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

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

Formulary ID Number: 25060, v6

This formulary was updated on 08/28/2024. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

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

99 ¢

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 28, 2024. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

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

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

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

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

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

Can my drug coverage change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the formulary
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow the
Medicare rules in making these changes. Updates to the formulary are posted to our website at
express-scripts.com.

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

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

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

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

If we make such a change, you or your prescriber can ask us to make an exception and continue
to cover for you the drug that is being changed. The notice we provide you will also include
information on how to request an exception, and you can also find information in the section
below entitled “How do I request an exception to the formulary?”
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Some of these drug types may be new to you. For more information, see the section below titled
“What are original biological products and how are they related to biosimilars?”

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

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

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2025 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2025 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the formulary for the new benefit year for any changes to drugs.

The enclosed formulary is current as of 08/28/2024. To get current information about the drugs covered
by our plan, please contact us. Our contact information appears on the front and back covers.

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

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

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 148. 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
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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 work just
as well as and usually cost less than brand-name drugs. There are generic drug substitutes available for
many brand-name drugs. Generic drugs usually can be substituted for the brand-name drug at the
pharmacy without needing a new prescription, depending on state laws.

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

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

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

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

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

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

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

e Step Therapy: In some cases, you are required to first try certain drugs to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and
Drug B both treat your medical condition, we may not cover Drug B unless you try Drug A first.
If Drug A does not work for you, we will then cover Drug B. These drugs are noted with “ST”
next to them in the formulary.
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You may be able to find out if your drug has any additional requirements or limits by looking in the
drug list that begins on page 1. Note: This drug list includes all possible restrictions and limits on
coverage. The requirements and limits may not apply to your plan’s specific coverage. To confirm
whether a particular drug is covered, visit us on the Web at express-scripts.com or contact Customer
Service.

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

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

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

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

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

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

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

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

e You can ask us to cover a formulary drug at a lower cost-sharing level. If approved, this would
lower the amount you must pay for your drug. In certain Express Scripts Medicare plans, you
cannot ask us to change the cost-sharing tier for any drug in the specialty tier, if applicable.

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

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

How do I request an appeal?

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

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

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

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

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

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

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

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

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
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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 in the list, turn to the Index that begins on page 148.

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.
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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

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

Drugs or 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.

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

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

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

List of abbreviations

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

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

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

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

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

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

viil
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ERAXIS(WATER 3 MO
DILUENT)
INTRAVENOUS
ANTIFUNGAL RECON SOLN 50
AGENTS MG
ABELCET 3 PA fluconazole 1 MO
AMBISOME 4 PA fluconazole in nacl 3 PA; MO
amphotericin b 3 PA; MO (lSO-OSWl)
intravenous
amphotericin b 4 PA piggyback 200
liposome mgl100 ml
ANCOBON 4 MO fluconazole in nacl 3 PA
CANCIDAS 4 (iso-osm)
caspofungin 3 in.travenous
clotrimazole mucous | MO piggyback 400
mg/200 ml
membrane : i VO
CRESEMBA 4 PA Jlucytosine
ORAL griseofulvin 3 MO
DIFLUCAN 3 MO rierostze
ORAL griseofulvin 3 MO
SUSPENSION ultramicrosize
FOR itraconazole oral 3 MO; QL
RECONSTITUTI capsule (120 per 30
ON 40 MG/ML days)
DIFLUCAN 3 MO itraconazole oral 3 MO
ORAL TABLET solution
100 MG, 200 MG ketoconazole oral 1 MO
ERAXIS(WATER 4 MO micafungin 3 MO
DILUENT) MYCAMINE MO
INTRAVENOUS
RECON SOLN INTRAVENOUS
100 MG RECON SOLN 50
MG
NOXAFIL ORAL 4 PA; MO;
SUSP,DELAYED QL (32 per
RELEASE FOR 30 days)
RECON

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
NOXAFIL ORAL 4 PA; MO; voriconazole oral 3 PA; MO
SUSPENSION QL (630 per tablet
30 days) ANTIVIRALS
NOXAFIL ORAL 4 PA; MO; b ; 1 MO
TABLET,DELAY QL (96 per avdcavir
ED RELEASE 30 days) abacavir-lamivudine 1 MO
(DR/EC) acyclovir oral | MO
nystatin oral 1 MO capsule
posaconazole oral 4 PA; MO; acyclovz:r oral 3 MO
suspension QL (630 per suspension 200 mgl5
30 days) ml
posaconazole oral 4 PA; MO; acyclovir oral tablet 1 MO
tablet,delayed QL (96 per acyclovir sodium 3 PA; MO
release (drlec) 30 days) intravenous solution
SPORANOX 3 MO; QL adefovir 3 MO
ORAL CAPSULE gl 20 per 30 amantadine hel 1 MO
I 4ys) APTIVUS 4 MO
fﬁgblqusi];lge;d oral i 11\)/11:) MO atazanavir 3 MO
QL (120 per BARACLUDE 4 MO
30 days) BIKTARVY 4 MO
VFEND IV 3 PA;MO CIMDUO 4 MO
VFEND ORAL 4  PA;MO COMBIVIR 3 MO
SUSPENSION COMPLERA 4 MO
E%EONSTITUTI darunavir : MO
ON DELSTRIGO 4 MO
VFEND ORAL 3 PA;MO DESCOVY R MO
TABLET DOVATO 4 MO
VIVIOA 4  PA;QL(I8 EDURANT 4 MO
per 84 days) efavirenz oral tablet 3 MO
voriconazole 4 PA; MO efavirenz- 4 MO
intravenous emtricitabin-tenofov
voriconazole oral 4 PA; MO efavirenz-lamivu- 4 MO
suspension for tenofov disop
reconstitution emtricitabine 3 MO

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

emtricitabine- 4 MO GENVOYA 4 MO

tenofovir (tdf) oral HARVONIORAL 4  PA; MO;

tablet 100-150 mg PELLETS IN QL (28 per

emtricitabine- 3 MO PACKET 33.75- 28 days)

tenofovir (tdf) oral 150 MG

tablet 133-200 mg, HARVONI ORAL 4  PA;MO;

167-250 mg, 200- PELLETS IN QL (56 per

300 mg PACKET 45-200 28 days)

EMTRIVA ORAL 3 MO MG

CAPSULE HARVONI ORAL 4  PA;MO;

EMTRIVA ORAL 2 MO TABLET 45-200 QL (56 per

SOLUTION MG 28 days)

entecavir 3 MO HARVONI ORAL 4 PA; MO;

EPCLUSA ORAL 4 PA; MO; TABLET 90-400 QL (28 per

PELLETS IN QL (28 per MG 28 days)

PACKET 150-37.5 28 days) INTELENCE 4 MO

MG ORAL TABLET

EPCLUSA ORAL 4  PA; MO; 100 MG, 200 MG

PELLETS IN QL (56 per INTELENCE 3 MO

PACKET 200-50 28 days) ORAL TABLET

MG 25 MG

EPCLUSA ORAL 4 PA; MO; ISENTRESS HD 4 MO

TABLET 200-50 QL (56 per ISENTRESS 4 MO

MG 28 days) ORAL POWDER

EPCLUSA ORAL 4 PA; MO; IN PACKET

TABLET 400-100 QL (28 per ISENTRESS 4 MO

MG 28 days) ORAL TABLET

EPIVIR 3 MO ISENTRESS 4 MO

EPZICOM 4 MO ORAL

etravirine 4 MO TABLET,CHEWA

EVOTAZ 4 MO BLE 100 MG

famciclovir 1 MO E)S]EEEE RESS 2 MO

fosamprenavir 3 MO TABLET,CHEWA

FUZEON 4 MO BLE 25 MG

SUBCUTANEOU JULUCA 4 MO

S RECON SOLN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
KALETRA ORAL MO nevirapine oral 3 MO
SOLUTION tablet extended
KALETRA ORAL MO release 24 hr 400 mg
TABLET 100-25 NORVIR ORAL 3 MO
MG POWDER IN
KALETRA ORAL MO PACKET
TABLET 200-50 NORVIR ORAL 3 MO
MG TABLET
lamivudine MO ODEFSEY 4 MO
lamivudine- MO oseltamivir | MO
zidovudine PAXLOVID 1 QL (20 per
LEDIPASVIR- PA; MO; ORAL 90 days)
SOFOSBUVIR QL (28 per TABLETS,DOSE
28 days) PACK 150-100
LEXIVA ORAL MG
TABLET PAXLOVID 1 QL (30 per
LIVTENCITY PA; LA; ORAL 90 days)
QL (120 per TABLETS,DOSE
30 days) PACK 300 MG
S ; (150 MG X 2)-100
lopinavir-ritonavir MO
. MG
oral solution
S ; PIFELTRO 4 MO
lopinavir-ritonavir MO
oral tablet PREVYMIS 4 PA; MO;
maraviroc MO ORAL QL (30 per
MAVYRET PA; MO 20 days)
ORAL PELLETS QL (168 per PREZCOBIX 4 MO
IN PACKET 28 days) PREZISTA ORAL 4 MO
MAVYRET PA; MO; SUSPENSION
ORAL TABLET QL (84 per PREZISTA ORAL 3 MO
28 days) TABLET 150 MG,
S 75 MG
nevirapine oral
suspension PREZISTA ORAL 4 MO
S / MO TABLET 600 MG,
nevirapine ora 200 MG
tablet
RELENZA 3 MO
DISKHALER

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

RETROVIR 3 MO SOVALDI ORAL 4 PA; MO;

ORAL CAPSULE TABLET 200 MG QL (56 per

RETROVIR 3 MO 28 days)

ORAL SYRUP SOVALDI ORAL 4 PA; MO;

REYATAZ ORAL 4 MO TABLET 400 MG QL (28 per

CAPSULE 200 28 days)

MG, 300 MG STRIBILD 4 MO

REYATAZ ORAL 4 MO SUNLENCA 4

POWDER IN ORAL

PACKET SYMFI 4 MO

ribavirin oral 1 MO SYMFI LO 4 MO

capsule SYMTUZA 4 MO

;lé)g\;;};n oral tablet 1 MO TAMIFLU 3 MO

rimantadine 3 MO tenofovir disoproxil 3 MO

: : Sfumarate

ritonavir 1 MO TIVICAY ORAL 5

RUKOBIA 4 MO TABLET 10 MG

SELZENTRY 2 MO TIVICAY ORAL 4 MO

ORAL TABLET 25 MG,

SOLUTION 50 MG

SELZENTRY 4 MO TIVICAY PD 4 MO

ORAL TABLET

150 MG, 300 MG TRIUMEQ 4 MO

SELZENTRY 2 MO TRIUMEQ PD . MO

ORAL TABLET TRUVADA 4 MO

25 MG, 75 MG TYBOST 2 MO

SOFOSBUVIR - 4 PA; MO; valacyclovir oral 1 MO; QL

VELPATASVIR QL (28 per tablet 1 gram (120 per 30

28 days) days)

SOVALDI ORAL 4 PA; MO; valacyclovir oral 1 MO; QL

PELLETS IN QL (28 per tablet 500 mg (60 per 30

PACKET 150 MG 28 days) days)

SOVALDI ORAL 4 PA; MO; VALCYTE 4 MO

PELLETS IN QL (56 per valganciclovir oral 4 MO

PACKET 200 MG 28 days) recon soln

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

This drug list was updated in August 2024.


http://www.express-scripts.com
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Tier  ts/Limits Tier  ts/Limits
valganciclovir oral 1 MO cefaclor oral 1
tablet suspension for
VALTREX ORAL 3 MO: QL reconstitution 250
TABLET 1 GRAM (120 per 30 mgl5 ml
days) cefaclor oral tablet 1 MO
VALTREX ORAL 3 MO; QL extended release 12
TABLET 500 MG (60 per 30 hr
days) cefadroxil oral 1 MO
VEMLIDY 4 MO capsule
VIRACEPT 4 MO cefadroxil oral 1 MO
ORAL TABLET suspension for
reconstitution 250
;/IO%DAIIE)RORAL 4 MO mgl5 ml, 500 mgl5
ml
}/IAI}B];:%I% ?S%ﬁdG . MO cefadroxil oral 1 MO
200 MG, 250 MG tablet
VIREAD ORAL 4 MO cefazolin injection 3 MO
TABLET 300 MG recon soln 1 gram,
500 mg
VOSEVI 4 PA; MO; S
QL (28 per cefazolin injection 3
73 days)p recon soln 10 gram
XOFLUZAORAL 2 MO cefdinir - MO
TABLET 40 MG, cefepime injection 3 MO
80 MG cefixime 3 MO
ZEPATIER 4 PA; MO; cefotetan injection 1 PA
QL (28 per cefoxitin 3 PA; MO
28 days) Intravenous recon
ZIAGEN ORAL 3 MO soln 1 gram, 2 gram
SOLUTION cefoxitin 3 PA
zidovudine 1 MO intravenous recon
CEPHALOSPO soln 10 gram
RINS cefpodoxime 3 MO
AVYCAZ 4  PA;MO cefprozil - VO
cefaclor oral capsule 1 MO ceftazidime injection 3 PA; MO

recon soln 1 gram, 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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
ceftazidime injection 3 PA azithromycin oral 1 MO
recon soln 6 gram tablet 250 mg, 500
ceftriaxone injection 3 MO mg, 600 mg
recon soln 1 gram, 2 clarithromycin | MO
gram, 250 mg, 500 DIFICID ORAL 4 QL (136 per
mg SUSPENSION 10 days)
ceftriaxone injection 3 FOR
recon soln 10 gram RECONSTITUTI
cefuroxime axetil 1 MO ON
oral tablet DIFICID ORAL 4 MO; QL
cefuroxime sodium 3 PA; MO TABLET (20 per 10
injection recon soln days)
750 mg e.e.s. 400 oral tablet 1 MO
cefuroxime sodium 3 PA; MO E.E.S. 3 MO
intravenous recon GRANULES
soln 1.5 gram ERYPED 200 3 MO
cephalexin 1 MO ERYPED 400 3 MO
tazicef injection 3 PA; MO ery-tab oral 3 MO
TEFLARO 4 PA; MO tablet,delayed
7ERBAXA 4 PA release (drlec) 250

333

ERYTHROMYC me: 337 M
ERCTADORAL 3 Mo
MACROLIDES ED RELEASE
azithromycin 3 PA; MO (DR/EC) 500 MG
intravenous erythrocin (as 3
azithromycin oral 1 MO stearate) oral tablet
packet 250 mg
azithromycin oral 1 MO ERYTHROCIN 3 PA; MO
suspension for INTRAVENOUS
reconstitution RECON SOLN
azithromycin oral 1 500 MG
tablet 250 mg (6 erythromycin 1 MO
pack), 500 mg (3 ethylsuccinate oral
pack) suspension for

reconstitution

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

erythromycin 3 MO atovaquone- 3 MO
ethylsuccinate oral proguanil
tablet AZACTAM 3 PA;MO
erythromycin oral MO aztreonam 3 PA: MO
ZITHROMAX PA; MO BETHKIS 4 PA; MO;
INTRAVENOUS QL (224 per
ZITHROMAX 3 MO 28 days)
ORAL PACKET BILTRICIDE 3 MO
ZITHROMAX 3 MO CAYSTON 4  PA; MO;
ORAL LA; QL (84
SUSPENSION per 56 days)
FOR ;
RECONSTITUTI chloroquine | MO
ON phosphate
ZITHROMAX 3 MO CLEOCIN HCL MO
ORAL TABLET CLEOCIN PA; MO
250 MG, 500 MG INJECTION
ZITHROMAX 3 CLEOCIN 3 MO
TRI-PAK PEDIATRIC
ZITHROMAX Z- 3 MO clindamycin hcl 1 MO
PAK clindamycin in 5 % 3 PA; MO
MISCELLANEO dextrose
US clindamycin 1 MO
ANTIINFECTIV pediatric
ES clindamycin 3 PA; MO
AEMCOLO 3 MO: QL phosphate injection

(12 per 30 COARTEM 3 MO

days) colistin 4 PA; MO;
albendazole 4 MO (colistimethate na) QL (30 per
amikacin injection 3 PA; MO 10 days)
solution 500 mg/2 CUBICIN RF 4 MO
ml cycloserine 1 MO
ARIKAYCE 4 PA; LA DALVANCE 4 PA; MO
atovaquone 3 MO dapsone oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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DAPTOMYCIN 4 MO INVANZ 3 PA; QL (14
INTRAVENOUS INJECTION per 14 days)
RECON SOLN isoniazid oral 1 MO
350 MG ivermectin oral 1 PA; MO;
daptomycin 4 MO QL (20 per
intravenous recon 30 days)
soln 500 mg KITABIS PAK 4 PA;MO;
DARAPRIM 4 PA QL (280 per
EMVERM 4 MO 28 days)
ertapenem 3 PA; MO; KRINTAFEL
QL (14 per LAMPIT MO
14 days) linezolid in dextrose PA; MO
ethambutol 1 MO 5%
FIRVANQ 3 QL (450 per linezolid oral 4 MO
10 days) suspension for
FLAGYL ORAL 3 MO reconstitution
CAPSULE linezolid oral tablet MO
gentamicin in nacl 3 PA; MO MALARONE MO
o, NALARONE o
piggyback 100 PEDIATRIC
mgl100 ml, 60 mefloquine !
mg/50 ml, 80 mg/50 MEPRON 4 MO
ml meropenem 1 PA; QL (30
gentamicin in nacl 3 PA intravenous recon per 10 days)
(iso-osm) soln 1 gram
in.travenous meropenem 1 PA; QL (10
piggyback 80 intravenous recon per 10 days)
mgl100 ml soln 500 mg
gentamicin injection 3 PA; MO metronidazole in 3 PA; MO
solution 40 mgiml nacl (iso-os)
HUMATIN 3 MO metronidazole oral 1 MO
hydroxychloroquine 1 MO MYAMBUTOL 3 MO
imipenem-cilastatin 3 PA; MO ORAL TABLET
IMPAVIDO 4  PA;MO 400 MG
MYCOBUTIN 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NEBUPENT 3 PA; MO; SIVEXTRO 4 MO
QL (1 per ORAL
28 days) SOLOSEC 3 MO
neomycin 1 MO STREPTOMYCIN 4  PA; MO;
nitazoxanide 4 MO; QL QL (60 per
(12 per 30 30 days)
days) STROMECTOL 3 PA;MO;
PENTAM MO QL (20 per
pentamidine PA; MO; 30 days)
inhalation QL (1 per tigecycline 4 PA; MO
28 days) tinidazole 1 MO
pentamidine 3 MO TOBI 4 PA:; MO;
injection QL (280 per
PLAQUENIL 3 MO 28 days)
polymyxin b sulfate 1 PA; MO TOBI 4 MO; QL
praziquantel 3 MO PODHALER (224 per 56
PRETOMANID 3 PA - days)
PRIFTIN 5 MO tobramycin in 0.225 4 PA; MO;
% nacl QL (280 per
PRIMAQUINE 3 MO 28 days)
PRIMAXIN IV 3 PA; MO tobramycin 4 PA; MO:;
INTRAVENOUS inhalation QL (224 per
RECON SOLN 28 days)
500 MG . -
: : tobramycin sulfate 3 PA; MO
pyrazinamide 3 MO injection solution
pyrimethamine 4 PA; MO TRECATOR 3 MO
QUALAQUIN 3 MO TYGACIL 4  PA;MO
quinine sulfate 3 MO VABOMERE 3 PA
rifabutin 3 MO VANCOCIN 3 PA; MO;
rifampin 3 MO ORAL CAPSULE QL (40 per
intravenous 125 MG 10 days)
rifampin oral 1 MO VANCOCIN 4 PA; MO;
SIRTURO 4 PA; LA ORAL CAPSULE QL (80 per
SIVEXTRO 4  PA 20 MG 10 days)
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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
vancomycin 3 PA; MO; PENICILLINS
;’Zt;;la;eg 00 OM ;vn;:;con ?OL d(az}?s)p o amoxicillin oral 1 MO
’ capsule
vancomycin 3 PA; QL (2 o
intravenous recon per 10 days) amoxzcz'l lin oral ! MO
soln 10 gram suspension for
reconstitution
vancomycin 3 PA; MO; T
intravenous recon QL (10 per ;m;;xtlczllm oral ! MO
soln 500 mg 10 days) abre
vancontycin 3 PA: MO: amoxicillin oral | MO
intravenous recon QL (27 per tableztiscohewable 125
soln 750 mg 10 days) e, : ‘nfzg
vancomycin oral 3 PA; MO; a;noxlz czllltn-p ot / ! MO
capsule 125 mg QL (40 per clavutanate ora
suspension for
10 days) reconstitution
vancomycin oral 3 PA; MO; -
capsule 250 mg QL (80 per amoxicillin-pot 1 MO
10 days) clavulanate oral
tablet
VANCOMYCIN 3 QL (450 per e
ORAL RECON 10 days) amoxicillin-pot 3 MO
SOLN 25 MG/ML clavulanate oral
tablet extended
vancomycin oral 1 MO; QL release 12 hr
recon soln 50 mgiml é4a5y(; )per 10 amoxicillin-pot 1 MO
clavulanate oral
XIFAXAN ORAL 2 PA; MO; tablet,chewable 200-
TABLET 200 MG QL (9 per 28.5 mg
30 days) e
amoxicillin-pot 1
XIFAXAN ORAL 4 PA; MO; clavulanate oral
TABLET 550 MG QL (90 per tablet,chewable 400-
30 days) 57 mg
ZEMDRI 4 PA ampicillin oral 1 MO
ZYVOX 3 PA; MO capsule 500 mg
INTRAVENOUS ampicillin sodium 3 PA; MO
PIGGYBACK 600 injection recon soln
MG/300 ML 1 gram, 10 gram,
ZYVOX ORAL 4 MO 125 mg

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ampicillin- 3 PA; MO oxacillin injection 3 PA
sulbactam injection recon soln 1 gram,
recon soln 1.5 gram, 10 gram
3 gram oxacillin injection 3 PA; MO
ampicillin- 3 PA recon soln 2 gram
sulbactam injection PENICILLIN G 3 PA
recon soln 15 gram POT IN
AUGMENTIN 3 DEXTROSE
ES-600 INTRAVENOUS
AUGMENTIN 3 MO PIGGYBACK 2
ORAL MILLION
SUSPENSION UNIT/50 ML, 3
FOR MILLION
RECONSTITUTI UNIT/50 ML
ON 125-31.25 penicillin g 3 PA; MO
MG/5 ML potassium injection
BICILLIN C-R PA; MO recon soln 20
BICILLIN L-A PA; MO pillion unit
INTRAMUSCUL penicillin g sodium 3 PA; MO
AR SYRINGE penicillin v MO
1,200,000 UNIT/2 potassium
ML, 2,400,000 piperacillin- 3 MO
UNIT/4 ML tazobactam
BICILLIN L-A 3 PA intravenous recon
INTRAMUSCUL soln 2.25 gram,
AR SYRINGE 3.375 gram, 4.5
600,000 UNIT/ML gram
dicloxacillin 1 MO piperacillin- 3
nafcillin injection 3 PA; MO tazobactam
recon soln 1 gram, 2 intravenous recon
gram soln 40.5 gram
nafcillin injection 4 PA UNASYN 3 PA
recon soln 10 gram INJECTION
oxacillin in 3 PA RECON SOLN 15
GRAM

dextrose(iso-osm)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
UNASYN 3 PA; MO levofloxacin oral 1 MO
INJECTION tablet
RECON SOLN 3 moxifloxacin oral 1 MO
GRAM moxifloxacin- 3 PA; MO
ZOSYN IN 3 sod.chloride(iso)
ggﬁ;rROSE (ISO- ofloxacin oral tablet 1 MO
INTRAVENOUS 300 mg, 400 mg
PIGGYBACK 2.25
GRAM/50 ML
BAXDELA 4 PA BACTRIM 3 MO
INTRAVENOUS BACTRIM DS 3 MO
BAXDELA ORAL 4 MO sulfadiazine 3 MO
CIPRO ORAL 3 sulfamethoxazole- 1 MO
SUSPENSION,MI trimethoprim oral
CROCAPSULE
RECON
CIPRO ORAL 3 MO .
TABLET 250 MG, demeclocycline 3 MO
500 MG DORYX MPC 3 ST; MO
. : ORAL
ol LMo
S0 e sy ED RELEASE
ome, 1OV Mg S A MO (DR/EC) 60 MG
Z:Zzproﬂoxaczn in5% ; doxy-100 3 PA: MO
extrose
intravenous doxycycline hyclate 1 MO
piggyback 200 oral capsule
mgl100 ml doxycycline hyclate 1 MO
levofloxacin in d5w 3 PA; MO oral tablet
intravenous doxycycline hyclate 1 MO
piggyback 500 oral tablet,delayed
mgl100 ml, 750 release (drlec) 100
mgl150 ml mg, 150 mg, 200
levofloxacin oral 3 MO mg, 50 mg, 75 mg

solution

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

DOXYCYCLINE 3 ST; MO tetracycline oral 3 MO
HYCLATE ORAL capsule
TABLET,DELAY VIBRAMYCIN 3 ST;MO
ED RELEASE ORAL CAPSULE
(DR/EC) 80 MG 100 MG
doxycycline 1 MO URINARY
monohydrate oral TRACT
capsule AGENTS
doxycycline 1 MO , 1 MO
monohydrate oral Josfomy .
capsule,ir - delay tromethamine
rel,biphase HIPREX 3
doxycycline 3 MO MACROBID 3 MO
monohydrate oral MACRODANTIN 3
suspension f or methenamine 1 MO
reconstitution hippurate
doxycycline 1 MO nitrofurantoin 1 MO
monohydrate oral macrocrystal
tablet

it toi 1 M
minocycline oral 1 MO Z;O;:({Z;Z’//lmo_ lfry - ©
capsule

it toi [ 1 M
minocycline oral 3 MO :Z,Smg:l;g; gljn no?rc; 5 ©
tablet m lp £
minocycline oral 1 MO NITROFURANT 4 MO
tablet extended OIN ORAL
release 24 hr SUSPENSION 50
NUZYRA 4 PA MG/5 ML
INTRAVENOUS trimethoprim 1 MO
NUZYRA ORAL 4
ORACEA 3 ST; MO
SEYSARA ORAL ST; MO
TABLET 100 MG,
60 MG
SEYSARA ORAL 4 ST; MO
TABLET 150 MG
TARGADOX 3 ST; MO

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

This drug list was updated in August 2024.
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Drug Name

Drug Requiremen
Tier  ts/Limits

ANTINEOPL

ASTIC/

IMMUNOSUP

PRESSANT

DRUGS

ADJUNCTIVE

AGENTS

leucovorin calcium 1 MO

oral

MESNEX ORAL 4 MO

XGEVA 4 PA; MO

ANTINEOPLAS

TIC/

IMMUNOSUPP

RESSANT

DRUGS

abiraterone oral 4 PA; MO;

tablet 250 mg QL (120 per
30 days)

abiraterone oral 4 PA; MO;

tablet 500 mg QL (60 per
30 days)

AFINITOR 4 PA; MO;
QL (30 per
30 days)

AFINITOR 4 PA; MO;

DISPERZ ORAL QL (330 per

TABLET FOR 30 days)

SUSPENSION 2

MG

Drug Name Drug Requiremen
Tier  ts/Limits
AFINITOR 4 PA; MO;
DISPERZ ORAL QL (240 per
TABLET FOR 30 days)
SUSPENSION 3
MG
AFINITOR 4 PA; MO;
DISPERZ ORAL QL (180 per
TABLET FOR 30 days)
SUSPENSION 5
MG
AKEEGA 4 PA; LA;
QL (60 per
30 days)
ALECENSA 4 PA; MO;
QL (240 per
30 days)
ALUNBRIG 4 PA; QL (30
ORAL TABLET per 30 days)
180 MG, 90 MG
ALUNBRIG 4 PA; QL (60
ORAL TABLET per 30 days)
30 MG
ALUNBRIG 4 PA; QL (30
ORAL per 180
TABLETS,DOSE days)
PACK
anastrozole 1 MO
ARIMIDEX 4 MO
AROMASIN 4 MO
ASTAGRAF XL 3 PA; MO
AUGTYRO 4 PA; MO;
QL (240 per
30 days)
AYVAKIT 4 PA; 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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
AZASAN 3 PA; MO CAPRELSA 4 PA; LA;
azathioprine | PA; MO ORAL TABLET QL (30 per
BALVERSA 4  PA;LA 300 MG 30 days)
bexarotene 4 PA; MO CASODEX MO
bicalutamide 1 MO ggIAILCC];:iII;SULE PA; MO
BOSULIF ORAL 4 PA; MO; :
CAPSULE 100 QL (180 per 8gIAIiCEPT 4 PA; MO
MG 30 days) SUSPENSION
BOSULIF ORAL 4 PA; MO; FOR
CAPSULE 50 MG QL (330 per RECONSTITUTI
30 days) ON
BOSULIF ORAL 4 PA; MO; CELLCEPT 4 PA; MO
TABLET 100 MG QL (90 per ORAL TABLET
30 days) COMETRIQ 4  PA;MO;
BOSULIF ORAL 4 PA; MO; ORAL CAPSULE QL (56 per
TABLET 400 MG, QL (30 per 100 MG/DAY(80 28 days)
500 MG 30 days) MG X1-20 MG
BRAFTOVI 4 PA; MO; X1)
LA; QL COMETRIQ 4 PA;MO;
(180 per 30 ORAL CAPSULE QL (112 per
days) 140 MG/DAY (80 28 days)
BRUKINSA 4 PA; LA; MG X1-20 MG
QL (120 per X3)
30 days) COMETRIQ 4 PA; MO;
CABOMETYX 4 PA; MO; ORAL CAPSULE QL (84 per
LA; QL (30 60 MG/DAY (20 28 days)
per 30 days) MG X 3/DAY)
CALQUENCE 4 PA; LA; COPIKTRA 4 PA; LA;
QL (60 per QL (60 per
30 days) 30 days)
CALQUENCE 4 PA; LA; COTELLIC 4 PA; MO;
(ACALABRUTIN QL (60 per LA; QL (63
IB MAL) 30 days) per 28 days)
CAPRELSA 4 PA; LA; cyclophosphamide 1 PA; MO
ORAL TABLET QL (60 per oral capsule
100 MG 30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
CYCLOPHOSPH 2 PA ERLEADA ORAL 4 PA; MO;
AMIDE ORAL TABLET 60 MG QL (120 per
TABLET 25 MG 30 days)
CYCLOPHOSPH PA; MO erlotinib oral tablet 4 PA; MO;
AMIDE ORAL 100 mg, 150 mg QL (30 per
TABLET 50 MG 30 days)
cyclosporine PA; MO erlotinib oral tablet 4 PA; MO;
modified oral 25 mg QL (60 per
capsule 30 days)
cyclosporine PA everolimus 4 PA; MO;
modified oral (antineoplastic) QL (30 per
solution oral tablet 30 days)
cyclosporine oral PA; MO everolimus 4 PA; MO;
capsule (antineoplastic) QL (330 per
DAURISMO PA; MO; oral tablet for 30 days)
ORAL TABLET QL (30 per suspension 2 mg
100 MG 30 days) everolimus 4 PA; MO;
DAURISMO PA; MO; (antineoplastic) QL (240 per
ORAL TABLET QL (60 per oral tablet for 30 days)
25 MG 30 days) suspension 3 mg
DROXIA MO everolimus 4 PA; MO;
ELIGARD PA: MO (antineoplastic) QL (180 per
oral tablet for 30 days)
ELIGARD (3 PA; MO suspension 5 mg
MONTH) everolimus 1 PA; MO
ELIGARD (4 PA; MO (immunosuppressive
MONTH) ) oral tablet 0.25
ELIGARD (6 PA; MO mg
MONTH) everolimus 4 PA; MO
ENSPRYNG PA; MO (immunosuppressive
ENVARSUS XR PA; MO ) oral tablet 0.5 mg,
ERIVEDGE PA; MO; 0.75 mg, 1 mg
QL (30 per exemestane 3 MO
30 days) FARESTON MO
ERLEADA ORAL PA; MO; FEMARA 3 MO
TABLET 240 MG QL (30 per
30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

FIRMAGON KIT 4 PA; MO GLEOSTINE 3 MO

W DILUENT ORAL CAPSULE

SYRINGE 10 MG

SUBCUTANEOU GLEOSTINE 4 MO

S RECON SOLN ORAL CAPSULE

120 MG 100 MG, 40 MG

FIRMAGON KIT 3 PA; MO HYDREA 3 MO

g;g?&lé%NT hydroxyurea | MO

SUBCUTANEOU IBRANCE 4 PA;MO;

S RECON SOLN QL (21 per

80 MG 28 days)

FOTIVDA 4 PA; LA; ICLUSIG 4 PA; QL (30

QL (21 per per 30 days)

28 days) IDHIFA 4 PA; MO;
FRUZAQLA 4 PA;QL (84 LA; QL (30
ORAL CAPSULE per 28 days) per 30 days)
1 MG imatinib oral tablet 4 PA; MO;
FRUZAQLA 4  PA;QL(21 100 mg QL (180 per
ORAL CAPSULE per 28 days) 30 days)
SMG imatinib oral tablet 4 PA; MO;
GAVRETO 4 PA; LA; 400 mg QL (60 per

QL (120 per 30 days)

30 days) IMBRUVICA 4 PA; QL
gefitinib 4 PA; MO:; ORAL CAPSULE (120 per 30

QL (30 per 140 MG days)

30 days) IMBRUVICA 4 PA; QL (30
gengraf 1 PA: MO ORAL CAPSULE per 30 days)
GILOTRIF 4 PA; MO; 7OMG

QL (30 per IMBRUVICA 4 PA; QL

30 days) ORAL (324 per 30
GLEEVECORAL 4  PA;MO; SUSPENSION days)
TABLET 100 MG QL (180 per IMBRUVICA 4 PA;QL(@30

30 days) ORAL TABLET per 30 days)
GLEEVEC ORAL 4 PA; MO; 411‘218 ﬁg’ 280 MG,

TABLET 400 MG QL (60 per
30 days) IMURAN 3 PA;MO

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
INLYTA ORAL 4  PA; MO; KISQALI 4  PA; MO;
TABLET 1 MG QL (180 per FEMARA CO- QL (70 per
30 days) PACK ORAL 28 days)
INLYTA ORAL 4  PA; MO; TABLET 400
TABLET 5 MG QL (120 per MG/DAY (200 MG
30 days) X 2)-2.5MG
INQOVI 4 PA; MO; KISQALI 4 PA; MO;
QL (5 per FEMARA CO- QL (91 per
28 days) PACK ORAL 28 days)
— TABLET 600
INREBIC 4 iﬁ’_ 1(\245 ’ MG/DAY(200 MG
(120 per 30 X 3)-2.5 MG
days) KISQALI ORAL 4  PA; MO;
— TABLET 200 QL (21 per
IRESSA 4 g‘i’ (%%er MG/DAY (200 28 days)
30 days) 1\K/II(;cZ(AlL)I ORAL 4  PA;MO
IWILFIN . I()g?:; (12‘2“0; o TABLET 400 QL (42 per
30 days) P MG/DAY (200 28 days)
MG X 2)
JAKAFI . g‘i; (lg’éo?er KISQALI ORAL 4  PA;MO:
30 da S)p TABLET 600 QL (63 per
y MG/DAY (200 28 days)
JAYPIRCAORAL 4  PA;MO; MG X 3)
TABLET 100 MG %Ld(g)s )per KLISYRI ER i
JAYPIRCAORAL 4  PA;MO; KOSELUGO C e
TABLET 50 MG QL (30 per KRAZATI 4 PAQL
30 days) (180 per 30
JYLAMVO 3 PA - days)
KANJINTI 4 PA;MO lapatinib 4 PAMO;
’ QL (180 per
KISQ:LIIA‘ 4 PA; MO; 30 days)
gil(\j/[K I(K)RISI(? i %Ld?i)p cr lenalidomide oral 4 PA; MO;
TABLET 200 y capsule 10 mg, 15 QL (28 per
MG/DAY (200 MG mg, 25 mg, 5 mg 28 days)
X 1)-2.5 MG

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
lenalidomide oral 4 PA; QL (28 LUMAKRAS 4 PA; MO;
capsule 2.5 mg, 20 per 28 days) ORAL TABLET QL (240 per
mg 120 MG 30 days)
LENVIMA ORAL 4 PA; MO; LUMAKRAS 4 PA; MO;
CAPSULE 10 QL (30 per ORAL TABLET QL (90 per
MG/DAY (10 MG 30 days) 320 MG 30 days)
X 1), 4 MG LUPKYNIS 4  PA;LA;
LENVIMA ORAL 4 PA; MO; QL (180 per
CAPSULE 12 QL (90 per 30 days)
MG/DAY (4 MG 30 days) LUPRON DEPOT 4  PA;MO
X 3), 18 MG/DAY LUPRON DEPOT 4 PA; MO
(10 MG X 1-4 MG
X2). 24 (3 MONTH)
MC;/D AY(10 MG LUPRON DEPOT 4 PA; MO
X 2-4 MG X 1) (4 MONTH)
LENVIMA ORAL 4 PA: MO: LUPRON DEPOT 4 PA; MO
CAPSULE 14 QL (60 per (6 MONTH)
MG/DAY (10 MG 30 days) LUPRON 4 PA; MO
X1-4MG X 1),20 DEPOT-PED (3
MG/DAY (10 MG MONTH)
X 2), 8 MG/DAY INTRAMUSCUL
4MGX2) AR SYRINGE
letrozole 1 MO KIT 11.25 MG
LEUKERAN 4 MO LUPRON 4 PAMO

: DEPOT-PED
]ME(;{\%I}I%LIDE (3 3 PA; MO INTRAMUSCUL
AR KIT 7.5 MG
leuprolide 3 PA; MO (PED)
subcutaneous kit LUPRON 4 PA: MO
LONSURF 4 PA; MO DEPOT-PED
LORBRENA 4 PA; MO; INTRAMUSCUL
ORAL TABLET QL (30 per AR SYRINGE
100 MG 30 days) KIT
LORBRENA 4 PA; MO; LYNPARZA 4 PA; MO;
ORAL TABLET QL (90 per QL (120 per
25 MG 30 days) 30 days)
LYSODREN 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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LYTGOBI ORAL 4 PA; LA; methotrexate 1 PA; MO
TABLET 12 QL (84 per sodium (pf)
MG/DAY (4 MG 28 days) injection solution
X3) methotrexate 1 PA
LYTGOBI ORAL 4 PA; LA, sodium injection
TABLET 16 QL (112 per methotrexate 1 PA; MO
MG/DAY (4 MG 28 days) sodium oral
i(;”)FGOBI ORAL 4 PA; LA MVASI : PA;MO
TABLET 20 QL (140 per MYCAPSSA 4 PALA
MG/DAY (4 MG 28 days) mycophenolate 1 PA; MO
X 5) mofetil oral capsule
MATULANE 4 mycophenolate 4 PA; MO
megestrol oral 1 PA; MO mofetil ?ral
. suspension for
suspension 400 reconstitution
mgl10 ml (40
mglml) mycophenolate | PA; MO
megestrol oral 3 PA; MO mofetil oral tablet
suspension 625 mgl5 my Cjophenolate 3 PA; MO
ml (125 mglml) sodium
megestrol oral 1 PA; MO MYFORTIC 3 PA; MO
tablet MYHIBBIN 4 PA
MEKINIST 4 PA; MO; NEORAL 3 PA; MO
ORAL RECON QL (1200 NERLYNX 4 PA; MO:;
SOLN per 30 days) LA
MEKINIST 4 PA; MO; NEXAVAR 4 PA; MO;
ORAL TABLET QL (90 per LA; QL
0.5 MG 30 days) (120 per 30
MEKINIST 4 PA; MO; days)
ORAL TABLET 2 QL (30 per NILANDRON 4 PA;: MO
MG 30 days) nilutamide 4 PA; MO
MEKTOVI 4 i:’ 122/[1? ’ NINLARO 4 PA; MO;
i QL (3 per
(180 per 30 28 days)
days) 4
mercaptopurine 1 MO

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

This drug list was updated in August 2024.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
NUBEQA PA; MO; ORGOVYX 4 PA; LA;
LA; QL QL (30 per
(120 per 30 28 days)
days) ORSERDU ORAL 4 PA; QL (30
octreotide acetate PA; MO TABLET 345 MG per 30 days)
injection solution ORSERDU ORAL 4 PA; QL (90
1,000 mcglml, 500 TABLET 86 MG per 30 days)
megiml pazopanib 4 PA; MO;
octreotide acetate PA; MO QL (120 per
injection solution 30 days)
100 megfmi, 200 PEMAZYRE 4 PALA;
mcglml, 50 mcgiml QL (28 per
LQ?;SESS) PIQRAY ORAL 4 PA; MO:
p Y TABLET 200 QL (28 per
OGSIVEO ORAL PA; QL (56 MG/DAY (200 28 days)
TABLET 100 MG, per 28 days) MG X 1)
150 MG PIQRAY ORAL 4 PA;MO;
OGSIVEO ORAL PA; QL TABLET 250 QL (56 per
TABLET 50 MG (180 per 30 MG/DAY (200 28 days)
days) MG X1-50 MG
OJEMDA ORAL PA; QL (96 X1), 300 MG/DAY
SUSPENSION per 28 days) (150 MG X 2)
FOR POMALYST 4 PA; MO;
RECONSTITUTI LA; QL (21
ON per 28 days)
OJEMDA ORAL PA; QL (20 PROGRAFORAL 3  PA;MO
TABLET 500 per 28 days) CAPSULE 0.5
MG/WEEK (100 MG, 1 MG
MG X 5) PROGRAFORAL 4  PA;MO
OJJAARA PA; QL (30 CAPSULE 5 MG
per 30 days) PROGRAFORAL 3  PA; MO
ONTRUZANT PA GRANULES IN
ONUREG PA; MO; PACKET
QL (14 per PURIXAN 4
28 days)

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

This drug list was updated in August 2024.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier ts/Limits
QINLOCK PA; LA; RUXIENCE 4 PA; MO
QL (90 per RYDAPT 4 PA; MO;
30 days) QL (224 per
RAPAMUNE PA; MO 28 days)
ORAL TABLET 1 SANDIMMUNE 3 PA; MO
MG ORAL CAPSULE
RETEVMO ORAL PA; MO; SANDIMMUNE 3 PA
CAPSULE 40 MG LA:; QL ORAL
(180 per 30 SOLUTION
days) SANDOSTATIN 3 PA:MO
RETEVMO ORAL PA; MO; INJECTION
CAPSULE 80 MG LA; QL SOLUTION 100
(120 per 30 MCG/ML, 50
days) MCG/ML, 500
REVLIMID PA; MO; MCG/ML
LA; QL (28 SCEMBLIX 4 PA; QL
per 28 days) ORAL TABLET (120 per 30
REZLIDHIA PA; QL (60 100 MG days)
per 30 days) SCEMBLIX 4  PA;QL
REZUROCK PA; LA; ORAL TABLET (600 per 30
QL (30 per 20 MG days)
30 days) SCEMBLIX 4 PA; QL
RIABNI PA; MO ORAL TABLET (300 per 30
ROZLYTREK PA; MO; 40 MG days)
ORAL CAPSULE QL (150 per SIGNIFOR 4 PA
100 MG 30 days) SIKLOS ORAL 4 MO
ROZLYTREK PA; MO; TABLET 1,000
ORAL CAPSULE QL (90 per MG
200 MG 30 days) SIKLOS ORAL 3 MO
ROZLYTREK PA; MO:; TABLET 100 MG
ORAL PELLETS QL (336 per sirolimus oral 4 PA; MO
IN PACKET 28 days) colution
RUBRACA PA; MO; sirolimus oral tablet 3 PA; MO
LA; QL SOLTAMOX 4 MO
(120 per 30
days) SOMATULINE 4 PA; MO
DEPOT

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

This drug list was updated in August 2024.
23


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
sorafenib 4 PA; MO; tamoxifen 1 MO
QL (120 per TARGRETIN 4  PA;MO
30 days) TASIGNAORAL 4  PA;MO;
SPRYCEL ORAL 4 PA;MO; CAPSULE 150 QL (112 per
TABLET 100 MG, QLd(30 per MG, 200 MG 28 days)
égOMl\éG’ O MG, 30 days) TASIGNA ORAL 4  PA;MO;
CAPSULE 50 MG QL (120 per
SPRYCEL ORAL 4 PA; MO; 30 days)
%Aﬁ%}ET 20 MG, %L dfyos)per TAZVERIK 4  PA;LA
STIVARGA 4 PA: MO: TEPMETKO 4 PA; LA
QL (84 per THALOMID 4 PA;MO;
28 days) ORAL CAPSULE QL (28 per
sunitinib malate 4 PA; MO; 100 MG, 50 MG 28 days)
QL (30 per THALOMID 4 PA; QL (56
30 days) ORAL CAPSULE per 28 days)
SUTENT 4 PA; MO; 150 MG, 200 MG
QL (30 per TIBSOVO 4 PA
30 days) toremifene 4 MO
TABLOID 3 MO TRAZIMERA 4 PA; MO
TABRECTA 4 PA; MO TRELSTAR 3 PA; MO
tacrolimus oral 1 PA; MO INTRAMUSCUL
capsule AR SUSPENSION
FOR
TAFINLAR 4 PA; MO;
ORAL CAPSULE QL (120 per SIEICONSTITUTI
30 days) _—
TAFINLAR 4 PA;MO; l(re’;’f’om lastic) . v
ORAL TABLET QL (840 per antineoplastc
FOR 28 days) TREXALL 3 PA; MO
SUSPENSION TRUQAP 4 PA; QL (64
TAGRISSO 4 PA; MO; per 28 days)
LA; QL (30 TUKYSA ORAL 4 PA; LA;
per 30 days) TABLET 150 MG QL (120 per
TALZENNA 4  PA;MO; 30 days)
QL (30 per
30 days)

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

This drug list was updated in August 2024.
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TUKYSA ORAL 4  PA;LA; VIJOICE ORAL 4  PA;QL (56
TABLET 50 MG QL (300 per TABLET 250 per 28 days)
30 days) MG/DAY (200
TURALIO ORAL 4  PA;LA; MG X1-50 MG
CAPSULE 125 QL (120 per X1)
MG 30 days) VITRAKVIORAL 4  PA; MO;
TYKERB 4 PA:MO: CAPSULE 100 LA; QL (60
LA; QL MG per 30 days)
(180 per 30 VITRAKVIORAL 4  PA; MO;
days) CAPSULE 25 MG LA; QL
VANFLYTA 4 PA; QL (56 (180 per 30
per 28 days) days)
VENCLEXTA 2 PA; LA; VITRAKVI ORAL 4 PA; MO;
ORAL TABLET QL (60 per SOLUTION LA; QL
10 MG 30 days) (300 per 30
VENCLEXTA 4 PA:LA: days)
ORAL TABLET QL (180 per VIZIMPRO 4 PA;MO;
100 MG 30 days) QL (30 per
VENCLEXTA 4 PALA; 30 days)
ORAL TABLET QL (30 per VONJO 4  PA;QL
50 MG 30 days) (120 per 30
VENCLEXTA 4 PA:LA: days)
STARTING QL (42 per VOTRIENT 4 PA;MO;
PACK 180 days) QL (120 per
VERZENIO 4 PA;MO; 30 days)
LA; QL (60 WELIREG 4 PA; LA
per 30 days) XALKORI ORAL 4 PA; MO;
VIJOICE ORAL 4  PA;QL(28 CAPSULE QL (60 per
GRANULES IN per 28 days) 30 days)
PACKET XALKORI ORAL 4  PA;MO;
VIJOICE ORAL 4  PA;QL (28 PELLET 150 MG QL (180 per
TABLET 125 MG, per 28 days) 30 days)
50 MG XALKORI ORAL 4  PA;MO;
PELLET 20 MG, QL (120 per
50 MG 30 days)
XATMEP 3 PA;MO

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
XERMELO 4 PA; LA; ZYDELIG 4 PA; MO;
QL (84 per QL (60 per
28 days) 30 days)
XOSPATA 4 PA; LA; ZYKADIA 4 PA; MO;
QL (90 per QL (90 per
30 days) 30 days)
XPOVIO 4 PA; LA ZYTIGA ORAL 4 PA; MO;
XTANDI ORAL 4 PA; MO:; TABLET 250 MG QL (120 per
CAPSULE QL (120 per 30 days)
30 days) ZYTIGA ORAL 4 PA; MO;
XTANDI ORAL 4 PA; MO; TABLET 500 MG QL (60 per
TABLET 40 MG QL (120 per 30 days)
30 days) AUTONOMIC
XTANDI ORAL 4 PA; MO; | CNS DRUGS,
TABLET 80 MG QL (60 per NEUROLOGY
30 days)
PSYCH
YONSA 4 PA; MO; L
QL (120 per ANTICONVULS
30 days) ANTS
TABLET LA; QL (30 TABLET 200 MG (180 per 30
per 30 days) days)
ZELBORAF 4  PA;MO; APTIOM ORAL Z MO; QL
QL (240 per TABLET 400 MG (90 per 30
30 days) days)
ZIRABEV 4  PA;MO APTIOM ORAL 4  MO;QL
ZOLINZA 4 PA; MO; TABLET 600 MG, (60 per 30
QL (120 per 800 MG days)
30 days) BANZEL PA; MO
ZORTRESS 3 PA; MO BRIVIACT 3 MO:; QL
ORAL TABLET INTRAVENOUS (600 per 30
0.25 MG days)
ZORTRESS 4  PAMO BRIVIACTORAL 4  MO;QL
ORAL TABLET SOLUTION (600 per 30
0.5 MG, 0.75 MG, days)

1 MG

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

This drug list was updated in August 2024.
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BRIVIACT ORAL 4 MO; QL clonazepam oral | MO; QL
TABLET (60 per 30 tablet,disintegrating (300 per 30
days) 2 mg days)
carbamazepine oral | MO DEPAKOTE MO
capsule, er DEPAKOTE ER MO
multiphase 12 hr DEPAKOTE MO
carbaquepine oral 1 MO SPRINKLES
e 100 mgl3 DIACOMIT 4  PALA
carbamazepine oral 1 MO diazepam rectal . MO
tablet DILANTIN 30 MO
carbamazepine oral 1 MO MG
tablet extended DILANTIN 3 MO
release 12 hr EXTENDED 100
carbamazepine oral 1 MO MG
tablet,chewable DILANTIN 3 MO
CARBATROL MO INFATABS
CELONTIN MO DILANTIN-125 3 MO
ORAL CAPSULE divalproex 1 MO
300 MG EPIDIOLEX 4 PA; MO;
clobazam oral 3 PA; MO; LA
suspension QL (480 per epitol | MO
30 days) EPRONTIA 3 PA;MO
clobazam oral tablet 3 PA; MO; EQUETRO 3 MO
%L d(a63?s)p °r ethosuximide 1 MO
clonazepam oral 1 MO; QL Jelbamate . MO
tablet 0.5 mg, 1 mg (90 per 30 FELBATOL 4 MO
days) ORAL TABLET
clonazepam oral 1 MO; QL FINTEPLA 4 PA; LA;
tablet 2 mg (300 per 30 QL (360 per
days) 30 days)
clonazepam oral 1 MO; QL FYCOMPA 4 MO; QL
tablet, disintegrating (90 per 30 ORAL (720 per 30
0.125 mg, 0.25 mg, days) SUSPENSION days)

0.5 mg, 1 mg

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

This drug list was updated in August 2024.
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FYCOMPA 4 MO; QL GRALISE ORAL 3 PA; MO;

ORAL TABLET (30 per 30 TABLET QL (60 per

10 MG, 12 MG, 8 days) EXTENDED 30 days)

MG RELEASE 24 HR

FYCOMPA 3 MO; QL 450 MG, 750 MG,

ORAL TABLET 2 (60 per 30 900 MG

MG days) GRALISE ORAL 3 PA; MO;

FYCOMPA 4  MO;QL TABLET QL (90 per

ORAL TABLET 4 (60 per 30 EXTENDED 30 days)

MG, 6 MG days) RELEASE 24 HR

gabapentin oral 1 MO; QL 600 MG

capsule 100 mg, 400 (270 per 30 KEPPRA ORAL MO

mg days) KEPPRA XR MO

gabapentin oral 1 MO; QL KLONOPIN MO; QL

capsule 300 mg (360 per 30 ORAL TABLET (90 per 30
days) 0.5 MG, 1 MG days)

gabapentin oral 1 MO; QL KLONOPIN 3 MO; QL

solution 250 mgl5 (2160 per ORAL TABLET 2 (300 per 30

ml 30 days) MG days)

gabapentin oral 1 MO; QL lacosamide oral 3 MO; QL

tablet 600 mg (180 per 30 solution (1200 per
days) 30 days)

gabapentin oral 1 MO; QL lacosamide oral 3 MO; QL

tablet 800 mg (120 per 30 tablet 100 mg, 150 (60 per 30
days) mg, 200 mg days)

gabapentin oral 1 PA; MO; lacosamide oral 3 MO; QL

tablet extended QL (30 per tablet 50 mg (120 per 30

release 24 hr 300 mg 30 days) days)

gabapentin oral 1 PA; MO; LAMICTAL ODT MO

tablet extended QL (90 per LAMICTAL MO

release 24 hr 600 mg 30 days) ORAL TABLET

GRALISE ORAL 3 PA; MO; LAMICTAL 3 MO

TABLET QL (30 per ORAL TABLET,

EXTENDED 30 days) CHEWABLE

RELEASE 24 HR DISPERSIBLE 25

300 MG MG. 5 MG

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

STARTER solution 100 mgiml

(BLUE) KIT levetiracetam oral 1 MO

LAMICTAL 3 MO tablet

STARTER levetiracetam oral 1 MO

(GREEN) KIT tablet extended

LAMICTAL 3 MO release 24 hr

STARTER LIBERVANT 4 PA;QL(10

(ORANGE) KIT per 30 days)

LAMICTAL XR MO LYRICA CR 3 PA;MO;

LAMICTAL XR MO ORAL TABLET QL (30 per

STARTER EXTENDED 30 days)

(BLUE) RELEASE 24 HR

LAMICTAL XR 3 MO 165 MG, 82.5 MG

STARTER LYRICA CR 3 PA; MO;

(GREEN) ORAL TABLET QL (60 per

LAMICTAL XR 3 MO EXTENDED 30 days)

STARTER RELEASE 24 HR

(ORANGE) 330 MG

lamotrigine oral 1 MO LYRICA ORAL 3 MO; QL

tablet CAPSULE 100 (90 per 30
— MG, 150 MG, 200 days)

ia;nlo;rlgme oral 1 MO MG. 25 MG. 50

woet MG, 75 MG

disintegrating, dose

Pk LYRICA ORAL 3 MO; QL
- CAPSULE 225 (60 per 30

lamotrigine oral 1 MO MG. 300 MG days)

tablet extended

release 24hr LYRICA ORAL 3 MO; QL

lamotrigine oral 1 MO SOLUTION Elgaoos)p er 30

tablet, chewable y

dispersible methsuximide 3 MO

lamotrigine oral 3 MO MOTPOLY XR 3 ST; MO;

tablet,disintegrating ORAL QL (120 per

lamotrizine oral 1 MO CAPSULE,EXTE 30 days)

e NDED RELEASE

avlets,dose pac 24HR 100 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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MOTPOLY XR 4 ST; MO; phenobarbital oral 3 PA; MO
ORAL QL (60 per elixir
CAPSULE,.EXTE 30 days) phenobarbital oral 1 PA
NDED RELEASE tablet 100 mg, 15
24HR 150 MG, 200 mg, 30 mg, 60 mg
MG phenobarbital oral 1 PA; MO
MYSOLINE 4 MO tablet 16.2 mg, 32.4
NAYZILAM 2 PA; MO; mg, 64.8 mg, 97.2

QL (10 per mg

30 days) PHENYTEK 3 MO
NEURONTIN 3 MO:; QL phenytoin oral 1 MO
ORAL CAPSULE (270 per 30 suspension 125 mgl5
100 MG, 400 MG days) ml
NEURONTIN 3 MO; QL phenytoin oral 1 MO
ORAL CAPSULE (360 per 30 tablet,chewable
300 MG days) phenytoin sodium 1 MO
NEURONTIN 3 MO; QL extended oral
ORAL (2160 per capsule 100 mg
SOLUTION 30 days) . 5

phenytoin sodium 1

NEURONTIN 3 MO; QL extended oral
ORAL TABLET (180 per 30 capsule 200 mg, 300
600 MG days) mg
NEURONTIN 3 MO; QL pregabalin oral 1 MO; QL
ORAL TABLET (120 per 30 capsule 100 mg, 150 (90 per 30
800 MG days) mg, 200 mg, 25 mg, days)
ONFI ORAL 4 PA; MO; 50 mg, 75 mg
SUSPENSION QL (480 per pregabalin oral 1 MO; QL

30 days) capsule 225 mg, 300 (60 per 30
ONFI ORAL 4 PA; MO; mg days)
TABLET QL (60 per pregabalin oral 1 MO; QL

30 days) solution (900 per 30
oxcarbazepine oral 3 MO days)
suspension pregabalin oral 1 PA; MO;
oxcarbazepine oral 1 MO tablet extended QL (30 per
tablet release 24 hr 165 30 days)
OXTELLAR XR 3 MO mg, §2.5 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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pregabalin oral 1 PA; MO; TEGRETOL 3 MO
tablet extended QL (60 per ORAL
release 24 hr 330 mg 30 days) SUSPENSION
PRIMIDONE 3 MO TEGRETOL 3 MO
ORAL TABLET ORAL TABLET
125 MG TEGRETOL XR 3 MO
primidone oral 1 MO tiagabine 3 MO
;‘Z let 250 mg, 50 TOPAMAX 3 PA;MO
QUDEXY XR 3 PA: MO topiramate Qral 1 PA; MO
capsule, sprinkle
roweepra oral tablet 1 MO topiramate oral 1 PA: MO
500 mg
capsule,extended
rufinamide oral 4 PA; MO release 24hr 100
suspension mg, 25 mg, 50 mg
rufinamide oral 3 PA; MO topiramate oral 4 PA; MO
tablet 200 mg capsule,extended
rufinamide oral 4 PA; MO release 24hr 200 mg
tablet 400 mg topiramate oral 1 PA; MO
SABRIL 4 PA; MO; capsule,sprinkle,er
LA 24hr
SPRITAM 3 MO topiramate oral 1 PA; MO
subvenite 1 MO tablet
subvenite starter | MO TRILEPTAL 3 MO
(blue) kit TROKENDI XR 3 PA; MO
subvenite starter | MO ORAL
(green) kit CAPSULE,.EXTE
bvenite start 1 MO NDED RELEASE
“;“ rem j i 24HR 100 MG, 25
s;rlav’;i:z/;N 4  PA;MO M, 50 MG
ORAL FILM 10 QL (60 per TROKENDI XR 4 PA; MO
MG, 20 MG 30 days) ORAL
: y CAPSULE.EXTE
SYMPAZAN 3 PA; MO; NDED RELEASE
ORAL FILM 5 QL (60 per 24HR 200 MG
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 viii. To confirm your plan’s
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valproic acid (as | MO XCOPRI 4 MO; QL

sodium salt) oral TITRATION (28 per 180

solution 250 mgl5 PACK ORAL days)

ml TABLETS,DOSE

VALTOCO 2 PA; MO; PACK 150 MG

QL (10 per (14)- 200 MG (14),

30 days) 50 MG (14)- 100
vigabatrin 4 PA; MO; MG (14)

LA ZARONTIN 3 MO
vigadrone 4 PA; LA (Z)(liiiGC%ﬁ;gIULE 3 PA; MO
gfﬁﬁg ORAL j }1:4% L(?L 100 MG, 25 MG
SOLUTION (1200 per ZONISADE 4 PAMO

30 days) zonisamide 1 PA; MO
VIMPAT ORAL 4  MO;QL ZTALMY 4 PAJLA;
TABLET 100 MG, (60 per 30 QL (1100
150 MG, 200 MG days) per 30 days)
VIMPAT ORAL 3 MO;QL ANTIPARKINS
TABLET 50 MG (120 per 30 ONISM

days) AGENTS
XCOPRI 4 MO; QL APOKYN 4 PA; MO;
MAINTENANCE (56 per 28 LA; QL (90
PACK days) per 30 days)
XCOPRIORAL 4 MO; QL apomorphine 4 PA; QL (90
TABLET 100 MG, (30 per 30 per 30 days)
25 MG, 50 MG days) AZILECT 3 MO
XCOPRI ORAL 4 MO; QL ; :
TABLET 150 MG, (60 per 30 benztrop.me' oral 1 PA; MO
200 MG days) bromocriptine 3 MO
XCOPRI 3 MO:; QL carbidopa 3 MO
TITRATION (28 per 180 carbidopa-levodopa 1 MO
PACK ORAL days) oral tablet
TABLETS,DOSE carbidopa-levodopa 1 MO
PACK 12.5 MG oral tablet extended

(14)- 25 MG (14)

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

This drug list was updated in August 2024.
32


http://www.express-scripts.com

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

carbidopa-levodopa | PARLODEL 3 MO
oral ORAL CAPSULE
tablet,disintegrating PARLODEL 3
carbidopa-levodopa- 3 MO ORAL TABLET
entacapone pramipexole 1 MO
COMTAN 3 rasagiline 3 MO
DHIVY 3 MO ropinirole oral 1 MO
DUOPA 4 PA; MO tablet
entacapone 3 MO ropinirole oral 3 MO
GOCOVRI ORAL 4 PA;QL (60 tablet extended
CAPSULE,EXTE per 30 days) release 24 hr
NDED RELEASE RYTARY 3 MO
24HR 137 MG selegiline hcl 1 MO
GOCOVRI ORAL 4 PA; QL (30 SINEMET ORAL 3 MO
CAPSULE.EXTE per 30 days) TABLET 10-100
NDED RELEASE MG, 25-100 MG
f;ill:f]SAS MG i PA: OL STALEVO 100 3 MO
INHALATION (300 per 30 STALEVO 125 : MO
CAPSULE, days) STALEVO 150 3 MO
W/INHALATION STALEVO 200 3 MO
DEVICE STALEVO 50 3 MO
LODOSYN 3 MO STALEVO 75 3 MO
NEUPRO 3 MO TASMAR ORAL 4  PA;MO
NOURIANZ 4 PA; MO; TABLET 100 MG

LA; QL (30 tolcapone 4 PA

per 30 days) trihexyphenidyl oral 1 MO
ONGENTYS 3 PA; MO; tablet

QL (30 per XADAGO 4 MO

30 days)
OSMOLEX ER 3 PA:QL (30 ZELAPAR 4 PAMO
ORAL TABLET, per 30 days)
IR - ER,
BIPHASIC 24HR

129 MG, 193 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
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MIGRAINE / ergotamine-caffeine 1 MO
CLUSTER FROVA 3 MO:QL
HEADACHE (27 per 28
THERAPY days)
AIMOVIG 2 PA; MO:; frovatriptan 1 MO; QL
AUTOINJECTOR QL (1 per (27 per 28
30 days) days)
ATOVY 3 PA: MO: IMITREX ORAL 3 MO;QL
AUTOINJECTOR QL (1.5 per TABLET 100 MG, (18 per 28
30 days) 25 MG days)
AJOVY SYRINGE 3 PA; MO; IMITREX ORAL 3 QL (18 per
QL (1.5 per TABLET 50 MG 28 days)
30 days) IMITREX 3 MO;QL@8
almotriptan malate 1 MO; QL STATDOSE per 28 days)
(16 per 28 SUBCUTANEOU
days) S PEN INJECTOR
dihydroergotamine 4 QL (8 per 4 MG/0.5 ML
nasal 28 days) IMITREX 3 MO:; QL (8
cletriptan 1 MO: QL STATDOSE per 28 days)
(18 73 REFILL
q p)er SUBCUTANEOU
ays S CARTRIDGE 6
ELYXYB 3 PA; MO; MG/0.5 ML
QL (57.6 )
23 d MAXALT ORAL 3 MO; QL
per 28 days) TABLET 10 MG (24 per 28
EMGALITY PEN 2 PA; MO; days)
%Ld(z pet MAXALT-MLT 3 MO:;QL
ays) ORAL (24 per 28
EMGALITY 2 PA;MO; TABLET,DISINT days)
SUBCUTANEOU QL (2 per EGRATING 10
S SYRINGE 120 30 days) MG
:II\SI}(/}I\I/SLITY 4 PA; MO igergo! : MO
SUBCUTANEOU QL (3 per MIGRANAL 4 %Ldf IS’)er
S SYRINGE 300 30 days) Y
MG/3 ML (100 naratriptan 1 MO; QL
MG/ML X 3) (18 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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NURTEC ODT 2 PA; QL (16 sumatriptan 3 MO; QL (8
per 30 days) succinate per 28 days)
ONZETRA 3 MO; QL subcutaneous
XSAIL (32 per 28 solution
days) sumatriptan- 1 MO; QL
QULIPTA D PA; MO:; naproxen (18 per 28
QL (30 per days)
30 days) TOSYMRA 3 MO; QL
RELPAX 3 MO;QL (24 per 28
(18 per 28 days)
days) TREXIMET 3 MO; QL
REYVOW ORAL 3 PA;QL(16 (18 per 28
TABLET 100 MG per 30 days) days)
REYVOW ORAL 3 PA;QL(8 UBRELVY 2 PAJQL(20
TABLET 50 MG per 30 days) per 30 days)
rizatriptan 1 MO; QL ZAVZPRET 4 PA; MO;
(24 per 28 QL (6 per
days) 28 days)
sumatriptan 3 MO; QL ZEMBRACE 4 MO; QL (8
(18 per 28 SYMTOUCH per 28 days)
days) zolmitriptan nasal 1 MO; QL
sumatriptan 1 MO:; QL spray,non-aerosol 5 (18 per 28
succinate oral (18 per 28 mg days)
days) zolmitriptan oral 1 MO; QL
sumatriptan 3 QL (8 per (18 per 28
succinate 28 days) days)
subcutaneous ZOMIG NASAL 3 MO; QL
cartridge 6 mgl0.5 SPRAY,NON- (18 per 28
ml AEROSOL 5 MG days)
sumatriptan 3 QL (8 per MISCELLANEO
succinate 28 days) US
subcutaneous pen NEUROLOGICA
injector 4 mgl0.5 ml L THERAPY
sumqtrlptan 3 MO; QL (8 ADLARITY 3 MO
succinate per 28 days)
subcutaneous pen
injector 6 mgl0.5 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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AMPYRA 4 PA; MO; AUSTEDO XR 4 PA; MO;
LA; QL (60 TITRATION QL (42 per
per 30 days) KT(WK1-4) 180 days)
ARICEPT 3 MO ORAL TABLET,
EXT REL 24HR
AUBAGIO 4 g}‘:’ (%Op’er DOSE PACK 6
30 days) MG (14)-12 MG
AUSTEDO ORAL 4 PA; MO; (1924 MG 1)
TABLET 12 MG, 9 QL (120 per BAFIERTAM 4 PAMO;
MG 30 days) QL (120 per
AUSTEDO ORAL 4 PA; MO; 30 days)
TABLET 6 MG QL (60 per COPAXONE 4 PAMO;
30 days) SUBCUTANEOU QL (30 per
S SYRINGE 20 30 days)
AUSTEDO XR 4 PA; MO; MG/ML
ORAL TABLET QL (90 per COPAXONE 4 PA: MO:
EXTENDED 30 days)
RELEASE 24 HR SUBCUTANEOU QL (12 per
12 MG S SYRINGE 40 28 days)
AUSTEDO XR 4 PA; MO; MG/ML
ORAL TABLET QL (60 per dalfampridine . P’;‘j 2%0;
EXTENDED 30 days) ?0 d(a S)per
RELEASE 24 HR Y
24 MG DAYBUE 4 PA; LA
AUSTEDO XR 4 PA: MO; dimethyl fumarate 4 PA; MO;
ORAL TABLET QL (30 per oral capsule,delayed QL (14 per
EXTENDED 30 days) release(drlec) 120 30 days)
RELEASE 24 HR mg
30 MG, 36 MG, 42 dimethyl fumarate 4 PA; MO;
MG, 48 MG oral capsule,delayed QL (120 per
AUSTEDO XR 4 PA; MO:; release(drlec) 120 180 days)
ORAL TABLET QL (210 per mg (14)-240 mg
EXTENDED 30 days) (46)
RELEASE 24 HR dimethyl fumarate 4 PA; MO;
6 MG oral capsule,delayed QL (60 per
release(drlec) 240 30 days)

mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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donepezil oral tablet 1 MO glatopa 4 PA; MO;
10 mg, 5 mg subcutaneous QL (30 per
donepezil oral tablet 3 MO syringe 20 mglml 30 days)
23 mg glatopa 4 PA; MO;
donepezil oral 1 MO sub‘cutaneous QL (12 per
tablet,disintegrating syringe 40 mglml 28 days)
EVRYSDI 4 PA; MO; HORIZANT 3 PA; MO;

LA; QL ORAL TABLET QL (30 per

(240 per 30 EXTENDED 30 days)

days) RELEASE 300
EXELON PATCH 3 MO Il\-I/IC()}RIZANT 3 A MO
Jingolimod 4 Ic)g/i; (lg/loo;er ORAL TABLET QL (60 per

30 da S)p EXTENDED 30 days)

Y RELEASE 600
FIRDAPSE 4 PA; LA MG
galantamine oral | MO INGREZZA 4 PA; LA;
capsule,ext rel. QL (30 per
pellets 24 hr 30 days)
galantamine oral 3 MO INGREZZA 4 PA; LA;
solution INITIATION QL (28 per
galantamine oral 1 MO PK(TARDIV) 180 days)
tablet INGREZZA 4  PA;LA;
GILENYA ORAL 4 PA; QL (30 SPRINKLE QL (30 per
CAPSULE 0.25 per 30 days) 30 days)
MG KESIMPTA PEN 4  PA; MO;
GILENYA ORAL 4 PA; MO; QL (1.6 per
CAPSULE 0.5 MG QL (30 per 28 days)

30 days) KEVEYIS 4 PA
glatiramer 4 PA;QL (30 MAVENCLAD 4 PA; MO;
subcutaneous per 30 days) (10 TABLET LA; QL (40
syringe 20 mglml PACK) per 720
glatiramer 4 PA; QL (12 days)
subcutaneous per 28 days) MAVENCLAD (4 4 PA; MO:;
syringe 40 mglml TABLET PACK) LA; QL (16

per 720
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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MAVENCLAD (5 4 PA; MO; memantine oral 1 PA; MO
TABLET PACK) LA; QL (20 tablet
per 720 MEMANTINE 3 PA;MO
days) ORAL
MAVENCLAD (6 4 PA; MO; TABLETS,DOSE
TABLET PACK) LA; QL (24 PACK
per 720 NAMENDA 3 PA;MO
days) TITRATION PAK
MAVENCLAD (7 4  PA;MO; NAMENDA XR 3 PA
TABLET PACK) LA; QL (28 ORAL
per 720 CAPSULE,SPRIN
days) KLE,ER 24HR 14
MAVENCLAD (8 4 PA; MO; MG, 28 MG
TABLET PACK) LA; QL (32 NAMENDA XR 3 PA; MO
per 720 ORAL
days) CAPSULE,SPRIN
MAVENCLAD (9 4 PA; MO; KLE,ER 24HR 21
TABLET PACK) LA; QL (36 MG
per 720 NAMZARIC 2 PA
days) ORAL
MAYZENT 4 PA; MO; CAP,SPRINKLE,
ORAL TABLET QL (120 per ER 24HR DOSE
0.25MG 30 days) PACK
MAYZENT 4 PA; MO; NAMZARIC 2 PA; MO
ORAL TABLET 1 QL (30 per ORAL
MG, 2 MG 30 days) CAPSULE,SPRIN
MAYZENT 3 PA; MO; KLE,ER 24HR
STARTER(FOR QL (7 per NUEDEXTA 4 PA; MO
IMG MAINT) 180 days) ormalvi 4 PA
MAYZENT B A MO; PONVORY 4 PA;MO;
STARTER(FOR QL (12 per QL (30 per
2MG MAINT) 180 days) 30 days)
memantine oral 3 PA; MO PONVORY 14- 4 PA: MO;
capsule,sprinkle, er DAY STARTER QL (14 per
24hr PACK 180 days)
memantine oral 1 PA; MO RADICAVA ORS 4 PA; MO
solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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RADICAVA ORS 4 PA; MO VUMERITY 4 PA; MO;
STARTER KIT QL (120 per
SUSP 30 days)
rivastigmine 3 MO WAINUA 4 PA; LA;
rivastigmine tartrate 1 MO QL (0.8 per
SKYCLARYS 4  PALA 28 days)
TASCENSOODT 4 MO AN . oL
TECFIDERA 4  PA;MO; 12.5 MG (240 per 30
ORAL LA; QL (14 days)
CAPSULE,DELA per 30 days) NENAZINE 4 PA: MO:
YED ’ ’
ORAL TABLET LA; QL
RELEASE(DR/EC 25 MG (120 ger 30
) 120 MG days)
TECFIDERA 4 PA; MO; ZEPOSIA 4 PA: MO
ORAL LA; QL QL’ (30 p’er
CAPSULE,DELA (120 per 30 days)
YED 180 days) y
RELEASE(DR/EC ZEPOSIA 4 PA; MO;
) 120 MG (14)- 240 STARTER KIT QL (28 per
MG (46) (28-DAY) 180 days)
TECFIDERA 4  PA; MO; ZEPOSIA 4 PATMO;
ORAL LA; QL (60 STARTER PACK QL (7 per
CAPSULE,DELA per 30 days) (7-DAY) 180 days)
YED MUSCLE
RELEASE(DR/EC RELAXANTS /
) 240 MG ANTISPASMOD
TEGSEDI 4 PA; MO; IC THERAPY
LA BACLOFEN 3 MO
teriflunomide 4 PA; MO:; ORAL
QL (30 per SOLUTION 10
30 days) MG/5 ML (2
tetrabenazine oral 4 PA; MO; MG/ML)
tablet 12.5 mg QL (240 per baclofen oral 4 MO
30 days) suspension
tetrabenazine oral 4 PA; MO; baclofen oral tablet 1 MO
tablet 25 mg QL (120 per 10 mg, 20 mg, 5 mg
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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BACLOFEN 3 MO NARCOTIC
ORAL TABLET ANALGESICS
15 MG
. acetaminophen-caff- 1 QL (300 per
cyclobenzaprine 3 PA; MO dihydrocod 30 days)

[ tablet 10 mg, 5
Z:g avie e acetaminophen- 1 MO; QL

: codeine oral solution (4500 per
cyclobenzaprine 1 PA; MO 120-12 mgl5 ml 30 days)

[ tablet 7.5
orat tabre ne acetaminophen- 1 MO; QL
DANTRIUM 3 MO codeine oral tablet (360 per 30
ORAL CAPSULE 300-15 mg, 300-30 days)

25 MG mg
dantrolene oral 3 MO acetaminophen- 1 MO:; QL
FEXMID 3 PA codeine oral tablet (180 per 30
FLEQSUVY 4 MO 300-60 mg days)
LYVISPAH 3 MO BELBUCA 2 PA;MO;
MESTINON 4 MO QL (60 per
ORAL 30 days)
MESTINON 4 MO bug;enorplhine hel 1 MO
TIMESPAN sublingua

buprenorphine 3 PA; MO;
OZOBAX DS 4 ’ ’

— transdermal patch QL (4 per
pyridostigmine 1 MO 28 days)
bromide oral syrup BUTRANS 3 PA: MO:
PYRIDOSTIGMI 3 MO QL (4 per
NE BROMIDE 28 days)
ORAL TABLET
30 MG codeine sulfate 1 MO; QL

o (180 per 30
pyridostigmine 1 MO days)
bromide oral tablet DILAUDID 3 MO: QL
60 i

ne ORAL LIQUID (2400 per
pyridostigmine 1 30 days)
bromide oral tablet DILAUDID 3 MO: QL

tended rel ’
cxtendedreledse ORAL TABLET (180 per 30
tizanidine 1 MO days)
ZANAFLEX 3 MO
ZILBRYSQ 4 PA; LA

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

This drug list was updated in August 2024.
40


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
endocet 1 MO; QL FENTORA 4 PA; MO;
(360 per 30 QL (120 per
days) 30 days)
fentanyl citrate 4 PA; MO; hydrocodone | PA; MO;
buccal lozenge on a QL (120 per bitartrate, oral only, QL (90 per
handle 1,200 mcg, 30 days) er 12hr 30 days)
1,600 mcg, 400 mcg, hydrocodone 4 PA; MO;
600 mcg, 800 mcg bitartrate, oral QL (60 per
fentanyl citrate 3 PA; MO; only,ext.rel.24 hr 30 days)
buccal lozenge on a QL (120 per 100 mg, 120 mg
handle 200 mcg 30 days) hydrocodone 1 PA; MO;
FENTANYL 4 PA; QL bitartrate, oral QL (60 per
CITRATE (120 per 30 only,ext.rel.24 hr 20 30 days)
BUCCAL days) mg, 30 mg, 40 mg,
TABLET, 60 mg, 80 mg
EFFERVESCENT hydrocodone- 1 MO; QL
400 MCG, 800 acetaminophen oral (5550 per
MCG solution 7.5-325 30 days)
FENTANYL 4 PA; MO; mgll5 ml
CITRATE QL (120 per hydrocodone- 1 MO:; QL
BUCCAL 30 days) acetaminophen oral (390 per 30
TABLET, tablet 10-300 mg, 5- days)
EFFERVESCENT 300 mg, 7.5-300 mg
600 MCG hydrocodone- 1 MO; QL
Jentanyl 3 PA; MO; acetaminophen oral (360 per 30
transdermal patch QL (10 per tablet 10-325 mg, 5- days)
72 hour 100 mcglhr, 30 days) 325 mg, 7.5-325 mg
12 meglhr, 25 hydrocodone- 1 MO; QL
meglhr, 30 meglhr, ibuprofen (50 per 30
75 mcglhr P da E)
Sfentanyl 1 PA; MO; ’
transdermal patch QL (10 per hy drqmorp h one 3
72 hour 37.5 30 days) (p]) injection
solution 10 (mglml)
mcglhour, 62.5 (5ml), 10 mglml
mcglhour, 87.5 ’
meglhour hydromorphone oral 3 MO; QL
liquid (2400 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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hydromorphone oral 1 MO; QL morphine oral 1 PA; MO;
tablet (180 per 30 capsule, er QL (60 per
days) multiphase 24 hr 30 days)
hydromorphone oral 3 PA; MO; morphine oral 1 PA; MO;
tablet extended QL (60 per capsule,extend.relea QL (90 per
release 24 hr 30 days) se pellets 10 mg, 100 30 days)
HYSINGLA ER, 4  PA; MO; mg, 20 mg, 30 mg,
ORAL QL (60 per 50 mg, 60 mg, 80
ONLY,EXT.REL. 30 days) mg
24 HR 100 MG, morphine oral 1 MO; QL
120 MG, 80 MG solution (900 per 30
HYSINGLA ER, 3 PA;MO; days)
ORAL QL (60 per morphine oral tablet 1 MO; QL
ONLY,.EXT.REL. 30 days) (180 per 30
24 HR 20 MG, 30 days)
MG, 40 MG, 60 morphine oral tablet 1 PA; MO;
MG extended release QL (120 per
levorphanol tartrate 4 MO; QL 30 days)
(120 per 30 MS CONTIN 4  PA;MO;
days) ORAL TABLET QL (120 per
methadone oral 1 PA; MO; EXTENDED 30 days)
solution 10 mgl5 ml QL (600 per RELEASE 100
30 days) MG, 200 MG, 60
methadone oral 1 PA; MO; MG
solution 5 mgl5 ml QL (1200 MS CONTIN 3 PA; MO;
per 30 days) ORAL TABLET QL (120 per
methadone oral 1 PA; MO; EXTENDED 30 days)
tablet 10 mg QL (120 per RELEASE 15 MG,
30 days) 30 MG
methadone oral 1 PA; MO; NALOCET 3 MO; QL
tablet 5 mg QL (240 per (390 per 30
30 days) days)
morphine 1 MO:; QL oxycodone oral 1 MO; QL
concentrate oral (900 per 30 capsule (360 per 30
solution days) days)

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

This drug list was updated in August 2024.
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oxycodone oral 3 MO; QL OXYCONTIN, 2 PA; MO;
concentrate (180 per 30 ORAL ONLY, QL (90 per
days) EXT.REL.12 HR 30 days)
oxycodone oral | MO; QL 10 MG, 15 MG, 20
solution (1200 per MG, 30 MG, 40
30 days) MG, 60 MG
oxycodone oral 1 MO; QL OXYCONTIN, 4 PA; MO;
tablet 10 mg, 15 mg, (180 per 30 ORAL ONLY, QL (60 per
20 mg, 30 mg days) EXT.REL.12 HR 30 days)
oxycodone oral 1 MO; QL BOMG
tablet 5 mg (360 per 30 oxymorphone oral 1 MO; QL
days) tablet 10 mg (360 per 30
OXYCODONE 3 PA;QL (90 days)
ORAL per 30 days) oxymorphone oral 1 MO; QL
TABLET,ORAL tablet 5 mg (180 per 30
ONLY,EXT.REL. days)
12 HR 10 MG, 20 oxymorphone oral 1 PA; MO;
MG tablet extended QL (90 per
oxycodone- 1 QL (1860 release 12 hr 10 mg, 30 days)
acetaminophen oral per 30 days) 15 mg, 20 mg, 30
solution 5-325 mgl5 mg, 5 mg, 7.5 mg
ml oxymorphone oral 4 PA; MO;
oxycodone- 4 QL (390 per tablet extended QL (90 per
acetaminophen oral 30 days) release 12 hr 40 mg 30 days)
tablet 10-300 mg, 5- PERCOCET 3 MO; QL
300 mg, 7.5-300 mg (360 per 30
oxycodone- 1 MO; QL days)
acetaminophen oral (360 per 30 PROLATE ORAL 4 MO; QL
tablet 10-325 mg, 5- days) SOLUTION (2000 per
325 mg, 7.5-325 mg 30 days)
oxycodone- 1 QL (360 per prolate oral tablet 1 MO; QL
acetaminophen oral 30 days) (390 per 30
tablet 2.5-325 mg days)
ROXICODONE 3 MO; QL
ORAL TABLET (180 per 30
15 MG, 30 MG days)

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

This drug list was updated in August 2024.
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ROXYBOND 3 MO; QL buprenorphine- MO; QL
ORAL TABLET, (180 per 30 naloxone sublingual (90 per 30
ORAL ONLY 15 days) tablet 8-2 mg days)
MG, 30 MG butorphanol nasal MO; QL
ROXYBOND 3 MO; QL (10 per 28
ORAL TABLET, (360 per 30 days)
ORAL ONLY 5 days) CAMBIA ST: MO;
MG QL (9 per
SEGLENTIS 3 ST; MO; 30 days)
QL (120 per CELEBREX MO
30 days) celecoxib MO
SUBLOCADE 4 MO CONZIP PA: MO:
TREZIX 3 QL (300 per QL (30 per
30 days) 30 days)
XTAMPZA ER 3 PA; MO; DAYPRO ST: MO
%Ld(fosfer DICLOFENAC PA; QL (60
ON y EPOLAMINE per 30 days)
) diclofenac MO
NARCOTIC potassium oral
ANALGESICS capsule
ARTHROTEC 50 3 ST; MO diclofenac MO; QL (9
ARTHROTEC 75 3 ST; MO potassium oral per 30 days)
buprenorphine- 1 MO; QL P ?wder in packet
naloxone sublingual (60 per 30 diclofe enac MO
film 12-3 mg days) potassium oral
buprenorphine- 1 MO; QL ta.zblez 25 mg
naloxone sublingual (360 per 30 diclofe enac MO
film 2-0.5 mg days) potassium oral
buprenorphine- 1 MO; QL ta.zblet S0 mg :
naloxone sublingual (90 per 30 diclofenac sodium MO
film 4-1 mg, 8-2 mg days) oral
buprenorphine- 1 MO’ QL diCIOfenaC SOdium MO, QL
naloxone sublingual (360 per 30 topical drops (300 per 28
tablet 2-0.5 mg days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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diclofenac sodium 4 MO; QL ketoprofen oral 1
topical solution in (224 per 28 capsule 25 mg, 50
metered-dose pump days) mg
diclofenac- 3 MO ketoprofen oral | MO
misoprostol capsule,ext rel.
diflunisal 1 MO pellets 24 hr 200 mg
etodolac oral | MO KLOXXADO 3 MO
capsule LICART 3 PA; MO;
etodolac oral tablet 1 MO QL (30 per
etodolac oral tablet 3 MO 30 days)
extended release 24 LODINE ORAL 3 ST
hr TABLET
fenoprofen oral 1 lofena 4 MO
tablet LUCEMYRA 4 PA; MO
FLECTOR 3 PA; MO; meclofenamate | MO

QL (60 per mefenamic acid 1 MO

30 days) .

: meloxicam oral 1 MO; QL
Sflurbiprofen oral 1 MO tablet (30 per 30
tablet 100 mg days)
ibu oral tablet 600 1 MO meloxicam 1 MO: QL
mg, 800 mg submicronized (30 per 30
ibuprofen oral 1 MO days)
suspension nabumetone 1 MO
ibuprofen oral tablet 1 MO NALFON ORAL 3 ST: MO
400 mg, 800 mg TABLET
ibuprofen oral tablet 1 naloxone injection 1 MO
600 mg solution
ibupr Of en- 1 MO naloxone injection 1 MO
famotidine syringe
INDOCIN 4 MO naloxone nasal | MO
RECTAL naltrexone | MO
indomethacin rectal 4 MO
suppository 50 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NAPRELAN CR 3 ST; MO NUCYNTA 3 MO; QL
ORAL TABLET, ORAL TABLET (362 per 30
ER 50 MG days)
MULTIPHASE 24 NUCYNTA 3 MO; QL
HR 375 MG, 750 ORAL TABLET (242 per 30
MG 75 MG days)
NAPRELAN CR 3 ST OPVEE
ORAL TABLET, ;
ER oxaprozin oral MO
MULTIPHASE 24 tablet
HR 500 MG PENNSAID 4 ST; QL
TOPICAL (224 per 28
gﬁiliOSYN 4 ST SOLUTION IN days)
METERED-DOSE
SUSPENSION PUMP
naproxen oral 1 MO Diroxicam 1 MO
suspension
naproxen oral tablet 1 MO QDOLO 4 QL (2400
per 30 days)
N le;e’;aoyrjé . MO RELAFEN DS 4  ST;MO
release (drlec) 375 SPRIX 4 ST
mg SUBOXONE 3 MO; QL
naproxen sodium 1 MO SUBLINGUAL (60 per 30
oral tablet 275 mg, FILM 12-3 MG days)
550 mg SUBOXONE 3 MO; QL
naproxen sodium 1 MO SUBLINGUAL (360 per 30
oral tablet, er FILM 2-0.5 MG days)
multiphase 24 hr SUBOXONE 3 MO; QL
naproxen- 4 MO SUBLINGUAL (90 per 30
esomeprazole FILM 4-1 MG, 8-2 days)
NUCYNTA ER 3 PA; MO; MG
QL (60 per sulindac 1 MO
30 days) TOLECTIN 600 4 ST
NUCYNTA 3 MO; QL tolmetin oral 1 MO
ORAL TABLET (181 per 30 capsule
100 MG days)

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

This drug list was updated in August 2024.
46


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
TRAMADOL 3 PA; MO; ZUBSOLV 2 MO; QL
ORAL QL (30 per SUBLINGUAL (30 per 30
CAPSULE.ER 30 days) TABLET 0.7-0.18 days)
BIPHASE 24 HR MG, 1.4-0.36 MG,
17-83 11.4-2.9 MG, 2.9-
TRAMADOL 3 PA; MO; 0.71 MG, 5.7-1.4
ORAL QL (30 per MG
CAPSULE,.ER 30 days) ZUBSOLV 2 MO; QL
BIPHASE 24 HR SUBLINGUAL (60 per 30
25-75 100 MG, 200 TABLET 8.6-2.1 days)
MG MG
TRAMADOL 3 MO; QL PSYCHOTHER
ORAL (2400 per APEUTIC
SOLUTION 30 days) DRUGS
TRAMADOL 3 MO; QL ABILIFY 4 MO: QL
ORAL TABLET (120 per 30 ASIMTUFTI 2.4 56

4 per
100 MG, 25 MG days) INTRAMUSCUL days)
tramadol oral tablet 1 MO; QL AR
50 mg (240 per 30 SUSPENSION,EX
days) TENDED REL
tramadol oral tablet 1 PA; MO; SYRING 720
extended release 24 QL (30 per MG/2.4 ML
hr 30 days) ABILIFY 4 MO; QL
tramadol oral 1 PA; QL (30 ASIMTUFII (3.2 per 56
tablet, er multiphase per 30 days) INTRAMUSCUL days)
24 hr AR
tramacdol- 1 MO; QL SUSPENSION,EX
acetaminophen (240 per 30 TENDED REL
days) SYRING 960

VIMOVO ! ST:MO Z/I]Sflii\(/m 4 MO; QL (1
VIVITROL S 1O MAINTENA per 28 days)
ZIMHI 3
ZIPSOR 3 ST; MO

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

This drug list was updated in August 2024.
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ABILIFY 4 PA; QL (30 amoxapine | MO
MYCITE per 30 days) amphetamine 1 PA; MO
MAINTENANCE sulfate
KIT ORAL
TABLET WITH ANAFRANIL 3 MO
SENSOR AND APLENZIN 4 MO; QL
STRIP 15 MG, 2 (30 per 30
MG, 20 MG, 30 days)
MG, 5 MG APTENSIO XR ST; MO
ABILIFY 4 PA; QL (30 aripiprazole oral MO
MYCITE per 30 days) solution
STARTER KIT aripiprazole oral 1 MO; QL
ORAL TABLET tablet (30 per 30
WITH SENSOR, days)
STRIP, POD 10 aripiprazole oral 3 MO; QL
MG . .
tablet, disintegrating (60 per 30
ABILIFY ORAL 3 QL (30 per days)
f?ﬁgg& 2/11\(4}(}5 30 days) ARISTADA 4 MO;QL
’ ’ INITIO (4.8 per 365
MG days)
TABLET2MG.20  (Operso  ARISTADA ¢ MO:QL
’ P INTRAMUSCUL (3.9 per 56
MG days)
AR days)
ADDERALL 3 MO SUSPENSION,EX
ORAL TABLET TENDED REL
20 MG, 5 MG, 7.5 SYRING 1,064
MG MG/3.9 ML
ADDERALL XR ST; MO ARISTADA 4 MO: QL
ADZENYS XR- ST; MO INTRAMUSCUL (1.6 per 28
oDT AR days)
AMBIEN 3 MO; QL SUSPENSION,EX
(30 per 30 TENDED REL
days) SYRING 441
AMBIEN CR 3 MO; QL MG/1.6 ML
(30 per 30
days)
amitriptyline 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ARISTADA 4 MO; QL BELSOMRA 3 PA; MO;
INTRAMUSCUL (2.4 per 28 QL (30 per
AR days) 30 days)
%g;lgag)sfgjlzx bupropion hcl oral 1 MO
tablet
i}égﬁ?\/gﬁz bupropion hcl oral 1 MO; QL
i tablet extended (90 per 30
IIAI\IT{"IEIS{TA?\}[) I?S CUL 4 1\;[(2)’ QL28 release 24 hr 150 mg days)
AR ((:la S}))er bupropion hcl oral 1 MO; QL
SUSPENSION . EX y tablet extended (30 per 30
TENDED REL release 24 hr 300 mg days)
SYRING 882 BUPROPION 3 MO; QL
MG/3.2 ML HCL ORAL (30 per 30
- : : TABLET days)
armodafinil 3 gi, (1;/{)0,er EXTENDED
30 da S)p RELEASE 24 HR
o Y 450 MG
asenapine mateate 3 ?g(? ’eQrI?;() bupropion hcl oral 1 MO; QL
da E) tablet sustained- (60 per 30
ATIVAN ORAL 3 PIZ- MO release 12 hr days)
TABLET 0.5 MG, QL (90 per buspirone 1 Mo
1 MG 30 days) CAPLYTA 3 MO;QL
ATIVAN ORAL 3 PA; MO; 830 P)ef 30
TABLET 2 MG QL (150 per ays
30 days) CELEXA ORAL 3 MO;QL
atomoxetine oral 3 MO; QL TABLET S’ 0 p)er 30
capsule 10 mg, 18 (60 per 30 ays
mg, 25 mg, 40 mg days) chlorpromazine oral MO
atomoxetine oral 3 MO; QL CITALOPRAM MO:; QL
capsule 100 mg, 60 (30 per 30 ORAL CAPSULE (30 per 30
mg, 80 mg days) days)
AUVELITY 4 ST: MO; citalopram oral 1 MO
QL (60 per solution
30 days) citalopram oral 1 MO; QL
AZSTARYS 3 ST;MO tablet (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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clomipramine 3 MO DESVENLAFAXI 3 MO; QL
clonidine hcl oral 3 MO NE ORAL (120 per 30
tablet extended TABLET days)
release 12 hr EXTENDED
clorazepate 1 PA; MO; RELEASE 24 HR
. . 100 MG
dipotassium oral QL (180 per
tablet 15 mg 30 days) DESVENLAFAXI 3 MO; QL
clorazepate | PA; MO; NE ORAL (30 per 30
. . TABLET days)
dipotassium oral QL (90 per
tablet 3.75 m 30 days) EXTENDED
/o Ms Y RELEASE 24 HR
clorazepate 1 PA; MO; 50 MG
dipotassium oral QL (360 per desvenlafaxine 1 MO: QL
tablet 7.5 mg 30 days) .
succinate (30 per 30
clozapine oral tablet 1 days)
clozapine oral 3 DEXEDRINE 3 ST;MO
tablet,disintegrating SPANSULE
CLOZARIL 4 ORAL CAPSULE,
ORAL TABLET EXTENDED
100 MG RELEASE 10 MG
CLOZARIL 3 dexmethylphenidate 1 MO
ORAL TABLET dextroamphetamine 1 MO
200 MG, 25 MG, sulfate oral capsule,
S0 MG extended release
CONCERTA ST; MO dextroamphetamine 1 MO
COTEMPLA XR- ST; MO sulfate oral solution
ODT dextroamphetamine 1 MO
CYMBALTA 3 MO; QL sulfate oral tablet
(60 per 30 10 mg, 15 mg, 20
days) mg, 30 mg, 5 mg
DAYTRANA ST; MO dextroamphetamine 1 MO
DAYVIGO PA; MO; -amphetamine oral
QL (30 per capsule, er triphasic
30 days) 24 hr
desipramine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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dextroamphetamine 3 MO duloxetine oral 1 MO; QL
-amphetamine oral capsule,delayed (90 per 30
capsule,extended release(drlec) 40 days)
release 24hr mg
dextroamphetamine 1 MO DYANAVEL XR 3 ST; MO
-amphetamine oral EFFEXOR XR 3 MO; QL
tablet ORAL (30 per 30
diazepam intensol 1 PA; MO; CAPSULE.EXTE days)
QL (240 per NDED RELEASE
30 days) 24HR 150 MG,
diazepam oral 1 PA; MO; 37.5 MG
solution 5 mgl5 ml QL (1200 EFFEXOR XR 3 MO; QL
(1 mgiml) per 30 days) 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 3 MO EMSAM 4 MO
doxepin oral MO ergoloid 1
concentrate escitalopram 1 MO
doxepin oral tablet 1 MO; QL oxalate oral solution
(30 per 30 escitalopram 1 MO; QL
days) oxalate oral tablet (30 per 30
DRIZALMA 3 MO;QL days)
ORAL CAPSULE, (60 per 30 eszopiclone 3 MO; QL
DELAYED REL days) (30 per 30
SPRINKLE 20 days)
MG, 30 MG, 60 EVEKEO 3 PA;MO
MG FANAPT ORAL 3 ST; MO;
DRIZALMA 3 MO; QL TABLET QL (60 per
ORAL CAPSULE, (90 per 30 30 days)
EIPI;HA\ISI{(EIIZZ %EL days) FANAPT ORAL 3 ST; MO;
MG TABLETS,DOSE QL (8 per
PACK 180 days)
duloxetine oral 1 MO; QL
capsule,delayed (60 per 30
release(drlec) 20 days)

mg, 30 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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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FETZIMA ORAL 2 MO; QL uphenazine 3 MO
P
CAPSULE,EXT (28 per 180 decanoate
REL 24HR DOSE days) Sfluphenazine hcl 3 MO
E(I)AI\C/IIé 2((2)61;/[(} (2)- fluvoxamine oral 1 MO; QL
capsule,extended (60 per 30
FETZIMA ORAL 2 MO;QL release 24hr days)
CAPSULE,EXTE (30 per 30 ;
: fluvoxamine oral 1 MO; QL
;DI-IIE}I{) RELEASE days) tablet 100 mg (90 per 30
days)
fluoxetine (pmdd) 1 QL (240 per fluvoxamine oral 1 MO:; QL
oral tablet 10 mg 30 days) tablet 25 mg (30 I;er 30
fluoxetine (pmdd) 1 QL (120 per days)
oral tablet 20 mg 30 days) fluvoxamine oral 1 MO; QL
fluoxetine oral 1 MO; QL tablet 50 mg (60 per 30
capsule 10 mg (30 per 30 days)
., l 1 i:(Y)S)QL FOCALIN 3 MO
uoxetine ora ; .
capsule 20 mg (90 per 30 FOCALIN XR 3 ST, MO
days) FORFIVO XL 3 MO; QL
fluoxetine oral 1 MO; QL Sa() f)er Y
capsule 40 mg (60 per 30 y
days) GEODON 3 MO
Sfluoxetine oral 1 MO; QL (4 R\II{TRAMUSCUL
capsule, delayed per 28 days) GEODON ORAL 3 MO;QL
release(drlec) ;
fluoxetine oral 1 MO CAPSULE 20 MG Eg(;i))er %
solution
. : GEODON ORAL 4 MO; QL
[fluoxetine oral 1 MO; QL CAPSULE 40 MG, (60 per 30
tablet 10 mg (240 per 30 60 MG. 80 MG days)
days) ’ Y
fluoxetine oral 1 MO; QL ggéil(\f)g ATE ’ Mo
tablet 20 mg (120 per 30 INTRAMUSCUL
days) AR SOLUTION
Sfluoxetine oral 1 MO:; QL 100 MG/ML
tablet 60 mg (30 per 30 haloperidol 1 MO
days) P

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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haloperidol 3 INVEGA ORAL 3 MO; QL
decanoate TABLET (30 per 30
intramuscular EXTENDED days)
solution 100 mglml RELEASE 24HR 3
(1 ml) MG, 9 MG
haloperidol 3 MO INVEGA ORAL 3 MO; QL
decanoate TABLET (60 per 30
intramuscular EXTENDED days)
solution 100 mgimil, RELEASE 24HR 6
50 mglml, 50 MG
mglml(1ml) INVEGA 4  MO:; QL
haloperidol lactate 3 MO SUSTENNA (0.75 per 28
injection INTRAMUSCUL days)
haloperidol lactate 1 MO AR SYRINGE 117
oral MG/0.75 ML
HETLIOZ 4 PA;MO; INVEGA 4 MO;QL(
QL (30 per SUSTENNA per 28 days)
30 days) INTRAMUSCUL
HETLIOZ LQ 4 PA; MO; AR SYRINGE 156
MG/ML
QL (158 per
- . .5 per
ipramine hel oral | | MO INTRAMUSCUL days)
& <0 M8 AR SYRINGE 234
imipramine hcl oral 1 MO MG/1.5 ML
tablet 50 mg INVEGA 2 MO: QL
imipramine pamoate 1 MO SUSTENNA (0.25 per 28
INVEGA 4 MO; QL INTRAMUSCUL days)
HAFYERA (3.5 per 180 AR SYRINGE 39
INTRAMUSCUL days) MG/0.25 ML
AR SYRINGE INVEGA 4  MO;QL
1,092 MG/3.5 ML SUSTENNA (0.5 per 28
INVEGA 4 MO; QL (5 INTRAMUSCUL days)
HAFYERA per 180 AR SYRINGE 78
INTRAMUSCUL days) MG/0.5 ML
AR SYRINGE

1,560 MG/5 ML

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

This drug list was updated in August 2024.
53


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
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/0.88 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/1.32 ML LOREEV XR 3 PA; MO;
INVEGA 4 MO; QL ORAL QL (30 per
TRINZA (1.75 per 90 CAPSULE,EXTE 30 days)
INTRAMUSCUL days) NDED RELEASE
AR SYRINGE 546 24HR 1 MG, 1.5
MG/1.75 ML MG
INVEGA 4  MO;QL LOREEV XR 3 PA;MO;
TRINZA (2.63 per 90 ORAL QL (150 per
INTRAMUSCUL days) CAPSULE,.EXTE 30 days)
AR SYRINGE 819 NDED RELEASE
MG/2.63 ML 24HR 2 MG
JORNAY PM 3 ST; MO LOREEV XR 3 PA; MO;
LATUDA ORAL 4 MO; QL ORAL QL (90 per
TABLET 120 MG, (30 per 30 CAPSULE,EXTE 30 days)
20 MG, 40 MG, 60 days) NDED RELEASE
MG 24HR 3 MG
LATUDA ORAL 4 MO; QL loxapine succinate 1 MO
TABLET 80 MG (60 per 30 LUMRYZ 4 PA; MO;
days) QL (30 per
LEXAPRO ORAL 3 MO; QL 30 days)
TABLET (30 per 30 lurasidone oral 3 MO; QL
days) tablet 120 mg, 20 (30 per 30
lisdexamfetamine 1 MO mg, 40 mg, 60 mg days)
lithium carbonate 1 MO lurasidone oral 3 MO; QL
lithium citrate 1 tablet 80 mg (60 per 30
LITHOBID 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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.
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LYBALVI 4 ST; MO; methylphenidate hcl 1 MO

QL (30 per oral tablet extended
30 days) release 24hr 18 mg,

MARPLAN 3 MO 27 mg, 36 mg, 54
METADATE €D g o1 nl\jIgETHYLPHENI 3 ST; MO
methamphetamine | PA; MO DATE HCL
METHYLIN 3 MO ORAL TABLET
ORAL EXTENDED
SOLUTION RELEASE 24HR
methylphenidate 1 MO 45 MG, 63 MG, 72
methylphenidate hcl | MO MG
oral cap,er methylphenidate hcl 3 MO
sprinkle,biphasic 40- oral tablet,chewable
60 mirtazapine 1 MO
methylphenidate hcl 1 MO modafinil oral tablet | PA; MO;
oral capsule, er 100 mg QL (30 per
biphasic 30-70 30 days)
methylphenidate hcl 3 MO modafinil oral tablet 1 PA; MO;
oral capsule,er 200 mg QL (60 per
biphasic 50-50 30 days)
methylphenidate hcl 3 MO molindone oral 3
oral solution tablet 10 mg, 25 mg
methylphenidate hcl 1 MO molindone oral 3 MO
oral tablet tablet 5 mg
methylphenidate hcl 3 MO MYDAYIS 3 ST; MO
oral tablet extended NARDIL 3 MO
release
methylphenidate hcl 1 nefazodone 3 MO
oral tablet extended NORPRAMIN 3
release 24hr 18 mg ORAL TABLET
(bx rating ), 27 mg 10 MG, 25 MG
(bx rating ), 36 mg nortriptyline oral 1 MO
(bx rating ), 54 mg capsule
(bx rating) nortriptyline oral 3 MO

solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NUPLAZID 3 PA; MO; paroxetine 1 MO; QL
QL (30 per mesylate(menop.sy (30 per 30
30 days) m) days)
NUVIGIL 3 PA; MO; PAXIL CR 3 MO; QL
QL (30 per (60 per 30
30 days) days)
olanzapine 3 MO PAXIL ORAL 3 MO; QL
intramuscular TABLET 10 MG, (30 per 30
olanzapine oral 1 MO; QL 20 MG, 40 MG days)
tablet (30 per 30 PAXIL ORAL 3 MO; QL
days) TABLET 30 MG (60 per 30
olanzapine oral 3 MO; QL days)
tablet,disintegrating (30 per 30 perphenazine 3 MO
days) PERSERIS 4 ST;MO;
olanzapine- 1 MO QL (1 per
fluoxetine 30 days)
paliperidone oral 3 MO; QL phenelzine 1 MO
tablet extended (30 per 30 pimozide 3 MO
gelea56924hr 1.5 mg, days) PRISTIQ MO: QL
s, > me (30 per 30
paliperidone oral 3 MO; QL days)
tablet extended (60 per 30
procentra 1 MO
release 24hr 6 mg days) B
PAMELOR MO Fovior orar [ T 7o
PARNATE MO TABLET 100 MG QL (30 per
paroxetine hcl oral MO 30 days)
Swpension PROVIGILORAL 4  PA;MO;
paroxetine hcl oral 1 MO; QL TABLET 200 MG QL (60 per
tablet 10 mg, 20 mg, (30 per 30 30 days)
40 mg . days) PROZAC ORAL 3 MO; QL
paroxetine hcl oral 1 MO; QL CAPSULE 10 MG (30 per 30
tablet 30 mg (60 per 30 days)

. days) PROZAC ORAL 3 MO; QL
paroxetine hcl oral 1 MO; QL CAPSULE 20 MG (90 per 30
tablet extended (60 per 30 days)
release 24 hr days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PROZAC ORAL 3 MO; QL ramelteon 1 MO; QL
CAPSULE 40 MG (60 per 30 (30 per 30
days) days)
QELBREE ORAL 3 ST; MO; RELEXXII ORAL 3 ST
CAPSULE.EXTE QL (30 per TABLET
NDED RELEASE 30 days) EXTENDED
24HR 100 MG, 150 RELEASE 24HR
MG 18 MG, 27 MG, 36
QELBREE ORAL 3 ST; MO; MG
CAPSULE.EXTE QL (60 per RELEXXITI ORAL 3 ST; MO
NDED RELEASE 30 days) TABLET
24HR 200 MG EXTENDED
quetiapine oral 1 MO; QL RELEASE 24HR
tablet 100 mg, 200 (90 per 30 45 MG, 63 MG
mg, 25 mg, 50 mg days) REMERON 3 MO
QUETIAPINE 3 MO;QL ORAL TABLET
ORAL TABLET (90 per 30 15 MG, 30 MG
150 MG days) REMERON 3 MO
quetiapine oral 1 MO; QL SOLTAB
tablet 300 mg, 400 (60 per 30 REXULTI ORAL 3 MO; QL
mg days) TABLET (30 per 30
quetiapine oral 1 MO; QL days)
tablet extended (30 per 30 RISPERDAL 3 MO; QL (2
release 24 hr 150 days) CONSTA per 28 days)
mg, 200 mg INTRAMUSCUL
quetiapine oral 1 MO; QL AR
tablet extended (60 per 30 SUSPENSION,EX
release 24 hr 300 days) TENDED REL
mg, 400 mg, 50 mg ﬁ/IEG(/:SII\\I/IIl?;S
QUILLICHEW 3 ST; MO MG/2 ML
ER
QUILLIVANT XR 3 ST; MO
QUVIVIQ 3 PA; MO;
QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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RISPERDAL MO; QL (2 risperidone oral | MO; QL
CONSTA per 28 days) tablet 4 mg (120 per 30
INTRAMUSCUL days)
AR risperidone oral 3 MO; QL
SUSPENSION,EX tablet,disintegrating (60 per 30
TENDED REL 0.25mg, 0.5 mg, 1 days)
RECON 37.5 mg, 2 mg, 3 mg
MG/2 ML, 50 risperidone oral 3 MO; QL
MG/2 ML . .

tablet,disintegrating (120 per 30

S{SIEERDAL MO 4mg days)
SOLUTION RITALIN MO
RISPERDAL MO: QL RITALIN LA ST; MO
ORAL TABLET (60 per 30 ROZEREM MO; QL
0.5 MG, 1 MG, 2 days) (30 per 30
MG, 3 MG days)
RISPERDAL MO; QL SAPHRIS 3 MO:QL
ORAL TABLET 4 (120 per 30 (60 per 30
MG days) days)
risperidone MO; QL (2 SECUADO 4 MO; QL
microspheres per 28 days) (30 per 30
intramuscular days)
suspension,extended SEROQUEL 3 MO; QL
rel recon 12.5 mg/2 ORAL TABLET (90 per 30
ml, 25 mgl2 ml 100 MG, 200 MG, days)
risperidone MO; QL (2 25 MG, 50 MG
microspheres per 28 days) SEROQUEL 3 MO; QL
intramuscular ORAL TABLET (60 per 30
suspension,extended 300 MG, 400 MG days)
rel recon 37.5 mgl2 SEROQUEL XR 3 MO:; QL
ml, 50 mgl2 ml ORAL TABLET (30 per 30
risperidone oral MO EXTENDED days)
solution RELEASE 24 HR
risperidone oral MO; QL 150 MG, 200 MG
tablet 0.25 mg, 0.5 (60 per 30
mg, 1 mg, 2 mg, 3 days)

mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SEROQUEL XR 3 MO; QL SYMBYAX 3
ORAL TABLET (60 per 30 ORAL CAPSULE
EXTENDED days) 3-25 MG
RELEASE 24 HR SYMBYAX 3 MO
300 MG, 400 MG, ORAL CAPSULE
S0 MG 6-25 MG
SERTRALINE 3 MO; QL tasimelteon 4 PA; MO;
ORAL CAPSULE (30 per 30 QL (30 per
days) 30 days)
sertraline oral 3 MO thioridazine 1 MO
conceiztrate oy | MO: OL thiothixene 1 MO
sertraline oral tablet ; :
100 mg, 50 mg (60 per 30 tranylcypromine 3 MO
days) trazodone | MO
sertraline oral tablet 1 MO; QL trifluoperazine 1 MO
25 mg (30 per 30 trimipramine 3 MO
days) TRINTELLIX 2 MO:; QL
SILENOR 3 MO; QL (30 per 30
(30 per 30 days)
days) UZEDY 4  MO;QL
SODIUM 4 PA; LA; SUBCUTANEOU (0.28 per 28
OXYBATE QL (540 per S days)
(PREFERRED 30 days) SUSPENSION,EX
NDCS TENDED REL
STARTING SYRING 100
WITH 00054) MG/0.28 ML
STRATTERA 3 ST; MO; UZEDY 4 MO; QL
ORAL CAPSULE QL (60 per SUBCUTANEOU (0.35 per 28
10 MG, 18 MG, 25 30 days) S days)
MG, 40 MG SUSPENSION,EX
STRATTERA 3 ST; MO; TENDED REL
ORAL CAPSULE QL (30 per SYRING 125
100 MG, 60 MG, 30 days) MG/0.35 ML
80 MG
SUNOSI 3 PA; MO;
QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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UZEDY 4 MO; QL venlafaxine oral | MO; QL
SUBCUTANEOU (0.42 per 56 capsule,extended (30 per 30
S days) release 24hr 150 days)
SUSPENSION,EX mg, 37.5 mg
TENDED REL venlafaxine oral 1 MO; QL
SYRING 150 capsule,extended (90 per 30
MG/0.42 ML release 24hr 75 mg days)
UZEDY 4 MO; QL venlafaxine oral 1 MO; QL
SUBCUTANEOU ((10.56) per 56 tablet (90 per 30

ays days)
%Ié;lgié\IDS IlgngX venlafaxine oral 1 MO; QL
SYRING 200 tablet extended (30 per 30
MG/0.56 ML release 24hr days)
UZEbY 4 MO.OL VERSACLOZ 4
SUBCUTANEOU (0.7 per 56 VIIBRYD ORAL 3 MO;QL
S days) TABLET (30 per 30
SUSPENSION,EX days)
TENDED REL vilazodone 1 MO; QL
SYRING 250 (30 per 30
MG/0.7 ML days)
UZEDY 4 MO; QL VRAYLAR ORAL 3 MO; QL
SUBCUTANEOU (0.14 per 28 CAPSULE (30 per 30
S days) days)
%g;fggf&m VYVANSE 3 ST;MO
SYRING 50 WAKIX 4 PA; MO;
MG/0.14 ML LA; QL (60
UZEDY 4 MO; QL per 30 days)
SUBCUTANEOU (0.21 per 28 WELLBUTRIN 3 MOQL
S days) SR (60 per 30
SUSPENSION,EX days)
TENDED REL WELLBUTRIN 3 MO; QL
SYRING 75 XL ORAL (90 per 30
MG/0.21 ML TABLET days)
VENLAFAXINE 3 MO; QL E)EEEESEE; HR
BESYLATE (30 per 30
days) 150 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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WELLBUTRIN 3 MO; QL ZOLOFT ORAL 3 MO; QL
XL ORAL (30 per 30 TABLET 25 MG (30 per 30
TABLET days) days)
EXTENDED zolpidem oral tablet 1 MO; QL
RELEASE 24 HR (30 per 30
300 MG days)
XELSTRYM 3 ST; MO zolpidem oral 1 MO; QL
XYREM 4 PA; LA; tablet,ext release (30 per 30
QL (540 per multiphase days)
30 days) ZURZUVAE 4 PA;MO;
XYWAV 4 PA; LA; ORAL CAPSULE QL (28 per
QL (540 per 20 MG, 25 MG 365 days)
30 days) ZURZUVAE 4 PA;MO;
zaleplon oral 3 MO; QL ORAL CAPSULE QL (14 per
capsule 10 mg (60 per 30 30 MG 365 days)
days) ZYPREXA 3 MO
zaleplon oral 3 MO; QL INTRAMUSCUL
capsule 5 mg (30 per 30 AR
days) ZYPREXA ORAL 3 MO;QL
zenzedi oral tablet 1 MO TABLET 10 MG, (30 per 30
10 mg, 5 mg 2.5 MG, S5MG, 7.5 days)
ZENZEDI ORAL 3 MO MG
TABLET 15 MG, ZYPREXA ORAL 4 MO; QL
2.5 MG, 20 MG, 30 TABLET 15 MG, (30 per 30
MG, 7.5 MG 20 MG days)
ziprasidone hcl 1 MO; QL ZYPREXA 3 MO; QL (2
(60 per 30 RELPREVV per 28 days)
days) INTRAMUSCUL
ziprasidone 3 MO AR SUSPENSION
mesylate FOR
ZOLOFT ORAL 3 MO gi(lz(l)(l)\Il\S/[gTUTI
CONCENTRATE
ZOLOFT ORAL 3 MO: QL ZYPREXA ZYDIS 3 MO; QL
TABLET 100 MG (60 per 30 ORAL (30 per 30
50 MG ’ days) TABLET,DISINT days)
Y EGRATING 10
MG, 5 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ZYPREXA ZYDIS 4 MO; QL sotalol af 1
?IA{BAI%ET DISINT 5130 p)er 30 sotalol oral 1 MO
) ays
EGRATING 15 SOTYLIZE 3 MO
MG, 20 MG TIKOSYN 3 MO
CARDIOVAS ANTIHYPERTE
CULAR, THERAPY
HYPERTENSI
ON I LIPIDS aC@butOlOl 1 MO
ANTIARRIYTH ALDACTONE 3 MO
liski 3 MO
MIC AGENTS ———
ALTACE ORAL 3 MO
amiodarone oral 1 MO CAPSULE 1.25
tablet 100 mg, 200 MG, 10 MG, 2.5
mg MG
amiodarone oral 1 ALTACE ORAL 3
tabler 400 mg CAPSULE 5 MG
dofetilide 3 MO amiloride- 1 MO
flecainide 1 MO hydrochlorothiazide
mexiletine 1 MO amlodipine 1 MO
MULTAQ 2 MO amlodipine- 1 MO
pacerone oral tablet 1 MO benazepril
100 mg, 200 mg, amlodipine- 1 MO
400 mg olmesartan
propafenone oral 3 MO amlodipine- 1 MO
capsule,extended valsartan
release 12 hr amlodipine- 1 MO
propafenone oral 1 MO valsartan-hcthiazid
tablet ATACAND 3 ST; MO
quinidine gluconate 1 MO ATACAND HCT 3 ST; MO
oral atenolol 1 MO
quinidine sulfate 1 MO atenolol- 1 MO
oral tablet chlorthalidone
RYTHMOL SR 3 AVALIDE 3 ST;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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AVAPRO 3 ST; MO CARDURA 3 MO; QL
AZOR 3 ST; MO ORAL TABLET 1 (30 per 30
benazepril 1 MO MG, 2 MG, 4 MG days)
benazepril- 1 MO CARDURA . MO; QL
4 i ORAL TABLET 8 (60 per 30
hydrochlorothiazide
MG days)
BENICAR . ST, MO CARDURA XL 3 MO; QL
BENICAR HCT 3 ST; MO (30 per 30
betaxolol oral 1 MO days)
BIDIL 3 MO; QL CAROSPIR 3 MO
(180 per 30 cartia xt 1 MO
: days) carvedilol 1 MO
bl.SOp rolol fumarate k MO carvedilol phosphate | MO
bisoprolol- .. ! MO chlorthalidone oral 1 MO
hydrochlorothiazide
: tablet 25 mg, 50 mg
bumetanide B MO clonidine 3 MO; QL (4
injection
: per 28 days)
bumetanide oral ! MO clonidine hcl oral 1 MO
BYSTOLIC ORAL 3 tablet
TABLET 10 MG CLONIDINE 4 MO
BYSTOLIC ORAL 3 MO HCL ORAL
TABLET 2.5 MG, TABLET
20 MG, 5 MG EXTENDED
candesartan 1 MO RELEASE 24 HR
candesartan- 1 MO COZAAR 3 ST; MO
hydrochlorothiazid DEMSER 4 PA; MO
captopril 1 MO DIBENZYLINE 4  PA;MO
CARDIZEM CD 3 MO diltiazem hcl oral 1 MO
CARDIZEM LA 3 MO capsule,extended
CARDIZEM 3 MO release 12 hr
ORAL TABLET diltiazem hcl oral 1 MO
120 MG, 30 MG, capsule,extended
60 MG release 24 hr 360
mg, 420 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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diltiazem hcl oral 1 felodipine 1 MO
capsule,extended fosinopril 1 MO
release 24hr 120 mg . ;
fosinopril- 1 MO
diltiazlem hel er ‘;l 1 MO hydrochlorothiazide
capsule,extende
release 24hr 180 FUROSCIX 4 ST
mg, 240 mg, 300 mg Jfurosemide injection 3 MO
diltiazem hcl oral 1 MO solution
tablet Sfurosemide oral 1 MO
diltiazem hcl oral 1 MO i%li;fllo/; i/?l ’?g mi,
tablet extended m /nf(tgl )
release 24 hr &
dilixr 1 MO furosemide oral 1 MO
tablet
DIOVAN 3 ST; MO hydralazine oral 1 MO
DIOVAN HCT . ST, MO hydrochlorothiazide 1 MO
?URIL_ l f ﬁg o HYZAAR 3 ST:MO
oxazosin ora ; ; ;
tablet 1 mg, 2 mg, 4 (30 per 30 indapamide S M0
mg days) INDERAL LA 3 MO
doxazosin oral 1 MO; QL INNOPRAN XL 3 MO
tablet 8 mg (60 per 30 INSPRA 3 MO
days) irbesartan 1 MO
DYRENIUM 3 MO irbesartan- 1 MO
EDARBI 2 MO hydrochlorothiazide
EDARBYCLOR 2 MO isosorbide- 1 MO; QL
EDECRIN 3 MO hydralazine (180 per 30
enalapril maleate | MO : - days)
enalapril- 1 MO isradipine 1 MO
hydrochlorothiazide KAPSPARGO 3 MO
oral tablet 5-12.5 SPRINKLE
mg KATERZIA 3 MO
eplerenone | MO KERENDIA 2 PA; QL (30
ethacrynic acid 1 MO per 30 days)
EXFORGE 3 ST: MO labetalol oral 1 MO
EXFORGE HCT 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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LASIX ORAL 3 MO nebivolol 1 MO
TABLET 20 MG, NEXICLON XR 4
iOAI\S/IIf( ORAL 3 nicardipine oral 3 MO
nifedipine oral 1 MO
TABLET 80 MG tablet extended
lisinopril 1 MO release
lisinopril- 1 MO nifedipine oral 1 MO
hydrochlorothiazide tablet extended
LOPRESSOR 3 MO release 24hr
ORAL nimodipine 3 MO
losartan 1 MO nisoldipine 1 MO
losartan- I MO NORLIQVA 3 MO
hydrochlorothiazide
NORVASC 3 MO
ORALTABLET NYMALIZE ‘
10 MG. 20 MG. 40 ORAL SYRINGE
’ ’ 60 MG/10 ML
MG
LOTREL 3 MO ojmesarlan i ﬁg
. olmesartan-
matzim la ! MO amlodipin-hcthiazid
metolazone 1 MO olmesartan- 1 MO
metoprolol 1 MO hydrochlorothiazide
succinate ORENITRAM 4 PA; MO;
metoprolol ta- 1 MO MONTH 1 QL (168 per
hydrochlorothiaz TITRATION KT 180 days)
metoprolol tartrate 1 MO ORENITRAM 4 PA; MO;
oral MONTH 2 QL (336 per
metyrosine 4 PA; MO TITRATION KT 180 days)
MICARDIS HCT 3 ST; MO ORENITRAM 4 PA; MO;
minoxidil oral 1 MO MONTH 3 QL (252 per
— TITRATION KT 180 days)
moexipril oral tablet 1
15 mg ORENITRAM 3 PA; MO;
moexipril oral tablet 1 MO gﬁ?él\?ﬁgé ET %Ld(z?}?s)p .
7.5 mg RELEASE 0.125
nadolol 3 MO

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ORENITRAM 4 PA; MO; telmisartan- 1 MO
ORAL TABLET QL (90 per hydrochlorothiazid
EXTEEDED 30 days) TENORETIC 100 3 MO
&%FI l\ig 02255 TENORETIC 50 3 MO
MG o TENORMIN 3 MO
ORENITRAM 4 PA; MO; terazosin oral 1 MO; QL
ORAL TABLET QL (720 per capsule 1 mg, 2 mg, (30 per 30
EXTENDED 30 days) Smg days)
RELEASE 5 MG terazosin oral 1 MO; QL
perindopril 1 MO capsule 10 mg (60 per 30
erbumine days)
phenoxybenzamine 4 PA; MO THALITONE 3 MO
pindolol 1 MO tiadylt er 1 MO
prazosin 1 MO TIAZAC 3 MO
PROCARDIA XL, 3 MO timolol maleate oral 3 MO
propranolol oral 1 MO TOPROL XL 3 MO
QBRELIS 3 MO torsemide oral 1 MO
quinapril 1 trandolapril 1 MO
ramipril 1 MO trandolapril- 1 MO
SOAANZ 3 ST;MO verapamil
spironolactone 1 MO treprostinil sodium 4 PA; MO

5 triamterene 1 MO
spironolacton- 1 MO :
hydrochlorothiaz Iriamierene- 1 MO
SULAR ORAL 3 MO hydrochlorothiazid
TABLET TRIBENZOR 3 ST; MO
EXTENDED UPTRAVI ORAL 4 PA; MO;
RELEASE 24 HR TABLET LA; QL (60
17 MG, 34 MG, 8.5 per 30 days)
MG UPTRAVI ORAL 4 PA;MO;
TEKTURNA 3 MO TABLETS,DOSE LA; QL
telmisartan 1 MO PACK (200 per
telmisartan- | MO 180 days)
amlodipine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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VALSARTAN 4 ST; MO clopidogrel oral | MO; QL
ORAL tablet 75 mg (30 per 30
SOLUTION days)
valsartan oral tablet | MO dabigatran etexilate 3 MO; QL
valsartan- 1 MO (60 per 30
hydrochlorothiazide days)
VASERETIC 3 MO dipyridamole oral 3 MO
VASOTEC 3 MO DOPTELET (10 4 PA; MO;
verapamil oral 1 MO EAOI:)'II?EAI?];(; 05 i ]I:i O
VERELAN . TAB PACK) LA
VERELAN PM . MO DOPTELET (30 4 PA; MO;
ZESTORETIC 3 MO TAB PACK) LA
ZESTRIL 3 MO EFFIENT 3 MO
COAGULATION ELIQUIS MO:; QL
THERAPY (60 per 30
ALVAIZ 4 PA; MO days)
ARIXTRA 4 MO ELIQUIS DVT-PE 2 MO; QL
S SYRINGE 10 START days)
MG/0.8 ML, 5 enoxaparin 3 MO; QL
MG/0.4 ML, 7.5 subcutaneous (28 per 28
MG/0.6 ML syringe 100 mglml, days)
ARIXTRA 3 MO 150 mgimi
SUBCUTANEOU enoxaparin 3 MO; QL
S SYRINGE 2.5 subcutaneous (22.4 per 28
MG/0.5 ML syringe 120 mgl0.8 days)
dipyridamole enoxaparin 3 MO; QL
BRILINTA 9 MO subcutaneous (16.8 per 28
inge 30 mgl0.3 d
CABLIVI 4  PALA %’Z‘gemg P ays)
INJECTION KIT ' - 5 MO: OL
: enoxaparin ;
cilostazol ! MO subcutaneous (11.2 per 28
syringe 40 mgl0.4 days)
ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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fondaparinux 4 MO LOVENOX 3 MO; QL
subcutaneous SUBCUTANEOU (28 per 28
syringe 10 mgl0.8 S SYRINGE 100 days)
ml, 5 mgl0.4 ml, 7.5 MG/ML, 150
mgl0.6 ml MG/ML
fondaparinux 3 MO LOVENOX 3 MO; QL
subcutaneous SUBCUTANEOU (22.4 per 28
syringe 2.5 mgl0.5 S SYRINGE 120 days)
ml MG/0.8 ML, 80
FRAGMIN 4 MO MG/0.8 ML
SUBCUTANEOU LOVENOX 3 MO; QL
S SOLUTION SUBCUTANEOU (16.8 per 28
25,000 ANTI-XA S SYRINGE 30 days)
UNIT/ML MG/0.3 ML, 60
FRAGMIN 4 MO MG/0.6 ML
SUBCUTANEOU LOVENOX 3 MO; QL
S SYRINGE SUBCUTANEOU (11.2 per 28
10,000 ANTI-XA S SYRINGE 40 days)
UNIT/ML, 12,500 MG/0.4 ML
%ﬁITTIg?ML MULPLETA 4  PA;MO
15,000 ANTL-XA pentoxifylline 1 MO
UNIT/0.6 ML, PLAVIX ORAL 3 MO; QL
18,000 ANTI-XA TABLET 75 MG (30 per 30
UNIT/0.72 ML, days)
7,500 ANTI-XA PRADAXA ORAL 3 PA; MO;
UNIT/0.3 ML CAPSULE QL (60 per
FRAGMIN 3 MO 30 days)
SUBCUTANEOU PRADAXA ORAL 4 PA; QL
S SYRINGE 2,500 PELLETS IN (120 per 30
ANTI-XA PACKET 110 MG, days)
UNIT/0.2 ML, 30 MG, 40 MG, 50
5,000 ANTI-XA MG
UNIT/0.2 ML PRADAXA ORAL 4  PA;QL (60
heparin (porcine) 1 MO PELLETS IN per 30 days)
injection solution PACKET 150 MG,
jantoven 1 MO 20 MG

prasugrel 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PROMACTA 4 PA; MO; atorvastatin MO; QL
LA (30 per 30
SAVAYSA 3 PA; MO; days)
QL (30 per CADUET ST; MO;
30 days) QL (30 per
TAVALISSE 4  PA;LA; 30 days)
QL (60 per cholestyramine MO
30 days) (with sugar) oral
warfarin 1 MO powder in packet
XARELTO DVT- D MO; QL cholestyramine light
PE TREAT 30D (51 per 180 oral powder in
START days) packet
XARELTO ORAL 2 MO;QL colesevelam MO
SUSPENSION (775 per 28 COLESTID ORAL
FOR days) TABLET
RECONSTITUTI colestipol oral
ON packet
XARELTO ORAL 2 MO; QL colestipol oral tablet MO
TABLET 10 MG, (30 per 30 CRESTOR ST: MO:
15 MG, 20 MG days) QL (30 per
XARELTO ORAL 2 MO; QL 30 days)
TABLET 2.5 MG 516210 ger 30 EZALLOR ST: QL (30
Y SPRINKLE per 30 days)
LIPID/CHOLES —
ezetimibe MO
TEROL —
LOWERING ezetimibe- MO; QL
simvastatin (30 per 30
AGENTS days)
ALTOPREV 4 ST; MO:; fenofibrate MO
QL (30 per micronized oral
30 days) capsule 130 mg, 134
amlodipine- 1 MO; QL mg, 200 mg, 43 mg,
atorvastatin (30 per 30 67 mg
days) fenofibrate MO
ATORVALIQ 3 ST; MO; nanocrystallized
QL (600 per FENOFIBRATE MO
30 days) ORAL CAPSULE

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

This drug list was updated in August 2024.
69


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fenofibrate oral 1 MO lovastatin oral 1 MO; QL
tablet tablet 20 mg, 40 mg (60 per 30
fenofibric acid 3 MO days)
(choline) LOVAZA 3 ST; MO
FENOGLIDE MO NEXLETOL 2 PA; MO
FLOLIPID ST; QL NEXLIZET 2 PA; MO
(300 per 30 niacin oral tablet 1 MO
days) 500 mg
Sfluvastatin oral 1 MO; QL niacin oral tablet 3 MO
capsule 20 mg (30 per 30 extended release 24
days) hr
fluvastatin oral 1 MO; QL NIACOR 3 MO
capsule 40 mg 8621(; f)er 30 omega-3 acid ethyl 1 MO
: esters
Jluvastatin oral ! MO; QL pitavastatin calcium 1 MO; QL
tablet extended (30 per 30 (30 per 30
release 24 hr days) dayf)e
gemfibrozil MO PRALUENTPEN 3  PA;QL(2
Q
icosapent ethyl 1 MO per 28 days)
JUXTAPID 4 PA; MO; pravastatin 1 MO; QL
LA (30 per 30
LESCOL XL 3 ST; MO; days)
QL (30 per prevalite oral 1 MO
30 days) powder in packet
LIPITOR 3 ST; MO; QUESTRAN 3
QL (30 per LIGHT
30 days) QUESTRAN 3 MO
LIPOFEN MO ORAL POWDER
LIVALO ST; MO; REPATHA 2 PA;QL(6
QL (30 per per 28 days)
30 days) REPATHA 2 PA:QL(7
LOPID 3 PUSHTRONEX per 28 days)
lovastatin oral 1 MO; QL REPATHA 2 PA; QL (6
tablet 10 mg 830 P)er 30 SURECLICK per 28 days)
ays

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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rosuvastatin 1 MO; QL MISCELLANEO
(30 per 30 us
days) CARDIOVASCU
simvastatin 1 MO; QL LAR AGENTS
Efao f)er 30 ASPRUZYO 3 MO
Y SPRINKLE
TRICOR 3 MO ORAL EXTEND
TRILIPIX 3 MO RELEASE
VASCEPA 3 ST; MO GRANULES,PAC
VYTORIN 10-10 3 ST; MO; KET 1,000 MG
QL (30 per ASPRUZYO 3
30 days) SPRINKLE
VYTORIN 10-20 3 ST; MO; oS W RS,
QL (30 per RELEASE
30 da S)p GRANULES,PAC
y KET 500 MG
VYTORIN 10-40 3 ST; MO; CAMZYOS 4 PA: MO:
QL (30 per
30 days) QL (30 per
YTORIN 10-80 3 T: MO 30 days)
v - f‘QL’ 30 er CORLANOR 3 QL (450 per
30 da S)p ORAL 30 days)
y SOLUTION
WELCHOL MO CORLANOR 2> MO: QL
ZETIA MO ORAL TABLET (60 per 30
ZOCOR ORAL ST; MO; days)
TABLET 10 MG, QL (30 per digoxin oral . MO
20 MG, 40 MG 30 days) ENTRESTO ) MO: QL
ZYPITAMAG 3 ST; MO; (60 per 30
QL (30 per days)
30 days) FILSPARI 4  PA;QL (30
per 30 days)
LANOXIN ORAL 3 MO
LODOCO 3 PA;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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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VERQUVO 2 MO; QL DERMATOL
Saoy pet 30 OGICALSITO
VYNDAMAX 4 PA; MO gifﬁRL APY
VYNDAQEL 3 PA; MO
NITRATES ANTIPSORIATI
Cl
ISORDIL R MO ANTISEBORRH
ISORDIL 3 MO EIC
TITRADOSE
ORAL TABLET 5 acitretin 3 MO
MG BIMZELX 4 PA; MO;
isosorbide dinitrate | MO QL (2 per
oral tablet 21 days)
isosorbide | MO BIMZELX 4 PA; MO;
mononitrate AUTOINJECTOR QL (2 per
nitro-bid 1 MO Ta—— ; i lz\/igaysi
NITRO-DUR 3 MO calcipotriene scalp ; Q
(120 per 30
nitrqglycerin 1 MO days)
sublingual calcipotriene topical 3 MO; QL
nitroglycerin 1 MO cream (120 per 30
transdermal patch days)
24 hour CALCIPOTRIEN 3 QL (120 per
nitroglycerin 3 MO E TOPICAL 30 days)
translingual FOAM
NITROLINGUAL MO calcipotriene topical 3 MO; QL
NITROSTAT MO ointment (120 per 30
days)
calcipotriene- 1 MO; QL
betamethasone (400 per 30
days)
calcitriol topical 1
COSENTYX (2 4 PA; MO;
SYRINGEYS) QL (10 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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COSENTYX PEN 4 PA; MO; STELARA 4 PA; MO;
(2 PENY) QL (10 per INTRAVENOUS QL (104 per
28 days) 180 days)
COSENTYX 4 PA; MO; STELARA 4 PA; MO;
SUBCUTANEOU QL (2.5 per SUBCUTANEOU QL (0.5 per
S SYRINGE 75 28 days) S SOLUTION 28 days)
MG/0.5 ML STELARA 4  PA; MO;
COSENTYX 4 PA; MO; SUBCUTANEOU QL (0.5 per
UNOREADY QL (10 per S SYRINGE 45 28 days)
PEN 28 days) MG/0.5 ML
ENSTILAR 4 MO; QL STELARA 4 PA; MO;
(400 per 30 SUBCUTANEOU QL (1 per
days) S SYRINGE 90 28 days)
ILUMYA 4 PA;MO; MG/ML
QL (2 per TACLONEX 4 MO; QL
28 days) TOPICAL (400 per 30
selenium sulfide 1 MO SUSPENSION days)
topical lotion TALTZ 4 PA; MO;
SILIQ 4 PA; MO; AUTOINJECTOR QL (1 per
QL (6 per 28 days)
28 days) TALTZ 4 PA; MO;
SKYRIZI 4 PA; MO; SUBCUTANEOU QL (1 per
SUBCUTANEOU QL (2 per S SYRINGE 80 28 days)
S PEN INJECTOR 28 days) MG/ML
SKYRIZI 4  PA; MO; TREMFYA 4 PATMO;
SUBCUTANEOU QL (2 per QL (2 per
S SYRINGE 150 28 days) 28 days)
MG/ML VECTICAL 3
SORILUX 3 QL (120 per VTAMA 4 PA; MO;
30 days) QL (60 per
SOTYKTU 4 PA;MO; 30 days)
QL (30 per ZORYVE 3 PA; MO;
30 days) TOPICAL QL (60 per
SPEVIGO 4 PA; MO: CREAM 0.3% 30 days)
SUBCUTANEOU QL (4 per ZORYVE 3 PA; MO;
S 28 days) TOPICAL FOAM QL (60 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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MISCELLANEO DUPIXENT 4 PA; QL
usS SYRINGE (1.34 per 28
DERMATOLOG SUBCUTANEOU days)
ICALS S SYRINGE 100
MG/0.67 ML
gllj)lfgl}{TANEOU ! PA,z%%i » ) DUPIXENT 4 PAMO;
S AUTO. Per =6 days SUBCUTANEOU QL (4.56
INJECTOR S SYRINGE 200 per 28 days)
MG/1.14 ML
ADBRY 4 PA; MO; DUPIXENT 4 PA; MO;
SUBCUTANEOU QL (6 per
S SYRINGE 28 days) SUBCUTANEOU QL (8 per
ays S SYRINGE 300 28 days)
ammonium lactate 1 MO MG/2 ML
CARAC 4 EFUDEX 3 MO
CIBINQO 4 PA; MO; TOPICAL
QL (30 per CREAM
30 days) ELIDEL 3 PA;MO;
CONDYLOX 3 MO QL (100 per
TOPICAL GEL 30 days)
diclofenac sodium 3 PA; MO; EUCRISA 3 PA; MO;
topical gel 3 %% QL (100 per QL (120 per
28 days) 30 days)
doxepin topical 1 MO; QL FILSUVEZ 4 PA; LA
(45 per 30 FLUOROURACI 4
days) L TOPICAL
DUPIXENT 4 PA; MO; CREAM 0.5 %
SUBCUTANEOU QL (4.56 Sfluorouracil topical 1 MO
S PEN INJECTOR per 28 days) cream 5 %
200 MG/1.14 ML Sfluorouracil topical 1 MO
DUPIXENT 4 PA; MO; solution
SUBCUTANEOU QL (8 per
S PEN INJECTOR 28 days) HYFTOR 4 PA
300 MG/2 ML imiquimod topical 1 MO
cream in metered-
dose pump
imiquimod topical 1 MO

cream in packet 5 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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lidocaine hcl mucous 1 MO silver sulfadiazine 1 MO
membrane solution ssd 1 MO
0
470 (40 mglmi) tacrolimus topical 3 PA; MO;
lidocaine topical 3 PA; MO; QL (100 per
adhesive QL (90 per 30 days)
patch,medicated 5 30 days) :
y VALCHLOR 4 PA; MO
lidocaine topical 3 MO; QL VEREGEN > ?;[OO ’ (31310
ointment (36 per 30 d p)e
days) ays
: S ZONALON 3 MO; QL
lidocaine viscous 1 (45 per 30
lidocaine-prilocaine 1 MO; QL days)
topical cream (30 per 30 ZTLIDO 3 PA; MO;
days) QL (90 per
lidocan iii 3 PA; QL (90 30 days)
per 30 days) ZYCLARA 4 MO
methoxsalen 4 MO TOPICAL
OPZELURA 4 PA; MO; CREAM IN
QL (240 per METERED-DOSE
28 days) PUMP
PANRETIN 4 PA; MO THERAPY FOR
pimecrolimus 3 PA; MO; ACNE
QL (100 per ABSORICA 4
30 days)
ABSORICA LD 4
PLIAGLIS 3 PA; QL (30 ACANYA
per 30 days) S MO
TOPICAL GEL
prudoxin 1 MO; QL accutane oral 3
(45 per 30 capsule 10 mg, 20
days) mg, 40 mg
30 days) : :
adapalene topical 1 PA; MO
SANTYL 2 MO; QL cream
(180 per 30 : :
d adapalene topical 1 PA; MO
ays) )
gel 0.3 %
SILVADENE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer 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 clindamycin 1 MO; QL
swab phosphate topical (120 per 30
adapalene-benzoyl 1 MO lotion days)
peroxide clindamycin | MO; QL
AKLIEF 3 PA; MO phosphate topical (120 per 30
ALTRENO 3 PA;MO solution days)
clindamycin 1 MO; QL
amnesteem 3 .
phosphate topical (60 per 30
ARAZLO 3 PA; MO swab days)
ATRALIN 3 PA; MO clindamycin-benzoyl 1 MO
azelaic acid 3 MO peroxide topical gel
AZELEX 3 MO clindamycin-benzoyl | MO
BENZAMYCIN 3 MO peroxide topical gel
. - — ) with pump 1.2 % (1
brimonidine topical 1 PA; MO %% base) -3.75 %,
CABTREO 3 MO 1.2-2.5%
claravis 3 clindamycin- 1 MO
CLEOCINT 3 MO; QL tretinoin
TOPICAL (120 per 30 dapsone topical 1 MO
LOTION days) DIFFERIN 3 PA;MO
clindacin 1 QL (100 per TOPICAL
30 days) CREAM
clindacin etz topical 1 MO; QL DIFFERIN 3 PA; MO
swab (69 per 30 TOPICAL GEL
days) WITH PUMP
CLINDAGEL 4 QL (150 per DIFFERIN 3 PA;MO
30 days) TOPICAL
clindamycin 1 QL (100 per LOTION
phosphate topical 30 days) EPIDUO FORTE MO
Joam EPIDUO
clindamycin 1 MO; QL TOPICAL GEL
phosphate topical (120 per 30 WITH PUMP
glel ~ 1 daéS)Q EPSOLAY 3 ST; MO
clindamycin MO; QL
phosphate topical (150 per 30 ery pads MO
gel, once daily days) erygel 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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erythromycin with 1 MO ONEXTON 3 MO
ethanol topical gel TOPICAL GEL
erythromycin with 1 MO WITH PUMP
ethanol topical RETIN-A 3 PA; MO
solution RETIN-A MICRO 3 PA; MO
erythromycin- | MO TOPICAL GEL
benzoyl peroxide 0.04 %, 0.1 %
FABIOR PA; MO RETIN-A MICRO 3 PA; MO
FINACEA ST; MO TOPICAL GEL
TOPICAL FOAM WITH PUMP 0.06
0 0
FINACEA 3 ST 70, 0.08 %
TOPICAL GEL SOOLANTRA 3 ST; MO;
isotretinoin oral 3 ?OL d(agos)p o
capsule 10 mg, 20 y
mg, 30 mg, 40 mg tazarotene topical 3 PA; MO
. s cream
isotretinoin oral 1
capsule 25 mg, 35 TAZAROTENE 3 PA
mg TOPICAL FOAM
ivermectin topical 1 MO; QL tazarotene topical 3 PA; MO
cream (90 per 30 gel
days) TAZORAC 3 PA; MO
METROCREAM ST tretinoin 1 PA; MO
METROGEL ST: MO microspheres topical
TOPICAL GEL 1 gel
% tretinoin 1 PA; MO
METROLOTION ST microspheres topical
metronidazole MO §el with pump 0.08
topical cream ! l 3 BA MO
X tretinoin topica ;
e 0’;"1"[20[6 . M0 cream 0.025 %, 0.05
opica ge v 0.1%
Zetl.’;zl;lgifoof & MO tretinoin topical gel 1 PA; MO
P 0.01 %, 0.025 %,
MIRVASO 3 PA; MO 0.05 %
neuac I MO TWYNEO MO
NORITATE 4 ST; MO VELTIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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WINLEVI PA; MO ciclopirox topical 1 MO; QL
zenatane solution (6.6 per 28
ZIANA l [ 1 i/EIlZ)S)QL
ciclopirox topica ;
TOPICAL suspension (60 per 28
ANTIBACTERIA days)
L2 clotrimazole topical 1 MO; QL
ALTABAX QL (30 per cream (45 per 28
30 days) days)
gentamicin topical MO; QL clotrimazole topical 1 MO; QL
(60 per 30 solution (30 per 28
days) days)
KLARON MO clotrimazole- 1 MO; QL
mupirocin MO:; QL betamethasone (45 per 28
(44 per 30 topical cream days)
days) clotrimazole- 3 MO; QL
mupirocin calcium MO:; QL betamethasone (60 per 28
(30 per 30 topical lotion days)
days) econazole 3 MO; QL
NEO-SYNALAR MO (85 per 28
sulfacetamide MO days)
Sodium (acne) ERTACZO 3 QL (60 per
SULFAMYLON MO 28 days)
TOPICAL JUBLIA 3 MO; QL (8
CREAM per 30 days)
TOPICAL ketoconazole topical 1 MO; QL
ANTIFUNG ALS cream (60 per 28
; . . days)
ciclopirox topical MO; QL ketoconazole topical 1 MO; QL
cream (90 per 28
foam (100 per 28
days) P
; . . days)
ciclopirox topical MO; QL ketoconazole topical 1 MO; QL
gel (100 per 28 h 120 73
days) shampoo (120 per
T : days)
ciclopirox topical MO; QL etodan 1 QL (100 per
shampoo (120 per 28
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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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LOPROX 3 QL (120 per oxiconazole | MO; QL
TOPICAL 28 days) (90 per 28
SHAMPOO days)
LULICONAZOLE 3 MO; QL OXISTAT 3 QL (90 per
(60 per 28 TOPICAL 28 days)
days) CREAM
LUZU 3 MO; QL OXISTAT 3 MO; QL
(60 per 28 TOPICAL (60 per 28
days) LOTION days)
naftifine topical 1 MO; QL tavaborole 1 MO; QL
cream (60 per 28 (10 per 30
days) days)
naftifine topical gel 3 MO; QL TOPICAL
2% (60 per 28 ANTIVIRALS
days) . .
acyclovir topical 1 PA; MO;
NAFTIN 3 MO; QL cream QL (5 per
TOPICAL GEL (60 per 28 30 days)
days) Y
acyclovir topical 3 PA; MO;
nyamyc 1 MO; QL ointment QL (30 per
Eilagy(l)per 30 30 days)

_ . DENAVIR 3 MO; QL (5
nystatin topical 1 MO; QL per 30 days)
cream (30 per 28 —

days) penciclovir 3 MO:; QL (5

. . per 30 days)
nystatin topical 1 MO; QL
ointment (30 per 28 XERESE 4 MO

days) ZOVIRAX 3 PA; MO;
nystatin topical 1 MO:; QL TOPICAL QL (5 per
powder (180 per 30 CREAM 30 days)

days) ZOVIRAX 3 PA; MO;
nystatin- 1 MO: QL TOPICAL QL (30 per
triamcinolone (60 per 28 OINTMENT 30 days)

days)
nystop 1 MO; QL

(180 per 30

days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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TOPICAL clobetasol topical 3 MO:; QL
CORTICOSTER lotion (118 per 28
OIDS days)
; lobetasol topical 3 MO; QL
la-cort topical 1 M ¢ P ’
?rcelacnzr] yjplca © ointment (120 per 28
days)
la-cort topical 1
Zrcelacn?tg 50an clobetasol topical 3 MO; QL
: shampoo (236 per 28
ALA-SCALP 3 MO days)
alclometasone 1 MO clobetasol topical 1 MO; QL
amcinonide topical 1 spray,non-aerosol (125 per 28
cream days)
amcinonide topical 1 clobetasol-emollient 3 MO; QL
ointment topical cream (120 per 28
apexicon e 1 MO; QL days)
(120 per 30 clobetasol-emollient 1 MO; QL
days) topical foam (100 per 28
betamethasone 1 MO days)
dipropionate CLOBEX 3 QL (118 per
betamethasone 1 MO TOPICAL 28 days)
valerate LOTION
betamethasone, | MO CLOBEX 3 MO; QL
BRYHALI MO SHAMPOO days)
clobetasol scalp MO; QL CLOBEX 2 QL (125 per
(100 per 28 TOPICAL 28 days)
days) SPRAY,NON-
lob [ topical 3 MZ) L AEROSOL
t t ;
Eroeafnaso oprea (1 20’§r 73 clocortolone 1 MO
days) pivalate
clobetasol topical 3 MO; QL clodan I MO; QL
(236 per 28
foam (100 per 28
days) days)
; CORDRAN TAPE 3 MO
clobetasol topical 3 MO; QL
gel (120 per 28 LARGE ROLL
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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CORDRAN 3 QL (120 per Sfluocinolone topical 3 MO
TOPICAL 30 days) solution
CREAM 0.05 % fluocinonide topical 3 MO; QL
CORDRAN 3 QL (120 per cream 0.05 % (120 per 30
TOPICAL 30 days) days)
LOTION fluocinonide topical | MO; QL
DERMA- 3 MO cream 0.1 % (120 per 30
SMOOTHE/FS days)
SCALP OIL fluocinonide topical 3 MO; QL
desonide topical 3 MO gel (120 per 30
cream days)
desonide topical gel 1 MO fluocinonide topical 3 MO; QL
desonide topical 1 MO ointment (120 per 30
lotion days)
desonide topical 3 MO fluocinonide topical 3 MO; QL
ointment solution (120 per 30
DESOWEN 3 days)
TOPICAL fluocinonide- 3 MO; QL
CREAM emollient (120 per 30
. days)
desoximetasone 1 MO
diflorasone 1 MO: QL flurandrenolide 1 QL (120 per
’ topical cream 30 days)
(120 per 30
days) Sflurandrenolide 1 MO; QL
DIPROLENE 3 MO topical lotion (120 per 30
(AUGMENTED) days)
TOPICAL fluticasone 1 MO
OINTMENT propionate topical
DUOBRII 3 MO: QL halcinonide topical 1 MO
(200 per 30 cream
days) halobetasol 3 MO
fluocinolone and 3 MO propionate topical
shower cap cream
fluocinolone topical 3 MO halobetasol 1
cream propionate topical
fluocinolone topical 3 MO Joam

ointment

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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halobetasol MO LOCOID MO; QL
propionate topical LIPOCREAM (120 per 30
ointment days)
HALOG MO LOCOID MO; QL
TOPICAL TOPICAL (118 per 30
CREAM LOTION days)
HALOG mometasone topical MO
TOPICAL PANDEL MO
OINTMENT SYNALAR MO
HALOG 3 TOPICAL
TOPICAL CREAM
SOLUTION SYNALAR 3 MO
hydrocortisone 1 MO; QL TOPICAL
butyrate topical (120 per 30 OINTMENT
Zréi;lm 1 izz)S)QL TEXACORT 3 MO

ydrocortisone ;
butyrate topical (118 per 30 ¥8§%€QET
ilot;on 1 i:éS)QL CREAM

ydrocortisone ;
butyrate topical (120 per 30 ¥8§%ggEEEL .
ointment days)
hydrocortisone 1 MO; QL %8113525T ’
butyrate topical (120 per 30 OINTMENT 0.05
solution days) % .

0

hydrocortisone 1 MO TOPICORT 3
topical cream 1 % TOPICAL
hydrocortisone 1 MO SPRAY,NON-
topical lotion 2.5 % AEROSOL
hydrocortisone 1 MO tovet emollient 1 MO; QL
topical ointment 1 (100 per 28
%, 2.5% days)
hydrocortisone 1 MO triamcinolone 1 MO
valerate acetonide topical
KENALOG 3 QL (126 per cream
TOPICAL 28 days)
LEXETTE 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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triamcinolone | MO DIAGNOSTIC
acetonide topical S/
lotion
— MISCELLAN
triamcinolone 1 MO EOUS
acetonide topical
ointment AGENTS
triderm topical 1 MISCELLANEO
cream US AGENTS
ULTRAVATE 4
TOPICAL acamprosate 3 MO
LOTION AGRYLIN 3 MO
VANOS 4 MO; QL anagrelide 1 MO
(120 per 30 ARALAST NP 4 PA; MO;
days) INTRAVENOUS LA
VERDESO 3 MO RECON SOLN
TOPICAL LOO MG
SCABICIDES / BUPHENYL 4 PA
PEDICULICIDE CARBAGLU 4 PA; MO;
S LA
carglumic acid 4 PA; MO
crotan : CARNITOR 3 MO
malathion 3 MO ORAL
NATROBA 3 MO cevimeline 3 MO
OVIDE : 3 MO CHEMET 2 PA
permethrin ! ?g(? ’3150 CLINIMIX 3 PA
. f) 4.25%/D5SW
. Y SULFIT FREE
pinosd . V0 CLINIMIX E 3 PA
2.75%I/D5SW SULF
FREE
CUVRIOR 4 PA; LA
dl10 %-0.45 % 3
sodium chloride
d2.5 %-0.45 % 3

sodium chloride

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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a5 % and 0.9 %% 3 MO FABHALTA 4 PA
sodium chloride FERRIPROX 4 PA
d5 %9-0.45 % sodium 3 MO FERRIPROX (2 4 PA
chloride TIMES A DAY)
deferasirox oral 4 PA; MO GLASSIA 4 PA:; MO;
granules in packet LA
deferasirox oral 1 PA; MO INCRELEX 4 MO; LA
tablet JADENU 4  PA;MO
aronr 1 PAMO ey ST

» 4P SPRINKLE
125 mg
deferasirox oral 4 PA; MO JOENJA 4 gi’ (EOA’ or
tablet, dispersible 30 da s)p
250 mg, 500 mg . vith ] Y
. i ionex (wit

Zeferlpmljz o ;1 PA; MO sorbitol)

extrose v an . .
0.2 % nacl levocarnitine (with 3 MO

sugar)
dextrose 10 % in 3 —
levocarnitine oral 3 MO
water (d10w)
7 3 VO tablet

dextrose 5 % in LITFULO 4 PA; MO:
water (d5w) QL (28 per
intravenous

. 28 days)
piggyback
dextrose 5%4-0.2 % 3 LITHOSTAT .
sod chloride LOKELMA 2 MO
disulfiram oral 1 MO midodrine 1 MO
tablet 250 mg nitisinone 4 PA; MO
disulfiram oral 1 NITYR 3 PA; MO;
tablet 500 mg LA
droxidopa 4 PA; MO NORTHERA 4 PA; MO
ENDARI 4 PA; MO OLPRUVA 4 PA; LA
EVOXAC 3 MO ORFADIN 4 PA; LA
EXJADE 4 PA; MO;

LA

EXSERVAN 4 PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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OXBRYTA ORAL 4 PA; MO; risedronate oral 1 MO; QL
TABLET 300 MG LA; QL tablet 30 mg (30 per 30
(150 per 30 days)
days) SALAGEN 3 MO
OXBRYTA ORAL 4 PA; MO; (PILOCARPINE)
TABLET 500 MG LA; QL (90 ORAL TABLET 5
per 30 days) MG
OXBRYTA ORAL 4 PA; MO; SALAGEN 3
TABLET FOR LA; QL (PILOCARPINE)
SUSPENSION (150 per 30 ORAL TABLET
days) 7.5 MG
PHEBURANE 4 PA; MO sodium chloride 0.9 3 MO
pilocarpine hcl oral 3 MO “ intravenous '
PROLASTIN-C 4 PA: MO: parenteral solution
INTRAVENOUS LA sodium chloride 3 MO
SOLUTION irrigation
PYRUKYND 4 PA;LA; sodium 4 PAMO
ORAL TABLET QL (56 per phenylbutyrate oral
20 MG, 5 MG (4- 28 days) powder
WEEK PACK), 50 sodium 4 PA
MG phenylbutyrate oral
PYRUKYND 4  PA;LA; tablet
ORAL TABLET 5 QL (7 per sodium polystyrene 1 MO
MG 180 days) sulfonate oral
PYRUKYND 4 PA; LA; powder
ORAL QL (14 per SOHONOS ORAL 4 PA; LA;
TABLETS,DOSE 180 days) CAPSULE 1 MG, QL (112 per
PACK 1.5 MG 28 days)
RAVICTI 4 PA; MO SOHONOS ORAL 4 PA; LA;
REVCOVI 4 PA: LA CAPSULE 10 MG QL (56 per
REZDIFFRA 4  PA;MO; 28 days)
QL (30 per SOHONOS ORAL 4 PA; LA;
30 days) CAPSULE 2.5 MG QL (140 per
riluzole 1 PA; MO 28 days)
SOHONOS ORAL 4 PA; LA;
CAPSULE 5 MG QL (84 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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sps (with sorbitol) 1 MO
oral
SYPRINE 4 PA; MO
TAVNEOS 4 PA; LA;

QL (180 per WEGOVY 4  PA;MO;

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

0.5 MG/0.5 ML, 1
i?ISL?IEKC 4 Pi MG/0.5 ML
GLU 4 P WEGOVY 4 PA; MO;

tiopronin oral tablet 4 PA; MO SUBCUTANEOU QL (3 per
trientine oral 4 PA; MO S PEN INJECTOR 28 days)
capsule 250 mg 1.7 MGJ/0.75 ML,
TRIENTINE 4  PA;MO 2.4 MG/0.75 ML
ORAL CAPSULE
500 MG
VELTASSA 2 MO bupropion hcl 1 MO
ORAL POWDER (smoking deter)
IN PACKET 16.8
GRAM, 8.4 NICOTROL 3
GRAM NICOTROL NS 3 MO
VELTASSA 2 varenicline oral 3 MO
ORAL POWDER tablet 0.5 mg, 1 mg
IN PACKET 25.2 varenicline oral 3
GRAM tablet 1 mg (56
ZEMAIRA 4  PA;MO; pack)
INTRAVENOUS LA varenicline oral 3 MO
RECON SOLN tablets,dose pack
1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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EAR, NOSE / ofloxacin otic (ear) 1 MO
THROAT OTIC STEROID
MEDICATIO | ANTIBIOTIC
NS CIPRO HC 3 MO
MISCELLANEO ciprofloxacin- | MO; QL
US AGENTS dexamethasone (7.5 per 7
days)
azelastine nasal 1 MO; QL neomycin- 1 MO
spray,non-aerosol (60 per 30 polymyxin-he otic
137 mcg (0.1 %) days) (ear)
chlorhexidine 1 MO ENDOCRINE/
gluconate mucous
membrane DIABETES
ipratropium 1 MO; QL ADRENAL
bromide nasal (30 per 30 HORMONES
d
. 1 ays) ACTHAR 4  PA:MO
our=eq AGAMREE 4  PA.LA
olopatadine nasal 1 MO; QL A 3
(30.5 per 30 LKINDI
days) SPRINKLE
. ORAL CAPSULE,
periogard I MO SPRINKLE 0.5
triamcinolone 1 MO MG, 1 MG
acetonide dental ALKINDI 4
MISCELLANEO SPRINKLE
US OTIC ORAL CAPSULE,
PREPARATION SPRINKLE 2 MG,
S SMG
acetic acid otic 1 MO CORTEF 3 MO
(ear) CORTROPHIN PA; MO
DERMOTIC OIL 3 MO GEL
flac otic ol 3 deﬂazac:ort oral 4 PA
- MO suspension
one
s z‘wcmio : deflazacort oral 4 PA; MO
acetonide oil
o e g O tablet
Jarocortsone: dexabliss 1

acetic acid

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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dexamethasone oral 1 MO prednisolone sodium 1 PA
solution phosphate oral
dexamethasone oral 1 MO tablet,disintegrating
tablet 10 mg
dexamethasone oral 1 MO prednisolone sodium 1 PA; MO
tablets,dose pack phospha'te. oral .
EMELAZA 4 PA: MO: tablet,disintegrating

LA 15 mg, 30 mg

Sfludrocortisone 1 MO P rednl'sone : ! MO
HEMADY 3 prednisone intensol 3 MO
hydrocortisone oral | MO RAYOS i MO
MEDROL (PAK) 3 MO EZQPAELRDEX I MO
MEDROL ORAL 3 PA; MO TABLETS,DOSE
TABLET 16 MG, 4 PACK 1.5 MG (21
MG, 8§ MG TABS)
MEDROL ORAL 3 PA TAPERDEX 3
TABLET 2 MG ORAL
methylprednisolone 1 PA; MO TABLETS,DOSE
oral tablet PACK 1.5 MG (27
methylprednisolone 1 MO TABS), 1.5 MG (49
oral tablets,dose TABS)
pack TARPEYO 4 PA; QL
ORAPRED ODT 3 PA;MO (120 per 30
prednisolone oral 1 MO days)
solution ANTITHYROID
prednisolone oral 1 PA; MO AGENTS
tablet methimazole oral 1 MO
prednisolone sodium 1 MO tablet 10 mg, 5 mg
phosphate oral propylthiouracil 1 MO
solution 10 mgl5 ml, DIABETES
20 mgl5 ml (4 THERAPY
mgiml), 25 mgl5 ml
(5 mglml), 5 mg acarbose oral tablet 1 MO; QL
basel5 ml (6.7 mgl5 100 mg (90 per 30
ml) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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acarbose oral tablet | MO; QL BAQSIMI 2 MO
25 mg (360 per 30 BASAGLAR 3  ST;MO
days) KWIKPEN U-100
acarbose oral tablet | MO; QL INSULIN
50 mg (180 per 30 BASAGLAR 3  ST;MO
days) TEMPO PEN(U-
ACTOPLUS MET 3 MO; QL 100)INSLN
ORAL TABLET (90 per 30 BYDUREON 2 PA; MO;
15-850 MG days) BCISE QL (4 per
ACTOS 3 MO; QL 28 days)
(30 per 30 BYETTA 2 PA; MO;
days) SUBCUTANEOU QL (2.4 per
ADMELOG 3 ST; MO S PEN INJECTOR 30 days)
SOLOSTAR U-100 10
INSULIN MCG/DOSE(250
ADMELOG U-100 3 ST; MO MCG/ML) 24 ML
INSULIN LISPRO BYETTA 2 PA; MO;
AFREZZA 3 MO SUBCUTAI\EZE%U QLd(l .2 per
PEN INJECTOR 30 days
alcohol pads 1 PA 5 MCG/DOSE (250 ¥s)
ALOGLIPTIN 3 ST; MO; MCG/ML) 1.2 ML
QL (30 per CYCLOSET 3 MO;QL
30 days)
(180 per 30
ALOGLIPTIN- 3 ST; MO; days)
METFORMIN o d(:os)per DAPAGLIFLOZ 3  ST; MO;
y PROPANED- QL (30 per
ALOGLIPTIN- 3 MO; QL METFORMIN 30 days)
PIOGLITAZONE (30 per 30 ORAL TABLET,
ORAL TABLET days) IR - ER,
12.5-30 MG, 25-15 BIPHASIC 24HR
MG, 25-30 MG, 10-1,000 MG
25-45 MG
APIDRA 3 ST; MO
SOLOSTAR U-100
INSULIN
APIDRA 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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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DAPAGLIFLOZ 3 ST; MO; glimepiride oral 1 MO; QL
PROPANED- QL (60 per tablet 1 mg (240 per 30
METFORMIN 30 days) days)
ORAL TABLET, glimepiride oral | MO; QL
g}P-IfARéIC JAHR tablet 2 mg (120 per 30
days)
>-1,000 MG . . glimepiride oral 1 MO; QL
EAPAGLIFLOZI 3 (S)FII:’ ?3/[007 tablet 4 mg (60 per 30
per days)
EIEOAEA&%?}STL 30 days) glipizide oral tablet 1 MO; QL
10 MG 10 mg (120 per 30
days)
II\)IAPAGLIFLOZI 3 (S;I:’ 2\6/1(? p;er GLIPIZIDE 3 MO; QL
PROPANEDIOL 30 days) ??QIGTABLET g’ 0 p)er 30
ORAL TABLET 5 ' S
MG glipizide oral tablet 1 MO; QL
diazoxide 4 MO > mg (240 per 30
days)
EE ((j) gEI%EEPREP 2 PA glipizide oral tablet 1 MO; QL
PADS extended release (60 per 30
o 24hr 10 mg days)
DUETACT ¥ ?;[(? ’glgo glipizide oral tablet 1 MO; QL
da E) extended release (240 per 30
" A ORA 5 Y 24hr 2.5 mg days)
? Agl)fé(; 1 001\1} GL ?;[(? ’e?I?:O glipizide oral tablet 1 MO; QL
da f) extended release (120 per 30
FARXIGA ORAL 2 MZI) L 24k 5 mg daye)
TABLET 5 MG (60 I;e? 30 glipizide-metformin 1 MO; QL
days) oral tablet 2.5-250 (240 per 30
mg days)
FIASP 3 ST s .
FLEXTOUCH U- glipizide-metformin 1 MO; QL
100 INSULIN oral tablet 2.5-500 (120 per 30
mg, 5-500 mg days)
IASTRNILL 3 SENMO Gy 1 e
EMERGENCY
f;é%PL}JNl 00 3 ST KIT (HUMAN)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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GLUCOTROL XL 3 MO; QL HUMALOG 2 MO
ORAL TABLET (60 per 30 KWIKPEN
EXTENDED days) INSULIN
RELEASE 24HR HUMALOG MIX 2 MO
10 MG 50-50 KWIKPEN
GLUCOTROL XL 3 MO; QL HUMALOG MIX 2 MO
ORAL TABLET (120 per 30 75.25 KWIKPEN
EXTENDED days)
RELEASE 24HR 5 HUMALOG MIX 2 MO
MG 75-25(U-

100)INSULN
GLUMETZA 4 ST; MO; HUMALOG 3 ST: MO
ORAL QL (60 per

TEMPO PEN(U-
TABLET,ER 30 days) 100)INSULN
GAST.RETENTIO
N 24 HR 1,000 MG HUMALOG U- 2 MO
GLUMETZA 4 ST; MO; 100 INSULIN
ORAL QL (120 per HUMULIN 70/30 2 MO
TABLET,ER 30 days) U-100 INSULIN
GAST.RETENTIO HUMULIN 70/30 2 MO
N 24 HR 500 MG U-100 KWIKPEN
GLYXAMBI 2 MO; QL HUMULIN N 2 MO

(30 per 30 NPH INSULIN
days) KWIKPEN

GVOKE 2 MO HUMULIN N 2 MO
GVOKE 2 MO NPH U-100
HYPOPEN 2- INSULIN
PACK HUMULIN R 2 MO
GVOKE PFS - 2 MO REGULAR U-100
PACK SYRINGE INSULN
SUBCUTANEOU HUMULIN R U- 2 MO
SSYRINGE 1 500 (CONC)
MG/0.2 ML INSULIN
HUMALOG 2 MO HUMULIN R U- 2 MO
JUNIOR 500 (CONC)
KWIKPEN U-100 KWIKPEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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INPEFA 2 PA; MO; INVOKANA ST; MO;
QL (30 per QL (30 per
30 days) 30 days)
INSULIN ASP 3 ST; MO JANUMET MO; QL
PRT-INSULIN (60 per 30
ASPART days)
INSULIN 3 ST; MO JANUMET XR MO; QL
ASPART U-100 ORAL TABLET, (30 per 30
INSULIN 3 ST; MO ER days)
DEGLUDEC MULTIPHASE 24
INSULIN 3 ST; MO HR 100-1,000 MG
GLARGINE U- JANUMET XR MO; QL
300 CONC ORAL TABLET, (60 per 30
- ER days)
g?; CI}I;INE_ . ST, MO MULTIPHASE 24
YEGN HR 50-1,000 MG,
INSULIN LISPRO 3 ST; MO 20500 MG
PROTAMIN- JANUVIA g(? ; 6?150
LISPRO dayf)
INSULIN LISPRO 3 ST; MO )
SUBCUTANEOU JARDIANCE ?;I(? ’ eerio
S INSULIN PEN dayf)
INSULIN LISPRO 3 ST; MO )
SUBCUTANEOU JENTADUETO ?g(? ’ eQr%O
S INSULIN PEN, i f)
HALF-UNIT Y
INSULIN LISPRO 2 MO JENTADUETO MO:; QL
XR ORAL (60 per 30
SUBCUTANEOU
S SOLUTION TABLET, IR - ER, days)
BIPHASIC 24HR
INVOKAMET 3 ST; MO; 2.5-1,000 MG
%Ld(fosfer JENTADUETO MO: QL
y XR ORAL (30 per 30
INVOKAMET XR 3 ST; MO; TABLET, IR - ER, days)
QL (60 per BIPHASIC 24HR
30 days) 5-1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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KAZANO ORAL 3 ST; MO; metformin oral 1 MO; QL
TABLET 12.5- QL (60 per tablet 850 mg (90 per 30
1,000 MG 30 days) days)
KAZANO ORAL 3 ST; QL (60 metformin oral | MO; QL
TABLET 12.5-500 per 30 days) tablet extended (120 per 30
MG release 24 hr 500 mg days)
LANTUS 2 MO metformin oral 1 MO; QL
SOLOSTAR U-100 tablet extended (60 per 30
INSULIN release 24 hr 750 mg days)
LANTUS U-100 2 MO metformin oral 1 ST; MO;
INSULIN tablet extended QL (60 per
LYUMJEV b MO release (osm) 24 hr 30 days)
KWIKPEN U-100 1,000 mg
INSULIN metformin oral 1 ST; MO;
LYUMJEV P MO tablet extended QL (150 per
KWIKPEN U-200 release (osm) 24 hr 30 days)
INSULIN 500 mg
LYUMJEV 3 ST: MO metformin oral 1 ST; MO;
TEMPO PEN(U- tablet,er QL (60 per
100)INSULN gast.retention 24 hr 30 days)
LYUMIJEV U-100 2 MO 1,000 mg
INSULIN metformin oral 1 ST; MO;
metformin oral | MO; QL tablet,er . QL (120 per
: gast.retention 24 hr 30 days)
solution (765 per 30
days) 500 mg
metformin oral 1 MO: QL miglitol oral tablet 1 MO; QL
tablet 1,000 mg (75 per 30 100 mg Efao f)er 30
days) Y
metformin oral 1 MO: QL miglitol oral tablet 1 MO; QL
tablet 500 mg (150 per 30 23 mg S;OS)per 30
days) Y
METFORMIN 4 MO: QL miglitol oral tablet 1 MO; QL
ORAL TABLET (120 per 30 S0 mg Eila8()s)per 30
625 MG days) Y
MOUNJARO 2 PA; MO;
QL (2 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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nateglinide oral 1 MO; QL NOVOLOG U-100 3 ST; MO
tablet 120 mg (90 per 30 INSULIN

days) ASPART
nateglinide oral | MO; QL OSENI ORAL 3 MO; QL
tablet 60 mg (180 per 30 TABLET 12.5-30 (30 per 30

days) MG days)
NESINA 3 ST; QL (30 OSENI ORAL 3 QL (30 per

per 30 days) TABLET 25-15 30 days)
NOVOLIN 70/30 3 ST;MO MG, 25-30 MG,
U-100 INSULIN 25-45 MG
NOVOLIN 70-30 3 ST;MO OZEMPIC 2 PATMO;
FLEXPEN U-100 SUBCUTANEOU QL (3 per
NOVOLIN N 3 ST: MO S PEN INJECTOR 28 days)
FLEXPEN 0.25 MG OR 0.5

MG (2 MG/3 ML),

NOVOLIN N 3 ST; MO 1 MG/DOSE (4
NPH U-100 MG/3 ML), 2
INSULIN MG/DOSE (8
NOVOLIN R 3 ST; MO MG/3 ML)
FLEXPEN pioglitazone 1 MO; QL
NOVOLIN R 3 ST; MO (30 per 30
REGULAR U100 days)
INSULIN pioglitazone- 1 MO; QL
NOVOLOG 3 ST; MO glimepiride (30 per 30
FLEXPEN U-100 days)
INSULIN pioglitazone- 1 MO; QL
NOVOLOG MIX 3 ST; MO metformin (90 per 30
70-30 U-100 days)
INSULN PROGLYCEM MO
NOVOLOG MIX 3 ST; MO QTERN ST; MO:;
70-30FLEXPEN QL (30 per
U-100 30 days)
NOVOLOG 3 ST; MO repaglinide oral 1 MO; QL
PENFILL U-100 tablet 0.5 mg (960 per 30
INSULIN days)

Note: The drug list includes all possible restrictions and limitations. 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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repaglinide oral 1 MO; QL SITAGLIPTIN 3 ST; QL (30

tablet 1 mg (480 per 30 per 30 days)
days) SOLIQUA 100/33 2  MO;QL

repaglinide oral | MO; QL (90 per 30

tablet 2 mg (240 per 30 days)
days) STEGLATRO 2 MO;QL

REZVOGLAR 3 ST; MO (30 per 30

KWIKPEN days)

RYBELSUS 2 PA; MO; STEGLUJAN 3 ST; MO;
QL (30 per QL (30 per
30 days) 30 days)

saxagliptin 1 MO; QL SYMLINPEN 120 4 PA; MO;
(30 per 30 QL (10.8
days) per 30 days)

saxagliptin- 1 MO; QL SYMLINPEN 60 4 PA; MO;

metformin oral (60 per 30 QL (6 per

tablet, er multiphase days) 30 days)

24 hr 2.5-1,000 mg SYNJARDY 2 MO;QL

saxagliptin- 1 MO; QL (60 per 30

metformin oral (30 per 30 days)

tablet, er multiphase days) SYNJARDY XR P MO: QL

24 hr 5-1,000 mg, 5- ORAL TABLET, (30 per 30

500 mg IR - ER, days)

SEGLUROMET 2 MO; QL BIPHASIC 24HR

ORAL TABLET (60 per 30 10-1,000 MG, 25-

2.5-1,000 MG, 7.5- days) 1,000 MG

1,000 MG, 7.5-500 SYNJARDY XR 2 MO;QL

MG ORAL TABLET, (60 per 30

SEGLUROMET 2 MO; QL IR - ER, days)

ORAL TABLET (120 per 30 BIPHASIC 24HR

2.5-500 MG days) 12.5-1,000 MG, 5-

SEMGLEE(INSU 3 ST; MO 1,000 MG

LIN GLARGINE- TOUJEO MAX U- 2 MO

YFGN) 300 SOLOSTAR

SEMGLEE(INSU 3 ST; MO TOUJEO 2 MO

LIN GLARG- SOLOSTAR U-300

YFGN)PEN 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
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TRADJENTA 2 MO:; QL XIGDUO XR 2 MO; QL
(30 per 30 ORAL TABLET, (60 per 30
days) IR - ER, days)
TRESIBA 3 ST: MO BIPHASIC 24HR
e
100 ) 5 J-
TRESIBA 3 ST; MO MG
FLEXTOUCH U- XULTOPHY 3 ST; MO;
200 100/3.6 QL (15 per
TRESIBA U-100 3 ST;MO 30 days)
INSULIN ZEGALOGUE 3 ST; MO
TRIJARDY XR 2 MO; QL AUTOINJECTOR
ORAL TABLET, (30 per 30 gggﬁ\%{?}gUE 3 ST;MO
IR - ER, days)
BIPHASIC 24HR ZITUVIO 3 ST; QL (30
10-5-1,000 MG, 25- per 30 days)
>-1,000 MG MISCELLANEO
TRIJARDY XR 2 MO; QL US HORMONES
ORAL TABLET, (60 per 30 :
IR - ER, days) AVEED 3 PA; LA
BIPHASIC 24HR cabergoline 1 MO
12.5-2.5-1,000 MG, calcitonin (salmon) 1 MO
5-2.5-1,000 MG nasal
TRULICITY 2 PA; MO; calcitriol oral 1 MO
QL (2 per capsule
28 days) calcitriol oral 3
VICTOZA 3-PAK 3 PA; MO; solution
QL (© per CERDELGA 4 PA;MO
30 days) inacalcet oral 3 PA:MO
cinacalcet ora ;
SN M0 e
, er
IR - ER d ays) cinacalcet oral 4 PA; MO
BIPHASIC 24HR tablet 90 mg
10-1,000 MG, 10- danazol MO
500 MG DDAVP ORAL MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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DEPO- 3 PA; MO javygtor oral 4 PA; MO
TESTOSTERONE powder in packet
INTRAMUSCUL 500 mg
AR OIL 100 javygtor oral 4 PA; MO
MG/ML tablet,soluble
TDI%’%STERONE 3 PA JYNARQUE 4  PA;LA
INTRAMUSCUL KORLYM 4 PA
AR OIL 200 KUVAN 4 PA; MO
MG/ML METHITEST 3 MO
desmopressin nasal 3 methyltestosterone 4 MO
spray,non-aerosol oral capsule
10 meglspray (0.1 mifepristone oral 4 PA; MO
ml) tablet 300 mg
desmopressin oral 1 MO miglustat 4 PA: MO;
doxercalciferol oral 3 MO LA
ELFABRIO 4 PA MYALEPT 4 PA; MO;
GALAFOLD 4 PA;MO; LA
LA; QL (15 ORILISSA 4 MO
per 30 days) PALYNZIQ 4 PA; MO;
ISTURISA ORAL 4 PA; LA; SUBCUTANEOU LA; QL (15
TABLET 1 MG QL (240 per S SYRINGE 10 per 30 days)
30 days) MG/0.5 ML
ISTURISA ORAL 4 PA; LA; PALYNZIQ 4 PA; MO;
TABLET 5 MG QL (360 per SUBCUTANEOU LA; QL (4
30 days) S SYRINGE 2.5 per 30 days)
JATENZO ORAL 3 PA;MO; MG/0.5 ML
CAPSULE 158 QL (120 per PALYNZIQ 4 PA; MO;
MG, 198 MG 30 days) SUBCUTANEOU LA; QL (60
JATENZO ORAL 4  PA; MO; S SYRINGE 20 per 30 days)
CAPSULE 237 QL (60 per MG/ML
MG 30 days) paricalcitol oral 3 MO
javygtor oral 1 PA; MO RAYALDEE 4 MO
powder in packet RECORLEV 4 PA
100 mg ROCALTROL 3
SAMSCA 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 viii. To confirm your plan’s
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sapropterin 4 PA; MO testosterone 1 PA; MO;
SENSIPAR ORAL 3 PA; MO transdermal gel in QL (300 per
TABLET 30 MG metered-dose pump 30 days)
SENSIPAR ORAL 4  PA; MO Z f/’jf‘g/ 1.25 gram
TABLET 60 MG, ’
90 MG testosterone 3 PA; MO;
SOMAVERT 4 PA: MO transdermal gel in QL (150 per
metered-dose pump 30 days)
STRENSIQ 4 PA 20.25 mgll.25 gram
SUBCUTANEOU (1.62%)
5 SOLUTION 28 testosterone 3 PA; MO;
MG/0.7 ML, 40 .
transdermal gel in QL (300 per
MG/ML, 80
packet 1 % (25 30 days)
MG/0.8 ML
mgl2.5gram), 1 %%
SYNAREL 4 PA; MO (50 mgl5 gram)
TESTIM 3 PA; MO; testosterone 3 PA; MO;
QL (300 per transdermal gel in QL (37.5
30 days) packet 1.62 % per 30 days)
testosterone 1 PA; MO (20.25 mgll.25
cypionate gram)
intramuscular oil testosterone 3 PA; MO;
100 mglmi, 200 transdermal gel in QL (150 per
mglml packet 1.62 % (40.5 30 days)
testosterone 1 PA mgl2.5 gram)
(.:ypionate ' testosterone 3 PA; MO;
intramuscular oil transdermal solution QL (180 per
200 mglml (1 ml) in metered pump 30 days)
testosterone 1 PA; MO wlapp
enanthate TLANDO 3 PA;MO;
testosterone 1 PA; QL QL (120 per
transdermal gel in (120 per 30 30 days)
metered-dose pump days) tolvaptan 4 PA; MO
ff?;i/l ?(')fq gram VOGELXO 3 PA:QL
€ TRANSDERMAL (300 per 30
GEL days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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VOGELXO 3 PA; QL TIROSINT MO
TRANSDERMAL (300 per 30 TIROSINT-SOL MO
GEL IN days) . .
METERED-DOSE unithroid MO
PUMP GASTROENT
VOXZOGO 4 PA; MO EROLOGY
XYOSTED 3 PA; MO; ANTIDIARRHE
QL (2 per ALS/
28 days) ANTISPASMOD
yargesa 4 PA; LA ICS
ZAVESCA 4 iﬁ, MO; CUVPOSA MO
ZEMPLAR ORAL 3 MO f;cﬁ le‘zmme oral MO
CAPSULE 1 P
MCG, 2 MCG dliyc‘lomme oral MO
t
THYROID — o
HORMONES icyclomine ora
tablet
CYTOMEL 3 MO diphenoxylate- MO
ERMEZA 3 atropine oral liquid
euthyrox 1 MO diphenoxylate- MO
LEVOTHYROXI 3 MO atropine oral tablet
NE ORAL GLYCATE
CAPSULE glycopyrrolate oral MO
levothyroxine oral 1 MO solution
tablet glycopyrrolate oral MO
levoxyl oral tablet 1 MO tablet 1 mg, 2 mg
100 meg, 112 mcg, glycopyrrolate oral
125 meg, 137 mcg, tablet 1.5 mg
150 mcg, 175 mcg, LOMOTIL M
200 mcg, 25 mcg, 50 OMO 0
meg, 75 mcg, 88 loperamide oral MO
meg capsule
liothyronine oral 1 MO methscopolamine MO
SYNTHROID 3 ST;MO MOTOFEN MO
THYQUIDITY MO MYTESI MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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ROBINUL 3 MO budesonide oral 3 MO
FORTE capsule,delayed, exte
ROBINUL ORAL 3 MO nd.release
MISCELLANEO budesonide oral 4 MO
Us tablet,delayed and
GASTROINTES ext.release
TINAL AGENTS budesonide rectal 1 MO
alosetron oral tablet 3 PA; MO BYLVAY > PA; MO;
LA
0.5 mg
alosetron oral tablet 4 PA; MO CANASA . MO
1 mg CHENODAL 4 PA; LA
AMITIZA 3 ST; MO; CHOLBAM 4 PA
QL (60 per ORAL CAPSULE
30 days) 250 MG
ANTIVERT 3 CHOLBAM 4 PA; QL
ORAL TABLET ORAL CAPSULE (120 per 30
50 MG 50 MG days)
ANTIVERT 3 CIMZIA 4 PA; MO;
ORAL QL (2 per
TABLET,CHEWA 28 days)
BLE CIMZIA 4 PA; MO;
ANUSOL-HC 3 MO POWDER FOR QL (2 per
TOPICAL RECONST 28 days)
ANZEMETORAL 3  PA;MO CLENPIQ ORAL 3 ST
TABLET 50 MG SOLUTION 10
; - MG-3.5 GRAM-
aprepitant 3 PAMO 12 GRAM/160 ML
APRISO : MO CLENPIQ ORAL 3 ST; MO
AZULFIDINE 3 MO SOLUTION 10
AZULFIDINE 3 MO MG-3.5 GRAM-
EN-TABS 12 GRAM/175 ML
balsalazide 1 MO COLAZAL 4 MO
betaine 4 MO compro 3 MO
BONJESTA 3 MO constulose 1 MO
CORTIFOAM 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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CREON 2 MO hydrocortisone 1 MO
cromolyn oral 3 MO top{cal cream with
CYSTADANE 4 ge;z;eal applicator
. 0
DELZICOL < hydrocortisone- 1 MO
DICLEGIS 3 MO pramoxine rectal
DIPENTUM 4 MO cream 1-1 %
doxylamine- 1 MO IBSRELA 4 PA; MO;
pyridoxine (vit b6) QL (60 per
dronabinol PA 30 days)
EMEND ORAL PA: MO INFLECTRA 4 PA; MO;
CAPSULE 80 MG QL (20 per
EMEND ORAL 3 PA;MO 28 days)
CAPSULE.DOSE KRISTALOSE 3 MO
PACK lactulose oral 1
EMEND ORAL 3 PA packet
SUSPENSION lactulose oral 1 MO
FOR solution 10 graml15
RECONSTITUTI ml
ON LIALDA 3 MO
ENTYVIO PEN 4 PA; MO; LINZESS P MO; QL
QL (1.36 (30 per 30
per 28 days) days)
enulose LAY LIVMARLI 4  PA;LA
GASTROCROM 3 MO ORAL
GATTEX 30-VIAL 4  PA; MO SOLUTION 9.5
. MG/ML
gavilyte-c 1 MO
. LOTRONEX 4 PA; MO
gavilyte-g 1 MO
onerlac 1 lubiprostone 3 MO; QL
g (60 per 30
GIMOTI 4 days)
GOLYTELY 3 STIMO MARINOL ORAL 4  PA
granisetron hcl oral 1 PA; MO CAPSULE 10 MG,
hydrocortisone 3 MO S MG
rectal MARINOL ORAL 3 PA

CAPSULE 2.5 MG

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

This drug list was updated in August 2024.

101


http://www.express-scripts.com

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

meclizine oral tablet 1 MO OMVOH PEN 4 PA; MO;
12.5mg, 25 mg QL (2 per
mesalamine oral 3 MO 28 days)
capsule (with del rel OMVOH 4 PA; QL (2
tablets) SUBCUTANEOU per 28 days)
mesalamine oral 3 S
capsule, extended ondansetron hcl oral 3 PA; MO
release solution
mesalamine oral 3 MO ondansetron hcl oral 1 PA; MO
capsule,extended tablet 4 mg, 8§ mg
release 24hr ondansetron oral 1 PA; MO
mesalamine oral 3 MO tablet,disintegrating
tablet,delayed 4 mg, 8 mg
release (drlec) PANCREAZE 3 ST; MO
mesalamine rectal 3 MO ORAL
metoclopramide hcl 1 MO CAPSULE,DELA
oral solution EEEEASE(DR/EC
met;le§?rtaMIde hel 1 MO ) 10.500-35,500-
orartavie 61,500 UNIT,
metoclopramide hcl 1 16,800-56,800-
oral 98,400 UNIT,
tablet,disintegrating 2.600-8,800- 15,200
5 mg UNIT, 21,000-
MOTEGRITY 3 ST; MO; 54,700- 83,900

QL (30 per UNIT, 4,200-

30 days) 14,200- 24,600
MOVANTIK 3 ST; MO; UNIT

QL (30 per PANCREAZE 4 ST; MO

30 days) ORAL
MOVIPREP 3 ST;MO CAPSULE,DELA

itrogl } tal 1 MO YED

nitroglycerin recta RELEASE(DR/EC
OCALIVA 4 PA; MO; ) 37,000-97,300-

LA; QL (30 149,900 UNIT

per 30 days) peg 3350- 1

electrolytes

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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peg3350-sod sul- 1 MO proctozone-hc 1 MO
nacl-kcl-asb-c RECTIV 3 MO
peg-electrolyte 1 MO REGLAN ORAL 3 MO
PENTASA ORAL 3 MO RELISTOR ORAL 4  ST; MO;
CAPSULE, QL (90 per
EXTENDED 30 days)
;%EASE 250 RELISTOR 4 ST; MO;
SUBCUTANEOU QL (18 per
PENTASA ORAL 4 MO S SOLUTION 30 days)
‘(E:Q"?ISE%IIS%D RELISTOR 4 ST; MO;
RELEASE 500 SUBCUTANEOU QL (18 per
MG S SYRINGE 12 30 days)
MG/0.6 ML
PERTZYE ORAL 3 ST; MO RELISTOR 4 ST- MO-
ggII;SULE’DELA SUBCUTANEOU QL (12 per
RELEASE(DR/EC iggﬂff 8 30 days)
) 16,000-57,500- :
60,500 UNIT, RELTONE 4
4,000-14,375- REMICADE 4 PA; MO;
15,125 UNIT, QL (20 per
8,000-28,750- 28 days)
30,250 UNIT RENFLEXIS 4  PA;MO;
PERTZYE ORAL 4  ST; MO QL (20 per
CAPSULE,DELA 28 days)
YED ROWASA 3 MO
RELEASE(DR/EC RECTAL ENEMA
) 24,000-86,250- KIT
20,750 UNIT SANCUSO 4 MO
PLENVU ST, MO scopolamine base 3 MO
prochlorperazine MO SKYRIZI 4 PA: MO:
prochlorperazine MO INTRAVENOUS QL (30 per
maleate 180 days)
PROCTOFOAM 3 MO
HC
procto-med hc 1 MO
proctosol he topical 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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SKYRIZI 4 PA; MO; URSO FORTE 3
SUBCUTANEOU QL (1.2 per ursodiol oral capsule 4
S WEARABLE 56 days) 200 mg, 400 mg
INJECTOR 180 :
MG/1.2 ML (150 ;tgsoodlol oral capsule 1 MO
MG/ML) el
SKYRIZI 4 PA: MO: ursodiol oral tablet 1 MO
SUBCUTANEOU QL (2.4 per VARUBI 2 PA
S WEARABLE 56 days) VELSIPITY 4 PA; MO;
INJECTOR 360 QL (30 per
MG/2.4 ML (150 30 days)
MG/ML) VIBERZI 4  MO;QL
sodium,potassium,m 3 MO (60 per 30
ag sulfates oral days)
recon soln 17.5- VIOKACE 3 MO
3.13-1.6 gram VOWST 4 PALA
sodium,potassium,m 3 ZENPEP ORAL 5 MO
ag sulfates oral CAPSULE,DELA
recon soln 17.5- YED ’
3.13-1.6 gram 2 RELEASE(DR/EC
pack (450m) ) 10,000-32,000 -
SUCRAID 4 PA 42’0’00 UNiT,
SUFLAVE 3 ST; MO 15,000-47,000 -
sulfasalazine 1 MO 63,000 UNIT,
SUPREP BOWEL 3 ST; MO ég’gggﬁiﬂ)'
PREP KIT 25,000-79,000-
SUTAB 3 ST; MO 105,000 UNIT,
SYMPROIC 2 MO; QL 3,000-10,000 -

(30 per 30 14,000-UNIT,

days) 40,000-126,000-
TRULANCE 2 MO:;QL 168,000 UNIT,

(30 per 30 5,000-17,000-

days) 24,000 UNIT
UCERIS ORAL 4 MO
UCERIS RECTAL 3 MO
URSO 250 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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ZENPEP ORAL MO esomeprazole 1 MO; QL
CAPSULE,DELA magnesium oral (60 per 30
YED capsule,delayed days)
RELEASE(DR/EC release(drlec) 40
) 60,000-189,600- mg
252,600 UNIT esomeprazole 1 MO; QL
ZYMFENTRA PA; MO; magnesium oral (30 per 30
QL (2 per granules dr for susp days)
28 days) in packet 10 mg, 20
ULCER ms
THERAPY esomeprazole 1 MO; QL
p— MO: OL magnesium oral (60 per 30
; granules dr for susp days)
clarithromy- (112 per . L
in packet 40 mg
lansopraz 180 days) _—
bismuth subcit k- MO; QL famotldfne oral 1 MO
. suspension for
metronidz-tcn (120 per reconstitution
180 days) famotidine oral 1 MO
CARAFATE
ORAL tablet 20 mg, 40 mg
SUSPENSION KONVOMEP 3 QL (600 per
CARAFATE MO 30 days)
ORAL TABLET lansoprazole oral 1 MO; QL
— capsule,delayed (30 per 30
cimetidine MO release(drlec) 15 days)
CYTOTEC MO mg
DEXILANT MO; QL lansoprazole oral 1 MO; QL
(30 per 30 capsule,delayed (60 per 30
days) release(drlec) 30 days)
dexlansoprazole MO; QL mg
(30 per 30 lansoprazole oral 1 MO; QL
days) tablet,disintegrat, (30 per 30
esomeprazole MO; QL delay rel 15 mg days)
magnesium oral (30 per 30 lansoprazole oral 1 MO; QL
capsule,delayed days) tablet,disintegrat, (60 per 30
release(drlec) 20 delay rel 30 mg days)
mg misoprostol 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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NEXIUM ORAL 3 MO; QL omeprazole-sodium 4 MO; QL

CAPSULE,DELA (30 per 30 bicarbonate oral (30 per 30

YED days) packet days)

RELEASE(DR/EC pantoprazole oral 1 MO; QL

)20 MG granules dr for susp (60 per 30

NEXIUM ORAL 3 MO; QL in packet days)

CAPSULE.DELA (60 per 30 pantoprazole oral 1 MO:; QL

YED days) tablet, delayed (30 per 30

RELEASE(DR/EC release (drlec) 20 days)

)40 MG mg

NEXIUM ORAL 3 MO; QL pantoprazole oral 1 MO; QL

GRANULES DR (30 per 30 tablet,delayed (60 per 30

FOR SUSP IN days) release (drlec) 40 days)

PACKET 10 MG, mg

i;{ 5G MG, 20 MG, 5 PEPCID ORAL 3 MO

NEXIUM ORAL 3 MO; QL TABLET

GRANULES DR (60 per 30 PREVACID : ?g(? ; e? I?:O

FOR SUSP IN days) d p)

PACKET 40 MG PREVACID 3 Néllz’)s QL

’?;Zizime oral S MO SOLUTAB ORAL (30 per 30

cap TABLET,DISINT days)

OMECLAMOX- 3 QL (80 per EGRAT, DELAY

PAK 180 days) REL 15 MG

omeprazole oral 1 MO; QL PREVACID 3 MO; QL

capsule,delayed (30 per 30 SOLUTAB ORAL (60 per 30

release(drlec) 10 days) TABLET,DISINT days)

mg, 20 mg EGRAT, DELAY

omeprazole oral 1 MO; QL REL 30 MG

capsule,delayed (60 per 30 PRILOSEC ORAL 3 MO; QL

release(drlec) 40 days) SUSP,DELAYED (120 per 30

mg RELEASE FOR days)

omeprazole-sodium 1 MO; QL RECON 10 MG

bicarbonate oral (30 per 30 PRILOSEC ORAL 3 MO; QL

capsule days) SUSP,DELAYED (480 per 30

RELEASE FOR days)

RECON 2.5 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PROTONIX 3 MO:; QL ZEGERID ORAL 4 MO:; QL
ORAL (60 per 30 CAPSULE 20-1.1 (30 per 30
GRANULES DR days) MG-GRAM days)
FOR SUSP IN ZEGERID ORAL 4 QL (30 per
PACKET CAPSULE 40-1.1 30 days)
PROTONIX 3 MO; QL MG-GRAM
ORAL (30 per 30 IMM N L
TABLET,DELAY days) OO,
ED RELEASE GY,
(DR/EC) 20 MG VACCINES /
PROTONIX 3 MO;QL BIOTECHNO
ORAL (60 per 30 LOGY
TABLET,DELAY days)
ED RELEASE BIOTECHNOLO
(DR/EC) 40 MG GY DRUGS
PYLERA 3 MO; QL ACTIMMUNE 4 PA; MO
(120 per ARANESP (IN 4  PA;MO
180 days) POLYSORBATE)
rabeprazole oral 1 MO; QL INJECTION
tablet,delayed (60 per 30 SOLUTION 100
release (drlec) days) MCG/ML, 200
sucralfate oral 3 MO MCG/ML
suspension ARANESP (IN 3 PA; MO
sucralfate oral 1 MO POLYSORBATE)
tablet INJECTION
: SOLUTION 25
TALICIA 3 ?;[6% %i MCG/ML, 40
180 do 9 MCG/ML, 60
VOQUEZNA 3 ST MZ) MEG/ML
Q OL (30 per ARANESP (IN 3 PA;MO
30 da S)p POLYSORBATE)
Y INJECTION
VOQUEZNA 3 MO; QL SYRINGE 10
DUAL PAK (112 per MCG/0.4 ML, 100
180 days) MCG/0.5 ML, 25
VOQUEZNA 3 MO; QL MCG/0.42 ML, 40
TRIPLE PAK (112 per MCG/0.4 ML, 60
180 days) MCG/0.3 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ARANESP (IN 4 PA; MO GENOTROPIN 3 PA; MO

POLYSORBATE) MINIQUICK

INJECTION SUBCUTANEOU

SYRINGE 150 S SYRINGE 0.2

MCG/0.3 ML, 200 MG/0.25 ML

MCG/0.4 ML, 300 GENOTROPIN 4  PA;MO

MCG/0.6 ML, 500 MINIQUICK

MCG/ML SUBCUTANEOU

ARCALYST 4 PA S SYRINGE 0.4

AVONEX 4 PA; MO; MG/0.25 ML, 0.6

INTRAMUSCUL QL (1 per MG/0.25 ML, 0.8

AR PEN 28 days) MG/0.25 ML, 1

INJECTOR KIT MG/0.25 ML, 1.2

AVONEX 4 PA; MO; ﬁgig;g ﬁ]]:’ }2

INTRAMUSCUL QL (1 per MG/0.25 ML, 1.8

AR SYRINGE 28 days) MG/0.25 ML’ 2'

KIT MG/0.25 ML

BESREMI 4 PA; LA GRANIX 4 PA- MO

BETASERON 4  PA; MO; :

SUBCUTANEOU QL (14 per &tgéﬁggplz 4 PAMO

S KIT 28 days) CARTRIDGE

EGRIFTA SV 4 PA; MO LEUKINE 4 PA: MO

EPOGEN 3 PA; MO INJECTION

INJECTION RECON SOLN

SOLUTION 2,000 )

UNIT/ML. 20.000 NEULASTA 4 PA; MO

UNIT/2 ML, NEULASTA 4 PA; MO

20,000 UNIT/ML, ONPRO

3,000 UNIT/ML, NEUPOGEN 4 PA; MO

4,000 UNIT/ML NGENLA 4 PA;MO

FULPHILA 4 PAMO NIVESTYM 4 PA;MO

FYLNETRA 4 PA

GENOTROPIN 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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NORDITROPIN 4  PA;MO PLEGRIDY 4  PA; MO;

FLEXPRO SUBCUTANEOU QL (1 per

SUBCUTANEOU S SYRINGE 125 28 days)

S PEN INJECTOR MCG/0.5 ML

10 MG/1.5 ML (6.7 PLEGRIDY 4 PA;MO;

MG/ML), 15 SUBCUTANEOU QL (1 per

MG/1.5 ML (10 S SYRINGE 63 180 days)

MG/ML), 5 MCG/0.5 ML- 94

MG/1.5 ML (3.3 MCG/0.5 ML

MG/ML) PROCRIT 2 PA;MO

NORDITROPIN 4 PA INJECTION

FLEXPRO SOLUTION 10,000

SUBCUTANEOU UNIT/ML, 2,000

S PEN INJECTOR UNIT/ML, 3,000

30 MG/3 ML (10 UNIT/ML, 4,000

MG/ML) UNIT/ML

NUTROPIN AQ 4 PA; MO PROCRIT 4 PA: MO

NUSPIN INJECTION

NYVEPRIA 4  PA;MO SOLUTION 20,000

OMNITROPE 4  PA;MO UNIT/ML, 40,000

PEGASYS 4  MO;QL 4 UNIT/ML

SUBCUTANEOU per 28 days) REBIF (WITH 4 PA;MO;

S SOLUTION ALBUMIN) QL (6 per

PEGASYS 4 MO;QL(2 28 days)

SUBCUTANEOU per 28 days) REBIF 4 PA;MO;

S SYRINGE REBIDOSE QL (6 per

PLEGRIDY 4  PA;MO; ggggﬁ;‘;gg%% 28 days)

SUBCUTANEOU QL (1 per ) MCG/0.5 ML

S PEN INJECTOR 28 days) 14 MCG/0.S ML,

125 MCG/0.5 ML :

PLEGRIDY 4 PA; MO; REBIF 4 PAMO;

SUBCUTANEOU QL (1 per REBIDOSE QL (4.2 per

P SUBCUTANEOU 180 days)
S PEN INJECTOR 180 days) S PEN INJECTOR

63 MCG/0.5 ML-
94 MCG/0.5 ML

8.8MCG/0.2ML-22
MCG/0.5ML (6)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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REBIF 4 PA: MO; VACCINES /
TITRATION QL (4.2 per MISCELLANEO
PACK 180 days) usS
RELEUKO 3 PA: MO IMMUNOLOGI
SUBCUTANEOU CALS
S

ABRYSVO (PF) 1 A
RETACRIT 2 PA: MO
INJECTION ACTHIB (PF) 2
SOLUTION 10,000 ADACEL(TDAP 1 \4
UNIT/ML, 2,000 ADOLESN/ADUL
UNIT/ML, 20,000 T)(PF)
UNIT/2 ML, AREXVY (PF) 1 A%
20,000 UNTT/ML, BCG VACCINE, Y
3,000 UNIT/ML, LIVE (PF)
4,000 UNIT/ML

BEXSERO 1 \%
RETACRIT 4 PA: MO _
INJECTION BIVIGAM 4 PA: MO
SOLUTION 40,000 BOOSTRIX TDAP | A%
UNIT/ML DAPTACEL 2
SEROSTIM 4 PA: MO (DTAP
SUBCUTANEOU PEDIATRIC) (PF)
S RECON SOLN 4 DYSPORT 3 PA: MO
MG, 5 MG, 6 MG ENGERIX-B (PF) 1 PAV
SKYTROFA 4 PA; MO ENGERIX-B 1 PA; V
SOGROYA 4 PA; MO PEDIATRIC (PF)
STIMUFEND 4 PA; MO GAMMAGARD 4 PA; MO
UDENYCA 4 PA; MO LIQUID
UDENYCA 4 PA:; MO GAMMAGARD 4 PA; MO
AUTOINJECTOR S-D (IGA <1
UDENYCA 4  PA:MO MCG/ML)
ONBODY GAMMAKED 4 PA; MO
XOLREMDI 4  PA.LA INJECTION

. SOLUTION 1

ZIEXTENZO 4 PA: MO %)
ZOMACTON 3 PA; MO GAMMAPLEX 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 viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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GAMMAPLEX 4 PA; MO MENQUADFI 1 \%

(WITH (PF)

SORBITOL) MENVEO A-C-Y- 1 \%

GAMUNEX-C 4 PA; MO W-135-DIP (PF)

INJECTION INTRAMUSCUL

SOLUTION 1 AR KIT

GRAM/10 ML (10 M-M-R I (PF) 1 Vv

%) OCTAGAM 4 PA; MO

GARDASIL 9 (PF) 1 v ODACTRA g PA: MO

Eié:{?ém i \1\;[0 PANZYGA 4 PA; MO

INTR AMUSCUL PEDIARIX (PF) 2

AR SYRINGE PEDVAX HIB 2

1,440 ELISA (PF)

UNIT/ML PENBRAYA (PF) 1 v

HAVRIX (PF) 2 PENTACEL (PF) 2

INTRAMUSCUL INTRAMUSCUL

AR SYRINGE 720 AR KIT 15LF-

ELISA UNIT/0.5 48MCG-62DU -10

ML MCG/0.5ML

HEPLISAV-B (PF) 1 PA; V PREHEVBRIO 1 PA;V

HIBERIX (PF) 2 (PF)

IMOVAX RABIES 1 % PRIORIX (PF) 1 \

VACCINE (PF) PRIVIGEN 4 PA; MO

INFANRIX 2 PROQUAD (PF) 2

(DTAP) (PF) QUADRACEL 2

IPOL 1 \Y (PF)

IXCHIQ (PF) 1 \Y RABAVERT (PF) 1 \%

IXIARO (PF) 1 V RAGWITEK 3 MO

JYNNEOS (PF) 1 PA; V RECOMBIVAX 1 PA;V

KINRIX (PF) 2 HB (PF)

MENACTRA (PF) 1V ROTARIX ORAL 2

INTRAMUSCUL SUSPENSION

AR SOLUTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ROTARIX ORAL 1 VAQTA (PF) 2
SUSPENSION INTRAMUSCUL
FOR AR SYRINGE 25
RECONSTITUTI UNIT/0.5 ML
ON VAQTA (PF) 1V
ROTATEQ 2 INTRAMUSCUL
VACCINE AR SYRINGE 50
SHINGRIX (PF) 1  V;QL(2 UNIT/ML

per 720 VARIVAX (PF) Y

days) YF-VAX (PF) 1 \%
TDVAX - M MISCELLAN
TENIVAC (PF) 1V EOUS
TETANUS,DIPH 2
THERIA TOX SUPALIIGS
PED(PF) MISCELLANEO
TICOVAC 2 US SUPPLIES
INTRAMUSCUL NOVO PEN 2 PA;MO
AR SYRINGE 1.2 NEEDLE
MCG/0.25 ML 3D 5 PAMO
TICOVAC 2 v AUTOSHIELD
INTRAMUSCUL DUO PEN
AR SYRINGE 2.4 NEEDLE
MCG/0.5 ML BD INSULIN 2 PA;MO
TRUMENBA v SYRINGE (HALF
TWINRIX (PF) 1V UNIT)
TYPHIM VI 1V BD INSULIN 2 PA
VAQTA (PF) 2 SYRINGE
INTRAMUSCUL SYRINGE 1 ML
AR SUSPENSION 25 GAUGE X 58",
25 UNIT/0.5 ML IML25X1
VAQTA (PF) 1 \Y% BD INSULIN 2 PA; MO
INTRAMUSCUL SYRINGE U-500
AR SUSPENSION BD INSULIN 2  PA;MO
50 UNIT/ML SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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BD NANO 2ND 2 PA; MO DROPLET 3 PA
GEN PEN INSULIN
NEEDLE SYR(HALF
BD ULTRA-FINE 2  PA;MO UNIT) SYRINGE
MICRO PEN 0.5 ML 29
NEEDLE GAUGE X 1/2",
BD ULTRA-FINE 2 PA; MO 0.5 ML 30 "
GAUGE X 5/16",
MINI PEN
NEEDLE 0.5 ML 31
GAUGE X 15/64",
BD ULTRA-FINE 2 PA 0.5ML 30 GAUGE
NANO PEN X 15/64"
NEEDLE DROPLET 3 PA; MO
BD ULTRA-FINE 2 PA; MO INSULIN
SHORT PEN SYR(HALF
NEEDLE UNIT) SYRINGE
BD VEO 2 PA; MO 0.5 ML 30
INSULIN SYR GAUGE X 1/2",
(HALF UNIT) 0.5 ML 31
BD VEO 2 PA;MO GAUGE X 5/16"
INSULIN DROPLET 3 PA
SYRINGE UF INSULIN
CEQUR 2 MO SYRINGE
SIMPLICITY SYRINGE 0.3 ML
CEQUR 5 MO 29 GAUGE X 1/2",
SIMPLICITY 0.3 ML 30
INSERTER GAUGE X 15/64",
0.3 ML 30
PEN NEEDLES 3 PA GAUGE X 5/16",
(NON- 0.3 ML 31
PREFERRED GAUGE X 15/64",
BRANDS) 1 ML 29 GAUGE

X 1/2",1 ML 30
GAUGE X 15/64",
1 ML 30 GAUGE
X 5/16, 1 ML 31
GAUGE X 15/64"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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DROPLET 3 PA; MO DROPSAFE PEN 3 PA
INSULIN NEEDLE
SYRINGE NEEDLE 31
SYRINGE 0.3 ML GAUGE X 3/16"
30 GAUGE X 172", GAUZE PADS 2 2 PA
0.3 ML 31 X2
GAUGE X 5/16", 1 INPEN (FOR :
ML 30 GAUGE X
. HUMALOG)
1/2", 1 ML 31 BLUE
GAUGE X 5/16
DROPLET 3 PA; MO ?gﬁii%%% >
MICRON PEN GREY
NEEDLE
DROPLET PEN 3 PA; MO INPEN (FOR >
HUMALOG)
NEEDLE PINK
NEEDLE 29
GAUGE X 1/2", 31 INPEN 3
GAUGE X 1/4", 31 (NOVOLOG OR
GAUGE X 3/16", FIASP) BLUE
31 GAUGE X INPEN 3
5/16", 32 GAUGE (NOVOLOG OR
X 1/4", 32 GAUGE FIASP) GREY
X 3/16", 32 INPEN 3
GAUGE X 5/32" (NOVOLOG OR
DROPLET PEN 3 PA FIASP) PINK
NEEDLE BD INSULIN 2 PA
NEEDLE 29 SYRINGE
GAUGE X 3/8 ’,,30 BD INSULIN 2 PA; MO
GAUGE X 5/16", SYRINGE
32 GAUGE X
5/16" NOVO PEN 2 PA; MO
DROPSAFE PEN 3 PA; MO NEEDLE
NEEDLE 32
NEEDLE GAUGE X 1/4"
NEEDLE 31
GAUGE X 1/4", 31 NOVO PEN 2 PA
GAUGE X 5/16" NEEDLE
NEEDLE 32
GAUGE X 1/5", 32
GAUGE X 1/6"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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OMNIPOD 5 G6 2  MO:;QL(1 PEN NEEDLES 3 PA
INTRO KIT (GEN per 720 (NON-
5) days) PREFERRED
OMNIPOD 5 G6 2 MO BRANDS)
PODS (GEN 5) TECHLITE 3 PA
OMNIPOD 5 G6- 2 QL (1 per INSULIN
G7 INTRO 720 days) SYRINGE
KT(GEN5) SYRINGE 1 ML
OMNIPOD 5 Gé. 5 29 GAUGE X 1/2
G7 PODS (GEN 5) TECHLITE 3 PA; MO
OMNIPOD DASH 2 QL (1 per Isf(i%g;
il)\ITRO KIT (GEN 720 days) SYRINGE 1 ML
30 GAUGE X 1/2",
OMNIPOD DASH 2 MO | ML 31 GAUGE
PODS (GEN 4) X 15/64", 1 ML 31
OMNIPOD GO 2 GAUGE X 5/16
PODS TECHLITE 3 PA
OMNIPOD GO 2 INSULN
PODS 10 SYR(HALF
UNITS/DAY UNIT) SYRINGE
OMNIPOD GO 2 0.3 ML 29
PODS 15 GAUGE X 1/2",
UNITS/DAY 0.3 ML 30 .
OMNIPOD GO 2 GAUGE X /16",
PODS 20 0.5 ML 30
UNITS/DAY GAUGE X 5/16
OMNIPOD GO 2
PODS 25
UNITS/DAY
OMNIPOD GO 2
PODS 30
UNITS/DAY
OMNIPOD GO 2
PODS 40
UNITS/DAY
BD PEN NEEDLE 2 PA

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

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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UNIFINE 3 PA; MO UNIFINE 3 PA; MO
PENTIPS ULTRA PEN
NEEDLE 29 NEEDLE
GAUGE X 172", 31 NEEDLE 31
GAUGE X 1/4", 31 GAUGE X 3/16"
GAUGE X 3/16", INSULIN 3 PA
31 GAUGE X SYRINGES
5/16", 32 GAUGE (NON-
X 1/4", 32 GAUGE PREFERRED
X 5/32", 33 BRANDS)
Silg:(l}fﬂz( = 3 PA;MO voo2 Vo
PENTIPS PLUS V-G0 30 MO
UNIFINE 3 PA V-GO 40 MO
PENTIPS PLUS MUSCULOSK
MAXFLOW ELETAL/
UNIFINE 3 PA RHEUMATO
SAFECONTROL
NEEDLE 30 LI
GAUGE X 3/16", GOUT
32 GAUGE X THERAPY
2132 allopurinol oral 1 MO
UNIFINE 3 PA/MO tablet 100 mg, 300
SAFECONTROL mg
gi%[()}IEE)S (; 16" ALLOPURINOL 3

ORAL TABLET
R S L 1
PEN NEEDLE colchicine 1 MO
UNIFINE 3 PA COLCRYS 3 ST; MO
ULTRA PEN febuxostat 1 MO
NEEDLE GLOPERBA 3 ST
gi%%I;EE )211/4” " MITIGARE 3 ST; MO
GAUGE X 5/16", probenecid 1 MO
32 GAUGE X probenecid- 1 MO
5/32" colchicine
ULORIC 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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OSTEOPOROSI FOSAMAX PLUS 3 ST; MO;
S THERAPY D QL (4 per
ACTONEL ORAL ST; MO; . 28 days)
TABLET 150 MG QL (1 per ibandronate oral 1 MO; QL (1
30 days) per 30 days)
ACTONEL ORAL ST; MO; PROLIA 3 PAIMO;
TABLET 35 MG QL (4 per QL (1 per
28 days) 180 days)
alendronate oral MO; QL raloxifene 1 MO
solution (300 per 28 risedronate oral | MO; QL (1
days) tablet 150 mg per 30 days)
alendronate oral MO; QL risedronate oral 1 MO; QL (4
tablet 10 mg (30 per 30 tablet 35 mg, 35 mg per 28 days)
days) (12 pack), 35 mg (4
alendronate oral MO; QL (4 pack)
tablet 35 mg, 70 mg per 28 days) risedronate oral 1 MO; QL
ATELVIA ST: MO: tablet 5 mg (30 per 30
QL (4 per days)
28 days) risedronate oral 3 MO; QL (4
BINOSTO ST: MO: tablet,delayed per 28 days)
QL’ (4 pejr release (drlec)
28 days) TERIPARATIDE 4 PA; QL
EVENITY PA: MO: SUBCUTANEOU (2.48 per 28
SUBCUTANEOU QL (2.34 S PEN INJECTOR days)
S SYRINGE per 30 days) 20 MCG/DOSE
210MG/2.34ML ( (620MCG/2.48ML)
105MG/1.17MLX2 TYMLOS 4 PA; MO;
) QL (1.56
EVISTA MO per 30 days)
FORTEO PA: MO; OTHER
QL (2.4 per RHEUMATOLO
28 days) GICALS
FOSAMAX ST; MO; ABRILADA(CF) 4 PA; QL (6
ORAL TABLET QL (4 per PEN per 28 days)
70 MG 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ABRILADA(CF) 4  PA;QL(2 ADALIMUMAB- 4  PA;QL(6
SUBCUTANEOU per 28 days) AATY per 28 days)
S SYRINGE KIT SUBCUTANEOU
20 MG/0.4 ML S SYRINGE KIT
ABRILADA(CF) 4  PA;QL(6 40 MG/0.4 ML
SUBCUTANEOU per 28 days) ADALIMUMAB- 4 PA; MO;
S SYRINGE KIT ADAZ QL (2.4 per
40 MG/0.8 ML 28 days)
ACTEMRA 4 PA; MO; ADALIMUMAB- 4 PA; MO;
ACTPEN QL (3.6 per ADBM QL (4 per
28 days) (PREFERRED 28 days)
ACTEMRA 4 PA;MO; NDCS
SUBCUTANEOU QL (3.6 per STARTING
S 28 days) WITH 00597)
ADALIMUMAB- 4 PA; MO; SUBCUTANEOU
S PEN INJECTOR
AACE QL (6 per KIT 40 MG/0.4
28 days) ML, 40 MG/0.8
ADALIMUMAB- 4 PA;QL(6 ML
AATY per 28 days) ADALIMUMAB- 4  PA: MO;
SUBCUTANEOU
S AUTO. ADBM QL (2 per
INJECTOR, KIT ggggERRED 28 days)
40 MG/0.4 ML STARTING
ADALIMUMAB- 4 PA; QL (3 WITH 00597)
AATY per 28 days) SUBCUTANEOU
SUBCUTANEOU S SYRINGE KIT
S AUTO- 10 MG/0.2 ML, 20
INJECTOR, KIT MG/0.4 ML
80 MG/0.8 ML ADALIMUMAB- 4  PA:QL(4
ADALIMUMAB- 4  PA;QL(2 ADBM per 28 days)
AATY per 28 days) (PREFERRED
SUBCUTANEOU NDCS
S SYRINGE KIT STARTING
20 MG/0.2 ML WITH 00597)
SUBCUTANEOU
S SYRINGE KIT
40 MG/0.4 ML

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

This drug list was updated in August 2024.
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ADALIMUMAB- 4  PA;MO; ADALIMUMAB- 4  PA;MO;

ADBM QL (4 per RYVK QL (6 per

(PREFERRED 28 days) SUBCUTANEOU 28 days)

NDCS S AUTO-

STARTING INJECTOR, KIT

WITH 00597) AMIJEVITA 4  PA;MO;

SUBCUTANEOU (PREFERRED QL (2.4 per

S SYRINGE KIT NDCS 28 days)

40 MG/0.8 ML STARTING

ADALIMUMAB- 4  PA;QL(6 WITH 55513)

ADBM(CF) PEN per 180 SUBCUTANEOU

CROHNS days) S AUTO-

(PREFERRED INJECTOR 40

NDCS MG/0.4 ML, 80

STARTING MG/0.8 ML

WITH 00597) AMIJEVITA 4 PA; MO;

ADALIMUMAB- 4  PA;QL4 (PREFERRED QL (4.8 per

ADBM(CF) PEN per 180 NDCS 28 days)

PS-UV days) STARTING

(PREFERRED WITH 55513)

NDCS SUBCUTANEOU

STARTING S AUTO-

WITH 00597) INJECTOR 40

ADALIMUMAB- 4  PA;QL(6 MG/0.8 ML

FKIJP per 28 days) AMIJEVITA 4 PA; MO;

SUBCUTANEOU (PREFERRED QL (0.4 per

S PEN INJECTOR NDCS 28 days)

KIT STARTING

ADALIMUMAB- 4  PA;QL(2 WITH 55513)

FKIJP per 28 days) SUBCUTANEOU

SUBCUTANEOU S SYRINGE 10

S SYRINGE KIT MG/0.2 ML, 20

20 MG/0.4 ML MG/0.2 ML

ADALIMUMAB- 4  PA;QL(6

FKJP per 28 days)

SUBCUTANEOU

S SYRINGE KIT

40 MG/0.8 ML

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

This drug list was updated in August 2024.
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Tier  ts/Limits Tier  ts/Limits

AMJEVITA 4  PA; MO; CYLTEZO(CF) 4  PA;QL(4

(PREFERRED QL (0.8 per PEN PSORIASIS- per 180

NDCS 28 days) uv days)

STARTING CYLTEZO(CF) 4 PA;MO;

WITH 55513) SUBCUTANEOU QL (2 per

SUBCUTANEOU S SYRINGE KIT 28 days)

S SYRINGE 20 10 MG/0.2 ML, 20

MG/0.4 ML MG/0.4 ML

AMIJEVITA 4  PA;MO; CYLTEZO(CF) 4  PA;QL(4

(PREFERRED QL (2.4 per SUBCUTANEOU per 28 days)

NDCS 28 days) S SYRINGE KIT

STARTIN? 40 MG/0.4 ML

WITH 55513) CYLTEZO(CF) 4  PA; MO;

SUBCUTANEOU

S SYRINGE 40 SUBCUTANEOU QL (4 per

MG/0.4 ML S SYRINGE KIT 28 days)

: . 40 MG/0.8 ML

AMJEVIT 4  PA; MO; DEPEN 4 PA MO

(PREFERRED QL (4.8 per TITRATABS

NDCS 28 days)

STARTING ENBREL MINI 4 PA; MO;

WITH 55513) QL (8 per

SUBCUTANEOU 28 days)

S SYRINGE 40 ENBREL 4  PA; MO;

MG/0.8 ML SUBCUTANEOU QL (8 per

ARAVA 4 MO; QL S SOLUTION 28 days)
(30 per 30 ENBREL 4  PA; MO;
days) SUBCUTANEOU QL (8 per

BENLYSTA 4  PA;MO S SYRINGE 28 days)

SUBCUTANEOU ENBREL 4  PA; MO;

S SURECLICK QL (8 per

CUPRIMINE 4  PA; MO 28 days)

CYLTEZO(CF) 4 PA;MO; HADLIMA 4 PATMO;

PEN QL (4 per QL (4.8 per
28 days) 28 days)

CYLTEZO(CF) 4  PA;QL(6 HADLIMA 4 PA;MO;

PEN CROHN'S- per 180 PUSHTOUCH QL (4.8 per

UC-HS days) 28 days)

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

This drug list was updated in August 2024.
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HADLIMA(CF) 4  PA;MO; HUMIRA(CF) 4  PA;MO;
QL (2.4 per (PREFERRED QL (2 per
28 days) NDCS 28 days)
HADLIMA(CF) 4 PA;MO; STARTING
PUSHTOUCH QL (2.4 per WILH 00074
28 days) SUBCUTANEOU
HULIO(CF) PEN 4  PA;QL(6 ?Osﬁlgfo\llc’fdlflgo
SUBCUTANEOU per 28 days) MG/0.2 ML ’
S PEN INJECTOR :
KIT HUMIRA(CF) 4  PA;MO;
HULIO(CF) 4 PA;QL(2 §§§§ERRED %Ld?yls); }
SUBCUTANEOU per 28 days) STARTING
S SYRINGE KIT
20 MG/0.4 ML WITH 00079
SUBCUTANEOU
HULIO(CF) 4  PA;QL(6 S SYRINGE KIT
SUBCUTANEOU per 28 days) 40 MG/0.4 ML
S SYRINGE KIT HUMIRA(CF) 4 PA; MO;
40 MG/0.8 ML
PEN QL (4 per
HUMIRA 4 PA;MO; (PREFERRED 28 days)
(PREFERRED QL (4 per NDCS
NDCS 28 days) STARTING
STARTING WITH 00074)
WITH 00074) SUBCUTANEOU
SUBCUTANEOU S PEN INJECTOR
S SYRINGE KIT KIT 40 MG/0.4
40 MG/0.8 ML ML
HUMIRA PEN 4 PA; MO; HUMIRA(CF) 4 PA; MO;
(PREFERRED QL (4 per PEN QL (2 per
NDCS 28 days) (PREFERRED 28 days)
STARTING NDCS
WITH 00074) STARTING
WITH 00074)
SUBCUTANEOU
S PEN INJECTOR
KIT 80 MG/0.8
ML

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

This drug list was updated in August 2024.
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HUMIRA(CF) 4 PA; MO; HYRIMOZ PEN 4 PA; MO;

PEN CROHNS- QL (3 per PSORIASIS QL (1.6 per

UC-HS 180 days) STARTER 180 days)

(PREFERRED (PREFERRED

NDCS NDCS

STARTING STARTING

WITH 00074) WITH 61314)

HUMIRA(CF) 4  PA;MO; HYRIMOZ(CF) 4  PA;MO;

PEN PEDIATRIC QL (4 per (PREFERRED QL (0.2 per

ucC 180 days) NDCS 28 days)

(PREFERRED STARTING

NDCS WITH 61314)

STARTING SUBCUTANEOU

WITH 00074) S SYRINGE 10

HUMIRA(CF) 4  PA; MO; MG/0.1 ML

PEN PSOR-UV- QL (3 per HYRIMOZ(CF) 4  PA;MO;

ADOL HS 180 days) (PREFERRED QL (0.4 per

(PREFERRED NDCS 28 days)

NDCS STARTING

STARTING WITH 61314)

WITH 00074) SUBCUTANEOU

HYRIMOZ 4  PA;QL S SYRINGE 20

(PREFERRED (3.2 per 28 MG/0.2 ML

NDCS days) HYRIMOZ(CF) 4  PAQL

STARTING (PREFERRED (1.6 per 28

WITH 61314) NDCS days)

HYRIMOZ PEN 4  PA;QL STARTING

(PREFERRED (3.2 per 28 WITH 61314)

NDCS days) SUBCUTANEOU

STARTING S SYRINGE 40

WITH 61314) MG/0.4 ML

HYRIMOZ PEN 4 PA; MO;

CROHN'S-UC QL (2.4 per

STARTER 180 days)

(PREFERRED

NDCS

STARTING

WITH 61314)

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

This drug list was updated in August 2024.
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HYRIMOZ(CF) 4 PA; MO; IDACIO(CF) 4 PA; MO;
PEDI CROHN QL (2.4 per QL (4 per
STARTER 180 days) 28 days)
(PREFERRED IDACIO(CF) PEN 4 PA; MO;
NDCS QL (4 per
STARTING 28 days)
WITH 61314) IDACIO(CF) PEN 4 PA; MO;
SUBCUTANEOU
CROHN-UC QL (6 per
S SYRINGE 80 STARTR 180 days)
MG/0.8 ML
HYRIMOZ(CF) 4 PA: MO: IDACIO(CF) PEN 4 PA; MO;
PSORIASIS QL (4 per
PEDI CROHN QL (1.2 per START 130 days)
STARTER 180 days)
(PREFERRED KEVZARA 4 PA; QL
NDCS SUBCUTANEOU (2.28 per 28
STARTING S PEN INJECTOR days)
WITH 61314) 150 MG/1.14 ML
SUBCUTANEOU KEVZARA 4 PA; MO;
S SYRINGE 80 SUBCUTANEOU QL (2.28
MG/0.8 ML- 40 S PEN INJECTOR per 28 days)
MG/0.4 ML 200 MG/1.14 ML
HYRIMOZ(CF) 4 PA; QL KEVZARA 4 PA; MO;
PEN (1.6 per 28 SUBCUTANEOU QL (2.28
(PREFERRED days) S SYRINGE per 28 days)
NDCS KINERET 4 PA; QL
STARTING (20.1 per 30
WITH 61314) days)
SUBCUTANEOU ;
S PEN INJECTOR leflunomide . 1\;[(? : QI§0
40 MG/0.4 ML éayger
HYRIMOZ(CF) 4 PA; MO; OLUMIANT 4 PA: MO:
PEN QL (1.6 per QL (30 per
(PREFERRED 28 days) 30 days)
NDCS Y
STARTING ORENCIA 4 PA; MO;
WITH 61314) CLICKIJECT QL (4 per
SUBCUTANEOU 28 days)
S PEN INJECTOR
80 MG/0.8 ML

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

This drug list was updated in August 2024.
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ORENCIA 4  PA;MO; SAVELLA ORAL 2  MO;QL
SUBCUTANEOU QL (4 per TABLET (60 per 30
S SYRINGE 125 28 days) days)
MG/ML SAVELLA ORAL 2 MO;QL
ORENCIA 4  PA; MO:; TABLETS,DOSE (55 per 180
SUBCUTANEOU QL (1.6 per PACK days)
S SYRINGE 50 28 days) SIMLANDI(CF) 4  PA; MO;
MG/0.4 ML AUTOINJECTOR QL (6 per
ORENCIA 4 PA; MO; 28 days)
SUBCUTANEOU QL (2.8 per SIMPONI 4 PA; MO:;
S SYRINGE 87.5 28 days) SUBCUTANEOU QL (3 per
MG/0.7 ML S PEN INJECTOR 28 days)
OTEZLA ORAL 4  PA; MO; 100 MG/ML
TABLET 30 MG QL (60 per SIMPONI 4 PA; MO;
30 days) SUBCUTANEOU QL (0.5 per
OTEZLA 4  PA; MO; S PEN INJECTOR 28 days)
STARTER ORAL QL (55 per 50 MG/0.5 ML
TABLETS,DOSE 180 days) SIMPONI 4 PA; MO;
PACK 10 MG (4)- SUBCUTANEOU QL (3 per
20 MG (4)-30 MG S SYRINGE 100 28 days)
(47) MG/ML
OTREXUP (PF) 3 MO SIMPONI 4  PA; MO;
penicillamine 4 PA; MO SUBCUTANEOU QL (0.5 per
RASUVO (PF) 3 MO S SYRINGE 50 28 days)
RIDAURA 4 MO MG/0.5 ML
RINVOQ ORAL 4  PA; MO; TOFIDENCE 4 lef)%eLr -3
TABLET QL (30 per days)
EXTENDED 30 days) Y
RELEASE 24 HR XELJANZ ORAL 4 PA; MO;
15 MG, 30 MG SOLUTION QL (480 per
RINVOQ ORAL 4  PA;MO; 24 days)
TABLET QL (84 per XELJANZ ORAL 4 PA; MO;
EXTENDED 180 days) TABLET QL (60 per
RELEASE 24 HR 30 days)
45 MG XELJANZ XR 4  PA; MO:;
QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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YUFLYMA(CF) 4 PA; QL (3 camila 1 MO
Al CROHN'S-UC- per 180 CLIMARA 3 PA; MO:;
HS days) QL (4 per
YUFLYMA(CF) 4 PA; QL (4 28 days)
AUTOINJECTOR per 28 days) CLIMARA PRO 3 PA;: MO
gli%(;r%TANEOU COMBIPATCH 3 PA; MO
INJECTOR, KIT TRANSDERMAL
40 MG/0.4 ML PATCH
i SEMIWEEKLY
YUFLYMA(CF) 4  PA;QL(2 0.05-0.14 MG/24
AUTOINJECTOR per 28 days) HR
gli%%%TANEOU COMBIPATCH 3 PA
INJECTOR, KIT TRANSDERMAL
80 MG/0.8 ML PATCH
i SEMIWEEKLY
YUFLYMA(CF) 4 PA; QL (2 0.05-0.25 MG/24
SUBCUTANEOU per 28 days) HR
S SYRINGE KIT CRINONE 3 MO
20 MG/0.2 ML VAGINAL GEL 4
YUFLYMA(CF) 4 PA; QL (4 %
SUBCUTANEOU per 28 days) :
S SYRINGE KIT Siggﬁﬁ GEL 8 3 PA; MO
40 MG/0.4 ML Y
0
YUSIMRY(CF) 4 PA; QL .
PEN (4.8 per 28 deblitane 1 MO
days) DELESTROGEN 3 MO
INTRAMUSCUL
OBSTETRICS AR OIL 10
/ MG/ML, 20
GYNECOLOG MG/ML
\% DEPO- 3
ESTROGENS / ESTRADIOL
PROGESTINS DEPO-PROVERA 3 MO
INTRAMUSCUL
ACTIVELLA PA; MO AR SUSPENSION
ANGELIQ PA; MO 150 MG/ML
BIJUVA PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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DEPO-PROVERA 3 MO estradiol 1 PA; MO;
INTRAMUSCUL transdermal gel in QL (30 per
AR SYRINGE packet 0.25 mgl0.25 30 days)
DEPO-SUBQ 2 MO gram (0.1%), 0.5
PROVERA 104 mgl0.5 gram (0.1
0
DIVIGEL 3 PA;MO; 7). 0. (705 70”})/0' 175
TRANSDERMAL QL (30 per gm/m v 1o )
GEL IN PACKET 30 days) meigram (U2 7
0.25 MG/0.25 estradiol 1 PA; MO;
GRAM (0.1 %), 0.5 transdermal gel in QL (37.5
MG/0.5 GRAM packet 1.25 mgll1.25 per 30 days)
(0.1 %), 0.75 gram (0.1%)
MG/0.75 GRAM estradiol 1 PA; MO;
(0.1%)), 1 transdermal patch QL (8 per
MG/GRAM (0.1 semiweekly 28 days)
) estradiol 1 PA; MO;
DIVIGEL 3 PA; MO; transdermal patch QL (4 per
TRANSDERMAL QL (37.5 weekly 28 days)
?;:L IN /P1A2CKET per 30 days) estradiol vaginal MO
GRS Al\l/\[/IG(O '1 f/) estradiol valerate MO
dotii : 1 PA- MO: estradiol- PA; MO
QL’ @8 pe} norethindrone acet
28 days) ESTRING ST; MO
DUAVEE P MO EVAMIST PA; MO;
ELESTRIN 3 PA; MO; QL (16.2
QL (70 per per 30 days)
30 days) FEMRING 3 ST; MO
errin 1 MO fyavoly 3 PA; MO
ESTRACE 3 ST;MO heather I MO
VAGINAL IMVEXXY 2 MO
estradiol oral 3 PA; MO MAINTENANCE
estradiol 1 PA; MO; PACK
transdermal gel in QL (50 per IMVEXXY 2 MO
metered-dose pump 30 days) STARTER PACK
incassia 1 MO
Jjinteli 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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lyleq 1 MO VAGIFEM 3 ST; MO
Iyllana 1 PA; MO; VIVELLE-DOT 3 PA; MO;
QL (8 per QL (8 per
28 days) 28 days)
lyza 1 yuvafem 3 MO
medroxyprogesteron 1 MO MISCELLANEO
e US OB/GYN
MENEST PA; MO ANNOVERA MO
MENOSTAR PA; MO; CLEOCIN MO
QL (4 per VAGINAL
28 days) 5 .
: _ clindamycin 1 MO
mimvey 1 PA; MO phosphate vaginal
MINIVELLE 3 PA; MO; CLINDESSE 3 MO
QL (8 per ; 1 MO
28 days) ¢ u.ry ng
e { MO enilloring 1 MO
orethindrone 1 elonogestrel—ethinyl 1
(contraceptive) estradiol
norethindrone 1 MO GYNAZOLE-1 3 MO
acetate haloette 1 MO
norethindrone ac- 3 PA; MO INTRAROSA : MO
eth estradiol oral KYLEENA 3
tablet 0.5-2.5 mg- LILETTA 2 MO
mcg, 1-5 mg-mcg .
metronidazole 1 MO
PREMARIN 2 MO vaginal gel 0.75 %%
ORAL (37.5mgl5 gram)
PREMARIN 2 MO miconazole-3 1 MO
VAGINAL vaginal suppository
PREMPHASE 2 MO MIRENA 3
PREMPRO 2 MO MYFEMBREE 4  PA;MO
progesterone 1 MO NEXPLANON 2
micronized -
norelgestromin- 1
PROMETRIUM MO ethin.estradiol
PROVERA MO NUVARING 3 MO
sharobel 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ORIAHNN 4 PA; MO cryselle (28) | MO
OSPHENA 3 MO cyred eq 1 MO
PHEXXI 3 MO desog- 1
SKYLA 3 e.estradiolle.estradi
terconazole 1 MO ol
e xamic acid I MO desoge.strel-ethinyl 1
oral estradiol
vandazole I MO dolishale 1 MO
VEOZAH 3 PA: MO drospirenone- 1 MO
’ e.estradiol-Im.fa
XACIATO 3 ST; MO oral tablet 3-0.02-
xulane 1 MO 0.451 mg (24) (4)
zafemy 1 MO drospirenone-ethinyl 1 MO
ORAL estradiol oral tablet
CONTRACEPTI 3-0.02mg
VES /| RELATED drospirenone-ethinyl 1
AGENTS estradiol oral tablet
3-0.03 mg
altavera (28) 1 MO enpresse 1 MO
alyacen 1135 (28) 1 MO enskyce 1 MO
amethia 1 estarylla 1 MO
apri ! MO ethynodiol diac-eth 1
aranelle (28) 1 MO estradiol
ashlyna 1 MO falmina (28) 1 MO
aubra eq 1 MO finzala 1 MO
aviane 1 MO gemmily 1 MO
BALCOLTRA 3 MO hailey 24 fe 1 MO
balziva (28) 1 MO iclevia 1
BEYAZ 3 MO introvale 1
blisovi 24 fe 1 MO isibloom 1 MO
blisovi fe 1.5/30 1 MO Jasmiel (28) 1 MO
(28) Joyeaux 1 MO
briellyn 1 MO “uleber 1 MO
camrese lo 2 MO Jjunel 1.5130 (21) I MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Junel 1/120 (21) | MO levonorgestrel- |
junel fe 1.5/30 (28) 1 MO ethyIO e}v;rf(t)do(;ml
; tablet 0.15-0.03 mg,
junel fe 1/120 (28) 1 MO 90-20 meg (28)
Jjunel fe 24 1 MO

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

. levora-28 1 MO

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

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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microgestin fe 1/120 1 MO nortrel 71717 (28) 1 MO
(28) nylia 1135 (28) 1 MO
mili 1 MO nylia 71717 (28) 1 MO
NATAZIA 3 MO nymyo 1
necon 0.5/35 (28) 1 MO ocella 1 MO
NEXTSTELLIS 3 MO pimtrea (28) 1 MO
nikki (28) 1 MO portia 28 1 MO
noreth-ethinyl 1 reclipsen (28) 1 MO
estradz‘ol-lron rivelsa 1 MO
norethmdr.one ac- 1 MO SAFYRAL 3 MO
eth estradiol oral :
tablet 1-20 mg-mcg setlakin 1 MO
norethindrone- 1 sprintec (28) 1 MO
e.estradiol-iron oral Sronyx 1 MO
capsule syeda 1 MO
no"ethi’;d’;‘me' l 1 tarina 24 fe 1 MO
e.estradiol-iron ora ;
tablet 1 mg-20 mcg t(c;r;;zafe 120 ¢q ! MO
(21)175mg (7), 1- —
20(5)11-30(7) tilia fe 3 MO
/Img-35mcg (9) tri-estarylla | MO
norethindrone- 1 tri-legest fe 3 MO
e.estradiol-iron oral tri-lo-estarylla 1 MO
tablet,chewable : :

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

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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vestura (28) 1 MO moxifloxacin 1 MO
vienva 1 MO ophthalmic (eye)
vyfemla (28) 1 MO er)SA
vylibra 1 MO NAT C_:YN ‘;’ MO

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

ophthalmic (eye) Saisl;er rifluridine 1 MO
gatifloxacin 3 MO ZIRGAN . MO
gentamicin 1 MO; QL BETA-
ophthalmic (eye) (70 per 30 BLOCKERS
drops days) betaxolol | MO
levofloxacin 1 ophthalmic (eye)
ophthalmic (eye) BETIMOL MO
drops 0.5 %% BETOPTIC S MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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carteolol 1 MO cyclosporine 1 MO; QL
ISTALOL 3 MO ophthalmic (eye) (60 per 30
levobunolol 1 MO days)
ophthalmic (eye) CYSTADROPS 4 PA
drops 0.5 % CYSTARAN 4 PA
timolol maleate (pf) 1 MO epinastine 1 MO
timolol maleate 1 MO LACRISERT 3 PA
ophthalmic (eye) MIEBO (PF) 2 MO; QL
drops (12 per 30
timolol maleate 1 MO days)
ophthalmic (eye) OXERVATE 4 PA;MO
d@ s, once daily PHOSPHOLINE 3
tln;loélollmale(ate ) 3 MO IODIDE
ophthalmic (eye . .
gel forming solution pilocarp e hel ! MO

ophthalmic (eye)
TIMOPTIC 3 MO drops 1%, 2%, 4%
OCUDOSE (PF) RESTASIS 3 MO; QL
MISCELLANEO (60 per 30
Us days)
OPHTHALMOL RESTASIS 3 MO; QL
OGICS MULTIDOSE (5.5 per 30
ALOMIDE 3 MO days)
atropine ophthalmic 1 MO sulfacetamide 1 MO
(eve) drops 1% sodium ophthalmic
azelastine 1 MO (eye) drop S
ophthalmic (eye) Sugqcetana}lzc;le i 1
bepotastine besilate | MO soatum op thaimic
(eye) ointment

BEPREVE . MO sulfacetamide- 1 MO
BYOOVIZ 4 PA; MO prednisolone
CEQUA 3 MO; QL TYRVAYA 3 MO; QL

(60 per 30 (8.4 per 30

days) days)
cromolyn 1 VEVYE 3 MO; QL (2
ophthalmic (eye) per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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VUITY 3 PA; MO bimatoprost 1 MO
XDEMVY 4  PA;QL(10 ophthalmic (eye)
per 42 days) brimonidine-timolol 1 MO
XIIDRA 2 MO; QL brinzolamide 1 MO
(60 per 30 COMBIGAN 3 MO
days) COSOPT 3 MO
COSOPT (PF) 3 MO
dorzolamide 1
dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
v a—
ACULAR LS > MO IYUZEH (PF) 3 ST;MO
ACUVAIL (PF) > MO latanoprost 1 MO
bromfenac 1 MO LUMIGAN ) MO
BROMSITE 3 MO OPHTHALMIC
diclofenac sodium 1 MO (EYE) DROPS
ophthalmic (eye) 0.01 %
Sflurbiprofen sodium 1 MO RHOPRESSA 2 MO
ILEVRO 3 MO ROCKLATAN 2 MO
ketorolac 1 MO SIMBRINZA 2 MO
ophthalmic (eye) tafluprost (pf) 1 MO
NEVANAC 3 MO TRAVATAN Z 3 ST;MO
PROLENSA 3 MO travoprost 1 MO
VYZULTA 3 ST; MO
XALATAN 3 ST; MO
XELPROS 3 ST
acetazolamide 1 MO ZIOPTAN (PF) 3 ST; MO

methazolamide 3 MO

AZOPT 3 MO MAXITROL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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neomycin- 1 MO loteprednol 1 MO
bacitracin-poly-hc etabonate
neomycin- | MO MAXIDEX 3 MO
Zolymyxin b- PRED FORTE 3 MO
cxameth — PRED MILD 3 MO
Zi%’j:;;;;’;_ he © prednisolone acetate 1 MO
ophthalmic (eye) prednisolone sodium 1 MO
neo-polycin hc phosp hatg
TOBRADEX 2 MO; QL cphthaimic (eye)
OPHTHALMIC (3.5 per 14 SYMPATHOMI
(EYE) days) METICS
OINTMENT ALPHAGAN P 3 MO
tobramycin- 1 MO; QL apraclonidine 1 MO
dexamethasone (10 per 14 brimonidine 1 MO
days) ophthalmic (eye)
ZYLET 3 MOQL IOPIDINE 3 MO
810 P)ef 14 OPHTHALMIC
ays (EYE)
STEROIDS DROPPERETTE
ALREX 3 MO RESPIRATOR
dexamethasone 1 MO Y AND
sodium phosphate ALLERGY
ophthalmic (eye)
difluprednate MO ggTIHISTAMI
DUREZOL MO ANTIALLERGE
EYSUVIS g/i; (1%4?; NIC AGENTS
.3 per
14 days) AUVI-Q 3 QL (2per
fluorometholone 1 MO — 30 days)
EML FORTE 3 MO cetirizine oral 1 MO
solution 1 mgiml
FML LIQUIFILM 3 MO CLARINEX 3 MO: QL
INVELTYS 2 MO ORAL TABLET (30 per 30
LOTEMAX 3 MO days)
LOTEMAX SM 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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CLARINEX-D 12 3 QL (60 per PULMONARY
HOUR 30 days) AGENTS
desloratadine 1 goo’ QI?;O acetylcysteine 1 PA; MO
bet ADCIRCA 4  PA; MO;
days)
QL (60 per
EPINEPHRINE 3 MO; QL (2 30 days)
INJECTION per 30 days)
AUTO- ADEMPAS 4 PA; MO;
INJECTOR 0.15 LA; QL (90
MG/0.15 ML per 30 days)
epinephrine injection 1 MO; QL (2 ADVAIR DISKUS > MO: QL
auto-injector 0.15 per 30 days) (60 per 30
mgl0.3 ml, 0.3 days)
mgl0.3 ml ADVAIR HFA 2 MO; QL
(manufactured by (12 per 30
mylan specialty) days)
EPINEPHRINE 3 QL (2 per AIRDUO 3 ST; QL (1
INJECTION 30 days) DIGIHALER per 30 days)
AUTO- AIRDUO 3 ST; MO;
INJECTOR 0.3 RESPICLICK QL (1 per
MG/0.3 ML 30 days)
(MANUFACTUR AIRSUPRA 3 ST; MO;
ED BY MYLAN oL (32.1
SPECIALTY) per 30 days)
EPIPEN 2-PAK 3 QL (2 per albuterol sulfate 1 MO; QL
30 days) inhalation hfa (17 per 30
EPIPEN JR 2-PAK 3 QL (2 per aerosol inhaler 90 days)
30 days) mcglactuation
hydroxyzine hcl oral 1 PA; MO albuterol sulfate 1 QL (13.4
tablet inhalation hfa per 30 days)
levocetirizine oral 3 MO aerosol inhaler 90
solution mcglactuation
levocetirizine oral 1 MO; QL package size 6.7 gm
tablet (30 per 30
days)
promethazine oral 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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ALBUTEROL 3 ST; QL (36 ANORO 3 ST; MO;
SULFATE per 30 days) ELLIPTA QL (60 per
INHALATION 30 days)
HFA AEROSOL arformoterol 3 PA; MO;
INHALER 90 QL (120 per
MCG/ACTUATIO 30 days)
N (NDA020933) ARMONAIR 3 ST; QL (1
albuterol sulfate 1 PA; MO DIGIHALER per 30 days)
inhalation solution
for nebulization 0.63 ARNUITY . ST, MO;
el3 ml 1.25 mel3 ELLIPTA QL (30 per
g15 1L, £.29 Mg 30 days)
ml, 2.5 mg /3 ml y
(0' 083 %)’ 25 ASMANEX HFA 2 MO; QL
mgl0.5 ml (13 per 30
albuterol sulfate 1 MO days)
oral syrup ASMANEX 2 MO; QL (1
albuterol sulfate 3 MO E&iﬁ%&g per 30 days)
oral tablet AEROSOL
ALVESCO 2 MO; QL POWDR
INHALATION (12.2 per 30 BREATH
HFA AEROSOL days) ACTIVATED 110
INHALER 160 MCG/
MCG/ACTUATIO ACTUATION
N (30), 220 MCG/
ALVESCO 2 MO; QL ACTUATION (30)
INHALATION (6.1 per 30 ASMANEX 9 MO: QL (2
HFA AEROSOL days) TWISTHALER per 30 days)
INHALER 80 INHALATION
MCG/ACTUATIO AEROSOL
N POWDR
alyq 4 PA; QL (60 BREATH
per 30 days) ACTIVATED 220
ambrisentan 4 PA; MO; MCG/
LA; QL (30 ACTUATION
per 30 days) (120)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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ASMANEX 2 QL (1 per budesonide 3 PA; MO;
TWISTHALER 30 days) inhalation QL (120 per
INHALATION suspension for 30 days)
AEROSOL nebulization 0.25
POWDR mgl2 ml, 0.5 mg/2
BREATH ml
ACTIVATED 220 budesonide 3 PA; MO;
MCG/ inhalation QL (60 per
ACTUATION (60) suspension for 30 days)
ATROVENT HFA 3 MO; QL nebulization 1 mg/2
(25.8 per 30 ml
days) budesonide- 1 QL(10.2
azelastine- 1 MO; QL formoterol per 30 days)
fluticasone (23 per 30 CINRYZE 4 PA; MO
days) COMBIVENT 2 MO;QL (8
BERINERT 4 PA;MO RESPIMAT per 30 days)
INTRAVENOUS ; :
KIT cromolyn inhalation 1 PA; MO
BEVESPI 2 MO;QL DALIRESP 3 g‘}‘j (1;400;
AEROSPHERE (10.7 per 30 per
days) 30 days)
bosentan 4 PA; MO; DUAKLIR . ST, MO;
i PRESSAIR QL (1 per
LA; QL (60 30 da
ys)
per 30 days)
BREO ELLIPTA 2 MO; QL DULERA e MO; QL
(13 per 30
(60 per 30
days) days)
breyna 1 MO: QL DYMISTA 3 MO; QL
(23 per 30
(10.3 per 30
days) days)
BREZTRI 2 MO;QL gi?)%{?LTEORAL 4 g’i; (1;/[7(8; )
AEROSPHERE (10.7 per 30 pe
days) 30 days)
- ESBRIET ORAL 4 PA;MO;
BROVANA 4 PA MO, TABLET 267 MG QL (270 per
QL (120 per 30 days)
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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ESBRIET ORAL 4 PA; MO; FLUTICASONE 3 ST; MO;
TABLET 801 MG QL (90 per PROPIONATE QL (12 per
30 days) INHALATION 30 days)
FASENRA PEN 4 PA;MO; HFA AEROSOL
QL (1 per INHALER 110
28 days) MCG/ACTUATIO
FASENRA 4  PA;MO; N
SUBCUTANEOU QL (0.5 per FLUTICASONE 3 STMO;
S SYRINGE 10 28 days) PROPIONATE QL (24 per
MG/0.5 ML INHALATION 30 days)
FASENRA 4 PA; MO; ;I\?I_? Ai%%%szgld
SUBCUTANEOU QL (1 per MCG/ACTUATIO
S SYRINGE 30 28 days) N
MG/ML FLUTICASONE 3 ST; MO;
FIRAZYR 4 PAMO PROPIONATE QL (10.6
flunisolide 1 MO:;QL INHALATION per 30 days)
(50 per 30 HFA AEROSOL
days) INHALER 44
FLUTICASONE 3 ST; MO; MCG/ACTUATIO
FUROATE- QL (60 per N
VILANTEROL 30 days) fluticasone 1 MO; QL
FLUTICASONE 3 ST; MO; propionate nasal (16 per 30
PROPIONATE QL (60 per days)
INHALATION 30 days) FLUTICASONE 3 ST; MO;
BLISTER WITH PROPION- QL (1 per
DEVICE 100 SALMETEROL 30 days)
MCG/ACTUATIO INHALATION
N, 50 AEROSOL
MCG/ACTUATIO POWDR
N BREATH
FLUTICASONE 3 ST; MO; ACTIVATED
PROPIONATE QL (240 per fluticasone propion- 1 MO; QL
INHALATION 30 days) salmeterol (60 per 30
BLISTER WITH inhalation blister days)
DEVICE 250 with device
MCG/ACTUATIO
N

Note: The drug list includes all possible restrictions and limitations. 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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FLUTICASONE 3 ST; MO; montelukast oral 3 MO
PROPION- QL (12 per granules in packet
SALMETEROL 30 days) montelukast oral 1 MO
INHALATION tablet
HFA AEROSOL
INHALER montelukast oral 1 MO
tablet,chewable
formoterol fumarate 3 1(31}‘:, (1;/12C0), N NUCALA 4 PA: MO:
30 dass) P SUBCUTANEOU LA; QL (3
y S AUTO- per 28 days)
HAEGARDA 4 PA; MO; INJECTOR
— LA NUCALA 4 PA; MO;
icatibant 4 PA;MO SUBCUTANEOU LA; QL (3
INCRUSE 3 ST; MO; S RECON SOLN per 28 days)
ELLIPTA QL (30 per NUCALA 4 PA;MO;

30 days) SUBCUTANEOU LA; QL (3
ipratropium 1 PA; MO S SYRINGE 100 per 28 days)
bromide inhalation MG/ML
ipratropium- 1 PA; MO NUCALA 4 PA; MO;
albuterol SUBCUTANEOU LA; QL
KALYDECO 4 PA; MO; S SYRINGE 40 (0.4 per 28

QL (56 per MG/0.4 ML days)

28 days) OFEV 4 PA; MO;
LETAIRIS 4 PA; MO; QL (60 per

LA; QL (30 30 days)

per 30 days) OMNARIS 3 ST; MO;
levalbuterol hel I PA;MO QL (12.5
LEVALBUTERO 3 ST; MO; per 30 days)
L TARTRATE QL (30 per OPSUMIT 4 PA;MO;

30 days) LA; QL (30
LIQREV 4 PA;MO; per 30 days)

QL (244 per OPSYNVI 4 PA; MO:;

30 days) QL (30 per
mometasone nasal 1 MO; QL 30 days)

(34 per 30 ORKAMBI ORAL 4 PA; MO;

days) GRANULES IN QL (56 per

PACKET 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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ORKAMBI ORAL 4 PA; MO; PULMICORT 2 MO:; QL (1
TABLET QL (112 per FLEXHALER per 30 days)
28 days) INHALATION
ORLADEYO 4  PA;LA AEROSOL
PERFOROMIST 4 PA; MO; POWDR
QL (120 per BREATH
30 days) ACTIVATED 90
MCG/ACTUATIO
pirfenidone oral 4 PA; MO; N
capsule %L dgsg per PULMICORT 3 PA; MO;
INHALATION QL (120 per
pirfenidone oral 4 PA; MO; SUSPENSION 30 days)
tablet 267 mg QL (270 per FOR
30 days) NEBULIZATION
PIRFENIDONE 4 PA; QL (90 0.25 MG/2 ML, 0.5
ORAL TABLET per 30 days) MG/2 ML
334 MG PULMICORT 3 PA;MO;
pirfenidone oral 4 PA; MO; INHALATION QL (60 per
tablet 801 mg QL (90 per SUSPENSION 30 days)
30 days) FOR
PROAIR 3 ST; QL (2 NEBULIZATION
DIGIHALER per 30 days) 1 MG/2 ML
PROAIR 3 ST: MO; PULMOZYME 4 PA; MO
RESPICLICK QL (2 per QNASL NASAL 3 ST; MO;
30 days) HFA AEROSOL QL (6.8 per
PULMICORT 2 MO;QL(2 INHALER 40 30 days)
FLEXHALER per 30 days) MCG/ACTUATIO
INHALATION N
AEROSOL QNASL NASAL 3 ST; MO;
POWDR HFA AEROSOL QL (10.6
BREATH INHALER 80 per 30 days)
ACTIVATED 180 MCG/ACTUATIO
MCG/ACTUATIO N
N

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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QVAR MO; QL sildenafil PA; MO;
REDIHALER (10.6 per 30 (pulmonary arterial QL (224 per
INHALATION days) hypertension) oral 30 days)
HFA AEROSOL suspension for
BREATH reconstitution 10
ACTIVATED 40 mglml
MCG/ACTUATIO sildenafil PA; MO;
N (pulmonary arterial QL (90 per
QVAR MO; QL hypertension) oral 30 days)
REDIHALER (21.2 per 30 tablet 20 mg
INHALATION days) SINGULAIR MO
HFA AEROSOL SPIRIVA MO; QL (4
BREATH RESPIMAT 30 days)
ACTIVATED 80 bet 70 Cays
MCG/ACTUATIO SPIRIVA WITH ST; MO;
N HANDIHALER QL (90 per
REVATIO ORAL PA; MO; 00 days)
SUSPENSION QL (224 per STIOLTO MO; QL (4
FOR 30 days) RESPIMAT per 30 days)
RECONSTITUTI STRIVERDI MO; QL (4
ON RESPIMAT per 30 days)
REVATIO ORAL PA; MO; SYMBICORT ST; MO;
TABLET QL (90 per QL (10.2
30 days) per 30 days)
roflumilast PA; MO; SYMDEKO PA; MO;
QL (30 per QL (56 per
30 days) 28 days)
RUCONEST PA; MO tadalafil PA; QL (60
RYALTRIS ST; MO:; (pulmonary arterial per 30 days)
QL (29 per hypertension) oral
30 days) tablet 20 mg
sajazir PA; MO TADLIQ PA; MO;
SEREVENT ST; MO; %Ld(jos(; bet
DISKUS QL (60 per y
30 days) TAKHZYRO PA; MO;
LA
terbutaline oral MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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TEZSPIRE 4 PA; MO; TUDORZA 3 ST; MO;
QL (1.91 PRESSAIR QL (1 per
per 30 days) INHALATION 30 days)
THEO-24 MO AEROSOL
. POWDR
theophylline oral BREATH
solution ACTIVATED 400
theophylline oral | MO MCG/ACTUATIO
tablet extended N
release I 2 hr TUDORZA 3 ST;QL(l
theophylline oral | MO PRESSAIR per 30 days)
tablet extended INHALATION
release 24 hr AEROSOL
tiotropium bromide 1 QL (90 per POWDR
90 days) BREATH
TRACLEER 4 PA;MO; ACTIVATED 400
ORAL TABLET LA; QL (60 MCG/ACTUATIO
per 30 days) N (30 ACTUAT)
TRACLEER 4 PA; MO:; TYVASO DPI 4 PA; MO;
ORAL TABLET LA; QL INHALATION QL (112 per
FOR (112 per 28 CARTRIDGE 28 days)
SUSPENSION days) WITH INHALER
TRELEGY 2 MO; QL ig ﬁgg’ éi ﬁgg’
ELLIPTA (60 per 30 ’
days) TYVASO DPI 4  PA;MO;
- - INHALATION QL (252 per
TRIKAFTA 4 PA MO, CARTRIDGE 180 days)
ORAL QL (56 per WITH INHALER
GRANULES IN 28 days)
PACKET 16(112)-32(112) -
SEQUENTIAL 48(28) MCG
TRIKAFTA 4 PA: MO: TYVASO DPI 4 PA; MO;
INHALATION QL (224 per
ORAL TABLETS, QL (84 per
SEQUENTIAL 28 days) CARTRIDGE 28 days)
Y WITH INHALER
32-48 MCG
VENTOLIN HFA 3 ST; MO;
QL (36 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
wixela inhub 1 QL (60 per ZETONNA 3 ST; MO;
30 days) QL (6.1 per
XHANCE 3 ST; MO; 30 days)
QL (32 per zileuton 4 MO
30 days) ZYFLO 4 MO
XOLAIR 4  PA; MO; ROLOGICA
SUBCUTANEOU LA; QL (8 LLHOLIBALE
S AUTO- per 28 days) LS
INJECTOR 150 ANTICHOLINE
oL, 300 RGICS /
MGz ML ANTISPASMOD
XOLAIR 4  PA; MO; ICS
SUBCUTANEOU LA; QL (I S
S AUTO- per 28 days) darifenacin 1 MO
INJECTOR 75 DETROL 3 MO
MG/0.5 ML DETROL LA 3 MO
XOLAIR 4 PA; MO; fesoterodine 1 MO
SUBCUTANEOU LA; QL (8 flavoxate 1 MO
S RECON SOLN per 28 days) A
XOLAIR 4  PA;MO; GFMTES S V©
SUBCUTANEOU LA; QL (8 mirabegron 1 MO
S SYRINGE 150 per 28 days) MYRBETRIQ 2
MG/ML, 300 ORAL
MG/2 ML SUSPENSION,EX
XOLAIR 4 PA;MO; TENDED REL
SUBCUTANEOU LA; QL (1 RECON
S SYRINGE 75 per 28 days) MYRBETRIQ 2 MO
MG/0.5 ML ORAL TABLET
XOPENEX HFA 3 ST;MO; EXTENDED
QL (30 per RELEASE 24 HR
30 days) oxybutynin chloride 1 MO
YUPELRI 4  PA:MO:; oral syrup
QL (90 per oxybutynin chloride 1 MO
30 days) oral tablet 5 mg
zafirlukast 3 MO oxybutynin chloride 1 MO

oral tablet extended
release 24hr

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
OXYTROL 3 MO; QL (8 CIALIS ORAL 3 PA; MO;
per 28 days) TABLET 5 MG QL (30 per
solifenacin 1 MO 30 days)
tolterodine 1 MO CYSTAGON 3 PA; LA
TOVIAZ 3 MO ELMIRON MO
trospium 1 MO potassium citrate MO
oral tablet extended
VESICARE 3 MO
release
VESICARE LS : MO PROCYSBI ORAL 4 PA; MO
BENIGN GRANULES DEL
PROSTATIC RELEASE IN
HYPERPLASIA( PACKET
BPH) THERAPY RIVFLOZA 4  PA
alfuzosin 1 MO tadalafil oral tablet 3 PA; MO;
dutasteride 1 MO 2.5 mg QL (60 per
dutasteride- 3 MO 30 days)
tamsulosin tadalafil oral tablet 3 PA; MO;
ENTADFI 3 PA;QL (30 > mg QL (30 per
30 days)
per 30 days) UROCIT-K 10 M
finasteride oral 1 MO - 0
tablet 5 mg UROCIT-K 15 MO
FLOMAX 3 MO UROCIT-K 5 MO
PROSCAR 3 MO VITAMINS,
RAPAFLO 3 MO HEMATINICS
silodosin 1 MO /
tamsulosin 1 MO ELECTROLY
UROXATRAL 3 MO TES
MISCELLANEO ELECTROLYTE
USs S
UROLOGICALS klor-con 10 1 MO
bethanechol chloride 1 MO Ilor-con 8 1 MO
L
i pet ays) klor-con m15 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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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits

klor-con m20 MO potassium chloride 3
klor-con oral packet MO oral packet
20 potassium chloride 1 MO
magnesium sulfate MO oral tablet extended
injection solution release 10 meq, 8
magnesium sulfate neq
injection syringe potassium chloride 1
potassium chlorid- oral tablet extended
d5-0.45%nacl release 20 meq

otassium chloride potassium chloride 1 MO
li)n 0.9%nacl oral tablet,er
in tr'av e(;q ous particles/crystals 10
parenteral solution meq
20 meqll, 40 meqll potassium chloride 1
potassium chloride oral .tablet, er
in5% dex particles/crystals 15
intravenous meq, 2 0 meq '
parenteral solution potassium chloride- 3
20 meqll 0.45 % nacl
potassium chloride potassium chloride- 3
in Ir-d5 intravenous 45-0.2%116161
parenteral solution intravenous
20 meqll parenteral solution

; . 20 meqll

potassium chloride : :
in water intravenous potassium chloride- 3
piggyback 10 d5-0.9%nacl
meq/100 ml, 20 sodium chloride 0.45 3 MO
meql100 ml, 40 % intravenous
meq/100 ml sodium chloride 3 %% 3
potassium chloride hypertonic
intravenous sodium chloride 5 %% 3 MO
potassium chloride MO hypertonic
oral capsule, TPN 3
extended release ELECTROLYTES
potassium chloride MO

oral liquid

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier ts/Limits Tier ts/Limits
ISOLYTE-P IN 5 3
% DEXTROSE
NUTRILIPID 3 PA
CLINIMIX 3 PA PLASMA-LYTE 3
5%/D15W 148
SULFITE FREE PLASMA-LYTE A 3
CLINIMIX 3 PA PLENAMINE 3 PA
géi) {‘;/ 1121183\% premasol 10 %, 3 PA
CLINIMIX 5% 3 PA PROSOL 207 ) PA
(-
D20W(SULFITE- travasol 10 % 3 PA
FREE) TROPHAMINE 3 PA
CLINIMIX E 3 PA 10 %
4.25%/D10W SUL
FREE
CLINIMIX E 3 PA Sfluoride (sodium) 1
4.25%/D5W SULF oral tablet
FREE —
prenatal vitamin 1
CLINIMIX E 3 PA oral tablet
5%/D15W SULFIT
FREE
CLINIMIX E 3 PA
5%/D20W SULFIT
FREE
CLINISOL SF 15 3 PA
%
DOJOLVI 4 PA; MO;
LA
electrolyte-148 1
intralipid 3 PA
intravenous
emulsion 20 %
INTRALIPID 3 PA
INTRAVENOUS
EMULSION 30 %

ISOLYTE S PH 7.4 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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Index

abacavir ............ccccoveeeeiiinnaann. 2 ACZONE.....ccooovvviiiiieae, 75  AIMOVIG
abacavir-lamivudine................. 2 ADACEL(TDAP AUTOINJECTOR ................ 34
ABELCET....cccccovvviiiiieiis 1 ADOLESN/ADULT)(PF)...110 AIRDUO DIGIHALER.....136
ABILIFY ..., 48 ADALIMUMAB-AACF....119 AIRDUO RESPICLICK.... 136
ABILIFY ASIMTUFII......... 47 ADALIMUMAB-AATY....119 AIRSUPRA............cceune.. 136
ABILIFY MAINTENA........ 47 ADALIMUMAB-ADAZ....119 AJOVY AUTOINJECTOR .. 34
ABILIFY MYCITE ADALIMUMAB-ADBM AJOVY SYRINGE............... 34
MAINTENANCE KIT......... 48 (PREFERRED NDCS AKEEGA ..., 15
ABILIFY MYCITE STARTING WITH 00597) AKLIEF .o, 76
STARTER KIT.......cc........... A8 119,120  ala-cort............cceeevvveevennnnn... 80
abiraterone................c........... 15 ADALIMUMAB- ALA-SCALP......cccovvvveeee. 80
ABRILADA(CF)................ 119 ADBM(CF) PEN CROHNS albendazole.............................. 8
ABRILADA(CF) PEN........ 118 (PREFERRED NDCS albuterol sulfate............ 136, 137
ABRYSVO (PF)....ccccveeen.. 110  STARTING WITH 00597). 120 ALBUTEROL SULFATE..137
ABSORICA........ccoovvvvviiis 75 ADALIMUMAB- alclometasone......................... 80
ABSORICA LD........ccue..... 75 ADBM(CF) PEN PS-UV alcohol pads........................... 89
ACAMPTOSALE .....vvveeennnnnnnnnnn. 83 (PREFERRED NDCS ALDACTONE.........cccuvvnn. 62
ACANYA ..., 75 STARTING WITH 00597). 120  ALECENSA.........cooiiiieeen. 15
acarbose........................... 88,89 ADALIMUMAB-FKIJP...... 120  alendronate........................... 118
ACCULANE ..., 75 ADALIMUMAB-RYVK....120  alfuzosin........cccccceeeeeeeeenn..... 145
acebutolol.............ccccceeeeennnn.. 62 adapalene......................... 75,76  aliskiren.........cccccceeeeeeeeeeannn... 62
acetaminophen-caff- adapalene-benzoyl peroxide....76 ~ ALKINDI SPRINKLE......... 87
dihydrocod............................. 40 ADBRY ...coooooiiiiiiiiee, 74  allopurinol............................ 117
acetaminophen-codeine........... 40 ADCIRCA........ccvvvveeeee. 136 ALLOPURINOL................ 117
acetazolamide....................... 134 ADDERALL..........cc..cuu... 48  almotriptan malate................. 34
acetic acid............cccceeeeeunne... 87 ADDERALL XR.................. 48 ALOGLIPTIN.......cccovveeeenn. 89
acetylcysteine....................... 136 adefovir..........ccuueevviiieeieeaann, 2  ALOGLIPTIN-

ACTIFCLIN .o 72 ADEMPAS.......coo 136 METFORMIN.........ccoeeennnn. 89
ACTEMRA ........ccoeiie 119 ADLARITY .ccovviiiiiiieeeeees 35 ALOGLIPTIN-

ACTEMRA ACTPEN........ 119 ADMELOG SOLOSTAR PIOGLITAZONE................. 89
ACTHAR ..., 87 U-100 INSULIN........ccueee. 89 ALOMIDE.........c.eevvrieenn. 133
ACTHIB (PF)......cocovvvvvnnnn. 110 ADMELOG U-100 AlOSELrON ... 100
ACTIMMUNE.................. 107 INSULIN LISPRO................ 89 ALPHAGANP................... 135
ACTIVELLA........ccvee. 126 ADVAIR DISKUS............. 136  ALREX....cccoviivivieennnn. 135
ACTONEL.......ccovvvveeen 118 ADVAIR HFA................... 136  ALTABAX....ccoooviiiiiiieeen, 78
ACTOPLUS MET................ 89 ADZENYS XR-ODT........... 48 ALTACE....ccccceeviiieeeen 62
ACTOS.....cciieeeeeeee 89 AEMCOLO.....ccccoeveeerieenn. 8 altavera (28) ......cccceuvveann... 129
ACULAR.......ccovviei. 134 AFINITOR.........ccvvvrrenn. 15 ALTOPREV......ccovvieene. 69
ACULARLS......ccccoeee 134 AFINITOR DISPERZ.......... 15 ALTRENO......cccccovviiinnens 76
ACUVAIL (PF).....ccoveunnne.n. 134  AFREZZA.........ccccuvveeenn. 89 ALUNBRIG...........ceeuunnn.. 15
aAcyClovir ......cccceeeeeeeeeeeaannn... 2,79 AGAMREE.......ccccovvvrrnnnnnnn 87 ALVAIZ......oovvvvvvvviiiiiiiinnn, 67
acyclovir sodium...................... 2 AGRYLIN.......ccooovvriiiiiiiiinns 83 ALVESCO..........c..c. 137
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alyacen 1135 (28) ................. 129 ANGELIQ....ccccoovvvereeeennn. 126  asenapine maleate................... 49
ALY i 137 ANNOVERA...................... 128  ashlyna..............cccceveeuunnnn... 129
amantadine hcl......................... 2 ANORO ELLIPTA............. 137 ASMANEX HFA................ 137
AMBIEN..........coviiiiree 48 ANTIVERT.....c.cceevvnnnn.n. 100  ASMANEX

AMBIEN CR.........coovviene 48 ANUSOL-HC.................... 100  TWISTHALER........... 137, 138
AMBISOME.........cccooennnn. I ANZEMET........................ 100  aspirin-dipyridamole............... 67
ambrisentan.................cc....... 137  apexicon e........ccccceeeeeennnnnn... 80 ASPRUZYO SPRINKLE.....71
amcinonide................cccoeeen. 80 APIDRA SOLOSTAR U- ASSURE ID INSULIN
AMELRIA ... 129 100 INSULIN......cccevveennnee 89 SAFETY..oooiiiiiiiiieeee. 112
AMIKACTA ..o, 8 APIDRA U-100 INSULIN...89 ASTAGRAF XL................... 15
amiloride .............cccceveeeenne... 62 APLENZIN.........ceevvinenns 48 ATACAND......cooviiiee 62
amiloride-hydrochlorothiazide 62  APOKYN.......ccooovvveiiiiiinannn, 32 ATACAND HCT................ 62
amiodarone............................ 62 apomorphine........................... 32 atazanavir.................cc.ooeeeenn. 2
AMITIZA ......ooovvviiieeen, 100  apraclonidine........................ 135 ATELVIA......cccovvvveeee 118
amitriptyline........................... 48  aprepitant............ccccccuun..... 100  atenolol.................c.c.ouueeeee..... 62
AMIJEVITA (PREFERRED APFi oo, 129  atenolol-chlorthalidone........... 62
NDCS STARTING WITH APRISO.....ooooiiiiiiiis 100 ATIVAN.....ccocoiiiiiiie. 49
55513) i 120,121  APTENSIO XR..........ovvvvnneee 48 atomoxetine........................... 49
amlodipine.............cccccccuvnn.... 62 APTIOM........ccooivieee. 26 ATORVALIQ.........ceeeennnnn. 69
amlodipine-atorvastatin.......... 69 APTIVUS......ccooiieiieeeee 2 atorvastatin.................eeeeue. 69
amlodipine-benazepril............. 62 ARALASTNP.......cccvvnn 83 atovaquome...................cccceuu. 8
amlodipine-olmesartan............ 62 aranelle (28)......cccceeeuennnn... 129  atovaquone-proguanil............... 8
amlodipine-valsartan.............. 62 ARANESP (IN ATRALIN.......ccoviiieeeeee. 76
amlodipine-valsartan- POLYSORBATE)....... 107, 108  atropine..............ccccueveuennnne. 133
hethiazid..............ccccvvveeeannn... 62 ARAVA.......cccoiieee 121  ATROVENT HFA.............. 138
ammonium lactate.................. 74  ARAZLO.....vvvvvviiviiiiiiinnnn, 76 AUBAGIO.....cccceeeeeee. 36
AMNESteeM ..............ccceeeeen. 76 ARCALYST....cooovvviiiiiiinnnnns 108  aubraeq.......cccceeeeeeeeannnnn.... 129
AMOXAPINE .....aaeaaaaaaannnn 48 AREXVY (PF)...vvvvvnnnnn. 110 AUGMENTIN.................... 12
amoxicil-clarithromy- arformoterol......................... 137 AUGMENTIN ES-600......... 12
lansopraz................coouvvvvvnnnn. 105 ARICEPT............................ 36 AUGTYRO.......ccooool 15
AMOXICIllin.......cccceeeeeaaannnn. 11 ARIKAYCE.....coooooeininnnn. 8 AUSTEDO.....ccceeeeeeeeeeee. 36
amoxicillin-pot clavulanate.....11  ARIMIDEX...............c......... 15 AUSTEDO XR..................... 36
amphetamine sulfate............... 48  aripiprazole............................ 48 AUSTEDO XR
amphotericinb......................... 1 ARISTADA.................... 48,49 TITRATION KT(WK1-4)....36
amphotericin b liposome........... 1 ARISTADA INITIO............ 48 AUVELITY .cccocooiiiii 49
ampicillin............cccceevvveeen.... 11 ARIXTRA ... 67 AUVI-Q.....ccooeiiiieeee. 135
ampicillin sodium.................... 11 armodafinil............................. 49 AVALIDE..........cccvvie. 62
ampicillin-sulbactam............... 12 ARMONAIR DIGIHALER AVAPRO........cce 63
AMPYRA ..o, 360 e 137 AVEED....cccoiiiiiiiiiiies 96
ANAFRANIL...........cceune. 48 ARNUITY ELLIPTA......... 137 aviane.........cccccceveeveeueeeaann. 129
anagrelide............................... 83 AROMASIN....ccooeveeeeeeeennn. 15 AVONEX....iiiiiiiiaeannn. 108
anastrozole............................. 15 ARTHROTEC50................. 44 AVYCAZ...covviiiiiiiiiiaaan, 6
ANCOBON.......cccoeeiiiiiieee 1 ARTHROTECT7S................. 44 AYVAKIT...ccocoevviiiiii 15
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AZACTAM.....ccccoviiiicnn, 8 BD INSULIN SYRINGE BETOPTICS.........cccceeee 132

AZASAN. ... 16 U-500.....cccoiiiiieeeeiiiiieeeens 112 BEVESPI AEROSPHERE..138
AZASITE.....ccccoeveieeees 132 BD INSULIN SYRINGE bexarotene.............cco.eeeeun... 16
azathioprine..............cccuueen.. 16 ULTRA-FINE................... 112 BEXSERO.......ccccvvvvreennne. 110
azelaic acid............................ 76 BD NANO 2ND GEN PEN BEYAZ...oooveeiee 129
azelastine........................ 87,133 NEEDLE..........cc..eoooe 113 bicalutamide........................... 16
azelastine-fluticasone............ 138 BD ULTRA-FINE MICRO BICILLIN C-R.....cccoovvvvnnns 12
AZELEX....ccoiiiiiiiiiieeeee, 76 PEN NEEDLE................... 113 BICILLIN L-A......ccccvveeennns 12
AZILECT ..ooiiiiiiieeeein. 32 BD ULTRA-FINE MINI BIDIL.....ccvvviiieiieeeee 63
AZIthFOMYCIN ..o, 7 PEN NEEDLE.................... 113 BUUUVA..................l 126
AZOPT ..o 134  BD ULTRA-FINE NANO BIKTARVY ..oooviiiiiiiiiee 2
AZOR ... 63 PENNEEDLE................... 113 BILTRICIDE............ccecuneee.. 8
AZSTARYS....cooviiiien 49 BD ULTRA-FINE SHORT bimatoprost.............ccceuuee.... 134
AZEFEONAM ... 8 PENNEEDLE................... 113 BIMZELX....cooooovviiiiiiiinns 72
AZULFIDINE.................... 100 BD VEO INSULIN SYR BIMZELX
AZULFIDINE EN-TABS.. 100 (HALF UNIT).....ccccccc...... 113  AUTOINJECTOR................. 72
bacitracin..............ccccceeen. 132 BD VEO INSULIN BINOSTO....cccccoviiiiinne 118
bacitracin-polymyxin b......... 132 SYRINGEUF................... 113 bismuth subcit k-metronidz-
BACLOFEN........cccueee.. 39,40 BELBUCA.......ccooiieiii. 40 £CR oo 105
baclofen..........cccoceuveiiieeennnnn. 39 BELSOMRA..........cccuuun 49  bisoprolol fumarate................ 63
BACTRIM........cccvvvvvieeen. 13 benazepril............ccuuuueeeeeenn.... 63  bisoprolol-
BACTRIM DS.......occieee 13 benazepril- hydrochlorothiazide................ 63
BAFIERTAM.........ccuvvveee. 36  hydrochlorothiazide................ 63 BIVIGAM.........ooev 110
BALCOLTRA...................... 129 BENICAR.....ccccocoeviiiiies 63 blisovi24 fe....ccuveeuuneaannn. 129
balsalazide............................ 100  BENICAR HCT.................... 63  blisovife 1.5/30 (28) ............ 129
BALVERSA.......ccccvviviee 16 BENLYSTA......ccccoveeinn. 121 BONIJESTA.......oeeiiieees 100
balziva (28) .....cccvvuveeeeennnnn.. 129 BENZAMYCIN........cc........ 76  BOOSTRIX TDAP............. 110
BANZEL.......ooovvvviiiiiiiiiiiinans 26 benztropine..........cccceeeeeeeeannn.. 32 bosentam.............ccceeeeeennn..... 138
BAQSIMI..........oovviis 89  bepotastine besilate............... 133 BOSULIF......coooviiiiis 16
BARACLUDE.........cc.cc.... 2 BEPREVE.........n 133 BRAFTOVI......ccocvvvviien 16
BASAGLAR KWIKPEN BERINERT ........cccuvvvennnne 138  BREO ELLIPTA................. 138
U-100 INSULIN.......ccuveee.. 89 BESIVANCE..........couue.. 132 Dreyna........ccceceeeeeeeecnnann, 138
BASAGLAR TEMPO BESREMI...........ccccvvvii, 108 BREZTRI AEROSPHERE.138
PEN(U-100)INSLN............... 89  betaine.........cccccuueiiiiieeeaannn, 100 briellyn..........cccoeeeevvveennnn.... 129
BAXDELA.......ccovvvveeeeee. 13 betamethasone dipropionate....80 BRILINTA...........ccovvveeeeeen. 67
BCG VACCINE, LIVE (PF) betamethasone valerate........... 80  brimonidine..................... 76, 135
............................................. 110 betamethasone, augmented..... 80  brimonidine-timolol.............. 134
BD AUTOSHIELD DUO BETAPACE AF.......ccoooee...... 62  brinzolamide......................... 134
PEN NEEDLE................... 112 BETASERON..................... 108 BRIVIACT.........ccccene 26,27
BD INSULIN SYRINGE... 112 betaxolol......................... 63,132 bromfenac................uu......... 134
BD INSULIN SYRINGE bethanechol chloride............. 145  bromocriptine......................... 32
(HALF UNIT)....ooeeeevnneee. 112 BETHKIS......ccooiiiiii. 8 BROMSITE.........cceevnneen. 134
BETIMOL.........oocviiens 132 BROVANA.......cociiie, 138
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BRUKINSA........ccoieee. 16  candesartan- CELEBREX........cccccvviiiiiin. 44
BRYHALI............................ 80  hydrochlorothiazid.................. 63 celecoxib................................ 44
budesonide.................... 100, 138  CAPLYTA ..., 49 CELEXA.....ccooociviiiiieeennen, 49
budesonide-formoterol.......... 138 CAPRELSA.........covvvvviiiin, 16 CELLCEPT........................... 16
bumetanide............................. 63  captopril............oueeeeveevennnnnnnnn, 63 CELONTIN......cccooeennnnn. 27
BUPHENYL......................... 83 CARAC.....cooiiieieeeeeeeeee 74 cephalexin............................... 7
buprenorphine hel................... 40 CARAFATE....................... 105 CEQUA.....ccooeeeeen, 133
buprenorphine transdermal CARBAGLU.......ccccoevnnnnnnn. 83 CEQUR SIMPLICITY ....... 113
PALCH . 40  carbamazepine........................ 27 CEQUR SIMPLICITY
buprenorphine-naloxone......... 44 CARBATROL..........c.uuu...... 27 INSERTER.......cccooovvrrrnnnnnn 113
bupropion hcl.......................... 49  carbidopa..............ccc.uuu....... 32 CERDELGA.......ccccevveeeen. 96
BUPROPION HCL.............. 49  carbidopa-levodopa........... 32,33 cetirizine.......ccccceuuvennnnnnnnn. 135
bupropion hcl (smoking carbidopa-levodopa- cevimeline..............ccccouuvee..... 83
deter) .........coouveeeeciiiiiiinnnnn. 86 entacapone.............ccuuuuue....... 33 CHEMET.....ccocovvviiiiiannn, 83
buspirone.............ccceeeeeuvvvnn... 49 CARDIZEM..........ccuuvvveee.. 63 CHENODAL.........cccoee...... 100
butorphanol............................ 44 CARDIZEM CD.................. 63  chlorhexidine gluconate.......... 87
BUTRANS.......cooeee, 40 CARDIZEMLA................. 63  chloroquine phosphate.............. 8
BYDUREON BCISE............ 89 CARDURA........ccvvvveeeee. 63 chlorpromazine....................... 49
BYETTA ..o 89 CARDURA XL....cccovveeeenns 63  chlorthalidone......................... 63
BYLVAY ..o, 100  carglumic acid........................ 83 CHOLBAM......................... 100
BYOOVIZ.......ccccoeeeeee. 133 CARNITOR......................... 83  cholestyramine (with sugar) ...69
BYSTOLIC........coovveeeeene 63 CAROSPIR.......cccvvvvvvrerenn. 63  cholestyramine light................ 69
cabergoline............ccccceeeenn...... 96 carteolol....................uuuu..... 133 CIALIS......ccooeeeeee, 145
CABLIVI.....c.coeeeiiieee, 67  Cartiad Xt.....coeeuvveeeeeenrnnaaaannnn. 63 CIBINQO......ccovvvveeeirieeeene 74
CABOMETYX....oovvvvvviirinnns 16  carvedilol.............................. 63 ciclopirox.................... 78
CABTREO............................ 76  carvedilol phosphate............... 63 cilostazol..........cccoeeeeeeannnn..... 67
CADUET ..o 69 CASODEX.....ooovvveeennnnnn. 16 CILOXAN....ccccooviiereennee, 132
calcipotriene.............ccccceun...... 72 caspofungin.............................. I CIMDUO....oeeeeeeeeee 2
CALCIPOTRIENE............... 72 CAYSTON....cooiiiiiieeeiiiieen, 8  cimetidine..............ccc.oceuun.... 105
calcipotriene-betamethasone... 72 cefaclor.................................... 6 CIMZIA.........cccovvvvivviiiins 100
calcitonin (salmon) ................ 96  cefadroxXil..........ccccceeeeeeeeeann..... 6 CIMZIA POWDER FOR
calcitriol.......................... 72,96  cefazolin......................cooovee.. 6 RECONST.....coooeeeeeeeenn. 100
CALQUENCE.........ccouvveee. 16 cefdinir.........cccoovvveevviiiiiiaannnnn, 6 cinacalcet.............ccccuvveaannn... 96
CALQUENCE cefepime..........cccoeeeeevvvvennnnnn... 6 CINRYZE.........cccoeuunn. 138
(ACALABRUTINIB MAL). 16  cefixime........cccceeeeurvvveennnannnnnn. 6 CIPRO....cccoooeiiiiiiii, 13
CAMBIA........ceveiiieeiee, 44 cefotetan...........cceeeeiuuennnnnnn... 6 CIPROHC...........ovvveeeee 87
CaMila..........ouveveiieeeaaaennnn. 126 CefoXitin......cccouvveennniaaeaaaaaannn, 6 ciprofloxacin hcl............. 13,132
camrese lo...............ccceeuun... 129  cefpodoxime............................. 6 ciprofloxacin in 5 % dextrose..13
CAMZYOS.....coovviiveeeen. T cefprozil.......uueeieeeeeeeeccinnnaen. 6 ciprofloxacin-dexamethasone..87
CANASA......ccooieeeee, 100 ceftazidime........................... 6,7 CITALOPRAM.................... 49
CANCIDAS ..., 1 ceftriaxone.............cccceeeuunnn.... 7 citalopram.............................. 49
candesartan..............c............ 63 cefuroxime axetil..................... T claravis.........ccooeeeviiiiiiieaaann, 76
cefuroxime sodium................... 7 CLARINEX.......ccccceveennne 135
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CLARINEX-D 12 HOUR.. 136  clodan..................ccccoccovuncen. 80 CORTROPHIN GEL........... 87

clarithromycin..............cc.......... 7 clomipramine.......................... 50 COSENTYX..ooiioiiiiieieieeeennn. 73
CLENPIQ......ovvnn. 100  clonazepam............................ 27 COSENTYX (2
CLEOCIN.......ccoevveeenne 8,128  clonidine............ccc.cceveuvnnnnnn. 63 SYRINGES)....c.ccccovviienen. 72
CLEOCIN HCL...................... 8 clonidine hcl...................... 50,63 COSENTYX PEN (2 PENS).73
CLEOCIN PEDIATRIC........ 8 CLONIDINE HCL............... 63 COSENTYX UNOREADY
CLEOCINT................ 76  clopidogrel............................. 67 PEN. ..o, 73
CLIMARA........ccoovvvvviiiis 126  clorazepate dipotassium.......... 50 COSOPT.....ccovvvvvviiiiviiiiiinns 134
CLIMARA PRO................ 126  clotrimazole........................ 1,78 COSOPT (PF)....ccccvvvvveennn. 134
clindacin................................ 76  clotrimazole-betamethasone....78 COTELLIC........................... 16
clindacin etz ............ccccoo....... 76  clozapine..................cccccuun..... 50 COTEMPLA XR-ODT......... 50
CLINDAGEL........cccuvveennn. 76 CLOZARIL.......cc.oeevvnnnne.. 50 COZAAR......cccooviiiieean. 63
clindamycin hel......................... 8 COARTEM.........ceevirn 8 CREON.....ccoooviiiiiiiieeee, 101
clindamycin in 5 % dextrose..... 8  codeine sulfate........................ 40 CRESEMBA..........ccccvvvveee. 1
clindamycin pediatric................ 8 COLAZAL......coouvvveeeeeenn. 100  CRESTOR........ccevvvieeenns 69
clindamycin phosphate .8, 76, 128  colchicine.............................. 117 CRINONE..........ccuvvvrn. 126
clindamycin-benzoyl peroxide.76 ~ COLCRYS.........cccovvvvnnennn. 117 cromolyn............... 101, 133, 138
clindamycin-tretinoin.............. 76 colesevelam............................ 69  Crotam............ccceeeeeeennaannn 83
CLINDESSE......coooviiiiees 128  COLESTID......cceevviviieeannne 69 cryselle (28) ...ccovvueviannnnnnn. 129
CLINIMIX 5%/DI15W colestipol.........cccceeevveenecannnn. 69 CUBICINRF.....ccocoviiiia 8
SULFITE FREE................. 147  colistin (colistimethate na) ....... 8 CUPRIMINE..................... 121
CLINIMIX 4.25%/D10W COMBIGAN.....cccvvvveeeeeen. 134 CUVPOSA......ccooiiiiii 99
SULF FREE...........c......... 147 COMBIPATCH.................. 126 CUVRIOR.........cccuvvivreen, 83
CLINIMIX 4.25%/D5W COMBIVENT RESPIMAT 138  cyclobenzaprine...................... 40
SULFIT FREE.................... 83 COMBIVIR.........ccceiiiiiiii, 2 cyclophosphamide................... 16
CLINIMIX 5%- COMETRIQ......cc.eevevrnee. 16 CYCLOPHOSPHAMIDE....17
D20W(SULFITE-FREE)....147 COMFORT EZ PRO cycloserine..........cccoeevecuvvneannn. 8
CLINIMIX E 2.75%/D5W SAFETY PEN NDL........... 113 CYCLOSET.....c.eovivvireannnee, 89
SULF FREE..........ccvvvvvnens 83 COMPLERA........cccovvvvrvrinn, 2 cyclosporine.................... 17,133
CLINIMIX E 4.25%/D10W COMPTO .o 100  cyclosporine modified............. 17
SULFREE.......c.coooiiiinn. 147 COMTAN. ... 33 CYLTEZO(CF)......cccuuu...... 121
CLINIMIX E 4.25%/D5W CONCERTA.......oeeeieees 50 CYLTEZO(CF) PEN.......... 121
SULF FREE...........ocuuee.. 147 CONDYLOX....ccoooovvevirenn. 74 CYLTEZO(CF) PEN
CLINIMIX E 5%/D15W COnStulose .............cceeuueeen. 100  CROHN'S-UC-HS.............. 121
SULFIT FREE................... 147 CONZIP......ovvveeeiiiieeee, 44 CYLTEZO(CF) PEN
CLINIMIX E 5%/D20W COPAXONE......ccccoviiirnns 36 PSORIASIS-UV.......ccc....... 121
SULFIT FREE................... 147 COPIKTRA. ... 16 CYMBALTA.......ccoooiiee. 50
CLINISOL SF 15 %............ 147 CORDRAN.....cccceviieeei, 8l cyredeq.....cccccuueeenniiiiaiaaannn, 129
clobazam...............ccccoccuue.... 27 CORDRAN TAPE LARGE CYSTADANE........c..c...... 101
clobetasol...............ccccc.co..... 80 ROLL...cccooiviiiiiiiiieeee, 80 CYSTADROPS................... 133
clobetasol-emollient................ 80 CORLANOR......ccccooiireennn 71 CYSTAGON.....cccvvviee 145
CLOBEX....ccoiiiiiiiiiiiiiieeen, 80 CORTEF...cccooiiiiiiiiiiiieane 87 CYSTARAN.....cocviiieen 133
clocortolone pivalate............... 80 CORTIFOAM........ouueene. 100  CYTOMEL........oeviiine 99
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CYTOTEC..........cevevee. 105 DEPAKOTE........ccuvvennnne. 27 DIACOMIT......cccoovvveennn. 27
d10 %-0.45 % sodium chloride 83 DEPAKOTE ER................... 27 diazepam.......................... 27, 51
d2.5 %-0.45 % sodium DEPAKOTE SPRINKLES.. 27  diazepam intensol................... 51
chloride...........cccccceeeeeeeeennnn... 83 DEPEN TITRATABS......... 121  diazoxide................................ 90
d5 % and 0.9 %% sodium DEPO-ESTRADIOL.......... 126 DIBENZYLINE................... 63
chloride..............cccovvvevennnn... 84 DEPO-PROVERA....... 126,127 DICLEGIS..........cooevieeens 101
d5 %5-0.45 % sodium chloride.. 84 DEPO-SUBQ PROVERA DICLOFENAC

dabigatran etexilate................ 67 104......oiiiii 127  EPOLAMINE............ovvvee. 44
dalfampridine......................... 36 DEPO-TESTOSTERONE....97 diclofenac potassium............ 44
DALIRESP.....ccooovevieein. 133 DERMA-SMOOTHE/FS diclofenac sodium 44, 45, 74, 134
DALVANCE.........ccccovviie. 8 SCALPOIL.........ovvvvvvrrianaes 81 diclofenac-misoprostol............ 45
danazol...............ccccevvveeannnne. 96 DERMOTICOIL................. 87 dicloxacillin............cccccco....... 12
DANTRIUM........ccvvvveeeen. 40 DESCOVY..ovoiiiiiiiiieene, 2 dicyclomine................c......... 99
dantrolene............................ 40  desipramine............................ 50 DIFFERIN........cccoovverrennnn. 76
DAPAGLIFLOZ desloratadine........................ 136 DIFICID.....cccvvvveeeiiiieeeee 7
PROPANED- Adesmopressin................cce.... 97 diflorasone................cccceuu..... 81
METFORMIN................ 89,90 desog-e.estradiolle.estradiol..129 DIFLUCAN.............cccvvvvvvnnns 1
DAPAGLIFLOZIN desogestrel-ethinyl estradiol .. 129  diflunisal................................ 45
PROPANEDIOL.................. 90 desonide..............ccouuuvunenn.. 81 difluprednate........................ 135
dapsone............cccceeeununnn... 8,76 DESOWEN...........ccoeiinn 8l  digOXiN....ccceveeeevviiiiiiieaaaaaann, 71
DAPTACEL (DTAP desoximetasone...................... 81  dihydroergotamine.................. 34
PEDIATRIC) (PF).............. 110 DESVENLAFAXINE.......... 50 DILANTIN 30 MG.............. 27
DAPTOMYCIN......cccceeveeenn. 9 desvenlafaxine succinate......... 50 DILANTIN EXTENDED
daptomycin.............ccceeeeuenne. 9 DETROL.......ccccoviiiiiiiiin, 144 100 MG..ooovveiiiiiii, 27
DARAPRIM.........coovviieee 9 DETROLLA.......cccoveenn. 144 DILANTIN INFATABS...... 27
darifenacin..............cccceeun..... 144 dexabliss..............ccovvvvveveennnn. 87 DILANTIN-125....cccceeunnnnn.... 27
darunavir ...........cccceeeeeeeeeeeeeennnn. 2 dexamethasone....................... 88 DILAUDID.......................... 40
DAURISMO..........ccovvnee. 17  dexamethasone sodium diltiazem hel..................... 63, 64
DAYBUE.......ccccvvviiiiiiiiinns 36  phosphate..................ocuuuu..... 135 dilt-Xr..ccoueeeeeeeeeeeeiiiiiiiiiiiiiaiann, 64
DAYPRO................. 44 DEXEDRINE SPANSULE..50 dimethyl fumarate.................. 36
DAYTRANA.....ccooiiis 50 DEXILANT....ccccoviivieeans 105 DIOVAN. ..o, 64
DAYVIGO.......ccccovvvvvvvrrnnnns 50 dexlansoprazole.................... 105 DIOVANHCT.................... 64
DDAVP....vveiiiiiiiieee 96  dexmethylphenidate................ 50 DIPENTUM.............c..... 101
deblitane.............c.uuuveeee..... 126  dextroamphetamine sulfate.....50  diphenoxylate-atropine........... 99
deferasirox..........ccoevuvvunn.... 84  dextroamphetamine- DIPROLENE
deferiprone............cccceuvvun..... 84  amphetamine.................... 50,51 (AUGMENTED).................. 81
deflazacort..................c.c...... 87 dextrose 10 % and 0.2 % nacl. 84  dipyridamole.......................... 67
DELESTROGEN................ 126  dextrose 10 % in water disulfiram...............ccccceuun.... 84
DELSTRIGO......cccccvvvveennne. 2 (dIOW) o 84 DIURIL........ccceevviiiiiiane 64
DELZICOL........ccceeeeennnnnn... 101 dextrose 5 % in water (d5w)...84  divalproex............cc.couueee...... 27
demeclocycline....................... 13 dextrose 56-0.2 % sod DIVIGEL........ccccoeeeiiin. 127
DEMSER.......coooiiiii 63 chloride..............cccceeeeeeeunnn.... 84  dofetilide................cccuuuu....... 62
DENAVIR.......cccovviiiiian 79 DHIVY .o, 33 DOJOLVI.....cccoviiiiiiann. 147
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dolishale...............cc............. 129 DUAVEE.......coociiiie. 127 eluryng.......ccccoeeeievvcinecan. 128
donepezil...........c...ccceevuuveeannn. 37 DUETACT....ccccccoviiieeees 90 ELYXYB...ooooviiiiiiiiieees 34
DOPTELET (10 TAB DULERA ..o 1388 EMEND......c.cecoviiiireenn, 101
PACK) ..oooiiiiiiiiiiiiiiiiiiiiiiii 67 duloxetine.............................. 51 EMFLAZA.....ccooeeeeeennn... 88
DOPTELET (15 TAB DUOBRII.......ccccvvvveeenneen. 81 EMGALITY PEN................. 34
PACK) ..o 67 DUOPA.....ccooeeeee. 33 EMGALITY SYRINGE....... 34
DOPTELET (30 TAB DUPIXENT PEN................. 74 EMSAM.....coooiiiiiiiiiieeees 51
PACK) .o 67 DUPIXENT SYRINGE....... 74 emtricitabine............................ 2
DORYX MPC..................... 13 DUREZOL........................ 135  emtricitabine-tenofovir (tdf).... 3
dorzolamide.......................... 134  dutasteride............................ 145 EMTRIVA............. 3
dorzolamide-timolol.............. 134 dutasteride-tamsulosin.......... 145 EMVERM.......ccccooviiiiien 9
dorzolamide-timolol (pf) ...... 134 DYANAVEL XR................. 51 enalapril maleate.................... 64
AOtti...ccoooeeiiiiiiiiieeeee, 127 DYMISTA ... 138  enalapril-hydrochlorothiazide . 64
DOVATO....cccvviieeiiiieee 2 DYRENIUM.....c.ooovieeene 64 ENBREL.......ccocoiiiiinne. 121
AOXAZOSTN ..o, 64 DYSPORT.....cccccceeiiinnnn. 110 ENBREL MINI.................. 121
AOXEPIN ..., SI,74  ee.s. 400 ..., 7 ENBREL SURECLICK..... 121
doxercalciferol....................... 97 E.E.S. GRANULES................ 7 ENDARI.......cccoooiiie 84
doxy-100............cccoeveveennnnnnn. 13 econazole................ccccvveunn.. 78  endocet.........ccouueeveiiiiieaaaannnn. 41
doxycycline hyclate................ 13 EDARBI.......ccooiiiee. 64 ENGERIX-B (PF)............... 110
DOXYCYCLINE EDARBYCLOR................... 64 ENGERIX-B PEDIATRIC

HYCLATE......cccccooiiis 14 EDECRIN.......ccccciviiinians 64 (PF)iiii, 110
doxycycline monohydrate....... 14 EDURANT.......ccooiiiiieeee. 2 enilloring.........cccuuvviieeeeannnn. 128
doxylamine-pyridoxine (vit CfAVIFENZ ., 2 CHOXAPATIN ... 67
DO) oo 101 efavirenz-emtricitabin-tenofov..2 — enpresse..........cccccvveeveeeeannnn. 129
DRIZALMA SPRINKLE.... 51 efavirenz-lamivu-tenofov enskyce.........c.cccccciiiiiiii 129
dronabinol............................ 101 disSOp.cceeaaaaeaeaeeeeeeeieee 2 ENSPRYNG.....ccoooeeeieinnnnn. 17
DROPLET INSULIN EFFEXOR XR..................... 51 ENSTILAR........coccvvvireennee, 73
SYR(HALF UNIT)............. 113 EFFIENT ..o, 67 entacapone............................. 33
DROPLET INSULIN EFUDEX....ccoocoiiiiiiiiieene, 74 ENTADFI.....ccoviiiie. 145
SYRINGE................... 113,114 EGRIFTASV....ccoiiei. 108  entecavir........cccccoooveeiiiinnani..n. 3
DROPLET MICRON PEN electrolyte-148....................... 147 ENTRESTO.....cccocvvvveennen. 71
NEEDLE......ccccccevviiinnn. 114 ELESTRIN.......ccccceevvnnnn. 127 ENTYVIO PEN................. 101
DROPLET PEN NEEDLE.114  eletriptan..............ccuuuueeee...... 34 enulose.........cooeeuunnnnnnn..... 101
DROPSAFE ALCOHOL ELFABRIO......cccovvvviei. 97 ENVARSUS XR......c........... 17
PREPPADS........ccviiiiee 90 ELIDEL...ccooviiiiiiieiiiieeen, 74 EPCLUSA......coooiiiiiieeen, 3
DROPSAFE PEN NEEDLE ELIGARD.......cccovvveeiin. 17 EPIDIOLEX........cccvvvennnne. 27
............................................. 114  ELIGARD (3 MONTH).......17 EPIDUO......c...ccceeveuuveeee.. 76
drospirenone-e.estradiol-Im.fa ELIGARD (4 MONTH)....... 17 EPIDUO FORTE................. 76
............................................. 129 ELIGARD (6 MONTH).......17  epinastine....................ccc..... 133
drospirenone-ethinyl estradioll129  ELIQUIS.................oeoennni 67 EPINEPHRINE................. 136
DROXIA...ccovveiiiieeeeeeeees 17 ELIQUIS DVT-PE TREAT epinephrine...................c....... 136
droxidopa.................ooooo...... 84 30D START......cceeee 67 EPIPEN 2-PAK.................. 136
DUAKLIR PRESSAIR...... 138 ELMIRON.......ccoeeeieeen, 145 EPIPEN JR 2-PAK............. 136
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EPILOL...ccciiiieeeeeee, 27  ethambutol............................... 9 FEMRING......ccocuvviirnn 127
EPIVIR ......oooiiiiieiieeee, 3 ethosuximide.......................... 27 FENOFIBRATE................... 69
eplerenone.............................. 64  ethynodiol diac-eth estradiol. 129  fenofibrate.............................. 70
EPOGEN.........ccvvvvviiiiiiiin, 108  etodolac............cccceeeeeeennnnnn... 45  fenofibrate micronized............ 69
EPRONTIA......ccoeieieee. 27  etonogestrel-ethinyl estradiol 128  fenofibrate nanocrystallized.... 69
EPSOLAY ...oovvviiiiiiiiiiiiiiiiinns 7O etravirine.............ccvvvvvvvvvvennnnn, 3 fenofibric acid (choline) ......... 70
EPZICOM.......cccvvvveviieees 3 EUCRISA......ccoooeeee 74  FENOGLIDE....................... 70
EQUETRO........................... 27 @UIRYTOX c.ceveevveveiiiviiiiiiiiieeaans 99 fenoprofen.............ccoceveuuunnnnn. 45
ERAXIS(WATER EVAMIST ...ccooviiiieee, 127 fentanyl...........cccceeeveeuunnnannn. 41
DILUENT) ..., I EVEKEO....iiiiaaannnn. 51 fentanyl citrate....................... 41
ergoloid............ccccoeveveennnnn. 51 EVENITY ..o, 118 FENTANYL CITRATE....... 41
ergotamine-caffeine................ 34 everolimus (antineoplastic)....17 FENTORA.................co... 41
ERIVEDGE............cccceeee 17 everolimus FERRIPROX..........cccuvvieeeen. 84
ERLEADA........................... 17 (immunosuppressive) ............. 17 FERRIPROX (2 TIMES A
erlotinib ........cccoeeeeeeeeeeeeeeaaann... 17 EVISTA.....cccoovvi, 118 DAY)ueoiiiiiieiieieiiii 84
ERMEZA ... 99 EVOTAZ.....ccvvvvvviiiiieeeeen, 3 fesoterodine.......................... 144
C FIM e 127 EVOXAC....ccooiiiiiiiiieen, 84 FETZIMA......ccooovvieiieeean. 52
ERTACZO.....ccovviieaanne. 78 EVRYSDI......cooocceiviiiieens 37 FEXMID.....c.ccceeviiiiiiannne 40
EFLAPENEMN .....vvvvvveeeaaaaeeeeeeee, 9 EXELON PATCH................ 37 FIASP FLEXTOUCH U-

€FY PAAS ... 76 exemestane............ccccecuuueeennn. 17 100 INSULIN........ccccevernen. 90
ErYgel . ...uuvviiiiiiiiiiiiiiiieee 76  EXFORGE.........cccoeninen. 64 FIASP PENFILL U-100
ERYPED 200......ccccccuvveeennnnn. 7 EXFORGE HCT.................. 64 INSULIN.......ccoooiiiiiiiinn 90
ERYPED 400.......cccccvvveeannnn. 7 EXJADE.......coooiiiiin 84 FIASP U-100 INSULIN........ 90
EFY-LAD ....vvveeeeiiiaaeaiiaee, 7 EXSERVAN.....cccooovieenn. 84 FILSPARI......ccccoevviiiinn, 71
ERY-TAB......ooviiiieeein 7 EYSUVIS....ccccoiiiiiee 135 FILSUVEZ.......ccocvvvvieannn. 74
ERYTHROCIN........ccceeeen. 7 EZALLOR SPRINKLE........ 69 FINACEA.......ccoovvveee. 77
erythrocin (as stearate) ........... 7 ezetimibe................................ 69 finasteride.............cccceeuunn.... 145
erythromycin.................... 8,132 ezetimibe-simvastatin............. 69  fingolimod.............................. 37
erythromycin ethylsuccinate..7,8§ FABHALTA.......ccccceveennnnnnnn. 84 FINTEPLA.........ccccvvvviiiin, 27
erythromycin with ethanol...... 77 FABIOR....................c 7T finzal@..........ccceeeeeneannnn. 129
erythromycin-benzoyl falmina (28) .......ccccooovvee. 129 FIRAZYR.......cccooiviiiin. 139
PEFOXIAE ..., 7T famciclovir........cccceeeeeeceennnnn. 3 FIRDAPSE.....ccoooiieieennn. 37
ESBRIET.......cccuveeee.. 138,139 famotidine............................ 105 FIRMAGON KIT W
escitalopram oxalate.............. S FANAPT ... 51 DILUENT SYRINGE.......... 18
esomeprazole magnesium...... 105 FARESTON.........cccuvnnn. 17 FIRVANQ.......cooooiiieee. 9
estarylla.............ccccoooeeeenn. 129 FARXIGA.........coeei 90 flac otic oil...........c..uuveuee....... 87
ESTRACE.......ccccevvv. 127  FASENRA........ccccoiiii. 139 FLAGYL...ooooiiiiiiiiiiee, 9
estradiol.............................. 127  FASENRA PEN................. 139 flavoxate.................ouuuu....... 144
estradiol valerate.................. 127 febuxostat............................ 117 flecainide................................ 62
estradiol-norethindrone acet.. 127  felbamate............................... 27 FLECTOR..........ceevvnnnnnn 45
ESTRING........cccoevviiiiiens 127  FELBATOL........ccceviiieenn. 27 FLEQSUVY ..ccoooviiiiiinn 40
eszopiclone............................. 51 felodipine.............ccccuvuvvune..... 64 FLOLIPID..........ccevvveeeeennn. 70
ethacrynic acid....................... 64 FEMARA........ccoooiiie. 17 FLOMAX.......cooeiiiie 145
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Sfluconazole............................... 1 FOSAMAXPLUSD.......... 118 GENOTROPIN

fluconazole in nacl (iso-osm)....1  fosamprenavir.......................... 3 MINIQUICK.........ccoouueee 108
flucytosine............................... 1 fosfomycin tromethamine........ 14 gentamicin.................. 9,78,132
fludrocortisone....................... 88 foSINOpril........aaaaaannnnn. 64  gentamicin in nacl (iso-osm) .... 9
flunisolide...................cc........ 139 fosinopril-hydrochlorothiazide 64 GENVOYA.....cccooveveiiieieennnn. 3
fluocinolone........................... 81 FOTIVDA......ccccovvvvvvviiiiiiin, 18 GEODON........coovvvvvvviiiiiinans 52
fluocinolone acetonide oil........ 87 FRAGMIN.......................... 68 GILENYA....coooiiiiiiieieeeeenn. 37
fluocinolone and shower cap....81 FROVA.......cccooeveiiiiiiiiiiinnnn. 34 GILOTRIF.................... 18
fluocinonide............................ 81  frovatriptan....................cc...... 34 GIMOTI....ccooooeiinn. 101
fluocinonide-emollient.............. 81 FRUZAQLA......ccooevennnn. 18 GLASSIA ..., 84
fluoride (sodium).................. 147 FULPHILA...........c...ooe 108  glatiramer.............................. 37
fluorometholone.................... 135 FUROSCIX....cooovvvviieeeeenn, 64 glatopa...........ccccoccuuvveeennni.... 37
FLUOROURACIL............... 74 furosemide.............................. 64 GLEEVEC............cccuunn 18
Sfluorouracil............................ 74 FUZEON......ccoooiiiiiiieeeeeeen, 3 GLEOSTINE...........coenn. 18
fluoxetine.............cccuvevenen..... 52 fyavoly..........cccueeeeiiiiiiianannn, 127  glimepiride............................. 90
fluoxetine (pmdd) .................. 52 FYCOMPA..................... 27,28  glipizide..........cccuuvvvviiiiaaannn. 90
fluphenazine decanoate........... 52 FYLNETRA........cooeee. 108 GLIPIZIDE..........cccovveeee... 90
Sfluphenazine hcl...................... 52 gabapentin.............................. 28  glipizide-metformin................ 90
Sflurandrenolide....................... 81 GALAFOLD......cc...eeeennn. 97 GLOPERBA....................... 117
Sflurbiprofen..................cccc.. 45  galantamine............................ 37 GLUCAGON

flurbiprofen sodium............... 134 GAMMAGARD LIQUID..110 EMERGENCY KIT
FLUTICASONE GAMMAGARD S-D (IGA (HUMAN) ..o 90
FUROATE-VILANTEROL <1 MCG/ML) ....ccocveee.n. 110 GLUCOTROL XL............... 91
............................................. 139 GAMMAKED....................110  GLUMETZA........................91
fluticasone propionate..... 81,139  GAMMAPLEX.................. 110 GLYCATE....ccooovviiiiieees 99
FLUTICASONE GAMMAPLEX (WITH glycopyrrolate....................... 99
PROPIONATE................... 139  SORBITOL).....ccccuvvvveennnne. 111 GLYXAMBI.......ccoevve. 91
FLUTICASONE GAMUNEX-C........ceuuueen... 111 GOCOVRI......ccovvriireene, 33
PROPION-SALMETEROL GARDASIL 9 (PF)............. 111 GOLYTELY ..cocoevvviiinnns 101
..................................... 139,140 GASTROCROM................ 101  GRALISE.............ceeuueeee. 28
fluticasone propion-salmeterol gatifloxacin.......................... 132 granisetron hel...................... 101
............................................. 139 GATTEX 30-VIAL............101  GRANIX..........eeeeeeeunneee... 108
fluvastatin...................ccceu.. 70 GAUZEPAD..................... 114 GRASTEK.............cccooee 111
fluvoxamine............................ 52 gavilyte-c........ccoeeeeuvnnennnn... 101 griseofulvin microsize............... 1
FML FORTE..................... 135 gavilyte-g......ccueevveiieeaaannn. 101 griseofulvin ultramicrosize........ 1
FML LIQUIFILM.............. 135 GAVRETO.....cccoevvviiie. 18 GVOKE.......ccoviiiiei 91
FOCALIN......cocviieiiiieeees 52 gefitinib.......cccuueeieiiiinaan, 18 GVOKE HYPOPEN 2-
FOCALIN XR.....ccoovvvveeeeenn. 52 gemfibrozil...........cccccuuun..... 70 PACK......ooooiiiiiiiiiiieeee. 91
Sfondaparinux......................... 68  gemmily........cccoouviiiiiiiiiaaann, 129 GVOKE PFS I-PACK
FORFIVO XL.....cccoviiiiieanns 52 GEMTESA......ccccvviiiies 144 SYRINGE.........ccooiiiii 91
formoterol fumarate............. 140  generlac............cccuvvveeennn.... 101 GYNAZOLE-1................... 128
FORTEO............................ 118  gengraf.......cccoevveeeeeeecnnnnnnn, 18 HADLIMA..........oovvvvven, 121
FOSAMAX ..cocoviiiiiiane 118 GENOTROPIN.................. 108 HADLIMA PUSHTOUCH 121
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HADLIMA(CF).................. 122 HUMIRA (PREFERRED hydrocodone-ibuprofen........... 41
HADLIMA(CF) NDCS STARTING WITH hydrocortisone........... 82, 88, 101
PUSHTOUCH.................... 122 00074).cccceeeiieiieiiiiiriiiiiiiiinans 122 hydrocortisone butyrate.......... 82
HAEGARDA..................... 140 HUMIRA PEN hydrocortisone valerate........... 82
hailey 24 fe........................... 129 (PREFERRED NDCS hydrocortisone-acetic acid...... 87
halcinonide............................. 81 STARTING WITH 00074). 122 hydrocortisone-pramoxine.... 101
HALDOL DECANOATE....52 HUMIRA(CF) hydromorphorne................. 41,42
halobetasol propionate...... 81,82 (PREFERRED NDCS hydromorphone (pf) ............... 41
haloette............................... 128 STARTING WITH 00074). 122 hydroxychloroquine.................. 9
HALOG ..o, 82 HUMIRA(CF) PEN hydroxyured.............ccccce........ 18
haloperidol................cccc........ 52 (PREFERRED NDCS hydroxyzine hcl.................... 136
haloperidol decanoate............. 53 STARTING WITH 00074). 122  HYFTOR...........cccvvvvrrieen. 74
haloperidol lactate.................. 53 HUMIRA(CF) PEN HYRIMOZ (PREFERRED
HARVONI.......ccoeviiiie 3 CROHNS-UC-HS NDCS STARTING WITH
HAVRIX (PF)...cccovviiiens 111 (PREFERRED NDCS O1314) i 123
heather .............ccccoccveeevennne. 127 STARTING WITH 00074). 123 HYRIMOZ PEN
HEMADY ....ooovviiiiiiiiie 88 HUMIRA(CF) PEN (PREFERRED NDCS
heparin (porcine) ................... 68 PEDIATRIC UC STARTING WITH 61314). 123
HEPLISAV-B (PF).............. 111  (PREFERRED NDCS HYRIMOZ PEN
HETLIOZ.......ccccvvivieine. 53 STARTING WITH 00074). 123 CROHN'S-UC STARTER
HETLIOZ LQ.....ccoovvvieeennns 53 HUMIRA(CF) PEN PSOR- (PREFERRED NDCS
HIBERIX (PF)....ccccceeennnne 111  UV-ADOL HS STARTING WITH 61314). 123
HIPREX.....cooovviiiiiieieeies 14 (PREFERRED NDCS HYRIMOZ PEN
HORIZANT .....cooviieeee 37 STARTING WITH 00074). 123  PSORIASIS STARTER
HULIO(CF)....ovvvveeiiiienn. 122 HUMULIN 70/30 U-100 (PREFERRED NDCS
HULIO(CF) PEN................ 122 INSULIN.....coociieeeeiiieeens 91 STARTING WITH 61314). 123
HUMALOG JUNIOR HUMULIN 70/30 U-100 HYRIMOZ(CF)
KWIKPEN U-100................. 91 KWIKPEN.........ovviiirennne, 91 (PREFERRED NDCS
HUMALOG KWIKPEN HUMULIN N NPH STARTING WITH 61314). 123
INSULIN . .....oooiiiiieeeieeen 91 INSULIN KWIKPEN.......... 91 HYRIMOZ(CF) PEDI
HUMALOG MIX 50-50 HUMULIN N NPH U-100 CROHN STARTER
KWIKPEN.......oooiiiiieee 91 INSULIN.....cccooeiiiiiiireenne, 91 (PREFERRED NDCS
HUMALOG MIX 75-25 HUMULIN R REGULAR STARTING WITH 61314). 124
KWIKPEN......coooiiiiein 91 U-100 INSULN.......cceevunnenn. 91 HYRIMOZ(CF) PEN
HUMALOG MIX 75-25(U- HUMULIN R U-500 (PREFERRED NDCS
100)INSULN .....ccovviieeeee. 91 (CONC)INSULIN............... 91 STARTING WITH 61314). 124
HUMALOG TEMPO HUMULIN R U-500 HYSINGLA ER................... 42
PEN(U-100)INSULN............ 91 (CONC) KWIKPEN............. 91 HYZAAR......cccccoviiiiia, 64
HUMALOG U-100 hydralazine............................. 64 ibandronate.......................... 118
INSULIN . ....oooviiiiiiiiieeee 91 HYDREA........coooiiiin. 18 IBRANCE......cccooiiiiiiiinn. 18
HUMATIN ..o 9  hydrochlorothiazide................ 64 IBSRELA........cccooiiinnnnn. 101
HUMATROPE................... 108  hydrocodone bitartrate........... A1 DU 45
hydrocodone-acetaminophen...41  ibuprofen.............ccccccceeennnn.e. 45
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ibuprofen-famotidine.............. 45 INGREZZA........ccccoviiiini. 37 INVEGA SUSTENNA.......... 53

iCatibant ...........ccccoeeeeecvvennnn. 140 INGREZZA INITIATION INVEGA TRINZA................ 54
iClevia.....uuoooeceiiiiiieeiiiiiaean, 129 PK(TARDIV)....ccccvvvveen. 37 INVELTYS....coooieeiinnn. 135
ICLUSIG ..., 18 INGREZZA SPRINKLE.....37 INVOKAMET..................... 92
icosapent ethyl........................ 70 INLYTA. ..o, 19 INVOKAMET XR............... 92
IDACIO(CF)...ccvvveeeee. 124 INNOPRAN XL.......cccunee... 64 INVOKANA.......cccceevvieen. 92
IDACIO(CF) PEN.............. 124 INPEFA.......ccooiiieeiee, 92 TOPIDINE..........covvrrrrnnne 135
IDACIO(CF) PEN INPEN (FOR HUMALOG) IPOL....cooviieiiieeeeeeee 111
CROHN-UC STARTR........ 124 BLUE......ccccvviiiiiiiiiiiiiiiinns 114  ipratropium bromide....... 87, 140
IDACIO(CF) PEN INPEN (FOR HUMALOG) ipratropium-albuterol........... 140
PSORIASIS START........... 124 GREY ..o, 114 irbesartan................ccccouuen... 64
IDHIFA ..o 18 INPEN (FOR HUMALOG) irbesartan-
ILEVRO.........oooe 134 PINK......coooviiiiiiiiiieee, 114 hydrochlorothiazide................ 64
ILUMYA. ..o 73 INPEN (NOVOLOG OR IRESSA ..o 19
IMALINID ... 18 FIASP)BLUE........c......... 114 ISENTRESS.....cccccciviiinnnns 3
IMBRUVICA........c.oevvee. 18 INPEN (NOVOLOG OR ISENTRESSHD.......cc.ceee.. 3
imipenem-cilastatin................... 9 FIASP)GREY.................... 114 isibloom...........c.coevvvveeeennn. 129
imipramine hcl........................ 53 INPEN (NOVOLOG OR ISOLYTESPH74............ 147
imipramine pamoate............... 53 FIASP)PINK...................... 114 ISOLYTE-PIN 5%
Imiquimod..............ccccueveen..... 74 INQOVI...coooeviiiieieiiii 19 DEXTROSE.......ccoovvvveeee.n. 147
IMITREX ..o, 34 INREBIC.......ccccceiiiiiiees 19 isoniazid............cccooueeiiinnnnnnn. 9
IMITREX STATDOSE INSPRA ... 64 ISORDIL.........ccoovvvvvveerennn. 72
PEN ..o, 34 INSULIN ASP PRT- ISORDIL TITRADOSE....... 72
IMITREX STATDOSE INSULIN ASPART.............. 92  isosorbide dinitrate................. 72
REFILL.....cccoeeiiiieeeee 34 INSULIN ASPART U-100...92  isosorbide mononitrate............ 72
IMOVAX RABIES INSULIN DEGLUDEC....... 92 isosorbide-hydralazine............ 64
VACCINE (PF)......ccccc....... 111  INSULIN GLARGINE U- ISOUFELINOMN .. 77
IMPAVIDO.......cccocnnnn. 9 300CONC.....cceeeeeeeiiii 92 isradipine................................ 64
IMURAN ..., 18 INSULIN GLARGINE- ISTALOL.....oooevriieee 133
IMVEXXY YEGN....oooiiiiiiieeeee 92 ISTURISA......coooiieeee. 97
MAINTENANCE PACK...127 INSULIN LISPRO............... 92 itraconazole.................c........... 1
IMVEXXY STARTER INSULIN LISPRO IVermecCtin........cccuveeeeennenn.. 9,77
PACK ... 127  PROTAMIN-LISPRO.......... 92 IWILFIN......ccccoevviiiieene, 19
INBRIJA ... 33 INSULIN SYRINGE- IXCHIQ (PF)..ccceveiiiins 111
INCASSIA oo, 127 NEEDLE U-100.................. 114 IXIARO (PF)...................... 111
INCRELEX......cccccevevinnnnn. 84 INTELENCE...........cecvvveenn. 3 IYUZEH (PF)....ccoocevennnnn. 134
INCRUSE ELLIPTA.......... 140  intralipid...............ccccueee. 147 JADENU.....cccccvviiiiiiiann 84
indapamide............................. 64 INTRALIPID..................... 147 JADENU SPRINKLE.......... 84
INDERALLA.....ccovvvveee. 64 INTRAROSA..........cec... 128 JAKAFI....cooooiiiiiiiii 19
INDOCIN......coeeeieeeiiine, 45 introvale............cccceeeennnnn... 129 jantoven............ccccccueeeeeeaannn. 68
indomethacin.......................... 45 INVANZ...cooiiiiiiiiiiiieeeee, 9 JANUMET.......cccceeviiiens 92
INFANRIX (DTAP) (PF)...111 INVEGA.....cccoooovieireeeeeees 53 JANUMET XR.....ccccvveeennne 92
INFLECTRA.......covvveee. 101 INVEGA HAFYERA........... 53 JANUVIA ..., 92
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JARDIANCE........cc.ccoeeieeene 92 KEVZARA........cccveiiens 124 LAMICTAL XR STARTER

Jasmiel (28) ...cccooeeeeeveniaann, 129 KINERET..........eevviiinn. 124 (BLUE)...ccccccoeeviiiiieee. 29
JATENZO.....cccoovvieeeiinann, 97 KINRIX (PF)..cccccvvveennn. 111  LAMICTAL XR STARTER
JAVYGLOr ... 97  kionex (with sorbitol) ............ 84 (GREEN).................. 29
JAYPIRCA ..o, 19 KISQALI....cccceeeviiieeee, 19 LAMICTAL XR STARTER
JENTADUETO.................... 92 KISQALI FEMARA CO- (ORANGE).....cccoviveeeine. 29
JENTADUETO XR............. 92 PACK....coooiiceiieeieieeeeeeeeen. 19  lamivudine................................ 4
Jinteli.......cccccoovvveveveviiiinnnnnn, 127 KITABISPAK......ccovvvvviiin 9 lamivudine-zidovudine.............. 4
JOENJA ..., 84 KLARON......ccccvviviiiiiiiiiiins 78  lamotrigine...........ccceeeeennn...... 29
JORNAY PM....ccccccooevn, 54 KLISYRI.....ooooovviiiiiiiiiin, 19 LAMPIT..........ccoo, 9
JOYEAUX ..., 129 KLONOPIN............... 28  LANOXIN.........cceeiiiiinin, 71
JUBLIA ..., 78 klor-con 10..............ouuuee...... 145  lansoprazole......................... 105
Juleber...........ccccoevvvennnni.... 129 klor-con 8.......ccccuevvvvvennnn.... 145 LANTUS SOLOSTAR U-
JULUCA. ... 3 klor-conmlO....................... 145 100 INSULIN.........cvvvveeeenn. 93
Junel 1.5/130 (21) ................... 129 klor-conmliS........................ 145 LANTUS U-100 INSULIN.. 93
Junel 1120 (21) .......c...uuunn..... 130 klor-conm20........................ 146  lapatinib................c.cceeeeennn... 19
junel fe 1.5/30 (28) ............... 130  klor-con oral packet 20......... 146  larin 1.5/30 (21) ......ccuuuu...... 130
junel fe 1120 (28) .................. 130 KLOXXADO......ccccocvvvrrnnnn. 45 larin 1120 (21) ...ooueeeeeeennnnnnnn, 130
Jjunelfe 24 .........ccccovuvvevennnnnn. 130 KONVOMERP...................... 105 larin fe 1.5/130 (28) ............... 130
JUXTAPID.....covvvvvvieieees 70 KORLYM.....coooovviieiieeeee, 97 larinfe 1120 (28) ...euueeeeenn..... 130
JYLAMVO......cccoovvvvieee. 19 KOSELUGO..........cccvvvveeee.... 19 LASIX. ..., 65
JYNARQUE.....cccovvvveeeen. 97  kourzeq.............ceeveeeeennnnnnn. 87  latanoprost................cceeuu.. 134
JYNNEOS (PF)....cccovveennnn. 111 KRAZATI...coceoeeiiieee, 19 LATUDA......ccoovviieeeee. 54
Kaitlib fe...........oouvevevevvvnnnnnn, 130 KRINTAFEL..........cceovvenn. 9 layolisfe.......cccoevvvevennnnn.... 130
KALETRA......cooiieeee 4 KRISTALOSE.................... 101 LEDIPASVIR-
KALYDECO...................... 140 kurvelo (28) ......coveeuvvveeannnne. 130 SOFOSBUVIR..........ccevuvrenn.. 4
KANJINTT.....coooiiiiieeee 19 KUVAN....coooiiieeeiieee 97  leflunomide................... 124
KAPSPARGO SPRINKLE..64 KYLEENA.........ccccceeennee 128  lenalidomide..................... 19, 20
kariva (28) .....coueeeevevvvvnnnnnnnn, 130 [ norgestle.estradiol-e.estrad. 130 LENVIMA............................ 20
KATERZIA ..., 64  labetalol..................ccceuuueennnn. 64 LESCOL XL.....cooovvvvreennee. 70
KAZANO......oovvvviviiiiiiiiinans 93  lacosamide............................. 28 1eSSiNA..ccceeeeeeeeaeaaiiiiiii 130
kelnor 1135 (28) ...ooeeveeannnnnn. 130 LACRISERT.................... 133 LETAIRIS..........cooii. 140
kelnor 1-50 (28) ....ccccueuenn. 130 lactulose.................couueeeeen.. 101 letrozole........ccccceeeeeeeeeeeannn.... 20
KENALOG.......ccccovvvvieeee. 82 LAMICTAL......ccoovvvvveeee. 28  leucovorin calcium.................. 15
KEPPRA .........oooiiiiii, 28 LAMICTALODT................ 28 LEUKERAN.........cccuuun 20
KEPPRA XR.......ccvvvvinnn 28 LAMICTAL STARTER LEUKINE.......cccccceeiiiin. 108
KERENDIA......cccoeeeeeeennn.. 64 (BLUE)KIT......coooeeieeeennnn. 29 leuprolide.....................o......... 20
KESIMPTA PEN................. 37 LAMICTAL STARTER LEUPROLIDE (3
ketoconazole....................... 1,78 (GREEN)KIT...........ovvvvnne. 29 MONTH)....cccovvviiiiiiiiiiiiii, 20
ketodan............c.ccc.ccoeveeennn. 78 LAMICTAL STARTER levalbuterol hcl..................... 140
ketoprofen..............ccccueeeunnn... 45 (ORANGE)KIT.........cc....... 29 LEVALBUTEROL
ketorolac.................ccccuuu..... 134 LAMICTAL XR.................... 29 TARTRATE........ccoon... 140
KEVEYIS...ccooiiiiiieiees 37 levetiracetam.......................... 29
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levobunolol............cccoeu...... 133 LIVTENCITY .o, 4 LUMAKRAS....ccoovviiii 20

levocarnitine.......................... 84 LO LOESTRINFE............. 130  LUMIGAN......ccovveeee. 134
levocarnitine (with sugar) ...... 84 LOCOID......ccceeiiiiiii. 82 LUMRYZ............... 54
levocetirizine........................ 136 LOCOID LIPOCREAM........ 82 LUPKYNIS.......coovriee. 20
levofloxacin.................... 13,132 LODINE......cccoovveiiiiieeens 45 LUPRON DEPOT................ 20
levofloxacin in dSw................. 13 LODOCO.....cccooeeieeeeeeeeannn. 71  LUPRON DEPOT (3

levonest (28) ....coceeveveeeennnne. 130 LODOSYN....coovvieiiiiieeeens 33 MONTH)...ccooovvieeiiieeee, 20
levonorgestrel-ethinyl estrad. 130 ~ LOESTRIN 1.5/30 (21)........ 130 LUPRON DEPOT (4
levonorg-eth estrad triphasic. 130  LOESTRIN 1/20 (21).......... 130 MONTH)..coooiieiiieieeeeeeeeen. 20
levora-28 ........ccccceeveeeevenannn. 130  LOESTRIN FE 1.5/30 (28- LUPRON DEPOT (6
levorphanol tartrate................ 42 DAY) i 130  MONTH).......cooeiieee. 20
LEVOTHYROXINE............ 99 LOESTRIN FE 1/20 (28- LUPRON DEPOT-PED....... 20
levothyroxine.............ccc.u....... 99 DAY) .o 130 LUPRON DEPOT-PED (3
[evOXPl...coveveiiiiiiiiiiiiiaen, 99 lofend...........ccceeeeuinnnnnnnnnn.... 45 MONTH)....coooovviiiiiiiiieeee, 20
LEXAPRO.......oeoiiiiiiene 54 LOKELMA......cccccceiniiinnn, 84  lurasidone...............ccceuueennnn. 54
LEXETTE.....ccccoviiiiiiane 82 LOMOTIL.....cooovvieeeeeen. 99 lutera (28) ..cccooeeieiiiiiiaann, 130
LEXIVA ..o 4 LONSURF......ccoooviiii. 20 LUZU. .o 79
LIALDA ... 101 loperamide............................. 99 LYBALVI.........cooo 55
LIBERVANT .......cccvvvieennne 29 LOPID....ccooiiiiiiiieeee, 70 leq..cccueeeeiiiiiiiiia 128
LICART ..o, 45  lopinavir-ritonavir .................... 4 Dllana..............ooovvvveeeeaannn. 128
lidocaine..............cccocuevevnunn... 75 LOPRESSOR.......cccoocvieeenn. 65 LYNPARZA.......cccoee. 20
lidocaine hel........................... 75 LOPROX......ccooviiiiiiieeenn. 79 LYRICA........ccooveeee 29
lidocaine viscous..................... 75  lorazepam..................cc......... 54 LYRICACR........coovvvvveeennn. 29
lidocaine-prilocaine................ 75  lorazepam intensol.................. 54 LYSODREN......ccceeiiiiennnnn. 20
lidocan iii.............cccccuuveenn... 75 LORBRENA.........cccccoeennne. 20 LYTGOBI.......c.ceeevveiiieens 21
LILETTA ..ccooeiiieeee 128 LOREEV XR......cccocvvveennnn. 54 LYUMIJEV KWIKPEN U-
linezolid.............cccoocuvvevunnnnnnnnn. 9 loryna (28)....cccovvvvevinnnn 130 100 INSULIN..................... 93
linezolid in dextrose 5%............ O losartan.................cccoovvvvnnnnnn. 65 LYUMIJEV KWIKPEN U-
LINZESS.................. 101 losartan-hydrochlorothiazide.. 65 200 INSULIN...........c.ccc.e... 93
liothyronine.............cccccueeenn.. 99 LOTEMAX....cooooeeviiiieeaanns 135 LYUMJEV TEMPO
LIPITOR......cccvvviiieiiieeens 70 LOTEMAX SM................ 135  PEN(U-100)INSULN............ 93
LIPOFEN.......ccccoviiiiiieenee 70  LOTENSIN.....coooviieeeee. 65 LYUMIEV U-100
LIQREV.......cccoiii 140  loteprednol etabonate............ 135 INSULIN....coooviiiiiieeeeeeees 93
lisdexamfetamine.................... 54 LOTREL........ccoooiviiiiie. 65 LYVISPAH...........ccvvnnnn. 40
LiSTROPTEL. ..o 65 LOTRONEX........cccocuveeeee. 101 Dpza.eeeeiiiiieieeee 128
lisinopril-hydrochlorothiazide. 65  lovastatin............................... 70 MACROBID...........ceeveeeee... 14
LITFULO....ccooviiiiieee. 84 LOVAZA. ..o 70  MACRODANTIN................ 14
lithium carbonate.................... 54 LOVENOX.......ocoovvvvereeennn. 68  magnesium sulfate................ 146
lithium citrate......................... 54 low-ogestrel (28) ...cccceeenn...... 130 MALARONE........................ 9
LITHOBID............ccceunnunne. 54  loxapine succinate.................. 54 MALARONE PEDIATRIC...9
LITHOSTAT.....cccovvvveeeenn. 84  lubiprostone.......................... 101 malathion.............................. 83
LIVALO. ..o, 70 LUCEMYRA......coocviii 45 maraviroc...........c.ccceeeeiiennnnnn. 4
LIVMARLI.........ccccoenieee. 101 LULICONAZOLE............... 79 MARINOL........ccveeieenn 101
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marlissa (28) ......ccevuveeeeennnen. 130  MEMANTINE..................... 38 METROGEL........................ 77
MARPLAN .......cooviiiee 55 MENACTRA (PF).............. 111 METROLOTION................. 77
MATULANE.........ooviies 21 MENEST....cooooiiiiiiieeees 128  metronidazole.............. 9,77, 128
Mmatzim la............ccoeeeeeeeeeennnn. 65 MENOSTAR.........ccuuee..... 128  metronidazole in nacl (iso-os)..9
MAVENCLAD (10 MENQUADEFI (PF)............ 111 metyrosine...........ccccvvveeenn... 65
TABLET PACK).................. 37 MENVEO A-C-Y-W-135- MeXIletine .............cccvuvveeeennn... 62
MAVENCLAD (4 TABLET DIP (PF) ..o 111 mibelas 24 fe.............ccc......... 130
PACK) ..ooiiiiiiiiiiiiiiiiiiiiiiiiiies 37 MEPRON.......cccovvivvriiiiiiiin, 9 micafungin..........ccceeeeeeeeeeennnnn. 1
MAVENCLAD (5 TABLET mercaptopurine....................... 21  MICARDIS HCT................. 65
PACK) ..ooiiiiiiiiiiiiiiiiiiiiiiiiiiies 38  meropenem...........ccccceeeeeeennnnn... 9 miconazole-3........................ 128
MAVENCLAD (6 TABLET TNCTZOC ...veeeeeeaaaaaeeeeea, 130  microgestin 1.5/30 (21)......... 130
PACK) ... 38 mesalamine........................... 102 microgestin 1/120 (21) ........... 130
MAVENCLAD (7 TABLET MESNEX ..o, 15 microgestin 24 fe.................. 130
PACK) ..o 38 MESTINON......................... 40  microgestin fe 1.5/30 (28).... 130
MAVENCLAD (8 TABLET MESTINON TIMESPAN.... 40  microgestin fe 1/120 (28) ....... 131
PACK) ..o 38 METADATECD.................. 55  midodrine............................... 84
MAVENCLAD (9 TABLET Metformin.........ccceeeuvvvvnnnnn.... 93 MIEBO (PF)........................ 133
PACK).ooviiiiiiiiiieiiieee. 38 METFORMIN...........cooe..... 93 mifepristone...............ccceeuuu.. 97
MAVYRET ......covvviiiiiiiiiinnnns 4  methadone.............ccccccc.......... 42 IMIGETGOL....uvveeeeeeeerreiiernnnnns 34
MAXALT ..coovviiiiieie, 34 methamphetamine.................. 55 miglitol..........ccccoeviiiiiiiiii, 93
MAXALT-MLT.................. 34 methazolamide...................... 134 miglustat........ccccceeeeeeeeeeannn..... 97
MAXIDEX.......ccoooiiiiineee. 135  methenamine hippurate........... 14 MIGRANAL........ccccvvnee. 34
MAXITROL..........cvvvvee 134 methimazole........................... 88  MUli.eeeeeeiiiiiieieeiiee 131
MAYZENT.....ccocoveiiiineens 38 METHITEST......cc.oceeennne.. 97  MimMvey.....cccovvveeeeciineeennn, 128
MAYZENT methotrexate sodium.............. 21  MINIVELLE...................... 128
STARTER(FOR 1MG methotrexate sodium (pf) ....... 21 minocycline.......................... 14
MAINT) ... 38  methoxsalen........................... 75 minoxidil..........ccccceeeeeeeeannn..... 65
MAYZENT methscopolamine.................... 99  mirabegron.......................... 144
STARTER(FOR 2MG methsuximide......................... 29 MIRENA . .......cccoiiiiiiiiiian, 128
MAINT)......cooo 38 METHYLIN........ccvvvriiiiinns 55 mirtazapine..............cccceeuunn. 55
meclizine..........ceeeeeeeeen..... 102 methylphenidate..................... 55 MIRVASO................ 77
meclofenamate....................... 45  methylphenidate hcl................ 55 misoprostol.................c.uuu.... 105
MEDROL........cccvvvvveeein. 88 METHYLPHENIDATE MITIGARE.........c..ccen. 117
MEDROL (PAK).....ccccece.... 88 HCL..ooiiiiiiiiiiiieeeee, 55 M-M-RII (PF)...cccccceennnnnn. 111
medroxyprogesterone........... 128  methylprednisolone................. 88  modafinil...............c.oouueei.... 55
mefenamic acid....................... 45  methyltestosterone.................. 97  moexipril........cccccoeeveieeeaaannn. 65
mefloquine...............ccceuvvvn.... 9  metoclopramide hcl............... 102 molindone...............cccc.uu....... 55
megestrol................................ 21 metolazone.............cccceeunn....... 65 mometasone.................... 82, 140
MEKINIST ....oovviiiiiiiiees 21 metoprolol succinate............... 65 montelukast.......................... 140
MEKTOVI....ccocoviiiiiiien, 21 metoprolol ta- MOrphine ............cccceevvvvvvennn.... 42
meloxicam..............cccouuuunn..... 45  hydrochlorothiaz.................... 65 morphine concentrate............. 42
meloxicam submicronized....... 45  metoprolol tartrate................. 65 MOTEGRITY ....ccovvveeeennn. 102
TNEMANTINC ... 38 METROCREAM.................. 77 MOTOFEN.....ccccoiiiiinnn. 99
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MOTPOLY XR............... 29,30 naproxen sodium.................... 46 NEXTSTELLIS.................. 131
MOUNIJARO.........cccvvvreee. 93 naproxen-esomeprazole.......... 46 NGENLA..........cccoooiiiiiinnn, 108
MOVANTIK......ccvvvvveeeeen. 102 naratriptan............................. 34 RIACIA...ceeeeeaaeeiiciieeeeeeeea, 70
MOVIPREP.........cccvveenn. 102 NARDIL........coeeviiiieee, 55 NIACOR......ccoooviiieiiieeee, 70
moxifloxacin................... 13,132 NATACYN....cccovvivvvviiiis 132 nicardipine............cccceeeennn...... 65
moxifloxacin- NATAZIA .....coovvviiiiinnn, 131 NICOTROL.......ccoeeenen. 86
sod.chloride(isa..................... 13 nateglinide.............................. 94 NICOTROLNS.................... 86
MS CONTIN.......ceevviireene 42 NATROBA.......cccoooviee 83 nifedipine..........cccoeuvveenennnn... 65
MULPLETA.......cccvveeee 68 NAYZILAM........ooovveeene 30 nikki (28) .oiieiiiiiiiiin 131
MULTAQ....cccoeeeeeeeiinn. 62  nebivolol...............cccceeeeeeeiiin. 65 NILANDRON...................... 21
PUPIFOCIN ..o 78 NEBUPENT........................ 10 nilutamide.............................. 21
mupirocin calcium.................. 78 necon 0.5/35 (28) ccccuvuvvenn.... 131  nimodipine.............................. 65
MVASIL......cooiie, 21 nmefazodome............................. 55 NINLARO......ccooovrrrveeen. 21
MYALEPT......cccovvvviveenee. 97  neomycCin...........cceeevuvvvvnnnn.... 10 nmisoldipine...............ccceuuee... 65
MYAMBUTOL...................... 9 neomycin-bacitracin-poly-hc. 135  nitazoxanide........................... 10
MYCAMINE.................. 1 neomycin-bacitracin- RILISINONE ... 84
MYCAPSSA ... 21 polymyXin............ccceeeuunn.. 132 nitro-bid...........cccccccuuvvvnenn..... 72
MYCOBUTIN.........cvvvveeeen. 9  neomycin-polymyxin b- NITRO-DUR...........cccennn. 72
mycophenolate mofetil............ 21 dexameth..................ccccenn..... 135  nitrofurantoin......................... 14
mycophenolate sodium............ 21 neomycin-polymyxin- NITROFURANTOIN.......... 14
MYDAYIS.....cooiieee. 55 gramicidin...................c........ 132 nitrofurantoin macrocrystal.... 14
MYFEMBREE.................. 128  neomycin-polymyxin-hc.. 87, 135  nitrofurantoin monohyd/m-
MYFORTIC.......ccceinnn. 21 neo-polycin..............cccuuu...... 132 CrYStoce, 14
MYHIBBIN..........oovvvviiinns 21 nmeo-polycinhc....................... 135 nitroglycerin................... 72,102
MYRBETRIQ..................... 144 NEORAL.......ocovviieeeee. 21  NITROLINGUAL............... 72
MYSOLINE.........cooviiieens 30 NEO-SYNALAR.................. 78 NITROSTAT......ccceveeee. 72
MYTESI....ccooviiiiieeee 99 NERLYNX....ooooooevivvireene, 21 NITYR.coooiiieiiieeeeieee 84
nabumetone.............cccccceennn.. 45 NESINA.............. 94 NIVESTYM........................ 108
nadolol................................... 05 HOUAC....cccceeeeeeiaeaaaaaaaeaaaaaea 77  nizatidine.............................. 106
NACIlliN ..o, 12 NEULASTA........ccccvvvieen. 108  nora-be...............c.cccoooe... 128
RAFLIINE ...cooiieeeeiaeeee 79 NEULASTA ONPRO......... 108  NORDITROPIN

NAFTIN ..o, 79 NEUPOGEN........ccceeeeenn. 108  FLEXPRO......ccccceevevnnenn.. 109
NALFON.......ccoeiiii 45 NEUPRO..........ceeeiinnnnn 33 norelgestromin-ethin.estradiol
NALOCET......ccooviieeee. 42 NEURONTIN.......cccvveeennn. 30 128
naloxone............cccoouuveenaeannn.. 45 NEVANAC......cccccccciiii. 134 noreth-ethinyl estradiol-iron..131
naltrexone.............cccceuveenn.... 45 nevirapine............ccoeuveennannn... 4  norethindrone (contraceptive)
NAMENDA TITRATION NEXAVAR.....cccovviiieene 21 128
PAK oo 38 NEXICLON XR.......cccecee.. 65 norethindrone acetate........... 128
NAMENDA XR................... 38 NEXIUM....ooooooviiiiiieene, 106  norethindrone ac-eth estradiol
NAMZARIC......ccccevvve. 38 NEXIUM PACKET........... 106 e 128, 131
NAPRELANCR.................. 46 NEXLETOL.......ccooevveennn. 70  norethindrone-e.estradiol-iron
NAPROSYN....ccocoiiiiiiinens 46 NEXLIZET.....ccccccoevviiiineans TO 131
HAPTOXEON c.cocoeeeeaaaiiiieeeeeee 46 NEXPLANON.......ccccceeenne 128
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norgestimate-ethinyl estradiol NUTRILIPID..................... 147  OMNIPOD 5 G6 INTRO

............................................. 131 NUTROPIN AQ NUSPIN. 109 KIT (GEN 9).......ccccuveeee 115
NORITATE......cccooeev. 77 NUVARING.........ccuvveens 128  OMNIPOD 5 G6 PODS
NORLIQVA......ccooeieeee 65 NUVIGIL.......ooovvvvreeee. 56 (GENYS) oo, 115
NORPRAMIN.........cccuveeee. 55 NUZYRA.....ooiiiein. 14 OMNIPOD 5 G6-G7
NORTHERA..........ccouvne.. 84 nYamyc.....ccoocvieeiiiiiiiaann 79 INTRO KT(GENY)............. 115
nortrel 0.5/35 (28) ...c.uu...... 131 nylia 1135 (28) ccceveeeeeeann. 131  OMNIPOD 5 G6-G7 PODS
nortrel 1135 (21) .................. 131 nylia 71717 (28) cooeeeeeeeeennnnnns 131 (GENDYS) oo, 115
nortrel 1135 (28) ..ccccuveeeeennn. 131  NYMALIZE.........cceeuuuee... 65 OMNIPOD DASH INTRO
nortrel 71717 (28) ................. 131 nYmyo...ccceeeeeeeeeeeenn. 131 KIT(GEN4).................... 115
nOFtriptyline................c.cooeu.. 55 mystatin........................ 2,79 OMNIPOD DASH PODS
NORVASC.......coovvveeeee 65 nystatin-triamcinolone............ 79 (GEN4)..ooiiiiiieee. 115
NORVIR.......ccviiiiiiiiee, 4 IPSLOP .coviieiieeeiiie e 79  OMNIPOD GO PODS........ 115
NOURIANZ.....cccocvivieeane 33 NYVEPRIA........ccooie. 109 OMNIPOD GO PODS 10
NOVO PEN NEEDLE........ 114 OCALIVA.......cccooiiee, 102 UNITS/DAY ..oovvveiiiiiieeans 115
NOVOLIN 70/30 U-100 ocella.........ccccocvveievicninaannn. 131  OMNIPOD GO PODS 15
INSULIN . ....oooiiiiieiiiieeene 94 OCTAGAM.....cccovvvvveenn 111 UNITS/DAY ..oovviiiiiiiieeans 115
NOVOLIN 70-30 octreotide acetate................... 22 OMNIPOD GO PODS 20
FLEXPEN U-100.................. 94 OCUFLOX.....ccccovviiinaannns 132 UNITS/DAY ..oovvviiiiiiieeans 115
NOVOLIN N FLEXPEN.....94 ODACTRA.........cccvvvveeeen. 111 OMNIPOD GO PODS 25
NOVOLIN N NPH U-100 ODEFSEY ..ccooviiiiiiiiiiiieees 4 UNITS/DAY ...ccovvveiienn. 115
INSULIN....ooeeiiiiee, 94 ODOMZO.....ccccvvvvvvviieeeeaann. 22 OMNIPOD GO PODS 30
NOVOLIN R FLEXPEN.....94 OFEV....c.ccccooviiiiiiiiiieeee. 140  UNITS/DAY ..covvveeiiiieeenn. 115
NOVOLIN R REGULAR ofloxacin................... 13,87,132  OMNIPOD GO PODS 40
U100 INSULIN..................... 94  OGSIVEO......cccoovvveeeiiieens 22 UNITS/DAY ...ccooivvveeenne 115
NOVOLOG FLEXPEN U- OJEMDA. ..., 22 OMNITROPE..................... 109
100 INSULIN.......ccvvrreennee. 94 OJIAARA......ccoivieee, 22 OMVOH.........covvvvreenn 102
NOVOLOG MIX 70-30 U- olanzapine..................ccccoeuunn. 56 OMVOHPEN.......cccoovnn. 102
100 INSULN...ccoooiiiieinn. 94 olanzapine-fluoxetine.............. 56 ondansetron......................... 102
NOVOLOG MIX 70- olmesartan............................ 65 ondansetron hel..................... 102
30FLEXPEN U-100.............. 94 olmesartan-amlodipin- ONEXTON.........oeeeeiiii 77
NOVOLOG PENFILL U- hethiazid.............occcueeveeennnn... 65 ONFI..oooiiiiiiiiiiiee. 30
100 INSULIN......coeeeiiieenns 94 olmesartan- ONGENTYS. ... 33
NOVOLOG U-100 hydrochlorothiazide................ 65 ONTRUZANT...........cc..... 22
INSULIN ASPART.............. 94  olopatadine............................. 87 ONUREG..........cceeeiiinnnnn 22
NOXAFIL.....cccceevviiiiaanne 1,2 OLPRUVA......cccooiiie 84 ONZETRA XSAIL............... 35
NUBEQA ..., 22 OLUMIANT......cccovvvreenee 124 OPSUMIT.......ccceoviiiiieas 140
NUCALA.....cccoeiiiieee 140 OMECLAMOX-PAK......... 106 OPSYNVI....coooooiiiiiiiieens 140
NUCYNTA......ccooeeeee. 46  omega-3 acid ethyl esters........ 70  OPVEE......ccooviiiiiiiiiieii, 46
NUCYNTAER................... 46  omeprazole........................... 106 OPZELURA.............eeeenn. 75
NUEDEXTA....cccceeeeieeee 38 omeprazole-sodium ORACEA......ccccoeieieee, 14
NUPLAZID.....ccooovvvviennee 56  bicarbonate......................... 106 ORAPRED ODT.................. 88
NURTEC ODT......cccocuueeeee. 35 OMNARIS.......ccccoiis 140 ORENCIA........ceevveeees 125
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ORENCIA CLICKIJECT.... 124  paliperidone............................ 56 PEPCID.......ocvvvvieeenn.. 106
ORENITRAM................ 65,66 PALYNZIQ....coooeevvvirieeenns 97 PERCOCET.......c.ceovivieenne 43
ORENITRAM MONTH 1 PAMELOR...........cooevviees 56 PERFOROMIST................ 141
TITRATION KT................. 65 PANCREAZE..................... 102 perindopril erbumine............... 66
ORENITRAM MONTH 2 PANDEL.......ccooiiieeee. 82  periogard................ceeuuunann. 87
TITRATION KT.................. 65 PANRETIN......ccccceeevennenn. 75 permethrin............cccccceeuvenenn. 83
ORENITRAM MONTH 3 pantoprazole......................... 106  perphenazine.......................... 56
TITRATION KT.................. 65 PANZYGA......coovvee. 111 PERSERIS.........ooiir 56
ORFADIN.....cccooiiiiieieeeenn. 84  paricalcitol............................ 97 PERTZYE.....ccooooveiiiennnnn. 103
ORGOVYX..oooveeviiiieeeen, 22 PARLODEL.....c..covvvvrrennn. 33 PHEBURANE.........ccc....... 85
ORIAHNN.........ccoeie 129 PARNATE.....coccooeeiiiiinn, 56 phenelzine...............ccouuuee..... 56
ORILISSA ..., 97  paroxetine hcl........................ 56  phenobarbital......................... 30
ORKAMBI.................. 140, 141  paroxetine phenoxybenzamine................. 66
ORLADEYO.........cceeennn. 141 mesylate(menap.sym,............ 56 PHENYTEK.........ccocovvveeenn. 30
OrMalvi.........ccccovvveviiiiiaaaaann, 38. PAXIL..ooooiiiiiiieeeeee, 56  phenytoin............cccceecuunnnne.... 30
ORSERDU.........cccoeiviir 22 PAXILCR....ccoovvvviiieeeee, 56  phenytoin sodium extended..... 30
0Seltamivir ..........ccccceeeveeueeeeann. 4 PAXLOVID.....ccooooevviiiiiaae 4 PHEXXI....cooooooviiiiiiieen 129
OSENI.....ccoiiiiiiiiiiieees 94 pazopanib...............ccccocc..... 22 PHOSPHOLINE IODIDE..133
OSMOLEX ER.........c.cccc.... 33 PEDIARIX (PF)................. 111 PIFELTRO.....cccooceiiiiiieenn 4
OSPHENA.......ccceeiiiii, 129 PEDVAX HIB (PF)............. 111 pilocarpine hel................. 85,133
OTEZLA....ccovveeeieeeeee, 125  peg 3350-electrolytes............ 102 pimecrolimus.......................... 75
OTEZLA STARTER........... 125 peg3350-sod sul-nacl-kcl-asb- pimozide...............cccceeeunnnnnn.. 56
OTREXUP (PF).................. 125 Correeeeeeeeeeee e, 103 pimtrea (28) ..ccueveeeeenennann 131
OVIDE.....c.cooiiiieeeiiieee, 83 PEGASYS...cooiiiiiiee 109  pindolol..................coeeeenen..... 66
OXACHIIN ..., 12 peg-electrolyte...................... 103 pioglitazone..............cccccen...... 94
oxacillin in dextrose(iso-osm) 12 PEMAZYRE......................... 22 pioglitazone-glimepiride........... 94
OXAPTOZIN ..o, 46 PEN NEEDLE, DIABETIC115 pioglitazone-metformin........... 94
OXBRYTA...coooieieeeieeeeeeenn. 85 PEN NEEDLES (NON- piperacillin-tazobactam.......... 12
oxcarbazepine........................ 30 PREFERRED BRANDS).. 115 PIQRAY ...ccocovveiiiiiiiiieeeenn. 22
OXERVATE......cccovvvvvrnnns 133 PENBRAYA (PF).............. 111 pirfenidone........................... 141
0Xiconazole...........ccccceeeeeannn.. 79 penciclovir.........cccccceeeeeeeennnn.. 79  PIRFENIDONE................ 141
OXISTAT........ooeii 79  penicillamine........................ 125 piroxicam.................cccccuvvunne. 46
OXTELLAR XR................... 30 PENICILLIN G POT IN pitavastatin calcium................ 70
oxybutynin chloride.............. 144 DEXTROSE..........cc.ouuun. 12 PLAQUENIL..........cuvveee. 10
oxycodone........................ 42,43  penicillin g potassium.............. 12 PLASMA-LYTE 148........... 147
OXYCODONE..........cc.uo... 43 penicillin g sodium.................. 12 PLASMA-LYTEA........... 147
oxycodone-acetaminophen......43  penicillin v potassium.............. 12 PLAVIX ..o 68
OXYCONTIN......ccvvvreennn 43  PENNSAID.....ccccooviiiieannne 46 PLEGRIDY......cccovvrennnne. 109
oxXymorphone................cc........ 43 PENTACEL (PF)................ 111 PLENAMINE..................... 147
OXYTROL.....cccvvvveeee. 145 PENTAM.....coocoeviiiiiiiieee, 10 PLENVU......ccoooiiiiiiiinns 103
OZEMPIC.........cccvvivviee. 94 pentamidine............................ 10 PLIAGLIS......ccccoeiiiee, 75
OZOBAXDS...ccvvvvvvieeeeees 40 PENTASA. ..o, 103 podofilox.........cccuvvevveiieaaannn. 75
PACETONE ...vvvvveaaaaaaeaeaeeea, 62  pentoxifylline......................... 68  polyCin......cccccevviiiiiiiiiaaaan, 132
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polymyxin b sulfate................ 10 PREMPHASE..................... 128 PROMETRIUM................. 128
polymyxin b sulf- PREMPRO......cccceeeiii. 128  propafenone............................ 62
trimethoprim........................ 132 prenatal vitamin oral tablet...147  propranolol............................. 66
POMALYST ..., 22 PRETOMANID................... 10 propylthiouracil...................... 88
PONVORY ....ccoovviiiiiieees 38 PREVACID........ccoeeeenne.. 106 PROQUAD (PF)................. 111
PONVORY 14-DAY PREVACID SOLUTAB..... 106 PROSCAR........c..ccevunnnn... 145
STARTER PACK................. 38 prevalite.............cccceueevveannn.. 70  PROSOL 20 %..cccouvvvreannnne. 147
POTLIA2E oo, 131  PREVYMIS......ccoooiiiiiees 4 PROTONIX........coovvveeennne. 107
posaconazole....................c...... 2 PREZCOBIX.....ccooovveeeeeaannnn. 4  protriptyline.........cccceeeeunnnnn.. 56
potassium chlorid-d5- PREZISTA ..., 4 PROVERA....................... 128
0.45%nacl.........ooeveeean 146 PRIFTIN.......ccoiiiiiieeen. 10 PROVIGIL...........coviriirns 56
potassium chloride................ 146 PRILOSEC...........ccouvvnnn. 106 PROZAC.........ccovvvvee. 56, 57
potassium chloride in PRIMAQUINE................... 10 prudoxin.........cccccevveeeennnc.... 75
0.9%nacCl..........ooeeveeaaa 146 PRIMAXINIV.....cccccoeeennnne 10 PULMICORT.........ccuueee.. 141
potassium chloride in 5 % dex146  PRIMIDONE....................... 31 PULMICORT

potassium chloride in lr-d5.... 146 primidone...................cc.......... 31 FLEXHALER..................... 141
potassium chloride in water...146 ~ PRIORIX (PF)................... 111 PULMOZYME................... 141
potassium chloride-0.45 %% PRISTIQ......ccoooiiiiiiereeeee, 56 PURIXAN......ccccoiiiiiiinn 22
RACL...cooiiiiiiiiiiiii 146 PRIVIGEN...........ecineen. 111 PYLERA.......cccooiiiiiiees 107
potassium chloride-d5- PROAIR DIGIHALER...... 141  pyrazinamide.......................... 10
0.2%nacl..........cccceeevvennnn.... 146 PROAIR RESPICLICK..... 141  pyridostigmine bromide.......... 40
potassium chloride-d5- probenecid............................ 117  PYRIDOSTIGMINE
0.9%nacl............cccccuveuenn.... 146  probenecid-colchicine............ 117 BROMIDE..........ccccvvviiiin. 40
potassium citrate.................. 145 PROCARDIA XL................. 66 pyrimethamine........................ 10
PRADAXA................. 68  Procentra.............cccccecuuunnnnn. 56 PYRUKYND..................... 85
PRALUENT PEN................ 70  prochlorperazine................... 103 QBRELIS......cccnn. 66
pramipexole................ccc...... 33 prochlorperazine maleate...... 103 QDOLO.........ccoeeiii 46
prasugrel..............ccccevvvvvvnnnn. 68 PROCRIT.......ccovvvvrvriiinns 109 QELBREE............................ 57
pravastatin..................c.......... 70 PROCTOFOAM HC.......... 103 QINLOCK.........eeeeeiiii. 23
praziquantel.............ccccceeunn.... 10 procto-med he....................... 103 QNASL ..o, 141
PYAZOSIN ..o, 66  proctosol hc............cccun........ 103 QTERN...ccovviiiiiie, 94
PRED FORTE................... 135  proctozone-hce....................... 103 QUADRACEL (PF)........... 111
PRED MILD...........ccuu..... 135 PROCYSBI.....cccovviiiieen. 145 QUALAQUIN.......ccceevenn 10
prednisolone........................... 88  progesterone micronized....... 128 QUDEXY XR......ocoovvvrnnee. 31
prednisolone acetate............. 135 PROGLYCEM..................... 94 QUESTRAN.........oeee 70
prednisolone sodium PROGRAF.....ccccceeviiinnns 22 QUESTRAN LIGHT........... 70
phosphate........................ 88,135 PROLASTIN-C.................... 85  quetiapine.......................c...... 57
prednisone..............cccovveenn..... 88 PROLATE........cccoovvvveeeee. 43 QUETIAPINE.................... 57
prednisone intensol................. 88 prolate..........ccccecvuvveennnnni... 43 QUILLICHEWER............... 57
pregabalin......................... 30,31 PROLENSA.........cccccvvvvinnn 134 QUILLIVANT XR............... 57
PREHEVBRIO (PF)........... 111 PROLIA.........coeeii 118  quinapril.............cccccuvvvvvenn.... 66
PREMARIN.........cccvvnnee. 128 PROMACTA.........ccc 69 quinidine gluconate................. 62
premasol 10 %...................... 147  promethazine........................ 136  quinidine sulfate..................... 62
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quinine sulfate........................ 10 repaglinide........................ 94,95 rizatriptan.............................. 35

QULIPTA.....ccoiieeeee, 35 REPATHA.......cccoeeiie. 70 ROBINUL.......ccccuvvvreennnne 100
QUVIVIQ...coiiieeiiieeeeee 57 REPATHA ROBINUL FORTE............ 100
QVAR REDIHALER......... 142 PUSHTRONEX........ccc........ 70 ROCALTROL........ccuveenn. 97
RABAVERT (PF)............... 111  REPATHA SURECLICK....70  ROCKLATAN........c........ 134
rabeprazole........................... 107 RESTASIS.....ccooeiiinn. 133 roflumilast............................ 142
RADICAVA ORS................ 38 RESTASIS MULTIDOSE.. 133 ropinirole..............ccuuveeenn.... 33
RADICAVA ORS RETACRIT .......oovvvvviiiiiinnes 110 rosuvastatin............................ 71
STARTER KIT SUSP.......... 39 RETEVMO......cccccevviiinnns 23  ROTARIX........cnn.e. 111,112
RAGWITEK.............ouee.. 111 RETIN-A...ccccooiiiiiin 77 ROTATEQ VACCINE....... 112
raloxifene...........ccccoeeeeennnnnn. 118 RETIN-A MICRO............... 77 ROWASA. ..., 103
FAMElteon .........ccueeveeeeeeeeeann, 57 RETROVIR.......cccccceeviiinnn, S5 FOWeePrd...........cceeeeeennnn 31
FAMIPTEL..ooevviiiiiieeeaeiieee 66 REVATIO..........coooennnnn 142 ROXICODONE.................... 43
ranolazine..............cccccooeeun.. 71 REVCOVI................o 85 ROXYBOND......ccccvvvrrrrnnnns 44
RAPAFLO.......cccvvvvienn. 145 REVLIMID..........ccovvveee.. 23 ROZEREM......ccccceevviinennn. 58
RAPAMUNE........c.....cu. 23 REXULTI...ccoooovviviiiiieeeann, 57 ROZLYTREK..........cc......... 23
rasagiline.........cccceeeeeeeeeeeeeennn. 33 REYATAZ....ooveviieiceeaannn. 5 RUBRACA........ieiiinn, 23
RASUVO (PF)..cccoooiieeen. 125 REYVOW.....oocooiviiiiiiin 35 RUCONEST....ccccccevvninnnnn. 142
RAVICTI......ccoovviieiieeeees 85 REZDIFFRA........cccuvveeee. 85  rufinamide.............................. 31
RAYALDEE...........ccvvien. 97 REZLIDHIA............ccc.. 23 RUKOBIA.......cccooiiiiiie 5
RAYOS ..o, 88 REZUROCK.......c.ccceevnnne. 23  RUXIENCE......ccocovviiinnnnn. 23
REBIF (WITH ALBUMIN) REZVOGLAR KWIKPEN..95 RYALTRIS.........ccocoeeen. 142
............................................. 109 RHOPRESSA..................... 134 RYBELSUS......................... 95
REBIF REBIDOSE............ 109 RIABNI.....ccooiiiiiiieeeee, 23 RYDAPT....cooeiiieeiiee 23
REBIF TITRATION PACK FIDAVIFIR oo, 5 RYTARY ..o, 33
............................................. 110 RIDAURA..........................125  RYTHMOL SR..................... 62
reclipsen (28) .......oueeveevvvnnnn. 131 rifabutin................................. 10 SABRIL......ccvvvin. 31
RECOMBIVAX HB (PF)... 111 rifampin..........ccceeveeeeunnnee.... 10 SAFYRAL.....ocoovviieeen. 131
RECORLEV......ccooeeeeeeeel. O7  riluzole..........cccccueeveennnnnnnnnn. 85  SAJAZIT ..ovvveeeeenn 142
RECTIV ..o, 103 rimantadine.............................. 5 SALAGEN

REGLAN......ccocoieiiiiiees 103 RINVOQ.....ccocviiiiiiiieens 125 (PILOCARPINE)................. 85
REGRANEX .......coeeiiinnnnn. 75 risedronate...................... 85,118 SAMSCA.......coeeiiiiieinnn. 97
RELAFENDS......cc..cooo. 46 RISPERDAL...........cc....... 58 SANCUSO......ccoovvvviraennn. 103
RELENZA DISKHALER.....4 RISPERDAL CONSTA..57,58 SANDIMMUNE................. 23
RELEUKO...........ccuuuun 110 risperidone............................. 58 SANDOSTATIN.................. 23
RELEXXII........cooeeiiiiiineen. 57  risperidone microspheres......... 58 SANTYL..oooovviiiiiiiiiieeee, 75
RELISTOR........ccvvvvvvee. 103 RITALIN....ccooviiiiieeeieee, 58 SAPHRIS........oooiiii. 58
RELPAX ..., 35 RITALINLA......cccccceeinnnnn. 58  sapropterin...............ccceeunn.... 98
RELTONE.......cccccceeviiin. 103 Fitonavir.........cccceeevvvveeennnnn.... 5 SAVAYSA......coiiiii, 69
REMERON......ccooeeieeeeenn. 57  rivastigmine................ccccceeun. 39 SAVELLA........cooovvviiiiiinnn, 125
REMERON SOLTAB.......... 57  rivastigmine tartrate............... 39 saxagliptin.............cccceunnnee... 95
REMICADE.........cccueeee.... 103 rivelSa.....coeeeeeeeeeeeciiianenn. 131  saxagliptin-metformin............ 95
RENFLEXIS.........ccovvve. 103 RIVFLOZA...........ceue. 145 SCEMBLIX......ccccvvvieinnn 23
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scopolamine base.................. 103 SKYLA ..., 129  spironolacton-
SECUADO......cccovvvveeennen. 58 SKYRIZI............... 73,103,104  hydrochlorothiaz.................... 66
SEGLENTIS........ccoviiviiees 44 SKYTROFA........ccccecen. 110 SPORANOX.....cccoeeevviiiiranns 2
SEGLUROMET................... 95 SOAANZ...veeiiieeee 66  sprintec (28) ..cccovviieeienann.. 131
selegiline hel...............uvvvunnnn. 33 sodium chloride...................... 85 SPRITAM....ccooovvieiiieeeeaennn. 31
selenium sulfide...................... 73 sodium chloride 0.45 % ......... 146 SPRIX.....ccooiiiiiiiiiiiii, 46
SELZENTRY ......ccccooiiii 5 sodium chloride 0.9 %............. 85 SPRYCEL...ccoooooviiiiiiieennn. 24
SEMGLEE(INSULIN sodium chloride 3 % sps (with sorbitol) .................. 86
GLARGINE-YFGN)........... 95  hypertonic.......ccccceeeeeeennn..... 146 SFONYX..coooeeeeiiiiiiiiiiiiiiiiiiinans 131
SEMGLEE(INSULIN sodium chloride 5 % SSA e 75
GLARG-YFGN)PEN........... 95 hypertonic.............ccccueen.... 146 STALEVO 100.........cccuuu...... 33
SENSIPAR ..o, 98 SODIUM OXYBATE STALEVO 125....cccoevevie. 33
SEREVENT DISKUS......... 142 (PREFERRED NDCS STALEVO 150.......cccevunnnenn. 33
SEROQUEL........cccvvvrennnnn 58 STARTING WITH 00054)... 59 STALEVO 200.......ccccceeee..... 33
SEROQUEL XR............. 58,59  sodium phenylbutyrate............ 85 STALEVO 50.....ccccceeeeennnnn. 33
SEROSTIM.........cccvvvrrrnen. 110 sodium polystyrene sulfonate..85 STALEVO 75....cccccceeeennnn. 33
SERTRALINE..................... 59 sodium,potassium,mag STEGLATRO....................... 95
sertraline...............ccceeeeuuvnnen.. 59 sulfates..........cccooeeeennnnnn 104 STEGLUJAN.........ccuvvveeeen. 95
Setlakin..........ccocvevvviiniiannnn. 131  SOFOSBUVIR- STELARA ......cooiiiiiee 73
SEYSARA ... 14 VELPATASVIR.........c...cc.... 5 STIMUFEND..................... 110
sharobel..............ccccceeeevune. 128 SOGROYA.....ccooiieieene 110 STIOLTO RESPIMAT....... 142
SHINGRIX (PF)................. 112 SOHONOS........ceeeie 85 STIVARGA........ccccoevi. 24
SIGNIFOR .......cccooviiieees 23 solifenacin.................cc......... 145 STRATTERA.........ccoennn. 59
SIKLOS ....ooiiiiiiieeeeiieeees 23 SOLIQUA 100/33.................. 95 STRENSIQ...cccooviiiiiieennne. 98
sildenafil (pulmonary arterial SOLOSEC.........oooiiii 10 STREPTOMYCIN............... 10
hypertension) ....................... 142 SOLTAMOX........................ 23  STRIBILD........cccccccl. 5
SILENOR......ccccovveiiiieee, 59 SOMATULINE DEPOT...... 23 STRIVERDI RESPIMAT.. 142
SILIQ....ciieeeiiieeeeeenn 73  SOMAVERT.......cccvvvrenn. 98 STROMECTOL.................... 10
Silodosin..............ccovveeeenann. 145 SOOLANTRA.......cccevueee. 77 SUBLOCADE....................... 44
SILVADENE.........cccvierenn. 75 sorafenib.............ccooeeeeeeunnn... 24 SUBOXONE..........coovviinnnn. 46
silver sulfadiazine............ 75 SORILUX.........cccoeeiiiil. T3 subvenite............cccoovvuuuvuunnnnnns 31
SIMBRINZA.......cccoeennnnn. 134 sotalol...............ccovveeeveeeienn. 62  subvenite starter (blue) kit ..... 31
SIMLANDI(CF) sotalolaf ..........ccccoovvvveniiiiinn. 62  subvenite starter (green) kit... 31
AUTOINJECTOR............... 125 SOTYKTU.....oovvvvvvveviiiinnnn, 73 subvenite starter (orange) kit.31
SIMPONI........ccoviiiiennne 125 SOTYLIZE......ccooovvvieaanne. 62 SUCRAID......cccoviiirrrannne. 104
SIMVASTALIN ... 71 SOVALDI.....cccovvvvviiiieeeeen, S sucralfate..............c..uuuu.... 107
SINEMET ..o 33 SPEVIGO.....cccooiiiiiiiieeens 73  SUFLAVE.......ccccccevii. 104
SINGULAIR.............uo...... 142 spinosad...................cceeeeeenn. 83 SULAR.....ccccciiiiii 66
STPOLIMUS .o 23 SPIRIVA RESPIMAT........ 142 sulfacetamide sodium............ 133
SIRTURO.........oovvvvvvvvriiiinnns 10 SPIRIVA WITH sulfacetamide sodium (acne)..78
SITAGLIPTIN...........cooee. 95 HANDIHALER................. 142 sulfacetamide-prednisolone... 133
SIVEXTRO........ccoevvere 10 spironolactone........................ 66 sulfadiazine............................ 13
SKYCLARYS.....coooiiiiie 39
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sulfamethoxazole- TAGRISSO......ccovviiiiiiinne 24 telmisartan-

trimethoprim............c.c..o....... 13 TAKHZYRO........ceeeeee..... 142 hydrochlorothiazid.................. 66
SULFAMYLON................... 78 TALICIA....cccooeeivieee, 107 TENIVAC (PF)................... 112
sulfasalazine......................... 104 TALTZ AUTOINJECTOR..73 tenofovir disoproxil fumarate....5
sulindac..............cccocuveeeeennnn... 46 TALTZSYRINGE............... 73  TENORETIC 100................. 66
SUMALTIPEAN .....ovvvvvvveenenenns 35 TALZENNA.................... 24  TENORETIC 50................... 66
sumatriptan succinate............. 35 TAMIFLU......cccccvvvvviiiiiiinnnns 5 TENORMIN......................... 66
sumatriptan-naproxen............ 35 tamoxifen.........ccccceeeeeeeeennnn.. 24  TEPMETKO.......ccccovvvvvrrnnnn 24
sunitinib malate...................... 24 tamsuloSin...............ccccvvvvnn. 145  terazoSin........cccceeeeeeeeeeeeeannn... 66
SUNLENCA.....ccoooeiiieieieeennnn. 5 TAPERDEX........cccccovvnnnnn. 88  terbinafine hcl.......................... 2
SUNOSI ..o, 59 TARGADOX.....cccooovvvrrernnnnns 14 terbutaline............................ 142
SUPREP BOWEL PREP TARGRETIN........cccoennnnnnn. 24 terconazole...............cc.c....... 129
KIT i, 104 tarina24 fe.......cccceuuunnne.... 131  teriflunomide.......................... 39
SUTAB.....ccoeiiiiieie 104 tarina fe 1-20 eq (28) ........... 131 TERIPARATIDE............... 118
SUTENT ...ooooiiiiiiiiiiieeee 24 TARPEYO.....ccooooviiiiiinn, 88 TESTIM....ccocevvviiiiieeain. 98
SPEAQ .o 131 TASCENSO ODT................. 39  testosterome..............ccuun..... 98
SYMBICORT..................... 142 TASIGNA.....ccccoiieiee 24 testosterone cypionate............ 98
SYMBYAX ..o, 59  tasimelteon..............cccc.oou..... 59 testosterone enanthate............ 98
SYMDEKO........ccccceeevnnnne 142 TASMAR......cccceviiii 33 TETANUS,DIPHTHERIA

SYMEFI........oooviiii, 5 tavaborole.............................. 79 TOX PED(PF)........ccc....... 112
SYMFILO....coooviiiiiiin. 5 TAVALISSE......ccocccevnninnn. 69 tetrabenazine.......................... 39
SYMLINPEN 120................. 95 TAVNEOS.....cooovinnn. 86  tetracycline..........ccccceeennnn..... 14
SYMLINPEN 60................... 95  tazarotene..............c.oceen..... 77 TEXACORT.....ccoovveeenne. 82
SYMPAZAN.....ccccovvveeennn. 31 TAZAROTENE................... 77 TEZSPIRE.......ccccoevenn. 143
SYMPROIC.............c......... 104 tazicef.....ccoooeeeeecciieeeeiiiieeeen 7 THALITONE.........ccveeee.. 66
SYMTUZA ..o 5 TAZORAC........viveeen. 77 THALOMID.......c..eceevuene.. 24
SYNALAR......cccovviieee. 82 TAZVERIK.......cccovvvveenn. 24 THEO-24.....cccceevvrrveeannnn. 143
SYNAREL.......ovinnnn. 98 TDVAX......oocooiiii 112 theophylline.......................... 143
SYNJARDY ....ovveveiiiieens 95 TECFIDERA.........ccvveen. 39 THIOLA. ... 86
SYNJARDY XR.....c.cccnn..e. 95 TECHLITE INSULIN THIOLA EC......cccovvee. 86
SYNTHROID........ccccuun....... 99 SYRINGE.......cccoovviiiiininns 115  thioridazine............................ 59
SYPRINE.......ccoviiieee. 86 TECHLITE INSULN thiothixene............ccccoceun... 59
TABLOID.........ccvvvvveeeeeen. 24  SYR(HALF UNIT)..... 115,116 THYQUIDITY ......cvvvvveeee.... 99
TABRECTA ..........oooee. 24 TECHLITE PEN NEEDLE116  tiadylt er..........cccuvvveeennne... 66
TACLONEX......ccooovvveeeeennn. 73 TEFLARO......cccoovvvvveeiieean, 7 tiagabine.....................cccceuu... 31
tacrolimus............c............ 24,75 TEGLUTIK...........covvvnnnnnn. 86 TIAZAC......cccovveeeeiiaaei, 66
tadalafil...............cccceeeeeeinn. 145 TEGRETOL........cocvvveeennn. 31 TIBSOVO....cccooovviieiiiieea, 24
tadalafil (pulmonary arterial TEGRETOL XR................... 31 TICOVAC........ccooeirn 112
hypertension) oral tablet 20 TEGSEDI........cccovvviveeeeen. 39  tigecycline............cccceueuennn.... 10
PG i 142 TEKTURNA........cccoviiieen. 66 TIGLUTIK........ccceevviiineenn 86
TADLIQ....cccooeiieieieeeeennnn. 142 telmisartan............................ 66 TIKOSYN....cooovvvvvvvvvviiiiininns 62
TAFINLAR........ccooe 24 telmisartan-amlodipine........... 66  tiliafe...iiiiiiiiaaaiaeinnnnn, 131
tafluprost (pf) ...cccoeeeeeveenncne. 134 timolol maleate............... 66, 133
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timolol maleate (pf) ............. 133  TRAMADOL....................... 47 TRIKAFTA.........ccco 143

TIMOPTIC OCUDOSE tramadol...................ccceune... 47  tri-legest fe......cccoeeeeeeeeeannnn.. 131
(PE) e, 133 tramadol-acetaminophen........ 47 TRILEPTAL........cccoovvnnnnnnn. 31
tinidazole..................cccovvvuun. 10 trandolapril............................ 66 TRILIPIX.....cccooovviiiiieinnnn. 71
LIOPTONIN ..o, 86  trandolapril-verapamil............ 66 tri-lo-estarylla...................... 131
tiotropium bromide............... 143 tranexamic acid.................... 129  tri-lo-sprintec........................ 131
TIROSINT................l 99  tranylcypromine..................... 59  trimethoprin..........cccccceunnn... 14
TIROSINT-SOL................... 99  travasol 10 %o...........uuuuee.... 147 tri-mili ... 131
TIVICAY oo, 5 TRAVATANZ......cc........ 134 trimipramine.......................... 59
TIVICAY PD................. S Iravoprost.............ccoeeeeeie.. 134  TRINTELLIX........cccounnnn.... 59
tizanidine..............cccoueeeeen..... 40 TRAZIMERA..................... 24 FIEMYIYO oo 131
TLANDO.....ccccoiviviieeeee, 98 trazodome............................... 59  tri-sprintec (28) ccceeeeeeeeaannn. 131
TOBI....ooiiiiiiiieeeee 10 TRECATOR.........cccceeeenne. 10 TRIUMEQ......coooiviveeanane. 5
TOBI PODHALER.............. 10 TRELEGY ELLIPTA......... 143 TRIUMEQPD.........cocuneee.n. 5
TOBRADEX.......ccccceeeennnne 135 TRELSTAR....cccccevviiiiiiens 24 trivora (28) eeeeeeeeiiiieaa 131
tobramycin...................... 10,132 TREMFYA....cococooiiiiiieins 73 tri-vylibra..................uuun...... 131
tobramycin in 0.225 % nacl.....10  treprostinil sodium.................. 66 tri-vylibralo......................... 131
tobramycin sulfate.................. 10 TRESIBA FLEXTOUCH TROKENDI XR................... 31
tobramycin-dexamethasone.. 135  U-100.............ccoeveirrrvrnnennnnn. 96 TROPHAMINE 10 %......... 147
TOBREX......cccccviiiiiiiiane 132 TRESIBA FLEXTOUCH [POSPIUM ..o, 145
TOFIDENCE...........cc........ 125 U-200.....ccciieiiiiiieeeiiiieeeen, 96 TRUEPLUSINSULIN....... 116
tolcapone..............cccccueeevnunn... 33 TRESIBA U-100 INSULIN..96 TRUEPLUS PEN NEEDLE

TOLECTIN 600.................... 46  tretinoin (antineoplastic) ........ 24 116
LOIMELIN ... 46  tretinoin microspheres............ 77 TRULANCE..........cccvvee. 104
TOLSURA.....cccvieiiieeeee, 2 tretinoin topical...................... 77 TRULICITY ..coooviiiiiiiiiiiiinns 96
tolterodine............................ 145 TREXALL....cccccevviviirennee, 24 TRUMENBA.........ccccc.. 112
tolvaptan..............ccccceeeeunee.... 98 TREXIMET.....c.c.eevvivrennnn 35 TRUQAP....ccoooviiiiiieeen, 24
TOPAMAX .....coovveeeeiieeens 31 TREZIX....ccoooiiiiiiiieeeee, 44 TRUVADA.....cccoviieeen. 5
TOPICORT .....coovveieieiinns 82  triamcinolone acetonide TUDORZA PRESSAIR..... 143
topiramate.............................. 31 82,83,87 TUKYSA.....coooiivveei. 24,25
TOPROL XL.....cccvvvvveeeeennnn. 66  triamterene...............cccceounn... 66 TURALIO.....cccccevriirinns 25
LOFemifene........cccceeeeeeeeeenannn. 24 triamterene- turqoz (28) ccoeveeiiiiiiiiiiin, 131
torsemide..............cccouveunen..... 66  hydrochlorothiazid.................. 66 TWINRIX (PF)...ccccccoeee.... 112
TOSYMRA ... 35 TRIBENZOR.........cccoonnnn. 66 TWYNEO.......cccccooviiiies 77
TOUJEO MAX U-300 TRICOR ......ccoviiiiieei. 71 TYBOST...ccooiiiiiiieeeee. 5
SOLOSTAR......ccovvvvvveeeeeenn, 95  triderm..........ccccceeeuvvvennnnnnn.... 83  tydemy......cccceeeeeieeinnnn 131
TOUJEO SOLOSTAR U- IPTENLINE ..o, 86 TYGACIL....cccovvveeeiiieeaane 10
300 INSULIN........cceevvnnen. 95 TRIENTINE..........ooiiirenn. 86 TYKERB........ooooiiiiiei. 25
tovet emollient........................ 82 tri-estarylla.......................... 131 TYMLOS.........ooee 118
TOVIAZ....ooovveeeeei 145  trifluoperazine........................ 59 TYPHIM VI................... 112
TPN ELECTROLYTES..... 146  trifluridine............................ 132 TYRVAYA......ccoee 133
TRACLEER..........ccoo... 143 trihexyphenidyl....................... 33 TYVASODPI................... 143
TRADJENTA......oooiiiees 96 TRIJARDY XR.....cccceeenne 96 UBRELVY...ccooooiiiiiiiinenn. 35
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UCERIS.........oo 104  VALTREX......ccoooiiiniiinnnnn. 6 VFEND.........ccciii 2

UDENYCA.....ccovvveeeeeeee. 110  VANCOCIN.......coeveeieienn, 10 VFENDIV....cooooviiiiiiiiiiii, 2
UDENYCA VANCOMYCIM ..o, [T V-GO 20 117
AUTOINJECTOR............... 110 VANCOMYCIN................... 11 V-GO30....oeoeiiireeeeee. 117
UDENYCA ONBODY ....... 110  vandazole............................. 129 V-GO40...coovvvvveeieieeeaaaennn, 117
ULORIC.........cvvvvveeeeeee. 117 VANFLYTA.........ccooveeee. 25 VIBERZI.........ccouvvvvveee. 104
ULTRAVATE......cccuvveeee. 83 VANOS.......ccooiieeeeee, 83 VIBRAMYCIN........ceoeeee.n. 14
UNASYN..oooiiiiiiieiee, 12,13 VAQTA (PF)..covveiiiieenn, 112 VICTOZA 3-PAK................. 96
UNIFINE PENTIPS........... 117 varenicline.................cccouuuu... e R 7 3 B 132
UNIFINE PENTIPS VARIVAX (PF)........cc........ 112 vigabatrin.............ccccccuvvveennne. 32
MAXFLOW ... 116 VARUBI...........cocvvvii 104 vigadrone...............c.ouuuue...... 32
UNIFINE PENTIPS PLUS 117  VASCEPA.......ccoovviiiee. 71 VIGAMOX....ccoooceviieeienn, 132
UNIFINE PENTIPS PLUS VASERETIC.........ooooeveiennn. 67  Vigpoder .............oouuuuiiiiiinnnnnns 32
MAXFLOW ..o 117 VASOTEC........cccuvvvveree. 67 VIIBRYD......oooovvvviieiiee, 60
UNIFINE VECAMYL.....cooovvvviiiennnn. 71  VIOICE........cccovrvriveienee. 25
SAFECONTROL................ 117 VECTICAL........cccvvvvveee. 73 vilazodone.............................. 60
UNIFINE velivet triphasic regimen (28)131  VIMOVO............ccccvvvvnnnennn. 47
SAFECONTROL PEN VELSIPITY ...cvvveiieiie, 104 VIMPAT........cooee. 32
NEEDLE.........ccooovvvieeenn. 117 VELTASSA...ccooiiieieeeeees 86 VIOKACE..........ccccuvunn 104
UNIFINE ULTRA PEN VELTIN.....cccoeiiiiiieee 77  VIRACEPT........cooeii. 6
NEEDLE.........ccooovvieiennn. 117 VEMLIDY ...ccccoiiiiiiieeeeeees 6 VIREAD........cooooiiieeee. 6
URITRTOId. ... 99 VENCLEXTA......ccovveenee. 25 VITRAKVI.......cccooie. 25
UPTRAVI.........ooeiiiinn 66 VENCLEXTA STARTING VIVELLE-DOT.................. 128
UROCIT-K 10.......cuuu.e.e. 145 PACK......ccoooiiiiiiiiieiieeeee, 25 VIVITROL..............cuuen 47
UROCIT-K 15...cccceeennnnnn. 145  venlafaxine.........cccccceeeeeeennnn... 60 VIVIOA.....ccoovvvviviiii, 2
UROCIT-K 5....cvvvvvveeenn. 145 VENLAFAXINE VIZIMPRO............oovveeeee 25
UROXATRAL.......ccuue.... 145 BESYLATE............ccooenn. 60 VOGELXO........cccuuu... 98, 99
URSO 250.....iiiiiiiiieeeian, 104 VENTOLIN HFA............... 143 VONJO...oooooviiiiiiiee 25
URSO FORTE.................... 104 VEOZAH.........cccecuuunnn. 129 VOQUEZNA......cccevvvee. 107
UrSOAIOl ... 104 verapamil...................cccouuu.. 67 VOQUEZNA DUAL PAK. 107
UZEDY ..o, 59,60 VERDESO.........cccuvvvnnnnnnn. 83 VOQUEZNA TRIPLE PAK

VABOMERE........................ 10  VEREGEN........coooeevveeiinnn. TS e 107
VAGIFEM..........c...o. 128  VERELAN......ccovviiiiiiiiiiiie, 67 voriconazole..............ccceeen....... 2
valacyclovir.............cccccceeuvun.... 5 VERELANPM.......cccc.......... 67 VOSEVI......ooooiiie, 6
VALCHLOR..............coe. 75 VERIFINE INSULIN VOTRIENT .....ccevvvviiiiee, 25
VALCYTE.......ccooiiine 5 SYRINGE..........cccuunnn 117 VOWST..oviiiiiiiiiee 104
valganciclovir....................... 5,6 VERQUVO........................... 72 VOXZOGO..............cc. 99
valproic acid........................... 31 VERSACLOZ.........cccuuu... 60 VRAYLAR......ccooovviiieie, 60
valproic acid (as sodium salt) .32 VERZENIO.......................... 25 VTAMA............... 73
VALSARTAN.......cccvvvr. 67 VESICARE........cccvvveeee. 145 VUITY oo, 134
Valsartan.............cccccvveenennnn... 67 VESICARELS.................... 145 VUMERITY ..o 39
valsartan-hydrochlorothiazide .67 — vestura (28) .......cccocueeueenn.... 132 vyfemla (28) ......cccceuueennne.... 132
VALTOCO.....cccccccvveieeeeinns 32 VEVYE........oovi 133 wylibra..........cccoeeeeevenannnn.... 132
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VYNDAMAX ..o 72 XIGDUO XR......ccccvviiinnnn 96 ZEMAIRA........cccoevviiincns 86

VYNDAQEL.......cccoeveen. 72 XIIDRA....ccoooieiiieieeee 134 ZEMBRACE SYMTOUCH. 35
VYTORIN 10-10................... 71  XOFLUZA.....cccooovieiiieeens 6 ZEMDRI........oovvvvvieanne. 11
VYTORIN 10-20................... 71  XOLAIR......cccovvvieeenn. 144 ZEMPLAR.......ccccvvvvveennn, 99
VYTORIN 10-40................... 71  XOLREMDI........ccccveee... 110 zenatane............cccccoeeeuveneenn. 78
VYTORIN 10-80................... 71 XOPENEX HFA................ 144 ZENPEP........cc......... 104, 105
VYVANSE.....ccooiii 60 XOSPATA......ccooiiiee 26 zenzedi.......cocooiiiiiiiiiieian 61
VYZULTA. ... 134 XPOVIO...ooooviiiiieeeiiinen, 26 ZENZEDI......ooovvvieeannn.. 61
WAINUA......ccooiiiieeee 39 XTAMPZAER.................... 44 ZEPATIER.....cccccooviiiraannnn 6
WAKIX ..o, 60 XTANDI.....oooiiiiiieiieeeee 26 ZEPOSIA......coooiiieee. 39
WATTAFIR ....oooeeeeaiieeeee 69  xulane...........c.ccccol 129 ZEPOSIA STARTER KIT
WEGOVY ... 86 XULTOPHY 100/3.6............ 96  (28-DAY).eeiiiieiiiiiieee 39
WELCHOL..........coviiiiies 71 XYOSTED......cceevviiiereannnne. 99 ZEPOSIA STARTER
WELIREG........ccccvveeie. 25 XYREM....ooooooviiiiiiiii, 61 PACK (7-DAY).ccccovviienan. 39
WELLBUTRIN SR............... 60 XYWAV ..., 61 ZERBAXA. ..o, 7
WELLBUTRIN XL........ 60, 61  yargesa.........ccccoeeeeiviicinnnann. 99 ZESTORETIC..........cc...... 67
WINLEVI ..o, 78  YASMIN (28)..cceeviiiiiieeanns 132 ZESTRIL.....occoiiiiiiiiiee, 67
wixela inhub......................... 144 YAZ (28).eueeiiicccceieaeaannnn. 132 ZETIA........cooooee 71
WYMZYA [ .ovvvvvaaaaaaaaaaaennnn, 132 YF-VAX (PF)...cccooe 112 ZETONNA.....ccoovvvvveeeeeenn. 144
XACIATO....covvveiiiieeeae 129 YONSA ..o, 26 ZIAGEN.....ccooiiiiiiiiiiiicee, 6
XADAGO.....ccooviiiiiiainn 33  YUFLYMA(CF)...coouueee.. 126 ZIANA......ccooiiiiii, 78
XALATAN ..o, 134 YUFLYMA(CF) Al zidovudine..................ccceeunnn... 6
XALKORI........ccoiiiieen. 25 CROHN'S-UC-HS.............. 126 ZIEXTENZO.........ceennn. 110
XARELTO.....cccvvvveeeennn. 69 YUFLYMA(CF) ZILBRYSQ. ..o 40
XARELTO DVT-PE AUTOINJECTOR............... 126 zileuton...............ccccvuvvenn... 144
TREAT 30D START............ 69 YUPELRI......cccoeeveennnn. 144 ZIMHI.......coooovviiiiieee 47
XATMEP....ccccooviiiieeenn, 25 YUSIMRY(CF)PEN.......... 126  ZIOPTAN (PF)....ccccvveenn. 134
XCOPRI.....ccooeeeee 32 yuvafem........eeceeeeeaaaaannnn. 128  ziprasidone hcl........................ 61
XCOPRI MAINTENANCE ZAfEMY oo 129  ziprasidone mesylate............... 61
PACK ..., 32 zafirlukast...........cccceeeennnn.. 144  ZIPSOR.....ccvvvvviiieenn. 47
XCOPRI TITRATION zaleplon...........ccccoeeeeeeevaannn. 61 ZIRABEV.....cooviiiiieen 26
PACK ..., 32 ZANAFLEX......cocoovvvvinnen. 40 ZIRGAN....coocoviiiieeeee. 132
XDEMVY ..o, 134 ZARONTIN.......cooviiirenne 32 ZITHROMAX......occcovvirenenn. 8
XELJANZ ..cocovviiieaan. 125 ZARXIO...cooooeeviiiiieeaee, 110 ZITHROMAX TRI-PAK....... 8
XELJANZ XR....ooovvviaaen. 125 ZAVESCA.....cccoviiiie, 99 ZITHROMAX Z-PAK........... 8
XELPROS.......ccoiiiii. 134 ZAVZPRET.....cccoovviiinean, 35 ZITUVIO.....ccoooiiiiiiiiiees 96
XELSTRYM...coooooviiiiiieens 61 ZEGALOGUE ZOCOR .....oooviiiieeiiieee, 71
XENAZINE.....cccooiiiiiiann 39 AUTOINJECTOR................ 96 ZOLINZA.....cccooviiiiiaanne 26
XERESE....cccoiiiiiiiiiiien. 79  ZEGALOGUE SYRINGE...96  zolmitriptan............................ 35
XERMELO......cccooviviiiennne. 26 ZEGERID.......ccooiviinnnnn 107  ZOLOFT...cccoeviiiiiieie. 61
XGEVA ..., 15 ZEJULA ..., 26 zolpidem............cccccovveuuueninn. 61
XHANCE.......ccccoviiiieann 144 ZELAPAR........ccccoviiiiiinn, 33 ZOMACTON........ceevnen. 110
XIFAXAN ..o, 11 ZELBORAF.....ccccooiiiiiannnn. 26 ZOMIG.....cccooviiiiiiiiieen, 35
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coverage, contact Customer 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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ZONALON. ... 75

ZONEGRAN......ccoovvvei, 32
ZONISADE......cccooeevvvie, 32
ZOnisamide ............................. 32
ZORTRESS ... 26
ZORYVE......ccccovviiiiii, 73
ZOSYN IN DEXTROSE

(ISO-OSM)...ovvveiiiiieeieeee, 13
zovia 1-35 (28) coveeeeeeeenennnnnn. 132
ZOVIRAX ..., 79
VA V-N 5. ) 32
ZTLIDO . ...coooiiiiiiiiiieeee 75
ZUBSOLV ....cooooviiiiii 47
ZURZUVAE......cccooeeiiiii, 61
ZYCLARA ... 75
ZYDELIG.........cccoovveeeeiii, 26
ZYFLO . .coovooiiiiiiiiieee 144
ZYKADIA ..., 26
ZYLET ...ccooviiiiiiiiiiiii. 135
ZYMFENTRA ................... 105
ZYPITAMAG......cccceeeeeee. 71
ZYPREXA .....ccooooeeeiiiin, 61
ZYPREXA RELPREVV...... 61
ZYPREXA ZYDIS......... 61, 62
ZNYTIGA ... 26
VA AYL0 ), GO 11

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/28/2024. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2024 Express Scripts. All Rights Reserved.
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