Changes to Our Plan’s Formulary

Our Plan may immediately remove a brand name drug on our Drug List if we are replacing it with a new generic drug that will appear on the
same or lower cost sharing tier and with the same or fewer restrictions. Or, when adding the new generic drug, we may decide to keep the brand
name drug on our Drug List, but immediately move it to a different cost-sharing tier or add new restrictions. We may not tell you in advance
before we make that change, but we will later provide you with information about the specific change(s) we have made. Also, if the Food and
Drug Administration deems a drug on our formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we may
immediately remove the drug from our formulary and provide notice to members who take the drug.

Before we make other changes during the year to our Drug List that affect members currently taking a drug and that require us to provide
advance notice, we will notify affected members of the change at least 30 days before the change becomes effective, or at the time the member
requests a refill of the drug, at which time the member will receive a one-month supply of the drug.

The table below outlines changes to our formulary that may impact you.

— Alternative .
Description of Effective

Name of Affected Drug Reason for Change Alternative Drug(s) * Drug(s) Cost-

- . Date
Sharing Tier

Change

Manufacturer
Discontinuation

Deletion Of Drug From
Formulary

AVITA CRE 0.025% TRETINOIN CREAM 0.025% 11/01/2023

PA Added To Ensure
Usels For APart D
Covered Indication

Prior Authorization

BYDUREON BC INJ
Added**

Consult Your Health Care Provider 11/01/2023

CALCITRIOL INJ
1MCG/ML

Manufacturer
Discontinuation

Deletion Of Drug From
Formulary

CALCITRIOL SOL 1 MCG/ML 07/01/2023
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" Alternative .
Description of Effective

Name of Affected Drug Reason for Change Alternative Drug(s) * Drug(s) Cost-

E . Date
Sharing Tier

Change

Manufacturer
Discontinuation

Deletion Of Drug From
Formulary

Deletion Of Drug From Manufacturer .
eletion Of Drug fro . anu ?Ctu .e CEFACLOR SUS 250 MG / 5 ML Tier 2
Formulary Discontinuation
Deletion Of Drug From Generic Available ROFLUMILAST TAB Tier 2
Formulary
Deletion Of Drug From Manufgcturgr DIGOXIN TAB 0.95 MG Tier 9
Formulary Discontinuation

CAZIANT PAK VELIVET PAK 01/01/2023

CEFACLOR SUS 375 MG /

5ML 12/01/2023

DALIRESP TAB 05/01/2093

DIGOX TAB 0.25 MG 01/01/2023

Deletion Of Drug From
Formulary

ESBRIET CAP 267 MG Generic Available PIRFENIDONE CAP 267 MG Tier 5 05/01/2023

GILENYA CAP 0.5 MG Delet'igr?nqul;‘rjf From | Generic Available FINGOLIMOD CAP 0.5 MG Tier 5 05/01/2023
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" Alternative .
Description of Effective

Name of Affected Drug Reason for Change Alternative Drug(s) * Drug(s) Cost-

E . Date
Sharing Tier

Change

Manufacturer
Discontinuation

Deletion Of Drug From
Formulary

ISOPTO ATROP SOL 1% OP ATROPINE SULFATE OPHTH SOLN 1% 11/01/2023

Deletion Of Drug From Manufacturer .
LARISSIA TAB & ) . . AVIANE TAB Tier 2 02/01/2023
Formulary Discontinuation

Deletion Of Drug From Manufacturer
Formulary Discontinuation

LIDOCAINE HCL GEL 2% GLYDO GEL 2% Tier 2 07/01/2023

Deletion Of Drug From Manufacturer

MYORISAN CAP . . .
Formulary Discontinuation

CLARAVIS CAP Tier 2 07/01/2023

Deletion Of Drug From Manufacturer

NORVIR SOLN 80 MG/ML . . .
Formulary Discontinuation

NORVIR PACKET 100 MG Tier 4 04/01/2023

OXANDROLONE TAB Deletion Of Drug From
2.5 MG Formulary

Market Removal Consult Your Health Care Provider 11/01/2023
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. . Alternative .
Description of Effective

Name of Affected Drug Reason for Change Alternative Drug(s) * Drug(s) Cost-

E . Date
Sharing Tier

Change

Manufacturer
Discontinuation

Deletion Of Drug From
Formulary

Deletion Of Drug From Manu&mtur.er CLINIMIX INJ 4.25/D5W Tier 4
Formulary Discontinuation

Deletion Of Drug From Manuf: rer )

eletion OF Drug Fro Vlanutacture METRONIDAZOLE CREAM 0.75% Tier 9
Formulary Discontinuation

PASER PACKETS 4 GM Consult Your Health Care Provider 03/01/2023

PROCALAMINE INJ 3% 08/01/2023

ROSADAN CREAM 0.75% 03/01/2023

Manufacturer
Discontinuation

Deletion Of Drug From
Formulary

ABACAVIR TAB, EMTRICITABINE CAP,

STAVUDINE CAP LAMIVUDINE TAB, ZIDOVUDINE TAB

10/01/2023

Deletion Of Drug From Manufacturer .
TOPOSAR INJ100 / 5 ML & . . . ETOPOSIDE INJ 20 MG/ML Tier 2 09/01/2023
Formulary Discontinuation
Deletion Of D F Manufact PRENATAL TAB 27-1 MG; M-NATAL .
TRICARE TAB PRENATAL | ~Croron DT Drugirom Jantracturer Tier 3 19/01/2023
Formulary Discontinuation PLUS TAB
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Alternative
Reason for Change Alternative Drug(s) * Drug(s) Cost-

Sharing Tier

Description of
Change

Effective
Date

Name of Affected Drug

PA Added To Ensure
Usels For APart D
Covered Indication

Prior Authorization
Added**

TRULICITY INJ Consult Your Health Care Provider 11/01/2023

*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.

**f you are currently taking this drug, this change will not affect your coverage for this drug for the rest of the plan year.
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Section 1557 Non-Discrimination Language
Notice of Non-Discrimination

Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex.

Health Net:

Provides free aids and services to people with disabilities to communicate effectively with us, such
as qualified sign language interpreters and written information in other formats (large print, audio,
accessible electronic formats, other formats).

Provides free language services to people whose primary language is not English, such as qualified
interpreters and information written in other languages.

If you need these services, contact Health Net's Member Services at: 1-800-275-4737 (TTY: 711). From
October 1to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1to September 30, you
can call us Monday through Friday from 8 a.m. to 8 p.m. A messaging system is used after hours, weekends,
and on federal holidays.

If you believe that Health Net has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, you can file a grievance by calling the number above and
telling them you need help filing a grievance; Health Net’s Member Services is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,

Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Insert Form Approved

Multi-Language Interpreter Services OMB# 0938-1421

Spanish: Contamos con servicios de interpretacion gratuitos para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o medicamentos. Para obtener un intérprete, lldmenos al 1-800-275-4737
(TTY: 711). Alguien que habla espafiol puede ayudarle. Este es un servicio gratuito.

Chinese Mandarin T HEE R RENERS, WELEER NI ES YT YR H /T
fla)dt. NEEENE, 153K FTHEIE 1-800-275-4737 (TTY: 711) o SUIEEIBIERA RA] NI
R, LIRS EEE.

Chinese Cantonese: F {1t & =ZARTE T@%@Eﬂ@%ﬁ/\&ﬁﬁgﬁj@ 2Tl o AR
IR OZARTS @ 5520E1-800-275-4737 (TTY - TN) ° DR EBBNWAERTUEBE - bR ERE °

Tagalog: Mayroon kaming libreng serbisyo ng tagasalin para sagutin ang anumang mga tanong na mayroon ka
tungkol sa aming health o drug plan. Para kumuha ng tagasalin, tawagin lang kami sa 1-800-275-4737 (TTY: 711).
May nagsasalita ng Tagalog na puwedeng tumulong sa iyo. Ito ay libreng serbisyo.

French: Nous disposons de services d'interprétation gratuits pour répondre a toutes les questions que vous
pouvez avoir sur notre régime de santé ou de médicaments. Pour entrer en contact avec un interprete, il suffit
de nous appeler au 1-800-275-4737 (TTY : 711). Une personne qui parle francgais peut vous aider. Ce service
est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich vién mién phi dé trd 16i moi cau hdi quy vi cd thé cé vé
chuong trinh thudc hodc chuong trinh strc khde cla ching toi. Dé yéu cau thdng dich vién, chi can goi
cho chung téi theo s 1-800-275-4737 (TTY: 711). Nhan vién nai tiéng Viét s& hd tro quy vi. Dich vu nay
duoc mién phi.

German: Unser kostenloser Dolmetscherdienst beantwortet mogliche Fragen zu lhrem Gesundheits- oder
Medikamentenplan. Wenn Sie einen Dolmetscher bendtigen, rufen Sie uns gerne unter der folgenden
Rufnummer an: 1-800-275-4737 (TTY: 711). Sie erhalten Hilfe in deutscher Sprache. Dieser Service ist fur Sie
kostenlos.

2 = U= BE 220 HHsH| flst
,1-800-275-4737(TTY: T1)E1 2 2 S A0
= =

=2 4 UBUCH 59 Mblas

Korean ChALS| AL EE= 2
52 =9 A~||j|/\7+ o=
59|0H ZF—Q/\|+ °

TEZ MNIELEL

-

Russian: ECnn y BaC BO3HWK/M Kakme-nMbO BOMPOCHI O Hallem MiaHe MeLUUMHCKOro CTPpaxOoBaHMA
WAV NAaHe C MOKPbITUEM NeKapCTBEHHbIX NMPenapaTos, A4 BaC NPeayCMOTPeHbl BecnnaTHble yCayry
nepeBoAuYMKa. YTOObI BOCMOMBb30BATLCA YCyramu nepeBofunKa, NPOCTO MO3BOHUTE HaM MO HOMepy
1-800-275-4737 (TTY: 711). Bam MNOMOXeT COTPYAHMK, BMaLEKOWMA PYCCKUM A3bIKOM. JTa YCiyra
npefocTaBnAeTcA 6ecnnaTHo.
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Ly Aalall ol sall o daall Adad Jsa ol 585 38 ALl gl e Alad Bilae ) 58 Les i ladd i 531 Arabic
il o (Sar (711 :TTY) 1-800-275-4737 &)1 e Wy Juai¥l (5 s clile Lo (5 )8 an jin e J seanl]
Ailae 4edal) 538 g A yall Chaady add

Hindi: AR U 3709 8¢/ AT ST W Pl olehy FHAd: 310 HT H 364 aTet FaTell & STaTe & & Ty gord
H gUTISAT 1Y &. GHITST U1 & feil, 9 1-800-275-4737 (TTY: 711) TR H PicT Px. T8l ST aTelT PpIg
e 3TYhT Hee BTN IE HaT GO H 2.

Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda possa avere
in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, e sufficiente contattare il
numero 1-800-275-4737 (TTY: 711). Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que possa ter
sobre 0 nosso plano de saude ou medicacdo. Para obter um intérprete, contacte-nos através do numero
1-800-275-4737 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servico é gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
medikaman nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-275-4737 (TTY: 711). Yon moun ki pale
Kreyol-Franse ka ede w. Sa a se yon sevis gratis.

Polish: Dysponujemy bezptatnymi ustugami ttumaczeniowymi w celu odpowiedzi na dowolne pytania
dotyczace naszych planéw zdrowotnych i lekowych. Aby uzyska¢ pomoc ttumacza, zadzwon pod numer
1-800-275-4737 (TTY: 711). Osoba mowiaca po polsku moze Ci pomdc. Ta ustuga jest bezptatna.

Japanese: BHDBERY—EXZFAL T, BRECEERICHATSIZEMICEEZALET, &
RECHFEDBEIL, 1-800-275-4737 (TTV: ™) FTHEBEEFEL S, BRESZEEINBF
WWZV=LET., COY—ERIFERTT,
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