USE THIS DRUG LIST — ALSO KNOWN AS A FORMULARY —TO LEARN ABOUT THE
PRESCRIPTION DRUGS WE COVER FOR ALL COMMERCIAL HEALTH PLANS.

Commercial health plans are a type of private (non-government) health insurance. Typically, these are
health plans that businesses offer to their employees as health benefits.

”

This list is current as of December 1, 2023. When it refers to “we,” “us” or “our,” it means HAP. When

it refers to “plan” it means commercial health plans.

If you have questions about your health plan, please call Customer Service at the number on your ID
card or log in at hap.org and send us a message.

Please note: A drug's coverage status may change prior to it being updated in this document. The listing of a drug does not
imply coverage for all benefits. Some dosage forms or strengths of an existing drug may not be covered. Please contact
Customer Service for more details.

Q&A

Q. What is the drug list?

A. The drug list, also known as a formulary, is a list of covered prescription drugs. Prescription
drugs are medications you can obtain from pharmacies and administer to yourself. Our drug list
is developed with a team of health care providers, including doctors and pharmacists. It contains
the prescription drugs believed to be a necessary part of a quality treatment program. The
prescription is then filled at an in-network pharmacy.

The status of covered drugs can change over time. For example:

¢ We may add new drugs to the list as they are approved by the Food and Drug
Administration.

¢ \We may remove drugs as we learn more about how safe they are and how well they
work.

o \We may change the tier levels of drugs on the list. Tier levels determine your copay and
other out-of-pocket costs for drugs.

From time to time, we may add or remove quantity limits, the need for prior authorization or
other criteria for coverage.

Q. Where can | find the drug list?

A. You can search for covered drugs on our interactive Drug Search tool or download a drug
list. The Drug Search tool and the Drug list are available at hap.org/prescription-drug



Q. How do | use the interactive Drug Search tool?

A: If you are using a computer, click on the Search QHP button. Drug Search tool will display. You only need
the first three letters of the drug name to search. Type the drug name in the search box, press enter. .You will
get a list of drugs that match your search request. Select the drug you are looking for, press enter. The display
will show the full drug name, therapeutic class, drug tier status and any criteria for coverage such as quantity
limits or prior authorization

Q. How do | use the drug list ?

A. The drug list is a list of covered generic and brand name drugs and is organized by categories. Each category
represents the type of medical conditions that the drugs are used to treat. For example, drugs used to treat a
heart condition are listed under the category “Cardiovascular Agents.” If you know what a drug is used for, look for
the category name in the list. Then look under the category name for the drug.

You can also look for your drug in the Index that is at the end of the document. The Index provides an
alphabetical list of all drugs included in this document.

If you are using a computer, you can search for a specific drug within the formulary, just select Ctrl-F and
enter the name of the drug in the search box. The cursor will highlight the drug you are looking for.

Q. What is included in the formulary drug list?
A. The drug list includes the following information

o The name of the covered drug. Brand name drugs are capitalized (e.g., JANUVIA) and generic drugs
are listed in lower-case (e.g., metformin). When a generic drug is listed on the formulary, only the
generic is covered.

e The covered drug cost-sharing level or Tier. Every drug on the formulary is in one of six cost-sharing
Tiers. Refer to your Summary of Benefits and Coverage for your cost-sharing information. Tier
classes:

o Tier 1: Preferred Generic — Non-brand name drugs with the lowest copay.

o Tier 1A: Non-preferred generic — Non-brand name drugs with a higher copay.

o Tier 2: Preferred brand — Brand name drugs with the lowest copay.

e Tier 3: Non-preferred brand — Brand name drugs with a higher copay.

e Tier 4: Preferred specialty — Biologics or prescription drugs, including biosimilar and
generic drugs designated by us to be a specialty drug with the lowest specialty copay.

e Tier 4A: Non-preferred specialty — Specialty drugs with higher out-of-pocket costs.

o ACA Preventive: Generic preventive prescription drugs — used to prevent illnesses,
diseases or other health problems — that the Affordable Care Act requires us to cover
without charging you a copay or other out-of-pocket costs.

e Medical drugs: Drugs infused or administered in a doctor’s office or facility that are
covered under your medical benefit. Some medical drugs are classified as specialty
drugs, and we may require you to get them from a specialty pharmacy.

e Drug Coverage rules and limits as follows:

PA (Prior Authorization) — You or your doctor is required to get prior authorization from us before
you fill your prescription for this drug. Without prior approval, we may not cover this drug.

QL (Quantity Limit) — We limit the amount of these drugs that are covered for each prescription. For
example, if it is normally considered safe to take only one pill per day for a certain drug, we may limit
coverage for your prescription to no more than one pill per day.



ST (Step Therapy) — Before we will provide coverage for this drug, you must first try another drug(s)
to treat your medical condition. This drug may only be covered if the other drug(s) does not work for

you.

SP (Specialty Pharmacy) —This specialty drug can only be obtained from Pharmacy Advantage by
calling them at (800) 456 2112.

HCR (Health Care Reform) — You must meet the Health Care Reform requirements for preventive
use to obtain the drug at zero cost sharing

Tiers at a glance:

The following table will translate how the six Tiers shown on the formulary are applicable to your health
plan’s prescription drug benefit.

Description of Tier Six-Tier Plan Five-Tier Plan Four-Tier Plan Three-Tier Plan
. Tier 1
Preferred generic- . Tier 1 Tier 1
Tier 1
Non-preferred generic Tier 1A
Preferred brand Tier 2 Tier 2 Tier 2 Tier 2
Tier 3 Tier 3 Tier 3
Non-preferred brand
Tier 4 Tier 4 Tier 3
Preferred specialt .
p y Tier 4
Non-preferred specialty Tier 4A Tier 4A

ACA Preventive

No copay or other
out-of-pocket costs

No copay or other out-
of-pocket costs

No copay or other out-
of-pocket costs

No copay or other out-
of-pocket costs

Medical drugs

Covered under your
plan’s medical benefit

Covered under your
plan’s medical benefit

Covered under your
plan’s medical benefit

Covered under your
plan’s medical benefit

Note: The out-of-pocket costs for each tier class depends on your prescription drug benefit. Refer to your Summary of Benefits
and Coverage for more details about your drug costs.

Q. Are there any restrictions on my coverage?

A. Some covered drugs have extra requirements or limits on coverage, including:

e Prior authorization (PA). Some drugs on our drug list have criteria you must meet
before we cover them. You or your doctor need to get approval from us before you fill
your prescriptions for these drugs. Without prior approval, we may not cover these drugs.

e Quantity limit (QL). Some drugs have limits on the amount that can be dispensed on
each fill, or on the number of fills allowed for treatment of certain conditions. Specialty
and injectable drugs (except insulin) and select oral drugs (e.g. opioid analgesics) are
limited up to a 30-day supply per fill. Some specialty drugs require a 15-day supply for the

first fill.

o Step therapy (ST). In some case we require you to first try certain drugs to treat your
medical condition before we will cover another drug for that condition. For example, if
drug A and drug B both treat your medical condition, we may not cover drug B unless you
have tried drug A first and it did not work for you.




e Specialty pharmacy (SP). This specialty drug can only be obtained from Pharmacy
Advantage. You can contact them at (800) 456-2112.

Q. What is a generic substitution?

A. When an FDA-approved generic drug is available, your prescription will be filled with the generic
version instead of the brand name version. Generic drugs contain the same active ingredients as
brand name drugs. They also are equal in strength and dosage and cost less for you and your
health plan.

Q. What are specialty drugs?

A. Specialty drugs are biologics or prescription drugs that require special handling, provider
coordination and patient education for safe and effective use. Specialty drugs are available from
Pharmacy Advantage, a specialty pharmacy service that provides home delivery. Specialty drugs
require prior authorization. For more information, you or your doctor can contact Pharmacy
Advantage at (800) 456-2112.

Q. Are there any limits to my benefits?

A. Our drug list applies to drugs used in an outpatient setting. It does not include drugs
administered in a doctor’s office or hospital, which are known as medical drugs. The only
medical drugs we list on the drug list are specialty medical drugs that have to be obtained from
our specialty pharmacy, Pharmacy Advantage. For more information, you or your doctor can
contact Pharmacy Advantage at (800) 456-2112.

Here are some types of drugs we do not cover in any of our plans:

Over-the-counter medications and their equivalents, unless specified in the drug list
Drug products used for cosmetic purposes

Experimental drugs or any drug products used in an experimental manner
Replacement of lost or stolen medication

Note: Your tier levels, out-of-pocket costs and drug benefit exclusions may vary based on your prescription
drug benefit plan. Check your Summary of Benefits and Coverage and Subscriber Contract for more details.

Q. What if my drug is not on the drug list?

A. If your drug is not on the list, it is considered non-formulary. You, your doctor or your authorized
representative can ask us to make an exception and cover your drug. You or the prescribing doctor must
provide a supporting statement that the requested drug is medically necessary to treat your condition. It must
state that all of the covered drugs available for treatment of your condition on the drug list would either not be
as effective for you as the non-formulary drug or would harm you.

A HAP clinical specialist will review your request to decide if the medication will be approved for coverage.
The review is based on medical necessity and benefit determination.

It is best to first talk to your doctor or pharmacist about whether another drug on the covered drug list will
work for you.



Q. How do | submit arequest for a non-formulary drug exception or prior
authorization?

A. To request a drug exception for a non-formulary drug* or coverage for a drug that requires
prior authorization, fill out the appropriate form at hap.org/mrf, and mail or fax it to us at:

Mail: HAP

Attn: Pharmacy Care
Management 2850 W. Grand
Blvd.

Detroit, Ml 48202

Fax: (313) 664-8045

You also can call Customer Service at the number on your ID card or log in to hap.org if you need
assistance with this process.

If you or your doctor requests coverage for a drug that requires prior authorization, we must make a
decision within 15 calendar days. If you or your doctor thinks that waiting for a standard decision
could seriously harm your health or your ability to function, you can request an urgent decision. We
must respond to your request for an urgent prior authorization decision within 72 hours.

If you or your doctor requests a non-formulary drug exception, we must make a decision within 72
hours. If the request is urgent, we must make a decision within 24 hours.

If we approve your exception request for a non-formulary generic or a brand drug, it will be billed at
the highest copay for brand name drugs. If we approve your exception request for a non-formulary
specialty drug, it will be billed at the highest copay for specialty drugs, and we may require it to be
dispensed by Pharmacy Advantage. Non-formulary drugs when approved by the plan are limited for
up to a 30-day supply at a time.



COMM Formulary
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CURRENT AS OF 1/1/2024

DRUG NAME DRUG TIER NOTES
ANTIHISTAMINE DRUGS

Ethanolamine Derivatives

BENADRYL ALLERGY ORAL LIQUID 12.5 N s

MG/5 ML

BENADRYL ORAL CAPSULE 25 MG Non-Formulary
carbinoxamine maleate oral liquid 4 mgl5 ml 1A

carbinoxamine maleate oral tablet 4 mg 1A

carbinoxamine maleate oral tablet 6 mg Non-Formulary

clemastine oral tablet 2.68 mg 1A

diphenhydramine hcl injection solution 50 mgiml 7

diphenhydramine hcl oral capsule 25 mg, 50 mg 1A

diphenhydramine hel oral elixir 12.5 mgl5 ml 1

First Gen. Antihist. Derivatives, Misc.

cyproheptadine oral syrup 2 mgl5 ml 1A

cyproheptadine oral tablet 4 mg 1A MDL
First Generation Antihistamines

BENADRYL ALLERGY ORAL LIQUID 12.5 N o

MG/5 ML

BENADRYL ORAL CAPSULE 25 MG Non-Formulary
carbinoxamine maleate oral liquid 4 mgl5 ml 1A

carbinoxamine maleate oral tablet 4 mg 1A

carbinoxamine maleate oral tablet 6 mg Non-Formulary

clemastine oral tablet 2.68 mg 1A

cyproheptadine oral syrup 2 mgl5 ml 1A

cyproheptadine oral tablet 4 mg 1A MDL
diphenhydramine hcl injection solution 50 mg/ml 7

diphenhydramine hcl oral capsule 25 mg, 50 mg 1A

diphenhydramine hcl oral elixir 12.5 mgl5 ml

1

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction




DRUG NAME

DRUG TIER

NOTES

Phenothiazine Derivatives

PHENERGAN INJECTION SOLUTION 25
MG/ML, 50 MG/ML

Non-Formulary

EXTENDED RELEASE 24 HR 10-240 MG

promethazine oral syrup 6.25 mgl5 ml 1A

promethazine oral tablet 12.5 mg, 25 mg, 50 mg 1A

promethazine rectal suppository 12.5 mg, 25 mg, 50 1A

mg

promethazine-dm oral syrup 6.25-15 mgl5 ml 1A

promethegan rectal suppository 12.5 mg, 25 mg, 50 1A

mg

Piperazine Derivatives

hydroxyzine hcl oral solution 10 mgl5 ml 1A

hydroxyzine hcl oral tablet 10 mg, 50 mg 1A QL (Quantity Limits Apply); MDL
hydroxyzine hcl oral tablet 25 mg 1A MDL; QL (4 tablets per 1 day)
Zigdroxyzine pamoate oral capsule 100 mg, 25 mg, 50 1A MDL

meclizine oral tablet 12.5 mg, 25 mg 1A MDL

VISTARIL ORAL CAPSULE 25 MG Non-Formulary

Propylamine Derivatives

hydrocodone-chlorpheniramine oral 1A

suspension,extended rel 12 hr 10-8 mgl5 ml

NEOTUSS PLUS ORAL SOLUTION 4-7.5-30 )

MG/5 ML

Second Generation Antihistamines

24HOUR ALLERGY ORAL TABLET 10 MG 1A MDL

fic;;;sret ;Z;;era_sl{i;%};gws oral tablet extended 1A QL (2 tablets per 1 day)
ALL DAY ALLERGY (CETIRIZINE) ORAL 1A MDL

TABLET 10 MG

ALLERCLEAR D-24HR ORAL TABLET 1 MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction




DRUG NAME DRUG TIER NOTES
ALLERCLEAR ORAL TABLET 10 MG 1A MDL

ALLERGY AND CONGESTION RELIEF

ORAL TABLET EXTENDED RELEASE 24 HR 1 MDL

10-240 MG

ALLERGY RELIEF (CETIRIZINE) ORAL

TABLET 10 MG L MDL

ALLERGY RELIEF (LORATADINE) ORAL 1A MDL

TABLET 10 MG

ALLERGY RELIEF D12 ORAL TABLET

EXTENDED RELEASE 12 HR 5-120 MG 1A QL (2 tablets per 1 day)
ALLERGY RELIEF D-24HR ORAL TABLET 1 MDL

EXTENDED RELEASE 24 HR 10-240 MG

ALLERGY RELIEF,NASAL DECONGEST

ORAL TABLET EXTENDED RELEASE 24 HR 1 MDL

10-240 MG

ALLERGY RELIEF-D (LORATADINE) ORAL

TABLET EXTENDED RELEASE 12 HR 5-120 1A QL (2 tablets per 1 day)
MG

ALLERGY-CONGESTION RELIEF-D ORAL

TABLET EXTENDED RELEASE 24 HR 10-240 1 MDL

MG

ALLER-TEC ORAL TABLET 10 MG 1A MDL

cetirizine oral solution 1 mgiml, 5 mgl5 ml 1A MDL

cetirizine oral tablet 10 mg, 5 mg 1A MDL; QL (30 tablets per 30 days)

CHILDREN'S CLARITIN ORAL SOLUTION 5
MG/5 ML

Non-Formulary

QL (300 ML per 30 days)

CLARINEX ORAL TABLET 5 MG

Non-Formulary

CLARITIN ORAL TABLET 10 MG

Non-Formulary

CLARITIN REDITABS ORAL
TABLET,DISINTEGRATING 10 MG

Non-Formulary

CLARITIN-D 12 HOUR ORAL TABLET
EXTENDED RELEASE 12 HR 5-120 MG

Non-Formulary

QL (2 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction




DRUG NAME DRUG TIER NOTES
CLARITIN-D 24 HOUR ORAL TABLET Non-Formular

EXTENDED RELEASE 24 HR 10-240 MG PHETRIIE

desloratadine oral tablet 5 mg 1A MDL

desloratadine oral tablet, disintegrating 2.5 mg, 5 mg 1A

levocetirizine oral solution 2.5 mgl5 ml 1A

levocetirizine oral tablet 5 mg 1A MDL

LORADAMED ORAL TABLET 10 MG 1A MDL

LORATA-D ORAL TABLET EXTENDED 1 MDL

RELEASE 24 HR 10-240 MG

LORATA-DINE D ORAL TABLET 1 MDL

EXTENDED RELEASE 24 HR 10-240 MG

loratadine oral solution 5 mgl5 ml 1A QL (300 ML per 30 days)
loratadine oral tablet 10 mg 1A MDL

Z;atadzne-d oral tablet extended release 12 hr 5-120 A QL (2 tablets per 1 day)
LORATADINE-D ORAL TABLET 1 MDL

EXTENDED RELEASE 24 HR 10-240 MG

QUZYTTIR INTRAVENOUS SOLUTION 10 BB PA

MG/ML

WAL-ITIN D 12 HOUR ORAL TABLET

EXTENDED RELEASE 12 HR 5-120 MG tA QL (2 tablets per 1 day)
WAL-ITIN D ORAL TABLET EXTENDED 1 MDL

RELEASE 24 HR 10-240 MG

WAL-ITIN ORAL TABLET 10 MG 1A MDL

WAL-ZYR (CETIRIZINE) ORAL TABLET 10 1A MDL

MG

ZYRTEC ORAL TABLET 10 MG Non-Formulary

ANTI-INFECTIVE AGENTS

1St Generation Cephalosporin Antibiotics

cefadroxil oral capsule 500 mg 1A

cefadroxil oral suspension for reconstitution 250

mgl5 ml, 500 mgl5 ml 25

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance

BB= Buy and Bill Only

PA = Prior Authorization

QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required

HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program

AG= Age Restriction



DRUG NAME DRUG TIER NOTES
cefadroxil oral tablet 1 gram 1A
cefazolin injection recon soln 1 gram, 10 gram 7
cephalexin oral capsule 250 mg, 500 mg, 750 mg 1A
cephalexin oral suspension for reconstitution 125 1A
mgl5 ml, 250 mgl5 ml

cephalexin oral tablet 250 mg, 500 mg 1A
2Nd Generation Cephalosporin Antibiotics

cefaclor oral capsule 250 mg 1
cefaclor oral capsule 500 mg 1A
cefaclor oral tablet extended release 12 hr 500 mg 1A
cefprozil oral suspension for reconstitution 125 mgl5 1
ml, 250 mgl5 ml

cefprozil oral tablet 250 mg, 500 mg 1A
cefuroxime axetil oral tablet 250 mg, 500 mg 1A
3Rd Generation Cephalosporin Antibiotics

cefdinir oral capsule 300 mg 1A
cefdinir oral suspension for reconstitution 125 mgl5 1A
ml, 250 mgl5 ml

cefixime oral capsule 400 mg 1A QL (2 capsules per 1 day)
cefixime oral suspension for reconstitution 100 mgl5 1A
ml, 200 mgl5 ml

cefpodoxime oral suspension for reconstitution 100 1A
mgl5 ml, 50 mgl5 ml

cefpodoxime oral tablet 100 mg, 200 mg 1A
ceftazidime injection recon soln 1 gram, 2 gram, 6 7
gram

ceftriaxone injection recon soln 1 gram, 10 gram, 2 7
gram, 250 mg, 500 mg

4Th Generation Cephalosporin Antibiotics

cefepime injection recon soln 1 gram, 2 gram 7

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction




DRUG NAME DRUG TIER NOTES
5Th Generation Cephalosporin Antibiotics

TEFLARO INTRAVENOUS RECON SOLN 400 7

MG, 600 MG

Adamantane Antivirals

amantadine hcl oral capsule 100 mg 1A MDL
amantadine hcl oral solution 50 mgl5 ml 1A MDL
amantadine hcl oral tablet 100 mg 1A MDL

FLUMADINE ORAL TABLET 100 MG

Non-Formulary

GOCOVRI ORAL CAPSULE.EXTENDED
RELEASE 24HR 137 MG, 68.5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

OSMOLEX ER ORAL TABLET, IR - ER,
BIPHASIC 24HR 129 MG, 193 MG, 258 MG, 322
MG/DAY (129 MG X1-193MG X1)

Non-Formulary

QL (Quantity Limits Apply)

rimantadine oral tablet 100 mg 1A
Allylamine Antifungals
terbinafine hcl oral tablet 250 mg 1A MDL

Amebicides

FLAGYL ORAL CAPSULE 375 MG

Non-Formulary

HUMATIN ORAL CAPSULE 250 MG

3

SP (5 ml per day. 14 days of
treatment in 365 days)

metronidazole oral capsule 375 mg

Non-Formulary

metronidazole oral tablet 250 mg

1

ml

metronidazole oral tablet 500 mg 1A

paromomycin oral capsule 250 mg 1A

PYLERA ORAL CAPSULE 140-125-125 MG 3 QL (24 capsules per 1 day)
Aminoglycoside Antibiotics

amikacin injection solution 1,000 mgl4 ml, 500 mg/2 7

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction




DRUG NAME

DRUG TIER

NOTES

ARIKAYCE INHALATION SUSPENSION
FOR NEBULIZATION 590 MG/8.4 ML

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by PANTHERX: (855)
726-8479; up to a 30 day supply per
fill)

BETHKIS INHALATION SOLUTION FOR
NEBULIZATION 300 MG/4 ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a

30 day supply per fill)
gentamicin injection solution 40 mgiml 7
gentamicin sulfate (ped) (pf) injection solution 20 7
mgl2 ml
HUMATIN ORAL CAPSULE 250 MG 3 SP (5 ml per day. 14 days of

treatment in 365 days)

KITABIS PAK INHALATION SOLUTION
FOR NEBULIZATION 300 MG/5 ML

Non-Formulary

SP (Dispensed by Accredo: (800)
803-2523; up to a 30 day supply per
fill)

neomycin oral tablet 500 mg

1A

paromomycin oral capsule 250 mg

1A

TOBI INHALATION SOLUTION FOR
NEBULIZATION 300 MG/5 ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

30 day supply per fill)

QL (Quantity Limits Apply); SP
TOBI PODHALER INHALATION CAPSULE, Non-Formular (Dispensed by Pharmacy
W/INHALATION DEVICE 28 MG y Advantage: (800) 456-2112; up to a

30 day supply per fill)

tobramycin in 0.225 % nacl inhalation solution for
nebulization 300 mgl5 ml

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (280
ampules per 30 days)

tobramycin inhalation solution for nebulization 300
mgl4 ml

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (280
ampules per 30 days)

tobramycin sulfate injection solution 40 mgiml

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction




MG/ML

DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Pharmacy
tobramycin with nebulizer inhalation solution for 7 Advantage: (800) 456-2112; up to a
nebulization 300 mgl5 ml 30 day supply per fill); QL (280
ampules per 30 days)
ZEMDRI INTRAVENOUS SOLUTION 50 BB

Aminomethylcyclines

NUZYRA ORAL TABLET 150 MG

Non-Formulary

QL (Quantity Limits Apply)

SEYSARA ORAL TABLET 100 MG, 150 MG, 60
MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

Aminopenicillin Antibiotics

amoxicil-clarithromy-lansopraz oral combo pack

15 gram, 3 gram

500-500-30 mg S
amoxicillin oral capsule 250 mg, 500 mg 1
amoxicillin oral suspension for reconstitution 125 |
mgl5 ml, 200 mgl5 ml, 250 mgl5 ml, 400 mgl5 ml

amoxicillin oral tablet 500 mg, 875 mg 1
amoxicillin oral tablet,chewable 125 mg, 250 mg 1
amoxicillin-pot clavulanate oral suspension for

reconstitution 200-28.5 mgl5 ml, 250-62.5 mgl5 ml, 1A
400-57 mgl5 ml, 600-42.9 mgl5 ml

amoxicillin-pot clavulanate oral tablet 250-125 mg, 1A
500-125 mg, 875-125 mg

amoxicillin-pot clavulanate oral tablet extended 1A
release 12 hr 1,000-62.5 mg

amoxicillin-pot clavulanate oral tablet,chewable 200- 1A
28.5 mg, 400-57 mg

ampicillin oral capsule 500 mg 1
ampicillin-sulbactam injection recon soln 1.5 gram, 7

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

ampicillin-sulbactam intravenous recon soln 1.5
gram, 3 gram

7

AUGMENTIN ES-600 ORAL SUSPENSION
FOR RECONSTITUTION 600-42.9 MG/5 ML

Non-Formulary

AUGMENTIN ORAL SUSPENSION FOR
RECONSTITUTION 125-31.25 MG/5 ML

AUGMENTIN ORAL SUSPENSION FOR
RECONSTITUTION 250-62.5 MG/5 ML

Non-Formulary

AUGMENTIN ORAL TABLET 500-125 MG

Non-Formulary

OMECLAMOX-PAK ORAL COMBO PACK 20
MG-500 MG- 500 MG (40)

Non-Formulary

QL (Quantity Limits Apply)

TALICIA ORAL CAPSULE,IR - DELAY
REL,BIPHASE 10-250-12.5 MG

Non-Formulary

QL (Quantity Limits Apply)

UNASYN INJECTION RECON SOLN 1.5
GRAM, 15 GRAM, 3 GRAM

Non-Formulary

Anthelmintics

albendazole oral tablet 200 mg

1A

QL (120 Tablets per 28 Days. 28
Days of Treatment per 180 Days)

BILTRICIDE ORAL TABLET 600 MG

Non-Formulary

EGATEN ORAL TABLET 250 MG

Non-Formulary

EMVERM ORAL TABLET,CHEWABLE 100

MG 3 PA; QL (6 tablets per 30 days)

ivermectin oral tablet 3 mg 1A QL (8 tablets per 30 days, 2 fills per
year)

praziquantel oral tablet 600 mg 1A

STROMECTOL ORAL TABLET 3 MG

Non-Formulary

Antifungals, Miscellaneous

BREXAFEMME ORAL TABLET 150 MG

Non-Formulary

mg

griseofulvin microsize oral suspension 125 mgl5 ml 1A
griseofulvin microsize oral tablet 500 mg 1A
griseofulvin ultramicrosize oral tablet 125 mg, 250 1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

STRONG IODINE ORAL SOLUTION 5 %

1

Antimalarials

ARAKODA ORAL TABLET 100 MG

Non-Formulary

QL (Quantity Limits Apply)

QL (12 tablets per 30 days, 1 fill in

atovaquone-proguanil oral tablet 250-100 mg 1A 180 days)

. QL (9 tablets per 30 days, 1 fill in
atovaquone-proguanil oral tablet 62.5-25 mg 1A 180 days)
chloroquine phosphate oral tablet 250 mg, 500 mg 1A QL (8 tablets per 28 days)
COARTEM ORAL TABLET 20-120 MG 3 QL (24 tablets per 30 days, 1 fill in

180 days)

DARAPRIM ORAL TABLET 25 MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

hydroxychloroquine oral tablet 100 mg, 300 mg, 400
mg

Non-Formulary

hydroxychloroquine oral tablet 200 mg

1A

MDL; QL (6 tablets per 1 day)

KRINTAFEL ORAL TABLET 150 MG

Non-Formulary

MALARONE ORAL TABLET 250-100 MG

Non-Formulary

QL (12 tablets per 30 days, 1 fill in
180 days)

MALARONE PEDIATRIC ORAL TABLET
62.5-25 MG

Non-Formulary

QL (9 tablets per 30 days, 1 fill in
180 days)

mefloquine oral tablet 250 mg

1A

QL (5 tablets per 30 days, 1 fill in
180 days)

PLAQUENIL ORAL TABLET 200 MG

Non-Formulary

QL (6 tablets per 1 day)

primaquine oral tablet 26.3 mg

1A

PYLERA ORAL CAPSULE 140-125-125 MG

3

QL (24 capsules per 1 day)

pyrimethamine oral tablet 25 mg

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

QUALAQUIN ORAL CAPSULE 324 MG

Non-Formulary

quinidine gluconate oral tablet extended release 324
mg

1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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RECONSTITUTION 100 MG/5S ML

DRUG NAME DRUG TIER NOTES

quinidine sulfate oral tablet 200 mg, 300 mg 1A

quinine sulfate oral capsule 324 mg 1A QL (42 capsules per 30 days)
Antimycobacterials, Miscellaneous

dapsone oral tablet 100 mg, 25 mg 1A

Antiprotozoals, Miscellaneous

ALINIA ORAL SUSPENSION FOR 3 PA: QL (60 ML per 3 days)

ALINIA ORAL TABLET 500 MG

Non-Formulary

atovaquone oral suspension 750 mgl5 ml

1A

QL (10 ML per Day. 21 Days of
Treatment per 180 Days)

dapsone oral tablet 100 mg, 25 mg

1A

FLAGYL ORAL CAPSULE 375 MG

Non-Formulary

LAMPIT ORAL TABLET 120 MG, 30 MG

Non-Formulary

MEPRON ORAL SUSPENSION 750 MG/5S ML

Non-Formulary

metronidazole oral capsule 375 mg

Non-Formulary

metronidazole oral tablet 250 mg

1

metronidazole oral tablet 500 mg

1A

nitazoxanide oral tablet 500 mg

1A

PA; QL (6 tablets per day, 14 days
of therapy per 180 days)

PENTAM INJECTION RECON SOLN 300 MG

Non-Formulary

QL (1 vial per 30 days, 21 days of

pentamidine inhalation recon soln 300 mg 7 therapy per 180 days)

e QL (1 vial per 30 days, 21 days of
pentamidine injection recon soln 300 mg 7 therapy per 180 days)
PYLERA ORAL CAPSULE 140-125-125 MG 3 QL (24 capsules per 1 day)

SOLOSEC ORAL GRANULES DEL RELEASE
IN PACKET 2 GRAM

Non-Formulary

QL (Quantity Limits Apply)

tinidazole oral tablet 250 mg, 500 mg 1A QL (20 tablets per 5 days)
Antiretrovirals
SUNLENCA ORAL TABLET 300 MG BB PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
SUNLENCA SUBCUTANEOUS SOLUTION BB PA
309 MG/ML
Antituberculosis Agents
amikacin injection solution 1,000 mgl4 ml, 500 mg/2 7
ml
CIPRO ORAL SUSPENSION,MICROCAPSULE Non-Formular
RECON 250 MG/5 ML, 500 MG/5 ML BRETRIIR
CIPRO ORAL TABLET 250 MG, 500 MG Non-Formulary
ciprofloxacin hel oral tablet 100 mg, 250 mg, 500
1A
mg, 750 mg
ciprofloxacin oral suspension,microcapsule recon 250 1A
mgl5 ml
clarithromycin oral suspension for reconstitution 125 1A
mgl5 ml, 250 mgl5 ml
clarithromycin oral tablet 250 mg, 500 mg 1A
clarithromycin oral tablet extended release 24 hr 500 1A
mg
cycloserine oral capsule 250 mg 1A
ethambutol oral tablet 100 mg, 400 mg 1A
isoniazid oral solution 50 mgl5 ml 1A
isoniazid oral tablet 100 mg 1A MDL
isoniazid oral tablet 300 mg 1 MDL

levofloxacin in dSw intravenous piggyback 250 mg/50
ml, 500 mg/100 ml, 750 mgl150 ml

Non-Formulary

levofloxacin oral solution 250 mg/10 ml 1A
levofloxacin oral tablet 250 mg, 500 mg, 750 mg 1A
moxifloxacin oral tablet 400 mg 1A

MYCOBUTIN ORAL CAPSULE 150 MG

Non-Formulary

PASER ORAL GRANULES DR FOR SUSP IN

PACKET 4 GRAM 2
PRIFTIN ORAL TABLET 150 MG 2
pyrazinamide oral tablet 500 mg 1A QL (4 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

rifabutin oral capsule 150 mg 1A

rifampin oral capsule 150 mg, 300 mg 1A MDL
QL (4 tablets per day, 180 days of
therapy per 365 days); SP
(Dispensed by MMS Solutions

SIRTURO ORAL TABLET 100 MG 4 (866) 716-5486: up to a 30 day
supply per fill); QL (4 tablets per 1
day)
QL (10 tablets per day, 180 days of
therapy per 365 days); SP
(Dispensed by MMS Solutions

SIRTURO ORAL TABLET 20 MG 4 (866) 716-5486: up to a 30 day
supply per fill); QL (10 tablets per 1
day)

TRECATOR ORAL TABLET 250 MG 2

Antivirals, Miscellaneous

foscarnet intravenous solution 24 mglml BB PA

FOSCAVIR INTRAVENOUS SOLUTION 24
MG/ML

Non-Formulary

LIVTENCITY ORAL TABLET 200 MG

4

PA; QL (4 Tablets per 1 Day)

PAXLOVID ORAL TABLETS,DOSE PACK 150-
100 MG, 300 MG (150 MG X 2)-100 MG

3

PA; QL (5 days of treatment per 30
days)

PREVYMIS INTRAVENOUS SOLUTION 240
MG/12 ML, 480 MG/24 ML

Non-Formulary

QL (24 ML per 1 day)

PREVYMIS ORAL TABLET 240 MG, 480 MG

Non-Formulary

QL (1 Tablet per 1 day)

XOFLUZA ORAL TABLET 20 MG, 40 MG, 80

QL (2 tablets per fill, 2 fills per 365

MG . days)
Azole Antifungals
QL (0.01mL per day, 90 days
CRESEMBA INTRAVENOUS RECON SOLN supply of therapy per 180 days); SP
3712 MG 7 (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

CRESEMBA ORAL CAPSULE 186 MG

3

QL (70 capsules per 30 days, 3 fills
per year)

DIFLUCAN ORAL SUSPENSION FOR
RECONSTITUTION 10 MG/ML, 40 MG/ML

Non-Formulary

DIFLUCAN ORAL TABLET 100 MG, 200 MG

Non-Formulary

fluconazole in nacl (iso-osm) intravenous piggyback

200 mgl100 mi 7
fluconazole oral suspension for reconstitution 10
1A
mglml, 40 mgl/ml
fluconazole oral tablet 100 mg, 150 mg, 200 mg, 50 1A
mg
itraconazole oral capsule 100 mg 1A
itraconazole oral solution 10 mgiml 1A QL (300 ML per 16 days)
ketoconazole oral tablet 200 mg 1A

NOXAFIL ORAL SUSPENSION 200 MG/5 ML
(40 MG/ML)

Non-Formulary

NOXAFIL ORAL TABLET,DELAYED
RELEASE (DR/EC) 100 MG

Non-Formulary

posaconazole intravenous solution 300 mgl16.7 ml

7

posaconazole oral suspension 200 mgl5 ml (40
mglml)

1A

QL (105 EA per 1 Fill)

posaconazole oral tablet,delayed release (drlec) 100
mg

Non-Formulary

SPORANOX ORAL CAPSULE 100 MG

Non-Formulary

SPORANOX ORAL SOLUTION 10 MG/ML

Non-Formulary

TOLSURA ORAL CAPSULE, SOLID
DISPERSION 65 MG

Non-Formulary

QL (Quantity Limits Apply)

VFEND ORAL SUSPENSION FOR
RECONSTITUTION 200 MG/5 ML (40 MG/ML)

Non-Formulary

VFEND ORAL TABLET 200 MG, 50 MG

Non-Formulary

VIVJOA ORAL CAPSULE 150 MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

voriconazole oral suspension for reconstitution 200 )

mgls ml (40 mglml) 1A PA; QL (10 ml per 1 day)
voriconazole oral tablet 200 mg, 50 mg 1A QL (60 tablets per 30 days)

Carbapenem Antibiotics

ertapenem injection recon soln 1 gram

imipenem-cilastatin intravenous recon soln 500 mg

meropenem intravenous recon soln 1 gram, 500 mg

PRIMAXIN IV INTRAVENOUS RECON SOLN
500 MG

Non-Formulary

Cyclic Lipopeptide Antibiotics

CUBICIN RF INTRAVENOUS RECON SOLN
500 MG

Non-Formulary

daptomycin in 0.9 % sod chlor intravenous piggyback

350 mgl/50 ml, 500 mg/50 ml 7
daptomycin intravenous recon soln 350 mg 7 QL (10 ml per 7 days)
daptomycin intravenous recon soln 500 mg QL (10 ML per 7 days)

Echinocandin Antifungals

CANCIDAS INTRAVENOUS RECON SOLN 50
MG, 70 MG

Non-Formulary

PA; QL (0.01 Vial per 1 day)

QL (3 Vials per Day. 84 Days of

caspofungin intravenous recon soln 50 mg 7 Treatment in 180 Days)

o QL (2.15 Vials per Day. 84 Days of
caspofungin intravenous recon soln 70 mg 7 Treatment in 180 Days)
ERAXIS(WATER DILUENT) INTRAVENOUS 7 QL (1 Vial per Day. 42 Days of
RECON SOLN 100 MG Treatment in 180 Days)
ERAXIS(WATER DILUENT) INTRAVENOUS 7
RECON SOLN 50 MG
micafungin intravenous recon soln 100 mg, 50 mg 7 QL (1 vial per 1 day)

MYCAMINE INTRAVENOUS RECON SOLN
100 MG, 50 MG

Non-Formulary

Erythromycin Antibiotics

E.E.S. 400 ORAL TABLET 400 MG

1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

E.E.S. GRANULES ORAL SUSPENSION FOR
RECONSTITUTION 200 MG/5 ML

Non-Formulary

ERYPED 200 ORAL SUSPENSION FOR
RECONSTITUTION 200 MG/5 ML

Non-Formulary

ERYPED 400 ORAL SUSPENSION FOR
RECONSTITUTION 400 MG/5 ML

Non-Formulary

ERY-TAB ORAL TABLET,DELAYED
RELEASE (DR/EC) 250 MG, 333 MG

1A

ERY-TAB ORAL TABLET,DELAYED
RELEASE (DR/EC) 500 MG

Non-Formulary

erythromycin ethylsuccinate oral suspension for

gram, 4.5 gram

reconstitution 200 mgl5 ml 1A QL (100 ML per 30 days)
erythromycin ethylsuccinate oral suspension for

L 1A
reconstitution 400 mgl5 ml
erythromycin ethylsuccinate oral tablet 400 mg 1A
erythromycin oral capsule,delayed release(drlec)

1A

250 mg
erythromycin oral tablet 250 mg, 500 mg 1A
erythromycin oral tablet,delayed release (drlec) 250 1A
mg, 333 mg, 500 mg
Extended-Spectrum Penicillins
piperacillin-tazobactam intravenous recon soln 2.25 7

Glycopeptide Antibiotics

DALVANCE INTRAVENOUS SOLUTION 500
MG

Non-Formulary

FIRVANQ ORAL RECON SOLN 25 MG/ML, 50
MG/ML

QL (450mL per fill, 3 fills per year)

KIMYRSA INTRAVENOUS RECON SOLN
1,200 MG

Non-Formulary

VANCOCIN ORAL CAPSULE 125 MG, 250 MG

Non-Formulary

vancomycin intravenous recon soln 1,000 mg, 10
gram, 5 gram, 500 mg

7

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

vancomycin intravenous recon soln 1.25 gram Non-Formulary

vancomycin oral capsule 125 mg, 250 mg 1A

\h;IgATIV INTRAVENOUS RECON SOLN 750 7 QL (0.01 Vial per 1 day)
Glycylcycline Antibiotics

tigecycline intravenous recon soln 50 mg 7 QL (0.01 Vial per 1 day)

TYGACIL INTRAVENOUS RECON SOLN 50
MG

Non-Formulary

Hcv Polymerase Inhibitor Antivirals

EPCLUSA ORAL PELLETS IN PACKET 150-
37.5 MG, 200-50 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a

30 day supply per fill)
QL (Quantity Limits Apply); SP
EPCLUSA ORAL TABLET 200-50 MG, 400-100 Non-Formular (Dispensed by Pharmacy
MG Y |Advantage: (800) 456-2112; up to a
30 day supply per fill)

HARVONI ORAL PELLETS IN PACKET 33.75-
150 MG, 45-200 MG

Non-Formulary

QL (Quantity Limits Apply)

HARVONI ORAL TABLET 45-200 MG

Non-Formulary

QL (Quantity Limits Apply)

HARVONI ORAL TABLET 90-400 MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

ledipasvir-sofosbuvir oral tablet 90-400 mg

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

sofosbuvir-velpatasvir oral tablet 400-100 mg

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

SOVALDI ORAL PELLETS IN PACKET 150
MG, 200 MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

SOVALDI ORAL TABLET 200 MG, 400 MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

VOSEVI ORAL TABLET 400-100-100 MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

Hecyv Protease Inhibitor Antivirals

MAVYRET ORAL PELLETS IN PACKET 50-20
MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

QL (84 tablets per fill, 168 tablets
per 365 days); SP (Dispensed by

MAVYRET ORAL TABLET 100-40 MG 4 Dharmacy Advantage: (800 456-
2112; up to a 30 day supply per fill)
PA; QL (28 tablets per fill, 84

ZEPATIER ORAL TABLET 50-100 MG 4 tablets per 365 days); SP (Dispensed

by Pharmacy Advantage: (800) 456-
2112; up to a 30 day supply per fill)

Hcv Replication Complex Inhibitors

EPCLUSA ORAL PELLETS IN PACKET 150-
37.5 MG, 200-50 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

30 day supply per fill)
QL (Quantity Limits Apply); SP
EPCLUSA ORAL TABLET 200-50 MG, 400-100 Non-Formular (Dispensed by Pharmacy
MG Y Advantage: (800) 456-2112; up to a
30 day supply per fill)

HARVONI ORAL PELLETS IN PACKET 33.75-
150 MG, 45-200 MG

Non-Formulary

QL (Quantity Limits Apply)

HARVONI ORAL TABLET 45-200 MG

Non-Formulary

QL (Quantity Limits Apply)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

HARVONI ORAL TABLET 90-400 MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

ledipasvir-sofosbuvir oral tablet 90-400 mg

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

MAVYRET ORAL PELLETS IN PACKET 50-20
MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

MAVYRET ORAL TABLET 100-40 MG

QL (84 tablets per fill, 168 tablets
per 365 days); SP (Dispensed by
Pharmacy Advantage: (800) 456-
2112; up to a 30 day supply per fill)

sofosbuvir-velpatasvir oral tablet 400-100 mg

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

VOSEVI ORAL TABLET 400-100-100 MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

PA; SP (Dispensed by Pharmacy

RELEASE 12 HR 600 MG

ZEPATIER ORAL TABLET 50-100 MG 4 Advantage: (800) 456-2112; up to a
30 day supply per fill)
Hiv Entry And Fusion Inhibitors
11;“/Ilé}ZEON SUBCUTANEOUS RECON SOLN 90 AA PA: QL (0.01 EA per 1 day)
maraviroc oral tablet 300 mg 1A
PA; SP (Dispensed by Pharmacy
RUKOBIA ORAL TABLET EXTENDED AA Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (2 tablets
per 1 day)

SELZENTRY ORAL TABLET 150 MG, 300 MG

Non-Formulary

QL (2 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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SUSPENSION 60-5-30 MG

DRUG NAME DRUG TIER NOTES

TROGARZO INTRAVENOUS SOLUTION 200 BB PA

MG/1.33 ML (150 MG/ML)

Hiv Integrase Inhibitor Antiretrovirals

APRETUDE INTRAMUSCULAR

SUSPENSION,EXTENDED RELEASE 600 BB PA

MG/3 ML (200 MG/ML)

BIKTARVY ORAL TABLET 30-120-15 MG

BIKTARVY ORAL TABLET 50-200-25 MG QL (1 tablet per 1 day)

CABENUVA INTRAMUSCULAR

SUSPENSION,EXTENDED RELEASE 400 BB PA

MG/2 ML- 600 MG/2 ML, 600 MG/3 ML- 900

MG/3 ML

DOVATO ORAL TABLET 50-300 MG QL (1 tablet per 1 day)

GENVOYA ORAL TABLET 150-150-200-10 MG 4 QL (1 tablet per 1 day)

ISENTRESS HD ORAL TABLET 600 MG 4 QL (2 tablets per 1 day)

ﬁE}NTRESS ORAL POWDER IN PACKET 100 4 QL (2 tablets per 1 day)

ISENTRESS ORAL TABLET 400 MG 4 QL (2 tablets per 1 day)

ISENTRESS ORAL TABLET,CHEWABLE 100

MG. 25 MG 4 QL (2 tablets per 1 day)

JULUCA ORAL TABLET 50-25 MG 4A QL (1 tablet per 1 day)

STRIBILD ORAL TABLET 150-150-200-300 MG 4A QL (1 tablet per 1 day)

lh}(\;ICAY ORAL TABLET 10 MG, 25 MG, 50 4 QL (2 tablets per 1 day)

TRIUMEQ ORAL TABLET 600-50-300 MG 4A QL (1 tablet per 1 day)
SP (Dispensed by Pharmacy

TRIUMEQ PD ORAL TABLET FOR AA Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1 Tablet
per 1 day)

Hiv Nonnucleoside Rev.Transcrip. Inhib.

ATRIPLA ORAL TABLET 600-200-300 MG

Non-Formulary

QL (1 Tablet per 1 day)

COMPLERA ORAL TABLET 200-25-300 MG

4A

QL (1 tablet per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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300 mg

DRUG NAME DRUG TIER NOTES
DELSTRIGO ORAL TABLET 100-300-300 MG Non-Formulary

EDURANT ORAL TABLET 25 MG 4 QL (2 tablets per 1 day)
efavirenz oral tablet 600 mg 1A QL (1 tablet per 1 day)
efavirenz-emtricitabin-tenofov oral tablet 600-200- 4 QL (1 tablet per 1 day)

efavirenz-lamivu-tenofov disop oral tablet 400-300-
300 mg, 600-300-300 mg

Non-Formulary

etravirine oral tablet 100 mg, 200 mg 1A

INTELENCE ORAL TABLET 100 MG, 200 MG Non-Formulary QL (4 tablets per 1 day)
INTELENCE ORAL TABLET 25 MG 4A QL (4 tablets per 1 day)
JULUCA ORAL TABLET 50-25 MG 4A QL (1 tablet per 1 day)
nevirapine oral suspension 50 mgl5 ml 1A QL (2 ML per 1 day)
nevirapine oral tablet 200 mg 1A QL (2 tablets per 1 day)
nevirapine oral tablet extended release 24 hr 100 mg, 1A QL (30 tablets per 30 days)
400 mg

ODEFSEY ORAL TABLET 200-25-25 MG 4 QL (1 tablet per 1 day)
PIFELTRO ORAL TABLET 100 MG 4

SYMFI LO ORAL TABLET 400-300-300 MG

Non-Formulary

SYMFI ORAL TABLET 600-300-300 MG

Non-Formulary

Hiv Nucleoside, Nucleotide Rt Inhibitors

abacavir oral solution 20 mgiml 1A QL (16 ML per 1 day)
abacavir oral tablet 300 mg 1A QL (2 tablets per 1 day)
abacavir-lamivudine oral tablet 600-300 mg 1A QL (1 tablet per 1 day)
ATRIPLA ORAL TABLET 600-200-300 MG Non-Formulary QL (1 Tablet per 1 day)
BIKTARVY ORAL TABLET 30-120-15 MG 4

BIKTARVY ORAL TABLET 50-200-25 MG 4 QL (1 tablet per 1 day)
CIMDUO ORAL TABLET 300-300 MG 4

COMBIVIR ORAL TABLET 150-300 MG Non-Formulary QL (60 tablets per 30 days)
COMPLERA ORAL TABLET 200-25-300 MG 4A QL (1 tablet per 1 day)

DELSTRIGO ORAL TABLET 100-300-300 MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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300 mg

DRUG NAME DRUG TIER NOTES

II\D/I]E}SCOVY ORAL TABLET 120-15 MG, 200-25 4 PA: QL (I tablet per 1 day)
didanosine oral capsule,delayed release(drlec) 250

mg, 400 mg 1A QL (2 capsules per 1 day)
DOVATO ORAL TABLET 50-300 MG 4 QL (1 tablet per 1 day)
efavirenz-emtricitabin-tenofov oral tablet 600-200- 4 QL (1 tablet per 1 day)

efavirenz-lamivu-tenofov disop oral tablet 400-300-
300 mg, 600-300-300 mg

Non-Formulary

emtricitabine oral capsule 200 mg

Non-Formulary

QL (2 capsules per 1 day)

emtricitabine-tenofovir (tdf) oral tablet 100-150 mg,

HCR (Prior approval required for

4 preventive use at zero cost.); QL (1
133-200 mg, 167-250 mg, 200-300 mg tablet per 1 day)
EMTRIVA ORAL SOLUTION 10 MG/ML 4 QL (22.67 ML per 1 day)

EPIVIR ORAL SOLUTION 10 MG/ML

Non-Formulary

QL (2 ML per 1 day)

EPIVIR ORAL TABLET 150 MG, 300 MG

Non-Formulary

QL (2 tablets per 1 day)

EPZICOM ORAL TABLET 600-300 MG

Non-Formulary

QL (1 tablet per 1 day)

GENVOYA ORAL TABLET 150-150-200-10 MG 4 QL (1 tablet per 1 day)
lamivudine oral solution 10 mglml 1A QL (2 ML per 1 day)
lamivudine oral tablet 100 mg, 150 mg, 300 mg 1A QL (2 tablets per 1 day)
lamivudine-zidovudine oral tablet 150-300 mg 1A QL (60 tablets per 30 days)
ODEFSEY ORAL TABLET 200-25-25 MG 4 QL (1 tablet per 1 day)

RETROVIR ORAL CAPSULE 100 MG

Non-Formulary

QL (3 capsules per 1 day)

RETROVIR ORAL SYRUP 10 MG/ML

Non-Formulary

QL (16 ML per 1 day)

stavudine oral capsule 15 mg, 20 mg, 30 mg, 40 mg

1A

QL (2 capsules per 1 day)

STRIBILD ORAL TABLET 150-150-200-300 MG

4A

QL (1 tablet per 1 day)

SYMFI LO ORAL TABLET 400-300-300 MG

Non-Formulary

SYMFI ORAL TABLET 600-300-300 MG

Non-Formulary

SYMTUZA ORAL TABLET 800-150-200-10 MG 4
tenofovir disoproxil fumarate oral tablet 300 mg 1A QL (1 tabelt per 1 day)
TRIUMEQ ORAL TABLET 600-50-300 MG 4A QL (1 tablet per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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SUSPENSION 60-5-30 MG

DRUG NAME DRUG TIER NOTES
SP (Dispensed by Pharmacy
TRIUMEQ PD ORAL TABLET FOR AA Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1 Tablet
per 1 day)

TRIZIVIR ORAL TABLET 300-150-300 MG

Non-Formulary

TRUVADA ORAL TABLET 100-150 MG, 133-
200 MG, 167-250 MG, 200-300 MG

Non-Formulary

HCR (Prior approval required for
preventive use at zero cost.); QL (1
tablet per 1 day)

VIREAD ORAL POWDER 40 MG/SCOOP (40
MG/GRAM)

QL (Quantity Limits Apply)

VIREAD ORAL TABLET 150 MG, 200 MG, 250
MG

4

QL (1 tablet per 1 day)

VIREAD ORAL TABLET 300 MG

Non-Formulary

ZIAGEN ORAL SOLUTION 20 MG/ML

Non-Formulary

QL (16 ML per 1 day)

ZIAGEN ORAL TABLET 300 MG

Non-Formulary

QL (2 tablets per 1 day)

zidovudine oral capsule 100 mg 1A QL (3 capsules per 1 day)
zidovudine oral syrup 10 mgiml 1A QL (16 ML per 1 day)
zidovudine oral tablet 300 mg 1A QL (2 tablets per 1 day)
Hiv Protease Inhibitor Antiretrovirals

APTIVUS ORAL CAPSULE 250 MG 4 QL (4 capsules per 1 day)
atazanavir oral capsule 150 mg, 200 mg, 300 mg 1A QL (2 capsules per 1 day)
darunavir ethanolate oral tablet 600 mg, 800 mg 1A QL (2 Tablets per 1 day)
EVOTAZ ORAL TABLET 300-150 MG 4A QL (1 tablet per 1 day)
fosamprenavir oral tablet 700 mg 1A QL (4 tablets per 1 day)

KALETRA ORAL SOLUTION 400-100 MG/5
ML

Non-Formulary

QL (320 ML per 30 days)

KALETRA ORAL TABLET 100-25 MG, 200-50
MG

Non-Formulary

QL (6 tablets per 1 day)

LEXIVA ORAL SUSPENSION 50 MG/ML 4 QL (60 ML per 1 day)
LEXIVA ORAL TABLET 700 MG Non-Formulary QL (4 tablets per 1 day)
lopinavir-ritonavir oral solution 400-100 mgl5 ml 1A QL (320 ML per 30 days)
lopinavir-ritonavir oral tablet 100-25 mg, 200-50 mg 1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

NORVIR ORAL TABLET 100 MG

Non-Formulary

QL (2 tablets per 1 day)

PAXLOVID ORAL TABLETS,DOSE PACK 150-

PA; QL (5 days of treatment per 30

100 MG, 300 MG (150 MG X 2)-100 MG . days)
PREZCOBIX ORAL TABLET 800-150 MG-MG 4A QL (2 tablets per 1 day)
PREZISTA ORAL SUSPENSION 100 MG/ML 4 QL (2 ML per 1 day)

PREZISTA ORAL TABLET 150 MG, 600 MG,
75 MG, 800 MG

Non-Formulary

QL (2 tablets per 1 day)

REYATAZ ORAL CAPSULE 200 MG, 300 MG

Non-Formulary

QL (2 capsules per 1 day)

REYATAZ ORAL POWDER IN PACKET 50

MCG/0.5 ML

MG 4
ritonavir oral tablet 100 mg 1A QL (2 tablets per 1 day)
SYMTUZA ORAL TABLET 800-150-200-10 MG
VIRACEPT ORAL TABLET 250 MG, 625 MG QL (4 tablets per 1 day)
Interferon Antivirals
PA; SP (Dispensed by Pharmacy
PEGASYS SUBCUTANEOUS SOLUTION 180 4 Advantage: (800) 456-2112; upto a
MCG/ML 30 day supply per fill); QL (4 ML
per 30 days)
PA; SP (Dispensed by Pharmacy
PEGASYS SUBCUTANEOUS SYRINGE 180 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (2 ML
per 30 days)

Lincomycin Antibiotics

CLEOCIN HCL ORAL CAPSULE 150 MG, 300
MG, 75 MG

Non-Formulary

CLEOCIN INJECTION SOLUTION 150
MG/ML

Non-Formulary

CLEOCIN PEDIATRIC ORAL RECON SOLN
75 MG/5 ML

Non-Formulary

clindamycin hel oral capsule 150 mg, 300 mg, 75 mg 1A
CLINDAMYCIN PEDIATRIC ORAL RECON 1A
SOLN 75 MG/5 ML

clindamycin phosphate injection solution 150 mglml 7

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

Monobactam Antibiotics

AZACTAM INJECTION RECON SOLN 1
GRAM, 2 GRAM

Non-Formulary

aztreonam injection recon soln 2 gram

7

CAYSTON INHALATION SOLUTION FOR
NEBULIZATION 75 MG/ML

Non-Formulary

XACDURO INTRAVENOUS RECON SOLN 1
GRAM-1 GRAM (0.5 GRAM X 2)

Non-Formulary

Monoclonal Antibody Antivirals

SYNAGIS INTRAMUSCULAR SOLUTION 100

PA; SP (Dispensed by Pharmacy

BLISTER WITH DEVICE 5§ MG/ACTUATION

MG/ML. 50 MG/0.5 ML BB Advantage: (800) 456-21 12;uptoa
30 day supply per fill)
Natural Penicillin Antibiotics
penicillin g potassium injection recon soln 20 million 7
unit
penicillin v potassium oral recon soln 125 mgl5 ml, |
250 mgl5 ml
penicillin v potassium oral tablet 250 mg, 500 mg 1
PFIZERPEN-G INJECTION RECON SOLN 20 7
MILLION UNIT
Neuraminidase Inhibitor Antivirals
. QL (10 capsules per fill ; 2 fills per
oseltamivir oral capsule 30 mg, 45 mg, 75 mg 1A 365 days)
oseltamivir oral suspension for reconstitution 6 1A QL (120 ML per fill ; 2 fills per 365
mglml days)
RELENZA DISKHALER INHALATION 3 QL (20 blisters per 1 fill)

TAMIFLU ORAL CAPSULE 30 MG, 45 MG, 75
MG

Non-Formulary

QL (10 capsules per fill & 2 fills per
365 days)

TAMIFLU ORAL SUSPENSION FOR
RECONSTITUTION 6 MG/ML

Non-Formulary

QL (120 ML per fill & 2 fills per 365
days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
Nucleoside And Nucleotide Antivirals
acyclovir oral capsule 200 mg 1A MDL
acyclovir oral suspension 200 mgl5 ml 1A
acyclovir oral tablet 400 mg, 800 mg 1 MDL
acyclovir sodium intravenous solution 50 mglml 7
PA; SP (Dispensed by Pharmacy
adefovir oral tablet 10 mg 4 I;)dé]:;tjfgpl(j(l))?riig?éiz,(lu fa:)(iei
per 1 day)
PA; SP (Dispensed by Pharmacy
BARACLUDE ORAL SOLUTION 0.05 MG/ML 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (700 ML
per 30 days)

BARACLUDE ORAL TABLET 0.5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

BARACLUDE ORAL TABLET 1 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

entecavir oral tablet 0.5 mg, 1 mg 1A 30 day supply per fill): QL (1 tablet
per 1 day)

famciclovir oral tablet 125 mg, 250 mg, 500 mg 1A

ganciclovir sodium intravenous recon soln 500 mg 7

HEPSERA ORAL TABLET 10 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

30 day supply per fill)
LAGEVRIO (EUA) ORAL CAPSULE 200 MG 0

SP (Dispensed by Pharmacy
ribavirin oral capsule 200 mg 1A Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (2
capsules per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
SP (Dispensed by Pharmacy
ribavirin oral tablet 200 mg 1A ?()dgz;lt:f;ps(;?r‘;15116):2(12}42’(; {)ai)(ieis
per 1 day)
SYMTUZA ORAL TABLET 800-150-200-10 MG 4
valacyclovir oral tablet 1 gram, 500 mg 1A MDL

VALCYTE ORAL RECON SOLN 50 MG/ML

Non-Formulary

VALCYTE ORAL TABLET 450 MG

Non-Formulary

valganciclovir oral tablet 450 mg

1A

QL (2 tablets per 1 day)

VALTREX ORAL TABLET 1 GRAM, 500 MG

Non-Formulary

VEMLIDY ORAL TABLET 25 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

ZOVIRAX ORAL SUSPENSION 200 MG/5S ML

Non-Formulary

Other Macrolide Antibiotics

amoxicil-clarithromy-lansopraz oral combo pack

mg

500-500-30 mg v

azithromycin oral packet 1 gram 1A QL (2 packets per 30 days)
;znz;?r;rln);cozg ,3:;/[5 szqslpenszon for reconstitution 100 1A QL (120 ML per 1 fill)
azithromycin oral tablet 250 mg, 500 mg, 600 mg 1A QL (8 tablets per 1 fill)
clarithromycin oral suspension for reconstitution 125 1A

mgl5 ml, 250 mgl5 ml

clarithromycin oral tablet 250 mg, 500 mg 1A

clarithromycin oral tablet extended release 24 hr 500 A

DIFICID ORAL SUSPENSION FOR
RECONSTITUTION 40 MG/ML

Non-Formulary

DIFICID ORAL TABLET 200 MG

Non-Formulary

QL (Quantity Limits Apply)

OMECLAMOX-PAK ORAL COMBO PACK 20
MG-500 MG- 500 MG (40)

Non-Formulary

QL (Quantity Limits Apply)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

ZITHROMAX INTRAVENOUS RECON SOLN
500 MG

Non-Formulary

ZITHROMAX ORAL PACKET 1 GRAM

Non-Formulary

ZITHROMAX ORAL SUSPENSION FOR
RECONSTITUTION 100 MG/5 ML, 200 MG/5
ML

Non-Formulary

QL (120 ML per 1 fill)

ZITHROMAX ORAL TABLET 250 MG, 500
MG

Non-Formulary

QL (8 tablets per 1 fill)

ZITHROMAX TRI-PAK ORAL TABLET 500
MG

Non-Formulary

QL (8 tablets per 1 fill)

ZITHROMAX Z-PAK ORAL TABLET 250 MG

Non-Formulary

QL (8 tablets per 1 fill)

Other Misc. Antibacterial Agents

PYLERA ORAL CAPSULE 140-125-125 MG 3 QL (24 capsules per 1 day)
Oxazolidinone Antibiotics

Il;nlezolzd oral suspension for reconstitution 100 mgl5 1A QL (840 ML per 14 days)
linezolid oral tablet 600 mg 1A QL (28 tablets per 14 days)

SIVEXTRO ORAL TABLET 200 MG

Non-Formulary

QL (Quantity Limits Apply)

ZYVOX INTRAVENOUS PIGGYBACK 600
MG/300 ML

Non-Formulary

ZYVOX ORAL SUSPENSION FOR
RECONSTITUTION 100 MG/5 ML

Non-Formulary

QL (840 ML per 14 days)

ZYVOX ORAL TABLET 600 MG

Non-Formulary

QL (28 tablets per 14 days)

Penicillinase-Resistant Penicillins

dicloxacillin oral capsule 250 mg, 500 mg 1A

nafcillin injection recon soln 2 gram 7

Pleuromutilins

XENLETA ORAL TABLET 600 MG Non-Formulary QL (Quantity Limits Apply)
Polyene Antifungals

ABELCET INTRAVENOUS SUSPENSION 5
MG/ML

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

amphotericin b injection recon soln 50 mg 7

nystatin oral suspension 100,000 unit/ml 1A

nystatin oral tablet 500,000 unit 1A

Polymyxin Antibiotics
QL (2 ML per Day. 28 Days of

;cl)glislin (colistimethate na) injection recon soln 150 AA ;%?g;:f;& glsgalr)nizg SP
Advantage: (800) 456-2112; upto a
30 day supply per fill)

Pyrimidine Antifungals

ANCOBON ORAL CAPSULE 250 MG, 500 MG

Non-Formulary

flucytosine oral capsule 250 mg, 500 mg

4A

PA; QL (1 capsule per 1 day)

Quinolone Antibiotics

BAXDELA ORAL TABLET 450 MG

Non-Formulary

QL (Quantity Limits Apply)

CIPRO ORAL SUSPENSION,MICROCAPSULE
RECON 250 MG/5 ML, 500 MG/5 ML

Non-Formulary

CIPRO ORAL TABLET 250 MG, 500 MG

Non-Formulary

ciprofloxacin hel oral tablet 100 mg, 250 mg, 500
mg, 750 mg

1A

ciprofloxacin oral suspension,microcapsule recon 250
mgl5 ml

1A

levofloxacin in d5w intravenous piggyback 250 mg/50
ml, 500 mg/100 ml, 750 mgl150 ml

Non-Formulary

levofloxacin oral solution 250 mgl/10 ml 1A
levofloxacin oral tablet 250 mg, 500 mg, 750 mg 1A
moxifloxacin oral tablet 400 mg 1A

ofloxacin oral tablet 300 mg, 400 mg

1

Rifamycin Antibiotics

AEMCOLO ORAL TABLET,DELAYED
RELEASE (DR/EC) 194 MG

Non-Formulary

QL (Quantity Limits Apply)

MYCOBUTIN ORAL CAPSULE 150 MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
PRIFTIN ORAL TABLET 150 MG 2

rifabutin oral capsule 150 mg 1A

rifampin oral capsule 150 mg, 300 mg 1A MDL

TALICIA ORAL CAPSULE,IR - DELAY
REL,BIPHASE 10-250-12.5 MG

Non-Formulary

QL (Quantity Limits Apply)

XIFAXAN ORAL TABLET 200 MG, 550 MG

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (9 tablets
per 30 days)

Siderophore Cephalosporins

FETROJA INTRAVENOUS RECON SOLN 1
GRAM

Non-Formulary

Sulfonamide Antibiotics (Systemic)

AZULFIDINE EN-TABS ORAL
TABLET,DELAYED RELEASE (DR/EC) 500
MG

Non-Formulary

AZULFIDINE ORAL TABLET 500 MG

Non-Formulary

BACTRIM DS ORAL TABLET 800-160 MG

Non-Formulary

BACTRIM ORAL TABLET 400-80 MG

Non-Formulary

mg

sulfadiazine oral tablet 500 mg 1A
sulfamethoxazole-trimethoprim intravenous solution 7
400-80 mgl5 ml
sulfamethoxazole-trimethoprim oral suspension 200-

1A
40 mgl5 ml
sulfamethoxazole-trimethoprim oral tablet 400-80

1 MDL

mg, 800-160 mg
sulfasalazine oral tablet 500 mg 1A MDL
sulfasalazine oral tablet,delayed release (drlec) 500 1A MDL

Tetracycline Antibiotics

ACTICLATE ORAL TABLET 75 MG

Non-Formulary

QL (Quantity Limits Apply)

avidoxy oral tablet 100 mg

1A

QL (2 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

demeclocycline oral tablet 150 mg, 300 mg 1A

DORYX MPC ORAL TABLET,DELAYED

RELEASE (DR/EC) 60 MG Non-Formulary QL (1 tablet per 1 day)
DORYX ORAL TABLET,DELAYED RELEASE

(DR/EC) 200 MG Non-Formulary QL (1 tablet per 1 day)
doxycycline hyclate oral capsule 100 mg 1A MDL

doxycycline hyclate oral capsule 50 mg 1A MDL; QL (90 capsules per 30 days)
doxycycline hyclate oral tablet 100 mg 1A MDL; QL (3 tablets per 1 day)
doxycycline hyclate oral tablet 150 mg Non-Formulary QL (3 tablets per 1 day)
doxycycline hyclate oral tablet 50 mg, 75 mg Non-Formulary

doxycycline monohydrate oral capsule 100 mg 1A QL (2 capsules per 1 day)

doxycycline monohydrate oral capsule 150 mg, 75

Non-Formulary
mg

doxycycline monohydrate oral capsule 50 mg 1

doxycycline monohydrate oral capsule,ir - delay N etk

rel,biphase 40 mg

doxycycline monohydrate oral suspension for

reconstitution 25 mgl5 ml e

doxycycline monohydrate oral tablet 100 mg 1A QL (2 tablets per 1 day)
doxycycline monohydrate oral tablet 150 mg, 75 mg 1A

doxycycline monohydrate oral tablet 50 mg 1A QL (3 tablets per 1 day)
minocycline oral capsule 100 mg, 50 mg, 75 mg 1A MDL

minocycline oral tablet 100 mg, 50 mg, 75 mg 1A

minocycline oral tablet extended release 24 hr 105

mg, 115 mg, 135 mg, 45 mg, 55 mg, 65 mg, 80 mg, 1A

90 mg

MONDOXYNE NL ORAL CAPSULE 100 MG 1A

MONDOXYNE NL ORAL CAPSULE 75 MG Non-Formulary

MONODOX ORAL CAPSULE 75 MG Non-Formulary

morgidox oral capsule 100 mg 1A

morgidox oral capsule 50 mg 1A QL (90 capsules per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

ORACEA ORAL CAPSULE,IR - DELAY
REL,BIPHASE 40 MG

Non-Formulary

QL (Quantity Limits Apply)

PYLERA ORAL CAPSULE 140-125-125 MG 3 QL (24 capsules per 1 day)
TARGADOX ORAL TABLET 50 MG Non-Formulary QL (Quantity Limits Apply)
tetracycline oral capsule 250 mg, 500 mg 1A

VIBRAMYCIN ORAL CAPSULE 100 MG

Non-Formulary

Urinary Anti-Infectives

fosfomycin tromethamine oral packet 3 gram

1A

QL (1 packet per 30 days)

FURADANTIN ORAL SUSPENSION 25 MG/5
ML

Non-Formulary

HIPREX ORAL TABLET 1 GRAM

Non-Formulary

MACROBID ORAL CAPSULE 100 MG

Non-Formulary

MACRODANTIN ORAL CAPSULE 100 MG, 25
MG, 50 MG

Non-Formulary

methenamine hippurate oral tablet 1 gram

1A

MDL

methenamine mandelate oral tablet 0.5 g, 1 gram

1A

MONUROL ORAL PACKET 3 GRAM

Non-Formulary

QL (1 packet per 30 days)

nitrofurantoin macrocrystal oral capsule 100 mg, 50

1A
mg
nitrofurantoin macrocrystal oral capsule 25 mg 1A QL (Quantity Limits Apply)
nitrofurantoin monohyd/m-cryst oral capsule 100 mg 1A

nitrofurantoin oral suspension 25 mgl5 ml, 50 mgl5
ml

Non-Formulary

QL (10 ML per 1 day)

PRIMSOL ORAL SOLUTION 50 MG/5 ML 3

trimethoprim oral tablet 100 mg 1A MDL
URELLE ORAL TABLET 81-10.8-40.8 MG Non-Formulary

uretron d-s oral tablet 81.6-10.8-40.8 mg 1A

URIMAR-T ORAL TABLET 120-10.8-0.12 MG

Non-Formulary

URO-458 ORAL TABLET 81-10.8-40.8 MG

Non-Formulary

UROGESIC-BLUE ORAL TABLET 81.6-40.8-
0.12MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
ANTINEOPLASTIC AGENTS
Antineoplastic Agents
SP (Dispensed by Pharmacy
abiraterone oral tablet 250 mg 1A Advantage: (800) 456-2112; up to a

30 day supply per fill); PF; QL (120
tablets per 30 days)

abiraterone oral tablet 500 mg

Non-Formulary

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (60
tablets per 30 days)

AFINITOR DISPERZ ORAL TABLET FOR
SUSPENSION 2 MG, 3 MG, 5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF

AFINITOR ORAL TABLET 10 MG, 2.5 MG, 5
MG, 7.5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

AKEEGA ORAL TABLET 100-500 MG, 50-500

PA; SP (Dispensed by Pharmacy

MG 4A Advantage: (800) 456-2112; up to a
30 day supply per fill); PF
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
ALECENSA ORAL CAPSULE 150 MG 4 30 day supply per fill): QL (240
capsules per 30 days)
ALIQOPA INTRAVENOUS RECON SOLN 60
BB PA
MG
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
ALUNBRIG ORAL TABLET 180 MG 4 30 day supply per fill): QL (30
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
ALUNBRIG ORAL TABLET 30 MG 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (60
tablets per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
ALUNBRIG ORAL TABLET 90 MG 4 30 day supply per fill): QL (90
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
ALUNBRIG ORAL TABLETS,DOSE PACK 90 4 Advantage: (800) 456-2112; upto a
MG (7)- 180 MG (23) 30 day supply per fill); QL (30
tablets per 30 days)
ALYMSYS INTRAVENOUS SOLUTION 25 BB PA
MG/ML
HCR (Prior approval required for
anastrozole oral tablet 1 mg 1A preventive use at zero cost, covered

for 35 years of age or older only.);
MDL; QL (1 tablet per 1 day)

ARIMIDEX ORAL TABLET 1 MG

Non-Formulary

AROMASIN ORAL TABLET 25 MG

Non-Formulary

ARRANON INTRAVENOUS SOLUTION 250

MG/50 ML BB
AVASTIN INTRAVENOUS SOLUTION 25 BB PA
MG/ML
PA; SP (Dispensed by
AYVAKIT ORAL TABLET 100 MG, 200 MG, 25 AA PANTHERX: (855) 726-8479; up to
MG, 300 MG, 50 MG a 30 day supply per fill); QL (1
tablet per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112 (HFHS)
BALVERSA ORAL TABLET 3 MG 4A or US Bioservices: (888) 518-7246;
up to a 30 day supply per fill); QL
(3 tablets per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112 (HFHS)
BALVERSA ORAL TABLET 4 MG 4A or US Bioservices: (888) 518-7246;

up to a 30 day supply per fill); QL
(2 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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0.9 MG (0.25 MG/ML INITIAL)

DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112 (HFHS)

BALVERSA ORAL TABLET 5 MG 4A or US Bioservices: (888) 518-7246;
up to a 30 day supply per fill); QL
(1 tablet per 1 day)

BAVENCIO INTRAVENOUS SOLUTION 20 BB PA

MG/ML

BESPONSA INTRAVENOUS RECON SOLN BB PA

BESREMI SUBCUTANEOUS SYRINGE 500
MCG/ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

30 day supply per fill)
bevacizumab intravitreal syringe 1.25 mgl0.05 ml, BB PA
2.5mgl0.1 ml, 3.25 mgl0.13 ml
PA; SP (Dispensed by Pharmacy
_ Advantage: (800) 456-2112; up to a
bexarotene oral capsule 75 mg 4A 30 day supply per fill); PF; QL (1
capsule per 1 day)
PA; SP (Dispensed by Pharmacy
. Advantage: (800) 456-2112; up to a
)
bexarotene topical gel 1 %% 4 30 day supply per fill): QL (2 GM
per 1 day)
bicalutamide oral tablet 50 mg 1A
BLENREP INTRAVENOUS RECON SOLN 100
BB PA
MG
BLINCYTO INTRAVENOUS KIT 35 MCG BB PA
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
BOSULIF ORAL TABLET 100 MG 4A 30 day supply per fill): PF: QL (90
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
BOSULIF ORAL TABLET 400 MG, 500 MG 4A Advantage: (800) 456-2112; up to a

30 day supply per fill); PF; QL (30
tablets per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
SP (Dispensed by Pharmacy
BRAFTOVI ORAL CAPSULE 75 MG Non-Formulary Advantage: (800) 456-2112; up to a
30 day supply per fill)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
BRUKINSA ORAL CAPSULE 80 MG 4A 30 day supply per fill): QL (1 pack
per 28 days)
PA; SP (Dispensed by Pharmacy
CABOMETYX ORAL TABLET 20 MG, 40 MG, 4 Advantage: (800) 456-2112; up to a
60 MG 30 day supply per fill); PF; QL (1
tablet per 1 day)
PA; SP (Dispensed by Pharmacy
CALQUENCE (ACALABRUTINIB MAL) 4 Advantage: (800) 456-2112; up to a
ORAL TABLET 100 MG 30 day supply per fill); PF; QL (60
capsules per 30 days)
CAMCEVI (6 MONTH) SUBCUTANEOUS BB PA
SYRINGE 42 MG
SP (Dispensed by Pharmacy
o Advantage: (800) 456-2112; up to a
capecitabine oral tablet 150 mg, 500 mg 1A 30 day supply per fill); QL (140
tablets per 16 days)
PA; SP (Dispensed by Biologics:
(800) 850-4306; up to a 30 day
CAPRELSA ORAL TABLET 100 MG 4 supply per fill): QL (60 tablets per
30 days)
PA; SP (Dispensed by Biologics:
(800) 850-4306; up to a 30 day
CAPRELSA ORAL TABLET 300 MG 4 supply per fill): QL (30 tablets per
30 days)
CARAC TOPICAL CREAM 0.5 % Non-Formulary
CASODEX ORAL TABLET 50 MG Non-Formulary
COMETRIQ ORAL CAPSULE 100 MG/DAY (80 iﬁ; Sli;De‘?l(’g(‘;Sfj 5"6-‘/_;1113@3?0 X
MG X1-20 MG X1), 140 MG/DAY (80 MG X1-20 4 20 cvia N & Iy por filly OL ’(lup
MG X3), 60 MG/DAY (20 MG X 3/DAY) ySubpy p :
capsule per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

COPIKTRA ORAL CAPSULE 15 MG, 25 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a

400 MG

COTELLIC ORAL TABLET 20 MG 4 30 day supply per fill): QL (63
tablets per 30 days)
cyclophosphamide oral capsule 25 mg, 50 mg 1A QL (2 capsules per 1 day)
CYRAMZA INTRAVENOUS SOLUTION 10 BB PA
MG/ML
DANYELZA INTRAVENOUS SOLUTION 4 BB PA
MG/ML
DARZALEX FASPRO SUBCUTANEOUS BB PA
SOLUTION 1,800 MG-30,000 UNIT/15 ML
DARZALEX INTRAVENOUS SOLUTION 20 BB PA
MG/ML
PA; SP (Dispensed by Pharmacy
DAURISMO ORAL TABLET 100 MG 4A Advantage: (800) 456-2112; uptoa
30 day supply per fill)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
DAURISMO ORAL TABLET 25 MG 4A 30 day supply per fill): QL (0.01 EA
per 1 day)
diclofenac sodium topical gel 3 % 1A QL (100 GM per 30 days)
PA; SP (Dispensed by Pharmacy
DROXIA ORAL CAPSULE 200 MG, 300 MG, ) Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1
capsule per 1 day)

EFUDEX TOPICAL CREAM 5 %

Non-Formulary

ELIGARD (3 MONTH) SUBCUTANEOUS
SYRINGE 22.5 MG

BB

PA

ELIGARD (4 MONTH) SUBCUTANEOUS
SYRINGE 30 MG

BB

PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

ELIGARD (6 MONTH) SUBCUTANEOUS

SYRINGE 45 MG BB PA
ELIGARD SUBCUTANEOUS SYRINGE 7.5 BB PA
MG (1 MONTH)
ELZONRIS INTRAVENOUS SOLUTION 1,000 BB PA
MCG/ML
PA; SP (Dispensed by Pharmacy
EMCYT ORAL CAPSULE 140 MG ) Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1
capsule per 1 day)

EMPLICITI INTRAVENOUS RECON SOLN

300 MG BB PA
ENHERTU INTRAVENOUS RECON SOLN BB PA
100 MG

ERBITUX INTRAVENOUS SOLUTION 100 BB PA

MG/50 ML, 200 MG/100 ML

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; uptoa
30 day supply per fill); QL (30
capsules per 30 days)

ERIVEDGE ORAL CAPSULE 150 MG 4

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (4 tablets
per 1 day)

ERLEADA ORAL TABLET 60 MG 4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (1
tablet per 1 day)

erlotinib oral tablet 100 mg, 150 mg 1A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (2
tablets per 1 day)

erlotinib oral tablet 25 mg 1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

etoposide oral capsule 50 mg 4 30 day supply per fill): QL (1
capsule per 1 day)
. . . PA; SP (Dispensed by Pharmacy
leq:er?l;n:us; gzi;tlmeoplastlc ) oral tablet 10 mg, 2.5 4 Advantage: (300) 456-2112: up to a
g o me, /.o mg 30 day supply per fill)
EVOMELA INTRAVENOUS RECON SOLN 50
BB PA
MG
HCR (Prior approval required for
preventive use at zero cost, covered
exemestane oral tablet 25 mg 1A for 35 years of age or older only.):
MDL; QL (1 tablet per 1 day)
PA; SP (Dispensed by Pharmacy
EXKIVITY ORAL CAPSULE 40 MG 4A Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (4 tablets
per 1 day)

FARESTON ORAL TABLET 60 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

FARYDAK ORAL CAPSULE 10 MG, 15 MG,
20 MG

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (6
capsules per 30 days)

FEMARA ORAL TABLET 2.5 MG

Non-Formulary

QL (1 tablet per 1 day)

FENSOLVI SUBCUTANEOUS SYRINGE 45

MG BB PA
FLUOROPLEX TOPICAL CREAM 1 % 2
fluorouracil topical cream 0.5 %% Non-Formulary
fluorouracil topical cream 5 % 1A
fluorouracil topical solution 2 %, 5 % 1A
PA; SP (Dispensed by Pharmacy
FOTIVDA ORAL CAPSULE 0.89 MG, 1.34 MG 4A Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1 tablet
per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG

DRUG NAME DRUG TIER NOTES
FYARRO INTRAVENOUS SUSPENSION FOR BB PA
RECONSTITUTION 100 MG
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
GAVRETO ORAL CAPSULE 100 MG 4A 30 day supply per fill): QL (1 tablet
per 1 day)
GAZYVA INTRAVENOUS SOLUTION 1,000 BB PA
MG/40 ML
PA; SP (Dispensed by Pharmacy
. Advantage: (800) 456-2112; up to a
gefitinib oral tablet 250 mg 4 30 day supply per fill): PF: QL (30
Tablets per 1 Fill)
PA; SP (Dispensed by Pharmacy
GILOTRIF ORAL TABLET 20 MG, 30 MG, 40 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (30
tablets per 30 days)

GLEEVEC ORAL TABLET 100 MG, 400 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

GLEOSTINE ORAL CAPSULE 10 MG, 100 MG,

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a

40 MG 4 30 day supply per fill); QL (1
capsule per 1 day)
HERCEPTIN HYLECTA SUBCUTANEOUS BB PA
SOLUTION 600 MG-10,000 UNIT/5 ML
HERCEPTIN INTRAVENOUS RECON SOLN
BB PA
150 MG
HERZUMA INTRAVENOUS RECON SOLN BB PA
150 MG, 420 MG
PA; SP (Dispensed by Pharmacy
HYCAMTIN ORAL CAPSULE 0.25 MG 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1
capsule per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day

HYCAMTIN ORAL CAPSULE 1 MG 4 supply per fill): QL (1 capsule per 1
day)

HYDREA ORAL CAPSULE 500 MG Non-Formulary

hydroxyurea oral capsule 500 mg 1A

PA; SP (Dispensed by Pharmacy

IBRANCE ORAL CAPSULE 100 MG, 125 MG, Advantage: (800) 456-2112; up to a

75 MG 4 30 day supply per fill); QL (21
capsules per 30 days)
PA; SP (Dispensed by Pharmacy
IBRANCE ORAL TABLET 100 MG, 125 MG, 75 4 Advantage: (800) 456-2112; upto a
MG 30 day supply per fill); QL (21

tablets per 30 days)

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112 (HFHS)
4A or AcariaHealth: (800) 511-5144; up
to a 30 day supply per fill); PF; QL
(1 tablet per 1 day)

ICLUSIG ORAL TABLET 10 MG, 15 MG, 30
MG, 45 MG

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (30
tablets per 30 days)

IDHIFA ORAL TABLET 100 MG, 50 MG 4A

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (180
tablets per 30 days)

imatinib oral tablet 100 mg 1A

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF; QL (60
tablets per 30 days)

imatinib oral tablet 400 mg 1A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112
(HFHS); up to a 30 day supply per
fill); QL (4 Capsules per 1 day)

IMBRUVICA ORAL CAPSULE 140 MG 4

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

IMBRUVICA ORAL CAPSULE 70 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112
(HFHS); up to a 30 day supply per
fill); QL (1 Tablet per 1 day)

IMBRUVICA ORAL SUSPENSION 70 MG/ML

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (1 ML
per 1 day)

IMBRUVICA ORAL TABLET 140 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (1 Tablet
per 1 day)

IMBRUVICA ORAL TABLET 280 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112
(HFHS); up to a 30 day supply per
fill); QL (1 Tablet per 1 day)

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112

IMBRUVICA ORAL TABLET 420 MG 4 (HFHS): up to 2 30 day supply per
fill); QL (1 Tablet per 1 day)
IMFINZI INTRAVENOUS SOLUTION 50 BB A
MG/ML
IMJUDO INTRAVENOUS SOLUTION 20 BB PA
MG/ML
IMLYGIC INJECTION SUSPENSION 10EXP6 BB A
(1 MILLION) PFU/ML
INFUGEM INTRAVENOUS PIGGYBACK BB A
1,300 MG/130 ML (10 MG/ML)
PA; SP (Dispensed by Pharmacy
INLYTA ORAL TABLET 1 MG, 5 MG 4A Advantage: (800) 456-2112; up to a

30 day supply per fill); PF; QL (4
tablets per 1 day)

INQOVI ORAL TABLET 35-100 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MCG/0.5 ML

DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
INREBIC ORAL CAPSULE 100 MG 4A 30 day supply per fill): QL (4 tablets
per 1 day)
SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
IRESSA ORAL TABLET 250 MG 4 30 day supply per fill): QL (30
tablets per 30 days)
ISTODAX INTRAVENOUS RECON SOLN 10 BB PA
MG/2 ML
PA; SP (Dispensed by Pharmacy
JAKAFI ORAL TABLET 10 MG, 15 MG, 20 4 Advantage: (800) 456-2112; up to a
MG, 25 MG, 5 MG 30 day supply per fill); PF; QL (60
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
JAYPIRCA ORAL TABLET 100 MG, 50 MG 4A 30 day supply per fill): PF: QL (4
Tablets per 1 day)
JELMYTO INTRA-PYELOCALYCEAL KIT 40
BB PA
MG X 2
JEMPERLI INTRAVENOUS SOLUTION 50 BB PA
MG/ML
KADCYLA INTRAVENOUS RECON SOLN BB PA
100 MG, 160 MG
KANIJINTI INTRAVENOUS RECON SOLN 150 BB PA
MG, 420 MG
KIMMTRAK INTRAVENOUS SOLUTION 100 BB PA

KISQALI FEMARA CO-PACK ORAL TABLET
200 MG/DAY (200 MG X 1)-2.5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (49
tablets per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

KISQALI FEMARA CO-PACK ORAL TABLET
400 MG/DAY (200 MG X 2)-2.5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (70
tablets per 30 days)

KISQALI FEMARA CO-PACK ORAL TABLET
600 MG/DAY (200 MG X 3)-2.5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (91
tablets per 30 days)

KISQALI ORAL TABLET 200 MG/DAY (200

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

MG X 1) 4 30 day supply per fill); QL (21
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
KISQALI ORAL TABLET 400 MG/DAY (200 4 Advantage: (800) 456-2112; upto a
MG X 2) 30 day supply per fill); QL (42
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
KISQALI ORAL TABLET 600 MG/DAY (200 4 Advantage: (800) 456-2112; up to a
MG X 3) 30 day supply per fill); QL (63
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
KOSELUGO ORAL CAPSULE 10 MG, 25 MG 4A 30 day supply per fill): QL (2 tablets
per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
KRAZATI ORAL TABLET 200 MG 4A 30 day supply per fill): PF: QL (6
Tablets per 1 day)
KYPROLIS INTRAVENOUS RECON SOLN 60
BB PA
MG
PA; SP (Dispensed by Pharmacy
lapatinib oral tablet 250 mg 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); PF; QL (180
tablets per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
lenalidomide oral capsule 10 mg, 15 mg, 2.5 mg, 20 PA; SP (Plspensed by HFHS
me 25 me. 5 m 4 Discharge; up to a 30 day supply
& & J per fill); QL (1 Capsule per 1 day)
LENVIMA ORAL CAPSULE 10 MG/DAY (10
MG X 1), 12 MG/DAY (4 MG X 3), 14 PA; SP (Dispensed by Pharmacy
MG/DAY(10 MG X 1-4 MG X 1), 18 MG/DAY AA Advantage: (800) 456-2112; upto a
(10 MG X 1-4 MG X2), 20 MG/DAY (10 MG X 30 day supply per fill); PF; QL (2
2), 24 MG/DAY(10 MG X 2-4 MG X 1), 4 MG, 8 capsules per 1 day)
MG/DAY (4 MG X 2)
letrozole oral tablet 2.5 mg 1A MDL; QL (1 tablet per 1 day)
SP (Dispensed by Pharmacy
LEUKERAN ORAL TABLET 2 MG 4 Advantage: (800) 456-2112; up to a
30 day supply per fill)
leuprolide (3 month) intramuscular suspension for
o BB PA
reconstitution 22.5 mg
PA; SP (Dispensed by Pharmacy
. . Advantage: (800) 456-2112; up to a
leuprolide subcutaneous kit 1 mgl0.2 ml 1A 30 day supply per fill): QL (1 Kit
per 28 days)
LIBTAYO INTRAVENOUS SOLUTION 50 BB PA
MG/ML
PA; SP (Dispensed by Pharmacy
LONSURF ORAL TABLET 15-6.14 MG, 20-8.19 4 Advantage: (800) 456-2112; up to a
MG 30 day supply per fill); QL (2
Tablets per 1 day)
PA; SP (Dispensed by Pharmacy
LORBRENA ORAL TABLET 100 MG, 25 MG 4 Advantage: (800) 456-2112; up to a
30 day supply per fill)
PA; SP (Dispensed by Pharmacy
LUMAKRAS ORAL TABLET 120 MG 4A Advantage: (800) 456-2112; up to a

30 day supply per fill); PF; QL (8
tablets per 1 day)

LUMAKRAS ORAL TABLET 320 MG

Non-Formulary

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (8
Tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG/ML

DRUG NAME DRUG TIER NOTES
LUMOXITI INTRAVENOUS RECON SOLN 1
BB PA

MG

LUNSUMIO INTRAVENOUS SOLUTION 1 BB PA

MG/ML

LUPRON DEPOT (3 MONTH)

INTRAMUSCULAR SYRINGE KIT 11.25 MG, BB PA

22.5 MG

LUPRON DEPOT (4 MONTH) BB PA

INTRAMUSCULAR SYRINGE KIT 30 MG

LUPRON DEPOT (6 MONTH) BB PA

INTRAMUSCULAR SYRINGE KIT 45 MG

LUPRON DEPOT INTRAMUSCULAR BB PA

SYRINGE KIT 3.75 MG, 7.5 MG

LUPRON DEPOT-PED (3 MONTH)

INTRAMUSCULAR SYRINGE KIT 11.25 MG, BB PA

30 MG

LUPRON DEPOT-PED INTRAMUSCULAR BB PA

KIT 11.25 MG, 15 MG, 7.5 MG (PED)

LUPRON DEPOT-PED INTRAMUSCULAR BB PA

SYRINGE KIT 45 MG
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

LYNPARZA ORAL TABLET 100 MG, 150 MG 4A 30 day supply per fill): PF: QL (120
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

LYSODREN ORAL TABLET 500 MG 2 30 day supply per fill): QL (1 tablet
per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

LYTGOBI ORAL TABLET 4 MG 4A 30 day supply per fill): QL (5 tablets
per 1 day)

MARGENZA INTRAVENOUS SOLUTION 25 BB PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Walgreens

MATULANE ORAL CAPSULE 50 MG 2 Specialty: (388) 782-8443; up to a 30
day supply per fill); QL (1 capsule
per 1 day)

megestrol oral suspension 400 mgl/10 ml (10 ml), 400 1A

mgl10 ml (40 mgiml)

megestrol oral suspension 625 mgl5 ml (125 mglml) 1A QL (175 ML per 30 days)

megestrol oral tablet 20 mg, 40 mg 1A

MEKINIST ORAL RECON SOLN 0.05 MG/ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

MEKINIST ORAL TABLET 0.5 MG 4 30 day supply per fill): QL (90
tablets per 30 days)
PA; SP (Dispensed by Pharmacy
MEKINIST ORAL TABLET 2 MG 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (30
tablets per 30 days)

MEKTOVI ORAL TABLET 15 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF

MG/ML

mercaptopurine oral tablet 50 mg 1A MDL
methotrexate sodium (pf) injection solution 25 7
mglml
methotrexate sodium injection solution 25 mglml 7
methotrexate sodium oral tablet 2.5 mg 1A MDL
MONJUVI INTRAVENOUS RECON SOLN 200

BB PA
MG
MVASI INTRAVENOUS SOLUTION 25 BB PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

MYLERAN ORAL TABLET 2 MG 2 30 day supply per fill); QL (1 tablet
per 1 day)

MYLOTARG INTRAVENOUS RECON SOLN BB PA

4.5 MG (1 MG/ML INITIAL CONC)

nelarabine intravenous solution 250 mg/50 ml BB

NERLYNX ORAL TABLET 40 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF

NEXAVAR ORAL TABLET 200 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF

NILANDRON ORAL TABLET 150 MG

Non-Formulary

NINLARO ORAL CAPSULE 2.3 MG, 3 MG, 4
MG

PA; SP (Dispensed by HFHS
Discharge; up to a 30 day supply
per fill); QL (3 casules per 30 days)

NUBEQA ORAL TABLET 300 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF; QL (4
tablets per 1 day)

ODOMZO ORAL CAPSULE 200 MG

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (30
capsules per 30 days)

OGIVRI INTRAVENOUS RECON SOLN 150
MG, 420 MG

BB

PA

OJJAARA ORAL TABLET 100 MG, 150 MG,
200 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (1
Tablet per 1 Day)

ONTRUZANT INTRAVENOUS RECON SOLN
150 MG, 420 MG

BB

PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

ONUREG ORAL TABLET 200 MG, 300 MG 4A 30 day supply per fill): QL (1 tablet
per 1 day)
OPDIVO INTRAVENOUS SOLUTION 240 BB PA
MG/24 ML
OPDUALAG INTRAVENOUS SOLUTION 240- BB PA
80 MG/20 ML
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
ORGOVYX ORAL TABLET 120 MG 4A 30 day supply per fill): QL (1 tablet
per 1 day)
PA; SP (Dispensed by Biologics:
(800) 850-4306; up to a 30 day
ORSERDU ORAL TABLET 345 MG 4A supply per fill): PF: QL (1 Tablet
per 1 day)
PA; SP (Dispensed by Biologics:
ORSERDU ORAL TABLET 86 MG 4A (800) 850-4306; up to a 30 day

supply per fill); PF; QL (3 Tablets
per 1 day)

OTREXUP (PF) SUBCUTANEOUS AUTO-
INJECTOR 10 MG/0.4 ML, 12.5 MG/0.4 ML, 15
MG/0.4 ML, 17.5 MG/0.4 ML, 20 MG/0.4 ML,
22.5 MG/0.4 ML, 25 MG/0.4 ML

Non-Formulary

QL (Quantity Limits Apply)

PADCEV INTRAVENOUS RECON SOLN 20

IMG

MG BB PA
PANRETIN TOPICAL GEL 0.1 % 3
PA; SP (Dispensed by Pharmacy
. Advantage: (800) 456-2112; upto a
pazopanib oral tablet 200 mg 4 30 day supply per fill); PF; QL (4
Tablets per 1 day)
PA; SP (Dispensed by Biologics:
PEMAZYRE ORAL TABLET 13.5 MG, 4.5 MG, AA (800) 850-4306; up to a 30 day

supply per fill); QL (14 tablets per
21 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG/ML

DRUG NAME DRUG TIER NOTES
PEMFEXY INTRAVENOUS SOLUTION 25 BB PA
MG/ML
PERJETA INTRAVENOUS SOLUTION 420 BB PA
MG/14 ML (30 MG/ML)
PHESGO SUBCUTANEOUS SOLUTION 1,200
MG-600MG- 30000 UNIT/15ML, 600 MG-600 BB PA
MG- 20000 UNIT/10ML
PA; SP (Dispensed by Pharmacy
PIQRAY ORAL TABLET 200 MG/DAY (200 4 Advantage: (800) 456-2112; up to a
MG X 1) 30 day supply per fill); QL (1 tablet
per 1 day)
PA; SP (Dispensed by Pharmacy
PIQRAY ORAL TABLET 250 MG/DAY (200 4 Advantage: (800) 456-2112; upto a
MG X1-50 MG X1), 300 MG/DAY (150 MG X 2) 30 day supply per fill); QL (2 tablets
per 1 day)
POMALYST ORAL CAPSULE | MG, 2 MG, 3 PA; SP (Dispensed by HFHS
MG. 4 MG 4A Discharge; up to a 30 day supply
’ per fill); QL (1 capsule per 1 day)
PORTRAZZA INTRAVENOUS SOLUTION 800 BB PA
MG/50 ML (16 MG/ML)
POTELIGEO INTRAVENOUS SOLUTION 4 BB PA

PURIXAN ORAL SUSPENSION 20 MG/ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

QINLOCK ORAL TABLET 50 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (3 tablets
per 1 day)

RASUVO (PF) SUBCUTANEOUS AUTO-
INJECTOR 10 MG/0.2 ML, 12.5 MG/0.25 ML, 15
MG/0.3 ML, 17.5 MG/0.35 ML, 20 MG/0.4 ML,
22.5 MG/0.45 ML, 25 MG/0.5 ML, 30 MG/0.6
ML, 7.5 MG/0.15 ML

Non-Formulary

QL (Quantity Limits Apply)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG/ML

DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Walgreens
Specialty: (888) 782-8443; up to a 30

RETEVMO ORAL CAPSULE 40 MG, 80 MG 4A day supply per fill): PF: QL (2
tablets per 1 day)

REVLIMID ORAL CAPSULE 10 MG, 15 MG, A PD/?S;C Ezrg?ifrt‘jef;)y dlggliply

2.5 MG, 20 MG, 25 MG, 5 MG per fill); QL (1 Capsule per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

REZLIDHIA ORAL CAPSULE 150 MG 4A 30 day supply per fill): PF: QL (2
Capsules per 1 day)

RIABNI INTRAVENOUS SOLUTION 10 BB PA

MG/ML

RITUXAN HYCELA SUBCUTANEOUS

SOLUTION 1400 MG/11.7 ML (120 MG/ML), BB PA

1600 MG/13.4 ML (120 MG/ML)

RITUXAN INTRAVENOUS CONCENTRATE BB PA

10 MG/ML

romidepsin intravenous solution 5 mglml BB PA
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

ROZLYTREK ORAL CAPSULE 100 MG 4A 30 day supply per fill): PF: QL (1
tablet per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

ROZLYTREK ORAL CAPSULE 200 MG 4A 30 day supply per fill); PF; QL (3
tablets per 1 day)

RUBRACA ORAL TABLET 200 MG, 250 MG, PA; SP (Dispensed by Pharmacy

300 MG 4A Advantage: (800) 456-2112; upto a
30 day supply per fill); PF

RUXIENCE INTRAVENOUS SOLUTION 10 BB

MG/ML

RYBREVANT INTRAVENOUS SOLUTION 50 BB PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

RYDAPT ORAL CAPSULE 25 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (2
capsules per 1 day)

RYLAZE INTRAMUSCULAR SOLUTION 10
MG/0.5 ML

BB

PA

SARCLISA INTRAVENOUS SOLUTION 20
MG/ML

BB

PA

SCEMBLIX ORAL TABLET 20 MG, 40 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (10
tablets per 1 day)

sorafenib oral tablet 200 mg

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

SPRYCEL ORAL TABLET 100 MG, 140 MG, 50
MG, 80 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (30
tablets per 30 days)

SPRYCEL ORAL TABLET 20 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF; QL (90
tablets per 30 days)

SPRYCEL ORAL TABLET 70 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (60
tablets per 30 days)

STIVARGA ORAL TABLET 40 MG

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (84
tablets per 30 days)

sunitinib malate oral capsule 12.5 mg, 25 mg, 37.5
mg, 50 mg

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (30
capsules per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

SUPPRELIN LA IMPLANT KIT 50 MG (65
MCG/DAY)

BB

PA; QL (Quantity Limits Apply)

SUTENT ORAL CAPSULE 12.5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (90
capsules per 30 days)

SUTENT ORAL CAPSULE 25 MG, 37.5 MG, 50
MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (30

capsules per 30 days)
SYLVANT INTRAVENOUS RECON SOLN 100
BB PA
MG
SYNRIBO SUBCUTANEOUS RECON SOLN
BB PA
3.5MG
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
TABLOID ORAL TABLET 40 MG 2 30 day supply per fill); QL (2 tablets
per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
TABRECTA ORAL TABLET 150 MG, 200 MG 4 30 day supply per fill): PF: QL (4
tablets per 1 day)
PA; SP (Dispensed by Pharmacy
TAFINLAR ORAL CAPSULE 50 MG, 75 MG 4 Advantage: (800) 436-2112; up to a

30 day supply per fill); PF; QL (120
capsules per 30 days)

TAFINLAR ORAL TABLET FOR
SUSPENSION 10 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF

TAGRISSO ORAL TABLET 40 MG, 80 MG

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (30
tablets per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

PA; SP (Dispensed by Pharmacy
TALZENNA ORAL CAPSULE 0.1 MG, 0.25 4 Advantage: (800) 456-2112; up to a
MG, 0.35 MG, 0.5 MG, 0.75 MG, 1 MG 30 day supply per fill); QL (1

Capsule per 1 day)

HCR (Prior approval required for

. preventive use at zero cost, covered

tamoxifen oral tablet 10 mg 2 for 35 years of age or older only.);

MDL

HCR (Prior approval required for
tamoxifen oral tablet 20 mg 1A preventive use at zero cost, covered

for 35 years of age or older only.);
MDL; QL (1 tablet per 1 day)

TARCEVA ORAL TABLET 100 MG, 150 MG,
25 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

TARGRETIN ORAL CAPSULE 75 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

TARGRETIN TOPICAL GEL 1 %

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

TASIGNA ORAL CAPSULE 150 MG, 200 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF; QL (112
capsules per 30 days)

TASIGNA ORAL CAPSULE 50 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (4
capsules per 1 day)

TAZVERIK ORAL TABLET 200 MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112
(HFHS), Onco360: (877) 662-6633;
up to a 30 day supply per fill); QL
(8 tablets per 1 day)

TECENTRIQ INTRAVENOUS SOLUTION
1,200 MG/20 ML (60 MG/ML)

BB

PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
TECVAYLI SUBCUTANEOUS SOLUTION 10 BB PA
MG/ML, 90 MG/ML
TEMODAR INTRAVENOUS RECON SOLN BB
100 MG
SP (Dispensed by Pharmacy
temozolomide oral capsule 100 mg, 140 mg, 180 mg, 1A Advantage: (800) 456-2112; up to a
20 mg, 250 mg, 5 mg 30 day supply per fill); QL (1
capsule per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112
TEPMETKO ORAL TABLET 225 MG 4A (HEHS): up to a 30 day supply per
fill); QL (2 tablets per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
TIBSOVO ORAL TABLET 250 MG 4A 30 day supply per fill): QL (2 tablets
per 1 day)
HCR (Must meet ACA criteria and
TICE BCG INTRAVESICAL SUSPENSION 7 plan limits for zero cost share; ACA
FOR RECONSTITUTION 50 MG preventive benefit does not apply to
Grandfathered Plans)
TIVDAK INTRAVENOUS RECON SOLN 40
BB PA
MG
PA; SP (Dispensed by Pharmacy
. Advantage: (800) 456-2112; up to a
toremifene oral tablet 60 mg 1A 30 day supply per fill): QL (1 tablet
per 1 day)
TRAZIMERA INTRAVENOUS RECON SOLN BB PA
150 MG, 420 MG
TRELSTAR INTRAMUSCULAR
SUSPENSION FOR RECONSTITUTION 11.25 BB PA
MG, 22.5 MG, 3.75 MG
PA; SP (Dispensed by Pharmacy
tretinoin (antineoplastic) oral capsule 10 mg 1A Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (8
capsule per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
TREXALL ORAL TABLET 10 MG, 15 MG, 5 Non-Formular
MG, 7.5 MG PHETRIIE
TRIPTODUR INTRAMUSCULAR
SUSPENSION FOR RECONSTITUTION 22.5 BB PA
MG
TRODELVY INTRAVENOUS RECON SOLN
BB PA
180 MG
TRUXIMA INTRAVENOUS SOLUTION 10 BB
MG/ML
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
TUKYSA ORAL TABLET 150 MG, 50 MG 4A 30 day supply per fill): QL (2 tablets
per 1 day)
PA; SP (Dispensed by Pharmacy
TURALIO ORAL CAPSULE 125 MG 4A Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (4
Capsules per 1 day)

TYKERB ORAL TABLET 250 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (180
tablets per 1 fill)

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day

50 MG

0
VALCHLOR TOPICAL GEL 0.016 % 4 supply per fill): QL (60 GM per I
fill)
PA; SP (Dispensed by Pharmacy
VANFLYTA ORAL TABLET 17.7 MG, 26.5 MG 4A Advantage: (800) 456-2112; up to a
30 day supply per fill); PF
VECTIBIX INTRAVENOUS SOLUTION 100
MG/5 ML (20 MG/ML), 400 MG/20 ML (20 BB PA
MG/ML)
PA; SP (Dispensed by Pharmacy
VENCLEXTA ORAL TABLET 10 MG, 100 MG, 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1 tablet
per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER

NOTES

VENCLEXTA STARTING PACK ORAL
TABLETS,DOSE PACK 10 MG-50 MG- 100 MG

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (42
tablets per 30 days)

VERZENIO ORAL TABLET 100 MG, 150 MG,

200 MG, 50 MG 4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF; QL (60
tablets per 30 days)

VITRAKVI ORAL CAPSULE 100 MG, 25 MG 4

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day
supply per fill)

VITRAKVI ORAL SOLUTION 20 MG/ML 4

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day
supply per fill)

VIZIMPRO ORAL TABLET 15 MG, 30 MG, 45

MG 4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

VONJO ORAL CAPSULE 100 MG 4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (4
Tablets per 1 day)

VOTRIENT ORAL TABLET 200 MG Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); PF; QL (4
tablets per 1 day)

WELIREG ORAL TABLET 40 MG 4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (3 tablets
per 1 day)

XALKORI ORAL CAPSULE 200 MG, 250 MG 4

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); PF; QL (60
capsules per 30 days)

XATMEP ORAL SOLUTION 2.5 MG/ML Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

XELODA ORAL TABLET 150 MG, 500 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

PA; SP (Dispensed by Pharmacy

MG

XOSPATA ORAL TABLET 40 MG 4A Advantage: (800) 456-2112; upto a
30 day supply per fill)
XPOVIO ORAL TABLET 60MG TWICE WEEK iﬁ;v:rig)f(’;gg)ej 51’6-‘/_;1112‘; I?lacfo X
(120 MG/WEEK), 80MG TWICE WEEK (160 4A ge: o021 1% Up
30 day supply per fill); QL (4 tablets
MG/WEEK)
per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
XTANDI ORAL CAPSULE 40 MG 4 30 day supply per filly: PF: OL (120
capsules per 30 days)
PA; SP (Dispensed by Pharmacy
XTANDI ORAL TABLET 40 MG 4 Advantage: (800) 456-2112; up to a
30 day supply per fill); PF
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
XTANDI ORAL TABLET 80 MG 4 30 day supply per fill); PF; QL (2
tablets per 1 day)
YERVOY INTRAVENOUS SOLUTION 50 BB PA
MG/10 ML (5 MG/ML)
YONDELIS INTRAVENOUS RECON SOLN 1 BB PA

QL (Quantity Limits Apply); SP

MG

(Dispensed by Pharmacy
YONSA ORAL TABLET 125 MG Non-Formulary Advantage: (300) 456-2112: up to a
30 day supply per fill)
ZALTRAP INTRAVENOUS SOLUTION 100 BB PA
MG/4 ML (25 MG/ML)
PA; SP (Dispensed by Pharmacy
ZEJULA ORAL TABLET 100 MG, 200 MG, 300 AA Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1 tablet
per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
ZELBORAF ORAL TABLET 240 MG 4 30 day supply per fill); PF; QL (240
tablets per 30 days)
ZEPZELCA INTRAVENOUS RECON SOLN 4
BB PA
MG
ZIRABEV INTRAVENOUS SOLUTION 25 BB PA
MG/ML
PA; SP (Dispensed by Pharmacy
ZOLINZA ORAL CAPSULE 100 MG 4 Advantage: (800) 456-2112; up to a
30 day supply per fill); PF
PA; SP (Dispensed by Orsini
ZTALMY ORAL SUSPENSION 50 MG/ML 4A Specialty Pharmacy (800)410-8575;
up to a 30 day supply per fill); QL
(36 ML per 1 DAY)
PA; SP (Dispensed by Pharmacy
ZYDELIG ORAL TABLET 100 MG, 150 MG 4 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (60
tablets per 30 days)

ZYKADIA ORAL TABLET 150 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

ZYNLONTA INTRAVENOUS RECON SOLN
10 MG

BB

PA

ZYTIGA ORAL TABLET 250 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

ZYTIGA ORAL TABLET 500 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (60
tablets per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction

61




DRUG NAME DRUG TIER NOTES

ANTITOXINS,IMMUNE

GLOB, TOXOIDS,VACCINES
Allergenic Extracts (Therapeutic)

ODACTRA SUBLINGUAL TABLET 12 SQ-
HDM

ORALAIR SUBLINGUAL TABLET 300 INDX
REACTIVITY

PALFORZIA (LEVEL 1) ORAL CAPSULE,
SPRINKLE 3 MG (1 MG X 3)

PALFORZIA (LEVEL 2) ORAL CAPSULE,
SPRINKLE 6 MG (1 MG X 6)

PALFORZIA (LEVEL 3) ORAL CAPSULE,
SPRINKLE 12MG (1 MG X 2,10 MG X 1)

PALFORZIA (LEVEL 4) ORAL CAPSULE,
SPRINKLE 20 MG

PALFORZIA (LEVEL 5) ORAL CAPSULE,
SPRINKLE 40 MG (20 MG X 2)

PALFORZIA (LEVEL 6) ORAL CAPSULE,
SPRINKLE 80 MG (20 MG X 4)

PALFORZIA (LEVEL 7) ORAL CAPSULE,
SPRINKLE 120 MG 20 MG X 1, 100 MG X 1)

PALFORZIA (LEVEL 8) ORAL CAPSULE,
SPRINKLE 160 MG (20 MG X 3, 100 MG X1)

PALFORZIA (LEVEL 9) ORAL CAPSULE,
SPRINKLE 200 MG (100 MG X 2)

PALFORZIA (LEVEL 10) ORAL CAPSULE,
SPRINKLE 240 MG (20 MG X 2, 100 MG X 2)

PALFORZIA (LEVEL 11 UP-DOSE) ORAL
POWDER IN PACKET 300 MG

PALFORZIA INITIAL DOSE ORAL
CAPSULE, SPRINKLE 0.5/1/1.5/3/6 MG

PALFORZIA LEVEL 11 MAINTENANCE
ORAL POWDER IN PACKET 300 MG

Non-Formulary QL (Quantity Limits Apply)

Non-Formulary QL (Quantity Limits Apply)

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD= FOR NEW TO HAP MEMBERS ONLY:: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

RAGWITEK SUBLINGUAL TABLET 12 AMB
A 1 UNIT

Non-Formulary

QL (Quantity Limits Apply)

Antitoxins And Immune Globulins

ASCENIV INTRAVENOUS SOLUTION 10 %

Non-Formulary

SP (Dispensed by Fairlane HFHS
Home Infusion: (800) 884-1474; up
to a 30 day supply per fill)

BIVIGAM INTRAVENOUS SOLUTION 10 %

PA; SP (Dispensed by Fairlane
HFHS Home Infusion: (800) 884-
1474; up to a 30 day supply per fill);
QL (0.01 ML per 1 day)

CUTAQUIG SUBCUTANEOUS SOLUTION
16.5 %

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

CUVITRU SUBCUTANEOUS SOLUTION 1
GRAM/5 ML (20 %), 10 GRAM/50 ML (20 %), 2

PA; SP (Dispensed by Fairlane
HFHS Home Infusion: (800) 884-

SOLUTION 5 %

GRAM/10 ML (20 %), 4 GRAM/20 ML (20 %), 8 ! 1474; up to a 30 day supply per fill);
GRAM/40 ML (20 %) QL (0.01 ML per 1 day)

PA; SP (Dispensed by Fairlane
CYTOGAM INTRAVENOUS SOLUTION 50 7 HFHS Home Infusion: (800) 884-
MG/ML 1474; up to a 30 day supply per fill);

QL (0.01 ML per 1 day)

PA; SP (Dispensed by Fairlane
FLEBOGAMMA DIF INTRAVENOUS 7 HFHS Home Infusion: (800) 884-
SOLUTION 10 % 1474; up to a 30 day supply per fill);

QL (1 ML per 1 day)

PA; SP (Dispensed by Fairlane
FLEBOGAMMA DIF INTRAVENOUS 7 HFHS Home Infusion: (800) 884-

1474; up to a 30 day supply per fill)

GAMASTAN INTRAMUSCULAR SOLUTION
15-18 % RANGE

Non-Formulary

SP (Dispensed by Fairlane HFHS
Home Infusion: (800) 884-1474; up
to a 30 day supply per fill)

GAMASTAN S/D INTRAMUSCULAR
SOLUTION 15-18 % RANGE

PA; SP (Dispensed by Fairlane
HFHS Home Infusion: (800) 884-
1474; up to a 30 day supply per fill);
QL (0.01 ML per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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INTRAVENOUS SOLUTION 5 %

DRUG NAME DRUG TIER NOTES

PA; SP (Dispensed by Fairlane
GAMMAGARD LIQUID INJECTION 7 HFHS Home Infusion: (800) 884-
SOLUTION 10 % 1474; up to a 30 day supply per fill);

QL (1 ML per 28 days)
GAMMAGARD S-D (IGA < 1 MCG/ML) g‘;;Hsg I({Dlripelnrf?d f{fé‘;‘(ﬁg‘;ngeg ,
INTRAVENOUS RECON SOLN 10 GRAM, 5 7 > o HTISIon: .
GRAM 1474; up to a 30 day supply per fill);

QL (1 vial per 30 days)

PA; SP (Dispensed by Fairlane
GAMMAKED INJECTION SOLUTION 1 7 HFHS Home Infusion: (800) 884-
GRAM/10 ML (10 %) 1474; up to a 30 day supply per fill);

QL (1 ML per 28 days)
GAMMAKED INJECTION SOLUTION 10 PA; SP (Dispensed by Fairlane
GRAM/100 ML (10 %), 20 GRAM/200 ML (10 7 HFHS Home Infusion: (800) 884-
%), S GRAM/50 ML (10 %) 1474; up to a 30 day supply per fill)

PA; SP (Dispensed by Fairlane
GAMMAPLEX (WITH SORBITOL) 7 HFHS Home Infusion: (800) 884-

1474; up to a 30 day supply per fill);
QL (1 ML per 1 day)

GAMMAPLEX INTRAVENOUS SOLUTION
10 %

Non-Formulary

SP (Dispensed by Fairlane HFHS
Home Infusion: (800) 884-1474; up
to a 30 day supply per fill); QL (50
ml per 30 days)

GAMUNEX-C INJECTION SOLUTION 1

PA; SP (Dispensed by Fairlane
HFHS Home Infusion: (800) 884-

ML)

GRAM/10 ML (10 %) ! 1474; up to a 30 day supply per fill);
QL (1 ML per 28 days)
GAMUNEX-C INJECTION SOLUTION 10 , . .
GRAM/100 ML (10 %), 2.5 GRAM/25 ML (10 %), . g’;’Hsg I&%;‘f?;figfg&";“;g .
20 GRAM/200 ML (10 %), 40 GRAM/400 ML (10 1474; up to a 30 day supply per fil)
%), 5 GRAM/50 ML (10 %) - up y Supbly b
HEPAGAM B INJECTION SOLUTION >312
UNIT/ML, GREATR THAN 312 UNIT/ML (5 BB

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction

64




ML

DRUG NAME DRUG TIER NOTES

HIZENTRA SUBCUTANEOUS SOLUTION 1 ;‘;}?g I&?}Efﬁffiif&%g“& .

GRAM/5 ML (20 %), 10 GRAM/50 ML (20 %), 2 7 1474; up to a 30 day supply per fill:
0 0 s b

GRAM/10 ML (20 %), 4 GRAM/20 ML (20 %) OL (1 ML per 30 days)

HIZENTRA SUBCUTANEOUS SYRINGE 1 IEI/;;HSé) I({zilze;‘rfﬁfsiyfé‘gg‘;“gg .

GRAM/5 ML (20 %), 2 GRAM/10 ML (20 %), 4 7 _ ' .

GRAM/20 ML (20 %) 1474; up to a 30 day supply per fill);

QL (1 ML per 30 days)

HYPERHEP B INTRAMUSCULAR

SOLUTION 220 UNIT/ML, 220 UNIT/ML (5 7

ML)

HYPERHEP B INTRAMUSCULAR SYRINGE ;

220 UNIT/ML

HYPERHEP B NEONATAL

INTRAMUSCULAR SYRINGE 110 UNIT/0.5 7

HYQVIA SUBCUTANEOUS SOLUTION 10
GRAM /100 ML (10 %), 2.5 GRAM /25 ML (10
%), 20 GRAM /200 ML (10 %), 30 GRAM /300
ML (10 %), S GRAM /50 ML (10 %)

Non-Formulary

SP (Dispensed by Fairlane HFHS
Home Infusion: (800) 884-1474; up
to a 30 day supply per fill)

MICRHOGAM ULTRA-FILTERED PLUS

INTRAMUSCULAR SYRINGE 250 UNIT (50 7

MCG)

NABI-HB INTRAMUSCULAR SOLUTION

GREATER THAN 1,560 UNIT/5 ML, GREATR 7

THAN 312 UNIT/ML
PA; SP (Dispensed by Fairlane

OCTAGAM INTRAVENOUS SOLUTION 10 % 7 HFHS Home Infusion: (800) 884-
1474; up to a 30 day supply per fill)
PA; SP (Dispensed by Fairlane

OCTAGAM INTRAVENOUS SOLUTION 5 % 7 HFHS Home Infusion: (800) 884-

1474; up to a 30 day supply per fill);
QL (0.01 ML per 1 day)

PANZYGA INTRAVENOUS SOLUTION 10 %

Non-Formulary

SP (Dispensed by Fairlane HFHS
Home Infusion: (800) 884-1474; up
to a 30 day supply per fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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SUSPENSION 2.5-8-5 LF-MCG-LF/0.5ML

DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Fairlane
PRIVIGEN INTRAVENOUS SOLUTION 10 % 7 HFHS Home Infusion: (800) 884-
1474; up to a 30 day supply per fill);
QL (0.01 ML per 1 day)
RHOGAM ULTRA-FILTERED PLUS
INTRAMUSCULAR SYRINGE 1,500 UNIT 7
(300 MCG)
XEMBIFY SUBCUTANEOUS SOLUTION 1 o D¢ (Dispensed by T ("géloa)ngeg .
GRAM/5 ML (20 %), 10 GRAM/50 ML (20 %), 2 7 1474: up to a 30 day sﬁpply per fill):
0 0 bl B
GRAM/10 ML (20 %), 4 GRAM/20 ML (20 %) QL (0.04 ML per 1 day)
ZINPLAVA INTRAVENOUS SOLUTION 25 BB PA
MG/ML
Toxoids
HCR (Must meet ACA criteria and
ADACEL(TDAP ADOLESN/ADULT)(PF) plri“j ;;‘Elvtes ]g‘;fl zgrt" dg‘zztrfgf;e; ’?Ct/g
INTRAMUSCULAR SUSPENSION 2 LF-(2.5-5- 7 I()}r i tathered Plans. Cover pdp yt
3-5 MCG)-5LF/0.5 ML andiathered Hans. Lovered a
zero cost for ages 7 years and
older.)
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
ADACEL(TDAP ADOLESN/ADULT)(PF) reventive benefit does not vt
INTRAMUSCULAR SYRINGE 2 LF-(2.5-5-3-5 7 e Plane. Covernd f
MCG)-5LF/0.5 ML e o v
zero cost for ages 7 years and
older.)
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
BOOSTRIX TDAP INTRAMUSCULAR 7 preventive benefit does not apply to

Grandfathered Plans. Covered at
zero cost for ages 7 years and
older.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

BOOSTRIX TDAP INTRAMUSCULAR

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to

SUSPENSION 5 LF UNIT- 2 LF UNIT/0.5ML

SYRINGE 2.5-8-5 LF-MCG-LF/0.5ML / Grandfathered Plans. Covered at
zero cost for ages 7 years and
older.)

DAPTACEL (DTAP PEDIATRIC) (PF)

INTRAMUSCULAR SUSPENSION 15-10-5 LF- 7

MCG-LF/0.5ML
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

INFANRIX (DTAP) (PF) INTRAMUSCULAR 7 preventive benefit does not apply to

SYRINGE 25-58-10 LF-MCG-LF/0.5SML Grandfathered Plans. Covered at
zero cost for ages 1 year to 6 years
of age.)

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

PEDIARIX (PF) INTRAMUSCULAR 7 preventive benefit does not apply to

SYRINGE 10 MCG-25LF-25 MCG-10LF/0.5 ML Grandfathered Plans. Covered at
zero cost for 1 month to 6 years of
age.)

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

TDVAX INTRAMUSCULAR SUSPENSION 2-2 7 preventive benefit does not apply to

LF UNIT/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 7 years and
older.)

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

TENIVAC (PF) INTRAMUSCULAR 7 preventive benefit does not apply to

Grandfathered Plans. Covered at
zero cost for ages 7 years and
older.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction

67




50-50-25 MCG/0.5 ML

DRUG NAME DRUG TIER NOTES
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

TENIVAC (PF) INTRAMUSCULAR SYRINGE 7 preventive benefit does not apply to

5-2 LF UNIT/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 7 years and
older.)

Vaccines

ABRYSVO INTRAMUSCULAR RECON SOLN 7

120 MCG/0.5 ML
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

ACTHIB (PF) INTRAMUSCULAR RECON 7 preventive benefit does not apply to

SOLN 10 MCG/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 1 month and
older.)

AFLURIA QD 2023-24(3YR UP)(PF)

INTRAMUSCULAR SYRINGE 60 MCG (15 7

MCG X 4)/0.5 ML

AFLURIA QUAD 2023-2024(6MO UP)

INTRAMUSCULAR SUSPENSION 60 MCG (15 7

MCG X 4)/0.5 ML

AREXVY (PF) INTRAMUSCULAR

SUSPENSION FOR RECONSTITUTION 120 7

MCG/0.5 ML
HCR (Must meet ACA criteria and

bcg vaccine, live (pf) percutaneous suspension for 7 plan limits for zero cost share; ACA

reconstitution 50 mg preventive benefit does not apply to
Grandfathered Plans)
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

BEXSERO INTRAMUSCULAR SYRINGE 50- 7 preventive benefit does not apply to

Grandfathered Plans. Covered at

zero cost for ages 10 years and
older.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

BIOTHRAX INTRAMUSCULAR

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

MCG X 4)/0.5 ML

SUSPENSION 0.5 ML/DOSE ! preventive benefit does not apply to
Grandfathered Plans)

COMIRNATY 2023-24 (12Y UP)(PF)

INTRAMUSCULAR SUSPENSION 30 MCG/0.3 7

ML

COMIRNATY 2023-24 (12Y UP)(PF)

INTRAMUSCULAR SYRINGE 30 MCG/0.3 7

ML

DENGVAXIA (PF) SUBCUTANEOUS

SUSPENSION FOR RECONSTITUTION 7

10EXP4.5-6 CCID50/0.5 ML
HCR (Must meet ACA criteria and

ENGERIX-B (PF) INTRAMUSCULAR 7 plan limits for zero cost share; ACA

SUSPENSION 20 MCG/ML preventive benefit does not apply to
Grandfathered Plans)
HCR (Must meet ACA criteria and

ENGERIX-B (PF) INTRAMUSCULAR 7 plan limits for zero cost share; ACA

SYRINGE 20 MCG/ML preventive benefit does not apply to
Grandfathered Plans)

ENGERIX-B PEDIATRIC (PF) FCR (Must meet ACA eriteria and

INTRAMUSCULAR SYRINGE 10 MCG/0.5 7 pran tmits tor zero cost share,

ML preventive benefit does not apply to
Grandfathered Plans)

FLUAD QUAD 2023-24(65Y UP)(PF)

INTRAMUSCULAR SYRINGE 60 MCG (15 7

MCG X 4)/0.5 ML

FLUARIX QUAD 2023-2024 (PF)

INTRAMUSCULAR SYRINGE 60 MCG (15 7

MCG X 4)/0.5 ML

FLUBLOK QUAD 2023-2024 (PF)

INTRAMUSCULAR SYRINGE 180 MCG (45 7

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

FLUCELVAX QUAD 2023-2024 (PF)
INTRAMUSCULAR SYRINGE 60 MCG (15
MCG X 4)/0.5 ML

FLUCELVAX QUAD 2023-2024
INTRAMUSCULAR SUSPENSION 60 MCG (15
MCG X 4)/0.5 ML

FLULAVAL QUAD 2023-2024 (PF)
INTRAMUSCULAR SYRINGE 60 MCG (15
MCG X 4)/0.5 ML

FLUMIST QUAD 2023-2024 NASAL NASAL
SPRAY SYRINGE 10EXP6.5-7.5 FF UNIT/0.2
ML

FLUZONE HIGHDOSE QUAD 23-24 PF
INTRAMUSCULAR SYRINGE 240 MCG/0.7
ML

FLUZONE QUAD 2023-2024 (PF)
INTRAMUSCULAR SYRINGE 60 MCG (15
MCG X 4)/0.5 ML

FLUZONE QUAD 2023-2024
INTRAMUSCULAR SUSPENSION 60 MCG (15
MCG X 4)/0.5 ML

GARDASIL 9 (PF) INTRAMUSCULAR
SUSPENSION 0.5 ML

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 9 years and older
but less than 46 years.)

GARDASIL 9 (PF) INTRAMUSCULAR
SYRINGE 0.5 ML

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 9 years and older
but less than 46 years.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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25 LF-58 MCG-10 LF/0.5 ML

DRUG NAME DRUG TIER NOTES

HCR (Must meet ACA criteria and
HAVRIX (PF) INTRAMUSCULAR SYRINGE plan limits for zero cost share; ACA
1,440 ELISA UNIT/ML, 720 ELISA UNIT/0.5 7 preventive benefit does not apply to
ML Grandfathered Plans. Covered at

zero cost for ages 1 year and older.)

HCR (Must meet ACA criteria and
HEPLISAV-B (PF) INTRAMUSCULAR 7 plan limits for zero cost share; ACA
SYRINGE 20 MCG/0.5 ML preventive benefit does not apply to

Grandfathered Plans)

HCR (Must meet ACA criteria and

plan limits for zero cost share; ACA
HIBERIX (PF) INTRAMUSCULAR RECON 7 preventive benefit does not apply to
SOLN 10 MCG/0.5 ML Grandfathered Plans. Covered at

zero cost for ages 1 month and

older.)

HCR (Must meet ACA criteria and
IMOVAX RABIES VACCINE (PF) 7 plan limits for zero cost share; ACA
INTRAMUSCULAR RECON SOLN 2.5 UNIT preventive benefit does not apply to

Grandfathered Plans)

HCR (Must meet ACA criteria and
IPOL INJECTION SUSPENSION 40-8-32 7 plan limits for zero cost share; ACA
UNIT/0.5 ML preventive benefit does not apply to

Grandfathered Plans)

HCR (Must meet ACA criteria and
IXIARO (PF) INTRAMUSCULAR SYRINGE 6 7 plan limits for zero cost share; ACA
MCG/0.5 ML preventive benefit does not apply to

Grandfathered Plans)

HCR (Must meet ACA criteria and

plan limits for zero cost share; ACA
KINRIX (PF) INTRAMUSCULAR SYRINGE 7 preventive benefit does not apply to

Grandfathered Plans. Covered at
zero cost for 4 years to less than 7
years of age.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction

71




SOLUTION 7.5 MCG/0.5 ML

DRUG NAME DRUG TIER NOTES
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
MENACTRA (PF) INTRAMUSCULAR 7 preventive benefit does not apply to
SOLUTION 4 MCG/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 9 months and
older.)
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
MENVEO A-C-Y-W-135-DIP (PF) 7 preventive benefit does not apply to
INTRAMUSCULAR KIT 10-5 MCG/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 2 months and
older.)
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
M-M-R II (PF) SUBCUTANEOUS RECON 7 preventive benefit does not apply to
SOLN 1,000-12,500 TCID50/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 6 months and
older.)
MODERNA COVID 23-24(6M-11Y)PF
INTRAMUSCULAR SUSPENSION 25 7
MCG/0.25 ML
NOVAVAX COVID 2023-24(PF)(EUA)
INTRAMUSCULAR SUSPENSION 5 MCG/0.5 7
ML
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
PEDIARIX (PF) INTRAMUSCULAR 7 preventive benefit does not apply to
SYRINGE 10 MCG-25LF-25 MCG-10LF/0.5 ML Grandfathered Plans. Covered at
zero cost for 1 month to 6 years of
age.)
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
PEDVAX HIB (PF) INTRAMUSCULAR 7 preventive benefit does not apply to

Grandfathered Plans. Covered at
zero cost for ages 1 month and
older.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
PENTACEL (PF) INTRAMUSCULAR KIT 7
15LF-48MCG-62DU -10 MCG/0.5ML
HCR (Must meet ACA criteria and
PENTACEL ACTHIB COMPONENT (PF) plan hr?“s lf)or oo oot Shtare; ’?CtA
INTRAMUSCULAR RECON SOLN 10 7 preveniive bencilt Goes not apbly to
MCG/0.5 ML Grandfathered Plans. Covered at
‘ zero cost for 1 month to less than 7
years fo age. )
PFIZER COVID 2023-24(5Y-11Y)PF
INTRAMUSCULAR SUSPENSION 10 MCG/0.3 7
ML
PFIZER COVID 2023-24(6MO-4Y)PF
INTRAMUSCULAR SUSPENSION FOR 7
RECONSTITUTION 3 MCG/0.3 ML
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
PNEUMOVAX-23 INJECTION SOLUTION 25 7 preventive benefit does not apply to
MCG/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 2 years and
older.)
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
PNEUMOVAX-23 INJECTION SYRINGE 25 7 preventive benefit does not apply to
MCG/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 2 years and
older.)
QL (Covered at $0 for 1 month and
older); HCR (Must meet ACA
PREVNAR 13 (PF) INTRAMUSCULAR cr1ter%a and plan llm}ts for zero cost
SYRINGE 0.5 ML 7 share; ACA preventive benefit does
’ not apply to Grandfathered Plans.
Covered at zero cost for ages 1
month and older.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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SYRINGE 10 MCG/ML, 5 MCG/0.5 ML

DRUG NAME DRUG TIER NOTES
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
PREVNAR 20 (PF) INTRAMUSCULAR 7 preventive benefit does not apply to
SYRINGE 0.5 ML Grandfathered Plans. Covered at
zero cost for ages 19 years and
older.)
PRIORIX (PF) SUBCUTANEOUS
SUSPENSION FOR RECONSTITUTION 0
10EXP3.4-4.2- 3.3CCID50/0.5ML
HCR (Must meet ACA criteria and
PROQUAD (PF) SUBCUTANEOUS plan limits for zero cost share; ACA
SUSPENSION FOR RECONSTITUTION 7 preventive benefit does not apply to
10EXP3-4.3-3- 3.99 TCID50/0.5 Grandfathered Plans. Covered at
zero cost for ages 1 year and older.)
HCR (Must meet ACA criteria and
QUADRACEL (PF) INTRAMUSCULAR plran 1;‘2”5 lgogzgrt"dco“;hfre; ’?CtA
SUSPENSION 15 LF-48 MCG- 5 LF 7 pTeveniive bencilt Goes not apbly to
Grandfathered Plans. Covered at
UNIT/0.5ML
zero cost for 4 years to less than 7
years of age.)
RABAVERT (PF) INTRAMUSCULAR FICR (Must meet ACA eniteria and
SUSPENSION FOR RECONSTITUTION 2.5 7 Pran [imits 101 zero cost share,
UNIT preventive benefit does not apply to
Grandfathered Plans)
HCR (Must meet ACA criteria and
RECOMBIVAX HB (PF) INTRAMUSCULAR 7 plan limits for zero cost share; ACA
SUSPENSION 40 MCG/ML, 5 MCG/0.5 ML preventive benefit does not apply to
Grandfathered Plans)
HCR (Must meet ACA criteria and
RECOMBIVAX HB (PF) INTRAMUSCULAR 7 plan limits for zero cost share; ACA

preventive benefit does not apply to
Grandfathered Plans)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to

720 ELISA UNIT- 20 MCG/ML

ROTATEQ VACCINE ORAL SOLUTION 2 ML 7 Grandfathered Plans. Covered at
zero cost for ages 1 month and
older but less than 9 months.)

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

SHINGRIX (PF) INTRAMUSCULAR preventive benefit does not apply to

SUSPENSION FOR RECONSTITUTION 50 7 Grandfathered Plans. Covered at

MCG/0.5 ML zero cost for ages 50 years and
older.); QL (2 injections per |
lifetime)

SPIKEVAX 2023-2024(12Y UP)(PF)

INTRAMUSCULAR SUSPENSION 50 MCG/0.5 7

ML

SPIKEVAX 2023-2024(12Y UP)(PF)

INTRAMUSCULAR SYRINGE 50 MCG/0.5 7

ML

STAMARIL (PF) SUBCUTANEOUS %CRI.(M:‘S; meet ACAt eriteria Aagi

SUSPENSION FOR RECONSTITUTION 1,000 7 braft FIES JOT Z8X0 COSE ShAte;

UNIT/0.5 ML preventive benefit does not apply to
Grandfathered Plans)

TICOVAC INTRAMUSCULAR SYRINGE 1.2 7

MCG/0.25 ML, 2.4 MCG/0.5 ML
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

TRUMENBA INTRAMUSCULAR SYRINGE 7 preventive benefit does not apply to

120 MCG/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 10 years and
older.)

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

TWINRIX (PF) INTRAMUSCULAR SYRINGE 7 preventive benefit does not apply to

Grandfathered Plans. Covered at

zero cost for ages 18 years and
older.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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ML

DRUG NAME DRUG TIER NOTES
HCR (Must meet ACA criteria and
TYPHIM VI INTRAMUSCULAR SOLUTION 7 plan limits for zero cost share; ACA
25 MCG/0.5 ML preventive benefit does not apply to
Grandfathered Plans)
HCR (Must meet ACA criteria and
TYPHIM VI INTRAMUSCULAR SYRINGE 25 7 plan limits for zero cost share; ACA
MCG/0.5 ML preventive benefit does not apply to
Grandfathered Plans)
HCR (Must meet ACA criteria and
VAQTA (PF) INTRAMUSCULAR ; Preventive benefit does not apply t0
SUSPENSION 25 UNIT/0.5 ML, 50 UNIT/ML Grandfathered Plans. Covered at
zero cost for ages 1 year and older.)
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
VAQTA (PF) INTRAMUSCULAR SYRINGE 25 7 preventive benefit does not apply to
UNIT/0.5 ML, 50 UNTT/ML Grandfathered Plans. Covered at
zero cost for ages 1 year and older.)
HCR (Must meet ACA criteria and
VARIVAX (PF) SUBCUTANEOUS plan limits for zero cost share; ACA
SUSPENSION FOR RECONSTITUTION 1,350 7 preventive benefit does not apply to
UNIT/0.5 ML Grandfathered Plans. Covered at
zero cost for ages 1 year and older.)
VAXNEUVANCE (PF) INTRAMUSCULAR 7
SYRINGE 0.5 ML
HCR (Must meet ACA criteria and
;[P imisforams ot sars A
RELEASE(DR/EC) 2 BILLION UNIT Grandfathered Plans. Covered at
zero cost for ages 1 year and older.)
HCR (Must meet ACA criteria and
YF-VAX (PF) SUBCUTANEOUS SUSPENSION plan limits for zero cost share; ACA
FOR RECONSTITUTION 10 EXP4.74 UNIT/0.5 7 preventive benefit does not apply to

Grandfathered Plans. Covered at
zero cost for ages 1 year and older.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME
AUTONOMIC DRUGS
Alpha- And Beta-Adrenergic Agonists

DRUG TIER

NOTES

alavert d-12 allergy-sinus oral tablet extended
release 12 hr 5-120 mg

1A

QL (2 tablets per 1 day)

ALLERCLEAR D-24HR ORAL TABLET
EXTENDED RELEASE 24 HR 10-240 MG

MDL

ALLERGY AND CONGESTION RELIEF
ORAL TABLET EXTENDED RELEASE 24 HR
10-240 MG

MDL

ALLERGY RELIEF D12 ORAL TABLET
EXTENDED RELEASE 12 HR 5-120 MG

1A

QL (2 tablets per 1 day)

ALLERGY RELIEF D-24HR ORAL TABLET
EXTENDED RELEASE 24 HR 10-240 MG

MDL

ALLERGY RELIEF,NASAL DECONGEST
ORAL TABLET EXTENDED RELEASE 24 HR
10-240 MG

MDL

ALLERGY RELIEF-D (LORATADINE) ORAL
TABLET EXTENDED RELEASE 12 HR 5-120
MG

1A

QL (2 tablets per 1 day)

ALLERGY-CONGESTION RELIEF-D ORAL
TABLET EXTENDED RELEASE 24 HR 10-240
MG

MDL

BROMFED DM ORAL SYRUP 2-30-10 MG/5
ML

Non-Formulary

brompheniramine-pseudoeph-dm oral syrup 2-30-10
mgl5 ml

1A

CLARITIN-D 12 HOUR ORAL TABLET
EXTENDED RELEASE 12 HR 5-120 MG

Non-Formulary

QL (2 tablets per 1 day)

CLARITIN-D 24 HOUR ORAL TABLET
EXTENDED RELEASE 24 HR 10-240 MG

Non-Formulary

droxidopa oral capsule 100 mg, 200 mg, 300 mg

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112
(HFHS); up to a 30 day supply per
fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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mg

DRUG NAME DRUG TIER NOTES

epinephrine injection auto-injector 0.15 mgl0.15 ml,

0.15 mgl0.3 ml, 0.3 mgl0.3 ml 1A QL (4 pens per 30 days)
EPIPEN 2-PAK INJECTION AUTO-INJECTOR

0.3 MG/0.3 ML Non-Formulary QL (4 pens per 30 days)
EPIPEN JR 2-PAK INJECTION AUTO-

INJECTOR 0.15 MG/0.3 ML Non-Formulary QL (4 pens per 30 days)
guaifenesin dac oral syrup 30-10-100 mg/5 ml 1A

LORATA-D ORAL TABLET EXTENDED 1 MDL

RELEASE 24 HR 10-240 MG

LORATA-DINE D ORAL TABLET 1 MDL

EXTENDED RELEASE 24 HR 10-240 MG

loratadine-d oral tablet extended release 12 hr 5-120 1A QL (2 tablets per 1 day)

LORATADINE-D ORAL TABLET
EXTENDED RELEASE 24 HR 10-240 MG

MDL

NORTHERA ORAL CAPSULE 100 MG, 200
MG, 300 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

PRIMATENE MIST INHALATION HFA
AEROSOL INHALER 0.125 MG/ACTUATION

Non-Formulary

QL (11.7 GM per 28 days)

SYMIJEPI INJECTION SYRINGE 0.15 MG/0.3
ML, 0.3 MG/0.3 ML

Non-Formulary

QL (Quantity Limits Apply)

WAL-ITIN D 12 HOUR ORAL TABLET
EXTENDED RELEASE 12 HR 5-120 MG

1A

QL (2 tablets per 1 day)

WAL-ITIN D ORAL TABLET EXTENDED
RELEASE 24 HR 10-240 MG

MDL

Alpha-Adrenergic Agonists

CATAPRES-TTS-1 TRANSDERMAL PATCH
WEEKLY 0.1 MG/24 HR

Non-Formulary

CATAPRES-TTS-2 TRANSDERMAL PATCH
WEEKLY 0.2 MG/24 HR

Non-Formulary

CATAPRES-TTS-3 TRANSDERMAL PATCH
WEEKLY 0.3 MG/24 HR

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

clonidine hcl oral tablet 0.1 mg, 0.2 mg, 0.3 mg 1 MDL

’céznidine hel oral tablet extended release 12 hr 0.1 1A MDL

clonidine transdermal patch weekly 0.1 mgl24 hr, 0.2 1A MDL: QL (4 patches per 28 days)

mgl24 hr, 0.3 mgl24 hr

KAPVAY ORAL TABLET EXTENDED
RELEASE 12 HR 0.1 MG

Non-Formulary

QL (Quantity Limits Apply); SP

(Dispensed by Pharmacy
LUCEMYRA ORAL TABLET 0.18 MG Non-Formulary Advantage: (800) 456-2112: up to a
30 day supply per fill)
methyldopa oral tablet 250 mg, 500 mg 1A
methyldopa-hydrochlorothiazide oral tablet 250-15
1A
mg, 250-25 mg
midodrine oral tablet 10 mg, 2.5 mg, 5 mg 1A MDL
NEOTUSS PLUS ORAL SOLUTION 4-7.5-30 )

MG/5 ML

Antimuscarinics/Antispasmodics

ANASPAZ ORAL
TABLET,DISINTEGRATING 0.125 MG

Non-Formulary

ANORO ELLIPTA INHALATION BLISTER
WITH DEVICE 62.5-25 MCG/ACTUATION

Non-Formulary

TF (FOR NEW TO HAP

MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.); QL (60 Blisters per 28 days)

ATROVENT HFA INHALATION HFA
AEROSOL INHALER 17 MCG/ACTUATION

QL (2 inhalers per 30 days)

BEVESPI AEROSPHERE INHALATION HFA

AEROSOL INHALER 9-4.8 MCG Non-Formulary QL (10.7 GM per 28 days)
chlordiazepoxide-clidinium oral capsule 5-2.5 mg 1A
COMBIVENT RESPIMAT INHALATION ) MDL: QL (2 inhalers per 30 days)

MIST 20-100 MCG/ACTUATION

CUVPOSA ORAL SOLUTION 1 MG/5 ML (0.2
MG/ML)

Non-Formulary

PA; QL (5§ ML per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
79



DRUG NAME DRUG TIER NOTES

dicyclomine oral capsule 10 mg 1 MDL; QL (8 capsules per 1 day)
dicyclomine oral solution 10 mgl5 ml 1A

dicyclomine oral tablet 20 mg 1 MDL; QL (8 tablets per 1 day)
diphenoxylate-atropine oral liquid 2.5-0.025 mgl5 ml 1A

diphenoxylate-atropine oral tablet 2.5-0.025 mg 1A

DONNATAL ORAL TABLET 16.2-0.1037 -
0.0194 MG

Non-Formulary

DUAKLIR PRESSAIR INHALATION
AEROSOL POWDR BREATH ACTIVATED
400-12 MCG/ACTUATION

Non-Formulary

QL (1 Inhaler per 28 days)

ed-spaz oral tablet,disintegrating 0.125 mg 1A

glycopyrrolate injection solution 0.2 mgiml Non-Formulary PA; QL (0.01 ML per 1 day)
glycopyrrolate oral solution 1 mgl5 ml (0.2 mgiml) 4 PA; QL (5 ML per 1 day)
glycopyrrolate oral tablet 1 mg, 2 mg 1A MDL
hydrocodone-homatropine oral syrup 5-1.5 mgl5 ml, 1A

5-1.5mgl5 ml (5ml)

hydrocodone-homatropine oral tablet 5-1.5 mg 1

hydromet oral syrup 5-1.5 mgl5 ml 1A

hyoscyamine sulfate oral drops 0.125 mglml 1A

hyoscyamine sulfate oral elixir 0.125 mgl5 ml 1A

hyoscyamine sulfate oral tablet 0.125 mg 1A MDL

hyoscyamine sulfate oral tablet extended release 12 1A MDL

hr 0.375 mg

hyoscyamine sulfate oral tablet, disintegrating 0.125 1A

mg

hyoscyamine sulfate sublingual tablet 0.125 mg 1A

hyosyne oral drops 0.125 mg/ml 1A

hyosyne oral elixir 0.125 mgl5 ml 1A

INCRUSE ELLIPTA INHALATION BLISTER
WITH DEVICE 62.5 MCG/ACTUATION

Non-Formulary

TF (FOR NEW TO HAP

MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.); QL (30 Blisters per 28 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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nebulization 0.5 mg-3 mg(2.5 mg base )3 ml

DRUG NAME DRUG TIER NOTES
ipratropium bromide inhalation solution 0.02 % 1A
ipratropium-albuterol inhalation solution for 1A MDL

LEVBID ORAL TABLET EXTENDED
RELEASE 12 HR 0.375 MG

Non-Formulary

LEVSIN ORAL TABLET 0.125 MG

Non-Formulary

LEVSIN/SL SUBLINGUAL TABLET 0.125 MG

Non-Formulary

LIBRAX (WITH CLIDINIUM) ORAL
CAPSULE 5-2.5 MG

Non-Formulary

LOMOTIL ORAL TABLET 2.5-0.025 MG

Non-Formulary

methscopolamine oral tablet 2.5 mg, 5 mg

1A

NULEV ORAL TABLET,DISINTEGRATING
0.125 MG

Non-Formulary

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

MCG/ACTUATION, 2.5 MCG/ACTUATION

0
QBREXZA TOPICAL TOWELETTE 2.4 % 4A 30 day supply per fill): QL (1 packet
per 1 day)
SPIRIVA RESPIMAT INHALATION MIST 1.25 ) MDL: QL (I inhaler per 30 days)

SPIRIVA WITH HANDIHALER
INHALATION CAPSULE, W/INHALATION
DEVICE 18 MCG

Non-Formulary

QL (1 capsule per 1 day)

STIOLTO RESPIMAT INHALATION MIST 2.5-

device 18 mcg

2 5 MCG/ACTUATION 2 MDL; QL (1 inhaler per 30 days)
symax-sl sublingual tablet 0.125 mg 1A

symax-sr oral tablet extended release 12 hr 0.375 mg 1A

tiotropium bromide inhalation capsule, wlinhalation 1A MDL: QL (1 Capsule per 1 day)

TUDORZA PRESSAIR INHALATION
AEROSOL POWDR BREATH ACTIVATED 400
MCG/ACTUATION

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.); QL (1 Inhaler per 28 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

YUPELRI INHALATION SOLUTION FOR
NEBULIZATION 175 MCG/3 ML

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (3 vials
per 1 day)

Antiparkinsonian Agents

benztropine oral tablet 0.5 mg, 1 mg, 2 mg

1A

MDL

trihexyphenidyl oral elixir 0.4 mgiml

1A

MDL

trihexyphenidyl oral tablet 2 mg, 5 mg

1A

MDL

Autonomic Drugs, Miscellaneous

nicotine (polacrilex) buccal gum 2 mg, 4 mg

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 18 years and
older, limited to 360 units per fill
and 6 fills per year.)

nicotine (polacrilex) buccal lozenge 2 mg, 4 mg

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 18 years and
older, limited to 360 units per fill
and 6 fills per year.)

nicotine (polacrilex) buccal mini lozenge 2 mg, 4 mg

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 18 years and
older, limited to 360 units per fill
and 6 fills per year.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

nicotine transdermal patch 24 hour 14 mg/24 hr, 21
mgl24 hr, 7 mgl24 hr

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 18 years and
older, limited to 28 patches per
month, 180 days allowed per year.);
MDL

nicotine transdermal patch, td daily, sequential 21-
14-7 mgl24 hr

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 18 years and
older, limited to 28 patches per
month, 180 days allowed per year.);
MDL

NICOTROL INHALATION CARTRIDGE 10
MG

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 18 years and
older, limited to 340 cartridges per
fill and 6 fills per year.)

NICOTROL NS NASAL SPRAY,NON-
AEROSOL 10 MG/ML

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans. Covered at
zero cost for ages 18 years and
older, limited 60ML per fill, 180

days supply per year.)

TYRVAYA NASAL SPRAY, METERED, NON-
AEROSOL 0.03 MG/SPRAY

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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100 UNIT

DRUG NAME DRUG TIER NOTES
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to

varenicline oral tablet 0.5 mg, 1 mg 1A Grandfathered Plans. Covered at
zero cost for ages 18 years and
older, limited 56 tablets per fill, 6
fills per year.)

\;de)nzclme oral tablets,dose pack 0.5 mg (11)- 1 mg 1A QL (1 pack per 365 days)

Botulinum Toxins

BOTOX INJECTION RECON SOLN 100 UNIT, BB

200 UNIT

DAXXIFY INTRAMUSCULAR RECON SOLN BB PA

Centrally Acting Skeletal Muscle Relaxnt

AMRIX ORAL CAPSULE,EXTENDED
RELEASE 24HR 15 MG, 30 MG

Non-Formulary

mg

carisoprodol oral tablet 250 mg, 350 mg 1A
carisoprodol-aspirin oral tablet 200-325 mg 1A
carisoprodol-aspirin-codeine oral tablet 200-325-16 1A

chlorzoxazone oral tablet 250 mg, 375 mg, 750 mg

Non-Formulary

chlorzoxazone oral tablet 500 mg 1A QL (4 Tablets per 1 day)
cyclobenzaprine oral tablet 10 mg, 5 mg, 7.5 mg 1A MDL

LORZONE ORAL TABLET 375 MG, 750 MG Non-Formulary

metaxalone oral tablet 400 mg, 800 mg 1A

methocarbamol oral tablet 500 mg, 750 mg 1A MDL

SOMA ORAL TABLET 250 MG, 350 MG Non-Formulary

tizanidine oral capsule 2 mg 1A QL (10 tablets per 1 day)
tizanidine oral capsule 4 mg 1A QL (9 tablets per 1 day)
tizanidine oral capsule 6 mg 1A QL (6 tablets per 1 day)
tizanidine oral tablet 2 mg 1A QL (10 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

tizanidine oral tablet 4 mg

1A

QL (9 tablets per 1 day)

ZANAFLEX ORAL CAPSULE 2 MG, 4 MG, 6
MG

Non-Formulary

ZANAFLEX ORAL TABLET 4 MG

Non-Formulary

Direct-Acting Skeletal Muscle Relaxants

DANTRIUM ORAL CAPSULE 25 MG

Non-Formulary

mcglml)

dantrolene oral capsule 100 mg, 25 mg, 50 mg 1A
Gaba-Derivative Skeletal Muscle Relaxant
baclofen intrathecal solution 10,000 mcg/20ml (500 BB PA

baclofen oral solution 10 mgl5 ml (2 mgiml), 5 mgl5
ml

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (80 ML
per 1 day)

baclofen oral tablet 10 mg

1A

MDL; QL (8 tablets per 1 day)

baclofen oral tablet 20 mg, 5 mg

1A

MDL

FLEQSUVY ORAL SUSPENSION 25 MG/5 ML
(5 MG/ML)

Non-Formulary

OZOBAX DS ORAL SOLUTION 10 MG/5 ML
(2 MG/ML)

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (80 ML
per 1 day)

OZOBAX ORAL SOLUTION 5 MG/5 ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (80 ML
per 1 day)

Non-Sel. Beta-Adrenergic Blocking Agents

BETAPACE AF ORAL TABLET 120 MG, 160
MG, 80 MG

Non-Formulary

BETAPACE ORAL TABLET 120 MG, 160 MG,
80 MG

Non-Formulary

BYSTOLIC ORAL TABLET 10 MG, 2.5 MG, 20
MG, 5 MG

Non-Formulary

PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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carvedilol phosphate oral capsule, er multiphase 24
hr 10 mg, 20 mg, 40 mg

Non-Formulary

DRUG NAME DRUG TIER NOTES
;f;vedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 1 MDL
TF (FOR NEW TO HAP

MEMBERS ONLY:: One 30 day fill
in the first 90 days of enrolling with
HAP.)

carvedilol phosphate oral capsule, er multiphase 24
hr 80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

COREG CR ORAL CAPSULE, ER
MULTIPHASE 24 HR 10 MG, 20 MG, 40 MG,
80 MG

Non-Formulary

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125
MG, 6.25 MG

Non-Formulary

CORGARD ORAL TABLET 20 MG, 40 MG, 80
MG

Non-Formulary

HEMANGEOL ORAL SOLUTION 4.28 MG/ML

Non-Formulary

SP (Dispensed by Maxor Specialty
Pharmacy (866) 629-6779; up to a

mgl5 ml (8 mgiml)

30 day supply per fill)
INDERAL LA ORAL CAPSULE,EXTENDED
RELEASE 24 HR 120 MG, 160 MG, 60 MG, 80 Non-Formulary
MG
INDERAL XL ORAL CAPSULE,EXTENDED Non-Formular
RELEASE 24HR 120 MG, 80 MG PSR
labetalol oral tablet 100 mg, 200 mg, 300 mg 1A MDL
nadolol oral tablet 20 mg, 40 mg, 80 mg 1A MDL
nebivolol oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1A MDL; QL (1 tablet per 1 day)
pindolol oral tablet 10 mg, 5 mg 1A MDL
propranolol oral capsule,extended release 24 hr 120
mg, 160 mg, 60 mg, 80 mg 1A MDL
propranolol oral solution 20 mgl5 ml (4 mgiml), 40 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
propranolol oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 1A MDL
80 mg
propranolol-hydrochlorothiazid oral tablet 40-25 mg,

1A
80-25 mg
SOTALOL AF ORAL TABLET 120 MG, 80 MG 1 MDL
sotalol af oral tablet 160 mg 1A MDL
sotalol oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1A MDL
timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1A MDL

Non-Sel.Alpha-1-Adrenergic Blocking Agts

CARDURA ORAL TABLET 1 MG, 2 MG, 4
MG, § MG

Non-Formulary

CARDURA XL ORAL TABLET EXTENDED

RELEASE 24HR 4 MG, 8 MG . QL (I tablet per 1 day)
doxazosin oral tablet 1 mg, 2 mg, 4 mg, 8§ mg 1A MDL
MINIPRESS ORAL CAPSULE 1 MG, 2 MG, 5
Non-Formulary
MG
prazosin oral capsule 1 mg, 2 mg, 5 mg 1A MDL
terazosin oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1 MDL

Non-Sel.Alpha-Adrenergic Blocking Agents

DIBENZYLINE ORAL CAPSULE 10 MG

Non-Formulary

dihydroergotamine injection solution 1 mglml 1A PA; QL (0.01 ML per 1 day)
dihydroergotamine nasal spray,non-aerosol 0.5 ) .

mglpump act. (4 mgiml) 1A PA; QL (8 vials per 30 days)
ergoloid oral tablet 1 mg 1A

ergotamine-caffeine oral tablet 1-100 mg 1A QL (24 tablets per 1 fill)

phenoxybenzamine (bulk) powder

Non-Formulary

phenoxybenzamine oral capsule 10 mg

Non-Formulary

TRUDHESA NASAL SPRAY,NON-AEROSOL
0.725 MG/PUMP ACT. (4 MG/ML)

Non-Formulary

Parasympathomimetic (Cholinergic Agents)

ARICEPT ORAL TABLET 10 MG, 5 MG

Non-Formulary

QL (2 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

ARICEPT ORAL TABLET 23 MG Non-Formulary

l;gt,};?echol chloride oral tablet 10 mg, 25 mg, 5 mg, 1A MDL

cevimeline oral capsule 30 mg 1A

donepezil oral tablet 10 mg, 5 mg 1A MDL; QL (2 tablets per 1 day)
donepezil oral tablet 23 mg 1A MDL

donepezil oral tablet, disintegrating 10 mg, 5 mg 1A

EVOXAC ORAL CAPSULE 30 MG

Non-Formulary

EXELON PATCH TRANSDERMAL PATCH 24
HOUR 13.3 MG/24 HOUR, 4.6 MG/24 HOUR,
9.5 MG/24 HOUR

Non-Formulary

QL (1 patch per 1 day)

galantamine oral capsule,ext rel. pellets 24 hr 16 mg,

24 mg, 8§ mg 1A
galantamine oral solution 4 mg/ml 1A
galantamine oral tablet 12 mg, 4 mg, 8 mg 1A

MESTINON ORAL TABLET 60 MG

Non-Formulary

MESTINON TIMESPAN ORAL TABLET
EXTENDED RELEASE 180 MG

Non-Formulary

NAMZARIC ORAL CAP,SPRINKLE,ER 24HR
DOSE PACK 7/14/21/28 MG-10 MG

Non-Formulary

QL (Quantity Limits Apply)

NAMZARIC ORAL CAPSULE,SPRINKLE,ER
24HR 14-10 MG, 21-10 MG, 28-10 MG, 7-10 MG

Non-Formulary

QL (Quantity Limits Apply)

hour, 4.6 mg/24 hour, 9.5 mg/24 hour

pilocarpine hcl oral tablet 5 mg, 7.5 mg 1A MDL

pyridostigmine bromide oral syrup 60 mgl5 ml 1A PA; QL (5 ML per 1 day)
pyridostigmine bromide oral tablet 60 mg 1A

pyridostigmine bromide oral tablet extended release 1A PA: QL (3 tablets per 1 day)
180 mg

rivastigmine tartrate oral capsule 1.5 mg, 3 mg, 4.5 1A

mg, 6 mg

rivastigmine transdermal patch 24 hour 13.3 mg/24 1A QL (1 patch per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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carvedilol phosphate oral capsule, er multiphase 24
hr 10 mg, 20 mg, 40 mg

Non-Formulary

DRUG NAME DRUG TIER NOTES
SALAGEN (PILOCARPINE) ORAL TABLET 5 Non-Formular
MG, 7.5 MG SHEFRIIERRY
Selective Alpha-1-Adrenergic Block.Agent
alfuzosin oral tablet extended release 24 hr 10 mg 1A MDL
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 1 MDL
mg
TF (FOR NEW TO HAP

MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

carvedilol phosphate oral capsule, er multiphase 24
hr 80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

COREG CR ORAL CAPSULE, ER
MULTIPHASE 24 HR 10 MG, 20 MG, 40 MG,
80 MG

Non-Formulary

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125
MG, 6.25 MG

Non-Formulary

dutasteride-tamsulosin oral capsule, er multiphase 24
hr 0.5-0.4 mg

Non-Formulary

FLOMAX ORAL CAPSULE 0.4 MG

Non-Formulary

QL (2 capsule per 1 day)

JALYN ORAL CAPSULE, ER MULTIPHASE
24 HR 0.5-0.4 MG

Non-Formulary

labetalol oral tablet 100 mg, 200 mg, 300 mg 1A MDL

RAPAFLO ORAL CAPSULE 4 MG, 8 MG Non-Formulary

silodosin oral capsule 4 mg, 8 mg 1A

tamsulosin oral capsule 0.4 mg 1A MDL; QL (2 capsule per 1 day)

UROXATRAL ORAL TABLET EXTENDED
RELEASE 24 HR 10 MG

Non-Formulary

Selective Beta-1-Adrenergic Agonists

dobutamine intravenous solution 250 mg/20 ml (12.5
mglml)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MCG/DOSE, 500-50 MCG/DOSE

DRUG NAME DRUG TIER NOTES

Selective Beta-2-Adrenergic Agonists

ADVAIR DISKUS INHALATION BLISTER

WITH DEVICE 100-50 MCG/DOSE, 250-50 Non-Formulary QL (60 GM per 30 days)

ADVAIR HFA INHALATION HFA AEROSOL
INHALER 115-21 MCG/ACTUATION, 230-21
MCG/ACTUATION, 45-21 MCG/ACTUATION

MDL; QL (12 GM per 30 days)

AIRDUO DIGIHALER INHALATION AERO
POWDR BREATH ACT W/SENSOR 113 MCG-
14 MCG/ACTUATION, 232-14
MCG/ACTUATION, 55-14 MCG/ACTUATION

Non-Formulary

QL (1 Inahler per 28 days)

AIRDUO RESPICLICK INHALATION
AEROSOL POWDR BREATH ACTIVATED
113-14 MCG/ACTUATION, 232-14
MCG/ACTUATION, 55-14 MCG/ACTUATION

Non-Formulary

albuterol sulfate inhalation hfa aerosol inhaler 90
mcglactuation

Non-Formulary

albuterol sulfate inhalation solution for nebulization

mg, 8§ mg

0.63 mgl3 ml, 1.25 mg/3 ml, 2.5 mg I3 ml (0.083 %), 1A MDL
2.5mgl0.5 ml, 5 mgiml

albuterol sulfate oral syrup 2 mgl5 ml 1 MDL
albuterol sulfate oral tablet 2 mg, 4 mg 1A MDL
albuterol sulfate oral tablet extended release 12 hr 4 1A

ANORO ELLIPTA INHALATION BLISTER
WITH DEVICE 62.5-25 MCG/ACTUATION

Non-Formulary

TF (FOR NEW TO HAP

MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.); QL (60 Blisters per 28 days)

arformoterol inhalation solution for nebulization 15
megl2 ml

1A

PA; QL (120 ML per 30 days)

BEVESPI AEROSPHERE INHALATION HFA
AEROSOL INHALER 9-4.8 MCG

Non-Formulary

QL (10.7 GM per 28 days)

BREO ELLIPTA INHALATION BLISTER
WITH DEVICE 100-25 MCG/DOSE, 200-25
MCG/DOSE

QL (1 inhaler per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MCG/ACTUATION

DRUG NAME DRUG TIER NOTES
BREYNA INHALATION HFA AEROSOL
INHALER 160-4.5 MCG/ACTUATION, 80-4.5 1A MDL; QL (10.3 GM per 1 Fill)

BROVANA INHALATION SOLUTION FOR
NEBULIZATION 15 MCG/2 ML

Non-Formulary

budesonide-formoterol inhalation hfa aerosol inhaler
160-4.5 mcglactuation, 80-4.5 mcglactuation

1A

MDL; QL (10.3 GM per 1 Fill)

COMBIVENT RESPIMAT INHALATION
MIST 20-100 MCG/ACTUATION

MDL; QL (2 inhalers per 30 days)

DUAKLIR PRESSAIR INHALATION
AEROSOL POWDR BREATH ACTIVATED
400-12 MCG/ACTUATION

Non-Formulary

QL (1 Inhaler per 28 days)

DULERA INHALATION HFA AEROSOL
INHALER 100-5 MCG/ACTUATION, 200-5
MCG/ACTUATION, 50-5 MCG/ACTUATION

MDL; QL (13 GM per 28 days)

fluticasone furoate-vilanterol inhalation blister with
device 100-25 mcgldose, 200-25 mcgldose

Non-Formulary

fluticasone propion-salmeterol inhalation aerosol

mecglactuation

powdr breath activated 113-14 mcglactuation, 232- 1A MDL; QL (1 inhaler per 30 days)
14 mcglactuation, 55-14 mcglactuation

fluticasone propion-salmeterol inhalation blister with

device 100-50 mcgldose, 250-50 mcgldose, 500-50 1A MDL; QL (60 GM per 30 days)
mcgldose

formoterol fumarate inhalation solution for .

nebulization 20 mcg/2 ml A QL (4 vials per 1 day)
ipratropium-albuterol inhalation solution for 1A MDL

nebulization 0.5 mg-3 mg (2.5 mg base )3 ml

levalbuterol hcl inhalation solution for nebulization

0.31 mgl3 ml, 0.63 mg/3 ml, 1.25 mgl0.5 ml, 1.25 1A

mgl3 ml

levalbuterol tartrate inhalation hfa aerosol inhaler 45 1A MDL

PERFOROMIST INHALATION SOLUTION
FOR NEBULIZATION 20 MCG/2 ML

Non-Formulary

QL (4 vials per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

PROAIR DIGIHALER INHALATION AERO
POWDR BREATH ACT W/SENSOR 90
MCG/ACTUATION

Non-Formulary

QL (1 Inhaler per 28 days)

PROAIR RESPICLICK INHALATION
AEROSOL POWDR BREATH ACTIVATED 90
MCG/ACTUATION

Non-Formulary

QL (2 inhalers per 30 days)

PROVENTIL HFA INHALATION HFA
AEROSOL INHALER 90 MCG/ACTUATION

Non-Formulary

QL (2 inhalers per 30 days)

SEREVENT DISKUS INHALATION BLISTER
WITH DEVICE 50 MCG/DOSE

MDL; QL (1 diskus per 30 days)

STIOLTO RESPIMAT INHALATION MIST 2.5-
2.5 MCG/ACTUATION

MDL; QL (1 inhaler per 30 days)

STRIVERDI RESPIMAT INHALATION MIST
2.5 MCG/ACTUATION

Non-Formulary

QL (4 GM per 28 days)

SYMBICORT INHALATION HFA AEROSOL
INHALER 160-4.5 MCG/ACTUATION, 80-4.5
MCG/ACTUATION

Non-Formulary

QL (10.3 GM per 1 Fill)

MCG/DOSE, 500-50 MCG/DOSE

terbutaline oral tablet 2.5 mg, 5 mg 1A MDL

VENTOLIN HFA INHALATION HFA , .

AEROSOL INHALER 90 MCG/ACTUATION = MDL; QL (2 inhalers per 30 days)
WIXELA INHUB INHALATION BLISTER

WITH DEVICE 100-50 MCG/DOSE, 250-50 1A MDL; QL (60 GM per 30 days)

XOPENEX HFA INHALATION HFA
AEROSOL INHALER 45 MCG/ACTUATION

Non-Formulary

Selective Beta-Adrenergic Blocking Agent

acebutolol oral capsule 200 mg, 400 mg 1A MDL
atenolol oral tablet 100 mg, 25 mg, 50 mg 1 MDL
iznt;nolol—chlorthalidone oral tablet 100-25 mg, 50-25 1A MDL
betaxolol oral tablet 10 mg, 20 mg 1A MDL
bisoprolol fumarate oral tablet 10 mg, 5 mg 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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mg

Blood Derivatives

DRUG NAME DRUG TIER NOTES
bisoprolol-hydrochlorothiazide oral tablet 10-6.25 1 MDL
mg, 2.5-6.25 mg, 5-6.25 mg
LOPRESSOR ORAL TABLET 100 MG, 50 MG Non-Formulary
metoprolol succinate oral tablet extended release 24
hr 100 mg, 200 mg, 25 mg, 50 mg e MDL
metoprolol ta-hydrochlorothiaz oral tablet 100-25
mg, 100-50 mg, 50-25 mg A MDL
metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 1 MDL
mg, 50 mg
metoprolol tartrate oral tablet 75 mg 1A MDL
TENORETIC 100 ORAL TABLET 100-25 MG Non-Formulary
TENORETIC 50 ORAL TABLET 50-25 MG Non-Formulary
TENORMIN ORAL TABLET 100 MG, 25 MG,

Non-Formulary
50 MG
TOPROL XL ORAL TABLET EXTENDED
RELEASE 24 HR 100 MG, 200 MG, 25 MG, 50 Non-Formulary
MG
Skeletal Muscle Relaxants, Miscellaneous
BOTOX INJECTION RECON SOLN 100 UNIT, BB
200 UNIT
orphenadrine citrate oral tablet extended release 100 1A MDL

BLOOD DERIVATIVES

RYPLAZIM INTRAVENOUS RECON SOLN
68.8 MG

BB

PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

BLOOD FORMATION, COAGULATION,

THROMBOSIS

Antianemia Drugs

DRUG TIER

NOTES

JESDUVROQ ORAL TABLET I MG, 2 MG, 4

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

25 MG

MG, 6 MG, 8§ MG o 30 day supply per fill); QL (1 Tablet
per 1 Day)
REBLOZYL SUBCUTANEOUS RECON SOLN BB PA

REBLOZYL SUBCUTANEOUS RECON SOLN
75 MG

Non-Formulary

Anticoagulants, Miscellaneous

anticoag citrate phos dextrose solution 2.63-222
gram-mgl/100ml

ARIXTRA SUBCUTANEOUS SYRINGE 10
MG/0.8 ML, 2.5 MG/0.5 ML, 5 MG/0.4 ML, 7.5
MG/0.6 ML

Non-Formulary

QL (15 syringes per 180 days)

fondaparinux subcutaneous syringe 10 mgl0.8 ml, 2.5
mgl0.5 ml, 5 mgl0.4 ml, 7.5 mgl0.6 ml

Non-Formulary

QL (15 syringes per 180 days)

THROMBATE III INTRAVENOUS RECON

200 MG

SOLN 500 (+/-) UNIT BB
Antihemorrhagic Agents, Miscellaneous
ANDEXXA INTRAVENOUS RECON SOLN BB

Antithrombotic Agents, Miscellaneous

CABLIVI INJECTION KIT 11 MG

Non-Formulary

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

CABLIVI INJECTION RECON SOLN 11 MG

Non-Formulary

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD= FOR NEW TO HAP MEMBERS ONLY:: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG/ML

DRUG NAME DRUG TIER NOTES
Blood Form.,Coag,Thrombosis Agents Misc.

ADAKVEO INTRAVENOUS SOLUTION 10 BB PA
MG/ML

ENJAYMO INTRAVENOUS SOLUTION 50 BB PA

OXBRYTA ORAL TABLET 500 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (3 tablets
per 1 day)

OXBRYTA ORAL TABLET FOR
SUSPENSION 300 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

PYRUKYND ORAL TABLET 20 MG, 5 MG, 50

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

MG 4 30 day supply per fill); QL (2
TABLETS per 1 day)
PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
TAVALISSE ORAL TABLET 100 MG, 150 MG 4A 30 day supply per fill): QL (2 tablets
per 1 day)
Coumarin Derivatives
jantoven oral tablet 1 mg, 10 mg, 2 mg, 2.5 mg, 3 mg,
1 MDL
4 mg, 5 mg, 6 mg, 7.5 mg
warfarin (bulk) powder 100 %% 3
warfarin oral tablet 1 mg, 10 mg, 2 mg, 2.5 mg, 3
1 MDL
mg, 4 mg, 5 mg, 6 mg, 7.5 mg
Direct Factor Xa Inhibitors
ELIQUIS DVT-PE TREAT 30D START ORAL ) )
TABLETS,DOSE PACK 5 MG (74 TABS) 2 MDL; QL (2 TABLETS per I day)
ELIQUIS ORAL TABLET 2.5 MG, 5 MG 2 MDL; QL (2 TABLETS per 1 day)

SAVAYSA ORAL TABLET 15 MG, 30 MG, 60
MG

Non-Formulary

XARELTO DVT-PE TREAT 30D START ORAL
TABLETS,DOSE PACK 15 MG (42)- 20 MG (9)

2

QL (1 pack per fill, 1 fill per 180
days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG

DRUG NAME DRUG TIER NOTES
XARELTO ORAL SUSPENSION FOR ) QL (20 ML per 1 day); AG (Max 18
RECONSTITUTION 1 MG/ML Years)
XARELTO ORAL TABLET 10 MG, 20 MG MDL; QL (1 tablet per 1 day)
XARELTO ORAL TABLET 15 MG MDL; QL (2 tablets per 1 day)
XARELTO ORAL TABLET 2.5 MG MDL
Direct Thrombin Inhibitors
dabigatran etexilate oral capsule 150 mg, 75 mg 1A MDL; QL (2.5 capsules per 1 day)
PRADAXA ORAL CAPSULE 110 MG, 150 MG, 3 MDL: QL (2.5 capsules per 1 day)
75 MG
Hematopoietic Agents
ARANESP (IN POLYSORBATE) INJECTION
SOLUTION 100 MCG/ML, 200 MCG/ML, 25 3 QL (4 vials per 30 days)
MCG/ML, 40 MCG/ML, 60 MCG/ML
ARANESP (IN POLYSORBATE) INJECTION
SYRINGE 10 MCG/0.4 ML, 100 MCG/0.5 ML,
150 MCG/0.3 ML, 200 MCG/0.4 ML, 25 3 QL (4 syringes per 30 days)
MCG/0.42 ML, 300 MCG/0.6 ML, 40 MCG/0.4
ML, 500 MCG/ML, 60 MCG/0.3 ML
PA; SP (Dispensed by Pharmacy
DOPTELET (10 TAB PACK) ORAL TABLET 20 AA Advantage: (800) 456-2112; upto a
MG 30 day supply per fill); QL (3 tablets
per 1 day)
PA; SP (Dispensed by Pharmacy
DOPTELET (15 TAB PACK) ORAL TABLET 20 AA Advantage: (800) 456-2112; up to a
MG 30 day supply per fill); QL (3 tablets
per 1 day)
PA; SP (Dispensed by Pharmacy
DOPTELET (30 TAB PACK) ORAL TABLET 20 AA Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (3 tablets
per 1 day)

EPOGEN INJECTION SOLUTION 10,000
UNIT/ML, 2,000 UNIT/ML, 20,000 UNIT/ML,
3,000 UNIT/ML, 4,000 UNIT/ML

Non-Formulary

QL (4 vials per 30 days)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG, 6 MG, 8 MG

DRUG NAME DRUG TIER NOTES
FULPHILA SUBCUTANEOUS SYRINGE 6 BB PA
MG/0.6 ML
FYLNETRA SUBCUTANEOUS SYRINGE 6 BB PA
MG/0.6 ML
GRANIX SUBCUTANEOUS SOLUTION 300 ) .
MCG/ML, 480 MCG/1.6 ML BB QL (Quantity Limits Apply)
GRANIX SUBCUTANEOUS SYRINGE 300
MCG/0.5 ML, 480 MCG/0.8 ML BB QL (3.5 ML per 30 days)
PA; SP (Dispensed by Pharmacy
JESDUVROQ ORAL TABLET 1 MG, 2 MG, 4 AA Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1 Tablet
per 1 Day)

LEUKINE INJECTION RECON SOLN 250
MCG

Non-Formulary

MIRCERA INJECTION SYRINGE 100
MCG/0.3 ML, 150 MCG/0.3 ML, 200 MCG/0.3
ML, 30 MCG/0.3 ML, 50 MCG/0.3 ML, 75
MCG/0.3 ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

MIRCERA INJECTION SYRINGE 120

MCG/ML, 480 MCG/1.6 ML

MCG/0.3 ML 155
PA; SP (Dispensed by Pharmacy
MULPLETA ORAL TABLET 3 MG 4 Advantage: (800) 456-2112; up to a
30 day supply per fill)
NEULASTA ONPRO SUBCUTANEOUS
SYRINGE, W/ WEARABLE INJECTOR 6 BB
MG/0.6 ML
NEULASTA SUBCUTANEOUS SYRINGE 6 BB
MG/0.6 ML
NEUPOGEN INJECTION SOLUTION 300
MCG/ML, 480 MCG/1.6 ML 1518 QL (16 ML per 1 fill)
NEUPOGEN INJECTION SYRINGE 300
MCG/0.5 ML, 480 MCG/0.8 ML e QL (3.5 ML per 30 days)
NIVESTYM INJECTION SOLUTION 300 BB OL (Quantity Limits Apply)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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20,000 UNIT/ML, 3,000 UNIT/ML, 4,000
UNIT/ML, 40,000 UNIT/ML

DRUG NAME DRUG TIER NOTES

NIVESTYM SUBCUTANEOUS SYRINGE 300 .
MCG/0.5 ML, 480 MCG/0.8 ML LEAE) QL (Quantity Limits Apply)
NPLATE SUBCUTANEOUS RECON SOLN 125 - oA

MCG., 250 MCG., 500 MCG

NYVEPRIA SUBCUTANEOUS SYRINGE 6 - A

MG/0.6 ML

PROCRIT INJECTION SOLUTION 10,000

UNIT/ML, 2.000 UNIT/ML, 20,000 UNIT/2 ML, ; OL (4 vials per 30 days)

PROMACTA ORAL POWDER IN PACKET
12.5 MG, 25 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

PROMACTA ORAL TABLET 12.5 MG, 25 MG,

PA; SP (Dispensed by Pharmacy

25 MG

50 MG, 75 MG 4 Advantage: (800) 4'56—21 12;uptoa
30 day supply per fill)
REBLOZYL SUBCUTANEOUS RECON SOLN BB PA

REBLOZYL SUBCUTANEOUS RECON SOLN
75 MG

Non-Formulary

RELEUKO INJECTION SOLUTION 300
MCG/ML, 480 MCG/1.6 ML

BB

RELEUKO SUBCUTANEOUS SYRINGE 300
MCG/0.5 ML, 480 MCG/0.8 ML

BB

RETACRIT INJECTION SOLUTION 10,000

QL (Quantity Limits Apply); SP

MG/0.6 ML

UNIT/ML, 2,000 UNIT/ML, 20,000 UNIT/2 ML, Non-Formular (Dispensed by Pharmacy

20,000 UNIT/ML, 3,000 UNIT/ML, 4,000 y Advantage: (800) 456-2112; up to a
UNIT/ML, 40,000 UNIT/ML 30 day supply per fill)
ROLVEDON SUBCUTANEOUS SYRINGE 13.2 BB PA

MG/0.6 ML

STIMUFEND SUBCUTANEOUS SYRINGE 6 BB PA

UDENYCA AUTOINJECTOR
SUBCUTANEOUS AUTO-INJECTOR 6 MG/0.6
ML

Not Covered

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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UNIT, 250 (+/-) UNIT, 3,000 (+/-) UNIT, 4,000
(+/-) UNIT, 500 (+/-) UNIT

DRUG NAME DRUG TIER NOTES

UDENYCA SUBCUTANEOUS SYRINGE 6 BB

MG/0.6 ML

f/[A]:RXIO INJECTION SYRINGE 300 MCG/0.5 BB QL (3.5 ML per 30 days)
f/IA]:RXIO INJECTION SYRINGE 480 MCG/0.8 BB QL (4.8 ML per 30 days)
ZIEXTENZO SUBCUTANEOUS SYRINGE 6 BB PA

MG/0.6 ML

Hemorrheologic Agents

pentoxifylline oral tablet extended release 400 mg 1A MDL

Hemostatics

ADVATE INTRAVENOUS RECON SOLN PA; SP (Dispensed by Cascade:
1,000 (+/-) UNIT, 1,500 (+/-) UNIT, 2,000 (+/-) 7 (734) 996-3300; up to a 30 day

supply per fill); QL (1 unit per 1
day)

ADYNOVATE INTRAVENOUS SOLUTION
1,000 (+/-) UNIT, 1,500 (+/-) UNIT, 2,000 (+/-)
UNIT, 250 (+/-) UNIT, 3,000 (+/-) UNIT, 500 (+/-
) UNIT, 750 (+/-) UNIT

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Cascade: (734) 996-
3300; up to a 30 day supply per fill)

AFSTYLA INTRAVENOUS RECON SOLN
1,000 (+/-) UNIT RANGE, 1,500 (+/-) UNIT

PA; SP (Dispensed by Cascade:
(734) 996-3300; up to a 30 day

(+/-) UNIT

RANGE, 2,000 (+/-) UNIT RANGE, 2,500 (+/-) 7 supply por fil): OL (1 unit per 1

UNIT RANGE, 250 (+/-) UNIT RANGE, 3,000 da) :

(+/-) UNIT RANGE, 500 (+/-) UNIT RANGE y

ALPHANATE INTRAVENOUS RECON SOLN .

1,000 (400 VWF) UNIT/10 ML, 1,500 (600 VWF) %)72;1)559(6]?3121(3)%1?16‘1 gya%%szzie'

UNIT/10 ML, 2,000 (800 VWF) UNTIT/10 ML, 250 7 ly por Bl QPL (1 it por 1

(100 VWF) UNIT/5 ML, 500 (200 VWF) UNIT/5 SUPPLY PEL HED: i per
day)

ML

ALPHANINE SD INTRAVENOUS RECON %)7‘;‘;1)559(6]?31218%1?16‘1 gyagzs‘ézde'

SOLN 1,000 (+/-) UNIT, 1,500 (+/-) UNIT, 500 7 - Ub Y

supply per fill); QL (1 unit per 1
day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

ALPROLIX INTRAVENOUS RECON SOLN
1,000 UNIT, 2,000 UNIT, 250 UNIT, 3,000 UNIT,
4,000 UNIT

Non-Formulary

ALPROLIX INTRAVENOUS RECON SOLN
500 UNIT

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

ALTUVIIIO INTRAVENOUS RECON SOLN
1,000 (+/-) UNIT, 2,000 (+/-) UNIT, 250 (+/-)

PA; SP (Dispensed by Cascade:
(734) 996-3300; up to a 30 day

UNIT, 3,000 (+/-) UNIT, 4000 (+/-) UNIT, 500 ! supply per fill); QL (0.01 Vial per 1
(+/-) UNIT day)
QL (236.5mL per fill, 1 fill per 60
. L . days); SP (Dispensed by Pharmacy
0
aminocaproic acid oral solution 250 mglml (25 %) 1A Advantage: (800) 456-2112: up to a
30 day supply per fill)
aminocaproic acid oral tablet 1,000 mg 1A QL (1 tablet per 1 day)
aminocaproic acid oral tablet 500 mg 1A QL (100 tablets per fill, 1 fill per 60
days)
BENEFIX INTRAVENOUS RECON SOLN 322)359(6])31;%%‘?56‘1 tby %%Szade:
1,000 UNIT, 2,000 UNIT, 250 UNIT, 3,000 UNIT, 7 T s Up Lo d 8 cay
supply per fill); QL (1 unit per 1
500 UNIT
day)
COAGADEX INTRAVENOUS RECON SOLN SP (Dispensed by Cascade: (734)
250 (+/-) UNIT RANGE, 500 (+/-) UNIT 7 996-3300; up to a 30 day supply per
RANGE fill)
PA; SP (Dispensed by Cascade:
CORIFACT INTRAVENOUS RECON SOLN 7 (734) 996-3300; up to a 30 day
1,000-1,600 UNIT supply per fill); QL (0.01 EA per 1
day)
SP (Dispensed by Pharmacy
DDAVP INJECTION SOLUTION 4 MCG/ML BB Advantage: (800) 456-2112; up to a

30 day supply per fill)

DDAVP ORAL TABLET 0.1 MG, 0.2 MG

Non-Formulary

desmopressin injection solution 4 mcgiml

BB

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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3,000 UNIT, 4,000 UNIT, 5,000 UNIT, 500 UNIT,
6,000 UNIT, 750 UNIT

DRUG NAME DRUG TIER NOTES

desmopressin nasal spray,non-aerosol 10 mcglspray 1A QL (5 ML per 1 fill)

(0.1 ml)

desmopressin oral tablet 0.1 mg, 0.2 mg 1A MDL

ELOCTATE INTRAVENOUS RECON SOLN PA; SP (Dispensed by Cascade:
1,000 UNIT, 1,500 UNIT, 2,000 UNIT, 250 UNIT, 7 (734) 996-3300; up to a 30 day

supply per fill); QL (1 unit per 1
day)

ESPEROCT INTRAVENOUS RECON SOLN
1,000 (+/-) UNIT, 1,500 (+/-) UNIT, 2,000 (+/-)
UNIT, 3,000 (+/-) UNIT, 500 (+/-) UNIT

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Cascade: (734) 996-
3300; up to a 30 day supply per fill)

FEIBA NF INTRAVENOUS RECON SOLN
1,750-3,250 UNIT, 350-650 UNIT, 700-1,300
UNIT

PA; SP (Dispensed by Cascade:
(734) 996-3300; up to a 30 day
supply per fill); QL (1 unit per 1
day)

FIBRYGA INTRAVENOUS RECON SOLN 1
GRAM (700 MG- 1,300 MG)

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

SOLN 401-800 UNIT

30 day supply per fill)
HEMGENIX INTRAVENOUS SUSPENSION BB PA
IX10EXP13 GC/ML
HEMLIBRA SUBCUTANEOUS SOLUTION 222)559(6])3‘;%%{““1 tby %%Szade‘
105 MG/0.7 ML, 150 MG/ML, 30 MG/ML, 60 7 AN Al gpL (%%1 Miy .
MG/0.4 ML SUPDLY pet HiL: ' be

day)

PA; SP (Dispensed by Cascade:
HEMOFIL M HIGH INTRAVENOUS RECON 7 (734) 996-3300; up to a 30 day
SOLN 801-1,500 UNIT supply per fill); QL (1 unit per 1

day)

PA; SP (Dispensed by Cascade:
HEMOFIL M LOW INTRAVENOUS RECON 7 (734) 996-3300; up to a 30 day
SOLN 220-400 UNIT supply per fill); QL (1 unit per 1

day)

PA; SP (Dispensed by Cascade:
HEMOFIL M MID INTRAVENOUS RECON 7 (734) 996-3300; up to a 30 day

supply per fill); QL (1 unit per 1
day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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UNIT

DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Cascade:
HEMOFIL M SUPER HIGH INTRAVENOUS ; (734) 996-3300; up to a 30 day
RECON SOLN 1,501-2,000 UNIT supply per fill); QL (1 unit per 1
day)
HUMATE-P INTRAVENOUS RECON SOLN g@f&?ﬁ%ﬁ‘s‘ad tby %%Szade‘
1,000-2,400 UNIT, 250-600 UNIT, 500-1,200 7 ~oo0Y, uptoa S qay

supply per fill); QL (1 unit per 1
day)

IDELVION INTRAVENOUS RECON SOLN
1,000 (+/-) UNIT, 2,000 (+/-) UNIT, 250 (+/-)
UNIT, 500 (+/-) UNIT

Non-Formulary

SP (Dispensed by Accredo: (800)
803-2523; up to a 30 day supply per
fill)

IDELVION INTRAVENOUS RECON SOLN
3,500 (+/-) UNIT

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

IXINITY INTRAVENOUS RECON SOLN 1,000

PA; SP (Dispensed by Cascade:
(734) 996-3300; up to a 30 day

(+/-) UNIT, 3,000 (+/-) UNIT, 500 (+/-) UNIT

UNIT, 1,500 UNIT, 2,000 UNIT, 250 UNIT, 3,000 7 supply por filly, OL (1 unit per 1
UNIT, 500 UNIT PPy per tib: P

day)
JIVI INTRAVENOUS RECON SOLN 1,000 (+/-) iﬁ;v;igjel_sl(’gegos)ej 5'36y_;k‘1*‘2fr?lacgo X
UNIT, 2,000 (+/-) UNIT, 3,000 (+/-) UNIT, 500 7 ge: >9"2 15 Ub

30 day supply per fill); QL (1 unit
(+/-) UNIT

per 1 day)
KCENTRA INTRAVENOUS RECON SOLN iﬁ;vii;l)el?l(’ggg)ej Sbg;ihg,rﬁacs/o X
1,000 UNIT (800-1240 UNIT), 500 UNIT (400-620 BB £e . - UP

30 day supply per fill); QL (0.01 ML
UNIT)

per 1 day)

PA; SP (Dispensed by Cascade:
KOATE INTRAVENOUS RECON SOLN 1,000 . (734) 996-3300; up to a 30 day
(+/-) UNIT, 250 (+/-) UNIT, 500 (+/-) UNIT supply per fill); QL (0.01 ML per 1

day)
KOGENATE FS INTRAVENOUS RECON })722)359(61?;;%%‘??1 :z)ya%%“(’laade:
SOLN 1,000 (+/-) UNIT, 2,000 (+/-) UNIT, 250 7 - P y

supply per fill); QL (1 unit per 1
day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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UNIT, 3,000 (+/-) UNIT, 500 (+/-) UNIT

DRUG NAME DRUG TIER NOTES
KOVALTRY INTRAVENOUS RECON SOLN })7‘;‘;)559(6%53%%1?5“ gya%%szzde:
1,000 (+/-) UNIT, 2,000 (+/-) UNIT, 250 (+/-) 7 - b Y

supply per fill); QL (1 unit per 1
day)

QL (Quantity Limits Apply); SP

NOCDURNA (MEN) SUBLINGUAL N etk (Dispensed by Pharmacy
TABLET,DISINTEGRATING 55.3 MCG Advantage: (800) 456-2112; upto a
30 day supply per fill)
QL (Quantity Limits Apply); SP
NOCDURNA (WOMEN) SUBLINGUAL Nl ol (Dispensed by Pharmacy
TABLET,DISINTEGRATING 27.7 MCG Advantage: (800) 456-2112; up to a
30 day supply per fill)

NOCTIVA NASAL SPRAY,NON-AEROSOL
0.83 MCG/SPRAY (0.1 ML), 1.66 MCG/SPRAY
(0.1 ML)

Non-Formulary

NOVOEIGHT INTRAVENOUS RECON SOLN
1,000 (+/-) UNIT, 1,500 (+/-) UNIT, 2,000 (+/-)

PA; SP (Dispensed by Cascade:
(734) 996-3300; up to a 30 day

UNIT

UNIT, 250 (+/-) UNIT, 3,000 (+/-) UNIT, 500 (+/- ! supply per fill); QL (1 unit per 1
) UNIT day)
NOVOSEVEN RT INTRAVENOUS RECON iﬁ;gﬁ?jﬁggg;i Sbg;hla; r?lactyo X
SOLN 1 MG (1,000 MCG), 2 MG (2,000 MCG), 5 7 30 doe < f 1y por flly: QL (0 181
MG (5,000 MCG), 8 MG (8,000 MCG) cay supply p ’ '

unit per 1 day)
NUWIQ INTRAVENOUS RECON SOLN 1,500 PA; SP (Dispensed by Pharmacy

7 Advantage: (800) 456-2112; up to a

UNIT ;

30 day supply per fill)
NUWIQ INTRAVENOUS RECON SOLN 1000 ; Z%)Sgg%;%?sed tby %%Sgade:
UNIT, 2,000 UNIT -uptoa Juday

supply per fill)
NUWIQ INTRAVENOUS RECON SOLN 2,500 2)7‘;)559(61?31;%%‘??‘1 tlz)ya%"‘os‘éaade:
UNIT, 250 UNIT, 3,000 UNIT, 4,000 UNIT, 500 7 P y

supply per fill); QL (1 unit per 1
day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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UNIT

DRUG NAME DRUG TIER NOTES
PROFILNINE INTRAVENOUS RECON SOLN 1)7/;‘;)559(6%53%%1?5“ t'gya%s‘z;de:
1,000 (+/-) UNIT, 1,500 (+/-) UNIT, 500 (+/-) 7 - b Y

supply per fill); QL (1 unit per 1
day)

REBINYN INTRAVENOUS RECON SOLN
1,000 (+/-) UNIT, 2,000 (+/-) UNIT, 500 (+/-)
UNIT

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill)

RECOMBINATE INTRAVENOUS RECON

PA; SP (Dispensed by Cascade:
(734) 996-3300; up to a 30 day

1 MG (1,000 MCG), 5 MG (5,000 MCG)

SOLN 1,000 (+/-) UNIT, 1,500 (+/-) UNIT, 2,000 7 supply per fill): QL (1 unit per 1
(+/-) UNIT, 250 (+/-) UNIT, 500 (+/-) UNIT dal;l)’ yp : p

PA; SP (Dispensed by Pharmacy
RIASTAP INTRAVENOUS RECON SOLN 1 7 Advantage: (800) 456-2112; up to a
GRAM (900MG-1,300MG) 30 day supply per fill); QL (0.01 EA

per 1 day)
RIXUBIS INTRAVENOUS RECON SOLN 1,000 522)559(6]?3‘%%@‘1 gya%%szzde:
UNIT, 2,000 UNIT, 250 UNIT, 3,000 UNIT, 500 7 o up - qay

supply per fill); QL (1 unit per 1
UNIT

day)

PA; SP (Dispensed by Pharmacy
SEVENFACT INTRAVENOUS RECON SOLN 7 Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1 ML
per 1 day)

THROMBIN-JMI NASAL NASAL SPRAY
SYRINGE 5,000 UNIT

Non-Formulary

2,500 UNIT

tranexamic acid oral tablet 650 mg 1A QL (60 tablets per 30 days)
PA; SP (Dispensed by Pharmacy
TRETTEN INTRAVENOUS RECON SOLN 7 Advantage: (800) 456-2112; upto a

30 day supply per fill); QL (0.01 EA
per 1 day)

VONVENDI INTRAVENOUS RECON SOLN
1,300 (+/-) UNIT RANGE, 650 (+/-) UNIT
RANGE

Non-Formulary

SP (Dispensed by Cascade: (734)
996-3300; up to a 30 day supply per
fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Cascade:
WILATE INTRAVENOUS RECON SOLN 7 (734) 996-3300; up to a 30 day
1,000-1,000 UNIT, 500-500 UNIT supply per fill); QL (1 unit per 1
day)
XYNTHA INTRAVENOUS SOLUTION 1,000 }37/;)359(61?31;%%{1?(1 t‘gyaga(‘)sigde‘
(+/-) UNIT, 2,000 (+/-) UNIT, 250 (+/-) UNIT, 7 supply per fill): QpL 0.01 MLy -
500 (+/-) UNIT PPy P : ' P
day)
XYNTHA SOLOFUSE INTRAVENOUS 2’722)559(6]?312%?55‘1 gyaizszzde:
SYRINGE 1,000 (+/-) UNIT, 2,000 (+/-) UNIT, 7 SubplY per fill)" Qli (0.01 MLy or 1
250 (+/-) UNIT, 3,000 (+/-) UNIT, 500 (+/-) UNIT dal;l)) yp ; . p
Heparins
enoxaparin subcutaneous solution 300 mgl/3 ml 1A QL (60 ML per 30 days)
enoxaparin subcutaneous syringe 100 mglml, 150 1A QL (60 ML per 30 days)
mglml
enoxaparin subcutaneous syringe 120 mgl0.8 ml, 80
mgl0.8 mi 1A QL (48 ML per 30 days)
enoxaparin subcutaneous syringe 30 mgl0.3 ml 1A QL (18 ML per 30 days)
enoxaparin subcutaneous syringe 40 mgl0.4 ml 1A QL (24 ML per 30 days)
enoxaparin subcutaneous syringe 60 mgl0.6 ml 1A QL (36 ML per 30 days)

ENOXILUV SUBCUTANEOUS SYRINGE KIT
40 MG/0.4 ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (1 kit per
1 day)

FRAGMIN SUBCUTANEOUS SOLUTION
25,000 ANTI-XA UNIT/ML

PA; QL (1 ML per 1 day)

FRAGMIN SUBCUTANEOUS SYRINGE
10,000 ANTI-XA UNIT/ML, 12,500 ANTI-XA
UNIT/0.5 ML, 15,000 ANTI-XA UNIT/0.6 ML,
18,000 ANTI-XA UNIT/0.72 ML, 2,500 ANTI-
XA UNIT/0.2 ML, 5,000 ANTI-XA UNIT/0.2
ML, 7,500 ANTI-XA UNIT/0.3 ML

PA; QL (1 ML per 1 day)

heparin (porcine) injection solution 1,000 unit/ml,
10,000 unit/ml, 20,000 unit/ml, 5,000 unit/ml

1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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ml

DRUG NAME DRUG TIER NOTES
heparin, porcine (pf) injection solution 5,000 unit/0.5 1A

ml

heparin, porcine (pf) injection syringe 5,000 unit/0.5 1A

LOVENOX SUBCUTANEOUS SOLUTION 300
MG/3 ML

Non-Formulary

QL (3 vials per 180 days)

LOVENOX SUBCUTANEOUS SYRINGE 100
MG/ML, 120 MG/0.8 ML, 150 MG/ML, 30
MG/0.3 ML, 40 MG/0.4 ML, 60 MG/0.6 ML, 80
MG/0.8 ML

Non-Formulary

QL (30 syringes per 180 days)

Iron Preparations

CITRANATAL B-CALM (FE GLUC) ORAL
TABLETS, SEQUENTIAL 20 MG IRON-1 MG -
25 MG/25 MG

Non-Formulary

QL (Quantity Limits Apply)

C-NATE DHA ORAL CAPSULE 28 MG IRON-

MG-MG-MCG-MG

1 MG -200 MG s

COMPLETE NATAL DHA ORAL COMBO 1 MDL
PACK 29 MG IRON- 1 MG-200 MG

COMPLETENATE ORAL 1A
TABLET,CHEWABLE 29 MG IRON- 1 MG

FEROCON ORAL CAPSULE 110-0.5 MG 3

FERRLECIT INTRAVENOUS SOLUTION 62.5 Non-Formular

MG/5 ML on-rormutaty

ferrous sulfate oral liquid 300 mg (60 mg iron )5 ml 1A
HEMATINIC/FOLIC ACID ORAL TABLET 1A

324 MG (106 MG IRON)-1 MG

MONOFERRIC INTRAVENOUS SOLUTION BB PA
100 MG IRON/ML

MULTIGEN PLUS ORAL TABLET 151-60-10-1 1A

NEEVODHA (WITH ALGAL OIL) ORAL
CAPSULE 27 MG IRON-1.13 MG-581.92 MG

Non-Formulary

QL (Quantity Limits Apply)

NIVA-PLUS ORAL TABLET 27 MG IRON- 1
MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

OB COMPLETE ONE ORAL CAPSULE 40-10-1-

300 MG Non-Formulary QL (Quantity Limits Apply)

OB COMPLETE ORAL TABLET 50 MG IRON-

1.25 MG Non-Formulary QL (Quantity Limits Apply)

OB COMPLETE PETITE ORAL CAPSULE 35

MG IRON-5 MG IRON-1 MG Non-Formulary QL (Quantity Limits Apply)

OB COMPLETE PREMIER ORAL TABLET 30-

20-1 MG Non-Formulary QL (Quantity Limits Apply)

OB COMPLETE WITH DHA ORAL CAPSULE

30 MG IRON-10 MG IRON-1 MG Non-Formulary QL (Quantity Limits Apply)

ONE A DAY WOMEN'S PRENATAL DHA

ORAL COMBO PACK 28 MG IRON- 800 MCG | on-Formulary

pnv cmb#95-ferrous fumarate-fa oral tablet 28 mg

iron- 800 mcg 1A

PNV-DHA ORAL CAPSULE 27 MG IRON-1 ]

MG -300 MG 1A MDL; QL (1 capsule per 1 day)

PNV-SELECT ORAL TABLET 27-1 MG 1 MDL

POLY-IRON 150 FORTE ORAL CAPSULE 150- 1

25-1 MG-MCG-MG

PRENATA ORAL TABLET,CHEWABLE 29 )

MG IRON- 1 MG

PRENATABS FA ORAL TABLET 29-1 MG 1 MDL

PRENATABS RX ORAL TABLET 29 MG

IRON- 1 MG 1A MDL
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA

PRENATAL ORAL TABLET 28 MG IRON- 800 1A preventive benefit does not apply to

MCG Grandfathered Plans. Covered at
zero cost for ages less than 51
years.); MDL

PRENATAL PLUS (CALCIUM CARB) ORAL | MDL

TABLET 27 MG IRON- 1 MG

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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800 mcg

DRUG NAME DRUG TIER NOTES
HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
PRENATAL TABLET ORAL TABLET 28 MG 3 preventive benefit does not apply to
IRON- 800 MCG Grandfathered Plans. Covered at
zero cost for ages less than 51
years.); MDL
prenatal vit no.179-iron-folic oral tablet 28 mg iron-
1A
800 mcg
PRENATAL VITAMIN PLUS LOW IRON | MDL
ORAL TABLET 27 MG IRON- 1 MG
prenatal vit-iron fum-folic ac oral tablet 28 mg iron- 3 MDL

PRENATE DHA (FERR ASP GLYCIN) ORAL
CAPSULE 18 MG IRON-1 MG -300 MG

Non-Formulary

QL (Quantity Limits Apply)

PRENATE ELITE (IRON ASP GLYC) ORAL
TABLET 20 MG IRON- 1 MG

Non-Formulary

QL (Quantity Limits Apply)

PRENATE ENHANCE ORAL CAPSULE 28
MG IRON- 1 MG-400 MG

Non-Formulary

QL (Quantity Limits Apply)

PRENATE ESSENTIAL(IRON-ASP-GL) ORAL
CAPSULE 18 MG IRON- 1 MG-300 MG

Non-Formulary

QL (Quantity Limits Apply)

PRENATE MINI (FERR ASP GLYCIN) ORAL
CAPSULE 18-1-350 MG

Non-Formulary

QL (Quantity Limits Apply)

PRENATE PIXIE ORAL CAPSULE 10 MG
IRON- 1 MG-200 MG

Non-Formulary

QL (Quantity Limits Apply)

PRENATE RESTORE ORAL CAPSULE 27 MG
IRON- 1 MG-400 MG

Non-Formulary

QL (Quantity Limits Apply)

PRIMACARE ORAL CAPSULE 30-1-300 MG

Non-Formulary

QL (Quantity Limits Apply)

SE-NATAL 19 CHEWABLE ORAL

MG

TABLET,CHEWABLE 29 MG IRON- 1 MG 1A MDL
SE-NATAL-19 ORAL TABLET 29 MG IRON- 1
1A
MG
TARON-C DHA ORAL CAPSULE 35-1-200 MG 1A
THRIVITE RX ORAL TABLET 29 MG IRON- 1 3 MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
TRIGELS-F FORTE ORAL CAPSULE 460-60- 1A
0.01-1 MG
TRINATAL RX 1 ORAL TABLET 60 MG 1 MDL
IRON-1 MG
ZATEAN-PN DHA ORAL CAPSULE 27 MG )
IRON-1 MG -300 MG 1A MDL; QL (1 capsule per 1 day)
Platelet-Aggregation Inhibitors
HCR (Must meet ACA criteria and
.. plan limits for zero cost share; ACA
aspirin oral tablet 325 mg 5 preventive benefit does not apply to
Grandfathered Plans)
HCR (Must meet ACA criteria and
. plan limits for zero cost share; ACA
aspirin oral tablet,chewable 81 mg 1A preventive benefit does not apply to
Grandfathered Plans); MDL
HCR (Must meet ACA criteria and
aspirin oral tablet,delayed release (drlec) 325 mg, 81 1A plan limits for zero cost share; ACA
mg preventive benefit does not apply to
Grandfathered Plans); MDL
aspirin-dipyridamole oral capsule, er multiphase 12 )
hr 25-200 mg 1A MDL; QL (90 tablets per 30 days)
HCR (Must meet ACA criteria and
bayer aspirin oral tablet,delayed release (drlec) 325 1A plan limits for zero cost share; ACA
mg preventive benefit does not apply to
Grandfathered Plans); MDL
BRILINTA ORAL TABLET 60 MG, 90 MG 2 QL (2 tablets per 1 day)
butalbital-aspirin-caffeine oral capsule 50-325-40 mg 1A QL (6 capsules per 1 day)
butalbital-aspirin-caffeine oral tablet 50-325-40 mg 1A QL (4 tablets per 1 day)
cilostazol oral tablet 100 mg, 50 mg 1A
clopidogrel oral tablet 300 mg, 75 mg 1A MDL
dipyridamole oral tablet 25 mg, 50 mg, 75 mg 1A MDL

EFFIENT ORAL TABLET 10 MG, 5 MG

Non-Formulary

PLAVIX ORAL TABLET 75 MG

Non-Formulary

QL (1 tablet per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

prasugrel oral tablet 10 mg, 5 mg

1A

MDL

Platelet-Reducing Agents

AGRYLIN ORAL CAPSULE 0.5 MG

Non-Formulary

Alpha-Adrenergic Blocking Agents

anagrelide oral capsule 0.5 mg, 1 mg 1A
Thrombolytic Agents
HCR (Must meet ACA criteria and
.. plan limits for zero cost share; ACA
aspirin oral tablet 325 mg 25 preventive benefit does not apply to
Grandfathered Plans)
HCR (Must meet ACA criteria and
. _ plan limits for zero cost share; ACA
aspirin oral tablet,chewable 81 mg 1A preventive benefit does not apply to
Grandfathered Plans); MDL
HCR (Must meet ACA criteria and
aspirin oral tablet,delayed release (drlec) 325 mg, 81 1A plan limits for zero cost share; ACA
mg preventive benefit does not apply to
Grandfathered Plans); MDL
HCR (Must meet ACA criteria and
bayer aspirin oral tablet,delayed release (drlec) 325 1A plan limits for zero cost share; ACA
mg preventive benefit does not apply to
Grandfathered Plans); MDL
butalbital-aspirin-caffeine oral capsule 50-325-40 mg 1A QL (6 capsules per 1 day)
butalbital-aspirin-caffeine oral tablet 50-325-40 mg 1A QL (4 tablets per 1 day)

CARDIOVASCULAR DRUGS

CARDURA ORAL TABLET 1 MG, 2 MG, 4
MG, 8§ MG

Non-Formulary

CARDURA XL ORAL TABLET EXTENDED
RELEASE 24HR 4 MG, 8§ MG

QL (1 tablet per 1 day)

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25
mg

MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

carvedilol phosphate oral capsule, er multiphase 24
hr 10 mg, 20 mg, 40 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

carvedilol phosphate oral capsule, er multiphase 24
hr 80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

COREG CR ORAL CAPSULE, ER
MULTIPHASE 24 HR 10 MG, 20 MG, 40 MG,
80 MG

Non-Formulary

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125
MG, 6.25 MG

Non-Formulary

doxazosin oral tablet 1 mg, 2 mg, 4 mg, 8§ mg 1A MDL
labetalol oral tablet 100 mg, 200 mg, 300 mg 1A MDL
MINIPRESS ORAL CAPSULE 1 MG, 2 MG, 5

Non-Formulary
MG
prazosin oral capsule 1 mg, 2 mg, 5 mg 1A MDL
terazosin oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1 MDL

Alpha-Adrenergic Blocking Agt.(Hypoten)

CARDURA ORAL TABLET 1 MG, 2 MG, 4
MG, 8§ MG

Non-Formulary

CARDURA XL ORAL TABLET EXTENDED

mg, 5-20 mg, 5-40 mg

RELEASE 24HR 4 MG, 8 MG & QL (I tablet per I day)
doxazosin oral tablet 1 mg, 2 mg, 4 mg, 8§ mg 1A MDL

labetalol oral tablet 100 mg, 200 mg, 300 mg 1A MDL

MINIPRESS ORAL CAPSULE 1 MG, 2 MG, 5

MG Non-Formulary

prazosin oral capsule 1 mg, 2 mg, 5 mg 1A MDL

terazosin oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1 MDL

Angiotensin Ii Receptor Antagon.(Hypotn)

amlodipine-olmesartan oral tablet 10-20 mg, 10-40 1A MDL: QL (1 tablet per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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mg

DRUG NAME DRUG TIER NOTES
amlodipine-valsartan oral tablet 10-160 mg, 10-320 .

mg, 5-160 mg, 5-320 mg 1A MDL; QL (2 tablets per 1 day)
amlodipine-valsartan-hcthiazid oral tablet 10-160-

12.5 mg, 10-160-25 mg, 10-320-25 mg, 5-160-12.5 1A

mg

amlodipine-valsartan-hcthiazid oral tablet 5-160-25 1A QL (2 tablets per 1 day)

ATACAND HCT ORAL TABLET 16-12.5 MG,
32-12.5 MG, 32-25 MG

Non-Formulary

QL (2 tablets per 1 day)

ATACAND ORAL TABLET 16 MG, 4 MG

Non-Formulary

ATACAND ORAL TABLET 32 MG, § MG

Non-Formulary

QL (2 tablets per 1 day)

AVALIDE ORAL TABLET 150-12.5 MG, 300-
12.5 MG

Non-Formulary

AVAPRO ORAL TABLET 150 MG, 300 MG, 75
MG

Non-Formulary

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

Non-Formulary

BENICAR HCT ORAL TABLET 20-12.5 MG,
40-12.5 MG, 40-25 MG

Non-Formulary

BENICAR ORAL TABLET 20 MG, 40 MG, 5
MG

Non-Formulary

mg, 32-12.5 mg, 32-25 mg

candesartan oral tablet 16 mg, 4 mg 1A MDL
candesartan oral tablet 32 mg, 8§ mg 1A MDL; QL (2 tablets per 1 day)
candesartan-hydrochlorothiazid oral tablet 16-12.5 1A MDL: QL (2 tablets per 1 day)

COZAAR ORAL TABLET 100 MG, 25 MG, 50
MG

Non-Formulary

DIOVAN HCT ORAL TABLET 160-12.5 MG,
160-25 MG, 320-12.5 MG, 320-25 MG, 80-12.5
MG

Non-Formulary

DIOVAN ORAL TABLET 160 MG, 320 MG, 40
MG, 80 MG

Non-Formulary

QL (1 tablet per 1 day)

EDARBI ORAL TABLET 40 MG, 80 MG

Non-Formulary

QL (Quantity Limits Apply)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

EDARBYCLOR ORAL TABLET 40-12.5 MG,
40-25 MG

Non-Formulary

QL (Quantity Limits Apply)

EXFORGE HCT ORAL TABLET 10-160-12.5
MG, 10-160-25 MG, 10-320-25 MG, 5-160-12.5
MG

Non-Formulary

EXFORGE HCT ORAL TABLET 5-160-25 MG

Non-Formulary

QL (2 tablets per 1 day)

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

Non-Formulary

QL (2 tablets per 1 day)

HYZAAR ORAL TABLET 100-12.5 MG, 100-25
MG, 50-12.5 MG

Non-Formulary

mg, 100-25 mg, 50-12.5 mg

irbesartan oral tablet 150 mg, 300 mg, 75 mg 1A MDL
irbesartan-hydrochlorothiazide oral tablet 150-12.5 1A MDL
mg, 300-12.5 mg

losartan oral tablet 100 mg, 25 mg, 50 mg 1 MDL
losartan-hydrochlorothiazide oral tablet 100-12.5 1 MDL

MICARDIS HCT ORAL TABLET 40-12.5 MG,
80-12.5 MG, 80-25 MG

Non-Formulary

QL (2 tablets per 1 day)

MICARDIS ORAL TABLET 20 MG, 40 MG, 80
MG

Non-Formulary

olmesartan oral tablet 20 mg, 40 mg, 5 mg

1A

MDL

olmesartan-amlodipin-hcthiazid oral tablet 20-5-12.5
mg, 40-10-12.5 mg, 40-10-25 mg, 40-5-25 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

olmesartan-amlodipin-hcthiazid oral tablet 40-5-12.5
mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

olmesartan-hydrochlorothiazide oral tablet 20-12.5

mg, 80-10 mg, 80-5 mg

mg, 40-12.5 mg, 40-25 mg S MDL
telmisartan oral tablet 20 mg, 40 mg, 80 mg 1A MDL
telmisartan-amlodipine oral tablet 40-10 mg, 40-5 1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

telmisartan-hydrochlorothiazid oral tablet 40-12.5
mg, 80-12.5 mg, 80-25 mg

1A

MDL; QL (2 tablets per 1 day)

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

Non-Formulary

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

Non-Formulary

valsartan oral solution 4 mgiml

Non-Formulary

mg

valsartan oral tablet 160 mg, 320 mg, 40 mg, 80 mg 1A MDL; QL (1 tablet per 1 day)
valsartan-hydrochlorothiazide oral tablet 160-12.5 1A MDL

mg, 160-25 mg, 320-12.5 mg, 320-25 mg, 80-12.5 mg

Angiotensin Ii Receptor Antagonists

amlodipine-olmesartan oral tablet 10-20 mg, 10-40 ]

mg, 5-20 mg, 5-40 mg 1A MDL; QL (I tablet per 1 day)
amlodipine-valsartan oral tablet 10-160 mg, 10-320 )

mg, 5-160 mg, 5-320 mg 1A MDL; QL (2 tablets per 1 day)
amlodipine-valsartan-hcthiazid oral tablet 10-160-

12.5 mg, 10-160-25 mg, 10-320-25 mg, 5-160-12.5 1A

mg

amlodipine-valsartan-hcthiazid oral tablet 5-160-25 1A QL (2 tablets per 1 day)

ATACAND HCT ORAL TABLET 16-12.5 MG,
32-12.5 MG, 32-25 MG

Non-Formulary

QL (2 tablets per 1 day)

ATACAND ORAL TABLET 16 MG, 4 MG

Non-Formulary

ATACAND ORAL TABLET 32 MG, § MG

Non-Formulary

QL (2 tablets per 1 day)

AVALIDE ORAL TABLET 150-12.5 MG, 300-
12.5 MG

Non-Formulary

AVAPRO ORAL TABLET 150 MG, 300 MG, 75
MG

Non-Formulary

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

Non-Formulary

BENICAR HCT ORAL TABLET 20-12.5 MG,
40-12.5 MG, 40-25 MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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mg, 32-12.5 mg, 32-25 mg

DRUG NAME DRUG TIER NOTES
BENICAR ORAL TABLET 20 MG, 40 MG, 5
Non-Formulary
MG
candesartan oral tablet 16 mg, 4 mg 1A MDL
candesartan oral tablet 32 mg, 8 mg 1A MDL; QL (2 tablets per 1 day)
candesartan-hydrochlorothiazid oral tablet 16-12.5 1A MDL: QL (2 tablets per 1 day)

COZAAR ORAL TABLET 100 MG, 25 MG, 50
MG

Non-Formulary

DIOVAN HCT ORAL TABLET 160-12.5 MG,
160-25 MG, 320-12.5 MG, 320-25 MG, 80-12.5
MG

Non-Formulary

DIOVAN ORAL TABLET 160 MG, 320 MG, 40
MG, 80 MG

Non-Formulary

QL (1 tablet per 1 day)

EDARBI ORAL TABLET 40 MG, 80 MG

Non-Formulary

QL (Quantity Limits Apply)

EDARBYCLOR ORAL TABLET 40-12.5 MG,
40-25 MG

Non-Formulary

QL (Quantity Limits Apply)

ENTRESTO ORAL TABLET 24-26 MG, 49-51
MG, 97-103 MG

PA; TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.); MDL; QL (2 tablets 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

Non-Formulary

EXFORGE HCT ORAL TABLET 5-160-25 MG

Non-Formulary

QL (2 tablets per 1 day)

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

Non-Formulary

QL (2 tablets per 1 day)

HYZAAR ORAL TABLET 100-12.5 MG, 100-25
MG, 50-12.5 MG

Non-Formulary

irbesartan oral tablet 150 mg, 300 mg, 75 mg 1A MDL
irbesartan-hydrochlorothiazide oral tablet 150-12.5 A MDL
mg, 300-12.5 mg

losartan oral tablet 100 mg, 25 mg, 50 mg 1 MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

losartan-hydrochlorothiazide oral tablet 100-12.5
mg, 100-25 mg, 50-12.5 mg

1

MDL

MICARDIS HCT ORAL TABLET 40-12.5 MG,
80-12.5 MG, 80-25 MG

Non-Formulary

QL (2 tablets per 1 day)

MICARDIS ORAL TABLET 20 MG, 40 MG, 80
MG

Non-Formulary

olmesartan oral tablet 20 mg, 40 mg, 5 mg

1A

MDL

olmesartan-amlodipin-hcthiazid oral tablet 20-5-12.5
mg, 40-10-12.5 mg, 40-10-25 mg, 40-5-25 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

olmesartan-amlodipin-hcthiazid oral tablet 40-5-12.5
mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

olmesartan-hydrochlorothiazide oral tablet 20-12.5

mg, 80-12.5 mg, 80-25 mg

mg, 40-12.5 mg, 40-25 mg L MDL

telmisartan oral tablet 20 mg, 40 mg, 80 mg 1A MDL

telmisartan-amlodipine oral tablet 40-10 mg, 40-5 1A

mg, 80-10 mg, 80-5 mg

telmisartan-hydrochlorothiazid oral tablet 40-12.5 1A MDL: QL (2 tablets per 1 day)

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

Non-Formulary

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

Non-Formulary

valsartan oral tablet 160 mg, 320 mg, 40 mg, 80 mg

1A

MDL; QL (1 tablet per 1 day)

valsartan-hydrochlorothiazide oral tablet 160-12.5
mg, 160-25 mg, 320-12.5 mg, 320-25 mg, 80-12.5 mg

1A

MDL

Angiotensin-Convert.Enzyme Inhib(Hypotn)

ACCUPRIL ORAL TABLET 10 MG, 20 MG, 40
MG, 5 MG

Non-Formulary

ACCURETIC ORAL TABLET 20-25 MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

ALTACE ORAL CAPSULE 1.25 MG, 10 MG,

2.5 MG, 5 MG Non-Formulary

amlodipine-benazepril oral capsule 10-20 mg, 10-40

mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg 1A MDPL

benazepril oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1 MDL

benazepril-hydrochlorothiazide oral tablet 10-12.5

mg, 20-12.5 mg, 20-25 mg, 5-6.25 mg 1A MDL

captopril oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg 1A MDL

captopril-hydrochlorothiazide oral tablet 25-15 mg,

25-25 mg, 50-15 mg, 50-25 mg 1A

enalapril maleate oral tablet 10 mg, 2.5 mg, 20 mg, 5 | MDL
mg

enalapril-hydrochlorothiazide oral tablet 10-25 mg, 1 MDL
5-12.5 mg

EPANED ORAL SOLUTION 1 MG/ML Non-Formulary

fosinopril oral tablet 10 mg, 20 mg, 40 mg 1A MDL
fosinopril-hydrochlorothiazide oral tablet 10-12.5 1A MDL
mg, 20-12.5 mg

lisinopril oral tablet 10 mg, 2.5 mg, 20 mg, 30 mg, 40 1 MDL
mg, 5 mg

lisinopril-hydrochlorothiazide oral tablet 10-12.5 mg, | MDL

20-12.5 mg, 20-25 mg

LOTENSIN HCT ORAL TABLET 10-12.5 MG,

20-12.5 MG, 20-25 MG Non-Formulary

LOTENSIN ORAL TABLET 10 MG, 20 MG, 40

MG Non-Formulary

LOTREL ORAL CAPSULE 10-20 MG, 10-40

MG, 5-10 MG, 5-20 MG Non-Formulary

moexipril oral tablet 15 mg, 7.5 mg 1A MDL
perindopril erbumine oral tablet 2 mg, 4 mg, 8 mg 1A MDL
QBRELIS ORAL SOLUTION 1 MG/ML Non-Formulary

quinapril oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1 MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
quinapril-hydrochlorothiazide oral tablet 10-12.5 mg,

20-12.5 mg, 20-25 mg 1A MDL
ramipril oral capsule 1.25 mg, 10 mg, 2.5 mg, 5 mg 1 MDL
trandolapril oral tablet 1 mg, 2 mg, 4 mg 1A MDL
trandolapril-verapamil oral tablet, ir - er, biphasic 1A MDL
24hr 1-240 mg, 2-180 mg, 2-240 mg, 4-240 mg

VASERETIC ORAL TABLET 10-25 MG Non-Formulary
VASOTEC ORAL TABLET 10 MG, 2.5 MG, 20 Non-F 1

MG. 5 MG on-Formulary
ZESTORETIC ORAL TABLET 10-12.5 MG, 20- Non-F I

12.5 MG, 20-25 MG SHETOIIEEY

ZESTRIL ORAL TABLET 10 MG, 2.5 MG, 20 Non-Formular

MG, 30 MG, 40 MG, 5 MG ——
Angiotensin-Converting Enzyme Inhibitors

ACCUPRIL ORAL TABLET 10 MG, 20 MG, 40 Non-E I

MG. 5 MG on-Formulary
ACCURETIC ORAL TABLET 20-25 MG Non-Formulary

ALTACE ORAL CAPSULE 1.25 MG, 10 MG, Non-Formular

2.5 MG, 5 MG SO
amlodipine-benazepril oral capsule 10-20 mg, 10-40 1A MDL
mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg

benazepril oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1 MDL
benazepril-hydrochlorothiazide oral tablet 10-12.5 1A MDL
mg, 20-12.5 mg, 20-25 mg, 5-6.25 mg

captopril oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg 1A MDL
captopril-hydrochlorothiazide oral tablet 25-15 mg, A

25-25 mg, 50-15 mg, 50-25 mg

enalapril maleate oral tablet 10 mg, 2.5 mg, 20 mg, 5 1 MDL
mg

enalapril-hydrochlorothiazide oral tablet 10-25 mg, 1 MDL
5-12.5 mg

fosinopril oral tablet 10 mg, 20 mg, 40 mg 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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24hr 1-240 mg, 2-180 mg, 2-240 mg, 4-240 mg

DRUG NAME DRUG TIER NOTES
fosinopril-hydrochlorothiazide oral tablet 10-12.5 1A MDL
mg, 20-12.5 mg
lisinopril oral tablet 10 mg, 2.5 mg, 20 mg, 30 mg, 40 1 MDL
mg, 5 mg
lisinopril-hydrochlorothiazide oral tablet 10-12.5 mg, 1 MDL
20-12.5 mg, 20-25 mg
LOTENSIN HCT ORAL TABLET 10-12.5 MG, Non-Formular
20-12.5 MG, 20-25 MG SHEFRIIERRY
LOTENSIN ORAL TABLET 10 MG, 20 MG, 40

Non-Formulary
MG
LOTREL ORAL CAPSULE 10-20 MG, 10-40 Non-Formular
MG, 5-10 MG, 5-20 MG y
moexipril oral tablet 15 mg, 7.5 mg 1A MDL
perindopril erbumine oral tablet 2 mg, 4 mg, 8 mg 1A MDL
QBRELIS ORAL SOLUTION 1 MG/ML Non-Formulary
quinapril oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1 MDL
quinapril-hydrochlorothiazide oral tablet 10-12.5 mg,
20-12.5 mg, 20-25 mg A MDL
ramipril oral capsule 1.25 mg, 10 mg, 2.5 mg, 5 mg 1 MDL
trandolapril oral tablet 1 mg, 2 mg, 4 mg 1A MDL
trandolapril-verapamil oral tablet, ir - er, biphasic 1A MDL

VASERETIC ORAL TABLET 10-25 MG

Non-Formulary

VASOTEC ORAL TABLET 10 MG, 2.5 MG, 20
MG, 5 MG

Non-Formulary

ZESTORETIC ORAL TABLET 10-12.5 MG, 20-
12.5 MG, 20-25 MG

Non-Formulary

ZESTRIL ORAL TABLET 10 MG, 2.5 MG, 20
MG, 30 MG, 40 MG, 5 MG

Non-Formulary

Antiarrhythmics, Miscellaneous

digitek oral tablet 125 mcg (0.125 mg), 250 mcg
(0.25 mg)

1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
digox oral tablet 125 mcg (0.125 mg), 250 mcg
1A
(0.25 mg)
digoxin injection solution 250 mcglml (0.25 mglml) BB
digoxin oral solution 50 mcgiml (0.05 mglml) 1A MDL
digoxin oral tablet 125 mcg (0.125 mg), 250 mcg 1A MDL
(0.25 mg)
LANOXIN ORAL TABLET 125 MCG (0.125
MGQG), 250 MCG (0.25 MGQG), 62.5 MCG (0.0625 2
MGQG)
magnesium sulfate injection solution 4 meq/ml (50 7
)
Antilipemic Agents, Miscellaneous
EVKEEZA INTRAVENOUS SOLUTION 150 BB PA
MG/ML
icosapent ethyl oral capsule 0.5 gram, 1 gram 1A QL (4 capsules per 1 day)

JUXTAPID ORAL CAPSULE 10 MG, 20 MG, 30
MG, 5 MG

Non-Formulary

SP (Dispensed by Accredo: (800)
803-2523; up to a 30 day supply per
fill)

LEQVIO SUBCUTANEOUS SYRINGE 284
MG/1.5 ML

BB

PA

LOVAZA ORAL CAPSULE 1 GRAM

Non-Formulary

QL (4 capsules per 1 day)

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

NEXLETOL ORAL TABLET 180 MG 4A 30 day sty per filly OL (1 tablet
per 1 day)
PA; SP (Dispensed by Pharmacy
NEXLIZET ORAL TABLET 180-10 MG 4A Advantage: (800) 456-2112; up to a

30 day supply per fill); QL (1 tablet
per 1 day)

niacin (inositol niacinate) oral capsule 500 mg

Non-Formulary

NIACIN FLUSH FREE ORAL CAPSULE 400
MG NIACIN (500 MG)

Non-Formulary

niacin oral capsule, extended release 250 mg, 500 mg

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

niacin oral tablet 100 mg, 250 mg, 50 mg, 500 mg Non-Formulary

niacin oral tablet extended release 1,000 mg, 250 mg, N et

500 mg

niacin oral tablet extended release 24 hr 1,000 mg,

500 mg, 750 mg e MDL

NIACOR ORAL TABLET 500 MG 1A

omega-3 acid ethyl esters oral capsule 1 gram 1A MDL; QL (4 capsules per 1 day)

VASCEPA ORAL CAPSULE 0.5 GRAM, 1
GRAM

Non-Formulary

QL (Quantity Limits Apply); QL (4
capsules per 1 day)

Beta-Adrenergic Blocking Agents

carvedilol phosphate oral capsule, er multiphase 24
hr 10 mg, 20 mg, 40 mg

Non-Formulary

acebutolol oral capsule 200 mg, 400 mg 1A MDL
atenolol oral tablet 100 mg, 25 mg, 50 mg 1 MDL
atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 1A MDL
mg
BETAPACE AF ORAL TABLET 120 MG, 160 Non-Formular
MG, 80 MG Y
BETAPACE ORAL TABLET 120 MG, 160 MG,

Non-Formulary
80 MG
betaxolol oral tablet 10 mg, 20 mg 1A MDL
bisoprolol fumarate oral tablet 10 mg, 5 mg 1A MDL
bisoprolol-hydrochlorothiazide oral tablet 10-6.25 1 MDL
mg, 2.5-6.25 mg, 5-6.25 mg
BYSTOLIC ORAL TABLET 10 MG, 2.5 MG, 20 Non-F I PA
MG, 5 MG on-Formulary
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 1 MDL
mg

TF (FOR NEW TO HAP

MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

carvedilol phosphate oral capsule, er multiphase 24
hr 80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

COREG CR ORAL CAPSULE, ER
MULTIPHASE 24 HR 10 MG, 20 MG, 40 MG,
80 MG

Non-Formulary

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125
MG, 6.25 MG

Non-Formulary

CORGARD ORAL TABLET 20 MG, 40 MG, 80
MG

Non-Formulary

HEMANGEOL ORAL SOLUTION 4.28 MG/ML

Non-Formulary

SP (Dispensed by Maxor Specialty
Pharmacy (866) 629-6779; up to a

mg, 160 mg, 60 mg, 80 mg

30 day supply per fill)

INDERAL LA ORAL CAPSULE,EXTENDED
RELEASE 24 HR 120 MG, 160 MG, 60 MG, 80 Non-Formulary
MG
INDERAL XL ORAL CAPSULE,EXTENDED N o
RELEASE 24HR 120 MG, 80 MG
labetalol oral tablet 100 mg, 200 mg, 300 mg 1A MDL
LOPRESSOR ORAL TABLET 100 MG, 50 MG Non-Formulary
Zz’e;oOpOr;l;I ;ZZCZZZ jo_rlzjg ,ta5boler; zxtended release 24 1A MDL

r -hydr rothiaz or 100-2
Z;}lo]po(())_l;(l)t;g},zy%_{;c?izgothza oral tablet 100-25 1A MDL
nmq;}to.sporziogl tartrate oral tablet 100 mg, 25 mg, 37.5 | MDL
metoprolol tartrate oral tablet 75 mg 1A MDL
nadolol oral tablet 20 mg, 40 mg, 80 mg 1A MDL
nebivolol oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1A MDL; QL (1 tablet per 1 day)
pindolol oral tablet 10 mg, 5 mg 1A MDL
propranolol oral capsule,extended release 24 hr 120 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction

122




mg, 2.5-6.25 mg, 5-6.25 mg

DRUG NAME DRUG TIER NOTES
propranolol oral solution 20 mgl5 ml (4 mgiml), 40 1A MDL
mgl5 ml (8 mgiml)
propranolol oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 1A MDL
80 mg
propranolol-hydrochlorothiazid oral tablet 40-25 mg,
1A

80-25 mg
SOTALOL AF ORAL TABLET 120 MG, 80 MG 1 MDL
sotalol af oral tablet 160 mg 1A MDL
sotalol oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1A MDL
TENORETIC 100 ORAL TABLET 100-25 MG Non-Formulary
TENORETIC 50 ORAL TABLET 50-25 MG Non-Formulary
TENORMIN ORAL TABLET 100 MG, 25 MG,

Non-Formulary
50 MG
timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1A MDL
TOPROL XL ORAL TABLET EXTENDED
RELEASE 24 HR 100 MG, 200 MG, 25 MG, 50 Non-Formulary
MG
Beta-Adrenergic Blocking Agt.(Hypoten)
acebutolol oral capsule 200 mg, 400 mg 1A MDL
atenolol oral tablet 100 mg, 25 mg, 50 mg 1 MDL
atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 1A MDL
mg
BETAPACE AF ORAL TABLET 120 MG, 160 Non-Formular
MG, 80 MG J
BETAPACE ORAL TABLET 120 MG, 160 MG,

Non-Formulary
80 MG
betaxolol oral tablet 10 mg, 20 mg 1A MDL
bisoprolol fumarate oral tablet 10 mg, 5 mg 1A MDL
bisoprolol-hydrochlorothiazide oral tablet 10-6.25 1 MDL

CORGARD ORAL TABLET 20 MG, 40 MG, 80
MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

HEMANGEOL ORAL SOLUTION 4.28 MG/ML

Non-Formulary

SP (Dispensed by Maxor Specialty
Pharmacy (866) 629-6779; up to a

30 day supply per fill)

INDERAL LA ORAL CAPSULE,EXTENDED
RELEASE 24 HR 120 MG, 160 MG, 60 MG, 80 Non-Formulary
MG
INDERAL XL ORAL CAPSULE,EXTENDED Non-F |
RELEASE 24HR 120 MG, 80 MG on-tormuiary
labetalol oral tablet 100 mg, 200 mg, 300 mg 1A MDL
LOPRESSOR ORAL TABLET 100 MG, 50 MG Non-Formulary
metoprolol succinate oral tablet extended release 24
hr 100 mg, 200 mg, 25 mg, 50 mg e MDL
metoprolol ta-hydrochlorothiaz oral tablet 100-25
mg, 100-50 mg, 50-25 mg S MDL
metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 1 MDL
mg, 50 mg
metoprolol tartrate oral tablet 75 mg 1A MDL
nadolol oral tablet 20 mg, 40 mg, 80 mg 1A MDL
pindolol oral tablet 10 mg, 5 mg 1A MDL
propranolol oral capsule,extended release 24 hr 120
mg, 160 mg, 60 mg, 80 mg 1A MDL
propranolol oral solution 20 mgl5 ml (4 mgiml), 40 1A MDL
mgl5 ml (8 mgliml)
propranolol oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 1A MDL
80 mg
propranolol-hydrochlorothiazid oral tablet 40-25 mg,

1A
80-25 mg
SOTALOL AF ORAL TABLET 120 MG, 80 MG 1 MDL
sotalol af oral tablet 160 mg 1A MDL
sotalol oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1A MDL

TENORETIC 100 ORAL TABLET 100-25 MG

Non-Formulary

TENORETIC 50 ORAL TABLET 50-25 MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

TENORMIN ORAL TABLET 100 MG, 25 MG, T

50 MG

timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1A MDL

TOPROL XL ORAL TABLET EXTENDED

RELEASE 24 HR 100 MG, 200 MG, 25 MG, 50 Non-Formulary

MG

Bile Acid Sequestrants

cholestyramine (with sugar) oral powder 4 gram 1A MDL; QL (13 GM per 1 day)
Zrzzll:lstymmine (with sugar) oral powder in packet 4 1A MDL: QL (4 packets per 1 day)
cholestyramine light oral powder 4 gram 1A MDL; QL (8 GM per 1 day)
cholestyramine light oral powder in packet 4 gram 1A MDL; QL (4 packets per 1 day)
choul;styramine-aspartame oral powder in packet 4 1A MDL: QL (4 packets per 1 day)
colesevelam oral powder in packet 3.75 gram 1A MDL; QL (1 packet per 1 day)
colesevelam oral tablet 625 mg 1A MDL; QL (6 tablets per 1 day)
COLESTID FLAVORED ORAL GRANULES 5 N ol

GRAM

COLESTID FLAVORED ORAL PACKET 7.5 N

GRAM

COLESTID ORAL GRANULES 5 GRAM Non-Formulary

COLESTID ORAL PACKET 5 GRAM Non-Formulary

COLESTID ORAL TABLET 1 GRAM Non-Formulary

colestipol oral granules 5 gram 1A MDL

colestipol oral packet 5 gram 1A MDL

colestipol oral tablet 1 gram 1A MDL

prevalite oral powder 4 gram 1A MDL; QL (8 GM per 1 day)
prevalite oral powder in packet 4 gram 1A MDL; QL (4 packets per 1 day)
QUESTRAN LIGHT ORAL POWDER 4 GRAM Non-Formulary QL (8 GM per 1 day)
QUESTRAN ORAL POWDER 4 GRAM Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

QUESTRAN ORAL POWDER IN PACKET 4 N Fle e QL (4 packets per 1 day)

GRAM

WELCHOL ORAL POWDER IN PACKET 3.75 Non-Formular

GRAM B

WELCHOL ORAL TABLET 625 MG Non-Formulary QL (Quantity Limits Apply)

Calcium-Channel Block.Agt,Misc(Hypoten)

CALAN SR ORAL TABLET EXTENDED

RELEASE 120 MG Non-Formulary

CARDIZEM CD ORAL
CAPSULE,EXTENDED RELEASE 24HR 120 Non-Formulary QL (Quantity Limits Apply)
MG, 180 MG, 240 MG, 300 MG, 360 MG

CARDIZEM LA ORAL TABLET EXTENDED

RELEASE 24 HR 120 MG Non-Formulary QL (Quantity Limits Apply)

CARDIZEM LA ORAL TABLET EXTENDED
RELEASE 24 HR 180 MG, 240 MG, 300 MG, 360 Non-Formulary

MG, 420 MG

CARDIZEM ORAL TABLET 120 MG, 30 MG, Non-F I

60 MG on-Formulary

CARTIA XT ORAL CAPSULE,EXTENDED

RELEASE 24HR 120 MG, 180 MG, 240 MG, 300 1 MDL
MG

diltiazem hcl oral capsule,ext.rel 24h degradable 120 1A MDL
mg, 180 mg, 240 mg

diltiazem hcl oral capsule,extended release 12 hr 120 1A MDL
mg, 60 mg, 90 mg

diltiazem hcl oral capsule,extended release 24 hr 120 A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl oral capsule,extended release 24hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 1A MDL
mg

diltiazem hcl oral tablet extended release 24 hr 180 1A MDL

mg, 240 mg, 300 mg, 360 mg, 420 mg

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

dilt-xr oral capsule,ext.rel 24h degradable 120 mg,
180 mg, 240 mg

1A

MDL

matzim la oral tablet extended release 24 hr 180 mg,
240 mg, 360 mg, 420 mg

1A

MDL

MATZIM LA ORAL TABLET EXTENDED
RELEASE 24 HR 300 MG

Non-Formulary

taztia xt oral capsule,extended release 24 hr 120 mg,
180 mg, 240 mg, 300 mg, 360 mg

1A

TIAZAC ORAL CAPSULE,EXTENDED
RELEASE 24 HR 120 MG, 180 MG, 240 MG, 300
MG, 360 MG, 420 MG

Non-Formulary

trandolapril-verapamil oral tablet, ir - er, biphasic
24hr 1-240 mg, 2-180 mg, 2-240 mg, 4-240 mg

1A

MDL

verapamil oral capsule, 24 hr er pellet ct 100 mg, 200
mg, 300 mg

Non-Formulary

verapamil oral capsule,ext rel. pellets 24 hr 120 mg,
180 mg, 240 mg, 360 mg

1A

MDL

verapamil oral tablet 120 mg, 40 mg, 80 mg

1

MDL

verapamil oral tablet extended release 120 mg, 180
mg, 240 mg

1A

MDL

Calcium-Channel Blocking Agents

amlodipine oral tablet 10 mg, 2.5 mg, 5 mg

MDL

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 mg, 5-40 mg, 5-80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

amlodipine-benazepril oral capsule 10-20 mg, 10-40

mg, 5-160 mg, 5-320 mg

mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg 5 MDL

amlodipine-olmesartan oral tablet 10-20 mg, 10-40 )

mg, 5-20 mg, 5-40 mg 1A MDL; QL (1 tablet per 1 day)
amlodipine-valsartan oral tablet 10-160 mg, 10-320 A MDL: QL (2 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction

127




mg

DRUG NAME DRUG TIER NOTES
amlodipine-valsartan-hcthiazid oral tablet 10-160-

12.5 mg, 10-160-25 mg, 10-320-25 mg, 5-160-12.5 1A

mg

amlodipine-valsartan-hcthiazid oral tablet 5-160-25 1A QL (2 tablets per 1 day)

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

Non-Formulary

CADUET ORAL TABLET 10-10 MG, 10-20 MG,
10-40 MG, 10-80 MG, 5-10 MG, 5-20 MG, 5-40
MG, 5-80 MG

Non-Formulary

QL (Quantity Limits Apply)

CALAN SR ORAL TABLET EXTENDED
RELEASE 120 MG

Non-Formulary

CARDIZEM CD ORAL
CAPSULE,EXTENDED RELEASE 24HR 120
MG, 180 MG, 240 MG, 300 MG, 360 MG

Non-Formulary

QL (Quantity Limits Apply)

CARDIZEM LA ORAL TABLET EXTENDED
RELEASE 24 HR 120 MG

Non-Formulary

QL (Quantity Limits Apply)

CARDIZEM LA ORAL TABLET EXTENDED
RELEASE 24 HR 180 MG, 240 MG, 300 MG, 360
MG, 420 MG

Non-Formulary

CARDIZEM ORAL TABLET 120 MG, 30 MG,
60 MG

Non-Formulary

CARTIA XT ORAL CAPSULE,EXTENDED
RELEASE 24HR 120 MG, 180 MG, 240 MG, 300
MG

MDL

CONJUPRI ORAL TABLET 2.5 MG, 5 MG

Non-Formulary

QL (1 tablet per 1 day)

diltiazem hcl oral capsule,ext.rel 24h degradable 120

mg, 180 mg, 240 mg, 300 mg, 360 mg

mg, 180 mg, 240 mg %3 MDL
diltiazem hcl oral capsule,extended release 12 hr 120 1A MDL
mg, 60 mg, 90 mg

diltiazem hcl oral capsule,extended release 24 hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl oral capsule,extended release 24hr 120 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90

1A MDL
mg
diltiazem hcl oral tablet extended release 24 hr 180 1A MDL
mg, 240 mg, 300 mg, 360 mg, 420 mg
dilt-xr oral capsule,ext.rel 24h degradable 120 mg, 1A MDL
180 mg, 240 mg
EXFORGE HCT ORAL TABLET 10-160-12.5
MG, 10-160-25 MG, 10-320-25 MG, 5-160-12.5 Non-Formulary
MG
EXFORGE HCT ORAL TABLET 5-160-25 MG Non-Formulary QL (2 tablets per 1 day)

EXFORGE ORAL TABLET 10-160 MG, 10-320

MG, 5-160 MG, 5-320 MG Non-Formulary QL (2 tablets per 1 day)

felodipine oral tablet extended release 24 hr 10 mg,

2.5mg, 5 mg 1A MDL

isradipine oral capsule 2.5 mg, 5 mg 1A MDL

KATERZIA ORAL SUSPENSION 1 MG/ML Non-Formulary

levamlodipine oral tablet 2.5 mg, 5 mg Non-Formulary QL (1 tablet per 1 day)

LOTREL ORAL CAPSULE 10-20 MG, 10-40

MG, 5-10 MG, 5-20 MG Non-Formulary

matzim la oral tablet extended release 24 hr 180 mg,

240 mg, 360 mg, 420 mg e MDL

MATZIM LA ORAL TABLET EXTENDED
Non-Formulary

RELEASE 24 HR 300 MG

nicardipine oral capsule 20 mg, 30 mg 1A MDL

nifedipine oral capsule 10 mg, 20 mg 1A MDL

nifedipine oral tablet extended release 24hr 30 mg, 1A

90 mg

nifedipine oral tablet extended release 24hr 60 mg 1A QL (3 tablets per 1 day)
nifedipine oral tablet extended release 30 mg 1A MDL

nifedipine oral tablet extended release 60 mg, 90 mg 1A MDL; QL (3 tablets per 1 day)
nimodipine oral capsule 30 mg 1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

nisoldipine oral tablet extended release 24 hr 17 mg,
20 mg, 25.5 mg, 30 mg, 34 mg, 40 mg, 8.5 mg

Non-Formulary

NORVASC ORAL TABLET 10 MG, 2.5 MG, §
MG

Non-Formulary

olmesartan-amlodipin-hcthiazid oral tablet 20-5-12.5
mg, 40-10-12.5 mg, 40-10-25 mg, 40-5-25 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

olmesartan-amlodipin-hcthiazid oral tablet 40-5-12.5
mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

PROCARDIA XL ORAL TABLET EXTENDED
RELEASE 24HR 30 MG, 60 MG, 90 MG

Non-Formulary

SULAR ORAL TABLET EXTENDED
RELEASE 24 HR 17 MG, 34 MG, 8.5 MG

Non-Formulary

taztia xt oral capsule,extended release 24 hr 120 mg,
180 mg, 240 mg, 300 mg, 360 mg

1A

telmisartan-amlodipine oral tablet 40-10 mg, 40-5
mg, 80-10 mg, 80-5 mg

1A

TIAZAC ORAL CAPSULE.EXTENDED
RELEASE 24 HR 120 MG, 180 MG, 240 MG, 300
MG, 360 MG, 420 MG

Non-Formulary

trandolapril-verapamil oral tablet, ir - er, biphasic

180 mg, 240 mg, 360 mg

24hr 1-240 mg, 2-180 mg, 2-240 mg, 4-240 mg a3 MDL
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 Non-Formulary

MG

TWYNSTA ORAL TABLET 40-10 MG, 40-5 Non-Formular

MG, 80-10 MG, 80-5 MG R

verapamil oral capsule, 24 hr er pellet ct 100 mg, 200 Nioa o £

mg, 300 mg

verapamil oral capsule,ext rel. pellets 24 hr 120 mg, 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction

130




DRUG NAME DRUG TIER NOTES

verapamil oral tablet 120 mg, 40 mg, 80 mg 1 MDL

verapamil oral tablet extended release 120 mg, 180

mg, 240 mg 2 MDL

Calcium-Channel Blocking Agents(Hypoten)

CALAN SR ORAL TABLET EXTENDED

RELEASE 120 MG Non-Formulary

CARDIZEM CD ORAL
CAPSULE.EXTENDED RELEASE 24HR 120 Non-Formulary QL (Quantity Limits Apply)
MG, 180 MG, 240 MG, 300 MG, 360 MG

CARDIZEM LA ORAL TABLET EXTENDED

RELEASE 24 HR 120 MG Non-Formulary QL (Quantity Limits Apply)

CARDIZEM LA ORAL TABLET EXTENDED
RELEASE 24 HR 180 MG, 240 MG, 300 MG, 360 Non-Formulary

MG, 420 MG
CARDIZEM ORAL TABLET 120 MG, 30 MG,

Non-Formulary
60 MG
CARTIA XT ORAL CAPSULE,EXTENDED
RELEASE 24HR 120 MG, 180 MG, 240 MG, 300 1 MDL
MG
diltiazem hcl oral capsule,ext.rel 24h degradable 120 A MDL
mg, 180 mg, 240 mg
diltiazem hcl oral capsule,extended release 12 hr 120 1A MDL
mg, 60 mg, 90 mg
diltiazem hcl oral capsule,extended release 24 hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg
diltiazem hcl oral capsule,extended release 24hr 120 A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg
diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 1A MDL
mg
diltiazem hel oral tablet extended release 24 hr 180 1A MDL
mg, 240 mg, 300 mg, 360 mg, 420 mg
dilt-xr oral capsule,ext.rel 24h degradable 120 mg, 1A MDL

180 mg, 240 mg

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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mg, 240 mg

DRUG NAME DRUG TIER NOTES
matzim la oral tablet extended release 24 hr 180 mg,

240 mg, 360 mg, 420 mg S MDL
MATZIM LA ORAL TABLET EXTENDED Non-Formular

RELEASE 24 HR 300 MG R

taztia xt oral capsule,extended release 24 hr 120 mg, 1A

180 mg, 240 mg, 300 mg, 360 mg

TIAZAC ORAL CAPSULE,EXTENDED

RELEASE 24 HR 120 MG, 180 MG, 240 MG, 300 Non-Formulary

MG, 360 MG, 420 MG

verapamil oral capsule, 24 hr er pellet ct 100 mg, 200 N et il

mg, 300 mg

verapamil oral capsule,ext rel. pellets 24 hr 120 mg,

180 mg, 240 mg, 360 mg 1A MDL
verapamil oral tablet 120 mg, 40 mg, 80 mg 1 MDL
verapamil oral tablet extended release 120 mg, 180 1A MDL

Calcium-Channel Blocking Agents, Misc.

CALAN SR ORAL TABLET EXTENDED
RELEASE 120 MG

Non-Formulary

CARDIZEM CD ORAL
CAPSULE,EXTENDED RELEASE 24HR 120
MG, 180 MG, 240 MG, 300 MG, 360 MG

Non-Formulary

QL (Quantity Limits Apply)

CARDIZEM LA ORAL TABLET EXTENDED
RELEASE 24 HR 120 MG

Non-Formulary

QL (Quantity Limits Apply)

CARDIZEM LA ORAL TABLET EXTENDED
RELEASE 24 HR 180 MG, 240 MG, 300 MG, 360
MG, 420 MG

Non-Formulary

CARDIZEM ORAL TABLET 120 MG, 30 MG,
60 MG

Non-Formulary

CARTIA XT ORAL CAPSULE,EXTENDED

mg, 180 mg, 240 mg

RELEASE 24HR 120 MG, 180 MG, 240 MG, 300 1 MDL
MG
diltiazem hcl oral capsule,ext.rel 24h degradable 120 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

diltiazem hcl oral capsule,extended release 12 hr 120

mg, 60 mg, 90 mg S MDL
diltiazem hcl oral capsule,extended release 24 hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl oral capsule,extended release 24hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 1A MDL
mg

diltiazem hcl oral tablet extended release 24 hr 180 1A MDL
mg, 240 mg, 300 mg, 360 mg, 420 mg

dilt-xr oral capsule,ext.rel 24h degradable 120 mg, 1A MDL
180 mg, 240 mg

matzim la oral tablet extended release 24 hr 180 mg, A MDL

240 mg, 360 mg, 420 mg

MATZIM LA ORAL TABLET EXTENDED

RELEASE 24 HR 300 MG Non-Formulary

taztia xt oral capsule,extended release 24 hr 120 mg,

180 mg, 240 mg, 300 mg, 360 mg 1A

TIAZAC ORAL CAPSULE.EXTENDED
RELEASE 24 HR 120 MG, 180 MG, 240 MG, 300 Non-Formulary
MG, 360 MG, 420 MG

trandolapril-verapamil oral tablet, ir - er, biphasic

24hr 1-240 mg, 2-180 mg, 2-240 mg, 4-240 mg 1A MDL

verapamil oral capsule, 24 hr er pellet ct 100 mg, 200 NG

mg, 300 mg

}zgroaij;ﬂzl;or% ;aggbotl}e?:l th rel. pellets 24 hr 120 mg, A MDL
verapamil oral tablet 120 mg, 40 mg, 80 mg 1 MDL
verapamil oral tablet extended release 120 mg, 180 1A MDL
mg, 240 mg

Carbonic Anhydrase Inhibitors(Hypoten)

acetazolamide oral capsule, extended release 500 mg 1A MDL
acetazolamide oral tablet 125 mg, 250 mg 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

Cardiac Drugs, Miscellaneous

CAMZYOS ORAL CAPSULE 10 MG, 15 MG,
2.5MG, 5MG

4A

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; upto a
30 day supply per fill); QL (1
capsule per 1 day)

CORLANOR ORAL SOLUTION 5 MG/5 ML

Non-Formulary

QL (Quantity Limits Apply)

CORLANOR ORAL TABLET 5 MG, 7.5 MG 3 PA; QL (2 tablets per 1 day)
ranolazine oral tablet extended release 12 hr 1,000 ]
mg, 500 mg 1A MDL; QL (2 tablets per 1 day)
Cardiotonic Agents
digitek oral tablet 125 mcg (0.125 mg), 250 mcg
1A
(0.25 mg)
digox oral tablet 125 mcg (0.125 mg), 250 mcg
1A
(0.25 mg)
digoxin (bulk) powder 100 % 3
digoxin injection solution 250 mcgiml (0.25 mgiml) BB
digoxin oral solution 50 mcgiml (0.05 mgiml) 1A MDL
digoxin oral tablet 125 mcg (0.125 mg), 250 mcg 1A MDL
(0.25 mg)
dobutamine intravenous solution 250 mgl20 ml (12.5 7
mglml)
LANOXIN ORAL TABLET 125 MCG (0.125
MGQG), 250 MCG (0.25 MGQG), 62.5 MCG (0.0625 2
MGQG)
milrinone intravenous solution 1 mglml 7

Central Alpha-Agonists

CATAPRES-TTS-1 TRANSDERMAL PATCH
WEEKLY 0.1 MG/24 HR

Non-Formulary

CATAPRES-TTS-2 TRANSDERMAL PATCH
WEEKLY 0.2 MG/24 HR

Non-Formulary

CATAPRES-TTS-3 TRANSDERMAL PATCH
WEEKLY 0.3 MG/24 HR

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

clonidine hcl oral tablet 0.1 mg, 0.2 mg, 0.3 mg 1 MDL

clonidine hcl oral tablet extended release 12 hr 0.1 1A MDL

mg

clonidine transdermal patch weekly 0.1 mgl24 hr, 0.2 )

mgl24 hr, 0.3 mgl24 hr 1A MDL; QL (4 patches per 28 days)
guanfacine oral tablet 1 mg, 2 mg 1A MDL

guanfacine oral tablet extended release 24 hr 1 mg, 2 1A MDL: QL (1 tablet per 1 day)

mg, 3 mg, 4 mg

INTUNIV ER ORAL TABLET EXTENDED

RELEASE 24 HR 1 MG, 2 MG, 3 MG, 4 MG Non-Formulary QL (1 tablet per 1 day)

KAPVAY ORAL TABLET EXTENDED

RELEASE 12 HR 0.1 MG Non-Formulary

methyldopa oral tablet 250 mg, 500 mg 1A
methyldopa-hydrochlorothiazide oral tablet 250-15
1A
mg, 250-25 mg
Cholesterol Absorption Inhibitors
ezetimibe oral tablet 10 mg 1A MDL; QL (1 tablet per 1 day)

ezetimibe-simvastatin oral tablet 10-10 mg, 10-20

mg, 10-40 mg, 10-80 mg 1A MDL; QL (30 tablets per 30 days)

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

NEXLIZET ORAL TABLET 180-10 MG 4A 30 day supply per fill): QL (1 tablet
per 1 day)

VYTORIN 10-10 ORAL TABLET 10-10 MG Non-Formulary QL (30 tablets per 30 days)

VYTORIN 10-20 ORAL TABLET 10-20 MG Non-Formulary QL (30 tablets per 30 days)

VYTORIN 10-40 ORAL TABLET 10-40 MG Non-Formulary QL (30 tablets per 30 days)

VYTORIN 10-80 ORAL TABLET 10-80 MG Non-Formulary QL (30 tablets per 30 days)

Class Ia Antiarrhythmics

disopyramide phosphate oral capsule 100 mg, 150 mg 1A

NORPACE CR ORAL CAPSULE, EXTENDED )

RELEASE 100 MG, 150 MG

NORPACE ORAL CAPSULE 100 MG, 150 MG Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

quinidine gluconate oral tablet extended release 324

1A
mg
quinidine sulfate oral tablet 200 mg, 300 mg 1A
Class Ib Antiarrhythmics
DILANTIN EXTENDED ORAL CAPSULE 100

2 MDL
MG
DILANTIN INFATABS ORAL Non-Formular
TABLET,CHEWABLE 50 MG e
DILANTIN KAPSEAL ORAL CAPSULE 100 )
MG
DILANTIN ORAL CAPSULE 30 MG 2 MDL
DILANTIN-125 ORAL SUSPENSION 125 MG/5

Non-Formulary

ML
mexiletine oral capsule 150 mg 1A MDL
mexiletine oral capsule 200 mg, 250 mg 1A MDL; QL (3 capsules per 1 day)
PHENYTEK ORAL CAPSULE 200 MG, 300 )
MG
phenytoin oral suspension 100 mgl4 ml, 125 mgl5 ml 1A MDL
phenytoin oral tablet,chewable 50 mg 1A MDL
phenytoin sodium extended oral capsule 100 mg, 200 A MDL

mg, 300 mg

Class Ic Antiarrhythmics

flecainide oral tablet 100 mg, 150 mg, 50 mg 1A MDL

propafenone oral capsule,extended release 12 hr 225

mg, 325 mg, 425 mg 1A MDL; QL (2 capsules per 1 day)

propafenone oral tablet 150 mg, 225 mg, 300 mg 1A MDL

RYTHMOL SR ORAL CAPSULE,EXTENDED

RELEASE 12 HR 225 MG, 325 MG, 425 MG eI Em 211y QL (2 capsules per 1 day)

Class Ii Antiarrhythmics

acebutolol oral capsule 200 mg, 400 mg 1A MDL

atenolol oral tablet 100 mg, 25 mg, 50 mg 1 MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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carvedilol phosphate oral capsule, er multiphase 24
hr 10 mg, 20 mg, 40 mg

Non-Formulary

DRUG NAME DRUG TIER NOTES
atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 1A MDL
mg
BETAPACE AF ORAL TABLET 120 MG, 160 Non-Formular
MG, 80 MG R
BETAPACE ORAL TABLET 120 MG, 160 MG,

Non-Formulary
80 MG
betaxolol oral tablet 10 mg, 20 mg 1A MDL
bisoprolol fumarate oral tablet 10 mg, 5 mg 1A MDL
bisoprolol-hydrochlorothiazide oral tablet 10-6.25 1 MDL
mg, 2.5-6.25 mg, 5-6.25 mg
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 1 MDL
mg

TF (FOR NEW TO HAP

MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

carvedilol phosphate oral capsule, er multiphase 24
hr 80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

COREG CR ORAL CAPSULE, ER
MULTIPHASE 24 HR 10 MG, 20 MG, 40 MG,
80 MG

Non-Formulary

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125
MG, 6.25 MG

Non-Formulary

CORGARD ORAL TABLET 20 MG, 40 MG, 80
MG

Non-Formulary

HEMANGEOL ORAL SOLUTION 4.28 MG/ML

Non-Formulary

SP (Dispensed by Maxor Specialty
Pharmacy (866) 629-6779; up to a
30 day supply per fill)

INDERAL LA ORAL CAPSULE.EXTENDED
RELEASE 24 HR 120 MG, 160 MG, 60 MG, 80
MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
INDERAL XL ORAL CAPSULE,EXTENDED Non-Formular
RELEASE 24HR 120 MG, 80 MG PHETRIIE
labetalol oral tablet 100 mg, 200 mg, 300 mg 1A MDL
LOPRESSOR ORAL TABLET 100 MG, 50 MG Non-Formulary
metoprolol succinate oral tablet extended release 24
hr 100 mg, 200 mg, 25 mg, 50 mg EA MDL
metoprolol ta-hydrochlorothiaz oral tablet 100-25
mg, 100-50 mg, 50-25 mg A MDL
metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 1 MDL
mg, 50 mg
metoprolol tartrate oral tablet 75 mg 1A MDL
nadolol oral tablet 20 mg, 40 mg, 80 mg 1A MDL
pindolol oral tablet 10 mg, 5 mg 1A MDL
propranolol oral capsule,extended release 24 hr 120
mg, 160 mg, 60 mg, 80 mg S MDL
propranolol oral solution 20 mgl5 ml (4 mgiml), 40 1A MDL
mgl5 ml (8 mgiml)
propranolol oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 1A MDL
80 mg
propranolol-hydrochlorothiazid oral tablet 40-25 mg, 1A
80-25 mg
SOTALOL AF ORAL TABLET 120 MG, 80 MG 1 MDL
sotalol af oral tablet 160 mg 1A MDL
sotalol oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1A MDL
TENORETIC 100 ORAL TABLET 100-25 MG Non-Formulary
TENORETIC 50 ORAL TABLET 50-25 MG Non-Formulary
TENORMIN ORAL TABLET 100 MG, 25 MG,

Non-Formulary
50 MG
timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1A MDL
TOPROL XL ORAL TABLET EXTENDED
RELEASE 24 HR 100 MG, 200 MG, 25 MG, 50 Non-Formulary
MG

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

Class lii Antiarrhythmics

amiodarone oral tablet 100 mg, 200 mg, 400 mg 1A MDL
BETAPACE AF ORAL TABLET 120 MG, 160 Non-Formular
MG, 80 MG y
BETAPACE ORAL TABLET 120 MG, 160 MG,
Non-Formulary
80 MG
dofetilide oral capsule 125 mcg, 250 mcg, 500 mcg 1A MDL; QL (4 capsules per 1 day)
MULTAQ ORAL TABLET 400 MG 2 MDL; QL (2 tablets per 1 day)
pacerone oral tablet 100 mg, 200 mg, 400 mg 1A MDL
SOTALOL AF ORAL TABLET 120 MG, 80 MG 1 MDL
sotalol af oral tablet 160 mg 1A MDL
sotalol oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1A MDL

TIKOSYN ORAL CAPSULE 125 MCG, 250

MCG, 500 MCG Non-Formulary QL (4 capsules per 1 day)

Class Iv Antiarrhythmics

CALAN SR ORAL TABLET EXTENDED

RELEASE 120 MG Non-Formulary

CARDIZEM CD ORAL
CAPSULE,EXTENDED RELEASE 24HR 120 Non-Formulary QL (Quantity Limits Apply)
MG, 180 MG, 240 MG, 300 MG, 360 MG

CARDIZEM LA ORAL TABLET EXTENDED

RELEASE 24 HR 120 MG Non-Formulary QL (Quantity Limits Apply)

CARDIZEM LA ORAL TABLET EXTENDED
RELEASE 24 HR 180 MG, 240 MG, 300 MG, 360 Non-Formulary
MG, 420 MG

CARDIZEM ORAL TABLET 120 MG, 30 MG,

60 MG Non-Formulary

CARTIA XT ORAL CAPSULE,EXTENDED
RELEASE 24HR 120 MG, 180 MG, 240 MG, 300 1 MDL
MG

diltiazem hcl oral capsule,ext.rel 24h degradable 120

mg, 180 mg, 240 mg 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

diltiazem hcl oral capsule,extended release 12 hr 120

mg, 60 mg, 90 mg S MDL
diltiazem hcl oral capsule,extended release 24 hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl oral capsule,extended release 24hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 1A MDL
mg

diltiazem hcl oral tablet extended release 24 hr 180 1A MDL
mg, 240 mg, 300 mg, 360 mg, 420 mg

dilt-xr oral capsule,ext.rel 24h degradable 120 mg, 1A MDL
180 mg, 240 mg

matzim la oral tablet extended release 24 hr 180 mg, A MDL

240 mg, 360 mg, 420 mg

MATZIM LA ORAL TABLET EXTENDED

RELEASE 24 HR 300 MG Non-Formulary

taztia xt oral capsule,extended release 24 hr 120 mg,

180 mg, 240 mg, 300 mg, 360 mg 1A

TIAZAC ORAL CAPSULE.EXTENDED
RELEASE 24 HR 120 MG, 180 MG, 240 MG, 300 Non-Formulary
MG, 360 MG, 420 MG

verapamil oral capsule, 24 hr er pellet ct 100 mg, 200 N et il

mg, 300 mg

;;};)a];;z;fzzzljor% ;ag;gl}e;; th rel. pellets 24 hr 120 mg, 1A MDL
verapamil oral tablet 120 mg, 40 mg, 80 mg 1 MDL
verapamil oral tablet extended release 120 mg, 180 1A MDL
mg, 240 mg

Dihydropyridines

amlodipine oral tablet 10 mg, 2.5 mg, 5 mg 1 MDL

TF (FOR NEW TO HAP

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- Non-Formulary
40 mg, 5-10 mg, 5-20 mg, 5-40 mg, 5-80 mg

MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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mg

DRUG NAME DRUG TIER NOTES
amlodipine-benazepril oral capsule 10-20 mg, 10-40 1A MDL

mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg

amlodipine-olmesartan oral tablet 10-20 mg, 10-40 ]

mg, 5-20 mg, 5-40 mg 1A MDL; QL (1 tablet per 1 day)
amlodipine-valsartan oral tablet 10-160 mg, 10-320 )

mg, 5-160 mg, 5-320 mg 1A MDL; QL (2 tablets per 1 day)
amlodipine-valsartan-hcthiazid oral tablet 10-160-

12.5 mg, 10-160-25 mg, 10-320-25 mg, 5-160-12.5 1A

mg

amlodipine-valsartan-hcthiazid oral tablet 5-160-25 1A QL (2 tablets per 1 day)

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

Non-Formulary

CADUET ORAL TABLET 10-10 MG, 10-20 MG,
10-40 MG, 10-80 MG, 5-10 MG, 5-20 MG, 5-40
MG, 5-80 MG

Non-Formulary

QL (Quantity Limits Apply)

CONJUPRI ORAL TABLET 2.5 MG, 5 MG

Non-Formulary

QL (1 tablet per 1 day)

CONSENSI ORAL TABLET 10-200 MG, 2.5-200
MG, 5-200 MG

Non-Formulary

QL (Quantity Limits Apply)

EXFORGE HCT ORAL TABLET 10-160-12.5
MG, 10-160-25 MG, 10-320-25 MG, 5-160-12.5
MG

Non-Formulary

EXFORGE HCT ORAL TABLET 5-160-25 MG

Non-Formulary

QL (2 tablets per 1 day)

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

Non-Formulary

QL (2 tablets per 1 day)

felodipine oral tablet extended release 24 hr 10 mg,
2.5mg, 5mg

1A

MDL

isradipine oral capsule 2.5 mg, 5 mg

1A

MDL

KATERZIA ORAL SUSPENSION 1 MG/ML

Non-Formulary

levamlodipine oral tablet 2.5 mg, 5 mg

Non-Formulary

QL (1 tablet per 1 day)

LOTREL ORAL CAPSULE 10-20 MG, 10-40
MG, 5-10 MG, 5-20 MG

Non-Formulary

nicardipine oral capsule 20 mg, 30 mg

1A

MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

nifedipine oral capsule 10 mg, 20 mg 1A MDL

nifedipine oral tablet extended release 24hr 30 mg, 1A

90 mg

nifedipine oral tablet extended release 24hr 60 mg 1A QL (3 tablets per 1 day)
nifedipine oral tablet extended release 30 mg 1A MDL

nifedipine oral tablet extended release 60 mg, 90 mg 1A MDL; QL (3 tablets per 1 day)
nimodipine oral capsule 30 mg 1A

nisoldipine oral tablet extended release 24 hr 17 mg,
20 mg, 25.5 mg, 30 mg, 34 mg, 40 mg, 8.5 mg

Non-Formulary

NORVASC ORAL TABLET 10 MG, 2.5 MG, 5
MG

Non-Formulary

olmesartan-amlodipin-hcthiazid oral tablet 20-5-12.5
mg, 40-10-12.5 mg, 40-10-25 mg, 40-5-25 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

olmesartan-amlodipin-hcthiazid oral tablet 40-5-12.5
mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

PROCARDIA XL ORAL TABLET EXTENDED
RELEASE 24HR 30 MG, 60 MG, 90 MG

Non-Formulary

SULAR ORAL TABLET EXTENDED
RELEASE 24 HR 17 MG, 34 MG, 8.5 MG

Non-Formulary

telmisartan-amlodipine oral tablet 40-10 mg, 40-5
mg, 80-10 mg, 80-5 mg

1A

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

Non-Formulary

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

Non-Formulary

Dihydropyridines (Antihypertensive)

amlodipine oral tablet 10 mg, 2.5 mg, 5 mg

MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

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 mg, 5-40 mg, 5-80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

amlodipine-benazepril oral capsule 10-20 mg, 10-40

mg

mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg 5 MDL

amlodipine-olmesartan oral tablet 10-20 mg, 10-40 )

mg, 5-20 mg, 5-40 mg 1A MDL; QL (1 tablet per 1 day)
amlodipine-valsartan oral tablet 10-160 mg, 10-320 )

mg, 5-160 mg, 5-320 mg 1A MDL; QL (2 tablets per 1 day)
amlodipine-valsartan-hcthiazid oral tablet 10-160-

12.5 mg, 10-160-25 mg, 10-320-25 mg, 5-160-12.5 1A

mg

amlodipine-valsartan-hcthiazid oral tablet 5-160-25 1A QL (2 tablets per 1 day)

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

Non-Formulary

CADUET ORAL TABLET 10-10 MG, 10-20 MG,
10-40 MG, 10-80 MG, 5-10 MG, 5-20 MG, 5-40
MG, 5-80 MG

Non-Formulary

QL (Quantity Limits Apply)

CONJUPRI ORAL TABLET 2.5 MG, 5 MG

Non-Formulary

QL (1 tablet 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

Non-Formulary

EXFORGE HCT ORAL TABLET 5-160-25 MG

Non-Formulary

QL (2 tablets per 1 day)

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

Non-Formulary

QL (2 tablets per 1 day)

felodipine oral tablet extended release 24 hr 10 mg,
2.5mg, 5mg

1A

MDL

isradipine oral capsule 2.5 mg, 5 mg

1A

MDL

KATERZIA ORAL SUSPENSION 1 MG/ML

Non-Formulary

levamlodipine oral tablet 2.5 mg, 5 mg

Non-Formulary

QL (1 tablet per 1 day)

LOTREL ORAL CAPSULE 10-20 MG, 10-40
MG, 5-10 MG, 5-20 MG

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

nicardipine oral capsule 20 mg, 30 mg 1A MDL

nifedipine oral capsule 10 mg, 20 mg 1A MDL

nifedipine oral tablet extended release 24hr 30 mg, 1A

90 mg

nifedipine oral tablet extended release 24hr 60 mg 1A QL (3 tablets per 1 day)
nifedipine oral tablet extended release 30 mg 1A MDL

nifedipine oral tablet extended release 60 mg, 90 mg 1A MDL; QL (3 tablets per 1 day)
nimodipine oral capsule 30 mg 1A

nisoldipine oral tablet extended release 24 hr 17 mg,
20 mg, 25.5 mg, 30 mg, 34 mg, 40 mg, 8.5 mg

Non-Formulary

NORLIQVA ORAL SOLUTION 1 MG/ML

Non-Formulary

NORVASC ORAL TABLET 10 MG, 2.5 MG, 5
MG

Non-Formulary

olmesartan-amlodipin-hcthiazid oral tablet 20-5-12.5
mg, 40-10-12.5 mg, 40-10-25 mg, 40-5-25 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

olmesartan-amlodipin-hcthiazid oral tablet 40-5-12.5
mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

PROCARDIA XL ORAL TABLET EXTENDED
RELEASE 24HR 30 MG, 60 MG, 90 MG

Non-Formulary

SULAR ORAL TABLET EXTENDED
RELEASE 24 HR 17 MG, 34 MG, 8.5 MG

Non-Formulary

telmisartan-amlodipine oral tablet 40-10 mg, 40-5
mg, 80-10 mg, 80-5 mg

1A

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

Non-Formulary

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

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

Direct Vasodilators

BIDIL ORAL TABLET 20-37.5 MG

Non-Formulary

QL (3 Tablets per 1 day)

hydralazine oral tablet 10 mg, 100 mg, 25 mg, 50 mg

1

MDL

isosorbide-hydralazine oral tablet 20-37.5 mg

Non-Formulary

200 mg, 43 mg, 67 mg

minoxidil oral tablet 10 mg, 2.5 mg 1A MDL
Diuretics, Miscellaneous (Hypotensive)

ELIXOPHYLLIN ORAL ELIXIR 80 MG/15 ML 2

THEO-24 ORAL CAPSULE,EXTENDED

RELEASE 24HR 100 MG, 200 MG, 300 MG, 400 3 MDL
MG

theophylline oral elixir 80 mgl15 ml 1A

theophylline oral solution 80 mg/15 ml 1A

theophylline oral tablet extended release 12 hr 300 1A MDL
mg, 450 mg

theophylline oral tablet extended release 24 hr 400 1A MDL
mg, 600 mg

Fibric Acid Derivatives

fenofibrate micronized oral capsule 130 mg, 134 mg, 1A MDL: QL (1 capsule per 1 day)

fenofibrate micronized oral capsule 90 mg

Non-Formulary

fenofibrate nanocrystallized oral tablet 145 mg, 48

g 1A MDL; QL (I tablet per 1 day)
fenofibrate oral capsule 150 mg, 50 mg 1A MDL; QL (1 capsule per 1 day)
fenofibrate oral tablet 120 mg, 40 mg Non-Formulary QL (1 tablet per 1 day)
fenofibrate oral tablet 160 mg, 54 mg 1A MDL; QL (1 tablet per 1 day)
fenofibric acid (choline) oral capsule,delayed 1A

release(drlec) 135 mg, 45 mg

fenofibric acid oral tablet 105 mg, 35 mg 1A

FENOGLIDE ORAL TABLET 120 MG, 40 MG Non-Formulary QL (1 tablet per 1 day)
gemfibrozil oral tablet 600 mg 1A MDL

LIPOFEN ORAL CAPSULE 150 MG, 50 MG

Non-Formulary

QL (1 capsule per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

LOPID ORAL TABLET 600 MG

Non-Formulary

TRICOR ORAL TABLET 145 MG, 48 MG

Non-Formulary

QL (1 tablet per 1 day)

TRILIPIX ORAL CAPSULE,DELAYED
RELEASE(DR/EC) 135 MG, 45 MG

Non-Formulary

Hmg-Coa Reductase Inhibitors

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 mg, 5-40 mg, 5-80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

atorvastatin oral tablet 10 mg, 20 mg, 40 mg, 80 mg

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans); MDL

CADUET ORAL TABLET 10-10 MG, 10-20 MG,
10-40 MG, 10-80 MG, 5-10 MG, 5-20 MG, 5-40
MG, 5-80 MG

Non-Formulary

QL (Quantity Limits Apply)

CRESTOR ORAL TABLET 10 MG, 20 MG, 40
MG, 5 MG

Non-Formulary

QL (1 tablet per 1 day)

ezetimibe-simvastatin oral tablet 10-10 mg, 10-20
mg, 10-40 mg, 10-80 mg

1A

MDL; QL (30 tablets per 30 days)

FLOLIPID ORAL SUSPENSION 20 MG/5 ML
(4 MG/ML), 40 MG/5 ML (8 MG/ML)

Non-Formulary

QL (Quantity Limits Apply)

fluvastatin oral capsule 20 mg, 40 mg

Non-Formulary

fluvastatin oral tablet extended release 24 hr 80 mg

Non-Formulary

LESCOL XL ORAL TABLET EXTENDED
RELEASE 24 HR 80 MG

Non-Formulary

QL (30 tablets per 30 days)

LIPITOR ORAL TABLET 10 MG, 20 MG, 40
MG, 80 MG

Non-Formulary

LIVALO ORAL TABLET 1 MG, 2 MG, 4 MG

Non-Formulary

QL (Quantity Limits Apply); TF
(FOR NEW TO HAP MEMBERS
ONLY: One 30 day fill in the first
90 days of enrolling with HAP.)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
HCR (Must meet ACA criteria and
lovastatin oral tablet 10 mg, 20 mg, 40 mg 1A plan limits for zero cost share; ACA

preventive benefit does not apply to
Grandfathered Plans); MDL

pitavastatin calcium oral tablet 1 mg, 2 mg, 4 mg

Non-Formulary

QL (1 Tablet per 1 day)

pravastatin oral tablet 10 mg, 20 mg, 40 mg, 80 mg

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans); MDL

rosuvastatin oral tablet 10 mg, 20 mg, 40 mg, 5 mg

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans); MDL; QL (1
tablet per 1 day)

simvastatin oral tablet 10 mg, 20 mg, 40 mg, 5 mg,
80 mg

1A

HCR (Must meet ACA criteria and
plan limits for zero cost share; ACA
preventive benefit does not apply to
Grandfathered Plans); MDL

VYTORIN 10-10 ORAL TABLET 10-10 MG

Non-Formulary

QL (30 tablets per 30 days)

VYTORIN 10-20 ORAL TABLET 10-20 MG

Non-Formulary

QL (30 tablets per 30 days)

VYTORIN 10-40 ORAL TABLET 10-40 MG

Non-Formulary

QL (30 tablets per 30 days)

VYTORIN 10-80 ORAL TABLET 10-80 MG

Non-Formulary

QL (30 tablets per 30 days)

ZOCOR ORAL TABLET 10 MG, 20 MG, 40 MG

Non-Formulary

ZYPITAMAG ORAL TABLET 2 MG, 4 MG

Non-Formulary

QL (Quantity Limits Apply)

Hypotensive Agents, Miscellaneous

mg, 5-160 mg, 5-320 mg

acebutolol oral capsule 200 mg, 400 mg 1A MDL

amlodipine oral tablet 10 mg, 2.5 mg, 5 mg 1 MDL

amlodipine-benazepril oral capsule 10-20 mg, 10-40 1A MDL

mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg

amlodipine-olmesartan oral tablet 10-20 mg, 10-40 )

mg, 5-20 mg, 5-40 mg 1A MDL; QL (1 tablet per 1 day)
amlodipine-valsartan oral tablet 10-160 mg, 10-320 1A MDL: QL (2 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

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

Non-Formulary

BETAPACE AF ORAL TABLET 120 MG, 160
MG, 80 MG

Non-Formulary

BETAPACE ORAL TABLET 120 MG, 160 MG,
80 MG

Non-Formulary

betaxolol oral tablet 10 mg, 20 mg

1A

MDL

CARDURA ORAL TABLET 1 MG, 2 MG, 4
MG, 8§ MG

Non-Formulary

CARDURA XL ORAL TABLET EXTENDED
RELEASE 24HR 4 MG, 8§ MG

QL (1 tablet per 1 day)

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25
mg

MDL

carvedilol phosphate oral capsule, er multiphase 24
hr 10 mg, 20 mg, 40 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

carvedilol phosphate oral capsule, er multiphase 24
hr 80 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

CONJUPRI ORAL TABLET 2.5 MG, 5 MG

Non-Formulary

QL (1 tablet per 1 day)

COREG CR ORAL CAPSULE, ER
MULTIPHASE 24 HR 10 MG, 20 MG, 40 MG,
80 MG

Non-Formulary

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125
MG, 6.25 MG

Non-Formulary

DIBENZYLINE ORAL CAPSULE 10 MG

Non-Formulary

doxazosin oral tablet 1 mg, 2 mg, 4 mg, 8§ mg

1A

MDL

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

Non-Formulary

QL (2 tablets per 1 day)

felodipine oral tablet extended release 24 hr 10 mg,
2.5mg, 5mg

1A

MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

HEMANGEOL ORAL SOLUTION 4.28 MG/ML

Non-Formulary

SP (Dispensed by Maxor Specialty
Pharmacy (866) 629-6779; up to a

30 day supply per fill)
INDERAL LA ORAL CAPSULE,EXTENDED
RELEASE 24 HR 120 MG, 160 MG, 60 MG, 80 Non-Formulary
MG
INDERAL XL ORAL CAPSULE,EXTENDED Non-E I
RELEASE 24HR 120 MG, 80 MG on-tormuiary
isradipine oral capsule 2.5 mg, 5 mg 1A MDL

KATERZIA ORAL SUSPENSION 1 MG/ML

Non-Formulary

levamlodipine oral tablet 2.5 mg, 5 mg

Non-Formulary

QL (1 tablet per 1 day)

LOTREL ORAL CAPSULE 10-20 MG, 10-40
MG, 5-10 MG, 5-20 MG

Non-Formulary

nicardipine oral capsule 20 mg, 30 mg 1A MDL

nifedipine oral capsule 10 mg, 20 mg 1A MDL

nifedipine oral tablet extended release 24hr 30 mg, 1A

90 mg

nifedipine oral tablet extended release 24hr 60 mg 1A QL (3 tablets per 1 day)
nifedipine oral tablet extended release 30 mg 1A MDL

nifedipine oral tablet extended release 60 mg, 90 mg 1A MDL; QL (3 tablets per 1 day)
nimodipine oral capsule 30 mg 1A

nisoldipine oral tablet extended release 24 hr 17 mg,
20 mg, 25.5 mg, 30 mg, 34 mg, 40 mg, 8.5 mg

Non-Formulary

NORVASC ORAL TABLET 10 MG, 2.5 MG, 5
MG

Non-Formulary

phenoxybenzamine (bulk) powder

Non-Formulary

phenoxybenzamine oral capsule 10 mg

Non-Formulary

mg, 160 mg, 60 mg, 80 mg

pindolol oral tablet 10 mg, 5 mg 1A MDL
PROCARDIA XL ORAL TABLET EXTENDED Non-Formular

RELEASE 24HR 30 MG, 60 MG, 90 MG y
propranolol oral capsule,extended release 24 hr 120 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
propranolol oral solution 20 mgl5 ml (4 mgiml), 40 1A MDL
mgl5 ml (8 mgiml)

propranolol oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 1A MDL

80 mg

SOTALOL AF ORAL TABLET 120 MG, 80 MG 1 MDL
sotalol af oral tablet 160 mg 1A MDL
sotalol oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1A MDL
SULAR ORAL TABLET EXTENDED Nl Flom

RELEASE 24 HR 17 MG, 34 MG, 8.5 MG

terazosin oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1 MDL
timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1A MDL
Loop Diuretics (Hypotensive Agents)

bumetanide oral tablet 0.5 mg, 1 mg, 2 mg 1A MDL
EDECRIN ORAL TABLET 25 MG Non-Formulary QL (480 tablets per 30 days)
ethacrynic acid oral tablet 25 mg 1A QL (2 tablets per 1 day)
furosemide oral solution 10 mgiml 1A MDL
furosemide oral solution 40 mgl5 ml (8 mglml) 1A

furosemide oral tablet 20 mg, 40 mg, 80 mg 1 MDL
LASIX ORAL TABLET 20 MG, 40 MG, 80 MG Non-Formulary

torsemide oral tablet 10 mg, 100 mg, 20 mg, 5 mg 1A MDL

Mineralocorticoid (Aldosterone) Antagnts

ALDACTONE ORAL TABLET 100 MG, 25 MG,
50 MG

Non-Formulary

CAROSPIR ORAL SUSPENSION 25 MG/5 ML

Non-Formulary

QL (15 ML per 1 day)

eplerenone oral tablet 25 mg, 50 mg 1A MDL

INSPRA ORAL TABLET 25 MG, 50 MG Non-Formulary

KERENDIA ORAL TABLET 10 MG, 20 MG 3 PA; QL (1 tablet per 1 day)
spironolactone oral tablet 100 mg, 25 mg, 50 mg 1 MDL
spironolacton-hydrochlorothiaz oral tablet 25-25 mg 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,

Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

Mineralocorticoid(Aldoster.)Antag(Hypot)

ALDACTONE ORAL TABLET 100 MG, 25 MG,
50 MG

Non-Formulary

CAROSPIR ORAL SUSPENSION 25 MG/5 ML

Non-Formulary

QL (15 ML per 1 day)

eplerenone oral tablet 25 mg, 50 mg 1A MDL

INSPRA ORAL TABLET 25 MG, 50 MG Non-Formulary

KERENDIA ORAL TABLET 10 MG, 20 MG 3 PA; QL (1 tablet per 1 day)
spironolactone oral tablet 100 mg, 25 mg, 50 mg 1 MDL
spironolacton-hydrochlorothiaz oral tablet 25-25 mg 1A MDL

Nitrates And Nitrites

BIDIL ORAL TABLET 20-37.5 MG

Non-Formulary

QL (3 Tablets per 1 day)

ISORDIL ORAL TABLET 40 MG

Non-Formulary

ISORDIL TITRADOSE ORAL TABLET 5 MG

Non-Formulary

isosorbide dinitrate oral tablet 10 mg, 20 mg, 30 mg,

0.6 mglhr

1A MDL
5 mg
isosorbide dinitrate oral tablet 40 mg 1A EQ;A;)MDL; QL (3 TABLET per I
isosorbide mononitrate oral tablet 10 mg, 20 mg 1A MDL
isosorbide mononitrate oral tablet extended release
24 hr 120 mg, 30 mg, 60 mg 1A MDL
isosorbide-hydralazine oral tablet 20-37.5 mg Non-Formulary
NITRO-BID TRANSDERMAL OINTMENT 2
v 3 MDL
NITRO-DUR TRANSDERMAL PATCH 24
HOUR 0.1 MG/HR, 0.2 MG/HR, 0.3 MG/HR, 0.4 2
MG/HR, 0.6 MG/HR, 0.8 MG/HR
nitroglycerin oral capsule, extended release 2.5 mg,
1A
6.5 mg, 9 mg
nitroglycerin sublingual tablet 0.3 mg, 0.4 mg, 0.6 1A MDL
mg
nitroglycerin transdermal patch 24 hour 0.1 mglhr, 1A QL (1 patch per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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mecglspray

DRUG NAME DRUG TIER NOTES

nitroglycerin transdermal patch 24 hour 0.2 mglhr, )

0.4 mglhr 1A MDL; QL (1 patch per 1 day)
nitroglycerin translingual spray,non-aerosol 400 1A

NITROLINGUAL TRANSLINGUAL
SPRAY,NON-AEROSOL 400 MCG/SPRAY

Non-Formulary

NITROSTAT SUBLINGUAL TABLET 0.3 MG,
0.4 MG, 0.6 MG

Non-Formulary

QL (Quantity Limits Apply)

nitro-time oral capsule, extended release 2.5 mg, 6.5

SYRINGE 140 MG/ML

1A MDL

mg, 9 mg
Pcsk9 Inhibitors

PA; SP (Dispensed by Pharmacy
PRALUENT PEN SUBCUTANEOUS PEN 4 Advantage: (800) 456-2112; up to a
INJECTOR 150 MG/ML, 75 MG/ML 30 day supply per fill); QL (2 ML

per 30 days)

PA; SP (Dispensed by Pharmacy
REPATHA PUSHTRONEX SUBCUTANEOUS 4 Advantage: (800) 456-2112; upto a
WEARABLE INJECTOR 420 MG/3.5 ML 30 day supply per fill); QL (3.5 ML

per 30 days)

PA; SP (Dispensed by Pharmacy
REPATHA SURECLICK SUBCUTANEOUS 4 Advantage: (800) 456-2112; up to a
PEN INJECTOR 140 MG/ML 30 day supply per fill); QL (2 ML

per 30 days)

PA; SP (Dispensed by Pharmacy
REPATHA SYRINGE SUBCUTANEOUS 4 Advantage: (800) 456-2112; upto a

30 day supply per fill); QL (2 ML
per 30 days)

Phosphodiesterase Type S Inhibitors

ADCIRCA ORAL TABLET 20 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (1 tablet
per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
SP (Dispensed by Pharmacy
ALYQ ORAL TABLET 20 MG T R < o vaniage: (800) 456-2112; up to a

30 day supply per fill); QL (1 tablet
per 1 day)

CIALIS ORAL TABLET 10 MG, 5 MG

Non-Formulary

QL (6 tablets per 30 days)

CIALIS ORAL TABLET 2.5 MG, 20 MG

Non-Formulary

cilostazol oral tablet 100 mg, 50 mg

1A

REVATIO ORAL SUSPENSION FOR
RECONSTITUTION 10 MG/ML

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

REVATIO ORAL TABLET 20 MG

Non-Formulary

sildenafil ( pulm.hypertension) oral suspension for
reconstitution 10 mglml

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

sildenafil ( pulm.hypertension) oral tablet 20 mg

1A

MDL; QL (30 tablets per 30 days)

sildenafil oral tablet 100 mg, 25 mg, 50 mg

1A

QL (6 tablets per 30 days)

STENDRA ORAL TABLET 100 MG, 200 MG,
50 MG

Non-Formulary

QL (Quantity Limits Apply)

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

tadalafil (pulm. hypertension) oral tablet 20 mg 4 30 day supply per fill): QL (1 tablet
per 1 day)
tadalafil oral tablet 10 mg, 5 mg 1A QL (6 tablets per 30 days)

tadalafil oral tablet 2.5 mg, 20 mg

Non-Formulary

vardenafil oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg

Non-Formulary

VIAGRA ORAL TABLET 100 MG, 25 MG, 50
MG

Non-Formulary

Potassium-Sparing Diuretics (Hypoten)

ALDACTONE ORAL TABLET 100 MG, 25 MG,

Non-Formulary

50 MG
amiloride oral tablet 5 mg 1A MDL
amiloride-hydrochlorothiazide oral tablet 5-50 mg 1 MDL

CAROSPIR ORAL SUSPENSION 25 MG/5 ML

Non-Formulary

QL (15 ML per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG, 150-25 MG, 300-12.5 MG, 300-25 MG

DRUG NAME DRUG TIER NOTES

DYRENIUM ORAL CAPSULE 100 MG, 50 MG Non-Formulary

eplerenone oral tablet 25 mg, 50 mg 1A MDL

INSPRA ORAL TABLET 25 MG, 50 MG Non-Formulary

MAXZIDE ORAL TABLET 75-50 MG Non-Formulary

MAXZIDE-25MG ORAL TABLET 37.5-25 MG Non-Formulary

spironolactone oral tablet 100 mg, 25 mg, 50 mg 1 MDL

spironolacton-hydrochlorothiaz oral tablet 25-25 mg 1A MDL

triamterene oral capsule 100 mg, 50 mg 1A MDL; QL (4 capsules per 1 day)

triamterene-hydrochlorothiazid oral capsule 37.5-25 1 MDL

mg

triamterene-hydrochlorothiazid oral tablet 37.5-25 1A MDL

mg, 75-50 mg

Renin Inhibitors
PA; TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill

aliskiren oral tablet 150 mg, 300 mg 1A in the first 90 days of enrolling with
HAP.); MDL; QL (1 tablet per 1
day)

TEKTURNA HCT ORAL TABLET 150-12.5 3 PA: QL (1 tablet per 1 day)

TEKTURNA ORAL TABLET 150 MG, 300 MG

Non-Formulary

Renin-Angioten.-Aldost. Sys. Inhib, Misc

ENTRESTO ORAL TABLET 24-26 MG, 49-51
MG, 97-103 MG

PA; TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.); MDL; QL (2 tablets per 1
day)

Thiazide Diuretics(Hypotensive Agents)

ACCURETIC ORAL TABLET 20-25 MG

Non-Formulary

amiloride-hydrochlorothiazide oral tablet 5-50 mg

1

MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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mg

DRUG NAME DRUG TIER NOTES
amlodipine-valsartan-hcthiazid oral tablet 10-160-

12.5 mg, 10-160-25 mg, 10-320-25 mg, 5-160-12.5 1A

mg

amlodipine-valsartan-hcthiazid oral tablet 5-160-25 1A QL (2 tablets per 1 day)

ATACAND HCT ORAL TABLET 16-12.5 MG,
32-12.5 MG, 32-25 MG

Non-Formulary

QL (2 tablets per 1 day)

AVALIDE ORAL TABLET 150-12.5 MG, 300-
12.5 MG

Non-Formulary

benazepril-hydrochlorothiazide oral tablet 10-12.5

mg, 2.5-6.25 mg, 5-6.25 mg

mg, 20-12.5 mg, 20-25 mg, 5-6.25 mg 1A MDL
BENICAR HCT ORAL TABLET 20-12.5 MG, Non-F I

40-12.5 MG, 40-25 MG en-rormuaty
bisoprolol-hydrochlorothiazide oral tablet 10-6.25 1 MDL

candesartan-hydrochlorothiazid oral tablet 16-12.5
mg, 32-12.5 mg, 32-25 mg

1A

MDL; QL (2 tablets per 1 day)

captopril-hydrochlorothiazide oral tablet 25-15 mg,
25-25 mg, 50-15 mg, 50-25 mg

1A

DIOVAN HCT ORAL TABLET 160-12.5 MG,
160-25 MG, 320-12.5 MG, 320-25 MG, 80-12.5
MG

Non-Formulary

DIURIL ORAL SUSPENSION 250 MG/5 ML

Non-Formulary

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

1

MDL

EXFORGE HCT ORAL TABLET 10-160-12.5
MG, 10-160-25 MG, 10-320-25 MG, 5-160-12.5
MG

Non-Formulary

EXFORGE HCT ORAL TABLET 5-160-25 MG

Non-Formulary

QL (2 tablets per 1 day)

fosinopril-hydrochlorothiazide oral tablet 10-12.5

mg

mg, 20-12.5 mg S MDL
hydrochlorothiazide oral capsule 12.5 mg 1 MDL
hydrochlorothiazide oral tablet 12.5 mg, 25 mg, 50 1 MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

HYZAAR ORAL TABLET 100-12.5 MG, 100-25
MG, 50-12.5 MG

Non-Formulary

irbesartan-hydrochlorothiazide oral tablet 150-12.5

mg, 100-50 mg, 50-25 mg

mg, 300-12.5 mg 1A MDL
lisinopril-hydrochlorothiazide oral tablet 10-12.5 mg, 1 MDL
20-12.5 mg, 20-25 mg
losartan-hydrochlorothiazide oral tablet 100-12.5 1 MDL
mg, 100-25 mg, 50-12.5 mg
LOTENSIN HCT ORAL TABLET 10-12.5 MG, Non-Formular
20-12.5 MG, 20-25 MG B
MAXZIDE ORAL TABLET 75-50 MG Non-Formulary
MAXZIDE-25MG ORAL TABLET 37.5-25 MG Non-Formulary
methyldopa-hydrochlorothiazide oral tablet 250-15

1A
mg, 250-25 mg
metoprolol ta-hydrochlorothiaz oral tablet 100-25 1A MDL

MICARDIS HCT ORAL TABLET 40-12.5 MG,
80-12.5 MG, 80-25 MG

Non-Formulary

QL (2 tablets per 1 day)

olmesartan-amlodipin-hcthiazid oral tablet 20-5-12.5
mg, 40-10-12.5 mg, 40-10-25 mg, 40-5-25 mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

olmesartan-amlodipin-hcthiazid oral tablet 40-5-12.5
mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 day of enrolling with
HAP.)

olmesartan-hydrochlorothiazide oral tablet 20-12.5

mg, 40-12.5 mg, 40-25 mg 1 MDL
propranolol-hydrochlorothiazid oral tablet 40-25 mg, 1A

80-25 mg

quinapril-hydrochlorothiazide oral tablet 10-12.5 mg,

20-12.5 mg, 20-25 mg EA MDL
spironolacton-hydrochlorothiaz oral tablet 25-25 mg 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
TEKTURNA HCT ORAL TABLET 150-12.5 )

MG, 150-25 MG, 300-12.5 MG, 300-25 MG 3 PA; QL (1 tablet per 1 day)
telmisartan-hydrochlorothiazid oral tablet 40-12.5 ]
mg, 80-12.5 mg, 80-25 mg 1A MDL; QL (2 tablets per 1 day)
triamterene-hydrochlorothiazid oral capsule 37.5-25 1 MDL

mg

triamterene-hydrochlorothiazid oral tablet 37.5-25 1A MDL
mg, 75-50 mg

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 Non-Formulary

MG

valsartan-hydrochlorothiazide oral tablet 160-12.5 1A MDL
mg, 160-25 mg, 320-12.5 mg, 320-25 mg, 80-12.5 mg

VASERETIC ORAL TABLET 10-25 MG Non-Formulary
ZESTORETIC ORAL TABLET 10-12.5 MG, 20- Non-Formular

12.5 MG, 20-25 MG R
Thiazide-Like Diuretics(Hypotensive Agt)

atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 1A MDL

mg

chlorthalidone oral tablet 25 mg, 50 mg 1A MDL

EDARBYCLOR ORAL TABLET 40-12.5 MG,
40-25 MG

Non-Formulary

QL (Quantity Limits Apply)

indapamide oral tablet 1.25 mg, 2.5 mg

1

MDL

metolazone oral tablet 10 mg, 2.5 mg, 5 mg

1A

MDL

TENORETIC 100 ORAL TABLET 100-25 MG

Non-Formulary

TENORETIC 50 ORAL TABLET 50-25 MG

Non-Formulary

Vasodilating Agents, Miscellaneous

ADEMPAS ORAL TABLET 0.5 MG, | MG, 1.5
MG, 2 MG, 2.5 MG

4A

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day
supply per fill); QL (3 tablets per 1
day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a

ambrisentan oral tablet 10 mg, 5 mg 1A 30 day supply per fill); QL (30
tablets per 30 days)
amlodipine oral tablet 10 mg, 2.5 mg, 5 mg 1 MDL

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with

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- Non-Formulary
40 mg, 5-10 mg, 5-20 mg, 5-40 mg, 5-80 mg

HAP.)
amlodipine-benazepril oral capsule 10-20 mg, 10-40 1A MDL
mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg
amlodipine-olmesartan oral tablet 10-20 mg, 10-40 ]
mg, 5-20 mg, 5-40 mg 1A MDL; QL (1 tablet per 1 day)
amlodipine-valsartan oral tablet 10-160 mg, 10-320 )
mg, 5-160 mg, 5-320 mg 1A MDL; QL (2 tablets per 1 day)
aspirin-dipyridamole oral capsule, er multiphase 12 1A MDL: QL (90 tablets per 30 days)

hr 25-200 mg

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

20 MG, 5-40 MG Non-Formulary

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day

bosentan oral tablet 125 mg, 62.5 mg 1A supply per fill): QL (60 tablets per
30 days)

CADUET ORAL TABLET 10-10 MG, 10-20 MG,

10-40 MG, 10-80 MG, 5-10 MG, 5-20 MG, 5-40 Non-Formulary QL (Quantity Limits Apply)

MG, 5-80 MG

CALAN SR ORAL TABLET EXTENDED Non-F I

RELEASE 120 MG of-Totmuaty

CARDIZEM CD ORAL

CAPSULE,EXTENDED RELEASE 24HR 120 Non-Formulary QL (Quantity Limits Apply)

MG, 180 MG, 240 MG, 300 MG, 360 MG

CARDIZEM LA ORAL TABLET EXTENDED

RELEASE 24 HR 120 MG Non-Formulary QL (Quantity Limits Apply)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

CARDIZEM LA ORAL TABLET EXTENDED
RELEASE 24 HR 180 MG, 240 MG, 300 MG, 360
MG, 420 MG

Non-Formulary

CARDIZEM ORAL TABLET 120 MG, 30 MG,
60 MG

Non-Formulary

CARTIA XT ORAL CAPSULE,EXTENDED
RELEASE 24HR 120 MG, 180 MG, 240 MG, 300
MG

MDL

CAVERJECT IMPULSE INTRACAVERNOSAL

ST (Step Therapy Required- Tried

SYRINGE 10 MCG, 20 MCG

3 and failed sildenafil in the last 120
KIT 10 MCG, 20 MCG days); QL (6 ML per 30 days)
CAVERJECT INTRACAVERNOSAL RECON ST (Step Therapy Required- Tried
SOLN 20 MCG. 40 MCG 3 and failed sildenafil in the last 120
’ days); QL (6 ML per 30 days)
ST (Step Therapy Required- Tried
CAVERJECT INTRACAVERNOSAL 3 and failed sildenafil in the last 120

days); QL (6 ML per 30 days)

CONJUPRI ORAL TABLET 2.5 MG, 5 MG

Non-Formulary

QL (1 tablet per 1 day)

CONSENSI ORAL TABLET 10-200 MG, 2.5-200
MG, 5-200 MG

Non-Formulary

QL (Quantity Limits Apply)

diltiazem hcl oral capsule,ext.rel 24h degradable 120

180 mg, 240 mg

mg, 180 mg, 240 mg A MDL
diltiazem hcl oral capsule,extended release 12 hr 120 1A MDL
mg, 60 mg, 90 mg

diltiazem hcl oral capsule,extended release 24 hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl oral capsule,extended release 24hr 120 1A MDL
mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 1A MDL
mg

diltiazem hcl oral tablet extended release 24 hr 180 1A MDL
mg, 240 mg, 300 mg, 360 mg, 420 mg

dilt-xr oral capsule,ext.rel 24h degradable 120 mg, 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

dipyridamole oral tablet 25 mg, 50 mg, 75 mg

1A

MDL

EDEX INTRACAVERNOSAL KIT 10 MCG, 20
MCQG, 40 MCG

Non-Formulary

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

Non-Formulary

QL (2 tablets per 1 day)

felodipine oral tablet extended release 24 hr 10 mg,

2.5mg, 5 mg A MDL
FLOLAN INTRAVENOUS RECON SOLN 0.5

BB PA
MG
isradipine oral capsule 2.5 mg, 5 mg 1A MDL

KATERZIA ORAL SUSPENSION 1 MG/ML

Non-Formulary

LETAIRIS ORAL TABLET 10 MG, 5 MG

Non-Formulary

PA; SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill); QL (30
tablets per 30 days)

levamlodipine oral tablet 2.5 mg, 5 mg

Non-Formulary

QL (1 tablet per 1 day)

LOTREL ORAL CAPSULE 10-20 MG, 10-40
MG, 5-10 MG, 5-20 MG

Non-Formulary

matzim la oral tablet extended release 24 hr 180 mg,
240 mg, 360 mg, 420 mg

1A

MDL

MATZIM LA ORAL TABLET EXTENDED
RELEASE 24 HR 300 MG

Non-Formulary

MUSE INTRA-URETHRAL SUPPOSITORY

ST (Step Therapy Required- Tried

1,000 MCG, 250 MCG, 500 MCG 3 3235?135 ?gﬁ?gg‘;g‘jﬁg 120
nicardipine oral capsule 20 mg, 30 mg 1A MDL

nifedipine oral capsule 10 mg, 20 mg 1A MDL

nifedipine oral tablet extended release 24hr 30 mg, 1A

90 mg

nifedipine oral tablet extended release 24hr 60 mg 1A QL (3 tablets per 1 day)

nifedipine oral tablet extended release 30 mg 1A MDL

nifedipine oral tablet extended release 60 mg, 90 mg 1A MDL; QL (3 tablets per 1 day)
nimodipine oral capsule 30 mg 1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

nisoldipine oral tablet extended release 24 hr 17 mg,
20 mg, 25.5 mg, 30 mg, 34 mg, 40 mg, 8.5 mg

Non-Formulary

NORVASC ORAL TABLET 10 MG, 2.5 MG, §
MG

Non-Formulary

OPSUMIT ORAL TABLET 10 MG

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day
supply per fill); QL (1 tablet per 1
day)

ORENITRAM ORAL TABLET EXTENDED
RELEASE 0.125 MG, 0.25 MG, 1 MG, 2.5 MG, 5
MG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

PROCARDIA XL ORAL TABLET EXTENDED
RELEASE 24HR 30 MG, 60 MG, 90 MG

Non-Formulary

REMODULIN INJECTION SOLUTION 1
MG/ML, 10 MG/ML, 2.5 MG/ML

Non-Formulary

REMODULIN INJECTION SOLUTION 5
MG/ML

Non-Formulary

SP (Dispensed by Accredo: (800)
803-2523; up to a 30 day supply per
fill)

SULAR ORAL TABLET EXTENDED
RELEASE 24 HR 17 MG, 34 MG, 8.5 MG

Non-Formulary

taztia xt oral capsule,extended release 24 hr 120 mg,
180 mg, 240 mg, 300 mg, 360 mg

1A

telmisartan-amlodipine oral tablet 40-10 mg, 40-5
mg, 80-10 mg, 80-5 mg

1A

TIAZAC ORAL CAPSULE,EXTENDED
RELEASE 24 HR 120 MG, 180 MG, 240 MG, 300
MG, 360 MG, 420 MG

Non-Formulary

TRACLEER ORAL TABLET 125 MG, 62.5 MG

Non-Formulary

SP (Dispensed by Accredo: (800)
803-2523; up to a 30 day supply per
fill); QL (60 tablets per 30 days)

TRACLEER ORAL TABLET FOR
SUSPENSION 32 MG

Non-Formulary

SP (Dispensed by Accredo: (800)
803-2523; up to a 30 day supply per
fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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mglml, 2.5 mglml, 5 mgiml

DRUG NAME DRUG TIER NOTES
trandolapril-verapamil oral tablet, ir - er, biphasic 1A MDL
24hr 1-240 mg, 2-180 mg, 2-240 mg, 4-240 mg

PA; SP (Dispensed by Accredo:
treprostinil sodium injection solution 1 mgiml, 10 7 (800) 803-2523; up to a 30 day

supply per fill); QL (0.01 ML per 1
day)

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

Non-Formulary

TYVASO DPI INHALATION CARTRIDGE
WITH INHALER 16 MCG (112)- 32 MCG (84)

Non-Formulary

TYVASO INHALATION SOLUTION FOR

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day

ML

NEBULIZATION 1.74 MG/2.9 ML (0.6 MG/ML) 4 supply per fill); QL (2.9 ML per 1
day)

TYVASO INSTITUTIONAL START KIT fg%(;) )Sgogl?gzgzl?sed tby A3%Ciied0:

INHALATION SOLUTION FOR 4 1 f'll)-’ gpL (0239 MLay 1

NEBULIZATION 1.74 MG/2.9 ML 31;1;1)3 y per fill); : per

TYVASO REFILL KIT INHALATION g%a)sgogDzlssg?}sed tby %%Cg@do:

SOLUTION FOR NEBULIZATION 1.74 MG/2.9 4 o] e'r e 11)-’(gpL (02*‘9 MLaYer |

ML (0.6 MG/ML) pply p ; : p
day)

TYVASO STARTER KIT INHALATION 3136)51;’0(3132122631}5% tby %%Cgedo:

SOLUTION FOR NEBULIZATION 1.74 MG/2.9 4 ~£229, up to a Su day

supply per fill); QL (2.9 ML per 1
day)

UPTRAVI ORAL TABLET 1,000 MCG, 1,200
MCQG, 1,400 MCG, 1,600 MCG, 200 MCG, 400
MCG, 600 MCG, 800 MCG

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Accredo: (800) 803-
2523; up to a 30 day supply per fill)

UPTRAVI ORAL TABLETS,DOSE PACK 200
MCG (140)- 800 MCG (60)

Non-Formulary

QL (Quantity Limits Apply); SP
(Dispensed by Accredo: (800) 803-
2523; up to a 30 day supply per fill)

VELETRI INTRAVENOUS RECON SOLN 0.5
MG, 1.5 MG

BB

PA; SP (Dispensed by Accredo:
(800) 803-2523; up to a 30 day
supply per fill); QL (3 vials per 1
day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
PA; SP (Dispensed by Accredo:

VENTAVIS INHALATION SOLUTION FOR 4 (800) 803-2523; up to a 30 day
NEBULIZATION 10 MCG/ML, 20 MCG/ML supply per fill); QL (270 ampules
per 30 days)

verapamil oral capsule, 24 hr er pellet ct 100 mg, 200 N et il

mg, 300 mg

verapamil oral capsule,ext rel. pellets 24 hr 120 mg,

180 mg, 240 mg, 360 mg 1A MDL
verapamil oral tablet 120 mg, 40 mg, 80 mg 1 MDL
verapamil oral tablet extended release 120 mg, 180 1A MDL
mg, 240 mg

CELLULAR AND GENE THERAPY

Cellular Therapy

OMISIRGE INTRAVENOUS SUSPENSION BB PA
Gene Therapy

HEMGENIX INTRAVENOUS SUSPENSION BB PA
1X10EXP13 GC/ML

LUXTURNA SUBRETINAL SUSPENSION 1.5 BB PA

X 10EXP11 VG/0.3 ML (FNL)

SKYSONA INTRAVENOUS SUSPENSION 4 X BB PA
TO 30 X 10EXP6 CELL/ML

ZOLGENSMA INTRAVENOUS KIT 2 X BB PA
10EXP13 VG/ML

ZYNTEGLO INTRAVENOUS SUSPENSION 2 BB PA

X TO 20 X 10EXP6 CELL/ML

CENTRAL NERVOUS SYSTEM AGENTS

Adamantanes (Cns)

amantadine hcl oral capsule 100 mg 1A MDL
amantadine hcl oral solution 50 mgl5 ml 1A MDL
amantadine hcl oral tablet 100 mg 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD= FOR NEW TO HAP MEMBERS ONLY:: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

GOCOVRI ORAL CAPSULE.EXTENDED
RELEASE 24HR 137 MG, 68.5 MG

Non-Formulary

SP (Dispensed by Pharmacy
Advantage: (800) 456-2112; up to a
30 day supply per fill)

OSMOLEX ER ORAL TABLET, IR - ER,
BIPHASIC 24HR 129 MG, 193 MG, 258 MG, 322
MG/DAY (129 MG X1-193MG X1)

Non-Formulary

QL (Quantity Limits Apply)

Amphetamine Derivatives

ADIPEX-P ORAL TABLET 37.5 MG

Non-Formulary

diethylpropion oral tablet 25 mg

1A

diethylpropion oral tablet extended release 75 mg

1

LOMAIRA ORAL TABLET 8§ MG

Non-Formulary

phendimetrazine tartrate oral capsule, extended

release 105 mg A
phendimetrazine tartrate oral tablet 35 mg 1A
phentermine oral capsule 15 mg, 30 mg, 37.5 mg 1A MDL
phentermine oral tablet 37.5 mg 1 MDL

Amphetamines

ADDERALL ORAL TABLET 10 MG, 12.5 MG,
15 MG, 20 MG, 30 MG, 5 MG, 7.5 MG

Non-Formulary

ADDERALL XR ORAL
CAPSULE.EXTENDED RELEASE 24HR 10
MG, 15 MG, 20 MG, 25 MG, 30 MG, 5 MG

Non-Formulary

QL (2 capsules per 1 day)

ADZENYS XR-ODT ORAL
TABLET,DISINTEG ER BIPHASE 24H 12.5
MG, 15.7 MG, 18.8 MG, 3.1 MG, 6.3 MG, 9.4
MG

Non-Formulary

QL (Quantity Limits Apply)

benzphetamine oral tablet 50 mg

1A

DESOXYN ORAL TABLET 5 MG

Non-Formulary

DEXEDRINE SPANSULE ORAL CAPSULE,
EXTENDED RELEASE 10 MG

Non-Formulary

dextroamphetamine sulfate oral capsule, extended
release 10 mg, 15 mg, 5 mg

1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

dextroamphetamine sulfate oral tablet 10 mg, 20 mg,
5mg

1A

dextroamphetamine-amphetamine oral capsule, er
triphasic 24 hr 12.5 mg, 25 mg, 37.5 mg, 50 mg

Non-Formulary

dextroamphetamine-amphetamine oral

12.5 mg, 15 mg, 20 mg, 30 mg, 5 mg, 7.5 mg

capsule,extended release 24hr 10 mg, 15 mg, 20 mg, 1A MDL; QL (2 capsules per 1 day)
25 mg, 30 mg, 5 mg
dextroamphetamine-amphetamine oral tablet 10 mg, A MDL

DYANAVEL XR ORAL SUSPEN, IR - ER,
BIPHASIC 24HR 2.5 MG/ML

Non-Formulary

QL (Quantity Limits Apply)

EVEKEO ODT ORAL
TABLET,DISINTEGRATING 10 MG, 15 MG,
20 MG, 5 MG

Non-Formulary

QL (Quantity Limits Apply)

EVEKEO ORAL TABLET 10 MG, 5 MG

Non-Formulary

lisdexamfetamine oral capsule 10 mg, 20 mg, 30 mg,
40 mg, 50 mg, 60 mg, 70 mg

1A

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.); QL (1 Capsule per 1 day)

lisdexamfetamine oral tablet,chewable 10 mg, 20 mg,
30 mg, 40 mg, 50 mg, 60 mg

Non-Formulary

QL (1 Tablet per 1 day)

methamphetamine oral tablet 5 mg

1A

MYDAYIS ORAL CAPSULE, ER TRIPHASIC
24 HR 12.5 MG, 25 MG, 37.5 MG, 50 MG

Non-Formulary

QL (Quantity Limits Apply)

PROCENTRA ORAL SOLUTION 5 MG/5 ML

Non-Formulary

VYVANSE ORAL CAPSULE 10 MG, 20 MG, 30
MG, 40 MG, 50 MG, 60 MG, 70 MG

Non-Formulary

QL (1 capsule per 1 day)

VYVANSE ORAL TABLET,CHEWABLE 10
MG, 20 MG, 30 MG, 40 MG, 50 MG, 60 MG

Non-Formulary

QL (1 Tablet per 1 day)

XELSTRYM TRANSDERMAL PATCH 24
HOUR 13.5 MG/9 HOUR, 18 MG/9 HOUR, 4.5
MG/9 HOUR, 9 MG/9 HOUR

Non-Formulary

QL (1 patch per 1 day)

zenzedi oral tablet 10 mg, 5 mg

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

ZENZEDI ORAL TABLET 15 MG, 2.5 MG, 20
MG, 30 MG, 7.5 MG

Non-Formulary

Analgesics And Antipyretics, Misc.

acetaminophen-codeine oral solution 120 mg-12 mg

mg, 7.5-325 mg

/5 mi (5 mi) 1A

acetaminophen-codeine oral tablet 300-15 mg 1A

acetaminophen-codeine oral tablet 300-30 mg, 300- 1A QL (13 tablets per 1 day)
60 mg

butalbital-acetaminop-caf-cod oral capsule 50-300- 1A

40-30 mg, 50-325-40-30 mg

butalbital-acetaminophen oral tablet 50-300 mg, 50- 1A QL (60 tablets per 30 days)
325 mg

butalbital-acetaminophen-caff oral capsule 50-300- 1A

40 mg, 50-325-40 mg

butalbital-acetaminophen-caff oral tablet 50-325-40 1A

mg

endocet oral tablet 10-325 mg, 2.5-325 mg, 5-325 1A QL (8 tablets per 1 day)

ESGIC ORAL TABLET 50-325-40 MG

Non-Formulary

FIORICET ORAL CAPSULE 50-300-40 MG

Non-Formulary

gabapentin oral capsule 100 mg, 300 mg, 400 mg 1A MDL
gabapentin oral solution 250 mgl5 ml 1A

gabapentin oral solution 250 mgl5 ml (5 ml), 300 1A MDL
mgl6 ml (6 ml)

gabapentin oral tablet 600 mg, 800 mg 1A MDL

GRALISE ORAL TABLET EXTENDED
RELEASE 24 HR 300 MG, 450 MG, 600 MG, 750
MG, 900 MG

Non-Formulary

HORIZANT ORAL TABLET EXTENDED
RELEASE 300 MG, 600 MG

Non-Formulary

QL (Quantity Limits Apply)

hydrocodone-acetaminophen oral solution 10-325
mgll5 ml(15 ml)

1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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mg, 7.5-325 mg

DRUG NAME DRUG TIER NOTES
hydrocodone-acetaminophen oral solution 7.5-325

mell5 ml 1A QL (90 ML per 1 day)
hydrocodone-acetaminophen oral tablet 10-300 mg,

10-325 mg, 2.5-325 mg, 5-300 mg, 5-325 mg, 7.5-300 1A QL (12 tablets per 1 day)

LYRICA CR ORAL TABLET EXTENDED
RELEASE 24 HR 165 MG, 330 MG, 82.5 MG

Non-Formulary

LYRICA ORAL CAPSULE 100 MG, 150 MG,
200 MG, 225 MG, 25 MG, 300 MG, 50 MG, 75
MG

Non-Formulary

LYRICA ORAL SOLUTION 20 MG/ML

Non-Formulary

QL (Quantity Limits Apply)

NEURONTIN ORAL CAPSULE 100 MG, 300
MG, 400 MG

Non-Formulary

NEURONTIN ORAL SOLUTION 250 MG/5 ML

Non-Formulary

NEURONTIN ORAL TABLET 600 MG, 800
MG

Non-Formulary

oxycodone-acetaminophen oral tablet 10-325 mg,
2.5-325 mg, 5-325 mg, 7.5-325 mg

1A

QL (8 tablets per 1 day)

oxycodone-acetaminophen oral tablet 7.5-300 mg

1A

PERCOCET ORAL TABLET 10-325 MG, 2.5-325
MG, 5-325 MG, 7.5-325 MG

Non-Formulary

QL (12 tablets per 1 day)

pregabalin oral capsule 100 mg, 150 mg, 200 mg, 225
mg, 25 mg, 300 mg, 50 mg, 75 mg

1A

MDL; QL (2 capsules per 1 day)

pregabalin oral tablet extended release 24 hr 165 mg,
330 mg, 82.5 mg

Non-Formulary

PRIALT INTRATHECAL SOLUTION 100
MCG/ML

BB

PA

tramadol-acetaminophen oral tablet 37.5-325 mg

1A

QL (12 tablets per 1 day)

TREZIX ORAL CAPSULE 320.5-30-16 MG

Non-Formulary

Anorexigenic Agents, Miscellaneous

CONTRAVE ORAL TABLET EXTENDED
RELEASE 8-90 MG

Non-Formulary

QL (Quantity Limits Apply)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

QSYMIA ORAL CAPSULE, ER MULTIPHASE

24 HR 11.25-69 MG, 15-92 MG, 3.75-23 MG, 7.5- 3 PA; QL (1 Capsule per 1 day)
46 MG

Anticholinergic Agents (Cns)

benztropine oral tablet 0.5 mg, 1 mg, 2 mg 1A MDL

trihexyphenidyl oral elixir 0.4 mgiml 1A MDL

trihexyphenidyl oral tablet 2 mg, 5 mg 1A MDL

Anticonvulsants, Miscellaneous

APTIOM ORAL TABLET 200 MG, 400 MG, 600
MG, 800 MG

Non-Formulary

QL (Quantity Limits Apply)

BANZEL ORAL TABLET 200 MG, 400 MG

Non-Formulary

QL (280 tablets per 1 fill)

BRIVIACT ORAL SOLUTION 10 MG/ML

Non-Formulary

QL (Quantity Limits Apply)

BRIVIACT ORAL TABLET 10 MG, 100 MG, 25
MG, 50 MG, 75 MG

Non-Formulary

QL (Quantity Limits Apply)

carbamazepine oral capsule, er multiphase 12 hr 100

mg, 200 mg, 300 mg 1A QL (8 capsules per 1 day)
carbamazepine oral suspension 100 mgl5 ml 1A

carbamazepine oral tablet 200 mg 1A MDL

;;zgaggflaazqegizz Oocqaqlg tablet extended release 12 hr 100 A MDL

carbamazepine oral tablet,chewable 100 mg 1A MDL

CARBATROL ORAL CAPSULE, ER
MULTIPHASE 12 HR 100 MG, 200 MG, 300
MG

Non-Formulary

QL (8 capsules per 1 day)

DEPAKOTE ER ORAL TABLET EXTENDED
RELEASE 24 HR 250 MG, 500 MG

Non-Formulary

MDL

DEPAKOTE ORAL TABLET,DELAYED
RELEASE (DR/EC) 125 MG, 250 MG, 500 MG

Non-Formulary

MDL

DEPAKOTE SPRINKLES ORAL CAPSULE,
DELAYED REL SPRINKLE 125 MG

Non-Formulary

DIACOMIT ORAL POWDER IN PACKET 250
MG, 500 MG

Non-Formulary

SP (Dispensed by US Bioservices:
(888) 518-7246; up to a 30 day
supply per fill)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

divalproex oral capsule, delayed rel sprinkle 125 mg 1A

divalproex oral tablet extended release 24 hr 250 mg, 1A MDL

500 mg

divalproex oral tablet,delayed release (drlec) 125 1A MDL

mg, 250 mg, 500 mg
PA; SP (Dispensed by Pharmacy

EPIDIOLEX ORAL SOLUTION 100 MG/ML 4 Advantage: (800) 456-2112; up to a
30 day supply per fill)

epitol oral tablet 200 mg 1A MDL

EPRONTIA ORAL SOLUTION 25 MG/ML

Non-Formulary

EQUETRO ORAL CAPSULE, ER
MULTIPHASE 12 HR 100 MG, 200 MG, 300
MG

Non-Formulary

QL (2 capsules per 1 day)

felbamate oral suspension 600 mgl5 ml

1A

felbamate oral tablet 400 mg, 600 mg

1A

FELBATOL ORAL TABLET 400 MG, 600 MG

Non-Formulary

FINTEPLA ORAL SOLUTION 2.2 MG/ML

PA; SP (Dispensed by AnovoRx:
(901) 201-5470; up to a 30 day
supply per fill); QL (360 ML per 30
days)

FYCOMPA ORAL SUSPENSION 0.5 MG/ML

Non-Formulary

QL (1 ML per 1 day)

FYCOMPA ORAL TABLET 10 MG, 12 MG, 2

MG. 4 MG, 6 MG. 8 MG 3 PA; QL (1 tablet per 1 day)
gabapentin oral capsule 100 mg, 300 mg, 400 mg 1A MDL

gabapentin oral solution 250 mgl5 ml 1A

gabapentin oral solution 250 mgl5 ml (5 ml), 300 1A MDL

mgl6 ml (6 ml)

gabapentin oral tablet 600 mg, 800 mg 1A MDL

HORIZANT ORAL TABLET EXTENDED
RELEASE 300 MG, 600 MG

Non-Formulary

QL (Quantity Limits Apply)

KEPPRA ORAL SOLUTION 100 MG/ML

Non-Formulary

MDL

KEPPRA ORAL TABLET 1,000 MG, 250 MG,
500 MG, 750 MG

Non-Formulary

MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

KEPPRA XR ORAL TABLET EXTENDED
RELEASE 24 HR 500 MG, 750 MG

Non-Formulary

MDL; QL (4 tablets per 1 day)

lacosamide oral solution 10 mglml

Non-Formulary

QL (40 ML per 1 day)

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

1A

MDL; QL (3 Tablets per 1 Day)

LAMICTAL ODT ORAL
TABLET,DISINTEGRATING 100 MG, 200 MG,
25 MG, 50 MG

Non-Formulary

LAMICTAL ODT STARTER (BLUE) ORAL
TABLET DISINTEGRATING, DOSE PK 25
MG (21) -50 MG (7)

Non-Formulary

LAMICTAL ODT STARTER (GREEN) ORAL
TABLET DISINTEGRATING, DOSE PK 50
MG (42) -100 MG (14)

Non-Formulary

LAMICTAL ODT STARTER (ORANGE)
ORAL TABLET DISINTEGRATING, DOSE PK
25 MG(14)-50 MG (14)-100 MG (7)

Non-Formulary

LAMICTAL ORAL TABLET 100 MG, 150 MG,
200 MG, 25 MG

Non-Formulary

LAMICTAL ORAL TABLET, CHEWABLE
DISPERSIBLE 25 MG, 5 MG

Non-Formulary

LAMICTAL STARTER (BLUE) KIT ORAL
TABLETS,DOSE PACK 25 MG (39)

Non-Formulary

LAMICTAL STARTER (GREEN) KIT ORAL
TABLETS,DOSE PACK 25 MG (84) -100 MG
(14)

Non-Formulary

LAMICTAL STARTER (ORANGE) KIT ORAL
TABLETS,DOSE PACK 25 MG (42) -100 MG (7)

Non-Formulary

LAMICTAL XR ORAL TABLET EXTENDED
RELEASE 24HR 100 MG, 200 MG, 25 MG, 250
MG, 300 MG, 50 MG

Non-Formulary

QL (2 tablets per 1 day)

LAMICTAL XR STARTER (BLUE) ORAL
TABLET EXTENDED REL,DOSE PACK 25
MG (21) -50 MG (7)

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

LAMICTAL XR STARTER (GREEN) ORAL
TABLET EXTENDED REL,DOSE PACK 50 Non-Formulary
MG(14)-100MG (14)-200 MG (7)

LAMICTAL XR STARTER (ORANGE) ORAL
TABLET EXTENDED REL,DOSE PACK 25MG Non-Formulary
(14)-50 MG (14)-100MG (7)

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

1A MDL

lamotrigine oral tablet disintegrating, dose pk 25 mg
(21) -50mg (7), 25 mg(14)-50 mg (14)-100 mg Non-Formulary
(7), 50 mg (42) -100 mg (14)

lamotrigine oral tablet extended release 24hr 100

mg, 200 mg, 250 mg, 300 mg 1A QL (2 tablets per 1 day)
lamotrigine oral tablet extended release 24hr 25 mg, 1A QL (4 tablets per 1 day)
50 mg

lamotrigine oral tablet, chewable dispersible 25 mg, 5 1A MDL

mg

lamotrigine oral tablet,disintegrating 100 mg, 200

mg, 25 mg, 50 mg Non-Formulary

lamotrigine oral tablets,dose pack 25 mg (35), 25

mg (42) -100 mg (7), 25 mg (84) -100 mg (14) 1A QL (1 pack per 1 year)
levetiracetam oral solution 100 mg/ml 1A MDL

levetiracetam oral solution 500 mgl5 ml (5 ml) 1A

levetiracetam oral tablet 1,000 mg, 250 mg, 500 mg, 1A MDL

750 mg

levetiracetam oral tablet extended release 24 hr 500 )

mg, 750 mg 1A MDL; QL (4 tablets per 1 day)
LYRICA CR ORAL TABLET EXTENDED Non-Formular

RELEASE 24 HR 165 MG, 330 MG, 82.5 MG G

LYRICA ORAL CAPSULE 100 MG, 150 MG,

200 MG, 225 MG, 25 MG, 300 MG, 50 MG, 75 Non-Formulary

MG

LYRICA ORAL SOLUTION 20 MG/ML Non-Formulary QL (Quantity Limits Apply)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred
Tier 7= Medical Coinsurance
BB= Buy and Bill Only
PA = Prior Authorization
QL = Quantity Limits
SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.
ST = Step Therapy Required
HCR = Health Care Reform rules apply
TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.
PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

magnesium sulfate injection solution 4 megq/ml (50

)

7

MOTPOLY XR ORAL CAPSULE,EXTENDED
RELEASE 24HR 100 MG, 150 MG, 200 MG

Non-Formulary

NEURONTIN ORAL CAPSULE 100 MG, 300
MG, 400 MG

Non-Formulary

NEURONTIN ORAL SOLUTION 250 MG/5 ML

Non-Formulary

NEURONTIN ORAL TABLET 600 MG, 800
MG

Non-Formulary

oxcarbazepine oral suspension 300 mgl5 ml (60
mglml)

1A

oxcarbazepine oral tablet 150 mg, 300 mg, 600 mg

1A

MDL; QL (8 tablets per 1 day)

OXTELLAR XR ORAL TABLET EXTENDED
RELEASE 24 HR 150 MG, 300 MG, 600 MG

Non-Formulary

QL (Quantity Limits Apply)

pregabalin oral capsule 100 mg, 150 mg, 200 mg, 225
mg, 25 mg, 300 mg, 50 mg, 75 mg

1A

MDL; QL (2 capsules per 1 day)

pregabalin oral tablet extended release 24 hr 165 mg,
330 mg, 82.5 mg

Non-Formulary

QUDEXY XR ORAL CAPSULE,SPRINKLE,ER
24HR 100 MG, 150 MG, 200 MG, 25 MG, 50 MG

Non-Formulary

QL (Quantity Limits Apply)

roweepra oral tablet 500 mg

1A

rufinamide oral tablet 200 mg, 400 mg

1A

QL (280 tablets per 1 fill)

SABRIL ORAL POWDER IN PACKET 500 MG

Non-Formulary

SABRIL ORAL TABLET 500 MG

Non-Formulary

SPRITAM ORAL TABLET FOR SUSPENSION
1,000 MG, 250 MG, 500 MG, 750 MG

Non-Formulary

QL (Quantity Limits Apply)

TEGRETOL ORAL SUSPENSION 100 MG/5
ML

Non-Formulary

TEGRETOL ORAL TABLET 200 MG

Non-Formulary

MDL

TEGRETOL XR ORAL TABLET EXTENDED
RELEASE 12 HR 100 MG, 200 MG, 400 MG

Non-Formulary

MDL

tiagabine oral tablet 12 mg, 16 mg, 2 mg, 4 mg

1A

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

TOPAMAX ORAL CAPSULE, SPRINKLE 15
MG, 25 MG

Non-Formulary

QL (8 capsules per 1 day)

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

Non-Formulary

topiramate oral capsule, sprinkle 15 mg, 25 mg

1A

MDL; QL (8 capsules per 1 day)

topiramate oral capsule,extended release 24hr 100
mg, 25 mg, 50 mg

Non-Formulary

QL (1 capsule per 1 day)

topiramate oral capsule,sprinkle,er 24hr 100 mg, 150
mg, 200 mg, 25 mg, 50 mg

Non-Formulary

QL (Quantity Limits Apply)

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

1A

MDL

TRILEPTAL ORAL SUSPENSION 300 MG/5
ML (60 MG/ML)

Non-Formulary

TRILEPTAL ORAL TABLET 150 MG, 300 MG,
600 MG

Non-Formulary

QL (8 tablets per 1 day)

TROKENDI XR ORAL CAPSULE,EXTENDED
RELEASE 24HR 100 MG, 200 MG, 25 MG, 50
MG

Non-Formulary

QL (Quantity Limits Apply); QL (1
capsule per 1 day)

valproic acid (as sodium salt) oral solution 250 mgl5

500 MG

i 1A

valproic acid oral capsule 250 mg 1A MDL

vigabatrin oral powder in packet 500 mg PA; QL (1 packet per 1 day)
vigabatrin oral tablet 500 mg PA; QL (6 tablets per 1 day)
VIGADRONE ORAL POWDER IN PACKET 4 PA: QL (I packet per 1 day)

VIMPAT ORAL SOLUTION 10 MG/ML

Non-Formulary

QL (1200 ML per 30 days)

VIMPAT ORAL TABLET 100 MG, 150 MG, 200
MG, 50 MG

Non-Formulary

QL (3 tablets per 1 day)

XCOPRI MAINTENANCE PACK ORAL

MG, 50 MG

TABLET 250MG/DAY (150 MG X1-100MG X1), 3 PA; QL (2 Tablets per 1 day)
350 MG/DAY (200 MG X1-150MG X1)
XCOPRI ORAL TABLET 100 MG, 150 MG, 200 ; PA: QL (1 tablet per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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(14), 150 MG (14)- 200 MG (14), 50 MG (14)- 100
MG (14)

DRUG NAME DRUG TIER NOTES
XCOPRI TITRATION PACK ORAL
TABLETS,DOSE PACK 12.5 MG (14)- 25 MG 3 PA: QL (1 tablet per 1 day)

ZONEGRAN ORAL CAPSULE 100 MG, 25 MG

Non-Formulary

ZONISADE ORAL SUSPENSION 100 MG/5 ML

Non-Formulary

zonisamide oral capsule 100 mg, 25 mg, 50 mg

1A

MDL

Antidepressants, Miscellaneous

APLENZIN ORAL TABLET EXTENDED
RELEASE 24 HR 174 MG, 348 MG, 522 MG

Non-Formulary

QL (Quantity Limits Apply)

AUVELITY ORAL TABLET, IR AND ER,
BIPHASIC 45-105 MG

Non-Formulary

bupropion hcl (smoking deter) oral tablet extended

QL (60 tablets per fill, 6 fills per 365

mg, 150 mg, 200 mg

release 12 hr 150 mg A days)
bupropion hcl oral tablet 100 mg, 75 mg 1A MDL
bupropion hcl oral tablet extended release 24 hr 150 1A MDL
mg, 300 mg

bupropion hcl oral tablet sustained-release 12 hr 100 1A MDL

FORFIVO XL ORAL TABLET EXTENDED
RELEASE 24 HR 450 MG

Non-Formulary

QL (Quantity Limits Apply)

45 mg

mirtazapine oral tablet 15 mg, 30 mg, 45 mg 1A MDL; QL (4 tablets per 1 day)
mirtazapine oral tablet 7.5 mg 1A MDL; QL (2 tablets per 1 day)
mirtazapine oral tablet,disintegrating 15 mg, 30 mg, 1A

REMERON ORAL TABLET 15 MG, 30 MG

Non-Formulary

QL (4 tablets per 1 day)

REMERON SOLTAB ORAL
TABLET,DISINTEGRATING 15 MG, 30 MG,
45 MG

Non-Formulary

SPRAVATO NASAL SPRAY,NON-AEROSOL
28 MG, 56 MG (28 MG X 2), 84 MG (28 MG X 3)

BB

PA

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME

DRUG TIER

NOTES

WELLBUTRIN SR ORAL TABLET
SUSTAINED-RELEASE 12 HR 100 MG, 150
MG, 200 MG

Non-Formulary

WELLBUTRIN XL ORAL TABLET
EXTENDED RELEASE 24 HR 150 MG, 300 MG

Non-Formulary

Antimanic Agents

ABILIFY MAINTENA INTRAMUSCULAR

MG, 400 MG

SUSPENSION,EXTENDED REL RECON 300 BB

MG, 400 MG

ABILIFY MAINTENA INTRAMUSCULAR iﬂ (Dlipen§?§0231 fshérznlﬂlazc?’ t
SUSPENSION,EXTENDED REL SYRING 300 BB vantage. sl uptoa

30 day supply per fill); QL (1
syringe per 30 days)

ABILIFY ORAL TABLET 10 MG, 15 MG, 2
MG, 20 MG, 30 MG, 5 MG

Non-Formulary

QL (1 tablet per 1 day)

aripiprazole oral solution 1 mglml

1A

PA; QL (20 ML per 1 day)

aripiprazole oral tablet 10 mg, 15 mg, 2 mg, 20 mg,
30 mg, 5 mg

1A

MDL; QL (1 tablet per 1 day)

aripiprazole oral tablet,disintegrating 10 mg, 15 mg

Non-Formulary

ARISTADA INITIO INTRAMUSCULAR

MG/3.9 ML, 441 MG/1.6 ML, 662 MG/2.4 ML,
882 MG/3.2 ML

SUSPENSION,EXTENDED REL SYRING 675 BB
MG/2.4 ML

ARISTADA INTRAMUSCULAR

SUSPENSION,EXTENDED REL SYRING 1,064 BB

asenapine maleate sublingual tablet 10 mg, 2.5 mg, 5
mg

Non-Formulary

TF (FOR NEW TO HAP
MEMBERS ONLY: One 30 day fill
in the first 90 days of enrolling with
HAP.)

carbamazepine oral capsule, er multiphase 12 hr 100

mg, 200 mg, 300 mg 1A QL (8 capsules per 1 day)
carbamazepine oral suspension 100 mgl5 ml 1A
carbamazepine oral tablet 200 mg 1A MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
carbamazepine oral tablet extended release 12 hr 100

mg, 200 mg, 400 mg S MDL
carbamazepine oral tablet,chewable 100 mg 1A MDL

CARBATROL ORAL CAPSULE, ER
MULTIPHASE 12 HR 100 MG, 200 MG, 300
MG

Non-Formulary

QL (8 capsules per 1 day)

DEPAKOTE ER ORAL TABLET EXTENDED

RELEASE 24 HR 250 MG, 500 MG Non-Formulary | MDL
DEPAKOTE ORAL TABLET,DELAYED Non-Formular MDL
RELEASE (DR/EC) 125 MG, 250 MG, 500 MG Y
DEPAKOTE SPRINKLES ORAL CAPSULE, Non-F |

DELAYED REL SPRINKLE 125 MG R otmusaty

divalproex oral capsule, delayed rel sprinkle 125 mg 1A

divalproex oral tablet extended release 24 hr 250 mg, 1A MDL
500 mg

divalproex oral tablet,delayed release (drlec) 125 1A MDL
mg, 250 mg, 500 mg

epitol oral tablet 200 mg 1A MDL

EQUETRO ORAL CAPSULE, ER
MULTIPHASE 12 HR 100 MG, 200 MG, 300
MG

Non-Formulary

QL (2 capsules per 1 day)

GEODON ORAL CAPSULE 20 MG, 40 MG, 60
MG, 80 MG

Non-Formulary

QL (3 capsules per 1 day)

LAMICTAL ODT ORAL
TABLET,DISINTEGRATING 100 MG, 200 MG,
25 MG, 50 MG

Non-Formulary

LAMICTAL ODT STARTER (BLUE) ORAL
TABLET DISINTEGRATING, DOSE PK 25
MG (21) -50 MG (7)

Non-Formulary

LAMICTAL ODT STARTER (GREEN) ORAL
TABLET DISINTEGRATING, DOSE PK 50
MG (42) -100 MG (14)

Non-Formulary

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES
LAMICTAL ODT STARTER (ORANGE)

ORAL TABLET DISINTEGRATING, DOSE PK Non-Formulary

25 MG(14)-50 MG (14)-100 MG (7)

LAMICTAL ORAL TABLET 100 MG, 150 MG, Non-Formular

200 MG, 25 MG Y
LAMICTAL ORAL TABLET, CHEWABLE Non-F |
DISPERSIBLE 25 MG, 5 MG R otmusaty
LAMICTAL STARTER (BLUE) KIT ORAL Non-Formular
TABLETS,DOSE PACK 25 MG (35) on-rottuiary
LAMICTAL STARTER (GREEN) KIT ORAL

TABLETS,DOSE PACK 25 MG (84) -100 MG Non-Formulary

(14)

LAMICTAL STARTER (ORANGE) KIT ORAL Non-Formular
TABLETS,DOSE PACK 25 MG (42) -100 MG (7) y
lamotrigine oral tablet 100 mg, 150 mg, 200 mg, 25 1A MDL
mg

lamotrigine oral tablet disintegrating, dose pk 25 mg

(21)-50mg (7), 25 mg(14)-50 mg (14)-100 mg Non-Formulary

(7), 50 mg (42) -100 mg (14)

lamotrigine oral tablet, chewable dispersible 25 mg, 5 1A MDL

lamotrigine oral tablet,disintegrating 100 mg, 200
mg, 25 mg, 50 mg

Non-Formulary

lamotrigine oral tablets,dose pack 25 mg (35), 25

mg, 450 mg

mg (42) -100 mg (7), 25 mg (84) -100 mg (14) 1A QL (1 pack per 1 year)
lithium carbonate oral capsule 150 mg, 300 mg, 600 1A

mg

lithium carbonate oral tablet 300 mg 1A

lithium carbonate oral tablet extended release 300 1A MDL

LITHOBID ORAL TABLET EXTENDED
RELEASE 300 MG

Non-Formulary

olanzapine oral tablet 10 mg, 15 mg, 2.5 mg, 20 mg,
Smg, 7.5 mg

1A

MDL; QL (3 tablets per 1 day)

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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MG/2 ML, 25 MG/2 ML, 37.5 MG/2 ML, 50
MG/2 ML

DRUG NAME DRUG TIER NOTES

olanzapine oral tablet, disintegrating 10 mg, 15 mg,

20 mg, 5 mg 1A QL (2 tablets per 1 day)
quetiapine oral tablet 100 mg, 200 mg, 25 mg, 300 ]

mg, 400 mg, 50 mg 1A MDL; QL (4 tablets per 1 day)
quetiapine oral tablet extended release 24 hr 150 mg, )

200 mg, 300 mg, 400 mg, 50 mg 1A MDL; QL (30 tablets per 30 days)
RISPERDAL CONSTA INTRAMUSCULAR

SUSPENSION,EXTENDED REL RECON 12.5 BB

RISPERDAL ORAL SOLUTION 1 MG/ML

Non-Formulary

RISPERDAL ORAL TABLET 0.5 MG, 1 MG, 2
MG, 3 MG, 4 MG

Non-Formulary

QL (280 tablets per 30 days)

mg, I mg, 2 mg, 3 mg, 4 mg

risperidone oral solution 1 mgiml 1A MDL

risperidone oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg, 1A MDL: QL (280 tablets per 30 days)
3 mg, 4 mg ’

risperidone oral tablet,disintegrating 0.25 mg, 0.5 1A QL (280 tablets per 30 days)

SAPHRIS SUBLINGUAL TABLET 10 MG, 5
MG

Non-Formulary

SAPHRIS SUBLINGUAL TABLET 2.5 MG

Non-Formulary

QL (1 tablet per 1 day)

SECUADO TRANSDERMAL PATCH 24
HOUR 3.8 MG/24 HOUR, 5.7 MG/24 HOUR, 7.6
MG/24 HOUR

Non-Formulary

QL (Quantity Limits Apply)

SEROQUEL ORAL TABLET 100 MG, 200 MG,
25 MG, 300 MG, 400 MG, 50 MG

Non-Formulary

QL (4 tablets per 1 day)

SEROQUEL XR ORAL TABLET EXTENDED
RELEASE 24 HR 150 MG, 200 MG, 300 MG, 400
MG, 50 MG

Non-Formulary

QL (30 tablets per 30 days)

TEGRETOL ORAL SUSPENSION 100 MG/5
ML

Non-Formulary

TEGRETOL ORAL TABLET 200 MG

Non-Formulary

MDL

TEGRETOL XR ORAL TABLET EXTENDED
RELEASE 12 HR 100 MG, 200 MG, 400 MG

Non-Formulary

MDL

Tier 1= Preferred Generic, Tier 1A= Generic, Tier 2= Preferred Brand,
Tier 3= Non-Preferred Brand, Tier 4= Specialty Preferred, Tier 4A= Specialty Non-Preferred

Tier 7= Medical Coinsurance
BB= Buy and Bill Only

PA = Prior Authorization
QL = Quantity Limits

SP = This drug can only be obtained at Pharmacy Advantage: (800) 456-2112; up to 30 day supply at a time.

ST = Step Therapy Required
HCR = Health Care Reform rules apply

TD=FOR NEW TO HAP MEMBERS ONLY: One 30 day fill in the first 90 days of enrolling with HAP.

PF= Partial Fill Program
AG= Age Restriction
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DRUG NAME DRUG TIER NOTES

valproic acid (as sodium salt) 