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Express Scripts Medicare (PDP)
2020 Formulary (List of Covered Drugs)

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

Formulary ID Number: 20064, v6

This formulary was updated on 08/19/2019. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

Note to current members: This formulary has changed since last year. Please review this document to
understand your plan’s drug coverage.
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When this drug list (formulary) refers to “we,” “us” or “our,” it means Medco Containment Life
Insurance Company or Medco Containment Insurance Company of New York (for employer plans
domiciled in New York). When it refers to “plan” or “our plan,” it means Express Scripts Medicare.

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 19, 2019. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit. Benefits,
premium and/or copayments/coinsurance may change on January 1, 2021. The formulary and/or
pharmacy network may change at any time. You will receive notice when necessary.

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

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

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

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

Can my drug coverage change?

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

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

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

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

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

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

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2020 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2020 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year.

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

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

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

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 103. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

e Prior Authorization: You or your doctor is required to get prior authorization for certain drugs.
This means that you will need to get approval from the plan before you fill your prescriptions. If
you don’t get approval, the drugs may not be covered. These drugs are noted with “PA” next to
them in the formulary.

Some drugs may be covered under Part B or under Part D, depending on your medical condition.
Your doctor will need to get a prior authorization for these drugs as well, so your pharmacy can
process your prescription correctly.
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e Quantity Limits: For certain drugs, the amount of the drug that will be covered by the plan
is limited. The plan may limit how much of a drug you can get each time you fill your
prescription. For example, if it is normally considered safe to take only one pill per day for
a certain drug, we may limit coverage for your prescription to no more than one pill per day.
These drugs are noted with “QL” next to them in the formulary.

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

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

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

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

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

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

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

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

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

e You can request coverage of a drug that is not currently covered by this plan. If approved, the
drug will be covered at a pre-determined cost-sharing level, and you will not be able to ask us to
provide the drug at a lower cost-sharing level.

e You can ask us to cover a formulary drug at a lower cost-sharing level. If your drug is contained
in our Non-Preferred Drug tier, you can ask us to cover it at the cost-sharing amount that applies
to drugs in our Preferred Brand Drug tier instead. If approved, this would lower the amount you
must pay for your drug.

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

You should contact us to ask for an initial coverage decision for an exception, utilization restriction
exception or to ask the plan to cover a drug that is not currently covered. When you are requesting an
exception, you should submit a statement from your prescriber or physician supporting your
request. Generally, we must make our decision within 72 hours of getting your prescriber’s supporting
statement. You can request an expedited (fast) exception if you or your doctor believes that your health
could be seriously harmed by waiting up to 72 hours for a decision. If your request to expedite is
granted, we must give you a decision no later than 24 hours after we get a supporting statement from
your doctor or other prescriber.

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

How do I request an appeal?

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

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

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

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

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

For each of your drugs that is not on our formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for a one-month supply. If your prescription is written for fewer days, we’ll allow refills
to provide up to a maximum of a one-month supply of medication. After your first refill of a one-month
supply, we will not pay for these drugs, even if you have been a plan member less than 90 days.

If you are a resident of a long-term care facility and you need a drug that is not on our formulary, or if
your ability to get your drug is limited but you are past the first 90 days of membership in our plan, we

will cover a minimum of a 31-day emergency transition supply of that drug while you pursue an
exception.

v
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Other times when we will cover at least a temporary 30-day transition supply (or less, if you have a
prescription written for fewer days) include:

When you enter a long-term care facility
When you leave a long-term care facility
When you are discharged from a hospital
When you leave a skilled nursing facility
e  When you cancel hospice care

e  When you are discharged from a psychiatric hospital with a medication regimen that is
highly individualized

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

Other coverage that your plan may provide

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

Prescription drugs when used for anorexia, weight loss or weight gain
Prescription drugs when used to promote fertility
Prescription drugs when used for cosmetic purposes or to promote hair growth
Prescription drugs when used for the symptomatic relief of cough or colds
Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)
Drugs when used for the treatment of sexual or erectile dysfunction
¢ Over-the-counter (OTC) diabetic supplies
e Federal Legend Part B medications — for example, oral chemotherapy agents
(e.g., TEMODAR®, XELODA®)
e Non-prescription drugs, also known as over-the-counter (OTC) drugs
e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale.

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 103.

The “Drug Name” column of the chart lists the drug name. Brand-name drugs are capitalized

(e.g., CRESTOR®) and generic drugs are listed in lowercase italics (e.g., atorvastatin). The information
in the “Requirements/Limits” column tells you if there are any special requirements for coverage of
that particular drug.

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

\%
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Your Costs
The amount you pay for a covered drug will depend on:
¢ Your coverage stage. Your plan has different stages of coverage. In each stage, the amount you
pay for a drug may change. Please refer to your other plan documents for more information
about your specific prescription drug benefit.
e The drug tier for your drug. Each covered drug is in one of three drug tiers. Each tier may
have a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs
are included in each tier and shows how costs may change with each tier.

Your other plan materials have more information about your plan’s coverage stages and list the specific
cost-sharing amounts for each tier.

Drug Tiers
Tier Includes Helpful tips
Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing
Generic commonly prescribed generic amount.
Drugs drugs and may include other
low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred
Brand some generic drugs. drugs.
Drugs
Tier 3: This tier includes non-preferred | Many non-preferred drugs have lower-cost
Non- brand-name drugs as well as alternatives in Tiers 1 and 2. Ask your doctor
Preferred some generic drugs. if switching to a lower-cost generic or
Drugs preferred brand-name drug may be right for
you.

If you qualify for Extra Help

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

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

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

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

Vi

HI_ESPREA20_191105


https://www.medicare.gov

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

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

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

List of abbreviations

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

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

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

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

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

vii
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Drug Name Drug Requirements | |Drug Name Drug Requirements
Tier /Limits Tier /Limits
NOXAFIL ORAL 2 MO
ANTIFUNGAL AGENTS nystatin oral I MO
suspension
ABELCET 2 PA; MO
nystatin oral tablet 1 MO
AMBISOME 2 PA; MO
ORAVIG 3 MO
amphotericin b 1 PA; MO
SPORANOX 3 MO
ANCOBON 3 MO
terbinafine hcl oral 1 MO
CANCIDAS 3 PA; MO
TOLSURA 3 MO
caspofungin 1 PA
pofungs VFEND 3 MO
clotrimazole mucous 1 MO
membrane VFEND IV 3 PA; MO
CRESEMBA ORAL MO voriconazole 1 PA; MO
intravenous
DIFLUCAN 3 MO
voriconazole oral 1 MO
ERAXIS(WATER 3 MO
DILUENT) ANTIVIRALS
fluconazole 1 MO abacavir 1 MO
fluconazole in nacl 1 PA; MO abacavir-lamivudine 1 MO
(iso-osm) abacavir- 1 MO
i”_”’ avenous lamivudine-
piggyback 200 zidovudine
mg/100 ml
acyclovir oral 1 MO
fluconazole in nacl 1 PA capsule
(iso-osm) :
intravenous acyclovir oral 1 MO
piggyback 400 suspension 200 mg/5
mg/200 ml ml
flucytosine 1 MO acyclovir oral tablet 1 MO
griseofulvin 1 MO acyclovir sodium 1 PA; MO
microsize intravenous solution
griseofulvin 1 MO adefovir 1 MO
ultramicrosize amantadine hcl 1 MO
itraconazole 1 MO APTIVUS ORAL 2 MO
ketoconazole oral 1 MO CAPSULE
MYCAMINE 2 MO

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

APTIVUS ORAL 2 EPIVIR HBV 2 MO
SOLUTION ORAL SOLUTION
atazanavir 1 MO EPIVIR HBV 3 MO
ATRIPLA ) MO ORAL TABLET
BARACLUDE 2 MO EPZICOM 3 MO
ORAL SOLUTION EVOTAZ 3 MO
BARACLUDE 3 MO famciclovir 1 MO
ORAL TABLET FLUMADINE 3 MO
BIKTARVY 2 MO ORAL TABLET
CIMDUO 2 MO fosamprenavir 1 MO
COMBIVIR 3 MO FUZEON 2 MO

SUBCUTANEOUS
COMPLERA 2 MO RECON SOLN
CRIXIVAN ORAL 2 MO
CAPSULE 200 MG, GENVOYA S MO
400 MG HARVONI 2 PA; MO; QL
DAKLINZA ORAL 3  PA; MO; QL 328 per 28
TABLET 30 MG, 60 (28 per 28 ays)
MG days) HEPSERA 3 MO
DELSTRIGO 3 MO INTELENCE 2 MO
DESCOVY 2 MO INVIRASE ORAL 2 MO
didanosine oral 1 MO TABLET
capsule,delayed ISENTRESS 2 MO
release(dr/ec) 250 ISENTRESS HD ) MO
mg, 400 mg
DOVATO 5 MO JULUCA 3 MO

KALETRA ORAL 3 MO
EDURANT 2 MO SOLUTION
efavirenz ! MO KALETRA ORAL 2 MO
EMTRIVA 2 MO TABLET
entecavir 1 MO lamivudine 1 MO
EPCLUSA 2 PA; MO; QL lamivudine- 1 MO

(28 per 28 zidovudine
days)

EPIVIR 3 MO

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

2

HI_ESPREA20_191105


http://express-scripts.com

Drug Name Drug Requirements | |Drug Name Drug Requirements

Tier /Limits Tier /Limits
LEDIPASVIR- 3 PA; MO; QL PREZISTA ORAL 2 MO
SOFOSBUVIR (28 per 28 TABLET 150 MG,
days) 600 MG, 75 MG,
LEXIVA ORAL 2 MO 800 MG
SUSPENSION REBETOL ORAL 2 MO
LEXIVA ORAL 3 MO SOLUTION
TABLET RELENZA 2 MO
lopinavir-ritonavir 1 MO DISKHALER
] ] RESCRIPTOR 2 MO
MAVYRET 2 fé?l’;\gr%SQL ORAL TABLET
days) RETROVIR ORAL 3 MO
nevirapine oral 1 CAPSULE
suspension RETROVIR ORAL 3 MO
nevirapine oral 1 MO SYRUP
tablet REYATAZ ORAL 3 MO
nevirapine oral 1 MO CAPSULE 150 MG,
tablet extended 200 MG, 300 MG
release 24 hr REYATAZ ORAL 2 MO
NORVIR ORAL 2 MO ggg?g{ IN
POWDER IN
PACKET ribasphere oral 1 MO
NORVIR ORAL 2 MO capsule
SOLUTION ribasphere oral 1 MO
NORVIR ORAL 3 MO tablet 600 mg
TABLET ribasphere ribapak 1 MO
oral tablets,dose
ODEFSEY 2 MO ek 600400 me
oseltamivir 1 MO (28)-mg (28), 600-
PIFELTRO 3 MO 600 mg (28)-mg (28)
PREVYMIS ORAL 2 MO; QL (30 ”b‘”"lr in oral I MO
per 30 days) capsure
PREZCOBIX 3 MO ribavirin oral tablet 1 MO
200 mg
PREZISTA ORAL 2 MO
SUSPENSION rimantadine 1 MO
ritonavir 1 MO

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

3
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Drug Name Drug Requirements | |Drug Name Drug Requirements
Tier /Limits Tier /Limits
SELZENTRY 2 MO VEMLIDY 2 MO
SOFOSBUVIR- 3 PA; MO; QL VIDEX 4 GRAM 2 MO
VELPATASVIR (28 per 28 PEDIATRIC
days) VIDEX EC ORAL 3 MO
SOVALDI 3 PA; MO; QL CAPSULE,DELAY
(28 per 28 ED
days) RELEASE(DR/EC)
. 125 MG, 250 MG,
stavudine oral 1 MO 400 MG
capsule
VIDEX EC ORAL 2 MO
STRIBILD 2 MO CAPSULE,DELAY
SUSTIVA 3 MO ED
RELEASE(DR/EC)
YMFI 2 M
5 © 200 MG
SYMFI LO 2 MO
VIEKIRA PAK 3 PA; MO; QL
SYMTUZA 3 MO (112 per 28
TAMIFLU 3 MO days)
tenofovir disoproxil 1 MO VIRACEPT ORAL 2 MO
fumarate TABLET
TIVICAY ) MO VIRAMUNE 3 MO
TRIUMEQ P MO VIRAMUNE XR 3 MO
ORAL TABLET
TRIZIVIR 3 MO EXTENDED
TRUVADA > MO RELEASE 24 HR
400 MG
TYBOST 3 MO
VIREAD ORAL 2 MO
valacyclovir oral 1 MO; QL (120 POWDER
tablet 1 gram per 30 days)
VIREAD ORAL 2 MO
valacyclovir oral 1 MO; QL (60 TABLET 150 MG,
tablet 500 mg per 30 days) 200 MG, 250 MG
VALCYTE 3 MO VIREAD ORAL 3 MO
valganciclovir 1 MO TABLET 300 MG
VALTREX ORAL 3 MO; QL (120  VOSEVI 3 PA; MO; QL
TABLET 1 GRAM per 30 days) 5128 P)er 28
ays
VALTREX ORAL 3 MO; QL (60 Y
TABLET 500 MG per 30 days) XOFLUZA 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requirements | |Drug Name Drug Requirements
Tier /Limits Tier /Limits
ZEPATIER 3 PA; MO; QL cefazolin injection 1 MO
(28 per 28 recon soln 1 gram,
days) 500 mg
ZIAGEN 3 MO cefazolin injection 1
sidovudine 1 MO recon soln 10 gram
ZOVIRAX ORAL 3 MO cefdinir 1
CAPSULE cefepime injection 1 MO
ZOVIRAX ORAL 3 MO cefixime oral 1 MO
SUSPENSION suspension for
ZOVIRAX ORAL 3 MO reconstitution
TABLET 800 MG cefotetan injection 1
CEPHALOSPORINS cefoxitin intravenous 1 MO
recon soln 1 gram, 2
AVYCAZ 3 MO aram
cefaclor oral capsule 1 MO cefoxitin intravenous )
cefaclor oral 1 MO recon soln 10 gram
suspension for .
reconstitution 125 cefpodoxime ! MO
mg/5 ml, 250 mg/5 cefprozil 1 MO
mi ceftazidime injection 1 MO
cefaclor oral 1 recon soln 1 gram, 2
suspension for gram
rec/onstlltutzon 375 ceftazidime injection 1
mg/5 m recon soln 6 gram
cefaclor oral tablet 1 MO cefiriaxone injection 1 MO
thendedrelease 12 recon soln 1 gram, 2
r gram, 250 mg, 500
cefadroxil oral 1 MO mg
capsule ceftriaxone injection 1
cefadroxil oral 1 MO recon soln 10 gram
Susp en;.ztm;'f or 250 cefuroxime axetil 1 MO
reconstitution
[ tablet
mg/5 ml, 500 mg/5 orar tance
ml cefuroxime sodium 1 MO
iecti /
cefadroxil oral tablet 1 MO wyection recon sot

750 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Requirements Drug Name Drug Requirements
/Limits Tier /Limits
cefuroxime sodium MO ERYTHROMYCINS / OTHER
intravenous recon MACROLIDES
soln 1.5 gram ] )
azithromycin 1 MO
cefuroxime sodium intravenous
intravenous recon ) )
soln 7.5 gram azithromycin oral 1 MO
packet
cephalexin MO : :
azithromycin oral 1 MO
MAXIPIME MO suspension for
INJECTION reconstitution
RECON SOLN 1 ) )
GRAM azithromycin oral 1 MO
tablet 250 mg, 250
MAXIPIME mg (6 pack), 500 mg,
INTRAVENOUS 600 mg
RECON SOLN 2 ) )
GRAM azithromycin oral 1
tablet 500 mg (3
SUPRAX ORAL MO pack)
CAPSULE
clarithromycin 1 MO
SUPRAX ORAL MO
SUSPENSION FOR DIFICID i MO
RECONSTITUTIO e.e.s. 400 oral tablet 1 MO
N 100 MG/5 ML,
200 MG/5 ML E.E.S. GRANULES 3 MO
SUPRAX ORAL ERYPED 200 3 MO
SUSPENSION FOR ERYPED 400 3 MO
RECONSTITUTIO
N 500 MG/5 ML ery-tab oral 1 MO
tablet,delayed
SUPRAX ORAL MO release (dr/ec) 250
TABLET,CHEWAB mg, 333 mg
LE ERY-TAB ORAL 2 MO
tazicef injection TABLET,DELAYE
recon soln 1 gram D RELEASE
tazicef injection MO (DR/EC) 500 MG
recon soln 2 gram, 6 erythrocin (as 1 MO
gram stearate) oral tablet
TEFLARO MO 250 mg
ZERBAXA

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

ERYTHROCIN 2 MO amikacin injection MO
INTRAVENOUS solution 500 mg/2 ml
&EGCON SOLN 500 ARIKAYCE PA; MO; LA
erythromycin 1 MO atovagquone MO
ethylsuccinate oral atovaquone- MO
suspension for proguanil
reconstitution AZACTAM MO
erythrom)./ cin 1 MO aztreonam injection MO
ethylsuccinate oral

recon soln 1 gram
tablet

BENZNIDAZOLE
erythromycin oral 1 MO
capsule,delayed BETHKIS PA; MO; QL
release(dr/ec) (224 per 28

d

erythromycin oral 1 MO ays)
tablet BILTRICIDE MO
ZITHROMAX 3 MO CAYSTON PA; MO; LA;
INTRAVENOUS QL (84 per 28
ZITHROMAX 3 MO days)
ORAL PACKET chloroquine MO
ZITHROMAX 3 MO phosphate
ORAL CLEOCIN HCL MO
SUSPENSION FOR CLEOCIN IN 5 %
RECONSTITUTIO DEXTROSE
N INTRAVENOUS
ZITHROMAX 3 MO PIGGYBACK 300
ORAL TABLET MG/50 ML, 900
250 MG, 500 MG MG/50 ML
ZITHROMAX TRI- 3 MO CLEOCIN IN 5 % MO
PAK DEXTROSE

INTRAVENOUS
2 IROMAX 2- S MO PIGGYBACK 600

MG/50 ML
ANTIINFECTIVES INJECTION
albendazole 1 MO CLEOCIN MO
ALINIA 2 MO PEDIATRIC

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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clindamycin hcl 1 MO gentamicin in nacl 1 MO
clindamycin in 5 % 1 MO (lso-osm)
dextrose intravenous
piggvback 100
clindamycin 1 MO mg/100 ml, 60 mg/50
pediatric ml, 80 mg/50 ml
clindamycin 1 MO gentamicin in nacl 1
phosphate injection (iso-osm)
clindamycin 1 MO zn.travenous
phosphate piggvback 80
intravenous solution mg/100 ml
600 mg/4 ml gentamicin injection 1 MO
COARTEM 2 MO solution 40 mg/ml
colistin 1 MO hydroxychloroquine 1 MO
(colistimethate na) imipenem-cilastatin 1 MO
CUBICIN 3 MO INVANZ 3 MO
DALVANCE 3 MO INJECTION
dapsone oral 1 MO isoniazid oral 1 MO
DAPTOMYCIN 5 MO ivermectin 1 MO
INTRAVENOUS KITABIS PAK 3 MO
&%CON SOLN 350 KRINTAFEL 3 MO
daptomycin 1 MO linezolid 1 MO
intravenous recon linezolid in dextrose 1
soln 500 mg 5%
DARAPRIM 2 PA; MO MALARONE 3 MO
EMVERM 2 MO MALARONE 3 MO
ertapenem 1 MO PEDIATRIC
ethambutol 1 MO mefloquine i MO
FIRVANQ 3 MO MEPRON R VO
FLAGYL 3 MO meropenem 1 MO
MERREM 3
INTRAVENOUS

RECON SOLN 500
MG

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

8

HI_ESPREA20_191105


http://express-scripts.com

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

metronidazole in 1 MO SIRTURO 2 MO; LA
nacl (iso-os) SIVEXTRO 3
metronidazole oral 1 MO INTRAVENOUS
MYAMBUTOL 3 MO SIVEXTRO ORAL 3 MO
ORAL TABLET
400 MG SOLOSEC 3 MO
MYCOBUTIN 3 MO STREPTOMY CIN 2 MO
NEBUPENT PA; MO; QL STROMECTOL 3 MO

(1 per 28 days)  tigecycline 1
neomycin 1 MO tinidazole 1 MO
paromomycin 1 MO TOBI 3 PA; MO; QL
PASER 2 MO (280 per 28

days)
PENTAM A 10 TOBIPODHALER 2  MO; QL (224
PLAQUENIL 3 MO INHALATION per 28 days)
: CAPSULE,
polymyxin b sulfate 1 MO W/INHALATION
praziquantel 1 MO DEVICE
PRIFTIN 2 MO tobramycin in 0.225 1 PA; MO; QL
PRIMAQUINE 2 MO % nacl Efa 8(;)per 28
y
PRIMAXIN IV 3 MO
INTRAVENOUS tobramycin sulfate 1 MO
RECON SOLN 500 injection solution
MG TRECATOR 2 MO
pyrazinamide 1 MO TYGACIL 3 MO
QUALAQUIN 3 MO VABOMERE 3
quinine sulfate 1 MO VANCOCIN 3 MO
rifabutin 1 MO vancomycin 1 MO
RIFADIN ORAL 3 MO intravenous recon
CAPSULE 150 MG soln 1,000 mg, 10
gram, 500 mg, 750

RIFAMATE 3 MO mg
rifampin 1 MO
RIFATER 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VANCOMYCIN 3 ampicillin-sulbactam 1 MO
INTRAVENOUS injection recon soln
RECON SOLN 250 1.5 gram, 3 gram
MG ampicillin-sulbactam 1
vancomycin oral MO injection recon soln
capsule 15 gram
XIFAXAN ORAL MO; QL (9 per AUGMENTIN 2 MO
TABLET 200 MG 30 days) ORAL
XIFAXAN ORAL MO; QL (90  SUSPENSION FOR
TABLET 550 MG per 30 days) RECONSTITUTIO

N 125-31.25 MG/5
ZYVOX MO ML
INTRAVENOUS
PIGGYBACK 600 BICILLIN C-R 2 MO
MG/300 ML BICILLIN L-A 2 MO
ZYVOX ORAL 3 MO dicloxacillin 1 MO
PENICILLINS nafcillin injection 1 MO
amoxicillin oral 1 MO oxacillin in 1
capsule dextrose(iso-osm)

intravenous
amoxicillin oral 1 MO .

1

suspension for l’;l ;ggyback gram/0
reconstitution
amoxicillin oral 1 MO oxacillin i ! MO

dextrose(iso-osm)
tablet :

intravenous
amoxicillin oral 1 MO piggyvback 2 gram/50
tablet,chewable 125 ml
mg, 250 mg oxacillin injection 1
amoxicillin-pot 1 MO recon soln 1 gram,
clavulanate 10 gram
ampicillin oral 1 MO oxacillin injection 1 MO
capsule 500 mg recon soln 2 gram
ampicillin sodium 1 MO

injection recon soln
1 gram, 10 gram,
125 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requirements | |Drug Name Drug Requirements
Tier /Limits Tier /Limits
PENICILLIN G 2 ZOSYN IN 3
POT IN DEXTROSE (ISO-
DEXTROSE OSM)
INTRAVENOUS INTRAVENOUS
PIGGYBACK 2 PIGGYBACK 2.25
MILLION UNIT/50 GRAM/50 ML
ML ZOSYN IN 3 MO
PENICILLIN G 2 MO DEXTROSE (ISO-
POT IN OSM)
DEXTROSE INTRAVENOUS
INTRAVENOUS PIGGYBACK 3.375
PIGGYBACK 3 GRAM/50 ML
l\l\giLLION UNIT/50 70SYN 3 MO
INTRAVENOUS
penicillin g 1 MO RECON SOLN 40.5
potassium injection GRAM
recon soln 20 QUINOLONES
million unit
penicillin g procaine 1 MO AVELOX 3 MO
intramuscular BAXDELA 3
syringe 1.2 million INTRAVENOUS
unit/2 ml BAXDELA ORAL 3 MO
penicillin g sodium 1 MO CIPRO ORAL 3 MO
penicillin v 1 MO SUSPENSION,MIC
potassium ROCAPSULE
piperacillin- 1 MO RECON
tazobactam CIPRO ORAL 3 MO
intravenous recon TABLET 250 MG,
soln 2.25 gram, 500 MG
3;2;15 ‘iroa?’ jafn ciprofloxacin hcl 1 MO
gram 7.0 & oral
%SE%N . ciprofloxacin in 5 % 1 MO
RECON SOLN 15 dextrose intravenous
GRAM piggvback 200
mg/100 ml
UNASYN 3 MO
INJECTION
RECON SOLN 3
GRAM

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ciprofloxacin oral 1 doxycycline hyclate 1 MO
suspension,microcap oral capsule
Sulle recon 500 mg/3 doxycycline hyclate 1 MO
n oral tablet 100 mg,
levofloxacin in d5w 1 MO 150 mg, 20 mg, 75
intravenous mg
piggyback 500 doxycycline hyclate 1 MO
mg/100 ml, 750
1150 ml oral tablet,delayed
me m release (dr/ec) 100
levofloxacin 1 MO mg, 150 mg, 200 mg,
intravenous 50 mg, 75 mg
levofloxacin oral 1 MO doxycycline 1 MO
moxifloxacin oral 1 MO monohydrate oral
capsule
moxifloxacin- 1 :
sod.chloride(iso) doxycycline ! MO
monohydrate oral
ofloxacin oral tablet 1 suspension for
300 mg reconstitution
ofloxacin oral tablet 1 MO doxycycline 1 MO
400 mg monohydrate oral
SULFA'S / RELATED AGENTS tablet
MINOCIN ORAL 3 ST; MO
BACTRIM . MO CAPSULE 50 MG
BACTRIM DS 3 MO minocycline oral 1 MO
sulfadiazine 1 MO capsule
sulfamethoxazole- 1 MO minocycline oral 1 MO
trimethoprim oral tablet
TETRACYCLINES minocycline oral 1 MO
. tablet extended
demeclocycline 1 MO velease 24 hr 105
DORYX MPC 3 ST; MO mg, 115 mg, 135 mg,
DORYX ORAL 3 ST;MO 7 mg 03 mg, 30
TABLET,.DELAYE me, 7vmg
D RELEASE minocycline oral 1 ST; MO
(DR/EC) 200 MG, tablet extended
50 MG release 24 hr 55 mg
doxy-100 1 MO

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

mondoxyne nl oral 1 MO FURADANTIN 3
;Zéasule 100 mg, 75 HIPREX 3 MO
morgidox oral 1 MO MACROBID & MO
capsule 50 mg MACRODANTIN 3 MO
NUZYRA (7 DAY 3 ST methenamine 1 MO
WITH LOAD hippurate
DOSE) MONUROL 3 MO
NUZYRA (7 DAY) 2 ST nitrofurantoin 1 MO
NUZYRA 3 . .

nitrofurantoin 1 MO
INTRAVENOUS macrocrystal
NUZYRA ORAL . ST, MO nitrofurantoin 1 MO
ORACEA 3 ST; MO monohyd/m-cryst
SOLODYN ORAL 3 ST; MO trimethoprim 1 MO
TABLET
EXTENDED ANTINEOPLASTIC /
RELEASE 24 HR IMMUNOSUPPRESSANT
105 MG, 115 MG, DRUGS
55 MG, 65 MG, 80
MG ADJUNCTIVE AGENTS
soloxide 1 leucovorin calcium 1 MO

oral
TARGADOX 3 ST; MO

MESNEX ORAL 2 MO
tetracycline 1 MO

XGEVA 2 PA; MO
VIBRAMYCIN 3 ST; MO
ORAL CAPSULE ANTINEOPLASTIC /
100 MG IMMUNOSUPPRESSANT DRUGS
VIBRAMYCIN 3 MO abiraterone 1 PA; MO; QL
ORAL (120 per 30
SUSPENSION FOR days)
RECONSTITUTIO AFINITOR 2 PA;MO; QL
N (30 per 30
VIBRAMYCIN 2 MO days)
ORAL SYRUP AFINITOR 2 PA:MO
XIMINO 3 ST; MO DISPERZ
URINARY TRACT AGENTS

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ALECENSA 2 PA; MO; QL CAPRELSA ORAL 2 PA; LA; QL
(240 per 30 TABLET 100 MG (60 per 30
days) days)
ALUNBRIG ORAL 3 PA; MO; QL CAPRELSA ORAL 2 PA; MO; LA;
TABLET 180 MG, (30 per 30 TABLET 300 MG QL (30 per 30
90 MG days) days)
ALUNBRIG ORAL 3 PA; MO; QL CASODEX 3 MO
TABLET 30 MG ((16;; Sp;er 30 CELLCEPT 3 PA; MO
ALUNBRIG ORAL 3 paMo;QL  COMETRIQ 2 PAMO
TABLETS,DOSE (30 per 30 COPIKTRA 3 PA; MO; LA;
PACK days) QL (60 per 30
anastrozole 1 MO days)
COTELLIC 2 PA; MO; LA;
ARIMIDEX 3 MO OL (63 per 28
AROMASIN 3 MO days)
ASTAGRAF XL 3 PA; MO cyclophosphamide 1 PA; MO
AZASAN 3 PA; MO oral capsule
. . cyclosporine 1 PA; MO
azathioprine 1 PA; MO modified
BALVERSA 2 PA; MO; LA cyclosporine oral 1 PA; MO
bexarotene 1 PA; MO capsule
bicalutamide 1 MO DAURISMO ORAL 3 PA; MO; QL
BOSULIF ORAL 2 PA:MO;QL  TABLETI100MG 5130 per 30
TABLET 100 MG (90 per 30 ays)
days) DAURISMO ORAL 3 PA; MO; QL
BOSULIF ORAL 2 PA;MO;QL  TABLET25MG 5160 per 30
TABLET 400 MG, (30 per 30 ays)
500 MG days) DROXIA 2 MO
BRAFTOVI ORAL 2 PA; MO; LA, ELIGARD 3 PA; MO
CAPSULE 75 MG anL S()180 per 30 ELIGARD (3 3 PA: MO
Y MONTH)
CABOMETYX 3 PA; MO; LA ELIGARD (4 3 PA: MO
CALQUENCE 3 PA; MO; LA, MONTH)
anL S()60 per30 B IGARD (6 3 PA;MO
Y MONTH)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier /Limits Tier /Limits
EMCYT 2 MO GLEOSTINE ORAL 2 MO
] CAPSULE 10 MG,
ENVARSUS XR 3 PA; MO 100 MG, 40 MG
ERIVEDGE 2 PA;MO;QL HYDREA 3 MO
(30 per 30
days) hydroxyurea 1 MO
ERLEADA 2 PA;MO IBRANCE 2 PA;MO;QL
erlotinib oral tablet 1 PA; MO; QL 5121 p)er 28
100 mg, 150 mg (30 per 30 ays
days) ICLUSIG ORAL 2 PA; MO; QL
erlotinib oral tablet 1 PA; MO; QL TABLET 15 MG 5160 I:;er 30
25 mg (60 per 30 ays
days) ICLUSIG ORAL 2 PA; MO; QL
exemestane 1 MO TABLET 45 MG (30 per 30
days)
FARESTON < MO IDHIFA 2 PA; MO; LA;
FARYDAK 3 PA; MO; QL QL (30 per 30
(6 per 21 days) days)
FEMARA 3 MO imatinib oral tablet 1 PA; MO; QL
FIRMAGONKITW 2 PA: MO 100 mg 511 80 per 30
DILUENT ays)
SYRINGE imatinib oral tablet 1 PA; MO; QL
Sflutamide 1 MO 400 mg (60 per 30
days)
/ l 1 PA; MO
g Zzg;gggam;“p sute ’ IMBRUVICA 2 PA;MO;QL
. ORAL CAPSULE (120 per 30
gengraf oral 1 PA; MO 140 MG days)
solution IMBRUVICA 2 PA;MO;QL
GILOTRIF 2 PA; MO; QL ORAL CAPSULE (30 per 30
(30 per 30 70 MG days)
days)
IMBRUVICA 2 PA;MO;QL
GLEEVEC ORAL 3 PA; MO; QL ORAL TABLET (30 per 30
TABLET 100 MG (180 per 30 days)
days) IMURAN 3 PA;MO
GLEEVEC ORAL 3 PA; MO; QL
TABLET 400 MG (60 per 3’0Q INLYTA ORAL 2 PA;MO; QL
TABLET 1 MG (180 per 30
days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier /Limits Tier /Limits
INLYTA ORAL 2 PA; MO; QL LYSODREN 2 MO
TABLET 5 MG Ellai(;)per 30 MATULANE ) MO
i i megestrol oral 1 PA; MO
IRESSA ~ g?)’ MO3,0QL suspension 400
i p)er mg/10 ml (40
ays mg/ml), 625 mg/5 ml
JAKAFT 2 fé?);;\gr%;OQL megestrol oral tablet 1 PA; MO
days) MEKINIST ORAL 2 PA; MO; QL
. TABLET 0.5 MG (90 per 30
KISQALI 3 PA; MO days)
Iégsgi&FEMARA R FA; MO MEKINIST ORAL 2 PA;MO; QL
_ TABLET 2 MG (30 per 30
LENVIMA 2 PA;MO days)
letrozole 1 MO MEKTOVI 2 PA; MO; LA;
LEUKERAN 2 MO QL (180 per 30
days)
leuprolide 1 PA; MO .
< b[z utaneous kit mercaptopurine 1 MO
LONSURF PA: MO methotrexate sodium 1 PA; MO
LORBRENA ORAL ) PA: MO; QL methotrexate sodium 1 PA; MO
TABLET 100 MG (30 per 30 (pf) injection
days) solution
LORBRENA ORAL 2 PA;MO; QL mycophenolate I PAMO
TABLET 25 MG (90 per 30 mofetil
days) mycophenolate 1 PA; MO
LUPRON DEPOT 2 PA;MO sodium
LUPRON DEPOT 2 PA;MO MYFORTIC 5> PAMO
(3 MONTH) NEORAL 3 PA;MO
LUPRON DEPOT 2 PA; MO NERLYNX 2 PA; MO; LA
(4 MONTH) NEXAVAR 2 PA;MO; LA,
LUPRON DEPOT 2 PA; MO QL (120 per 30
(6 MONTH) days)
LYNPARZA ORAL 2 PA; MO; QL NILANDRON 3 MO
TABLET Elﬁz(s))per 30 nilutamide 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
NINLARO 2 PA; MO; QL SOLTAMOX 2 MO
(3 per 28 days)  gOMATULINE 2 Mo
octreotide acetate 1 MO DEPOT
injection solution SPRYCEL ORAL 2 PA;MO; QL
ODOMZO 3 PA; MO; LA; TABLET 100 MG, (30 per 30
QL (30 per 30 140 MG, 50 MG, 80 days)
days) MG
PIQRAY 2 PA; MO SPRYCEL ORAL 2 PA; MO; QL
POMALYST 2 PA:MO. LA TABLET 20 MG, 70 (60 per 30
MG days)
PROGRAF ORAL 3 PA; MO STIVARGA ) PA: MO: QL
CAPSULE
(84 per 28
PROGRAF ORAL 2 PA; MO days)
GRANULES IN SUTENT 2 PA;MO; QL
PACKET
(30 per 30
PURIXAN 2 days)
RAPAMUNE 3 PA; MO SYNRIBO 2 PA; MO
REVLIMID 2 PA; MO; LA; TABLOID 3 MO
QL (28 per 28 tacrolimus oral 1 PA; MO
days)
RUBRACA 2 PA;MO;LA;  [AFINLAR 2 PAMO; QL
(120 per 30
QL (120 per 30 days)
days) ays
] TAGRISSO 2 PA; MO; LA;
RYDAPT 2 PA;MO OL (30 per 30
SANDIMMUNE 3 PA; MO days)
ORAL CAPSULE TALZENNA ORAL 3 PA; MO; QL
SANDIMMUNE 2 PA; MO CAPSULE 0.25 MG (90 per 30
ORAL SOLUTION days)
SANDOSTATIN 3 MO TALZENNA ORAL 3 PA; MO; QL
INJECTION CAPSULE 1 MG (30 per 30
SOLUTION 100 days)
MCG/ML, 50 .
MCG/ML. 500 tamoxifen 1 MO
MCG/ML TARCEVA ORAL 3 PA; MO; QL
TABLET 100 MG, (30 per 30
SIGNIFOR 2 MO 150 MG days)
sirolimus 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TARCEVA ORAL 3 PA;MO; QL VITRAKVI ORAL 2 PA;MO; LA;
TABLET 25 MG (60 per 30 CAPSULE 100 MG QL (60 per 30
days) days)
TARGRETIN 3 PA;MO VITRAKVI ORAL 2 PA;MO; LA;
ORAL CAPSULE 25 MG QL (180 per 30
TARGRETIN 2 PA;MO days)
TOPICAL VITRAKVI ORAL 2 PA;MO; LA;
TASIGNA ORAL 2> pPA;MO;QL  SOLUTION dQL (300 per 30
CAPSULE 150 MG, (112 per 28 ays)
200 MG days) VIZIMPRO 3 PA; MO; QL
TASIGNA ORAL 2 PA;MO: QL 513 0 per 30
CAPSULE 50 MG (120 per 30 ays)
days) VOTRIENT 2 PA;MO;QL
THALOMID 2 PA;MO (120 per 30
days)
TIBSOVO 2 PAMO XALKORI 2 PA;MO; QL
toremifene 1 MO (60 per 30
TRELSTAR 2 PA:MO days)
INTRAMUSCULA XATMEP 3 PA;MO
R SUSPENSION XERMELO 2 PA;MO; LA;
FOR L (90 per 30
RECONSTITUTIO QL (90 per
N days)
P o XOSPATA 2 PA;MO; LA
(chemotherapy) XTANDI 2 PA; MO; QL
TREXALL 3 PA;MO (120 per 30
days)
TYKERB 2 PAIMOILA; oo > PA MO OL
QL (180 per 30
days) (120 per 30
days)
VENCLEXTA 2 PA;MO;LA JEIULA . [T
VENCLEXTA 2 PA;MO; LA; QL (90 per 30
STARTING PACK QL (42 per 30 days)
days) ZELBORAF 2 PA;MO; QL
VERZENIO 2 PA;MO;LA; (240 per 30
QL (60 per 30 days)
days) ZOLINZA 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ZORTRESS 2 PA; MO CARBATROL 3 MO
ZYDELIG 2 PA; MO; QL CELONTIN ORAL 2 MO
(60 per 30 CAPSULE 300 MG
days) clobazam oral 1 PA; MO; QL
ZYKADIA 2 PA; MO; QL suspension (480 per 30
(90 per 30 days)
days) clobazam oral tablet 1 PA; MO; QL
ZYTIGA ORAL 3 PA; MO; QL (60 per 30
TABLET 250 MG (120 per 30 days)
days) clonazepam oral 1 MO; QL (90
ZYTIGA ORAL 2 PA; MO; QL tablet 0.5 mg, 1 mg per 30 days)
TABLET 500 MG 5160 p)er 30 clonazepam oral 1 MO; QL (300
ays tablet 2 mg per 30 days)
AUTONOMIC / CNS DRUGS, clonazepam oral 1 MO; QL (90
NEUROLOGY /PSYCH tablet,disintegrating per 30 days)
12 .2
ANTICONVULSANTS 0.125 mg, 0.25 me.
0.5 mg, 1 mg
APTIOM 3 MO clonazepam oral 1 MO; QL (300
BANZEL 2 MO tablet,disintegrating per 30 days)
BRIVIACT 3 2 mg
INTRAVENOUS DEPAKOTE 3 MO
BRIVIACT ORAL 3 MO DEPAKOTE ER 3 MO
carbamazepine oral 1 MO DEPAKOTE 3 MO
capsule, er SPRINKLES
multiphase 12 hr DIASTAT 3 MO
carbaquepine oral 1 MO DIASTAT 3 MO
suspension 100 mg/5 ACUDIAL
ml
DILANTIN 30 MG 2 MO
carbamazepine oral 1 MO
tablet DILANTIN 3 MO
EXTENDED 100
carbamazepine oral 1 MO MG
tablet extended
release 12 hr DILANTIN 3 MO
INFATABS 50 MG
carbamazepine oral 1 MO
tablet,chewable DILANTIN-125 125 3 MO

MG/5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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divalproex 1 MO GRALISE ORAL 2 PA; MO; QL
i ] TABLET (90 per 30
EPIDIOLEX 2 PA; MO; LA EXTENDED days)
epitol 1 MO RELEASE 24 HR
EQUETRO 3 MO 600 MG
ethosuximide 1 MO KEPPRA ORAL ; MO
felbamate 1 MO KEPPRA XR 2 MO
KLONOPIN ORAL 3 MO; QL (90
FELBATOL 3 MO ’
TABLET 0.5 MG, 1 per 30 days)
FYCOMPA ORAL 2 MO MG
SUSPENSION
KLONOPIN ORAL 3 MO; QL (300
FYCOMPA ORAL 2 MO TABLET 2 MG per 30 days)
TABLET LAMICTAL ODT 3 MO
b t / 1 MO; QL (270
prggleen]l(})/IOOIZg 400 per 352 da;(ys) LAMICTAL ORAL [y MO
mg ’ TABLET
gabapentin oral 1 MO; QL (360 I{ﬁgﬁgiAL ORAL 3 MO
capsule 300 mg per 30 days) CHEWABLE
gabapentin oral 1 MO; QL (2160  DISPERSIBLE 25
solution 250 mg/5 ml per 30 days) MG, 5 MG
gabapentin oral 1 MO; QL (180 LAMICTAL 3 MO
tablet 600 mg per 30 days) STARTER (BLUE)
gabapentin oral 1 MO; QL (120 KIT
tablet 800 mg per 30 days) LAMICTAL 3 MO
GABITRIL 3 MO STARTER
(GREEN) KIT
GRALISE 30-DAY 2 PA; QL (78
STARTER PACK per 30 days) LAMICTAL S MO
STARTER
GRALISE ORAL 2 PA; MO; QL (ORANGE) KIT
TABLET (30 per 30
RELEASE 24 HR LAMICTAL XR 3 MO
300 MG STARTER (BLUE)
LAMICTAL XR 3 MO
STARTER
(GREEN)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LAMICTAL XR 3 MO LYRICA ORAL 2 MO; QL (60

STARTER CAPSULE 225 MG, per 30 days)

(ORANGE) 300 MG

lamotrigine oral 1 MO LYRICA ORAL 2 MO; QL (900

tablet SOLUTION per 30 days)

lamotrigine oral 1 MO MYSOLINE 3 MO

t“ll’let e’gjzded NEURONTIN 3 MO; QL (270

refease <7 ORAL CAPSULE per 30 days)

lamotrigine oral 1 MO 100 MG, 400 MG

Zl.b fet, ‘.'Zlewab fe NEURONTIN 3 MO: QL (360
ispersibie ORAL CAPSULE per 30 days)

lamotrigine oral 1 MO 300 MG

tablet,disintegrating NEURONTIN 3 MO; QL (2160

lamotrigine oral 1 MO ORAL SOLUTION per 30 days)

tablets, dose pack NEURONTIN 3 MO; QL (180

levetiracetam oral 1 MO ORAL TABLET per 30 days)

solution 100 mg/ml 600 MG

levetiracetam oral 1 MO NEURONTIN 3 MO; QL (120

tablet ORAL TABLET per 30 days)

levetiracetam oral 1 MO 800 MG

tablet extended ONFI ORAL 3 PA; MO; QL

release 24 hr SUSPENSION (480 per 30

LYRICA CR ORAL 3 PA;MO; QL days)

TABLET (30 per 30 ONFI ORAL 3 PA; MO; QL

EXTENDED days) TABLET 10 MG, 20 (60 per 30

RELEASE 24 HR MG days)

165 MG, 82.5 MG oxcarbazepine 1 MO

LYRICA CR ORAL 3 PA; MO; QL

TABLET (60 per 30 OXTELLAR XR 3 MO

EXTENDED days) PEGANONE 2 MO

RELEASE 24 HR . ]

330 MG phenobarbital 1 PA; MO

PHENYTEK 3 MO
LYRICA ORAL 2 MO; QL (90
CAPSULE 100 MG, per 30 days) phenytoin oral 1 MO

150 MG, 200 MG,
25 MG, 50 MG, 75
MG

suspension 125 mg/5
ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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phenytoin oral 1 MO valproic acid (as 1 MO
tablet,chewable sodium salt) oral
phenytoin sodium 1 MO solution 250 mg/3 ml
extended vigabatrin 1 MO; LA
primidone 1 MO vigadrone 1 MO; LA
QUDEXY XR 3 PA; MO VIMPAT ORAL 2 MO
roweepra 1 MO SOLUTION
OWeeDrd T 1 MO VIMPAT ORAL 2 MO
i TABLET

SABRIL 3 MO; LA 7 ARONTIN 3 MO
SPRITAM 3 MO ZONEGRAN ORAL 3 PA; MO
SYMPAZAN 3 PA; MO; QL CAPSULE 100 MG,

(60 per 30 25 MG

days) zonisamide 1 PA; MO
TEGRETOL ORAL 3 MO
SUSPENSION ANTIPARKINSONISM AGENTS
TEGRETOLORAL 3 MO APOKYN 2 MOLA
TABLET AZILECT 3 MO
TEGRETOL XR 3 MO benztropine oral 1 PA; MO
tiagabine 1 MO bromocriptine 1 MO
TOPAMAX 3 PA; MO carbidopa 1 MO
topiramate oral 1 PA; MO carbidopa-levodopa 1 MO

ink
capsule, sprinkle carbidopa-levodopa- 1 MO
TOPIRAMATE 3 PA; MO entacapone
ORAL
CAPSULE,SPRINK COMTAN > MO
LE,ER 24HR DUOPA 3 PA; MO
topiramate oral 1 PA; MO entacapone 1 MO
tablet GOCOVRI ORAL 3 PA;MO; QL
TRILEPTAL 3 MO CAPSULE,EXTEN (60 per 30
. DED RELEASE days)

TROKENDI XR 3 PA; MO 24HR 137 MG
valproic acid 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GOCOVRI ORAL 3 PA; MO; QL STALEVO 75 3 MO
CAPSULE,EXTEN (30 per 30 TASMAR ORAL 3 MO
DED RELEASE days) TABLET 100 MG
24HR 68.5 MG
INBRIJA 3 PA;MO folcapone S MO
INHALATION XADAGO 3 MO
CAPSULE,
W/INHALATION ZELAPAR 3 MO
DEVICE MIGRAINE / CLUSTER HEADACHE
LODOSYN 3 MO LLETT I
AIMOVIG 2 PA; MO; QL
MIRAPEX 3 MO ’ ’
AUTOINJECTOR (1 per 30 days)
MIRAPEX ER 3 MO AJOVY 3 PA; MO: QL
NEUPRO 2 MO (1.5 per 30
OSMOLEX ER 3 PA;MO days)
PARLODEL 3 MO almotriptan malate 1 MO; QL (24
oral tablet 12.5 mg per 28 days)
pramipexole 1 MO )

— almotriptan malate 1 MO; QL (18
rasagiline 1 MO oral tablet 6.25 mg per 28 days)
REQUIP XL ORAL 3 MO AMERGE 3 MO; QL (18
TABLET per 28 days)
EXTENDED
RELEASE 24 HR CAFERGOT S MO
12 MG, 6 MG dihydroergotamine 1 MO; QL (8 per
ropinirole 1 MO nasal 28 days)

per 28 days)
selegiline hcl 1 MO
EMGALITY PEN 2 PA; MO; QL
SINEMET 3 MO (2 per 30 days)
SINEMET CR 3 MO EMGALITY 2 PA; MO; QL
STALEVO 100 3 MO SUBCUTANEOUS (3 per 30 days)
SYRINGE 100
STALEVO 125 3 MO MG/ML
STALEVO 150 3 MO EMGALITY 2 PA; MO; QL
STALEVO 200 3 MO SUBCUTANEOUS (2 per 30 days)
SYRINGE 120
STALEVO 50 3 MO MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ergotamine-caffeine 1 MO naratriptan 1 MO; QL (18
FROVA 3 MO;QL (27 per 28 days)
per 28 days) ONZETRA XSAIL 3 MO; QL (32
frovatriptan 1 MO; QL (27 per 28 days)
per 28 days) RELPAX 3 MO; QL (18
IMITREX NASAL 3 MO:;QL(18 per 28 days)
SPRAY,NON- per 28 days) rizatriptan 1 MO; QL (36
AEROSOL 20 per 28 days)
MG/ACTUATION sumatriptan nasal 1 MO; QL (18
IMITREX NASAL 3 MO; QL (36 spray,non-aerosol per 28 days)
SPRAY,NON- per 28 days) 20 mg/actuation
AEROSOL 5 : .
MG/ACTUATION sumatriptan nasal 1 MO; QL (36
spray,non-aerosol 5 per 28 days)
IMITREX ORAL 3 MO; QL (18 mg/actuation
per 28 days) sumatriptan 1 MO; QL (18
IMITREX 3 MO; QL (8 per  succinate oral per 28 days)
STATDOSE 28 days) : .
SUBCUTANEOUS umaiplan ! g@%a% (8 per
if({jOII;IJﬁgTOR 4 subcutaneous
: cartridge
IMITREX 3 MO; QL (8 per . ]
STATDOSE 28 days) sumgtrlptan 1 12\/213%, QL (8 per
REFILL sugcmate ays)
subcutaneous pen
oUnct s
MG/0.5 ML sumatriptan 1 MO; QL (8 per
i succinate 28 days)
IMITREX 3 MO; QL (8 per cubcutaneous
SUBCUTANEOUS 28 days) .
solution
MAXALT ORAL 3 MO; QL (36 . ]
TABLET 10 MG per 28 days) sumatriptan I MO; QL (8 per
succinate 28 days)
MAXALT-MLT 3 MO; QL (36 subcutaneous
per 28 days) syringe 6 mg/0.5 ml
migergot 1 MO sumatriptan- 1 MO; QL (18
MIGRANAL 3 MO; QL (8per @Proxen per 28 days)
28 days) TREXIMET ORAL 3 MO; QL (9 per
TABLET 10-60 MG 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TREXIMET ORAL 3 MO; QL (18 galantamine 1 MO
g/IAGBLET 85-500 per 28 days) GILENYA ORAL ) PA: MO
CAPSULE 0.5 MG
ZEMBRACE 3 MO; QL (8 per .
’ glatiramer 1 PA; MO; QL
SYMTOUCH 28 days) subcutaneous (30 per 30
zolmitriptan 1 MO; QL (18 syringe 20 mg/ml days)
per 28 days) glatiramer 1 PA; MO; QL
ZOMIG 3 MO; QL (18 subcutaneous (12 per 28
per 28 days) syringe 40 mg/ml days)
ZOMIG ZMT 3 MO; QL (18 glatopa 1 PA; MO; QL
per 28 days) subcutaneous (30 per 30
MISCELLANEOUS syringe 20 mg/ml days)
NEUROLOGICAL THERAPY glatopa 1 PA; MO; QL
. ] subcutaneous (12 per 28
AMPYRA 3 PA; MO; LA syringe 40 mg/ml days)
ARICEPT 3 MO HORIZANT ORAL 3 PA;MO; QL
AUBAGIO 3 PA; MO TABLET (30 per 30
AUSTEDO ORAL 3 PA;MO;LA; EEEEESDIEZE? 00 MG days)
TABLET 12 MG, 9 QL (120 per 30
MG days) HORIZANT ORAL 3 PA;MO;QL
AUSTEDO ORAL 3 PA:MO:LA;  LABLET (60 per 30
TABLET 6 MG L(60per30  ~TENDED days)
anys() per RELEASE 600 MG
COPAXONE 3 pAMO;QL  [NOREZZA 3 g‘f (%O;el;%
SUBCUTANEOUS (30 per 30 days)
SYRINGE 20 days) Y
MG/ML INGREZZA 3 PA; MO; LA,;
INITIATION PACK L (28 28
COPAXONE 2 PA:MO:QL anys() pet
SUBCUTANEOUS (12 per 28
SYRINGE 40 days) KEVEYIS 3 PA; MO
MG/ML MAVENCLAD (10 3 PA;MO;LA
dalfampridine 1 PA; MO TABLET PACK)
EXELON 3 MO TABLET PACK)
TRANSDERMAL MAVENCLAD (5 3 PA; MO; LA
TABLET PACK
FIRDAPSE 2 PA;MO;LA cK)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MAVENCLAD (6 3 PA; MO; LA rivastigmine 1 MO
TABLET PACK) rivastigmine tartrate 1 MO
MAVENCLAD (7 3 PA;MO; LA —
TABLET PACK) TECFIDERA 2 PA; MO; LA
MAVENCLAD (8 3 pA;MO;LA  POSEDI 3 PAMOLA
TABLET PACK) tetrabenazine oral 1 PA; MO; QL
MAVENCLAD (9 3 PAMO:LA = ‘lablet125mg 5122142)10“ 30
TABLET PACK) Y
MAYZENT ORAL 3 PA;MO;QL ZZZ%’?ZW oral ! ?SBMS;;SL
TABLET 0.25 MG (120 per 30 g o)
da ays)
ys)
MAYZENTORAL 3 PAMOIQL  mplir NG  °  or (040 per 3o
TABLET 2 MG (30 per 30 ' i P
ays)
days)

. ] XENAZINE ORAL 3 PA; MO; LA;
memantine oral I PAMO TABLET 25 MG QL (120 per 30
capsule,sprinkle,er days)
24hr Y

. MUSCLE RELAXANTS /

t [ 1 PA; MO
e ANTISPASMODIC THERAPY
solution
memantine oral 1 PA: MO baclofen oral tablet 1 MO
tablet 10 mg, 20 mg
MEMANTINE e PA:; MO BACLOFEN ORAL 3 MO
ORAL TABLET 5 MG
TABLETS,DOSE cyclobenzaprine oral 1 PA; MO
PACK tablet
NAMENDA ORAL 3 PA; MO DANTRIUM ORAL 3 MO
TABLET CAPSULE 25 MG,
NAMENDA 3 PA;MO >0 MG
TITRATION PAK dantrolene 1 MO
NAMENDA XR 3 PA; MO FEXMID 3 PA
NAMZARIC 2 PA; MO MESTINON ORAL 2 MO
NUEDEXTA 2 PA;MO SYRUP
RAZADYNE ER e MO MESTINON ORAL 3 MO

TABLET

RAZADYNE ORAL 3 MO
TABLET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MESTINON 3 MO BELBUCA 2 PA; MO; QL
TIMESPAN (60 per 30
pyridostigmine 1 MO days)
bromide oral syrup buprenorphine hcl 1 MO
PYRIDOSTIGMINE 3 sublingual
BROMIDE ORAL buprenorphine 1 PA; MO; QL
TABLET 30 MG transdermal patch (4 per 28 days)
pyridostigmine 1 MO weekly 10 meg/hour,
. 15 mcg/hour, 20
bromide oral tablet
60 mg mcg/hour, 5
mcg/hour
m ;’jfg:ﬁ’;;’ffa bt S © BUPRENORPHINE 3 PA; MO; QL
extended release TRANSDERMAL (4 per 28 days)
PATCH WEEKLY

tizanidine 1 MO 7.5 MCG/HOUR
ZANAFLEX ORAL 3 MO BUTRANS 3 PA; MO; QL
CAPSULE (4 per 28 days)
NARCOTIC ANALGESICS codeine sulfate oral 1 MO; QL (180
ABSTRAL 3 PA: MO: QL tablet 30 mg, 60 mg per 30 days)

(120 per 30 DILAUDID ORAL 3 MO; QL (2400

days) LIQUID per 30 days)
acetaminophen- 1 MO; QL (4500  DILAUDID ORAL 3 MO; QL (180
codeine oral solution per 30 days) TABLET per 30 days)
120-12 mg/3 ml DOLOPHINE 3 PA;MO; QL
acetaminophen- 1 MO; QL (360 ORAL TABLET 10 (120 per 30
codeine oral tablet per 30 days) MG days)
300-15mg, 300-30 DOLOPHINE 3 PA;MO: QL
me ORAL TABLET 5 (240 per 30
acetaminophen- 1 MO; QL (180 MG days)
gzcolegnoe oral tablet per 30 days) DURAGESIC 3 PA: MO: QL

v ms (10 per 30

ACTIQ 3 PA; MO; QL days)

3120 per 30 duramorph (f) 1 MO; QL (4000

ays) injection solution 0.5 per 30 days)

ARYMO ER 3 PA; MO; QL mg/ml

(120 per 30

days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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duramorph (pf) 1 QL (2000 per hydrocodone- 1 MO; QL (50
injection solution 1 30 days) ibuprofen oral tablet per 30 days)
mg/ml 10-200 mg, 5-200
dvorah 1 QLB300per30 8 75-200mg
days) hydromorphone (pf) 1 MO; QL (240
EMBEDA ORAL 3 PA: MO: QL zn]estz?n §olultlo70] 0 per 30 days)
CAPSULE,ORAL (90 per 30 0 " ”;) (5 mb),
ONLY,EXT.REL days) e
PELL hydromorphone 1 QL (150 per 30
endocet oral tablet 1 MO; QL (360 "y e/ct;on syringe 2 days)
10-325 mg, 5-325 per 30 days) merm
mg, 7.5-325 mg hydromorphone oral 1 MO; QL (2400
fentanyl 1 PA: MO: QL liquid per 30 days)
(10 per 30 hydromorphone oral 1 MO; QL (180
days) tablet per 30 days)
fentanyl citrate 1 PA; MO; QL hydromorphone oral 1 PA; MO; QL
buccal lozenge on a (120 per 30 tablet extended (60 per 30
handle days) release 24 hr days)
FENTANYL 3 PA; QL (120 HYSINGLA ER 3 PA; MO; QL
CITRATE per 30 days) (60 per 30
BUCCAL TABLET, days)
EFFERVESCENT ibuprofen-oxycodone 1 MO; QL (28
FENTORA 3 PA; MO; QL per 30 days)
3120 per 30 KADIAN ORAL 3 PA;MO; QL
ays) CAPSULE,EXTEN (90 per 30
hydrocodone- 1 MO; QL (5550 D.RELEASE days)
acetaminophen oral per 30 days) PELLETS 200 MG,
solution 7.5-325 30 MG, 40 MG, 50
mg/15 ml MG
hydrocodone- 1 MO; QL (390 LAZANDA NASAL 3 PA; MO; QL
acetaminophen oral per 30 days) SPRAY,NON- (45 per 30
tablet 10-300 mg, 5- AEROSOL 100 days)
300 mg, 7.5-300 mg MCG/SPRAY
hydrocodone- 1 MO; QL (360 LAZANDA NASAL 3 PA; QL (23
acetaminophen oral per 30 days) SPRAY,NON- per 30 days)
tablet 10-325 mg, 5- AEROSOL 300
325 mg, 7.5-325 mg MCG/SPRAY

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LAZANDA NASAL 3 PA; MO; QL morphine injection 1 MO; QL (1000
SPRAY,NON- (30 per 30 syringe 2 mg/ml per 30 days)
AEROSOL 400 days) morphine injection 1 MO; QL (500
MCG/SPRAY ;
syringe 4 mg/ml per 30 days)
levolrf }Zl;lmtoé fartrate 1 MO; OQ(I; (1§0 morphine injection 1 QL (400 per 30
oral tablet < mg per ays syringe 5 mg/ml days)
LEVORPHANOL 3 MO; QL (120 MORPHINE 3 QL (250 per 30
TARTRATE ORAL per 30 days)
TABLET 3 MG INTRAVENOUS days)
SYRINGE 8
lorcet (hydrocodone) 1 MO; QL (360 MG/ML
per 30 days) morphine oral 1 PA; MO; QL
lorcet hd 1 MO:; QL (360 capsule, er (60 per 30
per 30 days) multiphase 24 hr days)
lorcet plus oral 1 MO; QL (360 morphine oral 1 PA; MO; QL
tablet 7.5-325 mg per 30 days) capsule,extend.relea (90 per 30
methadone oral 1 PA; MO; QL se pellets days)
solution 10 mg/5 ml (600 per 30 morphine oral 1 MO; QL (900
days) solution per 30 days)
methadone oral 1 PA; MO; QL morphine oral tablet 1 MO; QL (180
solution 5 mg/5 ml (1200 per 30 per 30 days)
days) morphine oral tablet 1 PA; MO; QL
methadone oral 1 PA; MO; QL extended release (120 per 30
tablet 10 mg (120 per 30 days)
days) MS CONTIN 3 PA;MO;QL
methadone oral 1 PA; MO; QL (120 per 30
tablet 5 mg (240 per 30 days)
days) NORCO 3 MO: QL (360
MORPHABOND 3 PA;MO; QL per 30 days)
ER 51120 per 30 OPANA ORAL 3 MO; QL (360
ays) TABLET 10 MG per 30 days)
mo”phlfet 1 ! MO; (()% (00 HpANA ORAL 3 MO; QL (180
concentrate ora per 30 days) TABLET 5 MG per 30 days)
solution
morphine injection 1 MO; QL (200 OXAYDO & Néroé (?(%a(?go
syringe 10 mg/ml per 30 days) P Y
oxycodone oral 1 MO; QL (360
capsule per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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oxycodone oral 1 MO; QL (180 OXYCONTIN 2 PA; MO; QL
concentrate per 30 days) ORAL (90 per 30
TABLET,ORAL days)
oxycodone oral 1 MO; QL (1200 i
solution per 30 days) ONLY,EXT.REL.12
HR 10 MG, 15 MG,
oxycodone oral 1 MO; QL (180 20 MG, 30 MG, 40
tablet 10 mg, 15 mg, per 30 days) MG, 60 MG
20 mg, 30 mg OXYCONTIN 2 PA;MO: QL
oxycodone oral 1 MO; QL (360 ORAL (60 per 30
tablet 5 mg per 30 days) TABLET,ORAL days)
OXYCODONE 3 PA;MO; QL gilégﬁ)éT-REL-lz
ORAL (90 per 30
TABLET,ORAL days) oxymorphone oral 1 MO; QL (360
ONLY,EXT.REL.12 tablet 10 mg per 30 days)
ZISK NII(()}MG’ 20 MG, oxymorphone oral 1 MO; QL (180
tablet 5 mg per 30 days)
gﬁf ODONE 3 P?r;3QOI:12(19(s)) oxymorphone oral 1 PA; MO; QL
TABLET.ORAL p Y tablet extended (90 per 30
ONLY E)’(T.REL.12 release 12 hr days)
HR 15 MG, 30 MG, PERCOCET ORAL 3 MO; QL (360
60 MG TABLET 10-325 per 30 days)
OXYCODONE 3 PA;MO; QL 13\%(5}15[(5}3725 13%(5} >
ORAL (60 per 30 MG i
TABLET,ORAL days)
ONLY,.EXT.REL.12 PRIMLEV 3 MO; QL (390
HR 80 MG per 30 days)
oxycodone- 1 MO; QL (360 ROXICODONE 3 MO; QL (180
acetaminophen oral per 30 days) ORAL TABLET 15 per 30 days)
tablet 10-325 mg, MG, 30 MG
2 5'372? e 5-323 ROXICODONE 3 QL (360 per 30
Mg, 7.07329 Mg ORAL TABLET 5 days)
oxycodone-aspirin 1 MO; QL (360 MG
per 30 days) ROXYBOND 3 QL (180 per 30
ORAL TABLET, days)
ORAL ONLY 15
MG, 30 MG

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

formulary or visit us on the Web at express-scripts.com.
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ROXYBOND 3 QL (360 per 30 buprenorphine- 1 MO; QL (360
ORAL TABLET, days) naloxone sublingual per 30 days)
ORAL ONLY 5 MG film 2-0.5 mg
SUBSYS 3 PA; MO; QL buprenorphine- 1 MO; QL (90
SUBLINGUAL (120 per 30 naloxone sublingual per 30 days)
SPRAY,NON- days) film 4-1 mg, 8-2 mg
AEROSOL 100 . )
NCGPRAY. 20 prorive |1 oL
MCG/SPRAY, 400 Tt 205 P Y
MCG/SPRAY, 600 0 e
MCG/SPRAY, 800 buprenorphine- 1 MO; QL (90
MCG/SPRAY naloxone sublingual per 30 days)
TREZIX ORAL 3 MO:QL@30p ‘ablet8-2mg
CAPSULE 320.5- per 30 days) butorphanol tartrate 1 MO; QL (10
30-16 MG nasal per 28 days)
TYLENOL- 3 MO; QL (360 CAMBIA 3 ST; MO; QL
CODEINE #3 per 30 days) (9 per 30 days)
XTAMPZA ER 3 PA; MO; QL CELEBREX 3 MO
Elga(;ser 30 celecoxib 1 MO
ZOHYDRO ER 3 paMoO QL CONAP 3 fﬁ;;fgoQL
CAPSULE, ORAL (90 per 30 days)
ONLY, ER 12HR days)
DAYPRO 3 ST; MO
NON-NARCOTIC ANALGESICS
DICLOFENAC 3 PA;MO;QL
ARTHROTEC 75 3 ST;MO days)
BUNAVAIL 3 MO:; QL (30 diclofenac potassium 1 MO
BUCCAL FILM per 30 days) diclofenac sodium 1 MO
2.1-0.3 MG oral
BUNAVAIL 3 MO; QL (60 diclofenac sodium 1 MO; QL (300
BUCCAL FILM per 30 days) topical drops per 28 days)
4.2-0.7 MG, 6.3-1
MG diclofenac sodium 1 MO; QL (1000
- topical gel 1 % per 28 days)
buprenorphine- 1 MO; QL (60 :
naloxone sublingual per 30 days) diclofenac- 1 MO
film 12-3 mg misoprostol
diflunisal 1 MO

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

formulary or visit us on the Web at express-scripts.com.
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DUEXIS 3 ST; MO meloxicam oral 1 MO; QL (30
ctodolac 1 MO tablet 7.5 mg per 30 days)
EVZIO INJECTION 3 MO: QL (0.8 ¥f§LIETO§A1\I/I G 3 STMO
AUTO-INJECTOR per 30 days)
2 MG/0.4 ML MOBIC ORAL 3 ST; MO; QL
FELDENE 3 ST: MO TABLET 7.5 MG 51321(})/ Ser 30
FENOPROFEN 3 ST; MO b ; 1 MO
ORAL CAPSULE nabumetone
400 MG NALFON ORAL 3 ST
fenoprofen oral 1 MO TABLET
tablet naloxone 1 MO
FLECTOR 3 PA; MO; QL naltrexone 1 MO
(60 per 30 NAPRELAN CR 3 ST;MO
days)
Sflurbiprofen 1 MO naproxen ! MO
ibu oral tablet 600 1 MO naproxen sodium ! MO
800 oral tablet 275 mg,
me me 550 mg
ibuprof e oral ! MO naproxen sodium 1 MO
suspension oral tablet, er
ibuprofen oral tablet 1 MO multiphase 24 hr
400 mg, 600 mg, 800 NARCAN NASAL 2> Mo
e SPRAY,NON-
ketoprofen oral 1 MO AEROSOL 4
capsule 25 mg MG/ACTUATION
ketoprofen oral 1 MO NUCYNTA ER 3 PA; MO; QL
capsule,ext rel. (60 per 30
pellets 24 hr 200 mg days)
LODINE ORAL 3 ST NUCYNTA ORAL 3 MO; QL (181
TABLET TABLET 100 MG per 30 days)
LUCEMYRA 3 PA; MO NUCYNTA ORAL 3 MO; QL (362
meclofenamate 1 MO TABLET 50 MG per 30 days)
. NUCYNTA ORAL 3 MO; QL (242
mefenamic acid f— MO TABLET 75 MG per 30 days)
meloxicam oral 1 MO oxaprozin ) MO

tablet 15 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PENNSAID 3 ST; MO; QL TRAMADOL 3 PA; MO; QL
TOPICAL (224 per 28 ORAL (30 per 30
SOLUTION IN days) CAPSULE.ER days)
METERED-DOSE BIPHASE 24 HR
PUMP 25-75 100 MG, 200
. MG
piroxicam 1 MO
QMIIZ ODT ORAL 3 ST: MO tramadol oral tablet 1 MO; (?(I; (240
TABLET,DISINTE per 30 days)
GRATING 15 MG tramadol oral tablet 1 PA; MO; QL
QMIIZ ODT ORAL 3 ST: MO: QL thended release 24 5130 per 30
TABLET,DISINTE (30 per 30 d ays)
GRATING 7.5 MG days) tramadol oral tablet, 1 PA; MO; QL
SPRIX 3 ST er multiphase 24 hr (30 per 30
days)
SUBOXONE 3 MO; QL (60 .
SUBLINGUAL per 30 days) ”’“’?"d‘?l’ , ! Moé (()2(]1‘ (240
FILM 12-3 MG acetaminophen per ays)
SUBOXONE 3 MO;QL@B60  ULTRACET . Moé (()3(]; (2;‘0
SUBLINGUAL per 30 days) per S days
FILM 2-0.5 MG ULTRAM 3 MO; QL (240
SUBOXONE 3 MO; QL (90 per 30 days)
SUBLINGUAL per 30 days) VIMOVO 3 ST; MO
ﬁIéM 4-1 MG, 8-2 VIVITROL 2 MO
. VIVLODEX ORAL 3 ST; MO
sulindac 1 MO CAPSULE 10 MG
TIVORBEX S MOl VIVLODEXORAL 3 ST;MO; QL
(90 per CAPSULE 5 MG (30 per 30
days)
days)
tolmetin oral capsule 1 MO VOLTAREN 3 ST: MO: QL
tolmetin oral tablet 1 MO TOPICAL (1000 per 28
600 mg days)
TRAMADOL 3 PA; MO; QL ZIPSOR 3 ST; MO
ORAL (30 per 30 )
CAPSULE.ER days) ZORVOLEX 3 ST; MO
BIPHASE 24 HR
17-83

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZUBSOLV 2 MO; QL (30 aripiprazole oral 1 MO
SUBLINGUAL per 30 days) solution
TABLET 0.7-0.18 aripiprazole oral 1 MO; QL (30
MG, 1.4-0.36 MG, tablet er 30 days)
11.4-2.9 MG, 2.9- P Y
0.71 MG, 5.7-1.4 aripiprazole oral 1 MO; QL (60
MG tablet,disintegrating per 30 days)
ZUBSOLV 2 MO; QL (60 ARISTADA 2 MO
SUBLINGUAL per 30 days)
TABLET 8.6.2 1 ARISTADA INITIO 2 MO
MG armodafinil 1 PA; MO
PSYCHOTHERAPEUTIC DRUGS ATIVAN ORAL 3 PA; MO; QL
TABLET 0.5 MG, 1 (90 per 30
ABILIFY 2 MO MG days)
MAINTENA
. ATIVAN ORAL 3 PA; MO; QL
ABILIFY ORAL 3 MO; QL (30 TABLET 2 MG (150 per 30
TABLET per 30 days) days)
ADDERALL ORAL 3 MO atomoxetine 1 MO
TABLET 20 MG, 5
MG, 7.5 MG BELSOMRA 3 MO; QL (30
per 30 days)
ADDERALL XR 3 MO
BRISDELLE 3 MO; QL (30
ADZENYS ER 3 MO per 30 days)
ADZENYS XR- 3 MO bupropion hcl oral 1 MO
ODT tablet
AMBIEN 3 MO; QL (30 bupropion hcl oral 1 MO; QL (90
per 30 days) tablet extended per 30 days)
AMBIEN CR 3 MO;QL (30 release 24 hr 150 mg
per 30 days) bupropion hcl oral 1 MO; QL (30
amitriptyline 1 MO tablet extended per 30 days)
l 24 hr 300
amoxapine 1 MO refedse i e
: _ BUPROPION HCL 3 MO; QL (30
amphetamine sulfate 1 PA; MO ORAL TABLET per 30 days)
ANAFRANIL 3 MO EXTENDED
APLENZIN 3 MO; QL (30 RELEASE 24 HR
450 MG
per 30 days)
APTENSIO XR 3 MO

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

formulary or visit us on the Web at express-scripts.com.
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bupropion hcl oral 1 MO; QL (60 CONCERTA 3 MO
tablet sustained- per 30 days) COTEMPLA XR- 3 MO
release 12 hr
ODT
buspirone . MO CYMBALTA 3 MO; QL (60
CELEXA ORAL 3 MO; QL (30 per 30 days)
TABLET per 30 days) DAYTRANA 3 MO
chlorpromazine oral 1 MO desipramine ) MO
cztalqpmm oral 1 MO DESOXYN 3 PA: MO
solution
. ] DESVENLAFAXIN 3 MO; QL (120

f’;“ll(;pmm oral ! Moé(?g; (30 E ORAL TABLET per 30 days)
able per 30 days) EXTENDED
clomipramine 1 MO RELEASE 24 HR
clonidine hcl oral 1 MO 100 MG
tablet extended DESVENLAFAXIN 3 MO; QL (30
release 12 hr E ORAL TABLET per 30 days)

i i EXTENDED
Zl'orazep‘ate 1 PA; MO; QL RELEASE 24 LR

ipotassium oral (180 per 30 50 MG
tablet 15 mg days)
clorazepate 1 PA; MO; QL a’esv?nl(;f axine ! MO; (?(I; (30
dipotassium oral (90 per 30 succinate per ays)
tablet 3.75 mg days) DEXEDRINE 3 MO
clorazepate 1 PA; MO; QL SPANSULE
dipotassium oral (360 per 30 dexmethylphenidate 1 MO
tablet 7.5 mg days) dextroamphetamine 1 MO
clozapine oral tablet 1 MO oral capsule,
. extended release

clozapine oral 1
tablet,disintegrating dextroamphetamine 1 MO
100 mg, 12.5 mg, 25 oral tablet
me dextroamphetamine- 1 MO
CLOZAPINE 3 amphetamine
ORAL : . .
diepan st [ £ MO 0L
GRATING 150 MG, days)
200 MG
CLOZARIL 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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diazepam oral 1 PA; MO; QL FANAPT ORAL 3 MO; QL (60
solution 5 mg/5 ml (1200 per 30 TABLET per 30 days)
(1 mg/ml) days) FANAPT ORAL 3 MO; QL (8 per
diazepam oral tablet 1 PA; MO; QL TABLETS,DOSE 28 days)
(120 per 30 PACK
days) FAZACLO 3
doxepin oral i MO FETZIMA ORAL 2 MO; QL (28
duloxetine oral 1 MO; QL (60 CAPSULE.EXT per 28 days)
capsule,delayed per 30 days) REL 24HR DOSE
release(dr/ec) 20 PACK
mg, 30 mg, 60 mg FETZIMA ORAL 2 MO; QL (30
duloxetine oral 1 MO; QL (90 CAPSULE.EXTEN per 30 days)
capsule,delayed per 30 days) DED RELEASE 24
release(dr/ec) 40 mg HR
DYANAVEL XR 3 MO fluoxetine oral 1 MO; QL (30
EFFEXOR XR 3 MO: QL (30 capsule 10 mg per 30 days)
ORAL per 30 days) fluoxetine oral 1 MO
CAPSULE,EXTEN capsule 20 mg
DED RELEASE . ]
24HR 150 MG, 37.5 fluoxetine oral 1 MO; QL (60
MG capsule 40 mg per 30 days)
EFFEXOR XR 3 MO: QL (90 fluoxetine oral 1 MO; QL (4 per
capsule,delayed 28 days)
ORAL per 30 days) release(dr/ec)
CAPSULE.EXTEN
DED RELEASE fluoxetine oral 1 MO
24HR 75 MG solution
EMSAM 2 MO fluoxetine oral tablet 1 MO; QL (30
ergoloid 1 MO 10 mg per 30 days)
escitalopram oxalate 1 MO fluoxetine oral tablet 1 MO
. 20 mg, 60 mg
oral solution
escitalopram oxalate 1 MO; QL (30 qup henazine ! MO
ecanoate
oral tablet per 30 days)
eszopiclone 1 MO; QL (30 Jluphenazine hel ! MO
per 30 days) Sfluvoxamine oral 1 MO; QL (60
EVEKEO 3 PA; MO capsule,extended per 30 days)

release 24hr

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

formulary or visit us on the Web at express-scripts.com.
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fluvoxamine oral 1 MO; QL (90 INVEGA ORAL 3 MO; QL (30
tablet 100 mg per 30 days) TABLET per 30 days)
fluvoxamine oral 1 MO; QL (30 EXTENDED
tablet 25 mg per 30 days) RELEASE 24HR 3
MG, 9 MG
ftZZvl‘:t“;”o’;’Z oral ! 1;2?; (%a;ig) INVEGA ORAL 3 MO; QL (60
TABLET per 30 days)
FOCALIN 3 MO EXTENDED
FOCALIN XR 3 MO %EASE 24HR 6
FORFIVO XL 3 MO; QL (30
per 3(? dagfs) INVEGA 3 MO
SUSTENNA
GEODON 3 MO
INTRAMUSCULA INVEGA TRINZA 3 MO
R KAPVAY 3 MO
GEODON ORAL 3 MO; QL (60 KHEDEZLA ORAL 3 MO; QL (120
per 30 days) TABLET per 30 days)
. EXTENDED
1 M
guanidine O RELEASE 24HR
HALDOL 3 MO 100 MG
HALDOL 3 MO KHEDEZLA ORAL 3 MO; QL (30
DECANOATE TABLET per 30 days)
haloperidol 1 MO EXTENDED
RELEASE 24HR 50
haloperidol 1 MO MG
decanoate
LATUDA ORAL 3 MO; QL (30
haloperidol lactate 1 MO TABLET 120 MG, per 30 days)
injection 20 MG, 40 MG, 60
haloperidol lactate 1 MO MG
oral LATUDA ORAL 3 MO; QL (60
HETLIOZ 3 PA; MO; QL TABLET 80 MG per 30 days)
(30 per 30 LEXAPRO ORAL 3 MO; QL (30
days) TABLET per 30 days)
imipramine hcl 1 MO lithium carbonate 1 MO
imipramine pamoate 1 MO lithium citrate oral 1 MO
solution 8 meq/5 ml
LITHOBID 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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lorazepam oral 1 PA; MO; QL methylphenidate hcl 1
concentrate (150 per 30 oral tablet extended
days) release 24hr 18 mg
lorazepam oral 1 PA; MO; QL (bx mtl.ng) ,27mg
(bx rating), 36 mg
tablet 0.5 mg, 1 mg (90 per 30 :
days) (bx rating), 54 mg
(bx rating)
lorazepam oral 1 PA; MO; QL methylphenidate hcl 1 MO
tablet 2 mg (150 per 30
days) oral tablet extended
release 24hr 18 mg,
loxapine succinate 1 MO 27 mg, 36 mg, 54 mg
LUNESTA 3 MO; QL (30 METHYLPHENID 3 MO
per 30 days) ATE HCL ORAL
maprotiline 1 MO E??EEI};ED
MARPLAN 2 MO RELEASE 24HR 72
metadate er 1 MO MG
methamphetamine 1 PA; MO methylphenidate hcl 1 MO
oral tablet,chewable
METHYLIN ORAL 3 MO ) )
SOLUTION mirtazapine 1 MO
methylphenidate hcl 1 MO modafinil 1 PA; MO
oral capsule, er molindone 1
biphasic 30-70
Wphasic MYDAYIS 3 MO
thylphenidate hcl 1 MO
meriyIpRErIaate e NARDIL 3 MO
oral capsule,er
biphasic 50-50 nefazodone 1 MO
methylphenidate hcl 1 MO NORPRAMIN 3 MO
oral solution ORAL TABLET 10
methylphenidate hcl 1 MO MG, 25 MG
oral tablet nortriptyline 1 MO
methylphenidate hcl 1 MO NUPLAZID ORAL 3 PA; MO; QL
oral tablet extended CAPSULE (30 per 30
release days)
NUPLAZID ORAL 3 PA; MO; QL
TABLET 10 MG (30 per 30
days)
NUVIGIL 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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olanzapine 1 MO perphenazine 1 MO
intramuscular PERSERIS 3 MO
olanzapine oral 1 MO; (()Q(I; (3()) PEXEVA ORAL 3 MO: QL (30
per S days TABLET 10 MG, 20 per 30 days)
olanzapine- 1 MO MG, 40 MG
Juoxetine PEXEVA ORAL 3 MO; QL (60
paliperidone oral 1 MO; QL (30 TABLET 30 MG per 30 days)
tablet extended per 30 days) .
release 24hr 1.5 mg, phenelzine ! MO
3 mg, 9 mg pimozide 1 MO
paliperidone oral 1 MO; QL (60 PRISTIQ 3 MO; QL (30
tablet extended per 30 days) per 30 days)
release 24hr 6 mg procentra 1 MO
PAMELOR 5 MO protriptyline 1 MO
PARNATE S MO PROVIGIL 3 PA;MO
par l‘)xe]fz“e hdzg’”“l i MO;(?(I; (30 PROZAC ORAL 3 MO;QL (30
;“0 et 10 mg, 20 mg, per 30 days) CAPSULE 10 MG per 30 days)
mg

; PROZAC ORAL 3 MO
paroxetine hcl oral 1 MO; QL (60 CAPSULE 20 MG
tablet 30 mg per 30 days)

) . PROZAC ORAL 3 MO; QL (60
paroxetine hcl oral 1 MO; QL (60 CAPSULE 40 MG per 30 days)
tablet extended per 30 days)
release 24 hr quetiapine oral 1 MO; QL (90

tablet 100 mg, 200 30d
paroxetine 1 MO; QL (30 anie ms bet ays)
mg, 25 mg, 50 mg
mesylate(menop.sym per 30 days)
) quetiapine oral 1 MO; QL (60
tablet 300 400 30d
PAXIL CR 3 MO; QL (60 e per 30 days)
per 30 days) &
tiapi / 1 MO; QL (30
PAXIL ORAL 3 MO i iy QL (
SUSPENSION tablet extended per 30 days)
release 24 hr 150
PAXIL ORAL 3 MO; QL (30 mg, 200 mg
IF{/[AGBZI(;:{/II(S MG, 20 per 30 days) quetiapine oral 1 MO; QL (60
’ tablet extended per 30 days)
PAXIL ORAL 3 MO; QL (60 release 24 hr 300
TABLET 30 MG per 30 days) mg, 400 mg, 50 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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QUILLICHEW ER 3 MO RITALIN 3 MO
QUILLIVANT XR 3 MO RITALIN LA 3 MO
ORAL
RELEXXII 3 CAPSULE.ER
REMERON ORAL 3 MO BIPHASIC 50-50 10
TABLET 15 MG, 30 MG, 20 MG, 30
MG MG, 40 MG
REMERON 3 MO ROZEREM 2 MO; QL (30
SOLTAB per 30 days)
REXULTI 3 MO; QL (30 SAPHRIS 2 MO; QL (60
per 30 days) per 30 days)
RISPERDAL 2 MO SARAFEM ORAL 3 MO
CONSTA TABLET 10 MG, 20
RISPERDAL ORAL 3 MO MG
SOLUTION SEROQUEL ORAL 3 MO; QL (90
RISPERDALORAL 3 MO;QL(60 1 ABLETI99MG, per 30 days)
TABLET 0.25 MG, per 30 days) MG ’ ’
0.5 MG, 1 MG, 2
MG, 3 MG SEROQUEL ORAL 3 MO:; QL (60
RISPERDAL ORAL 3 MO:; QL (120 Z&BI\%T 300 MG, per 30 days)
TABLET 4 MG per 30 days)
— SEROQUEL XR 3 MO; QL (30
d [ 1 MO
e ORAL TABLET per 30 days)
EXTENDED
risperidone oral 1 MO; QL (60 RELEASE 24 HR
tablet 0.25 mg, 0.5 per 30 days) 150 MG, 200 MG
. 1 mg, 2mg, 3
Zi e, < Mg SEROQUEL XR 3 MO; QL (60
ORAL TABLET per 30 days)
risperidone oral 1 MO; QL (120 EXTENDED
tablet 4 mg per 30 days) RELEASE 24 HR
risperidone oral 1 MO; QL (60 300 MG, 400 MG,
tablet, disintegrating per 30 days) S0 MG
0.25 mg, 0.5 mg, 1 sertraline oral 1 MO
mg, 2 mg, 3 mg concentrate
risperidone oral 1 MO; QL (120 sertraline oral tablet 1 MO; QL (60
tablet, disintegrating per 30 days) 100 mg, 50 mg per 30 days)
4 mg

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

40

HI_ESPREA20_191105


http://express-scripts.com

Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
sertraline oral tablet 1 MO; QL (30 VENLAFAXINE 3 MO; QL (30
25 mg per 30 days) ORAL TABLET per 30 days)
] EXTENDED
SILENOR 3 gﬁ?é gclfag?s()) RELEASE 24HR
STRATTERA 3 MO VERSACLOZ 2
VIIBRYD ORAL 2 MO; QL (30
SURMONTIL . MO TABLET per 30 days)
(S:XIE,/ISBJ(LAEXI g)_ 15{6% S © VIIBRYD ORAL 2 MO; QL (30
MG. 3-25 MG. 6-25 TABLETS,DOSE per 30 days)
MG’ 6-50 MG, PACK 10 MG (7)-
’ 20 MG (23)
thioridazine S 10 VRAYLAR ORAL 3 MO;QL (30
thiothixene 1 MO CAPSULE per 30 days)
TOFRANIL 3 MO VRAYLAR ORAL 3 MO; QL (7 per
TRANXENE T- 3 PA; MO QL CAPSULE,DOSE 30 days)
TAB ORAL (360 per 30 PACK
TABLET 7.5 MG days) VYVANSE 3 MO
tranylcypromine 1 MO WELLBUTRIN SR 3 MO; QL (60
trazodone 1 MO per 30 days)
. ) WELLBUTRIN XL 3 MO; QL (90
t 1 MO ’
rifluoperazine ORAL TABLET per 30 days)
trimipramine 1 MO EXTENDED
TRINTELLIX 2 MO; QL (30 RELEASE 24 HR
per 30 days) 150 MG
VALIUM 3 PA: MO; QL WELLBUTRIN XL 3 MO; QL (30
(12’0 per’30 ORAL TABLET per 30 days)
days) EXTENDED
RELEASE 24 HR
venlafaxine oral 1 MO; QL (30 300 MG
capsule,extended per 30 days) . T
release 24hr 150 mg, XYREM 2 PA; MO; LA;
37.5 mg QL (540 per 30
days)
venlafaxine oral 1 MO; QL (90 ‘
capsule,extended per 30 days) zaleplon oral 1 MO; QL (60
release 24hr 75 mg capsule 10 mg per 30 days)
venlafaxine oral 1 MO; QL (90 zaleplon oral 1 MO; QL (30
tablet per 30 days) capsule 5 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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zenzedi oral tablet 1 MO flecainide 1 MO
[0mg, 5 mg mexiletine 1 MO
ZENZEDI ORAL 3 MO
TABLET 15 MG, MULTAQ 3 MO
2.5 MG, 20 MG, 30 pacerone oral tablet 1 MO
MG, 7.5 MG 100 mg, 200 mg, 400
ziprasidone hel 1 MO; QL (60 me
per 30 days) propafenone 1 MO
ZOLOFT ORAL 3 MO; QL (60 quinidine gluconate 1 MO
TABLET 100 MG, per 30 days) oral
>0 MG quinidine sulfate 1 MO
ZOLOFT ORAL 3 MO; QL (30 oral tablet
TABLET 25 MG per 30 days) RYTHMOL SR 3 MO
zolpidem oral 1 MO; QL (30 sorine oral tablet 1 MO
per 30 days) 120 mg, 160 mg, 80
ZYPREXA 3 MO mg
E\ITRAMUSCULA sorine oral tablet 1
240 mg
ZYPREXA ORAL . MO; QL (30 sotalol af oral tablet 1 MO
per 30 days) 120 mg
ZYPREXA 3 MO
1 M
RELPREVV sotalol oral (@)
INTRAMUSCULA SOTYLIZE 2 MO
FOR
RECONSTITUTIO ANTIHYPERTENSIVE THERAPY
N210 MG ACCUPRIL 3 MO
ZYPREXA ZYDIS 3 MO; QL (30 ACCURETIC 3 MO
per 30 days)
acebutolol 1 MO
CARDIOVASCULAR, ADALAT CC : MO
HYPERTENSION / LIPIDS
ALDACTAZIDE 3 MO
ANTIARRHYTHMIC AGENTS
ALDACTONE 3 MO
amiodarone oral 1 MO
aliskiren 1 MO
BETAPACE AF 3 MO
ALTACE 3 MO
dofetilide 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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amiloride 1 MO BYSTOLIC 2 MO
amiloride- 1 MO CALAN ORAL 3 MO
hydrochlorothiazide TABLET 120 MG
amlodipine 1 MO CALAN SR ORAL 3 MO
. TABLET
ariodpre: [ °
P RELEASE 120 MG,
amlodipine- 1 MO 240 MG
olmesartan candesartan 1 MO
SZézcjg;ne_ ! MO candesartan- 1 MO
hydrochlorothiazid
amlodipine- 1 MO .
valsartan-hcthiazid captopril ! MO
. captopril- 1 MO
ATACAND 3 ST; MO hydrochlorothiazide
ATACAND HCT 3 ST; MO CARDIZEM CD 3 MO
atenolol S 0O CARDIZEM LA 3 MO
Z’ZZ;’Z Cllh Jone S © CARDIZEMORAL 3 MO
TABLET 120 MG,
AVALIDE 3 ST; MO 30 MG, 60 MG
AVAPRO 3 ST; MO CARDURA ORAL 3 ST; MO; QL
] TABLET 1 MG, 2 (30 per 30
AZOR 3 ST; MO ’
’ MG, 4 MG days)
b 1 1 MO
cndzeprt CARDURA ORAL 3 ST;MO; QL
benazepril- 1 MO TABLET 8 MG (60 per 30
hydrochlorothiazide days)
BENICAR 3 ST; MO CARDURA XL 3 ST; MO; QL
BENICAR HCT 3 ST;MO (30 per 30
days)
betaxolol oral 1 MO
CAROSPIR 3 MO
BIDIL 2 MO
cartia xt 1 MO
bisoprolol fumarate 1 MO )
carvedilol 1 MO
bisoprolol- 1 MO )
hydrochlorothiazide carvedilol phosphate 1 MO
bumetanide 1 MO CATAPRES 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CATAPRES-TTS-1 3 MO; QL (4 per DIOVAN 3 ST; MO
28 days) DIOVAN HCT 3 ST;MO
CATAPRES-TTS-2 3 MO:; QL (4 per DIURIL 3 MO
28 days)
CATAPRES-TTS:3 3 MO;QL(4per ‘oxesosinoraltablet =1 MO QL (3 g)
28 days) & & g P Y
chlorothiazide 1 MO doxazosin oral tablet 1 MO; QL (60
8 mg per 30 days)
chlorthalidone oral 1 MO
tablet 25 mg, 50 mg DUTOPROL 3 MO
clonidine 1 MO; QL (4 per DYAZIDE . MO
28 days) DYRENIUM 3 MO
clonidine hcl oral 1 MO EDARBI 2 MO
tablet EDARBYCLOR 2 MO
COREG 3 Mo EDECRIN 3 MO
COREG CR 3 MO enalapril maleate 1 MO
CORGARD 3 MO enalapril- 1 MO
COZAAR 3 ST; MO hydrochlorothiazide
DEMSER 2 PA; MO eplerenone 1 MO
DIBENZYLINE 3 PA; MO eprosartan 1 MO
diltiazem hcl oral 1 MO ethacrynic acid 1 MO
capsule,extended EXFORGE 3 ST: MO
release 12 hr ’
diltiazem hcl oral 1 MO EXFORGE HCT 3 ST, MO
capsule,extended Jfelodipine 1 MO
release 24 hr 360 fosinopril 1 MO
mg, 420 mg
— fosinopril- 1 MO
diltiazem hcl oral 1 MO hydrochlorothiazide
capsule,extended
release 24hr 120 mg, furosemide injection 1 MO
180 mg, 240 mg, 300 furosemide oral 1 MO
mg solution 10 mg/ml,
diltiazem hcl oral 1 MO 40 mg/5 ml (8
tablet mg/mi)
dilt-xr 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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furosemide oral 1 MO matzim la 1 MO
tablet MAXZIDE 3 MO
hydralazine oral 1 MO MAXZIDE-25MG 3 MO
hydrochlorothiazide 1 MO methyclothiazide 1 MO
HYZAAR 2 ST: MO methyldopa 1 MO
indapamide ! MO metolazone 1 MO
INDERAL LA . MO metoprolol succinate 1 MO
INNOPRAN XL > MO metoprolol ta- 1 MO
INSPRA 3 MO hydrochlorothiaz

irbesartan 1 MO metoprolol tartrate 1 MO
irbesarian- 1 MO oral tablet 100 mg,

hydrochlorothiazide 25 mg, 50 mg

isradipine 1 MO MICARDIS 3 ST; MO
labetalol oral 1 MO MICARDIS HCT 2 ST; MO
LASIX 3 MO MINIPRESS 3 MO
lisinopril 1 MO minoxidil oral 1 MO
lisinopril- 1 MO moexipril ! MO
hydrochlorothiazide nadolol 1 MO
LOPRESSOR HCT nadolol- 1 MO
LOPRESSOR 3 MO bendroflumethiazide

ORAL TABLET oral tablet 40-5 mg

100 MG nicardipine oral 1 MO
losartan 1 MO nifedipine oral tablet 1 MO
losartan- 1 MO extended release

hydrochlorothiazide nifedipine oral tablet 1 MO
LOTENSIN ORAL 3 MO extended release

TABLET 10 MG, 20 24hr

MG, 40 MG nimodipine 1 MO
LOTREL ORAL 3 MO nisoldipine 1 MO
CAPSULE 10-20 NORVASC 3 MO

MG, 10-40 MG, 5-
10 MG, 5-20 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NYMALIZE ORAL 3 MO SULAR ORAL 3 MO
SOLUTION 60 TABLET
MG/20 ML EXTENDED
RELEASE 24 HR
olmesartan 1 MO 17 MG, 34 MG, 8.5
olmesartan- 1 MO MG
amlodipin-hcthiazid TARKA ORAL 3 MO
olmesartan- 1 MO TABLET, IR - ER,
hydrochlorothiazide BIPHASIC 24HR 2-
180 MG, 2-240 MG
ORENITRAM 3 PA; MO ’ ’
. 4-240 MG
indopril MO
ng;’;l;pe” taztia xt 1 MO
phenoxybenzamine 1 PA; MO TEKTURNA 3 MO
pindolol 1 MO TEKTURNA HCT 2 MO
prazosin 1 MO telmisartan 1 MO
PRINIVIL ORAL 3 MO telmisartan- S MO
TABLET 10 MG, 20 amlodipine
MG, 5 MG telmisartan- 1 MO
PROCARDIA XL 3 MO hydrochlorothiazid
propranolol oral 1 MO TENORETIC 100 3 MO
propranolol- 1 MO TENORETIC 50 3 MO
hydrochlorothiazid TENORMIN 3 MO
QBRELIS 3 MO terazosin oral 1 MO; QL (30
quinapril 1 MO capsule 1 mg, 2 mg, per 30 days)
Smg
uinapril- 1 MO }
Zy drolz hlorothiazide terazosin oral 1 MO; QL (60
capsule 10 mg per 30 days)
ipril 1 MO
ramiprt TIAZAC 3 MO
j lact 1 MO
Sprronodacione timolol maleate oral 1 MO
spironolacton- 1 MO
hydrochlorothiaz TOPROL XL 3 MO
torsemide oral 1 MO
trandolapril 1 MO
trandolapril- 1 MO
verapamil

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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triamterene- 1 MO cilostazol 1 MO
hy d;OChlorlOt?;?g 5 clopidogrel oral 1 MO; QL (30
ZZ capsute 37.5- tablet 75 mg per 30 days)
. COUMADIN ORAL 3 MO
triamterene- 1 MO
hydrochlorothiazid dipyridamole oral 1 MO
oral tablet DOPTELET (10 2 PA;MO;LA
TRIBENZOR 3 ST; MO TAB PACK)
TWYNSTA ORAL 3 ST; MO DOPTELET (15 2 PA; MO; LA
TABLET 40-10 TAB PACK)
ﬁg 40-5 MG, 80-5 EFFIENT 3 MO
UPTRAVI 2 PA; MO; LA ELIQUIS 2 Mo
] 1 MO
valsartan 1 MO enoxapartn
subcutaneous
valsartan- 1 MO syringe
hydrochlorothiazide fondaparinux 1 MO
VASERETIC 3 MO FRAGMIN 3 MO
VASOTEC 3 MO SUBCUTANEOUS
verapamil oral 1 MO SOLUTION
FRAGMIN 3 MO
VERELAN E MO SUBCUTANEOUS
VERELAN PM 3 MO SYRINGE
ZESTORETIC 3 MO heparin (porcine) 1 MO
ZESTRIL 3 MO injection solution
7IAC 3 MO jantoven 1 MO
LOVENOX 3 MO
COAGULATION THERAPY SUBCUTANEOUS
AGGRENOX 3 MO SYRINGE
ARIXTRA 3 MO MULPLETA 2 PA; MO
aspirin-dipyridamole 1 MO pentoxifylline 1 MO
BEVYXXA 3 MO PLAVIX ORAL 3 MO; QL (30
BRILINTA ) MO TABLET 75 MG per 30 days)
CABLIVI 2 PA; MO; LA PRADAXA . MO
INJECTION KIT prasugrel 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PROMACTA 2 PA; MO; LA COLESTID ORAL 3 MO
SAVAYSA 3 MO TABLET
TAVALISSE 3 PAIMOLA;  Colestipolordl . VO

QL (60 per30 P9

days) colestipol oral tablet 1 MO
warfarin 1 MO CRESTOR 3 ST; MO; QL
XARELTO 2 MO (30 per 30

days)

YOSPRALA 3 MO EZALLOR 3 ST; QL (30 per
ZONTIVITY 2 MO SPRINKLE 30 days)
LIPID/CHOLESTEROL LOWERING ezetimibe 1 MO
AGENTS ezetimibe- 1 MO: QL (30
ALTOPREV 3 ST; MO; QL simvastatin per 30 days)

(30 per 30 fenofibrate 1 MO

days) micronized
amlOdipine— 1 MO, QL (30 fenOﬁbra[e 1 MO
atorvastatin per 30 days) nanocrystallized
ANTARA ORAL 3 MO oral tablet 145 mg,
CAPSULE 30 MG, 48 mg
90 MG FENOFIBRATE 3 MO
atorvastatin 1 MO; QL (30 ORAL CAPSULE

per 30 days) fenofibrate oral 1 MO
CADUET ORAL 3 ST; MO; QL tablet
TABLET 10-10 (30 per 30 fenofibric acid 1 MO
MG, 10-20 MG, 10- days)
40 MG, 10-80 MG, fenofibric acid 1 MO
5-10 MG, 5-20 MG, (choline)
5-40 MG, 5-80 MG FENOGLIDE 3 MO
cholestyramine (with 1 MO FIBRICOR 3 MO
sugar) oral powder
in packet FLOLIPID 3 ST;MO; QL

— (300 per 30
cholestyramine light 1 MO days)
oral powder
fluvastatin oral 1 MO; QL (30

colesevelam 1 MO capsule 20 mg per 30 days)
COLESTID ORAL 3 MO
PACKET

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

formulary or visit us on the Web at express-scripts.com.
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fluvastatin oral 1 MO; QL (60 PRAVACHOL 3 ST; MO; QL
capsule 40 mg per 30 days) ORAL TABLET 20 (30 per 30
fluvastatin oral 1 MO; QL (30 MG, 40 MG, 30 MG days)
tablet extended per 30 days) pravastatin 1 MO; QL (30
release 24 hr per 30 days)
gemfibrozil 1 MO prevalite oral 1 MO
JUXTAPID 2 PA;MO;LA  Powderinpacket
— QUESTRAN 3 MO
LESCOL XL 3 (83"1("), Ne[rO3, 0QL LIGHT ORAL
P POWDER
days)
— QUESTRAN ORAL 3 MO
LIPITOR 3 (83"1(“), l\grO?; (?L POWDER IN
P PACKET
days)
LIPOFEN 3 MO REPATHA 2 PA; MO; QL
(3 per 28 days)
LIVALO 2 1\2?3 (?(Ii‘a(i ()) REPATHA 2 PA;MO;QL
P Y PUSHTRONEX (3.5 per 28
LOPID 3 MO days)
lovastatin oral tablet 1 MO; QL (30 REPATHA 2 PA; MO; QL
10 mg per 30 days) SURECLICK (3 per 28 days)
lovastatin oral tablet 1 MO; QL (60 rosuvastatin 1 MO; QL (30
20 mg, 40 mg per 30 days) per 30 days)
LOVAZA 3 ST; MO simvastatin 1 MO; QL (30
niacin oral tablet 1 MO per 30 days)
extended release 24 TRICOR 3 MO
hr TRIGLIDE ORAL 3 MO
NIACOR 3 MO TABLET 160 MG
NIASPAN 3 MO TRILIPIX 3 MO
EXTENDED-
RELEASE VASCEPA 2 MO
omega-3 acid ethyl 3 ST; MO VYTORIN 10-10 2 ST, MO; QL
(30 per 30
esters
days)
PRALUENT PEN 2 éA ’el\r/lzoé ((iQaLs) VYTORIN 10-20 3 ST; MO; QL
P Y (30 per 30
days)

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

formulary or visit us on the Web at express-scripts.com.
49

HI_ESPREA20_191105


http://express-scripts.com

Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

VYTORIN 10-40 3 ST; MO; QL NITRATES
(30 per 30 GONITRO 3 MO
days)

VYTORIN 10-80 3 ST;MO;QL  ISORDIL 2 MO
(30 per 30 ISORDIL 3 MO
days) TITRADOSE

WELCHOL 3 MO l?/lléAL TABLET 5

ZETIA > MO isosorbide dinitrate 1 MO

ZOCOR ORAL 3 ST; MO; QL oral tablet

TABLET 10 MG, 20 (30 per 30 isosorbide dinitrate 1

MG, 40 M M

G, 40 MG, 80 MG days) oral tablet extended

ZYPITAMAG 3 ST; MO; QL release
Eli(;s)er 30 isosorbide 1 MO

mononitrate

MISCELLANEOUS

MINITRAN 3 MO

CARDIOVASCULAR AGENTS

itro-bi 1 M
CORLANOR 2 PA:MO nitro-bid ©
— NITRO-DUR 3 MO
digitek 1 MO
] nitroglycerin 1 MO
digox 1 MO sublingual

digoxin/oz}al solution 1 MO nitroglycerin 1 MO

30 meg/m transdermal patch

digoxin oral tablet 1 MO 24 hour

ENTRESTO 2 MO; QL (60 nitroglycerin 1 MO
per 30 days) translingual

LANOXIN ORAL 3 MO spray,non-aerosol

TABLET 125 MCG, NITROSTAT 3 MO

250 MCG

DERMATOLOGICALS/TOPICA

LANOXIN ORAL 2 MO L THERAPY

TABLET 62.5 MCG

ANTIPSORIATIC /
RANEXA 3 MO
ANTISEBORRHEIC
j 1 M
ranolazine © acitretin 1 MO
VECAMYL 3
calcipotriene 1 MO; QL (120
VYNDAQEL 2 PA; MO per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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calcipotriene- 1 MO; QL (400 MISCELLANEOUS
betamethasone per 30 days) DERMATOLOGICALS
calcitriol topical 1 MO ALDARA 3 ST; MO
COSENTYX (2 2 PA; MO ammonium lactate 1 MO
SYRINGES)
CARAC 3 ST; MO
COSENTYX PEN 2 PA; MO
(2 PENS) CONDYLOX 2 MO
TOPICAL GEL
DOVONEX 3 MO; QL (120 : : - MO-
TOPICAL per 30 days) dlc{ofenac sodium 1 PA; MO; QL
topical gel 3 % (100 per 28
ENSTILAR 3 MO; QL (400 days)
per 30 days) ) )
doxepin topical 1 MO; QL (45
ILUMYA 3 PA; MO per 30 days)
selenium sulfide 1 MO DUPIXENT 2 PA; MO
topical lotion
EFUDEX TOPICAL 3 ST; MO
SILIQ 3 PA; MO CREAM
SKYRIZI 2 PA; MO; QL ELIDEL 3 PA; MO; QL
SUBCUTANEOUS (1 per 28 days) (100 per 30
SYRINGE KIT days)
SORIATANE 3 MO EUCRISA 3 PA; MO; QL
ORAL CAPSULE (120 per 30
10 MG, 25 MG days)
SORILUX 3 MO; QL (120 FLUOROURACIL 3 ST; MO
per 30 days) TOPICAL CREAM
STELARA 3 PA;MO 0.5 %
INTRAVENOUS Sfluorouracil topical 1 MO
STELARA 2 PA;MO cream 5 %
SUBCUTANEOUS Sluorouracil topical 1 MO
TACLONEX 3 MO; QL (400 solution
per 30 days) IMIQUIMOD 3 ST; MO
TALTZ 2 PA; MO TOPICAL CREAM
AUTOINJECTOR IN METERED-
DOSE PUMP
TALTZ SYRINGE 3 PA; MO
imiquimod topical 1 MO
TREMFYA 3 PA; MO cream in packet
VECTICAL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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lidocaine hcl mucous 1 MO; QL (60 silver sulfadiazine 1 MO
membrane jelly per 30 days) <sd ) MO
lidocaine hcl mL{cous ! MO tacrolimus topical 1 PA; MO; QL
membrane solution 4 (100 per 30
[0)
% (40 mg/ml) days)
lidocaine topical 1 PA; MO; QL
adhesive (90 per 30 TOLAK 3 MO
patch,medicated days) VALCHLOR 2 MO
lidocaine topical 1 MO; QL (36 VEREGEN 3 MO
ointment per 30 days) ZONALON 3 MO: QL (45
lidocaine viscous 1 MO per 30 days)
lidocaine-prilocaine 1 MO; QL (30 ZTLIDO 3 PA; MO; QL
topical cream per 30 days) (90 per 30
LIDODERM 3 PA;MO; QL days)
(90 per 30 ZYCLARA 3 ST; MO
days) TOPICAL CREAM
IN METERED-
methoxsalen 1 MO DOSE PUMP
OXSORALEN 3 MO
ULTRA THERAPY FOR ACNE
PANRETIN 2 MO ABSORICA . MO
ACANYA 3 MO
PICATO 2 MO TOPICAL GEL
pimecrolimus 1 PA; MO; QL WITH PUMP
1
ElaO(;)per 30 ACZONE 3 MO
i TOPICAL GEL
PLIAGLIS 3 MO adapalene topical 1 PA; MO
pOdOﬁlO)C 1 MO cream
PROTOPIC 3 PA; MO; QL adapalene topical 1 PA; MO
(100 per 30 gel
days) adapalene topical 1 PA
prudoxin 1 MO; QL (45 solution
per 30 days) adapalene topical 1 PA
REGRANEX 2 MO swab
SANTYL 2 MO adapalene-benzoyl 1 PA; MO
SILVADENE 3 MO peroxide

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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AKTIPAK 3 MO clindamycin 1 MO; QL (120
ALTRENO 3 PA: MO phosphate topical per 30 days)
’ solution

amnesteen ! MO clindamycin 1 MO
ATRALIN 3 PA; MO phosphate topical
avita topical cream 1 PA; MO swab
AVITA TOPICAL 3 PA: MO clindamycin-benzoyl 1 MO
GEL ’ peroxide topical gel
azelaic acid 1 MO clindamycin-benzoyl 1 MO

peroxide topical gel
AZELEX 3 MO with pump 1.2-2.5 %
BENZACLIN 3 MO clindamycin- 1 PA; MO
PUMP tretinoin
BENZAMYCIN 3 MO dapsone topical 1 MO
claravis 1 MO DIFFERIN 3 PA; MO
CLEOCIN T 3 MO:;QL(120  TOPICAL CREAM
TOPICAL GEL per 30 days) DIFFERIN 3 PA; MO
CLEOCIN T 3 MO;QL(120  TOPICALGELOI
TOPICAL LOTION per 30 days) /o
TOPICAL SWAB TOPICAL GEL

WITH PUMP
clindacin p 1 MO

DIFFERIN 3 PA; MO
CLINDAGEL 3 MO; QL (150 TOPICAL LOTION

per 30 days)

DUAC 3 MO
clindamycin 1 MO .
phosphate topical EPIDUO FORTE 3 PA; MO
Jfoam EPIDUO TOPICAL 3 PA; MO
clindamycin 1 MO; QL (120 GEL WITH PUMP
phlosphate topical per 30 days) ery pads 1 MO
i erygel 1 MO
clindamycin 1 MO; QL (120 .
phosphate topical per 30 days) erythromy cin with i MO
lotion ethanol topical gel

erythromycin with 1 MO

ethanol topical
solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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erythromycin- 1 MO tazarotene 1 PA; MO
benzoyl peroxide TAZORAC ) PA: MO
EVOCLIN 3 MO TOPICAL CREAM

0
FABIOR 3 MO 0.05 %
i TAZORAC 3 PA; MO

FINACEA 3 ST, MO TOPICAL CREAM
isotretinoin 1 0.1 %
METROCREAM 3 ST; MO TAZORAC 2 PA; MO
METROGEL 3 ST;MO TOPICAL GEL
TOPICAL GEL 1 % tretinoin 1 PA; MO
METROLOTION 3 ST;MO ’"’fms?heres topical

ge

tronidazol 1 MO

’;;;l.’;’;lcfezsme tretinoin topical 1 PA; MO
metronidazole 1 MO zenatane : MO
topical gel ZIANA 3 PA; MO
metronidazole 1 MO TOPICAL ANTIBACTERIALS
topical lotion

BACTROBAN 3 QL (30 per 30
MIRVASO 3 PA; MO TOPICAL CREAM days)
TOPICAL GEL
WITH PUMP CORTISPORIN 3 MO

TOPICAL
myorisan 1 MO .. .

gentamicin topical 1 MO
neuac 1 MO

KLARON 3 MO
NORITATE 3 ST; MO .

mafenide acetate 1 MO
ONEXTON 3 MO .
TOPICAL GEL mupirocin 1 MO; QL (30
WITH PUMP per 30 days)
RETIN-A 3 PA: MO mupirocin calcium 1 MO; QL (30

’ per 30 days)

RETIN-A MICRO 3 PA; MO

NEO-SYNALAR 3 MO
RETIN-A MICRO 3 PA; MO .
TOPICAL GEL sulfacetamide 1 MO
WITH PUMP 0.06 sodium (acne)
%, 0.08 % SULFAMYLON 2 MO
RHOFADE 3 PA;MO TOPICAL CREAM
SOOLANTRA 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SULFAMYLON 3 MO ketoconazole topical 1 MO; QL (60
TOPICAL PACKET cream per 28 days)
XEPI 3 MO; QL (30 ketoconazole topical 1 MO; QL (100
per 30 days) foam per 28 days)
TOPICAL ANTIFUNGALS ketoconazole topical 1 MO; QL (120
ciclopirox topical 1 MO; QL (90 shampoo per 28 days)
cream per 28 days) LOPROX (AS 3 MO; QL (90

. . . ] OLAMINE) per 28 days)
ciclopirox topical 1 MO; QL (45 TOPICAL CREAM
gel per 28 days)

. . . ] LOPROX TOPICAL 3 MO; QL (120
ciclopirox topical 1 MO; QL (120 SHAMPOO per 28 days)
shampoo per 28 days)

. . . LOTRISONE 3 MO; QL (45
ciclopirox topical B MO TOPICAL CREAM per 28 days)
solution

LULI AZOLE MO; QL
ciclopirox topical 1 MO; QL (60 ULICONAZO 3 e?é&? da(6s§)
suspension per 28 days) P Y

LUZ MO; QL
clotrimazole topical 1 MO; QL (45 uzu 3 e?é&? da(6s§)
cream per 28 days) P !

MENTAX M
clotrimazole topical 1 MO; QL (30 N 3 ©
solution per 28 days) naftifine topical 1 MO; QL (60

2

clotrimazole- 1 MO; QL (45 cream per 28 days)
betamethasone per 28 days) NAFTIN TOPICAL 3 MO; QL (60
topical cream CREAM 2 % per 28 days)
clotrimazole- 1 MO; QL (60 NAFTIN TOPICAL 2 MO; QL (60
betamethasone per 28 days) GEL per 28 days)
topical lotion NIZORAL 3 MO: QL (120
econazole 1 MO; QL (85 TOPICAL per 28 days)

per 28 days) SHAMPOO
ERTACZO 3 MO; QL (60 nyamyc 1 MO

per 28 days) nystatin topical 1 MO; QL (30
EXELDERM 3 MO cream per 28 days)
EXTINA 3 MO; QL (100 nystatin topical 1 MO; QL (30

per 28 days) ointment per 28 days)
JUBLIA 3 MO nystatin topical 1 MO
KERYDIN 3 MO powder

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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nystatin- 1 MO; QL (60 betamethasone 1 MO

triamcinolone per 28 days) dipropionate

nystop 1 MO betamethasone 1 MO

oxiconazole 1 MO valerate

OXISTAT 3 MO betamethasone, 1 MO

augmented

TOPICAL ANTIVIRALS BRYHALI 3 MO

acyclovir topical 1 PA; MO; QL CAPEX ) MO

cream (5 per 30 days)

1 MO; QL (1
acyclovir topical 1 PA; MO; QL clobetasol scalp e?éi? da( sg)o
ointment (30 per 30 P Y

days) clobetasol topical 1 MO; QL (120

DENAVIR ) MO cream per 28 days)
XERESE 3 MO clobetasol topical 1 MO; QL (100

foam per 28 days)
ZOVIRAX 3 PA; MO; QL : .
TOPICAL CREAM (5 per 30 days) clobetasol topical 1 MO; QL (120

gel per 28 days)
ZOVIRAX 3 PA; MO; QL : .
TOPICAL (30 per 30 Zﬁ;):;ltasol topical 1 I1\)/5:1‘0é é}({;a; IS; 8
OINTMENT days)

clobetasol topical 1 MO; QL (120
TOPICAL CORTICOSTEROIDS ointment per 28 days)
ala-cort topical ! MO clobetasol topical 1 MO; QL (236
cream shampoo per 28 days)
ALA-SCALP 3 MO clobetasol topical 1 MO; QL (125
alclometasone 1 MO spray,non-aerosol per 28 days)
amcinonide topical 1 MO clobetasol-emollient 1 MO; QL (120
cream topical cream per 28 days)
amcinonide topical 1 MO clobetasol-emollient 1 MO; QL (100
lotion topical foam per 28 days)
amcinonide topical 1 CLOBEX TOPICAL 3 MO; QL (118
ointment LOTION per 28 days)
apexicon e 1 MO; QL (120 CLOBEX TOPICAL 3 MO; QL (236

per 30 days) SHAMPOO per 28 days)

beser 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CLOBEX TOPICAL 3 MO; QL (125 fluocinonide topical 1 MO; QL (120
SPRAY,NON- per 28 days) cream 0.1 % per 30 days)
AEROSOL fluocinonide topical 1 MO; QL (120
clodan 1 MO; QL (236 gel per 30 days)
per 28 days) fluocinonide topical 1 MO; QL (120
CORDRAN TAPE 3 MO ointment per 30 days)
LARGE ROLL fluocinonide topical 1 MO; QL (120
CUTIVATE 3 MO solution per 30 days)
TOPICAL LOTION fluocinonide-e 1 MO; QL (120
DESONATE 3 MO per 30 days)
desonide 1 MO flurandrenolide 1 MO; QL (120
DESOWEN 3 MO per 30 days)
desoximetasone 1 MO S me.a sone . ! MO
propionate topical
diflorasone 1 MO; QL (120 halobetasol ) MO
per 30 days) . :
propionate topical
DIPROLENE 3 MO cream
TOPICAL | HALOBETASOL 3 MO
PROPIONATE
DUOBRII 3 MO; QL (200 TOPICAL FOAM
per 30 days) halobetasol 1 MO
ELOCON 3 MO propionate topical
TOPICAL CREAM ointment
ELOCON 3 HALOG 3 MO
g(I)IEI)"}(li/ﬁEI}\IT hydrocortisone 1 MO
butyrate
JS(I Zg;;’;oézne and ! MO hydrocortisone 1 MO
P topical cream 1 %,
fluocinolone topical 1 MO 2.5%
cream hydrocortisone 1 MO
fluocinolone topical 1 MO topical lotion 2.5 %
ointment hydrocortisone 1 MO
fluocinolone topical 1 MO topical ointment 2.5

solution

%

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydrocortisone 1 MO triamcinolone 1 MO; QL (126
valerate acetonide topical per 28 days)
IMPOYZ 3 MO;QL(120  “erosol
per 28 days) triamcinolone 1 MO
KENALOG 3 MO: QL (126 acetonide topical
TOPICAL per 28 days) cream
LEXETTE 3 MO triamci‘nolone' 1 MO
acetonide topical
LOCOID 3 MO lotion
LIPOCREAM triamcinolone 1 MO
LOCOID TOPICAL 3 MO acetonide topical
LOTION ointment 0.025 %,
LOCOID TOPICAL 3 MO 0.1%, 05 %
SOLUTION trianex 1 MO
LUXIQ 3 MO triderm topical 1 MO
mometasone topical 1 MO cream 0.1 %
nolix topical cream 1 QL (120 per 30 TRIDESILON 3 MO
days) ULTRAVATE 3 MO
nolix topical lotion 1 MO; QL (120 VANOS 3 MO; QL (120
per 30 days) per 30 days)
OLUX 3 MO; QL (100 TOPICAL SCABICIDES /
per 28 days) PEDICULICIDES
OLUX-E 3 MO; QL (100 ELIMITE 3
per 28 days)
EURAX 3 MO
PANDEL 3 MO
lindane topical 1 MO
prednicarbate 1 MO shampoo
PSORCON 3 QL (120 per 30 ,qiathion 1 MO
days)
NATROBA 3 MO
SYNALAR 3 MO
TOPICAL CREAM OVIDE 5 MO
TEXACORT g MO permethrin topical 1 MO
cream
TOPICORT 3 MO
SKLICE 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DIAGNOSTICS / deferasirox 1 PA; MO
MISCELLANEOUS AGENTS dextrose 10 % and 1
/)
MISCELLANEOUS AGENTS 0.2 % nacl
) MO dextrose 10 % in 1 MO
acamprosate water (d10w)
AGRYLIN 3 MO dextrose 5 % in 1 MO
alendronate oral 1 MO; QL (30 water (d5w)
tablet 40 mg per 30 days) intravenous
anagrelide 1 MO parenteral solution
0/_ 0
ANTABUSE 3 MO dextrose 5 %-0.2 % 1
sod chloride
ARALAST NP 2 MO; LA o o
INTRAVENOUS fj;i;jgrf 61/2‘0'3 % !
RECON SOLN :
1,000 MG dextrose with sodium 1
AURYXIA 3 PA;MO chloride
BUPHENYL 3 PA;MO disulfiram S MO
CARBAGLU 2> PA:MO:LA  NPARI 3  PAMO
CARNITORORAL 3 MO EVOXAC S MO
cevimeline 1 MO EXJADE 2 PA; MO; LA
CHEMET > PA: MO FERRIPROX 2 PA; MO
CLINIMIX 2 PA FOSRENOL 3 MO
4.25%/D5W GLASSIA 3 MO; LA
SULFIT FREE INCRELEX 2 MO;LA
CLINIMIX E 3 PA
JADENU 3 PA; MO
2.75%/D5W SULF ’
FREE JADENU 3 PA; MO
PRINKLE
dl10 %-0.45 % 1 S
sodium chloride kionex (with 1 MO
d2.5 %-0.45 % ] sorbitol)
sodium chloride lanthanum 1 MO
d5 % and 0.9 % 1 MO levocarnitine (with 1 MO
sodium chloride sugar)
d5 %-0.45 % sodium 1 MO levocarnitine oral 1 MO

chloride

tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LITHOSTAT 3 MO sodium chloride 0.9 1 MO
LOKELMA 2 MO % intravenous .
parenteral solution

midodrine 1 MO sodium chloride 1 MO
NITYR 3 PA; MO; LA irrigation
NORTHERA 3 PA; MO sodium 1 PA; MO
ORFADIN ORAL 2 PALA phenylbutyrate
CAPSULE 10 MG, sodium polystyrene 1 MO
2 MG, 5 MG sulfonate oral
ORFADIN ORAL 2 PA; MO; LA sps (with sorbitol) 1 MO
CAPSULE 20 MG oral
ORFADIN ORAL 2 PA; MO; LA SYPRINE 3 PA; MO
SUSPENSION THIOLA ) MO
pilocarpine hcl oral 1 MO TIGLUTIK 3 MO
PROLASTIN-C 2 LA .. ]
INTRAVENOUS trientine 1 PA; MO
RECON SOLN VELPHORO 3 MO
PROLASTIN-C 2 MO; LA VELTASSA 2 MO
INTRAVENOUS
SOLUTION XURIDEN 2 MO
RAVICTI 2 PA:MO ZEMAIRA S MO; LA
RENAGEL ORAL 3 MO SMOKING DETERRENTS
TABLET 800 MG bupropion hcl 1 MO
RENVELA 3 MO (smoking deter)
RILUTEK 3 MO CHANTIX 2 MO

i CHANTIX 2 MO
riluzole 1 MO CONTINUING
risedronate oral 1 MO; QL (30 MONTH BOX
tablet 30 mg per 30 days) CHANTIX ) MO
SALAGEN 3 MO STARTING
(PILOCARPINE) MONTH BOX
sevelamer carbonate 1 MO NICOTROL 3 MO
sevelamer hcl 1 MO NICOTROL NS 3 MO

ZYBAN 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EAR, NOSE / THROAT OTIC STEROID / ANTIBIOTIC
MEDICATIONS CIPRO HC 3 MO
MISCELLANEOUS AGENTS CIPRODEX 2 MO
ASTEPRO NASAL 3 MO; QL (60 neomycin- 1 MO
SPRAY,NON- per 30 days) polymyxin-hc otic
AEROSOL (ear)
azelastine nasal 1 MO; QL (60 OTOVEL 2 MO
er 30 days
P ¥s) ENDOCRINE/DIABETES
BACTROBAN 2 MO; QL (30
NASAL per 30 days) ADRENAL HORMONES
chlorhexidine 1 MO ACTHAR 3 PA; MO
gluconate mucous CORTEF 3 MO
membrane
cortisone 1 MO
ipratropium bromide 1 MO; QL (30
nasal per 30 days) dexamethasone 1 MO
intensol
olopatadine nasal 1 MO; QL (30.5
per 30 days) dexamethasone oral 1 MO
elixir
PATANASE 3 MO; QL (30.5
per 30 days) dexamethasone oral 1 MO
tablet
triamcinolone 1 MO
acetonide dental dexamethasone oral 1 MO
tablets,dose pack
MISCELLANEOUS OTIC
PREPARATIONS DEXPAK 13 DAY 3 MO
acetic acid otic (ear) 1 MO EMFLAZA 3 PA; MO; LA
CETRAXAL 3 MO fludrocortisone 1 MO
ciprofloxacin hel 1 MO hydrocortisone oral 1 MO
otic (ear) MEDROL 3 PA; MO
flac otic oil 1 MEDROL (PAK) 3 MO
fluocinolone 1 MO methylprednisolone 1 PA; MO
acetonide oil oral tablet
hydrocortisone- 1 MO methylprednisolone 1 MO
acetic acid oral tablets,dose
ofloxacin otic (ear) 1 MO pack
millipred oral tablet 1 PA; MO

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

61

HI_ESPREA20_191105


http://express-scripts.com

Drug Name Drug Requirements | |Drug Name Drug Requirements
Tier /Limits Tier /Limits
ORAPRED ODT 3 PA; MO DIABETES THERAPY
prednisolone oral 1 MO acarbose oral tablet 1 MO; QL (90
solution 15 mg/5 ml 100 mg per 30 days)
prednisolone sodium 1 MO acarbose oral tablet 1 MO; QL (360
phosphate oral 25 mg per 30 days)
solution 10 mg/5 ml, acarbose oral tablet 1 MO; QL (180
20 mg/5 ml (4 50 30 d
mg/ml), 25 mg/5 ml me per ays)
(5 mg/ml), 5 mg ACTOPLUS MET 3 MO; QL (90
base/5 ml (6.7 mg/5 per 30 days)
mb) ACTOS 3 MO;QL (30
prednisolone sodium 1 PA; MO per 30 days)
phosphate oral ADLYXIN 3 PA;MO; QL
abtel, disintegrating SUBCUTANEOUS (6 per 180
prednisone intensol 1 PA; MO PEN INJECTOR 10 days)
. MCG/0.2 ML- 20
predr?zsone oral 1 MO MCG/0.2 ML
solution
. ADLYXIN 3 PA; MO; QL
1 PA; M ’ ’
f;gfe’;’s"”e oral > MO SUBCUTANEOUS (6 per 30 days)
PEN INJECTOR 20
prednisone oral 1 MO MCG/0.2 ML
tablets,dose pack ADMELOG 3 ST: MO
RAYOS 3 PA; MO SOLOSTAR U-100
TAPERDEXORAL 3 MO INSULIN
TABLETS,DOSE ADMELOG U-100 3 ST; MO
PACK 1.5 MG (21 INSULIN LISPRO
TABS) AFREZZA 3 MO
TAPERDEX ORAL 3 INHALATION
TABLETS,DOSE CARTRIDGE
PACK 1.5 MG (27 WITH INHALER 12
TABS), 1.5 MG (49 UNIT, 4 UNIT, 4
TABS) UNIT (90)/ 8 UNIT
(90), 4 UNIT/8
ANTITHYROID AGENTS UNIT/ 12 UNIT
methimazole oral 1 MO (60), 8 UNIT, 8
tablet 10 mg, 5 mg UNIT (90)/ 12 UNIT
propylthiouracil 1 MO (90)
TAPAZOLE 3 MO ALCOHOL PADS 2 MO

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

formulary or visit us on the Web at express-scripts.com.
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ALOGLIPTIN 3 ST; MO; QL BYETTA 2 PA; MO; QL
(30 per 30 SUBCUTANEOUS (1.2 per 30
days) PEN INJECTOR 5 days)
ALOGLIPTIN- 3 ST:MO: QL ﬁggﬁ%ﬂf 5213&
METFORMIN (60 per 30 )1
days) CYCLOSET 3 MO; QL (180
ALOGLIPTIN- 3 MO; QL (30 per 30 days)
PIOGLITAZONE per 30 days) DUETACT 3 MO; QL (30
AMARYL ORAL 3 MO; QL (240 per 30 days)
TABLET 1 MG per 30 days) FARXIGA ORAL 2 MO; QL (30
AMARYL ORAL 3 MO: QL (120 TABLET 10 MG per 30 days)
TABLET 2 MG per 30 days) FARXIGA ORAL 2 MO; QL (60
AMARYL ORAL 3 MO: QL (60 TABLET 5 MG per 30 days)
TABLET 4 MG per 30 days) FIASP 3 ST; MO
APIDRA 3 ST;MO e iy
SOLOSTAR U-100
INSULIN FIASP U-100 3 ST; MO
APIDRA U-100 3 ST;MO INSULIN
INSULIN FORTAMET ORAL 3 MO; QL (60
AVANDIA ORAL 3 MO;QL(60  LABLET per 30 days)
TABLET 2 MG, 4 per30days) L IENDED
MG ’ RELEASE 24HR
1,000 MG
BASAGLAR 3 ST; MO FORTAMET ORAL 3 MO; QL (150
KWIKPEN U-100
INSULIN TABLET per 30 days)
EXTENDED
BYDUREON 2 PA; MO; QL RELEASE 24HR
BCISE (4 per 28 days) 500 MG
BYDUREON 2 PA; MO; QL GAUZE PADS 2 X 2 MO
SUBCUTANEOUS (4 per 28 days) 2
PEN INJECTOR glimepiride oral 1 MO; QL (240
BYETTA 2 PA; MO; QL tablet 1 mg per 30 days)
SUBCUTANEOUS (2.4 per 30 . '
PEN INJECTOR 10 days) fl;}i}aipzlrlde oral 1 MOé (?(I; (120
MCG/DOSE(250 abret < mg per 30 days)
MCG/ML) 2.4 ML glimepiride oral 1 MO; QL (60
tablet 4 mg per 30 days)

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

63

HI_ESPREA20_191105


http://express-scripts.com

Drug Name Drug Requirements | |Drug Name Drug Requirements
Tier /Limits Tier /Limits
glipizide oral tablet 1 MO; QL (120 GLUCOPHAGE XR 3 MO; QL (120
10 mg per 30 days) ORAL TABLET per 30 days)
. ] EXTENDED
gl}lqg;lzzde oral tablet 1 Né?é (()2(11461(2;)10 RELEASE 24 LR
g P Y 500 MG
st 1 MO ucomncixk 3 oL@
2 10 m ORAL TABLET per 30 days)
& EXTENDED
glipizide oral tablet 1 MO; QL (240 RELEASE 24 HR
extended release per 30 days) 750 MG
24hr 2.5 mg GLUCOTROL 3 MO;QL (120
glipizide oral tablet 1 MO; QL (120 ORAL TABLET 10 per 30 days)
extended release per 30 days) MG
24hr 5 mg GLUCOTROL 3 MO; QL (240
glipizide-metformin 1 MO; QL (240 ORAL TABLET 5 per 30 days)
oral tablet 2.5-250 per 30 days) MG
e GLUCOTROL XL 3 MO; QL (60
glipizide-metformin 1 MO; QL (120 ORAL TABLET per 30 days)
oral tablet 2.5-500 per 30 days) EXTENDED
mg, 5-500 mg RELEASE 24HR 10
GLUCAGEN 2 MO MG
HYPOKIT GLUCOTROL XL 3 MO; QL (240
GLUCAGON 2 MO ORAL TABLET per 30 days)
EXTENDED
EMERGENCY KIT
(HUMAN) RELEASE 24HR
2.5 MG
GLUCOPHAGE 3 MO; QL (75
; QL ( GLUCOTROL XL 3 MO; QL (120
ORAL TABLET per 30 days)
1.000 MG ORAL TABLET per 30 days)
’ EXTENDED
GLUCOPHAGE 3 MO; QL (150 RELEASE 24HR 5
ORAL TABLET per 30 days) MG
500 MG
GLUMETZA ORAL 3 MO; QL (60
GLUCOPHAGE 3 MO; QL (90 TABLET,ER per 30 days)
ORAL TABLET per 30 days) GAST.RETENTION
850 MG 24 HR 1,000 MG
GLUMETZA ORAL 3 MO; QL (120
TABLET,ER per 30 days)
GAST.RETENTION
24 HR 500 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GLYSET ORAL 3 MO; QL (90 HUMULIN R 2 MO
TABLET 100 MG per 30 days) REGULAR U-100
GLYSET ORAL 3 MO:QL@B60 NSULN
TABLET 25 MG per 30 days) HUMULIN R U-500 2 MO
GLYSET ORAL 3 MO:QL(180  (CONC)INSULIN
TABLET 50 MG per 30 days) HUMULIN R U-500 2 MO
GLYXAMBI 3 st;Mo;QL  (CONC) KWIKPEN
(30 per 30 INSULIN LISPRO 3 ST; MO
days) INSULIN PEN 2 MO
HUMALOG 2 MO NEEDLE
IJJIHI\I)IOO R KWIKPEN INSULIN 2 MO
_ SYRINGE (DISP)
HUMALOG 2 MO U-100 0.3 ML, 1
KWIKPEN ML, 1/2 ML
INSULIN INVOKAMET 2 MO; QL (60
HUMALOG MIX 2 MO per 30 days)
50-50 INSULN U- INVOKAMET XR 2 MO; QL (60
100
per 30 days)
HUMALOG MIX 2 MO )
50-50 KWIKPEN INVOKANA 2 MO; QL (30
per 30 days)
HUMALOG MIX 2 MO ,
2595 KWIKPEN JANUMET 2 MO; QL (60
per 30 days)
7H5U§§%LOG MIX 2 MO JANUMET XR 2 MO:; QL (30
' OE) IIEI SiJLN ORAL TABLET, per 30 days)
) ER MULTIPHASE
HUMALOG U-100 2 MO 24 HR 100-1,000
INSULIN MG, 50-500 MG
HUMULIN 70/30 2 MO JANUMET XR 2 MO; QL (60
U-100 INSULIN ORAL TABLET, per 30 days)
HUMULIN 70/30 2 MO Eﬁﬁ%ﬂ%}éﬁi}
U-100 KWIKPEN -
HUMULIN N NPH 2 MO JANUVIA 2 MO;QL(30
INSULIN per 30 days)
KWIKPEN JARDIANCE 3 ST; MO; QL
HUMULIN N NPH 2 MO (30 per 30
days)

U-100 INSULIN

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

65

HI_ESPREA20_191105


http://express-scripts.com

Drug Name Drug Requirements | |Drug Name Drug Requirements
Tier /Limits Tier /Limits
JENTADUETO 3 ST; MO; QL metformin oral 1 MO; QL (150
(60 per 30 tablet 500 mg per 30 days)
days) metformin oral 1 MO; QL (90
JENTADUETO XR 3 ST; MO; QL tablet 850 mg per 30 days)
O]E:{ﬁ Lé};ﬁ ,A{JSEI]C-‘I, IR 5160 per 30 metformin oral 1 MO; QL (120
-2 4Hf{ 25-1.000 MG ays) tablet extended per 30 days)
e release 24 hr 500 mg
JENTADUETO XR 3 ST; MO; QL :
ORAL TABLET, IR (30 per 30Q melformin oral I MO, QL (60
ER. BIPHASI C, d P tablet extended per 30 days)
-24HI’{ 5.1.000 MG ays) release 24 hr 750 mg
: i ] metformin oral 1 MO; QL (60
KAZANO . (861(;’ Mr03, OQL tablet extended per 30 days)
d pe release (osm) 24 hr
ays) 1,000 mg
KOMBIGLYZE XR 2 MO; QL (60 .
ORAL TABLET per 3 (? dagfs) metformin oral 1 MO; QL (150
; tablet extended per 30 days)
gf}ﬁUzL;HlP (})IO%SE release (osm) 24 hr
MG e 500 mg
KOMBIGLYZEXR 2 MO; QL (30 metformin oral I MO QL (60
ORAL TABLET, per 30 days) tableter ot per 30 days)
ER MULTIPHASE O ention SEAr
24 HR 5-1,000 MG, s
5-500 MG metformin oral 1 MO; QL (120
tablet,er per 30 days)
LANTUS 2 MO gast.retention 24 hr
SOLOSTAR U-100 500 m
INSULIN g
miglitol oral tablet 1 MO; QL (90
{JI:IASI\IIJE[IJE U-100 Z MO 100 mg per 30 days)
] miglitol oral tablet 1 MO; QL (360
LEVEMIR 3 ST; MO 25 m er 30 days)
FLEXTOUCH U- & P Y
100 INSULN miglitol oral tablet 1 MO; QL (180
LEVEMIR U-100 3 ST;MO 20 mg per 30 days)
INSULIN nateglinide oral 1 MO; QL (90
metformin oral I MO:QL(75s  [fabler120mg per 30 days)
tablet 1,000 mg per 30 days) nateglinide oral 1 MO; QL (180
tablet 60 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NEEDLES, MO OZEMPIC 2 PA; MO; QL
INSULIN SUBCUTANEOUS (1.5 per 28
DISP.,SAFETY PEN INJECTOR days)
0.25 MG OR 0.5
NESINA ST; MO; QL
(30 per 30 MG(2 MG/1.5 ML)
days) OZEMPIC 2 PA; MO; QL
SUBCUTANEOUS (3 per 28 days)
NOVOFINE 32 MO PEN INJECTOR 1
NOVOLIN 70/30 U- ST; MO MG/DOSE (2
100 INSULIN MG/1.5 ML)
NOVOLIN N NPH ST; MO pioglitazone 1 MO; QL (30
U-100 INSULIN per 30 days)
NOVOLIN R ST; MO pioglitazone- 1 MO; QL (30
REGULAR U-100 glimepiride per 30 days)
INSULN pioglitazone- 1 MO; QL (90
NOVOLOG ST; MO metformin per 30 days)
iR 00 PRANDIN ORAL 3 MO; QL (480
TABLET 1 MG per 30 days)
17\](8 ?X)OI?- ?&MIX ST; MO PRANDIN ORAL 3 MO; QL (240
INSULN TABLET 2 MG per 30 days)
NOVOLOG MIX ST; MO ?i%i%ﬁ &Rﬁé . MO; (?(I; (90
70-30FLEXPEN U- per 30 days)
100 PRECOSE ORAL 3 MO; QL (360
NOVOLOG ST: MO TABLET 25 MG per 30 days)
PENFILL U-100 PRECOSE ORAL 3 MO; QL (180
INSULIN TABLET 50 MG per 30 days)
NOVOLOG U-100 ST; MO PROGLYCEM 2 MO
INSULIN ASPART QTERN ORAL 2 MO; QL (30
OMNIPOD MO TABLET 10-5 MG per 30 days)
e MENT QTERN ORAL 2 QL (30 per 30
TABLET 5-5 MG days)
ONGLYZA MO; (?(I; (3 ()) repaglinide oral I MO: QL (960
per ays tablet 0.5 mg per 30 days)
OSENI MO; (?(I; (3 ()) repaglinide oral I MO; QL (480
per ays tablet 1 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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repaglinide oral MO; QL (240 SYNJARDY XR 3 ST; MO; QL
tablet 2 mg per 30 days) ORAL TABLET, IR (60 per 30
.. - ER, BIPHASIC days)
- MO:; QL (1 i
;ef;‘ogizgje pe?éé2 da§/s§0 24HR 10-1,000 MG,
12.5-1,000 MG, 5-
RIOMET MO; QL (765 1,000 MG
per 30 days) SYNJARDY XR 3 ST; MO; QL
SEGLUROMET MO; QL (60 ORAL TABLET, IR (30 per 30
ORAL TABLET per 30 days) - ER, BIPHASIC days)
2.5-1,000 MG, 7.5- 24HR 25-1,000 MG
11\/’[(?0 MG, 7.5-500 tolazamide oral 1 MO; QL (120
tablet 250 mg per 30 days)
SEGLUROMET MO; QL (120 tolazamide oral 1 MO; QL (60
ORAL TABLET per 30 days) cablet 500 30d
2.5-500 MG abtet JUY mg per 30 days)
SOLIQUA 100/33 MO tolbutamide 1 MO; QL (180
per 30 days)
TGN MO Tomowas 2 wo
P Y 300 SOLOSTAR
STARLIX ORAL MO; QL (180
TABLET 60 MG per 3(? da;s) TOUJEO 2 MO
SOLOSTAR U-300
STEGLATRO MO; QL (30 INSULIN
per 30 days) TRADJENTA 3 ST; MO; QL
STEGLUJAN ST; MO; QL (30 per 30
(30 per 30 days)
days) TRESIBA 3 ST; MO
SYMLINPEN 120 PA; MO; QL FLEXTOUCH U-
(10.8 per 30 100
days) TRESIBA 3 ST;MO
SYMLINPEN 60 PA; MO; QL FLEXTOUCH U-
(6 per 30 days) 200
SYNJARDY ST; MO; QL TRESIBA U-100 3 ST; MO
(60 per 30 INSULIN
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TRUEPLUS 2 XIGDUO XR 2 MO; QL (60
INSULIN ORAL TABLET, IR per 30 days)
SYRINGE 0.3 ML - ER, BIPHASIC
29 GAUGE X 1/2", 24HR 2.5-1,000
1 ML 28 GAUGE X MG, 5-1,000 MG, 5-
1/2",1/2 ML 28 500 MG
GAUGE X 172 XULTOPHY 2 MO;QL(15
TRUEPLUS 2 MO 100/3.6 per 30 days)
INSULIN
SYRINGE 0.3 ML MISCELLANEOUS HORMONES
30 GAUGE X 5/16", ANADROL-50 3 PA; MO
0.3 ML 31 GAUGE —
X 5/16",0.5 ML 29 ANDRODERM 2 é‘%’ l\é[r%’OQL
GAUGE X 1/2", 0.5 q f;
ML 30 GAUGE X e
5/16", 0.5 ML 31 ANDROGEL 3 PA; MO; QL
GAUGE X 5/16", 1 TRANSDERMAL (150 per 30
ML 29 GAUGE X GEL IN days)
1/2", 1 ML 30 METERED-DOSE
GAUGE X 5/16, 1 PUMP 20.25
ML 31 GAUGE X MG/1.25 GRAM
5/16 (1.62 %)
TRUEPLUS PEN 2 MO ANDROGEL 3 PA; MO; QL
NEEDLE TRANSDERMAL (300 per 30
TRULICITY 2 PA;MO; QL SE(IE SIN PACKET 1 days)
0
(2per28days)  \i60 SGRAMY, 1

V-GO 20 2 MO % (50 MG/5
V-GO 30 2 MO GRAM)

ANDROGEL 3 PA; MO; QL

- 4 2 M s 5
V-GO 40 © TRANSDERMAL (37.5 per 30
VICTOZA 3-PAK 2 PA; MO; QL GEL IN PACKET days)
(9 per 30 days)  1.62 % (20.25

XIGDUO XR 2 Mo;QL@o  MYI125 GRAM)
ORAL TABLET, IR per 30 days) ANDROGEL 3 PA; MO; QL
- ER, BIPHASIC TRANSDERMAL (150 per 30
24HR 10-1,000 MG, GEL IN PACKET days)
10-500 MG 1.62 % (40.5

MG/2.5 GRAM)

AVEED 3 PA;MO; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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cabergoline 1 MO methyltestosterone 1 MO
calcitonin (salmon) 1 MO oral capsule
calcitriol oral 1 MO miglustat 1 MO; LA
CERDELGA ) MO MYALEPT 2 PA; MO; LA
cinacalcet 1 MO NATPARA 2 PA; MO; LA
NOCDURNA 3 PA; MO; QL
danazol 1 MO (MEN) (30 per 30
DDAVP NASAL 2 MO days)
SOLUTION NOCDURNA 3 PA; MO; QL
DDAVP NASAL 3 MO (WOMEN) (30 per 30
SPRAY WITH days)
PUMP NOCTIVA 3 PA; MO; QL
DDAVP ORAL 3 MO (3.8 per 30
DEPO- 3 PA;MO days)
TESTOSTERONE ORILISSA 3 MO
desmopressin nasal 1 MO oxandrolone 1 PA; MO
spray,non-aerosol PALYNZIQ 2 PA;MO;LA;
desmopressin oral 1 MO SUBCUTANEOUS QL (15 per 30
. SYRINGE 10 days)
d l [ oral 1 MO
oxercalciferol ora MG/0.5 ML
FORTESTA 3 PA; MO; QL
(12’0 per’3% PALYNZIQ 2 PA; MO; LA;
days) SUBCUTANEOUS QL (4 per 30
SYRINGE 2.5 days)
GALAFOLD 3 PA; MO; LA; MG/0.5 ML
L (15 30
anys() pet PALYNZIQ 2 PA;MO;LA;
SUBCUTANEOUS QL (60 per 30
JYNARQUE ORAL 3 PA; LA SYRINGE 20 days)
TABLET MG/ML
JYNARQUE ORAL 3 PA; MO; LA paricalcitol oral 1 MO
TABLETS,
SEQUENTIAL RAYALDEE 3 MO
KORLYM 3 PA: MO ROCALTROL 3 MO
KUVAN ) PA: MO SAMSCA 2 PA; MO
METHITEST 3 MO SENSIPAR S MO
SOMAVERT 2 MO

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

70

HI_ESPREA20_191105


http://express-scripts.com

Drug Name Drug Requirements | |Drug Name Drug Requirements
Tier /Limits Tier /Limits
STIMATE 2 MO testosterone 1 PA; MO; QL
STRIANT 3 PA: MO: QL transdermal gel in (300 per 30
packet 1 % (25 days)
(60 per 30
days) mg/2.5gram), 1 %
Y (50 mg/5 gram)
SYNAREL 2 MO testosterone 1 PA; MO; QL
TESTIM 3 PA; MO; QL transdermal gel in (37.5 per 30
(300 per 30 packet 1.62 % days)
days) (20.25 mg/1.25
testosterone 1 PA; MO gram)
cypionate testosterone 1 PA; MO; QL
intramuscular oil transdermal gel in (150 per 30
100 mg/ml, 200 packet 1.62 % (40.5 days)
mg/ml mg/2.5 gram)
testosterone 1 PA testosterone 1 PA; MO; QL
cypionate transdermal solution (180 per 30
intramuscular oil in metered pump days)
200 mg/ml (1 ml) w/app
testosterone 1 PA; MO VOGELXO 3 PA; MO; QL
enanthate TRANSDERMAL (300 per 30
: . GEL IN days)
1 PA; M L
testosterone ‘ ; MO; Q METERED-DOSE
transdermal gel in (120 per 30 PUMP
metered-dose pump days)
10 mg/0.5 gram VOGELXO 3 PA; MO; QL
/actuation TRANSDERMAL (300 per 30
TESTOSTERONE 3 pA;MO;QL  GELINPACKET days)
TRANSDERMAL (300 per 30 XYOSTED 3 PA; MO; QL
GEL IN days) (2 per 28 days)
METERED-DOSE
PUMP 12.5 MG/ ZAVESCA 3 MO; LA
1.25 GRAM (1 %) ZEMPLAR ORAL 3 MO
testosterone 1 PA; MO; QL g?/[PCS (I}J LE I MCG,
transdermal gel in (150 per 30
metered-dose pump days) THYROID HORMONES
20.25 mg/1.25 gram
(1.62 %) CYTOMEL 3 MO
LEVO-T 3
levothyroxine oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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levoxyl oral tablet 1 MO glycopyrrolate oral 1 MO
100 mcg, 112 mcg, tablet 1 mg, 2 mg
125 mcg, 137 mcg,
150 meg, 175 meg, LOMOTIL 3 MO
200 mcg, 25 mcg, 50 loperamide oral 1 MO
mcg, 75 mcg, 88 mcg capsule
liothyronine oral 1 MO methscopolamine 1 MO
SYNTHROID 3 MO MOTOFEN 3 MO
THYROLAR-1 3 MO MYTESI 3 MO
THYROLAR-1/2 3 MO MISCELLANEOUS
THYROLAR-1/4 3 MO GASTROINTESTINAL AGENTS
THYROLAR-2 3 MO ACTIGALL Ea MO
THYROLAR-3 3 MO AKYNZEO S MO

(FOSNETUPITANT
TIROSINT 3 MO )
TIROSINT-SOL 3 MO alosetron 1 MO
unithroid oral tablet 1 MO AMITIZA 3 ST; MO
100 mcg, 112 mcg,
125 meg, 150 meg, ANUSOL-HC 3 MO
175 mcg, 200 mcg, TOPICAL
25 meg, 300 mcg, 50 aprepitant 1 PA; MO

7

meg, 73 meg. 88 mcg APRISO 3 MO
GASTROENTEROLOGY ASACOL FD -
ANTIDIARRHEALS / AZULFIDINE 3 MO
ANTISPASMODICS

AZULFIDINE EN- 3 MO
CUVPOSA 3 MO TABS
dicyclomine oral 1 MO balsalazide 1 MO
capsule

BONIJESTA 3 MO
dicyclomine oral 1 MO )
solution budesonide oral 1 MO
dicyclomine oral 1 MO CANASA 3 MO
tablet CESAMET 3 PA; MO
diphenoxylate- 1 MO CHENODAL 2 PA; LA
atropine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CHOLBAM ORAL 2 PA; MO EMEND ORAL 3 PA; MO
CAPSULE 250 MG CAPSULE,DOSE
CHOLBAMORAL 2  PA;MO;QL  LTACK
CAPSULE 50 MG (120 per 30 EMEND ORAL 2 PA; MO
days) SUSPENSION FOR
CIMZIA 3 PA: MO II\{IECONSTITUTIO
CIMZIA POWDER 3 PA; MO
FOR RECONST ENTOCORT EC 3 MO
CLENPIQ 3 MO enulose 1 MO
COLAZAL 3 MO GASTROCROM 3 MO
colocort 1 MO GATTEX 30-VIAL 3 PA; MO
COLYTE WITH 3 MO gavilyte-c L MO
FLAVOR PACKS gavilyte-g 1 MO
ORAL RECON .
SOLN 240-22.72- gavilyte-n S VO
6.72 -5.84 GRAM generlac 1 MO
compro 1 MO GOLYTELY 3 MO
constulose 1 MO granisetron hcl oral 1 PA; MO
CORTIFOAM 2 MO hydrocortisone 1 MO
CREON 2 MO rectal
cromolyn oral 1 MO hydroco.rtlsone- 1 MO
pramoxine rectal
CYSTADANE 2 cream 1-1 %
DELZICOL ORAL 3 MO INFLECTRA 3 PA; MO
CAPSULE (WITH
DEL REL KRISTALOSE 3 MO
TABLETS) lactulose oral packet 1
DICLEGIS 3 MO lactulose oral 1 MO
DIPENTUM 3 MO ;v?;)llutlon 10 gram/15
doxylamine- 1 MO
pyridoxine (vit b6) LIALDA > MO
dronabinol 1 PA; MO LINZESS 2 ST, MO
EMEND ORAL 3 PA; MO LOTRONEX . MO
CAPSULE MARINOL 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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meclizine oral tablet 1 MO PANCREAZE 3 ST; MO
12.5 mg, 25 mg ORAL
mesalamine 1 MO ISSPSULE’DELAY
metoclopramide hcl 1 MO RELEASE(DR/EC)
oral 10,500-35,500-
MICORT-HC 3 MO 61,500 UNIT,
TOPICAL CREAM 16,800-56,800-
APPLICATOR 2.5 6,200- 10,850 UNIT,
o ' 21,000-54,700-
83,900 UNIT, 4,200-
MOTEGRITY 3 ST; MO 14.,200- 24,600
MOVANTIK 2 MO UNIT
MOVIPREP 3 MO peg 3330- I MO
electrolytes oral
NULYTELY WITH 3 MO recon soln 236-
FLAVOR PACKS 22.74-6.74 -5.86
OCALIVA 2 PA; MO; LA; gram
QL (30 per30  peg 3350- 1
days) electrolytes oral
ondansetron 1 PA; MO recon soln 240-
22.72-6.72 -5.84
ondansetron hcl oral 1 PA; MO gram
solution ; ; .
eg-electrolyte
ondansetron hcl oral 1 PA pes ad
tablet 24 mg PENTASA 2 MO
ondansetron hcl oral 1 PA; MO PERTZYE ORAL 3 ST; MO
tablet 4 mg, 8 mg SSPSULE,DELAY
OSMOPREP 3 MO RELEASE(DR/EC)
16,000-57,500-
60,500 UNIT, 4,000-
14,375- 15,125
UNIT, 8,000-
28,750- 30,250
UNIT
PLENVU 3 MO
PREPOPIK 3 MO
prochlorperazine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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prochlorperazine 1 MO URSO 250 3 MO
maleate oral URSO FORTE 3 MO
procto-med hc 1 MO ursodiol 1 MO
procto-pak 1 MO VARUBI 2
proctosol hc topical 1 MO INTRAVENOUS
proctozone-hc 1 MO VARUBI ORAL 2 PA; MO
RECTIV 2 MO VIBERZI 2 MO
REGLAN ORAL 3 MO VIOKACE 2 MO
RELISTOR ORAL 3 MO ZENPEP ORAL 2 MO
RELISTOR 3 MO SSPSULE’DELAY
oL Ton TOUS RELEASE(DR/EC)

10,000-32,000 -
RELISTOR 3 MO 42,000 UNIT,
SUBCUTANEOUS 15,000-47,000 -
SYRINGE 63,000 UNIT,
REMICADE 2 PA;MO ég’gggﬁ\ﬁo‘
ROWASA RECTAL 3 MO 25:000-79,006-
ENEMA KIT 105,000 UNIT,
SANCUSO 2 MO 3,000-10,000 -

14,000-UNIT,
scopolamine base 1 MO 40,000-126,000-
SUCRAID 2 PA;MO 168,000 UNIT,

5,000-17,000-
sulfasalazine 1 MO 24,000 UNIT
SUPREP BOWEL 2 MO ZOFRAN ORAL 3 PA; MO
PREP KIT TABLET 8 MG
SYMPROIC 2 MO ZUPLENZ 3 PA;MO
SYNDROS 5 PAMO ULCER THERAPY
TRANSDERM- 3 MO ACIPHEX 2] MO
SCOP

: ) amoxicil- 1 MO; QL (112

trilyte with flavor 1 MO clarithromy- per 30 days)
packets lansopraz
TRULANCE 20 MO CARAFATE 3 MO
UCERIS 3 MO cimetidine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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cimetidine hcl oral 1 MO lansoprazole oral 1 MO; QL (30
CYTOTEC 3 MO tablet, disintegrat, per 30 days)
delay rel 15 mg
DEXILANT ORAL 3 MO; QL (30
CAPSULE,BIPHAS per 30 days) lansoprazole oral S
E DELAYED tablet,disintegrat,
RELEAS 30 MG delay rel 30 mg
DEXILANTORAL 3 MO misoprostol S VO
CAPSULE,BIPHAS NEXIUM ORAL 3 MO; QL (30
E DELAYED CAPSULE,DELAY per 30 days)
RELEAS 60 MG ED
esomeprazole 1 MO; QL (30 RELEASE(DR/EC)
. 20 MG
magnesium oral per 30 days)
capsule,delayed NEXIUM ORAL 3 MO
release(dr/ec) 20 mg CAPSULE.DELAY
ED
esomeprazole 1 MO
magnesium oral %&%SE(DR/EC)
capsule,delayed
release(dr/ec) 40 mg NEXIUM ORAL 2 MO; QL (30
ESOMEPRAZOLE 3 MO GRANULES DR per 30 days)
STRONTIUM FOR SUSP IN
ORAL PACKET 10 MG,
CAPSULE,DELAY 2.5 MG, 20 MG, 3
ED MG
RELEASE(DR/EC) NEXIUM ORAL 2 MO
49.3 MG GRANULES DR
o FOR SUSP IN
J; ‘L’l’ge’;i’l’;i oral . O PACKET 40 MG
famotidine oral 1 MO nizatidine ! MO
tablet 20 mg, 40 mg OMECLAMOX- 3 MO; QL (80
lansoprazole oral 1 MO; QL (30 PAK per 28 days)
capsule,delayed per 30 days) omeprazole oral 1 MO; QL (30
release(dr/ec) 15 mg capsule,delayed per 30 days)
lansoprazole oral 1 MO relea;oe (dr/ec) 10
capsule,delayed mg, <V ms
release(dr/ec) 30 mg omeprazole oral 1 MO

capsule,delayed
release(dr/ec) 40 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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omeprazole-sodium 1 MO; QL (30 PREVACID 3 MO; QL (30
bicarbonate oral per 30 days) SOLUTAB ORAL per 30 days)
capsule 20-1.1 mg- TABLET,DISINTE
gram GRAT, DELAY
omeprazole-sodium 1 MO REL 15 MG
bicarbonate oral PREVACID 3 MO
capsule 40-1.1 mg- SOLUTAB ORAL
gram TABLET,DISINTE
omeprazole-sodium 1 MO; QL (30 E]Ig{f g(’) ]ifé AY
bicarbonate oral per 30 days)
packet 20-1,680 mg PRILOSEC ORAL 3 MO
omeprazole-sodium 1 MO SUSP,.DELAYED
mep RELEASE FOR
bicarbonate oral RECON
packet 40-1,680 mg
pantoprazole oral 1 MO; QL (30 PROTONIX ORAL 2 MO
GRANULES DR
tablet,delayed per 30 days)
release (dr/ec) 20 FOR SUSP IN
mg PACKET
PROTONIX ORAL 3 MO; QL (30
pantoprazole oral . MO TABLET,DELAYE per 30 days)
tablet,delayed
release (dr/ec) 40 D RELEASE
mg (DR/EC) 20 MG
PROTONIX ORAL 3 MO
?il;?gTORAL 3 MO TABLET,DELAYE
D RELEASE
PREVACID ORAL 3 MO; QL (30 (DR/EC) 40 MG
ESPSULE,DELAY per 30 days) PYLERA 3 MO
RELEASE(DR/EC) rabeprazole oral 1 MO
15 MG tablet,delayed
PREVACID ORAL 3 MO release (dr/ec)
CAPSULE,DELAY ranitidine hcl oral 1 MO
ED capsule
RELEASE(DR/EC) 1
30 MG ranitidine hcl oral 1 MO
Syrup
ranitidine hcl oral 1 MO

tablet 150 mg, 300
mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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sucralfate oral tablet 1 MO AVONEX 2 PA; MO; QL
ZEGERID ORAL 3 MO; QL (30 gg;\’?%?ggggﬁ (4 per 28 days)
CAPSULE 20-1.1 per 30 days) KIT
MG-GRAM

AVONEX 2 PA; MO; QL
ZEGERID ORAL . MO INTRAMUSCULA (4 per 28 days)
CAPSULE 40-1.1 R SYRINGE KIT
MG-GRAM
ZEGERID ORAL 3 MO:QL (30 gggé%%i%l\é oUS 5 fl‘} Moz?SQL
PACKET 20-1,680 per 30 days) pet

KIT days)
MG
ZEGERID ORAL 3 MO EPOGEN 3 PAMO
PACKET 40-1,680 INJECTION
MG ’ SOLUTION 2,000

UNIT/ML, 20,000
IMMUNOLOGY, VACCINES / UNIT/2 ML, 20,000
BIOTECH L Y UNIT/ML, 3,000

OTECHNOLOG UNIT/ML, 4,000

BIOTECHNOLOGY DRUGS UNIT/ML
ACTIMMUNE 2 PA; MO EXTAVIA 3 PA; MO; QL
ARANESP (IN 3 PA. MO IS{IIJ%BCUTANEOUS g 15 per 28
POLYSORBATE) ays)
INJECTION FULPHILA 2 PA; MO
SOLUTION 100 .
MCG/ML, 200 GENOTROPIN 3 PA; MO
MCG/ML, 25 GENOTROPIN 3 PA; MO
MCG/ML, 300 MINIQUICK
MCG/ML, 40 .
MCG/ML. 60 GRANIX 2 PA; MO
MCG/ML HUMATROPE 3 PA; MO
ARANESP (IN 3 PA; MO INTRON A 2 PA; MO
POLYSORBATE) INJECTION
INJECTION LEUKINE 2 PA;MO
SYRINGE INJECTION
ARCALYST 2 PA; MO RECON SOLN
AVONEX (WITH 2 PA; MO; QL NEULASTA 2 PA; MO
ALBUMIN) (4 per 28 days) ~ SUBCUTANEOUS

SYRINGE

NEUPOGEN 2 PA; MO

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

benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NIVESTYM 3 PA PLEGRIDY 2 PA; MO; QL
INJECTION SUBCUTANEOUS (1 per 180
NIVESTYM 3 PA:MO SYRINGE 63 days)
SUBCUTANEOUS MCG/0.5 ML- 54
MCG/0.5 ML
I;Sé{gggOPIN 2 PAIMO PROCRIT 2 PA:MO
INJECTION
NUTROPIN AQ 3 PA; MO SOLUTION 10,000
NUSPIN UNIT/ML, 2,000
UNIT/ML, 20,000
OMNITROPE 2 PA; MO » <Y
’ UNIT/ML, 3,000
PEGASYS 2 MO; QL (2 per  UNIT/ML, 4,000
PROCLICK 28 days) UNIT/ML, 40,000
SUBCUTANEOUS UNIT/ML
PEN INJECTOR
180 MCG/0.5 ML REBIF (WITH 2 PA; MO; QL
: ALBUMIN) (6 per 28 days)
PEGASYS 2 MO:; QL (4
SUBCUTANEOUS o3 d’a(;s) (4P R EBIF REBIDOSE 2 PA:MO;QL
SOLUTION SUBCUTANEOUS (6 per 28 days)
PEN INJECTOR 22
PEGASYS 2 MO; QL (2 per  MCG/0.5 ML, 44
SUBCUTANEOUS 28 days) MCG/0.5 ML
YRINGE
SYRING REBIF REBIDOSE 2 PA; MO; QL
PLEGRIDY 2 PA; MO; QL SUBCUTANEOUS (4.2 per 180
SUBCUTANEOUS (1 per 28 days) PEN INJECTOR days)
PEN INJECTOR 8.8MCG/0.2ML-22
125 MCG/0.5 ML MCG/0.5ML (6)
PLEGRIDY 2 PA; MO; QL REBIF TITRATION 2 PA; MO; QL
SUBCUTANEOUS (1 per 180 PACK (4.2 per 180
PEN INJECTOR 63 days) days)
MCG/0.5 ML- 94
MCG/0.5 ML RETACRIT 2 PA; MO
PLEGRIDY 2 PA:MO: QL SAIZEN 3 PAMO
SUBCUTANEOUS (1 per 28 days)  SAIZEN 3 PA; MO
SYRINGE 125 SAIZENPREP
MCG/0.5 ML SEROSTIM 3 PA:MO
SUBCUTANEOUS
RECON SOLN 4
MG, 5 MG, 6 MG
SYLATRON 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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UDENYCA 3 PA;MO GAMMAKED 3 PA;MO
. INJECTION
ZARXIO 2 PA:MO SOLUTION 1
ZOMACTON 3 PA;MO GRAM/10 ML (10
ZORBTIVE 3 PA;MO %)
VACCINES / MISCELLANEOUS GAMMAPLEX > PAMO
IMMUNOLOGICALS GAMMAPLEX 3 PA:MO
ACTHIB (PF) e (WITH SORBITOL)
AMUNEX- PA: M
ADACEL(TDAP 2 MO GAMUNEX-C 3 > MO
ADOLESN/ADULT INJECTION
- SOLUTION 1
)(PF) GRAM/10 ML (10
BCG VACCINE, 2 MO %)
LIVE (PF) GARDASIL 9 (PF) 2> Mo
BEXSERO = 1O HAVRIX (PF) 2 MO
BIVIGAM 3 PA:MO INTRAMUSCULA
BOOSTRIX TDAP 2 MO R SUSPENSION
DAPTACEL (DTAP 2 MO HAVRIX (PF) . ¢
PEDIATRIC (PF INTRAMUSCULA
) (PF) R SYRINGE 1,440
ENGERIX-B (PF) 2 PA;MO ELISA UNIT/ML
E\IST?}‘{%%CULA HAVRIX (PF) 2
INTRAMUSCULA
ENGERIX-B 2 PA:MO R SYRINGE 720
PEDIATRIC (PF) ELISA UNIT/0.5
INTRAMUSCULA ML
R SYRINGE HIBERIX (PF) 2 MO
E%?BOGAMMA 3 PAMO IMOVAX RABIES 2 MO
INTRAVENOUS VACCINE (PF)
SOLUTION 10 % INFANRIX (DTAP) 2 MO
. (PF)
SIA%II%AGARD 3 PAMO INTRAMUSCULA
Q R SUSPENSION
GAMMAGARD - 3 PA;MO
D (IGA - 1 IPOL 2 MO
MCG/ML) IXIARO (PF) 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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KINRIX (PF) 2 RECOMBIVAX HB 2 PA; MO
INTRAMUSCULA (PF)
R SUSPENSION INTRAMUSCULA
KINRIX (PF) 2 Mo igg?&iNféON 10
INTRAMUSCULA MCG/ML.
R SYRINGE
MENACTRA (PF) 5 MO %E:()?OMBIVAX HB 2 PA; MO
INTRAMUSCULA INTRAMUSCULA
R SYRINGE 10
MENVEO A-C-Y- 2 MO MCG/ML
W-135-DIP (PF) RECOMBIVAX HB 2 PA
M-M-R 1I (PF) 2 MO (PF)
INTRAMUSCULA
TAGAM PA: M
OCTAG 3 , MO R SYRINGE 5
ORALAIR 3 PA; MO MCG/0.5 ML
SUBLINGUAL
TABLET 300 INDX ROTARIX 2
REACTIVITY ROTATEQ 2 MO
PANZYGA 3 PA:MO VACCINE
INTRAVENOUS SHINGRIX (PF) 2 MO
0
SOLUTION 10 % TDVAX > MO
PANZYGA . PA TENIVAC (PF) 2 MO
INTRAVENOUS
INTRAMUSCULA
SOLUTION 10 % R SYRINGE
(100 ML), 10 %
(200 ML), 10 % (25 TETANUS,DIPHTH 2 MO
ML), 10 % (300 ERIA TOX
ML), 10 % (50 ML) PED(PF)
PEDIARIX (PF) 2 MO TRUMENBA 2 MO
PEDVAX HIB (PF) 2 MO TWINRIX (PF) 2 MO
_ INTRAMUSCULA
PRIVIGEN 2 PA: MO R SYRINGE
PROQUAD (PF) 2 MO TYPHIM VI 2
QUADRACEL (PF) 2 MO INTRAMUSCULA
RABAVERT (PF) 2 MO R SOLUTION
TYPHIM VI 2 MO
INTRAMUSCULA
R SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VAQTA (PF) 2 MO alendronate oral 1 MO; QL (4 per
VARIVAX (PF) ) MO tablet 35 mg, 70 mg 28 days)
VARIZIG 2 MO ATELVIA 3 S4T; Mgé SL
INTRAMUSCULA (4 per 28 days)
R SOLUTION BINOSTO 3 ST; MO; QL
YF-VAX (PF) 2 MO (4 per 28 days)
ZOSTAVAX (PF) 2 MO BONIVA ORAL 3 ST; MO; QL
(1 per 30 days)
MUSCULOSKELETAL / EVENITY B 1A 1O: OL
RHEUMATOLOGY SUBCUTANEOUS (2.34 per 30
SYRINGE days)
SO LI T 210MG/2.34ML (
allopurinol 1 MO 105MG/1.17MLX2)
COLCHICINE 3 ST; MO EVISTA 3 MO
COLCRYS 2 MO FORTEO 2 PA; MO; QL
MITIGARE 2 MO (2.4 per 28
days)
probenecid S MO FOSAMAX ORAL 3 ST;MO; QL
probenecid- 1 MO TABLET 70 MG (4 per 28 days)
colchicine FOSAMAX PLUS 3 ST;MO:; QL
ULORIC ST; MO D (4 per 28 days)
ZYLOPRIM 3 MO ibandronate oral 1 MO; QL (1 per
OSTEOPOROSIS THERAPY 30 days)
ACTONEL ORAL 3 ST; MO; QL PROLIA 2 PA; MO
TABLET 150 MG (1 per 30 days)  raloxifene 1 MO
ACTONEL ORAL 3 ST; MO; QL risedronate oral 1 MO; QL (1 per
TABLET 35 MG (4 per 28 days)  tablet 150 mg 30 days)
ACTONEL ORAL 3 ST; MO; QL risedronate oral 1 MO; QL (4 per
TABLET 5 MG (30 per 30 tablet 35 mg, 35 mg 28 days)
days) (12 pack), 35 mg (4
alendronate oral 1 MO; QL (1286 pack)
solution per 30 days) risedronate oral 1 MO; QL (30
] tablet 5 mg per 30 days)
alendronate oral 1 MO; QL (30
tablet 10 mg, 5 mg per 30 days)

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

benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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risedronate oral MO; QL (4 per HUMIRA 2 PA; MO; QL
tablet,delayed 28 days) PEDIATRIC (6 per 180
release (dr/ec) CROHNS START days)
— SUBCUTANEOUS
TYMLOS flA 5’ 6M Sr, 3QOL SYRINGE KIT 40
i S)p MG/0.8 ML (6
Y PACK)
OTHER RHEUMATOLOGICALS HUMIRA PEN ) PA: MO: QL
ACTEMRA PA; MO (4 per 28 days)
ACTEMRA PA; MO; QL HUMIRA PEN 2 PA; MO; QL
ACTPEN (4 per 28 days)  CROHNS-UC-HS (6 per 180
ARAVA MO: QL (30  SIART days)
per 30 days) HUMIRA PEN 2 PA; MO; QL
BENLYSTA PA; MO i?%i‘%\fns' 514 pe)r 180
SUBCUTANEOUS s
HUMIRA 2 PA;MO; QL
CUPRIMINE MO SUBCUTANEOUS (2 per 28 days)
DEPEN MO SYRINGE KIT 10
TITRATABS MG/0.2 ML, 20
ENBREL MINI PA;MO; QL  MG/04ML
(8 per 28 days)  HUMIRA 2 PA; MO; QL
ENBREL PA; MO; QL ggﬁggﬁﬁﬁoﬁs (4 per 28 days)
SUBCUTANEOUS (16 per 28 MG/0.8 ML
RECON SOLN days) i
ENBREL PA; MO; QL ggga&f;«m FEDL I 0 M Rk
SUBCUTANEOUS (8 per 28 days) (3 per
SYRINGE STARTER days)
SUBCUTANEOUS
ENBREL PA; MO; QL SYRINGE KIT 80
SURECLICK (8 per 28 days)  MG/0.8 ML
HUMIRA PA; MO; QL HUMIRA(CF) PEDI 2 PA; MO; QL
PEDIATRIC (3 per 180 CROHNS (2 per 180
CROHNS START days) STARTER days)
SUBCUTANEOUS SUBCUTANEOUS
SYRINGE KIT 40 SYRINGE KIT 80
MG/0.8 ML MG/0.8 ML-40
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HUMIRA(CF) PEN 2 PA; MO; QL OTEZLA 2 PA; MO
CROHNS-UC-HS (3 per 180 STARTER ORAL
days) TABLETS,DOSE
HUMIRA(CF)PEN 2 PA; MO: QL g(’)*f/fé 12 hggﬁé
PSOR-UV-ADOL (3 per 180 » @)
HS days) (47)
HUMIRA(CF) 2> PA;MO;QL  OTEZLA S T4
STARTER ORAL
SUBCUTANEOUS (4 per 28 days)
TABLETS,DOSE
PEN INJECTOR
KIT 40 MG/0.4 ML PACK 10 MG (4)-
20 MG (4)-30
HUMIRA(CF) 2 PA; MO; QL MG(19)
SUBCUTANEOUS (2 per 28 days) OTREXUP (PF) 3 MO
SYRINGE KIT 10
MG/0.1 ML. 20 SUBCUTANEOUS
MG/0.2 ML AUTO-INJECTOR
: 10 MG/0.4 ML, 12.5
HUMIRA(CF) 2 PA; MO; QL MG/0.4 ML, 15
SUBCUTANEOUS (4 per 28 days)  MG/0.4 ML, 17.5
SYRINGE KIT 40 MG/0.4 ML, 20
MG/0.4 ML MG/0.4 ML, 22.5
KEVZARA 3 PA;MO: QL ﬁgﬁg'j ﬁi 25
(2.28 per 28 :
days) penicillamine 1 MO
KINERET 3 PA; MO RASUVO (PF) 2 MO
) SUBCUTANEOUS
1 MO: QL
leflunomide pe% 8 dagi ()) AUTO-INJECTOR
10 MG/0.2 ML, 12.5
OLUMIANT 3 PA; MO; QL MG/0.25 ML, 15
(30 per 30 MG/0.3 ML, 17.5
days) MG/0.35 ML, 20
ORENCIA 2 PA:MO MG/0.4 ML, 22.5
MG/0.45 ML, 25
ORENCIA (WITH 2 PA; MO MG/0.5 ML, 30
MALTOSE) MG/0.6 ML, 7.5
ORENCIA 2 PA;MO MG/0.15 ML
CLICKJECT RIDAURA 3 MO
OTEZLA 2 PA; MO SAVELLA ORAL 2 MO; QL (60
TABLET per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SAVELLA ORAL 2 MO; QL (55 DELESTROGEN 3 MO
EQBIIZETS’DOSE per 30 days) DEPO-ESTRADIOL 3 MO
DEPO-PROVERA 3 MO
SIMPONI 3 PA; MO INTRAMUSCULA
XELJANZ 2 PA; MO; QL R SUSPENSION
(60 per 30 150 MG/ML
days)
DEPO-PROVERA 2 MO
XELJANZ XR 2 PA; MO; QL INTRAMUSCULA
(30 per 30 R SUSPENSION
days) 400 MG/ML
OBSTETRICS / GYNECOLOGY DEPO-SUBQ 3 MO
PROVERA 104
ESTROGENS / PROGESTINS
DIVIGEL 3 PA; MO; QL
ACTIVELLA 3 PA; MO TRANSDERMAL (30 per 30
ORAL TABLET 1- GEL IN PACKET 1 days)
0.5 MG MG/GRAM (0.1 %)
ALORA 3 PA; MO; QL dotti 1 PA; QL (8 per
(8 per 28 days) 28 days)
amabelz 1 PA; MO DUAVEE 2 MO
ANGELIQ 3 PA; MO ELESTRIN 3 PA; MO
AYGESTIN 3 MO errin 1 MO
BIJUVA 3 PA; MO ESTRACE ORAL 3 PA; MO
camila 1 MO ESTRACE 3 MO
CLIMARA 3 PA;MO; QL VAGINAL
(4 per 28 days)  estradiol oral 1 PA; MO
CLIMARA PRO 3 PA; MO estradiol 1 PA; MO; QL
COMBIPATCH 3 PA; MO transdermal patch (8 per 28 days)
semiweekly
CRINONE 3 MO
VAGINAL GEL 4 estradiol 1 PA; MO; QL
% transdermal patch (4 per 28 days)
weekly
CRINONE 3 PA; MO
VAGINAL GEL 8 estradiol vaginal 1 MO
%0 estradiol valerate 1 MO
deblitane 1 MO intramuscular oil 20

mg/ml, 40 mg/ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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estradiol- 1 PA; MO norethindrone 1 MO
norethindrone acet (contraceptive)
ESTRING 2 MO norethindrone 1 MO
EVAMIST 3 PA;MO;QL  dcetate
(16.2 per 30 norethindrone ac-eth 1 PA; MO
days) estradiol oral tablet
FEMHRT LOW 3 PA; MO 0.5-2.5 mg-mcg, 1-3
DOSE mETmeg
FEMRING 3 MO norlyroc !
. ORTHO 3 MO
fyavolv 1 PA; MO MICRONOR
IMVEXXY 3 MO
MAINTENANCE PREFEST 3 PA; MO
PACK PREMARIN ORAL 2 MO
IMVEXXY 3 MO PREMARIN 2 MO
STARTER PACK VAGINAL
incassia 1 MO PREMPHASE 3 PA; MO
Jinteli 1 PA; MO PREMPRO 3 PA; MO
Jjolivette 1 MO progesterone 1 MO
lopreeza oral tablet 1 PA; MO micronized
1-0.5 mg PROMETRIUM 3 MO
lyza 1 MO PROVERA 3 MO
medroxyprogesteron 1 MO sharobel 1 MO
¢ VAGIFEM 3 MO
MENEST ORAL 2 PA; MO . .
TABLET 0.3 MG. VIVELLE-DOT 3 ng, el\r/lzoé ((EaLS)
0.625 MG, 1.25 MG P Y
MENOSTAR 3 PAIMO:QL  Jwvdem S MO
(4 per 28 days) MISCELLANEOUS OB/GYN
mimvey 1 PA; MO AVC 3 MO
mimvey lo 1 PA; MO CLEOCIN 3 MO
MINIVELLE 3 PA;MO;QL  _VAGINAL CREAM
(8 per 28 days)  CLEOCIN 2 MO
VAGINAL
nora-be i SUPPOSITORY

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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clindamycin 1 MO aubra 1 MO
phosphate vaginal aviane ) MO
CLINDESSE R 1O balziva (28) I MO
GYNAZOLE-1 3 MO BEYAZ 3 MO
INTRAROSA > MO blisovi 24 fe 1 MO
LUPANETA PACK 3 PA; MO .
(1 MONTH) blisovi fe 1.5/30 (28) 1 MO
LUPANETA PACK 3 PA;MO briellyn V1
(3 MONTH) camrese lo 1 MO
LYSTEDA 3 MO caziant (28) 1 MO
METROGEL 3 MO cryselle (28) 1 MO
VAGINAL cyclafem 1/35 (28) 1 MO
metronidazole 1 MO
l 7/7/7 (28 1 MO
vaginal cyclafem (29
d 1 MO
miconazole-3 1 MO e
vaginal suppository delyla (28) 1
NUVARING 3 MO desog- 1 MO
e.estradiol/e.estradio
OSPHENA 3 MO )
terconazole 1 MO desogestrel-ethinyl 1 MO
tranexamic acid oral 1 MO estradiol
vandazole 1 MO drospirenone- 1 MO
e.estradiol-Im.fa
sulane - MO oral tablet 3-0.02-
ORAL CONTRACEPTIVES / 0.451 mg (24) (4)
RELATED AGENTS drospirenone-ethinyl 1 MO
altavera (28) 1 MO estradiol
alyacen 1/35 (28) 1 MO emoquette 1 MO
amethia 1 MO enpresse 1 MO
amethia lo 1 MO enskyce 1 MO
apri 1 MO estarylla 1 MO
aranelle (28) 1 MO ethynodiol diac-eth 1
estradiol
ashlyna 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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falmina (28) 1 MO lessina 1 MO
fayosim 1 MO levonest (28) 1 MO
femynor 1 MO levonorgestrel- 1 MO
GENERESS FE 3 MO ethinyl estrad
gianvi (28) 1 MO if;/;:;};ﬁ-eth estrad 1 MO
hailey 24 fe . MO levora-28 1 MO
inirovale S 10 LO LOESTRIN FE 3 MO
isibloom O LOESTRIN 1.5/30 3 MO
jasmiel (28) 1 (21)
Jjuleber 1 MO LOESTRIN 1/20 3 MO
Jjunel 1.5/30 (21) 1 MO 1)
Jjunel 1/20 (21) 1 MO %gg?)T(lz{g)i%) . MO
Junelfe 1.5/30 (28) RO LOESTRINFE1/20 3 MO
Jjunel fe 1/20 (28) 1 MO (28-DAY)
junel fe 24 1 MO loryna (28) 1 MO
kaitlib fe 1 MO LOSEASONIQUE 3 MO
kariva (28) 1 MO low-ogestrel (28) 1 MO
kelnor 1/35 (28) 1 MO lutera (28) 1 MO
kelnor 1-50 1 MO marlissa (28) 1 MO
kurvelo (28) 1 MO melodetta 24 fe 1 MO
[ norgest/e.estradiol- 1 MO mibelas 24 fe 1 MO
c.estrad microgestin 1.5/30 1 MO
larin 1.5/30 (21) 1 MO (21)
larin 1/20 (21) 1 MO microgestin 1/20 1 MO
larin fe 1.5/30 (28) 1 MO (21)
larin fe 1/20 (28) 1 MO Zzg)rogestin fe 1.5/30 1 MO
larissia ! MO microgestin fe 1/20 1 MO
layolis fe 1 MO (28)
leena 28 1 MO mili 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MINASTRIN 24 FE 3 MO portia 28 1 MO
NATAZIA 3 MO previfem 1 MO
necon 0.5/35 (28) 1 MO QUARTETTE 3 MO
nikki (28) 1 MO reclipsen (28) 1 MO
noreth-ethinyl 1 MO rivelsa 1 MO
estradiol-iron SAFYRAL 3 MO
noreth?ndrone ac-eth 1 MO SEASONIQUE 3 MO
estradiol oral tablet
1-20 mg-mcg setlakin 1 MO
norethindrone- 1 MO sprintec (28) 1 MO
e.estradiol-iron oral
1 MO
tablet 1 mg-20 mcg STon
(24)/75 mg (4) syeda 1 MO
norethindrone- 1 MO tarina 24 fe 1
e.estradiol-iron oral tarina fe 1/20 (28) 1 MO
tablet,chewable
- - tri-estarylla 1 MO
norgestimate-ethinyl 1 MO
estradiol tri-legest fe 1 MO
nortrel 0.5/35 (28) 1 MO tri-lo-estarylla 1 MO
nortrel 1/35 (21) 1 MO tri-lo-sprintec 1 MO
nortrel 1/35 (28) 1 MO tri-mili 1 MO
nortrel 7/7/7 (28) 1 MO tri-previfem (28) 1 MO
ocella 1 MO tri-sprintec (28) 1 MO
orsythia 1 MO trivora (28) 1 MO
ORTHO TRI- 3 MO tri-vylibra 1 MO
CYCLEN LO (28) tri-vylibra lo 1 MO
ORTHO-NOVUM 3 MO tydemy 1 MO
1/35 (28)
velivet triphasic 1 MO
ORTHO-NOVUM 3 MO regimen (28)
7/7/7 (28)
vienva 1 MO
pimtrea (28) 1 MO
vyfemla (28) 1 MO
pirmella oral tablet 1 MO
1-35 mg-mcg vylibra 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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wymzya fe 1 MO neomycin- 1 MO
YASMIN (28) 3 MO bacitracin-

polymyxin
YAZ (28) 3 MO neomycin- 1 MO
zarah 1 MO polymyxin-
zovia 1/35¢ (28) 1 MO gramicidin

OPHTHALMOLOGY OCUFLOX S MO
1

ofloxacin ophthalmic MO
ANTIBIOTICS (eve)
AZASITE 2 MO polymyxin b sulf- 1 MO
bacitracin 1 MO trimethoprim
ophthalmic (eye) POLYTRIM 3 MO
bacitracin- 1 MO tobramycin 1 MO
polymyxin b
ophthalmic (eye) TOBREX 3 MO
BESIVANCE 2 MO VIGAMOX 3 MO
CILOXAN 3 MO ZYMAXID 3 MO
ciprofloxacin hcl 1 MO ANTIVIRALS
ophthalmic (eye) trifluridine 1 MO
erythromycin 1 MO ZIRGAN 3 MO

ophthalmic (eye)

BETA-BLOCKERS

gatifloxacin 1 MO
) betaxolol ophthalmic 1 MO

gentak ophthalmic 1 MO (eve)
(eye) ointment

BETIMOL 3 MO
gentamicin 1 MO
ophthalmic (eye) BETOPTIC S 3 MO
drops carteolol 1 MO
levofloxacin 1 MO ISTALOL 3 MO
ophthalmic (eye)

levobunolol 1 MO
MOXEZA 3 MO ophthalmic (eye)
moxifloxacin 1 MO drops 0.5 %
ophthalmic (eye) timolol maleate 1 MO
NATACYN ) MO ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TIMOPTIC 3 MO PHOSPHOLINE 2 MO
OCUDOSE (PF) IODIDE
TIMOPTIC-XE 3 MO pilocarpine hcl 1 MO
MISCELLANEOUS ophthalmic (eye)
drops 1 %, 2 %, 4 %
OPHTHALMOLOGICS
RESTASIS 2 MO; QL (60
ALOCRIL 3 MO per 30 days)
ALOMIDE 3 MO RESTASIS 2 MO:;QL (5.5
atropine ophthalmic 1 MO MULTIDOSE per 30 days)
(eye) drops sulfacetamide 1 MO
azelastine 1 MO sodium ophthalmic
ophthalmic (eye) (eye)
BEPREVE 3 MO sulfacetamide- 1 MO
BLEPH.10 3 MO prednisolone
BLEPHAMIDE 3 MO XIIDRA 3 MO; QL (60
per 30 days)
D EPHAMIDE T e NON-STEROIDAL ANTI-
- INFLAMMATORY AGENTS
CEQUA 3 MO; QL (60
per 30 days) ACULAR 3 MO
cromolyn 1 MO ACULAR LS 3 MO
ophthalmic (eye) ACUVAIL (PF) 3 MO
CYSTARAN 2 PA; MO bromfenac 1 MO
epinastine 1 MO BROMSITE 2 MO
ISOPTO CARPINE 3 MO diclofenac sodium 1 MO
LACRISERT 3 MO ophthalmic (eye)
LASTACAFT 3 MO flurbiprofen sodium 1 MO
olopatadine 1 MO ILEVRO 2 MO
ophthalmic (eye) ketorolac 1 MO
OXERVATE 2 PA;MO ophthalmic (cye)
PATADAY 3 MO NEVANAC 3 MO
PATANOL 3 MO PROLENSA 2 MO
PAZEO b MO ORAL DRUGS FOR GLAUCOMA

acetazolamide

1

MO

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

OTHER GLAUCOMA DRUGS bacitracin-poly-he

AZOPT 3 MO neomycin-polymyxin 1 MO

b-dexameth

bm;la;ollv rqst ! MO neomycin- 1 MO

ophthalmic (eye) polymyxin-hc

COMBIGAN 2 MO ophthalmic (eye)

COSOPT 3 MO PRED-G 3 MO

COSOPT (PF) 3 MO PRED-G S.O.P. 3 MO

dorzolamide 1 MO TOBRADEX 3 MO

dorzolamide-timolol 1 MO TOBRADEX ST 3 MO

dorzolamide-timolol 1 MO tobramycin- 1 MO

(pf) ophthalmic (eye) dexamethasone

dropperette ZVLET ) MO

latanoprost 1 MO STEROIDS

LUMIGAN 2 MO

OPHTHALMIC ALREX S MO

(EYE) DROPS 0.01 dexamethasone 1 MO

% sodium phosphate

RHOPRESSA 2 MO ophthalmic (eye)

ROCKLATAN 3 MO DUREZOL S MO

SIMBRINZA 3 MO FLAREX = MO

TRAVATAN 7 2 MO fluorometholone 1 MO

TRUSOPT 3 MO FML FORTE 3 MO

VYZULTA 3 MO FML LIQUIFILM 3 MO

XALATAN 3 ST: MO FML S.O.P. 3 MO

XELPROS 3 ST:MO INVELTYS S V1O
] LOTEMAX 2 MO

ZIOPTAN (PF) 3 ST; MO OPHTHALMIC

STEROID-ANTIBIOTIC (EYE) DROPS,GEL

COMBINATIONS

MAXITROL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LOTEMAX 3 MO RESPIRATORY AND
OPHTHALMIC
(EYE) ALLERGY
DROPS,SUSPENSI ANTIHISTAMINE /
ON ANTIALLERGENIC AGENTS
LOTEMAX 2 MO AUVI-Q 3 ST; MO; QL
OPHTHALMIC (2 per 30 days)
(EYE) OINTMENT o
cetirizine oral 1 MO
LOTEMAX SM 2 MO solution 1 mg/ml
loteprednol 1 MO CLARINEX ORAL 3 MO
etabonate SYRUP
MAXIDEX 3 MO CLARINEX ORAL 3 MO; QL (30
OMNIPRED 3 MO TABLET per 30 days)
PRED FORTE 3 MO CLARINEX-D 12 3 MO; QL (60
HOUR per 30 days)
PRED MILD 3 MO
desloratadine 1 MO; QL (30
prednisolone acetate 1 MO per 30 days)
prednisolone sodium 1 MO EPINEPHRINE 3 ST; MO; QL
phosphate INJECTION AUTO- (2 per 30 days)
ophthalmic (eye) INJECTOR 0.15
SYMPATHOMIMETICS MG/0.15 ML, 0.3 %
NOT MADE BY
ALPHAGAN P 2 MO MYLAN
OPHTHALMIC .
(EYE) DROPS 0.1 EPINEPHRINE 2 MO; QL (2 per
% INJECTION AUTO- 30 days)
INJECTOR 0.15
ALPHAGAN P 3 MO MG/0.3 ML
OPHTHALMIC (MANUFACTURE
(EYE) DROPS 0.15 D BY MYLAN
% SPECIALTY)
apraclonidine 1 MO epinephrine 1 MO; QL (2 per
brimonidine 1 MO injection auto- 30 days)
injector 0.3 mg/0.3
IOPIDINE 3 MO ml (manufactured by
?PH];HALMIC mylan specialty)
EYE
DROPPERETTE EPIPEN 2-PAK 2 MO; QL (2 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EPIPEN JR 2-PAK 2 MO; QL 2 per ALBUTEROL 3 ST; MO; QL
30 days) SULFATE (13.4 per 30
. ] INHALATION HFA days)
igzbdli;otxyzzne hel oral 1 PA; MO AEROSOL
INHALER 90
levocetirizine oral 1 MO MCG/ACTUATION
solution (NDAO020503)
levocetirizine oral 1 MO; QL (30 ALBUTEROL 3 ST; MO; QL
tablet per 30 days) SULFATE (36 per 30
. . INHALATION HFA days)
1 PA; M
promethazine oral ; MO AEROSOL
SEMPREX-D 3 MO INHALER 90
MCG/ACTUATION
PULMONARY AGENT
L DA ELINIES (NDA020983)
A LATE 3 M
cco © albuterol sulfate 1 PA; MO
acetylcysteine 1 PA; MO inhalation solution
(60’per 3’0 mg/3 ml, 1.25 mg/3
days) ml, 2.5 mg /3 ml
(0.083 %), 2.5
ADEMPAS 2 PA; MO; LA mg/0.5 ml
ADVAIR DISKUS 2 MO:; QL (60 albuterol sulfate oral 1 MO
per 30 days)
ALVESCO 3 MO; QL (12.2
ADVAIR HFA 2 MO; QL (12 INHALATION HFA per 30 days)
per 30 days) AEROSOL
AIRDUO 3 MO;QL(60  INHALER 160
RESPICLICK per 30 days) ~ MCG/ACTUATION
ALBUTEROL 3 ST; MO:; QL ALVESCO 3 MO;QL (6.1
INHALATION HFA days) AEROSOL
AEROSOL INHALER 80
MCG/ACTUATION alygq 1 PA; MO; QL
(60 per 30
days)
ambrisentan 1 PA; MO; LA
ANORO ELLIPTA 2 MO; QL (60
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier /Limits Tier /Limits
ARCAPTA 3 MO; QL (30 BROVANA 3 PA; MO
NEOHALER per 30 days) budesonide 1 PA;MO: QL
ARNUITY 2 MO; QL (30 inhalation (120 per 30
ELLIPTA per 30 days) suspension for days)
ASMANEX HFA > MO: QL (13 nebulization 0.25

per 30 days) mg/2 ml, 0.5 mg/2 ml

ASMANEX ) MO:; QL (1 per budesonide 1 PA; MO; QL
TWISTHALER 30 dl’ays) inhalation (60 per 30
INHALATION suspension for days)
AEROSOL POWDR nebulization 1 mg/2
BREATH ml
ACTIVATED 110 CINRYZE 2 PA; MO
MCG/

COMBIVENT 2 MO; QL (8 per
g‘z%Tl\%‘gON (30), RESPIMAT 30 days)
ACTUATION (30), cromolyn inhalation 1 PA; MO
ichTl\t/Iji% ON (60 DALIRESP ORAL 3 PA;MO: QL

(60) TABLET 250 MCG (30 per 30

ASMANEX 2 MO; QL (2 per days)
TWISTHALER 30 days) DALIRESP ORAL 3 PA;MO
%I;%Ls%?ggwmz TABLET 500 MCG
BREATH DULERA 2 MO; QL (13
ACTIVATED 220 per 30 days)
MCG/ DYMISTA 2 MO; QL (23
ACTUATION (120) per 30 days)
ATROVENT HFA 2 MO; QL (25.8 ESBRIET ORAL 9 PA; MO; QL

per 30 days) CAPSULE (270 per 30
BECONASE AQ 3 MO; QL (50 days)

per 30 days) ESBRIET ORAL 2 PA;MO; QL
BERINERT 3 PA; MO TABLET 267 MG (270 per 30
INTRAVENOUS days)
KIT ESBRIET ORAL 2 PA;MO; QL
BEVESPI 2 MO;QL(10.7 TABLET 801 MG (90 per 30
AEROSPHERE per 30 days) days)
bosentan 1 PA; MO; LA FASENRA 2 PA; MO
BREO ELLIPTA 2 MO; QL (60 FIRAZYR 2 PA; MO

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FLOVENT DISKUS 2 MO; QL (60 fluticasone propion- 3 ST; MO; QL
INHALATION per 30 days) salmeterol (60 per 30
BLISTER WITH inhalation blister days)
DEVICE 100 with device
N GACTUATION HAEGARDA 3 PA;MO;LA
MCG/ACTUATION INCRUSE 2 MO; QL (30
FLOVENT DISKUS 2  MO:QL (240  CRLIPTA per 30 days)
INHALATION per 30 days) ipratropium bromide 1 PA; MO
BLISTER WITH inhalation
DEVICE 250 . . .
MCG/ACTUATION ipratropium- 1 PA; MO
albuterol
i%%‘(’)gg{ HFA 2 MO;(?(I; (12 KALYDECOORAL 2  PA;MO;QL
per 30 days) GRANULES IN (56 per 28
INHALER 110 PACKET days)
MCG/ACTUATION i
KALYDECOORAL 2 PA;MO;QL
FLOVENT HFA 2 MO;QL (24 TABLET (60 per 3’0Q
AEROSOL per 30 days) days)
INHALER 220 i
MCG/ACTUATION LETAIRIS 2 PA; MO; LA
FLOVENT HFA 2 MO:; QL (10.6 levalbuterol hcl 1 PA; MO
AEROSOL per 30 days) LEVALBUTEROL 3 ST;MO; QL
INHALER 44 TARTRATE (30 per 30
MCG/ACTUATION da
ys)
flunisolide nasal 1 MO; QL (50 LONHALA 3 MO; QL (60
spray,non-aerosol per30days)  MAGNAIR REFILL per 30 days)
25 meg (0.025 %)
) metaproterenol 1 MO
fluticasone 1 MO; QL (16
propionate nasal per 30 days) mometasone nasal 1 MO; QL (34
per 30 days)
FLUTICASONE 3 MO; QL (60
PROPION- per 30 days) montelukast 1 MO
SALMETEROL NASONEX 3 MO;QL (34
INHALATION per 30 days)
AEROSOL POWDR
BREATH NUCALA 3 PA; MO; LA;
ACTIVATED QL (3 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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OFEV 2 PA; MO; QL PULMICORT 3 PA; MO; QL
(60 per 30 INHALATION (120 per 30
days) SUSPENSION FOR days)
, NEBULIZATION
OMNARIS 3 Né?_;) (?é‘a( 155 0.25 MG/2 ML, 0.5
p Y MG/2 ML
OPSUMIT 2 PAMOLA  pypMICORT 3 PA;MO; QL
ORKAMBI ORAL 2 PA; MO; QL INHALATION (60 per 30
GRANULES IN (56 per 28 SUSPENSION FOR days)
PACKET days) NEBULIZATION 1
ORKAMBI ORAL 2 PA;MO;QL  MG2ML
TABLET (112 per 28 PULMOZYME 2 PA; MO
days) QNASL NASAL 2 MO;QL (4.9
PERFOROMIST 2 PA; MO HFA AEROSOL per 30 days)
_ INHALER 40
PROAIR HFA 2 MO:; QL (17 MCG/ACTUATION
per 30 days)
PROAIR 5 MO: QL (2 per QNASL NASAL 2 MO:; QL (8.7
RESPICLICK 30 days) HFA AEROSOL per 30 days)
INHALER 80
PROVENTIL HFA 3 ST; MO; QL MCG/ACTUATION
13.4 per 30
fiays) pet QVAR 2 MO; QL (10.6
REDIHALER per 30 days)
PULMICORT 2 MO; QL (2 per  INHALATION HFA
FLEXHALER 30 days) AEROSOL
INHALATION BREATH
AEROSOL POWDR ACTIVATED 40
BREATH MCG/ACTUATION
ACTIVATED 180
MCG/ACTUATION QVAR 2 MO:QLQl12
REDIHALER per 30 days)
PULMICORT 2 MO; QL (1 per  INHALATION HFA
FLEXHALER 30 days) AEROSOL
INHALATION BREATH
AEROSOL POWDR ACTIVATED 80
BREATH MCG/ACTUATION
ACTIVATED 90
MCG/ACTUATION REVATIO ORAL 3 PA; MO; QL
SUSPENSION FOR (224 per 30
RECONSTITUTIO days)
N

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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REVATIO ORAL 3 PA; MO; QL tadalafil (pulmonary 1 PA; MO; QL
TABLET (90 per 30 arterial (60 per 30

days) hypertension) oral days)
RUCONEST 3 PA:MO tablet 20 mg
SEEBRI 3 ST: MO: QL TAKHZYRO 3 PA; MO; LA
NEOHALER (60 per 30 terbutaline oral 1 MO

days) THEO-24 2 MO
SEREVENT 2 MO; QL (60 )
DISKUS per 30 days) theopfzyllme oral 1 MO

solution

Slldlenaﬁ ! rorial ! P21A5;4MO;3%L theophylline oral 1 MO
gyu mtona@ ar erzla El per tablet extended
Si; f;gni’g;o;g rora ays) release 12 hr 100
reconstitution 10 mg, 200 mg, 300 mg
mg/ml theophylline oral 1 MO
sildenafil 1 PA; MO; QL ;Z?é;i:gjnhied
(pulmonary arterial (90 per 30
hypertension) oral days) TRACLEER 3 PA; MO; LA
tablet 20 mg TRELEGY 3 PA:MO;QL
SINGULAIR 3 MO ELLIPTA (60 per 30
SPIRIVA 2 MO; QL (4 per days)
RESPIMAT 30 days) TUDORZA 3 ST;MO; QL
SPIRIVA WITH 2 MO; QL (90 PRESSAIR (1 per 30 days)
HANDIHALER per 90 days) UTIBRON 3 MO; QL (60
STIOLTO ) MO: QL (4 per NEOHALER per 30 days)
RESPIMAT 30 days) VENTAVIS 3 PA; MO
STRIVERDI 2 MO;QL (4per VENTOLIN HFA 3 ST;MO; QL
RESPIMAT 30 days) (36 per 30
SYMBICORT 2 MO;QL(10.2 days)

per 30 days) wixela inhub 3 ST; MO; QL
SYMDEKO ORAL 2 PA;MO;QL 516210 Ser 30
TABLETS, (56 per 28 Y
SEQUENTIAL 100- days) XHANCE 3 MO; QL (32
150 MG (D)/ 150 per 30 days)

MG (N)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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XOLAIR 2 PA; MO; LA; DITROPAN XL 3 MO
SUBCUTANEOUS QL (6 per 28 ORAL TABLET
RECON SOLN days) EXTENDED
XOLAIR 2 PA:MO: LA; 1\R/1FE}LF§ANSIE} 24HR 10
SUBCUTANEOUS QL (4 per 28 ’
SYRINGE 150 days) ENABLEX 3 MO
MG/ML flavoxate 1 MO
XOLAIR 2 PA; MO; LA; GELNIQUE 3 MO: QL (30
SUBCUTANEOUS QL (1 per 28
TRANSDERMAL per 30 days)
SYRINGE 75 days)
MG/0.5 ML GEL IN
: METERED-DOSE
XOPENEX 3 PA; MO PUMP 100
XOPENEX 3 PA; MO MG/GRAM (10 %)
CONCENTRATE MYRBETRIQ 2 MO
XOPENEX HFA 3 ST; MO; QL oxybutynin chloride 1 MO
513 0 per 30 OXYTROL 3 MO; QL (8 per
ays) 28 days)
YUPELRI 3 PA; MO; QL ) )
(90 per 30 solifenacin 1 MO
days) tolterodine 1 MO
zafirlukast 1 MO TOVIAZ 2 MO
ZETONNA 3 MO; QL (6.1 trospium 1 MO
per 30 days) VESICARE 3 MO
zileuton L MO BENIGN PROSTATIC
ZYFLO 3 MO HYPERPLASIA(BPH) THERAPY
UROLOGICALS AVODART 3 MO
ANTICHOLINERGICS / dutasteride 1 MO
ANTISPASMODICS dutasteride- 1 MO
darifenacin 1 MO tamsulosin
DETROL 8 MO finasteride oral 1 MO
tablet 5 mg
DETROL LA 3 MO
FLOMAX 3 ST; MO
JALYN 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PROSCAR 3 MO klor-con m15 1 MO
RAPAFLO 3 ST; MO klor-con m20 1 MO
silodosin 1 MO klor-con sprinkle 1 MO
. oral capsule,
tamsulosin ! MO extended release 8
UROXATRAL 3 ST; MO meq
MISCELLANEOUS UROLOGICALS K-TAB ORAL 3 MO
) TABLET
bethanechol chloride 1 MO EXTENDED
CIALIS ORAL 3 PA; MO; QL RELEASE 10 MEQ,
TABLET 2.5 MG, 5 (30 per 30 20 MEQ
MG days) k-tab oral tablet 1 MO
CYSTAGON 2 PA; MO; LA extended release 8
ELMIRON 2 MO meq
potassium citrate 1 MO magnestum sulfate ! MO
injection solution
tadalafil oral tablet 1 PA; MO; QL ,
magnesium sulfate 1
2.5 mg, 5 mg (30 per 30 S .
days) injection syringe
NORMOSOL-R IN 2
URECHOLINE 3 MO 5 9 DEXTROSE
ROCIT-K 1 M
UROC 0 > © PHOSLYRA 3 MO
UROCIT-K 15 3 MO i }
potassium chlorid- 1
UROCIT-K 5 3 MO d5-0.45%nacl
nt
VITAMINS, HEMATINICS / pravenous
parenteral solution
ELECTROLYTES 10 meq/l, 30 meq/I,
ELECTROLYTES 40 meg/l
calcium acetate oral 1 MO Z?f%ﬁ;;@nz}gf”d_ 1 MO
capsule .
intravenous
calcium acetate oral 1 MO parenteral solution
tablet 667 mg 20 megq/l
klor-con 1 MO potassium chloride 1 MO
klor-con 10 1 MO
klor-con 8 1 MO
klor-con m10 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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potassium chloride 1 potassium chloride- 1 MO
in 0.9%nacl d5-0.9%nacl
intravenous intravenous
parenteral solution parenteral solution
20 megq/l, 40 meq/l 20 megq/l
potassium chloride 1 potassium chloride- 1
in5 % dex d5-0.9%nacl
intravenous intravenous
parenteral solution parenteral solution
20 meq/l, 40 meq/l 40 megq/I
potassium chloride 1 MO sodium chloride 0.45 1 MO
in lr-d5 intravenous % intravenous
parenteral solution parenteral solution
20 meg/l sodium chloride 3 % 1 MO
[.) otasszum chloride 1 MO sodium chloride 5 % 1 MO
in water intravenous
piggyback 10 sodium lactate 1
meq/100 ml intravenous
potassium chloride 1 TPN 3
in water intravenous ELECTROLYTES
foy/]boaoc’; f 0 » MISCELLANEOUS NUTRITION
meq/100 ml PRODUCTS
. } AMINOSYNII 10 2 PA
potassium chloride- 1 o
0.45 % nacl 0
potassium chloride- 1 MO QMINOSYN IL15 2 PA
d5-0.2%nacl 0
intravenous AMINOSYN-PF 10 2 PA
parenteral solution %
20 meq/! AMINOSYN-PF 7 2 PA
potassium chloride- 1 % (SULFITE-
d5-0.3%nacl FREE)
arentoral solution CLINIMIX 2 PA
’2’ o 5%/D15W
4 SULFITE FREE
CLINIMIX 2 PA
4.25%/D10W SULF
FREE

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

formulary or visit us on the Web at express-scripts.com.
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CLINIMIX 5%- 2 PA NORMOSOL-R PH 2
D20W(SULFITE- 7.4
FREE) NUTRILIPID 3 PA
CLINIMIX E 3 PA
4.25%/D10W SUL E;?SMA'LYTE 2
FREE
CLINIMIX E 3 PA PLASMA-LYTE A 2
4.25%/D5W SULF plenamine 1 PA
FREE premasol 10 % 1 PA; MO
CLINIMIX E 3 PA

PREMASOL 6 ¢ 2 PA
5%/D15W SULFIT %
FREE PROCALAMINE 3 PA

0

CLINIMIX E 3 PA 3%
5%/D20W SULFIT PROSOL 20 % 3 PA; MO
FREE travasol 10 % 1 PA; MO
CLINISOL SF 15 % 3 PA, MO TROPHAMINE 10 2 PA: MO
FREAMINE HBC 3 PA %
6.9 % TROPHAMINE 6% 2 PA
HEPATAMINES% 2  PA VITAMINS / HEMATINICS
z'ntrallp id : PA fluoride (sodium) 1 MO
intravenous oral tablet
emulsion 20 %
INTRALIPID 3 PA 1; :Z’;‘;;le:t’mm’” . MO
INTRAVENOUS
EMULSION 30 %
IONOSOL-MB IN 2
D5W
ISOLYTE-P IN 5 % 2
DEXTROSE
ISOLYTE-S 2
NEPHRAMINE 5.4 2 PA
%
NORMOSOL-M IN 3

5 % DEXTROSE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ACTIQu .o, 27
ACTIVELLA ........covveenn. 85
ACTONEL .......ccovvvvveienne. 82
ACTOPLUS MET................ 62
ACTOS.....ooieiieeeeeeen 62
ACULAR ..o, 91
ACULARLS......coovvveenn. 91
ACUVAIL (PF)...ccceveenne. 91
acyClovir......cccoevveerveeennnen. 1,56
acyclovir sodium..................... 1
ACZONE......ccccovveieeeen. 52

ADACEL(TDAP
ADOLESN/ADULT)(PF) 80
ADALAT CC
adapalene-benzoyl peroxide.52
ADCIRCA
ADDERALL
ADDERALL XR
ADEMPAS
ADLYXIN
ADMELOG SOLOSTAR U-
100 INSULIN
ADMELOG U-100 INSULIN
ADVAIR DISKUS
ADVAIR HFA
ADZENYS ER
ADZENYS XR-ODT
AFINITOR
AFINITOR DISPERZ
AFREZZA
AGGRENOX
AGRYLIN

ALBUTEROL SULFATE....94
alclometasone

alendronate ..................... 59, 82
alfuzosin .........cccoveeeveeveeeeennn, 99
ALINIA ..o, 7
aliskiren ..........cccceeeeeveneeeeenn, 42
allopurinol...........ccccceveeennnenn. 82
almotriptan malate................ 23
ALOCRIL.........ccovvveeennn. 91
ALOGLIPTIN .....ccccceeeunnee.. 63
ALOGLIPTIN-METFORMIN
.......................................... 63
ALOGLIPTIN-
PIOGLITAZONE............. 63
ALOMIDE........ccoovvvvennn.. 91
ALORA ... 85
aloSetron ....cccvvvvveeiiiiiiininee. 72
ALPHAGANP........cccuvne.. 93
ALREX ....cooviiiiiiiiiiiine. 92
ALTACE ....ccoooveiee. 42
altavera (28)....cccccvveevveeennnn. 87
ALTOPREV ......cccovvveenn.. 48
ALTRENO ......ccooovvvveinnn. 53
ALUNBRIG ......cccoceeeeenne.. 14
ALVESCO.......cooovvvveiennnn. 94
alyacen 1/35 (28) .ccceeevvennenne 87
AlYQ eeeeieee e 94
amabelz..........coovvveeevinineeenn, 85
amantadine hcl..........cccueeee. 1
AMARYL....ccooovviiiiin. 63
AMBIEN ........coovviviiinnn. 34
AMBIENCR.............cceuvee.. 34
AMBISOME............ccovveeen. 1
ambrisentan.............ccc.eeeenn. 94
ameinonide ...........oooevvvvnennn. 56
AMERGE .........coovviein. 23
amethia ......cccceeeeeeivviinnnnnnnn, 87
amethia lo ........ccceeeeeeneeeenn, 87
amikacin ......cccceeeeveviiinnnnennn, 7
amiloride..........ccooeeeeeinneeenn. 43
amiloride-hydrochlorothiazide
.......................................... 43
AMINOSYNII 10 %.......... 101
AMINOSYNII 15 %.......... 101

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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AMINOSYN-PF 10 %........ 101

AMINOSYN-PF 7 %
(SULFITE-FREE).......... 101
amiodarone..........ccceeeueenneee 42
AMITIZA ... 72
amitriptyline ...........ccoceeee. 34
amlodiping.........ccccceveeveennnnne 43
amlodipine-atorvastatin........ 48
amlodipine-benazepril.......... 43
amlodipine-olmesartan.......... 43
amlodipine-valsartan............. 43
amlodipine-valsartan-hcthiazid
.......................................... 43
ammonium lactate ................ 51
AMNEStECIM ..cvveenereaneeeiieeneene 53
AMOXAPINE ..eovvvenirenereeireenenans 34
amoxicil-clarithromy-lansopraz
.......................................... 75
amoxicillin.......ccccooenennins 10
amoxicillin-pot clavulanate.. 10
amphetamine sulfate............. 34
amphotericin b..........coceeneene 1
ampicillin.........cccoeevveeennnnnne. 10
ampicillin sodium................. 10
ampicillin-sulbactam............ 10
AMPYRA ...t 25
ANADROL-50.......ccceeueeneee. 69
ANAFRANIL......cccccverirnnn. 34
anagrelide ..........cccocveeeenennne 59
anastrozole.........ccccecveveennene. 14
ANCOBON.......ccoeoeierne. 1
ANDRODERM........c.cccecu.e. 69
ANDROGEL.........cccceeneenen. 69
ANGELIQ....coceviiiiiinne. 85
ANORO ELLIPTA .............. 94
ANTABUSE.........ccceverennne. 59
ANTARA ..o 48
ANUSOL-HC.......ccevvenee 72
APEXICON €..oeovvreenrrenereenreeninens 56
APIDRA SOLOSTAR U-100
INSULIN....oooieirieiienens 63
APIDRA U-100 INSULIN...63
APLENZIN ....cooviiiiinne. 34
APOKYN ..ot 22
apracloniding.............cc........ 93

aprepitant..........ccceeeeveeeinnenne 72
) 0) o DU 87
APRISO......cccvveiieiieien, 72
APTENSIO XR.........ccunee. 34
APTIOM......ccoeviiiieiiene 19
APTIVUS ..., 1,2
ARALAST NP ....cccvveevenene 59
aranelle (28)......cccceeeveeeennene 87
ARANESP (IN
POLYSORBATE)............ 78
ARAVA. ..o, 83
ARCALYST ..coooiiiiieiene 78
ARCAPTA NEOHALER.....95
ARICEPT ....ccoiiiiiiiee 25
ARIKAYCE .....ccooevveirennnn, 7
ARIMIDEX .......cccooviiiene 14
aripiprazole........cccceevveereunenne 34
ARISTADA. ..ot 34
ARISTADA INITIO............. 34
ARIXTRA ....coeiiiiiee 47
armodafinil .............ccceeeinnn. 34
ARNUITY ELLIPTA........... 95
AROMASIN.......ccovvveiene 14
ARTHROTEC 50................. 31
ARTHROTEC 75.................. 31
ARYMOER.......cccveinne 27
ASACOL HD......cccovvevvenn. 72
ashlyna........cccoocveviiniiennnnn 87
ASMANEX HFA ................. 95
ASMANEX TWISTHALER 95
aspirin-dipyridamole ............ 47
ASTAGRAF XL......cccceenneee 14
ASTEPRO ......ccooeeireirenn, 61
ATACAND ..o 43
ATACAND HCT ................. 43
atazanavir..........cceeeeveeeenveenne 2
ATELVIA. ..o, 82
atenolol ........c.ceeeveeeeiieennen, 43
atenolol-chlorthalidone......... 43
ATIVAN....cccoveeeeeeeen, 34
atomMOXetine ..........ceeeveenveenne. 34
atorvastatin ...........c.cceeeeeunenns 48
atovaquoNe........ccovveveeeenunnennn. 7
atovaquone-proguanil.............. 7
ATRALIN ....ccoooiiiiiiene 53

ATRIPLA .....ccooeveee. 2
AtrOPINE ..cvvieeieeieeieeeieeieae 91
ATROVENT HFA............... 95
AUBAGIO........ccovvveve. 25
aubra .......ccoeevveeiieiiiieiineee, 87
AUGMENTIN.........ccoevee. 10
AURYXIA...cooooeiiee. 59
AUSTEDO .......cccovvveeenn.. 25
AUVI-Q..cooiiiiiiiiee 93
AVALIDE .........ccoeeeen. 43
AVANDIA ......coovvveve. 63
AVAPRO.........coevvveeen. 43
AVC..iiiiiiiiiieieeee 86
AVEED......coooovvviiiien. 69
AVELOX...cooooiiiieieeene. 11
AVIANEC......ccvveeeeeireeeeeeireeeeeans 87
AVITA oeeviiiiieeeeeeee e 53
AVITA ... 53
AVODART.......ccoovvvveennn. 99
AVONEX .....cccoovviiiiin. 78
AVONEX (WITH ALBUMIN)
.......................................... 78
AVYCAZ ..o, 5
AYGESTIN ......ccooveeeen. 85
AZACTAM ....ccoovvvviiiinien, 7
AZASAN .....cooeveee. 14
AZASITE .....ooovviiei. 90
azathiopring ..........c.cceceevneee 14
azelaic acid ..........coeevuvvvneennn. 53
azelasting ...........cccoeveuunn. 61,91
AZELEX ..o, 53
AZILECT ...coveveeeeeeen 22
azithromycin........ccceeevveeeveens 6
AZOPT ..o 92
AZOR ..o 43
AZLreonam .......cceeeeeeeeecnnnnnnnnnn. 7
AZULFIDINE ...........c........ 72
AZULFIDINE EN-TABS ....72
B
bacitracin .......cccecvvveeeeieeiinnnns 90
bacitracin-polymyxin b......... 90
baclofen .......cocevvvvvviiiiiiiinnns 26
BACLOFEN.......cccceeevnnn. 26
BACTRIM.......ooovvvvvveinn. 12
BACTRIM DS ........ccooeunee. 12

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

HI_ESPREA20_191105

104


http://express-scripts.com

BACTROBAN.......cccoeeuenee. 54
BACTROBAN NASAL....... 61
balsalazide...........ccccovvennennn. 72
BALVERSA........cccveie 14
balziva (28).....cccccevveviennnne. 87
BANZEL......cooovieieieeenee 19
BARACLUDE ..........cccveune. 2
BASAGLAR KWIKPEN U-
100 INSULIN.................... 63
BAXDELA.....ccooieiiee. 11
BCG VACCINE, LIVE (PF) 80
BECONASE AQ.......cc........ 95
BELBUCA ........ccoveevveee. 27
BELSOMRA .........cceeuen 34
benazepril ........ccoeeeeiveennnnn. 43
benazepril-hydrochlorothiazide
.......................................... 43
BENICAR ......coovieiiiee. 43
BENICAR HCT ................... 43
BENLYSTA ..o, 83
BENZACLIN PUMP ........... 53
BENZAMYCIN.................... 53
BENZNIDAZOLE ................. 7
benztropine........cccceevveeneene. 22
BEPREVE........coovveiveen. 91
BERINERT .......ccceeviennennee. 95
DESEr .eeeiiiiiiiie 56
BESIVANCE .......ccccveeuennne. 90
betamethasone dipropionate.56
betamethasone valerate ........ 56
betamethasone, augmented...56
BETAPACE AF................... 42
BETASERON. ........ccceueeee. 78
betaxolol........ccccovveunnnnee. 43,90
bethanechol chloride .......... 100
BETHKIS ..o 7
BETIMOL ........coovvevrerrnee. 90
BETOPTICS ..o 90
BEVESPI AEROSPHERE...95
BEVYXXA ..o 47
bexarotene ............ceeeveennnen. 14
BEXSERO.......ccceeveieennn 80
BEYAZ ..o, 87
bicalutamide. ............c.ccu..... 14
BICILLIN C-R...........ccuc...... 10

BICILLIN L-A ..o, 10
BIDIL ....ocvveiieeieeeeee 43
BIJUVA. ..., 85
BIKTARVY ..coveiiiiieieee 2
BILTRICIDE..........ccceveienene 7
bimatoprost..........cceeeuveeneen. 92
BINOSTO.....ccccevieieenne. 82
bisoprolol fumarate............... 43
bisoprolol-hydrochlorothiazide
.......................................... 43
BIVIGAM ....cccoooiiiiienne. 80
BLEPH-10....cccccociiiriienne. 91
BLEPHAMIDE .................... 91
BLEPHAMIDE S.O.P.........91
blisovi 24 fe......cceveevennene 87
blisovi fe 1.5/30 (28)............ 87
BONIVA ..., 82
BONJESTA ..o, 72
BOOSTRIX TDAP............... 80
bosentan.........cc.cceceeveeiennnene 95
BOSULIF .....ccooeviiieenee. 14
BRAFTOVI......cccovvviienne. 14
BREO ELLIPTA................... 95
briellyn.......ccocceevieiiiinienine 87
BRILINTA ...ccoeiiiieeee. 47
brimoniding ..........cccceeevenneee. 93
BRISDELLE ........ccccecveuneee. 34
BRIVIACT ...cccooiiiiieene. 19
bromfenac...........cceceeviennne 91
bromocripting .............cee....... 22
BROMSITE.......ccccccvvienne. 91
BROVANA ..., 95
BRYHALI .....cccooveinee. 56
budesonide...................... 72, 95
bumetanide ...........cccceeuenene. 43
BUNAVAIL......ccooveieeee. 31
BUPHENYL.....cccoovviinne. 59
buprenorphine....................... 27
BUPRENORPHINE............. 27
buprenorphine hcl................. 27
buprenorphine-naloxone....... 31
bupropion hcl.................. 34, 35
BUPROPION HCL .............. 34
bupropion hcl (smoking deter)
.......................................... 60

buspirone ..........ccceeeveereveennen. 35

butorphanol tartrate .............. 31
BUTRANS ..o 27
BYDUREON.......cccoverene 63
BYDUREON BCISE............ 63
BYETTA ..cooieeeeeee 63
BYSTOLIC......cccoveiiriene 43
C
cabergoling .........cccceeeveeennenn. 70
CABLIVI....ccoooiiiiiiiin 47
CABOMETYX...cceovvrenne 14
CADUET ....ccceoiiiiiiieene 48
CAFERGOT .....cccvviieeee 23
CALAN ..ot 43
CALAN SR ..o 43
calcipotriene ..........cccecueenennne 50
calcipotriene-betamethasone 51
calcitonin (salmon)................ 70
calcitriol......ccooeeveinnnnnne. 51,70
calcium acetate ................... 100
CALQUENCE........ccccvennene. 14
CAMBIA .....ccooviiiiiieenn 31
camila ......ccooviiiiiiiiiiniee 85
camrese 10......coceeveviereennenn 87
CANASA.....cooe 72
CANCIDAS. ... 1
candesartan .............cceceenueenne 43
candesartan-hydrochlorothiazid
.......................................... 43
CAPEX ...ooiiiiiiiiiiiiec 56
CAPRELSA......cccoveie 14
captopril.....ccceeeieenieiiiieens 43
captopril-hydrochlorothiazide
.......................................... 43
CARAC ..o 51
CARAFATE ..o 75
CARBAGLU.........covvrnne 59
carbamazepine...................... 19
CARBATROL........cccccveneee 19
carbidopa ......ccceeevveeeiieennnn, 22
carbidopa-levodopa .............. 22
carbidopa-levodopa-
entacapone..........cceeeeuveennne 22
CARDIZEM ......ccceevveurenene. 43
CARDIZEM CD................... 43

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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CARDIZEM LA.......cccce..e. 43

CARDURA ......ccoovvvvveine 43
CARDURA XL......ccoeeuueeen. 43
CARNITOR ....ccoovvvvvvienne 59
CAROSPIR ......ccovvveeeien, 43
carteolol......coovvvviiiiiiiiiinnee, 90
cartia Xt....ooovveeeeeveeeeeeineeenns 43
carvedilol..........ccccoeeeeinnnn. 43
carvedilol phosphate............. 43
CASODEX.....ccovviveieeirenen, 14
caspofungin ..........ccceeeeuveeenneen. 1
CATAPRES ... 43
CATAPRES-TTS-1.............. 44
CATAPRES-TTS-2.............. 44
CATAPRES-TTS-3.............. 44
CAYSTON....ooooviiieieeieeen 7
caziant (28)......ccceeevveeerreennne. 87
cefaclor......cocoeeeeevieeiiciiieee, 5
cefadroxil.....ccccovvvveeiiiiiiinnnnee, 5
cefazolin..........cccoveeeveinnneenn, 5
cefdinir .....ooovvvvveeeiiiiieiiieen, 5
cefepime ......cocveeveeeiieniieiene 5
cefiXime....coovvvvvveeeeeeieeiireeen. 5
cefotetan ...........ccoveeeeeineeeenns 5
(73 £0): €15 1 s URU 5
cefpodoxXime........cccceeerueenenne 5
cefprozil.......cccvveeviveeiiieen. 5
ceftazidime .............c.ooeeveeenns 5
ceftriaxone........cccceeeevvvvennnnnen. 5
cefuroxime axetil................... 5
cefuroxime sodium............. 5,6
CELEBREX ......ccccccovunennn. 31
celecoxib....oovuveniiiiiiiiinnnnne, 31
CELEXA ...cooiiiiieeeeeee, 35
CELLCEPT .....ccccvvveeen. 14
CELONTIN.....ccoovvviiiien, 19
cephaleXin.........cceevveerieennnnnne. 6
CEQUA ..o, 91
CERDELGA......cccoeeveveen. 70
CESAMET .....cooovvvvviinnene 72
CEtIMZINE ....ovvveeeereeeeeeeeeeeen, 93
CETRAXAL.....ccovvvveeee. 61
cevimeline ...........cccccoeeuveeenn. 59
CHANTIX ....oooviiiieiiiiieen, 60

CHANTIX CONTINUING
MONTH BOX.................. 60
CHANTIX STARTING
MONTH BOX.................. 60
CHEMET......ccoviiiienne. 59
CHENODAL........ccceevennee. 72
chlorhexidine gluconate ....... 61
chloroquine phosphate............ 7
chlorothiazide........................ 44
chlorpromazine..................... 35
chlorthalidone....................... 44
CHOLBAM......cccocvvvienne. 73
cholestyramine (with sugar) .48
cholestyramine light ............. 48
CIALIS ..o 100
CIClOPITOX ..cvvieeiieiieeieee 55
cilostazol.......cccceeveenieenennne 47
CILOXAN ....cooviviirienieiene. 90
CIMDUO......ccctvirieiieieene. 2
cimetiding ........ccoeeeeevveennennne 75
cimetidine hcl ............c......... 76
CIMZIA......ccooiiiiieee, 73
CIMZIA POWDER FOR
RECONST.....ccovviriine 73
cinacalcet......cocueeveenieenennnn 70
CINRYZE......ccccoovmiiennne. 95
CIPRO ...t 11
CIPROHC.......covviiiine. 61
CIPRODEX.....ccccvvirieiennee. 61
ciprofloxacin..........ccceenene. 12
ciprofloxacin hcl....... 11, 61, 90
ciprofloxacin in 5 % dextrose
.......................................... 11
citalopram........cccccceevveenennne 35
claravis......coccoveeverrienceneenne. 53
CLARINEX......ccevvriernnen. 93
CLARINEX-D 12 HOUR ....93
clarithromycin ...........cccueeeeee. 6
CLENPIQ....cooiiiiiiieenne. 73
CLEOCIN........eeverernnee. 7, 86
CLEOCIN HCL.......cccccuenneee. 7
CLEOCIN IN 5 %
DEXTROSE ......ccccoovvienne 7
CLEOCIN PEDIATRIC......... 7
CLEOCIN T ..ot 53

CLIMARA.....ccceiieiiee 85
CLIMARA PRO...........c....... 85
clindacin p ....ccooeveevveeciiennnns 53
CLINDAGEL ......cccccevvenee. 53
clindamycin hel ...................... 8
clindamycin in 5 % dextrose ..8
clindamycin pediatric ............. 8

clindamycin phosphate ....8, 53,
87
clindamycin-benzoyl peroxide

.......................................... 53
clindamycin-tretinoin ........... 53
CLINDESSE........cccceeevvenenn. 87
CLINIMIX 5%/D15W

SULFITE FREE ............. 101
CLINIMIX 4.25%/D10W

SULF FREE.................... 101
CLINIMIX 4.25%/D5W

SULFIT FREE.................. 59
CLINIMIX 5%-

D20W(SULFITE-FREE) 102
CLINIMIX E 2.75%/D5W

SULF FREE...................... 59
CLINIMIX E 4.25%/D10W

SUL FREE..........ccccuu... 102
CLINIMIX E 4.25%/D5W

SULF FREE.................... 102
CLINIMIX E 5%/D15W

SULFIT FREE................ 102
CLINIMIX E 5%/D20W

SULFIT FREE................ 102
CLINISOL SF 15 %........... 102
clobazam...........cccoveevverennnenn. 19
clobetasol.........ccceeveeiiienenns 56
clobetasol-emollient ............. 56
CLOBEX....ccovcieienen. 56,57
clodan ......cccooceeevvienieiiiien, 57
clomipramine............c..c....... 35
clonazepam............cccecuvennennne 19
cloniding ........ccccceveeeveeennnenn. 44
clonidine hcl ................... 35,44
clopidogrel.........ccceeevveennnenn. 47
clorazepate dipotassium........ 35
clotrimazole.............co........ 1,55

clotrimazole-betamethasone .55

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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clozapine..........cccceeeveeveennnens 35

CLOZAPINE..........coveune. 35
CLOZARIL.......ccooeveeenn. 35
COARTEM .....cooovvvvviiiinens 8
codeine sulfate...................... 27
COLAZAL .....ccooovvvevvennn. 73
COLCHICINE..........ccccuu..... 82
COLCRYS ..o, 82
colesevelam.............ccoeuuee.e. 48
COLESTID .....ccoovvveeeerneen. 48
colestipol ......ccccvvveevirennieennne. 48
colistin (colistimethate na) .....8
[¢16) (0 1670) ¢ FUUUUTURRI 73
COLYTE WITH FLAVOR
PACKS ..o, 73
COMBIGAN. .....ccovveeenenen. 92
COMBIPATCH.................... 85
COMBIVENT RESPIMAT .95
COMBIVIR......ccoovveeieiienens 2
COMETRIQ.......cccevvrenrnnee. 14
COMPLERA ......ccoevveeeeen 2
(78] 1910) (0 SRR 73
COMTAN ...oooiiveeeeeiieen, 22
CONCERTA .....ccoveee. 35
CONDYLOX ...ccovvveeeeinenne 51
constulose.........ccovveeeeeiuneenn. 73
CONZIP ..., 31
COPAXONE.....cccvvvee. 25
COPIKTRA.....cccvveeeein, 14
CORDRAN TAPE LARGE
ROLL ....oooviiiiiieeeee, 57
COREG .....coeeeeeeeeeeen, 44
COREGCR......ccouvvvvveeene 44
CORGARD. ......ccovveeeeiren, 44
CORLANOR.......ccoeeveree. 50
CORTEF ...cooovviiviiiiienn, 61
CORTIFOAM .........ccceuuee... 73
COItISONE ...covvvvvveeeeeeeeeeennnnee, 61
CORTISPORIN.................... 54
COSENTYX (2 SYRINGES)
.......................................... 51
COSENTYX PEN (2 PENS)51
COSOPT ....oovvieeeeeeeeeen, 92
COSOPT (PF) .ccovveevvereenne 92
COTELLIC.......cccoeeeveunnnn. 14

COTEMPLA XR-ODT
COUMADIN
COZAAR

CRESTOR
CRINONE
CRIXIVAN
cryselle (28)
CUBICIN
CUPRIMINE
CUTIVATE
CUVPOSA
cyclafem 1/35 (28)
cyclafem 7/7/7 (28)
cyclobenzaprine
cyclophosphamide
CYCLOSET
cyclosporine
cyclosporine modified
CYMBALTA

CYSTARAN
CYTOMEL
CYTOTEC

d2.5 %-0.45 % sodium

d5 % and 0.9 % sodium

d5 %-0.45 % sodium chloride
DAKLINZA
dalfampridine
DALIRESP
DALVANCE

DANTRIUM
dantrolene

DAPTACEL (DTAP
PEDIATRIC) (PF)............ 80
daptomycin ..........ccceeeueeennennne. 8
DAPTOMYCIN .......ccccoeuneneee. 8
DARAPRIM.......ccovverene 8
darifenacin...........ccccecvveennnenn. 99
DAURISMO........cccverurennn. 14
DAYPRO.....ccooeiiiine. 31
DAYTRANA.......ccovvevenee. 35
DDAVP .. 70
deblitane .........cccccvveevveennenn. 85
deferasiroX ......cccceevveviieennenne 59
DELESTROGEN ................. 85
DELSTRIGO........ccceevrenenne. 2
delyla (28)..ccccveeeiieeiieene. 87
DELZICOL.......cccceeveeennne. 73
demeclocycline..................... 12
DEMSER......cccoiiiiiiie. 44
DENAVIR ......oooverieienen. 56
DEPAKOTE.......ccocvveine. 19
DEPAKOTE ER................... 19
DEPAKOTE SPRINKLES...19
DEPEN TITRATABS .......... 83
DEPO-ESTRADIOL............. 85
DEPO-PROVERA................ 85
DEPO-SUBQ PROVERA 104
.......................................... 85
DEPO-TESTOSTERONE....70
DESCOVY ...vevieieieeiene 2
desipramine..............cccueennnnne 35
desloratadine...........cc........... 93
desmopressin ..........coccueeneenne 70

desog-e.estradiol/e.estradiol .87
desogestrel-ethinyl estradiol .87

DESONATE.....cccoovvveenne. 57
desonide.......ccevveveiviiinnnnnnnnn. 57
DESOWEN.......ccooovvveeennennn. 57
desoximetasone..................... 57
DESOXYN.....ooovviieveicnneennn. 35
DESVENLAFAXINE .......... 35
desvenlafaxine succinate ...... 35
DETROL ......oooovvvieiiinn. 99
DETROL LA .......c..coeenne. 99
dexamethasone ..................... 61
dexamethasone intensol........ 61

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

phosphate.........cccceeueenee. 92
DEXEDRINE SPANSULE..35
DEXILANT......ccveveeieenene 76
dexmethylphenidate ............. 35
DEXPAK 13 DAY ............... 61
dextroamphetamine.............. 35
dextroamphetamine-

amphetamine .................... 35
dextrose 10 % and 0.2 % nacl

.......................................... 59
dextrose 10 % in water (d10w)

.......................................... 59

dextrose 5 % in water (d5w) 59
dextrose 5%-0.2 % sod

chloride........c.ccovvveuveennen. 59
dextrose 5%-0.3 %
sod.chloride....................... 59
dextrose with sodium chloride
.......................................... 59
DIASTAT .....oooveeeeee, 19
DIASTAT ACUDIAL.......... 19
diazepam..........c.ccceuvenn.e. 35, 36
DIBENZYLINE ................... 44
DICLEGIS.......c.ceovvveen 73
DICLOFENAC EPOLAMINE
.......................................... 31
diclofenac potassium............ 31
diclofenac sodium ....31, 51, 91
diclofenac-misoprostol......... 31
dicloxacillin.............c.cceee.... 10
dicyclomine............cccccueneen. 72
didanosine...........cccceeeeeureeenns 2
DIFFERIN..........ccovvrennne 53
DIFICID .....cooeeeieeeieeeee 6
diflorasone.........cccccceenvennn. 57
DIFLUCAN........ceevveeereeennen. 1
diflunisal...........ccccoeeeeenneenn. 31
digiteK.....ocoovevevieieeiieiieen 50
(4 7e0) SRR 50
digoXiN....cccvevvieiieeieeieeneen 50
dihydroergotamine ............... 23
DILANTIN 30 MG .............. 19
DILANTIN EXTENDED 100
MG ..o, 19

DILANTIN INFATABS 50

1Y (€ O 19
DILANTIN-125 125 MG/5
ML oo 19
DILAUDID .......ccoovverrennnnne. 27
diltiazem hcl ...........cccueenne. 44
dilt-XT i 44
DIOVAN ..ot 44
DIOVAN HCT .......ccovveunenee. 44
DIPENTUM .....cccoovveirennne 73
diphenoxylate-atropine......... 72
DIPROLENE..........cceennene. 57
dipyridamole...........cceeen...... 47
disulfiram...........cccceeveenennne 59
DITROPAN XL .........ccu....... 99
DIURIL ....ooovieiieiieiieie 44
divalproeX........ccoevveevcuveennnenn. 20
DIVIGEL.......cccveiiiinne 85
dofetilide.......c.cccevvveerrreennenn. 42
DOLOPHINE..........ccccu....e. 27
donepezil ......cccoeeevvveviieennenn. 25
DOPTELET (10 TAB PACK)
.......................................... 47
DOPTELET (15 TAB PACK)
.......................................... 47
DORYX...ooiiiieiieieeieeeee 12
DORYX MPC .........ccoveuueee. 12
dorzolamide.............ccoeenene. 92
dorzolamide-timolol.............. 92
dorzolamide-timolol (pf)......92
14 0] 1 5 PSS 85
DOVATO ..ccveeieeiieeeeenee, 2
DOVONEX .....ccccovvvevrennn. 51
doXazoSiN.......ceeveereeeiieennne 44
doxepin.......cceeeveereeennnne 36, 51
doxercalciferol...................... 70
doxy-100......ccceeverieeirennnne. 12
doxycycline hyclate.............. 12

doxycycline monohydrate ....12
doxylamine-pyridoxine (vit b6)

.......................................... 73
dronabinol...........ccceeeeveeenenn. 73
drospirenone-e.estradiol-lm.fa

.......................................... 87

drospirenone-ethinyl estradiol

.......................................... 87
DROXIA.....c.ooovieveeeeen. 14
DUAC. ... 53
DUAVEE........cccoovvivein. 85
DUETACT ...oooovviiiieiien. 63
DUEXIS ... 32
DULERA .........cooveee. 95
duloxeting ............cooeevvvvnennnn. 36
DUOBRII ........cccovveeennne. 57
DUOPA ......ccoeveieiee. 22
DUPIXENT ......ccoovveieenne. 51
DURAGESIC .......ccccoeeuneee. 27
duramorph (pf)................ 27,28
DUREZOL ......cccoovvvveeennn.. 92
dutasteride.............coevuveeeennn. 99
dutasteride-tamsulosin.......... 99
DUTOPROL........ccccceunne.. 44
dvorah.....cccooovviiiiiiiiiiinnnn, 28
DYANAVEL XR ................. 36
DYAZIDE .......oovvvveeennnn. 44
DYMISTA ... 95
DYRENIUM......cccoceevennnnn. 44
E
€..8. 400 ..., 6
E.E.S. GRANULES................ 6
eCconazole ......ccccceevvvvevnnnnnnnnn. 55
EDARBI .........coovvvieeenn. 44
EDARBYCLOR.................... 44
EDECRIN.........cccovvveeennnne. 44
EDURANT .....coooviieiieiieeens 2
efavirenz .........coceeeeeenveeeeennnn. 2
EFFEXOR XR.......cccoeeuveeen.. 36
EFFIENT ......oooovvvieieenee. 47
EFUDEX .....oooviveiieeeennenn. 51
ELESTRIN ......cooovvvviiinnnn. 85
eletriptan.........cccceeveveeeieennnnns 23
ELIDEL ......ccoooovviiiiiiin. 51
ELIGARD........coovvveeennen.. 14
ELIGARD (3 MONTH)....... 14
ELIGARD (4 MONTH)....... 14
ELIGARD (6 MONTH)....... 14
ELIMITE .........ccoovvvvieennn. 58
ELIQUIS.......coovieeeeeeeeee 47
ELMIRON......ccccvvvveennnn. 100
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ELOCON.....ccoiiiiiiiieienenn 57
EMBEDA ......cccoeiieieenee 28
EMCYT...cooiiiiiiieeee 15
EMEND.......coooiieieieienens 73
EMFLAZA ..o 61
EMGALITY PEN ................ 23
EMGALITY SYRINGE....... 23
eMOqUEtLte .....covuveerireeriiennnn 87
EMSAM ...cccooiiiiiieiee 36
EMTRIVA ..ot 2
EMVERM ......ccoooviiiine. 8
ENABLEX ....ccooviiiiiiiiieens 99
enalapril maleate .................. 44
enalapril-hydrochlorothiazide
.......................................... 44
ENBREL .....cccoooiiiiniiiens 83
ENBREL MINI..................... 83
ENBREL SURECLICK ....... 83
ENDARI.....ccoiiiiiiieee 59
endocet ....cc.eevuerieriieiinieiee 28
ENGERIX-B (PF)................ 80
ENGERIX-B PEDIATRIC
(PF) e 80
€NOXAPALIN ..eovvrenereneeeeireeneens 47
[S110) (SR SRR 87
eNnsKyCe ...ooovvviieiiiiieiieen 87
ENSTILAR ....cocveines 51
entacapone.........ceevuveeruveennnn 22
ENEECAVIT .eveeiiieiieeieeniieeieene 2
ENTOCORT EC .................. 73
ENTRESTO ....cccoevveinnen 50
eNUIOSE....covverieriieieeieriieieae 73
ENVARSUS XR......ccceueeee. 15
EPCLUSA ..ot 2
EPIDIOLEX......ccccceviirnnen 20
EPIDUO ......ccovvieeeieene 53
EPIDUO FORTE.................. 53
epINAstine.........cceeeeveeeeeveennne. 91
epinephrine...........cceeeveennenn. 93
EPINEPHRINE..................... 93
EPIPEN 2-PAK......cccceenenen. 93
EPIPEN JR 2-PAK............... 94
EPItOL.eeeeiieiieiieiieeieeeeen 20
EPIVIR ..ot 2
EPIVIR HBV......cccceviine 2

eplerenone ...........ccceevvennennne. 44

EPOGEN .......cccoovviieiene. 78
EProsSartan ..........cceeeevveerunenne 44
EPZICOM ....ccooevveieieiennne 2
EQUETRO ....cccooveiienee. 20
ERAXIS(WATER DILUENT)

............................................ 1
ergoloid.......cccoeeviiiiiniieiene 36
ergotamine-caffeine.............. 24
ERIVEDGE........ccceevuenennne. 15
ERLEADA .....ccoooviiieenne. 15
erlotinib .......ccoceevverienienenne. 15
EITIN coneeenieeieeiee et 85
ERTACZO......cccocvvvvviienne. 55
ertapenem ........cceeevvveeeennnnennn. 8
eIy Pads.....cccveviieiieiiieiene 53
eIYEel.eeviiiiiiieiieeeeeee 53
ERYPED 200 ....cccocveverernnnne 6
ERYPED 400 .....ccccvevveernne 6
ery-tab....ccooviiiiiiieeeeee 6
ERY-TAB...cccooiiiriiere 6
ERYTHROCIN. ........ccceeeuvnee 7
erythrocin (as stearate) ........... 6
erythromycin .................... 7,90

erythromycin ethylsuccinate...7
erythromycin with ethanol....53
erythromycin-benzoyl peroxide

.......................................... 54
ESBRIET.......coovevieeriennn 95
escitalopram oxalate.............. 36
esomeprazole magnesium.....76
ESOMEPRAZOLE

STRONTIUM................... 76
estarylla ......cccoeevieniiniien 87
ESTRACE .....ccovevvieiren 85
estradiol .........ccceeveeeiiieinnnn, 85
estradiol valerate................... 85
estradiol-norethindrone acet.86
ESTRING.......ccceevveeiren, 86
eszopiclone ..........cceeveeevnennne 36
ethacrynic acid..........c........... 44
ethambutol ..............ccoeenennne 8
ethosuximide ............c..c........ 20
ethynodiol diac-eth estradiol 87
etodolac .......coceeveriienieniennn. 32

EUCRISA. .......ooovveeeei. 51
EURAX ..o 58
EVAMIST ....oooovviiiine. 86
EVEKEO ........cooovvvvivnnnn. 36
EVENITY ..ovviiiiiiiiee. 82
EVISTA ..o 82
EVOCLIN........coovvveeeernenn. 54
EVOTAZ ..o, 2
EVOXAC ....ooovvieveeeeene. 59
EVZIO ... 32
EXELDERM .....cccceevvnnnennnn. 55
EXELON ....c.cocovviiieieenn. 25
eXEeMEStane .......cceeeeeeeennnnnnnn. 15
EXFORGE........cccooveeenne. 44
EXFORGE HCT................... 44
EXJADE .....cooooveii. 59
EXTAVIA ..o 78
EXTINA ..o, 55
EZALLOR SPRINKLE........ 48
ezetimibe.........ccoovveeeiinneeeenn, 48
ezetimibe-simvastatin........... 48
F

FABIOR .......ccoovvviviiin. 54
falmina (28) ....cccveevveiiieene 88
famciclovir.......ccccoevveveennnnnnen.. 2
famotiding..............ccevvveeenn. 76
FANAPT....ccovviiiieie. 36
FARESTON .....cccovvvveenneen. 15
FARXIGA ....oooovvvveeeenn. 63
FARYDAK......ccoovvveeennen. 15
FASENRA .......coovvvivei. 95
fayosim ......ccoceeeeveenieiiiene 88
FAZACLO.......cccovvvvveeennnn.. 36
felbamate .............cccoeevveeeennn. 20
FELBATOL......cccoeveennnne.. 20
FELDENE .......ccoovvvvivnnn. 32
felodipine........ccceevveeciiennenne 44
FEMARA ........ooovvvviie. 15
FEMHRT LOW DOSE ........ 86
FEMRING ........cooovvvviinnnnn. 86
femynor.........ccoeevvevveeiieennnns 88
fenofibrate............ccoovvnuvnenen. 48
FENOFIBRATE................... 48
fenofibrate micronized.......... 48

fenofibrate nanocrystallized .48

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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fenofibric acid ...................... 48

fenofibric acid (choline)....... 48
FENOGLIDE ....................... 48
fenoprofen .........ccceeeeeeieeinns 32
FENOPROFEN..................... 32
fentanyl.........ccooviniinnnnn. 28
fentanyl citrate...................... 28
FENTANYL CITRATE....... 28
FENTORA .....c.cooveeviernen. 28
FERRIPROX.........cccuvvnnne 59
FETZIMA ......ccoovveevverennen. 36
FEXMID ....cccoovviiiiiieiinnn. 26
FIASP FLEXTOUCH U-100
INSULIN.....ooeiieiieienee. 63
FIASP U-100 INSULIN....... 63
FIBRICOR .......cccoverriennee. 48
FINACEA .....cccooveireenen. 54
finasteride.........cccoeveeeieennne 99
FIRAZYR....ccoovviieiieiinen. 95
FIRDAPSE.......cooveien. 25
FIRMAGON KIT W
DILUENT SYRINGE...... 15
FIRVANQ ....ccoiiiieiieirees 8
flac otic Oil.......cccvveeieeienines 61
FLAGYL ..cooviiiiiiieieieee, 8
FLAREX ...cooiiiiieieeieeen, 92
flavoxate......ccceevueeneenieninens 99
FLEBOGAMMA DIF .......... 80
flecainide.........ccceeevveennennne. 42
FLECTOR ......coevieiiinee. 32
FLOLIPID ......c..ccoveerrernnee. 48
FLOMAX ....coooiiiieiieieee, 99
FLOVENT DISKUS............. 96
FLOVENT HFA.................. 96
fluconazole.........cccccvveueennnnnn. 1
fluconazole in nacl (iso-osm). 1
flucytosine ........cccveeveenveennnnnne. 1
fludrocortisone ..................... 61
FLUMADINE .......cceevviennne 2
flunisolide..........ccccovveennennnee. 96
fluocinolone............cccveenee. 57

fluocinolone acetonide oil ....61
fluocinolone and shower cap 57
fluocinonide...........cccoeeueneee. 57
fluocinonide-e....................... 57

fluoride (sodium)................ 102
fluorometholone ................... 92
fluorouracil ..........coceveennnee. 51
FLUOROURACIL................ 51
fluoxetine......c.cccevveerveenenne 36
fluphenazine decanoate ........ 36
fluphenazine hcl ................... 36
flurandrenolide ..................... 57
flurbiprofen..........cccccveeennnnne 32
flurbiprofen sodium.............. 91
flutamide.......ccceeveeniennnennn 15

fluticasone propionate ....57, 96
fluticasone propion-salmeterol

.......................................... 96
FLUTICASONE PROPION-

SALMETEROL................ 96
fluvastatin..........ccceeeveeeee 48,49
fluvoxamine.................... 36, 37
FML FORTE........cccceevennne. 92
FML LIQUIFILM ................ 92
FML S.O.P. .ccocviiiene, 92
FOCALIN.....cccceviiirieenne. 37
FOCALIN XR .....covvrieinnne. 37
fondaparinux............cceeunene. 47
FORFIVO XL......ccccvvvennne. 37
FORTAMET .....ccccoovvvvenne. 63
FORTEO ....cccoovviiiieenne. 82
FORTESTA.....cooveiriienne. 70
FOSAMAX ...ccovviiiiieenne. 82
FOSAMAX PLUS D............ 82
fosamprenavir..........c.cceueeenee. 2
fosinopril .......ccceeeveeniienennne 44
fosinopril-hydrochlorothiazide

.......................................... 44
FOSRENOL ......ccccccvviennne. 59
FRAGMIN......c.ccvevreiennen. 47
FREAMINE HBC 6.9 %....102
FROVA ..o, 24
frovatriptan ...........ccecveenennne. 24
FULPHILA.......ccoeeeieee. 78
FURADANTIN.......ccoeeueee. 13
furosemide...................... 44,45
FUZEON ....ccooiiiiiiieiiene 2
fyavolv.....coeveeeeiieeieeee, 86
FYCOMPA.......cccovine. 20

G
gabapentin............cocceereenen. 20
GABITRIL ......cccoevveenee. 20
GALAFOLD......cccevvverennene. 70
galantamine.............ccoeeuvennnn. 25
GAMMAGARD LIQUID.....80
GAMMAGARD S-D (IGA <1
MCG/ML)...cccvevieieniinne 80
GAMMAKED.......ccccuveennen. 80
GAMMAPLEX ......ccocovnenee. 80
GAMMAPLEX (WITH
SORBITOL) .....ccccceuveunene 80
GAMUNEX-C......coovvrennne 80
GARDASIL 9 (PF)............... 80
GASTROCROM .................. 73
gatifloxacin..........coceeveenen. 90
GATTEX 30-VIAL .............. 73
GAUZE PAD.......ccoeeveenen. 63
avilyte-C..cvvvvrireriieeieeenee, 73
gavilyte-g.....cccoevvevviennnnnn. 73
gavilyte-N......ccoceevevveenreeennen. 73
GELNIQUE.......ccceoviinnn 99
gemfibrozil .........cccoeeenennen. 49
GENERESS FE ..o 88
generlac......ooeeveeeeiieenieeennee, 73
gengraf........cooooeiiiniiieniennn. 15
GENOTROPIN.........cccoeue.e. 78
GENOTROPIN MINIQUICK
.......................................... 78
gentak ......occoeveieeiieeiieeee, 90
gentamicin .................. 8, 54,90
gentamicin in nacl (iso-osm) ..8
GENVOYA ..o 2
GEODON .....ccocoeviiiiieenn 37
glanvi (28) ceeeevveeieeieeieeen 88
GILENYA ..o 25
GILOTRIF .....cccovveiiianne 15
GLASSIA ..o 59
glatiramer...........cccoecveevneennnn. 25
glatopa .....ccveeeviieeiieeieeee, 25
GLEEVEC.....cccccocviiiinn. 15
GLEOSTINE ........covvevnee 15
glimepiride.........cccoeeveernnennnnn. 63
glipizide .......coovvveevieeieene, 64
glipizide-metformin.............. 64

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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GLUCAGEN HYPOKIT .....64
GLUCAGON EMERGENCY
KIT (HUMAN) ......c....... 64
GLUCOPHAGE................... 64
GLUCOPHAGE XR............. 64
GLUCOTROL.........ccccueuuee. 64
GLUCOTROL XL ............... 64
GLUMETZA......cccoevriens 64
glycopyrrolate...........ccccueee.. 72
GLYSET ..o 65
GLYXAMBI ......cccvviieene 65
GOCOVRI......cccccouveunenee. 22,23
GOLYTELY ..ooooviiiiieiinne. 73
GONITRO......coceviirieienene 50
GRALISE ..ot 20
GRALISE 30-DAY STARTER
PACK ..ot 20
granisetron hcl.......ocoocene. 73
GRANIX ..ot 78
griseofulvin microsize............ 1
griseofulvin ultramicrosize..... 1
guaniding.........cccceeveenieennene 37
GYNAZOLE-1...ccceoveeenneee 87
H
HAEGARDA ......cccoovene. 96
hailey 24 fe.......cccccevvveeeennen. 88
HALDOL .....cccoooviiiinee 37
HALDOL DECANOATE....37
halobetasol propionate.......... 57
HALOBETASOL
PROPIONATE................. 57
HALOG. ..o 57
haloperidol............cccceeunen.e. 37
haloperidol decanoate........... 37
haloperidol lactate................. 37
HARVONI ......ccveiieee 2
HAVRIX (PF) .cccveviiiinee. 80
heparin (porcine) .................. 47
HEPATAMINE 8% ........... 102
HEPSERA ..o 2
HETLIOZ ....ccoovveiiiicnee 37
HIBERIX (PF) ...c.cccvevvvennnee. 80
HIPREX ...ccooiiiiiiiiiieieee 13
HORIZANT ..o 25

HUMALOG JUNIOR
KWIKPEN U-100
HUMALOG KWIKPEN
HUMALOG MIX 50-50
INSULN U-100
HUMALOG MIX 50-50
KWIKPEN
HUMALOG MIX 75-25
KWIKPEN
HUMALOG MIX 75-25(U-
100)INSULN
HUMALOG U-100 INSULIN

HUMIRA PEDIATRIC
CROHNS START
HUMIRA PEN
HUMIRA PEN CROHNS-UC-
HS START
HUMIRA PEN PSOR-
UVEITS-ADOL HS
HUMIRA(CF)
HUMIRA(CF) PEDI
CROHNS STARTER
HUMIRA(CF) PEN
HUMIRA(CF) PEN
CROHNS-UC-HS
HUMIRA(CF) PEN PSOR-
UV-ADOL HS
HUMULIN 70/30 U-100

HUMULIN 70/30 U-100
KWIKPEN
HUMULIN N NPH INSULIN
KWIKPEN
HUMULIN N NPH U-100

HUMULIN R REGULAR U-
100 INSULN
HUMULIN R U-500 (CONC)

hydralazine ............cccceuenneee. 45

HYDREA .....cocoiiiien 15
hydrochlorothiazide.............. 45
hydrocodone-acetaminophen28
hydrocodone-ibuprofen ........ 28
hydrocortisone........... 57, 61,73
hydrocortisone butyrate......... 57
hydrocortisone valerate ........ 58

hydrocortisone-acetic acid....61
hydrocortisone-pramoxine....73

hydromorphone..................... 28
hydromorphone (pf).............. 28
hydroxychloroquine................ 8
hydroxyurea............ccceeueenneen. 15
hydroxyzine hel .................... 94
HYSINGLA ER.........cccoc.... 28
HYZAAR ..o 45
I
ibandronate .........c.cceeeueenuennne 82
IBRANCE.......cccoieiiniiee 15
DU, 32
ibuprofen.........ccccevveeiienene 32
ibuprofen-oxycodone............ 28
ICLUSIG ....ccceviiieieiiienn 15
IDHIFA....cccoiiiiieeeeeene 15
ILEVRO ..o 91
ILUMYA .o 51
IMatinib.......ccoeveeveiienienene 15
IMBRUVICA ......ccoovee 15
imipenem-cilastatin ................ 8
imipramine hel...................... 37
imipramine pamoate.............. 37
IMIqUIMOd......covieiiiniieienne 51
IMIQUIMOD .......ccccervenne 51
IMITREX ...cooviiiiiiiieene 24
IMITREX STATDOSE PEN24
IMITREX STATDOSE
REFILL....cocooiiiiiiiiiieene 24
IMOVAX RABIES VACCINE
(PF) e 80
IMPOYZ.....ooooviviiiiiiiannn. 58
IMURAN ....cootiiiiriieenn 15
IMVEXXY MAINTENANCE
PACK ...ooiiiiiiiiiiieie 86

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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IMVEXXY STARTER PACK

.......................................... 86
INBRIJA ..o 23
INCASSIA vvveeveeeereeeeiree e 86
INCRELEX .....cooeiiiiiiiianene 59
INCRUSE ELLIPTA ........... 96
indapamide ...........ccceeeveennenne 45
INDERAL LA.....cccccvvee 45
INFANRIX (DTAP) (PF) ....80
INFLECTRA.......coeeiene 73
INGREZZA........ccoveen 25
INGREZZA INITIATION

PACK ..ot 25
INLYTA .o 15, 16
INNOPRAN XL......ccceeueeeee. 45
INSPRA.....coooiiieiieee 45
INSULIN LISPRO................ 65
INSULIN PEN NEEDLE.....65
INSULIN SYRINGE-

NEEDLE U-100............... 65
INTELENCE..........cceeueenene 2
intralipid........cccoeoveeiiennnn 102
INTRALIPID .........coeenee. 102
INTRAROSA. ......ccoeve. 87
INTRON A ..o 78
introvale......c.ccceceeverienennene 88
INVANZ...coiiiiieeee 8
INVEGA......ooiiiiiriiee 37
INVEGA SUSTENNA.......... 37
INVEGA TRINZA............... 37
INVELTYS .o 92
INVIRASE .....cooiiiiiiiine 2
INVOKAMET........ccveuenee. 65
INVOKAMET XR............... 65
INVOKANA ..o 65
IONOSOL-MB IN D5W....102
IOPIDINE.......cocveiiriiinene 93
TIPOL ...oovieieeeeeeeee 80
ipratropium bromide....... 61,96
ipratropium-albuterol ........... 96
irbesartan ..........ccocceeveneennne. 45
irbesartan-hydrochlorothiazide

.......................................... 45
IRESSA ....coiiieeee 16
ISENTRESS ..o 2

ISENTRESSHD .................... 2
1S1b10OM .., 88
ISOLYTE-P IN 5 %
DEXTROSE ................... 102
ISOLYTE-S....ccveviiiieeens 102
1S0MIAZId........coviiiiiiiiieeeeeians 8
ISOPTO CARPINE.............. 91
ISORDIL ......cccvvveeeiieeenne. 50
ISORDIL TITRADOSE ....... 50
isosorbide dinitrate ............... 50
isosorbide mononitrate ......... 50
1SOtretinoin............ccevveeeeenee.. 54
1T 216 110111 (ISR 45
ISTALOL .....cccvvveee 90
itraconazole .........ccceevvvveenennnn. 1
Ivermectin............coeveeeeeennnenn.. 8
IXIARO (PF)..ccveveeriennn 80
J
JADENU .....coovvviiiiiiieeenn 59
JADENU SPRINKLE .......... 59
JAKAFT ..o 16
JALYN oo 99
JANtOVEN ..., 47
JANUMET ..o 65
JANUMET XR.....cccovvvennnnn. 65
JANUVIA......cooie 65
JARDIANCE........ccoveeen.. 65
jasmiel (28)..cccevvveeiieiiieine 88
JENTADUETO..................... 66
JENTADUETO XR.............. 66
Jinteli...eeeieeieeeeeeee, 86
JOLVEte ..o 86
JUBLIA ....ooooiiieeee 55
Juleber......ccoviieiiieniieiee 88
JULUCA.......ooooeeeeeeeeee 2
junel 1.5/30 (21) ecevvecvrennes 88
junel 1720 (21) coovveeiieiies 88
junel fe 1.5/30 (28)................ 88
junel fe 1/20 (28) ......ccveneeee 88
junel fe 24 ......cccoeevveviienen. 88
JUXTAPID.....coooveevenn. 49
JYNARQUE......cooevveeen. 70
K
KADIAN ....oooviiiiiiiieeeee 28
kaitlib fe........cooevvviiiiiininens 88

KALETRA .....coooviiiiiiieee, 2
KALYDECO......ccoeeevenne. 96
KAPVAY .. 37
kariva (28) .ccveeeeveeeieeeieens 88
KAZANO .....oooovvveeieecnnn. 66
kelnor 1/35 (28) ..ccccuveeennennes 88
kelnor 1-50........cccovvveeennnnnn. 88
KENALOG.......cccovvveennenn.. 58
KEPPRA........ooovieeee. 20
KEPPRA XR .....ccoovvveerenne. 20
KERYDIN ......coovvviiiiiiienn. 55
ketoconazole..................... 1,55
ketoprofen..........ccecveeeuveennee. 32
ketorolac ..........ccoeevvveeeennnnnn. 91
KEVEYIS ..o 25
KEVZARA........ovvvveen. 84
KHEDEZLA........cccocoeuvenne.. 37
KINERET ........cooovivienne. 84
KINRIX (PF)..cooovvievieiienne. 81
kionex (with sorbitol) ........... 59
KISQALI ......covviiiiieieenee 16
KISQALI FEMARA CO-
PACK ....ooviviiieeiieeen 16
KITABIS PAK .....cocovvvene. 8
KLARON ......coovvvviiiin. 54
KLONOPIN......cccceeveernnen. 20
Klor-con......cooevvvveeiieieiiennnn, 100
klor-con 10.........ccccvveeeennen... 100
klor-con 8.....ccocvvvvevivieeiinnn. 100
klor-con m10 ...................... 100
klor-con m15 .........ooovennnn. 100
klor-con m20 ...................... 100
klor-con sprinkle................. 100
KOMBIGLYZE XR ............. 66
KORLYM.......ooovvvveeennn 70
KRINTAFEL.......oooovvivieenns 8
KRISTALOSE..........ccovnee... 73
721 o TR 100
K-TAB....ooveeieeeeeeene. 100
kurvelo (28) ..cccvveevveeeieeenee, 88
KUVAN. ..o 70
L
1 norgest/e.estradiol-e.estrad .88
labetalol ..........oooevvvvvvnnnnnnen. 45
LACRISERT .....ccovvvevnnnnee. 91
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lactulose.....c.oeeeeevuveeeeeeiieenn, 73
LAMICTAL ......cooovvvevennee. 20
LAMICTAL ODT................ 20
LAMICTAL STARTER
(BLUE)KIT .....cccoeevenee. 20
LAMICTAL STARTER
(GREEN)KIT .................. 20
LAMICTAL STARTER
(ORANGE) KIT............... 20
LAMICTAL XR........ccuo.... 20
LAMICTAL XR STARTER
(BLUE)..ccccoiiiieeeieeeee. 20
LAMICTAL XR STARTER
(GREEN).....ccovviereeennnen. 20
LAMICTAL XR STARTER
(ORANGE).....ccccccevveenen. 21
lamivudine.........cccccoeevvvennnene. 2
lamivudine-zidovudine........... 2
lamotrigine ..........cccceeeuvennee. 21
LANOXIN.......coovivveeeeennen. 50
lansoprazole.............ccccuuee...e. 76
lanthanum................cccceeee. 59
LANTUS SOLOSTAR U-100
INSULIN.........ccoerreenee 66
LANTUS U-100 INSULIN..66
larin 1.5/30 (21).cccveeeennneee. 88
larin 1/20 (21).eeevveeiieiiennen. 88
larin fe 1.5/30 (28)................ 88
larin fe 1/20 (28).......ccuueu...... 88
1arissia......ccccuveeeeecneeeeeeeneene. 88
LASIX ..o 45
LASTACAFT.....cccvveeenn. 91
latanoprost.........cccceveeeeevennee. 92
LATUDA ... 37
layolis fe.....cooeevivevieeiiennns 88
LAZANDA.........ccoe..... 28,29
LEDIPASVIR-SOFOSBUVIR
............................................ 3
leena 28 .....coooveevveiiiieieen, 88
leflunomide............ccoovennnnnnee. 84
LENVIMA ........oovveeeeenn. 16
LESCOL XL .....coveuvveveennnen. 49
1€SSINA......ccovveeeeeeriieeeeeenee. 88
LETAIRIS ......ooovvvieienee. 96
letrozole..........coovvuveeeeeinnnnnn, 16

leucovorin calcium ............... 13
LEUKERAN .....ccooooveeeiiinin. 16
LEUKINE.......c..cccoovvverennnn. 78
leuprolide.........ccoeveeviienennne. 16
levalbuterol hcl...................... 96
LEVALBUTEROL
TARTRATE..........ouuve. 96
LEVEMIR FLEXTOUCH U-
100 INSULN .......coeuvvrnnne 66
LEVEMIR U-100 INSULIN 66
levetiracetam ...........ccoee....... 21
levobunolol...........cccceeeune... 90
levocarniting ........ccccuvvveenene.. 59
levocarnitine (with sugar).....59
levocetirizine .........cceeeeeee... 94
levofloxacin.........c.......... 12, 90
levofloxacin in dSw.............. 12
levonest (28).....ccceeeeuveernnenne 88

levonorgestrel-ethinyl estrad 88
levonorg-eth estrad triphasic 88

levora-28........cccooevvvvvvvnnnnnnnn. 88
levorphanol tartrate............... 29
LEVORPHANOL
TARTRATE............uuuuee. 29
LEVO-T...oooiiiiiiiceeeeene. 71
levothyroxine.......c...cccceeueenee. 71
|(51170).4 7 IO 72
LEXAPRO.....ccoeeeeiiiriiiiinnns 37
LEXETTE ..., 58
LEXIVA ..o, 3
LIALDA ..o 73
lidocaing .......cccceeeeeeuvveeeennnnne. 52
lidocaine hel .........ovvvveeeene. 52
lidocaine viscous .................. 52
lidocaine-prilocaine.............. 52
LIDODERM........ccoovvvvennne. 52
lindane .........ccooveveeeineeeeennen. 58
linezolid.........cooovuvvveiiiiiininnnns 8
linezolid in dextrose 5%......... 8
LINZESS ...oooooiieiiiieeeene. 73
liothyronine .........cccccecueueenee. 72
LIPITOR......ccoovveeieiieeenn 49
LIPOFEN......cccoovvieiiieeeeenn. 49
lisinopril.......cceeeveeeeieeennens 45

lisinopril-hydrochlorothiazide

.......................................... 45
lithium carbonate................... 37
lithium citrate............c.ccn...... 37
LITHOBID .....cccceoteiiriene 37
LITHOSTAT ...cvevveeeieene 60
LIVALO ..cceiiiiiieeeeee 49
LO LOESTRIN FE............... 88
LOCOID.....ccoteieiieiieieenne 58
LOCOID LIPOCREAM....... 58
LODINE .....cooiiiiieiieieene 32
LODOSYN ....ooviiivienieniene 23
LOESTRIN 1.5/30 (21)........ 88
LOESTRIN 1/20 (21)........... 88
LOESTRIN FE 1.5/30 (28-

DAY) oo 88
LOESTRIN FE 1/20 (28-DAY)

.......................................... 88
LOKELMA.......cccovteiriene 60
LOMOTIL .....oovvivieiinieiene 72
LONHALA MAGNAIR

REFILL....ccccooviiiiiiniinne 96
LONSURF ....ccooviieiiiene 16
loperamide..........ccccveveeennnnne 72
LOPID ....ooiiiiiieieeeene 49
lopinavir-ritonavir................... 3
lopreeza.........ccceevveeeveeennenn. 86
LOPRESSOR .....ccccccvvieiene 45
LOPRESSOR HCT .............. 45
LOPROX ....cooviiiiiiiiiiieene 55
LOPROX (AS OLAMINE)..55
lorazepam ...........cccceeeueenennne 38
LORBRENA........cccoieiene 16
lorcet (hydrocodone) ............ 29
lorcet hd.......ccovveviiiiinienn 29
lorcet plus ....ccveeevveeeieeenen. 29
loryna (28) ..ccceeeeveevieeiieiens 88
losartan .........ccceeevveeeveeennenn. 45
losartan-hydrochlorothiazide 45
LOSEASONIQUE................ 88
LOTEMAX.....cccvoveurnnnn. 92,93
LOTEMAX SM......ccceevueeene 93
LOTENSIN.....cocviiieiirieienne 45
loteprednol etabonate............ 93
LOTREL.....cccceeiiieiiiene 45
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LOTRISONE.........ccceeuvnee. 55

LOTRONEX .....ccccoverennee. 73
lovastatin ........ccceeeeveneeenene. 49
LOVAZA ..o 49
LOVENOX......cceviriereanens 47
low-ogestrel (28).................. 88
loxapine succinate................. 38
LUCEMYRA ......ccoooien 32
LULICONAZOLE ............... 55
LUMIGAN ....cocoiiiiriiienenn 92
LUNESTA. ..o 38
LUPANETA PACK (1
MONTH)...oevieieieinens 87
LUPANETA PACK (3
MONTH)..coovieiieinens 87
LUPRON DEPOT................ 16
LUPRON DEPOT (3
MONTH)....cooieiiriiiens 16
LUPRON DEPOT (4
MONTH)....cooieiiriiiens 16
LUPRON DEPOT (6
MONTH)....cooieiiriiiens 16
lutera (28) .vveeeveeeiieeieene, 88
LUXIQ cooeeeiieienieneeienieeen 58
LUZU oo, 55
LYNPARZA......covvinn. 16
LYRICA ..o 21
LYRICA CR.....cccvveee. 21
LYSODREN.......ccccccvverennee. 16
LYSTEDA......ccooiieiiee. 87
1YZa oo 86
M
MACROBID .........cccuvenenee. 13
MACRODANTIN................ 13
mafenide acetate................... 54
magnesium sulfate.............. 100
MALARONE .......cccoeeviene 8
MALARONE PEDIATRIC ...8
malathion.........c.cceceeveneenen. 58
maprotiling ............ccceeeuveenee. 38
MARINOL .......ccoveerrerrnee. 73
marlissa (28)....ccccceevveeereennne. 88
MARPLAN ....ccooveireiinen. 38
MATULANE ....cccovernee. 16
matzim la........ccocevenienenens 45

MAVENCLAD (10 TABLET

PACK) ..oooiieiiiieeieein, 25
MAVENCLAD (4 TABLET
PACK) ..oooiieiiiieeieein, 25
MAVENCLAD (5 TABLET
PACK) ..o, 25
MAVENCLAD (6 TABLET
PACK) ..o, 26
MAVENCLAD (7 TABLET
PACK) ..o, 26
MAVENCLAD (8 TABLET
PACK) oo, 26
MAVENCLAD (9 TABLET
PACK) ..o, 26
MAVYRET .....ccoovvenn 3
MAXALT ..ot 24
MAXALT-MLT ......cc.......... 24
MAXIDEX .....ccoooveivieeennee. 93
MAXIPIME..........ccoovvveen. 6
MAXITROL.........cccuvveeennee. 92
MAXZIDE.......ccccoovvveeeannn. 45
MAXZIDE-25MG................ 45
MAYZENT .....oovveeeenn. 26
meclizing ........ccccooeeevveeeennnn. 74
meclofenamate...................... 32
MEDROL.......c..oooeerirenn. 61
MEDROL (PAK) ................. 61
medroxyprogesterone........... 86
mefenamic acid..................... 32
mefloquine.........ccoceevvennennen. 8
megestrol .......ccveevveeerveennnenn. 16
MEKINIST .....c..oooveeeeenn. 16
MEKTOVI.......c..ooovevennne. 16
melodetta 24 fe..................... 88
meloxicam ............ccevveeennnen. 32
MEMANINE ..ovvvvveeeeeeeeennnneeee, 26
MEMANTINE...................... 26
MENACTRA (PF) ............... 81
MENEST .....ccoovviiiiieeeene. 86
MENOSTAR .......ccoovveeennn. 86
MENTAX ....oooviiiiieeeee 55
MENVEO A-C-Y-W-135-DIP
(PE) e, 81
MEPRON ......ccovvviiiieieene, 8
mercaptopurine..................... 16

METOPENCIMN ..cvvvreenereeeereeenenenn 8
MERREM........cccovviireen. 8
mesalamine...........cocceeeveennnen. 74
MESNEX.....ccooiiieiieieenne 13
MESTINON .....cooviiiriene 26
MESTINON TIMESPAN ....27
metadate er........ccceeeeveerinennnn. 38
metaproterenol...................... 96
metformin .........ccoeeveeeeveenee. 66
methadone...........ccoeceenennen. 29
methamphetamine................. 38
methazolamide..................... 92
methenamine hippurate ........ 13
methimazole .............c.......... 62
METHITEST .......ccovveenne. 70
methotrexate sodium ............ 16
methotrexate sodium (pf) .....16
methoxsalen............cccoeeennee. 52
methscopolamine.................. 72
methyclothiazide................... 45
methyldopa.......ccccevveeeveennee. 45
METHYLIN ......cccoooviene. 38
methylphenidate hcl.............. 38
METHYLPHENIDATE HCL
.......................................... 38
methylprednisolone .............. 61
methyltestosterone................ 70
metoclopramide hcl .............. 74
metolazone........c.eeeeveeenveenns 45
metoprolol succinate............. 45
metoprolol ta-hydrochlorothiaz
.......................................... 45
metoprolol tartrate ................ 45
METROCREAM.................. 54
METROGEL ............ccuc....... 54
METROGEL VAGINAL.....87
METROLOTION ................. 54
metronidazole.............. 9, 54, 87
metronidazole in nacl (iso0-0s) 9
mexileting .........ccceeveeeenveennee. 42
mibelas 24 fe.........ccccoeeeennnen. 88
MICARDIS.......ccoveeeiene 45
MICARDIS HCT.................. 45
miconazole-3 ............cccuenneee. 87
MICORT-HC..........ccceueene. 74
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microgestin 1.5/30 (21)........ 88

microgestin 1/20 (21) ........... 88
microgestin fe 1.5/30 (28)....88
microgestin fe 1/20 (28)....... 88
midodrine ........c.ccocevveevcenene 60
MIZETEOt ..ooveieiiieiieieeieenee, 24
miglitol ......cceevvieriiiiieienne, 66
miglustat......c..ccoevveniiieniennen. 70
MIGRANAL .....cccoveiee. 24
Ml e 88
millipred .......ccooovevviieennnnnne. 61
1001000 177) S 86
mimvey lo......ccccceeeeveenneennne. 86
MINASTRIN 24 FE.............. 89
MINIPRESS .....ccoiiiiiies 45
MINITRAN.....coceeiriiien 50
MINIVELLE........ccccovenenen. 86
MINOCIN ...cccoeoiiiiriinieenens 12
minocycline.........c.cceeeeuvennnee. 12
minoXidil .......ccooeeveriiininnns 45
MIRAPEX .....ccoooieiiiiennnn 23
MIRAPEX ER.......cceeueenne 23
MITrtazapine........cceeevveereveennne. 38
MIRVASO ...cccooviiiniineennn 54
misOprostol.........ceeevveeevennne. 76
MITIGARE .....cccccovviiinen 82
M-M-R II (PF)...cccecevvennnne. 81
MOBIC.....cccoeviriinieirieen. 32
modafinil ... 38
moexipril .....coceevieriieiennnn. 45
molindone.........ccceeveeeenne. 38
mometasone.................... 58, 96
mondoxyne nl.........c.ccccuveenn. 13
montelukast ..........ccoceveennenn 96
MONUROL........cccerieennen 13
MOTrgidoX ...cveeeveeeeiieereenne 13
MORPHABOND ER ........... 29
MOTphine..........cceeeeevveeenvennne. 29
MORPHINE........cccooovvenenn 29
morphine concentrate............ 29
MOTEGRITY ...coocveeenene 74
MOTOFEN .....ccceeveieinnn 72
MOVANTIK ......ccocveernenn 74
MOVIPREP.........ccccevveenne 74
MOXEZA....ccoooiiiiiiieennn 90

moxifloxacin................... 12, 90
moxifloxacin-sod.chloride(iso)
.......................................... 12
MS CONTIN.....ccoevvereeee. 29
MULPLETA......ccovirienne. 47
MULTAQ ...t 42
MUPITOCIN..eeeevreeeireerireennenn 54
mupirocin calcium................ 54
MYALEPT ..o, 70
MYAMBUTOL...................... 9
MYCAMINE........coeviirene 1
MYCOBUTIN......ccceeverirnee 9
mycophenolate mofetil.......... 16
mycophenolate sodium......... 16
MYDAYIS ..o 38
MYFORTIC .....c.ccoovvvennne. 16
1000701 011211 SR 54
MYRBETRIQ...........c........... 99
MYSOLINE ......cccoovrenne. 21
MYTESI ..o, 72
N
nabumetone ...........ccccecuennee 32
nadolol........c.ccceviiiiiniinnin, 45
nadolol-bendroflumethiazide45
nafeillin.........ccooonininnin, 10
naftifine ........ccooeceevienienne 55
NAFTIN ..o 55
NALFON....ccooeiiiriiniiiene 32
NaloxXone .........cccceeveeeneenncnne 32
Naltrexone .........cceeveeveennennne. 32
NAMENDA......ccooerierne 26
NAMENDA TITRATION
PAK .o 26
NAMENDA XR.......cccueuee 26
NAMZARIC.......cccoevverne 26
NAPRELAN CR .................. 32
NAPTOXEN ..vveenereeeireeenireeenenenn 32
naproxen sodium.................. 32
naratriptan..........cceeeveereennnnne 24
NARCAN ..o, 32
NARDIL.....cooiiiiiieiiienne 38
NASONEX.....ccoeoieiieiennne. 96
NATACYN .o 90
NATAZIA ..o, 89
nateglinide ...........ccceevvennnnnn. 66

NATPARA .....ccoevveveee 70
NATROBA......cccocoveieene 58
NEBUPENT ......ccoveviieienen 9
necon 0.5/35 (28)..cccvveeeurennns 89
NEEDLES, INSULIN
DISP.,SAFETY .....ce.... 67
nefazodone..........cceeeveeerieennns 38
NEOMYCIN . 9

neomycin-bacitracin-poly-hc92
neomycin-bacitracin-

polymyXin.........ccceeeuveennnee. 90
neomycin-polymyxin b-
dexameth.........coccooeieie 92
neomycin-polymyxin-
gramicidin..........ccccveeenneen. 90
neomycin-polymyxin-hc.61, 92
NEORAL....cooveirieieeee. 16
NEO-SYNALAR.................. 54
NEPHRAMINE 5.4 %........ 102
NERLYNX ...ooiiiiriiniinienne 16
NESINA ..o, 67
NEUAC...c.veeeureeereereenireeneeennees 54
NEULASTA ....ccoiieieeee. 78
NEUPOGEN........cccevirnne. 78
NEUPRO ......coieiiieieee. 23
NEURONTIN......cccevernnee 21
NEVANAC......cooiiieeee. 91
NEVITAPINE ...oovvveereenireeeeeneenne 3
NEXAVAR......ccoovviieen. 16
NEXIUM ...ccoooiiiiniiiiiienen 76
NEXIUM PACKET.............. 76
NIACIN oot 49
NIACOR.......coooieieieeee, 49
NIASPAN EXTENDED-
RELEASE......ccoeiiiieene 49
nicardiping ..........cceeeveeeevveenns 45
NICOTROL......cccoecveirrnne. 60
NICOTROL NS......cccoeeveee 60
nifedipine.........ccceeevvervennn. 45
kK1 (28) oo 89
NILANDRON ......ccceovenee. 16
nilutamide..........ccoeeeeneenen. 16
NiModipine........ccceeeveervrennnnn. 45
NINLARO ...ccoeiieieieiene 17
nisoldipine ........ccceeevvenneennnnn. 45
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Nitro-bid.......cccevveiiiiinienens 50
NITRO-DUR.......ccoeieenen 50
nitrofurantoin.........c...cceec..... 13
nitrofurantoin macrocrystal .. 13
nitrofurantoin monohyd/m-

CIYSTeeeiiiieriieeieeeieeeeeee 13
nitroglycerin...........cceeueennee. 50
NITROSTAT......ccoevveeeenneen. 50
NITYR .o, 60
NIVESTYM ....cooeeeveenn 79
Mzatidine ...........ooovvvvvvvveenne.. 76
NIZORAL .....ccovveeeeeenn 55
NOCDURNA (MEN)........... 70
NOCDURNA (WOMEN)....70
NOCTIVA. ..o, 70
NOLIX..cooviiiiieiiiee e 58
§110) ¢ I o1 86
NORCO....cccoviivieeeeieeeene, 29
NORDITROPIN FLEXPRO 79

noreth-ethinyl estradiol-iron. 89
norethindrone (contraceptive)

.......................................... 86
norethindrone acetate ........... 86
norethindrone ac-eth estradiol

.................................... 86, 89
norethindrone-¢.estradiol-iron

.......................................... 89
norgestimate-ethinyl estradiol

.......................................... 89
NORITATE..........ccoeuveene. 54
NOTIYTOC ..vveevieeiieeiee e 86
NORMOSOL-M IN 5 %

DEXTROSE.................. 102
NORMOSOL-R IN 5 %

DEXTROSE................... 100
NORMOSOL-RPH 7.4 .....102
NORPRAMIN........ccovvvrenn. 38
NORTHERA .......cccovvvven. 60
nortrel 0.5/35 (28) ................ 89
nortrel 1/35 (21) coveeevveennneen. 89
nortrel 1/35 (28) ..coeevvenenee. 89
nortrel 7/7/7 (28) .eeeeuveeennnee. 89
nortriptyline.........cccccveeneenen. 38
NORVASC....ccoovvvevveeeen. 45
NORVIR ......ooovvviiiieeeeeenne, 3

NOVOFINE 32.......ccceeuenee 67
NOVOLIN 70/30 U-100
INSULIN ..ot 67
NOVOLIN N NPH U-100
INSULIN ..ot 67
NOVOLIN R REGULAR U-
100 INSULN ......cccvennnee. 67
NOVOLOG FLEXPEN U-100
INSULIN ...ttt 67
NOVOLOG MIX 70-30 U-100
INSULN ..o 67
NOVOLOG MIX 70-
30FLEXPEN U-100......... 67
NOVOLOG PENFILL U-100
INSULIN ...t 67
NOVOLOG U-100 INSULIN
ASPART....coovieieiinn, 67
NOXAFIL ..cocvvviiiiiiinieenne. 1
NUCALA ....cooiieieee 96
NUCYNTA ..o 32
NUCYNTA ER .....ccoeenenee 32
NUEDEXTA ....cccovevveirnne 26
NULYTELY WITH FLAVOR
PACKS ..o 74
NUPLAZID.....ccceovveveene 38
NUTRILIPID..........c..c........ 102
NUTROPIN AQ NUSPIN....79
NUVARING.......cccceverirnne 87
NUVIGIL ....cooeiieieree 38
NUZYRA ..o 13
NUZYRA (7 DAY WITH
LOAD DOSE).........c........ 13
NUZYRA (7 DAY).............. 13
NYAMYC evvvveeenivreeeeniieeeeenneees 55
NYMALIZE. .......ccoooevverrnne 46
NyStatin ......cceevveeeveeenneens 1,55
nystatin-triamcinolone.......... 56
NYSTOP veveeeirreeeerirreeesireeeenaes 56
(0]
OCALIVA ..., 74
ocella ....ooovrieniiiiiieene, 89
OCTAGAM......cccvvvvverennee. 81
octreotide acetate.................. 17
OCUFLOX ...ccvevveieeeerenen. 90
ODEFSEY ...oooiiiiiiiiieiene 3

ODOMZO......cooevieieiennnn. 17
OFEV..oooiiiiieieieeeen, 97
ofloxacin................... 12, 61, 90
olanzapine...........cccceevveennnenn. 39
olanzapine-fluoxetine ........... 39
olmesartan............cccceevveennenn. 46
olmesartan-amlodipin-
hcthiazid .......cccoeeveeiienenne 46
olmesartan-
hydrochlorothiazide.......... 46
olopatadine ..................... 61,91
OLUMIANT ......oovviiiennne 84
(0] 515 G 58
OLUX-E .coiiiiriiiiiiciieene 58
OMECLAMOX-PAK........... 76
omega-3 acid ethyl esters .....49
omeprazole ........ccceeeveeennenn. 76
omeprazole-sodium
bicarbonate ...........c...c...... 77
OMNARIS.....coceeiiiiiee 97
OMNIPOD INSULIN
MANAGEMENT ............. 67
OMNIPRED ......ccceevvvreennnne 93
OMNITROPE...........cceeuneee 79
ondansetron.........c..ceeeueeneenne 74
ondansetron hcl..................... 74
ONEXTON....cccveviieieiene 54
ONFT...ooiiiiiiiniiiiciee 21
ONGLYZA ... 67
ONZETRA XSAIL............... 24
OPANA ..ot 29
OPSUMIT......ooviiiiiiiinn 97
ORACEA.......ooiieeeee 13
ORALAIR .....cocveiiiiiiiee 81
ORAPRED ODT .................. 62
ORAVIG.....ccoiiieieee 1
ORENCIA .....ccoeiieiiieee 84
ORENCIA (WITH
MALTOSE)....cccceeiviene 84
ORENCIA CLICKIJECT ......84
ORENITRAM .....ccccvvuvennne 46
ORFADIN ....ccccvevieieeieee 60
ORILISSA ..ot 70
ORKAMBI ..ot 97
Orsythia ......cccveeeveenieniiienens 89
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ORTHO MICRONOR.......... 86
ORTHO TRI-CYCLEN LO
(28) e 89
ORTHO-NOVUM 1/35 (28) 89
ORTHO-NOVUM 7/7/7 (28)
.......................................... 89
oseltamivir........ccooceeveeriennnnne. 3
OSENI....ooiiiiiiiiiiericiee 67
OSMOLEX ER .....cccceeeueneee 23
OSMOPREP.......ccccocvvnenene. 74
OSPHENA .....cccoiiiieiennne. 87
OTEZLA ....coovviiiiiee, 84
OTEZLA STARTER ........... 84
OTOVEL....ccocvviiiiiiieene. 61
OTREXUP (PF) ....ccovveeneee 84
OVIDE ..ot 58
oxacillin......ccoceeviininicnnnns 10
oxacillin in dextrose(iso-osm)
.......................................... 10
oxandrolone..........cccoecueennene 70
[0):€:101 0741 1 DU 32
OXAYDO ..coovvvviiiiiieene 29
oxcarbazepine...........c.c......... 21
OXERVATE .....cccoevvirienene 91
0X1C0NAZole......cocvveeieienens 56
OXISTAT ...ooiiiiiieeene 56
OXSORALEN ULTRA ....... 52
OXTELLAR XR.........con... 21
oxybutynin chloride.............. 99
oxycodone ...........cueen.... 29, 30
OXYCODONE ......ccceevenneee 30
oxycodone-acetaminophen...30
oxycodone-aspirin................ 30
OXYCONTIN....ccceevvvriene 30
oxXymorphone............ccc.ee...... 30
OXYTROL......ccoevvrerernee. 99
OZEMPIC ......cocvviirieiennne. 67
P
PACEIONE ...oovevreeereeeiieeenrenns 42
paliperidone............cccoeeuueen. 39
PALYNZIQ....ccooeeviiiieenen 70
PAMELOR........ccccvevvrrnnen 39
PANCREAZE ........ccccoeuene. 74
PANDEL......cccooieieieenee 58
PANRETIN .....cccoeviriiinene 52

pantoprazole ..........c.cccceeenenn. 77

PANZYGA. ... 81
paricalcitol.........cccceveerueennnnnne 70
PARLODEL.........cceevvenneeee. 23
PARNATE......ccoooviiiinne. 39
PArOMOMYCIN......eeeveeeeeaneennne 9
paroxetine hel ..., 39
paroxetine
mesylate(menop.sym)....... 39
PASER.....ccooiiiiiniiniiie 9
PATADAY ...oooiviiiiienee. 91
PATANASE .....coooeviiienne. 61
PATANOL ..o, 91
PAXIL ..ooviiiiiiinieceieeee, 39
PAXIL CR....ooveieieee, 39
PAZEO ..o, 91
PEDIARIX (PF) ..cccceevennnne. 81
PEDVAX HIB (PF).............. 81
peg 3350-electrolytes ........... 74
PEGANONE ........ccoevvvnenne. 21
PEGASYS ..o, 79
PEGASYS PROCLICK ....... 79
peg-electrolyte........ccuee.n..... 74
penicillamine ...........cccc..e... 84
PENICILLIN G POT IN
DEXTROSE.........ccccueee. 11
penicillin g potassium........... 11
penicillin g procaine............. 11
penicillin g sodium................ 11
penicillin v potassium........... 11
PENNSAID ....coocvevieiennee. 33
PENTAM....ccooviiiiniiniiiine 9
PENTASA ...cooieeeee, 74
pentoxifylline...........ccceneee. 47
PEPCID ....coocvviiiiiiiecnee, 77
PERCOCET.......ccceeverennen. 30
PERFOROMIST .................. 97
perindopril erbumine............ 46
permethrin ...........ccceeveveennnn. 58
perphenazine............cc..c........ 39
PERSERIS.......ccocviiine. 39
PERTZYE ....cccoveieiee. 74
PEXEVA ...cccoiiiiiiieeee, 39
phenelzine...........cccceeeeveenneen. 39
phenobarbital........................ 21

phenoxybenzamine............... 46
PHENYTEK......cccoevvrieene 21
phenytoin.........ccceeeuneeee. 21,22
phenytoin sodium extended..22
PHOSLYRA ......ccevrne. 100
PHOSPHOLINE IODIDE....91
PICATO...ccciiieiiieeeeene 52
PIFELTRO .....cocoviriiiiienn. 3
pilocarpine hcl ................ 60, 91
pimecrolimus...........cceeueennee. 52
PIMOZIAE .....vvveeveeeieeeiee 39
pimtrea (28) ...cccooeeeeveenienen. 89
pindolol.........ccoecveviriieiieens 46
pioglitazone ...........ccceeueennee. 67
pioglitazone-glimepiride....... 67
pioglitazone-metformin......... 67
piperacillin-tazobactam ........ 11
PIQRAY ..coviiiiiiiiiiiieee 17
pirmella.......c.ccooevevvrieeenieen. 89
PIroXicam.........coeceeevveenenennen. 33
PLAQUENIL.......cccooveirennnee. 9
PLASMA-LYTE 148 ......... 102
PLASMA-LYTEA ............ 102
PLAVIX ..o 47
PLEGRIDY ....ccccevieiirieiene 79
plenamine ............ccoeeueenneenne 102
PLENVU ...cooiiiieieeee 74
PLIAGLIS ..o 52
POdofiloX......ueeerveeeiieeiieens 52
polymyxin b sulfate................ 9
polymyxin b sulf-trimethoprim
.......................................... 90
POLYTRIM......cccooveiirienne 90
POMALYST...cccviiiiiniinnne 17
portia 28........ccveeiieiieienenn 89
potassium chlorid-d5-
0.45%nacl .......ccccevueenee. 100
potassium chloride.............. 100
potassium chloride in 0.9%nacl
........................................ 101
potassium chloride in 5 % dex
........................................ 101

potassium chloride in 1r-d5.101
potassium chloride in water 101
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potassium chloride-0.45 % nacl

........................................ 101
potassium chloride-d5-
0.2%nacl......cccceeueeuenee. 101
potassium chloride-d5-
0.3%nacl......cccoecveenenee. 101
potassium chloride-d5-
0.9%mnacl.........ccccevernnne. 101
potassium citrate................. 100
PRADAXA ..ot 47
PRALUENT PEN ................ 49
pramipexole.........ccceevuennnenne. 23
PRANDIN ....cccooieirieienene 67
prasugrel......coceveeveeviennenne. 47
PRAVACHOL ..................... 49
pravastatin ........c..coeceeveeneenne. 49
praziquantel ...........c.ccceeeueennee. 9
Prazosin .c...cceeverueenueeeeneene 46
PRECOSE .....ccooeiiiiiine 67
PRED FORTE........c.ccccueee. 93
PRED MILD .....ccccvvvveannnen. 93
PRED-G ...cceoviiiiiriineenen 92
PRED-G S.O.P......cceeeuuee. 92
prednicarbate...........cccceeene. 58
prednisolone...........cceeeueeen. 62
prednisolone acetate.............. 93
prednisolone sodium phosphate
.................................... 62,93
prednisone .........cceeeveeennennn. 62
prednisone intensol............... 62
PREFEST ....ccccovviiieee. 86
PREMARIN ......ccoocviiiienne 86
premasol 10 %........c........... 102
PREMASOL 6 %................ 102
PREMPHASE .........ccccoe.... 86
PREMPRO ......ccocevininnne. 86
prenatal vitamin oral tablet. 102
PREPOPIK .....ccccoceviriiinnne. 74
PREVACID.......cccocvriirenen 77
PREVACID SOLUTAB ...... 77
prevalite........cccvvevveeiieennnnnne. 49
previfem ......cocoeeeeeeeciieeennenn, 89
PREVYMIS.....ccooiiiiine 3
PREZCOBIX......cccecvvvveienenne. 3
PREZISTA ..o, 3

PRIFTIN ...cooiiiiiiinieieeeee 9
PRILOSEC........ccevveiennee. 77
PRIMAQUINE........ccceevurnne 9
PRIMAXIN IV ...cccovvrieirnnne 9
primidone...........cccceveerurennnnnn. 22
PRIMLEV .....cccovviieiinne. 30
PRINIVIL.....cccvviiiiienne. 46
PRISTIQ....cociiiirieiinieenne. 39
PRIVIGEN ......cccoviiinne. 81
PROAIR HFA ......cccoceeneene. 97
PROAIR RESPICLICK ....... 97
probenecid ..........coecueerieennnnnn. 82
probenecid-colchicine .......... 82
PROCALAMINE 3%......... 102
PROCARDIA XL................. 46
Procentra.......cceeevveerueeennnen. 39
prochlorperazine................... 74
prochlorperazine maleate oral
.......................................... 75
PROCRIT .....cccoeviiiriienne. 79
procto-med hc.........ccueeennee. 75
procto-pak........ccceeeueeveennnnne 75
proctosol he ......ccccveeeeieennenn. 75
proctozone-hc ..........ccceeneen. 75
progesterone micronized ......86
PROGLYCEM ......ccccoueueee. 67
PROGRAF.......cccovinnne. 17
PROLASTIN-C.......cccoeeueeee. 60
PROLENSA .....cccoiiiieenee. 91
PROLIA.....cccoooiieiiieene, 82
PROMACTA.....ccovieieee. 48
promethazine ...................... 94
PROMETRIUM ................... 86
propafenone...........c.ccceenenn. 42
propranolol ............c.cceeennnne 46
propranolol-hydrochlorothiazid
.......................................... 46
propylthiouracil .................... 62
PROQUAD (PF).....ccoueuueee. 81
PROSCAR.....cccoeveiernee 100
PROSOL 20 % ....ccovenuennee 102
PROTONIX.......ccoevverernnne. 77
PROTOPIC........cccevvrenne. 52
protriptyline.........ccccecuveeneen. 39
PROVENTIL HFA............... 97

PROVERA .....ccooviiiine 86
PROVIGIL ......cceeverereens 39
PROZAC ....ccoviiieieee 39
PrudoXin......c.eeeeeveeeeuveeennneens 52
PSORCON.......ccoteiieiirieene 58
PULMICORT ......cccevvevenene 97
PULMICORT FLEXHALER
.......................................... 97
PULMOZYME.......ccoeueen. 97
PURIXAN ..cooeviiiiiinienene 17
PYLERA. ..o 77
pyrazinamide ............cocceeuennne 9
pyridostigmine bromide........ 27
PYRIDOSTIGMINE
BROMIDE.........ccceevennne 27
Q
QBRELIS ..o 46
QMIIZ ODT .....oovvveiieennn 33
QNASL ..ot 97
QTERN. ..ottt 67
QUADRACEL (PF)............. 81
QUALAQUIN ..o 9
QUARTETTE........ccevenee. 89
QUDEXY XR...oooovvviriiennn 22
QUESTRAN......cooteiriene 49
QUESTRAN LIGHT............ 49
QUEtIAPINE ..coevvveeenrreeireeeneneenn 39
QUILLICHEW ER............... 40
QUILLIVANT XR................ 40
qQuinapril......c.ccoeeeenveeiieennene 46
quinapril-hydrochlorothiazide
.......................................... 46
quinidine gluconate .............. 42
quinidine sulfate ................... 42
quinine sulfate .............ccc........ 9
QVAR REDIHALER............ 97
R
RABAVERT (PF) ................ 81
rabeprazole ..........cccceevvennnnn. 77
raloxifene.........ccoceeveeniennen. 82
ramipril ....ooceevevverieeiieiee, 46
RANEXA ....cooveiieeeieee 50
ranitidine hel..........coocoeeii. 77
ranolazine ...........cccecceeveenen. 50
RAPAFLO.....cccvvieinee. 100
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RAPAMUNE ......ccevirnen. 17
rasagiline ........cccecceevveeieennnn. 23
RASUVO (PF) ..cooveene. 84
RAVICTL.....coiiiiiiene. 60
RAYALDEE .......cccoovenne. 70
RAYOS ..o 62
RAZADYNE.....ccoovvviee. 26
RAZADYNE ER.................. 26
REBETOL.......cccoeiiieinee. 3
REBIF (WITH ALBUMIN).79
REBIF REBIDOSE............... 79
REBIF TITRATION PACK 79
reclipsen (28).....ccceeeveeennenn. 89
RECOMBIVAX HB (PF) ....81
RECTIV ..oooiiiininiiicee 75
REGLAN.....cociiiiiirieeeee 75
REGRANEX .....ccoovevirinen. 52
RELENZA DISKHALER......3
RELEXXII ..ccovoviieiieieicenen 40
RELISTOR......cccocoverieenenn 75
RELPAX ..coiiiiiieieeeceee 24
REMERON .....c.cccoceriinnnnenn 40
REMERON SOLTAB.......... 40
REMICADE........ccoovvvenenn 75
RENAGEL ......ccceviiiiinen 60
RENVELA .....ccooiiiriiiees 60
repaglinide.........c.cccu..... 67, 68
repaglinide-metformin.......... 68
REPATHA ....cooviiiee 49
REPATHA PUSHTRONEX 49
REPATHA SURECLICK ....49
REQUIP XL ....coceevviriiienens 23
RESCRIPTOR..........cceecvenee. 3
RESTASIS ..o 91
RESTASIS MULTIDOSE ...91
RETACRIT ....coeviiiiiee. 79
RETIN-A...ccoiiinininirenene. 54
RETIN-A MICRO................ 54
RETROVIR........ceovvvieiinne. 3
REVATIO ....cccccvvveunee. 97, 98
REVLIMID .....ccccooiviiinnn 17
REXULTI....cocoviriiiiine 40
REYATAZ ..coveeviieee 3
RHOFADE........cccocvninnne. 54
RHOPRESSA......ccceiieen 92

r1basphere ........ccooeeveevveniennnnne 3

ribasphere ribapak .................. 3
TbAVITIN oo 3
RIDAURA......ccooveveeee. 84
rifabutin ........ccoceveeiiniinennn, 9
RIFADIN......cooieieeieieieeane 9
RIFAMATE........cooevveerenen. 9
rifampin ... 9
RIFATER ..o 9
RILUTEK .....coceviiiiniienne. 60
riluzole......ccoceeniiniininen, 60
rimantadine............ccceeeveenennne. 3
RIOMET......ccoiiiiiiienne. 68
risedronate................. 60, 82, 83
RISPERDAL ........cccvvennenne. 40
RISPERDAL CONSTA ....... 40
risperidone.........ccceeeeuveennen. 40
RITALIN ...ccceoiiriiiinieenne. 40
RITALIN LA......ccovverenn. 40
TIEONAVIT .o 3
rvastigmine .........c.ceeevveenee. 26
rivastigmine tartrate.............. 26
TIVelSA oo, 89
rizatriptan..........coeeeeeeeenneene. 24
ROCALTROL.........cccoeueeee. 70
ROCKLATAN ...ccceevrenne 92
rOPINIrole ....oovvvveeeveeeieenee, 23
rosuvastatin.........cccceeeeenneenne 49
ROTARIX ....oooiieieienee, 81
ROTATEQ VACCINE......... 81
ROWASA ..., 75
TOWEEPTA c.eveniveeenireeeieeenneeenn 22
TOWEEPTA XTueeeeeurrreeerirreeaannns 22
ROXICODONE.................... 30
ROXYBOND.................. 30, 31
ROZEREM........cccovvvennen. 40
RUBRACA.......ccoeiene. 17
RUCONEST.....ccevverenee. 98
RYDAPT ...coviiiiiiiieene, 17
RYTARY ..o, 23
RYTHMOL SR .................... 42
S

SABRIL.....ccooviiiiiinieieee 22
SAFYRAL....ccooveiieene 89
SAIZEN....ccooiiiiiiinieeene 79

SAIZEN SAIZENPREP........ 79
SALAGEN (PILOCARPINE)
.......................................... 60
SAMSCA.....ccovveeieieeeenn 70
SANCUSO ...ccovvveeevieeeenne. 75
SANDIMMUNE................... 17
SANDOSTATIN .................. 17
SANTYL ..o 52
SAPHRIS......ccovvviiieen 40
SARAFEM .......cccoevvvveeennnn. 40
SAVAYSA ..o 48
SAVELLA ... 84, 85
scopolamine base.................. 75
SEASONIQUE..................... 89
SEEBRI NEOHALER........... 98
SEGLUROMET ................... 68
selegiline hcl..........ccccveennee. 23
selenium sulfide.................... 51
SELZENTRY ....ooovvvvvveeennen. 4
SEMPREX-D .......cccceeeunn.n. 94
SENSIPAR .......ooovevveeeennen. 70
SEREVENT DISKUS .......... 98
SEROQUEL ......cccccoeverennee. 40
SEROQUEL XR................... 40
SEROSTIM ......ooovvevvveeennen. 79
sertraling ..........cccccovveunnn. 40, 41
setlakin.......ccccevveeivvieinnnnnnnn. 89
sevelamer carbonate ............. 60
sevelamer hel ..., 60
sharobel..........cccoovveievinineenn. 86
SHINGRIX (PF).....cccoccu...... 81
SIGNIFOR...........ccoevveeenne. 17
sildenafil (pulmonary arterial
hypertension).................... 98
SILENOR ......ccooovvvieeeennen. 41
N 1 5 (O U 51
silodoSin.........ccceveeeeeennennn. 100
SILVADENE........ccccccoen... 52
silver sulfadiazine................. 52
SIMBRINZA .......cccovvveen. 92
SIMPONIL......ccoevverreeeenne. 85
simvastatin...........ccooeevuvveeeen. 49
SINEMET......ccooovvvveeennen. 23
SINEMET CR ... 23
SINGULAIR........cccouvveeenne.. 98
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benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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SIFOIIMUS ..o, 17

SIRTURO.....ccoeevevieeereeennen. 9
SIVEXTRO.....ccvvvveeevreennnne. 9
SKLICE.......coovvieeeeeeeenee. 58
SKYRIZI ......ooovvvvviieeiinnn, 51
sodium chloride.................... 60
sodium chloride 0.45 %...... 101
sodium chloride 0.9 %.......... 60
sodium chloride 3 %........... 101
sodium chloride 5 %........... 101
sodium lactate intravenous. 101
sodium phenylbutyrate.......... 60
sodium polystyrene sulfonate
.......................................... 60
SOFOSBUVIR-
VELPATASVIR................. 4
solifenacin ...........c.ccceeennnneee. 99
SOLIQUA 100/33................. 68
SOLODYN....oooviiiiieiieeen, 13
SOLOSEC. ..., 9
10 [0):4 [ [T 13
SOLTAMOX......c.ccovvveeeen. 17
SOMATULINE DEPOT....... 17
SOMAVERT.........ccoeuveeenn. 70
SOOLANTRA.......cccovvrenn. 54
SORIATANE ........cooevveeenn. 51
SORILUX ....coovvvviiiiiiieeens 51
SOTING ..vveeeeeevreeeeeeveeeeeeereeeeann 42
10] 7:1 (6 ) R 42
sotalol af ..........cccovveeiiiininn, 42
SOTYLIZE.......covvveenenn. 42
SOVALDI ......cccovvvveereenee, 4
SPIRIVA RESPIMAT ......... 98
SPIRIVA WITH
HANDIHALER................ 98
spironolactone ...................... 46
spironolacton-hydrochlorothiaz
.......................................... 46
SPORANOX ....ccoevvveviieeenns 1
sprintec (28)....ccceeeeveeeenreennne. 89
SPRITAM ......coovvvvieeerneen, 22
SPRIX oo 33
SPRYCEL ......cccoovvveeenn. 17
sps (with sorbitol)................. 60
101117 GRS 89

SSA e 52
STALEVO 100..................... 23
STALEVO 125........ccoeeune.. 23
STALEVO 150..........ccco...... 23
STALEVO 200..................... 23
STALEVO 50......ccuvvvviinnnnn. 23
STALEVO 75....ccvvveeennn.. 23
STARLIX ....c.ooeoveivieeeeinn. 68
stavudine.........cooovevvveeeeeeeeiinnns 4
STEGLATRO...........cccuuu..... 68
STEGLUJAN ....cccovvvvvennee. 68
STELARA ........coeevveeeen. 51
STIMATE.......coovvveeeeenn. 71
STIOLTO RESPIMAT......... 98
STIVARGA.......ccovvveeennn. 17
STRATTERA........................ 41
STREPTOMYCIN ................. 9
STRIANT .....coooeveveeeee. 71
STRIBILD. .......cccoouvviiieirieennns 4
STRIVERDI RESPIMAT ....98
STROMECTOL ..................... 9
SUBOXONE......cccccceeuneeee. 33
SUBSYS..cooiiiiieeee 31
SUCRAID .......ccovvvveeeeennn. 75
sucralfate .........cceevvvvveeennnnn. 78
SULAR.....cccoviieeiieeeen 46
sulfacetamide sodium........... 91

sulfacetamide sodium (acne) 54
sulfacetamide-prednisolone..91

sulfadiazine..........cccceceenenne. 12
sulfamethoxazole-trimethoprim
.......................................... 12
SULFAMYLON............. 54, 55
sulfasalazine ........c.ccoceeeueeee. 75
sulindac........ccoceeverveneenennne. 33
sumatriptan ..........cceeeveeevnennne 24
sumatriptan succinate ........... 24
sumatriptan-naproxen........... 24
SUPRAX ....ooviiiiiiieeene, 6
SUPREP BOWEL PREP KIT
.......................................... 75
SURMONTIL.......ccecverurnnene 41
SUSTIVA ..o, 4
SUTENT....ooiieieeeieeenee 17
)1 £ DS 89

SYLATRON.........ccoovveeennen. 79
SYMBICORT......cccoovvveennen. 98
SYMBYAX ...coovvvivieeeennnn. 41
SYMDEKO .....ccccooevvvvvennnen. 98
SYMFI....oooiiiiiiiieeee 4
SYMFILO....ccoovvviviieeeennen. 4
SYMLINPEN 120 ................ 68
SYMLINPEN 60.................. 68
SYMPAZAN .....coovvvvveeeennnn. 22
SYMPROIC..........ccovveenn.. 75
SYMTUZA. ....ccoveeeeeeeeenn 4
SYNALAR .....coooeeeenn. 58
SYNAREL.....cc.oovviieeinnen. 71
SYNDROS ....cccoeeieeeeenen. 75
SYNJARDY ...ovvvvviieeeennen. 68
SYNJARDY XR.....cc.ccu.... 68
SYNRIBO......cc.cceovvveeeenne. 17
SYNTHROID....................... 72
SYPRINE .....ccooovvviiiiinnnn. 60
T

TABLOID........ccoovvvveeernn.. 17
TACLONEX......ccooveeeennnn. 51
tacrolimus ....................... 17,52
tadalafil.............cceovveeeennnn. 100

tadalafil (pulmonary arterial
hypertension) oral tablet 20

100 RPN 98
TAFINLAR ......cccovvveenn. 17
TAGRISSO......coovvvveiennn. 17
TAKHZYRO.....cccveeeenne. 98
TALTZ AUTOINJECTOR ..51
TALTZ SYRINGE................ 51
TALZENNA......ccovvveee. 17
TAMIFLU ......ccooovvveiieiieeenn, 4
tamoxifen..........cccccceeeeennne.n. 17
tamsulosin........cceevveveeeennnnn. 100
TAPAZOLE ......cccoeveennne. 62
TAPERDEX .....ccoovvvvvvnnnn. 62
TARCEVA .......coveeen. 17,18
TARGADOX.....ccoovvvevennn. 13
TARGRETIN .........cceeuneee.. 18
tarina 24 fe....ooovvvvvveveiiiiiinns 89
tarina fe 1/20 (28) ................. 89
TARKA ..o 46
TASIGNA........coovveeeeen. 18

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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TASMAR ......coovvvviiiiinin, 23
TAVALISSE .....ccovvvvvv. 48
tazarotene .........coevveeeeeeeeennnns 54
tazZICE  .uvviiiiiiiiii e, 6
TAZORAC.......cooveeeeeneen, 54
taZtia Xt.uveveeeiiiiiieiiieeeeeeeeeen 46
TDVAX ..o, 81
TECFIDERA...............c.......... 26
TEFLARO........coovvvieiieenns 6
TEGRETOL .......cccccoenneen. 22
TEGRETOL XR................... 22
TEGSEDI .......ccooovvviieinen. 26
TEKTURNA ......coovvveeeenen. 46
TEKTURNA HCT ............... 46
telmisartan.........ccccceeeeeeeeennns 46
telmisartan-amlodipine......... 46
telmisartan-hydrochlorothiazid
.......................................... 46
TENIVAC (PF) .....ccuvenenne. 81
tenofovir disoproxil fumarate.4
TENORETIC 100................. 46
TENORETIC 50................... 46
TENORMIN.......covvvveenne. 46
terazosin .......ccceeeeeevveeeeennen.. 46
terbinafine hcl......................... 1
terbutaline...........ccccoeeeennnen.. 98
terconazole .......cccccveeeeeeeennn. 87
TESTIM ....coooeeeeeeeien, 71
testosterone.........ccceeeeeeeenenn. 71
TESTOSTERONE ............... 71
testosterone cypionate .......... 71
testosterone enanthate .......... 71
TETANUS,DIPHTHERIA
TOX PED(PF).................. 81
tetrabenazine......................... 26
tetracycline ..........cccceveeennen. 13
TEXACORT......cccoeeveveennn. 58
THALOMID...........ccoeuueen.. 18
THEO-24.......oooovvveeeeen, 98
theophylline...........ccveennnenn. 98
THIOLA .......oooioeiee, 60
thioridazine.........cccouvvvveene... 41
thiothixene..........ccceeeeenneen.. 41
THYROLAR-1......ccoeeunee. 72
THYROLAR-1/2.................. 72

THYROLAR-1/4.................. 72

THYROLAR-2.........coen..... 72
THYROLAR-3........ccooeue. 72
tiagabine .........cccceeeeeeeniennne 22
TIAZAC ..., 46
TIBSOVO......ccoovcveveienne. 18
tigecycling ........cceeevveveieeneennen. 9
TIGLUTIK .....cceoviieiiennne 60
TIKOSYN ...ovveiiiiieiieine 42
timolol maleate................ 46, 90
TIMOPTIC OCUDOSE (PF)
.......................................... 91
TIMOPTIC-XE .................... 91
tinidazole ........cccceeveeriienenne 9
TIROSINT .....ccovviiieiieine, 72
TIROSINT-SOL................... 72
TIVICAY oo, 4
TIVORBEX........cccceeiiennnnne 33
tizaniding .........ccccveeeveeennenn. 27
TOBIL...coiiiiiiieeeeeee 9
TOBI PODHALER. ................ 9
TOBRADEX ......cccceviiennnne 92
TOBRADEX ST................... 92
tobramycin..........ceecveeveeennnenne 90
tobramycin in 0.225 % nacl....9
tobramycin sulfate.................. 9
tobramycin-dexamethasone..92
TOBREX.....ccoooieiieiieine 90
TOFRANIL .......ccovvreriennnnne 41
TOLAK ....oooiiiiieieeie 52
tolazamide .........cceeevuveennenn. 68
tolbutamide..........ccceevueennnn. 68
tolcapone ........ccceeveeeeveennnenn. 23
tolmetin.......occueevueenveeniiennne 33
TOLSURA......ccoeiiriiiiiine 1
tolterodine..........ccceeeuveennneen. 99
TOPAMAX ...cccvvevvieiiene, 22
TOPICORT ......cooveveienee. 58
tOpIramate.........ceeveeveennennnn. 22
TOPIRAMATE .........cc........ 22
TOPROL XL .....ccccvverrennnnne. 46
toremifene..........ccceeeeuveennenn. 18
torsemide ........cceeveeeeriennnnnne 46
TOUJEO MAX U-300
SOLOSTAR ..o 68

TOUJEO SOLOSTAR U-300
INSULIN ....ocoveiereieee 68
TOVIAZ ..o 99
TPN ELECTROLYTES.....101
TRACLEER ......ccccoeoinne 98
TRADJENTA. .....cccveeeiene 68
tramadol..........cccoveeiinienenn. 33
TRAMADOL .....cccccovvieene 33
tramadol-acetaminophen ......33
trandolapril .........cccceeeeinene 46
trandolapril-verapamil........... 46
tranexamic acid.........c.......... 87
TRANSDERM-SCOP.......... 75
TRANXENE T-TAB............ 41
tranylcypromine.................... 41
travasol 10 % ......ccceeeueenennne 102
TRAVATAN Z......covven. 92
trazodone ........cecveveenuereenienne 41
TRECATOR.....ccoevieiieee. 9
TRELEGY ELLIPTA........... 98
TRELSTAR.....cceoiiiirieene 18
TREMFYA ..o 51
TRESIBA FLEXTOUCH U-
100 .o 68
TRESIBA FLEXTOUCH U-
200 i 68
TRESIBA U-100 INSULIN .68
tretinoin (chemotherapy) ...... 18
tretinoin microspheres .......... 54
tretinoin topical..................... 54
TREXALL....ceooviieiieiene 18
TREXIMET.......ccceoune. 24,25
TREZIX ...oooiiiiiiieieeee 31

triamcinolone acetonide..58, 61
triamterene-hydrochlorothiazid

.......................................... 47
trIANEX cuvveeevieeeree e 58
TRIBENZOR...........cceveeen... 47
TRICOR ....ooeevvieiieeieee 49
triderm .......coovveeeeciieeeenee, 58
TRIDESILON...........ccuvenee.e. 58
treNtiNg......ccvvveeeeevieeeeenrnnne. 60
tri-estarylla........cccoeevvennnennnn. 89
trifluoperazine....................... 41
trifluridine...........cccoeeenveennee. 90

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TRIGLIDE ........cceevenennene. 49

tri-legest fe........coovevieeeeennnn. 89
TRILEPTAL......coevieennne. 22
TRILIPIX ....ccvooieiieieienee 49
tri-lo-estarylla..........c.c......... 89
tri-lo-sprintec.........c.ccceeuuennee. 89
trilyte with flavor packets..... 75
trimethoprim........c.cceceevueennene 13
138551011 R 89
trimipramine............coceeeeennee 41
TRINTELLIX.......cceoeeneennen. 41
tri-previfem (28)........ccce..e. 89
tri-sprintec (28).....cccveereveenne 89
TRIUMEQ......ccccooeiniriennnne. 4
trivora (28)....ceeceeeeeciieenieenne 89
tri-vylibra........cccooovevieeeennen. &9
tri-vylibra lo........ccccveenneennne. 89
TRIZIVIR ..o 4
TROKENDI XR................... 22
TROPHAMINE 10 % ........ 102
TROPHAMINE 6% ........... 102
trOSPIUM...cvtieiieeiieiieeieenee. 99
TRUEPLUS INSULIN......... 69
TRUEPLUS PEN NEEDLE. 69
TRULANCE.......cccoveennn 75
TRULICITY ..o 69
TRUMENBA .......cccoocvvnen. 81
TRUSOPT .....oooviiiiiiene 92
TRUVADA ..o 4
TUDORZA PRESSAIR........ 98
TWINRIX (PF) ..ccveiee 81
TWYNSTA ..o 47
TYBOST ...oooiiiieieee 4
tydemy ......occeeeeiieniieiieeene 89
TYGACIL ..o 9
TYKERB......cooeieirenee 18
TYLENOL-CODEINE #3 ...31
TYMLOS ..o 83
TYPHIM VI....ccoovene. 81
U

UCERIS.....cccoiiiiieee 75
UDENYCA ... 80
ULORIC.....cooiiiiieienne 82
ULTRACET ....ccceiveveenee 33
ULTRAM ..o, 33

ULTRAVATE......ccoooveene. 58
UNASYN o, 11
unithroid ........coccoeeenieennne 72
UPTRAVI.....cciieiee 47
URECHOLINE .................. 100
UROCIT-K 10......cccueune. 100
UROCIT-K 15....cceevneee. 100
UROCIT-K 5...ceeviine. 100
UROXATRAL .....cccceuee. 100
URSO 250 ....oovviiiiiieienene 75
URSO FORTE.......ccccouenneee. 75
ursodiol.......coevverienieniennene 75
UTIBRON NEOHALER......98
\%
VABOMERE........ccccocveirnn. 9
VAGIFEM......cccoovvvvvinnnn 86
valacyclovir ........cceevveeennenns 4
VALCHLOR .....cccccovvvienene 52
VALCYTE ..o 4
valganciclovir........cccceeuennee. 4
VALIUM....ccooiiieieenene. 41
valproic acid .........ceeeveennennne 22
valproic acid (as sodium salt)
.......................................... 22
valsartan..........coeceeveeneennenn. 47
valsartan-hydrochlorothiazide
.......................................... 47
VALTREX ....ccooiiiiiniiiinne 4
VANCOCIN......cocteirieirenne 9
Vancomycin .............e....... 9,10
VANCOMYCIN .......ccc...... 10
vandazole.........ccoceeveriennenne. 87
VANOS ..o 58
VAQTA (PF) .o 82
VARIVAX (PF) ccoevrnee 82
VARIZIG.......ccoovveieennen. 82
VARUBI......ccoovvriiiiene 75
VASCEPA ..., 49
VASERETIC........covevennen. 47
VASOTEC......ccooeieennee. 47
VECAMYL ...cccooviiiiinne 50
VECTICAL .....ccoveeeenee. 51
velivet triphasic regimen (28)
.......................................... 89
VELPHORO..........ccceeeuennene. 60

VELTASSA.....coovieieie. 60
VEMLIDY ....cooovveieieieenee. 4
VENCLEXTA ....cccovverenen. 18
VENCLEXTA STARTING
PACK ..ot 18
venlafaxing .........cccceeeeeveenene. 41
VENLAFAXINE.................. 41
VENTAVIS ... 98
VENTOLIN HFA.................. 98
verapamil ..........ccccoeeeeneenen. 47
VEREGEN .......cccoevvveinnn. 52
VERELAN .....ccooviiiiiiee. 47
VERELAN PM.........cccce.e.. 47
VERSACLOZ..........cceuennee. 41
VERZENIO.......cccoeevveeerennn. 18
VESICARE........cccoovieine. 99
VFEND....ccooiiiiiiiieee 1
VFEND V..o 1
V-GO 20 ..ciiieiieieieienne 69
V-GO 30 ..ot 69
V-GO 40 ..o 69
VIBERZI ......ccoooieiie. 75
VIBRAMYCIN ........cc.c....... 13
VICTOZA 3-PAK................. 69
VIDEX 4 GRAM PEDIATRIC
............................................ 4
VIDEX EC.....oovvviieiieins 4
VIEKIRA PAK......cccoevirenne 4
VICNVA c.vvvieiiiieeiieeeivee e 89
vigabatrin..........cceeeveeneeenen. 22
VvIgadrone .........cceeeeveeennneens 22
VIGAMOX......coovvvevieienen 90
VIIBRYD ....ccoveiierieienen, 41
VIMOVO.....ccccooiviiiniennne 33
VIMPAT....cooooieeiieieieee. 22
VIOKACE ......ccoeiieiieieenne 75
VIRACEPT......ccovveieeiiens 4
VIRAMUNE........ccocvrrenen. 4
VIRAMUNE XR.......ccovennne 4
AV 0 3327.N D 2 4
VITRAKVI......coovveiernen. 18
VIVELLE-DOT.................... 86
VIVITROL .........cceevvenne. 33
VIVLODEX .....ccooveiveieine 33
VIZIMPRO.........cccevverrennne. 18

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VOGELXO......ccccoevveiinnne. 71 XOPENEX CONCENTRATE

VOLTAREN .....ccooovvvvvinnen. 3 99
voriconazole .........coceeeeenne... 1 XOPENEX HFA .................. 99
VOSEVI ..o, 4 XOSPATA.....ccooieeiieeeeeen, 18
VOTRIENT ......ccovvvviirinene 18 XTAMPZA ER........cccuuee..... 31
VRAYLAR ... 41 XTANDI.....coooviiiiiiiieeee. 18
vyfemla (28) ....cccccevveervennnnne. 89 XUulane .......coceeevveniieiieinnn, 87
vylibra......cocooevieniiiii 89 XULTOPHY 100/3.6........... 69
VYNDAQEL........ccovveenne. 50 XURIDEN.....ccoovvviiiiiiiieeens 60
VYTORIN 10-10 ................. 49 XYOSTED ..o, 71
VYTORIN 10-20 ................. 49 XYREM....oooooiiiiiiiiiiecen, 41
VYTORIN 10-40 ................. 50 Y
VYTORIN 10-80 ................. 50 YASMIN (28)..ccvveevieiiennnnns 90
VYVANSE......cccovieienn. 41 YAZ (28) eeeeeeeeeeeeeieeenen. 90
VYZULTA ..., 92 YF-VAX (PF).ccocveeviiienn. 82
\%Y% YONSA ..o 18
warfarin ...........cccoevvvvvvennnnn. 48 YOSPRALA.......oooovvvennnen. 48
WELCHOL ..........coeeunee. 50 YUPELRI.......cccooeevreen. 99
WELLBUTRIN SR............... 41 yuvafem.......ccoeeeeeeieeniennnn, 86
WELLBUTRIN XL.............. 41 Z
wixela inhub........ccccveeeeel. 98 zafirlukast.........cccoevvveeennnnn. 99
wymzya fe ......cccocoeveeeneennnn. 90 zaleplon .......ccoeoeeiiiiiiieenn 41
X ZANAFLEX .....ccoovvvveirennn. 27
XADAGO ....ccoveeeeeeeeen, 23 zarah .......c.cocooevvieieiiiieeee 90
XALATAN.....cooveivieeeene, 92 ZARONTIN......ccoevvviree, 22
XALKORI.......ccovvveerieennne 18 ZARXIO ....oooeieeciiiiieciieeeen, 80
XARELTO ....ccoovvvviirinnne. 48 ZAVESCA......oovvieeveieen, 71
XATMEP ..o 18 ZEGERID.......cccovvviveinnnnn, 78
XELJANZ ... 85 ZEJULA ...oooovieeeiieeee 18
XELJANZ XR...ccooovevveeennen. 85 ZELAPAR......covvviivneen, 23
XELPROS ..., 92 ZELBORAF ........oovvvevenn. 18
XENAZINE......ccccoovvveenn. 26 ZEMAIRA.......covvveeeeen, 60
XEPIL..voiiiieeeeeeeee 55 ZEMBRACE SYMTOUCH.25
XERESE......ooiiiiiiiieeene 56 ZEMPLAR ......ccovvieeeen, 71
XERMELO .......oovuvvveee.n. 18 ZEeNAtANEC ....vvveeeeeeeeeirrrreeenee, 54
XGEVA. ..o 13 ZENPEP ....ooovvvviviiiiiiienn. 75
XHANCE ......ccoovvveeeenn 98 zenzedi.....oooooevvuveeieeiieeeeennn, 42
XIFAXAN ....ooviiiiieeeee, 10 ZENZEDI .....ccovvviviiiinnann. 42
XIGDUO XR....coovveevveeennen. 69 ZEPATIER .....cccovvvveeenn. 5
XIIDRA ... 91 ZERBAXA ..o 6
XIMINO.....coooiveeieeiireeeennne, 13 ZESTORETIC..........cccuue.... 47
XOFLUZA .....ooooveveviie 4 ZESTRIL .....coovvvviiiieeennne 47
XOLAIR......ccovvveeeeecreeeennne. 99 ZETIA ..o, 50
XOPENEX .....ooovvviieiiinnnn. 99 ZETONNA ....ccoovieieeeeenen, 99
ZIAC ..., 47

ZIAGEN ..o, 5
ZIANA.....cooveeeeeeeeen, 54
zidovuding .........cccceveerivennennen. 5
Zileuton ........oeeevveeeveeeeieeenee, 99
ZIOPTAN (PF)..ccocveiieene 92
ziprasidone hcl...................... 42
ZIPSOR ....cooiiiieiiieene 33
ZIRGAN ...cooviiiiiieicnieee 90
ZITHROMAX ....cccevieieennen. 7
ZITHROMAX TRI-PAK ....... 7
ZITHROMAX Z-PAK ........... 7
ZOCOR.....ceoiiiieiinieene 50
ZOFRAN ..ot 75
ZOHYDROER ......ccccocueneee 31
ZOLINZA. ..o 18
zolmitriptan.........coceeeereennenne 25
ZOLOFT ..o 42
zolpidem ......ccceevveriieniiennn. 42
ZOMACTON ....cccooeviriene 80
ZOMIG. ..o 25
ZOMIG ZMT.....ccooveieiene 25
ZONALON.....ccceviriiriennne 52
ZONEGRAN ......cccoevirieene 22
zonisamide.........ccoceevueriennenne 22
ZONTIVITY oo 48
ZORBTIVE ....cccccovvviiniienns 80
ZORTRESS ..o 19
ZORVOLEX......ccocevveniannne 33
ZOSTAVAX (PF) .ccoveene 82
ZOSYN..ooiiiiiiiiieeienienene 11
ZOSYN IN DEXTROSE (ISO-

OSM) .o 11
zovia 1/35¢ (28).ccccvveeeeveennee. 90
ZOVIRAX ..covivieienieninns 5,56
ZTLIDO....c..cooiiieieiinieenne 52
ZUBSOLV....coooviiereienne 34
ZUPLENZ ...ccoooiiiiinienenns 75
ZYBAN ..ot 60
ZYCLARA ..o, 52
ZYDELIG.....cccoveieieens 19
ZYFLO oot 99
ZYFLOCR...cooevvevereee 99
ZYKADIA ..o 19
ZYLET oo, 92
ZYLOPRIM......cccoovvvirians 82

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

formulary or visit us on the Web at express-scripts.com.
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ZYMAXID...ccoovviiiiiinn. 90 ZYPREXA RELPREVV.....42 ZYVOX
ZYPITAMAG .......cccoveeueennee 50 ZYPREXA ZYDIS
ZYPREXA ....ccoovviiiiiniens 42 ZYTIGA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/19/2019. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2019 Express Scripts. All Rights Reserved.
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