvvvivinennnn. 134 VENCLEXTA STARTING voriconazole............................. 2
UROXATRAL........coue.... 134 PACK....cccooiiiiiieeiiieeee, 22 VOSEVI.....cooooiiiiiiiiiie, 6
URSO 250....ccciiiiiiiieeeeees 92 venlafaxine............ccccccuuun...... 51 VOTRIENT.......cccoovvvrrrennnnn. 22
URSO FORTE.......cccueeen. 92 VENTAVIS......ccoeiiees 132 VRAYLAR ......cceviiiiene, 52
Ursodiol ...............ccovuvveeeennnn.. 92 VENTOLIN HFA............... 133 VUMERITY ...cooevviiirie, 34
VABOMERE...............oo.. 11 verapamil..............cc.ccoooo....... 57 vyfemla (28) ...euueeeeeeeeaannn. 122
VAGIFEM.........ooovvveees 118 VERDESO.........ccccvvvvrienn. T2 vYlibra........cccceeiiieeeia 122
valacyclovir..........cccceeeeeeeeannn.... 5 VEREGEN........ccoooviiiiiinns 65 VYNDAMAX....ccoooveieieennnn. 62
VALCHLOR...........ceennnn. 65 VERELAN.......ccocoviiieee. 57 VYNDAQEL........ccccnnn.. 62
VALCYTE.....cccooiiiiiiieees 5 VERELANPM........ccc....... 57 VYTORIN 10-10................... 61
valganciclovir ...............ccccouune. 5 VERQUVO.....ccooovvnnn. 62 VYTORIN 10-20...........c....... 61
VALIUM.......oovieiee. 51 VERSACLOZ........ccoeeeeenn. 51 VYTORIN 10-40................... 61
valproic acid........................... 27 VERZENIO.........ceouvvvreann. 22 VYTORIN 10-80................... 61
valproic acid (as sodium salt) .28 VESICARE........................ 133 VYVANSE....ccoooiiiiiiiieeeeennn. 52
valsartan..............ccccceeeeenn.. 57 VESICARELS.................... 133 VYZULTA.....cccoeieiee. 124
valsartan-hydrochlorothiazide .57 — vestura (28) .......ccccccccceeu. 122 WAKIX ..o, 52
VALTOCO.....cccccceeeieeeeinns 28 VFEND......ccoooiiiiiiieiieee, 2 Warfarin..........occceeeiiiieeeeenn, 59
VALTREX.....cccccooviiiiieann, S VFENDIV...oiiii. 2 WELCHOL.........ocvvrrrrnnne. 61
VANCOCIN......cccvveeeeeen. 1T V-GO20....cooieeeeiiiiieeee, 113 WELLBUTRIN SR.............. 52
VANCOMYCIN . 1T V-GO 30, 113 WELLBUTRIN XL.............. 52
VANCOMYCIN.......ccceeeee.... 1T V-GO40....covvveeiiiiieea, 113 wixela inhub......................... 133
vandazole............................. 119 VIBERZI......coovvvviiiieaann, 92 wymzya fe...eeeeaeeennn. 122
VANISHPOINT INSULIN VIBRAMYCIN..........ccuu... 14 XALATAN......ccoovviveeeeenn. 124
SYRINGE.......ccooovvveeere. 113 VICTOZA 3-PAK.......cc....... 84 XALKORI.......cccconiiiiians 22

VIEKIRA PAK........ccouvveennn 5 XARELTO....ccccccmviiiiannnnn 59
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XARELTO DVT-PE VUVATEIN .o 118 ZIRABEV.....ccociiiiiiiin. 23

TREAT 30D START............ 59 zafemy.......cccoceciiiiiiiiieiiinn, 119 ZIRGAN......cccciiiiiinn, 123
XATMEP......ccoovvveiiiiieaa, 22 zafirlukast............cccccuue...... 133 ZITHROMAX..........coccuuun. 8
XCOPRI.....cccvvvvvviiiiiiiieie, 28  zaleplon...........ccoouevviiiiiinn. 52 ZITHROMAX TRI-PAK....... 8
XCOPRI MAINTENANCE ZANAFLEX........ccoocoinnn. 35 ZITHROMAX Z-PAK........... 8
PACK ..., 28  zarah.........cooccccoiiieeeiiiin, 122 ZOCOR .....cccooveeievviiieeeeee, 62
XCOPRI TITRATION ZARONTIN........covvveeee. 28  ZOLINZA....coooveeeeeiiiiee, 23
PACK ..., 28 ZARXIO.....ccooovvvvvvivveviiii, 97  zolmitriptan.............ccccceueen.... 31
XELJANZ. ....cooovveeenn 116 ZAVESCA..........cccoee 87 ZOLOFT......coooiiieeeee. 52
XELJANZ XR.....coooovnnn... 116 ZEGERID.........ccceeeevennnn. 95  zolpidem...................cccceenn... 52
XELPROS.......ccovvviie. 124 ZEJULA.........ccoe 23 ZOLPIMIST....ccooovvvveeeeeenn. 52
XENAZINE........coovvviiin 34 ZELAPAR......cccoovvvveennen. 29 ZOMACTON.......cccvvvrrre. 97
XENLETA.......ooooie 11 ZELBORAF..........ccoceunn 23 ZOMIG........oooveeiiee. 31
XEPL..oooiiiiiiiiiiiiiieeeee, 68 ZEMAIRA...........oeee 75 ZOMIG ZMT.........cceeen. 31
XERESE......cccoiiiiiiei. 69 ZEMBRACE SYMTOUCH.31 ZONALON.......ccccceiveeeinns 65
XERMELO.........cccouvvvrennnne. 22 ZEMDRI.......coovviie, 11 ZONEGRAN.........cocoeen 28
XGEVA ..., 15 ZEMPLAR......cccovvviiiiien, 87  zonmisamide............................. 28
XHANCE........cooovivieieeeen. 133 zenatane.............cccuuveveunennnne. 67 ZONTIVITY ..coovvvviiiiiiiiiiiins 59
XIFAXAN ....cooviiiiiieiieee, 11 ZENPEP.......cccoooeiiiinnnn 92 ZORBTIVE....cccoocvviiiieenn, 97
XIGDUO XR....coovveeeeeens 84  zemzedi.........coovviiiininnnnnn.n.. 52 ZORTRESS......ccccccceiiiinnis 23
XIIDRA ..., 124 ZENZEDI.........ccoecvvvviiann. 52 ZORVOLEX......cccocccvveeeannn. 41
XOFLUZA ..o 6 ZEPATIER........ccceevvvnn. 6 ZOSYN IN DEXTROSE
XOLAIR .....ccooviiiieeee, 133 ZEPOSIA..........coooieen. 34 (ISO-OSM)....oovveevcrriieeeennee, 13
XOLEGEL......ccccovvvvveeee. 69 ZEPOSIA STARTER KIT...34  zovia 1-35 (28) cuuuveeeeeeeannn. 122
XOPENEX........cccoovviinnnnnn. 133 ZEPOSIA STARTER ZOVIRAX .....oooei 6, 69
XOPENEX PACK ..o, 34 ZTLIDO....ccoovvveeiiiiiiieeeeen, 65
CONCENTRATE............... 133 ZERBAXA....coovvvveieiiiieee, 7 ZUBSOLV.......ccoovvvvveeeee. 41
XOPENEX HFA................. 133 ZERVIATE...................... 124 ZUPLENZ.....coovvvviieeeaannn, 92
XOSPATA ..., 22 ZESTORETIC...................... 57 ZYCLARA.........ccccoooonnnn. 65
XPOVIO.....ccovvvviiiiiiiieeie, 22 ZESTRIL.........ccoeeiinnnn 57 ZYDELIG.....cccoooceiiiiiaannnnnn, 23
XTAMPZAER.................... 38 ZETIA ..o, 61 ZYFLO......ooooooviieene. 133
XTANDI......coovviie 22,23 ZETONNA.........ccoeoie, 133 ZYKADIA......ccovvveeeeeee, 23
Xulane...........cccccevuvvvvennnannnn. 119 ZIAC......cooveeieiiieee 58 ZYLET....ccooviiiiiiiiiieii, 125
XULTOPHY 100/3.6............ 84 ZIAGEN........cccccoovviiiiiin, 6 ZYLOPRIM.................... 113
XURIDEN.........oooeiie 75 ZIANA......ccooviiiiiiieeeee, 67 ZYMAXID......coovvvveeee.. 123
XYOSTED.....cccoovvvvvieeeeaenn. 87 zidovudine................................ 6 ZYPITAMAG...........ceeunn. 62
XYREM......ooovviiiiiiiii, 52 ZIEXTENZO.......ccovvveeen.... 97 ZYPREXA........cooooiinnnn. 52
XYWAV .. 52 zileuton.........cccoueeeiiiiaeaaaannn, 133  ZYPREXA RELPREVV...... 53
YASMIN (28)..cccceecvriiiaan. 122 ZILXI .o 67 ZYPREXA ZYDIS............... 53
YAZ (28)cceeeiiiiieeeiiinaen 122 ZIOPTAN (PF)....ccccuveeee.. 124 ZYTIGA ..., 23
YF-VAX (PF)...ccoovvvvvviiiinnn. 99  ziprasidone hcl........................ 52 ZYVOX. ..o, 11
YONSA ..., 23 ziprasidone mesylate............... 52

YUPELRI......c...oooviin, 133 ZIPSOR......ccciiiiiiiieeeeeeee, 41
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled ata network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/23/2021. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2021 Express Scripts. All Rights Reserved.

FOPA4Z2A

This drug list was updated in August 2021.


http://www.express-scripts.com

	Express Scripts Medicare (PDP) 2022 Formulary (List of Covered Drugs) 
	What is the Express Scripts Medicare formulary? 
	Can my drug coverage change? 
	How do I use the formulary? 
	What are generic drugs? 
	Are there any restrictions on my coverage? 
	What if my drug is not listed on this formulary? 
	How do I request an exception to the formulary? 
	How do I request an appeal? 
	Can I get a temporary transition supply while I wait for an exception decision? 
	Other coverage that your plan may provide 
	Formulary 
	Your Costs 
	For more information 
	List of abbreviations 
	Index




Accessibility Report





		Filename: 

		F0PA4Z2A_Shared_508.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top



