Changes to Wellcare Meridian Dual Align (HMO D-SNP)’s

The table below outlines changes to our List of Covered Drugs (Formulary) that

PROLIA 60 MG/ML

List of Covered Drugs (Formulary)

may impact you.

Description of . Alternative | Effective
Name of Affected Drug P Reason for Change Alternative Drug(s) * .
Change Drug(s) Tier Date

Deletion Of Drug From

BOMYNTRA 120 mg/1.7 mL
(70 mg/mL) Syringe and Vial;

By
# meridian.

Biosimilar Available Tier 5 02/01/2026
SYRINGE (ML) Formulary osimitar Aval osenvelt 120 mg/1.7 mL | [0V
(70 mg/mL) solution
osenvelt 120 mg/1.7 mL
XGEVA 120 MG/ Deletion Of Drug From L . (70 mg/mL) solution and vial; .
Biosimilar Available ’ Tier 5 02/01/2026
1.7 VIAL (ML) Formulary BOMYNTRA 120 mg/1.7 mL /oY
(70 mg/mL) Solution
GLEOSTINE 10 MG Deletion Of Drug From . . . .
& Generic Available lomustine 10 mg capsule Tier 4 02/01/2026
CAPSULE Formulary
GLEOSTINE 100 MG Deletion Of Drug From . : : .
neric Availabl lomustine 100 m ( Tier 2/01/202
CAPSULE Formulry Generic Available omustine 100 mg capsule ier 5 02/01/2026
GLEOSTINE 40 MG Deletion Of Drug From _ _ . .
Availabl l 4 ( T 2/01/202
CAPSULE Formulary Generic Available omustine 40 mg capsule ier 5 02/01/2026
Deletion Of Drug From . : . .
DIFICID 200 MG TABLET Formularf Generic Available fidaxomicin 200 mg tablet Tier 5 02/01/2026
Deletion of drug f . : 0.5 | ion, .
FYCOMPA eletion ofdrugfrom | oo o ic available | PErampanel 0.5mg/mi suspension Tier 5 04/01/2026
Formulary oral (Final Dose Form)
Deletion Of Drug from .
VYNDAQEL & Market Removal Consult Your Health Care Provider N/A 05/01/2026

Formulary

CY26_6T Basic Select MAPD
Formulary ID: 26330
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Description of Alternative | Effective
Name of Affected Drug P Reason for Change Alternative Drug(s) *
Change Drug(s) Tier Date

eletion of Drug from

POMALIDOMIDE TMG, 2MG, 3MG,

POMALYST G Available Tier 5 05/01/2026
Formulary eneric Availa 4MG CAPSULE er /ov
Deletion of drug from . . brivaracetam 10mg, 25mg, 50mg, .
BRIVIACT TABLET 8 Generic Available & & & Tier 5 06/01/2026
Formulary 75mg, 100mg tablet
BRIVIACT ORAL Deletion of drug from . . . . 4
SOLUTION IFormulaLrjf Generic Available brivaracetam 10mg/ml oral solution Tier 5 06/01/2026
dapagliflozin-metformin ER
Deletion of drug from , : 5mg-1000mg, 10mg-1000m :
XIGDUO XR & Generic Available & : § & 8 Tier 3 06/01/2026
Formulary tablet Immediate and Extended Rel
Biphase 24hr
Deletion of drug from o 4 . , :
STELARA Biosimilar Available | ustekinumab-TTWE 45mg/0.5ml vial Tier 3 06/01/2026
Formulary
: Deletion of drug from o . : : :
ustekinumab Formularf Biosimilar Available | ustekinumab-TTWE 45mg/0.5ml vial Tier 3 06/01/2026
Deletion Of Drug From . . NINTEDANIB ESYLATE 100 MG, 150 .
OFEV Generic Available ’ Tier 5 07/01/2026
Formulary e Aval MG CAPSULE | /oV
Deletion Of Drug From . . :
FARXIGA Formularf Generic Available DAPAGLIFLOZIN 5 MG, 10 MG TABLET Tier 3 07/01/2026
DAPAGLIFLOZIN/METFORMIN 5
Deletion Of Drug From _ _ MG-500MG , TOMG-500MG TABLET ,
XIGDUO XR Generic Available i ’ Tier 3 07/01/2026
Formulary IMMED AND EXTEND REL BIPHASE /o
24HR
Deletion Of Drug From S MILNACIPRAN HCL 12.5 MG, 25 MG, :
SAVELLA & Generic Available Tier 3 07/01/2026

Formulary

50 MG, 100 MG TABLET

CY26_6T Basic Select MAPD
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Description of . Alternative | Effective
Name of Affected Drug P Reason for Change Alternative Drug(s) * .
Change Drug(s) Tier Date

WIDE SEAL DIAPHRAGM
60MM, 65MM, 70MM Deletion Of Drug From Medicaid Will No
’ ’ ’ | ue caid i CAYA CONTOURED DIAPHRAGM N/A 07/01/2096
75MM, 80MM, 85MM, Formulary Longer Cover
90MM, 95MM
Deletion Of Drug From Medicaid Will No
TOLNAFTATE 1% POWDER & TOLNAFTATE 1% CREAM N/A 07/01/2026
Formulary Longer Cover
POLY-VI-FLOR-IRON 0.5-10MG CHW
UFLORA FE PED 0.25 | Deletion Of Drug From Medicaid Will No ’
Q MG/ML DROP Formularg Loner Cover POLY-VI-FLOR-IRON 0.25 MG/ML, N/A 07/01/2026
y & MULTIVIT-FLUOR-IRON 0.25 MG/ML
PEDIAVENT 2 MG/5 ML | Deletion Of Drug From Medicaid Will No
/ & ALA-HIST IR 2 MG TABLET N/A 07/01/2026
SYRUP Formulary Longer Cover
STROVITE FORTE CAPLET, STROVITE
QUFLORA FE 0.25 MG Deletion Of Drug From Medicaid Will No ONE CAPLET, BACMIN CAPLET, N/A 07/01/2026
CHEW TABLET Formulary Longer Cover DIALYVITE SUPREME D TABLET,
CORVITA TABLET, CORVITE TABLET
FLORAFOL FE PEDI Deletion Of Drug From Medicaid Will No
MULTIVIT-FLUOR-IRON 0.25 MG/ML N/A 07/01/2026
0.25MG/ML DRP Formulary Longer Cover / / [0V
TRUE VITAMIN D3 250 | Deletion Of Drug From Medicaid Will No
& VITAMIN D2 1.25MG (50,000 UNIT) N/A 07/01/2026
MCG CAP Formulary Longer Cover

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

ATTENTION: If you speak a language other than English, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available free of charge.
Call 1-844-536-2168 (TTY: 711).

Espafiol ATENCION: Contamos con servicios de asistencia lingiiistica que se encuentran disponibles para usted de
manera gratuita. También se encuentran disponibles de manera gratuita ayudas y servicios auxiliares adecuados para
proporcionar informacion en formatos accesibles. Llame al 1-844-536-2168 (TTY: 711).

Jpasll ALlE uliindsy cila glaall &g 3l daidle Adlia) ciladd g cilaslce Ulaa U3 8 g0 doilaca 4 g Basluse ciladd &l 8 g5 1oLl Ay gl
(711 :TTY) 1-844-536-2168 ad I i= Juall ,lgl)

AP R BITAVERESFIIES HEIRS, FNBARRRAELWHEBIRESHRS, DERMTRE
BRRFER. B3R 1-844-536-2168 (TTY: 711) .

FI P+ 25 (PR R B TSR TSy BB TR B RORIh AR - 1) et = f
'E. ﬁﬁ‘fﬁq -844-536-2168 (TTY : 711f

Deutsch ACHTUNG: Sprachdienstleistungen stehen lhnen kostenlos zur Verfiigung. Geeignete zusatzliche
Unterstiitzung und Dienstleistungen fiir Informationen in zuganglichen Formaten stehen lhnen ebenfalls kostenlos
zur Verfiigung. Rufen Sie folgende Nummer an: 1-844-536-2168 (TTY: 711).

RIYCE LN 1R 2272 XIH AP EF ARCAP ENFA: NTERITLTP NN SATD AXRCAP L&A NP PCREF IS P998PCNAP ") Fr
MALEPF KE A PFTY NREE 18 $150:: 0L 1-844-536-2168 (TTY: 711) LLMN::

Soomaali DIGNIIN: Adeegyada kaalmada lugadda bilaashka ah ayaa kuu diyaar ah. Sidoo kale, qalab iyo adeegyo
kaabayaal ku habboon ayaa diyaar ah si macluumaadka loogu helo gaabab sahlan oo la heli karo, iyadoo aan wax
kharash ah lagaaga qaadin. Wac 1-844-536-2168 (TTY: 711).
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JISHT (LA FPN: SANF GiAT fIAYTAT OIS ATITIIF 841 00 | FIRTYCaA7 SUITHSATIIoT
TG BT fATS TATS TS BAFAT 73 ATATIAS T/ TG | Q4N T FBA
1-844-536-2168 (TTY: 711) |

Francais REMARQUE : des services d’assistance linguistique gratuits sont a votre disposition. Des services et aides
pour obtenir des informations dans des formats accessibles sont également disponibles gratuitement. Appelez le
1-844-536-2168 (TTY : 711).

Frangais cadien COMMUNIQUE: Des services d’aide linguistique sans frais sont a votre disposition. Des aides et
services auxiliaires appropriés pour fournir des informations en formats accessibles sont également proposés sans
frais. Composez le 1-844-536-2168 (TTY : 711).

&Y e 3 3mues fore - 3[ew HTWT HETadT JATE SUAS &, TR B3 a1 WiAe § AHPRI UgH
H & [T SuYad Gera® |IeA 3R Ja1¢ ot - IUeTsy §. 1-844-536-2168 (TTY: 711) TR Hid .

=20 F9: 23 A0 X3 MBHIAE 0|86t4!l &= USLICL EFE H3S /o &St 22 &7 L AUl A
Tt MY A ISt EACZ 22 0/&0| JtseLIC 1-844-536-2168(TTY: 711)H 2 2 &E 3ol F& AI2.

Polski UWAGA: ustugi wsparcia jezykowego sg dostepne nieodptatnie. Bezptatnie oferowane sg rowniez dodatkowe

pomoce i ustugi pozwalajgce na przekazanie informacji w formacie przystepnym dla odbiorcy. Zadzwon pod numer
1-844-536-2168 (TTY: 711).

SBenth HDE: Do &S K 020085 HIFAHE Vden 906523780 eS*® &0, OSe8YH BoHEAS
ébm&és_oe'ie 585°3°0°R)) e9080e5TePS BAD HIFEAHE easeSen, Ddew KT aDesorm eotiHreIresnes®
€5:0°)00. 1-844-536-2168 (TTY: 711) 502068 s°5 JaHods.



Tiéng Viét LUU Y: Chang t6i c6 cung cap dich vu hé trg ngdn ngir mién phi. Cac dich vu va tro gidp bo
trg phu hgp dé cung cap thdng tin & cac dinh dang cé thé truy cap cling dugc cung cap mién phi. Goi
1-844-536-2168 (TTY: 711).

IX OYO'INYO [IX [V70™MO09'7'N Y7'OXD .[XIXD N IXD |VIVT OYO'IINYO 7' TXIDY YD (DIPNRTIIVNDIN WrTh
(TTY: 711) 1-844-536-2168 USIN .IXXONX [ID "D [NIXD Y'IN [VIVT [OXNIXD YOVY72IVAIX |'N YV'XNNINDI'X [TVOVIN

Pennsylvania Deitsch GEB ACHT: Schprooch Helfe sin meeglich mitaus Koscht. Rechtliche Auxiliary Aids un Helfe um
Information zu gewwe in helfreiche Formats sin aa meeglich mit aus Koscht. Ruf 1-844-536-2168 (TTY: 711).

Tagalog ATENSYON: May mga libreng serbisyo ng tulong sa wika na available para sa inyo. Available din nang libre
ang mga naaangkop na karagdagang tulong at serbisyo para makapagbigay ng impormasyon sa mga accessible na
format. Tumawag sa 1-844-536-2168 (TTY: 711).
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