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PROVIDENCE MEDICARE ADVANTAGE PLANS

ALIGN GROUP PLAN + RX (HMO) 15 /30 AND ALIGN
GROUP PLAN + RX (HMO) 10 /50 /1000

2026 Formulary

(List of Covered Drugs or “Drug List”)

Note to existing members: This formulary has changed since last year. Please review this
document to make sure that it still contains the drugs you take.

When this Drug List (formulary) refers to “we,” “us”, or “our,” it means Providence Health
Assurance. When it refers to “plan” or “our plan,” it means Providence Medicare Align Group Plan
+ Rx (HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000.

This document includes a Drug List (formulary) for our plan which is current as of 09/2025 For an
updated Drug List (formulary), please contact us. Our contact information, along with the date we
last updated the Drug List (formulary), appears on the front and back cover pages.

You must generally use network pharmacies to use your prescription drug benefit. Benefits,
formulary, pharmacy network, and/or copayments/coinsurance may change on January 1, 2027,
and from time to time during the year.
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What is the Providence Medicare Advantage Plans Align Group Plan + Rx
(HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000 formulary?

In this document, we use the terms Drug List and formulary to mean the same thing. A formulary is
a list of covered drugs selected by Providence Medicare Align Group Plan + Rx (HMO) 15/30 and
Align Group Plan + Rx (HMO) 10/50/1000 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. Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx
(HMO) 10/50/1000 will generally cover the drugs listed in our formulary as long as the drug is
medically necessary, the prescription is filled at a Providence Medicare Align Group Plan + Rx
(HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000 network pharmacy, and other plan
rules are followed. For more information on how to fill your prescriptions, please review your
Evidence of Coverage.

Can the Formulary change?

Most changes in drug coverage happen on January 1, but Providence Medicare Align Group Plan
+ Rx (HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000 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
monthly to our website here: www.ProvidenceHealthAssurance.com/formulary.

Changes that can affect you this year: In the below cases, 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 hew 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. For more information, see the
section titled “How do | request an exception to the Providence Medicare Advantage Plans
Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000’s
Formulary?”
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Some of these drug types may be new to you. For more information, see the section below
titted “What are original biological products and how are they related to biosimilars?”

e Drugs removed from the market. If a drug is withdrawn from sale by the manufacturer or
the Food and Drug Administration (FDA) determines to be withdrawn for safety or
effectiveness reasons, we may immediately remove the drug from our formulary and later
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 30-day supply
of the drug at retail or mail-order or 31-day supply of the drug at long-term care (LTC) and
notice of the change.

If we make these other changes, you or your prescriber can ask us to make an exception for
you 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 | request an exception to the Providence Medicare
Advantage Plans Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO)
10/50/1000’s 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 Drug List for the new benefit
year for any changes to drugs.

The enclosed formulary is current as of 09/2025. To get updated information about the drugs
covered by Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx
(HMO) 10/50/1000, please contact us. Our contact information appears on the front and back
cover pages. In the event of mid-year non-maintenance formulary changes, we will either notify
you via the Explanation of Benefits (EOBS) or errata sheet of changes.

How do | use the Formulary?

There are two ways to find your drug within the formulary:

Medical Condition

The formulary begins on page 3. 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
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used to treat a heart condition are listed under the category, “Cardiovascular Agents”. If you
know what your drug is used for, look for the category name in the list that begins on page 1.
Then look under the category name for your drug.

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 120. 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
first column of the list.

What are generic drugs?

Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO)
10/50/1000 covers both brand name drugs and generic drugs. A generic drug is approved by
the FDA as having the same active ingredient 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.

e For discussion of drug types, please see the Evidence of Coverage, Chapter 5, 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: Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align
Group Plan + Rx (HMO) 10/50/1000 requires you or your prescriber to get prior
authorization for certain drugs. This means that you will need to get approval from
Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx
(HMO) 10/50/1000 before you fill your prescriptions. If you don’t get approval, Providence
Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO)
10/50/1000 may not cover the drug.
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e Quantity Limits: For certain drugs, Providence Medicare Align Group Plan + Rx (HMO)
15/30 and Align Group Plan + Rx (HMO) 10/50/1000 limits the amount of the drug that
Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx
(HMO) 10/50/1000 will cover. For example, Providence Medicare Align Group Plan + Rx
(HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000 provides 2 tablets per day per
prescription for Xtampza ER®. This may be in addition to a standard one-month or three-
month supply.

e Step Therapy: In some cases, Providence Medicare Align Group Plan + Rx (HMO) 15/30
and Align Group Plan + Rx (HMO) 10/50/1000 requires you 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, Providence Medicare Align Group
Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000 may not cover Drug
B unless you try Drug A first. If Drug A does not work for you, Providence Medicare Align
Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000 will then cover
Drug B.

You can find out if your drug has any additional requirements or limits by looking in the formulary
that begins on page 3. You can also get more information about the restrictions applied to specific
covered drugs by visiting our website. We have posted online documents that explain our prior
authorization and step therapy restrictions. You may also ask us to send you a copy. Our contact
information, along with the date we last updated the formulary, appears on the front and back
cover pages.

You can ask Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx
(HMO) 10/50/1000 to make an exception to these restrictions or limits or for a list of other, similar
drugs that may treat your health condition. See the section, “How do | request an exception to the
Providence Medicare Advantage Plans Align Group Plan + Rx (HMO) 15/30 and Align Group Plan
+ Rx (HMO) 10/50/1000’s formulary?” on page vii for information about how to request an
exception.

What if my drug is not on the Formulary?

If your drug is not included in this formulary (list of covered drugs), you should first contact
Customer Service and ask if your drug is covered.

If you learn that Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan +
Rx (HMO) 10/50/1000 does not cover your drug, you have two options:

e You can ask Customer Service for a list of similar drugs that are covered by Providence
Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO)
10/50/1000. When you receive the list, show it to your doctor and ask them to prescribe a
similar drug that is covered by Providence Medicare Align Group Plan + Rx (HMO) 15/30
and Align Group Plan + Rx (HMO) 10/50/1000.
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e You can ask Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group
Plan + Rx (HMO) 10/50/1000 to make an exception and cover your drug. See below for
information about how to request an exception.

How do | request an exception to the Providence Medicare Advantage Plans
Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO)
10/50/1000’s Formulary?

You can ask Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx
(HMO) 10/50/1000 to make an exception to our coverage rules. There are several types of
exceptions that you can ask us to make.

e You can ask us to cover a drug even if it is not on our formulary. If approved, this drug will
be covered at a pre-determined cost-sharing level, and you would not be able to ask us to
provide the drug at a lower cost-sharing level.

e You can ask us to waive a coverage restriction including prior authorization, step therapy, or
a quantity limit on your drug. For example, for certain drugs, Providence Medicare Align
Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000 limits the
amount of the drug that we will cover. If your drug has a quantity limit, you can ask us to
waive the limit and cover a greater amount.

Generally, Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx
(HMO) 10/50/1000 will only approve your request for an exception if the alternative drugs included
on the plan’s formulary or applying the restriction would not be as effective for you and/or would
cause you to have adverse medical effects.

You or your prescriber should contact us to ask us for a formulary exception, including an
exception to a coverage restriction. When you request an exception, your prescriber will need
to explain the medical reasons why you need the exception. Generally, we must make our
decision within 72 hours of getting your prescriber’s supporting statement. You can ask for an
expedited (fast) decision if you believe, and we agree, that your health could be seriously harmed
by waiting up to 72 hours for a decision. If we agree, or if your prescriber asks for a fast decision,
we must give you a decision no later than 24 hours after we get your prescriber’s supporting
statement.

What can | do if my drug is not on the formulary or has arestriction?

As a new or continuing member in our plan, you may be taking drugs that are not on our formulary.
Or you may be taking a drug that is on our formulary but has a coverage restriction, such as prior
authorization. You should talk to your prescriber about requesting a coverage decision to show
that you meet the criteria for approval, switching to an alternative drug that we cover, or requesting
a formulary exception so that we will cover the drug you take. While you and your doctor
determine the right course of action for you, we may cover your drug in certain cases during the
first 90 days you are a member of our plan.
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For each of your drugs that is not on our formulary or has a coverage restriction, we will cover a
temporary 30-day supply. If your prescription is written for fewer days, we’ll allow refills to provide
up to a maximum 30-day supply of medication. If coverage is not approved, after your first 30-day
supply, we will not pay for these drugs, even if you have been a member of the plan 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 drugs is limited, but you are past the first 90 days of membership in our
plan, we will cover a 31-day emergency supply of that drug while you pursue a formulary
exception.

Level of care change: Day Supply
For members transitioning from a SNF to LTC: 31-day supply
SNF to Home (Retail): 30-day supply
LTC-LTC: 31-day supply
Hospital to Home (Retail): 30-day supply

For more information

For more detailed information about your Providence Medicare Align Group Plan + Rx (HMO)
15/30 and Align Group Plan + Rx (HMO) 10/50/1000 prescription drug coverage, please review
your Evidence of Coverage and other plan materials.

If you have questions about Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align
Group Plan + Rx (HMO) 10/50/1000, please contact us. Our contact information, along with the
date we last updated the formulary, appears on the front and back cover pages.

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 http://www.medicare.gov.

Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan
+ Rx (HMO) 10/50/1000’s Formulary

The formulary that begins on page 3 provides coverage information about the drugs covered by
Providence Medicare Align Group Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO)
10/50/1000. If you have trouble finding your drug in the list, turn to the Index that begins on page
120.

The first column of the chart lists the drug name. Brand name drugs are capitalized (e.g.,
JANUVIA®) and generic drugs are listed in lower-case italics (e.g., lisinopril).

The second column of the chart lists the Drug Tier. The Drug Tier name lets you know the amount
you will pay at the pharmacy.
e Tier 1 you will pay your generic cost-share.

e Tier 2 you will pay your brand name drug cost-share.

09/02/2025 viii
H9047_2026RX_PHA1528 C



The information in the Requirements/Limits column tells you if Providence Medicare Align Group
Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO) 10/50/1000 has any special
requirements for coverage of your drug.

The following abbreviations may be found within the body of this document

COVERAGE NOTES ABBREVIATIONS

ABBREVIATION

DESCRIPTION

EXPLANATION

Utilization Management Restrictions

PA

Prior
Authorization
Restriction

You (or your physician) are required to get prior
authorization from Providence Medicare Align Group Plan +
Rx (HMO) 15/30 and Align Group Plan + Rx (HMO)
10/50/1000 before you fill your prescription for this drug.
Without prior approval, Providence Medicare Align Group
Plan + Rx (HMO) 15/30 and Align Group Plan + Rx (HMO)
10/50/1000 may not cover this drug.

QL

Quantity Limit
Restriction

Providence Medicare Align Group Plan + Rx (HMO) 15/30
and Align Group Plan + Rx (HMO) 10/50/1000 limits the
amount of this drug that is covered per prescription, or
within a specific time frame.

ST

Step Therapy
Restriction

Before Providence Medicare Align Group Plan + Rx (HMO)
15/30 and Align Group Plan + Rx (HMO) 10/50/1000 will
provide coverage for this drug, you must first try another
drug to treat your medical condition. This drug may only be
covered if the other drug does not work for you.

Other Special Requirements for Coverage

LA

Limited Access
Drug

This prescription may be available only at certain
pharmacies. If you have any questions, please call
Providence Medicare Advantage Plans at 503-574-8000
or 1-800-603-2340. TTY users should call 711. We are
open seven days a week, between 8 a.m. and 8 p.m.
(Pacific Time). Between April 1st and September 30th, we
are closed Saturdays and Sundays. Or visit
www.providencehealthassurance.com.
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& Providence

Medicare Advantage Plans

Notice of Availability of Language Assistance Services
and Aukxiliary Aids and Services

English

ATTENTION: If you speak English, free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 1-800-603-2340 (TTY: 711) or speak
to your provider.”

Espaiol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 1-800-
603-2340 (TTY: 711) o hable con su proveedor.

Viét (Vietnamese)

LUU Y: Néu ban néi tiéng Viét, ching t6i cung cap mién phi cac dich vu hé
tro ngén nglr. Cac hd tro’ dich vu phu hop dé cung cép théng tin theo cac
dinh dang dé tiép can ciing dwoc cung cap mién phi. Vui ldng goi theo sb
1-800-603-2340 (Nguwdi khuyét tat: 711) hoac trao dbi véi ngudi

cung cép dich vu cua ban.”

H 3 (Chinese-Simplified)

R RS P, WATE RN ERAEE S EIIRS . FATE % iR
HLE YA T HEARS, LAk 252 . Ff 1-800-603-2340
(CAHE: 711) BUEREI RS R R . ~

H1 Y (Chinese- Traditional)

AR WREER T B ARt e BB S IR - e DI
(= aYEEh T BBl %S - DUmfERaE S L& - FEEEE 1-800-603-2340
(TTY : 711) BREAAVERALESGR o |

PYCCKWW (Russian)

BHUMAHMWE: Ecnu Bbl rOBOPUTE Ha PYCCKMUI, BaM AOCTYMHbI HecnaaTHble yCayrm
A3bIKOBOW Noaaep»Kkm. COOTBETCTBYHOLLME BCMOMOraTe /ibHble CPeacTBa M yCayrm
Nno NpeaocTaBNeHnto MHGOPMaLMM B AOCTYNHbIX GopMaTax TaKKe
npenocTaBnstoTca becnnatHo. MNo3soHuTe no TenedoHy 1-800-603-2340 (TTY: 711)
MM 06paTUTECH K CBOEMY MOCTABLLMKY YCAYT.
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et=1 0] (Korean)

FO[: ot=0] E AIEStA = 42 & 20| X| & MH|AE O[5t ==
A&ULCHL O Vst dA ez HEE MS5t= At Ex 7|7 &
MHIAE 222 N SE L|CH 1-800-603-2340 (TTY: 711)H 2
HoIStAHLE MH|A XS AH 0 Z2l5te Al

L

yKpaiHcbKka moBa (Ukrainian)

YBATA: AKLLO BM PO3MOB/IAETE YKPAiHCbKa MOBa, BaM AOCTYMNHI HE3KOLWTOBHI MOBHIi
nocnyru. BianosigHi 4O0NOMiXKHI 3acobuM Ta Nocayrn Ana HagaHHs iHbopmalii y
[OCTYNMHUX GopMaTax TaKOX A0CTYNHi 6e3KoWTOBHO. 3aTenePpoHymnTe 3a HOMEPOM
1-800-603-2340 (TTY: 711) abo 3BepHIiTLCA A0 CBOro NocTa4asibHUKaY.

HZEE (Japanese)

F BARBEZESNDSGGES. BHOESEXBEY—EREZHRAWNEITET . 7
LTI GELAFIHETESLSEBEINT) LR A THEREZIRET SO0
WY IR O —E XL ER TTRIAW=FZ1T7FET . 1-800-603-2340
(TTY: 71 ETHEFELIESL, F=E, CHADEEZF TS

=&y,

(Arabic) 4z )
Jils g 581 LS Auilaal) 4 galll Baclisall hland Sl 8 gid Ay yald) ARl Ehasts i 1Y)t

Al e daail Ulaa L) J s o) S0y oty il slaall b ol danlia ciladd 320 Lu
Mleadll asie ) Giass 6 (711) 1- 800-603-2340

M&aNiSi (Khmer)

UEWMRGHSHAMNM: [UNSIOHASUNW Manig/ ity R Swman
SEASIBATISUEIULEMNY SSW SHuNAYIRUMmmINw S ugiy]
SHMIBUISEISMUSHRIIRUMGGUIDCNUTS AMGIRT S
INWNSASIYRHEIN WTNSIuniST 1-800-603-2340 (TTY: 711)
USuntwisimM SRR UIINIUH ™Y

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfliigung. Rufen Sie 1-800-603-2340 (TTY: 711) an oder sprechen
Sie mit Ihrem Provider.”
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(Farsi) (o«)l8

o SIS izean 33 )l Lo ufns 53 OB (L) sty lods iS5 oo syl S iz gd
OB ssbods cpons 15 (Sl IlB 55 oledol iyl (Sl wslio (st lods 9

038l b b WSS eled (711 ieoliali) 1-800-603-2340 oles b il 2 39290

Frangais (French)

ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits
sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir
des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-603-2340 (TTY : 711) ou parlez a votre
fournisseur. »

v (Thai)
wunowe: wnaaldmen v isduinmsanudismdasunme s wananni

fafiirsosfiouazusnisthumasiiie Wdaya Tusuuuuiinasldlas lai@uen Tdae
Tusaluséinsio 1-800-603-2340 (TTY: 711) waausnune [Wusnisvosnns”

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng
serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na
auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access
na format. Tumawag sa 1-800-603-2340 (TTY: 711) o makipag-usap sa iyong
provider.”

AMCET (Amharic)

MAANL:- ATICE PO.574 NPT PLYL £ 96 ATA AT N19 LPCNAPFA:
m/5% N+L4A PLAT ATIRLN 1N, PUF H6ehTe ATHPF AT ATA 1A+ F
AT8.U N19 275 A= NNAN €MC 1-800-603-2340 (TTY: 711) £L0xA ML
A1t AR NPT PTG

"«W(Punjabi)

i fe: 1 3T Unrdt 952 J, 31 3973 Bel He3 I A3 Haei QusEy
Jetit I | UdaWal ergiet ffg Areadt Yeis Jda B8 8o Ydd Aded
HTUS W3 AETel St He3 g BUBHU gt I& | 1-800-603-2340 (TTY: 711) 3
G qJ 7l U3 YET31 8518 I1& A1
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290 (Laos)

c§LIV: TIVIVCIMWITI 290, HESVSNIVFOBOIVWITICLLLCTVE LWL,
Seéonqoe ot
NMWO3NWccLLLTBTIcEIE SVl uLIVSLCLLHITIVIOSICTHIT
tvmacS 1-800-603-2340 (TTY: 711) § AwPuedloivdnivzeguan.”

3U36MGEL (Armenian)

NFGUNMYNFEBNFL. Breb ununwd Ge hwjGnGlu, dnwe Yuwnnn Ge ogundt) IGguywl
wowygnirjwl wuybwn dwnwjnipintlltphg: Uwwnstih allwswihbnny
inGnGywunynipntl inpwdwnptint hwdwwwunwuhuwl odwlunwy dhonglutnu
nL ownuw)nLntultpp Ungyuwbu inpwdwnnynud BU wuybwp: 2wlgwhwnbe 1-
800-603-2340 htnwhunuwhwdwpnd (TTY" 711) Ywd funubpe Q&n

dwwnwlwpwnh hGwn:

Lus Hmoob (Hmong)

LUS CEEV TSHWIJ XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam
txhais lus pub dawb rau koj. Cov kev pab thiab cov kev pab cuam ntxiv uas tsim
nyog txhawm rau muab lus ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag
cuag tau rau los kuj yeej tseem muaj pab dawb tsis xam tus nqgi dab tsi ib yam
nkaus. Hu rau 1-800-603-2340 (TTY: 711) los sis sib tham nrog koj tus kws

muab kev saib xyuas kho mob.”

&t (Hindi)

& ¢ gfq 3y fEdl aiad g, d 3ads g F:3ees TN TeTdT Tard Sudsy
BIdl 8 | gAY UReT! H S R] UeH $HR- o [ Sugdd JeTdd e 3R
JaTt o (- IUAS B 1 1-800-603-2340 (TTY: 711) W BIdA B AT

310 YGTdT 8 §Td DR |

H9047_2024RC_PHA1150 _C MDC-538B



Table of Contents
AN T IV R A LS ... e oot e et et e e e et e e e e e e et e e eaa e e e e aaa s e eaaeeesaaeeenaaearanaaaees
CARDIOV A S CUL AR AGENT S .. .o e e e e e et e e e et e e e e e e eaaeeeeateeeneans
ELECTROLYTES/MINERALS/METALS/VITAMINS
NON-FRF

OPHTHALMIC AGENTS



List of Abbreviations
1: Align 15/30: generic - $15; Align 10/50: generic - $10

2: Align 15/30 BRAND - $30; Align 10/50: BRAND - 50%

Insulins: Important Message About What You Pay for Insulin - You won’t pay more than $35 for a one-
month supply of each insulin product covered by our plan, no matter what cost-sharing tier it's on.

PDMS: Preferred diabetic medical supplies. Diabetes supplies are available through any participating
pharmacy. Benefits for diabetes supplies are paid under your Part B benefit. Please refer to your
Benefit Summary for additional information.

Vaccines: Important Message About What You Pay for Vaccines - Our plan covers most Part D
vaccines at no cost to you. Call Customer Service for more information.

Below is a list of drug name formatting patterns that may appear in the following pages.

List of Patterns
lowercase italics: Generic drugs

UPPERCASE: Brand name drugs



Drug Name Tier Requirements/Limits
ANTIVIRALS

Antiviral, Coronavirus Agents
PAXLOVID ORAL TABLETS,DOSE PACK 150 MG

(6)- 100 MG (5) 2
CARDIOVASCULAR AGENTS
ENTRESTO ORAL TABLET 97-103 MG 2

ELECTROLYTES/MINERALS/METALS/VITAMINS
Electrolyte/Mineral/Metal Modifiers

JYNARQUE ORAL TABLETS, SEQUENTIAL 15 MG
(AM)/ 15 MG (PM), 30 MG (AM)/ 15 MG (PM), 45 MG
(AM)/ 15 MG (PM), 60 MG (AM)/ 30 MG (PM), 90 MG
(AM)/ 30 MG (PM)

NON-FRF
Non-Frf

ACCU-CHEK AVIVA CONTROL SOLN SOLUTION PDMS

ACCU-CHEK FASTCLIX LANCET DRUM PDMS

ACCU-CHEK GUIDE GLUCOSE METER PDMS QL (1 EA per 365 days)
ACCU-CHEK GUIDE L1-L2 CTRL SOL SOLUTION PDMS

ACCU-CHEK GUIDE ME GLUCOSE MTR PDMS QL (1 EA per 365 days)
ACCU-CHEK GUIDE TEST STRIPS STRIP PDMS QL (5 EA per 1 day)
ACCU-CHEK SMARTVIEW CONTRL SOL SOLUTION PDMS

ACCU-CHEK SOFTCLIX LANCETS PDMS

CONTOUR METER PDMS

CONTOUR NEXT EZ METER PDMS

CONTOUR NEXT GEN METER PDMS

CONTOUR NEXT METER PDMS

CONTOUR NEXT ONE METER PDMS

CONTOUR NEXT TEST STRIPS STRIP PDMS

CONTOUR PLUS BLUE METER PDMS

CONTOUR PLUS TEST STRIP STRIP PDMS

CONTOUR TEST STRIPS STRIP PDMS

DEXCOM G6 RECEIVER PDMS PA

DEXCOM G6 SENSOR DEVICE PDMS PA; QL (0.1 EA per 1 day)
DEXCOM G6 TRANSMITTER DEVICE PDMS PA; QL (1 EA per 90 days)
DEXCOM G7 RECEIVER PDMS PA

DEXCOM G7 SENSOR DEVICE PDMS PA; QL (0.1 EA per 1 day)
DROPLET GENTEEL LANCING DEVICE PDMS




Drug Name Requirements/Limits

DROPLET LANCETS 30 GAUGE PDMS

FREESTYLE FREEDOM LITE KIT PDMS

FREESTYLE INSULINX PDMS

FREESTYLE INSULINX STRIP PDMS

FREESTYLE INSULINX TEST STRIPS STRIP PDMS

FREESTYLE LIBRE 14 DAY READER PDMS PA

FREESTYLE LIBRE 14 DAY SENSOR KIT PDMS PA; QL (0.08 EA per 1 day)
FREESTYLE LIBRE 2 PLUS SENSOR DEVICE PDMS PA; QL (0.08 EA per 1 day)
FREESTYLE LIBRE 2 READER PDMS PA

FREESTYLE LIBRE 2 SENSOR KIT PDMS PA; QL (0.08 EA per 1 day)
FREESTYLE LIBRE 3 PLUS SENSOR DEVICE PDMS PA; QL (0.08 EA per 1 day)
FREESTYLE LIBRE 3 READER PDMS PA

FREESTYLE LIBRE 3 SENSOR DEVICE PDMS PA; QL (0.08 EA per 1 day)
FREESTYLE LITE METER KIT PDMS

FREESTYLE LITE STRIPS STRIP PDMS

FREESTYLE PRECISION NEO STRIPS STRIP PDMS

FREESTYLE TEST STRIP PDMS

GLUCOCARD EXPRESSION PDMS

GLUCOCARD EXPRESSION KIT PDMS

GLUCOCARD EXPRESSION STRIP PDMS

GLUCOCARD SHINE CONNEX METER PDMS

GLUCOCARD SHINE EXPRESS METER PDMS

GLUCOCARD SHINE METER PDMS

GLUCOCARD SHINE METER KIT KIT PDMS

GLUCOCARD SHINE TEST STRIPS STRIP PDMS

GLUCOCARD SHINE XL METER PDMS

GLUCOCARD VITAL KIT PDMS

GLUCOCARD VITAL SENSOR STRIP PDMS

MICROLET LANCET PDMS

MICROLET NEXT LANCING DEVICE KIT PDMS

8XS4E?DDGSE(G6/LIBRE 2 PLUS) SUBCUTANEOUS PDMS PA: QL (0.5 EA per 1 day)

OMNIPOD 5 INTRO(G6/LIBRE2PLUS)
SUBCUTANEOUS CARTRIDGE

ONETOUCH DELICA PLUS LANCET 30 GAUGE, 33

PDMS PA; QL (0.5 EA per 1 day)

GAUGE PDMS
ONETOUCH ULTRA TEST STRIP PDMS QL (5 EA per 1 day)
ONETOUCH ULTRA2 METER PDMS QL (1 EA per 365 days)




Drug Name Requirements/Limits

ONETOUCH ULTRASOFT 2 LANCET 30 GAUGE PDMS

ONETOUCH VERIO FLEX METER PDMS QL (1 EA per 365 days)
ONETOUCH VERIO REFLECT METER PDMS QL (1 EA per 365 days)
ONETOUCH VERIO TEST STRIPS STRIP PDMS QL (5 EA per 1 day)
PRECISION XTRA MONITOR PDMS

PRECISION XTRA TEST STRIP PDMS

RENTHYROID ORAL TABLET 120 MG, 15 MG, 30
MG, 60 MG, 90 MG

TECHLITE PLUS PEN NEEDLE NEEDLE 32 GAUGE

X 5/32" PDMS
TRUE METRIX AIR GLUCOSE METER PDMS
TRUE METRIX GLUCOSE METER PDMS
TRUE METRIX GLUCOSE TEST STRIP STRIP PDMS
UNIFINE SAFECONTROL PEN NEEDLE NEEDLE 31

GAUGE X 1/4", 31 GAUGE X 3/16", 31 GAUGE X PDMS
5/16"

OPHTHALMIC AGENTS

Ophthalmic Intraocular Pressure Lowering Agents,
0] {,]-1¢

pilocarpine hcl ophthalmic (eye) drops 1.25 % 1




Index

ACCU-CHEK AVIVA FREESTYLE LIBRE 14 DAY ONETOUCH ULTRASOFT 2
CONTROL SOLN.........cceuneee. 3 SENSOR......cccoiiiiiiie 4 LANCET ..o
ACCU-CHEK FASTCLIX FREESTYLE LIBRE 2 PLUS ONETOUCH VERIO FLEX
LANCET DRUM.........occuriiee. 3 SENSOR.......cccoiiiiiiiiieee, 4 METER......cooe
ACCU-CHEK GUIDE FREESTYLE LIBRE 2 ONETOUCH VERIO
GLUCOSE METER................. 3 READER......ccccoiiiiiiiiii 4 REFLECT METER......cc...........
ACCU-CHEK GUIDE L1-L2 FREESTYLE LIBRE 2 ONETOUCH VERIO TEST
CTRL SOL....ccoviiveiiiiiiieeee 3 SENSOR.......cccoiiiiiiiiieee 4 STRIPS. ...
ACCU-CHEK GUIDE ME FREESTYLE LIBRE 3 PLUS PAXLOVID.....ccooieeeiiiiiee
GLUCOSE MTR.....covvieiiinee. 3 SENSOR.......cccoiiiiiiiiiieee, 4  pilocarpine hcl..............cc..........
ACCU-CHEK GUIDE TEST FREESTYLE LIBRE 3 PRECISION XTRA
STRIPS ... 3 READER......cocoiiiii 4 MONITOR.....ccoiee
ACCU-CHEK SMARTVIEW FREESTYLE LIBRE 3 PRECISION XTRA TEST ........
CONTRL SOL.....coviiiieiiiieenne 3 SENSOR.....ccccoiiiiiiiiece, 4 RENTHYROID......c..ccoecvrreennn.
ACCU-CHEK SOFTCLIX FREESTYLE LITE METER.....4 TECHLITE PLUS PEN
LANCETS......ooiiee 3 FREESTYLE LITE STRIPS.....4 NEEDLE.........cccccoiiiiiiiiiieens
CONTOUR METER................. 3 FREESTYLE PRECISION TRUE METRIX AIR
CONTOUR NEXT EZ NEO STRIPS. ... 4 GLUCOSE METER.................
METER......ccoi 3 FREESTYLE TEST................. 4 TRUE METRIX GLUCOSE
CONTOUR NEXT GEN GLUCOCARD METER......cco s
METER......ccoo 3 EXPRESSION........ccoveiiiiees 4 TRUE METRIX GLUCOSE
CONTOUR NEXT METER...... 3 GLUCOCARD SHINE TEST STRIP ..o
CONTOUR NEXT ONE CONNEX METER.........ccceee 4 UNIFINE SAFECONTROL
METER.......coo 3 GLUCOCARD SHINE PEN NEEDLE.........................
CONTOUR NEXT TEST EXPRESS METER.................. 4
STRIPS ..o 3 GLUCOCARD SHINE
CONTOUR PLUS BLUE METER ... 4
METER ... 3 GLUCOCARD SHINE
CONTOUR PLUS TEST METERKIT ..oovviiiiiie 4
STRIP oo 3 GLUCOCARD SHINE TEST
CONTOUR TEST STRIPS...... 3 STRIPS....coi 4
DEXCOM G6 RECEIVER........ 3 GLUCOCARD SHINE XL
DEXCOM G6 SENSOR........... 3 METER....coo 4
DEXCOM G6 GLUCOCARD VITAL............... 4
TRANSMITTER......ccoveiiien 3 GLUCOCARD VITAL
DEXCOM G7 RECEIVER........ 3 SENSOR.....ccccoiiiiiiiiece, 4
DEXCOM G7 SENSOR........... 3 JYNARQUE........ccoiiiiieee 3
DROPLET GENTEEL MICROLET LANCET............... 4
LANCING DEVICE.................. 3 MICROLET NEXT LANCING
DROPLET LANCETS.............. 4 DEVICE.....ccooiiiiiee, 4
ENTRESTO.....cccciiiiiiiiei 3 OMNIPOD 5 (G6/LIBRE 2
FREESTYLE FREEDOM PLUS) ..o, 4
LITE s 4 OMNIPOD 5
FREESTYLE INSULINX.......... 4 INTRO(G6/LIBRE2PLUS)....... 4
FREESTYLE INSULINX ONETOUCH DELICA PLUS
TEST STRIPS.....ccceiiieii 4 LANCET....ccooiiiiie 4
FREESTYLE LIBRE 14 DAY ONETOUCH ULTRA TEST.....4
READER........ccoiiiee 4 ONETOUCH ULTRAZ2

METER ... 4



3= Providence

Medicare Advantage Plans

Health For All

We are committed to working alongside the communities we serve,
learning about unique healthcare challenges, and creating tangible
solutions to make healthcare more equitable and accessible.

We're here to help.

This formulary was updated on 09/02/2025. If you have any
guestions, please call Providence Medicare Advantage Plans at
503-574-8000 or 1-800-603-2340. TTY users should call 711. We are
open seven days a week, between 8 a.m. and 8 p.m. (Pacific Time).
Between April 1st and September 30th, we are closed Saturdays and
Sundays, or visit ProvidenceHealthAssurance.com.
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