vaetna

January 1, 2021

Changes coming to your plan’s pharmacy drug lists

There will be changes to the Aetna Funding Advantage Small Group Value Plus Plan drug list that
applies to your plan starting on January 1, 2021. It's important that you review the changes in the chart
below. Talk to your health care provider about how these changes might impact you.

What if | need a prescription drug that requires a medical exception?

You or your prescriber can request a medical exception to the changes in this letter. If you would like to
ask for an exception, talk with your prescriber. Or, you can call us at the toll-free number on your Member
ID card.

We'll contact you and your prescriber with our decision. If we approve your exception, you will pay your
plan copay or cost-share. But first you must meet any deductible or out-of-pocket requirements of your
pharmacy plan.

How to find a preferred medicine that’s right for you
You can visit the website that's shown on your member ID card. Then log in to your account. To better
understand how your plan’s pharmacy benefits work, call us at the number on your member ID card.

Key for table below
If your plan doesn’t have formulary exclusions, you will pay the non-preferred copay.

Generic expected - When a generic drug is expected, the generic drug will be covered in place of
the brand-name drug. The brand-name drug is likely to become non-formulary or covered at a
higher cost.

* Changes apply if your plan includes this program. Refer to your plan documents.

UPPER CASE = brand-name medication lower case = generic medication
Prescription Drug Change(s)
ABILIFY MAINTENA Preferred brand drug
ACCU-CHEK AVIVA PLUS Not covered for plans with Formulary Exclusions; Quantity limits removed
ACCU-CHEK COMPACT PLUS | Not covered for plans with Formulary Exclusions; Quantity limits removed
ACCU-CHEK GUIDE Not covered for plans with Formulary Exclusions; Quantity limits removed
ACCU-CHEK LANCETS / Non-preferred brand drug
LANCING DEVICES
ACCU-CHEK SMARTVIEW Not covered for plans with Formulary Exclusions; Quantity limits removed
STRIPS
acetaminophen / codeine You can fill up to 90ml/ day
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Prescription Drug

Change(s)

ADDERALL TAB 10MG

Step therapy removed; You can fill up to 3/ day

ADDERALL TAB 12.5MG

Step therapy removed; You can fill up to 3/ day

ADDERALL TAB 15MG

Step therapy removed; You can fill up to 2/ day

ADDERALL TAB 20MG Step therapy removed; You can fill up to 2/ day
ADDERALL TAB 30MG Step therapy removed; You can fill up to 1/ day
ADDERALL TAB 5MG Step therapy removed; You can fill up to 3/ day

ADDERALL TAB 7.5MG

Step therapy removed; You can fill up to 3/ day

ADDERALL XR CAP 10MG

Non-preferred brand drug; Step therapy removed

ADDERALL XR CAP 15MG

Non-preferred brand drug; Step therapy removed; You can fill up to 1/ day

ADDERALL XR CAP 20MG Non-preferred brand drug; Step therapy removed; You can fill up to 1/ day
ADDERALL XR CAP 25MG Non-preferred brand drug; Step therapy removed; You can fill up to 1/ day
ADDERALL XR CAP 30MG Non-preferred brand drug; Step therapy removed; You can fill up to 1/ day
ADDERALL XR CAP 5MG Non-preferred brand drug; Step therapy removed

ADHANSIA XR Preauthorization removed; Step therapy removed

ADZENYS ER Not covered for plans with Formulary Exclusions; Step therapy removed

ADZENYS XR-ODT

Preauthorization removed; Step therapy removed

AIRDUO RESPICLICK

Not covered for plans with Formulary Exclusions; You must first try
ADVAIR, ANORO ELLIPTA, BREO ELLIPTA, SYMBICORT*

AKYNZEO Not covered for plans with Formulary Exclusions; Preauthorization
removed; Step therapy removed; Quantity limits removed

ALECENSA Preferred specialty drug

ALUNBRIG Preferred specialty drug

AMITIZA Not covered for plans with Formulary Exclusions; Quantity limits removed

amnesteem Quantity limits removed

amphet / dextr cap 15mg er

You can fill up to 1/ day

amphet / dextr cap 20mg er

You can fill up to 1/ day

amphet / dextr cap 25mg er

You can fill up to 1/ day

amphet / dextr cap 30mg er

You can fill up to 1/ day

amphet / dextr tab 10mg

You can fill up to 3/ day

amphet / dextr tab 12.5mg

You can fill up to 3/ day

amphet / dextr tab 15mg

You can fill up to 2/ day

amphet / dextr tab 20mg

You can fill up to 2/ day

amphet / dextr tab 30mg

You can fill up to 1/ day

amphet / dextr tab 5mg

You can fill up to 3/ day

amphet / dextr tab 7.5mg

You can fill up to 3/ day

amphetamine tab 10mg

You can fill up to 3/ day

amphetamine tab 12.5mg

You can fill up to 3/ day

amphetamine tab 15mg

You can fill up to 2/ day

amphetamine tab 20mg

You can fill up to 2/ day

amphetamine tab 30mg

You can fill up to 1/ day

amphetamine tab 5mg

You can fill up to 3/ day
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Prescription Drug

Change(s)

amphetamine tab 7.5mg

You can fill up to 3/ day

ANGELIQ Not covered for plans with Formulary Exclusions

ANNOVERA Preferred brand drug

ANZEMET Not covered for plans with Formulary Exclusions; Quantity limits removed

APADAZ You can fill up to 168/ month

APOKYN Not covered for plans with Formulary Exclusions

APTENSIO XR Not covered for plans with Formulary Exclusions; Preauthorization
removed; Step therapy removed

ARALAST NP Not covered for plans with Formulary Exclusions

ARISTADA INITIO

Non-preferred brand drug

ARYMO ER TAB

Not covered for plans with Formulary Exclusions; Step therapy removed

atomoxetine

You can fill up to 1/ day

atropine sulfate

Not covered under pharmacy benefit

AZOPT

Not covered for plans with Formulary Exclusions

benzhydrocodone /
acetaminophen

You can fill up to 168/ month

BENZIQ Preferred brand drug
BENZIQ LS Preferred brand drug
BEPREVE Not covered for plans with Formulary Exclusions
BESIVANCE Not covered for plans with Formulary Exclusions
BETIMOL Preferred brand drug
BETOPTIC-S Not covered for plans with Formulary Exclusions

BEVESPI AEROSPHERE

Not covered for plans with Formulary Exclusions; Quantity limits removed

BIJUVA

Preferred brand drug; Quantity limits removed

BREZTRI AEROSPHERE

Preferred brand drug; You can fill up to 1 inhaler/ month*

BUNAVAIL

Not covered for plans with Formulary Exclusions

butalbital / aspirin / caffeine /

You can fill up to 48/ month

codeine

CALCIUM-FOLIC ACID PLUS Not covered for plans with Formulary Exclusions
D

CILOXAN Not covered for plans with Formulary Exclusions
CIPRO HC Not covered for plans with Formulary Exclusions
CIPRODEX Not covered for plans with Formulary Exclusions
claravis Quantity limits removed

CLENPIQ Preferred brand drug

CONCERTA TAB 36MG You can fill up to 2/ day

CONCERTA TAB 54MG You can fill up to 1/ day

CORVITE 150 Not covered for plans with Formulary Exclusions
CORVITE FE Not covered for plans with Formulary Exclusions
cyclobenzaprine hcl Not covered for plans with Formulary Exclusions
DARAPRIM Not covered for plans with Formulary Exclusions
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Prescription Drug

Change(s)

DAYTRANA

Not covered for plans with Formulary Exclusions; Preauthorization
removed; Step therapy removed

DEPO-SUBQ PROVERA 104

Not covered for plans with Formulary Exclusions

DESOXYN

Preauthorization removed; Step therapy removed

DEXEDRINE CAP 10MG CR

Step therapy removed

DEXEDRINE CAP 15MG CR

Step therapy removed; You can fill up to 2/ day

DEXEDRINE CAP 5MG CR

Step therapy removed

dexmethylphenidate hcl

You can fill up to 2/ day

dexmethylphenidate hcl er

Preauthorization removed; Step therapy removed; You can fill up to 1/ day

dextroamphet cap 15mg er

You can fill up to 2/ day

DIALYVITE

Not covered for plans with Formulary Exclusions

DIFFERIN

Not covered for plans with Formulary Exclusions; Step therapy removed

DOPTELET

Preferred specialty drug

dorzolamide hcl / timolol
maleate

Preferred generic drug

DOVATO

You can fill up to 1/ day*

doxepin hydrochloride cream

Not covered for plans with Formulary Exclusions; You must first try 1 of
betamethasone, clobetasol, fluocinolone, hydrocortisone AND 1 of
tacrolimus, EUCRISA*

DUAVEE Not covered for plans with Formulary Exclusions; Quantity limits removed
DUOBRII Preferred brand drug; Quantity limits removed
DUPIXENT Preferred specialty drug

DUPIXENT INJ 200 / 1.14ML

Preferred specialty drug; You can fill up to 2 inj/ 14 days*

DUROLANE

Preferred specialty drug; Step therapy removed

ed-spaz Preferred generic drug

EMEND Not covered for plans with Formulary Exclusions; Quantity limits removed

EMEND SUS 125MG Not covered for plans with Formulary Exclusions

ENBREL You can fill up to 8 inj/ month*

ENSTILAR Preferred brand drug; Quantity limits removed

ERIVEDGE Preferred specialty drug

ESTRING Not covered for plans with Formulary Exclusions

EVZIO Step therapy removed; You can fill up to 2 cartons(4 auto-injectors)/ 180
days*

FABIOR Not covered for plans with Formulary Exclusions; Step therapy removed

FEMRING Not covered for plans with Formulary Exclusions; Quantity limits removed

FINACEA Preferred brand drug; Preauthorization required*

FLAREX Preferred brand drug

fluticasone propionate /
salmeterol diskus

Not covered for plans with Formulary Exclusions; You must first try
ADVAIR, ANORO ELLIPTA, BREO ELLIPTA, SYMBICORT*

FOCALIN You can fill up to 2/ day
FOCALIN XR You can fill up to 1/ day
folic acid Preferred generic drug
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Prescription Drug

Change(s)

GAMUNEX-C Not covered for plans with Formulary Exclusions

GEL-ONE Not covered for plans with Formulary Exclusions; Step therapy removed
GELSYN-3 Preferred specialty drug; Step therapy removed

GENVISC 850 You must first try 3 of GELSYN-3, SUPARTZ, EUFLEXXA, DUROLANE*
GLASSIA Not covered for plans with Formulary Exclusions

glydo You can fill up to 2 ml/ day*

GOLYTELY Not covered for plans with Formulary Exclusions

GRASTEK You must first try 1 oral antihistamine and 1 intranasal corticosteroid*

HOMATROPAIRE

Not covered under pharmacy benefit

homatropine hbr

Not covered under pharmacy benefit

HUMATROPE Not covered for plans with Formulary Exclusions
HYALGAN You must first try 3 of GELSYN-3, SUPARTZ, EUFLEXXA, DUROLANE*
hydrocodone / You can fill up to 6/ day

acetaminophen

hydrocodone bitartrate /
acetaminophen

You can fill up to 90ml/ day

HYMOVIS

You must first try 3 of GELSYN-3, SUPARTZ, EUFLEXXA, DUROLANE*

hyoscyamine sulfate

Preferred generic drug

hyoscyamine sulfate er

Preferred generic drug

hyoscyamine sulfate odt

Preferred generic drug

hyoscyamine sulfate sr

Preferred generic drug

HYSINGLA ER Not covered for plans with Formulary Exclusions

IMVEXXY Preferred brand drug

INBRIJA Preferred specialty drug

INCRUSE ELLIPTA Not covered for plans with Formulary Exclusions; Quantity limits removed
INTRAROSA Not covered for plans with Formulary Exclusions; Quantity limits removed

ISORDIL TITRADOSE

Not covered for plans with Formulary Exclusions

isosorbide dinitrate

Not covered for plans with Formulary Exclusions

isotretinoin Quantity limits removed

JORNAY PM Step therapy removed

KADIAN Not covered for plans with Formulary Exclusions
KESIMPTA Preferred specialty drug

KEVZARA Step therapy removed

KYLEENA Preferred brand drug

LACRISERT Not covered for plans with Formulary Exclusions
LAMICTAL Non-preferred brand drug; Step therapy removed
latanoprost Preferred generic drug

LATUDA Preferred brand drug; Step therapy removed; Quantity limits removed
LATUDA TAB 60MG Preferred brand drug; Step therapy removed
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Prescription Drug

Change(s)

lidocaine

Not covered for plans with Formulary Exclusions

lidocaine hcl gel 2%

You can fill up to 2 ml/ day*

lidocaine hcl solution

Preferred generic drug

lidocaine sol 4%

Preferred generic drug

LIDODERM Non-preferred brand drug; Step therapy removed; Quantity limits
removed
LILETTA Not covered for plans with Formulary Exclusions

LONHALA MAGNAIR REFILL
KIT

Not covered for plans with Formulary Exclusions; You must first try
SPIRIVA, YUPELRI*

MAGNEBIND 400

Not covered for plans with Formulary Exclusions

MAXIDEX

Not covered for plans with Formulary Exclusions

MENEST

Not covered for plans with Formulary Exclusions

meperidine hcl tab

Not covered for plans with Formulary Exclusions; You can fill up to 18/
month

meperidine sol 50mg / 5ml

Not covered for plans with Formulary Exclusions; You can fill up to 90ml/
month

mesalamine

Preferred generic drug

methadone con 10mg / ml

You can fill up to Iml/ day

METHADOSE CON 10MG / ML

You can fill up to Iml/ day

METHADOSE SUGAR-FREE

You can fill up to Iml/ day

methylphenidate hcl

You can fill up to 3/ day

methylphenidate
hydrochloride er 36mg tab

You can fill up to 2/ day

methylphenidate
hydrochloride er 54mg tab

You can fill up to 1/ day

MIRENA

Preferred brand drug

MONOVISC Not covered for plans with Formulary Exclusions
MULPLETA Preferred specialty drug

myorisan Quantity limits removed

NAYZILAM Preferred brand drug

NEPHPLEX RX Not covered for plans with Formulary Exclusions
NEULASTA / ONPRO Not covered for plans with Formulary Exclusions; Quantity limits removed
NEXIUM 24HR Generic expected

NEXLETOL Preferred brand drug

NEXLIZET Preferred brand drug

NIFEREX Not covered for plans with Formulary Exclusions
NINLARO Preferred specialty drug

NORDITROPIN FLEXPRO

Preferred specialty drug; Step therapy removed

NOVOFINE 32GX6MM

Not covered for plans with Formulary Exclusions

NOVOFINE AUTOCOVER
30GX8MM

Not covered for plans with Formulary Exclusions

NOVOFINE PLUS 32GX4MM

Not covered for plans with Formulary Exclusions
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Prescription Drug

Change(s)

NOVOLIN 70 / 30 FLEXPEN
RELION

Not covered for plans with Formulary Exclusions

NOVOTWIST 32GX5MM

Not covered for plans with Formulary Exclusions

NUCALA Preferred specialty drug

NUCALA INJ 100MG / ML Preferred specialty drug

NUCYNTA Preferred brand drug; Step therapy removed
NUCYNTA ER Preferred brand drug; Step therapy removed
NUFERA Not covered for plans with Formulary Exclusions
nulev Preferred generic drug

NUVARING Not covered for plans with Formulary Exclusions
OBIZUR Not covered for plans with Formulary Exclusions
OCUVEL Not covered for plans with Formulary Exclusions
ODACTRA You must first try 1 oral antihistamine and 1 intranasal corticosteroid*
ODOMZO Preferred specialty drug

omeprazole

Preferred generic drug; You can fill up to 90 caps/365 days*

omeprazole otc

You can fill up to 90 caps/365 days*

OMNIPOD

Preferred brand drug

ONETOUCH LANCETS /
LANCING DEVICES

Preferred brand drug

ONETOUCH ULTRA

Preferred brand drug; Step therapy removed

ONETOUCH VERIO TEST
STRIPS

Preferred brand drug; Step therapy removed

ORACEA Preferred brand drug; Step therapy removed; Quantity limits removed
ORALAIR You must first try 1 oral antihistamine and 1 intranasal corticosteroid*
ORTHOVISC Not covered for plans with Formulary Exclusions

oscimin Preferred generic drug

oscimin sr Preferred generic drug

OSPHENA Not covered for plans with Formulary Exclusions; Quantity limits removed
OXAYDO Not covered for plans with Formulary Exclusions

OXYCONTIN Not covered for plans with Formulary Exclusions

oxymorphone hydrochloride
er

Not covered for plans with Formulary Exclusions

PAXIL Not covered for plans with Formulary Exclusions; Quantity limits removed
PCP 100 Not covered under pharmacy benefit
PERSERIS Preferred brand drug

phenobarbital / belladonna
alkaloids

Not covered under pharmacy benefit

PREFEST Not covered for plans with Formulary Exclusions; Quantity limits removed
PREMARIN Not covered for plans with Formulary Exclusions

PREMPHASE Not covered for plans with Formulary Exclusions

PREMPRO Not covered for plans with Formulary Exclusions

PROLASTIN-C Preferred specialty drug
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Prescription Drug

Change(s)

PROLENSA Not covered for plans with Formulary Exclusions

PROMACTA TAB 12.5MG You can fill up to 1/ day*

RAGWITEK You must first try 1 oral antihistamine and 1 intranasal corticosteroid*

RELISTOR Not covered for plans with Formulary Exclusions; Preauthorization
removed; Quantity limits removed

RHOFADE Not covered for plans with Formulary Exclusions; Quantity limits removed

ribavirin inh Preferred generic drug

RITALIN LA Step therapy removed

RITALIN TAB You can fill up to 3/ day

RYDAPT Preferred specialty drug

SANCUSO Preferred brand drug

SANDOSTATIN LAR DEPOT

Not covered for plans with Formulary Exclusions

SAPHRIS

Preferred brand drug; Preauthorization removed; Step therapy removed;
Quantity limits removed

SIGNIFOR LAR Not covered for plans with Formulary Exclusions; Quantity limits removed

SIMBRINZA Preferred brand drug

SKYLA Preferred brand drug

SOMATULINE DEPOT Preferred specialty drug; You can fill up to 1inj/ month*

SOMAVERT Not covered for plans with Formulary Exclusions

SOOLANTRA Not covered for plans with Formulary Exclusions; Step therapy removed

STRATTERA You can fill up to 1/ day

SUPARTZ FX Preferred specialty drug; Step therapy removed

SUPREP BOWEL PREP KIT Not covered for plans with Formulary Exclusions

symax-sl Preferred generic drug

SYNVISC You must first try 3 of GELSYN-3, SUPARTZ, EUFLEXXA, DUROLANE*

SYNVISC ONE You must first try 3 of GELSYN-3, SUPARTZ, EUFLEXXA, DUROLANE*

TACLONEX OIN Preferred brand drug; Step therapy removed; Quantity limits removed

TACLONEX SUS Preferred brand drug; Quantity limits removed

tadalafil Preferred generic drug; Preauthorization required*; You can fill up to 1/
day*

TAZORAC Not covered for plans with Formulary Exclusions; Preauthorization
removed

TECFIDERA Not covered for plans with Formulary Exclusions; Quantity limits removed

TECFIDERA STARTER PACK

Not covered for plans with Formulary Exclusions; Quantity limits removed

TIMOPTIC OCUDOSE

Not covered for plans with Formulary Exclusions

TOBRADEX Not covered for plans with Formulary Exclusions
TOBRADEX ST Not covered for plans with Formulary Exclusions
TOUJEO MAX SOLOSTAR Preferred brand drug; Step therapy removed
TOUJEO SOLOSTAR Preferred brand drug; Step therapy removed

TRACLEER TAB 32MG

Not covered for plans with Formulary Exclusions

tramadol hcl

You can fill up to 1/ day
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Prescription Drug

Change(s)

tramadol hydrochloride /

acetaminophen

You can fill up to 40/ month

TRIVISC You must first try 3 of GELSYN-3, SUPARTZ, EUFLEXXA, DUROLANE*

TRULANCE Not covered for plans with Formulary Exclusions; Quantity limits removed

TRUVADA Preferred brand drug; If drug is covered by your plan, you will now pay a
copay for this drug

TUXARIN ER Not covered for plans with Formulary Exclusions

UDENYCA Not covered for plans with Formulary Exclusions; Quantity limits removed

ULTRACET You can fill up to 40/ month

V-GO Preferred brand drug

VALTOCO Preferred brand drug; Preauthorization removed

VARUBI Not covered for plans with Formulary Exclusions; Quantity limits removed

VENTOLIN HFA Not covered for plans with Formulary Exclusions

VIIBRYD kit Not covered for plans with Formulary Exclusions

VIIBRYD tab Not covered for plans with Formulary Exclusions; Quantity limits removed

virt-vite forte Preferred generic drug

VISCO-3 Not covered for plans with Formulary Exclusions; Step therapy removed

VITAL-D RX Not covered for plans with Formulary Exclusions

VONVENDI Not covered for plans with Formulary Exclusions

VYVANSE CAP 40MG

You can fill up to 1/ day

VYVANSE CAP 50MG

Preauthorization removed; You must first try 3 of generic amphetamine,
amphetamine/dextroamphetamine, dexmethylphenidate,
dextroamphetamine, methamphetamine, methylphenidate*; You can fill
up to 1/ day

VYVANSE CAP 60MG

Preauthorization removed; You must first try 3 of generic amphetamine,
amphetamine/dextroamphetamine, dexmethylphenidate,
dextroamphetamine, methamphetamine, methylphenidate*; You can fill
up to 1/ day

VYVANSE CAP 7TOMG

Preauthorization removed; You must first try 3 of generic amphetamine,
amphetamine/dextroamphetamine, dexmethylphenidate,
dextroamphetamine, methamphetamine, methylphenidate*; You can fill
up to 1/ day

VYVANSE CHW 40MG

Preauthorization removed; You must first try 3 of generic amphetamine,
amphetamine/dextroamphetamine, dexmethylphenidate,
dextroamphetamine, methamphetamine, methylphenidate*; You can fill
up to 1/ day

VYVANSE CHW 50MG

Preauthorization removed; You must first try 3 of generic amphetamine,
amphetamine/dextroamphetamine, dexmethylphenidate,
dextroamphetamine, methamphetamine, methylphenidate*; You can fill
up to 1/ day
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Prescription Drug

Change(s)

VYVANSE CHW 60MG

Preauthorization removed; You must first try 3 of generic amphetamine,
amphetamine/dextroamphetamine, dexmethylphenidate,
dextroamphetamine, methamphetamine, methylphenidate*; You can fill
up to 1/ day

WESTAB MAX

Preferred generic drug

wixela inhub

Not covered for plans with Formulary Exclusions; You must first try
ADVAIR, ANORO ELLIPTA, BREO ELLIPTA, SYMBICORT*

XCOPRI Preferred brand drug; Preauthorization removed
XOSPATA Preferred specialty drug

XTAMPZA ER Preferred brand drug; Step therapy removed
ZEMAIRA Not covered for plans with Formulary Exclusions
zenatane Quantity limits removed

ZENZEDI TAB 15MG

Step therapy removed; You can fill up to 2/ day

ZENZEDI TAB 20MG

Step therapy removed; You can fill up to 2/ day

ZENZEDI TAB 30MG

Step therapy removed; You can fill up to 1/ day

ZEPOSIA Preferred specialty drug; Step therapy removed

ZIEXTENZO Preferred specialty drug; Step therapy removed

ZINBRYTA You must first try 2 of BETASERON, COPAXONE, MAYZENT, VUMERITY,
ZEPOSIA*

ZIRGAN Not covered for plans with Formulary Exclusions
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Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary
companies, including Aetna Life Insurance Company, and their affiliates (Aetna).

Some health benefits and health insurance plans are offered, administered and/or underwritten by Aetna Health Inc.,
151 Farmington Avenue, Hartford, CT 06156. Each insurer has sole financial responsibility for its own products.

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

Aetna receives rebates from drug manufacturers that may be taken into account in determining drug lists.
Information is subject to change. The drugs on the Pharmacy Drug Guide (formulary), Formulary Exclusions,
Precertification, Quantity Limit and Step Therapy Lists are subject to change. In certain states, including Arkansas,
Colorado, Connecticut, Delaware, Georgia, lllinois, Louisiana, Maryland, Minnesota, North Dakota, Pennsylvania and
Texas, step therapy programs do not apply to fully insured members utilizing prescription drugs for the treatment
of stage-four advanced, metastatic cancer.

In accordance with state law, commercial fully insured (including HMO) members in Louisiana and Texas (except
Federal Employee Health Benefit Plan members) who are receiving coverage for drugs that are added or removed
from the Pharmacy Drug Guide and Specialty Drug List will continue to have those drugs covered at the same benefit
level until their plan’s renewal date. In Texas, preauthorization approval is known as “preservice utilization review.”
It is not "verification" as defined by Texas law. Preauthorization means a determination that healthcare services
proposed to be provided to a patient are medically necessary and appropriate.

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

In accordance with state law, fully insured commercial Connecticut preferred provider organization (PPO) members
(except Federal Employee Health Benefit Plan members) covered under a policy and using a drug for treatment of
a chronic illness prior to the drug’s removal from the Pharmacy Drug Guide will continue to have the medication
covered, provided the prescriber states in writing that the drug is medically necessary and more medically beneficial
than other covered drugs. Nothing in this section shall preclude the prescribing provider from prescribing another
drug covered by the plan that is medically appropriate for the enrollee, nor shall anything in this section be construed
to prohibit generic drug substitutions.

This material is for information only. It contains only a partial, general description of plan benefits or programs and
does not constitute a contract. Aetna is part of the CVS Health family of companies.

Policy forms issued in Oklahoma include: AL COC00010, HC COCO00010.
Policy forms issued in Missouri include: AL HGrpPol O1R5, HI HGrpAg 05, HO HGrpPol 04, AL SG GrpPOLAmMend 2020
01, HI SG GrpAgAmend 2020 O1.
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Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat
people differently based on their race, color, national origin, sex, age, or disability.

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

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

If you believe we have failed to provide these services or otherwise discriminated based on a
protected class noted above, you can also file a grievance with the Civil Rights Coordinator by
contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),
1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator(@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

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


mailto:CRCoordinator@aetna.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

TTY: 711
To access language services at no cost to you, call the number on your ID card.

Para acceder a los servicios de idiomas sin costo, llame al nimero que figura en su tarjeta de
identificacidn. (Spanish)

IMERREFS RS FRER D R EESERE (Chinese)

Afin d'accéder aux services langagiers sans frais, veuillez composer le numéro inscrit sur votre carte
d'identité. (French)

Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tawagan ang numero sa inyong
ID card. (Tagalog)

T’aa ni nizaad k’ehji bee nika a’doowot doo baah ilinigdo naaltsoos bee atah niliigo nanitinigii bee
néého’dolzinigii béésh bee hane’i bikaa’ aaji’ holne’. (Navajo)

Um auf fir Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie die Nummer auf lhrer ID-Karte
an. (German)

Pér shérbime pérkthimi falas pér ju, telefononi né numrin gé gjendet né kartén tuaj té identitetit.
(Albanian)

PLYE AINVNATT PANGS ATITTHE 1P FOLLPT AL PAD-T RTC LM-e:: (Amharic)
(Arabic) Apasill el e g gl &)1 e JuaiV) ela )l SS90 4 gall) leadd) e J saaall

Utddwp (kquljut swnwjnipjniuibiphg ogunnybint hwdwp quuquhwpbp dtp hupunipjub
(ID) pupwunh Ypu tpdws hknwpunuwhwdwpny: (Armenian)

Kugira uronke serivisi z’indimi atakiguzi, Hamagara inumero iri kuri karangamuntu kawe. (Bantu)

STANE [FAPET ST AT (@ T AN AT (73T 7 (BT FFa| (Bengali)

Ngadto maakses ang mga serbisyo sa pinulongan alang libre, tawagan sa numero sa nimong ID card.
(Bisayan-Visayan)

c08m0e5[q¢ s00c(nieg 00l omaeoMin§eantagp: q§$EqSI 2o& ID
»oded 0gEfeam ©S:s00d3m: ealaddl (Burmese)

Per accedir a serveis lingtistics sense cap cost per voste, telefoni al nUmero indicat a la seva targeta
d’identificacid. (Catalan)

Para un hago' i setbision lengguahi ni dibatde para hagu, dgang i numiru gi iyo-mu kard aidentifikasion.
(Chamorro)



GYood SOhAHcOA TOOLE’S1A L AT'o0d JGEGWJ1A HbY, OPLABWE’D 6060y 4004 'SALIP
O@OT ID ThAcod GVPT. (Cherokee)

Anumpa tohsholi | toksvli ya peh pilla ho ish | paya hinla kvt chi holisso iskitini holhtena takanli ma |
paya. (Choctaw)

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf,lakkoofsa duugda waraagaa eenyummaa (ID) kee irraa
jiruun bilbili. (Cushite-Oromo)

Voor gratis toegang tot taaldiensten, bel het nummer op uw ID-kaart. (Dutch)
Pou jwenn sévis lang gratis, rele nimewo telefon ki sou kat idantite ou a. (French Creole-Haitian)

o va EMKOLWVWVNOETE XWPLG XpEWON LE TO KEVIPO UTOOTAPLENG TTEAQTWY OTN YAwooa o,
tnAedwvnaote otov aplBuo ou avaypadeTal oTnNV KAPTA 0OG MPovopiwy pHéAoud. (Greek)

dHIR 818 %ldell W (dell N lefl AciAlel USTA HIZ, dHIRL A118S] SIS GUrell sivRa Sl
5. (Gujarati)

No ka wala‘au ‘ana me ka lawelawe ‘Olelo e kahea aku i ka helu kelepona ma kau kaleka ID. Kaki ‘ole ‘ia
kéia kokua nei. (Hawaiian)

39k forw f9=T ford e 3 $1TST AaT3iT &7 3TANET ¥ & fIT, 379 TS s W A AFa R |/
FieT HY| (Hindi)

Xav tau kev pab txhais lus tsis muaj nqi them rau koj, hu tus naj npawb ntawm koj daim npav ID.
(Hmong)

lji nwetadhere na oru gasi asusu n'efu, kpoo nomba no na kaadi ID gi. (Ibo)

Tapno maaksesyo dagiti serbisio maipapan iti pagsasao nga awan ti bayadanyo, tawagan ti numero
idiay ID cardyo. (llocano)

Untuk mengakses layanan bahasa tanpa dikenakan biaya, hubungi nomor telepon di kartu identitas
Anda. (Indonesian)

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero sulla tessera identificativa.
(Italian)

BEY—EXRZEHNTIFAVEECIZE, DA—RICEHEOESITEEEL LT,

(Japanese)

oo 0)&‘(7)81@?(73_]5390)?61@1 13 0o0f oot eroneSeo1on 3%5% $3QIC01$0 m§@§£1m§§§,(%:m§0%05% $ﬁ‘r°ﬁm1 3%5(\31 §r~ooﬁ‘(°)1§§ (ID)

20:315500077 (Karen)

2 AHH MBIAE 0/ SotAH 2 IDIHEN === HS=Z M3tol =& Al 2. (Korean)



M dyi wudu-du ka ko do bé& dyi m3un ni pidyi ni, nii, dd ndba nia ni ID kaa) k3e. (Kru-Bassa)

A S (ID)s2 B s cso_la3 40 450 (ss sty ¢ 5 o (5598 o ey (51 )R A 40 GBS e 5
(Kurdish)

@ec291qN1L3NIVWITNOBVCTLHIONLUIN,
Tontvmacdluvihvenldluiourarcdoceguav. (Laotian)

SHIUTCTET QeehT AT $HTNT Ha YTl FUATATST, THTAT D SHrsTallel shATehTar BleT 1. (Marathi)

Nan etal nan jikin jiban ko ikijen kajin ilo an ejelok onen nan kwe, kirlok nomba eo ilo ID kaat eo am.
(Marshallese)

Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih nempe nan amhw doaropwe en ID.
(Micronesian-Pohnpeian)

18gjs gumnSiunAYUMNIZUSSASIGUEUIINAES uiuTiginnisims
iz sSISIUTUMNUIENUISSIUNIIMNSHAY (Mon-Khmer, Cambodian)

o Qe 37T AT UTec 3TeT 30T TREITFAT HThT AFGAT STADIA IJ6 | (Nepali)

Té koor yin wéér de thokic ke cin wéu kor keek ténan yin. Ke cal kac ye kac kuany né nomba de abac t3
né ID kard du k3u. (Nilotic-Dinka)

For tilgang til kostnadsfri spraktjenester, ring nummeret pa ID-kortet ditt. (Norwegian)
Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart. (Pennsylvania Dutch)
(Persian-Farsi) .x x5 el 2 63 (bl IS (g5 0ad a0 jledi b o801 sk 40 0l ledd 4y o i 5 s

Aby uzyskac dostep do bezptatnych ustug jezykowych prosze zadzwoni¢ numer telefonu na Twojej
Karcie Identykujacej (Polish)

Para acessar os servigos de idiomas sem custo para vocég, ligue para o nimero que consta na sua
identidade. (Portuguese)

333 B g faR SH3 T8 3T AT’ & 293 96 B8, WUE Waid 93 ‘3 i3 359336
J1 (Punjabi)

Pentru a accesa gratuit serviciile de limba, apelati numarul de pe cardul dvs. de identificare.
(Romanian)

[nsa Toro yTobbl 6ECNAATHO NOAYYUTL MOMOLLb NEPEBOAYNKAE, MO3BOHUTE MO TesiedpoHy, NpUBELEHHOMY
Ha Ballel KapToYKe y4acTHUKA naaHa. (Russian)



Mo le mauaina o auaunaga tau gagana e aunoa ma se totogi, vala’au le numera | luga o lau pepa ID.
(Samoan)

Za besplatne prevodilacke usluge pozovite broj naveden na Vasoj identifikacionoj kartici. (Serbo-
Croatian)

Heeba a nasta jangirde djey wolde, apelou lamba djey do windi ha dereji Maada. (Sudanic-Fulfulde)

Kupata huduma za lugha bila malipo kwako, piga nambari iliyo kwenye kadi yako ya kitambulisho.
(Swahili)

Syriac-) .. aaain Raushic aha L4 (i ( asio AN wisls huds sl I L ods anm (¢
(Assyrian

DG &R DOV SV oIV, W TD TGP 60) HoLathHsd s°& Badod. (Telugu)

wnviudiesnsdinanisiznimieiunislaglifidn a0 Tsainsvuneaafwanseguuinslszansaasing (Thai)

Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa pé he ngaahi lea kotoa, telefoni ki he fika
‘oku ha atu ‘i ho’o ID kaati. (Tongan)

Ren omw kopwe angei aninisin eman chon awewei (ese kamo), kopwe kori ewe nampa mei mak won
noum ena katen ID (Trukese)

Sizin icin Ucretsiz dil hizmetlerine erisebilmek icin, kartinizdaki numarayi arayin. (Turkish)

LLlo6 oTpumaTh 6e3KOLWTOBHUI A0CTYN A0 MOBHWUX NOCAYT, 3a43BOHITb 33 HOMEPOM, BKa3aHUM Ha
Bawili igeHTMiKaliHil KapTui. (Ukrainian)

(Urdu)-w)sugﬁ)w@a#@\s‘;sm:@‘dsé:-usdmuauh&,_ucuggjg@m

N&u quy vi mudn st dung mién phi cac dich vu ngdn ngit, hay goi tdi s6 dién thoai ghi trén thé ID (Nhan
dang) cda quy vi. (Vietnamese)

(Yiddish) .098p 7°W 177 73K WM 07 1917, 70K X 1079 TR PR YANDTRI TRISY L0

Lati wonu awon ise ede I'ofe fun o, pe nomba ori kdadi idanimo re. (Yoruba)



	Changes coming to your plan’s pharmacy drug lists 
	TTY: 711 



