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Definitions

Brand name drug means a drug that is marketed under
a proprietary, trademark-protected name. A brand name
drug is listed in this formulary in all CAPITAL letters.

Coinsurance means a percentage of the cost of a
covered health care benefit that you pay after you have
paid the deductible, if a deductible applies to the health
care benefit.

Copayment means a fixed dollar amount that you
pay for a covered health care benefit after you have
paid the deductible, if a deductible applies to the
health care benefit.

Deductible means the amount you pay for covered
health care benefits that are subject to the deductible
before your health insurer begins to pay. If your health
insurance policy has a deductible, it may have either one
deductible or separate deductibles for medical benefits
and prescription drug benefits. After you pay your
deductible, you usually pay only a copayment or
coinsurance for covered health care benefits. Your
insurance company pays the rest.

Drug Tier means a group of prescription drugs that
correspond to a specified cost sharing tier in your
health insurance policy. The drug tier in which a
prescription drug is placed determines your portion
of the cost for the drug.

Enrollee is a person enrolled in a health plan who is
entitled to receive services from the plan.

Exception request means a request for coverage of
a non-formulary drug. If you, your designee, or your
prescribing health care provider submits a request for
coverage of a non-formulary drug, your insurer must
cover the non-formulary drug when it is medically
necessary for you to take the drug.

Exigent circumstances means when you are suffering
from a medical condition that may seriously jeopardize
your life, health, or ability to regain maximum function, or
when you are undergoing a current course of treatment
using a non-formulary drug.

Formulary or prescription drug list means the list of
drugs that is covered by your health insurance policy
under the prescription drug benefit of the policy.

Generic drug means a drug that is the same as its brand
name drug equivalent in dosage, strength, effect, how it
is taken, quality, safety, and intended use. A generic drug
is listed in this formulary in italicized lowercase letters.

Medically Necessary means health care benefits
needed to diagnose, treat, or prevent a medical condition
or its symptoms and that meet accepted standards of
medicine. Health insurance usually does not cover health
care benefits that are not medically necessary.

Non-formulary drug means a prescription drug that is
not listed on this formulary.

Out-of-pocket costs means your expenses for health
care benefits that aren’t reimbursed by your health
insurance. Out-of-pocket costs include deductibles,
copayments, and coinsurance for covered health care
benefits, plus all costs for health care benefits that are
not covered.

Prescribing provider means a health care provider who
can write a prescription for a drug to diagnose, treat, or
prevent a medical condition.

Prescription means an oral, written, or electronic order
from a prescribing provider authorizing a prescription
drug to be provided to a specific individual.

Prescription drug means a drug that by law requires
a prescription.

Prior Authorization means a decision by your health
insurer that a health care benefit is medically necessary
for you. If a prescription drug is subject to prior
authorization in this formulary, your prescribing provider
must request approval from your health insurer to cover
the drug before you fill your prescription. Your health
insurer must grant a prior authorization request when

it is medically necessary for you to take the drug.

Step therapy means a specific sequence in which
prescription drugs for a particular medical condition
must be tried. If a drug is subject to step therapy in this
formulary, you may have to try one or more other drugs
before your health insurance policy will cover that drug
for your medical condition. If your prescribing provider
submits a request for an exception to the step therapy
requirement, your health insurer must grant the request
when it is medically necessary for you to take the drug.

Subscriber means the person who is responsible for
payment to a plan or whose employment or other status,
except for family dependency, is the basis for eligibility
for membership in the plan.



How to use this guide

Your guide includes a list of commonly used drugs covered on your pharmacy plan. The amount you pay
depends on the drug your doctor prescribes. It’s either a flat fee or a percentage of the prescription’s price
after you meet your deductible, if applicable. Preferred generic drugs cost less. Preferred brand drugs will

have a higher cost.

Refer to the Summary of Benefits for differences and information about the prescription drugs covered
under your Outpatient prescription drugs and medical benefit in your plan.

A prescription drug may be located by looking up
the therapeutic category and class to which the drug
belongs or the brand or generic name of the drug

in the alphabetical index; and

If a generic equivalent for a brand name drug is not
available on the market or is not covered, the drug will
not be separately listed by its generic name.

« A drug is listed alphabetically by its brand and generic
names in the therapeutic category and class to which
it belongs;

+ The generic name for a brand name drug is included
after the brand name in parentheses and all lowercase
italicized letters. (For example: COREG (carvedilol))

« If a generic equivalent for a brand name drug is both
available and covered, the generic drug will be listed
separately from the brand name drug in all lowercase
italicized letters; and (For example: carvedilol)

« If a generic drug is marketed under a proprietary,
trademark-protected brand name, the brand name
will be listed after the generic name in parentheses
and regular typeface with the first letter of each
word capitalized. (For example: desogestrel-ethiny!
estradiol (Azurette)).

» Inclusion of a prescription drug on the formulary
does not guarantee that your provider will prescribe
the drug for a particular medical condition.’

» Therapeutic categories and classes are based on the
Medispan therapeutic classification system.

Your plan includes

» Brand and generic drugs that are hand-picked for their
quality and effectiveness

« A specialty pharmacy fills specialty drug prescriptions
(ones that are injected, infused or taken by mouth) —
and provides services that include personal support,
helpful resources and training, and free secure
home delivery

« A home delivery pharmacy that delivers maintenance
drugs to your home or wherever you choose (for drugs
that are taken regularly to treat conditions like diabetes
or asthma)

What you can expect to pay

With your pharmacy plan, the amount you pay depends
on the drug your doctor prescribes. It's either a flat fee or
a percentage of the drug’s/medicine price.

Each drug is grouped as a generic, a brand or a specialty
drug. The preferred drugs within these groups will
generally save you money compared to a non-preferred
drug. Typically, generic drugs are less expensive

than brands.

Specialty prescription drugs typically include higher-cost
drugs that require special handling, special storage or
monitoring. These types of drugs may include, but are
not limited to, drugs that are injected, infused, inhaled

or taken by mouth.



You're covered for all types of medicine — some more
expensive, and some less.
* Generic - G (tier 1): the lowest cost share

« Preferred brand - PB (tier 2): a slightly higher
cost share

* Non-preferred brand - NP (tier 3): a higher
cost share

» Preferred Specialty - PSP (tier 4): lower cost share
for specialty drugs

* Non-preferred Specialty — NPS (tier 5): higher
cost share for non-preferred specialty drugs

* Copay Exception - CE: Available to some members
at no cost with a prescription from your provider
when obtained at an in-network pharmacy. Certain
limitations may apply.

Your pharmacy plan may not have all the coverage levels
listed above so check your plan documents to see how
much you will pay, for example your copayments and
maximum dollar amounts.

For your exact coverage and cost, and
to learn more about your plan

Visit the website that’s on your member ID card.
Then log in to your account, where you can:

» Find out the coverage and estimate of cost for
specific drugs

« View your deductibles and plan limits
+ Order medications

« Check your pharmacy order status

+ Get a member ID card

« View your claims, Explanation of Benefits and more

Have more questions about your
pharmacy benefits?

We're here to help. There are several ways you can
learn more about your benefits:

» Check your Plan Design and Benefits Summary in
your enrollment kit.
- Call the toll-free number on your member ID card.

« Review our pharmacy frequently asked questions
(FAQs) and answers. Just visit the website that’'s on your
member ID card to search for the “Pharmacy FAQ”.

Specialty Pharmacy Network

An in-network specialty pharmacy can fill your
prescriptions for specialty drugs. These are the

types of drugs that may be injected, infused or taken

by mouth. They often need special storage and handling.
And they need to be delivered quickly. A nurse or
pharmacist may monitor your treatment, if needed.

With this type of pharmacy, you can get this medicine
sent right to our mailbox.

How to get started with a specialty pharmacy

Ordering your prescriptions through our specialty
pharmacy is easy. And we typically offer a 30-day
medicine supply.

« To transfer your prescription, just call us toll-free
at 1-866-353-1892.

« For a new prescription, your doctor can send it to
us in one of four ways:

1. Electronically: Through e-prescribe
2. Fax: 1-800-323-2445
3. Phone: 1-800-237-2767

If you mail in your own prescription, please send it
with a completed Patient Profile Form. To find this
form, just visit the website that’'s on your member ID
card, to search for the “Patient Profile Form”.



CVS Caremark Mail Service Pharmacy™

You can have maintenance drugs sent right to your
home or anywhere else you choose with CVS Caremark
Mail Service Pharmacy. These are drugs that are taken
regularly for chronic conditions like diabetes or asthma.
Depending on your plan, you can get up to a 90-day
supply of medicine for less cost. It's fast and convenient,
and standard shipping is always free.

Get started right away
You can submit your order using one of these options:

1. Online — Visit your secure member website and
sign in to your account. There you can add or
remove your prescriptions.

2. Phone — Call us toll-free, 24/7 at 1-888-792-3862.
If you need the help of a telephone device for the
hard of hearing, call 1-877-833-2779.

3. Mail — Get a new prescription from your doctor. Then
mail it to us with a completed order form. You can find
the form on your secure member website. The mailing
address is on the form.

Your doctor can submit your order using one of
these options:

1. Online — They can submit your prescriptions using
the e-prescribe services on our provider website.

2. Fax — They can fax your prescription to
1-877-270-3317. Make sure they include your member
ID number, date of birth and mailing address on the
fax cover sheet. Only a doctor may fax a prescription.



Frequently asked questions

How can | save on prescriptions?

Here are some tips to pay less out of pocket for your
prescription drugs:

« Ask your doctor to consider prescribing drugs that
are on the Pharmacy Drug Guide (formulary).

+ Ask your doctor to consider prescribing generic
drugs instead of brand-name drugs.

« Our home delivery service may save you money. For
more information, visit the website on your member
ID card and log in to your account.

What are generic drugs?

Generic drugs are proven to be just as safe and effective
as brand-name drugs. They contain the same active
ingredients in the same amounts as the brand-name
drugs and work the same way. So they have the same
risks and benefits as brand-name drugs. However, they
typically cost less.

When appropriate, your doctor may decide to prescribe
a generic drug or allow the pharmacist to substitute a
generic drug.

What is prior authorization?

Prior authorization is one way that we can help you and
your doctor find safe, appropriate drugs and keep costs
down. Prior authorization means that you or your doctor
need to get approval from the plan before certain drugs
will be covered. Generally, Prior authorization applies to
drugs that:

- Are often taken in the wrong way
« Should only be used for certain conditions
- Often cost more than other drugs that are proven

to be just as effective

Keep in mind that your doctor must contact us to request
approval of coverage for these drugs.

What is step therapy?

Some drugs require step therapy. This means that
you must try one or more prerequisite drug(s) before
a step therapy drug is covered.

The prerequisite drugs have U.S. Food and Drug
Administration (FDA) approval and may cost less.
They treat the same condition as the step therapy drug.

If you don'’t try the appropriate prerequisite drug(s) first,
you may need to pay full cost for the step-therapy drug.

What are quantity limits?

Quantity limits help your doctor and pharmacist make
sure that you use your drug correctly and safely. We use
medical guidelines and FDA-approved recommendations
from drug makers to set these coverage limits. The
guantity limit program includes:

- Dose efficiency edits — Limits prescription coverage
to one dose per day for drugs that have approval for
once-daily dosing

- Maximum daily dose — If a prescription is lower than
the minimum or higher than the maximum allowed
dose, a message is sent to the pharmacy

+ Quantity limits over time — Limits prescription
coverage to a specific number of units over a specific
amount of time

What if | need a drug that requires an exception
to the prior authorization, step therapy or
quantity limits requirements? Or what if | need
a drug that’s not covered under my plan?

In certain cases, you or your prescriber can request a
medical exception to the prior authorization, step therapy
or quantity limits requirement or for a drug that’s not
covered on your plan. Coverage determinations will be
made within 72 hours of receiving non-urgent requests.
You can ask for your request to be expedited. Expedited
coverage decisions are made within 24 hours.



We'll then contact you or your prescriber with our
decision. All medically necessary outpatient prescription
drugs will be covered. If a medical exception is approved,
you only need to pay the copay after the deductible. This
amount is based on your pharmacy plan design.

Medical exceptions which are approved for non-urgent
requests will cover the duration of the prescription,
including refills. Approved medical exceptions for exigent
circumstances will provide coverage for the duration of
the exigency.

If your request is denied you have the right to file an
appeal using the process described in the notification
letter.

If a determination is not made for a prior authorization or
step therapy exception request within 72 hours of
receiving a non-urgent request and 24 hours of receiving
a request based on exigent circumstances, the request
is deemed approved and we may not deny the request
thereafter.

In accordance with state law, members who are covered
under small group health insurance policies and who
have previously received approval from us for coverage
of medications for the members’ medical conditions

will continue to have those medications covered, for

as long as the prescriber continues prescribing them,
provided that the drug is appropriately prescribed and

is considered safe and effective for treating the
member’s medical condition.

How can your provider request a medical
exception?

The following options will provide detail to help request
a medical exception.

» Submit their request through our secure provider
website on www.availity.com.

- Call the Aetna Pharmacy prior authorization unit:
Non-Specialty 1-800-294-5979 or
Specialty 1-866-814-5506.

- Fax the completed request form to:
Non-Specialty 1-888-836-0730 or
Specialty 1-866-249-6155.

» Mail the completed request form to:
Aetna Pharmacy Management
1300 East Campbell Road
Richardson, TX 75081

Can the formulary change during the year?

The formulary can change throughout the year.
Some reasons why they can change include:

» New drugs are approved.
« Existing drugs are removed from the market.

« Prescription drugs may become available over the
counter (without a prescription). Over-the-counter
drugs are not generally covered in a formulary.

« Brand-name drugs lose patent protection and
generic versions become available. When this happens,
the generic drug will be covered in place of the
brand-name drug. The brand-name drug is likely to
become non-formulary or covered at a higher cost.
See the “what are generic drugs?” section above for
more information.

Pharmacy and Therapeutics (P&T) Committee

The services of an independent National Pharmacy and
Therapeutics Committee (“P&T Committee”) are utilized
to approve safe and clinically effective drug therapies.
The P&T Committee is an external advisory body of
clinical professionals from across the United States. The
P&T Committee’s voting members include physicians,
pharmacists, a pharmacoeconomist and a medical
ethicist, all of whom have a broad background of clinical
and academic expertise regarding prescription drugs.
Voting members of the P&T Committee are not
employees of CVS Caremark and must disclose any
financial relationship or conflicts of interest with any
pharmaceutical manufacturers.

How do you find a pharmacy?
You can find a pharmacy in two ways:
« Online: By logging onto your secure member website

at Aetna.com.

« By phone: Call the toll-free number on your ID card.
During regular business hours, a representative can
assist you. Our automated telephone assistant can
give you this information 24 hours a day.


http://www.availity.com
http://aetna.com

Assistive Technology

Persons using assistive technology may not be able to fully access the following information. For assistance, please
call 1-888-802-3862.

Smartphone or Tablet

To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your
App Store.

Non-Discrimination

Aetna complies with applicable California and Federal civil rights laws and does not discriminate, exclude or treat
people differently based on their race, color, national origin, ancestry, religion, sex, marital status, age, gender,
gender identity, sexual orientation or disability.

Aetna provides free aids/services to people with disabilities and to people who need language assistance.

If you need a qualified interpreter, written information in other formats, translation or other services, call the
number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on race, color, national origin,
ancestry, religion, sex, marital status, age, gender, gender identity, sexual orientation or disability, you can also file a
grievance with the Civil Rights Coordinator by contacting:

Civil Rights Coordinator

P.O. Box 24030, Fresno, CA 93779
1-800-648-7817, TTY: 711, Fax: 860-262-7705
CRCoordinator@aetna.com.

You can also file a complaint with the California Department of Insurance at www.insurance.ca.gov, or at:
Consumer Services Division, 300 Spring Street South Tower, Los Angeles CA 90013, or at 1-800-927-HELP (4357),
TDD: 1-800-482-4TDD (4833).

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights if
there is a concern of discrimination based on race, color, national origin, age, disability, or sex. You can file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human Services,

200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, or at 1-800-368-1019,
800-537-7697 (TDD).

Aetnais the brand name used for products and services provided by one or more of the Aetna group of subsidiary
companies, including Aetna Life Insurance Company, Coventry Health Care plans and their affiliates (Aetna).


mailto:CRCoordinator@aetna.com
http://www.insurance.ca.gov
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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English To access language services at no cost to you, call the number on your ID card.

- P"ef sher‘bln“ne pérkthimi falas pér ju, telefononi né numrin qé gjendet né kartén tuaj
té identitetit.

Ambharic PETR A1 ANNPTT PANGE ATFITTE (o OEPPT AL PADT TC RLOK: :

Arabic SIS i Aiay e 3 s gall 680 e JLaYE ela M AaST o (50 4y alll larall e J sl
Qbp bwpptnpws (Eqynd wdydwp pnphpppunynipinit unwbwnt hwdwp

Armenian quuquhwpkp dtp pdojuljwt wywhnjwgpnipjub pupwnh Jpu wogwsd

hEpwjunuwhwdwpny

Bantu-Kirundi

Kugira uronke serivisi z'indimi ata kiguzi, hamagara inomero iri ku karangamuntu
kawe

Bengali SN RARCE SRt AARCERT (10 209 SRR SRbEsItd (reat 7903 (GRee 3%
20mr6s(E 06(0gieg LI 90200MK0§EeCeeP: GRSEeS 208 ID
Burmese o
moded pfeom ¢&idoodsm: el addli
Per accedir a serveis lingliistics sense cap cost per a voste, telefoni al niumero
Catalan e o S
indicat a la seva targeta d’identificacio.
Aron maakses ang mga serbisyo sa lengguwahe nga wala kay bayran, tawagi ang
Cebuano :
numero nga anaa sa imong kard sa ID.
Chitisie Para u‘n hagp i s?tblsmn lengguahi ni dibatde para hagu, agang i numiru gi iyo-mu
kard aidentifikasion.
Cheriies GYoud SOhARJ TveL6Nd C Aleod JCEGWANJ AY, ORABWE b ©60Y J460d
rSAQI" OPOT ID ThRcod CVIMT.
Chinese Traditional | Wk % Bl 5 A%, ST RIS R BT HI K S RE 95 0%
Choctaw Anumpa tosholl‘n tok§VI| ya peh pilla ho ish i payahinla kvt chi holisso kallo iskitini
holhtena takanli ma i payah
Chiiiless Ren omw kopwe angei aninisin eman chon awewei (ese kamé), kopwe kééri ewe

nampa mei mak won noum ena katen ID

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf,lakkoofsa fuula waraagaa
eenyummaa (ID) kee irraa jiruun bilbili.

Dutch

Voor gratis taaldiensten, bel het nummer op uw ziekteverzekeringskaart.

French

Pour accéder gratuitement aux services linguistiques, veuillez composer le huméro
indiqué sur votre carte d'assurance santé.

French Creole

Pou ou jwenn sévis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon

(Haitian) asirans sante ou.
Um auf den fiir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die
German
Nummer auf lhrer ID-Karte an.
Geske Ma pocBacn oTIC UTNPECLES YAWOOAG XWPLE XPEWON, KAAECTE Tov aplBuod otnv
Kapta achaAong oac.
A AHIR 818 UL st ctotl W [Aotl est e Aol Hie, ddHRLAUSIL sL8 UR
ujarati

_JA GR UR Sl 8.




No ka wala‘au ‘ana me ka lawelawe ‘Olelo e kahea aku i ka helu kelepona ma kau

Hlawalla kaleka ID. Kaki ‘ole ‘ia kéia kokua nei.
Hindi AT TRt Shred o SITYT JAT3HT ST 3TN FIA & fAT, 379 ST 18 W fGT AR
indi o .
YT el Y|
Yuav kom tau kev pab txhais lus tsis muaj ngi them rau koj, hu tus naj npawb ntawm
Hmong s
koj daim npav ID.
Tebo Inweta enyemaka asusu na akwughi ugwo obula, kpoo nomba no na kaadi njirimara
5 gi
Tapno maakses dagiti serbisio ti pagsasao nga awanan ti bayadna, awagan ti
Tlocano .
numero nga adda ayan ti ID kardmo.
. Untuk mengakses layanan bahasa tanpa dikenakan biaya, silakan hubungi nomor
Indonesian . .
telepon di kartu asuransi Anda.
Italian Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla
tessera identificativa.
Japanese EBHEOERY—EXRIE. DA—FIZHIBEBITEEFECEIL,
C\)'IO’)S O’)Q'LA%S G%SCOS (=] onz:)cnﬁ (j‘):CDS 9103(.95
Karen 01095858102 ¢rcnis 90805 21208, 03:005 39885 H ez 855358 (ID) ocBigSonog.
FE LT MHAE O|85I2{H EH D720 =5 & HZ 2 Ho}3|
Korean
FAA L.
I nyuu kosna mahola ni language services ngui nsaa wogui wo, sebel i nsinga iye
Kru-Bassa yuo ) guag g g galy
ntilga i kat yong matibla
Kurdich (ID)sd sl s (g0 jlas 43 45 oo sty ¢ 55 31 098 oo ey 61 555 38 4y Uikl jiued 3
_ ' S S8
Lao @oc29cH90INWWIFINUCTLOI, WitnmacBlneglusouraicioeegnav.
_ ITICATT HIUTCATET QeI TRIET ST HaTTA T TGIFUATHTS, TS D FHISTadrer
Marathi .
ShHATRTA Bled T
Nan bok jipan kon kajin ilo an ejjelok wonean nan kwe, kwon kallok nomba eo ilo
Marshallese .
kaatin ID eo am.
Micronesian- Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih nempe nan amhw
Ponapean doaropwe en ID.
Mon-Khmer, 184S SUmSUNRUMMNIRUSSSSISUEUINSES
Cambodian wLITIgIUNISsiMSiueizuensISuLNUEN U2 STURTINASES
T’aa ni nizaad k’ehji bee nika a’doowot doo baah ilinigéd naaltsoos
Navajo bee atah niljjgo nanitinigii bee néého’dolzinigii béésh bee hane'i
bika’igii aajj’ holne’.
N Wﬁﬂmﬁﬁ:gmqgﬂum 3TFAT SHISHT TgehT AFTIHT ol
epali

TR

Nilotic-Dinka

Té koor yin ran de wégr de thokic ke cin wéu kor keek ténan yin. Ke yin cal ran ye koc
kuony né namba de abac t3 né ID kard du3n de tiit de nyin de panakim k3u.

Norwegian

For tilgang til kostnadsfri spraktjenester, ring nummeret pa ID-kortet ditt.




Pennsylvanian-
Dutch

Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart.

Persian Farsi

80 ol 38 Ll OIS (o) oadi a0 jla b (B sk 4y () x4y (o Sl 6

Aby uzyskac¢ dostep do bezptatnych ustug jezykowych, nalezy zadzwoni¢ pod numer

Polish s ) s b

podany na karcie identyfikacyjnej.

Para aceder aos servicos linguisticos gratuitamente, ligue para o nimero indicado
Portuguese o : e

no seu cartdo de identificagao.

3T3 B fa& faR 3 TS Al Aeret & @93 996 8, wie wield 93
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Serbo-Croatian
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kartici.

Para acceder a los servicios lingliisticos sin costo alguno, llame al nimero que figura

ish
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BalWlii ineHTUdIKaMHIN KapTu,.
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Remember to visit the website on your member ID card.
Then sign in to your account for the most up-to-date information.

Please note that if your prescription drug benefits plan changes, the information here may no longer apply.
Medications on the Aetna Drug Guide, precertification, step-therapy and quantity limits lists are subject to change.

Not all health services are covered. See plan documents for a complete description of benefits, exclusions, limitations
and conditions of coverage. Plan features and availability may vary by location and are subject to change.

The quantity limits and step therapy drug coverage review programs are not available in all service areas. However, these
programs are available to self-funded plans.

In accordance with state law, commercial fully insured members in Louisiana and Texas (except Federal Employee Health
Benefit Plan members) who are receiving coverage for medications that are added or removed from the Pharmacy Drug
Guide (formulary), prior authorization, Quantity Limits or Step-Therapy Lists during the plan year will continue to have
those medications covered at the same benefit level until their plan’s renewal date. In Texas, prior authorization approval
is known as “pre-service utilization review.” It is not “verification” as defined by Texas law.

In accordance with state law, certain fully insured commercial California members (except Federal Employee Health
Benefit Plan members) who obtained approval from an Aetna plan for coverage of drugs that are later added to the
Preauthorization or Step Therapy Lists or removed from the Pharmacy Drug Guide will continue to have those
drugs covered, for as long as the treating in-network provider continues prescribing them, provided that the drug is
appropriately prescribed and is considered safe and effective for treating the enrollee’s medical condition. Aetna reserves
the right to periodically request clinical information from your provider to assess your medical condition and the
appropriateness of your ongoing treatment. Failure to provide clinical information could result in subsequent denial of
coverage for this medication.

In accordance with state law, fully insured Commercial Connecticut preferred provider organization (PPO) members
(except Federal Employee Health Benefit Plan members) who are receiving coverage for drugs that are added to the prior
authorization or Step-Therapy Lists will continue to have those drugs covered for as long as the prescriber prescribes
them, provided the drug is medically necessary and more medically beneficial than other covered drugs. Nothing in this
section shall preclude the prescriber from prescribing another drug covered by the plan that is medically appropriate for
the enrollee, nor shall anything in this section be construed to prohibit generic drug substitutions.

In certain states, including Arkansas, Colorado, Connecticut, Delaware, Georgia, Illinois, Louisiana, Maryland, Minnesota,
North Dakota, Pennsylvania and Texas, step therapy programs do not apply to fully insured members utilizing prescription
drugs for the treatment of stage-four advanced, metastatic cancer.

This material is for information only. It contains only a partial, general description of plan benefits or programs and does
not constitute a contract. See plan documents for a complete description of benefits, exclusions, limitations and conditions
of coverage. Plan features and availability may vary by location and are subject to change. Providers are independent
contractors and are not agents of Aetna. Provider participation may change without notice. Aetna does not provide care
or guarantee access to health services. Information is subject to change. CVS Caremark Mail Service Pharmacy is part of
the CVS Health family of companies.

vaetna

©2021 Aetna Inc.
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List of Abbreviations
CE: Copay Exception: Available to some members at no cost with a prescription from your provider when

obtained at an in-network pharmacy. Certain limitations may apply.
G: Generic

NPB: Non-Preferred Brand

NPSP: Non-Preferred Specialty

PB: Preferred Brand

PSP: Preferred Specialty

#: Brand-name drug expected to become available generically in the near future. After the generic drug
becomes available, the brand-name drug may be covered at a higher non-preferred copay and/or added to
the Formulary Exclusion List. The brand-name drug may also be subject to precertification and/or step-
therapy.

AL: Age Limit

IBC: Indication Based Coverage

LGC: Lowest Generic Copay Applies

MPG: PG tier applies to members residing in Massachusetts.

MST: Step Therapy does not apply to members residing in Massachusetts.
N2: Drug tier when CE does not apply

NPL: (National Precertification List) — Prior authorization, also called preauthorization or precertification,
is required for all plans. Your doctor must contact us to request approval for coverage.

PA: Prior Authorization
QL: Quantity Limit

Select OTC: Select OTC Program if your pharmacy plan includes this program you may have coverage for
products noted with a doctors prescription. Please see your plan benefit information for specific coverage
details.

2021 Pharmacy Drug Guide — Premier: CA

The formulary is updated the first week of each month.

10/01/2021

CE=Copay Exception | G=Generic | PB=Preferred Brand | NPB=Non Preferred Brand | PSP=Preferred
Specialty | NPSP=Non Preferred Specialty | NC=Not Covered | PA=Prior Authorization | ST=Step
Therapy | QL=Quantity Limits | AL=Age Limits | LGC=Lowest Generic Copay | MST=ST does not apply
to MA residents | MPG=PG applies to MA residents | PPA=PA does not apply to PA residents |
NPL=National Precertification | #=Generic coming to market | SP=Specialty Network; 30 day supply |
N2=Drug tier when CE does not apply | Select OTC=You may have coverage for products noted with a
doctor’s prescription
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SP: You may pay higher out of pocket costs and may be required to get these products at an Aetna
Specialty Pharmacy network provider, like Aetna Specialty Pharmacy. Specialty products are limited to a
30 day supply.

ST: Step Therapy
UF11: Covered at preferred tier with no PA, no ST for members residing in Illinois
UF9: Drug tier for Student Health members residing in Colorado

UNG6: Prior Authorization does not apply to members residing in Pennsylvania and Washington

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

2021 Pharmacy Drug Guide — Premier: CA

The formulary is updated the first week of each month.

10/01/2021

CE=Copay Exception | G=Generic | PB=Preferred Brand | NPB=Non Preferred Brand | PSP=Preferred
Specialty | NPSP=Non Preferred Specialty | NC=Not Covered | PA=Prior Authorization | ST=Step
Therapy | QL=Quantity Limits | AL=Age Limits | LGC=Lowest Generic Copay | MST=ST does not apply
to MA residents | MPG=PG applies to MA residents | PPA=PA does not apply to PA residents |
NPL=National Precertification | #=Generic coming to market | SP=Specialty Network; 30 day supply |
N2=Drug tier when CE does not apply | Select OTC=You may have coverage for products noted with a
doctor’s prescription
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

ANALGESICS - DRUGS TO TREAT PAIN AND

INFLAMMATION

COX-2 INHIBITORS

ESIEEEE;EX ORAL CAPSULE 100 MG, 400 MG, 50 MG NPB QL (2 caps per 1 Day)
CELEBREX ORAL CAPSULE 200 MG (celecoxib) NPB QL (2 capsules per 1 day)
celecoxib oral capsule 100 mg, 200 mg, 400 mg, 50 mg G QL (2 capsules per 1 day)
GOUT - DRUGS TO TREAT GOUT

allopurinol oral tablet 100 mg, 300 mg G

colchicine oral tablet 0.6 mg G QL (2 tablets per 1 day)
colchicine-probenecid oral tablet 0.5-500 mg G

COLCRYS ORAL TABLET 0.6 MG (colchicine) NPB ST; QL (2 tablets per 1 day)
febuxostat oral tablet 40 mg, 80 mg G QL (1 tablet per 1 day)
GLOPERBA ORAL SOLUTION 0.6 MG/SML (colchicine) NPB rSnTon% (2 bottles per 1
ég;l(ost;l;c];:s)j)XA INTRAVENOUS SOLUTION 8§ MG/ML NPSP  |PA: ST: SP

MITIGARE ORAL CAPSULE 0.6 MG (colchicine) PB QL (2 capsules per 1 day)
probenecid oral tablet 500 mg G

ULORIC ORAL TABLET 40 MG, 80 MG (febuxostat) NPB ST; QL (1 tablet per 1 day)
ZYLOPRIM ORAL TABLET 100 MG, 300 MG (allopurinol) NPB ST

MISCELLANEOUS

PRIALT INTRATHECAL SOLUTION 100 MCG/ML, 500 NPSP Sp

MCG/20ML, 500 MCG/5ML (ziconotide acetate)

RIDAURA ORAL CAPSULE 3 MG (auranofin) NPB UF9 (PB)
NON-OPIOID ANALGESICS

ALLZITAL ORAL TABLET 25-325 MG (butalbital-

acetaminophen) NPB ST
butalbital-apap-caffeine (Bac Oral Tablet 50-325-40 Mg) G

2021 Pharmacy Drug Guide — Premier: CA
The formulary is updated the first week of each month.
10/01/2021
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Coverage Requirements and

600 mg

Prescription Drug Name Drug Tier Limits
butalbital-acetaminophen (Bupap Oral Tablet 50-300 Mg) G
butalbital-acetaminophen oral capsule 50-300 mg G
butalbital-acetaminophen oral tablet 25-325 mg, 50-325 mg G
butalbital-apap-caffeine oral capsule 50-300-40 mg, 50-325-40 G
mg
butalbital-apap-caffeine oral tablet 50-325-40 mg G
butalbital-asa-caffeine oral capsule 50-325-40 mg G
ESGIC ORAL TABLET 50-325-40 MG (butalbital-apap-

. NPB
caffeine)
FIORICET ORAL CAPSULE 50-300-40 MG (butalbital-

: NPB

apap-caffeine)
TENCON ORAL TABLET 50-325 MG (butalbital- G
acetaminophen)
VTOL LQ ORAL SOLUTION 50-325-40 MG/15ML _
(butalbital-apap-caffeine) G ST; QL (90 ML per 1 day)
butalbital-apap-caffeine (Zebutal Oral Capsule 50-325-40 Mg) G
NSAIDS - DRUGS TO TREAT PAIN AND
INFLAMMATION
ANAPROX DS ORAL TABLET 550 MG (naproxen sodium) NPB ST
CAMBIA ORAL PACKET 50 MG (diclofenac NPB ST: QL (9 pack per 30 Days)
potassium(migraine))
DAYPRO ORAL TABLET 600 MG (oxaprozin) NPB
diclofenac oral capsule 35 mg NPB
diclofenac potassium oral tablet 50 mg G
diclofenac sodium er oral tablet extended release 24 hour 100 G
mg
diclofenac sodium oral tablet delayed release 25 mg, 50 mg, 75 G
mg
etodolac er oral tablet extended release 24 hour 400 mg, 500 mg, G

2021 Pharmacy Drug Guide — Premier: CA
The formulary is updated the first week of each month.
10/01/2021
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

etodolac oral capsule 200 mg, 300 mg G

etodolac oral tablet 400 mg, 500 mg G

FELDENE ORAL CAPSULE 10 MG, 20 MG (piroxicam) NPB
fenoprofen calcium oral capsule 200 mg NPB QL (16 capsules per 1 day)
fenoprofen calcium oral capsule 400 mg G
fenoprofen calcium oral tablet 600 mg G

FENORTHO ORAL CAPSULE 200 MG (fenoprofen NPB ST; QL (16 capsules per 1
calcium) day)

flurbiprofen oral tablet 100 mg, 50 mg G

ibuprofen (Ibu Oral Tablet 400 Mg, 600 Mg, 800 Mg) G

ibuprofen oral tablet 400 mg, 600 mg, 800 mg G

INDOCIN ORAL SUSPENSION 25 MG/5ML

(indomethacin) NPB

INDOCIN RECTAL SUPPOSITORY 50 MG (indomethacin) NPB

indomethacin er oral capsule extended release 75 mg G

indomethacin oral capsule 20 mg G E:;;)QL (3 capsules per 1
indomethacin oral capsule 25 mg, 50 mg G QL (3 capsules per 1 day)
ketoprofen er oral capsule extended release 24 hour 200 mg G

ketoprofen oral capsule 25 mg G

ketorolac tromethamine oral tablet 10 mg G QL (20 tablets per 5 days)
LODINE ORAL TABLET 400 MG (etodolac) NPB

meclofenamate sodium oral capsule 100 mg, 50 mg G

mefenamic acid oral capsule 250 mg G QL (30 capsules per 7 days)
meloxicam oral capsule 10 mg, 5 mg G

meloxicam oral tablet 15 mg, 7.5 mg G

MOBIC ORAL TABLET 15 MG, 7.5 MG (meloxicam) NPB ST

nabumetone oral tablet 500 mg, 750 mg G

2021 Pharmacy Drug Guide — Premier: CA
The formulary is updated the first week of each month.
10/01/2021
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

NALFON ORAL CAPSULE 400 MG (fenoprofen calcium) NPB

NAPRELAN ORAL TABLET EXTENDED RELEASE 24

HOUR 375 MG, 500 MG, 750 MG (naproxen sodium) NPB ST

NAPROSYN ORAL SUSPENSION 125 MG/5SML
(naproxen)

naproxen oral suspension 125 mgl/5ml

naproxen oral tablet 250 mg, 375 mg, 500 mg

naproxen oral tablet delayed release 375 mg, 500 mg

naproxen sodium er oral tablet extended release 24 hour 375 mg,
500 mg, 750 mg

naproxen sodium oral tablet 275 mg, 550 mg

oxaprozin oral tablet 600 mg

piroxicam oral capsule 10 mg, 20 mg

QMIIZ ODT ORAL TABLET DISPERSIBLE 15 MG, 7.5

MG (meloxicam) NPB ST; QL (1 tablet per 1 day)

RELAFEN DS ORAL TABLET 1000 MG (nabumetone) NPB  [ST; QL (2 tablets per 1 day)

SPRIX NASAL SOLUTION 15.75 MG/SPRAY (ketorolac

tromethamine) NPB
sulindac oral tablet 150 mg, 200 mg G
TIVORBEX ORAL CAPSULE 20 MG (indomethacin) NPB PA
VIVLODEX ORAL CAPSULE 10 MG, 5 MG (meloxicam) NPB PA
ZIPSOR ORAL CAPSULE 25 MG (diclofenac potassiunt) NPB #

ZORVOLEX ORAL CAPSULE 18 MG, 35 MG (diclofenac) NPB PA

NSAIDS, COMBINATIONS

ARTHROTEC ORAL TABLET DELAYED RELEASE 50-

0.2 MG, 75-0.2 MG (diclofenac-misoprostol) NPB

diclofenac-misoprostol oral tablet delayed release 50-0.2 mg, 75-
0.2 mg

2021 Pharmacy Drug Guide — Premier: CA

The formulary is updated the first week of each month.
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
DUE)'(I.S ORAL TABLET 800-26.6 MG (ibuprofen- NPB #: QL (3 tab per 1 Day)
famotidine)
ibuprofen-famotidine oral tablet 800-26.6 mg G
naproxen-esomeprazole oral tablet delayed release 375-20 mg,
500-20 mg G QL (2 tablets per 1 day)
VIMOVO ORAL TABLET DELAYED RELEASE 375-20
MG, 500-20 MG (naproxen-esomeprazole) NPB QL (2 tab per | Day)
OPIOID AGONIST/ANTAGONIST
BUNAVAIL BUCCAL FILM 4.2-0.7 MG (buprenorphine MST; UF11; QL (3 films per
NPB
hcl-naloxone hel) 1 day)
buprenorphine hcl-naloxone hel sublingual film 12-3 mg G QL (2 films per 1 day)
buprenorphine hcl-naloxone hcl sublingual film 2-0.5 mg, 4-1 mg G QL (3 films per 1 day)
buprenorphine hcl-naloxone hcl sublingual film 8-2 mg G CIIJ;;; I; QL (3 films per I
buprenorphine hcl-naloxone hel sublingual tablet sublingual 2- N2 (G); UF11; QL (3 tablets
CE
0.5 mg, 8-2 mg per 1 day)
pentazocine-naloxone hcl oral tablet 50-0.5 mg G PA; QL (4 tablets per 1 day)
SUBOXONE SUBLINGUAL FILM 12-3 MG UF11; QL (2 films per 1
. NPB
(buprenorphine hcl-naloxone hcl) day)
SUBOXONE SUBLINGUAL FILM 2-0.5 MG, 4-1 MG, 8-2 NPB UF11; QL (3 films per 1
MG (buprenorphine hcl-naloxone hcel) day)
ZUBSOLV SUBLINGUAL TABLET SUBLINGUAL 0.7- ) .
0.18 MG, 1.4-0.36 MG, 2.9-0.71 MG, 5.7-1.4 MG PB %f&ETLQLGmMm
(buprenorphine hcl-naloxone hcl) p y
ZUBSOLV SUBLINGUAL TABLET SUBLINGUAL 11.4- PB MST; UF11; QL (1 tablets
2.9 MG (buprenorphine hcl-naloxone hel) per 1 day)
ZUBSOLV SUBLINGUAL TABLET SUBLINGUAL 8.6- PB MST; UF11; QL (2 tablets
2.1 MG (buprenorphine hcl-naloxone hcl) per 1 day)
OPIOID ANALGESICS - DRUGS TO TREAT PAIN
acetaminophen-codeine #2 oral tablet 300-15 mg G PA; QL (13 tablets per I

day)

2021 Pharmacy Drug Guide — Premier: CA
The formulary is updated the first week of each month.
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
acetaminophen-codeine #3 oral tablet 300-30 mg G E:;;)QL (12 tablets per 1
acetaminophen-codeine #4 oral tablet 300-60 mg G gﬁ;)QL (10 tablets per |
acetaminophen-codeine oral solution 120-12 mg/5ml G PA; QL (90 ml per 1 day)
acetaminophen-codeine oral tablet 300-15 mg G E:;;)QL (13 tablets per 1
acetaminophen-codeine oral tablet 300-30 mg G gﬁ;)QL (12 tablets per |
acetaminophen-codeine oral tablet 300-60 mg G E:;;)QL (10 tablets per 1
ACTIQ BUCCAL LOZENGE ON A HANDLE 1200 MCG, NPB PA; QL (120 lozenges per 30
1600 MCG, 400 MCG, 600 MCG, 800 MCG (fentanyl citrate) days)
ACTIQ BUCCAL LOZENGE ON A HANDLE 200 MCG NPB PA; QL (120 lozenges per 30
(fentanyl citrate) Days)
APADAZ ORAL TABLET 4.08-325 MG, 6.12-325 MG, NPB PA; QL (168 tablets per 1
8.16-325 MG (benzhydrocodone-acetaminophen) month)
apap-caff-dihydrocodeine oral capsule 320.5-30-16 mg G (1;:;;)QL (10 capsules per 1
apap-caff-dihydrocodeine oral tablet 325-30-16 mg G (I;aA;)QL (10 tablets per 1
butalbital-asa-caff-codeine (Ascomp-Codeine Oral Capsule 50- G PA; QL (6 capsules per 1
325-40-30 Mg) day)
benzhydrocodone-acetaminophen oral tablet 4.08-325 mg, 6.12- NPB PA; QL (168 tablets per 1
325 mg, 8.16-325 mg month)
butalbital-apap-caff-cod oral capsule 50-300-40-30 mg, 50-325- G PA; QL (6 capsules per 1
40-30 mg day)
butalbital-asa-caff-codeine oral capsule 50-325-40-30 mg G PA; QL (48 capsules per 1
month)
butorphanol tartrate nasal solution 10 mgiml G PA; QL (2 bottles per 30

days)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
. PA; QL (6 tablets per day
codeine sulfate oral tablet 15 mg, 30 mg, 60 mg G for 7 days only per 90 days)
CONZIP ORAL CAPSULE EXTENDED RELEASE 24 NPB PA; ST; QL (1 capsule per 1
HOUR 100 MG, 200 MG, 300 MG (tramadol hcl) day)
DILAUDID ORAL LIQUID 1 MG/ML (hydromorphone hcl) NPB PA; QL (20 ml per 1 day)
DILAUDID ORAL TABLET 2 MG (hydromorphone hel) NPB Eﬁy;S?L (6 tablets per 7
DILAUDID ORAL TABLET 4 MG (hydromorphone hcl) NPB PA; QL (5 tablets per 1 day)
DILAUDID ORAL TABLET 8 MG (hydromorphone hcl) NPB PA; QL (2 tablets per 1 day)
oxycodone-acetaminophen (Endocet Oral Tablet 10-325 Mg) G PA; QL (6 tablets per 1 day)
oxycodone-acetaminophen (Endocet Oral Tablet 2.5-325 Mg, PA; QL (12 tablets per 1
G
5-325 Mg) day)
oxycodone-acetaminophen (Endocet Oral Tablet 7.5-325 Mg) G PA; QL (8 tablets per 1 day)
fentanyl citrate buccal lozenge on a handle 1200 mcg, 1600 mcg, G PA; QL (120 lozenges per 30
200 mcg, 400 mcg, 600 mcg, 800 mcg days)
fentanyl citrate buccal tablet 200 mcg, 400 mcg, 600 mcg, 800 G PA; QL (120 tablets per 30
mcg days)
fentanyl transdermal patch 72 hour 100 mcglhr, 12 mcglhr, 25 R
mcglhr, 37.5 mcglhr, 50 mcglhr, 62.5 mcglhr, 75 mcglhr, 87.5 G PA; ST; QL (10 patches per
30 days)
mcglhr
FENTORA BUCCAL TABLET 100 MCG (fentanyl citrate) NPB PA; QL (15 tab per 30 Days)
FENTORA BUCCAL TABLET 200 MCG, 400 MCG, 600 NPB PA; QL (120 tablets per 30
MCG, 800 MCG (fentanyl citrate) days)
FIORICET/CODEINE ORAL CAPSULE 50-300-40-30 MG PA; QL (6 capsules per 1
. NPB
(butalbital-apap-caff-cod) day)
hydrocodone bitartrate er oral capsule extended release 12 hour G PA; ST; QL (2 capsules per
10 mg, 15 mg, 20 mg, 30 mg, 40 mg, 50 mg 1 day)
hydrocodone bitartrate er oral tablet er 24 hour abuse-deterrent G PA; ST; QL (1 tablet per 1
100 mg, 120 mg, 20 mg, 30 mg, 40 mg, 60 mg, 80 mg day)
hydrocodone-acetaminophen oral solution 10-325 mg/15ml G QL (90 ml per 1 day)

2021 Pharmacy Drug Guide — Premier: CA
The formulary is updated the first week of each month.
10/01/2021

CE=Copay Exception | G=Generic | PB=Preferred Brand | NPB=Non Preferred Brand | PSP=Preferred
Specialty | NPSP=Non Preferred Specialty | NC=Not Covered | PA=Prior Authorization | ST=Step
Therapy | QL=Quantity Limits | AL=Age Limits | LGC=Lowest Generic Copay | MST=ST does not apply
to MA residents | MPG=PG applies to MA residents | PPA=PA does not apply to PA residents |
NPL=National Precertification | #=Generic coming to market | SP=Specialty Network; 30 day supply |
N2=Drug tier when CE does not apply | Select OTC=You may have coverage for products noted with a

doctor’s prescription

23




Coverage Requirements and

Mg/MI)

Prescription Drug Name Drug Tier Limits
hydrocodone-acetaminophen oral solution 2.5-108 mgl5ml, 5- PA; QL (180 MLS per 1
G
217 mgl10ml day)
hydrocodone-acetaminophen oral solution 7.5-325 mgl15ml G PA; QL (90 ml per 1 day)
hydrocodone-acetaminophen oral tablet 10-300 mg, 10-325 mg, )
7.5-300 mg, 7.5-325 mg G PA; QL (6 tablets per 1 day)
hydrocodone-acetaminophen oral tablet 5-300 mg, 5-325 mg G PA; QL (8 tablets per 1 day)
Z;rocodone-lbuprofen oral tablet 10-200 mg, 5-200 mg, 7.5-200 G PA: QL (5 tablets per 1 day)
hydromorphone hcl er oral tablet extended release 24 hour 12 G PA; ST; QL (1 tablet per 1
mg, 16 mg, 32 mg, 8§ mg day)
hydromorphone hcl oral liquid 1 mglml G PA; QL (20 ml per 1 day)
hydromorphone hcl oral tablet 2 mg G PA; QL (6 tablets per 7
days)
hydromorphone hcl oral tablet 4 mg G PA; QL (5 tablets per 1 day)
hydromorphone hcl oral tablet 8 mg G PA; QL (2 tablets per 1 day)
HYSINGLA ER ORAL TABLET ER 24 HOUR ABUSE- -
DETERRENT 100 MG, 120 MG, 20 MG, 30 MG, 40 MG, NPB gaA’)ST’ QL (I tablet per 1
60 MG, 80 MG (hydrocodone bitartrate) Y
LAZANDA NASAL SOLUTION 100 MCG/ACT, 400 NPB PA; QL (4 bottle per 30
MCG/ACT (fentanyl citrate) Days)
levorphanol tartrate oral tablet 2 mg G PA; QL (4 tablets per 1 day)
levorphanol tartrate oral tablet 3 mg G PA; QL (2 tablets per 1 day)
LORTAB ORAL ELIXIR 10-300 MG/15ML (hydrocodone- NPB PA: QL (67.5 ml per 1 day)
acetaminophen)
meperidine hcl oral solution 50 mg/5ml G PA; QL (90 ml per 1 month)
meperidine hcl oral tablet 50 mg G PA; QL (18 tablets per 1
month)
methadone hcl (Methadone Hcl Intensol Oral Concentrate 10 G PA; UN6; UF11; QL (3

MLS per 1 day)
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Coverage Requirements and
Limits
PA; ST; UN6; UF11; QL (1

Prescription Drug Name Drug Tier

methadone hcl oral concentrate 10 mglml G

ml per 1 day)
methadone hcl oral solution 10 mg/5ml G PA; ST; UN6; UFLL; QL

(10 ml per 1 day)
methadone hcl oral solution 5 mg/5ml G PA; ST; UN6; UF1L; QL

(15 ml per 1 day)

PA; ST; UN6; UF11; QL (2
methadone hcl oral tablet 10 mg G tablets per 1 day)

PA; ST; UN6; UF11; QL (3
methadone hcl oral tablet 5 mg G tablets per 1 day)
METHADOSE ORAL CONCENTRATE 10 MG/ML PA; ST; UN6; UF11; QL (1

NPB
(methadone hcl) ml per 1 day)
METHADOSE SUGAR-FREE ORAL CONCENTRATE 10 NPB PA; ST; UN6; UF11; QL (1
MG/ML (methadone hcl) ml per 1 day)
morphine sulfate (concentrate) oral solution 100 mgl/5ml G PA; QL (4.5 MLS per 1 day)
morphine sulfate (concentrate) oral solution 20 mgiml G PA; QL (4.5 ML per 1 day)
morphine sulfate er beads oral capsule extended release 24 hour G PA; ST; QL (1 capsule per 1
120 mg, 30 mg, 45 mg, 60 mg, 75 mg, 90 mg day)
morphine sulfate er oral capsule extended release 24 hour 10 mg, G PA; ST; QL (2 capsules per
100 mg, 20 mg, 30 mg, 40 mg 1 day)
morphine sulfate er oral capsule extended release 24 hour 50 mg, G PA; ST; QL (1 capsule per 1
60 mg, 80 mg day)
morphine sulfate er oral tablet extended release 100 mg, 200 mg G g:;j)ST; QL (2 tablets per 1
morphine sulfate er oral tablet extended release 15 mg, 30 mg, G PA; ST; QL (3 tablets per 1
60 mg day)
morphine sulfate oral solution 10 mg/5ml G PA; QL (30 mls per 1 day)
morphine sulfate oral solution 20 mgl/5ml G g:;j)QL (22.5 MLS per 1
morphine sulfate oral tablet 15 mg G PA; QL (6 tablets per 1 day)
morphine sulfate oral tablet 30 mg G PA; QL (3 tablets per 1 day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

morphine sulfate rectal suppository 10 mg, 5 mg G PA; QL (6 suppositories per

1 day)
morphine sulfate rectal suppository 20 mg G ?lg;yQ)L (4 suppositories per
morphine sulfate rectal suppository 30 mg G II)IQE’ISL (3 suppositories per
MS CONTIN ORAL TABLET EXTENDED RELEASE 100 NPB PA; ST; QL (2 tablets per 1
MG, 200 MG (morphine sulfate) day)
MS CONTIN ORAL TABLET EXTENDED RELEASE 15 NPB PA; ST; QL (3 tablets per 1
MG, 30 MG, 60 MG (morphine sulfate) day)
nalocet oral tablet 2.5-300 mg G E:;;)QL (12 tablets per 1

NUCYNTA ER ORAL TABLET EXTENDED RELEASE PA: ST: QL (2 tablets per 1

12 HOUR 100 MG, 150 MG, 200 MG, 250 MG, 50 MG PB

(tapentadol hcl) day)

NUCYNTA ORAL TABLET 100 MG (tapentadol hcl) PB PA; QL (2 tablets per 1 day)
NUCYNTA ORAL TABLET 50 MG (tapentadol hcl) PB PA; QL (4 tablets per 1 day)
NUCYNTA ORAL TABLET 75 MG (tapentadol hcl) PB PA; QL (3 tablets per 1 day)
oxycodone hcl er oral tablet er 12 hour abuse-deterrent 10 mg, G PA; ST; QL (2 tablets per 1
15 mg, 20 mg, 30 mg, 40 mg, 60 mg, 80 mg day)

oxycodone hcl oral capsule 5 mg G E:;;)QL (6 capsules per 1
oxycodone hcl oral concentrate 100 mgl5ml G PA; QL (3 MLS per 1 day)
oxycodone hcl oral solution 5 mgl5ml G PA; QL (30 mls per 1 day)
oxycodone hcl oral tablet 10 mg, 5 mg G PA; QL (6 tablets per 1 day)
oxycodone hcl oral tablet 15 mg G PA; QL (4 tablets per 1 day)
oxycodone hcl oral tablet 20 mg G PA; QL (3 tablets per 1 day)
oxycodone hcl oral tablet 30 mg G PA; QL (2 tablets per 1 day)
oxycodone-acetaminophen oral solution 10-300 mgl5ml G QL (30 ML per 1 Day)
oxycodone-acetaminophen oral tablet 10-300 mg, 5-300 mg NPB QL (12 tablets per 1 day)
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Prescription Drug Name Drug Tier Coverage Requirements and

Limits
oxycodone-acetaminophen oral tablet 10-325 mg G PA; QL (6 tablets per 1 day)
oxycodone-acetaminophen oral tablet 2.5-300 mg NPB gﬁ;;)QL (12 tablets per 1
oxycodone-acetaminophen oral tablet 2.5-325 mg, 5-325 mg G E:;;)QL (12 tablets per 1
oxycodone-acetaminophen oral tablet 7.5-325 mg G PA; QL (8 tablets per 1 day)
OXYCONTIN ORAL TABLET ER 12 HOUR ABUSE- -

DETERRENT 10 MG, 15 MG, 20 MG, 30 MG, 40 MG, 60 pp [P STQL(2 tablets per ]

MG, 80 MG (oxycodone hcl) day)

oxymorphone hcl er oral tablet extended release 12 hour 10 mg,

PA; ST; QL (2 tablets per 1

15 mg, 20 mg, 30 mg, 40 mg, 5 mg, 7.5 mg G day)
oxymorphone hcl oral tablet 10 mg G PA; QL (3 tablets per 1 day)
oxymorphone hcl oral tablet 5 mg G PA; QL (6 tablets per 1 day)

PERCOCET ORAL TABLET 10-325 MG (oxycodone-
acetaminophen)

PERCOCET ORAL TABLET 2.5-325 MG, 5-325 MG NPB PA; QL (12 tablets per 1
(oxycodone-acetaminophen) day)

PERCOCET ORAL TABLET 7.5-325 MG (oxycodone-
acetaminophen)

PROLATE ORAL SOLUTION 10-300 MG/5SML
(oxycodone-acetaminophen)

PROLATE ORAL TABLET 10-300 MG (oxycodone-
acetaminophen)

PROLATE ORAL TABLET 5-300 MG (oxycodone- NPB PA; QL (12 tablets per 1
acetaminophen) day)

PROLATE ORAL TABLET 7.5-300 MG (oxycodone-
acetaminophen)

NPB PA; QL (6 tablets per 1 day)

NPB PA; QL (8 tablets per 1 day)

NPB QL (30 ML per 1 Day)

NPB PA; QL (6 tablets per 1 day)

NPB PA; QL (8 tablets per 1 day)

QDOLO ORAL SOLUTION 5 MG/ML (tramadol hcl) NPB PA; QL (60 ML per 1 day)
ROXICODONE ORAL TABLET 15 MG (oxycodone hcl) NPB PA; QL (4 tablets per 1 day)
ROXICODONE ORAL TABLET 30 MG (oxycodone hcl) NPB PA; QL (2 tablets per 1 day)
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Coverage Requirements and

mcg, 75 mcg, 750 mcg, 900 mcg

Prescription Drug Name Drug Tier Limits
ROXICODONE ORAL TABLET 5 MG (oxycodone hcl) NPB PA; QL (6 tablets per 1 day)
SUBSYS SUBLINGUAL LIQUID 100 MCG, 1200 (600 X 2) _
MCG, 1600 (800 X 2) MCG, 200 MCG, 400 MCG, 600 NPB gaA’s§2L (120 sprays per 30
MCG, 800 MCG (fentanyl) y
tramadol hcl er (biphasic) oral tablet extended release 24 hour G PA; ST; QL (1 tablet per 1
100 mg, 200 mg, 300 mg day)
tramadol hcl er oral capsule extended release 24 hour 100 mg,
G PA
200 mg, 300 mg
tramadol hcl er oral tablet extended release 24 hour 100 mg, 200 G PA; ST; QL (1 tablet per 1
mg, 300 mg day)
tramadol hcl oral tablet 100 mg G PA; QL (1 tablet per 1 day)
tramadol hcl oral tablet 50 mg G PA; QL (6 tablets per 1 day)
tramadol-acetaminophen oral tablet 37.5-325 mg G PA; QL (40 tablets per 1
month)
TREZIX ORAL CAPSULE 320.5-30-16 MG (apap-caff- G PA; QL (10 capsules per 1
dihydrocodeine) day)
ULTRACET ORAL TABLET 37.5-325 MG (tramadol- NPB PA; QL (40 tablets per 1
acetaminophen) month)
ULTRAM ORAL TABLET 50 MG (tramadol hel) NPB PA; QL (6 tablets per 1 day)
XODQL ORAL TABLET 5-300 MG (hydrocodone- NPB PA: QL (8 tablets per 1 day)
acetaminophen)
XTAMPZA ER ORAL CAPSULE ER 12 HOUR ABUSE- PA: ST: QL (2 1 .
DETERRENT 13.5 MG, 18 MG, 27 MG, 36 MG, 9 MG L capsuies pe
(oxycodone) y
OPIOID PARTIAL AGONISTS
BELBUCA BUCCAL FILM 150 MCG, 300 MCG, 450 e
MCG, 600 MCG, 75 MCG, 750 MCG, 900 MCG npg [P ST QL (2 films per |
. day)
(buprenorphine hcl)
buprenorphine hcl buccal film 150 mcg, 300 mcg, 450 mcg, 600 G PA: QL (2 films per 1 day)
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Coverage Requirements and

RELEASE 81 MG (aspirin)

Prescription Drug Name Drug Tier Limits

buprenorphine hcl sublingual tablet sublingual 2 mg, 8 mg CE N2 (G); UF1L; QL (3 tablets
per 1 day)

buprenorphine transdermal patch weekly 10 mcglhr, 15 mcglhr, G PA; ST; QL (4 patches per

20 mcglhr, 5 mcglhr, 7.5 mcglhr 28 Days)

BUTRANS TRANSDERMAL PATCH WEEKLY 10 PA: ST: QL (4 patch

MCG/HR, 15 MCG/HR, 20 MCG/HR, 5 MCG/HR, 7.5 NPB | ¢ days) PAtehes pet

MCG/HR (buprenorphine) y

icatibant acetate (Sajazir Subcutaneous Solution 30 Mg/3Ml) PSP PA.; NPL; SP; QL (15
syringes per 1 month)

SUBLOCADE SUBCUTANEOUS SOLUTION

PREFILLED SYRINGE 100 MG/0.5ML, 300 MG/1.5SML PSP SP

(buprenorphine)

SALICYLATES

aspirin adult low dose oral tablet delayed release 81 mg CE N2 (Not Covered); AL

aspirin childrens oral tablet chewable 81 mg CE N2 (Not Covered); AL

aspirin low dose oral tablet chewable 81 mg CE N2 (Not Covered); AL

aspirin low dose oral tablet delayed release 81 mg CE N2 (Not Covered); AL

aspirin oral tablet chewable 81 mg CE N2 (Not Covered); AL

aspirin oral tablet delayed release 81 mg CE N2 (Not Covered); AL

ASPIR-LQW ORAL TABLET DELAYED RELEASE 81 CE N2 (Not Covered): AL

MG (aspirin)

BAYER LOW DOSE ORAL TABLET CHEWABLE 81 MG CE N2 (Not Covered): AL

(aspirin)

BAYER LOW DOSE ORAL TABLET DELAYED .

RELEASE 81 MG (aspirin) CE |N2(Not Covered); AL

childrens aspirin oral tablet chewable 81 mg CE N2 (Not Covered); AL

diflunisal oral tablet 500 mg G

ST JOSEPH ASPIRIN ORAL TABLET DELAYED CE N2 (Not Covered): AL
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Prescription Drug Name

Drug Tier

Coverage Requirements and
Limits

ST JOSEPH LOW DOSE ORAL TABLET CHEWABLE 81
MG (aspirin)

CE

N2 (Not Covered); AL

VISCOSUPPLEMENTS

DUROLANE INTRA-ARTICULAR PREFILLED
SYRINGE 60 MG/3ML (sodium hyaluronate (viscosup))

PSP

PA; NPL; SP

EUFLEXXA INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 20 MG/2ML (sodium hyaluronate
(viscosup))

PSP

PA; NPL; SP

GEL-ONE INTRA-ARTICULAR PREFILLED SYRINGE
30 MG/3ML (cross-linked hyaluronate)

NPSP

PA; NPL; SP

GELSYN-3 INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 16.8 MG/2ML (sodium hyaluronate

(viscosup))

PSP

PA; NPL

GENVISC 850 INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 25 MG/2.5ML (sodium hyaluronate

(viscosup))

NPSP

PA; ST; SP

HYALGAN INTRA-ARTICULAR SOLUTION 20
MG/2ML (sodium hyaluronate (viscosup))

NPSP

PA; ST; NPL; SP

HYALGAN INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 20 MG/2ML (sodium hyaluronate

(viscosup))

NPSP

PA; ST; NPL; SP

HYMOVIS INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 24 MG/3ML (hyaluronan)

NPSP

PA; ST; NPL; SP

MONOVISC INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 88 MG/4ML (hyaluronan)

NPSP

PA; NPL; SP

ORTHOVISC INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 30 MG/2ML (hyaluronan)

NPSP

PA; NPL; SP

SUPARTZ FX INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 25 MG/2.5ML (sodium hyaluronate

(viscosup))

PSP

PA; SP

SYNVISC INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 16 MG/2ML (hylan)

NPSP

PA; ST; NPL; SP
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Coverage Requirements and

(tobramycin)

Prescription Drug Name Drug Tier Limits
SYNVISC ONE INTRA-ARTICULAR SOLUTION P )
PREFILLED SYRINGE 48 MG/6ML (hylan) NPSP - |PA; ST; NPL; SP
TRILURON INTRA-ARTICULAR SOLUTION
PREFILLED SYRINGE 20 MG/2ML (sodium hyaluronate NPSP  [PA; NPL; SP
(viscosup))
TRIVISC INTRA-ARTICULAR SOLUTION PREFILLED e )
SYRINGE 25 MG/2.5ML (sodium hyaluronate (viscosup)) NPSP PA; ST; NPL; SP
VISCO-3 INTRA-ARTICULAR SOLUTION PREFILLED . )
SYRINGE 25 MG/2.5ML (sodium hyaluronate (viscosup)) NPSP PA; NPL; SP
ANTI - INFECTIVES
ERYTHROMYCINS/MACROLIDES - DRUGS TO
TREAT INFECTIONS
E.E.S. 400 ORAL TABLET 400 MG (erythromycin G
ethylsuccinate)
ANTI-INFECTIVES - DRUGS TO TREAT INFECTIONS
ANTI-BACTERIALS - MISCELLANEOUS
ARI.KA.YCE )INH.ALATION SUSPENSION 590 MG/8.4ML NPSP  |PA: SP
(amikacin sulfate liposome)
BETHKIS INHALATION NEBULIZATION SOLUTION NPSP SPp
300 MG/4ML (tobramycin)
HUMATIN ORAL CAPSULE 250 MG (paromomycin
NPB
sulfate)
neomycin sulfate oral tablet 500 mg G
paromomycin sulfate oral capsule 250 mg G
sulfadiazine oral tablet 500 mg NPB
tinidazole oral tablet 250 mg, 500 mg G
TOBI INHALATION NEBULIZATION SOLUTION 300 NPSP SPp
MG/5ML (tobramycin)
TOBI PODHALER INHALATION CAPSULE 28 MG PSP SP; QL (224 capsules per 28

days)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

tobramycin inhalation nebulization solution 300 mgl4ml, 300
mg/5ml

ANTIFUNGALS - DRUGS TO TREAT FUNGAL
INFECTIONS

ANCOBON ORAL CAPSULE 250 MG, 500 MG
(flucytosine)

BREXAFEMME ORAL TABLET 150 MG (ibrexafungerp
citrate)

CRESEMBA ORAL CAPSULE 186 MG (isavuconazonium
sulfate)

DIFLUCAN ORAL SUSPENSION RECONSTITUTED 10
MG/ML, 40 MG/ML (fluconazole)

DIFLUCAN ORAL TABLET 100 MG, 150 MG, 200 MG,
50 MG (fluconazole)

fluconazole oral suspension reconstituted 10 mglml, 40 mglml

PSP Sp

NPB ST

NPB ST; QL (4 tablets per 7 days)

NPB

NPB

NPB

fluconazole oral tablet 100 mg, 150 mg, 200 mg, 50 mg

flucytosine oral capsule 250 mg, 500 mg

griseofulvin microsize oral suspension 125 mgl5ml

griseofulvin microsize oral tablet 500 mg

griseofulvin ultramicrosize oral tablet 125 mg, 250 mg

itraconazole oral capsule 100 mg

itraconazole oral solution 10 mg/ml

QA QI Qlaalaa

ketoconazole oral tablet 200 mg

LAMISIL ORAL TABLET 250 MG (terbinafine hcl) NPB

NOXAFIL ORAL SUSPENSION 40 MG/ML (posaconazole) NPB

NOXAFIL ORAL TABLET DELAYED RELEASE 100

MG (posaconazole) NPB

nystatin oral tablet 500000 unit G

posaconazole oral tablet delayed release 100 mg G
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Coverage Requirements and

RECONSTITUTED 75 MG (aztreonam lysine)

Prescription Drug Name Drug Tier Limits

SPORANOX ORAL CAPSULE 100 MG (itraconazole) NPB

SPORANOX ORAL SOLUTION 10 MG/ML (itraconazole) NPB

SPORANOX PULSEPAK ORAL CAPSULE 100 MG NPB

(itraconazole)

terbinafine hcl oral tablet 250 mg G

tolsura oral capsule 65 mg NPB

VFEND ORAL SUSPENSION RECONSTITUTED 40 NPB

MG/ML (voriconazole)

VFEND ORAL TABLET 200 MG, 50 MG (voriconazole) NPB

voriconazole oral suspension reconstituted 40 mglml G

voriconazole oral tablet 200 mg, 50 mg G

ANTI-INFECTIVES - MISCELLANEOUS

ﬁ%ﬁ/ﬁgf(;;}(})cgiﬁl{;;fBLET DELAYED RELEASE 194 NPB QL (12 tablets per 1 fill)
albendazole oral tablet 200 mg G QL (4 tablets per 1 Day)
ALBENZA ORAL TABLET 200 MG (albendazole) NPB QL (120 tablets per 30 days)
&Iégll\?LO(}liglgoignSiggNSION RECONSTITUTED 100 NPB #: QL (180 ml per 3 days)
ALINIA ORAL TABLET 500 MG (nitazoxanide) NPB QL (6 tablets per 3 days)
BACTRIM DS ORAL TABLET 800-160 MG

(sulfamethoxazole-trimethoprim) NPB

BACTRIM ORAL TABLET 400-80 MG (sulfamethoxazole- NPB

trimethoprim)

benznidazole oral tablet 100 mg NPB gz;)QL (2 tablets per 1
benznidazole oral tablet 12.5 mg NPB gz;)QL (6 tablets per 1
BILTRICIDE ORAL TABLET 600 MG (praziguantel) NPB

CAYSTON INHALATION SOLUTION NPSP #; SP; QL (84 ml per 56

days)
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Prescription Drug Name Drug Tier Limits

CLEOCIN ORAL CAPSULE 150 MG, 300 MG (clindamycin

hel) NPB

CLEOCIN ORAL SOLUTION RECONSTITUTED 75 NPB

MG/SML (clindamycin palmitate hcl)

clindamycin hel oral capsule 150 mg, 300 mg, 75 mg G

clindamycin palmitate hcl oral solution reconstituted 75 mgl5ml G

dapsone oral tablet 100 mg, 25 mg G

DARAPRIM ORAL TABLET 25 MG (pyrimethamine) PB

Snl\;[;ig]icl;l:([) l%RAL TABLET CHEWABLE 100 MG NPB QL (6 tablets per 3 days)
FIRVANQ ORAL SOLUTION RECONSTITUTED 25 NPB

MG/ML (vancomycin hcl)

FLAGYL ORAL TABLET 500 MG (metronidazole) NPB

HIPREX ORAL TABLET 1 GM (methenamine hippurate) NPB

IMPAVIDO ORAL CAPSULE 50 MG (miltefosine) NPB gﬁ)ﬁ;gL (84 capsules per
ivermectin oral tablet 3 mg G

LAMPIT ORAL TABLET 120 MG, 30 MG (nifurtimox) NPB

linezolid oral suspension reconstituted 100 mgl/5ml G

linezolid oral tablet 600 mg G

MACROBID ORAL CAPSULE 100 MG (nitrofurantoin NPB

monohyd macro)

MACRODANTIN ORAL CAPSULE 100 MG, 25 MG, 50 NPB

MG (nitrofurantoin macrocrystal)

MEPRON ORAL SUSPENSION 750 MG/SML (atovaquone) NPB

methenamine hippurate oral tablet 1 gm G

Q

methenamine mandelate oral tablet 1 gm

metronidazole oral tablet 250 mg, 500 mg G
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NEBUPENT INHALATION SOLUTION PB

RECONSTITUTED 300 MG (pentamidine isethionate)

nitazoxanide oral tablet 500 mg G QL (6 tablets per 3 days)
nitrofurantoin macrocrystal oral capsule 100 mg, 50 mg G

nitrofurantoin monohyd macro oral capsule 100 mg G

nitrofurantoin oral suspension 25 mgl5ml G

pentamidine isethionate inhalation solution reconstituted 300 mg G

praziquantel oral tablet 600 mg G

PRIMSOL ORAL SOLUTION 50 MG/5ML (trimethoprim NPB

hel)

pyrimethamine oral tablet 25 mg G

SIVEXTRO ORAL TABLET 200 MG (tedizolid phosphate) NPB QL (6 tablets per 1 fill)
SOLOSEC ORAL PACKET 2 GM (secnidazole) NPB ST; QL (1 packet per 1 fill)
STROMECTOL ORAL TABLET 3 MG (ivermectin) NPB
sulfamethoxazole-trimethoprim oral suspension 200-40 mg/5ml G
sulfamethoxazole-trimethoprim oral tablet 400-80 mg, 800-160 G

mg

sulfamethoxazole-trimethoprim (Sulfatrim Pediatric Oral G

Suspension 200-40 Mg/5M1)

trimethoprim oral tablet 100 mg G

VANCOCIN HCL ORAL CAPSULE 125 MG (vancomycin

hel) NPB

VANCOCIN ORAL CAPSULE 250 MG (vancomycin hcl) NPB

vancomycin hcl oral capsule 125 mg, 250 mg G

XENLETA ORAL TABLET 600 MG (lefamulin acetate) NPB QL (10 tablets per 1 fill)
XIFAXAN ORAL TABLET 200 MG (rifaximin) NPB QL (9 tab per 30 Days)
XIFAXAN ORAL TABLET 550 MG (rifaximin) PB PA; QL (3 tablets per 1 day)
ZYVOX ORAL SUSPENSION RECONSTITUTED 100 NPB
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Prescription Drug Name Drug Tier Limits

ZYVOX ORAL TABLET 600 MG (linezolid) NPB

ANTIMALARIALS - DRUGS TO TREAT MALARIA

ARAKODA ORAL TABLET 100 MG (tafenoquine NPB

succinate)

atovaquone-proguanil hcl oral tablet 250-100 mg, 62.5-25 mg G

chloroquine phosphate oral tablet 250 mg, 500 mg G

COARTEM ORAL TABLET 20-120 MG (artemether-

lumefantrine) NPB

KRINTAFEL ORAL TABLET 150 MG (tafenoquine NPB

succinate)

MALARONE ORAL TABLET 250-100 MG, 62.5-25 MG NPB

(atovaquone-proguanil hcl)

mefloquine hcl oral tablet 250 mg G

primaquine phosphate oral tablet 26.3 (15 base) mg NPB

QUALAQUIN ORAL CAPSULE 324 MG (quinine sulfate) NPB

quinine sulfate oral capsule 324 mg G

ANTIRETROVIRAL AGENTS - DRUGS TO SUPPRESS

HIV/AIDS INFECTION

abacavir sulfate oral solution 20 mglml G QL (4 bottles per 30 days)
abacavir sulfate oral tablet 300 mg G QL (2 tablets per 1 day)
APTIVUS ORAL CAPSULE 250 MG (tipranavir) NPB #; QL (4 capsules per 1 day)
atazanavir sulfate oral capsule 150 mg, 300 mg G QL (1 capsule per 1 day)
atazanavir sulfate oral capsule 200 mg G QL (2 capsules per 1 day)
CRIXIVAN ORAL CAPSULE 400 MG (indinavir sulfate) NPB #; QL (6 capsules per 1 day)
EDURANT ORAL TABLET 25 MG (rilpivirine hel) NPB ?gfngB); QL (1 tablet per
efavirenz oral capsule 200 mg, 50 mg G QL (3 capsules per 1 day)
efavirenz oral tablet 600 mg G QL (1 tablet per 1 day)
emtricitabine oral capsule 200 mg G QL (1 capsule per 1 day)
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Prescription Drug Name Drug Tier Limits

EMTRIVA ORAL CAPSULE 200 MG (emtricitabine) PB QL (1 capsule per 1 day)
EMTRIVA ORAL SOLUTION 10 MG/ML (emtricitabine) PB #; QL (4 bottles per 30 days)
etravirine oral tablet 100 mg G QL (4 tablets per 1 day)
etravirine oral tablet 200 mg G QL (2 tablets per 1 day)
fosamprenavir calcium oral tablet 700 mg G QL (4 tablets per 1 day)
FUZEON SUBCUTANEOUS SOLUTION NPSP PA; #; SP; QL (2 vials per 1
RECONSTITUTED 90 MG (enfuvirtide) day)

INTELENCE ORAL TABLET 100 MG, 25 MG (etravirine) NPB #; QL (4 tablets per 1 day)
INTELENCE ORAL TABLET 200 MG (etravirine) NPB #; QL (2 tablets per 1 day)
INVIRASE ORAL TABLET 500 MG (saquinavir mesylate) NPB QL (4 tablets per 1 day)
;iiig;gss HD ORAL TABLET 600 MG (raltegravir PB QL (2 tablets per 1 Day)
;i]ili'fligss ORAL PACKET 100 MG (raltegravir PB QL (2 packets per 1 day)
;i];i’fbigss ORAL TABLET 400 MG (raltegravir PB QL (4 tablets per 1 day)
ﬁgl\gfcgtfgsri :l)rl;?tl;sz;:n]i)LET CHEWABLE 100 MG, 25 PB QL (6 tablets per 1 day)
lamivudine oral solution 10 mglml G QL (4 bottles per 30 days)
lamivudine oral tablet 150 mg G QL (2 tablets per 1 day)
lamivudine oral tablet 300 mg G QL (1 tablet per 1 day)
?CSC)Z(L{H\;;A ORAL SUSPENSION 50 MG/ML (fosamprenavir NPB #: QL (8 bottles per 30 days)
LEXIVA ORAL TABLET 700 MG (fosamprenavir calcium) NPB QL (4 tablets per 1 day)
nevirapine er oral tablet extended release 24 hour 100 mg G QL (3 tablets per 1 day)
nevirapine er oral tablet extended release 24 hour 400 mg G QL (1 tablet per 1 day)
nevirapine oral suspension 50 mgl5ml G QL (5 bottles per 30 days)
nevirapine oral tablet 200 mg G QL (2 tablets per 1 day)
NORVIR ORAL PACKET 100 MG (ritonavir) PB QL (12 packets per 1 day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

NORVIR ORAL SOLUTION 80 MG/ML (ritonavir) PB #; QL (2 bottles per 30 days)
NORVIR ORAL TABLET 100 MG (ritonavir) NPB QL (12 tablets per 1 day)
PIFELTRO ORAL TABLET 100 MG (doravirine) NPB QL (1 tablet per 1 day)
Z]Zf}ig;? ORAL SUSPENSION 100 MG/ML (darunavir PB QL (2 bottles per 30 days)
PREZISTA ORAL TABLET 150 MG (darunavir ethanolate) PB #; QL (6 tablets per 1 day)
PREZISTA ORAL TABLET 600 MG (darunavir ethanolate) PB #; QL (2 tablets per 1 day)
PREZISTA ORAL TABLET 75 MG (darunavir ethanolate) PB #; QL (10 tablets per 1 day)
PREZISTA ORAL TABLET 800 MG (darunavir ethanolate) PB #; QL (1 tablet per 1 day)
RETROVIR ORAL CAPSULE 100 MG (zidovudine) NPB QL (6 capsules per 1 day)
RETROVIR ORAL SYRUP 50 MG/5ML (zidovudine) NPB QL (8 bottles per 30 days)
i};ZgTAZ ORAL CAPSULE 150 MG, 300 MG (atazanavir NPB QL (1 capsule per 1 day)
REYATAZ ORAL CAPSULE 200 MG (atazanavir sulfate) NPB QL (2 capsules per 1 day)
REYATAZ ORAL PACKET 50 MG (atazanavir sulfate) PB #; QL (6 packets per 1 day)
ritonavir oral tablet 100 mg G QL (12 tablets per 1 day)
RUKQRIA ORAL TABLETEXTENDEDRELEASE | g |o1 e
SELZENTRY ORAL SOLUTION 20 MG/ML (maraviroc) NPB QL (8 bottles per 1 month)
SELZENTRY ORAL TABLET 150 MG (maraviroc) NPB #; QL (2 tablets per 1 day)
SELZENTRY ORAL TABLET 25 MG (maraviroc) NPB #; QL (8 tablets per 1 Day)
SELZENTRY ORAL TABLET 300 MG (maraviroc) NPB #; QL (4 tablets per 1 day)
SELZENTRY ORAL TABLET 75 MG (maraviroc) NPB #; QL (2 tablets per 1 Day)
stavudine oral capsule 15 mg, 20 mg, 30 mg, 40 mg G QL (2 capsules per 1 day)
SUSTIVA ORAL CAPSULE 200 MG, 50 MG (efavirenz) NPB QL (3 capsules per 1 day)
SUSTIVA ORAL TABLET 600 MG (efavirenz) NPB QL (1 tablet per 1 day)
tenofovir disoproxil fumarate oral tablet 300 mg G QL (1 tablet per 1 day)
TIVICAY ORAL TABLET 10 MG (dolutegravir sodium) PB QL (8 tablets per 1 day)
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Coverage Requirements and

emtricitab-tenofov)

Prescription Drug Name Drug Tier Limits
TIYICAY ORAL TABLET 25 MG, 50 MG (dolutegravir PB QL (2 tablets per 1 day)
sodium)
TIVICAY PD ORAL TABLET SOLUBLE 5 MG
(dolutegravir sodium) PB QL (12 tablets per I day)
TYBOST ORAL TABLET 150 MG (cobicistat) NPB ?gfngB); QL (I tablet per
VIRACEPT ORAL TABLET 250 MG (nelfinavir mesylate) NPB QL (10 tablets per 1 day)
VIRACEPT ORAL TABLET 625 MG (nelfinavir mesylate) NPB QL (4 tablets per 1 day)
VIRAMUNE ORAL SUSPENSION 50 MG/5SML NPB QL (5 bottles per 30 days)
(nevirapine)
VIRAMUNE XR ORAL TABLET EXTENDED RELEASE
24 HOUR 400 MG (nevirapine) NPB QL (1 tablet per 1 day)
VIREAD ORAL POWDER 40 MG/GM (tenofovir disoproxil PB #: QL (4 bottles per 30 days)
fumarate)
VIREAD ORAL TABLET 150 MG, 200 MG, 250 MG )
(tenofovir disoproxil fumarate) PB # QL (1 tablet per 1 day)
VIREAD ORAL TABLET 300 MG (tenofovir disoproxil NPB QL (1 tablet per 1 day)
fumarate)
zidovudine oral capsule 100 mg G QL (6 capsules per 1 day)
zidovudine oral syrup 50 mg/5ml G QL (8 bottles per 30 days)
zidovudine oral tablet 300 mg G QL (2 tablets per 1 day)
ANTIRETROVIRAL COMBINATION AGENTS - DRUGS
TO SUPPRESS HIV/AIDS INFECTION
abacavir sulfate-lamivudine oral tablet 600-300 mg G QL (1 tablet per 1 day)
abacavir-lamivudine-zidovudine oral tablet 300-150-300 mg G QL (2 tablets per 1 day)
ATRIPLA ORAL TABLET 600-200-300 MG (efavirenz- NPB QL (1 tablet per 1 day)
emtricitab-tenofovir)
BIKTARVY ORAL TABLET 50-200-25 MG (bictegravir- PB QL (1 tablet per 1 day)
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CIMDUO ORAL TABLET 300-300 MG (lamivudine- NPB QL (1 tablet per 1 Day)
tenofovir)

COMPLERA QRAL TABLET 200-25-300 MG (emtricitab- PB QL (1 tablet per 1 day)
rilpivir-tenofovir)

DELSTRIGO ORAL TABLET 100-300-300 MG (doravirin- ‘

lamivudin-tenofov df) NPB ST; QL (1 tablet per 1 Day)
DESCQVY ORAL TABLET 200-25 MG (emtricitabine- NPB QL (1 tablet per 1 Day)
tenofovir af)

DOYATO ORAL TABLET 50-300 MG (dolutegravir- PB QL (1 tablet per 1 day)
lamivudine)

efavirenz-emtricitab-tenofovir oral tablet 600-200-300 mg G QL (1 tablet per 1 day)
efavirenz-lamivudine-tenofovir oral tablet 400-300-300 mg, 600-

300-300 mg G QL (1 tablet per 1 day)
emtricitabine-tenofovir df oral tablet 100-150 mg, 133-200 mg,

167-250 mg G QL (1 TABLET per 1 Day)
emtricitabine-tenofovir df oral tablet 200-300 mg G QL (1 tablet per 1 day)
EPZICQM ORAL TABLET 600-300 MG (abacavir sulfate- NPB QL (1 tablet per 1 day)
lamivudine)

EVOTAZ ORAL TABLET 300-150 MG (atazanavir- NPB UF9 (PB); QL (1 tablet per
cobicistat) 1 day)

GENVOY'A' ORAL TABLET 150-150-200-10 MG (elviteg- NPB ST: QL (1 tablet per 1 day)
cobic-emtricit-tenofaf)

JULUCA ORAL TABLET 50-25 MG (dolutegravir- NPB ST: QL (1 tablet per 1 day)
rilpivirine)

KALETRA ORAL SOLUTION 400-100 MG/SML NPB QL (3 bottles per 30 days)
(lopinavir-ritonavir)

KALETRA ORAL TABLET 100-25 MG (lopinavir-ritonavir) NPB #; QL (8 tablets per 1 day)
KALETRA ORAL TABLET 200-50 MG (lopinavir-ritonavir) NPB #; QL (4 tablets per 1 day)
lamivudine-zidovudine oral tablet 150-300 mg G QL (2 tablets per 1 day)
lopinavir-ritonavir oral solution 400-100 mg/5ml G QL (3 bottles per 30 days)
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lopinavir-ritonavir oral tablet 100-25 mg G QL (8 tablets per 1 day)
lopinavir-ritonavir oral tablet 200-50 mg G QL (4 tablets per 1 day)
QD?FSEY ORAL TABLET 200-25-25 MG (emtricitab- NPB QL (1 tablet per 1 Day)
rilpivir-tenofov af)

PREZCOBIX ORAL TABLET 800-150 MG (darunavir- PB QL (1 tablet per 1 day)
cobicistat)

STRIBILD ORAL TABLET 150-150-200-300 MG (elviteg- .
cobic-emtricit-tenofdf) NPB ST; QL (1 tablet per 1 day)
SYMFI'LO ORAL TABLET 400-300-300 MG (efavirenz- NPB QL (1 tablet per 1 day)
lamivudine-tenofovir)

SYMFI.ORAL TABLET 600-300-300 MG (efavirenz- NPB QL (1 tablet per 1 day)
lamivudine-tenofovir)

SYMTUZ.A‘ORAL TABLET 800-150-200-10 MG (darun- PB QL (1 tablet per 1 day)
cobic-emtricit-tenofaf)

TEMIXYS ORAL TABLET 300-300 MG (lamivudine- NPB QL (1 tablet per 1 day)
tenofovir)

TRIUMEQ ORAL TABLET 600-50-300 MG (abacavir- PB QL (1 tablet per 1 day)
dolutegravir-lamivud)

TRIZIVIR ORAL TABLET 300-150-300 MG (abacavir-

lamivudine-zidovudine) NPB QL (2 tablets per 1 day)
TRUVADA ORAL TABLET 100-150 MG, 133-200 MG,

167-250 M@, 200-300 MG (emtricitabine-tenofovir df) NPB QL (1 tablet per I day)
ANTITUBERCULAR AGENTS - DRUGS TO TREAT

TUBERCULOSIS

ethambutol hcl oral tablet 100 mg, 400 mg G

isoniazid oral tablet 100 mg, 300 mg G

MYAMBUTOL ORAL TABLET 400 MG (ethambutol hcl) NPB

PASER ORAL PACKET 4 GM (aminosalicylic acid) NPB

pretomanid oral tablet 200 mg NPB PA; QL (1 tablet per 1 day)
PRIFTIN ORAL TABLET 150 MG (rifapentine) NPB UF9 (PB)
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pyrazinamide oral tablet 500 mg G

rifabutin oral capsule 150 mg G

rifampin oral capsule 150 mg, 300 mg G
;Jnl:;l;gtl;o ORAL TABLET 100 MG, 20 MG (bedaquiline NPSP PA: SP

TRECATOR ORAL TABLET 250 MG (ethionamide) NPB

ANTIVIRALS - DRUGS TO TREAT VIRAL INFECTIONS

acyclovir oral capsule 200 mg G

acyclovir oral suspension 200 mgl/5ml G

acyclovir oral tablet 400 mg, 800 mg G

adefovir dipivoxil oral tablet 10 mg G SP

BARACLUDE ORAL SOLUTION 0.05 MG/ML (entecavir) PSP g:;)sp; QL (21 ML per 1
BARACLUDE ORAL TABLET 0.5 MG, 1 MG (entecavir) NPSP SP

cidofovir intravenous solution 75 mglml PSP SP

diclofenac sodium external gel 3 % G E:‘y;s?L (100 GM per 30
entecavir oral tablet 0.5 mg, 1 mg G SP; QL (1 tablet per 1 day)
EPIVIR HBV ORAL SOLUTION 5 MG/ML (lamivudine) PB #

EPIVIR HBV ORAL TABLET 100 MG (lamivudine) NPB

famciclovir oral tablet 125 mg, 250 mg G QL (60 tab per 30 Days)
famciclovir oral tablet 500 mg G QL (21 tab per 30 Days)
favipiravir oral tablet 200 mg NPB

foscarnet sodium intravenous solution 6000 mg/250ml PSP SP

HEPSERA ORAL TABLET 10 MG (adefovir dipivoxil) NPSP SP

lamivudine oral tablet 100 mg G

oseltamivir phosphate oral capsule 30 mg G QL (40 capsules per 90 days)
oseltamivir phosphate oral capsule 45 mg, 75 mg G QL (20 capsules per 90 days)
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oseltamivir phosphate oral suspension reconstituted 6 mglml G QL (360 ML per 90 days)
SP; QL (1 tablet per day,

PREVYMIS ORAL TABLET 240 MG, 480 MG (letermovir) NPSP maximum 112 tablets per 1
year)

RELENZA DISKHALER INHALATION AEROSOL

POWDER BREATH ACTIVATED 5 MG/BLISTER NPB QL (2 inhalers per 90 days)

(zanamivir)

ribavirin inhalation solution reconstituted 6 gm G

rimantadine hcl oral tablet 100 mg G

SITAVIG BUCCAL TABLET 50 MG (acyclovir) NPB ST

SYNAGIS INTRAMUSCULAR SOLUTION 100 MG/ML, ) )

50 MG/0.5ML (palivizumab) PSP PA; NPL; SP

TAMIFLU ORAL CAPSULE 30 MG, 45 MG, 75 MG NPB QL (20 capsules per 365

(oseltamivir phosphate) days)

TAMIFLU ORAL SUSPENSION RECONSTITUTED 6

MG/ML (oseltamivir phosphate) NPB QL (360 ML per 90 days)

valacyclovir hel oral tablet 1 gm, 500 mg G

VALCYTE ORAL SOLUTION RECONSTITUTED 50 NPSP PA; SP; QL (1000 mls per 30

MG/ML (valganciclovir hcl) days)

VALCYTE ORAL TABLET 450 MG (valganciclovir hel) NPSP g?&:;;)QL (120 tablets per

valganciclovir hel oral solution reconstituted 50 mglml G PA; SP; QL (1000 milliliters
per 30 days)

valganciclovir hcl oral tablet 450 mg G PA; SP; QL (120 tablets per
30 days)

VALTREX ORAL TABLET 1 GM, 500 MG (valacyclovir NPB ST

hel)

VEMLIDY ORAL TABLET 25 MG (tenofovir alafenamide PSP PA; SP; QL (1 tablet per 1

fumarate) day)

XERESE EXTERNAL CREAM 5-1 % (acyclovir- NPB "
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

XOFLUZA (40 MG DOSE) ORAL TABLET THERAPY

PACK 1 X 40 MG, 2 X 20 MG (baloxavir marboxil) NPB QL (4 tablets per 90 days)

XOFLUZA (80 MG DOSE) ORAL TABLET THERAPY

PACK 1 X 80 MG (baloxavir marboxil) NPB QL (2 tablets per 90 days)

XOFLUZA (80 MG DOSE) ORAL TABLET THERAPY

PACK 2 X 40 MG (baloxavir marboxil) NPB QL (4 tablets per 90 days)

ZOVIRAX ORAL SUSPENSION 200 MG/5ML (acyclovir) NPB

CEPHALOSPORINS - DRUGS TO TREAT INFECTIONS

Z
g
>

cefaclor er oral tablet extended release 12 hour 500 mg

cefaclor oral capsule 250 mg, 500 mg

cefaclor oral suspension reconstituted 125 mgl5Sml, 250 mg/5ml,
375 mgl5ml

cefadroxil oral capsule 500 mg

cefadroxil oral suspension reconstituted 250 mg/5ml, 500
mglSml

cefadroxil oral tablet 1 gm

cefdinir oral capsule 300 mg

cefdinir oral suspension reconstituted 125 mgl5ml, 250 mg/5ml

cefixime oral capsule 400 mg

cefixime oral suspension reconstituted 100 mgl/5ml, 200 mg/5ml

cefpodoxime proxetil oral suspension reconstituted 100 mg/5ml,
50 mgl5ml

cefpodoxime proxetil oral tablet 100 mg, 200 mg

cefprozil oral suspension reconstituted 125 mgl5Sml, 250 mg/5ml

cefprozil oral tablet 250 mg, 500 mg

cefuroxime axetil oral tablet 250 mg, 500 mg

cephalexin oral capsule 250 mg, 500 mg, 750 mg

Q QA @ |alaaadal @@ a|a

cephalexin oral suspension reconstituted 125 mg/5ml, 250
mglSml
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Prescription Drug Name

Drug Tier

Coverage Requirements and
Limits

cephalexin oral tablet 250 mg, 500 mg

KEFLEX ORAL CAPSULE 750 MG (cephalexin)

NPB

SUPRAX ORAL CAPSULE 400 MG (cefixime)

NPB

SUPRAX ORAL SUSPENSION RECONSTITUTED 100
MG/5ML, 200 MG/5ML, 500 MG/SML (cefixime)

NPB

(cefixime)

SUPRAX ORAL TABLET CHEWABLE 100 MG, 200 MG

NPB

ERYTHROMY CINS/MACROLIDES - DRUGS TO
TREAT INFECTIONS

azithromycin oral packet 1 gm

azithromycin oral suspension reconstituted 100 mg/5ml, 200
mg/5ml

azithromycin oral tablet 250 mg, 500 mg, 600 mg

clarithromycin er oral tablet extended release 24 hour 500 mg

clarithromycin oral suspension reconstituted 125 mgl5ml, 250
mg/5ml

clarithromycin oral tablet 250 mg, 500 mg

Q Q |Qa @ |a

DIFICID ORAL SUSPENSION RECONSTITUTED 40
MG/ML (fidaxomicin)

DIFICID ORAL TABLET 200 MG (fidaxomicin)

NPB

QL (20 tab per 30 Days)

E.E.S. GRANULES ORAL SUSPENSION
RECONSTITUTED 200 MG/5ML (erythromycin
ethylsuccinate)

NPB

ERYPED 200 ORAL SUSPENSION RECONSTITUTED
200 MG/SML (erythromycin ethylsuccinate)

NPB

ERYPED 400 ORAL SUSPENSION RECONSTITUTED
400 MG/5SML (erythromycin ethylsuccinate)

NPB

Mg, 333 Mg, 500 Mg)

erythromycin base (Ery-Tab Oral Tablet Delayed Release 250
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
ERYTHROCIN STEARATE ORAL TABLET 250 MG G
(erythromycin stearate)
erythromycin base oral capsule delayed release particles 250 mg G
erythromycin base oral tablet 250 mg, 500 mg G
erythromycin ethylsuccinate oral suspension reconstituted 400 G
mglSml
erythromycin ethylsuccinate oral tablet 400 mg G
erythromycin stearate oral tablet 250 mg G
ZITHROMAX ORAL PACKET 1 GM (azithromycin) NPB
ZITHROMAX ORAL SUSPENSION RECONSTITUTED NPB
100 MG/5ML, 200 MG/SML (azithromycin)
ZITHROMAX ORAL TABLET 250 MG, 500 MG NPB
(azithromycin)
ZITHROMAX TRI-PAK ORAL TABLET 500 MG NPB
(azithromycin)
ZITHROMAX Z-PAK ORAL TABLET 250 MG NPB
(azithromycin)
FLUOROQUINOLONES - DRUGS TO TREAT
INFECTIONS
BAXDELA ORAL TABLET 450 MG (delafloxacin NPB PA: QL (28 tablets per 1 fill)
meglumine)
CIPRO ORAL SUSPENSION RECONSTITUTED 250 NPB
MG/5ML (5%), 500 MG/5SML (10%) (ciprofloxacin)
CIPRO ORAL TABLET 250 MG, 500 MG (ciprofloxacin hcl) NPB
ciprofloxacin hcl oral tablet 100 mg, 250 mg, 500 mg, 750 mg G
LEVAQUIN ORAL TABLET 250 MG, 500 MG, 750 MG

. NPB
(levofloxacin)
levofloxacin oral solution 25 mglml G
levofloxacin oral tablet 250 mg, 500 mg, 750 mg G
moxifloxacin hcl oral tablet 400 mg G
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Coverage Requirements and

75-50 &250 MG (ombitas-paritapre-ritona-dasab)

Prescription Drug Name Drug Tier Limits

ofloxacin oral tablet 300 mg, 400 mg G

HEPATITIS C

EPCLUSA ORAL TABLET 200-50 MG, 400-100 MG PA; IBC (Preferred for all

(sofosbuvir-velpatasvir) PSP genotypes); NPL; SP; QL (1
tablet per 1 day)

HARVONI ORAL PACKET 33.75-150 MG, 45-200 MG PA; NPL; SP; QL (1 packet

. . . PSP

(ledipasvir-sofosbuvir) per 1 day)

HARVONI ORAL TABLET 45-200 MG (ledipasvir- PA; IBC (Preferred for

sofosbuvir) PSP genotypes 1,4,5,6); NPL; SP;
QL (1 tablet per 1 day)

HARVONI ORAL TABLET 90-400 MG (ledipasvir- PSP PA; IBC (Preferred for

sofosbuvir) genotypes 1,4,5,6); NPL; SP

ledipasvir-sofosbuvir oral tablet 90-400 mg PSP PA; NPL; SP

MAVYRET ORAL TABLET 100-40 MG (glecaprevir- PA; ST; NPL; SP; QL (3

. : NPSP

pibrentasvir) tablets per 1 day)

PEGASYS SUBCUTANEOUS SOLUTION 180 PSP PA: SP

MCG/0.5ML, 180 MCG/ML (peginterferon alfa-2a) ’

ribavirin oral capsule 200 mg G SP

ribavirin oral tablet 200 mg G SP

sofosbuvir-velpatasvir oral tablet 400-100 mg PSP PA; NPL; SP; QL (I tablet
per 1 day)

SOVALDI ORAL PACKET 150 MG, 200 MG (sofosbuvir) Npsp | PAs ST NPL: SPL QL (1
packet per 1 day)

SOVALDI ORAL TABLET 200 MG (sofosbuvir) npsp DA ST NPL;SP, QL (1
tablet per 1 day)

SOVALDI ORAL TABLET 400 MG (sofosbuvir) Npsp | PA; ST; NPL; SP; QL (28
days maximum per 1 fill)

VIEKIRA PAK ORAL TABLET THERAPY PACK 12.5- NPSP PA: ST: NPL: SP
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

PA; IBC (Preferred for all
PSP genotypes); NPL; SP; QL (1
tablet per 1 Day)

VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv-
velpatasv-voxilaprev)

ZEPATIER ORAL TABLET 50-100 MG (elbasvir- PA; ST; NPL; SP; QL (1
. NPSP
grazoprevir) tablet per 1 Day)

PENICILLINS - DRUGS TO TREAT INFECTIONS

amoxicillin oral capsule 250 mg, 500 mg

amoxicillin oral suspension reconstituted 125 mg/5ml, 200
mgl5Sml, 250 mgl5Sml, 400 mg/5ml

amoxicillin oral tablet 500 mg, 875 mg

amoxicillin-pot clavulanate er oral tablet extended release 12
hour 1000-62.5 mg

Q|Q @ |a

amoxicillin-pot clavulanate oral suspension reconstituted 200-
28.5 mglSml, 250-62.5 mgl5Sml, 400-57 mgl5ml, 600-42.9
mglSml

Q

amoxicillin-pot clavulanate oral tablet 250-125 mg, 500-125 mg,
875-125 mg

amoxicillin-pot clavulanate oral tablet chewable 200-28.5 mg,
400-57 mg

ampicillin oral capsule 500 mg G

AUGMENTIN ES-600 ORAL SUSPENSION
RECONSTITUTED 600-42.9 MG/SML (amoxicillin-pot NPB
clavulanate)

AUGMENTIN ORAL SUSPENSION RECONSTITUTED

125-31.25 MG/5SML (amoxicillin-pot clavulanate) PB

AUGMENTIN ORAL SUSPENSION RECONSTITUTED

250-62.5 MG/5SML (amoxicillin-pot clavulanate) NPB

AUGMENTIN ORAL TABLET 500-125 MG (amoxicillin-

pot clavulanate) NPB

dicloxacillin sodium oral capsule 250 mg, 500 mg G
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Coverage Requirements and

115 mg, 135 mg, 45 mg, 55 mg, 65 mg, 80 mg, 90 mg

Prescription Drug Name Drug Tier Limits
penicillin v potassium oral solution reconstituted 125 mg/5mil,

G
250 mgl5ml
penicillin v potassium oral tablet 250 mg, 500 mg G
TETRACYCLINES - DRUGS TO TREAT INFECTIONS
ACTICLATE ORAL TABLET 150 MG, 75 MG (doxycycline NPB
hyclate)
avidoxy oral tablet 100 mg G
minocycline hel (Coremino Oral Tablet Extended Release 24 G
Hour 135 Mg, 45 Mg, 90 Mg)
demeclocycline hcl oral tablet 150 mg, 300 mg G
DORYX MPC ORAL TABLET DELAYED RELEASE 120

. NPB #

MG (doxycycline hyclate)
DORYX ORAL TABLET DELAYED RELEASE 200 MG, NPB
50 MG (doxycycline hyclate)
doxycycline hyclate oral capsule 100 mg, 50 mg G
doxycycline hyclate oral tablet 100 mg, 150 mg, 20 mg, 50 mg, G
75 mg
doxycycline hyclate oral tablet delayed release 100 mg, 150 mg, G
200 mg, 50 mg, 75 mg
doxycycline monohydrate oral capsule 100 mg, 150 mg, 50 mg G
doxycycline monohydrate oral capsule 75 mg G QL (2 capsules per 1 day)
doxycycline monohydrate oral suspension reconstituted 25 G
mglSml
doxycycline monohydrate oral tablet 100 mg, 150 mg, 50 mg, 75 G
mg
MINOCIN ORAL CAPSULE 100 MG (minocycline hcl) NPB
minocycline hcl er oral capsule extended release 24 hour 135 mg, G
45 mg, 90 mg
minocycline hcl er oral tablet extended release 24 hour 105 mg, G
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Coverage Requirements and

(lomustine)

Prescription Drug Name Drug Tier Limits
minocycline hcl oral capsule 100 mg, 50 mg, 75 mg G
minocycline hcl oral tablet 100 mg, 50 mg, 75 mg G
MINOLIRA ORAL TABLET EXTENDED RELEASE 24 NPB ST
HOUR 105 MG, 135 MG (minocycline hcl)
morgidox oral capsule 100 mg G
NUZYRA ORAL TABLET 150 MG (omadacycline tosylate) NPB PA; QL (2 tablets per 1 day)
SEYSARA ORAL TABLET 100 MG, 150 MG, 60 MG
: NPB ST
(sarecycline hcl)
SOLODYN ORAL TABLET EXTENDED RELEASE 24
HOUR 105 MG, 115 MG, 55 MG, 65 MG, 80 MG NPB
(minocycline hcl)
doxycycline hyclate (Targadox Oral Tablet 50 Mg) NPB
tetracycline hel oral capsule 250 mg, 500 mg G
VIBRAMYCIN ORAL CAPSULE 100 MG (doxycycline NPB
hyclate)
VIBRAMYCIN ORAL SUSPENSION RECONSTITUTED NPB
25 MG/SML (doxycycline monohydrate)
VIBRAMYCIN ORAL SYRUP 50 MG/5ML (doxycycline NPB
calcium)
XIMINO ORAL CAPSULE EXTENDED RELEASE 24 NPB ST
HOUR 135 MG, 45 MG, 90 MG (minocycline hcl)
ANTINEOPLASTIC AGENTS - DRUGS TO TREAT
CANCER
ALKYLATING AGENTS - CHEMOTHERAPY DRUGS
ALKERAN ORAL TABLET 2 MG (melphalan) CE ST; N2 (PB)
cyclophosphamide oral capsule 25 mg, 50 mg CE N2 (G)
EMCYT ORAL CAPSULE 140 MG (estramustine phosphate CE N2 (PB)
sodium)
GLEOSTINE ORAL CAPSULE 10 MG, 100 MG, 40 MG CE PA: N2 (NPB)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
LEUKERAN ORAL TABLET 2 MG (chlorambucil) CE N2 (PB)
melphalan oral tablet 2 mg CE N2 (G)
MYLERAN ORAL TABLET 2 MG (busulfan) CE N2 (PB)
TEMODAR ORAL CAPSULE 100 MG, 140 MG, 180 MG, CE PA; ST; SP; N2 (NPSP); QL
250 MG (temozolomide) (30 days maximum per 1 fill)
temozolomide oral capsule 100 mg, 140 mg, 180 mg, 20 mg, 250 CE PA; SP; N2 (G); QL (30
mg, 5 mg days maximum per 1 fill)
ANTIMETABOLITES - CHEMOTHERAPY DRUGS

ey PA; SP; N2 (G); QL (4
capecitabine oral tablet 150 mg CE tablets per 1 day)

o PA; SP; N2 (G); QL (10
capecitabine oral tablet 500 mg CE tablets per 1 day)
mercaptopurine oral tablet 50 mg CE N2 (G)
methotrexate oral tablet 2.5 mg CE N2 (G)
methotrexate sodium oral tablet 2.5 mg CE N2 (G)

ONUREG ORAL TABLET 200 MG, 300 MG (azacitidine) CE N2 (NPSP)
PURIXAN QRAL SUSPENSION 2000 MG/100ML CE PA: ST: #: SP: N2 (NPSP)
(mercaptopurine)
TABLOID ORAL TABLET 40 MG (thioguanine) CE N2 (PB)
TREXALL ORAL TABLET 10 MG, 15 MG, 5 MG, 7.5 MG CE N2 (NPB)
(methotrexate sodium)
XATMEP ORAL SOLUTION 2.5 MG/ML (methotrexate) CE PA; N2 (NPB)

o PA; ST; SP; N2 (NPSP); QL
XELODA ORAL TABLET 150 MG (capecitabine) CE (4 tablets per 1 day)

oy PA; ST; SP; N2 (NPSP); QL
XELODA ORAL TABLET 500 MG (capecitabine) CE (10 tablets per 1 day)
BIOLOGIC RESPONSE MODIFIERS
DAURISMO ORAL TABLET 100 MG (glasdegib maleate) cg  |PA;SPN2(NPSP) QL (1

tablet per 1 day)
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Prescription Drug Name

Drug Tier

Coverage Requirements and
Limits

PA; SP; N2 (NPSP); QL (2

DAURISMO ORAL TABLET 25 MG (glasdegib maleate) CE tablets per 1 day)
ERIVEDGE ORAL CAPSULE 150 MG (vismodegib) cg  |PASPN2(PSP); QL (1
capsule per 1 Day)
FARYDAK ORAL CAPSULE 10 MG, 20 MG (panobinostat CE PA; SP; N2 (NPSP); QL (6
lactate) capsules per 21 days)
IBRANCE ORAL CAPSULE 100 MG, 125 MG, 75 MG PA; SP; N2 (NPSP); QL (21
. CE
(palbociclib) capsules per 28 days)
IBRANCE ORAL TABLET 100 MG, 125 MG, 75 MG CE PA; SP; N2 (NPSP); QL (21
(palbociclib) tablets per 28 days)
KISQALI (200 MG DOSE) ORAL TABLET THERAPY CE PA; N2 (NPSP); QL (21
PACK 200 MG (ribociclib succinate) tablets per 28 days)
KISQALI (400 MG DOSE) ORAL TABLET THERAPY CE PA: N2 (NPSP); QL (42
PACK 200 MG (ribociclib succinate) tablets per 28 days)
KISQALI (600 MG DOSE) ORAL TABLET THERAPY CE PA; N2 (NPSP); QL (63
PACK 200 MG (ribociclib succinate) tablets per 28 days)
KISQALI FEMARA (400 MG DOSE) ORAL TABLET CE PA; SP; N2 (NPSP); QL (1
THERAPY PACK 200 & 2.5 MG (ribociclib-letrozole) box per 1 month)
KISQALI FEMARA (600 MG DOSE) ORAL TABLET CE PA: SP; N2 (NPSP); QL (1
THERAPY PACK 200 & 2.5 MG (ribociclib-letrozole) box per 1 month)
KISQALI FEMARA(200 MG DOSE) ORAL TABLET CE PA; SP; N2 (NPSP); QL (1
THERAPY PACK 200 & 2.5 MG (ribociclib-letrozole) box per 1 month)
LYNPARZA ORAL TABLET 100 MG, 150 MG (olaparib) ce [P/ SP N2 (NPSP), QL (4
tablets per 1 day)
RUBRACA ORAL TABLET 200 MG, 300 MG (rucaparib CE PA; N2 (NPSP); QL (4
camsylate) tablets per 1 Day)
RUBRACA ORAL TABLET 250 MG (rucaparib camsylate) cE  |P4;SP N2 (NPSP), QL (4
tablets per 1 Day)
RYDAPT ORAL CAPSULE 25 MG (midostaurin) cg  |PASPIN2(PSP) QL (8

capsules per 1 day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

TALZENNA ORAL CAPSULE 0.25 MG (talazoparib CE PA; SP; N2 (NPSP); QL (3

tosylate) capsules per 1 day)

TALZENNA ORAL CAPSULE 1 MG (talazoparib tosylate) ce  |PASPN2(NPSP) QL (1
capsule per 1 day)

VERZENIO ORAL TABLET 100 MG, 150 MG, 200 MG, 50 CE PA; SP; N2 (NPSP); QL (2

MG (abemaciclib) tablets per 1 Day)
PA; SP; UF9 (PSP); N2

ZEJULA ORAL CAPSULE 100 MG (niraparib tosylate) CE (NPSP); QL (3 capsules per
1 Day)

ZOLINZA ORAL CAPSULE 100 MG (vorinostat) cE  |PASP N2 (NPSP), QL (4
capsules per 1 day)

HORMONAL ANTINEOPLASTIC AGENTS

abiraterone acetate oral tablet 250 mg CE PA; SP; N2 (PSP); QL (1
tablet per 1 day)

abiraterone acetate oral tablet 500 mg CE PA; SP; N2 (PSP); QL (2
tablets per 1 day)

anastrozole oral tablet 1 mg CE N2 (G)

ARIMIDEX ORAL TABLET 1 MG (anastrozole) CE N2 (NPB)

AROMASIN ORAL TABLET 25 MG (exemestane) CE N2 (NPB)

bicalutamide oral tablet 50 mg CE N2 (G)

CASODEX ORAL TABLET 50 MG (bicalutamide) CE N2 (NPB)

ELIGARD SUBCUTANEOUS KIT 30 MG (leuprolide NPSP PA: SP

acetate (4 month))

ERLEADA ORAL TABLET 60 MG (apalutamide) ce  |PA;SP N2 (NPSP); QL (4
tablets per 1 Day)

exemestane oral tablet 25 mg CE N2 (G)

FARESTON ORAL TABLET 60 MG (toremifene citrate) CE ST; N2 (NPB)

FASLODEX INTRAMUSCULAR SOLUTION 250 _

MG/5ML (fulvestrant) NPSP PA; SP

FEMARA ORAL TABLET 2.5 MG (letrozole) CE N2 (NPB)
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FIRMAGON (240 MG DOSE) SUBCUTANEOUS

SOLUTION RECONSTITUTED 120 MG/VIAL (degarelix PSP PA
acetate)

FIRMAGON SUBCUTANEOUS SOLUTION PSP PA: SP
RECONSTITUTED 80 MG (degarelix acetate) ’
flutamide oral capsule 125 mg CE N2 (G)
fulvestrant intramuscular solution 250 mg/5ml PSP PA; SP
letrozole oral tablet 2.5 mg CE N2 (G)
leuprolide acetate injection kit 1 mgl0.2ml G PA; SP

LUPRON DEPOT (I-MONTH) INTRAMUSCULAR KIT

3.75 MG (leuprolide acetate) NPSP  |PA; #; SP

LUPRON DEPOT (I-MONTH) INTRAMUSCULAR KIT

7.5 MG (leuprolide acetate) PSP PA; #; SP

LUPRON DEPOT (3-MONTH) INTRAMUSCULAR KIT

11.25 MG (leuprolide acetate (3 month)) NPSP PA; #; 5P

LUPRON DEPOT (3-MONTH) INTRAMUSCULAR KIT

22.5 MG (leuprolide acetate (3 month)) PSP PA; #, SP

LUPRON DEPOT (4-MONTH) INTRAMUSCULAR KIT

30 MG (leuprolide acetate (4 month)) PSP PA; #; P

LUPRON DEPOT (6-MONTH) INTRAMUSCULAR KIT

45 MG (leuprolide acetate (6 month)) PSP PA; #; SP

LUPRON DEPOT-PED (I-MONTH) INTRAMUSCULAR

KIT 11.25 MG, 15 MG, 7.5 MG (leuprolide acetate) PSP PA; #; 8P

LUPRON DEPOT-PED (3-MONTH) INTRAMUSCULAR

KIT 11.25 MG (PED), 30 MG (PED) (leuprolide acetate (3 PSP PA; #; SP

month))

LYSODREN ORAL TABLET 500 MG (mitotane) CE UF9 (PB); N2 (NPB)
megestrol acetate oral suspension 40 mgiml, 400 mgl10ml, 625 CE N2 (G)

mg/5ml

megestrol acetate oral tablet 20 mg, 40 mg CE N2 (G)
NILANDRON ORAL TABLET 150 MG (nilutamide) CE N2 (PB)
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nilutamide oral tablet 150 mg CE N2 (G)

NUBEQA ORAL TABLET 300 MG (darolutamide) ce |5 N2 (NPSP); QL (4
tablets per 1 day)

ORGOVYX ORAL TABLET 120 MG (relugolix) CE SP; N2 (NPSP)

SQLTAMOX ORAL SOLUTION 10 MG/5ML (tamoxifen CE #: N2 (NPB)

citrate)

tamoxifen citrate oral tablet 10 mg, 20 mg CE N2 (G); AL

toremifene citrate oral tablet 60 mg CE N2 (G)

TRELSTAR MIXJECT INTRAMUSCULAR

SUSPENSION RECONSTITUTED 11.25 MG, 3.75 MG NPSP  |PA; #; SP

(triptorelin pamoate)

TRELSTAR MIXJECT INTRAMUSCULAR

SUSPENSION RECONSTITUTED 22.5 MG (triptorelin PSP |PA;#;SP

pamoate)

XTANDI ORAL CAPSULE 40 MG (enzalutamide) cg  |PASPN2(PSP), QL (4
capsules per 1 day)

XTANDI ORAL TABLET 40 MG (enzalutamide) ce (P4 SPN2(PSP); QL (4
tablets per 1 day)

XTANDI ORAL TABLET 80 MG (enzalutamide) cE (P4 SP N2 (PSP); QL (2
tablets per 1 day)

YONSA ORAL TABLET 125 MG (abiraterone acetate) ce  |PA# SP N2 (NPSP); QL
(4 tablets per 1 Day)

ZYTIGA ORAL TABLET 250 MG (abiraterone acetate) CE PA; SP; N2 (NPSP); QL (4
tab per 1 Day)

ZYTIGA ORAL TABLET 500 MG (abiraterone acetate) cE (P4 SP N2 (PSP); QL (2
tablets per 1 day)

KINASE INHIBITORS

AFINITOR DISPERZ ORAL TABLET SOLUBLE 2 MG, 5 CE PA; #; SP; N2 (NPSP); QL

MG (everolimus) (2 tablets per 1 day)

AFINITOR DISPERZ ORAL TABLET SOLUBLE 3 MG CE PA; #; SP; N2 (NPSP); QL

(3 tablets per 1 day)
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PA; #; SP; N2 (NPSP); QL

AFINITOR ORAL TABLET 10 MG (everolimus) CE (1 tablet per 1 day)
AFINITOR ORAL TABLET 2.5 MG, 5 MG, 7.5 MG PA; ST; SP; N2 (NPSP); QL
. CE
(everolimus) (1 tablet per 1 day)
ALECENSA ORAL CAPSULE 150 MG (alectinib hel) cg  |PASPN2(PSP); QL (3
capsules per 1 Day)
ALUNBRIG ORAL TABLET 180 MG, 90 MG (brigatinib) ce |PA;SPN2(PSP), QL (1
tablet per 1 day)
ALUNBRIG ORAL TABLET 30 MG (brigatinib) cE (P4 SP N2 (PSP); QL (4
tablets per 1 day)
ALUNBRIG ORAL TABLET THERAPY PACK 90 & 180 cE |PAISPiN2(PSP); QL (1
MG (brigatinib) tablet per 1 day)
BALVERSA ORAL TABLET 3 MG (erdafitinib) ce  |PASP N2 (NPSP), QL (3
tablets per 1 day)
BALVERSA ORAL TABLET 4 MG (erdafitinib) cE  |P4;SP N2 (NPSP), QL (2
tablets per 1 day)
BALVERSA ORAL TABLET 5 MG (erdafitinib) cg  |PA;SP;N2(NPSP); QL (1
tablet per 1 day)
BOSULIF ORAL TABLET 100 MG (bosutinib) ce  |PASPIN2(PSP); QLG
tablets per 1 day)
BOSULIF ORAL TABLET 400 MG, 500 MG (bosutinib) cE (P4 SPN2(PSP); QL (1
tablet per 1 day)
BRUKINSA ORAL CAPSULE 80 MG (zanubrutinib) cE  |PASP N2 (NPSP), QL (4
capsules per 1 day)
CABOMETYX ORAL TABLET 20 MG, 40 MG, 60 MG cE  |PA;SP;N2 (PSP QL(1
(cabozantinib s-malate) tablet per 1 Day)
CALQUENCE ORAL CAPSULE 100 MG (acalabrutinib) cE (P4 SPN2(PSP) QL (2
capsules per 1 Day)
CAPRELSA ORAL TABLET 100 MG (vandetanib) cg  |PA# SP N2 (NPSP); QL

(2 tablets per 1 day)
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PA; #; SP; N2 (NPSP); QL

mesylate)

CAPRELSA ORAL TABLET 300 MG (vandetanib) CE (1 tablet per 1 day)
COMETRIQ (100 MG DAILY DOSE) ORAL KIT 80 & 20 PA; SP; N2 (NPSP); QL (2
o CE
MG (cabozantinib s-malate) capsules per 1 day)
COMETRIQ (140 MG DAILY DOSE) ORAL KIT 3 X 20 CE PA; SP; N2 (NPSP); QL (4
MG & 80 MG (cabozantinib s-malate) capsules per 1 day)
COMETRIQ (60 MG DAILY DOSE) ORAL KIT 20 MG CE PA; SP; N2 (NPSP); QL (3
(cabozantinib s-malate) capsules per 1 day)
COPIKTRA ORAL CAPSULE 15 MG, 25 MG (duvelisib) cE  |PASPN2(PSP) QL (2
capsules per 1 day)
PA; SP; UF9 (PSP); N2
COTELLIC ORAL TABLET 20 MG (cobimetinib fumarate) CE (NPSP); QL (63 tablets per
28 days)
. PA; SP; N2 (PSP); QL (1
erlotinib hcl oral tablet 100 mg, 150 mg CE tablet per 1 day)
. PA; SP; N2 (PSP); QL (2
erlotinib hcl oral tablet 25 mg CE tablets per 1 day)

: PA; SP; N2 (PSP); QL (1
everolimus oral tablet 2.5 mg, 5 mg, 7.5 mg CE tablet per 1 day)
;ljg)TIVDA ORAL CAPSULE 0.89 MG, 1.34 MG (tivozanib CE SP: N2 (NPSP)
GLEEVEC ORAL TABLET 100 MG (imatinib mesylate) ceg  |PAST,SP N2 (NPSP); QL

(3 tablets per 1 day)
GLEEVEC ORAL TABLET 400 MG (imatinib mesylate) ce  |PA ST SPiN2 (NPSP); QL

(2 tablets per 1 day)

. PA; SP; N2 (NPSP); QL (1

ICLUSIG ORAL TABLET 10 MG, 30 MG (ponatinib hcl) CE TABLET per | day)
ICLUSIG ORAL TABLET 15 MG, 45 MG (ponatinib hel) ce  |PA;SP N2 (NPSP), QL (

tablet per 1 day)
IDHIFA ORAL TABLET 100 MG, 50 MG (enasidenib CE PA; SP; N2 (NPSP); QL (1

tablet per 1 Day)
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PA; SP; N2 (G); QL (3

imatinib mesylate oral tablet 100 mg CE tablets per 1 day)
. . PA; SP; N2 (G); QL (2
imatinib mesylate oral tablet 400 mg CE tablets per 1 day)
PA; SP; UF9 (PSP); N2
IMBRUVICA ORAL CAPSULE 140 MG (ibrutinib) CE (NPSP); QL (3 capsules per
1 day)
PA; SP; UF9 (PSP); N2
IMBRUVICA ORAL CAPSULE 70 MG (ibrutinib) CE (NPSP); QL (1 capsule per 1
day)
PA; SP; UF9 (PSP); N2
IMBRUVICA ORAL TABLET 140 MG (ibrutinib) CE  |(NPSP); QL (1 tablet per 1
day)
IMBRUVICA ORAL TABLET 280 MG, 420 MG, 560 MG PA; SP; UF9 (PSP); N2
: . CE (NPSP); QL (1 tablet per 1
(ibrutinib)
Day)
INLYTA ORAL TABLET 1 MG (axitinib) cE  |P4;SP N2 (NPSP) QL (8
tablets per 1 day)
INLYTA ORAL TABLET 5 MG (axitinib) ce  |PA;SP N2 (NPSP); QL (4
tablets per 1 day)
INREBIC ORAL CAPSULE 100 MG (fedratinib hel) ce  |PA;SP;N2(NPSP); QL (4
capsules per 1 day)
o PA; #; N2 (NPSP); QL (1
IRESSA ORAL TABLET 250 MG (gefitinib) CE tablet per 1 day)
JAKAFI ORAL TABLET 10 MG, 15 MG, 20 MG, 25 MG, 5 PA; SP; UFS (PSP); N2
o CE (NPSP); QL (2 tab per 1
MG (ruxolitinib phosphate)
Day)
KOSELUGO ORAL CAPSULE 10 MG (selumetinib sulfate) ce  |PA;SPN2(PSP), QL (8
capsules per 1 day)
KOSELUGO ORAL CAPSULE 25 MG (selumetinib sulfate) cg  |PASPN2(PSP) QL (4

capsules per 1 day)
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LENVIMA (10 MG DAILY DOSE) ORAL CAPSULE

PA; SP; UF9 (PSP); N2

sulfoxide)

THERAPY PACK 10 MG (lenvatinib mesylate) CE EIZI}I,D)SP); QL (1 capsule per |
LENVIMA (12 MG DAILY DOSE) ORAL CAPSULE CE ?ﬁf)ssll:)’ I(JQII:?(chSaP)s;uII\Z er
THERAPY PACK 3 X 4 MG (lenvatinib mesylate) 1 day) ’ P b
LENVIMA (14 MG DAILY DOSE) ORAL CAPSULE CE fﬁpssll))) Iéi9(gpcsap);ull\z er
THERAPY PACK 10 & 4 MG (lenvatinib mesylate) 1 day) ’ P P
LENVIMA (18 MG DAILY DOSE) ORAL CAPSULE CE fﬁéssllj)’ %ig(gpcsap)s;ull\z er
THERAPY PACK 10 MG & 2 X 4 MG (lenvatinib mesylate) 1 day) ’ P P
LENVIMA (20 MG DAILY DOSE) ORAL CAPSULE CE fﬁfgssfl:)’ I(J)l;9(§PiP);££ er
THERAPY PACK 2 X 10 MG (lenvatinib mesylate) 1 day) , P P
LENVIMA (24 MG DAILY DOSE) ORAL CAPSULE CE g?fgssll)))’ [(Jgi9(gPCSElP);ul;l§ er
THERAPY PACK 2 X 10 MG & 4 MG (lenvatinib mesylate) I day) ’ pries P
LENVIMA (4 MG DAILY DOSE) ORAL CAPSULE CE ?ﬁf)ssll:)’ Iéi9(§PCiP);uI;i2 er 1
THERAPY PACK 4 MG (lenvatinib mesylate) day) ’ ’ ’
LENVIMA (8 MG DAILY DOSE) ORAL CAPSULE CE fﬁf)ssll))) Iéi9(gpcsap);ull\z er
THERAPY PACK 2 X 4 MG (lenvatinib mesylate) 1 day) ’ P P
LORBRENA ORAL TABLET 100 MG (lorlatinib) CE g’;jftl;;ff éfyf;SP); Qb
LORBRENA ORAL TABLET 25 MG (lorlatinib) CE gﬁieif;zzl(Cﬁz?P); QLG
LUMAKRAS ORAL TABLET 120 MG (sotorasib) CE iﬁiestf;zzl(ilgp); QL
MEKINIST ORAL TABLET 0.5 MG (trametinib dimethyl CE PA; SP; N2 (NPSP); QL (3

tablets per 1 day)
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MEKINIST ORAL TABLET 2 MG (trametinib dimethyl PA; SP; N2 (NPSP); QL (1

CE

sulfoxide) tablet per 1 day)
PA; SP; UF9 (PSP); N2
NERLYNX ORAL TABLET 40 MG (neratinib maleate) CE  |(NPSP); QL (6 tablets per I
Day)
NEXAVAR ORAL TABLET 200 MG (sorafenib tosylate) ce  |PA;SP N2 (NPSP), QL (4

tablets per 1 day)

PIQRAY (200 MG DAILY DOSE) ORAL TABLET PA: SP; N2 (NPSP); QL (1

CE

THERAPY PACK 200 MG (alpelisib) tablet per 1 day)
PIQRAY (250 MG DAILY DOSE) ORAL TABLET cE  |PA;SP;N2(NPSP); QL (2
THERAPY PACK 200 & 50 MG (alpelisib) tablets per 1 day)
PIQRAY (300 MG DAILY DOSE) ORAL TABLET cE |PAISPN2(NPSP); QL (2
THERAPY PACK 2 X 150 MG (alpelisib) tablets per 1 day)
RETEVMO ORAL CAPSULE 40 MG (selpercatinib) ce  |PASPN2(NPSP); QL (2
capsules per 1 day)
RETEVMO ORAL CAPSULE 80 MG (selpercatinib) cE  |PASP N2 (NPSP), QL (4
capsules per 1 day)
ROZLYTREK ORAL CAPSULE 100 MG (entrectinib) ce  |PASPIN2(NPSP); QL (1
capsule per 1 day)
ROZLYTREK ORAL CAPSULE 200 MG (entrectinib) cE  |PA;SP N2 (NPSP), QL (3

capsules per 1 day)

SPRYCEL ORAL TABLET 100 MG, 140 MG, 50 MG, 70 CE PA; SP; N2 (PSP); QL (1
MG, 80 MG (dasatinib) tablet per 1 day)

PA; SP; N2 (PSP); QL (3

SPRYCEL ORAL TABLET 20 MG (dasatinib) CE tablets per 1 day)

. PA; SP; N2 (PSP); QL (84
STIVARGA ORAL TABLET 40 MG (regorafenib) CE tablets per 1 month)
sunitinib malate oral capsule 12.5 mg, 25 mg, 37.5 mg, 50 mg CE PA; SP; N2 (PSP); QL (1

capsule per 1 day)

SUTENT ORAL CAPSULE 12.5 MG, 25 MG, 37.5 MG, 50 PA; #; SP; N2 (PSP); QL (1
o CE
MG (sunitinib malate) capsule per 1 day)
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TAFINLAR ORAL CAPSULE 50 MG, 75 MG (dabrafenib

PA; SP; N2 (NPSP); QL (4

mesylate) CE capsules per 1 day)

TAGRISSO ORAL TABLET 40 MG, 80 MG (osimertinib CE PA; SP; N2 (PSP); QL (1

mesylate) TABLET per 1 day)

TARCEVA ORAL TABLET 100 MG, 150 MG (erlotinib hel) ce [P SPN2(NPSP), QL
tablet per 1 day)

TARCEVA ORAL TABLET 25 MG (erlotinib hel) ce [P/ 5P N2 (NPSP), QL (2
tablets per 1 day)

TASIGNA ORAL CAPSULE 150 MG, 200 MG, 50 MG PA; ST; SP; N2 (NPSP); QL

g CE

(nilotinib hcl) (4 capsules per 1 day)

TEPMETKO ORAL TABLET 225 MG (tepotinib hel) CE SP; N2 (NPSP)

TRUSELTIQ (100MG DAILY DOSE) ORAL CAPSULE cE  |SPsN2(NPSP); QL (1 pack

THERAPY PACK 100 MG (infigratinib phosphate) per 1 month)

TRUSELTIQ (125MG DAILY DOSE) ORAL CAPSULE CE SP; N2 (NPSP); QL (1 pack

THERAPY PACK 100 & 25 MG (infigratinib phosphate) per 1 month)

TRUSELTIQ (50MG DAILY DOSE) ORAL CAPSULE CE SP; N2 (NPSP); QL (1 pack

THERAPY PACK 25 MG (infigratinib phosphate) per 1 month)

TRUSELTIQ (75MG DAILY DOSE) ORAL CAPSULE CE SP; N2 (NPSP); QL (1 pack

THERAPY PACK 25 MG (infigratinib phosphate) per 1 month)

TUKYSA ORAL TABLET 150 MG, 50 MG (tucatinib) ce  |P4;SP N2 (NPSP), QL (4
tablets per 1 day)

TURALIO ORAL CAPSULE 200 MG (pexidartinib hel) cE  |PASP N2 (NPSP), QL (4
capsules per 1 day)
PA; SP; UF9 (PSP); N2

TYKERB ORAL TABLET 250 MG (lapatinib ditosylate) CE (NPSP); QL (6 tablets per 1
day)

UKONIQ ORAL TABLET 200 MG (umbralisib tosylate) CE SP; N2 (NPSP)

VITRAKVI ORAL CAPSULE 100 MG (larotrectinib sulfate) cE  |PASP N2 (NPSP), QL (2
capsules per 1 day)

VITRAKVI ORAL CAPSULE 25 MG (larotrectinib sulfate) cg  |PA SP N2 (NPSP); QL (6

capsules per 1 day)
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VITRAKVI ORAL SOLUTION 20 MG/ML (larotrectinib

PA; SP; N2 (NPSP); QL (10

(afatinib dimaleate)

sulfate) CE ml per 1 day)
VIZIMPRO ORAL TABLET 15 MG, 30 MG, 45 MG PA; SP; N2 (NPSP); QL (1
. CE
(dacomitinib) tablet per 1 Day)
PA; SP; UF9 (PSP); N2
VOTRIENT ORAL TABLET 200 MG (pazopanib hcl) CE (NPSP); QL (4 tablets per 1
day)
o PA; SP; N2 (NPSP); QL (4
XALKORI ORAL CAPSULE 200 MG, 250 MG (crizotinib) CE CAPSULES per 1 day)
XOSPATA ORAL TABLET 40 MG (gilteritinib fumarate) ceg P4 SPN2(PSP); QLG
tablets per 1 day)
ZELBORAF ORAL TABLET 240 MG (vemurafenib) ce  |PA;SP; N2 (NPSP); QL (8
tablets per 1 Day)
PA; SP; UF9 (PSP); N2
ZYDELIG ORAL TABLET 100 MG, 150 MG (idelalisib) CE (NPSP); QL (2 tablets per 1
day)
ZYKADIA ORAL TABLET 150 MG (ceritinib) cE  |P4;SP N2 (NPSP), QL (3
tablets per 1 day)
MISCELLANEOUS
ALFERON N INJECTION SOLUTION 5000000 UNIT/ML
: NPSP SP
(interferon alfa-n3)
AYVAKIT ORAL TABLET 100 MG, 200 MG, 25 MG, 300 CE PA; SP; N2 (NPSP); QL (1
MG, 50 MG (avapritinib) tablet per 1 day)
bexarotene oral capsule 75 mg CE PA; SP; N2 (PSP)
BRAFTOVI ORAL CAPSULE 75 MG (encorafenib) cE [P SP N2 (NPSP); QL (6
tablets per 1 Day)
DROXIA ORAL CAPSULE 200 MG, 300 MG, 400 MG
NPB
(hydroxyurea)
GAVRETO ORAL CAPSULE 100 MG (pralsetinib) CE N2 (NPSP)
GILOTRIF ORAL TABLET 20 MG, 30 MG, 40 MG CE PA; SP; N2 (NPSP); QL (1

tablet per 1 day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
HYDREA ORAL CAPSULE 500 MG (hydroxyurea) CE N2 (NPB)
hydroxyurea oral capsule 500 mg CE N2 (G)
INQOVI ORAL TABLET 35-100 MG (decitabine- PA; SP; N2 (NPSP); QL (5
. CE
cedazuridine) tablets per 28 days)
LONSURF ORAL TABLET 15-6.14 MG (trifluridine- CE PA; N2 (PSP); QL (100
tipiracil) tablets per 28 days)
LONSURF ORAL TABLET 20-8.19 MG (trifluridine- CE PA; N2 (PSP); QL (80
tipiracil) tablets per 28 days)
MATULANE ORAL CAPSULE 50 MG (procarbazine hcl) CE SP; N2 (PSP)
MEKTOVI ORAL TABLET 15 MG (binimetinib) cg  |PASPiN2(NPSP); QL (6
tablets per 1 Day)
o PA; UF9 (PSP); N2 (PSP);
ODOMZO ORAL CAPSULE 200 MG (sonidegib phosphate) CE QL (1 capsule per 1 day)
PEMAZYRE ORAL TABLET 13.5 MG, 4.5 MG, 9 MG PA; N2 (NPSP); QL (14
S CE
(pemigatinib) tablets per 21 days)
o PA; SP; N2 (NPSP); QL (3
QINLOCK ORAL TABLET 50 MG (ripretinib) CE tablets per 1 day)
TABRECTA ORAL TABLET 150 MG, 200 MG (capmatinib CE PA; SP; N2 (NPSP); QL
hel) (112 tablets per 28 days)
TARGRETIN ORAL CAPSULE 75 MG (bexarotene) CE PA; ST; SP; N2 (NPSP)
TAZVERIK ORAL TABLET 200 MG (tazemetostat hbr) cg  |PASPiN2 (NPSP) QL (8
tablets per 1 day)
TIBSOVO ORAL TABLET 250 MG (ivosidenib) cE  |PA;SP N2 (NPSP); QL (2
tablets per 1 Day)
tretinoin oral capsule 10 mg CE SP; N2 (G); QL (.30 days
maximum per 1 fill)
VISTOGARD ORAL PACKET 10 GM (uridine triacetate) psp  |SP: QL (20 packs per 1
prescription)
XPOVIO (100 MG ONCE WEEKLY) ORAL TABLET CE PA; N2 (NPSP); QL (8
THERAPY PACK 50 MG (selinexor) tablets per 28 days)
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THERAPY PACK 10 & 50 & 100 MG (venetoclax)

Prescription Drug Name Drug Tier Limits

XPOVIO (40 MG ONCE WEEKLY) ORAL TABLET CE PA; N2 (NPSP); QL (4

THERAPY PACK 40 MG (selinexor) tablets per 28 days)

XPOVIO (40 MG TWICE WEEKLY) ORAL TABLET CE PA; N2 (NPSP); QL (8

THERAPY PACK 40 MG (selinexor) tablets per 28 days)

XPOVIO (60 MG ONCE WEEKLY) ORAL TABLET CE PA; N2 (NPSP); QL (4

THERAPY PACK 60 MG (selinexor) tablets per 28 days)

XPOVIO (60 MG TWICE WEEKLY) ORAL TABLET cE |PASP;N2(NPSP); QL (I

THERAPY PACK 20 MG (selinexor) carton per 28 days)

XPOVIO (80 MG ONCE WEEKLY) ORAL TABLET CE PA; N2 (NPSP); QL (8

THERAPY PACK 40 MG (selinexor) tablets per 28 days)

XPOVIO (80 MG TWICE WEEKLY) ORAL TABLET CE PA; SP; N2 (NPSP); QL (32

THERAPY PACK 20 MG (selinexor) tablets per 28 days)

PROTEASOME INHIBITORS

NINLARO ORAL CAPSULE 2.3 MG, 3 MG, 4 MG CE PA; UF9 (PSP); N2 (PSP);

(ixazomib citrate) QL (3 capsules per 28 Days)

PROTECTIVE AGENTS

leucovorin calcium oral tablet 10 mg, 15 mg, 25 mg, 5 mg CE N2 (G)

MESNEX ORAL TABLET 400 MG (mesna) CE N2 (NPB)

TOPOISOMERASE INHIBITORS

etoposide oral capsule 50 mg CE N2 (G)

HYCAMTIN ORAL CAPSULE 0.25 MG, 1 MG (topotecan CE PA; SP; N2 (NPSP); QL (30

hel) days maximum per 1 fill)

ANTINEOPLASTICS AND ADJUNCTIVE THERAPIES

ANTINEOPLASTIC, BCL-2 INHIBITORS

VENCLEXTA ORAL TABLET 10 MG, 50 MG (venetoclax) ce  |PA;SP N2 (NPSP); QL (4
tablets per 1 day)

VENCLEXTA ORAL TABLET 100 MG (venetoclax) cE [P SP N2 (NPSP); QL (6
tablets per 1 day)

VENCLEXTA STARTING PACK ORAL TABLET CE PA; SP; N2 (NPSP); QL (1

pack per 28 days)
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Prescription Drug Name

Drug Tier

Coverage Requirements and
Limits

CARDIOVASCULAR - DRUGS TO TREAT HEART AND
CIRCULATION CONDITIONS

ACE INHIBITOR COMBINATIONS - DRUGS TO TREAT
HIGH BLOOD PRESSURE

ACCURETIC ORAL TABLET 10-12.5 MG, 20-12.5 MG,
20-25 MG (quinapril-hydrochlorothiazide)

NPB

amlodipine besy-benazepril hcl oral capsule 10-20 mg, 10-40 mg,
2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg

Q

LGC

benazepril-hydrochlorothiazide oral tablet 10-12.5 mg, 20-12.5
mg, 20-25 mg, 5-6.25 mg

LGC

enalapril-hydrochlorothiazide oral tablet 10-25 mg, 5-12.5 mg

LGC

fosinopril sodium-hctz oral tablet 10-12.5 mg, 20-12.5 mg

LGC

lisinopril-hydrochlorothiazide oral tablet 10-12.5 mg, 20-12.5
mg, 20-25 mg

Q |Qa @

LGC

LOTENSIN HCT ORAL TABLET 10-12.5 MG, 20-12.5
MG, 20-25 MG (benazepril-hydrochlorothiazide)

NPB

LOTREL ORAL CAPSULE 10-20 MG, 10-40 MG, 5-10
MG, 5-20 MG (amlodipine besy-benazepril hcl)

NPB

PRESTALIA ORAL TABLET 14-10 MG, 3.5-2.5 MG, 7-5
MG (perindopril arg-amlodipine)

NPB

quinapril-hydrochlorothiazide oral tablet 10-12.5 mg, 20-12.5
mg, 20-25 mg

LGC

TARKA ORAL TABLET EXTENDED RELEASE 2-240
MG (trandolapril-verapamil hcl)

NPB

trandolapril-verapamil hel er oral tablet extended release 1-240
mg, 2-180 mg, 2-240 mg, 4-240 mg

VASERETIC ORAL TABLET 10-25 MG (enalapril-
hydrochlorothiazide)

NPB

ZESTORETIC ORAL TABLET 10-12.5 MG, 20-12.5 MG,
20-25 MG (lisinopril-hydrochlorothiazide)

NPB
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

ACE INHIBITORS - DRUGS TO TREAT HIGH BLOOD

PRESSURE
ACCUPRIL ORAL TABLET 10 MG, 20 MG, 40 MG, 5 MG
. : NPB

(quinapril hcl)
ALTACE ORAL CAPSULE 1.25 MG, 10 MG, 2.5 MG, 5

. NPB
MG (ramipril)
benazepril hel oral tablet 10 mg, 20 mg, 40 mg, 5 mg G LGC
captopril oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg G LGC
enalapril maleate oral solution 1 mgiml G PA; QL (5 ml per 1 day)
enalapril maleate oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg G LGC
EPANED ORAL SOLUTION 1| MG/ML (enalapril maleate) | NPB gg;s?; QL (1 bottle per 30
fosinopril sodium oral tablet 10 mg, 20 mg, 40 mg G LGC
lisinopril oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg G LGC
lisinopril oral tablet 30 mg, 40 mg G
LOTENSIN ORAL TABLET 10 MG, 20 MG, 40 MG

: NPB
(benazepril hcl)
MAVIK ORAL TABLET 4 MG (trandolapril) NPB
moexipril hel oral tablet 15 mg, 7.5 mg G
perindopril erbumine oral tablet 2 mg, 4 mg, 8 mg G LGC
PRINIVIL ORAL TABLET 20 MG (/isinopril) NPB
QBRELIS ORAL SOLUTION 1 MG/ML (lisinopril) NPB PA
quinapril hel oral tablet 10 mg, 20 mg, 40 mg, 5 mg G LGC
ramipril oral capsule 1.25 mg, 10 mg, 2.5 mg, 5 mg G LGC
trandolapril oral tablet 1 mg, 2 mg, 4 mg G LGC
VASOTEC ORAL TABLET 10 MG, 2.5 MG, 20 MG, 5 MG

: NPB ST

(enalapril maleate)
ZESTRIL ORAL TABLET 10 MG, 2.5 MG, 20 MG, 30 MG, NPB
40 MG, 5 MG (lisinopril)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

ALDOSTERONE RECEPTOR ANTAGONISTS - DRUGS
TO TREAT HIGH BLOOD PRESSURE

eplerenone oral tablet 25 mg, 50 mg G
INSPRA ORAL TABLET 25 MG, 50 MG (eplerenone) NPB
ALPHA BLOCKERS - DRUGS TO TREAT HIGH BLOOD
PRESSURE
CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8§ MG NPB
(doxazosin mesylate)
doxazosin mesylate oral tablet 1 mg, 2 mg, 4 mg, 8§ mg G
MINIPRESS ORAL CAPSULE 1 MG, 2 MG, 5 MG
. NPB
(prazosin hel)
prazosin hel oral capsule 1 mg, 2 mg, 5 mg G
terazosin hel oral capsule 1 mg, 10 mg, 2 mg, 5 mg G LGC
ANGIOTENSIN II RECEPTOR ANTAGONIST
COMBINATIONS - DRUGS TO TREAT HIGH BLOOD
PRESSURE
amlodipine besylate-valsartan oral tablet 10-160 mg, 10-320 mg, G LGC; QL (1 tablet per 1
5-160 mg, 5-320 mg day)
amlodipine-olmesartan oral tablet 10-20 mg, 10-40 mg, 5-20 mg, G LGC; QL (1 tablet per 1
5-40 mg Day)
amlodipine-valsartan-hctz oral tablet 10-160-12.5 mg, 10-160-25 G LGC; QL (1 tablet per 1
mg, 10-320-25 mg, 5-160-12.5 mg, 5-160-25 mg day)

ATACAND HCT ORAL TABLET 16-12.5 MG (candesartan
cilexetil-hctz)

ATACAND HCT ORAL TABLET 32-12.5 MG, 32-25 MG
(candesartan cilexetil-hctz)

AVALIDE ORAL TABLET 150-12.5 MG (irbesartan-
hydrochlorothiazide)

AVALIDE ORAL TABLET 300-12.5 MG (irbesartan-
hydrochlorothiazide)

NPB QL (2 tab per 1 Day)

NPB QL (1 tablet per 1 day)

NPB QL (1 tab per 1 Day)

NPB QL (1 tablet per 1 day)
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40-25 mg

Prescription Drug Name Drug Tier Limits

AZOR ORAL TABLET 10-20 MG, 10-40 MG, 5-20 MG, 5- .

40 MG (amlodipine-olmesartan) NPB ST; QL (1 tab per | Day)
BENICAR HCT ORAL TABLET 20-12.5 MG (olmesartan NPB QL (1 tab per 1 Day)
medoxomil-hctz)

BENICAR HCT ORAL TABLET 40-12.5 MG, 40-25 MG NPB QL (1 tablet per 1 day)
(olmesartan medoxomil-hctz)

candesartan cilexetil-hctz oral tablet 16-12.5 mg G LGC; QL (2 tab per 1 Day)
candesartan cilexetil-hctz oral tablet 32-12.5 mg, 32-25 mg G ES)C; QL (T tablet per 1
DIOVAN HCT ORAL TABLET 160-12.5 MG, 160-25 MG,

80-12.5 MG (valsartan-hydrochlorothiazide) NPB QL (1 tab per 1 Day)
DIOVAN HCT ORAL TABLET 320-12.5 MG, 320-25 MG

(valsartan-hydrochlorothiazide) NPB QL (1 tablet per I day)
EDARBYCLOR ORAL TABLET 40-12.5 MG, 40-25 MG _
(azilsartan-chlorthalidone) NPB ST; QL (I tab per 1 day)
EXFORGE HCT ORAL TABLET 10-160-12.5 MG, 10-160-

25 MG, 10-320-25 MG, 5-160-12.5 MG, 5-160-25 MG NPB QL (1 tab per 1 Day)
(amlodipine-valsartan-hctz)

EXFORGE ORAL TABLET 10-160 MG, 10-320 MG, 5-160

MG, 5-320 MG (amlodipine besylate-valsartan) NPB QL (1 tab per 1 Day)
HYZAAR ORAL TABLET 100-12.5 MG, 100-25 MG, 50- NPB

12.5 MG (losartan potassium-hctz)

irbesartan-hydrochlorothiazide oral tablet 150-12.5 mg G LGC; QL (1 tab per 1 Day)
irbesartan-hydrochlorothiazide oral tablet 300-12.5 mg G gg}? QL (T tablet per 1
losartan potassium-hctz oral tablet 100-12.5 mg, 100-25 mg, 50- G LGC

12.5 mg

MICARDIS HCT ORAL TABLET 40-12.5 MG, 80-12.5

MG, 80-25 MG (telmisartan-hctz) NPB QL (1 tablet per I day)
olmesartan medoxomil-hctz oral tablet 20-12.5 mg, 40-12.5 mg, G LGC; QL (1 tablet per 1

Day)

2021 Pharmacy Drug Guide — Premier: CA
The formulary is updated the first week of each month.
10/01/2021

CE=Copay Exception | G=Generic | PB=Preferred Brand | NPB=Non Preferred Brand | PSP=Preferred
Specialty | NPSP=Non Preferred Specialty | NC=Not Covered | PA=Prior Authorization | ST=Step
Therapy | QL=Quantity Limits | AL=Age Limits | LGC=Lowest Generic Copay | MST=ST does not apply
to MA residents | MPG=PG applies to MA residents | PPA=PA does not apply to PA residents |
NPL=National Precertification | #=Generic coming to market | SP=Specialty Network; 30 day supply |
N2=Drug tier when CE does not apply | Select OTC=You may have coverage for products noted with a

doctor’s prescription

68




Coverage Requirements and

Prescription Drug Name Drug Tier Limits

olmesartan-amlodipine-hctz oral tablet 20-5-12.5 mg, 40-10- G LGC; QL (1 tablet per 1

12.5 mg, 40-10-25 mg, 40-5-12.5 mg, 40-5-25 mg Day)

telmisartan-amlodipine oral tablet 40-10 mg, 40-5 mg, §0-10 G LGC; QL (1 tablet per 1

mg, 80-5 mg day)

telmisartan-hctz oral tablet 40-12.5 mg G LGC; QL (1 tablet per 1
Day)

telmisartan-hctz oral tablet 80-12.5 mg, 80-25 mg G :IS)C; QL (1 tablet per 1

TRIBENZOR ORAL TABLET 20-5-12.5 MG, 40-10-12.5

MG, 40-10-25 MG, 40-5-12.5 MG, 40-5-25 MG (olmesartan- NPB ST; QL (1 tab per 1 Day)

amlodipine-hctz)

TWYNSTA ORAL TABLET 40-10 MG, 40-5 MG, 80-10

MG, 80-5 MG (telmisartan-amlodipine) NPB QL (1 tablet per 1 day)

valsartan-hydrochlorothiazide oral tablet 160-12.5 mg, 160-25 )

mg, 80-12.5 mg G LGC; QL (1 tab per 1 Day)

valsartan-hydrochlorothiazide oral tablet 320-12.5 mg, 320-25 G LGC; QL (1 tablet per 1

mg day)

ANGIOTENSIN II RECEPTOR ANTAGONISTS - DRUGS

TO TREAT HIGH BLOOD PRESSURE

ATACAND QRAL TABLET 16 MG, 4 MG, 8§ MG NPB QL (2 tab per 1 Day)

(candesartan cilexetil)

ATACAND ORAL TABLET 32 MG (candesartan cilexetil) NPB QL (1 tablet per 1 day)

AVAPRO ORAL TABLET 150 MG, 75 MG (irbesartan) NPB QL (1 tab per 1 Day)

AVAPRO ORAL TABLET 300 MG (irbesartan) NPB QL (1 tablet per 1 day)

BENICAR ORAL TABLET 20 MG, 5 MG (olmesartan NPB QL (1 tab per 1 Day)

medoxomil)

BENICAR ORAL TABLET 40 MG (olmesartan medoxomil) NPB

candesartan cilexetil oral tablet 16 mg, 4 mg, 8§ mg G LGC; QL (2 tab per 1 Day)

candesartan cilexetil oral tablet 32 mg G gg/? QL (I tablet per 1

COZAAR ORAL TABLET 100 MG (losartan potassium) NPB
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Prescription Drug Name Drug Tier Limits
COZAAR ORAL TABLET 25 MG, 50 MG (losartan NPB QL (2 tablets per 1 day)
potassium)
DIOVAN ORAL TABLET 160 MG, 40 MG, 80 MG NPB QL (2 tab per 1 Day)
(valsartan)
DIOVAN ORAL TABLET 320 MG (valsartan) NPB
EDARBI.ORAL TABLET 40 MG, 80 MG (azilsartan NPB QL (1 tab per 1 Day)
medoxomil)
irbesartan oral tablet 150 mg, 75 mg G LGC; QL (1 tab per 1 Day)
irbesartan oral tablet 300 mg G LGG QL (1 tablet per 1
day)
losartan potassium oral tablet 100 mg G LGC
losartan potassium oral tablet 25 mg, 50 mg G LGC; QL (2 tab per 1 Day)
MICARDIS ORAL TABLET 20 MG, 40 MG (telmisartan) NPB QL (1 tablet per 1 Day)
MICARDIS ORAL TABLET 80 MG (telmisartan) NPB QL (1 tablet per 1 day)
olmesartan medoxomil oral tablet 20 mg, 5 mg G Bg;):; QL (T tablet per 1
olmesartan medoxomil oral tablet 40 mg G LGC
telmisartan oral tablet 20 mg, 40 mg, 80 mg G ]ISS;):; QL (1 tablet per 1
valsartan oral tablet 160 mg, 40 mg, 80 mg G %);}}g; QL (2 tablets per 1
valsartan oral tablet 320 mg G LGC
ANTIARRHYTHMICS - DRUGS TO CONTROL HEART
RHYTHM
amiodarone hcl oral tablet 100 mg, 200 mg, 400 mg G
disopyramide phosphate oral capsule 100 mg, 150 mg G
dofetilide oral capsule 125 mcg, 250 mcg, 500 mcg G
flecainide acetate oral tablet 100 mg, 150 mg, 50 mg G
mexiletine hcl oral capsule 150 mg, 200 mg, 250 mg G
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Prescription Drug Name

Drug Tier

Coverage Requirements and
Limits

MULTAQ ORAL TABLET 400 MG (dronedarone hcl)

PB

NORPACE CR ORAL CAPSULE EXTENDED RELEASE
12 HOUR 100 MG, 150 MG (disopyramide phosphate)

NPB

NORPACE ORAL CAPSULE 100 MG, 150 MG
(disopyramide phosphate)

NPB

amiodarone hcl (Pacerone Oral Tablet 100 Mg, 200 Mg, 400
Mg)

Q

propafenone hcl er oral capsule extended release 12 hour 225
mg, 325 mg, 425 mg

propafenone hcl oral tablet 150 mg, 225 mg, 300 mg

quinidine gluconate er oral tablet extended release 324 mg

quinidine sulfate oral tablet 200 mg, 300 mg

RYTHMOL SR ORAL CAPSULE EXTENDED RELEASE
12 HOUR 225 MG, 325 MG, 425 MG (propafenone hcl)

sotalol hel (Sorine Oral Tablet 120 Mg, 160 Mg, 240 Mg, 80
Mg)

sotalol hel (af) oral tablet 120 mg

LGC

sotalol hel (af) oral tablet 160 mg, 80 mg

sotalol hel oral tablet 120 mg, 80 mg

LGC

sotalol hel oral tablet 160 mg, 240 mg

TIKOSYN ORAL CAPSULE 125 MCG, 250 MCG, 500
MCG (dofetilide)

ANTILIPEMICS, ACL INHIBITORS/COMBINATIONS

NEXLETOL ORAL TABLET 180 MG (bempedoic acid)

NEXLIZET ORAL TABLET 180-10 MG (bempedoic acid-
ezetimibe)

ANTILIPEMICS, BILE ACID RESINS

cholestyramine light oral packet 4 gm

cholestyramine light oral powder 4 gmldose
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Prescription Drug Name Drug Tier Limits
cholestyramine oral packet 4 gm G
cholestyramine oral powder 4 gmldose G

colesevelam hcl oral packet 3.75 gm G

colesevelam hcl oral tablet 625 mg G
COLESTID FLAVORED ORAL PACKET 5 GM (colestipol NPB

hel)

COLESTID ORAL PACKET 5 GM (colestipol hel) NPB
COLESTID ORAL TABLET 1 GM (colestipol hcl) NPB

colestipol hcl oral granules 5 gm G

colestipol hcl oral packet 5 gm G

colestipol hcl oral tablet 1 gm G
cholestyramine light (Prevalite Oral Packet 4 Gm) G
cholestyramine light (Prevalite Oral Powder 4 Gm/Dose) G
QUESTRAN LIGHT ORAL POWDER 4 GM/DOSE

(cholestyramine light) NPB
QUESTRAN ORAL PACKET 4 GM (cholestyramine) NPB
QUESTRAN ORAL POWDER 4 GM/DOSE

(cholestyramine) NPB
WELCHOL ORAL PACKET 3.75 GM (colesevelam hcl) NPB ST
WELCHOL ORAL TABLET 625 MG (colesevelam hcl) NPB ST
ANTILIPEMICS, CHOLESTEROL ABSORPTION

INHIBITOR

ezetimibe oral tablet 10 mg G QL (1 tablet per 1 Day)
ZETIA ORAL TABLET 10 MG (ezetimibe) NPB ST; QL (1 tab per 1 day)

ANTILIPEMICS, FIBRATES

ANTARA ORAL CAPSULE 30 MG, 90 MG (fenofibrate

micronized) NPB #:; QL (1 capsule per 1 day)

fenofibrate micronized oral capsule 130 mg, 134 mg, 200 mg, 43 G

mg, 67 mg QL (1 capsule per 1 day)
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fenofibrate oral capsule 150 mg, 50 mg G QL (1 capsule per 1 day)
fenofibrate oral tablet 120 mg, 145 mg, 40 mg, 48 mg, 54 mg G QL (1 tablet per 1 day)
fenofibrate oral tablet 160 mg NPB QL (1 tablet per 1 day)
fenofibric acid oral capsule delayed release 135 mg, 45 mg G
fenofibric acid oral tablet 105 mg, 35 mg G
FENOGLIDE ORAL TABLET 120 MG, 40 MG _
(fenofibrate) NPB ST; QL (1 tablet per 1 day)
gemfibrozil oral tablet 600 mg G LGC
LIPOFEN ORAL CAPSULE 150 MG, 50 MG (fenofibrate) NPB QL (1 capsule per 1 day)
LOPID ORAL TABLET 600 MG (gemfibrozil) NPB
TRICOR ORAL TABLET 145 MG, 48 MG (fenofibrate) NPB QL (1 tablet per 1 day)
TRILIPIX ORAL CAPSULE DELAYED RELEASE 135 NPB
MG, 45 MG (choline fenofibrate)
ANTILIPEMICS, HMG-COA REDUCTASE INHIBITORS
ALTOPREV ORAL TABLET EXTENDED RELEASE 24 )
HOUR 20 MG, 60 MG (lovastatin) NPB|# QL (1 tab per I Day)
ALTOPREV ORAL TABLET EXTENDED RELEASE 24 )
HOUR 40 MG (lovastatin) NPB # QL (2 tab per 1 Day)

. . LGC; N2 (G); QL (1 tab per
atorvastatin calcium oral tablet 10 mg, 20 mg CE | Day): AL
atorvastatin calcium oral tablet 40 mg, 80 mg G LGC; QL (1 tab per 1 Day)
CRESTOR ORA.L TABLET 10 MG, 20 MG, 40 MG, 5 MG NPB ST: QL (1 tab per 1 Day)
(rosuvastatin calcium)
EZALLOR SPRINKLE ORAL CAPSULE SPRINKLE 10 NPB PA; ST; QL (1 capsule per 1
MG, 20 MG, 40 MG, 5 MG (rosuvastatin calcium) day)
flolipid oral suspension 20 mg/5ml NPB PA; ST; QL (5 milliliters per

1 Day)
.. . PA; ST; QL (10 milliliters

flolipid oral suspension 40 mg/5ml NPB per 1 Day)
fluvastatin sodium er oral tablet extended release 24 hour 80 mg G QL (1 tablet per 1 day)
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fluvastatin sodium oral capsule 20 mg, 40 mg G QL (2 caps per 1 Day)
LESCOL XL ORAL TABLET EXTENDED RELEASE 24

HOUR 80 MG (fluvastatin sodium) NPB QL (1 tab per I day)
LIPITOR QRAL TABLET 10 MG, 20 MG, 40 MG, 80 MG NPB ST: QL (1 tab per 1 day)
(atorvastatin calcium)

LIVALO ORAL TABLET 1 MG, 2 MG, 4 MG (pitavastatin NPB ST: QL (1 tab per I day)
calcium)

lovastatin oral tablet 10 mg, 20 mg, 40 mg G LGC; QL (2 tab per 1 Day)
PRAVACHOL ORAL TABLET 40 MG (pravastatin sodium) NPB QL (1 tab per 1 Day)
pravastatin sodium oral tablet 10 mg, 20 mg, 40 mg, 80 mg G LGC; QL (1 tab per 1 Day)
rosuvastatin calcium oral tablet 10 mg, 20 mg, 40 mg, 5 mg G BS;):; QL (T tablet per 1

. . LGC; N2 (G); QL (1 tab per

simvastatin oral tablet 10 mg, 20 mg, 40 mg, 5 mg CE I Day): AL

simvastatin oral tablet 80 mg G LGC; QL (1 tab per 1 Day)
ZQCOR QRAL TABLET 10 MG, 20 MG, 40 MG, 80 MG NPB QL (1 tab per 1 Day)
(simvastatin)

ZYPITAMAG ORAL TABLET 2 MG, 4 MG (pitavastatin NPB ST: QL (1 tablet per 1 Day)
magnesiumn)

ANTILIPEMICS, HMG-COA REDUCTASE

INHIBITORS/COMBINATIONS

ezetimibe-simvastatin oral tablet 10-10 mg, 10-20 mg, 10-40 mg, G QL (1 tablet per 1 Day)
10-80 mg

ROSZET ORAL TABLET 10-10 MG, 10-20 MG, 10-40 MG,

. : NPB

10-5 MG (ezetimibe-rosuvastatin)

VYTORIN ORAL TABLET 10-10 MG, 10-20 MG, 10-40 _

MG, 10-80 MG (ezetimibe-simvastatin) NPB ST; QL (1 tab per 1 Day)
ANTILIPEMICS, MISCELLANEOUS - DRUGS TO

TREAT HIGH CHOLESTEROL

icosapent ethyl oral capsule 1 gm G
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JUXTAPID ORAL CAPSULE 10 MG, 20 MG, 30 MG, 5
MG (lomitapide mesylate)

NPSP

PA; ST; SP; QL (1 capsule
per 1 day)

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

NPB

QL (4 capsules per 1 day)

niacin (antihyperlipidemic) oral tablet 500 mg

niacin er (antihyperlipidemic) oral tablet extended release 1000
mg, 500 mg, 750 mg

niacin er oral tablet extended release 250 mg, 750 mg

NIACOR ORAL TABLET 500 MG (niacin
(antihyperlipidemic))

Q|Q @ |a

NIASPAN ORAL TABLET EXTENDED RELEASE 1000
MG, 500 MG, 750 MG (niacin (antihyperlipidemic))

NPB

ANTILIPEMICS, OMEGA-3 FATTY ACIDS

omega-3-acid ethyl esters oral capsule 1 gm

QL (4 capsules per 1 day)

VASCEPA ORAL CAPSULE 0.5 GM (icosapent ethyl)

PB

#; QL (8 capsules per 1 day)

VASCEPA ORAL CAPSULE 1 GM (icosapent ethyl)

PB

QL (4 tablets per 1 day)

ANTILIPEMICS, PCSK9 INHIBITORS

PRALUENT SUBCUTANEOUS SOLUTION AUTO-
INJECTOR 150 MG/ML, 75 MG/ML (alirocumab)

PSP

PA; SP; QL (2 syringes per
28 days)

REPATHA PUSHTRONEX SYSTEM SUBCUTANEOUS
SOLUTION CARTRIDGE 420 MG/3.5ML (evolocumab)

NPSP

PA; NPL

REPATHA SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 140 MG/ML (evolocumab)

NPSP

PA; NPL

REPATHA SURECLICK SUBCUTANEOUS SOLUTION
AUTO-INJECTOR 140 MG/ML (evolocumab)

NPSP

PA; NPL

BETA-BLOCKER/DIURETIC COMBINATIONS - DRUGS
TO TREAT HIGH BLOOD PRESSURE AND HEART
CONDITIONS

atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 mg
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bisoprolol-hydrochlorothiazide oral tablet 10-6.25 mg, 2.5-6.25
mg, 5-6.25 mg

DUTOPROL ORAL TABLET EXTENDED RELEASE 24
HOUR 100-12.5 MG (metoprolol-hydrochlorothiazide)

DUTOPROL ORAL TABLET EXTENDED RELEASE 24
HOUR 25-12.5 MG, 50-12.5 MG (metoprolol- NPB ST; QL (1 tablet per 1 day)
hydrochlorothiazide)

metoprolol-hydrochlorothiazide oral tablet 100-25 mg, 100-50

G LGC

NPB ST; QL (2 tablets per 1 day)

mg, 50-25 mg G
TENORETIC 100 ORAL TABLET 100-25 MG (atenolol-

. NPB
chlorthalidone)
TENORETIC 50 ORAL TABLET 50-25 MG (atenolol-

. NPB
chlorthalidone)
ZIAC ORAL TABLET 10-6.25 MG, 2.5-6.25 MG, 5-6.25 NPB
MG (bisoprolol-hydrochlorothiazide)
BETA-BLOCKERS - DRUGS TO TREAT HIGH BLOOD
PRESSURE AND HEART CONDITIONS
acebutolol hel oral capsule 200 mg, 400 mg G
atenolol oral tablet 100 mg, 25 mg, 50 mg G LGC
BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG

NPB
(sotalol hcl af)
BETAPACE ORAL TABLET 120 MG, 160 MG, 80 MG
NPB

(sotalol hel)
betaxolol hel oral tablet 10 mg, 20 mg G
bisoprolol fumarate oral tablet 10 mg, 5 mg G

BYSTOLIC ORAL TABLET 10 MG, 2.5 MG, 5 MG

(nebivolol hel) PB #; QL (1 tablet per 1 day)

BYSTOLIC ORAL TABLET 20 MG (nebivolol hcl) PB #; QL (2 tablets per 1 day)
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg G LGC
carvedilol phosphate er oral capsule extended release 24 hour 10 G

mg, 20 mg, 40 mg, 80 mg
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COREG CR ORAL CAPSULE EXTENDED RELEASE 24
HOUR 10 MG, 20 MG, 40 MG, 80 MG (carvedilol phosphate)

NPB

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125 MG, 6.25
MG (carvedilol)

NPB

CORGARD ORAL TABLET 20 MG, 40 MG, 80 MG
(nadolol)

NPB

HEMANGEOL ORAL SOLUTION 4.28 MG/ML
(propranolol hcl)

NPB

PA

INDERAL LA ORAL CAPSULE EXTENDED RELEASE
24 HOUR 120 MG, 160 MG, 60 MG, 80 MG (propranolol
hel)

NPB

ST

INDERAL XL ORAL CAPSULE EXTENDED RELEASE
24 HOUR 120 MG, 80 MG (propranolol hcl sr beads)

NPB

ST

INNOPRAN XL ORAL CAPSULE EXTENDED
RELEASE 24 HOUR 120 MG, 80 MG (propranolol hcl sr
beadls)

NPB

ST; #

KAPSPARGO SPRINKLE ORAL CAPSULE ER 24
HOUR SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG
(metoprolol succinate)

NPB

labetalol hel oral tablet 100 mg, 200 mg, 300 mg

LOPRESSOR ORAL TABLET 100 MG, 50 MG (metoprolol
tartrate)

NPB

metoprolol succinate er oral tablet extended release 24 hour 100
mg, 50 mg

QL (1.5 tablets per 1 day)

metoprolol succinate er oral tablet extended release 24 hour 200
mg

Q

QL (2 tablets per 1 day)

metoprolol succinate er oral tablet extended release 24 hour 25
mg

QL (1 tablet per 1 day)

metoprolol tartrate oral tablet 100 mg, 25 mg, 50 mg

LGC

metoprolol tartrate oral tablet 37.5 mg, 75 mg

nadolol oral tablet 20 mg, 40 mg, 80 mg

Qlala a
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Prescription Drug Name Drug Tier C.O verage Requirements and
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pindolol oral tablet 10 mg, 5 mg G
propranolol hcl er oral capsule extended release 24 hour 120 mg, G
160 mg, 60 mg, 80 mg
propranolol hel oral solution 20 mglSml, 40 mgl/5ml G
propranolol hel oral tablet 10 mg, 20 mg, 40 mg, 80 mg G LGC
propranolol hel oral tablet 60 mg G
SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) NPB
TENORMIN ORAL TABLET 100 MG, 25 MG, 50 MG
NPB
(atenolol)
timolol maleate oral tablet 10 mg, 20 mg, 5 mg G
TOPROL XL ORAL TABLET EXTENDED RELEASE 24
HOUR 100 MG, 200 MG, 25 MG, 50 MG (metoprolol NPB
succinate)
CALCIUM CHANNEL BLOCKER/ANTILIPEMIC
COMBINATIONS
amlodipine-atorvastatin oral tablet 10-10 mg, 10-20 mg, 10-40 )
mg, 10-80 mg, 2.5-10 mg, 2.5-20 mg, 2.5-40 mg, 5-10 mg, 5-20 G ;ff QL (T tablet per 1
mg, 5-40 mg, 5-80 mg 4
CADUET ORAL TABLET 10-10 MG, 10-20 MG, 10-40
MG, 5-10 MG (amlodipine-atorvastatin) NPB QL (1 tablet per I day)

CALCIUM CHANNEL BLOCKERS - DRUGS TO TREAT
HIGH BLOOD PRESSURE AND HEART CONDITIONS

nifedipine (Afeditab Cr Oral Tablet Extended Release 24 Hour

30 Mg, 60 Mg) G
amlodipine besylate oral tablet 10 mg, 2.5 mg, 5 mg G LGC
CALAN SR ORAL TABLET EXTENDED RELEASE 120 NPB

MG, 180 MG, 240 MG (verapamil hcl)

CARDIZEM CD ORAL CAPSULE EXTENDED
RELEASE 24 HOUR 120 MG, 180 MG, 240 MG, 360 MG NPB ST
(diltiazem hcl coated beads)
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CARDIZEM LA ORAL TABLET EXTENDED RELEASE
24 HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 NPB
MG (diltiazem hcl coated beads)
CARDIZEM ORAL TABLET 120 MG, 30 MG, 60 MG
i NPB
(diltiazem hcl)
diltiazem hcl coated beads (Cartia Xt Oral Capsule Extended G
Release 24 Hour 120 Mg, 180 Mg, 240 Mg, 300 Mg)
CONJUPRI ORAL TABLET 2.5 MG, 5 MG (levamlodipine NPB
maleate)
CONSENSI ORAL TABLET 10-200 MG, 2.5-200 MG, 5-200 _
MG (amlodipine besylate-celecoxib) NPB ST; QL (I tablet per I day)
diltiazem hcl er beads oral capsule extended release 24 hour 120 G
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg
diltiazem hcl er coated beads oral capsule extended release 24 G
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg
diltiazem hcl er coated beads oral tablet extended release 24 G
hour 180 mg, 240 mg, 300 mg, 360 mg
diltiazem hcl er oral capsule extended release 12 hour 120 mg, G
60 mg, 90 mg
diltiazem hcl er oral capsule extended release 24 hour 120 mg G
diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg G LGC
dilt-xr oral capsule extended release 24 hour 120 mg, 180 mg, G
240 mg
felodipine er oral tablet extended release 24 hour 10 mg, 2.5 mg, G
Smg
isradipine oral capsule 2.5 mg, 5 mg G
KATERZIA ORAL SUSPENSION 1 MG/ML (amlodipine NPB QL (10 ML per 1 day)
benzoate)
diltiazem hcl coated beads (Matzim La Oral Tablet Extended G
Release 24 Hour 180 Mg, 240 Mg, 300 Mg, 360 Mg, 420 Mg)
nicardipine hcl oral capsule 20 mg, 30 mg G
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nifedipine er oral tablet extended release 24 hour 30 mg, 60 mg,
90 mg

Q

nifedipine er osmotic release oral tablet extended release 24 hour
30 mg, 60 mg, 90 mg

nifedipine oral capsule 10 mg, 20 mg

nimodipine oral capsule 30 mg

nisoldipine er oral tablet extended release 24 hour 17 mg, 34 mg,
8.5 mg

Q |Qa a

NORVASC ORAL TABLET 10 MG, 2.5 MG, 5 MG
(amlodipine besylate)

NPB

NYMALIZE ORAL SOLUTION 6 MG/ML (nimodipine)

NPB

PROCARDIA XL ORAL TABLET EXTENDED
RELEASE 24 HOUR 30 MG, 60 MG, 90 MG (nifedipine)

NPB

SULAR ORAL TABLET EXTENDED RELEASE 24
HOUR 17 MG, 34 MG, 8.5 MG (nisoldipine)

NPB

diltiazem hcl er beads (Taztia Xt Oral Capsule Extended
Release 24 Hour 120 Mg, 180 Mg, 240 Mg, 300 Mg, 360 Mg)

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24
HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420
MG (diltiazem hcl er beads)

NPB

verapamil hcl er oral capsule extended release 24 hour 100 mg,
120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg

LGC

verapamil hcl er oral tablet extended release 180 mg, 240 mg

verapamil hcl oral tablet 120 mg, 40 mg, 80 mg

QA a @

LGC

VERELAN ORAL CAPSULE EXTENDED RELEASE 24
HOUR 120 MG, 180 MG, 240 MG, 360 MG (verapamil hcl)

NPB

VERELAN PM ORAL CAPSULE EXTENDED RELEASE
24 HOUR 100 MG, 200 MG, 300 MG (verapamil hcl)

NPB
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DIGITALIS GLYCOSIDES - DRUGS TO TREAT HEART

CONDITIONS

digoxin (Digitek Oral Tablet 125 Mcg, 250 Mcg) G
digoxin (Digox Oral Tablet 125 Mcg, 250 Mcg) G
digoxin oral tablet 125 mcg, 250 mcg G
LANOXIN ORAL TABLET 125 MCG, 250 MCG, 62.5 NPB
MCG (digoxin)

DIRECT RENIN INHIBITORS/COMBINATIONS -
DRUGS TO TREAT HEART CONDITIONS

aliskiren fumarate oral tablet 150 mg, 300 mg G QL (1 tablet per 1 day)

TEKTURNA HCT ORAL TABLET 150-12.5 MG, 150-25

MG (aliskiren-hydrochlorothiazide) NPB ST; QL (I tablet per I Day)

TEKTURNA HCT ORAL TABLET 300-12.5 MG, 300-25

MG (aliskiren-hydrochlorothiazide) NPB ST; QL (I tablet per I day)

TEKTURNA ORAL TABLET 150 MG, 300 MG (aliskiren NPB ST: QL (1 tab per 1 Day)

fumarate)

DIURETICS - DRUGS TO TREAT HEART CONDITIONS

acetazolamide er oral capsule extended release 12 hour 500 mg G

acetazolamide oral tablet 250 mg G
ALDACTAZIDE ORAL TABLET 25-25 MG, 50-50 MG NPB
(spironolactone-hctz)

ALDACTONE ORAL TABLET 100 MG, 25 MG, 50 MG NPB
(spironolactone)

amiloride hcl oral tablet 5 mg G
amiloride-hydrochlorothiazide oral tablet 5-50 mg G LGC
bumetanide oral tablet 0.5 mg, 1 mg, 2 mg G

CAROSPIR ORAL SUSPENSION 25 MG/5SML NPB PA; ST; QL (80 milliliters
(spironolactone) per 1 Day)
chlorthalidone oral tablet 25 mg, 50 mg G
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DIURIL ORAL SUSPENSION 250 MG/5SML

(chlorothiazide) NPB

DYRENIUM ORAL CAPSULE 100 MG, 50 MG
(triamterene)

Z
g
w

EDECRIN ORAL TABLET 25 MG (ethacrynic acid)

Z
0
o~

ethacrynic acid oral tablet 25 mg

furosemide oral solution 10 mgiml

furosemide oral tablet 20 mg, 40 mg, 80 mg LGC

hydrochlorothiazide oral capsule 12.5 mg LGC

hydrochlorothiazide oral tablet 12.5 mg

Qe alala

hydrochlorothiazide oral tablet 25 mg, 50 mg LGC

Q

indapamide oral tablet 1.25 mg, 2.5 mg

PA; #; QL (4 tablets per 1

KEVEYIS ORAL TABLET 50 MG (dichlorphenamide) NPSP day)

LASIX ORAL TABLET 20 MG, 40 MG, 80 MG (furosemide) NPB

MAXZIDE ORAL TABLET 75-50 MG (triamterene-hctz) NPB

MAXZIDE-25 ORAL TABLET 37.5-25 MG (triamterene-

hetz) NPB

methazolamide oral tablet 25 mg, 50 mg

metolazone oral tablet 10 mg, 2.5 mg, 5 mg

spironolactone oral tablet 100 mg, 50 mg

spironolactone oral tablet 25 mg LGC

spironolactone-hctz oral tablet 25-25 mg

torsemide oral tablet 10 mg, 100 mg, 20 mg, 5 mg

triamterene oral capsule 100 mg, 50 mg

triamterene-hctz oral capsule 37.5-25 mg LGC

QA QI Qaalaa

triamterene-hctz oral tablet 37.5-25 mg, 75-50 mg LGC
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
HEART FAILURE
VERQUVO ORAL TABLET 10 MG, 2.5 MG, 5 MG NPB
(vericiguat)
MISCELLANEOUS
BIDIL ORAL TABLET 20-37.5 MG (isosorb dinitrate-
. NPB #
hydralazine)
CATAPRES-TTS-1 TRANSDERMAL PATCH WEEKLY NPB
0.1 MG/24HR (clonidine)
CATAPRES-TTS-2 TRANSDERMAL PATCH WEEKLY NPB
0.2 MG/24HR (clonidine)
CATAPRES-TTS-3 TRANSDERMAL PATCH WEEKLY NPB
0.3 MG/24HR (clonidine)
clonidine hcl oral tablet 0.1 mg, 0.2 mg, 0.3 mg G LGC
clonidine transdermal patch weekly 0.1 mgl24hr, 0.2 mg/24hr,
G

0.3 mgl24hr
CORLANOR ORAL SOLUTION 5 MG/5ML (ivabradine PB
hel)
CORLANOR ORAL TABLET 5 MG, 7.5 MG (ivabradine PB
hel)
DEMSER ORAL CAPSULE 250 MG (metyrosine) NPSP ST; SP
DIBENZYLINE ORAL CAPSULE 10 MG ST; QL (12 capsules per 1

: NPSP
(phenoxybenzamine hcl) day)
droxidopa oral capsule 100 mg PSP g;\y;)SP; QL (3 capsules per 1
droxidopa oral capsule 200 mg, 300 mg PSP gﬁy;)SP; QL (6 capsules per 1
ENTRESTO ORAL TABLET 24-26 MG, 49-51 MG, 97-103
MG (sacubitril-valsartan) PB QL (2 tablets per 1 day)
guanfacine hcl oral tablet 1 mg, 2 mg G
hydralazine hcl oral tablet 10 mg, 100 mg, 50 mg G
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Coverage Requirements and

120 mg, 30 mg, 60 mg

Prescription Drug Name Drug Tier Limits
hydralazine hcl oral tablet 25 mg G LGC
methyldopa oral tablet 250 mg, 500 mg G
metyrosine oral capsule 250 mg G
midodrine hcl oral tablet 10 mg, 2.5 mg, 5 mg G
minoxidil oral tablet 10 mg, 2.5 mg G
NORTHERA ORAL CAPSULE 100 MG (droxidopa) PSP gg;lsgégP; QL (3 capsules
NORTHERA ORAL CAPSULE 200 MG, 300 MG PSP PA; ST; SP; QL (6 capsules
(droxidopa) per 1 day)
phenoxybenzamine hcl oral capsule 10 mg PSP QL (12 capsules per 1 day)
RANEXA ORAL TABLET EXTENDED RELEASE 12 _
HOUR 1000 MG (ranolazine) NPB ST QL (2 tab per I Day)
ranolazine er oral tablet extended release 12 hour 1000 mg G QL (2 tablets per 1 day)
ranolazine er oral tablet extended release 12 hour 500 mg G QL (3 tablets per 1 day)
VECAMYL ORAL TABLET 2.5 MG (mecamylamine hel) Npsp | PA ST; SP; QL (10 tablets
per 1 Day)
VYNDAMAX ORAL CAPSULE 61 MG (tafamidis) NPSP E:‘;)SP; QL (I capsule per |
VYNDAQEL ORAL CAPSULE 20 MG (tafamidis PA; SP; QL (4 capsules per 1
. . NPSP
meglumine (cardiac)) day)
NITRATES - DRUGS TO TREAT HEART CONDITIONS
DILATRATE-SR ORAL CAPSULE EXTENDED NPB
RELEASE 40 MG (isosorbide dinitrate)
GONITRO SUBLINGUAL PACKET 400 MCG NPB
(nitroglycerin)
ISORDIL TITRADOSE ORAL TABLET 40 MG, 5 MG
: o NPB
(isosorbide dinitrate)
isosorbide dinitrate oral tablet 10 mg, 20 mg, 40 mg, 5 mg G
isosorbide mononitrate er oral tablet extended release 24 hour G
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
isosorbide mononitrate oral tablet 10 mg, 20 mg G
nitroglycerin (Minitran Transdermal Patch 24 Hour 0.1 G
Mg/Hr, 0.2 Mg/Hr, 0.4 Mg/Hr, 0.6 Mg/Hr)
NITRO-BID TRANSDERMAL OINTMENT 2 % NPB
(nitroglycerin)
NITRO-DUR TRANSDERMAL PATCH 24 HOUR 0.1
MG/HR, 0.2 MG/HR, 0.3 MG/HR, 0.4 MG/HR, 0.6 NPB
MG/HR, 0.8 MG/HR (nitroglycerin)
nitroglycerin sublingual tablet sublingual 0.3 mg, 0.4 mg, 0.6 mg G
nitroglycerin transdermal patch 24 hour 0.1 mglhr, 0.2 mglhr, G
0.4 mglhr, 0.6 mglhr
nitroglycerin translingual solution 0.4 mglspray G
NITROLINGUAL TRANSLINGUAL SOLUTION 0.4 NPB
MGJ/SPRAY (nitroglycerin)
NITROMIST TRANSLINGUAL AEROSOL SOLUTION NPB
400 MCG/SPRAY (nitroglycerin)
NITROSTAT SUBLINGUAL TABLET SUBLINGUAL 0.3 NPB ST
MG, 0.4 MG, 0.6 MG (nitroglycerin)
RANEXA ORAL TABLET EXTENDED RELEASE 12 _
HOUR 500 MG (ranolazine) NPB ST QL (3 tab per I Day)
PULMONARY ARTERIAL HYPERTENSION - DRUGS
TO TREAT PULMONARY HYPERTENSION
ADCIRCA ORAL TABLET 20 MG (tadalafil (pah)) Npsp  |PAs ST, NPL;SP; QL (2 tab
per 1 Day)
ADEMPAS ORAL TABLET 0.5 MG, 1 MG, 1.5 MG, 2 MG, NPSP PA; NPL; SP; UF9 (PSP);
2.5 MG (riociguat) QL (3 tab per 1 Day)
. PA; NPL; SP; QL (2 tablets
tadalafil (pah) (Alyq Oral Tablet 20 Mg) PSP per 1 day)
ambrisentan oral tablet 10 mg, 5 mg PSP PA; NPL; SP
bosentan oral tablet 125 mg, 62.5 mg PSP PA; NPL; SP
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MG/ML (treprostinil)

Prescription Drug Name Drug Tier Limits

epoprostenol sodium intravenous solution reconstituted 0.5 mg, PSP PA: NPL: SP

1.5 mg

FLOLAN INTRAVENOUS SOLUTION _ )

RECONSTITUTED 0.5 MG, 1.5 MG (epoprostenol sodium) NPSP PA; NPL; SP

LETAIRIS ORAL TABLET 10 MG, 5 MG (ambrisentan) NPSP  |PA; ST; NPL; SP

OPSUMIT ORAL TABLET 10 MG (macitentan) psp  |PAs NPL; SP; QL (1 tablet
per 1 Day)

ORENITRAM ORAL TABLET EXTENDED RELEASE

0.125 MG, 0.25 MG, 1 MG, 2.5 MG, 5 MG (treprostinil NPSP  [PA; NPL; SP

diolamine)

REMODULIN INJECTION SOLUTION 100 MG/20ML, 20 . )

MG/20ML, 200 MG/20ML, 50 MG/20ML (treprostinil) NPSP|PA; NPL; SP

REVAT¥O .INTRAVENOUS SOLUTION 10 MG/12.5ML NPSP  |PA: NPL: SP

(sildenatfil citrate)

REVATIO ORAL SUSPENSION RECONSTITUTED 10 NPSP PA; ST; NPL; SP; QL (2

MG/ML (sildenafil citrate) bottles per 30 days)

REVATIO ORAL TABLET 20 MG (sildenafil citrate) Npsp | PA; ST NPL: SP, QL (3
tablets per 1 Day)

sildenafil citrate oral tablet 20 mg G PA; NPL; SP: QL (3 tab per
1 Day)

. PA; NPL; SP; QL (2 tablets

tadalafil (pah) oral tablet 20 mg PSP per 1 day)

TRACLEER ORAL TABLET 125 MG, 62.5 MG (bosentan) NPSP  |PA; ST; NPL; SP

TRACLEER ORAL TABLET SOLUBLE 32 MG (bosentan) NPSP  [PA; NPL; SP

treprostinil injection solution 100 mg/20ml, 20 mg/20ml, 200 ) .

mg/20ml, 50 mg/20ml PSP PA; NPL; SP

TYVASQ 'INHALATION SOLUTION 0.6 MG/ML NPSP  |PA: NPL: SP

(treprostinil)

TYVASO REFILL INHALATION SOLUTION 0.6 NPSP  |PA: NPL: SP
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

TYVASO STARTER INHALATION SOLUTION 0.6 . )

MG/ML (treprostinil) NPSP PA; NPL; SP

UPTRAVI ORAL TABLET 1000 MCG, 1200 MCG, 1400 _ oD,

MCG, 1600 MCG, 400 MCG, 600 MCG, 800 MCG npsp | DA NPLSP QL (2 tablets
; per 1 day)

(selexipag)

UPTRAVI ORAL TABLET 200 MCG (selexipag) NPSP EQ;II\L?;; SP; QL (5 tablets

UPTRAVI ORAL TABLET THERAPY PACK 200 & 800 NPSP PA; NPL; SP; QL (1 pack

MCG (selexipag) per 1 month)

VELETRI INTRAVENOUS SOLUTION ' )

RECONSTITUTED 0.5 MG, 1.5 MG (epoprostenol sodium) NPSP PA; NPL; SP

VENTAVIS INHALATION SOLUTION 10 MCG/ML, 20 . )

MCG/ML (iloprost) NPSP PA; NPL; SP

CENTRAL NERVOUS SYSTEM - DRUGS TO TREAT

NERVOUS SYSTEM DISORDERS

ANTIANXIETY - DRUGS TO TREAT ANXIETY

alprazolam er oral tablet extended release 24 hour 0.5 mg, 1 mg, G QL (2 tablets per 1 day)

2 mg, 3 mg p y

ALPRAZOLAM INTENSOL ORAL CONCENTRATE 1 NPB

MG/ML (alprazolam)

alprazolam oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg G

alprazolam oral tablet dispersible 0.25 mg, 0.5 mg, 1 mg, 2 mg G

alprazolam xr oral tablet extended release 24 hour 0.5 mg, 1 mg, G QL (2 tablets per 1 day)

2 mg, 3 mg p y

ATIVAN ORAL TABLET 0.5 MG, 1 MG, 2 MG NPB ST

(lorazepam)

chlordiazepoxide hcl oral capsule 10 mg, 25 mg, 5 mg G

lorazepam (Lorazepam Intensol Oral Concentrate 2 Mg/Ml) G

lorazepam oral tablet 0.5 mg, 1 mg, 2 mg G

meprobamate oral tablet 200 mg, 400 mg G
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Coverage Requirements and

mg, 2 mg

Prescription Drug Name Drug Tier Limits
oxazepam oral capsule 10 mg, 15 mg, 30 mg G
XANAX ORAL TABLET 0.25 MG, 0.5 MG, 1 MG, 2 MG

NPB ST
(alprazolam)
XANAX XR ORAL TABLET EXTENDED RELEASE 24 _
HOUR 0.5 MG, 1 MG, 2 MG (alprazolam) NPB ST QL (5 tablets per 1 day)
XANAX XR ORAL TABLET EXTENDED RELEASE 24 _
HOUR 3 MG (alprazolam) NPB ST; QL (3 tablets per 1 day)
ANTICONVULSANTS - DRUGS TO TREAT SEIZURES
APTIOM ORAL TABLET 200 MG, 400 MG, 800 MG NPB #: QL (1 tablet per 1 day)
(eslicarbazepine acetate)
APTIOM ORAL TABLET 600 MG (eslicarbazepine acetate) NPB #; QL (2 tablets per 1 day)
BANZEL ORAL SUSPENSION 40 MG/ML (rufinamide) NPB
BANZEL ORAL TABLET 200 MG, 400 MG (rufinamide) NPB #; QL (8 tablets per 1 day)
BRIVIACT ORAL TABLET 10 MG, 100 MG, 25 MG, 50 NPB PA; QL (2 tablets per 1
MG, 75 MG (brivaracetam) Day)
carbamazepine er oral capsule extended release 12 hour 100 mg,

G

200 mg, 300 mg
carbamazepine er oral tablet extended release 12 hour 100 mg, G
200 mg, 400 mg
carbamazepine oral suspension 100 mgl5ml G
carbamazepine oral tablet 200 mg G
carbamazepine oral tablet chewable 100 mg G
CARBATROL ORAL CAPSULE EXTENDED RELEASE PB
12 HOUR 100 MG, 200 MG, 300 MG (carbamazepine)
CELONTIN ORAL CAPSULE 300 MG (methsuximide) PB
clobazam oral suspension 2.5 mgiml G
clobazam oral tablet 10 mg, 20 mg G QL (2 tablets per 1 day)
clonazepam oral tablet 0.5 mg, 1 mg, 2 mg G
clonazepam oral tablet dispersible 0.125 mg, 0.25 mg, 0.5 mg, 1 G
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
clorazepate dipotassium oral tablet 15 mg, 3.75 mg, 7.5 mg G
DEPAKOTE ER ORAL TABLET EXTENDED RELEASE NPB
24 HOUR 250 MG, 500 MG (divalproex sodium)
DEPAKOTE ORAL TABLET DELAYED RELEASE 125 NPB
MG, 250 MG, 500 MG (divalproex sodium)
DEPAKOTE SPRINKLES ORAL CAPSULE DELAYED NPB
RELEASE SPRINKLE 125 MG (divalproex sodiun)
DIACOMIT ORAL CAPSULE 250 MG (stiripentol) NPSP CSIaP;)QL (12 capsules per 1
DIACOMIT ORAL CAPSULE 500 MG (stiripentol) NPSP ES;SL (6 capsules per 1
DIACOMIT ORAL PACKET 250 MG (stiripentol) NPSP (Sjap;)QL (12 packets per 1
DIACOMIT ORAL PACKET 500 MG (stiripentol) NPSP SP; QL (6 packets per 1 day)
DI‘ASTAT ACUDIAL RECTAL GEL 10 MG, 20 MG PB QL (1 pack per 1 fill)
(diazepam)
DIASTAT PEDIATRIC RECTAL GEL 2.5 MG (diazepam) PB QL (1 pack per 1 fill)
diazepam (Diazepam Intensol Oral Concentrate 5 Mg/Ml) G
diazepam oral tablet 10 mg, 2 mg, 5 mg G
DILANTIN INFATABS ORAL TABLET CHEWABLE 50 ST; QL (12 tablets per 1

. NPB
MG (phenytoin) day)
DILANTIN ORAL CAPSULE 100 MG (phenytoin sodium NPB ST; QL (6 capsules per 1
extended) day)
DILANTIN ORAL CAPSULE 30 MG (phenytoin sodium NPB ST; QL (20 capsules per 1
extended) day)
DILANTIN ORAL SUSPENSION 125 MG/SML (phenytoin)| ~ NPB ISnTon?hL) (3 bottles per 1
divalproex sodium er oral tablet extended release 24 hour 250 G
mg, 500 mg
divalproex sodium oral capsule delayed release sprinkle 125 mg G
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Prescription Drug Name Drug Tier Limits

divalproex sodium oral tablet delayed release 125 mg, 250 mg, G

500 mg

ELEPSIA XR ORAL TABLET EXTENDED RELEASE 24 NPB

HOUR 1000 MG, 1500 MG (levetiracetant)

EPIDIOLEX ORAL SOLUTION 100 MG/ML (cannabidiol) | NPSP Eg;lsgfo ilfh)QL (800 ML
carbamazepine (Epitol Oral Tablet 200 Mg) G

ethosuximide oral capsule 250 mg G

ethosuximide oral solution 250 mg/5ml G

felbamate oral suspension 600 mgl/5ml G

felbamate oral tablet 400 mg, 600 mg G

FELBATOL ORAL SUSPENSION 600 MG/5SML

(felbamate) NPB

FELBATOL ORAL TABLET 400 MG, 600 MG (felbamate) NPB

FINTEPLA ORAL SOLUTION 2.2 MG/ML (fenfluramine NPSP PA; SP; QL (12 ML per 1
hel) day)

FYCOMPA ORAL SUSPENSION 0.5 MG/ML (perampanel) PB

g?\(/{(égl;dll\)/[% (&ZZZ;E[I;ET 10 MG, 12 MG, 2 MG, 4 MG, PB QL (1 tab per 1 Day)
gabapentin oral capsule 100 mg, 300 mg, 400 mg G QL (6 caps per 1 Day)
gabapentin oral solution 250 mg/5ml, 300 mgloml G QL (72 ML per 1 day)
gabapentin oral tablet 600 mg, 800 mg G QL (6 tab per 1 Day)
GABITRIL ORAL TABLET 12 MG, 4 MG (tiagabine hcl) NPB QL (4 tablets per 1 day)
GABITRIL ORAL TABLET 16 MG (tiagabine hcl) NPB QL (3 tablets per 1 day)
GABITRIL ORAL TABLET 2 MG (tiagabine hcl) NPB QL (1 tablet per 1 day)
KEPPRA ORAL SOLUTION 100 MG/ML (levetiracetam) NPB QL (2 bottles per 1 month)
KEPPRA ORAL TABLET 1000 MG (levetiracetam) NPB QL (3 tablets per 1 day)
KEPPRA ORAL TABLET 250 MG (levetiracetam) NPB QL (12 tablets per 1 day)
KEPPRA ORAL TABLET 500 MG (levetiracetam) NPB QL (6 tablets per 1 day)
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Prescription Drug Name

Drug Tier
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KEPPRA ORAL TABLET 750 MG (levetiracetan)

NPB

QL (4 tablets per 1 day)

KEPPRA XR ORAL TABLET EXTENDED RELEASE 24
HOUR 500 MG (levetiracetam)

NPB

QL (6 tablets per 1 day)

KEPPRA XR ORAL TABLET EXTENDED RELEASE 24
HOUR 750 MG (levetiracetam)

NPB

QL (4 tablets per 1 day)

KLONOPIN ORAL TABLET 0.5 MG, 1 MG, 2 MG
(clonazepam)

NPB

LAMICTAL ODT ORAL KIT 21 X 25 MG & 7 X 50 MG,
25 & 50 & 100 MG, 42 X 50 MG & 14X100 MG (lamotrigine)

NPB

LAMICTAL ODT ORAL TABLET DISPERSIBLE 100
MG, 200 MG, 25 MG, 50 MG (lamotrigine)

NPB

LAMICTAL ORAL TABLET 100 MG, 150 MG, 200 MG,
25 MG (lamotrigine)

NPB

LAMICTAL ORAL TABLET CHEWABLE 25 MG, 5 MG
(lamotrigine)

NPB

LAMICTAL STARTER ORAL KIT 35 X 25 MG, 42 X 25
MG & 7 X 100 MG, 84 X 25 MG & 14X100 MG (lamotrigine)

NPB

LAMICTAL XR ORAL KIT 21 X 25 MG & 7 X 50 MG, 25
& 50 & 100 MG, 50 & 100 & 200 MG (lamotrigine)

NPB

LAMICTAL XR ORAL TABLET EXTENDED RELEASE
24 HOUR 100 MG, 200 MG, 25 MG, 250 MG, 300 MG, 50
MG (lamotrigine)

NPB

lamotrigine er oral tablet extended release 24 hour 100 mg, 25
mg, 50 mg

QL (1 tablet per 1 day)

lamotrigine er oral tablet extended release 24 hour 200 mg

QL (3 tablets per 1 day)

lamotrigine er oral tablet extended release 24 hour 250 mg, 300
mg

QL (2 tablets per 1 day)

lamotrigine oral tablet 100 mg, 150 mg, 200 mg, 25 mg

lamotrigine oral tablet chewable 25 mg, 5 mg

lamotrigine oral tablet dispersible 100 mg, 200 mg

QL (2 tablets per 1 day)

lamotrigine oral tablet dispersible 25 mg

Qla|ajal @ |Q a

QL (6 tablets per 1 day)
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lamotrigine oral tablet dispersible 50 mg G QL (3 tablets per 1 day)

lamotrigine starter kit-blue oral kit 35 x 25 mg G

lamotrigine starter kit-green oral kit 84 x 25 mg & 14x100 mg G

lamotrigine starter kit-orange oral kit 42 x 25 mg & 7 x 100 mg G

levetiracetam er oral tablet extended release 24 hour 500 mg G QL (6 tablets per 1 day)

levetiracetam er oral tablet extended release 24 hour 750 mg G QL (4 tablets per 1 day)

levetiracetam oral solution 100 mgiml! G QL (960 ML per 1 month)

levetiracetam oral tablet 1000 mg G QL (90 tablets per 1 month)

levetiracetam oral tablet 250 mg G QL (360 tablets per 1
month)

levetiracetam oral tablet 500 mg G QL (180 tablets per |
month)

levetiracetam oral tablet 750 mg G QL (120 tablets per 1
month)

LYRICA ORAL CAPSULE 100 MG, 150 MG, 200 MG, 225 NPB ST

MG, 25 MG, 300 MG, 50 MG, 75 MG (pregabalin)

LYRICA ORAL SOLUTION 20 MG/ML (pregabalin) NPB

MYSOLINE ORAL TABLET 250 MG, 50 MG (primidone) NPB

NAYZILAM NASAL SOLUTION 5 MG/0.1ML (midazolam NPB

(anticonvulsant))

NEURONTIN ORAL CAPSULE 100 MG, 300 MG, 400

MG (gabapentin) NPB QL (6 caps per 1 Day)

NEURONTIN ORAL SOLUTION 250 MG/5ML NPB QL (72 ML per 1 day)

(gabapentin)

NEURONTIN ORAL TABLET 600 MG, 800 MG NPB QL (6 tab per 1 Day)

(gabapentin)

ONFI ORAL SUSPENSION 2.5 MG/ML (clobazam) NPB ST

ONFI ORAL TABLET 10 MG, 20 MG (clobazam) NPB ST; QL (2 tablets per 1 day)

oxcarbazepine oral suspension 300 mg/5ml G
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Coverage Requirements and

(clobazam)

Prescription Drug Name Drug Tier Limits
oxcarbazepine oral tablet 150 mg, 300 mg, 600 mg G
OXTELLAR XR ORAL TABLET EXTENDED RELEASE
24 HOUR 150 MG, 300 MG (oxcarbazepine) PB QL (2 tablets per I day)
OXTELLAR XR ORAL TABLET EXTENDED RELEASE
24 HOUR 600 MG (oxcarbazepine) PB QL (4 tablets per 1 day)
phenobarbital oral elixir 20 mgl5ml G
phenobarbital oral tablet 16.2 mg, 32.4 mg G
PHENYTEK ORAL CAPSULE 200 MG, 300 MG (phenytoin
. NPB ST
sodium extended)
phenytoin (Phenytoin Infatabs Oral Tablet Chewable 50 Mg) G 1?110411(,[3}16)0 tablets per 1
phenytoin oral suspension 125 mgl/5ml G QL (720 ML per 1 month)
. QL (360 tablets per 1
phenytoin oral tablet chewable 50 mg G month)
phenytoin sodium extended oral capsule 100 mg G QL (6 capsules per 1 day)
phenytoin sodium extended oral capsule 200 mg, 300 mg G
pregabalin er oral tablet extended release 24 hour 165 mg, 330 G
mg, 82.5 mg
pregabalin oral solution 20 mgiml G
primidone oral tablet 250 mg, 50 mg G
QUDEXY XR ORAL CAPSULE ER 24 HOUR SPRINKLE
100 MG, 150 MG, 200 MG, 25 MG, 50 MG (topiramate) NPB QL (1 capsule per 1 day)
rufinamide oral suspension 40 mgiml G
rufinamide oral tablet 200 mg, 400 mg G QL (8 tablets per 1 day)
SABRIL ORAL PACKET 500 MG (vigabatrin) NPSP (lig;)SP > QL (6 packets per 1
SABRIL ORAL TABLET 500 MG (vigabatrin) Npsp | PA ST: SP; QL (6 tablets
per 1 day)
SYMPAZAN ORAL FILM 10 MG, 20 MG, 5 MG NPB ST
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

TEGRETOL ORAL SUSPENSION 100 MG/5SML

(carbamazepine) PB

TEGRETOL ORAL TABLET 200 MG (carbamazepine) PB

TEGRETOL-XR ORAL TABLET EXTENDED RELEASE

12 HOUR 100 MG, 200 MG, 400 MG (carbamazepine) NPB

tiagabine hcl oral tablet 12 mg G QL (4 tablets per 1 Day)

Q

tiagabine hcl oral tablet 16 mg QL (3 tablets per 1 Day)

Q

tiagabine hcl oral tablet 2 mg QL (1 tablet per 1 day)

tiagabine hcl oral tablet 4 mg G QL (4 tablets per 1 day)

TOPAMAX ORAL TABLET 100 MG, 200 MG, 25 MG, 50

MG (topiramate) NPB

TOPAMAX SPRINKLE ORAL CAPSULE SPRINKLE 15

MG, 25 MG (topiramate) NPB QL (4 capsules per 1 day)

topiramate er oral capsule er 24 hour sprinkle 100 mg, 25 mg, 50

mg QL (1 capsule per 1 day)

topiramate er oral capsule er 24 hour sprinkle 150 mg, 200 mg QL (2 capsules per 1 day)

topiramate oral capsule sprinkle 15 mg, 25 mg QL (4 capsules per 1 day)

QA @

topiramate oral tablet 100 mg, 200 mg, 25 mg, 50 mg

TRANXENE-T ORAL TABLET 7.5 MG (clorazepate
dipotassium)

TRILEPTAL ORAL SUSPENSION 300 MG/5ML

(oxcarbazepine) NPB

TRILEPTAL ORAL TABLET 150 MG, 300 MG, 600 MG

(oxcarbazepine) NPB

TROKENDI XR ORAL CAPSULE EXTENDED

RELEASE 24 HOUR 100 MG, 25 MG, 50 MG (topiramate) PB #, QL (1 caps per 1 Day)

TROKENDI XR ORAL CAPSULE EXTENDED

RELEASE 24 HOUR 200 MG (topiramate) PB # QL (2 caps per 1 Day)

VALIUM ORAL TABLET 10 MG, 2 MG, 5 MG (diazepam) NPB

valproic acid oral capsule 250 mg G
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
valproic acid oral solution 250 mgl/5ml G
VALTOCO 10 MG DOSE NASAL LIQUID 10 MG/0.1IML NPB
(diazepam)
VALTOCO 15 MG DOSE NASAL LIQUID THERAPY NPB
PACK 7.5 MG/0.1ML (diazepam)
VALTOCO 20 MG DOSE NASAL LIQUID THERAPY NPB
PACK 10 MG/0.1ML (diazepam)
VALTOCO 5 MG DOSE NASAL LIQUID 5 MG/0.IML NPB
(diazepam)
vigabatrin oral packet 500 mg PSP gz;)s P> QL (6 packets per |
vigabatrin oral tablet 500 mg PSP E:;;)SP; QL (6 tablets per 1
vigabatrin (Vigadrone Oral Packet 500 Mg) PSP (I;;&;)SP; QL (6 packets per 1
VIMPAT ORAL SOLUTION 10 MG/ML (lacosamide) PB f;D[il;)g (PB); QL (40 ml per
VIMPAT ORAL TABLET 100 MG, 150 MG, 200 MG PB #, UF9 (PB); QL (2 tab per
(lacosamide) 1 Day)
VIMPAT ORAL TABLET 50 MG (lacosamide) PB ?I#Dil; )9 (PB); QL (6 tab per
XCOPRI (250 MG DAILY DOSE) ORAL TABLET NPB
THERAPY PACK 100 & 150 MG (cenobamate)
XCOPRI (350 MG DAILY DOSE) ORAL TABLET NPB PA
THERAPY PACK 150 & 200 MG (cenobamate)
XCOPRI ORAL TABLET 100 MG, 150 MG, 200 MG, 50
NPB PA
MG (cenobamate)
XCOPRI ORAL TABLET THERAPY PACK 14 X 12.5 MG
& 14 X 25 MG, 14 X 150 MG & 14 X200 MG, 14 X 50 MG & NPB PA
14 X100 MG (cenobamate)
ZARONTIN ORAL CAPSULE 250 MG (ethosuximide) NPB
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Prescription Drug Name

Drug Tier

Coverage Requirements and
Limits

ZARONTIN ORAL SOLUTION 250 MG/5ML
(ethosuximide)

NPB

ZONEGRAN ORAL CAPSULE 100 MG, 25 MG
(zonisamide)

NPB

ST

zonisamide oral capsule 100 mg, 25 mg, 50 mg

ANTIDEMENTIA - DRUGS TO TREAT DEMENTIA AND
MEMORY LOSS

ARICEPT ORAL TABLET 10 MG, 23 MG, 5 MG (donepezil
hel)

NPB

donepezil hel oral tablet 10 mg, 23 mg, 5 mg

donepezil hel oral tablet dispersible 10 mg, 5 mg

EXELON TRANSDERMAL PATCH 24 HOUR 13.3
MG/24HR, 4.6 MG/24HR, 9.5 MG/24HR (rivastigmine)

NPB

galantamine hydrobromide er oral capsule extended release 24
hour 16 mg, 24 mg, 8 mg

galantamine hydrobromide oral solution 4 mglml

galantamine hydrobromide oral tablet 12 mg, 4 mg, 8 mg

memantine hcl er oral capsule extended release 24 hour 14 mg,
21 mg, 28 mg, 7 mg

memantine hcl oral tablet 10 mg, 28 x 5 mg & 21 x 10 mg, 5 mg

Ql @ | Q) a

NAMENDA TITRATION PAK ORAL TABLET 28 X 5
MG & 21 X 10 MG (memantine hcl)

NPB

NAMENDA XR ORAL CAPSULE EXTENDED
RELEASE 24 HOUR 14 MG, 21 MG, 28 MG, 7 MG
(memantine hcl)

NPB

ST

NAMZARIC ORAL CAPSULE ER 24 HOUR THERAPY
PACK 7 & 14 & 21 &28 -10 MG (memantine hcl-donepezil hcl)

PB

NAMZARIC ORAL CAPSULE EXTENDED RELEASE 24
HOUR 14-10 MG, 21-10 MG, 28-10 MG, 7-10 MG
(memantine hcl-donepezil hel)

PB
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Coverage Requirements and

PARTICLES 20 MG, 30 MG, 60 MG (duloxetine hcl)

Prescription Drug Name Drug Tier Limits

RAZADYNE ER ORAL CAPSULE EXTENDED

RELEASE 24 HOUR 16 MG, 24 MG, 8 MG (galantamine NPB

hydrobromide)

rivastigmine tartrate oral capsule 1.5 mg, 3 mg, 4.5 mg, 6 mg G

rivastigmine transdermal patch 24 hour 13.3 mgl24hr, 4.6 G

mg/24hr, 9.5 mg/24hr

ANTIDEPRESSANTS - DRUGS TO TREAT

DEPRESSION

amitriptyline hcl oral tablet 10 mg, 100 mg, 150 mg, 25 mg, 50 G

mg, 75 mg

amoxapine oral tablet 100 mg, 150 mg, 25 mg, 50 mg G

ANAFRANIL ORAL CAPSULE 25 MG, 50 MG, 75 MG NPB

(clomipramine hcl)

APLENZIN ORAL TABLET EXTENDED RELEASE 24 _

HOUR 174 MG, 348 MG, 522 MG (bupropion hbr) NPB|ST; QL (1 tab per I Day)
BRISDELLE ORAL CAPSULE 7.5 MG (paroxetine NPB PA; ST; QL (1 capsule per 1
mesylate) day)

bupropion hcl er (sr) oral tablet extended release 12 hour 100

mg, 150 mg, 200 mg G QL (2 tab per 1 Day)
bupropion hcl er (xl) oral tablet extended release 24 hour 150

mg, 300 mg G QL (1 tab per 1 Day)
zzgproplon hel er (x1) oral tablet extended release 24 hour 450 G QL (1 tablet per 1 day)
bupropion hcl oral tablet 100 mg, 75 mg G QL (6 tab per 1 Day)
CELEXA ORAL TABLET 10 MG, 20 MG, 40 MG

(citalopram hydrobromide) NPB QL (1 tab per 1 Day)
citalopram hydrobromide oral solution 10 mgl/5ml G

citalopram hydrobromide oral tablet 10 mg, 20 mg, 40 mg G LGC; QL (1 tab per 1 Day)
CYMBALTA ORAL CAPSULE DELAYED RELEASE NPB
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

desipramine hcl oral tablet 10 mg, 100 mg, 150 mg, 25 mg, 50 G

mg, 75 mg

desvenlafaxine er oral tablet extended release 24 hour 100 mg, NPB PA; ST; QL (1 tablet per 1
50 mg day)

desvenlafaxine succinate er oral tablet extended release 24 hour G PA; ST; QL (1 tablet per 1
100 mg, 25 mg, 50 mg Day)

doxepin hcl oral capsule 10 mg, 100 mg, 150 mg, 25 mg, 50 mg, G

75 mg

doxepin hcl oral concentrate 10 mglml G

DRIZALMA SPRINKLE ORAL CAPSULE DELAYED

RELEASE SPRINKLE 20 MG, 30 MG, 40 MG, 60 MG NPB ST

(duloxetine hcl)

duloxetine hcl oral capsule delayed release particles 20 mg, 30 G

mg, 40 mg, 60 mg

EFFEXOR XR ORAL CAPSULE EXTENDED RELEASE

24 HOUR 150 MG (venlafaxine hel) NPB QL (2 caps per I Day)
EFFEXOR XR ORAL CAPSULE EXTENDED RELEASE NPB QL (1 caps per 1 Day)

24 HOUR 37.5 MG, 75 MG (venlafaxine hcl) PSP y
EMSAM TRANSDERMAL PATCH 24 HOUR 12 )

MG/24HR, 6 MG/24HR,, 9 MG/24HR (selegiline) NPB|#: QL (1 patch per I Day)
escitalopram oxalate oral solution 5 mgl/5ml G QL (20 ml per 1 Day)
escitalopram oxalate oral tablet 10 mg, 20 mg, 5 mg G QL (1 tab per 1 Day)
FETZIMA ORAL CAPSULE EXTENDED RELEASE 24 PA: ST: QL (1 capsule per 1
HOUR 120 MG, 20 MG, 40 MG, 80 MG (levomilnacipran NPB | o psuie p
hel) y

FETZIMA TITRATION ORAL CAPSULE ER 24 HOUR NPB PA; ST; QL (1 titration pack
THERAPY PACK 20 & 40 MG (levomilnacipran hcl) per 28 days)

fluoxetine hcl (pmdd) oral tablet 10 mg, 20 mg G

fluoxetine hcl oral capsule 10 mg G QL (1 caps per 1 Day)
fluoxetine hcl oral capsule 20 mg G QL (4 caps per 1 Day)
fluoxetine hcl oral capsule 40 mg G LGC; QL (2 caps per 1 Day)
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Prescription Drug Name Drug Tier Limits

fluoxetine hcl oral capsule delayed release 90 mg G QL (1 caps per 7 Days)
fluoxetine hcl oral solution 20 mgl/5ml G QL (10 ml per 1 Day)
fluoxetine hcl oral tablet 10 mg G QL (1 tab per 1 Day)
fluoxetine hcl oral tablet 20 mg G QL (4 tab per 1 Day)
fluoxetine hcl oral tablet 60 mg NPB QL (1 tab per 1 Day)

FORFIVO XL ORAL TABLET EXTENDED RELEASE 24

HOUR 450 MG (bupropion hel) NPB QL (I tab per 1 Day)

imipramine hcl oral tablet 10 mg, 25 mg, 50 mg G
imipramine pamoate oral capsule 100 mg, 125 mg, 150 mg, 75 G
mg

LEXAPRO ORAL TABLET 10 MG, 20 MG, 5 MG

(escitalopram oxalate) NPB ST; QL (I tab per 1 Day)

MARPLAN ORAL TABLET 10 MG (isocarboxazid) NPB
mirtazapine oral tablet 15 mg, 30 mg, 45 mg G QL (1 tab per 1 Day)
mirtazapine oral tablet 7.5 mg G QL (1 tablet per 1 day)
mirtazapine oral tablet dispersible 15 mg, 30 mg, 45 mg G QL (1 tab per 1 Day)
NARDIL ORAL TABLET 15 MG (phenelzine sulfate) NPB
nefazodone hcl oral tablet 100 mg, 150 mg, 200 mg, 250 mg, 50 G ST
mg
NORPRAMIN ORAL TABLET 10 MG, 25 MG
. . NPB
(desipramine hcl)
nortriptyline hel oral capsule 10 mg, 25 mg, 50 mg, 75 mg G
nortriptyline hcl oral solution 10 mgl5ml G
PAMELOR ORAL CAPSULE 10 MG, 25 MG, 50 MG, 75
o NPB
MG (nortriptyline hcl)
PARNATE ORAL TABLET 10 MG (tranylcypromine
NPB
sulfate)
paroxetine hcl er oral tablet extended release 24 hour 12.5 mg,
25 mg, 37.5 mg G QL (2 tab per 1 Day)
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Prescription Drug Name Drug Tier Limits

paroxetine hcl oral tablet 10 mg, 20 mg G LGC; QL (1 tab per 1 Day)
paroxetine hcl oral tablet 30 mg, 40 mg G LGC; QL (2 tab per 1 Day)
paroxetine mesylate oral capsule 7.5 mg G gz;)QL (I capsule per |
PAXIL CRORAL TARLETEXTENDED RELESES | o1 coaner Doy
PAXIL ORAL SUSPENSION 10 MG/5SML (paroxetine hcl) NPB QL (30 pen per 1 Day)
PAXIL ORAL TABLET 10 MG, 20 MG (paroxetine hcl) NPB QL (1 tab per 1 Day)
PAXIL ORAL TABLET 30 MG, 40 MG (paroxetine hcl) NPB QL (2 tab per 1 Day)
,I;];:i;i\t]e? ORAL TABLET 10 MG, 20 MG (paroxetine NPB ST: QL (I tab per I Day)
PEXEVA ORAL TABLET 30 MG (paroxetine mesylate) NPB ST; QL (2 tab per 1 Day)
PEXEVA ORAL TABLET 40 MG (paroxetine mesylate) NPB ST; QL (1 tablet per 1 day)
phenelzine sulfate oral tablet 15 mg G

PRISTIQ ORAL TABLET EXTENDED RELEASE 24 NPB PA; ST; QL (1 tab per 1
HOUR 100 MG, 50 MG (desvenlafaxine succinate) day)

PRISTIQ ORAL TABLET EXTENDED RELEASE 24 NPB PA; ST; QL (1 tablet per 1
HOUR 25 MG (desvenlafaxine succinate) day)

protriptyline hcl oral tablet 10 mg, 5 mg G

PROZAC ORAL CAPSULE 10 MG (fluoxetine hcl) NPB QL (1 caps per 1 Day)
PROZAC ORAL CAPSULE 20 MG (fluoxetine hcl) NPB QL (4 caps per 1 Day)
PROZAC ORAL CAPSULE 40 MG (fluoxetine hcl) NPB QL (2 caps per 1 Day)
REMERON ORAL TABLET 15 MG, 30 MG (mirtazapine) NPB QL (1 tab per 1 Day)
11\{/[1:&}1\,45()1{1\(/[)21’ ag)li}élgm(?rlt{aic];);gBLET DISPERSIBLE 15 NPB QL (1 tab per 1 Day)
sertraline hcl oral concentrate 20 mgiml G QL (10 ml per 1 Day)
sertraline hcl oral tablet 100 mg G LGC; QL (2 tab per 1 Day)
sertraline hcl oral tablet 25 mg G LGC; QL (1 tab per 1 Day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

sertraline hcl oral tablet 50 mg G BS;S QL (45 tab per 30
tranylcypromine sulfate oral tablet 10 mg G

trazodone hel oral tablet 100 mg, 150 mg, 300 mg, 50 mg G

trimipramine maleate oral capsule 100 mg, 25 mg, 50 mg G

E}I;:gi];;l;lgz r())RAL TABLET 10 MG, 20 MG, 5 MG PB QL (1 tablet per 1 Day)
venlafaxine hcl er oral capsule extended release 24 hour 150 mg G QL (2 caps per 1 Day)
}zqe;lc;];cvzge hel er oral capsule extended release 24 hour 37.5 G QL (1 caps per 1 Day)
venlafaxine hcl er oral tablet extended release 24 hour 150 mg G QL (2 tablets per 1 Day)
venlafaxine hcl er oral tablet extended release 24 hour 225 mg G QL (1 tab per 1 Day)
venlafaxine hcl er oral tablet extended release 24 hour 37.5 mg G QL (1 tablet per 1 day)
venlafaxine hcl er oral tablet extended release 24 hour 75 mg G QL (1 tablet per 1 Day)
venlafaxine hcl oral tablet 100 mg, 25 mg G QL (3 tab per 1 Day)
venlafaxine hcl oral tablet 37.5 mg G QL (4 tab per 1 Day)
venlafaxine hcl oral tablet 50 mg G QL (6 tab per 1 Day)
venlafaxine hcl oral tablet 75 mg G QL (5 tab per 1 Day)
X;EBZI(){;(()LD(}C}Z)S)AL TABLET 10 MG, 20 MG, 40 MG PB #: QL (1 tab per 1 day)
VIIBRYD STARTER PACK ORAL KIT 10 & 20 MG

(vilazodone hcl) PB #

WELLBUTRIN SR ORAL TABLET EXTENDED

RELEASE 12 HOUR 100 MG, 150 MG, 200 MG (bupropion NPB QL (2 tab per 1 Day)
hel)

NELLRUTRNSLOUEIETBTENE |\ 7,010 wer
ZOLOFT ORAL TABLET 100 MG (sertraline hcl) NPB QL (2 tab per 1 Day)
ZOLOFT ORAL TABLET 25 MG (sertraline hcl) NPB QL (1 tab per 1 Day)
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Coverage Requirements and

25 MG, 30 MG (apomorphine hcl)

Prescription Drug Name Drug Tier Limits
ZOLOFT ORAL TABLET 50 MG (sertraline hcl) NPB QL (45 tab per 30 Days)
ANTIPARKINSONIAN AGENTS - DRUGS TO TREAT
PARKINSONS DISEASE
amantadine hcl oral capsule 100 mg G
amantadine hcl oral syrup 50 mgl5ml G
APOKYN SUBCUTANEOUS SOLUTION CARTRIDGE .
30 MG/3ML (apomorphine hcl) NPSP PA; SP
AZILECT ORAL TABLET 0.5 MG, 1 MG (rasagiline NPB QL (1 tablet per 1 day)
mesylate)
benztropine mesylate oral tablet 0.5 mg, 1 mg, 2 mg G
bromocriptine mesylate oral capsule 5 mg G
bromocriptine mesylate oral tablet 2.5 mg G
carbidopa oral tablet 25 mg G
carbidopa-levodopa er oral tablet extended release 25-100 mg,
G
50-200 mg
carbidopa-levodopa oral tablet 10-100 mg, 25-100 mg, 25-250 G
mg
carbidopa-levodopa oral tablet dispersible 10-100 mg, 25-100
G
mg, 25-250 mg
COMTAN ORAL TABLET 200 MG (entacapone) NPB
DUQPA ENTERAL SUSPENSION 4.63-20 MG/ML NPSP  |PA: ST
(carbidopa-levodopa)
entacapone oral tablet 200 mg G
GOCOVRI ORAL CAPSULE EXTENDED RELEASE 24 NPB PA; ST; QL (2 capsules per
HOUR 137 MG, 68.5 MG (amantadine hcl) 1 Day)
INBRIJA INHALATION CAPSULE 42 MG (levodopa) PSP I;‘;;ys)P > QL (10 capsules per
KYNMOBI SUBLINGUAL FILM 10 MG, 15 MG, 20 MG, PSP PA; SP; QL (5 films per 1

day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

KYNMOBI TITRATION KIT SUBLINGUAL KIT PSP PA; SP; QL (1 kit per 1
10/15/20/25/30 MG (apomorphine hcl) month)

LODOSYN ORAL TABLET 25 MG (carbidopa) NPB

MIRAPEX ER ORAL TABLET EXTENDED RELEASE 24

HOUR 0.375 MG, 0.75 MG, 1.5 MG, 2.25 MG, 3 MG, 3.75 NPB QL (1 tablet per 1 day)
MG, 4.5 MG (pramipexole dihydrochloride)

MIRAPEX ORAL TABLET 0.125 MG, 0.5 MG, 0.75 MG, 1 NPB

MG (pramipexole dihydrochloride)

NEUPRO TRANSDERMAL PATCH 24 HOUR 1

MG/24HR, 2 MG/24HR, 3 MG/24HR, 4 MG/24HR, 6 NPB #; QL (1 patch per 1 day)
MG/24HR, 8 MG/24HR (rotigotine)

NOURIANZ ORAL TABLET 20 MG, 40 MG (istradefylline) NPB ST; QL (1 tablet per 1 day)
ONGENTYS ORAL CAPSULE 25 MG, 50 MG (opicapone) NPB

OSMOLEX ER ORAL TABLET ER 24 HOUR THERAPY NPB PA; ST; QL (2 tablets per 1
PACK 129 & 193 MG (amantadine hcl) day)

OSMOLEX ER ORAL TABLET EXTENDED RELEASE NPB PA; ST; QL (1 tablet per 1
24 HOUR 129 MG, 193 MG, 258 MG (amantadine hcl) day)

PARLODEL ORAL CAPSULE 5 MG (bromocriptine NPB

mesylate)

PARLODEL ORAL TABLET 2.5 MG (bromocriptine NPB

mesylate)

pramipexole dihydrochloride er oral tablet extended release 24

hour 0.375 mg, 0.75 mg, 1.5 mg, 2.25 mg, 3 mg, 3.75 mg, 4.5 mg G QL (1 tablet per I day)
pramipexole dihydrochloride oral tablet 0.125 mg, 0.25 mg, 0.5 G

mg, 0.75 mg, 1 mg, 1.5 mg

rasagiline mesylate oral tablet 0.5 mg, 1 mg G QL (1 tablet per 1 Day)
ropinirole hcl er oral tablet extended release 24 hour 12 mg G QL (12 tablets per 1 day)
ropinirole hcl er oral tablet extended release 24 hour 2 mg, 4 mg, G QL (1 tablet per 1 day)

6 mg, 8§ mg

ropinirole hcl oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg, 4 G

mg, 5 mg
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Coverage Requirements and

(aripiprazole)

Prescription Drug Name Drug Tier Limits
RYTARY ORAL CAPSULE EXTENDED RELEASE
23.75-95 MG, 36.25-145 MG, 48.75-195 MG, 61.25-245 MG NPB #
(carbidopa-levodopa)
selegiline hcl oral capsule 5 mg G
selegiline hcl oral tablet 5 mg G
SINEMET ORAL TABLET 10-100 MG, 25-100 MG

: NPB
(carbidopa-levodopa)
STALEVO 100 ORAL TABLET 25-100-200 MG (carbidopa- NPB
levodopa-entacapone)
STALEVO 125 ORAL TABLET 31.25-125-200 MG

. NPB
(carbidopa-levodopa-entacapone)
STALEVO 150 ORAL TABLET 37.5-150-200 MG

. NPB
(carbidopa-levodopa-entacapone)
STALEVO 200 ORAL TABLET 50-200-200 MG (carbidopa- NPB
levodopa-entacapone)
STALEVO 50 ORAL TABLET 12.5-50-200 MG (carbidopa- NPB
levodopa-entacapone)
TASMAR ORAL TABLET 100 MG (tolcapone) NPB
tolcapone oral tablet 100 mg G
trihexyphenidyl hcl oral tablet 2 mg, 5 mg G
XADAGO ORAL TABLET 100 MG, 50 MG (safinamide NPB PA; ST; QL (1 tablet per 1
mesylate) Day)
ZELAPAR ORAL TABLET DISPERSIBLE 1.25 MG NPB ST: QL (2 tablets per 1 day)
(selegiline hcl)
ANTIPSYCHOTICS - DRUGS TO TREAT PSYCHOSES
ABILIFY MAINTENA INTRAMUSCULAR PREFILLED PB
SYRINGE 300 MG, 400 MG (aripiprazole)
ABILIFY MAINTENA INTRAMUSCULAR
SUSPENSION RECONSTITUTED ER 300 MG, 400 MG PB
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

ABILIFY ORAL TABLET 10 MG, 15 MG, 2 MG, 20 MG, NPB PA; ST; QL (1 tab per 1
30 MG, 5 MG (aripiprazole) day)

aripiprazole oral solution 1 mgiml G QL (30 ml per 1 day)
aripiprazole oral tablet 10 mg, 15 mg, 2 mg, 20 mg, 30 mg, 5 mg G QL (1 tablet per 1 day)
aripiprazole oral tablet dispersible 10 mg, 15 mg G QL (1 tablet per 1 day)
ARISTADA INITIO INTRAMUSCULAR PREFILLED PB

SYRINGE 675 MG/2.4ML (aripiprazole lauroxil)

ARISTADA INTRAMUSCULAR PREFILLED SYRINGE

1064 MG/3.9ML, 441 MG/1.6ML, 662 MG/2.4ML, 882 PB

MG/3.2ML (aripiprazole lauroxil)

asenapine maleate sublingual tablet sublingual 10 mg, 2.5 mg, 5 G

mg

CAPLYTA ORAL CAPSULE 42 MG (lumateperone tosylate) NPB 5{? (’1:;]1;’) QL (30 capsules per
chlorpromazine hcl injection solution 25 mgiml, 50 mg/2ml G

chlorpromazine hcl oral concentrate 100 mgliml, 30 mgiml NPB

chlorpromazine hcl oral tablet 10 mg, 100 mg, 200 mg, 25 mg, G

50 mg

clozapine oral tablet 100 mg G QL (9 tab per 1 Day)
clozapine oral tablet 200 mg G QL (4 tablets per 1 day)
clozapine oral tablet 25 mg, 50 mg G QL (3 tab per 1 Day)
clozapine oral tablet dispersible 100 mg G QL (9 tablets per 1 day)
clozapine oral tablet dispersible 12.5 mg G QL (1 tablet per 1 day)
clozapine oral tablet dispersible 150 mg G QL (6 tablets per 1 day)
clozapine oral tablet dispersible 200 mg G QL (4 tablets per 1 day)
clozapine oral tablet dispersible 25 mg G QL (3 tablets per 1 day)
CLOZARIL ORAL TABLET 100 MG (clozapine) NPB [P)’z;y)ST; QL (9 tab per 1
CLOZARIL ORAL TABLET 25 MG (clozapine) npp  |PAST QLG tabper

Day)
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Coverage Requirements and

HOUR 9 MG (paliperidone)

Prescription Drug Name Drug Tier Limits

EQUETRO ORAL CAPSULE EXTENDED RELEASE 12

HOUR 100 MG, 200 MG, 300 MG (carbamazepine NPB

(antipsychotic))

FANAPT ORAL TABLET 1 MG, 10 MG, 12 MG, 2 MG, 4 NPB PA; ST; QL (2 tab per 1

MG, 6 MG, 8 MG (iloperidone) day)

FANAPT TITRATION PACK ORAL TABLET 1 &2 & 4 & PA; ST; QL (8 tab per 30
. ) NPB

6 MG (iloperidone) Days)

fluphenazine decanoate injection solution 25 mglml G

fluphenazine hcl injection solution 2.5 mgiml G

fluphenazine hcl oral tablet 1 mg, 10 mg, 2.5 mg, 5 mg G

GEODON INTRAMUSCULAR SOLUTION NPB

RECONSTITUTED 20 MG (ziprasidone mesylate)

GEODON ORAL CAPSULE 20 MG, 40 MG, 60 MG, 80 PA; ST; QL (2 caps per 1
: . NPB

MG (ziprasidone hcl) day)

HALDOL DECANOATE INTRAMUSCULAR

SOLUTION 100 MG/ML, 50 MG/ML (haloperidol NPB

decanoate)

HALDOL INJECTION SOLUTION 5 MG/ML (haloperidol NPB

lactate)

haloperidol decanoate intramuscular solution 100 mgiml, 50 G

mglml

haloperidol lactate injection solution 5 mgiml G

haloperidol lactate oral concentrate 2 mgiml G

haloperidol oral tablet 0.5 mg, 1 mg, 10 mg, 2 mg, 20 mg, 5 mg G

INVEGA ORAL TABLET EXTENDED RELEASE 24 NPB PA; ST; QL (2 tab per 1

HOUR 1.5 MG, 3 MG, 6 MG (paliperidone) day)

INVEGA ORAL TABLET EXTENDED RELEASE 24 NPB PA; ST; QL (1 tab per 1

day)
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Prescription Drug Name

Drug Tier

Coverage Requirements and
Limits

INVEGA SUSTENNA INTRAMUSCULAR
SUSPENSION PREFILLED SYRINGE 117 MG/0.75ML,
156 MG/ML, 234 MG/1.5ML, 39 MG/0.25ML, 78
MG/0.5ML (paliperidone palmitate)

NPB

INVEGA TRINZA INTRAMUSCULAR SUSPENSION
PREFILLED SYRINGE 273 MG/0.875ML, 410
MG/1.315ML, 546 MG/1.75ML, 819 MG/2.625ML
(paliperidone palmitate)

NPB

LATUDA ORAL TABLET 120 MG, 20 MG, 40 MG, 60
MG (lurasidone hcl)

PB

#; QL (1 tab per 1 Day)

LATUDA ORAL TABLET 80 MG (lurasidone hcl)

PB

#; QL (2 tab per 1 Day)

LITHOBID ORAL TABLET EXTENDED RELEASE 300
MG (lithium carbonate)

NPB

loxapine succinate oral capsule 10 mg, 25 mg, 5 mg, 50 mg

NUPLAZID ORAL CAPSULE 34 MG (pimavanserin
tartrate)

NPSP

PA; SP; QL (1 capsule per 1
Day)

NUPLAZID ORAL TABLET 10 MG (pimavanserin tartrate)

NPSP

PA; SP; QL (1 tablet per 1
Day)

olanzapine intramuscular solution reconstituted 10 mg

olanzapine oral tablet 10 mg, 15 mg, 20 mg, 5 mg, 7.5 mg

QL (1 tab per 1 Day)

olanzapine oral tablet 2.5 mg

QL (2 tab per 1 Day)

olanzapine oral tablet dispersible 10 mg, 15 mg, 20 mg, 5 mg

QL (1 tab per 1 Day)

paliperidone er oral tablet extended release 24 hour 1.5 mg, 3
mg, 6 mg

QL (2 tablets per 1 day)

paliperidone er oral tablet extended release 24 hour 9 mg

QL (1 tablet per 1 day)

perphenazine oral tablet 16 mg, 2 mg, 4 mg, 8§ mg

QA @ [Q Q.

PERSERIS SUBCUTANEOUS PREFILLED SYRINGE
120 MG, 90 MG (risperidone)

NPB

prochlorperazine edisylate injection solution 10 mg/2ml, 50
mg/10ml
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Coverage Requirements and

MG (asenapine maleate)

Prescription Drug Name Drug Tier Limits

quetiapine fumarate er oral tablet extended release 24 hour 150

mg, 200 mg G QL (1 tablet per 1 Day)
quetiapine fumarate er oral tablet extended release 24 hour 300

mg, 400 mg G QL (2 tablets per 1 Day)
ZqL;tzapme fumarate er oral tablet extended release 24 hour 50 G QL (2 tablets per 1 day)
quetiapine fumarate oral tablet 100 mg, 50 mg G QL (3 tab per 1 Day)
quetiapine fumarate oral tablet 200 mg G QL (4 tab per 1 Day)
quetiapine fumarate oral tablet 25 mg G QL (6 tab per 1 Day)
quetiapine fumarate oral tablet 300 mg, 400 mg G QL (2 tab per 1 Day)
REXULTI ORAL TABLET 0.25 MG, 0.5 MG, 1 MG, 2 )

MG, 3 MG, 4 MG (brexpiprazole) NPB ST; QL (I tablet per I day)
RISPERDAL CONSTA INTRAMUSCULAR

SUSPENSION RECONSTITUTED ER 12.5 MG, 25 MG, PB #

37.5 MG, 50 MG (risperidone microspheres)

RISPERDAL ORAL SOLUTION 1 MG/ML (risperidone) NPB PA; ST

RISPERDAL ORAL TABLET 0.5 MG, 1 MG, 2 MG, 3 MG NPB PA; ST; QL (2 tab per 1
(risperidone) day)

RISPERDAL ORAL TABLET 4 MG (risperidone) NPB gaA;)ST; QL (4 tab per 1
risperidone oral solution 1 mg/ml G

risperidone oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg G QL (2 tab per 1 Day)
risperidone oral tablet 4 mg G QL (4 tab per 1 Day)
derldone oral tablet dispersible 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 G QL (2 tab per 1 Day)
risperidone oral tablet dispersible 4 mg G QL (4 tab per 1 Day)
SAPHRIS SUBLINGUAL TABLET SUBLINGUAL 10 NPB PA; ST; QL (2 tab per 1
MG, 5 MG (asenapine maleate) day)

SAPHRIS SUBLINGUAL TABLET SUBLINGUAL 2.5 NPB PA; ST; QL (2 tablets per 1

day)
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Coverage Requirements and

7.5 MG (olanzapine)

Prescription Drug Name Drug Tier Limits
SECUADO TRANSDERMAL PATCH 24 HOUR 3.8 NPB PA; ST; QL (30 patches per
MG/24HR, 5.7 MG/24HR, 7.6 MG/24HR (asenapine) 30 days)
SEROQUEL ORAL TABLET 100 MG, 50 MG (quetiapine NPB PA; ST; QL (3 tab per 1
fumarate) day)
SEROQUEL ORAL TABLET 200 MG (quetiapine fumarate) NPB gaA;)ST; QL (4 tab per 1
SEROQUEL ORAL TABLET 25 MG (quetiapine fumarate) NPB g:;)ST; QL (6 tab per 1
SEROQUEL ORAL TABLET 300 MG, 400 MG (quetiapine NPB PA; ST; QL (2 tab per 1
fumarate) day)
SEROQUEL XR ORAL TABLET EXTENDED RELEASE NPB PA; ST; QL (1 tab per 1
24 HOUR 150 MG, 200 MG (quetiapine fumarate) Day)
SEROQUEL XR ORAL TABLET EXTENDED RELEASE NPB PA; ST; QL (2 tab per 1
24 HOUR 300 MG, 400 MG (quetiapine fumarate) Day)
SEROQUEL XR ORAL TABLET EXTENDED RELEASE NPB PA; ST; QL (2 tablets per 1
24 HOUR 50 MG (quetiapine fumarate) day)
thioridazine hcl oral tablet 10 mg, 100 mg, 25 mg, 50 mg G
thiothixene oral capsule 1 mg, 10 mg, 2 mg, 5 mg G
trifluoperazine hcl oral tablet 1 mg, 10 mg, 2 mg, 5 mg G
VERSACLOZ ORAL SUSPENSION 50 MG/ML (clozapine) NPB PA; ST
VRAYLAR ORAL CAPSULE 1.5 MG, 3 MG, 4.5 MG, 6

. : PB
MG (cariprazine hcl)
VRAYLAR ORAL CAPSULE THERAPY PACK 1.5 & 3

. : PB
MG (cariprazine hcl)
ziprasidone hcl oral capsule 20 mg, 40 mg, 60 mg, 80 mg G QL (2 caps per 1 Day)
ziprasidone mesylate intramuscular solution reconstituted 20 mg G
ZYPREXA INTRAMUSCULAR SOLUTION NPB
RECONSTITUTED 10 MG (olanzapine)
ZYPREXA ORAL TABLET 10 MG, 15 MG, 20 MG, 5 MG, NPB PA; ST; QL (1 tab per 1

day)
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PA; ST; QL (2 tab per 1

ZYPREXA ORAL TABLET 2.5 MG (olanzapine) NPB day)

ZYPREXA RELPREVV INTRAMUSCULAR
SUSPENSION RECONSTITUTED 210 MG, 300 MG, 405 NPB
MG (olanzapine pamoate)

ZYPREXA ZYDIS ORAL TABLET DISPERSIBLE 10 MG, NPB PA; ST; QL (1 tab per 1
15 MG, 20 MG, 5 MG (olanzapine) day)

ATTENTION DEFICIT HYPERACTIVITY DISORDER -
DRUGS TO TREAT ADHD

ADDERALL ORAL TABLET 10 MG, 12.5 MG, 5 MG, 7.5

MG (amphetamine-dextroamphetamine) NPB ST; QL (3 tablets per I day)

ADDERALL ORAL TABLET 15 MG, 20 MG

(amphetamine-dextroamphetamine) NPB ST; QL (2 tablets per I day)

ADDERALL ORAL TABLET 30 MG (amphetamine-

dextroamphetamine) NPB ST; QL (1 tablet per 1 day)

ADDERALL XR ORAL CAPSULE EXTENDED
RELEASE 24 HOUR 10 MG, 5 MG (amphetamine- NPB QL (3 capsules per 1 day)
dextroamphetamine)

ADDERALL XR ORAL CAPSULE EXTENDED
RELEASE 24 HOUR 15 MG, 20 MG, 25 MG, 30 MG NPB QL (1 capsule per 1 day)
(amphetamine-dextroamphetamine)

ADHANSIA XR ORAL CAPSULE EXTENDED

RELEASE 24 HOUR 25 MG, 35 MG, 45 MG NPB QL (2 capsules per 1 day)
(methylphenidate hcl)

ADHANSIA XR ORAL CAPSULE EXTENDED PA: ST; QL (1 capsule per |
RELEASE 24 HOUR 55 MG, 70 MG, 85 MG NPB > DL psuiep

(methylphenidate hcl) day)

ADZENYS ER ORAL SUSPENSION EXTENDED

RELEASE 1.25 MG/ML (amphetamine) NPB QL (15 ML per 1 day)

ADZENYS XR-ODT ORAL TABLET EXTENDED
RELEASE DISPERSIBLE 12.5 MG, 15.7 MG, 18.8 MG NPB
(amphetamine)

PA; ST; QL (1 tablet per 1
Day)
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(methylphenidate)

Prescription Drug Name Drug Tier Limits

ADZENYS XR-ODT ORAL TABLET EXTENDED e

RELEASE DISPERSIBLE 3.1 MG, 6.3 MG, 9.4 MG NPB g:’)ST’ QL (2 tablets per |
(amphetamine) y

amphetamine er oral suspension extended release 1.25 mgiml G QL (15 ML per 1 day)
amphetamine sulfate oral tablet 10 mg, 5 mg G PDI;’/)QL (4 tablets per |
amphetamine-dextroamphet er oral capsule extended release 24

hour 10 mg, 5 mg G QL (3 capsules per 1 day)
amphetamine-dextroamphet er oral capsule extended release 24

hour 15 mg, 20 mg, 25 mg, 30 mg G QL (I capsule per I day)
amphetamine-dextroamphetamine oral tablet 10 mg, 12.5 mg, 5 G QL (3 tablets per 1 day)
mg, 7.5 mg

amphetamine-dextroamphetamine oral tablet 15 mg, 20 mg G QL (2 tablets per 1 day)
amphetamine-dextroamphetamine oral tablet 30 mg G QL (1 tablet per 1 day)
APTENSIO XR ORAL CAPSULE EXTENDED RELEASE PA: QL (1 capsule per 1

24 HOUR 10 MG, 15 MG, 20 MG, 30 MG, 40 MG, 50 MG, NPB |0 pSwep

60 MG (methylphenidate hel) y

atomoxetine hcl oral capsule 10 mg, 18 mg, 40 mg G QL (2 capsules per 1 Day)
atomoxetine hcl oral capsule 100 mg, 80 mg G QL (1 capsule per 1 Day)
atomoxetine hcl oral capsule 25 mg G QL (4 capsules per 1 day)
atomoxetine hcl oral capsule 60 mg G QL (1 capsule per 1 day)
AZSTARYS ORAL CAPSULE 26.1-5.2 MG, 39.2-7.8 MG,

52.3-10.4 MG (serdexmethylphen-dexmethylphen) NPB QL (1 capsule per 1 day)
clonidine hcl er oral tablet extended release 12 hour 0.1 mg G PA; QL (4 tablets per 1 day)
CONCERTA ORAL TABLET EXTENDED RELEASE 18 )

MG, 27 MG, 36 MG (methylphenidate hel) NPB ST, QL (2 tablets per I day)
CONCERTA ORAL TABLET EXTENDED RELEASE 54 )

MG (methylphenidate hel) NPB ST; QL (1 tablet per 1 day)
COTEMPLA XR-ODT ORAL TABLET EXTENDED p—

RELEASE DISPERSIBLE 17.3 MG, 25.9 MG, 8.6 MG npg  |PA ST QL tablet per |

Day)
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Coverage Requirements and

(dexmethylphenidate hcl)

Prescription Drug Name Drug Tier Limits

DAYTRANA TRANSDERMAL PATCH 10 MG/9HR, 15 NPB PA; ST; #; QL (1 patch per

MG/9HR, 20 MG/9HR, 30 MG/9HR (methylphenidate) 1 day)

DESOXYN ORAL TABLET 5 MG (methamphetamine hel) NPB gf;)ST; QL (3 tablets per 1

DEXEDRINE ORAL CAPSULE EXTENDED RELEASE NPB ST; QL (4 capsules per 1

24 HOUR 10 MG, 5 MG (dextroamphetamine sulfate) day)

DEXEDRINE ORAL CAPSULE EXTENDED RELEASE NPB ST; QL (2 capsules per 1

24 HOUR 15 MG (dextroamphetamine sulfate) day)

dexmethylphenidate hcl er oral capsule extended release 24 hour

10 mg, 15 mg, 20 mg, 25 mg, 30 mg, 35 mg, 40 mg, 5 mg G QL (2 capsules per 1 day)

dexmethylphenidate hcl oral tablet 10 mg G QL (2 tablets per 1 day)

dexmethylphenidate hcl oral tablet 2.5 mg, 5 mg G QL (4 tablets per 1 day)

dextroamphetamine sulfate er oral capsule extended release 24

hour 10 mg, 5 mg G QL (4 capsules per 1 day)

dextroamphetamine sulfate er oral capsule extended release 24

hour 15 mg G QL (2 capsules per 1 day)

dextroamphetamine sulfate oral solution 5 mgl/5ml G PA; QL (40 ml per 1 Day)

dextroamphetamine sulfate oral tablet 10 mg, 5 mg G QL (4 tab per 1 Day)

DYANAVEL XR ORAL SUSPENSION EXTENDED NPB PA; ST; QL (8 ML per 1

RELEASE 2.5 MG/ML (amphetamine) day)

EVEKEO ODT ORAL TABLET DISPERSIBLE 10 MG, 5 PA; ST; QL (4 tablets per 1
. NPB

MG (amphetamine sulfate) day)

EVEKEO ODT ORAL TABLET DISPERSIBLE 15 MG, 20 PA; ST; QL (2 tablets per 1
. NPB

MG (amphetamine sulfate) day)

EVEKEO ORAL TABLET 10 MG, 5 MG (amphetamine NPB QL (120 tablets per 30 days)

sulfate)

FOCALIN ORAL TABLET 10 MG (dexmethylphenidate hcl) NPB ST; QL (2 tablets per 1 day)

FOCALIN ORAL TABLET 2.5 MG, 5 MG NPB ST: QL (4 tablets per 1 day)
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Coverage Requirements and

hour 30 mg

Prescription Drug Name Drug Tier Limits

FOCALIN XR ORAL CAPSULE EXTENDED RELEASE ST: QL (2 capsules per 1

24 HOUR 10 MG, 15 MG, 20 MG, 5 MG NPB ) psuies b
(dexmethylphenidate hcl) y

FOCALIN XR ORAL CAPSULE EXTENDED RELEASE

24 HOUR 25 MG, 30 MG, 35 MG, 40 MG NPB ST; QL (1 capsule per 1 day)
(dexmethylphenidate hcl)

guanfacine hcl er oral tablet extended release 24 hour 1 mg G PA; QL (1 tablet per 1 day)
guanfacine hcl er oral tablet extended release 24 hour 2 mg, 3 G PA: QL (I tablet per 1 Day)
mg, 4 mg

INTUNIV ORAL TABLET EXTENDED RELEASE 24 NPB PA; ST; QL (1 tablet per 1
HOUR 1 MG, 2 MG, 3 MG, 4 MG (guanfacine hcl) day)

JORNAY PM ORAL CAPSULE EXTENDED RELEASE ‘

24 HOUR 100 MG, 60 MG, 80 MG (methylphenidate hel) NPB|ST; QL (I capsule per 1 day)
JORNAY PM ORAL CAPSULE EXTENDED RELEASE

24 HOUR 20 MG, 40 MG (methylphenidate hcl) NPB QL (2 capsules per 1 day)
KAPVAY ORAL TABLET EXTENDED RELEASE 12 NPB PA; ST; QL (4 tablets per 1
HOUR 0.1 MG (clonidine hcl) day)

methamphetamine hcl oral tablet 5 mg G PA; QL (5 tablets per 1 day)
METHYLIN ORAL SOLUTION 10 MG/5ML .

(methylphenidate hel) NPB ST; QL (30 ml per 1 Day)
METHYLIN ORAL SOLUTION 5 MG/SML _

(methylphenidate hel) NPB ST; QL (60 ml per 1 Day)
methylphenidate hcl er (cd) oral capsule extended release 10

mg, 20 mg, 30 mg G QL (2 capsules per 1 day)
methylphenidate hcl er (cd) oral capsule extended release 40

mg, 50 mg, 60 mg G QL (1 caps per 1 Day)
methylphenidate hcl er (la) oral capsule extended release 24

hour 10 mg, 20 mg G QL (2 capsules per 1 day)
methylphenidate hcl er (la) oral capsule extended release 24 G QL (2 caps per 1 Day)
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Prescription Drug Name Drug Tier Limits

methylphenidate hcl er (la) oral capsule extended release 24

hour 40 mg G QL (1 caps per 1 Day)
methylphenidate hcl er (la) oral capsule extended release 24

hour 60 mg G QL (1 capsule per 1 Day)
methylphenidate hcl er (xr) oral capsule extended release 24

hour 10 mg, 15 mg, 20 mg, 30 mg G QL (2 capsules per 1 day)
methylphenidate hcl er (xr) oral capsule extended release 24

hour 40 mg, 50 mg, 60 mg G QL (1 capsule per 1 day)
methylphenidate hcl er oral tablet extended release 10 mg G QL (3 tablets per 1 Day)
methylphenidate hcl er oral tablet extended release 18 mg, 27 G QL (2 tablets per 1 day)
mg, 36 mg

methylphenidate hcl er oral tablet extended release 20 mg G QL (3 tab per 1 Day)
methylphenidate hcl er oral tablet extended release 24 hour 18

mg, 27 mg, 36 mg G QL (2 tablets per 1 day)
nrzgthylphemdate hel er oral tablet extended release 24 hour 54 G QL (1 tablet per 1 day)
methylphenidate hcl er oral tablet extended release 54 mg G QL (1 tablet per 1 day)
methylphenidate hcl er oral tablet extended release 72 mg NPB QL (1 tablet per 1 Day)
methylphenidate hcl oral solution 10 mg/5ml G QL (30 ml per 1 Day)
methylphenidate hcl oral solution 5 mgl5ml G QL (60 ml per 1 Day)
methylphenidate hcl oral tablet 10 mg, 5 mg G QL (6 tablets per 1 day)
methylphenidate hcl oral tablet 20 mg G QL (3 tablets per 1 day)
methylphenidate hcl oral tablet chewable 10 mg, 2.5 mg, 5 mg G QL (6 tablets per 1 day)
MYDAYIS ORAL CAPSULE EXTENDED RELEASE 24 PB #: QL (2 capsules per 1 day)
HOUR 12.5 MG, 25 MG (amphetamine-dextroamphetamine) ’ p P Y
MYDAYIS ORAL CAPSULE EXTENDED RELEASE 24 PB #: QL (1 capsule per 1 day)
HOUR 37.5 MG, 50 MG (amphetamine-dextroamphetamine) ’ psuiep Y
dextroamphetamine sulfate (Procentra Oral Solution 5 G PA: QL (40 ml per 1 Day)
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Coverage Requirements and

MG (lisdexamfetamine dimesylate)

Prescription Drug Name Drug Tier Limits

QELBREE ORAL CAPSULE EXTENDED RELEASE 24

HOUR 100 MG, 150 MG, 200 MG (viloxazine hel) NPB QL (2 capsules per I day)
QUILLICHEW ER ORAL TABLET CHEWABLE -

EXTENDED RELEASE 20 MG, 30 MG (methylphenidate NPB gaA’)ST’ QL (2 tablets per |
hel) Y

QUILLICHEW ER ORAL TABLET CHEWABLE NPB PA; ST; QL (1 tablet per 1
EXTENDED RELEASE 40 MG (methylphenidate hcl) Day)

QUILLIVANT XR ORAL SUSPENSION NPB PA; ST; QL (12 ML per 1
RECONSTITUTED ER 25 MG/5ML (methylphenidate hcl) day)

RELEXXII ORAL TABLET EXTENDED RELEASE 72

MG (methylphenidate hel) NPB QL (1 tablet per 1 day)
RITALIN LA ORAL CAPSULE EXTENDED RELEASE NPB ST; QL (2 capsules per 1
24 HOUR 10 MG, 20 MG (methylphenidate hcl) day)

RITALIN LA ORAL CAPSULE EXTENDED RELEASE )

24 HOUR 30 MG (methylphenidate hcl) NPB ST; QL (2 caps per 1 Day)
RITALIN LA ORAL CAPSULE EXTENDED RELEASE _

24 HOUR 40 MG (methylphenidate hel) NPB ST, QL (1 caps per 1 Day)
hRCIZ;FALIN ORAL TABLET 10 MG, 5 MG (methylphenidate NPB ST: QL (6 tablets per 1 day)
RITALIN ORAL TABLET 20 MG (methylphenidate hcl) NPB ST; QL (3 tablets per 1 day)
STALEVO 75 ORAL TABLET 18.75-75-200 MG (carbidopa- NPB

levodopa-entacapone)

STRATTERA ORAL CAPSULE 10 MG, 18 MG, 40 MG NPB QL (2 capsules per 1 day)
(atomoxetine hcl)

STRATTERA ORAL CAPSULE 100 MG, 60 MG, 80 MG NPB QL (1 capsule per 1 day)
(atomoxetine hcl)

STRATTERA ORAL CAPSULE 25 MG (atomoxetine hcl) NPB QL (4 capsules per 1 day)
VYVANSE ORAL CAPSULE 10 MG, 20 MG, 30 MG

(lisdexamfetamine dimesylate) PB QL (2 capsules per 1 day)
VYVANSE ORAL CAPSULE 40 MG, 50 MG, 60 MG, 70 PB QL (1 capsule per 1 day)
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Prescription Drug Name Drug Tier Limits

VYVANSE ORAL TABLET CHEWABLE 10 MG, 20 MG,

30 MG (lisdexamfetamine dimesylate) PB QL (2 tablets per 1 Day)
VYVANSE ORAL TABLET CHEWABLE 40 MG, 50 MG, PB

60 MG (lisdexamfetamine dimesylate)

dextroamphetamine sulfate (Zenzedi Oral Tablet 10 Mg, 15

Mg, 20 Mg, 30 Mg, 5 Mg) G QL (4 tablets per 1 day)
ZENZEDI ORAL TABLET 2.5 MG, 7.5 MG .

(dextroamphetamine sulfate) G ST; QL (4 tablets per 1 day)
HYPNOTICS - DRUGS TO TREAT INSOMNIA

AMBIEN CR ORAL TABLET EXTENDED RELEASE

12.5 MG, 6.25 MG (zolpidem tartrate) NPB QL (1 tab per 1 Day)
AMBIEN ORAL TABLET 10 MG (zolpidem tartrate) NPB ST; QL (1 tab per 1 Day)
AMBIEN ORAL TABLET 5 MG (zolpidem tartrate) NPB ST; QL (2 tab per 1 day)
BELSOMRA ORAL TABLET 10 MG, 15 MG, 20 MG, 5 _

MG (suvorexant) NPB ST; QL (1 tablet per 1 day)
DAYVIGO ORAL TABLET 10 MG, 5 MG (lemborexant) NPB g:;)ST; QL (1 tablet per 1
DORAL ORAL TABLET 15 MG (quazepam) NPB

doxepin hcl oral tablet 3 mg, 6 mg G QL (1 tablet per 1 day)
EDLUAR SUBLINGUAL TABLET SUBLINGUAL 10 _

MG, 5 MG (zolpidem tartrate) NPB ST; QL (1 tab per | Day)
estazolam oral tablet 1 mg, 2 mg G

eszopiclone oral tablet 1 mg, 2 mg, 3 mg G QL (1 tablet per 1 day)
flurazepam hcl oral capsule 15 mg, 30 mg G

HALCION ORAL TABLET 0.25 MG (triazolam) NPB

HETLIOZ LQ ORAL SUSPENSION 4 MG/ML NPSP PA; SP; QL (5 ML per 1
(tasimelteon) day)

HETLIOZ ORAL CAPSULE 20 MG (tasimelteon) Npsp | A SP; QL (1 capsule per |

day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

é[jzl;;]?z:ﬁe)ORAL TABLET 1 MG, 2 MG, 3 MG NPB QL (1 tablet per 1 day)
midazolam hcl oral syrup 2 mgiml G

quazepam oral tablet 15 mg G

ramelteon oral tablet 8 mg G QL (1 tablet per 1 day)
i{/I]i}S”(l;SnIQ{aIZI;p(ZEI)AL CAPSULE 15 MG, 22.5 MG, 30 MG, 7.5 NPB QL (15 capsules per 30 days)
ROZEREM ORAL TABLET 8 MG (ramelteon) NPB QL (1 tab per 1 Day)
SILENOR ORAL TABLET 3 MG, 6 MG (doxepin hcl) NPB ST; QL (1 tab per 1 Day)
temazepam oral capsule 15 mg, 22.5 mg, 30 mg, 7.5 mg G QL (15 capsules per 30 days)
triazolam oral tablet 0.125 mg, 0.25 mg G

zaleplon oral capsule 10 mg G QL (2 caps per 1 Day)
zaleplon oral capsule 5 mg G QL (4 caps per 1 Day)
;Zépidem tartrate er oral tablet extended release 12.5 mg, 6.25 G QL (1 tab per 1 Day)
zolpidem tartrate oral tablet 10 mg G QL (1 tab per 1 Day)
zolpidem tartrate oral tablet 5 mg G QL (2 tab per 1 Day)
zolpidem tartrate sublingual tablet sublingual 1.75 mg, 3.5 mg G ST; QL (1 tablet per 1 Day)
MIGRAINE - DRUGS TO TREAT SEVERE HEADACHES

AIMOVIG SUBCUTANEOUS SOLUTION AUTO- PB PA; ST; QL (1 pen per 1
INJECTOR 140 MG/ML (erenumab-aooe) month)

AIMOVIG SUBCUTANEOUS SOLUTION AUTO- PB PA; ST; QL (1 pen per 28
INJECTOR 70 MG/ML (erenumab-aooe) days)

AJOVY SUBCUTANEOUS SOLUTION AUTO- PB PA; ST; QL (1 pen per 1
INJECTOR 225 MG/1.5ML (fremanezumab-vfrm) month)

AJOVY SUBCUTANEOUS SOLUTION PREFILLED PB PA; ST; QL (1 injection per
SYRINGE 225 MG/1.5ML (fremanezumab-vfrm) 1 month)

almotriptan malate oral tablet 12.5 mg, 6.25 mg G QL (6 tablets per 30 days)
AMERGE ORAL TABLET 1 MG, 2.5 MG (naratriptan hcl) NPB QL (9 tablets per 30 days)
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(sumatriptan succinate)

Prescription Drug Name Drug Tier Limits
CAFERGOT ORAL TABLET 1-100 MG (ergotamine-
. NPB
caffeine)
D.H.E. 45 INJECTION SOLUTION 1 MG/ML
: . NPB
(dihydroergotamine mesylate)
dihydroergotamine mesylate injection solution 1 mgiml G
dihydroergotamine mesylate nasal solution 4 mgiml G ST; QL (8 vials per 30 days)
eletriptan hydrobromide oral tablet 20 mg, 40 mg G QL (6 tablets per 30 Days)
EMGALITY (300 MG DOSE) SUBCUTANEOUS p— e
SOLUTION PREFILLED SYRINGE 100 MG/ML pp  |PA ST: QL (3 injections per
25 days)
(galcanezumab-gnlm)
EMGALITY SUBCUTANEOUS SOLUTION AUTO- PB PA; ST; QL (1 injection per
INJECTOR 120 MG/ML (galcanezumab-gnlm) 1 month)
EMGALITY SUBCUTANEOUS SOLUTION PREFILLED PB PA; ST; QL (1 injection per
SYRINGE 120 MG/ML (galcanezumab-gnlm) 1 month)
ERGOMAR SUBLINGUAL TABLET SUBLINGUAL 2
. NPB
MG (ergotamine tartrate)
ergotamine-caffeine oral tablet 1-100 mg G
FROVA ORAL TABLET 2.5 MG (frovatriptan succinate) NPB QL (9 tablets per 30 days)
frovatriptan succinate oral tablet 2.5 mg G QL (9 tablets per 30 days)
IMITREX NASAL SOLUTION 20 MG/ACT, 5 MG/ACT NPB QL (6 sprays per 30 days)
(sumatriptan)
IMITREX ORAL TABLET 100 MG, 25 MG, 50 MG NPB QL (9 tablets per 30 days)
(sumatriptan succinate)
IMITREX STATDOSE REFILL SUBCUTANEOUS QL (10 carts/30days per 48
SOLUTION CARTRIDGE 4 MG/0.5ML, 6 MG/0.5ML NPB : ySP
. . max in 365 days)
(sumatriptan succinate)
IMITREX STATDOSE SYSTEM SUBCUTANEOUS QL (10 carts/30 days per 48
SOLUTION AUTO-INJECTOR 4 MG/0.5ML, 6 MG/0.5ML NPB : ys P
. . max in 365 days)
(sumatriptan succinate)
IMITREX SUBCUTANEOUS SOLUTION 6 MG/0.5ML NPB QL (10 vials/30 days per 48

max in 365 days)
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Prescription Drug Name Drug Tier Limits

MAXALT ORAL TABLET 10 MG (rizatriptan benzoate) NPB QL (12 tablets per 30 days)

MAXALT-MLT ORAL TABLET DISPERSIBLE 10 MG NPB QL (9 tablets per 30 days)

(rizatriptan benzoate)

MIGERGOT RECTAL SUPPOSITORY 2-100 MG

. . G ST

(ergotamine-caffeine)

MIGRANAL NASAL SOLUTION 4 MG/ML _

(dihydroergotamine mesylate) NPB ST; QL (1 box per 30 days)

naratriptan hel oral tablet 1 mg, 2.5 mg G QL (9 tablets per 30 days)

NURTEC ORAL TABLET DISPERSIBLE 75 MG PB ST; QL (16 tablets per 30

(rimegepant sulfate) days)

ONZETRA XSAIL NASAL EXHALER POWDER 11 _ .

MG/NOSEPC (sumatriptan succinate) NPB ST; QL (1 kit per 30 Days)

RELPAX ORAL TABLET 20 MG, 40 MG (eletriptan ST; QL (6 tablets per 30

. NPB

hydrobromide) days)

REYVOW ORAL TABLET 100 MG (lasmiditan succinate) PB flaT;S())L (8 tablets per 30

REYVOW ORAL TABLET 50 MG (lasmiditan succinate) PB (SI;F;S?L (4 tablets per 30

rizatriptan benzoate oral tablet 10 mg, 5 mg G QL (12 tablets per 30 days)

rizatriptan benzoate oral tablet dispersible 10 mg, 5 mg G QL (9 tablets per 30 days)

sumatriptan nasal solution 20 mglact, 5 mglact G QL (6 sprays per 30 days)

sumatriptan succinate oral tablet 100 mg, 25 mg, 50 mg G QL (9 tablets per 30 days)

sumatriptan succinate refill subcutaneous solution cartridge 4 G QL (10 carts/30days per 48

mgl0.5ml, 6 mgl0.5ml max in 365 days)

sumatriptan succinate subcutaneous solution 6 mgl0.5ml G QL (.10 vials/30 days per 48
max in 365 days)

sumatriptan succinate subcutaneous solution auto-injector 4 G QL (10 carts/30 days per 48

mgl0.5ml, 6 mgl0.5ml max in 365 days)

sumatriptan-naproxen sodium oral tablet 85-500 mg G QL (9 tablets per 30 Days)
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Coverage Requirements and

100 mg, 150 mg

Prescription Drug Name Drug Tier Limits
TOSYMRA NASAL SOLUTION 10 MG/ACT (sumatriptan)| ~ NPB 1;6*&:;3@ (18 sprays per
TREXIMET'ORAL TABLET 85-500 MG (sumatriptan- NPB ST; QL (9 tab per 30 Days)
naproxen sodium)
UBRELVY ORAL TABLET 100 MG, 50 MG (ubrogepant) PB fnTO;n?hL) (16 tablets per 1
ZEMBRACE SYMTOUCH SUBCUTANEOUS ST: QL (8 syringes per |
SOLUTION AUTO-INJECTOR 3 MG/0.5ML (sumatriptan NPB | YINEes p
succinate)

o . QL (12 SPRAYS per 1
zolmitriptan nasal solution 2.5 mg, 5 mg G month)
zolmitriptan oral tablet 2.5 mg, 5 mg G QL (6 tablets per 30 days)
zolmitriptan oral tablet dispersible 2.5 mg, 5 mg G QL (6 tablets per 30 days)
ZOMIG NASAL SOLUTION 2.5 MG, 5 MG (zolmitriptan) NPB QL (12 sprays per 1 month)
ZOMIG ORAL TABLET 2.5 MG, 5 MG (zolmitriptan) NPB QL (6 tablets per 30 days)
ZOMIG ZMT ORAL TABLET DISPERSIBLE 2.5 MG, 5
MG (zolmitriptan) NPB QL (6 tablets per 30 days)
MISCELLANEOUS
AUSTEDO ORAL TABLET 12 MG, 6 MG, 9 MG NPSP PA; ST; SP; QL (4 tablets
(deutetrabenazine) per 1 day)
buspirone hcl oral tablet 10 mg, 15 mg, 30 mg, 5 mg, 7.5 mg G
caffeine citrate oral solution 20 mgiml, 60 mg/3ml G
clomipramine hcl oral capsule 25 mg, 50 mg, 75 mg G
EVRYSDI ORAL SOLUTION RECONSTITUTED 0.75 NPSP PA; NPL; SP; QL (200 ML
MG/ML (risdiplam) per 1 month)
EXSERVAN ORAL FILM 50 MG (riluzole) NPB
FIRDAPSE ORAL TABLET 10 MG (amifampridine PA; SP; QL (8 tablets per 1

NPSP

phosphate) day)
fluvoxamine maleate er oral capsule extended release 24 hour G QL (2 caps per 1 Day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
fluvoxamine maleate oral tablet 100 mg G QL (3 tab per 1 Day)
fluvoxamine maleate oral tablet 25 mg, 50 mg G QL (1 tab per 1 Day)
IMCIVREE SUBCUTANEOUS SOLUTION 10 MG/ML
. NPSP SP
(setmelanotide acetate)
INGREZZA ORAL CAPSULE 40 MG, 60 MG (valbenazine NPSP PA; SP; QL (1 capsule per 1
tosylate) day)
INGREZZA ORAL CAPSULE 80 MG (valbenazine tosylate) NPSP gz;)s P; QL (I capsule per I
INGREZZA ORAL CAPSULE THERAPY PACK 40 & 80 PA; SP; QL (1 capsule per 1
. NPSP
MG (valbenazine tosylate) day)
lithium carbonate er oral tablet extended release 300 mg, 450 G
mg
lithium carbonate oral capsule 150 mg, 300 mg, 600 mg G
lithium carbonate oral tablet 300 mg G
MESTINON ORAL SOLUTION 60 MG/5ML
. . . NPB
(pyridostigmine bromide)
MESTINON ORAL TABLET 60 MG (pyridostigmine
. NPB
bromide)
MESTINON ORAL TABLET EXTENDED RELEASE 180 NPB
MG (pyridostigmine bromide)
NUEDEXTA ORAL CAPSULE 20-10 MG )
(dextromethorphan-quinidine) PB PA; QL (2 caps per 1 Day)
phendimetrazine tartrate er oral capsule extended release 24
NPB
hour 105 mg
pimozide oral tablet 1 mg, 2 mg G
pyridostigmine bromide er oral tablet extended release 180 mg G
pyridostigmine bromide oral solution 60 mg/5ml G
pyridostigmine bromide oral tablet 30 mg, 60 mg G
RILUTEK ORAL TABLET 50 MG (riluzole) NPB PA
riluzole oral tablet 50 mg G
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Coverage Requirements and

PREFILLED SYRINGE 40 MG/ML (glatiramer acetate)

Prescription Drug Name Drug Tier Limits

RUZURGI ORAL TABLET 10 MG (amifampridine) NPSP gﬁ;)sp; QL (10 tablets per 1

SAVELLA ORAL TABLET 100 MG, 12.5 MG, 25 MG, 50 UF9 (PB); QL (2 tab per 1

o NPB

MG (milnacipran hcl) Day)

SAVELLA TITRATION PACK ORAL 12.5 & 25 & 50 MG NPB UF9 (PB); QL (2 tablets per

(milnacipran hcl) 1 day)

tetrabenazine oral tablet 12.5 mg PSP PA; QL (8 tablets per 1 day)

tetrabenazine oral tablet 25 mg PSP PA; QL (4 tablets per 1 day)

TIGLUTIK ORAL SUSPENSION 50 MG/10ML (riluzole) NPB PA; QL (20 ml per 1 Day)

XENAZINE ORAL TABLET 12.5 MG (tetrabenazine) Npsp  |PA; ST; SPQL (4 tablets
per 1 Day)

XENAZINE ORAL TABLET 25 MG (tetrabenazine) Npsp DA ST; SPEQL (2 tablets
per 1 Day)

MULTIPLE SCLEROSIS AGENTS - DRUGS TO TREAT

MULTIPLE SCLEROSIS

AMPYRA ORAL TABLET EXTENDED RELEASE 12 NPSP PA; SP; QL (2 tablets per 1

HOUR 10 MG (dalfampridine) Day)

AUBAGIO ORAL TABLET 14 MG, 7 MG (teriflunomide) PSP EQ;IN]?;)SP > QL (1 tablet

AVONEX PEN INTRAMUSCULAR AUTO-INJECTOR _ )

KIT 30 MCG/0.5ML (interferon beta-1a) NPSP PA; NPL; SP

AVONEX PREFILLED INTRAMUSCULAR PREFILLED ) )

SYRINGE KIT 30 MCG/0.5ML (interferon beta-1a) NPSP PA; NPL; SP

BAFIERTAM ORAL CAPSULE DELAYED RELEASE 95 PA; ST; NPL; SP; QL (4

NPSP

MG (monomethyl fumarate) capsules per 1 day)

BETASERON SUBCUTANEOUS KIT 0.3 MG (interferon PSP PA; NPL; SP; QL (1 box per

beta-1b) 1 month)

COPAXONE SUBCUTANEOUS SOLUTION PSP PA; NPL; SP; QL (1 syringe

PREFILLED SYRINGE 20 MG/ML (glatiramer acetate) per 1 day)

COPAXONE SUBCUTANEOUS SOLUTION PSP PA; NPL; SP; QL (12

syringes per 28 days)
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Coverage Requirements and

PACK 10 MG (cladribine)

Prescription Drug Name Drug Tier Limits

dalfampridine er oral tablet extended release 12 hour 10 mg PSP E:;;)SP; QL (2 tablets per 1
. PA; NPL; SP; QL (2

dimethyl fumarate oral capsule delayed release 120 mg, 240 mg PSP capsules per 1 day)

IIEb))(TAVIA SUBCUTANEOUS KIT 0.3 MG (interferon beta- NPSP PA: NPL: SP

GILENYA ORAL CAPSULE 0.25 MG, 0.5 MG (fingolimod PSP PA; NPL; #; SP; QL (1

hel) capsule per 1 day)

glatiramer acetate subcutaneous solution prefilled syringe 20 PSP PA; NPL; SP; QL (1 syringe

mglml per 1 day)

glatiramer acetate subcutaneous solution prefilled syringe 40 PSP PA; NPL; SP; QL (12

mglml syringes per 28 days)

glatiramer acetate (Glatopa Subcutaneous Solution Prefilled PSP PA; NPL; SP; QL (1 syringe

Syringe 20 Mg/Ml) per 1 day)

glatiramer acetate (Glatopa Subcutaneous Solution Prefilled PSP PA; NPL; SP; QL (12

Syringe 40 Mg/Ml) syringes per 28 days)

KESIMPTA SUBCUTANEOUS SOLUTION AUTO- PSP PA; SP; QL (1 injection per

INJECTOR 20 MG/0.4ML (ofatumumab) 28 days)

LEMTRADA INTRAVENOUS SOLUTION 12 MG/1.2ML PA; NPL; SP; QL (6 ml (5

PSP :

(alemtuzumab) vials) per 365 days)

MAVENCLAD (10 TABS) ORAL TABLET THERAPY NPSP ;ﬁieipi; ?“51 %If‘ﬂ(llo -

PACK 10 MG (cladribine) abiets per i, P

lifetime)

MAVENCLAD (4 TABS) ORAL TABLET THERAPY NPSP PA; NPL; SP; QL (4 tablets

PACK 10 MG (cladribine) per fill, 4 fills per 1 lifetime)

MAVENCLAD (5 TABS) ORAL TABLET THERAPY NPSP PA; NPL; SP; QL (5 tablets

PACK 10 MG (cladribine) per fill, 4 fills per 1 lifetime)

MAVENCLAD (6 TABS) ORAL TABLET THERAPY NPSP PA; NPL; SP; QL (6 tablets

PACK 10 MG (cladribine) per fill, 4 fills per 1 lifetime)

MAVENCLAD (7 TABS) ORAL TABLET THERAPY NPSP PA; NPL; SP; QL (7 tablets

per fill, 4 fills per 1 lifetime)
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Coverage Requirements and

& 6X22 MCG (interferon beta-1a)

Prescription Drug Name Drug Tier Limits

MAVENCLAD (8 TABS) ORAL TABLET THERAPY NPSP PA; NPL; SP; QL (8 tablets
PACK 10 MG (cladribine) per fill, 4 fills per 1 lifetime)
MAVENCLAD (9 TABS) ORAL TABLET THERAPY NPSP PA; NPL; SP; QL (9 tablets
PACK 10 MG (cladribine) per fill, 4 fills per 1 lifetime)
MAYZENT ORAL TABLET 0.25 MG (siponimod fumarate) PSP EQ;I}LI;];); SP; QL (5 tablets
MAYZENT ORAL TABLET 2 MG (siponimod fumarate) PSP Eﬁr;l}i&; SP; QL (1 tablet
MAYZENT STARTER PACK ORAL TABLET THERAPY '

PACK 12 X 0.25 MG (siponimod fumarate) PSP PA; QL (5 tablets per 1 day)
PLEGRIDY INTRAMUSCULAR SOLUTION

PREFILLED SYRINGE 125 MCG/0.5ML (peginterferon NPSP  |[NPL; SP

beta-1a)

PLEGRIDY STARTER PACK SUBCUTANEOUS

SOLUTION PEN-INJECTOR 63 & 94 MCG/0.5SML NPSP  [PA; NPL; SP
(peginterferon beta-1a)

PLEGRIDY STARTER PACK SUBCUTANEOUS

SOLUTION PREFILLED SYRINGE 63 & 94 MCG/0.5ML NPSP  |PA; NPL; SP
(peginterferon beta-1a)

PLEGRIDY SUBCUTANEOUS SOLUTION PEN- _ )

INJECTOR 125 MCG/0.5ML (peginterferon beta-1a) NPSP PA; NPL; SP

PLEGRIDY SUBCUTANEOUS SOLUTION PREFILLED ) .

SYRINGE 125 MCG/0.5ML (peginterferon beta-1a) NPSP PA; NPL; SP

PONVORY ORAL TABLET 20 MG (ponesimod) NPSP SP

PONVORY STARTER PACK ORAL TABLET THERAPY NPSP Sp

PACK 2-3-4-5-6-7-8-9 & 10 MG (ponesimod)

REBIF REBIDOSE SUBCUTANEOUS SOLUTION

AUTO-INJECTOR 22 MCG/0.5ML, 44 MCG/0.5ML PSP PA; NPL; SP

(interferon beta-1a)

REBIF REBIDOSE TITRATION PACK

SUBCUTANEOUS SOLUTION AUTO-INJECTOR 6X8.8 PSP PA; NPL; SP
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
REBIF SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 22 MCG/0.5ML, 44 MCG/0.5ML (interferon beta- PSP PA; NPL; SP
la)
REBIF TITRATION PACK SUBCUTANEOUS
SOLUTION PREFILLED SYRINGE 6X8.8 & 6X22 MCG PSP PA; NPL; SP
(interferon beta-1a)
TECFIDERA ORAL 120 & 240 MG (dimethyl fumarate) NPSP PA; NPL; SP
TECFIDERA ORAL CAPSULE DELAYED RELEASE 120 . )
MG, 240 MG (dimethyl fumarate) NPSP PA; NPL; SP
TYSABRI INTRAVENOUS CONCENTRATE 300 NPSP PA; NPL; SP; QL (1 vial per
MG/15ML (natalizumab) 1 month)
VUMERITY ORAL CAPSULE DELAYED RELEASE 231 PA; NPL; SP; QL (4

o PSP
MG (diroximel fumarate) capsules per 1 day)
ZEPOSIA 7-DAY STARTER PACK ORAL CAPSULE . .
THERAPY PACK 4 X 0.23MG & 3 X 0.46MG (ozanimod psp  |PAs NPL; SP; QL (4 7-day
hel) packs per 1 month)
ZEPOSIA ORAL CAPSULE 0.92 MG (ozanimod hel) PSP Eé;ll\ii%); SP; QL (1 capsule
ZEPOSIA STARTER KIT ORAL CAPSULE THERAPY PSP PA; NPL; SP; QL (1 pack
PACK 0.23MG & 0.46MG & 0.92MG (ozanimod hcl) per 1 month)
MUSCULOSKELETAL THERAPY AGENTS - DRUGS
TO TREAT MUSCLE SPASMS
AMRIX ORAL CAPSULE EXTENDED RELEASE 24 NPB
HOUR 15 MG, 30 MG (cyclobenzaprine hcl)
baclofen oral tablet 10 mg, 20 mg, 5 mg G
BOTOX INJECTION SOLUTION RECONSTITUTED 100 P )
UNIT, 200 UNIT (onabotulinumtoxina) PSP PA; ST; NPL; SP
carisoprodol oral tablet 350 mg G
carisoprodol-aspirin-codeine oral tablet 200-325-16 mg G PA
chlorzoxazone oral tablet 250 mg NPB
chlorzoxazone oral tablet 375 mg, 500 mg, 750 mg G
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Coverage Requirements and

(incobotulinumtoxina)

Prescription Drug Name Drug Tier Limits

cyclobenzaprine hel er oral capsule extended release 24 hour 15 G

mg, 30 mg

cyclobenzaprine hel oral tablet 10 mg, 5 mg, 7.5 mg G

DANTRIUM ORAL CAPSULE 25 MG, 50 MG (dantrolene NPB

sodium)

dantrolene sodium oral capsule 100 mg, 25 mg, 50 mg G

DYSPORT INTRAMUSCULAR SOLUTION

RECONSTITUTED 300 UNIT, 500 UNIT NPSP  [PA; NPL; SP
(abobotulinumtoxina)

FEXMID ORAL TABLET 7.5 MG (cyclobenzaprine hcl) G ST

chlorzoxazone (Lorzone Oral Tablet 375 Mg, 750 Mg) G

metaxalone oral tablet 400 mg, 800 mg G

methocarbamol oral tablet 500 mg, 750 mg G

norgesic forte oral tablet 50-770-60 mg NPB E:;)ST; QL (4 tablets per |
orphenadrine citrate er oral tablet extended release 12 hour 100 G

mg

orphenadrine-asa-caffeine oral tablet 50-770-60 mg G PA; QL (4 tablets per 1 day)
g(r)]f/;%fzggiﬁ;spirin-caffeine (Orphengesic Forte Oral Tablet G PA: QL (4 tablets per 1 day)
OZOBAX ORAL SOLUTION 5 MG/5ML (baclofen) NPB rSnTon% (5 bottles per 1
SKELAXIN ORAL TABLET 800 MG (metaxalone) NPB

SOMA ORAL TABLET 250 MG, 350 MG (carisoprodol) NPB

tizanidine hcl oral capsule 2 mg, 4 mg, 6 mg G

tizanidine hcl oral tablet 2 mg, 4 mg G

carisoprodol (Vanadom Oral Tablet 350 Mg) G

XEOMIN INTRAMUSCULAR SOLUTION

RECONSTITUTED 100 UNIT, 200 UNIT, 50 UNIT NPSP  [PA; NPL; SP
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Coverage Requirements and

HOUR 165 MG, 82.5 MG (pregabalin)

Prescription Drug Name Drug Tier Limits
ZANAFLEX ORAL CAPSULE 2 MG, 4 MG, 6 MG

. NPB
(tizanidine hcl)
ZANAFLEX ORAL TABLET 4 MG (tizanidine hcl) NPB
NARCOLEPSY/CATAPLEXY - DRUGS FOR SLEEP
DISORDERS
armodafinil oral tablet 150 mg, 200 mg, 250 mg G PA; QL (1 tablet per 1 Day)
armodafinil oral tablet 50 mg G PA; QL (2 tablets per 1

Day)

modafinil oral tablet 100 mg, 200 mg G PA; QL (2 tab per 1 Day)
NUVIGIL ORAL TABLET 150 MG, 250 MG (armodafinil) NPB PA; QL (1 tab per 1 Day)
NUVIGIL ORAL TABLET 200 MG (armodafinil) NPB PA; QL (1 tablet per 1 day)
NUVIGIL ORAL TABLET 50 MG (armodafinil) NPB PA; QL (2 tab per 1 Day)
PROVIGIL ORAL TABLET 100 MG, 200 MG (modafinil) NPB PA; QL (2 tab per 1 day)
SUNOSI ORAL TABLET 150 MG, 75 MG (solriamfetol hel) | NPB gaA;)ST; QL (I tablet per 1
WAKIX ORAL TABLET 17.8 MG, 4.45 MG (pitolisant hcl) NPSP gé;lsg;SP; QL (2 tablets
XYREM ORAL SOLUTION 500 MG/ML (sodium oxybate) | ~ NPSP PD‘z;)SP; QL (18 ml per 1
XYWAYV ORAL SOLUTION 500 MG/ML (ca, mg, k, and na NPSP
oxybates)
POLYNEUROPATHY
TEGSEDI SUBCUTANEOUS SOLUTION PREFILLED NPSP PA; NPL; SP; QL (4
SYRINGE 284 MG/1.5ML (inotersen sodiun) injections per 1 month)
POSTHERPETIC NEURALGIA (PHN)
HORIZANT ORAL TABLET EXTENDED RELEASE 300 NPB PA; ST; QL (2 tablets per 1
MG, 600 MG (gabapentin enacarbil) day)
LYRICA CR ORAL TABLET EXTENDED RELEASE 24 PB QL (3 tablets per 1 day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits
LYRICA CR ORAL TABLET EXTENDED RELEASE 24
HOUR 330 MG (pregabalin) PB QL (2 tablets per I day)
PSYCHOTHERAPEUTIC-MISC
acamprosate calcium oral tablet delayed release 333 mg G
bupropion hcl er (smoking det) oral tablet extended release 12 N2 (G); QL (168 day supply
CE
hour 150 mg per 365 days)
CHANTIX CONTINUING MONTH PAK ORAL TABLET #; N2 (Not Covered); QL
- CE (168 day supply per 365
1 MG (varenicline tartrate)
days)
CHANTIX ORAL TABLET 0.5 MG, | MG (varenicline #, N2 (Not Covered); QL
CE (168 day supply per 365
tartrate)
days)
CHANTIX STARTING MONTH PAK ORAL TABLET 0.5 o q(# 621313(11\]:3 C‘I’Vereez%?L
MG X 11 & 1 MG X 42 (varenicline tartrate) days) Yy Supply p
disulfiram oral tablet 250 mg, 500 mg G
. N2 (Not Covered); QL (180
goodsense nicotine mouthl/throat gum 4 mg CE day supply per 365 days)
KLOXXADO NASAL LIQUID 8 MG/0.1ML (naloxone hcl) NPB QL (4 sprays per 180 days)
LUCEMYRA ORAL TABLET 0.18 MG (lofexidine hel) npp  |UF1L QL (192 tablets per 3
courses in 1 years)
naltrexone hcl oral tablet 50 mg CE N2 (G); UF11
NARCAN NASAL LIQUID 4 MG/0.1ML (naloxone hel) PB *1#8 OU dl;;) QL (4 sprays per
o . N2 (Not Covered); QL (168
nicotine polacrilex mouthlthroat gum 2 mg, 4 mg CE day supply per 365 days)
. . N2 (Not Covered); QL (168
nicotine polacrilex mouthlthroat lozenge 2 mg, 4 mg CE day supply per 365 days)
nicotine transdermal kit 21-14-7 mg/24hr CE N2 (Not Covered); QL (168
day supply per 365 days)
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Coverage Requirements and

(testosterone)

Prescription Drug Name Drug Tier Limits
nicotine transdermal patch 24 hour 14 mgl24hr, 21 mgl24hr, 7 N2 (Not Covered); QL (168
CE

mgl24hr day supply per 365 days)

NICOTROL INHALATION INHALER 10 MG (nicotine) cg N2 (NotCovered); QL (168
day supply per 365 days)

NICOTROL NS NASAL SOLUTION 10 MG/ML (nicotine) cg |2 (NotCovered); QL (168
day supply per 365 days)

olanzapine-fluoxetine hcl oral capsule 12-25 mg, 12-50 mg, 3-25

mg. 6-25 mg, 6-50 mg G QL (1 caps per 1 Day)

SYMBYAX ORAL CAPSULE 3-25 MG (olanzapine-

fuoxetine hel) NPB QL (1 capsule per 1 day)

SYMBYAX ORAL CAPSULE 6-25 MG (olanzapine-

fuoxetine hel) NPB QL (1 caps per 1 Day)

VIVITROL INTRAMUSCULAR SUSPENSION NPB UF11; QL (1 injection per 1

RECONSTITUTED 380 MG (naltrexone) month)

VYLEESI SUBCUTANEOUS SOLUTION AUTO- NPB PA; QL (8 pens per 1

INJECTOR 1.75 MG/0.3ML (bremelanotide acetate) month)

ENDOCRINE AND METABOLIC - DRUGS TO TREAT

DIABETES AND REGULATE HORMONES

ANDROGENS - DRUGS TO REGULATE MALE

HORMONES

ANDRODERM TRANSDERMAL PATCH 24 HOUR 2 .

MG/24HR, 4 MG/24HR (testosterone) PB PA; QL (1 patch per I day)

ANDROGEL PUMP TRANSDERMAL GEL 20.25 NPB PA; ST; QL (5 grams per 1

MG/ACT (1.62%) (testosterone) day)

ANDROGEL TRANSDERMAL GEL 20.25 MG/1.25GM NPB PA; ST; QL (5 grams per 1

(1.62%), 40.5 MG/2.5GM (1.62%) (testosterone) day)

ANDROGEL TRANSDERMAL GEL 25 MG/2.5GM (1%) NPB PA; ST; QL (2.5 grams per 1

(testosterone) day)

ANDROGEL TRANSDERMAL GEL 50 MG/5GM (1%) NPB PA; ST; QL (10 grams per 1

day)

2021 Pharmacy Drug Guide — Premier: CA
The formulary is updated the first week of each month.
10/01/2021

CE=Copay Exception | G=Generic | PB=Preferred Brand | NPB=Non Preferred Brand | PSP=Preferred
Specialty | NPSP=Non Preferred Specialty | NC=Not Covered | PA=Prior Authorization | ST=Step
Therapy | QL=Quantity Limits | AL=Age Limits | LGC=Lowest Generic Copay | MST=ST does not apply
to MA residents | MPG=PG applies to MA residents | PPA=PA does not apply to PA residents |
NPL=National Precertification | #=Generic coming to market | SP=Specialty Network; 30 day supply |
N2=Drug tier when CE does not apply | Select OTC=You may have coverage for products noted with a

doctor’s prescription

129




Prescription Drug Name Drug Tier Coverage Requirements and

Limits

FORTESTA TRANSDERMAL GEL 10 MG/ACT (2%)

NPB PA
(testosterone)
INTRAROSA VAGINAL INSERT 6.5 MG (prasterone) NPB QL (1 insert per 1 day)
JATENZO ORAL CAPSULE 158 MG, 198 MG (testosterone NPB ST; QL (4 capsules per 1
undecanoate) day)
JATENZO ORAL CAPSULE 237 MG (testosterone NPB ST; QL (2 capsules per 1
undecanoate) day)
methitest oral tablet 10 mg NPB
methyltestosterone oral capsule 10 mg G
NATESTO NASAL GEL 5.5 MG/ACT (testosterone) PB PA
oxandrolone oral tablet 10 mg, 2.5 mg G
TESTIM TRANSDERMAL GEL 50 MG/5GM (1%) NPB PA; ST; QL (10 grams per 1
(testosterone) day)
testosterone cypionate injection solution 200 mglml NPB
testosterone cypionate intramuscular solution 100 mgl/ml, 200 G
mglml
testosterone enanthate intramuscular solution 200 mglml G
testosterone transdermal gel 10 mglact (2%) G PA; QL (4 grams per 1 day)
testosterone transdermal gel 12.5 mglact (1%6), 50 mgl5gm G PA; QL (10 grams per 1

(1%) day)

testosterone transdermal gel 20.25 mgl1.25gm (1.62%), 20.25

mglact (1.62%), 40.5 mgl2.5gm (1.62%) G PA; QL (5 grams per 1 day)
testosterone transdermal gel 25 mgl2.5gm (1%) G gﬁ;)QL (2.5 grams per 1
testosterone transdermal solution 30 mglact G gz;])QL (6 milliliters per 1
VOGELXO PUMP TRANSDERMAL GEL 12.5 MG/ACT NPB PA; ST; QL (10 grams per 1
(1%) (testosterone) day)

VOGELXO TRANSDERMAL GEL 50 MG/5GM (1%) NPB PA; ST; QL (10 grams per 1
(testosterone) day)
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

XYOSTED SUBCUTANEOUS SOLUTION AUTO-

INJECTOR 100 MG/0.5ML, 50 MG/0.5ML, 75 MG/0.5ML Nnpg  |PAsST: QL (4 injections per

(testosterone enanthate) I month)
ANTIDIABETICS, ALPHA-GLUCOSIDASE
INHIBITORS
acarbose oral tablet 100 mg, 25 mg, 50 mg G
miglitol oral tablet 100 mg, 25 mg, 50 mg G
PRECOSE ORAL TABLET 100 MG, 25 MG, 50 MG
NPB
(acarbose)
ANTIDIABETICS, AMYLIN ANALOGS
SYMLINPEN 120 SUBCUTANEOUS SOLUTION PEN- PB PA: #
INJECTOR 2700 MCG/2.7ML (pramlintide acetate) ’
SYMLINPEN 60 SUBCUTANEOUS SOLUTION PEN- PB PA: #

INJECTOR 1500 MCG/1.5ML (pramlintide acetate)
ANTIDIABETICS, BIGUANIDE

GLUMETZA ORAL TABLET EXTENDED RELEASE 24
HOUR 1000 MG (metformin hcl)

GLUMETZA ORAL TABLET EXTENDED RELEASE 24
HOUR 500 MG (metformin hcl)

;nOeOI]gOZ;m hel er (mod) oral tablet extended release 24 hour G QL (2 tablets per 1 day)

metformin hcl er (mod) oral tablet extended release 24 hour 500
mg

NPB ST; QL (2 tablets per 1 day)

NPB ST; QL (3 tablets per 1 day)

G QL (3 tablets per 1 day)

metformin hcl er (osm) oral tablet extended release 24 hour

1000 mg G QL (2 tablets per 1 day)
Z;tformzn hcl er (osm) oral tablet extended release 24 hour 500 G QL (3 tablets per 1 day)
metformin hcl er oral tablet extended release 24 hour 500 mg G LGC

metformin hcl er oral tablet extended release 24 hour 750 mg G

metformin hel oral solution 500 mgl5ml G

2021 Pharmacy Drug Guide — Premier: CA

The formulary is updated the first week of each month.

10/01/2021

CE=Copay Exception | G=Generic | PB=Preferred Brand | NPB=Non Preferred Brand | PSP=Preferred
Specialty | NPSP=Non Preferred Specialty | NC=Not Covered | PA=Prior Authorization | ST=Step
Therapy | QL=Quantity Limits | AL=Age Limits | LGC=Lowest Generic Copay | MST=ST does not apply
to MA residents | MPG=PG applies to MA residents | PPA=PA does not apply to PA residents |
NPL=National Precertification | #=Generic coming to market | SP=Specialty Network; 30 day supply |
N2=Drug tier when CE does not apply | Select OTC=You may have coverage for products noted with a
doctor’s prescription

131



Coverage Requirements and

hel)

Prescription Drug Name Drug Tier Limits

metformin hcl oral tablet 1000 mg, 500 mg, 850 mg G LGC

RIOMET ORAL SOLUTION 500 MG/5ML (metformin hcl) NPB

ANTIDIABETICS, BIGUANIDE/ SULFONYLUREA

COMBINATIONS

glipizide-metformin hcl oral tablet 2.5-250 mg, 2.5-500 mg, 5- G LGC

500 mg

igburlde—metformm oral tablet 1.25-250 mg, 2.5-500 mg, 5-500 G LGC
ANTIDIABETICS, DIPEPTIDYL PEPTIDASE-4

INHIBITORS

alogliptin benzoate oral tablet 12.5 mg, 25 mg, 6.25 mg G QL (1 tablet per 1 Day)
JANU'VI'A ORAL TABLET 100 MG, 25 MG, 50 MG PB QL (1 tablet per 1 day)
(sitagliptin phosphate)

NESINA ORAL TABLET 12.5 MG, 25 MG, 6.25 MG NPB ST: QL (1 tab per 1 Day)
(alogliptin benzoate)

ONGLYZA ORAL TABLET 2.5 MG, 5 MG (saxagliptin hcl) NPB ST; QL (1 tablet per 1 day)
TRADJENTA ORAL TABLET 5 MG (linagliptin) NPB ST; QL (1 tablet per 1 day)
ANTIDIABETICS, DOPAMINE RECEPTOR AGONISTS

CYCLOSET ORAL TABLET 0.8 MG (bromocriptine NPB QL (6 tablets per 1 day)
mesylate)

ANTIDIABETICS, DPP-4 INHIBITOR COMBINATIONS

alogliptin-metformin hcl oral tablet 12.5-1000 mg, 12.5-500 mg G QL (2 tablets per 1 Day)
alogliptin-pioglitazone oral tablet 12.5-15 mg, 12.5-30 mg, 12.5-

45 mg, 25-15 mg, 25-30 mg, 25-45 mg G QL (I tablet per I Day)
JANUMET ORAL'TABLET 50-1000 MG, 50-500 MG PB QL (2 tablets per 1 day)
(sitagliptin-metformin hcl)

JANUMET XR ORAL TABLET EXTENDED RELEASE

24 HOUR 100-1000 MG, 50-500 MG (sitagliptin-metformin PB QL (1 tablet per 1 day)
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Coverage Requirements and

PEN-INJECTOR 5 MCG/0.02ML (exenatide)

Prescription Drug Name Drug Tier Limits

JANUMET XR ORAL TABLET EXTENDED RELEASE

24 HOUR 50-1000 MG (sitagliptin-metformin hcl) PB QL (2 tablets per 1 day)
JENTADUETO ORAL TABLET 2.5-1000 MG, 2.5-500 MG, )

2.5-850 MG (linagliptin-metformin hcl) NPB ST; QL (2 tablets per I day)
JENTADUETO XR ORAL TABLET EXTENDED .

RELEASE 24 HOUR 2.5-1000 MG (inagliptin-metformin hely| 0B |ST: QL (2 tablets per I Day)
JENTADUETO XR ORAL TABLET EXTENDED )

RELEASE 24 HOUR 5-1000 MG (linagliptin-metformin hcl) NPB ST; QL (1 tablet per 1 Day)
KAZANO ORAL TABLET 12.5-1000 MG, 12.5-500 MG _

(alogliptin-metformin hcl) NPB ST; QL (2 tab per 1 Day)
KOMBIGLYZE XR ORAL TABLET EXTENDED .

RELEASE 24 HOUR 2.5-1000 MG (saxagliptin-metformin) NPB ST, QL (2 tablets per 1 day)
KOMBIGLYZE XR ORAL TABLET EXTENDED

RELEASE 24 HOUR 5-1000 MG, 5-500 MG (saxagliptin- NPB ST; QL (1 tablet per 1 day)
metformin)

OSENI ORAL TABLET 12.5-15 MG, 12.5-30 MG, 12.5-45

MG, 25-15 MG, 25-30 MG, 25-45 MG (alogliptin- NPB ST; QL (1 tab per 1 Day)
pioglitazone)

TRIJARDY XR ORAL TABLET EXTENDED RELEASE

24 HOUR 10-5-1000 MG, 12.5-2.5-1000 MG, 25-5-1000 MG, PB ST; QL (1 tablet per 1 day)
5-2.5-1000 MG (empagliflozin-linaglip-metform)

ANTIDIABETICS, INCRETIN MIMETIC AGENTS

ADLYXIN STARTER PACK SUBCUTANEOUS PEN- NPB PA; ST; QL (1 kit per 365
INJECTOR KIT 10 & 20 MCG/0.2ML (lixisenatide) Days)

ADLYXIN SUBCUTANEOUS SOLUTION PEN- NPB PA; ST; QL (2 pens per 28
INJECTOR 20 MCG/0.2ML (lixisenatide) Days)

BYDUREON BCISE SUBCUTANEOUS AUTO- NPB PA; ST; QL (4 pens per 1
INJECTOR 2 MG/0.85ML (exenatide) month)

BYETTA 10 MCG PEN SUBCUTANEOUS SOLUTION NPB PA; ST; #; QL (1 pen per 30
PEN-INJECTOR 10 MCG/0.04ML (exenatide) Days)

BYETTA 5 MCG PEN SUBCUTANEOUS SOLUTION NPB PA; ST; #; QL (1 pen per 30

Days)
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Coverage Requirements and

glulisine)

Prescription Drug Name Drug Tier Limits

OZEMPIC (0.25 OR 0.5 MG/DOSE) SUBCUTANEOUS PB PA; ST; QL (1 pen per 28
SOLUTION PEN-INJECTOR 2 MG/1.5ML (semaglutide) days)

OZEMPIC (1 MG/DOSE) SUBCUTANEOUS SOLUTION PR PA:; ST; QL (2 pens per 28
PEN-INJECTOR 2 MG/1.5ML (semaglutide) days)

OZEMPIC (1 MG/DOSE) SUBCUTANEOUS SOLUTION _

PEN-INJECTOR 4 MG/3ML (semaglutide) PB - |PA; QL (I pen per 1 month)
RYBELSUS ORAL TABLET 14 MG, 3 MG, 7 MG PB PA; ST; QL (1 tablet per 1
(semaglutide) day)

TRULICITY SUBCUTANEOUS SOLUTION PEN- PB PA; ST; QL (4 pens (2 ml)
INJECTOR 0.75 MG/0.5ML, 1.5 MG/0.5ML (dulaglutide) per 28 days)
TRULICITY SUBCUTANEOUS SOLUTION PEN- PB PA; QL (4 injections per 1
INJECTOR 3 MG/0.5ML, 4.5 MG/0.5ML (dulaglutide) month)

VICTOZA SUBCUTANEOUS SOLUTION PEN- PB PA; ST; QL (3 pens per 30
INJECTOR 18 MG/3ML (liraglutide) days)

ANTIDIABETICS, INCRETIN MIMETIC

COMBINATION AGENTS

SOLIQUA SUBCUTANEOUS SOLUTION PEN-

INJECTOR 100-33 UNT-MCG/ML (insulin glargine- PB ST; QL (5 pens per 1 month)
lixisenatide)

XULTOPHY SUBCUTANEOUS SOLUTION PEN-

INJECTOR 100-3.6 UNIT-MG/MVL (insulin degludec- PB ST; QL (5 pens per 1 month)
liraglutide)

ANTIDIABETICS, INSULIN

ADMELOG SOLOSTAR SUBCUTANEOUS SOLUTION NPB ST

PEN-INJECTOR 100 UNIT/ML (insulin lispro)

ADMELOG SUBCUTANEOUS SOLUTION 100 NPB ST

UNIT/ML (insulin lispro)

AFREZZA INHALATION POWDER 12 UNIT, 4 & 8 & 12

UNIT, 4 UNIT, 8 UNIT, 90 X 4 UNIT & 90X8 UNIT, 90 X 8 NPB PA; ST

UNIT & 90X12 UNIT (insulin regular human)

APIDRA INJECTION SOLUTION 100 UNIT/ML (insulin NPB ST
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Coverage Requirements and

CARTRIDGE 100 UNIT/ML (insulin lispro)

Prescription Drug Name Drug Tier Limits
APIDRA SOLOSTAR SUBCUTANEOUS SOLUTION NPB ST
PEN-INJECTOR 100 UNIT/ML (insulin glulisine)

BASAGLAR KWIKPEN SUBCUTANEOUS SOLUTION PB
PEN-INJECTOR 100 UNIT/ML (insulin glargine)

FIASP FLEXTOUCH SUBCUTANEOUS SOLUTION

PEN-INJECTOR 100 UNIT/ML (insulin aspart PB
(winiacinamide ))

FIASP PENFILL SUBCUTANEOUS SOLUTION PB
CARTRIDGE 100 UNIT/ML (insulin aspart ( winiacinamide))

FIASP SUBCUTANEOUS SOLUTION 100 UNIT/ML PB

(insulin aspart (wlniacinamide))

HUMALOG JUNIOR KWIKPEN SUBCUTANEOUS NPB ST
SOLUTION PEN-INJECTOR 100 UNIT/ML (insulin lispro)

HUMALOG KWIKPEN SUBCUTANEOUS SOLUTION

PEN-INJECTOR 100 UNIT/ML, 200 UNIT/ML (insulin NPB ST
lispro)

HUMALOG MIX 50/50 KWIKPEN SUBCUTANEOUS

SUSPENSION PEN-INJECTOR (50-50) 100 UNIT/ML NPB ST
(insulin lispro prot & lispro)

HUMALOG MIX 50/50 SUBCUTANEOUS SUSPENSION NPB ST
(50-50) 100 UNIT/ML (insulin lispro prot & lispro)

HUMALOG MIX 75/25 KWIKPEN SUBCUTANEOUS

SUSPENSION PEN-INJECTOR (75-25) 100 UNIT/ML NPB ST
(insulin lispro prot & lispro)

HUMALOG MIX 75/25 SUBCUTANEOUS SUSPENSION NPB ST
(75-25) 100 UNIT/ML (insulin lispro prot & lispro)

HUMALOG SUBCUTANEOUS SOLUTION 100 NPB ST
UNIT/ML (insulin lispro)

HUMALOG SUBCUTANEOUS SOLUTION NPB ST
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

HUMULIN 70/30 KWIKPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR (70-30) 100 UNIT/ML NPB ST
(insulin nph isophane & regular)

HUMULIN 70/30 SUBCUTANEOUS SUSPENSION (70-

30) 100 UNIT/ML (insulin nph isophane & regular) NPB ST

HUMULIN N KWIKPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR 100 UNIT/ML (insulin nph NPB ST
human (isophane))

HUMULIN N SUBCUTANEOUS SUSPENSION 100

UNIT/ML (insulin nph human (isophane)) NPB ST

HUMULIN R INJECTION SOLUTION 100 UNIT/ML

(insulin regular human) NPB ST

HUMULIN R U-500 (CONCENTRATED)
SUBCUTANEOUS SOLUTION 500 UNIT/ML (insulin PB
regular human)

HUMULIN R U-500 KWIKPEN SUBCUTANEOUS
SOLUTION PEN-INJECTOR 500 UNIT/ML (insulin regular PB

human)
insulin asp prot & asp flexpen subcutaneous suspension pen- PB
injector (70-30) 100 unit/ml
insulin aspart flexpen subcutaneous solution pen-injector 100 PB
unitiml
insulin aspart penfill subcutaneous solution cartridge 100 unit/ml PB
insulin aspart prot & aspart subcutaneous suspension (70-30)

: PB
100 unit/ml
insulin aspart subcutaneous solution 100 unit/ml PB
insulin {lspro (1 unit dial) subcutaneous solution pen-injector NPB ST
100 unit/ml
insulin lispro junior kwikpen subcutaneous solution pen-injector

) NPB
100 unit/ml
insulin lispro prot & lispro subcutaneous suspension pen-injector NPB

(75-25) 100 unitiml!
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Drug Tier
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insulin lispro subcutaneous solution 100 unit/ml

NPB

ST

LANTUS SOLOSTAR SUBCUTANEOUS SOLUTION
PEN-INJECTOR 100 UNIT/ML (insulin glargine)

NPB

ST

LANTUS SUBCUTANEOUS SOLUTION 100 UNIT/ML
(insulin glargine)

NPB

ST

LEVEMIR FLEXTOUCH SUBCUTANEOUS SOLUTION
PEN-INJECTOR 100 UNIT/ML (insulin detemir)

PB

LEVEMIR SUBCUTANEOUS SOLUTION 100 UNIT/ML
(insulin detemir)

PB

LYUMIJEV INJECTION SOLUTION 100 UNIT/ML (insulin
lispro-aabc)

PB

LYUMIEV KWIKPEN SUBCUTANEOUS SOLUTION
PEN-INJECTOR 100 UNIT/ML, 200 UNIT/ML (insulin
lispro-aabc)

PB

NOVOLIN 70/30 FLEXPEN RELION SUBCUTANEOUS
SUSPENSION PEN-INJECTOR (70-30) 100 UNIT/ML
(insulin nph isophane & regular)

NPB

ST

NOVOLIN 70/30 FLEXPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR (70-30) 100 UNIT/ML
(insulin nph isophane & regular)

PB

NOVOLIN 70/30 RELION SUBCUTANEOUS
SUSPENSION (70-30) 100 UNIT/ML (insulin nph isophane &
regular)

NPB

ST

NOVOLIN 70/30 SUBCUTANEOUS SUSPENSION (70-30)
100 UNIT/ML (insulin nph isophane & regular)

PB

NOVOLIN N FLEXPEN RELION SUBCUTANEOUS
SUSPENSION PEN-INJECTOR 100 UNIT/ML (insulin nph
human (isophane))

NPB

NOVOLIN N FLEXPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR 100 UNIT/ML (insulin nph
human (isophane))

PB
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Prescription Drug Name Drug Tier Limits

NOVOLIN N RELION SUBCUTANEOUS SUSPENSION

100 UNIT/MUL (insulin nph human (isophane)) NPB ST
NOVOLIN N SUBCUTANEOUS SUSPENSION 100 PB
UNIT/ML (insulin nph human (isophane))

NOVOLIN R FLEXPEN INJECTION SOLUTION PEN- PB

INJECTOR 100 UNIT/ML (insulin regular human)

NOVOLIN R FLEXPEN RELION INJECTION
SOLUTION PEN-INJECTOR 100 UNIT/ML (insulin regular NPB
human)

NOVOLIN R INJECTION SOLUTION 100 UNIT/ML

(insulin regular human) PB

NOVOLIN R RELION INJECTION SOLUTION 100

UNIT/ML (insulin regular human) NPB ST

NOVOLOG 70/30 FLEXPEN RELION SUBCUTANEOUS
SUSPENSION PEN-INJECTOR (70-30) 100 UNIT/ML NPB
(insulin aspart prot & aspart)

NOVOLOG FLEXPEN RELION SUBCUTANEOUS

SOLUTION PEN-INJECTOR 100 UNIT/ML (insulin aspart) NPB

NOVOLOG FLEXPEN SUBCUTANEOUS SOLUTION

PEN-INJECTOR 100 UNIT/ML (insulin aspart) PB

NOVOLOG MIX 70/30 FLEXPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR (70-30) 100 UNIT/ML PB
(insulin aspart prot & aspart)

NOVOLOG MIX 70/30 RELION SUBCUTANEOUS
SUSPENSION (70-30) 100 UNIT/ML (insulin aspart prot & NPB
aspart)

NOVOLOG MIX 70/30 SUBCUTANEOUS SUSPENSION

(70-30) 100 UNIT/ML (insulin aspart prot & aspart) PB
NOVOLOG PENFILL SUBCUTANEOUS SOLUTION PB
CARTRIDGE 100 UNIT/ML (insulin aspart)

NOVOLOG RELION SUBCUTANEOUS SOLUTION 100 NPB

UNIT/ML (insulin aspart)
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Prescription Drug Name Drug Tier C.O verage Requirements and
Limits
NOVOLOG SUBCUTANEOUS SOLUTION 100 UNIT/ML PB
(insulin aspart)
SEMGLEE SUBCUTANEOUS SOLUTION 100 UNIT/ML NPB
(insulin glargine)
SEMGLEE SUBCUTANEOUS SOLUTION PEN- NPB
INJECTOR 100 UNIT/ML (insulin glargine)
TOUJEO MAX SOLOSTAR SUBCUTANEOUS
SOLUTION PEN-INJECTOR 300 UNIT/ML (insulin PB
glargine)
TOUJEO SOLOSTAR SUBCUTANEOUS SOLUTION PB
PEN-INJECTOR 300 UNIT/ML (insulin glargine)
TRESIBA FLEXTOUCH SUBCUTANEOUS SOLUTION
PEN-INJECTOR 100 UNIT/ML, 200 UNIT/ML (insulin PB
degludec)
TRESIBA SUBCUTANEOUS SOLUTION 100 UNIT/ML PB
(insulin degludec)
ANTIDIABETICS, INSULIN SENSITIZER
ACTOS ORAL TABLET 15 MG, 30 MG, 45 MG
S NPB
(pioglitazone hcl)
pioglitazone hcl oral tablet 15 mg, 30 mg, 45 mg G LGC
ANTIDIABETICS, INSULIN SENSITIZER/BIGUANIDE
COMBINATION
ACTOPLUS MET ORAL TABLET 15-500 MG, 15-850 MG
o . NPB
(pioglitazone hcl-metformin hel)
pioglitazone hcl-metformin hel oral tablet 15-500 mg, 15-850 mg G LGC
ANTIDIABETICS, INSULIN
SENSITIZER/SULFONYLUREA COMBINATION
pioglitazone hcl-glimepiride oral tablet 30-2 mg, 30-4 mg G
ANTIDIABETICS, MEGLITINIDE
nateglinide oral tablet 120 mg, 60 mg G LGC
repaglinide oral tablet 0.5 mg, 1 mg, 2 mg G LGC
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Coverage Requirements and
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ANTIDIABETICS, SODIUM-GLUC CO-TRANSPOR2
(SGLT2) INHIB

QTERN ORAL TABLET 10-5 MG (dapagliflozin-saxagliptin)

PB

ST; QL (1 tablet per 1 Day)

QTERN ORAL TABLET 5-5 MG (dapagliflozin-saxagliptin)

PB

ST; QL (1 tablet per 1 day)

STEGLUJAN ORAL TABLET 15-100 MG, 5-100 MG
(ertugliflozin-sitagliptin)

NPB

ST; QL (1 tablet per 1 Day)

ANTIDIABETICS, SODIUM-GLUC CO-TRANSPOR?2
INHIB

SYNJARDY ORAL TABLET 12.5-1000 MG, 12.5-500 MG,
5-1000 MG, 5-500 MG (empagliflozin-metformin hcl)

PB

QL (2 tablets per 1 day)

SYNJARDY XR ORAL TABLET EXTENDED RELEASE
24 HOUR 10-1000 MG, 12.5-1000 MG, 5-1000 MG
(empagliflozin-metformin hcl)

PB

QL (2 tablets per 1 day)

SYNJARDY XR ORAL TABLET EXTENDED RELEASE
24 HOUR 25-1000 MG (empagliflozin-metformin hcl)

PB

QL (1 tablet per 1 Day)

XIGDUO XR ORAL TABLET EXTENDED RELEASE 24
HOUR 10-1000 MG, 10-500 MG, 5-500 MG (dapagliflozin-
metformin hcl)

PB

XIGDUO XR ORAL TABLET EXTENDED RELEASE 24
HOUR 2.5-1000 MG (dapagliflozin-metformin hcl)

PB

QL (2 tablets per 1 Day)

XIGDUO XR ORAL TABLET EXTENDED RELEASE 24
HOUR 5-1000 MG (dapagliflozin-metformin hcl)

PB

QL (2 tablets per 1 day)

ANTIDIABETICS, SODIUM-GLUC CO-TRANSPOR2
INHIB (SGTL2) COMBO

INVOKAMET ORAL TABLET 150-1000 MG, 150-500 MG,
50-1000 MG, 50-500 MG (canagliflozin-metformin hcl)

NPB

ST; QL (1 tablets per 1 day)

INVOKAMET XR ORAL TABLET EXTENDED
RELEASE 24 HOUR 150-1000 MG, 150-500 MG, 50-1000
MG, 50-500 MG (canagliflozin-metformin hcl)

NPB

ST; QL (2 tablets per 1 day)

SEGLUROMET ORAL TABLET 2.5-1000 MG, 7.5-1000
MG, 7.5-500 MG (ertugliflozin-metformin hcl)

NPB

ST; QL (2 tablets per 1 Day)
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doctor’s prescription
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Coverage Requirements and

Prescription Drug Name Drug Tier Limits

SEGLUROMET ORAL TABLET 2.5-500 MG (ertugliflozin-
metformin hcl)

ANTIDIABETICS, SODIUM-GLUC CO-TRANSPOR2
INHIB(SGLT2)/DPP-4 INHIBITOR COMBINATIONS

GLYXAMBI ORAL TABLET 10-5 MG, 25-5 MG
(empagliflozin-linagliptin)

ANTIDIABETICS, SODIUM-GLUCOSE
COTRANSPORTER?2 (SGLT2) INHIB

FARXIGA ORAL TABLET 10 MG, 5 MG (dapagliflozin

NPB ST; QL (4 tablets per 1 Day)

PB QL (1 tablet per 1 day)

PB QL (1 tab per 1 Day)

propanediol)

INVOKANA ORAL TABLET 100 MG, 300 MG NPB ST: QL (1 tablet 