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2016 Formulary (List of Covered Drugs)

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

Formulary ID Number: 16081, v5

This formulary was updated on 08/14/2015. For more recent information or other questions, please
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.

You can also visit us on the Web at www.Express-Scripts.com.

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

When this drug list (formulary) refers to “we,” “us” or “our,” it means Medco Containment Life
Insurance Company. 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 14, 2015. 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, 2017. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

This information is available for free in other languages. Please call Express Scripts Medicare Customer
Service at the numbers on the back of your member ID card for additional information. Customer
Service is available 24 hours a day, 7 days a week.

Esta informacion esta disponible sin cargo en otros idiomas. Llame al Servicio al cliente de

Express Scripts Medicare a los nimeros que figuran al dorso de su tarjeta de identificacion de miembro
para obtener informacion adicional. El Servicio al cliente est4 disponible las 24 horas del dia, los

7 dias de la semana.

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 www.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?

Generally, if you are taking a drug covered by your plan in 2016, Express Scripts Medicare will not
discontinue or reduce coverage of the drug during the 2016 coverage year, except when a new, less
expensive generic drug becomes available or when new adverse information about the safety or
effectiveness of a drug is released. Other types of formulary changes, such as removing a drug
from our plan’s coverage, will not affect members who are currently taking the drug. It will remain
available at the same copayment or coinsurance amount for those members taking it for the
remainder of the coverage year. We feel it is important that you have continued access for the
remainder of the coverage year to the drugs that were available when you chose our plan, except
for cases in which you can save additional money or we can ensure your safety.

If Express Scripts Medicare removes drugs from your plan’s coverage, adds prior authorization,
quantity limits, and/or step therapy restrictions on a drug, or moves a drug to a higher cost-sharing
tier, we must notify affected members of the change at least 60 days before the change becomes
effective. If the Food and Drug Administration (FDA) determines that a drug we cover is unsafe, or
if the drug’s manufacturer removes the drug from the market, we will immediately stop covering
the drug and provide notice to members who are taking the drug. This enclosed formulary is
current as of the date indicated on the front cover. To get updated information about the drugs
covered, please visit us on the Web or contact our Customer Service department using the
information provided on the front and back covers of this formulary. If there are any
additional changes made to this plan’s drug coverage that affect you and are not mentioned above,
you will be notified in writing of these changes within a reasonable period of time after the changes
take effect.

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 106. 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.

¢ 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 www.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?” on the following page for information about how to request an exception.
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What if my drug is not listed on this formulary?
If your drug is not included in this list of covered drugs, you should first contact Customer Service and
ask if your drug is covered.

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

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

¢ 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.

¢ You can ask us to cover a formulary drug at a lower cost-sharing level. If your drug is contained
in our Non-Preferred Brand 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. You may not ask us to provide a higher level of coverage
for drugs that are in our Specialty Drug tier.

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.
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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 has restrictions or limitations, we will cover a temporary transition supply
when you go to a network pharmacy. This temporary transition supply will be for at least 30 days, or
less if your prescription is written for fewer days. In that case, you will be allowed multiple fills to
provide up to a total of at least a 30-day supply of the medication.

If you are a resident of a long-term care facility, we will allow you to refill your prescription until we
have provided you with a 98-day transition supply, consistent with the dispensing increment (unless you
have a prescription written for fewer days). We will cover more than one refill of these drugs for the first
90 days you are a member of our plan. If you need a drug that has restrictions or limitations but you are
past the first 90 days of membership in our plan, we will cover a 31-day emergency transition supply of
that drug (unless you have a prescription written for fewer days) while you pursue an exception.

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

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

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

e Prescription drugs when used to promote fertility

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

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

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

e Drugs, such as CAVERJECT®, CIALIS®, EDEX®, LEVITRA®, MUSE" and VIAGRA®, when
used for the treatment of sexual or erectile dysfunction

e Over-the-counter (OTC) diabetic supplies

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

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

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

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 106.

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.

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

e Your coverage stage. Your plan has different stages of coverage. In each stage, the amount you
pay for a drug may change. Please refer to your other plan documents for more information
about your specific prescription drug benefit.

e The drug tier for your drug. Each covered drug is in one of four drug tiers. Each tier may have
a different cost-sharing amount. The “Drug Tiers” chart on the following page 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 Drugs | some generic drugs. brand drugs.

Tier 3: This tier includes non-preferred Many non-preferred drugs have lower-cost

Non-Preferred | brand-name drugs as well as alternatives in Tiers 1 and 2. Ask your doctor

Brand Drugs | some generic drugs. if switching to a lower-cost generic or preferred
brand-name drug may be right for you.

Tier 4: This tier includes very high cost | To learn more about medications in this tier,

Specialty Tier | brand-name and generic drugs. you may contact a pharmacist using the

Drugs information provided on the front and back

covers of this formulary.

If you qualify for Extra Help
If you qualify for Extra Help from Medicare to help pay for your prescription drugs, your cost-sharing
amounts may be lower than your plan’s standard benefit. Members who qualify for Extra Help will
receive a notice called “Important Information for Those Who Receive Extra Help Paying for Their
Prescription Drugs” (“Low Income Rider” or “LIS Rider”). Please read it to find out what your costs
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 http://www.medicare.gov.
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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 www.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.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits

ketoconazole oral 1 MO

ANTIFUNGAL AGENTS LAMISIL ORAL “ MO
GRANULES IN

ABELCET 4 PA; MO PACKET

AMBISOME 4 PA; MO LAMISIL ORAL 3 MO

amphotericin b 1 PA; MO TABLET

ANCOBON 4 MO MYCAMINE 4 MO

CANCIDAS 4 PA; MO NOXAFIL ORAL 4 MO

clotrimazole mucous 1 MO nystatin oral 1 MO

membrane suspension

CRESEMBA 4 nystatin oral tablet 1 MO

INTRAVENOUS ONMEL 4 MO:; QL (30 per

CRESEMBA ORAL 4 MO 30 days)

DIFLUCAN 3 MO SPORANOX ORAL 3 MO
CAPSULE

ERAXIS(WATER 3 MO

DILUENT) SPORANOX ORAL 2 MO

INTRAVENOUS SOLUTION

RECON SOLN 100 SPORANOX 3 MO

MG PULSEPAK

Sluconazole 1 MO terbinafine hcl oral 1 MO

fluconazole in 1 VFEND 4 MO

dextrose(iso-o0)

intravenous VFEND IV 3 MO

piggyback 400 voriconazole 1 MO

mg/200 ml intravenous

Slucytosine 4 MO voriconazole oral 4 MO

griseofulvin 1 MO ANTIVIRALS

microsize
abacavir 1 MO

griseofulvin 1 MO -

ultramicrosize abacavir- 4 MO
lamivudine-

GRIS-PEG 3 MO zidovudine

(ULTRAMICROSIZ

E) acyclovir oral 1 MO
capsule

itraconazole 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier Limits
acyclovir oral 1 MO EPIVIR HBV 3 MO
suspension 200 mg/5 ORAL TABLET
ml EPZICOM 4 MO
acyclovir oral tablet 1 MO EVOTAZ 4 MO
acyclovir sodium 1 PA; MO famciclovir 1 MO
intravenous solution
adefovir 4 MO FAMVIR . MO
amantadine hcl oral 1 MO gIIJ{[ﬁ\I/JIéFKIé\ILEET > MO
APTIVUS ORAL 4 MO ]
CAPSULE foscarnet 1 PA; MO
APTIVUS ORAL 4 FUZEON : MO
SOLUTION SUBCUTANEOUS
RECON SOLN
ATRIPLA i MO ganciclovir sodium 1 MO
BARACLUDE 2 MO i i
ORAL SOLUTION HARVONI 4 PA; MO; QL (28
per 28 days)

BARACLUDE 4 MO
ORAL TABLET HEPSERA MO
cidofovir 4 PA; MO ;I\IIAF%EIEJ];%\I 1%% %%AL . MO
COMBIVIR 4 MO 200 MG
COMPLERA 4 MO INTELENCE ORAL 2
COPEGUS 4 MO TABLET 25 MG
CRIXIVAN ORAL 2 MO gﬁlgﬁﬁf ORAL S MO
CAPSULE 200 MG,
400 MG INVIRASE ORAL 4 MO
CYTOVENE 3 MO TABLET

. . ISENTRESS ORAL 2 MO
didanosine 1 MO POWDER IN
EDURANT 4 MO PACKET
EMTRIVA 2 MO ISENTRESS ORAL 4 MO
entecavir 4 MO TABLET

ISENTRESS ORAL 4 MO
EPIVIR M
& © TABLET,CHEWAB

EPIVIR HBV 2 MO LE 100 MG
ORAL 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
ISENTRESS ORAL 2 MO PREZISTA ORAL 2 MO
TABLET,CHEWAB TABLET 150 MG,
LE 25 MG 75 MG
KALETRA ORAL MO PREZISTA ORAL 4 MO
SOLUTION TABLET 600 MG,
KALETRA ORAL MO 800 MG
TABLET 100-25 REBETOL ORAL 4 MO
MG CAPSULE
KALETRA ORAL MO REBETOL ORAL 2 MO
TABLET 200-50 SOLUTION
MG RELENZA 2 MO
lamivudine MO DISKHALER
lamivudine- MO RESCRIPTOR 2 MO
zidovudine RETROVIR 2 MO
LEXIVA ORAL MO INTRAVENOUS
SUSPENSION RETROVIRORAL 3 MO
LEXIVA ORAL MO CAPSULE
TABLET RETROVIR ORAL 3 MO
moderiba MO SYRUP
moderiba dose pack MO REYATAZ ORAL 4 MO
oral tablets,dose CAPSULE 150 MG,
pack 400 mg (7)- 200 MG, 300 MG
400 me (7) REYATAZ ORAL 4 MO
moderiba dose pack MO POWDER IN
oral tablets,dose PACKET
pack 600 mg (7)- ribasphere oral 1 MO
600 mg (7)
capsule

nevirapimne MO ribasphere oral 1 MO
NORVIR MO tablet 200 mg, 400
OLYSIO PA; MO; QL (28 "€

per 28 days) ribasphere oral 4 MO
PREZCOBIX MO tablet 600 mg
PREZISTA ORAL MO
SUSPENSION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier  Limits Tier  Limits
ribasphere ribapak 4 MO VALTREX 3 MO; QL (30 per
oral tablets,dose 30 days)
pack 400-400 mg VIDEX 2 GRAM 2 Mo
(28)-mg (28), 600- PEDIATRIC
400 mg (28)-mg
(28), 600-600 mg VIDEX EC 3 MO
(28)-mg (28) VIEKIRA PAK 4  PA;MO:; QL
ribavirin oral 1 MO (112 per 28 days)
capsule VIRACEPT ORAL 4 MO
ribavirin oral tablet 1 MO TABLET
200 mg VIRAMUNE 3 MO
rimantadine 1 MO VIRAMUNE XR 2 MO
SELZENTRY 2 MO ORAL TABLET

EXTENDED
SOVALDI 4 PA;MO;QL(28 L EASE 24 HR

per 28 days) 100 MG

stavudine . © VIRAMUNE XR 3 MO
STRIBILD 4 MO ORAL TABLET

EXTENDED
SUSTIVA . MO RELEASE 24 HR
SYNAGIS 4 MO; LA 400 MG
INTRAMUSCULA
R SOLUTION 50 VIRAZOLE 4 MO
MG/0.5 ML VIREAD 4 MO
TAMIFLU 2 MO VISTIDE 4 PA
TIVICAY 4 MO VITEKTA 4 MO
TRIUMEQ 4 MO ZERIT 3 MO
TRIZIVIR 4 MO ZIAGEN ORAL 2 MO
TRUVADA 4 MO SOLUTION

ZIAGEN ORAL 3 MO
TYBOST 3 MO TABLET
TYZEKA 4 MO zidovudine 1 MO
valacyclovir 1 13\/(1)(?1;3QSI; (30 per ZOVIRAX ORAL 3 MO

Y CAPSULE

VALCYTE 4 MO ZOVIRAX ORAL 3 MO
valganciclovir 4 MO SUSPENSION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
CEPHALOSPORINS cefdinir 1 MO
CEDAX ORAL MO cefditoren pivoxil 1 MO
CAPSULE oral tablet 200 mg
CEDAX ORAL MO cefepime 1 MO
SUSPENSION FOR CEFEPIME IN 3 MO
RECONSTITUTIO DEXTROSE 5 %
N 180 MG/5 ML
CEDAX ORAL cefixime S
SUSPENSION FOR cefotaxime injection 1
RECONSTITUTIO recon soln 1 gram, 2
N 90 MG/5 ML gram, 500 mg
cefaclor oral capsule MO cefotetan 1
cefaclor oral MO cefoxitin in dextrose, 1
suspension for iso-osm
reconstitution 125 cefoxitin intravenous 1 MO
mg/5 ml, 250 mg/5 recon soln 1 gram
ml, 375 mg/5 ml
cefoxitin intravenous 1
cefaclor oral tablet MO recon soln 10 gram,
thended release 12 2 gram
r

) cefpodoxime 1 MO
cefadroxil oral MO
Capsule CefprOZil 1 MO
cefadroxil oral MO CEFTAZIDIME IN 3
suspension for D5W
reconstitution 250 ceftazidime injection 1 MO
mg/3 mi, 500 mg/5 recon soln 1 gram, 2
ml gram
cefadroxil oral tablet MO ceftazidime injection 1
cefazolin in dextrose MO recon soln 6 gram
(iso-0s) intravenous CEFTIN ORAL 3 MO
piggyback I gram/30 SUSPENSION FOR
ml RECONSTITUTIO
cefazolin injection MO N
recon soln 1 gram, CEFTIN ORAL 3 MO
500 mg TABLET 250 MG,

500 MG

cefazolin injection
recon soln 10 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier Limits Tier Limits
ceftriaxone injection 1 FORTAZ 3
recon soln 10 gram INTRAVENOUS
ceftriaxone injection 1 MO KEFLEX ORAL 3 MO
recon soln 250 mg, CAPSULE
500 mg MAXIPIME 3 MO
ceftriaxone 1 MO INJECTION
znz;ravenous recon SPECTRACEF 3 MO
sotn ORAL TABLET
cefuroxime axetil 1 MO 400 MG
oral tablet SUPRAX ORAL 2 MO
cefuroxime sodium 1 MO CAPSULE
injection recon soln SUPRAX ORAL 3 MO
1.5 gram, 750 mg SUSPENSION FOR
cefuroxime sodium 1 RECONSTITUTIO
intravenous N 100 MG/5 ML,
cephalexin 1 MO 200 MG/5 ML
CLAFORAN 3 MO SUPRAX ORAL 2
INJECTION SUSPENSION FOR

RECONSTITUTIO

RECON SOLN 1

GRAM, 10 GRAM, N 500 MG/5 ML

2 GRAM SUPRAX ORAL 2 MO
CLAFORAN 3 E?BLET,CHEWAB
INJECTION
RECON SOLN 500 TAZICEF 3
MG INJECTION
CLAFORAN 3 EJIE{CA(K/IN SOLN 1
INTRAVENOUS
RECON SOLN TAZICEF 3 MO
FORTAZ 3 MO INJECTION

RECON SOLN 2
RECON SO GRAM, 6 GRAM
RECON SOLN 2 :
GRAM TEFLARO 3 MO
FORTAZ 3 ZERBAXA 4
INJECTION e o
RECON SOLN 6
GRAM INJECTION

RECON SOLN 1.5

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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier  Limits Tier  Limits
ZINACEF 3 ERY-TAB ORAL 2 MO
INJECTION TABLET,DELAYE
RECON SOLN 750 D RELEASE
MG (DR/EC) 500 MG
ZINACEF 3 erythrocin (as 1 MO
INTRAVENOUS stearate) oral tablet
RECON SOLN 7.5 250 mg
GRAM ERYTHROCIN 2
ERYTHROMYCINS / OTHER INTRAVENOUS
MACROLIDES RECON SOLN 500
MG
azithromycin 1 MO
intravenous recon erythromycin 1 MO
soln 500 mg ethylsuccinate oral
. . tablet
azithromycin 1
intravenous recon erythromycin oral 1 MO
soln 500 mg (2 tablet
mg/ml) PCE 3 MO
azithromycin oral 1 MO ZITHROMAX 3 MO
BIAXIN ORAL 3 MO ZITHROMAX TRI- 3 MO
SUSPENSION FOR PAK
RECONSTITUTIO
N 250 MG/5 ML ZITHROMAX Z- 3 MO
PAK
BIAXIN ORAL 3 MO
TABLET ZMAX 3 MO
clarithromycin 1 MO MISCELLANEOUS ANTIINFECTIVES
DIFICID 4 MO ALBENZA 2 MO
e.e.s. 400 oral tablet 1 MO ALINIA 2 MO
E.E.S. GRANULES 2 MO amikacin injection 1 MO
solution 500 mg/2 ml
ERYPED 200 2 MO
atovaquone 4 MO
ERYPED 400 2 MO
vab oral ) MO atovaquone- 1 MO
ery-tab ora 7
tablet,delayed proguar:
release (dr/ec) 250
mg, 333 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier Limits
AZACTAM IN 2 CLEOCIN IN 5 % 3
DEXTROSE (ISO- DEXTROSE
OSM) INTRAVENOUS
INTRAVENOUS PIGGYBACK 900
PIGGYBACK 1 MG/50 ML
GRAM/50 ML CLEOCIN 3 MO
AZACTAM IN 4 INJECTION
DEXTROSE (ISO-
OSM) CLEOCIN ORAL 3 MO
INTRAVENOUS clindamycin hcl 1 MO
PIGGYBACK 2 . o
GRAM/50 ML fllzndamycm ins5% 1 MO
extrose
AZACTAM 3 MO . .
clindamycin 1
INJECTION pediatric
RECON SOLN 1
GRAM clindamycin 1 MO
hosphat
aztreonam injection 1 MO p tosp ate Iuti
I 1 oram intravenous solution
reconsoin 1 & 600 mg/4 ml
baciim ! COARTEM 2 MO
l.)acitracin l 1 MO colistin 1 MO
intramuscular (colistimethate na)
BETHKIS 4 PA; MO; QL
> ’ CUBICIN 4 MO
(224 per 28 days)
DALVANCE
BILTRICIDE 3 MO VANC 3
CAPASTAT ; DAPSONE 2 MO
DARAPRIM 2 MO
CAYSTON 4 MO; LA; QL (84
per 28 days) DORIBAX 2
- INTRAVENOUS
chlmfamphemcol sod 1 RECON SOLN 500
succinate MG
chloroquine 1 MO cthambuiol | MO
phosphate oral
FLAGYL M
CLEOCIN IN 5 % 3 MO G : ©
DEXTROSE FLAGYL ER 3 MO
INTRAVENOUS
PIGGYBACK 300
MG/50 ML, 600
MG/50 ML

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

benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
gentamicin in nacl 1 MO MEPRON 4 MO
(ZZOZZ ” meropenem 1 MO
mirav intravenous recon
piggyvback 100 soln 500 mg
mg/100 ml, 60 mg/50
ml MERREM 3 MO
. INTRAVENOUS
gentamicin in nacl 1 RECON SOLN 500
(iso-osm) MG
intravenous
piggyback 70 mg/50 metronidazole in 1 MO
ml, 80 mg/100 ml, 80 nacl (iso-os)
Z?’/ 50 ml, 90 mg/100 metronidazole oral 1 MO
—— MYAMBUTOL 3 MO
gentamicin injection 1 MO ORAL TABLET
solution 40 mg/ml 400 MG
gentamicin sulfate 1 MYCOBUTIN 3 MO
(pf) intravenous
solution 80 mg/8 ml NEBUPENT PA; MO; QL (6
28d
hydroxychloroquine 1 MO >~ )
oral neomycin 1 MO
imipenem-cilastatin 1 MO paromomycin 1 MO
INVANZ 2 MO PASER I 1O
INJECTION PENTAM 3 MO
isoniazid injection 1 PLAQUENIL 3 MO
isoniazid oral 1 MO polymyxin b sulfate 1
ivermectin oral 1 MO PRIFTIN 2 MO
KETEK 3 MO PRIMAQUINE 2 MO
LINCOCIN 3 MO PRIMAXIN IV 3 MO
linezolid intravenous 4 pyrazinamide 1 MO
linezolid oral 4 MO QUALAQUIN 3 MO
MALARONE 3 MO quinine sulfate 1 MO
MALARONE 3 MO rifabutin 1 MO
PEDIATRIC
- RIFADIN 3 MO
mefloquine 1 MO
RIFAMATE 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits

rifampin intravenous 1 MO XIFAXAN ORAL 4 MO
rifampin oral 1 MO TABLET 550 MG

ZYVOX 4 MO
RIFATER 3 MO INTRAVENOUS
SIRTURO 4 MO; LA PARENTERAL

SOLUTION 600
SIVEXTRO 4
INTRAVENOUS MG/300 ML
SIVEXTRO ORAL 4 MO ZYVOX ORAL KA MO
STREPTOMYCIN 2 MO PENICILLINS
INTRAMUSCULA amoxicillin oral 1 MO
R capsule
STROMECTOL 3 MO amoxicillin oral 1 MO
SYNERCID 4 suspension for

reconstitution
TINDAMAX ORAL 3 MO —
TABLET 500 MG amoxicillin oral 1 MO

tablet
tinidazole 1 MO

amoxicillin oral 1 MO
TOBI 4 PA; MO; QL tablet,chewable 125

(280 per 28 days) g, 250 mg

CAPSULE, —
W/INHALATION ampicillin 1 MO
DEVICE ampicillin sodium 1 MO
tobramycin in 0.225 4 PA; MO; QL injection recon soln
% nacl (280 per 28 days) 1 gram. 10 gram,

125 mg
tobramycin in 0.9 % 1 MO —
nacl intravenous ampicillin-sulbactam 1
piggyback 80 injection recon soln
mg/100 ml 15 gram
tobramycin sulfate 1 MO ampicillin-sulbactam 1 MO
injection solution injection recon soln

3 gram
TRECATOR 2 MO

ampicillin-sulbactam 1
TYGACIL 2 MO intravenous recon
XIFAXAN ORAL 2 MO soln 1.5 gram
TABLET 200 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
AUGMENTIN 2 MO PENICILLIN G 2
ORAL POT IN
SUSPENSION FOR DEXTROSE
RECONSTITUTIO INTRAVENOUS
N 125-31.25 MG/5 PIGGYBACK 2
ML MILLION UNIT/50
ML, 3 MILLION
BICILLIN C-R 2 MO UNIT/50 ML
BICILLIN L-A 2 MO penicillin g 1 MO
dicloxacillin 1 MO potassium injection
nafcillin in dextrose 1 recon soln 3 million
iso-osm intravenous unit
piggyback 1 gram/50 penicillin g procaine 1 MO
ml intramuscular
nafcillin injection 1 MO syringe 1.2 million
unit/2 ml
recon soln 1 gram
nafcillin injection 4 MO penicillin g sodium ! MO
recon soln 10 gram penicillin v 1 MO
oxacillin in 1 potassium
dextrose(iso-osm) piperacillin- 1 MO
intravenous tazobactam
piggyvback 1 gram/50 intravenous recon
ml soln 3.375 gram, 4.5
oxacillin in 4 MO gram
dextrose(iso-osm) UNASYN 3
intravenous INJECTION
piggyback 2 gram/50 RECON SOLN 15
ml GRAM
oxacillin injection 4 MO UNASYN 3 MO
recon soln 10 gram INJECTION
oxacillin intravenous 1 RECON SOLN 3
GRAM
recon soln 2 gram
ZOSYN IN 3
DEXTROSE (ISO-
OSM)
INTRAVENOUS
PIGGYBACK 2.25
GRAM/50 ML

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

Tier  Limits Tier  Limits
ZOSYN IN 3 MO ciprofloxacin lactate 1
DEXTROSE (ISO- intravenous solution
OSM) 400 mg/40 ml
INTRAVENOUS
PIGGYBACK 3.375 FACTIVE E
GRAM/50 ML LEVAQUIN ORAL 3 MO
ZOSYN 3 MO levofloxacin in d5w 1 MO
INTRAVENOUS intravenous
RECON SOLN piggyback 500
3.375 GRAM mg/100 ml
QUINOLONES levofloxacin 1 MO
AVELOX 3 MO intravenous

I .

AVELOX ABC 3 MO evofloxacin oral 1 MO
PACK moxifloxacin 1 MO
AVELOX IN NACL 3 MO ofloxacin oral tablet 1
(ISO-OSMOTIC) 400 mg
CIPRO IN D5W 3 SULFA'S / RELATED AGENTS
INTRAVENOUS
PIGGYBACK 400 BACTRIM 3 MO
MG/200 ML BACTRIM DS 3 MO
CIPRO ORAL 3 MO sulfadiazine oral 1 MO
SUSPENSION,MIC sulfamethoxazole- 1 MO
ROCAPSULE trimethoprim
RECON
CIPRO ORAL 3 MO TETRACYCLINES
TABLET 250 MG, ADOXA ORAL 3 ST; MO
500 MG CAPSULE
ciprofloxacin 1 demeclocycline oral 1 MO
ciprofloxacin 1 MO doxy-100 1 MO
(mixture) doxycycline hyclate 1
ciprofloxacin hcl 1 MO intravenous
oral doxycycline hyclate 1 MO
ciprofloxacin in 5 % 1 MO oral capsule
d?xtrose Zatravenous doxycycline hyclate 1 MO
piggyback 200 oral tablet 100 mg,
mg/100 ml 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 www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits

doxycycline hyclate 1 VIBRAMYCIN 3 MO

oral tablet 50 mg ORAL SYRUP

doxycycline hyclate 1 MO URINARY TRACT AGENTS

oral tablet,delayed FURADANTIN 3 MO

release (dr/ec)

doxycycline 1 MO HIPREX . MO

monohydrate oral MACROBID 3 MO

capsule MACRODANTIN 3 MO

doxycycline 1 MO ORAL CAPSULE

monohydrate oral 100 MG, 50 MG

Susp e”f.’t‘”: Jor MACRODANTIN 2 MO

reconstitution ORAL CAPSULE

doxycycline 1 MO 25 MG

Zzl;eothy drate oral methenamine 1 MO

hippurate

MINOCIN ORAL 3 ST; MO

CAPSULE 100 MG, MONUROL MO

50 MG nitrofurantoin 1 MO
. . macrocrystal oral

minocycline oral 1 MO capsule 100 mg, 50

ORACEA 3 ST; MO mg

SOLODYN ORAL 4 ST; MO nitrofurantoin 1 MO

TABLET monohyd/m-cryst

E)E(EEESD]S ]2)4 HR nitrofurantoin oral 1 MO

105 MG, 115 MG, PRIMSOL 2 MO

55 MG, 65 MG, 80 . .

MG trimethoprim 1 MO

tetracycline 1 MO VANCOMYCIN

VIBRAMYCIN 3 ST;MO VANCOCIN S 1O

ORAL CAPSULE vancomycin 1 MO

100 MG intravenous recon

VIBRAMYCIN 3 MO soln 1,000 mg, 10

ORAL gram, 500 mg

SUSPENSION FOR vancomycin oral 4 MO

RECONSTITUTIO capsule

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 www.Express-Scripts.com.
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Tier Limits Tier Limits
ANTINEOPLASTIC / adrucil intravenous 1 MO
IMMUNOSUPPRESSANT DRUGS ;fll“fw” 300 mg/10
ADJUNCTIVE AGENTS AFINITOR 4 PA: MO
amifostine 4 MO DISPERZ
crystalline AFINITOR ORAL 4  PA;MO; QL (60
dexrazoxane hcl 4 TABLET 10 MG per 30 days)
i”fl”“;e’gms recon AFINITOR ORAL 4 PA; MO
soln 250 mg TABLET 2.5 MG, 5
ELITEK 4 MG, 7.5 MG
INTRAVENOUS
ALIMTA 4 MO
1\R/1EGCON SOLN 1.5 INTRAVENOUS
RECON SOLN 500
FUSILEV 4 MO MG
KEPIVANCE 4 ALKERAN 4
leucovorin calcium 1 MO INTRAVENOUS
injection recon soln anastrozole 1 MO
100 mg, 350 mg ARIMIDEX 3 MO
leuclovorin calcium 1 MO AROMASIN 3 MO
ora
LEVOLEUCOVORI 4 ARRANON 4
N CALCIUM ARZERRA 4 PA; MO
i MO INTRAVENOUS
mesna SOLUTION 100
MESNEX 3 MG/5 ML
INTRAVENOUS ASTAGRAF XL 3 PA;MO
XGEVA 4 MO azacitidine 4 MO
ZINECARD (AS 4 MO AZASAN 9 PA: MO
HCL)
INTRAVENOUS azathioprine 1 PA; MO
&%ON SOLN250 BELEODAQ 4 MO
bicalutamide 1 MO
ANTINEOPLASTIC /
BICNU 2 MO

IMMUNOSUPPRESSANT DRUGS

ABRAXANE

4

MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Tier  Limits Tier  Limits
bleomycin injection 1 MO COSMEGEN 4 MO
recon soln 30 unit CYCLOPHOSPHA 2 PA;MO
BOSULIF ORAL 4 PA; MO MIDE ORAL
TABLET 100 MG CAPSULE
BOSULIF ORAL 4 PA; MO; QL (30 cyclosporine 1 PA
TABLET 500 MG per 30 days) intravenous
BUSULFEX 4 cyclosporine 1 PA; MO
CAMPTOSAR 3 MO modified
INTRAVENOUS cyclosporine oral 1 PA; MO
SOLUTION 100 capsule
MG/5 ML cytarabine 1 MO
CAPRELSA ORAL 4 PA; MO; LA; .
TABLET 100 MG QL (90 per30  <arabine (b)) . VO
days) injection solution 2
gram/20 ml (100
CAPRELSA ORAL 4 PA; MO; LA; mg/ml)
TABLET 300 MG dQL (30 per 30 dacarbazine 1 MO
ays) intravenous recon
carboplatin 1 MO soln 200 mg
intravenous solution DACOGEN 4 MO
CASODEX 3 MO .
daunorubicin
CELLCEPT 2 PA; MO intravenous solution
INTRAVENOUS DAUNOXOME 4 MO
CELLCEPT ORAL 3 PA; MO .
CAPSULE decitabine 4 MO
CELLCEPT ORAL 4 PA; MO DOCEFREZ 4
INTRAVENOUS
SUSPENSION FOR RECON SOLN 20
RECONSTITUTIO MG
N
CELLCEPT ORAL . PA; MO Zaotf’fzizaeffte(fus solution ! MO
TABLET 80 mg/4 ml (20
cisplatin 1 MO mg/ml), 80 mg/8 ml
cladribine 4 MO (10 mg/ml)
CLOLAR 4 MO DOXIL i MO
COMETRIQ 4 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 www.Express-Scripts.com.
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doxorubicin 1 MO FEMARA 3 MO
g”o”“vig;’”s ls"l””"” FIRMAGONKITW 2 MO
mgre m DILUENT
DROXIA 2 MO SYRINGE
ELIGARD 2 PA; MO fludarabine 1 MO
ELLENCE 3 MO intravenous recon
INTRAVENOUS soln
SOLUTION 200 Sfluorouracil 1 MO
MG/100 ML intravenous solution
ELOXATIN 4 MO 2.5 gram/50 ml
INTRAVENOUS Sflutamide MO
Ea(z}L/lzjoTl{/IOF 100 FOLOTYN 4 MO
INTRAVENOUS
EMCYT 2 MO SOLUTION 40
. MG/2 ML (20
?pzrublcm ' 1 MO MG/ML)
intravenous solution
50 mg/25 ml gemcitabine 4 MO
ERBITUX 4 MO intlra}}enous recon
INTRAVENOUS sotn 1 gram
SOLUTION 100 GEMZAR 4 MO
MG/50 ML INTRAVENOUS
ERIVEDGE 4  PA;MO;QL 30 RECONSOLNI
GRAM
per 30 days)
ERWINAZE 4 MO gengraf 1 PAMO
GILOTRIF ORAL 4 PA; MO; QL (60
ETOPOPHOS 2 MO TABLET 20 MG per 30 days)
Z?Zz ‘féi‘jus S MO GILOTRIF ORAL 4  PA:MO: QL (40
TABLET 30 MG per 30 days)
exemestane S MO GILOTRIF ORAL 4  PA;MO:; QL (30
FARESTON 2 MO TABLET 40 MG per 30 days)
FARYDAK ORAL 4 PA; MO; QL (12 GLEEVEC ORAL 4 PA; MO
CAPSULE 10 MG per 21 days) TABLET 100 MG
FARYDAK ORAL 4 PA; MO; QL (6 GLEEVEC ORAL 4 PA; MO; QL (60
CAPSULE 15 MG, per 21 days) TABLET 400 MG per 30 days)
20 MG GLEOSTINE 3 MO
FASLODEX 4 MO

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

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

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
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HALAVEN 4 MO IXEMPRA 4 MO
INTRAVENOUS
HERCEPTIN 4 MO RECON SOLN 45
HEXALEN 4 MO MG
HYCAMTIN 4 MO JAKAFI ORAL 4 PA; MO
INTRAVENOUS TABLET 10 MG, 15
HYDREA 3 MO MG, 20 MG, 5 MG
JAKAFI ORAL 4 PA; MO; QL (60
hyd 1 MO ’ ’
yaroxyurea TABLET 25 MG per 30 days)
IBRANCE 4 PA; MO; QL (21
ber 28 days) JEVTANA MO
ICLUSIG ORAL 4  PA;MO;QL (90 KADCYLA MO
TABLET 15 MG per 30 days) INTRAVENOUS
RECON SOLN 100
ICLUSIG ORAL 4 PA; MO; QL 30 MG
TABLET 45 MG per 30 days) KEYTRUDA 4 MO
IDAMYCIN PFS 3 MO INTRAVENOUS
idarubicin 1 RECON SOLN
IFEX 3 MO LENVIMA 4 PA; MO
INTRAVENOUS letrozole 1 MO
RECON SOLN 1
GRAM LEUKERAN 2 MO
ifosfamide 1 MO leuprolide 1 MO
intravenous recon LOMUSTINE 2 MO
soln I gram LUPRON DEPOT 4  PA;MO
IMBRUVICA g ES;OMSE%EM ;) LUPRON DEPOT 4 PA:MO
P ¥®) (3 MONTH)
IMURAN 3 PAMO LUPRON DEPOT 4 PA:MO
INLYTA ORAL 4 PA; MO (4 MONTH)
TABLET 1 MG LUPRON DEPOT 4 PA:MO
INLYTA ORAL 4 PA; MO; QL (6 MONTH)
TABLET 5 MG (120 per 30 days) LUPRON DEPOT- 4 PA: MO
irinotecan 1 MO PED
intravenous solution INTRAMUSCULA
100 mg/5 ml R KIT 11.25 MG, 15
ISTODAX 4 MO MG
LYNPARZA 4 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 www.Express-Scripts.com.

17




Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier  Limits Tier  Limits
LYSODREN 2 MO mycophenolate 1 PA; MO
MATULANE 4 MO mofetil oral tablet
MEGACE 3 MO mycgphenolate 1 PA; MO
sodium
MEGACE ES 2 MO MYFORTIC 3 PA; MO
megestrQl oral 1 MO NEORAL 3 PA; MO
suspension 400
mg/10 ml (40 mg/ml) NEXAVAR 4 PA; MO; LA;
megestrol oral tablet 1 MO QL (120 per 30
days)
MEKINIST ORAL 4 PA; MO; QL
TABLET 0.5 MG (120 per 30 days) NI-ANDRON I MO
MEKINIST ORAL 4 PA;MO; QL (30 MPENT R
TABLET 2 MG per 30 days) NULOJIX 4 PA; MO
melphalan hcl 4 octreotide acetate 4 MO

injection solution

mercaptopurine 1 MO 1,000 meg/ml, 500

methotrexate sodium 1 PA mcg/ml

go)]l?nm] ection recon octreotide acetate 1 MO
injection solution

methotrexate sodium 1 PA; MO 100 mcg/ml, 200

(py) injection mcg/ml, 50 mcg/ml

solution ONCASPAR 4 MO

th’Zlhotrexate sodium 1 PA; MO OPDIVO 4 MO
INTRAVENOUS

mitomycin 1 MO SOLUTION 40

intravenous recon MG/4 ML

soln 20 mg oxaliplatin 4 MO

mitoxantrone 1 MO intravenous solution

MUSTARGEN 2 MO 100 mg/20 ml

mycophenolate 1 PA; MO paclitaxel ! MO

mofetil oral capsule PERJETA 4 MO

mycophenolate 4 PA; MO POMALYST 4 MO

:Zf egf;(’;zlfor PROGRAF 2 PA;MO

PEnSIOn. INTRAVENOUS
reconstitution

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

18



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

PROGRAF ORAL 3 PA:MO SANDOSTATIN 4 MO
CAPSULE 0.5 MG, INJECTION
1 MG SOLUTION 1,000
PROGRAF ORAL 4  PA:MO MCG/ML, 100
CAPSULE 5 MG MCG/ML, 200

MCG/ML
PURIXAN S 1O SANDOSTATIN 3 MO
RAPAMUNE 2 PA:MO INJECTION
ORAL SOLUTION SOLUTION 50
RAPAMUNE 3 PA:MO ﬁgg%i 500
ORAL TABLET 0.5
MG, 1 MG SANDOSTATIN 4 MO
RAPAMUNE 4  PA:MO LAR DEPOT
ORAL TABLET 2 ;NEFTAMUSCULA
MG
REVLIMID 4  PA:MO:LA  SIGNIFOR MO
RHEUMATREX 3 PA;MO SIGNIFOR LAR MO
ORAL SIMULECT 2 PA:MO
TABLETS,DOSE INTRAVENOUS
PACK 2.5 MG RECON SOLN 20
RHEUMATREX 3 PA MG
ORAL sirolimus oral tablet 1 PA; MO
TABLETS,DOSE 0.5 mg, I mg
PACK 2.5 MG — )
(DOSE PACK 12), ;zrollmus oral tablet 4 PA; MO
2.5 MG (DOSE me
PACK 16), 2.5 MG SOLTAMOX 2 MO
(DOSE PACK 20), SOMATULINE 4 MO
2.5 MG (DOSE DEPOT
PACK 8)

SPRYCEL ORAL 4  PA:MO
RITUXAN 4  PA:MO TABLET 100 MG,
SANDIMMUNE 3 PA:MO 20 MG, 50 MG, 80
INTRAVENOUS MG
SANDIMMUNE 3 PA:MO SPRYCEL ORAL 4  PA;MO; QL (30
ORAL CAPSULE TABLET 140 MG per 30 days)
SANDIMMUNE 2 PA:MO SPRYCEL ORAL 4  PA;MO; QL (60
ORAL SOLUTION TABLET 70 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 www.Express-Scripts.com.
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Tier Limits Tier Limits
STIVARGA 4 PA; MO; QL (84 TAXOTERE 4 MO
per 28 days) INTRAVENOUS
SUTENT ORAL 4 PA: MO i%fﬁ%go
CAPSULE 12.5 MG MG/ML)
SUTENT ORAL 4 PA; MO; QL (60 .
CAPSULE 25 MG, per 30 days) THALOMID 4 PAMO
37.5 MG toposar 1 MO
SUTENT ORAL 4 PA; MO; QL (30 fopotecan 4 MO
CAPSULE 50 MG per 30 days) intravenous recon
SYLVANT 4 MO soln
INTRAVENOUS TORISEL 4 MO
RECON SOLN 100 TREANDA p MO
MG INTRAVENOUS
SYNRIBO 4 MO RECON SOLN 100
TABLOID 2 MO MG
) , TREANDA 4 MO
oo e TS0 NimaviNous
P o Mg, 1 mg SOLUTION 45
tacrolimus oral 4 PA; MO MG/0.5 ML
capsule 5 mg TRELSTAR 4
TAFINLAR ORAL 4 PA; MO; QL DEPOT
CAPSULE 50 MG (180 per 30 days) TRELSTAR 4 MO
TAFINLAR ORAL 4 PA; MO; QL INTRAMUSCULA
CAPSULE 75 MG (120 per 30 days) R SUSPENSION
) FOR
1 M
tamoxifen © RECONSTITUTIO
TARCEVA ORAL 4 PA: MO N
TABLET 100 MG
25 MG ’ TRELSTAR 4 MO
INTRAMUSCULA
TARCEVA ORAL 4 PA; MO; QL (30 R SYRINGE 11.25
TABLET 150 MG per 30 days) MG/2 ML, 3.75
TARGRETIN 4 MO MG/2 ML
TASIGNA ORAL 4  PA:MO TRELSTAR LA 4
CAPSULE 150 MG tretinoin 4 MO
TASIGNA ORAL 4  PA;MO;QL [(chemotherapy)
CAPSULE 200 MG (112 per 28 days) TREXALL 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 www.Express-Scripts.com.
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TRISENOX MO ZALTRAP 4 MO
TYKERB PA;MO; LA;  INTRAVENOUS

QL (180 per 30 SOLUTION 100

days) MG/4 ML (25

y MG/ML)
VECTIBIX PA; MO
INTRAVENOUS ZANOSAR S MO
SOLUTION 100 ZELBORAF 4 PA; MO; QL
MG/5 ML (20 (240 per 30 days)
MG/ML) ZOLINZA 4 MO
VELCADE MO ZORTRESSORAL 2 PA; MO
VIDAZA MO TABLET 0.25 MG
vinblastine MO ZORTRESS ORAL 4 PA; MO
intravenous solution TABLET 0.5 MG,
. 0.75 MG

vincasar pfs
intravenous solution ZYDELIG 4 PA; MO; QL (90
1 mg/ml per 30 days)
vincristine MO ZYKADIA 4 PA; MO; QL
intravenous solution (150 per 30 days)
[ mg/ml ZYTIGA 4  PA;MO;QL
vinorelbine MO (120 per 30 days)
intravenous solution
50 mg/5 ml AUTONOMIC / CNS DRUGS,
VOTRIENT PA: MO; OL NEUROLOGY / PSYCH

(120 per 30 days) /ANTICONVULSANTS
XALKORI ORAL PA; MO APTIOM ORAL 3 MO
CAPSULE 200 MG TABLET 200 MG,
XALKORI ORAL PA: MO: QL (60 _*99 MG, 800 MG
CAPSULE 250 MG per 30 days) APTIOM ORAL 4 MO
XTANDI PA: MO: QL TABLET 600 MG

(120 per 30 days) BANZEL ORAL 2 MO
YERVOY MO SUSPENSION
INTRAVENOUS BANZEL ORAL 2 MO
SOLUTION 50 TABLET 200 MG
ﬁgﬁll\/([)Ll\)/[L (5 BANZEL ORAL 4 MO

TABLET 400 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 www.Express-Scripts.com.
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carbamazepine oral 1 MO DILANTIN 3 MO
capsule, er EXTENDED 100
multiphase 12 hr MG
carbamazepine oral 1 MO DILANTIN 3 MO
suspension 100 mg/5 INFATABS 50 MG
ml DILANTIN-125 125 3 MO
carbamazepine oral 1 MO MG/5 ML
tablet divalproex 1 MO
carbamazepine oral 1 MO .
tablet extended epitol ! MO
release 12 hr EQUETRO 3 MO
carbamazepine oral 1 MO ethosuximide 1 MO
tablet,chewable felbamate | MO
CARBATROL 3 MO FELBATOL 3 MO
CELONTIN ORAL 2 MO .
CAPSULE 300 MG Josphenytoin S MO
injection solution
CEREBYX 3 100 mg pe/2 ml
INJECTION
SOLUTION 500 FYCOMPA 2 MO
MG PE/10 ML gabapentin oral 1 MO
l
clonazepam 1 PA; MO capsure
gabapentin oral 1 MO
DEPACON 3 MO solution 250 mg/5 ml
DEPAKENE 5 MO gabapentin oral 1 MO
DEPAKOTE 3 MO tablet 600 mg, 800
DEPAKOTE ER 3 MO e
peraore 3 w0 oML T2 w0
SPRINKLES ’
MG
DIASTAT 3 PAMO GABITRIL ORAL 3 MO
DIASTAT 3 PA; MO TABLET 2 MG, 4
ACUDIAL MG
diazepam rectal 1 PA; MO GRALISE 2 PA; MO
DILANTIN 30 MG 2 MO GRALISE 30-DAY 2 PA; MO
STARTER PACK
KEPPRA ORAL 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 www.Express-Scripts.com.
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KEPPRA XR 3 MO lamotrigine oral 1 MO
KLONOPIN 3 PA: MO tablet, disintegrating

LEVETIRACETAM 2
LAMICTAL ODT 3 MO IN NACL (1S0-0S)
LAMICTAL ORAL 3 MO INTRAVENOUS
TABLET PIGGYBACK 1,000
LAMICTAL ORAL 3 MO MG/100 ML, 1,500
TABLET, MG/100 ML
CHEWABLE LEVETIRACETAM 2 MO
DISPERSIBLE 25 IN NACL (ISO-0S)
MG, 5 MG INTRAVENOUS
STARTER (BLUE) MG/100 ML
KIT levetiracetam 1 MO
LAMICTAL 3 MO intravenous
STARTER levetiracetam oral 1 MO
(GREEN) KIT solution 100 mg/ml
LAMICTAL 3 MO levetiracetam oral 1 MO
STARTER tablet
(ORANGE) KIT levetiracetam oral 1 MO
LAMICTAL XR 3 MO tablet extended
LAMICTAL XR 3 MO release 24 hr
STARTER (BLUE) LYRICA 2 PA; MO
LAMICTAL XR 3 MO MYSOLINE 3 MO
STARTER
(GREEN) NEURONTIN 3 PA;MO
LAMICTAL XR 3 MO (s)tljsFlgé)I\lI{s%N 2 PAMO
STARTER
(ORANGE) ONFI ORAL 2 PA; MO
lamotrigine oral 1 MO TABLET 10 MG, 20

MG
tablet
lamotrigine oral 1 MO oxcarbazepine ! MO
tablet extended OXTELLAR XR 3 MO
release 24hr PEGANONE 2 MO
lamotrigine oral 1 MO .
tablet, chewable ;ealhbec?robarbztal oral 1 MO

dispersible

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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phenobarbital oral 1 TEGRETOL XR 2 MO
tablet 100 mg ORAL TABLET

. EXTENDED
phenobarbital oral 1 MO RELEASE 12 HR
tablet 15 mg, 16.2 100 MG
mg, 30 mg, 32.4 mg,
60 mg, 64.8 mg, 97.2 TEGRETOL XR 3 MO
mg ORAL TABLET
EXTENDED
PHENYTEK 3 MO RELEASE 12 HR
phenytoin oral 1 MO 200 MG, 400 MG
;:t;penszon 125 mg/5 tiagabine ) MO
phenytoin oral 1 MO TOPAMAX : PA; MO
tablet,chewable topiramate oral 1 PA; MO
phenytoin sodium 1 MO capsule, sprinkle
extended TOPIRAMATE 3 PA; MO
. . ORAL
e CAPSULE SPRINK
LE.ER 24HR
POTIGA 2 MO topiramate oral 1 PA; MO
primidone 1 MO tablet
QUDEXY XR 3 PA; MO TRILEPTAL 3 MO
ORAL
CAPSULE,SPRINK gIEiIEENDI XR 3 PA; MO
LE,ER 24HR 100 CAPSULE,EXTEN
MG, 200 MG, 25
MG. 50 MG DED RELEASE
i 24HR 100 MG, 25
QUDEXY XR 4 PA; MO MG, 50 MG
ORAL TROKENDI XR 4 PA; MO
CAPSULE,SPRINK ORAL ’
IIC/[E(’}ER 24HR 150 CAPSULE,EXTEN
DED RELEASE
SABRIL 4 MO; LA 24HR 200 MG
TEGRETOL ORAL 3 MO valproate sodium 1 MO
SUSPENSION valproic acid 1 MO
iigigiOL ORAL > MO valproic acid (as 1 MO
sodium salt) oral
solution 250 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 www.Express-Scripts.com.
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VIMPAT 2 pramipexole oral 1 MO
INTRAVENOUS tablet extended
VIMPAT ORAL 2 MO release 24 hr 0.73
SOLUTION me 1.0 me
VIMPAT ORAL 2 MO REQUIP S MO
TABLET REQUIP XL 3 MO
ZARONTIN 3 MO ropinirole 1 MO
ZONEGRAN ORAL 3 PA; MO RYTARY 3 MO
CAPSULE 100 MG, e
25 MG selegiline hcl 1 MO
zonisamide 1 PA; MO SINEMET > MO
SINEMET CR 3 MO
ANTIPARKINSONISM AGENTS
STALEVO 100 3 MO
APOKYN 4 MO; LA
STALEVO 125 3 MO
AZILECT 2 MO
) STALEVO 150 3 MO
benztropine 1 MO
. STALEVO 200 3 MO
bromocriptine 1 MO
- STALEVO 50 3 MO
carbidopa 1 MO
) STALEVO 75 3 MO
carbidopa-levodopa 1 MO
) TASMAR ORAL 4 MO
carbidopa-levodopa- 1 MO TABLET 100 MG
entacapone
tolcapone 4 MO
COGENTIN 3 MO
ZELAPAR MO
COMTAN 3 MO
MIGRAINE / CLUSTER HEADACHE
DUOPA 3 PA; MO THERAPY
ELDEPRYL 3 MO ALSUMA 3 MO; QL (16 per
entacapone 1 MO 28 days)
LODOSYN 3 MO AMERGE 3 MO; QL (18 per
MIRAPEX 3 Mo 28 days)
MIRAPEX ER 3 MO AXERT ORAL 3 MO; QL (24 per
TABLET 12.5 MG 28 days)
NEUPRO 2 MO
AXERT ORAL 3 MO; QL (18 per
pramipexole oral 1 MO TABLET 6.25 MG 28 days)
tablet
e CAFERGOT 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 www.Express-Scripts.com.
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dihydroergotamine 1 MO sumatriptan nasal 1 MO; QL (18 per
injection spray,non-aerosol 28 days)
dihydroergotamine 1 MO; QL (8 per 20 mg/actuation
nasal 28 days) sumatriptan nasal 1 MO; QL (36 per
ERGOMAR 2 MO spray,non-aerosol 5 28 days)
mg/actuation
FROVA 3 g/é%;aQsI; (27 per sumatriptan 1 MO; QL (18 per
Y succinate oral 28 days)
ISI\IQIII{FIESE ﬁgﬁt SAL 3 g/é%;aQsI; (18 per sumatriptan 1 MO; QL (16 per
AEROSbL 20 Y succinate 28 days)
MG/ACTUATION subcutaneous pen
injector 6 mg/0.5 ml
Isl\lilll{&Rﬁg\(I(I)\Il\? SAL 3 12\/%13%;21(281)4 (36 per sumatriptan 1 MO; QL (16 per
AEROSbL 5 Y succinate 28 days)
MG/ACTUATION subcutaneous
solution
IMITREX ORAL 3 Iz\/é%aQSI; (18 per SUMAVEL 3 MO: QL (9 per
Y DOSEPRO 28 days)
IMITREX 3 MO; QL (16 per
STATDOSE KIT 28 da(}?s) (OPer TREXIMET 3 MO; QL (18 per
REFILL 28 days)
IMITREX 3 MO: QL (16 per zolmitriptan 1 MO; QL (18 per
SUBCUTANEOUS 28 days) 28 days)
MAXALT 3 MO; QL (36per ZOMIG 3 MO; QL (18 per
28 days) 28 days)
MAXALT-MLT 3 MO;QL(36per ZOMIGZMT 3 MO; QL (18 per
28 days) 28 days)
migergot 1 MO MISCELLANEOUS NEUROLOGICAL
THERAPY
MIGRANAL 3 MO; QL (8 per
28 days) AMPYRA 4 PA; MO; LA
naratriptan 1 MO; QL (18 per ARICEPT 3 MO
28 days) AUBAGIO 4 PA; MO
RELPAX 2 MO; QL (18 per  COPAXONE 4 PA; MO; QL (30
28 days) SUBCUTANEOUS per 30 days)
rizatriptan 1 MO; QL (36 per SYRINGE 20
28 days) 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 www.Express-Scripts.com.
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COPAXONE 4 PA; MO; QL (12 DANTRIUM ORAL 3 MO
SUBCUTANEOUS per 28 days) CAPSULE 25 MG,
SYRINGE 40 50 MG
MG/ML dantrolene 1 MO
donepezil S MO GABLOFEN 2 PA;MO
EXELON ORAL 3 MO INTRATHECAL
CAPSULE SOLUTION 10,000
EXELON 2 MO MCG/20ML (500
TRANSDERMAL MCG/ML), 40,000
MCG/20ML (2,000
galantamine 1 MO MCG/ML)
GILENYA 4 PA; MO GABLOFEN 2 PA; MO
glatopa 4  PA;MO:; QL (30 g‘g{RIS(T}EIESgAL
per 30 days) MCG/ML (1 ML)
HORIZANT 3 PA; M
; MO LIORESAL 2 PA; MO
NAMENDA ORAL 2 PA; MO INTRATHECAL
SOLUTION SOLUTION 2,000
NAMENDA ORAL 3 PA; MO MCG/ML, 500
NAMENDA 3 PA;MO LIORESAL S PA
TITRATION PAK INTRATHECAL
SOLUTION 50
NAMENDA XR 2 PA; MO MCG/ML
NUEDEXTA 2 MO MESTINON ORAL 2 MO
RAZADYNE ER 3 MO SYRUP
RAZADYNEORAL 3 MO MESTINON ORAL [y MO
TABLET TABLET
rivastigmine tartrate 1 MO MESTINON 2 MO
TIMESPAN
TECFIDERA 4 PA; MO
pyridostigmine 1 MO
TYSABRI 4 PA;MO; LA bromide oral tablet
XENAZINE 4 PA; MO; LA tizanidine 1 MO
MUSCLE RELAXANTS / ZANAFLEX 3 MO
ANTISPASMODIC THERAPY
NARCOTIC ANALGESICS
baclofen 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 www.Express-Scripts.com.
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ABSTRAL 4 PA; MO; QL BUTRANS 2 MO:; QL (4 per
SUBLINGUAL (120 per 30 days) 28 days)
;&Bﬁ% lggoMCG’ CAPITAL WITH 3 MO; QL (4500
MCG CODEINE per 30 days)
ABSTRAL 4 PA: MO: QL ;cl)bdleeltne sulfate oral 1 13\/([)(21,33815 (180 per
SUBLINGUAL (116 per 30 days)
TABLET 400 MCG DILAUDID (PF) 3 MO; QL (150 per
ABSTRAL 4 PA;MO; QL (77 ggfgggg ) 30 days)
SUBLINGUAL per 30 days) MG/ML
TABLET 600 MCG
ABSTRAL 4 PA: MO: QL (58 DILAUDID (PF) 3 MO; QL (75 per
INJECTION 30 days)
SUBLINGUAL per 30 days) SOLUTION 4
TABLET 800 MCG MG/ML
acetaminophen- I QL@500per30 "y AUDID ORAL 3 MO; QL (1500
codeine oral solution days) LIQUID er 30 days)
300 mg-30 mg /12.5 P Y
ml DILAUDID ORAL 3 MO; QL (180 per
acetaminophen- 1 MO; QL (360 per TABLET 30 days)
codeine oral tablet 30 days) DILAUDID-HP 3 QL (30 per 30
300-15 mg, 300-30 (PF) INJECTION days)
mg SOLUTION
acetaminophen- 1 MO; QL (180 per DOLOPHINE 3 MO; QL (120 per
codeine oral tablet 30 days) ORAL TABLET 10 30 days)
300-60 mg MG
ACTIQ 4 PA; MO; QL DOLOPHINE 3 MO; QL (240 per
(120 per 30 days) ORAL TABLET 5 30 days)
BUPRENEX 3 MO: QL (267 per MO
30 days) DURAGESIC 4 MO; QL (9 per
. TRANSDERMAL 30 days)
I'Ju‘pr?fzorphme hel 1 dQL (267 per 30 PATCH 72 HOUR
injection syringe ays) 100 MCG/HR
b “glr,e”’o”plht’”bel htcé : 1;/([)% QL (300 per R AGESIC 3 MO; QL (10 per
subunguat table ays) TRANSDERMAL 30 days)
mg PATCH 72 HOUR
buprenorphine hcl 1 MO; QL (75 per 12 MCG/HR, 25
sublingual tablet 8 30 days) MCG/HR, 50
mg MCG/HR

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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DURAGESIC 4 MO; QL (10 per EXALGO ER 4 MO; QL (60 per
TRANSDERMAL 30 days) ORAL TABLET 30 days)
PATCH 72 HOUR EXTENDED
75 MCG/HR RELEASE 24 HR
duramorph (of) I MO;QL 4000 OMG
injection solution 0.5 per 30 days) EXALGO ER 4 MO; QL (47 per
mg/ml ORAL TABLET 30 days)
EXTENDED
c'iu'ran?orph (pj? 1 QL (2000 per 30 RELEASE 24 R
injection solution 1 days)
ma/ml 32 MG
EMBEDA ORAL 4 MO QL (60 per fentanyl citrate 4 PA; MO; QL (39
CAPSULE,ORAL 30 days) z”c‘;”l‘l l](’;e()”()ge ona per 30 days)
ONLY,EXT.REL dndte 1,-00 meg
PELL 100-4 MG fentanyl citrate 4 PA; MO; QL (29
EMBEDA ORAL 3 MO; QL (90 per buccal lozenge on a per 30 days)
’ handle 1,600 mcg
CAPSULE,ORAL 30 days) ’
ONLY,.EXT.REL fentanyl citrate 4 PA; MO; QL
PELL 20-0.8 MG, buccal lozenge on a (120 per 30 days)
30-1.2 MG handle 200 mcg
EMBEDA ORAL 4 MO; QL (90 per fentanyl citrate 4 PA; MO; QL
CAPSULE,ORAL 30 days) buccal lozenge on a (116 per 30 days)
ONLY,EXT.REL handle 400 mcg
PELL 50-2 MG, 60- fentanyl citrate 4 PA; MO; QL (77
2.4 MG
buccal lozenge on a per 30 days)
EMBEDA ORAL 4 MO; QL (75 per  handle 600 mcg
CAPSULE,ORAL 30 days) fentanyl citrate 4 PA; MO; QL (58
ONLY,EXT.REL b 7 304
PELL 80-3.2 MG uccal lozenge on a per ays)
i handle 800 mcg
endocet oral tablet 1 MO; QL (360 per fentanyl transdermal 1 MO; QL (9 per
10-325 mg, 5-325 30 days) h 72 hour 100 30 d
75-325 mg patc our ays)
ne 7 mcg/hr
endodan . 1;/(1)%’ QI; (360 per fentanyl transdermal 1 MO; QL (10 per
ays patch 72 hour 12 30 days)
EXALGO ER 3 MO; QL (60 per  mcg/hr, 25 mcg/hr,
ORAL TABLET 30 days) 50 meg/hr, 75
EXTENDED mcg/hr
RELEASE 24 HR
12 MG, 8§ MG

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

what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific

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

29




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
FENTANYL 3 MO; QL (10 per  hydrocodone- 1 MO; QL (50 per
TRANSDERMAL 30 days) ibuprofen oral tablet 30 days)
PATCH 72 HOUR 7.5-200 mg
37.5 MCG/HOUR, hydromorphone (pf) 1 MO; QL (120 per
62.5 MCG/HOUR SO .
injection solution 10 30 days)
FENTANYL 4 MO; QL (10 per mg/ml
TRANSDERMAL 30 days) .
PATCH 72 HOUR Zycﬁ;zjmorphone oral 1 Né?é OQ(I;a(ISOO
87.5 MCG/HOUR 9 P Y
FENTORA 4 PA: MO: QL izc)l/bdli;(;morphone oral 1 13\/([)(21;3QSI; (180 per
BUCCAL TABLET, (120 per 30 days) Y
EFFERVESCENT hydromorphone oral 1 MO; QL (60 per
100 MCQG, 200 tablet extended 30 days)
MCG release 24 hr 12 mg,
FENTORA 4 PA;MO; QL § mg
BUCCAL TABLET, (116 per 30 days) hydromorphone oral 4 MO; QL (60 per
EFFERVESCENT tablet extended 30 days)
400 MCG release 24 hr 16 mg
FENTORA 4 PA; MO; QL (77 hydromorphone oral 4 MO; QL (47 per
BUCCAL TABLET, per 30 days) tablet extended 30 days)
EFFERVESCENT release 24 hr 32 mg
600 MCG HYSINGLA ER 4  MO; QL (60 per
FENTORA 4 PA; MO; QL (58 ORAL 30 days)
BUCCAL TABLET, per 30 days) TABLET,ORAL
EFFERVESCENT ONLY,EXT.REL.24
800 MCG HR 100 MG, 80 MG
HYCET 3 MO; QL (5550 HYSINGLA ER 4 MO; QL (50 per
per 30 days) ORAL 30 days)
TABLET,ORAL
hydrochone— 1 MO; QL (5550 ONLY.EXT.REL.24
acetaminophen oral per 30 days) HR 120 MG
solution 7.5-325
mg/15 ml HYSINGLA ER 3 MO; QL (60 per
] ORAL 30 days)
hydtrochonz— 1 1 1;/(1)(21, QL (360 per TABLET,ORAL
fcflatn%% 06” ord ays) ONLY,EXT.REL.24
10325 mg, 2.5.325 HR 20 MG, 30 MG,
L) MG, 29 40 MG, 60 MG

mg, 5-300 mg, 5-325
mg, 7.5-300 mg, 7.5-
325 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 www.Express-Scripts.com.
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IBUDONE ORAL 3 MO; QL (50 per  lortab 7.5-325 1 MO; QL (360 per
TABLET 10-200 30 days) 30 days)
MG methadone injection 1 QL (160 per 30
ibuprofen-oxycodone 1 MO; QL (28 per days)

30 days) methadone oral 1 MO; QL (600 per
KADIAN ORAL 3 MO; QL (90 per  solution 10 mg/5 ml 30 days)
CAPSULE,EXTEN 30 days) methadone oral 1 MO; QL (1200
D.RELEASE solution 5 mg/5 ml er 30 days)
PELLETS 10 MG, & P Y
20 MG, 30 MG, 40 methadone oral 1 MO; QL (120 per
MG, 50 MG, 60 MG tablet 10 mg 30 days)
KADIAN ORAL 3 MO; QL (60 per methadone oral 1 MO; QL (240 per
CAPSULE.EXTEN 30 days) tablet 5 mg 30 days)
D.RELEASE : .
PELLETS 100 MG morphine 1 MO; QL (300 per

concentrate oral 30 days)
KADIAN ORAL 4 MO; QL (30 per  solution
D.RELEASE
INTRAVENOUS days)

PELLETS 200 MG SYRINGE 10
KADIAN ORAL 3 MO; QL (75 per MG/ML
CAPSULE,EXTEN 30 days) .
D.RELEASE lect):gfelzgus syringe 1 anI;/s()l 200 per 30
PELLETS 80 MG 2 mg/ml
LAZANDA . PA; MO; QL (23 morphine 1 QL (500 per 30

per 30 days) intravenous syringe days)
levorphanol tartrate 1 MO; QL (120 per 4 mg/ml

30 days) MORPHINE 3 QL (250 per 30
lorcet (hydrocodone) 1 MO; QL (360 per INTRAVENOUS days)

30 days) SYRINGE 8
lorcet hd 1 MO; QL (360 per MG/ML

30 days) morphine oral 1 MO; QL (50 per
lorcet plus oral 1 MO; QL (360 per “ap S%lle’ e 30 days)
tablet 7 5-325 304 multiphase 24 hr
ablet 7.5-325 mg ays) 120 mg

lortab 10-325

MO; QL (360 per
30 days)

lortab 5-325

MO; QL (360 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 www.Express-Scripts.com.
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morphine oral 1 MO; QL (60 per MS CONTIN ORAL 3 MO; QL (120 per
capsule, er 30 days) TABLET 30 days)
multiphase 24 hr 30 EXTENDED
mg, 45 mg, 60 mg, RELEASE 15 MG,
75 mg, 90 mg 30 MG
morphine oral 1 MO; QL (90 per MS CONTIN ORAL 3 MO; QL (30 per
capsule,extend.relea 30 days) TABLET 30 days)
se pellets 10 mg, 20 EXTENDED
mg, 30 mg, 50 mg, RELEASE 200 MG
60 mg MS CONTINORAL 3 MO; QL (100 per
morphine oral 1 MO; QL (60 per TABLET 30 days)
capsule,extend.relea 30 days) EXTENDED
se pellets 100 mg RELEASE 60 MG
morphine oral 1 MO; QL (75 per NORCO 3 MO; QL (360 per
capsule,extend.relea 30 days) 30 days)
se pellets 80 mg OPANAERORAL 3  MO; QL (90 per
morphine oral 1 MO; QL (900 per TABLET,ORAL 30 days)
solution 30 days) ONLY,EXT.REL.12
) ) HR 10 MG, 15 MG,
morphine oral tablet 1 13\/(1)(21,3QSI; (180 per 20 MG, 5 MG, 7.5
y MG

ol MO opn R oRAL 5 oL (07
m TABLET,ORAL 30 days)

g ONLY,EXT.REL.12
morphine oral tablet 1 MO; QL (120 per HR 30 MG
ifte’é‘éei release 13 30 days) OPANA ER ORAL 4  MO; QL (50 per

& I Mg TABLET,ORAL 30 days)
morphine oral tablet 1 MO; QL (30 per ONLY,EXT.REL.12
extended release 200 30 days) HR 40 MG
e OPANA ORAL 3 MO; QL (200 per
morphine oral tablet 1 MO; QL (100 per TABLET 10 MG 30 days)
}eq;ctended release 60 30 days) OPANA ORAL 3 MO: QL (180 per

g TABLET 5 MG 30 days)
MS CONTIN ORAL 3 MO; QL (60 per

TABLET
EXTENDED
RELEASE 100 MG

30 days)

oxycodone oral
capsule

MO; QL (360 per
30 days)

oxycodone oral
concentrate

MO:; QL (180 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 www.Express-Scripts.com.
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oxycodone oral 1 MO; QL (1200 OXYCONTIN 2 MO; QL (67 per
solution per 30 days) ORAL 30 days)
oxycodone oral 1 MO; QL (180 per g‘;ﬁl{{Eg)’?fRRAELL 12
tablet 10 mg, 15 mg, 30 days) ’ ’ ’
20 mg HR 60 MG
oxycodone oral 1 MO; QL (134 per 8{&5 ONTIN . 1;/(1)%’ QI; (50 per
tablet 30 mg 30 days) ays
TABLET,ORAL
oxycodone oral 1 MO; QL (360 per ONLY,EXT.REL.12
tablet 5 mg 30 days) HR 80 MG
OXYCODONE 3 MO; QL (90 per  oxymorphone oral 1 MO; QL (200 per
ORAL 30 days) tablet 10 mg 30 days)
gﬁ?j}Eg)’?rR&LL 12 oxymorphone oral 1 MO; QL (180 per
HR IO’MG '20 M'G tablet 5 mg 30 days)
40 MG oxymorphone oral 1 MO; QL (90 per
OXYCODONE 4 MO: QL (60 per tablet extended 30 days)
ORAL 30 d,ays) release 12 hr 10 mg,
TABLET,ORAL I3 mg, 20 mg, 5 mg,
ONLY,EXT.REL.12 7.5 mg
HR 80 MG oxymorphone oral 1 MO; QL (67 per
oxycodone- 1 MO: QL (360 per tablet extended 30 days)
acetaminophen oral 30 days) release 12 hr 30 mg
tablet 10-325 mg, oxymorphone oral 1 MO; QL (50 per
2.5-325 mg, 5-325 tablet extended 30 days)
mg, 7.5-325 mg release 12 hr 40 mg
oxycodone-aspirin 1 MO; QL (360 per PERCOCET ORAL 3 MO; QL (360 per
30 days) TABLET 10-325 30 days)
OXYCONTIN 2 MO;QL(90per MG 2:5-325MG, 5-
325 MG, 7.5-325
ORAL 30 days) MG
TABLET,ORAL
ONLY,EXT.REL.12 PERCODAN 3 MO; QL (360 per
HR 10 MG, 15 MG, 30 days)
2O MG, 30 MG, 40 PRIMLEV 3 MO; QL (360 per
30 days)
reprexain 1 MO; QL (50 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 www.Express-Scripts.com.

33




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
ROXICET ORAL 3 MO; QL (800 per TYLENOL- 3 MO; QL (360 per
SOLUTION 30 days) CODEINE #3 30 days)
ROXICODONE 3 MO; QL (180 per TYLENOL- 3 MO; QL (180 per
ORAL TABLET 15 30 days) CODEINE #4 30 days)
MG vicodin es oral tablet 1 MO; QL (360 per
ROXICODONE 3 MO; QL (134 per 7.5-300 mg 30 days)
&%AL TABLET 30 30 days) vicodin hp oral I MO; QL (360 per
tablet 10-300 mg 30 days)
ROXICODONE 3 MO; QL (360 per —. . i
ORAL TABLET 5 30 days) vicodin oral tablet 5- 1 MO; QL (360 per
MG 300 mg 30 days)
SUBSYS 4 PA: MO: LA VICOPROFEN 3 13\/([)(31;aQSI; (50 per
SUBLINGUAL QL (120 per 30 Y
SPRAY,NON- days) XARTEMIS XR 3 MO; QL (120 per
AEROSOL 100 30 days)
MCG/SPRAY, 200 ]
MCG/SPRAY XODOL 10/300 3 MO; QL (360 per
30 days)
SUBSYS 4 PA; MO; LA;
’ ’ ’ XODOL 5/300 3 MO;
SUBLINGUAL QL (84 per 30 ODO 3 O?d’aQsI; (360 per
SPRAY,NON- days) Y
AEROSOL 400 XODOL 7.5/300 3 MO; QL (360 per
MCG/SPRAY 30 days)
SUBSYS 4 PA; MO; LA; zamicet 1 QL (5550 per 30
SUBLINGUAL QL (56 per 30 days)
SPRAY,NON- days) ZOHYDRO ER 3 MO:; QL (90 per
AEROSOL 600 ORAL CAPSULE, 30 days)
MCG/SPRAY ORAL ONLY, ER
SUBSYS 4 PA; MO; LA; 12HR
SUBLINGUAL QL (42 per 30 ]
SPRAY.NON- days) NON-NARCOTIC ANALGESICS
AEROSOL 800 ANAPROX 3 MO
MCG/SPRAY ANAPROX DS 3 MO
30 days)
ARTHROTEC 75 3 MO
TREZIX ORAL 3 MO; QL (300 per
CAPSULE 16- 30 days) BUNAVAIL 3 PA; MO; QL (30
320.5-30 MG BUCCAL FILM per 30 days)
2.1-0.3 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 www.Express-Scripts.com.
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BUNAVAIL 3 PA; MO; QL (60 EC-NAPROSYN 3 MO
4B[2J_%(;A1\I/E (f H6J;/I_1 per 30 days) etodolac 1 MO
MG EVZIO 3 MO; QL (0.8 per
buprenorphine- 1 PA; MO; QL 30 days)
naloxone sublingual (360 per 30 days) FELDENE 3 MO
tablet 2-0.5 mg fenoprofen oral 1 MO
buprenorphine- 1 PA; MO; QL (90 tablet
naloxone sublingual per 30 days) FLECTOR 3 PA; MO; QL (60
tablet 8-2 mg
per 30 days)

butorphanol tartrate 1 MO; QL (720 per bi 1 M
injection solution 1 30 days) flurbiprofen ©
mg/ml ibuprofen oral 1 MO
butorphanol tartrate 1 MO; QL (360 per Swipension
injection solution 2 30 days) ibuprofen oral tablet 1 MO
mg/ml 400 mg, 600 mg, 800
butorphanol tartrate 1 MO; QL (5 per "8
nasal 28 days) ketoprofen oral 1 MO
CAMBIA 3 ST.MO.QL(9 .copsule

per 30 days) ketoprofen oral 1 MO

capsule,ext rel.
CELEBREX 2 MO pellets 24 hr 200 mg
celecoxib 1 MO meclofenamate oral 1 MO
CONZIP > 13\/(1)%’;3:; (30 per mefenamic acid 1 MO
DAYPRO 3 MO meloxicqm oral 1 MO
suspension

diclofenac potassium 1 MO meloxicam oral 1 MO
diclofenac sodium 1 MO tablet 15 mg
oral meloxicam oral 1 MO; QL (30 per
diclofenac sodium 1 MO tablet 7.5 mg 30 days)
topical drops MOBIC ORAL 3 MO
diclofenac- 1 MO SUSPENSION
misoprostol MOBIC ORAL 3 MO
diflunisal 1 MO TABLET 15 MG
DUEXIS 3 ST; MO MOBIC ORAL 3 MO; QL (30 per

TABLET 7.5 MG

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 www.Express-Scripts.com.
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nabumetone 1 MO SPRIX 3 ST; MO
nalbuphine injection 1 MO; QL (200 per SUBOXONE 2 PA; MO; QL (60
solution 10 mg/ml 30 days) SUBLINGUAL per 30 days)
nalbuphine injection 1 MO; QL (100 per FILM 12-3 MG
solution 20 mg/ml 30 days) SUBOXONE 2 PA; MO; QL
. SUBLINGUAL (360 per 30 days)

nal(.)xone injection 1 MO FILM 2-0.5 MG
syringe 1 mg/ml

SUBOXONE 2 PA; MO; QL (90
naltrexone oral 1 MO SUBLINGUAL per 30 days)
NAPRELAN CR 3 ST; MO FILM 4-1 MG, 8-2
NAPROSYNORAL 3 MO MG
TABLET sulindac oral 1 MO
naproxen 1 MO TIVORBEX 3 ST; MO; QL (90
naproxen sodium 1 MO per 30 days)
oral tablet 275 mg, tolmetin oral capsule 1 MO
)30 mg tolmetin oral tablet 1 MO
naproxen sodium 1 MO 600 mg
> r;lln.’;]’; éi’e i TRAMADOL 3 QL (30 per 30

ORAL days)
NUCYNTA ER 3 MO; QL (60 per CAPSULE.ER

30 days) BIPHASE 24 HR

NUCYNTA ORAL 3 MO; QL (181 per 1783
TABLET 100 MG 30 days) TRAMADOL 3 QL (30 per 30
NUCYNTA ORAL 3 MO:; QL (362 per ORAL days)
TABLET 50 MG 30 days) CAPSULE ER

BIPHASE 24 HR
NUCYNTA ORAL 3 MO; QL (242 per 25-75 100 MG, 200

TABLET 75 MG

30 days)

MG

tramadol oral tablet

MO; QL (240 per
30 days)

tramadol oral tablet
extended release 24
hr 100 mg, 200 mg

MO; QL (30 per
30 days)

oxaprozin 1 MO
PENNSAID 3 ST; MO
TOPICAL

SOLUTION IN

METERED-DOSE

PUMP

piroxicam 1 MO
PONSTEL 3 MO

tramadol oral tablet,
er multiphase 24 hr
300 mg

MO; QL (30 per
30 days)

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

what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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tramadol- 1 MO; QL (240 per ABILIFY 4
acetaminophen 30 days) MAINTENA
ULTRACET 3 MO;QL(40per o RAMUSCULA
30 days) SUSPENSION,EXT
ULTRAM 3 MO:; QL (240 per ENDED REL
30 days) SYRING
ULTRAM ER 3 MO; QL (30 per ABILIFY ORAL 3 MO; QL (90 per
30 days) TABLET 10 MG 30 days)
VIMOVO 3 ST; MO ABILIFY ORAL 3 MO; QL (60 per
VIVITROL 4 MO TABLET 15 MG 30 days)
VOLTAREN GEL 5 MO ABILIFY ;)RAL 3 M% QL (450 per
TOPICAL GEL 1 % TABLET 2 MG 30 days)
ABILIFY ORAL 4 MO; QL (60 per
VOLTAREN-XR 3 MO
TABLET 20 MG 30 days)
ZIPSOR 3 ST; MO
’ ABILIFY ORAL 4 MO; QL (30 per
ZORVOLEX 3 ST; MO TABLET 30 MG 30 days)
ZUBSOLV 3 PA;MO; QL (90 ABILIFY ORAL 3 MO; QL (180 per
SUBLINGUAL per 30 days) TABLET 5 MG 30 days)
TABLET 1.4-0.36
MG. 5.7-1.4 MG ADDERALL ORAL 3 MO
T TABLET 20 MG, 5
ZUBSOLV 3 PA; QL (60 per MG, 7.5 MG
SUBLINGUAL 30 days)
TABLET 8.6-2.1 ADDERALL XR 3 MO
MG AMBIEN 3 ST; MO; QL (30
PSYCHOTHERAPEUTIC DRUGS per 30 days)
ABILIFY 3 MO;QL (90 per ~MBIENCR 3 STr; 31\6[3; Q)L (30
DISCMELT ORAL 30 days) pe s
TABLET,DISINTE amitriptyline 1 PA; MO
GRATING 10 MG .
amoxapine 1 MO
ABILIFY 4 MO .
MAINTENA Zzanfzzstamme salt 1 MO
INTRAMUSCULA
R ANAFRANIL 3 PA; MO
SUSPENSION,EXT
ENDED REL
RECON

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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APLENZIN ORAL 3 MO; QL (90 per BRINTELLIX 3 MO; QL (30 per
TABLET 30 days) ORAL TABLET 20 30 days)
EXTENDED MG
lfiLfd‘éSE 24 HR BRINTELLIX 3 MO; QL (120 per

ORAL TABLET 5 30 days)
APLENZIN ORAL 3 MO; QL (60 per MG
TABLET 30 days) .
EXTENDED BRISDELLE 3 13\/([)(21,3QSI; (30 per
RELEASE 24 HR y
348 MG bupropion hcl oral 1 MO
APLENZIN ORAL 3 MO: QL (30 per 14Dkt
TABLET 30 days) bupropion hcl oral 1 MO; QL (120 per
EXTENDED tablet extended 30 days)
RELEASE 24 HR release 100 mg
522 MG bupropion hcl oral 1 MO; QL (90 per
APTENSIO XR 3 tablet extended 30 days)
aripiprazole oral 1 MO; QL (90 per release 150 mg
tablet 10 mg 30 days) bupropion hcl oral 1 MO; QL (60 per
aripiprazole oral 1 MO; QL (60 per Z?elzgee)gggcfld 30 days)
tablet 15 mg 30 days) g
aripiprazole oral 1 MO; QL (450 per bupropion hel oral ! MO; QL (90 per
cablet 2 30 d tablet extended 30 days)
avlet < ms ays) release 24 hr 150 mg
;zrg;l;; gaozole oral . 13\/(1)(21’ QI; (60 per bupropion hcl oral 1 MO; QL (60 per
abret 29 mg ays tablet extended 30 days)
aripiprazole oral 4 MO; QL (30 per  release 24 hr 300 mg
tablet 30 mg 30 days) buspirone 1 MO
artpiprazole oral b MO QLUSOPEr cELEXA ORAL 3 MO; QL (120 per
ablet 5 mg ays) TABLET 10 MG 30 days)
ATIVAN ORAL 3 PAMO CELEXA ORAL 3 MO:; QL (60 per
BELSOMRA 3 ST; MO; QL (30 TABLET 20 MG 30 days)

per 30 days) CELEXA ORAL 3 MO: QL (30 per

BRINTELLIX 3 MO; QL (60 per TABLET 40 MG 30 days)
I?/II({}AL TABLET 10 30 days) chlorpromazine 1 MO

citalopram oral 1 MO

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 www.Express-Scripts.com.
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citalopram oral 1 MO; QL (120 per CYMBALTA 3 ST; MO; QL
tablet 10 mg 30 days) ORAL (120 per 30 days)
citalopram oral 1 MO; QL (60 per CAPSULE,DELAY
tablet 20 m 30 days) ED
g Y RELEASE(DR/EC)
citalopram oral 1 MO; QL (30 per 30 MG
tablet 40 mg 30 days) CYMBALTA 3 ST; MO; QL (60
clomipramine 1 PA; MO ORAL per 30 days)
clonidine hcl oral 1 MO CAPSULE,DELAY
tablet extended ED
release 12 hr RELEASE(DR/EC)
60 MG
Zl.orazep ate I PAMO DAYTRANA 3 MO
ipotassium
clozapine oral tablet 1 MO desipramine oral 1 MO
100 mg, 25 mg, 50 DESOXYN 3 MO
s DESVENLAFAXIN 3 ST;MO; QL
clozapine oral tablet 1 E ORAL TABLET (120 per 30 days)
200 mg EXTENDED
. RELEASE 24 HR
clozapine oral 1 100 MG
tablet,disintegrating
100 mg, 12.5 mg, 25 DESVENLAFAXIN 3 ST; MO; QL
mg E ORAL TABLET (240 per 30 days)
EXTENDED
CLOZAPINE 3
ORAL RELEASE 24 HR
TABLET,DISINTE SO MG
GRATING 150 MG, dexedrine 1 MO
200 MG DEXEDRINE 3 MO
CLOZARIL 3 MO SPANSULE
CONCERTA 3 MO dexmethylphenidate 1 MO
CYMBALTA 3 ST; MO; QL dextroamphetamine 1 MO
ORAL (180 per 30 days) oral capsule,
CAPSULE,DELAY extended release
ED .
RELEASE(DR/EC) dex;rtoclzjrln];hetamme 1 MO
20 MG oral table

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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dextroamphetamine- 1 MO ergoloid 1 MO
amphetamine oral escitalopram oxalate 1 MO
capsule,extended .
oral solution

release 24hr

. . ] escitalopram oxalate 1 MO; QL (60 per
diazepam intensol 1 PA; MO oral tablet 10 mg 30 days)
dzclzztep am50raj5 / . PA; MO escitalopram oxalate 1 MO; QL (30 per
sotution ) me/> m oral tablet 20 mg 30 days)
diazepam oral tablet ! PA; MO escitalopram oxalate 1 MO; QL (120 per
doxepin oral 1 PA; MO oral tablet 5 mg 30 days)
duloxetine oral 1 MO; QL (180 per eszopiclone 1 ST; MO; QL (30
capsule,delayed 30 days) per 30 days)
release(dr/ec) 20 mg EVEKEO 3 PA: MO
i”l‘zﬁ”;ee l‘;’;‘;’d : %%a% (120 per g ANAPT ORAL 3 MO; QL (720 per
release(dr/ec) 30 mg TABLET 1 MG 30 days)

. ) FANAPT ORAL 3 MO; QL (90 per
duloxetine oral 1 MO; QL (90 per TABLET 10 MG, 8 30 days)
capsule,delayed 30 days) MG
release(dr/ec) 40 mg

. FANAPT ORAL 3 MO; QL (60 per
duloxetine oral 1 MO; QL (60 per
capsule,delayed 30 days) TABLET 12 MG 30 days)
release(dr/ec) 60 mg FANAPT ORAL 3 MO; QL (360 per
EFFEXOR XR 3 ST;MO: QL (60 _ABLET2MG 30 days)
ORAL per 30 days) FANAPT ORAL 3 MO; QL (180 per
CAPSULE.EXTEN TABLET 4 MG 30 days)
gfI?RRlEI&%[*SE FANAPT ORAL 3 MO; QL (120 per

> TABLET 6 MG 30 days)
51;12354012 AR . Sng? OMO? 3%Ld FANAPT ORAL 3 MO; QL (8 per

(180 per 30 days) ApR[ ETS DOSE 28 days)
CAPSULE,EXTEN
PACK
DED RELEASE
24HR 37.5 MG FAZACLO ORAL 3
. . TABLET,DISINTE

EFFEXOR XR 3 ST; MO; QL (90 GRATING 100 MG,
ORAL per 30 days) 12.5 MG. 25 MG
CAPSULE.EXTEN ’
DED RELEASE
24HR 75 MG
EMSAM 4 MO

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

what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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FAZACLO ORAL 2 fluoxetine oral tablet 1 MO
TABLET,DISINTE 20 mg
2G(§)A h}éNG 150 MG, FLUOXETINE 3 MO

ORAL TABLET 60

FETZIMA ORAL 2 ST; MO; QL (28 MG
CAPSULE,EXT per 28 days) .
REL 24HR DOSE ZZf ;jgjfe’"e . ©
PACK
FETZIMA ORAL 2 ST:MO; QL (30 JMphenazine hel S 1
CAPSULE,EXTEN per 30 days) Sfluvoxamine oral 1 MO; QL (90 per
DED RELEASE 24 capsule,extended 30 days)
HR 120 MG release 24hr 100 mg
FETZIMA ORAL 2 ST; MO; QL fluvoxamine oral 1 MO; QL (60 per
CAPSULE,EXTEN (180 per 30 days) capsule,extended 30 days)
DED RELEASE 24 release 24hr 150 mg
HR 20 MG fluvoxamine oral 1 MO; QL (90 per
FETZIMA ORAL 2 ST;MO; QL (90 tablet 100 mg 30 days)
CAPSULE,EXTEN per 30 days) fluvoxamine oral 1 MO; QL (360 per
DED RELEASE 24 tablet 25 mg 30 days)
HR 40 MG
FETZIMA ORAL 2 ST:;MO:; QL (45 J;i sy oral ! 13\/([)%21% (180 per
CAPSULE,EXTEN per 30 days) g Y
DED RELEASE 24 FOCALIN 3 MO
HR 80 MG FOCALIN XR 3 MO
fluoxetine oral 1 MO; QL (240 per FORFIVO XL 3 MO; QL (30 per
capsule 10 mg 30 days) 30 days)
fluoxetine oral 1 MO GEODON ) MO
capsule 20 mg INTRAMUSCULA
fluoxetine oral 1 MO; QL (60 per R
capsule 40 mg 30 days) GEODON ORAL 3 MO:; QL (240 per
fluoxetine oral 1 MO; QL (4 per ~ CAPSULE 20 MG 30 days)
capsule, delayed 28 days) GEODON ORAL 3 MO; QL (120 per
release(dr/ec) CAPSULE 40 MG 30 days)
fluoxetine oral 1 MO GEODON ORAL 3 MO:; QL (80 per
solution CAPSULE 60 MG 30 days)
fluoxetine oral tablet 1 MO; QL (240 per GEODON ORAL 3 MO; QL (60 per
10 mg 30 days) CAPSULE 80 MG 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 www.Express-Scripts.com.
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guanidine 1 MO INVEGA 4 MO
SUSTENNA

HALDOL 3 MO INTRAMUSCULA

HALDOL 3 MO R SYRINGE 117

DECANOATE MG/0.75 ML, 156

. MG/ML, 234

haloperidol 1 MO MG/L.5 ML

haloperidol 1 MO

decalljwate INVEGA 2 MO
SUSTENNA

haloperidol lactate 1 MO INTRAMUSCULA

HETLIOZ 4 PA;MO R SYRINGE 39
MG/0.25 ML, 78

imipramine hcl 1 PA; MO MG/0.5 ML

imipramine pamoate 1 PA; MO IRENKA 3 MO:; QL (90 per

INVEGA ORAL 3 MO:; QL (240 per 30 days)

TABLET 30 days) KAPVAY 3 MO

EXTENDED . )

RELEASE 24HR KHEDEZLA ORAL 3 ST; MO; QL

1.5 MG TABLET (120 per 30 days)
EXTENDED

INVEGA ORAL 3 MO; QL (120 per RELEASE 24HR

TABLET 30 days) 100 MG

EXTENDED . '

RELEASE 24HR 3 KHEDEZLA ORAL 3 ST; MO; QL

MG TABLET (240 per 30 days)
EXTENDED

INVEGA ORAL 3 MO; QL (60 per RELEASE 24HR 50

TABLET 30 days) MG

EXTENDED .

RELEASE 24HR 6 LATUDA ORAL 4 MO; QL (30 per
TABLET 120 MG 30 days)

MG

EXTENDED LATUDA ORAL 2 MO; QL (120 per

RELEASE 24HR 9 TABLET 40 MG 30 days)

MG
LATUDA ORAL 2 MO; QL (60 per
TABLET 60 MG, 80 30 days)
MG
LEXAPRO ORAL 3 MO
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 www.Express-Scripts.com.
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LEXAPRO ORAL 3 MO; QL (60 per  methylphenidate 1 MO
TABLET 10 MG 30 days) oral solution
LEXAPRO ORAL 3 MO; QL (30 per  methylphenidate 1 MO
TABLET 20 MG 30 days) oral tablet
LEXAPRO ORAL 3 MO; QL (120 per methylphenidate 1 MO
TABLET 5 MG 30 days) oral tablet extended
lithium carbonate 1 MO release
lithium citrate oral 1 MO methylphenidate . MO
solution 8 megq/5 ml oral tablet extended
release 24hr
LITHOBID 3 MO methylphenidate 1 MO
lorazepam intensol 1 PA; MO oral tablet,chewable
lorazepam oral 1 PA; MO mirtazapine 1 MO
tablet modafinil 1 PA; MO
loxapine succinate 1 MO NARDIL 3 MO
LUNESTA ST; MO; QL (30 nefazodone ) MO
per 30 days)
maprotiline 1 MO NORPRAMIN > MO
MARPLAN > MO nortriptyline 1 MO
METADATE CD 3 MO NUVIGIL 3 PAMO
metadate er 1 MO olanzapine : MO
intramuscular
methamphetamine ! MO olanzapine oral 1 MO; QL (60 per
METHYLIN ORAL 3 MO tablet 10 mg 30 days)
SOLUTION olanzapine oral 1 MO; QL (30 per
METHYLIN ORAL 3 MO tablet 15 mg, 20 mg 30 days)
E}?BLET’CHEWAB olanzapine oral 1 MO; QL (240 per
tablet 2.5 mg 30 days)
methylphenidate ! MO olanzapine oral 1 MO; QL (120 per
oral capsule, er cablet 5 304
biphasic 30-70 10 abret ) mg ays)
mg, 50 mg, 60 mg olanzapine oral 1 MO; QL (81 per
methylphenidate 1 MO tablet 7.5 mg 30 days)
oral capsule,er olanzapine oral 1 MO; QL (60 per
biphasic 50-50 tablet,disintegrating 30 days)
10 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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olanzapine oral 1 MO; QL (30 per PAXIL CR ORAL 3 MO; QL (90 per
tablet,disintegrating 30 days) TABLET 30 days)
15 mg, 20 mg EXTENDED
olanzapine oral 1 MO; QL (120 per 2R;E II\J/I%ASE 24 HR
tablet,disintegrating 30 days)
5 mg PAXIL CR ORAL 3 MO; QL (60 per
. TABLET 30 days)
olanzapine- 1 MO
fluoxetine EXTENDED
RELEASE 24 HR
ORAP 2 MO 37.5 MG
oxazepam 1 PA; MO PAXIL ORAL 3 MO
PAXIL ORAL 3 MO; QL (180 per
PARNATE 3 MO
TABLET 10 MG 30 days)
paroxetine hcl oral 1 MO; QL (180 per
tablet 10 mg 30 days) PAXIL ORAL 3 MO; QL (90 per
TABLET 20 MG 30 days)
paroxetine hcl oral 1 MO; QL (90 per
tablet 20 mg 30 days) PAXIL ORAL 3 MO; QL (60 per
TABLET 30 MG 30 days)
paroxetine hcl oral 1 MO; QL (60 per
tablet 30 mg 30 days) PAXIL ORAL 3 MO; QL (45 per
TABLET 40 MG 30 days)
paroxetine hcl oral 1 MO; QL (45 per P ) 1 MO
tablet 40 mg 30 days) perphenazine
paroxetine hcl oral 1 MO; QL (180 per ?i)é]i\é? S)Rl\?(]; 2 13\/([)?1’ QL (180 per
tablet extended 30 days) ays)
release 24 hr 12.5 PEXEVA ORAL 3 MO; QL (90 per
mg TABLET 20 MG 30 days)
paroxetine hcl oral 1 MO; QL (90 per PEXEVA ORAL 3 MO; QL (60 per
tablet extended 30 days) TABLET 30 MG 30 days)
release 24 hr 25 mg PEXEVA ORAL 3 MO; QL (45 per
paroxetine hcl oral 1 MO; QL (60 per TABLET 40 MG 30 days)
tablet extended 30 days) :
release 24 hr 37.5 phenelzine ! MO
mg PRISTIQ ORAL 2 ST; MO; QL
PAXIL CR ORAL 3 MO:; QL (180 per EQ%EEED (120 per 30 days)
TABLET 30 days)
EXTENDED RELEASE 24 HR
RELEASE 24 HR 100MG
12.5 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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PRISTIQ ORAL 2 ST; MO; QL REMERON 3 MO
TABLET (480 per 30 days) SOLTAB
EXTENDED i
RELEASE 24 HR RESTORIL 3 PA; MO
25 MG RISPERDAL 2 MO
CONSTA
PRISTIQ ORAL 2 ST; MO; QL INTRAMUSCULA
TABLET (240 per 30 days)
R SYRINGE 12.5
EXTENDED MG/2 ML, 25 MG/2
RELEASE 24 HR ML ’
50 MG
; ) MO RISPERDAL 4 MO
procentra CONSTA
protriptyline 1 MO INTRAMUSCULA
] R SYRINGE 37.5
PROVIGIL 3 PA; MO MG/2 ML, 50 MG/2
PROZAC ORAL 3 MO; QL (240 per ML
CAPSULE 10 MG 30 days) RISPERDAL M- 3 MO; QL (960 per
PROZAC ORAL 3 MO TAB ORAL 30 days)
CAPSULE 20 MG TABLET,DISINTE
PROZAC ORAL 3 MO; QL (60 per ORATING 0.5 MG
CAPSULE 40 MG 30 days) RISPERDAL M- 3 MO; QL (480 per
TAB ORAL 30 days)
PROZAC WEEKLY 3 MO; QL (4
o3 d’aQS) (4P T ABLET,DISINTE
Y GRATING 1 MG
tiapi [ 1 MO; QL (240
o0 n‘f[;“ 20 O{a(;s) (240 per " ISPERDAL M- 3 MO: QL (240 per
TAB ORAL 30 days)
quetiapine oral 1 MO; QL (120 per TABLET,DISINTE
tablet 200 mg 30 days) GRATING 2 MG
quetiapine oral 1 MO; QL (902 per RISPERDAL M- 3 MO; QL (161 per
tablet 25 mg 30 days) TAB ORAL 30 days)
quetiapine oral 1 MO; QL (81 per TABLET,DISINTE
tablet 300 mg 30 days) GRATING 3 MG
quetiapine oral 1 MO; QL (60 per RISPERDAL M- 3 MO; QL (120 per
tablet 400 mg 30 days) TAB ORAL 30 days)
TABLET,DISINTE
quetiapine oral 1 MO; QL (480 per GRATING 4 MG
tablet 50 mg 30 days)
RISPERDAL ORAL 3 MO; QL (480 per
QUILLIVANT XR 3 MO SOLUTION 30 days)
REMERON 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 www.Express-Scripts.com.

45




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
RISPERDAL ORAL 3 MO; QL (1920  risperidone oral 1 MO; QL (240 per
TABLET 0.25 MG per 30 days) tablet, disintegrating 30 days)
RISPERDAL ORAL 3 MO; QL (960 per ~."8
TABLET 0.5 MG 30 days) risperidone oral 1 MO; QL (161 per
RISPERDAL ORAL 3 MO QL (480 per tablet, disintegrating 30 days)
TABLET 1 MG 30 days) 3 mg
RISPERDAL ORAL 3 MO; QL (240 per risperidone oral 1 MO; QL (120 per
' tablet,disintegrating 30 days)
TABLET 2 MG 30 days) 4 mg
RISPERDAL ORAL 3 MO; QL (161 per
TABLET 3 MG 30 days) RITALIN E- VO
RISPERDAL ORAL 3 MO; QL (120 per NITALINLA S 1O
TABLET 4 MG 30 days) ROZEREM 2 MO; QL (30 per
risperidone oral 1 MO; QL (480 per 30 days)
solution 30 days) SAPHRIS (BLACK 2 MO; QL (60 per
risperidone oral 1 MO; QL (1920 SII}II];:EIII{\I?U AL 30 days)
tablet 0.25 mg per 30 days)
TABLET 10 MG
:;‘ZPZZ ’g‘;”’; oral ! %%a% (960 per " 4 PHRIS (BLACK 2 MO; QL (240 per
2 Mg Y CHERRY) 30 days)
risperidone oral 1 MO; QL (480 per SUBLINGUAL
tablet 1 mg 30 days) TABLET 2.5 MG
risperidone oral 1 MO; QL (240 per SAPHRIS (BLACK 2 MO; QL (120 per
tablet 2 mg 30 days) CHERRY) 30 days)
risperidone oral 1 MO; QL (161 per ’?‘Xgi]ril\ijSUI\?é
tablet 3 mg 30 days)
risperidone oral 1 MO; QL (120 per ?’ﬁ%ﬁ;?l\fool\l/[{é]é 0 2 MO
tablet 4 mg 30 days) MG ’
risperidone oral 1 MO; QL (1920 )
tablet,disintegrating per 30 days) SEROQUEL ORAL 3 MO; QL (240 per
0.25 mg TABLET 100 MG 30 days)
risperidone oral 1 MO; QL (960 per %i%%ggggooﬁéL 3 13\/([)%’ QL (120 per
tablet,disintegrating 30 days) ays)
0.5 mg SEROQUEL ORAL 3 MO; QL (902 per
risperidone oral 1 MO; QL (480 per TABLET 25 MG 30 days)
tablet,disintegrating 30 days) SEROQUEL ORAL 3 MO; QL (81 per
1 mg TABLET 300 MG 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 www.Express-Scripts.com.
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SEROQUEL ORAL 3 MO; QL (60 per SILENOR 3 MO; QL (30 per

TABLET 400 MG 30 days) 30 days)

SEROQUEL ORAL 3 MO; QL (480 per SONATA ORAL 3 ST; MO; QL (60

TABLET 50 MG 30 days) CAPSULE 10 MG per 30 days)

SEROQUEL XR 2 MO; QL (161 per SONATA ORAL 3 ST; MO; QL (30

ORAL TABLET 30 days) CAPSULE 5 MG per 30 days)

EXTENDED

RELEASE 24 LR STRATTERA 2 MO

150 MG SURMONTIL 3 PA; MO

SEROQUEL XR 2 MO; QL (120 per SYMBYAX 3 MO

ORAL TABLET 30 days) temazepam 1 PA; MO

EXTENDED

RELEASE 24 HR thioridazine 1 MO

200 MG thiothixene 1 MO

ORAL TABLET 30 days)

EXTENDED TOFRANIL-PM 3 PA; MO

RELEASE 24 HR TRANXENE T- 3 PA;MO

300 MG TAB ORAL

SEROQUEL XR 2 MO; QL (60 per TABLET 3.75 MG,

ORAL TABLET 30 days) 1.5 MG

EXTENDED tranylcypromine 1 MO

RELEASE 24 HR

400 MG trazodone 1 MO

SEROQUEL XR 2 MO; QL (480 per !rifluoperazine 1 MO

ORAL TABLET 30 days) VALIUM 3 PA; MO

EXTENDED

RELEASE 24 HR venlafaxine oral 1 MO; QL (60 per

50 MG capsule,extended 30 days)

sertraline oral
concentrate

MO

release 24hr 150 mg

sertraline oral tablet
100 mg

MO; QL (60 per
30 days)

venlafaxine oral
capsule,extended
release 24hr 37.5 mg

MO; QL (180 per
30 days)

sertraline oral tablet
25 mg

MO; QL (240 per
30 days)

sertraline oral tablet
50 mg

MO; QL (120 per
30 days)

venlafaxine oral
capsule,extended
release 24hr 75 mg

MO; QL (90 per
30 days)

venlafaxine oral
tablet 100 mg, 75 mg

MO; QL (90 per
30 days)

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

what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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venlafaxine oral 1 MO; QL (270 per VIIBRYD ORAL 2 MO; QL (30 per

tablet 25 mg 30 days) TABLETS,DOSE 30 days)

venlafaxine oral 1 MO; QL (180 per g?f/[lé 1((7))1\3%)}1&2;

tablet 37.5 mg 30 days) (16) )

venlafaxine oral 1 MO; QL (150 per

tablet 50 mg 30 days) VYVANSE . MO

VENLAFAXINE 3 MO;QL (60 per WELLBUTRIN S MO

ORAL TABLET 30 days) WELLBUTRIN SR 3 MO; QL (120 per

EXTENDED ORAL TABLET 30 days)

RELEASE 24HR EXTENDED

150 MG RELEASE 100 MG

VENLAFAXINE 3 MO;QL (30 per WELLBUTRIN SR 3 MO; QL (90 per

ORAL TABLET 30 days) ORAL TABLET 30 days)

EXTENDED EXTENDED

RELEASE 24HR RELEASE 150 MG

225 MG WELLBUTRINSR 3 MO:; QL (60 per

VENLAFAXINE 3 MO; QL (180 per ORAL TABLET 30 days)

ORAL TABLET 30 days) EXTENDED

EXTENDED RELEASE 200 MG

1;;3 ;JII::;IAGS E 24HR WELLBUTRIN XL 3 MO; QL (90 per

i ORAL TABLET 30 days)

VENLAFAXINE 3 MO; QL (90 per EXTENDED

ORAL TABLET 30 days) RELEASE 24 HR

EXTENDED 150 MG

&EGLEASE 24HR 75 WELLBUTRINXL 3 MO; QL (60 per
ORAL TABLET 30 days)

VERSACLOZ 4 LA EXTENDED

VIIBRYD ORAL 2 MO; QL (120 per g&Lﬁ‘éSE 24 HR

TABLET 10 MG 30 days)

VIIBRYD ORAL 2 MO; QL (60 per ~YREM 4 MOLA

TABLET 20 MG 30 days) zaleplon oral 1 ST; MO; QL (60

VIIBRYD ORAL 2 MO; QL (30 per Capsule 10 mg per 30 days)

TABLET 40 MG 30 days) zaleplon oral 1 ST; MO; QL (30
capsule 5 mg per 30 days)
zenzedi oral tablet 1 MO

10 mg, 5 mg

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

what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ZENZEDI ORAL 2 MO ZYPREXA ORAL 3 MO; QL (120 per
TABLET 15 MG, TABLET 5 MG 30 days)
i){SGNgGs’ 12\/([) éVIG’ 30 ZYPREXA ORAL 3 MO; QL (81 per
> TABLET 7.5 MG 30 days)
ziprasidone hcl oral 1 MO; QL (240 per ZVYPREXA 4 LA
capsule 20 mg 30 days) RELPREVV
ziprasidone hcl oral 1 MO; QL (120 per INTRAMUSCULA
capsule 40 mg 30 days) R SUSPENSION
— , FOR
i’flj ;’Lfl’f%’ge ,:gd oral ! 13\/([)(21}1% (B0per  RECONSTITUTIO
N 210 MG
ziprasidone hcl oral 1 MO; QL (60 per ZYPREXA ZYDIS 3 MO: QL (60 per
capsule 80 mg 30 days) ORAL 30 d’ays) p
ZOLOFT ORAL 3 MO TABLET,DISINTE
CONCENTRATE GRATING 10 MG
ZOLOFT ORAL 3 MO; QL (60 per ZYPREXA ZYDIS 4 MO:; QL (30 per
TABLET 100 MG 30 days) ORAL 30 days)
ZOLOFT ORAL 3 MO; QL (240 per gﬁ%ﬂg%ﬂ?
TABLET 25 M 30d ’
G 255) 20 MG
ZOLOFT ORAL 3 MO; QL (120
- AB(L)ET ?0 MG 20 d’aQS) (120 per = S pREXA ZYDIS 3 MO: QL (120 per
Y ORAL 30 days)
zolpidem 1 ST; MO; QL (30 TABLET,DISINTE
per 30 days) GRATING 5 MG
ZOLPIMIST 3 ST; QL (8 per 30 CARDIOVASCULAR,
d
2ys) HYPERTENSION / LIPIDS
ZYPREXA 3 MO
INTRAMUSCULA ANTIARRHYTHMIC AGENTS
R amiodarone 1 PA; MO
ZYPREXA ORAL 3 MO; QL (60 per intravenous solution
TABLET 10 MG 30 days) amiodarone oral 1 MO
ZYPREXA ORAL 4 MO; QL (30 per !tablet 200 mg, 400
TABLET 15 MG, 20 30 days) mg
MG BETAPACE AF 3 MO
ZYPREXA ORAL 3 MO; QL (240 per flecainide 1 MO
TABLET 2.5 MG 30 days) —
mexiletine 1 MO
MULTAQ 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 www.Express-Scripts.com.
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NEXTERONE 3 PA ADALAT CC 3 MO
pacerone oral tablet 1 MO afeditab cr 1 MO
’; ogo mg, 200 mg, 400 ALDACTAZIDE 3 MO
procainamide 1 MO ALDACTONE 3 MO
injection solution ALTACE 3 MO
100 mg/ml amiloride oral 1 MO
P cha?namide . 1 amiloride- 1 MO
gnégc;;;)}injlolutlon hydrochlorothiazide
lodipi MO
propafenone 1 MO amiodiptne
lodipine- 1 MO
quinidine gluconate 1 MO Z’;ZZ;Z;
quinidine sulfate 1 MO amlodipine- 1 MO
oral tablet
valsartan
RYTHMOL ORAL 3 MO L.
- 1 M
TABLET 150 MG, 322261{;{:;’?2&}11'4121'0’ 0
225 MG
ATACAND T: M
RYTHMOL SR 3 MO CAN < ST; MO
ATACAND HCT 3 T; M
sorine oral tablet 1 MO ST, MO
120 mg, 160 mg, 80 atenolol 1 MO
mg atenolol- 1 MO
sorine oral tablet 1 chlorthalidone
240 mg AVALIDE 3 ST:MO
sotalol af oral tablet 1 MO AVAPRO 3 ST: MO
120 mg ’
AZOR 2 ST; MO
sotalol oral tablet 1 MO :
160 mg, 240 mg, 80 benazepril 1 MO
mg benazepril- 1 MO
SOTYLIZE 2 hydrochlorothiazide
TIKOSYN 2 MO BENICAR 2 ST; MO
ANTIHYPERTENSIVE THERAPY BENICAR HCT 2 ST; MO
ACCUPRIL 3 MO betaxolol oral 1 MO
ACCURETIC 3 MO BIDIL 2 MO
acebutolol oral 1 MO bisoprolol fumarate 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 www.Express-Scripts.com.
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bisoprolol- 1 MO CATAPRES-TTS-2 3 MO:; QL (4 per
hydrochlorothiazide 28 days)
bumetanide 1 MO CATAPRES-TTS-3 3 MO:; QL (4 per
BYSTOLIC 2 Mo 28 days)
CALAN 3 MO chlorothiazide 1 MO
CALAN SR 3 MO chlqrothzazzde 1 MO
sodium
candesartan ! MO chlorthalidone oral 1 MO
candesartan- 1 MO tablet 25 mg, 50 mg
hydrochlorothiazid clonidine 1 MO: QL (4 per
captopril 1 MO 28 days)
captopril- 1 MO clonidine hcl oral 1 MO
hydrochlorothiazide tablet
CARDENE IV IN 3 clorpres oral tablet 1 MO
SODIUM 0.1-15 mg, 0.2-15
CHLORIDE mg
CARDIZEM CD 3 MO CLORPRES ORAL 2 MO
CARDIZEM LA 3 MO E/IAGBLET 0.3-15
CARDIZEM ORAL 3 MO
TABLET 120 MG, COREG S MO
30 MG, 60 MG COREG CR 2 MO
CARDURA ORAL 3 ST; MO; QL (30 CORGARD 3 MO
TABLET 1 MG, 2 per 30 days)
MG, 4 MG CORZIDE 3 MO
CARDURAORAL 3  ST;MO;QL (60 “OZAAR 3 STMO
TABLET 8 MG per 30 days) DEMADEX 3 MO
CARDURA XL 3 ST; MO; QL (30 DEMSER 2 MO
per 30 days) diltiazem hcl 1
cartia xt 1 MO intravenous
carvedilol 1 MO diltiazem hcl oral 1 MO
capsule, extended
CATAPRES 3 MO release 180 mg, 360
CATAPRES-TTS-1 3 MO; QL (4 per  mg, 420 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 www.Express-Scripts.com.
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diltiazem hcl oral 1 MO fosinopril 1 MO
caf sule,]e;ct;nded fosinopril- 1 MO
refedse d hydrochlorothiazide
diltiazem hcl oral 1 MO .
capsule,extended furosemide injection 1 MO
release 24hr 120 mg, furosemide oral 1 MO
240 mg, 300 mg solution 10 mg/ml,

oy 40 mg/5 ml

diltiazem hcl oral 1 MO
tablet furosemide oral 1 MO
dilt-xr 1 MO tablet
DIOVAN 3 ST: MO hydralazine 1 MO
DIOVAN HCT 3 ST: MO hydrochlorothiazide 1 MO
DIURIL 3 MO HYZAAR 3 ST; MO
DIURIL IV 4 indapamide 1 MO
doxazosin oral tablet 1 MO; QL (30 per INDERAL LA 3 MO
1 mg, 2 mg, 4 mg 30 days) INNOPRAN XL 3 MO
doxazosin oral tablet 1 MO; QL (60 per INSPRA 3 MO
8 mg 30 days) irbesartan 1 MO
DUTOPROL 2 MO irbesartan- 1 MO
DYAZIDE 3 MO hydrochlorothiazide
EDARBI 3 ST; MO isradipine 1 MO
EDARBYCLOR 3 ST; MO labetalol 1 MO
EDECRIN 3 MO intravenous solution
enalapril maleate 1 MO labetalol oral ! MO
enalapril- 1 MO LASIX . MO
hydrochlorothiazide lisinopril 1 MO
EPANED 4 MO lisinopril- 1 MO
eplerenone 1 MO hydrochlorothiazide

LOPRESSOR HCT 3 MO
eprosartan MO ORAL TABLET 50-
EXFORGE 3 ST; MO 25 MG
EXFORGE HCT 3 ST; MO LOPRESSOR 3 MO
felodipine 1 MO INTRAVENOUS

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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LOPRESSOR 3 MO nadolol 1 MO
105(()A 1\I/f (;F ABLET nadolol- 1 MO
bendroflumethiazide
losartan . MO nicardipine 1 MO
losartan- 1 MO 1
hydrochlorothiazide nifedical xI ! MO
nifedipine oral tablet 1 MO
I"EXEEI};I]S“I% (K/IRGAIZL 0 > MO extended release
MG ’ 24hr
LOTREL 3 MO nimodipine 1 MO
matzim la ) MO nisoldipine 1 MO
MAVIK 3 MO NORVASC 3 MO
ORENITRAM 3 PA; MO
MAXZIDE S MO ORAL TABLET
MAXZIDE-25MG 3 MO EXTENDED
methyclothiazide 1 MO &%EASE 0.125
methyldopa S MO ORENITRAM 4  PA;MO
metolazone 1 MO ORAL TABLET
metoprolol succinate 1 MO E)E(EEEIS)];E]O) 25 MG.
metoprolol ta- 1 MO 1 MG, 2.5 MG
hydrochlorothi
yarochlorotmaz perindopril 1 MO
metoprolol tartrate 1 MO erbumine
intravenous solution pindolol ) MO
metoprolol tartrate 1 MO ;
oral prazosin oral 1 MO
MICARDIS 3 ST: MO PRINIVIL ORAL 3 MO
’ TABLET 10 MG, 20
MICARDIS HCT 3 ST; MO MG, 5 MG
MICROZIDE 3 MO PROCARDIA XL 3 MO
MINIPRESS 3 MO propranolol 1
minoxidil oral 1 MO intravenous
moexipril 1 MO propranolol oral 1 MO
moexipril- 1 MO propranolol- o 1 MO
hydrochlorothiazide hydrochlorothiazid

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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quinapril 1 MO TEVETEN HCT 3 ST; MO
quinapril- 1 MO TEVETEN ORAL 3 ST; MO
hydrochlorothiazide TABLET 600 MG
ramipril 1 MO TIAZAC 3 MO
REMODULIN 4 PA; MO; LA timolol maleate oral 1 MO
SECTRAL 3 MO TOPROL XL 3 MO
spironolactone 1 MO torsemide oral 1 MO
spironolacton- 1 MO trandolapril 1 MO
hydrochlorothiaz trandolapril- 1 MO
SULAR ORAL 3 MO verapamil
TABLET .
EXTENDED mdrockiooticzia
RELEASE 24 HR )
17 MG, 34 MG, 8.5 TRIBENZOR 2 ST; MO
MG TWYNSTA 3 ST;MO
TARKA 3 MO valsartan 1 MO
taztia xt 1 MO valsartan- 1 MO
TEKAMLO 3 MO hydrochlorothiazide
TEKTURNA 3 MO VASERETIC 3 MO
TEKTURNA HCT 3 MO VASOTEC 3 MO
telmisartan 1 MO verapamil MO
telmisarian- 1 MO intravenous solution
amlodipine verapamil oral 1 MO
telmisartan- 1 MO VERELAN 3 MO
hydrochlorothiazid VERELAN PM 3 MO
TENORETIC 100 3 MO ZEBETA 3 MO
TENORETIC 50 3 MO ZESTORETIC 3 MO
TENORMIN 3 MO ZESTRIL 3 MO
terazosin oral 1 MO; QL (30 per 7IAC 3 MO
capsule 1 mg, 2 mg, 30 days)
5mg CARDIAC GLYCOSIDES
terazosin oral 1 MO; QL (60 per digitek 1 MO

capsule 10 mg

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 www.Express-Scripts.com.
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digoxin oral solution 1 MO enoxaparin 1 MO
50 meg/ml fondaparinux 4 MO
digoxin oral tablet 1 MO subcutaneous
LANOXIN ORAL 3 MO syringe 10 mg/0.8
TABLET 125 MCG, ml, 5 mg/0.4 ml, 7.5
250 MCG mg/0.6 ml
LANOXIN ORAL 2 Mo Jondaparinux L. MO
TABLET 187.5 subcutaneous
MCG. 62.5 M'CG syringe 2.5 mg/0.5
i ml
COAGULATION THERAPY FRAGMIN 4 MO
AGGRENOX 3 MO SUBCUTANEOUS
ARGATROBAN 4 MO SOLUTION
ARGATROBAN IN 4 FRAGMIN 4 MO
SUBCUTANEOUS
0.9 % SOD CHLOR SYRINGE 10.000
INTRAVENOUS ’
SOLUTION ANTLXA
UNIT/ML, 12,500
ARIXTRA 4 MO ANTI-XA UNIT/0.5
SUBCUTANEOUS ML, 15,000 ANTI-
SYRINGE 10 XA UNIT/0.6 ML,
MG/0.8 ML, 5 18,000 ANTI-XA
MG/0.4 ML, 7.5 UNIT/0.72 ML,
MG/0.6 ML 7,500 ANTI-XA
ARIXTRA 3 MO UNIT/0.3 ML
SUBCUTANEOUS FRAGMIN 3 MO
SYRINGE 2.5 SUBCUTANEOUS
MG/0.5 ML SYRINGE 2,500
ANTI-XA UNIT/0.2
BRILINTA 2 M
N © ML, 5,000 ANTI-
cilostazol 1 MO XA UNIT/0.2 ML
clopidogrel 1 MO heparin (porcine) in 1
COUMADIN ORAL 3 MO 5 % dex intravenous
parenteral solution
CYKLOKAPRON 3 MO 20,000 unit/500 ml
dipyridamole oral 1 MO (40 unit/mi), 25,000
unit/250 ml(100
EFFIENT 2 MO unit/ml)
ELIQUIS 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 www.Express-Scripts.com.
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heparin (porcine) in 1 MO ALTOPREV 3 MO; QL (30 per
5 % dex intravenous 30 days)
parenteral solution .. ]
. amlodipine- 1 MO; QL (30 per
25, 000. unit/300 ml atorvastatin 30 days)
(50 unit/ml)
heparin (porcine) 1 MO éﬁg&%ﬁggﬁ?}(} 3 MO
injection solution 90 MG ’
Jantoven ! MO atorvastatin 1 MO; QL (30 per
LOVENOX 3 MO 30 days)
pentoxifylline 1 MO CADUET 3 MO; QL (30 per
PERSANTINE 3 MO 30 days)
PLAVIX 3 MO cholestymmir.ze light 1 MO
oral powder in
PLETAL 3 MO packet
PRADAXA 2 MO COLESTID ORAL 3 MO
PROMACTA 4  PA;MO;LA  URANULES
COLESTID ORAL 3 MO
AVAYSA M
SAVAYS 3 © TABLET
ticlopidi 1 MO
retopiane colestipol oral 1 MO
tranexamic acid 1 MO granules
nt
imiravenous colestipol oral tablet 1 MO
] 1 MO
warfarin CRESTOR 2 MO; QL (30 per
XARELTO 2 MO 30 days)
ZONTIVITY 2 MO fenoﬁbrate 1 MO
LIPID/CHOLESTEROL LOWERING micronized
AGENTS fenofibrate 1 MO
ADVICOR ORAL 2 MO; QL (60 per anocrystallized
TABLET, ER 30 days) FENOFIBRATE 3 MO
MULTIPHASE 24 ORAL CAPSULE
?5% 12’8(1)\(/&2}0 MG, fenofibrate oral 1 MO
- tablet 160 mg, 54 mg
ADVICOR ORAL 2 MO; QL (30 per . 1 M
TABLET, ER 30 days) j;iZZjZigc acid O
MULTIPHASE 24
HR 1,000-40 MG, FENOGLIDE 3 MO
500-20 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 www.Express-Scripts.com.
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FIBRICOR 3 MO NIASPAN 3 MO
fluvastatin oral 1 MO; QL (30 per E)E(Egiglf D-
capsule 20 mg 30 days)
fluvastatin oral 1 MO; QL (60 per 0n:ega—3 acid ethyl I MO
capsule 40 mg 30 days) esters
gemfibrozil oral 1 MO PRAVACHOL . 1;/(1)%31351; (30 per
JUXTAPID i MO; LA pravastatin 1 MO; QL (30 per
KYNAMRO 4 MO; LA 30 days)
LESCOL ORAL 3 MO; QL (30 per  prevalite oral 1 MO
CAPSULE 20 MG 30 days) powder
LESCOL ORAL 3 MO; QL (60 per QUESTRAN ORAL 3 MO
CAPSULE 40 MG 30 days) POWDER IN
LESCOL XL 3 MO;QL(30per DACKET
30 days) SIMCOR ORAL 3 MO; QL (60 per
] TABLET, ER 30 days)
LIPITOR 3 MO; QL (30 >
© 20 d’ags) (BOPer  \ULTIPHASE 24
HR 1,000-20 MG,
LIPOFEN 3 MO 750-20 MG
LIPTRUZET 3 MO; QL (30 per  SIMCOR ORAL 3 MO; QL (30 per
30 days) TABLET, ER 30 days)
LIVALO 3 MO; QL (30 per MULTIPHASE 24
HR 1,000-40 MG,
30 days)
500-20 MG, 500-40
LOFIBRA 3 MO MG
LOPID 3 MO simvastatin 1 MO; QL (30 per
lovastatin oral tablet 1 MO; QL (30 per 30 days)
10 mg 30 days) TRICOR 3 MO
lovastatin oral tablet 1 MO; QL (60 per TRIGLIDE ORAL 3 MO
20 mg, 40 mg 30 days) TABLET 160 MG
LOVAZA 3 MO TRILIPIX 3 MO
niacin oral tablet 1 MO VASCEPA 2 MO
extended release 24
hr VYTORIN 10-10 3 MO; QL (30 per
30 days)
NIACOR 3 MO
VYTORIN 10-20 3 MO; QL (30 per
30 days)

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

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

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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VYTORIN 10-40 3 MO; QL (30 per  nitroglycerin 1 MO
30 days) translingual
VYTORIN 10-80 3 MO; QL (30 per ‘Praynon-acrosol
30 days) NITROLINGUAL 3 MO
WELCHOL 3 MO NITROMIST 3 MO
ZETIA 2 MO NITROSTAT 2 MO
ZOCOR 3 VOSUNELEE DERMATOLOGICALS/TOPICAL
30 days) THERAPY
MISCELLANEOUS
ANTIPSORIATIC /
CARDIOVASCULAR AGENTS ANTISEBORRHEIC
CORLANOR 2 PA; MO acitretin oral 1 MO
RANEXA 2 MO capsule 10 mg
VECAMYL 4 acitretin oral 4 MO
NITRATES ;c(zgsule 17.5 mg, 25
ISORDIL > MO calcipotriene 1 MO
ISORDIL 3 MO o
TIRADOS el |
ORAL TABLET 5
MG calcitriol topical 1 MO
isosorbide dinitrate 1 MO COSENTYX PEN 4 PA; MO
oral COSENTYX PEN 4  PA;MO
isosorbide 1 MO (2 PENS)
mononitrate DOVONEX 3 MO
MINITRAN 3 MO TOPICAL CREAM
nitro-bid 1 MO selenium sulfide 1 MO
NITRO-DUR 3 MO topical suspension
ool . ) PA SORIATANE 4 MO
s ORAL CAPSULE
Hirdvenous 10 MG, 17.5 MG, 25
nitroglycerin 1 MO MG
transdermal patch SORILUX 3 MO
24 hour
STELARA 4 PA; MO
SUBCUTANEOUS
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 www.Express-Scripts.com.
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Tier  Limits Tier  Limits

TACLONEX 3 MO PICATO 4 ST; MO
VECTICAL 3 MO podofilox 1 MO
BURN THERAPY PROTOPIC 3 PA; MO
SILVADENE 3 MO prudoxin 1 MO
silver sulfadiazine 1 MO REGRANEX 2 MO
ssd 1 MO SOLARAZE 4 PA; MO
MISCELLANEOUS tacrolimus topical 1 PA; MO
DERMATOLOGICALS UVADEX 2
8-MOP 2 MO VALCHLOR 4 MO
ALDARA 3 ST; MO VEREGEN 3 MO
ammonium lactate 1 MO ZONALON 3 MO
topical

ZYCLARA 4 ST; MO
CARAC 4 MO

THERAPY FOR ACNE
CONDYLOX 2 MO
TOPICAL GEL ABSORICA ORAL 3 MO

CAPSULE 10 MG,
diclofenac sodium 1 PA; MO 20 MG. 30 MG. 40
topical gel MG ’ ’
EFUDEX TOPICAL 3 ST; MO ABSORICA ORAL 3
CREAM CAPSULE 25 MG,
ELIDEL 3 PA; MO 35 MG
FLUOROURACIL 4 ST; MO ACANYA 3 MO
TOPICAL CREAM ACZONE 3 MO
0.5 %

adapalene topical 1 PA; MO
fluorouracil topical 1 MO cream
cream 5 %

adapalene topical 1 PA; MO
fluorouracil topical 1 MO gel
solution

amnesteem 1 MO
imiquimod 1 MO

ATRALIN 3 PA; MO
methoxsalen rapid 4 MO

avita topical cream 1 PA; MO
OXSORALEN 4 MO
ULTRA AVITA TOPICAL 3 PA; MO

GEL
PANRETIN 4 MO

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

AZELEX 3 MO METROCREAM 3 MO

BENZACLIN 3 MO METROGEL 3 MO

BENZAMYCIN 3 MO TOPICAL GEL 1%

claravis 1 MO METROLOTION 3 MO

CLEOCIN T 3 MO met.ronz'dazole 1 MO
topical cream

CLINDACIN PAC 3 MO metronidazole 1 MO

CLINDAGEL 3 MO topical gel

clindamycin 1 MO metronidazole 1 MO

phosphate topical topical lotion

clindamycin-benzoyl 1 MO MIRVASO 3 MO

peroxide topical gel .

1-5 % myorisan 1 MO

DIFFERIN 3 PA;MO neudc O

TOPICAL CREAM NORITATE 3 MO

DIFFERIN 3 PA; MO ONEXTON 3 MO

TOPICAL GEL RETIN-A 3 PA;MO

DIFFERIN 3 PA; MO i

TOPICAL LOTION RETIN-A MICRO 3 PA; MO
RETIN-A MICRO 3 PA; MO

DUAC > MO PUMP TOPICAL

EPIDUO TOPICAL 3 PA; MO GEL WITH PUMP

GEL WITH PUMP 0.08 %

ery pads 1 MO SOOLANTRA 3 MO

erythromycin with 1 MO TAZORAC 2 PA; MO

ethanol topical gel retinoin 1 PA: MO

erythromycin with 1 MO microspheres topical

ethanol topical gel with pump

solution tretinoin topical 1 PA; MO

erjythromycin-. 1 MO TRETIN-X 3 PA: MO

benzoyl peroxide TOPICAL CREAM

EVOCLIN 3 MO 0.0375 %

FABIOR 3 MO VELTIN 3 PA; MO

FINACEA 3 MO zenatane 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 www.Express-Scripts.com.
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ZIANA 3 PA; MO XYLOCAINE 3
MUCOUS
TOPICAL ANESTHETICS MEMBRANE
EMLA 3 MO SOLUTION
lidocaine (pf) 1 MO TOPICAL ANTIBACTERIALS
injection solution 5
ma/ml (0.5 %) ALTABAX 3 MO
lidocaine hcl 1 MO BACTROBAN & MO
injection solution 20 CORTISPORIN 3 MO
mg/ml (2 %) TOPICAL
lidocaine hcl mucous 1 MO gentamicin topical 1 MO
membrane gel KLARON 3 MO
lidocaine hcl mucous 1 MO .
. . mupirocin 1 MO
membrane jelly in
applicator mupirocin calcium 1 MO
lidocaine hcl mucous 1 NEO-SYNALAR 3 MO
Z}embrane solution 2 sulfacetamide 1 MO
? sodium (acne)
lidocgine hel ;nzcouj 1 MO SULFAMYLON 2 MO
membrane solution
TOPICAL CREAM
% (40 mg/ml)
lidocaine hel ) SULFAMYLON 3 MO
wdocaine e TOPICAL PACKET
urethral
lidocaine topical 1 PA; MO OELC AL AL G L
adhesive ciclopirox 1 MO
patch medicated clotrimazole topical 1 MO
lzdocazne topical 1 MO clotrimazole- 1 MO
ointment
betamethasone
lzdgcazne-prtlocame 1 MO econazole topical 1 MO
topical cream
LIDODERM 3 PA; MO ERTACZO 3 MO
XYLOCAINE 3 EXELDERM 3 MO
INJECTION EXTINA 3 MO
SOLUTION 20 JUBLIA 3 MO
MG/ML (2 %)
KERYDIN 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 www.Express-Scripts.com.
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ketoconazole topical 1 MO ala-cort topical 1 MO

cream cream

ketoconazole topical 1 MO ALA-SCALP 3 ST; MO

shampoo alclometasone 1 MO

LOPROX TOPICAL 3 MO .

SHAMPOO amcinonide 1 MO

LOTRISONE 3 MO APEXICON 3 ST

TOPICAL CREAM apexicon e 1 MO

LUZU 3 MO betamethasone 1 MO

MENTAX 3 MO dipropionate

NAFTIFINE 3 betamethasone 1 MO
valerate

NAFTIN . MO betamethasone, 1 MO

NIZORAL 3 MO augmented

TOPICAL .

SHAMPOO CAPEX 3 ST; MO

nyamyc 1 MO ;ézll;letasol topical 1 MO

nystatin topical ; MO clobetasol topical 1 MO

nystatin- 1 MO gel

triamcinolone clobetasol topical 1 MO

nystop 1 MO lotion

OXISTAT 3 MO clobetasol topical 1 MO

TOPICAL ANTIVIRALS otntment

acyclovir topical ) MO clobetasol topical 1 MO
shampoo

DENAVIR . MO clobetasol topical 1 MO

XERESE 3 MO solution

ZOVIRAX 2 MO clobetasol topical 1 MO

TOPICAL CREAM spray,non-aerosol

ZOVIRAX 3 MO clobetasol-emollient 1 MO

TOPICAL topical cream

OINTMENT CLOBEX 3 ST;MO

TOPICAL CORTICOSTEROIDS clodan 1 MO
CLODERM 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 www.Express-Scripts.com.

62



Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier  Limits Tier  Limits
CORDRAN TAPE 3 ST; MO hydrocortisone 1 MO
LARGE ROLL butyrate topical
cormax topical 1 MO ointment
solution hydrocortisone 1 MO
CUTIVATE 3 ST:MO butyrate topical
TOPICAL LOTION solution
DERMATOP 3 ST- MO hydrocortisone 1 MO
TOPICAL CREAM butyr-emollient
DESONATE 3 ST- MO hydrocortisone 1 MO
’ topical cream 1 %,
desonide 1 MO 2.5 %
DESOWEN 3 ST; MO hydrocortisone 1 MO
desoximetasone 1 MO topical lotion 2.5 %
diflorasone 1 MO hydrocortisone 1 MO
topical ointment 1
DIPROLENE 3 ST; MO %, 2.5 %
DIPROLENE AF 3 ST; MO hydrocortisone 1 MO
ELOCON 3 ST;MO valerate
fluocinolone 1 MO KENALOG 3 ST; MO
TOPICAL
fluocinonide topical 1 MO
fluocinonide topical 1 MO mometasone 1 MO
gel OLUX 3 ST;MO
[fluocinonide topical 1 MO PANDEL 3 ST; MO
nt t
otntmen prednicarbate 1 MO
nonide topical 1 M
Muocinonide opica 0 SYNALAR 5 sTMo
CREAM KIT
nonide- 1 M
Jluocinonide-e 0 TEMOVATE 3 ST;MO
fluticasone topical 1 MO TOPICAL CREAM
halobetasol 1 MO TEMOVATE 3 ST; MO
propionate TOPICAL
HALOG 3 ST;MO OINTMENT
TOPICORT 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 www.Express-Scripts.com.
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triamcinolone 1 MO lactated ringers 1 MO
acetonide topical irrigation
aerosol neomycin-polymyxin 1 MO
triamcinolone 1 MO b gu
acetonide topical PHYSIOLYTE 3
cream

o PHYSIOSOL 3
trlamcz'nolone' 1 MO IRRIGATION
acetonide topical
lotion ringers irrigation 1 MO
triamcinolone 1 MO MISCELLANEOUS AGENTS
acetonide topical
ointment 0.025 %, acamprosate ! MO
0.1 %, 0.5 % ACTONEL ORAL 3 ST; MO; QL (30
rianex 1 MO TABLET 30 MG per 30 days)
triderm topical 1 MO ADAGEN 4 MO
cream AGRYLIN 3 MO
ULTRAVATE 3 ST; MO alendronate oral 1 MO; QL (30 per
VANOS 3 ST: MO tablet 40 mg 30 days)
lid 1 MO

TOPICAL ENZYMES anasrenae
SANTYL N MO ANTABUSE 3 MO

ARALAST NP 4 MO; LA
TOPICAL SCABICIDES / INTRAVENOUS
PEDICULICIDES RECON SOLN 500
EURAX 3 MO MG
lindane 1 MO AURYXIA 4 MO
malathion 1 MO CARBAGLU 4 MO; LA
OVIDE 3 MO CARNITOR 3 MO
permethrin topical 1 MO cevimeline 1 MO
cream CHEMET 2 MO
SKLICE 3 MO CLINIMIX 2 PA
DIAGNOSTICS / o
MISCELLANEOUS AGENTS

CLINIMIX E 3 PA
IRRIGATING SOLUTIONS 2.75%/D10W SUL

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 www.Express-Scripts.com.
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CLINIMIX E 3 PA FOSRENOL ORAL 3
2.75%/D5W SULF POWDER IN
FREE PACKET
dl0% & 0.45 % 1 FOSRENOL ORAL 3 MO
sodium chloride TABLET,CHEWAB
2.5 %-0.45 % 1 LE
sodium chloride GLASSIA 4 MO; LA
d5s % and 0.9 % 1 MO INCRELEX 4 MO; LA
sodium chloride JADENU 4 MO
0/_ 0 ;

ds % '0. 45 % sodium 1 MO KAYEXALATE 3 MO
chloride
dextrose 10 % and 1 kionex oral powder 1 MO
0.2 % nacl levocarnitine (with 1 MO
dextrose 10 % in 1 MO sugar)
water (d10w) levocarnitine 1 MO
intravenous intravenous
parenteral solution levocarnitine oral 1 MO
dextrose 5 % in 1 MO tablet
water (d5w) LITHOSTAT 3 MO
intravenous
parenteral solution midodrine 1 MO
dextrose 5 %- 1 MO NORTHERA 4 MO
lactated ringers NUTRESTORE 3 MO
dextrose 5%-0.2 % 1 ORFADIN 4 LA
sod chloride

pilocarpine hcl oral 1 MO
dextrose 5%-0.3 % 1
sod.chloride PROLASTIN-C 4 MO; LA
dextrose with sodium 1 RAVICTI 4 MO
chloride RECLAST 3 PA;MO
disulfiram I Mo RENAGEL 3 MO
etidronate disodium 1 MO RENVELA ) MO
EVOXAC 3 MO RILUTEK 4 MO
EXJADE 4 MO; LA riluzole 1 MO
FERRIPROX 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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risedronate oral 1 MO; QL (30 per  BOYN2ENTONI DA N § 12M0):¥ )
SALAGEN 3 MO
MISCELLANEOUS AGENTS
di hloride 0.9 1 MO
g ASTEPRO NASAL 3 MO; QL (60 per
: SPRAY,NON- 30 days)
parenteral solution AEROSOL
di hlorid, 1 MO
f}f’rl.g;’zocn orae ATROVENT 3 MO:; QL (30 per
30 days)
sodium 4 MO -
henvib y azelastine nasal 1 MO; QL (60 per
pnenyloutyrate 30 days)
di / 1
‘;Lforlg;”r feo) yspyrene BACTROBAN 2 MO
NASAL
SYPRINE 4 M
N © chlorhexidine 1 MO
THIOLA 2 MO gluconate mucous
VELPHORO 4 MO membrane
water for irrigation, 1 MO ipratropium bromide 1 MO; QL (30 per
sterile nasal 30 days)
’ per 30 days)
zoledronic acid- 1 PA; MO
mannitol-water PATANASE 3 MO; QL (30.5
intravenous solution per 30 days)
SMOKING DETERRENTS periogard S VO
triamcinolone 1 MO
buproban ! MO acetonide dental
CHANTIX 2 MO TYZINE NASAL 2 MO
CHANTIX 2 MO DROPS 0.05 %
CONTINUING
MONTH BOX MISCELLANEOUS OTIC
PREPARATIONS
CHANTIX 2 MO
STARTING acetasol hc 1 MO
MONTH BOX acetic acid otic 1 MO
NICOTROL 2 MO fluocinolone 1 MO
NICOTROL NS 2 MO acetonide oil
ZYBAN 3 MO hydrocortisone- 1 MO

acetic acid

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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ofloxacin otic 1 MO KENALOG 3 MO
INJECTION
OTIC STEROID / ANTIBIOTIC JECTIO
CIPRO HC 3 MO MEDROL 3 PA; MO
CIPRODEX ) MO MEDROL (PAK) 3 MO
methylprednisolone 1 MO
COLY-MYCIN S 3 MO scetate
CORTISPORIN 3 MO . i
OTIC SOLUTION methylprednisolone 1 PA; MO
oral tablet
CORTISPORIN-TC > MO methylprednisolone 1 MO
neomycin- 1 MO oral tablets,dose
polymyxin-hc otic pack
ENDOCRINE/DIABETES methylprednisolone 1 MO
s sodium succ
ADRENAL HORMONES injection recon soln
ACTHAR H.P. 4  PA;MO 125 mg, 40 mg
a-hydrocort 1 MO MILLIPRED ORAL 3 MO
SOLUTION
CORTEF 3 MO
millipred oral tablet 1 PA; MO
cortisone 1 MO
ORAPRED ODT 3 PA; MO
DEPO-MEDROL 3 MO
prednisolone sodium 1 MO
c_lexamethasone 1 MO phosphate oral
intensol solution 15 mg/5 ml,
dexamethasone oral 1 MO 25 mg/5 ml (5
elixir mg/ml), 5 mg base/5
ml (6.7 mg/5 ml)
dexamethasone oral 1 MO
tablet prednisolone sodium 1 PA; MO
phosphate oral
dexamethasone 1 MO tablet,disintegrating
sodium phosphate
injection prednisone intensol 1 PA; MO
DEXPAK 13 DAY 3 MO prednisone oral 1 MO
solution
FLO-PRED 3
: prednisone oral 1 PA; MO
fludrocortisone 1 MO tablet
hydrocortisone oral 1 MO RAYOS 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 www.Express-Scripts.com.
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SOLU-CORTEF 3 MO ACTOPLUS MET 3 MO; QL (30 per
(PF) INJECTION XR ORAL 30 days)
RECON SOLN 100 TABLET, ER
MG/2 ML, 250 MULTIPHASE 24
MG/2 ML HR 30-1,000 MG
SOLU-MEDROL 3 MO ACTOS 3 MO; QL (30 per
(PF) INJECTION 30 days)
SOLU-MEDROL 3 MO AFREZZA 3 MO
(PF) INHALATION
INTRAVENOUS CARTRIDGE,
RECON SOLN 500 W/INHALATION
MG/4 ML DEVICE 4 UNIT, 4
SOLU-MEDROL 3 MO NGRS
INTRAVENOUS %JN)I,T 30 (60)
RECON SOLN 2 (30)
GRAM ALCOHOL PADS 2 MO
veripred 20 1 AMARYL ORAL 3 MO; QL (240 per
ANTITHYROID AGENTS TABLET I MG 30 days)
: AMARYL ORAL 3 MO; QL (120 per
methimazole oral 1 MO TABLET 2 MG 30 days)
tablet 10 mg, 5 mg
. ) AMARYL ORAL 3 MO; QL (60 per
propylthiouracil 1 MO TABLET 4 MG 30 days)
TAPAZOLE E-— MO APIDRA 3 ST;MO
DIABETES THERAPY APIDRA 3 ST: MO
acarbose oral tablet 1 MO; QL (90 per SOLOSTAR
100 mg 30 days) AVANDAMET 3 MO;LA; QL (60
acarbose oral tablet 1 MO; QL (360 per ORAL TABLET 2- per 30 days)
25 mg 30 days) 1,000 MG
acarbose oral tablet 1 MO:; QL (180 per AVANDIA ORAL 3 MO; LA; QL (60
50 mg 30 days) TABLET 2 MG, 4 per 30 days)
M
ACTOPLUS MET 3 MO; QL (90 per G
30 days) AVANDIA ORAL 3 MO; LA; QL (30
TABLET 8 M
ACTOPLUS MET 3 MO: QL (60 per 8 MG per 30 days)
XR ORAL 30 days) BYDUREON 2 PA; MO; QL (4
TABLET, ER per 28 days)
MULTIPHASE 24

HR 15-1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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BYETTA 2 PA; MO; QL glipizide oral tablet 1 MO; QL (240 per
SUBCUTANEOUS (2.4 per 30 days) 5 mg 30 days)
E/}EEG%ESCET(S; 10 glipizide oral tablet I MO; QL (60 per
extended release 30 days)
MCG/ML) 2.4 ML 24hr 10 mg
BYETTA 2 PA; MO; QL .
SUBCUTANEOUS (1.2 per 3 (()2 days) glipizide oral tablet 1 MO; QL (240 per
PEN INJECTOR 5 =P YS) extended release 30 days)
MCG/DOSE (250 24hr 2.5 mg
MCG/ML) 1.2 ML glipizide oral tablet 1 MO; QL (120 per
CYCLOSET 3 MO: QL (180 per extended release 30 days)
30 d’ays) 24hr 5 mg
] glipizide-metformin 1 MO; QL (240 per
DUETACT . %%a% (B0 peral tablet 2.5-250 30 days)
mg
l;"ﬁléi(}lgc"}fﬁ OO ;R/IléL 2 13\/(1)(21’ Q]; (30 per glipizide-metformin 1 MO; QL (120 per
ays oral tablet 2.5-500 30 days)
FARXIGA ORAL 2 MO; QL (60 per mg, 5-500 mg
TABLET 5 MG 30 days) GLUCAGEN ) MO
FORTAMET ORAL 3 MO; QL (75 per HYPOKIT
&?EETDED 30 days) GLUCAGON 2 MO
RELEASE 24HR EMERGENCY KIT
1,000 MG (HUMAN)
FORTAMET ORAL 3 MO; QL (150 per GLUCOI;HAGE 3 MO; QL (75 per
TABLET 30 days) ?f){(‘;‘(‘)Ll\IG BLET 30 days)
EXTENDED ’
RELEASE 24HR GLUCOPHAGE 3 MO; QL (150 per
500 MG ORAL TABLET 30 days)
GAUZE PADS 2X2 2 MO >00 MG
. . GLUCOPHAGE 3 MO; QL (90 per
limepiride oral 1 MO; QL (240 per
f;’a ., letp] - 20 daQs) (240 per G RAL TABLET 30 days)
] Y 850 MG
f;’l;j”;etpzmde oral ! 1;/([)% QL (120 per 51 UCOPHAGEXR 3 MO; QL (120 per
ablet 2 mg ays) ORAL TABLET 30 days)
glimepiride oral 1 MO; QL (60 per EXTENDED
tablet 4 mg 30 days) RELEASE 24 HR
glipizide oral tablet 1 MO; QL (120 per >00 MG
10 mg 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 www.Express-Scripts.com.
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GLUCOPHAGE XR 3 MO; QL (75 per GLYSET ORAL 3 MO:; QL (180 per
ORAL TABLET 30 days) TABLET 50 MG 30 days)
EXTENDED . .
RELEASE 24 HR GLYXAMBI 3 S;Fr, 31\(/)[3;l Cg (30
750 MG P i
GLUCOTROL 3 MO; QL (120 per E[V{}\I/IIS’IIJE(I)\IG 2 MO
ORAL TABLET 10 30 days)
MG HUMALOG MIX 2 MO
GLUCOTROL 3 MO; QL (240 per 50-50
ORAL TABLET 5 30 days) HUMALOG MIX 2 MO
MG 50-50 KWIKPEN
GLUCOTROL XL 3 MO; QL (60 per HUMALOG MIX 2 MO
ORAL TABLET 30 days) 75-25
MG 75-25 KWIKPEN
HUMALOG 2 MO
GLUCOTROL XL 3 MO; QL (240 per SUBCUTANEOUS
ORAL TABLET 30 days) CARTRIDGE
EXTENDED
RELEASE 24HR HUMALOG 2 MO
2.5 MG SUBCUTANEOUS
LUTI 1
GLUCOTROL XL 3 MO; QL (120 per ISJ%I"}J/MSN 00
ORAL TABLET 30 days)
EXTENDED HUMALOG 2
RELEASE 24HR 5 SUBCUTANEOUS
MG SOLUTION 100
IT/ML
GLUMETZA ORAL 3 MO; QL (60 per EI;EEILLED
TABLET,ER 30 days) SYRINGE)
GAST.RETENTION
24 HR 1,000 MG HUMULIN 70/30 2 MO
GLUMETZA ORAL 3 MO; QL (120 per HUMULIN 70/30 2 MO
TABLET,ER 30 days) KWIKPEN
GAST.RETENTION HUMULIN N 2 MO
24 HR 500 MG
. HUMULIN N 2 MO
GLYSET ORAL 3 MO; QL (90 per K WIKPEN
TABLET 100 MG 30 days)
HUMULIN R 2 MO
GLYSET ORAL 3 MO; QL (360 per

TABLET 25 MG

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 www.Express-Scripts.com.
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HUMULIN R U-500 2 MO KAZANO 3 ST; MO; QL (60
"CONCENTRATED per 30 days)
KOMBIGLYZE XR 2 MO; QL (60 per
INSULIN PEN 2 MO ORAL TABLET, 30 days)
NEEDLE ER MULTIPHASE
INSULIN ) MO 24 HR 2.5-1,000
SYRINGE (DISP) MG
U-100 0.3 ML KOMBIGLYZE XR 2 MO; QL (30 per
ORAL TABLET, 30 days)
ISI;I{SIEI;I(I}\IE (DISP) 2 MO ER MULTIPHASE
U-100 1 ML 24 HR 5-1,000 MG,
5-500 MG
INSULIN 2 MO
SYRINGE (DISP) LANTUS MO
U-100 1/2 ML LANTUS 2 MO
INVOKAMET 2 MO; QL (60 per SOLOSTAR
30 days) LEVEMIR 2 MO
INVOKANA 2 MO; QL (30 per LEVEMIR 2 MO
30 days) FLEXTOUCH
JANUMET 2 MO; QL (60 per  metformin oral 1 MO; QL (75 per
30 days) tablet 1,000 mg 30 days)
JANUMET XR 2 MO; QL (30 per  metformin oral 1 MO; QL (150 per
ORAL TABLET, 30 days) tablet 500 mg 30 days)
gfggjll(’){)ﬁ)%éos}z metformin oral 1 MO; QL (90 per
MG. 50-500 i\/IG tablet 850 mg 30 days)
TANUMET XR ) MO: QL (60 per metformin oral 1 MO; QL (120 per
ORAL TABLET 30 d’ ) p tablet extended 30 days)
ER MULTIPL AéE ays release 24 hr 500 mg
24 HR 50-1,000 MG metformin oral 1 MO; QL (75 per
] tablet extended 30 days)
JANUVIA e 13\/(1)(21’3(;;; (30 per release 24 hr 750 mg
JARDIANCE 3 MO: QL (30 per metformin oral 1 MO; QL (75 per
30 d, p tablet extended 30 days)
ays) release 24hr 1,000
JENTADUETO 3 ST; MO; QL (60 mg
per 30 days) nateglinide oral 1 MO; QL (90 per
tablet 120 mg 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 www.Express-Scripts.com.
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nateglinide oral 1 MO; QL (180 per PRANDIN ORAL 3 MO; QL (480 per
tablet 60 mg 30 days) TABLET 1 MG 30 days)
NEEDLES, 2 MO PRANDIN ORAL 3 MO; QL (240 per
INSULIN TABLET 2 MG 30 days)
DISP.,SAFETY PRECOSE ORAL 3 MO; QL (90 per
NESINA 3 ST; MO; QL (30 TABLET 100 MG 30 days)
per 30 days) PRECOSE ORAL 3 MO; QL (360 per
NOVOFINE 32 2 MO TABLET 25 MG 30 days)
NOVOLIN 70/30 3 MO PRECOSE ORAL 3 MO; QL (180 per
NOVOLIN N 3 MO TABLET 50 MG 30 days)
NOVOLIN R 3 MO PROGLYCEM 2 MO
. repaglinide oral 1 MO; QL (960 per
NOVOLOG 3 STMO tablet 0.5 mg 30 days)
NOVOLOG > ST, MO repaglinide oral 1 MO; QL (480 per
FLEXPEN
tablet 1 mg 30 days)
17\100_ ;Z)OLOG MIX 3 ST; MO repaglinide oral 1 MO; QL (240 per
tablet 2 mg 30 days)
NOVOLOG MIX 3 ST; MO ]
70-30 FLEXPEN RIOMET 2 MO; QL (765 per
30 days)
11:]1?1\\1;%1? G 3 STMO STARLIX ORAL 3 MO; QL (90 per
TABLET 120 MG 30 days)
ONGLYZA 2 g/é%a% (30Per "G ARLIX ORAL 3 MO:; QL (180 per
Y TABLET 60 MG 30 days)
OSENI . g/é%a% (30 Per "oV MLINPEN 120 2 PA;MO; QL
Y (18.9 per 30
pioglitazone 1 MO; QL (30 per days)
30 days) SYMLINPEN 60 2 PA;MO; QL
pioglitazone- 1 MO; QL (30 per (10.5 per 30
glimepiride 30 days) days)
pioglitazone- 1 MO; QL (90 per TANZEUM 3 PA; MO; QL (2
metformin 30 days) per 28 days)
PRANDIMET 3 MO; QL (150 per tolazamide oral 1 MO; QL (120 per
30 days) tablet 250 mg 30 days)
PRANDIN ORAL 3 MO; QL (960 per tolazamide oral 1 MO; QL (60 per

TABLET 0.5 MG

30 days)

tablet 500 mg

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 www.Express-Scripts.com.
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tolbutamide 1 MO; QL (180 per calcitriol 1 MO
30 days) intravenous solution
TOUJEO 2 MO [ meg/m
SOLOSTAR calcitriol oral MO
TRADJENTA 3 ST; MO; QL (30 CERDELGA MO
per30days)  CEREZYME 4 MO
TRULICITY 3 PA; MO; QL (2 INTRAVENOUS
per 28 days) RECON SOLN 400
VGO 20 2 MO UNIT
VGO 30 ) MO chorionic ' 1 PA; MO
gonadotropin,
VGO 40 2 MO human
VICTOZA 3-PAK 2 PA; MO; QL (9  danazol oral 1 MO
per 30 days) DDAVP 3 MO
XIGDUO XR 2 MO; QL (30 per
ORAL TABLET, IR 30 days) ?Sg%sTERONE . 1O
& ER, BIPHASIC
24HR 10-1,000 MG desmopressin 1 MO
XIGDUO XR 2 MO; QL (60 per _‘vection
ORAL TABLET, IR 30 days) desmopressin nasal 1 MO
& ER, BIPHASIC solution
24HR 10-500 MG, :
5o, 550 drmorrssn el [0
MG prey.
d ] [ 1 MO
MISCELLANEOUS HORMONES comopren ord
doxercalciferol 1
ALDURAZYME 4 MO intravenous
ANADROL-50 4 PA; MO doxercalciferol oral 1 MO
ANDRODERM 2 PA; MO ELAPRASE 4 MO
ANDROGEL 2 PA; MO ELELYSO 4 MO
ANDROID E MO FABRAZYME 4 MO
AVEED 3 MO INTRAVENOUS
AXIRON 3 PA; MO &%CON SOLN 35
cabergoline 1 MO FORTESTA 3 PA: MO
calcitonin (salmon) 1 MO fortical 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 www.Express-Scripts.com.
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HECTOROL 3 MO paricalcitol oral 1 MO
INTRAVENOUS ]
SOLUTION 4 PREGNYL 3 PA; MO
MCG/2 ML ROCALTROL 3 MO
HECTOROL ORAL 3 MO SAMSCA 4 PA; MO
KORLYM 4 MO SENSIPAR ORAL 2 MO
KUVAN ORAL 4 MO TABLET 30 MG
POWDER IN SENSIPAR ORAL 4 MO
PACKET 500 MG TABLET 60 MG, 90
KUVAN ORAL 4 MO; LA MG
TABLET,SOLUBL SOMAVERT 4 MO
E STIMATE 3 MO
LUMIZYME E MO STRIANT 3 PA:MO
METHITEST 2 MO SYNAREL 4 MO
MIACALCIN 2 MO
TESTIM PA: M
INJECTION S . » MO
testost 1 M
MIACALCIN 3 MO Ces lojni;(;"e O
NASAL P
MYALEPT 4 PA: MO; LA testosterone 1 MO
enanthate
MYOZYME E MO TESTOSTERONE 3 PA:MO
NAGLAZYME 4 MO; LA TRANSDERMAL
GEL IN
NATESTO 3 PA; MO METERED-DOSE
NATPARA 4 PA; MO; LA PUMP
novarel 1 PA; MO TESTOSTERONE 3 PA; MO
] TRANSDERMAL
oxandrolone oral 4 PA; MO GEL IN PACKET
tablet 10 mg
oxandrolone oral 1 PA; MO TESTRED 3 MO
tablet 2.5 mg VOGELXO 3 PA; MO
pamidronate 1 MO TRANSDERMAL
. . GEL
intravenous solution
PARICALCITOL 3
HEMODIALYSIS
PORT INJECTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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VOGELXO 3 PA; MO THYROLAR-3 2 MO
TRANSDERMAL
GEL IN TIROSINT 3 MO
METERED-DOSE TRIOSTAT 3 MO
PUMP unithroid oral tablet 1 MO
VPRIV 4 MO 100 mcg, 112 mcg,
] 125 meg, 150 mcg,

ZAVESCA 4 MO; LA 175 meg, 200 meg,
ZEMPLAR 2 MO 25 meg, 300 mcg, 50
INTRAVENOUS mcg, 75 mcg, 88 mcg
ZEMPLAR ORAL 3 MO GASTROENTEROLOGY
CAPSULE 1 MCQG,
2 MCG ANTIDIARRHEALS /
zoledronic acid 1 MO ANTISFASMODICS
intravenous solution atropine injection 1
ZOMETA 4 MO syringe 0.05 mg/ml,

0.1 mg/ml
THYROID HORMONES CANTIL ) MO
CYTOMEL 3 MO CUVPOSA 3 MO
LEVOTHYROXINE 3 MO diphenoxylate- 1 MO
INTRAVENOUS atrobi

pine

RECON SOLN 100
MCG FULYZAQ 3 MO
levothyroxine oral 1 MO glycopyrrolate 1 MO

injection
levoxyl oral tablet 1 MO
100 meg, 112 meg, glycopyrrolate oral 1 MO
125 meg, 137 mcg, LOMOTIL 3 MO
150 mcg, 175 mcg,
200 mcg, 25 meg, 50 loperamide oral 1 MO
mcg, 75 mcg, 88 mcg capsule
liothyronine 1 MO methscopolamine 1 MO

oral
SYNTHROID 3 MO

ROBINUL FORTE 3 MO
THYROLAR-1 2 MO

ROBINUL ORAL 3 MO
THYROLAR-1/2 2 MO
THYROLAR-1/4 2 MO MISCELLANEOUS

_ GASTROINTESTINAL AGENTS

THYROLAR-2 2 MO

ACTIGALL

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 www.Express-Scripts.com.
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AKYNZEO 2 PA; MO constulose 1 MO
alosetron 4 MO CREON ORAL 2 MO
ALOXI ) MO ESPSULE,DELAY
AMITIZA 2 MO RELEASE(DR/EC)
ANUSOL-HC 3 MO ég’ggg'%%?g() -
RECTAL CREAM ’ ’
24,000-76,000 -
ANZEMET 3 MO 120,000 UNIT,
INTRAVENOUS 3,000-9,500- 15,000
SOLUTION 100 UNIT, 6,000-19,000
MG/5 ML -30,000 UNIT
ANZEMET ORAL 3 PA; MO CREON ORAL 4 MO
APRISO 3 MO CAPSULE,DELAY
ED
ASACOL HD 2 MO RELEASE(DR/EC)
AZULFIDINE 3 MO 36,000-114,000-
180,000 UNIT
AZULFIDINE EN- 3 MO
TABS cromolyn oral 1 MO
balsalazide 1 MO CYSTADANE 4 MO
budesonide oral 4 MO DELZICOL 2 MO
CANASA g MO DIPENTUM 4 MO
CESAMET 4 PA: MO dronabinol oral 4 PA; MO
d capsule 10 mg
CHENODAL 4 PA; MO; LA
dronabinol oral 1 PA; MO
CIMZIA 4 PA; MO capsule 2.5 mg, 5 mg
CIMZIA POWDER 4 PA; MO EMEND P MO
FOR RECONST INTRAVENOUS
COLAZAL 3 MO RECON SOLN 150
MG
colocort 1 MO
EMEND ORAL 2 PA; MO
COLYTE WITH 3 MO
FLAVOR PACKS ENTOCORT EC 4 MO
ORAL RECON enulose 1 MO
SOLN 240-22.72-
6.72 -5.84 GRAM GASTROCROM 3 MO
compro 1 MO GATTEX ONE- 4 MO
VIAL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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gavilyte-c 1 MO metoclopramide hcl 1 MO
gavilyte-g 1 MO oral
: METOZOLV ODT 3 MO
gavilyte-n 1 MO ORAL
generlac 1 MO TABLET,DISINTE
GIAZO 4 MO GRATING 5 MG
GOLYTELY 3 MO MOVANTIK S M©
granisetron (pf) 1 MO MOVIPREP . MO
intravenous solution NULYTELY WITH 3 MO
100 mcg/ml FLAVOR PACKS
granisetron hcl 1 MO ondansetron 1 PA; MO
intravenous solution
1 mg/ml (1 ml) ?nflalzsetron h'cl (rf) 1 MO
injection solution
granisetron hcl oral 1 PA; MO ondansetron hel (of) 1
hydrocortisone 1 MO injection syringe
rectal enema ondansetron hcl oral 1 PA; MO
KRISTALOSE 3 MO solution
lactulose oral 1 MO ondansetron hcl oral 1 PA
solution 10 gram/15 tablet 24 mg
ml ondansetron hcl oral 1 PA; MO
LIALDA 2 MO tablet 4 mg, 8§ mg
LINZESS 2 MO OSMOPREP 3 MO
LOTRONEX 4 MO PANCREAZE 3 MO
ORAL
MARINOL ORAL 4 PA; MO
CAPSULE 10 MG, CAPSULE,DELAY
5 MG ED
RELEASE(DR/EC)
MARINOL ORAL 3 PA; MO 10,500-25,000 -
CAPSULE 2.5 MG 43,750 UNIT,
meclizine oral tablet 1 MO 16,800-40,000 -
12.5 mg, 25 mg 70,000 UNIT, 4,200-
10,000 -17,500
mesalamine with 1 MO UNIT
cleansing wipe
metoclopramide hcl 1 MO

injection 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 www.Express-Scripts.com.
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PANCREAZE 4 MO proctozone-hc 1 MO
ORAL
CAPSULE,DELAY RECTIV 2 MO
ED REGLAN ORAL 3 MO
21,000-37,000 - SUBCUTANEOUS
61,000 UNIT SOLUTION
peg 3350- 1 MO RELISTOR 2 MO
electrolytes oral SUBCUTANEOUS
recon soln 236-

YRINGE

22.74-6.74 -5.86 SYRING
gram REMICADE 4 PA; MO
PENTASA 2 MO SANCUSO 4 MO
PERTZYE ORAL 4 MO SFROWASA 3 MO
CAPSULE,DELAY SUCLEAR 2 MO
ED
RELEASE(DR/EC) SUCRAID 4 MO
16,000-57,500- sulfasalazine oral 1 MO
60,500 UNIT tablet
PERTZYE ORAL 3 MO sulfazine ec 1 MO
CAPSULE,DELAY
ED SUPREP BOWEL 2 MO
RELEASE(DR/EC) PREP KIT
8,000-28,750- TRANSDERM- 3 MO
30,250 UNIT SCOP
polyethylene glycol 1 MO trilyte with flavor 1 MO
3350 oral powder packets
PREPOPIK 3 MO UCERIS ORAL 4 MO
prochlorperazine 1 MO UCERIS RECTAL MO
prochlorperazine 1 MO ULTRESA ORAL 3 MO
edisylate injection CAPSULE,DELAY
solution 10 mg/2 ml ED
(5 mg/ml) RELEASE(DR/EC)
prochlorperazine 1 MO 13,800-27,600 UNIT
maleate oral
procto-pak 1 MO
proctosol hc 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 www.Express-Scripts.com.

78



Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
ULTRESA ORAL 4 MO ZOFRAN (AS 3 MO
CAPSULE,.DELAY HYDROCHLORID
ED E) INTRAVENOUS
gg;&f*ﬁfggﬂm) ZOFRAN (AS 3 PA;MO
Gy HYDROCHLORID
UNIT, 23,000- E) ORAL
46,000 UNIT
URSO 250 3 MO ZOFRAN ODT 3 PA; MO
URSO FORTE 3 MO ZUPLENZ 3 PA; MO
ursodiol 1 MO ULCER THERAPY
VIOKACE 2 MO ACIPHEX S VO
ACIPHEX 3 MO; QL (30 per
ZENPEP ORAL 2 MO
CAPSULE.DELAY SPRINKLE 30 days)
ED amoxicil- 1 MO; QL (112 per
RELEASE(DR/EC) clarithromy- 30 days)
10,000-34,000 - lansopraz
?2’888}5}?&{6 i carafate oral 1 MO
82’ 000 UI\,IIT suspension
20,000-68,000 - CARAFATE ORAL 3 MO
109,000 UNIT, TABLET
?3’6088688’1%(1)% cimetidine 1 MO
3,060_10,000_ , cimetidine hcl oral 1 MO
16,000 UNIT CYTOTEC 3 MO
ZiNPEP ORALA @ MO DEXILANT ORAL 3 MO; QL (30 per
CAPSULE,DELAY CAPSULE,BIPHAS 30 days)
ED E DELAYED
RELEASE(DR/EC) RELEAS 30 MG
40,000-136,000-
218,000 UNIT DEXILANT ORAL 3 MO
CAPSULE,BIPHAS
ZENPEP ORAL 3 MO E DELAYED
SSPSULE,DELAY RELEAS 60 MG
RELEASE(DR/EC) esomeprazole 1 MO; QL (30 per
5,000-17,000 - magnesium oral 30 days)
27,000 UNIT capsule,delayed
release(dr/ec) 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 www.Express-Scripts.com.
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ESOMEPRAZOLE 3 MO NEXIUM PACKET 2 MO; QL (30 per
MAGNESIUM ORAL GRANULES 30 days)
ORAL DR FOR SUSP IN
CAPSULE,DELAY PACKET 10 MG,
ED 2.5 MG, 20 MG, 5
RELEASE(DR/EC) MG
40 MG NEXIUMPACKET 2 MO
esomeprazole 1 ORAL GRANULES
sodium DR FOR SUSP IN
famotidine (pf) 1 MO PACKET 40 MG
famotidine (pf)-nacl 1 nizatidine ! MO
(iso-os) OMECLAMOX- 3 MO; QL (80 per
famotidine oral 1 MO PAK 30 days)
suspension omeprazole oral 1 MO; QL (30 per
famotidine oral 1 MO capsule,delayed 30 days)
tablet 20 mg, 40 mg release(dr/ec) 10
’ mg, 20 mg
lansoprazole oral 1 MO; QL (30 per omeprazole oral 1 MO
capsule,delayed 30 days)
release(dr/ec) 15 mg capsule, delayed
release(dr/ec) 40 mg

iiniill;;a;:ll; Zlal ! MO omeprazole-sodium 1 MO; QL (30 per
rei ase? e 0)3 30m bicarbonate oral 30 days)

g capsule 20-1.1 mg-
misoprostol 1 MO gram
NEXIUM IV 3 MO omeprazole-sodium 1 MO
INTRAVENOUS bicarbonate oral
RECON SOLN 40 capsule 40-1.1 mg-
MG gram
NEXIUM ORAL 3 MO; QL (30 per  pantoprazole oral 1 MO; QL (30 per
CAPSULE,DELAY 30 days) tablet,delayed 30 days)
ED release (dr/ec) 20
RELEASE(DR/EC) mg
20 MG pantoprazole oral 1 MO
NEXIUM ORAL 3 MO tablet,delayed
CAPSULE,DELAY release (dr/ec) 40
ED mg
4R§ iﬁ}ASE(DMEC) PEPCID ORAL 3 MO

SUSPENSION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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PEPCID ORAL 3 MO PRILOSEC ORAL 3 MO; QL (300 per
TABLET 20 MG SUSP,DELAYED 30 days)
PREVACID ORAL 3 MO; QL (30 per EEE%;S; SFﬁIé
CAPSULE,DELAY 30 days) :
ED PROTONIX 3 MO
RELEASE(DR/EC) INTRAVENOUS
15 MG PROTONIX ORAL 3 MO
PREVACID ORAL 3 MO GRANULES DR
CAPSULE,.DELAY FOR SUSP IN
ED PACKET
?g&%‘SE(DR/EC) PROTONIX ORAL 3 MO; QL (30 per

TABLET,DELAYE 30 days)
PREVACID 3 MO; QL 30 per D RELEASE
SOLUTAB ORAL 30 days) (DR/EC) 20 MG
éﬁﬁEE’gg\lTE PROTONIX ORAL 3 MO
REL 1; MG TABLET,DELAYE

D RELEASE
PREVACID 3 MO (DR/EC) 40 MG
SOLUTAB ORAL
TABLET,DISINTE PYLERA - MO
GRAT, DELAY rabeprazole 1 MO
REL 30 MG ranitidine hcl 1 MO
PREVPAC 3 MO; QL (112 per injection solution 25

30 days) mg/ml
PRILOSEC ORAL 3 MO; QL (30 per ranitidine hcl oral 1 MO
CAPSULE,DELAY 30 days) capsule
ED g
1 M
RELEASE(DR/EC) :a;i;tldlne hel oral 0]
10 MG, 20 MG s
. 1 M

PRILOSEC ORAL 3 MO o I’Zdj';g f;f / Oggé O
CAPSULE,DELAY - &
ED g
RELEASE(DR/EC) sucralfate oral tablet 1 MO
40 MG ZANTAC 3 MO
PRILOSEC ORAL 3 MO; QL (900 per INJECTION
SUSP,DELAYED 30 days) SOLUTION 25
RELEASE FOR MG/ML
RECON 10 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ZANTAC ORAL 3 MO ARANESP (IN 3 PA; MO
TABLET POLYSORBATE)
ZEGERID ORAL 3 MO;QL(30per NWECTION
SYRINGE 10
CAPSULE 20-1.1 30 days)
MG-GRAM MCG/0.4 ML, 25
MCG/0.42 ML, 40
ZEGERID ORAL 3 MO MCG/0.4 ML
&‘A(‘}Iif}gﬁfo'l 1 ARANESP (IN 4  PA;MO
POLYSORBATE)
ZEGERID ORAL 3 MO; QL (30 per INJECTION
PACKET 20-1,680 30 days) SYRINGE 100
MG MCG/0.5 ML, 150
ZEGERID ORAL 3 MO MCG/0.3 ML, 200
PACKET 40-1,680 MCG/0.4 ML, 300
MG ’ MCG/0.6 ML, 500
MCG/ML, 60
IMMUNOLOGY, VACCINES / MCG/0.3 ML
BIOTECHNOLOGY ARCALYST 4 PA;MO
BIOTECHNOLOGY DRUGS AVONEX (WITH 4 PA; MO; QL (4
ACTIMMUNE 4 MO ALBUMIN) per 28 days)
ARANESP (IN 4  PA;MO AVONEX 4 PAMO, QLM
INTRAMUSCULA per 28 days)
POLYSORBATE) R PEN INJECTOR
INJECTION KIT
SOLUTION 100
MCG/ML, 150 AVONEX 4 PA; MO; QL (4
MCG/0.75 ML, 200 INTRAMUSCULA per 28 days)
MCG/ML, 300 R SYRINGE KIT
oL 40 BETASERON 4 PA;MO; QL (15
’ SUBCUTANEOUS per 28 days)
MCG/ML KIT
ARANESP (IN 3 PA; MO EGRIFTA 4 PA
POLYSORBATE)
SUBCUTANEOUS
INJECTION RECON SOLN 1
SOLUTION 25 MG
MCG/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 www.Express-Scripts.com.
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EPOGEN 3 PA; MO INTRON A 2 MO
INJECTION INJECTION
SOLUTION 2,000 RECON SOLN 10
UNIT/ML, 20,000 MILLION UNIT (1
UNIT/2 ML, 3,000 ML)
%gﬁﬁi’ 4,000 INTRON A 4 MO

INJECTION
EPOGEN 4 PA; MO RECON SOLN 18
INJECTION MILLION UNIT (1
SOLUTION 20,000 ML), 50 MILLION
UNIT/ML UNIT (1 ML)
EXTAVIA 4 PA; MO; QL (15 INTRON A 2 MO
SUBCUTANEOUS per 28 days) INJECTION
KIT SOLUTION 6

] MILLION

GENOTROPIN 4 PA; MO UNIT/ML
GENOTROPIN 3 PA; MO LEUKINE 4 MO
MINIQUICK

INJECTION
SUBCUTANEOUS RECON SOLN
SYRINGE 0.2
MG/0.25 ML MIRCERA 3 MO
GENOTROPIN 4 PA; MO MOZOBIL 4 MO
MINIQUICK NEULASTA PA; MO
SUBCUTANEOUS

SUBCUTANEOUS
SYRINGE 0.4 SYRINGE
MG/0.25 ML, 0.6
MG/0.25 ML, 0.8 NEUMEGA 4 MO
MG/0.25 ML, 1 .
MG/0.25 ML, 1.2 NEUPOGEN 4 PA; MO
MG/0.25 ML, 1.4 NORDITROPIN PA; MO
MG/0.25 ML, 1.6 FLEXPRO
MG/0.25 ML, 1.8 SUBCUTANEOUS
MG/0.25 ML, 2 PEN INJECTOR 10
MG/0.25 ML MG/1.5 ML (6.7

' MG/ML), 15

GRANIX 4 PA; MO MG/1.5 ML (10
HUMATROPE 4 PA; MO MG/ML), 5 MG/1.5
ILARIS (PF) 4 PA; MO; LA ML (3.3 MGML)

NORDITROPIN 4 PA; MO

NORDIFLEX

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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NUTROPIN AQ PA; MO PROCRIT 2 PA;MO
NUSPIN INJECTION
SUBCUTANEOUS SOLUTION 10,000
CARTRIDGE 5 UNIT/ML, 2,000
MG/2 ML (2.5 UNIT/ML, 3,000
MG/ML) UNIT/ML, 4,000
NUTROPIN AQ PA; MO UNIT/ML
SUBCUTANEOUS PROCRIT 4  PA;MO
CARTRIDGE INJECTION
, SOLUTION 20,000
OMNITROPE PA; MO g P
PEGASYS MO; QL (4 per  UNIT/ML
28 days) PROLEUKIN 4 MO
EggéIS}cSK g/é%a% (4per REBIF (WITH 4 PA;MO;QL (6
ALBUMIN) per 28 days)
PEGINTRON g/é%a% (4Per R EBIF REBIDOSE 4  PA;MO;QL (6
Y SUBCUTANEOUS per 28 days)
PEGINTRON MO; QL (4 per  PEN INJECTOR 22
REDIPEN 28 days) MCG/0.5 ML, 44
PLEGRIDY PA;MO; QL (1 _MCG/0.5 ML
SUBCUTANEOUS per 28 days) REBIF REBIDOSE 4 PA; MO; QL
PEN INJECTOR SUBCUTANEOUS (4.2 per 180
125 MCG/0.5 ML PEN INJECTOR days)
PLEGRIDY PA; MO; QL (1 &%%%GS/%LM;‘”
SUBCUTANEOUS per 180 days) ML (6)
PEN INJECTOR 63 REBIF TITRATION 4  PA; MO; QL (12
MCG/0.5 ML- 94 PACK per 28 days)
MCG/0.5 ML SAIZEN PA; MO
PLEGRIDY PA; MO; QL (1 _
SUBCUTANEOUS per 28 days) (S:’I*E(Z:EKNE ASY PA; MO
SYRINGE 125 :
MCG/0.5 ML SEROSTIM 4  PA;MO
PLEGRIDY PA; MO; QL (1 ;IEJESETS%I}IEOES
SUBCUTANEOUS per 180 days) MG. 5 MG. 6 MG
SYRINGE 63 ’ ’
MCG/0.5 ML- 94 SYLATRON 4 MO
MCG/0.5 ML ZOMACTON 4  PA;MO
ZORBTIVE 4  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 www.Express-Scripts.com.
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VACCINES / MISCELLANEOUS ENGERIX-B 2 PA; MO
IMMUNOLOGICALS PEDIATRIC (PF)
INTRAMUSCULA
ACTHIB (PF) 2 MO R SUSPENSION
ADOLESN/ADULT PEDIATRIC (PF)
)(PF) INTRAMUSCULA
INTRAMUSCULA R SYRINGE
R SUSPENSION
FLEBOGAMMA 4 PA; MO
ATGAM 4 PA DIF
BCG VACCINE, 2 INTRAVENOUS
LIVE (PF) SOLUTION 10 %
BEXSERO (PF) 2 fomepizole 1 MO
BIVIGAM 4 PA; MO GAMASTAN S/D 2 MO
BOOSTRIX TDAP 2 MO GAMMAGARD 4 PA; MO
BOTOX 2 PA; MO LIQUID
CARIMUNE NF 4  PA;MO GAMMAKED 4 PAMO
INJECTION
NANOFILTERED
SOLUTION 1
INTRAVENOUS GRAM/10 ML (10
RECON SOLN 6 %)
GRAM
CERVARIX 5 MO GAMMAPLEX PA; MO
VACCINE (PF) GAMUNEX-C 4 PA; MO
INJECTION
COMVAX (PF) 2 MO SOLUTION 1
DAPTACEL (DTAP 2 MO GRAM/10 ML (10
PEDIATRIC) (PF) %)
DYSPORT 3 PA; MO GARDASIL (PF) 2 MO
INTRAMUSCULA
R RECON SOLN GARDASIL 9 (PF) 2 MO
300 UNIT GRASTEK 2 PA; MO
ENGERIX-B (PF) 2 PA; MO HAVRIX (PF) 2 MO
INTRAMUSCULA INTRAMUSCULA
R SYRINGE R SUSPENSION
1,440 ELISA
UNIT/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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HAVRIX (PF) 2 RECOMBIVAX HB 2 PA; MO
INTRAMUSCULA (PF)
R SYRINGE 720 INTRAMUSCULA
ELISA UNIT/0.5 R SUSPENSION 10
ML MCG/ML, 40
HYPERRAB S/D 3 MCG/ML
(PF) RECOMBIVAX HB 2 PA; MO
(PF)
%Oc\éﬁ(E%glES £ MO INTRAMUSCULA
R SYRINGE 10
INFANRIX (DTAP) 2 MO MCG/ML
(PF)
INTRAMUSCULA E)]%()ZOMBIVAX HB 2 PA
R SUSPENSION INTRAMUSCULA
IPOL 2 MO R SYRINGE 5
IXIARO (PF) 2 MO MCG/0.5 ML
MENACTRA (PF) 2 MO ROTARIX 2
INTRAMUSCULA ROTATEQ 2 MO
R SOLUTION VACCINE
MENOMUNE - 2 MO TENIVAC (PF) 2 MO
A/C/Y/W-135 (PF) INTRAMUSCULA
MENVEO A-C-Y- 2 MO R SYRINGE
W-135-DIP (PF) TETANUS,DIPHTH 2 MO
ERIA TOX
M-M-R II (PF) 2 MO PED(PF)
TAGAM 4 PA; M
OCTAG , MO TETANUS- 2 MO
PEDVAX HIB (PF) 2 MO DIPHTHERIA
PRIVIGEN 4  PA:MO TOXOIDS-TD
PROQUAD (PF) 9 ;HYMOGLOBULI 4 PA
QUADRACEL (PF) 2
TRUMENBA 2
RABAVERT (PF) 2 MO
TWINRIX (PF) 2 MO
RAGWITEK 2 MO INTRAMUSCULA
R SUSPENSION
TYPHIM VI 2
INTRAMUSCULA
R 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 www.Express-Scripts.com.
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TYPHIM VI 2 MO ACTONEL ORAL 3 ST; MO; QL (4
INTRAMUSCULA TABLET 35 MG per 28 days)
R SYRINGE ACTONEL ORAL 3 ST; MO:; QL (30
VAQTA (PF) 2 TABLET 5 MG per 30 days)
INTRAMUSCULA alendronate oral 1 MO; QL (1286
R SYRINGE :
solution per 30 days)
VARIVAX (PF) - MO alendronate oral 1 MO; QL (30 per
VARIZIG 4 tablet 10 mg, 5 mg 30 days)
RINéF gLAIIJ\i[l,[IJinULA alendronate oral 1 MO; QL (4 per
tablet 35 mg, 70 mg 28 days)
XEOMIN 3 PA; MO . .
INTRAMUSCULA ATELVIA 3 S;Fr, 21\3 3; Q; S
R RECON SOLN 50 P Y
UNIT BINOSTO 3 ST; MO; QL (4
YF-VAX (PF) 2 MO per 28 days)
BONIVA 3 PA; MO
ZOSTAVAX (PF) 2 MO INTRAVENOUS
MUSCULOSKELETAL / BONIVA ORAL 3 ST;MO;QL(l
RHEUMATOLOGY per 30 days)
GOUT THERAPY EVISTA 3 MO
allopurinol 1 MO FORTEO 4 PA; MO; QL
2.
aloprim ) (2.4 per 28 days)
FOSAMAX ORAL 3 ST; MO; QL (4
COLCHICINE 3 MO
ORAL TABLET 70 MG per 28 days)
colchicine- 1 MO FDOSAMAX PLUS 3 S;Fr; é\g (3; QS§J 4
probenecid P y
COLCRYS ) MO l.bandronate ‘ 1 PA; MO
intravenous solution
probenecid 1 MO ibandronate oral 1 MO; QL (1 per
ULORIC 2 ST; MO 30 days)
ZYLOPRIM 3 MO PROLIA 2 PA; MO
OSTEOPOROSIS THERAPY raloxifene 1 MO
ACTONEL ORAL 3 ST; MO; QL (1  risedronate oral 1 MO; QL (1 per
TABLET 150 MG per 30 days) tablet 150 mg 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 www.Express-Scripts.com.
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risedronate oral 1 MO; QL (4 per HUMIRA 4 PA; MO; QL
tablet 35 mg 28 days) CROHN'S DIS (4.8 per 180
risedronate oral 1 QL (4 per 28 START PCK days)
tablet 35 mg (12 days) HUMIRA 4 PA; MO; QL
pack) SUBCUTANEOUS (0.4 per 28 days)
risedronate oral 1 MO; QL (30 per E/K}I}(I)I\;G&If{ IT10
tablet 5 mg 30 days) i
. . HUMIRA 4 PA; MO; QL (2
:;‘Z‘BZ‘Z‘;’Z‘Z;;;‘” ! gé%a% (4Per GUBCUTANEOUS per 28 days)
relea;e (dr/ec) SYRINGE KIT 20
MG/0.4 ML
OTHER RHEUMATOLOGICALS HUMIRA 4 PA: MO: QL
ACTEMRA 4 PA; MO SUBCUTANEOUS (3.2 per 28 days)
, SYRINGE KIT 40
ARAVA 3 MO; QL (30 per MG/0.8 ML
30 days)
BENLYSTA 4 MO KINERET 4 PA; MO
INTRAVENOUS leflunomide MO; QL (30 per
RECON SOLN 120 30 days)
MG ORENCIA 4  PA;MO
CUPRIMINE s MO ORENCIA (WITH 4  PA:MO
DEPEN 3 MO MALTOSE)
TITRATABS OTEZLA PA; MO
ENBREL 4 PA; MO; QL (8 _
SUBCUTANEOUS per 28 days) S{EIZ{I{’?R 4 PA; MO
RECON SOLN
ENBREL 4 PA; MO; QL (8 OTREXUP (PF) . MO
SUBCUTANEOUS per 28 days) RASUVO (PF) 3 MO
SYRINGE 25 RIDAURA 4 MO
MG/0.5ML (0.51)
—— SAVELLA ORAL 2 MO; QL (60 per
ENBREL 4 PA; MO; QL (4 TABLET 30 days)
SUBCUTANEOUS per 28 days)
SYRINGE 50 SAVELLA ORAL 2 MO; QL (55 per
MG/ML (0.98 ML) TABLETS,DOSE 30 days)
PACK
ENBREL 4 PA; MO; QL (4
SURECLICK per 28 days) SIMPONI PA; MO
SIMPONI ARIA 4 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 www.Express-Scripts.com.

88




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier Limits
XELJANZ 4 PA; MO ELESTRIN 3 MO; QL (52 per
30 days
OBSTETRICS / GYNECOLOGY ys)
) """ ENJuVI1IA 3 MO
ESTROGENS / PROGESTINS
errin 1 MO
ACTIVELLA 3 MO
ESTRACE ORAL 3 MO
ALORA 3 MO; QL (8 per
ESTRACE 2 MO
28 days)
VAGINAL
ANGELIQ ORAL 3 MO :
TABLET 0.5-1 MG estradiol oral 1 MO
AYGESTIN 3 MO estradiol 1 MO; QL (8 per
. transdermal patch 28 days)
camila 1 MO semiweekly
CLIMARA 3 MO; QL (4 per  estradiol 1 MO; QL (4 per
28 days) transdermal patch 28 days)
CRINONE 3 MO weekly
VAGINAL GEL 4 estradiol valerate 1 MO
% intramuscular oil 20
CRINONE 3 PA;MO mg/ml, 40 mg/ml
VAGINAL GEL 8 estradiol- 1 MO
% norethindrone acet
deblitane 1 MO ESTRING 2 MO
DEPO-ESTRADIOL 3 MO EVAMIST 3 MO; QL (16.2
DEPO-PROVERA 2 MO per 30 days)
INTRAMUSCULA FEMHRT LOW 3 MO
R SOLUTION DOSE
DEPO-PROVERA 3 MO FEMRING 3 MO
INTRAMUSCULA —
R SUSPENSION Jjolivette 1 MO
DEPO-SUBQ 3 MO LOPREEZA 3 MO
PROVERA 104 lyza 1 MO
DIVIGEL 3 MO; QL (30 per  medroxyprogesteron 1 MO
30 days) e intramuscular
DUAVEE 2 MO suspension

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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medroxyprogesteron 1 MO VIVELLE-DOT 3 MO; QL (8 per
e oral 28 days)
MENEST 3 MO MISCELLANEOUS OB/GYN
MENOSTAR 3 MO; QL (4per AVC VAGINAL 3 MO

28 days) CLEOCIN 3 MO
mimvey 1 MO VAGINAL
mimvey lo 1 MO clindamycin 1 MO
MINIVELLE 3 MO; QL (8per Phosphatevaginal

28 days) GYNAZOLE-1 3 MO
nora-be 1 MO VAGINAL CREAM
norethindrone 1 MO LUPANETA PACK 4 MO
(contraceptive) (1 MONTH)
norethindrone 1 MO L?’UPANETA PACK 4 MO
acetate ( MONTH)
norethindrone ac-eth 1 MO LYSTEDA 3 MO
estradiol oral tablet METROGEL 3 MO
0.5-2.5 mg-mcg, 1-5 VAGINAL
metmes metronidazole 1 MO
norlyroc 1 vaginal
NOR-QD 3 MO miconazole-3 1 MO
ORTHO 3 MO vaginal suppository
MICRONOR NUVARING 3 MO
PREMARIN 2 MO NUVESSA 3 MO
INJECTION TERAZOL 3 3 MO
PREMARIN ORAL 2 MO VAGINAL CREAM
PREMARIN 3 MO TERAZOL 7 3 MO
VAGINAL terconazole 1 MO
p r.O gest'e rone I MO tranexamic acid oral 1 MO
micronized
PROMETRIUM 3 MO vandazole ! MO
PROVERA 3 MO xulane ! MO
sharobel 1 MO ORAL CONTRACEPTIVES /

RELATED AGENTS

VAGIFEM 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 www.Express-Scripts.com.
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amethia 1 MO gildess oral tablet 1 MO
amethyst 1 MO [.5-30 mg-mcg
apri 1 MO introvale 1 MO
aranclle (28) 1 MO Jjunel 1.5/30 (21) 1 MO
ashlyna 1 MO junel 1/20 (21) 1 MO
aubra 1 MO junel fe 1.5/30 (28) 1 MO
aviane 1 MO junel fe 1/20 (28) 1 MO
balziva (28) 1 MO Junel fe 24 S MO
BEYAZ 3 MO kariva (28) 1 MO
BREVICON (28) 3 MO kelnor 1/35 (28) 1 MO

. [ norgest&e 1
briellyn ! MO estradiol-e estrad
cryselle (28) 1 MO oral tablets,dose

l 135 (28 1 MO pack,3 month 0.15
cyclajem 1/35 (28) mg-30 meg (84)/10
cyclafem 7/7/7 (28) 1 MO meg (7)
CYCLESSA (28) 3 MO larin 1.5/30 (21) 1
delyla (28) 1 larin 1/20 (21) 1 MO
desog- 1 larin fe 1 MO
le. estradiol/e.estradio leend 28 1 MO
DESOGEN 3 MO lessina 1 MO
drospirenone-ethinyl 1 MO levonest (28) 1 MO

estradiol levonorgestrel- 1 MO
ethinyl estrad oral

emoquette S MO tablet 0.1-20 mg-
enpresse 1 MO mcg
falmina (28) 1 MO levonorgestrel- 1
FEMCON FE 3 MO ethinyl estrad oral

tablet 90-20 mcg
GENERESS FE 3 MO

levonorgestrel- 1 MO
gianvi (28) 1 MO ethinyl estrad oral
gildagia 1 MO tablets,dose pack,3

month
gildess 24 fe 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 www.Express-Scripts.com.
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levora-28 1 MO necon 7/7/7 (28) 1 MO
LO LOESTRIN FE 3 MO nikki (28) 1 MO
LOESTRIN 1.5/30 3 MO noreth-ethinyl 1
(21) estradiol-iron oral
LOESTRIN 1/20 3 MO tablet, chewable
@1 0.8mg-25mcg(24)
and 75 mg (4)
LOESTRIN FE 3 MO .
1.5/30 (28-DAY) norethm'dro.ne— 1 MO
e.estradiol-iron oral
LOESTRIN FE 1/20 3 MO tablet 1 mg-20 mcg
(28-DAY) (24)/75 mg (4)
lomedia 24 fe 1 MO NORINYL 1+35 3 MO
loryna (28) 1 MO (28)
LOSEASONIQUE 3 MO g%RINYL 1+30 S MO
lut. 28 1 MO
utera (28) nortrel 0.5/35 (28) 1 MO
li 1 MO
marissa nortrel 1/35 (21) 1 MO
1 tin 1.5/30 1 MO
’;%mges " nortrel 1/35 (28) I MO
microgestin 1/20 1 MO nortrel 7/7/7 (28) 1 MO
(21) ocella 1 MO
microgestin fe 1.5/30 1 MO ogestrel (28) 1 MO
2% orsythia 1 MO
Zlg)rogestm fe 1720 1 MO ORTHO TRI- 3 MO
CYCLEN (28)
MINASTRIN 24 FE 3 MO ORTHO TRI- 3 MO
MODICON (28) 3 MO CYCLEN LO (28)
mononessa (28) 1 MO ORTHO-CEPT (28) 3 MO
NATAZIA 3 MO ORTHO-CYCLEN 3 MO
necon 0.5/35 (28) 1 MO (28)
ORTHO-NOVUM 3 MO
1/35 (28 1 MO
necon 1135 (28) 1/35 (28)
1/50 (28 1 MO
necon 150 (28) ORTHO-NOVUM 3 MO
necon 10/11 (28) 1 MO 7/7/7 (28)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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OVCON-35 (28) 3 MO zovia 1/50e (28) 1 MO
pimtrea (28) 1 MO OXYTOCICS
pirmella oral tablet 1 MO methylergonovine 1 MO
1-35 mg-mcg oral
previfem N MO ANTIBIOTICS
QUARTETTE 3 MO AZASITE 3 MO
quasense 1 MO bacitracin 1 MO
reclipsen (28) 1 MO ophthalmic
SAFYRAL 3 MO bacitracin- 1 MO
SEASONIQUE 3 MO ‘;;%g ;CIZZl'Cb
sprintec (26) S MO BESIVANCE 2 MO
sronyx L MO CILOXAN 3 MO
tarina fe ! MO ciprofloxacin hcl 1 MO
tri-legest fe 1 MO ophthalmic
trinessa (28) 1 MO erythromycin 1 MO
TRIENORINYL 28) 3 MO ophthalmic
tri-previfem (28) 1 MO i;;?i’:;);frj?c drops !
tri-sprintec (28) 1 MO satifloxacin 1 MO
trivora (28) ! MO gentak ophthalmic 1 MO
velivet triphasic 1 MO ointment
regimen (28) gentamicin 1 MO
vestura (28) 1 MO ophthalmic
vyfemla (28) 1 MO ILOTYCIN 3 MO
wymzya fe 1 MO levofloxacin 1 MO
YASMIN (28) 3 MO ophthalmic
YAZ 28) P MOXEZA 3 MO
zenchent (28) 1 MO NATACYN 2 MO
zenchent fe 1 MO
zovia 1/35e (28) 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 www.Express-Scripts.com.
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neomycin- 1 MO levobunolol 1 MO
bacitracin- ophthalmic drops
polymyxin 0.5 %
neomycin- 1 MO metipranolol 1 MO
poly e timolol maleate 1 MO
gramicidin ophthalmic
IS . 0 TIMOPTIC 3 MO
(NEO- - OCUDOSE (PF)

GRAMICID)
OCUFLOX 3 MO TIMOPTIC-XE 3 MO
polymyxin b sulf- 1 MO N e e
trimethoprim PHOSPHOLINE 2 MO

IODIDE
e o CYCLOPLEGIC MYDRIATICS
tobramycin 1 MO

atropine ophthalmic 1 MO
TOBREX 3 MO drops
ZYMAXID R MO ISOPTO CARPINE 3 MO
ANTIVIRALS T pitearpine I MO
trifluridine 1 MO ophthalmic drops 1

%, 2 %, 4 %
VIROPTIC 3 MO
BETABLOCKERS | iochn 5 Mo
OPHTHALMIC
DROPS 0.5 % azelastine 1 MO

hthalmi

betaxolol ophthalmic 1 MO oprRaTme

BEPREVE 2 MO
BETIMOL 3 MO

/ 1 MO

BETOPTIC S 3 MO ophthalmic
carteolol 1 MO CYSTARAN 4 MO
ISTALOL . MO ELESTAT 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 www.Express-Scripts.com.
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Tier  Limits Tier  Limits

EMADINE 3 MO OTHER GLAUCOMA DRUGS
epinastine 1 MO AZOPT 3 MO
LACRISERT 3 MO bimatoprost 1 MO
LASTACAFT 2 MO COMBIGAN 2 MO
PATADAY 2 MO COSOPT 3 MO
PATANOL 3 MO dorzolamide 1 MO
PAZEO 2 MO dorzolamide-timolol 1 MO
RESTASIS 2 MO; QL (60 per Zatanoprost 1 MO

30 days) LUMIGAN 2 MO
NON-STEROIDAL ANTI- OPHTHALMIC
INFLAMMATORY AGENTS DROPS 0.01 %
ACULAR 3 MO SIMBRINZA 3 MO
ACULAR LS 3 MO TRAVATAN Z 2 MO
ACUVAIL (PF) 3 MO travoprost 1 MO
bromfenac ) MO (benzalkonium)
diclofenac sodium 1 MO TRUSOPT 3 MO
ophthalmic XALATAN 3 ST; MO
Sflurbiprofen sodium 1 MO ZIOPTAN (PF) 3 ST; MO
ILEVRO 2 MO STEROID-ANTIBIOTIC
ketorolac 1 MO COMBINATIONS
ophthalmic MAXITROL 3 MO
NEVANAC 2 MO neomycin- 1 MO
OCUFEN 3 MO bacitracin-poly-hc
PROLENSA 2 MO neomycin-polymyxin 1 MO

b-dexameth
ORAL DRUGS FOR GLAUCOMA .
neomycin- 1 MO

acetazolamide oral 1 MO polymyxin-hc
acetazolamide 1 MO ophthalmic
sodium PRED-G 2 MO
DIAMOX 3 MO PRED-G S.O.P. 2 MO
SEQUELS TOBRADEX 3 MO
methazolamide 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 www.Express-Scripts.com.

95



Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
TOBRADEX ST 3 MO sulfacetamide- 1 MO
tobramycin- 1 MO prednisolone
dexamethasone SULFONAMIDES
ZYLET 2 MO BLEPH-10 3 MO
STEROIDS sulfacetamide 1 MO
ALREX ) MO sodium ophthalmic
dexamethasone 1 MO SYMPATHOMIMETICS
sodium phosphate ALPHAGAN P 2 MO
ophthalmic OPHTHALMIC
DUREZOL 3 MO DROPS 0.1 %
OPHTHALMIC
[fluorometholone 1 MO DROPS 0.15 %
FML FORTE 3 MO apraclonidine 1 MO
FML LIQUIFILM 3 MO brimonidine 1 MO
FML S.O.P. 2 MO IOPIDINE 3 MO
LOTEMAX 2 MO VASOCONSTRICTOR
MAXIDEX 3 MO DECONGESTANTS
OMNIPRED 3 MO naphazoline 1 MO
PRED FORTE 3 MO RESPIRATORY AND ALLERGY
PRED MILD 2 MO ANTIHISTAMINE /
prednisolone acetate 1 MO ANTIALLERGENIC AGENTS
prednisolone sodium 1 MO adrenalin injection 1
phosphate solution 1 mg/ml
ophthalmic (1:1,000) (1ml)
VEXOL 3 MO AUVI-Q 3 MO; QL (4 per
30 days)
STEROID-SULFONAMIDE
COMBINATIONS cetirizine oral 1 MO
solution 1 mg/ml
BLEPHAMIDE 3 MO
CLARINEX ORAL 3 MO
BLEPHAMIDE 3 MO SYRUP
S.O.P.
CLARINEX ORAL 3 MO; QL (30 per
TABLET 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 www.Express-Scripts.com.
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CLARINEX-D 12 3 MO; QL (60 per acetylcysteine 1 PA; MO
HOUR 30 days) solution
desloratadine 1 MO; QL (30 per ADCIRCA 4 PA; MO; QL (60
30 days) per 30 days)
diphenhydramine hcl 1 MO ADEMPAS 4 PA; MO; LA
injection solution 50 ADVAIR DISKUS 2 MO; QL (60 per
mg/ml
30 days)
diphenhydramine hel 1 PA ADVAIR HFA 2 MO; QL (12 per
oral elixir
30 days)
epinephrine I MO, QL(per  \prospaN 2 MO;QL(17.8
injection auto- 30 days)
4 per 30 days)
injector
EPIPEN 2-PAK 2 MO:QL (4per Hbuterol sulfate I PAMO
30 days) inhalation solution
ays for nebulization 0.63
EPIPEN JR 2-PAK 2 MO; QL (4 per mg/3 ml, 1.25 mg/3
30 days) ml, 2.5 mg /3 ml
(1)
hydroxyzine hcl oral 1 PA; MO (0.083 %), 5 mg/ml
tablet albuterol sulfate oral 1 MO
levocetirizine oral 1 MO ALVESCO 3 MO; QL (12.2
solution INHALATION HFA per 30 days)
levocetirizine oral 1 MO; QL (30 per AEROSOL
tablet 30 days) INHALER 160
MCG/ACTUATION
fI\II{J]]EENC]:i"II{C()}I? N 3 MO ALVESCO 3 MO; QL (6.1 per
INHALATION HFA 30 days)
promethazine 1 MO AEROSOL
injection solution INHALER 80
promethazine oral 1 PA; MO MCG/ACTUATION
SEMPREX-D 3 MO aminophylline 1
intravenous solution
XYZAL ORAL 3 MO 250 mg/10 ml
SOLUTION
ANORO ELLIPTA 2 MO; QL (60 per
XYZAL ORAL 3 MO; QL (30 per 30 days)
TABLET
30 days) ARCAPTA 2 MO:; QL (30 per
PULMONARY AGENTS NEOHALER 30 days)
ACCOLATE 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 www.Express-Scripts.com.
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ARNUITY 2 MO; QL (30 per  budesonide 1 PA; MO
ELLIPTA 30 days) inhalation
ASMANEX HFA 2 MO; QL (13 per  budesonide nasal 1 MO; QL (17.2
30 days) per 30 days)
ASMANEX 2 MO; QL (30 per CINRYZE 4 PA; MO
TWISTHALER 30 days) COMBIVENT 2 MO; QL (8 per
INHALATION RESPIMAT 30 days)
AEROSOL POWDR Y
BREATH cromolyn inhalation 1 PA; MO
ACTIVATED 110
DALIRESP 2 PA; MO
MCG (30 DOSES), i
220 MCG (30 DULERA 2 MO; QL (13 per
DOSES) 30 days)
ASMANEX 2 MO; QL (240 per DYMISTA 2 MO; QL (23 per
TWISTHALER 30 days) 30 days)
INHALATION ELIXOPHYLLIN 3 MO
AEROSOL POWDR ORAL ELIXIR 80
BREATH MG/15 ML
ACTIVATED 220
MCG (120 DOSES) ESBRIET 4 PA; MO; QL
(270 per 30 days)
ASMANEX 2 MO; QL (60 per
TWISTHALER 30 days) FIRAZYR 4 PA; MO
INHALATION FLOVENT DISKUS MO; QL (60 per
AEROSOL POWDR INHALATION 30 days)
BREATH BLISTER WITH
ACTIVATED 220 DEVICE 100
MCG (60 DOSES) MCG/ACTUATION
ATROVENT HFA 2 MO; QL (25.8 50
BECONASE AQ 3 MO; QL (50 per FLOVENT DISKUS 2 MO; QL (240 per
30 days) INHALATION 30 days)
' BLISTER WITH
BERINERT 4 PA; MO DEVICE 250
EF‘AVENOUS MCG/ACTUATION
. FLOVENT HFA 2 MO:; QL (12 per
30 days) AEROSOL
BROVANA 3 PA; MO INHALER 110
MCG/ACTUATION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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FLOVENT HFA 2 MO; QL (24 per  montelukast 1 MO
INHALATION HFA 30 days) NASONEX 2 MO: QL (34 per
AEROSOL 30 days)
INHALER 220 Y
MCG/ACTUATION OFEV 4 PA; MO; QL (60
FLOVENT HFA 2 MO;QL(10.6 per 30 days)
INHALATION HFA per 30 days) OMNARIS 3 MO;QL (125
AEROSOL per 30 days)
INHALER 44 , ,
MCG/ACTUATION OPSUMIT 4 PA; MO; LA
PERFOROMIST 2 PA; MO
flunisolide nasal 1 MO; QL (50 per
spray,non-aerosol 30 days) PROAIR HFA 2 MO; QL (17 per
25 meg (0.025 %) 30 days)
fluticasone nasal 1 MO; QL (16 per PROAIR 2 MO; QL (17 per
30 days) RESPICLICK 30 days)
FORADIL 2 MO:; QL (60 per PROVENTIL HFA 3 MO; QL (13.4
AEROLIZER 30 days) per 30 days)
INCRUSE 3 MO; QL (30 per PULMICORT 2 MO; QL (2 per
ELLIPTA 30 days) FLEXHALER 30 days)
: . . ' INHALATION
lpzatlroplum bromide 1 PA; MO AEROSOL POWDR
innalation BREATH
ipratropium- 1 PA; MO ACTIVATED 180
albuterol MCG/ACTUATION
KALBITOR 4 MO PULMICORT 2 MO; QL (1 per
KALYDECO ORAL 4  PA;MO; QL (56 —-EXHALER 30 days)
GRANULES IN 28 d INHALATION
PACKET per 28 days) AEROSOL POWDR
BREATH
KALYDECO ORAL 4 PA; MO; QL (60 ACTIVATED 90
TABLET per 30 days) MCG/ACTUATION
LETAIRIS 4 PA; MO; LA PULMICORT 3 PA; MO
, INHALATION
el 1 PANO SUSeesioN rox
for nebulization 0.31 NEBULIZATION
' 0.25 MG/2 ML, 0.5
mg/3 ml, 0.63 mg/3 MG/2 ML
ml, 1.25 mg/0.5 ml
metaproterenol 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 www.Express-Scripts.com.
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PULMICORT 2 PA; MO SPIRIVA WITH 2 MO; QL (90 per
INHALATION HANDIHALER 90 days)
SUSPENSION FOR STIOLTO 3 MO; QL (4 per
NEBULIZATION 1 RESPIMAT 30 days)
MG/2 ML y
] STRIVERDI 3 MO; QL (4 per
PULMOZYME 4 PA; MO RESPIMAT 30 days)
QNASL NASAL 3 MO; QL (4.9 per i
HFA AEROSOL 30 days) SYMBICORT 2 Né?é OQ(I;a( ls())2
INHALER 40 P Y
MCG/ACTUATION terbutaline oral 1 MO
QNASL NASAL 3 MO; QL (8.7 per terbutaline 1 MO
HFA AEROSOL 30 days) subcutaneous
INHALER 80
MCG/ACTUATION THEO-24 ©
theophylli 1
QVAR 2 MO; QL (17.4 P oral
solution
per 30 days)
REVATIO 4  PA;MO theophylline oral e
INTRAVENOUS
release
REVATIO ORAL 4 PA; MO; QL .
’ ’ theophyll [ 1 M
SUSPENSION FOR (224 per 30 days) 00 e O
RECONSTITUTIO
N release 12 hr
REVATIO ORAL 4 PA;MO; QL (90 [ RACLEER 4 PAMOLA
TABLET per 30 days) triamcinolone 1 MO; QL (16.5
RHINOCORT 3 MO: QL (17.2 acetonide nasal per 30 days)
AQUA per 30 days) TUDORZA 2 MO; QL (1 per
' PRESSAIR 30 days)
RUCONEST 4 PA; MO INHALATION
SEREVENT 2 MO; QL (60 per AEROSOL POWDR
DISKUS 30 days) BREATH
. ACTIVATED 400
sildenafil e MCG/ACTUATION
intravenous
sildenafil oral 1 PA; MO; QL (90
per 30 days)
SINGULAIR 3 MO
SPIRIVA 2 MO; QL (60 per
RESPIMAT 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 www.Express-Scripts.com.
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TUDORZA 2 QL (1 per 30 flavoxate 1 MO
PRESSAIR days) GELNIQUE 3 MO; QL (92 per
INHALATION TRANSDERMAL 30 days)
AEROSOL POWDR Y
BREATH GEL IN
ACTIVATED 400 y&l\aﬁREDDOSE
MCG/ACTUATION
(30 ACTUAT) GELNIQUE 3 MO; QL (30 per
' TRANSDERMAL 30 days)
TYVASO 4 PA; MO GEL IN PACKET
VENTAVIS 4 PA; MO MYRBETRIQ ) MO
VENTOLIN HFA > MO; QL (36 per oxybutynin chloride 1 MO
30 days)
oral
VERAMYST 3 13\%%; QL (10 per vV TROL 3 MO; QL (8 per
ays) 28 days)
VOSPIRE ER . MO tolterodine 1 MO
XOLAIR 4 PA; MO; LA;
QL (6 per 28 TOVIAZ 2 MO
days) trospium 1 MO
XOPENEX 3 PA; MO VESICARE 2 MO
XOPENEX HFA 3 MO;QL (30 per [BENIGN PROSTATIC
30 days) HYPERPLASIA(BPH) THERAPY
zafirlukast 1 MO alfuzosin 1 MO
ZETONNA 3 MO; QL (6.1 per AVODART 2 MO
30 days) finasteride oral 1 MO
ZYFLO 4 MO tablet 5 mg
ZYFLO CR 4 MO FLOMAX 3 ST; MO
UROLOGICALS JALYN 2 MO
ANTICHOLINERGICS / PROSCAR S MO
ANTISPASMODICS RAPAFLO 2 ST; MO
DETROL 3 MO tamsulosin 1 MO
DETROL LA 3 MO UROXATRAL 3 ST; MO
DITROPAN XL 3 MO CHOLINERGIC STIMULANTS
ENABLEX 2 MO bethanechol chloride 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 www.Express-Scripts.com.
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URECHOLINE 3 MO k-tab oral tablet 1
MISCELLANEOUS UROLOGICALS jfe’g”’ded release §
AMMONIUM 2 .
lactated ringers 1 MO
CHLORIDE intravenous
CIALIS ORAL 2 PA; MO; QL (30 :
TABLET 2.5 MG, 5 per 30 days) magnesium sulfate . V©
MG injection solution
] magnesium sulfate 1
CYSTAGON 2 MO; LA injection syringe
ELMIRON S MO NORMOSOL-RIN 2
potassium citrate 1 MO 5 % DEXTROSE
PROCYSBI 4 MO PHOSLO 3 MO
UROCIT-K 10 3 MO PHOSLYRA 3 MO
UROCIT-K 15 3 MO potassium chlorid- 1
0,
UROCITK 5 3 MO d3-0.45%nacl
intravenous
VITAMINS, HEMATINICS / parenteral solution
ELECTROLYTES 10 meq/l, 30 meq/l,
. 40 megn1
LD LT potassium chlorid- 1 MO
calcium acetate oral 1 MO d5-0.45%nacl
capsule intravenous
1 parenteral solution
dextrose-kcl-nacl 1 20 meq/l
cliphos ! MO potassium chloride 1
klor-con 10 1 MO in 0.9%nacl
Klor-con 8 1 MO intravenous
parenteral solution
klor-con m15 1 MO 20 meq/l, 40 meq/I
klor-con m20 1 MO potassium chloride 1
K-TAB ORAL 3 MO in 5 % dex
TABLET intravenous
EXTENDED parenteral solution
20 MEQ

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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potassium chloride 1 MO potassium chloride- 1 MO
in Ir-d5 intravenous d5-0.9%nacl
parenteral solution intravenous
20 meq/l parenteral solution
potassium chloride 1 20 meq/1
intravenous potassium chloride- 1
piggyback 10 d5-0.9%nacl
meq/100 ml, 20 intravenous
meq/100 ml, 40 parenteral solution
meq/100 ml 40 meq/|
potassium chloride 1 MO ringers intravenous 1
intravenous solution sodium chloride 0.45 1 MO
potassium chloride 1 MO % intravenous
oral capsule, parenteral solution
extended release sodium chloride 3 % 1 MO
potassium chloride 1 MO sodium chlovide 5 % 1
oral liquid
potassium chloride 1 MO jZZZt‘chohlfsrlde ! MO
oral tablet extended .
release 8 meq parenteral solution
2.5 meg/ml
potassium chloride 1 MO sodium lactate 1
oral tablet,er . .
. intravenous solution
particles/crystals
potassium chloride- 1 EEI];ICTROLYTES 3
0.45 % nacl
. . MISCELLANEOUS NUTRITION
potassium chloride- 1 MO
d5-0.2%nacl PRODUCTS
intravenous AMINOSYN 7 % 2 PA
parenteral solution WITH
20 meq/l ELECTROLYTES
potassium chloride- 1 AMINOSYN 8.5 %- 2 PA
d5-0.3%nacl ELECTROLYTES
miravenous AMINOSYN II 10 2 PA
parenteral solution o
20 meq/l °
AMINOSYN II 15 2 PA
%
AMINOSYN II 7 % 2 PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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AMINOSYN II 8.5 2 PA CLINIMIX E 3 PA
% 4.25%/D10W SUL
AMINOSYN 11 8.5 2> PA FREE
%- CLINIMIX E 3 PA
ELECTROLYTES 4.25%/D25W SUL
AMINOSYN M 3.5 2 PA FREE
% CLINIMIX E 3 PA
AMINOSYN-HBC 2 PA 4.257%/DSW SULF
" FREE
7%
CLINIMIX E 3 PA
QMINOSYN-PF 10 2 PA 5%/D15W SULFIT
° FREE
%%;FJSSEIEZPF / 2 PA CLINIMIX E 3 PA
FREE) 5%/D20W SULFIT
FREE
OA/OMINOSYN-RF 5.2 2 PA CLINIMIX E 3 PA
5%/D25W SULFIT
CLINIMIX 2 PA FREE
5%/D15W - .
SULFITE FREE CLINISOL SF 15 % 3 PA; MO
CLINIMIX 2 PA g%]?)?MINE HBC 3 PA
5%/D25W 770
SULFITE-FREE HEPATAMINE 8% 2 PA
CLINIMIX 2 PA intralipid 1 PA; MO
2.75%/D5SW intravenous
SULFIT FREE emulsion 20 %
CLINIMIX 2 PA INTRALIPID 3 PA
4.25%/D10W SULF INTRAVENOUS
FREE EMULSION 30 %
CLINIMIX 4.25%- 2 PA IONOSOL-B IN 2
D20W SULF-FREE D5W
CLINIMIX 4.25%- 2 PA IONOSOL-MB IN 2
D25W SULF-FREE D5W
CLINIMIX 5%- 2 PA ISOLYTE-P IN 5 % 2
D20W(SULFITE- DEXTROSE
FREE) ISOLYTE-S 2

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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NEPHRAMINE 5.4 2 PA
%

NORMOSOL-M IN 2
5 % DEXTROSE

NORMOSOL-R PH 2

7.4

NUTRILIPID 3 PA
PLASMA-LYTE 2

148

PLASMA-LYTE A 2

PLASMA-LYTE-56 2
IN 5 % DEXTROSE

premasol 10 % 1 PA; MO
PREMASOL 6 % 2 PA
PROCALAMINE 2 PA

3%

PROSOL 20 % 3 PA; MO
travasol 10 % 1 PA; MO

TROPHAMINE 10
%

[\

PA; MO

TROPHAMINE 6% 2 PA

VITAMINS / HEMATINICS

PRENATAL 3
VITAMIN ORAL
TABLET

SODIUM 3 MO
FLUORIDE ORAL
TABLET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ADOXA.....oooioeeeeiiieeen, 12
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ALBENZA ......coooovveein 7
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ALDACTAZIDE.................. 50
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alendronate ..................... 64, 87
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ALOMIDE......ccccooviniiirnne 94
aloprim.....cccceevveeiieeeiieenne, 87
ALORA ..o 89
alosetron ........ccocceevveeieennnne 76
ALOXT.cciiiiiiiiieeiereeienne 76
ALPHAGANP......ccoeeenne. 96
ALREX ...coooiiiiieieieene 96
ALSUMA ..ot 25
ALTABAX ..ccveieeeieeenne 61
ALTACE ....ooiiiiiiiieiene 50
ALTOPREV ......cccvvverne 56
ALVESCO....ccceoviiinieenns 97
amantadine hcl........................ 2
AMARYL...coooviiiiiiiine 68
AMBIEN ......ccoooviiiiieirnne 37
AMBIEN CR.......cccevirrne 37
AMBISOME..........ccovverenee. 1
amcinonide ...........coceeeeennee. 62
AMERGE .......cccooeviiierne 25
amethia ........cceeveveenieeienennn 91
amethyst......cccoeveerieiiienne 91
amifostine crystalline............ 14
amikacin ........ccceeeeveeeeieeenieens 7
amiloride.........cooceevieiieenncn. 50
amiloride-hydrochlorothiazide
.......................................... 50
aminophylline...........c........... 97
AMINOSYN 7 % WITH
ELECTROLYTES.......... 103
AMINOSYN 8.5 %-
ELECTROLYTES.......... 103
AMINOSYNII 10 %.......... 103
AMINOSYN II 15 %.......... 103
AMINOSYN II 7 %............ 103
AMINOSYNII 8.5 %......... 104
AMINOSYN II 8.5 %-
ELECTROLYTES.......... 104
AMINOSYN M 3.5 %........ 104
AMINOSYN-HBC 7%....... 104
AMINOSYN-PF 10 % ....... 104
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AMINOSYN-PF 7 %

(SULFITE-FREE).......... 104
AMINOSYN-RF 5.2 %......104
amiodarone..........cceceeveeennen. 49
AMITIZA .....ooviiiiieene. 76
amitriptyline .........c.cccveneee. 37
amlodipine.........ccoeevverueennnnn. 50
amlodipine-atorvastatin........ 56
amlodipine-benazepril.......... 50
amlodipine-valsartan ............ 50
amlodipine-valsartan-hcthiazid

.......................................... 50
AMMONIUM CHLORIDE102
ammonium lactate................. 59
AMNEStECM ..cvvvenreeereeneeennenn 59
AMOXAPINE ..oeeevreeerreeereeennne 37
amoxicil-clarithromy-lansopraz

.......................................... 79
amoxiCillin.........cocceeverienncnns 10
amoxicillin-pot clavulanate.. 10
amphetamine salt combo......37
amphotericin b...........ccceeeueee. 1
ampicillin..........occoeeveernennn. 10
ampicillin sodium................. 10
ampicillin-sulbactam............. 10
AMPYRA ... 26
ANADROL-50......ccoceenennee. 73
ANAFRANIL.......cccovennnee. 37
anagrelide .......cccoeeeveeenieeennen. 64
ANAPROX......ccvvveieneen 34
ANAPROX DS .....cccovene. 34
anastrozole...........cceceeveenen. 14
ANCOBON......ccceviriiieee 1
ANDRODERM..................... 73
ANDROGEL.........cccoceennenen. 73
ANDROID ......cccocvveirrnnne 73
ANGELIQ ....cccoooiieiiee. 89
ANORO ELLIPTA .............. 97
ANTABUSE........ocevinen. 64
ANTARA ..., 56
ANUSOL-HC.......cceeeeneenee. 76
ANZEMET ......cocvvviiniinnnn. 76
APEXICON......cccevierenen. 62
APEXICON €...oonvvrenveaereenieenenn 62
APIDRA ..o, 68

APIDRA SOLOSTAR ......... 68
APLENZIN ....ccoooviieiinne. 38
APOKYN ..ottt 25
apraclonidine ...............c........ 96
10 ) o F O UURR 91
APRISO.....ooiiiieieee, 76
APTENSIO XR........cceeueeee. 38
APTIOM.....ccoovivieieenee, 21
APTIVUS ..o 2
ARALAST NP .....ccceeieee. 64
aranelle (28)......cccceeevvveeennenn, 91
ARANESP (IN
POLYSORBATE)............ 82
ARAVA. ..., 88
ARCALYST...coiiiieiien 82
ARCAPTA NEOHALER.....97
ARGATROBAN. .................. 55
ARGATROBAN IN 0.9 %
SOD CHLOR ................... 55
ARICEPT ...ooivieieeee, 26
ARIMIDEX .......cccvvvrennnne. 14
aripiprazole........ccccoevveeeennenne 38
ARIXTRA ..o, 55
ARNUITY ELLIPTA........... 98
AROMASIN.......ccverrennne. 14
ARRANON ......ccoovveienee, 14
ARTHROTEC 50................. 34
ARTHROTEC 75................. 34
ARZERRA .......ccoovveven. 14
ASACOLHD.....ccceevvennnn 76
ashlyna........cccooevvvviiiennnnne 91
ASMANEX HFA ................ 98
ASMANEX TWISTHALER 98
ASTAGRAF XL.........cc........ 14
ASTEPRO ......cocvevvieiienn, 66
ATACAND ....ccoeviieiee 50
ATACAND HCT ................. 50
ATELVIA ..o 87
atenolol ........ccceeeveeviiieenene 50
atenolol-chlorthalidone......... 50
ATGAM ....ooveieieee, 85
ATIVAN. ..., 38
atorvastatin ...........cceeceeenuenne 56
atovaquone........cccovveveeeeenuneeenn. 7
atovaquone-proguanil.............. 7

ATRALIN........coovvveeeeen. 59
ATRIPLA ......ooovieiiiee, 2
Atropine .......ccceeevveereveennen. 75, 94
ATROVENT......cccovvvvven. 66
ATROVENT HFA............... 98
AUBAGIO........ccovvvevenn. 26
AUDIa ..o, 91
AUGMENTIN........ccoennee. 11
AURYXIA ... 64
AUVI-Quoooiiiieiieeeeee, 96
AVALIDE .........ccvvvveenn. 50
AVANDAMET .........c........ 68
AVANDIA ..o 68
AVAPRO.......oovveeee 50
AVASTIN......oooveeeee. 14
AVC VAGINAL .................. 90
AVEED......ccooovvvviiiiiannn. 73
AVELOX...ccoovviviieiienn. 12
AVELOX ABC PACK.......... 12
AVELOX IN NACL (ISO-
OSMOTIC)....coevveeirennne 12
AVIANE.....cooeeveeeeeeeeeeeeeeieieeee, 91
AVITA oo, 59
AVITA. ..o 59
AVODART.......covvveeenn. 101
AVONEX ....ccccoovviiiiin. 82
AVONEX (WITH ALBUMIN)
.......................................... 82
AXERT....cooviiiiiiiicec 25
AXIRON.....ccoeevveeeeeen. 73
AYGESTIN ......ooovviviinnn. 89
azacitidine..........ccccovvevunvnnnnen. 14
AZACTAM ..o 8
AZACTAM IN DEXTROSE
(ISO-OSM).....ccccvveverrnnee. 8
AZASAN .....coooeieeee 14
AZASITE .......oooveeie. 93
azathiopring ..........cc.cceceeneee. 14
azelastine ........ccooeeeeennnn. 66, 94
AZELEX ... 60
AZILECT ..covveiieeeeee. 25
azithromycin..........cccoeceeenennne. 7
AZOPT ..o 95
AZOR ..o 50
AzZtreonam ........coeeeeeeeeeeeeeeennnnn. 8

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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AZULFIDINE ........ccoeeuveeee. 76
AZULFIDINE EN-TABS ....76
B
baciim.....c.eeevveeeieeeiee e 8
bacitracin........cccoeeeuvveenen.. 8, 93
bacitracin-polymyxinb ........ 93
baclofen ........ccccceevvencennennnn. 27
BACTRIM.......ccovvvereneen 12
BACTRIM DS..........cccu... 12
BACTROBAN.........cccoeueeee. 61
BACTROBAN NASAL....... 66
balsalazide..........c.ccccuveeennnnn. 76
balziva (28)......ccccevveereenennn. 91
BANZEL .....cooveiieieee. 21
BARACLUDE ..........cccveuen. 2
BCG VACCINE, LIVE (PF) 85
BECONASE AQ........c......... 98
BELEODAQ .....ccccovevvennnee. 14
BELSOMRA .......ccccoovenen. 38
benazepril ........ccovveeeveeennnenn. 50
benazepril-hydrochlorothiazide
.......................................... 50
BENICAR ..o 50
BENICAR HCT ................... 50
BENLYSTA ..o 88
BENZACLIN ......cccevvennee. 60
BENZAMYCIN ................... 60
benztropine..........cceeueeennennee. 25
BEPREVE.........cccvvviven 94
BERINERT .......cccooeiiinnne 98
BESIVANCE ......ccccoocvennen. 93
BETAGAN.....ccooiiieiee 94
betamethasone dipropionate. 62
betamethasone valerate ........ 62
betamethasone, augmented... 62
BETAPACE AF................... 49
BETASERON ........cccoeeuenee. 82
betaxolol........cccoevuvvnnnen. 50, 94
bethanechol chloride .......... 101
BETHKIS ..o 8
BETIMOL ........cccvvervennne. 94
BETOPTIC S......cceevieee 94
BEXSERO (PF)..........c......... 85
BEYAZ....ooviiiiiiiiiien 91
BIAXIN....cootiiieeeeeeee 7

BICILLIN C-R.....cccveneenneeee. 11
BICILLIN L-A ..o 11
BICNU.....oooieieeeee 14
BIDIL ..ot 50
BILTRICIDE.........ccceeveirnene 8
bimatoprost.........cceeveevveennenn. 95
BINOSTO......cccevvereennee. 87
bisoprolol fumarate............... 50
bisoprolol-hydrochlorothiazide
.......................................... 51
BIVIGAM .....ccoovieieene. 85
bleomycin........c.ceeeveevveennnnn. 15
BLEPH-10.....ccceoveieiennee. 96
BLEPHAMIDE .................... 96
BLEPHAMIDE S.O.P..........96
BONIVA ..., 87
BOOSTRIX TDAP............... 85
BOSULIF .....cooovviiiiiienne. 15
BOTOX ..o, 85
BREO ELLIPTA................... 98
BREVICON (28)......cccu..... 91
briellyn.......ccccoevieecieniennnnn. 91
BRILINTA ..o, 55
brimoniding ...........c.cceouenneee. 96
BRINTELLIX .......cccevenneenee. 38
BRISDELLE ........cccceoueneee. 38
bromfenac..........cccceevueennnnne 95
bromocripting ..........cceeennee.. 25
BROVANA ... 98
budesonide...................... 76, 98
bumetanide ...........ccceeueennennn 51
BUNAVAIL.......ccccee. 34,35
BUPRENEX......ccccoviiennn 28
buprenorphine hcl................. 28
buprenorphine-naloxone....... 35
buproban..........ccccceeeeiiennnenn. 66
bupropion hcl..........ccce.ee.e. 38
buspirone.........ccceevveeeveennnenn. 38
BUSULFEX .....cocvviiiienne. 15
butorphanol tartrate .............. 35
BUTRANS ..., 28
BYDUREON.........ccccevvennee. 68
BYETTA ..ot 69
BYSTOLIC .....cocvevveienee. 51

C
cabergoling .........c.ccceeeveennee. 73
CADUET ....ccceviiieiiiieenn 56
CAFERGOT .....cccvevvveiene. 25
CALAN ..ot 51
CALAN SR ..o, 51
calcipotriene ...........ccceevennne. 58
calcipotriene-betamethasone 58
calcitonin (salmon)................ 73
calcitriol .......oooevvvvveeennnnn. 58, 73
calcium acetate ................... 102
CAMBIA ..o 35
camila ......ocooeveriiniiiiiee 89
CAMPTOSAR.......cccoeeveneee. 15
CANASA.....ccoiie 76
CANCIDAS......c.coeeeeeeenne 1
candesartan ............coceeeueneeene 51
candesartan-hydrochlorothiazid
.......................................... 51
CANTIL ..o 75
CAPASTAT ..o 8
CAPEX ..o, 62
CAPITAL WITH CODEINE
.......................................... 28
CAPRELSA........ccoeeeee 15
captopril.....cceeeveeecieeenieennne, 51
captopril-hydrochlorothiazide
.......................................... 51
CARAC ..ot 59
carafate .......ccocceeviieiiienieeen, 79
CARAFATE ...ccooiiieeee 79
CARBAGLU......cccoveiinee 64
carbamazepine...................... 22
CARBATROL.........cccueenneee 22
carbidopa .....ceeevveeviieeniieenee, 25
carbidopa-levodopa .............. 25
carbidopa-levodopa-
entacapone .........ccceeeveeeenn. 25
carboplatin.........ccccceeeeneenne. 15
CARDENE IV IN SODIUM
CHLORIDE...................... 51
CARDIZEM ......ccccevvvrennn 51
CARDIZEM CD...........c....... 51
CARDIZEM LA ............c....... 51
CARDURA......cccoteieee. 51

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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CARDURA XL.....cccccecveneee 51

CARIMUNE NF
NANOFILTERED ........... 85
CARNITOR .....ccovvveen. 64
carteolol...........coevvvveeeeennennn. 94
cartia Xt.....oooeevvvveeeeeeeeeiiinnns 51
carvedilol..........cccceeeeeennenn. 51
CASODEX .....ccovvvieiiiinennn. 15
CATAPRES ......cccvveve. 51
CATAPRES-TTS-1.............. 51
CATAPRES-TTS-2.............. 51
CATAPRES-TTS-3.............. 51
CAYSTON.....oooviieeeeiieeeen, 8
CEDAX .. 5
cefaclor......cooeeeveveieiieiiiiee, 5
cefadroxil.....ccccvvevviviiiiinnnnnnnn, 5
cefazolin .........cooevveiiieinnneenns 5
cefazolin in dextrose (is0-0s) .5
cefdinir .......cccooovvvviiiiiiiees 5
cefditoren pivoxil ................... 5
cefepime .....oecvvevveeiieeieens 5
CEFEPIME IN DEXTROSE 5
e 5
cefiXime....ooovvvvvveeiiiiiiiiieee, 5
cefotaxime ........cccceeeveeuneeeennns 5
cefotetan ......cccvvvveeveiviiinnnnnnnn. 5
cefoXitin........ccovevveeiieiiieeens 5
cefoxitin in dextrose, iso-osm 5
cefpodoxime.........cceeeveveeennenn. 5
cefprozil......cccoveeveniencincnnnn. 5
ceftazidime ............ooovevnnnnnnnn.. 5
CEFTAZIDIME IN D5W ...... 5
CEFTIN.....cooiiiiieieeeee, 5
ceftriaxone.......cceevvevevvnnnnnnnn. 6
cefuroxime axetil.................... 6
cefuroxime sodium................. 6
CELEBREX .....cccocvvvveennnnn. 35
celecoxib.....ooviivviniieieiniee. 35
CELEXA ...ccooiiiieeeee 38
CELLCEPT ......cccvveeen. 15
CELLCEPT INTRAVENOUS
.......................................... 15
CELONTIN......coovveeeeen. 22
cephaleXin..........ccoevverieenene 6
CERDELGA......cccveveeeeeen. 73

CEREBYX ...cooiiviiiiiiieicne, 22
CEREZYME .......ccocoeienenne. 73
CERVARIX VACCINE (PF)
.......................................... 85
CESAMET ....ccoovvvieennn. 76
CEITIZING ..o 96
cevimeling ..........ccoceeeennennne. 64
CHANTIX ...coooviieeeieee, 66
CHANTIX CONTINUING
MONTH BOX................. 66
CHANTIX STARTING
MONTH BOX.................. 66
CHEMET......ccooviiiinne. 64
CHENODAL........ccceevenee. 76
chloramphenicol sod succinate
............................................ 8
chlorhexidine gluconate ....... 66
chloroquine phosphate............ 8
chlorothiazide...............c........ 51
chlorothiazide sodium .......... 51
chlorpromazine..................... 38
chlorthalidone....................... 51
cholestyramine light ............. 56
chorionic gonadotropin, human
.......................................... 73
CIALIS .o 102
CICIOPITOX ..cvvveeiieieeereeie, 61
CldOfOVIT ..eeeiiiiiiiieiee 2
cilostazol.......cccceeveinieennnnnn 55
CILOXAN.....cooeiiiieniieins 93
cimetiding ........ccceveeevieenenne 79
cimetidine hcl ....................... 79
CIMZIA. ..o, 76
CIMZIA POWDER FOR
RECONST.....cocveieieene 76
CINRYZE.....cooooiininininans 98
CIPRO ..ot 12
CIPROHC.......ccvevviieene 67
CIPRO IN D5W ....ccevennne. 12
CIPRODEX......cccvvuerierenne. 67
ciprofloxacin..........ccceeennennee 12
ciprofloxacin (mixture)......... 12
ciprofloxacin hcl............. 12,93
ciprofloxacin in 5 % dextrose
.......................................... 12

ciprofloxacin lactate ............. 12
cisplatinu.....ceeeceeeecieeeneeennne. 15
citalopram...........ccocuueee. 38, 39
cladribine .........cccceeceennennen. 15
CLAFORAN.....cccceeiiiiiiene 6
claravis....oocceveeenieeiieenieeen, 60
CLARINEX ....ccccociviiriennn 96
CLARINEX-D 12 HOUR ....97
clarithromycin.............c.cu....... 7
CLEOCIN.......ccccoverreenenn. 8,90
CLEOCIN IN 5 %
DEXTROSE .......cccccooennne. 8
CLEOCINT ..cooveiieieieene 60
CLIMARA......ccoovieiine. 89
CLINDACIN PAC ............... 60
CLINDAGEL .......cccocevuenenee. 60
clindamycin hel ...................... 8
clindamycin in 5 % dextrose ..8
clindamycin pediatric ............. 8

clindamycin phosphate ....8, 60,
90
clindamycin-benzoyl peroxide

.......................................... 60
CLINIMIX 5%/D15W
SULFITE FREE ............. 104
CLINIMIX 5%/D25W
SULFITE-FREE.............. 104
CLINIMIX 2.75%/D5W
SULFIT FREE................ 104
CLINIMIX 4.25%/D10W
SULF FREE................... 104
CLINIMIX 4.25%/D5W
SULFIT FREE.................. 64
CLINIMIX 4.25%-D20W
SULF-FREE ................... 104
CLINIMIX 4.25%-D25W
SULF-FREE ................... 104
CLINIMIX 5%-
D20W(SULFITE-FREE) 104
CLINIMIX E 2.75%/D10W
SUL FREE.......ccccccveennnn 64
CLINIMIX E 2.75%/D5W
SULF FREE...................... 65
CLINIMIX E 4.25%/D10W
SUL FREE.........ccccee. 104
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CLINIMIX E 4.25%/D25W

SUL FREE.......ccccceee..e. 104
CLINIMIX E 4.25%/D5W
SULF FREE ................... 104
CLINIMIX E 5%/D15W
SULFIT FREE................ 104
CLINIMIX E 5%/D20W
SULFIT FREE................ 104
CLINIMIX E 5%/D25W
SULFIT FREE................ 104
CLINISOL SF 15 %........... 104
clobetasol........ccccceevveeeereennen. 62
clobetasol-emollient.............. 62
CLOBEX....ccoiiiiieieeieniene 62
clodan ......c.ccooevieneeninienens 62
CLODERM .......cccovevreienne 62
CLOLAR......ccoveveeiieieen 15
clomipramine....................... 39
clonazepam.............ccoeeueennnnn. 22
cloniding.........cccceeevveeeeveennen. 51
clonidine hcl................... 39, 51
clopidogrel..........ccoceeveennen. 55
clorazepate dipotassium ....... 39
ClOTPIES ..o 51
CLORPRES........ccovvverenn 51
clotrimazole...................... 1, 61
clotrimazole-betamethasone. 61
clozapine.........ccceeeevvenienenne 39
CLOZAPINE.......cccvevvenee. 39
CLOZARIL. .....ccoeeverereee 39
COARTEM .....ccovvveiiens 8
codeine sulfate...................... 28
COGENTIN .....coovvevreirenenn 25
COLAZAL ..o 76
COLCHICINE..........cceen.... 87
colchicine-probenecid .......... 87
COLCRYS ..ot 87
COLESTID......ccceevereereens 56
colestipol ......ccccevevvieenreennne. 56
colistin (colistimethate na) ..... 8
coloCort...couiiiiiiiiiieiieee 76
COLY-MYCINS................. 67
COLYTE WITH FLAVOR
PACKS ... 76
COMBIGAN........ccovvevreeen 95

COMBIVENT RESPIMAT .98
COMBIVIR ........coovvvreeenen. 2
COMETRIQ......c.ceeveerne 15
COMPLERA .......ccoovvveeenn. 2
[¢70) 10101 (o SO 76
COMTAN....coovveiieeeeee, 25
COMVAX (PF)..ueeeeieeennnn, 85
CONCERTA ......coovvveee 39
CONDYLOX.....oooevvvveeeennne. 59
constulose .........ooevevvvveennennn. 76
CONZIP......covvvveeeeeeeeeennn. 35
COPAXONE.........c........ 26, 27
COPEGUS.......ooeevveeee. 2
CORDRAN TAPE LARGE
ROLL.....ccvveieeeeee. 63
COREG .....cooviieiieiieee 51
COREGCR.......ccoevvvveeennn. 51
CORGARD .......ccceevvereenne 51
CORLANOR........ccoovvveeennne. 58
COTMAX ..vvvvvvvververrereenrereeeennnnns 63
CORTEF.....coovviiiiiiieeennne. 67
COItISONE ..vvvvveeieeeeirireeeeeennnn, 67
CORTISPORIN............... 61, 67
CORTISPORIN-TC ............. 67
CORZIDE......ccoevveeveeeenn. 51
COSENTYX PEN................. 58
COSENTYX PEN (2 PENS) 58
COSMEGEN.........cccouveeennn. 15
COSOPT.....covvveeeeeeeeee, 95
COUMADIN.......cccvvvveennne 55
COZAAR......cveeeeeeen. 51
CREON ......cooovieeieieeeee 76
CRESEMBA .......ccoovvvveenn. 1
CRESTOR........coeveveeenn 56
CRINONE ........coovvvreeennn. 89
CRIXIVAN ..o 2
cromolyn................... 76, 94, 98
cryselle (28)....ccceveeviiennnnnne 91
CUBICIN.....ccoveeeieeeeeee. 8
CUPRIMINE.........cccoccnn... 88
CUTIVATE. ..o 63
CUVPOSA ... 75
cyclafem 1/35 (28)................ 91
cyclafem 7/7/7 (28) .............. 91
CYCLESSA (28)...ccccvvennne. 91

CYCLOPHOSPHAMIDE ....15

CYCLOSET ....ccovvvvvviee. 69
cyclosporine..........ccceeeueennee. 15
cyclosporine modified .......... 15
CYKLOKAPRON................ 55
CYMBALTA.........ooveeee. 39
CYSTADANE........ccouveenn. 76
CYSTAGON .....cccoeeveneen. 102
CYSTARAN.......oeevevveee, 94
cytarabing ..........ccoceveeeveennee. 15
cytarabine (pf) .....cccccvevvennen. 15
CYTOMEL......cccoovvennrenn. 75
CYTOTEC.......ccoveeeeereeen. 79
CYTOVENE..........coovvvvernn. 2
D
d10 % & 0.45 % sodium
chloride......c.ccoooevvveeeennnnn. 65
d2.5 %-0.45 % sodium
chloride......c.cooevvvveeeennnn. 65
d5 % and 0.9 % sodium
chloride......c.cooevevveeeennnnn. 65
d5 %-0.45 % sodium chloride
.......................................... 65
dacarbazine............cccccoeennnn. 15
DACOGEN.......ccoovvveeennnn.. 15
DALIRESP ......ccoovvvvvevennnn.. 98
DALVANCE . .......c...oovveeen. 8
danazol........ccceevvvvviiiiiiiiiinn, 73
DANTRIUM......cccoeevvenne.. 27
dantrolene .........cccveveiiieinnnnns 27
DAPSONE.......coovviiiiiieeens 8
DAPTACEL (DTAP
PEDIATRIC) (PF)............ 85
DARAPRIM .......cccvvveveen. 8
daunorubicin...............ccu.. 15
DAUNOXOME................... 15
DAYPRO........ooovviivienn 35
DAYTRANA........cvveeveene. 39
DDAVP ... 73
deblitane ...........cccevveeeeennnn.n. 89
decitabine........cccccveeieiieiinnnns 15
DELESTROGEN ................. 89
delyla (28).ceeeeeiieeiiieeiieenee 91
DELZICOL.......ccccovvveeennne.. 76
DEMADEX ......ccoovvvevennnnn. 51
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demeclocycline..................... 12

DEMSER......ccccovviieeenn. 51
DENAVIR..........ccoevveeeenn. 62
DEPACON.......coovvvieeeenn. 22
DEPAKENE........ccocooeun.... 22
DEPAKOTE.......cccovvveenn. 22
DEPAKOTE ER................... 22
DEPAKOTE SPRINKLES ..22
DEPEN TITRATABS.......... 88
DEPO-ESTRADIOL............ 89
DEPO-MEDROL ................. 67
DEPO-PROVERA ............... 89
DEPO-SUBQ PROVERA 104
.......................................... 89
DEPO-TESTOSTERONE....73
DERMATOP......ccccouvvveen... 63
desipramine ............c.ccueennee. 39
desloratadine..............coouue.e. 97
desmopressin..........c..ecueenee.. 73
desog-e.estradiol/e.estradiol .91
DESOGEN .......ccoovvvveeennnn. 91
DESONATE.........ccovveenen. 63
desonide...........cooevvveeeeennnnnn. 63
DESOWEN .....cccccovvvveinnen, 63
desoximetasone .................... 63
DESOXYN.....oooviieeiieeireen, 39
DESVENLAFAXINE .......... 39
DETROL. ........coovveeevren. 101
DETROLLA.......c.cc.... 101
dexamethasone. ..................... 67
dexamethasone intensol........ 67
dexamethasone sodium
phosphate.................... 67, 96
dexedrine .........ccccovveeeeennnennnn. 39
DEXEDRINE SPANSULE..39
DEXILANT.....cccovvveeeneenn, 79
dexmethylphenidate ............. 39
DEXPAK 13 DAY ......c........ 67
dexrazoxane hcl.................... 14
dextroamphetamine............... 39
dextroamphetamine-
amphetamine .................... 40
dextrose 10 % and 0.2 % nacl
.......................................... 65

dextrose 10 % in water (d10w)

dextrose 5 % in water (d5w).65
dextrose 5 %-lactated ringers65
dextrose 5%-0.2 % sod

chloride.........ccccoeeeeinnnenn. 65
dextrose 5%-0.3 %
sod.chloride ...................... 65
dextrose with sodium chloride
.......................................... 65
dextrose-kcl-nacl ................ 102
DIAMOX SEQUELS........... 95
DIASTAT ..ot 22
DIASTAT ACUDIAL.......... 22
diazepam..........c.ccccveenenne 22,40
diazepam intensol................. 40
diclofenac potassium............ 35
diclofenac sodium.....35, 59, 95
diclofenac-misoprostol.......... 35
dicloxacillin...........cc............. 11
didanosine..........c..ccceueeeeunennnne. 2
DIFFERIN.........ccovevevren. 60
DIFICID ....ocoovveieieeeieeei, 7
diflorasone...........ccouveeeennenn. 63
DIFLUCAN........ccoveeeieeeieen, 1
diflunisal........c...cooeeveeeennnn. 35
digiteK.....coevveeiieiieeieei, 54
digOXIN..coiiiiiriiicieeicee, 55
dihydroergotamine................ 26
DILANTIN 30 MG .............. 22
DILANTIN EXTENDED 100
MG, 22
DILANTIN INFATABS 50
MG, 22
DILANTIN-125 125 MG/5
ML ..o, 22
DILAUDID ......cccoeeeevvrenene. 28
DILAUDID (PF) .................. 28
DILAUDID-HP (PF)............ 28
diltiazem hcl ................... 51,52
dilt-XT i 52
DIOVAN ..o, 52
DIOVAN HCT ...........c....... 52
DIPENTUM ......cccceeevvreneen. 76
diphenhydramine hcl............. 97

diphenoxylate-atropine.......... 75
DIPROLENE........ccccceeernee 63
DIPROLENE AF.................. 63
dipyridamole.........c...ccuveen.... 55
disulfiram........cccccoeveveneneene 65
DITROPAN XL.........c........ 101
DIURIL....ccceevieiinieiinienene 52
DIURIL IV ..ooiiiieieeee 52
divalproex ........ccoceeeevverneennen. 22
DIVIGEL .....cccoeoiiieieene 89
DOCEFREZ .............ccueene.. 15
docetaxel.......ccccvveeerieeereeenne. 15
DOLOPHINE ...........ccue..eee. 28
donepezil.......cccvveevveeenennne. 27
DORIBAX ....c.oooieierieieienne, 8
dorzolamide..........c.ccouveneee. 95
dorzolamide-timolol ............. 95
DOVONEX .....ccooeieieieenne 58
doXazoSiN....ccceeeereeeiirieeee 52
doXepin ...cccvveecriieerieeeiee e, 40
doxercalciferol...........ccce...e. 73
DOXIL....oooieiieieeieeeieeeene 15
doxorubicin.........ccceeveruenecne 16
doxy-100......cccceeriieiiaienee. 12
doxycycline hyclate......... 12,13
doxycycline monohydrate ....13
dronabinol...........cccceeeriennee. 76
drospirenone-ethinyl estradiol
.......................................... 91
DROXIA......coieieeieieieeenne 16
DUAC ... 60
DUAVEE......cccooiiieieienns 89
DUETACT ..ccoveiiieieieee 69
DUEXIS ..cioieieeieeeeie 35
DULERA .....ccceeiieieiene 98
duloxetine .........c.cceeeveereeennnen. 40
DUOPA ..ot 25
DURAGESIC ................. 28,29
duramorph (pf)......cceevveennee. 29
DUREZOL .....cccccovvvviriinnnns 96
DUTOPROL........ccevvree 52
DYAZIDE .....cccoovveverennen. 52
DYMISTA....ccveeeieiene. 98
DYSPORT ....c.coviiiinieene 85
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E
€.€.5. 400 .....ccoiiiiiiiiiiiiee, 7
E.E.S. GRANULES ............... 7
EC-NAPROSYN.....cccceueeee. 35
€CONAZOIC ....coveeieiieiiriieiee 61
EDARBI......ccveiieie. 52
EDARBYCLOR................... 52
EDECRIN.......cocciviereee. 52
EDURANT .....ooviiiiiiee 2
EFFEXOR XR......ccccocvennnnen. 40
EFFIENT ....cooiiiiniiieiieee. 55
EFUDEX ...coooiiiiieeeeee. 59
EGRIFTA ....ccoeiiiiieee. 82
ELAPRASE.......ccoovevenen. 73
ELDEPRYL .....cccceeirennne 25
ELELYSO...ccooieoiiieieeee. 73
ELESTAT....coiiiieieeee. 94
ELESTRIN.....cocovvieienee. 89
ELIDEL....cccoiiiiiieiieen. 59
ELIGARD ....cccocovvvveiienen. 16
eliphos ....ooovveveiieiiiieee 102
ELIQUIS ..cveieeeeeeeen 55
ELITEK....cocoiiiiiiiieen, 14
ELIXOPHYLLIN................. 98
ELLENCE....cccooiiiiinen. 16
ELMIRON.......cccoevvrrnnnne 102
ELOCON.....cooiiiiieieeenn 63
ELOXATIN.....occvevveeenenn 16
EMADINE .....ccoooviiien. 95
EMBEDA ......cccovvveieee. 29
EMCYT..coooiiiiiieeeee, 16
EMEND......ccoovviiiieieeen. 76
EMLA ..o 61
eMOqUELE ....eeevrviereeeeiiieenne 91
EMSAM ....ccoiiiiiiieeen 40
EMTRIVA.....ccooiiie 2
ENABLEX ....coocviiiiene 101
enalapril maleate .................. 52
enalapril-hydrochlorothiazide
.......................................... 52
ENBREL .....cccooeiieieee. 88
ENBREL SURECLICK ....... 88
endocet .......oeeeeeniiiniiinieen. 29
endodan ..........eceeveevienieninnne 29
ENGERIX-B (PF)................ 85

ENGERIX-B PEDIATRIC

(PF) e 85
ENJUVIA ..o, 89
€NOXAPATIN ...vveeeeeveeerreeeeerennns 55
(1] o) (e SRR 91
entacapone........cceeevvveeeennnnee 25
ENEECAVIT .o 2
ENTOCORT EC................... 76
eNUIOSE...c.vevueiiieiieieeieiene, 76
EPANED .....cccoivieiene, 52
EPIDUO ....cccoovivieiiienne, 60
ePINAStINE......veeeereeeiieeeirenn, 95
epinephrine ...........ccoecvvenneenne. 97
EPIPEN 2-PAK........cccuenneeee. 97
EPIPEN JR 2-PAK............... 97
ePIrubiCIN...cuveeeeieeeiieeeiiee, 16
5301110 ) PR 22
EPIVIR ...ccoioiiieieeeeee 2
EPIVIR HBV....cccoooviiiiine 2
eplerenone ...........ceeveeennennne 52
EPOGEN ......ccooviiiiiinne. 83
eprosartan ..........ceeeeevveeeennnnen. 52
EPZICOM .....coovviiiiiienne 2
EQUETRO .....cocveveenee. 22
ERAXIS(WATER DILUENT)

............................................ 1
ERBITUX.....cooirieiieienee. 16
ergoloid........ccoeviiiiiiiiieinne 40
ERGOMAR......cccevveiennne. 26
ERIVEDGE...........ccoeevennee. 16
EITIN et 89
ERTACZO......cccvvvveiennne. 61
ERWINAZE ......cccoovvinnne. 16
eIy Pads.....ccveeeiieieeiieiene 60
ERYPED 200 .....ccccvevveirnnne 7
ERYPED 400 .......ccceeverrnene 7
ery-tab....ccoeeiieiieeeiee e 7
ERY-TAB....ccooteeeiererennne 7
ERYTHROCIN ........ccceeuenneee 7
erythrocin (as stearate) ........... 7
erythromycin .................... 7,93

erythromycin ethylsuccinate...7
erythromycin with ethanol....60
erythromycin-benzoyl peroxide

ESBRIET ........ccoovvieeeene. 98
escitalopram oxalate ............. 40
esomeprazole magnesium.....79
ESOMEPRAZOLE
MAGNESIUM ................. 80
esomeprazole sodium ........... 80
ESTRACE ........oovvvveennn. 89
estradiol ......ccceevveeiiiiiininnnnn, 89
estradiol valerate................... 89
estradiol-norethindrone acet .89
ESTRING .......ccoovvveeeennn. 89
eStropipate......c.eeecvveeeveeennnnn. 89
eszopiclone .........ccceevuvennnnnne 40
ethambutol .............ccevvnnnnennn. 8
ethosuximide............cceeeenn. 22
etidronate disodium.............. 65
etodolac.........cceeuveeiiiennieeenn. 35
ETOPOPHOS. ..........ccoveee.e. 16
etoposide.......cceevveerveeriiennnnns 16
EURAX ...cooviiiiieeeeeee, 64
EVAMIST .....ooovvvveeien. 89
| SAVA 1 (€ 21 O 2 40
EVISTA ..o 87
EVOCLIN......ccovveevveeereenee. 60
EVOTAZ ..o, 2
EVOXAC ..o, 65
EVZIO ... 35
EXALGO ER...........ccev....... 29
EXELDERM .....cccccceeveunnennnn. 61
EXELON .....ccoovvieviieeeieeennee. 27
EXEMESLANE ...vvvveeeeeeeenenrnnee, 16
EXFORGE.......c.ccovveereenne. 52
EXFORGE HCT................... 52
EXJADE .....coooviieiieee 65
EXTAVIA .....coooveeee. 83
EXTINA ...ccoooeieeeeeeee 61
F
FABIOR .......ccovveevvieereenee 60
FABRAZYME ..........cc........ 73
FACTIVE .......coovveee. 12
falmina (28) .....ccceevveeriennnnns 91
famciclovir..........ccceevveeeennn.. 2
famotidine.............cooeevuvvnneeen. 80
famotidine (pf)......ccceevvenneenne 80

famotidine (pf)-nacl (iso0-0s)80
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FAMVIR .....ccoviiiiiiiieis 2 fluconazole ..........cceeeevrrennnne 1 fosphenytoin ..........ccccceenenne 22

FANAPT ...ccoviiieieeeee 40 fluconazole in dextrose(iso-0) 1 FOSRENOL .......cccovveevrennee. 65
FARESTON .....ccccoveiienne 16 flucytosine ........cccceeeeveeneveennnns 1 FRAGMIN.......ccovveiiernee. 55
FARXIGA ..o 69 fludarabine...........cccceevennnee. 16 FREAMINE HBC 6.9 % ....104
FARYDAK......ccccevieirienn. 16 fludrocortisone.............c........ 67 FROVA.....ccoiiiiiiiiiee 26
FASLODEX.....cccovvvrveienen. 16 FLUMADINE .....cccoovieirnne 2 FULYZAQ .cooieiiieieeee 75
FAZACLO .....ccccevvenn. 40, 41 flunisolide........cccceevervennennee. 99 FURADANTIN .....cccevieee 13
felbamate .........cccceeeeeieenen. 22 fluocinolone...........ccccueeuneee. 63 furosemide ..........cccceeeieennene 52
FELBATOL ......cccoceevirnen. 22 fluocinolone acetonide oil ....66 FUSILEV ....cooiiiiiiiiiienee 14
FELDENE.......ccoovieienee. 35 fluocinonide..........ccccecvennenee. 63 FUZEON .....cccooiiieeieeen, 2
felodipine.........ccoceevvverieennnn. 52 fluocinonide-e...........c.......... 63 FYCOMPA.......coveriernn. 22
FEMARA ... 16 fluorometholone ................... 96 G
FEMCONFE.........cveeunnne. 91 fluorouracil ..................... 16, 59 gabapentin...........cccceeenennnnn. 22
FEMHRT LOW DOSE........ 89 FLUOROURACIL ............... 59 GABITRIL .....ccooovereeeee. 22
FEMRING.......cccceovveirennn. 89 fluoxetine.......ceveeveeeeennenne. 41 GABLOFEN......ccccoovvienn 27
fenofibrate .........cccceeverienneene 56 FLUOXETINE .......cccceuueee. 41 galantamine.........c..cccceeveenneee 27
FENOFIBRATE................... 56 fluphenazine decanoate ........ 41 GAMASTAN S/D. ... 85
fenofibrate micronized ......... 56 fluphenazine hcl ................... 41 GAMMAGARD LIQUID ....85
fenofibrate nanocrystallized . 56 flurbiprofen..........ccccevveneene. 35 GAMMAKED. .......ccceouenne. 85
fenofibric acid (choline)....... 56 flurbiprofen sodium.............. 95 GAMMAPLEX .....cccceeennen. 85
FENOGLIDE .........ccccceuuene. 56 flutamide.......coceveeverienenne. 16 GAMUNEX-C......ccoovrrennnn 85
fenoprofen .........ccoeceeveenen. 35 fluticasone .........ccccceueene 63, 99 ganciclovir sodium ................. 2
fentanyl.........ccovveeciveniennnnn. 29 fluvastatin...........ccceeeeveennnnne. 57 aAramycCin .........cceveeveereveennen. 93
FENTANYL....ccoveiiieeiene 30 fluvoxamine..........cccccueennnne. 41 GARDASIL (PF).....cccveuneee 85
fentanyl citrate...................... 29 FML FORTE........ccceeuvenneen. 96 GARDASIL 9 (PF)............... 85
FENTORA ......ccvvveiee. 30 FML LIQUIFILM ................ 96 GASTROCROM .................. 76
FERRIPROX..........ccuveeunne 65 FML S.O.P. oot 96 gatifloxacin.........cceeveeeerennnen. 93
FETZIMA......cccovvvieeenen. 41 FOCALIN......ccooeveeeienee. 41 GATTEX ONE-VIAL.......... 76
FIBRICOR ......cccoevieiinnnen. 57 FOCALIN XR .....covveirnne. 41 GAUZE PAD.....cccccoveenne. 69
FINACEA......cooiiiiiieee 60 FOLOTYN ..o, 16 avilyte-C....oovvveriieiieienen, 77
finasteride........cccceevveerneennns 101 fomepizole.........cceeeveeennnne 85 gavilyte-g...cccovvvevviieeiieen, 77
FIRAZYR...ccoooiiiiiiiee 98 fondaparinux..........ccceeunene. 55 gavilyte-n........ccoceeeeeninnnnen. 77
FIRMAGON KIT W FORADIL AEROLIZER .....99 GELNIQUE.........ccovennee. 101
DILUENT SYRINGE ...... 16 FORFIVO XL.....cccccovvvennnne 41 gemcitabine.........cccoeeeeenneene 16
FLAGYL .ccooviiiiiee 8 FORTAMET .....ccccovvinnne. 69 gemfibrozil .........cceveeieenne 57
FLAGYLER.....cccvevrrnne. 8 FORTAZ ...ccveveeeeeee 6 GEMZAR .....ccovvveieeen. 16
FLAREX ..cccooiiiiiiiieeenn 96 FORTEO ....ccoovviiiieinne. 87 GENERESS FE ... 91
flavoxate......cceeeveereeenenne. 101 FORTESTA.....coooiiiieeen. 73 generlac.......cooeeevieeiiienieenen. 77
FLEBOGAMMA DIF.......... 85 fortical ......ooovvveeeiieiiiee, 73 gengraf......cccceevveeniieenieeeee, 16
flecainide ........ccceveeueriennnne 49 FOSAMAX ..cccovviiiiiinnnne. 87 GENOTROPIN......ccccccveneee 83
FLECTOR.....ccceocvivieinee. 35 FOSAMAX PLUS D............ 87 GENOTROPIN MINIQUICK
FLOMAX ....ooiiniiiiieienn 101 foscarnet ........cceeeeeenieeiennnene 2 s 83
FLO-PRED.......ccceevveere 67 fosinopril .....ccceeeevveveieeinnenne 52 gentak ....ooooveeeiiieeieeee e, 93
FLOVENT DISKUS............. 98 fosinopril-hydrochlorothiazide gentamicin .................. 9,61,93
FLOVENT HFA............. 08,99 52 gentamicin in nacl (iso-osm)..9
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gentamicin sulfate (pf) ........... 9

GEODON.....coooiiieieieee 41
gianvi (28) ...cccvevieeieeiieeen 91
GIAZO ..o 77
gildagia.......ccocovevviviieiennn. 91
gildess......oovviieviiieiieeieee 91
gildess 24 fe......cceeevveiennn. 91
GILENYA ...coiiiieeeiene 27
GILOTRIF......ccccevieiiriene 16
GLASSIA ..ot 65
glatopa.....cccvevevienieeiieieee 27
GLEEVEC.......ccooviieeee 16
GLEOSTINE......ccccoeviene 16
glimepiride .........ccccevveeeenennn. 69
glipizide.......cocovevveniieinennn. 69
glipizide-metformin.............. 69
GLUCAGEN HYPOKIT .....69
GLUCAGON EMERGENCY
KIT (HUMAN) ......ccoe.e. 69
GLUCOPHAGE................... 69
GLUCOPHAGE XR.......69, 70
GLUCOTROL.........ccccuenuee. 70
GLUCOTROL XL ............... 70
GLUMETZA......ccoveenen. 70
glycopyrrolate....................... 75
GLYSET..cociiiiiiiiieieenn 70
GLYXAMBI ......ccceviriene 70
GOLYTELY ..ooovvviieieiennn 77
GRALISE ....coiiiiiieee 22
GRALISE 30-DAY STARTER
PACK ..o, 22
granisetron (pf)......ccceeeeeneee 77
granisetron hel...................... 77
GRANIX ....ooviiiiiiinicniee 83
GRASTEK ...oooiiiiiiieee 85
griseofulvin microsize............ 1
griseofulvin ultramicrosize..... 1
GRIS-PEG
(ULTRAMICROSIZE) ...... 1
guanidine ..........ccceeeveereeennn. 42
GYNAZOLE-1...cccevuveeennnne 90
H
HALAVEN.....ccooiiieie. 17
HALDOL .....cccooviniiien. 42

HALDOL DECANOATE....42

halobetasol propionate.......... 63
HALOG ..o 63
haloperidol...........ccceevvenneenne. 42
haloperidol decanoate........... 42
haloperidol lactate ................ 42
HARVONL.......cceiiiiiiiiene. 2
HAVRIX (PF) ....cccue.. 85, 86
HECTOROL.......c.cccerennenen. 74
heparin (porcine) .................. 56
heparin (porcine) in 5 % dex
.................................... 55,56
HEPATAMINE 8%............ 104
HEPSERA ...t 2
HERCEPTIN ......cccooceniniene 17
HETLIOZ .....cccovieiiiinne. 42
HEXALEN .....ccccoeviiieee 17
HIPREX.....cccoiiriiiiiienne, 13
HORIZANT ..., 27
HUMALOG.......ccccocevvennnne. 70
HUMALOG KWIKPEN ...... 70
HUMALOG MIX 50-50 ......70
HUMALOG MIX 50-50
KWIKPEN......cccooteiinne 70
HUMALOG MIX 75-25 ...... 70
HUMALOG MIX 75-25
KWIKPEN.....ccceov 70
HUMATROPE..................... 83
HUMIRA.......cooeviiieee, 88
HUMIRA CROHN'S DIS
START PCK......cccevuvnnene 88
HUMULIN 70/30................. 70
HUMULIN 70/30 KWIKPEN
.......................................... 70
HUMULIN N ..o 70
HUMULIN N KWIKPEN....70
HUMULINR .....ccociiiinne 70
HUMULIN R U-500............. 71
HYCAMTIN .....ccovvviiinen. 17
HYCET...ccoiiiiieee, 30
hydralazine ...........c.ccccoeunnne. 52
HYDREA ..o, 17
hydrochlorothiazide.............. 52
hydrocodone-acetaminophen30
hydrocodone-ibuprofen ........ 30
hydrocortisone.......... 63,67,77

hydrocortisone butyrate........ 63
hydrocortisone butyr-emollient
.......................................... 63
hydrocortisone valerate ........ 63
hydrocortisone-acetic acid....66
hydromorphone..................... 30
hydromorphone (pf).............. 30
hydroxychloroquine................ 9
hydroxyurea........c..cccoeeuvnnne. 17
hydroxyzine hcl .................... 97
HYPERRAB S/D (PF) ......... 86
HYSINGLA ER.......cccccc.... 30
HYZAAR ...cccooviiiiiiine 52
I
ibandronate ...........cccceevennen 87
IBRANCE........cceovvieiiienn. 17
IBUDONE ......cccevieiinirnne 31
ibuprofen.........ccccceeveeeveeenee. 35
ibuprofen-oxycodone............ 31
ICLUSIG ....ooivieieieieienn 17
IDAMYCIN PFS................... 17
idarubicin.........cccceeieennenen. 17
TIFEX oo, 17
ifosfamide.........cccceeeeeninnen. 17
ILARIS (PF) oo 83
ILEVRO ..cccooiviiiiiiieienn, 95
ILOTYCIN .o 93
IMBRUVICA .......ccevveeenn. 17
imipenem-cilastatin ................ 9
imipramine hcl.........c...c....... 42
imipramine pamoate ............. 42
IMIqUIMOd......coceeveeeienienen 59
IMITREX ...cooiiiiiieiieieee 26
IMITREX STATDOSE KIT
REFILL.....ccocoiiieiieieee 26
IMOVAX RABIES VACCINE
(PF) e 86
IMURAN ..ot 17
INCRELEX ....cccvvvieiiiienne 65
INCRUSE ELLIPTA............ 99
indapamide ...........ccccceveenen. 52
INDERAL LA ....ccceeiieee 52
INFANRIX (DTAP) (PF).....86
INLYTA o 17
INNOPRAN XL ....ccceeeeneee 52
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INSPRA......covveeeeeee 52
INSULIN PEN NEEDLE.....71
INSULIN SYRINGE (DISP)
U-100 0.3 ML................... 71
INSULIN SYRINGE (DISP)
U-100 1 ML.......ccoovveenn. 71
INSULIN SYRINGE (DISP)
U-100 172 ML................... 71
INTELENCE.........c..ccceeun.. 2
intralipid .......ccooveeeiieeiens 104
INTRALIPID .......ccooeun... 104
INTRON A ..o 83
introvale...........coeevveeeeennennnn. 91
INVANZ.....ccovvieiiiiee. 9
INVEGA......coooeeeeeeen. 42
INVEGA SUSTENNA.......... 42
INVIRASE ......oooovieiiei. 2
INVOKAMET......cccovvveun. 71
INVOKANA ..ot 71
IONOSOL-B IN D5W ....... 104
IONOSOL-MB IN D5W....104
IOPIDINE.........cooveieeeenn. 96
IPOL ..o 86
ipratropium bromide....... 66, 99
ipratropium-albuterol ........... 99
irbesartan .........ccccceeeeveeviinnnns 52
irbesartan-hydrochlorothiazide
.......................................... 52
IRENKA ... 42
IFINOLECAN ....vvvvveieeeeeeeeeeiinnns 17
ISENTRESS......cccvvvven. 2,3
ISOLYTE-P IN 5 %
DEXTROSE................... 104
ISOLYTE-S.....cccooevveenne. 104
1S0niazid .....ccvvvvveeieeiiiinineen. 9
ISOPTO CARPINE.............. 94
ISORDIL .....ccvvvveeiveeeeee. 58
ISORDIL TITRADOSE....... 58
isosorbide dinitrate................ 58
isosorbide mononitrate.......... 58
1S1adipine ......cccveeeveeenereeenee. 52
ISTALOL ....ccoeveee 94
ISTODAX ...ovvvieiiieeeeee 17
itraconazole .............cceeevveeenn. 1
IVErmMeCtin.......vveeeeeeeeveennnnenen. 9

IXEMPRA ......ccoeiiii 17
IXIARO (PF)..coviiiieienee. 86
J

JADENU ....ccooviiiiieiinee, 65
JAKAFT ..o, 17
JALYN oo 101
JANLOVEN .. 56
JANUMET ....cccoovvvieinne. 71
JANUMET XR........ccoveunenne. 71
JANUVIA......coooieieene, 71
JARDIANCE........cccovennnn. 71
JENTADUETO..................... 71
JEVTANA ..ot 17
jolivette....cvvevveeeieeeieeeee, 89
JUBLIA ..ot 61
junel 1.5/30 (21) cccecveeverennne 91
junel 1/20 (21) coovveevieiienes 91
junel fe 1.5/30 (28)............... 91
junel fe 1/20 (28) ......ccveeeeee 91
Junel fe 24 ..o 91
JUXTAPID....cccoooveieenne. 57
K

KADCYLA ..o, 17
KADIAN ..ot 31
KALBITOR........ccoeevvrennnne. 99
KALETRA ..o 3
KALYDECO.......ccceeeuvennnne. 99
KAPVAY ..o, 42
kariva (28) .occeevevieeeenee, 91
KAYEXALATE................... 65
KAZANO ....oooivieieenee, 71
KEFLEX.....cooiiiiiieienieieennne 6
kelnor 1/35 (28) ..cccvveveennnnnne. 91
KENALOG........cceeuenne. 63, 67
KEPIVANCE ..........ccveune.e. 14
KEPPRA........covveieeeee, 22
KEPPRA XR......cccovvevenenn. 23
KERYDIN......cooevveieienee. 61
KETEK ..o 9
ketoconazole..................... 1, 62
ketoprofen.........cccceeeeueeenenn. 35
ketorolac ........cccceevveeiiennnnnne. 95
KEYTRUDA........ccocovvennne. 17
KHEDEZLA.........ccocovvnee.. 42
KINERET .....ccoiiiiieiinee. 88

KIONEX ovvvvveeeeieeeeeeeeeeeeeeeeeeeeens 65

KLARON .....c.coooviiiiienn. 61
KLONOPIN.......ccoovvveeerne. 23
klor-con 10......cccovuvvvvveeeennn. 102
klor-con 8........ccoeevveeeennnn. 102
klor-con ml5 ....ccovvvveeeennn. 102
klor-con m20 ...................... 102
KOMBIGLYZE XR ............. 71
KORLYM.......coovvvveeeeenn. 74
KRISTALOSE.........ccoeuvee.. 77
71 o J RS 102
| S N S S 102
KUVAN. ... 74
KYNAMRO .....ccoovvvvevennnn. 57
L
| norgest&e estradiol-e estrad
.......................................... 91
labetalol ......c.oovvveviiiiiiinee, 52
LACRISERT .....ccovvvevenne. 95
lactated ringers.............. 64, 102
lactulose.....ccceeeveeveeeeeennnnn. 77
LAMICTAL .....cooovvvvevnnn.. 23
LAMICTAL ODT ................ 23
LAMICTAL STARTER
(BLUE)KIT .....cccoevvennnnne 23
LAMICTAL STARTER
(GREEN)KIT .................. 23
LAMICTAL STARTER
(ORANGE) KIT ............... 23
LAMICTAL XR.......cccuunee.. 23
LAMICTAL XR STARTER
(BLUE) ..viiiiieeieeeeeae 23
LAMICTAL XR STARTER
(GREEN) ....ccoovieeiieeieens 23
LAMICTAL XR STARTER
(ORANGE)....cccccovvveerens 23
LAMISIL ......ooovvviiiiiiiieeeen, 1
lamivuding ............coeevveeeennnen. 3
lamivudine-zidovudine........... 3
lamotrigine..........cccceevuvennenne 23
LANOXIN .....ooovvviiiiiicnnenn. 55
lansoprazole.........c.ccoeeueennnn. 80
LANTUS ..o 71
LANTUS SOLOSTAR......... 71
larin 1.5/30 (21) ceevveereennnne 91
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1arin 1/20 (21) oeevvveeereree. 91

larin fe ......ooovvvvivviiiiiiiiiins 91
LASIX ..o 52
LASTACAFT.....cvvvven. 95
latanoprost........c.ceeeveereeenen. 95
LATUDA ..o 42
LAZANDA........cooovveeeenn. 31
leena 28 ....coooeevvvvviiiiiiiiiinnn, 91
leflunomide........ccc..oooennnee.. 88
LENVIMA ........ooveeeen. 17
LESCOL.....ccoovvvieiiieeeeenne. 57
LESCOL XL ....ooovevveeeennnnen. 57
1eSSINA......ccovveeeeeerreeeeereenee. 91
LETAIRIS .....cooovviiieen. 99
letrozole.........ccovvvveeeeennennn. 17
leucovorin calcium............... 14
LEUKERAN ......cccovvvvieennen. 17
LEUKINE.........ccoovvvieeennnn. 83
leuprolide..........ccceevvveneennnnn. 17
levalbuterol hcl..................... 99
LEVAQUIN .....c.cceevvvienirne 12
LEVEMIR .........ooovvvvennnn. 71
LEVEMIR FLEXTOUCH ...71
levetiracetam .............ccoeueee. 23
LEVETIRACETAM IN NACL
(ISO-09) .cvieieeieeeen 23
levobunolol.............cccceuuee... 94
levocarniting..............ooeeeunee. 65
levocarnitine (with sugar).....65
levocetirizing ...........ccooveunnn. 97
levofloxacin................... 12,93
levofloxacin in dSw.............. 12
LEVOLEUCOVORIN
CALCIUM ......cccovveeennnn. 14
levonest (28).....ccccevveeeeveeennen. 91
levonorgestrel-ethinyl estrad 91
levora-28.....cccoovvvveiiiviiiiinnnns 92
levorphanol tartrate .............. 31
levothyroxine...........cccueuee... 75
LEVOTHYROXINE............ 75
| (5170).4 % DU 75
LEXAPRO .........ccuue.... 42,43
LEXIVA ....cooviiiiieie. 3
LIALDA ..o 77
lidocaine .......ccccvvvveeveveeiinnnnn, 61

lidocaine (pf) ...ceevvveevrennnnnne 61
lidocaine hcl .........ccocceeneene 61
lidocaine-prilocaine.............. 61
LIDODERM.......cccccveeennnee. 61
LINCOCIN....cceeverieriieieenene 9
lindane ........cccoeeeeeiieniiennne 64
linezolid........cccoevirieniieienene 9
LINZESS ..o 77
LIORESAL......ccocvevirienne. 27
liothyronine ............ccceeeuneene 75
LIPITOR......cccvriiiiienne. 57
LIPOFEN......cccoviiieirnee. 57
LIPTRUZET........coeevvennnne. 57
lisinopril.......ccceeeveeecieeeinennn, 52
lisinopril-hydrochlorothiazide

.......................................... 52
lithium carbonate.................. 43
lithium citrate ............cc........ 43
LITHOBID. .......ccceveviennne. 43
LITHOSTAT ....ccovevveenee. 65
LIVALO ..o, 57
LO LOESTRIN FE............... 92
LOCOID....cccooirieeeienne. 63
LODOSYN.....ccotviereieeenee 25
LOESTRIN 1.5/30 (21)........ 92
LOESTRIN 1/20 (21)........... 92
LOESTRIN FE 1.5/30 (28-

| DN @ P 92
LOESTRIN FE 1/20 (28-DAY)

.......................................... 92
LOFIBRA......cceviiiene 57
lomedia 24 fe........cccocuvennene. 92
LOMOTIL ....cccevieieienee. 75
LOMUSTINE........cceevvneee. 17
loperamide...........ccccveeennnennne 75
LOPID ....cveveiieieeeee 57
LOPREEZA.......cccoovvennne. 89
LOPRESSOR ................. 52,53
LOPRESSOR HCT .............. 52
LOPROX...ccooiiriiiiiieenne. 62
lorazepam ..........cccceecveeennnnne 43
lorazepam intensol................ 43
lorcet (hydrocodone) ............ 31
lorcet hd.......cocoeviivienicnnnne. 31
lorcet plus ......oeveveeeeieeeinenne 31

lortab 10-325 .....coveiiienne 31
lortab 5-325 ..o 31
lortab 7.5-325 ..o 31
loryna (28) ..ccccvveeeveeeiieenne, 92
losartan .........cceceveenienienienne 53
losartan-hydrochlorothiazide 53
LOSEASONIQUE................ 92
LOTEMAX....ccoieieieieeenne 96
LOTENSIN.....ccoivieiirienene 53
LOTREL.....ccoveiiieieieee 53
LOTRISONE......ccceovriinne 62
LOTRONEX......ccoevieieene 77
lovastatin.........cccceceeverieennenne 57
LOVAZA. ..ccoveeeeeee 57
LOVENOX.....ccccevviiviriennne 56
loxapine succinate ................ 43
LUMIGAN ....oooiiieieeieene 95
LUMIZYME........cccovveirnn. 74
LUNESTA ...coiiiiieeeiee 43
LUPANETA PACK (1
MONTH) ....oooviiieiiiieee 90
LUPANETA PACK (3
MONTH) ....oooviiieiiiieee 90
LUPRON DEPOT ................ 17
LUPRON DEPOT (3
MONTH) ....oovvviieieeee 17
LUPRON DEPOT (4
MONTH) ....oooiiiiiiiene 17
LUPRON DEPOT (6
MONTH) ....cooiiiiiiiene 17
LUPRON DEPOT-PED ....... 17
lutera (28) ..eeveveieieeiiee 92
LUZU ..o, 62
LYNPARZA........cccvvvvere. 17
LYRICA ..o 23
LYSODREN........ccccvernnee. 18
LYSTEDA ..o 90
1yZa oo &9
M
MACROBID.......cccccoceruenane 13
MACRODANTIN. ................ 13
magnesium sulfate............... 102
MALARONE ........ccevienen. 9
MALARONE PEDIATRIC....9
malathion .........ccocceevenenen. 64
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maprotiling ..........coceeveenenen. 43

MARINOL ......cccvvieree. 77
Marlissa.......cceeervereenennennnnn 92
MARPLAN .....coivieiee. 43
MATULANE ......ccoovvee. 18
matzim la..........ccceeeeveeenneenns 53
MAVIK ..o, 53
MAXALT ..o 26
MAXALT-MLT................... 26
\Y V29,41 D) 25 G 96
MAXIPIME........cccceovvviiannnns 6
MAXITROL......cccoverrennnee. 95
MAXZIDE .....ccccoeoveivenenne. 53
MAXZIDE-25MG................ 53
meclizing .........coceveevennennen. 77
meclofenamate ..................... 35
MEDROL.....cccoovviiinen. 67
MEDROL (PAK)................. 67
medroxyprogesterone..... 89, 90
mefenamic acid .................... 35
mefloquine..........ccoeeveeeviennnnn. 9
MEGACE.......ccooviieienen. 18
MEGACEES ..o 18
megestrol .........ceecveeveennenne. 18
MEKINIST ....ocooviieiienen. 18
meloXicam........ccceeeveeereveennns 35
melphalan hel ....................... 18
MENACTRA (PF) ............... 86
MENEST ...ooiiiiiieeeieen. 90
MENOMUNE - A/C/Y/W-135
(PF) e 86
MENOSTAR.......ccoeiene 90
MENTAX ....ooiiiiiieeeieen 62
MENVEO A-C-Y-W-135-DIP
(PF) e 86
MEPRON ......cccooiiiiiiiiiene 9
mercaptopurine...............e..... 18
METOPENEM ...c.evveereenereireenreene 9
MERREM.......coovviiine 9
mesalamine with cleansing
WIPE cevveeeereeeireeereeeieee s 77
MESNA..eerieniieeieeieeeieeneeeeneee 14
MESNEX ....cooviiiieieeen. 14
MESTINON ....cccceovveierienn. 27

MESTINON TIMESPAN ....27

METADATE CD ................. 43
metadate er ........coceeevieennennne 43
metaproterenol...................... 99
metformin..........cocceeevieennennne 71
methadone ...........cocceeeneene. 31
methamphetamine ................ 43
methazolamide...................... 95
methenamine hippurate ........ 13
methimazole .........c.cccceeeene. 68
METHITEST......ccoveienee. 74
methotrexate sodium ............ 18
methotrexate sodium (pf) ..... 18
methoxsalen rapid................. 59
methscopolamine.................. 75
methyclothiazide .................. 53
methyldopa........cccceeieennn 53
methylergonovine................. 93
METHYLIN ......ccovveienee. 43
methylphenidate ................... 43
methylprednisolone .............. 67

methylprednisolone acetate ..67
methylprednisolone sodium

SUCC .uveenireenieenieeeieeeieeeeees 67
metipranolol............ccccoeenneen. 94
metoclopramide hcel .............. 77
metolazone.........cccceevueennenne 53
metoprolol succinate............. 53
metoprolol ta-hydrochlorothiaz

.......................................... 53
metoprolol tartrate................. 53
METOZOLV ODT............... 77
METROCREAM.................. 60
METROGEL ..........cccueuneene. 60
METROGEL VAGINAL.....90
METROLOTION.................. 60
metronidazole.............. 9, 60, 90
metronidazole in nacl (iso-os) 9
mexiletine..........cooeeeeeueennennne 49
MIACALCIN ....ccoeveeiennne. 74
MICARDIS ..., 53
MICARDIS HCT ................. 53
miconazole-3 ........cccceceeeenne. 90
microgestin 1.5/30 (21) ........ 92
microgestin 1/20 (21) ........... 92

microgestin fe 1.5/30 (28)....92

microgestin fe 1/20 (28) ....... 92
MICROZIDE..........ccceevuennn. 53
midodrine........ccccceveeverniennnne 65
001103 740 AR 26
MIGRANAL.......cccevvernne. 26
millipred ........cccovvveviiieiens 67
MILLIPRED...........cceeuveneee. 67
1001100175 2R 90
mimvey lo.....occoevveeeiennnenen. 90
MINASTRIN 24 FE ............. 92
MINIPRESS .......cooevieinen. 53
MINITRAN ....cccoiieieieee 58
MINIVELLE .........ccceevenneee. 90
MINOCIN.......ocoveriereirenne 13
minocycling ..........ccceeevennnen. 13
minoXidil.......ccccevvverivieeninens 53
MIRAPEX .....coovvieiieieenen. 25
MIRAPEX ER.........ccveenee 25
MIRCERA.........cccovevvennee. 83
MIrtazapine .........ccoeeeeeeveennns 43
MIRVASO....ccccoviiieiniennnne 60
mMiSOProstol .......ccceeeeveeerneennns 80
MItOMYCIN.....ccvverreerieerennen. 18
MItOXantrone..........ccveeeeuvennns 18
M-M-R II (PF)....ccccvveernnnen. 86
MOBIC.......oovieiieieeeieene 35
modafinil.........ccccoovenininnnnn. 43
moderiba........ccoevieiiieiienne 3
moderiba dose pack................ 3
MODICON (28) ..eeeveeieennnee. 92
1000015 o) o | IO 53
moexipril-hydrochlorothiazide
.......................................... 53
MOMELASONE ....ceevurreeernnneennn 63
mononessa (28).......ccceevveenns 92
montelukast...........cccceeveenee. 99
MONUROL......cccooveirirne 13
morphine..........cccceeeeeee. 31,32
MORPHINE ..........cccoeeuvnnnee. 31
morphine concentrate ........... 31
MOVANTIK .....cccocevvenrnne. 77
MOVIPREP.........ccccvernee. 77
MOXEZA ....ccoveiieieenns 93
moxifloxacin.........cccceeeeennnen. 12
MOZOBIL.......ccceeieirrne 83
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MS CONTIN.....cccvevrennee 32
MULTAQ ..o 49
MUPITOCIN ..o 61
mupirocin calcium................ 61
MUSTARGEN...................... 18
MYALEPT ..o 74
MYAMBUTOL..............c....... 9
MYCAMINE.........ccovine. 1
MYCOBUTIN.......ccceevrernne 9
mycophenolate mofetil......... 18
mycophenolate sodium......... 18
MYFORTIC ......cccovernne. 18
1003701 41121 1 DU 60
MYOZYME ......ccovvvveneen 74
MYRBETRIQ.................... 101
MYSOLINE ......cccocvevnnee. 23
N
nabumetone ............cceeeeuveenne. 36
nadolol.........cooeeiiniininnnn. 53
nadolol-bendroflumethiazide 53
nafcillin........coceevenenennnnen. 11
nafcillin in dextrose iso-osm 11
NAFTIFINE .......ccoveeiienn. 62
JAAN 20 N 1 62
NAGLAZYME.........cccoeeue. 74
nalbuphine............ccceeeeuvenn. 36
1E (001 SRR 36
naltrexone.........cccceeeeveeeenennne. 36
NAMENDA .......cooveeivenns 27
NAMENDA TITRATION
PAK oo, 27
NAMENDA XR.......ccccueeee 27
naphazoline...........c.ccceeeuvennn. 96
NAPRELANCR................... 36
NAPROSYN ..o 36
NAPTOXEN ..cveveeiniiieeireenieeenane 36
naproxen sodium .................. 36
naratriptan........c..cceeeeeeeeennen. 26
NARDIL.....cccoeevieieeiieine 43
NASONEX.....cccooviiiniieiene 99
NATACYN ..o 93
NATAZIA ..o, 92
nateglinide ...................... 71,72
NATESTO.....cccoiiiieiiene 74
NATPARA ......coeeveeee 74

NEBUPENT ......cccoovveiinne 9
necon 0.5/35 (28)...ccccuveennee. 92
necon 1/35 (28)...cceeeuveenenn. 92
necon 1/50 (28)....cceeeuveennneen. 92
necon 10/11 (28)......cceeueeee. 92
necon 7/7/7 (28).....eeeeuveeneen. 92
NEEDLES, INSULIN
DISP.,SAFETY ................ 72
nefazodone..........cceeevvennnnne. 43
NEOMYCIN ..veeevieeeiieeeireeereeenns 9

neomycin-bacitracin-poly-hc95
neomycin-bacitracin-

polymyXin.......cccceevuveennenn. 94
neomycin-polymyxin b gu....64
neomycin-polymyxin b-

dexameth .........ccoeceeeenee. 95
neomycin-polymyxin-

gramicidin..........ccceeeueeneee. 94
neomycin-polymyxin-hc 67, 95
NEORAL......coooiiiiieieee 18
NEOSPORIN (NEO-POLYM-

GRAMICID) .....cccoeeuueneee. 94
NEO-SYNALAR.................. 61
NEPHRAMINE 54 % ....... 105
NESINA ..o 72
NEUAC...ceeruvreerireenireerireenieees 60
NEULASTA ..o 83
NEUMEGA .......ccceovvieenn 83
NEUPOGEN .......cccccvevennne. 83
NEUPRO.....cccccveviiiiiinene 25
NEURONTIN........ccceeuenenne. 23
NEVANAC ....cccoviiiiienne 95
NEVITAPINEG ..oovvveeeevreeeiieeeieenns 3
NEXAVAR ....cccoooviiiiinnn 18
NEXIUM....coooiirieieienene. 80
NEXIUM IV ...cocoiiiiiinne 80
NEXIUM PACKET ............. 80
NEXTERONE...........ccc..... 50
NIACIN . 57
NIACOR......ccoovviiiiiene 57
NIASPAN EXTENDED-

RELEASE .....cccoooiriiene. 57
nicardiping..........ccceeeeuveennenn. 53
NICOTROL.......ccceovvvrenee. 66
NICOTROL NS......ccccoveneee. 66

nifedical X1......oovveveeeveeeeennnnnns 53

nifedipine........c.ccceeveeeenieens 53
nikki (28) oooveeieeiieiee, 92
NILANDRON ......cccocvvirnne 18
NiModipine........ccceeeeveerenennnen. 53
NIPENT ....ccoiiiieieieiene 18
nisoldipine .........ccceeeveerenennen. 53
NItro-bid ......cceeeveveveeiieieieens 58
NITRO-DUR. ........ccocevrnenee 58
nitrofurantoin..............cccue..... 13

nitrofurantoin macrocrystal ..13
nitrofurantoin monohyd/m-

CIYSt weviiieeieeeireeeiee e 13
nitroglycerin ...........cceeevenns 58
NITROLINGUAL ................ 58
NITROMIST .....cccovvveenne. 58
NITROSTAT....cooeevvee, 58
nizatiding ..........cccceveeeeennnn.n. 80
NIZORAL.......ccovveeieen, 62
nora-be.......ccooveeeecieeeiecnnn.. 90
NORCO ..., 32
NORDITROPIN FLEXPRO 83
NORDITROPIN NORDIFLEX

.......................................... 83

noreth-ethinyl estradiol-iron.92
norethindrone (contraceptive)

.......................................... 90
norethindrone acetate............ 90
norethindrone ac-eth estradiol

.......................................... 90
norethindrone-e.estradiol-iron

.......................................... 92
NORINYL 1+35 (28)............ 92
NORINYL 1+50 (28)............ 92
NORITATE ......oooovevveeen. 60
NOTLYTOC. c..eiiiieciceiceeice 90
NORMOSOL-M IN 5 %

DEXTROSE ................... 105
NORMOSOL-R IN 5 %

DEXTROSE ................... 102
NORMOSOL-R PH 74......105
NORPRAMIN. .......cccoeeennee. 43
NOR-QD....ccovveeerieeieeen, 90
NORTHERA ... 65
nortrel 0.5/35 (28)..ccceeeeuveenne 92
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nortrel 1/35 (21) cooeveeennenn. 92

nortrel 1/35 (28) ...oeveuveeenneen. 92
nortrel 7/7/7 (28) ..ccveeeunnnn. 92
nortriptyling.........ccceeveeennenn. 43
NORVASC.....ccovveieeiiens 53
NORVIR......cooiiieieeeiee 3
novarel........cccoeeveeeieenieennenne, 74
NOVOFINE 32 .......cceenenee. 72
NOVOLIN 70/30..........c....... 72
NOVOLIN N....ooevieienenn 72
NOVOLINR......coveriene 72
NOVOLOG......ccceeverrennen. 72
NOVOLOG FLEXPEN........ 72
NOVOLOG MIX 70-30....... 72
NOVOLOG MIX 70-30
FLEXPEN .....ccccevvennen. 72
NOVOLOG PENFILL......... 72
NOXAFIL ...ooevieieieieeiene 1
NUCYNTA ..ot 36
NUCYNTAER........cccn.e. 36
NUEDEXTA ....cccooveeiiene 27
NULOJIX ..o 18
NULYTELY WITH FLAVOR
PACKS...coooieieeeeen 77
NUTRESTORE.................... 65
NUTRILIPID .........ccueene. 105
NUTROPIN AQ......cccuveuneen. 84
NUTROPIN AQ NUSPIN ...84
NUVARING........cccvevvrennnne 90
NUVESSA ..o 90
NUVIGIL ......oooviiiieiiens 43
NYAMYC ..oveenrieeiieeeieeeeieeenane 62
nystatin .......ccceeeeveeerveennnen. 1,62
nystatin-triamcinolone.......... 62
11041 (0) o SRR 62
0]
ocella.....cooovveeiiiiiiieieeee, 92
OCTAGAM......cccvvviiennn 86
octreotide acetate.................. 18
OCUFEN......cccoiiiiiieieen 95
OCUFLOX....coceoieerreirennenn 94
OFEV ..o 99
ofloxacin................... 12, 67, 94
ogestrel (28)..ccvvevieeciieniennnen. 92
olanzapine...........c.c......... 43, 44

olanzapine-fluoxetine............ 44
olopatadine ..........c.cccveevnnennne 66
OLUX ...oiiivienieieeieeeenieee 63
OLYSIO ..o 3
OMECLAMOX-PAK .......... 80
omega-3 acid ethyl esters .....57
omeprazole ........ccceeeeveennnnne. 80
omeprazole-sodium
bicarbonate ...........cccc....... 80
OMNARIS......covieieeee. 99
OMNIPRED.......cccovrrennne. 96
OMNITROPE............cc........ 84
ONCASPAR.....cccovvrieenne. 18
ondansetron ...........ccceeueenne. 77
ondansetron hcl..................... 77
ondansetron hcl (pf).............. 77
ONEXTON....cccoevteieeieienne. 60
ONFL..coviiieiieeeeeee 23
ONGLYZA ..ot 72
ONMEL.....ccovieieieieeee, 1
OPANA ..o, 32
OPANAER....ccciereeee. 32
OPDIVO...ccccoviiiiireenne. 18
OPSUMIT ....cocvvieeeienee. 99
ORACEA......ccooiiiieenne, 13
ORAP ..ot 44
ORAPRED ODT.................. 67
ORENCIA .....ccoieiiiie 88
ORENCIA (WITH
MALTOSE).....ccccoovennne. 88
ORENITRAM .....ccccvvvennne. 53
ORFADIN .....ccccoeiiiiieine 65
orsythia........cccoevveeviiiiennnnne 92
ORTHO MICRONOR........... 90
ORTHO TRI-CYCLEN (28)92
ORTHO TRI-CYCLEN LO
(28) e 92
ORTHO-CEPT (28) ............. 92
ORTHO-CYCLEN (28)....... 92

ORTHO-NOVUM 1/35 (28) 92
ORTHO-NOVUM 7/7/7 (28)

.......................................... 92
OSENI ..o 72
OSMOPRERP............cccue. 77
OTEZLA ....ccooiiiiin 88

OTEZLA STARTER............ 88
OTREXUP (PF)....cccceeuenee. 88
OVCON-35 (28) ..eeeveeeeennne 93
OVIDE......coooiieieieene, 64
oXaCillin ...ooeevieiiiiiiiee 11
oxacillin in dextrose(iso-osm)
.......................................... 11
oxaliplatin........cccceevveeeveeennee. 18
oxandrolone...........cccceecuennee 74
OXAPTOZIN ..evveeevvreeerreeeereeennne 36
0XAZEPAM ...veeeereeirreennreeennnes 44
oxcarbazepine ...........ccveeeneee. 23
OXISTAT oo 62
OXSORALEN ULTRA........ 59
OXTELLAR XR ......cccvenneee. 23
oxybutynin chloride............ 101
0Xycodone..........eeeveenne. 32,33
OXYCODONE..........ccccouuee. 33
oxycodone-acetaminophen...33
oxycodone-aspirin ................ 33
OXYCONTIN ...cceevveenne 33
oXymorphone............ceeeeenee. 33
OXYTROL.....ccceeveirnee. 101
P
PACETONEC...ccuvvveeireeeirieeniieens 50
paclitaxel........ccccvveviveeenneens 18
PAMELOR .......cccoovviiriine 44
pamidronate ............c.cceeuennee 74
PANCREAZE................. 77,78
PANDEL .....cccooviniiiniinnns 63
PANRETIN ....cccoeviiiiiiinne 59
pantoprazole ...........ccceceneeene 80
paricalcitol ..........coeeveeennennns 74
PARICALCITOL ................. 74
PARNATE....cccoiiieirieenne 44
ParomMoOmMycin .......cceeveruvennenne 9
paroxetine hcl .........cceeeeeens 44
PASER.....ccoiiiiiiiiiicieee, 9
PATADAY .ccoviiieieenne 95
PATANASE ....ccccovviiriine 66
PATANOL .....ccoiieieee 95
PAXIL .coveiiiiiiienieeeieene 44
PAXIL CR ..ooovviiieieeae 44
PAZEO ....coooviiiiiiiiinienens 95
PCE..ooiiieeeeeeee, 7
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PEDVAX HIB (PF).............. 86
peg 3350-electrolytes ........... 78
PEGANONE .......ccovvvnne. 23
PEGASYS ... 84
PEGASYS PROCLICK ....... 84
PEGINTRON .......cceevenennee. 84
PEGINTRON REDIPEN .....84
PENICILLIN G POT IN
DEXTROSE........ccccu..e. 11
penicillin g potassium........... 11
penicillin g procaine............. 11
penicillin g sodium............... 11
penicillin v potassium........... 11
PENNSAID......ccoovverenen. 36
PENTAM ....ooovviiiiiiieen 9
PENTASA ..o 78
pentoxifylline ...........c.c........ 56
PEPCID ..o 80, 81
PERCOCET ....cccoevvevenen. 33
PERCODAN .....ccccevrenen. 33
PERFOROMIST .................. 99
perindopril erbumine............ 53
periogard..........cceeeveeeireennenne. 66
PERJETA ..o 18
permethrin ..........cccoeeveennnnne. 64
perphenazine............cc.cc........ 44
PERSANTINE .......ccccceeenee. 56
PERTZYE ..o 78
PEXEVA ..ot 44
phenelzine..........cccceeveenennee. 44
PHENERGAN........cccceeunen. 97
phenobarbital................... 23,24
PHENYTEK......ccocevinnnen. 24
phenytoin........cceeeeeveeenenne. 24
phenytoin sodium................. 24
phenytoin sodium extended..24
PHOSLO .....oooiiiiiine 102
PHOSLYRA ... 102
PHOSPHOLINE IODIDE....94
PHYSIOLYTE ....ccccovvunnee. 64
PHYSIOSOL IRRIGATION 64
PICATO ..cooiiiiiiiiicene 59
pilocarpine hcl................. 65, 94
pimtrea (28) .....ccceevevveenenne. 93
pindolol.........cccoevvveviiieennnn. 53

pioglitazone ..........cccccevuenneee. 72

pioglitazone-glimepiride ...... 72
pioglitazone-metformin........ 72
piperacillin-tazobactam ........ 11
pirmella.........cccooevvevvieniennn. 93
PITOXICAM...eeevvreeereeeereeeneien. 36
PLAQUENIL........oceviernnne 9
PLASMA-LYTE 148 ......... 105
PLASMA-LYTE A ............ 105
PLASMA-LYTE-56 IN 5 %
DEXTROSE................... 105
PLAVIX ..o, 56
PLEGRIDY ...cccooveviviiinnne. 84
PLETAL ...cccoveieeeeee, 56
PpodofiloX .....cceevviieiieiienne 59
polyethylene glycol 3350 .....78
polymyxin b sulfate................ 9
polymyxin b sulf-trimethoprim
.......................................... 94
POLYTRIM......ccoevveenee. 94
POMALYST ..cooiiiiiinne. 18
PONSTEL .....ccoovveveeee. 36
J010) ¢ 5t DR 93
potassium chlorid-d5-
0.45%nacl.......cccccveuennnn. 102
potassium chloride.............. 103
potassium chloride in 0.9%nacl
........................................ 102
potassium chloride in 5 % dex
........................................ 102

potassium chloride in 1r-d5.103
potassium chloride-0.45 % nacl

........................................ 103
potassium chloride-d5-
0.2%mnacl .......ccccevenenen. 103
potassium chloride-d5-
0.3%nacl.......ccccevenene. 103
potassium chloride-d5-
0.9%nacl.......ccccoceenenen. 103
potassium citrate................. 102
POTIGA ....ccceoiiiiiieee 24
PRADAXA....cccoviiiiiene 56
pramipexole.........ccceerveennenn. 25
PRANDIMET.......ccceovvueenne. 72
PRANDIN ....cooooinininininens 72

PRAVACHOL........c.ccueeee 57
pravastatin.........cccceeeveeeeneenns 57
PrazoSiN........cccveeveereeenveennen. 53
PRECOSE........cccovveieirnne 72
PRED FORTE .......ccccecueneee 96
PRED MILD.......cccceevrurnne 96
PRED-G...ccoeevveeiiiiiinienene 95
PRED-G S.O.P. ....cccveene. 95
prednicarbate ........................ 63
prednisolone acetate ............. 96
prednisolone sodium phosphate
.................................... 67,96
prednisone...........cceeveeeenennne. 67
prednisone intensol............... 67
PREGNYL...ccoooviniiiniinnne 74
PREMARIN .......ccoevvrirnne 90
premasol 10 % ........cceeunee.. 105
PREMASOL 6 % ............... 105
PRENATAL VITAMIN
ORAL TABLET............. 105
PREPOPIK ......ccocoveiiriene 78
PREVACID.....cccovvvvveirene 81
PREVACID SOLUTAB....... 81
prevalite .....ccveeeveeeeieeeeieens 57
previfem........cccoeeveeeienneennen. 93
PREVPAC.......ccooviererne 81
PREZCOBIX.....cccceeveevvenenee. 3
PREZISTA ...ccoovveieeee. 3
PRIFTIN ..ccooiiiiiiieceeee, 9
PRILOSEC ......ccceeveireieene 81
PRIMAQUINE........cccccvennnee. 9
PRIMAXIN IV ....cccevveienee. 9
primidone........cccceeeeveeenneennns 24
PRIMLEV.....cccoviieieirnne 33
PRIMSOL.....ccccoviiiiiriene 13
PRINIVIL.....cccoviieiieiene 53
PRISTIQ ..o, 44, 45
PRIVIGEN ......cccovveieirns 86
PROAIR HFA ..o 99
PROAIR RESPICLICK........ 99
probenecid ........cccoeeeveeerieenns 87
procainamide ............cc.......... 50
PROCALAMINE 3%......... 105
PROCARDIA XL......ccceeueee 53
PrOCENtra . ..ccevveeeerreeeerneeennnn 45

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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prochlorperazine................... 78
prochlorperazine edisylate.... 78

prochlorperazine maleate ..... 78
PROCRIT .....coveiiiereeen 84
procto-pak........c.cccveeureenennne. 78
proctosol he ......cccveeeveeennenn. 78
proctozone-hc....................... 78
PROCYSBI.....cccevvveeenene 102
progesterone micronized ......90
PROGLYCEM.........ccceue.e. 72
PROGRAF ......ccccovenn. 18, 19
PROLASTIN-C.......cceeueee. 65
PROLENSA ......cccovieiieenn 95
PROLEUKIN .......cceovvenenen. 84
PROLIA ..ot 87
PROMACTA.....c.coverenee. 56
promethazine......................... 97
PROMETRIUM ................... 90
propafenone..........cccccveeennen. 50
propranolol ...........cccceveeennenn. 53
propranolol-hydrochlorothiazid
.......................................... 53
propylthiouracil .................... 68
PROQUAD (PF) ....ccceeueeee. 86
PROSCAR......ccceviine 101
PROSOL 20 % ..ccvevveuennee 105
PROTONIX.......ccevveerrannenn 81
PROTOPIC.......cccvvieieenene 59
protriptyline..........cccccveeennen. 45
PROVENTIL HFA................ 99
PROVERA ......coviieie. 90
PROVIGIL .....cccooovvieieenene 45
PROZAC ..o 45
PROZAC WEEKLY ............ 45
PrudoXin .......cceeeveeeeeveeennnn. 59
PULMICORT............... 99, 100
PULMICORT FLEXHALER
.......................................... 99
PULMOZYME................... 100
PURIXAN ...cooiiiinieieiieene 19
PYLERA ..o 81
pyrazinamide ............c.cceennee. 9
pyridostigmine bromide ....... 27
Q
QNASL...ooiiiieieeeeee 100

QUADRACEL (PF)............. 86
QUALAQUIN .....ccveieeee 9
QUARTETTE ......ccccevennene. 93
QUASENSE...eeeeenerrreeeenereeeennnnnes 93
QUDEXY XR...coovvvveeierennne. 24
QUESTRAN......cceevrerernne. 57
QUEtIAPINE ....veeereeereeiieeneeeee 45
QUILLIVANT XR................ 45
qQuinapril.......cccecveveencieennnenne 54
quinapril-hydrochlorothiazide
.......................................... 54
quinidine gluconate .............. 50
quinidine sulfate ................... 50
quinine sulfate .............cc......... 9
QVAR....ccie 100
R
RABAVERT (PF)................ 86
rabeprazole ..........cccceeveennenn. 81
RAGWITEK.......cccovviennne. 86
raloxifene..........ccoeeeeviennne 87
ramipril.....cocoveeieniieiiiennen, 54
RANEXA ..o, 58
ranitidine hcl..........cooeeene. 81
RAPAFLO.....cccoeevrereenne 101
RAPAMUNE........cccevvivnnnne. 19
RASUVO (PF) ..ccevveeeee. 88
RAVICTT...ccooiiiiiiienne. 65
RAYOS ... 67
RAZADYNE.....cccovveinne. 27
RAZADYNE ER.................. 27
REBETOL.....cccoeiieiiieienee 3
REBIF (WITH ALBUMIN). 84
REBIF REBIDOSE .............. 84
REBIF TITRATION PACK.84
RECLAST ...ooiiieiiee, 65
reclipsen (28)...ccceeeveevieennnnnne 93
RECOMBIVAX HB (PF) ....86
RECTIV. ..ot 78
REGLAN.....coooivieeeee, 78
REGRANEX ....cccccovviinrnne. 59
RELENZA DISKHALER......3
RELISTOR.......cocveiiriiinne. 78
RELPAX ..oooiiiiieeeee, 26
REMERON ......ccoviviinnnne. 45
REMERON SOLTAB.......... 45

REMICADE .......ccooeviinne 78
REMODULIN.........ccceevurnneee 54
RENAGEL .....ccccovviviriinne 65
RENVELA .....ccoooiiieieee 65
repaglinide ..........cceeveenennen. 72
1050 (9. €: 111 DUUUUR 33
REQUIP.....c.covvieiiiiiiiiiene 25
REQUIP XL ...cccveeieiieieene 25
RESCRIPTOR........ccevennnee. 3
RESTASIS....coeiieieene 95
RESTORIL .....ccccoviiiriine 45
RETIN-A ..o 60
RETIN-A MICRO................. 60
RETIN-A MICRO PUMP....60
RETROVIR ......cccoiviiiennn. 3
REVATIO......cccvevverenee. 100
REVLIMID.......ccocveviriennne 19
REYATAZ ..o 3
RHEUMATREX .................. 19
RHINOCORT AQUA ........ 100
ribasphere ........cccceeveeveeeeennenne. 3
ribasphere ribapak .................. 4
rbaVIrin ...eevvevierieieieeee 4
RIDAURA........ccvvieieene 88
rifabutin .......oceviniiiinien 9
RIFADIN .....cccoeieieieeieeee. 9
RIFAMATE......cccooviirieenne. 9
rifampin ...o.ccooeevieieniincnn, 10
RIFATER ....cccooiiiiiiiee 10
RILUTEK ....cooviieieiiieenn 65
riluzole.......cccooeeniininenen. 65
rimantading ...........ccceeveennennne 4
JR111SS) ¢ 64,103
RIOMET .....cccceviiiiiniinnns 72
risedronate ................ 66, 87, 88
RISPERDAL .................. 45, 46
RISPERDAL CONSTA ....... 45
RISPERDAL M-TAB .......... 45
risperidone ........c.cceevveeveennnen. 46
RITALIN ...oooviiiiiieieiieee 46
RITALIN LA ..o 46
RITUXAN ...coiiiiniiinienene 19
rivastigmine tartrate.............. 27
MZatriptan........coceeeeeveeneennnene 26
ROBINUL ......cccverieiieieee 75

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ROBINUL FORTE .............. 75

ROCALTROL...................... 74
TOPINITOle .. 25
ROTARIX ...ccovvviiiiieeenne. 86
ROTATEQ VACCINE ....... 86
ROXICET....ccvvviiiiieeeeennen. 34
ROXICODONE ................... 34
ROZEREM........ccooovvvveenn. 46
RUCONEST.....cccoevvveennen. 100
RYTARY .cooviiiiiiiiieeee 25
RYTHMOL..........covvvvveenn 50
RYTHMOL SR .................... 50
S
SABRIL.......cooveiiiiiiiiieee, 24
SAFYRAL.....ccooovvieiirennn. 93
SAIZEN....cccoooviiiiiiiiiieeeen, 84
SAIZEN CLICK.EASY ....... 84
SALAGEN .....ccooovvvviiiii, 66
SAMSCA ....ooovveieeeeeeene. 74
SANCUSO ....coovvvviiiiieeeen, 78
SANDIMMUNE .................. 19
SANDOSTATIN................. 19
SANDOSTATIN LAR
DEPOT ..., 19
SANTYL ..oooviiiiiiiiciee 64
SAPHRIS (BLACK
CHERRY) ..ooovieiiiieienes 46
SARAFEM........coovvvveveen. 46
SAVAYSA ..o 56
SAVELLA.........covvveeenn. 88
SEASONIQUE..................... 93
SECTRAL.....ccoeovvveeerennn. 54
selegiline hcl.............c........... 25
selenium sulfide.................... 58
SELZENTRY ..o 4
SEMPREX-D.....ccceoeuuuunnn. 97
SENSIPAR .....c..oooovvviienne. 74
SEREVENT DISKUS........ 100
SEROQUEL................... 46, 47
SEROQUEL XR .................. 47
SEROSTIM ......cooovvvvivennne. 84
sertraling...........cceveeeeeennennnn. 47
SFROWASA ......ccovvveeenn. 78
sharobel ...........cooovveeeeinnennn. 90
SIGNIFOR .......ccoovvviirnen. 19

SIGNIFOR LAR
SILENOR
SILVADENE
silver sulfadiazine
SIMBRINZA

SIMPONI
SIMPONI ARIA
SIMULECT
simvastatin
SINEMET
SINEMET CR
SINGULAIR
SIRTURO
SIVEXTRO
sodium chloride
sodium chloride 0.45 %
sodium chloride 0.9 %
sodium chloride 3 %
sodium chloride 5 %
SODIUM FLUORIDE
sodium lactate
sodium phenylbutyrate
sodium polystyrene (sorb free)

SOLODYN
SOLTAMOX
SOLU-CORTEF (PF)
SOLU-MEDROL
SOLU-MEDROL (PF)
SOMATULINE DEPOT
SOMAVERT

SOOLANTRA
SORIATANE
SORILUX

SOTYLIZE
SOVALDI

SPECTRACEF ........ccceevnneen. 6
SPIRIVA RESPIMAT........ 100
SPIRIVA WITH
HANDIHALER.............. 100
spironolactone....................... 54
spironolacton-hydrochlorothiaz
.......................................... 54
SPORANOX......ccoerveireirennne 1
SPORANOX PULSEPAK .....1
sprintec (28)...c.eeevveevcveeennnnn. 93
SPRIX....coiiiiiiiinienieieee, 36
SPRYCEL......cccoevereienen. 19
(0] 1)7: QNSRS 93
SSA it 59
STALEVO 100..................... 25
STALEVO 125.......ccvenneeee. 25
STALEVO 150..................... 25
STALEVO 200..................... 25
STALEVO 50.....ccccevvennnee. 25
STALEVO 75...ccvvveienee. 25
STARLIX .....oooevveieeiieninne 72
stavudine.........ccceeeveeeeiieeeneeens 4
STELARA .....cccveveeieee 58
STIMATE......ccoooieeeieee. 74
STIOLTO RESPIMAT....... 100
STIVARGA. ..o 20
STRATTERA.........ccveene. 47
STREPTOMYCIN ............... 10
STRIANT ....ooviiereeieee 74
STRIBILD .....cccoveviieiienee. 4
STRIVERDI RESPIMAT ..100
STROMECTOL ................... 10
SUBOXONE .......cccoevvenennnn. 36
SUBSYS ..o 34
SUCLEAR......cccooveiriennen. 78
SUCRAID.......ccceeviiiiennne 78
sucralfate.........cccccevverieencne 81
SULAR ....oooiiieieeee 54
sulfacetamide sodium........... 96

sulfacetamide sodium (acne) 61
sulfacetamide-prednisolone..96

sulfadiazine...........cccceevenene. 12
sulfamethoxazole-trimethoprim

.......................................... 12
SULFAMYLON.........c...... 61

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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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sulfasalazine ......................... 78 £AZE1A XE oo 54

sulfazine €C......cccccvvevveviennnnns 78 TECFIDERA. .........ovvveee. 27
sulindac.......c..cccoovvveeeeennennn. 36 TEFLARO .....cooooovvvieeenn. 6
sumatriptan..........ccceeeeveeennee. 26 TEGRETOL .......cccevveennne 24
sumatriptan succinate............ 26 TEGRETOL XR.......ccc....e. 24
SUMAVEL DOSEPRO ....... 26 TEKAMLO .......ccoovvvveennne. 54
SUPRAX ...oooiiieveeeeeieeeeee, 6 TEKTURNA .......coovvveen. 54
SUPREP BOWEL PREP KIT TEKTURNA HCT ............... 54
.......................................... 78 telmisartan ............................ 54
SURMONTIL.........ccceuveeneee. 47 telmisartan-amlodipine......... 54
SUSTIVA ..o 4 telmisartan-hydrochlorothiazid
SUTENT......cooviieiiiieeeee 20 e 54
SYLATRON......ccvervrrnnnen. 84 temazepam..........ccceeeeuveennneen. 47
SYLVANT ..o, 20 TEMOVATE........cccuveen. 63
SYMBICORT..........cc......... 100 TENIVAC (PF) ..cuveevenne. 86
SYMBYAX...cooooeoveeeveeenen. 47 TENORETIC 100................. 54
SYMLINPEN 120................ 72 TENORETIC 50................... 54
SYMLINPEN 60.................. 72 TENORMIN ........coovvvvernnn 54
SYNAGIS.....coovoiieieiieeee 4 TERAZOL 3....oooeveeeee. 90
SYNALAR CREAM KIT ....63 TERAZOL 7..ouvvvvvvieeenn. 90
SYNALGOS-DC.................. 34 terazoSiN.....cceeevveeeeenreeeeennee. 54
SYNAREL .....cccoei. 74 terbinafine hel.......ooocvvveeeen. 1
SYNERCID......c..coovvvveeennn. 10 terbutaline.............cccoveeennnns 100
SYNRIBO ....cooeee, 20 terconazole.........cccoevuvvvennenn.n. 90
SYNTHROID.........cccuec.... 75 TESTIM......cooovvveeeeiieeeeene 74
SYPRINE ......ccooevvviirinn. 66 TESTOSTERONE................ 74
T testosterone cypionate .......... 74
TABLOID ..., 20 testosterone enanthate........... 74
TACLONEX .....ccoovvvvvvennen. 59 TESTRED .....cocovvvvveennne. 74
tacrolimus............ccue...... 20, 59 TETANUS,DIPHTHERIA
TAFINLAR .......ccoovvveeenn. 20 TOX PED(PF).................. 86
TAMIFLU .......ccooovviiiiiieenns 4 TETANUS-DIPHTHERIA
tamoxifen.........ccceevvveveeennnnnnn. 20 TOXOIDS-TD.................. 86
tamsulosin.........cocceeeeeeienne 101 tetracycling .........ccceeeveenennne. 13
TANZEUM .......coovvvvveennn. 72 TEVETEN .....ccooovviieeeennn 54
TAPAZOLE ........cocoeuvee. 68 TEVETEN HCT ................... 54
TARCEVA .......cooveeeen. 20 THALOMID.........cccuveenne... 20
TARGRETIN .......cccovuveneee. 20 THEO-24 .........oooeeveenn. 100
tarina fe.......coceeeevveerieeeiieens 93 theophylline...........c........... 100
TARKA ..o 54 THIOLA ... 66
TASIGNA ..., 20 thioridazine........ccccoouvvvveee.... 47
TASMAR ......cooovvveeenenn 25 thiothixene............cccevveeennnne. 47
TAXOTERE......cccccoeovennen. 20 THYMOGLOBULIN............ 86
TAZICEF ....oooooveiieiieiieee, 6 THYROLAR-1.......c............. 75
TAZORAC.......ccoovveveenenn. 60 THYROLAR-1/2.................. 75

THYROLAR-1/4.................. 75
THYROLAR-2.......cceeene. 75
THYROLAR-3 ......ccvvieee 75
t1agabine .......cccccveeeeveeenieens 24
TIAZAC ..o, 54
ticlopidine.........ccceeeevveeeneenns 56
TIKOSYN...ooiiiiiieieiienene 50
timolol maleate................ 54, 94
TIMOPTIC OCUDOSE (PF)
.......................................... 94
TIMOPTIC-XE.......cccccuenee 94
TINDAMAX ...cvvvieieieenne 10
tinidazole ........cccceveereniennnne 10
TIROSINT ...covveiiieieieee 75
TIVICAY v, 4
TIVORBEX......cccovevieirnne 36
tizanidine ........cccceveeveeriennenne 27
TOBI ..o, 10
TOBI PODHALER .............. 10
TOBRADEX ......cccevveieene 95
TOBRADEX ST.....ccceevvenne 96
tobramycin..........cceeveerneennen. 94
tobramycin in 0.225 % nacl..10
tobramycin in 0.9 % nacl......10
tobramycin sulfate ................ 10
tobramycin-dexamethasone..96
TOBREX ....ccoviiiiiiiiene 94
TOFRANIL .....ccooeveieieene 47
TOFRANIL-PM ................... 47
tolazamide...........ccoeveernennen. 72
tolbutamide..........ccccceeveenen. 73
tolcapone.........cceeeveeveenneennen. 25
tolmetin.......cooceevieeieenncnen. 36
tolterodine.........cccceeueennnnne 101
TOPAMAX ...ooeiiieiieienne 24
TOPICORT.......ccvveiennee. 63
topiramate ..........ceeevveeeveeenee. 24
TOPIRAMATE ..o 24
170701012 (U 20
topotecan........coocveeevveeerieenns 20
TOPROL XL ..o 54
TORISEL.....ccceocviiiiiiine 20
torsemide ........ceeeeerieeniennen. 54
TOUJEO SOLOSTAR ......... 73
TOVIAZ ..o 101

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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TPN ELECTROLYTES..... 103
TRACLEER...........ccce... 100
TRADJENTA......ccccvveeenn. 73
tramadol..........cccooceiiinnnn 36
TRAMADOL.........ccceueennee. 36
tramadol-acetaminophen......37
trandolapril ..........cccceuveennnne. 54
trandolapril-verapamil.......... 54
tranexamic acid .............. 56, 90
TRANSDERM-SCORP.......... 78
TRANXENE T-TAB............ 47
tranylcypromine ................... 47
travasol 10 %......cccevvennenne. 105
TRAVATAN Z .....ccuveene 95
travoprost (benzalkonium) ...95
trazodone ..........cceceeevueennnennne. 47
TREANDA.....cccoiiiiriene 20
TRECATOR.......cccoevrereee 10
TRELSTAR.....ccooiiiiiene 20
TRELSTAR DEPOT............ 20
TRELSTAR LA ................... 20
tretinoin ..oeeeeeeeeenieeieeeenee 60
tretinoin (chemotherapy)......20
tretinoin microspheres.......... 60
TRETIN-X ..coiiiiiiiiiiieene 60
TREXALL....coeoviieieiene 20
TREXIMET......cccoeevveirnnn. 26
TREZIX ..ot 34

triamcinolone acetonide 64, 66,
100
triamterene-hydrochlorothiazid

.......................................... 54
tIANEX .o 64
TRIBENZOR .......cccccevienne 54
TRICOR ....cooiiiieiee, 57
triderm ......occeeveeeniieiieene, 64
trifluoperazine ............c......... 47
trifluridine..........cccoeveeenennne. 94
TRIGLIDE ......cccevieiinee. 57
tri-legest fe.......cocevvevennennn. 93
TRILEPTAL.....cocveieene 24
TRILIPIX ...cocviiiiiiiinieiene 57
trilyte with flavor packets..... 78
trimethoprim........c.ccceeeeennee. 13
trinessa (28) ..eeeeveeerveeenveenns 93

TRI-NORINYL (28)............. 93
TRIOSTAT....ccovieveeiee 75
tri-previfem (28)................... 93
TRISENOX ....cooevvvireennn. 21
tri-sprintec (28).......cccveueenne. 93
TRIUMEQ......cccceovierieiirennn. 4
trivora (28)....cceeeeevveeecneeeennen. 93
TRIZIVIR ...t 4
TROKENDI XR.................... 24
TROPHAMINE 10 % ........ 105
TROPHAMINE 6% ........... 105
trOSPIUM.....eevvreeeiieeeieenee 101
TRULICITY coovieiieeiiee 73
TRUMENBA..........ccvvenne. 86
TRUSOPT .....cccvveieeiienn 95
TRUVADA ....ccccovvevveieen, 4

TUDORZA PRESSAIR ....100,
101

TWINRIX (PF)....cooveereenne. 86
TWYNSTA oo, 54
TYBOST oo 4
TYGACIL oo, 10
TYKERB ..o, 21

TYLENOL-CODEINE #3....34
TYLENOL-CODEINE #4....34

TYPHIM VI ................... 86, 87
TYSABRI.......cooovvviiiei, 27
TYVASO...ccooviviiviiiiennn. 101
TYZEKA ..., 4
TYZINE.....ccooeeiii 66
U

UCERIS......ooeeiiiiias 78
ULORIC ......coovvivviiiicieeenen. 87
ULTRACET ......ovvvvvvrivinnnnn 37
ULTRAM ....coovviviiiieeenn. 37
ULTRAMER.......ccvvvvrrrnns 37
ULTRAVATE.......coeeenne.. 64
ULTRESA........oovvvvvins 78,79
UNASYN oo, 11
unithroid .........ccccoooeevveeeennne. 75
URECHOLINE .................. 102
UROCIT-K 10........ccuv....... 102
UROCIT-K 15.....ccevuee. 102
UROCIT-K 5.....ccvvverne. 102
UROXATRAL ................... 101

URSO 250 ...ccieiiiiiiiiiins 79

URSO FORTE......ccccvevurnne 79
ursodiol ....coeeveerieeieniiniennne 79
UVADEX ....cooveiieieiieieenne 59
\%
VAGIFEM.......ccoooieierne 90
valacyclovir ........cccoeeveeeiiennnnns 4
VALCHLOR ......cccovvrirne 59
VALCYTE ..cooviiiiiiiiee 4
valganciclovir .........cceeeveenneee. 4
VALIUM ....coooviiiiiinieienne 47
valproate sodium .................. 24
valproic acid .........cccceeerennne. 24
valproic acid (as sodium salt)
.......................................... 24
valsartan..........ccoeceeveenneenen. 54
valsartan-hydrochlorothiazide
.......................................... 54
VALTREX ...ccoviiiiiiiiene 4
VANCOCIN.....coeevereieenne 13
VANCOMYCIN..eeeeevrrenereeeireennns 13
vandazole.........ccccceveennnen. 90
VANOS ... 64
VAQTA (PF).eoeeeieieieee 87
VARIVAX (PF)..ccoevieiine 87
VARIZIG.....cccoeeeieieenne 87
VASCEPA ..o 57
VASERETIC ........ccceeuennee. 54
VASOTEC......ccooiiiieenne 54
VECAMYL ..o, 58
VECTIBIX ..o 21
VECTICAL .....coovveieenee. 59
VELCADE .....cccoevviiiee 21
velivet triphasic regimen (28)
.......................................... 93
VELPHORO..........ccceeeennnee. 66
VELTIN...cooiiiiiiieieee 60
venlafaxine .................... 47,48
VENLAFAXINE.................. 48
VENTAVIS ... 101
VENTOLIN HFA................ 101
VERAMYST ...cccoovvviiinnn 101
verapamil ........occceeeecieeenienn. 54
VEREGEN .....ccccocvniininnns 59
VERELAN ....cccooviiiiieiene 54

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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VERELAN PM ...........c........ 54 VOSPIRE ER ...........c..c..... 101

veripred 20........ccceeeeveeniennen. 68 VOTRIENT .....cooveieeee. 21
VERSACLOZ ...........ccu..... 48 VPRIV oo, 75
VESICARE ......cccovvvnne. 101 vyfemla (28) ......ccevvveeeenennne. 93
vestura (28).....cceeeeeeviieeneenne. 93 VYTORIN 10-10.................. 57
AY225.C0 ) D 96 VYTORIN 10-20.................. 57
VFEND......ccoceeiieiieieiee. 1 VYTORIN 10-40.................. 58
VFEND IV oo 1 VYTORIN 10-80.................. 58
VGO 20 e, 73 VYVANSE....cccoiiiiine. 48
VGO 30 ..o 73 W
VGO 40 ..o, 73 warfarin .......cceeveeeeeenieennnnnnn, 56
VIBRAMYCIN........cccuue.. 13 water for irrigation, sterile....66
VICOdIN...evieiiieiiecie e 34 WELCHOL ........ccceevvennnne 58
vicodin €S......cccvevvervenieeniennen. 34 WELLBUTRIN.................... 48
vicodin hp......ccceveveeiieennnnne. 34 WELLBUTRIN SR............... 48
VICOPROFEN............c........ 34 WELLBUTRIN XL.............. 48
VICTOZA 3-PAK................ 73 wymzya fe .......ccoeeveviieennnnn. 93
VIDAZA. ..o 21 X
VIDEX 2 GRAM PEDIATRIC XALATAN. ..o, 95
............................................ 4 XALKORI......cceereiennnnn 21
VIDEX EC ....cccveviieiieieen. 4 XARELTO ...coovviiienee. 56
VIEKIRA PAK ......cccveuvnee. 4 XARTEMIS XR........coeneee. 34
VIGAMOX......cccovvereerenne 94 XELJANZ ...oooiiviiieene 89
VIIBRYD ....oooveiieieeen 48 XENAZINE.......ccoovveiennnee. 27
VIMOVO ....ccocviiiieeen. 37 XEOMIN ...ccoiiiiiiiiiecnee, 87
VIMPAT....coovieeeieeeeeen 25 XERESE.....ccoooiiieieienne, 62
vinblastine ...........cccceceeeunennne. 21 XGEVA ..., 14
vincasar pfS......ccccvvveveriennn. 21 XIFAXAN oo 10
VINCTIStING ...vvveeeeveeeiieeeneeen 21 XIGDUO XR.....ccovvevvrenee. 73
vinorelbine...........ccccceeeeuvennn. 21 XODOL 10/300.................... 34
VIOKACE........ccoovevvrernne 79 XODOL 5/300......ccccecuenuennee. 34
VIRACEPT ..o 4 XODOL 7.5/300................... 34
VIRAMUNE ......ccccoovverennn. 4 XOLAIR ..o, 101
VIRAMUNE XR.........cccc....... 4 XOPENEX ....ccooviiiiinen. 101
VIRAZOLE........cceevvverenn. 4 XOPENEX HFA ................ 101
VIREAD......ccovvieieieeiee, 4 XTANDL.....ccoeiiiiiiee 21
VIROPTIC ......ccccvvevivenne. 94 XUlane ......cccoeeveeviieeeieeee, 90
VISTIDE .....cccoviiiiiiine 4 XYLOCAINE.......cccovenne. 61
VITEKTA......ccoveieeeeeenen 4 XYREM....ooooviiiiiiee, 48
VIVELLE-DOT ................... 90 XYZAL ..o 97
VIVITROL.........ccovervenne 37 Y
VOGELXO........cccceeuuen. 74,75 YASMIN (28)..ccovereeeienenne. 93
VOLTAREN GEL................ 37 YAZ (28) ceeeeeieeeeeene 93
VOLTAREN-XR ................. 37 YERVOY ..ccoovviiiiiiiee 21
VOTriconazole .........cceeveeeeuveennns 1 YF-VAX (PF).cccovvieeieenen. 87

Z
zafirlukast .........ccccccoeevvnnnn. 101
zaleplon........ccceevveeciieninenen. 48
ZALTRAP ...ooovvveee 21
ZAMICEE......covveeeeereeeeeenrennn. 34
ZANAFLEX .....coovvvviiiinn. 27
ZANOSAR .....ooovveeeee 21
ZANTAC .....coevvee, 81, 82
ZARONTIN.......ccoovveeennn. 25
ZAVESCA......coovveeeee 75
ZEBETA ....ccovveeeeeeeen. 54
ZEGERID .......ccooovvvvveinnn. 82
ZELAPAR ..o 25
ZELBORAF .....cccoovvvvvenne.. 21
ZEMAIRA ........ccoovvveeeen. 66
ZEMPLAR .....ccoovvvvvevnn. 75
ZENAtANE .......covvvvveeeeeeeeeeennns 60
zenchent (28) ......ccccveeeveenee. 93
zenchent fe.........ccccceeeeenne.. 93
ZENPEP .....coovviiviiiiicn. 79
zenzedi......ccovveveeeieeeeeennen.. 48
VA D\VA 210 49
ZERBAXA ....cooviveeee. 6
ZERIT ..ooooviiiiiiiieiicieeeea, 4
ZESTORETIC ..........ccuu..... 54
ZESTRIL .....oooovvviiiiinnn. 54
ZETIA. ..o 58
ZETONNA ....ccoooeviieeeeens 101
ZIAC ..o 54
ZIAGEN ......cooovvieeieeen 4
ZIANA . .....oooeeeeeee 61
zidovuding ..........ccceeeevnienenns 4
ZINACEF ......ccoovvveeenn. 6,7
ZINECARD (AS HCL)......... 14
ZIOPTAN (PF)...ccovvevveirnne 95
ziprasidone hcl...........c...c...... 49
ZIPSOR ....ccovvvieiieiieee. 37
ZIRGAN ....ccoovevieeeeeee, 94
ZITHROMAX ......coovvvverrenne. 7
ZITHROMAX TRI-PAK ....... 7
ZITHROMAX Z-PAK ........... 7
IMAX oo 7
ZOCOR.....ccovviiieeeeee 58
ZOFRAN (AS
HYDROCHLORIDE) ...... 79

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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ZOFRAN ODT........cccce.. 79 ZONEGRAN........cceevene. 25 ZYBAN ... 66

ZOHYDROER .................... 34 zonisamide............ccouveeennnn.. 25 ZYCLARA .....cooveveeeen. 59
zoledronic acid ..................... 75 ZONTIVITY .ovveeeeeeeee 56 ZYDELIG........cooovvveeeennnn. 21
zoledronic acid-mannitol-water ZORBTIVE .....ccoovvenn, 84 ZYFLO ..o, 101

.......................................... 66 ZORTRESS. ...l 21 ZYFLO CR.......ceuue.... 101
ZOLINZA.....oovveeeeeeenn 21 ZORVOLEX ....cccovvvvveenn. 37 ZYKADIA ......oooveveeeinn 21
zolmitriptan .........ccceeuveennnnee. 26 ZOSTAVAX (PF) ..o 87 ZYLET oo, 96
ZOLOFT....coooiiiiiiieeeecnnn 49 ZOSYN..oiiiiiieieeeeeeeeeee, 12 ZYLOPRIM......cccovvvevennn.. 87
zolpidem.......ccovevvveiieennnnnne, 49 ZOSYN IN DEXTROSE (ISO- ZYMAXID ...ooooveevieeeenn. 94
ZOLPIMIST ....ooovvieennn. 49 OSM)..ooooieeiieiie, 11,12 ZYPREXA.......oovvvvviien. 49
ZOMACTON. .....ccoovveeeeennnn. 84 zovia 1/35¢ (28).ccveeecvvrennenn. 93 ZYPREXA RELPREVYV ......49
ZOMETA ..o 75 zovia 1/50¢ (28).......ccveunenne. 93 ZYPREXA ZYDIS............... 49
ZOMIG......ccoviieeeieeaeeennen. 26 ZOVIRAX ....coovvvveeennnnn. 4,62 ZNTIGA ..o 21
ZOMIG ZMT .....cccouvvveen. 26 ZUBSOLV....cooovvviiiiieeeenn. 37 VA G40 ), GE R 10
ZONALON......coovvveeeeene. 59 ZUPLENZ .....ovvvveeeeaean. 79

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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 www.Express-Scripts.com.
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With Express Scripts Medicare, you will have access to over 68,000 network pharmacies nationally.
You may fill your prescriptions at a retail, home infusion, long-term care or Indian Health Service /
Tribal / Urban Indian Health Program (I/T/U) pharmacy, or through our convenient home delivery
service.

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 08/14/2015. For more recent information or other questions, please
contact Express Scripts Medicare 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. You can also visit us on the Web
at www.Express-Scripts.com.

Express Scripts Medicare (PDP) is a prescription drug plan with a Medicare contract.
Enrollment in Express Scripts Medicare depends on contract renewal.

© 2015 Express Scripts Holding Company. All Rights Reserved. Express Scripts and “E” Logo are
trademarks of Express Scripts Holding Company and/or its subsidiaries. Other trademarks are the
property of their respective owners.
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