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Your Drug Coverage

Your HAP CareSource Medicaid plan covers drugs. There are no copays for covered
drugs. You must use an in-network pharmacy to fill your prescriptions. You can find a
pharmacy near you on our website at Find My Prescriptions | Michigan — Medicaid |
CareSource.

We cover drugs on a list called the preferred drug list or Common Formulary. A
formulary is a list of covered drugs. The list has drugs from a pharmacy, such as
prescription drugs and covered over-the-counter drugs. It does not have drugs from
your doctor’s office or the hospital.

To look at the drugs on the formulary, or find a certain drug, you can search the list. You
can search the list by brand name or generic name. Brand name drugs are in capital
letters; generic drugs are in lower case letters.

HAP CareSource works with the state and other health plans to make and update the
list. We update it at least four times a year. We add new drugs and sometimes change
the status of drugs. We make changes to the list to meet the state’s rules.

When we make a change, we update the website so it's available for you, providers and
our Member Services team. If we make a change to the drug list that affects you, we’'ll
send a letter to you and your doctor. This gives you time to talk to your doctor about the
change.

Go here to find the drug list: HAP CareSource Formulary Drug List.
You or your provider can ask for a printed list. Call HAP CareSource Member Services.
Drug Coverage Information

Formulary list and restrictions

We cover:
¢ Brand name and generic drugs;
o Sometimes, we only cover the brand name. Other times, we cover the
generic. Your pharmacy will give you the drug that is covered.
e Up to a 34-day supply for most medications (less if your doctor prescribes less);
e Up to a 102-day supply for many drugs taken every day;
o Drugs used to treat diabetes, asthma, high blood pressure, cholesterol
and other conditions are examples.
e Up to a 12-month supply of birth control drugs;
e All drugs to help you stop smoking.

For safety reasons, you must use a certain amount of your medication before you can fill
it again.


https://www.caresource.com/mi/members/tools-resources/find-my-prescriptions/medicaid/
https://www.caresource.com/mi/members/tools-resources/find-my-prescriptions/medicaid/
https://www.caresource.com/documents/mi-hap-caresource-formulary-drug-list.pdf

Some drugs need prior authorization, or our approval, before we will cover them. Prior
authorization may be needed when:

e A drug has step therapy; you must try other drugs before another is covered.
e We must ask for more details from your doctor, to make sure the drug is right for
your treatment.
o We may ask for diagnosis information, lab test results and your history of
medications.

e Adrugis on the list, but another drug is preferred.

e The generic drug is covered, but you need the brand name for medical reasons.
o An example may be that you're allergic to a dye/color in the generic drug.
o Please note: These situations are rare.

Certain drugs have age restrictions or quantity limits. These are usually for your safety.

All drugs on the list are covered. If you need a drug that is not on the list, or if there isn’t
another drug on the list you can take, you or your doctor can ask for an exception to the
formulary. You can also ask us not to apply restrictions or limits on a drug.

To ask for an exception, go to our website or call Member Services. Your doctor can ask
for an exception by faxing a Request Form to 1-866-930-0019. Your doctor can also call
1-833-230-2102, option “Provider,” then “Pharmacy,” to ask for an exception.

We work with your doctor to get details for prior authorization(s) and exception requests.
Your doctor will tell us why the drug is necessary.

If we deny a drug request, we’ll send a letter to you and your doctor. The letter will tell
you why we denied the request. You have the right to appeal. If you want to appeal, you
have 60 days from the date on the letter to appeal.

Benefit limitations

Some drugs are covered by the state of Michigan, but not HAP CareSource Medicaid.
Always bring your HAP CareSource and mihealth Medicaid cards with you to the
pharmacy. Your pharmacy knows about these drugs and will bill the state for the drugs.

Drugs not covered by HAP CareSource or mihealth Medicaid:

Drugs not approved by the Food and .

Drug Administration (FyDA) HiEsge elige

Drugs for cosmetic use Sexual or erectile dysfunction drugs
Experimental or investigational drug Replacement of lost or stolen medication
Cough/cold medications Any drugs excluded for coverage by the
Fertility drugs state of Michigan
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CURRENT AS OF 8/1/2026

Drug Name

Tier

Restrictions/
Limits

Drug Name

ANTIDOTE

THERAPEUTICS

ACETAMINOPHEN
ANTIDOTE

Tier

Restrictions/
Limits

CALCIUM 500 + D
ORAL TABLET

Tier 1

CALCIUM 500 WITH
D

Tier 1

CALCIUM 600

Tier 1

acetylcysteine

Tier 1

CALCIUM 600 + D(3)
ORAL TABLET

Tier 1

ANTIDOTE
THERAPEUTICS

CALCIUM ANTACID

Tier 1

ANTACID (CALCIUM
CARBONATE) ORAL
TABLET,CHEWABLE
200 MG CALCIUM
(500 MG)

Tier 1

calcium carbonate
oral suspension

Tier 1

ANTACID CALCIUM

Tier 1

calcium carbonate
oral tablet 500 mg
calcium (1,250 mg),
600 mg calcium
(1,500 mg)

Tier 1

ANTACID EXT STR
(CALCIUM CARB)

Tier 1

ANTACID EXTRA-
STRENGTH

Tier 1

ANTACID ULTRA
STRENGTH ORAL
TABLET,CHEWABLE
400 MG CALCIUM
(1,000 MG)

Tier 1

calcium carbonate
oral tablet,chewable
200 mg calcium (500
mg), 260 mg calcium
(650 mg), 400 mg
calcium (1,000 mg)

Tier 1

atropine ophthalmic
(eye) drops 1 %

Tier 1

atropine ophthalmic
(eye) ointment

Tier 1

BAQSIMI

Tier 2

QL (2 Devices
per 30 days)

CALCITRATE-
VITAMIN D

Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

calcium carbonate-
vitamin d3 oral tablet
250 mg-3.125 mcg
(125 unit), 500 mg-10
mcg (400 unit), 500
mg-15 mcg (600 unit),
500 mg-3.125 mcg
(125 unit), 500 mg-5
mcg (200 unit), 600
mg-10 mcg (400 unit),
600 mg-20 mcg (800
unit), 600 mg-5 mcg
(200 unit)

Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
calcium carbonate- GLUCAGON )
vitamin d3 oral - EMERGENCY KIT Tiers | 1Q'F'"(I)6 EA
tablet,chewable 500 (HUMAN) P
mg-2.5 mcg (100 unit) PA: QL (0.4
CALCIUM CITRATE . GVOKE Tier 3 |ML per 30
Tier 1
+D days)
calcium citrate oral Tier 1 GVOKE HYPOPEN 1-
tablet PACK QL (0.2
calcium citrate-vitamin SUBCUTANEOUS Tier 3 |syringes per
d3 oral tablet 315 mg- AUTO-INJECTOR 0.5 30 days)
5 mcg (200 unit), 315 | Tier 1 MG/0.1 ML
mg-6.25 mcg (250 GVOKE HYPOPEN 1-
unit) PACK QL (0.4
CALCIUM WITH - SUBCUTANEOUS Tier 3 syringes per
: MG/0.2 ML
CAL-GEST ANTACID | Tier1
GVOKE HYPOPEN 2-
CALTRATE WITH Tier 1 PACK QL (0.2
VITAMIN D3 SUBCUTANEOUS Tier 3 |syringes per
CHEMET Tier 1 AUTO-INJECTOR 0.5 30 days)
CITRACAL + D S MG/0.1 ML
MAXIMUM GVOKE HYPOPEN 2-
CITRACAL-D3 - PACK | QL (0.4
MAXIMUM PLUS SUBCUTANEOUS Tier 3 |syringes per
AUTO-INJECTOR 1 30 days)
CITRUS CALCIUM- .
Tier 1 MG/0.2 ML
VITAMIN D3
GVOKE PFS 1-PACK
FLAVOR CHEWS e o SYRINGE PA; QL (0.4
ANTACID SUBCUTANEOUS Tier 3 |syringes per
GLUCAGEN Tier 2 SYRINGE 1 MG/0.2 30 days)
HYPOKIT ML
GLUCAGON (HCL) Tier 3 PA; QL (6 EA
EMERGENCY KIT per 1 Fill)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
GVOKE PFS 2-PACK : QL (6 doses
SYRINGE PA: QL (0.4 | |NARCAN Tierl | er 90 days)
ML 500 MG-5 MCG (200 | et
hyoscyamine sulfate . AGE (Max 64 UNIT)
| Tier 1 Y
ora ears) 0S-CAL 500 + D3 Tier 1
hyoscyamine sulfate . AGE (Max 64 . AGE (Max 64
sublingual Terl  \vears) OSCIMIN SR Tier 1 Years()
KLOXXADO Tier1 |QL(6devices | oysco 500D Tier 1
per 90 days)
; hlorid OYSTER SHELL + Tier 1
magnesium chloride Tier 1 D3
Injection
. . OYSTER SHELL :
magnesium sulfate in CALCIUM Tier 1
d5w intravenous Tier 1 OYSTER SHELL
iggyback 1 gram/100 '
DY J CALCIUM 500 Tier 1
magnesium sulfate in OYSTER SHELL Tier 1
water intravenous Tier 1 CALCIUM-VIT b3
parenteral solution OYSTERCAL-D Tier 1
magnesium sulfate in phytonadione (vitamin Tier 1 QL (3 tablets
water intravenous k1) oral tablet 5 mg per 30 dayss)
piggyback 2 gram/50 Tier 1 PRO-CAL Tier 1
ml (4 %), 4 gram/100
ml (4 %), 4 gram/50 REXTOVY Tier1 | QL (6 EAper
magnesium sulfate e TUMS E-X Tier1
injection TUMS EXTRA
naloxone injection Tier1 |QL (6 doses STRENGTH Tier1
solution per 90 days) SMOOTHIES
naloxone injection . QL (6 doses TUMS FRESHERS Tier1
. Tier 1
syringe per 90 days)
naloxone nasal Tier 1 QL (6 doses
per 90 days)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

NE)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
TUMS ORAL ALLERGY
TABLET,CHEWABLE RELIEF(DIPHENHYD Tier 1 AGE (Max 64
200 MG CALCIUM Tier 1 RAMIN) ORAL Years)
(500 MG), 300 MG TABLET
(750 MG) BANOPHEN ORAL Tior1 |AGE (Max 64
TUMS ULTRA ORAL TABLET Years)
TABLET,CHEWABLE | - 10 4 DAYHIST ALLERGY | Tier 1
400 MG CALCIUM : : _
(1,000 MG) dimenhydrinate oral Tier 1
diphenhydramine hcl
ULTRA STRENGTH :
ANTACID Tier 1 injection solution 50 Tier 1 éSaErS()Max 64
oL @3 mg/ml
ZIMHI Tier 1 |syringes per _diphe_nhydra_mine hcl Tier 1 AGE (Max 64
90 days) injection syringe Years)
CHEMOTHERAPY dlphenhydramlne hcl Tier 1 AGE (Max 64
ANTIDOTES/PROTE oral capsule Years)
CTANTS diphenhydramine hcl Tier 1
PA; QL (3 oral liquid
ELMIRON Tier 1 |capsules per FIRST GEN.
1 day) ANTIHIST.
leucovorin calcium . DERIVATIVES,
oral Tier 1 MISC.
mesna oral Tier 1 cyproheptadine oral Tier 1 AGE (Max 64
- syrup Years)
MESNEX ORAL Tier 1 :
cyproheptadine oral : AGE (Max 64
ANTIHISTAMINE tablet Tier 1 Years)
DRUGS
FIRST GENERATION
ETHANOLAMINE ANTIHISTAMINES
DERIVATIVES :
AGE (Max 64 ALLER-CHLOR Tier 1
: ax
ALLER-G-TIME Tier 1
Years) ALLER-G-TIME Tier 1 ﬁSaErs()MaX 64
ALLERGY RELIEF Tier 1
(CLEMASTINE) ALLERGY _
(CHLORPHENIRAMI Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
ALLERGY 4-HOUR Tier 1 Q|phe_nhydram|ne hcl . AGE (Max 64
ALLERGY RELIEF _ injection solution 50 Tier 1 Years)
(CLEMASTINE) L mg/ml
ALLERGY _diphe_nhydra_mine hcl Tier 1 AGE (Max 64
RELIEF(CHLORPHE | Tier1 Injection syringe Years)
NIRAMN) diphenhydramine hcl Tier 1 AGE (Max 64
ALLERGY oral capsule Years)
RELIEF(DIPHENHYD Tier 1 AGE (Max 64 diphenhydramine hcl Tier 1
RAMIN) ORAL Years) oral liquid
TABLET hydroxyzine hcl oral Tier 2 AGE (Max 12
ALLERGY-TIME Tier 1 solution 10 mg/5 ml Years)
BANOPHEN ORAL Tier 1 AGE (Max 64 hydroxyzine hcl oral Tier 2 AGE (Max 64
TABLET Years) tablet Years)
carbinoxamine Tier 1 hydroxyzine pamoate Tier 2
maleate oral |IqU|d PHARBECHLOR Tier 1
carbinoxamine _ VISTARIL Tier3 |PA
maleate oral tablet 4 Tier 1 :
mg WAL-FINATE Tier 1
chlorpheniramine Tier 1 OTHER
maleate oral tablet ANTIHISTAMINES
chlorpheniramine bepotastine besilate Tier3 |PA
maleate oral tablet Tier 1 BEPREVE Tier3 |PA
extended release cimetidine Tier 1
CHLORTABS Tier1 cimetidine hcl oral Tier 1
CHLOR-TRIMETON Tier1 famotidine oral QL (5 ML per
cyproheptadine oral Tier 1 AGE (Max 64 | [suspension for Tier1 |1 day); AGE
syrup Years) reconstitution (Max 6 Years)
cyproheptadine oral . AGE (Max 64 | |famotidine oral tablet Tier 1
tablet Utetr & Years) :

RYALTRIS Tier3 [PA

DAYHIST ALLERGY | Tier1
dimenhydrinate oral Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



SOLUTION

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PHENOTHIAZINE ALL DAY ALLERGY
DERIVATIVES (CETIRIZINE) ORAL Tier 2
AGE (Min 2 TABLET
. . Years and ALLER-EASE Tier 2
promethazine oral Tier 1
Max 64 ALLERGY RELIEF
Years) (CETIRIZINE) ORAL | Tier3 |PA
QL (4 CAPSULE
suppositories | | | ERGY RELIEF
promethazine rectal per 1 day); (CETIRIZINE) ORAL Tier 2
25 mg Years and
Max 64 ALLERGY RELIEF |
Years) (LORATADINE) Tier 2
ORAL SOLUTION
QL (2
suppositories ALLERGY RELIEF _
) (LORATADINE) Tier 2
promethazine rectal . per 1 day), ORAL TABLET
suppository 50 mg Tierl |AGE (Min 2
Years and ALLERGY RELIEF
Max 64 (LORATADINE)
Years) ORAL Tier 2
PIPERAZINE TABLET,DISINTEGR
DERIVATIVES ATING 10 MG
meclizine oral tablet — azelastine Tier 2
12.5 mg, 25 mg cetirizine oral solution Tier 2
meclizine oral - 1 mg/mi
tablet,chewable cetirizine oral solution Tier3  |PA
SECOND 5 mg/5 m
GENERATION cetirizine oral tablet Tier 2
ANTIHISTAMINES cetirizine oral :
Tier3 |PA
24HR ALLERGY . tablet,chewable
Tier 2
RELIEF CHILD ALLERGY Tior o
ALL DAY ALLERGY RELF(CETIRIZINE) et
(CETIRIZINE) ORAL Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CHILDREN'S levocetirizine oral :
ALLERGY Tier 2 solution Tier3 |PA
RELIEF(FEX) levocetirizine oral Tier 2
CHILDREN'S tablet
ALLERGY . :
Tier 2 loratadine oral :

RELIEF(LOR) ORAL capsule Tier3 |PA
SOLUTION :

: loratadine oral Tier 2
CHILDREN'S _ solution
ALLERGY(CETIRIZIN| Tier 2 : ,
E) loratadine oral tablet Tier 2
CHILDREN'S 'OLal‘tadiQe O“E'I Tier 2
CETIRIZINE ORAL Tier 2 tablet,chewable
SOLUTION ZERVIATE Tier3 |PA
CHILDREN'S ANTI-INFECTIVE
CETIRIZINE ORAL Tier3 |PA AGENTS
TABLET,CHEWABLE 1ST GENERATION
CHILDREN'S T CEPHALOSPORIN
LORATADINE ANTIBIOTICS
CHILD'S ALL DAY : . QL (28
ALLERGY(CETIR) Tier2 gz;asolljrlc;xn oral Tier 2 |capsules per
CLARINEX ORAL Tiors |pA 1 fill
TABLET cefadroxil oral
desloratadine oral : suspension for i
tablet Tier3 |PA reconstitution 250 Uletr &2

: mg/5 ml, 500 mg/5 ml
desloratadine oral PA; AGE :
tablet,disintegrating Tier3 |(Max 11 ) _ PA; QL (28
2.5mg Years) cefadroxil oral tablet Tier 3 |tablets per 1
fill

desloratadine oral . : )
tablet,disintegrating 5 | Tier3 |PA cephalexin Tier 2
mg
epinastine Tier3 |PA
fexofenadine Tier 2
LASTACAFT Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



reconstitution

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
2ND GENERATION cefpodoxime oral
CEPHALOSPORIN suspension for Tier3 |PA
ANTIBIOTICS reconstitution

PA; QL (42 cefpodoxime oral Tier 2 QL (28 tablets
cefaclor oral capsule Tier 3 |capsules per tablet per 1 fill)

1 fill) ADAMANTANE
cefaclor oral ANTIVIRALS
suspension for _ amantadine hcl oral :
reconstitution 125 Tier3 |PA capsule Tier 2
mg/5 ml, 250 mg/5 ml, ;
375 mg/5 ml amantadine hcl oral Tier 2

solution
cefaclor oral tablet PA; QL (42 -
extended release 12 Tier 3 |[tablets per 1 amantadine hcl oral Tier3 |PA
hr fill) tablet
cefprozil oral FLUMADINE ORAL Tiera |PA
suspension for Tier 2 TABLET
reconstitution GOCOVRI Tier3 |PA
. . QL (28 tablets| |OSMOLEX ER ORAL
cefprozil oral tablet Tier 2 per 1 fill) TABLET. IR - ER,
cefuroxime axetil oral . QL (42 tablets BIPHASIC 24HR 129 Tier3 |PA
Tier 2 : MG, 258 MG, 322
tablet per 1 fill) , ’
MG/DAY (129 MG X1-

3RD GENERATION 193MG X1)
CEPHALOSPORIN - - :
ANTIBIOTICS rimantadine Tier3 |PA

QL (28 ALLYLAMINE
cefdinir oral capsule Tier 2 |capsules per ANTIFUNGALS

1l terbinafine hcl oral Tier 2 QL (18?”tablets
cefdinir oral per 1 fil)
suspension for Tier 2 terbinafine hcl topical Tier 1
reconstitution AMEBICIDES
cefixime oral capsule Tier3 |PA FLAGYL Tier3 |PA
cefixime oral
suspension for Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (400 neomycin-bacitracin- Tier 1
LIKMEZ Tier3 |ML per 10 polymyxin
days) neomycin-polymyxin Tier 1
metroTldazoIe oral Tiera  |pA b-dexameth
capsule neomycin-polymyxin- | 4
metronidazole oral . gramicidin
tablet 125 mg s g : :
paromomycin Tier 1
metronidazole oral . TOBI Tier3 |PA
tablet 250 mg, 500 Tier 2 :
mg TOBI PODHALER Tier 2
metronidazole topical : tobramycin in 0.225 %| .. 5
Tier 1 nacl
cream
metronidazole topical _ tobramycin inhalation Tier3 |PA
gel 0.75 % UL tobramycin Tier 1
metronidazole vaginal ophthalmic (eye)
gel 0.75 % (37.5mg/5 Tier 2 tobramycin with Tier3  |PA
gram) nebulizer
metronidazole vaginal tobramycin- Tier 1
gel 1.3 % (65 mg/5 Tier3 |PA dexamethasone
gram) AMINOPENICILLIN
NUVESSA Tier 2 ANTIBIOTICS
paromomycin UL amoxicil-clarithromy- Tier 3 PA,; Q:‘ (224
VANDAZOLE Tier3 |PA lansopraz R i
AMINOGLYCOSIDE —
ANTIBIOTICS amoxicillin oral Tier 1
. capsule
BETHKIS Tier 2 —
— amoxicillin oral
gentamicin _ suspension for Tier 1
ophthalmic (eye) Tier 1 reconstitution
drops A :
— : : amoxicillin oral tablet Tier 1
gentamicin topical Tier 1 —
: amoxicillin oral
KITABIS PAK Tier 2 tablet,chewable 125 Tier 1
neomycin Tier 2 mg, 250 mg

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)
Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)
PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)
AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
13



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
amoxicillin-pot grlseofulvm_ Tiera  |pA
clavulanate oral Tier 1 ultramicrosize
suspension for ANTILEPROSY
reconstitution AGENTS
amoxicillin-pot Tier 1 dapsone oral Tier 1
clavulanate oral tablet
o ANTIMALARIALS
amoxicillin-pot . -
clavulanate oral tablet| ., |QL (4 EA per blsTuthdsutbcn k- Tier3 |PA
extended release 12 1 day) metronidz-tcn
hr chloroquine : QL (1 tablet
Tier 1

amoxicillin-pot phosphate per 1 day)
clavulanate oral Tier 1 doxycycline hyclate
tablet,chewable oral capsule 100 mg, Tier 1
ampicillin oral capsule| L. 4 50 mg
500 mg doxycycline hyclate Tier 1
OMECLAMOX-PAK | Tier3 |PA oral tablet 100 mg
TALICIA Tier3 |PA doxycycline

monohydrate oral Tier 1
VOQUEZNA DUAL Tier3 |PA capsule 100 mg, 50
PAK mg
VOQUEZNA TRIPLE Tiera  |PA doxycycline
PAK monohydrate oral Tier 1
ANTHELMINTICS suspension for
ivermectin oral tablet : QL (10 tablet | [feconstitution

Tier 1 -
3 mg per 30 days) doxycycline
REESE'S PINWORM _ monohydrate oral Tier 1
MEDICINE Tier1 tablet 100 mg, 50 mg
ANTIFUNGALS hydroxychloroquine Tier 1
MISCELLANEOUS PA; QL (2
griseofulvin microsize : . tablets per
oral suspension Tier 2 KRINTAFEL Tier1 (365 days);
riseofulvin microsize AGE (Min 16

g Tier3 |PA Years)
oral tablet

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)

Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (5 ANTITUBERCULOSI
mefloquine Tier 1 |tablets per 30 | |S AGENTS
dayss) . . PA; QL (224
: - amoxicil-clarithromy- :
minocycline oral . Tier 3 |capsules per
Tier 1 lansopraz '
capsule 1 fill)
primaquine Tier 1 CIPRO HC Tier3 [PA
PYLERA Tier 2 CIPRO ORAL
PA: OL (3 SUSPENSION,MICR |  Tier 2
pyrimethamine Tier 1 [tablets per 1 OCAPSULE RECON
day) CIPRO ORAL
: PA; QL (56
quinidine sulfate oral . TABLET 250 MG, 500|  Tier3 e x"vor 1 Fill
Tier 1 MG P
tablet
ANTIPROTOZOALS ciprofloxacin Tier 3 PA
I%RYPTOSPORlDlOS ciprofloxacin hcl oral Tier 2 (1?II_:|§I§6 EA per
PA; QL (6 ciprofloxacin- :
nitazoxanide Tier 3 |tablets per 30 | |hydrocortisone UIErE g
days) clarithromycin oral
ANTIPROTOZOALS, suspension for Tier 2
MISCELLANEOUS reconstitution
dapsone oral Tier 1 clarithromycin oral Ti QL (28 tablets
ler 2 .
ANTIPROTOZOALS, tablet per 1 fill
P JIROVECII clarithromycin oral
PNEUMONIA tablet extended Tier3 [PA
atovaquone Tier 1 release 24 hr
ANTIPROTOZOALS, _ , QL (4
NITROIMIDAZOLE- cycloserine Tier 1 |capsules per
DERIVATIVE 1 day)
tinidazole Tier 2 ethambutol Tier 1
isoniazid oral solution Tier 1 AGE (Max 12
Years)
isoniazid oral tablet Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



reconstitution

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
levofloxacin fluconazole oral tablet
ophthalmic (eye) Tier3 |PA 100 mg, 200 mg, 50 Tier 2
drops 0.5 % mg
Ievof!oxacm oral Tier 2 fluconazole oral tablet Tier 2 QL_ (4 EA per
solution 150 mg 1 fill)
levofloxacin oral tablet , QL (28 EA per| |. PA; QL (120
250 mg, 500 mg Tier2 sy g;%‘;‘fﬂszo'e oral Tier 3 |EA per 30
levofloxacin oral tablet| ., |QL (14 EA per days)
750 mg 1 fill) itraconazole oral Tier 3 PA; QL (840
pretomanid Tier1 |PA solution ML per 1 fill)
ketoconazole oral Tier 2
PRIFTIN Tier1 | QL (24 tablets .
per 28 dayss) ketoconazole topical Tier 2
pyrazinamide Tier 1 cream
rifabutin Tier 1 ketoconazole topical Tiera  |pA
: : X foam
rifampin oral Tier 1 :
- ketoconazole topical Tier 2
SIRTURO Tierl |[PA shampoo
TRECATOR LEE KETODAN Tier3 |PA
AZOLE KETODAN KIT Tier3 |PA
ANTIFUNGALS
PA- AGE (Mi NOXAFIL ORAL PA" AGE
CRESEMBA ORAL Tier3 |¢'y Min| " |sysp DELAYED Tier3 |(Max 17
ears) RELEASE FOR Years)
DIFLUCAN ORAL RECON
SUSPENSION FOR :
Tier3 |PA NOXAFIL ORAL :
RECONSTITUTION SUSPENSION Tier3 |PA
40 MG/ML
NOXAFIL ORAL
DIFLUCAN ORAL _ TABLET,DELAYED Tier3 |PA
MG, 200 MG
- posaconazole oral
EXTINA Tier3 |PA tablet,delayed release| Tier3 |PA
fluconazole oral (dr/ec)
suspension for Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

peroxide

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (120 ERYTHROMYCIN
SPORANOX ORAL Tier 3 |capsules per ANTIBIOTICS
CAPSULE 30 d
ays) E.E.S. 400 ORAL Tier3  |pa
SPORANOX ORAL Tier 3 PA; QL (840 TABLET
SOLUTION MLperlfil) | |EE.S GRANULES Tier3 |PA
TOLSURA Tier3 |PA ERYPED 200 Tier3 |PA
VFEND Tier3 |PA ERYPED 400 Tier3 |PA
PALQL(18 | ERY-TAB Tier3 |PA
VIVJOA Tiera |EAPert
treatment ERYTHROCIN (AS _
course) STEARATE) ORAL Tier 2
: _ TABLET 250 MG
voriconazole oral Tier3 [PA :
erythromycin
BACITRACIN ethylsuccinate oral
ANTIBIOTICS suspension for Tier 2
neomycin-bacitracin- - reconstitution 200
. ler 1
polymyxin mg/5 ml
TRIPLE ANTIBIOTIC Tier 1 erythromycin
CMV ANTIVIRALS ethylsucpinate oral .
- suspension for Tier3 |PA
LIVTENCITY Tierl [PA reconstitution 400
PREVYMIS ORAL Tier 1 mg/5 ml
CORONAVIRUS erythromycin
(COVID-19) ethylsuccinate oral Tier 2
PAXLOVID ORAL tablet
TABLETS,DOSE erythromycin Tier 2
PACK 150 MG (10)- Tier 1 ophthalmic (eye)
100 MG (10), 300 MG erythromycin oral Tier3 |PA
(150 MG X 2)-100 MG —
erythromycin with
ENDONUCLEASE ethanol topical Tier 1
INHIBITORS solution
XOFLUZA Tier3 |PA erythromycin-benzoyl | .4

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



solution

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
GLYCOPEPTIDE clindamycin
ANTIBIOTICS phosphate topical Tier 1
FIRVANQ Tier3 |PA swab
VANCOCIN Tier3 |PA clindamycin Tier 2
- phosphate vaginal
vancomycin : :
intravenous recon clindamycin-benzoyl Tier 2
soln 1,000 mg, 10 Tier 1 peroxide topical gel
gram, 5 gram, 500 clindamycin-benzoyl
mg, 750 mg peroxide topical gel :
- Tier3 |PA
vancomycin oral . with pump 1.2 %(1 %
capsule Tier 2 base) -3.75 %
: lindamycin-benzoyl
vancomycin oral . c : _
recon soln Tier2 |PA peroxide topical gel Tier 2
with pump 1-5 %, 1.2-
HIV NUCLEOSIDE, 250
NUCLEOTIDE RT ' ,
lamivudine oral tablet | ., |QL (1 tablet NEUAC Tier3 |PA
100 mg per 1 day) NEUAC KIT Tier3 |PA
LINCOMYCIN ONEXTON Tier3 |PA
ANTEIoTES XACIATO Tierg |o/vAGE (Min
ACANYA TOPICAL Tier3 |PA 12 Years)
GEL WITH PUMP MONOBACTAM
CLEOCIN VAGINAL . ANTIBIOTICS
CREAM Tier3 |PA
CAYSTON Tier 2
CLEOCIN VAGINAL Tier 2 MONOCLONAL
SUPPOSITORY ANTIBODIES (08:18)
clindamycin hcl Tier 1 BEYFORTUS Tier1 |PA
ICD:IIEIIDI\II%'?'F\QAI\C(:CIN Tier 1 éGE (Max 12 PA; QL (5
ears) SYNAGIS Tier1 |doses per 365
clindamycin days)
: : QL (180 ML
phosphate topical Tier 1 per 30 dayss)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
NATURAL NITROIMIDAZOLE
PENICILLIN DERIVATIVES, MISC
ANTIBIOTICS FLAGYL Tier3 |PA
penicillin v potassium Tier 1 PA: QL (400
NEURAMINIDASE LIKMEZ Tier3 |ML per 10
INHIBITOR days)
ANTIVIRALS metronidazole oral .
Tier3 |PA
- QL (28 capsule
oseltamivir oral Tier2 |capsules per o I
capsule 30 mg . metronidazole ora -
1 Fill) tablet 125 mg R A
oseltamivir oral . QL (14 metronidazole oral
Capsu|e 45 mg, 75 mg Tier 2 Cap_SU|eS per tablet 250 mg, 500 Tier 2
’ 1 Fill) mg
oseltamivir oral . .
metronidazole topical :
suspension for Tier 2 QL (120 ML P Tier 1
o per 1 fill) cream
reconstitution - -
: metronidazole topical Tier 1
RELENZA fera E@tg's- (Ze? L | lgelo75%
i [
DISKHALER fll) P metronidazole vaginal
oA OL (28 gel 0.75 % (37.5mg/5 Tier 2
TAMIFLU ORAL Tier 3 car;scjleé per gram)
CAPSULE 30 MG 1 fill metronidazole vaginal
gel 1.3 % (65 mg/5 Tier3 |PA
TAMIFLU ORAL PA; QL (14 gram)
CAPSULE 45 MG, 75| Tier 3 |capsules per :
SUSPENSION FOR Tier 3 ML’ er 1 fill NUCLEOSIDE AND
RECONSTITUTION P NUCLEOTIDE
NITROIMIDAZOLE oMUV
DERIVATIVE, acyclovir oral Tier 2
TRYPANOCIDAL acyclovir topical Tier2  |pA
benznidazole Tierl |PA cream

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




tablet 500 mg

per 1 fill)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
acyclovir topical , azithromycin oral . QL (12 tablets
ointment UlerZ tablet 600 mg Ui & per 1 fill)
adefovir Tier 1 QL (1 tablet clarlthromycm oral .
per 1 day) suspension for Tier 2
_ _ QL (1 tablet reconstitution
entecavir ULS per 1 day) clarithromycin oral Tier 2 QL (28 tablets
famciclovir Tier 2 tablet per 1 fill)
LAGEVRIO (EUA) Tier 1 C|arithr0myCin oral
: : tablet extended Tier3 [PA
valacyclovir Tier 2 release 24 hr
valganciclovir oral Tier 1 QL (2 tablets PA: AGE
tablet per 1 day) DIFICID Tier2 |(Max 17
VALTREX Tier3 |PA Years)
PA; QL (30 fidaxomicin Tier3 [PA
VEMLIDY Tier1 [t@Pletsper30 | IovECLAMOX-PAK | Tier3 |PA
dayss); AGE
(Min 6 Years) \P/ESUEZNA TRIPLE | ©i 2 |pa
XERESE Tier3 |PA
: PA; QL (2
ZOVIRAX TOPICAL Tier3 |[PA ZITHROMAX ORAL Tier3  |packets per 1
PACKET b P
OTHER MACROLIDE fill)
ANTIBIOTICS ZITHROMAX ORAL
o ) PA; QL (224 SUSPENSION FOR Tier3 |PA
?mOX'C” clarithromy Tier 3 |capsules per RECONSTITUTION
ansopraz 1 il
) ZITHROMAX ORAL | = o |5,
azithromycin oral Tier 2 QL (2 packets| |TABLET 250 MG
packet per 1 fill ZITHROMAX ORAL | .. o |PA QL (5EA
azithromycin oral TABLET 500 MG per 1 Fill)
suspension for UL ZITHROMAX TRI- Tiera |PA QL (5EA
reconstitution PAK per 1 Fl")
azithromycin oral Tier 2 ZITHROMAX Z-PAK | Tier3 |[PA
tablet 250 mg
azithromycin oral Tier 2 QL (3 tablets

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

(ear)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
OXAZOLIDINONE POLYMYXIN
ANTIBIOTICS ANTIBIOTICS
linezolid oral neomycin-polymyxin Tier 1
suspension for Tier3 |PA b-dexameth
reconstitution neomycin-polymyxin- .
QL (28 tablets| |hc otic (ear) Uislyc2
linezolid oral tablet Tier 2 1 il
per 1 fil) polymyxin b sulf- S
PA; QL (14 trimethoprim
fill) ANTIFUNGALS
ZYVOX ORAL _ ANCOBON Tier3 |PA
SUSPENSION FOR Tier3 |PA : :
RECONSTITUTION ﬂUC)/tOSlnG Tier 3 PA
PA: OL (28 QUINOLONE
ZYVOX ORAL ‘ QL ( ANTIBIOTICS
TABLET Tier 3 |tablets per 1
fill) AVELOX Tier3 |PA
PENICILLINASE- BAXDELA ORAL Tier3 |PA
e CILOXAN Tier3 |PA
PENICILLINS :
dicl ” ] CIPRO HC Tier3 |PA
cloxacillin ier
coract CIPRO ORAL
POLYENE SUSPENSION,MICR | Tier 2
ANTIFUNGALS OCAPSULE RECON
NYAMYC Tier 2 TABLET 250 MG, 500| Tier 3 EA’ :
. MG per 1 Fill)
nystatin oral Tier 2
suspension ciprofloxacin Tier3 |PA
nystatin oral tablet Tier 2 ciprofloxacin hcl Tier 2
nystatin topical Tier 2 ophthalmic (eye)
NYSTOP Tier 2 ciprofloxacin hcl oral Tier 2 ?II‘:IESG EA per
ciprofloxacin hcl otic Tiera  |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

capsule 100 mg, 50
mg

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ciprofloxacin- Tier 2 RIFAMYCIN
dexamethasone ANTIBIOTICS
iprofl in- . PA; QL (12
gltfc:gin%);ggg] L PA , tabie(tDs p(er 1
AEMCOLO Tier 3 -~ )
: -~ fill); AGE (Min
ciprofloxacin Tiera  |pPA
hydrocortisone 18 Years)
levofloxacin PRIFTIN Tier1 |Qb (24 tablets
ophthalmic (eye) Tier3 |PA per 28 dayss)
drops 0.5 % rifabutin Tier 1
levofloxacin oral Tier 2 rifampin oral Tier 1
solution TALICIA Tier3 |PA
levofloxacin oral tablet Tier 2 QL_ (28 EA per| [SULFONAMIDES
250 mg, 500 mg 1 fill) :
: AZULFIDINE Tier3 |PA
levofloxacin oral tablet Tier 2 QL (14 EA per AZULFIDINE EN
750 m 1 Afill ) '
mg ) TABS Tier3 |PA
moxifloxacin
ophthalmic (eye) Tier 2 sulfamethoxazole- Tier 1
drops trimethoprim oral
moxifloxacin sulfasalazine Tier 2
ophthalmic (eye) Tier3 |PA SULFATRIM Tier 1
drops, viscous TETRACYCLINE
PA; QL (21 ANTIBIOTICS
moxifloxacin oral Tier 3  |tablets per 1 bismuth subcit k- _
fill) metronidz-tcn e PA
OCUFLOX Tier3 |PA doxycycline hyclate
ofloxacin ophthalmic Tier 2 oral capsule 100 mg, Tier 1
(eye) 50 mg
ofloxacin oral tablet . doxycycline hyclate :
300 mg, 400 mg [ P A oral tablet 100 mg LIS
ofloxacin otic (ear) Tier 2 doxycycline
VIGAMOX Tier3 |PA monohydrate oral Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
doxycycline ANTINEOPLASTIC
monohydrate oral Tier 1 AGENTS
suspension for ANTINEOPLASTIC
reconstitution AGENTS
doxycycline _ abiraterone Tier 1
monohydrate oral Tier 1 :
tablet 100 mg, 50 mg ADRUCIL Ter1
minocycline oral Tier 1 AFINITOR Tier 1
capsule AFINITOR DISPERZ Tier 1
PYLERA Tier 2 AKEEGA Tier 1
TRITERPENOIDS ALIMTA Tier 1
PA; QL (4 anastrozole Tier 1
BREXAFEMME Tier 3 ']Eletll))Iets per 1 ARIMIDEX Tier 1
[
AROMASIN Tier 1
URINARY ANTI- :
methenamine Tier 1 ARZERRA Tier 1
hippurate azacitidine Tier 1
methenamine . BESREMI Tier 1
delate oral tablet | o' -
Mmandelate oral table bexarotene Tier 1
nitrofurantoin QL (2| bicalutamide Tier 1
macrocrystal oral Tier 1 iadpjé_e;gg BLINCYTO Tier 1
capsule 100 mg, 50 (Max é4 INTRAVENOUS KIT
Mg Years) BRAFTOVI Tier 1
QL (2 capecitabine Tier 1
, : capsules per CARAC Tier 1
mtc:(r)l]:)uhrag}r?ll-ncr st Tierd 11day), AGE | I/ sopEX Tier 1
y y (Max 64 El
Years) cladribine Tier 1
trimethoprim Tier 1 cladrlbl_ne(mult|ple Tiers |PA
sclerosis)
clofarabine Tier 1

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

subcutaneous kit

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CLOLAR Tier 1 flutamide Tier 1
cyclophosphamide Tier 1 FOLOTYN Tier 1
oral GAZYVA Tier 1
CYRAMZA Tier 1 gemcitabine
cytarabine Tier 1 intravenous recon Tier 1
cytarabine (pf) Tier 1 soln
DAURISMO Tier 1 gemcitabine
—— : intravenous solution 1

decitabine Tier 1 gram/263 mi (38
DROXIA Tier 1 mg/ml), 2 gram/52.6 Tier 1
EFUDEX TOPICAL : ml (38 mg/ml), 200
CREAM Tier 1 mg/5.26 ml (38

- mg/ml)
ELIGARD Tier 1 ,

: GEMZAR Tier 1
ELIGARD (3 MONTH)| Tier 1 ,

: HYCAMTIN ORAL Tier 1
ELIGARD (4 MONTH)| Tier1 -

5 HYDREA Tier 1
ELIGARD (6 MONTH)| Tier1 _
EMCYT Tior 1 hydroxyurea Tier 1

IDHIFA Tier 1
ERIVEDGE Tier 1 INOOVI e
ier

ERLEADA Tier 1 Q :

: : JAKAFI Tier 1
etoposide oral Tier 1 _
overolimus JYLAMVO Tier 1
(antineoplastic) Tier 1 KEYTRUDA Tier 1
everolimus _ KISQALI FEMARA Tier 1
(immunosuppressive) Ut & CO-PACK
exemestane Tier 1 KRAZATI Ter1
FARESTON Tier 1 lenalidomide Tier 1
FEMARA Tier 1 letrozole Tier 1
floxuridine Tier 1 leuprolide acetate (3 Tier 1

: . month)
fludarabine Tier 1 | id
euprolide :
fluorouracil Tier 1 P Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
LONSURF Tier 1 !\I'AAA\I;/I_EEI\'IFCIL_QSK(Q Tiers |pA
LOQTORZI Tier 1 )
LUMAKRAS Tier 1 megestrol oral
suspension 400
LUPRON DEPOT (3 mg/10 ml (10 ml), 400 | Tier 2
MONTH) | mg/10 ml (40 mg/ml),
SYRINGE KIT 22.5
MG megestrol oral
LUPRON DEPOT (4 suspension 625 mg/5 Tier3 |PA
i ml (125 mg/ml
MONTH) Tier 1 ( g/ml) |
megestrol oral tablet Tier 1
LUPRON DEPOT (6 : _ :
MONTH) Tier 1 mercaptopurine Tier 1
LUPRON DEPOT methotrexate sodium Tier 1
INTRAMUSCULAR Tier 1 methotrexate sodium Tier 1
SYRINGE KIT 7.5 MG (pf)
LUTRATE DEPOT (3 Tier 1 nelarabine Tier 1
MONTH) NILANDRON Tier 1
LYSODREN Tier1 nilutamide Tier 1
MAVENCLAD (10 . NUBEOA Tier 1
TABLET PACK) R P4 Q .
ODOMZO Tier 1
MAVENCLAD (4 . :
MAVENCLAD (5 . OPDIVO
TABLET PACK) Tier3 |PA INTRAVENOUS
MAVENCLAD (6 SOLUTION 100 Tier 1
i MG/10 ML, 40 MG/4
TABLET PACK) Tier3 |PA ML
MAVENCLAD (7 i ORGOVYX Tier 1
TABLET PACK) R P4 .
ORSERDU Tier 1
MAVENCLAD (8 Tier3 |PA 5 —
TABLET PACK) oxaliplatin intravenous Tier 1
recon soln

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)

Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
25



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
oxaliplatin intravenous THALOMID ORAL
solution 100 mg/20 Tier 1 CAPSULE 100 MG, Tierl |PA
ml, 50 mg/10 ml (5 50 MG
mg/ml) THALOMID ORAL
pemetrexed disodium CAPSULE 150 MG, Tier 1
intravenous recon Tier 1 200 MG
soln 100 mg, 500 mg TIBSOVO Tier 1
POMALYST Tier 1 toremifene Tier 1
PURIXAN vierd TORPENZ Tier 1
REZLIDHIA Tier 1 INTRAMUSCULAR Tier 1
RIABNI Tier 1 SUSPENSION FOR
: RECONSTITUTION
RITUXAN Tier 1 —
- tretinoin el
’\A(‘S;S('\;g:jz (antineoplastic)
SIKLOS Tier 1 Max 14 o - QL (32(?dGM .
Years) tretinoin topical cream Tier1 |Pe" ays);
- 0.025 %, 0.05 % AGE (Max 30
SOLTAMOX Tier 1 Years)
tamoxifen UL VENCLEXTA Tier 1
TARGRETIN Tier 1 VENCLEXTA _
TAZVERIK Tier 1 STARTING PACK bzl
TECENTRIQ . VIDAZA Tier 1
HYBREZA vier L
VORANIGO Tier 1
TECENTRIQ XATMEP Tier 1
INTRAVENOUS X
SOLUTION 840 Tier 1 XELODA Tier 1
MG/14 ML (60
MG/ML)
TEMODAR Tier 1
temozolomide Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
XPOVIO ORAL PA: AGE (Min
TABLET 100 PALFORZIA (LEVEL | L., |1 Yearsand
MG/WEEK (50 MG X 2) Max 17
2), 40 MG/WEEK (40 Years)
TWICE WEEK (40 PALFORZIA (LEVEL . 1 Years and
MG X 2), 60 3) Terd  IMax 17
MG/WEEK (60 MG X | Tier 1 Years)
1), 60MG TWICE . :
MG/WEEK), 80 PALFORZIA (LEVEL | L., |1Yearsand
MG/WEEK (40 MG X 4) Max 17
2), 80MG TWICE Years)
WEEK (160 PA; AGE (Min
MG/WEEK) PALFORZIA (LEVEL . 1 Years and
5 Tier 1 Max 17
XROMI Tier 1 ) ax
. Years)
XTANDI Tier 1 :
- PA; AGE (Min
YERVOY Tierl PALFORZIA (LEVEL | L, |1 Yearsand
YONSA Tier 1 6) Max 17
ZOLINZA Tier 1 Years)
ZORTRESS Tier 1 PA; AGE (Min
- PALFORZIA (LEVEL : 1 Years and
ZYTIGA Tier 1 7 Tierl Jax 17
ANTITOXINS,IMMUN Years)
E PA; AGE (Min
GLOB, TOXOIDS,VA PALFORZIA (LEVEL . 1 Years and
CCINES 8) Tierl |v 17
ALLERGENIC Years)
EXTRACTS PA: AGE (Min
(THERAPEUTIC) PALFORZIA (LEVEL | ., |1 Yearsand
PA; AGE (Min| |9) Max 17
PALFORZIA (LEVEL | L., |1 Yearsand Years)
1) Max 17
Years)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; AGE (Min QL (1 EA per
PALFORZIA (LEVEL . 1 Years and : 1 lifetime);
10) Tier 1 Max 17 AREXVY (PF) Tier 1 AGE (Min 50
Years) Years)
PA; AGE (Min BEXSERO Tier 1
11 UP-DOSE) Max 17
Years) ENGERIX-B R
_ PEDIATRIC (PF)
PA; AGE (Min
PALFORZIAINITIAL | L., |1 Yearsand FLUAD QUAD 2023- | .. 4
(4-17 YRS) Max 17 24(65Y UP)(PF)
Years) FLUARIX QUAD Tier 1
PA; AGE (Min| |2023-2024 (PF)
PALFORZIA LEVEL Tier 1 1 Years and FLUBLOK QUAD Tier 1
11 MAINTENANCE Max 17 2023-2024 (PF)
Years) FLUCELVAX QUAD Tier 1
TOXOIDS 2023-2024
ADACEL(TDAP QL (1 flll per5| |FLUCELVAX QUAD Tier 1
years); AGE 2023-2024 (PF)
ADOLESN/ADULT)(P | 0 4 (Min 10 Years
F) INTRAMUSCULAR d Max 64 FLULAVAL QUAD Tier 1
SYRINGE and Max 2023-2024 (PF)
Years)
- FLUMIST QUAD :
TDVAX Tier 1 2023-2024 Tier 1
VACCINES HIGHDOSE QUAD Tier 1
23-24 PF
. QL (1 EA per
ABRYSVO (PF) Terl 1 itetime) FLUZONE QUAD e
AFLURIA QD 2023- | . . 2023-2024
24(3YR UP)(PF) FLUZONE QUAD R
AFLURIA QUAD Tior 1 2023-2024 (PF)
2023-2024(6MO UP) GARDASIL 9 (PF) Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



RECONSTITUTION

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
QL (2 ML per | |SPIKEVAX 2023- .
HAVRIX (PF) . 1 lifetime); 2024(12Y UP)(PF) L
INTRAMUSCULAR Tier 1 AGE (Min 19
SUSPENSION Years() in TRUMENBA Tier 1
oL TWINRIX (PF) Tier 1
HAVRIX (PF) syringes per 1| |VAQTA (PF) ?ll_'f(% ML per
INTRAMUSCULAR Tier 1 |lifetime); AGE | |INTRAMUSCULAR Tier 1 ifetime);
SYRINGE (Min 19 SUSPENSION éGE (Min 19
Years) ears)
MENVEO A-C-Y-W- . QL (2
135-DIP (PF) Ul - VAQTA (PF) syringes per 1
: INTRAMUSCULAR Tier 1 lifetime); AGE
MODERNA COVID Tier 1 Years)
23-24(6M-11Y)PF VARIVAX (PF) Tier 1
MODERNA COVID Tier 1 VAXNEUVANCE (PF)| Tier 1
24-25(6M-11Y)PF
AUTONOMIC
NOVAVAX COVID Ter 1 e
2024-25(PF)(EUA)
ALPHA- AND BETA-
PFIZER COVID 2024-| —. ABFENEREIE
25(5Y-11Y)PF AGONISTS
PFIZER COVID 2024- . .
Tier 1 PA; QL (4
25(6MO-4Y)PF AUVI-Q Tier 3 |injectors per 1
PNEUMOVAX-23 Tier 1 Fill)
PREHEVBRIO (PF) | Tier1 eoinenhrine infection QL (4
PREVNAR 13 (PE Tier 1 pPInept ) Tier 2 |injectors per 1
(PF) ier auto-injector il
PREVNAR 20 (PF) Tier 1 oL (4
RECOMBIVAX HB Tier 1 EPIPEN Tier 2 |injectors per 1
(PF) fill)
SHINGRIX (PF) oL 4
INTRAMUSCULAR | 9 |AGE (Min50 | 1EpipEN 2-PAK Tier2 |injectors per 1
SUSPENSION FOR Years) il

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (4 COMBIVENT Tier 2 QL (5 Inhalers
EPIPEN JR Tier 2 |injectors per 1| |RESPIMAT per 90 days)
fill) dicyclomine oral : AGE (Max 64
Tier 1
QL (4 capsule Years)
EPIPEN JR 2-PAK Tier 2 |njectors per 1 dicyclomine oral . AGE (Max 64
fill . Tier 1
il) solution Years)
NEFEY Tier 3 PA; QL_ (4 EA dicyclomine oral tablet Tier 1 AGE (Max 64
per 1 Fill) 20 mg Years)
ALPHA- di
phenoxylate- .
ADRENERGIC atropine Tier 2
AGONISTS (12:12) :
— - DUAKLIR PRESSAIR Tier3 |PA
lofexidine Tler 2 glycopyrrolate oral AGE (Max 12
LUCEMYRA Tier2 |Q-(224EA 1 solution Tert lvears)
per 14 days)
L (3 tablet glycopyrrolate oral Tier 1
midodrine Tier 1 Ser(l dgy)e S | |tablet 1 mg, 2 mg
- hyoscyamine sulfate : AGE (Max 64
phenylephrine hcl oral Tier 1 Years)
ophthalmic (eye) Tier 1 .
drops 2.5 % hyoscyamine sulfate Tier 1 AGE (Max 64
sublingual Years)
ANTIMUSCARINICS/ (3 Inhal
ANTISPASMODICS INCRUSE ELLIPTA | Tier 2 Ser(QO ga‘;‘se)rs
: L (3 Inhalers
ANORO ELLIPTA Tier 2 Ser (90 days) ipratropium bromide
. : inhalation hfa aerosol Tier3 [PA
atropine ophthalmic Tier 1 inhaler
(eye) drops 1 % : X :
. - ipratropium bromide Tier 2
atropine ophthalmic Tier 1 inhalation solution
(eye) ointment : - :
QL (6 inhalers ipratropium-albuterol Tier 2
ATROVENT HFA Tier 2
per 90 days) | |LONHALAMAGNAR | o 3 oy
PA; QL (3
BEVESPI : LONHALA MAGNAIR :
Tier 3 |Inhalers per
AEROSPHERE 90 days) STARTER VSIS |

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
. AGE (Max 64 OSMOLEX ER ORAL
OSCIMIN SR Terl  Ivears) TABLET, IR - ER,
i BIPHASIC 24HR 129 .
SPIRIVA RESPIMAT | Tier2 |Qt (L2 inhaler) | o 0 G, 322 Tier3 |PA
per 90 days) ' '
L (30 MG/DAY (129 MG X1-
SPIRIVA WITH Tier 2 cQap(suIe per 193MG X1)
HANDIHALER 30 days) CENTRALLY
L (3 inhal ACTING SKELETAL
STIOLTO RESPIMAT | Tier2 |Qb (Binhalers| yysci E RELAXNT
per 90 days) .
AMRIX Tier3 |PA
PA; QL (30 :
tiotropium bromide Tier 3 |capsule per chlorzoxazone Tier3 |PA
30 days) cyclobenzaprine oral
le,extended Tier3 |PA
: QL (3 Inhalers| |capsule,
TRELEGY ELLIPTA Tier 2 per 90 days) release 24hr
TUDORZA _ cyclobenzaprine oral Tier 2
PRESSAIR UISre | tablet
PA; QL (3 FEXMID Tier3 |PA
umeclidinium Tier 3 |Inhalers per LORZONE Tier3 |PA
90 days) metaxalone Tier3 |PA
N PA; QL (3
umeclidinium- : methocarbamol oral :
vilanterol Tier 3 |Inhalers per tablet 1,000 mg Tier3 |PA
90 days)
- methocarbamol oral
YUPELRI Tier3 |PA tablet 500 mg, 750 Tier 2
ANTIPARKINSONIA mg
N AGENTS TANLOR Tier3 |PA
amantadine hcl oral . o
Tier 2 tizanidine oral capsule .
capsule 2 mg, 4 mg, 6 mg Tier3 |PA
amar_ltadme hel oral Tier 2 tizanidine oral tablet Tier 2
solution
: ZANAFLEX ORAL
amantadine heloral | = g0 5 1pp CAPSULE2MG, 4 | Tier3 |[PA
tablet MG, 6 MG
GOCOVRI Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
%ﬁgfg_lleX ORAL Tier3  |PA carvedilol Tier 2
carvedilol phosphate Tier3 |PA
DIRECT-ACTING COSOPT Tier3 |PA
SKELETAL MUSCLE -
RELAXANTS COSOPT (PF) Tier 3 PA
DANTRIUM ORAL ) dorzolamide-timolol Tier 2
CAPSULE 25 MG L= A dorzolamide-timolol
dantrolene oral Tier3 |PA (pf) ophthalmic (eye) Tier3 |PA
dropperette
GABA-DERIVATIVE :
SKELETAL MUSCLE HEMANGEOL Tiers |4 AGE
RELAXANT (Max 1 Years)
baclofen oral solution ™M INDERAL LA Tier3 |PA
5 mg/5 ml INDERAL XL Tier 3 PA
baclofen_oral Tiera  |PA INNOPRAN XL Tier3 |PA
suspension labetalol oral Tier 2
baclofen oral tablet Tier 2 nebivolol Tier2 |PA
FLEQSUVY Tier3 |PA pindolol Tier3 |PA
LYVISPAH Tiers |PA propranolol oral Tier 2
INDIRECT-ACTING
propranolol- :
SKELETAL MUSCLE hydrochlorothiazid R P4
RELAXANT X
H ari — SOTALOL AF Tier 2
orphenadrine citrate . :
orgl Tier 2 sotalol oral Tier 2
ADRENERGIC timolol Tier 3
BLOCKING AGENTS timolol maleate oral Tier3 |PA
BETAPACE AF Tier 3 PA PARASYMPATHOMI
BETAPACE ORAL METIC
TABLET 120 MG, 160 Tier 3 PA (CHOLINERGIC
MG, 80 MG AGENTS)
BETIMOL Tier 3 PA ADLARITY Tier 1 PA
BYSTOLIC Tier 3 PA ARICEPT Tier 3 PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)
Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)
PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)
AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
32
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
bethanechol chloride Tier 1 QL (14(;ablets carvedilol phosphate Tier3 [PA
per 1 day) dutasteride- .
: : Tier3 |PA
donepezil oral tablet Tier 2 tamsulosin
10 mg, 5 mg FLOMAX Tier3 |PA
ggnnipe2|l oral tablet Tier3 |PA labetalol oral Tier 2
9 : RAPAFLO Tier3 |PA
donepezil oral Tier 2 . - :
tablet,disintegrating silodosin Tier3 |PA
EXELON PATCH Tier 2 tamsulosin Tier 2
galantamine oral SELECTIVE BETA-2-
capsule,ext rel. pellets| Tier3 [PA ADRENERGIC
AGONISTS
24 hr
: : L (3 Inhalers
galantamine oral - ADVAIR DISKUS Tier2 |9
solution Tier3 |PA per 90 days)
i : L (3 Inhalers
galantamine oral - ADVAIR HFA Tier2 |Q
tablet Tier 2 per 90 days)
NAMZARIC Tier3 |PA _ PA; QL (3
, - AIRDUO DIGIHALER Tier 3 |inhaler per 90
pilocarpine hcl days)
ophthalmic (eye) Tier 1 :
drops 1 %, 2 %, 4 % AIRDUO _ PA; QL (3
; : : Tier 3 |inhaler per 90
pilocarpine hcl oral Tier 1 RESPICLICK dayss)
pyridostigmine PA: QL (64.2
bromide oral tablet 60| Tier 1 AIRSUPRA Tier 3 |GM per 90
mg days)
rivastigmine Tier3 |PA albuterol sulfate PA; QL (6
rivastigmine tartrate Tier 2 inhalation hfa aerosol Tier 3 |inhalers per
ZUNVEYL Tier3 |PA inhaler 90 days)
SELECTIVE ALPHA- albuterol sulfate
1-ADRENERGIC inhalation solution for Tier 2
BLOCK . AGENT nebulization
alfuzosin Tier 2 ANORO ELLIPTA Tier2 | QL (3 Inhalers
: : per 90 days)
carvedilol Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
arformoterol Tier3 |PA DULERA .
PA OL (3 INHALATION HFA Se"r fo'ggigfs
BEVESPI - ’ AEROSOL INHALER | Tier 2 ;
AEROSPHERE E g”ohgf;:)per 0.5 ¢GE (Max 11
MCG/ACTUATION ears)
BREO ELLIPTA PA: QL (180
INHALATION PA; QL (180 fluticasone furoate- Tier3 |blisters per 90
BLISTER WITH Tier 3 |blisters per 90| |Vilanterol d
DEVICE 100-25 days) ays)
MCG/DOSE, 200-25 y fluticasone propion- PA: QL (3
MCG/DOSE salmeterol inhalation : C
| dr breath Tier 3 |inhaler per 90
BREO ELLIPTA aeroso gOW rorea dayss)
INHALATION PA; QL (180 | |activate
BLISTER WITH Tier3 |EA per 90 fluticasone propion- PA; QL (180
DEVICE 50-25 days) salmeterol inhalation Tier 3  |blisters per 90
MCG/DOSE blister with device dayss)
PA; QL (61.8 fluticasone propion- PA; QL (36
BREYNA Tier3 |GM per 90 salmeterol inhalation Tier3 |GM per 90
days) hfa aerosol inhaler days)
BROVANA Tier3 |PA formoterol fumarate Tier3 |PA
budesonide- fors :DAh ?L (6 ipratropium-albuterol Tier 2
formoterol L=l 9”0 S:r:)per levalbuterol hcl Tier3 |PA
y PA; QL (6
COMBIVENT Tier 2 |QL (B Inhalers| oy aihuterol tartrate Tier 3 |inhalers per
RESPIMAT per 90 days) 90 days)
DULERA PA; QL (3
,IAI\\IEHRACI)_Q(-I)-PIEI—T:I'_AER PROAIR DIGIHALER | Tier3 |inhaler per 90
. QL (6 inhalers days)
100-5 Tier 2 er 90 days) :
MCG/ACTUATION, P y PROAIR _ PA; QL (3
200-5 RESPICLICK Tier 3 |inhaler per 90
MCG/ACTUATION days)
SEREVENT DISKUS | Tier2 |Q- (3 inhaler
per 90 days)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

buccal gum 2 mg

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits

. QL (3 inhalers| |[KAPSPARGO :

STIOLTO RESPIMAT Tier 2 per 90 days) SPRINKLE Tier3 |PA
STRIVERDI . LOPRESSOR ORAL :
RESPIMAT Tier3 |PA TABLET Tier3 |PA
SYMBICORT Tier 2 QL (éiolghalers metoprolol succinate Tier 2

per ays) metoprolol ta- S—
terbutaline oral Tier 1 hydrochlorothiaz
umeclidinium- _ PA; QL (3 metoprolol tartrate Tier 2

. Tier 3 |Inhalers per oral

vilanterol 90 d
ays) nadolol Tier 2
VENTOLIN HEA Tier 2 |QL (6inhalers| IteNORETIC 100 Tier3 |PA
per 90 days) :
TENORETIC 50 Tier3 |PA
PA; QL (180 :
WIXELA INHUB Tier3 |blisters per 90| |[TENORMIN Tiers |PA
days) TOPROL XL Tier3 [PA
. QL (6 inhalers| |[SKELETAL MUSCLE
XOPENEX HFA TIer2 | jeroodays) | |RELAXANTS,
SELECTIVE BETA- USISIE S ANE0L S
ADRENERGIC NORGESIC Tier3 |PA
BLOCKING AGENT NORGESIC FORTE | Tier3 |[PA
acebutolol Tier3 |PA orphenadrine-asa-
atenolol Tier 2 caffeine oral tablet 25-| Tier3 |PA
atenolol- s 385-30 mg
chlorthalidone SMOKING
betaxolol Tier3 |PA CESSATION
_ AGENTS
BETOPTIC S Tier 2 ;

. bupropion hcl Tier 1 QL (2 tablets
bisoprolol fumarate _ (smoking deter) per 1 day)
oral tablet 10 mg, 5 Tier 2 CHANTIX
m

9 CONTINUING Tier 1 QeLr(lzégb;ets
bisoprolol- o Tier 2 MONTH BOX Y Yy
hydrochlorothiazide nicotine (polacrilex) QL (30 pieces
CORGARD Tier3 |PA P Tier 1 P

per 1 day)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

TABLET 2.5 MG

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
nicotine (polacrilex) Tier 1 QL (24 pieces | [s]ueje]b;
buccal gum 4 mg per 1 day) FORMATION,
COAGULATION,
nicotine (polacrilex) . QL (20 THROMBOSIS
buccal lozenge Tier 1 |lozenges per
g 1 day) ANTIANEMIA
nicotine (polacrilex) QL (20 PRUSS
buccal mini lozenae Tier 1 |lozenges per ARANESP (IN
9 1 day) POLYSORBATE)
nicotine transdermal Tier 1 QL (1 patch INJECTION
patch 24 hour per 1 day) SOLUTION 100 _
— MCG/ML, 200 Tier2 |PA
nicotine transdermal QL (56 MCG/ML. 25
patch, td daily, Tier 1 |patches per MCG/ML’ 40
sequential 56 days) MCG/ML. 60
NICOTROL Tiers |QL(168EA | MCG/ML
per 30 days) | [ARANESP (IN
: QL (40 ML POLYSORBATE) :
NICOTROL NS Tier 1 oer 30 days) INJECTION Tier2 |PA
PA; QL (8.4 SYRINGE
TYRVAYA Tier3 |ML per 30 : PA; AGE (Min
days) JESDUVROQ Tier 3 18 Years)
. : QL (2 tablets : AGE (Min 18
varenicline tartrate Tier 1 per 1 day) VAFSEO Tier 3 Years)
COUMARIN
DERIVATIVES
JANTOVEN Tier 2
warfarin Tier 2
DIRECT FACTOR XA
INHIBITORS
ELIQUIS DVT-PE Tier2 |QL (74 tablets
TREAT 30D START per 30 days)
ELIQUIS ORAL Tier 2 |QL (2tablets

per 1 day)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (218 PRADAXA ORAL PA; QL (2
.E'I&IE?LLIJEI.? 5O|\F;é|‘ Tier 2 |tablets per CAPSULE 150 MG, Tier 3 |capsules per
102 days) 75 MG 1 day)
rivaroxaban oral PA: QL (20 PRADAXA ORAL PA; AGE
suspension for Tier 3 ML’ er 1 day) PELLETS IN Tier3 |(Max 11
reconstitution P y PACKET Years)
: . PA; QL (2 EA HEMATOPOIETIC
rivaroxaban oral tablet| Tier 3 oer 1 day) AGENTS
SAVAYSA Tier3 |PA ARANESP (IN
XARELTODVT-PE | ... |QL (51tablets| [POLYSORBATE)
TREAT 30D START per 30 days) | [INJECTION
SOLUTION 100
XARELTO ORAL _ QL (20 ML MCG/ML, 200 Tier2 |PA
SUSPENSION FOR Tier 2
per 1 day) MCG/ML, 25
RECONSTITUTION MCG/ML. 40
XARELTO ORAL MCG/ML, 60
TABLET 10 MG, 20 | Tier2 |Q- (L t@blet 1 ueami
MG per 1 day)
ARANESP (IN
QL (102 POLYSORBATE) .
)T(AASLEEI?SOI\'/TQL Tier2 |tablets per INJECTION R PA
102 days) SYRINGE
XARELTO ORAL Tier 2 QL (2 tablets eltrombopag olamine Tier 3
DIRECT THROMBIN SOLUTION 10,000
INHIBITORS UNIT/ML, 2,000
dabigatran etexilate . QL (4 EA per UNIT/ML, 20,000 Tier2 |PA
oral capsule 110 mg ULz 1 day) UNIT/2 ML, 20,000
; : UNIT/ML, 3,000
dabigatran etexilate _ QL (2 UNIT/ML, 4,000
oral capsule 150 mg, Tier 2 |capsules per UNIT/ML
75 mg 1 day)
: QL (0.6
PRADAXA ORAL Tier3 PA; Q:— (4 FULPHILA Tier2 |syrigne per 14
CAPSULE 110 MG 1er ciadp;;) es per days)
FYLNETRA Tier 2 QL (0.6 ML

per 14 days)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
GRANIX Tier3 |PA PA; QL (0.6
_ PA: AGE (Min| |UDENYCAONBODY | Tier3 |ML per 14
JESDUVROQ Tier 3 18 YearS) days)
LEUKINE INJECTION| . VAESEO Tiera |AGE (Min 18
RECON SOLN Tier3 |PA Years)
PA; QL (0.6 | PA; QL (45
NEULASTAONPRO | Tier3 |syringe per 14| |ZARXIO B ML per 30
days) dayss)
NEULASTA PA; QL (0.4 _ PA; QL (0.6
SUBCUTANEOUS Tier 3 ML per 14 ZIEXTENZO Tier 3 syringe per 14
SOLUTION days) days)
NEULASTA PA; QL (0.6 HEMORRHEOLOGIC
SUBCUTANEOUS Tier 3 |syringe per 14 AGENTS
SYRINGE days) pentoxifylline Tier 1
NEUPOGEN Tier 2 HEMOSTATICS
NIVESTYM Tier3 |PA desmopressin nasal
PA: QL (0.6 spray,non-aerosol 10 Tierl [PA
NYVEPRIA Tier3 |ML per 14 mcg/spray (0.1 ml)
days) desmopressin oral Tier 1 QL (16(;ablets
PROCRIT Tier3 |PA per 1 day)
PROMACTA Tier 2 AR
RELEUKO Tier3 |PA enoxaparin Tier 2
RETACRIT Tier2 |PA FRAGMIN .
: SUBCUTANEOUS Tier3 |PA
. PA;QL(0.6 | |soLuTION
STIMUFEND Tierl |ML per 14
days) FRAGMIN
: SUBCUTANEOUS Tier3 |PA
. PA,QL(06 | ISYRINGE
UDENYCA Tier 3 |syrigne per 14 : -
days) heparin (porcine)
: injection solution Tier 1
UDENYCA s ,\P/I/t’ QL ﬁﬁ 10,000 unit/ml, 5,000
AUTOINJECTOR et dayS)er unit/ml
LOVENOX Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

IRON

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
INDIRECT FACTOR CENTRUM ULTRA i
XA INHIBITORS MEN'S
ARIXTRA Tier3 |PA CENTURY Tier 1
fondaparinux Tier3 |PA CENTURY
IRON ULTIMATE Tier 1
PREPARATIONS WOMEN'S
ATHRU Z CEROVITE
ADVANCED Tier 1 ADVANCED e
FORMULA FORMULA
ULTIMATE vier & CERTAVITE- Tior 1
A THRU Z SELECT o ANTIOXIDANT
WOMEN'S QL (1 tablet
BACMIN Tier 1 Kg El ﬁy);lz
BIO-35, GLUTEN _ CLASSIC PRENATAL| Tier 1 (Min
' Tier 1 Years and
FREE Max 55
CENTRAL-VITE Tier 1 Years)
CENTRAL-VITE _ COMPLETE
WOMEN'S MATURE MULTIVITAMIN- S
CENTRUM MINERAL ORAL
CHEWABLES ORAL TABLET
TABLET,CHEWABLE | Tier 1 QL (1 tablet
8 MG-400 MCG- 10 per 1 day);
MCG COMPLETENATE Tier1 |AGE (Min 12
CENTRUM Tier 1 Years and
COMPLETE et Max 55
- Years)

CENTRUM MEN Tier 1 :

DAILY MULTIPLE Tier 1
CENTRUM ORAL o
TABLET DAILY MULTIPLE S

FOR WOMEN
CENTRUM SILVER .
WOMEN Tier 1 DAILY

MULTIVITAMIN WITH|  Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

IRON

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

DAILY VITAMIN Tier 1 ferrous sulfate oral Tier 1
FORMULA-IRON tablet
DAILY VITAMIN Tier 1 ferrous sulfate oral
WITH IRON tablet,delayed release| Tier 1
DAILY VITES/IRON | Tier1 (dr/ec)

_ AGE (Max 12 FREEDAVITE Tier 1
FE CPLUS Terl  Ivears) HAIR, SKIN AND et
FEOSOL ORAL NAILS-ARGAN OIL
TABLET 325 MG (65 Tier 1 HAIR,SKIN AND
MG IRON) NAILS ORAL

66.7 MCG-1,000

FERGON ORAL MCG
TABLET 240 MG (27 Tier 1 :
FEROSUL Tier 1 IRON (FERROUS Tier 1

: SULFATE)
FERRO-TIME Tier 1 AGE (Max 12
ferrous gluconate oral IRON 100 PLUS Tier 1 Years() ax
tablet 236 mg (27 mg 'RON HIGH
iron), 240 mg (27 mg . Tier 1
iron), 324 mg (37.5 Ut & POTENCY
mg iron), 324 mg (38 K-PAX IMMUNE Tier 1
mg iron) SUPPORT
ferrous sulfate oral Tier 1 AGE (Max 12 MEGA MULTI FOR Tier 1
drops Years) WOMEN
ferrous sulfate oral Tier 1 AGE (Max 12 MONOCAPS Tier 1
elixir Years) MULTI COMPLETE | .,
ferrous sulfate oral Tier 1 AGE (Max 12 WITH IRON
liguid Years) MULTI FOR HER Tior 1
ferrous sulfate oral Tier 1 AGE (Max 12 ORAL TABLET
solution YearS) MULTI-DAY WITH e

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



CALCIUM/IRON

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

SKIN

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (2 ML per | |ONE DAILY Tier 1
MULTI-VIT WITH Tier 1 1 day); AGE COMPLETE
Years) WOMEN er
multivitamin with iron Tier 1 ONE DAILY T
multivit-min-iron fum- Tier 1 HEALTHY WEIGHT
folic ac ONE DAILY
NANO VM 1-3 Tier 1 MAXIMUM ORAL Tier 1
NANO VM 4-8 Tier 1 TABLET 18-0.4 MG
NANOVM 9-18 Tier 1 ONE DAILY MULTI- |+ o g
: VIT W-MINERAL
NANOVM T-F Tier 1
5 ONE DAILY
QL (1 tablet IRON(FOLIC)
K‘g El ‘ﬁY)?lZ ONE DAILY PLUS Tier 1
NESTABS Tier 1 (Min IRON
Years and
Max 55 ONE DAILY
Years) WOMEN'S ORAL
TABLET 18 MG Tier 1
QL (2 IRON-400 MCG-450
At | Mo cA
: ay),
NESTABS DHA Tier 1 (Min 12 Years ONE-A-DAY Tier 1
and Max 55 ENERGY
Years) ONE-A-DAY TEEN Tier 1
OL (1 tablet | |ADVANTAGE
per 1 day); ONE-A-DAY Tier 1
NEWGEN Tier 1 éGE (er:jlz WEIGHTSMART
ears an ONE-A-DAY Tier 1
Max 55 WOMEN'S ACTIVE
Years)
ONE-A-DAY
ONE DAILY T 71 WOMEN'S HEALTHY | Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ONE-A-DAY Tier 1 AGE (Min 12
WOMEN'S PETITES PRENATAL MULTI- Tier 1 Years and
OPTISOURCE Tier 1 DHA(WITH VIT K) Max 55
Years)
OPURITY Tier 1
MULTIVITAMIN QL (1 tablet
: per 1 day);
PARVLEX Tier 1 PRENATAL Tier1 |AGE (Min 12
QL (L EAper | [MULTIVITAMINS T2 |vears and
1 day); AGE Max 55
PNV 29-1 Tierl |[(Min 12 Years Years)
32‘; r'\s")ax 55 QL (1 tablet
PRENATAL ORAL per 1 day);
pruossienos | mery S| iieroone | s 20502
IRON- 800 MCG
QL (1 tablet Max 55
per 1 day); Years)
. AGE (Min 12 QL (1 tablet
PRENATABS RX Tierl | o oo oer 1 day):
Max 55 PRENATAL PLUS Tier 1 AGE (Min 12
Years) (CALCIUM CARB) Years and
QL (1 tablet Max 55
per 1 day); Years)
PRENATAL Tier 1 AGE (Min 12 QL (1 tablet
COMPLETE Years and per 1 day);
Max 55 PRENATAL TABLET | Tier1 |AGE (Min12
Years) Years and
QL (1 tablet Max 55
PRENATAL per 1 day); Years)
FORMULA ORAL Tier1 |AGE (Min 12 QL (1 tablet
TABLET 28 MG Years and per 1 day);
IRON- 800 MCG Max 55 PRENATAL VITAMIN Tier 1 AGE (Min 12
Years) PLUS LOW IRON Years and
Max 55
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 tablet SPECTRAVITE Tier 1
per 1 day); ULTRA WOMEN
PRENATAL VITAMIN | . |AGE (Min 12 | [SpECTRAVITE
Max 55
SR
Years)
STRESS FORMULA .
QL (1 EAper | ly|TH IRON Tler 1
1 day); AGE
PREPLUS Tierl |(Min 12 Years| |STRESSFORMULA | .
and Max 55 WITH IRON(SULF)
Years) SUNVITE Tier 1
PROCERYV HP Tier 1 TAB-A-VITE
PRORENAL Tier 1 MULTIVITAMIN W-
- IRON ORAL TABLET Tier 1
QUINTABS-M Tier 1 MCG
i . QL (1 tablet THERA M PLUS
SE-NATAL 19 Terl | oer1 day) (FERROUS Tier 1
SENTRY Tier 1 FUMARAT)
SIDEROL Tier 1 THERA-M ORAL _
TABLET 27-0.4 MG, 9| Tier1l
SLOW RELEASE MG IRON-400 MCG
IRON ORAL TABLET
RELEASE 142 MG per 1 day);
MG (45 MG IRON) TABLET Years and
160 MG (50 MG Max 55
IRON), 250 MG (50 Years)
MG IRON) THERAPEUTIC-M Tier 1
SPECTRAVITE THERATRUM
ADVANCED Tier 1 COMPLETE WITH Tier 1
FORMULA LUTEIN
SPECTRAVITE Tier 1
MEN'S

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 tablet QL (1 EA per
per 1 day); 1 day); AGE
TRICARE Tier 1 AGE (Min 12 WESTAB PLUS Tierl [(Min 12 Years
Years and and Max 55
Max 55 Years)
Years) WOMEN'S DAILY
QL (1 tablet FORMULA ORAL Tier 1
per 1 day); TABLET 27-0.4 MG
TRINATAL RX 1 Tier 1 ¢GE (M'r;jlz WOMEN'S ONE
ears an DAILY ORAL
Max 55 TABLET 18 MG Tier 1
Years) IRON-400 MCG-500
ULTIMATE WOMEN Tier 1 MG CA
COMPLETE 50PLUS YELETS Tier 1
ULTRA FREEDA PLATELET-
IRON-267 MCG INHIBITORS
QL (1 EAper | |aSPIRIN Tir1 |QL (1 tablet
. 1day); AGE | |cH) DRENS per 1 day)
VINATE ONE Tierl |(Min 12 Years
and Max 55 QL (1 tablet
Years) per 1 day);
aspirin oral tablet 325 . AGE (Min 40
QL (LEAper | |ng Terl  \vears and
 |lday;AGE Max 79
VOL-PLUS Tierl |(Min 12 Years Years)
and Max 55 aspirin oral QL (1 tablet
Years i
) tablet,chewable Llss per 1 day)
QL (1 EA per
VOL-TAB RX Tier1 |(Min 12 Years| |aspirin oral Kg El ﬁy);zlo
and Max 55 tablet,delayed release| Tier 1 Years( a:]ré
Years
) (dr/ec) 325 mg Max 79
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
aspirin oral clopidogrel oral tablet . QL (2 tablets
tablet,delayed release| Tier 1 SeLr (iL(;Zl;I)et 300 mg Ui & per 30 days)
(dr/ec) 81 mg clopidogrel oral tablet | .. |QL (1 tablet
aspirin rectal Tier 1 75 mg per 1 day)
AGE (Min 40 dipyridamole oral Tier3 |PA
asptl)rln,buﬁd-calmum Tier 1 I\\(Aearignd ECOTRIN LOW Tior 1 QL (1 tablet
carb-mag ax STRENGTH per 1 day)
Years)
T : PA; AGE
aspirin-dipyridamole Tier3 |PA EEEIENT Tier3 |(Max 75
QL (1 tablet Years)
per 1 day); PA; QL (1
BAYER ASPIRIN Tiers |AGE (Mind0 | PLAVLS ORAL Tier 3 tabie?pe(r 1
Years and TABLET 75 MG day)
Max 79 AGE (Max 75
Years) prasugrel hcl Tier 2 Years() ax
BAYER CHEWABLE Tier 1 QL (1 tablet : :
ASPIRIN per 1 day) ticagrelor Tier3 |PA
BAYER LOWDOSE | .., |QL (1 tablet AGE (Min 40
ASPIRIN per 1 day) TRI-BUFFERED Tier 1 Years and
- ASPIRIN Max 79
BRILINTA Tier 2 Years)
¢GE ('V”r(‘j“o YOSPRALA Tier3 |PA
BUFFERIN Tier1 |25 0" PLATELET-
Years) REDUCING AGENTS
oL (4 anagrelide Tier 1
butalbital-asirin- capsules per THROMBOLYTIC
. P Tier1 |1day); AGE | |AGENTS
caffeine oral capsule
(Max 64 QL (4
Years) butalbital-aspirin- capsules per
CHILDREN'S Tir1 |QL(tablet | |2 S oralpca e | Tieril |1day); AGE
ASPIRIN per 1 day) P (Max 64
Years)
. . QL (2 tablets
cilostazol Tierl | er 1 day) YOSPRALA Tier3 |PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CARDIOVASCULAR PA; QL (60
ENTRESTO : '
DRUGS SPRINKLE Tier 3 EA per 30
ACL INHIBITORS ays)
- PA; AGE (Min | |sacubitril-valsartan Tierz |QL (60 EA per
NEXLETOL Tier3 |1q Vears) 30 days)
. ; ANGIOTENSIN Il
. PA; AGE (Min
NEXLIZET Tier 3 18 Years)( RECEPTOR
ANTAGONISTS
ALPHA- —
ADRENERGIC amlodipine- Tier 2
BLOCKING AGENTS olmesartan
(24:16) amlodipine-valsartan Tier 2
CARDURA Tier3 |PA amlodipine-valsartan- :
hethiazid Tier 2
CARDURA XL Tier3 |PA cthiazi
carvedilol Tier 2 ATACAND Tier3 |PA
carvedilol phosphate Tier3 |PA ATACAND HCT Tier3 |PA
doxazosin Tier 2 AVALIDE Tier3 |PA
labetalol oral Tier 2 AVAPRO Tier3 |PA
MINIPRESS Tier 3 PA azilsartan medoxomil Tier 3 PA
prazosin Tier 2 AZOR Tier3 |PA
terazosin Tier 2 BENICAR Tier3 |PA
PA: OL (20 BENICAR HCT Tier3 |PA
ML per 1 candesartan Tier3 |PA
TEZRULY Tier 3 |day); AGE candesartan- _
g\g:r ;)8 hydrochlorothiazid e PA
ANGIOTENSIN I COZAAR Tier3 |PA
ANTAGONIST/NEPR DIOVAN HCT Tier3 |PA
OLYS EDARBI Tier3 |PA
_ PA; QL (60 EDARBYCLOR Tier3 |PA
ENTRESTO Tier 3 |tablets per 30 ;
days) eprosartan Tier3 |PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

EXFORGE Tier3 |PA ACCURETIC Tier3 |PA
EXFORGE HCT Tier3 |PA ALTACE Tier3 |PA
HYZAAR Tier3 |PA amlodipine-benazepril| Tier 2
irbesartan Tier2 |PA benazepril Tier 2
irbesartan- . benazepril- .
hydrochlorothiazide [ A hydrochlorothiazide Ui &
losartan Tier 2 captopril Tier3 |PA
losartan- . captopril- :
hydrochlorothiazide UlerZ hydrochlorothiazide R A
MICARDIS T!er 3 [PA enlc';lI?prll maleate oral Tiers  |PA
MICARDIS HCT Tier3 [PA solution
olmesartan Tier 2 enalapril maleate oral Tier 2
olmesartan-amlodipin tablet
hcthiazid UISS) enalapril- Tier 2

hydrochlorothiazide
olmesartan- Tier 2 :
hydrochlorothiazide EPANED Tier3s |PA
telmisartan Tier3 |PA fosinopril Tier3 |PA
telmisartan- . fosinopril- i
amlodipine Tier3 |PA hydrochlorothiazide LRl A

; _ lisinopril Tier 2

telmisartan . Tier3 |PA — :
hydrochlorothiazid lisinopril- Tier 2
TRIBENZOR Tier 3 PA hydrOChlorOth|aZ|de
valsartan oral solution| Tier3 |PA LOTENSIN HCT Tiers |PA
valsartan oral tablet Tier 2 LOTENSIN ORAL _

TABLET 10 MG, 20 Tier3 |PA
valsartan- o Tier 2 MG, 40 MG
hydrochlorothiazide ;

LOTREL Tier3 |PA
ANGIOTENSIN- — _
CONVERTING moeX|pr|I Tier 3 PA
ENZYME perindopril erbumine Tier3 [PA
WNAEITORS QBRELIS Tier3 |PA
ACCUPRIL Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

1,000 mg, 250 mg

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
quinapril Tier3 |[PA ANTILIPEMIC
: : AGENTS
quinapril- . ,
hydrochlorothiazide VTS g MISCELLANEOUS
ramipril Tier 2 ENDUR-ACIN ORAL _

- - TABLET EXTENDED Tier 1
trand0|apr|l Tier 3 PA RELEASE 250 MG
trandolapril-verapamil Tier3 [PA FISH OIL ORAL
VASERETIC Tier3 |PA CAPSULE 100-160-
VASOTEC Tier3 |PA 1,000 MG, 300-1,000 |

: MG, 300-500 MG, Tier 1
ZESTORETIC Tier3 [PA 340-1,000 MG, 360-
ZESTRIL Tier3 [PA 1,200 MG, 60-90-500
ANTIARRHYTHMICS MG
, MISCELLANEOUS FISH OIL ORAL
magnesium chioride | . 4 CAPSULE,DELAYED |
, ifate i 300-1,000 MG, 360-
magnesium sulfate in 1,200 MG
d5w intravenous Tier 1 —
piggyback 1 gram/100 niacin (inositol Tier 1
ml niacinate)
magnesium sulfate in NIACIN FLUSH FREE| Tier 1
water intravenous Tier 1 NIACIN NO FLUSH Tier 1
parenteral solution niacin oral capsule,
magnesium sulfate in extended release 500 | Tier 2
water intravenous mg
piggyback 2 gram/50 | i 4 niacin oral tablet 100 .
ml (4 %), 4 gram/100 Tier 2
mg, 500 mg
ml (4 %), 4 gram/50 —
ml (8 %) niacin oral tablet 250 Tier 1
; mg, 50 mg
magnesium sulfate Tier 1 —
injection niacin oral tablet .
extended release Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
niacin oral tablet BETA-ADRENERGIC
extended release 24 Tier3 |PA BLOCKING AGENTS
hr (24:20)
niacin oral tablet acebutolol Tier3 |PA
extended release 500 | Tier 2 atenolol ier 2
m
2 - atenolol- :
omega 3-dha-epa-fish chlorthalidone Llsles
oil oral capsule 1,000 :
(144-216) mg, 300- BETAPACE ORAL
1,000 mg TABLET 120 MG, 160| Tier3 |PA
omega 3-dha-epa-fish MG, 80 MG
oil oral betaxolol Tier3 |PA
capsule delayed BETIMOL Tier3 |PA
release(dr/ec) 300 mg| Tier 1 ;
(120 mg- 180mg)- BETOPTIC S Tier 2
1,000 mg, 300-1,000 bisoprolol fumarate
mg oral tablet 10 mg, 5 Tier 2
omega-3 fatty acids Tier 1 mg
i bisoprolol- :
omega-3 fatty acids- N Tier 2
fish oil oral capsule Tior 1 hydrochlorothiazide
300-1,000 mg, 360- BYSTOLIC Tier3 |PA
1,200 mg carvedilol Tier 2
SEA-OMEGA 30 Ter1l carvedilol phosphate Tier3 |PA
SLO-NIACIN ORAL _ CORGARD Tier 3 |PA
TABLET EXTENDED Tier 1 PA- AGE
RELEASE 250 MG HEMANGEOL Tier 3 ’
SLO-NIACIN ORAL (Max 1 Years)
TABLET EXTENDED | Tier 2 INDERAL LA Tier3 |PA
RELEASE 750 MG INDERAL XL Tier3 |PA
SMART HEART . INNOPRAN XL Tier3 |PA
Tier 1
OMEGA-3 KAPSPARGO S oA
SUPER OMEGA-3 Tier 1 SPRINKLE
labetalol oral Tier 2

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)
Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)
PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)
AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
49



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
LOPRESSOR ORAL . cholestyramine- :
TABLET s g aspartame Ui &
metoprolol succinate Tier 2 colesevelam Tier3 |PA
metoprolol ta- Tiera  |pA COLESTID Tier3 [PA
hydrochlorothiaz COLESTID _
metoprolol tartrate Tier 2 FLAVORED B PA
oral :
colestipol oral :

nadolol Tier 2 granules R A
nebivolol Tier2 |PA colestipol oral packet Tier3 |PA
pindolol Tier3 |PA colestipol oral tablet Tier 2
propranolol oral Tier 2 PREVALITE Tier 2

ropranolol- . UESTRAN Tier3 |PA
hycrochlorothiazid Tier3 |PA N -

y QUESTRAN LIGHT Tier3 |PA
SOTALOL AF ViEr 2 WELCHOL Tier3 |PA
sotalol oral Tier 2 CALCIUM-CHANNEL
SOTYLIZE Tier3 |PA BLOCKING AGENTS
TENORETIC 100 Tier3 |PA CARDIZEM CD Tier3 |PA
TENORETIC 50 Tier3 [PA CARDIZEM LA Tier3 [PA
TENORMIN Tier3 |PA CARDIZEM ORAL
timolol Tier 3 TABLET 120 MG, 30 Tier 3 PA
: : MG, 60 MG
timolol maleate oral Tier3 |PA :

5 CARTIA XT Tier 2

TOPROL XL Tier3 |[PA —

diltiazem hcl oral
BILE ACID capsule,extended Tier 2
SEQUESTRANTS release 12 hr
cholestyramine Tier 2 diltiazem hcl oral
cholestyramine (with . capsule,extended Tier 2

Tier 2

sugar) release 24 hr
CHOLESTYRAMINE Tier 2 diltiazem hcl oral
LIGHT capsule,extended Tier 2

release 24hr

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)

Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
50



tablet

per 1 day)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
diltiazem hcl oral Tier 2 CARDIAC DRUGS,
tablet MISCELLANEOUS
diltiazem hcl oral PA; QL (60
tablet extended Tier3 |PA EA per 30
release 24 hr ASPRUZYO Tier 1 |days); AGE
SPRINKLE Min 18
DILT-XR Tier 2 (Min
. — . Years)
isradipine Tier3 |PA
: PA; QL (30
MATZIM LA Tier3 |PA EA per 30
TAZTIA XT Tier 2 CAMZYQOS Tier1 |days); AGE
TIADYLT ER Tier3 |PA (Min 18
- Years)
TIAZAC Tier3 |PA
: ; : PA; QL (2
trandolapril-verapamil Tier3 |PA ranolazine Tier 1 |tablets per 1
verapamil oral day)
capsule, 24 hr er Tier3 |PA PA; QL (1
pellet ct capsule per 1
verapamil oral VYNDAMAX Tier1l |day); AGE
capsule,ext rel. pellets| Tier3 |PA (Min 18
24 hr Years)
verapamil oral tablet Tier 2 PA; QL (4
verapamil oral tablet Tier 2 _ capsules per
extended release VYNDAQEL Tier 1 (1N(Ij.ay1)gAGE
: in
VERELAN PM Tier3 |PA Years)
CHRECILT CARDIOTONIC
ANHYDRASE AGENTS
INHIBITORS (24:36) :
: CORLANOR Tierl |PA
acetazolamide oral QL (2 —
capsule, extended Tier 1 |capsules per digoxin oral tablet 125 .
: mcg (0.25 m
acetazolamide oral . QL (4 tablets . 9 . 9 ,
Tier 1 ivabradine Tierl |[PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CARDIOVASCULAR CHOLESTEROL
DRUGS, NSAID ABSORPTION
ANTI-INFL INHIBITORS
ggg::llcl:éne oral Tiera  |pA ezetimibe Tier 2 s
NS . , QL (1 tablet
colchicine oral tablet Tier 2 ezetimibe-simvastatin Uislyc2 per 1 day)
COLCRYS Tier3 |PA PA; QL (1
GLOPERBA Tier3 |PA VYTORIN 10-10 Tier 3 |tablet per 1
da
MITIGARE Tier3 |PA Y)
PA; QL (1
CENTRAL ALPHA- VYTORIN 10-20 Tier 3 |tablet per 1
AGONISTS
day)
clonidine Tier2 |2~ (248p§tches PA; QL (1
per 28 days) VYTORIN 10-40 Tier 3 |tablet per 1
clonidine hcl oral day)
tablet 0.1 mg, 0.2 mg, | Tier 2 PA: QL (1
0.3 mg VYTORIN 10-80 Tier 3 |tablet per 1
clonidine hcl oral day)
tablet extended Tier 2 ZETIA Tier3 |PA
release 24 hr
: : CLASS IA
guanfacine oral tablet Tier 2 ANTIARRHYTHMICS
methyldopa Tier 2 disopyramide
: AGE (Max 64
methyldopa- . phosphate oral Tier 1
. Tier3 |PA Years)
hydrochlorothiazide capsule
NEXICLON XR Tier 2 quinidine sulfate oral :
bl Tier 1
CGMP SYNTHESIS tablet
AGENT CLASS IB
PA; QL (1 ANTIARRHYTHMICS
tablet per 1 mexiletine Tier 1
VERQUVO Tier1 |day); AGE CLASS IC
(Min 18 ANTIARRHYTHMICS
Years) — :
flecainide Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
propafenone oral Tier 1 INNOPRAN XL Tier3 |PA
tablet KAPSPARGO Tiora |pa
CLASS I SPRINKLE
ANTIARRHYTHMICS labetalol oral Tier 2
acebutolol Tier 3 PA LOPRESSOR ORAL Tior 3 PA
atenolol Tier 2 TABLET
atenolol- . metoprolol succinate Tier 2

. Tier 2
chlorthalidone metoprolol ta- _
betaxolol Tier3 |PA hydrochlorothiaz B PA
BETIMOL Tier3 |PA metoprolol tartrate Tier 2
BETOPTIC S Tier 2 oral
bisoprolol fumarate nadolol Tier 2
oral tablet 10 mg, 5 Tier 2 nebivolol Tier2 |PA
mg pindolol Tier3 [PA
bisoprolol- i ropranolol oral Tier 2
hydrochlorothiazide Uls 2 Prop
] propranolol- Tier3 |PA

BYSTOLIC Tier3 |PA hydrochlorothiazid
carvedilol IERe TENORETIC 100 Tier3 |PA
carvedilol phosphate Tier3 |PA TENORETIC 50 Tier3 |PA
CORGARD JUETENN PA TENORMIN Tier3 |PA
COSOPT Tier 3 PA timolol Tier 3
COSOPT (PF) Tier3 |PA timolol maleate oral Tier3 [PA
dorzolamide-timolol Tier 2 TOPROL XL Tier3 |PA
dorzolamide-timolol CLASS IlI
(pf) ophthalmic (eye) Tier 3 PA ANTIARRHYTHMICS
dropperette -

PA AGE amiodarone oral Tier 1 QL (1 tablet
HEMANGEOL Tier 3 ’ tablet 100 mg per 1 day)

(Max 1 Years) -

: amiodarone oral

INDERAL LA Tiers |PA tablet 200 mg, 400 Tier 1
INDERAL XL Tier3 |PA mg

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




release 24 hr

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
BETAPACE AF Tier 3 PA DILT-XR Tier 2
BETAPACE ORAL MATZIM LA Tier3 |PA
| f’t_l_d - TIADYLT ER Tier3 |PA
ofetilide ier

: TIAZAC Tier 3 PA
SOTALOL AF Tier 2 - - :
sotalol oral = trandolapril-verapamil Tier3 |PA

i

- verapamil oral
SOTYLIZE Tier3 |PA capsule, 24 hr er Tier3 [PA
CLASS IV pellet ct
ANTIARRHYTHMICS verapamil oral

. QL (4 Sprays capsule,ext rel. pellets| Tier3 |PA
CARDAMYST Tier 3 per 1 day) 24 hr
CARDIZEM CD Tier3 |PA verapamil oral tablet Tier 2
CARDIZEM LA Tier3 |PA verapamil oral tablet Tier 2
CARDIZEM ORAL extended release
TABLET 120 MG, 30 Tier 3 PA VERELAN PM Tier 3 PA
MG, 60 MG DIHYDROPYRIDINE
CARTIA XT Tier 2 S
diltiazem hcl oral amlodipine Tier 2
capsule,extended Tier 2 o PA; QL (1
release 12 hr :[?):’?/glsl:)tgt?r; Tier 3 |tablet per 1
diltiazem hcl oral day)
calpsule,;;f(tﬁnded Tier 2 amlodipine-benazepril| Tier 2
release r

— amlodipine- :

diltiazem hcl oral olmesartan Tier 2
capsule,extended Tier 2 — :
release 24hr amlodipine-valsartan Tier 2
diltiazem hcl oral ) amlodipine-valsartan- .
ablor Tier 2 hcthiazid Tler2
diltiazem hcl oral AZOR Tier3 |PA
tablet extended Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

CAPSULE 90 MG

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (1 DIRECT
CADUET Tier 3 |tablet per 1 VASODILATORS
day) hydralazine injection Tier 1
EXFORGE Tier3 |PA hydralazine oral tablet| .., |QL (4 tablets
EXFORGE HCT Tier3 |PA 10 mg, 25 mg, 50 mg per 1 day)
felodipine Tier3 |PA hydralazine oral tablet Tier 1 QL (3 tablets
isradipine Tier3 |PA 100 mg per 1 day)
_ PA; AGE (Min minoxidil oral Tier 1
KATERZIA Tier3 16 vears) DIURETICS,
levamlodipine Tier3 [PA MISCELLANEOUS
: (24:36)
LOTREL Tier3 |PA : — ,
: — : theophylline oral elixir | Tier 1
nicardipine oral Tier3 |PA .
o : theophylline oral :
nifedipine Tier 2 solution Tier 1
nimodipine oral . QL (252 theophylline oral
capsule Tierl Icapsules per | |iaplet extended Tier 1
365 days) release 12 hr
nisoldipine Tier3 |PA theophylline oral
. AGE (Min 6 tablet extended Tier 1
NORLIQVA Uty 2 Years) release 24 hr
NORVASC Tier3 |PA ENDOTHELIN
olmesartan-amlodipin- . RECEPTOR
hcthiazid Tier3 |PA ANTAGONISTS
: (24:52)
PROCARDIA XL Tier3 |PA
PA; QL (1 EA
SULAR ORAL . per 1 day):
TABLET EXTENDED . TRYVIO Tier 1 7
Tier3 |PA AGE (Min 18
RELEASE 24 HR 17
Years)
MG, 34 MG, 8.5 MG
; FIBRIC ACID
telmlsc’_:lrtan- Tier3 |PA DERIVATIVES
amlodipine ANTARA ORAL
TRIBENZOR Tier3 |PA Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
fenofibrate micronized amlodipine- PA; QL (1
oral capsule 130 mg, Tier3 |PA pIne Tier 3 |tablet per 1
atorvastatin
43 mg, 90 mg day)
fenofibrate micronized : PA; QL (20
oral capsule 134 mg, Tier 2 ATORVALIQ e ML per 1 day)
200 mg, 67 mg
X atorvastatin Tier 2 QL (1 tablet
fenofibrate Tier 2 per 1 day)
nanocrystallized PA: QL (1
fenofibrate oral Tiera  |pA CADUET Tier 3 [tablet per 1
capsule day)
fenofibrate oral tablet Tiera  |pA PA; QL (1
120 mg, 40 mg EZALLOR SPRINKLE| Tier3 |capsule per 1
fenofibrate oral tablet | . day)
160 mg, 54 mg ezetimibe-simvastatin Tier 2 QL (11(;ablet
fenofibric acid Tier3 |PA per 1 day)
fenofibric acid . : PA; QL (1
nol Tier3 |PA fluvastatin oral Tier3 |tablet per 1
(choline) capsule 20 mg day)
FENOGLIDE Tier3 |PA
: - PA; QL (1
FIBRICOR Tier3 |PA fluvastatin oral Tier3 |capsule per 1
. : - capsule 40 mg
gemfibrozil Tier 2 day)
LIPOFEN Tier3 |PA fluvastatin oral tablet PA; QL (1
LOPID Tier3 |PA extended release 24 Tier 3 |tablet per 1
: hr day)
TRICOR Tier3 |PA
: PA:; QL (1
TRILIPIX Tier3 |PA LESCOL XL Tier3 |tablet per 1
HMG-COA day)
REDUCTASE PA; QL (1
s JelRE LIPITOR Tier 3 |tablet per 1
PA; QL (1 day)
ALTOPREV Tier 3 |tablet per 1 PA; QL (1
day) LIVALO Tier 3 |tablet per 1
day)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
. . QL (1 tablet LOOP DIURETICS
lovastatin Tier 2 per 1 day) (24:36)
pitavastatin calcium Tier 3 PA; QL (1 EA furos.emlde oral Tier 1 AGE (Max 12
per 1 day) solution Years)
pravastatin Tier 2 QL (1 tablet furosemide oral tablet | Tier 1 QL (2 tablets
per 1 day) per 1 day)
. . QL (1 tablet torsemide oral tablet : QL (4 tablets
rosuvastatin Tier 2 per 1 day) 10 mg, 20 mg Tier 1 oer 1 day)
. . . QL (1 tablet torsemide oral tablet . QL (2 tablets
simvastatin Tier 2 per 1 day) 100 mg, 5 mg Tier 1 oer 1 day)
PA; QL (1 MINERALOCORTIC
VYTORIN 10-10 Tier 3 |tablet per 1 OID
day) (ALDOSTERONE)
PA: QL (1 ANTAGNTS
VYTORIN 10-20 Tier 3 |tablet per 1 PA; QL (1
day) KERENDIA ORAL tablet per 1
PA: QL (1 TABLET 10 MG, 20 Tier 3 |day); AGE
VYTORIN 10-40 Tier3 |tabletper1 | (MG (Min 18
day) Years)
PA; QL (1 PA; QL (1 EA
VYTORIN 10-80 Tier 3 |tablet per 1 KERENDIA ORAL Tierg [Perlday);
day) TABLET 40 MG AGE (Min 18
Years)
ZOCOR ORAL PA; QL (1
TABLET 10 MG, 20 Tier3 |tablet per 1 NITRATES AND
MG, 40 MG day) NITRITES
ZOCOR ORAL _ PA: QL (1 EA isosorbide dinitrate
TABLET 80 MG Tier 3 per 1 day) oral tablet 10 mg, 20 Tier 1
PA: OL (1 mg, 30 mg, 5 mg
ZYPITAMAG Tier 3 |tabletper1 | [iSOsorbide dinitrate Tier 2
day) oral tablet 40 mg
isosorbide
mononitrate oral Tier 1
tablet

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
isosorbide PRALUENT PEN PA: QL (2
mononitrate oral OL (2 tablets SUBCUTANEOUS Tier 2 in'éctors or
tablet extended Tierl |~ day) PEN INJECTOR 75 2213 o Ssg’
release 24 hr 120 mg, P y MG/ML y
60 mg REPATHA Tiers  |PAQL(TML
isosorbide PUSHTRONEX per 28 days)
mononitrate oral . QL (1 tablet PA: OL (2
tablet extended Ulsi per 1 day) REPATHA - PA QL (
SURECLICK Tier 2 |injectors per
release 24 hr 30 mg 28 dayss)
NITRO-BID Tier 1 PA: QL (2
nitroglycerin oral Tier 1 REPATHA SYRINGE Tier 2 |syringes per
nitroglycerin - 28 dayss)
sublingual PHOSPHODIESTER
: - ASE TYPE 5
nitroglycerin
transdermal patch 24 Tier 1 QeLr(ll dp;t;: h INHIBITORS
hour P y ADCIRCA Tier3 |PA
nitroglycerin Tier 1 ALYQ Tier2 |PA
translingual LIQREV Tier3 |PA
VEDIATED PAI QL (1 EA
OPSYNVI Tier3 |Perlday);
ANTILIPEMICS AGE (Min 18
icosapent ethyl Tier3 |PA Years)
LOVAZA Tier3 |PA REVATIO ORAL Tier3 |PA
omega-3 acid ethyl . sildenafil
esters ulm.hypertension ier
Tier3 |PA (pulm.hyp ion) Tier2  |PA
PCSK9 INHIBITORS oral
tadalafil (pulm. :
PRALUENT PEN
SUBCUTANEOUS . PA QL (2 hypertension) fers A
PEN INJECTOR 150 | €2 52“:5‘)’” 28 TADLIO Tiera |PA AGE (Min
MG/ML y 18 Years)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




hydrochlorothiazide

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
POTASSIUM- candesartan- .
SPARING hydrochlorothiazid LErS g
DIURETICS (24:36) captopril- Tiora oA
spironolactone oral Tier 1 QL (2 tablets hydrochlorothiazide
tablet per 1 day) DIOVAN HCT Tier3 |PA
spironolacton- . QL (3 tablets . AGE (Max 12
hydrochlorothiaz Ulsh & per 1 day) DIURIL Tier 1 Years()
RENIN INHIBITORS enalapril- .
aliskiren Tier3 |PA hydrochlorothiazide e
TEKTURNA Tier3 |PA EXFORGE HCT Tier3 |PA
STEROIDAL fosinopril- :
MINERALOCORTIC hydrochlorothiazide | 1e' S |[PA
2I|\IDTRECEPTOR hydrochlorothiazide Tier 1
HYZAAR Tier3 |PA
spironolactone oral Tier 1 QL (2 tablets :
tablet per 1 day) besartan- Tier2 |PA
: hydrochlorothiazide
spironolacton- Tier1 |QL (Btablets | i
hydrochlorothiaz er 1 da - '
TyHIAZIDE ) y) hydrochlorothiazide ek
. losartan- :
DIURETICS (24:36
ACCURETIC( ) Tor3 PA hydrochlorothiazide lislre2
LOTENSIN HCT Tier3 |PA
amiloride- Tier 1 QL (2 tablets
hydrochlorothiazide per 1 day) quc;[rhgcl:ﬂ?oprz;hiazide Tier3 |PA
amlodipine-valsartan- Tier 2 Y
hcthiazid metoprolol ta- Tiera  |PA
: hydrochlorothiaz
ATACAND HCT Tier3 |PA :
AVALIDE Tiera  |PA MICARDIS HCT Tier3 |PA
- olmesartan-amlodipin- :
benazepril- o Tier 2 hcthiazid Tier 3 PA
hydrochlorothiazide I
BENICAR HCT Tier3 |PA omesaran Tier 2
hydrochlorothiazide
bisoprolol- Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

TABLET

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
propranolol- . VASODILATING
hydrochlorothiazid s g AGENTS, MISC
quinapril- s o (24:08)
hydrochlorothiazide isradipine Tier3 [PA
spironolacton- Tier 1 QL (3 tablets timolol maleate oral Tier3 |PA
hydrochlorothiaz per 1 day) VASODILATING
telmisartan- Tiera  |pA AGENTS,
hydrochlorothiazid MISCELLANEOUS
triamterene- Tier 1 ADEMPAS Tier2 |PA
hydrochlorothiazid ambrisentan Tier2 |PA
TRIBENZOR Tier3 |PA bosentan oral tablet Tier3 [PA
valsartan- : - o -
isradipine Tier3 |PA
hydrochlorothiazide UlerZ P :
- LETAIRIS Tier3 |PA
VASERETIC Tier3 |PA 5 :
- macitentan Tier3 |PA
ZESTORETIC Tier3 |PA :
OPSUMIT Tier2 |PA
THIAZIDE-LIKE :
DIURETICS (24:36) PA; P('j— (1) EA
: per 1 day);
aten0|0|_. Tier 2 OPSYNVI Tier 3 AGE (Min 18
chlorthalidone Years)
chlorthalidone oral Tier 1 QL (4 tablets ORENITRAM Tier 3 PA
tablet 25 mg, 50 mg per 1 day)
- ORENITRAM
indapamide Tier 1 QL (11(;ablet TITRATION KT
per 1 day) ORENITRAM
metolazone Tier 1 QL (1 tablet MONTH 2 Tier3 |PA
per 1 day) TITRATION KT
TENORETIC 100 Tier3 |PA ORENITRAM
TENORETIC 50 Tier3 |PA MONTH 3 R PA
TITRATION KT
TRACLEER ORAL Tier2  |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
TRACLEER ORAL OSMOLEX ER ORAL
TABLET FOR Tier3 |PA TABLET, IR - ER,
SUSPENSION BIPHASIC 24HR 129 .
MG, 258 MG, 322 L P
TYVASO Tier2 |PA ’ ’
MG/DAY (129 MG X1-
TYVASO DPI 193MG X1)
INHALATION
CARTRIDGE WITH ADENOSINE A2A
INHALER 16 MCG, RECEPTOR
16 MCG (112)- 32 Tier3 |PA ANTAGONISTS
MCG (84), 16(112)- NOURIANZ Tier3 |PA
32(112) -48(28) MCG, AMPHETAMINE
32 MCG, 32-48 MCG, DERIVATIVES
48 MCG, 64 MCG PA: AGE (Min
TYVASO ' ADIPEX-P Tier 2 17 Years)
INSTITUTIONAL Tier2 |PA PA AGE (Min
START KIT i i i d
_ diethylpropion Tier 2 18 Years)
TYVASO REFILL KIT Tier 2 PA PA: AGE (Min
LOMAIRA Tier 2 !
BCI'VASO STARTER Tier2  |PA 17 Years)
phendimetrazine Tier 2 PA; AGE (Min
CENTRAL tartrate 18 Years)
NERVOUS SYSTEM - -
AGENTS phentermine oral Tier 2 PA; AGE (Min
capsule 17 Years)
ADAMANTANES . .
(CNS) phentermine oral Tier 2 PA; AGE (Min
: tablet 37.5 mg 17 Years)
amantadine hcl oral Tier 2
capsule AMPHETAMINES
: . . PA; AGE (Min
amantadine hcl oral . '
eoltion Tier 2 benzphetamine Tier 2 18 Years)
: MYDAYIS Tier 3
amantadine hcl oral Tiers  |PA
tablet
GOCOVRI Tier3 |PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
AMYOTROPHIC ANOREXIGENIC
LATERAL AGENTS,
SCLEROSIS(ALS) MISCELLANEOUS
. PA; AGE (Min ML per 30
EXSERVAN Ulsi 18 Years) liraglutide Tier 3 |days); AGE
riluzole Tier 1 (Min 12
PA; AGE (Min Years)
TIGLUTIK Tier 1 18 Years) PA; QL (15
ANALGESICS AND liraglutide (weight : ML per 39
Tier 3 |days); AGE
ANTIPYRETICS, loss) (Min 12
MISC. Years)
gabapentin oral tablet : PA: OL (2 ML
extended release 24 Tier 2 MOUNJARO Tier 3 QL
per 28 days)
hr 300 mg, 600 mg
OZEMPIC Tier 2 PA; QL (3 ML
GRALISE ORAL SUBCUTANEOUS per 28 days)
TABLET EXTENDED Tier 2 QL (3 EA per :
RELEASE 24 HR 300 1 day) RYBELSUS Tiers |PA QL (LEA
MG per 1 day)
GRALISE ORAL m; QL%S
TABLET EXTENDED _ per
RELEASE 24 HR 450 | Tier 2 Qel-r (11§30)MG SAXENDA Tier 3 |days); AGE
MG, 600 MG, 750 P y (Min 12
MG, 900 MG Years)
: QL (2 tablets _ PA; QL (15
HORIZANT Tier 2 per 1 day) SOLIQUA 100/33 Tier 3 (I;/IL p)er 25
ays
QL (29 EA per PAY oL (6 ML
- 90 days); VICTOZA 2-PAK Tier 2 ’
JOURNAVX Tier 1 AGE (Min 18 per 30 days)
Years) VICTOZA 3-PAK Tier2 |PA QL d(g ML
ANOREXIGENIC per 30 days)
AGENTS
phe_ntermlne- Tier 2
topiramate

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (3 ML FYCOMPA Tier 2
' per 28 days); | | nagnesium chloride .
WEGOVY HD Tier 3 AGE (Min 18 inje?:tion Tier 1
Years) : X
AGE (Min 12 magnesium sulfate in
WEGOVY ORAL Tier3 |y (Min d5w intravenous Tier 1
ears) piggyback 1 gram/100
PA; QL (4 mi
WEGOVY . (Fj’ens _pig?éo magnesium sulfate in
SUBCUTANEOUS L=l I\ij)l’z water intravenous Tier 1
(Min parenteral solution
Years) : X
: magnesium sulfate in
_ PA; QL (15 water intravenous
XULTOPHY 100/3.6 Tier 3 |ML per 30 piggyback 2 gram/50 _
days) o Tier 1
ml (4 %), 4 gram/100
ZEPBOUND Tierg |QL(24ML ml (4 %), 4 gram/50
KWIKPEN per 28 days) ml (8 %)
ZEPBOUND PASL 2 ';’;L magnesium sulfate Tier 1
SUBCUTANEOUS Tier 3 2GE (Minylé )
PEN INJECTOR perampanel oral Tier2 |ST
Years) tablet ier
éﬁ;@%ﬂﬁmus ANTIDEPRESSANTS
. , MISCELLANEOUS
SOLUTION 12.5 Tier 3 PA’Z%Ld(Z ML :
MG/0.5 ML, 15 per ays) buproplon hcl Tier 1 QL (2 tablets
MG/0.5 ML (smoking deter) per 1 day)
ANTICONVULSANT AILLCRALE
S, MISCELLANEOUS SIS
: MISCELLANEOUS
acetazolamide oral QL (2
capsule, extended Tier 1 |capsules per 8 HOUR PAIN Tier 1
release 1 day) RELIEVER
acetazolamide oral Tier 1 QL (4 tablets ACETAMINOPHEN Tier 1
tablet per 1 day) EXTRA STRENGTH
brivaracetam Tier 2 ace_tamlnophen oral Tier 1 QL (3 GM per
: liquid 160 mg/5 ml 1 day)
BRIVIACT Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

80 MG

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
acetaminophen oral butalbital-acetaminop- , PA; AGE (Min
solution 160 mg/5 ml Tier 1 ?Ia;)?;)MG PEr 1 lcaf-cod Uere 12 Years)
(5 ml) QL (4 tablets
acetaminophen oral . per 1 day);
suspension 160 mg/5 Tier 1 QL (3 GM per butalbltgl , AGE (Min 10

1 day) acetaminophen oral Tier 1
mi Years and

tablet 50-325 mg Max 64
acetaminophen oral Tier 1 ax
tablet Years)
acetaminophen oral QL (4 tablt?ts
tablet extended Tier 1 butalbital- R‘g El (]I{;Ty)’lo
release acetaminophen-caff Tierl |y ( |r;|
taminophen oral oral tablet ears an

acetamin : : QL (3 GM per Max 64
tablet,disintegrating Tier 1 v

1 day) ears)
160 mg

: CHILD FEVER
acetaminophen oral REDUCER-PAIN Tier 1
tablet,disintegrating Tier 1 RELVR
80 mg
CHILD PAIN REL- Tier 1
ACETAMINOPHEN e FEVER REDUCER
PAIN RELIEF
: CHILDREN'S
acetam]nophen rectal Tier 1 QL (3GMper | |ACETAMINOPHEN
suppository 120 mg 1 day) ORAL SUSPENSION |  Tier 1
acetaminophen rectal Tier 1 160 MG/5 ML, 160
suppository 650 mg MG/5 ML (5 ML)
acetaminophen-caff- Tier 3 PA; AGE (Min| |CHILDREN'S
dihydrocod 12 Years) ACETAMINOPHEN
acetaminophen- Tier2  |AGE (Min 12 ORAL Tier 1
codeine Years) EQ?ALGET’CHEWABLE
ARTHROTEC 50 Tier3 |PA
. CHILDREN'S FEVER .

ARTHROTEC 75 Tier3 |PA REDUCING Tier1
ATHENOL Tier 1 CHILDREN'S MAPAP
BETATEMP Tier 1 ORAL Tier 1
BETIMOL Tier3 |PA TABLET,CHEWABLE

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
CHILDREN'S NON- diclofenac sodium
ASPIRIN ORAL Tier 1 oral tablet extended Tier3 |PA
SUSPENSION release 24 hr
CHILDREN'S PAIN diclofenac sodium
RELIEF ORAL Tier 1 oral tablet,delayed Tier 2
SUSPENSION release (dr/ec)
CHILDREN'S PAIN- diclofenac sodium Tier 2
FEVER RELIEF Tier 1 topical drops
ORAL SUSPENSION diclofenac sodium Tier 2
CHILDREN'S PAIN- topical gel 1 %
FEVER RELIEF Tier 1 diclofenac sodium
ORAL topical solution in Tier3 |PA
TABLET,CHEWABLE metered-dose pump
CHILDREN'S PAIN- diclofenac- _
FEVER RELIEF misoprostol Tier3 [PA
ORAL Tier 1 - : :
TABLET,DISINTEGR dorzolamide-timolol Tier 2
ATING dorzolamide-timolol
CHILDREN'S Tior 1 (pf) ophthalmic (eye) Tier3 |PA
TACTINAL er droppel’ette
CHILDREN'S DUAL ACTION PAIN Tiera  |PA
TYLENOL ORAL Tier 1 RELIEVER
SUSPENSION ENDOCET ORAL
COSOPT Tier3 |PA TABLET 10-325 MG, | 1o 5
- 5-325 MG, 7.5-325

COSOPT (PF) Tier3 |PA MG

| | . PA; QL (2 QL (4 tablets
diclofenac epolamine Tier 3 |patches per 1 per 1 day);

day) ESGIC ORAL Tier1 |AGE (Min 10
diclofenac potassium . TABLET Years and
Tier3 |PA

oral capsule Max 64
diclofenac potassium | i 5 |pa Years)
oral tablet FEVER REDUCER Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




FEVER AND PAIN

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
FEVERALL RECTAL LOFENA Tier3 |PA
SUPPOSITORY 120 Tier 1 MAPAP
MG, 325 MG, 650 MG (ACETAMINOPHEN) | Tier 1
FIORICET WITH Tier 3 PA; AGE (Min| |ORAL CAPSULE
HEMANGEOL Tiera |PAAGE PAIN
(Max 1 Years) QL (4 EA per
hydrocodone- 1 day); AGE
acetaminophen oral Tier 2 MARTEN-TAB Tierl |(Min 10 Years
solution 7.5-325 and Max 64
mg/15 ml Years)
hydrocodone- M-PAP Tier 1
acetaminophen oral NALOCET Tier3 |PA
tablet 10-300 mg, 10- Tier 2 :
325 mg, 5-300 mg, 5- NON-ASPIRIN Tier 1
325 mg, 7.5-300 mg, NON-ASPIRIN Tier 1
7.5-325 mg EXTRA STRENGTH
INDERAL LA Tier3 |PA NON-ASPIRIN PAIN Tier 1
INDERAL XL Tier3 |PA RELIEF
INFANT FEVER oxycodqne-
REDUCER-PAIN Tier 1 acetaminophen oral
RELF tablet 10-325 mg, 2.5-| Tier 2
INFANT PAIN 325 Mg, 5-325mg,
i 7.5-325m

RELIEVER Tier 1 d

: PAIN RELIEF
INFANTS'PAIN AND | 0 4 (ACETAMINOPHEN) | Tier 1
FEVER ORAL LIQUID
INFANTS' PAIN e PAIN RELIEF
RELIEF (ACETAMINOPHEN) | Tier 1
INNOPRAN XL Tier3 |PA ORAL TABLET
JR. Tier 1 PAIN RELIEF ES Tier 1
ACETAMINOPHEN (ACETAMINOPHEN)
LITTLE REMEDIES .

Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PAIN RELIEVER ANXIOLYTICS,SEDA
(ACETAMINOPHEN) Tier 1 TIVES,AND
ORAL TABLET 325 HYPNOTICS,MISC
MG hydroxyzine hcl oral Tier 2 AGE (Max 12
PAIN RELIEVER solution 10 mg/5 mi Years)
ES(ACETAMINOPHN | Tier 1 hydroxyzine hcl oral : AGE (Max 64
) Tier 2
tablet Years)
PENNSAID Tier3 |PA hydroxyzine pamoate | Tier 2
PERCOCET Tier3 |PA AGE (Min 2
PHARBETOL Tier 1 . : Years and
promethazine oral Tier 1 Max 64
PROLATE Tier3 |PA ax
: Years)
propranolol oral Tier 2
: QL (4
TACTINAL Tier 1 suppositories
QL (4 tablets promethazine rectal per 1 day);
per 1 day); suppository 12.5 mg, Tierl |AGE (Min 2
. AGE (Min 10 25 mg Years and
TENCON ULS Years and Max 64
Max 64 Years)
Years) QL (2
timolol Tier 3 suppositories
timolol maleate oral Tier3 |PA ' per 1 day);

. prometfazine 1Ctal | Tier1 |AGE (Min 2
tramadc_)l- Tier 2 AGE (Min 12 pp y g Years and
acetaminophen Years) Max 64
TYLENOL EXTRA Years)
TABLET
TVLENOL ORAL BARBITURATES
TABLET Tier 1 (ANXIOLYTIC,

SEDATIVE/HYP)
ZIPSOR Tier3 |PA ASCOMP WITH Tiora |PA; AGE (Min
ZORVOLEX Tier3 |PA CODEINE 12 Years)
butalbital-acetaminop- Tier 3 PA; AGE (Min
caf-cod 12 Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (4 tablets CALCITONIN GENE-
. per 1 day); RELATED PEPTIDE
butalbital . AGE (Min 10 | |ANTAG.
acetaminophen-caff Tier 1 Years and
oral tablet Mex 64 AIMOVIG PA; QL (3
ax AUTOINJECTOR injector per 90
Years) SUBCUTANEOUS Tier2 |days); AGE
QL (4 AUTO-INJECTOR (Min 18
butalbital-aspirin- Tier 1 iadpasu)l.e;ggr 140 MG/ML Years)
caffeine oral capsule M yé4 AIMOVIG PA; QL (6
(Max AUTOINJECTOR injectors per
Years) SUBCUTANEOUS Tier2 |90 days);
codeine-butalbital- Tier 3 PA; AGE (Min| |AUTO-INJECTOR 70 AGE (Min 18
asa-caff 12 Years) MG/ML Years)
QL (4 tablets PA; QL (4.5
per 1 day); AJOVY Tier 2 ML per 90
ESGIC ORAL Tier1 |AGE(Min10 | |AUTOINJECTOR days); AGE
TABLET Years and (Min 6 Years)
Max 64 PA; QL (4.5
Years) AJOVY SYRINGE Tierz | ML per 90
FIORICET WITH Tier 3 PA; AGE (Min days); AGE
CODEINE 12 Years) (Min 6 Years)
BENZODIAZEPINES PA; QL (3 ML
(ANXIOLYTIC,SEDA : per 90 days);
TIVIHYP) EMGALITY PEN Tier 2 AGE (Min 18
midazolam (pf) QL (4 ML per Years)
injection solution 5 Tier 1 30 days) P EMGALITY SYRINGE PA; QL (3 ML
mg/mi y SUBCUTANEOUS Tier2 |Per 90 days);
midazolam injection Tier 1 QL (4 ML per SYRINGE 120 AGE (Min 18
solution 5 mg/ml 30 days) MG/ML Years)
EMGALITY SYRINGE Pa oLl
SUBCUTANEOUS Tier2  |on da S)_p
SYRINGE 300 MG/3 AGE (yl\/lil,’l 18
ML (100 MG/ML X 3)
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (54 TASMAR ORAL :
tablets per 90 | |TABLET 100 MG R A
NURTEC ODT Tier 2 days); AGE tolcapone Tier3 |PA
(Min 18
Years) CENTRAL
: NERVOUS SYSTEM
PA; QL (90 AGENTS, MISC.
tablets per 90 : :
QULIPTA Tier3 |days); AGE carbidopa Tier3 |PA
(Min 18 LODOSYN Tier3 |PA
Years) memantine oral
PA; QL (16 capsule,sprinkle,er Tier3 |PA
tablets per 30 | [24hr
UBRELVY Tier 3 |dayss); AGE memantine oral _
(Min 18 solution Ultelr 2
Years) . :
memantine oral tablet | Tier 2
PA; QL (BEA memantine oral
- per 30 days); Tier 2
ZAVZPRET Tier3 1 \GE (Min 18 tablets,dose pack
Years) ‘Il\'lﬁlgﬂLFTENI'DA ORAL Tiers |pA
CATECHOL-O-
METHYLTRANSFER NAMENDA Tier3 |PA
ASE(COMT)INHIB. TITRATION PAK
carbidopa-levodopa- Tiera  |pA NAMENDA XR T!er 3 |PA
entacapone NAMZARIC Tier3 |PA
COMTAN Tier3 |PA CYCLOOXYGENASE
entacapone Tier2 |PA -2 (COX-2)
ONGENTYS Tier3 |PA INHIBITORS
STALEVO 100 Tier3 |PA | PA; QL (2
- CELEBREX Tier 3 |capsules per
STALEVO 125 Tier3 |PA 1 day)
STALEVO 150 Tier3 |PA oL (2
STALEVO 200 Tier3 [PA celecoxib Tier 2 |capsules per
STALEVO 50 Tier3 |PA 1 day)
STALEVO 75 Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (14 STALEVO 75 Tier3 |PA
ML per 30 . PA; AGE (Min
ELYXYB Tier 3 |days); AGE VYALEV Tiers |.q ’Years)(
(Min 18
Years) ERGOT-DERIV.
DOPAMINE
DOPAMINE RECEPTOR
carbidopa-levodopa _ bromocriptine Tier3 [PA
oral capsule, Tier3 |PA - :
extended release cabergoline Tier 1
carbidopa-levodopa . PARLODEL ORAL Tier3 |PA
oral tablet ULEFZ CAPSULE
carbidopa-levodopa FIBROMYALGIA
oral tablet extended Tier 2 AGENTS
release milnacipran Tier 2
carbidopa-levodopa , QL (60 tablets
oral Tier3 |PA SAVELLA Ultelr 2 per 30 days)
tablet,disintegrating GABA-MEDIATED
carbidopa-levodopa- Tiera  |pPA ANTICONVULSANT
entacapone S
. PA; AGE (Min| |gabapentin oral tablet
CREXONT WErE 18 Years) extended release 24 Tier 2
DHIVY Tier3 |PA hr 300 mg, 600 mg
DUOPA Tier3 |PA GRALISE ORAL
- TABLET EXTENDED Tier 2 QL (3 EA per
INBRIJA Tier3 |PA RELEASE 24 HR 300 1 day)
RYTARY Tier3 |PA MG
SINEMET Tier3 |PA GRALISE ORAL
- TABLET EXTENDED
STALEVO 100 Tier3 |PA
; RELEASE 24 HR 450 Tier 2 Qé_r (ingO)MG
STALEVO 150 Tier3 |PA MG, 900 MG
STALEVO 200 T!er 3 [PA HORIZANT Tier 2 QL (12dtablets
STALEVO 50 Tier3 |PA per 1 day)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
MONOAMINE pramipexole oral :
Tier 2
OXIDASE B tablet
INHIBITORS pramipexole oral
. PA; AGE (Min| [tablet extended Tier3 [PA
AZILECT e e 18 Years) release 24 hr
. : PA; AGE (Min | |[ropinirole oral tablet Tier 2
rasagiline Tier 2 18 Y
ears) ropinirole oral tablet
selegiline hcl Tier3 |PA extended release 24 Tier3 |PA
XADAGO Tier3 |PA hr
ZELAPAR Tier3 |PA NMOWHOIPIOID,
TCNGRNINE ANALGESICS
OXIDASE 8 HOUR PAIN Tier 1
INHIBITORS RELIEVER
; ; ACETAMINOPHEN .
. PA; AGE (Min Tier 1
AZILECT Tiers |,g Years) EXTRA STRENGTH
N _ PA; AGE (Min allce.taminophen oral Tier 1 QL (3 GM per
rasagiline Tier2 1,4 Years) liquid 160 mg/5 ml 1 day)
selegiline hcl Tier3 |PA acetaminophen oral
J - solution 160 mg/5 ml Tier 1 QL (3 MG per
ZELAPAR Tier3 |PA (5 ml) 1 day)
NONERGOT- :
acetaminophen oral
DERIV.DOPAMINE suspension 160 mg/5 Tier 1 QL (3 GM per
RECEPTOR ml 1 day)
AGONIST .
- acetaminophen oral .
MIRAPEX ER Tier3 |PA Tier 1
tablet
, PA; QL (30 acetaminophen oral
NEUPRO Tier 3 ggtggsz)per tablet extended Tier 1
release
PA; QL (30 acetamino
phen oral
_ ML per 30 tablet,disintegrating Tier1 | QL (3 GM per
ONAPGO Tier 3 |days); AGE 1 day)
(Min 18 160 mg
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



RELVR

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

acetaminophen oral CHILD PAIN REL- Tier 1

tablet,disintegrating Tier 1 FEVER REDUCER

80 mg CHILDREN'S

ACETAMINOPHEN Tier 1 ACETAMINOPHEN

PAIN RELIEF ORAL SUSPENSION Tier 1

acetaminophen rectal Tier 1 QL (3 GM per 160 MG/5 ML, 160

suppository 120 mg 1 day) MG/5 ML (5 ML)

acetaminophen rectal Tier 1 CHILDREN'S

suppository 650 mg ACETAMINOPHEN _

: : : ORAL Tier 1
a_cetamlnophen-caff- Tier 3 PA; AGE (Min TABLET,CHEWABLE
dihydrocod 12 Years) 80 MG
aceta-m|n0phen' Tier 2 AGE (M|n 12 CHILDREN'S FEVER - q
codeine Years) REDUCING ler
ATHENOL Tier1 CHILDREN'S MAPAP
BETATEMP Tier 1 ORAL Tier 1
butalbital-acetaminop- Tier 3 PA; AGE (Min TABLET,CHEWABLE
caf-cod 12 Years) 80 MG

QL (4 tablets CHILDREN'S NON-
_ per 1 day): ASPIRIN ORAL Tier 1
bUtaIblt_aI' ) AGE (Min ’10 SUSPENSION
f‘;;ﬁ?g‘_%gge; oral | Tierl |vears and CHILDREN'S PAIN
9 Max 64 RELIEF ORAL Tier 1
Years) SUSPENSION
QL (4 tablets CHILDREN'S PAIN-
butalbital- K%rEl (ﬁﬁ);lo E)ER\,Z\IIE_RSEEII;IEIESION e
acetaminophen-caff Tier 1 v d
oral tablet ears an CHILDREN'S PAIN-
Max 64 FEVER RELIEF Tior 1
YearS) ORAL
CHILD FEVER TABLET,CHEWABLE
REDUCER-PAIN Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CHILDREN'S PAIN- hydrocodone-
FEVER RELIEF acetaminophen oral
ORAL Tier 1 tablet 10-300 mg, 10- Tier 2
TABLET,DISINTEGR 325 mg, 5-300 mg, 5-
ATING 325 mg, 7.5-300 mg,
CHILDREN'S o 7.5-325 mg
TACTINAL INFANT FEVER
TYLENOL ORAL Tier 1 RELF
SUSPENSION INFANT PAIN Tier 1
DUAL ACTIONPAIN | . o |54 RELIEVER
RELIEVER INFANTS' PAIN AND .
Tier 1
ENDOCET ORAL FEVER
TABLET 10-325 MG, Tier 2 INFANTS' PAIN Tier 1
5-325 MG, 7.5-325 RELIEF
ME JR. Tier 1
QL (4 tablets ACETAMINOPHEN
per 1 day); LITTLE REMEDIES | .,
TABLET Years and
Max 64 MAPAP
Years) (ACETAMINOPHEN) | Tier 1
. ORAL CAPSULE
FEVER REDUCER Tier 1
MAPAP ARTHRITIS :
FEVERALL RECTAL PAIN Tier 1
SUPPOSITORY 120 Tier 1
MG, 325 MG, 650 MG QL (4 EA per
_ 1 day); AGE
FIORICET WITH Tiera |PAYAGE (Min| I\ARTEN-TAB Tier1 |(Min 10 Years
CODEINE 12 Years) and Max 64
hydrocodone- Years)
aceta_lminophen oral Tier 2 M-PAP Tier 1
solution 7.5-325 :
mg/15 ml NALOCET Tier3 |PA
NON-ASPIRIN Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
NON-ASPIRIN Tier 1 QL (4 tablets
EXTRA STRENGTH per 1 day);
NON-ASPIRIN PAIN | —_ TENCON Tier 1 éGE ('V“r(‘jlo
RELIEF Mzarz z‘”

X
oxycod(_)ne- Years)
acetaminophen oral .
tablet 10-325 mg, 2.5-|  Tier 2 tramadol- Tierz |AGE (Min12
325 mg, 5-325 mg, acetaminophen Years)
7.5-325 mg TYLENOL EXTRA
(ACETAMINOPHEN) | Tier 1 TABLET
ORAL LIQUID TYLENOL ORAL Tier 1

TABLET et
PAIN RELIEF
(ACETAMINOPHEN) Tier 1 NONSTEROIDAL
ORAL TABLET ANTI-INFLAMM.
PAIN RELIEF ES e AGENTS, MISC
(ACETAMINOPHEN) ibuprofen-famotidine Tier3 |PA
PAIN RELIEVER TOLECTIN 600 Tier3 |PA
(ACETAMINOPHEN) Tier 1 tolmetin oral capsule Tier3 |PA
ORAL TABLET 325 :
MG tolmetin oral tablet Tiera  |PA
600 mg
PAIN RELIEVER
ES(ACETAMINOPHN | Tier 1 8‘;!83'3? AEONIETE
) .
PERCOCET Tier3 |PA acetaminophen-caff- . PA; AGE (Min
- dihydrocod Lere 12 Years)
PHARBETOL Tier 1 : .
- acetaminophen- Tier 2 AGE (Min 12
PROLATE Tier3 |PA codeine Years)
TACTINAL ST ASCOMP WITH Tier3 |PA AGE (Min
CODEINE 12 Years)
butalbital-acetaminop- Tier 3 PA; AGE (Min
caf-cod 12 Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




tablet, effervescent

days)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (180 fentanyl transdermal
tablets per 30 | |patch 72 hour 100 QL (10
codeine sulfate Tier 2 |days); AGE mcg/hr, 12 mcg/hr, 25| Tier 2 |patches per 1
(Min 12 mcg/hr, 50 mcg/hr, 75 fill)
Years) mcg/hr
codeine-butalbital- Tier 3 PA; AGE (Min | |fentanyl transdermal
asa-caff 12 Years) patch 72 hour 37.5
_ PA: AGE (Min| |mcg/hour, 62.5 Tier3 |PA
CONZIP Tier 3 12 Years)( mcg/hour, 87.5
PA. QL (120 mcg/hour
DILAUDID ORAL Tier3 |ML per 30 FIORICET WITH Tier3 |PA AGE (Min
LIQUID days) CODEINE 12 Years)
: hydrocodone :
DILAUDID ORAL . PA,QL (180 | | 5 e Tier 3 |PA
Tier 3 |tablets per 30
TABLET 2 MG
days) hydrocodone-
: acetaminophen oral :
DILAUDID ORAL g QL85 o C ) tion 7.5-325 Tier 2
TABLET 4 MG Tier 3 |tablets per 30
days) mg/15 mi
. hydrocodone-
PA; QL (67 ydroco
DILAUDID ORAL Tier 3 |tablets per 30 | |acetaminophen oral
TABLET 8 MG d tablet 10-300 mg, 10- .
ays) Tier 2
- 325 mg, 5-300 mg, 5-
ENDOCET ORAL 7.5-325 mg
TABLET 10-325 MG :
’ Tier 2 hydrocodone- :
el\s/l-gzs MG, 7.5-325 ibuprofen Tier3 |PA
- hydromorphone oral : QL (120 ML
fentanyl citrate (pf) | gjgr 1 |pa iquid T€r2  Iper 30 days)
injection solution
. PA; QL (120 hydromorphone oral : QL (180
fentanyl citrate buccal : ; blet 2 Tier 2 |tablets per 30
Tier 3 |lozenges per tablet 2 mg q
lozenge on a handle ays)
30 days)
fentanvl citrate b | PA; QL (120 hydromorphone oral Tier 2 gl;k(elt:sgier 30
entany’ citrate buccal | rior 3 |tablets per 30 | |tablet 4 mg

days)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




ml, 20 mg/mi

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
hydromorphone oral Tier 2 QL (67 tablets| |morphine oral
tablet 8 mg per 30 days) capsule, er Tier3 |PA
hydromorphone oral multiphase 24 hr
tablet extended Tier3 |PA morphine oral
release 24 hr capsule,extend.releas| Tier3 |PA
hydromorphone rectal| Tier3 |PA e pellets
HYSINGLA ER Tier3 |PA morphine oral solution| Tier 2 QL (240 ML

- per 30 days)

levorphanol tartrate Tier3 |PA

PA; QL (240 morphine oral tablet : QL (180
meperidine oral . Q Tier 2 |tablets per 30

; Tier 3 |ML per 30 15mg d

solution days) ays)

PA: OL (120 morphine oral tablet Tier 2 QL (90 tablets

idi ’ 30m er 30 days
meperidine oral tablet | .. 5 | et per 30 9' p ys)

morphine oral table :
>0 mg days) n | tablet Tier 2
extended release
METHADONE , , ,
INTENSOL Tier3 |PA morphine rectal Tier 2
methadone oral _ MS CONTIN Tier3 |PA
concentrate R P4 NALOCET Tier3 |PA
methadone oral . PA; QL (90
) Tier3 |PA OPANA ORAL : ’
solution TABLET 10 MG Tier 3 CIEA per 30
methadone oral tablet | Tier3 |PA ays)
tablet,soluble Tier3 |PA capsule Tier 3 |capsules per
30 days)
METHADOSE ORAL Tiera  |PA PA: OL (90
CONCENTRATE oxycodone oral Tiers  ImL Q :(%O
METHADOSE ORAL concentrate i
' ays
TABLET,SOLUBLE Tier3 |PA ys)

: oxycodone oral Tier 2 QL (240 ML
morphlne_ concentrate Tier 2 QL (120 ML solution per 30 days)
oral solution per 30 days) PA. QL (90
morphine concentrate _ oxycodone oral Tier3 |EA per 30
oral syringe 10 mg/0.5| Tier 2 syringe days)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
oxycodone oral tablet Tier 2 QL (90 tablets| |OXYCONTIN ORAL QL (120
10 mg, 15 mg, 5 mg per 30 days) TABLET,ORAL :
: ONLY EXT.REL.12 Tier 2 |tablets per 30
PA; QL (90 ! days)
%yr(;(;done oral tablet Tier 3 |tablets per 30 HR 15 MG
days) OXYCONTIN ORAL
PA; QL (60 TABLET,ORAL Tier 2 QL (90 tablets
oxycodone oral tablet | - o 3 |iapjets per30 | |ONLY,EXT.REL.12 per 30 days)
30 mg days) HR 20 MG
OXYCONTIN ORAL
f;glzct’zfgle oral | PA; QL (180 | |TABLET,ORAL s |QL (60 tablets
only,ext.rel.12 hr 10 Tier3 |tablets per 30 | |ONLY,EXT.REL.12 per 30 days)
mg days) HR 30 MG
OXYCONTIN ORAL
omeeoneora 1 loa ot 0 | TABETORAL | iy QLS ablts
only,ext.rel.12 hr 20 Tier3 |tablets per 30 | |ONLY,EXT.REL.12 per 30 days)
mg days) HR 40 MG
OXYCONTIN ORAL
f;(glzggfgle oral | PA;QL (45 | |TABLET,ORAL fers  |QL (30 tablets
only,ext.rel.12 hr 40 Tier3 |tablets per 30 | |ONLY,EXT.REL.12 per 30 days)
mg days) HR 60 MG
OXYCONTIN ORAL
abietoral _ PAQL (22 | | TABLET,ORAL Tiero |QL (22 tablets
only,ext.rel.12 hr 80 Tier 3 jtablets per 30 | |ONLY,EXT.REL.12 per 30 days)
mg days) HR 80 MG
oxycodone- oxymorphone oral S tpﬁl ?L (9030
acetaminophen oral tablet 10 mg ler ablets per
tablet 10-325 mg, 2.5-|  Tier 2 days)
325 mg, 5-325 mg, oxymorphone oral PA; QL (120
7.5-325 mg Tier 3 |tablets per 30
tablet 5 mg q
OXYCONTIN ORAL QL (180 ays)
TABLET,ORAL Tier2 |tablets per 30 oxymorphone oral
ONLY,EXT.REL.12 days) tablet extended Tier3 |PA
HR 10 MG release 12 hr
PERCOCET Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PROLATE Tier3 |PA tramadol oral tablet . PA: AGE (Min
PA: QL (90 extended release 24 Tier 2 12V
ROXICODONE ORAL| . i hr ears)
TABLET 15 MG Tier 3 |tablets per 30 :
days) tramadol oral tablet, : PA; AGE (Min
. Tier 2
PA; QL (60 er multiphase 24 hr 12 Years)
ROXICODONE ORAL Tier 3 tabiets er 30 | |tramadol- AGE (Min 12
TABLET 30 MG P ; Tier 2
days) acetaminophen Years)
PA; QL (90 OPIOID
.I?géﬂg.? [5)?/"\('5 ORAL Tier 3 |EA per 30 ANTAGONISTS
days) (28:10)
ROXYBOND ORAL PA; QL (90 . QL (6 devices
TABLET, ORAL Tier3 |EA per 30 KLOXXADO Tierl | Ser 90 days)
ONLY 10 MG days) naloxone injection Tier1 | QL (6 doses
ROXYBOND ORAL PA; QL (90 solution per 90 days)
TABLET, ORAL Tier 3 |tablets per 30 naloxone injection e QL (6 doses
ONLY 15 MG, 5 MG days) syringe per 90 days)
ROXYBOND ORAL _ PA; QL (60 _ QL (6 doses
TABLET, ORAL Tier 3 |tablets per 30 | |naloxone nasal Tierl | er 90 days)
ONLY 30 MG days) OL (6 doses
NARCAN Tier 1
tramadol oral . PA; AGE (Min per 90 days)
capsule,er biphase 24| Tier 3 12 Years) :
hr 17-83 OPVEE Tier1 |QL (6 devices
per 90 days)
tramadol oral
capsule,er biphase 24| . 5 |PA; AGE (Min| |REXTOVY Tier1 |QL (6 EA per
hr 25-75 100 mg, 200 12 Years) 90 days)
mg QL (3
PA; QL (80 ZIMHI Tier 1 |syringes per
ML per 1 90 days)
tramadol oral solution Tier 3 |day); AGE OPIOID PARTIAL
(Min 12 AGONISTS
Years) PA; QL (60
tramadol oral tablet Tier 2 AGE (Min 12 BELBUCA Tier 3  [films per 30
100 mg, 50 mg Years) days)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (4 QL (4
buprenorphine Tier 3 |patches per : - capsules per
28 days) E;F?;mag?;pégg_sme Tier1 |1 day); AGE
PA; QL (15 (Max 64
butorphanol nasal Tier3 |ML per 30 Years)
day(s) " caffeine citrate oral Tier 1 éSaEr;)MaX 1
. QL (4 Patches
BUTRANS ULEr 2 per 28 days) codeine-butalbital- Tier 3 PA; AGE (Min
pentazocine-naloxone| Tier3 |[PA asa-caff 12 Years)
PHENOTHIAZINES QL (4 tablets
per 1 day);
, _ QL@ ESGIC ORAL Tior1 |AGE (Min 10
prochlorperazine Tier 1  |suppositories TABLET Years and
per 1 day) Max 64
prochlorperazine Tier 1 QL (4 tablets Years)
maleate per 1 day) FIORICET WITH Tiora |PAAGE (Min
RESPIRATORY AND CODEINE 12 Years)
SRS S REVERSIBLE COX-
acetaminophen-caff- Tier 3 PA; AGE (Min| |1/COX-2
dihydrocod 12 Years) INHIBITORS
ASCOMP WITH Tier 3 PA; AGE (Min| |ACULAR Tier3 |PA
CODEINE 12 Years) ACULAR LS Tier3 |PA
butalbital-acetaminop- Tier 3 PA; AGE (Min| [A| | DAY PAIN Tior o
caf-cod 12 Years) RELIEE ler
QL (4 tablets | o | pAY RELIEF Tier 2
- per 1 day); :
butalbital : ARTHROTEC 50 Tier3 |PA
acetaminophen-caff Tier 1 AGE (Min 10
P Years and ARTHROTEC 75 Tier3 |PA
oral tablet Max 64
ax CHILDREN'S T
Years) IBUPROFEN et
DAYPRO Tier3 |PA
PA; QL (2
diclofenac epolamine Tier 3 |patches per 1

day)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

suspension

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
diclofenac potassium , flurbiprofen oral tablet .
oral capsule Tier3 |PA 100 mg Tier3 |PA
diclofenac potassium Tiers  |PA flurbiprofen sodium Tier 2
oral tablet hydrocodone- Tiera |pA
diclofenac sodium ibuprofen
oral tablet extended Tier3 |PA IBU Tier 2
release 24 hr :
: : IBU-200 Tier 2
diclofenac sodium
oral tablet,delayed Tier 2 IBUPROFEN IB _
release (dr/ec) ORAL Tier 2
: : TABLET,CHEWABLE
diclofenac sodium Tier 2
topical drops ETURPERN%FTEHN JR Tier 2
diclofenac sodium . : ,
topical gel 1 % Tier 2 ibuprofen oral capsule| Tier 2
diclofenac sodium . ibuprofen oral Tier 2
topical gel 3 % Tier 1 drops,suspension
diclofenac sodium ibuprofen oral Tier 2
topical solution in Tier3 [PA SUspension
metered-dose pump ibuprofen oral tablet
diclofenac- _ 200 mg, 400 mg, 600 Tier 2
misoprostol [NERSEN PA mg, 800 mg
diflunisal Tier3 [PA '?E’c;‘grr;’gen oral tablet Tier3  |PA
DOLOBID Tier3 |PA buprofen oral
DUAL ACTION PAIN . Tier 2
Tier3 |PA tablet,chewable

RELIEVER

- INDOCIN ORAL Tier3 |PA
EC-NAPROXEN Tier3 |PA : :

- indomethacin oral Tier 2
etodolac Tier3 |PA capsule
FELDENE Tier3 |PA indomethacin oral
fenoprofen oral Tiera  |pA capsule, extended Tier3 |PA
capsule 400 mg release
fenoprofen oral tablet Tier3 |PA indomethacin oral Tiera  |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
INFANT'S . naproxen oral .
IBUPROFEN UlerZ suspension R A
ketoprofen oral Tiers  |PA naproxen oral tablet Tier 2
capsule 50 mg, 75 mg naproxen oral
ketoprofen oral tablet,delayed release| Tier3 |PA
capsule,ext rel. pellets| Tier3 [PA (dr/ec)
24 hr 200 mg naproxen sodiumoral | .
ketorolac injection Tier 2 capsule
solution 15 mg/mi naproxen sodiumoral | 5
ketorolac ophthalmic . tablet 220 mg
drobs 0.4 % Tier3 |PA _
(eye) drops 0. naproxen sodium oral
ketorolac ophthalmic . tablet 275 mg, 550 Tier3 |[PA
Tier 2
(eye) drops 0.5 % mg
. QL (21 tablets| |naproxen sodium oral
ketorolac oral UlerZ per 1 fill) tablet, er multiphase Tier3 |PA
KIPROFEN Tier3 |PA 24 hr 375 mg, 500 mg
LOFENA Tier3 |PA naproxen- Tier3 |PA
- esomeprazole
meclofenamate Tier3 |PA . :
- - - oxaprozin oral tablet Tier3 |PA
mefenamic acid Tier3 |PA :
; ; PENNSAID Tier3 |PA
meloxicam oral tablet Tier 2 — :
- piroxicam Tier3 |PA
meloxicam Tier3  |PA :
submicronized RELAFEN DS Tier 3 PA
nabumetone Tier 2 SOLARAZE Tier 1
NALFON ORAL Tiera |PA _ PA; QL (5
CAPSULE 400 MG ier SPRIX Tier 3 Sl?)ses per 1
[
NALFON ORAL .
TABLET Tier3 |PA sulindac Tier 2
NAPRELAN CR Tier 3 PA sumatriptan-naproxen Tier 3 PA
. PA; QL (9 EA
NAPROSYN ORAL - SYMBRAVO Tier 3 P
SUSPENSION Tier3 |PA per 1 Fill)
TREXIMET Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
VIMOVO Tier3 |PA QL (1 tablet
ZIPSOR Tier3 |PA her El ((m]);zlo
: : i
ZORVOLEX Tier3 |PA BAYER ASPIRIN Tier 1 Years and
SALICYLATES Max 79
ASCOMP WITH Tiera |PA AGE (Min Years)
CODEINE 12 Years) BAYER CHEWABLE . QL (1 tablet
ASPIRIN Terl 1oer1 day)
ASPIRIN Tier1 | QL (1 tablet P Y
CHILDRENS per 1 day) BAYER LOW DOSE : QL (1 tablet
Tier 1
QL (1 tablet ASPIRIN per 1 day)
per 1 day); AGE (Min 40
aspirin oral tablet 325 . AGE (Min 40 : Years and
mg Tier 1 Years and BUFFERIN Tier 1 Max 79
Max 79 Years)
Years) QL (4
aspirin oral . QL (1 tablet i capsules per
tablet,chewable UL per 1 day) butal_b|ta| aspinn Tier1 |1 day); AGE
caffeine oral capsule Max 64
QL (1 tablet (Max
. per 1 day); Years)
aspirin oral . AGE (Min 40 | |CHILDREN'S | QL (1 tablet
tablet,delayed release| Tier 1 Tier 1
Years and ASPIRIN per 1 day)
(dr/ec) 325 mg Max 79
ax codeine-butalbital- Tier3 |PAAGE (Min
Years) asa-caff 12 Years)
aspirin oral |
. QL (1 tablet ECOTRIN LOW : QL (1 tablet
tablet,delayed release| Tier 1 oer 1 day) STRENGTH Tier 1 oer 1 day)
(dr/ec) 81 mg :
— : NORGESIC Tier3 |PA
aspirin rectal Tier 1 :
: NORGESIC FORTE Tier3 |PA
AGE (Min 40 :
aspirin,buffd-calcium : Years and orphenadrine-asa- ,
carb-mag Tierl ok 79 caffeine oral tablet 25-| Tier3 |PA
Years) 385-30 mg
aspirin-dipyridamole Tier3 |PA AGE (Min 40
TRI-BUFFERED Tier 1 Years and
ASPIRIN Max 79
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
YOSPRALA Tier3 |PA MAXALT ORAL fera P,?;I QL (181
SEL.SEROTONIN,N TABLET 10 MG ler ;‘lil ets per
OREPI REUPTAKE )
INHIBITOR MAXALT-MLT ORAL PA; QL (18
milnacipran Tier 2 TABLET,DISINTEGR | Tier 3 |tablets per 1

QL (60 tablets ATING 10 MG fill)
SAVELLA Tier 2 per 30 days) _ . PA; QL (9
SELECTIVE naratriptan Tier 3 |tablets per 1

fill

SEROTONIN _ )
AGONISTS ONZETRA XSAIL Tier3 |PA

PA; QL (9 . PA; QL (12
almotriptan malate Tier 3 |tablets per 1 RELPAX Tier 3 ?a”t))lets per 1

fill) :

PA; QL (12 PA; QL (8
eletriptan Tier 3 |tablets per 1 , tablets per 30

fill) REYVOW Tier 3 |days); AGE

: (Min 18
_ PA; QL (18 Years)

FROVA Tier 3 |tablets per 1 | (18 tablet

fill) rizatriptan Tierz |QL( f_”a ets

PA; QL (18 per 1 fil)
frovatriptan Tier 3 |tablets per 1 _ _ PA; QL (6

fill) sumatriptan Tier 2 |doses per 1

fill

PA; QL (18 : : )
IMITREX ORAL Tier 3 |tablets per 1 sumatriptan succinate Tier 2 QL (18 tablets

f|||) oral per 1 fI”)

PA: QL (4 sumatriptan succinate QL (4
IMITREX STATDOSE | 1, 3 injéctors per 1| |subcutaneous Tier 2 |cartridges per
PEN fill) cartridge 1 fill)

PA; QL (4 sumatriptan succinate QL (4
IMITREX STATDOSE | 1, 3 car’tridges per | |subcutaneous pen Tier 2 |injectors per 1
REFILL 1 fl”) injector fill)
IMITREX ) PA; QL (2 ML sumatriptan succinate . QL (2 ML per
SUBCUTANEOUS | "3 |per 1fill) subcutaneous Tier2 | “ap

solution

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
sumatriptan-naproxen| Tier3 |PA PA; QL (1
: INGREZZA pack per 365
. PA; QL (9 EA .
SYMBRAVO Tiers | oer 1Q,:i|(|) INITIATION Tier 1 |days); AGE
PA OL (6 PK(TARDIV) (Min 18
TOSYMRA Tiera |TAQLG Years)
units per 1 fill) L (30 EA
TREXIMET Tier3 |PA INGREZZA ORAL . go o(lays)' >
ZEMBRACE ters |ea I\CﬂgpggkﬂEG“o MG, 80 | Tierl | \Ge (Min 18
SYMTOUCH ’ Years)
zolmitriptan nasal Tier3 |PA PA; QL (30
PA; OL (12 INGREZZA ORAL EA per 30
zolmitriptan oral Tier 3 |tablets per 1 CAPSULE 40 MG, 60 | Tier1 |days); AGE
fi||) MG, 80 MG (Mln 18
Years
ZOMIG NASAL Tier3 |PA )
PA; QL (12 PA; QL (30
' EA per 30
ZOMIG ORAL Tier3 |tabletsper1 | |INGREZZA Tior 1 |davey: AGE
fill SPRINKLE ol ays);
(Min 18
VESICULAR Years)
MONOAMINE WAKEFULNESS-
INHIBITOR AEENTE
AUSTEDO Tier 1 EQ;@SE)(M'” PA; QL (540
PA; AGE (Min sodium oxybate Tier 1 (I;/IaL E)E-}r:((;)E
AUSTEDO XR Tier 1 ! YS),
18 Years) (Min 7 Years)
AUSTEDO XR PA; QL (540
TITRATION KT(WK1- . ML per 30
4) ORAL TABLET, o1 |PAIAGE (Min| [XYWAY Terl | ays); AGE
EXT REL 24HR 18 Years) (Min 7 Years)
gf?gl\;’éCK 12-18- DENTAL AGENTS |
NUTRITIONAL
SUPPLEMENTS
DENTA 5000 PLUS Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
DENTA 5000 PLUS . AEROCHAMBER
SENSITIVE UL PLUS FLOW-VU,L Tier1 |QL (4 EA per

_ MSK 365 days)
DENTAGEL Tier 1
fluoride (sodium) . AEROCHAMBER QL (4 EA per
Tier 1 ; i p
dental gel I\P/ILSUKS FLOW-VU,M Tierl | 36s days)

QL (4 ML per | EROCHAMBER
fluoride (sodium) oral : 1 day); AGE _ QL (4 EA per

Tier 1 . P
drops (Max 16 IE)/ILSUKS FLOW-VU,S Tierl |35 days)

Years)

QL (1 tablet AEROCHAMBER Tior 1 |QL (4 EA per
fluoride (sodium) oral | ., |per 1day); PLUS Z STAT 365 days)
tablet,chewable AGE (Max 16 | |AEROCHAMBER QL (4 EA per

Years) PLUS Z STAT LG Tier 1 P

MSK 365 days)

QL (1 tablet

. per 1 day); AEROCHAMBER
LUDENT FLUORIDE | Tlerl 1) oE (Max 16 | |PLUS Z STAT MD Tier 1 %S(Q‘aEé)per
Years) MSK y
SF Tier 1 AEROCHAMBER
: QL (4 EA per
SF 5000 PLUS Tier 1 |\P/|L5l|J<S Z STAT SM Terl 1365 days)
SODIUM FLUORIDE | —.
5000 PLUS AEROCHAMBER Z- | L., |QL (4 EA per
STAT PLUS-FLW SG 365 days)
DEVICES oL @ unit
. units
DEVICES AEROTRACH PLUS Tier 1 oer 1 year)
ACE AEROSOL Tier1 |QL(@EAper | IaAR7ONE PEAK Tior1 |QL (@ units
AEROCHAMBER . QL (4 EA per
Ter ©| ASSESS FULL
MINI 365 days) RANGE PEAK Tier 1 %‘5(35?)‘)”
AEROCHAMBER MV |  Tier 1 §6L5(3 EAper | |IMETER
ays) ASTHMA CHECK Tior1 |QL (@ units
AEROCHAMBER Tier 1 QL (4 EA per METER per 1 year)
PLUS FLOW-VU 365 days) ASTHMAMENTOR Tior1 | QL (4 EA per
PEAK FLOW METER 365 days)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
BD AUTOSHIELD . BREATHERITE
DUO PEN NEEDLE | €'l VALVED MDI Tier1 | Q- (4 EAper
365 days)
BD INSULIN SPACER
SYRINGE (HALF Tier 1 COMPACT SPACE Tir1 | QL (4 EA per
UNIT) CHAMBER PLUS 365 days)
BD INSULIN . COMPACT SPACE
SYRINGE U-500 Ulsh & CHAMBER-LRG Tier1 | Q- (4 EAper
365 days)
BD INSULIN MASK
SYRINGE ULTRA- Tier 1 COMPACT SPACE OL (4 EA per
FINE CHAMBER-MED Tier 1
MASK 365 days)
BD NANO 2ND GEN | .,
PEN NEEDLE COMPACT SPACE | oL (4 EA per
MICRO PEN Tier 1 MASK
NEEDLE DEXCOM G6 .
Tierl [PA
BD ULTRA-FINE - RECEIVER
MINI PEN NEEDLE DEXCOM G6 .
SENSOR Tierl |PA
BD ULTRA-FINE Tior 1
NANO PEN NEEDLE DEXCOM G6 Tierl |pA
BD ULTRA-FINE . TRANSMITTER
ORIG PEN NEEDLE | ‘el DEXCOM G7 15 DAY | .
Tierl |PA
BD ULTRA-FINE SENSOR
SHORT PEN Tier 1 DEXCOM G7 Tier1 |pa
NEEDLE RECEIVER
BD VEO INSULIN . DEXCOM G7 .
SYR (HALF UNIT) Ter1 SENSOR Tierl 1PA
BD VEO INSULIN Tier 1 EASIVENT HOLDING| L., |QL (4 EA per
SYRINGE UF CHAMBER 365 days)
BREATHERITEMDI | L., |QL(4EAper | |EASIVENT MASK Tier1 | QL (4 EA per
SPACER 365 days) LARGE 365 days)
BREATHERITE EASIVENT MASK . QL (4 EA per
VALVED MDI Tier 1 26"5(352)‘)” MEDIUM Terl 1365 days)
CHAMBER

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

REMOTE CONTROL

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

EASIVENT MASK . QL (4 EAper | |FREESTYLE
SMALL Tierl 1365 days) PRECISION NEO Tier1 |QL (1 meter

. METER per 1 year)
FEMCAP Tier 1
FREESTYLE Torq | QL (L botle GLUCOSE KETONE | L., [QL (L botlle
CONTROL = per 90 days) CONTROL SOLN per 90 days)
FREESTYLE ) IN-CHECK NASAL Tier 1 QL (4 units
FREEDOM Tier 1 WITH MASK per 1 year)
FREESTYLE Tier1 | QL (L meter IN-CHECK ORAL Tier1 |QL (4 units
FREEDOM LITE per 1 year) FLOW METER per 1 year)
FREESTYLE Ter1 |Q(1meter | |INSPIRACHAMBER | Tierl |gu(yimP®
INSULINX per 2 years) ays)
FREESTYLE . INSPIRACHAMBER Tier1 | QL (4 EA per
LANCETS Tier 1 WITH MASK-MED 365 days)
FREESTYLE LIBRE | _._ . |PA AGE (Min| |INSPIRACHAMBER | =, QL (4 EA per
14 DAY READER 18 Years) WITH MASK-SMALL 365 days)
FREESTYLELIBRE | L . |PA AGE (Min lancets Tier 1
14 DAY SENSOR 18 Years) LITE TOUCH- . QL (4 units

MEDIUM MASK L 1
FREESTYLELIBRE2| L, [PA; AGE (Min per 1 year)
PLUS SENSOR 2 Years) LITEAIRE MDI . QL (4 EA per
— |CHAMBER Tierl 3654

FREESTYLE LIBRE2| L, |PA AGE (Min ays)
READER 2 Years) LITETOUCH-LARGE | L. 4 |QL (4 units
FREESTYLELIBRE2| L, [PA; AGE (Min MASK per 1 year)
SENSOR 4 Years) LITETOUCH-SMALL | .., |QL (4 units
FREESTYLELIBRE3| L, [PA; AGE (Min MASK per 1 year)
PLUS SENSOR 2 Years) MEDTRONIC EXT o
FREESTYLELIBRE3| L., [PA;AGE (Min INFUSION SET 23"
READER 4 Years) MEDTRONIC EXT g
FREESTYLELIBRE3| L. . |PA; AGE (Min| [INFUSIONSET 327
SENSOR 4 Years) MEDTRONIC EXT S
FREESTYLE LITE Tiory |QL (1 meter | |[INFUSION SET 437
METER per 1 year) MEDTRONIC Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits

. QL (4 EAper | |OPTICHAMBER : QL (4 EA per

MICROCHAMBER Terl 1365 days) DIAMOND LG MASK | €1 |1 year)
MICROLIFE PEAK Tier 1 |QL (4 units OPTICHAMBER Tier1 | QL (4EAper
FLOW METER per 1 year) DIAMOND VHC 1 year)
MICROSPACER Tier 1 QL (4 EA per OPTICHAMBER Tier 1 QL (4 EA per
SPACER 365 days) DIAMOND-MED MSK 1 year)

QL (4 units OPTICHAMBER
'\S"F',iFé(EEPACER Tier 1 |per 365 DIAMOND-SML Tier 1 ?Légr)EA per

days) MASK y
MINI WRIGHT PEAK . QL (4 units : QL (4 units
FLOW METER Terl | er 1 year) PANDA MASK Terl | er 1 year)

. QL (4 units PEAK AIR PEAK : QL (4 units

MOUTHPIECE UL per 1 year) FLOW METER e per 1 year)
OMNIPOD 5 G6-G7 Tier 1 PEDIATRIC MEDIUM Tier 1 QL (4 units
INTRO KT(GENS) MASK per 1 year)
OMNIPOD 5 G6-G7 Tier 1 PEDIATRIC PANDA Tier 1 QL (4 units
PODS (GEN 5) MASK per 1 year)
OMNIPOD 5 INTRO Tier 1 PEDIATRIC SMALL Tier 1 QL (4 units
(LIBRE2/3PLUS) MASK per 1 year)
OMNIPOD CLASSIC Tier 1 PERSONAL BEST Tier 1 QL (4 units
PODS (GEN 3) FULL RANGE per 1 year)
OMNIPOD DASH . . QL (4 units
INTRO KIT (GEN 4) | 1erl PIKO 1 Terd | er 1 year)
OMNIPOD DASH : : QL (4 EA per
PDM KIT (GEN 4) Tier 1 POCKET CHAMBER Tier 1 365 days)
OMNIPOD DASH Tier 1 POCKET PEAK Tier 1 QL (4 units
PODS (GEN 4) FLOW METER per 1 year)
ONE WAY VALVED Tier 1 QL (4 units PRECISION XTRA B- Tier 1
MOUTHPIECE per 1 year) KETONE
OPTICHAMBER PRECISION XTRA . QL (1 meter
ADULT MASK- Tierr |Q-@EADPEr I yoNTOR nerd | oer1 year)
LARGE 1 yean)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
. QL (4 units VORTEX FROG . QL (4 EA per
PRIMEAIRE Vtier & per 1 year) MASK-CHILD uner & 1 year)
PRO COMFORT VORTEX HOLDING . QL (4 EA per
SPACER-ADULT Tier 1 ?';,e(gr)EA PEr 1 lcHAMBER Terd 11 vean
MASK VORTEX LADYBUG | L., |QL (4EA per
PRO COMFORT MASK-TODDLER 1 year)
SPACER-CHILD Tier1 |Qb (4 EAper :
- 1l 1 year) VORTEX VHC FROG | .., |QL (4 units
MASK MASK-CHILD per 1 year)
PROCARE SPACER | ., [QL(4EAper | [yORTEX VHC oL (4 units
WITH ADULT MASK 1 year) LADYBUG MASK- Tier 1 or 1 ear)
PROCARE SPACER | ., |QL(4EAper | |TODDLR perLy
PROCHAMBER Tier 1 §6"5(3 EAper | [aCIENN
ays) CARDIAC
RITEFLO Tier1 |QL(4EAper | |[FUNCTION
AEROCHAMBER 365 days) aspirin-dipyridamole Tier3 |PA
SIDESTREAM ' dipyridamole oral Tier3 |PA
PEDIATRIC FACE Tier 1 Qe"r(f “e”a'fr“;’ by
MASK perly DIABETES
: MELLITUS
SILICONE MASK - Tier1 | QL (4 units
INFANT per 1 year) FREESTYLE .
, INSULINX TEST Tier 1
SILICONE MASK - Tier1 | QL (4 units STRIPS
PEDIATRIC per 1 year)
_ _ FREESTYLE LITE R
§od|um chlorldg _ STRIPS
inhalation solution for Tier 1
nebulization 0.9 % FREESTYLE .
PRECISION NEO Tier 1
SPACE CHAMBER Tier1 |QL@EAper | |STRiPS
PLUS 365 days) :
: FREESTYLE TEST Tier 1
TRUZONE PEAK Tiery |QL (4units
FLOW METER per 1 year) $§SETC'S'ON XTRA Tier 1
VORTEX ADULT Tier1 | QL (4 units
MASK per 1 year)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
ELECTROLYTIC, DIURETICS,
CALORIC, AND MISCELLANEQOUS
WATER BALANCE theophylline oral elixir Tier 1
ACIDIFYING theophylline oral Tier 1
AGENTS solution
K-PHOS NO 2 Tier1 theophylline oral
K-PHOS ORIGINAL Tier 1 tablet extended Tier 1
ALKALINIZING release 12 hr
AGENTS theophylline oral
potassium citrate oral tablet extended Tier 1
tablet extended Tier 1 release 24 hr
release IRRIGATING

potassium citrate- Tier 1 SOLUTIONS

citric acid sodium chloride
inhalation solution for Tier 1
nebulization 0.9 %

sodium citrate-citric
acid oral solution 500-| Tier 1

334 mg/5 ml LOOP DIURETICS
AMMONIA (40:28)
DETOXICANTS furosemide oral . AGE (Max 12
. Tier 1
solution Years)
glycerol Tier 3
phenylbutyrate furosemide oral tablet | Tier 1 QL (12(;ablets
RAVICTI Tier 3 per 1 day)
CARBONIC torsemide oral tablet Tier 1 QL (4 tablets
ANHYDRASE 10 mg, 20 mg per 1 day)
INHIBITORS (40:28) torsemide oral tablet : QL (2 tablets
100 mg, 5 Tier 1 1d
acetazolamide oral QL (2 mg, > mg per 1 day)
capsule, extended Tier 1 |capsules per PHOSPHATE-
release 1 day) REMOVING AGENTS
acetazolamide oral Tier 1 QL (4 tablets ANTACID (CALCIUM
tablet per 1 day) CARBONATE) ORAL

TABLET,CHEWABLE | Tier 1
200 MG CALCIUM
(500 MG)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)
Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)
PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)
AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
90



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ANTACID CALCIUM Tier 1 calcium carbonate
ANTACID EXT STR N oral tablet,Chewable
ANTACID EXTRA mg), 260 mg calcium
STRENGTH ” Tier 1 (650 mg), 400 mg
calcium (1,000 mg)
ANTACID ULTRA calcium carbonate-
STRENGTH ORAL . vitamin d3 oral tablet
TABLET,CHEWABLE |  Tier 1 250 mg-3.125 mcg
400 MG CALCIUM (125 unit), 500 mg-10
(1,000 MG) -
' mcg (400 unit), 500
AURYXIA Tier3 |PA mg-15 mcg (600 unit),
CALCITRATE- S 500 mgj3.125 mcg Tier 1
VITAMIN D ler (125 (Unlt), 50? mg-5
mcg (200 unit), 600
8@:??2/'8?_%0; D Tier 1 mg-10 mcg (400 unit),
600 mg-20 mcg (800
CALCIUM 500 WITH Tier 1 unit), 600 mg-5 mcg
D (200 unit)
CALCIUM 600 Tier 1 calcium carbonate-
CALCIUM 600 + D(3 . vitamin d3 oral i
ORAL TABLET ®) Tier 1 tablet,chewable 500. vl
calcium mg-2.5 mcg (100 unit)
acetate(phosphat Tier2 |PA CALCIUM CITRATE Tier 1
bind) +D
CALCIUM ANTACID | Tier 1 calcium citrate oral Tl
: tablet et
calcium carbonate Tier 1 , - —
oral suspension calcium citrate-vitamin
calcium carbonate d3 oral tablet 315 mg-
u 5 mcg (200 unit), 315 | Tier 1
oral tablet 500 mg mg-6.25 mcg (250
calcium (1,250 mg), Tier 1 unit) '
600 Mg calcium CALCIUM WITH
1,500 m i
( 9) VITAMIN D Tier 1
CAL-GEST ANTACID | Tier1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

CALTRATE WITH . sevelamer carbonate .
VITAMIN D3 Ulsh & oral powder in packet LErS g
CITRACAL +D . sevelamer carbonate ,
MAXIMUM Tier 1 oral tablet Tier2 1PA
CITRACAL-D3 Tier 1 sevelamer hcl Tier3 |PA
MAXIMUM PLUS TUMS E-X Tier 1
S:Iffﬁf& CDACSLC'UM' ey <. TUMS EXTRA

STRENGTH Tier 1
ferric citrate Tier3 |PA SMOOTHIES
FLAVOR CHEWS Tier 1 TUMS FRESHERS Tier 1
ANTACID TUMS ORAL
FOSRENOL Tier3 |PA TABLET,CHEWABLE
lanthanum Tier3  |PA 200 MG CALCIUM Tier 1

(500 MG), 300 MG
ONEVITE CALCIUM- (750 MG)
D3 ORAL TABLET Tier 1
UNIT TABLET,CHEWABLE :

) Tier 1
. 400 MG CALCIUM

OYSTER SHELL + Tier 1 ANTACID Tier 1
D3 VELPHORO Tier3 |PA
SXECT:EJ'T\ASHE'—'- Tier 1 POTASSIUM-

REMOVING AGENTS
OYSTER SHELL Tier 1 LOKELMA Tier 2
CALCIUM 500

SODIUM
OYSTER SHELL Tier 1 POLYSTYRENE Tier 1
CALCIUM-VIT D3 (SORB FREE)
OYSTERCAL-D Tier 1 sodium polystyrene et
PHOSLYRA Tier3 |PA sulfonate oral powder
PRO-CAL Tier 1 SPS (WITH Tier 2
RENVELA Tier3 |PA SORBITOL)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




STRENGTH

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

(650 mg), 400 mg
calcium (1,000 mg)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

VELTASSA ORAL ANTACID ULTRA
POWDER IN STRENGTH ORAL
PACKET 16.8 GRAM, Tier3 |PA TABLET,CHEWABLE Tier 1
25.2 GRAM, 8.4 400 MG CALCIUM
GRAM (1,000 MG)
POTASSIUM- BEELITH Tier 1
sRde BIO-35, GLUTEN Tier 1
DIURETICS (40:28) FREE
amiloride Tiers |90 o0Ct | BIOCAL Tier 1

— CALCITRATE- :
amiloride- Tier1 |QL (2tablets | h\/TAMIN D Tier 1
hydrochlorothiazide per 1 day) CALCIUM 500+ D
spironolactone oral Tier1 |QL (2tablets | |opAl TABLET Tier1
tablet per 1 day) CALCIUM 500 WITH
spironolacton- Tiery |QL(Btablets | |p Tier1
hydrochlorothiaz per 1 day) :
Tiamterene. CALCIUM 600 Tier 1
hydrochlorothiazid Ter 1 g’g;??gﬂB?_%o; D(3) Tier 1
REPLACEMENT :
ACTICAL Tier 1 g?;‘figlzr;gs;ts’?onnate Tier 1
ANTACID (CALCIUM :
CARBONATE) ORAL calcium carbonate
TABLET,CHEWABLE | Tier 1 oral tablet 500 mg _
200 MG CALCIUM calcium (1,250 mg), Tier 1
(500 MG) 600 mg calcium

1,500 m
ANTACID CALCIUM Tier 1 ( : 9)
calcium carbonate

ANTACID EXT STR Tier 1 oral tablet,chewable
(CALCIUM CARB) 200 mg calcium (500 Tier 1
ANTACID EXTRA- e mg), 260 mg calcium

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

release (dr/ec) 70 mg

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
calcium carbonate- CITRACAL +D Tier 1
vitamin d3 oral tablet MAXIMUM
250 mg-3.125 meg CITRACAL-D3 .
mcg (400 unit), 500
mg-15 mcg (600 unit), CITRUS CALCIUM- Tier 1
500 mg-3.125 mcg Tier 1 VITAMIN D3
(125 unit), 500 mg-5 DAILY MULTIPLE Tier 1
mcg (200 unit), 600 FOR WOMEN
mg-10 meg (400 unit), electrolytes-dextrose o
600 mg-20 mcg (800 oral solution et
unit), 600 mg-5 mcg :
(200 unit) ENFAMIL ENFALYTE| Tierl
calcium carbonate- FLAVOR CHEWS Tier 1
vitamin d3 oral Tier 1 ANTACID
tablet,chewable 500 GLYCOPHOS Tier 1
mg-2.5 mcg (100 unit) HAIR,SKIN AND
CALCIUM CITRATE Tier 1 NAILS ORAL
+D TABLET 1 MG IRON- Tier 1
calcium citrate oral Tier 1 66.7 MCG-1,000
tablet MCG
calcium citrate-vitamin KLOR-CON/EF Tier 1
d3 oral tablet 315 mg- MAG GLYCINATE Tier 1
5 mcg (200 unit), 315 Tier 1 MAG-G Tier 1
mg-6.25 mcg (250 ;
ungit) 9 ( MAGINEX Tier 1
MAGNESIUM
CALCIUM WITH . _
VITAMIN D Tier 1 (OXIDE/AA Tier 1
_ CHELATE)
CAL-GEST ANTACID | Tier1 : ;
magnesium amino Tier 1
CALTRATE WITH Tier 1 acid chelate
VITAMIN D3 : ,
magnesium chloride
CERALYTE-70 ORAL Tier 1 oral tablet,delayed Tier 1
SOLUTION

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

D3

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
magnesium citrate Tier 1 ONE DAILY
oral tablet WOMEN'S ORAL
magnesium gluconate TABLET 18 MG Ter1
oral tablet 27 mg IRON-400 MCG-450
magnesium (500 mg), | Tier 1 MG CA
27.5 mg (500 mg), 30 ONE-A-DAY Tier 1
mg (550 mg) ENERGY
magnesium oral tablet Tier 1 ONE-A-DAY
200 mg MENOPAUSE Tier 1
MAGTAB Tier 1 FORMULA
MEGA MULTI FOR o ONE-A-DAY TEEN
WOMEN ADVANTAGE ORAL | .,
TABLET 9 MG IRON-
MULTI FOR HER Tier 1 400 MCG
ORAL TABLET
ONE-A-DAY Tier 1
QL (1 tablet | ywoMmEN'S ACTIVE
per 1 day);
. AGE (Min 12 | |ONE-A-DAY ,
NESTABS Tierl Iy ears and WOMEN'S HEALTHY | Tier 1
Max 55 SKIN
Years) ONE-A-DAY Tier 1
QL (2 WOMEN'S PETITES
capsules per ONEVITE CALCIUM-
. 1 day); AGE D3 ORAL TABLET .
NESTABS DHA Terd | min 12 Years| |500 MG-5 MCG (200 | '€t
and Max 55 UNIT)
Years) OPTISOURCE Tier 1
QL (1tablet | forALYTE Tier 1
per 1 day), ORAZINC Tier 1
NEWGEN Tier1 |AGE (Min12 .
Years and OS-CAL 500 + D3 Tier 1
Max 55 OYSCO 500/D Tier 1
Years)
- OYSTER SHELL + :
NU-MAG Tier 1 Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




release 10 meq, 20
meq, 8 meq

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
OYSTER SHELL Tier 1 potassium chloride
CALCIUM oral tablet,er Tier 1
OYSTER SHELL _ particles/crystals 10
CALCIUM 500 e L meq, 20 meq
OYSTER SHELL _ potassium phosphate
CALCIUM-VIT D3 Tlerd m-/d-basic Tier 1
- intravenous solution 3
OYSTERCAL-D Tier 1 mmol/ml
PEDIALYTE .
Tier 1 QL (1 tablet
ADVANCED CARE per 1 day);
PEDIALYTE . . AGE (Min 12
FREEZER POPS Tier 1 PRENATABS RX Tier 1 Years and
PEDIALYTE ORAL o Max 55
SOLUTION Years)
PEDIALYTE . QL (1 tablet
SINGLES Tlerd per 1 day);
PRENATAL Tier 1 AGE (Min 12
PEDIATRIC | COMPLETE Years and
ELECTROLYTE Tier 1
Max 55
ORAL SOLUTION Years)
PEDIATRIC .
Tier 1 QL (1 tablet
FREEZER POPS PRENATAL per 1 day);
PEDIAVANCE Tier 1 FORMULA ORAL Tier 1 AGE (Min 12
QL (1 EA per TABLET 28 MG Years and
1 day); AGE | |IRON-800MCG Max 55
PNV 29-1 Tierl |(Min 12 Years Years)
and Max 55 QL (1 tablet
Years) per 1 day);
potassium chloride PRENATAL PLUS Tier1 |AGE (Min 12
oral capsule, Tier 1 (CALCIUM CARB) Years and
extended release Max 55
- - Years)
potassium chloride
oral tablet extended .
Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




400 MCG

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 tablet THERAPEUTIC-M
per 1 day); ORAL TABLET 9 MG Tier 1
PRENATAL TABLET | Tier1 [|AGE (Min12 1 JIRON-400 MCG
Years and QL (1 tablet
: AGE (Min 12
QL (1 tablet TRINATAL RX 1 fer 1 Years and
per 1 day); Max 55
PRENATAL VITAMIN Tier 1 AGE (Min 12 Years)
PLUS LOW IRON Years and TUMS E-X Tier 1
Max 55
Years) TUMS EXTRA _
STRENGTH Tier 1
QL (L tablet | IgMOOTHIES
per 1 day); :
PRENATAL VITAMIN | ., |AGE (Min 12 TUMS FRESHERS Tier 1
WITH MINERALS Years and TUMS ORAL
Max 55 TABLET,CHEWABLE
Years) 200 MG CALCIUM Tier 1
QL (1 EA per (500 MG), 300 MG
1day): AGE | |(750MG)
PREPLUS Tierl |[(Min12 Years| |[TUMS ULTRA ORAL
and Max 55 TABLET,CHEWABLE Tier 1
Years) 400 MG CALCIUM
PRO-CAL Tier 1 (1,000 MG)
QUINTABS-M Tier 1 ULTRA FREEDA Tier 1
SLOW-MAG Tier 1 ULTRASTRENGTH | o 4
ANTACID
SLOWMAG MUSCLE Tier 1
RECOVERY el QL (1 EA per
1 day); AGE
THERA M PLUS _ VINATE ONE Tier1 |(Min 12 Years
(FERROUS Tier 1 and Max 55
FUMARAT) Years)
THERA-M ORAL
TABLET 9 MG IRON- Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



hydrochlorothiazide

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 EA per DIOVAN HCT Tier3 |PA
1 day); AGE . AGE (Max 12
WESTAB PLUS Tier1 |(Min12 Years| |DIURIL Tier 1 Years()
and Max 55 enalapril
Years ) '
) hydrochlorothiazide Ui &
WOMEN'S ONE :
TABLET 18 MG Tier 1 fosinopril- Tiera  |PA
IRON-400 MCG-500 hydrochlorothiazide
MG CA hydrochlorothiazide Tier 1
zinc gluconate oral Tier 1 HYZAAR Tier3 |PA
tablet 100 mg :
: . irbesartan- :
zinc sulfate oral Tier 1 hydrochlorothiazide Tier2 |PA
ZINC-220 Tier 1 Iisinopril-
o Tier 2
THIAZIDE hydrochlorothiazide
DIURETICS (40:28) losartan- .
ACCURETIC Tier3 |PA hydrochlorothiazide Ulsre
amiloride- Tier 1 QL (2 tablets LOTENSIN HCT Tier3 |PA
hydrochlorothiazide per 1 day) methyldopa- .
— . Tier3 |PA
amlodipine-valsartan- Tier 2 hydrochlorothiazide
hcthiazid metoprolol ta- Tier3 |PA
ATACAND HCT Tier3 |PA hydrochlorothiaz
AVALIDE Tier3 |PA MICARDIS HCT Tier3 |PA
benazepril- . olmesartan-amlodipin- :
hydrochlorothiazide Uls 2 hcthiazid REa P/
BENICAR HCT Tier3 |PA olmesartan- Tier 2
- _ hydrochlorothiazide
bisoprolol Tier 2
hydrochlorothiazide propranolol- Tiera  |PA
candesartan- _ hydrochlorothiazid
I Tier3 |PA . .
hydrochlorothiazid quinapril- Tiera  |PA
tobril- hydrochlorothiazide
captopri Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/
Limits

spironolacton- Tier 1 QL (3 tablets

hydrochlorothiaz per 1 day)

telmisartan- .

hydrochlorothiazid WS L

triamterene- Tier 1

hydrochlorothiazid

TRIBENZOR Tier3 [PA

valsartan- :

hydrochlorothiazide ier2

VASERETIC Tier3 [PA

ZESTORETIC Tier3 [PA

THIAZIDE-LIKE

DIURETICS (40:28)

atenolol- :

chlorthalidone Tier2

chlorthalidone oral Tier 1 QL (4 tablets

tablet 25 mg, 50 mg per 1 day)

EDARBYCLOR Tier3 |PA

. . . QL (1 tablet

indapamide Tier 1 oer 1 day)

metolazone Tier 1 QL (1 tablet
per 1 day)

TENORETIC 100 Tier3 |PA

TENORETIC 50 Tier3 |PA

URICOSURIC

AGENTS

probenecid Tier 2

probenecid-colchicine | Tier 2

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)

Restrictions/
Limits

Drug Name Tier

ENZYMES

PULMOZYME Tier1 |PAQLAEA
per 1 day)

EYE, EAR, NOSE

AND THROAT

(EENT) PREPS.

ALPHA-

ADRENERGIC

AGONISTS (52:40)

ALPHAGAN P Tier3 |PA

apraclonidine Tier 2

brimonidine

ophthalmic (eye) Tier3 |PA

drops 0.1 %, 0.15 %

brimonidine

ophthalmic (eye) Tier 2

drops 0.2 %

brimonidine topical Tier2 |PA

brimonidine-timolol Tier3 |PA

COMBIGAN Tier 2

IOPIDINE

OPHTHALMIC (EYE) Tier3 |PA

DROPPERETTE

MIRVASO Tier2 |PA

SIMBRINZA Tier 2

ANTIALLERGIC

AGENTS

ALAWAY Tier 2

ALOCRIL Tier3 |[PA

ALOMIDE Tier3 |PA

Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or

within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

azelastine Tier 2 AZASITE Tier3 |PA
azelastine-fluticasone | Tier3 [PA bacitracin ophthalmic Tier 1
bepotastine besilate Tier3 |PA (eye)
BEPREVE Tier 3 PA baCitraCin-pO|ymyXin b Tier 1
CHILDREN'S I besifloxacin Tier3 [PA
ALAWAY BESIVANCE Tier3 |PA
cromolyn nasal Tier 1 CILOXAN Tier3 |PA
cromolyn ophthalmic Tier 2 CIPRO HC Tier3 |PA
(eye) CIPRO ORAL
DYMISTA Tier3 |PA SUSPENSION,MICR Tier 2
epinastine Tier3 |[PA OCAPSULE RECON

: CIPRO ORAL
EYE ITCH RELIEF Tier 2 -

: : TABLET 250 MG, 500| Tier3 |oA QL (56
ketotifen fumarate Tier 2 MG EA per 1 Fill)
LASTACAFT Tier3 |PA ciprofloxacin Tier3 [PA
NASALCROM Tier 1 ciprofloxacin hcl Tier 2
olopatadine nasal Tier3 [PA ophthalmic (eye)
olopatadine , , : QL (56 EA per
ophthalmic (eye) Tier3  |pA ciprofloxacin hcl oral Tier 2 1 Fill)
drops 0.1 %, 0.2 % ciprofloxacin hcl otic Tiers |pa
PATADAY ONCE : (ear)

DAILY RELIEF Tier3 |PA
ciprofloxacin- Tier 2
PATADAY TWICE . dexamethasone
Tier3 |PA
DAILY RELIEF : .
ciprofloxacin Tier3  |PA
PATANASE Tier3 [PA fluocinolone
RYALTRIS Tier3 |PA (k:llpczofloxa_cm- Tiers  |PA
ZADITOR Tier3 |PA ydrocortisone
ZERVIATE Tier3 |PA doxlycyc"nle hlygéate e
oral capsule mg, ier
ANTIBACTERIALS P g
50 mg
(52:04)
AVELOX Tier3 [PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

drops, viscous

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
doxycycline hyclate erythromycin
oral tablet 100 mg, 20| Tier 1 ethylsuccinate oral Tier 2
mg tablet
doxycycline erythromycin Tier 2
monohydrate oral Tier 1 ophthalmic (eye)
capsule 100 mg, 50 erythromycin oral Tier3 |PA
m
g : erythromycin with

doxycycline ethanol topical Tier 1
monohyqlrate oral Tier 1 solution
suspension for :
reconstitution Fe)g?xri(()jrgycm-benzoyl Tier 1
doxycycline . ; :
monohydrate oral Tier 1 gatifloxacin Tiers |PA
tablet 100 mg, 50 mg gentamicin
E.E.S. 400 ORAL ) OphthalmIC (eye) Tier 1
TABLET Tier 3 PA drops
E.E.S. GRANULES Tier3 |PA gentamicin topical Tier 1
ERYPED 200 Tier3 |PA levofioxacin |

. ophthalmic (eye) Tier3 |PA
ERYPED 400 Tier3 |PA drops 0.5 %
ERY-TAB Tier3 |PA levofloxacin oral Tier 2
ERYTHROCIN (AS solution
STEARATE) ORAL Tier 2 levofloxacin oral tablet| ., |QL (28 EA per
TABLET 250 MG 250 mg, 500 mg 1 fill)
g%’;ﬁ‘;ﬂg‘gifﬁge oral levofloxacin oral tablet| ., |QL (14 EA per

750 m 1 fill

suspension for Tier 2 - J - )
reconstitution 200 minocycline oral Tier 1
mg/5 mi capsule
erythromycin moxifloxacin
ethylsuccinate oral ophthalmic (eye) Tier 2
suspension for Tier3 [PA drops
reconstitution 400 moxifloxacin
mg/5 ml ophthalmic (eye) Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (21 ANTIGLAUCOMA
moxifloxacin oral Tier 3 |tablets per 1 AGENTS,
fill) MISCELLANEOUS
neomycin Tier 2 RHOPRESSA Tier 2
neomycin-bacitracin- Tier 1 ROCKLATAN Tier 2
poly-hc ANTI-INFECTIVES,
neomycin-bacitracin- Tier 1 MISCELLANEOUS
polymyxin (52:04)
neomycin-polymyxin Tier 1 acetic acid otic (ear) Tier 1
b-dexameth hydrocortisone-acetic | . 4
neomycin-polymyxin- Tier 1 acid
gramicidin ANTI-
neomycin-polymyxin- Tier 2 INFLAMMATORY
hc otic (ear) AGENTS (EENT)
OCUFLOX Tier3 |PA PA; QL (60
ofloxacin ophthalmic iar2 CEQUA Tier 3 gg"g“'es per
(eye) | _ ays)
ofloxacin oral tablet . cyclosporine i
300 mg, 400 mg Tier3 |PA intravenous LSS
ofloxacin otic (ear) Tier 2 cyclosporine modified Tier 1
. . PA; QL (60
polymyxin b sulf- - cyclosporine .
) . Tier 1
trimethoprim ophthalmic (eye) Uiere g?gg{g per
sulfacetamide sodium Tier 1 :
ophthalmic (eye) cyclosporine oral Tier 1
: capsule
sulfacetamide- Tier 1 :
prednisolone GENGRAF Tier 1
tobramycin — PA;:%Ld(?’ 'V;L
ophthalmic (eye i per ays),
p | (eye) MIEBO (PF) Tier3 |LGe (Min 18
tobramycin- Tier 1 Years)
dexamethasone .
: NEORAL Tier 1
TRIPLE ANTIBIOTIC Tier 1
VIGAMOX Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)

102



MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (28 BETOPTIC S Tier 2
OXERVATE Tier1 |vials per28 brimonidine-timolol Tier3 [PA
dayss); AGE :
(Min 2 Years) carteolol Tier 2
RESTASIS Tier 2 |ampules per COSOPT Tier3 [PA
30 days) COSOPT (PF) Tier3 |PA
RESTASIS . IE)/I'I“i QL §505 dorzolamide-timolol Tier 2
ier er
MULTIDOSE days) dorzolamide-timolol
; (pf) ophthalmic (eye) Tier3 |PA
SANDIMMUNE Tier 1 dropperette
Eﬁi Q'-?%ZO ISTALOL Tier3 |PA
: er
VERKAZIA Tier 3 dayg)_ AGE levobunolol
(Min 4 Years) ophthalmic (eye) Tier3 |PA
drops 0.5 %
PA; QL (2 ML : :
VEVVE Tiora  |PET 30 days): timolol Tier 3
AGE (Min 18 timolol maleate (pf) Tier3 |PA
Years) timolol maleate
. QL (60 units ophthalmic (eye) Tier 2
XIIDRA Tier 2 per 30 days) drops
ASTRINGENTS timolol maleate
(52:04) ophthalmic (eye) Tier3 |PA
chlorhexidine drops, once daily
gluconate mucous Tier 1 timolol maleate
membrane ophthalmic (eye) gel Tier 2
PAROEX ORAL _ forming solution
RINSE Ter 1 TIMOPTIC .
OCUDOSE (PF Tier3 PA
BETA-ADRENERGIC (PF)
BLOCKING AGENTS TIMOPTIC-XE Tier3 |PA
(52:40)
betaxolol Tier3 |PA
BETIMOL Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



dayss)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
CARBONIC PA; QL (64.2
ANHYDRASE AIRSUPRA Tier3 |GM per 90
INHIBITORS (52:40) days)
acetazolamide oral QL (2 ALKINDI SPRINKLE Tier 1
capsule, extended Tier 1  |capsules per ALLERGY RELIEE Tiora  |pA
release 1 day) (FLUTICASONE)
acetazolamide oral Tier 1 QL (4 tablets ALREX Tier3 |PA
tablet per 1 day)
: PA; QL (6
AZOPT Tier3 |PA ALVESCO Tier 3 |Inhalers per
brinzolamide Tier 2 90 days)
COSOPT Tier3 |PA ANTI-ITCH (HC) —
COSOPT (PF) Tier3 |PA TOPICAL CREAM
dorzolamide Tier 2 ARMONAIR '
—— : DIGIHALER Tiers |PA
dorzolamide-timolol Tier 2
: : ARNUITY ELLIPTA
dOfZOlamlde-l:lmOIOI . INHALATION
(pf) ophthalmic (eye) Tier3 |PA BLISTER WITH
dropperette DEVICE 100 Tier 2
SIMBRINZA Tier 2 MCG/ACTUATION,
CORTICOSTEROIDS 200
(EENT) MCG/ACTUATION
54 HOUR NASAL _ ARNUITY ELLIPTA
ALLERGY Tier3 |PA INHALATION | AGE (Max 11
L (3 Inhal BLISTER WITH Tier 2 Years)
ADVAIR DISKUS Tier2 |Q (903 a'erS| IDEVICE 50
per 90 days) | |McG/ACTUATION
ADVAIR HFA Tierz | (3 INNACTS| ASMANEX HFA
per 90 days) | ||NHALATION HFA
PA; QL (3 AEROSOL INHALER QL (3 Inhalers
AIRDUO DIGIHALER Tier 3 |inhaler per 90 100 Tier 2 er 90 days)
days) MCG/ACTUATION, P y
PA; QL (3 200
AIRDUO : : MCG/ACTUATION
RESPICLICK Tier 3 |inhaler per 90

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

solution

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ASMANEX HFA QL (3 Inhalers| |BREO ELLIPTA
INHALATION HFA Tier2  |Per 90 days); INHALATION PA; QL (180
AEROSOL INHALER AGE (Max 12 BLISTER WITH Tier3 |EA per 90
50 MCG/ACTUATION Years) DEVICE 50-25 days)
ASMANEX MCG/DOSE
TWISTHALER PA; QL (61.8
INHALATION QL (1 inhaler BREYNA Tier3 |GM per 90
AEROSOL POWDR Tier2 | Per 30 days); days)
BREATH AGE (Max11 | p,desonide nasal Tier3 |PA
ACTIVATED 110 Years) :
MCG/ ACTUATION budesonide- . PA; QL (6
30 Tier 3 |Inhalers per
(30) formoterol
90 days)
ASMANEX :
TWISTHALER CHILDREN'S |
AEROSOL POWDR RLF
BREATH CIPRO HC Tier3 |PA
ACTIVATED 220 . : :
ciprofloxacin- :
MCG/ACTUATION | Tierz2 | Qb (L innaler Tier 2
per 30 days) examethasone
(120), 220 MCG/ : :
ACTUATION (14), ciprofloxacin- Tiers |PA
220 MCG/ fluocinolone
ACTUATION (30), ciprofloxacin- :
220 MCG/ hydrocortisone R PA
ACTUATION (60) CORTEF Tier 1
azelastine-fluticasone | Tier3 |PA DERMA-
BECONASE AQ Tier3 |PA SMOOTHE/FS BODY | Tier3 |PA
BREO ELLIPTA OIL
INHALATION ) DEXAMETHASONE .
BLISTER WITH . El'.“’ QL (180 | |\TENSOL R
DEVICE 100-25 Tier 3 isters per 90
days) dexamethasone oral :
MCG/DOSE, 200-25 elixir Tier 1
MCG/DOSE
dexamethasone oral :
Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

nasal

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
dexamethasone oral Tier 1 FLOVENT HFA
tablet INHALATION HFA QL (72 GM
dexamethasone AEROSOL INHALER | Tier 2 oer 90 days)
sodium phos (pf) Tier 1 220
injection solution 10 MCG/ACTUATION
mg/ml FLOVENT HFA
dexamethasone INHALATION HFA Tier 2 |QL(31.8GM
sodium phos (pf) Tier 1 AEROSOL INHALER per 90 days)
injection syringe 44 MCG/ACTUATION
dexamethasone . flunisolide Tier3 [PA
sodium phosphate fluocinolone Tier3 |PA
:Zl)\ILIJ—|IfLI?£I'ION HEA fluorometholone Tier 1 Sel‘_r g()sd'\gl)_/ss)
AEROSOL INHALER . ;
100-5 Tier2 QL (6 inhalers| |fticasone furoate- . PA; QL (180
per 90 days) . Tier 3 |blisters per 90
MCG/ACTUATION, vilanterol d
200-5 ays)
MCG/ACTUATION fluticas_one propion_ate _
DULERA inhalation blister with Tier3 [PA
INHALATION HFA QL (6 inhalers | - |device
- per 90 days); | [fluticasone propionate _
AEROSOL INHALER | Tier2 | g (Max 11 | |inhalation hfa aerosol . PA; QL (36
50-5 Tier2 |GM per 90
MCG/ACT Years) inhaler 110 P
UATION mcg/actuation days)
DYMISTA Tiers |PA fluticasone propionate
_ PA; QL (8.3 inhalation hfa aerosol Tier 2 2’:‘/' QeLr (9702
EYSUVIS Tier 3 |ML per 14 inhaler 220 p
days) mcg/actuation days)
FLOVENT DISKUS Tier3 |PA fluticasone propionate PA: OL (318
FLOVENT HFA inhalation hfa aerosol Tier 2 lei per 90 '
INHALATION HFA inhaler 44
AEROSOL INHALER | Tier2 |Q-(36GM mcg/actuation days)
110 per 90 days)
fluticasone propionate :
MCG/ACTUATION Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
qutlcasone.proplo.n- PA: QL (3 hydrocortisone Tiera  |pA
salmeterol inhalation . . valerate
| bowdr breath | 1€r3 |inhaler per 90 _
aerosol p dayss) hydrocortisone-aloe
activated vera topical cream 1 Tier2 |PA
fluticasone propion- PA; QL (180 %
sglmeter_ol inha_lation Tier 3  |blisters per 90| [KENALOG Tior 1
blister with device dayss) INJECTION
fluticasone propion- _ PA;QL(36 | |KENALOG TOPICAL | Tier3 |PA
salmeterol inhalation Tier3 |GM per 90 :
hfa aerosol inhaler days) KHINDIVI Tier1
hydrocortisone : LOCOID Tier3 |PA
acetate topical cream ULEr 2 LIPOCREAM
hydrocortisone loteprednol etabonate
acetate topical Tier 2 gphthalmlc (eye) Tier3 |PA
ointment rops,suspension 0.2
%
hydrocortisone .
bﬁtyrate Tier3 |PA MICORT-HC Tier3 |PA
hydrocortisone butyr- Tiera  |pA MILLIPRED DP Tier 1
emollient MILLIPRED ORAL ,
: : TABLET er 1
hydrocortisone oral Tier 1
hydrocortisone topical _ mometasone nasal Tier3 [PA
cream Uler 2 mometasone topical Tier 2
hydrocortisone topical NASAL ALLERGY Tier3 |PA
cream with perineal Tier 1 NASONEX 24HR Tirs |PA
applicator 2.5 % ALLERGY ler
hydrocortisone topical . : T
_ Tier 2 neomycin-bacitracin- :
lotion 2.5 % poly-hc Tier 1
h_ydrocortlsone topical Tier 2 neomycin-polymyxin Tior 1
ointment b-dexameth
hylcirt(?cortlsone topical | 1. 3 |pa nystatin-triamcinolone |  Tier 2
solution
OMNARIS Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PANDEL Tier3 |PA TRELEGY ELLIPTA Tier 2 QL (S;solghalers
prednisolone acetate | Tier 1 per ays)
prednisolone oral Tier 1 triamcinolone e 8k/|(0'161667
solution acetonide dental et daysger
prednisolone sodium Tier 1 - :
phosphate tnamcmolqng _ .
PROCTOSOL HC acetonide injection Tier 1
i suspension 40 mg/mi
TOPICAL Tier1 - be! | 2
riamcinolone :
QNASL Tier3 |PA acetonide nasal B PA
RYALTRIS Tier3 |PA triameinolone
SOLU-CORTEF Tier 1 acetonide topical Tier3 |PA
SOLU-CORTEFACT-| .4 aerosol
O-VIAL (PF) triamcinolone
sulfacetamide- - acetonide topical Tier 2
prednisolone cream
_ L (6 Inhalers| |triamcinolone
SYMBICORT Tier 2 Ser (90 days) lac.;gtonide topical Tier 2
otion
SYNALAR Tier3 |PA —
triamcinolone
SYNALAR CREAM Tier3 |PA acetonide topical Tier 2
KIT ointment
SYNALAR . -
TRIANEX Tier3 |PA
OINTMENT KIT Tier3 |PA
: TRIDERM TOPICAL :
SYNALAR TS Tier3 |PA CREAM 0.1 % Tier 2
TAPERDEX ORAL PA; QL (180
TABLETS,DOSE | WIXELA INHUB Tier 3 |blisters per 90
PACK 1.5 MG (27 Tier 1 days)
TABS), 1.5 MG (49 ,
TABS) XHANCE Tier3 |PA
TEXACORT Tier3 |PA ZETONNA Tiers |PA
tobramycin- Tier 1
dexamethasone

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
EENT DRUGS, LUBRICANT EYE Tier 1
MISCELLANEOUS (PG-PEG 400)
ARTIFICIAL TEARS : LUBRICATING PLUS | Tier 1
PF) Tier 1 :
( NASALCROM Tier 1
ARTIFICIAL TEARS Tier 1 NATURAL TEARS _
(POLYVIN ALC) (PF) Tier 1
ARTIFICIAL . polyvinyl alcohol Tier 1
TEARS(DEXT70- Tier 1 REFRESH LACRI
HYPRO ) '
) LUBE Tier 1
ARTIFICIAL _
PEG) REFRESH P.M. Tier 1
ARTIFICIAL sodium chloride Tier 1
TEARS(PVALCH- Tier 1 ophthalmic (eye)
POVID) SYSTANE
BABY AYR SALINE Tier 1 (PROPYLENE Tier 1
BION TEARS (PF) Tier 1 GLYCOL)
carboxymethylcellulos SYSTANE GEL _
e sodium ophthalmic | Tier 1 OPHTHALMIC (EYE) | Tier 1
(eye) dropperette,gel DROPS,GEL
carboxymethylcellulos SYSTANE ULTRA Tier 1
e sodium ophthalmic Tier 1 TRYPTYR Tier3 |PA
(eye) drops PA; QL (8.4
CHANTIX TYRVAYA Tier3 |ML per 30
CONTINUING Tier 1 Qe"r (fégb')ets days)
MONTH BOX b Y QL (2 tablets
- varenicline tartrate Tier 1
cromolyn nasal Tier 1 per 1 day)
cromolyn ophthalmic Tier 2 EENT
(eye) NONSTEROIDAL
ipratropium bromide Tier 2 ANTI-INFLAM.
nasal AGENTS
GLYCOL-GLYCERIN) ACULAR LS Tier3 |PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ACUVAIL (PF) Tier3 |PA LIDOCAINE Tier 1
bromfenac Tier3 [PA VISCOUS
BROMSITE Tier3 |PA proparacaine Tier 1
diclofenac sodium Tier 2 MIOTICS
ophthalmic (eye) PHOSPHOLINE Tier 1
: |ODIDE et
flurbiprofen oral tablet .
Tier3 |PA : :
100 mg pilocarpine hcl
flurbiprofen sodium Tier 2 ophthalmic (eye) Tier 1
: drops 1 %, 2 %, 4 %
ILEVRO Tier3 |PA . . :
- pilocarpine hcl oral Tier 1
ketorolac injection Tier 2
solution 15 mg/ml MYDRIATICS
ketorolac ophthalmic : atropine ophthalmic i
(eye) drops 0.4 % Tier3 PA (eye) drops 1 %
ketorolac ophthalmic | . atropine ophthalmic Tier 1
cyclopentolate Tier 1
ketorolac oral Tier 2 QL (21. tablets -
per 1 fill) phenylephrine hcl
NEVANAC Tier3 |PA ophthalmic (eye) Tier 1
. drops 2.5 %
PROLENSA Tier3 |PA : X .
tropicamide Tier 1
PA; QL (5
SPRIX Tier 3 |doses per 1 PROSTAGLANDIN
LOCAL bimatoprost
ANESTHETICS ophthalmic (eye) Tier3 |PA
(EENT) drops 0.03 %
lidocaine hcl mucous I'YUZEH (PF) Tier3 |PA
membrane jelly in Tier 1 latanoprost Tier 2
applicator LUMIGAN
lidocaine hcl mucous OPHTHALMIC (EYE) Tier3 |PA
membrane solution 2 Tier 1 DROPS 0.01 %
i ROCKLATAN Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
tafluprost (pf) Tier3 |[PA ANZEMET ORAL Tiera  |pA
TRAVATAN Z Tier3 |PA TABLET 50 MG
travoprost Tier3 |PA granisetron hcl oral Tier 2 SeLr (3?(? (;Z:)/Le)ts
VYZULTA Tier3 |PA
- ondansetron hcl oral : QL (75 ML
XALATAN Tier3 |PA solution Ter2 1 ser 1 il
XELPROS Tier3 |PA ondansetron hcl oral Tier 2 |QL (60 tablets
ZIOPTAN (PF) Tier3 |PA tablet 4 mg, 8 mg per 30 days)
RHO KINASE ondansetron oral PA; QL (30
INHIBITORS tablet,disintegrating Tier3 |EA per 30
RHOPRESSA Tier 2 16 mg days)
ROCKLATAN Tier 2 ondansetron oral
tablet,disintegrating 4 Tier 2 QL (60 tablets
VASOCONSTRICTO mg per 30 days)
RS
ondansetron oral
ALLERGY EYE : tablet,disintegrating 8 Tier 2 QL (60 ?ablets
(NAPHAZOLINE- Tier 1 mg per 30 fills)
PHEN)
PA; QL (0.2
EYE ALLERGY Tier 1 SANCUSO Tier3 |patch per 1
RELIEF
day)
OPCON-A Tier 1 ADSORBENTS
phenylephrine hcl ACID GONE Tier 1
ophthalmic (eye) Tier 1 ANTACID
drops 2.5 % ADVANCED .
VISINE-A Tier 1 ANTACID-ANTIGAS | el
GASTROINTESTINA ALMACONE-2 Tier 1
L DRUGS aluminum hydroxide Tier 1
5-HT3 RECEPTOR gel
Sl COle e ANTACID Tier 1

AKYNZEO
(NETUPITANT)

Tier 3

PA; QL (1 Box
per 1 Claim)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

ANTACID (CALCIUM calcium carbonate

CARBONATE) ORAL oral tablet,chewable

TABLET,CHEWABLE | Tier 1 200 mg calcium (500 Tier 1

200 MG CALCIUM mg), 400 mg calcium

(500 MG) (2,000 mg)

ANTACID ANTI-GAS Tier 1 CAL-GEST ANTACID | Tier1

ANTACID CALCIUM Tier 1 COMFORT GEL Tier 1

ANTACID EXT STR Tier 1 COMFORT GEL Tier 1

(CALCIUM CARB) EXTRA STRENGTH

ANTACID EXTRA- Tier 1 DIARRHEA RELIEF Tier 1

STRENGTH (BISMUTH SUBS)

ANTACID LIQUID Tier 1 DIOTAME Tier 1

ANTACID M Tier 1 FLAVOR CHEWS :

ANTACID er 1

ANTACID MAXIMUM Tier 1

STRENGTH FOAMING ANTACID Tier 1

ANTACID PLUS Tier 1 GAVISCON Tier 1

ANTI-GAS GERI-LANTA ORAL

ANTACID REGULAR Tier 1 SUSPENSION 200- Tier 1

STRENGTH 200-20 MG/5 ML

ANTACID ULTRA GERI-MOX

STRENGTH ORAL ANTACID-ANTIGAS Tier 1

TABLET,CHEWABLE Tier 1 ORAL SUSPENSION

400 MG CALCIUM 200-200-20 MG/5 ML

(1,000 MG) KAOPECTATE

ANTACID-ANTIGAS Tier 1 (BISMUTH Tier 1

ANTACID- e SUBSALICY) ORAL

SIMETHICONE SUSPENSION

ANTI-DIARRHEAL Tier 1 KAOPECTATE EX Tier 1
_ STR (BISMUTH SS)

BISMUTH Tier 1

: ; K-PEC
bismuth SUbsahcylate Tier 1 ANTIDIARRHEAL Tier 1
oral tablet,chewable (BISM SUB)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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oral

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

MAG-AL PLUS Tier 1 SOOTHE (BISMUTH Tier 1

EXTRA STRENGTH SUBSALICYLATE)

magnesium oxide oral Tier 1 SOOTHE REGULAR Tier 1

capsule STRENGTH

magnesium oxide oral STOMACH RELIEF Tier 1

tablet 250 mg STOMACH RELIEF .

magnesium, 400 mg MAX STRENGTH Tier 1

(241.3 mg Tier 1

magnesium), 400 mg STOMACH RELIEF Tier 1

magnesium, 420 mg, ORIGINAL

500 mg magnesium TUMS E-X Tier 1

MAGOX Tier 1 TUMS EXTRA

MINTOX MAXIMUM | . STRENGTH er 1

STRENGTH SMOOTHIES

PEPTO-BISMOL - TUMS ORAL

MAX ST TABLET,CHEWABLE _

200 MG CALCIUM Tier 1
(750 MG)

PHILLIPS ViEr A TUMS ULTRA ORAL

PINK BISMUTH TABLET,CHEWABLE Tier 1

MAXIMUM Tier 1 400 MG CALCIUM

STRENGTH (1,000 MG)

PINK BISMUTH ULTRA STRENGTH Tier 1

ORAL SUSPENSION | Tier 1 ANTACID

262 MG/15 ML URO-MAG Tier 1

PINK BISMUTH Tier 1 ANTIDIARRHEA

ORAL TABLET AGENTS

PINK BISMUTH _ ANTI-DIARRHEAL Tier 1

ORAL Tier 1

TABLET,CHEWABLE ANTI-DIARRHEAL Tier 2

: , (LOPERAMIDE)

sodium bicarbonate . _

Tier 1 BISMUTH Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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ORAL TABLET

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
bismuth subsalicylate Tier 1 PINK BISMUTH
oral tablet,chewable ORAL Tier 1
(BISMUTH SUBS) SOOTHE (BISMUTH Tier 1
diphenoxylate- _ SOOTHE REGULAR | o 4
atropine Tier 2 STRENGTH
(BISMUTH Tier 1 STOMACH RELIEF Tier 1
SUBSALICY) ORAL MAX STRENGTH
SUSPENSION STOMACH RELIEF Tior 1
KAOPECTATE EX Tier 1 ORIGINAL
STR (BISMUTH SS) PA: OL (60
K-PEC VIBERZI Tier 3 |tablets per 30
ANTIDIARRHEAL Tier 1 dayss)
(BISM SUB) ANTIFLATULENTS
Ioperalmlde oral Tier 2 ADVANCED Tior 1
Capsule ANTACID-ANTIGAS
loperamide oral liquid Tier 2 ALMACONE-2 Tier 1
PEPTO-BISMOL Tier 1 ANTACID ANTI-GAS | Tier 1
MAX ST .
ANTACID LIQUID Tier 1
PEPTO-BISMOL TO- . X
GO Tier 1 ANTACID M Tier 1
PINK BISMUTH ANTACID MAXIMUM | .
MAXIMUM Tier 1 STRENGTH
STRENGTH ANTACID PLUS Tier 1
PINK BISMUTH ANTI-GAS
ORAL SUSPENSION Tier 1 ANTACID REGULAR Tier 1
262 MG/15 ML STRENGTH
PINK BISMUTH Tier 1 ANTACID-ANTIGAS Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

ANTACID- Tier 1 MAG-AL PLUS Tier 1
SIMETHICONE EXTRA STRENGTH
COMFORT GEL Tier 1 MI-ACID GAS
COMFEORT GEL _ RELIEF(SIMETHICO | Tier 1
EXTRA STRENGTH | et N)
GAS RELIEF '\S/'#E'!TE?\I)((; ¥'HAX”V'U'V' Tier 1
(SIMETHICONE)
ORAL Tier 1 simethicone oral Tier 1
DROPS,SUSPENSIO drops,suspension
N simethicone oral Tier 1
GAS RELIEF tablet,chewable
(SIMETHICONE) Tier 1 ANTIHISTAMINES
ORAL (Gl DRUGS)
TABLET,CHEWABLE : 5 :

dimenhydrinate oral Tier 1
GAS RELIEF 80 . -
(SIMETHICONE) Tier 1 meclizine oral tablet Tier 1

12.5 mg, 25 mg
GAS RELIEF EXTRA —
STRENGTH ORAL Tier 1 meclizine oral Tier 1
TABLET,CHEWABLE tablet,Chewable
GAS-X EXTRA . | QLE
STRENGTH ORAL Tier 1 prochlorperaZIne Tier 1 SUppOSltorleS
TABLET,CHEWABLE per 1 day)
GERI-LANTA ORAL prochlorperazine Tier 1 QL (4 tablets
SUSPENSION 200- | Tier 1 maleate per 1 day)
200-20 MG/5 ML ANTI-
GERI-MOX INFLAMMATORY
ANTACID-ANTIGAS | .o AEIENTS (&
ORAL SUSPENSION DRUGS)
200-200-20 MG/5 ML alosetron Tier3 |PA
INFANTS GAS AZULFIDINE Tier3 |PA
RELIEF ORAL i AZULFIDINE EN- .
DROPS,SUSPENSIO| "ert TABS Tier3 |PA
N

- balsalazide Tier3 |PA

MAG-AL PLUS Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

reconstitution

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
COLAZAL Tier3 |PA ANTIULCER
DELZICOL Tier3 |PA AGENTS AND ACID
: SUPPRESSANTS
DIPENTUM Tier3 |PA PA. QL (224
LIALDA Tier3 |PA amoxicil-clarithromy- Tier 3 cap;sules per
. lansopraz !
LOTRONEX Tier3 |PA 1 fill)
mesalamine oral amoxicillin oral Tier 1
capsule (with del rel Tier3 |PA capsule
tablets) amoxicillin oral
mesalamine oral suspension for Tier 1
capsule, extended Tier3 |PA reconstitution
release 500 mg amoxicillin oral tablet | Tier 1
mesalamine oral _ amoxicillin oral
capsule,extended Tier3 |PA tablet,chewable 125 Tier 1
release 24hr mg, 250 mg
mesalamine oral amoxicillin-pot
tablet,delayed release| Tier2 |PA clavulanate oral .
(dr/ec) 1.2 gram suspension for LSS
mesalamine oral reconstitution
tablet,delayed release| Tier3 [PA amoxicillin-pot .
(dr/ec) 800 mg clavulanate oral tablet| 6" 1
mesalamine rectal Tier 1 amoxicillin-pot
enema clavulanate oral tablet| ., |QL (4 EA per
PENTASA ORAL extended release 12 1 day)
CAPSULE, Tier 2 hr
EXTENDED amoxicillin-pot
RELEASE 500 MG clavulanate oral Tier 1
sulfasalazine Tier 2 tablet,chewable
ANTIULCER bismuth subcit k- Tiers  |PA
AGENTS AND ACID metronidz-tcn
SUPPRESS. MISC clarithromycin oral
TALICIA Tier3 |PA suspension for Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
clarithromycin oral Tier 2 QL (28 tablets| [CATHARTICS AND
tablet per 1 fill) LAXATIVES
clarithromycin oral ALOPHEN Tier 1
tablet extended Tier3 |PA (BISACODYL)
release 24 hr bisacodyl Tier 1
PA; QL (400 MAGNESIA
ays
: Y COLACE CLEAR Tier 1
metronidazole oral Tiera  |pPA :
capsule CORRECTOL Tier 1
metronidazole oral Tiera  |pA DAILY FIBER
tablet 125 mg (PSYLLIUM- ,
. SUCROSE) ORAL Tier 1
metronidazole oral POWDER 3.4
9 . : DOCU Tier 1
metronidazole topical Tier 1 :
cream DOCUPRENE Tier 1
metronidazole topical docusate calcium Tier 1
Tier 1 .
gel 0.75 % docusate sodium oral Tier 1
metronidazole vaginal capsule
gel 0.75 % (37.5mg/5 Tier 2 docusate sodium oral :
L Tier 1
gram) liquid
metronidazole vaginal docusate sodium oral Tier 1
gel 1.3 % (65 mg/5 Tier3 |PA tablet
gram) docusate sodium Tior 1
NUVESSA Tier 2 rectal
PYLERA Tier 2 DOK Tier 1
VANDAZOLE Tier3 |PA DULCOLAX Tier 1
(BISACODYL) ORAL
ENEMA Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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STRENGTH

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
ENEMA e LAXATIVE PEG 3350 | Tier 1
DISPOSABLE LAXATIVE PILLS Tier 1
ENEMEEZ PLUS Tier 1 LAXATIVE PILLS :
EX-LAX o1 REGULAR Tierd
(SENNOSIDES) magnesium citrate Tier 1
EX-LAX MAXIMUM Tier 1 oral solution
STRENGTH magnesium hydroxide |  Tier 1
FIBER (PSYLLIUM METAMUCIL
i Tier 1
HUSK-SUGAR) T (SUGAR)
ORAL POWDER 3.4
GRAM/7 GRAM METAMUCIL (WITH
SUGAR) ORAL .
FIBER (WITH POWDER 3.4 Tier 1
ASPARTAME) ORAL | L., GRAM/7 GRAM
POWDER 3.4
GRAM/5.8 GRAM METAMUCIL |
- MULTIHEALTH Tier 1
FLEET ENEMA Tier 1 FIBER
FLEET MINERAL OIL T 1 METAMUCIL
RECTAL SUGAR-FREE Tier 1
GENTLE LAXATIVE e (ASPART)
(BISACODYL) MILK OF MAGNESIA | Tier 1
GERI-KOT Tier1 mineral oil rectal Tier 1
GERI-MUCIL .
NATURAL DAILY .
(ASPARTAME) Tier 1 FIBER e d
LAXATIVE Tier 1 NATURAL FIBER e il
(BISACODYL) ORAL LAXATIVE (SUGAR) et
LAXATIVE NATURAL FIBER Tier 1
(SENNOSIDES) Tier 1 LAXATIVE(ASPART)
ORAL TABLET 15 :
MG, 25 MG NATURAL LAXATIVE | Tier 1
LAXATIVE FEMININE| Tier 1 NATURAL SENNA Tier 1
LAXATIVE
LAXATIVE MAXIMUM e

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

(SUGAR)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
NATURAL VEG SENNA WITH Tier 1
LAXATIVE(SENNOSI Tier 1 DOCUSATE SODIUM
D) SENNA-S Tier 1
P-COL RITE Tier 1 SENNA-TIME S Tier 1
PEDIATRIC ENEMA Tier1 sennosides oral syrup | Tier 1
peg 3350-electrolytes Tier 1 sennosides-docusate
. . Tier 1
peg-electrolyte soln Tier 1 sodium
PERDIEM Tier 1 SENOKOT EXTRA Tier 1
OVERNIGHT RELIEF STRENGTH
PHILLIPS MILK OF SENOKOT ORAL Tier 1
MAGNESIA ORAL Tier 1 TABLET
SUSPENSION SENOKOT-S Tier 1
polyethylene glycol . di :
Tier 1 sodium,potassium,ma : QL (1 ML per
3350 oral powder g sulfates Tierl |25 days)
READY-TO-USE . LAXATIVE PLUS Tier 1
ENEMA Tier 1
STOOL SOFTENER
READY-TO-USE Tier 1 ORAL CAPSULE 50 Tier 1
ENEMA (MIN OIL) MG
SENEXON-S Tier 1 STOOL SOFTENER Tier 1
SENNA LAX Tier 1 ORAL TABLET
SENNA LAXATIVE Tier 1 STOOL SOFTENER- | .. 4
LAXATIVE
SENNA ORAL Tier 1
CAPSULE STOOL SOFTENER- .
STIMULANT LAXAT Tier 1
SENNA ORAL Tier 1 ORAL TABLET
SYRUP 8.8 MG/5 ML
VEGETABLE Tier 1
TABLET
WAL-MUCIL FIBER Tier 1
SENNA PLUS ORAL | L. (ASPARTAME)
TABLET
WAL-MUCIL FIBER Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
WOMAN'S LAXATIVE Tier 1 ZENPEP ORAL
(BISACODYL) CAPSULE,DELAYED
WOMEN'S GENTLE . RELEASE(DR/EC)
LAXATIVE(@BISAC) | et 10,000-32,000 -
: 42,000 UNIT, 15,000-
WOMEN'S LAXATIVE Tier 1 47,000 -63,000 UNIT,
(BISACODYL) 20,000-63,000-
CHLORIDE 84,000 UNIT, 25,000- Tier2  |pA
CHANNEL 79,000- 105,000
ACTIVATORS UNIT, 3,000-10,000 -
PA; QL (2 EA 14,000-UNIT, 40,000-
_ per 1 day): 126,000- 168,000
AMITIZA Tier 3 AGE (Min ’18 UNIT, 5,000-17,000-
Years) 24,000 UNIT, 60,000-
: 189,600- 252,600
geAr’ 1Q(|1_a(y2)-EA UNIT
lubiprostone Tier 2 AGE (Min 18 DOPAMINE
Years) RECEPTOR
ANTAGONISTS
CHOLELITHOLYTIC .
_ . : Years and
RELTONE Tier3 |PA promethazine oral Tier 1 Max 64
URSO 250 Tier3 |PA Years)
URSO FORTE Tier3 |PA QL (4
ursodiol oral capsule : _ suppositories
300 mg Tier 2 promethazine rectal per 1 day);
: : suppository 12.5 mg, Tierl |AGE (Min 2
ursodiol oral tablet Tier 2 25 mg Years and
DIGESTANTS Max 64
CREON Tier2 |PA Years)
PERTZYE Tier3 |PA
VIOKACE Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

ML,
300MG/3ML(100MG
IML-200 MG/2ML)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (2 GUANYLATE
suppositories CYCLASE C (GCC)

. per 1 day); RECEPT AGONIST
promethazine rectal Tier1 |AGE (Min 2
suppository 50 mg v d PA; QL (1 EA

ears an LINZESS ORAL Tierp |Perlday);
Max 64 CAPSULE 145 MCG AGE (Min 2
Years) Years)
Gl DRUGS .

g PA; QL (1 EA
MISCELLANEOUS LINZESS ORAL . per 1Qda(y).
CULTURELLE ORAL (YZQI\P/ISCLCJ;LE 290 MCG, | Tier2 | \GEe (Min 6
CAPSULE, Tier 1 Years)
SPRINKLE HISTAMINE H2-
drona?lnol oral Tier1  |pA ANTAGONISTS
Capsule cimetidine Tier 1

PA; QL (2 cimetidine hcl oral Tier 1
tablets per 1 —
IBSRELA Tier 3 |day); AGE famotidine oral QL (5 ML per
(Min 18 suspension for Tier1 |1 day); AGE
Years) reconstitution (Max 6 Years)
PA: QL (90 famotidine oral tablet Tier 1
EA per 30 ibuprofen-famotidine Tier3 |PA
orlistat Tier 2 days); AGE IMMUNOMODULAT
(Min 12 ORY AGENTS
Years) (56:44)
PA; QL (90 OMVOH Tier3 |PA AGE (Min
_ EA per 30 INTRAVENOUS 18 Years)
XENICAL Tier 2 |days); AGE
(Min 12 OMVOH PEN
Years) SUBCUTANEOUS
PEN INJECTOR 100 ) .
MG/ML, 200 MG/2 Tier3 |PA AGE (Min
18 Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

capsule

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
OMVOH PA:; QL (2
SUBCUTANEOUS capsules per
EMEND ORAL : '
SYRINGE 100 ) . Tier 3 |1 fill); AGE
MG/ML, 200 MG/2 Tier 3 TQQSE)(M'” CAPSULE 80 MG (Min 12
ML, Years)
300MG/3ML(100MG PA: QL (3
/ML-200 MG/2ML) EMEND ORAL capsules per
. PA; AGE (Min| |CAPSULE,DOSE Tier 3 |1 fill); AGE
VELSIPITY Tiers 118 vears) PACK (Min 12
LIPOTROPIC Years)
AGENTS EMEND ORAL PeAr; ?%L d(i ';’;"
ALGAL OMEGA-3 Tier 1 SUSPENSION FOR | Tier3 |t = (Miny121
DHA RECONSTITUTION Years)
PRENATAL DHA Tier 1 OPIOID
A SE RGN N ANTAGONISTS
RECEPTOR (56:18)
ANTAGONISTS : :
MOVANTIK Tier3 |PA
AKYNZEO Tier 3 PA; QL (1 Box :
_ PA. OL (1 RELISTOR
aprepitant oral _ capsule per 1 | |[SUBCUTANEOUS Tier3 |PA
capsule 125 mg, 40 Tier 2 fill): AGE (Min SOLUTION
mY 12 Years) RELISTOR
PA: QL (2 SUBCUTANEOUS Tier3 |PA
aprepitant oral capsules per SYRINGE
brep Tier2 |1 fill); AGE SYMPROIC Tier3 |PA
capsule 80 mg Min 12
(Min POTASSIUM-
Years) COMPETITIVE ACID
PA; QL (3 BLOCKERS
. capsules per :
22;)2%'::322;1“‘( Tier 3 |1 fill); AGE amoxicil-clarithromy- Tier 3 Eﬁp’s(a:;a ézse?r
’ (Min 12 lansopraz 1 fill
Years) il |
amoxicillin ora Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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PAK

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
amoxicillin oral VOQUEZNA TRIPLE ,
suspension for Tier 1 PAK R PA
reconstitution PROKINETIC
amoxicillin oral tablet Tier 1 AGENTS
amoxicillin oral metoclopramide hcl Tier 1
tablet,chewable 125 Tier 1 oral solution
mg, 250 mg metoclopramide hcl .

o Tier 1
amoxicillin-pot oral tablet
clavulanate oral Tier 1 MOTEGRITY Tier3 |PA
suspension for
reconstitution PROSTAGLANDINS
amoxicillin-pot - misoprostol Tier1 |QL (4 tablets
clavulanate oral tablet| €' per 1 day)
amoxicillin-pot PROTECTANTS
clavulanate oral tablet . QL (4 EA per : QL (4 tablets
extended release 12 Tier 1 1 day) sucralfate oral tablet Tier 1 oer 1 day)
hr PROTON-PUMP
amoxicillin-pot INHIBITORS
clavulanate oral Tier 1 ACID REDUCER _
tablet,Chewable (OMEPRAZOLE) Tier 3 PA
clarithromycin oral ACIPHEX Tier3 |PA
suspension for Tier 2 :
reconstitution ACIPHEX SPRINKLE Tier3 |PA
: . - . PA; QL (224

clarithromycin oral . QL (28 tablets| |amoxicil-clarithromy- _
tablet Tier 2 per 1 fill lansopraz Tier 3 (ia}ﬁgules per
clarithromycin oral ;
tablet extended Tier3 |PA DEXILANT Tier3 |PA
release 24 hr dexlansoprazole Tier3 |PA

PA; QL (1 EA | |esomeprazole

- per 1 day); magnesium oral :

VOQUEZNA IEHF 2 AGE (Min 18 capsule,delayed REa P/

Years) release(dr/ec)
VOQUEZNA DUAL Tiera  |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)

123




packet

day)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
esomeprazole pantoprazole oral
magnesium oral PA; QL (2 tablet,delayed release| Tier 2 Qel_r(12dtzb;ets
granules dr for susp in| Tier 3 |packets per 1 (dr/ec) P y
packet 10 mg, 20 mg, day) PREVACID Tier3 |PA
40 m
9 PREVACID 24HR Tier3 |PA
esomeprazole
magnesium oral Tiers  |PA PREVACID Tier3 [PA
tablet,delayed release SOLUTAB
(dr/ec) PRILOSEC ORAL
P SUSP,DELAYED :
KONVOMEP Tier3 |PA '
: RELEASE FOR Tier3 |PA
lansoprazole Tier3 [PA RECON
naproxen- i PROTONIX ORAL
esomeprazole rers A GRANULES DR FOR | Tier2 |QL (2 paclets
NEXIUM Tier3 |PA SUSP IN PACKET per 1 day)
: QL (2 packets| |PROTONIX ORAL PA; QL (2
NEXIUM PACKET Tier2 | Jer 1 day) TABLET,DELAYED Tier 3 |tablets per 1
OMECLAMOX-PAK | Tier3 |PA RELEASE (DR/EC) day)
omeprazole Tir3 |pA rabeprazole oral .
magnesium tablet,delayed release| Tier3 |PA
(dr/ec)
omeprazole oral QL (2 :
capsule,delayed Tier2 |[capsules per | |TALICIA Tier3 |PA
release(dr/ec) 1 day) VIMOVO Tier3 |PA
omeprazole oral YOSPRALA Tier3 |PA
tablet,delayed release| Tier3 |PA ZEGERID Tier3 |PA
(dr/ec)
HEAVY METAL
omeprazole oral ANTAGONISTS
tablet,disintegrat, Tier3 |PA
HEAVY METAL
delay rel
I 3 ANTAGONISTS
omeprazole-sodium : _
bicarbonate Tier3 |PA CHEMET Tier 1
pantoprazole oral PA; QL (2
granules dr for susp in| Tier 3 |packets per 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
HORMONES AND ARNUITY ELLIPTA
SYNTHETIC INHALATION
SUBSTITUTES BLISTER WITH
o1 HOUR NAGAL MCG/ACTUATION,
Tier3 |PA 200
ALLERGY MCG/ACTUATION
ADVAIR DISKUS Tierz |Qb(8Inhalers) |ARNUITY ELLIPTA
per 90 days)
INHALATION AGE (Max 11
. QL (3 Inhalers| |BLISTER WITH Tier 2
ADVAIR HFA Tier2 |~ S0 days) | |DEVICE 50 Years)
AGAMREE Tier 1 MCG/ACTUATION
PA OL 3 ASMANEX HFA
AIRDUO DIGIHALER | Tier 3 |inhaler per 90 ,IAI\\IEHRA(I)_QJ)E)INN:AFI'_A\ER
days) 100 Tier2 |QL (3 Inhalers
AIRDUO ers _Pﬁ? lQL (3 o0 | |MCGIACTUATION, per 90 days)
RESPICLICK Ier g‘ aler per 200
ayss) MCG/ACTUATION
. PA; QL (64.2 | |ASMANEX HFA QL (3 Inhalers
AIRSUPRA Tier3  |GM per 90 INHALATION HFA Tioro |Per 90 days);
days) AEROSOL INHALER AGE (Max 12
ALKINDI SPRINKLE | Tier 1 50 MCG/ACTUATION Years)
ALLERGY RELIEF Tiers |pA ASMANEX
(FLUTICASONE) TWISTHALER
PA QL (6 INHALATION QL (1 inhaler
ALVESCO Tier 3 |Inhalers per AEROSOL POWDR Tier 2 |Per 30 days);
90 days) BREATH AGE (Max 11
ACTIVATED 110 Years)
ANTI-ITCH (HC) Tier 2 MCG/ ACTUATION
TOPICAL CREAM (30)
ARMONAIR .
DIGIHALER WErs) L

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ASMANEX BREO ELLIPTA
TWISTHALER INHALATION _
INHALATION BLISTER WITH Tier 3 EIlA;tSrIS_ (jﬁogo
AEROSOL POWDR DEVICE 100-25 days) P
BREATH MCG/DOSE, 200-25 y
ACTIVATED 220 OL (1 inhaler MCG/DOSE
'\1(2383/ QSOT%E?N Tier2 | 5er30days) | [BREOELLIPTA
(120), INHALATION PA; QL (180
ACTUATION (14), BLISTER WITH Tier 3 |EA per 90
220 MCG/ DEVICE 50-25 days)
ACTUATION (30), MCG/DOSE
220 MCG/ :
ACTUATION (60) _ PA; QL (61.8
- - - BREYNA Tier3 |GM per 90
azelastine-fluticasone | Tier3 |PA days)
3%‘??;?;;2?;0”9 Ters L . . rQelgpgﬁles per 1
BECONASE AQ Tiera  |PA budesonide inhalation| Tier 2 day): AGE
betamethasone iar2 (Max 8 Years)
dipropionate budesonide nasal Tier3 |PA
betamethasone - budesonide oral PA; QL (16
. ier 2 :
valerate topical cream capsule,delayed,exte Tier 1  |weeks per 4
betamethasone _ nd.release months)
. Tier3 |PA :

valerate topical foam budesonide oral
betamethasone Tior 2 tablet,delayed and Tier3 |PA
valerate topical lotion extrelease
betamethasone budesonide- , PA; QL (6
valerate topical Tier 2 formoterol Tier 3 |Inhalers per
ointment 90 days)
betamethasone, Tiers  |PA CHILDREN'S _
augmented FLONASE ALLERGY | Tier3 |[PA

RLF

CORTEF Tier 1

deflazacort oral tablet Tier 1

DEPO-MEDROL Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
DEXAMETHASONE . PA; QL (20
Tier 1
INTENSOL ML per 1
dexamethasone oral . EOHILIA Tier1 |day); AGE
T Tier 1 (Min 11
elixir Years)
dexamethasone oral . :
solution Tier 1 FLOVENT DISKUS Tier3 |PA
dexamethasone oral Tier 1 ::I\II_I-CIJXLEAI\']I'TOHNFﬁ A
tablet AEROSOL INHALER | Tier2 |QL(36GM
dexamethasone 110 per 90 days)
sodium phos (pf) Tier 1 MCG/ACTUATION
injection solution 10
mg/ml FLOVENT HFA
INHALATION HFA
dexamethasone : QL (72 GM
sodium phos (pf) Tier 1 QZEOROSOL INHALER | Tier 2 per 90 days)
injection syringe MCG/ACTUATION
Sggﬁmetmﬁo?& . Tier 1 FLOVENT HFA
phosp INHALATION HFA Tier2 |QL (31.8 GM
DIPROLENE AEROSOL INHALER per 90 days)
(AUGMENTED) Tier 3 PA 44 MCG/ACTUATION
TOPICAL OINTMENT fludrocortisone Tier 1
ﬁ\lﬂf&ﬁ' ON HEA flunisolide Tier3 |PA
AEROSOL INHALER . : ] PA; QL (180
100-5 Tier 2 QL (6 inhalers Uﬁgﬁtﬁc&?e furoate Tier 3  |blisters per 90
MCG/ACTUATION, per 90 days) days)
200-5 fluticasone propionate
MCG/ACTUATION inhalation blister with Tier3 [PA
device
DULERA )
INHALATION HFA QeLr (960Ir(;|;alse)I:S fluticasone propionate PA: QL (36
AEROSOL INHALER | Tier 2 KGE YS): | linhalation hfa aerosol . ’
(Max 11 . Tier2 |GM per 90
50-5 Years) inhaler 110 days)
MCG/ACTUATION mcglactuation y
DYMISTA Tier 3 PA
EMFLAZA Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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cream

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
fluticasone propionate PA: QL (72 hydrocortisone topical
inhalation hfa aerosol Tier 2 lei or 90 cream with perineal Tier 1
inhaler 220 daysg applicator 2.5 %
meg/actuation hydrocortisone topical | .. 5
fluticasone propionate . lotion 2.5 %
inhalation h | PA; QL (31.8 _ _
inha‘ation nfa aerosol | rier 2 |GM per 90 hydrocortisone topical .
inhaler 44 q intment Tier 2
. ays) ointmen
mcg/actuation - -
: : hydrocortisone topical Tier3  |PA
fluticasone propionate Tier 2 solution
nasal hydrocortisone
fluticasone propion- PA: QL (3 valerate Tier3 |PA
salmeterol inhalation . L - :
aerosol powdr breath Tier 3 |inhaler per 90 hydrocortisone-acetic | .. 4
activated dayss) acid
fluticasone propion- PA; QL (180 hydrocortisone-aloe _
salmeterol inhalation Tier 3 |blisters per 90 Xera topical cream 1 Tier2 |PA
blister with device dayss) %
fluticasone propion- PA; QL (36 :T\El\lééEI'CI)SN Tier 1
salmeterol inhalation Tier3 |GM per 90
hfa aerosol inhaler days) KENALOG TOPICAL Tier3 [PA
HEMADY Tier 1 KHINDIVI Tier 1
hydrocortisone . LOCOID Tier3 |PA
ical cream Ulstiz
acetate topica LOCOID Tiora |pa
hydrocortisone LIPOCREAM
ag:etate tOpICﬂ' Tier 2 MEDROL (PAK) Tier 1
ointment
- MEDROL ORAL
hydrocortisone Tiers  |PA TABLET 16 MG, 2 Tier 1
butyrate MG, 4 MG, 8 MG
hydrlcl)_corttlsone butyr- | 1ier3 |pa methylprednisolone Tier 1
emollien
- - methylprednisolone Tier 1
hydrocortisone oral Tier 1 acetate
hydrocortisone topical Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

prednisolone

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

methylprednisolone prednisone oral Tier 1

sodium succ injection Tier 1 tablets,dose pack

recon soln 125 mg, 40 PROCTOSOL HC .

mg TOPICAL Tier 1

methylprednisolone PA: QL (2

sodium succ . ’

: respules per 1
intravenous recon Ter1 PULMICORT Tier 3 dayF))- AGE
soln 1,000 mg (Max 8 Years)
MILLIPRED DP Tier 1 FLEXHALER

INHALATION :
MILLIPRED ORAL .
TABLET Tier 1 AEROSOL POWDR | Tier2 |3 go”;za'f)rs
: BREATH P y

mometasone nasal Tier3 |PA ACTIVATED 180
mometasone topical Tier 2 MCG/ACTUATION
NASAL ALLERGY Tier3 |PA PULMICORT
NASONEX 24HR oz IFNLHEKLHAAT'-I'CE)'?\]
ALLERGY . QL (3 inhalers

. : : AEROSOL POWDR Tier 2
nystatin-triamcinolone |  Tier 2 BREATH per 90 days)
OMNARIS Tier3 |PA ACTIVATED 90
PANDEL Tier3 |PA MCG/ACTUATION
prednisolone acetate Tier 1 QNASL Tier3 |PA
prednisolone oral e QVAR REDIHALER Tier2 |PA
solution RAYOS Tier 1
prednisolone sodium Tier 1 RYALTRIS Tier3 |PA

hosphate et :

P SOLU-CORTEF Tier 1
PREDNISONE Tier 1 SOLU-CORTEFACT-| .
INTENSOL O-VIAL (PF) ier
22?&?(5\0”9 oral ey © SOLU-MEDROL Tier 1

: : SOLU-MEDROL (PF) | Tier1
prednisone oral tablet | Tier 1 -

sulfacetamide- Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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CREAM 0.1 %

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

1.25 gram (1 %)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
SYMBICORT Tier 2 QL (6 Inhalers| |UCERIS ORAL Tier3 |PA
per 90 days) PA: QL (180
TAPERDEX ORAL WIXELA INHUB Tier 3 |blisters per 90
TABLETS,DOSE days)
TABS), 1.5 MG (49 _
TABS) ZETONNA Tier 3 PA
TEXACORT Tier 3 |PA ASEA
GLUCOSIDASE
TRELEGY ELLIPTA | Tier2 |Q-(3Inhalers| finyiiToRS
per 90 days) ;
L (0.16667 acarbose Tier 2
triamcinolone . QL (0. mialitol Tier 2
acetonide dental [, M per 1 0
days) PRECOSE Tier3 |PA
triamcinolone AMYLINOMIMETICS
acetonid'e injeCtion Tier 1 SYMLINPEN 120 Tier 2
suspension 40 mg/mi ;
- ol SYMLINPEN 60 Tier 2
riamcinolone :
acetonide nasal TErs i ANDROGENS
triamcinolone ANDROGEL Tier3 |PA
acetonide topical Tier3 |PA danazol Tier 1
aerosol FORTESTA Tier3 |PA
t”aTC'T‘dO'Ot”e_ | o NATESTO Tier3 |PA
acetonide topica ier :
cream P TESTIM Tier3 |PA
triamcinolone testosterone Tier 1
acetonide topical Tier 2 Cypionate
lotion testosterone Tiera  |PA
triamcinolone transdermal gel
acetonide topical Tier 2 testosterone
ointment transdermal gel in
TRIANEX Tier3 |PA metered-dose pump | i3 |pp
10 mg/0.5 gram
TRIDERM TOPICAL Tier 2 /actuation, 12.5 mg/

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
testosterone ANDROGEL Tier3 |PA
transdermal gel in _ ARANELLE (28) Tier 1
metered-dose pump Tier2 |PA :
20.25 mg/1.25 gram AVIANE Tier 1
(1.62 %) BRIELLYN Tier 1
testosterone CAMILA Tier 1
transdermal gel in Tier3 |PA CRYSELLE (28) Tier 1
packet ;
CYCLAFEM 1/35 (28) | Tier1
testosterone
transdermal solution . CYCLAFEM 71717 Tier 1
: Tier3 |PA (28)
in metered pump
w/app danazol Tier 1
VOGELXO Tier3 |PA DASETTA 1/35 (28) Tier 1
ANTIDIABETIC DASETTA 7/717 (28) Tier 1
|\A/|(|33ECNET|_S|_'ANEOUS DEBLITANE Tier 1
. ELINEST Tier 1
colesevelam Tier3 |PA oL 3 rings
WELCHOL Tier3 |PA ELURYNG Tier 1 per 84 days)
AMVIESVROIGENS ENPRESSE Tier 1
anastrozole Tier 1 ERRIN Tier 1
ARIMIDEX Tier 1 etonogestrel-ethinyl Tier1 |QL(8rings
AROMASIN Tier 1 estradiol per 84 days)
exemestane Tier 1 FALMINA (28) Tier 1
FEMARA Tier 1 FORTESTA Tier3 |PA
KISQALI FEMARA Tier 1 HEATHER Tier 1
CO-PACK INTROVALE Tier 1
letrozole Tier 1 JENCYCLA Tier 1
éNT'GONADTROP'N JUNEL 1/20 (21) Tier 1
ALYACEN 1/35 (28 Tier 1 KURVELO (28) Tier 1
ier :
ALYACEN 7/7/7( 28) mo— LARIN 1.5/30 (21) Tier 1
ier :
(28) LARIN 1/20 (21) Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
LEENA 28 Tier 1 PA; QL (28
LEVONEST (28) Tier 1 ORILISSA ORAL Tier 2 EaAyg)e'rAng
athi TABLET 150 MG )
Ie\ioné)rgestrel ethinyl Tier 1 (Min 18
estra Years)
'('ZC;B\)’\"OGESTREL Tier 1 ORILISSA ORAL oo gaAyg;?r fodt
TABLET 200 MG =)
LUTERA (28) Tier 1 g('V“” 1)8
ears
MARLISSA (28) Tier 1
ORTHO-NOVUM 1/35 :
MICROGESTIN Tier 1 (28) Tier1
1.5/30 (21) ;
PA QL (28 PHILITH Tier 1
EA per 28 PIRMELLA Tier 1
MYFEMBREE Tier 2 |days); AGE PORTIA 28 Tier 1
g{'\gg‘r ;)8 QUASENSE Tier 1
MYZILRA ey SETLAKIN Tier 1
SHAROBEL Tier 1
NATESTO Tier3 |PA :
NORA-BE Tier 1 SRONYX Tler 1
. TESTIM Tier3 |PA
norethindrone Tier 1
(contraceptive) 5?%?2:2”6 Tier 1
norethindrone ac-eth
estradiol oral tablet 1- |  Tier 1 testosterone Tier3 |PA
20 mg-mcg transdermal gel
NORTREL 0.5/35 (28)| Tier 1 testosterone
- transdermal gel in
NORTREL 1/35 (28) | Tier1 metered-dose pump | .5 |0,
ORGOVYX Tier 1 10 mg/0.5 gram
PA: QL (56 /actuation, 12.5 mg/
EA per 28 1.25 gram (1 %)
ORIAHNN Tier 2 |days); AGE
(Min 18
Years)
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Tier 1 = MCO Covered (This drug is covered)

Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
testosterone : PA; QL (4
transdermal gel in ggf#]:alcet oral tablet Tier 1 |tablets per 1
metered-dose pump Tier2 |PA 9 day)
(1.62 %) AGENTS
testosterone _ methimazole oral Tier 1
transdermal gel in Tier3 |PA tablet 10 mg, 5 mg
packet : : :
propylthiouracil Tier 1
testosterone :
transdermal solution Tiera |Pa TAPAZOLE Tier1
in metered pump BIGUANIDES
w/app ACTOPLUS MET Tier3 |PA
TRIVORA (28) Tier1 alogliptin-metformin Tier3 |PA
VOGELXO Tier 3 PA dapagliflozin-
VYFEMLA (28) Tier 1 metformin oral tablet,
WERA (28) Tier 1 ir - er, biphasic 24hr Tier3 |PA
L9 H 10-1,000 mg, 5-1,000
XULANE Tier1 |Qt (@ patches) g
per 84 dayss) — . :
QL (9 patches glipizide-metformin Tier3 |PA
ZAFEMY Tierl | er 84pdays) GLUMETZA Tier3 |PA
ANTIHYPOGLYCEMI glyburide-metformin Tier 2
C AGENTS, INVOKAMET Tier3 |PA
MISCELLANEOUS INVOKAMET XR Tier3 |PA
diazoxide Tier 3 PA PA: QL (2
PROGLYCEM Tier 2 JANUMET Tier 2 |tablets per 1
ANTIPARATHYROID day)
AGENTS JANUMET XR Tier2 |PA
calcitonin (salmon) Tier 2 JENTADUETO Tier2 |PA
nasal JENTADUETO XR Tier 2
cinacalcet oral tablet . PA; QL (2 KAZANO Tier3 |PA
Tier 1 |tablets per 1 :
30 mg, 60 mg day) KOMBIGLYZE XR Tier3 |PA
linagliptin-metformin Tier3 [PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
m?tft;)rmln oral Tier3  |PA CONTRACEPTIVES |
solution AFTERA Tier 1
metformin oral tablet . ALYACEN 1/35 (28) Tier 1
1,000 mg, 500 mg, Tier 2 :
850 mg ALYACEN 7/7/7 (28) | Tier1
metformin oral tablet Tiers  |pa APRI Tier 1
625 mg, 750 mg ARANELLE (28) Tier 1
metformin oral tablet AVIANE Tier 1
ﬁxtended release 24 Tier 2 AZURETTE (28) Tier 1
r
- BLISOVI 24 FE Tier 1
metformin oral tablet
extended release Tier3 [PA BLISOVI FE 1.5/30 Tier 1
(28)
24hr
metformin oral BLISOVI FE 1/20 (28) Tier 1
tablet,er Tier3 |PA BRIELLYN Tier 1
gast.retention 24 hr CAMILA Tier 1
ﬁig?f'(i)tfrﬁﬁlne' Tiera  |pPA CAZIANT (28) Tier 1
RIOMET Tior 3 oA CRYSELLE (28) Tier 1
ier :
RIOMET ER Tora IpA CYCLAFEM 1/35 (28) Tier 1
ier
- 5 - CYCLAFEM 771717 .
saxagliptin-metformin | Tier3 |PA (28) Tier1
SEGLUROMET JIEGSNN| PA DASETTA 1/35 (28) | Tier 1
fr:g?gfrﬂi“npof}gﬁablet Tiera  |PA DASETTA 7/7/7 (28) | Tier1
- — - : DEBLITANE Tier 1
sitagliptin-metformin Tier3 |PA
' desog- Tier 1
SYNJARDY Tier 2 e.estradiol/e.estradiol
SYNJARDY XR Tier2 |PA desogestrel-ethinyl Tior 1
TRIJARDY XR Tier3 |PA estradiol
XIGDUO XR Tier 2 drospirenone-ethinyl :
; estradiol Tier 1
ZITUVIMET Tier 3
ZITUVIMET XR Tier 3 ECONTRA EZ Tier1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ELINEST Tier 1 LEVONEST (28) Tier 1
ELLA Tier 1 levonorgestrel-ethinyl :
( estrad fer 1
. QL (3 rings
ELURYNG Terl | ersadays) | [LILLOW (28) Tier 1
EMOQUETTE Tier 1 LOESTRIN FE 1.5/30 :
28-DAY Tier 1
ENPRESSE Tier 1 (28-DAY)
ENSKYCE Tier 1 '(—%‘)’VOGESTRE'- Tier 1
ERRIN Tier 1 :
- LUTERA (28) Tier 1
ESTARYLLA Tier 1 _

: : MARLISSA (28) Tier 1
ethynodiol diac-eth ,
estradiol oral tablet 1- |  Tier 1 MIBELAS 24 FE Tier 1
50 mg-mcg MICROGESTIN ,

1.5/30 (21 Tier 1
etonogestrel-ethinyl Tier 1 QL (3 rings : (21)
estradiol per 84 days) MICROGESTIN FE .
1.5/30 (28 Tier 1

FALMINA (28) Tier 1 .5/30 (28)
HEATHER Tier 1 MICROGESTIN FE Tier 1

: 1/20 (28)
INTROVALE Tier 1 :

5 MONO-LINYAH Tier 1
ISIBLOOM Tier 1 _

- MY WAY Tier 1
JENCYCLA Tier 1 ,

: MYZILRA Tier 1
JULEBER Tier 1 :

- NIKKI (28) Tier 1
JUNEL 1/20 (21) Tier 1 -

5 NORA-BE Tier 1
JUNEL FE 1.5/30 (28)| Tier1l :

- noreth-ethinyl Tier 1
KELNOR 1/35 (28) Tier 1 estradiol-iron
KURVELO (28) Tier 1 norethindrone et
LARIN 1.5/30 (21) Tier 1 (contraceptive)
LARIN 1/20 (21) Tier 1 norethindrone ac-eth
LARIN FE 1.5/30 (28) | Tier 1 estradiol oral tablet 1- |  Tier 1

. 20 mg-mcg
LARIN FE 1/20 (28) Tier 1
LEENA 28 Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
norethindrone- TRI-LO-SPRINTEC Tier 1
e.estradiol-iron oral _ TRI-SPRINTEC (28) Tier 1
tablet 1 mg-20 mcg Tier 1 :
(21)/75 mg (7), 1 mg- TRIVORA (28) Tier 1
20 mcg (24)/75 mg (4) TRI-VYLIBRA LO Tier 1
norgestimate-ethinyl . VELIVET TRIPHASIC :
estradiol L REGIMEN (28) Ui &
NORTREL 0.5/35 (28)| Tier 1 VESTURA (28) Tier 1
NORTREL 1/35 (28) Tier 1 VYFEMLA (28) Tier 1
OPCICON ONE- : WERA (28) Tier 1
STEP Tier 1 oL .
: patches
OPILL Tier 1 XULANE Ter 1 per 84 dayss)
ORTHO-NOVUM 1/35 . : QL (9 patches
(28) Tier 1 ZAFEMY Tier 1 oer 84 days)
PHILITH Tier 1 ZARAH Tier 1
PIMTREA (28) Tier 1 ZOVIA 1/35E (28) Tier 1
PIRMELLA Tier 1 DIPEPTIDYL
PORTIA 28 Tier 1 PEPTIDASE-4(DPP-
; 4) INHIBITORS
QUASENSE Tier 1 - :
- alogliptin Tier3 |PA
RECLIPSEN (28) Tier 1 — : :
- alogliptin-metformin Tier3 |PA
SETLAKIN Tier 1 T :
. alogliptin-pioglitazone | Tier 3 |PA
SHAROBEL Tier 1 PA OL (@ ML
SPRINTEC (28) Tier 1 BRYNOVIN TIers  |her 1 day)
SRONYX Tier 1 dapagliflozin- o3 PA
TAKE ACTION Tier 1 saxagliptin
TARINA FE 1/20 (28) Tier 1 GLYXAMBI Tier3 |PA
TRI-ESTARYLLA Tier 1 PA; QL (2
TRI-LEGEST FE Tier 1 JANUMET Tier 2 tablets per 1
da
TRI-LINYAH Tier 1 : Y)
: JANUMET XR Tier2 |PA
TRI-LO-MARZIA Tier 1
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (1 ESTROGEN
JANUVIA Tier 2 |tablet per 1 AGONIST-
day) ANTAGONISTS
JENTADUETO Tier2 |PA EVISTA Tier3 [PA
JENTADUETO XR Tier 2 FARESTON Tier 1
KAZANO Tier3 |PA raloxifene Tier 2
KOMBIGLYZE XR Tier3 |PA SOLTAMOX Tier 1
linagliptin-metformin Tier3 |PA tamoxifen Tier 1
NESINA Tier3 |PA toremifene Tier 1
ONGLYZA Tier3 |PA ESTROGENS
OSENI Tier3 |PA ALYACEN 1/35 (28) Tier 1
QTERN Tier3 [PA ALYACEN 7/717 (28) Tier 1
saxagliptin Tier3 |PA ARANELLE (28) Tier 1
saxagliptin-metformin Tier3 |PA AVIANE Tier 1
sitagliptin Tier3 [PA BRIELLYN Tier 1
sitagliptin phos- ier3 |pA CRYSELLE (28) Tier 1
metformin oral tablet ier i
CYCLAFEM 1/35 (28) | Tier 1
sitagliptin phosphate Tier3 |PA CYCLAFEM 7/7/7 .
sitagliptin-metformin Tier3 |PA (28) Uls &
STEGLUJAN Tier3 |PA DASETTA 1/35 (28) Tier 1
PA; QL (1 DASETTA 7/7/7 (28) Tier 1
da
: ) ELINEST Tier 1
TRIJARDY XR Tier3 [PA oL (3 1ngs
ZITUVIMET Tier 3 ELURYNG Terl | oer 84 days)
estradiol oral Tier 1
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (8 patches| [LUTERA (28) Tier 1
estradiol transdermal Tier 1 |Per28dayss)| [MARLISSA (28) el
patch semiweekly AGE (Max 64 AGE (Max 62
Years) MENEST Tier1 |GoC (Max
ears)
QL (4 patches
estradiol transdermal Tier1 |Per 28 dayss); MICROGESTIN Tier 1
patch weekly AGE (Max 64 | |1-9/30 (21)
Years) PA; QL (28
estradiol vaginal Tiery |QL(42.5GM _ EA per 28
cream per 30 dayss) | |MYFEMBREE Tier 2 ?ﬁyi/ns)l, 8AGE
estradiol vaginal Tier 1 Years)
tablet .

: MYZILRA Tier 1
estradiol valerate
intramuscular oil 20 Tier 1 norethindrone ac-eth QL (11;abk.at
mg/ml, 40 mg/ml estradiol oral tablet Tier1 |[Perlday);

; AGE (Max 64
estradiol- Tier1 |AGE (Max 64 0.5-2.5 mg-mcg Years)
norethindrone acet Years) -

: . norethindrone ac-eth
etonogestrel-ethinyl Tieras |QL (8rings estradiol oral tablet 1- |  Tier 1
estradiol per 84 days) 20 mg-mcg
FALMINA (28) Tier1 norethindrone ac-eth
INTROVALE Tier 1 estradiol oral tablet 1- | Tier 1 ﬁSaErs()MaX 64
JUNEL 1/20 (21) Tier 1 5 mg-mcg
KURVELO (28) Tier 1 NORTREL 0.5/35 (28)| Tier 1
LARIN 1.5/30 (21) Tier 1 NORTREL 1/35 (28) Tier 1
LARIN 1/20 (21) Tier 1 FE’ﬁ:p(glr— 2(26
LEENA 28 Tier 1 ORIAHNN Tier2 |days); AGE
LEVONEST (28) Tier 1 (Min 18
levonorgestrel-ethinyl | ., Years)
estrad ORTHO-NOVUM 1/35 Tier 1
LILLOW (28) Tier 1 (28)
LOW-OGESTREL T PHILITH Tier 1
(28) PIRMELLA Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PORTIA 28 Tier 1 GLUCAGON (HCL) Tier3 |PAQL(BEA
OL (1 tablet EMERGENCY KIT per 1 Fill)
. per 1 day); GLUCAGON .
PREMARIN ORAL Terl TAGE (Max 64 | |[EMERGENCY KIT Tier 3 PeAr’ P'F'“(I)G EA
Years) (HUMAN) P
QL (1 tablet PA; QL (0.4
. per 1 day); GVOKE Tier 3 |ML per 30
PREMPHASE Tierl [LGE (Max 64 days)
Years) GVOKE HYPOPEN 1-
QL (1 tablet PACK QL (0.2
. per 1 day); SUBCUTANEOUS Tier 3 [syringes per
PREMPRO Terl  |AGE (Max 64 | |AUTO-INJECTOR 0.5 30 days)
Years) MG/0.1 ML
QUASENSE Tier 1 GVOKE HYPOPEN 1-
SETLAKIN Tier 1 PACK | QL (0.4
- SUBCUTANEOUS Tier 3 |syringes per
SRONYX Tier 1 AUTO-INJECTOR 1 30 days)
TRIVORA (28) Tier 1 MG/0.2 ML
VAGIFEM Tier 1 GVOKE HYPOPEN 2-
VYFEMLA (28) Tier 1 PACK | QL (0.2
- SUBCUTANEOUS Tier 3 |syringes per
WERA (28) Tier1 AUTO-INJECTOR 0.5 30 days)
SULANE Tier 1 QL (é)4pc?tches MG/0.1 ML
per 84 dayss) | [GyOKE HYPOPEN 2-
YUVAFEM Tier 1 PACK QL (0.4
_ QL (9 patches| |SUBCUTANEOUS Tier 3  |syringes per
ZAFEMY Tier1 per 84 days) I\AAL(JJS)-ZHI\JAJLECTOR 1 30 days)
GLYCOGENOLYTIC :
AGENTS GVOKE PFS 1-PACK
> Devi SYRINGE PA:; QL (0.4
BAQSIMI Tierza |QL( %e"'ces SUBCUTANEOUS Tier3 |syringes per
per 30 days) | |SyRINGE 1 MG/0.2 30 days)
GLUCAGEN : ML
HYPOKIT ULz

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
GVOKE PFS 2-PACK TRELSTAR
SYRINGE PA; QL (0.4 INTRAMUSCULAR Tier 1
SUBCUTANEOUS Tier 3  [syringes per SUSPENSION FOR
SYRINGE 1 MG/0.2 30 days) RECONSTITUTION
ML INCRETIN MIMETICS
EONOSE | Ter2 e G
BYDUREON BCISE Tier 3 |ML per 28
ZEGALOGUE Tier 2 days)
SYRINGE BYETTA
GONADOTROPINS SUBCUTANEOUS PA; QL (2.4
: MCG/DOSE(250 days)
ELIGARD (3 MONTH)| Tier 1 MCG/ML) 2.4 ML
ELIGARD (6 MONTH)| Tier 1 SUBCUTANEOUS PA; QL (1.2
leuprolide acetate (3 _ PEN INJECTOR 5 Tier2 |ML per 30
month) Tier 1 MCG/DOSE (250 days)
: MCG/ML) 1.2 ML
leuprolide Tier 1 .
subcutaneous kit PA; QL (15
ML per 30
LUPRON DEPOT (3 liraglutide Tier3 |days); AGE
MONTH) (Min 12
INTRAMUSCULAR Tier 1 Years)
SYRINGE KIT 22.5
LUPRON DEPOT (4 liraglutide (weight . ML per 30
MONTH) Tier 1 loss) Tier 3 days); AGE
(Min 12
LUPRON DEPOT (6 - Years)
ier 1
MONTH) . PA; QL (2 ML
LUPRON DEPOT MOUNJARO Tier3 |her 28 days)
INTRAMUSCULAR Tier 1 OZEMPIC Tior 2 PA; QL (3 ML
SYRINGE KIT 7.5 MG SUBCUTANEOUS ®"2 " |per 28 days)
LUTRATE DEPOT (3 Tier 1 : PA; QL (1 EA
MONTH) RYBELSUS Tier 3 oer 1 day)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (15 ZEPBOUND
ML per 28 SUBCUTANEOUS _
SAXENDA Tier3 |days); AGE | |SOLUTION 12.5 Tier 3 PeAr’ 2QaL d(az ';’;L
(Min 12 MG/0.5 ML, 15 b y
Years) MG/0.5 ML
PA; QL (15 INSULINS
SOLIQUA 100/33 Tier 3 |ML per 25
) ADMELOG | PA: OL (90
SOLOSTAR U-100 Tier3 |\ ver 1 fil
TRULICITY Tier 2 PA;Z%Ld(Z ML [INSULIN
per 28 days) | |ADMELOG U-100 Tier3 |PA QL (90
VICTOZA 2.PAK Tiera |PAQL(BML | |INSULIN LISPRO ML per 1 fill)
per 30 days) PA; QL (180
VICTOZA 3-PAK Tier 2 PA; QL (9 ML | |AFREZZA Tier 3 ca_rtrldges per
per 30 days) 1 fill)
PA; QL (3ML | |APIDRASOLOSTAR | L., |PA; QL (0
WEGOVY HD Tier 3 2%;'528&@% U-100 INSULIN ML per 1 fill)
(Min APIDRA U-100 Tiora |PAIQL (90
Years) INSULIN ML per 1 fill)
. AGE (Min 12
WEGOVY ORAL Tier 3 BASAGLAR :
Years) KWIKPEN U-100 Tier 3 E/ﬁ‘_’ %'; ﬁﬂl)
PA; QL (4 INSULIN P
Pens per 30 :
WEGOVY . | BASAGLAR TEMPO . PA; QL (90
SUBCUTANEOUS Tier 2 ?I\";I‘}’ns)i ZAGE PEN(U-100)INSLN TIer3 ML per 1 fill
|
Years) FIASP FLEXTOUCH | L. 5 |PA; QL (90
U-100 INSULIN ML per 1 fill)
PA; QL (15 _
XULTOPHY 100/3.6 | Tier3 |ML per 30 FIASP PENFILL U- Tiers |PA QL (90
days) 100 INSULIN ML per 1 fill)
ZEPBOUND Tiers |QL (24 ML FIASP PUMPCART | Tier3 l\P/”Ai; QL igg.”
KWIKPEN per 28 days) per 1 Fill
. FIASP U-100 . PA; QL (90
PA; QL (2 ML .
ZEPBOUND QL 2ML 1 SULIN TIer3 ML per 1 fill
SUBCUTANEOUS Tier3 |Per28days);
SEN INJECTOR AGE (Min 18 | [HUMALOG JUNIOR | —_ ., |QL(90ML
Years) KWIKPEN U-100 per 1 fill)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
HUMALOG HUMULIN R U-500 Tier 2 QL (90 ML
KWIKPEN INSULIN QL (90 ML (CONC) KWIKPEN per 1 fill)
SUBCUTANEOUS Tier 2 per 1 fill) insulin asp prt-insulin | ., |QL (90 ML
INSULIN PEN 100 aspart per 1 fill)
UNIT/ML L (90 ML
HUMALOG insulin aspart u-100 Tier 2 Ser(l fill)
KWIKPEN INSULIN PA; QL (90 ;
SUBCUTANEOUS Tier 3 ML’ per 1 fill) insulin degludec Tier 3 I\P/Ill‘\i QL igf(-)”
INSULIN PEN 200 per 1 fill
UNIT/ML (3 ML) insulin glargine u-300 Tier 3 PA; QL (90
HUMALOG MIX 50- Tier 2 conc ML per 1 fill)
50 KWIKPEN PA:; QL (90
HUMALOG MIX 75- _ PA: QL (90 insulin glargine-yfgn Tier3 |ML perl
Tier 3 ' : claim)
25 KWIKPEN ML per 1 fill)
HUMALOG MIX 75- . QL (90 ML insulin lispro Tiera |/ QL (90
25(U-100)INSULN Tier 2 per 1 fill) protamin-lispro ML per 1 fill)
HUMALOG TEMPO . QL (90 ML insulin lispro | QL (90 ML
PEN(U-100)INSULN Tier 2 per 1 fill sgtr)]cutaneous insulin | Tier 2 oer 1 fill
HUMALOG U-100 Tier 2 QL (90 ML p —
INSULIN per 1 fill insulin lispro . QL (90 ML
subcutaneous insulin Tier 2 er 1 fill)
HUMULIN 70/30 U- Tier2 |QL(90ML pen, half-unit P
100 INSULIN per 1 fill) insulin lispro
HUMULIN 70/30 U- Tier 2 QL (90 ML subcutaneous e Qelz_r (19%|I;/IL
100 KWIKPEN per 1 fill) solution P
HUMULIN N NPH Tier 2 |QL (90 ML LANTUS SOLOSTAR | ..., |QL (90 ML
INSULIN KWIKPEN per 1 fl”) U-100 INSULIN per 1 f|||)
HUMULINNNPHU- | L. 5 QL (90 ML LANTUS U-100 Tier 2 |QL (9O ML
100 INSULIN per 1 fill) INSULIN per 1 fill)
HUMULIN R
: L (90 ML
REGULAR U-100 Tier2 |QL (90 ML LEVEMIR FLEXPEN | Tier2 |2 (“.”
per 1 fill) per 1 fill)
INSULN
LEVEMIR
HUMULINR U-500 | .5 QL (90 ML FLEXTOUCH U100 | Tier2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
LEVEMIR U-100 Tiero | QL (90 ML NOVOLOG PENFILL | L., |QL(90ML
INSULIN per 1 fill) U-100 INSULIN per 1 fill)
LYUMJEV KWIKPEN | . |PA; QL (90 NOVOLOG U-100 Tier3 |PA QL (90
U-100 INSULIN ML per L fill) | [INSULIN ASPART ML per 1 fill)
LYUMJEV KWIKPEN | . o |PA; QL (90 REZVOGLAR Tier3 |PA QL(90
U-200 INSULIN ML per 11ill) | |KWIKPEN ML per 1 Fill)
LYUMJEV TEMPO . PA; QL (90 PA: QL (90
Tier 3 . SEMGLEE(INSULIN .
PEN(U-100)INSULN ML per 1 fill) GLARGINE-YFGN) Tier 3 Nlll‘. per 1
LYUMJEV U-100 Tiora |PA QL (90 claim)
INSULIN ML per 1fil) | |qeyar EEINSULIN s I\P/I,Ii\i; QL §90
MERILOG Tier 3 GLARG-YFGN)PEN et Clair‘r’sr
MERILOG - :
SOLOSTAR | PA; QL (15
SOLIQUA 100/33 Tier3 |ML per 25
NOVOLIN 70/30 U- . PA; QL (90 q
Tier 3 . ays)
100 INSULIN ML per 1 fill)
_ TOUJEO MAX U-300 | ..o [PA QL (90
NOVOLIN 70-30 Tiers |PAQL(0 1 IsoL0STAR ML per 1 fill)
FLEXPEN U-100 ML per 1 fill)
_ TOUJEO SOLOSTAR| .. o |PA; QL (90
NOVOLIN N Tierg |PA QL (90 U-300 INSULIN ML per 1 fill)
FLEXPEN ML per 1 fill)
_ TRESIBA Tier3 |PA QL (90
NOVOLIN N NPHU- | o 5 |PA; QL (90 1 1F) EXTOUCH U-100 ML per 1 fill)
100 INSULIN ML per 1 fill)
_ TRESIBA Tiers |PA QL (90
NOVOLIN R Tiera |PA QL(90 FLEXTOUCH U-200 ML per 1 fill)
FLEXPEN ML per 1 fill)
TRESIBA U-100 Tiera |PAIQL (90
NOVOLIN R _ PA: QL (90 INSULIN ML per 1 fill)
REGULAR U100 Tier3 |1 oer 1 fil _
INSULIN P , PA; QL (15
XULTOPHY 100/3.6 | Tier3 |ML per 30
NOVOLOG FLEXPEN| _. PA; QL (90 q
Tier 3 ) ays)
U-100 INSULIN ML per 1 fill)
_ INTERMEDIATE-
NOVOLOG MIX 70- Tier3 |PA QL (90 ACTING INSULINS
30 U-100 INSULN ML per 1 fill)
_ HUMALOG MIX 50- o
NOVOLOG MIX 70- Tier3 |PA QL (90 50 KWIKPEN
30FLEXPEN U-100 ML per 1 fill)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
HUMALOG MIX 75- Tiera |PAIQL (90 LONG-ACTING
25 KWIKPEN ML per 1 fill) | [INSULINS
HUMALOG MIX 75- . QL (90 ML BASAGLAR _
25(U-100)INSULN Ter2 1 ser 1 fill KWIKPEN U-100 Tier 3 |\P/|AL’ r% f’fﬂl)
HUMULIN 70/30 U- Tier s |QL (90 ML INSULIN
100 INSULIN per 1 fill) BASAGLAR TEMPO | . . |PA;QL (90
100 KWIKPEN €2 per 1 fill) o . PA; QL (90
insulin degludec Tier 3 )
HUMULIN N NPH Tiers |QL(90ML ML per 1 fill)
INSULIN KWIKPEN per 1 fill) insulin glargine u-300 Tier 3 PA; QL (90
HUMULINNNPHU- | . QL (90 ML conc ML per 1 fill
100 INSULIN per 1 fill) PA; QL (90
insulin asp prt-insulin _ QL (90 ML insulin glargine-yfgn Tier3 |ML perl
Tier 2 : claim)
aspart per 1 fill)
insulin lispro . PA; QL (90 LANTUS SOLOSTAR Tier 2 QL (99 ML
protamin-lispro Ters e per 1 fill) U-100 INSULIN per 1 fill)
NOVOLIN 70/30 U- Tiera |PAIQL (90 LANTUS U-100 Tierz |Q-(90ML
100 INSULIN ML per 1 fil) | [INSULIN per 1 fill
NOVOLIN 70-30 Tier3 |PA QL (90 LEVEMIR FLEXPEN | Tier2 |- (19?.”'\’”‘
FLEXPEN U-100 ML per 1 fill) per 1 fill)
NOVOLIN N . PA; QL (90 LEVEMIR ,
ELEXPEN Tiers v per 1 fill FLEXTOUCH U100 Tier 2
INSULIN
NOVOLINNNPHU- | L. o |PA;QL(90
100 INSULIN ML per 1 fill) | |LEVEMIRU-100 Tier2 |QL (90 ML
INSULIN per 1 fill)
NOVOLOG MIX 70- Tiera |PAIQL (90 _
30 U-100 INSULN ML per 1 fill) E\I/Evz|r\</F?§|\l|_AR Tier 3 |\P/”Ai, QL ﬁg_”)
er |
NOVOLOG MIX 70- Tiers |PAQL (90 _p
30FLEXPEN U-100 MLper1fil) | |SEMGLEE(NSULIN | — . |\P/||Ai’ % §90
GLARGINE-YFGN) P
claim)
SEMGLEE(INSULIN | . |\P/|'t; Q; igo
GLARG-YFGN)PEN P
claim)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (15 desmopressin nasal
SOLIQUA 100/33 Tier 3 |ML per 25 spray,non-aerosol 10 Tierl |PA
days) mcg/spray (0.1 ml)
TOUJEO MAX U-300 : PA; QL (90 : : QL (6 tablets
SOLOSTAR Tier 3 ML per 1 fill desmopressin oral Tier 1 oer 1 day)
TOUJEO SOLOSTAR Tier 3 PA; QL (90 GENOTROPIN Tier2 |PA
TRESIBA Tiora  |PAIQL (90 MINIQUICK LEF e
TRESIBA Tier 3 PA; QL (90 INJECTION Tier3 |PA
FLEXTOUCH U-200 ML per 1 fill) CARTRIDGE
TRESIBA U-100 Tier 3 PA; QL (90 PA; AGE
INSULIN ML per 1 fill) NGENLA Tier3 |[(Max 16
PA; QL (15 Years)
XULTOPHY 100/3.6 Tier 3 |ML per 30 NORDITROPIN Tier2  |PA
days) FLEXPRO
MEGLITINIDES mgglgﬁ)\lPlN AQ Tiers  |PA
nateglinide Tier 2
repaglinide Tier 2 OMNITROPE Tier 3 PA
e Theous
AGENTS i
_ RECON SOLN 4 MG, | 1er3 |PA
teriparatide Tier3 [PA SUBCUTANEOUS
TYMLOS Tier3 |PA CARTRIDGE 11 MG, | PA; AGE
: 13.3 MG, 3 MG, 3.6 Tier3 |(Max 16
YORVIPATH Tierl |PA MG, 4.3 MG, 5.2 MG Years)
PITUITARY 6.3 MG, 7.6 MG, 9.1
i MG
desmop_ressm nasal Tier1 |pA .
spray with pump SOGROYA Tier3 |PA
ZOMACTON Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PROGESTINS JENCYCLA Tier 1
ALYACEN 1/35 (28) Tier 1 JUNEL 1/20 (21) Tier 1
ALYACEN 7/7/7 (28) | Tier1 KURVELO (28) Tier 1
ARANELLE (28) Tier 1 LARIN 1.5/30 (21) Tier 1
AVIANE Tier 1 LARIN 1/20 (21) Tier 1
BRIELLYN Tier 1 LEENA 28 Tier 1
CAMILA Tier 1 LEVONEST (28) Tier 1
CRINONE Tier3 |PA levonorgestrel-ethinyl Tier 1
CRYSELLE (28) Tier 1 estrad
CYCLAFEM 1/35 (28)| Tier 1 LILLOW (28) Tier 1
CYCLAFEM 7/7/7 . LOW-OGESTREL Tier 1
28) Tier 1 (28)
DASETTA 1/35 (28) Tier 1 LUTERA (28) Tier 1
DASETTA 7/7/7 (28) | Tier1 MARLISSA (28) Tier 1
DEBLITANE Tier 1 medroxyprogesterone . QL (1 ML per
- intramuscular Tier 1 75 days)
ELINEST Tier 1 suspension y
i QL (3 rings medroxyprogesterone .
ELURYNG Tierl | g4 days) | | yprog Tier 2
ENPRESSE Tier 1 megestrol oral
ERRIN Tier 1 suspension 400
estradiol- Tier1 |AGE (Max 64 mg/10 ml (10 ml), 400 | Tier 2
norethindrone acet et Years) mg/10 ml (40 mg/mi),
; : 800 mg/20 ml (20 ml)
etonogestrel-ethinyl Tier 1 QL (3 rings
estradiol per 84 days) megestrol oral _
. suspension 625 mg/5 Tier3 |PA
HEATHER Tier 1 megestrol oral tablet Tier 1
hydroxyprogesterone Tier 1 MICROGESTIN Tior 1
caproate 1.5/30 (21)
INTROVALE Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (28 progesterone Tier3 |PA
_ EA Per 28 progesterone Tier 2
MYFEMBREE Tier 2 ((jl\ij)iéA\GE micronized oral
in
Years) PROMETRIUM Tier3 |PA
norethindrone . SETLAKIN Tier 1
(contraceptive) Ulsi SHAROBEL Tier 1
norethindrone acetate | Tier 2 SRONYX Tier 1
norethindrone ac-eth QeLr (11 (;Zbl)?t TRIVORA (28) Tfer !
estradiol oral tablet Tier 1 RGE (ng’ 64 VYFEMLA (28) Tier 1
0.5-2.5 mg-mcg Years) WERA (28) Tier 1
norethindrone ac-eth XULANE Tier1 QL (894p(;';1tches
estradiol oral tablet 1- |  Tier 1 per 84 dayss)
20 mg-mcg ZAFEMY Tier1 | Q- g’f;mhes
norethindrone ac-eth AGE (Max 64 per ays)
estradiol oral tablet 1- Tier 1 Years) RAPID-ACTING
5 mg-mcg INSULINS
NORTREL 0.5/35 (28)| Tier 1 ADMELOG PA: OL (90
NORTREL 1/35 (28) | Tier 1 SOLOSTAR U-100 TIers ML per 1 fill
INSULIN
PA; QL (56 :
EA per 28 ADMELOG U-100 Tier3 |PAIQL (90
(Min 18 PA; QL (180
Years) AFREZZA Tier 3 |cartridges per
ORTHO-NOVUM 1/35 . 1 il
(28) APIDRA SOLOSTAR Tier 3 PA; QL (90
: APIDRA U-100 : PA; QL (90
PIRMELLA Tier 1
: INSULIN TIer3 ML per 1 fill
PORTIA 28 Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
FIASP FLEXTOUCH . PA; QL (90 . , ) . QL (90 ML
U-100 INSULIN Tiers v per 16y | |Msulinaspartu-100 | Tier2 | o 5 gy
FIASP PENFILL U- Tier3 |PAIQL(90 insulin lispro Tier3 |PAIQL (90
100 INSULIN ML per 1 fill) protamin-lispro ML per 1 fill)
. PA; QL (90 insulin lispro
FIASP PUMPCART Tier3 ML per 1 Fill) subcutaneous insulin Tier 2 Sé_r (19%:;/”‘
FIASP U-100 Tier3 |PAIQL(90 pen
INSULIN ML per 1 fill) insulin lispro QL (90 ML
HUMALOG JUNIOR Tior QL (90 ML subcutaneogs insulin Tier 2 oer 1 fill
KWIKPEN U-100 per 1 fill) pen, half-unit
HUMALOG insulin lispro . OL (90 ML
KWIKPEN INSULIN QL (90 ML SUbC!JtaneOUS Tier 2 per 1 fl”)
SUBCUTANEOUS Tier2 | =t solution
INSULIN PEN 100 P LYUMJEV KWIKPEN Tier 3 PA; QL (90
UNIT/ML U-100 INSULIN ML per 1 fill)
HUMALOG LYUMJEV KWIKPEN Tier 3 PA; QL (90
KWIKPEN INSULIN PA: QL (90 U-200 INSULIN ML per 1 fill)
SUBCUTANEOUS Tier3 Iyl per1fiy | [LYUMJEV TEMPO Tiera  |PAQL (90
INSULIN PEN 200 PEN(U-100)INSULN ML per 1 fill)
UNIT/ML (3 ML)
LYUMJEV U-100 Tier 3 PA; QL (90
HUMALOG MIX 50- Tier 2 INSULIN ML per 1 fill)
50 KWIKPEN :
MERILOG Tier 3
HUMALOG MIX 75- Tier 3 PA; QL (90
25 KWIKPEN ML per 1fill) | |MERILOG Tier 3
SOLOSTAR
HUMALOG MIX 75- Tier 2 QL (90 ML :
25(U-100)INSULN per 1 fil NOVOLOG FLEXPEN| g 3 |PA: QL (90
U-100 INSULIN ML per 1 fill)
HUMALOG TEMPO Tier 2 QL (90 ML :
PEN(U-100)INSULN per 1 fill) NOVOLOG MIX 70- |y 5 |PA; QL (30
30 U-100 INSULN ML per 1 fill)
HUMALOG U-100 Tier 2 QL (90 ML :
INSULIN oer 1 fill NOVOLOG MIX 70- Tier3 |PAIQL (90
- . - . 30FLEXPEN U-100 ML per 1 fill)
insulin asp prt-insulin . QL (90 ML
Tier 2 - NOVOLOG PENFILL . QL (90 ML
aspart per 1 fill) Tier 2 s
U-100 INSULIN per 1 fill)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

NOVOLOG U-100 , PA; QL (90 dapagliflozin- .
INSULIN ASPART Ter3 vl per1iy | |saxagliptin R A
SHORT-ACTING FARXIGA Tier 2
INSULINS GLYXAMBI Tier3 |PA
HUMULIN 70/30 U- Tier 2 QL (90_ ML INPEEA Tier3 |PA
100 INSULIN per 1 fill) :

INVOKAMET Tier3 |PA
HUMULIN 70/30 U- Tier 2 QL (90 ML :
HUMULIN R oL (90 ML INVOKANA Tier3 |PA
REGULAR U-100 Tier 2 il JARDIANCE Tier 2
INSULN per 1 fill :

QTERN Tier3 |PA
HCUO'V'N%'-"I\‘NFS‘JJLFI\?O Tier2 |Q- (19?”'\/”- SEGLUROMET Tier3  |PA

er
(CONC) per 1 fi) STEGLATRO Tier3 |PA
HUMULIN R U-500 Tier 2 QL (90 ML :
(CONC) KWIKPEN per 1 fill) STEGLUJAN Tier3 |PA
NOVOLIN 70/30 U- Tiora  |PAIQL (90 SYNJARDY Tier 2
100 INSULIN ML per 1 fill) SYNJARDY XR Tier2 |PA
NOVOLIN 70-30 Tier 3 PA; QL (90 TRIJARDY XR Tier3 |PA
FLEXPEN U-100 ML per 1 fl||) XIGDUO XR Tier 2
NOVOLIN R Tier 3 PA; QL (90 SOMATOSTATIN
FLEXPEN ML per 1 fill) AGONISTS
NOVOLIN R :
_ PA; QL (90 _oqtreptlde acetate

:T\IESCL;JliII_I\AIR U100 Tiers L per 1 fill) injection solution .

1,000 mcg/ml, 100 Tierl |PA
SODIUM-GLUC mcg/ml, 200 mcg/ml,
COTRANSPORT 2 50 mcg/ml
(SGLT2) INHIB SOMATOTROPIN
dapagliflozin Tier3 |PA AGONISTS
dapagliflozin- INCRELEX Tierl [PA
metformin oral tablet, SULFONYLUREAS
ir - er, biphasic 24hr Tier3 |PA :
mg DUETACT Tier3 |PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

glimepiride oral tablet . ARMOUR THYROID Tier 1

1 > 4 Tier 2

mg, 2 Mg, = Mg CYTOMEL Tier 1
glipizide oral tablet 10 Tier 2 ERMEZA Tier 1
mg, 5 mg :

. levothyroxine
glipizide oral tablet _ intravenous recon Tier 1
extended release Tier 2 soln
24hr .

. : : levothyroxine
glipizide-metformin Tier3 |PA intravenous solution .
GLUCOTROL XL Tier3 |PA 100 mcg/ml, 20 Ter 1
glyburide Tier 2 mcg/ml
glyburide micronized Tier 2 levothyroxine oral

: : : capsule 100 mcg, 112
glyburide-metformin Tier 2 mcg, 125 mcg, 13

- ' ' Tier 1
pioglitazone- Tier3 |PA mcg, 137 mcg, 150
glimepiride mcg, 175 mcg, 200
THIAZOLIDINEDION mcg
ES levothyroxine oral :

i tablet LSS
ACTOPLUS MET Tier3 |PA
ACTOS Tier3 |PA LEVOXYL ORAL
— : TABLET 100 MCG,
alogliptin-pioglitazone | Tier3 |PA 112 MCG. 125 MCG
DUETACT Tier3 |PA 137 MCG, 150 MCG, Tier 1
OSENI Tier3 |PA 175 MCG, 200 MCG,

- : 25 MCG, 50 MCG, 75
pioglitazone Tier 2 MCG. 88 MCG
pioglitazone- Tier3 |PA liothyronine Tier 1
glimepiride _

oalitazone NP THYROID Tier 1
Fne?formin Tier3 |PA SYNTHROID Tier 1
THYROID AGENTS THYQUIDITY Tier 1
ADTHYZA ORAL
TABLET 130 MG, Tier 1
16.25 MG, 32.5 MG,

65 MG, 97.5 MG

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)

Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

TIROSINT ORAL ANTIMETABOLITES
CAPSULE 100 MCG, AUBAGIO Tier3 |PA
112 MCG, 125 MCG, — :
13 MCG, 137 MCG, Tier 1 cladribine Tier 1
150 MCG, 25 MCG, cladribine(multiple :
50 MCG, 75 MCG, 88 sclerosis) UIErE g
MCG

MAVENCLAD (10 Tiora |pA
TIROSINT-SOL TABLET PACK)
100 MCG/ML, 112 TABLET PACK) Tier3 |PA
MCG/ML, 125
MCG/ML, 13 MAVENCLAD (5 Tier3 |PA
MOG/ML. 137 TABLET PACK)
MCGI/ML, 150 . MAVENCLAD (6 .
MCG/ML, 175 UL TABLET PACK) UIErE g
MCG/ML, 200 MAVENCLAD (7 .
MCG/ML, 25 TABLET PACK) Tier3 —PA
MCGI/ML, 50

MAVENCLAD (8 .
MCGIML, 75 Tier3 |PA
MGG/ML. 88 TABLET PACK)
MCG/ML MAVENCLAD (9 .

Tier3 |PA
UNITHROID Tier 1 TABLET PACK) |
IMMUNOMODULAT teriflunomide Tier 2
ORY AGENTS ANTIMETABOLITES,
(90:00) IMMUNOSUPP
ST ACTD THERAPY MISC
POLYMERS AZASAN Tier 1
COPAXONE azathioprine Tier 1
SUBCUTANEOUS Tier 2 CELLCEPT Tier 1
SYRINGE 20 MG/ML CElLcpT _
COPAXONE INTRAVENOUS R
SUBCUTANEOUS Tier3 |PA :
SYRINGE 40 MG/ML IMURAN Tierl
glatiramer Tier3 |PA mycophenolate Tier 1
- mofetil

GLATOPA Tier3 |PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
mycophenolate Tier 1 tacrolimus oral Tier 1
mofetil (hcl) capsule
mycophenolate Tier 1 PA; QL (30
sodium tacrolimus topical Tier 2 GM per 30
MYEORTIC Tier 1 ointment 0.03 % dayss); AGE
(Min 2 Years)
CALCINEURIN :
INHIBITORS, MISC gﬁ/] QL (:fg
(90:28) tacrolimus topical . per
. : o Tier 2 |days); AGE
ASTAGRAF XL Tier 1 ointment 0.1 % (Min 16
PA; QL (60 Years)
CEQUA Tier 3 |ampules per PA; QL (120
30 days) . EA per 30
. VERKAZIA Tier 3 i
cyclosporine Tier 1 days); AGE
intravenous (Min 4 Years)
cyclosporine modified Tier 1 PA; QL (2 ML
_ PA: OL (60 : per 30 days);
cyclospor_lne Tier 3 amp(uglesf per VEVYE s AGE (Min 18
ophthalmic (eye) 30 days) Years)
i DISEASE-
cyclosporine oral .
capsule Tier 1 MODIFYING
. ANTIRHEUMAT
ENVARSUS XR Tier 1 DRUGS MISC
GENGRAF Tier 1 ENTYVIO Tier3 |PA
NEORAL Tier 1 ENTYVIO PEN Tier3 |PA
PROGRAF Tier 1 ORENCIA Tier3 |PA
QL (60 ORENCIA .
RESTASIS Tier 2 |ampules per CLICKJECT Tier3 [PA
30 days)
: DISEASE-
RESTASIS . PA/QL(.5 | |MODIFYING
MULTIDOSE Tier3 ML per 30 ANTIRHEUMATIC
days) DRUGS
SANDIMMUNE Tier1 AZULFIDINE Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PACK

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
AZULFIDINE EN- Tiera  |pA cyclophosphamide Tier 1
TABS oral
hydroxychloroquine Tier 1 everolimus :
. . Tier 1
JYLAMVO Tier 1 (antineoplastic)
methotrexate sodium | Tier 1 everolimus _ Tier 1
methotrexate sodium (immunosuppressive)
(pf) Tier 1 mercaptopurine Tier 1
RIABNI Tier 1 PURIXAN Tier 1
RITUXAN Tier 1 TORPENZ Tier 1
sulfasalazine Tier 2 ZORTRESS Tier 1
TREMEYA INTERFERONS
Tier3 |PA
INTRAVENOUS AVONEX QL (4 EA per
TREMEYA PEN INTRAMUSCULAR Tier 2 1 Fill)
SUBCUTANEOUS - PEN INJECTOR KIT
PEN INJECTOR 100 o AVONEX QL (4
MG/ML INTRAMUSCULAR Tier 2 |syringes per 1
TREXALL Tier 1 SYRINGE KIT fill)
XATMEP Tier 1 BETASERON Tier 2
FUMARATES PLEGRIDY Tier 3 PA
PA: QL (120 | |REBIF (WITH
BAFIERTAM Tier 3 |capsules per | |ALBUMIN) _
30 days) SUBCUTANEOUS Tier3 |PA
: . SYRINGE 22
dimethyl fumarate Tier 2 MCG/0.5 ML
VUMERITY Tier3 |PA ALBUMIN)
. PA; QL (0.25
IMMUNOMODULAT SUBCUTANEOUS Tier 3 ML per 1 day)
ORY AGENTS SYRINGE 44
(90:00) MCG/0.5 ML
AFINITOR Tier 1 REBIF REBIDOSE Tier3 |PA
AFINITOR DISPERZ | Tier 1 REBIF TITRATION Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
INTERLEUKIN IMULDOSA
INHIBITOR AGENTS, SUBCUTANEOUS Tier 3
MISC SYRINGE 90 MG/ML
XOLAIR . KEVZARA Tier 3 PA
. PA; AGE (Min
AUTO-INJECTOR -
PYZCHIVA Tier3 |PA
XOLAIR 5
SUBCUTANEOUS Tier3 |PA SELARSDI Tier3 |PA
RECON SOLN STELARA :
YOLAIR —| |INTRAVENOUS R A
SUBCUTANEOUS Tier 2 g@eg(fs)E (M [STEQEYMA
SYRINGE SUBCUTANEOUS Tier 2 PA
INTERLEUKIN- SYRINGE
MEDIATED TALTZ Tier 3 PA
AGENTS, MISC AUTOINJECTOR
ACTEMRA ACTPEN Tier 3 PA TALTZ
SUBCUTANEOUS PACK)
COSENTYX (2 Tior o TALTZ .
_ PACK)
COSENTYX PEN Tier 2 :
TALTZ SYRINGE Tier 3 PA
COSENTYX PEN (2 Tier 2 TYENNE
PENS i
) AUTOINJECTOR Tier3 |PA
COSENTYX Tier 2 VENNE
SUBCUTANEOUS i
SUBCUTANEOUS = A
COSENTYX . - _
UNOREADY PEN Tier 2 ustekinumab Tier 3 PA
IMULDOSA Tior 3 QL (1 Vial per ustekinumab-aauz Tier3 |PA
INTRAVENOUS 365 days) ustekinumab-aekn Tier3 |[PA
IMULDOSA ustekinumab-ttwe .
SUBCUTANEOUS Tiers |PA intravenous Tier3 1PA
SYRINGE 45 MG/0.5 ustekinumab-ttwe :
ML subcutaneous syringe R A

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)

Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
YESINTEK Tier 3 PA MONOCLONAL
JANUS KINASE ANTIBODIES (90:12)
INHIBITORS, PA; QL (1 ML
MISCELLANEQOUS per 4
: : ENSPRYNG Tier 1 |weekss); AGE
. PA; AGE (Min i '
CIBINQO Tier 3 12 Years) (Min 18
. Years)
OLUMIANT Tier 3 PA
: MTOR INHIBITORS,
RINVOQ Tier3 |PA MISCELLANEOUS
RINVOQ LQ Tier3 |PA . -
: HYFTOR Tier1 |LA AGE (Min
o . , PA; QL (10 6 Years)
tofacitinib oral solution| Tier 3 ML 14
perlday) | [RAPAMUNE Tier 1
tofacitinib oral tablet Tier 3 ggr; fg(lj_ag,z) EA | |sirolimus Tier 1
PA OL (1L EA PHOSPHODIESTER
tofacitinib oral tablet oL g ASE-4 INHIBITORS,
extended release 24 Tier3 |P )i MISC
hr 11 mg AGE (Min 18 OTEZLA Tier3 |PA
Years)
tofacitinib oral tablet PA: QL (1 EA OTEZLA STARTER
extended release 24 Tier 3 ' ORAL
per 1 day) TABLETS,DOSE .
hr 22 mg Tier3 |PA
_ PACK 10 MG (4)- 20
XELJANZ XR Tier3 |PA 20 MG (4)-30 MG (47)
MONOCARBOXYLIC . PA; QL (1 EA
ACID AMIDE OTEZLA XR Tiers  |her 1 day)
ACENTS OTEZLA XR PA; QL (41
leflunomide Tier1 | QL (Ltablet | TION R £/ per 365
per 1 day) days)
MONOCLONAL SPHINGOSINE 1-
ANTIBODIES (90:04) PHOSPHATE (S1P)
KESIMPTA PEN Tier 2 AGENTS
fingolimod Tier2 |PA
GILENYA Tier 3 PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
MAYZENT Tier3 |PA ABRILADA(CF) PEN Tier3 |PA
MAYZENT adalimumab-aacf Tier3 |PA
MAINT) AACF(CF) PEN Tier3 |PA
MAYZENT CROHNS
MAINT) AACF(CF) PEN PS- Tier3 |PA
PA; AGE (Min uv
PONVORY Tier 3 l%/|8a>\<(e5§rs and | [3dalimumab-aaty Tier3 |PA
Years) adalimumab-adaz _
: : subcutaneous pen Tier3 |PA
PA; AGE (Min | liniactor 40 mg/0.4 ml
PONVORY 14-DAY Tier 3 18 Years and -
STARTER PACK Max 55 adalimumab-adaz Tier3 |PA
Years) subcutaneous syringe
PAACEN] [Se e | rer
. 10 Years and ubcu u !
TASCENSO ODT Tier 3 Max 17 injector kit
Years) adalimumab-adbm
_ PA; AGE (Min s_ubcutaneous syringe| Tier3 |PA
ZEPOSIA Tier 3 18 Years) kit 10 mg/0.2 ml
ZEPOSIA STARTER | . . |PA; AGE (Min| |2dalimumab-adbm
KIT (28'DAY) 18 YearS) S.UbCUtaneOUS syringe .
: - kit 20 mg/0.4 ml, 40 Tier 2
ZEPOSIA STARTER | . o |PAJAGE (Min| |00 .4 mi. 40 mg/0.8
PACK (7-DAY) 18 Years) mi
Ueeis ADALIMUMAB-
SOSTILGIHSITOIRY ADBM(CF) PEN Tier 2
BLOCKERS, MISC CROHNS
TUMOR NECROSIS ADBM(CF) PEN PS- Tier 2
FACTOR uv
INHIBITORS, MISC
ABRILADA(CF) Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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PUSHTOUCH

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

adalimumab-fkjp HULIO(CF) PEN
subcutaneous pen Tier3 |PA SUBCUTANEOUS Tier3 |PA
injector kit PEN INJECTOR KIT
adalimumab-fkjp HULIO(CF)
subcutaneous syringe| Tier3 |PA SUBCUTANEOUS Tier3 |PA
kit SYRINGE KIT
adalimumab-ryvk HUMIRA PEN
subcutaneous auto- Tiera  |pA CROHNS-UC-HS
injector, kit 40 mg/0.4 START Tier 2 QL (2 Pens
mi SUBCUTANEOUS per 28 days)
adalimumab-ryvk PEN INJECTOR KIT
subcutaneous syringe| Tier3 |PA 40 MG/0.8 ML
kit HUMIRA PEN
AMJEVITA(CF) Tier3 |PA CROHNS-UC-HS

START Tiera | QL (4 EA per
AMJEVITA(CF) Tiera  |pA SUBCUTANEOUS 28 days)
AUTOINJECTOR PEN INJECTOR KIT
CYLTEZO(CF) Tier3 |PA 40 MG/0.8 ML
CYLTEZO(CF) PEN Tier3 |PA HUMIRA PEN
CYLTEZO(CF)PEN | L. o |pp CROHNS-UC-HS
CROHN'S-UC-HS START Tier 2 QL (4 Pens

SUBCUTANEOUS per 28 days)
CYLTEZO(CF) PEN | 1o 3 |pa PEN INJECTOR KIT
PSORIASIS-UV 40 MG/0.8 ML
ENBREL Tier 2 HUMIRA PEN PSOR-| ., |QL (4 Pens
ENBREL MINI Tier 2 UVEITS-ADOL HS per 28 days)
ENBREL Tier 2 HUMIRA PEN
SURECLICK SUBCUTANEOUS Tier 2 QL (4 EA per
HADLIMA Tier 3 PA PEN INJECTOR KIT 28 days)

4 .
HADLIMA . 0 MG/0.8 ML
PUSHTOUCH Tiers |PA HUMIRA PEN

: SUBCUTANEOUS . QL (4 Pens

HADLIMA(CF) Tier3 |PA PEN INJECTORKIT | €2 |per 28 days)
HADLIMA(CF) Tiera  |pA 40 MG/0.8 ML

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)




MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
HUMIRA HUMIRA(CF) PEN
SUBCUTANEOUS Tiers |QL(4EAper | |SUBCUTANEOUS Tiern |QL(4Pens
SYRINGE KIT 40 28 days) PEN INJECTOR KIT per 28 days)
MG/0.8 ML 40 MG/0.4 ML
HUMIRA HUMIRA(CF) PEN
SUBCUTANEOUS Tiers |QL (4Pens SUBCUTANEOUS Tiers |QL(2EAper
SYRINGE KIT 40 per 28 days) | |PEN INJECTOR KIT 28 days)
MG/0.8 ML 80 MG/0.8 ML
HUMIRA(CF) PEDI HUMIRA(CF) PEN
CROHNS STARTER OL 2 EAper | |SUBCUTANEOUS Tiera |QL (2 Pens
SUBCUTANEOUS Tier2 |53 dove) PEN INJECTOR KIT per 28 days)
SYRINGE KIT 80 80 MG/0.8 ML
MG/0.8 ML HUMIRA(CF)
HUMIRA(CF) PEDI SUBCUTANEOUS oL (2 Pens
CROHNS STARTER oL (2 Pens SYRINGE KIT 10 Tier2 |~ %8 daye)
SUBCUTANEOUS Tier2 | s daye) | [MG/O1ML, 20
SYRINGE KIT 80 P y MG/0.2 ML
HUMIRA(CF) PEDI SUBCUTANEOUS Tiero  |QL (2 EA per
CROHNS STARTER SYRINGE KIT 20 28 days)
SUBCUTANEOUS S MG/0.2 ML
SYRINGE KIT 80 HUMIRA(CF)
MG/0.8 ML-40 SUBCUTANEOUS . QL (4 EA per
MG/0.4 ML SYRINGE KIT 40 Tier2 158 days)
HUMIRA(CF) PEDI MG/0.4 ML
CROHNS STARTER | HUMIRA(CF)
SUBCUTANEOUS Tier2 |QL(LKitper | |syBCUTANEOUS . QL (4 Pens
SYRINGE KIT 80 365 days) SYRINGE KIT 40 TIer2 | er 28 days)
MG/0.4 ML
: HYRIMOZ PEN

HUMIRA(CF) PEN . L (1 Kit per
PSOR-U\(/-A)DOL Hs | Tler2 3(?65(days)p HYRIMOZ PEN :

PSORIASIS Tier3 |PA

STARTER

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
HYRIMOZ(CF) Tier3 |PA LOCAL
HYRIMOZ(CF) PEDI | s |4 ANESTHETICS
CROHN STARTER LOCAL
HYRIMOZ(CF) PEN | Tier3 |PA ANESTHETICS
; ASPERCREME
IDACIO(CF Tier3 |PA
(CF) (LIDOCAINE HCL) Tier 1 Qé-r gg‘zf';"s)
CROHN-UC STARTR
IDACIO(CF) PEN ASPERCREME QL (30
PSORIAESIS) START | T1ers |PA (LIDOCAINE) Tier 1 |patches per
TOPICAL ADHESIVE 30 days)
IDACIO(CF) PEN PATCH,MEDICATED y
SUBCUTANEOUS Tier3 |PA lidocaine hcl topical Tiery |QL(85GM
PEN INJECTOR KIT cream 3 % per 30 days)
SIMLANDI(CF) — RELIEF TOPICAL e e
AUTOINJECTOR ADHESIVE go i S)p
SIMPONI Tier3 |PA PATCH,MEDICATED ’
SIMPONI ARIA Tier3 |PA lidocaine topical QL (30
- adhesive Tier 1 |patches per
YUFLYMA(CF) Tier3 |PA patch,medicated 4 % 30 days)
YUFLYMA(CF) Al Tier3 |PA lidocaine topical PA; QL (3
CROHN'S-UC-HS adhesive Tier 1 |patches per 1
YUFLYMA(CF) . patch,medicated 5 % day)
AUTOINJECTOR Tiers —|PA
lidocaine topical Tier 1 QL (100 GM
YUSIMRY(CF) PEN Tier3 |PA ointment per 30 days)
- PA; AGE (Min| |lidocaine-prilocaine : QL (1 GM per
ZYMFENTRA Llsis 18 Years) topical cream fer 1 1 day)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
MISCELLANEOUS indomethacin oral Tiera  |pA
THERAPEUTIC suspension
AGENTS MITIGARE Tier3 |PA
S Plal NAPRELAN CR Tier 3 |PA
REDUCTASE NAPROSYN ORAL
INHIBITORS (92:04 '
(2:08) SUSPENSION Tier3 |PA
AVODART Tier3 |PA abroxen oral
dutasteride Tier 2 suSpension Tier3 |PA
dutasteride- Tier3 |PA naproxen oral tablet Tier 2
tamsulosin
: : naproxen oral
finasteride oral tablet | ..., tablet,delayed release| Tier3 |PA
5 mg (dr/ec)
PROSCAR Tiers |PA naproxen sodiumoral | .
ANTIGOUT AGENTS capsule
ALL DAY PAIN . naproxen sodium oral :
RELIEF UlerZ tablet 220 mg Ultelr 2
ALL DAY RELIEF Tier 2 naproxen sodium oral
allopurinol Tier 2 tablet 275 mg, 550 Tier3 |PA
m
colchicine oral . g .
capsule Tier3 |PA naproxen sodium oral
— - tablet, er multiphase Tier3 |PA
colchicine oral tablet Tier 2 24 hr 375 mg, 500 mg
COLCRYS Tier3 |PA i
. naproxen Tier3 |PA
EC-NAPROXEN Tier3 |PA esomeprazole
febuxostat Tier 2 probenecid Tier 2
GLOPERBA Tier3 |PA probenecid-colchicine | Tier 2
INDOCIN ORAL Tier3 |PA sumatriptan-naproxen| Tier3 |PA
indomethacin oral Tier 2 TREXIMET Tier3 |PA
capsule ULORIC Tier3 |PA
indomethacin oral _ VIMOVO Tier3 |PA
capsule, extended Tier3 |PA
release

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)
Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)
PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)
AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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day)

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
ZYLOPRIM ORAL . QL (0.15
TABLET 100 MG s g alendronate oral Tier2 |tablets per 1
tablet 70 mg d
ANTISENSE ays)
OLIGONUCLEOTIDE PA; QL (4
S ATELVIA Tier 3 |tablets per 30
PA; QL (540 dayss)
sodium oxybate Tier 1 ML pgr 30 BINOSTO Tier3 |PA
days); AGE
- BONIVA Tier3 |PA
(Min 7 Years) | |\NTRAVENOUS
PA; QL (540 :
_ ML per 30 BONIVA ORAL Tierg |PA QL(0.04
XYWAV Tier 1 _ EA per 1 day)
days); AGE .
(Min 7 Years) calcitonin (salmon) Tier 2
nasal
BONE ANABOLIC X
BONSITY Tier3 |PA estradiol oral Tier 1 éSaEr;)Max 64
FORTEO Tier2 |PA
X X - QL (8 patches
teriparatide Tiers |PA estradiol transdermal | .., |per 28 dayss);
TYMLOS Tier3 |PA patch semiweekly AGE (Max 64
BONE RESORPTION Years)
INHIBITORS QL (4 patches
ACTONEL ORAL Tior 3 PA; QL (4 EA estrz?]dlol trslnsdermal Tier 1 ,Fz\erZSMdaySGSA?;
TABLET 150 MG per 28 days) | |Patch weexly (Max
PA OL (4 Years)
ACTONEL ORAL . ' diol inal _ L (42.5 GM
Tier 3 |tablets per 28 | |€Stradiol vagina QL (42.
TABLET 35 MG dayss) P cream LS per 30 dayss)
alendronate oral : estradiol vaginal il
solution L= A tablet
alendronate oral _ estradiol valerate
tablet 10 mg, 5 mg Tier 2 intramuscular oil 20 Tier 1
' mg/ml, 40 mg/ml
alendronate oral QL (0.15 tradiol AGE (Max 64
Tier 2 |tablets per 1 estradiol- i ax
tablet 35 mg P norethindrone acet R Years)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)

161



SENSITIVE

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
EVISTA Tier3 |PA DENTAGEL Tier 1
FoSAWAKORAL | p g |PROEOIS | flotde otk | g
TABLET 70 MG g P g
ays) QL (4 ML per
PA; QL (0.15 fluoride (sodium) oral Tier1 |t day); AGE
FOSAMAX PLUS D Tier 3 |tablets per 1 drops (Max 16
days) Years)
PA; QL (0.04 QL (1 tablet
ibandronate oral Tier 3 |tablet per 1 fluoride (sodium) oral Tier1 |Per 1 day);
days) tablet,chewable AGE (Max 16
Years)
norethindrone ac-eth QL (1 tablgt
. . per 1 day); QL (1 tablet
estradiol oral tablet Tier 1 AGE (Max 64 oer 1 day);
0.5-2.5 mg-mcg Years) LUDENT FLUORIDE Tier 1 AGE (Max 16
norethindrone ac-eth Years)
estradiol oral tablet 1- | Tier 1 '\A(‘S;S()Max 64 QL (2 ML per
5 mg-mcg MULTI-VIT WITH Tier 1 |Lday); AGE
raloxifene Tier 2 FLUORIDE-IRON (Max 12
: Years)
risedronate oral tablet Tiera  |pA L (2 ML
150 mg, 30 mg, 5 mg MULTI-VITAMIN ?dé N AGpEer
sed . | tablet PA; QL (4 WITH FLUORIDE Tier 1 (Ma>2/1’2
nsedronate oraltablel | rier 3 |tablets per 28 | |ORAL DROPS v
35 mg ears)
dayss)
: : MULTI-VITAMIN
risedronate oral - PA; QL (4 WITH FLUORIDE
tablet,delayed release| Tier 3 |tablets per 30 | |oRrAL Tier1 |QL (1 tablet
(drfec) dayss) TABLET,CHEWABLE per 1 day)
VAGIFEM Tier 1 0.25 MG
YUVAFEM Tier 1 \I\//IV%JTLJII;\(IL'JI'Q:\Q/IIIDI\IE OL (1 tablet
CARIOSTATIC _ er 1 day);
AGENTS ORAL Tier 1 QGE (ng’ 15
: TABLET,CHEWABLE Years)
DENTA 5000 PLUS Tier 1 0.5 MG, 1 MG
DENTA 5000 PLUS .
Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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200 MG

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 EA per . PA; AGE (Min
MULTIVITAMINS Tier1 |1day); AGE VELSIPITY Tiers 118 vears)
WITH FLUORIDE (Max 12 OTHER
Years) MISCELLANEOUS
QL (1 tablet THERAPEUTIC
. 1 day); AGENTS
MVC-FLUORIDE Tier1 [P¥ '
Years) . . . EA per 30
SE Tier 1 glutamine (sickle cell) Tier 1 days): AGE
SF 5000 PLUS Tier 1 (Min 5 Years)
SODIUM FLUORIDE | L. REZUROCK Tier1
5000 PLUS XPHOZAH Tier3 |PA
QL (2 drops PROTECTIVE
TRI-VITAMIN WITH Tier1 |Pe' 1 day); AGENTS
FLUORIDE AGE (Max 12 adapalene topical gel Tier 1 QL (45 GM
Years) 0.1% per 30 days)
LA G2 oL 2 pe | oL a5 o
. 1 day); AGE adapalene topical gel Tier1 |Per 30 days);
MG FLUOR. (0.55 Years) Years)
MG)/ML :
AMPYRA Tier3 |PA
IMMUNOMODULAT :
ORY AGENTS PA; QL (2
: - tablets per 1
hydroxychloroquine Tier 1 dalfampridine Tior 1 day); AGE
lenalidomide Tier 1 P (Min 18 Years
POMALYST Tier 1 and Max 70
. Years)
REVLIMID Tier 1
DIFFERIN TOPICAL Tier 1 QL (45 GM
THALOMID ORAL . GEL 0.1 % per 30 days)
CAPSULE 100 MG, Tierl |PA
50 MG
THALOMID ORAL
CAPSULE 150 MG, Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/
Limits
NONHORMONAL
CONTRACEPTIVES
NONHORMONAL
CONTRACEPTIVES
AIMSCO LATEX Tier 1 cQoLn((jlc;ris er
CONDOM P
1 day)
CAYA CONTOURED Tier 1
CONDOMS-PREM Tier 1 QL (1.2EA
LUBRICATED per 1 day)
QL (1.2
FANTASY CONDOM Tierl |condoms per
1 day)
FC2 FEMALE Tier 1 SoLn((:llo.ris er
CONDOM P
1 day)
FEMCAP Tier 1
KIMONO QL (1.2
CONDOMS(NON- Tier1 |condoms per
LUBRICATED) 1 day)
KIMONO MAXX Tiery |QL(L.2EA
CONDOMS per 1 day)
KIMONO QL (1.2
MICROTHIN AQUA Tier1 |condoms per
LUBE CON 1 day)
KIMONO QL (1.2
MICROTHIN Tierl |condoms per
CONDOMS 1 day)
KIMONO QL (1.2
MICROTHIN LARGE Tier 1 |condoms per
CONDOMS 1 day)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/
Limits
KIMONO TEXTURED Tier 1 cQoLn((jlerT]s er
CONDOMS P
1 day)
. QL (180 GM
PHEXXI Tier 1 per 30 days)
TRUSTEX LATEX Tier 1 cQoLn((jlerT]s er
CONDOM P
1 day)
TRUSTEX QL (1.2
LUBRICATED Tier 1 |condoms per
CONDOMS 1 day)
TRUSTEX NON-LUB Tier 1 cQoLn((jlo.rzns er
CONDOMS P
1 day)
TRUSTEX-RIA Tier 1 cQoLnfjlo.ris er
LUB/SPERMICIDE P
1 day)
TRUSTEX-RIA NON- Tier 1 cQoLn((jlerT]s er
LUB CONDOMS P
1 day)
WIDE-SEAL Tier 1
DIAPHRAGM 60
WIDE-SEAL -
DIAPHRAGM 65
WIDE-SEAL Tier 1
DIAPHRAGM 70
WIDE-SEAL Tier 1
DIAPHRAGM 75
WIDE-SEAL Tier 1
DIAPHRAGM 80
WIDE-SEAL Tier 1

DIAPHRAGM 85

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
WIDE-SEAL . . PA; QL (4 EA
DIAPHRAGM 90 Ut s NEFFY Tiers I her 1 Filly
WIDE-SEAL Tier 1 ANTICHOLINERGIC
DIAPHRAGM 95 AGENTS
OXYTOCICS (RESPIR.TRACT)
OXYTOCICS ANORO ELLIPTA Tierz |Qb (3 Inhalers
per 90 days)
QL (28 tablets atropine ophthalmic
. . per 180 days); : : Tier 1
methylergonovine oral| Tier 1 AGE (Min 12 (eye) drops 1 %
Years) atropine ophthalmic Tier 1
RESPIRATORY (eye) ointment
TRACT AGENTS ATROVENT HEA Tier 2 QL (9630|r(1jhalers
ALPHA AND BETA per 90 days)
ADRENERGIC PA; QL (3
AGONIST(RESPR) E\E\égSSgHERE Tier 3 |Inhalers per
AUVI-Q Tier 3 |injectors per 1 PA; QL (32.1
Fill) 225?;;'HERE Tier3 |GM per 90
- eonrine infec QL4 days)
Zﬂltgiﬁ'erl:rt‘srmjec 'on Tier 2 |injectors per 1| |[COMBIVENT Tier 2 QL (5 Inhalers
) fill) RESPIMAT per 90 days)
QL (4 DUAKLIR PRESSAIR| Tier3 |[PA
EPIPEN Tier2 Jinjectors per 1| I41vcopyrrolate oral : AGE (Max 12
fill) . Tier 1
solution Years)
QL (4 lycopyrrolate oral :
EPIPEN 2-PAK Tier 2 |injectors per 1 ?aéetp{ mg, 2 mg Tier1
fill :
) hyoscyamine sulfate Tier 1 AGE (Max 64
) QL (4 oral Years)
EPIPEN JR Tier 2 |injectors per 1 :
- hyoscyamine sulfate , AGE (Max 64
fill) i Tier 1
oL (@ sublingual Years)
EPIPEN JR 2-PAK Tier 2 |injectors per 1| |INCRUSE ELLIPTA Tier 2 |QL (3 Inhalers
per 90 days)

fill)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ipratropium bromide ANTITUSSIVES
inhalation hfa aerosol | Tier3 |PA acetaminophen- _ AGE (Min 12
inhaler - Tier 2
codeine Years)
ipratropium bromide Tier 2 butalbital-acetaminop-| . 5 |PA; AGE (Min
inhalation solution caf-cod ler 12 Years)
ipratropium-albuterol Tier 2 QL (180
LONHALA MAGNAIR Tier3 |PA tablets per 30
REFILL codeine sulfate Tier 2 |days); AGE
LONHALA MAGNAIR | . (Min 12
STARTER Tier3 |PA Years)
FIORICET WITH . PA; AGE (Min
. AGE (Max 64 '
OSCIMIN SR Tier 1 Years() CODEINE TIers 115 Years)
: CORTICOSTEROIDS
SPIRIVA RESPIMAT | Tierz |Qb(2inhalert | o 0 R TORY
per 90 days)
TRACT)
SPIRIVA WITH QL (30 24 HOUR NASAL
Tier 2 |capsule per Tier3 |PA
HANDIHALER 30 days) ALLERGY
- : L (3 Inhalers
- QL (3inhalers| |ADVAIR DISKUS Tier2 |9
STIOLTO RESPIMAT | Tier2 |~ 6 jave) per 90 days)
PA;QL(30 | |ADVAIR HFA Tierz | QL (3 fnhalers
tiotropium bromide Tier 3 |capsule per per 90 days)
30 days) PA; QL (3
AIRDUO DIGIHALER Tier 3 |inhaler per 90
. QL (3 Inhalers
TRELEGY ELLIPTA Tier 2 per 90 days) days)
PA; QL (3
TUDORZA . AIRDUO - -
Tier3 |PA
PRESSAIR RESPICLICK Ter3 g‘;ﬂg per 90
PA; QL (3 :
umeclidinium Tier 3 |Inhalers per , PA; QL (64.2
90 days) AIRSUPRA Tier 3 CIGall\/lsr;er 90
umeclidinium- - PA; QL (3 ALLERGY RELIEF .
vilanterol Tier 3 |Inhalers per FLUTICASONE Tier3 |PA
90 days) ( )
YUPELRI Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA: QL (6 ASMANEX
ALVESCO Tier 3 |Inhalers per TWISTHALER
90 days) INHALATION QL (1 inhaler
AEROSOL POWDR . per 30 days);
SI,QGI\TF? A Tier 3 |PA BREATH TIer2 |AGE (Max 11
ACTIVATED 110 Years)
ARNUITY ELLIPTA MGG/ ACTUATION
INHALATION (30)
BLISTER WITH
DEVICE 100 Tier 2 ASMANEX
MCG/ACTUATION, TWISTHALER
200 INHALATION
MCG/ACTUATION AEROSOL POWDR
BREATH
ARNUITY ELLIPTA ACTIVATED 220 oL (L inhaler
INHALATION . AGE (Max 11 MCG/ ACTUATION Tier 2 30 d
BLISTER WITH Tier 2 YearS) (120), 220 MCG/ per ayS)
DEVICE 50 ACTUATION (14),
MCG/ACTUATION 290 MCG/
ASMANEX HFA ACTUATION (30),
INHALATION HFA 220 MCG/
?OEOROSOL INHALER QL@ nhaters AC'II'UATIOfII\I (_60) |
MCG/ACTUATION. per 90 days) azelastine-fluticasone T!er 3 |PA
200 BECONASE AQ Tier3 |PA
MCG/ACTUATION BREO ELLIPTA
ASMANEX HFA QL (3 Inhalers| [INHALATION PA; QL (180
INHALATION HFA | o 5 |per 90 days), | |BHISTER WITH Tier3 |blisters per 90
AEROSOL INHALER AGE (Max 12 - days)
50 MCG/ACTUATION Years) MCG/DOSE, 200-25
MCG/DOSE
BREO ELLIPTA
INHALATION PA; QL (180
BLISTER WITH Tier 3 |EA per 90
DEVICE 50-25 days)
MCG/DOSE

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



220
MCG/ACTUATION

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
PA; QL (61.8 FLOVENT HFA
BREYNA Tier 3 |GM per 90 INHALATION HFA Tier 2 QL (31.8 GM
days) AEROSOL INHALER per 90 days)
budesonide nasal Tier3 |PA 44 MCG/ACTUATION
: flunisolide Tier3 |PA
budesonide- . PA; QL (6 :
Tier 3 |Inhalers per . PA; QL (180
formoterol fluticasone furoate- . .
90 days) . Tier 3 |blisters per 90
vilanterol d
CHILDREN'S ays)
FLONASE ALLERGY Tier3 |PA fluticasone propionate
RLF inhalation blister with Tier3 |PA
DULERA device
INHALATION HFA fluticasone propionate PA: QL (36
AEROSOL INHALER . inhalation hfa aerosol . ;
. QL (6 inhalers| |. Tier2 |GM per 90
100-5 Tier 2 er 90 days) inhaler 110 days)
MCG/ACTUATION, P y mcg/actuation y
200-5 fluticasone propionate
MCG/ACTUATION inhalation hfa aerosol : PA, QL (72
: Tier2 |GM per 90
DULERA QL (6 inhalers inhaler 220 days)
INHALATION HFA Ser 90 days). | [ meg/actuation y
AEROSOL INHALER | Tier2 |~ (Max 11 | |fluticasone propionate _
50-5 ) . PA; QL (31.8
Years) inhalation hfa aerosol :
MCG/ACTUATION - Tier2  |GM per 90
inhaler 44 days)
DYMISTA Tier3 |PA mcg/actuation y
FLOVENT DISKUS Tier3 |PA fluticasone propionate Tier 2
FLOVENT HFA hasal
INHALATION HFA fluticasone propion- .
AEROSOL INHALER | Tier2 |Q(36GM salmeterol inhalation | PA; QL (3
110 per 90 days) aerosol powdr breath Tier 3 |inhaler per 90
MCG/ACTUATION activated dayss)
FLOVENT HFA fluticasone propion- PA; QL (180
INHALATION HFA OL (72 GM salmeterol inhalation Tier 3 |blisters per 90
AEROSOL INHALER Tier 2 blister with device dayss)
per 90 days)

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)

168




lotion

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
fluticasone propion- PA; QL (36 triamcinolone
salmeterol inhalation Tier3 |GM per 90 acetonide topical Tier 2
hfa aerosol inhaler days) ointment
KENALOG Tier 1 TRIANEX Tier3 |PA
INJECTION TRIDERM TOPICAL | .,
KENALOG TOPICAL Tier3 |PA CREAM 0.1 %
mometasone topical Tier 2 PA; QL (180
ays
nystatin-triamcinolone | Tier 2 : y
- XHANCE Tier3 |PA
QNASL Tier3 [PA
: DUAL
. QL (6 Inhalers| |ASE INHIBITOR
SYMBICORT Tier 2 per 90 days) (48:34)
. QL (3 Inhalers PA; QL (150
TRELEGY ELLIPTA Tier 2 per 90 days) ML per 30
iamcinolone QL (0.16667 OHTUVAYRE Tier 1 days); AGE
tonide dental Tierl |GM per 1 (Min 18
acetoniae aenta dayS) Years)
triamcinolone FIRST GENERATION
acetonide injection Tier 1 ANTIHIST.(RESPIR
suspension 40 mg/mi TRACT)
triamcinolone _ ALLER-CHLOR Tier 1
acetonide nasal UISS) AGE (Max 64
ALLER-G-TIME Tier 1
triamcinolone Years)
acetonide topical Tier3 |PA ALLERGY
aerosol (CHLORPHENIRAMI Tier 1
triamcinolone NE)
acetonide topical Tier 2 ALLERGY 4-HOUR Tier 1
cream ALLERGY RELIEF Tier 1
triamcinolone (CLEMASTINE)
acetonide topical Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ALLERGY diphenhydramine hcl Tier 1 AGE (Max 64
RELIEF(CHLORPHE Tier 1 injection syringe Years)
NIRAMN) diphenhydramine hcl Tier 1 AGE (Max 64
ALLERGY oral capsule Years)
RELIEF(DIPHENHYD | L. . |AGE (Max 64 | [gishenhydramine hcl e
RAN”N) ORAL Years) oral |IC]UId ler
TABLET :
_ PHARBECHLOR Tier 1
ALLERGY-TIME Tier 1 :
AGE (Min 2
BANOPHEN ORAL Tier 1 AGE (Max 64 _ _ Years and
TABLET Years) promethazine oral Tier 1 Max 64
carbinoxamine . Years)
oo Tier 1
maleate oral liquid WAL-FINATE Tier 1
carbinoxamine INTERLEUKIN
maleate oral tablet 4 Tier 1 ANTAGONISTS
mg :
. : PA; AGE (Min
chlorpheniramine Tier 1 FASENRA PEN Tier2 1o Years)
maleate oral tablet NUCALA
chlorpheniramine SUBCUTANEOUS | Tier3 |Hh:AGE(Min
maleate oral tablet Tier 1 AUTO-INJECTOR 6 Years)
extended release
_ NUCALA
CHLORTABS Tier 1 SUBCUTANEOUS Tier3 |PA; AGE (Min
CHLOR-TRIMETON Tier 1 SYRINGE 100 6 Years)
cyproheptadine oral . AGE (Max 64 | |MG/ML
Tier 1
syrup Years) NUCALA PA: AGE
cyproheptadine oral Tier 1 AGE (Max 64 SUBCUTANEOUS Tier 3 (M(—:lX 11
tablet Years) SYRINGE 40 MG/0.4 Years
ML )
DAYHIST ALLERGY Tier 1 TEZSPIRE
dimenhydrinate oral Tier 1 SUBCUTANEOUS Tiers |PA AGE (Min
diphenhydramine hcl PEN INJECTOR 12 Years)
iniaction solution 50 Tier 1 AGE (Max 64
| Je/C ||0 Solutio er YearS) LEUKOTRIENE
mg/m MODIFIERS
ACCOLATE Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
montelukast oral , PA; AGE cromolyn oral Tier 1
. Tier 3
granules in packet (Max 5 Years)| [GASTROCROM Tier 1
montelukast oral Tier 2 NASALCROM Tier 1
tablet
MUCOLYTIC
montelukast oral Tier 2 AGE (Max 5 AGENTS
tablet,chewable 4 mg Years) - :
acetylcysteine Tier 1
montelukast oral Tier 2 |AGE (Max 14 :
tablet,chewable 5 mg Years) PULMOZYME Tier 1 P':r’ ?cll_a(l) EA
SINGULAIR ORAL PA: AGE P y
GRANULES IN Tier3 |\ s vears) PHOSPHODIESTER
PACKET ASE TYPE 4
PA OL (1 INHIBITORS
SINGULAIR ORAL - | DALIRESP Tier3 |PA
TABLET Tier 3 |tablet per 1
day) roflumilast Tier2 |PA
SINGULAIR ORAL PA: AGE ZORYVE TOPICAL Tier 1 PA; AGE (Min
TABLET,CHEWABLE | Tier 3 ' CREAM 0.05 % 2 Years)
4 MG (Max 5 Years)
ZORYVE TOPICAL PA: AGE (Min
SINGULAIR ORAL PA; AGE CREAM 0.15 %, 0.3 Tier 1 6 Y,ears)
TABLET,CHEWABLE | Tier3 |(Max 14 %
5 MG Years) ZORYVE TOPICAL Tier1 |PA AGE (Min
PA; QL (2 FOAM 9 Years)
zafirlukast Tier 3 Tablets per 1 PHOSPHODIESTER
day) ASE-5 INHIBITORS
zileuton Tier3 |PA (RESPIR)
ZYFLO Tier3 |PA ADCIRCA Tier3 |PA
MAST-CELL ALYQ Tier2 |PA
SUA ISR LIQREV Tier3 |PA
ALOCRIL Tier3 |PA REVATIO ORAL Tier3 |PA
ALOMIDE Tier 3 PA sildenafil
cromolyn nasal Tier 1 (pulm.hypertension) Tier2 |PA
: oral
cromolyn ophthalmic Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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TABLET 10 MG
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
tadalafil (pulm. Tier2 |Pa ALLERGY RELIEF
hypertension) (LORATADINE) Tier 2
PROSTACYCLIN & ORAL SOLUTION
PROSTACYCLIN ALLERGY RELIEF
DERIVATIVES (LORATADINE) Tier 2
VENTAVIS Tier2 |PA ORAL TABLET
RESPIRATORY ALLERGY RELIEF
TRACT AGENTS, (LORATADINE) |
MISCELLANEOUS ORAL Uit 2
: TABLET,DISINTEGR
PA;QL (560 | |ATING 10 MG
capsules per ; . :
BRONCHITOL Tier 1 28 days); azelastine-fluticasone Tier 3 PA
AGE (Min 18 cetirizine oral solution Tier 2
Years) 1 mg/mi
SECOND cetirizine oral solution :
GENERATION 5 mg/5 ml Tiers —|PA
ANTIHIST(RESPIR cetirizine oral tablet Tier 2
TRACT) —
cetirizine oral Tiers  |PA
24HR ALLERGY Tier 2 tablet,chewable
RELIEF
CHILD ALLERGY Tier 2
ALL DAY ALLERGY _ RELF(CETIRIZINE)
(CETIRIZINE) ORAL Tier 2 :
SOLUTION CHILDREN'S _
ALLERGY Tier 2
ALL DAY ALLERGY RELIEF(FEX)
(CETIRIZINE) ORAL Tier 2 :
TABLET CHILDREN'S
- ALLERGY Tier 2
ALLERGY RELIEF SOLUTION
CAPSULE ALLERGY(CETIRIZIN|  Tier 2
ALLERGY RELIEF E)
(CETIRIZINE) ORAL Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CHILDREN'S loratadine oral Tier 2
CETIRIZINE ORAL Tier 2 tablet,chewable
SOLUTION ZERVIATE Tier3 |PA
CHILDREN'S _ SELECT.BETA-2-
TABLET,CHEWABLE AGONIST(RESPIR)
CHILDREN'S :
Tier 2 : QL (3 Inhalers
LORATADINE ADVAIR DISKUS Tier 2 per 90 days)
CHILD'S ALL DAY :
Tier 2 : QL (3 Inhalers
ALLERGY(CETIR) ADVAIR HFA Tier 2 per 90 days)
CLARNEXORAL | rigrg |pa PA QL (3
AIRDUO DIGIHALER Tier 3 |inhaler per 90
?;bsigratadlne oral Tiers  |PA days)

: : AIRDUO | PA; QL (3
desloratadine oral PA; AGE RESPICLICK Tier 3 |inhaler per 90
tablet,disintegrating Tier3 |(Max 11 dayss)
desloratadine oral AIRSUPRA Tier3 |GM per 90
tablet,disintegrating 5 Tier3 |PA days)
mg albuterol sulfate PA; QL (6
DYMISTA Tier3 |PA inhalation hfa aerosol Tier 3 |inhalers per
fexofenadine Tier 2 inhaler 90 days)
levocetirizine oral Tier3  |pA albuterol sulfate ,
solution mhalqﬂon solution for Tier 2

- nebulization
levocetirizine oral Tier 2 (3 Inhal
tablet ANORO ELLIPTA Tier2 | QL (3 Inhalers
: per 90 days)
loratadine oral Tier3 |PA :
capsule arformoterol Tier3 |PA
loratadine oral . BEVESP] . PA; QL (3
: Tier 2
solution AEROSPHERE Tier 3 |Inhalers per
; - 90 days)
loratadine oral tablet Tier 2

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)

Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
BREO ELLIPTA DULERA QL (6 inhalers
INHALATION PA: QL (180 INHALATION HFA er 90 days);
BLISTER WITH Tier3 |plcters cer 90| |AEROSOL INHALER | Tier 2 QGE (Ma}(’ i
DEVICE 100-25 days) P 50-5 Years)
MCG/DOSE, 200-25 y MCG/ACTUATION
MCG/DOSE _ PA: QL (180
BREO ELLIPTA I/'i‘fgﬁf‘esrg?e furoate- Tier 3 |blisters per 90
INHALATION PA; QL (180 days)
BLISTER WITH Tier 3 |EA per 90 fluticasone propion-
DEVICE 50-25 days) salmeterol inhalation Tier 3 Eﬁal(glr_ (2r 90
MCG/DOSE aerosol powdr breath dayss) P
PA; QL (61.8 activated y
BREYNA Tier3 |GM per 90 fluticasone propion- PA; QL (180
days) salmeterol inhalation Tier 3 |blisters per 90
BREZTRI ers CP;':\/l QL (93021 blister with device dayss)
AEROSPHERE — J per fluticasone propion- PA; QL (36
ays) salmeterol inhalation Tier 3 |GM per 90
BROVANA Tier3 |PA hfa aerosol inhaler days)
budesonide- fors :DAh IQL (6 formoterol fumarate Tier3 |PA
formoterol ler nhalers per ipratropium-albuterol Tier 2
90 days) :
levalbuterol hcl Tier3 |PA
COMBIVENT Tier2 |QL (5 Inhalers :
RESPIMAT per 90 days) | PA; QL (6
- levalbuterol tartrate Tier 3 |inhalers per
DUAKLIR PRESSAIR | Tier3 |PA 90 days)
DULERA PERFOROMIST Tier3 |PA
INHALATION HFA :
AEROSOL INHALER . _ PA; QL (3
100-5 Tier 2 |QL (6inhalers| |PROAIR DIGIHALER | Tier3 [inhaler per 90
MCG/ACTUATION, per 90 days) days)
200-5 PA; QL (3
MCG/ACTUATION ;E(S)QIIELICK Tier 3 |inhaler per 90
days)
SEREVENT DISKUS | Tier2 |Qb (3 inhaler
per 90 days)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
STIOLTO RESPIMAT | Tier2 | QL (3 inhalers PA; QL (1 EA
per 90 days) : per 1 day);
OPSYNVI Tier 3 AGE (Min 18
STRIVERDI Tiora |pA (Min
RESPIMAT Years)
RENITRAM Tier3 |PA
. QL (6 Inhalers O
SYMBICORT Tier2 | jero0days) | |ORENITRAM
terbutaline oral Tier 1 MONTH 1 Tier3 |PA
L (3 Inhal TITRATION KT
TRELEGY ELLIPTA | Tier2 |Q-@Inhalers F e ™
per 90 days) _
PA OL (3 MONTH 2 Tier3 |PA
umeclidinium- . QL ( TITRATION KT
. Tier 3 |Inhalers per
vilanterol 90 days) ORENITRAM
L (6 inhal MONTH 3 Tier3 |PA
VENTOLIN HFA Tier2 | QL (Binhalers|prRATION KT
per 90 days) PA: AGE (Min
. : i
_ pA; QL (180 TADLIQ Tier 3 18 Years)
WIXELA INHUB Tier 3 |blisters per 90 TRACLEER ORAL
days '
QLy(; inhalers TABLET bl
XOPENEX HFA Tier 2 per 90 days) TRACLEER ORAL
TABLET FOR Tier3 |PA
NAPODILATING SUSPENSION
TRACT) TYVASO DPI
ADEMPAS Tier2 |PA INHALATION
; . CARTRIDGE WITH
ambrisentan Tier2 |PA INHALER 16 MCG,
bosentan oral tablet Tier3 |PA 16 MCG (112)- 32 Tier3 |PA
LETAIRIS Tier3 |PA MCG (84), 16(112)-
: ) 32(112) -48(28) MCG,
macitentan Tier3 |PA 32 MCG, 32-48 MCG,
OPSUMIT Tier2 |PA 48 MCG, 64 MCG
TYVASO
INSTITUTIONAL Tier2 |PA
START KIT

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

TYVASO REFILL KIT Tier2 |PA brimonidine
KIT Tier2 |PA drops 0.1 %, 0.15 %
VASODILATING brimonidine |
AGENTS, MISC ophthalmic (eye) Tier 2
(4848) drops 0.2 %
UPTRAVI ORAL brimonidine topical Tier2 |PA
TABLET 1,000 MCG, MIRVASO Tier2 |PA
1,200 MCG, 1,400 Tier2 |PA ALLYLAMINES
MCG, 1,600 MCG, (SKIN AND MUCOUS
200 MCG, 400 MCG, MEMBRANE)
600 MCG, 800 MCG - :

naftifine Tier3 |PA
UPTRAVI ORAL
TABLETS,DOSE Tier2 |PA NAFTIN TOPICAL Tier3  |PA
PACK CREAM 2 %
XANTHINE cN;,EETIN TOPICAL Tiers  |PA
DERIVATIVES
theophylline oral elixir | Tier 1 terbinafine hel oral Tier 2 Selz_r (18?}”'[)ablets
theophylline oral Tier 1 — - _
solution ler terbinafine hcl topical Tier 1
theophylline oral ANTIBACTERlALS
tablet extended Tier 1 (84:04)
release 12 hr ACANYA TOPICAL :

Tier3 |PA

theophylline oral GEL WITH PUMP
tablet extended Tier 1 bacitracin topical Tier 1
release 24 hr bacitracin zinc Tier 1
SKIN AND MUCOUS bismuth subcit k- Tiers |pa
MEMBRANE metronidz-tcn
AGENTS :

CABTREO Tier3 |PA
ADRENERGIC :
AGONISTS CENTANY Tier3 |PA
ALPHAGAN P Tier3 |PA CENTANY AT Tier3 |PA
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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oral tablet 100 mg
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

tablet

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CLEOCIN VAGINAL : doxycycline
CREAM s g monohydrate oral Tier 1
CLEOCIN VAGINAL . capsule 100 mg, 50
SUPPOSITORY Tier2 mg
clindamycin hcl Tier 1 doxycycline
monohydrate oral Tier 1
CLINDAMYCIN Tier 1 AGE (Max 12 suspension for
PEDIATRIC Years) reconstitution
clindamycin L (180 ML doxycycline
phosphate topical Tier 1 Ser (30 dayss) monohydrate oral Tier 1
solution tablet 100 mg, 50 mg
clindamycin
phosphate topical Tier 1 EAEBEE?FOO ORAL Tier3 |PA
swab ;

: : E.E.S. GRANULES Tier3 |PA
clindamycin . :
phosphate vaginal Tier 2 ERYPED 200 Tier3 |PA
clindamycin-benzoyl Tior 2 ERYPED 400 Tier3 |PA
peroxide topical gel ERY-TAB Tier3 |PA
clindamycin-benzoyl ERYTHROCIN (AS
peroxide topical gel Tiera  |pA STEARATE) ORAL Tier 2
with pump 1.2 %(1 % TABLET 250 MG
base) -3.75 % erythromycin
clindamycin-benzoyl ethylsuccinate oral
peroxide topical gel Tier 2 suspension for Tier 2
with pump 1-5 %, 1.2- reconstitution 200
25% mg/5 ml
CLINDESSE Tier 2 erythromycin
dapsone oral Tier 1 ethylsuccinate oral

; suspension for Tier3 |PA
doxycycline hyclate _ reconstitution 400
oral capsule 100 mg, Tier 1 mg/5 ml
50 mg :
: erythromycin
doxycycline hyclate Tier 1 ethylsuccinate oral Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
erythromycm Tier 2 metronidazole topical Tier 1
ophthalmic (eye) cream
erythromycin oral Tier3 |PA metronidazole topical .
— 10.75 % Tier 1
erythromycin with gelvb./o %
ethanol topical Tier 1 metronidazole vaginal
solution gel 0.75 % (37.5mg/5 Tier 2
erythromycin-benzoyl | . gram)
. ler 1 . .
peroxide metronidazole vaginal
— gram)
gentamicin : :
ophthalmic (eye) Tier 1 minocycline oral Tier 1
drops capsule
gentamicin topical Tier 1 mupirocin Tier 2
levofloxacin mupirocin calcium Tier3 |PA
ophthalmic (eye) Tier3 |PA neomycin Tier 2
drops 0.5 % neomycin-bacitracin- Tier 1
levofloxacin oral Tier 2 polymyxin
solution neomycin-polymyxin e
levofloxacin oral tablet . QL (28 EA per| |b-dexameth
250 mg, 500 Tierz Iy
mg, mg ) neomycin-polymyxin- | 4
levofloxacin oral tablet Tier 2 QL (14 EA per| |gramicidin
750 mg 1 fill) neomycin-polymyxin- | .,
PA; QL (400 hc otic (ear)
days) :
: NEUAC KIT Tier3 |PA
metronidazole oral Tiers  |PA :
capsule NUVESSA Tier 2
metronidazole oral ™ ONEXTON Tier3 |PA
tablet 125 mg polymyxin b sulf- Tier 1
metronidazole oral trimethoprim
tablet 250 mg, 500 Tier 2 PYLERA Tier 2
mg TRIPLE ANTIBIOTIC | Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
VANDAZOLE Tier3 |PA LIDOCAINE PAIN
SA AGE (Min| |RELIEF TOPICAL | QL (30
XACIATO Tier 3 , (Min ADHESIVE Tier1 |patches per
12 Years) 30 days)
PATCH,MEDICATED
PA; QL (60 : : :
XEPI Tier 3 GM per 30 lidocaine topical QL (30
days) adhesive Tier 1 |patches per
ANTIPROLIFERANT patch,medicated 4 % 30 days)
S lidocaine topical PA; QL (3
- adhesive Tier 1 |patches per 1
ADRUCIL Tier 1 patch,medicated 5 % day)
bexarotene Tier 1 lidocaine topical Tier1 | QL (100GM
CARAC Tier 1 ointment per 30 days)
EFUDEX TOPICAL . lidocaine-prilocaine : QL (1 GM per
CREAM UL topical cream UIEElr 2 1 day)
fluorouracil Tier 1 phenazopyridine oral
imiquimod topical ) tablet 100 mg, 200 Tier 1
. Tier 1 mg
cream in packet 5 %
TARGRETIN Tier 1 ANTIVIRALS (SKIN
: AND MUCOUS
ﬁmgfgléilglcs acyclovir oral Tier 2
ANESTHETICS 32’3?" topical Tier2 |PA
ASPERCREME : .
(LIDOCAINE HCL) Tier 1 Qe"r (;535?5) acyclovir topical Tier 2
TOPICAL CREAM P y ointment
(LIDOCAINE) : docosanol Tier 1
Tier 1 |patches per
TOPICAL ADHESIVE Ay :
enciclovir Tier3 |PA
PATCH,MEDICATED 30 days) & :
- : : XERESE Tier3 |PA
lidocaine hcl topical . QL (85 GM :
cream 3 % Tier 1 per 30 days) ZOVIRAX TOPICAL Tier 3 |PA
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

foam

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
ASTRINGENTS ANTIFUNGAL
(84:12) (MICONAZOLE) Tier 2
BEvESP] | PA: QL (3 TOPICAL CREAM
AEROSPHERE Tier 3 |Inhalers per ATHLETE'S FOOT
90 days) (CLOTRIMAZOLE) Tier 2
glycopyrrolate oral Tier 1 AGE (Max 12 TOPICAL CREAM
solution Years) CLOTRIMAZOLE 3 Tier 1
glycopyrrolate oral Tier 1 DAY
tablet 1 mg, 2 mg clotrimazole mucous Tier 2
LONHALAMAGNAIR | o 2 |pa membrane
REFILL clotrimazole topical Tier 2
LONHALA MAGNAIR Tiera  |pA clotrimazole vaginal Tier 1
STARTER CLOTRIMAZOLE-3 Tier 1
ASTRINGENTS, CLOTRIMAZOLE-7 Tier 1
ANTI-INFECTIVE ,
- clotrimazole-
chlorhexidine _ betamethasone Tier 2
gluconate mucous Tier 1 topical cream
membrane
clotrimazole-
PAROEX ORAL Tier 1 betamethasone Tier3 |PA
RINSE topical lotion
selenium sulfide . :
econazole nitrate :
topical lotion Ul & topical cream Tier 2
silver sulfadiazine Tier 1 ERTACZO Tier3 |PA
SSD Tier1 EXTINA Tier3 |PA
AZOLES (SKIN AND : PA: AGE (Min
MUCOUS JUBLIA Tier 3 6 Y,ears) (
MEMBRANE
3-DAY VAGIIEIAL = ketoconazole oral Tier 2
- ier
ketoconazole topical :
ANTIFUNGAL : cream Tier 2
(CLOTRIMAZOLE) Tier2 o < tooical
etoconazole topica Tiera  |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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APPL, CREAM

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

ketoconazole topical Tier 2 MICONAZOLE-3 Tier 1
shampoo VAGINAL KIT
KETODAN Tier3 |PA MICONAZOLE-7 Tier 1
KETODAN KIT Tier3 |PA MICOTRIN AC Tier3 |PA
LASOLEX Tier3 |PA MONISTAT 3
LOTRIMIN AF VAGINAL COMB Tier 1
(CLOTRIMAZOLE) Tier3 |PA PACK,PREFILL
TOPICAL CREAM APPL, CREAM
luliconazole Tier3 |PA MONISTAT 3 Tier 1

: VAGINAL KIT
LUZU Tier3 |PA :

: : MONISTAT 7 Tier 1
miconazole nitrate Tier 2 _
topical cream MYCOZYL AC Tier3 |PA
miconazole nitrate ORAVIG Tiers |PA
topical solution with Tier 2 oxiconazole Tier3 |PA
applicator OXISTAT Tier3 |PA
mlcpnazole hitrate terconazole vaginal Tier 1
vaginal cc_)mb Tier 1 cream
pack,prefill appl, :
cream . PA; AGE

: pr VUSION Tier3 |(Max 16
miconazole nitrate Tier 1 Years)
vaginal cream

: : BASIC LOTIONS
mlcpnazole nltrgte Tier 1 AND LINIMENTS
vaginal suppository :

: : ammonium lactate Tier 1 QL (225 GM
miconazole nitrate- Tier3 |PA topical lotion per 30 dayss)
zinc ox-pet

BASIC OINTMENTS
MICONAZOLE-3 AND
EREF|L,CREAM,W|P Tier 1 PROTECTANTS

ammonium lactate Tier 1 QL (140 GM
MICONAZOLE-3 topical cream per 30 dayss)
VAGINAL COMB Tier 1 PA: AGE (Mi
PACK,PREFILL calcipotriene scalp Tier 1 ’ (Min

2 Years)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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per 90 days)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
calcipotriene topical Tier 1 PA; AGE (Min ADVAIR HEA Tier 2 QL (3 Inhalers
cream 2 Years) per 90 days)
calcipotriene topical Tier 1 PA; AGE (Min PA; QL (3
ointment 2 Years) AIRDUO DIGIHALER Tier 3 |inhaler per 90
NITRO-BID Tier 1 days)

PA QL (60| AIRDUO S it égr 90

- GM per 30 RESPICLICK

VTAMA Tier 1 days); AGE dayss)

(Min 2 Years) PA; QL (64.2
(SKIN AND MUCOUS days)
MEMBRANE) alclometasone Tier3 |PA
butenafine Tier3 |PA ALKINDI SPRINKLE Tier 1
MENTAX Tier3 |PA amcinonide topical Tiera  |pA
CELL STIMULANTS cream
AND amcinonide topical :
PROLIFERANTS ointment Tier3 |PA
finasteride oral tablet . ANTI-ITCH (HC) :
5 mg Tier2 TOPICAL CREAM ier2
minoxidil oral Tier 1 APEXICON E Tier3 |PA
PROSCAR Tier3 |PA ASMANEX HFA

OL (20 GM INHALATION HFA
tretinoin topical cream Tier1 |Per 30 days); AEROSOL INHALER _ QL (3 Inhalers
0.025 %, 0.05 % AGE (Max 30 | |100 Tier2 | Jer 90 days)

MCG/ACTUATION,

Years) 500

(SKIN, MUCOUS
INHALATION HFA Tier2  |Per 90 days);

24 HOUR NASAL Tier3 |PA AEROSOL INHALER AGE (Max 12
ALLERGY 50 MCG/ACTUATION Years)
ADVAIR DISKUS Tier2 | QL (8 Inhalers

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ASMANEX betamethasone, :
TWISTHALER augmented LErS g
BREATH TIer2 1AGE (Max 11 | |g||STER WITH | PA; QL (180
ACTIVATED 110 Years) DEVICE 100-25 Tier 3  |blisters per 90
MCG/ ACTUATION MCG/DOSE. 200-25 days)
(30) MCG/DOSE
ASMANEX BREO ELLIPTA
TWISTHALER INHALATION PA; QL (180
INHALATION BLISTER WITH Tier 3 |EA per 90
AEROSOL POWDR DEVICE 50-25 days)
BREATH MCG/DOSE
ACTIVATED 220 QL (1 inhaler :
MCG/ ACTUATION Tier2 |50 days) , PA; QL (61.8
ACTUATION (14), days)
220 MCG/ BRYHALI Tier3 |PA
ACTUATION (30), _ PA; QL (6
220 MCG/ budesonide- Tier 3 |Inhalers per
ACTUATION (60) formoterol 90 days)
BESER Tier3 |PA clobetasol scalp Tier 2
BESER KIT Tier3 |PA clobetasol topical S—
betamethasone Tier 2 cream 0.025 %
dipropionate clobetasol topical Tier 2
betamethasone Tier 2 cream 0.05 %
valerate topical cream clobetasol topical
Tier3 |PA
betamethasone . foam
lerate topical foam s g i -
va P clobetasol topical gel Tier 3 |PA
betamethasone . ;
clobetasol topical :
valerate topical lotion Ulstiz lotion P Tier3 |PA
betamethasone _ clobetasol topical .
valerate topical Tier 2 ointment Tier 2
ointment
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
clobetasol topical . DIPROLENE
shampoo s g (AUGMENTED) Tier3 |PA
clobetasol topical Tiers  |PA TOPICAL OINTMENT
spray,non-aerosol DULERA
clobetasol-emollient Tier3 |PA INHALATION HFA
: AEROSOL INHALER :
CLOBEX Tier3 |PA ) - QL (6 inhalers
100-5 Tier 2 er 90 days)
clocortolone pivalate Tier3 |PA MCG/ACTUATION, P y
CLODAN Tier3 |PA 200-5
: MCG/ACTUATION
CLODAN KIT Tier3 |PA
i DULERA QL (6 inhalers
clotrimazole- , INHALATION HFA or 50 days),
bet.amethasone Tier 2 AEROSOL INHALER Tier 2 p YS),
topical cream 50-5 AGE (Max 11
clotrimazole- MCG/ACTUATION vears)
betamethasone Tier3 |PA fluocinolone Tier3 |PA
topical lotion _
- fluocinolone and Tiera |PA
CORTEF Tier 1 shower cap
DERMA- P :
fluocinonide Tier3 |PA
SMOOTHE/FS BODY | Tier3 |PA _
OIL FLUOCINONIDE-E Tier3 |PA
DERMA- fluocinonide-emollient | Tier 3 |PA
SMOOTHE/FS Tier3 |PA flurandrenolide topical Tiera  |PA
SCALP OIL lotion
desonide topical Tiera  |pA flgrandrenollde topical Tier3  |PA
cream ointment
desonide topical lotion| Tier3 [PA . PA; QL (180
: : fluticasone furoate- Tier 3 |plisters per 90
desonide topical Tiera  |PA vilanterol J P
ointment ays)
DESOWEN TOPICAL _ fluticasone propionate :
CREAM Tier3 |PA topical cream Tier 2
desoximetasone Tier3 |[PA fluticasone propionate | .. 2 [pp
: 5 topical lotion
diflorasone Tier3 |PA

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

FOAM 0.05 %

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
qutllcaso_ne propionate Tier 2 hydrocortisone Tiera  |pA
topical ointment butyrate
fluticasone propion- PA: OL (3 hydrocortisone butyr- Tier3  |PA
salmeterol inhalation . Y emollient
| dr breath Tier 3 |inhaler per 90 _ .
aerosol powdr brea dayss) hydrocortisone oral Tier 1
activated - -
: : : hydrocortisone topical Tier 2
qutlcasone_proplo_n- _ PA, QL (180 cream
salmeterol inhalation Tier 3 |blisters per 90 - -
blister with device dayss) hydrocortisone topical _
: : cream with perineal Tier 1
qutlcasone.proplo.n- . PA; QL (36 applicator 2.5 %
salmeterol inhalation Tier3 |GM per 90 - -
hfa aerosol inhaler days) hydrocortisone topical | .. 5
halcinonide topical lotion 2.5 %
alcinonide topica : : .
cream Tier3 |PA hydrocortisone topical | 1.
ointment
halobetasol . -
propionate topical Tier 2 hydrocortisone topical | 10 2 |pp
cream solution
halobetasol hyflroc;ortisone Tiera  |pA
propionate topical Tier3 |PA valerate
foam hy%rocortlsone-acetlc Tier 1
halobetasol acl
propionate topical Tier3 |PA hydrocortisone-aloe
lotion vera topical cream 1 Tier2 |PA
halobetasol %
propionate topical Tier 2 IMPEKLO Tier3 |PA
ointment KENALOG Tier 1
HALOG Tier3 |PA INJECTION
hydrocortisone Tier 2 KENALOG TOPICAL Tier3 |PA
acetate topical cream KHINDIVI Tier 1
hydrocortisone _ LEXETTE TOPICAL | L. .
a_cetate topical Tier 2 FOAM 0.05 %
olntment LEXETTE TOPICAL
Tier3 |PA

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
LOCOID Tier3 |PA TOVET EMOLLIENT Tier3 |PA
LOCOID : TOVET KIT Tier3 |PA
Tier3 |PA
HIPOCREAM triamcinolone QL (0.16667
MICORT-HC Tier3 |PA . Tierl |GMperl
acetonide dental d
mometasone nasal Tier3 |PA ays)
mometasone topical Tier 2 triamcinolone ,
- acetonide injection Tier 1
NASAL ALLERGY Tier3 |PA suspension 40 mg/ml
NASONEX 24HR Tier3 |PA triamcinolone Tier3  |PA
ALLERGY acetonide nasal
nystatin-triamcinolone | Tier 2 triamcinolone
OLUX Tier3 |PA acetonide topical Tier3 |[PA
OLUX-E Tier3 |PA aerosol
PANDEL Tier3 |PA triamcinolone
: : acetonide topical Tier 2
prednicarbate Tier3 |PA cream
PROCTOSOL HC Tier 1 triamcinolone
TOPICAL acetonide topical Tier 2
RYALTRIS Tier3 |PA lotion
SOLU-CORTEF Tier 1 triamcinolone
SOLU-CORTEF ACT- _ acetonide topical Tier 2
O-VIAL (PF) viEr 2 ointment
_ QL (6 Inhalers| |TRIANEX Tier3 |PA
SYMBICORT TIer2 | er90 days) | |[TRIDERM TOPICAL Tior
SYNALAR Tier3 |PA CREAM 0.1 %
SYNALAR CREAM . ULTRAVATE :
KIT Tier3  |PA TOPICAL LOTION Tier3 PA
SYNALAR . VANOS Tier 3 PA
Tier3 |PA
OINTMENT KIT PA; QL (180
SYNALAR TS Tier 3 PA WIXELA INHUB Tier 3 blisters per 90
X days
TEXACORT Tier3 |PA E— — PAy )
ier
TOPICORT Tier3 |PA
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
HYDROXYPYRIDON PA; QL (1
ES (SKIN, MUCOUS Syringe per
MEMBRANE) EBGLYSS PEN Tier 3 |28 days);
CICLODAN Tier3 |PA AGE (Min 12
- Years)
CICLODAN KIT Tier3 |PA
S loDirox topical PA; QL (1
ciclopirox topica Tier 2 Syringe per
cream EBGLYSS SYRINGE | Tier3 (28 days);
ciclopirox topical gel Tier3 |PA AGE (Min 12
ciclopirox topical : Years)
shampoo L PA PA; QL (30
ciclopirox topical : ELIDEL Tier2 |CM per 30
solution Tier 2 days), AGE
: : ; (Min 2 Years)
ciclopirox topical Tiera  |pA ,
suspension ENVARSUS XR Tier 1
ciclopirox-ure-camph- . HYFTOR Tier 1 PA; AGE (Min
menth-euc R P4 6 Years)
ILUMYA Tier3 |PA
LOPROX (AS Tier3  |pA _
OLAMINE) PA; QL (1
LOPROX KIT Tier 3 PA NEMLUVIO Tier 3 Syrlnge per
28 days)
IMMUNOMODULAT :
ORY AGENTS gﬁ/] QL (33(?
84:06 . . . per
'(ADBR\)( pimecrolimus Tier 2 days): AGE
: Min 2 Years
SUBCUTANEOUS Tierz |PA 901 ';’;L , ( )
SUBCUTANEOUS Tier 2 |syringes per SILIQ Tier3 |PA
SYRINGE 28 days) sirolimus Tier 1
ASTAGRAF XL Tier 1
SKYRIZI :
SUBCUTANEOUS Tier3 |PA
tacrolimus oral Tier 1
capsule

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

peroxide topical gel

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
PA; QL (30 KERATOLYTIC
tacrolimus topical Tier 2 GM per 30 AGENTS
(Min 2 Years) | |GEL WITH PUMP
tacrolimus topical Tior 2 SM DIGL%OE acitretin Tier 1 |capsules per
ointment 0.1 % et (I\j?/:)l’G 1 day)
Years) adapalene topical gel Tier 1 QL (45 GM
0.1% per 30 days)
TREMFYA Tier3 |PA
INTRAVENOUS adapalene topical gel Sel\_r (??OSCEI;AS)'
Tt e tracio
i Years
PEN INJECTOR 100 | 1er3 |PA )
MG/ML AMNESTEEM ORAL PA; QL (2
CAPSULE 10 MG, 20 Tier 1  |capsules per
JANUS KINASE MG, 40 MG 1 day)
INHIBITORS (84:06) :
: - benzoyl peroxide
CIBINQO Tiers |PAYAGE (Min| ltonical cleanser 10 %, |  Tier 1
12 Years) 5 0%
JAKAF Tier 1 benzoyl peroxide Tier1 |QL(3.78GM
PA; QL (1 EA | |topical gel 10 % per 1 day)
R%rEl ifll'y);lz benzoyl peroxide Tier 1
LITFULO Tier 1 (Min topical gel 5 %
Vears and CICLODAN KIT
Max 150 '
Years) TOPICAL SOLUTION | 1'€r3 |PA
PA; QL (1 C|clot|c;]|rox-ure-camph- Tiera  |PA
tablet per 1 menth-euc
SOTYKTU Tier 3 |day); AGE PA; QL (2
(Min 18 CLARAVIS Tier 1 |capsules per
Years) 1 day)
clindamycin-benzoyl Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

topical drops

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/

Limits Limits
clindamycin-benzoyl LOCAL ANTI-
peroxide topical gel Tiera  |pPA INFECTIVES,
with pump 1.2 %(1 % MISCELLANEOUS
base) -3.75 % alcohol swabs Tier 1
Clindamycin-benzoyl BD ALCOHOL )
peroxide topical gel Tier 2 SWABS Tier 1
with pump 1-5 %, 1.2-
250 EASY TOUCH
CREAMY ACNE ALCOHOL PREP Tier 1

' PADS
EACE Tier 1 .
sulfacetamide

DIFFERIN TOPICAL Tier 1 QL (45 GM sodium-sulfur topical Tier 1
GEL 0.1 % per 30 days) cleanser 10-5 % (w/w)
isotretinoin oral PA; QL (2 NONSTEROIDAL
capsule 10 mg, 20 Tier 1 |capsules per ANTI-
mg, 30 mg, 40 mg 1 day) INFLAMMAT.AGENT
MYORISAN Tiert |°A 1Q('1- (2EA | |S(SKIN)

per 1 day) ARTHROTEC 50 Tier3 |PA
NEUAC Mers | ARTHROTEC 75 Tier3 |PA
NEUAC KIT Tier3 |PA PA; QL (2
ONEXTON Tier3 |PA diclofenac epolamine Tier 3 |patches per 1
podofilox topical Tier 1 day)
solution diclofenac potassium Tiera  |PA
sulfacetamide oral capsule
sodium-sulfur topical Tier 1 diclofenac potassium Tiera  |PA
cleanser 10-5 % (w/w) oral tablet
tazarotene topical . diclofenac sodium
cream Tierl PA oral tablet extended Tier3 |[PA
tazarotene topical gel | Tierl |PA release 24 hr

PA; QL (2 diclofenac sodium .
ZENATANE Tier1 |capsules per | |oraltablet,delayed Tier 2

1 day) release (dr/ec)

diclofenac sodium Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
diclofenac sodium Tier 2 ZORYVE TOPICAL Tier 1 PA; AGE (Min
topical gel 1 % FOAM 9 Years)
diclofenac sodium Tier 1 POLYENES (SKIN
topical gel 3 % AND MUCOUS
diclofenac sodium MEMBRANE)
topical solution in Tier3 |PA KLAYESTA Tier 2
metered-dose pump NYAMYC Tier 2
dlglofenac- Tier3 |PA nystatin oral Tier 2
misoprostol suspension
LOFENA Tier3 |PA nystatin oral tablet Tier 2
PENNSAID Tiers |PA nystatin topical Tier 2
ZIPSOR Tier 3 PA SCABICIDES AND
ZORVOLEX Tier3 |PA PEDICULICIDES
OXABOROLES ivermectin topical Tier 1 AGE (Min 6
_ PA; AGE (Min lotion Years)
tavaborole Tier 3 6 Years) OL (59 ML
LICE KILLING Tier 1 30 d
PHOSPHODIESTER per 30 dayss)
ASE-4 INHIBITORS LICE KILLING Tier 1 QL (59 ML
(84:06) (PERMETHRIN) per 30 days)
DALIRESP Tier3 |PA LICE PYRINYL Tier 1 QL (59 ML
. GM per 30 : QL (59 ML
EUCRISA Tier 2 days): AGE LICE TREATMENT Tier 1 per 30 dayss)
(Min 3 Years) | |LICE TREATMENT | L., |QL(59ML
roflumilast Tier2 |PA (PERMETHRIN) per 30 dayss)
ZORYVE TOPICAL Tier 1 PA; AGE (Min QL (1.97 ML
CREAM 0.05 % 2 Years) . : per 1 day);
malathion Tier 1 :
ZORYVE TOPICAL PA: AGE (Min AGE (Min 2
CREAM 0.15 %, 0.3 Tierl |¢ Years) Years)
0
% NIX CREME RINSE Tier 1 QL (59 ML

per 30 dayss)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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TOPICAL CREAM

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
. : QL (2 GM per | |ANTIFUNGAL
permethrin Terd 11 day) (TOLNAFTATE) Tier 2
TOPICAL POWDER
RID LICE KILLING Tiers |QOGIML .
per 30 dayss) | |tolnaftate topical Tier 2
QL (240 ML cream
. . per 180 days);| |tolnaftate topical :
spinosad Tier 1 AGE (Min 6 powder Tier 2
Years) SMOOTH MUSCLE
SKIN AND MUCOUS RELAXANTS
'\A"g'l\z"ﬁTRSA'R'AEISC ANTIMUSCARINICS
’ ' oL (45 GM darifenacin Tier3 |PA
adapa_llene-b_enzoyl _ per 30 days); DETROL Tier3 |PA
\‘I’V?trhog'grf]éog'f‘z' 9. | "' |AGE Max30 | |DETROL LA Tier3 |PA
Years) DITROPAN XL ORAL
CABTREO Tier3 |PA TABLET EXTENDED Tiera |PA
o . _ PA; AGE (Min RELEASE 24HR 10
calcitriol topical Tier 1 2 Years) MG, 5 MG
CICLODAN KIT fesoterodine Tier 2 PA
TOPICAL COMBO Tier3 |PA flavoxate Tier3 |PA
PACK GELNIQUE
dapsone oral Tier 1 TRANSDERMAL GEL| Tier3 |PA
} ; IN PACKET
. PA; AGE (Min
DUPIXENT PEN Uls 2 2 Years) oxybutynin chloride Tier 2
DUPIXENT SYRINGE!|  Tier 2 PA; AGE (Min| |OXYTROL Tier3 |PA
2 Years) OXYTROL FOR -
LOPROX KIT Tier3 |PA WOMEN
THIOCARBAMATES( solifenacin Tier 2
fﬂﬁlu ;‘RNADN'\é')UCOUS tolterodine Tier 2
ANTIFUNGAL TOVIAZ Tier3 |PA
(TOLNAFTATE) Tier 2

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
trospium oral
capsule,extended Tier3 |PA MULTIVITAMIN
release 24hr PREPARATIONS
trospium oral tablet Tier 2 A THRU Z Tier 1
VESICARE Tier3 |PA A THRU Z
VESICARE LS Tier3 |PA ADVANCED Tier 1
RESPIRATORY FORMULA
SMOOTH MUSCLE A THRU Z MEN'S Tier 1
RELAXANTS ULTIMATE
theophylline oral elixir | Tier 1 A THRU Z SELECT Tier 1
theophylline oral Tier 1 SO0PLUS FORMULA
solution A THRU Z SELECT
theophylline oral ORAL TABLET 300- Tier 1
tablet extended Tier 1 60-600-300 MCG,
release 12 hr 500-300-250 MCG
theophylline oral A THRU Z SELECT Tier 1
tablet extended Tier 1 WOMEN'S
release 24 hr ABC PLUS Tier 1
SELECTIVE BETA-3- ADULT
ADRENERGIC MULTIVITAMIN
AGONISTS GUMMIES ORAL Tier 1
GEMTESA Tier3 |PA TABLET,CHEWABLE
: : 200 MCG
mirabegron Tier3 |PA
ADULT ONE DAILY :
MYRBETRIQ ORAL GUMMIES Tier 1
SUSPENSION,EXTE Tier3 |PA :
NDED REL RECON BACMIN Tier1
MYRBETRIQ ORAL BIO-35, GLUTEN T 4
TABLET EXTENDED | Tier 2 FREE
RELEASE 24 HR BIOCEL (WITH Tier 1
LUTEIN)
BODY, HAIR, SKIN Tier 1
AND NAILS

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CENTRAL-VITE Tier 1 CENTURY
WOMEN'S MATURE WOMEN'S
CENTRAVITES Tier 1 CEROVITE |
ADVANCED Tier 1
CENTRUM FORMULA
CHEWABLES ORAL :
TABLET,CHEWABLE | Tier 1 CERTA PLUS Tier 1
8 MG-400 MCG- 10 CERTAVITE SENIOR| Tier 1
MCG CERTAVITE- -
CENTRUM - ANTIOXIDANT
COMPLETE QL (1 tablet
CENTRUM MEN Tier 1 per 1 day);
CENTRUM ORAL - CLASSIC PRENATAL| Tier1 [oor (Min 12
TABLET Years an
CENTRUM SILVER Max 95
Tier 1 Years)
ORAL TABLET :
COMPLETE 50 PLUS| Tier 1
CENTRUM SILVER -
ULTRA MEN'S gl(_)lIJ\/ISPLETE MEN50 | L. o
CENTRUM SILVER -
WOMEN COMPLETE
MULTIVITAMIN- S
CENTRUM Tier 1 MINERAL ORAL
SPECIALIST HEART TABLET
Do MURTRA L Tier COMPLETE MV Tior 1
ADULT 50 PLUS
CENTURY IETRE COMPLETE SENIOR | Tier 1
gEEISSRY ADULTS | 1o 1 QL (1 tablet
per 1 day);
CENTURY MATURE | Tier1 COMPLETENATE Tier1 |AGE (Min 12
CENTURY S Years and
ULTIMATE MEN'S ' Max 55
Years)
CORVITE FREE Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits

DAILY GUMMIES Tier 1 ESSENTIAL MAN Tier 1

DAILY MULTIPLE Tier 1 ESSENTIAL MAN 50 .
Tier 1

DAILY MULTIPLE S PLUS

FOR WOMEN EYE HEALTH PLUS .
Tier 1

LUTEIN

DAILY Tier 1

MULTIVITAMIN FORTAVIT Tier 1

DAILY FREEDAVITE Tier 1

IRON NAILS-ARGAN OIL Tierd

DAILY VITAMIN Tior 1 NAILS verd

FORMULA HAIR,SKIN AND

DAILY VITAMIN . NAILS(FA-BIOTIN) o

FORMULA-IRON ORAL TABLET 66.7-

DAILY VITAMIN 1,000 MCG

FORMULA- Tier 1 ICAPS MV Tier 1

MINERALS K-PAX IMMUNE S

DAILY VITAMIN . SUPPORT

WITH IRON MEGA MULTI FOR -

DAILY VITES/IRON Tier 1 WOMEN

DAILY-VITE Tier 1 MEGA

FOLIC ACID) MEN

DECUBI VITE Tier 1 MEN'S DAILY Tier 1

DEKAS ESSENTIAL | Tier 1 MEN'S DAILY Tier 1

MULTIVIT-MINERAL
DEKAS PLUS (FOLIC| .
Tier 1 MEN'S
ACID)
: MULTIVITAMIN

DIABETES HEALTH T TABLET,CHEWABLE

FORMULA 200 MCG

ESSENTIA Tier 1 MEN'S ONE DAILY Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
MONOCAPS Tier 1 QL (1 EA per
MULTI COMPLETE _ MULTIVITAMINS Tier 1 1 day); AGE
WITH IRON Tier 1 WITH FLUORIDE (Max 12
Years)
MULTI FOR HER . . . .
ORAL TABLET Tier 1 multivit-min-folic acid- Tier 1
lutein
MULTI-DAY WITH Tier 1 HViermin.i f
IRON multivit-min-iron fum- Tier 1
folic ac
MULTIPLE VITAMIN- Tier 1
MINERALS 1er QL (1 tablet
MULTIPLE VITAMINS| Tier 1 MVC-FLUORIDE Tier1 |Per1day);
IEls AGE (Max 12
QL (2 ML per Years)
MULTI-VIT WITH Tier1 |1 day); AGE MVW COMPLETE
Years) ORAL CAPSULE
multivitamin Tier 1 750-500 UNIT-MCG
] QL (2 ML per | |MVW COMPLETE
MULTI-VITAMIN . 1day); AGE | |FORMULATION .
WITH FLUORIDE Tier 1 Tier 1
ORAL DROPS (Max 12 D3000 ORAL
Years) TABLET,CHEWABLE
MULTI-VITAMIN MY-VITALIFE Tier 1
WITH FLUORIDE , OL (1tablet | [NANOVM 1-3 Tier 1
ORAL Tier 1 er 1 day) :
0.25 MG NANOVM 9-18 Tier 1
MULTI-VITAMIN NANOVM T-F Tier 1
WITH FLUORIDE QL (1 tablet (1 tab|
. per 1 day); QL (1 tablet
ORAL Tier 1 1 dav):
AGE (Max 12 per 1 day);
TABLET,CHEWABLE Years) : AGE (Min 12
0.5 MG, 1 MG NESTABS Tier 1 Years and
multivitamin with iron Tier 1 Max 55
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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WOMEN

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (2 ONE DAILY T
capsules per HEALTHY WEIGHT
NESTABS DHA Tier1 |70V ASE | JONE DAILY
(Min 12 Years | \axiMUM ORAL Tier 1
and Max 55 | |TABLET 18-0.4 MG
Years)
ONE DAILY MEN'S T
QL (1 tablet | |50 pys MEMORY et
per 1 day); ONE DAILY MULTI
: AGE (Min 12 ) Tier 1
NEWGEN Tier 1 Years and VIT W-MINERAL
Max 55 ONE DAILY
Years) MULTIVITAMIN Tier 1
OCUTABS Tier 1 ORAL TABLET
OMNICAP Tier 1 ONE DAILY ,
_ MULTIVIT- Tier 1
ONE DAILY Tier 1 IRON
ONE DAILY - ONE DAILY PLUS Tier 1
CALCIUM/IRON MINERALS
ONE DAILY - ONE DAILY WOMEN | .,
COMPLETE 50 PLUS
ONE DAILY ENERGY| oo 4 ONE DAILY e
ORAL TABLET WOMENS 50 PLUS
ONE DAILY ONE DAILY
ESSENTIAL ORAL - WOMEN'S ORAL
TABLET , 0.4 MG, TABLET 18 MG Tier 1
400 MCG IRON-400 MCG-450
ONE DAILY FOR S MG CA
MEN ONE-A-DAY e
ONE DAILY FOR I ENERGY
MEN 50 PLUS ADV ONE-A-DAY e
ONE DAILY FOR - ESSENTIAL

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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WOMEN'S PETITES

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ONE-A-DAY OPTISOURCE Tier 1
FORMULA MULTIVITAMIN
ONE-A-DAY MEN .
L (1 EA per
VITACRAVES UL ?déy). AC';OE
ONE-A-DAY PNV 29-1 Tierl |[(Min 12 Years
MENOPAUSE Tier 1 and Max 55
FORMULA Years)
ONE-A-DAY MEN'S Tier 1 pnv no.95-ferrous Tier 1 QL (1 tablet
50PLUS(GINKGO) fumarate-fa per 1 day)
ONE-A-DAY MEN'S Tier 1 QL (1 tablet
MULTIVITAMIN per 1 day);
ONE-A-DAY TEEN — PRENATABS RX Tier 1 éGE (M'r(‘jlz
ADVANTAGE ears an
ONE-A-DAY Max 55
v i Years
VITACRAVES Ter 1 )
QL (1 tablet
ONE-A-DAY oer 1 day):
VITACRAVES Tier 1 PRENATAL Tier1 |AGE (Min 12
IMMUNITY COMPLETE Years and
ONE-A-DAY Max 55
VITACRAVES Tier 1 Years)
OMEGA-3 QL (1 tablet
ONE-A-DAY - PRENATAL per 1 day);
WEIGHTSMART FORMULA ORAL Tier 1 AGE (Min 12
ONE-A-DAY WOMEN — TABLET 28 MG Years and
Years)
ONE-A-DAY Tier 1 :
WOMEN'S ACTIVE AGE (Min 12
PRENATAL MULTI- Tier 1 Years and
ONE-A-DAY . DHA(WITH VIT K) Max 55
WOMEN'S HEALTHY Tier 1 Years)
SKIN
ONE-A-DAY Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 tablet QL (1 EA per
per 1 day); 1 day); AGE
PRENATAL Tier1 |AGE (Min12 | |PREPLUS Tier1 |(Min 12 Years
MULTIVITAMINS Years and and Max 55
Max 55 Years)
Years) PROCERV HP Tier 1
QL (11(;ab'?t PRORENAL QD Tier 1
PRENATAL ORAL RoE (s | [PROTECTCARDIO | -
TABLET 28 MG Tier 1 AF 121
IRON- 800 MCG Vears and .
Max 55 PROTECT PLUS SO | Tier1
Years) QUINTABS Tier 1
QL (115ab')et QUINTABS-M Tier 1
per 1 day);
PRENATAL PLUS Tior1 |AGE (Min 12 QUINTABS-MIRON | o q
(CALCIUM CARB) Years and FREE
Max 55 SE-NATAL 19 Tier1 |QL (1 tablet
Years) per 1 day)
QL (1 tablet SENTRY Tier 1
R‘g El((;fl‘,y)ilz SENTRY SENIOR Tier 1
. In ;
PRENATAL TABLET | Tierl [y SOLO Tier 1
Max 55 SPECTRAVITE
Years) ADVANCED Tier 1
QL (1 tablet FORMULA
per 1 day); SPECTRAVITE Tier 1
PRENATALVITAMIN | ., |AGE (Min12 | |MEN'S
PLUS LOW IRON Years and SPECTRAVITE
Max 55 ULTRA MEN 50 Tier 1
Years) PLUS
QL (1 tablet SPECTRAVITE -
PRENATAL VITAMIN 2eGrEl (ﬁ'y);lz ULTRA MEN'S SR
. N
Tier 1 SPECTRAVITE .
WITH MINERALS Years and Tier 1
Max 55 ULTRA WOMEN
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
SPECTRAVITE QL (1 tablet
ULTRA WOMEN'S Tier 1 per 1 day);
SR THERANATAL ORAL Tier 1 AGE (Min 12
STRESS B WITH N TABLET Years and
ZINC Max 55
- Years)
STRESS FORMULA Tier 1 :
: THERAPEUTIC-M Tier 1

SUNVITE Tier 1 _

THERA-TABS Tier 1
SUPER GINSENG Tier 1
MULTIVITAMIN THERATRUM _

COMPLETE WITH Tier 1
SUPER MULTIPLE - Tier 1 LUTEIN
LOW IRON :

THEREMS Tier 1
SUPER THERA VITE .
M Tier 1 QL (1 tablet
TAB-A-VITE Tier 1 per 1 day);

TRICARE Tier1 |AGEMin 12
TAB-A-VITE Years and
MULTIVITAMIN W- Max 55
IRON ORAL TABLET Tier 1 Years)
15 MG IRON- 400 QL (1 tablet
MCG per 1 day);
THERA Tier 1 TRINATAL RX 1 Tier 1 AGE (erlilz
THERA M PLUS Years an
(FERROUS Tier 1 Max 55
FUMARAT) Years)
THERAGRAN-M — TRI-VI-SOL Tier 1
PREMIER 50 PLUS QL (2 drops
THERALOGIX - TRI-VITAMIN WITH Tier 1 per 1 day);

Years)

THERA-M ORAL .
TABLET 27-0.4 MG, 9| Tier 1 ULTIMATE MEN'S a1l

ULTIMATE WOMEN Tier 1

COMPLETE 50PLUS

ULTRA FREEDA Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
- ier er
V-C FORTE Tier 1 QL (LEADp
VIC-FORTE Tier 1 _ 1 day); AGE
WESTAB PLUS Tierl [(Min 12 Years
?'aa(ql/)!zﬁ‘é)ér and Max 55
; Years
VINATE ONE Tierl [(Min 12 Years : )
and Max 55 | |WOMEN'S DAILY
Years) FORMULA ORAL Tier 1
TABLET 27-0.4 MG
VITACEL (WITH Tier 1 :
LUTEIN) WOMEN'S
- MULTIVITAMIN
VITALEE Tier1 GUMMIES ORAL Tier 1
VITAMINS A,C,D TABLET,CHEWABLE
AND FLUORIDE ?'aéi)MALGpEer 200 MCG
MG FLUOR. (0.55 Years) DAILY ORAL
MG)/ML TABLET 18 MG Tier 1
VITAMINS A-D-E Tier 1 IRON-400 MCG-500
SELENIUM MG CA
VITAMINS AND Tier 1 YELETS Tier 1
MINERALS VITAMIN A
VITATRUM Tier 1 beta carotene Tier 1
VITRUM SENIOR _ DEKAS ESSENTIAL | Tier 1
ORAL TABLET 500- Tier 1 :
300-250 MCG TRI-VI-SOL Tier 1
QL (1 EA per QL (2 drops
1 day); AGE TRI-VITAMIN WITH Tier1 |Perlday);
VOL-PLUS Tier1 |(Min'12 Years| |FLUORIDE AGE (Max 12
and Max 55 Years)
Years) vitamin a palmitate
QL (1 EA per oral capsule 3,000 Tier 1
1 day); AGE mcg (10,000 unit)
VOL-TAB RX Tierl |(Min 12 Years
and Max 55
Years)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
VITAMINS A,C,D B COMPLEX 1 (WITH .
AND FLUORIDE ?'aéi)MA"GpEr FOLIC ACID) UIEElr 2
MG FLUOR. (0.55
MG)/ML Years) B COMPLEX PLUS T
VITAMIN C
VITAMINS A-D-E R
SELENIUM g COMPLEX W-VIT e
VITAMIN B
COMPLEX B COMPLEX- e
VITAMIN B12
A THRU Z —
ADVANCED Tier 1 b c_:omp_lex-wtamln c- Tier 1
FORMULA folic acid
ULTIMATE Uts BACMIN Tier 1
A THRU Z SELECT I BALANCE B-100 e
50PLUS FORMULA (FOLIC ACID)
A THRU Z SELECT BALANCE B-50 R
ORAL TABLET 300- Tier 1 (WITH FOLIC ACID)
60-600-300 MCG, BALANCED B-100 S
500-300-250 MCG COMPLEX
ADULT ORAL TABLET
MULTIVITAMIN _ BALANCED B-50 Tier 1
GUMMIES ORAL Tier 1
TABLET,CHEWABLE B-COMPLEX WITH Tier 1
200 MCG B-12
ADULT ONE DAILY . B-COMPLEX WITH
GUMMIES Tier 1 VITAMIN C ORAL Tier 1
_ TABLET 400-500
ALBA-LYBE Tier 1 MCG-MG
APETEX Ut 4 BEELITH Tier 1
APETIGEN Tier 1 BIO-35, GLUTEN Tier 1
ARKALIOX Tier 1 FREE
B COMPLEX Tier 1 BIOCAL Tier 1
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
BIOCEL (WITH - CENTURY -
LUTEIN) ULTIMATE MEN'S
BIOPETIT Tier 1 CENTURY
biotin oral capsule 1 e ULTIMATE Tier 1
mg, 2,500 mcg, 5 mg WOMEN'S
biotin oral tablet Tier 1 CEROVITE ,
. ADVANCED Tier 1

CENTRAL-VITE Tier 1 FORMULA
CENTRAL-VITE Tier 1 CERTA PLUS Tier 1
WOMEN'S MATURE :

CERTAVITE SENIOR| Tier 1
CENTRUM
CHEWABLES ORAL CERTAVITE- Tier 1
TABLET,CHEWABLE | Tier 1 ANTIOXIDANT
8 MG-400 MCG- 10 QL (1 tablet
MCG per 1 day);
CENTRUM N CLASSIC PRENATAL| Tierl |Go- (Min 12
COMPLETE ears and

- Max 55

CENTRUM MEN Tier 1 Years)
CENTRUM ORAL Tier 1 COMPLETE 50 PLUS| Tier 1
TABLET

COMPLETE MEN 50 .
CENTRUM SILVER . Tier 1

Tier 1 PLUS

ORAL TABLET

COMPLETE
CENTRUMSILVER | o 4 MULTIVITAMIN- Tir 1
ULTRA MEN'S MINERAL ORAL
CENTRUM SILVER . TABLET
WOMEN Tier 1

COMPLETE MV -
CENTRUM ULTRA S ADULT 50 PLUS
MEN'S COMPLETE SENIOR | Tier 1
CENTURY Tier 1
CENTURY ADULTS | —._
50 PLUS
CENTURY MATURE | Tier1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 tablet DIALYVITE 5000 Tier 1
K‘g El ‘ﬁY)?lZ DIALYVITE 800 fer1
COMPLETENATE Tier 1 (Min ORAL TABLET
Years and
Max 55 gII_'Al‘JLSY\[;ITE 800 Tier 1
Years)
COMPLEX B-100 Tier 1 DIALYVITE 800 WITH| 10, ¢
: ZINC 15
COMPLEX B-50 Tier 1
: DIALYVITE 800 WITH| .. 4
CORVITE FREE Tier 1 ZINC 50
cyanocobalamin _ DIALYVITE 800- Tior 1
.(Vlltamln b-12) Tier 1 ULTRA D
|nject|on
_ DIALYVITE Tier 1
DAILY MULTIPLE S TABLET EXTENDED | Tier 1
FOR WOMEN RELEASE 250 MG
DAILY Tier 1 ESSENTIA Tier 1
MULTIVITAMIN ESSENTIAL MAN Tier 1
DAILY _ ESSENTIAL MAN 50 .
MULTIVITAMIN WITH|  Tier 1 PLUS Tier 1
IRON ;
FABB Tier 1
DAILY VITAMIN Tier 1 AGE (Max 12
FORMULA-IRON FE C PLUS Tier 1 Years() ax
DAILY-VITE (WITH . :
DEKAS PLUS (FOLIC| 1.4 FOLBIC Tier 1
ACID) folic acid oral tablet 1 Tier 1
DIABETES HEALTH Tier 1 mg, 800 mcg
FORMULA folic acid oral tablet Tier 1 QL (1 tablet
DIALYVITE Tier 1 400 mcg per 1 day)
DIALYVITE 3000 Tier 1 FOLINIC-PLUS Tier1
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)



Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
FOLPLEX 2.2 Tier 1 MEGA
FREEDAVITE Tier 1 :
MEN'S DAILY Tier 1
FULL SPECTRUMB-| —_ . ,
VITAMIN C MEN'S DAILY S
MULTIVIT-MINERAL
HAIR, SKIN AND S ,
NAILS-ARGAN OIL MEN'S
MULTIVITAMIN
HAIR,SKIN AND GUMMIES ORAL Tier 1
NAILS ORAL , TABLET,CHEWABLE
TABLET 1 MG IRON- | Tier 1 200 MCG
66.7 MCG-1,000 , :
MCG MEN'S ONE DAILY Tier 1
NAILS(FA-BIOTIN) o MONOCAPS Tier 1
ORAL TABLET 66.7- MULTI COMPLETE .
1,000 MCG WITH IRON Tlerd
HOMOCYSTEINE Tior 1 ORAL TABLET UIEElr 2
FORMULA MULTI-DAY WITH -
ICAPS MV Tier 1 IRON
IRON 100 PLUS Tier 1 AGE (Max 12 mulfuwt-mln-follc acid- Tier 1
Years) lutein
KOBEE Tier 1 multivit-min-iron fum- :
folic ac R
K-PAX IMMUNE S
SUPPORT MYNEPHROCAPS Tier 1
MEDTYCHOLL-B S NANO VM 1-3 Tier 1
COMPLEX-LIVER NANO VM 4-8 Tier 1
MEGA BIOTIN Tier 1 NEPHPLEX RX Tier 1
MEGA MULTI FOR Tier 1 NEPHRON FA Tier 1
WOMEN :
NEPHRO-VITE Tier 1
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)
Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)
PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)
AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

50 PLUS

Drug Name Tier Restrictions/ Drug Name Tier Restrictions/
Limits Limits
QL (1 tablet niacinamide oral Tier 1
per 1 day); tablet 500 mg
NESTABS Tier1 |AGEMIn12 | |hiacinamide oral
Years and tablet extended Tier 1
Max 55 release
Years) :
OMNICAP Tier 1
QL (2 :
capsules per ONE DAILY Tier 1
) 1 day); AGE ONE DAILY .
NESTABS DHA Tier 1 (Min 12 Years| |COMPLETE Tier 1
and Max 55 ONE DAILY
Years) ESSENTIAL ORAL e
QL (1 tablet TABLET 0.4 MG, 400
per 1 day); MCG
i AGE (Min 12| [oNE DAILY FOR .
NEWGEN Tier 1 Years and VEN Tier 1
Max 55 ONE DAILY FOR
Years) Tier 1
— MEN 50 PLUS ADV
niacin oral capsule,
extended release 500 Tier 2 ONE DAILY FOR Tier 1
WOMEN
mg
. ONE DAILY .
niacin oral tablet 100 .
Mg, 500 mg Tier 2 HEALTHY WEIGHT | ''e"1
niacin oral tablet 250 Tier 1 ONE DAILY ,
mg, 50 mg ler MAXIMUM ORAL Tier 1
— TABLET 18-0.4 MG
niacin oral tablet :
extended release Tier 1 ONE DAILY MEN'S Tier 1
1,000 mg, 250 mg 50 PLUS MEMORY
niacin oral tablet ONE DAILY ,
extended release 24 Tier3 |PA MULTIVIT- Tier 1
hr IRON(FOLIC)
niacin oral tablet ONE DAILY PLUS Tier 1
extended release 500 Tier 2 IRON
mg ONE DAILY WOMEN Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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VITACRAVES

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
ONE DAILY Tier 1 ONE-A-DAY Tier 1
WOMENS 50 PLUS WOMEN'S ACTIVE
ONE DAILY ONE-A-DAY
WOMEN'S ORAL WOMEN'S HEALTHY Tier 1
TABLET 18 MG Tier 1 SKIN
IRON-400 MCG-450 ONE-A-DAY _
MG CA WOMEN'S PETITES | o't
ONE-A-DAY Tier 1 OPTISOURCE Tier 1
ENERGY
OPURITY Tier 1
ONE-A-DAY MEN Tier 1 MULTIVITAMIN
VITACRAVES :
PARVLEX Tier 1
ONE-A-DAY
MENOPAUSE Tier 1 QL (1 EA per
FORMULA _ 1 day); AGE
: PNV 29-1 Tierl [(Min 12 Years
ONE-A-DAY MEN'S Tier 1 and Max 55
50PLUS(GINKGO) Years)
ONE-A-DAY MEN'S Tier 1 pnv no.95-ferrous Tier 1 QL (1 tablet
MULTIVITAMIN fumarate-fa per 1 day)
ONE-A-DAY TEEN .
Tier 1 QL (1 tablet
ADVANTAGE oer 1 day);
ONE-A-DAY . . AGE (Min 12
VITACRAVES Tier 1 PRENATABS RX Tier 1 Years and
ONE-A-DAY Max 55
VITACRAVES Tier 1 Years)
IMMUNITY QL (1 tablet
ONE-A-DAY per 1 day);
OMEGA-3 COMPLETE Years and
ONE-A-DAY Max 95
A i Years
WEIGHTSMART er 1 )
ONE-A-DAY WOMEN .
Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 tablet QL (1 tablet
PRENATAL per 1 day); per 1 day);
FORMULA ORAL Tier 1 AGE (Min 12 PRENATAL VITAMIN Tier 1 AGE (Min 12
TABLET 28 MG Years and PLUS LOW IRON Years and
IRON- 800 MCG Max 55 Max 55
Years) Years)
AGE (Min 12 QL (1 tablet
PRENATAL MULTI- Tier 1 Years and per 1 day);
DHA(WITH VIT K) Max 55 PRENATAL VITAMIN Tier 1 AGE (Min 12
Years) WITH MINERALS Years and
QL (1 tablet Max 55
per 1 day); Years)
PRENATAL Tier 1 AGE (Min 12 QL (1 EA per
MULTIVITAMINS Years and 1 day); AGE
Max 55 PREPLUS Tierl |(Min 12 Years
Years) and Max 55
QL (1 tablet Years)
PRENATAL ORAL Rglzl(ﬁi)r/]);lz PROCERV HP Tfer 1
TABLET 28 MG Tierl |V ears and PRORENAL Tier 1
IRON- 800 MCG Max 55 PRORENAL QD Tier 1
Years) iEOTECT CARDIO Tier 1
QL (1 tablet
per 1 day); PROTECT PLUS SO Tier 1
PRENATAL PLUS Tier1 |AGEMin12 | [oUIN B STRONG Tier 1
(CALCIUM CARB) Years and :
Max 55 QUINTABS Tier 1
Years) QUINTABS-M Tier 1
QL (1 tablet QUINTABS-M IRON Tier 1
per 1 day); FREE
PRENATAL TABLET | Tier1 |fo- (MN12 | IRENAL CAPS Tier 1
Max 55 RENA-VITE Tier 1
Years) RENA-VITE RX Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
] . QL (1 tablet SUPER MULTIPLE - .

SE-NATAL 19 Tier 1 per 1 day) LOW IRON Tier 1

SENTRY Tier 1 SUPER QUINTS Tier 1

SENTRY SENIOR Tier 1 SUPER QUINTS B-50| Tier 1

SIDEROL Tier 1 TAB-A-VITE Tier 1

SLO-NIACIN ORAL TAB-A-VITE

TABLET EXTENDED | Tier1 MULTIVITAMIN W-

RELEASE 250 MG IRON ORAL TABLET | Tier 1

SLO-NIACIN ORAL 15 MG IRON- 400

TABLET EXTENDED | Tier 2 MCG

RELEASE 750 MG THERA Tier 1

SOLO Tier 1 THERA M PLUS

ADVANCED Tier 1 FUMARAT)

FORMULA THERAGRAN-M -

MEN'S ULS THERALOGIX Tior 1

SPECTRAVITE COMPANION

ULTRA MEN 50 Tier 1 THERA-M ORAL

PLUS TABLET 27-0.4 MG, 9| Tier 1

SPECTRAVITE : MG IRON-400 MCG

ULTRA MEN'S SR Ter1 QL (1 tablet

SPECTRAVITE N per 1 day);

ULTRA WOMEN THERANATAL ORAL | .., |AGE (Min 12
TABLET Years and

SPECTRAVITE _ Max 55

;JIIiTRA WOMEN'S Tier 1 Years)
THERAPEUTIC-M Tier 1

STRESS FORMULA | .4

WITH IRON

STRESS FORMULA | .,

WITH IRON(SULF)

SUNVITE Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
QL (1 tablet vitamin b complex Tier 1
per 1 day); oral tablet
. AGE (Min 12 T
TRICARE Tier 1 vitamin b complex- :
Years and folic acid Tier 1
Max 55 VITAMINS B
Years '
) COMPLEX er 1
QL (1 tablet .
oer 1 day): VITA-RESPA Tier 1
. AGE (Min 12 VITRUM SENIOR
TRINATAL RX 1 Tierl vears and ORAL TABLET 500- | Tier1
Max 55 300-250 MCG
Years) QL (1 EA per
TRIPHROCAPS Tier 1 1 day); AGE
ULTIMATE MEN'S _ VOL-PLUS Tierl |(Min 12 Years
COMPLETE 50PLUS | ' * and Max 55
Years)
ULTIMATE WOMEN Tier 1
COMPLETE 50PLUS QL (1 EA per
: 1 day); AGE
ULTRA FREEDA Tier 1 VOL-TAB RX Tier1 |(Min 12 Years
V-C FORTE Tier 1 and Max 55
VIC-FORTE Tier 1 Years)
1 day); AGE | |WESCAPS Tier 1
VINATE ONE Tier 1 (Mln 12 Years WESTAB MAX Tier 1
and Max 55
Years) QL (1 EA per
: 1 day); AGE
VIRT-CAPS Tier 1 WESTAB PLUS Tier1 |(Min 12 Years
VIRT-GARD Tier 1 and Max 55
VITACEL (WITH - Years)
LUTEIN) WOMEN'S
VITAL-D RX Tier 1 MUL TIVITAMIN |
. GUMMIES ORAL Tier 1
VITALEE Tier1 TABLET,CHEWABLE
vitamin b complex Tier 1 200 MCG
oral capsule

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
WOMEN'S ONE NEPHPLEX RX Tier 1
DAILY ORAL _ NEPHRON FA Tier 1
TABLET 18 MG Tier 1 :
MG CA PARVLEX Tier 1
YELETS Tier 1 PRORENAL Tier 1
VITAMIN C QUIN B STRONG Tier 1
B COMPLEXW-VIT | —_ RENAL CAPS Tier 1
C RENA-VITE Tier 1
b complex-vitamin ¢- | ;4 RENA-VITE RX Tier 1
folic acid :
: SIDEROL Tier 1
DECUBI VITE Tier 1
: STRESS FORMULA .
DIALYVITE Tier 1 WITH IRON Tier 1
DIALYVITE 800 Tier 1 STRESS FORMULA | .
ORAL TABLET WITH IRON(SULF)
DIALYVITE 800 Tier 1 TRIPHROCAPS Tier 1
PLUS D :
TRI-VI-SOL Tier 1
DIALYVITE 800 WITH| .
ZINC 15 Tier 1 QL (2 drops
TRI-VITAMIN WITH Tier 1 |Perlday);
ZINC 50 Years)
DIALYVITE 800- Tier 1 VIRT-CAPS Tier 1
ULTRA D :
GE a1z | MVITAL-D RX Tier 1
FE C PLUS Tier 1 (Max VITAMINS A,C,D
Years) g QL (2 ML per
AND FLUORIDE T day). AGE
FOLBEE PLUS ORAL| 4400 ¢ ORAL DROPS 0.25 Tier 1 Y),
TABLET 5 MG et (Max 12
MG FLUOR. (0.55 Years)
FULL SPECTRUM B- | _. MG)/ML
VITAMIN C LLa
VP-VITE RX Tier 1
IRON 100 PLUS Tiers |ACE Max12 1 lwescaps Tier 1
Years)
MYNEPHROCAPS Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)

210




tablet,chewable 500
mg-2.5 mcg (100 unit)

tablet,chewable 10
mcg (400 unit)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
VITAMIN D CALCIUM CITRATE .
Tier 1
ACTICAL Tier 1 +D
BIOCAL Tier 1 calcium citrate-vitamin
d3 oral tablet 315 mg-
CALCITRATE- Tier 1 5 mcg (200 unit), 315 Tier 1
VITAMIN D mg-6.25 mcg (250
QL (4 unit)
calcitriol oral capsule Tier 1 |capsules per CALCIUM WITH _
1 day) VITAMIN D fer 1
calcitriol oral solution Tier 1 égjs()MaX 12| |CALTRATE WITH Tier 1
VITAMIN D3
CALCIUM 500 + D Tier 1 cholecalciferol
ORAL TABLET (vitamin d3) oral
CALCIUM 500 WITH Tier 1 capsule 1,250 mcg
D (50,000 unit), 10 mcg Ti
. ler 1
CALCIUM 600 +D(3) | . (400 unit), 125 mcg
ORAL TABLET ler 1 (5,000 unit), 25 mcg
: (2,000 unit), 50 mcg
cglmqm carbonate- (2,000 unit)
vitamin d3 oral tablet -
250 mg-3.125 mcg cholec_almferol
(125 unit), 500 mg-10 (vitamin d3) oral Tier 1
mcg (400 unit), 500 dr(_)ps 10 mcg/ml (400
mg-15 mcg (600 unit), unit/mi)
500 mg-3.125 mcg Tier 1 cholecalciferol
(125 unit), 500 mg-5 (vitamin d3) oral tablet
mcg (200 unit), 600 125 mcg (5,000 unit),
mg-10 mcg (400 unit), 25 mcg (1,000 unit), Tier 1
600 mg-20 mcg (800 250 mcg (10,000
unit), 600 mg-5 mcg unit), 50 mcg (2,000
(200 unit) unit)
calcium carbonate- cholecalciferol
vitamin d3 oral Tier 1 (vitamin d3) oral Tier 1

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

SELENIUM

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
CITRACAL + D Tier 1 ONEVITE CALCIUM-
MAXIMUM D3 ORAL TABLET Tier 1
CITRACAL-D3 . 500 MG-5 MCG (200
MAXIMUM PLUS UNIT)
VITAMIN D3 OYSCO 500/D Tier 1
DEKAS ESSENTIAL Tier 1 OYSTER SHELL + .
Tier 1
DIALYVITE 800 - D3
PLUS D OYSTER SHELL Tier 1
DIALYVITE 800- e CALCIUM-VIT D3
ULTRA D OYSTERCAL-D Tier 1
DIALYVITE Tier 1 PEDIATRIC D-VITE Tier 1
SUPREME D PRORENAL Tier 1
DIALYVITE VITAMIN . .
PRORENAL QD Tier 1
D3 MAX Tier 1 Q |
: TRI-VI-SOL Tier 1
DRISDOL Tier 1
, - QL (2 drops
ergocal(:lfel'Ol (Vltamln TRI-VITAMIN WITH . per 1 day),
d2) oral CapSU|e 1,250 Tier 1 FLUORIDE Tier 1 AGE (MaX 12
mcg (50,000 unit) Years)
_ PA; QL (0.15 | \/ITAL-D RX Tier 1
FOSAMAX PLUS D Tier 3 |tablets per 1 :
VITAMIN D2 Tier 1
days)
MVW COMPLETE VITAMIN D3 ORAL -
FORMUL MULTIVIT | CAPSULE
ORAL CAPSULE VITAMIN D3 ORAL Tier 1
750-500 UNIT-MCG TABLET
MVW COMPLETE VITAMINS A,C,.D
FORMULATION Tior 1 AND FLUORIDE ?'af)!v'/i'@pér
D3000 ORAL ORAL DROPS 0.25 Tier 1 (Ma>¥1’2
TABLET,CHEWABLE MG FLUOR. (0.55 Years)
MG)/ML
VITAMINS A-D-E Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)

Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)

Drug Name Tier Restrictions/ | |Drug Name Tier Restrictions/
Limits Limits
VITAMIN E CENTRAL-VITE Tier 1
DEKAS ESSENTIAL | Tier 1 WOMEN'S MATURE
STRESS FORMULA . CENTRUM
WITH IRON Tier 1 CHEWABLES ORAL
TABLET,CHEWABLE Tier 1
STRESS FORMULA Tier 1 8 MG-400 MCG- 10
WITH IRON(SULF) MCG
vitamin e (dl, acetate) CENTRUM SILVER Tier 1
oral cap_sule 180 mg _ ULTRA MEN'S ier
(400 unit), 450 mg Tier 1
(1,000 unit), 90 mg CENTRUM SILVER Tier 1
(200 unit) WOMEN
vitamin e (dl, acetate . CENTURY :
oral drops( | Tiera ULTIMATE MEN'S Tier 1
vitamin e acetate Tier 1 CENTURY .
.. : ULTIMATE Tier 1
vitamin e mlxed_ oral Tier 1 WOMEN'S
capsule 400 unit
— : COMPLETE MEN 50 :
vitamin e mixed oral . Tier 1
Tier 1 PLUS
tablet
. DAILY Tier 1
vitamin e oral ca_lpsule Tier 1 MULTIVITAMIN
268 mg (400 unit) :
o . DEKAS ESSENTIAL Tier 1
vitamin e oral drops Tier 1
. — : DEKAS PLUS (FOLIC Tier 1
vitamin e oral liquid Tier 1 ACID)
vitamin e succinate Tier 1 MEN'S ONE DAILY e il
VITAMINS A-D-E Tier 1 MULTI FOR HER Tier 1
SELENIUM ORAL TABLET
wheat germ oil Tier 1 MVW COMPLETE
VITAMIN K FORMUL MULTIVIT Tier 1
ACTIVITY ORAL CAPSULE
A THRU Z SELECT 750-500 UNIT-MCG
ORAL TABLET 300- Tier 1
60-600-300 MCG
BIOCAL Tier 1

PA = Prior authorization (You or your physician must get approval before we will cover this drug.)

QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)

ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs

are covered.)

AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)

213



Drug Name Tier Restrictions/
Limits

MVW COMPLETE

FORMULATION Tier 1

D3000 ORAL

TABLET,CHEWABLE

ONE-A-DAY MEN'S Tier 1

MULTIVITAMIN

OPTISOURCE Tier 1

phytonadione (vitamin Tier 1 QL (3 tablets

k1) oral tablet 5 mg per 30 dayss)

PROCERV HP Tier 1

SOLO Tier 1

SPECTRAVITE

ULTRA MEN 50 Tier 1

PLUS

SPECTRAVITE Tier 1

ULTRA MEN'S SR

SPECTRAVITE

ULTRA WOMEN'S Tier 1

SR

SUNVITE Tier 1

ULTIMATE MEN'S Tier 1

COMPLETE 50PLUS

ULTIMATE WOMEN Tier 1

COMPLETE 50PLUS

MICHIGAN MEDICAID | 08/01/2026

Tier 1 = MCO Covered (This drug is covered)
Tier 2 = Preferred PDL Product (This drug is covered but may have restrictions)
Tier 3 - Non-Preferred PDL Product (This drug requires approval before it is covered.)
PA = Prior authorization (You or your physician must get approval before we will cover this drug.)
QL = Quantity limits apply (There is a limit on the amount of this drug that is covered per prescription or
within a certain time period.)
ST = Step therapy required (In some cases, you may have to try certain drugs first before other drugs
are covered.)
AGE = Age restriction (This drug may only be covered if you meet a certain age requirement.)
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ACTICAL ..o, 93, 211
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ACTOS.....cco i 150
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ACULARLS.......ccoonee 79, 109
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ADMELOG U-100 INSULIN
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ADRUCIL......ccevievis 23,179
ADTHYZA....cccccciiiii, 150
ADULT MULTIVITAMIN
GUMMIES................... 192, 201
ADULT ONE DAILY
GUMMIES................... 192, 201
ADVAIR DISKUS

....... 33, 104, 125, 166, 173, 182
ADVAIR HFA

....... 33, 104, 125, 166, 173, 182
ADVANCED ANTACID-
ANTIGAS......coevvveee. 111,114
AEMCOLO.......cccocrrirriiirnee, 22
AEROCHAMBER MINI........... 85
AEROCHAMBER MV............ 85
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AEROCHAMBER PLUS

FLOW-VU ..o, 85
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FLOW-VU,M MSK................. 85
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AFINITOR DISPERZ..... 23, 153
AFLURIA QD 2023-24(3YR

8] = Y(=1= VRO 28
AFLURIA QUAD 2023-
2024(6MO UP).....cooeverereann, 28
AFREZZA ..., 141, 147
AFTERA ..o, 134
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AIMOVIG AUTOINJECTOR.. 68
AIMSCO LATEX CONDOM.164
AIRDUO DIGIHALER

....... 33, 104, 125, 166, 173, 182
AIRDUO RESPICLICK

....... 33, 104, 125, 166, 173, 182
AIRSUPRA

....... 33, 104, 125, 166, 173, 182
AIRZONE PEAK FLOW
METER ..o, 85
AJOVY AUTOINJECTOR...... 68
AJOVY SYRINGE.................. 68
AKEEGA. ... 23
AKYNZEO (NETUPITANT)
..................................... 111, 122
ALAWAY ..o, 99
ALBA-LYBE........ccoeevvive 201
albuterol sulfate............. 33,173
alclometasone..........c.......... 182
alcohol swabs...................... 189
alendronate.......cc.ccoevvvvnnennn. 161
alfuzosin........coevvviiiieiiieenn, 33
ALGAL OMEGA-3 DHA....... 122



ALIMTA ..o, 23
aliskiren......ccoceveveeieiieiieeenn, 59
ALKINDI SPRINKLE
............................. 104, 125, 182
ALL DAY ALLERGY
(CETIRIZINE).....ccc........ 10, 172
ALL DAY PAIN RELIEF.79, 160
ALL DAY RELIEF.......... 79, 160
ALLER-CHLOR............... 8, 169
ALLER-EASE................ 10, 172
ALLER-G-TIME............... 8, 169
ALLERGY
(CHLORPHENIRAMINE).8, 169
ALLERGY 4-HOUR......... 9, 169
ALLERGY EYE
(NAPHAZOLINE-PHEN)...... 111
ALLERGY RELIEF
(CETIRIZINE).....ccc........ 10, 172
ALLERGY RELIEF
(CLEMASTINE)........... 8,9, 169

ALLERGY RELIEF

(FLUTICASONE). 104, 125, 166
ALLERGY RELIEF
(LORATADINE)............. 10, 172
ALLERGY
RELIEF(CHLORPHENIRAM

N ) PP 9,170
ALLERGY
RELIEF(DIPHENHYDRAMI

N 8,9, 170
ALLERGY-TIME.............. 9,170
allopurinol..........cccevvveviinnns 160
ALMACONE-2............. 111,114
almotriptan malate................. 83
ALOCRIL........cceeeininnns 99, 171
alogliptin.........ooovviiiiiinnnnnn. 136
alogliptin-metformin..... 133, 136
alogliptin-pioglitazone.. 136, 150
ALOMIDE.............ccc..... 99, 171
ALOPHEN (BISACODYL)... 117

alosetron..........cccevvvviviinnnnnn. 115
ALPHAGAN P......covveeee. 99, 176
ALREX ..o 104
ALTACE ..., 47
ALTOPREV.........cccccciiiiiin, 56
aluminum hydroxide gel....... 111
ALVESCO............ 104, 125, 167
ALYACEN 1/35 (28)

..................... 131, 134, 137, 146
ALYACEN 7/717 (28)

..................... 131, 134, 137, 146
ALYQ ..ottt 58, 171

amantadine hcl.......... 12, 31,61
AMARYL.......ccooiiiiiiie, 149
ambrisentan................... 60, 175
amcinonide.............ccceeveeee 182
amiloride............vvvviiiiinnnnnn. 93
amiloride-

hydrochlorothiazide... 59, 93, 98
amiodarone........ccceeeeeeeeeeeeenn, 53
AMITIZA ..o, 120
AMJIEVITA(CF)....ccvvvvvvnee 157
AMJEVITA(CF)
AUTOINJECTOR................. 157
amlodipine.......ccccooeeeveiiiinnnnnn. 54
amlodipine-atorvastatin... 54, 56
amlodipine-benazepril..... 47, 54
amlodipine-olmesartan.... 46, 54
amlodipine-valsartan....... 46, 54
amlodipine-valsartan-
hcthiazid.............. 46, 54, 59, 98
ammonium lactate............... 181
AMNESTEEM...................... 188
amoxicil-clarithromy-

lansopraz

........... 13, 15, 20, 116, 122, 123
amoxicillin...... 13, 116, 122,123
amoxicillin-pot clavulanate
............................... 14,116, 123
ampicillin.............cccceiiiinnns 14
AMPYRA ... 163
AMRIX ..o 31
anagrelide..............ceen 45
anastrozole................... 23,131
ANCOBON.....ccvvvvviiiiiiiieaeen, 21
ANDROGEL................ 130, 131
ANORO ELLIPTA
......................... 30, 33, 165, 173
ANTACID....ccccvvvvveenn. 111,114
ANTACID (CALCIUM
CARBONATE).....5, 90, 93, 112

ANTACID ANTI-GAS...112, 114
ANTACID CALCIUM
............................. 5,91, 93, 112
ANTACID EXT STR

(CALCIUM CARB)
............................. 5,91, 93, 112
ANTACID EXTRA-
STRENGTH......... 5,91, 93, 112
ANTACID LIQUID........112, 114
ANTACID M.....ovee...... 112, 114
ANTACID MAXIMUM
STRENGTH...ovvvvren.. 112, 114
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..................................... 112,114
ANTACID REGULAR
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ANTACID ULTRA
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ANTARA. ..., 55
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INSULIN.......ovvvviieeeee, 141, 147
APIDRA U-100 INSULIN
..................................... 141, 147
apraclonidine..............ccc........ 99
aprepitant........cccceeeeeeeeeeennnn. 122
APRI...ooviiiiiii, 134
ARANELLE (28)

..................... 131, 134, 137, 146
ARANESP (IN
POLYSORBATE)............. 36, 37
AREXVY (PF).coviiiiiiiiiiiiiinnn, 28
arformoterol................... 34,173
ARICEPT ...ttt 32
ARIMIDEX............cccenns 23,131
ARIXTRA ...ttt 39
ARKALIOX.....ccoovivvrriiiiinnen 201
ARMONAIR DIGIHALER
............................. 104, 125, 167
ARMOUR THYROID........... 150
ARNUITY ELLIPTA
............................. 104, 125, 167
AROMASIN.....ccvvvvrenn. 23,131
ARRANON........ccvviviiiiiiieeee, 23
ARTHROTEC 50..... 64, 79, 189
ARTHROTEC 75.....64, 79, 189

ARTIFICIAL TEARS (PF).... 109
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ARTIFICIAL
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ARTIFICIAL
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TEARS(PVALCH-POVID)... 109
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............................. 67, 74,79, 82
ASMANEX HFA

............. 104, 105, 125, 167, 182
ASMANEX TWISTHALER
............. 105, 125, 126, 167, 183
ASPERCREME

(LIDOCAINE HCL)....... 159, 179
ASPERCREME
(LIDOCAINE)............... 159, 179
aspirin........eeevvveciennn. 44, 45, 82
ASPIRIN CHILDRENS.... 44, 82

aspirin,buffd-calcium carb-

(= o P 45, 82
aspirin-dipyridamole.. 45, 82, 89
ASPRUZYO SPRINKLE........ 51
ASSESS FULL RANGE

PEAK METER.......cccvvvvveeennn. 85
ASTAGRAF XL............ 152, 187

ASTHMA CHECK METER.... 85
ASTHMAMENTOR PEAK

FLOW METER.........eevennn... 85
ATACAND......civeviieeeiiees 46
ATACAND HCT......... 46, 59, 98
ATELVIA.......oooieeeen 161
atenolol..........c..c.u.... 35, 49, 53
atenolol-chlorthalidone
....................... 35, 49, 53, 60, 99
ATHENOL..........ccvveeeee. 64, 72
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ATORVALIQ....ccceeiiiiieianns 56
atorvastatin..........cccoeeeeevvnnnnnns 56
atovaquone.........ccceeevuveennennn. 15
atropine.............. 5, 30, 110, 165
ATROVENT HFA........... 30, 165
AUBAGIO.......ccovveeeeviieeee, 151
AURYXIA ..o, 91
AUSTEDO........ccvevevvveeeenn, 84
AUSTEDO XR.....cooeevviineiennen, 84
AUSTEDO XR TITRATION
KT(WKL-4) ..o 84
AUVI-Q...ooeevviieiieeeeenn, 29, 165

AVALIDE................... 46, 59, 98
AVAPRO. ..., 46
AVELOX.....cooovvvvveeiinnnn. 21, 100
AVIANE....... 131, 134, 137, 146
AVODART ..o, 160
AVONEX......ccooiiiiiiieiiieeeees 153
azacitidine.........coceeeeeeviieinnnnns 23
AZASAN......ccoovvveeeeeieeeeee, 151
AZASITE.....ccoooviieeeeeeee, 100
azathioprine...........ccceeeeeee 151
azelastine..........ccoccouun.. 10, 100
azelastine-fluticasone

............. 100, 105, 126, 167, 172
AZILECT .o, 71
azilsartan medoxomil............. 46
azithromycin............ooeeenee 20
AZOPT ..o, 104
AZOR ..., 46, 54
AZULFIDINE.......... 22,115, 152
AZULFIDINE EN-TABS
............................... 22,115, 153
AZURETTE (28).....cccccvvvueee 134
B COMPLEX......ccoooevvvreen. 201
B COMPLEX 1 (WITH

FOLIC ACID)....covvvvrvvnnnnnnn. 201
B COMPLEX 100................. 201
B COMPLEX PLUS
VITAMINC.....ooveevvveeeenn, 201

B COMPLEX W-VIT C.201, 210
B COMPLEX-VITAMIN B12 201

b complex-vitamin c-folic

= (o1 [ H 201, 210
B-100 COMPLEX................ 201
BABY AYR SALINE............. 109
bacitracin..................... 100, 176
bacitracin zinC...................... 176
bacitracin-polymyxin b......... 100
baclofen.......ccccceeviiiiieeiiiinnn, 32
BACMIN................. 39, 192, 201
BAFIERTAM.......cvvvieviies 153
BALANCE B-100 (FOLIC
ACID)...oooeieviiee e 201
BALANCE B-50 (WITH

FOLIC ACID)..cccvvvvvveriinnnnn. 201
BALANCED B-100............... 201
BALANCED B-100
COMPLEX....cccooeevieiiieeeeee, 201
BALANCED B-50................. 201
balsalazide............ccccceeeennn... 115
BANOPHEN................. 8,9,170
BAQSIMI.........oovvvviiinnnn. 5,139
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BASAGLAR KWIKPEN U-

100 INSULIN............... 141, 144
BASAGLAR TEMPO
PEN(U-100)INSLN....... 141, 144
BAXDELA.......ccooiiiiiiiiiiee 21
BAYER ASPIRIN............. 45, 82
BAYER CHEWABLE
ASPIRIN..............o oo 45, 82
BAYER LOW DOSE
ASPIRIN.............o oo 45, 82
B-COMPLEX WITH B-12.....201
B-COMPLEX WITH

VITAMIN C...coovvvvviiiiiianee, 201
BD ALCOHOL SWABS....... 189
BD AUTOSHIELD DUO

PEN NEEDLE........................ 86
BD INSULIN SYRINGE

(HALF UNIT) ..., 86
BD INSULIN SYRINGE U-
500.....uiiiiiiiiiiiiiiieee e 86
BD INSULIN SYRINGE
ULTRA-FINE.....covveeevereeeee. 86
BD NANO 2ND GEN PEN
NEEDLE............cccceiiiiiiinnn. 86
BD ULTRA-FINE MICRO

PEN NEEDLE........................ 86
BD ULTRA-FINE MINI PEN
NEEDLE............cccceiiiiiiinnn. 86
BD ULTRA-FINE NANO

PEN NEEDLE........................ 86
BD ULTRA-FINE ORIG PEN
NEEDLE...........cccceeiiiiiiiin, 86
BD ULTRA-FINE SHORT

PEN NEEDLE........................ 86
BD VEO INSULIN SYR

(HALF UNIT) ..o 86
BD VEO INSULIN SYRINGE
UF e 86
beclomethasone
dipropionate.........c.cccccuvueees 126
BECONASE AQ.. 105, 126, 167
BEELITH..........ocoeee 93, 201
BELBUCA........ccoeeeieeiiiis 78
benazepril.........c.oovvvviiiiennnnn. a7
benazepril-
hydrochlorothiazide... 47, 59, 98
BENICAR........cooiiiiiiiiieeee, 46
BENICAR HCT .......... 46, 59, 98
benznidazole......................... 19
benzoyl peroxide................. 188
benzphetamine...................... 61
bepotastine besilate......... 9, 100



BESER....c.ooovveeeeiieeeeeee 183
BESER KIT ..., 183
besifloxacin........c..ccoeevvunen. 100
BESIVANCE............ccevve. 100
BESREMI.....covvvveveeiiieieeen, 23
beta carotene..........cc........... 200
betamethasone dipropionate
..................................... 126, 183
betamethasone valerate
..................................... 126, 183
betamethasone, augmented
..................................... 126, 183
BETAPACE............... 32,49,54
BETAPACE AF.......... 32,49, 54
BETASERON........cooevvvnnnenn 153
BETATEMP..........ccvvne... 64, 72
betaxolol............ 35, 49, 53, 103
bethanechol chloride............. 33
BETHKIS.....cooeeeeeeeeei 13
BETIMOL.....32, 49, 53, 64, 103
BETOPTIC S..... 35, 49, 53, 103
BEVESP| AEROSPHERE
................. 30, 34, 165, 173, 180
bexarotene..................... 23,179
BEXSERO......cccooevvviieeiis 28
BEYFORTUS........ooevvereeeeen. 18
bicalutamide................eeee. 23
bimatoprost............ccoeeeeeenn. 110
BINOSTO.....oivvevveeeeiiees 161
BIO-35, GLUTEN FREE
......................... 39, 93, 192, 201
BIOCAL......... 93, 201, 211, 213
BIOCEL (WITH LUTEIN)
..................................... 192, 202
BION TEARS (PF)............... 109
BIOPETIT ....iiiiieeiieeeeien, 202
(o110 ] 1] o FR 202
bisacodyl.........cccccouiiiinnnnn. 117
BISMUTH.........ccceenen... 112, 113
bismuth subcit k-metronidz-

1001 1 D 14, 22,116, 176

bismuth subsalicylate.. 112, 114
bisoprolol fumarate.... 35, 49, 53

bisoprolol-

hydrochlorothiazide
....................... 35, 49, 53, 59, 98
BLINCYTO....ccciiieeeeeeiiiiee. 23
BLISOVI24 FE.................... 134
BLISOVI FE 1.5/30 (28)....... 134
BLISOVI FE 1/20 (28).......... 134

BODY, HAIR, SKIN AND

NAILS ..., 192
BONIVA......ccooeeiieeei, 161
BONSITY .o, 145, 161
bosentan..............coee...... 60, 175
BRAFTOVI ..o 23
BREATHERITE MDI
SPACER.....cooiiieeeieeee 86
BREATHERITE VALVED

MDI CHAMBER..................... 86
BREATHERITE VALVED

MDI SPACER.........ccoeevvennn.. 86
BREO ELLIPTA

....... 34, 105, 126, 167, 174, 183
BREXAFEMME..................... 23
BREYNA

....... 34, 105, 126, 168, 174, 183
BREZTRI AEROSPHERE
..................................... 165, 174
BRIELLYN... 131, 134, 137, 146
BRILINTA ..., 45
brimonidine.................... 99, 176
brimonidine-timolol........ 99, 103
brinzolamide...........c.c.......... 104
brivaracetam.............ccoeeevunenns 63
BRIVIACT ..., 63
bromfenac.........ccooceeveennnnnnn. 110
bromocriptine...........cccccevveens 70
BROMSITE.......c.ooovveeeeinnn. 110
BRONCHITOL.........cccvvnveees 172
BROVANA.........ccoeeeee. 34,174
BRYHALI ..., 183
BRYNOVIN.......oooevvveeriinnn. 136
budesonide.......... 105, 126, 168
budesonide-formoterol

....... 34, 105, 126, 168, 174, 183
BUFFERIN........coeeveenn. 45, 82
buprenorphine..........cccc......... 79
bupropion hcl (smoking

(021 (=] ) 35, 63
butalbital-acetaminop-caf-
cod......... 64, 67,72, 74,79, 166

butalbital-acetaminophen 64, 72
butalbital-acetaminophen-

(o7 | F 64, 68, 72, 79
butalbital-aspirin-caffeine

............................. 45, 68, 79, 82
butenafine.........ccccccvvevennnnn. 182
butorphanol....................ooc 79
BUTRANS ..., 79
BYDUREON BCISE............ 140
BYETTA. ... 140

BYSTOLIC................. 32, 49, 53
cabergoline.........cccccceiiiiine 70
CABTREO.........c.cu...... 176, 191
CADUET......ccoeeivrrnrnnee, 55, 56
caffeine citrate....................... 79
calcipotriene................ 181, 182
calcitonin (salmon)....... 133, 161
CALCITRATE-VITAMIN D
............................. 5,91, 93, 211
calcitriol........cooevvvveinnnnns 191, 211
CALCIUM 500 + D
............................. 5,91, 93, 211
CALCIUM 500 WITH D
............................. 5,91, 93, 211
CALCIUM 600............. 5,91, 93
CALCIUM 600 + D(3)
............................. 5,91, 93, 211
calcium acetate(phosphat

PINd) ..ovveeiiiiii 91
CALCIUM ANTACID
............................. 5,91, 93, 112

calcium carbonateb, 91, 93, 112
calcium carbonate-vitamin

CALCIUM CITRATE + D
............................. 6, 91, 94, 211
calcium citrate-vitamin d3
............................. 6, 91, 94, 211
CALCIUM WITH VITAMIN D
............................. 6, 91, 94, 211
CAL-GEST ANTACID
............................. 6, 91, 94, 112
CALTRATE WITH VITAMIN

CAMILA............... 131, 134, 146
CAMZYOS.....ccooevviviiriieeeee 51
candesartan.............cccevvveeneen. 46
candesartan-
hydrochlorothiazid..... 46, 59, 98
capecitabine..........cccccceeeeennn. 23
(o= 0] (0] o | a7
captopril-hydrochlorothiazide
................................... 47,59, 98

carbidopa...........cccoevvvvvviiinnnns 69
carbidopa-levodopa............... 70
carbidopa-levodopa-
entacapone.........c.c.ceuuneee. 69, 70
carbinoxamine maleate... 9, 170
carboxymethylcellulose

SOAIUM ....coviiiee e 109



CARDAMYST ....ovviiiiiiiiiienn. 54

CARDIZEM.......cccvvveennn. 50, 54
CARDIZEM CD................ 50, 54
CARDIZEM LA................ 50, 54
CARDURA.......ccoieeeeee, 46
CARDURA XL...oovveevivieeeenn, 46
carteolol........coooeveiiiiiiiinnn, 103
CARTIA XT oo, 50, 54
carvedilol....... 32, 33, 46, 49, 53
carvedilol phosphate
....................... 32, 33, 46, 49, 53
CASODEX.....cccviieiiiieeeiiiees 23
CAYA CONTOURED............ 164
CAYSTON....oovveeieieeeieeeeen, 18
CAZIANT (28).....cccceeeeeennn. 134
(o1<] 1= 1o} (o] (T 12
cefadroXil........ccoooevviiiiiiiinnnnnn. 11
cefdinir.....coooveeveieieiiieeei 12
cefiXime....coooovviiiiiiiieenn, 12
cefpodoxime.........ccuvvvvvveennee. 12
cefprozil........cccooeeeeiiiiiiinn, 12
cefuroxime axetil.................... 12
CELEBREX....c.cccvveviiiviieeen, 69
celecoxib......ccooeveivieiiiiieeienn, 69
CELLCEPT...coivveeeiieeeen 151
CELLCEPT INTRAVENOUS
............................................. 151
CENTANY ..o, 176
CENTANY AT ..o 176
CENTRAL-VITE.....39, 193, 202
CENTRAL-VITE WOMEN'S
MATURE....... 39, 193, 202, 213

CENTRAVITES........ccevve 193
CENTRUM............. 39, 193, 202
CENTRUM CHEWABLES
....................... 39, 193, 202, 213
CENTRUM COMPLETE
............................... 39, 193, 202
CENTRUM MEN....39, 193, 202
CENTRUM SILVER.....193, 202
CENTRUM SILVER ULTRA
MEN'S................. 193, 202, 213
CENTRUM SILVER
WOMEN......... 39, 193, 202, 213
CENTRUM SPECIALIST

CENTRUM ULTRA MEN'S
............................... 39, 193, 202
CENTURY ............. 39, 193, 202
CENTURY ADULTS 50
PLUS.....c, 193, 202
CENTURY MATURE... 193, 202

CENTURY ULTIMATE

MEN'S.......cc........ 193, 202, 213
CENTURY ULTIMATE
WOMEN'S..... 39, 193, 202, 213
cephalexin...........ccccceeeiiiennnns 11
CEQUA....cccoiiiiiieeeee 102, 152
CERALYTE-70.......cvvvvvviienen. 94
CEROVITE ADVANCED
FORMULA............. 39, 193, 202
CERTAPLUS........ 39, 193, 202
CERTAVITE SENIOR..193, 202

CERTAVITE-ANTIOXIDANT

............................... 39, 193, 202
Cetinzine.....c..oevvevevennns 10, 172
CHANTIX CONTINUING
MONTH BOX................. 35, 109
CHEMET....cooiiivieeeeenn, 6, 124
CHILD ALLERGY
RELF(CETIRIZINE)....... 10, 172
CHILD FEVER REDUCER-
PAIN RELVR.................. 64,72
CHILD PAIN REL-FEVER
REDUCER...........ccvvvve. 64,72
CHILDREN'S
ACETAMINOPHEN.......... 64,72
CHILDREN'S ALAWAY ....... 100
CHILDREN'S ALLERGY
RELIEF(FEX).......cccuvee. 11, 172
CHILDREN'S ALLERGY
RELIEF(LOR)................ 11, 172
CHILDREN'S
ALLERGY(CETIRIZINE) 11, 172

CHILDREN'S ASPIRIN....45, 82
CHILDREN'S CETIRIZINE

CHILDREN'S FEVER
REDUCING............cceee. 64, 72
CHILDREN'S FLONASE
ALLERGY RLF.... 105, 126, 168
CHILDREN'S IBUPROFEN... 79
CHILDREN'S LORATADINE

CHILDREN'S PAIN-FEVER

RELIEF..........ooooi 65, 72, 73
CHILDREN'S TACTINAL.65, 73
CHILDREN'S TYLENOL..65, 73
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CHILD'S ALL DAY

ALLERGY(CETIR)......... 11,173
chlorhexidine gluconate
..................................... 103, 180
chloroquine phosphate.......... 14
chlorpheniramine maleate
......................................... 9,170
CHLORTABS.......ccceeennn. 9,170
chlorthalidone................... 60, 99
CHLOR-TRIMETON........ 9,170
chlorzoxazone..........cccccceeunn. 31
cholecalciferol (vitamin d3)..211
cholestyramine...................... 50

cholestyramine (with sugar)...50
CHOLESTYRAMINE LIGHT..50
cholestyramine-aspartame.... 50

CIBINQO..........cceeueee 155, 188
CICLODAN........cceeeeeieeeeeenn 187
CICLODANKIT... 187, 188, 191
CICIOPITOX .. 187
ciclopirox-ure-camph-menth-
(10 [ 187, 188
cilostazol............ccooeiiiiiiiiiiinns 45
CILOXAN.......covvvviiiieennn 21, 100
cimetidine.........ccccceevvueeee 9,121
cimetidine hcl................... 9 121
cinacalcet.......ccceeeeeeveeeeeennen. 133
CIPRO......ccovvvvrreeee 15, 21, 100
CIPRO HC....... 15, 21, 100, 105
ciprofloxacin............. 15, 21, 100
ciprofloxacin hcl....... 15, 21, 100
ciprofloxacin-
dexamethasone.....22, 100, 105
ciprofloxacin-fluocinolone
............................... 22,100, 105
ciprofloxacin-hydrocortisone
......................... 15, 22, 100, 105
CITRACAL + D MAXIMUM
............................. 6, 92, 94, 212
CITRACAL-D3 MAXIMUM
PLUS.......ccceeen. 6, 92, 94, 212
CITRATE OF MAGNESIA... 117
CITROMA.........ccceeeiiiiiie 117
CITRUS CALCIUM-

VITAMIN D3........ 6, 92, 94, 212
cladribine...........ccccuuu.... 23,151
cladribine(multiple sclerosis)
....................................... 23,151
CLARAVIS......cccoiiiiiiee 188
CLARINEX......ccvvvviiinnnn. 11,173



clarithromycin

................. 15, 20, 116, 117, 123
CLASSIC PRENATAL
............................... 39, 193, 202
CLEOCIN.....ccvvveeiiis 18, 177
clindamycin hcl.............. 18, 177
CLINDAMYCIN PEDIATRIC
....................................... 18, 177
clindamycin phosphate.. 18, 177
clindamycin-benzoyl
peroxide......... 18,177, 188, 189
CLINDESSE.................. 18, 177
clobetasol.................... 183, 184
clobetasol-emollient............. 184
CLOBEX....cooiiiiiieiiiieeeeinn, 184
clocortolone pivalate............ 184
CLODAN......oiivveeeiie e, 184
CLODAN KIT ..ueiiiiiiiiieeeeees 184
clofarabine........ccc.ccooooeeiinnnin 23
CLOLAR. ..., 24
clonidine.......ccoooevveiiieiineeennn. 52
clonidine hel.......cooevvvveiiinnnn.. 52
clopidogrel.........cccoeeevviiinnnnnnn. 45
clotrimazole...........cccooee.. 180
CLOTRIMAZOLE 3 DAY ..... 180
CLOTRIMAZOLE-S............. 180
CLOTRIMAZOLE-7............. 180
clotrimazole-betamethasone

..................................... 180, 184
codeine sulfate.............. 75, 166
codeine-butalbital-asa-caff
............................. 68, 75, 79, 82
COLACE CLEAR.......cc........ 117
COLAZAL....ccovveeeeiiieaennn, 116
colchicine........cccccuuven. 52, 160
COLCRYS.....coiievvvvees 52, 160
colesevelam................... 50, 131
COLESTID...covveeeeviieeeeiieees 50
COLESTID FLAVORED......... 50
colestipol.......ccceeeeeviiieieeeennen, 50
COMBIGAN..........eeeeeee. 99, 103
COMBIVENT RESPIMAT
......................... 30, 34, 165, 174
COMFORT GEL.......... 112, 115
COMFORT GEL EXTRA
STRENGTH................. 112, 115
COMPACT SPACE

CHAMBER PLUS.................. 86
COMPACT SPACE
CHAMBER-LRG MASK......... 86
COMPACT SPACE
CHAMBER-MED MASK........ 86

COMPACT SPACE
CHAMBER-SM MASK........... 86
COMPLETE 50 PLUS. 193, 202
COMPLETE MEN 50 PLUS
............................. 193, 202, 213
COMPLETE
MULTIVITAMIN-MINERAL
............................... 39, 193, 202
COMPLETE MV ADULT 50
PLUS.....n 193, 202
COMPLETE SENIOR..193, 202
COMPLETENATE. 39, 193, 203

COMPLEX B-100................ 203
COMPLEX B-50.................. 203
COMTAN ...t 69
CONDOMS-PREM

LUBRICATED.........cccceee. 164
CONZIP....ccoiiii 75
COPAXONE.....cccooiiiiiiii 151
CORGARD................ 35, 49, 53
CORLANOR.....cccoiiiiiiiiiiii, 51
CORRECTOL......ccccvvvrrnnnne 117
CORTEF.............. 105, 126, 184
CORVITE FREE.......... 193, 203
COSENTYX. ..o 154
COSENTYX (2 SYRINGES) 154
COSENTYX PEN......ccccovvuee 154
COSENTYX PEN (2 PENS) 154

COSENTYX UNOREADY

COSOPT... 32, 53, 65, 103, 104
COSOPT (PF)

................... 32, 53, 65, 103, 104
COZAAR. ..ot 46
CREAMY ACNE FACE........ 189
CREON.....cooeiiiiiiiiieeee, 120
CRESEMBA.......ccccoovviiieeen. 16
CREXONT ..o, 70
CRINONE........ccooiviviieee, 146
cromolyn.............. 100, 109, 171
CRYSELLE (28)

..................... 131, 134, 137, 146
CULTURELLE..................... 121
cyanocobalamin (vitamin b-

12) i 203
CYCLAFEM 1/35 (28)
..................... 131, 134, 137, 146
CYCLAFEM 7/7/7 (28)
..................... 131, 134, 137, 146
cyclobenzaprine.................... 31
cyclopentolate..................... 110
cyclophosphamide......... 24, 153
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cycloserine.......cccccceeeeieeeiinnnnn. 15
cyclosporine................. 102, 152
cyclosporine modified.. 102, 152
CYLTEZO(CF)...ccovvvvvevevrnns 157
CYLTEZO(CF) PEN............ 157
CYLTEZO(CF) PEN
CROHN'S-UC-HS................ 157
CYLTEZO(CF) PEN
PSORIASIS-UV........ccvueeeee. 157
cyproheptadine............ 8,9, 170
CYRAMZA......oooiiiiiiiiiiis 24
cytarabine..........cccoceiiiiiinnn 24
cytarabine (pf).....ccccoeeeeeiiinnnnn. 24
CYTOMEL......ceeeeeeeieiereee 150
dabigatran etexilate............... 37
DAILY FIBER (PSYLLIUM-
SUCROSE)....ccvvvviiiiiieee. 117
DAILY GUMMIES........ 194, 203

DAILY MULTIPLE..39, 194, 203
DAILY MULTIPLE FOR
WOMEN........... 39, 94, 194, 203
DAILY MULTIVITAMIN
............................. 194, 203, 213
DAILY MULTIVITAMIN

WITH IRON............ 39, 194, 203
DAILY VALUE.................... 194
DAILY VITAMIN FORMULA 194
DAILY VITAMIN FORMULA-

IRON.......ceeeiiiie 40, 194, 203
DAILY VITAMIN FORMULA-
MINERALS............ceeeeiiin, 194
DAILY VITAMIN WITH IRON
....................................... 40, 194
DAILY VITES/IRON....... 40, 194
DAILY-VITE.......cccocrrrrrnnnnnn. 194
DAILY-VITE (WITH FOLIC
ACID).covvvvviiiiiiiiiiieeee, 194, 203
dalfampridine..........cccccco...... 163
DALIRESP................... 171, 190
danazol.......ccccccevvnnnnns 130, 131
DANTRIUM......cooiiiiiiiienn, 32
dantrolene........cccceeeeiieieeeennn. 32
dapagliflozin...........c.ceeeeee 149

dapagliflozin-metformin133, 149
dapagliflozin-saxagliptin

..................................... 136, 149
dapsone........... 14, 15,177,191
darifenacin...........cccoeeevvnnnn... 191
DASETTA 1/35 (28)

..................... 131, 134, 137, 146



DASETTA 7/7/7 (28)
..................... 131, 134, 137, 146
DAURISMO.........ccovviveeiiis 24
DAYHIST ALLERGY ... 8,9, 170
DAYPRO.....cccooivivieeiiieeeenn, 79
DEBLITANE......... 131, 134, 146
decitabine........c..ccoevvviiiennnnn. 24
DECUBI VITE...... 194, 203, 210
deflazacort.........cccoceeevvnnnnnn. 126
DEKAS ESSENTIAL
..................... 194, 200, 212, 213
DEKAS PLUS (FOLIC ACID)
............................. 194, 203, 213
DEKAS PLUS LIQUID......... 194
DELESTROGEN......... 137, 161
DELZICOL....ccoevvveveeiieeeen, 116
DENAVIR.......coovviiieieeeeen, 179
DENTA 5000 PLUS....... 84, 162
DENTA 5000 PLUS
SENSITIVE.......ccovv. 85, 162
DENTAGEL................... 85, 162
DEPO-MEDROL.................. 126
DERMA-SMOOTHE/FS

BODY OIL......cccvvvveeeeen. 105, 184
DERMA-SMOOTHE/FS

SCALP OlL...covvveeiiiieeeeenn, 184
desloratadine................. 11,173
desmopressin................ 38, 145

desog-e.estradiol/e.estradiol 134
desogestrel-ethinyl estradiol 134

desonide.......cooeevveeiiiieiinnnnnn. 184
DESOWEN........ccoevvvvveen, 184
desoximetasone.................. 184
DETROL....ccvvvieiiveeeeiieeee, 191
DETROL LA......ccooeeeiveeeen. 191
dexamethasone... 105, 106, 127
DEXAMETHASONE
INTENSOL................... 105, 127
dexamethasone sodium

phos (Pf)..ccccoeeeveeeennnen. 106, 127
dexamethasone sodium
phosphate.................... 106, 127
DEXCOM G6 RECEIVER...... 86
DEXCOM G6 SENSOR......... 86
DEXCOM G6
TRANSMITTER........ccevveee. 86
DEXCOM G7 15 DAY
SENSOR.....ccooiivveeeeiieeeee, 86
DEXCOM G7 RECEIVER...... 86

DEXCOM G7 SENSOR......... 86
DEXILANT ..o 123
dexlansoprazole.................. 123

DHIVY ..o 70
DIABETES HEALTH
FORMULA............ou.... 194, 203
DIALYVITE.................. 203, 210
DIALYVITE 3000................. 203
DIALYVITE 5000................. 203
DIALYVITE 800........... 203, 210
DIALYVITE 800 PLUS D
............................. 203, 210, 212
DIALYVITE 800 WITH ZINC

15 203, 210
DIALYVITE 800 WITH ZINC

50 i 203, 210
DIALYVITE 800-ULTRA D
............................. 203, 210, 212
DIALYVITE SUPREME D
..................................... 203, 212
DIALYVITE VITAMIN D3

MAX ettt 212
DIARRHEA RELIEF

(BISMUTH SUBS)....... 112,114
diazoxide.........ccccvvvvvninnnnnn. 133
diclofenac epolamine
................................. 65, 79, 189
diclofenac potassium
................................. 65, 80, 189
diclofenac sodium

................. 65, 80, 110, 189, 190
diclofenac-misoprostol
................................. 65, 80, 190
dicloxacillin.........cccccvvvvnnnn. 21
dicyclomine...........ccccvvvvvnnnnns 30
diethylpropion...........ccccceee.... 61
DIFFERIN............cuu.... 163, 189
DIFICID......ccoe e 20
diflorasone.............cccoeeie 184
DIFLUCAN.......ccooiiriiiiieeeee 16
diflunisal...........ccoeiiiiinnnnnn. 80
(0 [T [0 ) 4] o F USRI 51
DILAUDID......ccevvviieeiiiiiiiiins 75
diltiazem hcl............... 50, 51, 54
DILT-XR...ooiiiiiiiiiiiiiee, 51, 54
dimenhydrinate....8, 9, 115, 170
dimethyl fumarate................ 153
DIOTAME................... 112,114
DIOVAN ....ooiviiiiiiiiiiee 46
DIOVAN HCT............ 46, 59, 98
DIPENTUM........ooeeiiiiiiinn 116

diphenhydramine hcl... 8, 9, 170
diphenoxylate-atropine.. 30, 114
DIPROLENE

(AUGMENTED)........... 127,184
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dipyridamole.................... 45, 89
DISKETS.....cooovieieeieiieiee, 75
disopyramide phosphate....... 52
DITROPAN XL......coovvvrrrnneee. 191
DIURIL .ovvvvviiiiiiiiiiieeeeee, 59, 98
docosanol...........cccceeveveennnns 179
DOCU.....cooiiiiiiiiiiiie 117
DOCUPRENE.........cccccceennn.. 117
docusate calcium................. 117
docusate sodium................. 117
dofetilide........ccoevvviiiieeiiiinnnnnn. 54
DOK oot 117
DOLOBID.....cvvvvvviiiiiiieeeaeaann, 80
donepezil.......ccccuvveeeiiiiiiiiinnnn. 33
dorzolamide.........ccccceeeeeeennn 104
dorzolamide-timolol

................... 32, 53, 65, 103, 104
dorzolamide-timolol (pf)
................... 32, 53, 65, 103, 104
doxazosin........ccceeeevvvvinnnnnnnnn. 46
doxycycline hyclate

................. 14, 22, 100, 101, 177
doxycycline monohydrate
................... 14, 22, 23, 101, 177
DRISDOL.......ccoeiririiiinenee 212
dronabinol............ccccceeeiinns 121
drospirenone-ethinyl
estradiol...........cccceeeeeiiiennnnn. 134
DROXIA ..o, 24
DUAKLIR PRESSAIR
......................... 30, 34, 165, 174
DUAL ACTION PAIN
RELIEVER................. 65, 73, 80
DUETACT ..o 149, 150

DULCOLAX (BISACODYL). 117
DULERA

....... 34,106, 127, 168, 174, 184
DUOPA. ..o, 70
DUPIXENT PEN.................. 191
DUPIXENT SYRINGE......... 191
dutasteride..........cccoeeeviiiinnnnns 160

dutasteride-tamsulosin.. 33, 160
DYMISTA

............. 100, 106, 127, 168, 173
E.E.S. 400............. 17, 101, 177
E.E.S. GRANULES17, 101, 177
EASIVENT HOLDING
CHAMBER........coevveeeeeeeeeen, 86
EASIVENT MASK LARGE.... 86
EASIVENT MASK MEDIUM.. 86
EASIVENT MASK SMALL.....87



EASY TOUCH ALCOHOL
PREP PADS..........cccvvvvveee. 189
EBGLYSS PEN.....ccccevenn.n. 187
EBGLYSS SYRINGE........... 187
EC-NAPROXEN............ 80, 160
econazole nitrate................. 180
ECONTRA EZ.....cccvvvvvveennn. 134
ECOTRIN LOW STRENGTH
......................................... 45, 82
EDARBI...coovvviieieiii, 46
EDARBYCLOR.......... 46, 60, 99
EFFIENT ... 45
EFUDEX......cccooiivinnnee. 24, 179
electrolytes-dextrose.............. 94
eletriptan.......ccccoeeeeeviiiienee, 83
ELIDEL .ccovvvveeeieeeee, 187
ELIGARD......ccccccvvvennnnn. 24, 140

ELIGARD (3 MONTH)... 24, 140

ELIGARD (4 MONTH)... 24, 140
ELIGARD (6 MONTH)... 24, 140
ELINEST......131, 135, 137, 146
ELIQUIS........ovviiiiiiieeeee 36, 37
ELIQUIS DVT-PE TREAT

30D START ....oviiiiiiiiiiiiiieeeee 36
ELLA ..o, 135
ELMIRON.....cooeiiiiiiiiiiie 8
eltrombopag olamine............. 37
ELURYNG... 131, 135, 137, 146
ELYXYB...oooooiiieeiiiiiiee 70
EMCYT ..o 24
EMEND.........oooiiiiiiiie 122
EMFLAZA......cccoiiiiiiee 127
EMGALITY PEN.......ccvvvveeeee. 68
EMGALITY SYRINGE............ 68
EMOQUETTE...........cceee. 135
enalapril maleate................... 47
enalapril-hydrochlorothiazide
................................... 47, 59, 98
ENBREL......ccoovviiiiiiiiiiins 157
ENBREL MINI.........ccvvvvneee 157
ENBREL SURECLICK......... 157
ENDOCET........ccueeee 65, 73, 75
ENDUR-ACIN................ 48, 203
ENEMA. ..o, 117
ENEMA DISPOSABLE........ 118
ENEMEEZ PLUS................. 118
ENFAMIL ENFALYTE........... 94
ENGERIX-B (PF).........coonn. 28
ENGERIX-B PEDIATRIC

(PF) et 28
enoxaparin.........cccceeeeeeninnnnnns 38

ENPRESSE. 131, 135, 137, 146

ENSKYCE....ccoovvviiiiiiiiennnn. 135
ENSPRYNG......ccccvvvvveeenn. 155
entacapone.......cccoeeevvveeeennnnnn. 69
L<Tp 1 (=Tor- \V/ | 20
ENTRESTO.....ccccciviiriiiinnnee 46
ENTRESTO SPRINKLE........ 46
ENTYVIO..ovvviiiiiiii, 152
ENTYVIO PEN.....coovvveeeeen. 152
ENVARSUS XR........... 152, 187
EOHILIA.....coveeeeeeeeeeee 127
EPANED.....ccccccviiiiis 47
epinastine...................... 11, 100
epinephrine................... 29, 165
EPIPEN........cccvvvvieeee 29, 165
EPIPEN 2-PAK.............. 29, 165
EPIPEN JR...........vvve 30, 165
EPIPEN JR 2-PAK......... 30, 165
EPOGEN..........cccccciiiiii, 37
eprosartan........ccceeeeeeeeeeennnnn. 46
ergocalciferol (vitamin d2)... 212
ERIVEDGE..........cccccvvvvrnnene. 24
ERLEADA.......ccccciiiiiis 24
ERMEZA..........ccooiiiie 150
ERRIN........cceee 131, 135, 146
ERTACZO....ccoovvvvvviviienannn. 180
ERYPED 200......... 17,101, 177
ERYPED 400......... 17,101, 177
ERY-TAB............... 17,101, 177
ERYTHROCIN (AS
STEARATE).......... 17,101, 177
erythromycin.......... 17,101, 178
erythromycin ethylsuccinate
............................... 17,101, 177
erythromycin with ethanol
............................... 17,101, 178
erythromycin-benzoyl
peroxide................. 17,101, 178
ESGIC......cccuee 65, 68, 73, 79
esomeprazole magnesium
..................................... 123,124
ESSENTIA............. 40, 194, 203
ESSENTIAL MAN......... 194, 203
ESSENTIAL MAN 50 PLUS
..................................... 194, 203
ESTARYLLA.........ccceeiiin 135
estradiol............... 137,138, 161
estradiol valerate......... 138, 161
estradiol-norethindrone acet
............................. 138, 146, 161
ethambutol...............cccvvennnene. 15
ethynodiol diac-eth estradiol 135
etodolac.......cccccceeeeeeiiiiiiiinn, 80

etonogestrel-ethinyl estradiol

..................... 131, 135, 138, 146
etoposide.......ccoeeevvviiiiieeiennn, 24
EUCRISA........ccoenn, 190
everolimus (antineoplastic)
....................................... 24,153
everolimus
(immunosuppressive).... 24, 153
EVISTA....ccooee. 137, 162
EXELON PATCH.................. 33
exemestane................... 24,131
EXFORGE............c......... 47,55
EXFORGE HCT...47, 55, 59, 98
EX-LAX (SENNOSIDES).....118
EX-LAX MAXIMUM
STRENGTH...........oeevvvvnins 118
EXSERVAN..........ccccvriiiinins 62
EXTINA.......ccoriinn 16, 180
EYE ALLERGY RELIEF...... 111
EYE HEALTH PLUS

LUTEIN ... 194
EYE ITCH RELIEF.............. 100
EYSUVIS..........ccc, 106
EZALLOR SPRINKLE........... 56
ezetimibe........ccccoeeeviiiiiiinnnnnn. 52
ezetimibe-simvastatin...... 52, 56
FABB.........ccorrrn, 203
FALMINA (28)

..................... 131, 135, 138, 146
famciclovir...........cccccvivviiinnn, 20
famotidine........................ 9,121
FANTASY CONDOM........... 164
FARESTON.................. 24,137
FARXIGA. ..o, 149
FASENRA PEN.......ccccc....... 170
FC2 FEMALE CONDOM.....164
FECPLUS............ 40, 203, 210
febuxostat...........ccceeeeeeenen, 160
FELDENE............cccrriiiiinnnns 80
felodipine..........ccccevvvvviiiinnnns 55
FEMARA.........ccccvvvvnnn. 24,131
FEMCAP.......ccovvviiiinnnn 87, 164
fenofibrate..........cccoeeeveinnnn. 56
fenofibrate micronized........... 56
fenofibrate nanocrystallized...56
fenofibric acid....................... 56
fenofibric acid (choline).......... 56
FENOGLIDE.......cccccceeeeeeen. 56
fenoprofen........cccceeeeeeeeeenn 80
fentanyl.......cccooeeeiiiiiiiin, 75
fentanyl citrate....................... 75
fentanyl citrate (pf)................. 75



FEOSOL........cooiviiiiiiiii, 40

FERATE. ..., 40
FERGON......ooovvieiiiiieeeiie 40
FEROSUL....coooovveevviieeeein 40
ferric citrate.........ococeveevennennn. 92
FERRO-TIME.......cccooovvvis 40
ferrous gluconate................... 40
ferrous sulfate.........cccccoooeee.... 40
fesoterodine...........ccoeevevnneen. 191
FEVER REDUCER.......... 65, 73
FEVERALL...........ccuvvv..e 66, 73
FEXMID...oooevieeeeeeeeeeeeee, 31
fexofenadine.................. 11,173
FIASP FLEXTOUCH U-100
INSULIN......covvveeennn. 141, 148
FIASP PENFILL U-100
INSULIN......covvveerennn. 141, 148
FIASP PUMPCART.....141, 148
FIASP U-100 INSULIN 141, 148
FIBER (PSYLLIUM HUSK-
SUGAR)....ooiiiiceeeee 118
FIBER (WITH
ASPARTAME)........ccccvvvunee 118
FIBRICOR.......oovveveeevieeee, 56
fidaxomicin..........ccoeevveiinnnnnnn. 20
finasteride.................... 160, 182
fingolimod.............ccoovvnnnnniin. 155
FIORICET WITH CODEINE
............... 66, 68, 73, 75, 79, 166
FIRVANQ........ooooeiiviiiiieeeeeen, 18
FISHOIL....ceeeieeeeeeeeen, 48
FLAGYL........... 12,19, 117,178
FLAVOR CHEWS ANTACID
............................. 6, 92, 94, 112
flavoxate.........coccevvvivniiinnnnns 191
flecainide........ccoooeevveieiineens 52
FLEET ENEMA.................... 118
FLEET MINERAL OIL.......... 118
FLEQSUVY ....cviiiieeriiiinn, 32
FLOMAX ...oiiiiiieeiiieeeeiieee 33
FLOVENT DISKUS
............................. 106, 127, 168
FLOVENT HFA....106, 127, 168
floxuridine........cccoeevvvineieinnnnnn. 24
FLUAD QUAD 2023-24(65Y

0] o T ad = T 28
FLUARIX QUAD 2023-2024
[(d P 28
FLUBLOK QUAD 2023-2024
[(d P 28
FLUCELVAX QUAD 2023-
2024 ... 28

FLUCELVAX QUAD 2023-

2024 (PF)evveeiiieeieeeeeee, 28
fluconazole.........ccccoeevvnnnnn. 16
flucytosine........ccccevevvvvvinnnnnnnn. 21
fludarabine.........cc.ccoeevennnnn. 24
fludrocortisone...........ccc....... 127
FLULAVAL QUAD 2023-

2024 (PF)evveeiiieeeeeeeeeee, 28
FLUMADINE.........coeeevivis 12
FLUMIST QUAD 2023-2024..28
flunisolide............. 106, 127, 168
fluocinolone.................. 106, 184
fluocinolone and shower cap
............................................. 184
fluocinonide..........ccoeevenneeee. 184
FLUOCINONIDE-E.............. 184
fluocinonide-emollient.......... 184
fluoride (sodium)............ 85, 162
fluorometholone................... 106
fluorouracil..................... 24,179
flurandrenolide..................... 184
flurbiprofen.................... 80, 110
flurbiprofen sodium........ 80, 110
flutamide........ccooeevvveieiin, 24
fluticasone furoate-vilanterol
....... 34,106, 127, 168, 174, 184
fluticasone propionate

..... 106, 127, 128, 168, 184, 185
fluticasone propion-

salmeterol

34, 107, 128, 168, 169, 174, 185
fluvastatin.........c.ocooveeevivnnens 56
FLUZONE HIGHDOSE

QUAD 23-24 PF....ccccooeeeeens 28
FLUZONE QUAD 2023-

2024 ... 28
FLUZONE QUAD 2023-

2024 (PF)evveiiiiiiiiieeeeeeeeee, 28
FOAMING ANTACID........... 112
FOLBEE.......ccoooovvviiiiiiiees 203
FOLBEE PLUS............ 203, 210
FOLBIC.....covvieeeieeeeiveeeee, 203
folicacid......cccccoevveiiiiiiinnnns 203
FOLINIC-PLUS.................... 203
FOLOTYN...ooiiiiieeieiieeeeen, 24
FOLPLEX 2.2...ccccvviiiins 204
FOLTABS 800..................... 204
fondaparinuX...........ccccceeeeennn.. 39
formoterol fumarate....... 34,174
FORTAVIT....vviveis 40, 194
FORTEO.........cccoeee. 145, 161
FORTESTA.........cc...... 130, 131

FOSAMAX ....ccooiiiinririnnnnnne 162
FOSAMAX PLUS D.....162, 212
fosinopril.......ccooeeeeiiiiiiiiiin, 47
fosinopril-

hydrochlorothiazide... 47, 59, 98
FOSRENOL.....ccccoeviiiiieeeeenn. 92
FRAGMIN ..., 38
FREEDAVITE........ 40, 194, 204
FREESTYLE CONTROL....... 87
FREESTYLE FREEDOM....... 87
FREESTYLE FREEDOM

LITE. ... 87
FREESTYLE INSULINX........ 87
FREESTYLE INSULINX

TEST STRIPS..........eeeee. 89
FREESTYLE LANCETS........ 87
FREESTYLE LIBRE 14 DAY
READER.........cccociiiiiiieee 87
FREESTYLE LIBRE 14 DAY
SENSOR.......coovvieiin, 87
FREESTYLE LIBRE 2 PLUS
SENSOR.......coovvieiin, 87
FREESTYLE LIBRE 2
READER.........cccooiiiiiiieee, 87
FREESTYLE LIBRE 2
SENSOR.......cooviiein, 87
FREESTYLE LIBRE 3 PLUS
SENSOR.......cooviiein, 87
FREESTYLE LIBRE 3
READER.........cccociiiiiiieee 87
FREESTYLE LIBRE 3
SENSOR.....coooiiiiiis 87

FREESTYLE LITE METER... 87
FREESTYLE LITE STRIPS...89
FREESTYLE PRECISION

NEO METER.............eeeiinn. 87
FREESTYLE PRECISION

NEO STRIPS.........cccoeiiiie 89
FREESTYLE TEST.............. 89
FROVA....ccooooiii, 83
frovatriptan...........ccoooeevvnnnnn. 83
FULL SPECTRUM B-

VITAMIN C......ccoove.. 204, 210
FULPHILA ..., 37
furosemide............ccceueee. 57,90
FYCOMPA. ... 63
FYLNETRA.......ccoeiiiiiiie 37
gabapentin............c.......... 62, 70
galantamine.........ccccceeeeienennn. 33
GARDASIL 9 (PF)....evvvvvineee. 28
GAS RELIEF
(SIMETHICONE)................ 115



GAS RELIEF 80

(SIMETHICONE)................. 115
GAS RELIEF EXTRA
STRENGTH.......ovvvvveeveeeeen. 115
GASTROCROM.................. 171
GAS-X EXTRA STRENGTH115
gatifloxacin..............ccoevvvnnnnn. 101
GAVISCON........cceeeeeeiiii, 112
GAZYVA. ..., 24
GELNIQUE.............. e 191
gemcitabine...............ccccee. 24
gemfibrozil...........cccvvvvieiennnnn. 56
GEMTESA.......ccc i, 192
GEMZAR......oovvvvviiiiiiiieeeee, 24
GENGRAF........cccuvu.... 102, 152
GENOTRORPIN...........vvveeee. 145
GENOTROPIN MINIQUICK 145
gentamicin............. 13,101, 178
GENTLE LAXATIVE
(BISACODYL)......cceeeeeeee, 118
GERI-KOT ..o, 118
GERI-LANTA.............. 112, 115
GERI-MOX ANTACID-
ANTIGAS..................... 112, 115
GERI-MUCIL
(ASPARTAME)........ccccennee 118
GILENYA.......cooiiiiiiiee 155
glatiramer.......cccccceeeeeeeeeneee, 151
GLATOPA......ooiiieieeie, 151
glimepiride............cceevvvvennns 150
glipizide.........ccoovviivieiiiinnnnnn. 150
glipizide-metformin...... 133, 150
GLOPERBA.........cc........ 52, 160

GLUCAGEN HYPOKIT....6, 139

GLUCAGON (HCL)
EMERGENCY KIT........... 6, 139
GLUCAGON EMERGENCY
KIT (HUMAN)......ccvvvreenn. 6, 139
GLUCOSE KETONE
CONTROL SOLN........cceeeen.. 87
GLUCOTROL XL...cccvvvrren... 150
GLUMETZA..........o i 133
glutamine (sickle cell).......... 163
glyburide.......cccceeeeiiiiiieeenn, 150
glyburide micronized............ 150
glyburide-metformin.....133, 150
glycerol phenylbutyrate.......... 90
GLYCOPHOS.......cevvvvvveieenn. 94
glycopyrrolate........ 30, 165, 180
GLYXAMBI.......evvveeeee. 136, 149
GOCOVRI......ccccce..... 12,31, 61
GRALISE...........coeeiiis 62, 70

granisetron hcl..................... 111

GRANIX ...t 38
griseofulvin microsize............ 14
griseofulvin ultramicrosize..... 14
guanfacine..........cccceeeeeeeeiennnns 52
GVOKE......ccovrvrrviriireee, 6, 139
GVOKE HYPOPEN 1-PACK
......................................... 6, 139
GVOKE HYPOPEN 2-PACK
......................................... 6, 139
GVOKE PFS 1-PACK
SYRINGE.................o. 6, 139
GVOKE PFS 2-PACK
SYRINGE.................o. 7,140
HADLIMA.........cooiiiiie 157
HADLIMA PUSHTOUCH.....157
HADLIMA(CF) ..cccvvvvvvveeeennn. 157
HADLIMA(CF)
PUSHTOUCH..................... 157
HAIR, SKIN AND NAILS-
ARGAN OIL........... 40, 194, 204
HAIR,SKIN AND NAILS
......................... 40, 94, 194, 204
HAIR,SKIN AND NAILS(FA-

(2] (@0 1\ ) 194, 204
halcinonide...........cccccceeeeen. 185
halobetasol propionate........ 185
HALOG.......cccciiiiiiiiiieeee 185
HARD NAILS........ccccvvvnnneee. 204
HAVRIX (PF) ..o, 29
HEATHER........... 131, 135, 146
HEMADY ........ccceeeennn. 107, 128
HEMANGEOL......32, 49, 53, 66
heparin (porcine)........ccc........ 38
HOMOCYSTEINE
FORMULA.......ccooiiiiiieee, 204
HORIZANT ...........coeeene 62, 70
HULIO(CF) .vvvivviiviiiiiieieee, 157
HULIO(CF) PEN.................. 157
HUMALOG JUNIOR

KWIKPEN U-100......... 141, 148
HUMALOG KWIKPEN
INSULIN...oovvvviiiiinenn. 142, 148
HUMALOG MIX 50-50
KWIKPEN............ 142, 143, 148
HUMALOG MIX 75-25
KWIKPEN............ 142,144, 148
HUMALOG MIX 75-25(U-
100)INSULN......... 142,144, 148
HUMALOG TEMPO PEN(U-
100)INSULN..........uunn.. 142, 148
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HUMALOG U-100 INSULIN

HUMIRA ..., 158
HUMIRA PEN..........ccvvveeee. 157
HUMIRA PEN CROHNS-
UC-HS START ....cceevvveeenn. 157
HUMIRA PEN PSOR-
UVEITS-ADOL HS............... 157
HUMIRA(CF).........ceeeeee. 158
HUMIRA(CF) PEDI

CROHNS STARTER........... 158
HUMIRA(CF) PEN................ 158
HUMIRA(CF) PEN
CROHNS-UC-HS................ 158
HUMIRA(CF) PEN PSOR-
UV-ADOL HS..........ovvvvieeee 158
HUMULIN 70/30 U-100
INSULIN.............. 142,144, 149
HUMULIN 70/30 U-100
KWIKPEN............ 142,144, 149
HUMULIN N NPH INSULIN
KWIKPEN.................... 142, 144
HUMULIN N NPH U-100
INSULIN.......ovviiiiieene. 142, 144
HUMULIN R REGULAR U-

100 INSULN.........cc..... 142, 149
HUMULIN R U-500 (CONC)
INSULIN.......ovviiiiieene. 142, 149
HUMULIN R U-500 (CONC)
KWIKPEN.................... 142, 149
HYCAMTIN ..o 24
hydralazine...............ccooovnnnnn. 55
HYDREA........cooieiiiieeee 24
hydrochlorothiazide......... 59, 98
hydrocodone bitartrate............ 75
hydrocodone-
acetaminophen.......... 66, 73, 75
hydrocodone-ibuprofen....75, 80
hydrocortisone..... 107, 128, 185
hydrocortisone acetate
............................. 107, 128, 185
hydrocortisone butyrate
............................. 107, 128, 185
hydrocortisone butyr-
emollient.............. 107, 128, 185
hydrocortisone valerate
............................. 107, 128, 185
hydrocortisone-acetic acid
............................. 102, 128, 185



hydrocortisone-aloe vera

............................. 107, 128, 185
hydromorphone............... 75,76
hydroxychloroquinel14, 153, 163
hydroxyprogesterone

CaProate.........cccevvueeeeeeennnnnn. 146
hydroxyurea...........ccoccovvvnnnnnn. 24
hydroxyzine hcl................. 9, 67
hydroxyzine pamoate........ 9, 67
HYFTOR ... 155, 187

hyoscyamine sulfate..7, 30, 165

HYRIMOZ PEN CROHN'S-

UC STARTER..........cccuvvnee... 158
HYRIMOZ PEN PSORIASIS
STARTER........ccovviiiiieee, 158
HYRIMOZ(CF).....cocoeveve. 159
HYRIMOZ(CF) PEDI

CROHN STARTER.............. 159
HYRIMOZ(CF) PEN............ 159
HYSINGLAER........ccoevn. 76
HYZAAR.......cccceee. 47,59, 98
ibandronate...........ccccceeeennnn. 162
IBSRELA......ooeeeiiiiiiieeeenn, 121
IBU oo, 80
IBU-200......ccccceiiiiriiieeeeeennee, 80
ibuprofen.......ccoovviiicieennnnn. 80
IBUPROFEN IB.........ccuoo..... 80
IBUPROFEN JR
STRENGTH......cccoviiiiiiiieeen 80
ibuprofen-famotidine....... 74,121
ICAPS MV..........ccu. 194, 204
icosapent ethyl........ccccceeeennn. 58
IDACIO(CF) .covveeeeiiiiieeeees 159
IDACIO(CF) PEN................. 159
IDACIO(CF) PEN CROHN-

UC STARTR.....cceevvviiiienn. 159
IDACIO(CF) PEN

PSORIASIS START............ 159
IDHIFA.....coi, 24
ILEVRO......oovvieeiiiiiiiiieeenn, 110
ILUMYA ... 187
IMIqQUIMOd.........cevvvviiieenn. 179
IMITREX ..o, 83
IMITREX STATDOSE PEN... 83
IMITREX STATDOSE

REFILL ... 83
IMPEKLO......coovviiievieeen, 185
IMULDOSA.......ccvveeeeeeee 154
IMURAN ..., 151
INBRIJA......cooiiiiiieeeee 70
IN-CHECK NASAL WITH
MASK ..o 87

IN-CHECK ORAL FLOW

INCRELEX.......cocveieiiieeee, 149
INCRUSE ELLIPTA....... 30, 165
indapamide...................... 60, 99
INDERAL LA........ 32, 49, 53, 66
INDERAL XL........ 32, 49, 53, 66
INDOCIN......ccevveeeeiinnnns 80, 160
indomethacin................. 80, 160

PAIN RELF........ccccevvnnne 66, 73
INFANT PAIN RELIEVERG66, 73
INFANTS GAS RELIEF....... 115
INFANT'S IBUPROFEN......... 81
INFANTS' PAIN AND

INFANTS' PAIN RELIEF. 66, 73
INGREZZA ....ooovvevereeeereee 84
INGREZZA INITIATION

PK(TARDIV) ....ovovvirrereane. 84
INGREZZA SPRINKLE........... 84

INQOVI....ooioeieieeeeeeeee 24
INSPIRACHAMBER............... 87
INSPIRACHAMBER WITH
MASK-MED..........cccceeeviiinn. 87
INSPIRACHAMBER WITH
MASK-SMALL......cccvvvvvreeeennn. 87
insulin asp prt-insulin aspart
............................. 142, 144, 148
insulin aspart u-100..... 142, 148
insulin degludec........... 142, 144
insulin glargine u-300 conc
..................................... 142, 144
insulin glargine-yfgn.....142, 144
insulin lispro................. 142, 148
insulin lispro protamin-lispro
............................. 142, 144, 148
INTROVALE 131, 135, 138, 146
INVOKAMET ............... 133, 149
INVOKAMET XR......... 133, 149
INVOKANA.......coiiieieiiieees 149
IOPIDINE.......ccoooiiiiiiiiiiiiins 99
ipratropium bromide
............................... 30, 109, 166
ipratropium-albuterol
......................... 30, 34, 166, 174
irbesartan.........cccceeeeeiiie a7
irbesartan-
hydrochlorothiazide... 47, 59, 98
IRON......oooiii 40

IRON (FERROUS

SULFATE) ... 40
IRON 100 PLUS.... 40, 204, 210
IRON HIGH POTENCY......... 40
ISIBLOOM......oovveeivieeeennn. 135
[1Y0] g1F= VA o I 15
isosorbide dinitrate................ 57
isosorbide mononitrate.... 57, 58
ISOtretinoiN.......ccvevvveeiiinen. 189
isradiping................... 51, 55, 60
ISTALOL ..., 103
itraconazole.......cc.ccoeeevvnneenn. 16
ivabradine........c.ccooeevveiinnnnnnn. 51
ivermectin.........ccoeeeevneees 14, 190
IYUZEH (PF)....cccceeiiii, 110
N VAN A ! 24,188
JANTOVEN......cooovvvieeiiis 36
JANUMET .....cooevvvvnnns 133, 136
JANUMET XR.............. 133, 136
JANUVIA......oooeeeeeee, 137
JARDIANCE...........ccovv 149
JENCYCLA.......... 131, 135, 146
JENTADUETO............. 133, 137
JENTADUETO XR....... 133, 137
JESDUVROQ.................. 36, 38
JOURNAVX....oiiiiiieeeiieeees 62
JR. ACETAMINOPHEN...66, 73
JUBLIA.....ccoiieeee, 180
JULEBER.......ccvveiiiieeeenn. 135
JUNEL 1/20 (21)

..................... 131, 135, 138, 146
JUNEL FE 1.5/30 (28)......... 135
JYLAMVO........cevveeeenn. 24, 153
KAOPECTATE (BISMUTH
SUBSALICY).....ouuv.... 112, 114
KAOPECTATE EX STR
(BISMUTH SS)............ 112, 114
KAPSPARGO SPRINKLE
................................... 35, 49, 53
KATERZIA....cccooeeeeeeee, 55
KAZANO.........coeeeeeunn. 133, 137
KELNOR 1/35 (28).............. 135
KENALOG... 107, 128, 169, 185
KERENDIA.......cccoovvieeeeeinnn. 57
KESIMPTA PEN.................. 155
ketoconazole......... 16, 180, 181
KETODAN........cceeevenen. 16, 181
KETODAN KIT............... 16, 181
ketoprofen........cccceeeeeeeeeeenennn. 81
ketorolac............coeeeeee. 81, 110
ketotifen fumarate................ 100
KEVZARA.......ccooevieeeeinnn. 154



KEYTRUDA.......cccvviiiiiiinn 24
KHINDIVI............. 107, 128, 185
KIMONO CONDOMS(NON-
LUBRICATED)......ccccvvvvrneee 164
KIMONO MAXX CONDOMS
............................................. 164
KIMONO MICROTHIN

AQUA LUBE CON............... 164
KIMONO MICROTHIN
CONDOMS. ... 164
KIMONO MICROTHIN

LARGE CONDOMS............. 164
KIMONO TEXTURED
CONDOMS. ... 164
KIPROFEN.......ovciiiiiiiieee, 81
KISQALI FEMARA CO-

PACK ..o 24,131
KITABIS PAK ..ot 13
KLAYESTA........ccciin 21, 190
KLOR-CON/EF..........cccuvvnnuee. 94
KLOXXADO.....cccooiiiiieeeenn. 7,78
KOBEE........oviiiiiiie 204
KOMBIGLYZE XR....... 133, 137
KONVOMEP..........cceeeiie 124
K-PAX IMMUNE SUPPORT

............................... 40, 194, 204
K-PEC ANTIDIARRHEAL
(BISM SUB).........cc...... 112, 114
K-PHOS NO 2....ccveevvvve. 90
K-PHOS ORIGINAL............... 90
KRAZATI ..o, 24
KRINTAFEL.....cccocvvvieiiii, 14
KURVELO (28)

..................... 131, 135, 138, 146
labetalol......... 32, 33, 46, 49, 53
LAGEVRIO (EUA).......c......... 20
lamivudine........cooooveviiviiiinnnnns 18
lanCetS......ccoevvvviiiiiiiieei 87
lansoprazole..........ccccceeeennn. 124
lanthanum...........ccoeeeeiine, 92
LANTUS SOLOSTAR U-100
INSULIN......covvveerennn, 142, 144
LANTUS U-100 INSULIN
..................................... 142, 144
LARIN 1.5/30 (21)

..................... 131, 135, 138, 146
LARIN 1/20 (21)

..................... 131, 135, 138, 146
LARIN FE 1.5/30 (28).......... 135
LARIN FE 1/20 (28)............. 135
LASOLEX......coviiiiiiiieeeinnn, 181
LASTACAFT .....cccevvns 11, 100

latanoprost.........ccoeeeeeveinnnnnn. 110
LAXATIVE (BISACODYL)... 118
LAXATIVE (SENNOSIDES) 118

LAXATIVE FEMININE......... 118
LAXATIVE MAXIMUM
STRENGTH.....coeveeevveeee, 118
LAXATIVE PEG 3350.......... 118
LAXATIVE PILLS................. 118
LAXATIVE PILLS
REGULAR.......ovveeevveeeen, 118
LEENA 28....132, 135, 138, 146
leflunomide.......cooovvvvevvnnnenn. 155
lenalidomide................... 24,163
LESCOL XL.cvuieveiieeeeieeeeen, 56
LETAIRIS........coevneeeenn. 60, 175
letrozole........cooevveveennenn. 24, 131
leucovorin calcium................... 8
LEUKINE ... 38
leuprolide....................... 24, 140
leuprolide acetate (3 month)
....................................... 24, 140
levalbuterol hcl............... 34,174
levalbuterol tartrate........ 34,174
levamlodipine..........cccoeeeeen. 55

LEVEMIR FLEXPEN... 142, 144
LEVEMIR FLEXTOUCH

U100 INSULIN.............. 142, 144
LEVEMIR U-100 INSULIN
..................................... 143, 144
levobunolol.............cc..ooe. 103
levocetirizine.................. 11,173
levofloxacin...... 16, 22,101, 178
LEVONEST (28)

..................... 132, 135, 138, 146
levonorgestrel-ethinyl estrad
..................... 132, 135, 138, 146
levorphanol tartrate................. 76
levothyroxine...........cccc........ 150
LEVOXYL..oovvviieiiiiiiiiiis 150
LEXETTE ... 185
LIALDA ..o, 116
LICE KILLING.............eeene 190
LICE KILLING
(PERMETHRIN).......cvvvveeeee. 190
LICE PYRINYL SHAMPOO.190
LICE TREATMENT. .............. 190
LICE TREATMENT
(PERMETHRIN).......cvvvveeeee. 190
lidocaine..........c..cou...... 159, 179
lidocaine hcl......... 110, 159, 179
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LIDOCAINE PAIN RELIEF

..................................... 159, 179
LIDOCAINE VISCOUS........ 110
lidocaine-prilocaine...... 159, 179
LIKMEZ............ 13,19, 117, 178
LILLOW (28) 132, 135, 138, 146
linagliptin-metformin.... 133, 137

linezolid........ccccceeiiiiiieeeeee, 21
LINZESS........ccooiiiiiie 121
liothyronine...........cccccceeeee. 150
LIPITOR ... 56
LIPOFEN........oovviiiiieeeeee. 56
LIQREV....cccvvvevevviinnnnn. 58, 171
liraglutide.........cccceeeennnn.. 62, 140
liraglutide (weight loss)..62, 140
SINOPril..coeee s a7
lisinopril-hydrochlorothiazide
................................... 47,59, 98
LITE TOUCH-MEDIUM

MASK ...t 87

LITEAIRE MDI CHAMBER.... 87
LITETOUCH-LARGE MASK..87
LITETOUCH-SMALL MASK.. 87

LITFULO ..., 188
LITTLE REMEDIES FEVER
AND PAIN......cooeeeeirriiinnn. 66, 73
LIVALO ..o 56
LIVTENCITY o, 17
LOCOID............... 107, 128, 186
LOCOID LIPOCREAM
............................. 107, 128, 186
LODOSYN...coivvieeeeeeeiviee, 69
LOESTRIN FE 1.5/30 (28-
[DAN 135
LOFENA.................. 66, 81, 190
lofexiding......cccooeveveeeeieieenenn, 30
LOKELMA ..., 92
LOMAIRA. ..., 61
LONHALA MAGNAIR
REFILL.......cc....... 30, 166, 180
LONHALA MAGNAIR
STARTER.............. 30, 166, 180
LONSURF.....coooiiiiien 25
loperamide..........ccceeeeeeee. 114
LOPID ... 56
LOPRESSOR............ 35, 50, 53
LOPROX (AS OLAMINE).... 187
LOPROXKIT............... 187, 191
LOQTORZ...cooveveireeearn. 25
loratadine...........cccee....... 11,173
LORZONE.......ccooviiiieeenn. 31
losartan........cccoeeevvveeeeiiieenennn. 47



losartan-hydrochlorothiazide
................................... 47,59, 98
LOTENSIN........cooiiiiiiiiiinee 47
LOTENSIN HCT ........ 47,59, 98
loteprednol etabonate.......... 107
LOTREL.........cceeeiiiiis 47,55
LOTRIMIN AF
(CLOTRIMAZOLE).............. 181
LOTRONEX.....ccccceeeeeieiiinnn 116
lovastatin.............ccceevveveniinnns 57
LOVAZA. ...t 58
LOVENOX.....coceiiiiiiiieeeeeeen, 38
LOW-OGESTREL (28)
..................... 132, 135, 138, 146
lubiprostone...........cccccceenn... 120
LUBRICANT (P-GLYCOL-
GLYCERIN) ..o 109
LUBRICANT EYE (PG-PEG
400) i 109
LUBRICATING PLUS.......... 109
LUCEMYRA........cooiiiiieie 30
LUDENT FLUORIDE..... 85, 162
luliconazole........c.ccoeeeeeee. 181
LUMAKRAS........ccceiiiin 25
LUMIGAN ... 110
LUPRON DEPOT.......... 25, 140
LUPRON DEPOT (3

MONTH) ..ccoovviiiiiiinnin, 25, 140
LUPRON DEPOT (4

MONTH) ..ccoovviiiiiiinnin, 25, 140
LUPRON DEPOT (6

MONTH) ..ccooeviiiiiiinin, 25, 140
LUTERA (28)

..................... 132, 135, 138, 146
LUTRATE DEPOT (3

MONTH) ..ccoovviiiiiiini, 25, 140
LUZU ..., 181
LYSODREN......ccccceiiiiiiiinnnn 25
LYUMJEV KWIKPEN U-100
INSULIN ..o, 143, 148
LYUMJEV KWIKPEN U-200
INSULIN ..o, 143, 148
LYUMJEV TEMPO PEN(U-
100)INSULN................. 143, 148
LYUMJEV U-100 INSULIN
..................................... 143, 148
LYVISPAH........ccoiiiiiiiiiieee, 32
macitentan..................... 60, 175
MAG GLYCINATE................. 94
MAG-AL PLUS............ 112, 115
MAG-AL PLUS EXTRA
STRENGTH................. 113, 115

MAG-G....ooviiiiiiiiiiiiiiiieeeeeeeenn 94
MAGINEX........cccociiinrrrnnnn, 94
MagnNesiuMm.........ccceuvveeeeeennnns 95
MAGNESIUM (OXIDE/AA
CHELATE) ...vviiiiiiiiiiiiiiieeee, 94
magnesium amino acid
chelate........ccccovviiiiiiiiinnnnn. 94
magnesium chloride
............................... 7,48, 63, 94
magnesium citrate......... 95, 118
magnesium gluconate........... 95
magnesium hydroxide.......... 118
magnesium oxide................ 113
magnesium sulfate....... 7,48, 63
magnesium sulfate in d5w
..................................... 7,48, 63
magnesium sulfate in water
..................................... 7,48, 63
MAGOX ..o 113
MAGTAB......ovvvveveeeeeeieeeeeee, 95
malathion..........cccccvvvvvennn. 190
MAPAP
(ACETAMINOPHEN)....... 66, 73
MAPAP ARTHRITIS PAIN
......................................... 66, 73
MARLISSA (28)

..................... 132, 135, 138, 146
MARTEN-TAB................. 66, 73
MATULANE........cccooiiriiiinnee 25
MATZIM LA, 51, 54
MAVENCLAD (10 TABLET
PACK) ..o 25, 151
MAVENCLAD (4 TABLET
PACK) ... 25, 151
MAVENCLAD (5 TABLET
PACK) ... 25, 151
MAVENCLAD (6 TABLET
PACK) ..o 25, 151
MAVENCLAD (7 TABLET
PACK) ..o 25, 151
MAVENCLAD (8 TABLET
PACK) ..o 25, 151
MAVENCLAD (9 TABLET
PACK) ..o 25, 151
MAXALT .o 83
MAXALT-MLT ... 83
(Y VAN 074 =1\ R 156
MAYZENT STARTER(FOR
IMG MAINT) v, 156
MAYZENT STARTER(FOR
2MG MAINT) ..o, 156
meclizine..........ccccceeeee. 10, 115

meclofenamate...................... 81
MEDROL.....ccooovveeeiiieeeeennn. 128
MEDROL (PAK)......cccceeennn. 128
medroxyprogesterone.......... 146
MEDTRONIC EXT

INFUSION SET 23"............... 87
MEDTRONIC EXT

INFUSION SET 32"............... 87
MEDTRONIC EXT

INFUSION SET 43"............... 87
MEDTRONIC REMOTE
CONTROL...oveveeeeiiieeeiiee 87
MEDTYCHOLL-B
COMPLEX-LIVER............... 204
mefenamic acid..................... 81
mefloquine..........ccccccvviiiinnnee. 15
MEGA BIOTIN.........ccevvneeenns 204
MEGA MULTI FOR WOMEN
......................... 40, 95, 194, 204
MEGA MULTIVITAMIN FOR
MEN.....coooiviiieiiieeeee, 194, 204
megestrol...........cceeee. 25, 146
meloxicam..........cccoeeeveeennnnen. 81
meloxicam submicronized..... 81
memantine........co.cceeeeeveeinnnnns 69
MENEST ..., 138
MEN'S DAILY .............. 194, 204
MEN'S DAILY MULTIVIT-
MINERAL..........cvvvveeee. 194, 204
MEN'S MULTIVITAMIN
GUMMIES........c.......... 194, 204
MEN'S ONE DAILY
............................. 194, 204, 213
MENTAX ..., 182
MENVEO A-C-Y-W-135-DIP
((d o 29
meperidine.........ccooeoevviiinnn. 76
mercaptopurine.............. 25, 153
MERIBIN.......coooovveiieiiieeeee, 204
MERILOG..........ccuun.... 143, 148
MERILOG SOLOSTAR143, 148
mesalamine..........ccoeeevevnne... 116
MESNA....cuiiniiiiiiiiieieieeeeeeiaanas 8
MESNEX.......ccooeiiiiiiieiiieeeeennn, 8
METAMUCIL (SUGAR)....... 118
METAMUCIL (WITH

SUGAR) ... 118
METAMUCIL

MULTIHEALTH FIBER........ 118
METAMUCIL SUGAR-FREE
(ASPART) .evviiiiiieeeeeeeeeeee, 118
metaxalone.......c.o.oooeeeeeeennnnn. 31



metformin.............ccccceeeeeene. 134
methadone...........ccccceeeeeeeenn. 76
METHADONE INTENSOL.....76
METHADOSE.................c..... 76
methenamine hippurate......... 23
methenamine mandelate....... 23
methimazole........................ 133
methocarbamaol..................... 31
methotrexate sodium..... 25, 153
methotrexate sodium (pf)
....................................... 25, 153
methyldopa..........cccvvvveveeeenen. 52
methyldopa-
hydrochlorothiazide... 52, 59, 98
methylergonovine................ 165
methylprednisolone............. 128

methylprednisolone acetate.128
methylprednisolone sodium

L] U (o] o 129
metoclopramide hcl............. 123
metolazone..........cc....u.... 60, 99
metoprolol succinate..35, 50, 53
metoprolol ta-

hydrochlorothiaz

....................... 35, 50, 53, 59, 98
metoprolol tartrate..... 35, 50, 53
metronidazole.. 13, 19, 117, 178
mexiletine.........cccceeeeviviieeennn, 52
MI-ACID GAS
RELIEF(SIMETHICON)....... 115
MIBELAS 24 FE.................. 135
MICARDIS........cceveeeiieeeenn, 47
MICARDIS HCT......... 47,59, 98
miconazole nitrate............... 181
miconazole nitrate-zinc ox-
PEL...iiiiieei e 181
MICONAZOLE-S3.................. 181
MICONAZOLE-3
PREFIL,CREAM,WIPE........ 181
MICONAZOLE-7......cccc........ 181
MICORT-HC........ 107, 129, 186
MICOTRIN AC......covveeennn. 181
MICROCHAMBER................. 88
MICROGESTIN 1.5/30 (21)
..................... 132, 135, 138, 146
MICROGESTIN FE 1.5/30

(28) .o 135
MICROGESTIN FE 1/20

(28) .o 135
MICROLIFE PEAK FLOW
METER ..o, 88
MICROSPACER..........cc........ 88

midazolam........cccceeeveeeienenenn. 68
midazolam (Pf)......ccccvvveeeennnn. 68
midodrine...........cooeevvvviiiiinnnnns 30
MIEBO (PF)....cccceeiiiinineee, 102
mightol.........cccoooeeiiiii, 130
MILK OF MAGNESIA.......... 118
MILLIPRED.................. 107, 129
MILLIPRED DP............ 107, 129
milnacipran..........c.ccee...... 70, 83
mineral Oil.......cccccoevvveeeeeen.n. 118
MINI WRIGHT PEAK FLOW
METER...........coooiiiiri 88
MINIPRESS............ccoeeiiiie 46
minocycline...... 15, 23, 101, 178
minoxidil...........cccceeeeennn. 55, 182
MINTOX MAXIMUM
STRENGTH................. 113,115
mirabegron............cccvvvveeeee. 192
MIRAPEX ER.....ccvvvvvvieeeee. 71
MIRVASO..........cvvvvneee. 99, 176
Misoprostol.........ccceeeeeeeennnnn. 123
MITIGARE.................... 52, 160
M-M-R Il (PF)..cccoiiiiiiiiiiee, 29
MODERNA COVID 23-
24(6M-11Y)PF ..o, 29
MODERNA COVID 24-
25(6M-11Y)PF....ccccciiiirnnnee 29
(pT0T=) (] o] 1| F a7
mometasone 107, 129, 169, 186
MONISTAT 3., 181
MONISTAT 7., 181
MONOCAPS.......... 40, 195, 204
MONO-LINYAH..........couee 135
montelukast.............cccceee. 171
MOrphine........ccccveeiiiiiieeeeee, 76
morphine concentrate............ 76
MOTEGRITY ......coooeviiins 123
MOUNJARO...........uu.ee. 62, 140
MOUTHPIECE..........ccccceeennn.. 88
MOVANTIK ....coovviiiiiiiiiiiinn 122
moxifloxacin........... 22,101, 102
M-PAP ..o, 66, 73
MS CONTIN.....cooeiiiiiiiiiis 76
MULTI COMPLETE WITH
IRON.........coeie 40, 195, 204
MULTI FOR HER

................. 40, 95, 195, 204, 213
MULTI-DAY WITH IRON
............................... 40, 195, 204
MULTIPLE VITAMIN-
MINERALS..............o oo 195
MULTIPLE VITAMINS......... 195
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MULTI-VIT WITH
FLUORIDE-IRON.. 41, 162, 195
multivitamin.............coeeeennenen. 195
MULTI-VITAMIN WITH
FLUORIDE.................. 162, 195
multivitamin with iron..... 41, 195
MULTIVITAMINS WITH
FLUORIDE.................. 163, 195
multivit-min-folic acid-lutein
..................................... 195, 204
multivit-min-iron fum-folic ac
............................... 41, 195, 204
MUPIFOCIN.....ccvviieeeeiiiiieee, 178
mupirocin calcium................ 178
MVC-FLUORIDE......... 163, 195
MVW COMPLETE FORMUL
MULTIVIT............ 195, 212, 213
MVW COMPLETE
FORMULATION D3000
............................. 195, 212, 214
MY WAY oo 135
mycophenolate mofetil......... 151
mycophenolate mofetil (hcl).152
mycophenolate sodium........ 152
MYCOZYLAC......cccevveeee. 181
MYDAYIS....ccoiieeiiieeiieeee, 61
MYFEMBREE...... 132, 138, 147
MYFORTIC......ccoeevvveeeeennn. 152
MYNEPHROCAPS...... 204, 210
MYORISAN......cooevieeeiis 189
MYRBETRIQ.......ccccvvvnnnnn.... 192
MY-VITALIFE...........ccovnnn... 195
MYZILRA.....132, 135, 138, 147
nabumetone..........ccoeevevvvnnnnens 81
nadolol............c.......... 35, 50, 53
naftifine......ccoooeoveeiiiieeneeennn, 176
NAFTIN ..o, 176
NALFON. ..., 81
NALOCET ........cccc.. 66, 73, 76
NaloOXONEe......coeevvveeeeiiin, 7,78
NAMENDA........coeeeeiieeeeeenn. 69
NAMENDA TITRATION PAK 69
NAMENDA XR....ccoooovveeeennnnn. 69
NAMZARIC..........ccovvnrns 33, 69
NANO VM 1-3........ 41, 195, 204
NANO VM 4-8........ 41, 195, 204
NANOVM 9-18............... 41, 195
NANOVM T-F................ 41, 195
NAPHCON-A.......ccoeeerevnnann. 111
NAPRELAN CR............. 81, 160
NAPROSYN.......cccc....... 81, 160
NAPIOXEN .....vvvevieeeninnnns 81, 160



naproxen sodium........... 81, 160

naproxen-esomeprazole
............................... 81, 124, 160
naratriptan..........ccccceevveeeeenn. 83
NARCAN ...t 7,78
NASAL ALLERGY

..................... 107, 129, 169, 186
NASALCROM...... 100, 109, 171
NASONEX 24HR ALLERGY
............................. 107, 129, 186
nateglinide..........cccccoeeeeeenes 145
NATESTO............cce.. 130, 132
NATURAL DAILY FIBER.....118
NATURAL FIBER

LAXATIVE (SUGAR)........... 118
NATURAL FIBER
LAXATIVE(ASPART)........... 118
NATURAL LAXATIVE.......... 118
NATURAL SENNA

LAXATIVE. ... 118
NATURAL TEARS (PF)....... 109
NATURAL VEG
LAXATIVE(SENNOSID)...... 119
nebivolol.................... 32,50, 53
[N = e 30, 165
nelarabine..........cccccocciiinnnn 25
NEMLUVIO........ceeeeeeeiiinn 187
Neomycin............... 13, 102, 178
neomycin-bacitracin-poly-hc
..................................... 102, 107
neomycin-bacitracin-
polymyxin......... 13, 17,102,178

neomycin-polymyxin b-
dexameth.13, 21, 102, 107, 178

neomycin-polymyxin-
gramicidin.............. 13, 102, 178
neomycin-polymyxin-hc
............................... 21, 102, 178
NEORAL......covvvvvvreennnn. 102, 152
NEPHPLEX RX........... 204, 210
NEPHRON FA....... 41, 204, 210
NEPHRO-VITE............ 204, 210
NESINA. ... 137
NESTABS........ 41, 95, 195, 205
NESTABS DHA
......................... 41, 95, 196, 205
NEUAC.................. 18, 178, 189
NEUAC KIT........... 18,178, 189
NEULASTA.......cooiieiiieeee 38
NEULASTA ONPRO.............. 38
NEUPOGEN..........cccevvviinnnns 38
NEUPRO.........cccoeiiiiiiiis 71

NEVANAC.........ccociiiiiinns 110
NEWGEN........ 41, 95, 196, 205
NEXICLON XR.......coeeeveiiinn 52
NEXIUM.........oooeee 124
NEXIUM PACKET ............... 124
NEXLETOL..ccovvvvieeeeeeeiiiis 46
NEXLIZET ..ot 46
NGENLA....ooviiiieeeeee, 145
NIACIN ....cevviiiiinnn. 48, 49, 205
niacin (inositol niacinate)....... 48
NIACIN FLUSH FREE........... 48
NIACIN NO FLUSH............... 48
niacinamide............ccccceuvuee. 205
nicardiping........ccccccvvveeeeenennnn. 55
(g1 oTo] (] o[ 36
nicotine (polacrilex).......... 35, 36
NICOTROL......ccccivrrrririnnnnee 36
NICOTROL NS.......ccccevvvenee 36
nifedipine.........cccccceeeiiiieeennnnn. 55
NIKKI (28) .ccvvveeiieeieieeeeiiie, 135
NILANDRON.......covvvivinieeannn. 25
nilutamide.........ccccccvvennennnnn. 25
nimodiping.........cccceeeeeeeevennnn. 55
NIPENT ...t 25
nisoldipine.........ccccceeeeeeeeiinnnnn. 55
nitazoxanide............ccvvvveeeeee. 15
NITRO-BID................... 58, 182

nitrofurantoin macrocrystal.... 23
nitrofurantoin monohyd/m-

CIYSt i 23
nitroglycerin........cccccooeeeevvnnnn. 58
NIVESTYM.......oooiiiiiis 38
NIX CREME RINSE............. 190
NON-ASPIRIN................. 66, 73
NON-ASPIRIN EXTRA
STRENGTH.......cvvvveeeeeen. 66, 74
NON-ASPIRIN PAIN

RELIEF ...t 66, 74
NORA-BE............ 132, 135, 147

NORDITROPIN FLEXPRO..145
noreth-ethinyl estradiol-iron. 135
norethindrone

(contraceptive).....132, 135, 147
norethindrone acetate.......... 147
norethindrone ac-eth

estradiol

............. 132, 135, 138, 147, 162
norethindrone-e.estradiol-

[ (o] o 136
NORGESIC.........cc.......... 35, 82
NORGESIC FORTE........ 35, 82

229

norgestimate-ethinyl

estradiol.........ccooevviviiiinennn. 136
NORLIQVA......cccoeeeeeriiiiene, 55
NORTREL 0.5/35 (28)
..................... 132, 136, 138, 147
NORTREL 1/35 (28)
..................... 132, 136, 138, 147
NORVASC......ocoeeveeeeieeei 55
NOURIANZ......oevvviiiieiiies 61
NOVAVAX COVID 2024-
25(PF)(EUA)........ccooiiiini, 29
NOVOLIN 70/30 U-100
INSULIN.............. 143, 144, 149
NOVOLIN 70-30 FLEXPEN
U-100.......ccvuvvneeee. 143, 144, 149

NOVOLIN N FLEXPEN143, 144
NOVOLIN N NPH U-100
INSULIN ... 143, 144
NOVOLIN R FLEXPEN143, 149
NOVOLIN R REGULAR

U100 INSULIN............. 143, 149
NOVOLOG FLEXPEN U-

100 INSULIN............... 143, 148
NOVOLOG MIX 70-30 U-

100 INSULN........ 143, 144, 148
NOVOLOG MIX 70-
30FLEXPEN U-100

............................. 143, 144, 148
NOVOLOG PENFILL U-100
INSULIN.......ccovnenn. 143, 148
NOVOLOG U-100 INSULIN
ASPART ... 143, 149
NOXAFIL.....oovvvviiiiiiiiiiiii, 16
NP THYROID........cccceeveennn. 150
NUBEQA.....ccveeeiieiieiieeeeeeen, 25
NUCALA......cooiiiiiiiee 170
NULOJIX .o, 156
NU-MAG ..o 95
NURTEC ODT.....ccvvvvvvvrnnnee. 69
NUTROPIN AQ NUSPIN..... 145
NUVESSA....... 13,19, 117,178
NYAMYC.......ooooeviiiins 21, 190
nystatin........cccceeeeeeeeeennn. 21,190
nystatin-triamcinolone
..................... 107, 129, 169, 186
NYSTOP....oovvvvviiiiiaaannn. 21, 190
NYVEPRIA......ccooiiis 38
octreotide acetate................. 149
OCUFLOX......cvvvvvrvrnnnee. 22,102
OCUTABS........ovviviiieeeeeeeee, 196
ODOMZO.......coeeeeeeiiiii, 25
ofloxacin.........cccccevvve. 22,102



OHTUVAYRE...........ooeeee 169

olmesartan............cccceevvvvnnnnns 47
olmesartan-amlodipin-
hcthiazid.............. 47,55, 59, 98
olmesartan-
hydrochlorothiazide... 47, 59, 98
olopatadine.........cccccceeeeeenens 100
OLUMIANT ..., 155
(O] 6 ) G 186
OLUX-E..ovvvvvvrriiiiiiiiiiieeeee. 186
OMECLAMOX-PAK.14, 20, 124
omega 3-dha-epa-fish ail....... 49
omega-3 acid ethyl esters..... 58
omega-3 fatty acids............... 49
omega-3 fatty acids-fish oil....49
omeprazole..........cccvvveeeeeeen. 124
omeprazole magnesium...... 124
omeprazole-sodium
bicarbonate.............cceeeee. 124
OMNARIS.........cvvvveee 107, 129
OMNICAP.......evvvveneee 196, 205
OMNIPOD 5 G6-G7 INTRO
KT(GENDS)....covvviviiiieiieiii, 88
OMNIPOD 5 G6-G7 PODS
(GEND5) .o 88
OMNIPOD 5 INTRO
(LIBRE2/3PLUS).........cvvveeeee. 88
OMNIPOD CLASSIC PODS
(GEN 3) .o 88
OMNIPOD DASH INTRO
KIT(GEN4)..coovvviiiiiiieiiiii, 88
OMNIPOD DASH PDM KIT
(GEN4) ..o 88
OMNIPOD DASH PODS
(GEN4) ..o 88
OMNITROPE.......ccccvvvveieenn. 145
OMVOH..........ceees 121, 122
OMVOH PEN............oeeiie 121
ONAPGO.......uvvviiiiiiiiiiieeeeeenn. 71
ONCE DAILY ..oovviiiiiiiiiiieenn. 196
ONCOVITE.....ccvvvvvvveeeneeenn. 196
ondansetron.........ccccccvvveeenn.. 111
ondansetron hcl................... 111
ONE DAILY ......ccovenee 196, 205
ONE DAILY
CALCIUM/IRON............. 41, 196
ONE DAILY COMPLETE
............................... 41, 196, 205
ONE DAILY ENERGY. ......... 196
ONE DAILY ESSENTIAL
..................................... 196, 205

ONE DAILY FOR MEN 196, 205

ONE DAILY FOR MEN 50
PLUS ADV.......eeeeennn. 196, 205
ONE DAILY FOR WOMEN
............................... 41, 196, 205
ONE DAILY HEALTHY
WEIGHT ................ 41, 196, 205
ONE DAILY MAXIMUM
............................... 41, 196, 205
ONE DAILY MEN'S 50

PLUS MEMORY. .......... 196, 205
ONE DAILY MULTI-VIT W-
MINERAL........cccvvvrninnne 41, 196

ONE DAILY MULTIVIT-
IRON(FOLIC)......... 41, 196, 205
ONE DAILY PLUS IRON
............................... 41, 196, 205
ONE DAILY PLUS

MINERALS .....cooovervrerire, 196
ONE DAILY WOMEN 50

PLUS ..o, 196, 205
ONE DAILY WOMEN'S
......................... 41, 95, 196, 206
ONE DAILY WOMENS 50
PLUS ..o, 196, 206
ONE WAY VALVED
MOUTHPIECE .......ccovreeinnn, 88
ONE-A-DAY ENERGY
......................... 41, 95, 196, 206
ONE-A-DAY ESSENTIAL....196
ONE-A-DAY MAXIMUM

FORMULA.........ccoviiiiiinnnns 197
ONE-A-DAY MEN
VITACRAVES.............. 197, 206
ONE-A-DAY MENOPAUSE
FORMULA............. 95, 197, 206
ONE-A-DAY MEN'S
50PLUS(GINKGO)...... 197, 206

ONE-A-DAY MEN'S
MULTIVITAMIN... 197, 206, 214
ONE-A-DAY TEEN
ADVANTAGE.. 41, 95, 197, 206
ONE-A-DAY VITACRAVES
..................................... 197, 206
ONE-A-DAY VITACRAVES
IMMUNITY ...oovviiiiiiinnns 197, 206
ONE-A-DAY VITACRAVES
OMEGA-3......oovviiiiinees 197, 206
ONE-A-DAY

WEIGHTSMART ....41, 197, 206
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ONE-A-DAY WOMEN
VITACRAVES.............. 197, 206
ONE-A-DAY WOMEN'S
ACTIVE............ 41, 95, 197, 206
ONE-A-DAY WOMEN'S
HEALTHY SKIN
......................... 41, 95, 197, 206
ONE-A-DAY WOMEN'S
PETITES.......... 42, 95, 197, 206
ONEVITE CALCIUM-D3
............................. 7,92, 95, 212
ONEXTON............. 18, 178, 189
ONGENTYS.....iiiiiiiiies 69
ONGLYZA.....ooiiinn, 137
ONUREG..........oooiiiiiiiiiiiiiis 25
ONZETRA XSAIL...........cc.... 83
OPANA ... 76
OPCICON ONE-STEP........ 136
OPCON-A......iiiiiis 111
OPDIVO. ... 25
OPILL ..o, 136
OPSUMIT ..o 60, 175
OPSYNVI.....ovvnn. 58, 60, 175
OPTICHAMBER ADULT
MASK-LARGE.........ccccvviiine 88
OPTICHAMBER DIAMOND

LG MASK ..., 88
OPTICHAMBER DIAMOND
VHC .o 88
OPTICHAMBER DIAMOND-
MED MSK ... 88
OPTICHAMBER DIAMOND-
SML MASK .....ooviiiiiiiiiinn 88
OPTISOURCE

................. 42, 95, 197, 206, 214
OPURITY MULTIVITAMIN
............................... 42,197, 206
OPVEE.....ccooiiiiiiiii, 78
ORALYTE.....oiiiiiiiiiis 95
ORAVIG......cciiiii, 181
ORAZINC.......coooviiiiiiiiiiiiins 95
ORENCIA....ccooiiii, 152
ORENCIA CLICKJECT ........ 152
ORENITRAM........cuvnnnn. 60, 175
ORENITRAM MONTH 1
TITRATION KT.............. 60, 175
ORENITRAM MONTH 2
TITRATION KT.............. 60, 175
ORENITRAM MONTH 3
TITRATION KT.............. 60, 175
ORGOVYX....oovvvvrrrrnnnnnn 25,132
ORIAHNN............. 132, 138, 147



ORILISSA......ooiiie 132
orlistat.........cccceeeeiiiiiiieeeeenn. 121
orphenadrine citrate............... 32
orphenadrine-asa-caffeine
......................................... 35, 82
ORSERDU............cccoeeiiiiis 25
ORTHO-NOVUM 1/35 (28)
..................... 132, 136, 138, 147
OS-CAL 500 + D37, 92, 95, 212
OSCIMIN SR............. 7,31, 166
oseltamivir........ccccvvvveiennnnnn. 19
OSENI........cooeeieiees 137, 150
OSMOLEX ER........... 12,31, 61
OTEZLA....coooveeiieiieiei, 155
OTEZLA STARTER............. 155
OTEZLAXR.....ooeeeieeiiiii, 155
OTEZLA XR INITIATION......155
OTULFI...coooiiiiiieeeeeee 154
oxaliplatin..........cccceeeeeenes 25, 26
OXAPIOZIN ..cviviiieeeeeiiiiiiiee 81
OXERVATE...........coeeiiinne 103
oxiconazole.........ccccccvvvinnnn. 181
(00 (1S /AN I 181
oxybutynin chloride.............. 191
oxycodone.........ccceeeeeeennn 76, 77
oxycodone-acetaminophen
................................... 66, 74, 77
OXYCONTIN..oovvviiiiiiiiiieeeen, 77
oxymorphone...........ccccoeee.... 77
OXYTROL....cccociiiiiiiiiiee 191
OXYTROL FOR WOMEN....191
OYSCO 500/D.....7, 92, 95, 212
OYSTER SHELL + D3
............................. 7,92, 95, 212
OYSTER SHELL CALCIUM
..................................... 7,92, 96
OYSTER SHELL CALCIUM
500 7,92, 96
OYSTER SHELL CALCIUM-
VIT D3...ovviiiveeeee 7,92, 96, 212
OYSTERCAL-D...7, 92, 96, 212
OZEMPIC......ovvvvvvveeeane 62, 140
PAIN RELIEF
(ACETAMINOPHEN)....... 66, 74
PAIN RELIEF ES
(ACETAMINOPHEN)....... 66, 74
PAIN RELIEVER
(ACETAMINOPHEN)....... 67, 74
PAIN RELIEVER
ES(ACETAMINOPHN).... 67, 74
PALFORZIA (LEVEL 1)........ 27
PALFORZIA (LEVEL 2)........ 27

PALFORZIA (LEVEL 3)........ 27
PALFORZIA (LEVEL 4)........ 27
PALFORZIA (LEVEL 5)........ 27
PALFORZIA (LEVEL 6)........ 27
PALFORZIA (LEVEL 7)........ 27
PALFORZIA (LEVEL 8)........ 27
PALFORZIA (LEVEL 9)........ 27
PALFORZIA (LEVEL 10)....... 28
PALFORZIA (LEVEL 11 UP-
DOSE)...coviiiieiviiiiiiieeeee e 28
PALFORZIA INITIAL (4-17
YRS) oo, 28
PALFORZIA LEVEL 11
MAINTENANCE.................... 28
PANDA MASK......ccccvvvrinnnee. 88
PANDEL.............. 108, 129, 186
pantoprazole.............ccccu...... 124
PARLODEL..........cccevvveveens 70
PAROEX ORAL RINSE
..................................... 103, 180
pParomMomMycCin........cccceeeeeeeennnns 13
PARVLEX.............. 42, 206, 210
PATADAY ONCE DAILY
RELIEF.....ooiiiiii, 100
PATADAY TWICE DAILY
RELIEF ... 100
PATANASE ..., 100
PAXLOVID........cccoiiiiiiiiee 17
P-COLRITE...cccccvvvvvieeeenn. 119
PEAK AIR PEAK FLOW
METER..........oooiiiieiee 88
PEDIALYTE. ... 96
PEDIALYTE ADVANCED
CARE....oovviiiiiiiiis 96
PEDIALYTE FREEZER
POPS....cooi 96
PEDIALYTE SINGLES.......... 96
PEDIATRIC D-VITE............. 212
PEDIATRIC ELECTROLYTE 96
PEDIATRIC ENEMA............ 119
PEDIATRIC FREEZER
POPS....cooii 96
PEDIATRIC MEDIUM MASK .88

PEDIATRIC PANDA MASK...88
PEDIATRIC SMALL MASK... 88

PEDIAVANCE.......ccccccceeeeenn. 96
peg 3350-electrolytes.......... 119
peg-electrolyte soln............. 119
pemetrexed disodium............ 26
PENCICIOVIF.........cvvvveeiieeenn. 179
penicillin v potassium............. 19
PENNSAID.............. 67, 81, 190

PENTASA. ..o, 116
pentazocine-naloxone........... 79
pentoxifylline............c.ccccce..... 38
PEPTO-BISMOL.......... 113,114
PEPTO-BISMOL MAX ST
..................................... 113,114
PEPTO-BISMOL TO-GO
..................................... 113,114
perampanel.........c.cccceeeeeiennnnn. 63
PERCOCET............... 67,74, 77
PERDIEM OVERNIGHT
RELIEF........ccoooi 119
PERFOROMIST ............ 34, 174
perindopril erbumine.............. a7
permethrin.............cccccene. 191
PERSONAL BEST FULL
RANGE.......cccocvviiiieis 88
PERTZYE.......cccooiiivirnnnee, 120
PFIZER COVID 2024-25(5Y-
LAY)PF e, 29
PFIZER COVID 2024-
25(6MO-4Y)PF.....ccovvvvveee. 29
PHARBECHLOR............. 9,170
PHARBETOL.................. 67, 74
phenazopyridine.................. 179
phendimetrazine tartrate........ 61
phentermine..........c.cc.ocoevvnnnnn. 61
phentermine-topiramate......... 62
phenylephrine hcl.. 30, 110, 111
PHEXXI ..o, 164
PHILITH....... 132, 136, 138, 147
PHILLIPS ..., 113
PHILLIPS MILK OF
MAGNESIA.......cccoiiiiie 119
PHOSLYRA.....cccoiiiiiiiieee 92
PHOSPHOLINE IODIDE..... 110
phytonadione (vitamin k1)7, 214
PIKO 1. 88
pilocarpine hcl................ 33, 110
pimecrolimus...........ccccceuueee 187
PIMTREA (28).......ccccceeeenn. 136
pindolol............cccce.... 32, 50, 53
PINK BISMUTH........... 113,114
PINK BISMUTH MAXIMUM
STRENGTH................. 113,114
pioglitazone.............ccccovuee 150
pioglitazone-glimepiride....... 150

pioglitazone-metformin 134, 150
PIRMELLA...132, 136, 138, 147

(11700 ([o%= 14 4 P 81
pitavastatin calcium............... 57
PLAVIX oo 45



PLEGRIDY ... 153

PNEUMOVAX-23.....cccceeee.... 29
PNV 29-1......... 42, 96, 197, 206
pnv no.95-ferrous fumarate-

fa. .. 42,197, 206
POCKET CHAMBER............. 88
POCKET PEAK FLOW
METER........ccooiiiiiieeeee 88
[oToTo (o] {10 ) QU 189
polyethylene glycol 3350.....119
polymyxin b sulf-
trimethoprim........... 21,102, 178
polyvinyl alcohol.................. 109
POMALYST.....ccccvvnneee 26, 163
PONVORY .......ccooiiiiiiinnee 156
PONVORY 14-DAY

STARTER PACK........cc.u..e. 156
PORTIA 28..132, 136, 139, 147
posaconazole............ccc......... 16
potassium chloride................. 96
potassium citrate................... 90
potassium citrate-citric acid... 90
potassium phosphate m-/d-
basIC.......oovvveiiiiiiii e 96
PRADAXA......ottiiiiiiiiiiiieeenn 37
PRALUENT PEN.............o..... 58
pramipexole...........ccccceeeeeenes 71
prasugrel hel..........ovvveeennnnn. 45
pravastatin............c.cccceeeeeenens 57
PrazosSin.........ccccevveevvvvnnnnnnnnnns 46
PRECISION XTRA B-

KETONE ... 88
PRECISION XTRA

MONITOR. ..o 88
PRECISION XTRA TEST...... 89
PRECOSE.........ccccvvvviiieeee. 130
prednicarbate....................... 186
prednisolone................ 108, 129
prednisolone acetate... 108, 129
prednisolone sodium
phosphate................... 108, 129
pPrednisone......cccceeevveeeeeeeennn. 129
PREDNISONE INTENSOL..129
PREHEVBRIO (PF)............... 29
PREMARIN.........cccccvirinnnnee. 139
PREMPHASE..........ccuvvvveee. 139
PREMPRO......cccvvvvvviiienennn. 139
PRENATABS RX
......................... 42, 96, 197, 206
PRENATAL............ 42,198, 207

PRENATAL COMPLETE
......................... 42, 96, 197, 206
PRENATAL DHA .......ooeo..... 122
PRENATAL FORMULA
......................... 42,96, 197, 207
PRENATAL MULTI-

DHA(WITH VIT K). 42, 197, 207
PRENATAL
MULTIVITAMINS...42, 198, 207
PRENATAL PLUS

(CALCIUM CARB)

......................... 42, 96, 198, 207
PRENATAL TABLET
......................... 42,97, 198, 207
PRENATAL VITAMIN PLUS
LOW IRON...... 42,97, 198, 207
PRENATAL VITAMIN WITH
MINERALS....... 43, 97, 198, 207
PREPLUS........ 43, 97, 198, 207
pretomanid............ccoeeeiiiinns 16
PREVACID.............ccoeiinnns 124
PREVACID 24HR................ 124
PREVACID SOLUTAB........ 124
PREVALITE..........cccooeeiiiin 50
PREVNAR 13 (PF)............... 29
PREVNAR 20 (PF)................ 29
PREVYMIS........cooiiiiiiinee, 17
PRIFTIN ...t 16, 22
PRILOSEC......ccccvvvvvvvveieennn. 124
primaquing...........cccevvvvvvvvnnnns 15
PRIMEAIRE..........ccccceiiiins 89
PRO COMFORT SPACER-
ADULT MASK.....cccvvvviiiiineee. 89
PRO COMFORT SPACER-
CHILD MASK ... 89

PROAIR DIGIHALER.... 34, 174

PROAIR RESPICLICK.. 34, 174
probenecid..................... 99, 160
probenecid-colchicine....99, 160
PRO-CAL..........ccees 7,92, 97
PROCARDIA XL..........ccoeenne 55
PROCARE SPACER WITH
ADULT MASK......cccvvrririirenen. 89
PROCARE SPACER WITH
CHILD MASK ... 89
PROCERV HP

....................... 43, 198, 207, 214
PROCHAMBER.................... 89
prochlorperazine............ 79, 115
prochlorperazine maleate
....................................... 79, 115
PROCRIT ...t 38

PROCTOSOL HC 108, 129, 186

progesterone............ccceeeees 147
progesterone micronized..... 147
PROGLYCEM........ccccceennnn. 133
PROGRAF......cccccoeennnn. 152, 187
PROLATE.......ccceevnn... 67,74,78
PROLENSA.........ccviiiiiiis 110
PROMACTA......oieieeeennn 38
promethazine

................. 10, 67, 120, 121, 170
PROMETRIUM.................... 147
PROMOLAXIN........cvvvvnnnn. 119
propafenone............ccccccennn.. 53
proparacaine..............ccoeeuee 110
propranolol........... 32,50, 53, 67
propranolol-

hydrochlorothiazid
....................... 32, 50, 53, 60, 98
propylthiouracil.................... 133

PRORENAL...43, 207, 210, 212
PRORENAL QD

....................... 43, 198, 207, 212
PROSCAR.......ccceee.... 160, 182
PROTECT CARDIO AF
..................................... 198, 207
PROTECT PLUS SO...198, 207
PROTONIX....covveieeeiiiiiiiine 124
PROVERA.......cccciiiiiiinee 147
PULMICORT ...ccovvvvvvieeeeenn. 129
PULMICORT FLEXHALER. 129
PULMOZYME................ 99,171
PURIXAN.......cccciiiiinne, 26, 153
PYLERA.......... 15, 23, 117,178
pyrazinamide................c........ 16
pyridostigmine bromide.......... 33
pyrimethamine............ccccco..... 15
PYZCHIVA........ccooiiiie, 154
QBRELIS......coooiiiiiiiiis a7
QNASL............... 108, 129, 169
QTERN.....coeeiiiiiiiis 137, 149
QUASENSE.132, 136, 139, 147
QUESTRAN ...t 50
QUESTRAN LIGHT ............... 50
QUIN B STRONG......... 207, 210
quinapril........ccceveeiiiiiinnenn. 48
quinapril-hydrochlorothiazide
................................... 48, 60, 98
quinidine sulfate............... 15, 52
QUINTABS..........c...... 198, 207

QUINTABS-M.. 43, 97, 198, 207



QUINTABS-M IRON FREE

..................................... 198, 207
QULIPTA ., 69
QVAR REDIHALER............. 129
rabeprazole...........ccccceeee... 124
raloxifene........cc..couu.... 137, 162
ramipril.......ccooooovviiiiieiinin, 48
ranolazine..........cccccccvvvvennnnnnn. 51
RAPAFLO....ccvvvviiiiieiee, 33
RAPAMUNE................ 155, 187
rasagiline..........ccccceeeeeeeennnnnnn, 71
RAVICT i, 90
RAYOS......cooiiiiieee 129

READY-TO-USE ENEMA....119

READY-TO-USE ENEMA

(MIN OIL) eveiiiieeieeeeeeeeeeeee, 119
REBIF (WITH ALBUMIN).... 153
REBIF REBIDOSE.............. 153
REBIF TITRATION PACK... 153
RECLIPSEN (28)................. 136
RECOMBIVAX HB (PF)......... 29
REESE'S PINWORM
MEDICINE.........cccooeiirirrinnnne 14
REFRESH LACRI-LUBE..... 109
REFRESH LIQUIGEL.......... 109
REFRESH P.M.......ccccvvvveeee. 109
RELAFEN DS........ccccvvvvnnnee 81
RELENZA DISKHALER......... 19
RELEUKO.......cvvvviviviiiiiieenn. 38
RELISTOR.......ccoiiiiiiiiie 122
RELPAX ...t 83
RELTONE..........ccooiiiiiiiee 120
RENAL CAPS.............. 207, 210
RENA-VITE................ 207, 210
RENA-VITE RX........... 207, 210
RENVELA.....cccccoiiiii 92
repaglinide............ccceevvnnnee 145
REPATHA PUSHTRONEX....58
REPATHA SURECLICK........ 58
REPATHA SYRINGE............ 58
RESTASIS.....cccoeeeenn. 103, 152
RESTASIS MULTIDOSE
..................................... 103, 152
RETACRIT ..ot 38
REVATIO. ... 58, 171
REVLIMID.............ccee 26, 163
REXTOVY oo 7,78
REYVOW.......oooiiiiiiiiiie 83
REZLIDHIA......ccciiiiiieie 26
REZUROCK........cccvviviiennnnn. 163

REZVOGLAR KWIKPEN

..................................... 143, 144
RHOPRESSA.............. 102, 111
RIABNI............cooeeiis 26, 153
RID LICE KILLING............... 191
rifabutin........cccccoevieiiinnnnns 16, 22
rifampin.........cccccoveieeens 16, 22
riluzole.......ccoooeevvviiiiiiieen, 62
rimantadine.............cccccceeee. 12
RINVOQ.....cccvvviveeeiiieeeeeeenn. 155
RINVOQ LQ....cooiiiiriiiee 155
RIOMET ..o 134
RIOMET ER.......cccvvvviiiiinne 134
risedronate..........cccceeeeeeeennnn. 162
RITEFLO AEROCHAMBER.. 89
RITUXAN....oovvvevveeeeee. 26, 153
rivaroxaban.............cccccvnnnn. 37
rivastigmine...........ccccvvvveeeenee. 33
rivastigmine tartrate............... 33
rizatriptan........ccccccevvveiieneennn. 83
ROCKLATAN....... 102, 110, 111
roflumilast.................... 171, 190
ropinirole........cccooeeveeieviinnee, 71
rosuvastatin............ccceeeeeeeennn. 57
ROXICODONE..........ccvvvneee. 78
ROXYBOND.......ccccuvvvvriirnnne. 78
RYALTRIS

......... 9, 100, 108, 129, 169, 186
RYBELSUS................... 62, 140
RYTARY ..., 70
sacubitril-valsartan................. 46
SANCUSO......ouvvviiiiiiiiiieenn. 111
SANDIMMUNE............. 103, 152
SAVAYSA ...t 37
SAVELLA..........covivei. 70, 83
saxagliptin......cccccceeeeeeeeenenn, 137
saxagliptin-metformin.. 134, 137
SAXENDA........ccceiine 62, 141
SEA-OMEGA 30....ccccvvvvveennnn. 49
SEGLUROMET ........... 134, 149
SELARSDI......cvvvviiiiiiinninnnnn. 154
selegiline hel.......vvvcieeennnnn. 71
selenium sulfide................... 180
SEMGLEE(INSULIN
GLARGINE-YFGN)...... 143, 144
SEMGLEE(INSULIN
GLARG-YFGN)PEN.... 143, 144
SE-NATAL 19........ 43, 198, 208
SENEXON-S.......cccvvvvvrnnee. 119
SENNA ...t 119
SENNA LAX ... 119
SENNA LAXATIVE.............. 119
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SENNA PLUS.........coevne. 119
SENNA WITH DOCUSATE
SODIUM.....ccoovveiiiiieeeeiin, 119
SENNA-S.....coeieeeeeeiees 119
SENNA-TIME S.....cccccoeeue.... 119
SENNOSIAES.......oeeevvvneeeennnn. 119
sennosides-docusate

(Y010 11912 119
SENOKOT ....covvviiiiiieeeeein, 119
SENOKOT EXTRA
STRENGTH.....coovveeviiieee, 119
SENOKOT-S......oevviiieeeenns 119
SENTRY ... 43, 198, 208
SENTRY SENIOR........ 198, 208
SEREVENT DISKUS.....34, 174
SEROSTIM...ccovviiiveiiieii 145
SETLAKIN... 132, 136, 139, 147
sevelamer carbonate............. 92
sevelamer hcl..............o.ee. 92
SF 85, 163
SF 5000 PLUS............... 85, 163
SHAROBEL......... 132, 136, 147
SHINGRIX (PF)...cccceeeeii 29
SIDEROL............... 43, 208, 210
SIDESTREAM PEDIATRIC
FACE MASK.....ccoovvviieeiiiees 89
SIKLOS. ..., 26
sildenafil
(pulm.hypertension)....... 58,171

SILICONE MASK - INFANT.. 89
SILICONE MASK -

PEDIATRIC ..., 89
SILIQ i, 187
SIOAOSIN ..., 33
silver sulfadiazine................ 180
SIMBRINZA.......ccccooun.... 99, 104
simethicone...........ccoeeeevneee. 115
SIMLANDI(CF)..ccevvvvviiiinnnnn. 159
SIMLANDI(CF)
AUTOINJECTOR................. 159
SIMPONI......covveieieeiiiiinne, 159
SIMPONI ARIA......cccceeeeee. 159
simvastatin..........cccoeeeveeeennnnnn. 57
SINEMET ..., 70
SINGULAIR.......oveeeeeeeeeiian. 171
sirolimus..........ccvveeeee. 155, 187
SIRTURO......ovveeeeeeeeeiie, 16
sitagliptin.......cccoeeeveeiiiieennnnn. 137
sitagliptin phos-metformin
..................................... 134, 137
sitagliptin phosphate............. 137

sitagliptin-metformin.... 134, 137



SIVEXTRO....cooovvieeeiiieeeee, 21
SKYRIZI ..o 187
SKYTROFA.....ccooiviieeein, 145
SLO-NIACIN........ccc... 49, 208
SLOW RELEASE IRON........ 43
SLOW-MAG......cooeevveeeeviiees 97
SLOWMAG MUSCLE
RECOVERY ..o, 97
SMART HEART OMEGA-3... 49
sodium bicarbonate.............. 113
sodium chloride....... 89, 90, 109
sodium citrate-citric acid........ 90
SODIUM FLUORIDE 5000
PLUS. ..., 85, 163
sodium oxybate............. 84, 161
SODIUM POLYSTYRENE
(SORB FREE).........ccccvvvvun. 92
sodium polystyrene
sulfonate.......cooeeveeeiviiiiieiinnnns 92
sodium,potassium,mag
sulfateS.....oceeviiiiiieiieeeenn, 119
SOGROYA....cooi e 145
SOLARAZE................... 81, 190
solifenacin........coceeevevvvnneennn.. 191
SOLIQUA 100/33
....................... 62, 141, 143, 145
SOLO.....ocevvn, 198, 208, 214
SOLTAMOX.....ceevvvvnnns 26, 137
SOLU-CORTEF...108, 129, 186
SOLU-CORTEF ACT-0O-

VIAL (PF)............. 108, 129, 186
SOLU-MEDROL.................. 129
SOLU-MEDROL (PF).......... 129
SOOTHE (BISMUTH
SUBSALICYLATE)...... 113, 114
SOOTHE REGULAR
STRENGTH................. 113, 114
sotalol..........ccoeeeeeeen. 32,50, 54
SOTALOL AF............ 32,50, 54
SOTYKTU ..o, 188
SOTYLIZE................. 32,50, 54
SPACE CHAMBER PLUS.....89
SPECTRAVITE ADVANCED
FORMULA............. 43, 198, 208
SPECTRAVITE MEN'S
............................... 43, 198, 208
SPECTRAVITE ULTRA

MEN 50 PLUS..... 198, 208, 214
SPECTRAVITE ULTRA
MEN'S SR........... 198, 208, 214
SPECTRAVITE ULTRA
WOMEN................. 43, 198, 208

SPECTRAVITE ULTRA
WOMEN'S SR43, 199, 208, 214
SPIKEVAX 2023-2024(12Y

(6] T o 29
spinosad..........ccuveeeeeeeeiinnnn. 191
SPIRIVA RESPIMAT.....31, 166
SPIRIVA WITH
HANDIHALER............... 31, 166
spironolactone................. 59, 93
spironolacton-
hydrochlorothiaz.. 59, 60, 93, 99
SPORANOX......cevvvvvvrrreeeenenn. 17
SPRINTEC (28).....cccvvvveeee. 136
SPRIX ..o 81, 110
SPS (WITH SORBITOL)........ 92
SRONYX..... 132, 136, 139, 147
SSD .ttt 180
STALEVO 100................. 69, 70
STALEVO 125................. 69, 70
STALEVO 150................. 69, 70
STALEVO 200................. 69, 70
STALEVO 50.......ccceennnn. 69, 70
STALEVO 75.........cccne 69, 70
STEGLATRO........cvvvvvrrneee 149
STEGLUJAN............... 137, 149
STELARA ..o, 154
STEQEYMA..........cceiiiiiis 154
STIMUFEND............oooviis 38
STIMULANT LAXATIVE

PLUS ..o, 119
STIOLTO RESPIMAT
......................... 31, 35, 166, 175
STOMACH RELIEF.....113, 114
STOMACH RELIEF MAX
STRENGTH................. 113,114
STOMACH RELIEF
ORIGINAL..........cccueee 113,114
STOOL SOFTENER............ 119
STOOL SOFTENER-
LAXATIVE. ..., 119
STOOL SOFTENER-
STIMULANT LAXAT............ 119
STRESS B WITH ZINC....... 199
STRESS FORMULA............ 199
STRESS FORMULA WITH
IRON.............. 43, 208, 210, 213
STRESS FORMULA WITH

IRON(SULF)..43, 208, 210, 213
STRIVERDI RESPIMAT 35, 175

sucralfate.......ccoveeeveeveininnn, 123
SULAR ..o 55
sulfacetamide sodium.......... 102
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sulfacetamide sodium-sulfur 189
sulfacetamide-prednisolone

............................. 102, 108, 129
sulfamethoxazole-
trimethoprim.............vvnnn. 22
sulfasalazine.......... 22,116, 153
SULFATRIM....cvvvviiiiiiiiiiieenn, 22
sulindac..........ccceeeeeiiiiieeeeennn. 81
sumatriptan.............ceeevveennn. 83
sumatriptan succinate............ 83
sumatriptan-naproxen
................................. 81, 84, 160
SUNVITE....... 43, 199, 208, 214
SUPER GINSENG
MULTIVITAMIN.................. 199
SUPER MULTIPLE - LOW
IRON....cooeeiiiiiiis 199, 208
SUPER OMEGA-3................ 49
SUPER QUINTS................. 208
SUPER QUINTS B-50......... 208
SUPER THERA VITE M...... 199
SYMBICORT

....... 35, 108, 130, 169, 175, 186
SYMBRAVO........cccuvveeeee. 81, 84
SYMLINPEN 120................. 130
SYMLINPEN 60................... 130
SYMPROIC..........cceeiie 122
SYNAGIS. ..., 18
SYNALAR.......ccvvvvrnnee 108, 186
SYNALAR CREAM KIT
..................................... 108, 186
SYNALAR OINTMENT KIT
..................................... 108, 186
SYNALAR TS.............. 108, 186
SYNJARDY ......ccconneee 134, 149
SYNJARDY XR........... 134, 149
SYNTHROID..........ccccenne 150
SYSTANE (PROPYLENE
GLYCOL)...ooieiiiiiiiiiiiee 109
SYSTANE GEL...........cc...... 109
SYSTANE ULTRA............... 109
TAB-A-VITE................. 199, 208
TAB-A-VITE MULTIVITAMIN
W-IRON........evveeeee. 43, 199, 208
TABLOID........cooeciiiiiiiinee, 26
tacrolimus............ 152, 187, 188
TACTINAL ... 67, 74
tadalafil (pulm. hypertension)
....................................... 58, 172
TADLIQ ..., 58, 175
tafluprost (pf).......eevveeeiinnnnn. 111
TAKE ACTION.....ccvvvvveiannnn. 136



TALICIA........... 14, 22, 116, 124
TALTZ AUTOINJECTOR.....154
TALTZ AUTOINJECTOR (2

PACK) ... 154
TALTZ AUTOINJECTOR (3

PACK) ... 154
TALTZ SYRINGE................ 154
TAMIFLU ..., 19
tamoxifen.........ccooceuueee. 26, 137
tamsuloSin......c.coevvvveiviieeenn, 33
TANLOR. ... 31
TAPAZOLE.......ccoevvveeeen 133
TAPERDEX................. 108, 130
TARGRETIN.......cccceee.. 26,179
TARINA FE 1/20 (28).......... 136
TASCENSO ODT.....cccccee... 156
TASMAR ..., 69
tavaborole.........ccooeveveeinnnnnn. 190
tazarotene........cooeeveeniiennnn. 189
TAZTIAXT i 51, 54
TAZVERIK ..o 26
TDVAX oo, 28
TECENTRIQ....coieiiiieeeennnn. 26
TECENTRIQ HYBREZA........ 26
TECFIDERA.......ceeveeen 153
TEKTURNA.......ooieeee, 59
telmisartan........cccccceevvveeinnnnns 47

telmisartan-amlodipine.... 47, 55

telmisartan-
hydrochlorothiazid..... 47, 60, 99
TEMODAR.....ccoeeieeeieee, 26
temozolomide...........coeeeeeene. 26
TENCON.....cooovveeiiiis 67,74
TENIVAC (PF).ccoeiiiiieeeieeee, 28
TENORETIC 100
....................... 35, 50, 53, 60, 99
TENORETIC 50

....................... 35, 50, 53, 60, 99
TENORMIN............... 35, 50, 53
terazoSin.......ccoeeevvvieieiiieeeenn, 46
terbinafine hcl................ 12,176
terbutaline...................... 35,175
terconazole.......c..ccoeeevvnennn. 181
teriflunomide.............coouvnees 151
teriparatide.................... 145, 161
TESTIM....eeevee. 130, 132

testosterone.130, 131, 132, 133

testosterone cypionate 130, 132
TEXACORT......... 108, 130, 186
TEZRULY ..., 46
TEZSPIRE.......ccviiiiiin, 170
THALOMID........ccceenn.... 26, 163

theophylline..... 55, 90, 176, 192
THERA......oon. 199, 208
THERA M PLUS

(FERROUS FUMARAT)

......................... 43, 97, 199, 208
THERAGRAN-M PREMIER

50 PLUS.......cvvvvvvveeee. 199, 208
THERALOGIX
COMPANION............... 199, 208
THERA-M........ 43, 97, 199, 208
THERANATAL....... 43, 199, 208
THERAPEUTIC-M
......................... 43, 97, 199, 208
THERA-TABS........cccvvvnee 199
THERATRUM COMPLETE
WITH LUTEIN................ 43, 199
THEREMS..........oooeeeii, 199
THYQUIDITY ..o 150
TIADYLT ER........cccnne 51, 54
TIAZAC...........oo o, 51, 54
TIBSOVO......ovviiiiiiiiiiiiiieeeennn. 26
ticagrelor...........cooeeeiiiiinnnen, 45
TIGLUTIK oo, 62
timolol.......... 32, 50, 53, 67, 103
timolol maleate

............... 32, 50, 53, 60, 67, 103
timolol maleate (pf).............. 103
TIMOPTIC OCUDOSE (PF) 103
TIMOPTIC-XE...........cccenne 103
tinidazole........ccccceeeeeeiiienennn. 15
tiotropium bromide......... 31, 166
TIROSINT ..o 151
TIROSINT-SOL.........cccune 151
tizanidine........ccccceeeeeiiieeeeenn. 31
TOBI ..o, 13
TOBI PODHALER................. 13
tobramycin..........cccoee.... 13, 102
tobramycin in 0.225 % nacl... 13
tobramycin with nebulizer...... 13
tobramycin-dexamethasone
............................... 13,102, 108
tofacitinib..........ccccceeeeeeeennnn. 155
tolcapone......cceeeeeeeiieiieieieee, 69
TOLECTIN 600............couue.e... 74
tolmetin...........coieiieiin. 74
tolnaftate..........cccccceeeeeeeennn. 191
TOLSURA.....ceeeeeeeeeeeeeeeeee 17
tolterodine..........cccceeeeeeeennnnn. 191
TOPICORT ..coovvvvviieeeeeee, 186
TOPROL XL.............. 35, 50, 53
toremifene..............ue.o.. 26, 137
TORPENZ.................... 26, 153

torsemide............cccevvnnnnnn. 57,90
TOSYMRA.......cccoiiii 84
TOUJEO MAX U-300
SOLOSTAR.....cccvvveeeees 143, 145
TOUJEO SOLOSTAR U-300
INSULIN.......ovvvierienee, 143, 145
TOVET EMOLLIENT........... 186
TOVETKIT i, 186
TOVIAZ ..., 191
TRACLEER............. 60, 61, 175
TRADJENTA.........coe i 137
tramadol...........cceeeeiiiiiiiiiiins 78
tramadol-acetaminophen
................................... 67,74,78
trandolapril............ccccooeeeeie 48
trandolapril-verapamil 48, 51, 54
TRAVATAN Z....coiiviinnnnee 111
travoprost........coocevveiiviiinnens 111
TRECATOR......ccciiviiiiiee 16
TRELEGY ELLIPTA

....... 31, 108, 130, 166, 169, 175
TRELSTAR.........cccen. 26, 140
TREMFYA................. 153, 188
TREMFYA PEN........... 153, 188
TRESIBA FLEXTOUCH U-

100 i, 143, 145
TRESIBA FLEXTOUCH U-

200 .. 143, 145
TRESIBA U-100 INSULIN
..................................... 143, 145
tretinoin...............cooeeunnen. 26, 182
tretinoin (antineoplastic)........ 26
TREXALL.....ovvvvvvveveennnn. 26, 153
TREXIMET.............. 81, 84, 160
triamcinolone acetonide
..................... 108, 130, 169, 186
triamterene-
hydrochlorothiazid..... 60, 93, 99
TRIANEX.....108, 130, 169, 186
TRIBENZOR........ 47, 55, 60, 99
TRI-BUFFERED ASPIRIN
......................................... 45, 82
TRICARE............... 44,199, 209
TRICOR ... 56
TRIDERM.... 108, 130, 169, 186
TRI-ESTARYLLA........vvee. 136
TRIJARDY XR.....134, 137, 149
TRI-LEGEST FE.................. 136
TRI-LINYAH ..o 136
TRILIPIX oo 56
TRI-LO-MARZIA.................. 136
TRI-LO-SPRINTEC.............. 136



trimethoprim.........cccccevvveeeen. 23 TYVASO REFILLKIT....61,176 V-C FORTE................ 200, 209

TRINATAL RX 1 TYVASO STARTER KIT61, 176 VEGETABLE LAXATIVE.....119
......................... 44,97, 199,209 UBRELVY...................e........ 69 VELIVET TRIPHASIC
TRIPHROCAPS........... 209,210 UCERIS.....cocvvvvvvvvvveeeeeeee, 130 REGIMEN (28).........cccueee. 136
TRIPLE ANTIBIOTIC UDENYCA.....ccooiiiiiirieeeee, 38 VELPHORO.............oeoeins 92
............................... 17,102,178 UDENYCA VELSIPITY .................. 122, 163
TRI-SPRINTEC (28)............ 136 AUTOINJECTOR................... 38 VELTASSA......ccooiiiiiriiieee 93
TRI-VI-SOL..199, 200, 210, 212 UDENYCA ONBODY............. 38 VEMLIDY ..o 20
TRI-VITAMIN WITH ULORIC.....ccoiiviiiiiiieeeee 160 VENCLEXTA.....cccoooiirrrrinee 26
FLUORIDE ULTIMATE MEN'S VENCLEXTA STARTING
............. 163, 199, 200, 210, 212 COMPLETE 50PLUS PACK. ..o 26
TRIVORA (28) e 199, 209, 214 VENTAVIS.....cccvvvvvvvvveeee. 172
..................... 133, 136, 139, 147 ULTIMATE WOMEN VENTOLIN HFA............ 35, 175
TRI-VYLIBRA LO................. 136 COMPLETE 50PLUS verapamil.........ccccvvveeeeeee. 51, 54
tropicamide........cccccceeeeeenn.. 110 s 44, 199, 209, 214 VERELAN PM................. 51, 54
trospium.............ooeeviiiis 192 ULTRA FREEDA VERKAZIA.................. 103, 152
TRULICITY e, 141 s 44,97, 199,209 VERQUVO........cvvvvvvriiriieennn 52
TRUMENBA................oeee. 29 ULTRA STRENGTH VESICARE......ovvvvvveeeee. 192
TRUSTEX LATEX ANTACID............. 8,92,97,113 VESICARELS.....ccccceeeen.n. 192
CONDOM....covvvvvvviiiiiiaaaa. 164 ULTRAVATE.............cceeue. 186 VESTURA (28).....cccccuvvneeee. 136
TRUSTEX LUBRICATED umeclidinium................. 31,166 VEVYE..........occeiiinnne 103, 152
CONDOMS.......ciieeeeveiinn, 164 umeclidinium-vilanterol VFEND ..., 17
TRUSTEX NON-LUB e 31, 35,166,175 VIBERZI.....ccccvvvvvvveiiiiiinnann. 114
CONDOMS.......cevvvvvveveeeeen 164 UNITHROID.......ccccvvveeeen.. 151 VIC-FORTE.......ccc....... 200, 209
TRUSTEX-RIA UPTRAVI ..., 176 VICTOZA 2-PAK............ 62, 141
LUB/SPERMICIDE.............. 164 URO-MAG........ccovvvvviiireennen. 113 VICTOZA 3-PAK............ 62, 141
TRUSTEX-RIA NON-LUB URSO 250.......cccceviiiiiiinnns 120 VIDAZA......ccoooiiiiiiieeeeee 26
CONDOMS.......ovvvveviiiiiaienn. 164 URSO FORTE..............co.. 120 VIGAMOX.........cceeeunnes 22,102
TRUZONE PEAK FLOW ursodiol..........oooeeiiiiiiiiinns 120 VIMOVO................ 82, 124, 160
METER ... 89 ustekinumab....................... 154 VINATE ONE...44, 97, 200, 209
TRYPTYR ..., 109 ustekinumab-aauz............... 154 VIOKACE......ccooooviiiviiiin. 120
TRYVIO......ccooii, 55 ustekinumab-aekn............... 154 VIRT-CAPS................. 209, 210
TUDORZA PRESSAIR..31, 166 ustekinumab-ttwe................ 154  VIRT-GARD.........ccceeeviiinnnns 209
TUMS.....oovieeeeee 8,92,97,113 VAFSEO....ccccooceiiiiinnnnnn. 36,38 VISINE-A.....cooooiiiiiiiis 111
TUMS E-X........... 7,92,97,113 VAGIFEM................... 139,162 VISTARIL....ovvvvvvvviiiiiieannn. 9, 67
TUMS EXTRA STRENGTH valacycClovir.........eeeeevviiinnnnnn. 20 VITACEL (WITH LUTEIN)
SMOOTHIES....... 7,92,97,113 VALCHLOR.........cvvvvvereeee 179 200, 209
TUMS FRESHERS valganciclovir..........ccccccveee.n. 20 VITAL-D RX......... 209, 210, 212
............................. 7,92,97,113 valsartan.................ccceeeeeeee.... 47 - VITALEE......................200, 209
TUMS ULTRA......8, 92, 97, 113 valsartan- vitamin a palmitate............... 200
TWINRIX (PF) .o 29 hydrochlorothiazide... 47, 60, 99 vitamin b complex................ 209
TYENNE.....ccccooiiiiiiiiieeeee, 154 VALTREX....ccoooiiiiiiiiiiieeeeeenn, 20 vitamin b complex-folic acid.209
TYENNE AUTOINJECTOR.154 VANCOCIN.........cceeoeiiiiiinns 18 VITAMIND2............ceeees 212
TYLENOL.......cccvvviirrnee 67,74 vanCoOMyCiN.........cccccuvvvvreeenne. 18 VITAMIND3...........oeeiie 212
TYLENOL EXTRA VANDAZOLE...13, 19,117,179 vitamin €.....cccccccvvvvvreeeeeeannnn. 213
STRENGTH................ 67,74 VANOS.......cccccveieiieeeeeeee, 186 vitamin e (dI, acetate).......... 213
TYMLOS.......ccceeeee 145,161 VAQTA (PF).cviiiiiiiiiiiiinn. 29 vitamin e acetate................. 213
TYRVAYA. ... 36, 109 varenicline tartrate......... 36,109 vitamin e mixed.................... 213
TYVASO....ccooiiivi 61,175 VARIVAX (PF).cccooiiiiiiiii. 29 vitamin e succinate.............. 213
TYVASO DPI......ccccce.... 61,175 VASERETIC.............. 48, 60, 99

TYVASO INSTITUTIONAL VASOTEC.........ccoeiiiiiiiis 48

START KIT..ovviiiiiiiieeeen. 61,175 VAXNEUVANCE (PF)........... 29
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VITAMINS A,C,D AND WEGOVY HD................ 63,141 XHANCE.............. 108, 130, 169

FLUORIDE WELCHOL......c..ecvvveneee 50,131 XIGDUO XR................ 134, 149
............. 163, 200, 201, 210,212 WERA (28)..133, 136, 139, 147 XIIDRA.............ceeeeeeeeennn. 103
VITAMINS A-D-E WESCAPS........cc......... 209,210 XOFLUZA.......ccooviieeeiiie, 17
SELENIUM.. 200, 201, 212,213 WESTAB MAX......ccoeevrvnnnnn. 209 XOLAIR....ccooiiiieiiiieeeein, 154
VITAMINS AND MINERALS200 WESTAB PLUS XOPENEX HFA............. 35,175
VITAMINS B COMPLEX...... 209 o, 44,98, 200, 209 XPHOZAH.......ccoooevvvneeinnnn. 163
VITA-RESPA.......cccvvis 209 wheatgermoil.................... 213 XPOVIO.....oiiiiiiiiiiin 27
VITATRUM.......ooveieiiee, 200 WIDE-SEAL DIAPHRAGM XROMl .o, 27
VITRUM SENIOR......... 200,209  60....cciiiiiieeiiieeeee e, 164 XTANDI...coooviieiiieiieeii, 27
VIVIOA.....iieeeeee 17 WIDE-SEAL DIAPHRAGM XULANE...... 133, 136, 139, 147
VOGELXO........coeevenn. 131,133  B5.iiiiiiiiiieeeeeeee e 164 XULTOPHY 100/3.6
VOL-PLUS............. 44,200, 209 WIDE-SEAL DIAPHRAGM ., 63, 141, 143, 145
VOL-TAB RX......... 44,200,209 70 164 XYWAV...cooiiiiiiiiiin 84, 161
VOQUEZNA.......cccooveieeeens 123 WIDE-SEAL DIAPHRAGM YELETS.....ccoo...... 44, 200, 210
VOQUEZNA DUAL PAK14, 123 75, 164 YERVOY ..o, 27
VOQUEZNA TRIPLE PAK WIDE-SEAL DIAPHRAGM YESINTEK.....cooivveeiiiieeeen, 155
................................. 14, 20,123 80...ccccceiivieiiiieeiiiieiiieeien 164 YONSA el 27
VORANIGO.......cevvvviieeeinn, 26 WIDE-SEAL DIAPHRAGM YORVIPATH.....cveeeiiieeen, 145
voriconazole.......ccceeevvvneeenn.. 17 85, 164 YOSPRALA............. 45, 83, 124
VORTEX ADULT MASK........ 89 WIDE-SEAL DIAPHRAGM YUFLYMA(CF)...oovvviviinnn. 159
VORTEX FROG MASK- 90 i 165 YUFLYMA(CF) Al

CHILD ..., 89 WIDE-SEAL DIAPHRAGM CROHN'S-UC-HS................ 159
VORTEX HOLDING O 165 YUFLYMA(CF)
CHAMBER......cccoeeiviieeiiiees 89 WIXELA INHUB AUTOINJECTOR................. 159
VORTEX LADYBUG MASK- ... 35, 108, 130, 169, 175,186 YUPELRI......c...ccevuvnn...n. 31, 166
TODDLER......coviiieieeeii 89 WOMAN'S LAXATIVE YUSIMRY(CF) PEN............. 159
VORTEX VHC FROG (BISACODYL).ccvvvvvvvrnninennnn. 120 YUVAFEM................... 139, 162
MASK-CHILD.........cccevvnreenn. 89 WOMEN'S DAILY ZADITOR ..., 100
VORTEX VHC LADYBUG FORMULA.........cvvee. 44,200 ZAFEMY...... 133, 136, 139, 147
MASK-TODDLR........cc.......... 89 WOMEN'S GENTLE zafirlukast..........ccceeevvveeennn, 171
VP-VITE RX......ccvvnven 209, 210 LAXATIVE(BISAC).............. 120 ZANAFLEX......ccooovvvvnnnnnns 31, 32
VTAMA ..., 182 WOMEN'S LAXATIVE ZARAH.......oooiiiiie, 136
VUMERITY .o 153 (BISACODYL)..cccvvvvvvreaennnn. 120 ZARXIO..oiiiiiiiiiiiieiieeeeenn, 38
VUSION.....coiiveeeeieeei, 181 WOMEN'S MULTIVITAMIN ZAVZPRET ..o, 69
VYALEV ..., 70 GUMMIES................... 200, 209 ZEGALOGUE

VYFEMLA (28) WOMEN'S ONE DAILY AUTOINJECTOR................. 140
..................... 133, 136, 139, 147 ......c...ceeuun...nn. 44, 98, 200, 210 ZEGALOGUE SYRINGE..... 140
VYNDAMAX ....oovviiiiiiiiiieeenn, 51 XACIATO...ccoveviiieinnn, 18,179 ZEGERID......cc.oceviviieiinnnnn, 124
VYNDAQEL.....cccoooeveevveiinnnnn. 51 XADAGO.....cccooiiiiiiiiiiiieeeeen, 71 ZELAPAR.....ccoooviiiiieiiiiee, 71
VYTORIN 10-10.............. 52,57 XALATAN......cooviiiiiiieeenn, 111 ZEMBRACE SYMTOUCH.....84
VYTORIN 10-20.............. 52,57 XARELTO....ccoooevvviiiiiiiieeeennn, 37 ZENATANE......cccccveeeeennnn. 189
VYTORIN 10-40.............. 52,57 XARELTO DVT-PE TREAT ZENPEP.....ccoooiiii 120
VYTORIN 10-80.............. 52,57 30D START ...viiiiiiieiiieeeee, 37 ZEPBOUND................... 63, 141
VYZULTA ..., 111 XATMEP.....cceevvvienn, 26, 153 ZEPBOUND KWIKPEN. 63, 141
WAL-FINATE........cccuun.... 9,170 XELJANZ.....c.ooovvvveieiiiieens 155 ZEPOSIA......iiieeeeean 156
WAL-MUCIL FIBER XELJANZ XR...ooeviiiiiiinns 155 ZEPOSIA STARTER KIT
(ASPARTAME)......ccvvvveennnnn. 119 XELODA....ccoooeeeeeeeeeein, 26 (28-DAY) .o, 156
WAL-MUCIL FIBER XELPROS.......coiiiienn 111 ZEPOSIA STARTER PACK
(SUGAR) .....cceeeeviiiiieiiiiiiis 119 XENICAL..cooovvveeeiiieceeis 121 (7-DAY) e 156
warfarin........cooceeeiieeieee 36 XEPl.oiiiiiiiinn 179 ZERVIATE............. 11, 100, 173
WEGOVY ...ccoovvveeeeennnn, 63,141 XERESE................ 20,179,186 ZESTORETIC............ 48, 60, 99



ZETIA ..o 52
ZETONNA...........oceee 108, 130
ZIEXTENZO....cccovvviivvnennn. 38
zileuton ..., 171
ZIMHI ..o, 8,78
zinc gluconate...............couuee. 98
zinc sulfate......cccoevveeeeeeennnnn, 98
ZINC-220.....ccceeeeeiiiiiiiiiins 98
ZIOPTAN (PF)..ceiiiiieeeee, 111
ZIPSOR..........cuueeee 67, 82, 190
ZITHROMAX ....covvvvvrrnnninnnn. 20
ZITHROMAX TRI-PAK.......... 20
ZITHROMAX Z-PAK.............. 20
ZITUVIMET .....ccoovvennnn. 134, 137
ZITUVIMET XR............ 134, 137
ZITUVIO....oooeiieieeeiee, 137
ZOCOR....oticiiiieeee e, 57
ZOLINZA.......oooiiiiiiiii, 27
zolmitriptan...........ccceevveveeeeee. 84
ZOMACTON......ceeeveiiiie 145
ZOMIG........o oo, 84
ZORTRESS................... 27, 153
ZORVOLEX............. 67, 82, 190
ZORYVE......ccccocvvvrnnnee. 171, 190
ZOVIA 1/35E (28).......cc.u.. 136
ZOVIRAX ...cciiiciiririnnne 20, 179
ZUNVEYL.....oooooiiiiiiiiiis 33
ZYFLO .o, 171
ZYLOPRIM.......ovviviiiiiiinnnee 161
ZYMFENTRA ... 159
ZYPITAMAG ..o, 57
ZYTIGA . 27
ZYVOX .ot 21
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