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At UnitedHealthcare, we want to help you better understand
your medication options.

Your pharmacy benefit offers flexibility and choice in determining the right medication for you. To help
you get the most out of your pharmacy benefit, we’ve included some of the most commonly used terms
and their definitions as well as frequently asked questions:

Brand-name drug means a Prescription Drug Product (1) which is manufactured and marketed under

a trademark or name by a specific drug manufacturer; or (2) that we identify as a brand-name product,
based on available data resources. This includes data sources such as Medi-Span, that classify drugs as
either brand or generic based on a number of factors. Not all products identified as a “brand-name” by the
manufacturer, pharmacy, or your Physician will be classified as brand-name by us. A brand-name drug is
listed in this PDL in all CAPITAL letters.

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

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

Deductible means the amount you pay for covered health care benefits that are subject to the deductible
before your health insurer begins to pay. If your health insurance policy has a deductible, it may have
either 1 deductible or separate deductibles for medical benefits and prescription drug benefits. After you
pay your deductible, you usually pay only a copayment or coinsurance for covered health care benefits.
Your insurance company pays the rest.

Drug Tier means a group of Prescription Drug Products that correspond to a specified cost sharing tier in
your health insurance policy. The drug tier in which a Prescription Drug Product is placed determines your
portion of the cost for the drug.

Exception request means a request for coverage of a non-formulary drug. If you, your designee, or your
prescribing health care provider submits a request for coverage of a non-formulary drug, your insurer
must cover the non-formulary drug when it is medically necessary for you to take the drug.

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

Formulary or Prescription Drug List (PDL) means a list that categorizes into tiers medications or products
that have been approved by the U.S. Food and Drug Administration (FDA). This list is subject to our
periodic review and modification (generally quarterly, but no more than 6 times per calendar year).

Generic drug means a Prescription Drug Product: (1) that is chemically equivalent to a brand-name drug;
or (2) that we identify as a generic product based on available data resources. This includes data sources
such as Medi-Span, that classify drugs as either brand or generic based on a number of factors. Not all
products identified as a “generic” by the manufacturer, pharmacy or your Physician will be classified as a
generic by us. A generic drug is listed in this PDL in italicized lowercase letters.

Medically Necessary means health care benefits needed to diagnose, treat, or prevent a medical
condition or its symptoms and that meet accepted standards of medicine. Health insurance usually does
not cover health care benefits that are not medically necessary.

Non-formulary drug means a Prescription Drug Product that is not listed on this PDL.

Out-of-pocket costs means your expenses for health care benefits that aren’t reimbursed by your health
insurance. Out-of-pocket costs include deductibles, copayments and coinsurance for covered health care
benefits, plus all costs for health care benefits that are not covered.



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

Prescription means an oral, written, or electronic order from a prescribing provider authorizing a
Prescription Drug Product to be provided to a specific individual.

Prescription Drug Product means a medication or product that has been approved by the U.S. Food
and Drug Administration (FDA) and that can, under federal or state law, be dispensed only according
to a Prescription Order or Refill. A Prescription Drug Product includes a medication that, due to its
characteristics, is appropriate for self-administration or administration by a non-skilled caregiver.

We will provide coverage for a Prescription Drug Product which includes a medication that, due to its
characteristics, is appropriate for self-administration or administration by a non-skilled caregiver. This
definition includes: Inhalers (with spacers); Insulin; the following diabetic supplies: standard insulin
syringes with needles; blood-testing strips - glucose; urine-testing strips - glucose; ketone-testing strips
and tablets; lancets and lancet devices; and glucose meters (including continuous glucose monitors);
disposable devices which are medically necessary for the administration of a covered outpatient
Prescription Drug Product. Benefits also include FDA-approved contraceptive drugs, devices and products
available over-the-counter when prescribed by a Network provider.

Prior Authorization means a process by your health insurer to determine that a health care benefit is
medically necessary for you. If a Prescription Drug Product is subject to prior authorization in this PDL,
your prescribing provider must request approval from your health insurer to cover the drug. Your health
insurer must grant a prior authorization request when it is medically necessary for you to take the drug.

Step therapy means a specific sequence in which Prescription Drug Products for a particular medical
condition must be tried. If a drug is subject to step therapy in this PDL, you may have to try 1 or more
other drugs before your health insurance policy will cover that drug for your medical condition. If your
prescribing provider submits a request for an exception to the step therapy requirement, your health
insurer must grant the request when it is medically necessary for you to take the drug.



How doIuse myPDL?

When choosing a medication, you and your doctor should consult the Prescription Drug List (PDL). It will
help you and your doctor choose the most cost-effective prescription drugs. This guide tells you if special
programs apply. Bring this list with you when you see your doctor. It is organized by therapeutic category
and class. The therapeutic category and class are based on the American Hospital Formulary Service
(AHFS) Pharmacologic-Therapeutic Classification.

You may also find a drug by its brand or generic name in the alphabetical index. If a generic equivalent for
a brand-name drug is not available on the market or is not covered, the drug will not be separately listed
by its generic name.

This is the way Prescription Drug Products appear in the PDL:

1. Adrugis listed alphabetically by its brand and generic names in the therapeutic category and class to
which it belongs;

2. The generic name for a brand-name drug is included after the brand-name in parentheses and all
lowercase italicized letters;

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

4. If a generic drug is marketed under a proprietary, trademark-protected brand-name, the brand-name
will be listed after the generic name in parentheses and regular typeface with the first letter of each
word capitalized.

Example:

Prescription Drug Name Drug Tier | Coverage Requirements & Limits
AVAPRO ORAL TABLET 150 MG, 300 MG, 75 MG 4

(irbesartan)

irbesartan oral tablet 150 mg, 300 mg, 75 mg 1

If your medication is not listed in this document, please visit myuhc.com or call the toll-free member
phone number on your member ID card.

Below is a list of drug tier numbers, abbreviations and designations used in the PDL as well as an
explanation for each.

Drug Tierl Yourlowest cost medications SP Specialty medication

Drug Tier2 Your mid-range cost medications CM Orally administered anti-cancer
Drug Tier3 Your mid-range cost medications medication

Drug Tier4 Your highest cost medications E Excluded from coverage unless

covered as part of health care

PA Prior authorization required reform preventive

SL Supply Limit SM $0 cost-share by state mandate
ST Step Therapy when condition appropriate

H Part of health care reform

preventive when age and/or
condition appropriate
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What are tiers?

Tiers are the different cost levels you pay for a medication. Each tier is assigned a cost, which is
determined by your employer or health plan. This is how much you will pay when you fill a prescription.
Tier 1 medications are your lowest-cost options. If your medication is placed in Tier 2, 3 or 4, look to see if
thereis a Tier 1 option available. Discuss these options with your doctor.

For orally administered anti-cancer medications on any Tier, the total amount of copayments and/
or coinsurance shall not exceed $250 for an individual prescription of up to a 30-day supply. For high
deductible health plans, the $250 maximum only applies once the deductible has been met.

Check your benefit plan documents to find out your specific pharmacy plan costs, including any
maximum dollar amount of cost sharing that may apply to a drug. Preferred medications are found in
Tier1, Tier 2 or Tier 3 and may vary depending on the medication and the condition it treats.

$ Drug Tier Includes Helpful Tips
$ Tier1 Medications that provide the Use Tier 1 drugs for the lowest
Your lowest cost highest overall value. Mostly out-of-pocket costs.

generic drugs. Some brand-name
drugs may also be included.

$$ Tier2and 3 Medications that provide good Use Tier 2 or Tier 3 drugs instead
Your mid-range overall value. A mix of brand-name of Tier 4 to help reduce your
cost and generic drugs. out-of-pocket costs.
$$$ Tier4 Medications that provide the Many Tier 4 drugs have
Your highest cost  lowest overall value. Mostly lower-cost optionsin Tier1,2 or
brand-name drugs, as well as 3. Ask your doctor if they could
some generics. work for you.

Please note: If you have a high deductible plan, the tier cost levels may apply once you reach your
deductible. Refer to your enroliment and plan materials on myuhc.com, or call the toll-free number on
your member ID card for more information about your benefit plan.

When does the PDL change?

This PDL is required to be updated on a monthly basis.

+ Medications may move to a lower tier or coverage may be added at any time.

+ Medications may move to a higher tier when a generic becomes available.

+ Medications may move to a higher tier, become non-formulary, or the dosage form covered may
change, most often on Jan. 1, May 1, or Sept. 1.

+ Medications may become subject to new or revised utilization management procedures, such as prior
authorization, step therapy or supply limits, at any time but most often upon FDA approval of the
medication or its generic, Jan. 1, May 1, or Sept. 1.

When a medication changes tiers, you may have to pay a different amount for that medication.

The presence of a Prescription Drug Product on the PDL does not guarantee that you will be prescribed
that Prescription Drug Product by your provider for a particular medical condition.
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Utilization Management Programs

Prior authorization required — Your doctor is required to provide additional information to us to
determine coverage. For specific prior authorization requirements, please refer to your Evidence
of Coverage.

Supply limit— Amount of medication covered per copayment or in a specific time period.

Step therapy — Requires you to try 1 or more other medications before the medication you are
requesting may be covered. For specific step therapy requirements, please refer to your Evidence
of Coverage.

Patient Protection and Affordable Care Act (PPACA) zero cost-share preventive care medication
when age and/or condition appropriate — This medication is part of a health care reform preventive
benefit and may be available at no cost to you when used for appropriate preventive purposes. For
more information, please refer to the California Traditional and Access HMO and PPO Prescription
Drug List (PDL) PPACA Zero Cost-Share Preventive Medications list, which is available at myuhc.com.
PPACA zero cost-share preventive care medications can be obtained, free of charge, at network
pharmacies with a prescription from a prescribing provider. A prescription will not be required to
trigger coverage of over-the-counter FDA-approved contraceptive drugs, devices, and products.
PPACA zero cost-share preventive care medications are obtained at a network pharmacy with a
prescription order or refill from a physician and are payable at 100% of the prescription drug charge
(without application of any Copayment, Coinsurance, Deductible) as required by applicable law under
any of the following:

+ Evidence-based items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force.

« Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention with respect to the
individual involved.

+ With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health Resources and
Services Administration.

+ With respect to women, such additional preventive care and screenings as provided forin
comprehensive guidelines supported by the Health Resources and Services Administration.

A complete list of PPACA zero cost-share preventive care medications covered under the outpatient
prescription drug benefit can be found at myuhc.com.

Designated specialty program — For certain Specialty Prescription Drug Products, we may direct you
to a Designated Pharmacy with whom we have an arrangement to provide those Prescription Drug
Products, which are identified in the Coverage Requirements and Limits column of the Prescription
Drug List (PDL). If you choose not to obtain your Prescription Drug Product from the Designated
Pharmacy, you may opt-out of the Designated Pharmacy program by contacting us at myuhc.com or
the telephone number on your member ID card.

State mandated $0 cost-share when condition appropriate — This medication is mandated to be
covered at $0 cost-share when used for any of the following conditions:
+ Abortion*

+ COVID-19

*Please Note: If you have a high deductible plan, $0 cost-share will not apply until your deductible has
been met.
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To learn more about a pharmacy program or to find out if it applies to you, please visit myuhc.com or call
the toll-free member phone number on your member ID card. If you are a pre-enrollee and you would like
to learn more about your specific pharmacy benefit, please contact your employer.

Drugs administered by a health care professional are generally covered under the medical benefit while
drugs that are self-administered are covered under the pharmacy benefit. In order to obtain medical
benefits for drugs that are administered by a health care professional, your provider may also be required
to obtain a prior authorization. The provider may contact UnitedHealthcare for more information or
uhcprovider.com.

Your Right to Request Access to a Non-formulary Drug

This plan must cover all Medically Necessary Prescription Drug Products.

When a Prescription Drug Product is not on our PDL, you or your representative may request an exception
to gain access to that Prescription Drug Product. To make a request, contact us in writing or call the toll-
free number on your member ID card. We will notify you of our determination within 72 hours. If approved,
we will cover the Prescription Drug Product for the duration of the prescription, including refills.

Urgent Requests

If your request requires immediate action and a delay could significantly increase the risk to your
health, or the ability to regain maximum function, call us as soon as possible. We will provide a written or
electronic determination within 24 hours. If approved, we will cover the Prescription Drug Product for
the duration of the exigency.

External Review

If you are not satisfied with our determination of your exception request, you may be entitled to
request an external review. You or your representative may request an external review by sending
a written request to us to the address set out in the determination letter or by calling the toll-free
number on your member ID card. The Independent Review Organization (IRO) will notify you of its
determination within 72 hours.

Expedited External Review

If you are not satisfied with our determination of your exception request and it involves an urgent
situation, you or your representative may request an expedited external review by calling the toll-

free number on your member ID card or by sending a written request to the address set out in the
determination letter. The IRO will notify you of our determination within 24 hours.

If we deny your exception request, you may appeal. Please refer to your Evidence of coverage for
details. The complaint and appeals process, including independent review, is described under
Section 6: Questions, Complaints and Appeals. You may also call the telephone number listed on your
member ID card.
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Requesting a Prior Authorization or Step Therapy Exception

Before certain Prescription Drug Products are dispensed to you, your prescribing provider or

your pharmacist is required to obtain prior authorization or step therapy exception from us. Your
prescribing provider can submit a request by phone to Optum Rx® or electronically by contacting us

at uhcprovider.com. The Prior Authorization staff of qualified pharmacists and technicians is available
Monday - Friday from 5 a.m. - 10 p.m. PST and Saturday from 6 a.m. - 3 p.m. PST to assist licensed
physicians. Most authorizations are completed within 24 hours. The most common reason for delay in the
authorization process is insufficient information. Your licensed physician may need to provide information
on diagnosis and medication history and/or evidence in the form of documents, records or lab tests
which establish that the use of the requested Prescription Drug Product meets plan criteria. You may
determine whether a particular Prescription Drug Product is subject to prior authorization or step therapy
requirements by going online at myuhc.com or by calling at the toll-free phone number on the back of
your member ID card.

An exception to a step therapy requirement will be granted if your prescribing provider submits necessary
justification and supporting clinical documentation supporting their determination that the required
Prescription Drug Product is inconsistent with good professional practice for provision of medically
necessary covered services, taking into consideration your needs and medical history, along with the
professional judgment of your prescribing provider.

If you are currently taking a Prescription Drug Product which was approved by UnitedHealthcare for

a specific medical condition and that drug is removed from the Prescription Drug List (PDL) and the
prescribing provider continues to prescribe the Prescription Drug Product for your medical condition, we
will continue to cover the Prescription Drug Product provided that the drug is appropriately prescribed
and is considered safe and effective for treating your medical condition.

In the case of a standard prior authorization or step therapy exception request, we will notify you, your
designee, or your prescribing provider of the Benefit determination no later than 72 hours following
receipt of the request. In the case of an expedited prior authorization or step therapy exception request
based on exigent circumstances, we will notify you, your designee, or your prescribing provider of the
Benefit determination no later than 24 hours following receipt of the request. If we fail to respond to
you, your designee, or your prescribing provider within the prescribed time limits, the request is deemed
approved and we may not deny the request thereafter.

If you disagree with a determination, you can request an appeal. The complaint and appeals process,
including independent medical review, is described in the Evidence of Coverage under Section 6:
Questions, Complaints and Appeals. You may also call at the telephone number on your member ID card.

How do I locate and fill a prescription through a retail
network pharmacy?

UnitedHealthcare has a well-established network of pharmacies including most major pharmacy and
supermarket chains as well as many independent pharmacies. For a listing of network pharmacies, call the
toll-free phone number on your member ID card to help locate a network pharmacy near you or visit our
website at myuhc.com for an up-to-date list.
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How do I locate and fill a prescription through the mail
order pharmacy?

UnitedHealthcare offers a Mail Order Pharmacy Program through Optum Rx. Here’s how to fill
prescriptions through Optum® Home Delivery.

1. Call your prescribing provider to obtain a new prescription for each medication. When you call, ask the
physician to write the prescription for a 90-day supply which represents 3 prescription units with up
to 3 additional refills. The doctor will tell you when to pick up the written prescription. (Note: Optum
Rx must have a new prescription to process any new Mail Order request.)

2. After picking up the prescription, complete the Mail Order Form included in your enrollment
materials. (To obtain additional forms or for assistance in completing the form, contact
UnitedHealthcare’s customer service department by calling the telephone number on the back of
your ID card. You can also find the form at optumrx.com.)

3. Enclose the prescription and appropriate copayment via check, money order, or credit card. Your
Pharmacy Schedule of Benefits will have the applicable copayment for the mail order pharmacy
program, Optum Home Delivery. Make the check or money order payable to Optum Rx. No cash please.

Important Tip: If you are starting a new Prescription Drug Product, please request 2 prescriptions from
your physician. Have 1 filled immediately at a network pharmacy while mailing the second prescription to
Optum Home Delivery. Once you receive your medication through the mail order pharmacy program, you
should stop filling the prescription at the network pharmacy.

How do I locate and fill a prescription at a specialty pharmacy?

Call the phone number on the back of your member ID card or visit specialty.optumrx.com to locate a
designated specialty pharmacy for your medication.

Designated Pharmacies

If you require certain Specialty Prescription Drug Products, we may direct you to a Designated Pharmacy
with whom we have an arrangement to provide those Specialty Prescription Drug Products. There are
both retail and mail pharmacies in the Designated Pharmacy network. Note that not all contracted retail
pharmacies are in the Designated Pharmacy network. Only retail pharmacies that are in the Designated
Pharmacy network will provide access to these Specialty Prescription Drug Products. If you choose not to
obtain your Specialty Prescription Drug Product from the Designated Pharmacy, you may opt-out of the
Designated Pharmacy program through the Internet at myuhc.com or by calling the telephone number
on your member ID card. If you want to opt-out of the program and fill your Specialty Prescription Drug
Product at a non-Designated Pharmacy but do not inform us, you will be responsible for the entire cost of
the Specialty Prescription Drug Product and no Benefits will be paid.

In urgent or emergent circumstances, you may contact customer service by calling the telephone number
on the back of your member ID card. This will allow you access to the retail network override process and
allow the urgent or emergent prescription claim to pay at your local pharmacy for same day access if they
have the Prescription Drug Product available.

10
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How do I get updated information about my pharmacy benefit?

Since the PDL may change during your plan year, we encourage you to visit myuhc.com or call the toll-
free member phone number on your member ID card for more current information.

Log in to myuhc.com for the following pharmacy information and tools:

+ Pharmacy benefit and coverage information
+ Possible lower-cost medication options

+ Medication interactions and side effects

+ Participating retail pharmacies by ZIP code
* Your prescription history

And, if mail order services are included in your pharmacy benefit, you can also:

+ Refill prescriptions

+ Check the status of your order
+ Set up reminders for refills

+ Manage your account

Learn more  cajithe toll-free member phone number on your member ID card,
or visit myuhc.com.
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Nondiscrimination notice and
access to communication services

UnitedHealthcare Services, Inc. on behalf of itself and its affiliates does not discriminate on the basis
of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual
orientation, age, or disability.

If you think you were treated unfairly for any of these reasons, you can send a complaint to:
Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O.Box 30608
Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you
within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again. If you need
help with your complaint, please call the toll-free phone number listed on your member ID card.
If you think you were treated unfairly because of your race, color, national origin, ancestry, religion, sex,
marital status, gender, gender identity, sexual orientation, age, or disability, you can also send a complaint to
the California Department of Insurance:

California Department of Insurance

Consumer Communications Bureau

300 South Spring Street, South Tower
Los Angeles, CA 90013

1-800-927-HELP (1-800-927-4357)
1-800-482-4833 (TTY)
Internet Website: www.insurance.ca.gov

If you think you were treated unfairly because of your sex, age, race, color, national origin, or disability, you
can also file a complaint with the U.S. Dept. of Health and Human Services:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, D.C. 20201

12
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English

IMPORTANT: You can get an interpreter at no cost to talk to your doctor or health insurance
company. To get an interpreter or to ask about written information in your language, first call
your insurance company’s phone number at 1-800-842-2656.

Someone who speaks your language can help you. If you need more help, call the Department
of Insurance Hotline at 1-800-927-4357.

Espafiol

IMPORTANTE: Puede obtener la ayuda de un intérprete sin costo alguno para hablar con su
médico o con su compafia de seguros. Para obtener la ayuda de un intérprete o preguntar
sobre informacion escrita en espafol, primero llame al numero de teléfono de su compania
de seguros al 1-800-842-2656.

Alguien que habla espafiol puede ayudarle. Si necesita ayuda adicional, lame a la linea directa
del Departamento de seguros al 1-800-927-4357. (Spanish)

TRz

BESR : CHTNBLNERRRASIRHKE, rIEERENZRS. NGEHEERMHEOE,
YREATXEHEN, BANBEBRIRRAS], BaEIRH51-800-842-2656

RAXA LR EIREE) . WEEZHE), BNBREREEAR 1-800-927-4357 (Chinese)
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XIN LUU Y: Néu quy vi nodi tiéng Viét (Vietnamese), quy vi s€ dugc cung cép dich vy trg gitp vé
ngon nglt mien phi. Vui long goi so dién thoai mién phi & mat sau thé hoi vién cta quy vi.

2

(8= 0 (Korean)E AFE0tAI= R 20 X MHIAE 222 0|E6tA &= JUSLICHA G

=
=] =
AMEZZ IEN JIHE 22 33 MatPsSE 220 AIL.

10 e

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Pakitawagan ang toll-free na numero ng telepono na nasa iyong identification card.

BHUMAHME: 6ecrninaTHble ycayru nepeBojia JOCTYIHBI 7S JIIOACH, Yeil pOJHOMN S3bIK SBISETCS
pycckuMm (Russian). [To3BoHuTe o GecriatTHoMy HOMepy TenedoHa, yka3aHHOMY Ha Ballei
UACHTU()DUKAIIMOHHOM KapTe.

‘;_a\;.d\ ailell a8 e Juat¥) ela Il el dalic dxlaal) 4 galll saclual) Sladd lé ((Arabic) Ay ) Chaas € 1)) A

FEEE : BREEapanese)ZEE SN BHI5E . BHOEEIEBY—EXZ TRRAWEET
FY9. BRARREICEHESN TSI —FSVILIZEEFES S,

Sl ol jlad b lilal asl e Ll sl o G801 sk 4 Al lae) cledd «cunl (Farsi) e e b)) K1 ida
280 Gl a2 3 Lad (lulid & )lS (555 48

€Tt &: I 3T €Y (Hindi) 37T § oY 3170k foIT #9797 HGRICT HaTU fot: Qfoeh 3UTstr § | T 37qe
TgdTel 9 W fU rer-3hT it HeT I el ol |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

ANTIDOTE[] THERAPEUTICS
ACETAMINOPHEN[] ANTIDOTE
acetylcysteine[] inhalation[] solutiotO[] %,[] 20[] % 1
ALCOHOL] DETERRENTS[] (91:02)

acamprosate[] calcium[] oral[] tabletl(] delayed[] rel888g mg
disulfiram([] oral[] tableb0/] mg,[] 500[] mg

naltrexone[] hcll] orall] tabb€¥] mg

ANTIDOTE[] THERAPEUTICS

ANASPAZ ORAL TABLET DISPERSIBLE 0.125 MG
(hyoscyaminel] sulfate

atropine[] sulfate[] ophthalmic[] ointmédpt %
atropine[] sulfate[] ophthalmic[] solutitii %

BAQSIMI ONE PACK NASAL POWDER 3 MG/DOSE
(glucagon)

BAQSIMI TWO PACK NASAL POWDER 3 MG/DOSE
(glucagon)

CHEMET ORAL CAPSULE 100 MG (succimer)
DEPEN TITRATABS ORAL TABLET 250 MG ( penicillamine) 2 SP
glucagon[] emergency[] kit ] injection[J[Riing

GLUCAGON EMERGENCY KIT INJECTION SOLUTION
RECONSTITUTED 1 MG/ML

GVOKE HYPOPEN 1-PACK SUBCUTANEOUS SOLUTION
AUTO-INJECTOR 0.5 MG/0.1ML, 1 MG/0.2ML (glucagon)

GVOKE HYPOPEN 2-PACK SUBCUTANEOUS SOLUTION
AUTO-INJECTOR 0.5 MG/0.1ML, 1 MG/0.2ML (glucagon)

GVOKE KIT SUBCUTANEOUS SOLUTION 1 MG/0.2ML
(glucagon)

GVOKE PFS SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 1 MG/0.2ML (glucagon)

hyoscyamine[] sulfate[] erf] oral[] tablet[] extended[] release[] 12[] hour
0.375[]mg

hyoscyamine[] sulfate[] oral[] eliin 25[] mg/6ml
hyoscyamine[] sulfate[] oral] soluti@r1 25[] mg/ml

=

hyoscyamine(] sulfate[] oral[] tablel1 25[] mg

I

hyoscyamine[] sulfate[] oral[] tablet[] dispersible5]] mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier

Limits
hyoscyamine[] sulfate[] sublinguall] tablet] sublin@u&®5[] mg 1
hyosynel] oral[] elix@x. 125[] mg/5ml 1
hyosyne[] oral[] solutiot 125[] mg/ml 1
iodinel] strong[] oral[] solutigin % 1
LEVBID ORAL TABLET EXTENDED RELEASE 12 HOUR 4
0.375 MG (hyoscyamine[] sulfatg
LEVSIN ORAL TABLET 0.125 MG ( hyoscyamine[] sulfatg 4
LEVSIN/SL SUBLINGUAL TABLET SUBLINGUAL 0.125 MG 4
(hyoscyamine[] sulfatg
NULEV ORAL TABLET DISPERSIBLE 0.125 MG (hyoscyaminel|] 4
sulfate)
OSCIMIN ORAL TABLET 0.125 MG 4
OSCIMIN SUBLINGUAL TABLET SUBLINGUAL 0.125 MG 4
penicillamine[] oral[] tableb0[] mg 1 SP
phytonadione[] oral[] tabléf] mg 1
ANTIDOTES[] (91:04)
naloxonel] hell] injection[] soluti@Al] mg/ml,[] 4[] mg/10ml 1
naloxonel] hell] injection[] solution[] cartri@aié] mg/ml 1
naloxonel[] hcl[] injection[] solution[] prefilled[] syirtgemg/ml,[] 2[] 1
mg/2ml
naltrexone[] hcl[] orall] tabb€¥] mg 1
RADIOGARDASE ORAL CAPSULE 0.5 GM (prussian[] blue[] 3
insoluble)
sevelamer]] carbonate[] oral[] packe8[] gm,[] 2.4[]gm 1
sevelamer]] carbonate[] oral] tab®&0[] mg 1
sevelamer]] hcl] oral[] tabd&€l0/ ] mg,[] 800[] mg 1
sodium([] polystyrenel] sulfonate[] oral[] powder 1
SPS ORAL SUSPENSION 15 GM/60ML (sodium([] polystyrene[] 3
sulfonate)
ZEGALOGUE SUBCUTANEOUS SOLUTION AUTO- >
INJECTOR 0.6 MG/0.6ML (dasiglucagon[] hgl
ZEGALOGUE SUBCUTANEOUS SOLUTION PREFILLED >
SYRINGE 0.6 MG/0.6ML (dasiglucagon[] hgl
ZIMHI INJECTION SOLUTION PREFILLED SYRINGE 5 >
MG/0.5ML (naloxone[] hgl

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

CHEMOTHERAPY[] ANTIDOTES/PROTECTANTS

leucovorin[] calcium[] oral[] tabl€¥] mg,[] 15]] mg,[] 25[] mg,[] 5] mg 1

CYANIDE[] ANTIDOTES

EXODERM EXTERNAL LOTION 25-1 % (sod[] thiosulfate-

salicylic] acy 3
FLUOROPYRIMIDINE[] ANTIDOTE
VISTOGARD ORAL PACKET 10 GM (uridine[] triacetatie 2 PA

ANTIHISTAMINE[] DRUGS[] {] Drugs[] for] Allergy

ANTIHISTAMINE[] DRUGS[] {] Drugs[] for] Allergy

promethazine[] hcl[] oral[] tab28 ] mg 1

ETHANOLAMINE[] DERIVATIVES[] -[] Drugs[] for] Allergy

CARBINOXAMINE MALEATE ER ORAL SUSPENSION

EXTENDED RELEASE 4 MG/5ML 4
carbinoxamine[] maleate[] oral[] solutiiimg/5ml

carbinoxamine[] maleate[] oral[] tabdetmg

clemastine[] fumarate[] oral[] tabB68[] mg

DICOPANOL FUSEPAQ ORAL SUSPENSION 3 PA

RECONSTITUTED 5 MG/ML (diphenhydramine[] hgl

diphenhydramine[] hcl[] oral[] eli}@&.5[] mg/6ml 1

FIRST-MOUTHWASH BLM MOUTH/THROAT SUSPENSION
(dph-lido-alhydr-mghydr-simeth)

KARBINAL ER ORAL SUSPENSION EXTENDED RELEASE 4
MG/5ML (carbinoxamine[] maleatg

FIRST]] GEN.[J ANTIHIST.[] DERIVATIVES,[] MISC.[] -[] Drugs(] for{]
Allergy

cyproheptadine(] hcl[] oral[] syr8g mg/5ml

cyproheptadine[] hcl] oral[] tab#gtmg

FIRST[] GENERATION[] ANTIHISTAMINES[] -[] Drugs[] for] Allergy

BROMFED DM ORAL SYRUP 2-30-10 MG/5ML (pseudoeph-
bromphen-dm)

CARBINOXAMINE MALEATE ER ORAL SUSPENSION
EXTENDED RELEASE 4 MG/5ML

carbinoxamine[] maleate[] oral[] solutidiimg/5ml

carbinoxamine[] maleate[] oral[] tabdetmg

clemastine[] fumarate[] oral[] tabB68[] mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

cyproheptadine[] hcl[] oral[] syr@g mg/5ml 1

cyproheptadine[] hcl] oral[] tab#gtmg 1

DICOPANOL FUSEPAQ ORAL SUSPENSION

RECONSTITUTED 5 MG/ML ( diphenhydraminel] hy! 3 PA

diphenhydramine[] hcl[] oral[] eli}@&.5[] mg/6ml 1

FIRST-MOUTHWASH BLM MOUTH/THROAT SUSPENSION

(dph-lido-alhydr-mghydr-simeth) 3 PA

hydrocod[] poli-chlorphe[] poli[] erf] oral[] suspension[] extended[] releasel

10-8 mg/5ml PA

hydroxyzine[] hel[] oral[] syrtiy ] mg/5ml

hydroxyzine[] hcl[] oral[] tabl&l'] mg,[] 25[] mg,[] 50[] mg

hydroxyzine[] pamoate[] oral[] capsule0[] mg,[] 25[] mg,[] 50[] mg

KARBINAL ER ORAL SUSPENSION EXTENDED RELEASE 4
MG/5ML (carbinoxamine[] maleatg

NEOTUSS PLUS ORAL LIQUID 7.5-4-30 MG/5ML
(phenylephrine-chlorphen-dm)

w

promethazine[] hcl[] oral[] solut®25[] mg/5ml

promethazine[] hcl[] oral] table 5] mg,[] 251 mg,[] 50] mg

promethazine[] hcl[] rectal] suppositd®.5[] mg,[] 25[] mg

promethazine[] vdl] oral[] syr@25-5[] mg/5ml

promethazine-codeine[] orall] solutia®25-10[] mg/5ml PA

promethazine-dm[] oral[] syru@.25-15[] mg/5ml

promethegan(] rectal[] suppositor}2.5[] mg,[] 25[] mg,[] 50[] mg

RPlRr R R R R Rl R

pseudoephedrine-bromphen-dm[] oral[] syrup0-2-10[] mg/5ml

RYCLORA ORAL SOLUTION 2 MG/5ML (dexchlorpheniraminel]
maleate)

N

TUXARIN ER ORAL TABLET EXTENDED RELEASE 12 HOUR
54.3-8 MG (chlorpheniramine-codeine)

VISTARIL ORAL CAPSULE 25 MG (hydroxyzine[] pamoatg 4

OTHER[] ANTIHISTAMINES(] -[] Drugs[] for] Allergy

bepotastine[] besilate[] ophthalmic/] solutitd]] %

cimetidine([] hcl[] oral] solut@®®0[] mg/5ml|

cimetidine[] oral[] tabl@bo[] mg,[] 300[] mg,[] 400[] mg,[] 800[] mg

I

famotidine[] oral[] suspension[] reconstitutéd ] mg/5ml

hydroxyzine[] hcl[] oral[] syrtg(] mg/5ml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier

Limits
hydroxyzine[] hcl[] oral[] tabl&l’] mg,[] 25[] mg,[] 50[] mg 1
hydroxyzine[] pamoate[] oral[] capsule0[] mg,[] 25[] mg,[] 50[] mg 1
olopatadinel[] hcl[] nasal[] solutie®]] % 1

RYALTRIS NASAL SUSPENSION 665-25 MCG/ACT
(olopatadine-mometasone)

VISTARIL ORAL CAPSULE 25 MG (hydroxyzine[] pamoatg 4
PHENOTHIAZINE[] DERIVATIVES[] -[] Drugs(] for{] Allergy
promethazine[] hcl[] oral[] solut®25[] mg/5ml

promethazine[] hcl[] oral] table 5] mg,[] 251 mg,[] 50] mg
promethazine[] hcl[] rectal[] suppositdig.5[] mg,[] 25[] mg
promethazine[] vdl] oral[] syr@25-5[] mg/5ml
promethazine-codeine[] oral[] solutia®25-10[] mg/5ml
promethazine-dm([] oral[] syrup.25-15[] mg/5ml

promethegan(] rectal[] suppositor}2.5[] mg,[] 25[] mg,[] 50[] mg
PROPYLAMINE[] DERIVATIVES]] -[] Drugs(] for] Allergy

BROMFED DM ORAL SYRUP 2-30-10 MG/5ML (pseudoeph-
bromphen-dm)

hydrocod[] poli-chlorphe[] poli[] erf] oral[] suspension[] extended[] releasel
10-8[] mg/5ml

NEOTUSS PLUS ORAL LIQUID 7.5-4-30 MG/5ML

PA

I

3

PA

(phenylephrine-chlorphen-dm) 3
pseudoephedrine-bromphen-dm[] oral[] syrup0-2-10[] mg/5ml 1
RYCLORA ORAL SOLUTION 2 MG/5ML (dexchlorpheniramine[] 4
maleate)

TUXARIN ER ORAL TABLET EXTENDED RELEASE 12 HOUR 3
54.3-8 MG (chlorpheniramine-codeine)

SECOND[] GENERATION[] ANTIHISTAMINES[] -[] Drugs[] for[]
Allergy

ALOMIDE OPHTHALMIC SOLUTION 0.1 % (lodoxamide[] 3
tromethamine)

CLARINEX-D 12 HOUR ORAL TABLET EXTENDED RELEASE 3

12 HOUR 2.5-120 MG (desloratadine-pseudoephedrine)
desloratadine[] oral[] tabléf] mg

desloratadine[] oral[] tablet[] dispersiblé mg
levocetirizine[] dihydrochloride[] oral[] solut®@®[] mg/5ml

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

levocetirizine[] dihydrochloride[] oral] tabdgtmg 1
ANTI-INFECTIVE] AGENTS[] -[] Drugs(] for] Infections

1ST]] GENERATION[] CEPHALOSPORIN[] ANTIBIOTICS[] -[]
Antibiotics

cefadroxil(] oral[] capsulg00[] mg 1

cefadroxil[] oral[] suspension[] reconstitut2@0[] mg/5ml,[] 500[]
mg/5ml

cefadroxil[] oral[] tabléf] gm
cephalexin[] oral[] capsul250[] mg,[] 500[] mg,[] 750[] mg

cephalexin[] oral[] suspension[] reconstitute8s[] mg/5ml,[] 250(]
mg/5ml

cephalexin[] oral[] tabl@b0[] mg,[] 500[] mg 1

2ND[] GENERATION[] CEPHALOSPORIN[] ANTIBIOTICS[] []
Antibiotics

cefaclor(] erf] oral] tablet[] extended[] release/] 1806Gung
cefaclor(] oral[] capsul250[] mg,[] 500[] mg
cefaclorf] oral[] suspension[] reconstituted0[] mg/5ml

cefprozil[] oral[] suspension[] reconstitut&@s[] mg/5ml,[] 250[] mg/5ml
cefprozil(] oral[] tableb0] mg,[] 500[] mg
cefuroxime[] axetil[] oral[] tab®&0/] mg,[] 500[] mg

3RD[] GENERATION[] CEPHALOSPORIN[] ANTIBIOTICS[] -]
Antibiotics

cefdinir] oral[] capsulg00[] mg
cefdinir{] oral[] suspension[] reconstituté@5s[] mg/5ml,[] 250[] mg/5ml
cefixime[] oral[] capsuk00[] mg
cefixime[] oral[] suspension[] reconstitute@o[] mg/5ml,[] 200[] mg/8ml

I e

I

cefpodoxime[] proxetil[] oral[] suspension[] reconstituté@] mg/smi|[]
50[] mg/5ml

cefpodoxime(] proxetil[] oral[] tablé0 ] mg,[] 200[] mg 1
ADAMANTANE[] ANTIVIRALS[] -[] Drugs[] for{] Viral[] Infections
amantadine[] hell] orall] capsake0[] mg
amantadine[] hcl[] oral[] solut®®f] mg/5ml
amantadine[] hel[] orall] tabl€l0[] mg
rimantadine[] hcl[] oral[] tablé¥[] mg

I

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

ALLYLAMINE[] ANTIFUNGALS[] -[] Drugs[] for[] Fungus

terbinafine[] hcl[] oral[] tab2&0[ ] mg 1
AMEBICIDES[] -[] Drugs[] for{] the[] Mouth[] and[] Throat

chlorhexidine[] gluconate[] mouth/throat] solutien 2] % 1
FIRST-METRONIDAZOLE ORAL SUSEENSION 3 PA
RECONSTITUTED 50 MG/ML ( metronidazole[] benzoate

FLAGYL ORAL CAPSULE 375 MG (metronidazole) 4
hydrocortisone-iodoquinol[] externall] creart+1[] % 1

LIKMEZ ORAL SUSPENSION 500 MG/5ML (metronidazole) 4
METRONIDAZOLE BENZO+SYRSPEND ORAL SUSPENSION 3 PA

RECONSTITUTED 50 MG/ML ( metronidazole[] benzoate

metronidazole[] oral] capsul&75[] mg

metronidazole[] oral[] tableb0/] mg,[] 500[] mg

1
1
metronidazole[] vaginal[] gél75[] % 1
NUVESSA VAGINAL GEL 1.3 % (metronidazole) 4

PERIDEX MOUTH/THROAT SOLUTION 0.12 % (chlorhexidinel]

gluconate) 4

periogard[] mouth/throatf] solutioh 12[] % 1

AMINOGLYCOSIDE[] ANTIBIOTICS[] -[] Antibiotics

ARIKAYCE INHALATION SUSPENSION 590 MG/8.4ML . .
(amikacin[] sulfate[] liposome 4 PA; SL (8.4 ml per day.); SP
neomycin[] sulfate[] oral[] tabB&0[] mg 1

TOBI PODHALER INHALATION CAPSULE 28 MG 3 PA; SL (224 capsules per 56
(tobramycin) days.); SP

tobramycin[] inhalation[] nebulization[] solut®®0[] mg/4ml 1 ggss)l_‘ éZPZ 4 mi per 56

AMINOMETHYLCYCLINES[] -[] Antibiotics

NUZYRA ORAL TABLET 150 MG (omadacycline[] tosylatg 4

AMINOPENICILLIN[] ANTIBIOTICS[] -[] Antibiotics

amoxicill-clarithro-lansopraz] oral[] therapy[] pas@0/] &] 500[] &[] BO[] SL (112 capsules and tablets

mg (1 Package) per 180 days.)
amoxicillin[] oral[] capsul250[] mg,[] 500] mg 1

amoxicillin[] oral[] suspension[] reconstituté@s/] mg/5ml,[] 200[] 1

mg/5ml,[]250[] mg/5ml,[] 400[] mg/5ml

amoxicillin[] oral[] tablé00[] mg,[] 875[] mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

amoxicillin[] oral[] tabletf[] chewab@5[] mg,[] 250[] mg 1

amoxicillin-potassium/] clavulanate(] erf] oral[] tablet[] extended[]
release[] 12[] hodi000-62.5[] mg

amoxicillin-potassium([] clavulanate[] oral[] suspension[] reconstityted
200-28.5[] mg/bml,[] 250-62.5[] mg/5ml,[] 400-57[] mg/5ml,[] 600-42.9[] 1
mg/5ml

amoxicillin-potassium/] clavulanate(] oral[] tab@&i0-125]] mg,[] 5001

125[] mg,[] 875-125[] mg 1
amoxicillin-potassium(] clavulanate([] oral[] tablet ] chewa61@-28.5[|] 1
mg,[]400-57] mg

ampicillin[] orall] capsuls00[] mg 1
AUGMENTIN ORAL SUSPENSION RECONSTITUTED 125- 4

31.25 MG/5ML (amoxicillin-potf] clavulanatg

SL (1 carton (10
3 administrative cards, 80
tablets) per 6 months.)

SL (112 tablets per 180

OMECLAMOX-PAK ORAL 500-500-20 MG (amoxicill-clarithro-
omeprazole)

VOQUEZNA DUAL PAK ORAL THERAPY PACK 500-20 MG

(amoxicillin-vonoprazan) 4 days.)

VOQUEZNA TRIPLE PAK ORAL THERAPY PACK 500-500-20 4 SL (112 tablets per 180
MG (amoxicill-clarithro-vonoprazan) days.)
ANTHELMINTICS]] -[] Drugs(] for[] Parasites

albendazole[] oral[] tablébo[] mg 1 SL (124 tablets per month.)
BILTRICIDE ORAL TABLET 600 MG (praziquantel) 4

EGATEN ORAL TABLET 250 MG ( triclabendazole) 3

EMVERM ORAL TABLET CHEWABLE 100 MG ( mebendazole) 4 SL (6 tablets per 3 days.)
ivermectin[] oral] tabl&f] mg 1 rFr)gntSth .()20 tablets per 3
praziquantel[] oral[] tabléD0[] mg 1

STROMECTOL ORAL TABLET 3 MG (ivermectin) 4 rF;AO;mSh'jS.()ZO tablets per 3
ANTIFUNGALS,[] MISCELLANEOUS[] -[] Drugs[] for[] Fungus

BREXAFEMME ORAL TABLET 150 MG (ibrexafungerp[] citratg 4 PA

griseofulvin[] microsize[] oral[] suspensi®85/] mg/5ml 1

griseofulvin[] microsize[] oral[] tab&€l0/ ] mg 1

griseofulvin[] ultramicrosize[] oral[] tabl&5[] mg,[] 250[] mg 1

iodine[] strong[] oral[] solutigir % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

ANTI-INFECTIVES[] (SYSTEMIC),[] MISC.[] -[] Drugs(] for{]

Infections

bis[] subcit-metronid-tetracyc[] oral] capsulé0-125-125[] mg 1 g;y(sl.)ZO capsules per 180
bismuth/metronidaz/tetracyclin[] oral[] capsul&40-125-125[] mg 1 g;y(sl.)ZO capsules per 180
PYLERA ORAL CAPSULE 140-125-125 MG (bis[] subcit- 4 SL (120 capsules per 180
metronid-tetracyc) days.)

ANTILEPROSY[] AGENTS[] -[] Antibiotics

dapsonel] oral[] tabléDO[] mg,[] 25[] mg 1

ANTIMALARIALS]] -] Drugs(] for] the[] Mouth[] and[] Throat

ARAKODA ORAL TABLET 100 MG (tafenoquine[] succinatg 4 SL (16 tablets per month.)
atovaquone-proguanil[] hcl[] orall] tab®8i0-100] mg,[] 62.5-25[] mg 1

avidoxy[] oral[] tabldi00[] mg 1

chloroquine[] phosphate[] oral[] tab®&i0/] mg,[] 500[] mg 1

COARTEM ORAL TABLET 20-120 MG (artemether- >

lumefantrine)

DARAPRIM ORAL TABLET 25 MG (pyrimethamine) 4 PA; SP

DORYX MPC ORAL TABLET DELAYED RELEASE 60 MG

(doxycycline[] hyclat® 4

doxycycline[] hyclate[] oral[] capsule0[] mg,[] 50[] mg

doxycycline[] hyclate[] orall] tabl€l0] mg,[] 150 mg,[] 75[] mg

doxycycline[] hyclate[] oral[] tablet[] delayed[] relé@6g mg,[] 150[] mg,[] 1

200[] mg,[]50[] mg,[] 75[] mg

DOXYCYCLINE HYCLATE ORAL TABLET DELAYED 4

RELEASE 80 MG
doxycycline[] monohydrate[] oral[] capsule0[] mg,[] 150(] mg,[] 50[] mg,[] 1

75[Img

doxycycline[] monohydrate[] oral[] suspension[] reconstitl2éd 1
mg/5ml

doxycycline[] monohydrate[] oral[] tabl€l0[ ] mg,[] 150[] mg,[] 50[] mg,[] 1
75[Img

hydroxychloroquine[] sulfate[] oral[] tabl€l0/ ] mg,[] 200[] mg,[] 300]|] mg,[] 1
400[] mg

KRINTAFEL ORAL TABLET 150 MG ( tafenoquine[] succinate 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

MALARONE ORAL TABLET 250-100 MG, 62.5-25 MG 4

(atovaquone-proguanil[] hol

mefloquine[] hcl[] oral[] tab2&i0[ ] mg 1

minocycline[] hcl[] oral[] capsaleo[] mg,[] 50[] mg,[] 75[] mg 1

minocycline[] hcl] oral[] tabl€0[] mg,[] 50[] mg,[] 75[] mg 1

mondoxyne[] nl[] oral[] capsualed[] mg 1

primaquine[] phosphate[] oral[] tat?ét 3[] (15[] base)[] mg 1

pyrimethaminel[] oral[] tableb[] mg 1 PA; SP

QUALAQUIN ORAL CAPSULE 324 MG (quinine[] sulfatg 4

quinidine[] gluconate(] erf] oral[] tablet[] extended/] réd2dideng 1

quinidine[] sulfate[] oral[] tab260] mg,[] 300[] mg 1

quinine(] sulfate[] oral[] caps@@4[] mg 1

tetracycline[] hcl[] oral[] caps@80/] mg,[] 500[] mg 1

VIBRAMYCIN ORAL CAPSULE 100 MG (doxycycline[] hyclatg 4

ANTIMYCOBACTERIALS,[] MISCELLANEOUS[] ] Antibiotics

dapsonel] oral[] tabléDO[] mg,[] 25[] mg 1

ANTIPROTOZOALS,[] MISCELLANEOUS[] -[] Drugs[] for{] the[]

Mouth[] and[] Throat

ALINIA ORAL SUSPENSION RECONSTITUTED 100 MG/5ML >

(nitazoxanide)

atovaquonel] oral[] suspensiorb0/[] mg/sml 1

BACTRIM DS ORAL TABLET 800-160 MG ( sulfamethoxazole- 4

trimethoprim)

BACTRIM ORAL TABLET 400-80 MG ( sulfamethoxazole- 4

trimethoprim)

BENZNIDAZOLE ORAL TABLET 100 MG 2 g:;j;" (248 tablets per 720
BENZNIDAZOLE ORAL TABLET 12.5 MG 2 g:;jf)" (720 tablets per 720
bis[] subcit-metronid-tetracyc[] oral] capsulé0-125-125[] mg 1 g;y(sl.)ZO capsules per 180
bismuth/metronidaz/tetracyclin[] oral[] capsul&40-125-125[] mg 1 g;y(sl.)ZO capsules per 180
dapsonel] oral[] tabléDO[] mg,[] 25[] mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
FIRST-METRONIDAZOLE ORAL SUSPENSION 3 PA

RECONSTITUTED 50 MG/ML ( metronidazole[] benzoate

FLAGYL ORAL CAPSULE 375 MG (metronidazole) 4

IMPAVIDO ORAL CAPSULE 50 MG (miltefosine) 2 PA; SL (3 capsules per day.)
LAMPIT ORAL TABLET 120 MG ( nifurtimox) 4 PA; SL (7.5 tablets per day.)
LAMPIT ORAL TABLET 30 MG ( nifurtimox) 4 PA; SL (9 tablets per day.)
LIKMEZ ORAL SUSPENSION 500 MG/5ML (metronidazole) 4

METRONIDAZOLE BENZO+SYRSPEND ORAL SUSPENSION 3 PA

RECONSTITUTED 50 MG/ML ( metronidazole[] benzoate

metronidazole[] oral[] capsul&75[] mg

metronidazole[] oral[] tableb0/] mg,[] 500[] mg

NEBUPENT INHALATION SOLUTION RECONSTITUTED 300 4

MG (pentamidine[] isethionate

nitazoxanide[] oral[] tabl&é00[] mg 1

pentamidine[] isethionate[] inhalation[] solution[] reconstitdeaf | 1

mg

PYLERA ORAL CAPSULE 140-125-125 MG (bis[] subcit- 4 SL (120 capsules per 180
metronid-tetracyc) days.)

SOLOSEC ORAL PACKET 2 GM (secnidazole) 4
sulfamethoxazole-trimethoprim([] oral[] suspensia200-40[] mg/5ml 1

sulfamethoxazole-trimethoprim([] oral[] tabl@D0-80[] mg,[] 800-160[] 1

mg

sulfatrim[] pediatric[] oral[] suspensi@@0-40[] mg/5ml

tinidazole[] oral[] tabléb0[] mg,[] 500[] mg

ANTIRETROVIRALS,[] MISCELLANEOUS[] {] Drugs[] for{] Viral[]

Infections

SUNLENCA ORAL TABLET THERAPY PACK 4 X 300 MG 4 PA; SL (4 tablets per 365
(lenacapavir] sodium days.)

SUNLENCA ORAL TABLET THERAPY PACK 5 X 300 MG 4 PA; SL (5 tablets per 365
(lenacapavir] sodium days.)
ANTITUBERCULOSIS[] AGENTS[] -[] Antibiotics

CIPRO ORAL SUSPENSION RECONSTITUTED 250 MG/5ML 3

(5%), 500 MG/5ML (10%) ( ciprofloxacin)

CIPRO ORAL TABLET 250 MG, 500 MG (ciprofloxacin[] hg! 4

ciprofloxacin[] hcl[] oral[] tab®&0[ ] mg,[] 500(] mg,[] 750] mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

clarithromyecin[] er{] oral[] tablet[] extended[] release[] 2&00¢ung 1

clarithromyecin[] oral[] suspension[] reconstituté85[] mg/5ml,[] 250[]
mg/5ml

clarithromycin[] oral] tabl@50[] mg,[] 500[] mg
cycloserine[] oral[] capsul250[] mg

ethambutol[] hcl[] oral[] tab1€0] mg,[] 400[] mg
isoniazid[] oral[] syrus0[] mg/5ml

isoniazid[] oral] tablé0D0[] mg,[] 300[] mg

levofloxacin[] orall] solutiad@b[] mg/ml

levofloxacin[] oral[] tabl@50[] mg,[] 500[] mg,[] 750[] mg
moxifloxacin[] hcl] oral[] tabd€¥0[] mg

MYAMBUTOL ORAL TABLET 400 MG ( ethambutol[] hg!
MYCOBUTIN ORAL CAPSULE 150 MG (rifabutin)
PRETOMANID ORAL TABLET 200 MG

PRIFTIN ORAL TABLET 150 MG ( rifapentine)
pyrazinamide[] oral[] tabl&é0D0[] mg

rifabutin[] oral[] capsultb0[] mg

rifampin[] oral[] capsultb0[] mg,[] 300[] mg
RIFAMPIN+SYRSPEND SF ORAL SUSPENSION 25 MG/ML
(rifampin)

SIRTURO ORAL TABLET 100 MG, 20 MG (bedaquiline[]
fumarate)

TRECATOR ORAL TABLET 250 MG ( ethionamide) 2

ANTIVIRALS,[] MISCELLANEOUS[] -[] Drugs(] for[] Viral[] Infections

RPlR[RIND™MDMBERIRIRRRPR R RP

w

PA

LIVTENCITY ORAL TABLET 200 MG ( maribavir) 4 PA; SL (4 tablets per day.);

SP
PAXLOVID (150/100) ORAL TABLET THERAPY PACK 10 X 5 SM
150 MG & 10 X 100MG (nirmatrelvir-ritonavir)
PAXLOVID (300/100) ORAL TABLET THERAPY PACK 20 X 5 SM

150 MG & 10 X 100MG (nirmatrelvir-ritonavir)
PREVYMIS ORAL TABLET 240 MG, 480 MG (letermovir) 2 PA
TPOXX ORAL CAPSULE 200 MG (tecovirimat)

XOFLUZA (40 MG DOSE) ORAL TABLET THERAPY PACK 1
X 40 MG (baloxavirf] marboxjl

3 SL (1 tablet per month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

XOFLUZA (80 MG DOSE) ORAL TABLET THERAPY PACK 1
X 80 MG (baloxavirf] marboxjl

AZOLE[] ANTIFUNGALS[] -] Drugs[] for[] Fungus

CRESEMBA ORAL CAPSULE 186 MG, 74.5 MG
(isavuconazonium(] sulfat®

3 SL (1 tablet per month.)

==

fluconazolel] oral[] suspension[] reconstituteéd ] mg/ml,[] 40[] mg/m
fluconazole[] orall] tabléD0[] mg,[] 150[] mg,[] 200[] mg,[] 50[] mg
HEXIOUNYL EXTERNAL LOTION 3-5-20 %

SL (180 capsules per 365
days)

SL (1800 ml per 365 days)

itraconazole[] oral[] capsule00[] mg 1

itraconazolel] oral[] solutiotO[] mg/ml

ketoconazole[] oral] tabl@00[] mg

NOXAFIL ORAL PACKET 300 MG (posaconazole)
NOXAFIL ORAL SUSPENSION 40 MG/ML (posaconazole)
posaconazole[] oral[] suspensio#0[] mg/ml

SL (20 ml per day.)
SL (20 ml per day.)

RN

posaconazole[] oral[] tablet] delayed[] rele&86/] mg

SL (180 capsules per 365
days)

SPORANOX ORAL SOLUTION 10 MG/ML (itraconazole) 4 SL (1800 ml per 365 days)

VFEND ORAL SUSPENSION RECONSTITUTED 40 MG/ML
(voriconazole)

VFEND ORAL TABLET 200 MG (voriconazole) 4
VFEND ORAL TABLET 50 MG (voriconazole) 3

VIVJOA ORAL CAPSULE THERAPY PACK 150 MG SL (18 capsules per 84
(oteseconazole) days.)

SPORANOX ORAL CAPSULE 100 MG (itraconazole) 4

voriconazole[] oral[] suspension[] reconstituté@ ] mg/ml
voriconazole[] oral[] tabl@D0[] mg,[] 50[] mg
ERYTHROMYCIN[] ANTIBIOTICS[] {] Antibiotics

E.E.S. GRANULES ORAL SUSPENSION RECONSTITUTED
200 MG/5ML (erythromycin[] ethylsuccinat®

ERYPED 200 ORAL SUSPENSION RECONSTITUTED 200
MG/5ML (erythromycin[] ethylsuccinatg

ERYPED 400 ORAL SUSPENSION RECONSTITUTED 400
MG/5ML (erythromycin[] ethylsuccinatg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &
Limits

ERY-TAB ORAL TABLET DELAYED RELEASE 250 MG, 333

MG, 500 MG (erythromycin[] basg 4

ERYTHROCIN STEARATE ORAL TABLET 250 MG >

(erythromycin[] stearatg

erythromyecin[] base[] oral[] capsule[] delayed[] release[] palidEs 1

mg

erythromyecin[] base[] oral[] tab2%&0[] mg,[] 500[] mg 1

erythromycin[] base[] oral[] tablet] delayed[] rel2a6g mg,[] 333[] mg,[] 1

500 mg

erythromycin[] ethylsuccinate[] oral[] suspension[] reconstit.264[] 1

mg/5ml,[]400[] mg/5ml

erythromyecin[] ethylsuccinate[] oral[] tab#0[] mg 1

erythromycin[] oral[] tablel(] delayed[] rele256/] mg,[] 333[] mg,[] 500[] 1

mg

GLYCOPEPTIDE[] ANTIBIOTICS[] -[] Antibiotics

FIRVANQ ORAL SOLUTION RECONSTITUTED 25 MG/ML, 50 4

MG/ML (vancomycin[] hgl

VANCOCIN ORAL CAPSULE 125 MG, 250 MG (vancomycin[] 4

hcl)

vancomyecin[] hcl[] oral[] capsules[] mg,[] 250[] mg 1

vancomyecin[] hel[] oral[] solution[] reconstiti88d mg/ml,[] 250[] 1

mg/5ml,[]150[] mg/ml

VANCOMYCIN+SYRSPEND SF ORAL SUSPENSION 50 3 PA

MG/ML (vancomycin[] hgl

HCV[] POLYMERASE[] INHIBITOR[] ANTIVIRALS[] -[] Drugs[] for{]

Viral[] Infections

EPCLUSA ORAL PACKET 150-37.5 MG (sofosbuvir- PA; SL (2 packets per day

velpatasvir 2 and 84 packets per 720
days.); SP
PA; SL (1 packet per day and

EPCLUSA ORAL PACKET 200-50 MG (sofosbuvir-velpatasvir) 2 84 packets per 720 days.);
SP

EPCLUSA ORAL TABLET 200-50 MG (sofosbuvir-velpatasvir) 2 gﬁ; SL (1 wablet per day.);

EPCLUSA ORAL TABLET 400-100 MG (sofosbuvir-velpatasvir) 2 PA; SL (84 tablets per 720

days.); SP

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &

HARVONI ORAL PACKET 33.75-150 MG, 45-200 MG

Limits
PA; ST, SL (1 packet of
pellets per day and 56

voxilaprev)

(ledipasvir-sofosbuvir) 2 packets of pellets per 720
days.)

HARVONI ORAL TABLET 45-200 MG (ledipasvir-sofosbuvir) 2 PA; ST; SL (84 tablets per
720 days.)

HARVONI ORAL TABLET 90-400 MG (ledipasvir-sofosbuvir) 2 PA; ST; SL (56 tablets per
720 days.)

LEDIPASVIR-SOFOSBUVIR ORAL TABLET 90-400 MG 2 PA; ST; SL (56 tablets per
720 days.)

SOFOSBUVIR-VELPATASVIR ORAL TABLET 400-100 MG 2 ggss)'_‘ éSFf tablets per 720
PA; ST, SL (1 packet of

SOVALDI ORAL PACKET 150 MG, 200 MG (sofosbuvir) 4 pellets per day and 84
packets of pellets per 720
days.); SP

SOVALDI ORAL TABLET 200 MG (sofosbuvir) 4 PA; ST; SL (84 tablets per
720 days.)

. PA; ST, SL (84 tablets per
SOVALDI ORAL TABLET 400 MG (sofosbuvir) 4 720 days.): SP
VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv-velpatasv- 5 PA; SL (84 tablets per 720

days); SP

Infections

HCV[] PROTEASE] INHIBITOR[] ANTIVIRALS(] -] Drugs(] forf] Viral[]

PA; SL (5 packets per day

velpatasvir)

MAVYRET ORAL PACKET 50-20 MG (glecaprevir-pibrentasvir) 2 and 280 packets per 720
days.); SP
MAVYRET ORAL TABLET 100-40 MG (glecaprevir- 5 PA; SL (168 tablets per 720
pibrentasvir) days); SP
VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv-velpatasv- 5 PA; SL (84 tablets per 720
voxilaprev) days); SP
) . . PA; SL (84 tablets per 720
ZEPATIER ORAL TABLET 50-100 MG (elbasvir-grazoprevir) 2 days (12 weeks).): SP
HCV[] REPLICATION[] COMPLEX[] INHIBITORS[] -[] Drugs[] for[]
Viral[] Infections
] . PA; SL (2 packets per day
EPCLUSA ORAL PACKET 150-37.5 MG (sofosbuvir: 5 and 84 packets per 720

days.); SP

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &

Limits
PA; SL (1 packet per day and

EPCLUSA ORAL PACKET 200-50 MG (sofosbuvir-velpatasvir) 2 84 packets per 720 days.);
SP
EPCLUSA ORAL TABLET 200-50 MG (sofosbuvir-velpatasvir) 2 gﬁ; SL (1 tablet per day.);
EPCLUSA ORAL TABLET 400-100 MG (sofosbuvir-velpatasvir) 2 ggjss)'_‘ éSFf tablets per 720
PA; ST, SL (1 packet of
HARVONI ORAL PACKET 33.75-150 MG, 45-200 MG 5 pellets per day and 56
(ledipasvir-sofosbuvir) packets of pellets per 720
days.)
HARVONI ORAL TABLET 45-200 MG (ledipasvir-sofosbuvir) 2 PA; ST; SL (84 tablets per
720 days.)
HARVONI ORAL TABLET 90-400 MG (ledipasvir-sofosbuvir) 2 PA; ST; SL (56 tablets per
720 days.)
LEDIPASVIR-SOFOSBUVIR ORAL TABLET 90-400 MG 2 PA; ST, SL (56 tablets per
720 days.)
PA; SL (5 packets per day
MAVYRET ORAL PACKET 50-20 MG (glecaprevir-pibrentasvir) 2 and 280 packets per 720
days.); SP
MAVYRET ORAL TABLET 100-40 MG (glecaprevir- 5 PA; SL (168 tablets per 720
pibrentasvir) days); SP
SOFOSBUVIR-VELPATASVIR ORAL TABLET 400-100 MG 2 g:}iss)l-_ éSFf tablets per 720
VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv-velpatasv- 5 PA; SL (84 tablets per 720
voxilaprev) days); SP
. . PA; SL (84 tablets per 720
ZEPATIER ORAL TABLET 50-100 MG (elbasvir-grazoprevir) 2 days (12 weeks).): SP
HIV[] CAPSID[] INHIBITORS[] -[] Drugs(] for] Viral[] Infections
SUNLENCA ORAL TABLET THERAPY PACK 4 X 300 MG 4 PA; SL (4 tablets per 365
(lenacapavir] sodium days.)
SUNLENCA ORAL TABLET THERAPY PACK 5 X 300 MG 4 PA; SL (5 tablets per 365
(lenacapavir] sodium days.)
HIV[] ENTRY[] AND[] FUSION[] INHIBITORS[] -[] Drugs[] for{] Viral[]
Infections
FUZEON SUBCUTANEOUS SOLUTION RECONSTITUTED 90
L 4
MG (enfuvirtide)
maravirod] oral] tabléb0[] mg,[] 300[] mg 1 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits

RUKOBIA ORAL TABLET EXTENDED RELEASE 12 HOUR 4 PA

600 MG (fostemsavir] tromethaming

SELZENTRY ORAL SOLUTION 20 MG/ML (maraviroc) 2 PA

SELZENTRY ORAL TABLET 150 MG, 300 MG ( maraviroc) 4 PA

HIV[] INTEGRASE[] INHIBITOR[] ANTIRETROVIRALS[] -[] Drugs[]

for(] Viral[] Infections

BIKTARVY ORAL TABLET 30-120-15 MG, 50-200-25 MG 3 SL (1 tablet per day.)

(bictegravir-emtricitab-tenofov)
DOVATO ORAL TABLET 50-300 MG (dolutegravir-lamivudine) 2 SL (1 tablet per day.)
GENVOYA ORAL TABLET 150-150-200-10 MG (elviteg-cobic-

emtricit-tenofaf) 2 SL (1 tablet per day.)
ISENTRESS HD ORAL TABLET 600 MG (raltegravir] >

potassium)

ISENTRESS ORAL PACKET 100 MG (raltegravir] potassiurn 2

ISENTRESS ORAL TABLET 400 MG (raltegravirf] potassium

ISENTRESS ORAL TABLET CHEWABLE 100 MG, 25 MG >

(raltegravir[] potassiur
JULUCA ORAL TABLET 50-25 MG (dolutegravir-rilpivirine) 2 SL (1 tablet per day.)
STRIBILD ORAL TABLET 150-150-200-300 MG (elviteg-cobic-

emtricit-tenofd 2 SL (1 tablet per day.)
TIVICAY ORAL TABLET 50 MG (dolutegravirl] sodium 3

TIVICAY PD ORAL TABLET SOLUBLE 5 MG (dolutegravirf] 3

sodium)

TRIUMEQ .ORAIT TABLET 600-50-300 MG (abacavir- 5 SL (1 tablet per day.)
dolutegravir-lamivud)

TRIUMEQ PD ORAL TABLET SOLUBLE 60-5-30 MG > SL (6 tablets per day.)

(abacavir-dolutegravir-lamivud)
VOCABRIA ORAL TABLET 30 MG (cabotegravir(] sodiurn 4

HIV] NONNUCLEOSIDE[] REV.TRANSCRIP.[] INHIB.[] -[] Drugs[] for{]
Viral[] Infections

BIKTARVY ORAL TABLET 30-120-15 MG, 50-200-25 MG 3 SL (1 tablet per day.)
(bictegravir-emtricitab-tenofov) P Y-
COMPL.ERA ORAL TABLET 200-25-300 MG (emtricitab-rilpivir- 3 SL (1 tablet per day.)
tenofovir)

DELSTRIGO ORAL TABLET 100-300-300 MG (doravirin-

lamivudin-tenofov(] gf 2 SL (1 tablet per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

EDURANT ORAL TABLET 25 MG (rilpivirine[] ho! 2
efavirenz[] oral[] capsul200[] mg,[] 50[] mg

efavirenz[] orall] tablé00[] mg

efavirenz-emtricitab-tenofo[] dff ] oral[] tab&&¥0-200-300[] mg

efavirenz-lamivudine-tenofovir] oral[] tabl@D0-300-300[] mg,[] 600
300-300[] mg

etravirine[] oral] tabléDO[] mg,[] 200[] mg

INTELENCE ORAL TABLET 100 MG, 200 MG ( etravirine)
INTELENCE ORAL TABLET 25 MG ( etravirine)

JULUCA ORAL TABLET 50-25 MG (dolutegravir-rilpivirine)
methocarbamol[] oral[] tablé00[] mg

nevirapine[] er] oral[] tablet[] extended[] release[] 2400/¢uang
nevirapinel] oral] suspensias0/] mg/5ml

RlR| R

SL (1 tablet per day.)

=

SL (1 tablet per day.)

SL (1 tablet per day.)

RPlR R RN N DR

nevirapine[] oral[] tableD0[] mg

ODEFSEY ORAL TABLET 200-25-25 MG (emtricitab-rilpivir-
tenofov(] gf

PIFELTRO ORAL TABLET 100 MG (doravirine) 3

SYMFI LO ORAL TABLET 400-300-300 MG (efavirenz-
lamivudine-tenofovir)

SYMFI ORAL TABLET 600-300-300 MG (efavirenz-lamivudine-
tenofovir)

HIV NUCLEOSIDE,[ ] NUCLEOTIDE[] RT[] INHIBITORS[] -[] Drugs[]
for(] Viral[] Infections

abacavirf] sulfate[] oral[] soluti®@ ] mg/ml
abacavirl] sulfate[] oral[] tab®&¥0[] mg

abacavirl] sulfate-lamivudine[] oral] tab&&0-300[] mg 1 SL (1 tablet per day.)
BIKTARVY ORAL TABLET 30-120-15 MG, 50-200-25 MG

3 SL (1 tablet per day.)

2 SL (1 tablet per day.)

2 SL (1 tablet per day.)

(bictegravir-emtricitab-tenofov) 3 SL (1 tablet per day.)
CIMDUO ORAL TABLET 300-300 MG (/lamivudine-tenofovir) 2 SL (1 tablet per day.)
COMPL.ERA ORAL TABLET 200-25-300 MG (emtricitab-rilpivir- 3 SL (1 tablet per day.)
tenofovir)

DELSTRIGO ORAL TABLET 100-300-300 MG (doravirin-

lamivudin-tenofov(] gf 2 SL (1 tablet per day.)
DESCOVY ORAL TABLET 120-15 MG (emtricitabine-tenofovir] 3 SL (1 tablet per day.)

af)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits

SfI)ESCOVY ORAL TABLET 200-25 MG (emtricitabine-tenofovir] 3 SL (1 tablet per day.); H
DOVATO ORAL TABLET 50-300 MG (dolutegravir-lamivudine) 2 SL (1 tablet per day.)
efavirenz-emtricitab-tenofo[] dff ] oral[] tab&10-200-300[] mg 1 SL (1 tablet per day.)
efavirenz-lamivudine-tenofovirf] oral] tabléD0-300-300[] mg,[] 600-

300-3001 mg 1 SL (1 tablet per day.)
emtricitabine[] oral[] capsul200[] mg 1

emtricitabine-tenofovir(] dif] oral[] tabl€¥0-150/] mg,[] 133-200[] mg,[]

167-250] mg 1 SL (1 tablet per day.)
emtricitabine-tenofovir] dff] oral[] tab?8¥0-300[] mg 1 SL (1 tablet per day.); H
EMTRIVA ORAL CAPSULE 200 MG (emtricitabine) 4

EMTRIVA ORAL SOLUTION 10 MG/ML (emtricitabine) 2

EPIVIR ORAL SOLUTION 10 MG/ML (lamivudine) 4

EPIVIR ORAL TABLET 150 MG, 300 MG (/lamivudine) 4

GENyQYA ORAL TABLET 150-150-200-10 MG (elviteg-cobic- 5 SL (1 tablet per day.)
emtricit-tenofar)

lamivudine(] oral[] solutiot0[] mg/ml

lamivudine(] oral[] tabl@00[] mg,[] 150[] mg,[] 300[] mg

lamivudine-zidovudine[] oral] tablé60-300[] mg

ODEFSEY ORAL TABLET 200-25-25 MG (emtricitab-rilpivir-

tenofov] 4 3 SL (1 tablet per day.)
RETROVIR ORAL CAPSULE 100 MG (zidovudine) 4

RETROVIR ORAL SYRUP 50 MG/5ML (zidovudine) 3

STRI.B.ILD ORAL TABLET 150-150-200-300 MG (elviteg-cobic- 5 SL (1 tablet per day.)
emtricit-tenofdf)

SYMFI ITO ORAL TABLET 400-300-300 MG (efavirenz- > SL (1 tablet per day.)
lamivudine-tenofovir)

SYMFI QRAL TABLET 600-300-300 MG (efavirenz-lamivudine- 5 SL (1 tablet per day.)
tenofovir)

SYMTQZA ORAL TABLET 800-150-200-10 MG (darun-cobic- 3 SL (1 tablet per day.)
emtricit-tenofaf)

tenofovirf] disoproxil[] fumarate[] oral[] taBOEY ] mg 1 H

TRIUMEQ .ORAIT TABLET 600-50-300 MG (abacavir- 5 SL (1 tablet per day.)
dolutegravir-lamivud)

TRIUMEQ PD ORAL TABLET SOLUBLE 60-5-30 MG

(abacavir-dolutegravir-lamivud) 2 SL (6 tablets per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
TRUVADA _ORAL TABLET 100-150 MG, 133-200 MG, 167-250 4 SL (1 tablet per day.)
MG (emtricitabine-tenofovirl] df

VIREAD ORAL POWDER 40 MG/GM (tenofovir] disoproxil[] 3
fumarate)

VIREAD ORAL TABLET 150 MG, 200 MG, 250 MG (tenofovirl] >
disoproxil[] fumaratg

ZIAGEN ORAL SOLUTION 20 MG/ML (abacavir] sulfate 4
zidovudinel[] oral[] capsult00[] mg 1
zidovudine[] oral[] syrup0/] mg/5ml 1
zidovudinel] oral[] tabl&D0[] mg 1
HIV] PROTEASE[] INHIBITOR[] ANTIRETROVIRALS[] -[] Drugs(] for{]
Viral[] Infections

APTIVUS ORAL CAPSULE 250 MG (tipranavir) 2
atazanavirl] sulfate[] oral[] capsulg0[] mg,[] 200[] mg,[] 300[] mg 1
darunavirl] oral[] tabl€00] mg,[] 800[] mg 1
EVOTAZ ORAL TABLET 300-150 MG (atazanavir-cobicistat) 2
fosamprenavirf] calcium([] oral[] tabl€¥0[ ] mg 1
KALETRA ORAL SOLUTION 400-100 MG/5ML (lopinavir- 4
ritonavir)

KALETRA ORAL TABLET 100-25 MG, 200-50 MG (/opinavir- 4
ritonavir)

lopinavir-ritonavirl] oral[] solutio#00-100[] mg/5ml 1
lopinavir-ritonavir(] oral] tabléD0-25[] mg,[] 200-50[] mg 1
NORVIR ORAL PACKET 100 MG (ritonavir) 2
PREZCOBIX ORAL TABLET 800-150 MG (darunavir-cobicistat) 2
PREZISTA ORAL SUSPENSION 100 MG/ML (darunavir) 2
PREZISTA ORAL TABLET 150 MG, 75 MG (darunavir) 2
REYATAZ ORAL PACKET 50 MG (atazanavirf] sulfate 2
ritonavir(] oral] tabléD0[] mg 1
2;!;?;};%27 2’§$L TABLET 800-150-200-10 MG (darun-cobic- 3 SL (1 tablet per day.)
VIRACEPT ORAL TABLET 250 MG, 625 MG (nelfinavirf] >
mesylate)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

INTERFERON[] ANTIVIRALS[] {] Drugs(] for] Viral] Infections

BESREMI SUBCUTANEOUS SOLUTION PREFILLED PA; ST, SL (0.08 ml per
SYRINGE 500 MCG/ML (ropeginterferon[] alfa-2b-njjft day.); CM

PEGASYS SUBCUTANEOUS SOLUTION 180 MCG/ML

(peginterferon[] alfa-2a 2 SP

PEGASYS SUBCUTANEOUS SOLUTION PREFILLED

SYRINGE 180 MCG/0.5ML (peginterferon[] alfa-2a 2 SP

LINCOMYCIN[ ANTIBIOTICS[] -[] Antibiotics

CLEOCIN ORAL CAPSULE 150 MG, 300 MG (clindamycin[] hgl

CLEOCIN ORAL CAPSULE 75 MG (clindamycin[] hgl 2

CLEOCIN ORAL SOLUTION RECONSTITUTED 75 MG/5ML
(clindamycin[] palmitate[] hcl

clindamycin[] hcl[] oral[] capsaled/] mg,[] 300[] mg,[] 75[] mg

clindamyecin[] palmitate[] hcl[] oral[] solution[] reconstiigang/5ml

MONOBACTAM[] ANTIBIOTICS]] -[] Antibiotics

CAYSTON INHALATION SOLUTION RECONSTITUTED 75 PA; ST, SL (84 vials per 56
MG (aztreonam(] lysing days.); SP

MONOCLONAL[] ANTIBODIES[] (08:18)[] -[] Drugs[] for{] ViralJ
Infections

BEYFORTUS INTRAMUSCULAR SOLUTION PREFILLED
SYRINGE 100 MG/ML, 50 MG/0.5ML (nirsevimab-alip)

NATURAL[] PENICILLIN[] ANTIBIOTICS[] -[] Antibiotics

penicillin[] v(] potassium[] oral[] solution[] reconstitt26@ mg/5ml,[]

2500] mg/5ml !

penicillin[] v(] potassium[] oral[] ta28&¥ | mg,[] 500[] mg 1

NEURAMINIDASE[] INHIBITOR[] ANTIVIRALS[] -[] Drugs(] for{] Viral[]
Infections

oseltamivir ] phosphate[] oral[] caps@ie ] mg,[] 45[] mg,[] 75[] mg

oseltamivir ] phosphate[] oral[] suspension[] reconstitugang/ml 1 SL (180 ml per month)

RELENZA DISKHALER INHALATION AEROSOL POWDER
BREATH ACTIVATED 5 MG/ACT (zanamivir)

NUCLEOSIDE[] AND[] NUCLEOTIDE[] ANTIVIRALS[] -[] Drugs(] for{]
Viral[] Infections

acyclovirl] orall] capsul00[] mg 1
acyclovir] oral[] suspensia200[] mg/6ml 1
acyclovirl] orall] tabléiD0[] mg,[] 800[] mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

=

adefovirl] dipivoxil[] oral[] tabl€f] mg

BARACLUDE ORAL SOLUTION 0.05 MG/ML (entecavir)

BARACLUDE ORAL TABLET 0.5 MG, 1 MG (entecavir)

entecavirf] oral[] tablét 5[] mg,[] 1[] mg

famciclovirl] oral[] tablé25]] mg,[] 250[] mg,[] 500[] mg

LAGEVRIO ORAL CAPSULE 200 MG (molnupiravir) SM

ribavirin[] inhalation[] solution[] reconstitutg@gm

ribavirin[] oral[] capsult00[] mg

ribavirin[] oral[] tableD0[] mg

TEMBEXA ORAL SUSPENSION 10 MG/ML (brincidofovir)

TEMBEXA ORAL TABLET 100 MG ( brincidofovir)

valacyclovir(] hcl[] oral[] tabigt gm,[] 500[] mg

valganciclovir(] hel[] oral[] solution[] reconstitid6d mg/ml

RPlRrlRI MR RIRINRI R NN

valganciclovir(] hcl[] oral[] tab#&i0[] mg

VIRAZOLE INHALATION SOLUTION RECONSTITUTED 6 GM
(ribavirin)

N

OTHER[] MACROLIDE[] ANTIBIOTICS[] -[] Antibiotics

amoxicill-clarithro-lansopraz] oral[] therapy[] pas@0/] & ] 500[] &[] BO[] SL (112 capsules and tablets
mg (1 Package) per 180 days.)

azithromycin[] oral[] packdf] gm 1

azithromycin[] oral[] suspension[] reconstituteé@0/] mg/5ml,[] 200/]
mg/5ml

azithromycin[] oral[] tabl@60[] mg,[] 500[] mg,[] 600[] mg

clarithromyecin[] er{] oral[] tabletl[] extended[] release[] 2&00¢ung

clarithromyecin[] oral[] suspension[] reconstituté85[] mg/5ml,[] 250[]
mg/5ml

clarithromycin[] oral[] tabl@50[] mg,[] 500[] mg 1

DIFICID ORAL SUSPENSION RECONSTITUTED 40 MG/ML

(fidaxomicin) 3 SL (136 mL per 10 days.)

DIFICID ORAL TABLET 200 MG (fidaxomicin) 3 SL (20 tablets per 7 days)

SL (1 carton (10
3 administrative cards, 80
tablets) per 6 months.)

OMECLAMOX-PAK ORAL 500-500-20 MG (amoxicill-clarithro-
omeprazole)

VOQUEZNA TRIPLE PAK ORAL THERAPY PACK 500-500-20 4 SL (112 tablets per 180
MG (amoxicill-clarithro-vonoprazan) days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits

ZITHROMAX ORAL PACKET 1 GM (azithromycin) 4

ZITHROMAX ORAL SUSPENSION RECONSTITUTED 100 4

MG/5ML, 200 MG/5ML (azithromycin)

ZITHROMAX ORAL TABLET 250 MG, 500 MG (azithromycin) 4

ZITHROMAX TRI-PAK ORAL TABLET 500 MG (azithromycin) 4

ZITHROMAX Z-PAK ORAL TABLET 250 MG (azithromycin) 4

OTHER[] MACROLIDES] (8:12.12.92)] -[] Antibiotics

amoxicill-clarithro-lansopraz] oral[] therapy[] pas@0/] &] 500[] &[] BO[] 1 SL (112 capsules and tablets

mg (1 Package) per 180 days.)

azithromycin[] oral[] packdf] gm 1

azithromycin[] oral[] suspension[] reconstituté@0/] mg/5ml,[] 200/] 1

mg/5ml

azithromycin[] oral[] tabl@60[] mg,[] 500[] mg,[] 600[] mg

clarithromyecin[] er{] oral[] tabletl[] extended[] release[] 2&00Gung

clarithromyecin[] oral[] suspension[] reconstituté85[] mg/5ml,[] 250[] 1

mg/5ml

clarithromycin[] oral] tabl@50[] mg,[] 500[] mg 1

D!FICID QRAL SUSPENSION RECONSTITUTED 40 MG/ML 3 SL (136 mL per 10 days.)

(fidaxomicin)

DIFICID ORAL TABLET 200 MG (fidaxomicin) 3 SL (20 tablets per 7 days)

OMECLAMOX-PAK ORAL 500-500-20 MG (amoxicill-clarithro- SL (1 carton (10

omeprazole) 3 administrative cards, 80
tablets) per 6 months.)

VOQUEZNA TRIPLE PAK ORAL THERAPY PACK 500-500-20 4 SL (112 tablets per 180

MG (amoxicill-clarithro-vonoprazan) days.)

ZITHROMAX ORAL PACKET 1 GM (azithromycin) 4

ZITHROMAX ORAL SUSPENSION RECONSTITUTED 100 4

MG/5ML, 200 MG/5ML (azithromycin)

ZITHROMAX ORAL TABLET 250 MG, 500 MG (azithromycin) 4

ZITHROMAX TRI-PAK ORAL TABLET 500 MG (azithromycin) 4

ZITHROMAX Z-PAK ORAL TABLET 250 MG (azithromycin) 4

OXAZOLIDINONE[] ANTIBIOTICS[] -[] Antibiotics

linezolid[] oral[] suspension[] reconstituté@0[] mg/6ml

linezolid[] oral[] tabléD0[] mg

SIVEXTRO ORAL TABLET 200 MG (tedizolid[] phosphate

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

ZYVOX ORAL SUSPENSION RECONSTITUTED 100 MG/5ML
(linezolid)

PENICILLINASE-RESISTANT]] PENICILLINS[] -[] Antibiotics
dicloxacillin[] sodium[] oral[] caps@®0/] mg,[] 500[] mg 1
POLYENE[] ANTIFUNGALS[] {] Drugs(] for[] Fungus
nystatin[] mouth/throat[] suspensioh00000[] unit/ml
nystatin[] oral] tabléD0000[] unit

POLYMYXIN[] ANTIBIOTICS[] -] Antibiotics

colistimethate[] sodium[] (cba)[] injection/] solution[] reconstitti6d
mg

COLY-MYCIN M INJECTION SOLUTION RECONSTITUTED
150 MG (colistimethate[] sodiur

PYRIMIDINE[] ANTIFUNGALS]] -] Drugs(] for] Fungus
ANCOBON ORAL CAPSULE 250 MG (flucytosine)
ANCOBON ORAL CAPSULE 500 MG (flucytosine)
flucytosine[] oral[] capsul250[] mg,[] 500[] mg
QUINOLONE[] ANTIBIOTICS[] ] Antibiotics

BAXDELA ORAL TABLET 450 MG (delafloxacin[] megluming 3

CIPRO ORAL SUSPENSION RECONSTITUTED 250 MG/5ML
(5%), 500 MG/5ML (10%) ( ciprofloxacin)

CIPRO ORAL TABLET 250 MG, 500 MG (ciprofloxacin[] hgl
ciprofloxacin[] hcl[] oral[] tab®&0[ ] mg,[] 500(] mg,[] 750[] mg
levofloxacin[] orall] solutiad@b[] mg/ml

levofloxacin[] oral[] tabl@50[] mg,[] 500[] mg,[] 750[] mg
moxifloxacin[] hcl] oral[] tabA€¥0[] mg

ofloxacin[] oral[] tabl&D0[] mg,[] 400[] mg

RIFAMYCIN[] ANTIBIOTICS[] -[] Antibiotics

AEMCOLO ORAL TABLET DELAYED RELEASE 194 MG
(rifamycin[] sodiurp

MYCOBUTIN ORAL CAPSULE 150 MG (rifabutin)
PRIFTIN ORAL TABLET 150 MG ( rifapentine)
rifabutin[] oral[] capsultb0[] mg

rifampin[] oral[] capsuleb0[] mg,[] 300[] mg

I RS

w

RPN D

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

RIFAMPIN+SYRSPEND SF ORAL SUSPENSION 25 MG/ML 3 A
(rifampin)
XIFAXAN ORAL TABLET 200 MG (rifaximin) 3
XIFAXAN ORAL TABLET 550 MG ( rifaximin) 3 SL (62 tablets per month.)
SULFONAMIDE[] ANTIBIOTICS[] (SYSTEMIC)[] -] Antibiotics
AZULFIDINE EN-TABS ORAL TABLET DELAYED RELEASE 4
500 MG (sulfasalazine)
AZULFIDINE ORAL TABLET 500 MG (sulfasalazine) 4
BACTRIM DS ORAL TABLET 800-160 MG ( sulfamethoxazole- 4
trimethoprim)
BACTRIM ORAL TABLET 400-80 MG ( sulfamethoxazole- 4
trimethoprim)
sulfadiazine[] oral[] tabléD0[] mg
sulfamethoxazole-trimethoprim[] oral[] suspensia200-40[] mg/5ml
sulfamethoxazole-trimethoprim([] oral[] tabl@D0-80[] mg,[] 800-160[] 1
mg
sulfasalazine[] oral[] tabléD0[] mg
sulfasalazine[] orall] tablet(] delayed[] rele536 ] mg
sulfatrim[] pediatric[] oral[] suspensi@@0-40[] mg/5ml
TETRACYCLINE[] ANTIBIOTICS[] ] Antibiotics
AVIDOXY DK COMBINATION KIT 100 MG (doxycycline- 3
suncreen-sal[] aciyl
avidoxy[] oral[] tabldi00[] mg 1
bis[] subcit-metronid-tetracyc[] oral] capsulé0-125-125[] mg 1 g;y(sl)ZO capsules per 180
bismuth/metronidaz/tetracyclin[] oral[] capsul&40-125-125[] mg 1 g;y(sl)ZO capsules per 180
demeclocycline[] hel] orall] tabl&io[] mg,[] 300[] mg 1
DORYX MPC ORAL TABLET DELAYED RELEASE 60 MG

; 4
(doxycycline[] hyclat®
doxycycline[] hyclate[] oral[] capsulé0[] mg,[] 50[] mg
doxycycline[] hyclate[] oral[] tabl€t0[] mg,[] 150[] mg,[] 20[] mg,[] 75[]mg 1
doxycycline[] hyclate[] oral[] tablet[] delayed[] relé@6g mg,[] 150[] mg,[] 1
200[] mg,[] 50(] mg,[] 75[] mg
DOXYCYCLINE HYCLATE ORAL TABLET DELAYED 4
RELEASE 80 MG

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.

39



Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

doxycycline[] monohydrate[] oral[] capsule0/] mg,[] 150(] mg,[] 50[] mg,[] 1
75[Img

doxycycline[] monohydrate[] oral[] suspension[] reconstitl26d
mg/5ml

doxycycline[] monohydrate[] oral[] tabl€l0/ ] mg,[] 150[] mg,[] 50[] mg,[]
75[] mg

minocycline[] hcl] erf] oral[] tablet(] extended]] release[] 343 Fong,[]
115[] mg,[] 135[] mg,[] 45[] mg,[] 55[] mg,[] 65[] mg,[] 80[] mg,[] 90[] mg
minocycline[] hcl[] oral[] capsale0[] mg,[] 50[] mg,[] 75[] mg
minocycline[] hcl[] oral[] tabl€0[] mg,[] 50[] mg,[] 75[] mg
mondoxyne[] nl[] oral[] capsualed[] mg

PYLERA ORAL CAPSULE 140-125-125 MG (bis[] subcit- 4 SL (120 capsules per 180
metronid-tetracyc) days.)

tetracycline[] hcl[] oral[] caps@80[] mg,[] 500[] mg 1
VIBRAMYCIN ORAL CAPSULE 100 MG (doxycycline[] hyclatg 4
URINARY[] ANTI-INFECTIVES[] -[] Drugs[] for[] the[] Urinary[] System

BACTRIM DS ORAL TABLET 800-160 MG ( sulfamethoxazole-

1

trimethoprim) 4
BACTRIM ORAL TABLET 400-80 MG ( sulfamethoxazole- 4
trimethoprim)

fosfomycin[] tromethamine(] oral[] paci@ét gm 1
HIPREX ORAL TABLET 1 GM (methenamine[] hippurate 4
MACROBID ORAL CAPSULE 100 MG (nitrofurantoin[] monohyd[] 4
macro)

MACRODANTIN ORAL CAPSULE 100 MG, 25 MG, 50 MG 4
(nitrofurantoin[] macrocrystgl

me/naphos/mb/hyo1[] oral] tablét1.6[] mg 1
methenamine[] hippurate[] oral] tabigtgm 1
methenamine[] mandelate[] orall] tab0eB[] gm,[] 1[] gm 1
nitrofurantoin[] macrocrystal[] oral[] capsule0/] mg,[] 25[]mg,[]50]mg 1
nitrofurantoin[] monohydrate[] macrocrystals[] oral[] capst@6[] mg 1
nitrofurantoin[] oral[] suspensia@5[] mg/5ml 1
sulfamethoxazole-trimethoprim[] oral[] suspensia200-40[] mg/5ml 1
sulfamethoxazole-trimethoprim([] oral[] tabl@D0-80[] mg,[] 800-160[] 1

mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier

Limits

sulfatrim[] pediatric[] oral[] suspensi@@0-40[] mg/5ml 1
trimethoprim([] oral[] tablé0D0[] mg 1
URELLE ORAL TABLET 81 MG (meth-hyo-m[] bl-na[] phos-ph[] 3
sal)
uretron[] d/s[] oral[] tab&dt 6/] mg
urinf] ds[] oral[] tab8dt 6/] mg
UROGESIC-BLUE ORAL TABLET 81.6 MG (methen-hyosc- >
meth[] blue-na[] phps
VILEVEV MB ORAL TABLET 81 MG (meth-hyo-m[] bl-na[] phos- 3
ph[] sal
ANTINEOPLASTIC[] AGENTS[] {] Drugs[] for[] Cancer
ANTINEOPLASTIC[] AGENTS[] {] Drugs[] for[] Cancer
abiraterone[] acetate[] oral[] tabB&0[ ] mg 1 gé gkﬂ(‘l tablets per day.);
AKEEGA ORAL TABLET 100-500 MG, 50-500 MG (niraparib- 4 PA; ST; SL (2 tablets per
abiraterone[] acetatg day.); SP; CM
ALECENSA ORAL CAPSULE 150 MG (alectinib(] ho/ 2 géf gkA(S capsules per day.);
ALUNBRIG ORAL TABLET 180 MG, 90 MG (brigatinib) 2 géf gkﬂ(l tablet per day);
ALUNBRIG ORAL TABLET 30 MG (brigatinib) 2 gg‘f gkA(G tablets per day);
ALUNBRIG ORAL TABLET THERAPY PACK 90 & 180 MG PA; SL (30 packs per year);

s 2 !
(brigatinib) SP; CM
anastrozole[] orall] tabléf] mg 1 H
AUGTYRO ORAL CAPSULE 40 MG (repotrectinib) 2 géf gkﬂ(s capsules per day.);
AYVAKIT ORAL TABLET 100 MG, 200 MG, 25 MG, 300 MG, 4 PA; SL (1 tablet per day.);
50 MG (avapritinib) SP; CM
BALVERSA ORAL TABLET 3 MG (erdafitinib) 4 gé‘f gkﬂ(?’ tablets per day.);
BALVERSA ORAL TABLET 4 MG (erdafitinib) 4 gé‘f gkﬂ(z tablets per day.);
BALVERSA ORAL TABLET 5 MG (erdafitinib) 4 gg‘f gkﬂ(l tablet per day.);
BESREMI SUBCUTANEOUS SOLUTION PREFILLED 4 PA; ST; SL (0.08 ml per
SYRINGE 500 MCG/ML (ropeginterferon[] alfa-2b-njjft day.); CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
bexarotene(] externall] gé[] % 1 SP
bexarotene(] oral[] capsulés] mg 1 CM
bicalutamide(] oral[] tablé0[] mg 1 CM
- PA; ST; SL (3 Capsules per
BOSULIF ORAL CAPSULE 100 MG (bosutinib) 2 day.); SP: CM
- PA; ST; SL (1 Capsule per
BOSULIF ORAL CAPSULE 50 MG (bosutinib) 2 day.); SP: CM
L. PA; ST; SL (4 tablets per
BOSULIF ORAL TABLET 100 MG (bosutinib) 2 day.): SP; CM
L PA; ST; SL (1 tablet per
BOSULIF ORAL TABLET 400 MG, 500 MG (bosutinib) 2 day.): SP; CM
. PA; ST; SL (6 capsules per
BRAFTOVI ORAL CAPSULE 75 MG (encorafenib) 4 day); SP: CM
.. PA; ST; SL (4 capsules per
BRUKINSA ORAL CAPSULE 80 MG (zanubrutinib) 3 day.): SP; CM
CABOMETYX ORAL TABLET 20 MG, 40 MG, 60 MG 5 PA; SL (1 tablet per day.);
(cabozantinib[] s-malatg SP; CM
CALQUENCE ORAL TABLET 100 MG (acalabrutinib[] maleate 2 géf gkﬂ(z tablets per day.);
capecitabine[] oral[] tabléb0[] mg,[] 500[] mg 1 SP; CM
CAPRELSA ORAL TABLET 100 MG (vandetanib) 2 gé‘f gkﬂ(z tablets per day.);
CAPRELSA ORAL TABLET 300 MG (vandetanib) 2 géf gkﬂ(l tablet per day.);
CASODEX ORAL TABLET 50 MG (bicalutamide) 4 CM
COMETRIQ ORAL KIT 20 MG (cabozantinibf] s-malaty 2 PA; SL (93 capsules per

month.); SP; CM

COMETRIQ ORAL KIT 3 X 20 MG & 80 MG (cabozantinib/[] s- PA; SL (124 capsules per
malate) month.); SP; CM

PA; SL (62 capsules per

COMETRIQ ORAL KIT 80 & 20 MG (cabozantinib[] s-malate 2 month.): SP: CM

COPIKTRA ORAL CAPSULE 15 MG, 25 MG (duvelisib) 4 géf gkﬂ(z capsules per day.);
. PA; SL (63 tablets per 21

COTELLIC ORAL TABLET 20 MG ( cobimetinib[] fumaratg 2 days): SP; CM

cyclophosphamide[] oral[] capsutes[] mg,[] 50[] mg 1 CM

CYCLOPHOSPHAMIDE ORAL TABLET 25 MG, 50 MG 2 CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
DAURISMO ORAL TABLET 100 MG, 25 MG (glasdegib[] 5 PA; SL (2 tablets per day.);
maleate) SP; CM
DROXIA ORAL CAPSULE 200 MG, 300 MG, 400 MG
2 CM
(hydroxyurea)
EFUDEX EXTERNAL CREAM 5 % (fluorouracil) 4
EMCYT ORAL CAPSULE 140 MG (estramustine[] phosphate[] 5 CM
sodium)
ERIVEDGE ORAL CAPSULE 150 MG (vismodegib) 2 gé‘f gkﬂ(l capsule per day.);
ERLEADA ORAL TABLET 240 MG (apalutamide) 2 PA; SL (1 tablet per day.)
ERLEADA ORAL TABLET 60 MG (apalutamide) 2 gé‘f gkﬂ(d' tablets per day.);
erlotinib[] hcl[] oral] tabi€¥0[] mg,[] 150[] mg 1 zé gkﬂ(l tablet per day.);
erlotinib[] hcl[] oral[] tab®&f] mg 1 PAE SL (2 tablets per day.);
SP; CM
etoposide[] oral[] capsuls0[] mg 1 SP; CM
everolimus[] orall] tablé[] mg,[] 7.5[] mg 1 gé gkﬂ(z tablets per day.);
everolimus[] orall] tablet5] mg,[] 5[] mg 1 gé gkﬂ(l tablet per day.);
everolimus[] oral[] tablet[] soluBlé mg,[] 3] mg,[] 5[] mg 1 gé gkﬂ(l tablet per day.);
exemestane[] oral[] tabl@b[] mg 1 H
FIRMAGON (240 MG DOSE) SUBCUTANEOUS SOLUTION 3 Sp
RECONSTITUTED 120 MG/VIAL (degarelix(] acetaty
FIRMAGON SUBCUTANEOUS SOLUTION RECONSTITUTED 3 Sp
80 MG (degarelix(] acetaty
fluorouracil[] externall] crealf] %
fluorouracil[] externall] solutic®i] %,[] 5[] %
. . PA; SL (0.75 capsules per
FOTIVDA ORAL CAPSULE 0.89 MG, 1.34 MG (tivozanib[] hgl 4 day.): SP; CM
. PA; ST; SL (84 capsules per
FRUZAQLA ORAL CAPSULE 1 MG (fruquintinib) 4 21 days.): SP; CM
o PA; ST, SL (21 capsules per
FRUZAQLA ORAL CAPSULE 5 MG (fruquintinib) 4 21 days.): SP; CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
GAVRETO ORAL CAPSULE 100 MG (pralsetinib) 4 géf gk/l@' capsules per day.);
gefitinib[] oral[] tableb0[] mg 1 PAE SL (2 tablets per day.);
SP; CM
GILOTRIF ORAL TABLET 20 MG, 30 MG, 40 MG ( afatinib[] PA; SL (1 tablet per day.);
; 3 '
dimaleate) SP; CM
GLEOSTINE ORAL CAPSULE 10 MG, 100 MG, 40 MG .
; 2 SP; CM
(lomustine)
HEPZATO W/50MM CATHETER INTRA-ARTERIAL 3
SOLUTION RECONSTITUTED 50 MG (melphalan[] hgl
HEPZATO W/62MM CATHETER INTRA-ARTERIAL 3
SOLUTION RECONSTITUTED 50 MG (melphalan[] hgl
PA; SL (15 capsules per 15
HYCAMTIN ORAL CAPSULE 0.25 MG (topotecan[] hgl 2 days.): SP; CM
PA; SL (305 capsules per 15
HYCAMTIN ORAL CAPSULE 1 MG (topotecan[] hgl 2 days.): SP; CM
HYDREA ORAL CAPSULE 500 MG (hydroxyurea) 4 CM
hydroxyurea[] oral[] capsuls00[] mg 1 CM
IBRANCE ORAL CAPSULE 100 MG, 125 MG, 75 MG > PA; SL (21 capsules per
(palbociclib) month.); SP; CM
IBRANCE ORAL TABLET 100 MG, 125 MG, 75 MG > PA; SL (0.75 tablets per
(palbociclib) day.); SP; CM
ICLUSIG ORAL TABLET 10 MG (ponatinib] )/ 3 E@; SL (1 tablet per day.);
ICLUSIG ORAL TABLET 15 MG, 45 MG (ponatinib] hg! 3 géf gkﬂ(l tablet per day.);
IDHIFA ORAL TABLET 100 MG, 50 MG (enasidenibl] mesylaty 2 gﬁ‘f gkﬂ(l tablet per day);
imatinib[] mesylate[] oral[] tablé0[] mg 1 gé gk/l(G tablets per day.);
imatinib[] mesylate[] oral[] tabdé¥0[ ] mg 1 gé gkﬂ(l tablet per day.);
IMBRUVICA ORAL CAPSULE 140 MG (ibrutinib) 2 gé‘f gk/l@' capsules per day.);
IMBRUVICA ORAL CAPSULE 70 MG (ibrutinib) 2 gé‘f gkﬂ(l capsule per day.);

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &

Limits
PA; SL (7.2 ml per day.); SP;

IMBRUVICA ORAL SUSPENSION 70 MG/ML (ibrutinib) 2 o
IMBRUVICA ORAL TABLET 420 MG (ibrutinib) 2 gé‘f gkﬂ(l tablet per day.);
INLYTA ORAL TABLET 1 MG (axitinib) 3 PA; SL (6 tablets per day.);
SP; CM
e PA; SL (124 tablets per 30
INLYTA ORAL TABLET 5 MG ( axitinib) 3 deys); SP: CM
L -, PA; SL (5 tablets per
INQOVI ORAL TABLET 35-100 MG (decitabine-cedazuridine) 4 month.): SP: CM
. PA; ST; SL (4 capsules per
INREBIC ORAL CAPSULE 100 MG (fedratinibf] h 4 doy.), SPr CM
IRESSA ORAL TABLET 250 MG (gefitinib) 4 gé‘f gkﬂ(z tablets per day.);
IWILFIN ORAL TABLET 192 MG (eflornithinel] hd! 2 gé‘f gkﬂ(s tablets per day.);
JAKAFI ORAL TABLET 10 MG, 15 MG, 20 MG, 25 MG, 5 MG ) PA; SL (2 tablets per day.);
(ruxolitinib[] phosphatg SP; CM
JAYPIRCA ORAL TABLET 100 MG (pirtobrutinib) 4 gé‘f gkﬂ(?’ tablets per day.);
JAYPIRCA ORAL TABLET 50 MG (pirtobrutinib) 4 gé‘f gkﬂ(l tablet per day.);
JYLAMVO ORAL SOLUTION 2 MG/ML (methotrexate) 4 PA; CM
KISQALI (200 MG DOSE) ORAL TABLET THERAPY PACK . PA: SL (21 tablets per
200 MG (ribociclib[] succinatg month); SP; CM
KISQALI (400 MG DOSE) ORAL TABLET THERAPY PACK . PA: SL (42 tablets per 21
200 MG (ribociclib[] succinatg days.); SP; CM
KISQALI (600 MG DOSE) ORAL TABLET THERAPY PACK . PA: SL (63 tablets per
200 MG (ribociclib[] succinatg month); SP; CM
KOSELUGO ORAL CAPSULE 10 MG (selumetiniby] sulfatp 3 géf gkA(S capsules per day.);
KOSELUGO ORAL CAPSULE 25 MG (selumetiniby] sulfatp 3 géf gkﬂ(“ capsules per day.);
KRAZATI ORAL TABLET 200 MG (adagrasib) 4 gé‘f gkA(G tablets per day.);
lapatinib[] ditosylate[] oral[] tab2&0] mg 1 PA; SP; CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits

. . PA; SL (28 capsules per 21
lenalidomidel[] oral[] capsulgd[] mg,[] 15[] mg,[] 2.5[] mg,[] 5[] mg 1 days.): SP: CM

. . PA; SL (21 capsules per 21
lenalidomide[] oral[] capsulg0[] mg,[] 25[] mg 1 days.): SP: CM
LENVIMA ORAL CAPSULE THERAPY PACK 10 & 4 MG, 2 X 3 PA; SL (2 capsules per day.);
10 MG, 2 X 4 MG (lenvatinib[] mesylate SP; CM
LENVIMA ORAL CAPSULE THERAPY PACK 10 MG &2 X 4 3 PA; SL (3 capsules per day.);
MG, 2 X 10 MG & 4 MG, 3 X 4 MG (lenvatinib[] mesylatg SP; CM
LENVIMA ORAL CAPSULE THERAPY PACK 10 MG, 4 MG 3 PA; SL (1 capsule per day.);
(lenvatinib[] mesylaty SP; CM
letrozole[] oral[] tablet5[] mg 1 H
LEUKERAN ORAL TABLET 2 MG (chlorambucil) 2 CM
leuprolidel] acetate]] injection[J¥itmg/0.2ml 1 PA

e . PA; SL (100 tablets per
LONSURF ORAL TABLET 15-6.14 MG ( trifluridine-tipiracil) 4 month.); SP: CM
e e PA; SL (80 tablets per 21

LONSURF ORAL TABLET 20-8.19 MG ( trifluridine-tipiracil) 4 days.): SP; CM
LORBRENA ORAL TABLET 100 MG, 25 MG (lorlatinib) 3 PA; ST; SP; CM
LUMAKRAS ORAL TABLET 120 MG (sotorasib) 4 gé‘f gk/l@' tablets per day.);
LUMAKRAS ORAL TABLET 320 MG (sotorasib) 4 géf gkﬂ(?’ tablets per day.);
LYNPARZA ORAL TABLET 100 MG, 150 MG ( olaparib) 2 gé‘f gk/l@' tablets per day);
LYSODREN ORAL TABLET 500 MG (mitotane) 2 CM
LYTGOBI (12 MG DAILY DOSE) ORAL TABLET THERAPY 4 PA; SL (84 tablets per
PACK 4 MG (futibatinib) month.); SP; CM
LYTGOBI (16 MG DAILY DOSE) ORAL TABLET THERAPY 4 PA; SL (112 tablets per
PACK 4 MG (futibatinib) month.); SP; CM
LYTGOBI (20 MG DAILY DOSE) ORAL TABLET THERAPY 4 PA; SL (140 tablets per
PACK 4 MG (futibatinib) month.); SP; CM
MATULANE ORAL CAPSULE 50 MG (procarbazine[] hgl 2 SP; CM
MAVENCLAD ORAL TABLET THERAPY PACK 10 MG PA; ST; SL (40 tablets per

o 3
(cladribine) 720 days.)
megestrol[] acetate[] oral] suspensié@’] mg/ml,[] 625[] mg/5ml
megestrol[] acetate[] oral[] tab@& ] mg,[] 40[] mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &

MEKINIST ORAL SOLUTION RECONSTITUTED 0.05 MG/ML

Limits
ST; SL (17.4 ml per day.);

(trametinib[] dimethyl[] sulfoxiyle 4 SP; CM
MEKINIST ORAL TABLET 0.5 MG (trametinib[] dimethyl[] 4 PA; ST, SL (2 tablets per
sulfoxide) day.); SP; CM
. , . PA; ST; SL (1 tablet per
MEKINIST ORAL TABLET 2 MG (trametinib[] dimethyl[] sulfoxijle 4 day.); SP: CM
. PA; ST; SL (6 tablets per
MEKTOVI ORAL TABLET 15 MG (binimetinib) 4 day); SP: CM
mercaptopurine[] oral[] tablé)[] mg 1 CM
methotrexate[] sodium[] (pf)[] injection[] solutigrym/40ml,[] 250[] 1
mg/10ml,[]50[] mg/2ml
methotrexate[] sodium[] injection[] solutib®00[] mg/40ml,[] 250(] 1
mg/10ml,[]50[] mg/2ml
methotrexate[] sodium[] injection[] solution[] reconstitufiggm
methotrexate[] sodium[] oral[] tabPe5[] mg CM
MYLERAN ORAL TABLET 2 MG ( busulfan) CM
NERLYNX ORAL TABLET 40 MG ( neratinib] maleat 2 gﬁ‘f gkA(G tablets per day.);
N.INLARO ORAL CAPSULE 2.3 MG, 3 MG, 4 MG (ixazomib[] 5 PA: SP: CM
citrate)
NUBEQA ORAL TABLET 300 MG ( darolutamide) 2 géf gkﬂ(“ tablets per day.);
ODOMZO ORAL CAPSULE 200 MG (sonidegib]] phosphate 2 géf gkﬂ(l capsule per day.);
OGSIVEO ORAL TABLET 150 MG (nirogacestat] hydrobromidg 2 PA; SP; CM
OGSIVEO ORAL TABLET 50 MG (nirogacestat] hydrobromidg 2 gé gk/l(G tablets per day.);
OJEMDA QRAL SUSPENSION RECONSTITUTED 25 MG/ML 4 PA: SP: CM
(tovorafenib)
OJEMDA ORAL TABLET 100 MG (tovorafenib) 4 PA; SP; CM
OJJAARA ORAL TABLET 100 MG, 150 MG, 200 MG 4 PA; SL (1 tablet per day.);
(momelotinib[] dihydrochloridg SP; CM
ONUREG ORAL TABLET 200 MG, 300 MG (azacitidine) 2 PA; SL (14 tablets per 24
days.); SP; CM
PA; SL (120 grams per
OPZELURA EXTERNAL CREAM 1.5 % (ruxolitinib[] phosphatg 4 prescription and 1200 grams

per 365 days.); SP

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &

Limits
PA; SL (1 tablet per day);

ORGOVYX ORAL TABLET 120 MG (relugolix) 3 SP: CM

ORSERDU ORAL TABLET 345 MG (elacestrant/] hydrochlorid 2 gé‘f gkﬂ(l tablet per day.);

ORSERDU ORAL TABLET 86 MG (elacestrant] hydrochlorid 2 géf gkﬂ(?’ tablets per day.);

pazopanib[] hcl[] oral[] tab?8X0[] mg 1 PAE SL (4 tablets per day.);
SP; CM

PEMAZYRE ORAL TABLET 13.5 MG, 4.5 MG, 9 MG PA; SL (1 tablet per day.);

e 4 _

(pemigatinib) SP; CM

PIQRAY ORAL TABLET THERAPY PACK 2 X 150 MG, 200 & ) PA; SL (2 tablets per day.);

50 MG (alpelisib) SP; CM

PIQRAY ORAL TABLET THERAPY PACK 200 MG (alpelisib) 2 gé‘f gkﬂ(l tablet per day.);

POMALYST ORAL CAPSULE 1 MG, 2 MG, 3 MG, 4 MG 3 PA; SL (21 capsules per 21

(pomalidomide) days.); SP; CM

PURIXAN ORAL SUSPENSION 2000 MG/100ML _

. 4 SP; CM

(mercaptopurine)

QINLOCK ORAL TABLET 50 MG ( ripretinib) 4 gé‘f gkﬂ(?’ tablets per day.);

RETEVMO ORAL CAPSULE 40 MG (selpercatinib) 4 géf gkA(G capsules per day.);

RETEVMO ORAL CAPSULE 80 MG (selpercatinib) 4 PA; SP; CM

REVLIMID ORAL CAPSULE 10 MG, 15 MG, 2.5 MG, 5 MG ) PA; SL (28 capsules per 21

(lenalidomide) days.); SP; CM

REVLIMID ORAL CAPSULE 20 MG, 25 MG (lenalidomide) 2 PA; SL (21 capsules per 21
days.); SP; CM

REZLIDHIA ORAL CAPSULE 150 MG (olutasidenib) 2 E@I‘; SL (2 capsules per day.);

ROZLYTREK ORAL CAPSULE 100 MG, 200 MG (entrectinib) 2 géf gkﬂ(?’ capsules per day.);

- SL (3 pellet packets per

ROZLYTREK ORAL PACKET 50 MG (entrectinib) 2 day.); SP: CM

RUBRACA ORAL TABLET 200 MG, 250 MG, 300 MG 2 PA; ST; SL (4 tablets per

(rucaparib[] camsylatg day.); SP; CM

RYDAPT ORAL CAPSULE 25 MG (midostaurin) 2 PA; SL (8 capsules per day);

SP; CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
SCEMBLIX ORAL TABLET 100 MG (asciminib[] hgl 4 PA; SP; CM
SCEMBLIX ORAL TABLET 20 MG, 40 MG (asciminibf] hj! 4 géf gkﬂ(z tablets per day.);
SOLTAMOX ORAL SOLUTION 10 MG/5ML (tamoxifen[] citrate 4
sorafenib[] tosylate[] oral[] tab®&0/] mg 1 gé gkﬂ(‘l tablets per day.);
SPRYCEL ORAL TABLET 100 MG, 140 MG, 50 MG, 70 MG, 4 PA; ST; SL (1 tablet per
80 MG (dasatinib) day.); SP; CM
L. PA; ST; SL (2 tablets per
SPRYCEL ORAL TABLET 20 MG (dasatinib) 4 day.); SP: CM
. PA; SL (84 tablets per 21
STIVARGA ORAL TABLET 40 MG (regorafenib) 2 days.): SP; CM
sunitinib[] malate[] oral[] capsdt& 5[] mg,[] 25[] mg,[] 37.5[] mg,[] 50 mg 1 gé gkﬂ(l capsule per day.);
TABLOID ORAL TABLET 40 MG (thioguanine) 2 SP; CM
TABRECTA ORAL TABLET 150 MG, 200 MG ( capmatinibf] hyl 4 zéf gk/l@' tablets per day.);
TAFINLAR ORAL CAPSULE 50 MG, 75 MG (dabrafenib[] PA; ST; SL (4 capsules per
4 . ap-
mesylate) day.); SP; CM
TAFINLAR ORAL TABLET SOLUBLE 10 MG ( dabrafenib[] 4 ST, SL (12 tablets per day.);
mesylate) SP; CM
TAGRISSO ORAL TABLET 40 MG, 80 MG (osimertinib[] 3 PA; SL (1 tablet per day.);
mesylate) SP; CM
TALZENNA ORAL CAPSULE 0.1 MG, 0.25 MG, 0.35 MG, 0.5 4 PA; ST; SL (1 capsule per
MG, 0.75 MG, 1 MG (talazoparib/] tosylate day.); SP; CM
tamoxifen[] citrate[] oral[] tabl€¥] mg
tamoxifen[] citrate[] oral[] tab28f ] mg 1 H
TASIGNA ORAL CAPSULE 150 MG, 200 MG, 50 MG (nilotinib[] PA; ST; SL (4 capsules per
2 . ap-
hcl) day.); SP; CM
TAZVERIK ORAL TABLET 200 MG (tazemetostat(] hty 4 gg‘f gkﬂ(s tablets per day.);
temozolomide[] oral[] capsuf00[] mg,[] 140[] mg,[] 180[] mg,[] 20[}mg,[] ] )
1 PA; SP; CM
250[(] mg,[] 5[] mg
TEPMETKO ORAL TABLET 225 MG ( tepotinib] hy! 4 gé‘f gkﬂ(z tablets per day.);
TIBSOVO ORAL TABLET 250 MG (ivosidenib) 2 géf gkﬂ(z tablets per day.);

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
TOLAK EXTERNAL CREAM 4 % (fluorouracil) 4
toremifene(] citrate[] oral[] tab&&f ] mg 1 CM
torpenz[] oral] tabléO[] mg,[] 7.5[] mg 1 gé gkﬂ(z tablets per day.);
torpenz[] oral[] tablét 5[] mg,[] 5[] mg 1 gé gkﬂ(l tablet per day.);
tretinoin[] oral[] capsul&d[] mg 1 SP; CM
TREXALL ORAL TABLET 10 MG, 15 MG, 5 MG, 7.5 MG ) o
(methotrexate[] sodium
. . PA; SL (64 tablets per

TRUQAP ORAL TABLET 160 MG, 200 MG (capivasertib) 2 month.): SP
TUKYSA ORAL TABLET 150 MG (tucatinib) 2 gé‘f gk/l@' tablets per day.);
TUKYSA ORAL TABLET 50 MG (tucatinib) 2 gé‘f gkﬂ(lo tablets per day.);
TURALIO ORAL CAPSULE 125 MG (pexidartinib(] hy/ 2 gﬁf gkﬂ(“ capsules per day.);
VANFLYTA ORAL TABLET 17.7 MG, 26.5 MG (quizartinib/] 4 PA; SL (2 tablets per day.);
dihydrochloride) SP; CM
VENCLEXTA ORAL TABLET 10 MG, 100 MG ( venetoclax) 2 gé‘f gk/l@' tablets per day.);
VENCLEXTA ORAL TABLET 50 MG ( venetoclax) 2 gé‘f gkﬂ(l tablet per day.);
VENCLEXTA STARTING PACK ORAL TABLET THERAPY A PA: SL (42 tablets per year.);
PACK 10 & 50 & 100 MG (venetoclax) SP; CM
VERZENIO ORAL TABLET 100 MG, 150 MG, 200 MG, 50 MG PA; SL (2 tablets per day);

i~ 2 _
(abemaciclib) SP; CM
VITRAKVI ORAL CAPSULE 100 MG (Jarotrectinib] sulfat 2 gﬁ‘f gkﬂ(z capsules per day.);
VITRAKVI ORAL CAPSULE 25 MG (larotrectiniby] sulfat 2 gé‘f gkA(G capsules per day.);
VITRAKVI ORAL SOLUTION 20 MG/ML (larotrectinibl] sulfaty 2 Eﬁ; SL (10 mL per day.); SP;
VIZIMPRO ORAL TABLET 15 MG, 30 MG, 45 MG (dacomitinib) 3 gé‘f gkﬂ(l tablet per day.);
VONJO ORAL CAPSULE 100 MG (pacritinibf] citrat 4 PA; SL (4 capsules per day.);

SP; CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &

Limits
PA; SL (3 tablets day.); SP;

WELIREG ORAL TABLET 40 MG (belzutifan) 4 o

XATMEP ORAL SOLUTION 2.5 MG/ML ( methotrexate) 4 SL (4 ml per day); CM
XOSPATA ORAL TABLET 40 MG (gilteritinib] fumaratp 3 géf gkﬂ(?’ tablets per day.);
XPOVIO (100 MG ONCE WEEKLY) ORAL TABLET THERAPY . PA; SL (0.26 tablet per day.);
PACK 50 MG (selinexor) SP; CM

XPOVIO (40 MG ONCE WEEKLY) ORAL TABLET THERAPY . PA; SL (0.14 tablet per day.);
PACK 40 MG (selinexor) SP; CM

XPOVIO (40 MG TWICE WEEKLY) ORAL TABLET THERAPY . PA; SL (0.29 tablet per day.);
PACK 40 MG (selinexor) SP; CM

XPOVIO (60 MG ONCE WEEKLY) ORAL TABLET THERAPY . PA; SL (0.14 tablet per day.);
PACK 60 MG (selinexor) SP; CM

XPOVIO (60 MG TWICE WEEKLY) ORAL TABLET THERAPY . PA; SL (0.86 tablets per
PACK 20 MG (selinexor) day.); SP; CM

XPOVIO (80 MG ONCE WEEKLY) ORAL TABLET THERAPY . PA; SL (0.29 tablet per day.);
PACK 40 MG (selinexor) SP; CM

XPOVIO (80 MG TWICE WEEKLY) ORAL TABLET THERAPY . PA; SL (1.15 tablets per
PACK 20 MG (selinexor) day.); SP; CM

XTANDI ORAL CAPSULE 40 MG (enzalutamide) 2 gé‘f gk/l@' capsules per day.);
XTANDI ORAL TABLET 40 MG ( enzalutamide) 2 gé‘f gk/l@' tablets per day.);
XTANDI ORAL TABLET 80 MG ( enzalutamide) 2 gg‘f gkﬂ(z tablets per day.);
ZEJULA ORAL TABLET 100 MG, 200 MG, 300 MG (niraparib[] 5 PA; SL (1 tablet per day.);
tosylate) SP; CM

ZELBORAF ORAL TABLET 240 MG (vemurafenib) 2 gé‘f gkﬂ(s tablets per day.);
ZOLINZA ORAL CAPSULE 100 MG (vorinostat) 2 géf gk/l@' capsules per day.);
ZYDELIG ORAL TABLET 100 MG, 150 MG (idelalisib) 4 PA; SL (60 tablets per

month.); SP; CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name Drug(] Tier

Coverage[] Requirements[] &
Limits

ANTITOXINS,IMMUNE[] GLOB,TOXOIDS,VACCINES[] -] DRUGS[]
FOR[ THE[] IMMUNE[] SYSTEM

ALLERGENIC[ EXTRACTS[] (THERAPEUTIC)] -] DRUGS[] FOR[]
THE[] IMMUNE[] SYSTEM

GRASTEK SUBLINGUAL TABLET SUBLINGUAL 2800 BAU .

(timothy[] grass[] pollen[] alleryen 4 PA; SL (1 tablet per day.)
ODACTRA SUBLINGUAL TABLET SUBLINGUAL 12 SQ-HDM .

(dust[] mite[] mixed[] allergen])] ext 4 PA; SL (1 tablet per day.)
ORALAIR ADULT STARTER PACK SUBLINGUAL TABLET .

SUBLINGUAL 300 IR (grass[] mix(] pollens[] allergen])] ext 4 PA; SL (1 tablet per day.)
ORALAIR CHILDRENS STARTER PACK SUBLINGUAL 4 PA: SL (3 tablets per year.)
TABLET SUBLINGUAL 100 IR (grass/] mix] pollens/] allergen]) ext ! peryear.
ORALAIR SUBLINGUAL TABLET SUBLINGUAL 300 IR (grass/] .

mix(] pollens(] allergenext 4 PA; SL (1 tablet per day.)
PALFORZIA ORAL0.5&1 & 1.5 & 3 & 6 MG (peanut] powder- 3 PA; SL (13 capsules per
dnfp) year.); SP

PALFORZIA ORAL 2 X 1 MG & 10 MG, 3 X 1 MG (peanutf] 3 PA; SL (45 capsules per 13
powder-dnfp) days.); SP

PALFORZIA ORAL 2 X 100 MG, 2 X 20 MG, 20 MG & 100 MG 3 PA; SL (30 capsules per 13
(peanut] powder-dnfp days.); SP

PALFORZIA ORAL 2 X 20 MG & 2 X 100 MG, 4 X 20 MG 3 PA; SL (60 capsules per 13
(peanut] powder-dnfp days.); SP

PALFORZIA ORAL 20 MG (peanutl] powder-dnfp 3 ggss)'_‘ éls capsules per 13
PALFORZIA ORAL 3 X 20 MG & 100 MG (peanut{] powder-dnfp 3 g:;ss)l-_ éGF? capsule per 13
PALFORZIA ORAL 6 X 1 MG (peanut] powder-dnfp 3 S:;SS)'_‘ égFf) capsules per 13
PALFORZIA ORAL PACKET 300 MG (peanut(] powder-dnfp 3 gﬁ; SL (1 capsule per day.);
PALFORZIA ORAL PACKET 300 MG (peanut(] powder-dnfp 3 g:;ss)l-_ éls capsules per 13
RAGWITEK SUBLINGUAL TABLET SUBLINGUAL 12 AMB A .

1-U (short] ragweed]] pollen/Jext 4 PA; SL (1 tablet per day.)
TOXOIDS[] -[] Vaccines

ADACEL INTRAMUSCULAR SUSPENSION 5-2-15.5 LF- 3 H

MCG/0.5 (tetanus-diphth-acell[] pertussiy

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
BOOSTRIX INTRAMUSCULAR SUSPENSION 5-2.5-18.5 LF- > H
MCG/0.5 (tetanus-diphth-acell[] pertussiy
BOOSTRIX INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 5-2.5-18.5 LF-MCGJ/0.5 (tetanus-diphth-acell[] 2 H
pertussis)
DAPTACEL INTRAMUSCULAR SUSPENSION 23-15-5 (diphth-

; 2 H
acell[] pertussis-tetanuy
INFANRIX SUSPENSION 25-58-10 INTRAMUSCULAR (diphth-

; 2 H
acell[] pertussis-tetanuy
INFANRIX SUSPENSION 25-58-10 INTRAMUSCULAR (diphth-

i 3 H
acell[] pertussis-tetanuy
PEDIARIX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (dtap-hepatitis[] b[] recomb-ipv
PENTACEL INTRAMUSCULAR SUSPENSION 3 H
RECONSTITUTED (dtap-ipv-hib[] vaccing
QUADRACEL INTRAMUSCULAR SUSPENSION (dtap-ipv(] 3 H
vaccine)
TDVAX INTRAMUSCULAR SUSPENSION 2-2 LF/0.5ML 3 H
(tetanus-diphtheria[] toxoids[]{d
TENIVAC INTRAMUSCULAR INJECTABLE 5-2 LFU (tetanus- 3 H
diphtheria[] toxoids[))td
VAXELIS INTRAMUSCULAR SUSPENSION (dtap-ipv-hib- 3 H
hepatitis[] b[] recripb
VAXELIS INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (dtap-ipv-hib-hepatitis[] b[] recrib
VACCINES[] -[] Vaccines
ABRYSVO INTRAMUSCULAR SOLUTION RECONSTITUTED 3 H
120 MCG/0.5ML (rsv[] pre-fusion[] fT] a&b[] vac[Jyrcmb
ACTHIB INTRAMUSCULAR SOLUTION RECONSTITUTED > H
(haemophilus[] b[] polysad(] conj[j vac
ADACEL INTRAMUSCULAR SUSPENSION 5-2-15.5 LF- 3 H
MCG/0.5 (tetanus-diphth-acell[] pertussiy
AFLURIA INTRAMUSCULAR SUSPENSION (influenza[] virus[] 3 H
vaccine(] spljt
AFLURIA PRESERVATIVE FREE INTRAMUSCULAR
SUSPENSION PREFILLED SYRINGE 0.5 ML (influenza[] virus[] 3 H
vacd] split ]f

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
AFLURIA QUADRIVALENT INTRAMUSCULAR SUSPENSION 3 H
(influenza[] vac[] splifl] qhyad
AFLURIA QUADRIVALENT INTRAMUSCULAR SUSPENSION 3 H
PREFILLED SYRINGE 0.5 ML (influenza[] vad/] split’] qyad
AREXVY INTRAMUSCULAR SUSPENSION
RECONSTITUTED 120 MCG/0.5ML (rsvpref3[] vad[] recomb[] 3 H
adjuvanted)
BEXSERO INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (meningococcall] b[] recomb[] omV) adj
BOOSTRIX INTRAMUSCULAR SUSPENSION 5-2.5-18.5 LF- > H
MCG/0.5 (tetanus-diphth-acell[] pertussiy
BOOSTRIX INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 5-2.5-18.5 LF-MCG/0.5 (tetanus-diphth-acell[] 2 H
pertussis)
COMIRNATY INTRAMUSCULAR SUSPENSION 30 3 H
MCG/0.3ML (covid-19[] mrna[] virus[] vaccine
COMIRNATY INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 30 MCG/0.3ML (covid-19[] mrna[] virus[] vaccjne
DAPTACEL INTRAMUSCULAR SUSPENSION 23-15-5 (diphth-

. 2 H
acell[] pertussis-tetanuy
DENGVAXIA SUBCUTANEOUS SUSPENSION 3 H
RECONSTITUTED (dengue(] virus[] vaccinel] live[) tetr
ENGERIX-B INJECTION SUSPENSION 20 MCG/ML (hepatitis[] > H
b[] vac[] recombinant
ENGERIX-B INJECTION SUSPENSION PREFILLED SYRINGE > H
10 MCG/0.5ML, 20 MCG/ML ( hepatitis[] b[] vac[] recombinant
FLUAD INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza[] vac[] a&b[] surf(] any[] adj
FLUAD QUADRIVALENT INTRAMUSCULAR PREFILLED 3 H
SYRINGE 0.5 ML (influenza[] vac[] a&b[] sa[] adj[)quad
FLUARIX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza[] virus[] vacd(] spli(] pf
FLUCELVAX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza[] vad[] tiss-cull[] subunt
FLUCELVAX QUADRIVALENT INTRAMUSCULAR 3 H
SUSPENSION (influenza[] vac[] subunit] ghad

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name Drug(] Tier Limits
FLUCELVAX QUADRIVALENT INTRAMUSCULAR
SUSPENSION PREFILLED SYRINGE 0.5 ML (influenza[] vac(] 3 H
subunit(] quay
FLULAVAL INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza[] virus[] vacd] spli(] pf
FLUMIST QUADRIVALENT NASAL SUSPENSION (influenza[]
, . 3 H

virus[] vad] live[] qyad
FLUZONE HIGH-DOSE INTRAMUSCULAR SUSPENSION 3 H
PREFILLED SYRINGE 0.5 ML (influenza[] vad] split] high-dyse
FLUZONE INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza[] virus[] vacd(] spli{] pf
GARDASIL 9 INTRAMUSCULAR SUSPENSION (hpv(] 9-valent(] 3 H
recomb[] vaccing
GARDASIL 9 INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (hpv/] 9-valent[] recomb[] vaccine
HAVRIX INTRAMUSCULAR SUSPENSION 1440 EL U/ML, 720 3 H
EL U/0.5ML (hepatitis[] a[] vaccipe
HEPLISAV-B INTRAMUSCULAR SOLUTION PREFILLED 3 H
SYRINGE 20 MCG/0.5ML (hepatitis[] b[] vac[] recomb|)] adj
HIBERIX INJECTION SOLUTION RECONSTITUTED 10 MCG 3 H
(haemophilus[] b[] polysad(] conj[j vac
INFANRIX SUSPENSION 25-58-10 INTRAMUSCULAR (diphth-

; 2 H
acell[] pertussis-tetanuy
INFANRIX SUSPENSION 25-58-10 INTRAMUSCULAR (diphth-

i 3 H
acell[] pertussis-tetanuy
IPOL INJECTION INJECTABLE (poliovirus[] vaccine[] inactivatéd 2 H
MENQUADFI INTRAMUSCULAR SOLUTION (mening[] acy&w- 3 H
135]] tetanus[] conj
MENVEO INTRAMUSCULAR SOLUTION RECONSTITUTED 3 H
(meningococcall] a] ] y&w-135[} olig
M-M-R [l INJECTION SOLUTION RECONSTITUTED (measles,[] > H
mumps/[] &] rubellal]yac
MODERNA COVID-19 VAC 6M-11Y INTRAMUSCULAR 3 H
SUSPENSION 25 MCG/0.25ML (covid-19[] mrna[] virus[] vaccne
NOVAVAX COVID-19 VACCINE INTRAMUSCULAR 3 H
SUSPENSION 5 MCG/0.5ML
PEDIARIX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (dtap-hepatitis[] b[] recomb-ipv

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name Drug(] Tier Limits
PEDVAX HIB INTRAMUSCULAR SUSPENSION 7.5 > H
MCG/0.5ML (haemophilus[] b[] polysac(] conjj vac
PENBRAYA INTRAMUSCULAR SUSPENSION 3 H
RECONSTITUTED (mening[] acyw(tet] conj)-b(rcmp)
PENTACEL INTRAMUSCULAR SUSPENSION 3 H
RECONSTITUTED (dtap-ipv-hib[] vaccing
PFIZER COVID-19 VAC-TRIS 5-11Y INTRAMUSCULAR 3 H
SUSPENSION 10 MCG/0.3ML (covid-19[] mrna[] virus[] vacgne
PFIZER COVID-19 VAC-TRIS 6M-4Y INTRAMUSCULAR 3 H
SUSPENSION 3 MCG/0.3ML
PNEUMOVAX 23 INJECTION INJECTABLE 25 MCG/0.5ML

2 H
(pneumococcall] vac[] polyvalent
PREHEVBRIO INTRAMUSCULAR SUSPENSION 10 MCG/ML 3 H
(hepatitis[] b[] vac[] 3-antigen[] rcmb
PREVNAR 20 INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (pneumococcall] 20-val[] conj[] vacc
PRIORIX SUBCUTANEOUS SUSPENSION RECONSTITUTED 3 H
(measles,[] mumps[] &[] rubellalj vac
PROQUAD SUBCUTANEOUS SUSPENSION 3 H
RECONSTITUTED (measles-mumps-rubella-varicell)
QUADRACEL INTRAMUSCULAR SUSPENSION (dtap-ipv(] 3 H
vaccine)
RECOMBIVAX HB INJECTION SUSPENSION 10 MCG/ML, 40 > H
MCG/ML, 5 MCG/0.5ML ( hepatitis[] b[] vac[] recombingant
RECOMBIVAX HB INJECTION SUSPENSION PREFILLED
SYRINGE 10 MCG/ML, 5 MCG/0.5ML (hepatitis[] b[] vac[] 2 H
recombinant)
ROTARIX ORAL SUSPENSION (rotavirus[] vaccine(] live[] gral 3 H
ROTATEQ ORAL SOLUTION (rotavirus[] vad] live[] pentavalent 3 H
SHINGRIX INTRAMUSCULAR SUSPENSION
RECONSTITUTED 50 MCG/0.5ML (zoster{] vacl] recomb|] 3 H
adjuvanted)
SPIKEVAX INTRAMUSCULAR SUSPENSION 50 MCG/0.5ML 3 H
(covid-19[] mrna[] virus[] vaccjne
SPIKEVAX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 50 MCG/0.5ML (covid-19[] mrna[] virus[] vaccjne
TRUMENBA INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (meningococcall] b[] vac[] (recomb)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name Drug(] Tier

TWINRIX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 720-20 ELU-MCG/ML (hepatitis/] a-hep[] b[] recomb[) vac

VAQTA INTRAMUSCULAR SUSPENSION 25 UNIT/0.5ML, 50 > H
UNIT/ML (hepatitis[] a[] vaccipe

VARIVAX SUBCUTANEOUS INJECTABLE 1350 PFU/0.5ML 3 H
(varicellal] virus[] vaccine(] jive

VAXELIS INTRAMUSCULAR SUSPENSION (dtap-ipv-hib- 3 H
hepatitis[] b[] recripb

VAXELIS INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (dtap-ipv-hib-hepatitis[] b[] recrib

VAXNEUVANCE INTRAMUSCULAR SUSPENSION 3 H
PREFILLED SYRINGE 0.5 ML (pneumococcall] 15-val[] conj[] vazpc

AUTONOMIC[] DRUGS
SMOKING[] CESSATION[] AGENTS

bupropion[] hcl[] erf] (smoking[] det)[] oral[] tablet[] extended[] release[] 1{5
hour 150[] mg

fif] nicotine[] mini[] mouth/throat[] loze2{geng,[] 4[] mg
fif] nicotine[] mouth/throatl] g@img,[] 4[] mg

fif] nicotine[] mouth/throat[] lozer@é mg,[] 4] mg
goodsense[] nicotine[] mouth/throat(] g@i mg
goodsense[] nicotine[] mouth/throatl] lozendfé mg
habitrol[] transdermall] patch[] 24[] itjf mg/24hr
naltrexone[] hcl] orall] tabb€¥] mg

NICORETTE MINI MOUTH/THROAT LOZENGE 2 MG ( nicoting]
polacrilex)

NICORETTE MOUTH/THROAT GUM 2 MG ( nicotine[] polacrilex| 4

NICORETTE MOUTH/THROAT LOZENGE 2 MG, 4 MG
(nicotinel[] polacrilex

nicotine[] mini[] mouth/throat[] lozer@ié mg,[] 4] mg
nicotine[] polacrilex(] mini[] mouth/throat[] lozeBgeng
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nicotine[] polacrilex(] mouth/throatl] g@img,[] 4[] mg

nicotine[] polacrilex] mouth/throatl] lozengé mg,[] 4[] mg
nicotine[] step[] 1[] transdermall] patch[] 2412 tigung/24hr
nicotine[] step[] 2[] transdermall] patch[] 24[14i¢ang/24hr
nicotine[] step[] 3[] transdermall] patch[] 24/hawg/24hr
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Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
nicotine[] transdermall] K&1-14-7[] mg/24hr 1 H
nicotine[] transdermall] patch[] 24[] uif mg/24hr 1 H
NICOTROL INHALATION INHALER 10 MG (nicotine) 4 H
NICOTROL NS NASAL SOLUTION 10 MG/ML ( nicotine) 4 H
varenicline[] tartrate([] (starter)[] oral[] tablet[] therapy Qg ] x(]|11[] 1 H
&[] 1[] mg[] X[] 42
varenicline[] tartrate[] oral[] tab@eb[] mg,[] 1[] mg H
varenicline[] tartrate(continue)[] oral[] tabl€t mg H
AUTONOMIC[] DRUGS[] -[] Drugs[] for{] the[] Nervous[] System
ALPHA-] AND[] BETA-ADRENERGIC[] AGONISTS[] -[] Drugs[] for{]
Heart ] and[] Lungs
ADRENALIN NASAL SOLUTION 0.1 % (epinephrine[] hcl[] >
(nasal))
AUVI-Q INJECTION SOLUTION AUTO-INJECTOR 0.1 5
MG/0.1ML, 0.15 MG/0.15ML, 0.3 MG/0.3ML (epinephrine)
BROMFED DM ORAL SYRUP 2-30-10 MG/5ML (pseudoeph- 3
bromphen-dm)
CLARINEX-D 12 HOUR ORAL TABLET EXTENDED RELEASE 3
12 HOUR 2.5-120 MG (desloratadine-pseudoephedrine)
) PA; SL (90 tablets per
droxidopal] oral[] capsult00[] mg 1 month.): SP
) PA; SL (180 tablets per

droxidopa[] orall] capsut200[] mg,[] 300[] mg 1 month.): SP
epinephrine[] hel[] (nasal)[] nasall] solu@idip] % 1
epinephrine[] injection[] solution[] auto-injec®t 5[] mg/0.15ml,[] 0.15]] 1
mg/0.3ml,[]0.3[] mg/0.3ml
LETS KIT 3 PA
pseudoephedrine-bromphen-dm[] oral[] syrup0-2-10[] mg/5ml 1
ALPHA-ADRENERGIC]] AGONISTS[] -[] Drugs[] for[] Heart ] and[]
Lungs
clonidine[] hel] erf] oral[] tablet[] extended[] release[] T2f] hawgr
clonidine[] hell] orall] tat@et[] mg,[] 0.2[] mg,[] 0.3[] mg
clonidine(] transdermall] patch[] weeBlji[] mg/24hr,[] 0.2[] mg/24hr,[]

1
0.3[] mg/24hr
LUCEMYRA ORAL TABLET 0.18 MG (lofexidine[] hg! 4 SL (192 tablets per year.)
METHYLDOPA ORAL TABLET 250 MG, 500 MG 4 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

midodrine[] hell] orall] tabl€f] mg,[] 2.5[] mg,[] 5[] mg 1
NEOTUSS PLUS ORAL LIQUID 7.5-4-30 MG/5ML
(phenylephrine-chlorphen-dm)

promethazine[] vdl] oral[] syr@25-5[] mg/5ml 1
ANTIMUSCARINICS/ANTISPASMODICS[] -[] Drugs(] for{]
Parkinson

ANASPAZ ORAL TABLET DISPERSIBLE 0.125 MG
(hyoscyaminel] sulfate

ANORO ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 62.5-25 MCG/ACT (umeclidinium- 3 SL (2 blisters per day.)
vilanterol)

atropine[] sulfate[] ophthalmic[] ointmédpt %
atropine[] sulfate[] ophthalmic[] solutitii %

ATROVENT HFA INHALATION AEROSOL SOLUTION 17
MCG/ACT (ipratropium[] bromide[] Hfa

BEVESPI AEROSPHERE INHALATION AEROSOL 9-4.8
MCG/ACT (glycopyrrolate-formoterol)

BREZTRI AEROSPHERE INHALATION AEROSOL 160-9-4.8
MCG/ACT (budeson-glycopyrrol-formoterol)

2 SL (0.87 grams per day.)

2 SL (0.36 grams per day.)

3 SL (0.36 grams per day.)

chlordiazepoxide-clidinium(] oral[] capsule-2.5[] mg 1

COMBIVENT RESPIMAT INHALATION AEROSOL SOLUTION
20-100 MCG/ACT (ipratropium-albuterol)

CUVPOSA ORAL SOLUTION 1 MG/5ML (glycopyrrolate)
dicyclomine[] hcl[] oral[] capsdig ] mg

dicyclominel] hel[] oral[] solutit@/] mg/5ml

dicyclomine[] hcl[] oral[] tab?&f ] mg
diphenoxylate-atropine[] oral[] liqul5-0.025[] mg/5ml
diphenoxylate-atropine[] oral] tablét5-0.025[] mg
glycopyrrolate[] oral[] solutiot{] mg/5ml

glycopyrrolate[] oral] tabléf] mg,[] 2[] mg

hydrocodone(] bit-homatrop[] mbr(] oral[] solufieh5[] mg/5ml
hydrocodonel] bit-homatrop[] mbif] oral[] tablét5[] mg
hydrometf] oral[] solutiab+1.5[] mg/5ml

hyoscyamine[] sulfate[] erf] oral[] tablet[] extended[] release[] 12[] hour
0.375[]mg

2 SL (0.28 grams per day.)

PA
PA
PA
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Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name Drug(] Tier Limits

hyoscyamine[] sulfate[] oral[] eliin 25[] mg/6ml 1

hyoscyamine[] sulfate[] oral] soluti@r1 25[] mg/ml 1

hyoscyamine(] sulfate[] oral[] tablel1 25[] mg 1

hyoscyamine[] sulfate[] oral[] tablet[] dispersible5]] mg 1

hyoscyamine[] sulfate[] sublinguall] tablet] sublin@u&?5[] mg 1

hyosyne[] oral[] elixx. 125[] mg/6ml 1

hyosyne[] oral[] solutiot 125[] mg/ml 1

ipratropium[] bromide[] inhalation[] soluti@®2[] % 1

ipratropium[] bromide[] nasall] soluti@®3[] %,[] 0.06[] % 1

ipratropium-albuterol[] inhalation[] solutiadh5-2.5[] (3)[] mg/3ml 1

LEVBID ORAL TABLET EXTENDED RELEASE 12 HOUR 4

0.375 MG (hyoscyamine[] sulfatg

LEVSIN ORAL TABLET 0.125 MG ( hyoscyamine[] sulfatg 4

LEVSIN/SL SUBLINGUAL TABLET SUBLINGUAL 0.125 MG 4

(hyoscyamine[] sulfatg

LOMOTIL ORAL TABLET 2.5-0.025 MG ( diphenoxylate- 4

atropine)

me/naphos/mb/hyo1[] oral] tablét1.6[] mg

methscopolamine[] bromide[] oral[] tabt®e[] mg,[] 5[] mg

MOTOFEN ORAL TABLET 1-0.025 MG ( difenoxin-atropine) 4

NULEV ORAL TABLET DISPERSIBLE 0.125 MG (hyoscyamine(|] 4

sulfate)

OSCIMIN ORAL TABLET 0.125 MG 4

OSCIMIN SUBLINGUAL TABLET SUBLINGUAL 0.125 MG 4

scopolamine[] transdermall] patch[] 72[] hgiimg/3days 1

SPIRIVA HANDIHALER INHALATION CAPSULE 18 MCG 1 SL (1 capsule per day)
(tiotropium[] bromide[] monohydrate P P y
SPIRIVA RESPIMAT INHALATION AEROSOL SOLUTION 1.25 > SL (0.15 grams per day.)
MCG/ACT, 2.5 MCG/ACT (tiotropium[] bromide[] monohydrate 29 P Y
STIOLTO RESPIMAT INHALATION AEROSOL SOLUTION > SL (0.15 grams per day.)
2.5-2.5 MCG/ACT (tiotropium[] bromide-olodaterql 0 P Y
TRELEGY ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 100-62.5-25 MCG/ACT (fluticasone- 3 SL (2 blisters per day)
umeclidin-vilant)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 200-62.5-25 MCG/ACT (fluticasone- 3 SL (2 blisters per day.)
umeclidin-vilant)

URELLE ORAL TABLET 81 MG (meth-hyo-m[] bl-na[] phos-ph[]
sal)

uretron[] d/s[] oral[] tab&dt 6/] mg
urin[] ds[] oral[] tab8dt 6/] mg

UROGESIC-BLUE ORAL TABLET 81.6 MG (methen-hyosc-
meth[] blue-na[] phps

VILEVEV MB ORAL TABLET 81 MG (meth-hyo-m[] bl-na[] phos-
ph[]s3l

YUPELRI INHALATION SOLUTION 175 MCG/3ML
(revefenacin)

ANTIPARKINSONIAN[] AGENTS[] -[] Drugs[] for[] Parkinson
benztropine[] mesylate[] oral[] tab®eb[] mg,[] 1[] mg,[] 2[] mg 1

DICOPANOL FUSEPAQ ORAL SUSPENSION
RECONSTITUTED 5 MG/ML (diphenhydramine[] hgl

diphenhydramine[] hcl[] oral[] eli}@&.5[] mg/6ml
trihexyphenidyl[] hel] oral[] soluti@A/] mg/ml
trihexyphenidyl[] hcl[] oral[] tab®etmg,[] 5[] mg

AUTONOMIC[] DRUGS,[] MISCELLANEOUS] ] Drugs[] for{] the[]
Nervous[] System

fif] nicotine[] mini[] mouth/throat[] loze2geng,[] 4[] mg
fif] nicotine[] mouth/throatl] g@img,[] 4[] mg

fif] nicotine[] mouth/throat[] lozer@é mg,[] 4] mg
goodsense[] nicotine[] mouth/throat(] g@i mg
goodsense[] nicotine[] mouth/throatl] lozendfé mg
habitrol[] transdermall] patch[] 24[] itjf mg/24hr

NICORETTE MINI MOUTH/THROAT LOZENGE 2 MG ( nicotine[]
polacrilex)

NICORETTE MOUTH/THROAT GUM 2 MG ( nicotine[] polacrilex 4

NICORETTE MOUTH/THROAT LOZENGE 2 MG, 4 MG
(nicotinel[] polacrilex

nicotine[] mini[] mouth/throat[] lozer@ié mg,[] 4] mg
nicotine[] polacrilex(] mini[] mouth/throat[] lozeBgeng

4 SL (3 ml per day.)

I I e
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Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Limits

Prescription[] Drug[] Name Drug(] Tier
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nicotine[] polacrilex(] mouth/throatl] g@img,[] 4[] mg
nicotine[] polacrilex] mouth/throatl] lozengé mg,[] 4[] mg
nicotine[] step[] 1[] transdermall] patch[] 2412 tigang/24hr
nicotine[] step[] 2[] transdermall] patch[] 24[14i¢ung/24hr
nicotine[] step[] 3[] transdermall] patch[] 24/7howg/24hr
nicotine[] transdermall] K&1-14-7[] mg/24hr

nicotine[] transdermall] patch[] 24[] uif mg/24hr
NICOTROL INHALATION INHALER 10 MG (nicotine)
NICOTROL NS NASAL SOLUTION 10 MG/ML ( nicotine)

varenicline[] tartrate[] (starter)[] oral[] tablet[] therapy[Qckgl] x[]|11[]
&[] 1[]mg[] x[] 42

varenicline[] tartrate[] oral[] tab0eb[] mg,[] 1[] mg
varenicline[] tartrate(continue)[] oral[] tablgt mg

CENTRALLY[] ACTING[] SKELETAL[] MUSCLE[] RELAXNT[] -]
Drugs[] for[] Relaxing[] Muscles

carisoprodol[] oral[] tabl@60[] mg,[] 350[] mg
chlorzoxazone[] oral[] tabl&75[] mg,[] 500[] mg,[] 750[] mg
cyclobenzaprine[] hel[] oral[] tablé€¥ ] mg,[] 5[] mg

DUAL COMPLEX FORMULA 1 KIT EXTERNAL CREAM

ENOVARX-CYCLOBENZAPRINE HCL TRANSDERMAL
CREAM 20 MG/GM

LORZONE ORAL TABLET 375 MG, 750 MG (chlorzoxazone) 4
metaxalone[] oral[] tabldD0[] mg,[] 800[] mg
methocarbamol[] oral] tablé0[] mg,[] 750[] mg

TABRADOL FUSEPAQ ORAL SUSPENSION 1 MG/ML
(cyclobenzaprine[] hcl-msmp

tizanidine[] hcl[] oral[] caps@lé mg,[] 4[] mg,[] 6] mg
tizanidine[] hcl] oral[] tabB&tmg,[] 4[] mg
VP FC KIT EXTERNAL CREAM 3 PA

ZANAFLEX ORAL CAPSULE 2 MG, 4 MG, 6 MG (tizanidine[]
hcl)

ZANAFLEX ORAL TABLET 4 MG ( tizanidine[] hg! 4
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Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

DIRECT-ACTING[] SKELETAL] MUSCLE[] RELAXANTS[] -[] Drugs(]
for[] Relaxing[] Muscles

DANTRIUM ORAL CAPSULE 25 MG (dantrolene[] sodiurp 4

=

dantrolene[] sodium[] oral[] capsdke0] mg,[] 25[] mg,[] 50[] mg

GABA-DERIVATIVE[] SKELETAL]] MUSCLE[] RELAXANT[] -]
Drugs[] for[] Relaxing[] Muscles

BACLOFEN ORAL SOLUTION 10 MG/5ML, 5 MG/5ML

baclofen[] oral[] suspensia®5[] mg/5ml

baclofen[] orall] tablé[] mg,[] 15]] mg,[] 20[] mg,[] 5] mg

ENOVARX-BACLOFEN EXTERNAL CREAM 1 % PA

FBL KIT EXTERNAL CREAM 15-4-5 % PA

AW WL P>

FLEQSUVY ORAL SUSPENSION 25 MG/5ML (baclofen)

K.B.G.L IN TERODERM EXTERNAL CREAM 15-4-10-2 %
(ketoprofen-baclofen-gabap-lido)

OZOBAX DS ORAL SOLUTION 10 MG/5ML (baclofen) 4

INDIRECT-ACTING[] SKELETAL] MUSCLE[] RELAXANT[] ]
Drugs[] for[] Relaxing[] Muscles

orphenadrine[] citrate[] erf] oral] tablet ] extended[] release[] #ZJQHour

mg 1
NON-SEL.[] BETA-ADRENERGIC[] BLOCKING[] AGENTS[] -[]

Drugs[] for] the[] Heart

BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG 4
(sotalol] hell)af

carvedilol[] oral[] tablé®.5[] mg,[] 25[] mg,[] 3.125[] mg,[] 6.25[] mg 1

carvedilol[] phosphate[] erf] oral[] capsule[] extended[] release[] 24[] hour1
10[] mg,[] 20[] mg,[] 40[] mg,[] 80[] mg

CORGARD ORAL TABLET 20 MG, 40 MG (nadolol) 4
HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol] hgl 3
INDERAL LA ORAL CAPSULE EXTENDED RELEASE 24 4
HOUR 120 MG, 160 MG, 60 MG, 80 MG (propranolol[] hg!

labetalol[] hcl[] orall] tablé[] mg,[] 200[] mg,[] 300[] mg 1
nadolol[] oral[] tableét[] mg,[] 40[] mg,[] 80[] mg 1
nebivolol[] hcl[] oral] tabi€¥] mg,[] 2.5[] mg,[] 20[] mg,[] 5[] mg 1
pindolol[] oral[] tabl@O[] mg,[] 5[] mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

propranolol[] hcl[] erf] oral[] capsule[] extended[] release[] A4QFou
mg,[] 160[] mg,[] 60[] mg,[] 80[] mg

propranolol[] hcl[] oral[] solut@®] mg/5ml,[] 40[] mg/6ml 1
propranolol[] hcl[] oral[] tabl€¥] mg,[] 20[] mg,[] 40[] mg,[] 60[] mg,[] 80[] my
sotalol[] hcl[] (af)[] oral] tab2& ] mg,[] 160[] mg,[] 80[] mg 1
sotalol[] hcl[] oral[] tabl@0[] mg,[] 160[] mg,[] 240[] mg,[] 80[] mg 1
SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol[] hgl 4
timolol[] maleate[] oral] tabl€f] mg,[] 20[] mg,[] 5[] mg 1

NON-SEL.ALPHA-1-ADRENERGIC[] BLOCKING[] AGTS[] -]
Drugs[] for] the[] Heart

CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8 MG
(doxazosin[] mesylatg

CARDURA XL ORAL TABLET EXTENDED RELEASE 24
HOUR 4 MG, 8 MG (doxazosin[] mesylatg

doxazosin[] mesylate[] orall] tabietmg,[] 2[] mg,[] 4[] mg,[] 8[] mg
prazosin[] hcl[] oral[] capsulg mg,[] 2[] mg,[] 5[] mg
terazosin[] hcl[] orall] capsulg mg,[] 10] mg,[] 2[] mg,[] 5[] mg

NON-SEL.ALPHA-ADRENERGIC[] BLOCKING[] AGENTS[] ]
Drugs[] for] the[] Heart

dihydroergotamine[] mesylate[] injection[] solutitimmg/ml

=

dihydroergotamine[] mesylate[] nasal[] solutidii mg/ml

ergoloid[] mesylates[] oral] tabigtmg

ERGOMAR SUBLINGUAL TABLET SUBLINGUAL 2 MG
(ergotamine[] tartrate

ergotamine-caffeine[] oral] tablét 100[] mg 1

MIGERGOT RECTAL SUPPOSITORY 2-100 MG (ergotamine-
caffeine)

phenoxybenzamine[] hcl[] oral[] capsulé’] mg 1

PARASYMPATHOMIMETIC[] (CHOLINERGIC[J AGENTS) -]
Drugs[] for] Bladder{] Incontinence

ADLARITY TRANSDERMAL PATCH WEEKLY 10 MG/DAY, 5
MG/DAY (donepezil[] hg!

bethanechol[] chloride[] oral] tabi€¥] mg,[] 25[] mg,[] 5[] mg,[] 50[]img
cevimeline[] hcl[] oral[] caps@@] mg
donepezil[] hcl[] oral[] tablé¥] mg,[] 23] mg,[] 5[] mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

donepezil[] hcl[] oral] tablet(] dispersityé mg,[] 5] mg 1

PA; SL (8 tablets per day.);

FIRDAPSE ORAL TABLET 10 MG (amifampridine[] phosphate 2 sp

galantamine[] hydrobromide[] erf] oral[] capsule[] extended[] release(] 24@
hour 16[]7mg,[] 24[] mg,[] 8] mg

galantamine[] hydrobromide[] oral[] solutigifm mg/ml
galantamine[] hydrobromide(] oral[] tabl€¥] mg,[] 4] mg,[] 8] mg

MESTINON ORAL SOLUTION 60 MG/5ML ( pyridostigmine[]
bromide)

NAMZARIC ORAL CAPSULE ER 24 HOUR THERAPY PACK 7
& 14 & 21 &28 -10 MG (memantine[] hcl-donepezil[] hcl

NAMZARIC ORAL CAPSULE EXTENDED RELEASE 24 HOUR

14-10 MG, 21-10 MG, 28-10 MG, 7-10 MG (memantine[] hcl- 4

donepezil[] hgl

pilocarpine[] hcl[] oral] tabdgtmg,[] 7.5[] mg 1

pyridostigmine[] bromide[] erf] oral[] tablet[] extended[] rell865eng 1

pyridostigmine[] bromide[] oral[] solute®f] mg/5ml 1
1
1

pyridostigmine[] bromide[] oral[] tab&€¥] mg
rivastigmine[] tartrate[] oral[] capsdlé[] mg,[] 3[] mg,[] 4.5[] mg,[] 6]] mg
rivastigmine[] transdermall] patch[] 24[] ii18[] mg/24hr,[] 4.6]]
mg/24hr,[]9.5[] mg/24hr

SALAGEN ORAL TABLET 5 MG, 7.5 MG (pilocarpine[] hg! 4

SELECTIVE[] ALPHA-1-ADRENERGIC[] BLOCK.AGENT[] -]
Drugs[] for] the[] Heart

alfuzosin[] hcl[] er] oral[] tablet[] extended[] release[] A4] mogir
carvedilol[] oral[] tablé@.5[] mg,[] 25[] mg,[] 3.125[] mg,[] 6.25[] mg
carvedilol[] phosphate[] erf] oral[] capsule[] extended[] release[] 24[] hour1
10[] mg,[] 20[] mg,[] 40[] mg,[] 80[] mg
dutasteride-tamsulosin[] hcl[] oral[] caps@é-0.4[] mg
labetalol[] hcl[] orall] tablé[] mg,[] 200[] mg,[] 300[] mg
silodosin[] oral[] capsuk] mg,[] 8[] mg

tamsulosin[] hcl[] oral[] caps@id[] mg

SELECTIVE[] BETA-2-ADRENERGIC[] AGONISTS[] -[] Drugs[] for{]
Heart ] and[] Lungs

ADVAIR HFA INHALATION AEROSOL 115-21 MCG/ACT, 230-
21 MCGJ/ACT, 45-21 MCG/ACT (fluticasone-salmeterol)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
AIRSUPRA INHALATION AEROSOL 90-80 MCG/ACT 3
(albuterol-budesonide)

albuterol[] sulfate[] hfa[] inhalation[] aerosol[] solt€i8iri (90/] base)[] 1

mcgy/act

albuterol[] sulfate[] inhalation[] nebulization[] solutgf ] mg/3ml)[] 1

0.083%,[]0.63[] mg/3ml,[] 1.25[] mg/3ml,[] 2.5[] mg/0.5ml

albuterol[] sulfate[] nebulization[] solution[] (5] mg/mli)[] 0.5%[] inhalationl

ALBUTEROL SULFATE NEBULIZATION SOLUTION (5

MG/ML) 0.5% INHALATION 3

albuterol[] sulfate[] oral[] syr2jp mg/5ml

albuterol[] sulfate[] oral[] tab®etmg,[] 4[] mg

ANORO ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 62.5-25 MCG/ACT (umeclidinium- 3 SL (2 blisters per day.)
vilanterol)

arformoterol[] tartrate[] inhalation[] nebulization[] solutigiit mcg/2m 1 SL (2 nebules per day)
BEVESPI AEROSPHERE INHALATION AEROSOL 9-4.8 5 SL (0.36 grams per day.)
MCG/ACT (glycopyrrolate-formoterol) =09 P Y
BREO ELLIPTA INHALATION AEROSOL POWDER BREATH > SL (2 blisters per day.)

ACTIVATED 100-25 MCG/ACT (fluticasone[] furoate-vilantergl

BREO ELLIPTA INHALATION AEROSOL POWDER BREATH
ACTIVATED 200-25 MCG/ACT, 50-25 MCG/INH (fluticasone[] 3 SL (2 blisters per day.)
furoate-vilanterol)

BREZTRI AEROSPHERE INHALATION AEROSOL 160-9-4.8

MCG/ACT (budeson-glycopyrrol-formoterol) 3 SL (0.36 grams per day.)
BROVANA INHALATION NEBULIZATION SOLUTION 15 4 SL (2 nebules per day)
MCG/2ML (arformoterol[] tartrate P y
COMBIVENT RESPIMAT INHALATION AEROSOL SOLUTION > SL (0.28 grams per day.)
20-100 MCG/ACT (ipratropium-albuterol) <29 P Y
DULERA INHALATION AEROSOL 100-5 MCG/ACT, 200-5 .

MCG/ACT (mometasone(] furo-formoterol[] fym 4 ST; SL (0.44 grams per day.)
DULERA INHALATION AEROSOL 50-5 MCG/ACT 4 ST: SL (0.44 mcg per day.)

(mometasone(] furo-formoterol[] fym

FLUTICASONE FUROATE-VILANTEROL INHALATION
AEROSOL POWDER BREATH ACTIVATED 100-25 MCG/ACT, 4 SL (2 blisters per day.)
200-25 MCG/ACT

FLUTICASONE-SALMETEROL INHALATION AEROSOL 115-

21 MCG/ACT, 230-21 MCG/ACT, 45-21 MCG/ACT 4 SL (0.4 grams per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

fluticasone-salmeterol[] inhalation[] aerosol[] powder] breath[]

activated 100-50[] mcg/act,[] 250-50[] mcg/act,[] 500-50[] mcg/act ! SL (2 blisters per day.)
FLUTICASONE-SALMETEROL INHALATION AEROSOL

POWDER BREATH ACTIVATED 113-14 MCG/ACT, 232-14 2 SL (0.04 mcg per day.)
MCG/ACT, 55-14 MCG/ACT

formoterol[] fumarate[] inhalation[] nebulization[] solug@in mcg/2m 1 SL (2 vials per day.)
ipratropium-albuterol[] inhalation[] solutiah5-2.5[] (3)[] mg/3ml

levalbuterol[] hcl[] inhalation[] nebulization[] soludi&1[] mg/3ml,[] 1

0.63[] mg/3ml,[] 1.25[] mg/0.5ml,[] 1.25[] mg/3ml|

LEVALBUTEROL HFA INHALATION AEROSOL 45 MCG/ACT 3

PERFOROMIST INHALATION NEBULIZATION SOLUTION 20

MCG/2ML (formoterol[] fumarate 4 SL (2 vials per day)

SEREVENT DISKUS INHALATION AEROSOL POWDER SL (1 diskus (60 blisters) per
BREATH ACTIVATED 50 MCG/ACT (salmeterol[] xinafoatg month.)

STIOLTO RESPIMAT INHALATION AEROSOL SOLUTION

2.5-2.5 MCG/ACT (tiotropium[] bromide-olodaterql 2 SL (0.15 grams per day)
STRIVERDI RESPIMAT INHALATION AEROSOL SOLUTION > SL (0.15 grams per day.)
2.5 MCGJ/ACT (olodaterol[] hgl 9 P Y
SYMBICORT INHALATION AEROSOL 160-4.5 MCG/ACT, 80- 1 SL (0.35 grams per day.)
4.5 MCGJ/ACT (budesonide-formoterol[] fumaratg 2 P y
terbutaline[] sulfate[] oral[] tab®eb[] mg,[] 5[] mg 1

TRELEGY ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 100-62.5-25 MCG/ACT (fluticasone- 3 SL (2 blisters per day)

umeclidin-vilant)

TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 200-62.5-25 MCG/ACT (fluticasone- 3 SL (2 blisters per day.)
umeclidin-vilant)

wixela[] inhub[] inhalation[] aerosol[] powderf] breath[] acth@iesl) |

mcg/act[] 250-50[] mcg/act,[] 500-50] mcg/act 1 SL (2 blisters per day.)

XOPENEX HFA INHALATION AEROSOL 45 MCG/ACT
(levalbuterol[] tartrate

SELECTIVE[] BETA-ADRENERGIC[] BLOCKING[] AGENT[] -]
Drugs[] for] the[] Heart

acebutolol[] hcl[] oral[] caps@@0/] mg,[] 400[] mg

atenolol[] oral] tablé00[] mg,[] 25[] mg,[] 50[] mg

ATENOLOL+SYRSPEND SF ORAL SUSPENSION 1 MG/ML

(atenolol) 3 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
betaxolol[] hcl[] oral[] tabl€¥] mg,[] 20[] mg 1

bisoprolol[] fumarate[] oral[] tabl€¥] mg,[] 5[] mg 1

CORGARD ORAL TABLET 20 MG, 40 MG (nadolol) 4
KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR

SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol[] 4

succinate)

LOPRESSOR ORAL TABLET 100 MG, 50 MG (metoprolol[] 4

tartrate)

metoprolol[] succinate[] erf] oral[] tablet[] extended[] release[] 24[]lhour
100[] mg,[] 200[] mg,[] 25[] mg,[] 50(] mg

metoprolol[] tartrate[] oral] tablé¥0[] mg,[] 251 mg,[] 37.5[] mg,[] 50] mg,ﬂ1
75[] mg

nadolol[] oral[] tablet[] mg,[] 40[] mg,[] 80[] mg 1

SKELETAL[] MUSCLE[] RELAXANTS,[] MISCELLANEOUS[] -]
Drugs[] for[] Relaxing[] Muscles

orphenadrine[] citrate[] erf] oral] tablet ] extended[] release[] #ZJQHour

mg !

BLOOD[] FORMATION,[] COAGULATION, ] THROMBOSIS]] ]

Drugs[] for] the[] Blood

ANTIANEMIA[] DRUGS[] {] Vitamins[] and[] Minerals

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 100 5 SL (2 syringes per month);
MCG/ML (darbepoetin[] alfa SP

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 200 SL (4 syringes per month);
MCG/ML, 25 MCG/ML, 40 MCG/ML, 60 MCG/ML ( darbepoetinf] 2 op yringes p !
alfa)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION .
PREFILLED SYRINGE 10 MCG/0.4ML (darbepoetin[] alfa 2 SL (1.6 mi per month.); SP
ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 SL (1 prefill syringe per
PREFILLED SYRINGE 100 MCG/0.5ML (darbepoetin[] alfa month); SP

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 150 MCG/0.3ML, 60 MCG/0.3ML 2 SL (2 vials per month); SP
(darbepoetin[] alfa

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 200 MCG/0.4ML, 25 MCG/0.42ML, 40 2 SL (4 vials per month); SP
MCG/0.4ML (darbepoetin/] alfa

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 SL (2 vials per prescription);
PREFILLED SYRINGE 300 MCG/0.6ML (darbepoetin[] alfa SP

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &
Limits

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

SL (2 syringes per month);

(anticoagulant] sodium(] citrate

PREFILLED SYRINGE 500 MCG/ML (darbepoetin[] alfga 2 SP

JESDUVROQ ORAL TABLET 1 MG, 2 MG, 4 MG (daprodustat) 4 gﬁ; SL (1 tablet per day.);
JESDUVROQ ORAL TABLET 6 MG (daprodustaf) 4 gﬁ; SL (2 tablets per day.);
JESDUVROQ ORAL TABLET 8 MG (daprodustat) 4 gﬁ; SL (3 tablets per day.);
RETACRIT INJECTION SOLUTION 10000 UNIT/ML ( epoetin[] > SL (8 ml per 21 days); SP
alfa-epbx)

RETACRIT INJECTION SOLUTION 2000 UNIT/ML, 3000 )
UNIT/ML, 4000 UNIT/ML ( epoetin(] alfa-epbx 2 SL (12 ml per 21 days.); SP
RETACRIT INJECTION SOLUTION 20000 UNIT/ML ( epoetin[] >

alfa-epbx)

RETACRIT INJECTION SOLUTION 40000 UNIT/ML ( epoetin[] > SL (4 ml per 21 days.); SP
alfa-epbx)

ANTICOAGULANTS,[] MISCELLANEOUS[] {] Drugs[] to[] Prevent]

Blood[] Clots

ACD-A NOCLOT-50 IN VITRO SOLUTION 0.73-2.45-2.2 3

GM/100ML (anticoagulant] cit(] dext[] soln[] a

ANTICOAGULANT SODIUM CITRATE IN VITRO SOLUTION 4 3

%, 4 GM/100ML

fondaparinux(] sodium[] subcutaneous/] solutiv@] mg/0.8ml,[] 2.5]] 1

mg/0.5ml,[] 5[] mg/0.4ml,[] 7.5[] mg/0.6ml

TRICITRASOL IN VITRO CONCENTRATE 46.7 % 3

Prevent] Blood[] Clots

ANTITHROMBOTIC[] AGENTS,[] MISCELLANEOUS(] -[] Drugs(] to[]

PA; SL (1 vial per day and 58

CABLIVI INJECTION KIT 11 MG (caplacizumab-yhdp) 2 vials per 120 days.): SP
LODOCO ORAL TABLET 0.5 MG (colchicine) 4 SL (1 tablet per day.)
BLOOD[] FORM.,COAG, THROMBOSIS[] AGENTS[] MISC.[] -]

Drugs[] to] Prevent] Bleeding

OXBRYTA ORAL TABLET 300 MG, 500 MG ( voxelotor) 4 gﬁ; SL (3 tablets per day.);
OXBRYTA ORAL TABLET SOLUBLE 300 MG (voxelotor) 4 PA; SL (3 tablets per day.);

SP

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name

Drug(] Tier

Coverage[] Requirements[] &
Limits

mg,[] 5[] mg,[] 6[] mg,[] 7.5[] mg

PYRUKYND ORAL TABLET 20 MG, 5 MG, 50 MG (mitapivat(] 3 PA; SL (56 tablets per 28

sulfate) days.); SP; CM

PYRUKYND TAPER PACK ORAL TABLET THERAPY PACK 5 3 PA; SL (7 tablets per 365

MG (mitapivatf] sulfate days.); SP; CM

PYRUKYND TAPER PACK ORAL TABLET THERAPY PACK 7 .

X 20 MG & 7 X 5 MG, 7 X 50 MG & 7 X 20 MG (mitapivatf] 3 PA; SL (14 tablets per 365
days.); SP; CM

sulfate)

TAVALISSE ORAL TABLET 100 MG, 150 MG (fostamatinib[] 4 PA; SL (2 tablets per day);

disodium) SP

COUMARIN[{] DERIVATIVES]] ] Drugs[] to] Prevent] Blood[] Clots

jantoven([] oral[] tabléf] mg,[] 10[] mg,[] 2[] mg,[] 2.5[] mg,[] 3[] mg,[]] 4[] mglﬂ 57

mg,[] 6[] mg,[] 7.5[] mg

warfarin/] sodium(] oral[] tabigtmg,[] 10[] mg,[] 2[] mg,[] 2.5[] mg,[] B3] mg,q 4]

DIRECT]] FACTOR[] XA[] INHIBITORS[] -[] Drugs[] to[] Prevent] Blood[]

15 & 20 MG (rivaroxaban)

Clots
ELIQUIS DVT/PE STARTER PACK ORAL TABLET THERAPY
PACK 5 MG (apixaban) 2 SL (2.5 tablets per day.)
ELIQUIS ORAL TABLET 2.5 MG (apixaban) 2 SL (2 tablets per day.)
ELIQUIS ORAL TABLET 5 MG (apixaban) 2 SL (2.5 tablets per day.)
SAVAYSA ORAL TABLET 15 MG, 30 MG, 60 MG (edoxaban[] 4 ST: SL (1 tablet per day.)
tosylate)
XARELTO ORAL SUSPENSION RECONSTITUTED 1 MG/ML
. 2 SL (20 ml per day.)
(rivaroxaban)
XARELTO ORAL TABLET 10 MG (rivaroxaban) 2 SL (1 tablet per day.)
SL (52 tablets per month
XARELTO ORAL TABLET 15 MG (rivaroxaban) 2 initial 1 tablet per day for
maintenance.)
XARELTO ORAL TABLET 2.5 MG (rivaroxaban) 2 SL (2 tablets per day.)
XARELTO ORAL TABLET 20 MG ( rivaroxaban) 2 SL (31 tablets per 31 days.)
XARELTO STARTER PACK ORAL TABLET THERAPY PACK 5 SL (51 tablets per year.)

DIRECT]] THROMBIN[] INHIBITORS[] -[] Drugs[] to[] Prevent(] Blood[]

Clots
dabigatran([] etexilate[] mesylate[] oral[] capdulé ] mg 1 SL (2 tablets per day.)
dabigatran([] etexilate[] mesylate[] oral[] capd&@] mg,[] 75[] mg 1 SL (62 capsules per 31

days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day

supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits

PRADAXA ORAL CAPSULE 110 MG (dabigatran(] etexilate[] > SL (2 tablets per day.)

mesylate)

PRADAXA ORAL CAPSULE 150 MG, 75 MG (dabigatran[] 5 SL (62 capsules per 31

etexilate[] mesylatg days.)

PRADAXA ORAL PACKET 110 MG, 20 MG, 30 MG, 40 MG, 50 4 SL (4 packets per day.)

MG (dabigatran[] etexilate[] mesyldte P P Y

PRADAXA ORAL PACKET 150 MG (dabigatran[] etexilate[] 4 SL (2 packets per day.)

mesylate)

HEMATOPOIETIC[J AGENTS[] {] Drugs[] for] Anemia

ALVAIZ ORAL TAB!_ET 18 MG, 36 MG, 54 MG, 9 MG 4 PA: SP: CM

(eltrombopag[] choling

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 100 5 SL (2 syringes per month);

MCG/ML (darbepoetin/] alfa SP

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 200 SL (4 syringes per month);

MCG/ML, 25 MCG/ML, 40 MCG/ML, 60 MCG/ML ( darbepoetinf] 2 op yringes p !

alfa)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION .

PREFILLED SYRINGE 10 MCG/0.4ML (darbepoetin[] alfa 2 SL (1.6 mi per month.); SP

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 SL (1 prefill syringe per

PREFILLED SYRINGE 100 MCG/0.5ML (darbepoetin[] alfa month); SP

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 150 MCG/0.3ML, 60 MCG/0.3ML 2 SL (2 vials per month); SP

(darbepoetin[] alfa

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 200 MCG/0.4ML, 25 MCG/0.42ML, 40 2 SL (4 vials per month); SP

MCG/0.4ML (darbepoetin/] alfa

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 SL (2 vials per prescription);

PREFILLED SYRINGE 300 MCG/0.6ML (darbepoetin/] alfa SP

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 SL (2 syringes per month);

PREFILLED SYRINGE 500 MCG/ML (darbepoetin[] alfga SP

DOPTELET ORAL TABLET 20 MG (avatrombopag[] maleaty 4 PA; SL (15 tablets per
month.); SP

JESDUVROQ ORAL TABLET 1 MG, 2 MG, 4 MG (daprodustat) 4 gﬁ; SL (1 tablet per day.);

JESDUVROQ ORAL TABLET 6 MG (daprodustaf) 4 gﬁ; SL (2 ablets per day.);

JESDUVROQ ORAL TABLET 8 MG (daprodustaf) 4 gﬁ; SL (3 tablets per day.);

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
LEUKINE INJECTION SOLUTION RECONSTITUTED 250 >
MCG (sargramostim)
MOZOBIL SUBCUTANEOUS SOLUTION 24 MG/1.2ML 4 sp
(plerixafor)
MULPLETA ORAL TABLET 3 MG (lusutrombopag) 2 PA; SP
NEULASTA SUBCUTANEOUS SOLUTION PREFILLED >
SYRINGE 6 MG/0.6ML (pegfilgrastim)
plerixafor{] subcutaneous|] solutia®4[] mg/1.2ml 1 SP
PROMACTA ORAL PACKET 12.5 MG (eltrombopag[] olamink 4 gfj SL (6 packets per day.);
PROMACTA ORAL PACKET 25 MG (eltrombopag[] olaming 4 PA; SL (6 packets per day.)
PROMACTA ORAL TABLET 12.5 MG, 25 MG, 50 MG, 75 MG .
, 4 PA; SP
(eltrombopag[] olaming
RETACRIT INJECTION SOLUTION 10000 UNIT/ML ( epoetin[] > SL (8 ml per 21 days); SP
alfa-epbx)
RETACRIT INJECTION SOLUTION 2000 UNIT/ML, 3000 )
UNIT/ML, 4000 UNIT/ML ( epoetin(] alfa-epbx 2 SL (12 mi per 21 days.); SP
RETACRIT INJECTION SOLUTION 20000 UNIT/ML ( epoetin[] >
alfa-epbx)
RETACRIT INJECTION SOLUTION 40000 UNIT/ML ( epoetin[] > SL (4 ml per 21 days.); SP
alfa-epbx)
UDENYCA SUBCUTANEOUS SOLUTION AUTO-INJECTOR 6 >
MG/0.6ML (pegfilgrastim-cbqv)
UDENYCA SUBCUTANEOUS SOLUTION PREFILLED > Sp
SYRINGE 6 MG/0.6ML (pegfilgrastim-cbqv)
ZARXIO INJECTION SOLUTION PREFILLED SYRINGE 300 > Sp
MCG/0.5ML, 480 MCG/0.8ML (filgrastim-sndz)
HEMORRHEOLOGIC[] AGENTS[] {] Drugs[] for[] Blood[] Flow
pentoxifylline[] er(] oral[] tablel[] extended[] reléa8g mg 1
HEMOSTATICS[] {] Drugs[] to[] Prevent] Bleeding
ADVATE INTRAVENOUS SOLUTION RECONSTITUTED 1000
UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 2 SP
UNIT, 500 UNIT (antihemophil[] factor] (rahf-pfin)
ADYNOVATE INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 4 PA; SP
UNIT, 750 UNIT

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage[] Requirements[] &
Limits

Prescription[] Drug[] Name Drug(] Tier

AFSTYLA INTRAVENOUS KIT 1000 UNIT, 1500 UNIT, 2000
UNIT, 250 UNIT, 2500 UNIT, 3000 UNIT, 500 UNIT 4 PA; SP
(antihemophill] fact[] single[] chain

ALPHANATE INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 500 UNIT 2 SP
(antihemophilic[] factor-vwf

ALPHANINE SD INTRAVENOUS SOLUTION
RECONSTITUTED 1000 UNIT (coagulation[] factor })ix

ALPHANINE SD INTRAVENOUS SOLUTION
RECONSTITUTED 1500 UNIT, 500 UNIT (coagulation[] factor))i

ALPROLIX INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 UNIT, 500 3 SP
UNIT (coagulation[] factor] ix(] (rfixfc)

ALTUVIIIO INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 UNIT, 500 4 PA; SP
UNIT (antihem[] factf] fc-vwif-xten-eht!

aminocaproic[] acid[] oral[] soluti@:25[] gm/ml

aminocaproic/] acid[] oral[] tabl€00] mg,[] 500[] mg
ASTRINGYN EXTERNAL SOLUTION 259 MG/GM (ferric(]
subsulfate)

BENEFIX INTRAVENOUS KIT 1000 UNIT, 2000 UNIT, 250
UNIT, 3000 UNIT, 500 UNIT (coagulation[] factor{] ix(] (recomb)
COAGADEX INTRAVENOUS SOLUTION RECONSTITUTED
250 UNIT, 500 UNIT (coagulation[] factor(] X[] (humgn)

CORIFACT INTRAVENOUS KIT 1000-1600 UNIT (factor] xiii[]
concentrate[] humah

X

desmopressin[] ace[] spray(] refrig[] nasal[] solQtti] %

desmopressin[] acetate[] injection[] soluti&ii mcg/ml
DESMOPRESSIN ACETATE NASAL SOLUTION 1.5 MG/ML
desmopressin[] acetate[] oral[] tablet[] mg,[] 0.2[] mg

desmopressin[] acetate[] pf] injection[] soludigmcg/ml

RPlR| R W Rk

desmopressin[] acetate[] spray(] nasal[] solufldi|[] %

ELOCTATE INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT,
4000 UNIT, 500 UNIT, 5000 UNIT, 6000 UNIT, 750 UNIT
(antihem([] fact[] (bdd-rtviiiic)

4 PA; SP

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.

73



Coverage[] Requirements[] &

Prescription[] Drug[] Name Drug(] Tier Limits
FEIBA INTRAVENOUS SOLUTION RECONSTITUTED 1000 5 sp
UNIT, 2500 UNIT, 500 UNIT (antiinhibitorf] coagulant[] cmplx

GELFILM OPHTHALMIC FILM (gelatin[] adsorbablg 2

GEL-FLOW EXTERNAL KIT (gelatin[] absorb-thrombih 3
GELFOAM-JMI POWDER EXTERNAL KIT (gelatin[] absorb- 3

thrombin)

GELFOAM-JMI SPONGE EXTERNAL KIT (gelatin[] absorb- 3

thrombin)

HEMLIBRA SUBCUTANEOUS SOLUTION 105 MG/0.7ML, 12

MG/0.4ML, 150 MG/ML, 30 MG/ML, 300 MG/2ML, 60 2 PA; SP
MG/0.4ML (emicizumab-kxwh)

HEMOFIL M INTRAVENOUS SOLUTION RECONSTITUTED 5

1000 UNIT, 250 UNIT, 500 UNIT (antihemophilic/] factor

HEMOFIL M INTRAVENOUS SOLUTION RECONSTITUTED 5 sp

1700 UNIT (antihemophilic[] factor

HUMATE-P INTRAVENOUS SOLUTION RECONSTITUTED
1000-2400 UNIT, 250-600 UNIT, 500-1200 UNIT 2 SP
(antihemophilic[] factor-vwf

IDELVION INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3500 UNIT, 500 UNIT 3 SP
(coagulation[] factor] ix[] (rix}fp)

JIVI INTRAVENOUS SOLUTION RECONSTITUTED 1000

UNIT, 2000 UNIT, 3000 UNIT, 500 UNIT (ahf] (bdd-rtviii[] peg- 4 PA; SP
aucl))

KOATE INTRAVENOUS SOLUTION RECONSTITUTED 1000 5

UNIT, 250 UNIT, 500 UNIT (antihemophilic[] factor

KOATE-DVI INTRAVENOUS SOLUTION RECONSTITUTED 5

1000 UNIT, 500 UNIT (antihemophilic[] factor

KOGENATE FS INTRAVENOUS KIT 1000 UNIT, 2000 UNIT, 5

250 UNIT, 3000 UNIT, 500 UNIT (antihem[] factor] recomb(] (rfyili)

KOVALTRY INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 UNIT 2 SP
(antihemophill] factor] (rahf-pfin)

MONSELS FERRIC SUBSULFATE EXTERNAL SOLUTION 3

NOCDURNA SUBLINGUAL TABLET SUBLINGUAL 27.7 MCG, 3 SL (1 tablet per day.)

55.3 MCG (desmopressin[] acetaty

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 4: Your highest cost medications; PA: Prior authorization required; SL:
Supply Limit; ST: Step Therapy; H: Part of health care reform preventive when age and/or condition
appropriate; SP: Specialty medication; CM: Orally administered anticancer medication; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: $0 cost-share by state mandate when
condition appropriate; NTT: If you are new to opioid therapy, you will be limited to a 7-day supply (or 3-day
supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Prescription[] Drug[] Name Drug(] Tier

NOVOEIGHT INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 UNIT 2
(antihemophil[] fact(] bd[] truncated

NOVOEIGHT INTRAVENOUS SOLUTION RECONSTITUTED
1500 UNIT (antihemophil[] fact(] bd[] truncated

NOVOSEVEN RT INTRAVENOUS SOLUTION
RECONSTITUTED 1 MG, 2 MG, 5 MG, 8 MG (coagulation[] 2 SP
factor] viia[] recorpb

NUWIQ INTRAVENOUS KIT 1000 UNIT, 2000 UNIT, 250 UNIT,

2500 UNIT, 3000 UNIT, 4000 UNIT, 500 UNIT (antihem[] factf] 2 SP
(bdd-rtviii,sim))

NUWIQ INTRAVENOUS KIT 1500 UNIT (antihem(] fact/] (bdd- 5
riviii,sim))

NUWIQ INTRAVENOUS SOLUTION RECONSTITUTED 1000

UNIT, 2000 UNIT, 250 UNIT, 2500 UNIT, 3000 UNIT, 4000 2 SP
UNIT, 500 UNIT (antihem(] fact[] (bdd-rtviii,siiyn)

NUWIQ INTRAVENOUS SOLUTION RECONSTITUTED 1500 5

UNIT (antihem(] fact(] (bdd-rtviii,siin)

PROFILNINE INTRAVENOUS SOLUTION RECONSTITUTED 5 sp
1000 UNIT, 1500 UNIT, 500 UNIT (factorf] ix/] complex

RECOMBINATE INTRAVENOUS SOLUTION

RECONSTITUTED 1241-1800 UNIT, 1801-2400 UNIT, 220-400 5 sp
UNIT, 401-800 UNIT, 801-1240 UNIT (antihem[] factor[] recomb[]

(rfviii))

RECOTHROM EXTERNAL SOLUTION RECONSTITUTED 3

5000 UNIT (thrombin[] (recombinan)

RECOTHROM SPRAY KIT EXTERNAL SOLUTION 3
RECONSTITUTED 20000 UNIT (thrombin[] (recombinani)

RIXUBIS INTRAVENOUS SOLUTION RECONSTITUTED 1000 5

UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 UNIT

SEVENFACT INTRAVENOUS SOLUTION RECONSTITUTED 4 sp
1 MG, 5 MG (coagulation[] factor(] viia-jngw

THROMBIN-JMI EPISTAXIS EXTERNAL KIT 5000 UNIT 3
(thrombin)

THROMBIN-JMI EXTERNAL KIT 20000 UNIT, 5000 UNIT 3
(thrombin)

THROMBOGEN EXTERNAL KIT 10000 UNIT 