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The table below outlines changes to our List of Covered Drugs (Formulary) that may impact you.

Description of . Alternative  Effective
Name of Affected Drug P Reason for Change Alternative Drug(s) * .
Change Drug(s) Tier Date
BOMYNTRA 120 mg/1.7 mL

PROLIA 60 MG/ML Deletion Of Drug From o . (70 mg/mL) Syringe and Vial; .

Biosimilar Available ’ Tier 5 02/01/2026
SYRINGE (ML) Formulary osimitar Aval osenvelt 120 mg/1.7 mL | [0V
(70 mg/mL) solution
osenvelt 120 mg/1.7 mL

XGEVA 120 MG/ Deletion Of Drug From L . (70 mg/mL) solution and vial; .

Biosimilar Available ’ Tier 5 02/01/2026
1.7 VIAL (ML) Formulary BOMYNTRA 120 mg/1.7 mL /oY
(70 mg/mL) Solution
GLEOSTINE 10 MG Deletion Of Drug From . . . .
A 1 Tier 4 2/01/202

CAPSULE Formulary Generic Available lomustine 10 mg capsule ier 02/01/2026

GLEOSTINE 100 MG Deletion Of Drug From : . . :
S o Generic Available lomustine 100 mg capsule Tier 5 02/01/2026

GLEOSTINE 40 MG Deletion Of Drug From . . : .
CAPSULE Formulary Generic Available lomustine 40 mg capsule Tier 5 02/01/2026

Deletion Of Drug From : : - .
DIFICID 200 MG TABLET Formular)% Generic Available fidaxomicin 200 mg tablet Tier 5 02/01/2026
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Effective
Date

Alternative
Drug(s) Tier

Description of

Name of Affected Drug Change

Reason for Change

Alternative Drug(s) *

Deletion of drug f . : 10.5 l ion, .
FYCOMPA eletion ordrug from Generic Available perampane . mg/ml suspension Tier 5 04/01/2026
Formulary oral (Final Dose Form)
Deletion Of Drug from ,
VYNDAQEL & Market Removal Consult Your Health Care Provider N/A 05/01/2026
Formulary
Deletion of Drug from . . POMALIDOMIDE 1TMG, 2MG, 3MG .
POMALYST G Availabl ' ’ ’ Tier 5 05/01/2026
Formulary eneric Avaftable 4MG CAPSULE er [0V
Deleti f drug fi : : bri tam 10mg, 25mg, 50mg, .
BRIVIACT TABLET eletion ot drug from Generic Available rivaracetam TUms, oms, Sume Tier 5 06/01/2026
Formulary 75mg, 100mg tablet
BRIVIACT ORAL Deletion of drug from . . . . .
| ~ Generic Available brivaracetam 10mg/ml oral solution Tier 5 06/01/2026
SOLUTION Formulary
dapagliflozin-metformin ER
Deletion of drug from : . 5mg-1000mg, 10mg-1000m :
XIGDUO XR & Generic Available & : & & & Tier 3 06/01/2026
Formulary tablet Immediate and Extended Rel
Biphase 24hr
Deletion of drug from o : . , :
STELARA Biosimilar Available | ustekinumab-TTWE 45mg/0.5ml vial Tier 3 06/01/2026
Formulary
: Deletion of drug from o : : . :
ustekinumab Farmule Biosimilar Available | ustekinumab-TTWE 45mg/0.5ml vial Tier 3 06/01/2026

*Alternative drug(s) are drugs that you could consider with your prescriber. Only your prescriber can determine alternative drugs that are
appropriate for you given the individualized nature of drug therapy. Please consult your prescriber to confirm if this is an appropriate drug for

you.

Wellcare Buckeye MyCare Ohio Dual Align (HMO D-SNP) is a health plan that contracts with both Medicare and Ohio Medicaid to provide benefits
of both programs to enrollees.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak a language other than English, free language assistance services are available to you. Appropriate auxiliary aids
and services to provide information in accessible formats are also available free of charge. Call 1-855-445-3562 (TTY: 711).

Espafiol ATENCION: Contamos con servicios de asistencia lingiiistica que se encuentran disponibles para usted de manera gratuita.
También se encuentran disponibles de manera gratuita ayudas y servicios auxiliares adecuados para proporcionar informacion en
formatos accesibles. Llame al 1-855-445-3562 (TTY: 711).
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Pennsylvania Deitsch GEB ACHT: Schprooch Helfe sin meeglich mitaus Koscht. Rechtliche Auxiliary Aids un Helfe um Information zu gewwe
in helfreiche Formats sin aa meeglich mit aus Koscht. Ruf 1-855-445-3562 (TTY: 711).
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Deutsch ACHTUNG: Sprachdienstleistungen stehen Ihnen kostenlos zur Verfligung. Geeignete zusatzliche Unterstitzung und
Dienstleistungen fur Informationen in zuganglichen Formaten stehen Ihnen ebenfalls kostenlos zur Verfigung. Rufen Sie folgende
Nummer an: 1-855-445-3562 (TTY: 711).
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RIYCE AN 1R PR MH WA et ARCAP ENZA: NTERIFCIP KINN T $AT D ARCAP TLLA NPT PCRFT (DL 2I98PCNAP AT (DALLPT G
MARE T NRES 18 NG DL 1-855-445-3562 (TTY: 711) £.LM\:

Soomaali DIGNIIN: Adeegyada kaalmada lugadda bilaashka ah ayaa kuu diyaar ah. Sidoo kale, qalab iyo adeegyo kaabayaal ku habboon
ayaa diyaar ah si macluumaadka loogu helo gaabab sahlan oo la heli karo, iyadoo aan wax kharash ah lagaaga gaadin. Wac
1-855-445-3562 (TTY: 711).

Francais REMARQUE : des services d’assistance linguistique gratuits sont a votre disposition. Des services et aides pour obtenir des
informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-855-445-3562 (TTY : 711).

Francais cadien COMMUNIQUE: Des services d'aide linguistique sans frais sont a votre disposition. Des aides et services auxiliaires
appropriés pour fournir des informations en formats accessibles sont également proposés sans frais. Composez le 1-855-445-3562 (TTY :
711).

Yoruba AKIYESI: Awon isé irdnlowd ti édeé wa nilé fun o 16feéé. Awon isé ati awon iranwo aranniléwo tdye 14t pesé iwifunni ni awon ona
kikosile toseé raaye si tun wa nile bakan naa |6feé ldisan owo rara. Pe 1-855-445-3562 (TTY: 711).

Twi HYE NO NSO: Kasa ho mmoa dwumadie ahodod wa ho ma wo a wontua hwee. Nnesma a ebeboa wo ama wate nsem ne dwumadie
ahodoo a ede nsem bema wo wa akwan bebree so nso wa ho a wontua hwee. Fre 1-855-445-3562 (TTY: 711).

lgbo NLERUANYA: A na-enye gi oru enyemaka asusu n’efu. Enyemaka na oru ndi kwesiri ekwesi iji nye ozi n’udi ndi di mfe inweta dikrawa
n‘akwughi ugwo. Kpoo 1-855-445-3562 (TTY: 711).
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Pyccknin BHUMAHME! Bam aoctynHbl becnnaTHble YCayri A3bIKOBOM NOAAEPHKKM. Bbl TaKKe MorykeTe BecnnaTtHo Noay4ymTb COOTBETCTBYOLIME
BCMOMOraTe/ibHble CPEeACTBA M YC/IYTM, HaNpaBAeHHbIE Ha NPeaoCcTaBneHne MHGOPMaLIMK B AOCTYMHbIX opmaTax. [103BOHMTE NO HOMepY
1-855-445-3562 (TTY: 711).

YKkpaiHcbKka YBATA! Bam aocTynHi 6€3K0WTOBHI NOCAyrM MOBHOI JoNoMorn. BianosiaHi 4onomMixKHi 3acobu Ta nocayri Ana HagaHHA
iHbopMaLii y AOCTYNHMX GopmaTax TaKoXK A0CTynHi 6e3KowToBHO. 3aTenedoHyinTe 3a Homepom 1-855-445-3562 (TTY: 711).



Tagalog ATENSYON: May mga libreng serbisyo ng tulong sa wika na available para sa inyo. Available din nang libre ang mga naaangkop na
karagdagang tulong at serbisyo para makapagbigay ng impormasyon sa mga accessible na format. Tumawag sa 1-855-445-3562 (TTY: 711).
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