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Express Scripts Medicare (PDP)
2024 Formulary (List of Covered Drugs)

PLEASE READ: THIS DOCUMENT CONTAINS INFORMATION
ABOUT SOME OF THE DRUGS COVERED BY THIS PLAN

Formulary ID Number: 24237, v7

This formulary was updated on 08/22/2023. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

Note to current members: This formulary has changed since last year. Please review this document to
understand your plan’s drug coverage.

99 ¢

When this drug list (formulary) refers to “we,” “us” or “our,” it means Medco Containment Life
Insurance Company or Medco Containment Insurance Company of New York (for employer plans
domiciled in New York). When it refers to “plan” or “our plan,” it means Express Scripts Medicare.

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 22, 2023. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2025. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1.800.268.5707 (TTY: 1.800.716.3231).

This document is available in braille. Please contact Customer Service if you need plan information in
another format.
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What is the Express Scripts Medicare formulary?

The list of drugs covered by the plan is also known as the “formulary.” It contains a list of highly
utilized Medicare Part D drugs selected by Express Scripts Medicare in consultation with a team of
health care providers, which represents the prescription therapies believed to be a necessary part of a
quality treatment program. The formulary also includes information on requirements or limits for some
covered drugs that are part of Express Scripts Medicare’s standard formulary rules. Your specific plan
may provide coverage of additional drugs that are not listed in this formulary, and your plan may
have different plan rules and coverage. For more information on your plan’s specific drug coverage,
please review your other plan materials, visit us on the Web at express-scripts.com or contact Customer
Service.

Express Scripts Medicare will generally cover a drug as long as the drug is medically necessary,
the prescription is filled at an Express Scripts Medicare network pharmacy and other plan rules
are followed. For more information on how to fill your prescriptions, please review your other
plan materials.

Can my drug coverage change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the drug list
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow
Medicare rules in making these changes.

Changes that can affect you this year: In the cases below, you will be affected by coverage
changes during the year:

e New generic drugs. We may immediately remove a brand-name drug on our formulary if we are
replacing it with a new generic drug that will appear on the same or lower cost-sharing tier and
with the same or fewer restrictions. Also, when adding the new generic drug, we may decide to
keep the brand-name drug on our formulary, but immediately move it to a different cost-sharing
tier or add new restrictions. If you are currently taking that brand-name drug, we may not tell
you in advance before we make that change, but we will later provide you with information
about the specific change(s) we have made.

o If we make such a change, you or your prescriber can ask us to make an exception and
continue to cover the brand-name drug for you. The notice we provide you will also
include information on how to request an exception, and you can also find information in
the section below entitled “How do I request an exception to the formulary?”

e Drugs removed from the market. If the Food and Drug Administration deems a drug on our
formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we will
immediately remove the drug from our formulary and provide notice to members who take the
drug.

e Other changes of the drug. We may make other changes that affect members currently taking a
drug. For instance, we may add a generic drug that is not new to the market to replace a
brand-name drug currently on the formulary or add new restrictions to the brand-name drug or
move it to a different cost-sharing tier or both. Or we may make changes based on new clinical
guidelines. If we remove drugs from our formulary or add prior authorization, quantity limits
and/or step therapy restrictions on a drug or move a drug to a higher cost-sharing tier, if
applicable, we must notify affected members of the change at least 30 days before the change
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becomes effective or at the time the member requests a refill of the drug, at which time the
member will receive a one-month supply of the drug.

o If we make these other changes, you or your prescriber can ask us to make an exception
and continue to cover the brand-name drug for you. The notice we provide you will also
include information on how to request an exception, and you can also find information in
the section below entitled “How do I request an exception to the formulary?”

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2024 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2024 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the Drug List for the new benefit year for any changes to drugs.

To get current information about the drugs covered by our plan, please contact us. Our contact
information appears on the front and back covers.

How do I use the formulary?
There are two ways to find your drug within the formulary:

Medical Condition
The formulary begins on page 1. The drugs in this formulary are grouped into categories depending
on the type of medical conditions that they are used to treat. For example, drugs used to treat a heart
condition are listed under the category “Cardiovascular, Hypertension/Lipids.”

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 152. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

Both brand-name drugs and generic drugs are covered under this plan. A generic drug is approved by the
FDA as having the same active ingredient(s) as the brand-name drug. Generally, generic drugs cost less
than brand-name drugs.

Are there any restrictions on my coverage?
Some covered drugs may have additional requirements or limits on coverage. These requirements and
limits may include:

e Prior Authorization: You or your doctor is required to get prior authorization for certain drugs.
This means that you will need to get approval from the plan before you fill your prescriptions. If
you don’t get approval, the drugs may not be covered. These drugs are noted with “PA” next to
them in the formulary.
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Some drugs may be covered under Part B or under Part D, depending on your medical condition.
Your doctor will need to get a prior authorization for these drugs as well, so your pharmacy can
process your prescription correctly.

e Quantity Limits: For certain drugs, the amount of the drug that will be covered by the plan is
limited. The plan may limit how much of a drug you can get each time you fill your prescription.
For example, if it is normally considered safe to take only one pill per day for a certain drug, we
may limit coverage for your prescription to no more than one pill per day. These drugs are noted
with “QL” next to them in the formulary.

e Step Therapy: In some cases, you are required to first try certain drugs to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and
Drug B both treat your medical condition, we may not cover Drug B unless you try Drug A first.
If Drug A does not work for you, we will then cover Drug B. These drugs are noted with “ST”
next to them in the formulary.

You may be able to find out if your drug has any additional requirements or limits by looking in the drug
list that begins on page 1. Note: This drug list includes all possible restrictions and limits on coverage.
The requirements and limits may not apply to your plan’s specific coverage. To confirm whether a
particular drug is covered, visit us on the Web at express-scripts.com or contact Customer Service.

You can ask us to make an exception to these restrictions or limits. See the section “How do I request an
exception to the formulary?” below for information about how to request an exception.

What if my drug is not listed on this formulary?
If your drug is not included in this list of covered drugs, you should first contact Customer Service and
ask if your drug is covered.

If you learn that your drug is not covered, you have two options:

e You can ask our Customer Service department for a list of similar drugs that are covered. When
you receive the list, show it to your doctor and ask him or her to prescribe a similar drug that is
covered.

e You can ask us to make an exception and cover your drug. See below for information about how
to request an exception.

You should talk to your doctor to decide if you should switch to an appropriate drug that the plan covers
or request an exception so that the plan will cover the drug you are taking.

How do I request an exception to the formulary?
You can ask us to make an exception to our coverage rules. There are several types of exceptions that
you can ask us to make.

e You can request coverage of a drug that is not currently covered by this plan. If approved, the
drug will be covered at a pre-determined cost-sharing level, and you will not be able to ask us to
provide the drug at a lower cost-sharing level.
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® You can ask us to cover a formulary drug at a lower cost-sharing level. If approved, this would
lower the amount you must pay for your drug. In certain Express Scripts Medicare plans, you
cannot ask us to change the cost-sharing tier for any drug in the specialty tier, if applicable.

e You can ask us to waive coverage restrictions or limits on your drug. For example, for certain
drugs, Express Scripts Medicare limits the amount of the drug it will cover. If your drug has a
quantity limit, you can ask us to waive the limit and cover a greater amount.

You should contact us to ask for an initial coverage decision for a formulary, tier or utilization
restriction exception. When you are requesting an exception, you should submit a statement from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You can request an expedited (fast)
exception if you or your doctor believes that your health could be seriously harmed by waiting up to

72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than
24 hours after we get a supporting statement from your doctor or other prescriber.

Generally, your request for an exception will only be approved if the alternative drugs that are covered,
the lower-tiered drugs or the additional utilization restrictions would not be as effective in treating your
condition and/or would cause you to have adverse medical effects.

How do I request an appeal?

If we make a coverage decision and you are not satisfied with this decision, you can “appeal” the
decision. An appeal is a formal way of asking us to review and change a coverage decision we have
made. To start an appeal, you, your doctor or your representative must contact us.

When you make an appeal, we review the coverage decision we have made to check to see if we were
following all of the rules properly. Your appeal is handled by different reviewers than those who made
the original unfavorable decision. When we have completed the review, we give you our decision.

For more information about the appeals process, you may contact Customer Service using the
information provided on the front and back covers of this document.

Can I get a temporary transition supply while I wait for an exception decision?

As a new or continuing member in our plan, you may be taking drugs that are not covered from one year
to the next. Or, you may be taking a drug that is covered but your ability to get it is limited. For
example, you may need a prior authorization from us before you can fill your prescription. You should
talk to your doctor to decide if you should switch to an appropriate drug that we cover or request an
exception so that we will cover the drug you take. While you talk to your doctor to determine the right
course of action for you, or while you wait for a coverage decision from us, we may cover a temporary
transition supply of your drug in certain cases during the first 90 days that you are enrolled in the plan or
at the start of a new coverage year.

For each of your drugs that is not on our formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for a one-month supply. If your prescription is written for fewer days, we’ll allow refills
to provide up to a maximum of a one-month supply of medication. After your first refill of a one-month
supply, we will not pay for these drugs, even if you have been a plan member less than 90 days.
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If you are a resident of a long-term care facility and you need a drug that is not on our formulary, or if
your ability to get your drug is limited but you are past the first 90 days of membership in our plan, we
will cover a minimum of a 31-day emergency transition supply of that drug while you pursue an
exception.

Other times when we will cover at least a temporary 30-day transition supply (or less, if you have a
prescription written for fewer days) include:
e  When you enter a long-term care facility
When you leave a long-term care facility
When you are discharged from a hospital
When you leave a skilled nursing facility
When you cancel hospice care
When you are discharged from a psychiatric hospital with a medication regimen that is
highly individualized

Express Scripts Medicare will send you a letter within 3 business days of your filling a temporary
transition supply notifying you that this was a temporary supply and explaining your options.

Other coverage that your plan may provide

Your plan may also cover categories of “excluded” drugs that are not normally covered by a Medicare
prescription drug plan and are not listed in the formulary. Drugs in the following categories may be
covered subject to the rules and limitations of your specific plan:

e Prescription drugs when used for anorexia, weight loss or weight gain

e Prescription drugs when used to promote fertility

e Prescription drugs when used for cosmetic purposes or to promote hair growth

e Prescription drugs when used for the symptomatic relief of cough or colds

e Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)

e Drugs when used for the treatment of sexual or erectile dysfunction

e Over-the-counter (OTC) diabetic supplies

e Federal Legend Part B medications — for example, oral chemotherapy agents
(e.g., TEMODAR®, XELODA®)

e Non-prescription drugs, also known as over-the-counter (OTC) drugs

e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale.

Please contact Customer Service for additional information about your plan’s specific drug coverage and
your cost-sharing amount. Please note: Costs for excluded drugs not normally covered by a Medicare
prescription drug plan will not count toward your Medicare prescription drug yearly deductible (if
applicable), total drug costs or yearly out-of-pocket expenses.

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 152.

The “Drug Name” column of the chart lists the drug name. Brand-name drugs are capitalized
(e.g., CRESTOR™) and generic drugs are listed in lowercase italics (e.g., atorvastatin). The information
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in the “Requirements/Limits” column tells you if there are any special requirements for coverage of
that particular drug.

If you are not sure whether your drug is covered, please visit our website or contact Customer
Service using the information provided on the front and back covers of this formulary.

Your Costs

The amount you pay for a covered drug will depend on:

e Your coverage stage. Your plan has different stages of coverage. In each stage, the amount you

pay for a drug may change. Please refer to your other plan documents for more information
about your specific prescription drug benefit.

e The drug tier for your drug. Each covered drug is in one of five drug tiers. Each tier may have
a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs are

included in each tier and shows how costs may change with each tier.

Your other plan materials have more information about your plan’s coverage stages and list the specific

cost-sharing amounts for each tier.

Drug Tiers
Tier Includes Helpful tips
Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing
Preferred commonly prescribed preferred | amount.
Generic generic drugs.
Drugs
Tier 2: This tier includes prescribed Drugs in this tier will generally have lower
Generic generic drugs. cost-sharing amounts than brand drugs.
Drugs
Tier 3: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred
Brand Drugs | some generic drugs. drugs.
Tier 4: This tier includes non-preferred | Many non-preferred drugs have lower-cost
Non- brand-name drugs as well as alternatives. Ask your doctor if switching to a
Preferred some generic drugs. lower-cost generic or preferred brand-name
Drugs drug may be right for you.
Tier 5: This tier includes very high cost | To learn more about medications in this tier,
Specialty Tier | brand-name and generic drugs. you may contact a pharmacist using the
Drugs information provided on the front and back

covers of this formulary.

If you qualify for Extra Help
If you qualify for Extra Help from Medicare to help pay for your prescription drugs, your cost-sharing
amounts may be lower than your plan’s standard benefit. Members who qualify for Extra Help will
receive a notice called “Important Information for Those Who Receive Extra Help Paying for Their
Prescription Drugs” (“Low Income Rider” or “LIS Rider”). Please read it to find out what your costs
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are. You can also contact Customer Service with any questions using the information listed on the front
and back covers of this formulary.

For more information
For more detailed information about your Medicare prescription drug coverage and your plan’s specific
costs, please review your other plan materials.

If you need additional information on network pharmacies or if you have any other questions, please
contact our Customer Service department using the information provided on the front and back covers
of this formulary.

If you have general questions about Medicare prescription drug coverage, please call Medicare at
1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call
1.877.486.2048. Or visit https://www.medicare.gov.

Below is a list of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

Note: The following drug list includes all possible restrictions and limitations. Depending on your
plan’s specific benefit, you may not experience every restriction or limit indicated in the list.

To confirm your plan’s specific coverage, contact Customer Service using the information provided on
the front and back covers of this formulary or visit us on the Web at express-scripts.com.

List of abbreviations

LA: Limited Availability. This prescription drug may be available only at certain pharmacies. For
more information, contact Customer Service using the information provided on the front and back
covers of this formulary.

MO: Mail-Order Drug. This prescription drug is available through Express Scripts® Pharmacy, our
home delivery service, as well as through select retail network pharmacies. It may also be available
through other network pharmacies. Consider using our home delivery service for your long-term
(maintenance) medications, such as high blood pressure medications. Retail network pharmacies may be
more appropriate for short-term prescriptions, such as antibiotics.

PA: Prior Authorization. The plan requires you or your doctor to get prior authorization for certain
drugs. This means that you will need to get approval before you fill your prescription. If you don’t get
approval, we may not cover this drug.

QL: Quantity Limit. For certain drugs, the plan limits the amount of the drug that we will cover.

ST: Step Therapy. In some cases, the plan requires you to first try a certain drug to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.

V: This vaccine is provided to adults at no cost when used based on recommendations by the Centers for

Disease Control and Prevention’s (CDC) Advisory Committee on Immunization Practices (ACIP).
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fluconazole 2 MO
fluconazole in nacl 2 PA; MO
(iso-osm)
ANTIFUNGAL intravenous
AGENTS piggyback 200
ABELCET 4  PA;MO mgl100 ml
AMBISOME 5 PA fluconazole in nacl 2 PA
amphotericin b 2 PA; MO (lSO-OSWl)
intravenous
ANCOBON 5 MO piggyback 400
CANCIDAS 5 mgl200 ml
caspofungin 2 Sflucytosine 5 MO
clotrimazole mucous 2 MO griseofulvin 2 MO
membrane microsize
CRESEMBA 5 PA griseofulvin 2 MO
ORAL ultramicrosize
DIFLUCAN 4 MO itraconazole oral 2 MO; QL
ORAL capsule (120 per 30
SUSPENSION days)
FOR itraconazole oral 2 MO
RECONSTITUTI solution
ON ketoconazole oral 2 MO
DIFLUCAN 4 MO micafungin 5 MO
ORAL TABLET £
100 MG, 150 MG, NOXAFIL ORAL PA; MO;
200 MG SUSP,DELAYED QL (32 per
ERAXIS(WATER 5 MO EEE&A\ISE FOR 30 days)
DILUENT)
INTRAVENOUS NOXAFIL ORAL 5 PA; MO;
RECON SOLN SUSPENSION QL (630 per
100 MG 30 days)
ERAXIS(WATER 4 MO NOXAFIL ORAL 5 PA; MO;
DILUENT) TABLET,.DELAY QL (96 per
INTRAVENOUS ED RELEASE 30 days)
RECON SOLN 50 (DR/EC)
MG nystatin oral 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
posaconazole oral 5 PA; MO; abacavir-lamivudine 2 MO
suspension QL (630 per acyclovir oral 2 MO
30 days) capsule
posaconazole oral 5 PA; MO; acyclovir oral ? MO
tablet,delayed QL (96 per suspension 200 mgl3
release (drlec) 30 days) ml
gl;oﬁA(?Iﬁ)ﬁULE 4 1\112%3 QL3O acyclovir oral tablet MO
Ela s)p o acyclovir sodium PA; MO
y intravenous solution
g%oﬁANOX . MO adefovir 2 MO
SOLUTION amantadine hcl 2 MO
terbinafine hcl oral 2 MO APTIVUS S MO
TOLSURA 5 PA; MO:; atazanavir 2 MO
QL (120 per BARACLUDE 5 MO
30 days) BIKTARVY 5 MO
VFEND IV 4 PA; MO CIMDUO 5 MO
;’55}1:5\](8)%& > PAJMO COMBIVIR 4 MO
FOR N COMPLERA 5 MO
RECONSTITUTI darunavir 5 MO
ON ethanolate
VFEND ORAL 4  PA;MO DELSTRIGO > MO
TABLET DESCOVY 5 MO
VIVIOA 5 PA; QL (18 DOVATO 5 MO
per 84 days) EDURANT 5 MO
;;gx:zzje 5> PAMO efavirenz 2 MO
: efavirenz- 5 MO
vorzconqzole oral 5 PA; MO emtricitabin-tenofov
iZiﬁ Z’sll;)u’;j; (Z efavirenz-lamivu- 5 MO
tenofov diso
voriconazole oral 2 PA; MO f . 'p
rablet emtricitabine 2 MO
emtricitabine- 2 MO
ANTIVIRALS tenofovir (tdf)
abacavir 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

EMTRIVA ORAL 4 MO HARVONI ORAL 5  PA; MO;

CAPSULE PELLETS IN QL (56 per

EMTRIVA ORAL 3 MO PACKET 45-200 28 days)

SOLUTION MG

ontecavir > MO HARVONI ORAL 5  PA; MO;

EPCLUSA ORAL 5  PA; MO; E/IAE?LET 45-200 SSL d(a%s)per

PELLETS IN QL (28 per y

PACKET 150-37.5 28 days) HARVONIORAL 5 PA; MO;

MG TABLET 90-400 QL (28 per

EPCLUSAORAL 5  PA;MO; MG 28 days)

PELLETS IN QL (56 per INTELENCE > MO

PACKET 200-50 28 days) ORAL TABLET

MG 100 MG, 200 MG

EPCLUSA ORAL 5  PA;MO; INTELENCE 4 MO

TABLET 200-50 QL (56 per ORAL TABLET

MG 28 days) 25 MG

EPCLUSA ORAL 5  PA;MO; ISENTRESS HD > MO

TABLET 400-100 QL (28 per ISENTRESS 5 MO

MG 28 days) ORAL POWDER

EPIVIR 4 MO IN PACKET

EPZICOM 5 MO ISENTRESS 5 MO

etravirine 5 MO ?SP];I;I”I";::SLET 5 VO

EVOTAZ 5 MO ORAL

famciclovir 2 MO TABLET.CHEWA

fosamprenavir 2 MO BLE 100 MG

FUZEON 5 MO ISENTRESS 3 MO

SUBCUTANEOU ORAL

S RECON SOLN TABLET,CHEWA

GENVOYA 5 MO BLE 25 MG

HARVONI ORAL 5  PA; MO; JULUCA > MO

PELLETS IN QL (28 per KALETRAORAL 4 MO

PACKET 33.75- 28 days) SOLUTION

150 MG KALETRAORAL 4 MO

TABLET 100-25
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Requiremen Drug Name Drug Requiremen

ts/Limits Tier  ts/Limits
KALETRA ORAL MO oseltamivir 2 MO
TABLET 200-50 PIFELTRO 5 MO
MG PREVYMIS 5 PA; MO;
lamivudine MO ORAL QL (30 per
lamivudine- MO 30 days)
zidovudine PREZCOBIX 5 MO
LEDIPASVIR- PA; MO; PREZISTAORAL 5 MO
SOFOSBUVIR QL (28 per SUSPENSION

28 days) PREZISTAORAL 4 MO
LEXIVA ORAL MO TABLET 150 MG,
SUSPENSION 75 MG
LEXIVA ORAL MO PREZISTA ORAL 5 MO
TABLET TABLET 600 MG,
LIVTENCITY PA; LA; 800 MG

QL (120 per RELENZA 4 MO

30 days) DISKHALER
lopinavir-ritonavir MO RETROVIR 4 MO
maraviroc MO ORAL CAPSULE
MAVYRET PA; MO; RETROVIR 4 MO
ORAL PELLETS QL (168 per ORAL SYRUP
IN PACKET 28 days) REYATAZ ORAL 5 MO
MAVYRET PA; MO; CAPSULE 200
ORAL TABLET QL (84 per MG, 300 MG

28 days) REYATAZ ORAL 5 MO
nevirapine oral POWDER IN
suspension PACKET
nevirapine oral MO ribavirin oral 2 MO
tablet capsule
nevirapine oral MO ribavirin oral tablet 2 MO
tablet extended 200 mg
release 24 hr rimantadine MO
NORVIR ORAL MO ritonavir MO
POWDER IN
PACKET RUKOBIA MO
ODEFSEY MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

SELZENTRY 3 MO TIVICAY ORAL 3 MO
ORAL TABLET 10 MG
SOLUTION TIVICAY ORAL 5 MO
SELZENTRY 5 MO TABLET 25 MG,
ORAL TABLET 50 MG
150 MG, 300 MG TIVICAY PD 5 MO
SELZENTRY 3 MO TRIUMEQ 5 MO
ORAL TABLET
25 MG, 75 MG TRIUMEQ PD 5 MO
SITAVIG 4 MO TRIZIVIR ) MO
SOFOSBUVIR- 5 PA; MO; TRUVADA > MO
VELPATASVIR QL (28 per TYBOST 4 MO

28 days) valacyclovir oral 2 MO; QL
SOVALDI ORAL 5 PA; MO; tablet 1 gram (120 per 30
PELLETS IN QL (28 per days)
PACKET 150 MG 28 days) valacyclovir oral 2 MO; QL
SOVALDI ORAL 5  PA;MO; tablet 500 mg (60 per 30
PELLETS IN QL (56 per days)
PACKET 200 MG 28 days) VALCYTE MO
SOVALDI ORAL 5 PA; MO; valganciclovir oral MO
TABLET 200 MG QL (56 per recon soln

28 days) valganciclovir oral 2 MO
SOVALDI ORAL 5 PA; MO; tablet
TABLET 400 MG QL (28 per VALTREX ORAL 4 MO: QL

28 days) TABLET 1| GRAM (120 per 30
STRIBILD 5 MO days)
SUNLENCA 5 VALTREX ORAL 4 MO; QL
ORAL TABLET 500 MG (60 per 30
SYMFI 5 MO days)
SYMFI LO 5 MO VEMLIDY MO
SYMTUZA 5 MO VIRACEPT MO
TAMIFLY . ES viREAD oRAL [ o
tenofovir disoproxil 2 MO POWDER

fumarate

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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VIREAD ORAL 4 MO cefadroxil oral 2 MO
TABLET 150 MG, suspension for
200 MG, 250 MG reconstitution 250
VIREAD ORAL 5 MO mgl5 ml, 500 mgl5
TABLET 300 MG ml
VOSEVI 5 PA; MO:; cefadroxil oral 2 MO
QL (28 per tablet
28 days) cefazolin injection 2 MO
XOFLUZA ORAL 3 MO recon soln 1 gram,
TABLET 40 MG, 500 mg
80 MG cefazolin injection 2
ZEPATIER 5 PA; MO; recon soln 10 gram
QL (28 per cefdinir 2 MO
28 days) cefepime injection 2 MO
Z1IAGEN 4 MO cefixime 5 MO
zidovudine 2 MO cefoxitin 5 PA: MO
CEPHALOSPO intravenous recon
RINS soln 1 gram, 2 gram
AVYCAZ 5  PA;MO cefoxitin 2 PA
; ; ; 5 M intravenous recon
cefaclor oral capsule O soln 10 gram
cefaclor‘ oral 2 MO cefpodoxime 7 MO
suspension for -
reconstitution 125 cefprozil MO
mgl5 ml ceftazidime injection 2 PA; MO
cefaclor oral 5 recon soln 1 gram, 2
suspension for gram
reconstitution 250 ceftazidime injection 2 PA
mgl5 ml, 375 mgl5 recon soln 6 gram
ml ceftriaxone injection 2 MO
cefaclor oral tablet 2 MO recon soln 1 gram, 2
extended release 12 gram, 250 mg, 500
hr mg
cefadroxil oral 2 MO ceftriaxone injection 2
capsule recon soln 10 gram
cefuroxime axetil 2 MO

oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
cefuroxime sodium 2 PA; MO azithromycin oral 2
injection recon soln tablet 250 mg (6
750 mg pack), 500 mg (3
cefuroxime sodium 2 PA; MO pack)
intravenous recon azithromycin oral 2 MO
soln 1.5 gram tablet 250 mg, 500
cephalexin 2 MO mg, 600 mg
SUPRAX ORAL 4 MO clarithromycin 2 MO
CAPSULE DIFICID ORAL 5 QL (136 per
SUPRAX ORAL 4 MO SUSPENSION 10 days)
SUSPENSION FOR
FOR RECONSTITUTI
RECONSTITUTI ON
ON 200 MG/5 ML DIFICID ORAL 5 MO; QL
SUPRAX ORAL 4 TABLET (20 per 10
SUSPENSION days)
FOR e.e.s. 400 oral tablet 2 MO
RECONSTITUTI EES. 4 MO
ON 500 MG/5 ML GRANULES
SUPRAX ORAL 4 MO ERYPED 200 4 MO
gé]]; LET.CHEWA ERYPED 400 4 MO
e ) ery-tab oral 2 MO
tazicef injection PA; MO tablet,delayed
TEFLARO PA; MO release (drlec) 250
ZERBAXA PA mg, 333 mg
ERYTHROMYC ERY-TAB ORAL 4 MO
INS / OTHER TABLET.DELAY
MACROLIDES ED RELEASE
h : 5 PA: MO (DR/EC) 500 MG
qzzt N ’ erythrocin (as 2 MO
intravenous
: ‘ stearate) oral tablet
azzt]}czrtomycm oral 2 MO 250 mg
pacret. ERYTHROCIN 4  PA;MO
azithromycin oral 2 MO INTRAVENOUS
suspension for RECON SOLN
reconstitution 500 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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erythromycin 2 MO ARIKAYCE 5 PA; LA
ethylsuccinate oral atovaquone 9 MO
SUsp enSfonf or atovaquone- 2 MO
reconstitution .
‘ proguanil
erythromycin . 1 © AZACTAM 4  PA;MO
ethylsuccinate oral
tablet aztreonam 2 PA; MO
erythromycin oral 2 MO BENZNIDAZOLE 4 MO
ZITHROMAX 4  PA;MO BETHKIS > PAJMO;
INTRAVENOUS QL (224 per
ZITHROMAX 4 MO 28 days)
ORAL PACKET BILTRICIDE 4 MO
ZITHROMAX 4 MO CAYSTON 5 Pi; 122/10;( .
ORAL LA; QL
SUSPENSION per 56 days)
FOR chloroquine 2 MO
RECONSTITUTI phosphate
ON CLEOCIN HCL 4 MO
ZITHROMAX 4 MO CLEOCIN 4 MO
ORAL TABLET PEDIATRIC
;51(;11\{/[;(’)15\212(/[(} 1 MO clindamycin hcl 2 MO
TRL.PAK clindamycin in 5 % 2 PA; MO
ZITHROMAX Z 4 MO dextrose
) clindamycin 2 MO
PAK Lo
pediatric
MISCELLANEO clindamycin 2 PA; MO
IAJliTIINFECTIV phosphate injection
clindamycin 2 PA; MO
ES phosphate
AEMCOLO 4 MO; QL intravenous
é 12 p)er 30 COARTEM 4 MO
ays —p
colistin 2 PA; MO;
albendazole S MO (colistimethate na) QL (30 per
amikacin injection 2 PA; MO 10 days)
Sollulion 500 mg/2 CUBICIN RF 5 MO
m

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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DALVANCE 5 PA; MO IMPAVIDO 5 PA; MO
dapsone oral 2 MO INVANZ 4 PA; MO;
DAPTOMYCIN 5 MO INJECTION QL (14 per
INTRAVENOUS 14 days)
RECON SOLN isoniazid oral 2 MO
350 MG ivermectin oral 2 PA; MO;
daptomycin 5 MO QL (20 per
intravenous recon 30 days)
soln 500 mg KITABIS PAK 5  PA;MO;
DARAPRIM PA QL (280 per
EMVERM MO 28 days)
ertapenem PA; MO; KRINTAFEL 4 MO

QL (14 per LAMPIT 4 MO

14 days) linezolid in dextrose 2 PA; MO
ethambutol 2 MO 5%
FIRVANQ 4 QL (450 per linezolid oral 5 MO

10 days) suspension for
FLAGYL ORAL 4 MO reconstitution
CAPSULE linezolid oral tablet 2 MO
gentamicin in nacl 2 PA; MO MALARONE 4 MO
(iso-osm) MALARONE 4 MO
intravenous PEDIATRIC
piggyback 100 .
mg!100 ml, 60 mefloquine 2 MO
mg/50 ml, 80 mg/50 MEPRON S MO
ml meropenem 2 PA; MO;
gentamicin in nacl P PA intravenous recon QL (30 per
(iso-0sm) soln 1 gram 10 days)
intravenous meropenem 2 PA; MO;
piggyback 80 intravenous recon QL (10 per
mgl100 ml soln 500 mg 10 days)
gentamicin injection 2 PA; MO metronidazole in 2 PA; MO
solution 40 mgiml nacl (iso-0s)
HUMATIN 4 MO metronidazole oral 2 MO
hydroxychloroquine 2 MO
imipenem-cilastatin 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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MYAMBUTOL 4 MO SIVEXTRO 5 PA
ORAL TABLET INTRAVENOUS
400 MG SIVEXTRO 5 MO
MYCOBUTIN 4 MO ORAL
NEBUPENT 4 PA; MO; SOLOSEC 4 MO

QL (1 per STREPTOMYCIN 5  PA; MO;

28 days) QL (60 per
neomycin 2 MO 30 days)
nitazoxanide 5 MO STROMECTOL 4 PA; MO;
paromomycin 2 MO QL (20 per
PENTAM 4 MO N 30 days)
pentamidine 2 PA; MO; tz‘gécy cline > PA; MO
inhalation QL (1 per tinidazole 2 MO

28 days) TOBI 5 PA; MO;
pentamidine 2 MO QL (280 per
injection 28 days)
PLAQUENIL 4 MO TOBI 5 MO;QL
polymyxin b sulfate 2 PA; MO PODHALER 51232)/45)13 er 56
praziquantel 2 MO tobramycin in 0.225 5 PA; MO;
PRETOMANID 4 PA % nacl QL (280 per
PRIFTIN 3 MO 28 days)
PRIMAQUINE 4 MO tobramycin 5 PA; MO;
PRIMAXIN IV 4 PA:; MO inhalation QL (224 per
INTRAVENOUS 28 days)
RECON SOLN tobramycin sulfate 2 PA; MO
500 MG injection solution
pyrazinamide 2 MO TRECATOR 4 MO
pyrimethamine 5 PA; MO TYGACIL 5 PA; MO
QUALAQUIN 4 MO VABOMERE 4 PA
quinine sulfate 2 MO VANCOCIN 4 PA; MO;
rifabutin ) MO ORAL CAPSULE QL (40 per
rifampin ) MO 125 MG 10 days)
SIRTURO 5 PA; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VANCOCIN 5 PA; MO; ZYVOX 4 PA; MO
ORAL CAPSULE QL (80 per INTRAVENOUS
250 MG 10 days) PIGGYBACK 600
vancomycin 2 PA; MO; MG/300 ML
intravenous recon QL (20 per ZYVOX ORAL 5 MO
soln 1,000 mg 10 days) PENICILLINS
vancomycin 2 PA; QL (2 amoxicillin oral 1 MO
intravenous recon per 10 days)
capsule
soln 10 gram -
vancomycin 5 PA: MO: amoxzcz‘llm oral | MO
. suspension for
intravenous recon QL (10 per oo
soln 500 mg 10 days) reconstitution 125
mgl5 ml, 400 mgl5
vancomycin 2 PA; MO; ml
intravenous recon QL (27 per amoxicillin oral 5 MO
soln 750 mg 10 days) .
suspension for
vancomycin oral 2 PA; MO; reconstitution 200
capsule 125 mg QL (40 per mglS ml, 250 mgl5
10 days) ml
vancomycin oral 2 PA; MO; amoxicillin oral 1 MO
capsule 250 mg QL (80 per tablet
10 days) amoxicillin oral 2 MO
VANCOMYCIN 4 QL (450 per tablet,chewable 125
ORAL RECON 10 days) mg, 250 mg
SOLN 25 MG/ML R
amoxicillin-pot 2 MO
vancomycin oral 2 MO; QL clavulanate
recon soln 50 mgiml (450 per 10 ampicillin oral ) MO
days)
SENLETA : capsule 500 mg
INTRAVENOUS c.mftpic'illin sodium 2 PA; MO
injection recon soln
XENLETA ORAL MO 1 gram, 10 gram,
XIFAXAN ORAL MO; QL (9 125 mg
TABLET 200 MG per 30 days) ampicillin- G PA; MO
XIFAXAN ORAL 5 MO; QL sulbactam injection
TABLET 550 MG (90 per 30 recon soln 1.5 gram,
days) 3 gram
ZEMDRI 5 PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ampicillin- 2 PA penicillin g 2 PA; MO
sulbactam injection potassium injection
recon soln 15 gram recon soln 20
AUGMENTIN 4 million unit
ES-600 penicillin g procaine 2 PA; MO
AUGMENTIN 4 MO intramuscular
ORAL syringe 1.2 million
SUSPENSION unitl2 mi
FOR penicillin g sodium 2 PA; MO
RECONSTITUTI penicillin v 2 MO
ON 125-31.25 potassium
MG/5 ML piperacillin- 2 MO
BICILLIN C-R 3 PA; MO tazobactam
BICILLIN L-A 4 PA; MO intravenous recon
dicloxacillin 2 MO soln 2.25 gram,
nafcillin injection 2 PA; MO 3.375 gram, 4.5
gram
recon soln 1 gram, 2
gram piperacillin- 2
nafcillin injection 5 PA {azobactam
intravenous recon
recon soln 10 gram
S soln 40.5 gram

waciing [ PA UNASYN & A

extrose(iso-osm INJECTION
oxacillin injection 2 PA RECON SOLN 15
recon soln 1 gram, GRAM
10 gram UNASYN 4  PA;MO
oxacillin injection 2 PA; MO INJECTION
recon soln 2 gram RECON SOLN 3
PENICILLIN G 4 PA GRAM
POT IN ZOSYN IN 4
DEXTROSE DEXTROSE (ISO-
INTRAVENOUS OSM)
PIGGYBACK 2 INTRAVENOUS
MILLION PIGGYBACK 2.25
UNIT/50 ML, 3 GRAM/50 ML
MILLION
UNIT/50 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Tier

Requiremen
ts/Limits

Drug Name

Drug
Tier

Requiremen
ts/Limits

BAXDELA 5 PA
INTRAVENOUS
BAXDELA ORAL 5 MO BACTRIM 4 MO
CIPRO ORAL BACTRIM DS 4 MO
SUSPENSION,MI sulfadiazine 2 MO
CROCAPSULE sulfamethoxazole- 2 MO
RECON . .

trimethoprim oral
CIPRO ORAL 4 MO Suspension
TABLET 250 MG, sulfamethoxazole- 1 MO
500 MG . .

trimethoprim oral
ciprofloxacin hcl 2 MO tablet
oral tablet 100 mg,
750 mg _
ciprofloxacin hcl 1 MO
oral tablet 250 mg, demeclocycline 2 MO
500 mg DORYX MPC 4 ST; MO
ciprofloxacin in 5 % 2 PA; MO DORYX ORAL 4 ST; MO
dextrose TABLET,DELAY
intravenous ED RELEASE
piggyback 200 (DR/EC) 50 MG
mgl100 ml doxy-100 2 PA;MO
levofloxacin in d5w 2 PA; MO doxycycline hyclate 2 MO
intravenous oral capsule
piggyback 500 .
mgl100 ml, 750 doxly;?ybcllz?e hyclate 2 MO

: oxycycline hyclate

levoﬂ oxaczn. oral 2 MO oral tablet,delayed
moxifloxacin oral 2 MO release (drlec) 100
moxifloxacin- 2 PA; MO mg, 150 mg, 200
sod.chloride(iso) mg, 50 mg, 75 mg
ofloxacin oral tablet 2 MO DOXYCYCLINE 5 ST; MO
300 mg, 400 mg HYCLATE ORAL

TABLET,DELAY

ED RELEASE

(DR/EC) 80 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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doxycycline 2 MO SOLODYN ORAL 4 ST; MO
monohydrate oral TABLET
capsule EXTENDED
DOXYCYCLINE 4  ST; MO RELEASE 24 HR
MONOHYDRAT 105 MG, 115 MG,
E ORAL 55 MG, 65 MG, 80
CAPSULE,IR - MG
DELAY TARGADOX 4 ST; MO
REL,BIPHASE tetracycline 2 MO
doxycycline 2 MO VIBRAMYCIN 4 MO
monohydrate oral (CALCIUM)
suspension for VIBRAMYCIN 4
reconstitution (MONO)
doxycycline 2 MO :
monohydrate oral VIBRAMYCIN 4 ST; MO
ORAL CAPSULE
tablet 100 MG
minocycline oral 2 MO XIMINO 4 ST: MO
capsule
minocycline oral 2 MO URINARY
s
minocycline oral 2 MO
tablet extended fosfomycin 2 MO
release 24 hr tromethamine
MINOLIRA ER 4 ST; MO HIPREX 4 MO
NUZYRA S PA MACROBID 4 MO
INTRAVENOUS MACRODANTIN 4 MO
NUZYRA ORAL 5 methenamine 2 MO
ORACEA 4 ST; MO hippurate
SEYSARA ORAL 4 ST; MO nitrofurantoin 2 MO
TABLET 100 MG, nitrofurantoin 2 MO
60 MG macrocrystal
SEYSARA ORAL 5 ST; MO nitrofurantoin 2 MO
TABLET 150 MG monohyd/m-cryst
trimethoprim 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
ANTINEOPL AFINITOR 5  PA; MO;
ASTIC / DISPERZ ORAL QL (240 per
TABLET FOR 30 days)
IMMUNOSUP SUSPENSION 3
PRESSANT MG
DRUGS AFINITOR 5 PA; MO;
ADJUNCTIVE DISPERZ ORAL QL (180 per
AGENTS TABLET FOR 30 days)
SUSPENSION 5
leucovorin calcium MO MG
oral ALECENSA 5  PA;MO;
MESNEX ORAL MO QL (240 per
XGEVA PA; MO 30 days)
TIC | ORAL TABLET per 30 days)
IMMUNOSUPP 180 MG, 50 MG
CIBESNT ORALTABLET  per30days)
per ays
DRUGS 30 MG
abiraterone oral PA; MO; ALUNBRIG 5 PA; QL (30
tablet 250 mg QL (120 per ORAL per 180
30 days) TABLETS,DOSE days)
abiraterone oral PA; MO; PACK
tablet 500 mg QL (60 per ALYMSYS 5 PA: MO
30 days) ’
anastrozole 2 MO
AFINITOR PA; MO:;
QL (30 per ARIMIDEX 5 MO
AFINITOR PA; MO: ASTAGRAF XL 4 PA; MO
DISPERZ ORAL QL (330 per AYVAKIT 5 PA; LA;
TABLET FOR 30 days) QL (30 per
SUSPENSION 2 30 days)
MG AZASAN 4 PA;MO
azathioprine 2 PA; MO
BALVERSA 5 PA; LA
bexarotene 5 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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bicalutamide 2 MO CELLCEPT 5 PA; MO
BOSULIF ORAL 5  PA;MO; ORAL
TABLET 100 MG QL (90 per lig;PENSION
30 days)
BOSULIF ORAL 5 PA; MO; giCONSTITUTI
TABLET 400 MG, QL (30 per
500 MG 30 days) gg];&IiCI?APELET 5>  PAMO
BRAFTOVI 5 PA; MO;
ORAL CAPSULE LA; QL COMETRIQ 5  PA;MO;
75 MG (180 per 30 ORAL CAPSULE QL (56 per
days) 100 MG/DAY (80 28 days)
BRUKINSA 5  PA;LA; MG X1-20 MG
QL (120 per X1)
30 days) COMETRIQ 5  PA;MO;
: : ORAL CAPSULE QL (112 per
CABOMETYX 2 i‘: 1(\243 50 140 MG/DAY (80 28 days)
’ MG X1-20 MG
per 30 days) X3)
CALQUENCE 5 PA; LA; COMETRIQ 5 PA: MO:
%L d(fos)per ORAL CAPSULE QL (84 per
y 60 MG/DAY (20 28 days)
CALQUENCE S PA; LA; MG X 3/DAY)
(ACALABRUTIN QL (60 per COPIKTRA 5 PA- LA
IB MAL) 30 days) QL, (60 l,aer
CAPRELSA 5 PA; LA; 30 days)
ORAL TABLET QL (60 per COTELLIC - WY
100 MG 30 days) LA" QL 263
cATeLsE S LA
per :
cyclophosphamide 2 PA; MO
300 MG 30 days) Ofa 1 :; s Lﬁe
CASODEX 4 MO CYCLOPHOSPH 3 PA; MO
CELLCEPT 4 PA; MO AMIDE ORAL
ORAL CAPSULE TABLET
cyclosporine 2 PA; MO
modified oral
capsule

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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cyclosporine 2 PA erlotinib oral tablet 5 PA; MO;
modified oral 25mg QL (60 per
solution 30 days)
cyclosporine oral 2 PA; MO everolimus 5 PA; MO;
capsule (antineoplastic) QL (30 per
DAURISMO 5 PA; MO; oral tablet 30 days)
ORAL TABLET QL (30 per everolimus 5 PA; MO;
100 MG 30 days) (antineoplastic) QL (330 per
DAURISMO 5 PA; MO; oral tablet for 30 days)
ORAL TABLET QL (60 per suspension 2 mg
25 MG 30 days) everolimus 5 PA; MO;
DROXIA MO (antineoplastic) QL (240 per
ELIGARD PA: MO oral tablet for 30 days)
’ suspension 3 mg
f/{%ﬁ?ﬁ? 3 PA; MO everolimus 5 PA; MO:;
(antineoplastic) QL (180 per
ELIGARD (4 3 PA; MO oral tablet for 30 days)
MONTH) suspension 5 mg
ELIGARD (6 3 PA; MO everolimus 2 PA; MO
MONTH) (immunosuppressive
EMCYT 5 MO ) oral tablet 0.25
ENSPRYNG 5 PA; MO mg
ENVARSUS XR 4  PA;MO everolimus 5> PA;MO
ERIVEDGE 5 PA- MO: (immunosuppressive
’ ’ ) oral tablet 0.5 mg,
QL (30 per 0.75mg, I m
30 days) i & g
ERLEADA ORAL 5  PA; MO; exemestane MO
TABLET 240 MG QL (30 per EXKIVITY 5 PAJLA;
30 days) QL (120 per
ERLEADAORAL 5  PA;MO; 30 days)
TABLET 60 MG QL (120 per FARESTON 5> MO
30 days) FEMARA MO
erlotinib oral tablet 5 PA; MO;
100 mg, 150 mg QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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FIRMAGON KIT 5 PA; MO IBRANCE 5 PA; MO;
W DILUENT QL (21 per
SYRINGE 28 days)
SUBCUTANEOU ICLUSIG 5  PA;QL(30
?2%1;:\/?31\1 SOLN per 30 days)
IDHIFA 5 PA; MO;
FIRMAGON KIT 4 PA; MO LA; QL (30
g;gi;[é%NT per 30 days)
SUBCUTANEOU imatinib oral tablet 5 PA; MO;
S RECON SOLN 100 mg QL (180 per
20 MG 30 days)
e imatinib oral tablet 5 PA; MO;
FOTIVDA 5 PA; LA; 400 m QL (60 per
QL (21 per g P
28 days) 30 days)
: : IMBRUVICA 5 PA; QL
GAVRETO 2 i‘ii gg ’ ORAL CAPSULE (120 per 30
(12(’) per 30 140 MG days)
days) IMBRUVICA 5 PA; QL (30
o ) ) ORAL CAPSULE per 30 days)
gefitinib 5 PA; MO; 70 MG
QL (30 per
30 days) IMBRUVICA 5 PA; QL
: ORAL (324 per 30
gengraf 2 Pi’ MO SUSPENSION days)
GILOTRIF 2 1()2L’ gf)O’er IMBRUVICA 5 PA:QL (30
30 da S)p ORAL TABLET per 30 days)
Y 140 MG, 280 MG,
GLEEVEC ORAL 5 PA; MO; 420 MG
TABLET 100 MG ;}()Ld(aljs(; per IMURAN 4 PA: MO
GLEEVECORAL 5  PA;MO; ITTE{E’% ?&%L . g‘i; (1;@(3;
TABLET 400 MG QL (60 per per
30 days) 30 days)
INLYTA ORAL 5 PA; MO;
GLEOSTINE B MO TABLET 5 MG QL (120 per
HYDREA 4 MO 30 days)
hydroxyurea 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
INQOVI 5 PA; MO; KISQALI 5 PA; MO;
QL (5 per FEMARA CO- QL (91 per
28 days) PACK ORAL 28 days)
INREBIC 5 PA; MO; TABLET 600
LA; QL MG/DAY (200 MG
(120 per 30 X 3)-2.5MG
days) KISQALI ORAL 5 PA; MO;
QL’(30 p’er MG/DAY (200 28 days)
30 days) MG X 1)
QL (60 per TABLET 400 QL (42 per
30 days) MG/DAY (200 28 days)
JAYPIRCA ORAL 5 PA; MO; MG X 2)
TABLET 100 MG QL (60 per KISQALI ORAL > PAMO;
30 days) TABLET 600 QL (63 per
JAYPIRCAORAL 5  PA;MO; ﬁg/ g‘;)Y (200 28 days)
TABLET 50 MG QL (30 per
30 days) KLISYRI MO
KANJINTI PA; MO KOSELUGO PA
KISQALI PA; MO; KRAZATI PA; QL
FEMARA CO- QL (49 per (180 per 30
PACK ORAL 28 days) days)
TABLET 200 lapatinib 5 PA; MO;
MG/DAY (200 MG QL (180 per
X 1)-2.5 MG 30 days)
KISQALI 5 PA; MO; lenalidomide oral 5 PA; MO;
FEMARA CO- QL (70 per capsule 10 mg, 15 QL (28 per
PACK ORAL 28 days) mg, 25 mg, 5 mg 28 days)
TABLET 400 lenalidomide oral 5 PA; QL (28
MG/DAY (200 MG capsule 2.5 mg, 20 per 28 days)
X 2)-2.5 MG mg
LENVIMA ORAL 5 PA; MO;
CAPSULE 10 QL (30 per
MG/DAY (10 MG 30 days)
X1),4 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LENVIMA ORAL 5 PA; MO; LUPRON DEPOT 5 PA; MO
CAPSULE 12 QL (90 per (4 MONTH)
MG/DAY (4 MG 30 days) LUPRONDEPOT 5  PA;MO
X 3), 18 MG/DAY (6 MONTH)
gg)l\gf X 1-4MG LUPRON 5 PA;MO
MG/DAY(10 MG ﬁEOI;IOTT}'II))ED (3
X 2-4 MG X 1) INTRAMUSCUL
LENVIMA ORAL 5 PA; MO; AR SYRINGE
CAPSULE 14 QL (60 per KIT 11.25 MG
MG/DAY (10 MG 30 days) ,
X1-4MGX1),20 ]Blégg"(l?-NPED > PA; MO
MG/DAY (10 MG INTRAMUSCUL
X 2), 8 MG/DAY
AR KIT 7.5 MG
(4 MG X 2) (PED)
letrozole MO LUPRON 5 PA: MO
LEUKERAN MO DEPOT-PED
LEUPROLIDE (3 PA INTRAMUSCUL
MONTH) AR SYRINGE
leuprolide 5 PA; MO KIT
subcutaneous kit LYNPARZA 5 PA; MO;
LONSURF PA; MO QL (120 per
LORBRENA PA; MO; 30 days)
ORAL TABLET QL (30 per LYSODREN S
100 MG 30 days) LYTGOBI 5 PA; LA
LORBRENA 5 PA;MO; MATULANE 5
ORAL TABLET QL (90 per megestrol oral 2 PA; MO
25 MG 30 days) suspension 400
LUMAKRAS PA; MO mgl10 ml (40
LUPKYNIS PA; LA; mglml), 625 mgl5
QL (180 per ml (125 mglml)
30 days) megestrol oral 2 PA; MO
LUPRONDEPOT 5  PA;MO tablet
LUPRONDEPOT 5  PA;MO MEKINIST 5> PA;MO;
(3 MONTH) ORAL RECON QL (1200
SOLN per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
MEKINIST 5 PA; MO; NILANDRON 5 PA; MO
ORAL TABLET QL (90 per nilutamide 5 PA; MO
0.5 MG 30 days) NINLARO 5  PA;MO;
MEKINIST 5 PA; MO; QL (3 per
ORAL TABLET 2 QL (30 per 28 days)
MG 30 days) NUBEQA 5  PA; MO;
MEKTOVI 5 PA; MO; LA; QL
LA; QL (120 per 30
(180 per 30 days)
: days) octreotide acetate 5 PA; MO
mercaptopurine 2 MO injection solution
methotrexate 2 PA; MO 1,000 mcgiml, 500
sodium mcglml
methotrexate 2 PA; MO octreotide acetate 2 PA; MO
sodium (pf) injection solution
injection solution 100 mcglml, 200
MVASI PA; MO mcglml, 50 mcg/ml
MYCAPSSA PA; LA ODOMZO 5 PATMO;
mycophenolate PA; MO LA; QL (30
. per 30 days)
mofetil oral capsule
henolat 5 PA: MO ONTRUZANT 5 PA
my;oz oo : INTRAVENOUS
Ztipi}isfoffor RECON SOLN
reconstitution 150 MG A
mycophenolate 2 PA; MO ONUREG > PA; MO;
. QL (14 per
mofetil oral tablet
28 days)
mycophenolate 2 PA; MO ORGOVYX s PA: LA
sodium R
QL (30 per
MYFORTIC 4 PA; MO 28 days)
NEORAL 4  PAIMO ORSERDUORAL 5  PA;QL (30
NERLYNX 5 PA; MO; TABLET 345 MG per 30 days)
LA ORSERDU ORAL 5  PA;QL (90
NEXAVAR 5 PA; MO; TABLET 86 MG per 30 days)
LA; QL
(120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
PEMAZYRE 5  PA;LA; REVLIMID 5  PA; MO;
QL (14 per LA; QL (28
21 days) per 28 days)
PIQRAY PA; MO REZLIDHIA 5  PA;QL (60
POMALYST PA; MO; per 30 days)
LA REZUROCK 5  PA;LA;
PROGRAFORAL 4  PA;MO QL (30 per
CAPSULE 0.5 30 days)
MG, 1 MG RIABNI PA; MO
PROGRAFORAL 5  PA; MO ROZLYTREK PA; MO;
CAPSULE 5 MG ORAL CAPSULE QL (150 per
PROGRAFORAL 4  PA;MO 100 MG 30 days)
GRANULES IN ROZLYTREK 5  PA;MO;
PACKET ORAL CAPSULE QL (90 per
PURIXAN 200 MG 30 days)
QINLOCK PA: LA; RUBRACA 5 PA; MO;
QL (90 per LA; QL
30 days) (120 per 30
RAPAMUNE 5  PA;MO days)
ORAL RUXIENCE PA; MO
SOLUTION RYDAPT PA; MO;
RAPAMUNE 4 PA; MO QL (224 per
ORAL TABLET 28 days)
0.5 MG SANDIMMUNE 4  PA;MO
RAPAMUNE 5  PA;MO ORAL
ORAL TABLET 1 SANDOSTATIN 4  PA;MO
MG, 2 MG INJECTION
RETEVMO ORAL 5  PA; MO; SOLUTION 100
CAPSULE 40 MG LA; QL MCG/ML, 50
(180 per 30 MCG/ML, 500
days) MCG/ML
RETEVMOORAL 5  PA;MO; SCEMBLIX > PAMO;
CAPSULE 80 MG LA; QL ORAL TABLET QL (600 per
(120 per 30 20 MG 30 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
SCEMBLIX 5  PA;MO; TABRECTA 5  PA;MO
ORAL TABLET QL (300 per tacrolimus oral 2 PA; MO
40 MG 30 days) TAFINLAR 5  PA;MO:;
SIGNIFOR PA ORAL CAPSULE QL (120 per
SIKLOS ORAL MO 30 days)
TABLET 1,000 TAFINLAR 5  PA; MO;
MG ORAL TABLET QL (840 per
SIKLOS ORAL 4 MO FOR 28 days)
TABLET 100 MG SUSPENSION
sirolimus oral 5 PA; MO TAGRISSO 5 PA; MO;
solution LA; QL (30
sirolimus oral tablet PA; MO per 30 days)
SOLTAMOX MO TALZENNA 5 PA; MO;
_ ORAL CAPSULE QL (30 per
IS)%I;,/I(‘;‘TT ULINE PA; MO 0.25 MG, 0.5 MG, 30 days)
_ 0.75 MG, 1 MG
sorafenib 5 PA; MO; tamoxifen MO
QL (120 per
30 days) TARGRETIN PA: MO
SPRYCEL ORAL 5  PA;MO; TASIGNA ORAL PA; MO;
TABLET 100 MG, QL (30 per CAPSULE 150 QL (112 per
140 MG, 50 MG, 30 days) MG, 200 MG 28 days)
80 MG TASIGNA ORAL 5  PA;MO;
SPRYCEL ORAL 5 PA; MO; CAPSULE 50 MG QL (120 per
TABLET 20 MG, QL (60 per 30 days)
70 MG 30 days) TAZVERIK PA; LA
STIVARGA 5  PA;MO; TEPMETKO PA; LA
QL (84 per THALOMID PA; MO;
28 days) ORAL CAPSULE QL (28 per
sunitinib malate 5 PA; MO; 100 MG, 50 MG 28 days)
QL (30 per THALOMID 5 PA; MO;
30 days) ORAL CAPSULE QL (56 per
SUTENT 5 PA; MO; 150 MG, 200 MG 28 days)
QL (30 per TIBSOVO PA
30 days) toremifene MO
SYNRIBO . TRAZIMERA PA: MO
TABLOID MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
TRELSTAR PA; MO VIJOICE ORAL 5  PA;QL(28
INTRAMUSCUL TABLET 125 MG, per 28 days)
AR SUSPENSION 50 MG
FOR VIJOICE ORAL 5  PA;QL (56
RECONSTITUTI TABLET 250 per 28 days)
ON MG/DAY (200
tretinoin MO MG X1-50 MG
(antineoplastic) X1)
TREXALL PA; MO VITRAKVIORAL 5  PA; MO;
TUKYSA ORAL PA: LA; CAPSULE 100 LA; QL (60
TABLET 150 MG QL (120 per MG per 30 days)
30 days) VITRAKVIORAL 5  PA; MO;
TUKYSA ORAL PA: LA; CAPSULE 25 MG LA; QL
TABLET 50 MG QL (300 per (180 per 30
30 days) days)
TURALIO ORAL PA: LA; VITRAKVI ORAL 5 PA; MO;
CAPSULE 125 QL (120 per SOLUTION LA; QL
MG 30 days) (300 per 30
TYKERB PA; MO; days)
LA: QL VIZIMPRO 5  PA;MO;
(180 per 30 QL (30 per
days) 30 days)
VENCLEXTA PA; LA:; VONJO 5  PAQL
ORAL TABLET QL (60 per (120 per 30
10 MG 30 days) days)
VENCLEXTA PA: LA; VOTRIENT 5 PA; MO;
ORAL TABLET QL (120 per QL (120 per
100 MG 30 days) 30 days)
VENCLEXTA PA; LA; WELIREG PA; LA
ORAL TABLET QL (30 per XALKORI PA; MO;
50 MG 30 days) QL (60 per
VENCLEXTA PA; LA; 30 days)
STARTING QL (42 per XATMEP 4  PA;MO
PACK 180 days) XERMELO 5  PA;LA;
VERZENIO PA; MO; QL (84 per
LA; QL (60 28 days)
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
XOSPATA 5  PA;LA; ZIRABEV 5  PA;MO
QL (90 per ZOLINZA 5 PA; MO;
30 days) QL (120 per
XPOVIO ORAL 5  PA;LA 30 days)
TABLET 100 ZORTRESS 4  PA;MO
MG/WEEK (50 ORAL TABLET
MG X 2), 40 0.25 MG
ﬁg/ )v(v ]13)E4KO$% ZORTRESS 5  PA;MO
: ORAL TABLET
TWICE WEEK (40 05 MG. 0.75 MG
MG X 2), 60 MG :
MG/WEEK (60
MG X 1), 60MG ZYDELIG 5 PA; MO;
TWICE WEEK QL (60 per
(120 MG/WEEK), 30 days)
80 MG/WEEK (40 ZYKADIA 5  PA:;MO;
MG X 2), 8S0MG QL (90 per
TWICE WEEK 30 days)
(160 MG/WEEK) ZYTIGA ORAL 5  PA;MO;
XTANDI ORAL 5  PA;MO; TABLET 250 MG QL (120 per
CAPSULE QL (120 per 30 days)
30 days) ZYTIGA ORAL 5 PA; MO;
XTANDI ORAL 5  PA;MO; TABLET 500 MG QL (60 per
TABLET 40 MG QL (120 per 30 days)
30 days) AUTONOMIC
XTANDI ORAL 5  PA;MO; DR
TABLET 80 MG QL (60 per NS DI s
30 days) NEUROLOGY
YONSA 5 PA;MO: I PSYCH
QL (120 per ANTICONVULS
30 days) ANTS
ZEJULA ORAL 5  PA; MO;
CAPSULE LA oL 390 APTIOM ORAL 5  MO;QL
’ TABLET 200 MG (180 per 30
per 30 days) days)
ZELBORAF : g/i; (g/i(é); o APTIOM ORAL 5  MO;QL
p TABLET 400 MG (90 per 30
30 days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
25


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
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APTIOM ORAL 5 MO; QL clonazepam oral 2 MO; QL
TABLET 600 MG, (60 per 30 tablet 0.5 mg, 1 mg (90 per 30
800 MG days) days)
BANZEL PA; MO clonazepam oral MO; QL
BRIVIACT MO; QL tablet 2 mg (300 per 30
INTRAVENOUS (600 per 30 days)
days) clonazepam oral MO; QL
BRIVIACT ORAL MO; QL tablet, disintegrating (90 per 30
SOLUTION (600 per 30 0.125 mg, 0.25 mg, days)
days) 0.5 mg, 1 mg
BRIVIACT ORAL MO; QL clonazepam oral MO; QL
TABLET (60 per 30 tablet, disintegrating (300 per 30
days) 2 mg days)
carbamazepine oral MO DEPAKOTE MO
capsule, er DEPAKOTE ER MO
multiphase 12 hr DEPAKOTE MO
carbamazepine oral MO SPRINKLES
suspension 100 mgl5 DIACOMIT PA: LA
ml , DIASTAT MO
;‘Zgll)ec;mazepme oral MO DIASTAT MO
; : ; Vo ACUDIAL
carbamazepine ora .
tablet extended diazepam rectal MO
release 12 hr DILANTIN 30 MO
carbamazepine oral MO MG
tablet,chewable DILANTIN MO
CARBATROL MO EXTENDED 100
MG
CELONTIN MO
ORAL CAPSULE DILANTIN MO
300 MG INFATABS 50
MG
Ei‘;b‘e’i?;’;noml g‘i’ (Z/é(g’ o DILANTIN-125 MO
P 30 days) p 125 MG/5 ML
clobazam oral tablet PA; MO; divalproex MO
QL (60 per EPIDIOLEX PA; MO;
30 days) LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
epitol 2 MO gabapentin oral 2 MO; QL
EPRONTIA 4 PA: MO tablet 600 mg (180 per 30
EQUETRO 4 MO . 1 5 i/elléS)QL
— gabapentin ora ;
cthosuximide S M0 tablet 800 mg (120 per 30
felbama‘le oral 5 MO days)
Stspension GRALISE ORAL 3 PA; MO;
felbamate oral 2 MO TABLET QL (30 per
tablet EXTENDED 30 days)
FELBATOL MO RELEASE 24 HR
FINTEPLA PA; LA; 300 MG
QL (360 per GRALISE ORAL 3 PA; MO;
30 days) TABLET QL (60 per
FYCOMPA 5 MO; QL EXTENDED 30 days)
ORAL (720 per 30 RELEASE 24 HR
SUSPENSION days) 450 MG, 750 MG,
FYCOMPA 5 MO; QL 200 MG
ORAL TABLET (30 per 30 GRALISE ORAL 3 PAIMO;
10 MG, 12 MG, 8 days) TABLET QL (90 per
MG EXTENDED 30 days)
FYCOMPA 4 MO; QL ?()];:)Ll\l/?éSE 24 HR
ORAL TABLET 2 (60 per 30
MG days) KEPPRA ORAL 4 MO
FYCOMPA 5 MO; QL KEPPRA XR 4 MO
ORAL TABLET 4 (60 per 30 KLONOPIN 4 MO:; QL
MG, 6 MG days) ORAL TABLET (90 per 30
gabapentin oral 2 MO; QL 0.5 MG, 1 MG days)
capsule 100 mg, 400 (270 per 30 KLONOPIN 4 MO; QL
mg days) ORAL TABLET 2 (300 per 30
gabapentin oral 2 MO; QL MG days)
capsule 300 mg (360 per 30 lacosamide oral 2 MO; QL
days) solution (1200 per
gabapentin oral 2 MO; QL 30 days)
solution 250 mgl5 (2160 per lacosamide oral 2 MO; QL
ml 30 days) tablet 100 mg, 150 (60 per 30
mg, 200 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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lacosamide oral 2 MO; QL lamotrigine oral 2 MO
tablet 50 mg (120 per 30 tablet extended
days) release 24hr

LAMICTAL ODT 4 MO lamotrigine oral 2 MO
LAMICTAL 4 MO tablet, chewable
ORAL TABLET dispersible
LAMICTAL 4 MO lamotrigine oral 2 MO
ORAL TABLET, tablet,disintegrating
CHEWABLE lamotrigine oral 2 MO
DISPERSIBLE 25 tablets,dose pack
MG, 5 MG levetiracetam oral 2 MO
LAMICTAL 4 MO solution 100 mglml
STARTER levetiracetam oral 2 MO
(BLUE) KIT tablet
LAMICTAL 4 MO levetiracetam oral 2 MO
STARTER tablet extended
(GREEN) KIT release 24 hr
LAMICTAL 4 MO LYRICA CR 4  PA;MO;
STARTER ORAL TABLET QL (30 per
(ORANGE) KIT EXTENDED 30 days)
LAMICTAL XR 4 MO RELEASE 24 HR
LAMICTAL XR 4 MO 165 MG, 82.5 MG
STARTER LYRICA CR 4 PA; MO;
(BLUE) ORAL TABLET QL (60 per
LAMICTAL XR 4 MO EXTENDED 30 days)
STARTER RELEASE 24 HR
(GREEN) 330 MG
LAMICTAL XR 4 MO LYRICA ORAL 4 MO; QL
STARTER CAPSULE 100 (90 per 30
(ORANGE) MG, 150 MG, 200 days)
[— ] 1 MO MG, 25 MG, 50
lc;r};alztrlglne ora MG. 75 MG

-~ LYRICA ORAL 4 MO; QL
i"’;“loi”g ine oral S V¢ CAPSULE 225 (60 per 30
apre MG, 300 MG days)

disintegrating, dose
pk

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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LYRICA ORAL 4 MO; QL phenobarbital oral 2 PA; MO
SOLUTION (900 per 30 tablet 16.2 mg, 32.4
days) mg, 64.8 mg, 97.2
methsuximide MO mg
MYSOLINE MO PHENYTEK 4 MO
NAYZILAM PA:; MO; phenytoin oral 2 MO
QL (10 per suspension 125 mgl5
30 days) ml
NEURONTIN 4 MO; QL phenytoin oral 2 MO
ORAL CAPSULE (270 per 30 tablet,chewable
100 MG, 400 MG days) phenytoin sodium 2 MO
NEURONTIN 4  MO:;QL extended
ORAL CAPSULE (360 per 30 pregabalin oral 2 MO; QL
300 MG days) capsule 100 mg, 150 (90 per 30
NEURONTIN 4  MO;QL mg, 200 mg, 25 mg, days)
ORAL (2160 per 50 mg, 75 mg
SOLUTION 30 days) pregabalin oral 2 MO; QL
NEURONTIN 4 MO: QL capsule 225 mg, 300 (60 per 30
ORAL TABLET (180 per 30 mg days)
600 MG days) pregabalin oral 2 MO; QL
NEURONTIN 4  MO;QL solution (900 per 30
ORAL TABLET (120 per 30 days)
800 MG days) pregabalin oral 2 PA; MO;
ONFI ORAL 5 PA; MO; tablet extended QL (30 per
SUSPENSION QL (480 per release 24 hr 165 30 days)
30 days) mg, 82.5 mg
ONFI ORAL 5 PA: MO; pregabalin oral 2 PA; MO;
TABLET QL (60 per tablet extended QL (60 per
30 days) release 24 hr 330 mg 30 days)
oxcarbazepine 2 MO gRIiVHDgNE 4 MO
RAL TABLET
OXTELLAR XR 4 MO 125 MG
]glhi)eci;;)barbltal oral 2 PA; MO primidone oral 7 MO
tablet 250 mg, 50
phenobarbital oral 2 PA mg
tablet 100 mg, 15 QUDEXY XR 4  PA;MO

mg, 30 mg, 60 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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roweepra oral tablet 2 MO topiramate oral 2 PA; MO
500 mg capsule,extended
rufinamide oral 5 PA; MO release 24hr 100
suspension mg, 25 mg, 50 mg
rufinamide oral % PA; MO topiramate oral 5 PA; MO
tablet 200 mg capsule,extended
rufinamide oral 5 PA; MO release 24hr 200 mg
tablet 400 mg topiramate oral 2 PA; MO
SABRIL 5 PA: MO: capsule,sprinkle,er

24hr
LA
SPRITAM 4 MO topiramate oral 2 PA; MO
: tablet
subvenite - ek TRILEPTAL 4 MO
S(Z];:g’]f;t”"”” S M0 TROKENDI XR 4 PA;MO
ORAL
subvenite L?tarler 2 MO CAPSULE,EXTE
(green) kit NDED RELEASE
subvenite starter 2 MO 24HR 100 MG, 25
(orange) kit MG, 50 MG
SYMPAZAN 5 PA; MO; TROKENDI XR 5 PA; MO
ORAL FILM 10 QL (60 per ORAL
MG, 20 MG 30 days) CAPSULE.EXTE
SYMPAZAN 4  PA;MO; NDED RELEASE
ORAL FILM 5 QL (60 per 24HR 200 MG
MG 30 days) valproic acid 2 MO
TEGRETOL 4 MO valproic acid (as 2 MO
ORAL sodium salt) oral
SUSPENSION solution 250 mgl5
TEGRETOL 4 MO ml
ORAL TABLET VALTOCO 5 PA; MO;
TEGRETOL XR 4 MO QL (10 per
tiagabine 2 MO : : 30 days)
TOPAMAX 4  PA;MO vigabatrin 2 iﬁ’ MO;
topiramate oral 2 PA; MO vigadrone oral 5 PA: LA

capsule, sprinkle

powder in packet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Tier  ts/Limits Tier  ts/Limits
VIMPAT ORAL 5 MO; QL XCOPRI 5 MO; QL
SOLUTION (1200 per TITRATION (28 per 180
30 days) PACK ORAL days)
VIMPAT ORAL 5  MO;QL TABLETS,DOSE
TABLET 100 MG, (60 per 30 PACK 150 MG
150 MG, 200 MG days) (14)- 200 MG (14),
VIMPAT ORAL 4 MO; QL 15\2 é/[ ((1}4()14)_ 100
TABLET 50 MG (120 per 30
days) ZARONTIN 4 MO
XCOPRI 5 MO: QL ZONEGRAN 4 PA; MO
MAINTENANCE (56 per 28 ORAL CAPSULE
PACK ORAL days) 100 MG, 25 MG
TABLET ZONISADE 5 PA; MO
ﬁ OGN;S/ IIDOAOE/I((I}SO zonisamide 2 PA; MO
X1), 350 MG/DAY ZTALMY 5 g‘i; %*8?0
(200 MG X1- g v
150MG X1) per 30 days)
XCOPRI ORAL 5 MO: QL ANTIPARKINS
TABLET 100 MG (120 per 30 ONISM
days) AGENTS
XCOPRI ORAL S MO; QL APOKYN S PA; MO;
TABLET 150 MG, (60 per 30 LA; QL (90
200 MG days) per 30 days)
XCOPRI ORAL 5 MO; QL apomorphine 5 PA; QL (90
TABLET 50 MG (240 per 30 per 30 days)
days) AZILECT 4 MO
XCOPRI d MO:; QL benztropine oral 2 PA; MO
TITRATION (28 per 180 —
PACK ORAL days) bronffocrlplme 2 MO
TABLETS,DOSE carbidopa 2 MO
PACK 12.5 MG carbidopa-levodopa 2 MO
(14)- 25 MG (14) carbidopa-levodopa- 2 MO
entacapone
COMTAN 4 MO
DHIVY 4 MO
DUOPA 5 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
31


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
entacapone 2 MO SINEMET ORAL 4 MO
GOCOVRI ORAL 5  PA;QL (60 TABLET 10-100
CAPSULE,EXTE per 30 days) MG, 25-100 MG
NDED RELEASE STALEVO 100 4 MO
24HR 137 MG STALEVO 125 4 MO
GOCOVRI ORAL 5 PA; QL (30 STALEVO 150 4 MO
CAPSULE.EXTE per 30 days)
NDED RELEASE STALEVO 200 4 MO
24HR 68.5 MG STALEVO 75 4 MO
INBRIJA 5 PA; QL TASMAR ORAL 5 PA; MO
INHALATION (300 per 30 TABLET 100 MG
CAPSULE, days) tolcapone 5 PA
W/INHALATION XADAGO 5 MO
f(];:;])g:SEYN 1 MO ZELAPAR PA; MO
MIGRAINE /
MIRAPEX ER 4 MO CLUSTER
NEUPRO 4 MO HEADACHE
NOURIANZ 5 PA; MO; THERAPY
Lei‘;;ngg) AIMOVIG 3 PA; MO;
P Y AUTOINJECTOR QL (1 per
ONGENTYS 4 PA; MO; 30 days)
%Ld(;os)per AJOVY 4  PA;MO;
Y AUTOINJECTOR QL (1.5 per
OSMOLEX ER 4 PA; QL (30 30 days)
?RR_AELRTABLET’ per 30 days) AJOVY SYRINGE 4  PA; MO;
BIPHASIC 24HR Q12 per
193 MG l I 2 MOaési
almotriptan malate ;
PARLODEL 4 MO oral tablet 12.5 mg (24 per 28
pramipexole 2 MO days)
rasagiline 2 MO almotriptan malate 2 MO; QL
ropinirole 2 MO oral tablet 6.25 mg (18 per 28
RYTARY 4 MO days)
selegiline hcl % MO dihydroergotamine 5 QL (8 per
nasal 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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eletriptan 2 MO;QL IMITREX 4  MO;QL (8
(18 per 28 STATDOSE per 28 days)
days) SUBCUTANEOU
EMGALITY PEN 3 PA;MO; S PEN INJECTOR
QL (2 per 4 MG/0.5 ML
30 days) IMITREX 4  MO;QL (8
EMGALITY 3 PA;MO; STATDOSE per 28 days)
SUBCUTANEOU QL (2 per REFILL
S SYRINGE 120 30 days) SUBCUTANEOU
MG/ML S CARTRIDGE 6
EMGALITY 5 PA: MO: MG/0.5 ML
SUBCUTANEOU QL (3 per MAXALT ORAL 4  MO;QL
S SYRINGE 300 30 days) TABLET 10 MG (36 per 28
MG/3 ML (100 days)
MG/ML X 3) MAXALT-MLT 4  MO;QL
ergotamine-caffeine 2 MO "(F)IEBAI{JET DISINT 836 p)er 28
: , ays
FROVA 4 MOQL EGRATING 10
(27 per 28 MG
days) :
frovatriptan 2 MO; QL migergol MO
(27 per 28 MIGRANAL 5 QL (8 per
days) 28 days)
IMITREX NASAL 4  MO; QL naratriptan 2 MO;QL
SPRAY,NON- (18 per 28 (18 per 28
AEROSOL 20 days) days)
MG/ACTUATION NURTEC ODT 3 PA;QL(16
IMITREX NASAL 4 MO; QL per 30 days)
SPRAY,NON- (36 per 28 ONZETRA 4  MO;QL
AEROSOL 5 days) XSAIL (32 per 28
MG/ACTUATION days)
IMITREX ORAL 4  MO;QL QULIPTA 3 PA;MO;
(18 per 28 QL (30 per
days) 30 days)
RELPAX 4  MO;QL
(18 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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REYVOW ORAL 4 PA; QL (16 TRUDHESA 5 ST; QL (8
TABLET 100 MG per 30 days) per 28 days)
REYVOW ORAL 4 PA; QL (8 UBRELVY 3 PA; QL (20
TABLET 50 MG per 30 days) per 30 days)
rizatriptan 2 MO; QL ZEMBRACE 5 MO; QL (8
(36 per 28 SYMTOUCH per 28 days)
days) zolmitriptan nasal 2 MO; QL
sumatriptan nasal 2 MO; QL spray,non-aerosol 5 (18 per 28
spray,non-aerosol (18 per 28 mg days)
20 mglactuation days) zolmitriptan oral 2 MO; QL
sumatriptan nasal 2 MO; QL (18 per 28
spray,non-aerosol 5 (36 per 28 days)
mglactuation days) ZOMIG 4 MO; QL
sumatriptan 2 MO; QL (18 per 28
succinate oral (18 per 28 days)
days) MISCELLANEO
sumatriptan 2 MO; QL (8 US
succinate per 28 days) NEUROLOGICA
subcutaneous L THERAPY
cartridge
sumatriptan 2 MO; QL (8 ADLARITY MO
succinate per 28 days) AMPYRA S PA; MO;
subcutaneous pen LA; QL (60
injector per 30 days)
sumatriptan 2 MO; QL (8 ARICEPT MO
succinate per 28 days) AUBAGIO 5 PA; MO;
subcutaneous QL (30 per
solution 30 days)
sumatriptan- 2 MO; QL AUSTEDO ORAL 5 PA; MO;
naproxen (18 per 28 TABLET 12 MG, 9 LA; QL
days) MG (120 per 30
TOSYMRA 4  MO;QL days)
(24 per 28 AUSTEDO ORAL 5 PA; MO;
days) TABLET 6 MG LA; QL (60
TREXIMET 4  MO;QL per 30 days)
(18 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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AUSTEDO XR 5 PA; MO; dimethyl fumarate 5 PA; MO;
ORAL TABLET LA; QL oral capsule,delayed QL (120 per
EXTENDED (120 per 30 release(drlec) 120 180 days)
RELEASE 24 HR days) mg (14)- 240 mg
12MG (46)
AUSTEDO XR 5 PA; MO; dimethyl fumarate 5 PA; MO;
ORAL TABLET LA; QL (60 oral capsule,delayed QL (60 per
EXTENDED per 30 days) release(drlec) 240 30 days)
RELEASE 24 HR mg
24 MG donepezil oral tablet 1 MO
AUSTEDO XR 5 PA; MO; 10 mg, 5 mg
ORAL TABLET LA; QL donepezil oral tablet 2 MO
EXTENDED (240 per 30 23 mg
RELEASE 24 HR days) donepezil oral 1 MO
6 MG . :
tablet,disintegrating
BAFIERTAM 5 PA; MO; EVRYSDI 5 PA: MO:
QL (120 per i
30 days) LA; QL
y (240 per 30
COPAXONE 5 PA; MO; days)
SUBCUTANEOU QL (30 per
S SYRINGE 20 30 days) EXELON PATCH 4 MO
MG/ML fingolimod 5 PA; MO;
COPAXONE 5 PA;MO; %Ldfosfer
SUBCUTANEOU QL (12 per Y
S SYRINGE 40 28 days) FIRDAPSE >  PAJLA
MG/ML galantamine 2 MO
dalfampridine 2 PA; MO; GILENYA ORAL 5 PA; QL (30
QL (60 per CAPSULE 0.25 per 30 days)
30 days) MG
dimethyl fumarate 5 PA; MO; GILENYA ORAL 5 PA; MO;
oral capsule,delayed QL (14 per CAPSULE 0.5 MG QL (30 per
release(drlec) 120 30 days) 30 days)
mg glatiramer 5 PA; QL (30
subcutaneous per 30 days)
syringe 20 mglml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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glatiramer 5 PA; QL (12 MAVENCLAD (5 5 PA; MO;
subcutaneous per 28 days) TABLET PACK) LA; QL (20
syringe 40 mgiml per 720
glatopa 5 PA; MO; days)
subcutaneous QL (30 per MAVENCLAD (6 5 PA; MO;
syringe 20 mgiml 30 days) TABLET PACK) LA; QL (24
glatopa 5 PA; MO; per 720
subcutaneous QL (12 per days)
syringe 40 mg/ml 28 days) MAVENCLAD (7 5 PA; MO;
HORIZANT 4  PA; MO; TABLET PACK) LA; QL (28
ORAL TABLET QL (30 per per 720
EXTENDED 30 days) days)
RELEASE 300 MAVENCLAD (8 5 PA; MO;
MG TABLET PACK) LA:; QL (32
HORIZANT 4 PA;MO; per 720
ORAL TABLET QL (60 per days)
EXTENDED 30 days) MAVENCLAD (9 S PA; MO;
RELEASE 600 TABLET PACK) LA; QL (36
MG per 720
INGREZZA 5  PA;LA; days)
QL (30 per MAYZENT 5 PA; MO;
30 days) ORAL TABLET QL (120 per
INGREZZA 5  PALA; 0.25 MG 30 days)
INITIATION QL (28 per MAYZENT 5 PA; MO;
PACK 180 days) ORAL TABLET 1 QL (30 per
KESIMPTA PEN 5  PA;MO; MG, 2 MG 30 days)
QL (1.6 per MAYZENT 4 PA; MO;
28 days) STARTER(FOR QL (7 per
KEVEYIS 5 PA IMG MAINT) 180 days)
MAVENCLAD 5  PA;MO; MAYZENT 5> PAIMO;
(10 TABLET LA; QL (40 STARTER(FOR QL (12 per
PACK) per 720 2MG MAINT) 180 days)
days) memantine oral 2 PA; MO
MAVENCLAD (4 5  PA;MO; capsule,sprinkle, er
TABLET PACK) LA; QL (16 24hr
per 720 memantine oral 2 PA; MO
days) solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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memantine oral 2 PA; MO TECFIDERA 5 PA; MO;

tablet ORAL LA; QL (14

MEMANTINE 4 PA;: MO CAPSULE,DELA per 30 days)

ORAL YED

TABLETS,DOSE RELEASE(DR/EC

PACK ) 120 MG

NAMENDA 4 PA; MO TECFIDERA 5 PA; MO;

ORAL TABLET ORAL LA; QL

NAMENDA 4  PA;MO gggSULE’DELA (118%0 dlzeyrs)

TITRATION PAK RELEASE(DR/EC

NAMENDA XR 4 PA; MO ) 120 MG (14)- 240

ORAL MG (46)

EQESSRL ]25:?_1})15 IN TECFIDERA 5 PA; MO;

’ ORAL LA; QL (60
NAMZARIC PA; MO CAPSULE.DELA per 30 days)
NUEDEXTA PA; MO YED
PONVORY PA; MO; RELEASE(DR/EC

QL (30 per ) 240 MG
30 days) TEGSEDI 5 PA; MO;
PONVORY 14- 5  PA;MO; LA
DAY STARTER QL (14 per teriflunomide 5 PA; MO;
PACK 180 days) QL (30 per
RADICAVA ORS PA; MO 30 days)
RADICAVA ORS PA; MO tetrabenazine oral 5 PA; MO;
STARTER KIT tablet 12.5 mg QL (240 per
SUSP 30 days)
RELYVRIO 5 PA; MO tetrabenazine oral 5 PA; MO;
rivastigmine 5 MO tablet 25 mg QL (120 per
B 30 days)
rivastigmine tartrate 2 MO VUMERITY 5 PA: MO:
SKYCLARYS 5 PA; LA QL (120 per
TASCENSO ODT 5 MO 30 days)
XENAZINE 5 PA; MO;
ORAL TABLET LA; QL
12.5 MG (240 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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XENAZINE 5 PA; MO; MESTINON 5 MO
ORAL TABLET LA; QL TIMESPAN
25 MG (120 per 30 pyridostigmine 2 MO

days) bromide oral syrup
ZEPOSIA 5> PAIMO; PYRIDOSTIGMI 4 MO

QL (30 per NE BROMIDE

30 days) ORAL TABLET
ZEPOSIA 5 PA; MO; 30 MG
STARTER PACK QL (7 per pyridostigmine 5 MO
(7-DAY) 180 days) bromide oral tablet
MUSCLE 60 mg
RELAXANTS / pyridostigmine 2 MO
ANTISPASMOD bromide oral tablet
IC THERAPY extended release
baclofen oral 5 MO tizanidine 2 MO
suspension ZANAFLEX 4 MO
baclofen oral tablet 2 MO NARCOTIC
cyclobenzaprine 2 PA; MO ANALGESICS
oral tablet acetaminophen-caff- 2 MO; QL
DANTRIUM 4 MO dihydrocod oral (300 per 30
ORAL CAPSULE capsule days)
25 MG acetaminophen- 2 MO; QL
dantrolene oral 2 MO codeine oral solution (4500 per
FEXMID 4 PA: MO 120-12 mgl5 ml 30 days)
FLEQSUVY 5 MO acetaminophen- 2 MO; QL
LYVISPAH 4 MO codeine oral tablet (360 per 30
ORAL 300-15 mg, 300-30 days)
GRANULES IN me
PACKET 10 MG, acetaminophen- 2 MO; QL
5 MG codeine oral tablet (180 per 30
LYVISPAH 5 MO 300-60 mg days)
ORAL BELBUCA 3 PA; MO;
GRANULES IN QL (60 per
PACKET 20 MG 30 days)
MESTINON 5 MO buprenorphine hcl 2 MO
ORAL sublingual

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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buprenorphine 2 PA; MO; FENTANYL 5 PA; MO;
transdermal patch QL (4 per CITRATE QL (120 per
28 days) BUCCAL 30 days)
BUTRANS 4 PA; MO; TABLET,
QL (4 per EFFERVESCENT
28 days) 200 MCG
codeine sulfate 2 MO; QL FENTORA 5 PA; MO;
(180 per 30 QL (120 per
days) 30 days)
DILAUDID 4 MO; QL hydrocodone 2 PA; MO:;
ORAL LIQUID (2400 per bitartrate, oral only, QL (90 per
30 days) er 12hr 30 days)
DILAUDID 4 MO:; QL hydrocodone 5 PA: MO;
ORAL TABLET (180 per 30 bitartrate, oral QL (60 per
days) only,ext.rel.24 hr 30 days)
endocet ) MO: QL 100 mg, 120 mg
(360 per 30 hydrocodone 2 PA; MO;
days) bitartrate, oral QL (60 per
fentanyl ) PA: MO:- only,ext.rel.24 hr 20 30 days)
QL,(IO pl:r mg, 30 mg, 40 mg,
30 days) 60 mg, 80 mg
fentanyl citrate 5 PA; MO; hy drochone- 2 MO:; QL
buccal lozenge on a QL (120 per acetaminophen oral (5550 per
handle 1,200 mcg 30 days) solution 7.5-325 30 days)
1,600 mcg, 400 mcg, mgl15 mi
600 mcg, 800 mcg hydrocodone- 2 MO; QL
fentanyl citrate D) PA- MO- acetaminophen oral (390 per 30
buccal lozenge on a QL (120 per ;%%1210;350_03’0770{’%5 l days)
handle 200 mcg 30 days) & /- g
FENTANYL 3 PA: QL hydrocodone- 2 MO; QL
CITRATE a 2(’) er 30 acetaminophen oral (360 per 30
BUCCAL da S)p tablet 10-325 mg, 5- days)
TABLET Y 325 mg, 7.5-325 mg
EF FERV’ESCENT hydrocodone- 2 MO; QL
100 MCG, 400 ibuprofen (50 per 30
MCG, 600 MCG, days)
800 MCG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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hydromorphone 2 methadone oral 2 PA; MO;
(pf) injection tablet 10 mg QL (120 per
solution 10 (mglml) 30 days)
(5ml) methadone oral 2 PA; MO;
hydromorphone 2 MO tablet 5 mg QL (240 per
(pf) injection 30 days)
solution 10 mg/ml morphine b MO; QL
hydromorphone oral 2 MO; QL concentrate oral (900 per 30
liquid (2400 per solution days)

30 days) morphine oral 2 PA; MO;
hydromorphone oral 2 MO; QL capsule, er QL (60 per
tablet (180 per 30 multiphase 24 hr 30 days)

days) morphine oral 2 PA; MO;
hydromorphone oral 2 PA; MO; capsule,extend.relea QL (90 per
tablet extended QL (60 per se pellets 10 mg, 100 30 days)
release 24 hr 30 days) mg, 20 mg, 30 mg,

HYSINGLA ER, 5  PA;MO; 50 mg, 60 mg, 80

ORAL QL (60 per mg

ONLY.EXT.REL. 30 days) morphine oral 2 MO; QL
24 HR 100 MG, solution (900 per 30
120 MG, 80 MG days)
HYSINGLA ER, 4 PA; MO; morphine oral tablet 2 MO; QL
ORAL QL (60 per (180 per 30
ONLY,EXT.REL. 30 days) days)

24 HR 20 MG, 30 morphine oral tablet 2 PA; MO;
MG, 40 MG, 60 extended release QL (120 per
MG 30 days)
levorphanol tartrate 5 MO; QL MS CONTIN 5 PA: MO;

(120 per 30 ORAL TABLET QL (120 per

days) EXTENDED 30 days)
methadone oral 2 PA; MO; RELEASE 100
solution 10 mgl5 ml QL (600 per MG, 200 MG, 60

30 days) MG
methadone oral 2 PA; MO;
solution 5 mgl5 ml QL (1200

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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MS CONTIN 4 PA; MO; oxycodone- MO; QL
ORAL TABLET QL (120 per acetaminophen oral (360 per 30
EXTENDED 30 days) tablet 10-325 mg, days)
RELEASE 15 MG, 2.5-325 mg, 5-325
30 MG mg, 7.5-325 mg
NALOCET 4 MO; QL OXYCONTIN, PA; MO;
(390 per 30 ORAL ONLY, QL (90 per
days) EXT.REL.12 HR 30 days)
oxycodone oral 2 MO; QL 10 MG, 15 MG, 20
capsule (360 per 30 MG, 30 MG, 40
days) MG, 60 MG
oxycodone oral 2 MO; QL OXYCONTIN, PA; MO;
concentrate (180 per 30 ORAL ONLY, QL (60 per
days) EXT.REL.12 HR 30 days)
oxycodone oral 2 MO; QL 8UMG
solution (1200 per oxymorphone oral MO; QL
30 days) tablet 10 mg (360 per 30
oxycodone oral 2 MO; QL days)
tablet 10 mg, 15 mg, (180 per 30 oxymorphone oral MO; QL
20 mg, 30 mg days) tablet 5 mg (180 per 30
oxycodone oral 2 MO; QL days)
tablet 5 mg (360 per 30 oxymorphone oral PA; MO;
days) tablet extended QL (90 per
OXYCODONE 4 PA: QL (90 release 12 hr 30 days)
ORAL per 30 days) PERCOCET MO; QL
TABLET,ORAL (360 per 30
ONLY,EXT.REL. days)
12 HR 10 MG, 20 PROLATE ORAL MO; QL
MG SOLUTION (2000 per
oxycodone- 2 QL (1860 30 days)
acetaminophen oral per 30 days) prolate oral tablet MO; QL
solution 5-325 mgl5 (390 per 30
ml days)
oxycodone- 5 QL (390 per ROXICODONE MO; QL
acetaminophen oral 30 days) ORAL TABLET (180 per 30
tablet 10-300 mg, 5- 15 MG, 30 MG days)

300 mg, 7.5-300 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ROXYBOND 4 QL (180 per buprenorphine- MO; QL
ORAL TABLET, 30 days) naloxone sublingual (90 per 30
ORAL ONLY 15 tablet 8-2 mg days)
MG, 30 MG butorphanol nasal MO; QL
ROXYBOND 4 QL (360 per (10 per 28
ORAL TABLET, 30 days) days)
ORAL ONLY 5 CAMBIA ST; MO;
MG QL (9 per
SEGLENTIS 4 ST; MO; 30 days)
QL (120 per CELEBREX MO
30 days) celecoxib MO
TREZIX g MO; QL CONZIP PA; MO;
(300 per 30
days) QL (30 per
XTAMPZA ER 4 PA?I' MO; 20 days)
QL’ (90 p’er DAYPRO ST; MO
30 days) DICLOFENAC PA; QL (60
NON- E?OLAMINE per 30 days)
NARCOTIC dlclofe{mc MO
ANALGESICS potassium oral
capsule
ARTHROTEC 50 4 ST, MO diclofenac MO: QL (9
ARTHROTEC 75 4 ST; MO potassium oral per 30 days)
buprenorphine- 2 MO; QL powder in packet
naloxone sublingual (60 per 30 diclofenac MO
film 12-3 mg days) potassium oral
buprenorphine- 2 MO; QL tablet 25 mg
naloxone sublingual (360 per 30 diclofenac MO
film 2-0.5 mg days) potassium oral
buprenorphine- 2 MO; QL tablet 50 mg
naloxone sublingual (90 per 30 diclofenac sodium MO
film 4-1 mg, 8-2 mg days) oral
buprenorphine- 2 MO; QL diclofenac sodium MO; QL
naloxone sublingual (360 per 30 topical drops (300 per 28
tablet 2-0.5 mg days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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diclofenac sodium 2 MO; QL ketoprofen oral 2
topical gel 1 %% (1000 per capsule 50 mg
28 days) ketoprofen oral 2 MO
diclofenac sodium 5 MO; QL capsule,ext rel.
topical solution in (224 per 28 pellets 24 hr 200 mg
metered-dose pump days) KETOROLAC 4 ST
diclofenac- 2 MO NASAL
misoprostol KLOXXADO 4 MO
diflunisal 2 MO LICART 4  PA;MO;
DUEXIS 4 ST; MO QL (30 per
etodolac 2 MO 30 days)
FELDENE 4 ST: MO LODINE ORAL 4 ST
fenoprofen oral 2 MO TABLET
capsule 400 mg lofena S MO
fenoprofen oral 2 MO LUCEMYRA 5 PA; MO
tablet meclofenamate 2 MO
FLECTOR 4 PA; MO; mefenamic acid 2 MO
QL (60 per meloxicam oral 1 MO; QL
30 days) tablet (30 per 30
Sflurbiprofen oral 2 MO days)
tablet 100 mg meloxicam 2 MO; QL
ibu oral tablet 600 1 MO submicronized (30 per 30
mg, 800 mg days)
ibuprofen oral 2 MO nabumetone 2 MO
suspension NALFON ORAL 4  ST; MO
ibuprofen oral tablet 1 MO CAPSULE 400
400 mg, 600 mg, MG
800 mg NALFON ORAL 4  ST; MO
ibuprofen- 2 TABLET
famotidine naloxone injection 2 MO
INDOCIN 5 MO solution
RECTAL naloxone injection 2 MO
ketoprofen oral 2 MO syringe
capsule 25 mg naloxone nasal 2 MO
naltrexone 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NAPRELAN CR 4 ST; MO PENNSAID 5 ST; MO;
naproxen oral 2 MO TOPICAL QL (224 per
suspension SOLUTION IN 28 days)
roxen oral tablet 1 MO METERED-DOSE
naproxe l able . e PUMP
naproxen ora s
tablet,delayed prroxicam 2 MO
release (drlec) 375 RELAFEN DS S ST; MO
mg SPRIX 5 ST
naproxen oral 2 SUBOXONE 4 MO; QL
tablet,delayed SUBLINGUAL (60 per 30
release (drlec) 500 FILM 12-3 MG days)
mg SUBOXONE 4 MO; QL
naproxen sodium 2 MO SUBLINGUAL (360 per 30
oral tablet 275 mg, FILM 2-0.5 MG days)
550 mg SUBOXONE 4  MO;QL
naproxen sodium 2 MO SUBLINGUAL (90 per 30
oral tablet, er FILM 4-1 MG, 8-2 days)
multiphase 24 hr MG
naproxen- 5 MO sulindac 2 MO
esomeprazole TRAMADOL 4  PA; MO;
NARCAN 4 MO ORAL QL (30 per
NUCYNTA ER 4  PA;MO; CAPSULE,ER 30 days)
QL (60 per BIPHASE 24 HR
30 days) 17-83
NUCYNTA 4 MO:; QL TRAMADOL 4 PA; MO;
ORAL TABLET (181 per 30 ORAL QL (30 per
100 MG days) CAPSULE,ER 30 days)
N s oo AN
ORAL TABLET (362 per 30 MG ’
50 MG days)
NUCYNTA 4 MO; QL g%i%ADOL > Qel; %4(?2 S)
ORAL TABLET (242 per 30 p y
SOLUTION
75 MG days)
romi 5 MO TRAMADOL 4 MO; QL
o-xdprozin ORAL TABLET (120 per 30
100 MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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tramadol oral tablet 2 MO; QL PSYCHOTHER
50 mg (240 per 30 APEUTIC
days) DRUGS
tramadol oral tablet 2 PA; MO; )
extended release 24 QL (30 per QSBIIII\H/II?[}(FH . g.(:’pceerS 6
hr 30 days) INTRAMUSCUL days)
tramadol oral 2 PA; MO; AR
tablet, er multiphase QL (30 per SUSPENSION,EX
24 hr 30 days) TENDED REL
tramadol- 2 MO; QL SYRING 720
acetaminophen (240 per 30 MG/2.4 ML
days) ABILIFY 5 MO:; QL
VIMOVO 5 ST; MO ASIMTUFII (3.2 per 56
VIVITROL 5 MO IIAI\II{TRAMUSCUL days)
ZIMHI 4 SUSPENSION,EX
ZIPSOR 4 ST; MO TENDED REL
ZUBSOLV 3 MO; QL SYRING 960
SUBLINGUAL (30 per 30 MG/3.2 ML
TABLET 0.7-0.18 days) ABILIFY 5 MO:; QL (1
MG, 1.4-0.36 MG, MAINTENA per 28 days)
11.4-2.9 MG, 2.9- ABILIFY 5 QL (30 per
0.71 MG, 5.7-1.4 MYCITE 30 days)
MG MAINTENANCE
ZUBSOLV 3 MO; QL KIT ORAL
SUBLINGUAL (60 per 30 TABLET WITH
TABLET 8.6-2.1 days) SENSOR AND
MG STRIP 15 MG, 2
MG, 20 MG, 30
MG, 5 MG
ABILIFY 5 QL (30 per
MYCITE 30 days)
STARTER KIT
ORAL TABLET

WITH SENSOR,
STRIP, POD 10
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ABILIFY ORAL 4 MO; QL ARISTADA 5 MO; QL
TABLET (30 per 30 INTRAMUSCUL (3.9 per 56
days) AR days)
ADDERALL 4 MO SUSPENSION,EX
ORAL TABLET TENDED REL
20 MG, 5 MG, 7.5 SYRING 1,064
MG MG/3.9 ML
ADDERALL XR 4  ST; MO ARISTADA > MO;QL
ADZENYS XR- 4 ST: MO INTRAMUSCUL (1.6 per 28
ODT AR days)
SUSPENSION,EX
AMBIEN 4 MO; QL TENDED REL
(30 per 30 SYRING 441
days) MG/1.6 ML
AMBIEN CR 4 MO;QL ARISTADA 5  MO;QL
(30 per 30 INTRAMUSCUL (2.4 per 28
days) AR days)
amitriptyline 2 MO SUSPENSION,EX
amoxapine 2 MO gsgl[l)\l Eé);;zEL
amphetamine 2 PA; MO MG/2.4 ML
sulfate ARISTADA 5 MO; QL
ANAFRANIL 4 MO INTRAMUSCUL (3.2 per 28
APLENZIN 5 MO; QL AR days)
(30 per 30 SUSPENSION,EX
days) TENDED REL
APTENSIO XR 4 ST; MO SYRING 882
aripiprazole oral 2 MO MG/3.2 ML
solution armodafinil 2 PA; MO;
aripiprazole oral 2 MO; QL QL (30 per
tablet (30 per 30 30 days)
days) asenapine maleate 2 MO; QL
aripiprazole oral 2 MO; QL (60 per 30
tablet,disintegrating (60 per 30 days)
days) ATIVAN ORAL 4 PA; MO;
ARISTADA 5 MO; QL TABLET 0.5 MG, QL (90 per
INITIO (4.8 per 365 I MG 30 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ATIVAN ORAL 4 PA; MO; CAPLYTA 4 MO; QL
TABLET 2 MG QL (150 per (30 per 30
30 days) days)
atomoxetine oral 2 MO; QL CELEXA ORAL 4 MO; QL
capsule 10 mg, 18 (60 per 30 TABLET (30 per 30
mg, 25 mg, 40 mg days) days)
atomoxetine oral 2 MO; QL chlorpromazine oral 2 MO
capsule 100 mg, 60 (30 per 30 CITALOPRAM 4 MO; QL
mg, 80 mg days) ORAL CAPSULE (30 per 30
AUVELITY 5 ST; MO; days)
QL (60 per citalopram oral 2 MO
30 days) solution
AZSTARYS 4 ST; MO citalopram oral 1 MO; QL
BELSOMRA 4 PA; MO; tablet (30 per 30
QL (30 per days)
30 days) clomipramine MO
bupropion hel oral 2 MO clonidine hcl oral MO
tablet tablet extended
bupropion hcl oral 2 MO; QL release 12 hr
tablet extended (90 per 30 clorazepate 2 PA; MO;
release 24 hr 150 mg days) dipotassium oral QL (180 per
bupropion hcl oral 2 MO; QL tablet 15 mg 30 days)
tablet extended (30 per 30 clorazepate 2 PA; MO;
release 24 hr 300 mg days) dipotassium oral QL (90 per
BUPROPION 4 MO; QL tablet 3.75 mg 30 days)
HCL ORAL (30 per 30 clorazepate 2 PA; MO;
TABLET days) dipotassium oral QL (360 per
EXTENDED tablet 7.5 mg 30 days)
RELEASE 24 HR i ; 5
HOMG CLOZARIL ;
bupropion h.d oral 2 MO; QL ORAL TABLET
tablet sustained- (60 per 30 100 MG
release 12 hr days)
buspir 5 MO CLOZARIL 4
uspirone ORAL TABLET
200 MG, 25 MG,
50 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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CONCERTA 4 ST; MO dextroamphetamine 2 MO
COTEMPLA XR- 4  ST;MO -amphetamine
OoDT diazepam intensol 2 PA; MO;
CYMBALTA 4  MO;QL QL (240 per
(60 per 30 30 days)
days) diazepam oral 2 PA; MO;
DAYTRANA 4 ST: MO solution 5 mgl5 ml QL (1200
DAYVIGO 4 PA;MO; (1 mglmi) per 30 days)
QL’(30 p’er diazepam oral tablet 2 PA; MO;
30 days) QL (120 per
desipramine 2 MO : 30 days)
DESVENLAFAXI 4 MO: QL doxepz‘n oral capsule 2 MO
NE ORAL (120 per 30 doxepin oral 2 MO
TABLET days) concentrate
EXTENDED doxepin oral tablet 2 MO; QL
RELEASE 24 HR (30 per 30
100 MG days)
DESVENLAFAXI 4 MO; QL DRIZALMA 4 MO; QL
NE ORAL (30 per 30 ORAL CAPSULE, (60 per 30
TABLET days) DELAYED REL days)
EXTENDED SPRINKLE 20
RELEASE 24 HR MG, 30 MG, 60
50 MG MG
desvenlafaxine 2 MO; QL DRIZALMA 4 MO; QL
succinate (30 per 30 ORAL CAPSULE, (90 per 30
days) DELAYED REL days)
DEXEDRINE 4 ST; MO SPRINKLE 40
SPANSULE MG
ORAL CAPSULE, duloxetine oral 2 MO; QL
EXTENDED capsule,delayed (60 per 30
RELEASE 10 MG, release(drlec) 20 days)
15MG mg, 30 mg, 60 mg
dexmethylphenidate 2 MO duloxetine oral 2 MO; QL
dextroamphetamine 2 MO capsule,delayed (90 per 30
sulfate release(drlec) 40 days)
mg
DYANAVEL XR 4 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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EFFEXOR XR 4 MO; QL FETZIMA ORAL 3 MO; QL
ORAL (30 per 30 CAPSULE,.EXTE (30 per 30
CAPSULE.EXTE days) NDED RELEASE days)
NDED RELEASE 24 HR
24HR 150 MG, fluoxetine (pmdd) 2 QL (240 per
37.5 MG oral tablet 10 mg 30 days)
EFFEXOR XR 4 MO; QL fluoxetine (pmdd) 2 QL (120 per
8§§SLULE EXTE 5190 p)er 30 oral tablet 20 mg 30 days)
: ays . _
NDED RELEASE ﬂ”"xel’ o oral ! z[(? ’ ngo
YAHR 75 MG capsule 10 mg dayf)er
EMSA.M > MO fluoxetine oral 1 MO; QL
ergoloid 2 MO capsule 20 mg (90 per 30
escitalopram 2 MO days)
oxalate oral solution fluoxetine oral 1 MO; QL
escitalopram 1 MO; QL capsule 40 mg (60 per 30
oxalate oral tablet (30 per 30 days)
days) fluoxetine oral 2 MO:; QL (4
eszopiclone 2 MO; QL capsule,delayed per 28 days)
(30 per 30 release(drlec)
days) Sfluoxetine oral 2 MO
EVEKEO 4 PA; MO solution
EVEKEO ODT 4 PA; MO fluoxetine oral 2 MO; QL
FANAPT ORAL 4 MO; QL tablet 10 mg (240 per 30
TABLET (60 per 30 days)
days) fluoxetine oral 2 MO; QL
FANAPT ORAL 4 MO; QL (8 tablet 20 mg (120 per 30
TABLETS,DOSE per 180 days)
PACK days) fluoxetine oral 2 MO; QL
FETZIMA ORAL 3 MO:;QL tablet 60 mg (30 per 30
CAPSULE,EXT (28 per 180 days)
REL 24HR DOSE days) fluphenazine 2 MO
PACK decanoate
Sfluphenazine hcl 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Sfluvoxamine oral 2 MO; QL haloperidol 2 MO
capsule,extended (60 per 30 decanoate
release 24hr days) intramuscular
Sfluvoxamine oral 2 MO:; QL solution 100 mglml,
tablet 100 mg (90 per 30 50 mglml, 50
days) mglml(1ml)
fluvoxamine oral ) MO:; QL haloperidol lactate 2 MO
tablet 25 mg (30 per 30 injection
days) haloperidol lactate 2 MO
fluvoxamine oral 2 MO; QL oral
tablet 50 mg (60 per 30 HETLIOZ 5 PA; MO;
days) QL (30 per
FOCALIN 4 MO 30 days)
FOCALIN XR 4  ST; MO HETLIOZ LQ 5  PA;MO;
FORFIVO XL 4 MO; QL QL (158 per
30 days)
(30 per 30
days) imipramine hcl 2 MO
GEODON 4 MO imipramine pamoate 2 MO
INTRAMUSCUL INVEGA 5 MO; QL
AR HAFYERA (3.5 per 180
GEODON ORAL 4  MO;QL INTRAMUSCUL days)
CAPSULE 20 MG (60 per 30 AR SYRINGE
days) 1,092 MG/3.5 ML
GEODON ORAL 5  MO;QL INVEGA 5  MO;QL(5
CAPSULE 40 MG, (60 per 30 HAFYERA per 180
60 MG, 80 MG days) INTRAMUSCUL days)
HALDOL B 1560 MGI5 ML
DECANOATE H’\IVEGA ORAL 4 MO; QL
haloperl.dol 2 MO TABLET (30 per 30
haloperidol 2 EXTENDED days)
decanoate RELEASE 24HR
intramuscular

solution 100 mglml
(1 ml)

1.5 MG, 3 MG, 9
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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INVEGA ORAL 4 MO; QL INVEGA 5 MO; QL
TABLET (60 per 30 TRINZA (1.32 per 90
EXTENDED days) INTRAMUSCUL days)
RELEASE 24HR 6 AR SYRINGE 410
MG MG/1.32 ML
INVEGA 5 MO; QL INVEGA 5 MO; QL
SUSTENNA (0.75 per 28 TRINZA (1.75 per 90
INTRAMUSCUL days) INTRAMUSCUL days)
AR SYRINGE 117 AR SYRINGE 546
MG/0.75 ML MG/1.75 ML
INVEGA 5 MO:; QL (1 INVEGA 5 MO:; QL
SUSTENNA per 28 days) TRINZA (2.63 per 90
INTRAMUSCUL INTRAMUSCUL days)
AR SYRINGE 156 AR SYRINGE 819
MG/ML MG/2.63 ML
INVEGA 5 MO; QL JORNAY PM 4 ST; MO
SUSTENNA (1.5 per 28 KAPVAY 4 ST; MO
Ef??ﬁfﬁ é%% ., days) LATUDA ORAL 5  MO; QL
MG/1.5 ML TABLET 120 MG, (30 per 30
: 20 MG, 40 MG, 60 days)
INVEGA 3 MO; QL MG
SUSTENNA (0.25 per 28 LATUDA ORAL 5 MO: QL
INTRAMUSCUL days) TABLET 80 MG (60 per 30
AR SYRINGE 39 q p)e
MG/0.25 ML ays
INVEGA 5 MO; QL ,]Ei)éégll} O ORAL 4 ?;[(? ,eQrIgO
SUSTENNA (0.5 per 28 i f)
INTRAMUSCUL days) Y
AR SYRINGE 78 lithium carbonate 1 MO
MG/0.5 ML LITHOBID 4 MO
INVEGA 5 MO; QL lorazepam intensol 2 PA; QL
TRINZA (0.88 per 90 (150 per 30
INTRAMUSCUL days) days)
AR SYRINGE 273 lorazepam oral 2 PA; MO;
MG/0.88 ML tablet 0.5 mg, 1 mg QL (90 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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lorazepam oral 2 PA; MO; methylphenidate 2 MO
tablet 2 mg QL (150 per methylphenidate hcl 2 MO
30 days) oral cap,er
LOREEV XR 4 PA; MO; sprinkle,biphasic 40-
ORAL QL (30 per 60
CAPSULE.EXTE 30 days) methylphenidate hcl 2 MO
NDED RELEASE oral capsule, er
24HR 1 MG, 1.5 biphasic 30-70
i/l(?REEV R i PA MO methylphenidate hcl 2 MO
; ; oral capsule,er
ORAL QL (150 per biphasi]z 50-50
CAPSULE,EXTE 30 days) .
NDED RELEASE methylphe;nzdale hel 2 MO
24HR 2 MG oral solution
LOREEV XR 4 PA: MO: metlhtylglhimdale hel 2 MO
ORAL QL (90 per oraravrer
CAPSULE.EXTE 30 days) methylphenidate hcl 2 MO
NDED RELEASE oral tablet extended
24HR 3 MG release
loxapine succinate 2 MO methylphenidate hcl 2
LUNESTA A MO: QL oral tablet extended
(30 per 30 release 24hr 18 mg
days) (bx rating ), 27 mg
(bx rating ), 36 m
lurasidone oral 5 MO; QL (bx rating), 54 mg
tablet 120 mg, 20 5130 per 30 (bx rating)
e, 4‘0 mg, 60 mg 4ys) methylphenidate hcl 2 MO
lurasidone oral 5 MO; QL oral tablet extended
tablet 80 mg 5160 p)er 30 release 24hr 18 mg,
ays 27 mg, 36 mg, 54
LYBALVI 5 ST; MO:; mg
g)OLdBO )per METHYLPHENI 4 ST; MO
ays DATE HCL
MARPLAN 4 MO ORAL TABLET
methamphetamine 2 PA; MO gﬁIEE?EEiHR
I\O/II]{:;{EYLIN 4 MO 45 MG, 63 MG, 72
SOLUTION MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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methylphenidate hcl 2 MO paliperidone oral 2 MO; QL
oral tablet,chewable tablet extended (60 per 30
mirtazapine D MO release 24hr 6 mg days)
modafinil oral tablet 2 PA; MO; PAMELOR 4 MO
100 mg QL (30 per PARNATE 4 MO
30 days) paroxetine hel oral 2 MO
modafinil oral tablet 2 PA; MO; suspension
200 mg QL (60 per paroxetine hel oral 2 MO; QL
30 days) tablet 10 mg, 20 mg, (30 per 30
molindone 2 MO 40 mg days)
MYDAYIS 4 ST; MO paroxetine hcl oral 2 MO; QL
NARDIL 4 MO tablet 30 mg (60 per 30
nefazodone 2 MO o 5 i:();S)QL
paroxetine hcl ora ;
gl?iil"{fAAl\glI}]\EIT 4 MO tablet extended (60 per 30
10 MG, 25 MG release ?4 hr days)
nortriptyline 2 MO paroxetine 2 MO; QL
mesylate(menop.sy (30 per 30
NUPLAZID 4 PA; MO; m) days)
%Ld(:’os)per PAXIL CR 4 MO;QL
Y (60 per 30
NUVIGIL 4 PA; MO; days)
%Ld(;’osfer PAXIL ORAL 4 MO
. Y SUSPENSION
?l;’”mp o . 10 PAXIL ORAL 4 MO;QL
ramuscurar TABLET 10 MG, (30 per 30
olanzapine oral 2 MO; QL 20 MG, 40 MG days)
5130 p)er 30 PAXIL ORAL 4  MO; QL
ays TABLET 30 MG (60 per 30
olanzapine- 2 MO days)
I ulo‘xetz':zle l 5 MO: OL perphenazine 2 MO
paliperidone ora ; )
tablet extended (30 per 30 PERSERIS > Né?é ()Q(il(ls)
release 24hr 1.5 mg, days) P Y
3mg, 9 mg phenelzine 2 MO
pimozide 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PRISTIQ 4 MO; QL quetiapine oral 2 MO; QL
(30 per 30 tablet 300 mg, 400 (60 per 30
days) mg days)
procentra 2 MO quetiapine oral 2 MO; QL
protriptyline % MO tablet extended (30 per 30
PROVIGIL ORAL 5 PA: MO- release 24 hr 150 days)
TABLET 100 MG QL (30 per mg, 200 mg
30 days) quetiapine oral 2 MO; QL
PROVIGIL ORAL 5 PA: MO- tablet extended (60 per 30
TABLET 200 MG QL’ (60 p’er release 24 hr 300 days)
30 days) mg, 400 mg, 50 mg
PROZAC ORAL 4 MO: QL QUILLICHEW 4 ST; MO
CAPSULE 10 MG (30 per 30 ER
days) QUILLIVANT XR 4 ST; MO
PROZAC ORAL 4  MO;QL QUVIVIQ 4 PA;MO;
CAPSULE 20 MG (90 per 30 QL (30 per
days) 30 days)
PROZAC ORAL 4  MO;QL ramelteon 2 MO;QL
CAPSULE 40 MG (60 per 30 (30 per 30
days) days)
QELBREE ORAL 4  ST; MO; RELEXXII 4 ST;MO
CAPSULE.EXTE QL (30 per REMERON 4 MO
NDED RELEASE 30 days) ORAL TABLET
24HR 100 MG, 150 15 MG, 30 MG
MG REMERON 4 MO
QELBREE ORAL 4 ST; MO:; SOLTAB
CAPSULE,EXTE QL (60 per REXULTI 4 MO: QL
NDED RELEASE 30 days) (30 per 30
24HR 200 MG days)
quetiapine oral 2 MO; QL
tablet 100 mg, 200 (90 per 30
mg, 25 mg, 50 mg days)
QUETIAPINE 4 MO; QL
ORAL TABLET (90 per 30
150 MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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RISPERDAL 3 MO; QL (2 risperidone oral 2 MO; QL
CONSTA per 28 days) tablet,disintegrating (60 per 30
INTRAMUSCUL 0.25 mg, 0.5 mg, 1 days)
AR mg, 2 mg, 3 mg
SUSPENSION.EX risperidone oral 2 MO; QL
TENDED REL tablet,disintegrating (120 per 30
RECON 12.5 4mg days)
MG/2 ML, 25
MG/2 ML RITALIN 4 MO
RISPERDAL 5 MO: QL (2 RITALIN LA 4 ST; MO
CONSTA per 28 days) ROZEREM 4 MO; QL
INTRAMUSCUL (30 per 30
AR days)
SUSPENSION,EX SAPHRIS 4 MO; QL
TENDED REL (60 per 30
RECON 37.5 days)
MG/2 ML, 50 SECUADO 5  MO;QL
MG/2 ML (30 per 30
RISPERDAL 4 MO days)
ORAL SEROQUEL 4  MO;QL
SOLUTION ORAL TABLET (90 per 30
RISPERDAL 4 MO; QL 100 MG, 200 MG, days)
ORAL TABLET (60 per 30 25 MG, 50 MG
0.5 MG, 1 MG, 2 days) SEROQUEL 4 MO:; QL
MG, 3 MG ORAL TABLET (60 per 30
RISPERDAL 4 MO; QL 300 MG, 400 MG days)
ORAL TABLET 4 (120 per 30 SEROQUEL XR 4 MO:; QL
MG days) ORAL TABLET (30 per 30
risperidone oral 2 MO EXTENDED days)
solution RELEASE 24 HR
risperidone oral 1 MO; QL 150 MG, 200 MG
tablet 0.25 mg, 0.5 (60 per 30 SEROQUEL XR 4 MO; QL
mg, 1 mg, 2 mg, 3 days) ORAL TABLET (60 per 30
mg EXTENDED days)
risperidone oral 1 MO; QL RELEASE 24 HR
tablet 4 mg (120 per 30 300 MG, 400 MG,

days) 50 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SERTRALINE 4 MO; QL trazodone 1 MO
ORAL CAPSULE (30 per 30 trifluoperazine 2 MO
7 ; days) trimipramine 2 MO
sertraline ora 2 MO TRINTELLIX 3 MO: QL
concentrate
(30 per 30
sertraline oral tablet 1 MO; QL days)
100 mg, 50 mg 516210 f)er 30 UZEDY 5 MO: QL
Y SUBCUTANEOU (0.28 per 28
sertraline oral tablet 1 MO; QL S days)
25 mg (30 per 30 SUSPENSION,EX
days) TENDED REL
SILENOR 4 MO; QL SYRING 100
(30 per 30 MG/0.28 ML
days) UZEDY 5  MO;QL
SODIUM 5 PA; LA; SUBCUTANEOU (0.35 per 28
OXYBATE QL (540 per S days)
30 days) SUSPENSION,EX
STRATTERA 4 ST; MO; TENDED REL
ORAL CAPSULE QL (60 per SYRING 125
10 MG, 18 MG, 25 30 days) MG/0.35 ML
MG, 40 MG UZEDY 5 MO; QL
STRATTERA 4 ST: MO; SUBCUTANEOU (0.42 per 56
ORAL CAPSULE QL (30 per S days)
100 MG, 60 MG, 30 days) SUSPENSION,EX
20 MG TENDED REL
. SYRING 150
SUNOSI 4 PA; MO; MG/0.42 ML
QL (30 per
30 days) UZEDY 5  MO;QL
SYMBYAX 4 MO SUBCUTANEOU goasg per 56
?_I;SA I\I;I glzpzsyh];[]é SUSPENSION,EX
’ TENDED REL
tasimelteon 5 PA; QL (30 SYRING 200
per 30 days) MG/0.56 ML
thioridazine 2 MO
thiothixene 2 MO
tranylcypromine 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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UZEDY 5 MO; QL venlafaxine oral 2 MO; QL
SUBCUTANEOU (0.7 per 56 tablet extended (30 per 30
S days) release 24hr days)
SUSPENSION,EX VERSACLOZ 5
TENDED REL VIIBRYD ORAL 4 MO; QL
SYRING 250 TABLET (30 per 30
MG/0.7 ML dayf)
S da.ys)p TABLETS,DOSE (30 per 180
SUSPENSION,EX gﬁﬁlé 1(331;/[G - days)
TENDED REL
SYRING 50 vilazodone 2 MO; QL
MG/0.14 ML (30 per 30
UZEDY 5  MO; QL days)
SUBCUTANEOU (0.21 per 28 VRAYLARORAL 4 MO;QL
S days) CAPSULE (30 per 30
SUSPENSION,EX days)
TENDED REL VRAYLAR ORAL 4 MO; QL (7
SYRING 75 CAPSULE,DOSE per 180
MG/0.21 ML PACK days)
VALIUM 4 PA; MO; VYVANSE 4 ST; MO
QL (120 per WAKIX 5  PA;MO;
30 days) LA; QL (60
VENLAFAXINE 4 MO; QL per 30 days)
BESYLATE (30 per 30 WELLBUTRIN 4  MO;QL
days) SR (60 per 30
venlafaxine oral 2 MO; QL days)
capsule,extended (30 per 30 WELLBUTRIN 4 MO; QL
release 24hr 150 days) XL ORAL (90 per 30
mg, 37.5 mg TABLET days)
venlafaxine oral 2 MO; QL EXTENDED
capsule,extended (90 per 30 RELEASE 24 HR
release 24hr 75 mg days) 150 MG
venlafaxine oral 2 MO; QL
tablet (90 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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WELLBUTRIN 4 MO; QL ZOLOFT ORAL 4 MO; QL
XL ORAL (30 per 30 TABLET 25 MG (30 per 30
TABLET days) days)
EXTENDED zolpidem oral tablet 2 MO; QL
RELEASE 24 HR (30 per 30
300 MG days)
XELSTRYM 4 ST; MO zolpidem oral 2 MO; QL
XYREM 5 PA; LA; tablet,ext release (30 per 30
QL (540 per multiphase days)
30 days) ZYPREXA 4 MO
XYWAV 5 PA; LA; INTRAMUSCUL
QL (540 per AR
30 days) ZYPREXA ORAL 4 MO; QL
zaleplon oral 2 MO; QL TABLET 10 MG, (30 per 30
capsule 10 mg (60 per 30 2.5 MG, 5 MG, 7.5 days)
days) MG
zaleplon oral 2 MO; QL ZYPREXA ORAL 5 MO; QL
capsule 5 mg (30 per 30 TABLET 15 MG, (30 per 30
days) 20 MG days)
zenzedi oral tablet 2 MO ZYPREXA 3 MO; QL (2
10 mg, 5 mg RELPREVV per 28 days)
ZENZEDI ORAL 4 MO INTRAMUSCUL
TABLET 15 MG, AR SUSPENSION
2.5 MG, 20 MG, 30 FOR
MG, 7.5 MG RECONSTITUTI
ziprasidone hcl 2 MO; QL ON210 MG
(60 per 30 ZYPREXA ZYDIS 4 MO; QL
days) ORAL (30 per 30
; ; TABLET,DISINT days)
ziprasidone 2 MO EGRATING 10
mesylate MG. 5 MG
égi%i&?gilﬁz 4 MO ZYPREXA ZYDIS 5 MO; QL
ORAL (30 per 30
ZOLOFT ORAL 4 MO:; QL TABLET,DISINT days)
TABLET 100 MG, (60 per 30 EGRATING 15
50 MG days) MG, 20 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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CARDIOVAS TIKOSYN 4 MO
CULAR, ANTIHYPERTE
HYPERTENSI NSIVE
ON / LIPIDS HIALBAIP
ANTIARRHYTH acebutolol 2 MO
MIC AGENTS ALDACTAZIDE 4 MO
ORAL TABLET
amiodarone oral 2 MO 25-25 MG
tablet 100 mg, 200 ALDACTONE 4 MO
mg
liski 2 MO
amiodarone oral 2 anstren
tablet 400 mg ALTACE 4 MO
BETAPACE AF 4 MO amiloride 2 MO
dofetilide 2 MO ijonhdle- . 2 MO
. ydrocnlorothiazide
flecainide 2 MO —
mexiletine 2 MO amlodipine ! MO
amlodipine- 1 MO
MULTAQ 4 MO benazepril
[;cozgeronezcérOal tablet 2 MO amlodipine- 1 MO
400 s, e, olmesartan
mg
amlodipine- 1 MO
propafenone 2 MO valsartan
quil}lidine gluconate 2 MO amlodipine- 5 MO
ord valsartan-hcthiazid
quinidine sulfate 2 MO ATACAND 4 ST; MO
oral tablet
RYTHMOL SR 1 MO ATACAND HCT 4 ST; MO
tenolol 1 MO
sorine oral tablet 2 MO atenolo
120 mg, 160 mg, 80 atenolol-. 1 MO
mg chlorthalidone
sorine oral tablet 2 AVALIDE 4 ST; MO
240 mg AVAPRO 4 ST; MO
sotalol af 2 AZOR 4 ST; MO
sotalol oral 2 MO benazepril 1 MO
SOTYLIZE 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
59


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

benazepril- 1 MO CAROSPIR 4 MO
hydrochlorothiazide cartia xt P MO
BENICAR 4 ST; MO carvedilol 1 MO
BENICAR HCT 4 ST; MO carvedilol phosphate 2 MO
betaxolol oral 2 MO chlorthalidone oral 2 MO
BIDIL 4 MO; QL tablet 25 mg, 50 mg

(180 per 30 clonidine 2 MO; QL (4

days) per 28 days)
bisoprolol fumarate 2 MO clonidine hel oral 1 MO
bisoprolol- 1 MO tablet
hydrochlorothiazide CONJUPRI 4 MO
bumetanide 2 MO COREG CR 4 MO
BYSTOLIC 4 MO CORGARD 4 MO
candesartan 1 MO ORAL TABLET
candesartan- 2 MO 20 MG, 40 MG
hydrochlorothiazid COZAAR 4 ST; MO
captopril oral tablet 2 MO DEMSER 5 PA; MO
100 mg, 50 mg DIBENZYLINE 5 PA; MO
captopril oral tablet 1 MO diltiazem hel oral 5 MO
12.5mg, 25 mg capsule,extended
CARDIZEM CD 4 MO release 12 hr
CARDIZEM LA 4 MO diltiazem hcl oral 2 MO
CARDIZEM 4 MO capsule,extended
ORAL TABLET release 24 hr 360
120 MG, 30 MG, mg, 420 mg
60 MG diltiazem hcl oral 2 MO
CARDURA 4 ST: MO; capsule,extended
ORAL TABLET 1 QL (30 per release 24hr 120
MG, 2 MG, 4 MG 30 days) mg, 180 mg, 240
CARDURA 4  ST;MO; mg, 300 mg
ORAL TABLET 8 QL (60 per diltiazem hcl oral 2 MO
MG 30 days) tablet
CARDURA XL 4 ST: MO; diltiazem hcl oral 2 MO

QL (30 per tablet extended

30 days) release 24 hr 120 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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diltiazem hcl oral 2 furosemide injection 2 MO
tablet extended solution
release 24 hr 180 furosemide oral 2 MO
mg, 240 mg, 300 solution 10 mglml,
mg, 360 mg, 420 mg 40 mgl5 ml (8
dilt-xr 2 MO mglml)
DIOVAN 4 ST; MO furosemide oral 1 MO
DIOVAN HCT 4  ST;MO tablet
DIURIL 4 MO hydralazine oral 2 MO
doxazosin oral 2 MO; QL hydrochlorothiazide 1 MO
tablet 1 mg, 2 mg, 4 (30 per 30 HYZAAR 4 ST; MO
mg days) indapamide 1 MO
doxazosin oral 2 MO; QL INDERAL LA 4 MO
tablet 8 mg (60 per 30 INNOPRAN XL 4 MO

days)
DYRENIUM 4 MO I.NSPRA 4 MO
EDARBI 3 MO z.rbesartan 1 MO
EDARBYCLOR 3 MO irbesartan- . MO
hydrochlorothiazide

EDECBIN 4 MO isosorbide- 2 MO; QL
enalapril maleate 2 MO hydralazine (180 per 30
oral solution days)
enalapril maleate 1 MO isradipine 2 MO
oral tablet KAPSPARGO 4 MO
enalapril- 1 MO SPRINKLE
hydrochlorothiazide KATERZIA 4 MO
eplerenone . MO KERENDIA 3 PA;QL(30
ethacrynic acid 2 MO per 30 days)
EXFORGE 4 ST; MO labetalol oral 2 MO
EXFORGE HCT 4 ST; MO LASTX 4 MO
Jelodipine 2 MO LEVAMLODIPIN 4 MO
fosinopril 1 MO E
fosinopril- 1 MO lisinopril 1 MO
hydrochlorothiazide lisinopril- 1 MO
FUROSCIX 5 ST hydrochlorothiazide

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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LOPRESSOR 4 MO nifedipine oral 2 MO
ORAL tablet extended
losartan 1 MO release 24hr
losartan- 1 MO nimodipine 2 MO
hydrochlorothiazide nisoldipine 2 MO
LOTENSIN 4 MO NORLIQVA 4 MO
ORAL TABLET NORVASC 4 MO
11\2 (1;4 G, 20 MG, 40 NYMALIZE 5
ORAL SYRINGE
LOTREL ORAL 4 MO 60 MG/10 ML
CAPSULE 10-20
MG. 10-40 MG. 5- olmesartan 1 MO
10 I\;IG, 520 M,G olmesartan- 2 MO
mat=im la 5 MO amlodipin-hcthiazid
olmesartan- 1 MO
metolazone 2 MO hydrochlorothiazide
merop ;‘;201 . MO ORENITRAM 5 PA;MO
MONTH 1
metoprolol l‘a-‘ 2 MO TITRATION KT
hydrochlorothiaz ORENITRAM 5 PA: MO
metoprolol tartrate 1 MO MONTH 2
oral TITRATION KT
metyrosine 5 PA; MO ORENITRAM 5 PA;: MO
MICARDIS 4 ST; MO MONTH 3
MICARDIS HCT 4 ST; MO TITRATION KT
MINIPRESS 4 MO ORENITRAM 4 PA; MO
NS ORAL TABLET
mznox.ldl‘l oral 2 MO EXTENDED
moexipril I MO RELEASE 0.125
nadolol 2 MO MG
nebivolol 2 MO ORENITRAM 5 PA; MO
nicardipine oral 2 MO ORAL TABLET
nifedipine oral 2 MO E)EEEESEE(? 75
laj)let extended MG. 1 MG, 2.5
release MG. 5 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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perindopril 1 MO TENORETIC 50 4 MO
erbumine TENORMIN 4 MO
phenoxybenzamine 5 PA; MO terazosin oral 1 MO:; QL
pindolol 2 MO capsule 1 mg, 2 mg, (30 per 30
prazosin 2 MO > mg days)
PROCARDIA XL 4 MO terazosin oral | MO; QL
propranolol oral 2 MO capsule 10 mg (60 per 30
days)
capsule,extended
release 24 hr THALITONE 4 MO
propranolol oral 2 MO tiadylt er 2 MO
solution TIAZAC 4 MO
propranolol oral 1 MO timolol maleate oral 2 MO
tablet TOPROL XL 4 MO
QBRELIS 4 MO torsemide oral 2 MO
quinapril 1 MO trandolapril 1 MO
ramipril 1 MO trandolapril- 2 MO
SOAANZ 4 ST; MO verapamil
spironolactone 1 MO treprostinil sodium 5 PA; MO;
spironolacton- 2 MO LA
hydrochlorothiaz triamterene 2 MO
SULAR ORAL 4 MO triamterene- 1 MO
TABLET hydrochlorothiazid
%EEE?EEE R TRIBENZOR 4  ST; MO
17 MG. 34 MG, 8.5 UPTRAVI ORAL 5 l;i, MO;
MG ALSARTA S o
: VALSARTAN 5 T, M
taztia xt 2 MO ORAL
TEKTURNA 4 MO SOLUTION
telmisartan 1 MO valsartan oral tablet 1 MO
telmisartan- 2 MO valsartan- 1 MO
amlodipine hydrochlorothiazide
telmisartan- 2 MO VASERETIC 4 MO
hydrochlorothiazid VASOTEC 4 MO
TENORETIC 100 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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verapamil oral 2 MO clopidogrel oral 1 MO; QL
capsule, 24 hr er tablet 75 mg (30 per 30
pellet ct days)
verapamil oral 2 MO dabigatran etexilate 2 MO
capsule,ext rel. dipyridamole oral 2 MO
pellets 24 hr DOPTELET (10 5  PA; MO;
verapamil oral 1 MO TAB PACK) LA
tablet DOPTELET (15 5  PA; MO;
verapamil oral 2 MO TAB PACK) LA
Z’f ;Z;:xre”ded DOPTELET (30 5  PA; MO;
TAB PACK) LA
VERELAN 4 MO EEFIENT 1 MO
VERELAN PM 4 MO ELIQUIS 3 MO
ZESTORETIC 4 MO ELIQUIS DVT-PE 3 MO
ZESTRIL 4 MO TREAT 30D
ZIAC 4 MO START
COAGULATION enoxaparin 2 MO; QL
THERAPY subcutaneous (28 per 28
syringe 100 mg/ml, days)
ARIXTRA 5 MO 150 mglml
SUBCUTANEOU :
S SYRINGE 10 enoxapdarin 2 MO, QL
MG/0.8 ML. 5 subcutaneous (22.4 per 28
ARIXTRA 4 MO enoxaparin 2 MO; QL
SUBCUTANEOU subcutaneous (16.8 per 28
S SYRINGE 2.5 syringe 30 mgl0.3 days)
aspirin- 2 MO enoxaparin 2 MO; QL
dipyridamole subcutaneous (11.2 per 28
BRILINTA MO syringe 40 mgl0.4 days)
ml
CABLIVI PA; LA
INJECTION KIT
cilostazol 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Sfondaparinux 5 MO LOVENOX 4 MO; QL

subcutaneous SUBCUTANEOU (28 per 28

syringe 10 mgl0.8 S SYRINGE 100 days)

ml, 5 mgl0.4 ml, 7.5 MG/ML, 150

mgl0.6 ml MG/ML

fondaparinux 2 MO LOVENOX 4 MO; QL

subcutaneous SUBCUTANEOU (22.4 per 28

syringe 2.5 mgl0.5 S SYRINGE 120 days)

ml MG/0.8 ML, 80

FRAGMIN 5 MO MG/0.8 ML

SUBCUTANEOU LOVENOX 4 MO; QL

S SOLUTION SUBCUTANEOU (16.8 per 28

25,000 ANTI-XA S SYRINGE 30 days)

UNIT/ML MGJ/0.3 ML, 60

FRAGMIN 5 MO MG/0.6 ML

SUBCUTANEOU LOVENOX 4 MO; QL

S SYRINGE SUBCUTANEOU (11.2 per 28

10,000 ANTI-XA S SYRINGE 40 days)

UNIT/ML, 12,500 MG/0.4 ML

%EIT%%(?ML MULPLETA 5  PA;MO

15,000 ANTI-XA pentoxifylline 2 MO

UNIT/0.6 ML, PLAVIX ORAL 4 MO; QL

18,000 ANTI-XA TABLET 75 MG (30 per 30

UNIT/0.72 ML, days)

7,500 ANTI-XA PRADAXA ORAL 4 PA; MO

UNIT/0.3 ML CAPSULE

FRAGMIN 4 MO PRADAXA ORAL 5 PA

SUBCUTANEOU PELLETS IN

S SYRINGE 2,500 PACKET

gﬁr{]{;f)(ZAML prasugrel 2 MO

5,000 ANTL-XA PROMACTA 5 EAA, MO;

UNIT/0.2 ML

heparin (porcine) 2 MO SAVAYSA 4 PA; MO

injection solution TAVALISSE 5 g‘ia (EOA;

; per

Jjantoven 1 MO 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
warfarin 1 MO colestipol oral 2 MO
XARELTO 3 MO packet
XARELTO DVT- 3 MO colestipol oral tablet 2 MO
PE TREAT 30D CRESTOR 4 ST; MO;
START QL (30 per
ZONTIVITY 4 MO 30 days)
LIPID/CHOLES EZALLOR 4 ST MO;
LOWERING 30 days)
AGENTS ezetimibe 2 MO
ALTOPREV 5 ST; MO:; ezetimibe- 2 MOQL
QL’ (30 I;er simvastatin (30 per 30
30 days) : days)
miipie 2 wou  fue 2 MO
atorvastatin (30 per 30
days) capszztéeo 130 rZ§ 134
mg, mg, 43 mg,
ANTARA ORAL 4 MO 67 mg
CAPSULE 90 MG FENOFIBRATE 4 MO
atorvastatin 1 MO; QL MICRONIZED
(30 per 30 ORAL CAPSULE
days) 90 MG
CADUET 4 ST; MO; fenofibrate 0 MO
QL (30 per nanocrystallized
30 days) FENOFIBRATE 4 MO
cholestyramine 2 MO ORAL CAPSULE
;ZZZ;“;CZZ c?creatl fenofibrate oral 2 MO
tablet
chofestyr:llml{ae light 2 fenofibric acid 2 MO
Z:zikl; ?W erm (choline)
colesevelam 2 MO FENOGLIDE j MO
COLESTID ORAL 4 MO FLOLIPTD ST; MO;
PACKET %LdB 0(; bet
ays
COLESTID ORAL 4 MO
TABLET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
66


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
Sfluvastatin oral 2 MO; QL niacin oral tablet 2 MO
capsule 20 mg (30 per 30 500 mg
days) niacin oral tablet 2 MO
Sfluvastatin oral 2 MO; QL extended release 24
capsule 40 mg (60 per 30 hr
days) NIACOR 4 MO
Sfluvastatin oral 2 MO; QL omega-3 acid ethyl 2 MO
tablet extended (30 per 30 esters
release 24 hr days) PRALUENTPEN 4  PA;QL(2
gemfibrozil 1 MO per 28 days)
icosapent ethyl 2 MO pravastatin 1 MO; QL
JUXTAPID ORAL 5 PA; MO; (30 per 30
CAPSULE 10 MG, LA days)
20 MG, 30 MG, 5 prevalite oral 2 MO
MG powder in packet
LESCOL XL 4 ST; MO; QUESTRAN 4 MO
QL (30 per LIGHT
30 days) QUESTRAN 4 MO
LIPITOR 4  ST;MO; ORAL POWDER
QL (30 per REPATHA 3 PA;QL(6
30 days)
per 28 days)
LIPOFEN 4 Mo REPATHA 3 PA;QL(7
LIVALO 4 ST; MO; PUSHTRONEX per 28 days)
%Ld(jos)per REPATHA 3 PA;QL(6
y SURECLICK per 28 days)
LOPID - MO rosuvastatin 1 MO; QL
lovastatin oral 1 MO; QL (30 per 30
tablet 10 mg (30 per 30 days)
days) ROSZET 4 ST; MO;
lovastatin oral 1 MO; QL QL (30 per
tablet 20 mg, 40 mg (60 per 30 30 days)
days) simvastatin 1 MO; QL
LOVAZA 4 ST; MO (30 per 30
NEXLETOL 3 PA;MO days)
NEXLIZET PA; MO TRICOR 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TRILIPIX 4 MO CORLANOR 3 MO; QL
VASCEPA 4 ST: MO ORAL TABLET (60 per 30
VYTORIN 10-10 4  ST; MO; days)
QL (30 per digoxin oral 2 MO
30 days) ENTRESTO 3 MO; QL
VYTORIN 10-20 4 ST; MO; (60 per 30
QL (30 per days)
30 days) FILSPARI 5 PA; MO;
VYTORIN 10-40 4 ST; MO; QL (30 per
QL (30 per 30 days)
30 days) LANOXIN ORAL 4 MO
VYTORIN 10-80 4 ST; MO; ranolazine 2 MO
QL (30 per VECAMYL 5
30 days) VERQUVO 3 MO;QL
WELCHOL 4 MO (30 per 30
ZETIA 4 MO days)
ZOCOR ORAL 4 ST; MO; VYNDAMAX 5 PA; MO
gOAI\Bi}EZOl g/{ l\éGa %Ld(” per VYNDAQEL 4  PA;MO
: ays) NITRATES
ZYPITAMAG 4 ST; MO;
QL (30 per ISORDIL 5 MO
30 days) ISORDIL 4 MO
MISCELLANEO TITRADOSE
Us ORAL TABLET 5
CARDIOVASCU MG
LAR AGENTS isosorbide dinitrate 2 MO
oral tablet
g‘sll{)ii%(ngO . MO isosorbide 1 MO
mononitrate
CAMZYOS 5 PA; MO; nitro-bid ) MO
QL (30 per
30 days) NITRO-DUR 4 MO
CORLANOR 3 QL (450 per nitroglycerin 2 MO
ORAL 30 days) sublingual
SOLUTION nitroglycerin 2 MO
transdermal patch
24 hour

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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nitroglycerin 2 MO COSENTYX PEN 5 PA; MO;
translingual (2 PENYS) QL (10 per
NITROLINGUAL 4 MO 28 days)
NITROSTAT 4 MO COSENTYX 5 PA; MO;
SUBCUTANEOU L (2.5 per
DERMATOL S SYRINGE 75 38 d(ays)p
OGICALS/TO MG/0.5 ML
PICAL ENSTILAR 5 MO; QL
THERAPY (400 per 30
days)
ANTIPSORIATI ILUMYA 5 PA: MO:
Cl QL (2 per
ANTISEBORRH 28 days)
. selenium sulfide 2 MO
acitretin 2 MO topical lotion
calcipotriene scalp MO; QL SILIQ 5 PA; MO;
(120 per 30 QL (6 per
days) 28 days)
calcipotriene topical 2 MO; QL SKYRIZI 5 PA; MO:;
cream (120 per 30 SUBCUTANEOU QL (2 per
days) S PEN INJECTOR 28 days)
CALCIPOTRIEN 4 QL (120 per SKYRIZI 5 PA; MO;
E TOPICAL 30 days) SUBCUTANEOU QL (2 per
FOAM S SYRINGE 150 28 days)
calcipotriene topical 2 MO; QL MG/ML
ointment (120 per 30 SORILUX 4 MO; QL
days) (120 per 30
calcipotriene- 2 MO; QL days)
betamethasone (400 per 30 SOTYKTU PA; MO
days) STELARA PA; MO;
calcitriol topical INTRAVENOUS QL (104 per
COSENTYX (2 5 PA; MO; 180 days)
SYRINGES) QL (10 per STELARA 5 PA; MO;
28 days) SUBCUTANEOU QL (0.5 per
S SOLUTION 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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STELARA 5 PA; MO; CONDYLOX 4 MO
SUBCUTANEOU QL (0.5 per TOPICAL GEL
S SYRINGE 45 28 days) diclofenac sodium 2 PA; MO;
MG/0.5 ML topical gel 3 % QL (100 per
STELARA 5 PA; MO; 28 days)
SUBCUTANEOU QL (1 per doxepin topical 2 MO; QL
S SYRINGE 90 28 days) (45 per 30
MG/ML days)
TACLONEX S MO;QL DUPIXENT 5  PA; MO;
(400 per 30 SUBCUTANEOU QL (4.56
days) S PEN INJECTOR per 28 days)
TALTZ 5 PA; MO; 200 MG/1.14 ML
AUTOINJECTOR QL (1 per DUPIXENT 5 PA; MO;
28 days) SUBCUTANEOU QL (8 per
TALTZ SYRINGE 5 PA; MO; S PEN INJECTOR 28 days)
QL (1 per 300 MG/2 ML
28 days) DUPIXENT 5  PA;MO;
TREMFYA 5 PA; MO; SYRINGE QL (1.34
QL (2 per SUBCUTANEOU per 28 days)
28 days) S SYRINGE 100
VECTICAL 4 MG/0.67 ML
VTAMA 5 PA:MO DUPIXENT 5  PA; MO;
, SUBCUTANEOU QL (4.56
ZORYVE i PA; MO S SYRINGE 200 per 28 days)
MISCELLANEO MG/1.14 ML
Us DUPIXENT 5 PA; MO;
DERMATOLOG SUBCUTANEOU QL (8 per
ICALS S SYRINGE 300 28 days)
ADBRY 5 PA;MO; MG/2 ML
QL (6 per EFUDEX 4 MO
28 days) TOPICAL
ammonium lactate MO CREAM
CARAC MO ELIDEL 4 PA; MO;
CIBINQO PA; MO; %Ld(; OS(; et
QL (30 per Y
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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EUCRISA 4 PA; MO; OPZELURA 5 PA; MO;
QL (120 per QL (240 per
30 days) 28 days)
FLUOROURACI 5 MO PANRETIN 5 PA; MO
L TOPICAL pimecrolimus 2 PA; MO;
CREAM 0.5% QL (100 per
fluorouracil topical 2 MO 30 days)
cream 5 7o PLIAGLIS 4 PA; QL (30
Sfluorouracil topical 2 MO per 30 days)
solution podofilox 2 MO
HYFTOR PA prudoxin 2 MO; QL
imiquimod topical MO (45 per 30
cream in metered- days)
dose pump REGRANEX 5 MO:; QL
imiquimod topical 2 MO (15 per 30
cream in packet 5 %% days)
lidocaine hcl mucous 2 MO SANTYL 3 MO; QL
membrane solution (180 per 30
4% (40 mgiml) days)
lidocaine topical 2 PA; MO; SILVADENE 4 MO
adhesive ‘ QL (90 per silver sulfadiazine 2 MO
f/zltch,medzcated 5 30 days) wsd 5 MO
lidocaine topical 5 MO: QL tacrolimus topical 2 PA; MO;
. QL (100 per
ointment (36 per 30
days) 30 days)
lidocaine viscous 2 MO VALCHLOR > PA; MO
lidocaine-prilocaine 2 MO; QL ZONALON 4 MO; QL
. (45 per 30
topical cream (30 per 30
days) days)
LIDODERM 4  PA; MO; ZTLIDO 4 PAMO;
QL (90 per
QL (90 per 30 days)
30 days) y
methoxsalen 5 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ZYCLARA 5 MO claravis 2
TOPICAL CLEOCIN T 4  MO:; QL
CREAM IN TOPICAL (120 per 30
METERED-DOSE LOTION days)
PUMP clindacin 2 QL (100 per
THERAPY FOR 30 days)
ACNE clindacin etz topical 2 MO; QL
ABSORICA swab (69 per 30
ABSORICA LD days)
ACANYA 4 MO CLINDAGEL 5 MO; QL
TOPICAL GEL (150 per 30
WITH PUMP days)
accutane 5 canaZfzycin . 2 g)OLd(IOO per
tet
ACZONE 1 MO phosphate topica ays)
foam
adapalene topical 2 PA; MO clindamycin 3 MO:; QL
cream phosphate topical (120 per 30
adapalene topical 2 PA; MO gel days)
gel0.3% clindamycin 2 MO; QL
adapalene topical 2 PA phosphate topical (120 per 30
swab lotion days)
adapalene-benzoyl 2 PA; MO clindamycin 2 MO; QL
peroxide phosphate topical (120 per 30
AKLIEF 4 PA;MO solution days)
ALTRENO 4 PA; MO clindamycin 2 MO; QL
amnesteem D) phosphate topical (60 per 30
swab days)
AMZEEQ 4 MO , :
ARA 1 . clindamycin-benzoyl 2 MO
RAZLO PA; MO peroxide topical gel
ATRALIN 4 PA; MO clindamycin-benzoyl 2 MO
avita topical cream 2 PA; MO peroxide topical gel
azelaic acid 2 MO with pump 1.2-2.5 %
AZELEX 4 MO clindamycin- 2 PA; MO
BENZAMYCIN 4 MO fretinoin
brimonidine topical 2 PA; MO dapsone topical 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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DIFFERIN 4 PA; MO metronidazole 2 MO
TOPICAL topical cream
CREAM metronidazole 2 MO
DIFFERIN 4 PA; MO topical gel
TOPICAL GEL metronidazole 2 MO
WITH PUMP topical lotion
DIFFERIN 4 PA; MO MIRVASO 4 PA; MO
TOPICAL neuac 2 MO
LOTION
EPIDUO FORTE 4 PA; MO NORITATE > ST; MO
EPIDUO 4 PA ONEXTON 4 MO
TOPICAL GEL
TOPICAL GEL WITH PUMP
WITH PUMP
EPSOLAY 4 ST, MO RETIN-A 4 PAMO
o pads 5 MO RETIN-A MICRO 4 PA; MO
rp TOPICAL GEL
erygel 2 MO 0.04 %, 0.1 %
erythromycin with 2 MO RETIN-A MICRO 4 PA; MO
ethanol topical gel TOPICAL GEL
erythromycin with 2 MO WITH PUMP 0.06
ethanol topical %, 0.08 %o
solution RHOFADE 4  PA;MO
erythromycin- 2 MO SOOLANTRA 4  ST; MO;
benzoyl peroxide QL (60 per
FABIOR 4 PA; MO 30 days)
FINACEA 4 ST; MO tazarotene topical 2 PA; MO
isotretinoin 2 cream
ivermectin topical 2 MO; QL TAZAROTENE 4 PA
cream (60 per 30 TOPICAL FOAM
days) tazarotene topical 2 PA; MO
METROCREAM 4 ST; MO gel
METROGEL 4 ST;MO TAZORAC 4  PAIMO
TOPICAL GEL 1 tretinoin 2 PA; MO
% microspheres topical
METROLOTION 4 ST gel
tretinoin topical 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TWYNEO 4 PA; MO ciclopirox topical 2 MO; QL
VELTIN 4 PA gel (100 per 28
WINLEVI 4 PA;MO days)
—enatane 5 ciclopirox topical 2 MO; QL
shampoo (120 per 28
ZIANA 4 PA days)
ZILXI 4 ST; MO ciclopirox topical 2 MO; QL
TOPICAL solution (6.6 per 28
ANTIBACTERIA days)
LS ciclopirox topical 2 MO; QL
ALTABAX 4 MO: QL Suspension ((j60 per 28
(30 per 30 ays)
days) clotrimazole topical 2 MO; QL
gentamicin topical 2 MO; QL cream 5145 per 28
(60 per 30 ays)
days) clotrimazole topical 2 MO; QL
KLARON 4 MO solution 513&(; S)er 28
] 2 M
mafe'nzde. acetate © clotrimazole- 2 MO; QL
mupirocin 2 MO; QL betamethasone (45 per 28
5144 per 30 topical cream days)
— ‘ 4ys) clotrimazole- 2 MO; QL
mupirocin calcium 2 MO; QL betamethasone (60 per 28
5130 per 30 topical lotion days)
ays) econazole 2 MO; QL
NEO-SYNALAR 4 MO (85 per 28
sulfacetamide 2 MO days)
sodium (acne) ERTACZO 4  MO;QL
SULFAMYLON 4 MO (60 per 28
TOPICAL days)
CREAM EXELDERM 4  MO;QL
TOPICAL (60 per 28
ANTIFUNGALS days)
ciclopirox topical 2 MO; QL JUBLIA 4 MO; QL (8
cream (90 per 28 per 30 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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KERYDIN 4 MO; QL nystatin topical 2 MO; QL
(10 per 30 cream (30 per 28
days) days)
ketoconazole topical 2 MO; QL nystatin topical 2 MO; QL
cream (60 per 28 ointment (30 per 28
days) days)
ketoconazole topical 2 MO; QL nystatin topical 2 QL (180 per
foam (100 per 28 powder 30 days)
days) nystatin- 2 MO; QL
ketoconazole topical 2 MO; QL triamcinolone (60 per 28
shampoo (120 per 28 days)
days) nystop 2 MO; QL
ketodan 2 MO; QL (180 per 30
(100 per 28 days)
days) oxiconazole 2 MO; QL
LOPROX 4 MO; QL (90 per 28
TOPICAL (120 per 28 days)
SHAMPOO days) OXISTAT 4 QL (90 per
LULICONAZOLE 4 MO; QL TOPICAL 28 days)
(60 per 28 CREAM
days) OXISTAT 4 MO;QL
LUZU 4 MO:; QL TOPICAL (60 per 28
(60 per 28 LOTION days)
days) tavaborole 2 MO; QL
naftifine topical 2 MO:; QL (10 per 30
cream (60 per 28 days)
days) TOPICAL
naftifine topical gel 2 MO; QL ANTIVIRALS
2% 60 28
( gayger acyclovir topical 2 PA; MO;
cream QL (5 per
TOPICAL GEL (60 per 28 - -
days) acyclovir topical 2 PA; MO;
5 MO: OL ointment QL (30 per
e (180}% 30 30 days)
DENAVIR 4 MO:; QL (5
days)
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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penciclovir 2 MO; QL (5 clobetasol topical 2 MO; QL
per 30 days) cream (120 per 28
XERESE 5 MO days)
ZOVIRAX 4 PA; MO: clobetasol topical 2 MO; QL
TOPICAL QL (5 per foam (100 per 28
CREAM 30 days) days)
7ZOVIRAX 4 PA; MO:; clobetasol topical 2 MO; QL
TOPICAL QL (30 per gel (120 per 28
OINTMENT 30 days) days)
TOPICAL clobetasol topical 2 MO; QL
CORTICOSTER lotion g 118 per 28
OIDS ays)
. clobetasol topical 2 MO; QL
ala-cort 2017 ical 2 MO ointment (120 per 28
cream 1 % days)
ala-cort 1057 ical 2 clobetasol topical 2 MO; QL
cream 2.5 %% shampoo (236 per 28
ALA-SCALP 4 MO days)
alclometasone 2 MO clobetasol topical 2 MO; QL
amcinonide topical 2 MO spray,non-aerosol (125 per 28
lotion days)
apexicon e ) MO; QL clobetasol-emollient 2 MO; QL
(120 per 30 topical cream (120 per 28
days) days)
betamethasone 2 MO clobetasol-emollient 2 MO; QL
dipropionate topical foam (100 per 28
betamethasone 2 MO days)
valerate CLOBEX 4 QL (118 per
TOPICAL 28 days)
betamethasone, 2 MO LOTION
augmented
CLOBEX 4 MO; QL
BRYHALI 4 MO TOPICAL (236 per 28
CAPEX 4 MO SHAMPOO days)
clobetasol scalp 2 MO; QL CLOBEX 4 MO:; QL
(100 per 28 TOPICAL (125 per 28
days) SPRAY,NON- days)
AEROSOL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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clocortolone 2 MO Sfluocinolone topical 2 MO
pivalate cream
clodan 2 MO; QL fluocinolone topical 2 MO

(236 per 28 ointment

days) fluocinolone topical 2 MO
CLODERM 4 MO solution
CORDRAN TAPE 4 MO Sfluocinonide 2 MO; QL
LARGE ROLL (120 per 30
CORDRAN 4  MO;QL days)
TOPICAL (120 per 30 Sfluocinonide- 2 MO; QL
CREAM 0.05 % days) emollient (120 per 30
CORDRAN 4  MO;QL days)
TOPICAL (120 per 30 flurandrenolide 2 MO; QL
LOTION days) topical cream (120 per 30
DERMA- 4 MO days)
SMOOTHE/FS flurandrenolide 2 MO; QL
SCALP OIL topical lotion (120 per 30
desonide 2 MO days)
DESOWEN 4 fluticasone 2 MO
TOPICAL propionate topical
CREAM halcinonide MO
desoximetasone 2 MO halobetasol 2 MO
desrx 2 MO propionate topical
diflorasone 2 MO; QL cream

(120 per 30 HALOBETASOL 4 MO

days) PROPIONATE
DIPROLENE 4 MO TOPICAL FOAM
(AUGMENTED) halobetasol 2 MO
TOPICAL propionate topical
OINTMENT ointment
DUOBRII 4  MO;QL HALOG 4 MO

(200 per 30 hydrocortisone 2 MO; QL

days) butyrate topical (120 per 30
Sluocinolone and 2 MO cream days)

shower cap

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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hydrocortisone 2 MO; QL SYNALAR 4 MO
butyrate topical (118 per 30 TOPICAL
lotion days) CREAM
hydrocortisone 2 MO; QL SYNALAR 4 MO
butyrate topical (120 per 30 TOPICAL
ointment days) SOLUTION
hydrocortisone 2 MO; QL TEXACORT 4 MO
butyrate topical (120 per 30 TOPICORT 4 MO
solution days) TOPICAL
hydrocortisone 2 MO CREAM
topical cream 1 % TOPICORT 4 MO
hydrocortisone 2 MO TOPICAL GEL
topical lotion 2.5 %% TOPICORT 4 MO
hydrocortisone 2 MO TOPICAL
topical ointment 1 OINTMENT 0.05
%, 2.5 % %
hydrocortisone 2 MO TOPICORT 4 MO
valerate TOPICAL
IMPEKLO 4 MO; QL SPRAY,NON-
(136 per 28 AEROSOL
days) tovet emollient 2 MO; QL
KENALOG 4  MO;QL (100 per 28
TOPICAL (126 per 28 days)
days) triamcinolone 2 MO; QL
LEXETTE 4 MO acetonide topical (126 per 28
LOCOID 4  MO:; QL “e.”’s"l. days)
LIPOCREAM (120 per 30 triamcinolone 2 MO
days) acetonide topical
LOCOID 4  MO:;QL cream
TOPICAL (118 per 30 triamcinolone 2 MO
LOTION days) acetonide topical
mometasone topical 2 MO ZO%‘ZOI/I :
OLUX-E 4 MO: QL trzamcz‘nolone. 2 MO
acetonide topical
(100 per 28 .
days) olintment
PANDEL 4 MO frianex 2

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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triderm topical 2 MO ARALAST NP 5 PA; MO;
cream INTRAVENOUS LA
tritocin 2 RECON SOLN
ULTRAVATE 5 MO 1,000 MG
TOPICAL AURYXIA PA; MO
LOTION BUPHENYL PA
VANOS 5 MO; QL CARBAGLU PA; MO;
(120 per 30 LA
days) carglumic acid 5 PA
VERDESO 4 MO CARNITOR 4 MO
TOPICAL ORAL
SCABICIDES / cevimeline 2 MO
PEDICULICIDE CHEMET 2 PA
S CLINIMIX 4 PA
crotan 2 MO 4.25%/D5SW
malathion 2 MO SULFIT FREE
NATROBA 4 MO CLINIMIX E 4 PA
2.75%/D5W SULF
OVIDE | 4 MO FREE
permethrin 2 MO; QL CUVRIOR 5 PA: LA
(60 per 30
days) dl10 %-0.45 % 2 MO
spinosad 2 MO Zd;ug ;h;?je 5
DIAGNOSTIC sodium chloride
S| d5 % and 0.9 % 2 MO
MISCELLAN sodium chloride
EOUS d5 %-0.45 % sodium 2 MO
AGENTS chloride
MISCELLANEO e
US AGENTS sranuies mp
deferasirox oral 5 PA; MO
acamprosate 2 MO tablet 180 mg, 360
AGRYLIN 4 MO mg
anagrelide 2 MO deferasirox oral 2 PA; MO

tablet 90 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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deferasirox oral 2 PA; MO FOSRENOL 4 MO; QL
tablet, dispersible ORAL POWDER (135 per 30
125 mg IN PACKET 1,000 days)
deferasirox oral 5 PA; MO MG
tablet, dispersible FOSRENOL 4 MO; QL
250 mg, 500 mg ORAL POWDER (180 per 30
deferiprone 5 PA; MO IN PACKET 750 days)
dextrose 10 % and 2 MG
0.2 % nacl ggiRLENOL 4 ?{1305; QL30

o per
de’;”o;fuj 00 f n 2 TABLET,CHEWA days)
water [arow BLE 1,000 MG
dextrose 5 % in 2 MO FOSRENOL 4 MO: QL
‘.“‘[”er (dw) ORAL (270 per 30
miravenous TABLET,CHEWA days)
piggyback BLE 500 MG
dextrose 5%6-0.2 % 2 FOSRENOL 4 MO: QL
sod chloride ORAL (180 per 30
disulfiram oral 2 MO TABLET.CHEWA days)
tablet 250 mg BLE 750 MG
disulfiram oral 2 GLASSIA 5  PA; MO;
tablet 500 mg LA
droxidopa 5 PA; MO INCRELEX MO; LA
ENDARI 5 PA; MO JADENU PA: MO
EVOXAC 4 MO JADENU PA; MO
EXJADE 5 PA; MO; SPRINKLE
LA lanthanum oral 2 MO; QL

EXSERVAN 5 PA tablet,chewable (135 per 30
FERRIPROX (2 5 PA 1,000 mg days)
TIMES A DAY) lanthanum oral 2 MO; QL
FERRIPROX 5 PA tablet,chewable 500 (270 per 30
ORAL mg days)
SOLUTION lanthanum oral 2 MO; QL
FERRIPROX 5 PA tablet,chewable 750 (180 per 30
ORAL TABLET mg days)
500 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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levocarnitine (with 2 MO PYRUKYND 5 PA; LA;
sugar) ORAL QL (14 per
levocarnitine oral 2 MO TABLETS,DOSE 180 days)
tablet PACK
LITHOSTAT 4 RAVICTI 5 PA; MO
LOKELMA 3 MO RENAGEL ORAL 4 MO
R T LR
nitisinone 5 PA; MO POWDER IN (180 per 30
NITYR 4 PA;MO; PACKET 0.8 days)
LA GRAM
NORTHERA >  PA/MO RENVELAORAL 5  MO;QL
ORFADIN 5 PA; LA POWDER IN (90 per 30
OXBRYTA ORAL PA; MO; PACKET 2.4 days)
TABLET 300 MG LA; QL GRAM
(150 per 30 RENVELA ORAL 5  MO:QL
days) TABLET (270 per 30
OXBRYTAORAL 5  PA;MO; days)
TABLET 500 MG LA; QL (90 REVCOVI 5 PA; LA
per 30 days) RILUTEK 5  PA;MO
OXBRYTA ORAL 5 PA; MO; riluzole % PA; MO
TABLET FOR LA; QL : _
SUSPENSION (150 per 30 risedronate oral 2 MO; QL
tablet 30 mg (30 per 30
days) days)
PHEBURANE 5 PA; MO SALAGEN 4 MO
pilocarpine hcl oral 2 MO (PILOCARPINE)
PROLASTIN-C 5 PA; LA sevelamer carbonate 2 MO; QL
PYRUKYND 5 PA; LA; oral powder in (180 per 30
ORAL TABLET QL (56 per packet 0.8 gram days)
20 MG, 5 MG (4- 28 days) sevelamer carbonate 2 MO; QL
WEEK PACK), 50 oral powder in (90 per 30
MG packet 2.4 gram days)
PYRUKYND S PA;LA; sevelamer carbonate 2 MO:; QL
ORAL TABLET 5 QL (7 per oral tablet (270 per 30
MG 180 days) days)
sevelamer hcl 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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sodium chloride 0.9 2 MO SMOKING
% intravenous DETERRENTS
iggyback
plggy ac . bupropion hcl 2 MO
ivoq’lum' chloride 2 MO (smoking deter)
irrigation
NICOTROL 4 MO
sodium 5 PA; MO NICOTROL N 4 M
phenylbutyrate oral COTROL N3 O
powder varenicline 2 MO
sodium 5 PA EAR, NOSE /
phenylbutyrate oral THROAT
tablet MEDICATIO
sodium polystyrene 2 MO NS
sulfonate oral
powder MISCELLANEO
sps (with sorbitol) 2 MO US AGENTS
oral azelastine nasal 2 MO; QL
SYPRINE PA; MO aerosol,spray (60 per 30
TAVNEOS PA; LA; days)
QL (180 per chlorhexidine 1 MO
30 days) gluconate mucous
THIOLA 5 PA membrane
THIOLA EC 5 PA ipratropium 2 MO; QL
TIGLUTIK 3 PA bromide nasal (30 per 30
d
tiopronin 5 PA; MO - 4ys)
R : olopatadine nasal 2 MO; QL
trientine 5 PA; MO (30.5 per 30
VELPHORO 5 MO; QL days)
(180 per 30 periogard MO
days) S
triamcinolone 2 MO
VELTASSA MO acetonide dental
XURIDEN PA
ZEMAIRA PA; MO;
LA
ZOKINVY 5 PA; LA;
QL (120 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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MISCELLANEO ENDOCRINE/
US OTIC DIABETES
PREPARATION
S ADRENAL
HORMONES
acetic acid otic 2 MO
(ear) ACTHAR 5 PA; MO
ciprofloxacin hcl 2 MO ALKINDI 4
oic (car) ORAL CAPSULE
DERMOTIC OIL 4 MO SPRINKLE 0.5
flac otic oil 2 MO MG, 1 MG
ﬂuocin‘olone. 2 MO ALKINDI 5
acetonide oil SPRINKLE
hydrocortisone- 2 MO ORAL CAPSULE,
acetic acid SPRINKLE 2 MG,
ofloxacin otic (ear) 2 MO S MG
OTIC STEROID CORTEF S MO
/| ANTIBIOTIC CORTROPHIN 5 PA; MO
GEL
CIPRO HC 4 MO pa— 3
CIPRODEX 4  MO; QL cxaniss
(7.5 per 7 dexamethasone oral 2 MO
days) solution
ciprofloxacin- 7 MO:; QL dexamethasone oral 2 MO
dexamethasone (7.5 per 7 tablet
days) dexamethasone oral 2 MO
CIPROFLOXACI 4 MO tablets,dose pack
N- EMFLAZA 5 PA; MO;
FLUOCINOLON LA
E Sfludrocortisone 2 MO
neomycin- . 2 MO HEMADY 4 MO
p;oly r)ny xin-he otic hydrocortisone oral 2 MO
ear
OTOVEL 4 MO MEDROL (PAK) 4 MO
MEDROL ORAL 4 PA; MO

TABLET 16 MG, 2
MG, 4 MG, 8 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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methylprednisolone 2 PA; MO TAPERDEX MO
oral tablet ORAL
methylprednisolone 2 MO TABLETS,DOSE
oral tablets,dose PACK 1.5 MG (21
pack TABS), 1.5 MG (49
oy TABS)
millipred oral tablet 2 PA; MO
ORAPRED ODT 4 PA; MO Fg;PAFiRDEX
prednisolone oral 2 MO TABLETS,DOSE
solution PACK 1.5 MG (27
prednisolone sodium 2 MO TABS)
phosphate oral TARPEYO PA; QL
solution 10 mgl5 ml, (120 per 30
20 mgl5 ml (4 days)
mglml), 25 mgl5 ml ANTITHYROID
(5 mgiml), 5 mg
basel5 ml (6.7 mgl5 AGENTS
ml) methimazole oral MO
prednisolone sodium 2 PA; MO tablet 10 mg, 5 mg
phosphate oral propylthiouracil MO
tablet,disintegrating DIABETES
prednisone intensol 2 MO THERAPY
pr jzdtn'isone oral 2 MO acarbose oral tablet MO; QL
solution 100 mg (90 per 30
prednisone oral 1 MO days)
tablet acarbose oral tablet MO; QL
prednisone oral 1 25 mg (360 per 30
tablets,dose pack 10 days)
”ZgS (48£ ack), 5 mg acarbose oral tablet MO; QL
(48 pack) 50 mg (180 per 30
prednisone oral 1 MO days)
tablets,dose pack 10 ACTOPLUS MET MO:; QL
mg, 5 mg ORAL TABLET (90 per 30
RAYOS 5 MO 15-850 MG days)
ACTOS MO; QL
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ADMELOG 4  ST; MO BYETTA 3 PA;MO;
SOLOSTAR U-100 SUBCUTANEOU QL (2.4 per
INSULIN S PEN INJECTOR 30 days)
ADMELOG U-100 4  PA; MO 10
INSULIN LISPRO MCG/DOSE(250
AFREZZA T 1 MCG/ML) 2.4 ML
alcohol pads 2 BYETTA c PA; MO,
4 SUBCUTANEOU QL (1.2 per
ALOGLIPTIN 4 ST; MO; S PEN INJECTOR 30 days)
QL (30 per 5 MCG/DOSE (250
30 days) MCG/ML) 1.2 ML
ALOGLIPTIN- 4 ST; MO; CYCLOSET 4 MO; QL
METFORMIN QL (60 per (180 per 30
30 days) days)
ALOGLIPTIN- 4  MO;QL didzoxide > MO
PIOGLITAZONE (30 per 30 DROPSAEE T 1O
ORAL TABLET days)
ALCOHOL PREP
12.5-30 MG, 25-15 PADS
MG, 25-30 MG,
2545 MG DUETACT 4  MO;QL
APIDRA 4  ST; MO 830 p)er 30
SOLOSTAR U-100 ays
INSULIN FARXIGA ORAL 3 MO; QL
APIDRA U-100 4 PA: MO TABLET 10 MG 330 p)er 30
INSULIN FARXIGA ORAL 3 AZZ)S QL
BAQSIMI S MO TABLET 5 MG (60 per 30
BASAGLAR 4  ST; MO days)
ﬁ‘ggﬁiN U-100 FIASP 4 ST MO
FLEXTOUCH U-
BASAGLAR 4 ST; MO 100 INSULIN
IT(;%I;/IIII:I(S)LP;?N(U' FIASP PENFILL 4  ST;MO
U-100 INSULIN
DL o PO 3 g‘i’ (1:{[0} FIASP U-100 4 PA;MO
pe INSULIN
28 days)
glimepiride oral | MO; QL
tablet 1 mg (240 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
85


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
glimepiride oral | MO; QL GLUCOTROL XL 4 MO; QL
tablet 2 mg (120 per 30 ORAL TABLET (240 per 30
days) EXTENDED days)
glimepiride oral 1 MO; QL RELEASE 24HR
tablet 4 mg (60 per 30 2.5 MG
days) GLUCOTROL XL 4 MO; QL
glipizide oral tablet 1 MO; QL ORAL TABLET (120 per 30
10 mg (120 per 30 EXTENDED days)
days) RELEASE 24HR 5
glipizide oral tablet 1 MO; QL MG
5mg (240 per 30 SI]{X?/IETZA S ETL ?64(?;
days) per
glipizide oral tablet 1 MO; QL g}i];]{“]:};r]::]?];NTIO 30 days)
extended release (60 per 30 N 24 HR 1,000 MG
24hr 10 mg days) ' .
glipizide oral tablet 1 MO; QL GLUMETZA > ST; MO;
extended release (240 per 30 ORAL QL (120 per
TABLET,ER 30 days)
24hr 2.5 mg days) GAST.RETENTIO
glipizide oral tablet 1 MO; QL N 24 HR 500 MG
extended release (120 per 30 GLYXAMBI 3 MO: QL
24hr 5 mg days) (30 I;er 30
glipizide-metformin 1 MO; QL days)
oral tablet 2.5-250 (240 per 30 GVOKE MO
mg days)
glipizide-metformin 1 MO; QL g¥gOKI];:EN 5. MO
oral tablet 2.5-500 (120 per 30
PACK
mg, 5-500 mg days)
GLUCAGEN 4 ST, MO I?X(?IESSI()IEISI\%GE . 10
HYPOKIT
GLUCAGON 4 ST; MO HUMALOG 3 MO
EMERGENCY {(I{NNIII(()IEN U-100
KIT (HUMAN) -
GLUCOTROL XL 4 MO; QL E\%?ISDIE?\IG 3 MO
ORAL TABLET (60 per 30 INSULIN
EXTENDED days)
RELEASE 24HR
10 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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HUMALOG MIX 3 MO HUMULIN R U- 3 MO

50-50 INSULN U- 500 (CONC)

100 INSULIN

HUMALOG MIX 3 MO HUMULIN R U- 3 MO

50-50 KWIKPEN 500 (CONC)

HUMALOG MIX 3 MO KWIKPEN

75-25 KWIKPEN INSULIN ASP 4 ST: MO

HUMALOG MIX 3 MO PRT-INSULIN

75-25(U- ASPART

100)INSULN INSULIN 4 ST: MO

HUMALOG 4  ST; MO ASPART U-100

TEMPO PEN(U- SUBCUTANEOU

100)INSULN S CARTRIDGE

HUMALOG U- 3 MO INSULIN 4 ST; MO

100 INSULIN ASPART U-100

SUBCUTANEOU SUBCUTANEOU

S CARTRIDGE S INSULIN PEN

HUMALOG U- 3 PA;MO INSULIN 4 PA;MO

100 INSULIN ASPART U-100

SUBCUTANEOU SUBCUTANEOU

S SOLUTION S SOLUTION

HUMULIN 70/30 3 MO INSULIN 4 ST; MO

U-100 INSULIN DEGLUDEC

HUMULIN 70/30 3 MO INSULIN 3 MO

U-100 KWIKPEN GLARGINE

HUMULIN N 3 MO INSULIN 4 ST: MO

NPH INSULIN GLARGINE-

KWIKPEN YFGN

HUMULIN N 3 MO INSULIN LISPRO 4 ST: MO

NPH U-100 PROTAMIN-

INSULIN LISPRO

HUMULIN R 3 MO INSULIN LISPRO 4 ST; MO

REGULAR U-100 SUBCUTANEOU

INSULN S INSULIN PEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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INSULINLISPRO 4  ST; MO JENTADUETO 3 MO;QL
SUBCUTANEOU ORAL TABLET (60 per 30
S INSULIN PEN, 2.5-1,000 MG, 2.5- days)
HALF-UNIT 500 MG
INSULIN LISPRO PA; MO JENTADUETO MO; QL
SUBCUTANEOU XR ORAL (60 per 30
S SOLUTION TABLET, IR - ER, days)
INVOKAMET ST; MO; BIPHASIC 24HR
QL (60 per 2.5-1,000 MG
30 days) JENTADUETO MO; QL
INVOKAMET XR ST; MO:; XR ORAL (30 per 30
QL (60 per TABLET, IR - ER, days)
30 days) BIPHASIC 24HR
INVOKANA ST: MO: >-1,000 MG
QL (30 per KAZANO ST; MO;
30 days) QL (60 per
JANUMET MO:; QL 30 days)
(60 per 30 KOMBIGLYZE ST; MO;
days) XR ORAL QL (60 per
JANUMET XR MO; QL g/{%}%ﬁfiﬂ o 30 days)
ORAL TABLET, (30 per 30
ER days) HR 2.5-1,000 MG
MULTIPHASE 24 KOMBIGLYZE ST; MO;
HR 100-1,000 MG XR ORAL QL (30 per
JANUMET XR MO:; QL g/{%ﬁﬁ%ﬁ%&}; o 30 days)
SII{{AL TABLET, Eg)yi))er 30 HR 5-1.000 MG. 5-
MULTIPHASE 24 >00 MG
HR 50-1,000 MG, LANTUS MO
50-500 MG SOLOSTAR U-100
JANUVIA MO; QL INSULIN
(30 per 30 LANTUS U-100 MO
days) INSULIN
JARDIANCE MO; QL LEVEMIR ST; MO
(30 per 30 FLEXPEN
days) LEVEMIR U-100 ST; MO
INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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LYUMIJEV 3 MO metformin oral 2 ST; MO;
KWIKPEN U-100 tablet extended QL (150 per
INSULIN release (osm) 24 hr 30 days)
LYUMIEV 3 MO 500 mg
KWIKPEN U-200 metformin oral 2 ST; MO;
INSULIN tablet,er QL (60 per
LYUMIJEV 4 ST; MO gast.retention 24 hr 30 days)
TEMPO PEN(U- 1,000 mg
100)INSULN metformin oral 2 ST; MO;
LYUMIJEV U-100 3 PA;MO tablet,er QL (120 per
INSULIN gast.retention 24 hr 30 days)
metformin oral 2 MO; QL >00 mg
solution (765 per 30 miglitol oral tablet 2 MO; QL
days) 100 mg (90 per 30
metformin oral 1 MO; QL _ days)
tablet 1,000 mg (75 per 30 miglitol oral tablet 2 MO; QL
days) 25 mg (360 per 30
metformin oral 1 MO; QL _ days)
tablet 500 mg (150 per 30 miglitol oral tablet 2 MO; QL
days) 50 mg (180 per 30
METFORMIN 5 QL (120 per days)
ORAL TABLET 30 days) MOUNJARO 3 PA;MO;
625 MG QL (2 per
metformin oral 1 MO; QL . 28 days)
tablet 850 mg (90 per 30 nateglinide oral 2 MO; QL
days) tablet 120 mg (90 per 30
metformin oral 1 MO; QL _ days)
tablet extended (120 per 30 nateglinide oral 2 MO; QL
release 24 hr 500 mg days) tablet 60 mg (180 per 30
metformin oral 1 MO; QL days)
tablet extended (60 per 30 NESINA 4 ST: MO;
release 24 hr 750 mg days) QL (30 per
metformin oral 2 ST; MO; 30 days)
tablet extended QL (60 per NOVOLIN 70/30 4 ST; MO
release (osm) 24 hr 30 days) U-100 INSULIN
1,000 mg NOVOLIN 70-30 4 ST; MO

FLEXPEN U-100

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NOVOLIN N 4 ST; MO OZEMPIC 3 PA; MO;
FLEXPEN SUBCUTANEOU QL (3 per
NOVOLIN N 4 ST; MO S PEN INJECTOR 28 days)
NPH U-100 0.25MGOR 0.5
INSULIN MG (2 MG/3 ML),
NOVOLIN R 4 ST; MO I MG/DOSE (4
FLEXPEN MG/3 ML), 2
MG/DOSE (8
NOVOLIN R 4 ST; MO MG/3 ML)
i;]?sc[i}i]fﬁR uloo pioglitazone 1 MO:; QL
(30 per 30
NOVOLOG 4 ST; MO days)
f;]dgé(]llel\l]\I U-100 pioglitazone- 2 MO; QL
glimepiride (30 per 30
NOVOLOG MIX 4 ST; MO days)
Z&;%E{\Il 00 pioglitazone- 2 MO; QL
metformin (90 per 30
NOVOLOG MIX 4 ST; MO days)
Z?-_f(?oF LEXPEN PROGLYCEM 4 MO
NOVOLOG 4 ST:MO QTERN > ?34(?? ?150
PENFILL U-100 q p)e
INSULIN _ ays
NOVOLOG U-100 A PA: MO repaglinide oral 2 MO; QL
INSULIN ’ tablet 0.5 mg (960 per 30
ASPART o . daéS)Q
) - repaglinide ora MO; QL
ONGLYZA 4 glI:’ ?;IOO I;er tablet 1 mg (480 per 30
30 days) days)
OSENI ORAL 4 MO: QL repaglinide oral 2 MO; QL
TABLET 12.5-30 (30 per 30 tablet 2 mg g2a40)per 30
MG, 25-15 MG, days) ys
25-30 MG, 25-45 REZVOGLAR 4 ST; MO
MG KWIKPEN
RYBELSUS 3 PA; MO;
QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SEGLUROMET 3 MO:; QL SYNJARDY XR 3 MO:; QL
ORAL TABLET (60 per 30 ORAL TABLET, (30 per 30
2.5-1,000 MG, 7.5- days) IR - ER, days)
1,000 MG, 7.5-500 BIPHASIC 24HR
MG 10-1,000 MG, 25-
SEGLUROMET 3 MO; QL 1,000 MG
ORAL TABLET (120 per 30 SYNJARDY XR 3 MO:; QL
2.5-500 MG days) ORAL TABLET, (60 per 30
SEMGLEE(INSU 4  ST; MO IR - ER, days)
LIN GLARGINE- BIPHASIC 24HR
YFGN) 12.5-1,000 MG, 5-
SEMGLEEINSU 4  ST; MO 1,000 MG
LIN GLARG- TOUJEO MAX U- 3 MO
YFGN)PEN 300 SOLOSTAR
SOLIQUA 100/33 3 MO; QL TOUJEO 3 MO
(90 per 30 SOLOSTAR U-300
days) INSULIN
STEGLATRO 3 MO;QL TRADJENTA 3 MO;QL
(30 per 30 (30 per 30
days) days)
STEGLUJAN 4  ST; MO; TRESIBA 4 ST;MO
QL (30 per FLEXTOUCH U-
30 days) 100
SYMLINPEN 120 5  PA;MO; TRESIBA 4  ST;MO
QL (10.8 FLEXTOUCH U-
per 30 days) 200
SYMLINPEN 60 5  PA;MO; TRESIBA U-100 4  ST; MO
QL (6 per INSULIN
30 days) TRIJARDY XR 3 MO:; QL
SYNJARDY 3 MO:; QL ORAL TABLET, (30 per 30
(60 per 30 IR - ER, days)
days) BIPHASIC 24HR
10-5-1,000 MG, 25-
5-1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TRIJARDY XR 3 MO; QL ANDROGEL 4 PA; MO;
ORAL TABLET, (60 per 30 TRANSDERMAL QL (150 per
IR - ER, days) GEL IN 30 days)
BIPHASIC 24HR METERED-DOSE
12.5-2.5-1,000 MG, PUMP
3-2.5-1,000 MG AVEED 4  PA;LA
TRULICITY 3 PA; MO; cabergoline 5 MO
QL (2 per calcitonin (salmon) 2 MO
28 days) nasal
VICTOZA 3-PAK . PA; MO; calcitriol oral 2 MO
QL (9 per /
30 days) capsue
XIGDUO XR 3 MO: QL 0“5‘3’;.”0[ oral 2
ORAL TABLET, (30 per 30 soturton
IR - ER, days) CERDELGA 5 PA; MO
BIPHASIC 24HR cinacalcet 2 PA; MO
10-1,000 MG, 10- danazol 2 MO
S00 MG DDAVP ORAL 4 MO
Mopvoxe 3 Mool pero o rvo
’ TESTOSTERONE
IR - ER, days)
BIPHASIC 24HR desmopr‘essin nasal 2 MO
2.5-1,000 MG, 5- spray with pump
1,000 MG, 5-500 desmopressin oral 2 MO
MG doxercalciferol oral 2 MO
XULTOPHY 4 ST;MO; FORTESTA 4  PA; MO;
100/3.6 g)OLd(aly’SS)per QL (120 per
30 days)
i%cégﬁgél%m{ 3 MO GALAFOLD 5  PA; MO;
LA; QL (15
ZEGALOGUE 3 MO per 30 days)
SYRINGE ISTURISA ORAL 5  PA;LA;
MISCELLANEO TABLET 1 MG QL (240 per
US HORMONES 30 days)
QL (30 per TABLET 10 MG QL (180 per
30 days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ISTURISA ORAL 5 PA; LA; NOCDURNA 4 PA; MO;
TABLET 5 MG QL (60 per (WOMEN) QL (30 per
30 days) 30 days)
JATENZO ORAL 4 PA; MO; ORILISSA MO
CAPSULE 158 QL (120 per PALYNZIQ PA; MO:;
MG, 198 MG 30 days) SUBCUTANEOU LA; QL (15
JATENZO ORAL 5 PA; MO; S SYRINGE 10 per 30 days)
CAPSULE 237 QL (60 per MG/0.5 ML
MG 30 days) PALYNZIQ 5 PA;MO;
Jjavygtor oral 2 PA; MO SUBCUTANEOU LA; QL 4
powder in packet S SYRINGE 2.5 per 30 days)
100 mg MG/0.5 ML
Jjavygtor oral 5 PA; MO PALYNZIQ 5 PA; MO;
powder in packet SUBCUTANEOU LA; QL (60
500 mg S SYRINGE 20 per 30 days)
Jjavygtor oral 5 PA; MO MG/ML
tablet,soluble paricalcitol oral 2 MO
JYNARQUE 5 PA; LA RAYALDEE 5 MO
KORLYM 5 PA RECORLEV 5 PA
KUVAN 5 PA; MO ROCALTROL 4 MO
METHITEST 4 MO ORAL CAPSULE
methyltestosterone 5 MO ROCALTROL 4
oral capsule ORAL
miglustat 5 PA; MO; SOLUTION
LA SAMSCA 5 PA; MO
MYALEPT 5 PA; MO; sapropterin 5 PA; MO
LA SENSIPAR ORAL 4 PA; MO
NATESTO 4  PA; MO; TABLET 30 MG
QL (21.96 SENSIPAR ORAL 5 PA; MO
per 30 days) TABLET 60 MG,
NATPARA 5 PALA 90 MG
NOCDURNA 4  PA;MO; SOMAVERT PA; MO
(MEN) QL (30 per SYNAREL PA; MO
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TESTIM PA; MO; testosterone 2 PA; MO;

QL (300 per transdermal gel in QL (37.5

30 days) packet 1.62 % per 30 days)
testosterone PA; MO (20.25 mgll1.25
cypionate gram)
intramuscular oil testosterone 2 PA; MO;
100 mglml, 200 transdermal gel in QL (150 per
mglml packet 1.62 % (40.5 30 days)
testosterone PA mgl2.5 gram)
cypionate testosterone 2 PA; MO;
intramuscular oil transdermal solution QL (180 per
200 mglml (1 ml) in metered pump 30 days)
testosterone PA; MO wlapp
enanthate TLANDO 4 PA; MO;
testosterone PA; MO; QL (120 per
transdermal gel in QL (120 per 30 days)
metered-dose pump 30 days) tolvaptan 5 PA; MO
10 mg/Q.5 gram VOGELXO 4 PA; MO;
lactuation TRANSDERMAL QL (300 per
TESTOSTERONE PA; MO; GEL 30 days)
TRANSDERMAL QL (300 per VOGELXO 4 PA; MO;
GEL IN 30 days) TRANSDERMAL QL (300 per
METERED-DOSE GEL IN 30 days)
PUMP 12.5 MG/ METERED-DOSE
1.25 GRAM (1 %) PUMP
testosterone PA; MO; VOXZOGO 5 PA: MO
transdermal gel in QL (150 per XYOSTED 4 PA: MO:
metered-dose pump 30 days)

QL (2 per
20.25 mgll.25 gram 28 days)
(1.62 %) Y
testosterone PA; MO; ZAVESCA 5 iﬁ’ MO;
transdermal gel in QL (300 per
packet 1% (25 30 days) ZEMPLAR ORAL 4 MO
mgl2.5gram), 1 % CAPSULE 1
MCG, 2 MCG

(50 mgl5 gram)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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THYROID dicyclomine oral 2 MO

HORMONES solution

CYTOMEL 4 MO dicyclomine oral 2 MO
tablet

ERMEZA 4 MO . ot 5 MO

iphenoxylate-

euthyrox 1 MO atropine

LEVOTHYROXI 4 MO GLYCATE 4 MO

NE ORAL

CAPSULE glycopyrrolate oral 2 MO

- solution

levothyroxine oral 1

tablet glycopyrrolate oral 2 MO
tablet 1 mg, 2 mg

levoxyl oral tablet 1 MO

glycopyrrolate oral 2

100 mcg, 112 mcg, tablet 1.5 mg

125 mcg, 137 mcg,

150 mcg, 175 mcg, LOMOTIL 4 MO
200 mcg, 25 mcg, 50 loperamide oral 2 MO
mcg, 75 mcg, 88 capsule
meg methscopolamine 2 MO
liothyronine oral 2 MO MOTOFEN 4 MO
SYNTHROID 4 ST; MO MYTESI 4 MO
THYQUIDITY 4 MO ROBINUL 4 MO
TIROSINT 4 MO FORTE
TIROSINT-SOL 4 MO ROBINUL ORAL 4 MO
unithroid 1 MO MISCELLANEO
GASTROENT US
EROLOGY GASTROINTES

TINAL AGENTS
ANTIDIARRHE
ALS / alosetron oral tablet 2 PA; MO
ANTISPASMOD 0.5 mg
ICS alosetron oral tablet 5 PA; MO

1 mg
CUVPOSA 4 MO AMITIZA 4  ST;MO;
DARTISLA 4 MO QL (60 per
dicyclomine oral 2 MO 30 days)
capsule

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ANTIVERT 4 MO CHOLBAM 5 PA; QL
ORAL TABLET ORAL CAPSULE (120 per 30
50 MG 50 MG days)
ANTIVERT 4 MO CIMZIA 5 PA; MO;
ORAL QL (2 per
TABLET,CHEWA 28 days)
BLE CIMZIA 5  PA;MO;
ANUSOL-HC 4 MO POWDER FOR QL (2 per
TOPICAL RECONST 28 days)
ANZEMET ORAL 4 PA; MO CLENPIQ 4 ST; MO
TABLET 50 MG COLAZAL 5 MO
aprepitant 2 PA; MO compro b MO
APRISO 4 MO constulose 2 MO
AZULFIDINE 4 MO CORTIFOAM 3 MO
AZULFIDINE 4 MO CREON 3 MO
EN_TABS cromolyn oral 2 MO
balsc?lazzde 2 MO CYSTADANE 5
betaine . MO DELZICOL 4 MO
BONJESTA - MO DICLEGIS 4 MO
budesonide oral 2 MO DIPENTUM 5 MO
capsule,delayed, exte
nd release doxylamine- 2 MO
budesonide oral 5 MO by rzdo;c.lne (vit b6)
tablet, delayed and dronabinol 2 PA; MO
ext.release EMEND ORAL 4 PA; MO
budesonide rectal MO CAPSULE 80 MG
BYLVAY PA; MO:; EMEND ORAL 4 PA; MO
LA CAPSULE,DOSE
CANASA ! MO lljli/[C]:EI;D ORAL 4 PA
CHENODAL 5 PA; LA SUSPENSION
CHOLBAM PA FOR
ORAL CAPSULE RECONSTITUTI
250 MG ON
enulose 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
96


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
GASTROCROM 4 MO lubiprostone 2 MO; QL
GATTEX30-VIAL 5  PA; MO (60 per 30
gavilyte-c 2 MO days)
Tote- 5 MO MARINOL ORAL 5 PA; MO
saviress CAPSULE 10 MG,
generlac 2 MO 5MG
GIMOTI > MARINOLORAL 4  PA;MO
GOLYTELY 4 ST; MO CAPSULE 2.5 MG
granisetron hcl oral 2 PA; MO meclizine oral tablet 2 MO
hydrocortisone 2 MO 12.5mg, 25 mg
rectal mesalamine oral 2 MO
hydrocortisone % MO capsule (with del rel
topical cream with tablets)
perineal applicator mesalamine oral 5
2.5% capsule, extended
hydrocortisone- 2 MO release
pramoxine rectal mesalamine oral 2 MO
cream 1-1 % capsule,extended
IBSRELA 5  ST; MO; release 24hr
QL (60 per mesalamine oral 2 MO
30 days) tablet,delayed
INFLECTRA 5  PA;MO; release (drlec)
QL (20 per mesalamine rectal 2 MO
28 days) metoclopramide hcl 2 MO
KRISTALOSE 4 MO oral solution
lactulose oral 2 MO metoclopramide hcl 1 MO
packet oral tablet
lactulose oral 2 MO metoclopramide hcl 2 MO
solution 10 gram/15 oral
ml tablet,disintegrating
LIALDA 4 MO 5 mg
LINZESS 3 MO; QL MOTEGRITY 4 ST; MO;
(30 per 30 QL (30 per
days) 30 days)
LIVMARLI PA; LA
LOTRONEX PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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MOVANTIK 3 MO; QL peg3350-sod sul- 2 MO

(30 per 30 nacl-kcl-asb-c

days) peg-electrolyte 2 MO
MOVIPREP 4  ST;MO PENTASA ORAL 4 MO
OCALIVA 5 PA; MO; CAPSULE,

LA; QL (30 EXTENDED

per 30 days) RELEASE 250
ondansetron 2 PA; MO MG
ondansetron hcl oral 2 PA; MO PENTASA ORAL > MO
soltion EXTENDED
ondansetron hcl oral 2 PA; MO RELEASE 500
tablet 4 mg, 8§ mg MG
OSMOPREP 4 STMO PERTZYEORAL 4  ST; MO
PANCREAZE 4 ST; MO CAPSULE,DELA
ORAL YED
CAPSULE,DELA RELEASE(DR/EC
YED ) 16,000-57,500-
RELEASE(DR/EC 60,500 UNIT,
) 10,500-35,500- 4,000-14,375-
61,500 UNIT, 15,125 UNIT,
16,800-56,800- 8,000-28,750-
98,400 UNIT, 30,250 UNIT
2,600-8,800- 15,200 PERTZYEORAL 5  ST; MO
UNIT, 21,000-

CAPSULE,DELA

54,700- 83,900 YED
UNIT, 4,200- RELEASE(DR/EC
14,200- 24,600
UNIT ) 24,000-86,250-
PANCREAZE 5  ST;MO o070 DN
ORAL PLENVU 4 ST; MO
CAPSULE,DELA prochlorperazine 2 MO
YED prochlorperazine 2 MO
RELEASE(DR/EC maleate oral
) 37,000-97,300- procto-med he 2 MO
149,900 UNIT proctosol he topical 2 MO
peg 3350- 2 MO proctozone-hc 2 MO
electrolytes

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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RECTIV 3 MO SKYRIZI 5 PA; MO;
REGLAN ORAL 4 MO SUBCUTANEOU QL (2.4 per
: S WEARABLE 56 days)
RELISTOR ORAL S ?;IOO,eQrI:;O INJECTOR 360
0 p) MG/2.4 ML (150
RELISTOR 5 l\/zllés L MOML)
SUBCUTANEOU (18 I;e? 30 sodium,potassium,m 2 MO
S SOLUTION days) ag sulfates
RELISTOR 5 MO; QL SUCRAIP PA
SUBCUTANEOU (18 per 30 sulfasalazine MO
S SYRINGE 12 days) SUPREP BOWEL ST; MO
MG/0.6 ML PREP KIT
RELISTOR 5 MO; QL SUTAB 4 ST; MO
SUBCUTANEOU (12 per 30 SYMPROIC 4 MO; QL
S SYRINGE 8 days) (30 per 30
MG/0.4 ML days)
RELTONE SYNDROS 5  PA;MO
REMICADE PA; MO; TRANSDERM- 4 MO
QL (20 per SCOP
28 days) TRULANCE 3 MO; QL
RENFLEXIS 5 PA; MO; (30 per 30
QL (20 per days)
28 days) UCERIS ORAL 5 MO
Eg(\?”]fAASLA ENEMA 4 MO UCERIS RECTAL 4 MO
KIT URSO 250 4 MO
SANCUSO 5 MO URSO FORTE 4 MO
scopolamine base MO ursodiol oral capsule 5
200 mg, 400 mg
SKYRIZI 5 PA; MO;
SUBCUTANEOU QL (1.2 per ursodiol oral capsule 2 MO
S WEARABLE 56 days) 300 mg
INJECTOR 180 ursodiol oral tablet MO
MG/1.2 ML (150 VARUBI PA
MG/ML) VIBERZI MO; QL
(60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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VIOKACE 3 MO dexlansoprazole MO; QL
ZENPEP ORAL 3 MO (30 per 30
CAPSULE,DELA days)
YED esomeprazole MO; QL
RELEASE(DR/EC magnesium oral (30 per 30
) 10,000-32,000 - capsule,delayed days)
42,000 UNIT, release(drlec) 20
15,000-47,000 - mg
63,000 UNIT, esomeprazole MO; QL
20,000-63,000- magnesium oral (60 per 30
84,000 UNIT, capsule,delayed days)
25,000-79,000- release(drlec) 40
105,000 UNIT, mg
3,000-10,000 - esomeprazole MO; QL
14,000-UNIT, ,
magnesium oral (30 per 30
40,000-126,000- ranules dr for days)
168,000 UNIT, O s 10 e 20 e
5,000-17,000- ot pACer 15 mE,
24,000 UNIT " l
D magnesium oral (60 per 3
THERAPY granules dr for susp days)
ACIPHEX 4 MO; QL in packet 40 mg
(60 per 30 Jfamotidine oral MO
days) suspension
amoxicil- 2 MO; QL famotidine oral MO
clarithromy- (112 per tablet 20 mg, 40 mg
lansopraz 180 days) KONVOMEP QL (600 per
bismuth subcit k- 2 MO; QL 30 days)
metronidz-ten (118%0dp€r lansoprazole oral MO; QL
ays) capsule,delayed (30 per 30
CARAFATE 4 MO release(drlec) 15 days)
cimetidine 2 MO mg
CYTOTEC 4 MO lansoprazole oral MO; QL
DEXILANT 4 MO:; QL capsule,delayed (60 per 30
(30 per 30 release(drlec) 30 days)
days) mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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lansoprazole oral 2 MO; QL omeprazole oral 1 MO; QL

tablet,disintegrat, (30 per 30 capsule,delayed (60 per 30

delay rel 15 mg days) release(drlec) 40 days)

lansoprazole oral 2 MO; QL mg

tablet,disintegrat, (60 per 30 omeprazole-sodium 2 MO; QL

delay rel 30 mg days) bicarbonate oral (30 per 30

misoprostol 2 MO capsule days)

NEXIUM ORAL 4 MO; QL omeprazole-sodium 5 MO; QL

CAPSULE,DELA (30 per 30 bicarbonate oral (30 per 30

YED days) packet days)

RELEASE(DR/EC pantoprazole oral 2 MO; QL

)20 MG granules dr for susp (60 per 30

NEXIUM ORAL 4 MO; QL in packet days)

CAPSULE,DELA (60 per 30 pantoprazole oral 1 MO; QL

YED days) tablet,delayed (30 per 30

RELEASE(DR/EC release (drlec) 20 days)

)40 MG mg

NEXIUM ORAL 4 MO; QL pantoprazole oral 1 MO; QL

GRANULES DR (30 per 30 tablet,delayed (60 per 30

FOR SUSP IN days) release (drlec) 40 days)

PACKET 10 MG, mg

2.5 MG, 20 MG, 5 PEPCID ORAL 4 MO

MG TABLET

NEXIUM ORAL 4 MO; QL PREVACID 4 MO:; QL

GRANULES DR (60 per 30 ORAL (60 per 30

FOR SUSP IN days) CAPSULE,DELA days)

PACKET 40 MG YED

nizatidine oral 2 MO RELEASE(DR/EC

capsule )30 MG

OMECLAMOX- 4 MO; QL PREVACID 4 MO; QL

PAK (80 per 180 SOLUTAB ORAL (30 per 30

days) TABLET,DISINT days)

omeprazole oral 1 MO; QL EGRAT, DELAY

capsule,delayed (30 per 30 REL 15 MG

release(drlec) 10 days)

mg, 20 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PREVACID 4 MO; QL TALICIA 4 MO; QL
SOLUTAB ORAL (60 per 30 (168 per
TABLET,DISINT days) 180 days)
EGRAT, DELAY ZEGERID 5  MO;QL
REL 30 MG (30 per 30
PRILOSEC ORAL 4 MO; QL days)
SUSP,DELAYED (120 per 30 IMMUNOL
RELEASE FOR days) NI,
RECON 10 MG GY,
PRILOSEC ORAL 4  MO;QL VACCINES /
SUSP,DELAYED (480 per 30 BIOTECHNO
RELEASE FOR days) LOGY
RECON 2.5 MG
PROTONIX 4 MO; QL ]éIY(,)glE{SIégIOLO
ORAL (60 per 30
GRANULES DR days) ACTIMMUNE 5 PA; MO
FOR SUSP IN ARANESP (IN 5  PA;MO
PACKET POLYSORBATE)
PROTONIX 4 MO; QL INJECTION
ORAL (30 per 30 SOLUTION 100
TABLET,DELAY days) MCG/ML, 200
ED RELEASE MCG/ML
(DR/EC) 20 MG ARANESP (IN 4  PA;MO
PROTONIX 4 MO; QL POLYSORBATE)
ORAL (60 per 30 INJECTION
TABLET,DELAY days) SOLUTION 25
ED RELEASE MCG/ML, 40
(DR/EC) 40 MG MCG/ML, 60
PYLERA 4  MO;QL MCG/ML
(120 per ARANESP (IN 4 PA; MO
180 days) POLYSORBATE)
rabeprazole oral 2 MO; QL INJECTION
tablet, delayed (60 per 30 SYRINGE 10
release (drlec) days) MCG/0.4 ML, 100
sucralfate 2 MO MCGA.5 ML, 25

MCG/0.42 ML, 40
MCG/0.4 ML, 60
MCG/0.3 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ARANESP (IN 5  PA:MO FYLNETRA 5 PA
POLYSORBATE) GENOTROPIN 5  PA;MO
INJECTION GENOTROPIN 4  PA;MO
SYRINGE 150

MINIQUICK
MCG/0.3 ML, 200

SUBCUTANEOU
MCG/0.4 ML, 300

S SYRINGE 0.2
MCG/0.6 ML, 500 MG/0.25 ML
MCGIML GENbTROPIN 5  PA:MO
ARCALYST PA MINIQUICK
AVONEX PA; MO; SUBCUTANEOU
INTRAMUSCUL QL (1 per SSYRINGE 0.4
AR PEN 28 days) MG/0.25 ML, 0.6
INJECTOR KIT MG/0.25 ML, 0.8
AVONEX 5  PA;MO:; MG/0.25 ML, 1
INTRAMUSCUL QL (1 per MG/0.25 ML, 1.2
AR SYRINGE 28 days) MG/0.25 ML, 1.4
KIT MG/0.25 ML, 1.6
BETASERON PA; MO; ﬁgﬁg;g ﬁi 2
SUBCUTANEOU QL (14 per ;
S KIT 28 days) GRANIX PA; MO
EGRIFTA SV 5  PA;MO HUMATROPE PA; MO
EPOGEN 4  PA;MO g\fggggglz
INJECTION
SOLUTION 2’000 LEUKINE 5 PA; MO
UNIT/ML, 20,000 INJECTION
UNIT/2 ML, 3,000 RECON SOLN
UNIT/ML, 4,000 NEULASTA PA; MO
UNIT/ML NEULASTA PA; MO
EPOGEN 5  PA:MO ONPRO
ISEJLEUCTTII(())I\I;I 20,000 NEUPOGEN PA; MO
UNTT/ML NIVESTYM PA; MO
EXTAVIA 5  PA;MO; ?Ség}ggop IN PA; MO
SUBCUTANEOU QL (15 per
S KIT 28 days) NUTROPIN AQ 5  PA:MO
FULPHILA 5  PA:MO NUSPIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NYVEPRIA 5  PA;MO PROCRIT 5  PA;MO
OMNITROPE 5  PA;MO ISEJL ESTTIIC());I‘I% 000
PEGASYS 5 MO QL UNIT/ML, 40,000
SUBCUTANEOU per 28 days) UNIT/ML.
S SOLUTION
, REBIF (WITH 5  PA; MO;
PEGASYS 5  MOQLE ALBUMIN) QL (6 per
SUBCUTANEOU per 28 days) 28 days)
S SYRINGE
REBIF 5 PA; MO;
PLEGRIDY 5 PAJMO; REBIDOSE QL (6 per
SUBCUTANEOU QL (1 per SUBCUTANEOU 28 days)
S PEN INJECTOR 28 days) S PEN INJECTOR
125 MCG/0.5 ML 22 MCG/0.5 ML,
PLEGRIDY 5 PA; MO; 44 MCG/0.5 ML
SUBCUTANEOU QL (1 per ~io.
S PEN INJECTOR 180 days) REBIDOSE ; gi’ (14\1/[;) per
gi ﬁggﬁ 8-2 ﬁi SUBCUTANEOU 180 days)
; S PEN INJECTOR
PLEGRIDY 5 PA; MO; 8.8MCG/0.2ML-22
SUBCUTANEOU QL (1 per MCG/0.5ML (6)
S SYRINGE 125 28 days) REBIE 5 PA: MO:
MCG/0.5 ML TITRATION QL (4.2 per
PLEGRIDY 5  PA;MO; PACK 180 days)
SUBCUTANEOU QL (1 per .
S SYRINGE 63 180 days) RELEUKO PA: MO
MCG/0.5 ML- 94 RETACRIT PA; MO
MCG/0.5 ML INJECTION
mokr o LTV
INJECTION UNIT/ML, 20,000
SOLUTION 10,000 UNIT/ ML
UNIT/ML, 2,000 20,000 UNIT/ML,
UNIT/ML, 3,000 3,000 UNIT/ML
UNIT/ML, 4,000 ’ ’
N 4,000 UNTT/ML
RETACRIT 5  PA;MO
INJECTION
SOLUTION 40,000
UNIT/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SAIZEN 5  PA;:MO BOOSTRIXTDAP 1  MO;V
SEROSTIM 5  PA;:MO DAPTACEL 3 MO
SUBCUTANEOU (DTAP
S RECON SOLN 4 PEDIATRIC) (PF)
MG, 5 MG, 6 MG DYSPORT 4  PA;MO
SKYTROFA > | PAMO ENGERIX-B(PF) 1  PA;MO;V
SOGROYA 5 PA;MO ENGERIX-B 1 PA;MO;V
UDENYCA 5  PA;:MO PEDIATRIC (PF)
UDENYCA 5  PA;:MO FLEBOGAMMA 5 PA
AUTOINJECTOR DIF
ZARXIO 5  PA;MO INTRAVENOUS
0
ZIEXTENZO 5  PA:MO SOLUTION 10 %
ZOMACTON PA; MO S%%II\;I)AGARD X PA; MO
SUBCUTANEOU
S RECON SOLN GAMMAGARD 5 PA; MO
10 MG S-D (IGA < 1
ZOMACTON 4  PA;MO MCG/ML)
SUBCUTANEOU GAMMAKED 5 PA; MO
S RECON SOLN 5 INJECTION
MG SOLUTION 1
ZORBTIVE 5 PA:MO (S’;{AM/ 10 ML (10
0

VACCINES /

GAMMAPLEX PA; MO
MISCELLANEO

GAMMAPLEX PA; MO
US (WITH
IMMUNOLOGI

SORBITOL)
CALS

GAMUNEX-C 5  PA;MO
ACTHIB (PF) 3 MO INJECTION
ADACEL(TDAP 1 MO;V SOLUTION 1
ADOLESN/ADUL GRAM/10 ML (10
T)(PF) %)
BCG VACCINE, 1 MO;V GARDASIL9(PF) 1  MO;V
LIVE (PF) GRASTEK 4 MO
BEXSERO 1 MO;V
BIVIGAM 5  PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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HAVRIX (PF) 1 MO; V ODACTRA 4 PA; MO
INTRAMUSCUL ORALAIR 4
AR SYRINGE SUBLINGUAL
1,440 ELISA TABLET 300
UNIT/ML INDX
HAVRIX (PF) 3 MO REACTIVITY
INTRAMUSCUL PANZYGA 5  PA;MO
AR SYRINGE 720 INTRAVENOUS
ELISA UNIT/0.5 SOLUTION 10 %
ML PANZYGA 5 PA
HEPLISAV-B (PF) 1 PA; MO; V INTRAVENOUS
HIBERIX (PF) 3 MO SOLUTION 10 %
IMOVAX RABIES 1V (100 ML), 10 %
VACCINE (PF) (200 ML()), 10 % (25
INFANRIX 3 MO ﬁig’ 18 Of) ggoML)
(DTAP) (PF) o
INTRAMUSCUL PEDIARIX (PF) MO
AR SYRINGE PEDVAX HIB
IPOL 1V (PF)
IXIARO (PF) 1 vV PENTACEL (PF) 3
JYNNEOS 1 PA;V INTRAMUSCUL
(PF)(STOCKPILE) AR KIT ISLE-
48MCG-62DU -10
KINRIX (PF) 3 MO MCG/0.5ML
INTRAMUSCUL X )
AR SYRINGE gf;];LHEVBRIO 1 PA; MO; V
MENACTRA (PF) 1 MO; V
INTRAMUSCUL PRIORIX (PF) . M
AR SOLUTION PRIVIGEN 5 PA; MO
MENQUADFI 1 MO;V PROQUAD (PF) 3
(PF) QUADRACEL 3
MENVEO A-C-Y- 1 MO; V (PF)
W-135-DIP (PF) RABAVERT (PF) I MOV
INTRAMUSCUL RAGWITEK 4 MO
AR KIT
RECOMBIVAX 1 PA; MO; V
M-M-R II (PF) 1 MO; V HB (PF)
OCTAGAM 5 PA; MO ROTARIX 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ROTATEQ 3 MO YF-VAX (PF) 1 VvV
VACCINE MISCELLAN
SHINGRIX (PF) 1 MO; V; QL EOUS
(2 per 720
days) SUPPLIES
TDVAX 1 MO; V MISCELLANEO
TENIVAC (PF) 1  MO;V US SUPPLIES
TETANUS,DIPH 3 MO IST TIER 4 ST
THERIA TOX UNIFINE
PED(PF) PENTIPS
TICOVAC 3 MO IST TIER 4 ST
TRUMENBA 1 MO; V UNIFINE
TWINRIX (PF) 1 MO;V PENTIPS PLUS
TYPHIM VI 1 v ABOUTTIME 4 ST
PEN NEEDLE
INTRAMUSCUL
AR SOLUTION NEEDLE 30
GAUGE X 5/16",
TYPHIM VI 1 MO; V 31 GAUGE X
INTRAMUSCUL 3/16", 32 GAUGE
AR SYRINGE X 5/32"
VAQTA (PF) 3 MO ABOUTTIME 4  ST;MO
INTRAMUSCUL PEN NEEDLE
AR SUSPENSION NEEDLE 31
25 UNIT/0.5 ML GAUGE X 5/16"
VAQTA (PF) 1 MO; V ADVOCATE PEN 4 ST; MO
INTRAMUSCUL NEEDLE
AR SUSPENSION NEEDLE 31
50 UNIT/ML GAUGE X 3/16",
VAQTA (PF) 3 MO 31 GAUGE X
INTRAMUSCUL 5/16", 33 GAUGE
AR SYRINGE 25 X 5/32"
UNIT/0.5 ML
VAQTA (PF) 1 MO; V
INTRAMUSCUL
AR SYRINGE 50
UNIT/ML
VARIVAX (PF) 1V

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
ADVOCATE 4  ST;MO BD INSULIN 3 MO
SYRINGES ULTRA-FINE
SYRINGE 0.3 ML SYRINGE 0.3 ML
30 GAUGE X 30 GAUGE X 1/2",
5/16", 0.3 ML 31 0.5 ML 31
GAUGE X 5/16", GAUGE X 5/16", 1
0.5 ML 30 ML 30 GAUGE X
GAUGE X 5/16", 12"
0.5 ML 31 BD LO-DOSE 3 MO
GAUGE X 5/16", 1 MICRO-FINE IV
ML 30 GAUGE X BD NANO 2ND 3 MO
5/16, 1 ML 31
GAUGE X 5/16 GEN PEN
ASSURE ID PEN 4  ST;MO NEEDLE
NEEDLE ’ BD > MO
SAFETYGLIDE
BD 3 MO INSULIN
AUTOSHIELD SYRINGE
DUO PEN SYRINGE 0.3 ML
NEEDLE 29 GAUGE X 1/2",
BD ECLIPSE 3 MO 0.3 ML 31
LUER-LOK GAUGE X 15/64",
SYRINGE 1 ML 0.3 ML 31
30 GAUGE X 1/2" GAUGE X 5/16",
BD INSULIN 3 MO 0.5 ML 30
SYRINGE (HALF GAUGE X 5/16",
UNIT) 0.5 ML 31 "
BD INSULIN 3 GAUGE X 15/64",
1 ML 29 GAUGE
SYRINGE 0.3 ML :
29 GAUGE X 1/2", é/i’é Gllgl\)g]; 53/16 o
0.5 ML 29
GAUGE X 112", 1 BD 3
ML 27 GAUGE X SAFETYGLIDE
1/2", 1 ML 29 INSULIN
GAUGE X 1/2" SYRINGE
BD INSULIN 3 MO SYRINGE 0.5 ML

29 GAUGE X 1/2"

SYRINGE U-500

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
BD 3 MO CAREFINE PEN 4 ST; MO
SAFETYGLIDE NEEDLE
SYRINGE 1 ML NEEDLE 30
27 GAUGE X 5/8" GAUGE X 5/16",
BD ULTRA-FINE 3 MO 31 GAUGE X 1/4",
MICRO PEN 31 GAUGE X
NEEDLE 5/16", 32 GAUGE
BD ULTRA-FINE 3 MO X174 ’,,32 GAUGE
MINI PEN X 3/16", 32
NEEDLE GAUGE X 5/32
BD ULTRA-FINE 3 MO CARETOUCH g ST
INSULIN
NANO PEN SYRINGE
NEEDLE
BD ULTRA-FINE 3 MO CARETOUCH g ST
PEN NEEDLE
ORIG PEN
NEEDLE NEEDLE 29
GAUGE X 1/2"
BD ULTRA-FINE 3 MO CARETOUCH 4 ST; MO
SHORT PEN
NEEDLE PEN NEEDLE 31
GAUGE X 1/4", 31
BD VEO 3 MO GAUGE X 3/16",
INSULIN SYR 31 GAUGE X
(HALF UNIT) 5/16", 32 GAUGE
BD VEO 3 MO X 3/16", 32
INSULIN GAUGE X 5/32"
SYRINGE UF CEQUR 3 MO
CAREFINE PEN 4 ST SIMPLICITY
NEEDLE CEQUR 3 MO
NEEDLE 29 SIMPLICITY
GAUGE X 172" INSERTER
CLICKFINE PEN 4 ST
NEEDLE 31
GAUGE X 1/4", 31
GAUGE X 5/16"
CLICKFINE PEN 4 ST; MO
NEEDLE 32
GAUGE X 5/32"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
COMFORT EZ 4 ST COMFORT 4 ST
INSULIN TOUCH PEN
SYRINGE 0.3 ML NEEDLE
29 GAUGE X 1/2", NEEDLE 31
0.3 ML 30 GAUGE X 1/4", 31
GAUGE X 172", GAUGE X 3/16",
0.5 ML 29 31 GAUGE X
GAUGE X 1/2", 5/16", 31 GAUGE
0.5 ML 30 X 5/32", 32
GAUGE X 1/2", 1 GAUGE X 3/16",
ML 30 GAUGE X 32 GAUGE X
1/2", 1/2 ML 28 5/16", 32 GAUGE
GAUGE X 172" X 5/32", 33
COMFORT EZ 4  ST; MO GAUGE X 1/4", 33
INSULIN GAUGE X 3/16",
SYRINGE 0.3 ML 33 GAUGE X
30 GAUGE X 5/32"
5/16", 0.3 ML 31 COMFORT 4 ST; MO
GAUGE X 5/16", TOUCH PEN
0.5 ML 30 NEEDLE
GAUGE X 5/16", NEEDLE 32
0.5 ML 31 GAUGE X 1/4"
GAUGE X 5/16", 1 DROPLET 4 ST
ML 28 GAUGE X INSULIN
1/2", 1 ML 29 SYR(HALF
GAUGE X 1/2, 1 UNIT) SYRINGE
ML 30 GAUGE X 0.5 ML 29
GAUGE X 5/16 0.5 ML 30
COMFORT EZ 4 ST; MO GAUGE X 1/2",
PEN NEEDLES 0.5 ML 30
GAUGE X 5/16",
0.5 ML 31

GAUGE X 15/64",
0.5ML 30 GAUGE
X 15/64"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DROPLET 4 ST; MO DROPLET PEN 4 ST; MO
INSULIN NEEDLE 29
SYR(HALF GAUGE X 1/2", 29
UNIT) SYRINGE GAUGE X 3/8", 31
0.5 ML 31 GAUGE X 1/4", 31
GAUGE X 5/16" GAUGE X 3/16",
DROPLET 4 ST 31 GAUGE X
INSULIN 5/16", 32 GAUGE
SYRINGE X 1/4", 32 GAUGE
SYRINGE 0.3 ML X 3/16", 32
29 GAUGE X 1/2", GAUGE X 5/16",
0.3 ML 30 32 GAUGE X
GAUGE X 15/64", 5/32"
0.3 ML 30 DROPLET PEN 4 ST
GAUGE X 5/16", NEEDLE 30
0.3 ML 31 GAUGE X 5/16"
GAUGE X 15/64", DROPSAFE 4 ST
1 ML 29 GAUGE INSULIN
X 112", IML30 SYRINGE
GAUGE X 15/64", DROPSAFE PEN 4 ST; MO
1 ML 30 GAUGE
X 5/16, 1 ML 31 NEEDLE
GAUGE X 15/64" NEEDLE 31
GAUGE X 1/4", 31
DROPLET 4 ST; MO GAUGE X 5/16"
INSULIN DROPSAFE PEN 4 ST
SYRINGE NEEDLE
SYRINGE 0.3 ML
OOAUGE % 12" NEEDLES!
0.3 ML 31
GAUGE X 5/16", 1
ML 30 GAUGE X
1/2",1 ML 31
GAUGE X 5/16
DROPLET 4 ST; MO
MICRON PEN
NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

EASY COMFORT 4 ST EASY TOUCH 4 ST

INSULIN FLIPLOCK

SYRINGE INSULIN

SYRINGE 0.5 ML SYRINGE 1 ML

30 GAUGE X 1/2", 29 GAUGE X 1/2",

0.5 ML 30 1 ML 30 GAUGE

GAUGE X 5/16", X 5/16"

0.5 ML 31 EASY TOUCH 4 ST; MO

GAUGE X 5/16", 1 FLIPLOCK

ML 30 GAUGE X INSULIN

1/2", 1 ML 30 SYRINGE 1 ML

GAUGE X 5/16, 1 30 GAUGE X 1/2"

ML 31 GAUGE X I ML 31 GAUGE

5/16, 1 ML 32 X 5/16"

GAUGE X 5/16", EASY TOUCH 4 ST

1/2 ML 32 INSULIN

GAUGE X 5/16" SAFETY

EASY COMFORT 4 ST; MO SYRINGE 0.5 ML

PEN NEEDLE 31 29 GAUGE X 172"

GAUGE X 1/4", 31 EASY TOUCH 4  ST;MO

GAUGE X 3/16",
INSULIN

31 GAUGE X SAFETY

>/16", 32 GAUGE SYRINGE 0.5 ML

X 5/32 30 GAUGE X

EASY COMFORT 4 ST 5/16", 1 ML 29

PEN NEEDLE 33 GAUGE X 12", 1

GAUGE X 1/4", 33 ML 30 GAUGE X

GAUGE X 3/16", 12"

g%gAUGE X EASY TOUCH 4 ST
INSULIN

EASY GLIDE 4 ST SYRINGE

INSULIN SYRINGE 0.3 ML

SYRINGE 30 GAUGE X 1/2",

EASY GLIDE 4 ST 1 ML 27 GAUGE

PEN NEEDLE X 5/8", 1/2 ML 27

GAUGE X 172"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
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Tier  ts/Limits Tier  ts/Limits
EASY TOUCH 4 ST; MO EASY TOUCH 4 ST
INSULIN SAFETY PEN
SYRINGE 0.3 ML NEEDLE 29
30 GAUGE X GAUGE X 5/16",
5/16", 0.3 ML 31 30 GAUGE X 1/4",
GAUGE X 5/16", 30 GAUGE X
0.5 ML 29 3/16", 30 GAUGE
GAUGE X 1/2", X 5/16"
0.5ML30 " EASY TOUCH 4 ST
GAUGE X 1/2", SHEATHLOCK
0.5 ML 30 INSULIN
GAUGE X 5/16", SYRINGE 1 ML
0.5 ML 31 29 GAUGE X 172",
GAUGE X 5/16", 1 1 ML 30 GAUGE
ML 27 GAUGE X X 1/2", 1 ML 30
12", IML 28 GAUGE X 5/16"
GAUGE X 172", 1 EASY TOUCH 4 ST; MO
ML 29 GAUGE X
" SHEATHLOCK
1/2", 1 ML 30
" INSULIN
GAUGE X 1/2",1
SYRINGE 1 ML
ML 30 GAUGE X 31 GAUGE X
5/16, 1 ML 31 5/16"
GAUGE X 5/16,
1/2 ML 28 EASY TOUCH 4 ST
GAUGE X 12" UNI-SLIP
EASY TOUCH 4 ST; MO SYRINGE 1 ML
LUER LOCK EMBRACE PEN 4 ST
INSULIN NEEDLE
EASY TOUCH 4  ST;MO FREESTYLE 4 ST:MO
NEEDLE PRECISION
EASY TOUCH 4 ST; MO SYRINGE 0.5 ML
PEN NEEDLE 30 GAUGE X
5/16", 0.5 ML 31
EASY TOUCH 4 ST; MO GAUGE X 5/16"
SAFETY PEN
NEEDLE 29
GAUGE X 3/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
FREESTYLE 4 ST INPEN (FOR 4
PRECISION HUMALOG)
SYRINGE 1 ML GREY
30 GAUGE X 5/16, INPEN (FOR 4
1 ML 31 GAUGE HUMALOG)
X 5/16 PINK
GAUZE PADS 2 3 INPEN 4
X2 (NOVOLOG OR
HEALTHWISE 4 ST FIASP) BLUE
INSULIN INPEN 4
SYRINGE (NOVOLOG OR
HEALTHWISE 4 ST FIASP) GREY
PEN NEEDLE INPEN 4
HEALTHY 4 ST (NOVOLOG OR
ACCENTS FIASP) PINK
UNIFINE INSULIN PEN 3 MO
PENTIP NEEDLE NEEDLE
29 GAUGE X 1/2,,’ INSULIN PEN 4 ST
31 GAUGE X 1/4",
NEEDLE
31 GAUGE X
3/16", 31 GAUGE NEEDLE 29
X 5/1,6" GAUGE X 15/32",
31 GAUGE X
INCONTROL 4 ST; MO 13/64", 31 GAUGE
PEN NEEDLE 29 X 15/64", 31
GAUGE X 1/2", 31 GAUGE X 5/32",
GAUGE X 5/16", 32 GAUGE X 1/4",
32 GAUGE X 32 GAUGE X
5/32" 3/16", 32 GAUGE
INCONTROL 4 ST X 5/16", 32
PEN NEEDLE 31 GAUGE X 5/32",
GAUGE X 1/4", 31 33 GAUGE X 1/4",
GAUGE X 3/16" 33 GAUGE X
HUMALOG) X 532"
BLUE INSULIN 3 MO
MICROFINE
SYRINGE 1 ML
27 GAUGE X 5/8"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Tier ts/Limits Tier ts/Limits
INSULIN 3 INSUPEN PEN 4  ST;MO
SYRINGE- NEEDLE 30
NEEDLE U-100 GAUGE X 5/16",
SYRINGE 0.3 ML 31 GAUGE X 1/4",
29 GAUGE, 1 ML 31 GAUGE X
30 GAUGE X 1/2", 5/16", 32 GAUGE
1/2 ML 28 X 1/4", 32 GAUGE
GAUGE X 5/16", 32
INSULIN 4  ST;MO GAUGE X 5/32",
SYRINGE- 33 GAUGE X
NEEDLE U-100 5/32"
SYRINGE 0.5 ML LITE TOUCH 4  ST; MO
29 GAUGE X 1/2", INSULIN PEN
0.5 ML 30 NEEDLES
GAUGE X 5/16", 1 LITE TOUCH 4 ST
ML 28 GAUGE X INSULIN
172", 1/2 ML 28 SYRINGE 0.3 ML
GAUGE X 172" 29 GAUGE X 172",
INSULIN 3 MO 0.3 ML 30
SYRINGE (DISP) GAUGE X 5/16",
U-100 1 ML 0.3 ML 31
INSULIN 4 ST GAUGE X 5/16",
SYRINGE- 0.5 ML 29
NEEDLE U-100 GAUGE X 1/2",
SYRINGE 1/2 ML 0.5 ML 30
27 GAUGE X 1/2" GAUGE X 5/16", 1

ML 28 GAUGE, 1
ML 28 GAUGE X
1/2",1 ML 29
GAUGE, 1 ML 29
GAUGE X 12", 1
ML 30 GAUGE X
5/16, 1 ML 30
GAUGE X 7/16",
1/2 ML 28
GAUGE X 172"

INSUPEN PEN 4 ST
NEEDLE 29

GAUGE X 172", 31

GAUGE X 3/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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LITE TOUCH 4 ST; MO MAXICOMFORT 4 ST; MO

INSULIN SAFETY PEN

SYRINGE 0.5 ML NEEDLE

31 GAUGE X NEEDLE 29

5/16", 1 ML 31 GAUGE X 5/16"

GAUGE X 5/16, MICRODOT 4 ST

172 ML 28 INSULIN PEN

GAUGE, 1/2 ML NEEDLE

é9 Ai[lj/(z}gl L30 MINI ULTRA- 4 ST; MO

THIN II

MAGELLAN 4 ST; MO MONOIJECT A ST: MO

INSULIN INSULIN

SAFETY SYRNG SAFETY

MAGELLAN 4 ST; MO SYRINGE 0.3 ML

SYRINGE 0.3 ML 29 GAUGE X 1/2",

30 X 5/16" 0.5 ML 29

MAGELLAN 4 ST GAUGE X 1/2",

SYRINGE 0.5 ML 0.5 ML 30

30 GAUGE X GAUGE X 5/16",

5/16" 29 GAUGE X 172"

MAXICOMFORT 4 ST MONOIJECT 4 ST

II PEN NEEDLE INSULIN

MAXICOMFORT 4 ST SAFETY

INSULIN SYRINGE 0.3 ML

SYRINGE 30 GAUGE X

MAXI- 4 ST; MO >/16

COMFORT

INSULIN

SYRINGE

MAXICOMFORT 4 ST

SAFETY PEN

NEEDLE

NEEDLE 29

GAUGE X 3/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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MONOIJECT 4 ST; MO NEEDLES, 4 ST
INSULIN INSULIN
SYRINGE DISP..SAFETY
SYRINGE 0.3 ML SYRINGE 0.5 ML
29 GAUGE X 1/2", 29 GAUGE X 1/2",
0.3 ML 30 1 ML 31 GAUGE
GAUGE X 5/16", X 15/64"
0.3 ML 31 NEEDLES, 4  ST; MO
GAUGE X 5/16", INSULIN
0.5ML29 " DISP.,SAFETY
GAUGE X 172", SYRINGE 0.5 ML
0.5 ML 30 31 GAUGE X
GAUGE X 5/16", 15/64"
0.5 ML 31
CAUGRX 11", NEEDLES 5 Mo
ML 25 GAUGE X DISP..SAFETY
5/8", 1 ML 28 °
GAUGE X 1/2", 1 NOVOFINE 32 4 ST; MO
ML 29 GAUGE X NOVOFINE 4 ST; MO
1/2",1 ML 30 AUTOCOVER
GAUGE X 5/16, 1 NOVOFINE 4  ST; MO
1\;[1L6 31 GAUGE X PLUS
> OMNIPOD 5 G6 3 MO;QL(1
MONOJECT 4 ST INTRO KIT (GEN per 720
INSULIN
SYRINGE ) days)

N OMNIPOD 5 G6 3 MO
SYRINGE 1 ML , PODS (GEN 5
1 ML 27 GAUGE ( )
X 1/2", 1/2 ML 28 OMNIPOD 3 MO
GAUGE X 12" CLASSIC PODS
MONOJECT 4 ST (GEN 3)
SYRINGE 1/2 ML OMNIPOD DASH 3 MO; QL (1
28 GAUGE INTRO KIT (GEN per 720
MONOJECT 4  ST;MO D days)
ULTRA OMNIPOD DASH 3 MO
COMFORT PODS (GEN 4)
INSULIN PEN NEEDLE, 4 ST

DIABETIC,
SAFETY

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits

PENTIPS 4 ST SAFESNAP 4 ST

PIPPENNEEDLE 4  ST; MO g%;ga -

AN R ! 29 GAUGE X 172"

DROPSAFE PEN

NEEDLE SAFETY PEN 4 ST

PRO COMFORT 4 ST NEEDLE

INSULIN SECURESAFE 4 ST

SYRINGE INSULIN

PRO COMFORT 4 ST SYRINGE

PEN NEEDLE SECURESAFE 4 ST

PRODIGY i ST PEN NEEDLE

INSULIN SKY SAFETY 4 ST

SYRINGE 0.3 ML PEN NEEDLE

31 GAUGE X SURE COMFORT 4  ST; MO

5/16" INS. SYR. U-100

PRODIGY 4 ST; MO

INSULIN

SYRINGE 0.5 ML

31 GAUGE X

5/16", 1 ML 28

GAUGE X 1/2"

PURE COMFORT 4 ST

PEN NEEDLE

PURE COMFORT 4 ST

SAFETY PEN

NEEDLE

SAFESNAP 4 ST; MO

INSULIN

SYRINGE 0.3 ML

30 GAUGE X

5/16",0.5 ML 30
GAUGE X 5/16", 1
ML 28 GAUGE X
1/2",1 ML 29
GAUGE X 172"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SURE COMFORT 4 ST; MO SURE COMFORT 4 ST; MO
INSULIN SAFETY PEN
SYRINGE 0.3 ML NEEDLE
29 GAUGE X 1/2", NEEDLE 32
0.3 ML 30 GAUGE X 5/32"
GAUGE X 172", SURE-FINE PEN 4  ST; MO
0.3 ML 30 . NEEDLES
GAUGE X 5/16, SURE-JECT 4 ST
0.3 ML 31 INSULIN
OGSAll\J/I(EEOX >/16", SYRINGE 0.3 ML
GAUGE X 12", 29 GAUGE X 1/2",
0.5 ML 30 0.3 ML 30
GAUGE X 5/16", GAUGE X 5/16",
0.5 ML 31 0.5 ML 29
GAUGE X 5/16", 1 S}SAIEI(EEOX 172",
ML 28 GAUGE X SAUGEX 16",
i’ " ML 28 GAUGE X
GAUGE X 1/2", 1 o 1ML 29
ML 30 GAUGE X i "
12" 1 ML 30 GAUGE X 1/2", 1
¢ ML 30 GAUGE X
GAUGE X 5/16, 1
5/16, 1/2 ML 28
ML 31 GAUGE X CAUGE X 112"
5/16, 1/2 ML 28
GAUGE X 1/2" SURE-JECT 4 ST; MO
SURE COMFORT 4 ST INSULIN
SYRINGE 1 ML
INSULIN 31 GAUGE X 5/16
SYRINGE 0.3 ML
31 GAUGE X 1/4", TECHLITE 4 ST
1 ML 31 GAUGE INSULIN
X 1/4",1/2 ML 31 SYRINGE
GAUGE X 1/4" SYRINGE 1 ML
SURE COMFORT 4 ST; MO 29 GAUGE X 112
PEN NEEDLE
SURE COMFORT 4 ST
SAFETY PEN
NEEDLE
NEEDLE 31
GAUGE X 1/4"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TECHLITE 4  ST;MO TECHLITE PEN 4  ST; MO
INSULIN NEEDLE 29
SYRINGE GAUGE X 1/2", 31
SYRINGE 1 ML GAUGE X 1/4", 31
30 GAUGE X 1/2", GAUGE X 3/16",
1 ML 31 GAUGE 31 GAUGE X
X 15/64", 1 ML 31 5/16", 32 GAUGE
GAUGE X 5/16 X 1/4", 32 GAUGE
TECHLITE 4 ST X 5/16", 32
INSULN GAUGE X 5/32"
SYR(HALF TECHLITE PEN 4 ST
UNIT) SYRINGE NEEDLE 29
0.3 ML 29 GAUGE X 3/8"
GAUGE X 1/2", TERUMO 4 ST
0.3 ML 30 INSULIN
GAUGE X 5/16", SYRINGE 0.3 ML
0.5 ML 30 30 X 3/8", 1/2 ML
GAUGE X 5/16" 27 GAUGE X 172",
TECHLITE 4  ST; MO 1/2 ML 28
INSULN GAUGE X 1/2",
SYR(HALF 1/2 ML 30 X 3/8"
UNIT) SYRINGE TERUMO 4  ST; MO
0.3 ML 31 INSULIN
GAUGE X 15/64", SYRINGE 0.5 ML
0.3 ML 31 29 GAUGE X 1/2",
GAUGE X 5/16%, 1 ML 27 GAUGE
0.5 ML 30 X 1/2", 1 ML 28
GAUGE X 1/2", GAUGE X 12", 1
0.5 ML 31 ML 29 GAUGE X
GAUGE X 15/64", 12"
0.5 ML 31
" thinpro insulin 2 ST
GAUGE X 5/16 syringe 0.3 ml 29

gauge x 112", 0.5 ml
29 gauge x 112", 1
ml 29 gauge x 1/2"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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THINPRO 4 ST TRUEPLUS 4 ST
INSULIN INSULIN
SYRINGE 0.3 ML SYRINGE 0.3 ML
30 X 3/8", 1 ML 30 29 GAUGE X 1/2",
GAUGE X 3/8", 1/2 ML 28
1/2 ML 28 GAUGE X 1/2"
GAUGE X 172", TRUEPLUS 4 ST; MO
1/2 ML 30 X 3/8" INSULIN
THINPRO 4 ST; MO SYRINGE 0.3 ML
INSULIN 30 GAUGE X
SYRINGE 0.3 ML 5/16", 0.3 ML 31
31 X 3/8",0.5 ML GAUGE X 5/16",
31 X 3/8",1 ML 28 0.5 ML 29
GAUGE X 12", 1 GAUGE X 1/2",
ML 31 X 3/8" 0.5 ML 30
CLICKFINE 22 MCL} 31 e
UGE X 5/16",
TOPCARE 4 ST ML 28 GAUGE X
ULTRA "
COMEORT 1/2", 1 ML 29
GAUGE X 12", 1
TRUE 4 ST ML 30 GAUGE X
COMFORT 5/16, 1 ML 31
INSULIN GAUGE X 5/16
SYRINGE TRUEPLUS PEN 4 ST. MO
TRUE 4 ST NEEDLE
;%}g SFE‘T PEN ULTICARE 4 ST:MO
INSULIN
TRUE 4 ST SYRINGE 0.3 ML
COMFORT PRO 31 GAUGE X 1/4",
INS SYRINGE 1 ML 31 GAUGE
TRUE 4 ST X 1/4"
COMFORT ULTICARE 4 ST
SAFETY PEN INSULIN
NEEDLE

SYRINGE 1/2 ML
31 GAUGE X 1/4"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
ULTICARE 4  ST:MO ULTILET 4 ST
INSULN INSULIN
SYR(HALF SYRINGE 0.3 ML
UNIT) 29 GAUGE X 1/2",
ULTICAREPEN 4  ST;MO 0.3 ML 30
NEEDLE GAUGE X 5/16",
0.3 ML 31
ULTICARE 4 ST .
AR GAUGE X 5/16",
S 0.5 ML 29
GAUGE X 1/2",
ULTICARE 4  ST:MO 0.5 ML 30
SYRINGE 0.3 ML GAUGE X 5/16",
30 GAUGE X 12", 0.5 ML 31
0.5ML30 GAUGE X 5/16", 1
GAUGE X 1/2", ML 29 GAUGE X
0.5 ML 31 1/2", 1 ML 30
GAUGE X 5/16", 1 GAUGE X 5/16, 1
ML 30 GAUGE X ML 31 GAUGE X
1/2", 1 ML 31 5/16
GAUGE X 5/16 ULTILET PEN 4 ST
ULTICARE 4 ST NEEDLE 29
SYRINGE 0.3 ML GAUGE
2/11 SAUGE X ULTILET PEN 4  ST:MO
NEEDLE 32
ULTIGUARD 4 ST GAUGE X 5/32"
§§§ gi’ﬁ\lcé{h{ ULTRA CMFT 4 ST
INS SYR (HALF
ULTIGUARD 4 ST UNIT)
18\%2 %PSECK'PEN ULTRA 4 ST
COMFORT
INSULIN
SYRINGE
ULTRA FLO 4 ST
INSUL
SYR(HALF
UNIT)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
ULTRA FLO 4 ST ULTRA-THIN II 4 ST; MO
INSULIN (SHORT) INS
SYRINGE SYRINGE 0.3 ML
SYRINGE 0.3 ML 30 GAUGE X
29 GAUGE X 1/2", 5/16", 0.3 ML 31
0.3 ML 30 GAUGE X 5/16", 1
GAUGE X 5/16", ML 30 GAUGE X
0.5 ML 29 5/16, 1 ML 31
GAUGE X 172" GAUGE X 5/16
ULTRA FLO 4 ST; MO ULTRA-THIN II 4 ST
INSULIN (SHORT) INS
SYRINGE SYRINGE 0.5 ML
SYRINGE 0.3 ML 30 GAUGE X
31 GAUGE X 5/16", 0.5 ML 31
5/16" GAUGE X 5/16"
ULTRA FLO PEN 4 ST ULTRA-THIN II 4 ST; MO
NEEDLE (SHORT) PEN
NEEDLE 29 NDL
GAUGE X 12, 31 ULTRA-THIN II 4  ST;MO
GAUGE X 5/16", INS PEN
33 GAUGE X NEEDLES
2132 ULTRA-THIN II 4 ST; MO
ULTRA FLO PEN 4 ST; MO INSULIN
NEEDLE SYRINGE
NEEDLE 31 UNIFINE 4  ST; MO
GAUGE X 3/16",
32 GAUGE X PENTIPS
5/30" MAXFLOW
ULTRA THIN 4 ST UNIFINE 4 ST; MO
PEN NEEDLE PENTIPS
NEEDLE 29
ULTRACARE 4 ST GAUGE X 1/2", 31
INSULIN GAUGE X 1/4", 31
SYRINGE GAUGE X 3/16",
ULTRACARE 4 ST; MO 31 GAUGE X
PEN NEEDLE 5/16", 32 GAUGE
X 1/4", 32 GAUGE
X 5/32", 33
GAUGE X 5/32"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
123


http://express-scripts.com
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Tier ts/Limits Tier ts/Limits

UNIFINE 4 ST; MO VERIFINE PEN 4 ST

PENTIPS PLUS NEEDLE

UNIFINE 4 ST NEEDLE 29

PENTIPS PLUS GAUGE X 1/2", 31

MAXFLOW GAUGE X 3/16",

UNIFINE 4 ST 31 G”AUGE X

SAFECONTROL 3/16", 32 GAUGE
X 1/4", 32 GAUGE

e

NEEDLE V-GO 20 3 MO

NEEDLE 31 V-GO 30 3 MO

GAUGE X 1/4", 31 V-GO 40 3 MO

OAvSE e MUSCULOSK

5/32" ELETAL/

UNIFINE 4 ST: MO RHEUMATO

ULTRA PEN | (0162%

NEEDLE GOUT

NEEDLE 31 THERAPY

GAUGE X 3/16"

VANISHPOINT 4 ST allopurinol oral 1 MO

INSULIN tablet 100 mg, 300

SYRINGE mg

VANISHPOINT 4  ST; MO ALLOPURINOL 4

SYRINGE 0.5 ML ORAL TABLET

30 GAUGE X 172", 200 MG

1 ML 29 GAUGE COLCHICINE 4 ST; MO

X 1/2" (GOUT) ORAL

VERIFINE 4 ST CAPSULE

INSULIN colchicine (gout) 2 MO

SYRINGE oral tablet
COLCRYS 4 ST; MO
febuxostat 2 MO
MITIGARE 4 ST; MO
probenecid 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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probenecid- 2 MO FOSAMAX 4 ST; MO;
colchicine ORAL TABLET QL (4 per
ULORIC 4 MO 70 MG 28 days)
ZYLOPRIM 4 MO FDOSAMAX PLUS 4 S"II:; IZIO;
OSTEOPOROSI oy
S THERAPY
ibandronate oral 2 MO:; QL (1

ACTONEL ORAL 4 ST; MO; per 30 days)
TABLET 150 MG QL (1 per PROLIA 4 PA: MO:-

30 days) QL, (1 pe’r
ACTONEL ORAL 4 ST; MO; 180 days)
TABLET 35 MG QL (4 per raloxifene MO

28 days)

: risedronate oral MO; QL (1
alinﬁr onate oral 2 z{(% QL28 tablet 150 mg per 30 days)
solution er

days)p risedronate oral 2 MO; QL (4
tablet 35 mg, 35 28d
alendronate oral 1 MO; QL (C; 2 ;ac kjni’ 5 m;(g4 pet ays)
tablet 10 mg (30 per 30 i '
days) pack)
isedronat [ 2 MO; QL
alendronate oral 1 MO:; QL (4 ;;SszeZO; fn; ord (30 I; eQr 30
tablet 35 mg, 70 mg per 28 days) days)
ATELVIA 4 S]Il; 1210; risedronate oral 2 MO; QL (4
38 d( per tablet,delayed per 28 days)
ays) release (drlec)
BINOSTO 4 ST, MO; TERIPARATIDE 5 PA;MO;
QL (4 per QL (2.48
28 days) per 28 days)
EVENITY 5 PA; MO;
’ ’ TYMLOS 5 PA; MO;
SUBCUTANEOU QL (2.34 QL (1.56
S SYRINGE per 30 days) per 304 ays)
210MG/2.34ML (
105MG/1.17MLX2 OTHER
) RHEUMATOLO
EVISTA 4 MO GICALS
FORTEO 5  PA;MO; ACTEMRA 5  PA;MO;
QL (2.4 per ACTPEN QL (3.6 per
28 days) 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
ACTEMRA 5  PA;MO; AMJEVITA 5  PA;MO;
SUBCUTANEOU QL (3.6 per (PREFERRED QL (0.8 per
S 28 days) NDCS 28 days)
ADALIMUMAB- 5 PA; QL (6 STARTING
FKJP per 28 days) WITH 55513)
SUBCUTANEOU SUBCUTANEOU
S PEN INJECTOR S SYRINGE 20
KIT MG/0.4 ML
ADALIMUMAB- 5  PA;QL(2 AMIJEVITA 5  PA;MO;
FKJP per 28 days) (PREFERRED QL (4.8 per
SUBCUTANEOU NDCS 28 days)
S SYRINGE KIT STARTING
20 MG/0.4 ML WITH 55513)
ADALIMUMAB- 5  PA;QL (6 SUBCUTANEOU
S SYRINGE 40
FKIJP per 28 days) MG/0.8 ML
SUBCUTANEOU :
S SYRINGE KIT ARAVA 5 MO;QL
40 MG/0.8 ML (30 per 30
AMIEVITA 5 PA; MO; days)
(PREFERRED QL (4.8 per BENLYSTA 5 PA; MO
NDCS 28 days) SUBCUTANEOU
STARTING S
WITH 55513) CUPRIMINE 5  PA;MO
SUBCUTANEOU CYLTEZO(CF) 5 PA;MO;
S AUTO- PEN QL (4 per
8 ML CYLTEZO(CF) 5  PA;QL (6
AMIJEVITA 5  PA;MO; PEN CROHN'S- per 180
(PREFERRED QL (0.4 per UC-HS days)
?T]D&STING 28 days) CYLTEZO(CF) 5  PA;QL®4
PEN PSORIASIS per 180
WITH 55513) STRT fays)
SUBCUTANEOU ays
S SYRINGE 10 CYLTEZO(CF) 5  PA;MO;
MG/0.2 ML SUBCUTANEOU QL (2 per
S SYRINGE KIT 28 days)

10 MG/0.2 ML, 20
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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CYLTEZO(CF) 5 PA; MO; HUMIRA PEN 5 PA; MO;
SUBCUTANEOU QL (4 per QL (4 per
S SYRINGE KIT 28 days) 28 days)
40 MG/0.8 ML HUMIRA PEN 5  PA;MO;
DEPEN 5 PA; MO CROHNS-UC-HS QL (6 per
TITRATABS START 180 days)
ENBREL MINI 5 PA; MO; HUMIRA PEN 5 PA; MO;
QL (8 per PSOR-UVEITS- QL (4 per
28 days) ADOL HS 180 days)
ENBREL 5 PA; MO; HUMIRA 5 PA; MO;
SUBCUTANEOU QL (8 per SUBCUTANEOU QL (4 per
S SOLUTION 28 days) S SYRINGE KIT 28 days)
ENBREL 5 PA; MO; 40 MG/0.8 ML
SUBCUTANEOU QL (8 per HUMIRA(CF) 5 PA; MO;
S SYRINGE 28 days) PEDI CROHNS QL (3 per
ENBREL 5 PA; MO:; STARTER 180 days)
SURECLICK QL (8 per SUBCUTANEOU
28 days) S SYRINGE KIT
HADLIMA(CF) 5 PA; QL 80 MG/0.8 ML
(2.4 per 28 HUMIRA(CF) 5 PA; MO;
days) PEDI CROHNS QL (2 per
HADLIMA(CF) 5 PA;QL STARTER 180 days)
PUSHTOUCH (2.4 per 28 SUBCUTANEOU
i I)’ S SYRINGE KIT
ays 80 MG/0.8 ML-40
HULIO(CF) PEN 5 PA; MO; MG/0.4 ML
%Ld(: IS’)er HUMIRA(CF) 5  PA;MO:;
y PEN CROHNS- QL (3 per
HULIO(CF) 5 PA; MO; UC-HS 180 days)
SSYRINGE KIT Wduy  HUMIRACH) 5 PAIMO;
y PEN PEDIATRIC QL (4 per
20 MG/0.4 ML
ucC 180 days)
HULIO(CF) 2 PA; MO; HUMIRA(CF) 5 PA; MO;
SUBCUTANEOU QL (6 per
PEN PSOR-UV- QL (3 per
S SYRINGE KIT 28 days) ADOL HS 180 days)
40 MG/0.8 ML Y

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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HUMIRA(CF) 5 PA; MO; HYRIMOZ(CF) 5 PA; MO;
SUBCUTANEOU QL (4 per SUBCUTANEOU QL (0.2 per
S PEN INJECTOR 28 days) S SYRINGE 10 28 days)
KIT 40 MG/0.4 MG/0.1 ML
ML HYRIMOZ(CF) 5  PA;MO;
HUMIRA(CF) 5  PA; MO; SUBCUTANEOU QL (0.4 per
SUBCUTANEOU QL (2 per S SYRINGE 20 28 days)
S PEN INJECTOR 28 days) MG/0.2 ML
KIT 80 MG/0.8 HYRIMOZ(CF) 5  PA;MO;
ML SUBCUTANEOU QL (1.6 per
HUMIRA(CF) 5 PA; MO; S SYRINGE 40 28 days)
SUBCUTANEOU QL (2 per MG/0.4 ML
S SYRINGE KIT 28 days) KEVZARA 5 PA: MO;
10 MG/0.1 ML, 20 QL (2.28
MG/0.2 ML per 28 days)
HUMIRA(CF) 5  PA;MO; KINERET 5  PA;QL
SUBCUTANEOU QL (4 per (20.1 per 30
S SYRINGE KIT 28 days) days)
40 MG/0.4 ML leflunomide 2 MO; QL
HYRIMOZ PEN 5 PA; MO; (30 per 30
CROHN'S-UC QL (2.4 per days)
STARTER 130 days) OLUMIANT 5  PA; MO;
HYRIMOZ PEN 5 PA; MO; QL (30 per
PSORIASIS QL (1.6 per 30 days)
STARTER 180 days) ORENCIA SR A MO
HYRIMOZ(CF) 5 PA; MO; CLICKIJECT QL (4 per
PEDI CROHN QL (1.2 per 28 days)
STARTER 180 days) ORENCIA S 75 0
SUBCUTANEOU
SUBCUTANEOU QL (4 per
S SYRINGE 80
S SYRINGE 125 28 days)
MG/0.8 ML- 40 MG/ML
MO/0.4 ML ORENCIA 5  PA;MO
E};\l}“MOZ(CF) > g‘i; (1;4? o SUBCUTANEOU QL (1.6 per
58 da 's)p S SYRINGE 50 28 days)
Y MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ORENCIA 5 PA; MO; SIMPONI 5 PA; MO;
SUBCUTANEOU QL (2.8 per SUBCUTANEOU QL (3 per
S SYRINGE 87.5 28 days) S PEN INJECTOR 28 days)
MG/0.7 ML 100 MG/ML
OTEZLA 5 PA; MO; SIMPONI 5 PA; MO;
QL (60 per SUBCUTANEOU QL (0.5 per
30 days) S PEN INJECTOR 28 days)
OTEZLA 5  PA;MO; 50 MG/0.5 ML
STARTER ORAL QL (55 per SIMPONI 5 PA; MO;
TABLETS,DOSE 180 days) SUBCUTANEOU QL (3 per
PACK 10 MG (4)- S SYRINGE 100 28 days)
20 MG (4)-30 MG MG/ML
47) SIMPONI 5 PA: MO:
OTREXUP (PF) 4 MO SUBCUTANEOU QL (0.5 per
penicillamine 5 PA; MO S SYRINGE 50 28 days)
RASUVO (PF) 4 MO )hf;j?:hl;;LORAL 5 PA: MO
REDITREX (PF) S MO SOLUTION QL (300 per
RIDAURA 5 MO 30 days)
RINVOQ ORAL > PAJMO; XELJANZ ORAL 5  PA; MO;
TABLET QL (30 per TABLET QL (60 per
EXTENDED 30 days) 30 days)
RELEASE 24 HR XELJANZ XR 5 PA; MO;
15 MG, 30 MG QL (30 per
RINVOQ ORAL 5 PA; MO; 30 days)
TABLET QL (84 per )
EXTENDED 180 days) IS){}E:JI\SIIMRY(CF) I ZAS, QI; 3
RELEASE 24 HR i 1)°e
45 MG ays
SAVELLA ORAL 3 MO; QL
TABLET (60 per 30
days)
SAVELLA ORAL 3 MO; QL
TABLETS,DOSE (55 per 180
PACK days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
129


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
OBSTETRICS DEPO-PROVERA 4 MO
/ INTRAMUSCUL
AR SYRINGE
GYNECOLO
Y E DEPO-SUBQ 4 MO
PROVERA 104
ESTROGENS / DIVIGEL 4 PA; MO;
PROGESTINS TRANSDERMAL QL (30 per
ACTIVELLA 4 PA: MO GEL IN PACKET 30 days)
ORAL TABLET 1 0.25 MG/0.25
0.5 MG i GRAM (0.1 %), 0.5
: MG/0.5 GRAM
amabelz 2 PA; MO (0.1 %), 0.75
ANGELIQ 4 PA; MO MG/0.75 GRAM
A B MGIGRAM (0.1
BIJUVA 4 PA; MO %) ©.
camila . MO DIVIGEL 4  PA;MO:;
CLIMARA 4 PA; MO; TRANSDERMAL QL (37.5
QL (4 per GEL IN PACKET per 30 days)
28 days) 1.25 MG/1.25
CLIMARA PRO 4 PA; MO GRAM (0.1 %)
COMBIPATCH 4 PA; MO dotti 2 PA; MO;
CRINONE 4 MO QL (8 per
VAGINAL GEL 4 28 days)
% DUAVEE 3 MO
CRINONE 4 PA; MO ELESTRIN 4 PA; MO;
VAGINAL GEL 8 QL (70 per
% 30 days)
deblitane 2 MO errin 2 MO
DELESTROGEN 4 MO ESTRACE ORAL 4 PA; MO
DEPO- 4 MO ESTRACE 4 ST; MO
ESTRADIOL VAGINAL
DEPO-PROVERA 4 MO estradiol oral 2 PA; MO
INTRAMUSCUL
AR SUSPENSION
150 MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
130


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
estradiol 2 PA; MO; Sfyavoly 2 PA; MO
transdermal gel in QL (30 per IMVEXXY 3 MO
packet 0.25 mgl0.25 30 days) MAINTENANCE
gram (0.1 %), 0.5 PACK
%’ 00'57?;’7’; 0(07; IMVEXXY 3 MO
0/, U. R

gram (0.1%), 1 STARTER PACK
mglgram (0.1%) incassia 2 MO
estradiol 2 PA; MO; Jinteli 2 PA; MO
transdermal gel in QL (37.5 lyleq 2 MO
packet 1.25 mgl1.25 per 30 days) Iyllana 9 PA; MO:;
gram (0.1 %) QL (8 per
estradiol 2 PA; MO; 28 days)
tran‘sderzalal patch SLd(8 per lyza 2
semnveerty 8 days) medroxyprogesteron 2 MO
estradiol 2 PA; QL (4 e
transdermal patch per 28 days) MENEST 3 PA: MO
weekly 0.025 mgl24
hr, 0.0375 mgl24 hr, MENOSTAR 4 PAIMO;
0.06 mgl24 hr, 0.075 QL (4 per
mgl24 hr 28 days)
estradiol 2 PA; MO; mimvey 2 PA; MO
transdermal patch QL (4 per MINIVELLE 4 PA; MO;
weekly 0.05 mg/24 28 days) QL (8 per
hr, 0.1 mgl24 hr 28 days)
estradiol vaginal 2 MO nora-be 2 MO
estradiol valerate 2 MO norethindrone 2
estradiol- 2 PA; MO (contraceptive)
norethindrone acet norethindrone 2 MO
ESTRING 4 MO acetate
ESTROGEL 4 MO; QL norethindrone ac- 2 PA

(50 per 30 eth estradiol oral

days) tablet 0.5-2.5 mg-
EVAMIST 4 PA; MO; meg

QL (16.2 norethindrone ac- 2 PA; MO

per 30 days) eth estradiol oral
FEMRING 4  ST:MO tablet 1-5 mg-meg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PREFEST 4 PA; MO metronidazole 2 MO
PREMARIN 3 MO vaginal
ORAL miconazole-3 2 MO
PREMARIN 3 MO vaginal suppository
VAGINAL MIRENA 4
PREMPHASE 3 MO MYFEMBREE 5 PA; MO
PREMPRO 3 MO NEXPLANON 4
progesterone 2 MO NUVARING 4 MO
micronized ORIAHNN 5  PA;MO
PROMETRIUM 4 MO OSPHENA 4 MO
PROVERA 4 MO PHEXXI 4 MO
sharobel 2 MO SKYLA 4
VAGIFEM 4 ST; MO terconazole 2 MO
VIVELLE-DOT 4 I())?: (1;/105 tranexamic acid 2 MO
per oral
7 5 ii(()iays) vandazole 2 MO
yuvafem
xulane 2 MO
MISCELLANEO
US OBIGYN zajery B MO
ORAL
ANNOVERA 4 MO CONTRACEPTI
CLEOCIN 4 MO VES / RELATED
VAGINAL AGENTS
clindamycin 2 MO altavera (28) 2 MO
phosphate vaginal
CLINDESSE 4 MO alyacen 1135 (28) 2 MO
eluryng 2 MO amethia 2 MO
' 2 MO
etonogestrel-ethinyl 2 art
estradiol aranelle (28) 2 MO
GYNAZOLE-1 4 MO ashiyna - MO
INTRAROSA 4 MO aubra eq S MO
KYLEENA 4 aviane 2 MO
LILETTA 4 MO BALCOLTRA 4 MO
balziva (28) 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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BEYAZ 4 MO introvale 2 MO
blisovi 24 fe 2 MO isibloom 2 MO
blisovi fe 1.5/30 2 MO Jjasmiel (28) 2 MO
(28) Juleber 2 MO
briellyn 2 MO Jjunel 1.5/30 (21) 2 MO
camrese lo 2 MO junel 1120 (21) 2 MO
cryselle (28) 2 MO junel fe 1.5130 (28) 2 MO
cyred eq 2 MO junel fe 1120 (28) 2 MO
deSOg-d. ; p 2 junel fe 24 2 MO
Z.lestra iolle.estradi kaitlib fe 5 MO
desogestrel-ethinyl 2 kariva (28) 2 MO
estradiol kelnor 1135 (28) 2 MO
dolishale %) MO kelnor 1-50 (28) 2 MO
drospirenone- 2 kurvelo (28) 2 MO
e.estradiol-Im.fa [ norgestle.estradiol- 2
oral tablet 3-0.02- e.estrad oral
0.451 mg (24) (4) tablets,dose pack,3
drospirenone-ethinyl 2 MO month 0.1 mg-20
estradiol oral tablet mcg (84)110 meg
3-0.02 mg (7),0.15 mg-30
drospirenone-ethinyl 2 ’;176)57 (84)110 meg
estradiol oral tablet
3-0.03 mg [ norgestle.estradiol- 2 MO
J—— 5 MO e.estrad oral

P tablets,dose pack,3
enskyce 2 MO month 0.15 mg-20
estarylla 2 MO mcegl 0.15 mg-25
ethynodiol diac-eth 2 mcg
estradiol larin 1.5/30 (21) 2 MO
falmina (28) 2 MO larin 1/120 (21) 2 MO
finzala 2 MO larin fe 1.5/30 (28) 2 MO
gemmily 2 MO larin fe 1120 (28) 2 MO
hailey 24 fe 2 MO layolis fe 2 MO
iclevia 2 leena 28 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
133


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

lessina 2 MO microgestin 1.5/30 2 MO
levonest (28) 2 MO (21)
levonorgestrel- 9 MO microgestin 1/20 2 MO
ethinyl estrad oral (21)
tablet 0.1-20 mg- microgestin 24 fe 2 MO
mcg microgestin fe 2 MO
levonorgestrel- 2 1.5/30 (28)
ethinyl estrad oral microgestin fe 1/20 2 MO
tablet 0.15-0.03 mg, (28)
90-20 mcg (28) mili 5 MO
levqnorgestrel— 2 MO NATAZIA A MO
ethinyl estrad oral
tablets,dose pack,3 necon 0.5/35 (28) 2 MO
month NEXTSTELLIS 4 MO
levonorg-eth estrad 2 nikki (28) 2 MO
triphasic noreth-ethinyl 2
levora-28 2 MO estradiol-iron
LO LOESTRIN 4 MO norethindrone ac- 2 MO
FE eth estradiol oral
LOESTRIN 1.5/30 4 MO tablet 1-20 mg-mcg
(21) norethindrone- 2
LOESTRIN 1/20 4 MO e.estradiol-iron oral
(21) capsule
LOESTRIN FE 4 MO norethindrone- 2
1.5/30 (28-DAY) e.estradiol-iron oral
LOESTRIN FE 4 MO tablet I mg-20 mcg
1/20 (28-DAY) (21)175 mg (7), I-

20(5)11-30(7)
loryna (28) 2 MO /1mg-35mcg (9)
LOSEASONIQUE 4 MO norethindrone- 2
low-ogestrel (28) 2 MO e.estradiol-iron oral
lutera (28) 7 MO tablet,chewable
marlissa (28) 7 MO norgestimate-ethinyl 2
P—— 5 MO estradiol oral tablet

0.1810.215/0.25 mg-
mibelas 24 fe 2 MO 25 meg, 0.25-35 mg-

mcg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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norgestimate-ethinyl 2 MO tri-mili 2 MO
estradiol oral tablet tri-nymyo ) MO
25];’;1/22;25325 e tri-sprintec (28) 2 MO
nortrel 0.5/35 (28 2 MO trivora (28) 2 Mo
nortrel 1/35 (21) 2 MO tri-vylibra 2 MO
nortrel 1135 (28) 2 MO tri-vylibra lo 2 MO
nortrel 71717 (28) 2 MO TYBLUME 4 MO
nylia 1135 (28) 2 MO tydemy 2 MO
nylia 71717 (28) 5 MO veli_vet triphasic 2 MO

regimen (28)
nyn;lyo j ﬁg vestura (28) 2 MO
S vienva 2 MO
izzt;ez 8(28) i ﬁg vyfemla (28) 2 MO

vylibra 2 MO
QU'ARTETTE 4 MO S— 5 O
récllpsen (28) 2 MO YASMIN (28) i NTe
rivelsa 2 MO YAZ () A "o
SAFYRAL 4 MO zovia 1-35 (28) 2 MO
SLASONIQUE - VO OPHTHALM
SLYND 4 MO
sprintec (28) 2 MO ANTIBIOTICS
sronyx 2 MO AZASITE 3 MO
syeda 2 MO bacitracin 2 MO
tarina 24 fe 2 MO ophthalmic (eye)
tarina fe 1-20 eq 2 MO bacitracin- 2 MO
(28) polymyxin b
tilia fe 2 MO BESIVANCE 3 MO
tri-estarylla 2 MO CILOXAN 4 MO
trz:-legest fe 2 MO EI)EI;I_]I;HALMIC
tri-lo-estarylla 2 MO OINTMENT
tri-lo-sprintec 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
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ciprofloxacin hcl 2 MO VIGAMOX 4 MO
ophthalmic (eye) 7YMAXID 4 MO
erythromycin 2 MO; QL ANTIVIRALS
ophthalmic (eye) (3.5 per 14
days) trifluridine 2 MO
gatifloxacin 2 MO ZIRGAN 4 MO
gentamicin 2 MO; QL BETA-
ophthalmic (eye) (70 per 30 BLOCKERS
drops days) betaxolol 2 MO
levofloxacin 2 MO ophthalmic (eye)
ophthalmic (eye) BETIMOL 4 MO
drops 0.5 %
: ‘ BETOPTIC S 4 MO
moxifloxacin 2 MO
ophthalmic (eve) carteolol 2 MO
drops ISTALOL 4 MO
NATACYN 4 levobunolol 2 MO
neomycin- ) MO ophthalmic (eye)
0
bacitracin- drops 0.5 %o
polymyxin timolol maleate (pf) 2 MO
neomycin- 2 MO timolol maleate 1 MO
polymyxin- ophthalmic (eye)
gramicidin drops
neo-polycin 2 MO timolol maleate 2 MO
OCUFLOX 4 MO ophthalmic (eye)
: drops, once daily
ofloxacin 2 MO -
ophthalmic (eve) timolol maleate 2 MO
: ophthalmic (eye)
polycin MO gel forming solution
polymyxin b sulf- MO TIMOPTIC 4 MO
trimethoprim OCUDOSE (PF)
tobramycin 2 MOQL TIMOPTIC-XE 4 MO
ophthalmic (eye) (10 per 14
days)
TOBREX 4 MO; QL
OPHTHALMIC (3.5 per 14
(EYE) days)
OINTMENT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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RESTASIS 4 MO; QL
(60 per 30
days)
RESTASIS 4 MO; QL
MULTIDOSE (5.5 per 30
days)
sulfacetamide 2 MO
sodium ophthalmic
(eye)
sulfacetamide- 2 MO
prednisolone
TYRVAYA 4 MO; QL
(8.4 per 30
days)
VERKAZIA 5 PA; MO;
QL (120 per
30 days)
VUITY 4 PA; MO
XIIDRA 3 MO; QL
(60 per 30
days)
ZERVIATE 4 MO

ALOMIDE 4 MO

atropine ophthalmic 2 MO

(eye) drops

azelastine 2 MO

ophthalmic (eye)

bepotastine besilate 2 MO

BEPREVE 4 MO

BYOOVIZ 5 PA; MO

CEQUA 4 MO; QL
(60 per 30
days)

CIMERLI 5 PA; MO

cromolyn 2 MO

ophthalmic (eye)

cyclosporine 2 MO; QL

ophthalmic (eye) (60 per 30
days)

CYSTADROPS 5 PA

CYSTARAN 5 PA

epinastine 2 MO

LACRISERT 4 PA; MO

olopatadine 2 MO

ophthalmic (eye)

drops 0.1 %

OXERVATE 5 PA; MO

PHOSPHOLINE 4

IODIDE

pilocarpine hcl 2 MO

ophthalmic (eye)
drops 1%, 2 %, 4%

ACULAR 4 ST; MO
ACULAR LS 4 ST; MO
ACUVAIL (PF) 4 ST; MO
bromfenac 2 MO
BROMSITE 3 MO
diclofenac sodium 2 MO
ophthalmic (eye)

Sflurbiprofen sodium 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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ILEVRO 4 ST; MO SIMBRINZA 3 MO
ketorolac 2 MO tafluprost (pf) 2 MO
ophthalmic (eye) TRAVATAN Z 4 ST; MO
NEVANAC 4 ST; MO travoprost P MO
PROLENSA 3 MO VYZULTA 4  ST;MO
XALATAN 4 ST; MO
XELPROS 4 ST
Z1I0PTAN (PF) 4 ST; MO

acetazolamide

MO

methazolamide

MO

AZOPT 4 MO
bimatoprost 2 MO
ophthalmic (eye)
brimonidine-timolol 2 MO
brinzolamide 2 MO
COMBIGAN 4 MO
COSOPT 4 MO
COSOPT (PF) 4 MO
dorzolamide 2 MO
dorzolamide-timolol 2 MO
dorzolamide-timolol 2 MO
(pf) ophthalmic

(eye) dropperette

latanoprost 1 MO
LUMIGAN 3 MO
OPHTHALMIC

(EYE) DROPS

0.01 %

RHOPRESSA 3 MO
ROCKLATAN 3 MO

MAXITROL 4 MO

neomycin- 2 MO

bacitracin-poly-hc

neomycin- 2 MO

polymyxin b-

dexameth

neomycin- 2 MO

polymyxin-hc

ophthalmic (eye)

neo-polycin hc 2 MO

TOBRADEX 4 MO; QL

OPHTHALMIC (10 per 14

(EYE) days)

DROPS,SUSPENS

ION

TOBRADEX 3 MO; QL

OPHTHALMIC (3.5 per 14

(EYE) days)

OINTMENT

TOBRADEX ST 4 MO

tobramycin- 2 MO; QL

dexamethasone (10 per 14
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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ZYLET 4 MO; QL brimonidine 2 MO

(10 per 14 ophthalmic (eye)

days) IOPIDINE 4 MO
STEROIDS OPHTHALMIC

(EYE)
2LREXh ; ﬁg DROPPERETTE
examethasone

sodium phosphate RESPIRATOR
ophthalmic (eye) Y AND
difluprednate 2 MO ALLERGY
DUREZOL 4 MO ANTIHISTAMI
EYSUVIS 4 PA; MO; NE |/

QL (8.3 per ANTIALLERGE

14 days) NIC AGENTS
FLAREX - MO AUVI-Q 4 QL(2per
fluorometholone 2 MO 30 days)
FML FORTE 4 MO cetirizine oral 2 MO
FML LIQUIFILM 4 MO solution 1 mglml
INVELTYS 3 MO CLARINEX 4 MO; QL
LOTEMAX SM ! MO CLARINEX-D 12 4 h/ellési)QL
loteprednol 2 MO HOUR (60 per 30
etabonate d

ays)
MAXIDEX 4 MO desloratadine 2 MO; QL
PRED FORTE 4 MO (30 per 30
PRED MILD 4 MO days)
prednisolone acetate 2 MO EPINEPHRINE 4 MO; QL (2
prednisolone sodium 2 MO INJECTION per 30 days)
phosphate AUTO-
ophthalmic (eye) INJECTOR 0.15
MG/0.15 ML

SYMPATHOMI
METICS
ALPHAGAN P 4 MO
apraclonidine 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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epinephrine injection 2 MO; QL (2 ADEMPAS 5 PA; MO;
auto-injector 0.15 per 30 days) LA
mgl0.3 mi, 0.3 ADVAIR DISKUS 4  MO;QL
mgl0.3 ml (60 per 30
(manufactured by days)
mylan specialty) ADVAIR HFA 3 MO;QL
EPINEPHRINE 4 QL (2 per (12 per 30
INJECTION 30 days) d
AUTO aye)
INJECTOR 0.3 AIRDUO 4  ST; MO;
MG/0.3 ML DIGIHALER (3)0Ld(al IS))er
(MANUFACTUR y
ED BY MYLAN AIRDUO 4 ST; MO;
SPECIALTY) RESPICLICK QL (1 per
EPIPEN 2-PAK 4  MO;QL(2 30 days)
per 30 days) albuterol sulfate 2 MO; QL
EPIPEN JR 2-PAK 4  MO; QL (2 inhalation hfa (17 per 30
aerosol inhaler 90 days)
per 30 days) .
: A MO mcglactuation
hydroxyzine hel oral 2 PA; albuterol sulfate 2 QL (134
tablet . .
— inhalation hfa per 30 days)
Zevoc?tzrzzzne oral 2 MO aerosol inhaler 90
solution mcglactuation
levocetirizine oral 2 MO; QL package size 6.7 gm
tablet (30 per 30 ALBUTEROL 4  ST;QL (36
days) SULFATE per 30 days)
promethazine oral 2 PA; MO INHALATION
SYMJEPI 4  MO;QL(2 HFA AEROSOL
mivagy A0
igkxfsNARY N (NDA020983)
albuterol sulfate 2 PA; MO
ACCOLATE 4 MO inhalation solution
acetylcysteine 2 PA; MO for nebulization 0.63
ADCIRCA 5 PA;MO; mel3 mi, 1.25 mgl3
30 days) (0.083 %), 2.5

mgl0.5 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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albuterol sulfate 2 MO ASMANEX 3 MO; QL (1
oral syrup TWISTHALER per 30 days)
albuterol sulfate 2 MO INHALATION
oral tablet AEROSOL
ALVESCO 3 MO; QL gg\gf’ﬁH
INHALATION (12.2 per 30 ACTIVATED 110
HFA AEROSOL days) MCG/
I
N (30), 220 MCG/
ACTUATION
ALVESCO 3 MO; QL (30), 220 MCG/
INHALATION (6.1 per 30 ACTUATION (60)
HFA AEROSOL days) ASMANEX 3 MO: QL (2
INHALER 80
MCG/ACTUATIO TWISTHALER per 30 days)
N INHALATION
AEROSOL
alyq S PA; QL (60 POWDR
per 30 days) BREATH
ambrisentan 5 PA; MO; ACTIVATED 220
LA MCG/
ANORO 4  ST; MO; ACTUATION
ELLIPTA QL (60 per (120)
30 days) ATROVENT HFA 4 MO; QL
arformoterol 2 PA; MO; (25.8 per 30
QL (120 per days)
30 days) azelastine- 2 MO; QL
ARMONAIR 4 ST; MO:; fluticasone (23 per 30
DIGIHALER QL (1 per days)
30 days) BECONASE AQ 4 ST; MO;
ARNUITY 4  ST;MO; QL (50 per
ELLIPTA QL (30 per 30 days)
30 days) BERINERT 5 PA; MO
ASMANEX HFA 3 MO;QL INTRAVENOUS
(13 per 30 KIT
days) BEVESPI 3 MO:QL
AEROSPHERE (10.7 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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bosentan 5 PA; MO; DULERA 3 MO; QL
LA (13 per 30
BREO ELLIPTA 3 MO;QL days)
(60 per 30 DYMISTA 4 MO; QL
days) (23 per 30
BREZTRI 3 MO;QL days)
AEROSPHERE (10.7 per 30 ESBRIET ORAL 5 PA; MO;
days) CAPSULE QL (270 per
BRONCHITOL PA; MO 30 days)
BROVANA PA; MO:; ESBRIET ORAL 5 PA; MO;
QL (120 per TABLET 267 MG QL (270 per
30 days) 30 days)
budesonide 5 PA; MO: ESBRIET ORAL 5 PA; MO;
inhalation QL (120 per TABLET 801 MG QL (90 per
suspension for 30 days) 30 days)
nebulization 0.25 FASENRA 5 PA; MO;
mgl2 ml, 0.5 mg/2 QL (1 per
ml 28 days)
budesonide 2 PA; MO; FASENRA PEN 5 PA; MO;
inhalation QL (60 per QL (1 per
suspension for 30 days) 28 days)
nebulization 1 mg/2 FIRAZYR 5 PA; MO
ml FLOVENT ST; MO;
BUDESONIDE- 4 ST; MO; DISKUS QL (60 per
FORMOTEROL QL (10.2 INHALATION 30 days)
per 30 days) BLISTER WITH
CINRYZE PA; MO DEVICE 100
COMBIVENT MO; QL (8 MCG/ACTUATIO
RESPIMAT per 30 days) N, 50
cromolyn inhalation 2 PA; MO 11:]/[ CG/ACTUATIO
DALIRESP 4 PA; MO;
QL (30 per
30 days)
DUAKLIR 5 ST; MO;
PRESSAIR QL (1 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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FLOVENT 4 ST; MO; FLUTICASONE 4 ST; MO;
DISKUS QL (240 per PROPIONATE QL (24 per
INHALATION 30 days) INHALATION 30 days)
BLISTER WITH HFA AEROSOL
DEVICE 250 INHALER 220
MCG/ACTUATIO MCG/ACTUATIO
N N
FLOVENT HFA 4 ST; MO; FLUTICASONE 4 ST; MO;
AEROSOL QL (12 per PROPIONATE QL (10.6
INHALER 110 30 days) INHALATION per 30 days)
MCG/ACTUATIO HFA AEROSOL
N INHALER 44
FLOVENT HFA 4  ST; MO; MCG/ACTUATIO
AEROSOL QL (24 per N
INHALER 220 30 days) fluticasone 2 MO; QL
MCG/ACTUATIO propionate nasal (16 per 30
N days)
FLOVENT HFA 4 ST; MO; FLUTICASONE 4 ST; MO;
AEROSOL QL (10.6 PROPION- QL (1 per
INHALER 44 per 30 days) SALMETEROL 30 days)
MCG/ACTUATIO INHALATION
N AEROSOL
Sflunisolide 2 MO; QL POWDR
(50 per 30 BREATH
days) ACTIVATED
FLUTICASONE 4 ST; MO; Sluticasone propion- 2 MO:; QL
FUROATE- QL (60 per salmeterol (60 per 30
VILANTEROL 30 days) inhalation blister days)
FLUTICASONE 4  ST;MO; with device
PROPIONATE QL (12 per FLUTICASONE 4 ST; MO;
INHALATION 30 days) PROPION- QL (12 per
HFA AEROSOL SALMETEROL 30 days)
INHALER 110 INHALATION
MCG/ACTUATIO HFA AEROSOL
N INHALER
formoterol fumarate 2 PA; MO;
QL (120 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
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HAEGARDA 5 PA; MO; NUCALA 5 PA; MO;

LA SUBCUTANEOU LA; QL (3
icatibant 5  PA;MO S AUTO- per 28 days)
INCRUSE 4 ST;MO; INJECTOR
ELLIPTA QL (30 per NUCALA > PAMO;

30 days) SUBCUTANEOU LA; QL (3
ipratropium 7 PA: MO S RECON SOLN per 28 days)
bromide inhalation IS\II[JJ];:CAI??ANEOU 5 i:’ 1(\24]? E 3
ipratropium- 2 PAMO S SYRINGE 100 per 28 days)
afutero MG/ML
KALBITOR PA; MO NUCALA 5 PA: MO;
KALYDECO PA; MO; SUBCUTANEOU LA; QL
ORAL QL (56 per S SYRINGE 40 (0.4 per 28
GRANULES IN 28 days) MG/0.4 ML days)
PACKET 13.4
MG, 25 MG, 50 OFEV : lc)g?f (%%er
civoeco— o 30 dayy)
ORAL TABLET QL (56 per OMNARIS ) ZTL ?1/[20 5

28 days) per 30 days)
LETAIRIS 5 PA; MO; OPSUMIT 3 PA: MO:

LA LA
levalbuterol hcl 2 PA; MO ORKAMBI ORAL 5 PA: MO:
LEVALBUTERO 4 ST; MO; GRANULES IN QL (56 per
L TARTRATE QL (30 per PACKET 28 days)

30 days) ORKAMBIORAL 5  PA:MO;
mometasone nasal 2 MO; QL TABLET QL (112 per

(34 per 30 28 days)

days) ORLADEYO PA; LA
montelukast oral R PERFOROMIST PA; MO:
granules in packet QL (120 per
montelukast oral 1 MO 30 days)
tablet pirfenidone oral 5 PA; MO;
montelukast oral 2 MO capsule QL (270 per
tablet,chewable 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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pirfenidone oral 5 PA; MO; PULMICORT 4 PA; MO;
tablet 267 mg QL (270 per INHALATION QL (120 per
30 days) SUSPENSION 30 days)
PIRFENIDONE 5  PA;QL (90 FOR
ORAL TABLET per 30 days) NEBULIZATION
534 MG 0.25 MG/2 ML, 0.5
pirfenidone oral 5 PA; MO; MG/2 ML
tablet 801 mg QL (90 per PULMICORT 4 PA; MO;
30 days) INHALATION QL (60 per
PROAIR 4 ST: MO: 1S:Ié;PENSION 30 days)
DIGIHALER %L d(aZyE)er NEBULIZATION
PROAIR 4 ST; MO; | MG/2 ML
RESPICLICK QL (2 per PULMOZYME S PA; MO
30 days) QNASL NASAL 4 ST; MO;
PULMICORT 3 MO;QL(2 HFA AEROSOL QL (4.9 per
; INHALER 40 30 days)
FLEXHALER per 30 days)
INHALATION MCG/ACTUATIO
AEROSOL N
POWDR QNASL NASAL 4 ST; MO;
BREATH HFA AEROSOL QL (8.7 per
ACTIVATED 180 INHALER 80 30 days)
MCG/ACTUATIO MCG/ACTUATIO
N N
PULMICORT 3 MO;QL(1 QVAR 3 MO;QL
FLEXHALER per 30 days) REDIHALER (10.6 per 30
INHALATION INHALATION days)
AEROSOL HFA AEROSOL
POWDR BREATH
BREATH ACTIVATED 40
ACTIVATED 90 MCG/ACTUATIO
MCG/ACTUATIO N
N

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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QVAR 3 MO; QL SINGULAIR 4 MO
REDIHALER (21 2 per 30 SPIRIVA 3 MO; QL (4
INHALATION days) RESPIMAT per 30 days)
II;IIIQS AA,}%{OSOL SPIRIVA WITH 3 MO; QL
ACTIVATED 80 HANDIHALER g9a0 f)er 90
MCG/ACTUATIO Y
N STIOLTO 3 MO; QL (4
REVATIOORAL 5  PA;MO; RESPIMAT per 30 days)
SUSPENSION QL (224 per STRIVERDI 3 MO;QL 4
FOR 30 days) RESPIMAT per 30 days)
RECONSTITUTI SYMBICORT 4 ST; MO;
ON QL (10.2
REVATIO ORAL 5 PA; MO; per 30 days)
TABLET QL (90 per SYMDEKO 5 PA; MO;

30 days) QL (56 per
roflumilast 2 PA; MO; 28 days)

QL (30 per tadalafil 5 PA; QL (60

30 days) (pulmonary arterial per 30 days)
RUCONEST 5 PA: MO hypertension) oral
RYALTRIS ST; MO; tablet 20 mg

QL (29 per TADLIQ 5 PA; MO;

30 days) QL (300 per
sajazir 5 PA; MO 30 days)
SEREVENT ST; MO:; TAKHZYRO > E‘:’ MO;
DISKUS QL (60 per

30 days) terbutaline oral 2 MO
sildenafil 5 PA; MO; TEZSPIRE 5 PA; MO;
(pulmonary arterial QL (224 per QL (1.91
hypertension) oral 30 days) per 30 days)
suspension for THEO-24 3 MO
reconstitution 10 theophylline oral P
mglml solution
sildenafil 2 PA; MO; theophylline oral 2 MO
(pulmonary arterial QL (90 per tablet extended
hypertension) oral 30 days) release 12 hr 300
tablet 20 mg mg, 450 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
theophylline oral 2 MO VENTOLIN HFA 4 ST; MO;
tablet extended QL (36 per
release 24 hr 30 days)
TRACLEER 5 PA; MO; wixela inhub 2 QL (60 per
LA 30 days)
TRELEGY 3 MO; QL XHANCE 4 ST; MO;
ELLIPTA (60 per 30 QL (32 per
days) 30 days)
TRIKAFTA 5 PA; MO; XOLAIR 5 PA; MO;
ORAL QL (56 per SUBCUTANEOU LA; QL (8
GRANULES IN 28 days) S RECON SOLN per 28 days)
PACKET, XOLAIR 5  PA;MO;
SEQUENTIAL SUBCUTANEOU LA; QL (8
TRIKAFTA 5 PA; MO; S SYRINGE 150 per 28 days)
ORAL TABLETS, QL (84 per MG/ML
SEQUENTIAL 28 days) XOLAIR 5 PA; MO;
TUDORZA 4 ST; MO; SUBCUTANEOU LA; QL (1
PRESSAIR QL (1 per S SYRINGE 75 per 28 days)
INHALATION 30 days) MG/0.5 ML
AEROSOL XOPENEX HFA 4  ST;MO;
POWDR QL (30 per
ACTIVATED 400 30 days)
MCG/ACTUATIO YUPELRI > PAMO;
QL (90 per
N
TUDORZA 4 ST; QL (1 30 days)
PRESSAIR per 30 days) zafirlukast - MO
INHALATION ZETONNA 4 ST; MO;
AEROSOL QL (6.1 per
POWDR 30 days)
BREATH zileuton MO
ACTIVATED 400 ZYFLO MO
MCG/ACTUATIO
N (30 ACTUAT)
TYVASO DPI 5 PA; MO
VENTAVIS 5 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
UROLOGICA tolterodine 2 MO
LS TOVIAZ 4 MO
ANTICHOLINE trospiun S M0
RGICS/ VESICARE 4 MO
ANTISPASMOD VESICARE LS 4 MO
ICS BENIGN
darifenacin 2 MO I?II;(;E’II;%{TSIA(
DETROL 4 MO

BPH) THERAPY
DETROL LA 4 MO .
fesoterodine 2 MO alfuzosin 2 MO
flavoxate D) MO dutasteride 2 MO
GELNIQUE 4 MO: QL dutaslleric.ie— 2 MO
TRANSDERMAL (30 per 30 tamsulosin
GEL IN PACKET days) ENTADFI 4 PA;MO;
GEMTESA 4 ST; MO %Ld(jos)per
y
MYRBETRI 3
ORAL Q finasteride oral 1 MO
SUSPENSION,EX fablet 5 mg
TENDED REL FLOMAX 4 ST; MO
RECON PROSCAR 4 MO
MYRBETRIQ 3 MO RAPAFLO 4 ST; MO
ORAL TABLET silodosin 2 MO
EXTENDED :
RELEASE 24 HR tamsulosin 1 MO
oxybutynin chloride 2 MO UROXATRAL 4 ST; MO
oral syrup MISCELLANEO
oxybutynin chloride 2 MO US
oral tablet 5 mg UROLOGICALS
oxybutynin chloride 2 MO bethanechol chloride 2 MO
oral tablet extended CIALIS ORAL 4 PA: MO:
release 24hr TABLET 2.5 MG QL (60 per
OXYTROL 4  MO;QL (8 30 days)
per 28 days)

solifenacin 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

CIALIS ORAL 4 PA; MO; klor-con m15 2 MO
TABLET 5 MG QL (30 per klor-con m20 9 MO

30 days) klor-con oral packet 2 MO
CYSTAGON 4 PA; LA 20
ELMIRON 3 MO magnesium sulfate 2 MO
potassium citrate 2 MO injection solution
oral tablet extended magnesium sulfate %)
release injection syringe
PROCYSBI ORAL 5 PA; MO potassium chlorid- 3
GRANULES DEL d5-0.45%nacl
RELEASE IN potassium chloride 2
PACKET in 0.9%nacl
tadalafil oral tablet 2 PA; MO; intravenous
2.5mg QL (60 per parenteral solution

30 days) 20 meqll, 40 meqll
tadalafil oral tablet 2 PA; MO; potassium chloride 2
Smg QL (30 per in5 % dex

30 days) intravenous
UROCIT-K 10 4 MO parenteral solution
UROCIT-K 15 4 MO 20 meqll
UROCIT-K 5 4 MO potassium chloride 2

in lr-d5 intravenous
VITAMINS, parenteral solution
HEMATINICS 20 megqll
/ potassium chloride 2
ELECTROLY in water intravenous
TES piggyback 10
meql100 ml, 20

ELECTROLYTE meql100 ml, 40
S meql100 ml
calcium 2 MO:; QL potassium chloride 2
acetate(phosphat (360 per 30 intrayenous
bind) days) potassium chloride 2 MO
klor-con 10 2 MO oral Cgpcslulei
or—con 8 > MO extended release
klor-con m10 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier ts/Limits Tier ts/Limits
potassium chloride 2 MO MISCELLANEO
oral liquid US NUTRITION
potassium chloride 2 PRODUCTS
oral packet CLINIMIX 4 PA
potassium chloride 2 MO 5%/D15W
oral tablet extended SULFITE FREE
release 10 meq, 8 CLINIMIX 4 PA
meq 4.25%/D10W
potassium chloride 2 SULF FREE
orlal tab2leot extended CLINIMIX 5%.- 4 PA
reiease U meq D20W(SULFITE-
potassium chloride 2 MO FREE)
oral .tc;blft, er . CLINIMIX E 4 PA
particlesicrystats 4.25%/D10W SUL
meq . ' FREE
potcllsszgtlm chloride 2 CLINIMIX E 4 PA
orail lab:et,er 4.25%/D5SW SULF
particles/crystals 15 FREE
meq, 20 meq
. hlorid 7 CLINIMIX E 4 PA
lgojgf;l”m ‘; oride- 5%/D15W SULFIT
. 0 nac FREE
potassium chloride- 2 CLINIMIX E 4 PA
d5-0.2%nacl
e 5%/D20W SULFIT
intravenous ' FREE
parenteral solution
20 megll CLINISOL SF 15 4 PA
0
potassium chloride- 2 &
15-0.9%nacl DOJOLVI 5 i:; MO;
sodium chloride 0.45 2 MO : —
% intravenous {nlrallp id 2 PA
. . intravenous
Z?/ZZIZ) ;izclor ide 3 7o 2 emulsion 20 %
- - INTRALIPID 4 PA
Zoa’lum ci‘zlorlde 5% 2 MO INTRAVENOUS
ypertonic EMULSION 30 %
TPN 4
ISOLYTE S PH 7.4 4
ELECTROLYTES 50 > !

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ISOLYTE-PIN 5 4
% DEXTROSE
NUTRILIPID 4 PA

PLASMA-LYTE
148

PLASMA-LYTE A
PLENAMINE
premasol 10 %
PROSOL 20 %
travasol 10 %%
TROPHAMINE

10 %

VITAMINS /
HEMATINICS

Sfluoride (sodium) 2
oral tablet

(O8]

PA
PA
PA
PA
PA

E SN NS T S \O R S O

prenatal vitamin 2
oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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Index

IST TIER UNIFINE ACULAR ....ccooeiiii 137 albendazole.............................. 8
PENTIPS.......ccooiiiie. 107 ACULARLS...................... 137  albuterol sulfate............ 140, 141
IST TIER UNIFINE ACUVAIL (PF)....ccccoveee.. 137 ALBUTEROL SULFATE.. 140
PENTIPS PLUS................. 107 acyclovir...........cccuueeeeneenn... 2,75 alclometasone......................... 76
abacavir...............ccccoeeeeeennnnn.. 2 acyclovir sodium....................... 2 alcoholpads........................... 85
abacavir-lamivudine................. 2 ACZONE......ccccooiiiinnnn 72  ALDACTAZIDE.................. 59
ABELCET.......oooviiiiiei. 1 ADACEL(TDAP ALDACTONE........ccccuveeee. 59
ABILIFY ..o, 46 ADOLESN/ADULT)(PF)...105 ALECENSA..........ceovvviiienn. 15
ABILIFY ASIMTUFII......... 45 ADALIMUMAB-FKIJP...... 126  alendronate........................... 125
ABILIFY MAINTENA........ 45  adapalene............................... 72 alfuzoSin..........ccceeveeeeeeeeannn. 148
ABILIFY MYCITE adapalene-benzoyl peroxide.... 72 aliskiren...............ccc.cccccoeenn. 59
MAINTENANCE KIT......... 45 ADBRY ....cooooiiiiiiiiieee 70  ALKINDI SPRINKLE......... 83
ABILIFY MYCITE ADCIRCA.......ccovveeee. 140 allopurinol............................ 124
STARTER KIT.......cccueeee. 45 ADDERALL..........cceun.. 46 ALLOPURINOL................ 124
abiraterone............................. 15 ADDERALL XR.................. 46  almotriptan malate................. 32
ABOUTTIME PEN AdefOVIF .....ovvveeeaiiiieeeiiieaeen 2  ALOGLIPTIN..........eeeennnee. 85
NEEDLE......cc.c.covviiiren. 107 ADEMPAS.....ccccoeviee 140 ALOGLIPTIN-

ABSORICA.........cooeiieee 72 ADLARITY oo, 34 METFORMIN...........ccue... 85
ABSORICA LD.......cccueee.... 72  ADMELOG SOLOSTAR ALOGLIPTIN-

ACAMPTOSALE .....vvvenennnnnnnnnnn. 79  U-100 INSULIN................... 85 PIOGLITAZONE................. 85
ACANYA ... 72 ADMELOG U-100 ALOMIDE.........oovvveennns 137
acarbose...........ccceeeeeeeeiiiiiii.l. 84 INSULIN LISPRO............... 85 alosetron...........ccccccceeeenennnn. 95
ACCOLATE........ceevvee. 140 ADVAIR DISKUS............. 140 ALPHAGANRP................... 139
ACCULANE ..., 72 ADVAIR HFA.................. 140 ALREX.....ccooviiiiiiiiiiiinns 139
acebutolol............................... 59 ADVOCATE PEN ALTABAX ..o, 74
acetaminophen-caff- NEEDLE........ccccvvvvvieee. 107 ALTACE....ccoooiiiiiieeeee, 59
dihydrocod............................. 38 ADVOCATE SYRINGES.. 108 altavera (28) ....ccceeeeeeenn..... 132
acetaminophen-codeine........... 38 ADZENYS XR-ODT........... 46 ALTOPREV..........ccccvvvee. 66
acetazolamide....................... 138 AEMCOLO........cceeevvieeeenn. 8 ALTRENO.......cccoovvrvreeee.. 72
acetic acid...............uuveeeeeeaann. 83 AFINITOR............ceeeennn. 15 ALUNBRIG...........ccuuvnee. 15
acetylcysteine....................... 140 AFINITOR DISPERZ.......... 15 ALVESCO......cccovvvvvveeeennnn. 141
ACIPHEX.........ccovvvienn 100 AFREZZA..........cccevevenn. 85 alyacen 1135 (28) ....cccvuu... 132
ACTEFELIN .o 69 AGRYLIN........coooriiiee 79 ALYMSYS....oooiiiiiiiee. 15
ACTEMRA........ccovveee 126 AIMOVIG AYG i, 141
ACTEMRA ACTPEN........ 125 AUTOINJECTOR................. 32 amabelz.............ooccoeeueannn 130
ACTHAR........covvieeies 83 AIRDUO DIGIHALER.....140  amantadine hcl......................... 2
ACTHIB (PF).....cccoevuvveennn. 105 AIRDUO RESPICLICK.... 140  AMBIEN...........ccecvvvreeennne 46
ACTIMMUNE................. 102 AJOVY AUTOINJECTOR..32 AMBIENCR........ccvvvrrnnne 46
ACTIVELLA........cceee. 130 AJOVY SYRINGE............... 32 AMBISOME..........coviiieen. 1
ACTONEL.......ccooevnnnn. 125 AKLIEF............. 72 ambrisentan..............ccc........ 141
ACTOPLUS MET................ 84  ala-cort..........oooueeeeeeieiiinnnnnnnns 76  amcinonide............................. 76
ACTOS....cooiieeeeeeee 84 ALA-SCALP.......ccccuvverenne. 76 amethid................ccceeueeeenn. 132

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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AMIKACTA ..o 8 APexXiCON @........uueeveiieiiannannnn, 76  ASSURE ID PEN NEEDLE

amiloride .............ccccoeeeeeenn.... 59 APIDRA SOLOSTAR U- e, 108
amiloride-hydrochlorothiazide 59 100 INSULIN....................... 85 ASTAGRAF XL........cc......... 15
amiodarone................ccc......... 59 APIDRA U-100 INSULIN...85 ATACAND......cccccvvvivreennen. 59
AMITIZA ... 95 APLENZIN.........ceevvirieennn 46 ATACAND HCT.................. 59
amitriptyline.........ccccceeeeeennn.... 46 APOKYN............c 31 atazanavir.............ccccceeeeenennnnne. 2
AMIEVITA (PREFERRED apomorphine .................c....... 31 ATELVIA........ccooiiiee 125
NDCS STARTING WITH apraclonidine........................ 139  atenolol.............cccuuennnnnnn... 59
55513) i 126  aprepitant..................oueevvvvnnn. 96 atenolol-chlorthalidone........... 59
amlodipine............cccccceeeeennn.. 59 APFI.eeeeeiiiiiiiii 132 ATIVAN...coooviieieeeeenn. 46, 47
amlodipine-atorvastatin.......... 66 APRISO...cccoevviiiiiiiine 96 atomoxetine........................... 47
amlodipine-benazepril............. 59 APTENSIO XR........ccuuu.. 46  atorvastatin............................ 66
amlodipine-olmesartan............ 59 APTIOM.........ccuuvvne 25,26  atovaquone............................... 8
amlodipine-valsartan.............. 59 APTIVUS....coooiiiiiiiie 2 atovaquone-proguanil............... 8
amlodipine-valsartan- ARALAST NP.....ccovvvveeeee. 79  ATRALIN......ccccceiiiiiinnns 72
hethiazid................................. 59  aranelle (28) ...ccceeeeveveeeeannn.. 132 atropine..............cccceeeuuunn... 137
ammonium lactate.................. 70  ARANESP (IN ATROVENT HFA.............. 141
AMNESteeM ............................. 72  POLYSORBATE)....... 102,103 AUBAGIO............................ 34
AMOXAPINE ....ovvveaeeeeeeaeanenne, 46 ARAVA. ..., 126  aubraeq...........cccuuvveeennn..... 132
amoxicil-clarithromy- ARAZLO...ccccceveieeiin, 72 AUGMENTIN...........co. 12
lansopraz............cccceeeeeeennn. 100 ARCALYST....ccooviiiiiiennne 103 AUGMENTIN ES-600......... 12
amoxicillin..............cccoeeuee... 11 arformoterol......................... 141 AURYXIA.....ccoooviiiiiiine 79
amoxicillin-pot clavulanate.....11  ARICEPT..............cccccnnnn. 34 AUSTEDO.....ccccccvvvvieeennnn. 34
amphetamine sulfate............... 46 ARIKAYCE.....cccooovvvveeeneenn. 8 AUSTEDO XR.......cccevveeen.... 35
amphotericinb......................... 1 ARIMIDEX........ccooovvvreenenn. 15 AUVELITY .ccooooiiiii 47
AMPICIIIN .....ooevvveveviiiiiiiiininan, 11 aripiprazole........................... 46 AUVI-Q..oooviiiiiiiiieieeenn. 139
ampicillin sodium.................... 11 ARISTADA......ccooonnn. 46 AVALIDE............................ 59
ampicillin-sulbactam......... 11,12 ARISTADA INITIO............ 46 AVAPRO.......cccovvvvviriiiiiiinnn, 59
AMPYRA ......cooiiiiieee, 34 ARIXTRA.....ccoovvieen. 64 AVEED.......ccooooovviiiiiieee, 92
AMZEEQ.....ccooiiiiiiiiiieeaeannn. 72 armodafinil.............ccccceennn.... 46  aviane...........ccccccoeeeeieiinin. 132
ANAFRANIL........cc.ceonnne. 46 ARMONAIR DIGIHALER AVITA e, 72
anagrelide............................. T e 141 AVONEX.......................... 103
anastrozole................c............ 15 ARNUITY ELLIPTA......... 141 AVYCAZ....ooviii 6
ANCOBON.......ccceeeeiieees I AROMASIN.....ccoooviiieeen 15 AYGESTIN......ccooviiieens 130
ANDRODERM.................... 92 ARTHROTEC 50................. 42 AYVAKIT...ccooevviiiiaee 15
ANDROGEL........................ 92 ARTHROTECT7S................. 42 AZACTAM.....cccovviiiea, 8
ANGELIQ......cccoeeiieen, 130  asenapine maleate................... 46 AZASAN........cooei 15
ANNOVERA.........ccevvee. 132 ashlynda..............cceeeeueunnn.... 132 AZASITE........ccooveeee 135
ANORO ELLIPTA.............. 141 ASMANEX HFA................ 141 azathioprine................uuue....... 15
ANTARA ..o 66 ASMANEX azelaic acid...............cccc........ 72
ANTIVERT ... 96 TWISTHALER.................. 141  azelastine........................ 82, 137
ANUSOL-HC............cccn. 96 aspirin-dipyridamole............... 64 azelastine-fluticasone............ 141
ANZEMET .......cooovvvvnneen 96 ASPRUZYO SPRINKLE.....68 AZELEX.......cccccceevviiineannns 72

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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AZILECT ..ccoooviiiieeeee. 31 BD SAFETYGLIDE BETHKIS.......ooooiiieeee 8
AZIthrOMYCIN ..., 7 INSULIN SYRINGE......... 108 BETIMOL...........ccoeuvveen. 136
AZOPT ..., 138  BD SAFETYGLIDE BETOPTICS........ccvvvee. 136
AZOR ...ccoviieiiiii e 59 SYRINGE.......c.coeovireenn. 109 BEVESPI AEROSPHERE.. 141
AZSTARYS....cooviiieeien 47 BD ULTRA-FINE MICRO bexarotene.............cccoeeueun... 15
AZITCONANM ......naaaaaaaaaannnn. 8 PENNEEDLE.................... 109 BEXSERO................l. 105
AZULFIDINE........ccccveee. 96 BD ULTRA-FINE MINI BEYAZ..ooovoeieee 133
AZULFIDINE EN-TABS....96 PEN NEEDLE.................... 109  bicalutamide........................... 16
bacitracin..............cccceuveennn. 135 BD ULTRA-FINE NANO BICILLIN C-R.......cceeee. 12
bacitracin-polymyxinb......... 135 PEN NEEDLE.................... 109 BICILLIN L-A.....cccvvviinnnn. 12
baclofen............cccccevuueveeannnen. 38 BD ULTRA-FINE ORIG BIDIL......coovviiiiiiieeee, 60
BACTRIM.........ooovviie, 13 PEN NEEDLE.................... 109 BIJUVA. ... 130
BACTRIMDS........ccooeee. 13 BD ULTRA-FINE SHORT BIKTARVY ..coooiiiiiiiieiies 2
BAFIERTAM.........coovvee.. 35 PENNEEDLE................... 109 BILTRICIDE.............cccuueee.. 8
BALCOLTRA...........c...... 132 BD VEO INSULIN SYR bimatoprost..............cc.uu..... 138
balsalazide............................. 96 (HALF UNIT)................... 109 BINOSTO......ccovvvvvvvvrriinnnn, 125
BALVERSA......ccovvvveeee 15 BD VEO INSULIN bismuth subcit k-metronidz-
balziva (28) ..cccooeeeeeeeeeeaennn... 132 SYRINGE UF.................... 109 e 100
BANZEL.......oooiee 26 BECONASE AQ......cc........ 141  bisoprolol fumarate................ 60
BAQSIMI........ccoiiieee. 85 BELBUCA......cccoovvieeeee, 38  bisoprolol-
BARACLUDE..........ceeeeenn. 2 BELSOMRA.........cccvvveeen. 47 hydrochlorothiazide................ 60
BASAGLAR KWIKPEN benazepril...........cc...cceevueeenn. 59 BIVIGAM........ccoovvvvreennn. 105
U-100 INSULIN.......ccccunnnnn. 85  benazepril- blisovi 24 fe........cccoveeeunnnnnn.. 133
BASAGLAR TEMPO hydrochlorothiazide................ 60  blisovife 1.5/30 (28) ............ 133
PEN(U-100)INSLN.............. 85 BENICAR.....cccocovveeiiiens 60 BONJESTA......ccoovveeeeen. 96
BAXDELA........cooiieeee 13 BENICAR HCT.................... 60 BOOSTRIX TDAP............. 105
BCG VACCINE, LIVE (PF) BENLYSTA. ..o 126 bosentan................c..ceeu..... 142
............................................. 105 BENZAMYCIN................... 72 BOSULIF..............cceeuuuee..... 16
BD AUTOSHIELD DUO BENZNIDAZOLE................. 8 BRAFTOVI......cocvvvvien. 16
PEN NEEDLE................... 108  benztropine..........c.cccoeueueeannn. 31 BREOELLIPTA................. 142
BD ECLIPSE LUER-LOK. 108  bepotastine besilate............... 137 BREZTRI AEROSPHERE.142
BD INSULIN SYRINGE...108 BEPREVE............cc........... 137 briellyn........ceeeeeveeeeaannn.. 133
BD INSULIN SYRINGE BERINERT.........ccvvveennn 141 BRILINTA.......oooiieee 64
(HALF UNIT)....ooeeeeenne. 108 BESIVANCE........ccueeeee.. 135 brimonidine..................... 72, 139
BD INSULIN SYRINGE BESREMI.........cccvvvvveeennn. 103 brimonidine-timolol.............. 138
U-500.....ccciiiiiiieeeeeiee. 108 betaine.........cccceeeeeeeueeenaannnnne. 96  brinzolamide......................... 138
BD INSULIN SYRINGE betamethasone dipropionate.... 76 BRIVIACT ................coennn. 26
ULTRA-FINE................... 108  betamethasone valerate........... 76 bromfenac...............uuuu....... 137
BD LO-DOSE MICRO- betamethasone, augmented..... 76 bromocriptine......................... 31
FINEIV ..o, 108 BETAPACEAF................... 59 BROMSITE........cccceeenn 137
BD NANO 2ND GEN PEN BETASERON.............cvvvee. 103  BRONCHITOL.................. 142
NEEDLE.........ooveviiiiein 108  betaxolol......................... 60,136 BROVANA.......cccooeevvven 142
bethanechol chloride............. 148 BRUKINSA....cccooviiieeis 16

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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BRYHALI......cvvviieeeieeees 76  candesartan- cefpodoxime.....................coen. 6

budesonide............... 96, 142 hydrochlorothiazid.................. 60 cefprozil............................. 6
BUDESONIDE- CAPEX...oooiiiiiiiieeeiieeeee, 76 ceftazidime............ccoueeeeennn.... 6
FORMOTEROL................. 142 CAPLYTA...ccooiiiieee 47 Ceftriaxone.........cccoueuunevuvnnaann. 6
bumetanide............................. 60 CAPRELSA.....ccccoeveeeeennn. 16  cefuroxime axetil............. 6
BUPHENYL......................... 79 captopril............ooueeeeevvvennnnannn, 60 cefuroxime sodium.......... 7
buprenorphine hel................... 38 CARAC.....coooieieeeeeeeeee 70  CELEBREX........cccccovvvninnnnn. 42
buprenorphine transdermal CARAFATE.....ccccovvvviriinns 100 celecoxib........cccceeeeeeeeeeeannnn... 42
PALCH ..o 39 CARBAGLU........cccoeeenne. 79 CELEXA....cocoiiiiiieeiiiinnnn. 47
buprenorphine-naloxone......... 42 carbamazepine........................ 26 CELLCEPT.......................... 16
bupropion hcl.......................... 47 CARBATROL...................... 26 CELONTIN........cccvvveeeeeeen. 26
BUPROPION HCL.............. 47  carbidopd...............cc.uuu....... 31  cephalexin..........ccccccuuuueeenc.... 7
bupropion hcl (smoking carbidopa-levodopa................. 31 CEQUA..........cooiieee. 137
deter) ........coouveeeeiiiiiieinnnnn. 82  carbidopa-levodopa- CEQUR SIMPLICITY ....... 109
bUSPITORE ..., 47  entacapone............................. 31 CEQUR SIMPLICITY
butorphanol............................ 42 CARDIZEM.........ccuvvvvee... 60 INSERTER...........cc..e... 109
BUTRANS. ..o, 39 CARDIZEM CD.................. 60 CERDELGA........ccccceeevnnne. 92
BYDUREON BCISE............ 85 CARDIZEM LA.................. 60  Cetirizine.......ccoovvveeeencnnnnn... 139
BYETTA ..o 85 CARDURA........cccceei. 60 cevimeline.........cccceeveenennne... 79
BYLVAY oo 96 CARDURA XL....ccovuuveeeen. 60 CHEMET......ccooiiiiiiiinn. 79
BYOOVIZ......coooviiiiaa 137 CAREFINE PEN NEEDLE CHENODAL........cocoviieeee 96
BYSTOLIC.......cccoeeeennnn. 00 s 109  chlorhexidine gluconate.......... 82
cabergoline..............ccccccuue.... 92 CARETOUCH INSULIN chloroquine phosphate.............. 8
CABLIVI.....ccooiiiiiieeees 64 SYRINGE.......ccccovviiiiiinns 109  chlorpromazine....................... 47
CABOMETYX.....ccovevvveenns 16 CARETOUCH PEN chlorthalidone......................... 60
CADUET.....cooviiieeee. 66 NEEDLE........c...ccovnnnnnn. 109 CHOLBAM.......ccvvvveennee. 96
calcipotriene..............cccce....... 69  carglumic acid........................ 79  cholestyramine (with sugar) ...66
CALCIPOTRIENE............... 69 CARNITOR........cvvvvvvviiines 79  cholestyramine light................ 66
calcipotriene-betamethasone...69 CAROSPIR ..........cccooeeennnnnn. 60 CIALIS........................ 148, 149
calcitonin (salmon) ................ 92 carteolol.............c.............. 136 CIBINQO.........coovvveeeeeee, 70
calcitriol........................... 69,92  cartia Xt.....ccceeeeeeeeeieeeeeaaannnn. 60  ciclopirox...........ccc. 74
calcium acetate(phosphat carvedilol...................cccc........ 60  cilostazol..........ccccceeeeeeeeenn..... 64
Dind) ......cccovvveeeiiiiiiiiaaannnn, 149  carvedilol phosphate............... 60 CILOXAN......ccoovvivveeeeenn. 135
CALQUENCE........ccouunee.... 16 CASODEX....cccccoviiiiiiiennnnnn. 16 CIMDUO......ccoovvviieiiiiieean, 2
CALQUENCE CASPOSUNGIN ..o 1 CIMERLI............ccouunnnn 137
(ACALABRUTINIB MAL).16 CAYSTON.....cccoviiieiiiiieeans 8 cimetidine..............ccc.ccen.... 100
CAMBIA.......ccovveeeieeiee, 42 cefaclor............uuuuuiiiiiiaaaannn, 6 CIMZIA......coovvveeeiieeieee, 96
Camild..........c.coeevueeeevnennnnn.. 130 cefadroxil............ooouvveveeeannnn. 6 CIMZIA POWDER FOR
camrese lo...............ccceeuun... 133 cefazolin............cccceeeevuveennn.... 6 RECONST......ccceviiinn 96
CAMZYOS.....cooeeeeeen. 68  cefdinir.........cceevviiiiiiiiinnnnn 6 cinacalcet............cccouuueennnn..... 92
CANASA.....cooeeeeeeee, 96  cefepime.........cccccuueviiiiiiiiaaaann 6 CINRYZE........ccceeuunn. 142
CANCIDAS ..., I cefixime....ooueeeeeeeeeaiennnnnnn. 6 CIPRO....cccovviieeeiii, 13
candesartan............................ 60  CEfOXItiN..ccceeaeeaaaaiiiiiaaaaannn. 6 CIPROHC.........ovvveeeee. 83
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CIPRODEX.......cccovvvvvreennn. 83 CLINIMIX E 4.25%/D5W COMFORT TOUCH PEN
ciprofloxacin hel........ 13,83,136 SULF FREE....................... 150 NEEDLE.........cooevvviiiennnn. 110
ciprofloxacin in 5 % dextrose..13 ~ CLINIMIX E 5%/D15W COMPLERA.......ccccvvveeeee. 2
ciprofloxacin-dexamethasone..83 SULFIT FREE................... 150 compro........ooeeeevevveeiiiiiiiinnnnn, 96
CIPROFLOXACIN- CLINIMIX E 5%/D20W COMTAN....cooeiiieeeeee, 31
FLUOCINOLONE............... 83 SULFIT FREE.................. 150 CONCERTA........coeivireen. 48
CITALOPRAM................... 47 CLINISOL SF 15 %............ 150 CONDYLOX.....coooovveeennee. 70
citalopram..........ccccceeeeeeeennn... 47  clobazam............................... 26 CONJUPRI.....cccooevennnn. 60
Claravis.........cccoeeeeeeeeeeeeeeeeannn. 72 clobetasol............................... 76 constulose.............ccuuvvvvvvvnnn. 96
CLARINEX....................... 139 clobetasol-emollient................ 76 CONZIP......coovvvvvvviiiivieeiininns 42
CLARINEX-D 12 HOUR.. 139 CLOBEX.......ccccccceeiiiinnnnnnnnn. 76  COPAXONE.......cc.oeevvnnen. 35
clarithromycin.......................... 7  clocortolone pivalate............... 77 COPIKTRA......ccvvveiiieeen. 16
CLENPIQ......cooiiiiiieein. 96 clodan................ccccevveeeinnni... 77 CORDRAN......ccovveeee. 77
CLEOCIN.....cccoviiiiieeenee, 132 CLODERM........cccvvvvrennnne. 77 CORDRAN TAPE LARGE
CLEOCIN HCL............c........ 8 clomipramine.......................... 47 ROLL.....coooiciiiiieeeeeeeeee, 77
CLEOCIN PEDIATRIC........ 8 clonazepam............................ 26 COREGCR.......ovvvvvvvririnans 60
CLEOCIN T....ccevviiieeeene 72 clonidine............ccccccovvuuuncnn. 60 CORGARD......cccovveern. 60
CLICKFINE PEN clonidine hel...................... 47,60 CORLANOR.........cccoeeeeennn. 68
NEEDLE.........ccooovvivieeenn. 109  clopidogrel............................. 64 CORTEF......ccccoviiiiiieneee. 83
CLIMARA.........ccc 130  clorazepate dipotassium.......... 47 CORTIFOAM........ccevveeee... 96
CLIMARA PRO................. 130  clotrimazole........................ 1,74 CORTROPHIN GEL........... 83
clindacin.............cccoovveveneii.... 72 clotrimazole-betamethasone....74 COSENTYX....ccooooovviiiennnnn. 69
clindacinetz........................... 72 clozapine................cccceeuuunnn.... 47 COSENTYX (2
CLINDAGEL........ccccvverennn. 72  CLOZARIL.......cceeeven.. 47  SYRINGES).....ccoocvvveenn. 69
clindamycin hel......................... 8 COARTEM.........eovvvireenn, 8 COSENTYX PEN (2 PENS).69
clindamycin in 5 % dextrose..... 8  codeine sulfate........................ 39 COSOPT.....ccovvvvvvvvviiiiiiiinns 138
clindamycin pediatric................ 8 COLAZAL........vvvvvvverninnn. 96 COSOPT (PF)....ccccccco.o.... 138
clindamycin phosphate .8, 72, 132 COLCHICINE (GOUT).....124 COTELLIC.......................... 16
clindamycin-benzoyl peroxide.72  colchicine (gout).................. 124 COTEMPLA XR-ODT......... 48
clindamycin-tretinoin.............. 72  COLCRYS...coooinnnn 124 COZAAR. ..o, 60
CLINDESSE....................... 132 colesevelam............................ 66 CREON.........cccccc, 96
CLINIMIX 5%/D15W COLESTID.....ccoeveeeiiiieanne 66 CRESEMBA..........ccoeviieen. 1
SULFITE FREE................. 150  colestipol............oeeeveeueenaann. 66 CRESTOR........ccovviiieannne 66
CLINIMIX 4.25%/D10W colistin (colistimethate na) ....... 8 CRINONE..........ccoeevnnnn. 130
SULFFREE...................... 150 COMBIGAN.....ccccevvvvi. 138 cromolyn................. 96, 137, 142
CLINIMIX 4.25%/D5W COMBIPATCH.................. 130 crotan........cccooeeeveieeeniieeaan, 79
SULFIT FREE.................... 79 COMBIVENT RESPIMAT 142 cryselle (28) ......coveeeeeuveeeaannn. 133
CLINIMIX 5%- COMBIVIR ......ccoviiieeean 2 CUBICINRF.....ccooovviiee 8
D20W(SULFITE-FREE)....150 COMETRIQ...........ccceeeeennnn. 16 CUPRIMINE.................... 126
CLINIMIX E 2.75%/D5W COMFORT EZ INSULIN CUVPOSA.....ccceiiiiieee, 95
SULF FREE........cccociii. 79  SYRINGE.......ccoceeiiin. 110 CUVRIOR........ocviiiie 79
CLINIMIX E 4.25%/D10W COMFORT EZ PEN cyclobenzaprine...................... 38
SUL FREE......cccoocvveiiennnn. 150 NEEDLES...........cooii 110 cyclophosphamide................... 16
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CYCLOPHOSPHAMIDE....16 DAYVIGO.........cccceevrrreeen. 48  dexlansoprazole.................... 100

CYCLOSET.....oovvviiiiiiiiiiinins 85 DDAVP.....oeee 92 dexmethylphenidate................ 48
cyclosporine.................... 17,137 deblitane............................... 130  dextroamphetamine sulfate.....48
cyclosporine modified........ 16,17 deferasirox....................... 79, 80  dextroamphetamine-
CYLTEZO(CF)........... 126, 127  deferiprone................ccccuvuune. 80 amphetamine.......................... 48
CYLTEZO(CF) PEN.......... 126 DELESTROGEN............... 130 dextrose 10 % and 0.2 % nacl. 80
CYLTEZO(CF) PEN DELSTRIGO........cccccevvveenn. 2 dextrose 10 % in water
CROHN'S-UC-HS.............. 126 DELZICOL...........ccevvvvenn. 96 (dIOW) oo, 80
CYLTEZO(CF) PEN demeclocycline....................... 13 dextrose 5 % in water (d5w)...80
PSORIASIS STRT.............. 126 DEMSER.......ccccovnnnn. 60 dextrose 5%4-0.2 % sod
CYMBALTA ..., 48 DENAVIR........ccovvriee. 75  chloride................ccccueuevenn.... 80
cyred eq......aniiiiciieacaannnn 133 DEPAKOTE......................... 26 DHIVY ..o, 31
CYSTADANE........cccoeunneen. 96 DEPAKOTEER................... 26 DIACOMIT.......ccoevveeen. 26
CYSTADROPS................... 137 DEPAKOTE SPRINKLES.. 26 DIASTAT ....ccovviiiieeee. 26
CYSTAGON.......cceevve. 149 DEPEN TITRATABS......... 127 DIASTAT ACUDIAL.......... 26
CYSTARAN. ... 137 DEPO-ESTRADIOL.......... 130 diazepam.......................... 26, 48
CYTOMEL.........ccccvvvrre. 95 DEPO-PROVERA.............. 130  diazepam intensol................... 48
CYTOTEC.......ccceeeviiinnn 100  DEPO-SUBQ PROVERA diazoxide...............ccccccuveeenn. 85
d10 %-0.45 % sodium chloride 79 104 .......ccceevivviiiiiiiiiiieeen, 130 DIBENZYLINE................... 60
d2.5 %-0.45 % sodium DEPO-TESTOSTERONE....92 DICLEGIS.........c.cceeiiieeen. 96
chloride............cccoceevevvnnn... 79 DERMA-SMOOTHE/FS DICLOFENAC

d5 % and 0.9 % sodium SCALPOIL..........cccennnnn 77 EPOLAMINE........cc.ccoeee.... 42
chloride............ccovvvveeeeannnnnn. 79 DERMOTIC OIL................. 83  diclofenac potassium............... 42
d>5 %6-0.45 % sodium chloride.. 79 DESCOVY ...cooveiiiiiiiiiiiiene. 2 diclofenac sodium 42,43, 70, 137
dabigatran etexilate................ 64  desipramine....................c....... 48  diclofenac-misoprostol............ 43
dalfampridine......................... 35 desloratadine.................. 139 dicloxacillin........................... 12
DALIRESP........oovvvviviinns 142 desmopressin.........ccccceeeennnn.... 92 dicyclomine..........cccccceeeuunnn... 95
DALVANCE...........cccoevvie 9 desog-e.estradiolle.estradiol.. 133  DIFFERIN.........ccccccceennnnnn. 73
danazol................................... 92 desogestrel-ethinyl estradiol.. 133  DIFICID................................. 7
DANTRIUM........ccoovvvvinns 38 desonide.................cooouuuuuunnin. 77  diflorasone............................. 77
dantrolene..................ccoc...... 38 DESOWEN.........ccooiiee. 77 DIFLUCAN......ccccovvviviviiiinan, 1
dapsone............cccccceuvnne... 9,72 desoximetasone...................... 77  diflunisal................................ 43
DAPTACEL (DTAP ACSIX v 77  difluprednate........................ 139
PEDIATRIC) (PF).............. 105 DESVENLAFAXINE.......... 48 digoXiN....ccevveeiiiiaaaiaae, 68
DAPTOMYCIN......ccccevveeeenn. 9 desvenlafaxine succinate......... 48  dihydroergotamine.................. 32
daptomycin..............ccceeeeuunn... 9 DETROL.......ccccerriiiiinnn. 148 DILANTIN 30 MG.............. 26
DARAPRIM.......ccovviiiee 9 DETROLLA..................... 148 DILANTIN EXTENDED
darifenacin......................... 148  dexabliss...............ccceeeeeunnn... 83 100 MG......coooeiiieeeeeee, 26
DARTISLA ...cooiiiiiie 95  dexamethasone....................... 83 DILANTIN INFATABS 50
darunavir ethanolate................. 2 dexamethasone sodium MG ... 26
DAURISMO.......cccovviiiieenns 17  phosphate............................. 139 DILANTIN-125 125 MG/5
DAYPRO......cccceoviiiiiin 42  DEXEDRINE SPANSULE..48 ML ....coooiiiiiiiiiiiiiiiiiiieeeee 26
DAYTRANA........ccco 48 DEXILANT......cccccevviineen. 100 DILAUDID......cccovvvvieenne. 39
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diltiazem hcl..................... 60,61 DRIZALMA SPRINKLE....48 EASY GLIDE INSULIN
T 61 dronabinol.............................. 96 SYRINGE.......cccovvviiiiiiins 112
dimethyl fumarate.................. 35 DROPLET INSULIN EASY GLIDE PEN

DIOVAN . .....coovviieeeee 61 SYR(HALF UNIT).....110, 111 NEEDLE.........ccc0eeeevnnnn... 112
DIOVAN HCT.................... 61 DROPLET INSULIN EASY TOUCH................... 113
DIPENTUM.........cooeivieeee 96 SYRINGE.......cccceevvevnnn. 111 EASY TOUCH FLIPLOCK
diphenoxylate-atropine........... 95 DROPLET MICRON PEN INSULIN ... 112
DIPROLENE NEEDLE.......cccccoevviiiien. 111 EASY TOUCH INSULIN
(AUGMENTED).................. 77 DROPLET PEN NEEDLE.111 SAFETY SYR........cccce...... 112
dipyridamole.......................... 64 DROPSAFE ALCOHOL EASY TOUCH INSULIN
disulfiram...........cccccocveevnnn.e. 80 PREPPADS......ccccvvvei. 85 SYRINGE.................. 112,113
DIURIL.......ccoeoviiiiieeeen. 61 DROPSAFE INSULIN EASY TOUCH LUER
divalproex..............ccceeeeunn... 26 SYRINGE........cccoovvvveeee. 111 LOCK INSULIN................ 113
DIVIGEL.......coociiiieee 130 DROPSAFE PEN NEEDLE EASY TOUCH PEN
dofetilide.................cccccoc...... 50 e 111 NEEDLE.......cccccvvvrieee. 113
DOJOLVI....covvvvviieieeeens 150  drospirenone-e.estradiol-Im.fa EASY TOUCH SAFETY
dolishale...............cc.c..c....... 133 e 133 PEN NEEDLE................... 113
donepezil............cccovuvvveviaaannn. 35 drospirenone-ethinyl estradioll33 EASY TOUCH

DOPTELET (10 TAB DROXIA.....ccooiiieeiiieeee 17 SHEATHLOCK INSULIN 113
PACK).coviiiiiiiiiiiiiieee, 64  droxidopa.................ccccuuun.... 80 EASY TOUCH UNI-SLIP..113
DOPTELET (15 TAB DUAKLIR PRESSAIR...... 142 econazole.................cc.ccceenn.... 74
PACK)..viiiiiiiiiieeiieee 64 DUAVEE.......ccccovviiein, 130  EDARBI.....cccvviiiiiiiieee, 61
DOPTELET (30 TAB DUETACT ....cccceeeeivieeees 85 EDARBYCLOR................... 61
PACK)..viiiieeiiieeeeiiieee 64 DUEXIS.....cooooviieeieeeee, 43 EDECRIN.......ccocvveeeinn. 61
DORYX..ooiiiiiiiiieeeeiiiieeee 13 DULERA........oocviiiee, 142 EDURANT.....ccceoviiireeen 2
DORYX MPC...................... 13 duloxetine.............................. 48  efavirenz.................................. 2
dorzolamide.......................... 138 DUOBRII..........ccovvvvrvirrrnnnnn 77  efavirenz-emtricitabin-tenofov..2
dorzolamide-timolol.............. 1383 DUOPA................. 31  efavirenz-lamivu-tenofov
dorzolamide-timolol (pf) ...... 138 DUPIXENT PEN................. TO  diSOP.cccoavaeeiiiiieieiiiiiiii, 2
AOLi e, 130 DUPIXENT SYRINGE....... 70  EFFEXOR XR........cccuueee.. 49
DOVATO....cccvveveeeiiieee 2 DUREZOL......ccuvveeenn 139 EFFIENT......cccoocoiviiiiieen, 64
doXAzZOSIN .........ccoeeervaaan 61 dutasteride............................ 148 EFUDEX.......cccccoeiiiiiiinnnnn. 70
doxepin..........cccc...cceeeeun. 48,70  dutasteride-tamsulosin.......... 148 EGRIFTASV....vveeeien. 103
doxercalciferol....................... 92 DYANAVEL XR.................. 48 ELESTRIN........c.cccceennn. 130
doxy-100.............ccoeeveeeunnnnnn.. 13 DYMISTA. ... 142 eletriptan..............ccccuuvvvee..... 33
doxycycline hyclate................ 13 DYRENIUM........coeeeeeeennnn. 61 ELIDEL.....cccooovviiiiiiieen, 70
DOXYCYCLINE DYSPORT.....cccceevviiiine 105 ELIGARD......cccccceviiiiienn, 17
HYCLATE......cccceiiiiies 13 ees 400 7 ELIGARD (3 MONTH)....... 17
doxycycline monohydrate....... 14 E.E.S. GRANULES................ 7 ELIGARD (4 MONTH)....... 17
DOXYCYCLINE EASY COMFORT ELIGARD (6 MONTH)....... 17
MONOHYDRATE.............. 14 INSULIN SYRINGE......... 112 ELIQUIS......ccccoeiiiiie 64
doxylamine-pyridoxine (vit EASY COMFORT PEN ELIQUIS DVT-PE TREAT

DO) oo 96 NEEDLES..........ccoovviinneen. 112 30D START ...ccoviiiieiin 64
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ELMIRON........cccovviiiiiis 149 epitol......cccuveveiiiiiiiiiai 27  ethacrynic acid....................... 61

CIUTYIG ..o, 132 EPIVIR..........cccoi, 3 ethambutol............................... 9
EMBRACE PEN NEEDLE 113  eplerenone..................cc.......... 61 ethosuximide.......................... 27
EMCYT. .o 17 EPOGEN.....ccccoevviiiinnn. 103 ethynodiol diac-eth estradiol. 133
EMEND.....cccooovviiiiiieeee, 96 EPRONTIA.......ccvvvveenn 27 etodolac...............cceeeueenaannn.. 43
EMFLAZA .....cccoeeeeeeenn. 83 EPSOLAY ...coovvviiiiiiiiiiiiiiiinns 73 etonogestrel-ethinyl estradiol 132
EMGALITY PEN................ 33 EPZICOM......cccovvvvieeiienn, 3 etravirine..........ococeeveeeeiinienaan. 3
EMGALITY SYRINGE....... 33 EQUETRO........ceevrrrrrn. 27 EUCRISA......ccoooiieee. 71
EMSAM............. 49 ERAXIS(WATER CUINYTOX ..o, 95
emtricitabine.............cccccceen..... 2 DILUENT)..cccccooiiiiiiiiiiiiiinans I EVAMIST...ccoooinn. 131
emtricitabine-tenofovir (tdf)....2  ergoloid................................. 49 EVEKEO......cccccoccceeiiiannnnn, 49
EMTRIVA ..o, 3 ergotamine-caffeine................ 33 EVEKEOODT..................... 49
EMVERM......ccoocoeviiiiiianns 9 ERIVEDGE..........ooiiee. 17 EVENITY .cooooviiiiieee. 125
enalapril maleate.................... 61 ERLEADA......ccccoooveiiiiiann, 17  everolimus (antineoplastic) .... 17
enalapril-hydrochlorothiazide. 61  erlotinib.................................. 17  everolimus

ENBREL.......ccoooviiiiiiiiiiinis 127 ERMEZA.....coovveviiiieiie, 95  (immunosuppressive)............. 17
ENBREL MINI.................. 127 errin. i, 130 EVISTA.....cccoiiie 125
ENBREL SURECLICK..... 127  ERTACZO........ccccevrvereannn. 74 EVOTAZ...ooviiiiiiiicca. 3
ENDARI........cooiiieee, 80 ertapenem............ccccceeuunnnnn.... 9 EVOXAC.....oooiiiiininn, 80
eNAdoOCet .......ccoceeeviiiiaaaaaann, 39 erypads........cccoeeiiiiiiiiiiiaaan, 73  EVRYSDI....coooovvvviiiiiiens 35
ENGERIX-B (PF)............... 105 erygel....ooveeiiiiiniiiiieae, 73  EXELDERM......cccooviiienn. 74
ENGERIX-B PEDIATRIC ERYPED 200.......ccccvvvveeeennn. 7 EXELON PATCH................ 35
(PF) e 105 ERYPED400......cccovvvvvnnnnnn T exemestane............................. 17
CHOXAPATIN ...eeeeeevaaaaaaaaeaan 64  ery-tab........cooeiiiiiiiiiiaaaan, 7 EXFORGE.......ccccooiiiii. 61
CHPTCSSC c.vvveaeeerreeaaaenrennns 133 ERY-TAB....ooooiiieeeeiieee 7 EXFORGE HCT.................. 61
ENSKYCO oo, 133 ERYTHROCIN....................... 7 EXJADE.....ccooooiiiiiiieee, 80
ENSPRYNG........cceoeeee. 17  erythrocin (as stearate) ........... 7 EXKIVITY .o, 17
ENSTILAR.......................... 69  erythromycin.................... 8,136 EXSERVAN....cccooovieiiiennnn. 80
ENLACAPONE.........eeeeaeaaaannnnnn.. 32 erythromycin ethylsuccinate.....8 EXTAVIA.......................... 103
ENTADFI......coovvvviiiiiiiiinns 148  erythromycin with ethanol...... 73 EYSUVIS.....ccooiiiieieeeeee. 139
CHECCAVIT .. 3 erythromycin-benzoyl EZALLOR SPRINKLE........ 66
ENTRESTO......................... 68 peroxide........................oooo... 73 ezetimibe..........cccccuuuueeennanan.... 66
CRUIOSC ... 96 ESBRIET............................ 142 ezetimibe-simvastatin............. 66
ENVARSUS XR.................... 17  escitalopram oxalate.............. 49 FABIOR......ccoovvvviiiiiieen, 73
EPCLUSA ... 3 esomeprazole magnesium...... 100 falmina (28) .....ccccuvvevenen..... 133
EPIDIOLEX........ccccevveinnn. 26 estarylla..............oooeveeaennn. 133 famciclovir............cccccuveveann... 3
EPIDUO.........cccivriiieeee. 73 ESTRACE.......cccovvvveeee. 130  famotidine............................ 100
EPIDUO FORTE................. 73 estradiol........................ 130,131 FANAPT.....cccooiiiiieee 49
EPINASTINE ........vvvvvvaaaaannnnn. 137  estradiol valerate.................. 131  FARESTON.........ccovvvrneee. 17
EPINEPHRINE.......... 139, 140  estradiol-norethindrone acet..131 FARXIGA .......cccccevvvvveeiinn. 85
epinephrine.................cc........ 140 ESTRING.........ccoovvinne. 131 FASENRA.......cccovvvvveeee 142
EPIPEN 2-PAK........ccc... 140 ESTROGEL........................ 131  FASENRA PEN................ 142
EPIPEN JR 2-PAK............. 140  eszopiclone.............ccuuuuuu..... 49  febuxostat..............cccceeeun. 124
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felbamate.................ccccvu...... 27 FLAREX.......coiiiiiiinnnns 139 FML FORTE...................... 139
FELBATOL.......c.cocevenn.. 27 flavoxate...............cceeeuue...... 148  FML LIQUIFILM.............. 139
FELDENE......c....coovviieens 43  FLEBOGAMMA DIF........ 105 FOCALIN......cccceeviiiieeees 50
felodipine................................ 61 flecainide..................ccuuvuvun.. 59 FOCALIN XR........ccccoee. 50
FEMARA ..., 17 FLECTOR.........cccoovvvvvvrinnns 43 fondaparinux.......................... 65
FEMRING........cccvvveenne 131 FLEQSUVY ...ccooovviiiiiiieens 38 FORFIVO XL.....cocovvvvieennne 50
FENOFIBRATE................... 66 FLOLIPID..........cvvvvviininnnnn. 66 formoterol fumarate............. 143
fenofibrate............cccceeeeeennnn.... 66 FLOMAX......oooeeeeeeeeei. 148 FORTEO....cccooeiiiiiiiieennn. 125
fenofibrate micronized............ 66 FLOVENT DISKUS...142,143 FORTESTA....................... 92
FENOFIBRATE FLOVENT HFA................ 143 FOSAMAX.....ccooovvievinnnn. 125
MICRONIZED.........cccuu...... 66  fluconazole............................... 1 FOSAMAXPLUSD.......... 125
fenofibrate nanocrystallized....66  fluconazole in nacl (iso-osm)....1  fosamprenavir .......................... 3
fenofibric acid (choline) ......... 66  flucytosine.............ccceeeeuvvnnnn... 1 fosfomycin tromethamine........ 14
FENOGLIDE...................... 66  fludrocortisone....................... 83 fosinopril............cccouvevennnii.... 61
fenoprofen............ccccecuuunnn... 43 flunisolide............................. 143 fosinopril-hydrochlorothiazide 61
fentanyl...........ccccccveievinnnn... 39 fluocinolonme............................ 77 FOSRENOL...........ceeeennnn. 80
fentanyl citrate....................... 39  fluocinolone acetonide oil........ 83 FOTIVDA....ccoovveieeeeeee, 18
FENTANYL CITRATE....... 39 fluocinolone and shower cap....77  FRAGMIN...............ceernn. 65
FENTORA......c.cooiiiee 39  fluocinonide............................ 77 FREESTYLE PRECISION
FERRIPROX..........cc.uuu 80  fluocinonide-emollient............. TT e 113,114
FERRIPROX (2 TIMES A Sfluoride (sodium)................. 151 FROVA..........ccccc 33
DAY) oo, 80  fluorometholone.................... 139 frovatriptan............................ 33
fesoterodine.......................... 148 FLUOROURACIL............... 71 FULPHILA............ccuune.. 103
FETZIMA..........oooe 49 fluorouracil...............c.c........ 71  FUROSCIX.....oooviiiiiiieeeee 61
FEXMID......coooeeeeeii 38  fluoxetine.............................. 49  furosemide............cccceeeeeennn..... 61
FIASP FLEXTOUCH U- fluoxetine (pmdd) .................. 49  FUZEON......coooiiiieeiiieeeen, 3
100 INSULIN....................... 85  fluphenazine decanoate........... 49 Yavoly.......cccoeeeeeeeieiiieaaaannn. 131
FIASP PENFILL U-100 Sfluphenazine hcel...................... 49 FYCOMPA.......ccoovvvvviiiiinnns 27
INSULIN ...t 85  flurandrenolide....................... 77 FYLNETRA......cooooeennnnn.. 103
FIASP U-100 INSULIN........ 85  flurbiprofen.........cccccceeeeennnn.... 43 gabapentin.............................. 27
FILSPARI.......ooovvvviiiiiiiiiinnns 68  flurbiprofen sodium............... 137  GALAFOLD..........cccuuveeee 92
FINACEA ... 73  FLUTICASONE galantamine............................ 35
finasteride............................ 148 FUROATE-VILANTEROL GAMMAGARD LIQUID..105
fingolimod................c............ 3 e 143 GAMMAGARD S-D (IGA
FINTEPLA..........ccce 27  fluticasone propionate..... 77,143 <1 MCG/ML).................... 105
finzala............ccooeveveennnnnn.. 133  FLUTICASONE GAMMAKED.................... 105
FIRAZYR ....ccooevviieains 142 PROPIONATE................... 143 GAMMAPLEX.................. 105
FIRDAPSE.......cccoviiins 35 FLUTICASONE GAMMAPLEX (WITH
FIRMAGON KIT W PROPION-SALMETEROL143 SORBITOL).......cccvveeunenne 105
DILUENT SYRINGE.......... 18  fluticasone propion-salmeterol GAMUNEX-C.................... 105
FIRVANQ....coooiiiiiiiiiieees O 143  GARDASIL 9 (PF)............. 105
flac otic 0il..............ccccuuu...... 83  fluvastatin................cc.cceeenn. 67 GASTROCROM.................. 97
FLAGYL..ooooiiiiiiiie, 9 fluvoxamine.......................... 50  gatifloxacin.......................... 136
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GATTEX 30-VIAL............... 97 GRANIX.....ooooiiieeeee. 103 HUMALOG JUNIOR
GAUZE PAD......cccoeeen. 114 GRASTEK.....c.ccevviirieens 105 KWIKPEN U-100................. 86
gavilyte-c........ccccoovvvvvvvvvvnnnnnnn, 97  griseofulvin microsize............... 1 HUMALOG KWIKPEN
GAVIIYIO-G .. 97  griseofulvin ultramicrosize........ I INSULIN.......cooooviiiiiiiiiiiinn, 86
GAVRETO.....cccvvvviee. 18 GVOKE.....ccocoeeeeiieeee 86 HUMALOG MIX 50-50
EfItiNID .....cooeoeeiiaeeiiaaan, 18 GVOKE HYPOPEN 2- INSULN U-100......ccccuvveennne. 87
GELNIQUE...........cceunee.. 148 PACK....cccoiieeiiieeeeeiiieee, 86 HUMALOG MIX 50-50
gemfibrozil...............ccceuveenn. 67 GVOKE PFS 1-PACK KWIKPEN......cooviiiieeee 87
GEMMILY ... 133 SYRINGE..........ooviviir 86 HUMALOG MIX 75-25
GEMTESA........ooiie 148 GYNAZOLE-I......cccuee.... 132 KWIKPEN......cccovviieee. 87
generlac.........ccccueeeeeeueenaannn. 97 HADLIMA(CF)....cccoveeennn. 127 HUMALOG MIX 75-25(U-
GONGFAS e 18 HADLIMA(CF) 100)INSULN ..., 87
GENOTROPIN.................. 103 PUSHTOUCH.................... 127 HUMALOG TEMPO
GENOTROPIN HAEGARDA. ... 144 PEN(U-100)INSULN............ 87
MINIQUICK...........ceveennene 103 hailey 24 fe......cccueeeeeennnnne... 133 HUMALOG U-100
gentamicin................. 9,74,136 halcinonide............................. 77 INSULIN.....cooooviiieeiiii, 87
gentamicin in nacl (iso-osm)....9 HALDOL DECANOATE....50 HUMATIN......ccccoeeeeeeeenennn.... 9
GENVOYA.......ccooee 3 halobetasol propionate............ 77 HUMATROPE.................. 103
GEODON.......cooeiiiiiiiee 50 HALOBETASOL HUMIRA ... 127
GILENYA ..., 35 PROPIONATE.................... 77 HUMIRA PEN................... 127
GILOTRIF .....cccovviiiiiiannn 18 HALOG.....ccoiiiiiiiiiieeeene 77 HUMIRA PEN CROHNS-
GIMOTI......cooiiiiiiiie, 97  haloperidol........................... 50 UC-HS START................... 127
GLASSIA.......ccoee, 80  haloperidol decanoate............. 50 HUMIRA PEN PSOR-
glatiramer-......................... 35,36  haloperidol lactate.................. 50 UVEITS-ADOL HS............ 127
glatopd.........ccooeeveevevieaann. 36 HARVONI.........ooevviiiren, 3 HUMIRA(CF)..ccovvieennn. 128
GLEEVEC.......ccooieiei. 18 HAVRIX (PF)...cccocvvvenn. 106 HUMIRA(CF) PEDI
GLEOSTINE..........ceconnn. 18 HEALTHWISE INSULIN CROHNS STARTER......... 127
glimepiride........................ 85,86 SYRINGE.......ccovvveeienn. 114 HUMIRA(CF) PEN........... 128
glipizide ..............cccovuvvveeannn.. 86 HEALTHWISE PEN HUMIRA(CF) PEN
glipizide-metformin................ 86 NEEDLE............................. 114 CROHNS-UC-HS.............. 127
GLUCAGEN HYPOKIT.....86 HEALTHY ACCENTS HUMIRA(CF) PEN
GLUCAGON UNIFINE PENTIP............. 114 PEDIATRIC UC................. 127
EMERGENCY KIT HEMADY ....ccoovviiiiieieiee, 83 HUMIRA(CF) PEN PSOR-
(HUMAN) ..o 86  heparin (porcine) ................... 65 UV-ADOLHS.................... 127
GLUCOTROL XL............... 86 HEPLISAV-B (PF).............. 106 HUMULIN 70/30 U-100
GLUMETZA........cove. 86 HETLIOZ.......ccccovvvvveane. 50 INSULIN....cccomiiiiieeiiieenn. 87
GLYCATE.....cccccoviiiiees 95 HETLIOZLQ....cccceeeeennen. 50 HUMULIN 70/30 U-100
glycopyrrolate....................... 95 HIBERIX (PF)......cccn... 106 KWIKPEN...........covvvveeeeenn. 87
GLYXAMBI.......ccovvvveeenne 86 HIPREX.......ccoomiiiiiiiiiinn. 14 HUMULIN N NPH
GOCOVRI.......ceevviiiiianne, 32 HORIZANT.....cccoviriianne. 36 INSULIN KWIKPEN.......... 87
GOLYTELY ..o 97 HULIO(CF)..cccovvvvvivieannne 127 HUMULIN N NPH U-100
GRALISE....ccooiiiiiiii, 27 HULIO(CF) PEN............... 127  INSULIN.....ocooiiiiiiiiiieeees 87
granisetron hcl........................ 97
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HUMULIN R REGULAR IDHIFA......ccooeiiiiiieee 18 INPEN (FOR HUMALOG)
U-100 INSULN.....cccovirrrns 87 ILEVRO....ccooviieiirinnnn, 138 PINK...ccooeeeeiiiiieeeiiee 114
HUMULIN R U-500 ILUMYA ..o 69 INPEN (NOVOLOG OR
(CONC) INSULIN................ 87  imatinib..........cccoceevevevvaaann. 18 FIASP)BLUE..................... 114
HUMULIN R U-500 IMBRUVICA.......ccooeeenn 18 INPEN (NOVOLOG OR
(CONC) KWIKPEN.............. 87 imipenem-cilastatin.................. 9 FIASP)GREY....ceeunnnn....n. 114
hydralazine..............cccccen....... 61 imipramine hel........................ 50 INPEN (NOVOLOG OR
HYDREA .......ccovviiiiis 18  imipramine pamoate............... 50 FIASP)PINK........ccceeneeeee.n. 114
hydrochlorothiazide................ 61  imiquimod............ccccceeennn...... 71 INQOVI........ccooo 19
hydrocodone bitartrate........... 39 IMITREX.....coooooiiiiiininnnn, 33 INREBIC.................. 19
hydrocodone-acetaminophen...39 IMITREX STATDOSE INSPRA ..o 61
hydrocodone-ibuprofen........... 39 PEN.....ooiiieeeeee, 33 INSULIN ASP PRT-
hydrocortisone............ 78, 83,97 IMITREX STATDOSE INSULIN ASPART.............. 87
hydrocortisone butyrate.... 77,78 REFILL.........cccccocvvvveeiiinnn. 33 INSULIN ASPART U-100...87
hydrocortisone valerate........... 78 IMOVAX RABIES INSULIN DEGLUDEC....... 87
hydrocortisone-acetic acid...... 83 VACCINE (PF)..ccccoeeennnn. 106 INSULIN GLARGINE........ 87
hydrocortisone-pramoxine...... 97 IMPAVIDO........cccvvvvvvreeennnn. 9 INSULIN GLARGINE-
hydromorphone...................... 40 IMPEKLO.......cccooviiriinnnn. 78 YFGN.....oooooiiieeeeee, 87
hydromorphone (pf) ............... 40 IMURAN...ccooooiiiieeiee, 18 INSULIN LISPRO.......... 87, 88
hydroxychloroquine.................. 9 IMVEXXY INSULIN LISPRO
hydroxyured.......................... 18 MAINTENANCE PACK...131 PROTAMIN-LISPRO.......... 87
hydroxyzine hel.................... 140 IMVEXXY STARTER INSULIN PEN NEEDLE...114
HYFTOR........cooviieee 71 PACK...oooviiiieeieeee, 131 INSULIN SYRINGE
HYRIMOZ PEN INBRIJA ... 32 MICROFINE..................... 114
CROHN'S-UC STARTER ..128  incassia..........cccccueeeeeevunnnnn. 131 INSULIN SYRINGE-
HYRIMOZ PEN INCONTROL PEN NEEDLE U-100.................. 115
PSORIASIS STARTER...... 128 NEEDLE..........ccoovviirnnne 114 INSUPEN PEN NEEDLE..115
HYRIMOZ(CF).....ccccc...... 128 INCRELEX......ccccccevrunnnnnn. 80 INTELENCE...........cccuvveennn. 3
HYRIMOZ(CF) PEDI INCRUSE ELLIPTA.......... 144 intralipid...............ccccueee... 150
CROHN STARTER............ 128  indapamide............................. 61 INTRALIPID..................... 150
HYRIMOZ(CF) PEN......... 128 INDERALLA.......c..ceue.. 61 INTRAROSA........ccooeeenn. 132
HYSINGLA ER................... 40 INDOCIN......ccceeviiiiereenne, 43 introvale............ccceueevaann. 133
HYZAAR......ccvviein. 61 INFANRIX (DTAP) (PF)...106 INVANZ....cccoooovmiiiriiieeeannne. 9
ibandronate.......................... 125 INFLECTRA.......ccoeiiini. 97 INVEGA........cccoeviii. 50, 51
IBRANCE.......cccoevviiien, 18 INGREZZA.......ceuvvenn. 36 INVEGA HAFYERA........... 50
IBSRELA.......coviiiiieine 97 INGREZZA INITIATION INVEGA SUSTENNA.......... 51
DU ..o 43 PACK. ..o, 36 INVEGA TRINZA.............. 51
IDUPFOfen............cccveveeennnne, 43 INLYTA ..o, 18 INVELTYS....ccooviiiiieeeenn. 139
ibuprofen-famotidine.............. 43 INNOPRAN XL................... 61 INVOKAMET........covveee.... 88
icatibant ..............c.coceeueenn. 144 INPEN (FOR HUMALOG) INVOKAMET XR................ 88
iclevia.........ooooeiiiiniiiiiian, 133 BLUE.....ccccoiiiiiiiii 114 INVOKANA......ccooiiiienns 88
ICLUSIG. ...t 18 INPEN (FOR HUMALOG) IOPIDINE........cceeeii. 139
icosapent ethyl........................ 67 GREY ..o, 114 TPOL...oooiiiieeieeeee, 106
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ipratropium bromide....... 82,144 JULUCA.....ccooovieeeeeeeiie, 3 KLONOPIN.......ccccvvrrriinnn. 27

ipratropium-albuterol........... 144 junel 1.5/30 (21)................... 133 klor-con 10.............cccc......... 149
irbesartan...............cccceuuenn... 61  junel 1/120 (21) .........uuuu....... 133 klor-con 8......cccevveveveennnnnn. 149
irbesartan- junel fe 1.5/30 (28) ............... 133 klor-con mlO0....................... 149
hydrochlorothiazide................ 61 junelfe 1/20 (28)................. 133 klor-conmls........................ 149
IRESSA........... 19  junelfe24.......oeeeeeeeeeennnn... 133 klor-con m20........................ 149
ISENTRESS ..., 3 JUXTAPID......ccccvvvrrirnnnnn. 67  klor-con oral packet 20......... 149
ISENTRESSHD.......ccc.cc.... 3 JYNARQUE..........ooviien. 93  KLOXXADO.........eeeeenee. 43
ISIDIOOM ..o 133 JYNNEOS KOMBIGLYZE XR............. 88
ISOLYTESPH74............. 150 (PF)(STOCKPILE)............. 106 KONVOMERP..................... 100
ISOLYTE-PIN 5% kaitlib fe.........ccccoevvveuunnannn. 133 KORLYM......ccoeeviiiiieeee, 93
DEXTROSE.......cccovvveeeennn. 151 KALBITOR........................ 144 KOSELUGO.............cceennn. 19
ISONIAZIA ....ooeeeiieeeeiiiiieeeeeen 9 KALETRA.........cccovveie. 3,4 KRAZATI.....coovvveeiii 19
ISORDIL.........ccoviiirieee. 68 KALYDECO...................... 144 KRINTAFEL..............eoeu 9
ISORDIL TITRADOSE....... 68 KANIJINTI........eeeeee 19 KRISTALOSE...................... 97
isosorbide dinitrate................. 68 KAPSPARGO SPRINKLE..61 kurvelo (28) ...cccoeeeeeeeeeeeannnn. 133
isosorbide mononitrate............ 68 KAPVAY ....coooviiiiiiiei 51 KUVAN. ... 93
isosorbide-hydralazine............ 61  kariva (28) .....eeevveiinnnnn 133 KYLEENA.......ccoooeiinnn. 132
ISOITCLINOM ... 73 KATERZIA........coovvvvvvvn, 61 [ norgestle.estradiol-e.estrad. 133
ISFAAIPINe .....ooovveeeeeeaainnn 61 KAZANO......coooiviieneeen. 88 labetalol.................cc.cuuuu...... 61
ISTALOL......ccoeeeeeeee 136 kelnor 1/35 (28) ..ceeeeennnnnnn. 133 lacosamide........................ 27, 28
ISTURISA......ccvviiee 92,93  kelnor 1-50 (28) ................... 133 LACRISERT..........c.cu. 137
itraconazole............................. I KENALOG.......ccccccvvvvrrrnnnn. 78 lactulose.............ccccccueeuunnnn.... 97
IVErmecCtin........ccouvveeeeennnn... 9,73 KEPPRA......ccoovviiiiine, 27 LAMICTAL......oocvvvvreen 28
IXTARO (PF)...ccccoviiiiennnn. 106 KEPPRAXR.......cccceeenne. 27 LAMICTAL ODT................ 28
JADENU ..o 80 KERENDIA.......cc.cceevunne.. 61 LAMICTAL STARTER
JADENU SPRINKLE.......... 80 KERYDIN......cooooeviiiiienns 75 (BLUE) KIT....cccoovvveeeinnnen. 28
JAKAFT ..., 19 KESIMPTA PEN.................. 36 LAMICTAL STARTER
JANLOVEN......aacaaaaannnn. 65 ketoconazole....................... 1,75 (GREEN)KIT......cccoovvvnnnnns 28
JANUMET.......ccovviee. 88 ketodan...............ccccuvveannn.... 75 LAMICTAL STARTER
JANUMET XR....ccooeeunnnnnnn. 88  ketoprofen.........cccceeeeeeeeaannnn... 43 (ORANGE)KIT................... 28
JANUVIA. ..., 88 KETOROLAC..........ccoe....... 43 LAMICTAL XR......ccoeeeeee.. 28
JARDIANCE..........covunnen.. 88  ketorolac.............................. 138 LAMICTAL XR STARTER
jasmiel (28) ....ccoovevvcuneiann. 133 KEVEYIS...cooooiiiiii 36 (BLUE)....oooiiiiiiiiiieeee, 28
JATENZO.....ccooiiiiiiiieen, 93 KEVZARA..........cccounnne. 128 LAMICTAL XR STARTER
JAVYGLOT cocveeeeeiiiiiiiiiiiiiiieee, 93 KINERET.....ccccooennnnn. 128 (GREEN)......cceoeeiii. 28
JAYPIRCA ... 19 KINRIX (PF)...cccoovvvvveee.. 106 LAMICTAL XR STARTER
JENTADUETO.................... 88 KISQALI......ccovvvveirieeeeees 19 (ORANGE)....ccccccciviiiiinns 28
JENTADUETO XR............. 88 KISQALI FEMARA CO- lamivudine...............cccccevevvuunn. 4
Jinteli.........ccooeveeeinninnnnnnannn. 131 PACK......ccoociiiieeeeeeeee 19  lamivudine-zidovudine.............. 4
JORNAY PM....................... 51 KITABISPAK.......ccccovvvvvnnnes 9  lamotrigine...............cccceeeuunn. 28
JUBLIA......ccooiieeeee 74 KLARON........ccooiiiiieeeee. 74 LAMPIT.....ccooiiiiiii, 9
juleber..........ccccccecuvvvennnnnnn.. 133 KLISYRI...coooovviiiiiiieeiees 19 LANOXIN.....cccceeveeiiiiie 68
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lansopraczole.................. 100, 101 levonest (28) .cccccuvveeveeeneaannnn. 134 LOESTRIN 1/20 (21).......... 134
lanthanum..............cccccc.......... 80  levonorgestrel-ethinyl estrad. 134 ~ LOESTRIN FE 1.5/30 (28-
LANTUS SOLOSTAR U- levonorg-eth estrad triphasic. 134 DAY)..cooovvvevviiiiiiiiiiieeeen. 134
100 INSULIN.......ccvvrreennne 88  1evora-28........cccceevveviniiaann. 134 LOESTRIN FE 1/20 (28-
LANTUS U-100 INSULIN.. 88  levorphanol tartrate................ 40 DAY) oo 134
lapatinib...........ccccoeeevnnnnnnnnn. 19 LEVOTHYROXINE............ 95 lofend.........cccceeeeecceiiaaaannnn. 43
larin 1.5130 (21 ) .........uuu....... 133 levothyroxine..............cccuuuun... 95 LOKELMA......ccooeeeiinnn. 81
larin 1120 (21) ... 133 levoxyl..eeeeeeeeeeeeee 95 LOMOTIL.......cceeeeeeri. 95
larin fe 1.5/30 (28) ............... 133 LEXAPRO.....ccoocvvvveeee. 51 LONSURF.....cccooeiiiiis 20
larin fe 1120 (28) .................. 133  LEXETTE................... 78  loperamide............................. 95
LASIX oo 61 LEXIVA. ..o, 4 LOPID....cooviiiieiiiieee, 67
latanoprost........................... 138 LIALDA.....cccoviiiiiiins 97  lopinavir-ritonavir .................... 4
LATUDA ..o, 51 LICART....cccooiiiiieiiiieee, 43  LOPRESSOR.......cccccovvvirnnnn. 62
layolis fe...........cccoeveunnnnnn... 133 lidocaine.................couvuve...... 71 LOPROX......ccccoviiiviieeeennn, 75
LEDIPASVIR- lidocaine hel........................... 71 lorazepam......................... 51,52
SOFOSBUVIR............cccun.. 4  lidocaine viscous..................... 71 lorazepam intensol.................. 51
leena 28 .......cccoveeeiiiieeaaaennnn, 133 lidocaine-prilocaine................ 71 LORBRENA...........cccvvveee. 20
leflunomide........................... 128 LIDODERM.........coeuvveennnn. 71 LOREEV XR.....cccccovviiiennn. 52
lenalidomide........................... 19 LILETTA......cccvvvviiiiiiinn, 132 loryna (28) ..ccovveeeeeeeeeaaaann, 134
LENVIMA..........ccooeee. 19,20 linezolid...............c..cooeevevennn... O  osartan............ccccceeevevunnnn.n. 62
LESCOL XL.......ceeeeeinnne, 67 linezolid in dextrose 5%............ 9  losartan-hydrochlorothiazide.. 62
[eSSINA ..., 134 LINZESS......cooiieeeeee, 97 LOSEASONIQUE.............. 134
LETAIRIS........ccoviieeeene, 144 liothyronine............cccc..ccu..... 95 LOTEMAX....ccoooevvivrienennns 139
letrozole............ccccovvveeeennnn... 20 LIPITOR.......cccviiieeiie, 67 LOTEMAXSM.................. 139
leucovorin calcium.................. 15 LIPOFEN.......cccooovvviiiiiininnnn, 67 LOTENSIN.....coooovieiiieieennnn. 62
LEUKERAN . .....ccooeiiiiinnnnn. 20 liSinopril........ccceeeeeeeeeeeeeeannnn... 61 loteprednol etabonate............ 139
LEUKINE........................... 103 lisinopril-hydrochlorothiazide. 61 LOTREL.............................. 62
leuprolide.................ccccuuvee.... 20 LITE TOUCH INSULIN LOTRONEX........ceviiiieeens 97
LEUPROLIDE (3 PEN NEEDLES.................. 115 lovastatin.................cceeuue.... 67
MONTH)...cccovviieeiiiieeee 20 LITE TOUCH INSULIN LOVAZA. ..o 67
levalbuterol hel..................... 144 SYRINGE................... 115,116 LOVENOX.......ccoooeiiiiii. 65
LEVALBUTEROL lithium carbonate.................... S1  low-ogestrel (28) ...ccceeeennnn... 134
TARTRATE....................... 144 LITHOBID.......cccooevennnnnn. 51 loxapine succinate.................. 52
LEVAMLODIPINE............. 61 LITHOSTAT.....ccoovvvveeeeennnn. 81  Ilubiprostone........................... 97
LEVEMIR FLEXPEN.......... 88 LIVALO....cccooviiviiiiiiieeeeen, 67 LUCEMYRA......cccooviinn. 43
LEVEMIR U-100 INSULIN 88 LIVMARLI............cccunnnnne 97 LULICONAZOLE............... 75
levetiracetam.......................... 28 LIVTENCITY ..coevvviiiiieennnee 4 LUMAKRAS.......cccoeei. 20
levobunolol........................... 136 LO LOESTRIN FE............. 134 LUMIGAN......ccocvveeee. 138
levocarnitine.......................... 81 LOCOID.....cccoovvviiiiiieeas 78 LUNESTA ..o, 52
levocarnitine (with sugar) ...... 81 LOCOID LIPOCREAM....... 78 LUPKYNIS.....coooiiiieieeeennn. 20
levocetirizine........................ 140 LODINE......ccccooiiiiiiiineen. 43 LUPRON DEPOT................ 20
levofloxacin.................... 13,136 LODOSYN.......cooeeiirienen. 32 LUPRON DEPOT (3
levofloxacin in d5w................. 13 LOESTRIN 1.5/30 (21)........ 134 MONTH).....coooviiiiiiiie. 20
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LUPRON DEPOT (4 matzim ld..............ccceuvveeenn.. 62 MEKINIST.........ccuvee.. 20, 21
MONTH)....cooovieiiiieeee 20  MAVENCLAD (10 MEKTOVI......cccoovvieee. 21
LUPRON DEPOT (6 TABLET PACK).................. 36 meloxicam..............ccccuuennn. 43
MONTH)................ 20 MAVENCLAD (4 TABLET meloxicam submicronized....... 43
LUPRON DEPOT-PED....... 20 PACK)..ooooiiiieeiieeeeee 36  memantine........................ 36, 37
LUPRON DEPOT-PED (3 MAVENCLAD (5 TABLET MEMANTINE..................... 37
MONTH)...cccvvieeiiiieee 20 PACK) ..o 36 MENACTRA (PF).............. 106
lurasidone...............cccccueeen.. 52 MAVENCLAD (6 TABLET MENEST ......ccooiiiieei. 131
lutera (28) ..cccvevveveeiinaann. 134 PACK)..ooioviiiieeeeiiieee, 36 MENOSTAR.......ccc.......... 131
LUZU..ccoiiiiiiieiieeee, 75 MAVENCLAD (7 TABLET MENQUADFI (PF)............ 106
LYBALVI....ccooiiiiiea. 52 PACK) .o, 36 MENVEO A-C-Y-W-135-
leq...ueeeiiiniiiiiiiiiiian, 131  MAVENCLAD (8§ TABLET DIP (PF).eeviiiiiiiiieiee 106
Wlland...............ccccceeuvveen..... 131 PACK).ooiiiiiiiiiiieei 36 MEPRON.........ccoovviiiiien, 9
LYNPARZA......ccccevieeee. 20  MAVENCLAD (9 TABLET Mercaptopurine ....................... 21
LYRICA..........eeee, 28,29 PACK) ..., 36  meropenem............ccouueenaaannnnn. 9
LYRICACR......ccceevee. 28 MAVYRET.....cccoviiiiian 4 Merzee.......cceeuvieiiiiiiiannn 134
LYSODREN.......cccovvveernnn 20 MAXALT....ccooviiiiiiieees 33 mesalamine............................ 97
LYTGOBI......ccoeeviiiieeine 20 MAXALT-MLT......cccueee. 33 MESNEX....ccocooiiiiiiiiinnn. 15
LYUMIJEV KWIKPEN U- MAXICOMFORT II PEN MESTINON ......cooiiiiiierne 38
100 INSULIN......ccvviereannnn. 89 NEEDLE........ccooeirene. 116 MESTINON TIMESPAN.... 38
LYUMIJEV KWIKPEN U- MAXICOMFORT MELfOrMIN ......uveeeeeiieeeennn. 89
200 INSULIN......cccvvvreennee 89 INSULIN SYRINGE......... 116 METFORMIN............cceee.. 89
LYUMIJEV TEMPO MAXI-COMFORT methadone.............................. 40
PEN(U-100)INSULN............ 89 INSULIN SYRINGE......... 116  methamphetamine.................. 52
LYUMIJEV U-100 MAXICOMFORT methazolamide...................... 138
INSULIN ...t 89 SAFETY PEN NEEDLE....116  methenamine hippurate........... 14
LYVISPAH.......................... 38 MAXIDEX....cooooviiviiiiinnnns 139  methimazole........................... 84
IVZA.aaaiiiiiiiiiaiiiiiiieeeiieee 131 MAXITROL........cccuveennn. 138 METHITEST .......ccoevvvieens 93
MACROBID.......ccccnnnnnn. 14 MAYZENT.....ooeeeeeeeeeee. 36 methotrexate sodium.............. 21
MACRODANTIN................ 14 MAYZENT methotrexate sodium (pf) ....... 21
mafenide acetate................... 74 STARTER(FOR IMG methoxsalen......................... 71
MAGELLAN INSULIN MAINT) ..o 36  methscopolamine.................... 95
SAFETY SYRNG............... 116 MAYZENT methsuximide......................... 29
MAGELLAN SYRINGE...116 STARTER(FOR 2MG METHYLIN......c.oooviire. 52
magnesium sulfate................ 149 MAINT) oo, 36  methylphenidate..................... 52
MALARONE......ccccccviieeen. 9  meclizine.........ccooueuvviiiniaann. 97  methylphenidate hcl.......... 52,53
MALARONE PEDIATRIC...9 meclofenamate....................... 43 METHYLPHENIDATE
Malathion.................ccccceee... 79 MEDROL.......ccccevviiiie, 83 HCL..ooooiiiiiiiieee 52
PRAFAVITOC .vvvvviieaaaaeeeeeeeeeens 4 MEDROL (PAK)......ccccc....... 83  methylprednisolone................. 84
MARINOL..........ccoii 97 medroxyprogesterone........... 131  methyltestosterone.................. 93
marlissa (28) ....eeeeeeeeeeeeannn. 134 mefenamic acid....................... 43 metoclopramide hcl................. 97
MARPLAN....ccoovvivieieeees 52 mefloquine.................ccceeuuen.... 9 metolazonme............................. 62
MATULANE..........ccceen 20 megestrol.........cceeeeeeennnnnn. 20 metoprolol succinate............... 62
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metoprolol ta- modafinil..........ccccccccoeeeeeennnn. 53 naftifine.........ccccceeevvveennnnnnnn.. 75
hydrochlorothiaz .................... 62  moexipril............cccccvvvvvvnnnnnn. 62 NAFTIN................... 75
metoprolol tartrate................. 62  molindone..............cccouvuunn. 53 NALFON......ccccoovvviiiiiiiiiiinns 43
METROCREAM.................. 73 mometasone.................... 78,144  NALOCET......cccceeeverieenne 41
METROGEL........................ 73  MONOIJECT INSULIN NAlOXONE ..., 43
METROLOTION................. 73  SAFETY SYRING............. 116  naltrexone.............ccuuuveen.... 43
metronidazole.............. 9,73,132 MONOJECT INSULIN NAMENDA........ooviiieees 37
metronidazole in nacl (iso-os)..9 SYRINGE..........ccccoceee...n. 117 NAMENDA TITRATION
INELYFOSINE ....vvvvvnnnns 62 MONOJECT SYRINGE.... 117 PAK......ccccceiiii 37
MeXIletine ...........ccccuvveeeennnnn.. 59 MONOIJECT ULTRA NAMENDA XR................... 37
mibelas 24 fe..........ccccouueennn. 134  COMFORT INSULIN........ 117 NAMZARIC.........cooeeeee. 37
MECATUNGIN ..., 1 montelukast.......................... 144 NAPRELANCR................. 44
MICARDIS.......oovvieiie, 62  morphine...................cceeeeeunnn. 40  naproxen............cccceeeeeneannnn. 44
MICARDIS HCT. ................. 62  morphine concentrate............. 40  naproxen sodium.................... 44
MIcONAzole-3 ........................ 132 MOTEGRITY ... 97  naproxen-esomeprazole.......... 44
MICRODOT INSULIN MOTOFEN. ...ttt 95  naratriptan.............cccccceeeennn... 33
PEN NEEDLE.................... 116 MOUNJARO.......ccvveennnne 80 NARCAN......ccociiiiiiee 44
microgestin 1.5/30 (21) ........ 134 MOVANTIK........................ 98 NARDIL.......ccoovvvvivvvviiiinns 53
microgestin 1/20 (21) ........... 134 MOVIPREP............ccoooee. 98 NATACYN....cocvvvvvvvvvinrinnns 136
microgestin 24 fe.................. 134 moxifloxacin................... 13,136 NATAZIA......coovvvieeeees 134
microgestin fe 1.5/30 (28).... 134 moxifloxacin- nateglinide..................ccc......... 89
microgestin fe 1/120 (28) ....... 134 sod.chloride(iso) .................... 13 NATESTO.......ceovei. 93
midodrine................ccouueenn. 81 MS CONTIN................... 40,41 NATPARA......cccoevvie, 93
PEZETGOL v 33 MULPLETA.......ccccvvvrenn. 65 NATROBA.......c.cceeeiies 79
miglitol..............cccovveeeeennnnn... 89 MULTAQ....cooiiieeeiieeeens 59 NAYZILAM......cceovvvveennne, 29
MIgIUSIAL ..........coooevevveeevannnnnn, 93 mupirocin...............ooeevvevennn. 74 nebivolol.................ovvvvevnnnnn. 62
MIGRANAL.....ccooeveeennn. 33 mupirocin calcium.................. 74 NEBUPENT......................... 10
Pl e 134 MVASI............. 21 necon 0.5/35 (28) cceeeeennnn..... 134
millipred...............ccccouvveenn... 84 MYALEPT.....ccccovviiiinns 93 NEEDLES, INSULIN

PUIVEY .o 131  MYAMBUTOL.................... 10 DISP.,SAFETY ....cccccveeeenn. 117
MINI ULTRA-THIN II..... 116 MYCAPSSA....ccooenn. 21 nefazodome............................. 53
MINIPRESS.....cccoeeiiinn. 62 MYCOBUTIN.......cooennnnnnn. 10 neomycin..................oooo. 10
MINIVELLE...................... 131  mycophenolate mofetil............ 21 neomycin-bacitracin-poly-hc. 138
minocycline..............c........... 14 mycophenolate sodium............ 21 neomycin-bacitracin-
MINOLIRA ER..............o...... 14 MYDAYIS.....coooee 53 polymyxin..........cccoouueunnn..... 136
IINOXIAIL ... 62 MYFEMBREE.................. 132 neomycin-polymyxin b-
MIRAPEX ER.......ccevnnnnn. 32 MYFORTIC........ccceveen. 21 dexameth.............cccceeuuee.... 138
MIRENA.......ccooieeeee. 132 MYRBETRIQ...........c......... 148  neomycin-polymyxin-
MIFLAZAPINE .......eaaaaaannnnn. 53 MYSOLINE........cccovvvviiirnnnns 29 gramicidin............................ 136
MIRVASO......ccoovvvviiiieeeeeens 73 MYTESI......coooiiie 95  neomycin-polymyxin-hc.. 83, 138
MISOPrOStOl............cccceeenn... 101 nabumetone............................ 43 neo-polycin...............ccceeeuu. 136
MITIGARE....................... 124 nadolol.................cuuuvveee..... 62  neo-polycin hc....................... 138
M-M-R II (PF)....ccccceenneee. 106 nafcillin..........cccceeveeeenennnnn. 12 NEORAL........cccoeviiieene 21
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NEO-SYNALAR.................. T4 nizatidine.............c.ccccocue.. 101 NOVOLOG FLEXPEN U-

NERLYNX ..oooooooviiiieeee 21 NOCDURNA (MEN).......... 93 100 INSULIN.......ccovvireees 90
NESINA ..o, 89 NOCDURNA (WOMEN)....93 NOVOLOG MIX 70-30 U-
FCUAC ....cvvveaeaaeeeeeeeriiiaaaeaaaaenns 73 nora-be.............ooueueeeevennnnnnnn. 131 100 INSULN.....ccoeveiirrrrinnn. 90
NEULASTA......cooiiveeeee 103 NORDITROPIN NOVOLOG MIX 70-
NEULASTA ONPRO.......... 103 FLEXPRO......cccocevvevnnn. 103 30FLEXPEN U-100.............. 90
NEUPOGEN.......ccccunnn....n. 103 noreth-ethinyl estradiol-iron..134  NOVOLOG PENFILL U-
NEUPRO.....ccooveieeeeeee 32 norethindrone (contraceptive) 100 INSULIN.......cooviiiiines 90
NEURONTIN..........cceeneee 20 e 131  NOVOLOG U-100
NEVANAC........................ 138  norethindrone acetate........... 131 INSULIN ASPART.............. 90
HEVIFAPINE .........cceeeeervrrevaannnn 4  norethindrone ac-eth estradiol NOXAFIL......coooviiiiieeeeeee, 1
NEXAVAR ....cccoviiiiiee 21 131,134 NUBEQA.......cooiiiiieee. 21
NEXIUM....oocooevviiieeeene, 101 norethindrone-e.estradiol-iron NUCALA......ccooiieieeeee 144
NEXIUM PACKET........... LO1 e 134 NUCYNTA. ... 44
NEXLETOL..........ccuvvvnnee. 67 norgestimate-ethinyl estradiol NUCYNTAER................... 44
NEXLIZET....cccccoevviiiiieanns 67 e 134,135 NUEDEXTA......ccvvvreennne 37
NEXPLANON.................. 132 NORITATE.......coviiireenne 73  NUPLAZID.....cooovvvvveennne. 53
NEXTSTELLIS.................. 134 NORLIQVA......ccoiiieee 62 NURTECODT.........ccuuuee. 33
FUACTI ..o 67 NORPRAMIN.........coeuneeen. 53 NUTRILIPID..................... 151
NIACOR ..., 67 NORTHERA............oceee. 81 NUTROPIN AQ NUSPIN. 103
nicardipine..............ccccc......... 62 nortrel 0.5/35 (28) ....ouuvuun... 135 NUVARING......ccceeeeennnnn. 132
NICOTROL......cccocuvvvieennne 82 mortrel 1135 (21) ....uuueen.... 135 NUVIGIL.....cccovviiiiees 53
NICOTROL NS.....cccooveeeee. 82 nmortrel 1135 (28) ....uuvuenn... 135 NUZYRA......coooviiiieeee, 14
nifedipine..............ccccceeeeeeenn. 62 nortrel 71717 (28) ................. 135 nyamyc......cccoeeeceiciiiiiaiiianen. 75
MIKKTE (28) o, 134 nortriptyline...............cccce....... 53 mylia 1135 (28) ceueeeeeeeeaaann. 135
NILANDRON.............c..... 21 NORVASC.....ccoooeeveiieeen, 62  mylia 71717 (28) ccccuveeveeannn. 135
nilutamide.............................. 21 NORVIR.......oooiiieeeiieeees 4 NYMALIZE.......cccvveenn. 62
NIMOAIPINe ..........oeveeennnn. 62 NOURIANZ......................... 32 AYIYO . 135
NINLARO......cceeviireeeene, 21 NOVOFINE 32................... 117 nystatin............ccceeeeeeeenne. 1,75
nisoldipine.................cccccvvuun. 62 NOVOFINE nystatin-triamcinolone............ 75
nitazoxanide........................... 10 AUTOCOVER.................... 117 nystop..........ccccooeeiiiiiininnn. 75
RELISTRONE ..o 81 NOVOFINE PLUS............. 117 NYVEPRIA..........cccco 104
Ritro-bid.............oovvvvveiinaann. 68 NOVOLIN 70/30 U-100 OCALIVA ..., 98
NITRO-DUR........cccoueeee.. 68 INSULIN.......ccceeviiiiireene 89 ocella........cccccevviiiiiiiaannn, 135
RILrOfUrantoin......................... 14 NOVOLIN 70-30 OCTAGAM........cvvvvvvee 106
nitrofurantoin macrocrystal....14 ~ FLEXPEN U-100.................. 89 octreotide acetate................... 21
nitrofurantoin monohyd/m- NOVOLIN N FLEXPEN.....90 OCUFLOX.........ccccvvvreee.n. 136
CEPST e 14 NOVOLIN N NPH U-100 ODACTRA......ccciiiee 106
nitroglycerin..................... 68,69 INSULIN......ccooovviirieieeeeens 90 ODEFSEY ....oooviiiiiiiiieeeennn. 4
NITROLINGUAL............... 69 NOVOLIN R FLEXPEN.....90 ODOMZO.........cceeouvvvreernnnn. 21
NITROSTAT......ccoeveee. 69 NOVOLIN R REGULAR OFEV. ..., 144
NITYR oo, 81 UIO0OINSULIN..........counee. 90 ofloxacin................... 13, 83,136
NIVESTYM.....cooovvvvveeeen. 103 olanzapine.............cccuuvveee..... 53
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olanzapine-fluoxetine.............. 53  ORENITRAM MONTH 1 PAMELOR........ccccoviiiien. 53

olmesartan............................. 62 TITRATION KT.................. 62 PANCREAZE........c............ 98
olmesartan-amlodipin- ORENITRAM MONTH 2 PANDEL. ..., 78
hethiazid..............cccuvveveeannn... 62 TITRATION KT.................. 62 PANRETIN..........covvrriees 71
olmesartan- ORENITRAM MONTH 3 pantoprazole......................... 101
hydrochlorothiazide................ 62 TITRATIONKT................. 62 PANZYGA........ccovvvvviiin, 106
olopatadine................ 82,137 ORFADIN........coovvvvirriiiinns 81  paricalcitol............................ 93
OLUMIANT......cceevvinn. 128 ORGOVYX...oovviiiiieeeenn, 21 PARLODEL.........coeuvveennn. 32
OLUX-E...coovvvviieiiieeee 78 ORIAHNN.......ccovviireee 132 PARNATE.....ccccceviiiiees 53
OMECLAMOX-PAK......... 101  ORILISSA.......cooeeei 93  paromomycin.......................... 10
omega-3 acid ethyl esters........ 67 ORKAMBI...........uvvveeee. 144 paroxetine hel......................... 53
omeprazole........................... 101 ORLADEYO.......ceeeunnn...... 144 paroxetine

omeprazole-sodium ORSERDU.........ccccvvriir 21 mesylate(menop.sym) ............ 53
bicarbonate........................... 101 oseltamivir.........cccc.coeveueeeenn. 4 PAXIL....ccoooiiiiiiieee, 53
OMNARIS.....cccoeiiiiiees 144  OSENI....ccccooviiiiiiiiiiieeee, 90 PAXILCR....cooovvviiiiiieeas 53
OMNIPOD 5 G6 INTRO OSMOLEX ER.............cc..... 32 PEDIARIX (PF)................. 106
KIT (GEN 5).ccoviiiiiiiieennnne, 117 OSMOPREP.......cccecuvrrenn. 98 PEDVAXHIB (PF)............. 106
OMNIPOD 5 G6 PODS OSPHENA.........ceeeiii, 132 peg 3350-electrolytes.............. 98
(GENS5)ovviiiiiiiiiinn 117 OTEZLA......ccceeeeeeeeennn. 129  peg3350-sod sul-nacl-kcl-asb-
OMNIPOD CLASSIC OTEZLA STARTER.......... 129 Covirreee 98
PODS (GEN3)..cccviieeee 117 OTOVEL.....cccoiiiiiiiiiieee, 83 PEGASYS...coooiiiiiiiii 104
OMNIPOD DASH INTRO OTREXUP (PF)......cccuu....... 129  peg-electrolyte........................ 98
KIT (GEN 4).....cccvvvveennnne, 117 OVIDE.....cccooviiiieeeiiiieeees 79 PEMAZYRE.......ccceeenn. 22
OMNIPOD DASH PODS oXACTllin..........oooeeveiaaaaannnn 12 PEN NEEDLE, DIABETIC,
(GEN4) .o, 117  oxacillin in dextrose(iso-osm) 12 SAFETY ......ccoooiiiiiinnen.n. 117
OMNITROPE..................... 104 oxaprozin.........cccccooeeeeeeeennnnn, 44 penciclovir..........cccceeeeeeeen..... 76
ondansetron............................ 98 OXBRYTA..........c.cco 81  penicillamine........................ 129
ondansetron hel...................... 98 oxcarbazepine........................ 29  PENICILLIN G POT IN
ONEXTON....coeoviiiiieeeeee, 73  OXERVATE.......cccccnn. 137 DEXTROSE......cccccvvveennee. 12
ONFI ..o, 29 oxiconazole............................ 75  penicillin g potassium.............. 12
ONGENTYS. ... 32 OXISTAT.......oooeeeii 75  penicillin g procaine................ 12
ONGLYZA.....ooeeeeee 90 OXTELLAR XR................... 29 penicillin g sodium............... 12
ONTRUZANT.....cvvvveeeeeen. 21 oxybutynin chloride.............. 148  penicillin v potassium.............. 12
ONUREG......cocovvvveiieeeees 21 oxycodone...............ouuuueee...... 41 PENNSAID.........cccooiin 44
ONZETRA XSAIL............... 33 OXYCODONE........ccuvueen... 41 PENTACEL (PF)................ 106
OPSUMIT ... 144 oxycodone-acetaminophen......41 PENTAM......ccccccccceiiiiinnnnn. 10
OPZELURA..........ceeeeees 71 OXYCONTIN........eeeeeens 41  pentamidine............................ 10
ORACEA.....ccccciieee, 14 oxymorphone.......................... 41 PENTASA. ..o, 98
ORALAIR.......cceeiii. 106 OXYTROL.........ceeevnnnneen. 148  PENTIPS......cooiiiiiiee. 118
ORAPRED ODT.................. 84 OZEMPIC.........oovvviieenn, 90  pentoxifylline......................... 65
ORENCIA................... 128,129  pacerone............ccccceeveceaannnn. 59 PEPCID.......ccoovvvvviiiiiiiiinn, 101
ORENCIA CLICKIJECT.... 128  paliperidone............................ 53 PERCOCET........ccoeuuvrnnnn. 41
ORENITRAM.......cccvveeeene 62 PALYNZIQ....cccooniiieannnne 93 PERFOROMIST................ 144
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perindopril erbumine............... 63 POMALYST.....ccoovvieiinn. 22 prenatal vitamin oral tablet...151
periogard............cccceeeeeennnn.... 82 PONVORY ....ccooooeeviiriinens 37 PRETOMANID.................... 10
PErmetnrin..........cccceeeeeeennn.... 79  PONVORY 14-DAY PREVACID.............ccon... 101
perphenazine.......................... 53 STARTER PACK................. 37 PREVACID SOLUTAB
PERSERIS......cccccooviiies 53 portia28.......eeeeeeiiiiaaaann, 135 e 101, 102
PERTZYE.....cccoooiiinnnn. 98 posaconazole............................ 2 prevalite........cccoeeeeeeeieeeaaannnn... 67
PHEBURANE........ccccunn...... 81  potassium chlorid-d5- PREVENT DROPSAFE
phenelzine...............ccceeeee.... 53 0.45%mnacl..............cc.uuuu.... 1499 PEN NEEDLE.................... 118
phenobarbital......................... 29  potassium chloride......... 149,150 PREVYMIS.......................... 4
phenoxybenzamine................. 63  potassium chloride in PREZCOBIX...................... 4
PHENYTEK.......cccovvvrennne 29 0.9%nacl...........ccceeeeeennne... 149 PREZISTA.....coooviiiiiiieees 4
phenytoin..............cccceeuun... 29 potassium chloride in 5 % dex149  PRIFTIN........ccccccceeiiiinnnnn. 10
phenytoin sodium extended.....29  potassium chloride in Ir-d5....149  PRILOSEC.......................... 102
PHEXXI.......cooovvvriiiieieeeenn. 132 potassium chloride in water...149 PRIMAQUINE.................... 10
PHOSPHOLINE IODIDE..137  potassium chloride-0.45 % PRIMAXINIV.....coooiieene 10
PIFELTRO.......ccccvviiiiinen. 4 nacl.......cccccoveeiiiiiiiiieaan, 150 PRIMIDONE....................... 29
pilocarpine hel................. 81, 137  potassium chloride-d5- primidone...............cccuuuue...... 29
pimecrolimus.......................... 71 0.2%mnacl.............vvevveennnn. 150 PRIORIX (PF)..cccccoeeinnnnnnn. 106
pimozide..............cccceeuuvvnnn... 53 potassium chloride-d5- PRISTIQ.....cccoiiiiiieiieeeeees 54
pimtrea (28) ..ueveeeeeeeeeannnn, 135 0.9%mnacl............................. 150 PRIVIGEN.......c.ccovvvvviiinn, 106
pindolol.................cccuvvveee..... 63  potassium citrate.................. 149 PRO COMFORT INSULIN
pioglitazone................c.cc...... 90 PRADAXA....ccccovmiiiiiiinn 65 SYRINGE........ccccccoiiie. 118
pioglitazone-glimepiride.......... 90 PRALUENT PEN............... 67 PRO COMFORT PEN
pioglitazone-metformin........... 90  pramipexole........................... 32 NEEDLE............................ 118
PIP PEN NEEDLE............. 118  prasugrel............ccccouvvveenn.... 65 PROAIR DIGIHALER...... 145
piperacillin-tazobactam.......... 12 pravastatin........................... 67 PROAIR RESPICLICK..... 145
PIQRAY ..oovviiiiii, 22 praziquantel........................... 10 probenecid............................ 124
pirfenidone............. 144,145  prazosin.......................c.......... 63  probenecid-colchicine............ 125
PIRFENIDONE................. 145 PRED FORTE.................... 139 PROCARDIA XL................. 63
PIFOXICAM ..., 44 PREDMILD..................... 139 procentra............................... 54
PLAQUENIL.......ccceeennnnnn. 10 prednisolone........................... 84  prochlorperazine..................... 98
PLASMA-LYTE 148........... 151  prednisolone acetate............. 139  prochlorperazine maleate oral .98
PLASMA-LYTEA............. 151  prednisolone sodium PROCRIT.......cccvvvvveeeeen. 104
PLAVIX...coovviiiiiiiiiiiiei, 65 phosphate........................ 84,139  procto-med hc......................... 98
PLEGRIDY .......cccccvvvnnnn. 104 prednisone.............cccccuuun..... 84 proctosol hc..........oeeevunnn... 98
PLENAMINE..................... 151  prednisone intensol................. 84  proctozone-hc......................... 98
PLENVU.....coocciiiiiiiiee 98 PREFEST......cccccvvvii. 132 PROCYSBI.....cccovivivreannne 149
PLIAGLIS.......ccoovieeee. 71 pregabalin.............................. 29 PRODIGY INSULIN
podofilox ...........cooveuuviiannnnne. 71  PREHEVBRIO (PF)........... 106 SYRINGE.........ccooiiie. 118
POLYCIN ... 136 PREMARIN.............c.... 132 progesterone micronized....... 132
polymyxin b sulfate................ 10 premasol 10 %...................... 151 PROGLYCEM..................... 90
polymyxin b sulf- PREMPHASE................... 132 PROGRAF....ccoovvvviiieeeaens 22
trimethoprim.............ccc....... 136 PREMPRO..........cccuieeen. 132 PROLASTIN-C..........cec.... 81
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PROLATE......cceiiiiinncns 41 QUDEXY XR....ccooceiinnnen. 29 RELAFENDS.......cccccoeiiens 44

prolate...............ccceeuvvveeeennnn... 41 QUESTRAN........ceeiirieeee 67 RELENZA DISKHALER......4
PROLENSA.......ccovvveee 138 QUESTRAN LIGHT........... 67 RELEUKO........coccvvvrrennn. 104
PROLIA ... 125  quetiapine................ccuuveen.... 54 RELEXXII......ccooooevviininnnnns 54
PROMACTA.......oeeeee. 65 QUETIAPINE........cceeee. 54 RELISTOR.........cccovvvvrrrenn. 99
promethazine........................ 140 QUILLICHEWER............... 54 RELPAX.....cccoooviiiiiiiiiiiiiiin, 33
PROMETRIUM................. 132 QUILLIVANT XR............... 54 RELTONE......ccccooviiriennnnn. 99
propafenone............................ 59 quinapril...............oooovveeevennnnnn. 63 RELYVRIO......cccooeevnnnnnnnnnn. 37
propranolol............................ 63  quinidine gluconate................. 59 REMERON......cccoevnnn. 54
propylthiouracil...................... 84  quinidine sulfate..................... 59 REMERON SOLTAB.......... 54
PROQUAD (PF)...cccccouun. 106  quinine sulfate........................ 10 REMICADE.......c.ccccvnnnnnn. 99
PROSCAR.....cccceeviiiie 148 QULIPTA.....ccoeeiiieee 33 RENAGEL......cccocvveee. 81
PROSOL 20 %..cccuvvvveeannnee 151 QUVIVIQu..coiiiiiiiieee. 54 RENFLEXIS......ccccooiiiinnn. 99
PROTONIX.......cccvvrrreennnne. 102 QVAR REDIHALER..145,146 RENVELA.........cccccccevnnnnnn.. 81
protriptyline........................... 54 RABAVERT (PF)............... 106 repaglinide............................. 90
PROVERA...........cco 132 rabeprazole........................... 102 REPATHA.......cccccceiiiinnn, 67
PROVIGIL.........cccvvvernnnne 54 RADICAVAORS............... 37 REPATHA

PROZAC.....ccccoiiiiiieee 54 RADICAVA ORS PUSHTRONEX........ccueeee... 67
DPIUAOXIN ..o 71  STARTER KIT SUSP.......... 37 REPATHA SURECLICK.... 67
PULMICORT........cceceeene 145 RAGWITEK........cocvieee. 106 RESTASIS.......cccciviiinen. 137
PULMICORT raloxifene............c.ccccueuee... 125 RESTASIS MULTIDOSE.. 137
FLEXHALER..................... 145 ramelteon...............cccccouuu.... 54 RETACRIT......ccccvviinirannn 104
PULMOZYME................... 145 ramipril...........cooevveeeeeennnnn 63 RETEVMO........cccvvvvveeeen.. 22
PURE COMFORT PEN ranolazine .............c.....ocue.... 68 RETIN-A.....cccooiiiieiiiieeeens 73
NEEDLE......cc.c.cooviiire. 118 RAPAFLO......cccvvvveen. 148 RETIN-A MICRO................ 73
PURE COMFORT RAPAMUNE........ccccecnn. 22 RETROVIR.......ccoevvee. 4
SAFETY PEN NEEDLE....118 rasagiline..............ccc..cccuu....... 32 REVATIO.....ccccovvirriannnn. 146
PURIXAN.....ccoovveeiiiieeeens 22 RASUVO (PF)...ccccceevunnenn. 129 REVCOVI......cocooiviiee. 81
PYLERA.......ccoviieee. 102 RAVICTI....ccooeveeiiiee, 81 REVLIMID.........ccoeveennnnee. 22
pyrazinamide.......................... 10 RAYALDEE......................... 93 REXULTI............coo. 54
pyridostigmine bromide.......... 38 RAYOS. ..., 84 REYATAZ...oooennnn. 4
PYRIDOSTIGMINE REBIF (WITH ALBUMIN) REYVOW.....coooiiiiiiiiiee, 34
BROMIDE..........ccovviiiennn. 38 e 104 REZLIDHIA.............cc... 22
pyrimethamine........................ 10 REBIF REBIDOSE............ 104 REZUROCK.......ccooeveeennnn.. 22
PYRUKYND......ccvvvreennne 81 REBIF TITRATION PACK REZVOGLAR KWIKPEN.. 90
QBRELIS.......coeiiiiiee 03 104 RHOFADE........ccccceeevnnee. 73
QELBREE............................ 54  reclipsen (28) ..eeeeieiieieaann. 135 RHOPRESSA.....cccooennnnnn.n. 138
QINLOCK.......coeeviiiiieannn 22 RECOMBIVAX HB (PF)... 106 RIABNI.........cccceeviiiiiiiannnn 22
QNASL..ccoiiiiiiiieeieeeeeeeee, 145 RECORLEV.....ccccooveeeeennnn... 93 Fibavirin...........ooueeveeeeeeiiininnnnn, 4
QTERN ..., 90 RECTIV....oooiiiiiiiiiiiiee, 99 RIDAURA.......ccoooieees 129
QUADRACEL (PF)........... 106 REDITREX (PF)................ 129 rifabutin............ccccceeeeenennnne... 10
QUALAQUIN......cccvvvvveenen. 10 REGLAN.......cccooiiiiieee. 99 rifampin..........ccoooeeiiiiieiiennnn, 10
QUARTETTE..........c......... 135 REGRANEX......ccccvvieennne. 71  RILUTEK. ..., 81
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FIIUZOLIO .o 81 SAFETY PEN NEEDLE....118 sharobel.........cccccccevvvvueenan... 132

rimantadine........................c...... 4 SAFYRAL.....coovvviie. 135 SHINGRIX (PF)................. 107
RINVOQ.....ccooviieeiiiiees 129  SAIZEN....cccooivviiiieeene, 105 SIGNIFOR.....ccccccevviiiiienn. 23
risedronate...................... 81, 125  sajazir........cccccoeeeeeeeeeeennnnnnnn. 146 SIKLOS........ccoooeieeeieee, 23
RISPERDAL......ccccceeennnnn. 55 SALAGEN sildenafil (pulmonary arterial
RISPERDAL CONSTA....... 55 (PILOCARPINE)................. 81  hypertension)....................... 146
risperidone............................. 55 SAMSCA......coooviviiiiias 93 SILENOR.......cccovvieieiennnn. 56
RITALIN.....cooviiiieeee. 55 SANCUSO.....cccoviviiiieeenne 99 SILIQu.eiiiiiiiiiieeeeiiieeeee, 69
RITALIN LA ....ccoeeviees 55 SANDIMMUNE.................. 22 silodoSin..........cueeveeaannann.. 148
FILONAVIT ..o 4 SANDOSTATIN......ccu..... 22 SILVADENE......ccccccuerennnne. 71
FIVASTIGMINE ........oovveveeeveeernnnn, 37 SANTYL...cooooiiiiiiiiiiiiiinns 71 silver sulfadiazine................... 71
rivastigmine tartrate............... 37 SAPHRIS.......ccoooii. 55 SIMBRINZA......ccooeeeennn. 138
FIVOISA ..o, 135  sapropterin................ccuuuuven. 93 SIMPONI........ooovviiiiiiiiiinanns 129
FIZATFIDEAN ... 34 SAVAYSA......ccooviiiei 65  SIMVAStAtiN.........cceeveeeeeeeennn. 67
ROBINUL......cccviiieiein. 95 SAVELLA........coooviiieen, 129 SINEMET.......occoiiiiiee. 32
ROBINUL FORTE.............. 95 SCEMBLIX..........ccc.... 22,23  SINGULAIR.........cocuuneeee.. 146
ROCALTROL............c...... 93  scopolamine base.................... 99 Sirolimus.............cccoeeeeunnnnnnn... 23
ROCKLATAN......cccvveeee. 138  SEASONIQUE................... 135 SIRTURO.....ccccvviiiiiiiiees 10
roflumilast...............cc.......... 146 SECUADO........ccccuvvvvveeenenn. 55 SITAVIG.......ccoovivviieee. 5
FOPInirole...........cccceeevveunnc... 32 SECURESAFE INSULIN SIVEXTRO.....coccviviieeine. 10
FOSUVASIALTI ... 67 SYRINGE........ccoooviieen. 118 SKY SAFETY PEN
ROSZET....cooiiiiiiiiie. 67 SECURESAFE PEN NEEDLE.......cc..ccoveivieen. 118
ROTARIX.....ccoovvvieenn. 106 NEEDLE..........cccvvvirennnne, 118 SKYCLARYS....coooovieeineenn. 37
ROTATEQ VACCINE....... 107 SEGLENTIS........cooviiiiees 42 SKYLA...ooooiiiiiiieei, 132
ROWASA ..., 99 SEGLUROMET................... 91 SKYRIZI......covevvvee. 69, 99
FOWEEPI @ ....vvvvvvvvvvvvvrvnananannnns 30 selegiline hel........................... 32 SKYTROFA........cccoovvenn. 105
ROXICODONE.................... 41  selenium sulfide...................... 69 SLYND..ooooooviiiiiiiiieeeeeeen. 135
ROXYBOND.........ccoevvvveens 42  SELZENTRY .....ccoovvivinnnnnn. 5 SOAANZ.....covvvieeeiiiieeean, 63
ROZEREM........................... 55 SEMGLEE(INSULIN sodium chloride...................... 82
ROZLYTREK.................... 22 GLARGINE-YFGN)........... 91  sodium chloride 0.45 %......... 150
RUBRACA......ccccviieeee 22 SEMGLEE(INSULIN sodium chloride 0.9 %............. 82
RUCONEST .......ovvvviviiinaes 146 GLARG-YFGN)PEN........... 91  sodium chloride 3 %
rufinamide..................cc.......... 30  SENSIPAR..........ccovinnnn. 93 hypertonic...........cccouuuuunn...... 150
RUKOBIA.......ccciiieiiiiieee 4 SEREVENT DISKUS......... 146  sodium chloride 5 %%
RUXIENCE.......ccccooeiinnnnn. 22 SEROQUEL........cccvvvvvvrnnnns 55  hypertonic............cuuuuen....... 150
RYALTRIS......ccccoevii. 146 SEROQUEL XR................... 55 SODIUM OXYBATE........... 56
RYBELSUS......c..ceeeiiis 90 SEROSTIM........ccoovvvvveeeenn. 105  sodium phenylbutyrate............ 82
RYDAPT.....cooviiiiiiiieeees 22 SERTRALINE................... 56  sodium polystyrene sulfonate.. 82
RYTARY ..o, 32 sertraline...........cccouevvvennannnn.. 56  sodium,potassium,mag
RYTHMOL SR..................... 59 setlakin................ccceeeeuennnnn.. 135 sulfates.........ccccoovvueeeiinnnnnn.. 99
SABRIL......ccvvviiiiiiiiiene 30 sevelamer carbonate............... 81 SOFOSBUVIR-

SAFESNAP INSULIN sevelamer hcl.......................... 81 VELPATASVIR..........coe. 5
SYRINGE........cccoooiiiins 118 SEYSARA ... 14 SOGROYA......ccoccvviieee. 105
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solifenacin...............ccccc....... 148  STRIBILD.....cccvvvieiiiiieeenne S5 Syeda.....eeiiiiiiiiiiiii 135

SOLIQUA 100/33.................. 91 STRIVERDI RESPIMAT.. 146 SYMBICORT..................... 146
SOLODYN.....c.ooeeeeiiiireeene 14 STROMECTOL.................... 10 SYMBYAX....coooooveviiiieees 56
SOLOSEC......ccceevviiveeee, 10 SUBOXONE.........eoevvireenns 44 SYMDEKO...........cceuune... 146
SOLTAMOX.....cccecvvvvreeennne. 23 Subvenite..........cccooueeeiennnnnnn. 30 SYMFI..ooooiiiiiiiiieeeeee, 5
SOMATULINE DEPOT...... 23 subvenite starter (blue) kit.....30  SYMFILO......ccccooooinnnnnn. 5
SOMAVERT .......cccvvvvviiiinnns 93 subvenite starter (green) kit...30  SYMIEPI...........cccovvvvnnnnn. 140
SOOLANTRA.....ccceeeeenenn. 73 subvenite starter (orange) kit.30 SYMLINPEN 120................. 91
SOrafenib.......ccccceeeeeeeeeeeeennn... 23 SUCRAID.......ccccciiiiininnn. 99 SYMLINPEN60................... 91
SORILUX.......covvvvvvvviiiriirinnns 69  sucralfate.........ccccceeeeeeeannnn.. 102 SYMPAZAN........................ 30
SOFINC c.vvveeeeiieeeeeieae e, 59 SULAR......ccooiiiiieee 63 SYMPROIC........cceeerene 99
sotalol............ccccccevvvvenniniin.. 59 sulfacetamide sodium............ 137 SYMTUZA ... 5
sotalol af .........ccceuvvviiieeiann. 59 sulfacetamide sodium (acne)..74 SYNALAR.......c....ceeiinnn. 78
SOTYKTU......coovviviieeeee. 69  sulfacetamide-prednisolone... 137  SYNAREL...........c...ceeennn. 93
SOTYLIZE......ccovvveieeaann, 59 sulfadiazine............................ 13 SYNDROS.......ccoviieeeeenn. 99
SOVALDI....cccovvvviiiiieeeeein, S sulfamethoxazole- SYNJARDY ....cccovvvvrvvieennnn. 91
SPINOSAd........ovevvvveeeaeaaannnnnn, 79  trimethoprim......................... 13 SYNJARDY XR.....cooceveeeenn. 91
SPIRIVA RESPIMAT........ 146 SULFAMYLON................... 74  SYNRIBO........cooviiiiireannne 23
SPIRIVA WITH sulfasalazine........................... 99 SYNTHROID....................... 95
HANDIHALER................. 146 sulindac...........ccccccovveuueeiannn. 44 SYPRINE........ccccccoviiiin, 82
spironolactone........................ 63 sumatriptan............................ 34 TABLOID.......ccccvvvrrveeen. 23
spironolacton- sumatriptan succinate............. 34 TABRECTA.......ccceiiiees 23
hydrochlorothiaz .................... 63  sumatriptan-naproxen............ 34 TACLONEX........cooooiinnene. 70
SPORANOX ..., 2 sunitinib malate...................... 23 tacrolimus............ccc.......... 23,71
Sprintec (28) .....oevevvvvvunnnnnnn. 135 SUNLENCA...............cl S5 tadalafil............................... 149
SPRITAM......oovvvvvvvvviiiiiiinnns 30 SUNOSI.....oovviiiiinn, 56  tadalafil (pulmonary arterial
SPRIX.....ccooiiis 44  SUPRAX. ..., 7 hypertension) oral tablet 20
SPRYCEL.......cccovvveeenn. 23  SUPREP BOWEL PREP TG ceveeeeeeiieeeeeeieee e 146
sps (with sorbitol) .................. 82 KIT..ooooeieeeeeee 99 TADLIQ...ccccveiiiiiiiiiiiinnnnnn 146
STONYX coveeeieiieeeeeeiiiieeee e 135 SURE COMFORT INS. TAFINLAR .....ccceeviiiieee 23
SSA e 71 SYR. U-100.....cccceeeeeeennnnn.. 118  tafluprost (pf) ..ol 138
STALEVO 100..........ccuu....... 32 SURE COMFORT TAGRISSO......ccoviiiiiieenne 23
STALEVO 125.....ccccoveeee. 32 INSULIN SYRINGE......... 119 TAKHZYRO.......ceouveennn. 146
STALEVO 150.......ccceevnnnen.. 32 SURE COMFORT PEN TALICIA ..o 102
STALEVO 200..........cccuuee... 32 NEEDLE..........cooiivirrnnne. 119 TALTZ AUTOINJECTOR.. 70
STALEVO 75..ccccviiiiiianne. 32 SURE COMFORT TALTZ SYRINGE............... 70
STEGLATRO.......ccuvvveennne 91 SAFETY PEN NEEDLE....119 TALZENNA.........cccccovnneen.. 23
STEGLUJAN.....ccccvvvieeenn 91 SURE-FINE PEN TAMIFLU.......ccceeviiiiiannn 5
STELARA.....cccvvvveeeee. 69,70 NEEDLES............ccvvvnnnn. 119  tamoxifen.........ccuuevvveeeeennn.. 23
STIOLTO RESPIMAT....... 146 SURE-JECT INSULIN tamsuloSin............cccccooeeun.. 148
STIVARGA.......cccevviieee 23 SYRINGE.......cccooiiiienn 119 TAPERDEX.......ccccooninenn. 84
STRATTERA........cccevnieee. 56 SUTAB.....ccoooiiiiiiieieee 99 TARGADOX.....ccccccevvnnn. 14
STREPTOMYCIN............... 10 SUTENT ..o, 23  TARGRETIN........ccceeennnne 23
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tarina 24 fe........cooueeeeeennnn... 135 TERIPARATIDE............... 125 TIROSINT-SOL................... 95
tarina fe 1-20 eq (28) ........... 135 TERUMO INSULIN TIVICAY .o 5
TARPEYO.......coovvvvvieen 84 SYRINGE..........covvree. 120 TIVICAY PD.....oooeere, 5
TASCENSO ODT................. 37 TESTIM....ccoooovveiiiiieeeeee, 94 tizanidine.............cccccuvveen... 38
TASIGNA ..., 23 1eStOSterone.........cccceeueennnnnn.. 94 TLANDO.......ovvvvvvviriiiiininns 94
tasimelteon................cccccvuuuunn. 56 TESTOSTERONE................ 94 TOBI....ccooeeeiiiii 10
TASMAR ..., 32 testosterone cypionate............ 94 TOBI PODHALER.............. 10
tavaborole............................. 75  testosterone enanthate............ 94 TOBRADEX.........cceeeoo. 138
TAVALISSE.......ccccvviien 65 TETANUS,DIPHTHERIA TOBRADEX ST................. 138
TAVNEOS ..o, 82 TOXPED(PF).................... 107  tobramycin...................... 10, 136
tazarotene.............................. 73 tetrabenazine.......................... 37 tobramycinin 0.225 % nacl.....10
TAZAROTENE.................... 73 tetracycline............................ 14 tobramycin sulfate.................. 10
FAZICES oo 7 TEXACORT....cccccceeieiinnn. 78  tobramycin-dexamethasone.. 138
TAZORAC.....ccccoeviiieea. 73 TEZSPIRE.......ccceeeeennne 146 TOBREX......ccccooniiiiirrannnn. 136
LAZEIA XT oovvvveieaaaaeeeeeeeeee 63 THALITONE..............cc..... 63 tolcapone...............ccovveeeaannn. 32
TAZVERIK........occvveiien 23 THALOMID.......ccccouveeennnne. 23 TOLSURA......cccceiiiiiieene, 2
TDVAX ..o 107 THEO-24......cccccevviiiiiia. 146  tolterodine............................ 148
TECFIDERA.........ccooveeee. 37  theophylline................... 146, 147  tolvaptan................................ 94
TECHLITE INSULIN thinpro insulin syringe........... 120  TOPAMAX....cccccceviiiiiieeans 30
SYRINGE................... 119,120 THINPRO INSULIN TOPCARE CLICKFINE....121
TECHLITE INSULN SYRINGE.........cccuvvirranne. 121 TOPCARE ULTRA
SYR(HALF UNIT)............. 120 THIOLA.......ccovveiieeeiiieee, 82 COMFORT......ccccceevvinnn. 121
TECHLITE PEN NEEDLE 120 THIOLA EC.........cc.cc........... 82 TOPICORT.....cc.eeveeriienne 78
TEFLARO........ooviiiie 7 thioridazine............................ 56 topiramate......................ouuuu. 30
TEGRETOL..........cccuunn.. 30  thiothixene..........cccccceveune..... 56 TOPROL XL......ccovvveennnee. 63
TEGRETOL XR.................... 30 THYQUIDITY ..ccceeeevneen. 95  toremifene..............ccceeuuunnnn. 23
TEGSEDI............................. 37  tiadylter................oooooe.... 63  torsemide................................ 63
TEKTURNA.......ccvvvreee 63  tiagabine.............ccooueeeeenn.... 30 TOSYMRA........ccovvvveeee, 34
telmisartan............cccceeeen...... 63 TIAZAC.....iiiiiiiiian, 63 TOUJEO MAX U-300
telmisartan-amlodipine........... 63 TIBSOVO.....cooooenn. 23 SOLOSTAR.....cccooveeennn. 91
telmisartan- TICOVAC.............ccc 107 TOUJEO SOLOSTAR U-
hydrochlorothiazid.................. 63  tigecycline...............cccceuuun.... 10 300 INSULIN..........ceeennnns 91
TENIVAC (PF)..cccovviiieen. 107  TIGLUTIK.......ccocvvvereennnee. 82  tovet emollient........................ 78
tenofovir disoproxil fumarate....5 TIKOSYN......ccoooovviiiiiiinnnnn. 59 TOVIAZ....ccoovveveieiieeeeaan, 148
TENORETIC 100................. 63 tiliafe i, 135 TPN ELECTROLYTES..... 150
TENORETIC 50................... 63  timolol maleate............... 63,136 TRACLEER....................... 147
TENORMIN...........ceeeenns 63  timolol maleate (pf)............. 136 TRADIJENTA.......cvvvevee. 91
TEPMETKO.........ccceveennnne. 23 TIMOPTIC OCUDOSE TRAMADOL.......cccuvvveennn. 44
[OTAZOSIN ..., 63 (PE)veoiiiiiiiieee 136  tramadol...............cccceeeenn...... 45
terbinafine hel.......................... 2  TIMOPTIC-XE................... 136  tramadol-acetaminophen........ 45
terbutaline............................ 146  tinidazole................................ 10 trandolapril............................ 63
terconazole........................... 132 tiopronin..........cccccecvvveennnnn.... 82  trandolapril-verapamil............ 63
teriflunomide.......................... 37 TIROSINT.....cccovviiiiiaane 95  tramexamic acid.................... 132

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific

benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2023.
173


http://express-scripts.com

TRANSDERM-SCOP........... 99 tri-mili..cccceee 135 TYRVAYA.....coceii 137
tranylcypromine..................... 56 trimipramine.......................... 56 TYVASODPI................... 147
travasol 10 %.........ccceeueeeeann. 151 TRINTELLIX.........ccoun.... 56 UBRELVY......ccoooooemviiiinnens 34
TRAVATANZ.................. 138 tri-nymyo......cccovveeeeecrrnann. 135 UCERIS......cccciiieeeiieees 99
[TAVOPFOSt ... 138 tri-sprintec (28) coeeeeeeeennnn.... 135 UDENYCA....ccoooiiieieeennn. 105
TRAZIMERA.........cccoeen. 23 HFIOCIT cuveeeeeeeiiieeeeeieeee 79 UDENYCA
trazodone...............ccccuveeennne.. 56 TRIUMEQ......ccoooevvvninnnnnnn. 5 AUTOINJECTOR.............. 105
TRECATOR.........coeeve. 10 TRIUMEQPD........ccuuveeenn. 5 ULORIC.....ccccovviiiiie 125
TRELEGY ELLIPTA......... 147 trivora (28) .cccceeveeeeeinaaann 135 ULTICARE..........ccennnn. 122
TRELSTAR.....cccovvviie. 24 tri-vylibra...............ueeeeen... 135 ULTICARE INSULIN
TREMFYA......cccoovie 70 tri-vylibralo......................... 135 SYRINGE............coounn 121
treprostinil sodium.................. 63 TRIZIVIR..........ooeeennnnn 5 ULTICARE INSULN
TRESIBA FLEXTOUCH TROKENDI XR................... 30  SYR(HALF UNIT)............. 122
U-100..cciiieeeiiiieeeeiieees 91 TROPHAMINE 10 %......... 151 ULTICARE PEN NEEDLE
TRESIBA FLEXTOUCH IFOSPIUM ..o 148 122
U-200.....ceeeiiiiiieeeeiiieeees 91 TRUDHESA.......cccccovei. 34 ULTICARE SAFETY PEN
TRESIBA U-100 INSULIN..91 TRUE COMFORT NEEDLE........ccccceoviiiinn. 122
tretinoin (antineoplastic) ........ 24 INSULIN SYRINGE......... 121 ULTIGUARD

tretinoin microspheres............ 73  TRUE COMFORT PEN SAFEPACK-INSULIN
tretinoin topical...................... 73 NEEDLE.....ccccoocvvviieeees 121 SYR..ooiee 122
TREXALL.....ooooviiieiiiieen 24 TRUE COMFORT PRO ULTIGUARD
TREXIMET.......cccoovvvvrernnnn. 34 INSSYRINGE................... 121 SAFEPACK-PEN
TREZIX....ccooviiiieiiiiieee, 42  TRUE COMFORT NEEDLE.......cc..ceovviiie. 122
triamcinolone acetonide .... 78,82 SAFETY PEN NEEDLE....121 ULTILET INSULIN
IFIAMECTENE ... 63 TRUEPLUSINSULIN....... 121  SYRINGE..........coviiies 122
triamterene- TRUEPLUS PEN NEEDLE ULTILET PEN NEEDLE.. 122
hydrochlorothiazid.................. 03 e —————— 121 ULTRA CMFT INS SYR
TPIANEX oo 78 TRULANCE.......cccccvveennn. 99 (HALF UNIT)....cccovvvveennn. 122
TRIBENZOR........c.ceeen 63 TRULICITY .ccoovvvveeeiiiieene 92 ULTRA COMFORT

TRICOR .......ooeviiiviee. 67 TRUMENBA...................... 107 INSULIN SYRINGE......... 122
LA ..o 79 TRUVADA......cccooieeeiieen, 5 ULTRA FLO INSUL

IFTENLING ..o, 82 TUDORZA PRESSAIR..... 147 SYR(HALF UNIT)............. 122
tri-estarylla.............ccccooo.... 135 TUKYSA...coooiiiiiiee 24 ULTRA FLO INSULIN
trifluoperazine........................ 56 TURALIO........ccoeeiirnnnne. 24 SYRINGE........ccooovveeeeee. 123
trifluridine ...............cccccceo.... 136 TWINRIX (PF)....ccccuvveennn. 107 ULTRA FLO PEN
TRIJARDY XR.............. 91,92 TWYNEO.....ccooviiiiiiinn. 74 NEEDLE..........ccoovviie, 123
TRIKAFTA.....ccoviiiee. 147 TYBLUME..........ocooee. 135 ULTRA THIN PEN

tri-legest fe........ccooveveeeeannnn. 135 TYBOST....ccoooiiiiiiiiieeieee, 5 NEEDLE.....oooovvviiiieians 123
TRILEPTAL........cooiiiiees 30 tydemy......oooooiiiiiiiiiiiiian, 135 ULTRACARE INSULIN
TRILIPIX ....ccooiiiiiiiiiiee, 68 TYGACIL.....ooviivieeeen. 10 SYRINGE......cccooiiiiiinn 123
tri-lo-estarylla...................... 135 TYKERB......oooovviiiieeiees 24 ULTRACARE PEN
tri-lo-sprintec........................ 135 TYMLOS.............. 125 NEEDLE.......cccooiiiiinn. 123
trimethoprim..............cc.......... 14 TYPHIM VI......occooccoeeeen. 107
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ULTRA-THIN II (SHORT) VALTREX....cccooiiiiiiiiinces 5 VESICARE........cccocveenn. 148

INSSYR ...ooooiiiiiee 123 VANCOCIN.................... 10,11  VESICARELS................... 148
ULTRA-THIN II (SHORT) VANCOMYCIM .. 11 vestura (28) .ccccceveevveeennaannn. 135
PENNDL.......c.ooviiiieens 123 VANCOMYCIN................... 11 VFEND.....cccoviiiiiiiiiieeee, 2
ULTRA-THIN II INS PEN vandazole..............cccuuee.n. 132 VFEND IV..cooooiiiiiiie 2
NEEDLES......c..cooviiiien. 123 VANISHPOINT INSULIN V-GO 20....ccceeieeiiiieeeenee, 124
ULTRA-THIN II INSULIN SYRINGE.........cccvvvirennne 124 V-GO 30...ccoviiieeeeiiieees 124
SYRINGE..........cooviiiies 123 VANISHPOINT SYRINGE V-GO40...ccoooeeeeiieeee, 124
ULTRAVATE.......cocvvee. T e 124 VIBERZI......cccoovveviiieee, 99
UNASY N, 12 VANOS......ccooiii 79  VIBRAMYCIN.................... 14
UNIFINE PENTIPS........... 123 VAQTA (PF)..uooeieeiiiiec, 107 VIBRAMYCIN

UNIFINE PENTIPS varenicline...............cccouooo..... 82 (CALCIUM)....cccooovvvrvrreennnn. 14
MAXFLOW........cceovnn.. 123 VARIVAX (PF)......cccuu...... 107 VIBRAMYCIN (MONO).....14
UNIFINE PENTIPS PLUS 124 VARUBI.........ccoovvvvvvviin, 99 VICTOZA 3-PAK................. 92
UNIFINE PENTIPS PLUS VASCEPA......cccooveeieeeieeeeennn. 68  VIENVA........ovveeeaeiiiiiinn 135
MAXFLOW. ... 124 VASERETIC........ccceeeennnn.... 63 vigabatrin........ccccceeeeeeeenn..... 30
UNIFINE VASOTEC. ... 63  vigadrome............................... 30
SAFECONTROL................ 124 VECAMYL.....ooovvviiien. 68  VIGAMOX......ccocceeeeeienn. 136
UNIFINE ULTRA PEN VECTICAL........ccovvvveeenn. 70  VIIBRYD.....coooovvveiiiieeees 57
NEEDLE.........cccoovvvviiiininnn, 124 velivet triphasic regimen (28)135 VIJOICE...........cccovvvveeeeeennn. 24
UNILhrOid..........ovvvvvieeeeeaaann, 95 VELPHORO..........cccevveee.... 82 vilazodone....................cc........ 57
UPTRAVI.......cooiieee 63 VELTASSA.......cooeiiieeee 82 VIMOVO.....ccoooovvevieeeeeens 45
UROCIT-K 10........cceuunee.. 149 VELTIN.....cccovviiiieeee. 74  VIMPAT ..o, 31
UROCIT-K 15.....ccceeennee. 149 VEMLIDY ...ooooviiiiiieiiieee, 5 VIOKACE.......ccooovvevvnnnnn. 100
UROCIT-K 5...oooeeviiiinnnns 149 VENCLEXTA.......ccceeunnen. 24 VIRACEPT.....cccooceevviiieees 5
UROXATRAL.......ccuue.... 148 VENCLEXTA STARTING VIREAD......cccovvieiiinen. 5,6
URSO 250....ccciiiiiiiieeen. 99 PACK.....iiieeiieeeeee, 24  VITRAKVI.....cccoovvviee. 24
URSO FORTE........cccccuuun. 99  venlafaxine............................ 57 VIVELLE-DOT.................. 132
Ursodiol ..............ccccvvveeenennnn.. 99 VENLAFAXINE VIVITROL........ccvvveeen. 45
UZEDY ...cooiviiiiiiieees 56,57 BESYLATE......cccovveennn. 57 VIVIOA. ..., 2
VABOMERE....................... 10 VENTAVIS..........ccceiin, 147 VIZIMPRO........c..eeeevnnee.. 24
VAGIFEM..........occuvveee, 132 VENTOLIN HFA............... 147 VOGELXO.........ccovevveeen, 94
valacyclovir.............ccccceeuvun.... S verapamil................ccccuuu..... 64 VONIJO....ccooovviiiiiiiiiieieee, 24
VALCHLOR..............coe. 71  VERDESO.......cccovvvveeereenn. 79  voriconazole............................. 2
VALCYTE.....ccoooiiiii, 5 VERELAN.........cccoooiiiien, 64 VOSEVI.......oooviiie, 6
valganciclovir .......................... 5 VERELANPM........ccc.......... 64 VOTRIENT...........cccvvnnn 24
VALIUM........oooieeee 57 VERIFINE INSULIN VOXZOGO........ccocvvveeaann. 94
valproic acid........................... 30 SYRINGE.......cccccoeeiiein. 124 VRAYLAR..........coee 57
valproic acid (as sodium salt) .30  VERIFINE PEN NEEDLE 124 VTAMA......cccococcviiiiiieiiens 70
VALSARTAN........eevnne. 63 VERKAZIA.........ccvveee. 137 VUITY oo, 137
valsartan................................ 63 VERQUVO.........coeeeeeree. 68 VUMERITY ...ccoooeeeeiirinn. 37
valsartan-hydrochlorothiazide .63 ~VERSACLOZ....................... 57 vyfemla (28) ..oeuueeeeeeeeaannn, 135
VALTOCO......ccccovvveeeennen. 30 VERZENIO........ccoevveennne. 24 vylibra.........cccccvevieeeiaa 135
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VYNDAMAX ....ccooovieiiiene 68 XOFLUZA......cccccoviiiiniis 6 ZEPOSIA........ccccoviiiiic, 38

VYNDAQEL.......cccooeeeen 68 XOLAIR......cccovvveeeeinn. 147 ZEPOSIA STARTER
VYTORIN 10-10................... 68 XOPENEX HFA................. 147 PACK (7-DAY)...cccvvvveennne. 38
VYTORIN 10-20................... 68  XOSPATA....ccoeeviveeeee 25 ZERBAXA....ccooooiiiiiiee 7
VYTORIN 10-40................... 68  XPOVIO....ccoovviieeiiieeee, 25 ZERVIATE.......ccccoovnne.. 137
VYTORIN 10-80................... 68 XTAMPZAER.........c.......... 42  ZESTORETIC...................... 64
VYVANSE....cccoiiiiiee 57 XTANDI.....coooviiiieiiiiieees 25 ZESTRIL......coooovviiviiiieeens 64
VYZULTA. ... 138 xulane...........c.ccocvvvvveaannnnn.. 132 ZETIA ..o 68
WAKIX ..o, 57 XULTOPHY 100/3.6............ 92 ZETONNA.......ccooiiieeee, 147
Warfarin................cccccoeeveeeen. 66 XURIDEN......ccccvvvviiiiiiiinnns 82 ZIAC.....ccooiiiiiiiiiiiiiiiiiiiiiin, 64
WELCHOL............coovnne, 68 XYOSTED........cceevvveenn 94 ZIAGEN.....ccoooiiiiiiiiiiiiee, 6
WELIREG........ccooeeeen. 24 XYREM......oooooviiiiiiii, 58 ZIANA ..o 74
WELLBUTRIN SR............... 57 XYWAV ... 58  zidovudine.............cccocoeuuuiiinnn. 6
WELLBUTRIN XL........ 57,58  YASMIN (28)...cceeeeecrriennnn. 135 ZIEXTENZO.........cccuu.... 105
WINLEVI........oooiiiii T4 YAZ (28).cooeeeeiieeeieeene. 135 zileuton............ccccoecuueevaann.. 147
wixela inhub..............c.......... 147 YF-VAX (PF)...................... 107 ZILXI..ooooooeeeeeeeiiei 74
WYMZYA [ .ovvvvviaaaaaaaaaaennnnn. 135 YONSA ..o, 25 ZIMHI.........ocoovie 45
XADAGO.....c.ccoviviieeeeenn 32 YUPELRI...........coeenniee, 147 ZIOPTAN (PF)....cccooveeenn. 138
XALATAN.....oovvvvvviiiiiiiin, 138 YUSIMRY(CF) PEN.......... 129  ziprasidone hcl........................ 58
XALKORI........ccoiiiiiiie. 24 yuvafem.......cccccueeeiiieeeaeaann, 132 ziprasidone mesylate............... 58
XARELTO....vvvviviieeeieis 66  zafemy......ccccceevviiiiiiiniaaannn. 132 ZIPSOR......cccoiviiiiiiieeeeeee, 45
XARELTO DVT-PE Zafirlukast .............ccc..ooeuu.... 147 ZIRABEV......ccoooiiiviiiee, 25
TREAT 30D START............ 66  zaleplon............ccccceevveuvunnnn. 58 ZIRGAN.....ccooviieeeiiieee, 136
XATMEP.....ccccoovviiiiieeann, 24  ZANAFLEX......ccooovieeennne. 38 ZITHROMAX.........coovvvveenns 8
XCOPRI.....covvvieeiiieee 31 ZARONTIN.......cooevrrreee, 31 ZITHROMAX TRI-PAK....... 8
XCOPRI MAINTENANCE ZARXIO....cccoviviieeiiieee, 105 ZITHROMAX Z-PAK........... 8
PACK ... 31 ZAVESCA......cccooiiieeee, 94 ZOCOR......ccoviiieeeiiieeeen, 68
XCOPRI TITRATION ZEGALOGUE ZOKINVY ..o 82
PACK ..o 31 AUTOINJECTOR................ 92 ZOLINZA....cccoeveiieee, 25
XELJANZ ..o 129 ZEGALOGUE SYRINGE...92  zolmitriptan............................ 34
XELJANZ XR....coovvvvaen. 129 ZEGERID..........covviieen. 102 ZOLOFT..cocooiiiiiiieeeee. 58
XELPROS.......ccovvvie. 138 ZEJULA......ccooevvvieeeieeee. 25 zolpidem............cccoeeeveueunann. 58
XELSTRYM.......oooviiiens 58 ZELAPAR........ccooovviieennn. 32 ZOMACTON.......cceevvnen. 105
XENAZINE.........ccoo..... 37,38 ZELBORAF.......cccoovviiiennnn, 25 ZOMIG.....ccooiiiiiiiieeeee, 34
XENLETA. ... 11 ZEMAIRA...........oooiiee, 82 ZONALON........ooovvreeirne, 71
XERESE......cccooiiiiiiin. 76  ZEMBRACE SYMTOUCH.34 ZONEGRAN..........cccvvveen. 31
XERMELO.........cccuvverennne. 24 ZEMDRI.......ccoooeivi, 11 ZONISADE........ccovvvveenn. 31
XGEVA ..o, 15 ZEMPLAR......ccccovvviiieen, 94 zonisamide............................. 31
XHANCE.......ccoovivveveeee. 147  zenatane...............cccouvvuuennnne. 74  ZONTIVITY .ooovvviiiiiiiiiiiiis 66
XIFAXAN . ...coooiiiiieiiieee, 11 ZENPEP.......ccoooiivin, 100 ZORBTIVE.......ccvvvven 105
XIGDUO XR.......ccvvvveee 92 zenzedi........coovvieeeiiiiiaaannn, 58 ZORTRESS.....ccccoviiiiians 25
XIIDRA ....coviiieieeeee, 137 ZENZEDI..........cccvvvvveann. 58 ZORYVE....oiiiiiinn. 70
XIMINO......covviieeiiiieeee, 14 ZEPATIER.........ooooviirian 6
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(ISO-OSM)...ovvviiiieeeeeeee, 12
zovia 1-35 (28) coceeveeeeinanann. 135
ZOVIRAX ...ccoovveeiiiieeee, 76
ZTALMY ..ooviiiiiiieeeiiiieen, 31
ZTLIDO ..o, 71
ZUBSOLV....ccooovviiiiiiieeeen, 45
ZYCLARA.....ccoovieiieee, 72
ZYDELIG.....cccooovvieeiiine, 25
ZYFLO...coooiiiiiiieeeen. 147
ZYKADIA .....coooiiiieee 25
ZYLET . .coooiiiiiiiieiee, 139
ZYLOPRIM.......cceevveee 125
ZYMAXID.....covviviviaeannn. 136
ZYPITAMAG......ccccevvn. 68
ZYPREXA ....ccccovviiiiinn 58
ZYPREXA RELPREVV...... 58
ZYPREXA ZYDIS.............. 58
ZYTIGA ..o 25
ZYVOX ..iiiiiiiiiiiiiiiiieeeen, 11
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/22/2023. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2023 Express Scripts. All Rights Reserved.
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