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The 3 Tier with Specialty Drug List (formulary) includes a list of drugs covered by Health Net. The
drug list is updated at least monthly and is subject to change. All previous versions are no longer in
effect. You can view the most current drug list by going to our website at www.healthnet.com. Refer
to Plan documents for specific cost share information.

California Small and Large Group members

Go to
Drug List -- Use the “3 Tier with Specialty” Formulary.

NOTE: To search the drug list online, open the (pdf) document. Hold down the “Control” (Ctrl)
and “F” keys. When the search box appears, type the name of your drug, and press the “Enter”
key. If you have questions or need more information, call us toll free.

Small Group

If you have questions about your pharmacy coverage, call Customer Service at 1-800-361-3366
Hours of Operation
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Hours of Operation
8:00am — 6:00pm Monday through Friday

0

\/
-

\
Updated April 1,2024 health I']Et,,

Health Net of California, Inc. is a subsidiary of Health Net, LLC and Centene Corporation. Health
Net is a registered service mark of Health Net, LLC.


https://www.healthnet.com/portal/shopping/content/iwc/shopping/groups/large/drug_list.action

Table of Contents

What If I Have Questions Regarding My Pharmacy Benefit?...........cccccovveeiiiieennnnnn. 111
What 18 the DIUg LiSt? ...couvieeiiieiieeee ettt ettt s eenaeesaree s 1ii
How do I find a drug in the Drug List?.......ccoviiiiiiiiiieeeeeeeeeee e 1
How are the drugs listed in the categorical 1iSt? .........cccoevvieeiiiiniiiieeeeeeee e 1
How much will I pay for my drugs? .........coooviiieiiiiieieeeeeeeeee e e v
THET DIESCIIPLIONS ....veeeeiieeiiieeieeetee ettt e ettt e et e et e e aaeeebeeetae e sseesnseeensaeensseesnseeenns v
Are there any limits on my drug COVETaZe? .......ccccuiiieivieeeiiieeeriiee e e eereeeesveeeesraee s \%
How often does the Drug List change?...........cccvveviieiiiieiii et vi
How can I get prior authorization or an exception to the rules for drug coverage? ..... vi
Step Therapy EXCEPHION .....ccviiiiiieiieeieeeee ettt vii
Are all contraceptives COVETEA? ....ccuviiiiiiiieiiiieeeiree ettt e e ere e e eeaee e viil
Are preventive drugs COVETEA?.......oiviiiiiiiiiiecieeie e e viil
What drugs are covered under my medical benefit?.............cccccvvieiiiiiiiiiiiiiiiieee, 1X
Can I g0 to any PharMaCy?.......cccvieeiieeiiieeiiieeciee e et e e ere e ae e steeeeaeessseeenseeenns X
Can I use a mail order pharmacy?...........coecviiieiiiiieeeiiie e 1X
How can I save money on my prescription drugs? .........eccveeeeveerieesciieenreesieeecieeeevens X
DICJINTLIONS ..ottt ettt e e e et e e ettt e e et e e e s tbeeesntbeaeenssaeeensseeesnsseaesnnseas X
Categorical list of prescription drugs.........ceeecveeeciiieiieeiieeeiieeeeeee e 1

Alphabetical index of prescription drugs ...........coovviiiiiiiiiiiiiiiie e, Index 1



Welcome to Health Net

What If | Have Questions Regarding My Pharmacy Benefit?

If you have questions about your pharmacy coverage, contact Customer Service at the phone number
listed on your Health Net ID card or on the cover of this book. Customer Service can help you with
questions about your prescription drug benefits, including, but not limited to:

information about drugs covered under the medical benefit.
the processes for submitting an exception request, requesting prior authorization and step therapy
exceptions.

e actual dollar amounts of cost sharing for drugs including drugs subject to coinsurance.

What is the Drug List?

The drug list is a complete list of covered drugs used to treat common diseases or health problems. The
drug list is selected by a committee of doctors and pharmacists who meet regularly to decide which
drugs should be included. The committee reviews new drugs and current information about existing
drugs and chooses drugs based on:

e Safety

Effectiveness

Side effects

Value (if two drugs are equally effective, the less costly drug will be preferred)

How do I find a drug in the Drug List?

You can search for a drug by using the search tool, alphabetical index or by categorical list. There are
three ways to find out if your drug is covered.

Search Tool: Open the List of Drugs (PDF). Hold down the “Control” (Ctrl) and “F” keys. When the
search box appears, type the name of your drug. Press the “Enter” key.

Alphabetical Index: The index at the end of the (PDF) lists the names of generic and brand name drugs
from A to Z. Once you find a drug name, go to the page number listed to see if the drug is covered.

Categorical list: The drugs are grouped into categorical or therapeutic categories. If you know what
therapeutic category and class your drug is in, look through the list to find the category. Then look
under the category and class for your drug.

If a generic equivalent for a brand name drug is not available in the market or not covered, the generic
drug will not be listed separately. The presence of a drug on the drug list does not guarantee that your
doctor will prescribe the drug for a particular medical condition.

How are the drugs listed in the categorical list?

A drug is listed alphabetically by its brand and generic names in its therapeutic category and class.
Example:
Drug Tier Requirements/ Limits

3 PA
{ PA

MAVYRET (glecaprevir-pibrentasvir) TABS

Pphentermine hcl caps

The generic drug name for a brand drug is included after the brand name in parentheses. The generic
name is in bold italicized lowercase letters.
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Brand Drug Example: MAVYRET (glecaprevir-pibrentasvir) TABS

If a generic equivalent for a brand name drug is available and both the brand name and the generic drug
are covered, the generic drug will be listed separately from the brand name drug in bold and italicized
lowercase letters.

Generic Drug Example: terbutaline sulfate tabs

If a generic drug is marketed under a proprietary, trademark-protected brand name, the brand
name will be listed after the generic name in parentheses, regular typeface in all CAPITAL letters.

Generic Drug Marketed Under a Proprietary Brand Name Example: /evothyroxine sodium
(LEVOXYL) TABS

How much will | pay for my drugs?

To see how much you will pay for a drug check the abbreviations in the Drug Tier column on the
formulary. The copayment or coinsurance for each tier is defined in your Summary of Benefits or other
plan documents.

Drug Class Benefit Phase Maximum Cost Share Days’ Supply
Oral Cancer Drugs Before Deductible is met $250 30 Days
All other (non-oral After Deductible is met $250 30 Days
cancer) Drugs

Bronze Plan Members After Deductible Met $500 30 Days

Note: For oral chemotherapy drugs - Notwithstanding any deductible, the total amount of copayment or
coinsurance an insured is required to pay shall not exceed two hundred dollars ($250) for an individual
prescription of up to a 30-day supply.

Tier Descriptions

Below is a description for each tier. Refer to Evidence of Coverage for specific cost share information.

Tier Description

! Tier one shall consist of most generic drugs and low-cost preferred brand drugs.

Tier two shall consist of nonpreferred generic drugs, preferred brand name drugs, and
any other drugs recommended by the health care service plan’s pharmacy and
therapeutics committee based on safety, efficacy, and cost.

Tier three shall consist of nonpreferred brand name drugs or drugs that are
recommended by the health care service plan’s pharmacy and therapeutics
committee based on safety, efficacy, and cost, or that generally have a
preferred and often less costly therapeutic alternative at a lower tier

Tier four shall consist of drugs that FDA of the United States Department Health
and Human Services or the manufacturer requires to be distributed through a
specialty pharmacy, drugs that require the enrollee to have special training or
clinical monitoring for self-administration, or drugs that cost the health plan more
than six hundred dollars ($600) net of rebates for a one-month supply.

Tier 5 includes preventive benefit drugs, including contraceptives, covered at no cost
to members under the Affordable Care Act. A deductible does not apply.
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A Brand name is listed for reference only when a generic equivalent is available.
Generic drugs will be used whenever one is available. To get a brand drug that has a
generic equivalent available, your doctor must request prior authorization to show
medical necessity. If we approve the request, the drug may be covered at a higher
copayment. Refer to your plan documents.

Are there any limits on my drug coverage?

Some drugs have limits or restrictions on coverage. The table below provides a description of
abbreviations that may appear in the Limits column on the drug list:

Abbreviation

Definition

Description

AL

Age Limit

These drugs may require prior authorization if your age
does not fall within manufacturer, FDA, or clinical
recommendations.

AC

Anti-cancer

These oral cancer drugs have a maximum $250 copayment for
a one-month supply, before any deductible has been met, per
state law (or $750 maximum for a three-month supply through
mail order, if applicable).

LA

Limited Access

Some drugs may be subject to limited access or restricted
access. This means that a drug may only be available at select
pharmacies. Limited access may be due to the following
reasons:

e The FDA or the manufacturer has restricted distribution drug
to certain facilities, pharmacies, or prescribers, or
certain drugs require special handling, coordination of care,
or patient education that cannot be provided at a retail
pharmacy.

If the drug is approved, we will let you know how to get
limited access drugs.

PA

Prior
Authorization

This drug requires prior authorization. This means that you or
your prescriber must get approval from us before you fill your
prescription. If you do not get approval, we may not cover the
drug.

PV

Preventive
Drugs

Preventive Health Drugs are Affordable Care Act (ACA)
preventive health drugs, including contraceptive drugs and
devices, covered at no charge. Preventive health drugs are
determined based on evidence-based recommendations by
the United States Preventive Services Task Force (USPSTF).
Members in grandfathered Groups may pay a copayment.




QL Quantity Limit These drugs have a limit on the amount that will be covered.
Your doctor must request approval for a higher quantity of the
drug from Health Net. Health Net covers all self-administered
hormonal contraceptives on the Formulary, up to a 12-month
supply when dispensed at one time.

RX/OTC Prescription & Certain drugs are available both in a prescription form and in
Over-the- an OTC form. Only prescription drugs are covered by your
Counter (OTC) | plan, except for some insulin, insulin supplies and some
covered preventive drugs. OTC drugs on the drug list,
including OTC preventive drugs and contraceptives, require a
prescription to be covered.

SP Specialty Drug Specialty drugs are required to be provided through a Health
Net contracted Specialty Pharmacy. Once Health Net approves
the medication, our contracted Specialty pharmacy will contact
you to arrange for delivery.

ST Step Step therapy is when you are required to use one drug
Therapy before another in a stepwise fashion. Unless an exception is
made, one or more preferred drugs must be tried first before
progressing to a drug that is subject to step therapy.

How often does the Drug List change?
The formulary is updated with changes monthly. The types of changes may include the following:

e Removal of a drug or dosage form of a drug from the formulary
e Any change in tier placement of a drug that results in an increase in cost sharing
e Adding or changing utilization management procedures applicable to a drug.

If these changes occur, you will be notified at least 60 days in advance of the change, unless the drug is
removed for safety reasons.

How can | get prior authorization or an exception to the rules for drug coverage?

Requests for prior authorization may be submitted electronically through CoverMyMeds, by phone at 1-
800-548-5524, or by fax at 1-800-314-6223. Once your doctor’s request is received, we will notify your
doctor of our decision within 72 hours. If Health Net fails to respond to a completed prior authorization
or step therapy exception request within 72 hours of receiving a non-urgent request and 24 hours of
receiving a request based on exigent circumstances, the request is deemed approved, and the health
insurer may not deny the request thereafter.

If your doctor believes that waiting 72 hours for a standard decision could seriously harm your health,
your doctor can ask for a fast (expedited) decision. This applies only to requests for drugs that you have
not already received. We must make expedited decisions within 24 hours after we get your doctor’s
supporting statement.

Your doctor must submit a supporting statement to us explaining why you need the drug. You or your
doctor may appeal the denial of an exception request. The denial documents provide more information on
appeal rights and procedures if there is a medical need to use a non-formulary drug or a drug requiring
pre-approval, an exception to coverage may be requested by the prescriber. If the health plan, contracted
physician group, or utilization review organization fails to notify the prescribing provider within the
applicable time period, the request is deemed approved for the duration of the prescription, including
refills.
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If we approve your drug’s exception, the approval continues until the end of the plan year. To keep the
exception in place for the plan year, you must remain enrolled in our plan, your doctor must continue to
prescribe your drug, and your drug must be safe for treating your condition.

If a drug is not on the drug list, and is not specifically excluded from coverage, your doctor can ask for an
exception. To request an exception, your doctor can submit a prior authorization request along with a
supporting statement explaining why you need the drug. Requests for prior authorization may be
submitted electronically or by telephone or fax.

If we approve an exception for a drug that is not on the drug list, the non-preferred brand drug tier (Tier 3)
or Tier 4 (Specialty) copayment applies.

Health Net will cover all medically necessary drugs. If Health Net fails to respond to a completed prior
authorization or step therapy exception request within 72 hours of receiving a non-urgent request and 24
hours of receiving an expedited request, the request will be approved, and Health Net may not deny the
request thereafter.

Step Therapy Exception

In some cases, our plan requires you to first try certain drugs to treat your medical condition before we
will cover another drug for that condition. This is called step therapy. Step therapy is when you are
required to use one drug before another, in a stepwise fashion. The required first step drug or preferred
drug is a proven, cost-effective medication. Unless a step therapy exception is made, one or more
preferred drugs must be tried before progressing to a drug that is subject to step therapy.

A request for an exception to a step therapy requirement may be submitted in the same manner as a
request for prior authorization. The request shall be treated in the same manner, and shall be responded to
in the same manner, as a request for prior authorization for prescription drugs.

If you have already tried and failed the preferred drug(s), or if you are already taking a drug that is subject
to step therapy when you switch to enrolled in a Health Net plan, you will not have to undergo step
therapy and the drug will be approved for coverage when medically necessary.

You or your doctor can request a step therapy exception if:

e The required prescription drug is contraindicated or is likely, or expected, to cause an adverse
reaction or physical or mental harm to the member in comparison to the requested prescription
drug, based on the known clinical characteristics of the member and the known characteristics
and history of the member’s prescription drug regimen.

e The required prescription drug is expected to be ineffective based on the known clinical
characteristics of the member and the known characteristics and history of the member’s
prescription drug regimen.

e The member has tried the required prescription drug while covered by their current or previous
health coverage or Medicaid, and that prescription drug was discontinued due to lack of efficacy
or effectiveness, diminished effect, or an adverse reaction. The health care service plan may
require the submission of documentation demonstrating that the member tried the required
prescription drug before it was discontinued.

e The required prescription drug is not clinically appropriate for the member because the required
drug is expected to do any of the following, as determined by the member’s prescribing provider:

o Worsen a comorbid condition.
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o Decrease the capacity to maintain a reasonable functional ability in performing daily
activities.

o Pose a significant barrier to adherence to, or compliance with, the member’s drug
regimen or plan of care.

e The member is stable on a prescription drug selected by the member’s prescribing provider for
the medical condition under consideration while covered by their current or previous health
coverage.

A request for an exception to a step therapy requirement may be submitted in the same manner as a
request for prior authorization.

The request shall be treated in the same manner, and shall be responded to in the same manner, as a
request for prior authorization for prescription drugs.

If you have already tried and failed the preferred drug(s), or if you are already taking a drug that is subject
to step therapy when you switch to enrolled in a Health Net plan, you will not have to undergo step
therapy and the drug will be approved for coverage.

When information necessary for the health plan to make a determination is not included with the request
for prior authorization or step therapy exception, the plan will notify the prescribing provider within 72
hours of receipt or within 24 hours of receipt if exigent circumstances exist. Once the health plan receives
the requested information, the applicable time period to approve or deny a prior authorization or step
therapy exception request begins. If the health plan, contracted physician group, or utilization review
organization fails to notify the prescribing provider within the applicable time period, the request is
deemed approved for the duration of the prescription, including refills.

Are all contraceptives covered?

Contraceptive benefits include coverage for a variety of U.S. Food and Drug Administration (FDA)-
approved prescription contraceptive methods. If your doctor determines that none of the covered methods
on the drug list or if a covered therapeutic equivalent of a drug, device, or product is not available, and is
medically necessary for you, Health Net will provide coverage. OTC oral contraceptives or condoms can
be provided by your pharmacy without a prescription and billed through the pharmacy claims system
with a zero copay. Members obtaining OTC oral contraceptives should inform their physician.

What blood glucose supplies are covered?

Specific brands of blood glucose monitors, blood glucose testing strips, lancets, ketone testing strips, pen
delivery systems for injecting insulin and insulin needles and syringes are covered on the drug list. A
prescription from your doctor is required to obtain these from a pharmacy.

Insulin pumps and all related necessary supplies, podiatric devices to prevent or treat diabetes-related
complications and visual aids, excluding eyewear, to assist the visually impaired with proper dosing of
insulin are covered under the medical benefit.

Continuous blood glucose monitors and supplies are considered durable medical equipment and may be
covered under your DME benefit.

Are preventive drugs covered?

Yes, preventive drugs on the Drug List, with “A” and “B” grade recommendations of the U.S. Preventive
Services Task Force (USPSTF) are covered. Included are contraceptives, male condoms, and preexposure
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prophylaxis (PrEP). Office administered injectable medications are provided under the medical benefit.
There is no member cost share for preventive drugs on the Drug List, excluding grandfathered plans.

What drugs are covered under my medical benefit?

Drugs that are not considered self-injectable and are administered by your doctor will be covered under
your medical benefit. If your doctor does not have the drug, your doctor will give you instructions on
where you can receive the drug. Certain drugs that are self-administered are covered under your pharmacy
benefit. Refer to your Evidence of Coverage for coverage information and exceptions.

Can | go to any pharmacy?

Except in emergency and urgent situations, Health Net does not cover drugs dispensed by non-network
pharmacies. Health Net contracts with most U.S. chain pharmacies and many independent pharmacies.
These pharmacies are called in-network pharmacies. To find an in-network pharmacy near you visit our
website at Find a pharmacy near you or call us at the telephone number on your Health Net ID card or
listed on the front cover of this book.

Some injectable and high-cost drugs are considered specialty drugs. These drugs must be filled at an
in-network specialty pharmacy. Specialty drugs are noted on the drug list in the Requirements/Limits
column with the abbreviation “LA” or a statement indicating the drug must be dispensed from a
network specialty pharmacy. After your drug has been approved, we will arrange for the specialty
pharmacy to contact you to set up delivery.

Can | use a mail order pharmacy?

For certain kinds of prescription drugs, you can use the contracted Mail Order Pharmacy. The drugs
available through mail order are drugs that you take on a regular basis for a chronic or long-term medical
condition. Tier 4 drugs are not available through mail order.

To use the mail order pharmacy your doctor must provide a new prescription that allows up to a 90-day
supply of each drug. Mail order forms are available on our website at Forms and Brochures - Pharmacy
or you may call us at the telephone number on your Health Net ID card or on the front cover of this book
to request a form.

How can | save money on my prescription drugs?
You can save time and money with these simple steps:
e Ask your doctor about generic drugs that may work for you.
e Fill prescriptions at in-network pharmacies.
e Be sure your doctor prescribes drugs on the drug list.
¢ Fill your maintenance drugs through our mail order pharmacy program.

e Log into HealthNet.com to check drug coverage, your cost at a pharmacy or alternatives to your
medication.
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Definitions

Brand drug: Is a drug that is marketed under a proprietary, trademark-protected name. A brand drug is
listed in this formulary in all CAPITAL letters.

Coinsurance: Is a percentage of the cost of a covered health care benefit that you pay after you have
paid the deductible, if a deductible applies to the health care benefit.

Copayment: s a fixed dollar amount that you pay for a covered health care benefit after you have paid
the deductible if a deductible applies to the health care benefit.

Deductible: Is the amount you pay for covered health care benefits that are subject to the deductible
before your health insurer begins to pay. If the plan has a deductible, it may have either one deductible
or separate deductibles for medical benefits and prescription drug benefits. After you pay your
deductible, you usually pay only a copayment or coinsurance for covered health care benefits. The plan
pays the rest.

Drug Tier: Is a group of prescription drugs that correspond to a specified cost sharing tier. The drug tier
in which a prescription drug is placed determines your portion of the cost for the drug.

Enrollee: Is a person enrolled in a health plan who is entitled to receive services from the plan. All
references to enrollees in this formulary template shall also include subscribers as defined in this section
below.

Exception request: Is a request for coverage of a non-formulary drug. If you, your designee, or your
doctor submits a request for coverage of a non-formulary drug, the plan must cover the non-formulary
drug when it is medically necessary for you to take the drug.

Exigent circumstances: Is when you are suffering from a medical condition that may seriously
jeopardize your life, health, or ability to regain maximum function, or when you are undergoing a
current course of treatment using a non-formulary drug.

Formulary or prescription drug list: Is the list of drugs that is covered by the plan under the
prescription drug benefit of the policy.

Generic drug: Is a drug that is the same as its brand name drug equivalent in dosage, strength, effect,
how it is taken, quality, safety, and intended use. A generic drug is listed in the drug list in bold and
italicized lowercase letters.

Medically Necessary: Is a health care benefit needed to diagnose, treat, or prevent a medical condition
or its symptoms and that meet accepted standards of medicine. Plans usually do not cover health care
benefits that are not medically necessary.

Non-formulary drug: Is a prescription drug that is not listed on the drug list.

Out-of-pocket costs: Are your expenses for health care benefits that are not reimbursed by the plan.
Out-of-pocket costs include deductibles, copayments, and coinsurance for covered health care benefits,
plus all costs for health care benefits that are paid by the Member and not covered by the plan.

Prescribing provider: This health care provider can write a prescription for a drug to diagnose, treat, or
prevent a medical condition.

Prescription: Is an oral, written, or electronic order from a prescribing provider authorizing a
prescription drug to be provided to a specific individual.

Prior Authorization: s a decision by the plan that a health care benefit is medically necessary for you.
If a prescription drug is subject to prior authorization in the drug list, your doctor must request approval
from the plan to cover the drug before you fill your prescription. The plan must grant a prior

X



authorization request when it is medically necessary for you to take the drug.

Step therapy: Is a specific sequence in which prescription drugs for a particular medical condition must
be tried. If a drug is subject to step therapy in the drug list, you may have to try one or more other drugs
before the plan will cover that drug for your medical condition. If your doctor submits a request for an
exception to the step therapy requirement, the plan must grant the request.

Step therapy exception is a decision to override an applicable step therapy protocol in favor of coverage
of the prescription drug prescribed by a health care provider for an individual member.

Subscriber: Means the person who is responsible for payment to a plan or whose employment or other
status, except for family dependency, is the basis for eligibility for membership in the plan.
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Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits

ADHD/ANTI-NARCOLEPSY/ANTI- lisdexamfetamine 11 QL(1 ea daily)
OBESITY/ANOREXIANTS - Drugs to Treat ADHD, |l el .

N lisdexamfetamine 1 | QL(1 ea daily)
Sleep and Eating Disorders dimesylate CHEW
Amphetamines methamphetamine hcl 3 PA
(Dextroamphetamine VYVANSE CAPS 2 | QL(1 ea daily)

Sulfate) PROCENTRA
SOLN

Analeptics

(Dextroamphetamine
Sulfate) ZENZEDI TABS 5
MG, 10 MG

caffeine citrate SOLN OR |

1

Anorexiants Non-Amphetamine

| |ADIPEX-P CAPS 7 Check plan
ADDERALL XR CP24 QL(2 ea daily; . d ts f
(amphetamine- 90 Day(s) limit)| | (Phentermine hcf) oA
dextroamphetamine) LOMAIRA TABS 3 Check pian
ADDERALL TABS documents for
(amphetamine- coverage; PA
dextroamphetamine) phentermine hcl CAPS 3 Check plan
amphetamine- QL(2 ea daily; document_s I:1:0'A\r
dextroamphetamine CP24 90 Day(s) limit) coverage,
1.25 MG-1.25 MG-1.25 QSYMIA 3 Check plan
MG-1.25 MG, 2.5 MG-2.5 documents for
MG-2.5 MG-2.5 MG, 3.75 coverage; QL(1
MG-3.75 MG-3.75 MG- ea daily); PA
’."3/.1 é5 5/\4/\?(,;5 6MZG5-f4 I\G/ng-g5 Anti-Obesity Agents
MG-6.25 MG-6.25 MG, CONTRAVE 3| Check plan
7.5 MG-7.5 MG-7.5 MG- C%‘\’/‘ég%g_spoAr
7OMG __ orlistat 3 | Check plan
amphetamine- documents for
dextroamphetamine coverage: PA
g'égg s - XENICAL (orlistat) 7| Checkplan

ocuments for

(methamphetamine hcl) coverage; PA

DEXEDRINE CP24
(dextroamphetamine

Attention-Deficit/Hyperactivity Disorder (ADHD)

sulfate) Agents o "
dextroamphetamine atomoxetine hcl 10 MG, L(2 ea daily
sulfate 0524 ) 18 MG, 25 MG, 40 MG

dextroamphetamine atomoxetine hcl 60 MG, 1 | QL(1 ea daily)
sulfate SOLN 80 MG, 100 MG .
dextroamphetamine guanfacine hcl (adhd) 1 | QL(1 ea daily)
sulfate TABS 5 MG, 10 INTUNIV (guanfacine hc/ | 7 | QL(1 ea daily)
MG (adhd))

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive

Drugs AL=Age Limit PA=Prior Authorization
Cancer LA=Limited Access SP=Specialty Drug

QL=Quantity Limit ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

STRATTERA 60 MG, 80 7 | QL(1 ea daily) | | methylphenidate hcl 3

MG, 100 MG SOLN 10 MG/5ML

(atomoxetine hcl) ___| |methylphenidate hcl 1| QL(3 ea daily)

STRATTERA 10 MG, 18 7 | QL(2 eadaily) | | TABS 20 MG

MG, 25 MG, 40 MG i 1

(atomoxetine hcl) r_;_v: g’ é” grﬁg]d%e’agl

Stimulants - Misc. methylphenidate hcl TB24 | 1 | QL(1 ea daily;

(methylphenidate hcl) methylphenidate hcl TB24 | 1 QQOL[()2 ea dlallyt;

armodafinil 1 ST; PA 36 MG : - QL(f};(aSij;riTI“ _)

CONCERTATBCR54MG| 7 | QL(2 ea daily) | | metfyiphenidate hcl TB24 90 ea por fill

(methyiphenidate hcl) retail)

CONCERTA TBCR 18 7| QL(1 ea daily) | | methylphenidate hcl 1 | QL(1 ea daily;

MG, 27 MG, 36 MG TBCR 10 MG 90 ea per fill

(methylphenidate hcl) retail)

DAYTRANA PTCH 7 methylphenidate hcl 1 | QL(1 ea daily)

(methylphenidate) TBCR 18 MG, 27 MG, 36

3 | QL(1 eadaily)| MG

dexmethylphenidate hcl (1 ea daily) : :

CP24 methyiphenidate hcl 1 | QL(2 ea daily)

dexmethylphenidate hcl 1 | QL(2 ea daily) | | TBCR 54 M_G :

TABS methyiphenidate hcl 1 g%L[() 1ea dle_lllyt;

FOCALIN XR CP24 7 [ QL(1 ea daily) | | TBCR 20 MG ay(s) limit)

(dexmethylphenidate hcl) METHYLPHENIDATE 3 | QL(1 ea daily)

FOCALIN TABS 7 | QL(2 ea daily) ?gg&%cﬂ'éOR'DE ER

(dexmethylphenidate hcl) viohen BTCH 3

METADATE CD CPCR 7 | QL(1 ea daily) | |methylphenidate PTC -

(methylphenidate hcl) modafinil 3 |QL(1 %ql_ daily);

METHYLIN SOLN 7 ; .

(methylphenidate hcl) NUVIGIL (armodaﬁn.ll) ; QL(18Te,a F;%; -

CHEW _ 3 [ QL(T ea dally. QUILLICHEW ER CHER 3 PA

60 MG 90 eat p_le)r fill daily): PA
retai i

methylphenidate hcl CP24 | 3 RELEXXII TBCR72MG | 3 | QL(T ea daily)

10 MG, 20 MG, 30 MG, RELEXXIl TBCR 54 MG 2 | QL(2 ea daily)

40 MG | [RELEXXIITBCR 18 MG, | 2 | QL(T ea daily)

methylphenidate hcl CP24 | 1 | QL(1 ea daily) | |27 MG, 36 MG

methylphenidate hcl 1 | QL(1 ea daily) | |RITALIN LA CP24 7

CPCR (methylphenidate hcl)

methylphenidate hcl 1 RITALIN TABS 20 MG 7 | QL(3 ea daily)

SOLN 5 MG/5ML (methyiphenidate hcl)

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
PA=Prior Authorization
LA=Limited Access

injectable Drugs
Drugs AL=Age Limit
Cancer

SP=Specialty Drug

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-

RX/OTC=Prescription & Over-the-Counter




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
RITALIN TABS 5 MG, 10 7 XELJANZ SOLN 3 Must use
MG (methylphenidate hcl) AcariaHealth
, Specialty Rx at
AMINOGLYCOSIDES - Drugs to Treat Bacterial 1-844-538-
Infections 4661; QL(10 ml
} ; daily); PA
Aminoglycosides XELJANZ TABS 3 Must use

AcariaHealth
Specialty Rx at
1-844-538-
4661; QL(2 ea
daily); PA

Anti-TNF-alpha - Monoclonal Antibodies

ADALIMUMAB-ADAZ
SOAJ

4

Check plan
documents for
coverage;
QL(0.143 ml
daily); PA

ADALIMUMAB-ADAZ
SOSY

Check plan
documents for
coverage;
QL(0.143 ml
daily); PA

ARIKAYCE 3 PA
BETHKIS NEBU 7 PA
(tobramycin)
HUMATIN 2
KITABIS PAK NEBU 2 Must use
(tobramycin) AcariaHIth Sp
Rx 1-844-538-
4661; PA
neomycin sulfate TABS 1
TOBI PODHALER CAPS 3 Must use
AcariaHIth Sp
Rx 1-844-538-
4661; PA
TOBI NEBU (tobramycin) | 2 Must use
AcariaHIth Sp
Rx 1-844-538-
4661; PA
tobramycin NEBU 1 Must use
AcariaHIth Sp
Rx 1-844-538-
4661; PA
tobramycin NEBU 3 PA

ANALGESICS - ANTI-INFLAMMATORY - Drugs to

Treat Pain, Swelling, Muscle and Joint Conditions

Antirheumatic - Enzyme Inhibitors

HADLIMA PUSHTOUCH
SOAJ

Check plan
documents for
coverage-Use
AcariaHealth
Specialty Rx at

1-844-538-
4664; QL(0.143
ml daily); PA

RINVOQ

3

Must use
AcariaHealth
Specialty Rx at
1-844-538-
4661; QL(1 ea
daily); SP; PA

XELJANZ XR TB24

Must use
AcariaHealth
Specialty Rx at
1-844-538-
4661; QL(1 ea

HADLIMA SOSY

Check plan
documents for
coverage-Use
AcariaHealth
Specialty Rx at

1-844-538-
4661; QL(0.143
ml daily); PA

HUMIRA PEDIATRIC
CROHNS DISEASE
STARTER PACK PSKT

Check plan
documents for
coverage; QL(2

ea per 365
days retail); PA

daily); PA

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access

3

PA=Prior Authorization

SP=Specialty Drug

HUMIRA PEDIATRIC
CROHNS DISEASE
STARTER PACK PSKT 80
MG/0.8ML

Check plan
documents for
coverage; QL(3

ea per 365
days retail); PA

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter



Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
HUMIRA PEN-CD/UC/HS | 4 Check plan | [HUMIRA PSKT 4 Check plan
STARTER PNKT 80 documents for documents for
MG/0.8ML coverage; QL(1 coverage;
ea per 365 QL(0.143 ea
days retail); daily); SP; PA
SP; PA
HUMIRA PEN-CD/UC/HS | 4 Check plan Gold Compounds
STARTER PNKT 40 documents for | |RIDAURA | 2 |
MG/0.8ML Q(f_cz\(/ﬁri%eéa Interleukin-6 Receptor Inhibitors
daily); PA KEVZARA SOAJ 4 [ST; Check plan
HUMIRA PEN-PEDIATRIC| 4 Check plan documents for
UC STARTER PACK documents for coverage-Must
PNKT coverage; QL(4 use
ea per 365 AcariaHealth
days retail); Specialty Rx at
SP; PA 1-844-538-
HUMIRA PEN PNKT 40 4 Check plan 4661; QL(0.082
MG/0.4ML documents for ml daily); PA
coverage; KEVZARA SOSY 4 |ST; Check plan
QL(0.143 ea documents for
daily); SP; PA coverage-Must
HUMIRA PEN PNKT 80 et Check plan use
MG/0.8ML documents for AcariaHealth
coverage; Specialty Rx at
QL(0.072 ea 1-844-538-
daily; 2 ea per 4661; QL(0.082
28 dggsFr;eAtail); ml daily); PA
HUMIRA PEN PNKT 40 Z Check plan Nonsteroidal Anti-inflammatory Agents (NSAIDs)
MG/0.8ML documents for | | (Diclofenac Potassium) 3
coverage; CATAFLAM, LOFENA
Qé_(Q|.1)4g:a TABS 50 MG
aily); 1
HUMIRA PEN-PS/UV 4 Check plan &%‘%%%%B%OBAS% 400
STARTER PNKT documents for : -
coverage; QL(3| |(Indomethacin) INDOCIN 3
ea per 365 | |SUPP
days retail); PA| | (Nabumetone) RELAFEN 1 | QL(4 ea daily)
HUMIRA PEN-PS/UV 4 Check plan | 500 MG
STARTER PNKT documents for | (Napumetone) RELAFEN | 1 | QL(3 ea daily)
coverage; 750 MG
QL(0.143 ea
daily); PA ANAPROX DS TABS 7
HUMIRA PSKT 40 4 | Check plan ||(naproxen sodium)
MG/0.8ML documents for | | ARTHROTEC 50 TBEC 7
coverage; (diclofenac w/
QL(0.143 ea | | misoprostol)
daily); PA

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter

injectable Drugs
Drugs AL=Age Limit
Cancer

5=Preventive Drugs
PA=Prior Authorization
LA=Limited Access

SP=Specialty Drug

QL=Quantity Limit

4=Self-




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

AF_{THROTEC 75 TBEC 7 LODINE TABS (etodolac) 7
(diclofenac w/ meclofenamate sodium 1
misoprostol) CAPS
%EEEEEE} 400 MG QL@ ?D?A\da”y); mefenamic acid CAPS 3

. i 1 QL(1 ea dail
CELEBREX 50 MG, 100 | 7 | QL(2 ea daily) | |Meloxicam TABS 15 MG ( y)
MG, 200 MG (celecoxib) meloxicam TABS 7.5 MG 1 |QL(Zea da!ly)
celecoxib 50 MG, 100 1 | QL(2 ea daily) | [MOBIC TABS 7.5 MG 7 | QL(2 ea daily)
MG, 200 MG (meloxicam) .
celecoxib 400 MG 1 |QL(2 ea daily); | IMOBIC TABS 15 MG 7 | QL(1 ea daily)

PA (meloxicam)
DAYPRO TABS 7 nabumetone 750 MG 1| QL(3 ea daily)
((;J.xla;;rozm) oV 3 nabumetone 500 MG 1 | QL(4 ea daily)
T’.‘\BS 50 MG . (fenoprofen calcium)
diclofenac sodium TB24 3 NAPROSYN SUSP 7
diclofenac sodium TBEC 1 (naproxen)
diclofenac w/ misoprostol 3 NAPROSYN TABS 500 7
TBEC MG (naproxen)
etodolac CAPS 1 naproxen sodium TABS 1
etodolac TABS 1 275 MG, 550 MG
etodolac TB24 1| QL(2 ea daily) | |naproxen SUSP L
FELDENE CAPS 10MG | 7 naproxen TABS !
(piroxicam) oxaprozin TABS 1
FELDENE CAPS 20 MG 7| QL(1 ea daily) | | piroxicam CAPS 20 MG 1| QL(1 ea daily)
(piroxicam) 1 piroxicam CAPS 10 MG 1
fenoprofen calcium TABS 1 sulindac TABS 200 MG 1
’_‘Z” b’P; Ofer;AT;sBjoo = sulindac TABS 150 MG 1| QL(2 ea daily)
16515 ;c/J,Ge,naoo MG ’ Phosphodiesterase 4 (PDE4) Inhibitors
INDOCIN SUSP 7 OTEZLA TABS 3 Must use
(indomethacin) AcariaHIth Sp
indomethacin CAPS 25 1 Rx 1-844-538-
4661; QL(2 ea

MG, 50 MG daily); PA
indomethacin CPCR 1 OTEZLA TBPK 3 Must use
indomethacin SUPP 3 SAZ?:E:PGI%:Z t
indomethacin SUSP 1 P Eoa.
ketoprofen CP24 3 4661; QL(55 ea
ketorolac tromethamine 1 | QL(20 ea per per 365 days

TABS

fill retail; 20 ea
per 30 days
retail)

retail); PA

Pyrimidine Synthesis Inhibitors

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer

5

PA=Prior Authorization
LA=Limited Access

SP=Specialty Drug

ST=Step Therapy

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
QL=Quantity Limit
RX/OTC=Prescription & Over-the-Counter

AC=Anti-




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

ARAVA 10 MG 7 | QL(2 ea daily) | ENBREL SOSY 50 4 Must use
(leflunomide) MG/ML AcariaHealth
ARAVA 20 MG 7 | QL(1 ea daily) Specialty Rx at
(leflunomide) 1-844-538-

: 4661; QL(0.28
leflunomide 20 MG 1 | QL(1 ea daily) ml daily); SP;
leflunomide 10 MG 1 | QL(2 ea daily) PA

Soluble Tumor Necrosis Fa

ctor Receptor Agents

ANALGESICS - NonNarcotic - Drugs to Treat Pain,

Muscle and Joint Conditions

ENBREL MINI SOCT 4 Must use
AcariaHealth | [Analgesic Combinations
Specialty Rx at ,
1-844-538- | |(Butalbital- 3
4661; QL(0.15 | [Acetaminophen) BUPAP
ml daily); SP; | [TABS 50 MG-300 MG
PA (Butalbital- 3
ENBREL SURECLICK 4 Must use Acetaminophen) TENCON
SOAJ AcariaHealth | I TABS 50 MG-325 MG
Specialty Rx at) | Butalbital- 1
4661: QL(0.143 Acetaminophen-Caffeine)
o vap. | IBAC TABS 40 MG-50 MG-
ml daily); SP; 325 MG
PA :
ENBREL SOLN 4 Must use | |(Butalbital- . L
AcariaHealth | |Acetaminophen-Caffeine)
Specialty Rx at| |[ESGIC, ZEBUTAL CAPS
1-844-538- | |40 MG-50 MG-325 MG
4661; QL(0.143| | putalbital-acetaminophen- | 1
ml daily); SP; | | caffeine CAPS 40 MG-50
PA MG-300 MG, 40 MG-50
ENBREL SOLR 4 Must use MG-325 MG
e x| | butalbitak-acetaminophen- | 1
L aaa 558, | |cafieine TABS 40 MG-50
4661; QL(0.286| | MCG-325 MG
ea daily); SP; | |butalbital-acetaminophen 3
PA CAPS 50 MG-300 MG
ENBREL SOSY 25 4 Must use butalbital-acetaminophen 3
MG/0.5ML AcariaHealth || TABS 50 MG-300 MG, 50
Specialty Rx at| | MG-325 MG
4661, QL0 146| |butalbital-aspirin-cafteine | 1
ml daily); SP; CAPS
PA ESGIC TABS (butalbital- 7
acetaminophen-caffeine)
FIORICET CAPS 7

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer

PA=Prior Authorization
LA=Limited Access

SP=Specialty Drug

QL=Quantity Limit

(butalbital-
acetaminophen-caffeine)

Salicylates

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-

RX/OTC=Prescription & Over-the-Counter




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

(Aspirin) ADULT ASPIRIN S Grand (Aspirin) ASPIRIN 81 LOW| 3 Grand

REGIMEN, ASPIRIN 81, Fathered Plans| |DOSE, ASPIRIN Fathered Plans

ASPIRIN ADULT LOW at Tier 2; PV | |CHILDRENS, ASPIRIN at Tier 2; PV

DOSE, ASPIRIN ADULT LOW DOSE, BAYER

LOW STRENGTH, CHEWABLE LOW DOSE,

ASPIRIN EC LOW DOSE, CHILDRENS ASPIRIN,

ASPIRIN ENTERIC CVS ASPIRIN ADULT

COATED ADULT LOW LOW DOSE, EQ ASPIRIN

STRENGTH, ASPIRIN LOW DOSE, EQL

LOW DOSE, ASPIRIN ASPIRIN LOW DOSE,

REGIMEN, BAYER GNP ADULT ASPIRIN

ASPIRIN EC LOW DOSE, LOW STRENGTH,

BAYER LOW DOSE, CVS GOODSENSE ASPIRIN,

ASPIRIN ADULT LOW GOODSENSE ASPIRIN

STRENGTH, CVS ADULT LOW STRENGTH,

ASPIRIN EC, CVS HM ASPIRIN, PX

ASPIRIN LOW DOSE, ASPIRIN, QC ASPIRIN

CVS ASPIRIN LOW LOW DOSE, QC

STRENGTH, ECOTRIN CHEWABLE ASPIRIN

LOW STRENGTH, EQ LOW DOSE, QC

ASPIRIN ADULT LOW CHILDRENS ASPIRIN,

DOSE, EQL ASPIRIN RA ASPIRIN ADULT LOW

LOW DOSE, FT ASPIRIN DOSE, RA ASPIRIN

LOW DOSE, GNP ADULT LOW STRENGTH,

ASPIRIN, GNP ASPIRIN RA ASPIRIN

LOW DOSE, CHILDRENS, SB

GOODSENSE ASPIRIN, CHILDRENS ASPIRIN,

GOODSENSE ASPIRIN SM ASPIRIN ADULT LOW

LOW DOSE, H-E-B STRENGTH, SM ASPIRIN

ASPIRIN, HM ASPIRIN LOW DOSE, SM

EC LOW DOSE, KLS CHILDRENS ASPIRIN, ST

ASPIRIN LOW DOSE, KP JOSEPH LOW DOSE

ASPIRIN, MM ASPIRIN, ASPIRIN CHEW

PX ENTERIC ASPIRIN, > 5 Grand

QC ASPIRIN LOW DOSE, aspirin CHEW Fathered Plans

RA ASPIRIN EC, RA at Tier 2: PV

ASPIRIN EC ADULT LOW - ran

STRENGTH. SB LOW aspirin TBEC 81 MG 5 FathSr:d glans

DOSE ASA EC, SM at Tier 2: PV

ASPIRIN ADULT LOW Pr— ’

STRENGTH, SM ASPIRIN difiunisal TABS >

EC LOW STRENGTH, SM salsalate 1

ASPIRIN LOW DOSE, ST . . i

JOSEPH ASPIRIN. ST ANALGESICS- OPIOII.Z). Drugs to Treat Pain,

JOSEPH LOW DOSE Muscle and Joint Conditions

ASPIRIN TBEC 81 MG Opioid Agonists

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive

Drugs AL=Age Limit PA=Prior Authorization
Cancer LA=Limited Access SP=Specialty Drug

QL=Quantity Limit ST=Step Therapy AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
(Methadone Hcl) 1 methadone hcl CONC 1
M A O - IDE methadone hcl SOLNOR | 1
INTENSOL CONC methadone hcl TABS 1 |QL(12 ea daily)
ACTIQ LPOP 1600 MCG 7 ST; QL(4 ea ||methadone hcl TBSO 1
(fentanyl citrate) daily); PA" | IMETHADOSE SUGAR- 7
ACTIQ LPOP 200 MCG, 7 ST; PA FREE CONC (methadone
400 MCG, 600 MCG, 800 hcl)
MCG, 1200 MCG METHADOSE CONC 7
(fentanyi citrate) (methadone hcl)
codeine sulfate TABS 1 METHADOSE TBSO 2
DILAUDID LIQD 7 (methadone hcl) _
(hydromorphone hcl) morphine sulfate beads 1 | QL(1 ea daily)
DILAUDID TABS 7 morphine sulfate CP24 10 | 1 | QL(2 ea daily)
(hydromorphone hcl) MG, 20 MG, 30 MG, 50
fentanyl citrate LPOP 1 ST; QL(4 ea | MG, 60 MG, 80 MG, 100
1600 MCG daily); PA MG :
fentanyl citrate LPOP 200 | 1 ST, PA morphine sulfate SOLN
MCG, }:;00 MCG, 600 OR 10 MG/0.5ML, 10
MCG, 800 MCG, 1200 MG/5ML, 20 MG/5ML, 20
MCG MG/ML, 100 MG/5ML
fentanyl PT72 12 1 Limit 15 per | |morphine sulfate SUPP 1
MCG/HR, 25 MCG/HR, month C:j Q_IL(O-5 morphine sulfate TABS 1
R > CG/HR °2dal) || morphine sulfate TBCR |1 | QL(3 ea daily)
: — 7 | QL(3 ea daily)
fentanyl PT72 37.5 1 Limit 15 | |MS CONTIN TBCR
MCG/HR, 62.56 MCG/HR, patches per | |(morphine sulfate)
87.5 MCG/HR month; QL(0.5 | | OXAYDO TABS 5 MG 2
R 3 ea gf\"y) oxycodone hcl CAPS 1
C},/p;gco one bltartrate oxycodone hcl CONC 100 | 1
hydrocodone bitartrat 3 PA MG/SML
T}é‘&c\)co one bitartrate oxycodone hcl SOLN 1
hydromorphone hcl LIQD 1 Ic‘)”xgcodone hel TABS 30 1| QL4 ea daily)
1
hydromorphone hcl TABS . oxycodone hcl TABS 5 ]
hydromorphone hcl TB24 QL(2 ea daily) | | G, 10 MG, 15 MG, 20
32 MG MG
hydromorphone hcl TB24 1| QL(4 ea daily) | [ oxymorphone hcl TABS 3 | QL(8 ea dalily)
8 MG, 12 MG, 16 MG 10 MG
HYSINGLA ER T24A 3 PA oxymorphone hcl TABS 5 3
levorphanol tartrate TABS | 3 ST; PA MG _
meperidine hcl SOLN OR 1 oxymorphone hcl TB12 1 QL(2 ea daily)
50 MG/5ML

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
PA=Prior Authorization

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access

SP=Specialty Drug

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-

RX/OTC=Prescription & Over-the-Counter




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ROXICODONE TABS 30 | 7 | QL(4 eadaily) | |butalbital-acetaminophen- | 3
MG (oxycodone hcl) caffeine w/ codeine
ROXICODONE TABS 5 7 butalbital-aspirin-caffeine 3
MG, 15 MG (oxycodone w/cod
hc) __|[FIORICET/CODEINE 30 7
tramadol hcl TABS 50 MG | 1 | QL(8 ea daily) | IMG-40 MG-50 MG-300
tramadol hcl TABS 100 1 MG (butalbital
MG ac/:etagw_nophen-caffeme
. codeine
tramadol hcl TB24 100 3 | QLB eadaly) || " ne) 7
MG hydgoco_don’er- SOLN
. acetaminophen
tramadol hcl TB24 200 3 | QL(1eadalily) | |708 MG/5,\’,’,L_2_5
MG MG/5ML, 217 MG/10ML-5
tramadol hcl TB24 3 MG/10ML, 325 MG/15ML-
ULTRAM TABS (tramadol | 7 | QL(8 ea daily) | |7-5 MG/15ML
hcl) hydrocodone- 1 | QL(240 ea per
— — acetaminophen TABS 325 fill retail)
Opioid Combinations MG-10 MG, 325 MG-5
(Butalbital-Aspirin-Caffeine| 3 MG, 325 MG-7.5 MG .
W/Cod) hydrocodone- 1 | QL(6 ea daily)
ASCOMP/CODEINE acetaminophen TABS 300
(Oxycodone W/ 3 MG-7.5 MG
Acetaminophen) hydrocodone- 1
ENDOCET TABS 325 MG- acetaminophen TABS 300
2.5 MG MG-10 MG, 300 MG-5
(Oxycodone W/ 1 | QL(4 ea daily) | MG
Acetaminophen) hydrocodone-ibuprofen 1
ENDOCET TABS 325 MG- 7.5 MG-200 MG
10 MG . hydrocodone-ibuprofen 5 3
(Oxycodone W/ 1| QL(6 ea daily) | IMG-200 MG
Acetaminophen) 3
ENDOCET TABS 325 MG- LORTAB ELIX .
5MG oxycodone w/ 1 | QL(4 ea daily)
(Oxycodone W/ 3 | QL(4 ea daily) ‘ng{e%wnr/%)hen TABS 325
Acetaminophen) 3
ENDOCET TABS 325 MG- oxycodone w/
7.5 MG acetaminophen TABS 325
. MG-2.5 MG
acetaminophen w/ 1 :
codeine SOLN oxycodone w/ 1| QL(6 ea daily)
. acetaminophen TABS 325
acetaminophen w/ 1 MG-5 MG
codeine TABS 15 MG-300 .
: oxycodone w/ 3 | QL(4 ea daily)

MG, 30 MG-300 MG

acetaminophen w/
codeine TABS 60 MG-300
MG

QL(6 ea daily)

acetaminophen TABS 325
MG-7.5 MG

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer
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LA=Limited Access

SP=Specialty Drug

QL=Quantity Limit

4=Self-
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits
PERCOCET TABS 325 7 | QL(4 ea daily) | [SUBOXONE FILM SL 3 7 | QL(2 ea daily)
MG-10 MG, 325 MG-7.5 MG-12 MG
MG (oxycodone w/ (buprenorphine hcl-
acetaminophen) naloxone hcl dihydrate)
PERCOCET TABS 325 [ RCRCR=ERENAR ANDROGENS-ANABOLIC - Drugs to Regulate
MG-5 MG (oxycodone w/ H
acetaminophen) Ormones
PERCOCET TABS 325 7 Anabolic Steroids
MG-2.5 MG (oxycodone
w/ acetaminophen) oxandrolone 2.5 MG 1 S
tramadol-acetaminophen 3 | QL(8 ea daily) | |oxandrolone 10 MG (2 ea daily)
ULTRACET (tramadol- 7 | QL(8 ea daily) | |Androgens
acetaminophen) (Testosterone Cypionate) 1| QL(10 ml per
Opioid Partial Agonists DEPO-TESTOSTERONE fill retail)
hine hcl T [QL(2 ea daily) | oomN M
gg%fgr%phggih;&rate ”’| [ANDROGEL PUMP GEL | 7 | Limited o 300
S :

FILM SL 3 MG-12 MG TD 1.62 % (testosterone) gma E(ﬁrorgcr)r?t ;
buprenorphine hcl- 1 | QL(3 ea daily) daily)
naloxone hcl dihydrate ANDROGEL GEL TD 7 Limited to 300
FILM SL 0.5 MG-2 MG, 1 20.25 MG/1.25GM, 40.5 gms per month;
MG-4 MG, 2 MG-8 MG | [MG/2.5GM (testosterone) QL(10 gm
buprenorphine hcl- 1 | QL(3 ea daily) daily)
naloxone hcl dihydrate danazol CAPS 1
SUBL __||METHITEST TABS 3
buprenorphine hcl SUBL 1 QL(4 ea daily) testosterone cypionate 1 QL(10 ml per
8 MG SOLN IM fill retail)
buprenorphine hcl SUBL 1| QL@ ea daily) | [gstosterone enanthate 1
2MG SOLN IM
buprenorphine PTWK 3 |QL(4 eaper 28| [(octosterone GEL TD 1.62 | 1 | Limited to 300

days retail) |19 20,25 MG/1.25GM, gms per month;
butorphanol tartrate NA 3 Limit 7.5mls || 40.5 MG/2.5GM QL(10 gm
10 MG/ML per month; i

Rl NORECTAL AND RELATED PRODUCTS -
BUTRANS PTWK (A NCYCER LT Rectal Drugs to Treat Pain, Swelling and ltching
(bup renor.phlne) days retai) Intrarectal Steroids
pentazocine w/ naloxone 3 — :
hel budesonide (intrarectal) 3 ST; PA
SUBOXONE FILMSL 0.5 | 7 |QL(3 ea daily) | CORTENEMA 7 |QL(60 ml daily)
MG-2 MG, 1 MG-4 MG, 2 (hydrocortisone
MG-8 MG (buprenorphine (intrarectal))
hcl-naloxone hcl CORTIFOAM EX 10 % 2
dihydrate) hydrocortisone 1 |QL(60 ml daily)

(intrarectal)

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access

PA=Prior Authorization

SP=Specialty Drug

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
UCERIS (budesonide 7 ST, PA RANEXA TB12 1000 MG 7
(intrarectal)) (ranolazine)
Rectal Combinations RANEXA TB12 500 MG 7 QL(4 ea daily)
3 (ranolazine)
ANALPRAM-HC LOTN EX > ranolazine TB12 1000 MG | 3
R TOr OAMAC ranolazine TB12500 MG | 3 | QL(4 ea daily)
Rectal Steroids Nitrates
(Hydrocortisone (Rectal)) 1 #%%%D IL TIT;E'%DOSE !
PROCTO-MED HC, e t(’soso ide
PROCTOSOL HC, dinirate)
PROCTOZONE-HC EX isosorbide dinitrate TABS 1
2.5 % isosorbide mononitrate 1
ANUSOL—I_—|C EX 7 TABS
(hydrocortisone (rectal)) isosorbide mononitrate 1
hydrocortisone (rectal) EX | 1 TB24
25% NITRO-BID OINT 2
Vasodilating Agents NITRO-DUR PT24 2 | QL(1 eadaily)
nitroglycerin (intra-anal) 3 NITRO-DUR PT24 7 | QL(1 ea daily)
RECTIV (nitroglycerin 7 (f?ltroglycef.'m) :
(intra-anal)) nitroglycerin PT24 1 QL(1 ea daily)
i nitroglycerin SOLN TL 0.4 | 1
ANTHELMINTICS Drugs to Treat Worm MG/BPRAY
Infections nitroglycerin SUBL 1
Anthelmintics NITROLINGUAL SOLNTL| 7
albendazole 3 (nitroglycerin)
ALBENZA (albendazole) | 7 NITROSTAT SUBL 7
(nitroglycerin)
BENZNIDAZOLE 2 AL(At least 2 ,
yrs old - Up to ANTIANXIETY AGENTS - Drugs to Treat Anxiety
12 yrs old) . . T
BILTRICIDE = Antla.nX|ety Agents - Misc.
(praziquantel) buspirone hcl 1
ivermectin 1 |QL(5 ea perfill| | hydroxyzine hcl SYRP 1
. retail); PA hydroxyzine hcl TABS 1
praziquantel 1 hvd n . ]
STROMECTOL 7 {OLE e peril Caps e pamoate
j ' retail);
(ivermectin) VISTARIL CAPS 7
ANTIANGINAL AGENTS - Drugs to Treat Chest (hydroxyzine pamoate)

Pain

Antianginals-Other

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access

11
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QL=Quantity Limit

Benzodiazepines

(Diazepam) DIAZEPAM
INTENSOL CONC

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-

RX/OTC=Prescription & Over-the-Counter




NORPACE CR CP12

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
PA=Prior Authorization
LA=Limited Access

injectable Drugs
Drugs AL=Age Limit
Cancer

SP=Specialty Drug

AERS 2.5 MCG/ACT

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
(Lorazepam) 1 NORPACE CAPS 7
LORAZEPAM INTENSOL (disopyramide phosphate)
CONC quinidine gluconate TBCR | 1
ALPRAZOLAM 3 . .
INTENSOL CONC Antiarrhythmics Type |-B
alprazolam TABS 1 mexiletine hcl | 1]
alprazolam TBDP 3 Antiarrhythmics Type I-C
ATIVAN TABS U flecainide acetate 1
(lorazepam) 1
chlordiazepoxide hcl 1 propafenone hcl CP12 :
CAPS propafenone hcl TABS 1 | QL(6 ea daily)
- - 150 MG
clorazepate dipotassium 1 :
TABS P P propafenone hcl TABS 1 | QL(3 ea daily)
ducspmoons e e
%’%Zgﬁ[” SOLNOR 5 [ (propafenone hcl)
diazepam TABS 2 MG, 5 1 Antiarrhythmics Type Il
MG . (Amiodarone Hcl) 1
diazepam TABS 10 MG 1 QL(4 ea daily) | | PACERONE TABS
lorazepam CONC 1 amiodarone hcl TABS 1
lorazepam TABS 1 dofetilide 1
oxazepam CAPS 10 MG, 1 TIKOSYN (dofetilide) 7
15 MG 1 RSN R N TIASTHMATIC AND BRONCHODILATOR
oxazepam CAPS 30 MG QL(2 ea daily) AGENTS - Drugs to Treat Lung Conditions
TRANXENE T TABS 7.5 7 ;
MG (clorazepate Anti-Inflammatory Agents
dipotassium) cromolyn sodium NEBU | 1 |
VALIUM TABS 2 MG, 5 7 . . . .
MG (diazepam) Bronchodilators - Anticholinergics
VALIUM TABS 10 MG 7 | QL(4 ea daily) | |ATROVENT HFA 2 |Limit 2 inhalers
(diazepam) per month;
XANAX TABS 7 oo™
(alprazolam) INCRUSE ELLIPTA 2 | QL(1 ea daily)
ANTIARRHYTHMICS - Drugs to treat abnormal ipratropium bromide 1
heart rhythms SOLN 0.02 %
i i - SPIRIVA HANDIHALER 7 QL(1 ea daily)
Antiarrhythmics Type I-A CAPS (tiotropium bromide
disopyramide phosphate 1 monohydrate)
CAPS SPIRIVA RESPIMAT 2 | Limit 1 inhaler

per month;
QL(0.14 gm
daily)

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
SPIRIVA RESPIMAT 2 | Limit 1 inhaler | | fluticasone propionate hfa | 1 QL(0.8 gm
AERS 1.25 MCG/ACT per month; || 110 MCG/ACT, 220 daily)
QL(3-1_|41;» gm | |MCG/ACT
aly) - - 1 [Limit 2 inhalers
fiotropium bromide 1 QL(1 ea daily) fluticasone propionate hfa e
44 MCG/ACT p ;
monohydrate CAPS QL(0.36 gm
: daily)
Leukotriene Modulators | PULMICORT 5 [Limit 2 inhalers
montelukast sodium 1| QL(1 ea daily) | |FLEXHALER AEPB 90 per month;
CHEW MCG/ACT QL(0.27 ea
montelukast sodium 1 QL(1 ea daily) - da_lly)
PACK PULMICORT 2 |Limit2 |nh?rLers
; : FLEXHALER AEPB 180 per montn;
montelukast sodium 1| QL(1 eadaily) | |\ ~SACT QL(0.07 ea
TABS _ daily)
SINGULAIR CHEW 7 | QL(1 eadaily) | |PULMICORT SUSP 1 7 | QL(2 ml daily)
(montelukast sodium) MG/2ML (budesonide
SINGULAIR PACK 7 | QL(1 ea daily) | |(inhalation))
(montelukast sodium) PULMICORT SUSP 0.25 7 | QL(8 ml daily)
SINGULAIR TABS 7 | QL(1 ea daily) | |MG/2ML (budesonide
(montelukast sodium) (inhalation)) - paEeTEE
i 3 ST PULMICORT SUSP 0.5 mi aaily
Zileuton 1812 MG/2ML (budesonide
Selective Phosphodiesterase 4 (PDE4) Inhibitors | | (inhalation))
DALIRESP (roflumilast) 7 | QL(1 eadaily) | |QVAR REDIHALER 80 2 QL(0.72 gm
. 1 QL1 ea daily) | IMCG/ACT daily)
roflumilast (1 ea daily) —
Steroid Inhalants SYTEEIEMIETEE 1
: (Budesonide-Formoterol
ARNUITY ELLIPTA 2 |QL(1eadally) | |\ tote Dihydrate)
budesonide (inhalation) 1 | QL(8 ml daily) | | BREYNA
SUSP 0.25 MG/2ML ___| |(Fluticasone-Salmeterol) 1 | QL(2 ea daily)
budesonide (inhalation) 1| QL(4 ml daily) | \WIXELA INHUB AEPB
SUSP 0.5 MG/2ML 100 MCG/ACT-50
ide (i ' 1 QL(2 ml dail MCG/ACT, 250
Budesonide (Inhalation) ( Y) | IMGG/AGT 50 MCG/ACT,
- . : 500 MCG/ACT-50
fluticasone propionate 1 |QL(40 ea daily)| |(ca/ACT
(inhalation) AEPB 50 :
MCG/ACT ADVAIR DISKUS AEPB 7 | QL(2 ea daily)
; . : fluticasone-salmeterol)
1 |QL(20 ea daily)| |{
fluticasone propionate ( V) | albuterol sufate AERS | 1| QL(047 gm
MCG/ACT albuterol sulfate AERS 1 QL(z?IIg )gm
fluticasone propionate 1 | QL(8 ea daily) Y Y daily)
(inhalation) AEPB 250
MCG/ACT
1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs 4=Self-

injectable Drugs
Drugs AL=Age Limit
Cancer
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
albuterol sulfate NEBU 1 SEREVENT DISKUS 2 | QL(2 ea daily)
0.083 %, 0.5 %, 0.63 2 | Limit 1 inhaler
2.5 MG/0.5ML QL(0.14 gm
ALBUTEROL SULFATE 2 __daily)
NEBU STRIVERDI RESPIMAT 2 Limit 1 mhal_er
albuterol sulfate SYRP 1 8 Ezorﬂ%néhrh
albuterol sulfate TABS 1 daily)
ANORO ELLIPTA 2 | QL(2 ea daily) | |ISYMBICORT 7
arformoterol tartrate 1| QL(4 ml daily) | | (budesonide-formoterol
BREZTRI AEROSPHERE | 2 QL(0.36 gm fumarate dihydrate)
daily) terbutaline sulfate TABS 1
BROVANA (arformoterol | 7 | QL(4 mldaily) | [ TRELEGY ELLIPTA 2 | QL(2 ea daily)
tartrate) XOPENEX (levalbuterol 7
budesonide-formoterol 1 hcl)
fumarate dihydrate XOPENEX 7
COMBIVENT RESPIMAT 3 Limit 1 inhaler | CONCENTRATE
AERS per month; | | (levalbuterol hcl)
QL(0.2 gm .
daHy). Xanthines
fluticasone furoate- 1 | QL(2 ea daily) | [(Theophylline) 3
vilanterol ELIXOPHYLLIN ELIX
fluticasone-salmeterol 1 | QL(2 ea daily) | [THEOQ-24 CP24 2
AEPB 100 MCG/ACT-50 :
MCG/ACT, 250 theophylll.ne ELIX 3
MCG/ACT-50 MCG/ACT, theophylline SOLN 3
500 MCG/ACT-50 heoohviline TB24 1 QL(1 ea dail
MCG/ACT NLANTS Blood Thi ( 4
fluticasone-salmeterol 1 | Limit 1 inhaler _>00C ninners
AERO per month; Coumarin Anticoagulants
QL(0.4 gm : :
daily) (Warfarin Sodium) 1
formoterol fumarate 1 | QL(4 mi daily) | JANTOVEN TABS
NEBU warfarin sodium TABS 1
igg)aLtrl'\cI)pium-albuter ol 1 Direct Factor Xa Inhibitors
ELIQUIS STARTER PACK| 2 | QL(74 ea per
levalbuterol hcl :]I aL0E TBPK 30 days retail)
levalbuterol tartrate c(jaily)g]m ELIQUIS TABS 2 | QL(2 ea daily)
PERFOROMIST NEBU 7 | QL(4 mldaily) | [ XARELTO STARTER 2 | QL(31 ea per
(formoterol fumarate) PACK TBPK 30 days retail)
PROAIR RESPICLICK 3 [Limit 2 inhalers| [ XARELTO SUSR 2 | QL(900 ml per
AEPB per month; 30 days retgll)
QLéO.??) ea | |XARELTO TABS 10 MG 2 | QL(2 ea daily)
aily

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
XARELTO TABS 2.5 MG, 2 | QL(1 ea daily) | |(Lamotrigine) SUBVENITE | 1 ST
15 MG, 20 MG STARTER KIT/BLUE,
: SUBVENITE STARTER
ANTICONVULSANTS - Drugs to Treat Seizures KIT/GREEN, SUBVENITE
AMPA Glutamate Receptor Antagonists %[I_ARTER KIT/ORANGE

3 |QL(24 ml dail
FYCOMPA SUSP (24 mi daily)| [ otrigine) SUBVENITE | 1
FYCOMPA TABS 8 MG, 3 | QL(1eadalily)| |TaBS
10 MG, 12 MG ___| |(Levetiracetam) 1| QL(6 ea daily)
FYCOMPA TABS 2 MG 3 | QL(6 ea daily) | ROWEEPRA TABS 500
FYCOMPA TABS 6 MG 3 QL(2 ea daily) | MG .
FYCOMPA TABS 4 MG 3 | QL(3 eadaily) | |APTIOM 3 (QL(1 esql_dany);
Anticonvulsants - Benzodiazepines BANZEL SUSP 7
clobazam SUSP 3 (rufinamide)
clobazam TABS 20 MG__| 3 | QL(2 ea daiy) | | BANZEL TABS 200 MG !

3 L(1 dail -
clobazam TABS 10 MG 1 QL(1 ea daily) | (o - T ABS 200 MG 7 | QL@ ea daily)
clonazepam TABS : (rufinamide)
clonazepam TBDP BRIVIACT SOLN OR 10 3 ST; PA
DIASTAT ACUDIAL GEL 3 | QL(4 ea per fill| MG/ML
20 MG (diazepam retail, 4 ea per | [gR|\IACT TABS 25 MG, | 3 PA
(anticonvulsant)) 30 days retal!) 50 MG, 75 MG
diazepam (anticonvulsant) | 3 | QL(4 ea per fill| [gp|\/|ACT TABS 100 MG 3 ST; QL(2 ea
GEL 20 MG retail; 4 ea per daily); PA

30 days retail) | [gR|vIACT TABS 10 MG 3 ST, PA

KLONOPIN TABS 7 ;

(clonazepam) carbamazepine CHEW 1

ONFI SUSP (clobazam) | 7 carbamazepine CP12 1

ONFI TABS 10 MG 7 | QL(1 ea daily) | |carbamazepine SUSP L

(clobazam) carbamazepine TABS 1

ONFI TABS 20 MG 7 | QL(2 ea daily) | | carbamazepine TB12 100 | 1

(clobazam) MG

Anticonvulsants - Misc. Icwacr;bamazepine 7812200 | 1 | QL(8 ea daily)

(Carbamazepine) EPITOL L carbamazepine TB12 400 1 [ QL(4 ea daily)

(Lamotrigine) SUBVENITE | 1 ST CARBATROL CP12 7

STARTER KIT/BLUE, (carbamazepine)

SUBVENITE STARTER P —

KIT/GREEN, SUBVENITE DIACOMIT CAPS 500 MG | 3 | QL(6 ea daily);

STARTER KIT/ORANGE PA

KIT DIACOMIT CAPS 250 MG | 3 QL(12 ea
daily); PA

DIACOMIT PACK 250 MG | 3 QL(12 ea

daily); PA

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs 4=Self-

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
DIACOMIT PACK 500 MG | 3 |QL(6 ea daily); | |LAMICTAL XR TB24 250 7 PA
PA MG (lamotrigine)
EPIDIOLEX 3 ST.PA | |[LAMICTAL XR TB24 25 7 | QL(1 ea daily);
gabapentin CAPS 1 MG, 50 MG, 100 MG, 200 PA
gabapentin SOLN 1 MG (Iamotrlglne) .
gabapentin TABS 600 1 LIA'V”?TA.L TABS
MG, 800 MG (lamotrigine)
KEPPRA XR TB24 7 | QL(4 ea daily) | |lamotrigine CHEW 1
(levetiracetam) lamotrigine KIT 3 ST; PA
KEPPRA SOLN OR 100 7 lamotrigine KIT 25 MG 1 ST
MG/ML (Ievetiracetam) [amotrigine TABS 1
KEPPRATABS 250 MG, | F | QL(© ea daly) | [iamotrigine TB24 250 MG | 3 PA
500 MG, 750 M = :
(levetiracetam) lamotrigine TB24 300 MG | 3 |QL(2 e, daily);
KEPPRA TABS 1000 MG 7| QL(3 ea daily) lamotrigine TB24 25 MG, 3 | QL(1 ea daily);
(levetiracetam) 50 MG, 100 MG, 200 MG PA
lacosamide SOLN OR 10 1 |QL(40 ml daily) i 3 PA
T T
lacosamide TABS 1 | QL2 eadally) | |00 MGML 500 MG/BML
LAMICTAL CHEWABLE 7 ; 1 QL(3 ea dail
DISPERSIBLE CHEW ﬁéetlracetam TABS 1000 ( y)
(lamotrigine) - 1 Q .
L(6 ea dail
LAMICTAL ODT KIT 3 ST; PA ﬁ‘gt’gﬁ,‘g}eﬁg %_\5%50 ( 2
Ifl':l"\l/lvclﬁr-l!-gpi\r%e?DT KIT ¢ ST PA levetiracetam TB24 1 | QL(4 ea daily)
LYRICA CAPS 225 MG, 7 ST; QL(2 ea
LAMICTAL ODT TBDP v PA 300 MG (pregabalin) daily); PA
(lamotrigine) 2 ST QL3
7 ST LYRICA CAPS 25 MG, 50 , QL(3 ea
LAMIGTAL MG, 75 MG, 100 MG, 150 daily); PA
STARTER/NOT TAKING MG, 200 MG (pregabalin)
CARBAMAZEPINE KIT
lamotriaine LYRICA SOLN 7 QL(30 ml
(lamotrigine) (pregabalin) daily); PA
LAMICTAL 7 ST PTe9 — - ’
STARTER/TAKING MYSOLINE (primidone)
CARBAMAZEPINE/NOT NEURONTIN CAPS 7
TAKING VALPROATE KIT (gabapentin)
(lamotrigine) NEURONTIN SOLN 7
e | || (oo
VALPROATE KIT ?‘E‘éaR%',“,;,L’)" TABS !
(lamotrigine) gabap g 1 1QL@0 mi dai
LAMICTAL XR KIT 3 ST PA oxcarbazepl.ne SUSP 1 (40 ml daily)

MG (lamotrigine)

QL(2 ea daily);
PA

MG

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
oxcarbazepine TABS 300 | 1 | QL(8 eadaily) | I TOPAMAX TABS 25 MG 7
MG (topiramate)
oxcarbazepine TABS 600 | 1 | QL(4 eadaily) | TOPAMAX TABS 50 MG 7 | QL(8 ea daily)
MG (topiramate)
OXTELLAR XRTB24600 | 3 |QL(4 %aA daily); | | topiramate CP24 50 MG, 3 PA
MG 100 MG
OXTELLAR XR TB24 150 | 3 PA topiramate CP24 200 MG | 3 |QL(2 ea daily);
MG, 300 MG _ PA
pregabalin CAPS 25 MG, 3 ST; QL(3 ea | |topiramate CP24 25 MG 3 ST; PA
50 MG, 75 MG, 100 MG, daily); PA || topiramate CPSP 1
150 MG, 200 MG topiramate CS2425 MG, | 3 |QL(2 eadaily);
pregabalin CAPS 225 3 ST, QL(2ea | |50 MG PA
MG, 300 MG daily): PA | Mtopiramate CS24 100MG, | 3 | QL(1 ea daily);
pregabalin SOLN 3 (?L_I(B)O Fr)nAl 150 MG, 200 MG PA
ally), .
— topiramate TABS 25 MG 1

rimidone 50 MG, 250 1 -
ﬁ’,;G topiramate TABS 50 MG 1 | QL(8 ea daily)
QUDEXY XR CS24 100 7 | QL(1 ea daily); | |topiramate TABS 200 MG | 1 | QL(2 ea daily)
MG, 150 MG, 200 MG PA topiramate TABS 100 MG | 1 | QL(4 ea daily)
(fopiramate) __|[TRILEPTAL SUSP 7 |QL(40 ml daily)
QUDEXY XR CS24 25 7 |QL(2 ea daily);| | (oxcarbazepine)
MG, 50 MG (topiramate) PA TRILEPTAL TABS 600 7 | QL(4 ea daily)
rufinamide SUSP 1 MG (oxcarbazepine)
rufinamide TABS 200 MG | 1 TRILEPTAL TABS 150 7
rufinamide TABS 400 MG 1 QL(8 ea daily) | [MG (oxcarbazepine) _
SPRITAM TB3D 3 PA TRILEPTAL TABS 300 7 | QL(8 ea daily)
TEGRETOL SUSP 7 MG (oxcarbazepine)
TEGRETOL TABS 7 MG (topiramate) .
(carbamazepine) TROKENDIXR CP24200 | 7 |QL(2 %1 daily);
TEGRETOL-XR TB12200 | 7 | QL(8 ea daily) | \C (topiramate)
TEGRETOL-XR TB12400 | 7 | QL(4 ea daily) | [MG: 100 MG (fopiramate) .
TEGRETOL-XR TB12 100 | 7 MG/ML (lacosamide) .
MG (carbamazepine) VIMPAT TABS 7| QL(2 ea daily)
TOPAMAX SPRINKLE 7 (lacosamide) .
CPSP (topiramate) ZONEGRAN CAPS 100 7 | QL(6 ea daily)
TOPAMAX TABS 200 MG | 7 | QL(2 ea daily) | [ MC (zonisamide)
TOPAMAX TABS 100 MG | 7 | QL(4 ea dally) | [{Zonisamide)

(topiramate)

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
zonisamide CAPS 25 MG, 1 Succinimides
50 MG
CELONTIN 7

Carbamates (methsuximide)
felbamate SUSP 1 ethosuximide CAPS 1
felbamate TABS 1 ethosuximide SOLN 1
FELBATOL SUSP 7 methsuximide 1
(felbamate) ZARONTIN CAPS 7
FELBATOL TABS 7 (ethosuximide)
(felbamate) ZARONTIN SOLN 7
GABA Modulators (ethosuximide)
(Vigabatrin) VIGADRONE, 1 QL(6 ea daily) | |Valproic Acid
VIGPODER PACK DEPAKOTE ER TB24 7
(Vigabatrin) VIGADRONE 1 (divalproex sodium)
TABS DEPAKOTE SPRINKLES | 7
GABITRIL (tiagabine hcl) 7 CSDR (divalproex
SABRIL PACK 7 | QL(6 ea daily) | |sodium)
(vigabatrin) DEPAKOTE TBEC 7
SABRIL TABS 7 (dlvalproex sodlum)
(vigabatrin) divalproex sodium CSDR 1
tiagabine hcl 3 divalproex sodium TB24 1
vigabatrin PACK 1 | QL(6 ea daily) | | divalproex sodium TBEC 1
vigabatrin TABS 1 valproate sodium SOLN 1
Hydantoins OR 250 MG/5ML

: : - valproic acid CAPS 1
g?gﬁg;ﬂ;‘gﬁgﬁ%w ANTIDEPRESSANTS - Drugs to Treat Depression
200 MG, 300 MG : Alpha-2 Receptor Antagonists (Tetracyclics)
(Phenytoin) PHENYTOIN . .
INFATABS CHEW mirtazapine TABS 1
DILANTIN (phenytoin 7 mirtezapine TBDP
sodium extended) REMERON SOLTAB 7
DILANTIN 30 MG : REVERON 1905 15 G, T
DILANTIN INFATABS 7 , ; ’
CHEW (phenytoin) 30 MG (mirtazapine)
DILANTIN-125 SUSP 7 Antidepressants - Misc.
(;;her}rl};tqm) = 1 bupropion hcl TABS 1
phenytoin sodium - 1
extended 100 MG, 200 bupropion hel TB12 .
MG, 300 MG bupropion hcl TB24 150 1| QL(1 ea daily)
phenytoin CHEW 1 MG, 300 MG
phenytoin SUSP

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs 4=Self-
injectable Drugs  5=Preventive Drugs = 7=Brand Reference Only, Generic is Available PV=Preventive
Drugs AL=Age Limit PA=Prior Authorization =~ QL=Quantity Limit ST=Step Therapy = AC=Anti-
Cancer LA=Limited Access SP=Specialty Drug RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
bupropion hcl TB24 450 3 | QL(1 eadaily);| | fluoxetine hcl SOLN 1 |QL(15 ml daily)
MG ST | [fuoxetine hcl TABS 10 1
FORFIVO XL TB24 3 | QL(1 eadaily);| | MG
(bupropion hcl) ST fluoxetine hcl TABS 60 3 |QL(1 ea daily);
WELLBUTRIN SR TB12 7 MG ST
(bupropion hcl) | |fluoxetine hel TABS 20 1 | QL(1 ea daily)
WELLBUTRIN XL TB24 7| QL(1 ea daily) | MG
(bupropion hcl) FLUOXETINE 3 |QL(1 eadaily);
Monoamine Oxidase Inhibitors (MAOQOIs) HYDROCHLORIDE TABS ST
: (fluoxetine hcl)

EMSAM S | QL(1 eadaly) | g oxamine maleate 1
MARPLAN 3 CP24 150 MG
NARDIL (phenelzine 7 fluvoxamine maleate 1| QL(3 ea daily)
sulfate) CP24 100 MG
PARNATE 7 fluvoxamine maleate 1
(tranylcypromine sulfate) TABS 25 MG, 50 MG
phenelzine sulfate fluvoxamine maleate 1 | QL(3 ea daily)
tranylcypromine sulfate TABS 100 MG - e
N-Methyl-D-aspartic acid (NMDA) Receptor Iég)IE/IAclaD '?e(zc-;égﬁr;%MG, QL(1 ea daily)
Antagonists oxalate)
SPRAVATO 56MG DOSE | 3 PA LEXAPRO TABS 5 MG 7| QL(2 eadaily)
SPRAVATO 84MG DOSE | 3 PA (escitalopram oxalate)

, : — paroxetine hcl SUSP 1
Selective Serotonin Reuptake Inhibitors (SSRIs) paroxetine hcl TABS 1
CELEXA TABS 7| QL(1 eadaily) | [ paroxetine hel TB24 1
(citalopram hydrobromide) PAXIL CR TB24 7
citalopram hydrobromide 3 |QL(20 ml daily)| | ;maroxetine hel)
SOLN : __| [PAXIL SUSP (paroxetine | 7
citalopram hydrobromide 11 QL(1 eadaily) | |pep)
TABS PAXIL TABS (paroxetine | 7
escitalopram oxalate 1 hcl)
SOLN __| [PROZAC CAPS 10 MG, | 7
escitalopram oxalate 1 1 QL(Z ea daily) | |20 MG (fluoxetine hcl)
TABS 5 MG __| [PROZAC CAPS 40 MG 7 | QL(T ea daily)
escitalopram oxalate 11 QL(1 ea daily) | | fuoxetine hcl)
TABS 10 MG, 20 MG . CONC 1
fluoxetine hcl CAPS 40 1| QL(1 ea daily) | | 2oriraline hol CON -
MG sertraline hcl TABS 1| QL(2 ea daily)
fluoxetine hcl CAPS 10 1 FOLOET SONG !
MG, 20 MG (sertraline hcl) . - e
fluoxetine hol CPDR 3 ZOLOFT TABS (sertraline QL(2 ea daily)

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
Serotonin Modu'ators VeglafaXine hCI T324 225 1
M
nefazodone hcl 3 T vohe Agant
trazodone hcl TABS 1 ficyele Agents
VIIBRYD STARTER PACK| 3 PA amoxapine !
KIT ANAFRANIL 7
VIIBRYD TABS 10 MG, 40| 7 (clomipramine hci)
MG (vilazodone hcl) clomipramine hcl 1
VIIBRYD TABS 20 MG 7 | QL(2 ea daily) | | desipramine hcl TABS 1
(vilazodone hcl) ___| |doxepin hcl CAPS 1
’\‘//lilca;zodone hcl TABS 20 1| QL2 eadaly) | 45 epin hel CONC 1
imi i 1 QL(4 ea dail

x/’;lgzz c(l)olrti,,ethl TABS 10 ] ﬁclé)ramlne hcl TABS 50 ( y)

: imipramine hcl TABS 10 1
Serotonin-Norepinephrine Reuptake Inhibitors MG, 25 MG
(SNRIs) imipramine pamoate 3
CYMBALTA CPEP 7 QL(2 ea daily) | NORPRAMIN TA_BS 1Q 7
(duloxetine hcl) %/'CI; 25 MG (desipramine
desvenlafaxine succinate 1 | QL(1 ea daily) c’)t TRy 1
duloxetine hcl CPEP 20 1| QL(2 ea daily) | |ortrPlyline he
MG, 30 MG, 60 MG nortriptyline hcl SOLN 2
EFFEXOR XR CP24 375 | 7 | QL(1 ea daily) | |PAMELOR CAPS 4
MG, 75 MG (venlafaxine (nortriptyline hcl)
hcl) protriptyline hcl 3
EFFEXOR XR CP24 150 7 | QL(2 ea daily) | | trimijpramine maleate 3
MG (venlafaxine hcl) CAPS
E%%(II\&PT&TRATION 3 ST ANTIDIABETICS - Drugs to Regulate Blood Sugar

ST acarbose 1

FETZIMA CP24 40 MG, 3 |QL(1 eadaily); | [— ol 3
80 MG, 120 MG ST migito -
PRISTIQ (desvenlafaxine | 7 | QL(1 ea daily) | |PRECOSE (acarbose)
succinate) . Antidiabetic Combinations
x;gla;gxuce; hclCP2437.5| 1 |QL(1eadaily)| [\~ToPLUS MET TABS 7

’ : (pioglitazone hcl-
venlafaxine hcl CP24 150 | 1 | QL(2 ea daily) | | metformin hcl)
MG DUETACT (pioglitazone 7
venlafaxine hcl TABS 1 hcl-glimepiride)
venlafaxine hcl TB24 37.5 | 1 | QL(1 ea daily) | | glipizide-metformin hcl 1
MG, 75 MG, 150 MG

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

glyburide-metformin

GLYXAMBI

Dipeptidyl Peptidase-4 (DPP-4) Inhibitors

JANUMET XR TB24 1000
MG-50 MG, 500 MG-50
MG

QL(2 ea daily)

alogliptin benzoate 6.25
MG, 12.5 MG

1

alogliptin benzoate 25 MG

1

QL(1 ea daily)

JANUMET XR TB24 1000
MG-100 MG

QL(1 ea daily)

JANUMET TABS

QL(2 ea daily)

pioglitazone hcl-
glimepiride

pioglitazone hcl-metformin
hcl TABS

saxagliptin-metformin hcl

QL(1 ea daily)

SYNJARDY XR TB24
1000 MG-10 MG, 1000
MG-25 MG

QL(1 ea daily)

SYNJARDY XR TB24
1000 MG-12.5 MG, 1000
MG-5 MG

QL(2 ea daily)

SYNJARDY TABS

QL(2 ea daily)

TRIJARDY XR

XIGDUO XR 1000 MG-2.5
MG, 1000 MG-5 MG, 500
MG-5 MG

QL(2 ea daily)

XIGDUO XR 1000 MG-10
MG, 500 MG-10 MG

QL(1 ea daily)

Biguanides

metformin hcl SOLN

metformin hcl TABS 500
MG, 850 MG, 1000 MG

metformin hcl TB24 500
MG, 750 MG

RIOMET SOLN
(metformin hcl)

Diabetic Other

diazoxide

GLUCAGON
EMERGENCY KIT FOR
LOW BLOOD SUGAR

PROGLYCEM

(diazoxide)

JANUVIA 2 QL(1 ea daily)
saxagliptin hcl 1 QL(1 ea daily)
Incretin Mimetic Agents
OZEMPIC SOPN 4 Check plan
documents for
coverage; PA
RYBELSUS TABS 3 MG 2 Not available
through mail
order; PA
RYBELSUS TABS 7 MG, 2 PA
14 MG
TRULICITY 4 See plan
documents for
specific
Coverage; Not
available thru
Mail; PA
VICTOZA 4 PA
Insulin
HUMALOG JUNIOR 2  [Limit 45mls per
KWIKPEN SOPN month; QL(1.5
ml daily)
HUMALOG KWIKPEN 2  |Limit 24mls per
SOPN 200 UNIT/ML Month; QL(0.8
ml daily)
HUMALOG KWIKPEN 2 |Limit 45mls per
SOPN 100 UNIT/ML month; QL(1.5
ml daily)
HUMALOG MIX 50/50 2  |Limit 45mls per
KWIKPEN SUPN month; QL(1.5
ml daily)
HUMALOG MIX 50/50 2 |Limit 45mls per
SUSP month; QL(1.5
ml daily)
HUMALOG MIX 75/25 2 |Limit 45mls per
KWIKPEN SUPN month; QL(1.5
ml daily)
HUMALOG MIX 75/25 2 |Limit 40mls per

SUSP

month; QL(1.34

ml daily)

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
PA=Prior Authorization

injectable Drugs
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
HUMALOG SOCT 2 IF;rglrEtﬁ_&Qn::%“p%r Insulin Sensitizing Agents
mi daily) | [ACTOS 15 MG 7
HUMALOG SOLN 1J 2 QL(1.5 ml (pioglitazone hcl)
___daily) ACTOS 30 MG, 45 MG 7 | QL(1 ea daily)
HUMULIN 70/30 2 lelttﬁ??g:_s P! | (pioglitazone hl)
KWIKPEN SUPN morr:“ éaily() " | | pioglitazone hcl 15 MG 1
HUMULIN 70/30 SUSP 2 |Limit 40mls per| | pioglitazone hcl 30 MG, 1 | QL(1 ea daily)
month; QL(1.34| |45 MG
ml daily) s
HUMULIN N KWIKPEN 2 [Limit 45mis per Meglitinide Analogues
SUPN month; QL(1.5 | | nateglinide 1
ml daily) linid ]
HUMULIN N SUSP 2 |Limit 40mis per| |"&PagINIde
mor:gl];dcal'll_(; .34/ |Sodium-Glucose Co-Transporter 2 (SGLT2)
iy -
HUMULIN R U-500 2 [Limit 40mis per| [Inhibitors
(CONCENTRATED) month; QL(1.34| [FARXIGA 2 | QL(1 ea daily)
SOLN SC midaly) | I ARDIANCE 2 | QL(1 ea daily)
HUMULIN R U-500 2 | QL(40 ml per
KWIKPEN SOPN SC fill retail; 40 ml | [Sulfonylureas
Pt S Y® | |(Glipizide) GLIPIZIDE XL | 1
HUMULIN R SOLN 1J 2 [Limit 45mis per| | 124 ———
month; QL(1.5 | [AMARYL (glimepiride) 7
INSULIN LISPRO 2 L'mTLl%?#I?per glimepide 1
mi . s
PROTAMINE/INSULIN month; QL(1.5 | |glpizide TABS !
LISPRO KWIKPEN SUPN ml daily) | |glipizide TB24 1
LANTUS SOLOSTAR 2 |Limit 45mls per| [GLUCOTROL XL TB24 7
SOPN month; QL(1.5 | |(glipizide)
__mi daily) glyburide micronized 1.5 1
LANTUS SOLN 2 |Limit 45mls per| |G 3 MG. 6 MG
month; QL(1.5 L 1
ml daily) glyburide TABS
TOUJEO MAX 2 Limit 2 pens | |GLYNASE (glyburide 7
SOLOSTAR SOPN per month; micronized)
Q'a(gi-li)m' ANTIDIARRHEAL/PROBIOTIC AGENTS - Drugs
TOUJEO SOLOSTAR 2 Limit 3 pens | [(CREGCEINBIEglE]
SOPN gir((;n 10 g tr?n,] Antidiarrheal - Chloride Channel Antagonists
___daily) MYTESI 3 [QL(2 ea daily);
TRESIBA FLEXTOUCH 2 |Limit 45mls per PA
SOPN morr:]tlh c’iaQilly_/()1 -9 Antiperistaltic Agents
TRESIBA SOLN 2 QL(1.5ml | |diphenoxylate w/ atropine 1
daily) LiQD

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs

4=Self-

injectable Drugs  5=Preventive Drugs
Drugs AL=Age Limit PA=Prior Authorization
Cancer LA=Limited Access SP=Specialty Drug

7=Brand Reference Only, Generic is Available PV=Preventive
QL=Quantity Limit ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter

22



hel)

ANTIEMETICS - Drugs to Treat Nausea and
\Vomiting

5-HT3 Receptor Antagonists

days retail);

RX/OTC

ANZEMET TABS 50 MG

ST; QL(2 ea

per fill retail);
PA

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
diphenoxylate w/ atropine 1 granisetron hcl TABS 3 ST, Limit 2
TABS tablets per day;
LOMOTIL TABS 7 QL(2 ea daily)
gc;;;())z%xylate W ondansetron hcl SOLN 1 |Limit 50mls per
OR 4 MG/5ML prescription;
ANTIDOTES AND SPECIFIC ANTAGONISTS QL(1.67 ml
Antidotes - Chelating Agents da'%’l ?&giwll)per
CHEMET 3 ondansetron hcl TABS 4 1 Ql—f_(l%o ?a_ lper
deferasirox PACK 3 PA MG, 8 MG : QL'de ail)
de fercj-zsirox TABS 1 PA ondansetron TBDP fi(II retta:";))er
cnlﬂeéenp rone TABS 500 3 Antiemetics - Anticholinergic
FERRIPROX SOLN 3 | Notavailable | |scopolamine 3
through mail | TRANSDERM-SCOP 7
order (scopolamine)
FERRIPROX TABS 500 ! trimethobenzamide hcl 1
MG (deferiprone) CAPS
JADENU SPRINKLE 7 PA S :
PACK (deferasirox) Antiemetics - Miscellaneous
JADENU TABS 7 PA AKYNZEO 3 |QL(2ea per 28
(deferasirox) days retal_l)
. - : DICLEGIS TBEC 7 | QL(4 ea daily)
Antidotes and Specific Antagonists (doxylamine-pyridoxine)
VISTOGARD | 3 | doxylamine-pyridoxine 3 | QL(4 ea daily)
" : TBEC
Opioid Antagonists
KE OXX ADOgLI 5 5 dronabinol CAPS 2.5 MG 3 ST, PA
p P ILIQD 3 |QL{@ ea per 30 dronabinol CAPS 10 MG 3 PA
naloxone hel LIQ days retail), | |dronabinol CAPS 5 MG 3 PA
RX/OTC MARINOL CAPS 2.5 MG 7 ST; PA
naltrexone hcl 1 (dronabinol)
NARCAN LIQD (naloxone |  |QL(4 ea per 30

Substance P/Neurokinin 1 (NK1) Receptor

Antagonists

aprepitant CAPS 80 MG, 3 | QL(1 ea perfill
125 MG retail; 1 ea per
30 days retail)
aprepitant CAPS 40 MG 3 |QL(2eaper30
days retall).
aprepitant CAPS 3 | QL(3 ea per fill
retail; 3 ea per
30 days retail)

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter



Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
aprepitant MISC 3  |QL(3 ea perfill| INOXAFIL TBEC 7
ge(;tadll; 3 eatp%r (posaconazole)
ays retai 3
EMEND TRIPACK CAPS | 7 | QL(3 ea per fill| |Posaconazole SUSP
(aprepitant) retail; 3 ea per | |posaconazole TBEC 3
30 days retail) | |SPORANOX PULSEPAK 7 ST; PA
EMEND CAPS 80 MG 7 QII(1| e1a per fill| |CAPS (itraconazole)
aprepitant retail; 1 ea per :
(aprep ) 30 days retail) S.;DORANO;( CAPS ¢ ST; PA
EMEND SUSR 3 |QL(1 ea per 30| |(ftraconazole)
days retail) | [SPORANOX SOLN 7 PA
VARUBI TBPK 3 |QL(4 ea per fill| | (itraconazole)
retail TOLSURA CAPS 3 PA
ANTIFUNGALS - Drugs to Treat Fungal Infections VIS IS 7
Antifungals (voriconazole)
. VFEND TABS 7 | QL(2 ea daily)
ANCOB.ON (flucytosine) 7 (voriconazole)
flucytosine 3 voriconazole SUSR 1
g’i’}sglgf‘l/w” microsize L voriconazole TABS 1| QL(2 ea daily)
griseofulvin microsize 1 ANTIHISTAMINES - Drugs to Treat Allergies
TABS Antihistamines - Ethanolamines
griseofulvin ultramicrosize 1 carbinoxamine maleate 1
nystatin TABS 1 SOLN

terbinafine hcl TABS 1 | QL(1 ea daily; | | carbinoxamine maleate 3
90 ea per 365 | | TABS 4 MG

: _ days retail) | (= RBINOXAMINE 3
Imidazole-Related Antifungals MALEATE TABS
CRESEMBA CAPS 186 3 | Notavailable ||clemastine fumarate 1
MG through mail | |SYRP

order clemastine fumarate 1
DIFLUCAN SUSR 7 TABS 2.68 MG
(fluconazole) RYVENT TABS 3
DIFLUCAN TABS 7 — _—
(fluconazole) Antihistamines - Phenothiazines
fluconazole SUSR 1 (Promethazine Hcl) 1
1 PROMETHEGAN SUPP

ﬂuconazole TABS . 12.5 MG, 25 MG
itraconazole CAPS 1 ST; PA : :
; (Promethazine Hcl) 1 | QL(3 ea daily)
itraconazole SOLN 1 PA PROMETHEGAN SUPP
ketoconazole 1 50 MG
NOXAFIL SUSP 7 promethazine hcl SOLN 1
(posaconazole) 6.25 MG/5ML

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
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(fenofibrate)

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
promethazine hcl SUPP 1 COLESTID GRAN 7
12.5 MG, 25 MG (colestipol hcl)
promethazine hcl SYRP 1 COLESTID TABS 7
promethazine hcl TABS 1 (colestipol hcl)
12.5 MG colestipol hcl GRAN 1
promethazine hcl TABS 1 | QL(3 ea daily) | | colestipol hcl TABS 1
50 MG | |QUESTRAN LIGHT 7
promethazine hcl TABS 1 | QL(6 ea daily) | POWD (cholestyramine
25 MG light)
Antihistamines - Piperidines QUESTRAN POWD 7
_ ] (cholestyramine)
cyproheptadl.ne hcl SYRP WELCHOL PACK 7 | QL(1 ea daily)
cyproheptadine hcl TABS 1 (colesevelam hcl)
ANTIHYPERLIPIDEMICS - Drugs to Treat High WELCHOL TABS 7 | QL(7 ea daily)
Cholesterol (colesevelam hcl)
Antihyperlipidemics - Combinations Floile Aele DEEEs .
EZETIMIBE/ATORVASTA | 2 | QL(1 ea daily) ANTARA 30 MG .
TIN choline fenofibrate 135 1 | QL(1 ea daily)
ezetimibe-simvastatin 1 | QL(1 ea daily) | |MG : 1
VYTORIN (ezetimibe— 7 QL(1 ea dally) choline fenofibrate 45 MG
simvastatin) fenofibrate micronized 43 1
Antih lioi ios - Mi MG, 67 MG, 134 MG
ntihyperipidemics = Misc. fenofibrate micronized 1 | QL(1 ea daily)
icosapent ethyl 2 PA 130 MG, 200 MG
LOVAZA (omega-3-acid 7 | QL(4 ea daily) | |fenofibrate micronized 30 3
ethyl esters) MG, 90 MG
omega-3-acid ethyl esters | 1 | QL(4 ea daily) | |fenofibrate CAPS 3
VASCEPA (icosapent 2 PA fenofibrate TABS 48 MG 1
ethyl) fenofibrate TABS 145 1 | QL(1 ea daily)
Bile Acid Sequestrants MG, 160 MG .
S 1 fenofibrate TABS 54 MG | 1 | QL(2 ea daily)
(Cholestyramine Light) .
PREVALITE POWD FENOFIBRATE TABS 2 QL(1 ea daily)
cholestyramine light 1 FIBRICOR (fenofibric 3
POWD acid)
cholestyramine POWD 1 gemfibrozil TABS 1
colesevelam hcl PACK 1 QL(1 ea daily) | |LIPOFEN CAPS 3
colesevelam hcl TABS 1 | QL(7 ea daily) | |(fenofibrate) :
COLESTID FLAVORED 7 LOPID TABS (gemfibrozil) | 7 _
GRAN (colestipol hcl) TRICOR TABS 145 MG 7 | QL(1 ea daily)

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-

RX/OTC=Prescription & Over-the-Counter




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
TRICOR TABS 48 MG 7 simvastatin TABS 1| QL(1 ea daily)
(fenofibrate) ___|[ZOCORTABS 10 MG, 20 | 7 | QL(1 ea daily)
TRILIPIX 135 MG (choline | 7 | QL(1 ea daily) | MG, 40 MG, 80 MG
fenofibrate) (simvastatin)
TRILIPIX 45 MG (choline 7 Intestinal Cholesterol Absorption Inhibitors
fenofibrate) imib 1
" ezetimibe
HMG CoA Reductase Inhlbltors1 e — ZETIA (ezetimibe) 7
i i ea dai
?—fgg’sa statin calcium Y Microsomal Triglyceride Transfer Protein (MTP)
CRESTOR TABS 7 | QL(1 ea daily) | {Inhibitors
(rosuvas.tatin c.alcium) . JUXTAPID 10 MG, 20 MG 3 PA
fluvastatin sodium CAPS 1 |QL(1ea da!ly) JUXTAPID 5 MG 3 ST PA
fluvastatin sodium TB24 1 QL(1 ea da!ly) JUXTAPID 30 MG 3 PA
LESCOL XL TB24 7 | QL(1 eadaily) | f— e
(fluvastatin sodium) Nicotinic Acid Derivatives
LIPITOR TABS 7 | QL(1 ea daily) | [(Niacin 3
(atorvastatin calcium) (Antihyperlipidemic))
lovastatin TABS 10MG, | 5 | $0 copay for ||NIACOR TABS
20 MG Generic only, | |niacin (antihyperlipidemic) 3
age 40to 75; | |TABS
Me(r;nrt;icjs N1\ niacin (antihyperlipidemic) | 1
Fathered Plans CR —
copay is Tier 2;| INIASPAN TBCR (niacin 7
QL(1 ea daily); | |(antihyperlipidemic))
AL(At least 40 Proprotein Convertase Subtilisin/Kexin Type 9
yrs old - Up to
75 yrs old); PV | |Inhibitors
lovastatin TABS 40 MG 5 | $0 copay for
Generic only, PRALUENT SOAJ 4 PA
SR CWEHIRANTIHYPERTENSIVES - Drugs to Treat High
Mecr;nrt;?]:js B 00d Pressure
Fathered Plans| |ACE Inhibitors
copay is Tier 2; : :
QL(2 ea daily); | /ACCUPRIL (quinapril hcl) | 7
AL(Atleast 40 | |IALTACE CAPS 1.25 MG, 7 | QL(2 ea daily)
yrsold -Up to | 12 5 MG, 5 MG, 10 MG
75 yrs old); SL;| | (ramipril)
PV benazepril hcl 1
pravastatin sodium 10 1 | QL(1 ea daily) p 1
MG, 20 MG, 80 MG captopril _
pravastatin sodium 40 MG | 1 | QL(2 ea daily) | |enalapril maleate TABS 1| QL(2 ea daily)
rosuvastatin calcium 1 | QL(1 ea daily) | |fosinopril sodium 1
TABS

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
lisinopril TABS 2.5 MG, 5 1 candesartan cilexetil 4 1
MG, 10 MG, 20 MG, 30 MG, 8 MG, 16 MG
MG . COZAAR (losartan 7
lisinopril TABS 40 MG 1 | QL(2 ea daily) | | potassium)
LOTENSIN 10 MG, 20 7 DIOVAN TABS 40 MG, 80 | 7
MG, 40 MG (benazepril MG, 320 MG (valsartan)
hcl) DIOVAN TABS 160 MG 7 | QL(2 ea daily)
moexipril hcl 1 (valsartan)
perindopril erbumine 1 EDARBI 80 MG 3 | QL(1 ea daily)
QBRELIS SOLN 3 | QL(5 ml daily) | [EDARBI 40 MG 3
quinapiril hel 1 irbesartan 1
ramipril CAPS 1 | QL(2 ea daily) | | Josartan potassium 1
trandolapril 1 MICA_RDIS 20 MG, 40 MG 7
VASOTEC TABS 7 | QL(2 ea daily) | |(telmisartan) ,
(enalapril maleate) MICARDIS 80 MG 7 | QL(1 ea daily)
ZESTRIL TABS 2.5 MG, 5| 7 (telmisartan)
MG, 10 MG, 20 MG, 30 olmesartan medoxomil 5 1
MG (lisinopril) MG, 20 MG
ZESTRIL TABS 40 MG 7 | QL(2 ea daily) | |oimesartan medoxomil 40 | 1 | QL(1 ea daily)

(lisinopril)

MG

Agents for Pheochromocytoma

telmisartan 20 MG, 40
MG

telmisartan 80 MG

QL(1 ea daily)

valsartan TABS 160 MG

QL(2 ea daily)

DEMSER (metyrosine) 7
DIBENZYLINE 7 Not available
(phenoxybenzamine hcl) through mail
metyrosine 3

phenoxybenzamine hcl

1

Not available
through mail

valsartan TABS 40 MG,
80 MG, 320 MG

Angiotensin Il Receptor Antagonists

Antiadrenergic Antihypertensives

CARDURA (doxazosin
mesylate)

7

clonidine hcl TABS

clonidine hcl TB24

ST

doxazosin mesylate

guanfacine hcl

methyldopa TABS

ATACAND 32 MG 7 | QL(1 ea daily)
(candesartan cilexetil)

ATACAND 4 MG, 8 MG, 7

16 MG (candesartan

cilexetil)

AVAPRO (irbesartan) 7

BENICAR 5 MG, 20 MG 7

(olmesartan medoxomil)

BENICAR 40 MG 7 | QL(1 ea daily)

(olmesartan medoxomil)

MINIPRESS CAPS
(prazosin hcl)

DN SN RN REEN Y SV | SN

candesartan cilexetil 32
MG

QL(1 ea daily)

NEXICLON XR TB24
(clonidine hcl)

ST

prazosin hcl CAPS

1

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
terazosin hcl 1 MG, 2 MG, | 1 candesartan cilexetil- 1
5 MG hydrochlorothiazide
Antihypertensive Combinations DIOVAN HCT 25 MG-160 7| QL(1 eadaily)
MG (valsartan-
ACCURETIC 12.5 MG-10 7 hydrochlorothiazide)
%an;%}%-MG-ZO MG DIOVAN HCT 125 MG- | 7
hydrochlorothiazide) ,1/?8 |\1AZG ’516 g_g/IOGI\-ABé 025
ACCURETIC 25 MG-20 7 | QL(1 eadaily) | MG 320 MG (valsartan-
MG (quinapril- hydrochlorothiazide)
hydrochlorothiazide) : EDARBYCLOR 3 | QL(1 ea daily)
amlodipine besylate- :
( enalapril maleate & 1
t;ﬂegazepr il hel 10 MG-2.5 hydrochlorothiazide
— oy |EXFORGE 10 MG-160 7 | QL(1 ea daily)
gemr:gg’é”’)’r’ﬁ ﬁgs%aﬁé_ 5 1| QL(Teadaily) || Gs (amlodipine besylate-
MG, 20 MG-10 MG, 20 valsartan)
MG-5 MG, 40 MG-10 MG, EXFORGE 10 MG-320 7
40 MG-5 MG MG, 5 MG-160 MG, 5 MG-
— - 1 320 MG (amlodipine
O OS50 MG, besylats-valsartan)
5 MG-160 MG, 5 MG-320 EXFORGE HCT 7
MG (amlodipine-valsartan-
amlodipine besylate- 1| QL(1 ea daily) | |vdrochlorothiazide)
valsartan 10 MG-160 MG fosinopril sodium & 1
amlodipine-valsartan- 1 hydrochlorothiazide
hydrochlorothiazide HYtZAAR (‘Ié)sartan 7
ATACAND HCT 7 A A
(can(d:esaﬂan%ilexetil- hydrochlorothiazide)
hydrochlorothiazide) irbesartan- 1
atenolol & chiorthalidone | 1 7y dr °°’7I"; othiazide 1
AVALIDE (irbesartan- 7 Isinopri o
il hydrochlorothiazide 12.5
hydr OChIO.r OthIaZIde) MG-10 MG, 12.5 MG-20
benazepril & 1 MG
hydrochlorothiazide lisinopril & 1 QL(2 ea daily)
BENICAR HCT 12.5 MG- 7 hydrochlorothiazide 25
20 MG (olmesartan MG-20 MG
medoxomil- -
. losartan potassium & 1
hydrOChIOfOthlaZIde) - L R hydrOChlorOthiaZide
BENICAR HCT 12.5 MG- (1eadaily) | " STENSINHCT 125 MG- | 7

40 MG, 25 MG-40 MG
(olmesartan medoxomil-
hydrochlorothiazide)

bisoprolol &

hydrochlorothiazide

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access

PA=Prior Authorization

SP=Specialty Drug

QL=Quantity Limit

10 MG, 12.5 MG-20 MG,
25 MG-20 MG (benazepiril
& hydrochlorothiazide)

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-

RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
LOTREL 10 MG-5 MG, 20 | 7 | QL(1 ea daily) | |valsartan- 1| QL(1 ea daily)
MG-10 MG, 20 MG-5 MG, hydrochlorothiazide 25
40 MG-10 MG MG-160 MG
(amlodipine besylate- VASERETIC 25 MG-10 7
benazepril hel) MG (enalapril maleate &
metoprolol & 1 hydrochlorothiazide)
hydrochlorothiazide TABS ZESTORETIC 12.5 MG-10 7
MICARDIS HCT 7 MG, 12.5 MG-20 MG
(telmisartan- (lisinopril &
hydrochlorothiazide) hydrochlorothiazide)
olmesartan medoxomil- 1 ST ZESTORETIC 25 MG-20 7 | QL(2 ea daily)
amlodipine- MG (lisinopril &
hydrochlorothiazide hydrochlorothiazide)
olmesartan medoxomil- 1 | QL(1 ea daily) | |ZIAC (bisoprolol & 7
hydrochlorothiazide 12.5 hydrochlorothiazide)
MG-40 MG, 25 MG-40 : : .
MG Antihypertensives - Misc.
olmesartan medoxomil- 1 VECAMYL | 3 |
ﬂgf gghl{/?g)th/azde 12.5 Direct Renin Inhibitors
quinapril- 1 aliskiren fumarate 3
hydrochlorothiazide 12.5 TEKTURNA (aliskiren 7
MG-10 MG, 12.5 MG-20 fumarate)
MG ) :
quinapril- 1 QL(1 ea daily) Selective Aldosterone Receptor Antagonists
hydrochlorothiazide 25 (SARASs)
MG-20 MG > ST eplerenone 1
TEKTURNA HCT - INSPRA (eplerenone) 7
telmisartan-amlodipine 1 :
; Vasodilators
telmisartan- 1
hydrochlorothiazide hydralazine hcl TABS 1
TENORETIC 100 7 minoxidil 2.5 MG, 10MG | 1
(atenolol & chiorthalidone) ANTI-INFECTIVE AGENTS - MISC. - Drugs to
TENORETIC 50 (atenolol | 7 Treat B ol Infecti
& chlorthalidone) reat Bacterial Infections
trandolapril-verapamil hcl 3 Anti-infective Agents - Misc.
TRIBENZOR (olmesartan | 7 ST FLAGYL CAPS 7
medoxomil-amlodipine- (metronidazole)
h: Zt:;Zfroth:az:de) 3 metronidazole CAPS 1
V. - .
hydrochlorothiazide 12.5 metronidazole TABS .
MG-160 MG, 12.5 MG- NEBUPENT IN 7
320 MG, 12.5 MG-80 MG, (pentamidine isethionate)
25 MG-320 MG

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive

Drugs AL=Age Limit PA=Prior Authorization
Cancer LA=Limited Access SP=Specialty Drug

QL=Quantity Limit ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
tinidazole 3 ST. PA dapsone 100 MG 1 | QL(4 ea daily)
trimethoprim TABS 1 dapsone 25 MG L
XIFAXAN 550 MG 3 |QL(2 %?A\ daily); | |Lincosamides
XIEAXAN 200 MG 3 |QL(9 ea per fil %(I;II)EOCIN (clindamycin 7
retail); PA
Anti-infective Misc. - Combinations CLEOCIN PEDIATRIC !
. GRANULES (clindamycin

(Sulfamethoxazole- 1 palmitate hydrochloride)
Trimethoprim) clindamycin hcl 1
SULFATRIM PEDIATRIC i . ; 3
SUSP gn:jcria%}llc;;vd palmitate
BACTRIM DS TABS 7 . oc. 0 -
(sulfamethoxazole- Oxazolidinones
trimethoprim) linezolid SUSR 1 | QL(210 ml per
BACTRIM TABS 7 90 days retail)
(sulfamethoxazole- linezolid TABS 1 QL (20 ea per
trimethoprim) 90 days retail)
sulfamethoxazole- 1 SIVEXTRO TABS 2 |QL(6 eaper 90
trimethoprim SUSP : : days retail)
sulfamethoxazole- 1 ZYVOX SUSR (linezolid) ! SCI)_ (dza13§)s T@ltgﬁ)r
trimethoprim TABS ZYVOX TABS (linezolid) 7 | QL(20 ea per
Antiprotozoal Agents 90 days retail)
ALINIA SUSR 2 Urinary Anti-infectives
ALINIA TABS 7 fosfomycin tromethamine 3
(nitazoxanide) HIPREX (methenamine 7
atovaquone 1 hippurate)
LAMPIT 3 AC; PA MACROBID_ 7
MEPRON (atovaquone) | 7 ("g";fljfa"to’" monohyd

macro
nitazoxanide TABS 3 MACRODANTIN 7
Glycopeptides (nitrofurantoin

macrocrystal
FIRVANQ SOLR OR 25 7 th ¥ 5 ) hi i 3
MG/ML (vancomycin hcl) methenamine nippurate
VANCOCIN CAPS 125 7 PA methenamine mandelate 1
MG (vancomycin hcl) ngSLYRéfA(/; - : 5

i 1 PA . (fosiomycin

grgc&rgy cin hel CAPS tromethamine)
vancomycin hcl SOLROR | 3 ni trofuran to:ln L
25 MG/ML nitrofurantoin 1

macrocrystal

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
PA=Prior Authorization

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access

SP=Specialty Drug

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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ANTIMALARIALS - Drugs to Treat Malaria
(Parasitic Infections)

SOLN OR

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
nitrofurantoin monohyd 1 MESTINON TABS 7
macro (pyridostigmine bromide)
pyridostigmine bromide 3 PA

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs

pyridostigmine bromide
Antimalarial Combinations TABS 60 MG
atovaquone-proguanil hel 3 pyridostigmine bromide 1
COARTEM 2 | QL08ea |JBCR
daily) ANTIMYCOBACTERIAL AGENTS - Drugs to Treat
MALARONE , ¢ Tuberculosis (Bacterial Infections)
(atovaquone-proguanil
hcl) Antimycobacterial Agents
Antimalarials cycloserine 3
chloroquine phosphate 1 ethambutol hcl TABS 1
TABS isoniazid SYRP 1
hydroxychloroquine 1 isoniazid TABS 1
sulfate 200 MG MYAMBUTOL TABS 400 | 7
KRINTAFEL 2 05(2 ea Pte.rl)30 MG (ethambutol hcl)
ays retai . -
mefloquine hcl 1 |[QL(6 ea per fill MYCOBUTIN (rifabutin) 7
retail) PASER PACK 3
PLAQUENIL 7 PRIFTIN 3
glzl}llgrtc;))(ychloroqume pyrazinamide 1
primaquine phosphate 1 rifabutin L
TABS rifampin CAPS 1
PRIMAQUINE 7 TRECATOR 2
PHOSPHATE TABS
(primaquine phosphate) ANTINEOPLASTICS AND ADJUNCTIVE
QUALAQUIN CAPS 7 QL(2 ea da”y)’ THERAPIES - DrUgS to Treat Cancer
(quinine sulfate) PA Alkylating Agents
ini 3 L(2 daily);
SOVUNA 200 MG 2 cyclophosphamide CAPS 1 AC
2
ANTIMYASTHENIC/CHOLINERGIC AGENTS O ¥ g OPHOSPHAMIDE
Antimyasthenic/Cholinergic Agents GLEOSTINE 10 MG, 40 2 New
. MG, 100 MG commercial
FIRDAPSE 3 ST; PA members to be
MESTINON TIMESPAN 7 referred to
TBCR (pyridostigmine AcariaHealth;
bromide) AC
MESTINON SOLN OR 7 PA LEUKERAN 2 AC
(pyridostigmine bromide) melphalan 1 AC

4=Self-

injectable Drugs  5=Preventive Drugs = 7=Brand Reference Only, Generic is Available PV=Preventive
Drugs AL=Age Limit PA=Prior Authorization =~ QL=Quantity Limit ST=Step Therapy = AC=Anti-
Cancer LA=Limited Access SP=Specialty Drug RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
MYLERAN TABS 2 AC LENVIMA 14 MG DAILY 2 SF; AC; Must
TEMODAR CAPS 100 7 AC DOSE use AcariaHith
SP pharmacy
MG, 140 MG, 180 MG, 1-844-538-
250 MG (temozolomide) 4661; QL(1 ea
temozolomide CAPS 1 AC daily); SP; AC;
. . PA
ATHTIEE R LENVIMA 18 MG DALY | 2 | SF; AC; Must
capecitabine 150 MG 1 AC DOSE use AcariaHIth
capecitabine 500 MG 1 AC Sf_ g Efggasfy
mercaptopurine TABS 1 AC 4661; QL(1 ea
methotrexate sodium 1 AC daily); AC; PA
TABS 2.5 MG LENVIMA 20 MG DAILY 2 SF;AA\C; MﬁIStL
: DOSE use Acaria
ONUREG TABS 3 AC; PA SP pharmacy
PURIXAN SUSP 3 |AL(Upto 13 yrs 1-844-538-
old); AC 4661; QL(1 ea
TABLOID 2 AC daily); SP; AC;
TREXALL TABS 5 MG, 3 AC PA
7.5 MG, 10 MG, 15 MG LENVIMA 24 MG DAILY 2 SF;':\C; MﬁIStL
. DOSE use Acaria
XATMEP SOLN 2 AC; PA SP pharmacy
XELODA 500 MG 7 AC 1-844-538-
(capecitabine) 4661; QL(1 ea
XELODA 150 MG 7 AC daily): SP: AC;
capecitabine
(capecitabine) LENVIMA 4 MG DAILY 2 | SF; AC; Must
Antineoplastic - Angiogenesis Inhibitors DOSE use AcariaHIth
INLYTA 3 | SF; AC; Must SP pharmacy
. 1-844-538-
use AcariaHlth 4661: QL(1 ea
SP pharmacy dail )’. SP: AC:
1-844-538- y BA ;
4661 PSAI:’ AC; LENVIMA 8 MG DAILY 2 SF;AA\C; Mﬁlst}\
LENVIMA 10 MG DAILY | 2 | SF; AC; Must | |DOSE 'SP pharmacy
DOSE use AcariaHIth
1-844-538-
SP pharmacy 4661; QL(1 ea
1-844-538- daily}: AC: PA
4661; QL(1 ea —
daily); SP; AC; | |Antineoplastic - Anti-HER2 Agents
PA . . .
3 PA; AC; AC;
LENVIMA 12MG DAILY 2 SF; AC; Must TUKYSA PA
DOSE use AcariaHlth : : o
SP pharmacy | |[Antineoplastic - BCL-2 Inhibitors
1-844-538- | |\/ENCLEXTA STARTING | 2 | PA;AC;AC;
4661; QL(1 ea PA
daily); SP; AC, | |PACK TBPK
PA VENCLEXTA TABS 50 2 PA; AC; AC;
MG PA

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access

PA=Prior Authorization

SP=Specialty Drug

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
VENCLEXTA TABS 100 2 PA; AC; QL(4 | |ARIMIDEX (anastrozole) S Grand
MG ea daily); AC; Fathered Plans
PA at Tier 2; QL(1
VENCLEXTA TABS 10 2 PA; AC; QL(2 ea daily); PV;
MG ea daily); AC; AC
PA AROMASIN 5 Grand

; P i exemestane Fathered Plans
Antineoplastic - EGFR Inhibitors ( ) ot Tier 2: Pv.
erlotinib hcl 1 | PA; AC; Must AC

use AcariaHlth| | picajytamide 1 |QL(1 ea daily);
Specialty AC
pharmacy 1- | [cASODEX 7 | QL(1 ea daily);
844-538-4661; | | (bjcalutamide) AC
A P IEMCYT 2 AC
geftinio | | ERLEADA 60 MG 3| SF;AC; Must
GILOTRIF 2 PA, 'AIQCA AC; use AcariaHlth
— TAC: SP pharmacy
IRESSA (gefitinib) 7 PA; AC; AC 1-844-538-
TAGRISSO 2 SP; AC; PA 4661; SP; AC;
TARCEVA (erlotinib hel) | 7 | PA; AC; Must PA
( ) use AcariaHIth | [ERLEADA 240 MG 3 Must use
844-538-4661; 4661; SP; AC;
; AC; PA PA
VIZIMPRO 2 PA; AC ; AC; | |[EULEXIN 2 AC
PA exemestane 3] - thGraéwg I

; . i athered Plans
Antineoplastic - Hedgehog Pathway Inhibitors at Tier 2; PV:
DAURISMO 2 PA AC
ERIVEDGE 2 | SF; AC; Must | [FARESTON (toremifene 7 AC

use AcariaHlth | | citrate)
SP pharmacy | [FEMARA (letrozole) 7 AC
1-844-538- -
4661; SP; AC; | |flutamide 1 AC
PA letrozole 1 AC
ODOMZO 2 AC LUPRON DEPOT (1- 2 | coveredw-

' ic - MONTH) KIT IM gender
Antineoplastic - Hormonal and Related Agents ) transformation
abiraterone acelate 3 Must use diagnosis; PA

AcariaHIth SP required for
pharmacy 1- other diagnosis
844-538-4665; | |LYSODREN 2 AC
ACLPA_ | megestrol acetate SUSP | 1 AC
anastrozole S Grand egestrol acetate
Fathered Plans| | megestrol acetate TABS 1 AC
at Tier 2; QL(1 | [NJLANDRON (nilutamide) | 7 AC
ea daily); PV, ; ;
AC nilutamide 1 AC
1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs 4=Self-

injectable Drugs
Drugs AL=Age Limit
Cancer
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5=Preventive Drugs
PA=Prior Authorization
LA=Limited Access

SP=Specialty Drug

QL=Quantity Limit

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter




XPOVIO 3 AC; PA
XPOVIO 80 MG TWICE 3 PA; AC; PA
WEEKLY

Antineoplastic Combinations

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
NUBEQA 3 SP; AC; PA | [INQOVI 3 PA; AC; PA
SOLTAMOX SOLN 3 Grand KISQALI FEMARA 200 2 PA; AC; Must
Fathered Plans| |DOSE use AcariaHlth
at Tier 2; PV Specialty
tamoxifen citrate TABS S Grand pharmacy 1-
Fathered Plans 844-538-4661;;
at Tier 2; PV; AC; PA
AC KISQALI FEMARA 400 2 | PA; AC; Must
toremifene citrate 1 AC DOSE use AcariaHlth
XTANDI CAPS 3 | SF; AC; Must Specialty
use AcariaHlth 82 4a5r:r3%a2)é ol
SP pharmacy :AC' IDA ”
1-844-538- a2\
4661: SP; AC: | |KISQALI FEMARA 600 2 PA; AC; Must
PA DOSE use AcariaHlth
XTANDI TABS 3 | SF; AC; Must Specialty
use AcariaHIth 851) 435::%3% 61
SP pharmacy TR 1
AC; PA
1-844-538-
4661: SP: AC: | |[LONSURF 2 | PA;AC; AC;
PA PA
YONSA &) AC; PA Antineoplastic Enzyme Inhibitors
ZYTIGA (abiraterone 7 Must use AFINITOR DISPERZ 7 | PA; AC; Must
acetate) AcariaHith SP | ITBSO (everolimus) use AcariaHIth
pharmacy 1- Specialty
844-538-4665; pharmacy 1-
AC; PA 844-538-4661;;
Antineoplastic - Immunomodulators QL(AS?F(HEHY);
POMALYST 3 | SF; AC; Must | [AF|NITOR TABS 7 [QL(1 ea daily):
use AcariaHlth (everolimus) SP: AC: PA
SP pharmacy —
1-844-538-" | |ALECENSA 2 | PA;AC; Must
4661: AC: PA use AcariaHIth
: : S Specialty
Antineoplastic - PDGFR-alpha Inhibitors pharmacy 1-
AYVAKIT 25 MG, 50 MG | 3 |QL(1 ea daily); 844-538-4661;
SP; AC; PA AC _PA .
AYVAKIT 100 MG, 200 3 | PAJAC; QL(1 | |ALUNBRIG TABS Rl PP AG
MG, 300 MG ea daily); SP;
PA ALUNBRIG TBPK 2 PA AF\)%\ AC
Antineoplastic - XPO1 Inhibitors BALVERSA 3 SF; AC: Must

use AcariaHIth
SP pharmacy
1-844-538-
4661; SP; AC;
PA

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access

PA=Prior Authorization
SP=Specialty Drug

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
BOSULIF CAPS 3 Must use FARYDAK 2 PA; AC; Must
AcariaHIth use AcariaHIth
Specialty Specialty
pharmacy 1- pharmacy 1-
844-538-4661; 844-538-4661;
SP; AC; PA ; AC; PA
BOSULIF TABS 3 Must use IBRANCE CAPS 2 SF; AC; Must
AcariaHIth use AcariaHIth
Specialty SP pharmacy
pharmacy 1- 1-844-538-
844-538-4661; 4661; AC; PA
SP; AC; PA | IBRANCE TABS 2 | SF; AC; Must
BRAFTOVI 75 MG 2 SF; AC; Must use AcariaHlth
use AcariaHlth SP pharmacy
SP pharmacy 1-844-538-
1-844-538- 4661; SP; AC;
4661; SP; AC; PA
PA ICLUSIG 10 MG, 30 MG 3 SF; Must use
BRUKINSA 3 PA; AC; AC; AcariaHIth SP
PA pharmacy 1-
CABOMETYX TABS 40 2 | QL(2 ea daily); 844-538-4661;
MG AC; PA QL(1 ea daily);
TV AC; PA
CABOMETYX TABS 20 2 | QL(1 ea daily); :
: ICLUSIG 15 MG, 45 MG 3 SF; AC; Must
MG, 60 MG AC; PA, use AcariaHIth
CALQUENCE 3 | QL(2 ea daily); SP pharmacy
C; PA 1-844-538-
CALQUENCE 3  |QL(2 ea daily); 4661; QL(1 ea
C; PA daily); AC; PA
CAPRELSA 2| PAACIACT | IDHIFA 3 | PAAC; AC;
PA
COMETRIQKIT S | PA /é,% AC; | limatinib mesylate 100MG | 1 |QL(3 ea daily);
AC; PA
COPIKTRA S | PA /éf/i; AC; | limatinib mesylate 400 MG | 1 QL(/% g2 Fgi/'ilily);
COTELLIC 2 | PA; AC; Must | [[BRUVICA CAPS 2 | PAAC; AC;
use AcariaHlth PA
Specialty | [|MBRUVICA TABS 2 | PA;AC; QL(1
pharmacy 1- ea daily); AC;
844-538-4661; PA
; AC; PA AC-AC
s 1A INREBIC 3 PA; AC; AC;
everolimus TABS 3 Q|S-(P1 Z% d%ljo)\/); PA
a2 JAKAFI 2 | PA;AC; QL(2
everolimus TBSO 3 | PA;AC; Must ea daily); AC;
use AcariaHlth PA
Specialty
pharmacy 1-

844-538-4661;;
QL(1 ea daily);
; PA

b

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter

injectable Drugs
Drugs AL=Age Limit
Cancer
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5=Preventive Drugs
PA=Prior Authorization
LA=Limited Access

SP=Specialty Drug

QL=Quantity Limit

4=Self-




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
KISQALI 2 SF; AC; Must | | pazopanib hcl 1 SF; AC; Must
use AcariaHlth use AcariaHlth
SP pharmacy SP pharmacy
1-844-538- 1-844-538-
4661; QL(1 ea 4661; AC; PA
daily); AC; PA | |PIQRAY 200MG DAILY 3 | PA; AC; Must
KOSELUGO 2 PA; AC; PA | IDOSE use AcariaHlith
lapatinib ditosylate 1 PA; AC; Must Specialty
P 4 use AcariaHlth pharmacy 1-
Specialty 844-5_38-4661 ;
pharmacy 1- ; PA
844-538-4661::| |PIQRAY 250MG DAILY 3 PA; AC; Must
AC: PA DOSE useS Aca.rlfT}[HIth
LORBRENA 2 SF; AC; Must pecialty
use AcariaHlth pharmacy 1- _
SP pharmacy 844-538-4661,
1-844-538- ; PA
4661; SP; AC: | |PIQRAY 300MG DAILY 3 PA; AC; Must
PA DOSE useS Aca.rliHIth
2 | QL(4 ea daily); pecialty
LYNPARZA TABS S(P e A)\/) 82'213%‘5%3&
MEKINIST TABS 2 PA; AC; AC; =9 PA ;
PA ;
MEKTOV! 2 | SF; AC; Must | |QINLOCK 3 | PA; AC Refer
use AcariaHlith to i%rytgeARx,
SP pharmacy L, FA
1-844-538-" | |RETEVMO 3 PA,; AIS%\ AC;
4661; SP; AC;
PA RUBRACA 2 PA; Aﬁ% AC;
3 Must use
NERLYNX AcariaHIth RYDAPT 2 SF; AC; Must
Specialty use AcariaHlIth
pharmacy 1- SP pharmacy
844-538-4661; 1-844-538-
SP; AC; PA 4661;PS:; AC;
NEXAVAR i 7 SF; AC; Must :
tosylate) (sorafenib use AcariaHlth | | sorafenib tosylate 1 SF; AC; Must
SP pharmacy use AcariaHlIth
1-844-538- SP pharmacy
L e
NINLARO e A et | [sPRYCEL 2 | SF; AC; Must

use Exactus
Specialty Rx 1-
866-458-9246;
QL(0.1 ea
daily); AC; PA

use AcariaHIth

SP pharmacy
1-844-538-

4661; AC; PA

1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs
5=Preventive Drugs
PA=Prior Authorization
LA=Limited Access

injectable Drugs
Drugs AL=Age Limit
Cancer

SP=Specialty Drug

QL=Quantity Limit

4=Self-

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
STIVARGA 3 SF; AC; Must | I TURALIO 200 MG 2 PA; AC; AC;
use AcariaHlth PA
SP pharmacy | I TYKERB (lapatinib 7 PA; AC; Must
1-844-538- ditosylate) use AcariaHIth
4661; AC; PA Specialty
sunitinib malate 25 MG 1 | SF; AC; Must pharmacy 1-
use AcariaHlth 844-538-4661;;
SP pharmacy AC; PA
1-844-538- | |[VERZENIO 3 |QL(2 ea daily);
4661; AC; PA AC; PA
sunitinib malate 12.5 MG, 1 SF; AC; Must | |\ITRAKVI CAPS 2 PA; AC; PA
37.5 MG, 50 MG Hse AcaniaHith | 1y TRAKVI SOLN 2 | PA/AC;PA
SP pharmacy
1-844-538- | |VOTRIENT 2 SF; AC; Must
4661; QL(1 ea use AcariaHIth
daily); AC; PA SP pharmacy
SUTENT 25 MG (sunitinib | 7 | SF; AC; Must 1-844-538-
malate) use AcariaHIth 4661; AC; PA
SP pharmacy | [VOTRIENT (pazopanib 7 | SF; AC; Must
1-844-538- | |hcl) use AcariaHIth
4661: AC; PA SP pharmacy
SUTENT 12.5 MG, 37.5 7 | SF; AC; Must 1-844-538-
MG, 50 MG (sunitinib use AcariaHlth 4661; AC; PA
malate) SP pharmacy | [XALKORI CAPS 2 | PA;AC; Must
1-844-538- use AcariaHlth
4661; QL(1 ea Specialty
daily); AC; PA pharmacy 1-
TABRECTA 3 PA; AC; Must 844-538-4661;
use AcariaHIth , AC; PA
Specialty XOSPATA 2 PA; AC; PA
pharmacy 1- 2 | PA;AC;AC;
844-538.4661: ZEJULA CAPS oA
AC, PA__| IZEJULA TABS 2 PA
TAFINLAR CAPS 2 US;Z; ﬁé;rilgﬂﬁﬁ}] ZELBORAF 2 [ PA AC. Must
use AcariaHIth
SP pharmacy Specialt
1-844-538- phaprrencelxac yy1 ]
4061, S A 844-538-4661;
2 1 2 | PAAC AC LAC; PA
I‘{'AAéLZENNA 0.25 MG, 855 7% ||zoLinza 2 PA: AC: Must
use AcariaHIth
use AcariaHlth pharmacy 1-
SP pharmacy 844-538-4661;
1-844-538- - AC: PA
4661; SP; AC; | 1ZYDELIG 2 | PAJAC;AC;
PA PA
TAZVERIK 3 PA
TIBSOVO 3 PA; AC; PA
1=Preferred Generics 2=Preferred Brands/High Cost Generics 3=Non-Preferred Brand Drugs 4=Self-

injectable Drugs
Drugs AL=Age Limit
Cancer LA=Limited Access
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5=Preventive Drugs
PA=Prior Authorization

SP=Specialty Drug

QL=Quantity Limit

7=Brand Reference Only, Generic is Available PV=Preventive
ST=Step Therapy = AC=Anti-
RX/OTC=Prescription & Over-the-Counter




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ZYKADIA TABS 8 | PA; AC; Must | |trihexyphenidyl hc! SOLN | 1
use AcariaHlith | Fypn ey bhenidyl hel TABS | 1
Specialty Xyp Y
pharmacy 1- | |Antiparkinson COMT Inhibitors
844-538-4661;
- AC: PA COMTAN (entacapone) 7
Antineoplastics Misc. entacapone 1
bexarotene 7 SP. AC: PA | |TASMAR (tolcapone) 7
3
HYDREA (hydroxyurea) 7 AC; AC tolcapone
hydroxyurea 1 AC: AC Antiparkinson Dopaminergics
MATULANE 2 AC; AC amantadine hcl CAPS 1
TARGRETIN 7 SP; AC; PA | |amantadine hcl TABS 3
(bexarotene) bromocriptine mesylate 1
tretinoin (chemotherapy) 1 AC; AC CAPS
Chemoth.erapy .Rescue/Antidot:z/Protectivz CAgents ?_fgg’;g" ’g%}g mesylate 1
leucovorin calcium TABS carbidopa-levodopa- 1
MESNEX TABS 3 | AC; Must use || entacapone
AcariaHIth .
Specialty carbidopa-levodopa TABS | 1
pharmacy 1- | |carbidopa-levodopa 1 | QL(8 ea daily)
844-538-4661; | | TBCR 100 MG-25 MG
, AC carbidopa-levodopa 1
Mitotic Inhibitors TBCR 200 MG-50 MG
i 1 AC; AC carbidopa-levodopa 3
etoposide CAPS | | Ly
Topoisomerase | Inhibitors DHIVY TABS 2
HYCAMTIN CAPS 2 | PAJAC; Must | IpyoPA SUSP 3 PA
use AcariaHlth 3 BA
pharmacy 1- | |[KYNMOBI TITRATION 3 PA
844-538-4661; | |[KIT KIT
g | KYNMOBI FILM 3 PA
ANTIPARKINSON AND RELATED THERAPY MIRAPEX ER TB24 0 375 7
AGENTS - Drugs to Treat Parkinson's Disease MG, 0.75 MG, 1.5 MG,
. . . . 2.25 MG, 3.75 MG, 4.5
Antiparkinson Adjunctive Therapy MG (pramipexole
LODOSYN (carbidopa) 7 MIRAPEXER TB243MG | 7 | QL(1 ea daily)
(pramipexole
Antiparkinson Anticholinergics dihy