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

Formulary ID Number: 26023, v6

This formulary was updated on 08/28/2025. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

Note to current members: This formulary has changed since last year. Please review this document to
understand your plan’s drug coverage.
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When this drug list (formulary) refers to “we,” “us” or “our,” it means Medco Containment Life
Insurance Company or Medco Containment Insurance Company of New York (for employer plans
domiciled in New York). When it refers to “plan” or “our plan,” it means Express Scripts Medicare.

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 28, 2025. 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, 2027. 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 2026 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2026 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 08/28/2025. 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.”
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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 138. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

Both brand-name drugs and generic drugs are covered under this plan. A generic drug is approved by the
FDA as having the same active ingredient(s) as the brand-name drug. Generally, generic drugs 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.
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e Step Therapy: In some cases, you are required to first try certain drugs to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and
Drug B both treat your medical condition, we may not cover Drug B unless you try Drug A first.
If Drug A does not work for you, we will then cover Drug B. These drugs are noted with “ST”
next to them in the formulary.

You may be able to find out if your drug has any additional requirements or limits by looking in the
drug list that begins on page 1. Note: This drug list includes all possible restrictions and limits on
coverage. The requirements and limits may not apply to your plan’s specific coverage. To confirm
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.

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

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

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

Other coverage that your plan may provide

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

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

e Prescription drugs when used to promote fertility

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

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

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

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

e Over-the-counter (OTC) diabetic supplies

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

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

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

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 138.

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.

This drug list was updated in August 2025.
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If you are not sure whether your drug is covered, please visit our website or contact Customer
Service using the information provided on the front and back covers of this formulary.

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

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

e The drug tier for your drug. Each covered drug is in one of 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.
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If you need additional information on network pharmacies or if you have any other questions, please
contact our Customer Service department using the information provided on the front and back covers of
this formulary.

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

Below is 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 by
Evernorth®, our home delivery service, as well as through select retail network pharmacies. It may also
be available through other network pharmacies. Consider using our home delivery service for your long-
term (maintenance) medications, such as high blood pressure medications. Retail network pharmacies
may be more appropriate for short-term prescriptions, such as antibiotics.

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

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

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

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
fluconazole in nacl 3 PA; MO
(iso-osm)
intravenous
ANTIFUNGAL piggyback 200
AGENTS mg/100 ml
ABELCET 3 PA fluconazole in nacl 3 PA
AMBISOME 4  PA (iso-osm)
intravenous
amphotericin b 3 PA; MO piggyback 400
amphotericin b 4 PA mg/200 ml
liposome flucytosine 4 MO
ANCOBON 4 MO griseofulvin MO
caspofungin microsize
clotrimazole mucous 1 MO griseoft ylvm . 3 MO
membrane ultramicrosize oral
tablet 125 mg, 250
CRESEMBA ORAL 4 PA mg
DIFLUCAN ORAL MO itraconazole oral 3 MO; QL
SUSPENSION FOR capsule (120 per 30
RECONSTITUTIO days)
N 40 MG/ML )
itraconazole oral 3 MO
DIFLUCAN ORAL 3 MO solution
TABLET 100 MG
ketoconazole oral 1 MO
ERAXIS(WATER 4 MO X X
DILUENT) micafungin 3 MO
INTRAVENOUS MYCAMINE 3 MO
RECON SOLN 100 INTRAVENOUS
MG RECON SOLN 50
ERAXIS(WATER 3 MO MG
DILUENT) NOXAFIL ORAL 4 PA; MO;
INTRAVENOUS SUSP.DELAYED QL (32 per
RECON SOLN 50 RELEASE FOR 30 days)
MG RECON
fluconazole 1 MO NOXAFIL ORAL 4 PA; QL
SUSPENSION (630 per 30
days)
nystatin 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
posaconazole oral 4 PA; MO; acyclovir oral 3 MO
suspension QL (630 per suspension 200 mg/5
30 days) ml
posaconazole oral 4 PA; MO; acyclovir oral tablet 1 MO
ta?let, dei;l);ed ?54 (1(96 pet acyclovir sodium 3 PA; MO
release (dr/ec) ays) intravenous solution
SPORANOX ORAL 3 MO; QL defovi 3 MO
CAPSULE (120 per 30 adejovir
days) amantadine hcl 1 MO
terbinafine hcl oral 1 MO APTIVUS 4 MO
TOLSURA 4 PA: MO; atazanavir 3 MO
QL (120 per BARACLUDE 4 MO
30d
ays) BIKTARVY 4 MO
VFEND IV PA; MO
’ CIMDUO 4 MO
VFEND ORAL 4 PA; MO
SUSPENSION FOR COMPLERA S MO
RECONSTITUTIO darunavir oral tablet 3 MO
N 600 mg
VFEND ORAL 3 PA; MO darunavir oral tablet 4 MO
TABLET 50 MG 800 mg
VIVIOA 4 PA; QL (18 DELSTRIGO 4 MO
per 84 days) DESCOVY 4 MO
Yoriconazole 4 PA; MO DOVATO 4 MO
intravenous
EDURANT 4 MO
voriconazole oral 4 PA; MO
Suspensionfor efaVirenZ Oral tablet 3 MO
reconstitution efavirenz- 3 MO
voriconazole oral 3 PA; MO emtricitabin-tenofov
tablet efavirenz-lamivu- 4 MO
ANTIVIRALS tenofov disop
abacavir 1 MO emtricitabine 3 MO
abacavir-lamivudine 1 MO emir iCitflb ine- 3 MO
tenofovir (tdf)
acyclovir oral 1 MO —
emtricita-rilpivirine- 4

capsule

tenof df

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
EMTRIVA ORAL 3 MO HARVONI ORAL 4 PA; MO;
CAPSULE TABLET 45-200 QL (56 per
EMTRIVA ORAL 2 MO MG 28 days)
SOLUTION HARVONI ORAL 4 PA; MO;
. TABLET 90-400 QL (28 per
t MO
entecavir MG 28 days)
EPCLUSA ORAL 4 PA; MO;
PELLETS IN QL (28 per ITI\,LTBELLEETNFO% &RGAL 4 MO
PACKET 150-37.5 28 days) ’
200 MG
MG
EPCLUSA ORAL 4 PA; MO; INTELENCE ORAL SESSERS MO
PELLETS IN QL (56 per TABLET 25 MG
PACKET 200-50 28 days) ISENTRESS HD 4 MO
MG ISENTRESSORAL 4 MO
EPCLUSA ORAL 4 PA; MO; POWDER IN
TABLET 200-50 QL (56 per PACKET
MG 28 days) ISENTRESSORAL 4 MO
EPCLUSA ORAL 4 PA;MO; TABLET
E/I‘EBLET 400-100 %Ld(% per ISENTRESSORAL 4 MO
ays) TABLET,CHEWAB
EPIVIR 3 MO LE 100 MG
etravirine 3 MO ISENTRESS ORAL 2 MO
TABLET,CHEWAB
EVOTAZ 4 M >
© © LE 25 MG
famciclovir | 1 MO TULUCA 4 MO
fosamprenavir 3 MO KALETRA ORAL MO
GENVOYA 4 MO SOLUTION
HARVONI ORAL 4 PA; MO; KALETRA ORAL 3 MO
PELLETS IN QL (28 per TABLET 100-25
PACKET 33.75-150 28 days) MG
MG
KALETRA ORAL 4 MO
HARVONI ORAL 4 PA; MO; TABLET 200-50
PELLETS IN QL (56 per MG
PACKET 45-200 28 d
ays) lamivudine 1 MO
MG
lamivudine- 1 MO
zidovudine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
LEDIPASVIR- 4 PA; MO; PAXLOVID ORAL 1 QL (11 per
SOFOSBUVIR QL (28 per TABLETS,DOSE 30 days)
28 days) PACK 150 MG (6)-
LIVTENCITY 4  PA:LA:QL 100 MG (5)
(120 per 30 PAXLOVID ORAL 1 QL (30 per
days) TABLETS,DOSE 30 days)
lopinavir-ritonavir 1 MO PACKSOO MG (150
oral tablet MG X 2)-100 MG
maraviroc MO PIFELTRO MO
MAVYRET ORAL PA; MO; EEEE’STI\SIISNORAL . Pé;o QL %0
PELLETS IN QL (168 per PACKLT 120 MG El per
PACKET 28 days) ays)
MAVYRET ORAL 4 PA;MO; ggfzg%\gIISNOML . Pé;o QL 0
TABLET QL (84 per S N G El per
28 days) ays)
. PREVYMIS ORAL 4 PA; MO;

Z 3 ) )
nevirapine ora TABLET QL (30 per
suspension

30 days)
rapi [ 1 MO

e PREZCOBIX 4 MO
ORAL TABLET

nevirapine oral 3 MO 800-150 MG-MG

tablet extended

release 24 hr 400 mg PREZISTA ORAL 4 MO
SUSPENSION

NORVIR ORAL 3 MO

POWDER IN PREZISTA ORAL 3 MO

PACKET TABLET 150 MG,
75 MG

NORVIR ORAL 3 MO

TABLET PREZISTA ORAL 4 MO
TABLET 600 MG,

ODEFSEY 4 MO 800 MG

oseltamivir 1 MO RELENZA 3 MO

PAXLOVID ORAL 1 QL (20 per DISKHALER

TABLETS,DOSE 30 days) RETROVIR ORAL 3 MO

PACK 150 MG CAPSULE

10)- 100 MG (10

(10) (10) RETROVIR ORAL 3 MO

SYRUP

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

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
REYATAZ ORAL 4 MO SYMFI 4 MO
CAPSULE 200 MG
’ YMFI L 4 M
300 MG 5 © ©
SYMTUZA 4 MO
REYATAZ ORAL 4 MO
POWDER IN TAMIFLU 3 MO
PACKET tenofovir disoproxil 3 MO
ribavirin oral 1 MO Jumarate
capsule TIVICAY ORAL 4 MO
ribavirin oral tablet 1 MO TABLET 50 MG
200 mg TIVICAY PD 4 MO
rimantadine 3 MO TRIUMEQ 4 MO
ritonavir 1 MO TRIUMEQ PD 3 MO
RUKOBIA 4 MO TRUVADA 4 MO
SELZENTRY 2 MO TYBOST 2 MO
ORAL SOLUTION
valacyclovir oral 1 MO; QL
SELZENTRY 4 MO tablet I gram (120 per 30
ORAL TABLET days)
150 MG, 300 MG
valacyclovir oral 1 MO; QL (60
SOFOSBUVIR- 4 PA; MO; tablet 500 mg per 30 days)
VELPATASVIR QL (28 per
28 days) VALCYTE MO
SOVALDI ORAL 4 PA; MO: valganciclovir oral MO
PELLETS IN QL (28 per recon soln
PACKET 150 MG 28 days) valganciclovir oral 1 MO
SOVALDI ORAL 4 PA;MO; tablet
PELLETS IN QL (56 per VALTREX ORAL 3 MO; QL
PACKET 200 MG 28 days) TABLET 1 GRAM (120 per 30
SOVALDI ORAL 4 PA;MO; days)
TABLET 200 MG QL (56 per VALTREX ORAL 3 MO; QL (60
28 days) TABLET 500 MG per 30 days)
SOVALDI ORAL 4 PA; MO; VEMLIDY MO
28 days) TABLET
STRIBILD MO VIREAD ORAL 4 MO
SUNLENCA ORAL 4 POWDER

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
VIREAD ORAL 3 MO cefazolin injection 3 MO
TABLET 150 MG, recon soln 1 gram,
200 MG, 250 MG 500 mg
VIREAD ORAL 4 MO cefazolin injection 3
TABLET 300 MG recon soln 10 gram
VOSEVI 4 PA; MO; cefdinir 1 MO
,(228Ld(28 ;j cr cefepime injection 3 MO
ays
] 3 MO
XOFLUZA ORAL 2 MO cefixime
TABLET 40 MG, 80 cefotetan injection 1
MG cefoxitin intravenous 3 PA; MO
ZEPATIER 4 PA; MO; recon soln 1 gram, 2
QL (28 per gram
28 days) cefoxitin intravenous 3 PA
ZIAGEN ORAL 3 MO recon soln 10 gram
SOLUTION cefpodoxime 3 MO
zidovudine 1 MO cefprozil 1 MO
CEPHALOSPOR ceftazidime injection 3 PA; MO
INS recon soln 1 gram, 2
AVYCAZ 4 PA;MO gram
cefaclor oral capsule 1 MO ceftazidime injection 3 PA
recon soln 6 gram
/ [ 1
jzj;;cenosl;oogc}or ceftriaxone injection 3 MO
reconstitution 250 recon soln I gram, 2
mg/5 ml gram, 250 mg, 500
mg
cefaclor oral tablet 1 MO X —
extended release 12 ceftriaxone injection 3
r recon soln 10 gram
cefadroxil oral 1 MO cefuroxime axetil 1 MO
capsule oral tablet
cefadroxil oral 1 MO cefuroxime sodium 3 PA; MO
suspension for injection recon soln
reconstitution 250 750 mg
mg/5 ml, 500 mg/5 cefuroxime sodium 3 PA; MO
ml intravenous recon
cefadroxil oral tablet 1 MO soln 1.5 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.
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
cephalexin 1 MO erythromycin 1 MO
tazicef injection 3 PA; MO ethy lsucqnate oral

suspension for
TEFLARO 4 PA; MO reconstitution
ZERBAXA 4 PA erythromycin 3
7ZEVTERA 4 PA ethylsuccinate oral
tablet
erythromycin oral 3 MO
ZITHROMAX 3 PA; MO
azithromycin 3 PA; MO INTRAVENOUS
intravenous ZITHROMAX 3 MO
. . ORAL
azzthron?yc? }?ral 1 MO SUSPENSION FOR
suspenaton jo RECONSTITUTIO
reconstitution N
azithromycin oral 1 ZITHROMAX 3 MO
tablet 250 mg (6
ack), 500 mg (3 ORAL TABLET
pacty, 250 MG, 500 MG
pack)
azithromycin oral 1 MO I%ZFI? ROMAX TRI- 3
tablet 250 mg, 500
mg, 600 mg ZITHROMAX Z- 3
clarithromycin 1 MO PAK
DIFICID ORAL 4 QL (136 per
SUSPENSION FOR 10 days)
RECONSTITUTIO
N
DIFICID ORAL 4 MO; QL (20 albendazole 3 MO
TABLET per 10 days) amikacin injection 3 PA; MO
e.e.s. 400 oral tablet 1 MO solution 500 mg/2 ml
ERYTHROCIN 3 MO ARIKAYCE 4 PA; LA
INTRAVENOUS atovaquone 3 MO
RECON SOLN 500
MG atovaquone- 3 MO
proguanil
AZACTAM 3 PA; MO
aztreonam 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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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
BETHKIS 4 PA; MO; EMVERM 4 MO
,(228Ld(224 pet ertapenem 3 PA; MO;
ays) QL (14 per
CAYSTON 4 PA; MO; 14 days)
LA; QL (84 ethambutol 1 MO
per 56 days)
FIRVAN 3 L (450
chloroquine 1 MO Q ?0 d( .
ays)
phosphate
CLEOCIN HCL 3 MO gentamicin in nacl 3 PA; MO
(iso-osm)
CLEOCIN 3 PA; MO intravenous
INJECTION piggyback 100
CLEOCIN 3 MO mg/100 ml, 60 mg/50
PEDIATRIC ml, 80 mg/100 ml, 80
mg/50 ml
lind in hel 1 MO
clmdamycm ‘ gentamicin injection 3 PA; MO
clindamycin in 5 % 3 PA; MO
dextrose HUMATIN 4 MO
clindamycin 1 hydroxychloroquine 1 MO
pediatric imipenem-cilastatin 3 PA; MO
clindamycin 3 PA; MO IMPAVIDO 4 PA; MO
phosphate injection INVANZ 3 PA: QL (14
COARTEM MO INJECTION per 14 days)
colistin 4 PA; MO; isoniazid oral 1 MO
(colistimethate na) (1254 d(30 per ivermectin oral 1 PA; MO:
ays) tablet 3 mg QL (20 per
cycloserine 1 MO 30 days)
DALVANCE 4 MO ivermectin oral 1 PA; QL (8
dapsone oral | MO tablet 6 mg per 30 days)
DAPTOMYCIN 4 MO KITABIS PAK g P/I*j g’goo;
INTRAVENOUS Ss d( per
RECON SOLN 350 ays)
MG KRINTAFEL 3
daptomycin 4 MO LAMPIT 3 MO
iniravenous recon linezolid in dextrose 3 PA; MO
soln 500 mg 0
5%
DARAPRIM 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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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
linezolid oral 1 MO polymyxin b sulfate 1 PA; MO
SUSp ens.lon.f or praziquantel 3 MO
reconstitution
PRETOMANID 3 PA
linezolid oral tablet 3 MO
PRIFTIN 2 MO
MALARONE 3 MO
PRIMAQUINE 3 MO
MALARONE 3 MO Q
PEDIATRIC PRIMAXIN IV 3 PA; MO
- INTRAVENOUS
mefloquine (- MO RECON SOLN 500
MEPRON 4 MO MG
meropenem PA; QL (30 pyrazinamide 3 MO
intravenous recon per 10 days) pyrimethamine 4 PA: MO
soln 1 gram l 3 o
ni t M
meropenem 1 PA; QL (10 q?unme. sulfate
intravenous recon per 10 days) rifabutin 3 MO
soln 500 mg rifampin intravenous 3 MO
metronidazole in 3 PA; MO rifampin oral 1 MO
nacl (iso-os)
SIRTURO 4 PA; LA
tronidazol [ 1 MO
ZZ):Z'IZ aeoteord SIVEXTRO 4  PA
oy l INTRAVENOUS
metronidazole ora 1 MO
tablet 250 mg, 500 SIVEXTRO ORAL 4 MO
mg SOLOSEC MO
NEBUPENT 3 PA; MO; STREPTOMYCIN 4 PA; MO;
QL (1 per QL (60 per
28 days) 30 days)
neomycin 1 MO STROMECTOL 3 PA; MO;
nitazoxanide 4 MO; QL (12 2254(1(20 per
per 30 days) ays)
PENTAM 3 MO tigecycline 3 PA; MO
pentamidine 3 PA; MO; tinidazole 1 MO
inhalation QL (1 per TOBI 4 PA; MO;
28 days) QL (280 per
pentamidine 3 MO 28 days)
injection
PLAQUENIL 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
TOBI PODHALER 4 MO; QL vancomycin oral 3 PA; MO;

(224 per 56 capsule 250 mg QL (80 per

days) 10 days)
tobramycin in 0.225 4 PA; MO; vancomycin oral 1 QL (450 per
% nacl QL (280 per recon soln 25 mg/ml 10 days)

28 days) vancomycin oral 1 MO; QL
tobramycin 4 PA; MO; recon soln 50 mg/ml (450 per 10
inhalation QL (224 per days)

28 days) XIFAXAN ORAL 2 PA:QL(9
tobramycin sulfate 3 PA; MO TABLET 200 MG per 30 days)
injection solution XIFAXAN ORAL 4 PA; MO;
TYGACIL 4 PA; MO TABLET 550 MG QL (90 per
VABOMERE PA 30 days)
VANCOCINORAL 3 PA; MO; ZEMDRI S PA
CAPSULE 125 MG QL (40 per ZYVOX PA; MO

10 days) INTRAVENOUS
VANCOCINORAL 4  PA;MO; ﬁggg(?ﬁix 600
CAPSULE 250 MG QL (80 per

10 days) ZYVOX ORAL 3 MO
vancomycin 3 MO; QL (20 Is{légl())]?\]l\lss]}g“%i%R
intravenous recon per 10 days)
soln 1,000 mg N
vancomycin 3 QL (2 per %XXSE(TORAL 4 MO
intravenous recon 10 days)
soln 10 gram PENICILLINS
vancomycin 3 MO; QL (10 amoxicillin oral 1 MO
intravenous recon per 10 days) capsule
soln 500 mg amoxicillin oral 1 MO
vancomycin 3 MO, QL (27 Suspensionfor
intravenous recon per 10 days) reconstitution
soln 750 mg amoxicillin oral 1 MO
vancomycin oral 3 PA; MO; tablet
capsule 125 mg (1254 (f:os)p °r amoxicillin oral 1 MO

y tablet,chewable 125
mg, 250 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
amoxicillin-pot 1 MO BICILLIN L-A 3 PA
clavulanate oral INTRAMUSCULA
suspension for R SYRINGE
reconstitution 2,400,000 UNIT/4
amoxicillin-pot 1 MO [?]{]Ji’?/?\(/ifoo
clavulanate oral
tablet dicloxacillin 1 MO
amoxicillin-pot 3 MO nafcillin injection 3 PA; MO
clavulanate oral recon soln 1 gram, 2
tablet extended gram
release 12 hr nafcillin injection 4 PA
ampicillin oral 1 MO recon soln 10 gram
capsule 500 mg oxacillin in 3 PA
ampicillin sodium 3 PA; MO dextrose(iso-osm)
injection recon soln intravenous
1 gram, 10 gram piggyback 2 gram/50
ampicillin-sulbactam 3 PA; MO mi
injection recon soln oxacillin injection 3 PA
1.5 gram, 3 gram recon soln 1 gram,
ampicillin-sulbactam 3 PA 10 gram
injection recon soln oxacillin injection 3 PA; MO
15 gram recon soln 2 gram
AUGMENTIN ES- 3 PENICILLIN G 3 PA
600 POT IN
DEXTROSE
AUGMENTIN 3 MO
ORAL INTRAVENOUS
SUSPENSION FOR PIGGYBACK 2
RECONSTITUTIO MILLION UNIT/50
N 125-31.25 MG/5 ML, 3 MILLION
UNIT/50 ML
ML
BICILLIN C-R 3 PA;MO penicillin g R P4 MO
’ potassium injection
BICILLIN L-A 3 PA; MO recon soln 20
R SYRINGE
1.200.000 UNIT/2 penicillin g sodium 3 PA; MO
ML penicillin v 1 MO

potassium

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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 Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
piperacillin- 3 MO ciprofloxacin hcl 1 MO
tazobactam oral tablet 250 mg,
intravenous recon 500 mg, 750 mg
§ oén 2.23 gram, ciprofloxacin in 5 % 3 PA; MO

375 gram, 4.5 dextrose intravenous
gram piggyback 200
piperacillin- 3 mg/100 ml
ztazobactam levofloxacin in d5w 3 PA; MO
intravenous recon ntravenous
soln 40.5 gram pigavback 500
UNASYN 3 PA mg/100 ml, 750
INJECTION mg/150 ml
IéERi(;/IN SOLN 15 levofloxacin oral 3 MO
solution
UNASYN 3 PA; MO .
’ l / 1 MO
INJECTION tz\[;?]e‘ltoxacm ora
RECON SOLN 3
GRAM moxifloxacin oral 1 MO
ZOSYN IN 3 moxifloxacin- 3 PA; MO
DEXTROSE (ISO- sod.chloride(iso)
OSM) ofloxacin oral tablet 1 MO
INTRAVENOUS 300 mg, 400 mg
PIGGYBACK 2.25
GRAM/50 ML
BAXDELA A T BACTRIM 3 MO
INTRAVENOUS
BACTRIM DS 3 MO
BAXDELA ORAL 4 MO
sulfadiazine 3 MO
CIPRO ORAL 3
SUSPENSION,MIC sulfamethoxazole- 1 MO
ROCAPSULE trimethoprim oral
RECON
CIPRO ORAL 3 MO
E&BBI;IIS}T 250 MG, demeclocycline 3 MO

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
DORYX MPC 3 ST minocycline oral 1 MO
ORAL capsule
E’%IEFE&BE LAYE minocycline oral 3 MO
tablet
(DR/EC) 60 MG e P—
_ minocycline ora 1 MO

doxy-100 2 PA; MO tablet extended
doxycycline hyclate 3 PA release 24 hr
intravenous NUZYRA 4 PA
doxycycline hyclate 1 MO INTRAVENOUS
oral capsule NUZYRA ORAL 4
doxycycline hyclate 1 MO ORACEA ST: MO
oral tablet ’

: SEYSARA ORAL 3 ST; MO
doxycycline hyclate 1 MO TABLET 100 MG,
oral tablet,delayed 60 MG
release (dr/ec) 100
mg, 150 mg, 200 mg, SEYSARA ORAL 4 ST; MO
50 mg, 75 mg TABLET 150 MG
DOXYCYCLINE 3 ST; MO TARGADOX 3 ST;MO
HYCLATE ORAL tetracycline oral 3 MO
TABLET,DELAYE capsule
D RELEASE
(DR/EC) $0MG TRACT AGENTS
doxycycline 1 MO :
monohydrate oral Josfomycin 3 MO
capsule tromethamine
doxycycline 1 MO MACROBID 3 MO
monohydrate oral MACRODANTIN 3
capsule,ir - delay )
rel, biphase methenamine 1 MO

. hippurate

doxycycline 3 MO ) )
monohydrate oral nitrofurantoin 1 MO
suspension for macrocrystal
reconstitution nitrofurantoin 1 MO
doxycycline 1 MO monohyd/m-cryst
monohydrate oral nitrofurantoin oral 1 MO
tablet suspension 25 mg/5
EMROSI 4 ST 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
NITROFURANTOI 4 MO AFINITOR 4 PA; MO;
N ORAL DISPERZ ORAL QL (150 per
SUSPENSION 50 TABLET FOR 30 days)
MG/5 ML SUSPENSION 2
trimethoprim 1 MO MG
AFINITOR 4 PA; MO;
ANTINEOPLA DISPERZ ORAL QL (90 per
STIC / TABLET FOR 30 days)
IMMUNOSUP SUSPENSION 3
PRESSANT MG
DRUGS AFINITOR 4 PA; MO;
DISPERZ ORAL QL (60 per
ADJUNCTIVE TABLET FOR 30 days)
AGENTS SUSPENSION 5
leucovorin calcium 1 MO MG
oral AKEEGA 4 PA; LA; QL
mesna oral 4 MO (60 per 30
days)
MESNEX ORAL 4 MO
ALECENSA 4 PA; MO;
WYOST 4 PA; MO QL (240 per
XGEVA 4 PA; MO 30 days)
ANTINEOPLAS ALUNBRIG ORAL 4 PA; QL (30
TIC / TABLET 180 MG, per 30 days)
IMMUNOSUPPR 20 MG
ESSANT DRUGS ALUNBRIG ORAL 4 PA; QL (60
abiraterone oral 4 PA; MO; TABLET 30 MG per 30 days)
tablet 250 mg QL (120 per ALUNBRIG ORAL 4 PA; QL (30
abiraterone oral 4 PA; MO; PACK days)
tablet 500 mg QL (60 per anastrozole 1 MO
30 days) ARIMIDEX 4 MO
abirtega St PA; QL AROMASIN 4 MO
(120 per 30
days) ASTAGRAF XL 3 PA;MO
AFINITOR 4 PA: MO: AUGTYRO ORAL 4 PA; QL (60
QL (30 per CAPSULE 160 MG 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 specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits

AUGTYRO ORAL 4 PA; QL CALQUENCE 4 PA; LA; QL

CAPSULE 40 MG (240 per 30 (ACALABRUTINIB (60 per 30
days) MAL) days)

AVMAPKI- 4 PA; QL (66 CAPRELSA ORAL 4 PA; LA; QL

FAKZYNJA per 28 days) TABLET 100 MG (60 per 30

AYVAKIT 4  PA;LA;QL days)

(30 per 30 CAPRELSA ORAL 4 PA; LA; QL
days) TABLET 300 MG (30 per 30

AZASAN 3 PA:MO days)

azathioprine 1 PA; MO CASODEX 3 MO

BALVERSA 4 PA: LA CELLCEPT ORAL 3 PA; MO

CAPSULE
b t 4 PA: M
exarotene ; MO CELLCEPT ORAL 4  PA:MO
bicalutamide 1 MO SUSPENSION FOR

BOSULIF ORAL 4 PA; MO; RECONSTITUTIO

CAPSULE 100 MG QL (180 per N
30 days) CELLCEPT ORAL 4 PA; MO

BOSULIF ORAL 4 PA; MO:; TABLET

CAPSULE 50 MG QL (330 per COMETRIQ ORAL 4 PA; MO;

30 days) CAPSULE 100 QL (56 per

BOSULIF ORAL 4 PA; MO:; MG/DAY (80 MG 28 days)

TABLET 100 MG QL (90 per X1-20 MG X1)

30 days) COMETRIQ ORAL 4 PA; MO:;

BOSULIF ORAL 4 PA; MO; CAPSULE 140 QL (112 per

TABLET 400 MG, QL (30 per MG/DAY (80 MG 28 days)

500 MG 30 days) X1-20 MG X3)

BRAFTOVI 4 PA; MO; COMETRIQ ORAL 4 PA; MO;
LA; QL CAPSULE 60 QL (84 per
(180 per 30 MG/DAY 20 MG X 28 days)
days) 3/DAY)

BRUKINSA 4 PA; LA; QL COPIKTRA 4 PA; LA; QL
(120 per 30 (60 per 30
days) days)

CABOMETYX 4 PA; MO; COTELLIC 4 PA; MO;
LA; QL (30 LA; QL (63
per 30 days) 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.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
cyclophosphamide 1 PA; MO ELIGARD (6 2 PA; MO
oral capsule MONTH)
CYCLOPHOSPHA 2 PA ENSPRYNG 4 PA; MO
l;’giEOTRAL ENVARSUS XR PA; MO
ERIVEDGE 4  PA;MO;

cyclosporine 1 PA; MO QL (30 per
il or! S0

p . 1 PA ERLEADA ORAL 4 PA; MO;
cye d‘?jipfl””e 1 TABLET 240 MG QL (30 per
modified ora

30d

solution ays)

) ERLEADA ORAL 4 PA; MO;
cycloslporme oral 1 PA; MO TABLET 60 MG QL (120 per
capsule 30 days)
DANZITEN 4 P1A1;2QL )% erlotinib oral tablet 4 PA; MO;

El per 100 mg, 150 mg QL (30 per
ays) 30 days)
cllcolzatmlblzgal tabégt 4 g‘i;gg); erlotinib oral tablet 4 PA; MO;
me, 15U me, per 25 mg QL (60 per
mg, 80 mg 30 days) 30 days)
dasatinib oral tablet 4 PA; MO; EULEXIN
20 mg QL (90 per
30 days) everf)limus . PA; MO;
dasatinib oral tablet 4 PA; MO; (antineoplastic) oral QL (30 per
70 mg QL’ (60 I;er tablet 30 days)
30 days) everolimus 4 PA; MO;
DAURISMO ORAL 4 PA: MO (antineoplastic) oral QL (150 per
TABLET 100 MG QL’(3O 1.’;er tablet for suspension 30 days)
2
30 days) ne
li 4 PA; MO;
DAURISMO ORAL 4  PA; MO; ?ve’;." i ) oral oL (90
TABLET 25 MG QL (60 per aineoprastic) ord pet
30d tablet for suspension 30 days)
ays) 3 mg
ELIGARD PA; MO everolimus 4 PA; MO;
ELIGARD (3 2 PA; MO antineoplastic) oral QL (60 per
P p
MONTH) tablet for suspension 30 days)
ELIGARD (4 2 PA;MO > mg
MONTH)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
everolimus 1 PA; MO GILOTRIF 4 PA; MO;
(immunosuppressive QL (30 per
) oral tablet 0.25 mg 30 days)
everolimus 4 PA; MO GLEEVEC ORAL 4 PA; MO;
(immunosuppressive TABLET 100 MG QL (180 per
) oral tablet 0.5 mg, 30 days)
0.75 mg, I mg GLEEVEC ORAL 4 PA;MO;
exemestane 3 MO TABLET 400 MG QL (60 per
FEMARA MO 30 days)
FIRMAGONKITW 4  PA;MO GLEOSTINE ORAL [ty MO
CAPSULE 10 MG,
DILUENT 40
SYRINGE MG
SUBCUTANEOUS GLEOSTINE ORAL 4 MO
RECON SOLN 120 CAPSULE 100 MG
MG GOMEKLI ORAL 4  PA:QL
FIRMAGON KIT W 3 PA; MO CAPSULE 1 MG (126 per 28
DILUENT days)
gggg%iNEOUs GOMEKLI ORAL 4  PA:;QL (84
CAPSULE 2 MG 28d
RECON SOLN 80 per 28 days)
MG GOMEKLI ORAL 4  PA;QL
e TABLET FOR (168 per 28
FOTIVDA 4 PALAQL SUSPENSION days)
(21 per 28
days) HYDREA 3 MO
FRUZAQLA ORAL 4 PA; QL (84 hydroxyurea MO
CAPSULE 1 MG per 28 days) IBRANCE 4 PA; MO;
FRUZAQLA ORAL 4 PA; QL (21 QL (21 per
CAPSULE 5 MG per 28 days) 28 days)
GAVRETO 4  PA;LA;QL ICLUSIG 4 PA;QL(30
(120 per 30 per 30 days)
days) IDHIFA 4 PA;MO;
gefitinib 4 PA; MO; LA; QL (30
QL (30 per per 30 days)
30 days) imatinib oral tablet 1 PA; MO;
gengraf oral capsule 1 PA; MO 100 mg 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 specific coverage,
contact Customer 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 2025.
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Drug Name Requireme Drug Name Drug Requireme

nts/Limits Tier  nts/Limits
imatinib oral tablet PA; MO; ITOVEBI ORAL 4 PA; MO;
400 mg QL (60 per TABLET 9 MG QL (30 per

30 days) 30 days)
IMBRUVICA PA; QL (30 IWILFIN 4 PA;LA; QL
ORAL CAPSULE per 30 days) (240 per 30
IMBRUVICA PA: QL days)
ORAL (324 per 30 JAKAFI 4 PA; MO;
SUSPENSION days) QL (60 per
IMBRUVICA PA: QL (30 30 days)
ORAL TABLET per 30 days) JAYPIRCA ORAL 4 PA; MO;
140 MG, 280 MG, TABLET 100 MG QL (60 per
420 MG 30 days)
IMKELDI PA; MO; JAYPIRCA ORAL 4 PA; MO;

QL (280 per TABLET 50 MG QL (30 per

28 days) 30 days)
IMURAN PA; MO JYLAMVO PA; MO
INLYTA ORAL PA; MO; KANJINTI PA; MO
TABLET 1 MG QL (180 per KISQALI ORAL PA: MO:

30 days) TABLET 200 QL (21 per
INLYTA ORAL PA; MO; MG/DAY (200 MG 28 days)
TABLET 5 MG QL (120 per X 1)

30 days) KISQALI ORAL 4  PA;MO;
INQOVI PA; MO; TABLET 400 QL (42 per

QL (5 per MG/DAY (200 MG 28 days)

28 days) X 2)
INREBIC PA; MO; KISQALI ORAL 4 PA;MO;

LA; QL TABLET 600 QL (63 per

(120 per 30 MG/DAY (200 MG 28 days)

days) X 3)
IRESSA PA; MO; KLISYRI (250 MG) 4 MO

QL (30 per KOSELUGO PA

30 days)

KRAZATI PA; QL

ITOVEBI ORAL PA; MO; (1 Sb%er 30
TABLET 3 MG QL (60 per 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 specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
lapatinib 4 PA; MO; leuprolide 3 PA; MO
L (180 per subcutaneous kit
QL (180 p
30 days) LONSURF PA; MO
LAZCLUZE ORAL 4 PA; LA; QL LORBRENA ORAL 4 PA: MO:
TABLET 240 MG (30 per 30 TABLET 100 MG QL (30 per
days) 30 days)
TABLET 80 MG (60 per 30 TABLET 25 MG QL’(90 p’er
days) 30 days)
lenalidomide oral 4 PA; MO; LUMAKRAS 4 PA: MO:
capsule 10 mg, 15 QL (28 per ORAL TABLET QL (240 per
mg, 25 mg, 5 mg 28 days) 120 MG 30 days)
lenalidomide oral 4 PA; QL (28 LUMAKRAS 4 PA: MO:
capsule 2.5 mg, 20 per 28 days) ORAL TABLET QL,(IZO’per
mg 240 MG 30 days)
LENVIMA ORAL 4 PA;MO; LUMAKRAS 4 PA: MO
CAPSULE 10 QL (30 per ORAL TABLET QL (90 per
1), 4 MG ays)
LUPKYNIS 4 PA; LA; QL
LENVIMA ORAL 4 PA;MO; (180 per SO
CAPSULE 12 QL (90 per days)
MG/DAY (4 MG X 30 days)
3), 18 MG/DAY (10 LUPRON DEPOT PA; MO
MG X 1-4 MG X2), LUPRON DEPOT PA; MO
24 MG/DAY(10 MG (3 MONTH)
X2-4MGX 1
) LUPRON DEPOT 4 PA; MO
LENVIMA ORAL 4 PA; MO; (4 MONTH)
CAPSULE 14 QL (60 per '
MG/DAY(10 MG X 30 days) LUPRON DEPOT 4 PA; MO
1-4 MG X 1), 20 (6 MONTH)
MG/DAY (10 MG X LUPRON DEPOT- 4 PA; MO
2), 8 MG/DAY (4 PED (3 MONTH)
MG X 2) INTRAMUSCULA
letrozole 1 MO ?IS;%%GE KIT
LEUKERAN 4 MO :
LEUPROLIDE (3 PA; MO
MONTH)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
LUPRON DEPOT- 4 PA; MO MEKINIST ORAL 4 PA; MO;
PED TABLET 0.5 MG QL (90 per
INTRAMUSCULA 30 days)
I;EII)T 7.5 MG MEKINIST ORAL 4  PA;MO;
(PED) TABLET 2 MG QL (30 per
LUPRON DEPOT- 4 PA; MO 30 days)
PED
MEKTOVI 4 PA; MO;
INTRAMUSCULA LA:QL
R SYRINGE KIT (180 per 30
LYNPARZA 4 PA; MO; days)
QL (120 per mercaptopurine oral 4 MO
30 days) .
suspension
LYSODREN mercaptopurine oral 1 MO
LYTGOBI ORAL PA; LA; QL tablet
TABLET 12 (84 per 28 . .
thotrexate sod. 1 PA; MO
MG/DAY (4 MG X days) methotrexate sodium
3) methotrexate sodium 1 PA; MO
iccti
LYTGOBI ORAL 4 PALA;QL () ijection
TABLET 16 (112 per 28
MG/DAY (4 MG X days) MVASI PA; MO
4) MYCAPSSA PA; LA
LYTGOBI ORAL 4 PA; LA; QL mycophenolate 1 PA; MO
TABLET 20 (140 per 28 mofetil oral capsule
MG/DAY (4 MG X days)
5) mycophenolate 4 PA; MO
mofetil oral
MATULANE 4 suspension for
megestrol oral 1 PA; MO reconstitution
suspension 400 mycophenolate 1 PA; MO
mg/10 ml (40 mg/ml) mofetil oral tablet
megestrol oral 3 PA; MO mycophenolate 3 PA; MO
suspension 625 mg/5 sodium
ml (125 mg/ml) MYFORTIC PA; MO
megestrol oral tablet 1 PA; MO MYHIBBIN P Aj MO
MEKINIST ORAL 4 PA; MO; NEMLUVIO P A? MO-
RECON SOLN QL (1260 QL’(Z )
er
per 30 days) 8 dayls))

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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 2025.
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Drug Name Requireme Drug Name Drug Requireme
nts/Limits Tier  nts/Limits
NEORAL PA; MO OGSIVEO ORAL 4 PA; QL (56
NERLYNX PA: MO: TABLET 100 MG, per 28 days)
LA 150 MG
OGSIVEO ORAL 4 PA; QL
NEXAVAR PA; MO; ’
LA" QL ’ TABLET 50 MG (180 per 30
(120 per 30 days)
days) OJEMDA ORAL 4 PA; QL (96
) SUSPENSION FOR per 28 days)
NILANDRON PA; MO
’ RECONSTITUTIO
nilotinib hcl oral PA; MO; N
le 150 mg, 200 L (112
;1“; sute SOV me, 88 d(ays) pet OJEMDA ORAL 4 PA:QL (16
TABLET 400 per 28 days)
nilotinib hcl oral PA; MO; MG/WEEK (100
capsule 50 mg QL (120 per MG X 4)
30d
- 275) OJEMDA ORAL 4  PA;QL(20
nilutamide PA; MO TABLET 500 per 28 days)
NINLARO PA; MO:; MG/WEEK (100
QL (3 per MG X 5)
28 days) OJEMDA ORAL 4 PA;QL (24
NUBEQA PA; MO:; TABLET 600 per 28 days)
LA; QL MG/WEEK (100
(120 per 30 MG X 6)
days) OJJAARA 4 PA;QL (30
octreotide acetate PA; MO per 30 days)
injection solution ONTRUZANT PA
1,000 /ml, 500
e P ONUREG PA; MO;
QL (14 per
octreotide acetate PA; MO 28 days)
injection solution .
100 meg/ml, 200 ORGOVYX 4 Pﬁ), LA,28QL
mcg/ml, 50 mcg/ml (30 per
days)
ODOMZO PA; MO;
LA; QL (30 ORSERDU ORAL 4 PA; QL (30
per 30 days) TABLET 345 MG per 30 days)
) ORSERDU ORAL 4 PA; QL (90
OGIVRI PA; MO ’
’ TABLET 86 MG per 30 days)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
pazopanib 4 PA; MO; RETEVMO ORAL 4 PA; MO;
QL (120 per TABLET 120 MG, LA; QL (60
30 days) 160 MG, 80 MG per 30 days)
PEMAZYRE 4 PA; LA; QL RETEVMO ORAL 4 PA; MO;
(28 per 28 TABLET 40 MG LA; QL (90
days) per 30 days)
PIQRAY ORAL 4 PA; QL (28 REVLIMID 4 PA; MO;
TABLET 200 per 28 days) LA; QL (28
MG/DAY (200 MG per 28 days)
XD REVUFORJ ORAL 4  PA;QL
PIQRAY ORAL 4 PA; QL (56 TABLET 110 MG (120 per 30
TABLET 250 per 28 days) days)

%Gg %‘;AYG(;-(OIO) 1\;1(()}0 REVUFORJ ORAL 4 PA;QL (60
- ’ TABLET 160 MG 30d
MG/DAY (150 MG per 30 days)

X 2) REVUFORJ ORAL 4 PA; QL
TABLET 25 M 24
POMALYST 4  PA;MO; > MG Eiay(;)per 30
LA; QL (21
per 28 days) REZLIDHIA 4 PA; QL (60
PROGRAF ORAL 3 PA; MO per 30 days)
CAPSULE 0.5 MG, REZUROCK d PA; LA; QL
1 MG (30 per 30
PROGRAF ORAL 4  PA;MO days)
CAPSULE 5 MG RIABNI PA; MO
PROGRAF ORAL 3 PA; MO ROMVIMZA PA; LA; QL
GRANULES IN (8 per 28
PACKET days)
PURIXAN ROZLYTREK 4 PA; MO;
- ORAL CAPSULE QL (150 per
QINLOCK PA;LA; QL 100 MG 30 days)
(90 per 30
days) ROZLYTREK 4 PA; MO;
ORAL CAPSULE L (90
RETEVMO ORAL 4  PA;MO; 500 MG (320 d(ay sf °
CAPSULE 40 MG LA; QL (90
per 30 days) ROZLYTREK 4 PA; MO;
ORAL PELLETS IN L (336
RETEVMO ORAL 4  PA;MO; PACKET Ss d( pet
ays)
CAPSULE 80 MG LA; 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 this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Requireme Drug Name Requireme
nts/Limits nts/Limits
RUBRACA PA; MO; SPRYCEL ORAL PA; MO;
LA; QL TABLET 100 MG, QL (30 per
(120 per 30 140 MG, 50 MG, 80 30 days)
days) MG
RUXIENCE PA; MO SPRYCEL ORAL PA; MO;
RYDAPT PA; MO: TABLET 20 MG ?gdd(90 per
QL (224 per ays)
28 days) SPRYCEL ORAL PA; MO;
SANDIMMUNE PA: MO TABLET 70 MG QL (60 per
ORAL CAPSULE 30 days)
SANDOSTATIN PA; MO STIVARGA PA; MO;
INJECTION (23L (84 per
SOLUTION 100 8 days)
MCG/ML, 50 sunitinib malate PA; MO;
MCG/ML, 500 QL (28 per
MCG/ML 28 days)
SCEMBLIX ORAL PA; QL SUTENT PA; MO;
TABLET 100 MG (120 per 30 QL (28 per
days) 28 days)
SCEMBLIX ORAL PA; QL (60 TABLOID MO
SCEMBLIX ORAL PA; QL . ]
’ tacrol [ PA; MO
TABLET 40 MG (300 per 30 derofimus ord :
capsule
days)
A TAFINLAR ORAL PA; MO;
SIGNIFOR P CAPSULE QL (120 per
SIKLOS ORAL MO 30 days)
TABLET 1,000 MG TAFINLAR ORAL PA; MO;
SIKLOS ORAL MO TABLET FOR QL (840 per
TABLET 100 MG SUSPENSION 28 days)
sirolimus PA; MO TAGRISSO PA; MO;
SOLTAMOX MO LA; QL (30
per 30 days)
SOMATULINE PA; MO
DEPOT ’ TALZENNA PA; MO;
QL (30 per
sorafenib PA; MO; 30 days)
QL (120 per .
30 days) tamoxifen 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
TARGRETIN 4  PA;MO TUKYSA ORAL 4  PA;LA;QL
TASIGNA ORAL 4 PA:MO: TABLET 50 MG 3300 per 30
CAPSULE 150 MG, QL (112 per ays)
200 MG 28 days) TURALIO ORAL 4  PA;LA;QL
CAPSULE 50 MG QL (120 per ays)
30 days) TYKERB 4 PA; MO;
TAZVERIK PA: LA LA; QL
(180 per 30
TEPMETKO PA; LA days)
THALOMID ORAL 4 PA; MO; VANFLYTA 4 PA; QL (56
CAPSULE 100 MG QL (112 per per 28 days)
28d
ays) VENCLEXTA 2 PA:LA:QL
THALOMID ORAL 4  PA;MO; ORAL TABLET 10 (60 per 30
CAPSULE 50 MG QL (28 per MG days)
28 days)
VENCLEXTA 4  PA;LA;QL
TIBSOVO PA ORAL TABLET (180 per 30
toremifene MO 100 MG days)
torpenz PA; QL (30 VENCLEXTA 4 PA; LA; QL
per 30 days) ORAL TABLET 50 (30 per 30
M
TRAZIMERA 4  PA;MO G days)
TRELSTAR Y VENCLEXTA 4  PA;LA;QL
S > MO STARTING PACK (42 per 180
INTRAMUSCULA days)
R SUSPENSION
FOR VERZENIO 4  PA;MO;
RECONSTITUTIO LA; QL (60
N per 30 days)
tretinoin 4 MO VIJOICE ORAL 4  PA;QL (28
PACKET
TREXALL PA; MO
_ VIJOICE ORAL 4  PA;QL (28
TRUQAP 4 PA;QL(64 TABLET 125 MG, per 28 days)
per 28 days) 50 MG
FA%EES? 101;?4% . PS?OLA? :?OL VIJOICE ORAL 4  PA:QL (56
3 fi per TABLET 250 per 28 days)
ays) MG/DAY (200 MG
X1-50 MG X1)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
VITRAKVI ORAL 4 PA; MO; XERMELO 4 PA; LA; QL
CAPSULE 100 MG LA; QL (60 (84 per 28
per 30 days) days)
VITRAKVI ORAL 4 PA; MO; XOSPATA 4 PA; LA; QL
CAPSULE 25 MG LA; QL (90 per 30
(180 per 30 days)
days) XPOVIO PA; LA
VITRAKVI ORAL 4 PA; MO; XROMI MO
SOLUTION LA; QL
(300 per 30 XTANDI ORAL PA; MO;
days) CAPSULE QL (120 per
VIZIMPRO 4 PA;MO; 30 days)
QL (30 per XTANDI ORAL 4 PA; MO;
30 days) TABLET 40 MG QL (120 per
30d
VONJO 4  PA:QL ays)
(120 per 30 XTANDI ORAL 4 PA; MO;
days) TABLET 80 MG QL (60 per
30d
VORANIGO ORAL 4  PA; QL (60 ays)
TABLET 10 MG per 30 days) YONSA 4 PA; MO;
L (120
VORANIGO ORAL 4  PA; QL (30 3?0 d(ay 9 pet
TABLET 40 MG per 30 days)
4 A ‘ ZEJULA ORAL 4 PA; MO;
VOTRIENT I()QL’ (1}’[2% TABLET LA: QL (30
pet 30d
30 days) pet ays)
WELIREG PA LA ZELBORAF 4 PA; MO;
’ QL (240 per
XALKORI ORAL PA; MO; 30 days)
30 days)
ZOLINZA PA; MO;
XALKORI ORAL 4 PA; MO; QL (120 per
PELLET 150 MG QL (180 per
30 days)
30 days)
ZORTRESS ORAL 3 PA; MO
XALKORI ORAL 4 PA; MO; ’
TABLET 0.25 MG
PELLET 20 MG, 50 QL (120 per
MG 30 days) ZORTRESS ORAL 4 PA; MO
XATMEP 3 PA: MO TABLET 0.5 MG,
’ 0.75 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ZYDELIG 4 PA; MO; carbamazepine oral 1 MO
QL (60 per tablet
30 days) carbamazepine oral 1 MO
ZYKADIA 4 PA; MO; tablet extended
QL (90 per release 12 hr
30 days) carbamazepine oral 1 MO
ZYTIGA ORAL 4 PA; MO; tablet,chewable 100
TABLET 250 MG QL (120 per mg
30 days) CARBATROL 3 MO
ZYTIGA ORAL 4 PA; MO;
’ ’ CELONTIN ORAL 3 MO
TABLET 500 MG (3254(1(60 )per CAPSULE 300 MG
ays
clobazam oral 3 PA; MO;
AUTONOMIC suspension QL (480 per
/ CNS DRUGS, 30 days)
NEUROLOGY clobazam oral tablet 3 PA; MO;
/ PSYCH QL (60 per
30 days)
ANTICONVULS
ANTS clonazepam oral 1 MO; QL (90
tablet 0.5 mg, 1 mg per 30 days)
APTIOM ORAL 4 MO; QL (60 ]
TABLET 200 MG, per 30 days) le’;“fgp"m oral ! 1\34(% QL 20
600 MG, 800 MG aviet < mg Eiays)pel‘
APTIOM ORAL 4 MO; QL (30
clonazepam oral 1 MO; QL (90
TABLET 400 MG per 30 days) tablet,disintegrating per 30 days)
BANZEL PA; MO 0.125 mg, 0.25 mg,
BRIVIACT ORAL MO; QL 0.5 mg, 1 mg
SOLUTION (600 per 30 clonazepam oral 1 MO; QL
days) tablet, disintegrating (300 per 30
BRIVIACT ORAL 4 MO; QL (60 2 mg days)
TABLET per 30 days) DEPAKOTE 3 MO
carbamazepine oral 1 MO DEPAKOTE ER 3 MO
e prPAROTE 3 w0
i SPRINKLES
carbaquepme oral 1 MO DIACOMIT 4 PA: LA
suspension 100 mg/5
ml diazepam rectal 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
DILANTIN 30 MG 3 MO FYCOMPA ORAL 3 MO; QL (60
DILANTIN 3 MO TABLET 2 MG per 30 days)
EXTENDED 100 FYCOMPA ORAL 4 MO; QL (60
MG TABLET 4 MG, 6 per 30 days)
DILANTIN 3 MO MG
INFATABS gabapentin oral 1 MO; QL
DILANTIN-125 3 capsule 100 mg, 400 (270 per 30
mg days)
dival 1 MO
rarproex gabapentin oral 1 MO; QL
EPIDIOLEX 4 PA; MO; capsule 300 mg (360 per 30
LA days)
epitol 1 MO gabapentin oral 1 MO; QL
EPRONTIA 3 PA; MO solution 250 mg/5 ml (2160 per 30
d
EQUETRO 3 MO ays)

) ) _ gabapentin oral 1 MO; QL
eslicarbazepine oral 4 MO; QL tablet 600 mg (180 per 30
tablet 200 mg (180 per 30 days)

days)

) ) _ gabapentin oral 1 MO; QL
eslicarbazepine oral 4 MO; QL (90 tablet 800 mg (120 per 30
tablet 400 mg per 30 days) days)
eséilcarbazepine oral 4 MO; Q(I; (60 gabapentin oral 1 PA: MO:
tablet 600 mg, 800 per 30 days) tablet extended QL (30 per
mng release 24 hr 300 mg 30 days)
ethosuximide 1 MO gabapentin oral 1 PA; MO;
felbamate MO tablet extended QL (90 per
FELBATOL ORAL 4 MO release 24 hr 600 mg 30 days)
TABLET GRALISE ORAL 3 PA; MO;
FINTEPLA 4  PA:LA:QL TABLET QL (30 per

(360 per 30 EXTENDED 30 days)
days) RELEASE 24 HR
300 MG
FYCOMPA ORAL 4 MO; QL
SUSPENSION (720’ I%r 30 GRALISE ORAL 3 PA; MO;
days) TABLET QL (60 per
EXTENDED 30 days)
FYCOMPA ORAL 4 MO; QL (30 RELEASE 24 HR
TABLET 10 MG, 12 per 30 days) 450 MG, 750 MG,
MG, 8 MG 900 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
GRALISE ORAL 3 PA; MO; LAMICTAL ORAL 3 MO
TABLET QL (90 per TABLET,
EXTENDED 30 days) CHEWABLE
RELEASE 24 HR DISPERSIBLE 25
600 MG MG, 5 MG
KEPPRA ORAL 3 MO LAMICTAL 3 MO
KEPPRA XR 3 MO STARTER (BLUE)
KIT
KLONOPIN ORAL 3 MO; QL (90
TABLET 0.5 MG, 1 per 30 days) LAMICTAL R MO
MG STARTER
(GREEN) KIT
KLONOPIN ORAL 3 MO; QL
TABLET 2 MG (300 per 30 LAMICTAL R MO
days) STARTER
(ORANGE) KIT
lacosamide oral 3 MO; QL
solution (1200 per 30 LAMICTAL XR 3 MO
days) LAMICTAL XR 3 MO
lacosamide oral 3 MO; QL (60 STARTER (BLUE)
tablet 100 mg, 150 per 30 days) LAMICTAL XR 3 MO
mg, 200 mg STARTER
lacosamide oral 3 MO; QL (GREEN)
tablet 50 mg (120 per 30 LAMICTAL XR 3 MO
days) STARTER
LAMICTAL ODT 3 MO (ORANGE)
ORAL lamotrigine oral 1 MO
TABLET,DISINTE tablet
gst\A‘;[F(F}H\;g I\I/IO((}) MG, lamotrigine oral 1 MO
’ tablet disintegrating,
LAMICTAL ODT 3 dose pk
ORAL lamotrigine oral 1 MO
Zﬁ%?gg;(s){)l\]}\?é tablet extended
release 24hr
Ifﬁl]\gdg(éiAL ORAL 3 MO lamotrigine oral 1 MO
tablet, chewable
dispersible
lamotrigine oral 3 MO
tablet,disintegrating

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
lamotrigine oral 1 MO MOTPOLY XR 3 ST; MO; QL
tablets,dose pack ORAL (120 per 30
. CAPSULE,EXTEN days)
levetiracetam oral 1 MO ’
solution 100 mg/ml DED RELEASE
24HR 100 MG
levetiracet [ 1 MO
e amerd MOTPOLY XR 3 ST:MO:QL
ORAL (60 per 30
levetiracetam oral 1 MO CAPSULE,EXTEN days)
tablet extended DED RELEASE
release 24 hr 24HR 150 MG, 200
LEVETIRACETAM 3 MG
ORAL TABLET MYSOLINE MO
FOR PENSION
OR SUS 510 NAYZILAM PA; MO;
LYRICA CR ORAL 3 PA; MO; QL (10 per
TABLET QL (30 per 30 days)
EXTENDED 30 days)
RELEASE 24 HR NEURONTIN 3 MO; QL
165 MG. 82.5 MG ORAL CAPSULE (270 per 30
S 100 MG, 400 MG days)
LYRICA CR ORAL 3 PA; MO; NEURONTIN 3 MO- OL
TABLET QL (60 per OON ;Q
RELEASE 24 HR 300 MG days)
330 MG NEURONTIN 3 MO; QL
CAPSULE 100 MG, per 30 days) ays)
150 MG, 200 MG, NEURONTIN 3 MO; QL
25 MG, 50 MG, 75 ORAL TABLET (180 per 30
MG 600 MG days)
LYRICA ORAL 3 MO; QL (60 NEURONTIN 3 MO; QL
CAPSULE 225 MG, per 30 days) ORAL TABLET (120 per 30
300 MG 800 MG days)
LYRICA ORAL 3 MO;QL ONFI ORAL 4 PA;MO;
SOLUTION (900 per 30 SUSPENSION QL (480 per
days) 30 days)
methsuximide 3 MO ONFI ORAL 4 PA; MO;
TABLET QL (60 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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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oxcarbazepine oral 3 MO pregabalin oral 1 PA; MO;
suspension tablet extended QL (30 per
oxcarbazepine oral 1 MO release 24 hr 165 30 days)
tablet mg, 82.5 mg
oxcarbazepine oral 1 MO pregabalin oral 1 PA; MO;
tablet extended tablet extended QL (60 per
release 24 hr release 24 hr 330 mg 30 days)
OXTELLAR XR 3 MO PRIMIDONE S MO
ORAL TABLET
phenobarbital oral 3 PA; MO 125 MG
Jixi
e primidone oral 1 MO
phenobarbital oral 1 PA tablet 250 mg, 50 mg
tablet 100 mg, 15 ! tablet ) MO
30 me, 60 roweepra oral table
e, ST me, OV ME 500 mg
henobarbital oral 1 PA; MO
I;a be ZZ? ]ng lnfg 0;; 4 ’ rufinamide oral 4 PA; MO
mg, 64.8 mg, 97.2 suspension
mg rufinamide oral 3 PA; MO
PHENYTEK 3 MO tablet
phenytoin oral 1 SABRIL 4 i‘:’ MO;
suspension 125 mg/5
ml SPRITAM 3 MO
phenytoin oral 1 MO subvenite 1 MO
tablet,chewable subvenite starter 1 MO
phenytoin sodium 1 MO (blue) kit
extenc;’edl (O)Zal subvenite starter 1 MO
capsute mng (green) kit
pregabalin oral 1 MO; QL (50 subvenite starter 1 MO
capsule 100 mg, 150 per 30 days) (c .
orange) kit
mg, 200 mg, 25 mg,
50 mg, 75 mg SYMPAZAN ORAL 4 PA; MO;
FILM 10 MG, 20 L (60
pregabalin oral 1 MO; QL (60 MG ?0 d( ay S)p °
capsule 225 mg, 300 per 30 days)
mg SYMPAZAN ORAL 3 PA; MO;
FILM 5 MG L (60
pregabalin oral 1 MO; QL ?0 d(ays)p °f
solution (900 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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TEGRETOL ORAL 3 MO VALTOCO 2 PA; MO;
SUSPENSION L (10 per
p
TEGRETOL ORAL 3 MO 30 days)
TABLET vigabatrin 4 PA; MO;
TEGRETOL XR 3 MO LA
tiagabine 3 MO vigadrone PA; LA
TOPAMAX 3 PA: MO VIGAFYDE PA; LA
topiramate oral 1 PA; MO VIMPAT ORAL MO; QL
capsule, sprinkle 15 SOLUTION (1200 per 30
mg, 25 mg days)
topiramate oral 1 PA; MO VIMPAT ORAL 4 MO:; QL (60
capsule,extended TABLET 100 MG, per 30 days)
release 24hr 150 MG, 200 MG
topiramate oral 1 PA; MO VIMPAT ORAL 3 MO; QL
capsule,sprinkle, er TABLET 50 MG (120 per 30
24hr days)
. , XCOPRI 4 MO; QL (56
t t [ 1 PA; MO ’
tZZZma c o ’ MAINTENANCE per 28 days)
PACK
TRILEPTAL 3 MO
XCOPRI ORAL 4 MO;QL (30
TROKENDI XR 3 PAMO TABLET 100 MG, per 30 days)
ORAL 25 MG, 50 MG
CAPSULE,EXTEN
DED RELEASE XCOPRI ORAL 4 MO; QL (60
24HR 100 MG, 25 TABLET 150 MG, per 30 days)
MG, 50 MG 200 MG
TROKENDI XR 4 PA;MO XCOPRI 3 MO;QL(28
ORAL TITRATION PACK per 180
CAPSULE,EXTEN ORAL days)
DED RELEASE TABLETS,DOSE
24HR 200 MG PACK 12.5 MG
(14)- 25 MG (14)
valproic acid 1 MO
valproic acid (as 1 MO

sodium salt) oral
solution 250 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 2025.
31


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
XCOPRI 4 MO; QL (28 entacapone 3 MO
SR CATIONPACK per 150 GOCOVRI ORAL 4 PA;QL (60
ays) CAPSULE,EXTEN per 30 days)
TABLETS,DOSE
DED RELEASE
PACK 150 MG
24HR 137 MG
(14)- 200 MG (14),
50 MG (14)- 100 GOCOVRI ORAL 4 PA; QL (30
MG (14) CAPSULE,EXTEN per 30 days)
DED RELEASE
ZARONTIN 3 MO 24HR 68.5 MG
25 MG ’ INHALATION (300 per 30
CAPSULE, days)
ZONISADE 4 PA; MO W/INHALATION
zonisamide 1 PA; MO DEVICE
ZTALMY 4  PA:LA:QL LODOSYN 3 MO
(1100 per 30 NEUPRO MO
days) NOURIANZ 4 PA;MO;
ANTIPARKINSO LA; QL (30
NISM AGENTS per 30 days)
APOKYN 4 PA;MO; ONAPGO 4  PAJLA
LA; QL (90 ONGENTYS PA; MO;
per 30 days) QL (30 per
apomorphine 4 PA; QL (90 30 days)
per 30 days) PARLODEL 3
AZILECT 3 MO pramipexole 1 MO
benztropine oral 1 PA; MO rasagiline 3 MO
bromocriptine 3 MO ropinirole oral tablet 1 MO
carbidopa 3 MO ropinirole oral tablet 3 MO
carbidopa-levodopa 1 MO wa”d@d release 24
carbidopa-levodopa- 3 MO ’
entacapone RYTARY 3 MO
CREXONT 3 MO selegiline hcl 1 MO
DHIVY MO SINEMET ORAL 3 MO
_ TABLET 10-100
DUOPA 4 PA; MO MG, 25-100 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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TASMAR ORAL 4 PA; MO EMGALITY 4 PA; MO;
TABLET 100 MG SUBCUTANEOUS QL (3 per
) SYRINGE 300 30 days)
tol 4 PA; MO
olcapone : MG/3 ML (100
trihexyphenidyl 1 MO MG/ML X 3)
XADAGO 4 MO ERGOMAR 3
ZELAPAR 4 PA; MO ergotamine-caffeine 1 MO
MIGRAINE / FROVA 3 QL (27 per
CLUSTER 28 days)
HEADACHE frovatriptan 1 MO; QL (27
THERAPY per 28 days)
AIMOVIG 2 PA; MO; IMITREX ORAL 3 MO; QL (18
AUTOINJECTOR QL (1 per TABLET 100 MG per 28 days)
30d
ays) IMITREX ORAL 3 QL(I8per
AJOVY 3 PA; MO; TABLET 25 MG, 50 28 days)
AUTOINJECTOR QL (1.5 per MG
30 days)
IMITREX 3 MO;QL (8
AJOVY SYRINGE 3 PA; MO; STATDOSE per 28 days)
QL (1.5 per SUBCUTANEOUS
30 days) PEN INJECTOR 4
almotriptan malate 1 MO; QL (16 MG/0.5 ML
per 28 days) IMITREX 3 MO; QL (8
dihydroergotamine 4 QL (8 per STATDOSE per 28 days)
nasal 28 days) REFILL
SUBCUTANEOUS
eletriptan 1 MO; QL (18 CARTRIDGE 6
per 28 days) MG/0.5 ML
ELYXYB PA; MO MAXALT ORAL 3 MO:; QL (24
EMGALITY PEN 2 PA; MO; TABLET 10 MG per 28 days)
(330L d(2 per MAXALT-MLT 3 MO; QL (24
ays) ORAL per 28 days)
EMGALITY 2 PA; MO; TABLET,DISINTE
SUBCUTANEOUS QL (2 per GRATING 10 MG
SYRINGE 120 30 days) :
MG/ML migergot 4 MO
naratriptan 1 MO; QL (18

per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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NURTEC ODT 2 PA; QL (16 sumatriptan- 1 MO; QL (18
per 30 days) naproxen per 28 days)

ONZETRA XSAIL 3 MO; QL (32 TOSYMRA 3 MO; QL (24
per 28 days) per 28 days)

QULIPTA 2 PA; MO; TREXIMET 3 MO; QL (18
QL (30 per per 28 days)
30 days) TRUDHESA 4  ST;QL (12

RELPAX 3 MO; QL (18 per 28 days)
per 28 days) UBRELVY 2 PA:QL (20

REYVOW ORAL 3 PA; QL (16 per 30 days)

TABLET 100 MG per 30 days) 7AVZPRET 4 PA: MO:

REYVOW ORAL 3 PA; QL (8 QL (6 per

TABLET 50 MG per 30 days) 28 days)

rizatriptan 1 MO; QL (24 ZEMBRACE 4 MO; QL (8
per 28 days) SYMTOUCH per 28 days)

sumatriptan 3 MO; QL (18 ZOLMITRIPTAN 3 MO; QL (18
per 28 days) NASAL per 28 days)

sumatriptan 1 MO; QL (18 iI})EII{{IAOEgI?;\I; MG

succinate oral per 28 days) :

sumatriptan 3 QL (8 per zolmitriptan nasal 1 MO; QL (18

succinate 28 days) spray,non-aerosol 5 per 28 days)

subcutaneous ng

cartridge 6 mg/0.5 zolmitriptan oral 1 MO; QL (18

ml per 28 days)

sumatriptan 3 QL (8 per ZOMIG 3 MO; QL (18

succinate 28 days) per 28 days)

subcutaneous pen MISCELLANEO

injector 4 mg/0.5 ml US

sumatriptan 3 MO; QL (8 NEUROLOGICA

succinate per 28 days) L THERAPY

subcutaneous pen

injector 6 mg/0.5 ml ADLARITY

sumatriptan 3 MO; QL (8 AMPYRA 4 PA; MO;

succinate per 28 days) LA; QL (60

subcutaneous per 30 days)

solution ARICEPT 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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AUBAGIO 4 PA; MO; dimethyl fumarate 3 PA; MO;
QL (30 per oral capsule,delayed QL (120 per
30 days) release(dr/ec) 120 180 days)
AUSTEDO ORAL 4 PA;MO; fo (19)- 240 mg
TABLET 12 MG, 9 QL (120 per (46)
MG 30 days) dimethyl fumarate 4 PA; MO;
AUSTEDO ORAL 4 PA: MO: oral capsule,delayed QL (60 per
TABLET 6 MG QL’ (60 I; or release(dr/ec) 240 30 days)
30 days) ng
AUSTEDO XR 4 PA: MO: donepezil oral tablet 1 MO
QL (30 per 10 mg, 5 mg
30 days) donepezil oral tablet 3 MO
AUSTEDO XR 4  PA;MO; 23 mg
TITRATION QL (28 per donepezil oral 1 MO
KT(WKI1-4) ORAL 180 days) tablet, disintegrating
ngLET’ EXTAREL EVRYSDI ORAL 4 PA;MO;
ane 1234?35(})31\5’[ GCK RECON SOLN LA; QL
e (240 per 30
BAFIERTAM 4 PA; MO; days)
QLd(lzo per EVRYSDI ORAL 4  PA:MO:;
30 days) TABLET LA; QL (30
COPAXONE 4 PA; MO; per 30 days)
SYRINGE 20 30 days)
MG/ML fingolimod 4 PA; MO;
L
COPAXONE 4 PA;MO; ?0 (f:}?sf .
SUBCUTANEOUS QL (12 per
SYRINGE 40 28 days) FIRDAPSE 4 PA; LA
MG/ML galantamine oral 1 MO
dalfampridine 1 PA; MO; capsule,ext rel.
QL (60 per pellets 24 hr
30 days) galantamine oral 3 MO
DAYBUE 4  PA:LA solution
dimethyl fumarate 3 PA; MO; galantamine oral 1 MO
oral capsule,delayed QL (56 per tablet
release(dr/ec) 120 28 days) GILENYA ORAL 4 PA; QL (30
mg CAPSULE 0.25 MG per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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GILENYA ORAL 4 PA; MO; MAVENCLAD (10 4 PA; MO;
CAPSULE 0.5 MG QL (30 per TABLET PACK) LA; QL (40
30 days) per 720
glatiramer 4 PA; QL (30 days)
subcutaneous per 30 days) MAVENCLAD 4 PA; MO;
syringe 20 mg/ml TABLET PACK) LA; QL (16
glatiramer 4 PA; QL (12 per 720
subcutaneous per 28 days) days)
syringe 40 mg/ml MAVENCLAD (5 PA; MO;
glatopa 4 PA: MO: TABLET PACK) LA; QL (20
subcutaneous QL (30 per per 720
syringe 20 mg/ml 30 days) days)
latova 4 PA: MO: MAVENCLAD (6 PA; MO;
(sgubcftaneous QL (12 per TABLET PACK) LA; QL (24
syringe 40 mg/ml 28 days) gz;z)zo
St Pahew MAVENCLAD (7 PA; MO;
per
EXTENDED 30 days) TABLET PACK) LA; QL (28
RELEASE 300 MG per 720
days)
HORIZANT ORAL 3 PA; MO;
TABLET QL (60 per MAVENCLAD (8 PA; MO;
EXTENDED 30 days) TABLET PACK) LA; QL (32
RELEASE 600 MG per 720
days)
INGREZZA 4 53%’ plgjxg (? L MAVENCLAD (9 PA; MO;
da TABLET PACK) LA; QL (36
ys)
per 720
INGREZZA 4  PA;LA;QL days)
INITIATION 28 per 180
PK(TARDIV) EiayS% MAYZENT ORAL PA; MO;
TABLET 0.25 MG QL (120 per
INGREZZA 4 PA; LA; QL 30 days)
SPRINKLE g; Ser 30 MAYZENT ORAL PA; MO;
TABLET 1 MG, 2 QL (30 per
KESIMPTA PEN 4 PA;MO; MG 30 days)
SSL d(;ﬁ)per MAYZENT PA:; MO:
STARTER(FOR QL (7 per
KEVEYIS 4 PA IMG MAINT) 180 days)

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

STARTER(FOR QL (12 per vastiomine tartrat 1 MO

IMG MAINT) 130 days) rivastigmine tartrate

) SKYCLARYS 4 PA; LA
memantine oral 3 PA; MO
capsule,sprinkle,er TASCENSO ODT 4 PA; MO;
24hr QL (30 per
memantine oral 1 PA; MO 30 days)

: ' CAPSULE,DELAY LA; QL (56
mzmantme oral 1 PA; MO ED per 28 days)
tablet RELEASE(DR/EC)

MEMANTINE 3 PA; MO 120 MG
ORAL
TECFIDERA ORAL 4  PA; MO;
gﬁgIIEETsaDOSE CAPSULE,DELAY LA: QL
ED (120 per 180
memantine- 1 PA; MO RELEASE(DR/EC) days)
donepezil 120 MG (14)- 240
MIPLYFFA 4  PA:LA MG (46)
NAMZARIC ORAL PA TECFIDERA ORAL 4 PA;. MO;
CAP.SPRINKLE,ER CAPSULE,DELAY LA; QIzl (60
24HR DOSE PACK ED per 30 days)
RELEASE(DR/EC)
NAMZARIC ORAL 3 PA; MO 240 MG
CAPSULE,SPRINK
LE,ER 24HR teriflunomide 4 PA; MO;
QL (30 per
NUEDEXTA PA; MO 30 days)
ormalvi PA tetrabenazine oral 3 PA; MO;
PONVORY PA; MO:; tablet 12.5 mg QL (240 per
QL (30 per 30 days)
30 days) tetrabenazine oral 4 PA; MO;
PONVORY 14- 4 PA; MO; tablet 25 mg QL (120 per
DAY STARTER QL (14 per 30 days)
PACK 180 days) VUMERITY 4 PA; MO;
RADICAVA ORS PA; MO QL (120 per
30 days)
RADICAVA ORS PA; MO
STARTER KIT WAINUA 4 PA; LA; QL
SUSP (0.8 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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XENAZINE ORAL 4 PA; MO; chlorzoxazone oral 1 PA; MO
TABLET 12.5 MG LA; QL tablet 375 mg, 500
(240 per 30 mg, 750 mg
days) cyclobenzaprine oral 1 PA; MO
XENAZINE ORAL 4 PA; MO; capsule,extended
TABLET 25 MG LA; QL release 24hr
Ell 20 per 30 cyclobenzaprine oral 3 PA; MO
ays) tablet 10 mg, 5 mg
ZEPOSIA 4 P‘i; 1;/{)0; cyclobenzaprine oral 1 PA; MO
QL (30 per tablet 7.5 mg
30 days)
DANTRIUM ORAL 3 MO
STARTER KIT (28- QL (28 per
DAY) 180 days) dantrolene oral 3 MO
ZEPOSIA 4 PA;MO; FLEQSUVY 4 MO
STARTER PACK QL (7 per meprobamate 1 MO
(7-DAY) 180 days)
MESTINON ORAL 4 MO
ZUNVEYL 3 MO
MESTINON 4 MO
MUSCLE TIMESPAN
RELAXANTS /
metaxalone oral 1 PA; MO
ANTISPASMODI tablet 400 mg, 800
C THERAPY mg
AMRIX 4 PA; MO methocarbamol oral 1 PA
baclofen oral 1 MO tablet 1,000 mg
solution 10 mg/5 ml methocarbamol oral 1 PA; MO
(2 mg/ml) tablet 500 mg, 750
baclofen oral 4 MO mg
solution 5 mg/5 ml NORGESIC 3 PA
baclofen oral 4 MO NORGESIC FORTE 3 PA
suspension ; )
orphenadrine citrate 1 PA; MO
baclofen oral tablet 1 MO oral
carisoprodol 1 PA; MO orphenadrine-asa- 1 PA
chlorzoxazone oral 1 PA caffeine oral tablet
tablet 250 mg 25-385-30 mg
OZOBAX DS 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.
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pyridostigmine 1 MO ascomp with codeine 1 MO; QL
bromide oral syrup (180 per 30
PYRIDOSTIGMINE 3 MO days)
BROMIDE ORAL BELBUCA 2 PA; MO;
TABLET 30 MG QL (60 per
pyridostigmine 1 MO 30 days)
bromide oral tablet buprenorphine hcl 1 MO
60 mg sublingual
pyridostigmine 1 MO buprenorphine 3 PA; MO;
bromide oral tablet transdermal patch QL (4 per
extended release 180 28 days)
ng butalbital- 1 MO; QL
SOMA 3 PA; MO acetaminop-caf-cod (360 per 30
tanlor | PA oral capsule 50-300- days)
y 40-30 mg
tizanidi 1 MO
ramame butalbital- 1 MO;QL
VYVGART 4 PA; MO; acetaminop-caf-cod (180 per 30
HYTRULO LA oral capsule 50-325- days)
ZANAFLEX ORAL 3 MO 40-30 mg
TABLET butalbital- 1 MO; QL
ZILBRYSQ 4 PA; LA acetaminophen (180 per 30
days
NARCOTIC )
ANALGESICS butalbital- 1 MO; QL
acetaminophen-caff (180 per 30
acetaminophen- 1 MO; QL days)
dei [ soluti 4500 per 30
?3 0?;1126;;1)”/15 qu]u ron flays) bet butalbital-aspirin- 1 MO; QL
& caffeine oral capsule (180 per 30
acetaminophen- 1 MO; QL days)
codeine oral tablet (360 per 30 BUTRANS 3 PA: MO:
300-15 mg, 300-30 days)
m QL (4 per
& 28 days)
acetaminophen- 1 MO; QL ; _
codeine oral tablet (180 per 30 codeine sulfate 1 ?i[go’ I?eI; 30
300-60 d
mg ays) days)
llzital 3 L (360
e (320 d(ays) pet codeine-butalbital- 1 MO; QL
asa-caff (180 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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DEMEROL (PF) 3 MO hydrocodone 4 PA; MO;
INJECTION bitartrate, oral QL (60 per
SYRINGE 25 only,ext.rel.24 hr 30 days)
MG/ML 100 mg, 120 mg
DEMEROL 3 MO hydrocodone 1 PA; MO;
INJECTION bitartrate, oral QL (60 per
DILAUDID ORAL 3 MO: QL only,ext.rel.24 hr 20 30 days)
LIQUID (2400 per 30 mg, 30 mg, 40 mg,
days) 60 mg, 80 mg
DILAUDID ORAL 3 MO;QL hydrocodone- I MO;QL
TABLET (1 86 per 30 acetaminophen oral (6000 per 30
days) solution 10-300 days)
mg/15 ml
endocet oral tablet 1 QL (360 per
10-325 mg, 2.5-325 30 days) hydrocodone- I QL(5550
mg, 7.5-3 2’5 mg acetaminophen oral per 30 days)
_— solution 10-325
endocet oral tablet 1 MO; QL mg/15 ml
5-325 360 per 30
"e Elays)}’)er hydrocodone- 1 MO; QL
acetaminophen oral (5550 per 30
fentanyl transdermal 3 PA; MO; solution 7.5-325 days)
patch 72 hour 100 QL (10 per mg/15 ml
/hr, 12 /hr, 30d
ggci c; Jhr ?ch : ays) hydrocodone- 1 MO; QL
Jhr, 75 h acetaminophen oral (390 per 30
MEEAL: 2 MEsTT tablet 10-300 mg, 5- days)
fentcznyl t]:ansdermal 1 PA; MO; 300 mg, 7.5-300 mg
patch 72 hour 37.5 QL (10 per _
mcg/hour, 62.5 30 days) hy drochon e 1 MO; QL
meg/hour, 87.5 acetaminophen oral (360 per 30
mcg/hour’ tablet 10-325 mg, 5- days)
325 mg, 7.5-325 mg
FIORICET 3 MO; QL
(a 80’ err 30 hydrocodone- 1 QL (360 per
days) acetaminophen oral 30 days)
tablet 2.5-325 mg
FIORICET WITH 3 MO; QL
CODEINE (180 per 30 hydrocodone- 1 MO; QL (50
days) ibuprofen per 30 days)
hydrocodone 1 PA; MO; }_ly g’r omorp h one ) 3
bitartrate, oral only, QL (90 per injection solution 10
er 12hr 30 days) (mg/m) (5 m), 10

mg/ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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hydromorphone oral 3 MO; QL methadone oral 1 PA; MO;
liquid (2400 per 30 solution 5 mg/5 ml QL (1200
days) per 30 days)
hydromorphone oral 1 MO; QL methadone oral 1 PA; MO;
tablet (180 per 30 tablet 10 mg QL (120 per
days) 30 days)
hydromorphone oral 3 PA; MO; methadone oral 1 PA; MO;
tablet extended QL (60 per tablet 5 mg QL (240 per
release 24 hr 30 days) 30 days)
HYSINGLA ER 4 PA; MO; morphine 1 MO; QL
ORAL QL (60 per concentrate oral (900 per 30
TABLET,ORAL 30 days) solution days)
I(-)II}\{IIEE){(’)E&(E}%]SII\/[ZE: morphine oral 1 PA; MO;

’ capsule, er QL (60 per
HYSINGLA ER, 3 PA; MO; multiphase 24 hr 30 days)
ORAL QL (60 per hi / ) PA: MO:
ONLY,EXT.REL.24 30 days) D e o o

capsule,extend.relea QL (90 per
HR 20 MG, 30 MG, se pellets 30 days)
40 MG, 60 MG
_ morphine oral 1 MO; QL
levorphanol tartrate 4 MO; QL solution (900 per 30
(120 per 30 d
ays)
days) h [ tabl
— morphine oral tablet 1 MO; QL
i'ne'per'zdme (pf) 1 MO (180 per 30
injection solution days)
100 mg/ml, 25
mg/ml, 50 mg/ml morphine oral tablet 1 PA; MO;
tended rel L (120
meperidine oral 1 MO; QL extendea refease ?0 d(ays) pet
solution (1200 per 30
days) MS CONTIN ORAL 3 PA; MO;
TABLET L (120
meperidine oral 1 MO; QL EXTENDED 3?0 d(ay 5) pet
tablet 50 mg (240 per 30 RELEASE 15 MG
days) 30 MG
methadone oral 1 PA; MO;
’ ’ ’ MS CONTIN ORAL 4 PA; MO;
solution 10 mg/5 ml ??gdd(600 per TABLET QL (120 per
ays) EXTENDED 30 days)
RELEASE 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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NALOCET 3 MO; QL oxycodone- 1 MO; QL
(390 per 30 acetaminophen oral (360 per 30
days) tablet 10-325 mg, days)
oxycodone oral 1 MO; QL 2'5"372§ ;12% 3-325
capsule (360 per 30 Mg, /97329 Mg
days) OXYCONTIN, 3 PA; MO;
] ORAL ONLY, QL (90 per
d [ 3 MO; QL
I (180 I?er 30 EXT.REL.12 HR 10 30 days)
days) MG, 15 MG, 20
MG, 30 MG, 40
oxycodone oral 1 MO; QL MG, 60 MG
luti 1200 per 30
sotution gays) per OXYCONTIN, 4 PA;MO;
ORAL ONLY, QL (60 per
oxycodone oral 1 MO; QL EXT.REL.12 HR 80 30 days)
tablet 10 mg, 15 mg, (180 per 30 MG
20 mg, 30 d
ne JTME ays) oxymorphone oral 1 MO; QL
oxycodone oral 1 MO; QL tablet 10 mg (360 per 30
tablet 5 mg (360 per 30 days)
d
ays) oxymorphone oral 1 MO; QL
OXYCODONE 4 QL (180 per tablet 5 mg (180 per 30
ORAL TABLET, 30 days) days)
ORAL ONLY 10 / / 1 PA: MO
MG, 15 MG, 30 MG oxymorphone ora ; ;
tablet extended QL (90 per
OXYCODONE 4 QL (360 per release 12 hr 10 mg, 30 days)
ORAL TABLET, 30 days) 15 mg, 20 mg, 30
ORAL ONLY 5 MG mg, 5 mg, 7.5 mg
oxycod(?ne— 1 QL (1860 oxymorphone oral 4 PA; MO;
acetaminophen oral per 30 days) tablet extended QL (90 per
solution 5-325 mg/5 release 12 hr 40 mg 30 days)
/
" PERCOCET ORAL 3 MO; QL
oxycodone- d QL (390 per TABLET 10-325 (360 per 30
acetaminophen oral 30 days) MG, 5-325 MG, 7.5- days)
tablet 10-300 mg, 5- 325 MG
300 mg, 7.5-300
e ne PROLATE ORAL 4  MO;QL
SOLUTION (2000 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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prolate oral tablet 1 MO; QL CELEBREX 3
(390 per 30 celecoxib 1 MO
days)
CONZIP 3 PA; MO;
ROXICODONE 3 MO; QL QL (30 per
ORAL TABLET 15 (180 per 30 30 days)
MG, 30 MG days)
DAYPRO 3 ST; MO
ROXYBOND 3 QL (180 per ’
ORAL TABLET, 30 days) DICLOFENAC 3 PA; QL (60
ORAL ONLY 10 EPOLAMINE per 30 days)
MG diclofenac potassium 1 MO
ROXYBOND 3 MO; QL oral capsule
ORAL TABLET, (180 per 30 diclofenac potassium 1 MO; QL (9
ORAL ONLY 15 days) oral powder in per 30 days)
ROXYBOND 3 MO; QL diclofenac potassium 4 MO
ORAL ONLY 5 MG d
ays) diclofenac potassium 1 MO
SUBLOCADE 4 MO oral tablet 50 mg
lencon 1 QL (180 per diclofenac sodium 1 MO
30 days) oral
XTAMPZA ER 3 PA; MO; diclofenac sodium 1 MO; QL
QL (90 per topical drops (300 per 28
30 days) days)
NON- diclofenac sodium 4 MO; QL
NARCOTIC topical solution in (224 per 28
ANALGESICS metered-dose pump days)
ARTHROTEC 50 3 ST; MO diclofenac- 3 MO
ARTHROTEC 75 3 ST;MO misoprostol
buprenorphine- 1 MO diftunisal ! MO
naloxone etodolac oral 1 MO
butorphanol nasal 3 MO; QL (10 capsule
per 28 days) etodolac oral tablet 1 MO
CAMBIA 3 ST; MO; QL etodolac oral tablet 3 MO
(9 per 30 extended release 24
days) hr

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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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fenoprofen oral 1 MO LODINE ORAL 3 ST
capsule 400 mg TABLET
flector 3 PA; MO; lofena 4 MO
QL (60 per lofexidine 4 PA; MO
30 days)
LUCEMYRA 4 PA; MO
flurbiprofen oral 1 MO
tablet 100 mg meclofenamate 1 MO
ibu oral tablet 600 1 MO mefenamic acid 1 MO
mg, 800 mg meloxicam oral 1 MO; QL (30
ibuprofen oral 1 MO tablet per 30 days)
suspension meloxicam 1 MO; QL (30
ibuprofen oral tablet 1 MO submicronized per 30 days)
400 mg, 800 mg nabumetone 1 MO
ibuprofen oral tablet 1 naloxone injection 1 MO
600 mg solution
ibuprofen-famotidine 1 MO naloxone injection 1
INDOCIN ORAL 3 MO syringe 0.4 mg/ml
lled syri
INDOCINRECTAL 4 MO (prefilled syringe)
) ) naloxone injection 1 MO
indomethacin oral 1 MO syringe 0.4 mg/ml, 1
indomethacin rectal 4 MO mg/ml
suppository 50 mg naltrexone 1 MO
JOURNAVX 3 MO QC% (30 NAPRELAN CR 3 ST; MO
per 90 days) ORAL TABLET,
ketoprofen oral 1 ER MULTIPHASE
capsule 25 mg, 50 24 HR 375 MG, 750
mg MG
ketoprofen oral 1 MO NAPRELAN CR 3 ST
capsule,ext rel. ORAL TABLET,
pellets 24 hr 200 mg ER MULTIPHASE
ketorolac oral 1 24 HR 500 MG
KLOXXADO 3 MO naproxen L MO
LICART 3 PA: MO: naproxen sodium 1 MO
QL (30 per cj)l;c(l)l tablet 275 mg,
30 days) me

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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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naproxen sodium 1 MO TRAMADOL 3 PA; MO;
oral tablet, er ORAL QL (30 per
multiphase 24 hr CAPSULE,ER 30 days)
naproxen- 4 MO 1137IP8};ASE 24 HR
esomeprazole -
TRAMADOL 3 PA; MO;
NARCAN 3 MO ’ ’
ORAL QL (30 per
NUCYNTA ER 3 PA; MO; CAPSULE,ER 30 days)
QL (60 per BIPHASE 24 HR
30 days) 25-75 100 MG, 200
NUCYNTA ORAL 3 MO; QL MG
TABLET 100 MG (181 per 30 tramadol oral tablet 1 MO; QL
days) 100 mg (120 per 30
NUCYNTA ORAL 3 MO; QL days)
TABLET 50 MG (362 per 30 TRAMADOL 3 MO; QL
days) ORAL TABLET 25 (120 per 30
NUCYNTA ORAL 3 MO; QL MG, 75 MG days)
TABLET 75 MG (242 per 30 tramadol oral tablet 1 MO; QL
days) 50 mg (240 per 30
OPVEE 3 MO days)
oxaprozin oral tablet 3 MO tramadol oral tablet 1 PA; MO;

) extended release 24 QL (30 per
pentazocine- 1 MO; QL hr 30 days)
naloxone (325 per 30

days) tramadol- 1 MO; QL

taminoph 240 30

Diroxicam 1 MO acetaminophen fi ays)per
SPRIX S ST ZIPSOR ST; MO
SUBOXONE 3 MO ZUBSOLV 3 MO
sulindac 1 MO
TOLECTIN 600 4 ST
tolmetin oral capsule 1
tolmetin oral tablet 1

600 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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PSYCHOTHERA APLENZIN 4 MO:; QL (30
PEUTIC DRUGS per 30 days)
ABILIFY 4 MO; QL APTENSIO XR 3 ST; MO
ASIMTUFII (2.4 per 56 aripiprazole oral 3 MO
R
SUSPENSION.EXT aripiprazole oral 1 MO; QL (30
ENDED REL ’ tablet per 30 days)
SYRING 720 aripiprazole oral 3 MO; QL (60
MG/2.4 ML tablet, disintegrating per 30 days)
ABILIFY 4 MO; QL ARISTADA INITIO 4 MO; QL
ASIMTUFII (3.2 per 56 (4.8 per 365
INTRAMUSCULA days) days)
R ARISTADA 4  MO:;QL
SUSPENSION,EXT INTRAMUSCULA (3.9 per 56
ENDED REL R days)
SYRING 960 SUSPENSION,EXT
ABILIFY 4 MO;QL (1 SYRING 1,064
MAINTENA per 28 days) MG/3.9 ML
ABILIFY ORAL 3 MO; QL (30 ARISTADA 4 MO; QL
TABLET per 30 days) INTRAMUSCULA (1.6 per 28
R days)
ADDERALL ORAL 3 MO
TABLET 20 MG. 5 SUSPENSION,EXT
MG. 7.5 MG ’ ENDED REL
S SYRING 441
ADDERALL XR 3 ST; MO MG/1.6 ML
ADZENYS XR- 3 ST; MO ARISTADA 4 MO; QL
ODT INTRAMUSCULA (2.4 per 28
AMBIEN 3 QL (30 per R days)
30 days) SUSPENSION,EXT
. ENDED REL
AMBIEN CR 3 MO; QL (30 SYRING 662
per 30 days) MG/2.4 ML
amitriptyline 1 MO
amoxapine 1 MO
amphetamine sulfate 1 PA; MO
ANAFRANIL 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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ARISTADA 4 MO; QL BUPROPION HCL 3 MO; QL (30
INTRAMUSCULA (3.2 per 28 ORAL TABLET per 30 days)
R days) EXTENDED
SUSPENSION,EXT RELEASE 24 HR
ENDED REL 450 MG
E/[SE}I};I\;GI\/EI?Z bupropion hcl oral 1 MO; QL (60
: tablet sustained- per 30 days)
armodafinil 3 PA; MO; release 12 hr
3?(% d(a3}?s§) er buspirone 1 MO
CAPLYTA 3 MO; QL (30
asenapine maleate 3 MO; QL (60 QL (
per 30 days)
per 30 days)
ELEXA ORAL 3 MO; QL (30
ATIVAN ORAL 3 PA; MO; ¢ © O QL (
TABLET per 30 days)
TABLET 0.5 MG, 1 QL (90 per
MG 30 days) chlorpromazine oral 3 MO
ATIVAN ORAL 3 PA;MO; CITALOPRAM 3 MO;QL (30
TABLET 2 MG QL (150 per ORAL CAPSULE per 30 days)
30 days) citalopram oral 1 MO
atomoxetine oral 3 MO; QL (60 solution
capsule 10 mg, 18 per 30 days) citalopram oral 1 MO; QL (30
mg, 25 mg, 40 mg tablet per 30 days)
atomoxetine oral 3 MO; QL (30 clomipramine 3 MO
le 100 mg, 60 30d
ngsgoemg e bet ays) clonidine hcl oral 3 MO
. tablet extended
AUVELITY 3 ST; QL (60 release 12 hr
30d
pet ays) clorazepate 1 PA; MO;
AZSTARYS ST; MO dipotassium oral QL (180 per
BELSOMRA 2 PA;QL(30 tablet 15 mg 30 days)
per 30 days) clorazepate 1 PA; MO;
bupropion hcl oral 1 MO dipotassium oral QL (90 per
tablet tablet 3.75 mg 30 days)
bupropion hcl oral 1 MO; QL (90 cl'orazep.ate 1 PA; MO;
tablet extended per 30 days) dipotassium oral QL (360 per
release 24 hr 150 mg tablet 7.5 mg 30 days)
bupropion hcl oral 1 MO; QL (30 clozapine oral tablet 1
tablet extended per 30 days)
release 24 hr 300 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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clozapine oral 3 dexmethylphenidate 1 MO
tablet,disintegrating dextroamphetamine 1 MO
CLOZARIL ORAL 4 sulfate oral capsule,
TABLET 100 MG extended release
CLOZARIL ORAL 3 dextroamphetamine 1 MO
TABLET 25 MG sulfate oral solution
COBENFY 3 MO; QL (60 dextroamphetamine 1 MO
per 30 days) sulfate oral tablet 10
COBENFY 3 MO; QL (56 s 13 mg, 20 mg,
STARTER PACK per 180 mg, 5 mg
days) dextroamphetamine- 1 MO
CONCERTA 3 ST: MO amphetamme'oml .
capsule, er triphasic
COTEMPLA XR- 3 ST; MO 24 hr
ODT )
dextroamphetamine- 3 MO
DAYTRANA 3 ST; MO amphetamine oral
DAYVIGO 3 PA; MO; capsule,extended
QL (30 per release 24hr
30 days) dextroamphetamine- 1 MO
desipramine 1 MO amphetamine oral
tablet
DESVENLAFAXIN 3 MO;QL e
E ORAL TABLET (120 per 30 diazepam intensol 1 PA; MO;
EXTENDED days) QL (240 per
RELEASE 24 HR 30 days)
100 MG diazepam oral 1 PA; MO;
DESVENLAFAXIN 3 MO; QL (30 solution 5 mg/5 ml QL (1200
E ORAL TABLET per 30 days) (1 mg/ml) per 30 days)
EXTENDED diazepam oral tablet 1 PA; MO;
RELEASE 24 HR QL (120 per
50 MG 30 days)
desvenlafaxine 1 MO; QL (30 doxepin oral capsule 3 MO
nat 30d
suectnate pet ays) doxepin oral 3 MO
SPANSULE ORAL
doxepin oral tablet 1 MO; QL (30
CAPSULE,
EXTENDED per 30 days)

RELEASE 10 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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DRIZALMA ORAL 3 MO; QL (60 ERZOFRI 4 ST; QL (1
CAPSULE, per 30 days) INTRAMUSCULA per 28 days)
DELAYED REL R SYRINGE 156
SPRINKLE 20 MG, MG/ML
30 MG, 60 MG ERZOFRI 4  ST;QL(L5
DRIZALMA ORAL 3 MO; QL (30 INTRAMUSCULA per 28 days)
CAPSULE, per 30 days) R SYRINGE 234
DELAYED REL MG/1.5 ML
SPRINKLE 40 MG ERZOFRI 4 ST: QL
duloxetine oral 1 MO; QL (60 INTRAMUSCULA (2.25 per 28
capsule,delayed per 30 days) R SYRINGE 351 days)
release(dr/ec) 20 MG/2.25 ML
mg, 30 mg, 60 mg ERZOFRI 3 ST;QL
duloxetine oral 1 MO; QL (90 INTRAMUSCULA (0.25 per 28
capsule,delayed per 30 days) R SYRINGE 39 days)
release(dr/ec) 40 mg MG/0.25 ML
DYANAVEL XR 3 ST; MO ERZOFRI 4 ST; QL (0.5
EDLUAR 3 MO: QL (30 INTRAMUSCULA per 28 days)

per 30 days) R SYRINGE 78
MG/0.5 ML
EFFEXOR XR 3 QL (30 per :
ORAL 30 days) escitalopram oxalate 1 MO
CAPSULE.EXTEN oral solution
DED RELEASE escitalopram oxalate 1 MO; QL (30
24HR 150 MG, 37.5 oral tablet per 30 days)
MG eszopiclone 3 MO; QL (30
EFFEXOR XR 3 QL (90 per per 30 days)
ORAL 30 days) EVEKEO 3 PA;MO
CAPSULE,EXTEN
DED RELEASE FANAPT 3 ST; MO; QL
24HR 75 MG (60 per 30
EMSAM MO days)
ERZOFRI ST: QL FANAPT 3 ST; MO; QL
’ TITRATION PACK 8 180

INTRAMUSCULA (0.75 per 28 A éa;f)r
R SYRINGE 117 days)
MG/0.75 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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FETZIMA ORAL 2 QL (28 per fluvoxamine oral 1 MO; QL (60
CAPSULE.EXT 180 days) capsule,extended per 30 days)
REL 24HR DOSE release 24hr
ZoAf/[IéZ(z)é\/IG @) fluvoxamine oral 1 MO; QL (90
(26) tablet 100 mg per 30 days)
IC:?EA]I;ZSII_l}/IIﬁE %?(?IEJN 2 (325‘ d(30 f er fluvoxamine oral 1 MO; QL (30
: ays tablet 25 30d
DED RELEASE 24 vl me per 30 days)
HR fluvoxamine oral 1 MO; QL (60
tablet 50 30d
fluoxetine (pmdd) 1 QL (240 per aoret S ms pet ays)
oral tablet 10 mg 30 days) FOCALIN 3 MO
fluoxetine (pmdd) 1 QL (120 per FOCALIN XR 3 ST; MO
oral tablet 20 mg 30 days) GEODON 3 MO
fluoxetine oral 1 MO; QL (30 INTRAMUSCULA
capsule 10 mg per 30 days) R
fluoxetine oral 1 MO; QL (90 GEODON ORAL 3 MO; QL (60
capsule 20 mg per 30 days) per 30 days)
fluoxetine oral 1 MO; QL (60 guanfacine oral 1 MO
capsule 40 mg per 30 days) tablet extended
l 24 h
fluoxetine oral 1 MO; QL (4 refease i
capsule,delayed per 28 days) HALDOL 3 MO
release(dr/ec) DECANOATE
) INTRAMUSCULA
ﬂulox?tzne oral 1 MO R SOLUTION 100
solution MG/ML
fluoxetine oral tablet 1 MO; QL hal dol 1 MO
10 mg (240 per 30 aloperido
days) haloperidol 3
d t
fluoxetine oral tablet 1 MO; QL ineti Z’;fjsceu lar
20 mg Ell 20 per 30 solution 100 mg/ml
ays) (1 ml)
fluoxetine oral tablet 1 MO; QL (30 haloperidol 3 MO
60 mg per 30 days) decanoate
fluphenazine 3 MO intramuscular
decanoate solution 100 mg/ml,
. 50 mg/ml, 50
h hel 3 MO ’
fluphenazine hc mg/mi(Iml)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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 2025.
50


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
haloperidol lactate 3 MO INVEGA 4 MO; QL
injection SUSTENNA (0.75 per 28
haloperidol lactate 1 MO Egg%ﬁgg%?; A days)
!
ora MG/0.75 ML
HETLIOZ 4 PA; MO;
QL (30 per INVEGA 4 MO; QL (1
30 days) SUSTENNA per 28 days)
INTRAMUSCULA
HETLIOZ LQ 4 PA; MO; R SYRINGE 156
QL (158 per MG/ML
30d
— ays) INVEGA 4 MO;QL
imipramine hcl 3 MO SUSTENNA (1.5 per 28
imipramine pamoate 1 MO INTRAMUSCULA days)
R SYRINGE 234
INTUNIV ER 3 MO MG/1.5 ML
INVEGA 4 MO;QL INVEGA 2 MO;QL
HAFYERA (3.5 per 180 SUSTENNA (0.25 per 28
R SYRINGE 1,092 R SYRINGE 39
MG/3.5 ML MG/0.25 ML
INVEGA 4 MO; QL (5 INVEGA 4 MO; QL
HAFYERA per 180 SUSTENNA (0.5 per 28
INTRAMUSCULA days) INTRAMUSCULA days)
R SYRINGE 1,560 R SYRINGE 78
MG/5 ML MG/0.5 ML
INVEGA ORAL 3 MO;QL (30 INVEGA TRINZA 4  MO;QL
E ;AEJ?IF:ETDED per 30 days) INTRAMUSCULA (0.88 per 90
N R SYRINGE 273 days)
RELEASE 24HR 3 MG/0.88 ML
MG, 9 MG '
INVEGA TRINZA 4 MO; QL
INVEGA ORAL 3 MO; QL (60 INTRAMUSCULA (1.32 per 90
TABLET per 30 days) R SYRINGE 410 days)
EXTENDED MG/1.32 ML
RELEASE 24HR 6 '
MG INVEGA TRINZA 4 MO; QL
INTRAMUSCULA (1.75 per 90
R SYRINGE 546 days)
MG/1.75 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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INVEGA TRINZA 4 MO; QL LOREEV XR 3 PA; MO;
INTRAMUSCULA (2.63 per 90 ORAL QL (150 per
R SYRINGE 819 days) CAPSULE,EXTEN 30 days)
MG/2.63 ML DED RELEASE
JORNAY PM ST; MO 24HR 2 MG
LATUDA ORAL 4  MO;QL(30 ggiliEV XR . P’?f 1;%0;
TABLET 120 MG, per 30 days) QL (90 per
20 MG. 40 MG. 60 CAPSULE,EXTEN 30 days)
MG ’ ’ DED RELEASE
24HR 3 MG
LATUDA ORAL 4 MO; QL (60 . )
TABLET 80 MG per 30 days) loxapine succinate 1 MO
LEXAPRO ORAL 3 QL (30 per LUMRYZ 4 P‘i; 1;’{)03
TABLET 30 days) QL (30 per
30 days)
lisdexamfetamine 1 MO LUMRYZ 4 PA: MO:
lithium carbonate 1 MO STARTER PACK QL (28 per
lithium citrate 1 180 days)
LITHOBID 3 MO LUNESTA 3 MO;QL(30
30d
lorazepam intensol 1 PA; QL pet ays)
(150 per 30 lurasidone oral 3 MO; QL (30
days) tablet 120 mg, 20 per 30 days)
, 40 mg, 60
lorazepam oral 1 PA; MO; s : me, OV ME
tablet 0.5 mg, 1 mg QL (90 per lurasidone oral 3 MO; QL (60
30 days) tablet 80 mg per 30 days)
lorazepam oral 1 PA; MO; LYBALVI d ST; MO; QL
tablet 2 mg QL (150 per (30 per 30
30 days) days)
LOREEV XR 3 PA;MO; MARPLAN 3 MO
ORAL QL (30 per METADATE CD 3 ST; MO
CAPSULE,EXTEN 30 days) )
DED RELEASE methamphetamine 1 PA; MO
24HR 1 MG, 1.5 METHYLIN ORAL 3 MO
MG SOLUTION
methylphenidate 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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methylphenidate hcl 1 MO modafinil oral tablet 1 PA; MO;
oral cap,er 100 mg QL (30 per
sprinkle,biphasic 40- 30 days)
60 modafinil oral tablet 1 PA; MO;
methylphenidate hcl 1 MO 200 mg QL (60 per
oral capsule, er 30 days)
biphasic 30-70 molindone oral 3
methylphenidate hcl 3 MO tablet 10 mg, 25 mg
leailz cap suée, e(l)” molindone oral 3 MO
iphasic 50-5 tablet 5 mg
methylphgmdate hel 3 MO MYDAYIS 3 ST: MO
oral solution
NARDIL 3 MO
methylphenidate hcl 1 MO
oral tablet nefazodone 3 MO
methylphenidate hcl 3 MO NORPRAMIN 3
oral tablet extended ORAL TABLET 10
release MG, 25 MG
methylphenidate hcl 1 nortriptyline oral 1 MO
oral tablet extended capsule
release. 24hr 18 mg nortriptyline oral 3 MO
(bx rating), 27 mg solution
(bx rating), 36 mg NUPLAZID 3 PA;MO:
(bx rating), 54 mg L, 30 ’
(bx rating) QL (30 per
l Sute hel 30 days)
methylphenidate hc 1 MO ' '
oral tablet extended NUVIGIL 3 P‘i’ 1;/{)0’
release 24hr 18 mg, ?0 d( per
27 mg, 36 mg, 54 mg ays)
METHYLPHENID 3 ST;MO olanzapine I MO
ATE HCL ORAL intramuscular
TABLET olanzapine oral 1 MO; QL (30
EXTENDED tablet per 30 days)
&%156??\1[5(}247};1{1\/?(5} olanzapine oral 3 MO; QL (30
’ ’ tablet, disintegrating per 30 days)
metlhyl%zem;liate }gl,c/ 3 MO olanzapine- 1 MO
oral tablet,chewable fluoxetine
mirtazapine 1 MO ONYDA XR 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 2025.
53


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
OPIPZA ORAL 4 ST; MO; QL PAXIL ORAL 3 MO; QL (60
FILM 10 MG (90 per 30 TABLET 30 MG per 30 days)
days) perphenazine 3 MO
OPIPZA ORAL 4 ST; MO; QL :
’ ’ perphenazine- 1 MO
days)
PERSERIS 4 ST; MO; QL
OPIPZA ORAL 4 ST; MO; QL a 1;er 36 Q
FILM 5 MG (180 per 30 d
da ays)
ys)
henelzi 1 MO
paliperidone oral 3 MO; QL (30 p.ene'zzne
tablet extended per 30 days) pimozide 3 MO
release 24hr 1.5 mg, PRISTIQ 3 MO:; QL (30
3 mg, 9 mg per 30 days)
paliperidone oral 3 MO; QL (60 procentra 1 MO
tablet extended per 30 days) el MO
release 24hr 6 mg protriptyiine
PARNATE 3 MO PROVIGIL ORAL 4 PA; MO;
TABLET 200 MG QL (60 per
paroxetine hcl oral 3 MO 30 days)
Suspension PROZAC ORAL 3 QL (120 per
paroxetine hcl oral 1 MO; QL (30 CAPSULE 20 MG 30 days)
tablet 10 mg, 20 mg, 30d
0 nfg g, <1 me per 30 days) QELBREE ORAL 3 ST; QL (30
CAPSULE,EXTEN per 30 days)
paroxetine hcl oral 1 MO; QL (60 DED RELEASE
tablet 30 mg per 30 days) 24HR 100 MG, 150
paroxetine hcl oral 1 MO; QL (60 MG
tablet extended per 30 days) QELBREE ORAL 3 ST; QL (60
release 24 hr CAPSULE,EXTEN per 30 days)
paroxetine 1 MO; QL (30 DED RELEASE
mesylate(menop.sym per 30 days) 24HR 200 MG
) quetiapine oral 1 MO; QL (90
PAXIL CR 3 MO; QL (60 tablet 100 mg, 200 per 30 days)
per 30 days) mg, 25 mg, 50 mg
PAXIL ORAL 3 MO; QL (30 QUETIAPINE 3 MO; QL (90
TABLET 10 MG, 20 per 30 days) ORAL TABLET per 30 days)
MG, 40 MG 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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quetiapine oral 1 MO; QL (60 RISPERDAL 3 MO; QL (2
tablet 300 mg, 400 per 30 days) CONSTA per 28 days)
mg INTRAMUSCULA
.. R
quetiapine oral 1 MO; QL (30
tablet extended per 30 days) EE%%%\IIS{;%N’EXT
release 24 hr 150 RECON 12.5 MG/2
, 200 :
me STTME ML, 25 MG/2 ML
quetiapine oral 1 MO; QL (60 _
tablet extended per 30 days) I({JIOSIFIE"IFIA)AL 4 Moéchll‘ 2
release 24 hr 300 INTRAMUSCULA per ays)
mg, 400 mg, 50 mg R
QUILLICHEW ER 3 ST; MO SUSPENSION,EXT
QUILLIVANT XR 3 ST; MO ENDED REL
RECON 37.5 MG/2
QUVIVIQ 3 PAMO; ML, 50 MG/2 ML
QL (30 per ’
30 days) RISPERDAL ORAL 3 MO
SOLUTION
RALDESY 4 ST; MO
' RISPERDAL ORAL 3 MO; QL (60
ramelteon 1 MO; QL (30 TABLET 0.5 MG, 1 per 30 days)
per 30 days) MG, 2 MG, 3 MG
;REI];%?H ORAL 3 STMO RISPERDALORAL 3 MO; QL
TABLET 4 MG (120 per 30
EXTENDED days)
RELEASE 24HR 18
MG, 27 MG, 36 risperidone 1 MO; QL (2
MG, 45 MG, 54 microspheres per 28 days)
MG, 63 MG intramuscular
suspension,extended
?,EI];&I]?]?TOFS %[R(‘?Ié 0 3 MO rel recon 12.5 mg/2
MG ’ ml, 25 mg/2 ml
risperidone 4 QL (2 per
lS{gi/I]]“Ef];)N 3 MO microspheres 28 days)
intramuscular
REXULTI ORAL 3 MO; QL (30 suspension,extended
TABLET per 30 days) rel recon 37.5 mg/2

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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risperidone 4 MO; QL (2 SEROQUEL ORAL 3 MO; QL (60
microspheres per 28 days) TABLET 300 MG per 30 days)
intramuscular o SEROQUEL XR 3 MO; QL (30
suspension, extende ORAL TABLET per 30 days)
rel recon 50 mg/2 ml EXTENDED
risperidone oral 1 MO RELEASE 24 HR
solution 150 MG, 200 MG
risperidone oral 1 MO; QL (60 SEROQUEL XR 3 MO; QL (60
tablet 0.25 mg, 0.5 per 30 days) ORAL TABLET per 30 days)
mg, 1 mg, 2 mg, 3 EXTENDED
mg RELEASE 24 HR
risperidone oral 1 MO; QL 300 MG, 400 MG
tablet 4 mg (120 per 30 sertraline oral 1 MO; QL (30
days) capsule per 30 days)
risperidone oral 3 MO; QL (60 sertraline oral 3 MO
tablet,disintegrating per 30 days) concentrate
0.252mg, 035 mg, 1 sertraline oral tablet 1 MO; QL (60
ms, £ ms, 5 mg 100 mg, 50 mg per 30 days)
risper ldf)'fle oral ) 3 MO; QL sertraline oral tablet 1 MO; QL (30
tablet,disintegrating (120 per 30 25 mg per 30 days)
4 mg days)
. SILENOR 3 MO; QL (30
RITALIN LA 3 ST; MO per 30 days)
?féfﬁ? S)Rl\?é 2 S MO SODIUM 4 PA;LA; QL
MG ’ OXYBATE (540 per 30
(PREFERRED days)
ROZEREM 3 MO; QL (30 NDCS STARTING
per 30 days) WITH 00054)
RYKINDO 4 ST; QL (2 SUNOSI 3 PA; QL (30
per 28 days) per 30 days)
SAPHRIS 3 MO; QL (60 tasimelteon 4 PA; MO;
per 30 days) QL (30 per
SECUADO 4 MO:; QL (30 30 days)
per 30 days) thioridazine 1 MO
SEROQUEL ORAL 3 MO; QL (90 thiothixene 1 MO
TABLET 100 MG per 30 days) .
’ tranyl 3 MO
200 MG, 25 MG, 50 ranycypromine
MG trazodone 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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trifluoperazine 1 MO UZEDY 4 ST; MO; QL
. . SUBCUTANEOUS (0.14 per 28
t 3 MO
rimpramime SUSPENSION,EXT days)
TRINTELLIX 2 QL (30 per ENDED REL
30 days) SYRING 50
UZEDY 4 ST; MO; QL MG/0.14 ML
SUBCUTANEOUS (0.28 per 28 UZEDY 4 ST; MO; QL
SUSPENSION,EXT days) SUBCUTANEOUS (0.21 per 28
ENDED REL SUSPENSION,EXT days)
SYRING 100 ENDED REL
MG/0.28 ML SYRING 75
UZEDY 4 ST; MO; QL MG/0.21 ML
SUBCUTANEOUS (0.35 per 28 VALIUM 3 PA; MO:;
SUSPENSION,EXT days) QL (120 per
ENDED REL 30 days)
SYRING 125
VENLAFAXINE 3 MO; QL (30
MG/0.35 ML
BESYLATE per 30 days)
UZEDY 4 ST; MO; QL X _
SUBCUTANEOUS (0.42 per 56 venlafaxine oral 1 MO; QL (30
SUSPENSION_ EXT days) capsule,extended per 30 days)
ENDED REL ’ release 24hr 150 mg,
SYRING 150 37.5mg
MG/0.42 ML venlafaxine oral 1 MO; QL (90
UZEDY 4 ST; MO: QL capsule,extended per 30 days)
SUBCUTANEOUS (0.56 per 56 release 24hr 75 mg
SUSPENSION,EXT days) venlafaxine oral 1 MO; QL (90
ENDED REL tablet per 30 days)
E/E}%I\;(g 13/?1(3 venlafaxine oral 1 MO; QL (30
: tablet extended per 30 days)
UZEDY 4 ST; MO; QL release 24hr
SUBCUTANEOUS (0.7 per 56 VERSACLOZ 4
SUSPENSION,EXT days)
ENDED REL VIIBRYD ORAL 3 MO; QL (30
SYRING 250 TABLET per 30 days)
MG/0.7 ML vilazodone 1 MO; QL (30
per 30 days)
VRAYLAR ORAL 3 MO; QL (30
CAPSULE per 30 days)
VYVANSE 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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WAKIX 4 PA; MO; ZOLOFT ORAL 3
LA; QL (60 CONCENTRATE
per 30 days) ZOLOFT ORAL 3 QL (60 per
WELLBUTRIN SR 3 QL (60 per TABLET 100 MG, 30 days)
30 days) 50 MG
WELLBUTRIN XL 3 QL (90 per ZOLOFT ORAL 3 QL (30 per
ORAL TABLET 30 days) TABLET 25 MG 30 days)
E’éggigga R ZOLPIDEM ORAL 3 MO; QL (30
CAPSULE 30d
150 MG per 30 days)
Ipid [ tablet 1 MO; QL (30
WELLBUTRIN XL 3 QL (30 per Zotprdem orat faote ber 3&1&;5)
ORAL TABLET 30 days)
EXTENDED zolpidem oral 1 MO; QL (30
RELEASE 24 HR tablet,ext release per 30 days)
300 MG multiphase
XELSTRYM ST; MO zolpidem sublingual 1 MO; QL (30
30d
XYREM 4  PA:LA;QL per 30 days)
(540 per 30 ZURZUVAE ORAL 4 PA; MO;
days) CAPSULE 20 MG, QL (28 per
25 MG 365d
XYWAV 4  PA;LA;QL ays)
(540 per 30 ZURZUVAE ORAL 4 PA; MO;
days) CAPSULE 30 MG QL (14 per
365d
zaleplon oral 3 MO: QL (60 ays)
capsule 10 mg per 30 days) ZYPREXA 3 MO
INTRAMUSCULA
zaleplon oral 3 MO; QL (30 R
capsule 5 mg per 30 days)

i oral tab] ) ZYPREXA ORAL 3 MO; QL (30
zenzedi oral tablet MO TABLET 2.5 MG, 5 per 30 days)
10 mg, 5 mg MG
%Egig?l 1?I§AA(}L 3 MO ZYPREXA ORAL 4  MO;QL (30

’ TABLET 20 MG 30d
2.5 MG, 20 MG, 30 per 30 days)
MG, 7.5 MG
ziprasidone hcl 1 MO; QL (60
per 30 days)
ziprasidone mesylate 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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CARDIOVASC sotalol oral 1 MO
ULAR, SOTYLIZE 3 MO
HYPERTENSI TIKOSYN 3 MO
ON /LIPIDS ANTIHYPERTE
ANTIARRHYTH NSIVE
MIC AGENTS THERAPY
amiodarone oral 1 MO acebutolol 1 MO
BETAPACE AF 3 MO ALDACTONE 3 MO
) ) ORAL TABLET

disopyramide 1 MO 100 MG, 50 MG
phosphate oral
capsule ALDACTONE 3

o ORAL TABLET 25
dofetilide 3 MO MG
flecainide I MO aliskiren 3 MO
mexiletine 1 MO amiloride 1 MO
MULTAQ 2 MO amiloride- 1 MO
NORPACE CR 3 hydrochlorothiazide
NORPACE ORAL 3 MO amlodipine 1 MO
CAPSULE 100 MG amlodipine- 1 MO
NORPACE ORAL 3 benazepril
CAPSULE 150 MG amlodipine- 1 MO
pacerone oral tablet 1 MO olmesartan
100 mg, 200 mg, 400 amlodipine- 1 MO
mg

valsartan

propafenone oral 3 MO amlodipine- 1 MO

capsule,extended

release 12 h valsartan-hcthiazid
-

ATACAND T; M
propafenone oral 1 MO CAN 2 ST; MO
tablet ATACAND HCT 3 ST; MO
quinidine gluconate 1 MO atenolol 1 MO
oral atenolol- 1 MO
quinidine sulfate 1 MO chlorthalidone
oral tablet AVALIDE 3 ST;MO
sotalol af 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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AVAPRO ORAL 3 ST; MO CARDURA ORAL 3 MO; QL (60

TABLET 150 MG, TABLET 8 MG per 30 days)

300 MG CARDURA XL 3 QL (30 per

AZOR 3 ST; MO 30 days)

benazepril 1 MO CAROSPIR 3 MO

benazepril- 1 MO cartia xt 1 MO

hydrochlorothiazide carvedilol 1 MO

BENICAR 3 ST; MO carvedilol phosphate 1 MO

BENICAR HCT 3 ST; MO chlorthalidone oral 1 MO

betaxolol oral 1 MO tablet 25 mg, 50 mg

BIDIL 3 MO; QL clonidine 3 MO; QL (4
(180 per 30 per 28 days)
days) clonidine hcl oral 1 MO

bisoprolol fumarate 1 MO tablet

oral tablet 10 mg, 5 CLONIDINE HCL 3 MO

mg ORAL TABLET

bisoprolol- 1 MO EXTENDED

hydrochlorothiazide RELEASE 24 HR

bumetanide injection 3 MO COREG 3 MO

bumetanide oral 1 MO COZAAR 3 ST; MO

BYSTOLIC 3 MO DEMSER 4 PA; MO

candesartan 1 MO DIBENZYLINE 4 PA; MO

candesartan- 1 MO diltiazem hcl oral 1 MO

hydrochlorothiazid capsule,extended

captopril 1 MO release 12 hr

CARDIZEM CD 3 MO diltiazem hcl oral 1 MO

capsule,extended

CARDIZEM LA 3 MO release 24 hr 360

CARDIZEM ORAL 3 MO mg, 420 mg

TABLET 120 MG, diltiazem hcl oral 1 MO

30 MG, 60 MG capsule,extended

CARDURA ORAL 3 MO; QL (30 release 24hr 120 mg,

TABLET 1 MG, 2 per 30 days) 180 mg, 240 mg, 300

MG, 4 MG 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 MO fosinopril- 1 MO
tablet hydrochlorothiazide
diltiazem hcl oral 1 MO FUROSCIX 4 ST
tablet extended furosemide injection 3 MO
release 24 hr 120 solution
mg, 180 mg, 240 mg,
300 mg furosemide oral 1 MO
dilti el oral ) solution 10 mg/ml,
ltiazem ncl ora 40 mg/5 ml (8

tablet extended mg/ml)
release 24 hr 360
mg, 420 mg furosemide oral 1 MO
dilt-xr 1 MO tablet

' guanfacine oral 1 MO
DIOVAN 3 ST; MO rablet
DIOVAN HCT 3 ST; MO hydralazine oral 1 MO
DIURIL 3 MO hydrochlorothiazide 1 MO
doxazosin oral tablet 1 MO; QL (30 HYZAAR 3 ST: MO
1 mg, 2mg, 4 mg per 30 days) p y

} ] 1 MO
doxazosin oral tablet 1 MO; QL (60 imdapamide
8 mg per 30 days) INDERAL LA 3 MO
DYRENIUM 3 MO INNOPRAN XL 3 MO
EDARBI 2 MO INSPRA 3 MO
EDARBYCLOR 2 MO irbesartan 1 MO
EDECRIN 3 MO irbesartan- 1 MO
hydrochlorothiazid
enalapril maleate 1 MO yarochiorotiazide
lapril ) MO isosorbide- 1 MO; QL
Zn;l ap’;lll' hidzid hydralazine (180 per 30
ydrochlorotniazide days)

eplerenone 1 MO isradipine 1
ethacrynic acid 1 MO KAPSPARGO 3 MO
EXFORGE 3 ST; MO SPRINKLE
EXFORGE HCT 3 ST; MO KATERZIA 3 MO
felodipine 1 MO KERENDIA ORAL 2 PA; QL (30
fosinopril 1 MO E/IAE}BLET 10 MG, 20 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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labetalol oral tablet 1 MO NEXICLON XR 3
100 mg, 200 mg, 300 nicardipine oral 3 MO
mg
fedipi 1 MO
LASIX ORAL 3 MO nifedipine
TABLET 20 MG, 40 nimodipine oral 3 MO
MG capsule
LASIX ORAL 3 nimodipine oral 4
TABLET 80 MG solution
lisinopril 1 MO nisoldipine 1 MO
lisinopril- 1 MO NORLIQVA 3 MO
hydrochlorothiazide NORVASC 3
LOPRESSOR 3 MO NYMALIZE ORAL 4
ORAL TABLET SYRINGE 60
losartan 1 MO MG/10 ML
hydrochlorothiazide olmesartan- 1 MO
LOTENSIN ORAL 3 amlodipin-hcthiazid
TABLET 10 MG, 20 olmesartan- 1 MO
MG, 40 MG hydrochlorothiazide
matzim la 1 MO ORENITRAM 4 PA; MO;
methyldopa 1 MO MONTH 1 QL (168 per
TITRATION KT 180 days)
metolazone 1 MO
X ORENITRAM 4 PA; MO;
metoprolol succinate 1 MO MONTH 2 QL (336 per
metoprolol ta- 1 MO TITRATION KT 180 days)
hydrochlorothiaz ORENITRAM 4 PA: MO:
metoprolol tartrate 1 MO MONTH 3 QL (252 per
oral TITRATION KT 180 days)
metyrosine 4 PA; MO ORENITRAM 3 PA; MO;
’ EXTENDED 30 days)
minoxidil oral 1 MO RELEASE 0.125
moexipril 1 MO MG
nadolol 3 MO
nebivolol 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ORENITRAM 4 PA; MO; SULAR ORAL 3 MO
ORAL TABLET QL (90 per TABLET
EXTENDED 30 days) EXTENDED
RELEASE 0.25 MG, RELEASE 24 HR
1 MG, 2.5 MG 8.5 MG
ORENITRAM 4 PA; MO; TEKTURNA 3 MO
ORAL TABLET QL (720 per telmisartan 1 MO
EXTENDED 30 days)
RELEASE 5 MG telmisartan- 1 MO
lodipi
perindopril 1 MO amtodipime
erbumine telmisartan- 1 MO
hydrochlorothiazid
phenoxybenzamine 4 PA; MO Jarociioromazt
TENORETIC 100 3 MO
pindolol 1 MO
) TENORETIC 50 3 MO
prazosin 1 MO
TENORMIN ORAL 3 MO
PROCARDIA XL 3 MO TABLET 25 MG
propranolol oral 1 MO terazosin oral 1 MO; QL (30
QBRELIS 3 MO capsule 1 mg, 2 mg, per 30 days)
quinapril 1 MO 5 mg
quinapril- | MO terazosin oral 1 MO; QL (60
hydrochlorothiazide capsule 10 mg per 30 days)
ramipril MO THALITONE 3 MO
SOAANZ ORAL 3 ST fiadylt er E— MO
TABLET 20 MG, 60 TIAZAC 3 MO
MG timolol maleate oral 3 MO
SOAANZ ORAL 3 ST; MO TOPROL XL 3 MO
TABLET 40 MG
. torsemide oral 1 MO
spironolactone 1 MO
) trandolapril 1 MO
spironolacton- 1 MO :
hydrochlorothiaz trandolapril- 1 MO
1
SULAR ORAL 3 rerapant
TABLET treprostinil sodium 4 PA; MO;
EXTENDED LA
RELEASE 24 HR triamterene 1 MO
17 MG, 34 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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triamterene- 1 MO aspirin-dipyridamole MO
hydrochlorothiazid BRILINTA MO
TRIBENZOR ST; MO CABLIVI PA: LA
UPTRAVI ORAL 4 PA; MO; INJECTION KIT
TABLET ;2;3(32‘;62) cilostazol MO
y
UPTRAVI ORAL 4 PA: MO: clopidogrel oral MO; QL (30
TABLETS.DOSE LA" oL ’ tablet 75 mg per 30 days)
PACK ’ (206 per 180 dabigatran etexilate MO; QL (60
days) per 30 days)

VALSARTAN 4 ST; MO dipyridamole oral MO
ORAL SOLUTION DOPTELET (10 PA; MO:;
valsartan oral tablet 1 MO TAB PACK) LA
hydrochlorothiazide TAB PACK) LA
VASERETIC 3 MO DOPTELET (30 PA; MO;

TAB PACK) LA
VASOTEC 3 MO

EFFIENT MO
verapamil oral 1 MO

ELIQUIS MO; QL (60
VERELAN 3 per 30 days)
ZESTORETIC 3 Mo ELIQUIS DVT-PE MO; QL (74
ZESTRIL 3 MO TREAT 30D per 180
COAGULATION START days)
THERAPY eltrombopag PA; MO

olamine
ALVAIZ PA; MO

enoxaparin MO; QL (28
ARIXTRA MO subcutaneous per 28 days)
SUBCUTANEOUS syringe 100 mg/ml,
SYRINGE 10 150 mg/ml
MG/0.8 ML, 5
MG/0.4 ML, 7.5 enoxaparin MO; QL
MG/0.6 ML subcutaneous (22.4 per 28
ARIXTRA 3 MO syringe 120 mg/0.8 days)

1, 80 mg/0.8 ml

SUBCUTANEOUS L T mETe M
SYRINGE 2.5
MG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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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enoxaparin 3 MO; QL jantoven 1 MO
Sub.cutar;eoous 0 El 16.8 per 28 LOVENOX 3 MO: QL (28
syringe 30 mg/0. ays) SUBCUTANEOUS per 28 days)
mt, OV merv-o m SYRINGE 100
enoxaparin 3 MO; QL MG/ML, 150
subcutaneous (11.2 per 28 MG/ML
syringe 40 mg/0.4 ml days) LOVENOX 3 MO: QL
fondaparinux 4 MO SUBCUTANEOUS (22.4 per 28
subcutaneous SYRINGE 120 days)
syringe 10 mg/0.8 MG/0.8 ML, 80
ml, 5 mg/0.4 ml, 7.5 MG/0.8 ML
mg/0.6 mi LOVENOX 3 MO;QL
fondaparinux 3 MO SUBCUTANEOUS (16.8 per 28
subcutaneous SYRINGE 30 days)
syringe 2.5 mg/0.5 MG/0.3 ML, 60
ml MG/0.6 ML
FRAGMIN 4 MO LOVENOX 3 MO; QL
SUBCUTANEOUS SUBCUTANEOUS (11.2 per 28
SOLUTION SYRINGE 40 days)
FRAGMIN 4 MO MG/0.4 ML
SUBCUTANEOUS MULPLETA 4 PA; MO
SYRINGE 10,000 11
ANTLXA pentoxifylline 1 MO
UNIT/ML, 12,500 PLAVIX ORAL 3 MO; QL (30
ANTI-XA UNIT/0.5 TABLET 75 MG per 30 days)
ML, 15,000 ANTI- PRADAXA ORAL 3 PA; MO;
XA UNIT/0.6 ML, CAPSULE QL (60 per
18,000 ANTI-XA 30 days)
UNIT/0.72 ML,
7.500 ANTI-XA PRADAXA ORAL 4 PA; QL
PELLETS IN (120 per 30
UNIT/0.3 ML
PACKET 110 MG, days)
FRAGMIN 3 MO 30 MG, 40 MG, 50
SUBCUTANEOUS MG
SYRINGE 2,500
ANTI-XA UNIT/0.2 PRADAXA ORAL 4 PA; QL (60
ML.. 5.000 ANTI- PELLETS IN per 30 days)
XA UNIT/0.2 ML PACKET 150 MG,
20 MG
h ] ] 1 MO
eparin (porcine) prasugrel hcl 1 MO

injection 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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PROMACTA 4 PA; MO; CADUET 3 ST; MO; QL
LA (30 per 30
rivaroxaban oral 1 MO; QL (60 days)
tablet 2.5 mg per 30 days) cholestyramine (with 1 MO
SAVAYSA 3 PA: MO: L?ugar)koral powder
QL (30 per in packet
30 days) cholestyramine light 1 MO
TAVALISSE 4  PA;LA;QL OF“QPOWC’” in
(60 per 30 packet
days) colesevelam 3 MO
ticagrelor 1 MO COLESTID ORAL 3 MO
warfarin 1 MO TABLET
XARELTODVT-PE 2 MO; QL (51 ‘/’Olelj tipol oral 3
TREAT 30D per 180 packet
START days) colestipol oral tablet 3 MO
XARELTO ORAL 2 MO; QL CRESTOR 3 ST; MO; QL
SUSPENSION FOR (775 per 28 (30 per 30
RECONSTITUTIO days) days)
N EZALLOR 3 ST; QL (30
XARELTO ORAL 2 MO; QL (30 SPRINKLE per 30 days)
E/IAGBIE(I?T\/II(EJ) MG, 15 per 30 days) ezetimibe 1 MO
: timibe- 1 MO; QL (30
XARELTO ORAL 2 MO; QL (60 e é(?d (
TABLET 2.5 MG per 30 days) Stmvastann per 30 days)
fenofibrate 1 MO
LIPID/CHOLES micronized oral
TEROL capsule 130 mg, 134
LOWERING mg, 200 mg, 43 mg,
AGENTS 67 mg
amlodipine- 1 MO; QL (30 fenofibrate 1 MO
atorvastatin per 30 days) nanocrystallized
ATORVALIQ 3 ST; MO; QL FENOFIBRATE 3 MO
(600 per 30 ORAL CAPSULE
days) fenofibrate oral 1 MO
atorvastatin 1 MO; QL (30 tablet
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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fenofibric acid 3 MO niacin oral tablet 1 MO
(choline) 500 mg
FLOLIPID 3 ST; QL (300 niacin oral tablet 3 MO

per 30 days) extended release 24
fluvastatin oral 1 MO; QL (30 hr
capsule 20 mg per 30 days) NIACOR 3
Sfluvastatin oral 1 MO; QL (60 omega-3 acid ethyl 1 MO
capsule 40 mg per 30 days) esters
fluvastatin oral 1 MO; QL (30 pitavastatin calcium 1 MO; QL (30
tablet extended per 30 days) per 30 days)
release 24 hr PRALUENT PEN 3 PAIQL(Q2
gemfibrozil 1 MO per 28 days)
icosapent ethyl 1 MO pravastatin 1 MO; QL (30
JUXTAPID 4 PA;MO; per 30 days)

LA prevalite oral 1 MO
LESCOL XL 3 ST:MO:;QL powder in packet

(30 per 30 QUESTRAN 3 MO

days) LIGHT
LIPITOR 3 ST; MO; QL QUESTRAN ORAL 3 MO

(30 per 30 POWDER

days) REPATHA 2 PA;QL(6
LIPOFEN 3 MO per 28 days)
LIVALO 3 ST; MO; QL REPATHA 2 PA;QL(7

(30 per 30 PUSHTRONEX per 28 days)

days) REPATHA 2 PA:;QL(6
LOPID 3 MO SURECLICK per 28 days)
lovastatin oral tablet 1 MO; QL (30 rosuvastatin 1 MO; QL (30
10 mg per 30 days) per 30 days)
lovastatin oral tablet 1 MO; QL (60 simvastatin 1 MO; QL (30
20 mg, 40 mg per 30 days) per 30 days)
LOVAZA ST; MO TRYNGOLZA 4 PA; LA; QL
NEXLETOL PA: MO (0.8 per 30

days)
NEXLIZET PA; MO
VASCEPA 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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VYTORIN 10-10 3 ST; MO; QL ENTRESTO 2 QL (240 per
(30 per 30 SPRINKLE 30 days)
days) FILSPARI 4 PA;QL (30
VYTORIN 10-20 3 ST; MO; QL per 30 days)
5130 per 30 ivabradine 1 MO; QL (60
ays) per 30 days)
(30 per 30
days) LODOCO 3 PA; MO
VYTORIN 10-80 3 ST; MO; QL ranolazine 1 MO
(30 per 30 TRYVIO 3 PA
days)
VANRAFIA 4 PA; QL (30
WELCHOL 3 MO per 30 days)
ZETIA 3 MO VECAMYL
ZOCOR ORAL 3 ST; MO; QL VERQUVO MO; QL (30
TABLET 10 MG, 20 (30 per 30 per 30 days)
MG, 40 M
G, 40 MG days) VYNDAMAX PA: MO
ZYPITAMAG 3 ST; MO; QL A A
(30 per 30 VYNDAQEL PA; MO
days) NITRATES
MISCELLANEO ISORDIL 4 MO
Us ISORDIL MO
CARDIOVASCU TITRADOSE
LAR AGENTS ORAL TABLET 5
ATTRUBY PA MG
CAMZYOS PA; MO; isosorbide dinitrate 1 MO
QL (30 per oral tablet
30 days) isosorbide 1 MO
CORLANOR ORAL 3 QL (450 per mononitrate
SOLUTION 30 days) nitro-bid 1 MO
CORLANOR ORAL 3 MO:; QL (60 NITRO-DUR 3 MO
TABLET per 30 days) nitroglycerin 1 MO
digoxin oral 1 MO sublingual
ENTRESTO 2 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 this formulary or visit
us on the Web at express-scripts.com.
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nitroglycerin 1 MO BIMZELX 4 PA; MO;
transdermal patch SUBCUTANEOUS QL (4 per
24 hour SYRINGE 320 21 days)
nitroglycerin 3 MO MG/z ML
translingual calcipotriene scalp 1 MO; QL
NITROLINGUAL 3 MO 51120)1’“ 30
ays
NITROSTAT 3 MO
SUBLINGUAL calcipotriene topical 3 MO; QL
TABLET 0.3 MG cream (120 per 30
0.4 MG ’ days)
CALCIPOTRIENE 3 QL (120 per
NITROSTAT 3
SUBLINGUAL TOPICAL FOAM 30 days)
TABLET 0.6 MG calcipotriene topical 3 MO; QL
intment 120 per 30
DERMATOLO ointmen gays)per
GICALS/TOPI calcipotriene- 1 MO; QL
CAL betamethasone (400 per 30
THERAPY days)
ANTIPSORIATI calcitriol topical 1
C/ COSENTYX (2 4  PA;MO;
ANTISEBORRH SYRINGES) QL (10 per
EIC 28 days)
acitretin MO COSENTYX PEN 4 PA; MO;
BIMZELX 4  PA:MO:; (2 PENS) QL (10 per
AUTOINJECTOR QL (2 per 28 days)
SUBCUTANEOUS 21 days) COSENTYX 4 PA; MO;
AUTO-INJECTOR SUBCUTANEOUS QL (2.5 per
160 MG/ML SYRINGE 75 28 days)
BIMZELX 4 PA;MO; MG/0.5 ML
AUTOINJECTOR QL (4 per COSENTYX 4 PA; MO;
SUBCUTANEOUS 21 days) UNOREADY PEN QL (10 per
AUTO-INJECTOR 28 days)
320 MG/2 ML ENSTILAR 4 MO;QL
BIMZELX 4 PA; MO; (400 per 30
SUBCUTANEOUS QL (2 per days)
SYRINGE 160 21 days)
MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ILUMYA 4 PA;MO; SKYRIZI 4 PA;MO;
QL (2 per SUBCUTANEOUS QL (2 per
28 days) PEN INJECTOR 84 days)
OTULFI 3 PA; MO; SKYRIZI 4 PA;MO;
SUBCUTANEOUS QL (0.5 per SUBCUTANEOUS QL (2 per
SYRINGE 45 28 days) SYRINGE 84 days)
MG/0.5 ML SORILUX 3 MO:QL
OTULFI 4 PA; MO; (120 per 30
SUBCUTANEOUS QL (1 per days)
MG/ML OL (30 per
PYZCHIVA 3 PA; MO; 30 days)
SUBCUTANEOUS QL (0.5 per SPEVIGO R 7 o,
EE}(I)NGBE 55 28 days) SUBCUTANEOUS QL (4 per
= SYRINGE 150 28 days)
PYZCHIVA 4 PA;MO; MG/ML
SUBCUTANEOUS QL (1 per STELARA o 110
i}g}gfﬂ“: 90 28 days) SUBCUTANEOUS QL (0.5 per
SOLUTION 28 days)
SELARSDI 4 PA; MO; STELARA 4 PA: MO:
INTRAVENOUS (138L0 (; 04 per SUBCUTANEOUS QL (0.5 per
ays) SYRINGE 45 28 days)
SELARSDI 2 PA;MO; MG/0.5 ML
SUBCUTANEOUS QL (0.5 per STELARA T
E/I‘gg‘g}; 55 28 days) SUBCUTANEOUS QL (1 per
- SYRINGE 90 28 days)
SELARSDI 4  PA;MO; MG/ML
SUBCUTANEOUS QL (1 per STEQEYMA LV. 4 PA;MO;
SYRINGE 90 28 days) OL (104 per
MG/ML 180 days)
selenium sulfide 1 MO STEQEYMA 3 PA: MO:
topical lotion SUBCUTANEOUS QL (0.5 per
SILIQ 4 PA;MO; SYRINGE 45 28 days)
QL (6 per MG/0.5 ML
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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STEQEYMA 4 PA; MO; USTEKINUMAB 4 PA; MO;
SUBCUTANEOUS QL (1 per SUBCUTANEOUS QL (0.5 per
SYRINGE 90 28 days) SYRINGE 45 28 days)
MG/ML MG/0.5 ML
TACLONEX 4 MO; QL USTEKINUMAB 4 PA; MO;
TOPICAL (400 per 30 SUBCUTANEOUS QL (1 per
SUSPENSION days) SYRINGE 90 28 days)
TALTZ 4  PA:MO:; MG/ML
AUTOINJECTOR QL (1 per USTEKINUMAB- 4 PA; MO;
28 days) TTWE QL (0.5 per
TALTZ SYRINGE 4  PA:;MO; gggg\% E*EEOUS 28 days)
SUBCUTANEOUS QL (0.25 MG/0.5 ML
SYRINGE 20 per 28 days) :
MG/0.25 ML USTEKINUMAB- 4 PA; MO;
TALTZ SYRINGE 4  PA:MO:; ;Tj‘ggUTANEOUS %Ld(l per
SUBCUTANEOUS QL (0.5 per SYRINGE 90 ays)
SYRINGE 40 28 days) /
MG/0.5 ML MG/ML
TALTZ 4  PA;MO; VECTICAL
SUBCUTANEOUS QL (1 per VTAMA 4 PA; MO;
SYRINGE 80 28 days) QL (60 per
MG/ML 30 days)
TREMFYA PEN 4 PA; MO; WEZLANA 4 PA; MO;
INDUCTION PK- QL (12 per SUBCUTANEOUS QL (0.5 per
CROHN 180 days) SOLUTION 28 days)
TREMFYA PEN 4 PA; MO; WEZLANA 4 PA; MO;
SUBCUTANEOUS QL (2 per SUBCUTANEOUS QL (0.5 per
PEN INJECTOR 28 days) SYRINGE 45 28 days)
200 MG/2 ML MG/0.5 ML
TREMFYA 4 PA; MO; WEZLANA 4 PA; MO;
SUBCUTANEOUS QL (2 per SUBCUTANEOUS QL (1 per
28 days) SYRINGE 90 28 days)
USTEKINUMAB 4  PA:MO:; MG/ML
SUBCUTANEOUS QL (0.5 per YESINTEK 4 PA; MO;
SOLUTION 28 days) INTRAVENOUS QL (104 per
180 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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YESINTEK 2 PA; MO; DUPIXENT 4 PA; MO;
SUBCUTANEOUS QL (0.5 per SUBCUTANEOUS QL (8 per
SOLUTION 28 days) PEN INJECTOR 28 days)
YESINTEK 2 PA;MO; 300 MG2 ML
SUBCUTANEOUS QL (0.5 per DUPIXENT 4 PA; QL
SYRINGE 45 28 days) SYRINGE (1.34 per 28
MG/0.5 ML SUBCUTANEOUS days)
YESINTEK 4 PA;MO; SYI}INGE 100
SUBCUTANEOUS QL (1 per MG/0.67 ML
SYRINGE 90 28 days) DUPIXENT 4 PA; MO;
MG/ML SUBCUTANEOUS QL (4.56
ZORYVE 3 PA; MO; 1%4{}%}12}13\/[250 per 28 days)
QL (60 per ‘
30 days) DUPIXENT 4 PA; MO;
SUBCUTANEOUS QL (8 per
?SI S8 ULANING SYRINGE 300 28 days)
MG/2 ML
DERMATOLOGI
CALS EBGLYSS PEN 4  PA;MO;
QL (8 per
ADBRY 4 PA; MO; 28 days)
QL (6 per
28 days) EBGLYSS 4  PA;MO;
SYRINGE QL (8 per
ammonium lactate 1 MO 28 days)
CIBINQO 4 PA; MO; ELIDEL 3 PA; MO;
QL (30 per QL (100 per
30 days) 30 days)
CONDYLOX 3 MO EUCRISA 3 PA;MO;
TOPICAL GEL QL (120 per
diclofenac sodium 3 PA; MO; 30 days)
topical gel 3 % QL (100 per FILSUVEZ 4  PA;LA
28 days) : .
fluorouracil topical 1 MO
doxepin topical 1 MO; QL (45 cream 5 %
30d
pet ays) Sfluorouracil topical 1 MO
DUPIXENT 4 PA; MO; solution
SUBCUTANEOUS QL (4.56 p A
PEN INJECTOR per 28 days) HYFTOR P

200 MG/1.14 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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imiquimod topical 1 MO silver sulfadiazine 1 MO
cream in metered- <sd 1 MO
dose pump
t li topical 3 PA; MO;
imiquimod topical 1 MO derotimus fopred QL (100 per
c.ream in packet 5 % 30 days)
hdocgl"e hel pcous B MO tridacaine ii 3 PA;QL (%0
membrane solution
30d
% (40 mg/ml) pet ays)
VALCHLOR 4 PA; MO
lidocaine topical 3 PA; MO; ’
adhesive QL (90 per VEREGEN MO; QL (30
patch,medicated 5 % 30 days) per 30 days)
lidocaine topical 3 MO; QL (50 ZONALON 3 MO; QL (45
ointment per 30 days) per 30 days)
lidocaine viscous 1 ZTLIDO 3 PA; MO;
L (90
lidocaine-prilocaine 1 MO; QL (30 3?0 d(ays§) .
topical cream per 30 days)
lid ' ZYCLARA 4
idocan iii 3 PA,3(())Ile (90 TOPICAL CREAM
per 30 days) IN METERED-
methoxsalen MO DOSE PUMP 2.5 %
OPZELURA PA; MO; ZYCLARA 4 MO
QL (240 per TOPICAL CREAM
28 days) IN METERED-
) DOSE PUMP 3.75
PANRETIN 4 PA; MO o
pimecrolimus PA; MO;
QL (100 per THERAPY FOR
30 days) ACNE
podofilox 1 MO ABSORICA
prudoxin 1 MO; QL (45 ABSORICA LD 4
per 30 days) ACANYA MO
REGRANEX 4 PA; QL (15 TOPICAL GEL
SANTYL 2 MO; QL accutane oral 3
(180 per 30 capsule 10 mg, 20
days) mg, 40 mg
SILVADENE 3 MO ACZONE 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; MO clindamycin 1 MO; QL
cream phosphate topical (120 per 30
adapalene topical 1 PA; MO gel days)
gel 0.3 % clindamycin 1 MO; QL
adapalene topical 1 PA phosphate topical (150 per 30
swab gel, once daily days)
adapalene-benzoyl 1 MO clindamycin _ 1 MO; QL
. phosphate topical (120 per 30
peroxide .
lotion days)
AKLIEF 3 PA; MO
’ clindamycin 1 MO:; QL
ALTRENO 3 PA; MO phosphate topical (120 per 30
amnesteem 3 solution days)
AMZEEQ 3 MO clindamycin 1 MO; QL (60
phosphate topical per 30 days)
ARAZLO 3 PA; MO swab
ATRALIN 3 PA; MO clindamycin-benzoyl 1 MO
azelaic acid 3 MO peroxide topical gel
AZELEX 3 MO clindamycin-benzoyl 1 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
tretinoi
CLEOCIN T 3 MO;QL remnem.
TOPICAL LOTION (120 per 30 dapsone topical gel 1 MO
days) 5%
clindacin 1 QL (100 per dqpsone topical gel 1 MO
30 days) with pump
clindacin etz topical 1 MO; QL (69 DIFFERIN 3 PA
Swab per 30 days) TOPICAL CREAM
CLINDAGEL 4 QL (150 per DIFFERIN 3 PA; MO
30 days) TOPICAL GEL
WITH PUMP
clindamycin 1 QL (100 per
phosphate topical 30 days) EPIDUO FORTE 3 MO
foam EPIDUO TOPICAL 3
GEL WITH PUMP

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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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EPSOLAY 3 ST; MO RETIN-A 3 PA; MO
ery pads 1 MO RETIN-A MICRO 3 PA; MO
erythromycin with 1 MO ;l;OlgIIC:;L GEL 0.04
ethanol topical gel 0 Y. 70
erythromycin with 1 MO ;Rggl(\:]ﬁ l\égiRO 3 PA; MO
ethanol topical
solution WITH PUMP 0.06
" o %, 0.08 %
erythromycin- 1 M
benzoyl peroxide RHOFADE 3 MO
FABIOR 3 PA; MO SOOLANTRA 3 ST; MO; QL
(90 per 30

FINACEA 3 ST; MO days)
TOPICAL FOAM

tazarotene topical 3 PA; MO
isotretinoin oral 3 cream

le 10 mg, 20
,c:é? S?Oem o ’Zg me TAZAROTENE 3 PA
' ’ TOPICAL FOAM

isotretinoin oral 1 .
capsule 25 mg, 35 tazlarotene topical 3 PA; MO
mg 8¢
ivermectin topical 1 MO; QL (90 TAZORAC 3 PA; MO
cream per 30 days) tretinoin 1 PA; MO
METROCREAM 3 ST microspheres topical

gel
METROLOTION 3 ST

. tretinoin 1 PA; MO
metr onidazole 3 MO microspheres topical
topical cream gel with pump 0.08
metronidazole 3 MO %
topical gel tretinoin topical 3 PA; MO
metronidazole 3 MO cream 0.025 %, 0.05
topical lotion 70, 0.1 %
MIRVASO 3 PA; MO tretinoin topical gel 1 PA; MO
| 0.01 %, 0.025 %,

neuac MO 0.05 %
NORITATE 4 ST; MO TWYNEO 3 MO
ONEXTON 3 MO

WINLEVI 3 PA; MO
TOPICAL GEL ’
WITH PUMP zenatane 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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ZIANA clotrimazole topical 1 MO; QL (30
ZILXI ST MO SOluthn per 28 dayS)
TOPICAL clotrimazole- 1 MO; QL (45
ANTIBACTERIA betqmethasone per 28 days)
LS topical cream
- : clotrimazole- 3 MO; QL (60
gentamicin topical MO; QL (60 betamethasone per 28 days)
per 30 days) topical lotion
KLARON MO econazole nitrate 3 MO; QL (85
mupirocin MO; QL (44 per 28 days)
per 30 days) ERTACZO 3 QL (60 per
mupirocin calcium MO; QL (30 28 days)
per 30 days) EXELDERM 3 MO;QL (60
NEO-SYNALAR MO per 28 days)
sulfacetamide MO JUBLIA 3 QL (8 per
sodium (acne) 30 days)
SULFAMYLON MO ketoconazole topical 1 MO; QL (60
TOPICAL CREAM cream per 28 days)
TOPICAL ketoconazole topical 1 MO; QL
ANTIFUNGALS Joam (100 per 28
days
ciclopirox topical MO; QL (90 ¥s)
cream per 28 days) ketoconazole topical 1 MO; QL
) ) ) shampoo (120 per 28
ciclopirox topical MO; QL days)
gel (100 per 28
days) ketodan 1 QL (100 per
28 days)
ciclopirox topical MO; QL
shampoo (120 per 28 LULICONAZOLE 3 MO; QL (60
days) per 28 days)
ciclopirox topical MO; QL LUZU 3 MO; QL (60
solution (6.6 per 28 per 28 days)
days) naftifine topical 1 MO:; QL (60
ciclopirox topical MO; QL (60 cream per 28 days)
suspension per 28 days) naftifine topical gel 3 MO; QL (60
clotrimazole topical MO; QL (45 per 28 days)

cream

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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NAFTIN TOPICAL 3 MO; QL (60 XERESE 4 MO
GEL 2% per 28 days) ZOVIRAX 3 PA;MO;
nyamyc 1 MO; QL TOPICAL CREAM QL (5 per
(180 per 30 30 days)
days) ZOVIRAX 3 PA:MO:
nystatin topical 1 MO; QL (30 TOPICAL QL (30 per
cream per 28 days) OINTMENT 30 days)
nystatin topical 1 MO; QL (30 TOPICAL
ointment per 28 days) CORTICOSTER
nystatin topical 1 MO; QL OIDS
powder (180 per 30 ala-cort topical 1 MO
days) cream 1 %
triamcinolone per 28 days)
alclometasone 1 MO
nystop 1 MO; QL — :
(180 per 30 amcinonide topical 1
days) cream
oxiconazole 1 MO; QL (90 amcinonide topical 1
per 28 days) omntment
OXISTAT 3 MO:; QL (60 betamethasone 1 MO
TOPICAL LOTION per 28 days) dipropionate
tavaborole 1 MO; QL (10 betamethasone 1 MO
per 30 days) valerate
TOPICAL betamethasone, 1 MO
ANTIVIRALS augmented
acyclovir topical 1 PA; MO; BRYHALI . MO
cream QL (5 per clobetasol scalp 3 MO; QL
30 days) (100 per 28
acyclovir topical 3 PA; MO; days)
ointment QL (30 per clobetasol topical 3 MO; QL
30 days) cream 0.05 % (120 per 28
DENAVIR 3 MO;QL(5 days)
per 30 days) clobetasol topical 3 MO; QL
penciclovir 3 MO; QL (5 Joam Ella()(s))per 28
per 30 days) Y

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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clobetasol topical 3 MO; QL DERMA- 3 MO
gel (120 per 28 SMOOTHE/FS

days) SCALP OIL
clobetasol topical 3 MO; QL desonide topical 3 MO
lotion (118 per 28 cream

days) desonide topical gel 1 MO
cl.obetasol topical 3 MO; QL desonide topical 1 MO
ointment (120 per 28 loti

days) otion

d ide topical 3 MO

clobetasol topical 3 MO; QL Of;f’;:;ni oprea
shampoo (236 per 28

days) DESOWEN 3

TOPICAL CREAM

clobetasol topical 1 MO; QL _
spray,non-aerosol (125 per 28 desoximetasone 1 MO

days) diflorasone 1 MO; QL
clobetasol-emollient 3 MO; QL (120 per 30
topical cream (120 per 28 days)

days) DIPROLENE 3 MO
clobetasol-emollient 1 MO; QL (AUGMENTED)
topical foam (100 per 28 TOPICAL

days) OINTMENT
CLOBEX TOPICAL 3 QL (118 per DUOBRII 3 MO; QL
LOTION 28 days) (200 per 30

d
CLOBEX TOPICAL 3 QL (236 per ays)
SHAMPOO 28 days) fluocinolone and 3 MO
h

CLOBEX TOPICAL 3 QL (125 per shower cap
SPRAY,NON- 28 days) fluocinolone topical 3 MO
AEROSOL cream
clocortolone 1 MO fluocinolone topical 3 MO
pivalate Ointment
clodan 1 MO; QL fluocinolone topical 3 MO

(236 per 28 solution

days) fluocinonide topical 3 MO; QL
CORDRAN TAPE 3 MO cream 0.05 % (120 per 30
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 this formulary or visit
us on the Web at express-scripts.com.
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fluocinonide topical 1 MO; QL hydrocortisone 1 MO; QL
cream 0.1 % (120 per 30 butyrate topical (120 per 30
days) cream days)
fluocinonide topical 3 MO; QL hydrocortisone 1 MO; QL
gel (120 per 30 butyrate topical (118 per 30
days) lotion days)
[fluocinonide topical 3 MO; QL hydrocortisone 1 MO; QL
ointment (120 per 30 butyrate topical (120 per 30
days) ointment days)
fluocinonide topical 3 MO; QL hydrocortisone 1 MO; QL
solution (120 per 30 butyrate topical (120 per 30
days) solution days)
fluocinonide- 3 MO; QL hydrocortisone 1 MO
emollient (120 per 30 topical cream 1 %
days) hydrocortisone 1
flurandrenolide 1 MO; QL topical lotion 2 %
topical lotion El 120 per 30 hydrocortisone 1 MO
ays) topical lotion 2.5 %
1 utlcgsone cal 1 MO hydrocortisone 1 MO
propionate topica topical ointment 1
halcinonide topical 1 MO %, 2.5 %
cream hydrocortisone 1
halcinonide topical 1 topical solution
solution hydrocortisone 1 MO
halobetasol 3 MO valerate
propionate topical LEXETTE 3
cream
halobetasol ) mometasone topical 1 MO
propionate topical SYNALAR 3 MO
foam TOPICAL CREAM
halobetasol 3 MO SYNALAR 3 MO
propionate topical TOPICAL
HALOG TOPICAL 3 TEXACORT 3 MO
CREAM

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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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TOPICORT permethrin 1 MO; QL (60
TOPICAL per 30 days)
OINTMENT 0.05 % spinosad 1 MO
TOPICORT
TOPICAL DIAGNOSTIC
SPRAY,NON- S/
AEROSOL MISCELLANE
tovet emollient MO; QL OUS AGENTS
Eiil(})](s))per 28 MISCELLANEO
US AGENTS
triamcinolone MO
acetonide topical acamprosate 3 MO
cream AGRYLIN 3 MO
triamcinolone MO anagrelide 1 MO
acelonide topical ARALAST NP 4  PA;MO;
lotion
LA
trlamcz'nolone. MO AURYXIA PA: MO
acetonide topical
ointment BUPHENYL PA
triderm topical CARBAGLU PA; MO;
cream 0.5 % LA
VANOS MO; QL carglumic acid 4 PA; MO
(120 per 30 CARNITOR ORAL 3 MO
days)
T, cevimeline 3 MO
SCABICIDES / CHEMET E- A
PEDICULICIDE CLINIMIX 3 PA
S 4.25%/D5W
SULFIT FREE
crotan MO
CLINIMIX E 3 PA
ELIMITE MO:; QL (60 2.75%/D5W SULF
per 30 days) FREE
malathion MO CUVRIOR 4 PALA
NATROBA MO d10 %-0.45 %
OVIDE MO 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 this formulary or visit
us on the Web at express-scripts.com.
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d2.5 %-0.45 % 3 droxidopa oral 4 PA; MO
sodium chloride capsule 200 mg, 300
ds % and 0.9 % 3 MO mne
sodium chloride DUVYZAT 4 PA
d5 %-0.45 % sodium 3 MO ENDARI 4 PA; MO
chloride EVOXAC 3 MO
deferasirqx oral 4 PA; MO EXJADE 4 PA; MO:
granules in packet LA
deferasirox oral 1 PA; MO FABHALTA PA
tablet

) . FERRIPROX (2 PA
deferasnfox orql 1 PA; MO TIMES A DAY)
tablet, dispersible
125 mg FERRIPROX ORAL 4 PA

SOLUTION
deferasirox oral 4 PA; MO
250 mg, 500 mg TABLET 1,000 MG
deferiprone 4 PA; MO GLASSIA 4 PA; MO;
LA
dextrose 10 % and
0.2 % nacl glutamine (sickle 4 PA; MO
Il

dextrose 10 % in 3 cet)
water (d10w) INCRELEX LA
dextrose 5 % in 3 MO JADENU PA; MO
water (d5w) JADENU PA; MO
intravenous SPRINKLE
parenteral solution JOENIA 4 PA: LA: QL
dextrose 5%-0.2 % 3 (60 per 30
sod chloride days)
disulfiram oral 1 MO kionex (with 1
disulfiram oral 1 levocarnitine (with 3 MO
tablet 500 mg sugar)
droxidopa oral 3 PA; MO levocarnitine oral 3 MO

capsule 100 mg

tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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
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LITFULO 4 PA; MO; riluzole 1 PA; MO
,(228Ld(28 per risedronate oral 1 MO; QL (30
ays) tablet 30 mg per 30 days)
LITHOSTAT . SALAGEN 3 MO
LOKELMA 2 MO (PILOCARPINE)
midodrine 1 MO &%AL TABLET 5
nitisinone 4 PA; MO SALAGEN 3
NITYR 3 PA; MO; (PILOCARPINE)
LA ORAL TABLET 7.5
NORTHERA 4 PA;MO MG
OLPRUVA 4 PA; LA sodium chloride 0.9 3 MO
% intravenous
ORFADIN 4 PA; LA parenteral solution
PHEBURANE 4 PA; MO sodium chloride 3 MO
pilocarpine hcl oral 3 MO irrigation
PROLASTIN-C 4 PA; MO; sodium 4 PA; MO
INTRAVENOUS LA phenylbutyrate oral
SOLUTION powder
PYRUKYND 4 PA; LA; QL sodium 4 PA
ORAL TABLET 20 (56 per 28 phenylbutyrate oral
MG, 5 MG (4- days) tablet
ggEK PACK), 50 sodium polystyrene 1 MO
sulfonate oral
PYRUKYND 4 PA; LA; QL powder
ORAL TABLET 5 (7 per 180 SOHONOS ORAL 4  PA:LA:QL
MG days) CAPSULE 1 MG, (112 per 28
PYRUKYND 4  PA;LA;QL 1.5 MG days)
%‘{%I:ETS BOSE 5114 per 180 SOHONOS ORAL 4  PA;LA;QL
Vi ays) CAPSULE 10 MG (56 per 28
days)
RAVICTI PA; MO SOHONOS ORAL 4  PA:LA:QL
REVCOVI PA; LA CAPSULE 2.5 MG (140 per 28
REZDIFFRA PA; MO; days)
QL (30 per SOHONOS ORAL 4 PA; LA; QL
30 days) CAPSULE 5 MG (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
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SOLIRIS 4 PA; MO WEGOVY 4 PA; QL (3
. . SUBCUTANEOUS per 28 days)
th sorbitol 1 MO
o I(Wl sorbitol) PEN INJECTOR 1.7
MG/0.75 ML, 2.4
SYPRINE PA; MO MG/0.75 ML
TAVNEOS PA; LA; QL ZEMAIRA 4 PA; MO;
(180 per 30 INTRAVENOUS LA
days) RECON SOLN
THIOLA 4 PA 1,000 MG
THIOLA EC 4  PA ZEPBOUND 4 PAQL(2
TIGLUTIK 4 PA SUBCUTANEOUS per 28 days)
u PEN INJECTOR
tiopronin 4 PA; MO SMOKING
trientine oral 4 PA; MO DETERRENTS
le 250
capsure e bupropion hcl 1 MO
TRIENTINE ORAL 4 PA; MO (smoking deter)
CAPSULE 500 MG
NICOTROL NS 3 MO
ULTOMIRIS PA; MO
varenicline tartrate 3 MO
VELTASSA ORAL oral tablet 0.5 mg, 1
POWDER IN mg
PACKET 1 GRAM, —
252 GRAM varenicline tartrate 3
oral tablet 1 mg (56
VELTASSA ORAL 2 MO pack)
POWDER IN —
PACKET 16.8 varenicline tartrate 3 MO
GRAM. 8.4 GRAM oral tablets,dose
- pack
venxxiva PA EAR. NOSE /
VOYDEYA PA; LA; QL ’ A
(180 per 30 THROAT
days) MEDICATION
VYKAT XR PA: LA S
WEGOVY PA; QL (2 MISCELLANEO
SUBCUTANEOUS per 28 days) US AGENTS
PEN INJECTOR }
azelastine nasal 1 MO; QL (60
0.25 MG/0.5 ML, spray,non-aerosol per 30 days)

0.5 MG/0.5 ML, 1
MG/0.5 ML

137 meg (0.1 %)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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chlorhexidine 1 MO OTIC STEROID /
gluconate mucous ANTIBIOTIC
membrane
CIPRO HC 3 MO
ipratropium bromide 1 MO; QL (30 X X _
nasal spray,non- per 30 days) Z]lp rofl oy;lacm— 1 MO; QL
aerosol 21 meg (0.03 examethasone (7.5 per 7
%) days)
ipratropium bromide 1 MO; QL (30 n e(l)my Ci’?_ he ofi 1 MO
nasal spray,non- per 20 days) polymyxin-he otic
aerosol 42 mcg (0.06 (ear)
%) ENDOCRINE/
kourzeq 1 DIABETES
olopatadine nasal 1 MO; QL ADRENAL
(30.5 per 30 HORMONES
days)
ACTHAR 4 PA; MO
periogard 1 MO
mcinol ACTHAR 4 PA; MO
trlamcz'no one 1 MO SELEJECT
acetonide dental
AGAMREE 4 PA; LA
MISCELLANEO
UB(EIE SPRINKLE ORAL
lS’REPARATION CAPSULE,
SPRINKLE 0.5 MG,
acetic acid otic (ear) 1 MO 1 MG
ciprofloxacin hcl 3 MO ALKINDI 4
otic (ear) SPRINKLE ORAL
DERMOTIC OIL 3 Mo CAPSULE,
SPRINKLE 2 MG, 5
flac otic oil 3 MG
fluocinolone 3 MO CORTEF 3 MO
acetonide oil
CORTROPHIN 4 PA; MO
hydrocortisone- 3 MO GEL
acetic acid
deflazacort 4 PA; MO
ofloxacin otic (ear) 1 MO
dexamethasone oral 1
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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dexamethasone oral 1 MO prednisone oral 1 MO
tablet solution
dexamethasone oral 1 MO prednisone oral 1 MO
tablets,dose pack tablet
EMFLAZA 4 PA; MO; prednisone oral 1
LA tablets,dose pack 10

Sfludrocortisone 1 MO ng gai]]z)aCk) » I mg
HEMADY 3 .

prednisone oral 1 MO
hydrocortisone oral 1 MO tablets,dose pack 10
MEDROL (PAK) 3 MO mg, 5 mg
MEDROL ORAL 3 PA; MO TARPEYO 4 PA; QL
TABLET 16 MG, 4 (120 per 30
MG, 8 MG days)
MEDROL ORAL 3 PA ANTITHYROID
TABLET 2 MG AGENTS
methylprednisolone 1 PA; MO methimazole oral 1 MO
oral tablet tablet 10 mg, 5 mg
methylprednisolone 1 MO propylthiouracil 1 MO
OZCZ{ tablets,dose DIABETES
P THERAPY
ORAPRED ODT 3 PA; MO

acarbose oral tablet 1 MO; QL (90
prednisolone oral 1 MO 100 mg per 30 days)
solution

acarbose oral tablet 1 MO; QL
prednisolone oral 1 PA; MO 25 mg (360 per 30
tablet days)
prednisolone sodium 1 MO acarbose oral tablet 1 MO; QL
phosphate oral 50 mg (180 per 30
solution 10 mg/5 ml, days)
20 mg/5 ml (4 _
mg/ml), 25 mg/5 ml ACTOPLUS MET 3 MO; QL (90
(5 mg/ml), 5 mg per 30 days)
base/5 ml (6.7 mg/5 ACTOS 3 MO; QL (30
ml) per 30 days)
prednisone intensol 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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ADMELOG 3 ST; MO DAPAGLIFLOZ 3 ST; MO; QL
SOLOSTAR U-100 PROPANED- (60 per 30
INSULIN METFORMIN days)
ADMELOG U-100 3 ST;MO Ogﬁ%?ﬁjsﬁg IR
INSULIN LISPRO I
24HR 5-1,000 MG
AFREZZA 3 MO
DAPAGLIFLOZIN 2 MO; QL (30
alcohol pads 1 PA;MO PROPANEDIOL per 30 days)
ALOGLIPTIN 3 ST; MO; QL diazoxide MO
30 per 30
(30 per DROPSAFE PA
days)
ALCOHOL PREP
ALOGLIPTIN- 3 ST; MO; QL PADS
METFORMIN 60 30
Elayf)er DUETACT ORAL 3 MO:; QL (30
TABLET 30-2 MG per 30 days)
ALOGLIPTIN- 3 MO; QL (30
DUETACT ORAL 3 QL (30 per
PIOGLITAZONE 30d
per 30 days) TABLET 30-4 MG 30 days)
APIDRA 3 ST; MO » 1 A 24
SOLOSTAR U-100 exenatide PA; QL (2.
INSULIN subcutaneous pen per 30 days)
injector 10
APIDRA U-100 3 ST; MO mcg/dose(250
INSULIN mcg/ml) 2.4 ml
BAQSIMI 2 MO exenatide 1 PA; QL (1.2
BASAGLAR ST; MO subcutaneous pen per 30 days)
KWIKPEN U-100 injector 5 mcg/dose
INSULIN (250 mcg/ml) 1.2 ml
BASAGLAR 3 ST; MO FARXIGA 2 MO;QL (30
TEMPO PEN(U- per 30 days)
100)INSLN FIASP 2 MO
CYCLOSET 3 MO FLEXTOUCH U-
100 INSULIN
DAPAGLIFLOZ 3 ST; MO; QL
PROPANED- (30 per 30 FIASP PENFILL U- 2 MO
METFORMIN days) 100 INSULIN
ORAL TABLET, IR FIASP U-100 2 MO
- ER, BIPHASIC INSULIN
24HR 10-1,000 MG
’ glimepiride oral 1 MO:; QL
tablet 1 mg (240 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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
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glimepiride oral 1 MO; QL GLUCOTROL XL 3 QL (120 per
tablet 2 mg (120 per 30 ORAL TABLET 30 days)
days) EXTENDED
glimepiride oral 1 MO; QL (60 &%EASE 24HR 5
tablet 4 mg per 30 days)
glipizide oral tablet 1 MO; QL GLUMETZA ORAL 4 ST; QL (60
TABLET,ER per 30 days)
10 mg (120 per 30
days) GAST.RETENTION
24 HR 1,000 MG
GLIPIZIDE ORAL 3 MO; QL (30
GLUMETZA ORAL 4 ST; QL (120
TABLET 2.5 MG 30d ’
per 30 days) TABLET,ER per 30 days)
glipizide oral tablet 1 MO; QL GAST.RETENTION
Smg (240 per 30 24 HR 500 MG
d
ays) glyburide 1 MO
glipizide oral tablet 1 MO; QL (60 .
extended release per 30 days) gbf bur lfie J 1 MO
24hr 10 mg micronize
glipizide oral tablet 1 MO; QL glyburide-metformin ! MO
extended release (240 per 30 GLYXAMBI 2 MO; QL (30
24hr 2.5 mg days) per 30 days)
glipizide oral tablet 1 MO; QL GVOKE MO
extended release (120 per 30 GVOKE HYPOPEN MO
24hr 5 mg days) 2-PACK
glipizide-metformin 1 MO; QL GVOKE PFS 1- 2 MO
oral tablet 2.5-250 (240 per 30 PACK SYRINGE
mg days) SUBCUTANEOUS
glipizide-metformin 1 MO; QL SYRINGE 1 MG/0.2
oral tablet 2.5-500 (120 per 30 ML
mg, 3-500 mg days) HUMALOG 2 MO
glucagon emergency 1 MO JUNIOR KWIKPEN
kit (human) U-100
GLUCOTROL XL 3 MO; QL (60 HUMALOG 2 MO
ORAL TABLET per 30 days) KWIKPEN
EXTENDED INSULIN
RELEASE 24HR 10 HUMALOG MIX 2 MO

MG

50-50 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
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HUMALOG MIX 2 MO INSULIN LISPRO 2 MO
75-25 KWIKPEN PROTAMIN-
HUMALOG MIX 2 MO LISPRO
75-25(U- INVOKAMET 3 ST; MO; QL
100)INSULN (60 per 30
HUMALOG 3 ST;MO days)
TEMPO PEN(U- INVOKAMET XR 3 ST; MO; QL
100)INSULN (60 per 30
HUMALOG U-100 2 MO days)
INSULIN INVOKANA 3 ST; MO; QL
HUMULIN 70/30 2 MO 5130 per 30
U-100 INSULIN ays)
HUMULIN 70/30 2 MO JANUMET 2 MO; chIf (60
U-100 KWIKPEN per 30 days)
JANUMET XR 2 MO; QL (30
HUMULIN N NPH 2 MO ’
INSULIN ORAL TABLET, per 30 days)
ER MULTIPHASE
KWIKPEN
24 HR 100-1,000
HUMULIN N NPH 2 MO MG
U-100 INSULIN
JANUMET XR 2 MO; QL (60
HUMULIN R 2 MO ORAL TABLET, per 30 days)
REGULAR U-100 ER MULTIPHASE
INSULN 24 HR 50-1,000
HUMULIN R U-500 2 MO MG, 50-500 MG
(CONC) INSULIN JANUVIA 2 MO:; QL (30
HUMULIN R U-500 2 MO per 30 days)
(CONC) KWIKPEN JARDIANCE 2 MO:; QL (30
INPEFA 2 PA; MO; per 30 days)
QL (30 per JENTADUETO 2 MO; QL (60
30 days) per 30 days)
INSULIN 3 ST; MO JENTADUETO XR 2 MO; QL (60
GLARGINE U-300 ORAL TABLET, IR per 30 days)
CONC - ER, BIPHASIC
INSULIN 3 ST; MO 24HR 2.5-1,000 MG
GLARGINE-YFGN
INSULIN LISPRO 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,
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us on the Web at express-scripts.com.

This drug list was updated in August 2025.
88


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
JENTADUETO XR 2 MO; QL (30 metformin oral 1 MO; QL (90
ORAL TABLET, IR per 30 days) tablet 850 mg per 30 days)
'251?1’{]3511;%‘8081&(} metformin oral 1 MO; QL
o tablet extended (120 per 30
LANTUS 2 MO release 24 hr 500 mg days)
ISIEI)SI‘OI?I]I:IAR U-100 metformin oral 1 MO:; QL (60
u tablet extended per 30 days)
LANTUS U-100 2 release 24 hr 750 mg
INSULIN metformin oral 1 ST; MO; QL
liraglutide 1 PA; QL (9 tablet extended (60 per 30
per 30 days) release (osm) 24 hr days)
LYUMJEV 2 MO 1,000 mg
KWIKPEN U-100 metformin oral 1 ST; MO; QL
INSULIN tablet extended (150 per 30
LYUMJEV 2 MO release (osm) 24 hr days)
KWIKPEN U-200 500 mg
INSULIN metformin oral 1 ST; MO; QL
LYUMJEVTEMPO 3  ST: MO tablet.er (60 per 30
PEN(U- gast.retention 24 hr days)
100)INSULN 1,000 mg
LYUMIEV U-100 5 MO metformin oral 1 ST; MO; QL
tablet,er (120 per 30
INSULIN .
gast.retention 24 hr days)
MERILOG 3 ST 500 mg
MERILOG 3 ST miglitol oral tablet 1 MO; QL (90
SOLOSTAR 100 mg per 30 days)
metformin oral 1 MO; QL miglitol oral tablet 1 MO; QL
solution (765 per 30 25 mg (360 per 30
days) days)
metformin oral 1 MO:; QL (75 miglitol oral tablet 1 MO; QL
tablet 1,000 mg per 30 days) 50 mg (180 per 30
metformin oral 1 MO; QL days)
tablet 500 mg (150 per 30 MOUNJARO 2 PA; QL (2
days) per 28 days)
METFORMIN 4 MO; QL nateglinide oral 1 MO; QL (90
ORAL TABLET (120 per 30 tablet 120 mg per 30 days)
625 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
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nateglinide oral MO; QL OZEMPIC 2 PA; QL (3
tablet 60 mg (180 per 30 SUBCUTANEOUS per 28 days)
days) PEN INJECTOR

NOVOLIN 70/30 U- MO 0.25 MG OR 0.5

100 INSULIN MG (2 MG/3 ML), 1
MG/DOSE (4 MG/3

NOVOLIN 70-30 MO ML), 2 MG/DOSE

FLEXPEN U-100 (8 MG/3 ML)

NOVOLIN N MO pioglitazone 1 MO; QL (30

FLEXPEN per 30 days)

NOVOLIN N NPH MO pioglitazone- 1 MO; QL (30

U-100 INSULIN glimepiride per 30 days)

NOVOLIN R MO pioglitazone- 1 MO; QL (90

FLEXPEN metformin per 30 days)

NOVOLIN R MO PROGLYCEM 3 MO

REGULAR U100

INSULIN repaglinide oral 1 MO; QL
tablet 0.5 mg (960 per 30

NOVOLOG MO days)

FLEXPEN U-100

INSULIN repaglinide oral 1 MO; QL
tablet 1 mg (480 per 30

NOVOLOG MIX MO days)

70-30 U-100

INSULN repaglinide oral 1 MO; QL
tablet 2 mg (240 per 30

NOVOLOG MIX MO days)

70-30FLEXPEN U-

100 REZVOGLAR 3 ST; MO
KWIKPEN

NOVOLOG MO

PENFILL U-100 RYBELSUS ORAL 2 PA; QL (30

INSULIN TABLET 1.5 MG, 4 per 30 days)
MG, 9 MG

NOVOLOG U-100 MO

INSULIN ASPART RYBELSUS ORAL 2 PA; MO;
TABLET 14 MG, 3 QL (30 per
MG, 7 MG 30 days)
saxagliptin 1 MO; QL (30

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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saxagliptin- 1 MO; QL (60 SYMLINPEN 120 4 PA; MO;
metformin oral per 30 days) QL (10.8
tablet, er multiphase per 30 days)
24 hr 2.5-1,000 mg SYMLINPEN 60 4 PA; MO;
saxagliptin- 1 MO; QL (30 QL (6 per
metformin oral per 30 days) 30 days)
tablet, er multiphase
’ SYNJARDY 2 MO; QL (60
24 hr 5-1,000 mg, 5- per 3(()2da§ls)
500 mg
. SYNJARDY XR 2 MO; QL (30
SEGLUROMET 3 ST;MO; QL ORAL TABLET, IR per 30 days)
ORAL TABLET (60 per 30 - ER, BIPHASIC
2.5-1,000 MG, 7.5- days) 24HR 10-1,000 MG
1,000 MG, 7.5-500 75-1.000 MG ’
MG :
. SYNJARDY XR 2 MO; QL (60
SEGLUROMET 3 ST;MO; QL ORAL TABLET, IR per 30 days)
ORAL TABLET (120 per 30 - ER, BIPHASIC
2.5-500 MG days) 24HR 12.5-1,000
SEMGLEE(INSULI 3 ST; MO MG, 5-1,000 MG
N GLARGINE- TOUJEO MAX U- 2 MO
YFGN) 300 SOLOSTAR
SEMGLEE(INSULI 3 ST TOUJEO 2 MO
N GLARG- SOLOSTAR U-300
YFGN)PEN INSULIN
SITAGLIPTIN 3 ST; QL (30 TRADJENTA 2 MO; QL (30
per 30 days) per 30 days)
SITAGLIPTIN- 3 ST; MO; QL TRESIBA 3 ST; MO
METFORMIN (60 per 30 FLEXTOUCH U- ’
ORAL TABLET days) 100
SOLIQUA 100/33 2 QL (15 per TRESIBA 3 ST; MO
25 days) FLEXTOUCH U-
STEGLATRO 3 ST; MO; QL 200
5130 per 30 TRESIBA U-100 3 ST; MO
ays) INSULIN
STEGLUJAN 3 ST; MO; QL
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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TRIJARDY XR 2 MO; QL (30 ZITUVIMET XR 3 ST; MO; QL
ORAL TABLET, IR per 30 days) ORAL TABLET, (30 per 30
- ER, BIPHASIC ER MULTIPHASE days)
24HR 10-5-1,000 24 HR 100-1,000
MG, 25-5-1,000 MG MG
TRIJARDY XR 2 MO; QL (60 ZITUVIMET XR 3 ST; MO; QL
ORAL TABLET, IR per 30 days) ORAL TABLET, (60 per 30
- ER, BIPHASIC ER MULTIPHASE days)
24HR 12.5-2.5- 24 HR 50-1,000
1,000 MG, 5-2.5- MG, 50-500 MG
1,000 MG ZITUVIO 3 ST;MO; QL
TRULICITY 2 PA; QL (2 (30 per 30
per 28 days) days)
VICTOZA 3-PAK 3 PA; QL (9 MISCELLANEO
per 30 days) US HORMONES
XIGDUO XR 2 MO; QL (30 AVEED 3 PA:; MO:;
ORAL TABLET, IR per 30 days) LA
- ER, BIPHASIC .
24HR 10-1,000 MG, cabergoline 1 MO
10-500 MG calcitonin (salmon) 1 MO
XIGDUO XR 2 MO; QL (60 nasal
ORAL TABLET, IR per 30 days) calcitriol oral 1 MO
- ER, BIPHASIC capsule
24HR 2.5-1,000 calcitriol oral 3
MG, 5-1,000 MG, 5- solution
500 MG
CERDELGA 4 PA; MO
XULTOPHY 3 ST; QL (15 : ’
100/3.6 per 30 days) cinacalcet 3 PA; MO
ZEGALOGUE 3 ST; MO CRENESSITY 4 PA; LA
AUTOINJECTOR danazol 3 MO
ZEGALOGUE 3 ST; MO DDAVP ORAL 3 MO
SYRINGE
DEPO- 3 PA; MO
ZITUVIMET 3 ST; MO; QL TESTOSTERONE
(60 per 30 INTRAMUSCULA
days) R OIL 100 MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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DEPO- 3 PA KUVAN 4 PA; MO
TESTOSTERONE
METHITEST 3
INTRAMUSCULA 5
R OIL 200 MG/ML methyltestosterone 4 MO
. oral capsule
desmopressin nasal 3
Spray,non_aerosol mifeprisl‘one oral 4 PA, MO
10 meg/spray (0.1 tablet 300 mg
ml) miglustat 4 PA; MO;
desmopressin oral 1 MO LA
doxercalciferol oral MO MYALEPT 4 PA; MO;
LA
ELFABRIO 4 PA; MO;
LA NATESTO 3 PA; MO;
L (21.96
GALAFOLD 4 PA; MO; I?er gO dZys)
LA; QL (15
per 30 days) ORILISSA MO
ISTURISA ORAL 4 PA; LA; QL PALYNZIQ PA; MO;
TABLET 1 MG (240 per 30 SUBCUTANEOUS LA; QL (15
days) SYRINGE 10 per 30 days)
MG/0.5 ML
ISTURISA ORAL 4 PA; LA; QL
TABLET 5 MG (360 per 30 PALYNZIQ 4 PA; MO;
days) SUBCUTANEOUS LA; QL (4
SYRINGE 2.5 30d
JATENZO ORAL 3 PA;MO; MG/0.5 ML per 30 days)
CAPSULE 158 MG, QL (120 per :
198 MG 30 days) PALYNZIQ 4 PA; MO;
SUBCUTANEOUS LA; QL (60
JATENZO ORAL 4 PA; MO; QL (
SYRINGE 20 per 30 days)
CAPSULE 237 MG QL (60 per
MG/ML
30 days) veiro] oral
icalcit 3 MO
javygtor oral powder 1 PA; MO paricateiior ora
Jjavygtor oral powder 4 PA; MO RECORLEV 4 PA
in packet 500 mg ROCALTROL 3
Javygtor oral 4 PA; MO SAMSCA 4 PA; MO
tablet,soluble )
sapropterin 4 PA; MO
JYNARQUE PA; LA
Q ’ SOMAVERT 4 PA; MO
KORLYM 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
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STRENSIQ PA; LA testosterone 3 PA; MO;

SUBCUTANEOUS transdermal gel in QL (37.5

SOLUTION 28 packet 1.62 % per 30 days)

MG/0.7 ML, 40 (20.25 mg/1.25

MG/ML, 80 MG/0.8 gram)

ML testosterone 3 PA; MO;

SYNAREL PA; MO transdermal gel in QL (150 per

TESTIM PA; MO: pac/l;e; 1.62 % (40.5 30 days)

QL (300 per mg/2.5 gram)

30 days) testosterone 3 PA; MO;
testosterone PA: MO {mnsdern;al solution QL (180 per
cypionate m/metere pump 30 days)
intramuscular oil wrapp
100 mg/ml, 200 TLANDO 3 PA; MO;
mg/ml QL (120 per
testosterone PA 30 days)
cypionate tolvaptan PA; MO
intramuscular oil

tolvaptan (polycys PA
200 mg/ml (1 m)) kidney dis) oral
testosterone PA; MO tablets, sequential
enanthate UNDECATREX 4  PA;QL
testosterone PA; MO; (120 per 30
transdermal gel in QL (300 per days)
T;tered;cio;e pump 30 days) VOGELXO 3 PA: QL
; ; mg/ 1.25 gram TRANSDERMAL (300 per 30
(1%) GEL days)
festosterone. P[i; 1}’“3; VOGELXO 3 PAIQL
transdermal gel in QL (150 per TRANSDERMAL (300 per 30
metered-dose pump 30 days) GEL IN days)
2]0.25 an/] .25 gram METERED-DOSE
(1.62 %) PUMP
testosterone PA; MO;
’ ’ VOXZ0GO 4 PA; MO
transdermal gel in QL (300 per
packet 1 % (25 30 days) XYOSTED PA; MO;
mg/2.5gram), 1 % QL (2 per
(50 mg/5 gram) 28 days)
yargesa 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.
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YORVIPATH 4 PA; QL unithroid 1 MO

SUBCUTANEOUS (1.12 per 28

PEN INJECTOR days) GASTROENT

168 MCG/0.56 ML EROLOGY

YORVIPATH 4 PA; QL ANTIDIARRHE

SUBCUTANEOUS (1.96 per 28 ALS/

PEN INJECTOR days) ANTISPASMODI

294 MCG/0.98 ML CS

YORVIPATH 4 PA; QL (2.8 chlordiazepoxide- 1

SUBCUTANEOUS per 28 days) clidinium

PEN INJECTOR

420 MCG/1.4 ML CUVPOSA 3 MO

7ZAVESCA 4 PA; MO:; dicyclomine oral 1 MO

LA capsule

ZEMPLAR ORAL 3 MO dicyc(omine oral 3 MO

CAPSULE 1 MCG, solution

2 MCG dicyclomine oral 1 MO

THYROID tablet 20 mg

HORMONES diphenoxylate- 3

CYTOMEL 3 MO atropine oral liquid

ERMEZA 3 MO diphel.ioxylate— 1 MO
atropine oral tablet

LEVOTHYROXINE 3 MO

ORAL CAPSULE GLYCATE 3

levothyroxine oral 1 MO gly copy rrolate oral ! MO
solution

tablet

levoxyl oral tablet 1 MO ‘;gl)lﬁof ;/ rrola2te oral . MO

100 meg, 112 mcg, abiet 1 mg, « mg

125 mcg, 137 mcg, glycopyrrolate oral 1

150 meg, 175 mcg, tablet 1.5 mg

200 mcg, 25 mcg, 50 LIBRAX (WITH 4 MO

liothyronine oral 1 MO LOMOTIL 3 MO

SYNTHROID 3 ST; MO loperamide oral 1 MO

TIROSINT 3 MO capsule

TIROSINT-SOL 3 MO methscopolamine 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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MOTOFEN 3 MO CHENODAL 4 PA; LA
MYTESI 3 MO CHOLBAM ORAL 4 PA
MISCELLANEO CAPSULE 250 MG
Us CHOLBAM ORAL 4 PA; QL
GASTROINTES CAPSULE 50 MG (120 per 30
TINAL AGENTS days)
CIMZIA POWDER 4 PA; MO:;
loset [ tablet 3 PA; MO ’ ’
) ;’Snigm” oraranie FOR RECONST QL (2 per
: 28 days)
alosetron oral tablet 4 PA; MO
I mg CIMZIA 4  PA;MO;
SUBCUTANEOUS QL (2 per
AMITIZA 3 ST; MO; QL SYRINGE KIT 400 28 days)
(60 per 30 MG/2 ML (200
days) MG/ML X 2)
ANUSOL-HC 3 MO CLENPIQ ORAL 3 ST; MO
TOPICAL SOLUTION 10 MG-
aprepitant 3 PA; MO 3.5 GRAM- 12
APRISO 3 MO GRAM/175 ML
3 MO
AZULFIDINE 3 MO compro
AZULFIDINE EN- 3 MO constulose S 10
TABS CORTIFOAM 2 MO
balsalazide 1 MO CREON 2 MO
betaine 4 MO cromolyn oral 3 MO
BONJESTA 3 MO CTEXLI 4 PA; LA
budesonide oral 3 MO CYSTADANE 4
capsule,delayed,exte DICLEGIS 3 MO
nd.release
DIPENTUM 4 MO
budesonide oral 4 MO doxvlami ) MO
tablet,delayed and ox%/ am ine- )
oxt release pyridoxine (vit b6)
budesonide rectal 1 MO dronabinol PA
BYLVAY 4 PA: MO: EMEND ORAL 3 PA; MO
L A, ’ CAPSULE 80 MG
CANASA 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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EMEND ORAL 3 PA; MO IQIRVO 4 PA; MO;
CAPSULE,DOSE QL (30 per
PACK 30 days)
EMEND ORAL 3 PA KRISTALOSE 3 MO
SUSPENSION FOR
lactul 1 MO
RECONSTITUTIO denrose
N LIALDA 3
ENTYVIO PEN 4 PA; MO:; LINZESS 2 MO; QL (30
QL (1.36 per 30 days)
per 28 days) LIVDELZI 4 PA; QL (30
enulose 1 MO per 30 days)
GASTROCROM 3 MO LIVMARLI PA; LA
GATTEX 30-VIAL 4  PA;MO LOTRONEX PA; MO
gavilyte-c 1 MO lubiprostone MO; QL (60
30d
gavilyte-g 1 MO pet ays)
. " MARINOL ORAL 3 PA
gavilyte-n CAPSULE 2.5 MG
generlac 1 MO meclizine oral tablet 1 MO
GIMOTI 4 12.5 mg, 25 mg
GOLYTELY 3 ST; MO mesalamine oral 3 MO
granisetron hcl oral 1 PA; MO fag;il)e (with del rel
ablets
hydrocortisone 3 MO )
rectal mesalamine oral 3
capsule, extended
hydrocortisone 1 release
topical cream with .
perineal applicator mesalamine oral 3 MO
250, capsule,extended
release 24hr
hyd, ti - 1 MO
paj a;oocxoi;};;sl?encet al mesalamine oral 3 MO
tablet,delayed
1-1 % ’
cream ? release (dr/ec)
IBSRELA 4 PA; QL (60
per 3% dn':EYS) mesalamine rectal 3 MO
INFLECTRA 4 PA: MO: metoclopramide hcl 1 MO
QL’(2O I; or oral solution
28 days) metoclopramide hcl 1 MO

oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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
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This drug list was updated in August 2025.
97


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
metoclopramide hcl 1 ONDANSETRON 3 PA
oral ORAL
tablet,disintegrating TABLET,DISINTE
MOTEGRITY 3 ST;QL (30 GRATING 16 MG

per 30 days) ondansetron oral 1 PA; MO
MOVANTIK 3 ST: MO: QL ;ablet,(c?z’zsmtegratmg
(30 per 30 ms, o mg
days) PANCREAZE 3 ST;MO
ORAL
MOVIPREP 3 ST; MO
’ CAPSULE,DELAY
nitroglycerin rectal 1 MO ED
OCALIVA 4 PA; MO; RELEASE(DR/EC)
LA; QL (30 10,500-35,500-
per 30 days) 61,500 UNIT,
16,800-56,800-
OMVOH PEN 4 PA; MO; 98 400 UNIT. 2.600-
SUBCUTANEOUS QL (2 per 8.800- 15,200 UNIT,
PEN INJECTOR 28 days) 21.000-54.700-
100 MG/ML 83,900 UNIT, 4,200-
OMVOH PEN 4 PA; MO; 14,200- 24,600
SUBCUTANEOUS QL (3 per UNIT
300MG/3ML(100M ORAL
G /ML-200 CAPSULE,DELAY
MG/2ML) ED
OMVOH 4 PA; MO; RELEASE(DR/EC)
SUBCUTANEOUS QL (2 per 37,000-97,300-
SYRINGE 100 28 days) 149,900 UNIT
MG/ML peg 3350- 1
OMVOH 4 PA; MO; electrolytes
SUBCUTANEOUS QL (3 per Dpeg3350-sod sul- 1 MO
SYRINGE 28 days) nacl-kcl-asb-c
300MG/3ML(100M
G /ML-200 peg-electrolyte 1 MO
MG/2ML) PENTASA 3 MO
ondansetron hcl oral 3 PA; MO
solution

ondansetron hcl oral 1 PA; MO
tablet 4 mg, 8 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
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PERTZYE ORAL 3 ST; MO RELISTOR 4 ST; MO; QL
CAPSULE,DELAY SUBCUTANEOUS (18 per 30
ED SYRINGE 12 days)
RELEASE(DR/EC) MG/0.6 ML
S s 4 st
14’375 5 12’5 aad SUBCUTANEOUS (12 per 30
G SYRINGE 8 MG/0.4 d
UNIT, 8,000- ML ays)
28,750- 30,250
UNIT RELTONE
PERTZYE ORAL 4 ST; MO REMICADE PA; MO;
CAPSULE,DELAY QL (20 per
ED 28 days)
RELEASE(DR/EC) ROWASA RECTAL 3 MO
24,000-86,250- ENEMA KIT
90,750 UNIT
d SANCUSO 4 MO
PLENVU 3 ST; MO
scopolamine base 3 MO
prochlorperazz:ne 3 MO SKYRIZI 4 PA: MO:
prochlorperazine 1 MO INTRAVENOUS QL (30 per
maleate 180 days)
PROCTOFOAM HC 3 MO SKYRIZI 4 PA; MO:;
procto-med he 1 MO SUBCUTANEOUS QL (1.2 per
) WEARABLE 56 days)
proctosol hc topical 1 MO INJECTOR 180
proctozone-hc 1 MO MG/1.2 ML (150
prucalopride 1 MO; QL (30 MG/ML)
per 30 days) SKYRIZI 4 PA; MO;
SUBCUTANEOUS QL (2.4 per
RECTIV MO
WEARABLE 56 days)
REGLAN ORAL MO INJECTOR 360
RELISTOR ORAL 4 ST; MO; QL MG/2.4 ML (150
(90 per 30 MG/ML)
days) sodium,potassium,m 3 MO
RELISTOR 4 ST; MO; QL ag sulfates oral
SUBCUTANEOUS (18 per 30 recon soln 17.5-
SOLUTION days) 3.13-1.6 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.
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sodium,potassium,m 3 ZENPEP ORAL 2 MO
ag sulfates oral CAPSULE,DELAY
recon soln 17.5- ED
3.13-1.6 gram 2 RELEASE(DR/EC)
pack (480ml) 10,000-32,000 -
42,000 UNIT
SUCRAID 4 PA ’ ’
15,000-47,000 -
SUFLAVE 3 ST; MO 63,000 UNIT,
sulfasalazine 1 MO 20,000-63,000-
84,000 UNIT,
SUPREP BOWEL 3 ST; MO 25.000-79,000-
PREP KIT 105,000 UNIT,
SUTAB ST; MO 3,000-10,000 -
SYMPROIC 2 MO;QL (30 14,000-UNIT,
per 30 days) 40,000-126,000-
168,000 UNIT,
TRULANCE 2 QL (30 per 5,000-17,000-
30 days) 24,000 UNIT
UCERIS ORAL 4 MO ZENPEP ORAL 4 MO
UCERIS RECTAL 3 MO CAPSULE,DELAY
ED
ursodiol oral 4 60,000-189,600-
capsule 200 mg, 400 252,600 UNIT
mg ZYMFENTRA 4 PA;MO;
ursodiol oral 1 MO QL (2 per
capsule 300 mg 28 days)
ursodiol oral tablet 1 MO ULCER
VARUBI PA THERAPY
VELSIPITY PA; MO; ACIPHEX 3 QL (60 per
QL (30 per 30 days)
30 days) amoxicil- 1 MO; QL
VIBERZI 4 MO:; QL (60 clarithromy- (112 per 180
per 30 days) lansopraz days)
VIOKACE MO bismuth subcit k- 1 MO; QL
idz- 12 1
VOWST 4 PA: LA metronidz-tcn (120 per 180

days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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CARAFATE ORAL 3 lansoprazole oral 1 MO; QL (30
SUSPENSION capsule,delayed per 30 days)
CARAFATE ORAL 3 MO release(dr/ec) 15 mg
TABLET lansoprazole oral 1 MO; QL (60
metidi 1 MO capsule,delayed per 30 days)
cimetiamne release(dr/ec) 30 mg
imetidine hcl oral 1

cimetiamne et ord lansoprazole oral 1 MO; QL (30
CYTOTEC 3 MO tablet, disintegrat, per 30 days)
DEXILANT 3 QL (30 per delay rel 15 mg

30 days) lansoprazole oral 1 MO; QL (60
dexlansoprazole 1 QL (30 per tablet,disintegrat, per 30 days)

30 days) delay rel 30 mg
esomeprazole 1 MO; QL (30 misoprostol 1 MO
magnesium oral per 30 days) NEXIUM ORAL 3 MO; QL (30
capsule,delayed CAPSULE,DELAY per 30 days)
release(dr/ec) 20 mg ED
esomeprazole 1 MO; QL (60 RELEASE(DR/EC)
magnesium oral per 30 days) 20 MG
capsule,delayed NEXIUM ORAL 3 MO; QL (60
release(dr/ec) 40 mg CAPSULE,DELAY per 30 days)
esomeprazole 1 MO; QL (30 ED
magnesium oral per 30 days) RELEASE(DR/EC)
granules dr for susp 40 MG
in packet 10 mg, 2.5 NEXIUM ORAL 3 MO; QL (30
mg, 20 mg, 5 mg GRANULES DR per 30 days)
esomeprazole 1 MO; QL (60 FOR SUSP IN
magnesium oral per 30 days) PACKET 10 MG,
granules dr for susp 2.5MG, 20 MG, 5
in packet 40 mg MG
suspension for GRANULES DR per 30 days)
reconstitution FOR SUSP IN

PACKET 40 MG
famotidine oral 1 MO
tablet 20 mg, 40 mg nizatidine oral 1 MO
/

KONVOMEP 3 QL (600 per capsure

30 days) OMECLAMOX- 3 QL (80 per

PAK 180 days)

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

This drug list was updated in August 2025.
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omeprazole oral 1 MO; QL (30 PREVACID 3 QL (60 per
capsule,delayed per 30 days) SOLUTAB ORAL 30 days)
release(dr/ec) 10 TABLET,DISINTE
mg, 20 mg GRAT, DELAY
omeprazole oral 1 MO; QL (60 REL 30 MG
capsule,delayed per 30 days) PRILOSEC ORAL 3 MO; QL
release(dr/ec) 40 mg SUSP,DELAYED (120 per 30
omeprazole-sodium 1 MO; QL (30 RELEASE FOR days)
bicarbonate oral per 30 days) RECON 10 MG
capsule PRILOSEC ORAL 3 MO; QL
omeprazole-sodium 4 MO:; QL (30 SUSP,DELAYED (480 per 30
bicarbonate oral per 30 days) RELEASE FOR days)
packet RECON 2.5 MG
pantoprazole oral 1 MO:; QL (60 PROTONIX ORAL 3 QL (60 per
granules dr for susp per 30 days) GRANULES DR 30 days)
in packet FOR SUSP IN
PACKET
fal;altopmzole oral 1 MO; QL (30 PROTONIX ORAL . oL (30 per
ablet,delayed per 30 days)
release (dr/ec) 20 TABLET,DELAYE 30 days)
mg D RELEASE
Z [ 1 MO; QL (60 (DRIEC) 20 Mg
antoprazole ora ;
fa b zef delayed per 30 days) PROTONIX ORAL 3 QL (60 per
release (dr/ec) 40 TABLET,DELAYE 30 days)
mg D RELEASE
(DR/EC) 40 MG
PEPCID ORAL 3 MO
TABLET PYLERA 3 MO; QL
(120 per 180
PREVACID 3 QL (60 per days)
30 days) rabeprazole oral 1 MO; QL (60
PREVACID 3 QL (30 per tablet,delayed per 30 days)
SOLUTAB ORAL 30 days) release (dr/ec)
TABLET,DISINTE
GRAT, DELAY Sucralfa'te oral 3 MO
REL 15 MG suspension
sucralfate oral tablet 1 MO
TALICIA 3 MO; QL

(168 per 180
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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VOQUEZNA 3 ST;MO; QL ARANESP (IN 3 PA:MO
(30 per 30 POLYSORBATE)
days) INJECTION
VOQUEZNA 3 MO:QL SYRIF?‘E 10 1
DUAL PAK (112 per 180 MCG/0.4 ML, 100
days) MCG/0.5 ML, 25
MCG/0.42 ML, 40
VOQUEZNA 3 MO; QL MCG/0.4 ML, 60
TRIPLE PAK (112 per 180 MCG/0.3 ML
d
ays) ARANESP (IN 4  PA;MO
IMMUNOLOG POLYSORBATE)
/BIOTECHNO MCG/0.3 ML, 200
LOGY MCG/0.4 ML, 300
BIOTECHNOLO MCG/0.6 ML, 500
GY DRUGS MCG/ML
ACTIMMUNE 4 PA:MO ARCALYST PA
ARANESP (IN 4  PA:MO AVONEX PA; MO;
POLYSORBATE) INTRAMUSCULA QL (1 per
INJECTION EII;EN INJECTOR 28 days)
SOLUTION 100
MCG/ML, 200 AVONEX 4  PA:MO:
MCG/ML INTRAMUSCULA QL (1 per
ARANESP (IN B 5 10 R SYRINGE KIT 28 days)
POLYSORBATE) BESREMI PA: LA
INJECTION BETASERON PA: MO:;
SOLUTION 25 SUBCUTANEOUS QL (14 per
MCG/ML, 60
MCG/ML EGRIFTA SV 4  PA:MO
EPOGEN PA: MO
INJECTION
SOLUTION 2,000

UNIT/ML, 20,000
UNIT/2 ML, 20,000
UNIT/ML, 3,000
UNIT/ML, 4,000
UNIT/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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FULPHILA 4 PA; MO NORDITROPIN 4 PA; MO
FLEXPRO
FYLNETRA 4 PA: M
; MO SUBCUTANEOUS
GENOTROPIN 4 PA; MO PEN INJECTOR 10
GENOTROPIN 3 PA; MO MG/1.5 ML (6.7
MINIQUICK MG/ML), 15
SUBCUTANEOUS MG/1.5 ML (10
SYRINGE 0.2 MG/ML), 5 MG/1.5
MG/0.25 ML ML (3.3 MG/ML)
GENOTROPIN 4 PA; MO NORDITROPIN 4 PA
MINIQUICK FLEXPRO
SUBCUTANEOUS SUBCUTANEOUS
SYRINGE 0.4 PEN INJECTOR 30
MG/0.25 ML, 0.6 MG/3 ML (10
MG/0.25 ML, 0.8 MG/ML)
MG/0.25 ML, 1 NUTROPIN AQ 4 PA
MG/0.25 ML, 1.2 NUSPIN
MG/0.25 ML, 1.4
MG/0.25 ML. 1.6 NYVEPRIA PA; MO
MG/0.25 ML, 1.8 OMNITROPE PA; MO
ﬁgﬁggg ﬁi 2 PEGASYS MO: QL (4
: SUBCUTANEOUS per 28 days)
GRANIX PA; MO SOLUTION
HUMATROPE PA; MO PEGASYS 4 MO; QL (2
INJECTION SUBCUTANEOUS per 28 days)
CARTRIDGE SYRINGE
LEUKINE 4 PA; MO PLEGRIDY 4 PA; MO:;
INJECTION SUBCUTANEOUS QL (1 per
RECON SOLN PEN INJECTOR 28 days)
MIRCERA PA 125 MCG/0.5 ML
NEULASTA PA: MO PLEGRIDY 4 PA; MO:;
SUBCUTANEOUS QL (1 per
NEULASTA PA; MO PEN INJECTOR 63 180 days)
ONPRO MCG/0.5 ML- 94
NEUPOGEN PA; MO MCG/0.5 ML
NGENLA PA; MO PLEGRIDY 4 PA; MO;
NIVESTYM A MO SUBCUTANEOUS QL (1 per
v ; SYRINGE 125 28 days)
MCG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page 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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PLEGRIDY 4 PA: MO; RETACRIT 2 PA; MO
SUBCUTANEOUS QL (1 per INJECTION
SYRINGE 63 180 days) SOLUTION 10,000
MCG/0.5 ML- 94 UNIT/ML, 2,000
MCG/0.5 ML UNIT/ML, 20,000
PROCRIT ) PA: MO UNIT/2 ML, 20,000
SOLUTION 10,000 UNIT /ML: ,000
UNIT/ML, 2,000 UNIT/ML
UNIT/ML, 20,000 RETACRIT 4 PA; MO
UNIT/2 ML, 3,000 INJECTION
UNIT/ML, 4,000 SOLUTION 40,000
UNIT/ML UNIT/ML
PROCRIT 4 PA; MO SEROSTIM 4 PA; MO
INJECTION SUBCUTANEOUS
SOLUTION 20,000 RECON SOLN 4
UNIT/ML, 40,000 MG, 5 MG, 6 MG
UNIT/ML SKYTROFA 4  PA:MO
REBIF (WITH 4 PA: MO; SOGROYA 4 PA: MO
ALBUMIN) QL (6 per
28 days) STIMUFEND 4 PA; MO

REBIF REBIDOSE 4 PA; MO; UDENYCA 4 PA; MO
SUBCUTANEOUS QL (6 per UDENYCA 4 PA; MO
PEN INJECTOR 22 28 days) AUTOINJECTOR
MCG/0.5 ML, 44 '
MCG/0.5 ML UDENYCA 4 PA; MO

ONBODY
REBIF REBIDOSE 4 PA; MO; XOLREMDI A PATLA
SUBCUTANEOUS QL (4.2 per )
PEN INJECTOR 180 days) ZARXIO 4 PA; MO
8.8MCG/0.2ML-22 ZIEXTENZO 4  PA:MO
MCG/0.5ML (6)

ZOMACTON 3 PA; MO
REBIF TITRATION 4 PA; MO; ’
PACK QL (4.2 per VACCINES /

180 days) MISCELLANEO

RELEUKO 3 PA:MO Us
SUBCUTANEOUS IMMUNOLOGIC

ALS

ABRYSVO (PF) 1 \Y4

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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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ACTHIB (PF) 2 GRASTEK 3 MO
ADACEL(TDAP 1 \Y% HAVRIX (PF) 1 \Y%
ADOLESN/ADULT INTRAMUSCULA
)(PF) R SYRINGE 1,440
AREXVY (PF) ) v ELISA UNIT/ML
HAVRIX (PF) 2
BCG VACCINE \%
R SYRINGE 720
BEXSERO 1 \ ELISA UNIT/0.5
BIVIGAM 4 PA; MO ML
BOOSTRIX TDAP 1 \Y% HEPLISAV-B (PF) 1 PA;V
DAPTACEL (DTAP 2 HIBERIX (PF) 2
PEDIATRIC) (PF) IMOVAX RABIES 1 PA;V
DYSPORT 3 PA; MO VACCINE (PF)
ENGERIX-B (PF) 1 PA;V INFANRIX (DTAP) 2
PF
ENGERIX-B 1 PA; V (PE)
PEDIATRIC (PF) IPOL 1 Vv
GAMMAGARD 4 PA; MO IXCHIQ (PF) 1 \4
LIQUID IXIARO (PF) 1 \Y%
GAMMAGARD S- 4 PA; MO JYNNEOS (PF) 1 PA;V
D (IGA < KINRIX (PF 2
MCG/ML) NRIX (PF)
GAMMAKED 4  PA;MO MENQUADFTI (PF) .
INJECTION MENVEO A-C-Y- 1 \Y%
SOLUTION 1 W-135-DIP (PF)
GRAM/10 ML (10 INTRAMUSCULA
%) R KIT
GAMMAPLEX PA; MO M-M-R II (PF) 1 \Y%
GAMMAPLEX PA; MO MRESVIA (PF) 1 \Y%
(WITH SORBITOL) OCTAGAM 4  PA:MO
GAMUNEX-C 4 PA; MO
’ ODACTRA 3 PA; MO
INJECTION .
SOLUTION 1 PANZYGA 4 PA; MO
GRAM/10 ML (10 PEDIARIX (PF) 2
%
0) PEDVAX HIB (PF) 2
GARDASIL 9 (PF) 1 \Y%

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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PENBRAYA (PF) 1 \Y VAQTA (PF) 2
INTRAMUSCULA
PENTACEL (PF 2
INTRAMUSéUﬁ A R SUSPENSION 25
R KIT 15LF. UNIT/0.5 ML
20MCG-5LF- 62 VAQTA (PF) 1 \Y%
DU/0.5 ML INTRAMUSCULA
R SUSPENSION 50
PRIORIX (PF 1
0 (PF) v UNIT/ML
PRIVIGEN 4 PA; MO
VAQTA (PF) 2
PROQUAD (PF) 2 INTRAMUSCULA
QUADRACEL (PF) 2 R SYRINGE 25
UNIT/0.5 ML
RABAVERT (PF) 1 PA;V
VAQTA (PF) 1 \Y,
RAGWITEK 3 MO INTRAMUSCULA
RECOMBIVAX HB 1 PA;V R SYRINGE 50
(PF) UNIT/ML
ROTARIX ORAL 2 VARIVAX (PF) 1 vV
SUSPENSION VAXCHORA 1V
ROTATEQ 2 VACCINE
VACCINE VIMKUNYA 1V
SHINGRIX (PF) 1 V;QL (2 VIVOTIF | MO:; V
per 720
days) YF-VAX (PF) 1 \Y4
TENIVAC (PF) 1 \% MISCELLANE
TICOVAC 2 OuUS
INTRAMUSCULA SUPPLIES
R SYRINGE 1.2
MCG/0.25 ML MISCELLANEO
US SUPPLIES
TICOVAC 2 \Y4
INTRAMUSCULA NOVO PEN 2 PA; MO
R SYRINGE 2.4 NEEDLE
MCG/0.5 ML CEQUR % MO
TRUMENBA 1 \V4 SIMPLICITY
TWINRIX (PF) 1 \% CEQUR 2 MO
SIMPLICITY
TYPHIM VI 1 \Y, INSERTER

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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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PEN NEEDLES 3 PA OMNIPOD DASH 2 MO
(NON-PREFERRED PODS (GEN 4)
BRANDS) OMNIPOD GO 2
GAUZE PADS 2 X 2 PA; MO PODS
2 OMNIPOD GO 2
INPEN (FOR 3 PODS 10
HUMALOG) BLUE UNITS/DAY
INPEN (FOR 3 OMNIPOD GO 2
HUMALOG) GREY PODS 15
HUMALOG) PINK OMNIPOD GO 2
INPEN (NOVOLOG 3 PODS 30
OR FIASP) BLUE UNITS/DAY
INPEN (NOVOLOG 3 gg}gg? GO 2
R FIASP) GREY
© SP) G UNITS/DAY
INPEN (NOVOLOG 3
OMNIPOD GO 2
OR FIASP) PINK
) PODS 30
EMBECTA 2 PA; MO UNITS/DAY
INSULIN
SYRINGE OMNIPOD GO 2
PODS 40
BD PEN NEEDLE PA; MO UNITS/DAY
OMNIPOD 5 MO EMBECTA PEN 2 PA; MO
(G6/LIBRE 2 PLUS) NEEDLE
OMNIPOD 5 G6-G7 2 MO; QL (1 BD INSULIN 2 PA; MO
INTRO KT(GENS) per 720 SYRINGE
d
ays) INSULIN 3 PA
OMNIPOD 5 G6-G7 2 MO SYRINGES (NON-
PODS (GEN 5) PREFERRED
OMNIPOD 5 2 MO; QL (1 BRANDS)
INTRO(G6/LIBRE2 per 720 V-GO 20 3 MO
PL
us) days) V-GO 30 3 MO
OMNIPOD DASH 2 QL (1 per
INTRO KIT (GEN 720 days) V-GO 40 S MO
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.
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MUSCULOSK ATELVIA 3 ST; MO; QL
ELETAL / (4 per 28
days
EUMATOL BINOSTO 3 STy ;/[O L
OGY 5 s Q
(4 per 28
GOUT days)
THERAPY BONSITY 4 PA;MO;
allopurinol 1 MO QL (2.48
per 28 days)
colchicine oral 1
capsule EVENITY 4 PA;MO;

— SUBCUTANEOUS QL (2.34
colchicine oral 1 MO SYRINGE per 30 days)
tablet 210MG/2.34ML (
febuxostat 1 MO 105MG/1.17MLX2)

GLOPERBA 3 ST EVISTA MO
MITIGARE 3 ST FORTEO 4 PA; MO;

: QL (2.48
probenecid 1 MO per 28 days)
b ;‘;f}fl’z f’f;d' R 10 FOSAMAX ORAL 3 ST;MO:; QL

TABLET 70 MG (4 per 28

ULORIC 3 MO days)
OSTEOPOROSIS FOSAMAX PLUS 3 ST; MO; QL
THERAPY D (4 per 28
ACTONEL ORAL 3 ST;MO;QL days)
TABLET 150 MG (1 per 30 ibandronate oral 1 MO; QL (1

days) per 30 days)
ACTONEL ORAL 3 ST; MO; QL JUBBONTI 2 MO; QL (1
TABLET 35 MG (4 per 28 per 180

days) days)
alendronate oral 1 MO; QL PROLIA 3 PA; MO;
solution (300 per 28 QL (1 per

days) 180 days)
alendronate oral 1 MO; QL (30 raloxifene 1 MO
tablet 10 mg per 30 days) risedronate oral 1 MO; QL (1
alendronate oral 1 MO; QL (4 tablet 150 mg per 30 days)

tablet 35 mg, 70 mg

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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risedronate oral 1 MO; QL (4 ACTEMRA 4 PA; MO;
tablet 35 mg, 35 mg per 28 days) SUBCUTANEOUS QL (3.6 per
(12 pack), 35 mg (4 28 days)
pack) ADALIMUMAB- 4 PA;MO;
risedronate oral 1 MO; QL (30 AATY QL (6 per
tablet 5 mg per 30 days) SUBCUTANEOUS 28 days)
risedronate oral 3 MO; QL (4 é%Tﬁ)'ﬁé€gI&%
tablet,delayed per 28 days) i
release (dr/ec) ADALIMUMAB- 4 PA; MO;
TERIPARATIDE 4 PA;MO; AATY QL (3 per
PEN INJECTOR 20 per 28 days) éﬁ?{ﬁé‘?&&%
MCG/DOSE ‘
(560MCG/2.24ML) ADALIMUMAB- 4 PA; MO;
TYMLOS 4 PA;MO; AATY QL (2 per
QL (1.56 SUBCUTANEOUS 28 days)
per 30 days) SYRINGE KIT 20
MG/0.2 ML
OTHER
RHEUMATOLO ADALDUMAS- [ PA; MO
GICALS SUBCUTANEOUS 28 days)
ABRILADA(CF) 4  PA;QL (6 SYRINGE KIT 40
PEN per 28 days) MG/0.4 ML
ABRILADA(CF) 4  PA;QL(2 ADALIMUMAB- 4  PA;MO;
SUBCUTANEOUS per 28 days) AATY(CF) Al QL (3 per
SYRINGE KIT 20 CROHNS 180 days)
MG/0.4 ML ADALIMUMAB- 4 PA;MO;
ABRILADA(CF) 4 PA;QL (6 ADAZ QL (1.6 per
SUBCUTANEOUS per 28 days) SUBCUTANEOUS 28 days)
SYRINGE KIT 40 PEN INJECTOR 40
MG/0.8 ML MG/0.4 ML
ACTEMRA 4 PA; MO; ADALIMUMAB- 4 PA; MO;
ACTPEN QL (3.6 per ADAZ QL (2.4 per
28 days) SUBCUTANEOUS 28 days)
ACTEMRA 4 PA; MO; ifé\i()llgﬁgTOR 80
INTRAVENOUS QL (160 per i
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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ADALIMUMAB- 4 PA; MO; ADALIMUMAB- 4 PA; MO;
ADAZ QL (0.2 per ADBM QL (4 per
SUBCUTANEOUS 28 days) (PREFERRED 28 days)
SYRINGE 10 NDCS STARTING
MG/0.1 ML WITH 00597)
ADALIMUMAB- 4  PA;MO; SUBCUTANEOUS
ADAZ OL (0.4 per SYRINGE KIT 40
SUBCUTANEOUS 28 days) MG/0.4 ML, 40
SYRINGE 20 MG/0.8 ML
MG/0.2 ML ADALIMUMAB- 4  PA;QL(6
ADALIMUMAB- 4 PA; MO; ADBM(CF) PEN per 180
ADAZ QL (1.6 per CROHNS days)
SUBCUTANEOUS 28 days) (PREFERRED
SYRINGE 40 NDCS STARTING
MG/0.4 ML WITH 00597)
ADALIMUMAB. T ADALIMUMAB- 4  PA;QL(4
ADBM QL (4 per ADBM(CF) PEN per 180
(PREFERRED 28 days) PS-UV days)
NDCS STARTING (PREFERRED
WITH 00597) NDCS STARTING
SUBCUTANEOUS WITH 00597)
PEN INJECTOR ADALIMUMAB- 4 PA;MO;
KIT 40 MG/0.4 ML, RYVK QL (6 per
40 MG/0.8 ML 28 days)
ADALIMUMAB- 4 PA;MO; AMJEVITA 4  PA;MO;
ADBM QL (2 per (PREFERRED QL (1.6 per
(PREFERRED 28 days) NDCS STARTING 28 days)
NDCS STARTING WITH 55513)
WITH 00597) SUBCUTANEOUS
SUBCUTANEOUS AUTO-INJECTOR
SYRINGE KIT 10 40 MG/0.4 ML
MG/0.2 ML, 20 AMJEVITA 4  PA:;QL (32
MG/0.4 ML (PREFERRED per 28 days)
NDCS STARTING
WITH 55513)
SUBCUTANEOUS
AUTO-INJECTOR
40 MG/0.8 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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AMIJEVITA 4 PA; MO:; BENLYSTA 4 PA; MO
(PREFERRED QL (2.4 per SUBCUTANEOUS
WITH 55513) ’
SUBCUTANEOUS CYLTEZO(CF) PA; MO;
AUTO-INJECTOR PEN QL (4 per
80 MG/0.8 ML 28 days)
AMJEVITA 4 PA; MO; CYLTEZO(CF) 4 PA; QL (6
(PREFERRED QL (0.4 per PEN CROHN'S-UC- per 180
NDCS STARTING 28 days) HS days)
WITH 55513) CYLTEZO(CF) 4 PA; QL (4
SUBCUTANEOUS PEN PSORIASIS- per 180
MG/0.2 ML, CYLTEZO(CF) 4 PA; MO:;

: SUBCUTANEOUS QL (2 per
AMIEVITA 4 PA; QL (0.8 SYRINGE KIT 10 28 days)
(PREFERRED per 28 days) MG/0.2 ML, 20
NDCS STARTING MG/0.4 ML
WITH 55513
SUBCUT AN£OUS CYLTEZO(CF) 4 PA; MO:;
SYRINGE 20 SUBCUTANEOUS QL (4 per
MG/0 4 ML SYRINGE KIT 40 28 days)

: MG/0.4 ML, 40
AMIJEVITA 4 PA; MO:; MG/0.8 ML
(PREFERRED QL (1.6 per _
NDCS STARTING 28 days) ?IETIEET B 4 PAIMO
WITH 55513)

SUBCUTANEOUS ENBREL MINI 4 PA; MO:;
SYRINGE 40 QL (8 per
MG/0.4 ML 28 days)
AMIJEVITA 4 PA; QL (3.2 ENBREL 4 PA; MO:;
(PREFERRED per 28 days) SUBCUTANEOUS QL (8 per
NDCS STARTING SOLUTION 28 days)
g}ggéﬁlﬁ%aous ENBREL 4 PAMO;
SUBCUTANEOUS QL (8 per
SYRINGE 40 SYRINGE 28 days)
MG/0.8 ML
ENBREL 4 PA; MO:;
ARAVA 4 MO;QL@30 SURECLICK QL (8 per
per 30 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.
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HADLIMA PA; MO; HUMIRA(CF) 4 PA; MO;
QL (4.8 per (PREFERRED QL (2 per
28 days) NDCS STARTING 28 days)
HADLIMA PA; MO; z"glé 02(274%50 S
PUSHTOUCH QL (4.8 per UBCUTANEOU
28 days) SYRINGE KIT 10
MG/0.1 ML, 20
HADLIMA(CF) PA; MO; MG/0.2 ML
QL (2.4 per
28 days) HUMIRA(CF) 4 PA; MO;
(PREFERRED QL (4 per
HADLIMA(CF) PA; MO; NDCS STARTING 28 days)
PUSHTOUCH QL (2.4 per WITH 00074)
28 days) SUBCUTANEOUS
HULIO(CF) PEN PA; MO; SYRINGE KIT 40
SUBCUTANEOUS QL (6 per MG/0.4 ML
PEN INJECTOR 28 days) HUMIRA(CF) PEN 4 PA; MO;
KIT (PREFERRED QL (4 per
HULIO(CF) PA; MO:; NDCS STARTING 28 days)
SUBCUTANEOUS QL (2 per WITH 00074)
SYRINGE KIT 20 28 days) SUBCUTANEOUS
MG/0.4 ML PEN INJECTOR
KIT 40 MG/0.4 ML
HULIO(CF) PA; MO;
SUBCUTANEOUS QL (6 per HUMIRA(CF) PEN 4 PA; MO;
SYRINGE KIT 40 28 days) (PREFERRED QL (2 per
MG/0.8 ML NDCS STARTING 28 days)
WITH 00074)
HUMIRA PA; MO; SUBCUTANEOUS
(PREFERRED QL (4 per PEN INJECTOR
WITH 00074)
SUBCUTANEOUS HUMIRA(CF) PEN 4 PA; MO;
SYRINGE KIT 40 CROHNS-UC-HS QL (3 per
MG/0.8 ML (PREFERRED 180 days)
NDCS STARTING
HUMIRA PEN PA; MO;
WITH 00074)
(PREFERRED QL (4 per
NDCS STARTING 28 days) HUMIRA(CF) PEN 4 PA; MO;
WITH 00074) PSOR-UV-ADOL QL (3 per
HS (PREFERRED 180 days)

NDCS STARTING
WITH 00074)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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HYRIMOZ 4  PA;QL(32 HYRIMOZ(CF) 4  PA;MO;
(PREFERRED per 28 days) (PREFERRED QL (1.6 per
NDCS STARTING NDCS STARTING 28 days)
WITH 61314) WITH 61314)
HYRIMOZ PEN 4  PA;QL(32 SUBCUTANEOUS
(PREFERRED per 28 days) SYRINGE 40
NDCS STARTING MG/0.4 ML
WITH 61314) HYRIMOZ(CF) 4  PA;MO;
HYRIMOZ PEN 4  PA;MO; PEDI CROHN QL (2.4 per
CROHN'S-UC QL (2.4 per STARTER 180 days)
STARTER 180 days) (PREFERRED
(PREFERRED NDCS STARTING
NDCS STARTING WITH 61314)
WITH 61314) SUBCUTANEOUS
SYRINGE 80
HYRIMOZ PEN 4 PA; MO; MG/0.8 ML
PSORIASIS L (1.6 per
STARTER ?80(day S‘; HYRIMOZ(CF) 4  PA;MO;
(PREFERRED PEDI CROHN QL (1.2 per
NDCS STARTING STARTER 180 days)
WITH 61314) (PREFERRED
NDCS STARTING
HYRIMOZ(CF) 4  PA;MO; WITH 61314)
(PREFERRED QL (0.2 per SUBCUTANEOUS
NDCS STARTING 28 days) SYRINGE 80
WITH 61314) MG/0.8 ML- 40
SUBCUTANEOUS MG/0.4 ML
EE}(I)IEGI&LIO HYRIMOZ(CF) 4 PA;MO;
PEN (PREFERRED QL (1.6 per
HYRIMOZ(CF) 4 PA; MO; NDCS STARTING 28 days)
(PREFERRED QL (0.4 per WITH 61314)
NDCS STARTIN 2
WITCS 2 1314) G 8 days) IDACIO(CF) 4  PA;QL(4
SUBCUTANEOUS per 28 days)
SYRINGE 20 IDACIO(CF) PEN 4  PA;QL(6
MG/0.2 ML CROHN-UC per 180
STARTR days)
IDACIO(CF) PEN 4  PA;QL (4
PSORIASIS START per 180
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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IDACIO(CF) PEN 4 PA; QL (4 OTEZLA 4 PA; MO;
SUBCUTANEOUS per 28 days) STARTER ORAL QL (55 per
PEN INJECTOR TABLETS,DOSE 180 days)
KIT PACK 10 MG (4)-
KEVZARA 4  PA:MO: 20 MG (51), 10 MG
OL (2.28 (4)-20 MG (4)-30
per 28 days) MG (47)
KINERET 4 PA: QL OTREXUP (PF) 3 MO
(20.1 per 30 penicillamine 4 PA; MO
days) RASUVO (PF) 3 MO
leflunomide 1 MO; QL (30 RIDAURA 4 MO
per 30 days)
RINVOQ L 4 PA; MO;
OLUMIANT 4 PA; MO; QLQ QL (360 per
QL (30 per 30 days)
30 days)
RINVOQ ORAL 4 PA; MO;
ORENCIA 4 PA; MO; TABLET QL (30 per
CLICKJECT QL (4 per EXTENDED 30 days)
28 days) RELEASE 24 HR
ORENCIA 4 PA; MO; 15 MG, 30 MG
SYRINGE 125 28 days) TABLET QL’(84 I;er
MG/ML EXTENDED 180 days)
ORENCIA 4 PA; MO; RELEASE 24 HR
SUBCUTANEOUS QL (1.6 per 45 MG
E/{Y%H\i GI\IZ L’50 28 days) SAVELLA ORAL 2 QL (60 per
G/0. TABLET 30 days)
ORENCIA 4 PA;MO; SAVELLA ORAL 2 QL (55 per
SUBCUTANEOUS QL (2.8 per TABLETS,DOSE 180 days)
SYRINGE 87.5 28 days) PACK
MG/0.7 ML
TE7LA A oA MO. SIMLANDI(CF) 4 PA; MO;
o) L’ 600’ AUTOINJECTOR QL (4 per
(320 d( per SUBCUTANEOUS 28 days)
ays) AUTO-INJECTOR,
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
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SIMLANDI(CF) 4 PA; MO; TYENNE 4 PA; MO;
AUTOINJECTOR QL (3 per INTRAVENOUS QL (160 per
SUBCUTANEOUS 28 days) 28 days)
AUTO-INJECTOR, TYENNE 4 PA; MO:
KIT 80 MG/0.8 ML SUBCUTANEOUS QL (3.6 per
SIMLANDI(CF) 4 PA; MO; 28 days)
SUBCUTANEOUS QL (2 per XELJANZ ORAL 4 PA: MO:
SYRINGE KIT 20 28 days) SOLUTION QL (480 per
MG/0.2 ML 24 days)
SIMLANDI(CF) 4 PA; MO; XELJANZ ORAL 4 PA: MO:
SUBCUTANEOUS QL (4 per TABLET QL (60 per
SYRINGE KIT 40 28 days) 30 days)
MG/0.4 ML

XELJANZ XR 4 PA; MO;
SIMLANDI(CF) 4 PA; QL (3 QL (30 per
SUBCUTANEOUS per 28 days) 30 days)
SYRINGE KIT 80
MG/0.8 ML YUFLYMA(CF) Al 4 PA; MO;
SIMPONI 4  PA:; MO: CROHN'S-UC-HS ?816 (gagg
SUBCUTANEOUS QL (3 per
PEN INJECTOR 28 days) YUFLYMA(CF) 4 PA; MO;
100 MG/ML AUTOINJECTOR QL (4 per
SIMPONI 4  PA:MO: i%?gﬁfggggs 28 days)
SUBCUTANEOUS QL (0.5 per KIT 40 MG/0.4 ML
PEN INJECTOR 50 28 days)
MG/0.5 ML YUFLYMA(CF) 4 PA; MO;

AUTOINJECTOR QL (2 per
SIMPONI 4 PA;MO; SUBCUTANEOUS 28 days)
SUBCUTANEOUS QL (3 per AUTO-INJECTOR
SYRINGE 100 28 days) ’
MG/ML 5513?2{1\1\3(1(0&;\4 : 4 PA; MO
SIMPONI 4 PAMO; SUBCUTANEOUS QL (2 per
SUBCUTANEOUS QL (0.5 per SYRINGE KIT 20 28 days)
SYRINGE 50 28 days) MG/0.2 ML
MG/0.5 ML

YUFLYMA(CF) 4 PA; MO;
TYENNE 4 PA;MO; SUBCUTANEOUS QL (4 per
AUTOINJECTOR QL (3.6 per SYRINGE KIT 40 28 days)

28 days) 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
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OBSTETRICS DEPO-SUBQ 2 MO
/ PROVERA 104
GYNECOLOG DIVIGEL 3 MO; QL (30
% TRANSDERMAL per 30 days)
GEL IN PACKET
ESTROGENS / 0.25 MG/0.25
PROGESTINS GRAM (0.1 %), 0.5
. MG/0.5 GRAM (0.1
abigale lo ! %), 0.75 MG/0.75
ACTIVELLA 3 MO GRAM (0.1%), 1
ANGELIO P MG/GRAM (0.1 %)
DIVIGEL 3 MO; QL
BIJUVA S MO TRANSDERMAL (37.5 per 30
camila 1 MO GEL IN PACKET days)
CLIMARA 3 MO;QL (4 1.25 MG/1.25
per 28 days) GRAM (0.1 %)
CLIMARA PRO 3 MO dotti I MO:QL(
er 28 days
COMBIPATCH 3 P ys)
DUAVEE 2 MO
CRINONE 3 MO
VAGINAL GEL 4 ELESTRIN MO; QL (70
% per 30 days)
CRINONE 3 PA;MO errin 1 MO
VAGINAL GEL 8 ESTRACE 3 ST; MO
% VAGINAL
deblitane 1 MO estradiol oral 3 MO
DELESTROGEN 3 MO estradiol 1 MO; QL (50
INTRAMUSCULA transdermal gel in per 30 days)
R OIL 10 MG/ML, metered-dose pump
20 MGML estradiol 1 MO; QL (30
DEPO-ESTRADIOL 3 MO transdermal gel in per 30 days)
DEPO-PROVERA 3 MO packet 0.25 mg/0.25
INTRAMUSCULA gram (0.1 %), 0.5
R SUSPENSION mg/0.5 gram (0.1
150 MG/ML %), 0.75 mg/O. 75
gram (0.1%), 1
omomows 3w L
R 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,
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estradiol 1 MO; QL medroxyprogesteron 1 MO
transdermal gel in (37.5 per 30 e
packet 1.25 mg/1.25 days) / 1
gram (0.1 %) meterd
MENOSTAR 3 MO; QL (4
estradiol 1 MO; QL (8 > QL (
per 28 days)
transdermal patch per 28 days) :
semiweekly mimvey 1 MO
estradiol 1 MO; QL (4 MINIVELLE 3 MO; QL (8
transdermal patch per 28 days) per 28 days)
weekly nora-be 1 MO
estradiol vaginal 3 MO norethindrone 1
estradiol valerate 3 MO (contraceptive)
estradiol- 1 MO norethindrone 1 MO
norethindrone acet acetate
ESTRING 3 ST; MO norethindrone ac-eth 3 MO
estradiol oral tablet
EVAMIST 3 MO; QL 0.5-2.5 mg-mcg, 1-5
(16.2 per 30 mg-mcg
days)
PREMARIN ORAL MO
FEMRING 3 ST; MO
PREMARIN MO
fyvavolv 3 MO VAGINAL
gallifrey T MO PREMPHASE MO
heather 1 MO PREMPRO MO
IMVEXXY 2 MO
t 1 MO
MAINTENANCE Progesterone
micronized
PACK
PROMETRIUM M
IMVEXXY 2 MO © v 3 ©
STARTER PACK PROVERA 3 MO
incassia 1 MO sharobel 1 MO
Jjinteli 3 MO VAGIFEM 3 ST; MO
Iyleq 1 MO VIVELLE-DOT 3 MO; QL (8
28d
Wyllana 1 MO; QL (8 pet ays)
per 28 days) yuvafem 3
lyza 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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MISCELLANEO terconazole 1 MO
US OB/GYN tranexamic acid oral 1 MO
ANNOVERA 3 MO vandazole 1 MO
CLEOCIN 3 MO VEOZAH 3 PA; MO
VAGINAL XACIATO 3 ST;MO
clindamycin 1 MO
. xulane 1
phosphate vaginal
CLINDESSE 3 MO zafemy . M0
ehuryng _—O g(l}ll:I"ERACEPTI
etonogestrel-ethinyl 1 AGENTS
tradiol
estraaio altavera (28) 1 MO
YNAZOLE-1 M
G © 3 © alyacen 1/35 (28) 1 MO
haloette 1 MO
apri 1 MO
INTRAROSA 3 MO
aranelle (28) 1 MO
KYLEENA
LILETTA ; MO ashiyna 1 Mo
aubra eq 1 MO
metronidazole 1 MO . 1 MO
vaginal gel 0.75 % aviane
(37.5mg/5 gram) azurette (28) 1 MO
miconazole-3 1 MO BALCOLTRA 3 MO
vaginal suppository balziva (28) 1 MO
MIRENA 3 BEYAZ 3 MO
MYFEMBREE 4 PA; MO blisovi 24 fe 1 MO
NEXPLANON 2 blisovi fe 1.5/30 (28) 1 MO
norelgestromin- 1 briellyn 1 MO
ethin.estradiol
NUVARING 3 MO camrese lo 1 MO
cryselle (28) 1 MO
ORIAHNN 4 PA; MO
cyred eq 1 MO
OSPHENA 3 MO
PHEXXI : MO dolishale 1 MO
SKYLA 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
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drospirenone- 1 MO kariva (28) 1
e.estradiol-Im.fa kelnor 1/35 (28 1 MO
oral tablet 3-0.02- elnor 1733 (23)
0.451 mg (24) (4) kelnor 1/50 (28) 1 MO
drospirenone-ethinyl 1 MO kurvelo (28) 1 MO
estradiol oral tablet [ norgest/e.estradiol- 1
3-0.02 mg e.estrad oral
drospirenone-ethinyl 1 tablets,dose pack,3
estradiol oral tablet month 0.1 mg-20
3-0.03 mg mcg (84)/10 meg (7)
enskyce 1 MO larin 1.5/30 (21) 1 MO
falmina (28) 1 MO larin fe 1.5/30 (28) 1 MO
feirza 1 MO larin fe 1/20 (28) 1 MO
FEMLYV 3 MO lessina 1 MO
finzala 1 MO levonest (28) 1 MO
galbriela 1 levonorgestrel- 1
) ethinyl estrad
gemmily 1 MO
. levonorg-eth estrad 1 MO
hailey 24 fe 1 MO triphasic
iclevia 1 levora-28 1
introvale L LO LOESTRIN FE 3
isibloom E MO LOESTRIN 1.5/30 3 MO
jaimiess 1 MO (21)
Jjasmiel (28) 1 MO LOESTRIN 1/20 3 MO
Jjoyeaux 1 MO (1)
. LOESTRIN FE 3 MO
leb 1 MO
Jurener 1.5/30 (28-DAY)
unel 1.5/30 (21 1 MO
June 2D LOESTRINFE1/20 3 MO
junel 1/20 (21) 1 MO (28-DAY)
Junel fe 1.5/30 (28) 1 MO lojaimiess 1 MO
Jjunel fe 1/20 (28) 1 MO loryna (28) 1 MO
Junel fe 24 1 MO low-ogestrel (28) 1
kaitlib fe 1 MO lutera (28) 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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marlissa (28) 1 MO nortrel 0.5/35 (28) 1 MO
merzee 1 nortrel 1/35 (21) 1 MO
mibelas 24 fe 1 MO nortrel 1/35 (28) 1 MO
microgestin 1.5/30 1 MO nortrel 7/7/7 (28) 1 MO
(2 wylia 1/35 (28) 1 MO
Zz]c)rogestm 1/20 1 MO nylia 7/7/7 (28) 1 MO
1 1
microgestin fe 1.5/30 1 MO ocerd
(28) pimtrea (28) 1 MO
microgestin fe 1/20 1 MO portia 28 1 MO
(28) reclipsen (28) 1 MO
mili 1 MO rivelsa 1 MO
minzoya 1 MO rosyrah 1 MO
NATAZIA 3 MO SAFYRAL 3 MO
necon 0.5/35 (28) 1 MO setlakin 1 MO
norethindrone ac-eth 1 MO syeda 1 MO
estradiol oral tablet 12 ) MO
1-20 mg-meg tarina 24 fe
norethindrone- 1 tc;rm afel-20eq 1 MO
e.estradiol-iron oral (28)
capsule tilia fe 3 MO
norethindrone- 1 tri-estarylla 1 MO
e.estradiol-iron oral .
- M
tablet,chewable tri-legest fe 3 ©
X X tri-lo-estarylla 1 MO
norgestimate-ethiny! 1 : ‘
estradiol oral tablet tri-lo-sprintec 1
0.18/0.215/0.25 mg- tri-mili 1
0.025 mg, 0.25- .
0.035 mg tri-sprintec (28) 1 MO
norgestimate-ethinyl 1 MO tri-vylibra : MO
estradiol oral tablet tri-vylibra lo 1 MO
0.18/0.215/0.25 mg-
t 28 1 MO
0.035mg (28) urgoz (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
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valtya 1 MO gentamicin 1 MO; QL (70
velivet triphasic 1 MO ophthalmic (eye) per 30 days)
regimen (28) drops

levofloxacin 1 MO

t 28 1 MO

vestura (28) ophthalmic (eye)
vienva 1 MO drops 0.5 %
vyfemla (28) 1 MO moxifloxacin 1 MO
wlibra 1 MO ophthalmic (eye)

drops
wymzya fe 1 MO

neomycin- 1 MO
xarah fe 1 MO bacitracin-
xelria fe 1 polymyxin
YASMIN (28) 3 MO neomycin- 1 MO
YAZ (28) 3 MO polymyxin-

gramicidin
zovia 1-35 (28) 1 MO )

neo-polycin 1
E(I;IégHALMO OCUFLOX 3 MO

ofloxacin ophthalmic 1 MO
ANTIBIOTICS (eye)
AZASITE 3 MO polycin 1
bacitracin 1 polymyxin b sulf- 1 MO
ophthalmic (eye) trimethoprim
bacitracin- 1 MO tobramycin 1 MO; QL (10
polymyxin b ophthalmic (eye) per 14 days)
BESIVANCE 3 MO TOBREX 3 MO; QL
o 3w omnALc Qi
OPHTHALMIC ¥
(EYE) OINTMENT VIGAMOX 3 MO
ciprofloxacin hcl 1 MO ANTIVIRALS
ophthalmic (eye) trifluridine 1 MO
erythromycin 1 MO; QL ZIRGA M
ophthalmic (eye) (3.5 per 14 GAN 3 ©

days)

gatifloxacin 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
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betaxolol ophthalmic 1 MO
(eye)
BETIMOL 3 atropine ophthalmic 1 MO
OPHTHALMIC (eye) drops 1 %
(EYE) DROPS 0.25 azelastine 1 MO
%o ophthalmic (eye)
BETIMOL 3 MO bepotastine besilate 1 MO
OPHTHALMIC
(EYE) DROPS 0.5 BEPREVE S V1O
% CEQUA 3 MO; QL (60
carteolol 1 MO per 30 days)
ISTALOL 3 MO cromolyn I MO
ophthalmic (eye)
levobunolf) ! ! MO cyclosporine 1 MO; QL (60
ophthalmic (eye) nihalmi 304
drops 0.5 % ophthalmic (eye) per ays)
timolol 1 MO CYSTADROPS 4 PA
timolol maleate (pf) 1 MO CYSTARAN 4 PA
timolol maleate 1 MO epinastine 1 MO
ophthalmic (eye) MIEBO (PF) 2 MO; QL (3
drops (not single per 30 days)
use) OXERVATE 4 PA;MO
timolol mqleate 1 MO PHOSPHOLINE
ophthalmic (ey?) IODIDE
drops, once daily
) pilocarpine hcl 1 MO
timolol mgleate 3 MO ophthalmic (eye)
ophthalmic (eye) gel drops 1 %, 2 %, 4 %
forming solution
RESTASIS 3 MO; QL (60
TIMOPTIC 3 MO per 30 days)
OCUDOSE (PF)
RESTASIS 3 MO; QL
MULTIDOSE (5.5 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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sulfacetamide 1 MO flurbiprofen sodium 1 MO
sodium ophthalmic ILEVRO 3 MO
(eve) drops

/ » ) ketorolac 1 MO
sulft qcemm de ophthalmic (eye)
sodium ophthalmic
sulfacetamide- 1 MO PROLENSA 3 MO
prednisolone
TYRVAYA 3 MO; QL
(8.4 per 30
days) acetazolamide 1 MO
VE ZIA 4 flga()%le} 30 methazolamide 3 MO
days)
VEVYE 3 MO; QL (2
per 30 days)
VUITY 3 PA; MO AZOPT 3 MO
XDEMVY 4 PA; QL (10 bimatoprost 1 MO
per 42 days) ophthalmic (eye)
XIIDRA 2 MO; QL (60 brimonidine-timolol 1 MO
per 30 days) brinzolamide 1 MO
ZERVIATE 3 COMBIGAN 3 MO
COSOPT 3 MO
COSOPT (PF) 3 MO
dorzolamide 1 MO
dorzolamide-timolol 1 MO
ACULAR 3 MO dorzolamide-timolol 1 MO
ACULAR LS 3 MO (pf) ophthalmic (eye)
dropperette
ACUVAIL (PF) 3 MO IYUZEH (PF) 3 ST; MO
bromfenac ! MO latanoprost 1 MO
BROMSITE 3 MO
diclofenac sodium 1 MO

ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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
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LUMIGAN 2 MO ZYLET 3 MO; QL (10
OPHTHALMIC per 14 days)
G ol stERODS
%
RHOPRESSA 2 ALREX S O
ROCKLATAN 2 dexqmethasone 1 MO
sodium phosphate
SIMBRINZA 2 MO ophthalmic (eye)
tafluprost (pf) 1 MO difluprednate 1 MO
TRAVATAN Z 3 ST; MO DUREZOL 3 MO
travoprost 1 MO EYSUVIS 3 PA; MO;
VYZULTA 3 ST QL (8.3 per
14 days)
XALATAN 3 ST; MO
FLAREX 3 MO
ZIOPTAN (PF) 3 ST; MO
fluorometholone 1 MO
FML FORTE 3 MO
FML LIQUIFILM 3 MO
INVELTYS 2 MO
MAXITROL 3 MO LOTEMAX 3 MO
neomycin- 1 MO LOTEMAX SM 3 MO
bacitracin-poly-hc loteprednol 1 MO
neomycin-polymyxin 1 MO etabonate
b-dexameth MAXIDEX 3 MO
neomyct- S © PRED FORTE 3 MO
polymyxin-hc
ophthalmic (eye) PRED MILD 3 MO
neo-polycin hc 1 prednisolone acetate 1 MO
TOBRADEX 2 MO; QL prednisolone sodium 1 MO
OPHTHALMIC (3.5 per 14 phosphate
(EYE) OINTMENT days) ophthalmic (eye)
TOBRADEX ST 3 MO
tobramycin- 1 MO; QL (10
dexamethasone per 14 days) ALPHAGAN P 3 MO
apraclonidine 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,
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brimonidine MO desloratadine 1 MO; QL (30
ophthalmic (eye) per 30 days)
IOPIDINE MO EPINEPHRINE 3 ST; MO; QL
OPHTHALMIC INJECTION AUTO- (4 per 30
(EYE) INJECTOR 0.15 days)
DROPPERETTE MG/0.15 ML
RESPIRATOR epinephrine I MO;QL 4
injection auto- per 30 days)
Y AND injector 0.15 mg/0.3
ALLERGY ml, 0.3 mg/0.3 ml
ANTIHISTAMIN (manufactured by
E/ mylan specialty)
ANTIALLERGE EPINEPHRINE 3 ST; QL (4
NIC AGENTS INJECTION AUTO- per 30 days)
INJECTOR 0.3
per 30 days) (MANUFACTURE
carbinoxamine PA; MO D BY MYLAN
maleate oral liquid SPECIALTY)
carbinoxamine PA; MO EPIPEN 2-PAK 3 ST; QL (4
maleate oral tablet 4 per 30 days)
me EPIPEN JR 2-PAK 3 ST; QL (4
carbinoxamine PA per 30 days)
maleate oral tablet 6 hydroxyzine hcl oral 1 PA; MO
me solution 10 mg/5 ml
cetzrz_zzne oral MO hydroxyzine hcl oral 1 PA; MO
solution 1 mg/ml ‘abl
ablet
CLARINEX ORAL MO; QL (30 hvd . 1 PA: MO
TABLET per 30 days) yaroxyzine ’
pamoate
IC{IE)%II{{INEX'D 12 MO:;))OQ(I; (60 levocetirizine oral 3 MO
pet ays) solution
clemastine oral PA levocetirizine oral 1 MO; QL (30
syrup tablet per 30 days)
clzl?astme oral PA; MO NEFEY 3 ST: MO: QL
tabiet (4 per 30
cyproheptadine PA; MO 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,
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promethazine rectal 1 PA; MO ALBUTEROL 3 ST; QL (36
suppository 12.5 mg, SULFATE per 30 days)
25 mg INHALATION HFA
promethegan rectal 1 PA; MO AEROSOL
suppository 25 mg, INHALER 90
50 mg MCG/ACTUATION
(NDA020983)
RYCLORA 3 MO albuterol sulfate 1 PA; MO
RYVENT 3 PA; MO inhalation solution
PULMONARY for nebulization 0.63
ml, 2.5 mg /3 ml
acetylcysteine 1 PA; MO (0.083 %), 2.5
ADCIRCA 4 PA; MO; mg/0.5 ml
QL (60 per albuterol sulfate oral 1 MO
30 days) Syrup
ADEMPAS 4 PA; MO; albuterol sulfate oral 3 MO
LA; QL (90 tablet
per 30 days) ALVESCO 2 MO: QL
ADVAIR DISKUS 3 MO:; QL (60 INHALATION HFA (12.2 per 30
per 30 days) AEROSOL days)
ADVAIR HFA 2 MO;QL(12 INHALER 160
per 30 days) MCG/ACTUATION
AIRDUO 3 ST;MO; QL ALVESCO 2 MO;QL
RESPICLICK (1 per 30 INHALATION HFA (6.1 per 30
days) AEROSOL days)
INHALER 80
AIRSUPRA 3 SLMOQL MCG/ACTUATION
(32.1 per 30
days) ALYFTREK ORAL 4 PA; MO;
TABLET 10-50-125 QL (56 per
albuterol sulfate 1 MO; QL (17 MG 28 days)
inhalation hfa per 30 days)
aerosol inhaler 90 ALYFTREK ORAL 4 PA; MO;
mcg/actuation TABLET 4-20-50 QL (84 per
MG 28 days)
albuterol sulfate 1 QL (134
inhalation hfa per 30 days) alyq 4 PA; MO;
aerosol inhaler 90 QL (60 per
mcg/actuation 30 days)

package size 6.7 gm

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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,
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ambrisentan 4 PA; MO; BERINERT 4 PA; MO

LA; QL (30 INTRAVENOUS

per 30 days) KIT
ANORO ELLIPTA 3 ST; MO; QL BEVESPI 2 MO; QL

(60 per 30 AEROSPHERE (10.7 per 30

days) days)
arformoterol 3 PA; MO; bosentan oral tablet 4 PA; MO;

QL (120 per LA; QL (60

30 days) per 30 days)
ARNUITY 3 ST; QL (30 BREO ELLIPTA 2 MO; QL (60
ELLIPTA per 30 days) per 30 days)
ASMANEX HFA 2 MO; QL (13 breyna 1 MO; QL

per 30 days) (10.3 per 30
ASMANEX 2 MO;QL(I days)
TWISTHALER per 30 days) BREZTRI 2 MO; QL
INHALATION AEROSPHERE (10.7 per 30
AEROSOL POWDR days)
BREATH

BROVANA 4 PA; MO;
ACTIVATED 110 OVAN QL,(IZOO’per
MCG/
30d
ACTUATION (30), ays)
220 MCG/ budesonide 3 PA; MO;
ACTUATION (30), inhalation QL (120 per
220 MCG/ suspension for 30 days)
ACTUATION (60) nebulization 0.25
/2 ml, 0.5 mg/2 ml
ASMANEX 2 MO;QL(2 nere e T e
TWISTHALER per 30 days) budesonide 3 PA; MO;
INHALATION inhalation QL (60 per
AEROSOL POWDR suspension for 30 days)
BREATH nebulization 1 mg/2
ACTIVATED 220 ml
MCG/ budesonide- 1 QL (10.2
ACTUATION (120) formoterol per 30 days)
ATROVENT HFA 3 MO; QL CINRYZE PA; MO
25.8 30
Elays) pet COMBIVENT 2 QL (8 per
RESPIMAT 30 days)

azelastine- 1 MO; QL (23 I inhalati : PA: MO
fluticasone per 30 days) cromolyn inhaiation ’

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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
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DALIRESP 3 PA; MO; FLUTICASONE 3 ST; MO; QL
QL (30 per PROPIONATE (60 per 30
30 days) INHALATION days)
DUAKLIR 3 ST:MO:QL [B)EISITC%RIX%ITH
PRESSAIR (1 per 30 v
MCG/ACTUATION
days) 50
DULERA 2 MO; QL (13 MCG/ACTUATION
30d
per 30 days) FLUTICASONE 3 ST:MO:QL
DYMISTA 3 MO; QL (23 PROPIONATE (240 per 30
per 30 days) INHALATION days)
ESBRIET ORAL 4 PA; MO; BLISTER WITH
CAPSULE QL (270 per DEVICE 250
30 days) MCG/ACTUATION
ESBRIET ORAL 4 PA; MO; FLUTICASONE 3 ST; MO; QL
TABLET 267 MG QL (270 per PROPIONATE (12 per 30
30 days) INHALATION HFA days)
AEROSOL
ESBRIET ORAL 4 PA; MO; INHALER 110
TABLET 801 MG ?54 d(90 ;oer MCG/ACTUATION
ays
FLUTICASONE 3 ST; MO; QL
FASENRA PEN . P?f 1}’109 PROPIONATE (24 per 30
QL (1 per INHALATION HFA days)
28 days) AEROSOL
FASENRA 4 PA; MO; INHALER 220
SUBCUTANEOUS QL (0.5 per MCG/ACTUATION
&‘E}%I‘;Gﬁﬁo 28 days) FLUTICASONE 3 ST;MO; QL
: PROPIONATE (10.6 per 30
FASENRA 4 PA; MO; INHALATION HFA days)
SUBCUTANEOUS QL (1 per AEROSOL
SYRINGE 30 28 days) INHALER 44
MG/ML MCG/ACTUATION
FIRAZYR 4 PA; MO fluticasone 1 MO; QL (16
flunisolide | MO: QL (50 propionate nasal per 30 days)
per 30 days)
FLUTICASONE 3 ST; MO; QL
FUROATE- (60 per 30
VILANTEROL 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,
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FLUTICASONE 3 ST; QL (1 ipratropium bromide PA; MO
PROPION- per 30 days) inhalation
SALMETEROL . .
t - PA; MO
INHALATION A ’
AEROSOL POWDR
BREATH KALYDECO PA; MO;
ACTIVATED 113- QL (56 per
14 28 days)
MCG/ACTUATION LETAIRIS PA; MO;
FLUTICASONE 3 ST; MO; QL LA; QL (30
PROPION- (1 per 30 per 30 days)
SALMETEROL days) levalbuterol hcl PA; MO
INHALATION ] ]
AEROSOL POWDR LEVALBUTEROL ST; MO; QL
BREATH TARTRATE 5130 per 30
ACTIVATED 232- ays)
14 mometasone nasal MO; QL (34
MCG/ACTUATION per 30 days)
55-14
’ montelukast oral MO
MCG/ACTUATION granules in packet
fluticasone propion- 1 MO; QL (60 montelukast oral MO
salmeterol per 30 days)
i . . tablet
inhalation blister
with device montelukast oral MO
tablet,chewable
FLUTICASONE 3 ST; MO; QL
PROPION- (12 per 30 NUCALA PA; MO;
SALMETEROL days) SUBCUTANEOUS LA; QL (3
INHALATION HFA AUTO-INJECTOR per 28 days)
AEROSOL NUCALA PA; MO;
INHALER SUBCUTANEOUS LA; QL (3
formoterol fumarate 3 PA; MO; RECON SOLN per 28 days)
QL (120 per NUCALA PA; MO;
30 days) SUBCUTANEOUS LA; QL (3
HAEGARDA 4 PA; MO; SYRINGE 100 per 28 days)
LA MG/ML
icatibant 4 PA; MO NUCALA PA; MO;

. . SUBCUTANEOUS LA; QL (0.4
g}ii%%sf 831;)’ MO3’ (?L SYRINGE 40 per 28 days)
(30 per MG/0.4 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,
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OFEV 4 PA; MO; PROAIR 3 ST; MO; QL
QL (60 per RESPICLICK (2 per 30
30 days) days)
OHTUVAYRE 4 PA; QL PULMICORT 2 MO; QL (2
(150 per 30 FLEXHALER per 30 days)
days) INHALATION
OMNARIS 3 ST;MO; QL AEROSOL POWDR
(12.5 per 30 BREATH
days) ACTIVATED 180
MCG/ACTUATION
OPSUMIT 4 PA; MO;
LA: QL (30 PULMICORT 2 MO; QL (1
per 30 days) FLEXHALER per 30 days)
INHALATION
OPSYNVI 4 PA; MO; AEROSOL POWDR
QL (30 per BREATH
30 days) ACTIVATED 90
ORKAMBI ORAL 4 PA; MO; MCG/ACTUATION
GRANULES IN QL (56 per PULMICORT 3 PA; MO;
PACKET 28 days) INHALATION QL (120 per
ORKAMBI ORAL 4 PA; MO; SUSPENSION FOR 30 days)
TABLET QL (112 per NEBULIZATION
28 days) 0.25 MG/2 ML, 0.5
MG/2 ML
ORLADEYO PA; LA
PULMICORT 3 PA; MO;
PERFOROMIST PA; MO; INHALATION QL (60 per
QL (120 per SUSPENSION FOR 30 days)
30 days) NEBULIZATION 1
pirfenidone oral 4 PA; MO; MG/2 ML
capsule QL (270 per PULMOZYME 4  PA;MO
20 days) NASL NASAL ST', QL (6.8
pirfenidone oral 4 PA; MO; I(-)IF A AEROSOL p er’ 30 days)
tablet 267 mg QL (270 per INHALER 40
30 days) MCG/ACTUATION
PIRFENIDONE 4 PA; MO; QNASL NASAL 3 ST: QL
ORAL TABLET QL (90 per HFA AEROSOL (10.6 per 30
534 MG 30 days) INHALER 80 days)
pirfenidone oral 4 PA; MO; MCG/ACTUATION
tablet 801 mg QL (90 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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QVAR 2 QL (10.6 SINGULAIR 3
%ﬁE}]I)gff]IE(I){N HFA per 30 days) SPIRIVA 2 MOQLH
RESPIMAT
AEROSOL S per 30 days)
BREATH SPIRIVA WITH 3 ST; MO; QL
ACTIVATED 40 HANDIHALER (90 per 90
MCG/ACTUATION days)
QVAR 2 QL (21.2 STIOLTO 2 MO; QL (4
REDIHALER per 30 days) RESPIMAT per 30 days)
INHALATION HFA STRIVERDI 2 MO; QL (4
AEROSOL RESPIMAT per 30 days)
BREATH . .
ACTIVATED 80 SYMBICORT 3 Sle é\/IO, (3)54
MCG/ACTUATION El : )per
ays
REVATIO ORAL 4 PA; MO; SYMDEKO 4 PA: MO:
TABLET QL (90 per ’ ’
30 days) QL (56 per
28 days)
last 3 PA; MO;
roflumilas QL (30 per tadalafil (pulmonary 3 PA; QL (60
30 days) arterial per 30 days)
hypertension) oral
RUCONEST 4 PA; MO tablet 20 mg
RYALTRIS ST; MO; QL TADLIQ 4 PA; MO;
(29 per 30 QL (300 per
days) 30 days)
sajazir 4  PA;MO TAKHZYRO 4 PA;MO;
SEREVENT ST; MO; QL LA
DISKUS (60 per 30 terbutaline oral MO
d
ays) TEZSPIRE 4 PA;MO;
sildenafil 4 PA; MO; QL (1.91
(pulmonary arterial QL (224 per per 30 days)
hypertension) oral 30 days)
suspension for THEO-24 3 MO
reconstitution 10 theophylline oral 3
mg/ml solution
sildenafil 1 PA; MO; theophylline oral 1
(pulmonary arterial QL (90 per tablet extended
hypertension) oral 30 days) release 12 hr 100
tablet 20 mg mg, 200 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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theophylline oral 1 MO TUDORZA 3 ST; QL (1
tablet extended PRESSAIR per 30 days)
release 12 hr 300 INHALATION
mg, 450 mg AEROSOL POWDR
: BREATH
theophyll l 1
MCG/ACTUATION
release 24 hr
(30 ACTUAT)
tiotropium bromid 1 L (90
rotroptum oromiae 80 d(aysf ° TYVASO DPI 4  PA:MO;
INHALATION QL (112 per
TRACLEER ORAL 4 PA; MO; CARTRIDGE 28 days)
TABLET LA; QL (60 WITH INHALER 16
per 30 days) MCG, 32 MCG, 48
TRACLEER ORAL 4 PA; MO; MCG, 64 MCG
TABLET FOR LA; QL TYVASO DPI 4 PA; MO;
SUSPENSION (112 per 28 INHALATION QL (252 per
days) CARTRIDGE 180 days)
TRELEGY 2 MO; QL (60 WITH INHALER
ELLIPTA per 30 days) 16(112)-32(112) -
48(28) MCG
TRIKAFTA ORAL 4 PA; MO;
GRANULES IN QL (56 per TYVASO DPI 4 PA; MO;
PACKET, 28 days) INHALATION QL (224 per
SEQUENTIAL CARTRIDGE 28 days)
WITH INHALER
TRIKAFTA ORAL 4 PA; MO; 3748 MCG
TABLETS, QL (84 per
SEQUENTIAL 28 days) UMECLIDINIUM- 3 ST; MO; QL
VILANTEROL (60 per 30
TUDORZA 3 ST; MO; QL days)
PRESSAIR (1 per 30
INHALATION days) VENTOLIN HFA 3 ST; MO; QL
AEROSOL POWDR (36 per 30
BREATH days)
ACTIVATED 400 WINREVAIR 4  PA;MO;
MCG/ACTUATION QL (1 per
21 days)
wixela inhub 1 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,
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XHANCE 3 ST, MO; QL UROLOGICA
(32 per 30 LS
days)
XOLAIR 4 PA: MO:; ANTICHOLINE
SUBCUTANEOUS LA; QL (8 RGICS/
AUTO-INJECTOR per 28 days) ANTISPASMODI
150 MG/ML, 300 CS
MG/2 ML darifenacin 1 MO
XOLAIR 4 PA; MO; fesoterodine 1 MO
SUBCUTANEOUS LA; QL (1
AUTO-INJECTOR per 28 days) flavoxate 1 MO
75 MG/0.5 ML GEMTESA 3 MO
XOLAIR 4 PA; MO; mirabegron 1 MO
SUBCUTANEOUS LA; QL (8
MYRBETRIQ 3
RECON SOLN per 28 days) ORAL
XOLAIR 4 PA; MO; SUSPENSION,EXT
SUBCUTANEOUS LA; QL (8 ENDED REL
SYRINGE 150 per 28 days) RECON
ﬁg /ML, 300 MG/2 MYRBETRIQ 3 MO
ORAL TABLET
XOLAIR 4 PA; MO; EXTENDED
SUBCUTANEOUS LA; QL (1 RELEASE 24 HR
1%42}3(1)1\;?\]2147 > per 28 days) oxybutynin chloride 1 MO
’ oral syrup
XOPENEX HFA > (S;;)’ NeIrO3’ (?L oxybutynin chloride 1 MO
daysP) oral tablet 5 mg
YUPELRI 4 PA: MO: oxybutynin chloride 1 MO
QL7 (90 jer oral tablet extended
30 days§) release 24hr
OXYTROL 3 MO; QL (8
zc;ﬁrlukast xg per 28 days)
Zileuton solifenacin 1 MO
ZYFLO MO tolterodine 1 MO
TOVIAZ 3 MO
trospium 1 MO
VESICARE 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,
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VESICARE LS 3 MO PROCYSBI ORAL 4 PA; MO
BENIGN GRANULES DEL
RELEASE IN
PROSTATIC
PACKET
HYPERPLASIA(
alfuzosin 1 MO tadalafil oral tablet 3 PA; MO;
2.5 mg QL (60 per
AVODART 3 MO 30 days)
dutasteride 1 MO tadalafil oral tablet 3 PA; MO;
dutasteride- 3 MO 5 mg QL (30 per
tamsulosin 30 days)
finasteride oral 1 MO UROCIT-K 10 3 MO
tablet 5 mg UROCIT-K 15 3 MO
JALYN - VITAMINS,
PROSCAR MO HEMATINICS
RAPAFLO ORAL 3 MO / ELECTROLY
CAPSULE 4 MG TES
RAPAFLO ORAL 3
CAPSULE 8 MG ISELECTROLYTE
silodosin 1 MO
klor-con 10 1 MO
tamsulosin 1 MO
klor-con 8 1 MO
UROXATRAL 3 MO
TSI ARTED) klor-con m10 1 MO
US klor-con m15 1 MO
UROLOGICALS klor-con m20 1 MO
bethanechol chloride 1 MO IZdOOF -con oral packet 3 MO
CIALIS ORAL 3 PA; QL (30 :
TABLET 5 MG per 30 days) magnesium sulfate 3 MO
injection solution
CYSTAGON PA; LA
magnesium sulfate 3
ELMIRON 2 MO injection syringe
potassium citrate 1 MO potassium chlorid- 3

oral tablet extended
release

d5-0.45%nacl

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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
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potassium chloride 3 potassium chloride 1
in 0.9%nacl oral tablet extended
intravenous release 20 meq
parenteral solution . .
potassium chloride 1 MO
20 meq/l, 40 meq/l oral tablet.er
potassium chloride 3 particles/crystals 10
in5 % dex meq
iniravenous , potassium chloride 1
parenteral solution
20 y oral tablet,er
neq particles/crystals 15
potassium chloride 3 meq, 20 meq
in lr-d5 intravenous fassi hlorid 3
! solution potassium chloride-
parenteral so 0.45 % nacl
20 megq/l
i hlorid 3 potassium chloride- 3
;?otasszunjl chloride d5-0.2%nacl
in water intravenous intravenous
piggvback 10 :
parenteral solution
meq/100 ml, 20 20 meg/I
meq/100 ml, 40
meq/100 ml potassium chloride- 3
i : d5-0.9%nacl
potassium chloride 3
% int.
potassium chloride 1 MO o miravenous
oral capsule, sodium chloride 3 % 3
extended release hypertonic
potassium chloride 3 MO sodium chloride 5 % 3 MO
oral liquid hypertonic
potassium chloride 3 MO TPN 3
potassium chloride 1 MO MISCELLANEO
oral tablet extended US NUTRITION
release 10 meq, 8 PRODUCTS
meq AQNEURSA 4  PA;LA
POTASSIUM 3 MO
CHLORIDE ORAL CLINIMIX PA
TABLET 5%/D15W
EXTENDED SULFITE FREE

RELEASE 15 MEQ

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction 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,
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CLINIMIX 3 PA PROSOL 20 % 3 PA
4.25%/D10W SULF travasol 10 % 3 PA

FREE
TROPHAMINE 10 3 PA
CLINIMIX 5%- 3 PA

0
D20W(SULFITE- /o
FREE) VITAMINS /

CLINIMIX E 3 PA HEMATINICS

4.25%/D10W SUL fluoride (sodium) 1 MO
FREE oral tablet

CLINIMIX E 3 PA prenatal vitamin 1 MO
4.25%/D5SW SULF oral tablet
FREE

CLINIMIX E 3 PA
5%/D15W SULFIT
FREE

CLINIMIX E 3 PA
5%/D20W SULFIT
FREE

CLINISOL SF 15 % PA

DOJOLVI 4 PA; MO;
LA

(98]

electrolyte-a 1

intralipid 3 PA
intravenous
emulsion 20 %

INTRALIPID 3 PA
INTRAVENOUS
EMULSION 30 %

ISOLYTE S PH 7.4 3

ISOLYTE-P IN 5 %
DEXTROSE

NUTRILIPID
PLASMA-LYTE A
PLENAMINE
premasol 10 %

(O8]

PA

PA
PA

W | W W | W

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
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ACANYA ..o, 73 adapalene......................cccc....... 74  ALOGLIPTIN.......ccocveiiannne 86
acarbose............ccoceevceencnnane. 85 adapalene-benzoyl peroxide..... 74  ALOGLIPTIN-METFORMIN. 86
ACCULANE ....eeeeeeaaeeeeaeaaeanns 73 ADBRY ..o 72 ALOGLIPTIN-
acebutolol................ccccuevennee. 59 ADCIRCA.......covvireiie. 127 PIOGLITAZONE..................... 86
acetaminophen-codeine............ 39 ADDERALL....ccccoovveeieeenns 46  aloSetron...........cceceeeeeceveennnennn. 96
acetazolamide......................... 124 ADDERALL XR......ccceeeueenneee. 46 ALPHAGANP.....cccoovenenne 125
ACELIC ACIA ..., 84  adefovir........cceeeeieeiiiieie, 2 ALREX....oiiiiieieeieenen, 125
acetylcysteine......................... 127 ADEMPAS......coiii 127  altavera (28) .....cccccveveeeeeennen. 119
ACIPHEX .....coooiiiiiiiiiee, 100 ADLARITY .oooiiiiiiiiieieecee, 34 ALTRENO....cccooiiiiiriieeee 74
ACTIVELIN .o, 69 ADMELOG SOLOSTAR U- ALUNBRIG.......cccocieeiieinne 14
ACTEMRA ..o 110 100 INSULIN.....ccotriirieiiene 86 ALVAIZ..coviiiiiiiiiii. 64
ACTEMRA ACTPEN............ 110 ADMELOG U-100 INSULIN ALVESCO....ccootviieiiene 127
ACTHAR ..., 84 LISPRO....ccoooieieieieeeee, 86 alyacen 1/35 (28) ....ccuueueeunen... 119
ACTHAR SELFJECT.............. 84 ADVAIR DISKUS................. 127  ALYFTREK.......cccooveviren. 127
ACTHIB (PF)..cccveiiiiiee. 106 ADVAIRHFA.......ccceeee. 127 QDG 127
ACTIMMUNE........cccovenn. 103 ADZENYS XR-ODT................ 46  amantadine hcl............................ 2
ACTIVELLA. ..o 117 AFINITOR.....ccooiiiiieiee 14 AMBIEN.....ccooiiiieiee 46
ACTONEL.......ccvvieieieee. 109 AFINITOR DISPERZ.............. 14 AMBIEN CR......ccoeovvrenee. 46
ACTOPLUS MET........cccoeueee. 85 AFREZZA......ccoviiiiiiien. 86 AMBISOME.........ccceevviiiine 1
ACTOS ... 85 AGAMREE.........ccooiiiii. 84  ambrisentan............................ 128
ACULAR. ..o, 124 AGRYLIN....ccooiiiiieieieeee 80 amcinonide...............cccccueuuen.. 77
ACULARLS......coveieenen. 124 AIMOVIG AUTOINJECTOR ..33  amikacin.........ccccceecvvcuesveunannnnn. 7
ACUVAIL (PF)..cccveiiienen. 124  AIRDUO RESPICLICK.......... 127 amiloride...............cccueeueeueennn... 59
aAcyclovir ........cccueveceveeeeeannn. 2,77 AIRSUPRA........ccooeire 127 amiloride-hydrochlorothiazide . 59
acyclovir sodium......................... 2  AJOVY AUTOINJECTOR....... 33 amiodarone...............cccuuuenn.... 59
ACZONE.....cccoviiiiiiiininn, 73  AJOVY SYRINGE................... 33 AMITIZA ... 96
ADACEL(TDAP AKEEGA ..o 14 amitriptyline.............coceeueen.... 46
ADOLESN/ADULT)(PF)....... 106  AKLIEF ..o, 74

ADALIMUMAB-AATY ........ 110 ala-cort.......ueueeeeeceeaaieaennn, 77
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AMIJEVITA (PREFERRED APTIOM.....cooviiiiiiiiien 26 ATRALIN......ccociiiiiiiiees 74

NDCS STARTING WITH APTIVUS ... 2 QIPOPINE. ..., 123
55513) i, 111,112 AQNEURSA.....ccooiiienee. 136 ATROVENT HFA................. 128
amlodipine..............c.ccccceeuenuee. 59 ARALASTNP....ccovvvriiinn 80 ATTRUBY ..cccoviriiiiiiiiieee 68
amlodipine-atorvastatin............ 66 aranelle (28) .....ccooueveeeenenannne. 119 AUBAGIO.....ccccvveeieieeen. 35
amlodipine-benazepril.............. 59 ARANESP (IN aubra eq............ccueeeeveeennnnn. 119
amlodipine-olmesartan............. 59 POLYSORBATE).................. 103 AUGMENTIN.......ccverrrnnne. 11
amlodipine-valsartan................ 59 ARAVA. ..., 112 AUGMENTIN ES-600............. 11
amlodipine-valsartan- ARAZLO.....oociiiiiiiicee, 74  AUGTYRO.....cocovvenienen. 14, 15
hethiazid ...........ocueeeeeeeneeennn, 59 ARCALYST...cooiiiiiiieenenne 103 AURYXIA...ooiiiiieeiieeeee 80
ammonium lactate..................... 72 AREXVY (PF).cooiiiiiiiees 106  AUSTEDO.....ccccceeviiiriiinaene 35
AMNESLECN ..., 74 arformoterol............................ 128 AUSTEDO XR......ccovevuvrennene. 35
AMOXAPINE ..., 46  ARICEPT.....ccooviieiiee 34 AUSTEDO XR TITRATION

amoxicil-clarithromy- ARIKAYCE. ..o, 7  KT(WKI1-4).oiioiiieeiiieees 35
[ansopraz...........ccceeveeeueeennne.. 100 ARIMIDEX......cccceevviieirenneen. 14 AUVELITY oo 47
amoxiCillin...........ccccceveeenennne. 10 aripiprazole...............ccccauee..... 46  AUVI-Qu.oooviiiiiiiiiiieee 126
amoxicillin-pot clavulanate...... 11 ARISTADA......ccoovveenee. 46,47 AVALIDE......c.cooovviieieine. 59
amphetamine sulfate................. 46 ARISTADA INITIO................. 46 AVAPRO.....cccooviiiiiiieeie, 60
amphotericin b..................cc........ I ARIXTRA ..., 64 AVEED.....coiiiiiiiiiiiies 92
amphotericin b liposome............. 1 armodafinil..................cccu........ A7 AVIANE..ccceeeeeeeeeeeeeeeeean, 119
AMPICILIN ..o, 11 ARNUITY ELLIPTA............. 128 AVMAPKI-FAKZYNJA.......... 15
ampicillin sodium...................... 11 AROMASIN.....ccovvivieiieeeen, 14 AVODART....cccoviiiiieen 135
ampicillin-sulbactam................ 11 ARTHROTEC 50..................... 43  AVONEX.....oiiiiiieieeene 103
AMPYRA ..ot 34 ARTHROTEC 75.....ccceevvvneenne. 43 AVYCAZ..oooiiiviiiiiiieen, 6
AMRIX ..o 38 ascomp with codeine................. 39 AYVAKIT ..o, 15
AMZEEQ.....ccooiiiiiiiiiieiiene 74 asenapine maleate.................... 47 AZACTAM.....cccoviiiiiiiece 7
ANAFRANIL ....c.cccocvvieniine 46 ashlyna...........cceceeeeveenncnnee. 119 AZASAN....ccooiiiieee, 15
anagrelide..............ccccevveeeennn. 80 ASMANEXHFA......cceeene. 128 AZASITE ..o 122
anastrozole.............cccuceeeueene.. 14 ASMANEX TWISTHALER.. 128 azathioprine...................c.......... 15
ANCOBON.......cccviiiieeieeeie, 1 aspirin-dipyridamole................ 64 azelaic acid................cuueeune.. 74
ANGELIQ.....ccovieeeiiieeeen. 117  ASSURE ID INSULIN azelastine.......................... 83,123
ANNOVERA.......cccoeiiei. 119 SAFETY oo 107  azelastine-fluticasone............. 128
ANORO ELLIPTA................. 128 ASTAGRAF XL....cccoovvvneee. 14 AZELEX....ciiiiiiieieeenne 74
ANUSOL-HC.......ccocvviiiine 96 ATACAND......cocevviriiiiieee 59 AZILECT...ccoooiviiniiinieneeen. 32
APIDRA SOLOSTAR U-100 ATACAND HCT......ccccvveenee. 59 azithromycCin.........cccueeeceveeennnnn, 7
INSULIN.....ccooieiiieeeieeees 86 atazanavir...............cccceeueeeennnn. 2 AZOPT..iiiiieeeeieee, 124
APIDRA U-100 INSULIN....... 86 ATELVIA......ccooiiiiiiee 109 AZOR...ccoooiiiiiieieee, 60
APLENZIN ....ccoviiiieeeee 46 atenolol.............oceeeeeeeaannn. 59  AZSTARYS...ooiiiiieiene 47
APOKYN ..ot 32 atenolol-chlorthalidone............ 59  aztreonam..............cceeeeeennn. 7
apomorphine...............cccceeeue... 32 ATIVAN....cooiieeeeeeee, 47 AZULFIDINE.......c..ccevvee. 96
apraclonidine.......................... 125  atomoxetine..............c.cocuveunee.... 47 AZULFIDINE EN-TABS......... 96
ADVEPILANT ..., 96 ATORVALIQ....cccovevvvereennnen. 66 azurette (28)....ccceeeeeeeenaannn. 119
APV eoveaiiieeeeieeeeeeieeeesreee e 119 atorvastatin...................cccuu....... 66  baACItraCin..........cccvveereeannnnn, 122
APRISO....coooiiiiiiieiieee, 96 atovaquone..............cccoceueeeuvennenn. 7 bacitracin-polymyxin b........... 122
APTENSIO XR....ccceeveveeeienns 46  atovaquone-proguanii................. T baclofen...........ccevoeeieencn. 38

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit, you
may not experience every restriction 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 2025.
139


http://express-scripts.com

BACTRIM......coeeveeieee, 12 BEYAZ..oieeeeiee, 119  buprenorphine transdermal

BACTRIM DS.......cccveie 12 bicalutamide............................. 15 patch........cveeeeeiniiiecne. 39
BAFIERTAM.......ccccvvven 35 BICILLIN C-R....cccoeeevveernnee 11 buprenorphine-naloxone........... 43
BALCOLTRA......ccccveiee 119 BICILLINL-A....coooiiiiieiennee. 11 bupropion hcl............................ 47
balsalazide................................ 96  BIDIL....oooieierieiieieeeeeee, 60 BUPROPION HCL................... 47
BALVERSA......ccooveee 15 BIUVA....cieeee 117 bupropion hcl (smoking deter)..83
balziva (28) .......oeeeeeeeeaannnn 119 BIKTARVY ..cooviiiiiieieeeiee, 2 DUSPIFONE. ..o, 47
BANZEL....ccooviiieieeeeee, 26 Dimatoprost.............cceueeenenn. 124 butalbital-acetaminop-caf-cod. 39
BAQSIMI.....ccooiiiiiiieee, 86 BIMZELX......ccoooviviieiiienee. 69  butalbital-acetaminophen......... 39
BARACLUDE.......cccccevviien. 2 BIMZELX AUTOINJECTOR..69  butalbital-acetaminophen-caff..39
BASAGLAR KWIKPEN U- BINOSTO. ..o, 109  butalbital-aspirin-caffeine........ 39
100 INSULIN.......oovvvieiieinnne. 86  bismuth subcit k-metronidz-tcn butorphanol............................... 43
BASAGLAR TEMPO e 100 BUTRANS ..ot 39
PEN(U-100)INSLN...........c....... 86  bisoprolol fumarate.................. 60 BYLVAY ..o, 96
BAXDELA......cooieieeee 12 bisoprolol- BYSTOLIC......ccooeveeieeens 60
BCG VACCINE, LIVE (PF).. 106  hydrochlorothiazide.................. 60 cabergoline...............cccueeun..... 92
BD PEN NEEDLE.................. 108 BIVIGAM......ocevieiiieienne 106 CABLIVI....ccoiiiiiiiiiee 64
BELBUCA ..ot 39 blisovi 24 fe..onoaiaane 119 CABOMETYX....cooooevvriennne. 15
BELSOMRA ........cocviiiiiiie 47  blisovife 1.5/30 (28) ............... 119 CABTREO......cccoviviiiiine 74
benazepril...........ccccueeeeevenennnn. 60 BONIJESTA.....cooviieeieeee, 96 CADUET....cccoovveeieeeeeieens 66
benazepril- BONSITY .o, 109  calcipotriene............................. 69
hydrochlorothiazide.................. 60 BOOSTRIX TDAP................. 106 CALCIPOTRIENE................... 69
BENICAR.....ccoviieiieeieeeieee 60  bosentan.............ccceeeeueeecnnnnn. 128  calcipotriene-betamethasone....69
BENICAR HCT.......cccvveenees 60 BOSULIF.....c..ccoovieeieeiieeen. 15  calcitonin (salmonj................... 92
BENLYSTA ..ot 112 BRAFTOVI....coooviiiiiieeee 15 calcitriol.............ccooueuennn. 69, 92
BENZAMYCIN......ccceevernnne 74 BREO ELLIPTA.................... 128 CALQUENCE
benztropine............ccceeeveveunnnn. 32 DFEYRA .o 128 (ACALABRUTINIB MAL)..... 15
bepotastine besilate................ 123 BREZTRI AEROSPHERE.....128 CAMBIA.......ccooiiirreeenee. 43
BEPREVE......cccooiiiiiii, 123 briellyn.........eeeceeeeieeeeannnn, 119 camila...........cccoveeeeeeeannnnnn. 117
BERINERT .....cccoooviiiiiinee. 128  BRILINTA ..o 64 camrese lo.........eveeeennennn. 119
BESIVANCE........cccoovveenee. 122 brimonidine....................... 74,126 CAMZYOS.....ccoveeeieeeeen, 68
BESREMI.....cccccooiiiiiiiie 103 brimonidine-timolol................ 124 CANASA ... 96
betaine..........ccooovvevieeneiannnnnne. 96  brinzolamide........................... 124 candesartan............................. 60
betamethasone dipropionate..... 77 BRIVIACT........ccceevvnirennnne. 26  candesartan-

betamethasone valerate............ 77 bromfendac..............cccuueenn.... 124 hydrochlorothiazid.................... 60
betamethasone, augmented....... 77 bromocriptine........................... 32 CAPLYTA....ccoiiiiiiicene 47
BETAPACE AF...cccooiviiine 59 BROMSITE.....cccocviiniinne. 124 CAPRELSA......ccoiiieie, 15
BETASERON.......ccccvevine. 103 BROVANA.....cccooeieeee 128 captopril...........ceeeeeeeeeennne. 60
betaxolol........................... 60, 123  BRUKINSA.....cocoiiviiiiieeen. 15 CARAFATE.....coooviiiiinne. 101
bethanechol chloride.............. 135 BRYHALI.....ccooiiiiiiee, 77 CARBAGLU.......ccoceeie. 80
BETHKIS ..o 8  budesonide........................ 96, 128  carbamazepine.......................... 26
BETIMOL.......cocvvieiieeieee 123 budesonide-formoterol............ 128 CARBATROL........cccecvveeanne 26
BEVESPI AEROSPHERE..... 128  bumetanide................................ 60 carbidopa................cccuueeeennn.... 32
bexarotene...............cccoeeuennenn. 15 BUPHENYL.....oooviiiiienee. 80 carbidopa-levodopa.................. 32
BEXSERO.....cccoviiiiiiieiee 106  buprenorphine hcl..................... 39
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carbidopa-levodopa- cevimeline...........cccoeeveeecuveann.. 80 clindacin etz.............ccceuuenn.n.. 74

ERLACAPONE .....cc.eeeeaeeaaeaaannnn 32 CHEMET....oooviiiiiiiienn 80 CLINDAGEL.........ceevvreennne. 74
carbinoxamine maleate........... 126 CHENODAL........ccovvvvreeneen. 96 clindamycin hcl........................... 8
CARDIZEM.....ccoovvieiiiiinncnns 60 chlordiazepoxide-clidinium...... 95  clindamycin in 5 % dextrose....... 8
CARDIZEM CD........ccccuveeune.. 60 chlorhexidine gluconate............ 84  clindamycin pediatric................. 8
CARDIZEM LA.........c.ccouee.. 60 chloroquine phosphate................ 8  clindamycin phosphate. 8, 74, 119
CARDURA.......oeeiteieeieene 60 chlorpromazine......................... 47  clindamycin-benzoyl peroxide.. 74
CARDURA XL....cccecvveerrenee 60 chlorthalidone........................... 60 clindamycin-tretinoin................ 74
carglumic acid.......................... 80 chlorzoxazonme........................... 38 CLINDESSE......ccocevinieennn. 119
carisoprodol..................ocuue.. 38 CHOLBAM......ccoeevvieienen. 96 CLINIMIX 5%/D15W
CARNITOR......coeevviiiieee. 80  cholestyramine (with sugar).....66 ~ SULFITE FREE.................... 136
CAROSPIR.........ooevveieeiieiens 60 cholestyramine light.................. 66 CLINIMIX 4.25%/D10W
carteolol..............occcuveeeeenn. 123 CIALIS..cooieeeeeeee, 135 SULFFREE.....cccooiiee. 137
CATLIA Xl e 60 CIBINQO.....coceeviiiiriinieienne 72 CLINIMIX 4.25%/D5W
carvedilol .............cccoeveuveeenennne. 60  CiclopirOX....ueeeeeeeeiieeeieeeien, 76  SULFIT FREE...........cccuvennne. 80
carvedilol phosphate................. 60  cilostazol.............cccceeeueeuen.n. 64 CLINIMIX 5%-
CASODEX....cccovirieniieieeenne 15 CILOXAN..cooviiiiiinieieens 122 D20W(SULFITE-FREE)........ 137
CASPOFUNGIN ..o I CIMDUO....cccooiiiieiieieeieeenne 2 CLINIMIX E 2.75%/D5W
CAYSTON....ooiiiiiiiicrieeee 8 cimetidine..............cccoueeuenun. 101  SULFFREE......cccoceiiiiinnn. 80
cefaclor.........uuuevveeeveeniiaannnn. 6 cimetidine hcl.......................... 101  CLINIMIX E 4.25%/D10W
cefadroxil...............cocevcevecncnnnin, 6 CIMZIA......coooiiiiiiiieee. 96 SULFREE.......ccccooviniennn 137
CefAZOLIN ..o, 6 CIMZIA POWDER FOR CLINIMIX E 4.25%/D5SW
COfAINIF ., 6 RECONST....coooiiieiee 96 SULF FREE......cccceviniennee. 137
CefePIMe......ccueeeeveivieirieenn, 6 cinacalcet...........ceceeeeevecueennnn. 92 CLINIMIX E 5%/D15W

CEfIXIME ..o 6 CINRYZE....oooiiiiiine. 128 SULFIT FREE.......cccceevennee. 137
Cefotetan ............cuvevenvuinucnnnnnne. 6 CIPRO....ccciiiiiiiiiiieics 12 CLINIMIX E 5%/D20W

CEfOXTHIM e, 6 CIPROHC......oooviiiee 84 SULFIT FREE.........cccccuenneee. 137
cefpodoxime..............ccceeeeuveenn... 6 ciprofloxacin hcl......... 12,84, 122  CLINISOL SF 15 %............... 137
COfPrOZil ...cceeeaeieiiaeeiee 6 ciprofloxacin in 5 % dextrose... 12 clobazam....................c..cceeu.... 26
ceftazidime.............ccceeeveeecuveennen. 6 ciprofloxacin-dexamethasone...84  clobetasol............................ 77,78
Ceftriaxone...........uuveveeeneennene. 6 CITALOPRAM.........cocuveneee. 47  clobetasol-emollient.................. 78
cefuroxime axetil........................ 6 citalopram..............ccceeeeeeeenne... 47 CLOBEX...ccooiiiiiiiieeeieee 78
cefuroxime sodium...................... 6 claravis.........coeeeeveeeeeieeeieenn 74  clocortolone pivalate................ 78
CELEBREX.....cccccceviiiiiniinnnn 43 CLARINEX.....ccccoviririinn 126 clodan.............ccocuevevuvnncnnne. 78
celecoxib.........cucveevecueincnnaann. 43 CLARINEX-D 12 HOUR........ 126  clomipramine..................c........ 47
CELEXA...ccciiiiiiiiiiceeee, 47  clarithromycCin...............ccueuue... 7 clonazepam.................ccccceu... 26
CELLCEPT ..ccciiiiiiiiieceeee, 15 clemastine...............ccccceuuen.... 126  clonidine..............cocuveeueeanncnn... 60
CELONTIN....ccoteieieieeeiee 26  CLENPIQ...cccooimieieeeeeee. 96 clonidine hcl........................ 47, 60
cephalexin...........cccoeveveeeennnnn. 7 CLEOCIN.....ccccveiierrannns 8,119 CLONIDINE HCL.................... 60
CEQUA. ..., 123 CLEOCIN HCL........cccvvrenrennne. 8 clopidogrel................ccuveeueenn. 64
CEQUR SIMPLICITY ........... 107 CLEOCIN PEDIATRIC............. 8 clorazepate dipotassium........... 47
CEQUR SIMPLICITY CLEOCIN T..viiiiiieeeeieeees 74  clotrimazole.......................... 1,76
INSERTER......cceoiiiiiiinen. 107 CLIMARA......cooiiiiiee 117  clotrimazole-betamethasone..... 76
CERDELGA.......cocvieiieeiiens 92 CLIMARA PRO.......ccueenneen. 117  clozapine..................c.......... 47,48
CELITIZINE ..o, 126  clindacin..............ccccceeueennen.. 74 CLOZARIL.......ccccooviiiiinnn 48
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COARTEM.....ccciviiiiiiicene 8 CREXONT.....cocviiiiiiiieee. 32 DAPAGLIFLOZ

COBENFY ..coviiiiiiiieiceee 48 CRINONE.......ccooviriiiaenne. 117 PROPANED-METFORMIN..... 86
COBENFY STARTER PACK.48 cromolyn................... 96, 123,128 DAPAGLIFLOZIN

codeine sulfate.......................... 39 Crotan........eeceiiiiei 80 PROPANEDIOL..........ccceeuuenee. 86
codeine-butalbital-asa-caff.......39  cryselle (28) ........cccevveuueenne... 119  dapsone............cceeuveeuennn... 8, 74
colchicine..............couueeeuenn.. 109 CTEXLI..ooooioieiieieeieeeee 96 DAPTACEL (DTAP
colesevelam...............c.ccue...... 66 CUPRIMINE..........coccuuneee. 112 PEDIATRIC) (PF).......c.......... 106
COLESTID....ooovteieieeeeee 66 CUVPOSA......ccooieieeeee, 95 DAPTOMYCIN.....cccoverreirnne. 8
colestipol............ccooeeeeecevennennn. 66 CUVRIOR........ccoeeieirnen. 80  daptomycCin...........ccceveeeeeeeeeanee. 8
colistin (colistimethate naj......... 8 cyclobenzaprine........................ 38 DARAPRIM......ccoovviiiiinen. 8
COMBIGAN........ccvteeveeenen. 124 cyclophosphamide..................... 16 darifenacin.............................. 134
COMBIPATCH.......ccccceeueenn. 117  CYCLOPHOSPHAMIDE........ 16 darunavir............cccccveveveenennnns 2
COMBIVENT RESPIMAT....128  cycloserine...........cccceevuveeervnanne.. 8 dasatinib...............ccouvevveeennnn.. 16
COMETRIQ.....cccceniieriiienne. 15 CYCLOSET...ccocooiiviiiiniiennn. 86 DAURISMO.......ccccevciiriirnne 16
COMFORT EZ PRO SAFETY cyclosporine...................... 16,123 DAYBUE.....coooiiiiiiieeee 35
PENNDL.....cooeeiieieeeiee, 108  cyclosporine modified............... 16 DAYPRO....cooviiiiiees 43
COMPLERA.......cooeviiiiienne 2 CYLTEZO(CF)..ccoeoevieiennne. 112 DAYTRANA.....ccoiiireeeee 48
COMPIO e, 96 CYLTEZO(CF) PEN.............. 112 DAYVIGO....ccoooieieiiieee, 48
CONCERTA ..ot 48 CYLTEZO(CF) PEN DDAVP ..o, 92
CONDYLOX...cooeiieierieieennne 72 CROHN'S-UC-HS.................. 112 deblitane..............ccccueeueeueen.... 117
CONSTUIOSE ... 96 CYLTEZO(CF) PEN deferasirox...........cccuceeveennen. 81
CONZIP....cvveieeieieeie, 43  PSORIASIS-UV......ccceevenen. 112 deferiprone...............cocceuuenn...... 81
COPAXONE.....cccooevieiieeine 35 cyproheptadine....................... 126  deflazacort..............uueeuueen..... 84
COPIKTRA .....ooteiieiieeieene 15 cyredeq......eeeeevaeaaaaannn. 119 DELESTROGEN.................... 117
CORDRAN TAPE LARGE CYSTADANE......cocvieene 96 DELSTRIGO......ccccocvvverrennnen. 2
ROLL ..o 78 CYSTADROPS.............c...... 123 demeclocycline.......................... 12
COREG.....cotiiiieiiiieeeeeen 60 CYSTAGON.....ccocevviirieiene 135 DEMEROL.....cccoovviiiieene. 40
CORLANOR......ccooveeieene 68 CYSTARAN.....ccoovireienee. 123 DEMEROL (PF)...cccccoveieennnee. 40
CORTEF.....cooiiiiiiniiiiiiien 84 CYTOMEL......cccoovviiriininnene 95 DEMSER.....coooiiiiiiiiiiiiee 60
CORTIFOAM.......ccocvvieienee. 96 CYTOTEC.....coceiiiiiienee. 101  DENAVIR. ...t 77
CORTROPHIN GEL................ 84  d10 %-0.45 % sodium chloride 80  DEPAKOTE........cc.cocvveennnenn. 26
COSENTYX ..ot 69 d2.5 %-0.45 % sodium DEPAKOTE ER.......cceevnene 26
COSENTYX (2 SYRINGES)...69  chloride..............ccccueeeeeanennnn 81 DEPAKOTE SPRINKLES....... 26
COSENTYX PEN (2 PENS)....69  d5 % and 0.9 % sodium DEPEN TITRATABS............ 112
COSENTYX UNOREADY chloride.............ccoeevvvuenenn. 81 DEPO-ESTRADIOL.............. 117
PEN ..o, 69 d5 %-0.45 % sodium chloride.. 81 DEPO-PROVERA.................. 117
COSOPT .....ovveiieeeeeieee 124 dabigatran etexilate.................. 64 DEPO-SUBQ PROVERA 104117
COSOPT (PF)eeeieieieeeee 124 dalfampridine............................ 35 DEPO-TESTOSTERONE..92, 93
COTELLIC.....ccceeiirieieiene 15 DALIRESP.....cccooviiiiienn. 129 DERMA-SMOOTHE/FS
COTEMPLA XR-ODT............. 48 DALVANCE......ccooiiiiieene 8 SCALPOIL.....ccoveieiiieinne 78
COZAAR....cooiieeeie, 60 danazol..........ccccoveveeaveannnnen. 92 DERMOTIC OIL..........ccuvenneenne 84
CRENESSITY ..cooviviiiieieenee. 92  DANTRIUM.....ccoovriiieienne 38 DESCOVY ..ooooiiiiiiiiiieeeee 2
CREON......cooiieeeeeeee 96 dantrolene................cocceeuuen.... 38 desipramine.............coeeeuvennn... 48
CRESEMBA.......cccoooiiiiiiiiee 1 DANZITEN....ccooiiiiieienne 16  desloratadine.......................... 126
CRESTOR.....ccovveeiieieeieens 66 desSmopresSin..........ccueeeeveeenne.. 93
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desonide..............cccccuvuevennne. 78  DILANTIN-125.....cccoiiinnne 27 DUAKLIR PRESSAIR........... 129

DESOWEN....ccccooiiiiniiiiene 78  DILAUDID......ccceoeviiriiienee 40 DUAVEE....cccooiiiiiiiine 117
desoximetasone......................... 78 diltiazem hcl........................ 60,61 DUETACT.......coeeviiiiiiiiiiae. 86
DESVENLAFAXINE............... A8 dilt-XV oo 61 DULERA......cccooiiiiiiiiee 129
desvenlafaxine succinate.......... 48  dimethyl fumarate..................... 35  duloxetine.............ccceuueeeuuan.... 49
dexamethasone.................... 84,85 DIOVAN. ..o 61 DUOBRII......cccoecvieieiiieenee 78
dexamethasone sodium DIOVAN HCT....coovviiiiiine 61 DUOPA.....cooiiieeiee 32
phosphate................ccceeueen.. 125 DIPENTUM....coooiiiieieeieee 96 DUPIXENT PEN.......ccceeuenne. 72
DEXEDRINE SPANSULE......48  diphenoxylate-atropine............. 95 DUPIXENT SYRINGE............ 72
DEXILANT ...ccciiieirieienee 101 DIPROLENE DUREZOL.......cccevieieiinne. 125
dexlansoprazole...................... 101 (AUGMENTED).......ccceeune.e. 78  dutasteride..................cc........ 135
dexmethylphenidate.................. 48 dipyridamole............................. 64  dutasteride-tamsulosin............ 135
dextroamphetamine sulfate....... 48  disopyramide phosphate........... 59 DUVYZAT...oooiieieeieeee. 81
dextroamphetamine- disulfiram...........ccccoeeveeenenne. 81 DYANAVEL XR.....coevveernee. 49
amphetamine..............cccccuenn. 48 DIURIL.....ccovieiiiiieeeieeee, 61 DYMISTA ... 129
dextrose 10 % and 0.2 % nacl.. 81  divalproex............cccccccveeuennie.. 27 DYRENIUM......cccooiiiiiinen. 61
dextrose 10 % in water (d10w).81 DIVIGEL........c.ccceeevirniennnnn 117 DYSPORT.....ccooevieiieirens 106
dextrose 5 % in water (d5w).....81  dofetilide..............cccccccccec..... 59  ee.s. 400 7
dextrose 5%-0.2 % sod DOJOLVI ..o, 137 EBGLYSSPEN.....ccccooviiirinens 72
chloride.............cccocvveenuinncnnn. 81 dolishale..................cccceuu..... 119 EBGLYSS SYRINGE.............. 72
DHIVY ..o 32 donepezil...........ooveeaeeannn. 35 econazole nitrate....................... 76
DIACOMIT.....cccvviiieiiieene 26 DOPTELET (10 TAB PACK)..64 EDARBI......c.ccceviiiiriiiene 61
diazepam............................. 26,48 DOPTELET (15 TAB PACK)..64 EDARBYCLOR....................... 61
diazepam intensol..................... 48 DOPTELET (30 TAB PACK)..64 EDECRIN........c..coevviieiieeennne 61
diazoxide............c.ccoeeueveenenncn. 86 DORYXMPC.....cccoeeveieene 13 EDLUAR....cooiiiiieieeee 49
DIBENZYLINE.........cccvveeen. 60 dorzolamide.......................... 124 EDURANT ....ccoiviieeeeeeeee 2
DICLEGIS.......ccooeeieeieeieeies 96 dorzolamide-timolol................ 124 efavirenz..........cceeveeveeceeannennee. 2
DICLOFENAC EPOLAMINE.43  dorzolamide-timolol (pf) ......... 124 efavirenz-emtricitabin-tenofov....2
diclofenac potassium................ 43 dOttieeeeeieieieeee 117  efavirenz-lamivu-tenofov disop ...2
diclofenac sodium....... 43,72,124 DOVATO.......cccccc 2 EFFEXOR XR......ccccccceenniinil. 49
diclofenac-misoprostol............. 43 doxazoSiN.........ceceeveieiannn, 61 EFFIENT.......ccoooiiiiiiee, 64
dicloxacillin.............ccccveueen... 11 doxepin........cevveeueannnnne. 48,72 EGRIFTASV....viiiiieiene. 103
dicyclomine............cccoeevuveenen.. 95 doxercalciferol.......................... 93 electrolyte-a.............cccuuunn..... 137
DIFFERIN.......coceeiiriiiiienee 74 doxy-100..........cocuvvevveiniaann. 13 ELESTRIN.....ccceviriiiene 117
DIFICID....cvvieiieeiieeeeeeee 7 doxycycline hyclate................... 13 eletriptan...........ccoceveueeneennnn. 33
diflorasone.............ccecueeueenn.. 78 DOXYCYCLINE HYCLATE..13 ELFABRIO......ccccecveiiieirnne 93
DIFLUCAN......covieeieeieeeee, 1 doxycycline monohydrate......... 13 ELIDEL.....cccviiiiiieee 72
diflunisal .............ccceeeeveeeennnane.. 43 doxylamine-pyridoxine (vit b6).96  ELIGARD..........ccvvvervreerennee. 16
difluprednate.......................... 125 DRIZALMA SPRINKLE......... 49  ELIGARD (3 MONTH)........... 16
AIGOXIN ..o, 68  dronabinol.................c..ccccuu..... 96 ELIGARD (4 MONTH)........... 16
dihydroergotamine.................... 33 DROPSAFE ALCOHOL ELIGARD (6 MONTH)........... 16
DILANTIN 30 MG..........c........ 27 PREPPADS.....cccooiiieiee 86 ELIMITE.....ccccoooiiiiiiieieee 80
DILANTIN EXTENDED 100 drospirenone-e.estradiol-Im.fal20  ELIQUIS..........ccceevieeeiieennen. 64
MG ..o 27  drospirenone-ethinyl estradiol 120  ELIQUIS DVT-PE TREAT

DILANTIN INFATABS........... 27 droxidopa..............ccceoeeeeeeene. 81 30D START....ccevieieieeee 64
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ELMIRON .....cococviiiiiiine 135 EPIPENJR 2-PAK................. 126  EVEKEO......ccooiiiiiiiiies 49

eltrombopag olamine................ 64 epitol.....ceeeeeieieiee 27 EVENITY .o 109
ClUPYIG .o 119 EPIVIR.....coiiiie 3 everolimus (antineoplastic)...... 16
ELYXYB..oooooiiiieeee 33 eplerenone...............ccueeeeauncn... 61 everolimus
EMEND......coooviiiiee, 96,97 EPOGEN......ccccoeviiiiiiiiiiens 103 (immunosuppressive)................ 17
EMFLAZA ..o 85 EPRONTIA. ..o, 27 EVISTA...coooieeeee 109
EMGALITY PEN.....ccceovenennee. 33  EPSOLAY ..o, 75 EVOTAZ..iiiiiiieieen, 3
EMGALITY SYRINGE........... 33 EQUETRO....ccceiieiiereee. 27 EVOXAC...iieiieeene. 81
EMROSI......cooiiiiiiiiiiee, 13 ERAXIS(WATER DILUENT)...1 EVRYSDI......cccoovniininiinene 35
EMSAM ..o 49 ERGOMAR.......ccoovviiiiinne 33 EXELDERM.....ccccoevivviiine 76
emtricitabine...............ccccceue.... 2 ergotamine-caffeine.................. 33  EXELON PATCH.................... 35
emtricitabine-tenofovir (tdf)....... 2  ERIVEDGE........ccoeevvveirne. 16 exemestane................ccccuueun... 17
emtricita-rilpivirine-tenof df.......2  ERLEADA........c..cccovvvrrvrennnn. 16  exenatide............ooeeeveeeueeanne... 86
EMTRIVA ....ccooiiiniiiiieen, 3 erlotinib...........ocoeiviiniinenn. 16 EXFORGE......ccooeniiiiiinn 61
EMVERM.....coooviiiiiiiieene 8 ERMEZA.....coooiiiiiieie, 95 EXFORGE HCT........cccceueenee. 61
enalapril maleate...................... Y N USSR 117 EXJADE...ccooiiiiiiiieeieeeen. 81
enalapril-hydrochlorothiazide..61 ERTACZO.......ccccocvvvvvvevennnnnn, 76  EYSUVIS.....ccoooiiii 125
ENBREL......ccooiiiiiiiee. 112 ertapenem.............ccueceeeeeeennn. 8 EZALLOR SPRINKLE............ 66
ENBREL MINI.........ccceeunen. 112 ery pads.....cceeeeeeceeeeeannn, 75  ezetimibe..........occeeeveeeeeannnnn. 66
ENBREL SURECLICK........... 112 ERYTHROCIN........ccceeiinnn 7  ezetimibe-simvastatin................ 66
ENDARI.....cccooiiiiiiiiies 81  erythromycin....................... 7,122 FABHALTA.....ccoooiiii, 81
eNAOCet ..........oceeeeeeaiiaairanannn, 40  erythromycin ethylsuccinate....... 7 FABIOR.....ccoovviieiieie, 75
ENGERIX-B (PF)......ccoccu...... 106  erythromycin with ethanol........ 75  falmina (28) ....cccueeeveeeennnannn. 120
ENGERIX-B PEDIATRIC erythromycin-benzoyl peroxide.75  famciclovir...............cccceeevennen.n. 3
(PF) e 106 ERZOFRI....ccccooiiiiiieiieee 49  famotidine...............ccccueue.... 101
enilloring ..........ccccocecveecuenncnne. 119 ESBRIET.....ccccoiiiiiiienes 129 FANAPT ..o 49
ENnOXAPATIN .......vcovueeennneannn. 64, 65 escitalopram oxalate................. 49 FANAPT TITRATION PACK
ENSKYCE ...oeaeeeieeeeeeen, 120  eslicarbazepine......................... 27 A 49
ENSPRYNG.....cccocevviiiiiienne 16  esomeprazole magnesium....... 101 FARXIGA....ccooiiieieiiieeeee 86
ENSTILAR .....ooiiiiiiieee 69 estarylla............cccoeevveenn. 120 FASENRA.....ccoiiiiieiee 129
entacapone.................oceeeeene... 32 ESTRACE.....ccccooiiiiiiinns 117  FASENRA PEN.......ccccccceeee. 129
CHLECAVIT .o 3 estradiol.......................... 117, 118 febuxostat................ccceuuennn.... 109
ENTRESTO.....cccovvevieeieenee. 68 estradiol valerate.................... 118  feirza...uuueeeeeeeeeeeeeeeen, 120
ENTRESTO SPRINKLE.......... 68  estradiol-norethindrone acet.. 118  felbamate..................ccccccuvenne.. 27
ENTYVIO PEN.....cccoeieee 97 ESTRING....ccccoeiieieeee. 118 FELBATOL.....ccceeviiieeee. 27
CNULOSE ... 97 eszopiclone...............cccoueun... 49  felodipine...............ccccveuenne. 61
ENVARSUS XR....cccooovveeinne 16  ethacrynic acid.......................... 61 FEMARA. ..o, 17
EPCLUSA ..., 3 ethambutol..................ccueuenne... 8 FEMLYV.oiiiiiieeiee 120
EPIDIOLEX......ccccovieniiiiinene 27  ethosuximide.............ccccccuenn.. 27  FEMRING.....ccccocevviriiinnne 118
EPIDUO......coiiiieiiieieeee 74 etodolac............ccceeeeueaeannn. 43  FENOFIBRATE......ccccevuennene. 66
EPIDUO FORTE............cc........ 74  etonogestrel-ethinyl estradiol . 119 fenofibrate.................c.cccccuc..... 66
EPINASTINE .......ooeeeeeaeeaaeaann, 123 etravirine.........ccoueeeeveeeeveennnnns 3 fenofibrate micronized.............. 66
EPINEPHRINE....................... 126  EUCRISA.....ccoeeeeeeeeeeee 72 fenofibrate nanocrystallized..... 66
epinephrine.............ccceeeueeueen. 126 EULEXIN....cccoeoviiiiieiieiieie. 16  fenofibric acid (choline)........... 67
EPIPEN 2-PAK......ccoevveneee. 126  EVAMIST ..o 118 fenoprofen...........cuceeeenene. 44
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fentanyl...........ccceeeeeeeeceeeennn, 40 fluoxetine.........ccceeevuveeeevencuennn. 50 galbriela................ccuuueennnn.... 120

FERRIPROX.......cccecvvviirannne. 81  fluoxetine (pmdd)...................... 50 gallifrey ..., 118
FERRIPROX (2 TIMES A fluphenazine decanoate............ 50 GAMMAGARD LIQUID...... 106
DAY) i 81  fluphenazine hcl........................ 50 GAMMAGARD S-D (IGA <
fesoterodine...................c......... 134 flurandrenolide......................... 79 1 MCG/ML) . 106
FETZIMA.......coooieieeeeee 50  flurbiprofen............ccccccoueuen... 44  GAMMAKED........ccccveruenen. 106
FIASP FLEXTOUCH U-100 Sflurbiprofen sodium................ 124 GAMMAPLEX.......cccvveunnnne. 106
INSULIN ..ot 86 FLUTICASONE FUROATE- GAMMAPLEX (WITH

FIASP PENFILL U-100 VILANTEROL........ccceuenneee. 129 SORBITOL)...cceecvvrviienee. 106
INSULIN....coiiiieiieeieeeee 86  fluticasone propionate...... 79,129  GAMUNEX-C......cocvvveurennnne. 106
FIASP U-100 INSULIN........... 86 FLUTICASONE GARDASIL 9 (PF).....cccc........ 106
FILSPARI......ccoiiiiiiiiiiiiee 68 PROPIONATE.......cccceeuennn. 129  GASTROCROM........ccovveennne 97
FILSUVEZ.....cccoviiiiiein. 72 FLUTICASONE PROPION- gatifloxacin.............ceeeeeeneene.. 122
FINACEA ..o, 75 SALMETEROL.............c........ 130  GATTEX 30-VIAL.................. 97
finasteride.................ccuveun..... 135  fluticasone propion-salmeterol GAUZE PAD....cccvveeieeens 108
fingolimod..............ccccecueenuen... 3 130 gavilyte-C.....cccoeeeeeeeeeaeaenn 97
FINTEPLA......ooovieiiiieeee. 27 fluvastatin..............cceeeeeueene.. 67  gavilyte-g......cccoovevivveneannnne. 97
finzala............cccueeeeveeennannn. 120 fluvoxamine..............ccoeeeuvennn... 50 gavilyte-n.........cccueeeeeeeiaann. 97
FIORICET ...c.ccviiiiiiieienee 40 FML FORTE.....cccocevirinnne 125 GAVRETO....cccocvviiiiriiies 17
FIORICET WITH CODEINE.. 40 FML LIQUIFILM................... 125 gefitinib........ccoveeeeeeeacne. 17
FIRAZYR ..oociiiiiiiicie. 129 FOCALIN.....ccocvviiiiiiieene 50 gemfibrozil..............cccoeeuennn. 67
FIRDAPSE.....ccccooiiiiiiiinne. 35 FOCALIN XR....cooovvierieieee 50 gemmily.......ccceeeeniiiiniennne 120
FIRMAGON KIT W fondaparinux................ccce....... 65 GEMTESA. ..o 134
DILUENT SYRINGE............... 17  formoterol fumarate................ 130  generlac........ccueveeveeecenanann. 97
FIRVANQ....cooieiiiiiieeiieeee 8 FORTEO.....ccoevieeieeieennen. 109 gengraf........cccueeeceveeeeeeeieennen, 17
flac otic Oil..........ceeeeeeeennne. 84 FOSAMAX....cooooviieieienee 109 GENOTROPIN.......c.cccveenene 104
FLAREX ....cooiiiiiiniiiiieeen 125 FOSAMAXPLUSD.............. 109 GENOTROPIN MINIQUICK 104
flavoxate..............oueeeveeenennnn.. 134 fosamprenavir.................ccue...... 3 gentamicCin..................... 8,76, 122
flecainide..................ccccueeueenne.. 59  fosfomycin tromethamine.......... 13 gentamicin in nacl (iso-osm)...... 8
SLECLOF .o, 44 fOSINOPFil...cc.ueeeeeeeeieeeieaann. 61 GENVOYA....ccoooieeeieeeenn 3
FLEQSUVY ..ot 38  fosinopril-hydrochlorothiazide.61 ~ GEODON.........cc.cccccvvveniinnnnnen. 50
FLOLIPID....ccctiiiieiiiieeee 67 FOTIVDA. ..o, 17  GILENYA ..o, 35,36
fluconazole...............ccccuvueeunnn. I FRAGMIN.....coooiiiieieee. 65 GILOTRIF...cccooiieiieieeee 17
fluconazole in nacl (iso-osm)...... I FROVA. ..., 33 GIMOTI...ccooooviieieeeee, 97
flucytosine............ccccueeeeveeecnncnn. 1 frovatriptan.................cccue...... 33 GLASSIA.....cooieeeeeee 81
Sfludrocortisone.......................... 85 FRUZAQLA. ... 17  glatiramer..................cccceuc....... 36
flunisolide....................c......... 129  FULPHILA.......cccoveirenee. 104 glatopa...........cueeeeeeeeeaneaannnn. 36
fluocinolone...............cceeu..... 78  FUROSCIX.....cooteieeieireieeene 61 GLEEVEC.....ccoiiiiieee 17
fluocinolone acetonide oil......... 84  furosemide..............coceueeuennn... 61 GLEOSTINE.........cceevivernee. 17
fluocinolone and shower cap.... 78  [yavolv..........cccceceveecuvvenennnnne. 118 glimepiride.......................... 86, 87
fluocinonide........................ 78,79 FYCOMPA......ccoooiiieie 27  glipizide...........cccocueevveeaannnnn 87
fluocinonide-emollient.............. 79 FYLNETRA......ccooovvien 104 GLIPIZIDE......cccovvveiiieens 87
fluoride (sodiumj.................... 137  gabapentin...................ccuuu....... 27  glipizide-metformin................... 87
fluorometholone...................... 125 GALAFOLD.....cccvevieeiienne. 93 GLOPERBA.......cccooveirenn. 109
fluorouracil..................ccuueen..... 72 galantamine.................ccuueen.... 35
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glucagon emergency kit heparin (porcine) ...................... 65 HUMULIN 70/30 U-100

(MUMAN) ... 87 HEPLISAV-B (PF)....c.ccc...... 106 KWIKPEN.......oceiiiiiiieiee 88
GLUCOTROL XL.....cccccveneene. 87 HETLIOZ.....oooveieieee, 51 HUMULIN N NPH INSULIN
GLUMETZA ......ccooviiiiniiene 87 HETLIOZ LQ....ccccevviiveiennne 51 KWIKPEN. ..ot 88
glutamine (sickle cell)............... 81 HIBERIX (PF)..cccooevieiineen. 106 HUMULIN N NPH U-100
glyburide.............cooueeeeaeannn. 87 HORIZANT ....ccocoviieeenee. 36 INSULIN.....coooirieieeeeeeee, 88
glyburide micronized................ 87 HULIO(CF)..oeeevveieeiienen, 113 HUMULIN R REGULAR U-
glyburide-metformin................. 87 HULIO(CF) PEN...........c........ 113 TOO INSULN....c.eeevieeieeeiene 88
GLYCATE.....cooiiiiiieiee 95 HUMALOG JUNIOR HUMULIN R U-500 (CONC)
glycopyrrolate.......................... 95 KWIKPEN U-100..................... 87 INSULIN....ccceeiiieeiieeeieeen 88
GLYXAMBI......ccoevveieieneen 87 HUMALOG KWIKPEN HUMULIN R U-500 (CONC)
GOCOVRI.....cotviiieieienne 32 INSULIN....ccoooiiiinieeeieeeee, 87 KWIKPEN.....cccooiiiriiiieiene 88
GOLYTELY ..ot 97 HUMALOG MIX 50-50 hydralazine............................... 61
GOMEKLI.......cocvvviiriiniiiennene 17 KWIKPEN. ..o 87 HYDREA. ..o, 17
GRALISE.....ccooveiieie 27,28 HUMALOG MIX 75-25 hydrochlorothiazide.................. 61
granisetron hel...............eo........ 97 KWIKPEN......cccooiiiiiii 88  hydrocodone bitartrate............. 40
GRANIX.....ooviiieiieeieeeeee, 104 HUMALOG MIX 75-25(U- hydrocodone-acetaminophen....40
GRASTEK......cooiiieiieeree 106  100)INSULN.....c.eeeveeerreeneen. 88  hydrocodone-ibuprofen............. 40
griseofulvin microsize................. 1  HUMALOG TEMPO PEN(U- hydrocortisone.............. 79, 85, 97
griseofulvin ultramicrosize......... I 100)INSULN......occvverireerenne 88  hydrocortisone butyrate............ 79
QUANTACINE .........ccueeeeeannn 50,61 HUMALOG U-100 INSULIN..88  hydrocortisone valerate............ 79
GVOKE.....ccooiiiiieiieeiee, 87 HUMATIN...coooviiiieeieeieeeee 8  hydrocortisone-acetic acid....... 84
GVOKE HYPOPEN 2-PACK..87 HUMATROPE...................... 104  hydrocortisone-pramoxine........ 97
GVOKE PFS 1-PACK HUMIRA (PREFERRED hydromorphone......................... 41
SYRINGE......cccooviieiieiee 87 NDCS STARTING WITH hydromorphone (pf) .................. 40
GYNAZOLE-I.....cocveiine 119 00074).cccomiiniiiinieiniieens 113 hydroxychloroquine.................... 8
HADLIMA .....cccoeiiieieeen, 113 HUMIRA PEN (PREFERRED hydroxyurea...............ccueeeuueenn. 17
HADLIMA PUSHTOUCH.... 113 NDCS STARTING WITH hydroxyzine hcl....................... 126
HADLIMA(CF)..cccvvviveiennee. 113 00074) cceiiiiiiiiiieieeeeeeee, 113 hydroxyzine pamoate.............. 126
HADLIMA(CF) HUMIRA(CF) (PREFERRED HYFTOR...coooiiiiiiieee 72
PUSHTOUCH.........ccecuvnee. 113 NDCS STARTING WITH HYRIMOZ (PREFERRED
HAEGARDA.......ccooieie. 130 00074) .cciiieieiiiieeeeeene 113 NDCS STARTING WITH

hailey 24 fe.......ccouveeeceeceennnnnnn. 120 HUMIRA(CF) PEN 61314) i, 114
halcinonide.................ccoeeuu..... 79 (PREFERRED NDCS HYRIMOZ PEN

HALDOL DECANOATE........ 50 STARTING WITH 00074).....113  (PREFERRED NDCS
halobetasol propionate............. 79 HUMIRA(CF) PEN STARTING WITH 61314).....114
haloette............ccocueveveennnnne. 119 CROHNS-UC-HS HYRIMOZ PEN CROHN'S-
HALOG. ... 79  (PREFERRED NDCS UC STARTER (PREFERRED
haloperidol..................cccceuc. 50 STARTING WITH 00074).....113  NDCS STARTING WITH
haloperidol decanoate.............. 50 HUMIRA(CF) PEN PSOR- 61314) i, 114
haloperidol lactate..................... 51 UV-ADOL HS (PREFERRED HYRIMOZ PEN PSORIASIS
HARVONI ..ot 3 NDCS STARTING WITH STARTER (PREFERRED
HAVRIX (PF).ccceviiiieieee. 106 00074) .cccieieieeeeeeeeee 113 NDCS STARTING WITH
heather ............cccocevcevvcnnennn. 118 HUMULIN 70/30 U-100 61314) i, 114
HEMADY ..cooviiiiiiiiieeeee 85 INSULIN....coooiiiiieieieeeee 88
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HYRIMOZ(CF) IMURAN ..o 18 INTELENCE.........cceviiriins 3

(PREFERRED NDCS IMVEXXY MAINTENANCE intralipid..............ccccoevevennnee. 137
STARTING WITH 61314).....114  PACK....cceiiieieeeeeeeee, 118 INTRALIPID.......ccevvennnee. 137
HYRIMOZ(CF) PEDI IMVEXXY STARTER PACK INTRAROSA.......cevveiene 119
CROHN STARTER e 118 introvale..............ccccccevuueenncn.. 120
(PREFERRED NDCS INBRIJA ..o 32 INTUNIV ER....ccccovrie 51
STARTING WITH 61314)..... 114 incassia.........cccceeceeveeecuennene. 118 INVANZ. ..ot 8
HYRIMOZ(CF) PEN INCRELEX.....oooiiiieieieiene 81 INVEGA. ..., 51
(PREFERRED NDCS INCRUSE ELLIPTA............... 130 INVEGA HAFYERA................ 51
STARTING WITH 61314).....114  indapamide............................... 61 INVEGA SUSTENNA............. 51
HYSINGLA ER......cocveen 41 INDERALLA.....ccooviiee. 61 INVEGA TRINZA............. 51,52
HYZAAR. ..o 61  INDOCIN....ccccoviiinienieienne 44 INVELTYS ..o 125
ibandronate.................c.cc...... 109  indomethacin............................. 44 INVOKAMET......ccoooviiieen. 88
IBRANCE......cccooieiniiie 17 INFANRIX (DTAP) (PF)....... 106 INVOKAMET XR......ccoecvennee 88
IBSRELA .....cooiiieiieieee 97 INFLECTRA......ccoceiieinne. 97 INVOKANA.....ccooiiieeeeee 88
EDU oo 44 INGREZZA.......ccovoeeveenn. 36 ITOPIDINE.......ccooevieiernne. 126
IDUDTOfen .......ccueveeeiniinieccnne 44 INGREZZA INITIATION IPOL...oooiiiiiiiieeeeceee 106
ibuprofen-famotidine................ 44  PK(TARDIV)..ccovieeiieeieene. 36 ipratropium bromide......... 84, 130
icatibant ............ccoeeeeveeeeene.. 130 INGREZZA SPRINKLE.......... 36 ipratropium-albuterol............. 130
ICLeVIQ .o 120 INLYTA oo 18 IQIRVO..cooiiiieiiieieeee. 97
ICLUSIG...oooiiieeeieeeeeieeee 17 INNOPRAN XL.....cccovvvvrennene. 61 irbesartan...............ceeeeuuen.... 61
icosapent ethyl.......................... 67 INPEFA.....ccoooiiiiiiiieee, 88  irbesartan-

IDACIO(CF) oot 114 INPEN (FOR HUMALOG) hydrochlorothiazide.................. 61
IDACIO(CF) PEN........cc.c.... 115 BLUE. ..o 108  IRESSA ..o 18
IDACIO(CF) PEN CROHN- INPEN (FOR HUMALOG) ISENTRESS ..ot 3
UC STARTR....cccveveeee. 114 GREY .o, 108 ISENTRESS HD.....ccccovevenennnne 3
IDACIO(CF) PEN INPEN (FOR HUMALOG) ISTDLOOM ..., 120
PSORIASIS START............... 114 PINK ..ot 108 ISOLYTESPH74............ 137
IDHIFA ..o, 17 INPEN (NOVOLOG OR ISOLYTE-P IN 5 %

ILEVRO ..., 124 FIASP) BLUE.......cccceviennee. 108 DEXTROSE......ccceovveienee. 137
ILUMYA ..o 70  INPEN (NOVOLOG OR ISONIAZIA ..o, 8
IMAtiNGD ..o 17,18 FIASP) GREY ....ccceevvvvienne 108  ISORDIL......cocveviieiiiieieieeee 68
IMBRUVICA.........ccoeieree. 18 INPEN (NOVOLOG OR ISORDIL TITRADOSE........... 68
imipenem-cilastatin..................... 8 FIASP) PINK.......ccocvvviiennne 108 isosorbide dinitrate................... 68
imipramine hcl...............ccuu..... 51 INQOVI...ooiiiiiiiiieieeeieees 18  isosorbide mononitrate............. 68
imipramine pamoate................. 51 INREBIC.....cccoooiiiiiiiiiieens 18 isosorbide-hydralazine............. 61
IMIQUIMOd ...........coeveeeaaenaannnn. 73 INSPRA ..o, 61  isotretinoin...........cccceveeeeeenne.. 75
IMITREX ..ot 33 INSULIN GLARGINE U-300 ISPAAIPINE ..., 61
IMITREX STATDOSE PEN....33  CONC.....ccceetriiriiieienieenn 88 ISTALOL.....cccooveiriiiiiienne. 123
IMITREX STATDOSE INSULIN GLARGINE-YFGN.88 ISTURISA.....cccociiiiiiiienee. 93
REFILL....ccoevieiiieeeeeeee 33 INSULIN LISPRO..................... 88 ITOVEBI....cccveieieieieene 18
IMKELDI....ccccoviiiiiiiiienen. 18 INSULIN LISPRO itraconazole..................ccccuu.... 1
IMOVAX RABIES PROTAMIN-LISPRO.............. 88 ivabradine..............cccoueeuenunnnn. 68
VACCINE (PF)..ccccovviiiinnee. 106 INSULIN SYRINGE- IVErMECHiN ....c..ccveeeeereveeenen. 8,75
IMPAVIDO......ccceoieieiiiene 8 NEEDLE U-100...................... 108 IWILFIN ..o 18
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IXCHIQ (PF).cveeiiiiiiiiie 106  kelnor 1/50 (28) ......ccuveuenne... 120 LAMICTAL STARTER

IXTARO (PF).cveeiiieiiiiis 106 KEPPRA. ..ot 28 (GREEN)KIT.....cccocvvviieiennne. 28
IYUZEH (PF)..cooveiiiiiee 124 KEPPRA XR...ccooiiieiieieee 28 LAMICTAL STARTER
JADENU ....cooviiiniiiiiiceeee 81 KERENDIA......cccooiiiiiiene. 61 (ORANGE)KIT......cccevvenenne. 28
JADENU SPRINKLE............... 81 KESIMPTA PEN.......cccceuenneee. 36 LAMICTAL XR...coovoveieeene 28
JATMIESS o 120  ketoconazole......................... 1,76 LAMICTAL XR STARTER
JAKAFT ..o 18  ketodan..............ccueeeueeeenennn... 76 (BLUE)...ccooooiiiiiieeieeee, 28
JALYN oo, 135 ketoprofen.............ccueeeeeennnn.. 44 LAMICTAL XR STARTER
JANLOVEN. ... 65  ketorolac........................... 44,124 (GREEN)....ccoooiiiieiiecieeee. 28
JANUMET ....ccooviiiiniiniieee 88 KEVEYIS. .. 36 LAMICTAL XR STARTER
JANUMET XR....coeovvvrernnne. 88 KEVZARA.....ccoovvieieen. 115 (ORANGE)...ccooeiieeieeee 28
JANUVIA ..o, 88 KINERET.....cccoviiiiiiiiene 115 lamivudine............ccccovvueeeennne. 3
JARDIANCE.......ccceevireee, 88  KINRIX (PF)..ccevciiieiieeiieens 106  lamivudine-zidovudine................ 3
Jasmiel (28) ....ccovceveveieennnnne. 120  kionex (with sorbitol)................. 81  lamotrigine.......................... 28,29
JATENZO...cciiiiiieiieie 93  KISQALI...ccooeiieiiieeeenee 18 LAMPIT...cocoiiiieeeeeee 8
JAVYGIOT .o 93 KITABISPAK.....ccovvieiieee 8 LANOXIN.....cooviieeeiieeeeeeee 68
JAYPIRCA.......covveieiieies 18 KLARON.....ocoeieieeieeeeen 76  lansoprazole............................ 101
JENTADUETO.......ccccvviernne 88 KLISYRI (250 MG)......ccuc...... 18 LANTUS SOLOSTAR U-100
JENTADUETO XR............ 88,89 KLONOPIN.......ocvrieriiinnn 28  INSULIN....cccoviriiiiieeieene 89
JIRteli ..o 118  klor-con 10.............coeeueeeennen.. 135 LANTUS U-100 INSULIN....... 89
JOENJA ..o, 81  klor-con 8.......ccouevevevenan, 135  lapatinib................ccceuveenennn... 19
JORNAY PM....ccoooiiiiiiieen 52 klor-con mlQ........................... 135 larin 1.5/30 (21) ....ccuueennenn. 120
JOURNAVX ...coiiiiieeieee 44 klor-con ml5.........ccceeeennn.e. 135 larin 1720 (21) eeceeeeeeanne. 120
JOVEAUX .. 120 klor-con m20........................... 135  larinfe 1.5/30 (28) .......c.......... 120
JUBBONTI.....ccc0eevriiirene 109  klor-con oral packet 20........... 135  larinfe 1/20 (28) ...ccceueeeeunnnnnn. 120
JUBLIA ..ot 76  KLOXXADO.....ccoooovvverrenee. 44 LASIX .o, 62
Juleber..........oooceeevieianaannn 120 KONVOMERP..........ccccevuvennee. 101 latanoprost..............ccceeeueene.. 124
JULUCA ..o 3 KORLYM...oooooiieieeeee, 93 LATUDA....cccoieieeeeeee 52
junel 1.5/30 (21) .......cccceuenn..... 120  KOSELUGO......ccccocvvvvrrennne. 18 LAZCLUZE......cccoovvviiiiennne. 19
Jjunel 1/20 (21) ......ccueeeeeenn. 120 kourzeq........cccoeeeeeeeueeenanan. 84 LEDIPASVIR-SOFOSBUVIR...4
junel fe 1.5/30 (28) .................. 120 KRAZATI....ccciiiiiieeee. 18  leflunomide............................. 115
junel fe 1/20 (28) .........ccueu... 120  KRINTAFEL......ccoeevveireennen. 8 lenalidomide......................... 19
Junel fe 24 .........ccveevcvevvanenne. 120  KRISTALOSE......cccoooeeeeee. 97 LENVIMA......cocoiiiieeee 19
JUXTAPID...cccovviiiiiinieenne, 67  kurvelo (28) .....cceceeeeeevnienacn. 120 LESCOL XL....cooiriiiirieniennens 67
JYLAMVO....coooviiiiieenne. 18 KUVAN....coiiieeeeee 93 1eSSINA ..o 120
JYNARQUE.....ccccoiiiiniinne. 93 KYLEENA......coooiiieieee 119 LETAIRIS.....ccoooveieeeeee 130
JYNNEOS (PF)....ccevvvenen. 106 [ norgest/e.estradiol-e.estrad.. 120 letrozole..............c.ccveeuveennennn... 19
kaitlib fe........coueveveeeeeeaannnn, 120 labetalol..................ooceeueeennnnnn. 62  leucovorin calcium.................... 14
KALETRA ....cooiiieiieeene, 3 lacosamide.....................c.c...... 28 LEUKERAN......cccocevviiniiienene 19
KALYDECO......ccccevviienne 130 lactulose...........ccceeeveeeeeennnnnee. 97 LEUKINE.....ccoiiiiiieree 104
KANJINTI......ooiiiiiiiinienns 18 LAMICTAL.....ccoeeviiiieieene 28  leuprolide..............ccueeuennenncn. 19
KAPSPARGO SPRINKLE...... 61 LAMICTAL ODT......cccecueneeee 28 LEUPROLIDE (3 MONTH).... 19
kariva (28) ....cocoeeveeeeanne 120 LAMICTAL STARTER levalbuterol hci....................... 130
KATERZIA .....ccooiiiiiie 61 (BLUE)KIT.....ccoovvviiiienne 28 LEVALBUTEROL

kelnor 1/35 (28) ...ccveeeveueennnne. 120 TARTRATE......ccooiie. 130
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levetiracetam............................ 29 LIVMARLI.....cccoeviiiiiinens 97 LUMRYZ STARTER PACK...52

LEVETIRACETAM................. 29  LIVTENCITY .ccooeviiiiiiieienne. 4  LUNESTA...cccooiiiiniiiie 52
levobunolol............................. 123 LO LOESTRIN FE................. 120 LUPKYNIS. ..ot 19
levocarnitine................cccoeuee.... 81 LODINE....ccccoiiiiiiiiiriienes 44 LUPRON DEPOT.................... 19
levocarnitine (with sugar)......... 81  LODOCO.....cccovieevieeireenn 68 LUPRON DEPOT (3
levocetirizine...........ccoueuennn. 126 LODOSYN....ccooiieieeiereeenee. 32 MONTH)...ccoveviieieieeeeeee, 19
levofloxacin....................... 12,122 LOESTRIN 1.5/30 (21).......... 120  LUPRON DEPOT (4

levofloxacin in d5w................... 12 LOESTRIN 1/20 (21)............. 120 MONTH).ceevieieiieieeeieeee 19
levonest (28) ....ccoeeeeveeeecreeannen. 120 LOESTRIN FE 1.5/30 (28- LUPRON DEPOT (6
levonorgestrel-ethinyl estrad.. 120 DAY)..oovovvevvieiniiiiieeeieee, 120 MONTH)...ccvvveiiieieeieee 19
levonorg-eth estrad triphasic..120  LOESTRIN FE 1/20 (28- LUPRON DEPOT-PED............ 20
levora-28.........ccoceevevveenennnnne. 1200 DAY) oo, 120  LUPRON DEPOT-PED (3
levorphanol tartrate.................. 41 lofena.........eueeceeeeceeeeeiieeanne, 44 MONTH)...ocovoieeiieeieeeieeee 19
LEVOTHYROXINE................ 95  lofexidine...........ccccoeeveeueanncnnne. 44 lurasidone..............cccceeeeeennnn. 52
levothyroxine..............cccueeeuuee.. 95  lojaimiess .........cceeeuveeeveennnnnn. 120 lutera (28) ...coeeeeeeceeeeereeannannn 120
[eVOXYl ..o 95 LOKELMA . ......cccooiiiiiiiiiiees 82 LUZU...cooiiiiiiiiiiiiiiiceeee 76
LEXAPRO.....cccooviviiiiieinne. 52 LOMOTIL....cccoooveviiiirieienene 95 LYBALVI...cooiiiiiiiiiee, 52
LEXETTE...ccoioiiiieieeee 79  LONSURF....ccooooiiiiieeee 19 Dleq..eaaieieieeeee 118
LIALDA ..o, 97 loperamide....................cc.c....... 95  Wllana...........cccoevceveueennnnn. 118
LIBRAX (WITH LOPID...ccveiieiiiieeeeeeee 67 LYNPARZA. ..o, 20
CLIDINIUM)...cccteiiieiieiieenen. 95  lopinavir-ritonavir...................... 4 LYRICA ... 29
LICART .ccooiiiiieieeeeee, 44  LOPRESSOR.....ccccoovviiniann 62 LYRICACR....ccoviiiiiiene 29
lidocaine.............ccceeevueeeennnnnn.. 73 lorazepam...............cceeeuveenn.... 52 LYSODREN.....cccccevirrrrannnn. 20
lidocaine hcl.............................. 73 lorazepam intensol.................... 52 LYTGOBI......ccoooveviieireiiens 20
lidocaine viscous....................... 73 LORBRENA......cccccooiiiiine, 19 LYUMIJEV KWIKPEN U-100
lidocaine-prilocaine.................. 73 LOREEV XR...cccocovviiiiiinnen. 52 INSULIN...coooiiiiiiiieeiieee, 89
lidocan iii.........cccccovevevvenncnnnn. 73 loryna (28) ..cccveeeeeeeeveeeeennn. 120 LYUMIJEV KWIKPEN U-200
LILETTA oo 119 losartan.............ccceeeeeeennenee. 62 INSULIN.....coooiriiieeeeeeee, 89
linezolid..............ccccoeveveveencenannn. 9 losartan-hydrochlorothiazide... 62 LYUMIEV TEMPO PEN(U-
linezolid in dextrose 5%.............. 8 LOTEMAX....cooveviieeieeennen. 125 T100)INSULN......ceovvveerieeeen 89
LINZESS ..o 97 LOTEMAX SM......ccccuevuenee. 125 LYUMIEV U-100 INSULIN... 89
liothyronine...............ccccveeuenn. 95 LOTENSIN.....ccoeevieeiieireeiene 02 [YZA.eooiiaiiieieeeeee 118
LIPITOR....cvvieieeiieeieeee 67 loteprednol etabonate............. 125 MACROBID........ccceevvrerrenee 13
LIPOFEN......cccooviiiiiiiicenee, 67 LOTRONEX......cccoceviiniiennene 97 MACRODANTIN.......ccoeeveee. 13
liraglutide............ccceuveeeunennn... 89 lovastatin...........ccceeeeveeevvennnnn.. 67 magnesium sulfate.................. 135
lisdexamfetamine...................... 52 LOVAZA. ..o 67 MALARONE........cccooiiriin 9
LISTROPFIL ., 62 LOVENOX....ccooooivieieienene. 65 MALARONE PEDIATRIC........ 9
lisinopril-hydrochlorothiazide..62  low-ogestrel (28).........c..u........ 120 malathion..............ccceeuveeennnn. 80
LITFULO....cooiiiiiiieeieeeeee 82  loxapine succinate.................... 52 MAraviroc.............coeceeeeeiieninen. 4
lithium carbonate...................... 52 lubiprostone...............ccueeeuunn. 97 MARINOL.......ccvvvvieereeen. 97
lithium citrate...............cccc........ 52 LUCEMYRA. ... 44 marlissa (28) ....cceeeeeeeennennnnn. 121
LITHOBID......ccceetvierieiennne. 52 LULICONAZOLE.................... 76  MARPLAN.....ccccoeiiiiiieee 52
LITHOSTAT ...covveeeeeieene 82 LUMAKRAS.....ccoierienen. 19 MATULANE......ccooiienne. 20
LIVALO..ccooiiiiiiiiieieiee 67 LUMIGAN.....ccooeiviiiiiee 125  matzim la...........cccoeeeeeeeeenee. 62
LIVDELZI......cccoeiiiiieine. 97 LUMRYZ..coooiiiiiieeeieeee 52
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MAVENCLAD (10 TABLET meperidine (Pf) ...ccccceeeveeeveeennenn. 41  metronidazole in nacl (iso-os).... 9

PACK) i 36 meprobamate........................... 38 MEtYroSine.......ccceeeveeecveeniean. 62
MAVENCLAD (4 TABLET MEPRON......ccoviiiiiiieeee, 9  mexiletine............cccccevuenennne. 59
PACK) .ot 36  mercaptopurine......................... 20  mibelas 24 fe.........cccueeuennn. 121
MAVENCLAD (5 TABLET MERILOG.......cccoovveeiieeiienee, 89  micafungin...........cccoceeeeueencnnnnn. 1
PACK) .o 36 MERILOG SOLOSTAR.......... 89 MICARDIS HCT.......ccceeuvneee. 62
MAVENCLAD (6 TABLET TNETOPEHEHL ....veaeaaeaareeanenes 9  miconazole-3.............cccuu...... 119
PACK) i 30 MEIZee.....uueeeeeeeieeeieeeeen, 121 microgestin 1.5/30 (21)........... 121
MAVENCLAD (7 TABLET mesalamine...............cc.cceuveen... 97  microgestin 1/20 (21)............... 121
PACK) ..ot 30 MESHA..ueeceeieieeiieieeeeeeeen, 14 microgestin fe 1.5/30 (28) ....... 121
MAVENCLAD (8 TABLET MESNEX ....ccocoiiieieieeeeneen 14 microgestin fe 1/20 (28).......... 121
PACK) .cciiieiieeieeeeeeeeeee 36  MESTINON......c..eevvvrerreeee. 38  midodrine.............cccceuuveunnn.... 82
MAVENCLAD (9 TABLET MESTINON TIMESPAN.......... 38 MIEBO (PF)..cccoeoiiieiieeee 123
PACK) .ot 36 METADATECD.........cceen... 52 mifepristone.............cceeuenn... 93
MAVYRET.....cooiiiiiiiiiees 4 metaxalone............cccoueeeuueene... 38 mMiIergot.......ccevoiiiiiiienn 33
MAXALT ..ot 33 mMetformin.........ccouceeveeniiaennn. 89  miglitol.........cccoevieii 89
MAXALT-MLT....cccccocvvienene. 33 METFORMIN........ccocevvinnnne. 89  miglustart.........ccooueveevinnann, 93
MAXIDEX ..o 125  methadone.......................cc........ A1 miliccoiiiiiiii 121
MAXITROL.......cccveiennen. 125  methamphetamine..................... 52 MIMVEY ..ooveeeiiiieereieeen 118
MAYZENT ..ot 36 methazolamide....................... 124 MINIVELLE.........ccoooiin 118
MAYZENT STARTER(FOR methenamine hippurate............ 13 minocycline............cccecueeuenn.e. 13
IMG MAINT)...oooiieiieieeee 36  methimazole..................c.......... 85  minoxidil...........ccccovoveveeninnnnne. 62
MAYZENT STARTER(FOR METHITEST .....oooiieieeee 93 MINZOYA.ccueeeaseaeaaeeenn, 121
2MG MAINT)...ccooiieeiieeie, 37 methocarbamol......................... 38 MIPLYFFA ... 37
Meclizine..........cccoveeeveenceenannne. 97  methotrexate sodium................ 20  mirabegron..............cccuunn... 134
meclofenamate.......................... 44 methotrexate sodium (pf) .......... 20 MIRCERA.......cceoiiine 104
MEDROL.......cooiiiiiiiieee. 85  methoxsalen.................ccco...... 73 MIRENA ... 119
MEDROL (PAK)....ccoovvveeriens 85  methscopolamine..................... 95  mirtazapine................coceeuvennn... 53
medroxyprogesterone............. 118  methsuximide............................ 29 MIRVASO....cooiiiieieiee, 75
mefenamic acid......................... 44 methyldopa...............coueeeuueenn.... 62  miSOProStol............cuueeeueeenn... 101
mefloquine............ccoccueeeveneenne.. 9 METHYLIN. ..ot 52 MITIGARE........cccoeeiienen. 109
MEZESIIOL .., 20  methylphenidate....................... 52 M-M-RII (PF).cccoviviirinnen. 106
MEKINIST ....ccooooiieieeeeee 20 methylphenidate hcl.................. 53 modafinil...............ccceuueeeueeann... 53
MEKTOVI....ccccoviiiiiiiicienne, 20 METHYLPHENIDATE HCL..53  moexipril.........ccccccoevveveenuennene. 62
Meleya.........cueeeeeeeeecveenenaannnn, 118  methylprednisolone................... 85  molindone.............ccceeuuveennnn. 53
MeloxXicam ............ccccceeveeeeeennne. 44 methyltestosterone.................... 93  mometasone..................... 79, 130
meloxicam submicronized......... 44 metoclopramide hcl............ 97,98  montelukast........................... 130
TNEMANLINE ....ccveeeeeeieeeereaenns 37  metolazone..............ccceuueennnnn. 62  MOrphine...........ccoeeeeuveeeveaannen.. 41
MEMANTINE.........coevienn 37  metoprolol succinate................ 62  morphine concentrate............... 41
memantine-donepezil................ 37  metoprolol ta- MOTEGRITY ..ooovvieiiieeins 98
MENOSTAR ..o 118  hydrochlorothiaz....................... 62 MOTOFEN......cccceniiiiiiinnen. 96
MENQUADFI (PF)................ 106  metoprolol tartrate.................... 62 MOTPOLY XR....coovvvvreennenn. 29
MENVEO A-C-Y-W-135-DIP METROCREAM...........cc.c....... 75 MOUNJARO.....cocoiieieene 89
(PF) e 106 METROLOTION.............c....... 75 MOVANTIK ..o 98
Meperidine ............ccueeecvveeennnnn. 41  metronidazole............... 9,75,119 MOVIPREP.....ccccoeeiiinnn. 98
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moxifloxacin...................... 12, 122 nefazodone.................ccuveeuenn. 53 nisoldipine.............cccueeeuunnn... 62

moxifloxacin-sod.chloride(iso) . 12 NEFFY ....ccccccoeviniiiiiiinnn. 126  nitazoxanide................c..ccueuu..... 9
MRESVIA (PF)...coovevieirnne 106 NEMLUVIO.....ccccoeviiirnne. 20 RILISTNONE ..o, 82
MS CONTIN.....ccoeviiiieiene. 41 REOMYCIM ..cueeeeiaieeiaiaeeee 9 nitro-bid...........cccoecveian. 68
MULPLETA.....ccooeeieeeeeen 65  neomycin-bacitracin-poly-hc..125 NITRO-DUR...........cccveeneenn. 68
MULTAQ. ..., 59  meomycin-bacitracin- RIFOfUrANLtOIN ... 13
TUUPIFOCIH ..c.eeeeaieaeieeeeeenenns 76 pOLYMYXiR.....occcevaeeaaiiaiianne, 122 NITROFURANTOIN............... 14
mupirocin calcium.................... 76  neomycin-polymyxin b- nitrofurantoin macrocrystal......13
MVASI...cooiiiieee, 20  dexameth..............ccecueeeeannnn. 125  nitrofurantoin monohyd/m-
MYALEPT....ccooviiiiiiiees 93  neomycin-polymyxin- CHYSE et 13
MYCAMINE ..o 1 gramicidin............c.cccccuene.... 122 nitroglycerin................. 68, 69, 98
MYCAPSSA. ... 20  neomycin-polymyxin-hc....84, 125 NITROLINGUAL.................... 69
mycophenolate mofetil............... 20 neo-polycin...........coueeeuenn.. 122 NITROSTAT ....cooovveeiieeieens 69
mycophenolate sodium.............. 20 neo-polycin hc...........ccccuenne.. 125 NITYR.cooooiiiiiiieeeee 82
MYDAYIS..ooiiiieieee 53 NEORAL....cccooviiiiiiee 21 NIVESTYM...cooooiiiiieeeee 104
MYFEMBREE....................... 119 NEO-SYNALAR......cccocveienneee 76 nizatidine............ccceeeeveeeennn. 101
MYFORTIC......ccceoviiiienee. 20 NERLYNX....ooooiiiiniiniieneene 21 nora-be.............cooveveinueannnn. 118
MYHIBBIN.......cceeiiieiee 20 ROUAC..c..oooeseaieeeeieeeeeennn 75 NORDITROPIN FLEXPRO.. 104
MYRBETRIQ.....ccccceevuveennen. 134 NEULASTA.....cooiiiiiieee 104  norelgestromin-ethin.estradiol 119
MYSOLINE.....cccoeiiiiiiieiiens 29 NEULASTA ONPRO............. 104  norethindrone (contraceptive) 118
MYTESI....coooviiieeeee e 96 NEUPOGEN.........cecvvvrennnn. 104  norethindrone acetate............. 118
nabumetone...............cccceeueeue. 44  NEUPRO......cooviriiiiiiiic 32 norethindrone ac-eth estradiol
nadolol..............cccceeveveeenennnnn. 62 NEURONTIN.......ccoevrerrenne. 29 s 118,121
NAfCTIlIN ... 11 NEVANAC.....coiiiiieee. 124 norethindrone-e.estradiol-iron
RASHIfINE ..., 76 NEVIFAPINE.....ccveeeeeeeeeiieereaann A s 121
JADAN 2 N 0 77 NEXAVAR....cccoiiiieie, 21  NORGESIC.....cccovvriereeee 38
NALOCET ....ccooeiiiiiienieenee, 42 NEXICLON XR....ccocevveiennne 62 NORGESIC FORTE................. 38
NALOXONE ..., 44  NEXIUM......ooooveviieeieeeiene 101 norgestimate-ethinyl estradiol 121
NAlIFeXONE.....cceeveveeieineeaenne 44 NEXIUM PACKET................ 101  NORITATE.......ccooiiiiiiiee 75
NAMZARIC......ccooveiiienee. 37 NEXLETOL....cccoooveiieiine 67 NORLIQVA.....ccooieieene 62
NAPRELAN CR......cccoecveuenene 44  NEXLIZET....ccocooviieieieenne. 67 NORPACE.....ccccooviieieieeen. 59
TUAPTOXOM ..veeeaeeeeeeeeeaeennes 44  NEXPLANON......ccccevvvreenn. 119 NORPACECR.......cccevvveennee. 59
naproxen sodium................. 44,45 NEXTSTELLIS.........cccveee. 121  NORPRAMIN.......cccvvvrreennee. 53
naproxen-esomeprazole............ 45 NGENLA......coooiiiiiee. 104 NORTHERA.........ocvieiie. 82
NAVALVIPIAN ...oeeevaeeeeeeeennen 33 RUACIA oo 67 nortrel 0.5/35 (28) cueveeeuvennn... 121
NARCAN ..ottt 45 NIACOR.....cooooiiiiiiiieee, 67 nortrel 1/35 (21) ..uuaueenenn.... 121
NARDIL......ooeeiiieieeee 53 nmicardipine..............cceeeueenn... 62 nortrel 1/35 (28) ..ccuueeeunennn... 121
NATAZIA ..o 121  NICOTROL NS.....cceeieneee. 83 nortrel 7/7/7 (28) cccveeeeaannne. 121
nateglinide.......................... 89,90 nifedipine.........cccccceveuveeeennnnnn. 62  nortriptyline.............cceeeuvennn.n. 53
NATESTO...ccccieiiiieeeeee 93 nikki (28) oo 121 NORVASC. ..o 62
NATROBA ..o 80 NILANDRON.......cceeeierrnnee. 21  NORVIR....ccooviiiiieiieeeieee 4
NAYZILAM....ccoooviiiiieenne, 29  nilotinib hcl..........ocoeeeeenennne. 21  NOURIANZ.....cccoevivieieenen 32
nebivolol..............cccceveveennnn. 62  nilutamide...............ccccueeuuen.. 21 NOVOLIN 70/30 U-100
NEBUPENT ......ccooiiiiiiiieiiene 9  nimodipine...............ccceueuun... 62 INSULIN....ccoooviiiiiieeeieeen 90
necon 0.5/35 (28) c.cocoeeeenne. 121  NINLARO....cccoiiiieiiiieiee 21
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NOVOLIN 70-30 FLEXPEN ODEFSEY ...ooiiiiiiiiiiiicnen, 4  OMNIPOD GO PODS 25

U-100. .. 90  ODOMZO....cccooviiiriineeieaene 21 UNITS/DAY ..ccoviiiiiiieine 108
NOVOLIN N FLEXPEN........... 90 OFEV...iiiieiieeeene, 131  OMNIPOD GO PODS 30

NOVOLIN N NPH U-100 ofloxacin..................... 12,84,122  UNITS/DAY ..cooviiiiiiiie 108
INSULIN ..o 90  OGIVRI....oooviiiiiiiieee, 21  OMNIPOD GO PODS 40

NOVOLIN R FLEXPEN........... 90  OGSIVEO....ccccooiiiieiiieeee. 21 UNITS/DAY ..ooviiieieeee, 108
NOVOLIN R REGULAR OHTUVAYRE.......cccevvennnne. 131  OMNITROPE........cceevennne. 104
U1L00 INSULIN......ccevvrernnne. 90 OJEMDA. ..ot 21 OMVOH.....cocooiiieieee 98
NOVOLOG FLEXPEN U-100 OJJAARA ..o, 21 OMVOHPEN.......ccceviinne. 98
INSULIN....coiiiieiieeieeeee 90 olanzapine............cccueeeueeeeunnnn. 53 ONAPGO....coiiiiiiiieeieeee, 32
NOVOLOG MIX 70-30 U-100 olanzapine-fluoxetine................ 53 ONDANSETRON...........cc....... 98
INSULN ..ot 90 olmesartan..............cccueeuueen.... 62  ondansetron...............c......... 98
NOVOLOG MIX 70- olmesartan-amlodipin- ondansetron hcl........................ 98
30FLEXPEN U-100.................. 90  hcthiazid............cc.ccoeveeneeenncnne. 62 ONEXTON.....cccocvvviriinieenne. 75
NOVOLOG PENFILL U-100 olmesartan- ONFI ..o, 29
INSULIN ...ccoiiiiiieieeee 90  hydrochlorothiazide.................. 62 ONGENTYS. ..o 32
NOVOLOG U-100 INSULIN olopatadine..............ccceueenn.... 84 ONTRUZANT......ccocvvvereennen. 21
ASPART ..ot 90 OLPRUVA.....cccooiieeieeenne 82 ONUREG.....cccooviiieirieeee 21
NOXAFIL ...ooviiiiiinieieiicieee I  OLUMIANT......cocviiiiennn. 115 ONYDA XR...oooioiinieiiiieneens 53
NUBEQA ..., 21 OMECLAMOX-PAK............. 101 ONZETRA XSAIL......cccccuee.e. 34
NUCALA ... 130  omega-3 acid ethyl esters......... 67 OPIPZA ..o, 54
NUCYNTA ..o 45  omeprazole...............cuueeuuenn. 102 OPSUMIT.....coeeeiiiiieiens 131
NUCYNTA ER......cccoeeevvee. 45  omeprazole-sodium OPSYNVI...ooooiiiiee, 131
NUEDEXTA ..ot 37 bicarbonate............................. 102 OPVEE....ccoiiiiiiiiiiiee, 45
NUPLAZID......oovveieeene 53 OMNARIS.......cooieiiee 131 OPZELURA.......cccoiiiiee 73
NURTEC ODT.....cccoeevvveennnee. 34  OMNIPOD 5 (G6/LIBRE 2 ORACEA......coooieeeeeee 13
NUTRILIPID......ccceevverienne. 137 PLUS) oo 108 ORAPRED ODT.......ccceeenueee. 85
NUTROPIN AQ NUSPIN......104 OMNIPOD 5 G6-G7 INTRO ORENCIA ..o 115
NUVARING.....ccccovieririine 119 KT(GENS).coooiiiiiiiiiniiiene 108 ORENCIA CLICKJECT........ 115
NUVIGIL......oooiiiieieeeee, 53  OMNIPOD 5 G6-G7 PODS ORENITRAM......ccceevenene 62, 63
NUZYRA ..o 13 (GENS) oo, 108 ORENITRAM MONTH 1

FLYAMYC cveaeaareeeeeeeieeeneee e 77  OMNIPOD 5 TITRATIONKT......ccocvveeene 62
nylia 1/35 (28) c.coeveeeeeanne. 121  INTRO(G6/LIBRE2PLUS).... 108 =~ ORENITRAM MONTH 2

mylia 7/7/7 (28) cceeeeeeeeeeennnn. 121  OMNIPOD DASH INTRO TITRATION KT....ccoevvvrnnnee. 62
NYMALIZE.....cccoooviiiiieienne 62 KIT(GEN4)..cooiiieieenee. 108 ORENITRAM MONTH 3

AYSEALIT v 1,77 OMNIPOD DASH PODS TITRATION KT.....ccooevvenneee. 62
nystatin-triamcinolone.............. 77 (GEN4)..ooiiiiieee 108  ORFADIN.......coooiieieiieeees 82
FYSEOP e 77  OMNIPOD GO PODS............ 108  ORGOVYX..oooiieiieiereeieeane 21
NYVEPRIA........cceeie 104 OMNIPOD GO PODS 10 ORIAHNN ..ot 119
OCALIVA ... 98 UNITS/DAY ...oeoiivieiieenee 108  ORILISSA...cooiiieieieieeeee 93
0CellA..uoneeaeaeaiaeeaenn, 121  OMNIPOD GO PODS 15 ORKAMBI........ocevvviereneen 131
OCTAGAM.......covvvvieeee 106  UNITS/DAY .eooveiiiiiiieieeene 108  ORLADEYO.....ccccevvvienne. 131
octreotide acetate...................... 21  OMNIPOD GO PODS 20 OFMAIVI ... 37
OCUFLOX......ccoveiieeieeieenen. 122 UNITS/DAY ..ccvveiieiieieein, 108  orphenadrine citrate................. 38
ODACTRA.....coeeeveeeeeen 106 orphenadrine-asa-caffeine........ 38
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ORSERDU.......cveeviieeiieeeieens 21 peg3350-sod sul-nacl-kcl-asb- pioglitazone...............ccoueeeueenn. 90

OSeltaMIVIF ........ooveeeeeeaaviaeannn. A e 98  pioglitazone-glimepiride........... 90
OSPHENA.......ccoiieveeeee 119 PEGASYS....ooiiiiieeee 104  pioglitazone-metformin............. 90
OTEZLA ....cccoiiieeieeee 115  peg-electrolyte.......................... 98  piperacillin-tazobactam............ 12
OTEZLA STARTER.............. 115 PEMAZYRE.....ccooiiiiine. 22 PIQRAY oo 22
OTREXUP (PF)....cccveviveiennee 115 PEN NEEDLE, DIABETIC....108  pirfenidone................cc........ 131
OTULFI....oooiiiiiiiiiiieeene 70  PENBRAYA (PF)..ccccocevienn. 107 PIRFENIDONE.........ccceeee. 131
OVIDE....cooiiiiiieiieeeieeeee 80  penciclovir..........cccveeeevennne... TT PIFOXICAM ..o 45
OXACTIIN .o, 11 penicillamine........................... 115  pitavastatin calcium.................. 67
oxacillin in dextrose(iso-osm)...11 ~ PENICILLIN G POT IN PLAQUENIL........cccoviiiiines 9
OXAPVOZIN c.nvveaeeieeeeeveeaaannns 45 DEXTROSE......cccovviviieeen. 11 PLASMA-LYTEA................ 137
oxcarbazepine........................... 30 penicillin g potassium............... 11 PLAVIX..iiiiieieeieee, 65
OXERVATE.....ccoovieiiene 123 penicillin g sodium.................... 11 PLEGRIDY ....cccooevennen. 104, 105
oxiconazole.................ccccuuce... 77  penicillin v potassium............... 11 PLENAMINE........cccceevenne. 137
OXISTAT . 77 PENTACEL (PF)....cccccuennee. 107 PLENVU....ccoooiiiiiiieieiee 99
OXTELLAR XR....cccevvveniennnee. 30 PENTAM...ccooooviiieieeieeee 9 podofilox........coeeeeeeiieaaiannn 73
oxybutynin chloride................ 134 pentamidine....................ccoocu....... 9 POlCIn ... 122
0XYCOAONE. .......ooeeeeeaareaaareaannn, 42 PENTASA. ..o, 98  polymyxin b sulfate..................... 9
OXYCODONE......cccccovvrinn 42 pentazocine-naloxone............... 45 polymyxin b sulf-trimethoprim 122
oxycodone-acetaminophen........ 42 pentoxifylline.............coeeuuen... 65 POMALYST...coooviiiiiieeeieens 22
OXYCONTIN....eevreieeieeenee 42 PEPCID....cccoevieieieeeenee. 102 PONVORY ....cooviieiiieee, 37
OXYMOTPHONE.........ccceveeeaan. 42  PERCOCET....ccccooviiirieeiiens 42  PONVORY 14-DAY
OXYTROL....coeiiieieeee 134  PERFOROMIST...........c..c...... 131 STARTER PACK...........c......... 37
OZEMPIC......ccoveeiiiiieiiens 90 perindopril erbumine................ 63 pOrtia 28....ccceeeeeeieieian, 121
OZOBAXDS...cooieeeeeeeene 38  periogard.............cccueeeeuanne... 84  posaconazole.................c.ccuu..... 2
PACETONE ..o, 59  permethrin...........cccueeeveene... 80  potassium chlorid-d>5-
paliperidone..................cccuue...... 54 perphenazine...............ccuu...... 54 0.45%nacl................ccceuuen.... 135
PALYNZIQ....cooiieiieeieeeen 93  perphenazine-amitriptyline....... 54 potassium chloride.................. 136
PANCREAZE.......cccoovvvvienne. 98 PERSERIS......ccocviiiiiiiie 54 POTASSIUM CHLORIDE.... 136
PANRETIN.......ccvveiieiieee, 73  PERTZYE....cooiiiiiieeies 99  potassium chloride in
pantoprazole........................... 102  PHEBURANE.........ccocveenene 82  0.9%nacl.............cccocucvueunn.. 136
PANZYGA ..o 106  phenelzine..............cccuveeuenn... 54 potassium chloride in 5 % dex 136
paricalcitol..............cuueeeueeenn.... 93  phenobarbital........................... 30  potassium chloride in Ir-d5..... 136
PARLODEL........cccvvrrnne. 32 phenoxybenzamine.................... 63  potassium chloride in water....136
PARNATE....c.covvieieeeee. 54 PHENYTEK......ccoooviiirirenen. 30  potassium chloride-0.45 %
paroxetine hcl........................... 54 phenytoin.............coeeveuenucnnee. 30 naCl.iii 136
paroxetine phenytoin sodium extended........ 30 potassium chloride-d5-
mesylate(menop.sym)................ 54 PHEXXI..ooooiiiiiiiiiiiieee 119 0.2%nacl.............coceueeueennne. 136
PAXIL..coooviiiiiiieiieieeee, 54 PHOSPHOLINE IODIDE...... 123 potassium chloride-d5-

PAXIL CR..c.oeeieeeeee 54  PIFELTRO....ccccoooeiiiiiiieee 4 0.9%nacl...........ccceeeeveennnnen. 136
PAXLOVID...ccccoviiriiiiiniinn. 4  pilocarpine hcl.................. 82,123  potassium citrate..................... 135
pPazopanib.............ccccceeeeeeeannn.. 22 pimecrolimus ............cccceeeeuenn. 73 PRADAXA.....ooiiieeee, 65
PEDIARIX (PF)...cccevvveienee. 106  pimozide...........cccueveeeeeaeannn. 54 PRALUENT PEN......cccceene.e. 67
PEDVAX HIB (PF).............. 106  pimtrea (28) ....ccccooueevceveennennnn. 121 pramipexole..................cc.oc....... 32
peg 3350-electrolytes................ 98 pindolol..............ccovevcueeeanaannn. 63  prasugrel hcl..............oueeueee.... 65
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Pravastatin............ccceeeeeeeeveeean. 67 PROCYSBI....cccoovveeiiiee 135 quetiapine........................... 54,55

praziquantel.................cccoecueenn.. 9 progesterone micronized........ 118 QUETIAPINE........ccveerine. 54
DPVAZOSTN . 63 PROGLYCEM.......ccocvevuvennee. 90 QUILLICHEW ER................... 55
PRED FORTE.......cccccecvvneenne. 125 PROGRAF.....ccooiiiiiiiiee, 22 QUILLIVANT XR....cccecvennn 55
PRED MILD.....ccceoverieienene. 125  PROLASTIN-C...ccceeovvvvernens 82  quUINAPYIl......ccooveeeieien. 63
prednisolone.................c..c....... 85 PROLATE......coooviiieeeieee. 42 quinapril-hydrochlorothiazide..63
prednisolone acetate............... 125  prolate............cceeeeeveceeeaiaannnnn. 43 quinidine gluconate.................. 59
prednisolone sodium PROLENSA ..ot 124  quinidine sulfate........................ 59
phosphate.......................... 85,125 PROLIA.....cccoooiieiiiieiee 109  quinine sulfate............................. 9
PredniSone...........ccueeeeeeenceeenne. 85 PROMACTA.....ccooovieeieeeiens 66 QULIPTA.....ccoeiieeee 34
prednisone intensol................... 85 promethazine................... 126,127  QUVIVIQ....ccooiiiiiiiiiiiiee 55
pregabalin...............ccceeveuenan. 30 promethegan........................... 127 QVAR REDIHALER............. 132
PREMARIN......cccoctvirrienne. 118 PROMETRIUM...................... 118 RABAVERT (PF)......ccen...... 107
premasol 10 %........................ 137  propafenone................ccoceun...... 59  rabeprazole............................. 102
PREMPHASE.......cccooevveene. 118  propranolol............................... 63 RADICAVAORS............... 37
PREMPRO........c..covvvreirene. 118  propylthiouracil........................ 85 RADICAVA ORS STARTER

prenatal vitamin oral tablet....137 PROQUAD (PF)......ccccceeue. 107  KIT SUSP....oooiiiiieieeee 37
PRETOMANID.......cccccvrverrnnnns 9 PROSCAR....cccvieieee, 135 RAGWITEK.....ccocoevrnee. 107
PREVACID.....ccccocvviiniannn. 102 PROSOL 20 %...ccovevveerennnne. 137  RALDESY ..coooiiiiiiinieeiiee 55
PREVACID SOLUTAB.......... 102 PROTONIX.....c.ccevvveerreenee. 102 raloxifene..........ccccuveeeveeannen.. 109
prevalite.........eeeeeeeeeceeeennnn. 67  protriptyline............cccccceuenne.. 54 ramelteon..............coueeeuveeennnn, 55
PREVYMIS.....ccooiiiie, 4 PROVERA........ooviiiee. 118 ramipril.........ccccueeeveeeeieeannn, 63
PREZCOBIX.....ccoovieieeennns 4  PROVIGIL.....cccocvviiieieene 54  ranolazine................cocueuenn... 68
PREZISTA ...ccveiiiiiiiieeee, 4 PROZAC......coooiiiiiiiiieee 54 RAPAFLO...cccooovviiiiiin 135
PRIFTIN.....cccoviiiiiiieeeeeee, 9  prucalopride............................. 99  rasagiline.............ccceeeeueeeennnn. 32
PRILOSEC.......ccoiiiiiieeen. 102 prudoxin............ccoeeeeeveeeeneennnnn. 73 RASUVO (PF)...ccovieiene. 115
PRIMAQUINE........ccevieiinne. 9 PULMICORT......ccocveeiienns 131 RAVICTL...oooiiiiiiieeieee 82
PRIMAXIN IV ..o 9 PULMICORT FLEXHALER.131 RAYALDEE.......ccccvviieinnne. 93
PRIMIDONE.........ccevviiinnne 30 PULMOZYME.......ccoevuennne. 131 REBIF (WITH ALBUMIN)... 105
PVimMidone.............ccocceeeveceennnene. 30 PURIXAN....ccoooiiieieieeee 22 REBIF REBIDOSE................ 105
PRIORIX (PF)..cccveieiieirnee 107 PYLERA.....ccooiieieeee 102 REBIF TITRATION PACK... 105
PRISTIQ....ccooiieiiiieiieeieee 54 pyrazinamide.................c.ccuuu.... 9  reclipsen (28) ....cccoueeecuveennn. 121
PRIVIGEN......cccceevviieiiene. 107  pyridostigmine bromide............ 39 RECOMBIVAX HB (PF)....... 107
PROAIR RESPICLICK.......... 131 PYRIDOSTIGMINE RECORLEV .....cocvviiiiiinne. 93
probenecid....................cc...... 109 BROMIDE.......cccoviiiinee. 39 RECTIV..ooiiiiiiiieee 99
probenecid-colchicine............. 109  pyrimethamine............................ 9 REGLAN.....ccciiiiiiieeee 99
PROCARDIA XL.....ccceevuennee. 63 PYRUKYND......ooootviirieine 82 REGRANEX.....ccccocmiiniinnen. 73
PFYOCENIT A . 54 PYZCHIVA.....ccoveieen. 70  RELAFENDS.....cccoiiieeee 45
prochlorperazine....................... 99 QBRELIS.....cccoeiiiieieeee 63 RELENZA DISKHALER.......... 4
prochlorperazine maleate......... 99 QELBREE......ccvveviiiiieneen. 54 RELEUKO......ccccvvririrrnnne 105
PROCRIT.....cocovevrereeee. 105  QINLOCK....cccoiiviriinieienene 22 RELEXXII...ocooooiniriiniininene 55
PROCTOFOAM HC................ 99  QNASL ..ot 131  RELISTOR.....ccoiiiiiiieiee 99
procto-med hc..............cocueen.... 99 QUADRACEL (PF)................ 107  RELPAX ..o, 34
Pproctosol hc..............eeeeueennen.. 99 QUESTRAN.....cceviiteieeiene, 67 RELTONE......cccooviiiiiiien, 99
Proctozone-hc..............cccuen.... 99 QUESTRAN LIGHT................ 67 REMERON......cccciiiiiee, 55
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REMERON SOLTAB.............. 55  rivastigmine tartrate................. 37  saxagliptin-metformin............... 91

REMICADE.......ccccooeniiiinne. 99 FIVelSA...cceoieiiiiee, 121  SCEMBLIX.....ccoctiviiiinienenne 23
repaglinide..............ccccceeuven.... 90 RIVFLOZA......ccoovvveieenens 135  scopolamine base...................... 99
REPATHA ..o, 67  rizatriptan............ccceeeeeeeneenn. 34  SECUADO....ccccccevviiiniiennnn. 56
REPATHA PUSHTRONEX.... 67 ROCALTROL..........c.ccuveu....e. 93 SEGLUROMET.......ccccveuenne 91
REPATHA SURECLICK.......... 67 ROCKLATAN....ccoovririene 125 SELARSDI.....cccooviiiieeinee 70
RESTASIS ....coooiieiieeieeee, 123 roflumilast...............ccceeuenn... 132 selegiline hel............................. 32
RESTASIS MULTIDOSE......123 ROMVIMZA........cccoevieennne 22 selenium sulfide........................ 70
RETACRIT ..o 105  ropinirole.............ccceuevceeannennn.. 32 SELZENTRY ...ccooviiiiiiiiieens 5
RETEVMO.......cocoviiiiiiieens 22 rosuvastatin.............cceeeeeeunne.... 67 SEMGLEE(INSULIN

RETIN-A ..o TS5 FOSYFAN e 121 GLARGINE-YFGN)................ 91
RETIN-A MICRO.................... 75 ROTARIX....cooooiiiiiiiieienene 107 SEMGLEE(INSULIN
RETROVIR.....cccoevieieie 4 ROTATEQ VACCINE........... 107 GLARG-YFGN)PEN............... 91
REVATIO...cccooiniiiiiiiiee 132 ROWASA ...t 99 SEREVENT DISKUS............ 132
REVCOVI....cccooviiiieie, 82 FOWEEPFA..cuueeeaeeeeieeeeenn, 30 SEROQUEL.......coovvvverieen. 56
REVLIMID......cccovevieierennne. 22 ROXICODONE........cccoverrenn. 43  SEROQUEL XR.....cccvevuveurenennn. 56
REVUFORIJ.....ccooviiiiiiinne. 22 ROXYBOND.....cccceviviiiennnn 43 SEROSTIM.....ccceovvriviienne. 105
REXULTI..cceoiiiieieeeeee, 55 ROZEREM......ccoooovviiiiene 56  sertraline.............ccooeeeeunnn. 56
REYATAZ...ccovviiiiiiiieen 5 ROZLYTREK.....ccccooinirvnnnns 22 setlakin..........coeeeeiviininnenne. 121
REYVOW ...oooiiiiiiiiie 34 RUBRACA......ccocoiiiieene. 23 SEYSARA.....ccoiiiieieee, 13
REZDIFFRA ..o, 82 RUCONEST.....cccoovveeireeens 132 sharobel................ccoueeeuuen..... 118
REZLIDHIA ..o 22 rufinamide..............coceveeueeannnnn. 30  SHINGRIX (PF)...cccceevvenneen. 107
REZUROCK.......cccevieieienne 22 RUKOBIA......ccooieieeeee 5 SIGNIFOR......cccootiiieeeee. 23
REZVOGLAR KWIKPEN........ 90 RUXIENCE.....ccccooevviniiennnne 23 SIKLOS....ccooiiiiiiiiiieeene 23
RHOFADE......cccooviiiiiieeiens 75 RYALTRIS.....ccooviiee. 132 sildenafil (pulmonary arterial
RHOPRESSA ......cccoviiiiies 125 RYBELSUS.......cccoiiiiie 90  hypertension).......................... 132
RIABNI.....coctiiiiiiieiiiiecee 22 RYCLORA.....ccooiiiii 127  SILENOR......ccccooviiiiiiieee 56
FIDAVIFIN .o 5 RYDAPT...cooooiiiieeeee, 23 SILIQ .ot 70
RIDAURA ..ot 115 RYKINDO....cccceoiiiiriiieenn. 56 SilodoSin..........ccoeeeevieneanne. 135
FIADULIR ..o, 9 RYTARY oo, 32 SILVADENE.......ccoooeviiine. 73
FIfAMPIN ..o 9 RYVENT.....ccoiiiiiiies 127 = silver sulfadiazine..................... 73
FIUzZOle ..., 82 SABRIL....ccooiiiiiiiiieee 30 SIMBRINZA.......coooviiine 125
FImantadine...............c.ceeeveeeeennn. 5 SAFYRAL...ccoooiiiiiieeee 121  SIMLANDI(CF).....cccveunee. 116
RINVOQ...ccoiiiiiieeeiieee 115 sajazir........oeeeeeeeeeeenieene. 132 SIMLANDI(CF)

RINVOQ LQ..cveeiieiieeee. 115 SALAGEN (PILOCARPINE)..82 AUTOINJECTOR.......... 115,116
risedronate................ 82,109,110 SAMSCA....covvviieeeecieeeeee, 93  SIMPONI......coovviiiiennne. 116
RISPERDAL......cooviveeiienen. 55 SANCUSO....ccoooviiiiiiiiees 99 SIMVastatin............ccoeceeeveennnnn. 67
RISPERDAL CONSTA............ 55 SANDIMMUNE.........ccouenneee. 23 SINEMET....ccooiviiieieenee. 32
FISPeridone..............ccueeuveenenne. 56 SANDOSTATIN.......ccoeveenneen. 23 SINGULAIR.......ccovvvrerrenne. 132
risperidone microspheres... 55,56  SANTYL....ccccooviviiiinieeninnnnns T3 SIFOLMUS ..o 23
RITALIN ..ottt 56 SAPHRIS.......ccoooiiiiee, 56  SIRTURO.....ccccooviiiiieieieee, 9
RITALIN LA ....ccoeeieieeee 56 Sapropterin............ccceeeceveennen.. 93  SITAGLIPTIN.....ccceevvvrerennnne 91
FIEORAVIT <o 5 SAVAYSA...eiieeene, 66 SITAGLIPTIN-METFORMIN.91
rivaroxaban .................c.c.o..... 66 SAVELLA......ccoooviiiiiene, 115  SIVEXTRO...cccooiviiiiiiiiene 9
FIVASHGMINE ...evveeeveeaareeeennnn 37 Saxagliptin.........ccceuveeeveeeennnannn, 90 SKYCLARYS.....cooeviieeieeenee 37
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SKYLA ..o, 119  spironolacton- sunitinib malate........................ 23

SKYRIZI......ccovveiiiiiannnnn. 70,99  hydrochlorothiaz....................... 63 SUNLENCA......ccooiiieeiree, 5
SKYTROFA.....ccooveieenee. 105 SPORANOX....ccocevirieeieieennne 2 SUNOSI ..ot 56
SOAANZ ..o 63 sprintec (28) ...ccccevoeevveeennnnne. 121  SUPREP BOWEL PREP KIT 100
sodium chloride........................ 82 SPRITAM...ccccoviiiiiiiiiiiieee, 30 SUTAB ...t 100
sodium chloride 0.45 %.......... 136 SPRIX...cooiiiiiiiiieeeeeee 45  SUTENT...ccoeieeieeeeee, 23
sodium chloride 0.9 %.............. 82 SPRYCEL....cccoovveiieiieiien, 23 SYeda....eoaeeaaieieieee 121
sodium chloride 3 % sps (with sorbitol) ..................... 83 SYMBICORT......ccceevuveeneen. 132
hypertonic............cceeeeeveene.. 136 SFORYX.coveiiiiiiiiieiiieeieee 121  SYMDEKO....ccccovveviiiiieenne. 132
sodium chloride 5 % SS e 73 SYMFIL..oooiiii 5
RYPErtonic .........cccvveeerveeecrenns 136  STEGLATRO........ccoevevveennnne 91 SYMFILO..coiiiiiiieieeeeee 5
SODIUM OXYBATE STEGLUJAN.....ccootiieieeeen 91 SYMLINPEN 120.....cccceecueneeee 91
(PREFERRED NDCS STELARA ..o 70  SYMLINPEN 60........cccocuenee. 91
STARTING WITH 00054)....... 56 STEQEYMA......cccoovvennene 70,71  SYMPAZAN....ccoooiviiiiine 30
sodium phenylbutyrate.............. 82 STEQEYMA LV.....cevvennen. 70  SYMPROIC.......ccvveieee 100
sodium polystyrene sulfonate....82 STIMUFEND.............c........... 105 SYMTUZA ..o 5
sodium,potassium,mag sulfates STIOLTO RESPIMAT........... 132 SYNALAR.....ccovieeieiene 79
........................................... 99,100 STIVARGA.........ceeceeeeeeeeee. 23 SYNAREL ... 94
SOFOSBUVIR- STRENSIQ..c..ooviiiiiiiiniinene 94  SYNJARDY ...ooooiiiiriiiiiienens 91
VELPATASVIR.....cccoevviinne. 5 STREPTOMYCIN.......ccceeruennen. 9 SYNJARDY XR....cooooverrenen. 91
SOGROYA. ..o 105 STRIBILD......cccveieeieieieeenee 5 SYNTHROID........ccccovevruenee. 95
SOHONOS.....ccoieieieieenne, 82 STRIVERDI RESPIMAT....... 132 SYPRINE....cccoiiiiiiieee 83
SOlifenacin ............cccceeceenenn.n. 134  STROMECTOL.......ccccvervennnee. 9 TABLOID....coovteeieeeee. 23
SOLIQUA 100/33.....cccoveneee. 91 SUBLOCADE........ccocvvvuennne. 43  TABRECTA......cocoviiiieienne 23
SOLIRIS ..o 83 SUBOXONE......cccooeviiniannn. 45 TACLONEX.....ccccootmvinirennnne 71
SOLOSEC. ..., 9 subvenite........ccoeeeueeeeecnnnnn... 30  tacrolimus.............ccceeu.... 23,73
SOLTAMOX......coovvvvreirennne. 23 subvenite starter (blue) kit........ 30 tadalafil...............cccuveueennnnn.. 135
SOMA ... 39  subvenite starter (green) kit......30  tadalafil (pulmonary arterial
SOMATULINE DEPOT.......... 23 subvenite starter (orange) kit....30  hypertension) oral tablet 20
SOMAVERT .....ccccevieiiane 93  SUCRAID....cccovtrieeeenne 100 M 132
SOOLANTRA.......ccovirienn 75 sucralfate...............ccccoueueenc. 102 TADLIQ....ccoooiiiiiiiieeeee 132
SOPAfENID .....c..ooeeeveeeaaiiaraanann 23 SUFLAVE....ccooiiiiieiiien, 100 TAFINLAR....ccocveiieeiieiene. 23
SORILUX ...cvivieieieieeieene 70 SULAR....cccooiiieeeeeee 63 tafluprost (Pf) ..ceeveeeeeeenannn. 125
SOLAlO ... 59  sulfacetamide sodium.............. 124 TAGRISSO.....coevieiiieiienne 23
SOtalol af .......ccccueveeeiiiniann, 59  sulfacetamide sodium (acne)....76  TAKHZYRO......cccceuvvennnnn. 132
SOTYKTU...cooviiiiiiiiiiieees 70  sulfacetamide-prednisolone....124  TALICIA .......ccccooevviinienennne 102
SOTYLIZE.....ccccooiiiiiene 59  sulfadiazine................c.ccueuee... 12 TALTZ AUTOINJECTOR........ 71
SOVALDI.....cccooiieieeeeeeee 5 sulfamethoxazole- TALTZ SYRINGE................... 71
SPEVIGO.....ccccoeviiiiiiiiene, 70 trimethoprim............cccceeeennenn.. 12 TALZENNA......cccooieieeieenen. 23
SPINOSA ..., 80 SULFAMYLON......ccovverrnnne 76  TAMIFLU....ccooooiiiiiiiiieee 5
SPIRIVA RESPIMAT............ 132 sulfasalazine........................... 100 tamoxifen..........ccccoceeveevevccnnnne 23
SPIRIVA WITH SUlindac ............ccccceveeeecencnnne. 45 tamSulosin............cccccueeveennnn. 135
HANDIHALER...................... 132 sumatriptan..............ccueeeennn... 34 1anlor ... 39
spironolactone.......................... 63  sumatriptan succinate............... 34 TARGADOX.....ccooevvireieenne 13
sumatriptan-naproxen............... 34 TARGRETIN.......cccevviirnne 24

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit, you
may not experience every restriction 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 2025.
156


http://express-scripts.com

taring 24 fe.......oeeeveeeeenennnnn. 121  THALITONE........ccvveereenee. 63  tolvaptan................cceeuueeeunennn. 94

tarina fe 1-20 eq (28).............. 121  THALOMID........cceevvverrnnnnn. 24 tolvaptan (polycys kidney dis) .. 94
TARPEYO....cccooiiiiiiieeeee 85 THEO-24....ccooiiiieieee. 132 TOPAMAX ..cccveiieiieieeeeenne 31
TASCENSO ODT.......cccceeueee. 37  theophylline..................... 132,133  TOPICORT.......ccceevviriiiinnne. 80
TASIGNA.....ccoieeeieeeeee, 24 THIOLA ..o 83  topiramate...............cccueeeuuen... 31
1asimelteon .............c.ccuveueeevannn. 56 THIOLA EC.....ccceovveiveieenne 83 TOPROL XL...cocoeeveeeireieine 63
TASMAR ..o, 33 thioridazine..............ccccuvennenn... 56  toremifene............ccceoueeuveennnn. 24
tavaborole.................cccoueeeeuenn. 77 thiothixene...........ccceeveeeuenanne.. 56 1OFPeNZ. ... 24
TAVALISSE....ccoiiiiieee, 66 tiadylt er..........ccooeveeeeiveniaaann, 63 torsemide............cccoecuveeueeannnnnn. 63
TAVNEOS......cccoiiieeee 83  tiagabine...........ccoeeeeuveenunannn. 31 TOSYMRA......coooviiiieeiens 34
LAZArOteNe.........uuuveeeereeeeaanannnn 75 TIAZAC.....eieeeieeeee, 63 TOUJEO MAX U-300
TAZAROTENE.......ccocveenne 75  TIBSOVO...ccooiiiiiiiieieene 24 SOLOSTAR.....ccooeviiieiine. 91
LAZICES oo T ticagrelor.......eeeeeeeennn, 66 TOUJEO SOLOSTAR U-300
TAZORAC ..o 75  TICOVAC......coiiiiniiiennne 107  INSULIN...ccoooiiiiiiinienieeienene 91
TAZVERIK........coovvieiiienn 24 tigecycline........oocceeeeeceeeenieaannen. 9 tovet emollient........................... 80
TECFIDERA.......ccooeieieeee 37  TIGLUTIK.....ccoovieireiereeeen 83 TOVIAZ..oiieieeeee 134
TEFLARO......cooiiiiiiiiieiiee, 7 TIKOSYN..oooooiiiiriiinieneene, 59 TPN ELECTROLYTES......... 136
TEGRETOL.......ccoeviereeee. 31 tiliafe. i, 121  TRACLEER......ccccoevrenne. 133
TEGRETOL XR.....cccocveienenne. 31 timolol...........cccoveveiniaann. 123 TRADJENTA.....coovviiriiiene 91
TEKTURNA............coee 63  timolol maleate................. 63,123 TRAMADOL...........eeeevveennn. 45
telmisartan............cccceeeeeeennn. 63  timolol maleate (pf) ................. 123 tramadol................ccccuveeueennee... 45
telmisartan-amlodipine............. 63 TIMOPTIC OCUDOSE (PF). 123  tramadol-acetaminophen.......... 45
telmisartan- tinidazole.............cccouveeevveeenenannn.. 9 trandolapril................ccceuuenn..... 63
hydrochlorothiazid.................... 63 HOPFORIN ..o, 83  trandolapril-verapamil............. 63
LONCOMN c.veeeeeeeeeeeeeie e 43 tiotropium bromide................. 133 tranexamic acid...................... 119
TENIVAC (PF)...cooiieiien 107 TIROSINT ....cceiiiiiiieieieeeee 95  tranylcypromine........................ 56
tenofovir disoproxil fumarate.....5 TIROSINT-SOL...........cccoene. 95 travasol 10 %.............ccuu....... 137
TENORETIC 100..................... 63  TIVICAY oo 5 TRAVATANZ....ccvveeenn. 125
TENORETIC 50.....ccceeevnnennnn. 63 TIVICAY PD...cccoorreiie S5 travoproSt......eceeeceiiiiiien, 125
TENORMIN......cceoiriiienee. 63  tizanidine............cccoeeveeveeennnnne. 39 TRAZIMERA......cccoovveenne. 24
TEPMETKO......ccceeevriieeen. 24 TLANDO.....cccoviieeeiieeeeeen. 94  trazodone...............cccveeeuuuann.... 56
LV AZOSIN ... 63  TOBI..cooiiiiiiii 9 TRELEGY ELLIPTA............ 133
terbinafine hcl..............oeueene... 2 TOBI PODHALER................... 10 TRELSTAR....ccceiieiieeee 24
terbutaline..............ccccceuennen. 132 TOBRADEX.....ccccocevvirrinnnn 125 TREMFYA ..ot 71
terconazole..............ccuueeee... 119 TOBRADEX ST...cccccvevenne 125 TREMFYA PEN.....ccoooveiinee 71
teriflunomide.......................... 37  tobramycin........................ 10,122  TREMFYA PEN
TERIPARATIDE.................... 110 tobramycin in 0.225 % nacl......10  INDUCTION PK-CROHN........ 71
TESTIM...coooiieeiieeieeeeeeee, 94 tobramycin sulfate.................... 10  treprostinil sodium.................... 63
1eStOSIErONne.......c..oecvueeaeaecnnee 94 tobramycin-dexamethasone.... 125 TRESIBA FLEXTOUCH U-
testosterone cypionate.............. 94 TOBREX.....ccooovviiiiiieieene, 122 100 91
testosterone enanthate.............. 94 tolcapone............cccoeeueeueanncnn. 33 TRESIBA FLEXTOUCH U-
tetrabenazine............................. 37 TOLECTIN 600.......ccccccevenuennn 45 200 91
tetracycline..............ccueeeueenne.. 13 tolmetin........uueeeeeeeeecveeenenn, 45 TRESIBA U-100 INSULIN...... 91
TEXACORT.......coovvieiiiein, 79 TOLSURA.....cccooeeeveeeeeee 2 tretinoin (antineoplastic) .......... 24
TEZSPIRE.......ccovviiiiieeee 132 tolterodine...............cccuueeunen.. 134 tretinoin microspheres.............. 75
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tretinoin topical........................ 75 turgoz (28) ccoeeeeeeeeceeeereaennn. 121  VALSARTAN....cccovevieeieens 64

TREXALL....cccovieieeieeeee. 24 TWINRIX (PF)..ccccovviieannnn. 107 valsartan.................ccoeeeveen.... 64
TREXIMET.....cccovviviieeiene, 34 TWYNEO....oooviiieieeeeee, 75  valsartan-hydrochlorothiazide . 64
triamcinolone acetonide..... 80,84 TYBOST .....ccooeiiviiviiiiecieeeen 5 VALTOCO...eiiiieieicrnenen.. 31
IrIAMICYeNe.......c...eevveeeeaeeenee 63 TYENNE.....cccoiiiiiiii 116 VALTREX.....coooooiiiiiiiiiieeee, 5
triamterene- TYENNE AUTOINJECTOR. 116 valtya........cccoeeveeeeieneennne. 122
hydrochlorothiazid.................... 64 TYGACIL....cooovoiieieeiieiee, 10 VANCOCIN......cocvevrreirennne, 10
TRIBENZOR......ccccvvviiiiieenns 64 TYKERB......cooooiiiiiiiiieee 24 VANCOMYCIN c..ueeeeeeeeeeeeeeieeaanne 10
tridacaine ii.............cccceeeueenne.. 73 TYMLOS....ccooiiiieeee 110 vandazole..................cccc.c...... 119
IPIA@TIM ..o 80 TYPHIM VI....ooooiiiiiinne. 107  VANFLYTA. ..o, 24
LFICNEINE .. 83 TYRVAYA....coieee. 124 VANOS.....cooeeeeeeeeeeeee 80
TRIENTINE......ccoooviiiiinne. 83 TYVASODPI......ccoovvrnne. 133 VANRAFIA ..o 68
tri-estarylla.................cue....... 121  UBRELVY ...cooiiiiiiiiieeee 34 VAQTA (PF) .o 107
trifluoperazine...............cc.c..... 57 UCERIS....cccoiiiiiiiiieene, 100  varenicline tartrate.................. 83
trifluridine............cccceveveeenn. 122 UDENYCA....ccooiieiieeene 105 VARIVAX (PF).ccovvoiiiiiee 107
trihexyphenidyl.......................... 33 UDENYCA VARUBI.......coviiiiiiiiiene 100
TRIJARDY XR....coooeviieriinne. 92 AUTOINJECTOR.................. 105 VASCEPA.....cccoiiiee 67
TRIKAFTA ..o 133  UDENYCA ONBODY........... 105 VASERETIC......ccooeveies 64
tri-legest fe......cocouvvenvvanunnne. 121 ULORIC....ccceeeiieiieiieene. 109  VASOTEC......ccooieiiiieiien, 64
TRILEPTAL....ccceiiiiiieieee 31 ULTOMIRIS......ccoeieiieeee 83 VAXCHORA VACCINE....... 107
tri-lo-estarylla......................... 121  ULTRA-FINE INSULIN VECAMYL....coooiiiieieieen. 68
tri-lo-sprintec..............ccuu...... 121 SYRINGE......ccoiiviin. 108  VECTICAL.....ccvverieieeen 71
trimethoprim............cceeeveeene... 14 UMECLIDINIUM- velivet triphasic regimen (28).122
W= oo 121  VILANTEROL..........cceeueee. 133 VELSIPITY ..ooviiiiiiiiiiieee 100
IFIMIPYAMINe .........ccccvveveeveennnn.. 57 UNASYN...oooiiiiiiieeieeeeen 12 VELTASSA ..o 83
TRINTELLIX.....cccevveiieienne 57 UNDECATREX........ccccouenene. 94  VEMLIDY ..ccveviieieieeeeeee 5
tri-sprintec (28) .....cceeeeveennnnn. 121 unithroid..............ccceveeeeannene. 95 VENCLEXTA.....cooovevieee. 24
TRIUMEQ.....cccooiieiieieeenee. 5 UPTRAVI....cooviiiiee 64 VENCLEXTA STARTING
TRIUMEQ PD....cccocvvriiiinne. 5 UROCIT-K 10....ccccerieriannnnn 135 PACK ..o 24
ri-vylibra..........cooeveeveennnnn. 121  UROCIT-K 15....cceevieeiens 135  venlafaxine...............cccceeuueen.... 57
tri-vylibra lo..............cc.ocuen.... 121  UROXATRAL.....cccovvvvrennee. 135 VENLAFAXINE BESYLATE.57
TROKENDI XR.....ccccevvvrrennne 31 URSO FORTE.......c.ccoenueennene. 100 VENTOLIN HFA................... 133
TROPHAMINE 10 %............. 137 wursodiol.............ccccoueveveucnee. 100 Venxxiva.......ccccceeeeeeveeeeieennen. 83
IFOSPIUM ..o 134 USTEKINUMAB..................... 71 VEOZAH......cccoovviiiiiac. 119
TRUDHESA. ..ot 34 USTEKINUMAB-TTWE......... 71 verapamil..............cccceeeeeeennn. 64
TRULANCE.......ccoevevvenen. 100 UZEDY .oooieieeeieieeee e 57 VEREGEN......ccccoviiiiriiene. 73
TRULICITY oo 92 VABOMERE......c.cccevvnn. 10 VERELAN.....ccooiviiieenne, 64
TRUMENBA........ccooveienee. 107  VAGIFEM......cccooveiieree 118  VERIFINE INSULIN
TRUQAP.....cooiiiiiieee, 24 valacyclovir............ccoeeeeeeenane.. 5 SYRINGE.....coooiiiiiiiie 108
TRUVADA ..., 5 VALCHLOR........ccoovviirnee 73 VERKAZIA. ..o 124
TRYNGOLZA.....cccoovein. 67 VALCYTE.....cooiiiiiiiies 5 VERQUVO.....ccoovviieieen. 68
TRY VIO, 68  valganciclovir................cccuuen... 5 VERSACLOZ........cccevvuveennn. 57
TUDORZA PRESSAIR.......... 133 VALIUM....cooivieieeeeeeee 57 VERZENIO......cccocvvvirrenee. 24
TUKYSA ..o 24 wvalproic acid............................ 31 VESICARE.......cooveiene. 134
TURALIO....ccvieiieeieeeeee 24 valproic acid (as sodium salt)...31 VESICARELS...........c........... 135
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VeStUFA (28) c.ccvueeueeevineeiinann, 122 VYKAT XR..oooiiiiiiiiin 83 XERESE.......iiiiiiien. 77

VEVYE. ..o 124 v libra......ceeceeeeicecen 122 XERMELO.....cccceovviiiiiinene 25
VFEND ....oooiiiiiieeeeeee, 2 VYNDAMAX....covoeiirieenne. 68 XGEVA. ..., 14
VFEND IV ..o 2 VYNDAQEL.....cccooiviiinnnn 68 XHANCE......cccooiiiiiiine. 134
V-GO 20...ccoiiiiiieieieiieenne 108  VYTORIN 10-10.......cccvenneneene. 68  XIFAXAN. ..o, 10
V-GO 30..ccoiiiiieieeeeeee 108  VYTORIN 10-20........cocue....... 68 XIGDUO XR.....ccoevveirerennee. 92
V-GO 40...ccciiiiiiiiiieiieens 108  VYTORIN 10-40.......cccocoueneee. 68 XIIDRA.....ccooiiiiiiiiiee 124
VIBERZI......cccoviiiieen 100 VYTORIN 10-80.......ccc0evene.e. 68 XOFLUZA......ccooiiieeeen, 6
VICTOZA 3-PAK.....ccceeuenee. 92  VYVANSE. ..ot 57 XOLAIR....cocooimiiiinieneeene 134
VICAVA .o, 122 VYVGART HYTRULO........... 39 XOLREMDI......cccooovvieninnne 105
VIGADALFIN ... 31 VYZULTA ..o 125  XOPENEX HFA..................... 134
VIGAArone............ccocveveeecunennnns 31 WAINUA. ... 37 XOSPATA....coieieieeieeeee, 25
VIGAFYDE......cocoiiiiee, 31 WAKIX oo, 58  XPOVIO....cooiiieieieieee 25
VIGAMOX ......ooviiiiiiiiene 122 wWarfarin...........ccceecveeeeeneencn. 66 XROMI.....cooooiiiiiiieieee, 25
AY2 112720 4D 2 57 WEGOVY .o, 83 XTAMPZA ER.....cccovvvinn. 43
VIOICE......cooieieeeenee. 24 WELCHOL........ccoooveirreenn. 68  XTANDI....ccooeoiiieieeeeee, 25
vilazodone................cccccueeuenne. 57 WELIREG.......ccceoiiiiriiinnne 25 xulane.........coooeviiiiniennann, 119
VIMKUNYA ..o 107  WELLBUTRIN SR................... 58 XULTOPHY 100/3.6................ 92
VIMPAT ..ot 31  WELLBUTRIN XL.................. 58  XYOSTED...cccoooiniiiinieenene 94
VIOKACE.......ccooiiiiiene. 100 WEZLANA .....cooiiieeieeee 71 XYREM..oooooiiiiieiiee 58
VIRACEPT ..o 5 WINLEVI....oooiiiieieee 75 XYWAV..iiiieeeeeene. 58
VIREAD. ..o 5,6 WINREVAIR........cocuvrenenn. 133 yargesa..........ccceeeceeeeeceveennnnn. 94
VITRAKVI ..o 25  wixela inhub............................ 133 YASMIN (28)..ceveieieieiennne 122
VIVELLE-DOT.......cccccvnneee. 118  wymzya fe......couvvveevennaannnn, 122 YAZ (28) oo 122
VIVITROL.......cooovviieieeee, 45  WYOST ..o, 14  YESINTEK......ccoooveiennne 71,72
VIVIOA ..o, 2 XACIATO...cooieieieieeee, 119 YF-VAX (PF).cceoveieieees 107
VIVOTIF ..o 107 XADAGO. ..o, 33 YONSA ..o 25
VIZIMPRO.......ccocvvieiiierne 25 XALATAN. ..o 125 YORVIPATH.....ccovvvveernee 95
VOGELXO.....coooeviiniiiiiiennnne 94  XALKORI.....ccoeoveiriiiiiiinne. 25 YUFLYMA(CF)...cccoooivnennene 116
VONIJO..cooiiiieiieeeeee, 25 xarah fe......oioiniannnn, 122 YUFLYMA(CF) Al
VOQUEZNA. ..o 103 XARELTO...cccoieieieeeieee 66 CROHN'S-UC-HS.................. 116
VOQUEZNA DUAL PAK.....103 XARELTO DVT-PE TREAT YUFLYMA(CF)

VOQUEZNA TRIPLE PAK...103 30D START.....cceeveieiernee 66 AUTOINJECTOR.................. 116
VORANIGO.......cooiviiiiiiennnne 25 XATMEP....cccooiiiiiniiiiiennn, 25 YUPELRI.....cccoocvviiiiiiine 134
voriconazole................cccceeuuen... 2 XCOPRI....coooeiiieeieeeiieeeieeens 31 yuvafem........eeeeceeeeeeeeenenn, 118
VOSEVI ..., 6 XCOPRI MAINTENANCE ZASOIY e 119
VOTRIENT .....cooovviiieiienens 25 PACK....iieieeeeeeee 31 zafirlukast................ccueennnne... 134
VOWST ..o 100  XCOPRI TITRATION PACK ZAlePlon ........cceeeeeeiaieieenn 58
VOXZOGO....cccooirieiiiienne 04 31,32  ZANAFLEX....cccoviiiiiiiiens 39
VOYDEYA ..ot 83 XDEMVY ..o, 124 ZARONTIN.....cooviieiieenee 32
VRAYLAR. ..o, 57 XELJANZ....ccovoeiieieienne 116  ZARXIO...cooovieieieieene, 105
VTAMA ..ot 71 XELJANZ XR....cccovveviennnn. 116  ZAVESCA....cccoiiieeeen 95
VUITY oo 124 xelria fe......uoeeveeveeeenannn, 122 ZAVZPRET....ccooveieieen. 34
VUMERITY ..cooviviiiiiiinieene 37 XELSTRYM....cocoooeriiriieee 58 ZEGALOGUE

vyfemla (28) ....cooveeeeneennn. 122 XENAZINE.....ccooiiiiieeee. 38 AUTOINJECTOR.................... 92
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ZEGALOGUE SYRINGE........ 92 ZOLINZA....cccovviiiiieeen. 25

ZEJULA ..o, 25 ZOLMITRIPTAN......ccoeeun.. 34
ZELAPAR.....ccovieiieieee. 33 zolmitriptan................ccueeeuee.. 34
ZELBORAF.......ccoovvvieenienn, 25 ZOLOFT....ciiiiiiiiieeiiieeen, 58
ZEMAIRA. .......coovveeeeeieeen, 83 ZOLPIDEM........coovvveeeieenn, 58
ZEMBRACE SYMTOUCH.....34  zolpidem...............ccccceuveuvenn..n. 58
ZEMDRI........ooovviiiiiiiiieeen, 10 ZOMACTON......ccoeeeeeveeeen, 105
ZEMPLAR .......ooovviiiiiieeen, 95 ZOMIG......cooviiiiiiiiiieeeeeeeen, 34
ZENALANE ..vvvvveeeeeeeeeccvreeeeeaeeeeenns 75 ZONALON.......cocovrrieieee, 73
ZENPEP ..o, 100  ZONEGRAN........ooovvvvieenn, 32
ZENZOT .oo..oooeeeeiiiiiiiieeeee, 58 ZONISADE.....cccocovvviiiiiinnnen, 32
ZENZEDI.....cocoovviviieinnnnn. 58  zonisamide..........c.....ccoeeeunn.... 32
ZEPATIER ......ccovvveiieiiiiien. 6 ZORTRESS.......ooveiiieen, 25
ZEPBOUND.......cccovveiieiiiee, 83 ZORYVE.....iiiiiiiieiinn, 72
ZEPOSIA......cooovvieieeeeee 38 ZOSYN IN DEXTROSE
ZEPOSIA STARTER KIT (ISO-OSM)...ccovveiieiieieene 12
(28-DAY) v, 38 zovia 1-35 (28) ceeeeeeeeiannn. 122
ZEPOSIA STARTER PACK ZOVIRAX ..o, 77
(7-DAY) oo 38 ZTALMY .. 32
ZERBAXA .....coovveiveiieeen. 7  ZTLIDO....oooooviiiiiiiieeeenn. 73
ZERVIATE.....ccoovvveeeenn. 124 ZUBSOLV .....coovvveeeeeeieeenn 45
ZESTORETIC.........coovvvveenne. 64 ZUNVEYL.....oooovvviiiiie. 38
ZESTRIL .....c.ovvviiiiieiieieee, 64 ZURZUVAE.......ccccovviiiann. 58
ZETIA ..o 68 ZYCLARA......coooovveeeeeen. 73
ZEVTERA ......coovveieiieee. 7 ZYDELIG....ccooovvveieeeeneen, 26
ZIAGEN ..o, 6 ZYFLO..ooiiiiiiiiiciieee, 134
ZIANA ..o 76 ZYKADIA......coooviieeeee. 26
ZIAOVUAINE ..o 6 ZYLET ..o, 125
ZIEXTENZO.....cooccveuveeennn. 105 ZYMFENTRA..........ccuvee. 100
ZILBRYSQ ..o, 39 ZYPITAMAG.......cccovevveennn... 68
ZICULOM oo 134 ZYPREXA...cccccciviiiiiiienennn, 58
ZILXT . oooooiiiiieiiieeeeeeeee 76 ZYTIGA. ..o 26
ZIOPTAN (PF)...ooevvieriennn. 125 ZYVOX. oo, 10
ziprasidone hcl.......................... 58

ziprasidone mesylate................. 58

ZIPSOR ......ooovveeviieeeeee 45

ZIRABEV ..., 25

ZIRGAN ....ooovviieeeeeeee 122

ZITHROMAX .....cccovveeeecreeeenn, 7

ZITHROMAX TRI-PAK............ 7

ZITHROMAX Z-PAK................. 7

ZITUVIMET .....cooviiiiiiinen, 92

ZITUVIMET XR......ocovevvveennnn. 92

ZITUVIO...ooioeieeeeeeeeee, 92

ZOCOR ... 68
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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 08/28/2025. 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.

© 2025 Evernorth Health Services. All Rights Reserved.
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