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2018 Formulary (List of Covered Drugs)

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

Formulary ID Number: 18037, v7

This formulary was updated on 08/14/2017. 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 or Medco Containment Insurance Company of New York (for employer plans
domiciled in New York). When it refers to “plan” or “our plan,” it means Express Scripts Medicare.

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 14, 2017. 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, 2019. 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 estd 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 esta 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 2018, Express Scripts Medicare will not
discontinue or reduce coverage of the drug during the 2018 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 108. 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.

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

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

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

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

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

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

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

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

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:

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

Prescription drugs when used to promote fertility

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

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

Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,

which are considered Part D drugs)

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 108.

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:

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

e The drug tier for your drug. Each covered drug is in one of three drug tiers. Each tier may
have a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs
are included in each tier and shows how costs may change with each tier.



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

Drug Tiers
Tier Includes Helpful tips
Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing
Generic commonly prescribed generic amount.
Drugs drugs and may include other

low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred drugs.
Brand some generic drugs.
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
Drugs some generic drugs. if switching to a lower-cost generic or preferred

brand-name drug may be right for you.

If you qualify for Extra Help

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

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

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

If you have general questions about Medicare prescription drug coverage, please call Medicare at

1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call
1.877.486.2048. Or visit https://www.medicare.gov.

Vi



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

itraconazole 1 MO
ANTIFUNGAL AGENTS ketoconazole oral 1 MO
ABELCET 2 PA: MO LAMISIL ORAL 3 MO

TABLET
AMBISOME 2 PA; MO

MYCAMINE 2 MO
amphotericin b 3 PA; MO

NOXAFIL ORAL 2 MO
ANCOBON 3 MO -

nystatin oral 1 MO
CANCIDAS 2 PA; MO suspension
clotrimazole mucous 1 MO nystatin oral tablet 1 MO
membrane

ONMEL 3 MO; QL (30
CRESEMBA 2 per 30 days)
INTRAVENOUS

ORAVIG 2 MO
CRESEMBA ORAL 2 MO

SPORANOX ORAL 3 MO
DIFLUCAN 3 MO CAPSULE
ERAXIS(WATER 3 MO SPORANOX ORAL 2 MO
DILUENT) SOLUTION
Sluconazole 1 MO terbinafine hcl oral 1 MO
fluconazole in nacl 1 MO VFEND 3 MO
(iso-osm)
intravenous VFEND IV s MO
piggyback 200 voriconazole 1 MO
mg/100 ml

ANTIVIRALS
fluconazole in nacl 1 -
(is0-0sm) abacavir 1 MO
intravenous abacavir-lamivudine 1 MO
piggvback 400 :
mg/200 ml abagavnf- 1 MO

: lamivudine-

flucytosine 1 MO zidovudine
griseofulvin 1 MO acyclovir oral 1 MO
microsize capsule
griseofulvin 1 MO acyclovir oral 1 MO
ultramicrosize suspension 200 mg/5
GRIS-PEG 3 MO mi
(ULTRAMICROSIZ acyclovir oral tablet 1 MO
E)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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 sodium 3 PA; MO EMTRIVA 2 MO

intravenous solution entecavir 1 MO

adefovir L MO EPCLUSA 2 PA;MO;QL

amantadine hcl 1 MO (28 per 28

APTIVUS ORAL 2 MO days)

CAPSULE EPIVIR 3 MO

APTIVUS ORAL 2 EPIVIR HBV 2 MO

SOLUTION ORAL SOLUTION

ATRIPLA 2 MO EPIVIR HBV 3 MO

BARACLUDE 2 MO ORAL TABLET

ORAL SOLUTION EPZICOM 3 MO

BARACLUDE 3 MO EVOTAZ 3 MO

ORAL TABLET famciclovir 1 MO

cidofovir 1 PA; MO FLUMADINE 3 MO

COMBIVIR 3 MO ORAL TABLET

COMPLERA 2 MO FUZEON 2 MO

SUBCUTANEOUS

COPEGUS 3 MO RECON SOLN

giggl}/&Nzg(ﬁa}é 2 MO ganciclovir sodium 1 PA; MO

400 MG GENVOYA 2 MO

CYTOVENE 3 PA; MO HARVONI 2 PA; MO; QL

DAKLINZA 3 PA;MO; QL 5128 p)er 28
(28 per 28 ays
days) HEPSERA 3 MO

DESCOVY 2 MO INTELENCE 2 MO

didanosine oral 1 INVIRASE 2 MO

capsule,delayed

release(dr/ec) 125 ISENTRESS 2 MO

mg KALETRA ORAL 3 MO

didanosine oral 1 MO SOLUTION

capsule,delayed KALETRA ORAL 2 MO

release(dr/ec) 200 TABLET

mg, 250 mg, 400 mg lamivudine 1 MO

EDURANT 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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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
lamivudine- 1 MO REYATAZ ORAL 2 MO
zidovudine CAPSULE 150 MG,

LEXIVA ) MO 200 MG, 300 MG
lopinavir-ritonavir 1 MO REYATAZ ORAL 2 MO

POWDER IN
moderiba 1 MO PACKET
moderiba dose pack 1 MO ribasphere 1 MO
nevirapine 1 MO ribasphere ribapak 1
NORVIR > MO oral tablets,dose

pack 200 mg (7)-
ODEFSEY 2 MO 400 mg (7)
OLYSIO 3 PA; MO; QL ribasphere ribapak 1 MO

(28 per 28 oral tablets,dose
days) pack 400-400 mg

oseltamivir 1 MO (28)-mg (28), 600-

400 mg (28)-mg
PREZCOBIX 3 MO (28), 600-600 mg
PREZISTA ORAL 2 MO (28)-mg (28)
SUSPENSION ribavirin oral 1 MO
PREZISTA ORAL 2 MO capsule
TABLET 150 MG, ribavirin oral tablet 1 MO
600 MG, 75 MG, 200 mg
800 MG

rimantadine 1 MO
REBETOL ORAL 2 MO
SOLUTION SELZENTRY 2 MO

ORAL TABLET
RELENZA 2 MO

(28 per 28

RESCRIPTOR 2 MO days)
RETROVIR 2 MO stavudine oral 1 MO
RETROVIR ORAL 3 MO STRIBILD 2 MO
CAPSULE

SUSTIVA 2 MO
RETROVIR ORAL 3 MO

INTRAMUSCULA

R SOLUTION 50

MG/0.5 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TAMIFLU ORAL 3 MO VIRAMUNE 3 MO
CAPSULE VIRAMUNE XR 3 MO
TAMIFLU ORAL 2 MO
SUSPENSION FOR VIREAD 2 MO
RECONSTITUTIO ZEPATIER 2 PA; MO; QL
N (28 per 28
TECHNIVIE 3 PA;MO;QL days)
(56 per 28 ZERIT 3 MO
days) ZIAGEN ORAL 2 MO
TIVICAY 2 MO SOLUTION
TRIUMEQ 2 MO Z1IAGEN ORAL 3 MO
TRIZIVIR 3 MO TABLET
TRUVADA ) MO zidovudine 1 MO
ZOVIRAX ORAL 3 MO
TYBOST 3 MO CAPSULE
valacyclovir 1 Pﬁ); MO?,;()QL ZOVIRAX ORAL 3 MO
(30 per SUSPENSION
days)
ZOVIRAX ORAL 3 MO
VALCYTE S MO TABLET 800 MG
l iclovi 1 M
vaganciciovr © CEPHALOSPORINS
VALTREX 3 PA; MO; QL AVYCAZ 3 MO
(30 per 30
days) cefaclor oral capsule 1 MO
VEMLIDY 2 MO cefaclor oral 1 MO
VIDEX 2 GRAM 2 MO suspension for
reconstitution 125
PEDIATRIC mg/5 ml, 250 mg/5
VIDEX EC 3 MO ml
VIEKIRA PAK 3 PA; MO; QL cefaclor oral 1
(112 per 28 suspension for
days) reconstitution 375
VIEKIRA XR 3 PA;MO;QL  MgPmi
(84 per 28 cefaclor oral tablet 1 MO
days) extended release 12
VIRACEPT ORAL 2 MO hr
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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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
cefadroxil oral 1 MO CEFTIN ORAL 3 MO
capsule SUSPENSION FOR
cefadroxil oral 1 MO II\{IECONSTITUTIO
suspension for
reconstitution 250 ceftriaxone injection 1
mg/5 ml, 500 mg/5 recon soln 10 gram
ml ceftriaxone injection 1 MO
cefadroxil oral tablet 1 MO recon soln 250 mg,
cefazolin injection 1 MO 200 mg
recon soln 1 gram, ceftriaxone 1 MO
500 mg intravenous
cefazolin injection 1 cefuroxime axetil 1 MO
recon soln 10 gram oral tablet
cefdinir 1 MO cefuroxime sodium 1 MO

. injection recon soln

cefepime 1 MO 750 mg
cefixime ! MO cefuroxime sodium 1 MO
cefotaxime injection 1 intravenous recon
recon soln 1 gram, 2 soln 1.5 gram
gram, 500 mg cefuroxime sodium 1
cefotetan injection 1 intravenous recon
cefoxitin intravenous 1 MO soln 7.5 gram
recon soln 1 gram, 2 cephalexin 1 MO
sram FORTAZ 3
cefoxitin intravenous 1 INJECTION
recon soln 10 gram RECON SOLN 6
cefpodoxime 1 MO GRAM

: FORTAZ 3

[ 1 M
cefprozi 0 INTRAVENOUS

. ) M
ceftazidime injection o MAXIPIME 3 MO
recon soln 1 gram, 2 INJECTION
gram
ceftazidime injection 1 SUPRAX ORAL 3 MO
CAPSULE

recon soln 6 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

SUPRAX ORAL 3 MO clarithromycin 1 MO
SUSPENSION FOR
RECONSTITUTIO DIFICID L 1O
N 100 MG/5 ML, e.e.s. 400 oral tablet 1 MO
200 MG/5 ML EES.GRANULES 3 MO
SUPRAX ORAL 3
SUSPENSION FOR ERYPED 200 S MO
RECONSTITUTIO ERYPED 400 3 MO
N 500 MG/5 ML ery-tab oral 1 MO
SUPRAX ORAL 3 MO tablet,delayed
TABLET,CHEWAB release (dr/ec) 250
LE mg, 333 mg
TAZICEF 3 ERY-TAB ORAL 2 MO
INJECTION TABLET,DELAYE
RECON SOLN 1 D RELEASE
GRAM (DR/EC) 500 MG
TAZICEF 3 MO erythrocin (as 1 MO
INJECTION stearate) oral tablet
RECON SOLN 2 250 mg
GRAM, 6 GRAM ERYTHROCIN 2 MO
TEFLARO 3 MO INTRAVENOUS
ZERBAXA 3 RECON SOLN 500

MG
ZINACEF 3 .

erythromycin 1 MO
INJECTION ethylsuccinate oral
RECON SOLN 750 .
MG suspension for

reconstitution
ZINACEF 3 MO .

erythromycin 1 MO
INTRAVENOUS ethylsuccinate oral
RECON SOLN 1.5 rablet
GRAM

th ] [ 1 M

Zivacer ; o o °
INTRAVENOUS s (rle g)
RECON SOLN 7.5
GRAM erythromycin oral 1 MO

tablet
ERYTHROMYCINS / OTHER
MACROLIDES PCE 3 MO
azithromycin 1 MO ZITHROMAX 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
ZITHROMAX TRI- 3 MO CLEOCIN HCL 3 MO
PAK CLEOCIN IN 5 % 3 MO
ZITHROMAX Z- 3 MO DEXTROSE
PAK INTRAVENOUS
PIGGYBACK 300
ZMAX 3 MO MG/50 ML, 600
MISCELLANEOUS MG/50 ML
ANTIINFECTIVES CLEOCIN IN 5 % 3
ALBENZA 2 MO DEXTROSE
INTRAVENOUS
ALINIA E V' PIGGYBACK 900
amikacin injection 1 MO MG/50 ML
solution 500 mg/2 ml CLEOCIN 3 MO
atovaquone 1 MO INJECTION
atovaquone- 1 MO CLEOCIN 3 MO
proguanil PEDIATRIC
AZACTAM IN 3 clindamycin hcl 1 MO
DEXTROSE (I30- clindamycin in 5 % 1 MO
OSM) dextrose
aztreonam injection 1 MO clindamycin 1 MO
recon soln 1 gram o
pediatric
baciim ! clindamycin 1 MO
bacitracin 1 MO phosphate injection
intramuscular clindamycin 1 MO
BETHKIS 2 PA; MO; QL phosphate
(224 per 28 intravenous solution
days) 600 mg/4 ml
BILTRICIDE 2 MO COARTEM 2 MO
CAPASTAT 3 colistin 1 MO
CAYSTON ) MO: LA: QL (colistimethate na)
(84 per 28 CUBICIN 3 MO
days) DALVANCE 3 MO
chlmjamphemcol sod 1 dapsone 1 MO
succinate
t ] 1 M
chloroquine 1 MO daptomycin ©
phosphate DARAPRIM 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
DORIBAX 3 linezolid intravenous 1
INTRAVENOUS . .
RECON SOLN 500 linezolid oral 1 MO
MG MALARONE 3 MO
EMVERM 2 MO MALARONE 3 MO
ethambutol 1 MO PEDIATRIC
FLAGYL 3 MO mefloquine 1 MO
gentamicin in nacl 1 MO MEPRON = MO
(iso-osm) meropenem 1 MO
intravenous intravenous recon
piggyvback 100 soln 500 mg
m(lg/IOO ml, 80 mg/50 MERREM 3 MO
n INTRAVENOUS
gentamicin in nacl 1 RECON SOLN 500
(iso-osm) MG
intravenous . .
tronidazol 1 M

piggyback 60 mg/50 Z;C?O(ZIOZ)Z; em 0
ml, 80 mg/100 m!

.. metronidazole oral 1 MO
gentamicin injection 1 MO
solution 40 mg/ml MYAMBUTOL 3 MO

ORAL TABLET
gentamicin sulfate 1 MO
. 400 MG

(pf) intravenous
solution 100 mg/10 MYCOBUTIN 3 MO
ml NEBUPENT 2 PA:MO;QL
hydroxychloroquine 1 MO (1 per 28 days)
imipenem-cilastatin 1 MO neomycin 1 MO
INVANZ 3 MO ORBACTIV 3 MO
INJECTION paromomycin 3 MO
isoniazid injection 1 PASER 5 MO
isoniazid oral 1 MO PENTAM 3 MO
ivermectin 1 MO PLAQUENIL 3 MO
KITABIS PAK 3 MO polymyxin b sulfate 1 MO
LINCOCIN 3 MO PRIFTIN 2 MO
lincomycin ! PRIMAQUINE 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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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
PRIMAXIN IV 3 MO tobramycin sulfate 1 MO
pyrazinamide 1 MO injection solution
QUALAQUIN 3 MO TRECATOR 2 MO
quinine sulfate 1 MO TYGACIL . MO
. . XIFAXAN ORAL 2 MO; QL (9 per
rifabutin S MO TABLET 200 MG 30 days)
RIFADINORAL 3 MO XIFAXANORAL | 2 MO: QL ®
TABLET 550 MG per 30 days)
RIFAMATE 3 MO ZYVOX 3 MO
rifampin 1 MO INTRAVENOUS
PARENTERAL
RIFATER 3 MO
SOLUTION 600
SIRTURO 2 MO; LA MG/300 ML
SIVEXTRO 2 ZYVOX ORAL 3 MO
INTRAVENOUS
PENICILLINS
SIVEXTRO ORAL 3 MO
amoxicillin oral 1 MO
STREPTOMYCIN 2 MO capsule
STROMECTOL 3 MO amoxicillin oral 1 MO
SYNERCID o) suspension for
reconstitution
TIGECYCLINE 3
amoxicillin oral 1 MO
TINDAMAX ORAL 3 MO tablet
TABLET 500 MG
— amoxicillin oral 1 MO
tinidazole 1 MO tablet,chewable 125
TOBI 3 PA; MO; QL mg, 250 mg
(280 per 28 amoxicillin-pot 1 MO
days) clavulanate
TOBI PODHALER 2 MO; QL (224 ampicillin 1 MO
INHALATION per 28 days)
CAPSULE, ampicillin sodium 1 MO
W/INHALATION injection recon soln
DEVICE 1 gram, 10 gram,
125 mg
tobramycin in 0.225 1 PA; MO; QL
% nacl (280 per 28 ampicillin-sulbactam 1 MO
days) injection recon soln

1.5 gram, 3 gram

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

Tier /Limits Tier /Limits
ampicillin-sulbactam 1 PENICILLIN G 2 MO
injection recon soln POT IN
15 gram DEXTROSE

INTRAVENOUS
égﬁgl ENTIN 2 MO PIGGYBACK 3
SUSPENSION FOR ﬁiLLION UNIT/30
RECONSTITUTIO
N 125-31.25 MG/5 penicillin g 1 MO
ML potassium injection
BICILLIN C-R ) MO :;lclton soln 5 million
BICILLIN L-A 2 MO penicillin g procaine 1 MO
dicloxacillin 1 MO intramuscular
nafcillin injection 1 MO syringe 1.2 million
unit/2 ml
recon soln 1 gram,
10 gram penicillin g sodium 1 MO
oxacillin in 1 penicillin v 1 MO
dextrose(iso-osm) potassium
intravenous
. piperacillin- 1 MO
;’;zlggyback 1 gram/50 tazobactam
intravenous recon
oxacillin in 1 MO soln 3.375 gram, 4.5
dextrose(iso-osm) gram, 40.5 gram
intravenous
. UNASYN 3
]}Zlggyback 2 gram/50 INJECTION
RECON SOLN 15
oxacillin injection 1 GRAM
recon soln 10 gram UNASYN 3 MO
oxacillin injection 1 MO INJECTION
recon soln 2 gram RECON SOLN 3
PENICILLIN G 2 GRAM
POT IN ZOSYN IN 3
DEXTROSE DEXTROSE (ISO-
INTRAVENOUS OSM)
PIGGYBACK 2 INTRAVENOUS
MILLION UNIT/50 PIGGYBACK 2.25
ML 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 LEVAQUIN ORAL 3 MO
DEXTROSE (ISO- TABLET
OSM) .
levofloxacin in d5w 1 MO
INTRAVENOUS intravenous
PIGGYBACK 3.375 pigavback 500
GRAM/50 ML mg/100 ml, 750
ZOSYN 3 MO mg/150 ml
INTRAVENOUS ;
RECON SOLN 40.5 jevofloxacin .
GRAM
QUINOLONES levofloxacin oral 1 MO
. . 1 M
AVELOX 3 MO moxifloxacin oral o
MOXIFLOXACIN- 3
AVELOX IN NACL 3 MO SOD.ACE.SUL-
(ISO-OSMOTIC) WATER
CIPRO IN D5W 3 ofloxacin oral tablet 1
INTRAVENOUS 300 mg
PIGGYBACK 400
MG/200 ML ofloxacin oral tablet 1 MO
400 mg
CIPRO ORAL 3 MO
SUSPENSION,MIC SULFA'S / RELATED AGENTS
ROCAPSULE
BACTRIM 3 M
RECON ¢ 0
BACTRIM D M
CIPRO ORAL 3 MO ¢ 5 > 0
TABLET 250 MG, sulfadiazine S MO
500 MG sulfamethoxazole- 1 MO
ciprofloxacin 1 trimethoprim
ciprofloxacin 1 MO TETRACYCLINES
(mixture) demeclocycline 3 MO
ciprofloxacin hcl 1 MO DORYX MPC 3 ST: MO
oral ’
DORYX ORAL 3 ST; MO
ciprofloxacin in 5 % 1 MO TABLET.DELAYE ,
dextrose intravenous D RELE AiSE
piggyback 200 (DR/EC) 200 MG
mg/100 ml 50 MG ’
ciprofloxacin lactate 1 doxy-100 1 MO

intravenous solution
400 mg/40 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
doxycycline hyclate 1 MO SOLODYN ORAL 3 ST; MO
oral capsule TABLET
. EXTENDED
e | RELEASE 2411
o & 105 MG, 115 MG,
& 55 MG, 65 MG, 80
doxycycline hyclate 3 MO MG
oral tablet,delayed TARGADOX 3 ST; MO
release (dr/ec)
doxycycline 1 MO tetracycline 1 MO
monohydrate oral VIBRAMYCIN 3 ST; MO
capsule ORAL CAPSULE
doxycycline 1 MO 100 MG
monohydrate oral VIBRAMYCIN 3 MO
suspension for ORAL
reconstitution SUSPENSION FOR
doxycycline 1 MO RECONSTITUTIO
N
monohydrate oral
tablet VIBRAMYCIN 2 MO
MINOCIN ORAL 3 ST;MO ORAL SYRUP
CAPSULE 100 MG, URINARY TRACT AGENTS
S0 MG FURADANTIN 3
minocycline oral 1 MO HIPREX 3 MO
capsule
minocycline oral 1 MO MACROBID . MO
tablet MACRODANTIN 3 MO
minocycline oral 3 MO methenamine 1 MO
tablet extended hippurate
release 24 hr MONUROL 3 MO
morgidox oral 1 . .
capsule 50 mg nitrofurantoin 1 MO
] nitrofurantoin 1 MO
ORACEA 3 ST; MO macrocrystal
nitrofurantoin 1 MO
monohyd/m-cryst
PRIMSOL 3 MO
trimethoprim 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
VANCOMYCIN ZINECARD (AS 3 MO
HCL)
VANCOCIN S MO INTRAVENOUS
vancomycin 1 MO RECON SOLN 250
intravenous recon MG
;‘;Zjﬂ ! 233 ,’Zg’ 10 ANTINEOPLASTIC /

’ IMMUNOSUPPRESSANT DRUGS
vancomycin oral 1 MO .
capsule ABRAXANE 2 PA; MO

adriamycin 1 PA
ANTINEOPLASTIC / intravenous solution
IMMUNOSUPPRESSANT 20 mg/10 ml
DRUGS adrucil intravenous 1 PA; MO
ADJUNCTIVE AGENTS solution 500 mg/10
ml
dexrazoxane hcl 1
intravenous recon AFINITOR 2 PA; MO
soln 250 mg DISPERZ
ELITEK 2 MO AFINITOR ORAL 2 PA; MO; QL
TABLET 10 MG (60 per 30
FUSILEV 3 MO days)
KEPIVANCE 2 MO AFINITOR ORAL 2 PA;MO
leucovorin calcium 1 MO TABLET 2.5 MG, 5
injection recon soln MG, 7.5 MG
100 mg, 350 mg ALECENSA 2 PA;MO; QL
leucovorin calcium 1 MO (240 per 30
oral days)
levoleucovorin 1 ALIMTA 2 PA; MO
intravenous solution INTRAVENOUS
RECON SOLN 500
mesna 1 MO MG
MESNEX 3 MO ALKERAN 3 PA
INTRAVENOUS INTRAVENOUS
MESNEX ORAL - MO ALUNBRIG 3 PA;MO;QL
XGEVA 2 PA; MO (180 per 30
days)
anastrozole 1 MO
ARIMIDEX 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
AROMASIN 3 MO CAPRELSA ORAL 2 PA; MO; LA;
ARRANON ) PA TABLET 300 MG QL (30 per 30
days)
ASTAGRAF XL > PA; MO carboplatin 1 PA; MO
AVASTIN 2 PA; MO intravenous solution
azacitidine 1 PA; MO CASODEX 3 MO
AZASAN 3 PA; MO CELLCEPT 3 PA; MO
azathioprine 1 PA; MO CELLCEPT 2 PA; MO
azathioprine sodium 1 PA INTRAVENOUS
BAVENCIO 2 PA;MO;LA  Cisplatin 1 PAMO
BELEODAQ 2 PA: MO cladribine 1 PA; MO
bexarotene 1 MO clofarabine 1 PA
bicalutamide 1 MO CLOLAR 2 PA
BICNU 3 PA: MO COMETRIQ 2 PA; MO
bleomycin injection 1 PA; MO COSMEGEN > PA; MO
recon soln 30 unit COTELLIC 2 PA; MO; LA;
BOSULIF ORAL 2 PA;MO o (63 per 28
TABLET 100 MG ays)
BOSULIF ORAL 2 pA;MO;QL  CYCLOPHOSPHA 2 PA; MO
TABLET 500 MG (30 per 30 MIDE ORAL
days) CAPSULE

busulfan 1 PA cyclosporine 1 PA

intravenous
BUSULFEX 2 PA

cyclosporine 1 PA; MO
CABOMETYX 3 PA;MO;LA modified
CAMPTOSAR 3 PA; MO cyclosporine oral 1 PA; MO
INTRAVENOUS capsule
SOLUTION 100
MG/5 ML CYRAMZA 2 PA; MO
CAPRELSAORAL 2 PA;MO;LA;  @larabine I PAMO
TABLET 100 MG QL (90 per 30 cytarabine (pf) 1 PA; MO

days) injection solution 2
gram/20 ml (100
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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
dacarbazine 1 PA; MO epirubicin 1 PA; MO
intravenous recon intravenous solution
soln 200 mg 200 mg/100 ml
DACOGEN 3 PA; MO ERBITUX 2 PA; MO
] - INTRAVENOUS
DARZALEX 2 PA; MO; LA SOLUTION 100
daunorubicin 1 PA MG/50 ML
intravenous solution ERIVEDGE 2 PA: MO: QL
decitabine 1 PA; MO (30 per 30
docetaxel 1 PA; MO days)
intravenous solution ERWINAZE 2 PA; MO
80 mg/4 ml (20 '
mg/ml), 80 mg/8 ml ETOPOPHOS 3 PA; MO
(10 mg/ml) etoposide 1 PA; MO
DOXIL 3 PA: MO intravenous
doxorubicin 1 PA; MO exemestane 1 MO
intravenous solution FARESTON 2 MO
S0 mg/25 ml FARYDAK ORAL 3 PA;MO; QL
doxorubicin, peg- 1 PA; MO CAPSULE 10 MG (12 per 21
liposomal days)
DROXIA 2 MO FARYDAK ORAL 3 PA; MO; QL
ELIGARD 3 PA: MO CAPSULE 15 MG, (6 per 21 days)
20 MG
ELIGARD (3 3 PA; MO ]
MONTH) FASLODEX 2 PA; MO
ELIGARD (4 3 PA;MO FEMARA S MO
MONTH) FIRMAGON KIT W 2 PA; MO
ELIGARD (6 3 PA:MO ggﬁgg
MONTH)
ELLENCE 3 PA: MO ﬂudarabzne 1 PA; MO
INTRAVENOUS intravenous recon
SOLUTION 200 soln
MG/100 ML Sfluorouracil 1 PA; MO
intravenous solution
EMCYT 2 MO 2.5 gram/50 ml
EMPLICITI 3 PA; MO Nutamide ) MO
ENVARSUS XR 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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Drug Name Requirements Drug Name Drug Requirements
/Limits Tier /Limits
FOLOTYN PA; MO HYDREA 3 MO
INTRAVENOUS
SOLUTION 40 hydroxyurea 1 MO
MG/2 ML (20 IBRANCE 2 PA; MO; QL
MG/ML) (21 per 28
gemcitabine PA; MO days)
intravenous recon ICLUSIG ORAL 2 PA; QL (90
soln 1 gram TABLET 15 MG per 30 days)
GEMZAR PA; MO ICLUSIG ORAL 2 PA;MO;QL
INTRAVENOUS TABLET 45 MG (30 per 30
RECON SOLN 1 days)
GRAM IDAMYCIN PFS 3 PA;MO
gengraf PA; MO idarubicin 1 PA
GLOTREORAL— 2 EANOL ey ;o
51 per INTRAVENOUS
ays) RECON SOLN 1
GILOTRIF ORAL PA; MO; QL GRAM
TABLET 30 MG 840 per 30 ifosfamide 1 PA: MO
ays) intravenous recon
GILOTRIF ORAL PA; MO; QL soln 1 gram
TABLET 40 MG 5130 per 30 imatinib oral tablet 1 PA; MO
ays) 100 mg
lquig"]i(i O%Rl\l/?é PA; MO imatinib oral tablet 1 PA; MO; QL
400 mg (60 per 30
GLEEVEC ORAL PA; MO; QL days)
TABLET 400 MG 860 per 30 IMBRUVICA ) PA: MO: QL
ays) (120 per 30
GLEOSTINE MO days)
HALAVEN PA; MO IMFINZI 3 PA; MO; LA
HERCEPTIN PA; MO IMURAN 3 PA; MO
{{I\]IE%ROAI:IVggLOI\IIJE 0 INLYTA ORAL 2 PA;MO
MG TABLET 1 MG
INLYTA ORAL 2 PA;MO; QL
HEXALEN MO TABLET 5 MG (120 per 30
HYCAMTIN PA; MO days)
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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
IRESSA 2 PA; MO; QL LUPRON DEPOT 2 PA; MO
(30 per 30 (4 MONTH)
days) LUPRON DEPOT 2 PA;MO
irinotecan 1 PA; MO (6 MONTH)
oy s IS"Z””"” LUPRON DEPOT- 2 PA;MO
mgr m PED

ISTODAX 2 PA; MO INTRAMUSCULA
JAKAFI ORAL 2 PA;MO o L2 MG, 13
TABLET 10 MG, 15
MG, 20 MG, 5 MG LYNPARZA 2 PA; MO
JAKAFI ORAL 2 PA; MO; QL LYSODREN 2 MO
TABLET 25 MG 8621(})’ S[;er 30 MATULANE ) MO
JEVTANA 2 PA;MO MEGACE 3 PAMO
KADCYLA ) PA: MO MEGACE ES 3 PA; MO
INTRAVENOUS megestrol oral 3 PA; MO
RECON SOLN 100 suspension 400
MG mg/10 ml (40
KEYTRUDA 2 PA;MO mg/ml), 625 mg/3 mi
KISQALI 3 PA: MO megestrol oral tablet 3 PA; MO

: MEKINIST ORAL 2 PA;MO:;QL
KISQALI FEMARA 3 PA; MO ’ ’

’ TABLET 0.5 MG (120 per 30
CO-PACK days)
KYPROLIS 2 PAMO MEKINIST ORAL 2 PA;MO;QL
LARTRUVO 2 PA; MO; LA TABLET 2 MG (30 per 30
LENVIMA 2 PA;MO days)
letrozole 1 MO melphalan hcl 1 PA
LEUKERAN ) MO mercaptopurine 1 MO
leuprolide 1 PA: MO methotrexate sodium 1 PA; MO
subcutaneous kit methotrexate sodium 1 PA
LONSURF ) PA: MO (pf) injection recon

’ soln
LUPRON DEPOT 2 PA; MO methotrexate sodium 1 PA; MO
LUPRON DEPOT 2 PA; MO (pf) injection
(3 MONTH) 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.

17



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
mitomycin 1 PA; MO oxaliplatin 1 PA; MO
. ] intravenous solution
mitoxantrone 1 PA; MO 100 mg/20 mi
MUSTARGEN > PA; MO paclitaxel 1 PA; MO
mycophenolate 1 PA; MO PERJETA 5 PA; MO
mofetil
mycophenolate 1 PA POMALYST 2 MO; LA
mofetil hcl PROGRAF 2 PA; MO
mycophenolate 1 PA; MO INTRAVENOUS
sodium PROGRAF ORAL 3 PA; MO
MYFORTIC 3 PA; MO PURIXAN 2 MO
NEORAL 3 PA; MO RAPAMUNE 2 PA; MO
NEXAVAR 2 PA;MO;LA; ORALSOLUTION
QL (120 per30  RAPAMUNE 3 PA; MO
days) ORAL TABLET
NILANDRON 3 MO REVLIMID 2 PA; MO; LA
nilutamide 1 MO RITUXAN 2 PA; MO
NINLARO ORAL 2 PA; MO; QL RUBRACA ORAL 2 PA; MO; LA;
CAPSULE 2.3 MG (6 per 28 days)  TABLET 200 MG QL (180 per 30
NINLARO ORAL 2 PA;MO; QL days)
CAPSULE 3 MG (4 per 28 days)  RUBRACA ORAL 2 PA; MO; LA;
NINLARO ORAL ) PA; MO: QL TABLET 300 MG C?L (120 per 30
CAPSULE 4 MG (3 per 28 days) ays)
NIPENT 3 PA: MO RYDAPT 2 PA; MO
) SANDIMMUNE 3 PA; MO
NULOJIX 2 PA; MO INTRAVENOUS
;c]ter fgf)’jig;l aare . MO SANDIMMUNE 3 PA;MO
ORAL CAPSULE
ODOMZO 3 g‘f (1;400;;/;(;) SANDIMMUNE 2 PA;MO
P ORAL SOLUTION
days)
OPDIVO 2 PA; MO
INTRAVENOUS
SOLUTION 40
MG/4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SANDOSTATIN 3 MO SUTENT ORAL 2 PA;MO
INJECTION CAPSULE 12.5 MG
E/IOC%ESI\SI 0100 SUTENT ORAL 2 PA;MO; QL
’ CAPSULE 25 MG, (60 per 30
MCG/ML, 500 375 MG duye
MCG/ML : Y
awvosTaTN 3 o IO P moodr
LAR DEPOT o Sp)
INTRAMUSCULA y
R SYLVANT 2 PA;MO
SUSPENSION,EXT INTRAVENOUS
ENDED REL RECON SOLN 100
RECON MG
SIGNIFOR 2 MO SYNRIBO 2 PA;MO
SIGNIFOR LAR 3 MO TABLOID 2 MO
SIMULECT 2 PA; MO tacrolimus oral 1 PA; MO
gETC%‘%Vggfﬁzso TAFINLAR ORAL 2 PA;MO;QL
CAPSULE 50 MG (180 per 30
MG q
ays)

sirolimus 1 PAMO TAFINLAR ORAL 2 PA;MO: QL
SOLTAMOX 2 MO CAPSULE 75 MG (120 per 30
SOMATULINE 2 MO days)
DEPOT TAGRISSO ORAL 2 PA;MO; LA;
SPRYCEL ORAL 2 PA;MO TABLET 40 MG C?aL 5)60 per 30
TABLET 100 MG, Y
20 MG, 50 MG, 80 TAGRISSO ORAL 2 PA;MO; LA;
MG TABLET 80 MG QL (30 per 30
SPRYCEL ORAL 2 PA;MO; QL days)
TABLET 140 MG (30 per 30 tamoxifen 1 MO

days) TARCEVA ORAL 2 PA;MO
SPRYCEL ORAL 2 PA;MO;QL TABLET 100 MG,
TABLET 70 MG (60 per 30 25 MG

days) TARCEVA ORAL 2 PA;MO;QL
STIVARGA 2 PA;MO; QL TABLET 150 MG (30 per 30

(84 per 28 days)

days) TARGRETIN 3 MO

ORAL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
TARGRETIN 2 MO TREXALL 3 PA; MO
TOPICAL TRISENOX 2 PA:MO
e W e
QL (180 per 30
TASIGNA ORAL 2 PA; MO; QL days)
CAPSULE 200 MG Ejl 12 per 28 VECTIBIX ) PA: MO
ays) INTRAVENOUS

TAXOTERE 3 PA; MO SOLUTION 100
INTRAVENOUS MG/5 ML (20
SOLUTION 80 MG/ML)
MG/4 ML (20 }
MG/ML) VELCADE 2 PA; MO
TECENTRIQ ) PA; MO: LA VENCLEXTA 2 PA; MO; LA

VENCLEXTA 2 PA; MO; LA;
THALOMID 2 PAMO STARTING PACK QL (42 per 180
thiotepa 1 PA; MO days)
toposar 1 PA; MO VIDAZA 3 PA; MO
topotecan 1 PA vinblastine | PA; MO
intravenous recon intravenous solution
soln vincasar pfs 1 PA
TORISEL 2 PA; MO intravenous solution
TREANDA 2 PA;MO [ mg/ml
INTRAVENOUS vincristine 1 PA; MO
RECON SOLN 100 intravenous solution
MG 1 mg/ml
TRELSTAR 2 PA; MO vinorelbine 1 PA; MO
INTRAMUSCULA intravenous solution
R SUSPENSION 50 mg/5 ml
FOR ] ]
RECONSTITUTIO VOTRIENT < fé’OMg’;gL
N 11.25 MG, 3.75 i S)p
MG Y
TRELSTAR 2 PA;MO éﬁl%%)&l S()RO?JIG 2 PAMO
INTRAMUSCULA
R SYRINGE XALKORI ORAL 2 PA; MO; QL
retinoin 1 MO CAPSULE 250 MG 5120 sger 30
(chemotherapy) Y

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
XERMELO 2 PA; MO; LA; AUTONOMIC / CNS DRUGS,
anI; S()9° LR NEUROLOGY / PSYCH
(120 per 30 APTIOM 3 MO
days) BANZEL 2 MO
YERVOY 2 PA; MO BRIVIACT 3
INTRAVENOUS INTRAVENOUS
SOLUTION 50
MG/10 ML (5 BRIVIACT ORAL 3 MO
MG/ML) carbamazepine oral 1 MO
YONDELIS 2 PA; MO capsule, er
ZALTRAP ) PA: MO multiphase 12 hr
INTRAVENOUS carbamazepine oral 1 MO
SOLUTION 100 suspension 100 mg/5
MG/4 ML (25 ml
MG/ML) carbamazepine oral 1 MO
ZANOSAR 3 PA; MO tablet
ZEJULA 2 PA; MO; LA; carbamazepine oral 1 MO
QL (90 per 30 tablet extended
days) release 12 hr
ZELBORAF 2 PA; MO; QL carbamazepine oral 1 MO
(240 per 30 tablet,chewable
days)
CARBATROL 3 MO
ZOLINZA - MO CELONTINORAL 2 MO
ZORTRESS 2 PA; MO CAPSULE 300 MG
ZYDELIG 2 PA; MO; QL CEREBYX 3
(90 per 30 INJECTION
days) SOLUTION 500
ZYKADIA > pA;Mo;Qu  MOPEIOML
(150 per 30 clonazepam 1 PA; MO
days) DEPACON 3 MO
ZYTIGA ORAL 2 PA; MO; QL
TABLET 250 MG (120 per 30 DEPAKENE 3 MO
days) DEPAKOTE 3 MO
DEPAKOTE ER 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
DEPAKOTE 3 MO gabapentin oral 1 MO; QL (2160
SPRINKLES solution 250 mg/5 ml per 30 days)
DIASTAT 3 MO gabapentin oral 1 MO; QL (180
DIASTAT 3 MO tablet 600 mg per 30 days)
ACUDIAL gabapentin oral 1 MO; QL (135
DILANTIN 30 MG ) MO tablet 800 mg per 30 days)
DT 3 wo GTRLOIAL 2o
EXTENDED 100 MG ’
MG
DN 3 wo GATLORL 3o
INFATABS 50 MG MG ’
BDAIééI\SI{N'm 125 3 MO GRALISE 30-DAY 2 PA; MO; QL
STARTER PACK (78 per 180
divalproex 1 MO days)
epitol 1 MO GRALISE ORAL 2 PA; MO; QL
TABLET (30 per 30
EQUETRO 3 MO
Q EXTENDED days)
ethosuximide 1 MO RELEASE 24 HR
felbamate 1 MO 300 MG
FELBATOL 3 MO GRALISE ORAL 2 PA; MO; QL
: TABLET (90 per 30
Josphenytoin 1 MO EXTENDED days)
injection solution RELEASE 24 HR
100 mg pe/2 ml 600 MG
FYCOMPA ORAL 2 MO KEPPRA ORAL 3 MO
SUSPENSION
KEPPRA XR 3 MO
FYCOMPA ORAL 2 MO _
TABLET KLONOPIN 3 PA; MO
gabapentin oral 1 MO; QL (1080 LAMICTAL ODT 3 MO
capsule 100 mg per 30 days) LAMICTAL ORAL 3 MO
gabapentin oral 1 MO; QL (360 TABLET
capsule 300 mg per 30 days) LAMICTAL ORAL 3 MO
gabapentin oral 1 MO; QL (270 TABLET,
CHEWABLE
capsule 400 mg per 30 days)
DISPERSIBLE 25
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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Drug Name Drug Requirements Drug Name Requirements
Tier /Limits /Limits
LAMICTAL 3 MO levetiracetam MO
STARTER (BLUE) intravenous
KIT levetiracetam oral MO
LAMICTAL 3 MO solution 100 mg/ml
STARTER .
(GREEN) KIT levetiracetam oral MO
tablet
LAMICTAL > MO levetiracetam oral MO
STARTER tablet extended
(ORANGE) KIT release 24 hr
LAMICTAL XR S 1O LYRICA ORAL PA: MO: QL
LAMICTAL XR 3 MO CAPSULE 100 MG (180 per 30
STARTER (BLUE) days)
LAMICTAL XR 3 MO LYRICA ORAL PA; MO; QL
STARTER CAPSULE 150 MG (120 per 30
(GREEN) days)
LAMICTAL XR 3 MO LYRICA ORAL PA; MO; QL
STARTER CAPSULE 200 MG (90 per 30
(ORANGE) days)
lamotrigine oral 1 MO LYRICA ORAL PA; MO; QL
tablet CAPSULE 225 MG (81 per 30
lamotrigine oral 3 MO days)
tablet extended LYRICA ORAL PA; MO; QL
release 24hr CAPSULE 25 MG (720 per 30
lamotrigine oral 1 MO days)
tablet, chewable LYRICA ORAL PA; MO; QL
dispersible CAPSULE 300 MG (60 per 30
lamotrigine oral 3 MO days)
tablet,disintegrating LYRICA ORAL PA; MO; QL
. . CAPSULE 50 MG (360 per 30

levetiracetam in nacl 1

: . days)
(iso-0s) intravenous
piggyback 1,000 LYRICA ORAL PA; MO; QL
mg/100 ml, 1,500 CAPSULE 75 MG (240 per 30
mg/100 ml days)
levetiracetam in nacl 1 MO LYRICA ORAL PA; MO; QL
(iso-0s) intravenous SOLUTION (900 per 30
piggyback 500 days)
mg/100 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
MYSOLINE 3 MO phenytoin sodium 1 MO
NEURONTIN 3 PA;MO; QL extended
ORAL CAPSULE (1080 per 30 phenytoin sodium 1 MO
100 MG days) intravenous solution
NEURONTIN 3 PA; MO; QL primidone 1 MO
ORAL CAPSULE (360 per 30 ]
300 MG days) QUDEXY XR 3 PA; MO
NEURONTIN 3 PAMO;QL 7l ";5"0[ ;‘;b et I
ORAL CAPSULE (270 per 30 ’ & g
400 MG days) roweepra oral tablet 1 MO
NEURONTIN 3 pa:Mo.QL  0m8
ORAL SOLUTION (2160 per 30 SABRIL 2 MO; LA
days) SPRITAM 3 MO
NEURONTIN 3 PAMO QL rpGrprOLORAL 3 MO
ORAL TABLET (180 per 30 SUSPENSION
600 MG days)
TEGRETOL ORAL 3 M
NEURONTIN 3 PA; MO; QL T ABLETO ©
ORAL TABLET (135 per 30
800 MG days) TEGRETOL XR 3 MO
ONFI ORAL 2 PA; MO tiagabine 3 MO
SUSPENSION TOPAMAX 3 PA;MO
ONFI ORAL 2 PA; MO topiramate oral 1 PA; MO
E/I‘A(‘}BLET 10 MG, 20 capsule, sprinkle
) TOPIRAMATE 3 PA; MO
oxcarbazepine 1 MO ORAL
OXTELLAR XR 3 MO CAPSULE,SPRINK
L
PEGANONE 2 MO EER 24HR
topi t [ 1 PA; M
phenobarbital 1 PA; MO tZIZ;Zma cord ; MO
PHENYTEK - MO TRILEPTAL 3 MO
phenytoin oral I MO TROKENDI XR 3 PA;MO
suspension 125 mg/5 ’
ml valproate sodium 1 MO
phenytoin oral 1 MO valproic acid 1 MO

tablet,chewable

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
valproic acid (as 1 MO MIRAPEX ER 3 MO
ol > o
VIMPAT ) PARLODEL 3 MO
INTRAVENOUS pramipexole 1 MO
VIMPAT ORAL 2 MO rasagiline 1 MO
SOLUTION REQUIP 3 MO
}’%1; g ORAL Z MO REQUIP XL 3 MO
ZARONTIN 3 MO ropinirole 1 MO
ZONEGRAN ORAL 3 PA; MO RYTARY 3 MO
CAPSULE 100 MG, selegiline hcl 1 MO
25 MG SINEMET 3 MO
zonisamide 1 PA; MO SINEMET CR 3 MO
ANTIPARKINSONISM AGENTS STALEVO 100 3 MO
APOKYN 2 MO;LA STALEVO 125 3 MO
AZILECT S MO STALEVO 150 3 MO
benztropine injection 1 MO STALEVO 200 3 MO
benztropine oral 1 PA; MO STALEVO 50 3 MO
bromocriptine 3 MO STALEVO 75 3 MO
carbidopa I MO TASMAR ORAL 3 MO
carbidopa-levodopa 1 MO TABLET 100 MG
carbidopa-levodopa- 3 MO tolcapone 1 MO
entacapone ZELAPAR 3 MO
COGENTIN S VO MIGRAINE / CLUSTER HEADACHE
COMTAN 3 MO THERAPY
DUOPA 3 PA; MO almotriptan malate 1 MO; QL (24
ELDEPRYL 3 oral tablet 12.5 mg per 28 days)
o cnorivo o [0, 0t 5
LODOSYN > MO AMERGE 3 MO; QL (18
MIRAPEX 3 MO per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
AXERT ORAL 3 MO; QL (24 MIGRANAL 3 MO; QL (8 per
TABLET 12.5 MG per 28 days) 28 days)
AXERT ORAL 3 MO; QL (18 naratriptan 1 MO; QL (18
TABLET 6.25 MG per 28 days) per 28 days)
CAFERGOT 3 MO ONZETRA XSAIL 3 MO; QL (32
dihydroergotamine 1 MO per 28 days)
injection RELPAX 3 MO; QL (18
dihydroergotamine 1 MO; QL (8 per per 28 days)
nasal 28 days) rizatriptan 1 MO; QL (36
ergotamine-caffeine 1 MO per 28 days)
FROVA 3 MO: QL (27 sumatriptan nasal 1 MO; QL (18
or 58 days) spray,non-aerosol per 28 days)
P Y 20 mg/actuation
Jrovatriptan ! l\/i?ég(lfa(zsz sumatriptan nasal | MO; QL (36
P Y spray,non-aerosol 5 per 28 days)
IMITREX NASAL 3 MO; QL (18 mg/actuation
il])ERRAO%gI? ;\IO_ per 28 days) sumatriptan 1 MO; QL (18
MG/ACTUATION succinate oral per 28 days)
IMITREX NASAL 3 MO;QL@36  Sumatriptan I MO; QL (8 per
SPRAY,NON- per 28 days) succinate 28 days)
AEROSOL 5 Subcqtaneous
MG/ACTUATION cartridge
IMITREX ORAL 3 MO: QL (18 sumatriptan 1 MO; QL (8 per
or 58 days) succinate 28 days)
P Y subcutaneous pen
IMITREX 3 MO; QL (8 per injector
IS{E?EEOSE KIT 28 days) sumatriptan 1 MO; QL (8 per
succinate 28 days)
IMITREX 3 MO; QL (8 per  subcutaneous
SUBCUTANEOUS 28 days) solution
MAXALT 3 MO; QL (36 sumatriptan 1 MO; QL (8 per
per 28 days) succinate 28 days)
MAXALT-MLT 3 MO;QL(36  Subcutancous
per 28 days) syringe 6 mg/0.5 ml
. SUMAVEL 3 MO; QL (9 per
t 1 M ’
mserso © DOSEPRO 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TREXIMET ORAL 3 MO; QL (9 per  donepezil oral tablet 3 MO
TABLET 10-60 MG 28 days) 23 mg
TREXIMET ORAL 3 MO; QL (18 donepezil oral 1 MO
TABLET 85-500 per 28 days) tablet,disintegrating
MG EXELON 3 MO
ZEMBRACE 3 MO; QL (8 per TRANSDERMAL
SYMTOUCH 28 days) EXONDYS 51 3 PA;MO
zolmitriptan 1 MO; QL (18 .
per 28 days) galantamine 1 MO
ZOMIG 3 MO: QL (18 GILENYA 2 PA; MO
per 28 days) glatopa 1 PA; MO; QL
ZOMIG ZMT 3 MO;QL(18 3330 Sp)er 30
per 28 days) Y
HORIZANT ORAL 3 PA; MO; QL
MISCELLANEOUS TABLET (30 per 30
NEUROLOGICAL THERAPY EXTENDED days)
AMPYRA 2 PA; MO; LA RELEASE 300 MG
ARICEPT 3 MO HORIZANT ORAL 3 PA; MO; QL
_ TABLET (60 per 30
AUSTEDO ORAL 3 PA; MO; LA; RELEASE 600 MG
TABLET 12 MG, 9 QL (120 per 30 INGREZZA 3 PA: MO: LA:
MG days) QL (60 per 30
AUSTEDO ORAL 3 PA; MO; LA, days)
ays
memantine oral 1 PA; MO
COPAXONE 3 PA; MO; QL solution
SUBCUTANEOUS (30 per 30
SYRINGE 20 days) memantine oral 1 PA; MO
MG/ML tablet
COPAXONE 2 PA; MO; QL MEMANTINE 3 PA; MO
SUBCUTANEOUS (12 per 28 ORAL
SYRINGE 40 days) TABLETS,DOSE
MG/ML PACK
donepezil oral tablet 1 MO NAMENDA 3 PA; MO
10 mg, 5 mg NAMENDA 3 PA; MO
TITRATION PAK

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
NAMENDA XR 2 PA; MO FEXMID 3 PA; MO
NAMZARIC 2 PA; MO GABLOFEN 3 PA; MO
INTRATHECAL
NUEDEXTA 2 MO SOLUTION 40,000
RAZADYNE ER 3 MO MCG/20ML (2,000
RAZADYNEORAL 3 MO MCG/ML)
TABLET LIORESAL 2 PA; MO
rivastigmine 1 MO INTRATHECAL
SOLUTION 2,000
rivastigmine tartrate 1 MO MCG/ML, 500
TECFIDERA 2 PA:MO:;LA  MCGML
tetrabenazine oral 1 PA; MO; QL LIORESAL 2 PA
tablet 12.5 mg (240 per 30 INTRATHECAL
days) SOLUTION 50
MCG/ML
tetrabenazine oral 1 PA; MO; QL
tablet 25 mg (120 per 30 MESTINON ORAL 2 MO
days) SYRUP
TYSABRI 2 PA;MO; LA MESTINONORAL =3 MO
TABLET
XENAZINE ORAL 3 PA;MO; LA;
TABLET 12.5 MG QL (240 per30  MESTINON S VO
days) TIMESPAN
XENAZINE ORAL 3 PA;MO;LA;  Pyridostigmine 1 MO
TABLET 25 MG QL (120 per 30  bromide
days) tizanidine 1 MO
ZINBRYTA 3 PA; MO; LA; ZANAFLEX 3 MO
QL (1 per 28
days) NARCOTIC ANALGESICS
MUSCLE RELAXANTS / ABSTRAL 3 PI‘;;OMO;;gL
ANTISPASMODIC THERAPY Elays)per
baclofen ! MO acetaminophen- 1 PA; MO; QL
cyclobenzaprine oral 3 PA; MO codeine oral solution (4500 per 30
tablet 120-12 mg/5 ml days)
DANTRIUM ORAL 3 MO acetaminophen- 1 PA; MO; QL
CAPSULE 25 MG, codeine oral tablet (360 per 30
50 MG 300-15 mg, 300-30 days)
dantrolene 1 MO me

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
acetaminophen- 1 PA; MO; QL DILAUDID ORAL 3 PA; MO; QL
codeine oral tablet (180 per 30 TABLET (180 per 30
300-60 mg days) days)
ACTIQ 3 PA; MO; QL DOLOPHINE 3 PA; MO; QL
(120 per 30 ORAL TABLET 10 (120 per 30
days) MG days)
BELBUCA 3 PA; MO; QL DOLOPHINE 3 PA; MO; QL
(60 per 30 ORAL TABLET 5 (240 per 30
days) MG days)
BUPRENEX 3 MO; QL (266 DURAGESIC 3 PA; MO; QL
per 30 days) (10 per 30
buprenorphine hcl 1 MO; QL (266 days)
injection solution per 30 days) duramorph (pf) 1 MO; QL (4000
buprenorphine hel ] QL (266 per 30 injection solution 0.5 per 30 days)
injection syringe days) mg/ml
buprenorphine hcl 1 MO; QL (100 dur az;torp & I(p{? ] ! 3QOL d(2000 per
sublingual tablet 2 per 30 days) wyection sotution ays)
mg mg/ml
. EMBEDA ORAL 3 PA; MO; QL
buprenorphine hcl 1 MO; QL (25 > >
suglingucﬁ tablet 8 per 3(()2 dagls) CAPSULE,ORAL (90 per 30
" ONLY.EXT.REL days)
& PELL
?gﬁgﬁgg/ﬁﬁj}a 3 g?élaQ]g)(ét pet endocet oral tablet 1 PA; MO; QL
PATCH WEEKLY y 10-325 mg, 5-325 (360 per 30
10 MCG/HOUR, 15 mg, 7.5-325 mg days)
MCG/HOUR, 20 EXALGO ER 3 PA; MO; QL
MCG/HOUR, 5 (60 per 30
MCG/HOUR days)
BUTRANS 2 PA; MO; QL fentanyl citrate 1 PA; MO; QL
(4 per 28 days) (120 per 30
codeine sulfate oral 1 PA; MO; QL days)
tablet (180 per 30 fentanyl transdermal 1 PA; MO; QL
days) patch 72 hour 100 (10 per 30
DILAUDID ORAL 3 PA;MO;QL meg/hr, 12 meg/hr, days)
p ’ 25 meg/hr, 50
LIQUID (2400 per 30
days) mcg/hr, 75 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
FENTANYL 3 PA; MO; QL hydromorphone oral 1 PA; MO; QL
TRANSDERMAL (10 per 30 tablet extended (60 per 30
PATCH 72 HOUR days) release 24 hr days)
37.5 MCG/HOUR, ] ]
62.5 MCG/HOUR, HYSINGLA ER 3 561?)’ l\élr%’OQL
87.5 MCG/HOUR P
days)
FENTORA > PS;()MO;3%L IBUDONE ORAL 3 PA;MO; QL
g )per TABLET 10-200 (50 per 30
ays MG days)
HYCET S PA;3Q0121(5550 ibuprofen-oxycodone 1 PA; MO; QL
per ays) (28 per 30
hydrocodone- 1 PA; MO; QL days)
aclet?mzn70p5h§§5oral 515550 per 30 KADIAN ORAL 3 PA: MO: QL
50 ’}‘1’5‘”” ;7 ays) CAPSULE,EXTEN (90 per 30
e m D.RELEASE days)
hydrocodone- 1 PA; MO; QL PELLETS 10 MG,
acetaminophen oral (360 per 30 100 MG, 20 MG,
tablet 10-300 mg, days) 200 MG, 30 MG, 40
10-325 mg, 2.5-325 MG, 50 MG, 60
mg, 5-300 mg, 5-325 MG, 80 MG
s 7.3-300 mg, 7.5- LAZANDANASAL 3  PA; MO; QL
me SPRAY,NON- (45 per 30
hydrocodone- 1 PA; MO; QL AEROSOL 100 days)
ibuprofen oral tablet (50 per 30 MCG/SPRAY
! 0'2% ”;%05 -200 days) LAZANDANASAL 3  PA:QL (23
me, 17U mE SPRAY,NON- per 30 days)
hydromorphone (pf) 1 MO; QL (240 AEROSOL 300
per 30 days) MCG/SPRAY
hydromorphone 1 QL (1200 per LAZANDA NASAL 3 PA; MO; QL
injection syringe 2 30 days) SPRAY,NON- (30 per 30
mg/ml AEROSOL 400 days)
hydromorphone oral 1 PA; MO; QL MCG/SPRAY
liquid (2400 per 30 levorphanol tartrate 1 PA; MO; QL
days) (120 per 30
hydromorphone oral 1 PA; MO; QL days)
tablet (180 per 30 lorcet (hydrocodone) 1 PA; QL (360
days) per 30 days)

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

30



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
lorcet hd 1 PA; QL (360 morphine 1 QL (500 per 30
per 30 days) intravenous syringe days)
lorcet plus oral 1 PA; QL (360 4 mg/ml
tablet 7.5-325 mg per 30 days) MORPHINE 3 QL (250 per 30
lortab 10-325 I PA;QL(360  NTRAVENOUS days)
er 30 days) SYRINGE 8
b MG/ML
lortab 5-325 ! P?r;3Q0121&(13S)0 morphine oral 1 PA; MO; QL
P Y capsule, er (60 per 30
lortab 7.5-325 1 PA; QL (360 multiphase 24 hr days)
per 30 days) morphine oral 1 PA; MO; QL
methadone injection 1 QL (150 per 30 capsule,extend.relea (90 per 30
solution days) se pellets days)
methadone oral 1 PA; MO; QL morphine oral 1 PA; MO; QL
solution 10 mg/5 ml (600 per 30 solution (900 per 30
days) days)
methadone oral 1 PA; MO; QL morphine oral tablet 1 PA; MO; QL
solution 5 mg/5 ml (1200 per 30 (180 per 30
days) days)
methadone oral 1 PA; MO; QL morphine oral tablet 1 PA; MO; QL
tablet 10 mg (120 per 30 extended release 100 (60 per 30
days) mg days)
methadone oral 1 PA; MO; QL morphine oral tablet 1 PA; MO; QL
tablet 5 mg (240 per 30 extended release 15 (120 per 30
days) mg, 200 mg, 30 mg, days)
morphine 1 PA; MO; QL 60 mg
concentrate oral (900 per 30 MS CONTIN 3 PA; MO; QL
solution days) (120 per 30
MORPHINE 3 QL (200 per 30 days)
INTRAVENOUS days) NORCO 3 PA; MO; QL
SYRINGE 10 (360 per 30
MG/ML days)
morphine 1 QL (1000 per OPANA ER ORAL 3 PA; MO; QL
intravenous syringe 30 days) TABLET,ORAL (90 per 30
2 mg/ml ONLY,EXT.REL.12 days)
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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
OPANA ORAL 3 PA; MO; QL oxycodone- 1 PA; QL (1860
TABLET 10 MG (360 per 30 acetaminophen oral per 30 days)
days) solution
OPANA ORAL 3 PA; MO; QL oxycodone- 1 PA; MO; QL
TABLET 5 MG (180 per 30 acetaminophen oral (360 per 30
days) tablet 10-325 mg, days)
oxycodone oral | PA; MO; QL 2. 5_372§ ?2‘% J-325
capsule (360 per 30 Mg, 107540 M
days) oxycodone-aspirin 1 PA; MO; QL
oxycodone oral 1 PA; MO; QL 513 60)per 30
concentrate (180 per 30 ays
days) OXYCONTIN 2 PA; MO; QL
] ] ORAL (90 per 30
ooeedoncoral 1 PAMOOL minirronaL e
days) ONLY.EXT.REL.12
Y HR 10 MG, 15 MG,
oxycodone oral 1 PA; MO; QL 20 MG, 30 MG, 40
tablet 10 mg, 15 mg, (180 per 30 MG, 60 MG
20 mg, 30 mg days) OXYCONTIN 2 PA;MO; QL
oxycodone oral 1 PA; MO; QL ORAL (60 per 30
tablet 5 mg (360 per 30 TABLET,ORAL days)
days) ONLY,EXT.REL.12
OXYCODONE 3 pAa;MO:QL  HRB8OMG
ORAL (90 per 30 oxymorphone oral 1 PA; MO; QL
TABLET,ORAL days) tablet 10 mg (360 per 30
ONLY.EXT.REL.12 days)
4H($ Nll(()}MG’ 20 MG, oxymorphone oral 1 PA; MO; QL
tablet 5 mg (180 per 30
OXYCODONE 3 PA; QL (90 days)
IQEI?II:ET ORAL per 30 days) oxymorphone oral 1 PA; MO; QL
ONLY E)’(T REL.12 tablet extended (90 per 30
HR 15 MG, 30 MG, release 12 hr days)
60 MG PERCOCET ORAL 3 PA; MO; QL
OXYCODONE 3 PA: MO: QL TABLET 10-325 (360 per 30
MG, 2.5-325 MG, 5- days)
ORAL (60 per 30 395 MG. 7.5-325
TABLET,ORAL days) MG >
ONLY.EXT.REL.12
HR 80 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Requirements Drug Name Drug Requirements
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PRIMLEV PA; MO; QL XODOL 5/300 3 PA; MO; QL
(360 per 30 (360 per 30
days) days)
ROXICODONE PA; MO; QL XODOL 7.5/300 3 PA; MO; QL
ORAL TABLET 15 (180 per 30 (360 per 30
MG, 30 MG days) days)
ROXICODONE PA; QL (360 XTAMPZA ER 3 PA; MO; QL
ORAL TABLET 5 per 30 days) (90 per 30
MG days)
SUBSYS PA; MO; QL zamicet 1 PA; QL (5550
(120 per 30 per 30 days)
days) ZOHYDRO ER 3 PA;MO; QL
SYNALGOS-DC PA; MO; QL ORAL CAPSULE, (90 per 30
(300 per 30 ORAL ONLY, ER days)
days) 12HR
TREZIX ORAL PA; MO; QL NON-NARCOTIC ANALGESICS
CAPSULE 320.5- (300 per 30 ]
30-16 MG days) ANAPROX DS 3 ST; MO
TYLENOL- PA: MO: QL ARTHROTEC 50 3 ST; MO
CODEINE #3 (360 per 30 ARTHROTEC 75 3 ST; MO
days) BUNAVAIL 3 MO; QL (30
TYLENOL- PA; MO; QL BUCCAL FILM per 30 days)
CODEINE #4 (180 per 30 2.1-0.3 MG
days) BUNAVAIL 3 MO:; QL (60
vicodin PA; MO; QL BUCCAL FILM per 30 days)
(360 per 30 4.2-0.7 MG, 6.3-1
days) MG
vicodin es PA; MO; QL buprenorphine- 1 MO; QL (360
(360 per 30 naloxone sublingual per 30 days)
days) tablet 2-0.5 mg
vicodin hp PA; MO; QL buprenorphine- 1 MO; QL (90
(360 per 30 naloxone sublingual per 30 days)
days) tablet 8-2 mg
XODOL 10/300 PA; MO; QL butorphanol tartrate 1 MO; QL (857
(360 per 30 injection solution 1 per 30 days)
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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
butorphanol tartrate 1 MO; QL (428 fenoprofen oral 1 MO
injection solution 2 per 30 days) tablet
mg/ml FLECTOR 3 PA;MO; QL
butorphanol tartrate 1 MO; QL (10 (60 per 30
nasal per 28 days) days)
CAMBIA 3 ST; MO; QL Sflurbiprofen 1 MO
(© per 30 days) ibuprofen oral 1 MO
CELEBREX 3 MO suspension
celecoxib 1 MO ibuprofen oral tablet 1 MO
CONZIP 3 pa:MO.QL  f00mg 600 mg, 800
(30 per 30 me
days) ketoprofen oral 1 MO
DAYPRO 3 ST;MO capsule
diclofenac potassium 1 MO ketoprofen oral ! MO
capsule,ext rel.
diclofenac sodium 1 MO pellets 24 hr 200 mg
oral LODINE ORAL 3 ST
diclofenac sodium 1 MO; QL (300 TABLET
topical drops per 28 days) meclofenamate 1 MO
diclofenac sodium 1 MO; QL (1000 .
topical gel 1 % per 28 days) mefenamic acid ! MO
diclofenac- ) MO meloxicam oral 1 MO
misoprostol tablet 15 mg
. meloxicam oral 1 MO; QL (30
diftunisal S VO tablet 7.5 mg per 30 days)
DUEXIS 3 SLMO MOBIC ORAL 3 ST;MO
EC-NAPROSYN 3 ST; MO TABLET 15 MG
etodolac 1 MO MOBIC ORAL 3 ST; MO; QL
EVZIO 3 MO QL (038 TABLET 7.5 MG (30 per 30
per 30 days) days)
FELDENE 3 ST: MO nabumetone 1 MO
FENOPROFEN 3 ST: MO nalbuphine injection 1 MO; QL (200
ORAL CAPSULE ’ solution 10 mg/ml per 30 days)
400 MG nalbuphine injection 1 MO; QL (100
solution 20 mg/ml 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
naloxone injection 1 MO PENNSAID 3 ST; MO; QL
solution TOPICAL (224 per 28
o SOLUTION IN days)
Z“rl;xoeni e e/";’;’” . 10 METERED-DOSE
Jringe L me PUMP
naltrexone 1 MO piroxicam 1 MO
NAPRELAN CR 3 ST; MO PONSTEL 3 ST: MO
?ﬁgig,? Z(I;i) ?/IR(?L 3 ST; MO SUBOXONE 2 MO; QL (60
SUBLINGUAL per 30 days)
naproxen 1 MO FILM 12-3 MG
naproxen sodium 1 MO SUBOXONE 2 MO; QL (360
oral tablet 275 mg, SUBLINGUAL per 30 days)
550 mg FILM 2-0.5 MG
naproxen sodium 1 MO SUBOXONE 2 MO; QL (90
oral tablet, er SUBLINGUAL per 30 days)
multiphase 24 hr FILM 4-1 MG, 8-2
NARCAN NASAL 2 MO;QLQ2per MG
SPRAY,NON- 28 days) sulindac 1 MO
AEROSOL 4
MG/ACTUATION TIVORBEX 3 ST; MO; QL
(90 per 30
NUCYNTA ER 3 PA; MO; QL days)
(60 per 30 tolmetin oral capsule 1 MO
days)
NUCYNTA ORAL 3 PA: MO: QL goolgietm oral tablet 1 MO
TABLET 100 MG (181 per 30 e
days) TRAMADOL 3 PA; MO; QL
NUCYNTA ORAL 3 PA;MO;QL  ORAL (30 per 30
TABLET 50 MG (362 per 30 CAPSULE,ER days)
days) BIPHASE 24 HR
Y 17-83
I;IE]SITSTT% (K/IR(?L 3 fﬁ%gg% TRAMADOL 3 PA;MO; QL
days) ORAL (30 per 30
Y CAPSULE,ER days)
oxaprozin 1 MO BIPHASE 24 HR
25-75 100 MG, 200
MG
tramadol oral tablet 1 MO; QL (240
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
tramadol oral tablet 1 PA; MO; QL ABILIFY 2 MO
extended release 24 (30 per 30 MAINTENA
hr 100 mg, 200 mg days) ABILIFY ORAL 3 MO; QL (90
tramadol oral tablet, 1 PA; MO; QL TABLET 10 MG per 30 days)
zzzultzphase 24 hr 5130 per 30 ABILIFY ORAL 3 MO: QL (60
mg ays) TABLET 15 MG, 20 per 30 days)
tramadol- 1 MO; QL (240 MG
acetaminophen per 30 days) ABILIFY ORAL 3 MO: QL (450
ULTRACET 3 MO;QL(240  TABLET2MG per 30 days)
per 30 days) ABILIFY ORAL 3 MO; QL (30
ULTRAM 3 MO; QL (240 TABLET 30 MG per 30 days)
per 30 days) ABILIFY ORAL 3 MO; QL (180
VIMOVO 3 ST; MO TABLET 5 MG per 30 days)
VIVITROL 3 MO ADDERALL ORAL 3 MO
VIVLODEXORAL 3  ST; MO epLE 20 MG, >
CAPSULE 10 MG >
VIVLODEX ORAL 3  ST:M0;QL  ADPDERALL XR S MO
CAPSULE 5 MG (30 per 30 ADZENYS XR- 3 MO
days) ODT
VOLTAREN GEL 2 MO; QL (1000 AMBIEN 3 ST; MO; QL
TOPICAL GEL 1 % per 28 days) (30 per 30
ZIPSOR 3 ST;MO days)
ZORVOLEX - ST: MO AMBIEN CR 3 ST; MO; QL
(30 per 30
ZUBSOLV 2 MO; QL (30 days)
?XBBII:E\,}GOU;A; 5 18 per 30 days) amitriptyline 1 PA; MO
MG, 1.4-0.36 M@, amoxapine 1 MO
11.4-2.9 MG, 2.9- :
0.71 MG, 5.7-1.4 ANAFRANIL 3 PA; MO
MG APLENZIN ORAL 3 MO; QL (90
ZUBSOLV 2 MO;QL (60 TABLET per 30 days)
EXTENDED
SUBLINGUAL per 30 days)
TABLET 8.6-2.1 RELEASE 24 HR
e 174 MG

MG

PSYCHOTHERAPEUTIC DRUGS

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

APLENZIN ORAL 3 MO; QL (60 ARISTADA 2 MO
TABLET per 30 days) INTRAMUSCULA
EXTENDED R
RELEASE 24 HR SUSPENSION,EXT
348 MG ENDED REL
APLENZINORAL 3  MO;QL(30  SYRING44l

MG/1.6 ML, 662
TABLET per 30 days)

MG/2.4 ML, 882
EXTENDED MG/3.2 ML
RELEASE 24 HR i
522 MG armodafinil 3 PA; MO
APTENSIO XR 3 MO ATIVAN ORAL 3 PA; MO
aripiprazole oral 1 MO; QL (90 atomoxetine | MO
tablet 10 mg per 30 days) BELSOMRA 3 ST: MO: QL
aripiprazole oral 1 MO; QL (60 (30 per 30
tablet 15 mg, 20 mg per 30 days) days)
aripiprazole oral 1 MO; QL (450 BRISDELLE 3 MO; QL (30
tablet 2 mg per 30 days) per 30 days)
aripiprazole oral 1 MO; QL (30 bupropion hcl oral | MO
tablet 30 mg per 30 days) tablet
aripiprazole oral 1 MO; QL (180 bupropion hcl oral | MO; QL (120
tablet 5 mg per 30 days) tablet extended per 30 days)
aripiprazole oral 1 MO; QL (90 release 12 hr 100 mg
tablet,disintegrating per 30 days) bupropion hcl oral 1 MO; QL (90
10 mg tablet extended per 30 days)
aripiprazole oral 1 MO; QL (60 release 12 hr 150 mg
tablet,disintegrating per 30 days) bupropion hcl oral 1 MO; QL (60
15 mg tablet extended per 30 days)
ARISTADA ) release 12 hr 200 mg
INTRAMUSCULA bupropion hcl oral 1 MO; QL (90
R tablet extended per 30 days)
SUSPENSION,EXT release 24 hr 150 mg
ENDED REL bupropion hcl oral 1 MO; QL (60
SYRING 1,064
MG/3.9 ML tablet extended per 30 days)

i release 24 hr 300 mg
buspirone 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
CELEXA ORAL 3 MO; QL (120 CYMBALTA 3 MO; QL (180
TABLET 10 MG per 30 days) ORAL per 30 days)
CELEXA ORAL 3 MO;QL(6o  APSULEDELAY
TABLET 20 MG per 30 days) RELEASE(DR/EC)
CELEXA ORAL 3 MO; QL (30 20 MG
TABLET 40 MG per 30 days) CYMBALTA 3 MO: QL (120
chlorpromazine 1 MO ORAL per 30 days)
citalopram oral 1 MO SSPSULE’DELAY
solution RELEASE(DR/EC)
citalopram oral 1 MO; QL (120 30 MG
tablet 10 30d
ablet [0 mg per 30 days) CYMBALTA 3 MO; QL (60
citalopram oral 1 MO; QL (60 ORAL per 30 days)
tablet 20 mg per 30 days) CAPSULE,DELAY
citalopram oral 1 MO; QL (30 ED
tablet 40 mg per30days) ~ RELEASE(DR/EC)
60 MG
clomipramine 3 PA; MO
DAYTRANA 3 MO
clonidine hcl oral 1 MO - )
tablet extended desipramine 1 MO
release 12 hr DESOXYN 3 PA; MO
clorazepate 1 PA; MO DESVENLAFAXIN 3 MO; QL (120
dipotassium E ORAL TABLET per 30 days)
clozapine oral tablet 1 MO EXTENDED
RELEASE 24 HR
clozapine oral 1 100 MG
tablet,disintegrating '
100 mg, 12.5 mg, 25 DESVENLAFAXIN 3 MO; QL (240
mg E ORAL TABLET per 30 days)
EXTENDED
CLOZAPINE 3 RELEASE 24 HR
ORAL 50 MG
TABLET,DISINTE -
GRATING 150 MG, desv?nlafaxme 1 MO; QL (120
200 MG succinate oral tablet per 30 days)
extended release 24
CLOZARIL 3 MO hr 100 mg
CONCERTA 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
desvenlafaxine 1 MO; QL (480 EFFEXOR XR 3 MO; QL (60
succinate oral tablet per 30 days) ORAL per 30 days)
extended release 24 CAPSULE,EXTEN
hr 25 mg DED RELEASE
desvenlafaxine 1 MO; QL (240 24HR 150 MG
succinate oral tablet per 30 days) EFFEXOR XR 3 MO; QL (180
extended release 24 ORAL per 30 days)
hr 50 mg CAPSULE,EXTEN
DEXEDRINE 3 MO IZDAFPII)R%%IEEQEE
SPANSULE i
. EFFEXOR XR 3 MO; QL (90
dexmethylphenidate 1 MO ORAL per 30 days)
dextroamphetamine 1 MO CAPSULE,EXTEN
oral capsule, DED RELEASE
extended release 24HR 75 MG
dextroamphetamine 1 MO EMSAM 2 MO
oral tablet ergoloid 3 MO
dextroamp ﬁetamzne- ! MO escitalopram oxalate | MO
amphetamine .
oral solution
diazepam intensol ! PA; MO escitalopram oxalate 1 MO; QL (60
diazepam oral 1 PA; MO oral tablet 10 mg per 30 days)
L;?l;itl%; lj mg/3 ml escitalopram oxalate 1 MO; QL (30
& oral tablet 20 mg per 30 days)
diazepam oral tablet ! PA; MO escitalopram oxalate 1 MO; QL (120
doxepin oral 3 PA; MO oral tablet 5 mg per 30 days)
duloxetine oral 1 MO; QL (180 eszopiclone 3 ST; MO; QL
capsule,delayed per 30 days) (30 per 30
release(dr/ec) 20 mg days)
duloxetine oral 1 MO; QL (120 FANAPT ORAL 3 MO; QL (720
capsule,delayed per 30 days) TABLET 1 MG per 30 days)
release(dr/ec) 30 mg FANAPT ORAL 3 MO; QL (90
duloxetine oral 1 MO; QL (90 TABLET 10 MG, 8 per 30 days)
capsule,delayed per 30 days) MG
release(dr/ec) 40 mg
FANAPT ORAL 3 MO; QL (60
duloxetine oral 1 MO; QL (60 TABLET 12 MG per 30 days)
capsule,delayed per 30 days)

release(dr/ec) 60 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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FANAPT ORAL 3 MO; QL (360 fluoxetine oral 1 MO; QL (4 per
TABLET 2 MG per 30 days) capsule,delayed 28 days)
FANAPT ORAL 3 MO;QL (180  elease(dr/ec)
TABLET 4 MG per 30 days) fluoxetine oral 1 MO
FANAPT ORAL 3 MO;QL(120 Solution
TABLET 6 MG per 30 days) fluoxetine oral tablet 1 MO; QL (240
FANAPT ORAL 3 MO:QL@®per 10™8 per 30 days)
TABLETS,DOSE 28 days) fluoxetine oral tablet 1 MO
PACK 20 mg
FAZACLO 3 FLUOXETINE 3 MO
FETZIMA ORAL 2 MO; QL (28 &%AL TABLET 60
CAPSULE,EXT per 28 days)
REL 24HR DOSE fluphenazine 1 MO
PACK decanoate
FETZIMA ORAL 2 MO; QL (30 fluphenazine hcl 1 MO
CAPSULE,EXTEN per 30 days) fluvoxamine oral 3 MO; QL (90
DED RELEASE 24
HR 120 MG capsule,extended per 30 days)
release 24hr 100 mg
FETZIMA ORAL 2 MO; QL (180 . i
CAPULEETEN iy Joowien 3 MOQL@
DED RELEASE 24 refease ’24hr 150 m P g
HR 20 MG &
FETZIMA ORAL 2 MO; QL (90 {ZZVI‘;‘%%”;;”Z ! gi?; (?C]l“agzg)
CAPSULE,EXTEN per 30 days)
DED RELEASE 24 Sfluvoxamine oral 1 MO; QL (360
HR 40 MG tablet 25 mg per 30 days)
FETZIMA ORAL 2 MO; QL (45 fluvoxamine oral 1 MO; QL (180
CAPSULE,EXTEN per 30 days) tablet 50 mg per 30 days)
DED RELEASE 24
FOCAL M
HR 80 MG OCALIN 3 0
FOCALIN XR 3 MO
[fluoxetine oral 1 MO; QL (240
capsule 10 mg per 30 days) FORFIVO XL 3 MO; QL (30
30d
fluoxetine oral 1 MO pet ays)
capsule 20 mg GEODON 3 MO
INTRAMUSCULA
fluoxetine oral 1 MO; QL (60
capsule 40 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.

40
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GEODON ORAL 3 MO; QL (240 INVEGA ORAL 3 MO; QL (60
CAPSULE 20 MG per 30 days) TABLET per 30 days)
GEODON ORAL 3 MO: QL (120 Eﬁgﬁgg;m )
CAPSULE 40 MG per 30 days) MG
OPONOL ) MOOL® vianoml 1 woL
TABLET per 30 days)
GEODON ORAL 3 MO; QL (60 EXTENDED
CAPSULE 80 MG per 30 days) RELEASE 24HR 9
guanidine 1 MO MG
INVEGA 3 MO
HALDOL 3 MO
SUSTENNA
HALDOL 3 MO
DECANOATE INVEGA TRINZA 3 MO
haloperidol 1 MO KAPVAY 2 MO
. KHEDEZLA ORAL 3 MO; QL (120
hal dol 1 MO ’
déezciga eo’Z teo TABLET per 30 days)
EXTENDED
haloperidol lactate 1 MO RELEASE 24HR
HETLIOZ 3 PA;MO; QL 100 MG
(30 per 30 KHEDEZLA ORAL 3 MO; QL (240
days) TABLET per 30 days)
imipramine hcl 3 PA; MO EXTENDED
RELEASE 24HR 50
imipramine pamoate 3 PA; MO MG
INVEGA ORAL 3 MO; QL (240 LATUDA ORAL 2 MO; QL (30
TABLET per 30 days) TABLET 120 MG per 30 days)
EXTENDED )
RELEASE 24HR LATUDA ORAL 2 MO; QL (240
15 MG TABLET 20 MG per 30 days)
TABLET per 30 days) TABLET 40 MG per 30 days)
EXTENDED LATUDA ORAL 2 MO; QL (60
RELEASE 24HR 3 TABLET 60 MG, 80 per 30 days)
MG MG
LEXAPRO ORAL 3 MO; QL (60
TABLET 10 MG per 30 days)
LEXAPRO ORAL 3 MO; QL (30
TABLET 20 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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LEXAPRO ORAL 3 MO; QL (120 methylphenidate hcl 1 MO
TABLET 5 MG per 30 days) oral tablet extended
lithium carbonate 1 MO release 24hr
lithium citrate oral 1 MO methylphenidate hcl ! MO
solution 8 megq/5 ml oral tablet,chewable
LITHOBID 3 MO mirtazapine 1 MO
lorazepam intensol 1 PA; MO modafinil ! PA; MO
lorazepam oral 1 PA; MO NARDIL > MO
tablet nefazodone 1 MO
loxapine succinate 1 MO NORPRAMIN 3 MO
LUNESTA 3 suMojQL AN TABLETIO
(30 per 30 ’
days) nortriptyline 1 MO
maprotiline 1 MO NUPLAZID 3 MO
MARPLAN 2 MO NUVIGIL 3 PA; MO
METADATE CD 3 MO olanzapine 1 MO
metadate er 1 MO intramuscular
: . olanzapine oral 1 MO; QL (60
methamphetamine 1 PA; MO tablet 10 mg per 30 days)
g/lgggﬁgg ORAL 3 MO olanzapine oral 1 MO; QL (30
tablet 15 mg, 20 mg per 30 days)
Zireatlhﬁ gﬂ;zi;;dcge hel ! MO olanzapine oral 1 MO; QL (240
biphasi’ 3 0_’70 tablet 2.5 mg per 30 days)
methylphenidate hel ) MO olanzapine oral 1 MO; QL (120
oral capsule,er tablet 5 mg per 30 days)
biphasic 50-50 20 olanzapine oral 1 MO; QL (81
mg, 40 mg, 60 mg tablet 7.5 mg per 30 days)
methylphenidate hcl 1 MO olanzapine oral 1 MO; QL (60
oral solution tablet,disintegrating per 30 days)
methylphenidate hcl 1 MO 10mg
oral tablet olanzapine oral 1 MO; QL (30
: tablet, disintegrating per 30 days)
methylphenidate hcl 1 MO 15 mg, 20 mg

oral tablet extended
release

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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 (120 paroxetine hcl oral 1 MO; QL (60
tablet,disintegrating per 30 days) tablet extended per 30 days)
S mg release 24 hr 37.5
olanzapine- 1 MO mg
fluoxetine PAXIL CR ORAL MO; QL (180
ORAP ORAL 3 MO TABLET per 30 days)
TABLET 1 MG EXTENDED
RELEASE 24 HR
paliperidone oral 1 MO; QL (240 12.5 MG
;‘;Zl’ eZZi j’ngf% . per 30 days) PAXIL CR ORAL MO: QL (90
2 Mg TABLET per 30 days)
paliperidone oral 1 MO; QL (120 EXTENDED
tablet extended per 30 days) RELEASE 24 HR
release 24hr 3 mg 25 MG
paliperidone oral 1 MO; QL (60 PAXIL CR ORAL MO; QL (60
tablet extended per 30 days) TABLET per 30 days)
release 24hr 6 mg EXTENDED
paliperidone oral 1 MO; QL (41 1;5;‘%?(? E24 HR
tablet extended per 30 days) :
release 24hr 9 mg PAXIL ORAL MO
PAMELOR 3 MO SUSPENSION
PAXIL ORAL MO; QL (180
PARNATE 3 M ’
© TABLET 10 MG per 30 days)
tine hcl oral 1 MO; QL (180
parathe ol or MOS0 i oraL 0, QL 00
g TABLET 20 MG per 30 days)
tine hcl oral 1 MO; QL (90
parathe ol or MOLOLOY  paxiLoraL O, 0L (0
] TABLET 30 MG per 30 days)
tine hcl oral 1 MO; QL (60
parathe ol or MO0 paxiLoraL 0: L
] TABLET 40 MG per 30 days)
paroxetine hcl oral 1 MO; QL (45 P ) MO
tablet 40 mg per 30 days) perphenazine
paroxetine hcl oral 1 MO; QL (180 E,iﬁ]i\é? IO()RQ%} MO;(()Q(I{ (180
tablet extended per 30 days) per ays)
release 24 hr 12.5 PEXEVA ORAL MO; QL (90
mg TABLET 20 MG per 30 days)
paroxetine hcl oral 1 MO; QL (90 PEXEVA ORAL MO; QL (60
tablet extended per 30 days) TABLET 30 MG per 30 days)
release 24 hr 25 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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PEXEVA ORAL 3 MO; QL (45 quetiapine oral 1 MO; QL (81
TABLET 40 MG per 30 days) tablet 300 mg per 30 days)
phenelzine 1 MO quetiapine oral 1 MO; QL (60
pimozide ) MO tablet 400 mg per 30 days)
PRISTIQ ORAL 3 MO;QL(120  uetiapie oral I MO; é% (480
TABLET per 30 days) abret )0 mg per 30 days)
EXTENDED quetiapine oral 1 MO; QL (160
RELEASE 24 HR tablet extended per 30 days)
100 MG release 24 hr 150 mg
PRISTIQ ORAL 3 MO; QL (480 quetiapine oral 1 MO; QL (120
TABLET per 30 days) tablet extended per 30 days)
EXTENDED release 24 hr 200 mg
ZRSE II\J/I%ASE 24 HR quetiapine oral 1 MO; QL (81
tablet extended per 30 days)
PRISTIQ ORAL 3 MO; QL (240 release 24 hr 300 mg
TABLET per 30 days) quetiapine oral | MO; QL (60
EXTENDED tablet extended per 30 days)
RELEASE 24 HR release 24 hr 400 m
50 MG £
quetiapine oral 1 MO; QL (480
procentra ! MO tablet extended per 30 days)
protriptyline 1 MO release 24 hr 50 mg
PROVIGIL 3 PA; MO QUILLICHEW ER 3 MO
PROZAC ORAL 3 MO; QL (240 QUILLIVANT XR 3 MO
CAPSULE 10 MG per 30 days) REMERON 3 MO
PROZAC ORAL 3 MO
REMERON 3 MO
CAPSULE 20 MG SOLTAB
IC’I;OPSGEEO%AI\I/E . . MO; (()chf (60 REXULTIORAL 3 MO; QL (480
per 30 days) TABLET 0.25 MG per 30 days)
queriapine oral I MO; (()chf (240 REXULTI ORAL 3 MO:; QL (240
ablet VY mg per 30 days) TABLET 0.5 MG per 30 days)
queriapine oral I MO; (?CI; (120 REXULTI ORAL 3 MO; QL (120
ablet VY mg per 30 days) TABLET 1 MG per 30 days)
queriapine oral I MO; (?5 O02 REXULTI ORAL 3 MO; QL (60
abret 20 mg per ays) TABLET 2 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
REXULTI ORAL 3 MO; QL (40 RISPERDAL ORAL 3 MO; QL (161
TABLET 3 MG per 30 days) TABLET 3 MG per 30 days)
REXULTI ORAL 3 MO; QL (30 RISPERDAL ORAL 3 MO; QL (120
TABLET 4 MG per 30 days) TABLET 4 MG per 30 days)
RISPERDAL 2 MO risperidone oral 1 MO; QL (480
CONSTA solution per 30 days)
RISPERDAL M- 3 MO; QL (960 risperidone oral 1 MO; QL (1920
TAB ORAL per 30 days) tablet 0.25 mg per 30 days)
éﬁ%};ﬁé)ésm (];: risperidone oral 1 MO; QL (960
: tablet 0.5 mg per 30 days)
RISPERDAL M- > MO; QL (480 risperidone oral 1 MO:; QL (480
TAB ORAL per 30 days) tablet 1 mg per 30 days)
TABLET,DISINTE
GRATING 1 MG risperidone oral 1 MO; QL (240
RISPERDAL M- 3 MO:QL (240 ‘abletZmg per 30 days)
TAB ORAL per 30 days) risperidone oral 1 MO; QL (161
TABLET,DISINTE tablet 3 mg per 30 days)
GRATING 2 MG risperidone oral | MO; QL (120
RISPERDAL M- 3 MO; QL (161 tablet 4 mg per 30 days)
TAB ORAL per 30 days) risperidone oral | MO; QL (1920
TABLET,DISINTE tablet,disintegrating per 30 days)
GRATING 3 MG ’
0.25 mg
RISPERDAL M- 2 MO: QL (120 risperidone oral 1 MO; QL (960
TAB ORAL per 30 days) tablet,disintegrating per 30 days)
TABLET,DISINTE 0.5 m’
GRATING 4 MG -t
] id / 1 MO; QL (480
USPERDALORAL 3 NouaLGw et 1 MO
SOLUTION per 30 days) 1 mg ’
?IAS];)I]::]E:{'IPOASSOI\I}SL > MO;(()'\)E{ (1920 risperidone oral 1 MO; QL (240
i per ays) tablet,disintegrating per 30 days)
RISPERDAL ORAL 3 MO; QL (960 2mg
TABLET 0.5 MG per 30 days) risperidone oral 1 MO; QL (161
RISPERDAL ORAL 3 MO; QL (480 tablet, disintegrating per 30 days)
TABLET 1 MG per 30 days) 3 mg
RISPERDAL ORAL 3 MO; QL (240 risperidone oral 1 MO; QL (120
TABLET 2 MG per 30 days) tablet, disintegrating per 30 days)
4 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Requirements Drug Name Drug Requirements
/Limits Tier /Limits
RITALIN MO SEROQUEL XR 3 MO; QL (160
RITALIN LA MO ORAL TABLET per 30 days)
ORAL EXTENDED
CAPSULE.ER ?;E()LIEI%SE 24 HR
BIPHASIC 50-50 10
MG, 20 MG, 30 SEROQUEL XR 3 MO; QL (120
MG, 40 MG ORAL TABLET per 30 days)
] EXTENDED
ROZEREM Ni?é (?(Ifa(i()) RELEASE 24 HR
P Y 200 MG
SAPHRIS (BLACK MO:; QL (60 SEROQUEL XR 3 MO: QL (81
CHERRY) per 30 days)
ORAL TABLET per 30 days)
SUBLINGUAL
TABLET 10 MG EXTENDED
RELEASE 24 HR
SAPHRIS (BLACK MO; QL (240 300 MG
CHERRY) per 30 days) SEROQUEL XR 3 MO; QL (60
SUBLINGUAL
TABLET 2.5 MG ORAL TABLET per 30 days)
: EXTENDED
SAPHRIS (BLACK MO; QL (120 RELEASE 24 HR
CHERRY) per 30 days) 400 MG
?XBBIig\}GSUQCL} SEROQUEL XR 3 MO; QL (480
ORAL TABLET per 30 days)
SARAFEM ORAL MO EXTENDED
TABLET 10 MG, 20 RELEASE 24 HR
MG 50 MG
SEROQUEL ORAL MO; QL (240 sertraline oral 1 MO
TABLET 100 MG per 30 days) concentrate
SEROQUEL ORAL MO; QL (120 sertraline oral tablet 1 MO; QL (60
TABLET 200 MG per 30 days) 100 mg per 30 days)
SEROQUEL ORAL MO; QL (902 sertraline oral tablet 1 MO; QL (240
TABLET 25 MG per 30 days) 25 mg per 30 days)
SEROQUEL ORAL MO; QL (81 sertraline oral tablet 1 MO; QL (120
TABLET 300 MG per 30 days) 50 mg per 30 days)
SEROQUEL ORAL MO; QL (60 SILENOR 3 MO; QL (30
TABLET 400 MG per 30 days) per 30 days)
SEROQUEL ORAL MO; QL (480 SONATA ORAL 3 ST; MO; QL
TABLET 50 MG per 30 days) CAPSULE 10 MG (60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SONATA ORAL 3 ST; MO; QL venlafaxine oral 1 MO; QL (90
CAPSULE 5 MG (30 per 30 capsule,extended per 30 days)
days) release 24hr 75 mg
STRATTERA 3 MO venlafaxine oral 1 MO; QL (90
SURMONTIL 3 PA: MO tablet 100 mg, 75 mg per 30 days)
venlafaxine oral 1 MO; QL (270
SYMBYAX 3 MO tablet 25 mg per 30 days)
thioridazine 3 MO venlafaxine oral 1 MO; QL (180
thiothixene 1 MO tablet 37.5 mg per 30 days)
TOFRANIL 3 PA; MO venlafaxine oral 1 MO; QL (150
TRANXENE T- 3 PA: MO tablet 50 mg per 30 days)
TAB ORAL VENLAFAXINE 3 MO; QL (60
TABLET 7.5 MG ORAL TABLET per 30 days)
. EXTENDED
tranylcypromine 3 MO RELEASE 24HR
trazodone 1 MO 150 MG
trifluoperazine 1 MO VENLAFAXINE 3 MO; QL (30
trimipramine 3 PA: MO ORAL TABLET per 30 days)
EXTENDED
TRINTELLIX 2 MO; QL (60 RELEASE 24HR
ORAL TABLET 10 per 30 days) 225 MG
MG
VENLAFAXINE 3 MO; QL (180
TRINTELLIX /) MO; QL (30 ORAL TABLET per 30 days)
ORAL TABLET 20 per 30 days) EXTENDED
MG RELEASE 24HR
TRINTELLIX 2 MO;QL(120 375MG
ORAL TABLET 5 per 30 days) VENLAFAXINE 3 MO; QL (90
MG ORAL TABLET per 30 days)
VALIUM 3 PA;MO EXTENDED
RELEASE 24HR 75
venlafaxine oral 1 MO; QL (60 MG
capsule,extended per 30 days)
release 24hr 150 mg VERSACLOZ 2
venlafaxine oral 1 MO; QL (180 VIIBRYD ORAL 2 MO:; QL (120
capsule,extended per 30 days) TABLET 10 MG per 30 days)
release 24hr 37.5 mg VIIBRYD ORAL 2 MO; QL (60
TABLET 20 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
VIIBRYD ORAL 2 MO; QL (30 WELLBUTRIN XL 3 MO; QL (90
TABLET 40 MG per 30 days) ORAL TABLET per 30 days)
VIIBRYD ORAL 2 MO: QL (30 Eﬁgﬁgg; -
TABLETS,DOSE per 180 days) 150 MG
PACK 10 MG (7)-
20 MG (23) WELLBUTRIN XL 3 MO; QL (60
VRAYLAR ORAL 3 MO:QL(120  ORALTABLET per 30 days)
CAPSULE 1.5 MG er30days) ~ CXIENDED
' P Y RELEASE 24 HR
VRAYLAR ORAL 3 MO; QL (60 300 MG
CAPSULE 3 MG per 30 days) XYREM 5 PA: MO: LA
VRAYLAR ORAL 3 MO; QL (40
zaleplon oral 3 ST; MO; QL
CAPSULE 4.5 MG per 30 days) capsule 10 mg (60 per 30
VRAYLAR ORAL 3 MO:; QL (30 days)
CAPSULE 6 MG per 30 days) zaleplon oral 3 ST; MO; QL
VRAYLAR ORAL 3 MO; QL (7 per  capsule 5 mg (30 per 30
CAPSULE,DOSE 30 days) days)
PACK zenzedi oral tablet 1 MO
VYVANSE 3 MO 10 mg, 5 mg
WELLBUTRIN SR 3 MO; QL (120 ZENZEDI ORAL 3 MO
ORAL TABLET per 30 days) TABLET 15 MG,
EXTENDED 2.5 MG, 20 MG, 30
RELEASE 12 HR MG, 7.5 MG
100 MG ziprasidone hcl oral 1 MO; QL (240
WELLBUTRIN SR 3 MO; QL (90 capsule 20 mg per 30 days)
gﬁ?é;ﬁE%ET per 30 days) ziprasidone hcl oral 1 MO; QL (120
RELEASE 12 HR capsule 40 mg per 30 days)
150 MG ziprasidone hcl oral 1 MO; QL (80
WELLBUTRINSR 3  MO;QL(60  ‘Capsule 60mg per 30 days)
ORAL TABLET per 30 days) ziprasidone hcl oral 1 MO; QL (60
EXTENDED capsule 80 mg per 30 days)
;{(;EOLE[’(*}SE 12 HR ZOLOFT ORAL 3 MO
CONCENTRATE
ZOLOFT ORAL 3 MO; QL (60
TABLET 100 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ZOLOFT ORAL 3 MO; QL (240 ZYPREXA ZYDIS 3 MO; QL (30
TABLET 25 MG per 30 days) ORAL per 30 days)
ZOLOFT ORAL 3 MO:; QL (120 éﬁ%\?g EIE[E}E
TABLET 50 MG per 30 days) 20 MG
zolpidem oral tablet 1 ST; MO; QL ZYPREXA ZYDIS 3 MO: QL (120
(30 per 30
days) ORAL per 30 days)
TABLET,DISINTE

zolpidem oral 3 ST; MO; QL GRATING 5 MG
tablet,ext release (30 per 30
multiphase days) CARDIOVASCULAR,
ZYPREXA 3 MO HYPERTENSION / LIPIDS
INTRAMUSCULA ANTIARRHYTHMIC AGENTS
R amiodarone 1 PA; MO
ZYPREXA ORAL 3 MO; QL (60 intravenous solution
TABLET 10 M

0 MG per 30 days) amiodarone oral 1 MO
ZYPREXA ORAL 3 MO; QL (30
TABLET 15 MG, 20 per 30 days) BETAPACE AF S MO
MG dofetilide 1 MO
ZYPREXA ORAL 3 MO; QL (240 flecainide 1 MO
TABLET 2.5 MG per 30 days) mexiletine 1 MO
ZYPREXA ORAL 3 MO; QL (120
TABLET 5 MG per 30 days) MULTAQ 3 MO
ZYPREXA ORAL 3 MO:QL 81 NEXTERONE S © A
TABLET 7.5 MG per 30 days) INTRAVENOUS

’ SOLUTION 150
ZYPREXA 2 MG/100 ML (1.5
RELPREVV MG/ML)
{{N;}}{?PI\EESICO%A NEXTERONE 3 PA; MO
FOR INTRAVENOUS
RECONSTITUTIO SOLUTION 360
N 210 MG MG/200 ML (1.8

MG/ML)

ZYPREXA ZYDIS 3 MO; QL (60 pacerone oral tablet 1 MO
ORAL per 30 days) 100 200 400
TABLET,DISINTE me, <V Ms,

GRATING 10 MG

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
procainamide 1 MO amiloride 1 MO
injection solution .
100 mg/mi amiloride o 1 MO
hydrochlorothiazide
procainamide I amlodipine 1 MO
injection solution
500 mg/ml amlodipine- 1 MO
propafenone 1 MO benazepril
quinidine gluconate 1 MO g?}:jgjﬁ; ;Z;_ ! MO
quinidine sulfate 1 MO —
oral tablet amlodipine 1 MO
valsartan
RYTHMOL SR > MO amlodipine- 1 MO
sorine oral tablet 1 MO valsartan-hcthiazid
120 mg, 160 mg, 80 ATACAND 3 MO
mg
sorine oral tablet 1 ATACAND HCT 3 MO
240 mg atenolol 1 MO
sotalol af oral tablet 1 MO atenolol- 1 MO
120 mg chlorthalidone
sotalol oral tablet 1 MO AVALIDE 3 MO
160 mg, 240 mg, 80 AVAPRO 3 MO
mg
AZOR M
SOTYLIZE 2 MO © 3 ©
TIKOSYN 3 MO benazepril 1 MO
benazepril- 1 MO
ANTIHYPERTENSIVE THERAPY hydrochlorothiazide
ACCUPRIL 3 MO BENICAR 3 MO
ACCURETIC S MO BENICAR HCT 3 MO
acebutolol ! MO betaxolol oral 1 MO
afeditab cr ! MO bisoprolol fumarate 1 MO
ALDACTAZIDE 3 MO bisoprolol- 1 MO
ALDACTONE 3 MO hydrochlorothiazide
ALTACE 3 MO bumetanide 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
BYSTOLIC 2 MO CARDURA XL 3 ST; MO; QL
BYVALSON 2 MO (30 per 30
days)
CALAN 3 MO cartia xt 1 MO
giléégTSR ORAL 3 MO carvedilol 1 MO
EXTENDED CATAPRES 3 MO
RELEASE 120 MG, CATAPRES-TTS-1 3 MO; QL (4 per
240 MG
28 days)
candesartan L MO CATAPRES-TTS-2 3 MO; QL (4 per
candesartan- 1 MO 28 days)
hydrochlorothiazid CATAPRES-TTS-3 3 MO; QL (4 per
captopril 1 MO 28 days)
captopril- 1 MO chlorothiazide 1 MO
hydrochlorothiazide chlorothiazide 1 MO
CARDENE IV IN 3 sodium
EEII?IO[E\;[DE chlorthalidone oral 1 MO
tablet 25 mg, 50 mg
CARDIZEM CD > MO clonidine 3 MO; QL (4 per
ORAL 28 days)
CAPSULE,EXTEN Y
DED RELEASE clonidine hcl oral 1 MO
24HR 120 MG, 180 tablet
MG, 240 MG, 360
’ ’ RE M
MG COREG 3 O
CARDIZEM LA 3 MO COREG CR 2 MO
CARDIZEM ORAL 3 MO CORGARD 3 MO
TABLET 120 MG, CORZIDE 3 MO
30 MG, 60 MG COZAAR 3 MO
MG, 4 MG days) MG
CARDURA ORAL 3 ST; MO; QL DEMSER P MO
TABLET 8 MG (60 per 30
days) DIBENZYLINE 3 MO

diltiazem hcl
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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
diltiazem hcl oral 1 MO ethacrynic acid 1 MO
capsule,extended EXFORGE 3 MO
release 12 hr
diltiazem hcl oral 1 MO EXFORGE HCT = MO
capsule,extended felodipine 1 MO
release 24 hr 120 . .
) 1 MO

mg, 180mg, 240 mg, Josinopri
300 mg, 360 mg, fosinopril- 1 MO
420mg hydrochlorothiazide
diltiazem hcl oral 1 MO furosemide injection 1 MO
tablet furosemide oral 1 MO
dilt-xr 1 MO solution 10 mg/ml,

40 mg/5 ml (8
DIOVAN 3 MO mgf;gl ) mi (
DIOVAN HCT . MO furosemide oral 1 MO
DIURIL 3 MO tablet
DIURIL IV 3 hydralazine 1 MO
doxazosin oral tablet 1 MO; QL (30 hydrochlorothiazide 1 MO
1 mg, 2 mg, 4 mg per 30 days) HYZAAR 3 MO
doxazosin oral tablet 1 MO; QL (60 nd i 1 MO
8 mg per 30 days) indapamide
DUTOPROL 3 MO INDERAL LA 3 MO
DYAZIDE 3 MO INNOPRAN XL 3 MO
DYRENIUM 3 MO INSPRA 3 MO
EDARBI ) MO irbesartan 1 MO

irbesartan- 1 MO
EDARBYCLOR 2 MO hydrochlorothiazide
EDECRIN : MO isradipine 1 MO
enalapril maleate 1 MO labetalol 1 MO
enalapril- 1 MO intravenous solution
hydrochlorothiazide labetalol oral 1 MO
eplerenone 1 MO LASIX 3 MO
eprosartan ! MO lisinopril 1 MO
ethacrynate sodium 1

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

lisinopril- 1 MO MICARDIS HCT 3 MO

hydrochlorothiazide MICROZIDE 3 MO

LOPRESSOR HCT 3 MO MINIPRESS 3 MO

LOPRESSOR 3 MO o

ORAL TABLET minoxidil oral 1 MO

100 MG moexipril 1 MO

losartan 1 MO moexipril- 1 MO

losartan- 1 MO hydrochlorothiazide

hydrochlorothiazide nadolol 1 MO

LOTENSIN ORAL 3 MO nadolol- 1 MO

TABLET 20 MG, 40 bendroflumethiazide

MG nicardipine | MO

LOTREL ORAL 3 MO intravenous solution

CAPSULE 10-20 : .

MG, 10-40 MG, 5- nicardipine oral | MO

10 MG, 5-20 MG nifedipine oral tablet 1 MO

matzim la ) MO extended release

MAXZIDE 3 MO nifedipine oral tablet 1 MO
extended release

MAXZIDE-25MG 3 MO 24hr

methyclothiazide 1 MO nimodipine 1 MO

methyldopa 1 MO nisoldipine 1 MO

metolazone 1 MO NORVASC 3 MO

metoprolol succinate 1 MO olmesartan 1 MO

metoprolol ta- 1 MO olmesartan- 1 MO

hydrochlorothiaz amlodipin-hcthiazid

metoprolol tartrate 1 MO olmesartan- 1 MO

intravenous solution hydrochlorothiazide

metoprolol tartrate 1 ORENITRAM 3 PA; MO

intravenous syringe perindopril 1 MO

metoprolol tartrate 1 MO erbumine

Sga;;gbjl((z)tnigo g phenoxybenzamine 1 MO

MICARDIS 3 MO pindolol S V0
prazosin 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
PRINIVIL ORAL 3 MO telmisartan- | MO
TABLET 10 MG, 20 amlodipine
MG, 5 MG telmisartan- 1 MO
PROCARDIA XL 3 MO hydrochlorothiazid
propranolol 1 TENORETIC 100 3 MO
intravenous TENORETIC 50 3 MO
propranolol oral 1 MO TENORMIN 3 MO
Zrzp mZ;)IOI_th. d . MO terazosin oral 1 MO; QL (30
ydrochiorotazt capsule 1 mg, 2 mg, per 30 days)

QBRELIS 3 MO Smg
quinapril 1 MO terazosin oral 1 MO; QL (60
quinapril- ] MO capsule 10 mg per 30 days)
hydrochlorothiazide TIAZAC 3 MO
ramipril 1 MO timolol maleate oral 1 MO
REMODULIN 2 PA; MO; LA TOPROL XL 3 MO
spironolactone 1 MO torsemide oral 1 MO
spironolacton- 1 MO trandolapril | MO
hydrochlorothiaz trandolapril- 1 MO
SULAR ORAL 3 MO verapamil
TABLET .
EXTENDED mdrochimotizid
RELEASE 24 HR 4
17 MG, 34 MG, 8.5 TRIBENZOR 3 MO
MG TWYNSTA 3 MO
TARKA ORAL 3 MO . .
TABLET. IR - ER. UPTRAVI 2 PA; MO; LA
BIPHASIC 24HR 2- valsartan 1 MO
180 MG, 2-240 MG, valsartan- 1 MO
4-240 MG hydrochlorothiazide
ftaztia xt . MO VASERETIC 3 MO
TEKTURNA HCT 2 MO verapamil 1 MO
telmisartan 1 MO intravenous solution

verapamil 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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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
VERELAN 3 MO EFFIENT 2 MO
VERELAN PM 3 MO ELIQUIS 2 MO
ZESTORETIC 3 MO enoxaparin 1 MO
ZESTRIL 3 MO fondaparinux 1 MO
ZIAC 3 MO FRAGMIN 3 MO
CARDIAC GLYCOSIDES ggsg%%?\]NEOUS
digitek 1 MO FRAGMIN 3 MO
digoxin oral solution 1 MO SUBCUTANEOUS
50 mecg/ml SYRINGE
digoxin oral tablet 1 MO heparin (porcine) in 1
LNOXI ORAL 3 o e e
;;A;)Bl\l/i}gél% MCG, 20,000 unit/500 ml

(40 unit/ml)

LANOXIN ORAL Z MO heparin (porcine) in | MO

TABLET 187.5

o !
MCG, 62.5 MCG 5 % dex intravenous

parenteral solution

COAGULATION THERAPY 25,000 unit/250

e ——T—
ARGATROBAN 3 MO (50 unit/ml)

ARGATROBAN IN 3 heparin (porcine) 1 MO
0.9 % SOD CHLOR injection solution

ISI\ng[{jé[\If(])EE OUS jantoven 1 MO
ARIXTRA 3 MO LOVENOX 3 MO
aspirin-dipyridamole 1 MO pentoxifylline ! MO
BRILINTA 2 MO PLAVIX 3 MO
cilostazol 1 MO PRADAXA 3 MO
clopidogrel ) MO PROMACTA 2 PA; MO; LA
COUMADIN ORAL 3 MO SAVAYSA 3 MO
CYKLOKAPRON 3 MO ;;‘t‘f:fe“gfsac’d . VO
dipyridamole oral 1 MO warfarin 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 Requirements Drug Name Drug Requirements
/Limits Tier /Limits
XARELTO MO ezetimibe- 1 MO; QL (30
YOSPRALA MO simvastatin per 30 days)
ZONTIVITY MO Jenofibrate . VO
micronized
ngI;D/'fSHOLESTEROL LOWERING fenofibrate 1 MO
N nanocrystallized
ALTOPREV MO; QL (30 FENOFIBRATE 3 MO
per 30 days) ORAL CAPSULE
amlodipin?- MO; QL (30 fenofibrate oral 1 MO
atorvastatin per 30 days) tablet
ANTARA ORAL MO fenofibric acid 1 MO
CAPSULE 30 MG,
90 MG fenofibric acid 1 MO
: (choline)
atorvastatin MO; QL (30
per 30 days) FENOGLIDE 3 MO
CADUET ORAL MO; QL (30 FIBRICOR 3 MO
TABLET 10-10 per 30 days) fluvastatin oral 1 MO;QL (30
40 MG, 10-80 MG,
5-10 MG, 5-20 MG, Sfluvastatin oral 1 MO; QL (60
5-40 MG, 5-80 MG capsule 40 mg per 30 days)
cholestyramine (with MO fluvastatin oral 1 MO; QL (30
sugar) oral powder tablet extended per 30 days)
release 24 hr
cholestyramine light MO
oral powder gemfibrozil ! MO
GRANULES KYNAMRO 3 PA; MO; LA
COLESTID ORAL MO LESCOL XL 3 MO; QL (30
TABLET per 30 days)
colestipol oral MO LIPITOR 3 MO; QL (30
granules per 30 days)
colestipol oral tablet MO LIPOFEN 3 MO
CRESTOR MO; QL (30 LIVALO 2 MO; QL (30
per 30 days) per 30 days)
ezetimibe MO LOPID 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
lovastatin oral tablet 1 MO; QL (30 REPATHA 2 PA; MO; QL
10 mg per 30 days) PUSHTRONEX (3.5 per 28
lovastatin oral tablet 1 MO; QL (60 days)
20 mg, 40 mg per 30 days) REPATHA 2 PA; MO; QL
LOVAZA 3 ST: MO SURECLICK (3 per 28 days)
niacin oral tablet 1 MO I;?E?ggﬁ 2 P? ; M208; dQL
extended release 24 (3 per ays)
hr rosuvastatin 1 MO; QL (30
NIACOR 3 MO per 30 days)
NIASPAN 3 MO simvastatin 1 MO; OQ(I; (30
EXTENDED- per 30 days)
RELEASE TRICOR 3 MO
omega-3 acid ethyl 3 ST; MO TRIGLIDE ORAL 3 MO
esters TABLET 160 MG
PRALUENT PEN 2 PA; MO; QL TRILIPIX 3 MO
SUBCUTANEOUS (2 per 28 days)
PEN INJECTOR VASCEPA 2 MO
150 MG/ML VYTORIN 10-10 3 MO; QL (30
PRALUENT PEN 2 PA;MO; QL per 30 days)
SUBCUTANEOUS (4 per 28 days)  VYTORIN 10-20 3 MO; QL (30
PEN INJECTOR 75 per 30 days)
MGML VYTORIN 10-40 3 MO; QL (30
PRAVACHOL 3 MO; QL (30 per 30 days)
R A AL a0, per30.days)  yyTORIN 10-80 3 MO;QL(30
’ ’ per 30 days)
pravastatin 1 MO; QL (30 WELCHOL 2 MO
per 30 days)
ZETIA 3 MO
prevalite oral 1 MO
30
QUESTRAN 3 MO per 30 days)
LIGHT ORAL MISCELLANEOUS
POWDER CARDIOVASCULAR AGENTS
QUESTRAN ORAL 3 MO CORLANOR 2 PA; MO
POWDER IN ENTRESTO 2 MO; QL (60
PACKET
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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

RANEXA 2 MO calcipotriene scalp 1 MO

VECAMYL 3 calcipotriene topical 3 MO

NITRATES cream

GONITRO 3 MO cqlczpotmene topical 1 MO
ointment

ISORDIL 3 MO calcipotriene- 1 MO

ISORDIL 3 MO betamethasone

TITRADOSE . .

ORAL TABLET 5 calcitriol topical 3 MO

MG COSENTYX (2 2 PA; MO

isosorbide dinitrate 1 MO SYRINGES)

oral COSENTYX PEN 2 PA; MO

isosorbide 1 MO (2 PENS)

mononitrate DOVONEX 3 MO

MINITRAN 3 MO TOPICAL

itro-bid ) MO ENSTILAR 3 MO

NITRO-DUR 3 MO selenium sulfide S 1O
topical lotion

l.letroglycerm 1 PA SILIQ 3 PA: MO

intravenous

. . SORIATANE 3 MO

nitroglycerin 1 MO ORAL CAPSULE

sublingual 10 MG, 17.5 MG, 25

nitroglycerin 1 MO MG

transdermal patch SORILUX 3 MO

24 hour

) ) STELARA 3 PA; MO

nitroglycerin 1 MO INTRAVENOUS

translingual

spray,non-aerosol STELARA 2 PA; MO
SUBCUTANEOUS

NITROMIST 3 MO SYRINGE

NITROSTAT 3 MO TACLONEX 3 MO

DERMATOLOGICALS/TOPICA TALTZ 3 PA:; MO

L THERAPY AUTOINJECTOR

ANTIPSORIATIC / TALTZ SYRINGE 3 PA; MO

ANTISEBORRHEIC VECTICAL 3 MO

acitretin 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
BURN THERAPY OXSORALEN 3 MO
SILVADENE 3 MO ULTRA
silver sulfadiazine 1 MO PANRETIN 2 MO
d 1 MO PICATO 2 MO
dofil 1 MO
MISCELLANEOUS podofilox
DERMATOLOGICALS PROTOPIC 3 PA;MO; QL
(100 per 30
ALDARA 3 ST; MO days)
ammonium lactate 1 MO prudoxin 1 MO
CARAC 2 MO REGRANEX 2 MO
CONDYLOX 2 MO SOLARAZE 3 PA;MO; QL
TOPICAL GEL (100 per 28
diclofenac sodium 1 PA; MO; QL days)
topical gel 3 % (100 per 28 tacrolimus topical 1 PA; MO; QL
days) (100 per 30
doxepin topical 1 MO days)
DUPIXENT 2 PA; MO TOLAK 3 MO
EFUDEX TOPICAL 3 ST; MO VALCHLOR 2 MO
CREAM VEREGEN 3 MO
ELIDEL 3 PA; MO; QL ZONALON 3 MO
(100 per 30
days) ZYCLARA 3 ST; MO
EUCRISA 3 PA; MO; QL THERAPY FOR ACNE
(120 per 30 ABSORICA ORAL 3 MO
days) CAPSULE 10 MG,
FLUOROURACIL 3 ST; MO 20 MG, 30 MG, 35
TOPICAL CREAM MG, 40 MG
0.5 % ABSORICA ORAL 3
fluorouracil topical 1 MO CAPSULE 25 MG
cream 5 % ACANYA 3 MO
Sfluorouracil topical 1 MO TOPICAL GEL
solution WITH PUMP
imiquimod 1 MO ACZONE 3 MO
TOPICAL GEL
methoxsalen 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

adapalene topical 3 PA; MO EPIDUO TOPICAL 3 PA; MO

cream GEL WITH PUMP

adapalene topical 3 PA; MO ery pads 1 MO

gel erygel 1 MO

ATRALIN > PA; MO erythromycin with 1 MO

avita topical cream 1 PA; MO ethanol topical gel

AVITA TOPICAL 3 PA; MO erythromycin with 1 MO

GEL ethanol topical

AZELEX 3 MO solution

BENZACLIN 3 MO erythromycin- 1 MO
benzoyl peroxide

BENZAMYCIN 3 MO EVOCLIN 3 MO

claravis 3 MO FABIOR 3 MO

CLEOCINT L e FINACEA 3 ST;MO

clindacin p 0 METROCREAM 3 ST;MO

CLINDAGEL 3 MO METROGEL 3 ST; MO

clindamycin 1 MO TOPICAL GEL 1 %

phosphate topical METROLOTION 3 ST;MO

clindamycin-benzoyl 1 MO .

peroxide topical gel met.r onidazole ! MO
topical cream

;{ZZZQOTZ cn- ! PA; MO metronidazole 1 MO
topical gel

?gl}:l}éi?fCRE AM 3 PA; MO metronidazole 1 MO
topical lotion

?gli}éiIEGEL ol 3 PAMO MIRVASO 3 PA;MO

A ' TOPICAL GEL

DIFFERIN 3 PA: MO myorisan oral 1 MO

TOPICAL GEL ’ capsule 10 mg, 20

WITH PUMP mg, 40 mg

DIFFERIN 3 PA: MO myorisan oral 1

TOPICAL LOTION capsule 30 mg

DUAC 3 MO neuac 1 MO

EPIDUO FORTE 3 PA; MO NORITATE > 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

ONEXTON 3 MO lidocaine hcl mucous 1 MO; QL (60

TOPICAL GEL membrane jelly per 30 days)

WITH PUMP lidocaine hcl mucous 1 MO

RETIN-A 3 PA; MO membrane solution 4

RETIN-A MICRO 3 PA;MO 70 (40 mg/ml)

RETIN-A MICRO 3 PA: MO Zz;i}olca'me topical 1 PA; MO

PUMP TOPICAL e o

GEL WITH PUMP parch,medicate

0.08 % lidocaine topical 3 MO; QL (36

RHOFADE 3 PA: MO ointment per 30 days)

SOOLANTRA 3 ST: MO lidocaine viscous 1 MO

fazarotene ] PA: MO lidqcaine-prilocaine | MO; QL (30
topical cream per 30 days)

TAZORAC 2 PA; MO '

TOPICAL CREAM LIDODERM 3 PA; MO

0.05 % XYLOCAINE 3

TAZORAC 3 PA;MO INJECTION

TOPICAL CREAM SOLUTION 20

0.1% MG/ML (2 %)

TAZORAC ) PA: MO TOPICAL ANTIBACTERIALS

TOPICAL GEL BACTROBAN 3

tretinoin 3 PA; MO TOPICAL CREAM

microspheres topical CORTISPORIN 3 MO

gel TOPICAL

tretinoin topical 1 PA; MO gentamicin topical 1 MO

zenatane 3 MO KLARON 3 MO

ZIANA 3 PA; MO mupirocin 1 MO

TOPICAL ANESTHETICS mupirocin calcium 1 MO

lidocaine (pf) 1 MO NEO-SYNALAR 3 MO

injection solution 10 .

mg/ml (1%), 5 iZZZC,Z’?a"ZZdé S VO

mg/ml (0.5 %)

lidocaine hcl 1 MO SULFAMYLON 2 MO

injection solution 20 TOPICAL ANTIFUNGALS

0,
mg/ml (2 %) ciclopirox 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
clotrimazole topical 1 MO nystop 1 MO
clotrimazole- 1 MO oxiconazole 1 MO
betamethasone OXISTAT 3 MO
econazole M TOPICAL ANTIVIRALS
ERTACZ M
€0 3 © acyclovir topical 3 PA; MO; QL
EXELDERM 3 MO (30 per 30
EXTINA 3 MO days)
JUBLIA 3 MO DENAVIR 2 MO
ketoconazole topical 1 MO ZOVIRAX 3 PA; MO; QL
TOPICAL CREAM (5 per 30 days)
LOPROX (AS 3
OLAMINE) ZOVIRAX 3 PA; MO; QL
TOPICAL CREAM TOPICAL (30 per 30
OINTMENT days)
LOPROX TOPICAL 3 MO
SHAMPOO TOPICAL CORTICOSTEROIDS
LOTRISONE 3 MO ala-cort topical | MO
TOPICAL CREAM cream
LUZU 3 MO ALA-SCALP 3 ST; MO
MENTAX 2) MO alclometasone 1 MO
naftifine 1 MO amcinonide 3 MO
NAFTIN TOPICAL 3 MO apexicon e I MO
CREAM 2 % betamethasone 1 MO
NAFTIN TOPICAL 2 MO dipropionate
GEL betamethasone 1 MO
NIZORAL 3 MO valerate
TOPICAL betamethasone, 1 MO
SHAMPOO augmented
nyamyc 1 MO CAPEX 2 ST; MO
nyata 1 clobetasol scalp 1 MO; QL (100
nystatin topical 1 MO per 28 days)
nystatin- 1 MO clobetasol topical 1 MO; QL (100
triamcinolone foam per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
clobetasol topical 1 MO; QL (120 desonide topical 3 MO
gel per 28 days) lotion
clobetasol topical 1 MO; QL (118 desonide topical 1 MO
lotion per 28 days) ointment
clobetasol topical 1 MO; QL (120 DESOWEN 3 ST; MO
ointment per 28 days) desoximetasone 3 MO
clobetasol topical 1 MO; QL (236 .
shampoo per 28 days) diflorasone = MO
clobetasol topical 1 MO; QL (125 DIPROLENE AF 3 ST, MO
spray,non-aerosol per 28 days) DIPROLENE 3 ST; MO
clobetasol-emollient 1 MO; QL (120 TOPICAL
. OINTMENT
topical cream per 28 days)
CLOBEX TOPICAL 3 ST:MO; QL %(Bf&i CREAM 3 STMO
LOTION (118 per 28
days) ELOCON 3 ST; MO
CLOBEX TOPICAL 3 ST; MO; QL g?;;}(li/ﬁilf\ﬂ
SHAMPOO (236 per 28
days) fluocinolone 1 MO
CLOBEX TOPICAL 3 ST; MO; QL fluocinonide topical 1 MO; QL (120
SPRAY,NON- (125 per 28 cream 0.1 % per 30 days)
AEROSOL days) fluocinonide topical 1 MO; QL (120
clodan 3 MO; QL (236 gel per 30 days)
per 28 days) fluocinonide topical 1 MO; QL (120
CLODERM 3 ST; MO ointment per 30 days)
CORDRAN TAPE 3 ST; MO fluocinonide topical 1 MO; QL (120
LARGE ROLL solution per 30 days)
cormax scalp 1 QL (100 per 28  fluocinonide-e 1 MO; QL (120
days) per 30 days)
CUTIVATE 3 ST; MO flurandrenolide 1 MO
TOPICAL LOTION fluticasone topical 1 MO
DERMATOP 3 ST; MO cream
TOPICAL CREAM fluticasone topical 3 MO
DESONATE 3 ST; MO lotion
desonide topical 3 MO fluticasone topical 1 MO

cream

ointment

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of 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
halobetasol 1 MO OLUX 3 ST; MO; QL
propionate (100 per 28
HALOG 3 ST;MO days)
hydrocortisone 1 MO PANDEL 2 ST; MO
butyrate topical prednicarbate 1 MO
omniment PSORCON 3 ST
hydrocortlsqne 1 MO SERNIVO 3 ST; MO
butyrate topical
solution SYNALAR 3 ST; MO
hydrocortisone 3 MO TOPICAL CREAM
butyr-emollient TOPICORT 3 ST; MO
hydrocortisone 1 MO triamcinolone 1 MO
topical cream 1 %, acetonide topical
2.5 % aerosol
hydrocortisone 1 MO triamcinolone 1 MO
topical lotion 2.5 % acetonide topical
hydrocortisone 1 MO cream
topical ointment 1 triamcinolone 1 MO
%, 2.5 % acetonide topical
hydrocortisone 1 MO lotion
valerate triamcinolone 1 MO
KENALOG 3 ST; MO a(.:etomde topzcc(l)l
TOPICAL ointment 0.025 %,

0.1 %, 0.5 %
LOCOID TOPICAL 3 ST; MO ridnex 1 MO
CREAM
LOCOID TOPICAL 2 ST; MO ij;;m topical S O
LOTION
LOCOID TOPICAL 3 ST; MO TRIDESILON RS
OINTMENT ULTRAVATE 3 ST; MO
LOCOID TOPICAL 3 ST; MO VANOS 3 ST; MO; QL
SOLUTION (120 per 30
mometasone topical 1 MO days)
nolix 1 TOPICAL ENZYMES
SANTYL 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TOPICAL SCABICIDES / ANTABUSE 3 MO
HUDICULICITITS ARALAST NP 2 MO;LA
ELIMITE 3 INTRAVENOUS
RECON SOLN 500
EURAX 3 MO
MG
lindane topical 1 MO AURYXIA 3 MO
shampoo
- BUPHENYL ORAL 3 MO
malathion 1 MO POWDER
OVIDE Ea O BUPHENYLORAL 2 MO
permethrin topical 1 MO TABLET
cream CARBAGLU 2 MO;LA
SKLICE I MO CARNITOR 3 MO
DIAGNOSTICS / cevimeline 1 MO
MISCELLANEOUS AGENTS CHEMET P - 0
IRRIGATING SOLUTIONS CLINIMIX ) PA
lactated ringers 1 MO 4.25%/D5W
neomycin-polymyxin 1 MO CLINIMIX E 3 PA
b gu 2.75%/D10W SUL
FREE
PHYSIOLYTE 3
CLINIMIX E 3 PA
PHYSIOSOL 3 2.75%/D5W SULF
IRRIGATION FREE
ringer's irrigation 1 MO d10 %-0.45 % 1
MISCELLANEOUS AGENTS sodium chloride
acamprosate 3 MO d2.5%-0.45 % 1
sodium chloride
ACTONEL ORAL 3 ST; MO; QL
TABLET 30 MG (30 per 30 d5 % and 0.9 % 1 MO
days) sodium chloride
ADAGEN 2 MO d5 %-0.45 % sodium 1 MO
chloride
AGRYLIN 3 MO
dextrose 10 % and 1
alendronate oral 1 MO; QL (30 0.2 % nacl
tablet 40 mg per 30 days)
anagrelide 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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Tier /Limits Tier /Limits

dextrose 10 % in 1 MO levocarnitine oral 1 MO

water (d10w) tablet

dextrose 5 % in 1 MO LITHOSTAT 3 MO

Water (d5w) midodrine 1 MO

intravenous

parenteral solution NORTHERA 3 PA; MO

dextrose 5 %- 1 MO NUTRESTORE 3 MO

lactated ringers ORFADIN ORAL ) LA

dextrose 5%-0.2 % 1 CAPSULE 10 MG,

sod chloride 2 MG, 5 MG

dextrose 5%-0.3 % 1 ORFADIN ORAL 2 MO; LA

sod.chloride SUSPENSION

dextrose with sodium 1 pilocarpine hcl oral 1 MO

chiloride PROLASTIN-C 2 LA

disulfiram L MO RAVICTI 2 Mo

etidronate disodium 1 MO RECLAST 3 PA: MO

EVOXAC - MO RENAGEL 3 MO

EXJADE 2 PAIMO;LA  RENVELA ORAL 3 MO

FERRIPROX ORAL 2 PA POWDER IN

SOLUTION PACKET

FERRIPROX ORAL 2 PA; MO RENVELA ORAL 2 MO

TABLET TABLET

FOSRENOL 3 MO RILUTEK 3 MO

GLASSIA 3 MO; LA riluzole 1 MO

INCRELEX 2 MO; LA risedronate oral 1 MO; QL (30

JADENU ) PA; MO tablet 30 mg per 30 days)

JADENU 3 PA; MO (Slﬁiégill\{IPINE) . MO

SPRINKLE

KAYEXALATE 3 MO sevelamer ca;.fbonate 1 MO

oral powder in
kionex 1 MO packet
levocarnitine (with 1 MO sodium chloride 0.9 1 MO

sugar)

% intravenous
parenteral 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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Tier /Limits Tier /Limits

sodium chloride 1 MO MISCELLANEOUS AGENTS
rrigation ASTEPRO NASAL 3 MO: QL (60
sodium 1 MO SPRAY,NON- per 30 days)
phenylbutyrate AEROSOL
sodium polystyrene 1 MO azelastine nasal 1 MO:; QL (60
(sorb free) per 30 days)
sps (with sorbitol) 1 MO BACTROBAN 2 MO
oral NASAL
SYPRINE 2 PA; MO chlorhexidine 1 MO
THIOLA 2 MO gluconate mucous

membrane
VELPHORO 3 MO - - -

ipratropium bromide 1 MO; QL (30
VELTASSA 2 MO nasal per 30 days)
water for irrigation, 1 MO olopatadine nasal 1 MO; QL (30.5
sterile per 30 days)
ZEMAIRA 3 MO; LA PATANASE 3 MO; QL (30.5
zoledronic acid- 1 PA; MO per 30 days)
mannitol-water periogard 1 MO
SMOKING DETERRENTS triamcinolone 1 MO
bupropion hel 1 MO acetonide dental
(smoking deter) MISCELLANEOUS OTIC
CHANTIX 9 MO PREPARATIONS
CHANTIX o) MO acetasol hc 1 MO
CONTINUING acetic acid otic 1 MO
MONTH BOX

floxin otic drops 1
CHANTIX 2 MO
STARTING fluocinolone 1 MO
MONTH BOX acetonide oil
NICOTROL 3 MO hydrocortisone- 1 MO

acetic acid
NICOTROL NS 3 MO

ofloxacin otic 1 MO
ZYBAN 3 MO
EAR. NOSE / THROAT OTIC STEROID / ANTIBIOTIC

> O CIPRO HC 3 MO

MEDICATIONS

CIPRODEX 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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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
COLY-MYCIN S 3 MO methylprednisolone 1 MO
neomycin- ] MO oral tablets,dose
. . pack
polymyxin-hc otic
OTOVEL ) MO methylprednisolone 1 MO
sodium succ
ENDOCRINE/DIABETES injection recon soln
e 125 mg 40 mg
ADRENAL HORMONES
methylprednisolone 1 MO
ACTHAR H.P. 3 PA; MO sodium succ
CORTEF 3 MO intravenous
cortisone 1 MO MILLIPRED ORAL 3 MO
SOLUTION
DEPO-MEDROL 3 MO
millipred oral tablet 3 PA; MO
dexamethasone 1 MO
intensol ORAPRED ODT 3 PA; MO
dexamethasone oral 1 MO prednisolone sodium 1 MO
elixir phosphate oral
solution 10 mg/5 ml,
dexamethasone oral 1 MO 15 mg/s ml (3
tablet mg/ml), 20 mg/5 ml
dexamethasone 1 MO (4 mg/ml), 25 mg/5
sodium phosphate ml (5 mg/ml), 5 mg
injection solution base/5 ml (6.7 mg/5
)
DEXPAK 13 DAY 3 MO m)
: prednisolone sodium 1 PA; MO
fludrocortisone 1 MO phosphate oral
hydrocortisone oral 1 MO tablet,disintegrating
KENALOG 3 MO prednisone intensol 1 PA; MO
INJECTION prednisone oral 1 MO
MEDROL 3 PA; MO solution
MEDROL (PAK) 3 MO prednisone oral 1 PA; MO
tablet
methylprednisolone 1 MO anre
acetate prednisone oral 1 MO
tablets,d k
methylprednisolone 1 PA; MO avien,cose pac
oral tablet 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SOLU-CORTEF 3 MO ACTOPLUS MET 3 MO; QL (30
(PF) INJECTION XR ORAL per 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
(PF) INJECTION per 30 days)
SOLU-MEDROL 3 MO ADLYXIN 3 PA; MO; QL
(PF) SUBCUTANEOUS (6 per 180
INTRAVENOUS PEN INJECTOR 10 days)
RECON SOLN 500 MCG/0.2 ML- 20
MG/4 ML MCG/0.2 ML
SOLU-MEDROL 3 MO ADLYXIN 3 PA; MO; QL
INTRAVENOUS SUBCUTANEOUS (6 per 30 days)
RECON SOLN 2 PEN INJECTOR 20
GRAM MCG/0.2 ML
veripred 20) 1 MO AFREZZA 3
INHALATION
ANTITHYROID AGENTS CARTRIDGE
methimazole oral 1 MO WITH INHALER 12
tablet 10 mg, 5 mg UNIT, 8 UNIT
propylthiouracil 1 MO AFREZZA 3 MO
INHALATION
TAPAZOLE 3 MO CARTRIDGE
DIABETES THERAPY WITH INHALER 4
acarbose oral tablet 1 MO; QL (90 UNIT, 4 UNTT (30)
100 304d 8 UNIT (60), 4
me per 30 days) UNIT (60)/ 8 UNIT
acarbose oral tablet 1 MO; QL (360 (30), 4 UNIT (90)/ 8
25 mg per 30 days) UNIT (90), 4
. UNIT/8 UNIT/ 12
gzza};iose oral tablet 1 Il:/é?é (?gag 150 UNIT (60), 8 UNIT
(60)/ 12 UNIT (30)
ACTOPLUS MET 3 MO; QL (90 ALCOLOL PADS ) MO
per 30 days)
ACTOPLUS MET 3 MO;QL(0  ALOGLIPTIN 3 ST;MO; QL
ORAL TABLET (30 per 30
XR ORAL per 30 days) 12.5 MG. 25 MG d
TABLET, ER : ’ ays)
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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Drug Name Requirements Drug Name Drug Requirements
/Limits Tier /Limits
ALOGLIPTIN ST; QL 30 per BYETTA 2 PA; MO; QL
ORAL TABLET 30 days) SUBCUTANEOUS (1.2 per 30
6.25 MG PEN INJECTOR 5 days)
ALOGLIPTIN- ST: MO: QL ﬁgg@g? gzlf/&
METFORMIN (60 per 30 i
days) CYCLOSET 3 MO; QL (180
ALOGLIPTIN- QL (30 per 30 per 30 days)
PIOGLITAZONE days) DUETACT 3 MO; QL (30
ORAL TABLET per 30 days)
12.5-15 MG, 12.5- FARXIGA ORAL 2 MO;QL (30
30 MG, 12.5-45 TABLET 10 MG er 30 days)
MG, 25-45 MG P y
woaur oo PARIOAO 2 o gL
PIOGLITAZONE per 30 days)
ORAL TABLET 25- FORTAMET ORAL 3 MO; QL (75
15 MG, 25-30 MG TABLET per 30 days)
AMARYL ORAL MO; QL (240 E)E(EEEIS)]? ]2)4HR
TABLET 1 MG per 30 days) 1,000 MG
?Xﬁ%ﬁ%&%L MO; (?(I; (120 EORTAMETORAL 3 MO; QL (150
per ays) TABLET per 30 days)
AMARYL ORAL MO; QL (60 EXTENDED
TABLET 4 MG per 30 days) RELEASE 24HR
APIDRA ST; MO >00 MG
APIDRA ST; MO g}AUZE PADS 2 X 2 MO
SOLOSTAR
AVANDIA ORAL MO; QL (60 tglg’;etpl’”de oral o2 (240
TABLET 2 MG, 4 per 30 days) abret 1 mg per ays)
MG glimepiride oral 1 MO; QL (120
BASAGLAR MO tablet 2 mg per 30 days)
KWIKPEN glimepiride oral 1 MO; QL (60
BYDUREON PA: MO: QL tablet 4 mg per 30 days)
(4 per 28 days)  glipizide oral tablet 1 MO; QL (120
BYETTA PA;MO; QL 0mg per 30 days)
SUBCUTANEOUS (2.4 per 30 glipizide oral tablet 1 MO; QL (240
PEN INJECTOR 10 days) 5 mg per 30 days)
MCG/DOSE(250
MCG/ML) 2.4 ML

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

glipizide oral tablet 1 MO; QL (60 GLUCOPHAGE XR 3 MO; QL (75

extended release per 30 days) ORAL TABLET per 30 days)

24hr 10 mg EXTENDED

glipizide oral tablet I MO: QL (240 gg)Ll\EA‘éSE 24 HR

extended release per 30 days)

24hr 2.5 mg GLUCOTROL 3 MO; QL (120

glipizide oral tablet 1 MO; QL (120 BI%AL TABLET 10 per 30 days)

extended release per 30 days)

24hr 5 mg GLUCOTROL 3 MO; QL (240

alipizide-metformin I MO; QL (240 &%}AL TABLET 5 per 30 days)

oral tablet 2.5-250 per 30 days)

mg GLUCOTROL XL 3 MO; QL (60

glipizide-metformin 1 MO; QL (120 ORAL TABLET per 30 days)

oral tablet 2.5-500 per 30 days) EXTENDED

me 5-500 m' RELEASE 24HR 10

& g MG

g;ggéﬁ,EN 2 MO GLUCOTROL XL 3 MO; QL (240
ORAL TABLET per 30 days)

GLUCAGON 2 MO EXTENDED

EMERGENCY KIT RELEASE 24HR

(HUMAN) 2.5 MG

GLUCOPHAGE 3 MO; QL (75 GLUCOTROL XL 3 MO; QL (120

ORAL TABLET per 30 days) ORAL TABLET per 30 days)

1,000 MG EXTENDED

GLUCOPHAGE 3 MO; QL (150 &%EASE 24HR 5

ORAL TABLET per 30 days)

500 MG GLUMETZA ORAL 3 MO; QL (60

GLUCOPHAGE 3 MO; QL (90 (T}/Z%%Té]%%ml on per 30 days)

ORAL TABLET per 30 days) Y HR' 1.000 MG

850 MG ’

GLUCOPHAGEXR 3  MO;QL(120 ~ SGLUMETZAORAL 3 MO:; QL (120
TABLET,ER per 30 days)

ORAL TABLET per 30 days)

EXTENDED GAST.RETENTION

RELEASE 24 HR 24 HR 500 MG

500 MG GLYSET ORAL 3 MO; QL (90
TABLET 100 MG per 30 days)
GLYSET ORAL 3 MO; QL (360
TABLET 25 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
GLYSET ORAL 3 MO:; QL (180 INVOKAMET 2 MO; QL (60
TABLET 50 MG per 30 days) ORAL TABLET per 30 days)
] ] 150-1,000 MG, 150-
GLYXAMBI 3 ST; MO; QL 500 MG, 50-1,000
(30 per 30
MG
days)

INVOKAMET 2 MO; QL (120
HUMALOG 2 MO ORAL TABLET 50- per 30 days)
HUMALOG 2 MO 500 MG
KWIKPEN INVOKAMET XR 2 MO; QL (60
HUMALOG MIX 2 MO ORAL TABLET, IR per 30 days)
50-50 - ER, BIPHASIC
HUMALOG MIX 2 MO ﬁ‘gRl é (5)05'5 601(3/([) A
50-50 KWIKPEN 50-1,000 MG
HUMALOG MIX 2 MO
7595 INVOKAMET XR 2 MO; QL (120

ORAL TABLET, IR per 30 days)
HUMALOG MIX 2 MO - ER, BIPHASIC
75-25 KWIKPEN 24HR 50-500 MG
HUMULIN 70/30 2 MO INVOKANA ORAL 2 MO; QL (90
KWIKPEN INVOKANA ORAL 2 MO; QL (30
KWIKPEN per 30 daYS)

ORAL TABLET, per 30 days)
HUMULIN R U-500 2 MO ER MULTIPHASE
(CONC) KWIKPEN 24 HR 100-1,000
HUMULINRU-500 2 MO MG, 50-500 MG
(CONCENTRATED JANUMET XR 2 MO; QL (60
) ORAL TABLET, per 30 days)
INSULIN PEN ) MO ER MULTIPHASE
INSULIN 2 MO JANUVIA 2 MO; QL (30
SYRINGE (DISP) per 30 days)
U-1000.3 ML, 1 JARDIANCE 2 MO; QL (30
ML, 1/2 ML 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
JENTADUETO 3 ST; MO; QL metformin oral 1 MO; QL (120
(60 per 30 tablet extended per 30 days)
days) release 24 hr 500 mg
JENTADUETO XR 3 ST; MO; QL metformin oral 1 MO; QL (75
ORAL TABLET, IR (60 per 30 tablet extended per 30 days)
- ER, BIPHASIC days) release 24 hr 750 mg
24HR 2.5-1,000 MG metformin oral 1 MO; QL (75
JENTADUETO XR 3 ST; MO; QL tablet extended per 30 days)
ORAL TABLET, IR (30 per 30 release (osm) 24 hr
- ER, BIPHASIC days) 1,000 mg
24HR 5-1,000 MG metformin oral 1 MO; QL (150
KAZANO 3 ST; MO; QL tablet extended per 30 days)
(60 per 30 release (osm) 24 hr
days) 500 mg
KOMBIGLYZE XR 2 MO; QL (60 metformin oral 1 MO; QL (60
ORAL TABLET, per 30 days) tablet,er per 30 days)
ER MULTIPHASE gast.retention 24 hr
24 HR 2.5-1,000 1,000 mg
MG metformin oral 1 MO; QL (120
KOMBIGLYZE XR 2 MO; QL (30 tablet,er per 30 days)
ORAL TABLET, per 30 days) gast.retention 24 hr
ER MULTIPHASE 500 mg
545181511\543,000 MG, miglitol oral tablet 1 MO; QL (90
- 100 mg per 30 days)
LANTUS 23 MO miglitol oral tablet 1 MO; QL (360
LANTUS 2 MO 25 mg per 30 days)
SOLOSTAR miglitol oral tablet 1 MO; QL (180
LEVEMIR 2 MO 50 mg per 30 days)
LEVEMIR 2 MO nateglinide oral 1 MO; QL (90
FLEXTOUCH tablet 120 mg per 30 days)
metformin oral 1 MO; QL (75 nateglinide oral 1 MO; QL (180
tablet 1,000 mg per 30 days) tablet 60 mg per 30 days)
metformin oral 1 MO; QL (150 NEEDLES, 2 MO
tablet 500 mg per 30 days) INSULIN
metformin oral 1 MO; QL (90 DISP.,SAFETY
tablet 850 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
NESINA 3 ST; MO; QL PRECOSE ORAL 3 MO; QL (180
(30 per 30 TABLET 50 MG per 30 days)
days) PROGLYCEM 2 MO
NOVOFINE 32 2 MO repaglinide oral 1 MO; QL (960
NOVOLIN 70/30 3 ST; MO tablet 0.5 mg per 30 days)
NOVOLIN N 3 ST; MO repaglinide oral 1 MO; QL (480
NOVOLIN R 3 ST- MO tablet 1 mg per 30 days)
NOVOLOG 3 ST: MO repaglinide oral 1 MO; QL (240
’ tablet 2 mg per 30 days)
NOVOLOG . > MO repaglinide- I MO;QL (150
FLEXPEN :
metformin per 30 days)
NOVOLOG MIX 3 ST; MO RIOMET ) MO: QL (765
70-30
per 30 days)
NOVOLOG MIX 3 ST; MO ]
70-30 FLEXPEN SOLIQUA 100/33 3 MO; QL (15
per 25 days)
I;IEOI\\I;%S G 3 STMO STARLIX ORAL 3 MO; QL (90
TABLET 120 MG per 30 days)
ONGLYZA 2 1\’2?3 851;(33? STARLIX ORAL 3 MO; QL (180
P Y TABLET 60 MG per 30 days)
OSENI & 1\2?3 (?clfa(ig) SYMLINPEN 120 2 PA;MO; QL
P Y (10.8 per 30
pioglitazone 1 MO; QL (30 days)
per 30 days) SYMLINPEN 60 2 PA;MO;QL
pioglitazone- 1 MO; QL (30 (6 per 30 days)
glimepiride per 30 days) SYNJARDY ORAL 2 MO; QL (60
pioglitazone- 1 MO; QL (90 TABLET 12.5-1,000 per 30 days)
metformin per 30 days) MG, 12.5-500 MG,
PRANDIN ORAL 3 MO:;QL@4g0  °-1000MG
TABLET 1 MG per 30 days) SYNJARDY ORAL 2 MO;QL (120
PRANDIN ORAL 3 MO; QL (240 TABLET 5-500 MG per 30 days)
TABLET 2 MG per 30 days) TANZEUM 3 PA; MO; QL
PRECOSE ORAL 3 MO; QL (90 (4 per 28 days)
TABLET 100 MG per 30 days) tolazamide oral 1 MO; QL (120
PRECOSE ORAL 3 MO:QL 360 tablet250mg per 30 days)
TABLET 25 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
tolazamide oral 1 MO; QL (60 ALDURAZYME 2 MO
tablet 500 mg per 30 days) ANADROL-50 ) PA: MO
tolbutamide 1 MO; QL (180 ANDRODERM ) PA: MO
per 30 days)
TOUJEO ) MO ANDROGEL 2 PA; MO
SOLOSTAR TRANSDERMAL
GEL IN
TRADJENTA 3 ST; MO; QL METERED-DOSE
(30 per 30 PUMP 20.25
days) MG/1.25 GRAM
0
TRESIBA 2 Mo (1.62 %)
FLEXTOUCH U- ANDROGEL 3 PA; MO
100 TRANSDERMAL
TRESIBA 2 MO SE(IzJ SIN PACKET 1
0
ggngTOUCH U- MG/2.5GRAM), 1
% (50 MG/5
TRULICITY 3 PA; MO; QL GRAM)
(2 per 28 days)  ~\ NDROGEL 2 PA;MO
VGO 20 2 MO TRANSDERMAL
GEL IN PACKET
VGO 30 2 MO
1.62 % (20.25
VGO 40 2 MO MG/1.25 GRAM),
VICTOZA 3-PAK 2 PA;MO; QL 1.62 % (40.5
XIGDUO XR 2 MO; QL (30 ANDROID 3 MO
ORAL TABLET, IR per 30 days) AVEED 3 MO; LA
- ER, BIPHASIC
24HR 10-1,000 MG AXIRON 3 PAMO
XIGDUO XR 2 MO; QL (60 cabergoline I MO
ORAL TABLET, IR per 30 days) calcitonin (salmon) 1 MO
- ER, BIPHASIC .
24HR 10-500 MG calcitriol 1 MO
5.1.000 MG 5_506 intravenous solution
Mé ’ 1 mcg/ml
XULTOPHY 3 MO: QL (15 calcitriol oral 1 MO
100/3.6 per 30 days) CERDELGA 2 MO

MISCELLANEOUS HORMONES

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
CEREZYME 2 MO KORLYM 3 MO
INTRAVENOUS
RECON SOLN 400 KUVAN E MO
UNIT LUMIZYME 2 MO
CHORIONIC 3 PA; MO METHITEST 3 MO
GONADOTROPIN,
HUMAN methyltestosterone 1 MO
oral capsule
danazol S MO MIACALCIN 3 MO
DDAVP 3 MO INJECTION
DEPO- 3 MO MYALEPT 2 PA; MO; LA
TESTOSTERONE NAGLAZYME 2 MO:LA
desmopressin . MO NATPARA 2 PA;MO;LA
injection
: NOVAREL 3 PA;MO
desmopressin nasal 1
solution oxandrolone 1 PA; MO
desmopressin nasal 1 MO pamidronate 1 MO
spray,non-aerosol intravenous solution
desmopressin oral 1 MO paricalcitol 1
int
doxercalciferol 1 Iiravenous
intravenous paricalcitol oral 3 MO
doxercalciferol oral 1 MO PREGNYL 3 PA; MO
ELAPRASE 2 MO RAYALDEE 3 MO
ELELYSO 3 MO ROCALTROL 3 MO
FABRAZYME 2 MO SAMSCA 2 PA; MO
INTRAVENOUS SENSIPAR 2 MO
RECON SOLN 35
MG SOMAVERT 2 MO
FORTESTA 3 PA; MO STIMATE 2 MO
HECTOROL 3 MO STRENSIQ 2 MO;LA
INTRAVENOUS STRIANT 3 PA;MO
SOLUTION 4
MCG/2 ML SYNAREL 2 MO
HECTOROL ORAL 3 MO TESTIM 3 PAMO
KANUMA 2 MO testosterone 1 MO
cypionate

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

testosterone 1 MO THYROID HORMONES
enanthate CYTOMEL 3 MO
?ESAII;()S?)TI;EIi{I\(/?EE 3 PA; MO LEVOTHYROXINE 3 MO
GEL IN INTRAVENOUS
METERED-DOSE R N SOLNIO0
PUMP 10 MG/0.5
GRAM levothyroxine oral | MO
/ACTUATION levoxyl oral tablet 1 MO
testosterone 1 PA; MO 100 mcg, 112 mcg,
transdermal gel in 125 meg, 137 mcg,
metered-dose pump 150 mcg, 175 mcg,
12.5mg/ 1.25 gram 200 mcg, 25 mcg, 50
(1 %) mcg, 75 mcg, 88 mcg
testosterone 1 PA; MO liothyronine 1 MO
transdermal gel in SYNTHROID 3 MO
packet
TESTRED 3 MO THYROLAR-1 3 MO
VOGELXO 3 PA; MO THYROLAR-1/2 3 MO
TRANSDERMAL THYROLAR-1/4 3 MO
GEL IN THYROLAR-2 3 MO
METERED-DOSE
PUMP THYROLAR-3 3 MO
VOGELXO 3 PA; MO TIROSINT 3 MO
TRANSDERMAL TRIOSTAT 3 MO
GEL IN PACKET

unithroid oral tablet 1 MO
VPRIV 3 MO 100 mcg, 112 mcg,
ZAVESCA 2 MO; LA 125 mcg, 150 mcg,

175 meg, 200 mcg,
ZEMPLAR . MO 25 mcg, 300 mcg, 50
INTRAVENOUS - ’

mcg, 75 mcg, 88 mcg
ZEMPLAR ORAL 3 MO
CAPSULE 1 MCG, GASTROENTEROLOGY
2 MCG ANTIDIARRHEALS /
zoledronic acid 1 PA; MO ANTISPASMODICS
intravenous solution atropine injection 1
ZOMETA 3 PA;MO syringe 0.05 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
BENTYL 3 MO ANUSOL-HC 3 MO
INTRAMUSCULA TOPICAL CREAM
R WITH PERINEAL
BENTYL ORAL 3 MO APPLICATOR
CAPSULE ANZEMET ORAL 3 PA; MO
CUVPOSA 3 MO aprepitant 1 PA; MO
dicyclomine 1 APRISO 3 MO
intramuscular ASACOL HD ) MO
dicyclomine oral 1 MO AZULFIDINE 3 MO
capsule
dicyclomine oral 1 MO AZULFIDINE EN- 3 MO
. TABS
solution
dicyclomine oral 1 MO balsalazide ! MO
tablet budesonide oral 1 MO
diphenoxylate- 1 MO CANASA 3 MO
atropine CESAMET 3 PA;MO
glycopyrrolate 1 MO CHENODAL 2 PA- LA
injection ’
CHOLBAM ORAL 2 PA; MO
glycopyrrolate oral 1 MO CAPSULE 250 MG
LOMOTIL S MO CHOLBAM ORAL 2 PA:MO: QL
loperamide oral 1 MO CAPSULE 50 MG (120 per 30
capsule days)
methscopolamine 1 MO CIMZIA 3 PA; MO
MYTESI 3 MO CIMZIA POWDER 3 PA; MO
ROBINUL FORTE 3 MO FOR RECONST
ROBINUL ORAL 3 MO COLAZAL 3 MO
colocort 1 MO
MISCELLANEOUS
GASTROINTESTINAL AGENTS COLYTE WITH 3 ST:MO
FLAVOR PACKS
ACTIGALL 3 MO ORAL RECON
alosetron 1 MO SOLN 240-22.72-
6.72 -5.84 GRAM
ALOXI 2 MO
compro 1 MO
AMITIZA 2 MO
constulose 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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Tier /Limits Tier /Limits

CORTIFOAM 2 MO generlac 1 MO
CREON 2 MO GIAZO 3 MO
cromolyn oral 1 MO GOLYTELY 3 ST; MO
CYSTADANE 2 MO granisetron (pf) 1 MO
DELZICOL ORAL 2 MO e solution
CAPSULE (WITH megrm
DEL REL granisetron hcl 1 MO
TABLETYS) intravenous
DIPENTUM 3 MO granisetron hcl oral 1 PA; MO
dronabinol oral 1 PA; MO hydrocortisone 1 MO
capsule 10 mg rectal
dronabinol oral 3 PA; MO INFLECTRA 2 PA; MO
capsule 2.5 mg, 5 mg KRISTALOSE 3 MO
EMEND 2 MO

lactulose oral 1 MO
INTRAVENOUS solution 10 gram/15
EMEND ORAL 3 PA; MO ml
CAPSULE LIALDA 2 MO
EMEND ORAL 3 PA; MO
CAPSULE,DOSE LINZESS 2 MO
PACK LOTRONEX 3 MO
EMEND ORAL 2 PA MARINOL 3 PA; MO
SUSPENSION FOR .

1 M

RECONSTITUTIO meclizine oral tablet O
N 12.5 mg, 25 mg

MESALAMINE 3 MO
ENTOCORT EC 3 MO ORAL
enulose 1 MO TABLET,DELAYE

D RELEASE
GASTROCROM 3 MO (DR/EC) 800 MG
GATTEX 30-VIAL : MO mesalamine with 1 MO
gavilyte-c 1 MO cleansing wipe
gavilyte-g 1 MO metoclopramide hcl 1 MO
gavilyte-h and 1 MO injection solution
bisacodyl metoclopramide hcl 1 MO
gavilyte-n 1 MO oral

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
MICORT-HC 3 ST; MO peg 3350- 1 MO
TOPICAL CREAM electrolytes oral
WITH PERINEAL recon soln 236-
APPLICATOR 2.5 22.74-6.74 -5.86
% gram
MOVANTIK 2 MO peg-electrolyte soln 1
MOVIPREP 3 MO PENTASA 2 MO
NULYTELY WITH 3 ST; MO PERTZYE ORAL 3 ST; MO
FLAVOR PACKS CAPSULE,DELAY
MO- T A- ED
OCALIVA 2 g}‘:’ (1;/{)0’61;?(’) RELEASE(DR/EC)
days) P 16,000-57,500-
i 60,500 UNIT, 8,000-
ondansetron 1 PA; MO 28,750- 30,250
ondansetron hcl (pf) 1 MO UNIT
ondai‘isetron hcl oral 1 PA; MO EEA%E%J{IE,g%ﬁkY 3 ST
solution ED
ondansetron hcl oral 1 PA RELEASE(DR/EC)
tablet 24 mg 4,000-14,375-
ondansetron hcl oral 1 PA; MO 15,125 UNIT
tablet 4 mg, 8 mg polyethylene glycol 1 MO
OSMOPREP 3 MO 3350 oral powder
PANCREAZE 3 ST;MO PREPOPIK 3 STMO
ORAL prochlorperazine 1 MO
CAPSULE,DELAY
ED ’ prochlorperazine 1 MO
RELEASE(DR/EC) edisy{ate injection
10,500-35,500- solution 10 mg/2 ml
61,500 UNIT, (3 mg/ml)
16,800-56,800- prochlorperazine 1 MO
98,400 UNIT, 2,600- maleate oral
3’12886_150487500()?1\]11 procto-med hc 1 MO
83,900 UNIT, 4,200- procto-pak 1 MO
14,200- 24,600 ;
UNIT proctosol hce topical 1 MO
proctozone-hc 1 MO
RECTIV 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.

80



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
REGLAN ORAL 3 MO ZOFRAN (AS 3 PA; MO
] HYDROCHLORID
RELISTOR ORAL 3 ST; MO E) ORAL
RELISTOR 3 ST;MO .
SUBCUTANEOUS ZOFRAN ODT 3 PA; MO
SOLUTION ZUPLENZ 3 PA; MO
RELISTOR 3 ST; MO ULCER THERAPY
SUBCUTANEOUS
SYRINGE ACIPHEX 3 MO
ACIPHEX 3 MO; QL (30
REMICADE 2 PA; M ’
¢ ; MO SPRINKLE per 30 days)
SANCUSO 2 MO amoxicil- 1 MO; QL (112
SFROWASA 3 MO clarithromy- per 30 days)
SUCRAID 2 MO lansopraz
sulfasalazine 1 MO CARAFATE 3 MO
SUPREP BOWEL 2 MO cimetidine L V1O
PREP KIT cimetidine hcl oral 1 MO
SYNDROS 3 PA CYTOTEC 3 MO
TRANSDERM- 3 MO DEXILANT ORAL 3 MO; QL (30
SCOP CAPSULE,BIPHAS per 30 days)
trilyte with flavor 1 MO E DELAYED
packets RELEAS 30 MG
TRULANCE 3 MO DEXILANT ORAL 3 MO
CAPSULE,BIPHAS
UCERIS ORAL 2 MO E DELAYED
UCERIS RECTAL 3 MO RELEAS 60 MG
URSO 250 3 MO esomeprazole 1 MO; QL (30
magnesium oral per 30 days)
URSO FORTE 3 MO capsule,delayed
ursodiol 1 MO release(dr/ec) 20 mg
VARUBI o) PA; MO esomeprazole 1 MO
magnesium oral
VIBERZI 2 MO capsule,delayed
VIOKACE 2 MO release(dr/ec) 40 mg
7ZENPEP o) MO esomeprazole 1
sodium
famotidine (pf) 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

famotidine (pf)-nacl 1 MO nizatidine 1 MO

(iso-0s) omeprazole oral 1 MO; QL (30

famotidine oral 1 MO capsule,delayed per 30 days)

suspension release(dr/ec) 10

famotidine oral 1 MO mg, 20 mg

tablet 20 mg, 40 mg omeprazole oral 1 MO

lansoprazole oral 1 MO; QL (30 caf sule%je/la);ejo

capsule,delayed per 30 days) retease(arrec mg

release(dr/ec) 15 mg omeprazole-sodium 3 MO; QL (30

lansoprazole oral ) MO bicarbonate oral per 30 days)
capsule 20-1.1 mg-

capsule,delayed

release(dr/ec) 30 mg gram

misoprostol ] MO omeprazole—sodlum 3 MO
bicarbonate oral

NEXIUM IV 3 MO capsule 40-1.1 mg-

INTRAVENOUS gram

I\R/IFZ}CON SOLN 40 omeprazole-sodium 3 MO; QL (30
bicarbonate oral per 30 days)

NEXIUM ORAL 3 MO; QL (30 packet 20-1,680 mg

SSPSULE’DELAY per 30 days) omeprazole-sodium 3 MO
bicarbonate oral

RELEASE(DR/EC

20 MG ( ) packet 40-1,680 mg

NEXIUM ORAL 3 MO pantop razole . MO

CAPSULE,DELAY Iravenous

ED pantoprazole oral 1 MO; QL (30

RELEASE(DR/EC) tablet,delayed per 30 days)

40 MG release (dr/ec) 20

NEXITUM PACKET 2 MO;QL (30 me

ORAL GRANULES per 30 days) pantoprazole oral 1 MO

DR FOR SUSP IN tablet,delayed

PACKET 10 MG, release (dr/ec) 40

2.5 MG, 20 MG, 5 mg

MG PEPCID 3 MO

NEXIUM PACKET 2 MO

ORAL GRANULES

DR FOR SUSP IN

PACKET 40 MG

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
PREVACID ORAL 3 MO; QL (30 PROTONIX ORAL 3 MO
CAPSULE,DELAY per 30 days) TABLET,DELAYE
ED D RELEASE
RELEASE(DR/EC) (DR/EC) 40 MG
15 MG PYLERA 2 MO
PREVACID ORAL 3 MO rabeprazole ] MO
CAPSULE,DELAY P
ED ranitidine hcl 1 MO
RELEASE(DR/EC) injection solution 50
30 MG mg/2 ml (25 mg/ml)
PREVACID 3 MO; QL (30 ranitidine hcl oral 1 MO
SOLUTAB ORAL per 30 days) capsule
EARiI"}],EE’}]E)IIJSAISI{\ITE Za,lj;tidine hel oral 1 MO
REL 15 MG TP
tidine hcl oral 1 M
meacn 5 o °
SOLUTAB ORAL - &
TABLET,DISINTE g
GRAT, DELAY sucralfate oral tablet 1 MO
REL 30 MG ZANTAC 3 MO
PREVPAC 3 MO;QL (112  INJECTION
per 30 days) SOLUTION 25
PRILOSEC ORAL 3 MO MG/ML
SUSP,DELAYED ZANTAC ORAL 3 MO
RELEASE FOR TABLET
RECON ZEGERID ORAL 3 MO; QL (30
PROTONIX 3 MO CAPSULE 20-1.1 per 30 days)
INTRAVENOUS MG-GRAM
PROTONIX ORAL 3 MO ZEGERID ORAL 3 MO
GRANULES DR CAPSULE 40-1.1
FOR SUSP IN MG-GRAM
PACKET ZEGERID ORAL 3 MO;QL (30
PROTONIX ORAL 3 MO:; QL (30 PACKET 20-1,680 per 30 days)
TABLET,DELAYE per 30 days) MG
D RELEASE ZEGERID ORAL 3 MO
(DR/EC) 20 MG PACKET 40-1,680
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
IMMUNOLOGY, VACCINES / ERiTs . [ P MO
UBCUTANEOU

BIOTECHNOLOGY RECON SOLN 1
BIOTECHNOLOGY DRUGS MG
ACTIMMUNE 2 PA; MO EPOGEN 3 PA; MO
ARANESP (IN 3 PA; MO INJECTION

SOLUTION 2,000
POLYSORBATE)

UNIT/ML, 20,000
INJECTION

UNIT/2 ML, 20,000
SOLUTION 100

UNIT/ML, 3,000
MCG/ML, 200

UNIT/ML, 4,000
MCG/ML, 25 UNIT/ML
MCG/ML, 300
MCG/ML, 40 EXTAVIA 3 PA; MO; QL
MCG/ML, 60 SUBCUTANEOUS (15 per 28
MCG/ML KIT days)
ARANESP (IN 3 PA GENOTROPIN 3 PA; MO
POLYSORBATE) GENOTROPIN 3 PA;MO
INJECTION MINIQUICK
SOLUTION 150
MCG/0.75 ML GRANIX 2 PA; MO
ARANESP (IN 3 PA; MO HUMATROPE 3 PA; MO
POLYSORBATE) ILARIS (PF) 2 PA;MO:; LA
INJECTION SUBCUTANEOUS
SYRINGE RECON SOLN
ARCALYST 2 PA; MO INTRON A 9 PA: MO
AVONEX (WITH 2 PA; MO; QL INJECTION
ALBUMIN) (4 per 28 days) ~ RECON SOLN
AVONEX 2 PA; MO; QL INTRON A 2 PA; MO
INTRAMUSCULA (4 per 28 days)  INJECTION
R PEN INJECTOR SOLUTION 6
KIT MILLION
AVONEX 2 PA; MO; QL UNTT/ML
INTRAMUSCULA (4 per 28 days) ~ LEUKINE 2 MO
R SYRINGE KIT INJECTION

RE L
BETASERON 2 PA; MO; QL CONSOLN
SUBCUTANEOUS (15 per 28
KIT 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
MIRCERA 3 PA: MO PLEGRIDY 2 PA; MO; QL
INJECTION SUBCUTANEOUS (1 per 180
SYRINGE 100 SYRINGE 63 days)
MCG/0.3 ML, 50 MCG/0.5 ML- 94
MCG/0.3 ML, 75 MCG/0.5 ML
MCG/0.3 ML PROCRIT 2 PA:MO
MOZOBIL 2 MO INJECTION
NEULASTA 2 PA:MO SOLUTION 10,000
UNIT/ML, 2,000
SUBCUTANEOUS
SVRINGE UNIT/ML, 20,000
UNIT/ML, 3,000
NEUPOGEN 2 PA; MO UNIT/ML, 4,000
NORDITROPIN 2 PA:MO %g%i 40,000
FLEXPRO
NUTROPIN AQ 3 PA; MO PROLEUKIN 2 PA; MO
NUSPIN REBIF (WITH 2 PA; MO; QL
OMNITROPE 2 PA:MO ALBUMIN) (6 per 28 days)
PEGASYS 5 MO: QL (2 per REBIF REBIDOSE 2 PA; MO; QL
PROCLICK 28 days) SUBCUTANEOUS (6 per 28 days)
PEN INJECTOR 22
PEGASYS 2 MO; QL (4 per  MCG/0.5 ML, 44
SUBCUTANEOUS 28 days) MCG/0.5 ML
SOLUTION REBIF REBIDOSE 2 PA; MO; QL
PEGASYS 2 MO; QL (2 per ~ SUBCUTANEOUS (4.2 per 180
SUBCUTANEOUS 28 days) PEN INJECTOR days)
SYRINGE 8.8MCG/0.2ML-22
PLEGRIDY 2 pA;MO;QL  MCG/OSML (6)
SUBCUTANEOUS (I per 28 days)  REBIF TITRATION 2 PA; MO; QL
PEN INJECTOR PACK (4.2 per 180
125 MCG/0.5 ML days)
PLEGRIDY 2 PA; MO; QL SAIZEN 3 PA; MO
SUBCUTANEOUS (1 per 180 )
PEN INJECTOR 63 days) ?;ﬁ?;EKNE Sy 3 PAIMO
MCG/0.5 ML- 94 :
MCG/0.5 ML SEROSTIM 3 PA; MO
PLEGRIDY 2 PA:MO:; QL ;%ESETS%I‘&OES
SUBCUTANEOUS (1 per 28 days) MG. 5 MG. 6 MG
SYRINGE 125 , 9 MG,
MCG/0.5 ML SYLATRON 2 MO

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

Tier /Limits Tier /Limits
ZARXIO 2 PA:MO FLEBOGAMMA 3 PA:MO
: DIF
ZOMACTON 3 PA:MO NTRAVENOUS
ZORBTIVE 3 PA:MO SOLUTION 10 %
VACCINES / MISCELLANEOUS fomepizole 1 MO
ACTHIB (PF) 2 MO GAMMAGARD 3 PA:MO
ADACEL(TDAP 2 MO LIQUID
ADOLESN/ADULT GAMMAGARD S- 3 PA: MO
)(PF) D (IGA < 1
INTRAMUSCULA MCG/ML)
R SUSPENSION
GAMMAKED 3 PA:MO
BCG VACCINE, 2 MO SOLUTION 1
LIVE (PF) GRAM/10 ML (10
0
BEXSERO 2 MO %)
BIVIGAM o GAMMAPLEX 3 PA:MO
GAMMAPLEX 3 PA:MO
BOOSTRIX TDAP 2 MO (WITH SORBITOL)
BOTOX 2 PAMO GAMUNEX-C 3 PA;MO
CARIMUNE NF 3 PA:MO INJECTION
NANOFILTERED SOLUTION 1
INTRAVENOUS GRAM/10 ML (10
RECON SOLN 6 %)
GRAM GARDASIL 9 (PF) 2 MO
DAPTACEL (DTAP 2 MO _
PEDIATRIC) (OF) GRASTEK 2 PA:MO
: HAVRIX (PF) 2 MO
DYSPORT 3 PA:MO INTRAMUSCULA
ENGERIX-B (PF) 2 PA:MO R SUSPENSION
INTRAMUSCULA 1,440 ELISA
R SYRINGE UNIT/ML
ENGERIX-B 2 PA:MO HAVRIX (PF) 2
PEDIATRIC (PF) INTRAMUSCULA
R SYRINGE 720
ELISA UNIT/0.5
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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

HIBERIX (PF) 2 MO PRIVIGEN 2 PA; MO
HYPERRAB S/D 3 PROQUAD (PF) 2 MO
(PF) QUADRACEL (PF) 2
IMOGAM RABIES- 2 MO
HT (PF) RABAVERT (PF) 2 MO
IMOVAX RABIES 2 MO RAGWITEK 2 MO
VACCINE (PF) RECOMBIVAX HB 2 PA; MO
INFANRIX (DTAP) 2 MO %FT)RAMUS CULA
(PF)
INTRAMUSCULA R SUSPENSION 10
R SUSPENSION MCG/ML, 40

MCG/ML
IPOL 23 MO RECOMBIVAXHB 2 PA; MO
IXIARO (PF) 2 MO (PF)
N en e o
INTRAMUSCULA MCG/ML
R SUSPENSION
KINRIX (PF) 5 MO 5)]5F§OMBIVAX HB 2 PA
gg?ﬁ%gECULA INTRAMUSCULA

R SYRINGE 5
MENACTRA (PF) 2 MO MCG/0.5 ML
INTRAMUSCULA
R SOLUTION ROTARIX -
MENOMUNE - 2 MO \RIQE?ENEEQ e MO
A/C/Y/W-135 (PF)
MENVEO A-C-Y- 2 MO TENIVAC (PF) © e
W-135-DIP (PF) INTRAMUSCULA

R SYRINGE
M-M-R I (PF) 2 MO TETANUS,DIPHTH 2 MO
OCTAGAM 3 PA; MO ERIA TOX
ORALAIR 3 PA;MO PED(PF)
SUBLINGUAL TETANUS- 2 MO
TABLET 300 INDX DIPHTHERIA
REACTIVITY TOXOIDS-TD
PEDIARIX (PF) 2 MO THYMOGLOBULI 3 PA
PEDVAX HIB (PF) 2 MO N

TRUMENBA 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.

87



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TWINRIX (PF) 2 MO probenecid- 1 MO
INTRAMUSCULA colchicine
R SUSPENSION ULORIC 2 ST;MO
TYPHIM VI 2
INTRAMUSCULA ZURAMPIC 3 MO
R SOLUTION ZYLOPRIM 3 MO
TYPHIM VI 2 MO OSTEOPOROSIS THERAPY
g\l g?ﬁ%gECULA ACTONEL ORAL 3 ST; MO; QL
TABLET 150 MG (1 per 30 days)
%AT%&?/I([};?CUL A 2 MO ACTONEL ORAL 3 ST; MO; QL
R SYRINGE TABLET 35 MG (4 per 28 days)
ACTONEL ORAL 3 ST; MO; QL
VARIVAX (PF) - MO TABLET 5 MG (30 per 30
VARIZIG 2 MO days)
RIN;“ gf[l}/”[f?osliULA alendronate oral 1 MO; QL (1286
solution per 30 days)
fI(\]IE"lg)Rl\ﬁIl\I:[IUS CULA . PA; MO alendronate oral 1 MO; QL (30
R RECON SOLN 50 tablet 10 mg, 5 mg per 30 days)
UNIT alendronate oral 1 MO; QL (4 per
YF-VAX (PF) ) MO tablet 35 mg, 70 mg 28 days)
JINPLAVA 3 MO ATELVIA 3 ST; MO; QL
(4 per 28 days)
ZOSTAVAX (PF) 2 MO BINOSTO 3 ST: MO: QL
MUSCULOSKELETAL // (4 per 28 days)
RHEUMATOLOGY BONIVA 3 PA; MO
GOUT THERAPY INTRAVENOUS
] BONIVA ORAL 3 ST; MO; QL
allopurinol 1 MO (1 per 30 days)
allopurinol sodium 1 EVISTA 3 MO
aloprim ! FORTEO 2 PA;MO: QL
COLCHICINE 3 ST; MO (2.4 per 28
COLCRYS 3 ST;MO days)
FOSAMAX ORAL 3 ST; MO; QL
MITIGARE 2 MO TABLET 70 MG (4 per 28 days)
probenecid 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
FOSAMAX PLUS 3 ST; MO; QL ENBREL 2 PA; MO; QL
D (4 per 28 days)  SURECLICK (8 per 28 days)
ibandronate 1 PA; MO HUMIRA 2 PA; MO; QL
intravenous solution PEDIATRIC (3 per 180
: i CROHN'S START days)
ibandronate oral 1 13\/([)(?1,aQSI; (1 per SUBCUTANEOUS
Y SYRINGE KIT 40
PROLIA 2 PA; MO MG/0.8 ML
raloxifene 1 MO HUMIRA 2 PA; MO; QL
risedronate oral 1 MO; QL (1 per PEDIAT'RIC (6 per 180
tablet 150 mg 30 days) CROHN'S START days)
SUBCUTANEOUS
risedronate oral 1 MO; QL (4 per  SYRINGE KIT 40
tablet 35 mg, 35 mg 28 days) MG/0.8 ML (6
(12 pack), 35 mg (4 PACK)
k
pack) HUMIRA PEN 2 PA;MO; QL
risedronate oral 1 MO; QL (30 (4 per 28 days)
tablet 5 30d
ablet > mg per 30 days) HUMIRA PEN 2 PA;MO; QL
risedronate oral 1 MO; QL (4 per CROHN'S-UC-HS (6 per 180
tablet,delayed 28 days) START days)
release (drfec) HUMIRA PEN 2 PA;MO; QL
TYMLOS ) PA; MO; QL PSORIASIS- (4 per 180
(1.56 per 30 UVEITIS days)
days)
HUMIRA 2 PA;MO;QL
OTHER RHEUMATOLOGICALS SUBCUTANEOUS (2 per 28 days)
) SYRINGE KIT 10
ACTEMRA 3 PA; MO MG/0.2 ML, 20
ARAVA 3 MO; QL (30 MG/0.4 ML
per 30 days) HUMIRA 2 PA;MO: QL
BENLYSTA 2 MO SUBCUTANEOUS (4 per 28 days)
INTRAVENOUS SYRINGE KIT 40
CUPRIMINE 2 MO MG/0.8 ML
DEPEN 3 MO KEVZARA 3 PA; MO; QL
TITRATABS (2.28 per 28
days)
ENBREL 2 PA; MO; QL '
(8 per 28 days)  KINERET 3 PA;MO
leflunomide 1 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ORENCIA 2 PA; MO XELJANZ 2 PA; MO
ORENCIA (WITH 2 PA; MO XELJANZ XR 2 PA; MO
MALTOSE
) OBSTETRICS / GYNECOLOGY

ORENCIA 2 PA; MO
CLICKJECT ESTROGENS / PROGESTINS
OTEZLA ) PA; MO ACTIVELLA 3 PA; MO
OTEZLA 2 PA;MO ALORA 3 PA; MO; QL
STARTER ORAL (8 per 28 days)
TABLETS,DOSE amabelz 1 PA; MO
PACK 10 MG (4)-
20 MG (4)-30 MG ANGELIQ 3 PA; MO
(47) AYGESTIN 3 MO
OTEZLA 2 PA camila 1 MO
STARTER ORAL
PACK 10 MG (4)- (4 per 28 days)
20 MG (4)-30 CLIMARA PRO 3 PA; MO
MG(19)

COMBIPATCH 3 PA; MO
OTREXUP (PF) 3 MO
SUBCUTANEOUS CRINONE S MO
AUTO-INJECTOR VAGINAL GEL 4
10 MG/0.4 ML, 12.5 7
MG/0.4 ML, 15 CRINONE 3 PA; MO
MG/0.4 ML, 17.5 VAGINAL GEL 8
MG/0.4 ML, 20 %
MG/0.4 ML, 22.5
MG;O 4 ML, 25 deblitane 1 MO
MG/0.4 ML DELESTROGEN 3 MO
RASUVO (PF) 2 MO DEPO-ESTRADIOL 3 MO
RIDAURA 3 MO DEPO-PROVERA 2 MO
SAVELLA ORAL 2 MO; QL (60 {{Nggf%?ggULA
TABLET per 30 days)
SAVELLA ORAL 2 MO:; QL (55 I’ﬁ%’&ﬁg&%& . MO
TABLETS,DOSE per 30 days)
PACK R SUSPENSION

DEPO-SUBQ 3 MO

IMPONI PA; M

5 ON 3 ; MO PROVERA 104
SIMPONI ARIA 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
DIVIGEL 3 PA; MO; QL hydroxyprogesterone 1 MO
TRANSDERMAL (30 per 30 caproate
GEL IN PACKET days) o ]
0.5 MG/0.5 GRAM Jinteli I PAMO
(0.1 %) jolivette 1 MO
DUAVEE 2 MO lyza 1 MO
ELESTRIN 3 PA; MO; QL MAKENA 2 MO
(52 per 30 INTRAMUSCULA
days) R OIL 250 MG/ML
errin 1 MO (1 ML)
ESTRACE ORAL 3 PA;MO medroxyprogesteron S O
e intramuscular
ESTRACE 2 MO suspension
VAGINAL medroxyprogesteron 1 MO
estradiol oral 3 PA; MO eoral
estradiol 1 PA; MO; QL MENEST ORAL 2 PA; MO
transdermal patch (8 per 28 days)  TABLET 0.3 MG,
semiweekly 0.625 MG, 1.25 MG
estradiol 1 PA; MO; QL MENOSTAR 3 PA; MO; QL
transdermal patch (4 per 28 days) (4 per 28 days)
weekly mimvey 1 PA; MO
estradiol valerate 1 MO . ]
intramuscular oil 20 mimvey lo ! PA; MO
mg/ml, 40 mg/ml MINIVELLE 3 PA; MO; QL
estradiol- 1 PA; MO (8 per 28 days)
norethindrone acet nora-be 1 MO
ESTRING 2 MO norethindrone 1 MO
estropipate 1 PA; MO (contraceptive)
EVAMIST 3 PA;MO; QL Z;’ZZZ"‘{”’”@ S O
(16.2 per 30
days) norethindrone ac-eth 3 PA; MO
FEMHRT LOW 3 PA;MO ngr‘;déoyfq oral tab ]le;
DOSE 070 METCE, 1=
mg-mcg
FEMRING 3 MO
norlyroc 1
fyvavolv 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ORTHO 3 MO LUPANETA PACK 3 MO
MICRONOR (3 MONTH)
PREFEST 3 PA; MO LYSTEDA 3 MO
PREMARIN 3 MO METROGEL 3 MO
INJECTION VAGINAL
PREMARIN ORAL 2 MO metronidazole 1 MO
PREMARIN 3 MO vaginal
VAGINAL miconazole-3 1 MO
PREMPHASE 3 PA: MO vaginal suppository
PREMPRO 3 PA;MO NUVARING S O
progesterone 1 MO NUVESSA > MO
micronized TERAZOL 7 3 MO
PROMETRIUM 3 MO terconazole 1 MO
PROVERA 3 MO tranexamic acid oral 3 MO
sharobel 1 MO vandazole | MO
VAGIFEM 3 MO xulane 1 MO
VIVELLE-DOT 3 PA; MO; QL ORAL CONTRACEPTIVES /
(8 per 28 days) 'RELATED AGENTS
yuvafem 1 MO alyacen 1/35 (28) | MO
MISCELLANEOUS OB/GYN amethia 1 MO
AVC VAGINAL 3 MO amethia lo 1 MO
CLEOCIN 3 MO apri 1 MO
VAGINAL CREAM aranelle (28) 1 MO
\C/IA%OHSIAI\IIJ 2 MO ashlyna 1 MO
SUPPOSITORY aubra 1 MO
clindamycin 1 MO aviane 1 MO
phosphate vaginal balziva (28) 1 MO
CLINDESSE 3 MO bekyree (28) 1 MO
GYNAZOLE-1 3 MO BEYAZ 3 MO
LuraNeT PAck [ O blsovi 246 LMo

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
blisovi fe 1.5/30 (28) 1 MO Jjunel 1.5/30 (21) 1 MO
blisovi fe 1/20 (28) 1 MO Jjunel 1/20 (21) 1 MO
BREVICON (28) 3 MO Jjunel fe 1.5/30 (28) 1 MO
briellyn 1 MO Jjunel fe 1/20 (28) 1 MO
camrese lo 1 MO Jjunel fe 24 1 MO
caziant (28) 1 MO kaitlib fe 1 MO
cryselle (28) 1 MO kariva (28) 1 MO
cyclafem 1/35 (28) 1 MO kelnor 1/35 (28) 1 MO
cyclafem 7/7/7 (28) 1 MO kimidess (28) 1 MO
CYCLESSA (28) 3 MO [ norgest/e.estradiol- 1 MO
e.estrad oral
delyla (28) ! tablets,dose pack,3
desog- 1 MO month 0.15 mg-30
e.estradiol/e.estradio mcg (84)/10 mcg (7)
! larin 1.5/30 (21) | MO
DESOGEN 3 MO larin 1/20 (21) 1 MO
drospirenone- 1 MO .
e.estradiol-Im.fa larin fe 1.5/30 (28) | MO
drospirenone-ethinyl 1 MO larin fe 1/20 (28) i MO
estradiol larissia 1 MO
emoquette 1 MO layolis fe 1 MO
enpresse 1 MO leena 28 1 MO
ethynodiol diac-eth 1 lessina 1 MO
estradiol levonest (28) 1 MO
Jalmina (28) ! MO levonorgestrel- 1 MO
fayosim 1 MO ethinyl estrad oral
femynor ) tablet 0.1-20 mg-
Y mcg, 90-20 mcg

GENERESS FE 3 MO levonorgestrel- 1 MO
gianvi (28) 1 MO ethinyl estrad oral

. . tablets,dose pack,3

ld 1 MO ’ ’
srdasa month
introvale 1 MO
Jjuleber 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
levonorg-eth estrad 1 MO necon 10/11 (28) 1
triphasic necon 7/7/7 (28) I MO
levora-28 1 MO nikki (28) 1 MO
LO LOESTRIN FE 3 MO noreth-ethinyl ]
LOESTRIN 1.5/30 3 MO estradiol-iron oral
(21) tablet,chewable
LOESTRIN 1/20 3 MO 0.4mg-35meg(21)
@1 and 75 mg (7)
LOESTRIN FE 3 MO noreth-ethinyl 1 MO
estradiol-iron oral
1.5/30 (28-DAY) tablet,chewable
LOESTRIN FE 1/20 3 MO 0.8mg-25mcg(24)
(28-DAY) and 75 mg (4)
lomedia 24 fe 1 MO norethindrone ac-eth 1 MO
) 28 1 MO estradiol oral tablet
oryna (28) 1-20 mg-mcg
LOSEASONIQUE 3 M
Q © norethindrone- 1 MO
low-ogestrel (28) 1 MO e.estradiol-iron oral
lutera (28) 1 MO tablet 1 mg-20 mcg
(24)/75 mg (4)
marlissa 1 MO
: norethindrone- 1 MO
mibelas 24 fe 1 MO e.estradiol-iron oral
microgestin 1.5/30 1 MO tablet,chewable
(21) norgestimate-ethinyl 1 MO
microgestin 1/20 1 MO estradiol
21) NORINYL 1/35 (28) 3 MO
microgestin fe 1.5/30 1 MO nortrel 0.5/35 (28) 1 MO
28
(2% nortrel 1/35 (21) 1 MO
microgestin fe 1/20 1 MO
(28) nortrel 1/35 (28) 1 MO
mononessa (28) 1 MO ocella 1 MO
NATAZIA 3 MO ogestrel (28) 1 MO
necon 0.5/35 (28) 1 MO orsythia 1 MO
necon 1/50 (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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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
ORTHO TRI- 3 MO tri-previfem (28) 1 MO
CYCLEN (28) tri-sprintec (28) 1 MO
ORTHO TRI- 3 MO .
CYCLEN LO (28) trivora (28) 1 MO
ORTHO-CYCLEN 3 MO vell}/et triphasic 1 MO
(28) regimen (28)
ORTHO-NOVUM 3 MO vestura (28) . MO
1/35 (28) vienva 1 MO
ORTHO-NOVUM 3 MO vyfemla (28) 1 MO
7177 (28) wymzya fe 1 MO
OVCON-35 (28) 3 MO YASMIN (28) 3 MO
pimtrea (28) 1 MO YAZ (28) 3 MO
pirmella oral tablet 1 MO —arah 1 MO
1-35 mg-mcg
portia 1 MO zenchent (28) 1 MO
1 M
previfem 0 MO zenchent fe O
ia 1/35e (28 1 MO
QUARTETTE 3 MO zovia 1/33¢ (28)
ia 1/50e (28 1 M
quasense 1 MO zovia 1/50e (28) O
reclipson (28) o OPHTHALMOLOGY
rivelsa 1 MO ANTIBIOTICS
SAFYRAL 3 MO AZASITE 2 MO
SEASONIQUE 3 MO bacitracin 1 MO
ophthalmic
setlakin 1 MO
: bacitracin- 1 MO
sprintec (28) 1 MO polymyxin b
sronyx 1 MO ophthalmic
tarina fe 1/20 (28) 1 MO BESIVANCE 2 Mo
tri-legest fe 1 MO CILOXAN 3 MO
tri-lo-estarylla 1 MO ciprofloxacin hcl 1 MO
) ) ophthalmic
tri-lo-sprintec 1 MO
) erythromycin 1 MO
trinessa (28) 1 MO ophthalmic
TRI-NORINYL (28) 3 MO gatifloxacin 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
gentak ophthalmic 1 MO VIROPTIC 3 MO
otntment ZIRGAN 3 MO
gentamicin B 10 BETA-BLOCKERS
ophthalmic drops

. BETAGAN 3 MO
ffﬁgﬁ%’”‘ . VO OPHTHALMIC
P DROPS 0.5 %
MOXEZA 3 MO betaxolol ophthalmic 1 MO
NATACYN 2 MO BETIMOL 3 MO
i . O BETOPTIC S 3 MO
acitracin-

polymyxin carteolol | MO
neomycin- 1 MO ISTALOL 3 MO
poly " xal,n_ levobunolol 1 MO
gramiciain ophthalmic drops
NEOSPORIN 3 0.5 %
(NEO-POLYM- )
GRAMICID) metipranolol 1

timolol maleate 1 MO
OCUFLOX 3 MO ophthalmic
ofloxacin ophthalmic 1 MO TIMOPTIC 3 MO
polymyxin b sulf- 1 MO OCUDOSE (PF)
trimethoprim TIMOPTIC-XE 3 MO
POLYTRIM 3 MO

CHOLINESTERASE INHIBITOR
tobramycin 1 MO MIOTICS
TOBREX 3 MO PHOSPHOLINE 2 MO
OPHTHALMIC IODIDE
DROPS

CYCLOPLEGIC MYDRIATICS
TOBREX 2 MO
OPHTHALMIC atropine ophthalmic 1 MO
OINTMENT drops
VIGAMOX 3 MO DIRECT ACTING MIOTICS
ZYMAXID 3 MO ISOPTO CARPINE 3 MO
ANTIVIRALS pilocarpine hcl 1 MO

- ophthalmic drops 1

trifluridine 1 MO % 2%, 4%

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

MISCELLANEOUS bromfenac 1 MO
ALOCRIL 3 MO diclofenac sodium 1 MO
ALOMIDE 3 MO ophthalmic
azelastine 1 MO Sflurbiprofen sodium 1 MO
ophthalmic ILEVRO 2 MO
BEPREVE 3 MO ketorolac 1 MO
cromolyn 1 MO ophthalmic
ophthalmic NEVANAC 3 MO
ELESTAT 3 MO PROLENSA 2 MO
EMADINE 5 MO ORAL DRUGS FOR GLAUCOMA
epinastine 1 MO acetazolamide 1 MO
LACRISERT 3 MO acetazolamide 1 MO
LASTACAFT 3 MO sodium
olopatadine 1 MO DIAMOX 3 MO
ophthalmic SEQUELS
PATADAY 3 MO methazolamide 1 MO
PATANOL 3 MO OTHER GLAUCOMA DRUGS
PAZEO 2 MO AZOPT 3 MO
RESTASIS 2 MO; QL (60 bimatoprost 1 MO

per 30 days) ophthalmic
RESTASIS 2 MO; QL (5.5 COMBIGAN 2 MO
MULTIDOSE per 30 days) COSOPT 3 MO
XIIDRA 3 MO; QL (60 COSOPT (PF) o

per 30 days)

d lamid 1 M
NON-STEROIDAL ANTI- orzoramde 0
INFLAMMATORY AGENTS dorzolamide-timolol 1 MO
ACULAR 3 MO latanoprost 1 MO
ACULAR LS 3 MO LUMIGAN 2 MO
OPHTHALMIC

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
SIMBRINZA 3 MO FML LIQUIFILM 3 MO
TRAVATAN Z 2 MO FML S.O.P. 2 MO
TRUSOPT 3 MO LOTEMAX 2 MO
XALATAN 3 ST; MO MAXIDEX 3 MO
ZIOPTAN (PF) 3 ST; MO OMNIPRED 3 MO
PRED FORTE 3 MO
PRED MILD 3 MO
MAXITROL 3 MO prednisolone acetate 1 MO
neomy Ci’?' 1 MO prednisolone sodium 1 MO
bacitracin-poly-hc phosphate
neomycin-polymyxin 1 MO ophthalmic
b-dexameth
neomycin- 1 MO
polymyxin-he BLEPHAMIDE 3 MO
ophthalmic
PRED-G 3 MO BLEPHAMIDE 3 MO
S.O.P.
PRED-G 8.0.P. . MO sulfacetamide- 1 MO
TOBRADEX 3 MO prednisolone
tobramycin- 1 MO BLEPH-10 3 MO
dexamethasone sulfacetamide 1 MO
ZYLET 2 MO sodium ophthalmic
ALREX 3 MO ALPHAGAN P 2 MO
dexamethasone 1 MO SEHF;HAIII\?IC
sodium phosphate OPS0.1%
ophthalmic ALPHAGAN P 3 MO
OPHTHALMIC
DUREZOL 3 MO
DROPS 0.15 %
FLAREX 3 MO .
apraclonidine 1 MO
fluorometholone 1 MO ) —
brimonidine 1 MO
FML FORTE 3 MO
IOPIDINE 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.
98



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
RESPIRATORY AND EPIPEN JR 2-PAK 2 MO; QL (4 per
ALLERGY 30 days)
. 1 ]
ANTIHISTAMINE / izc)l/bdli;otxyzme hel oral PA; MO
ANTIALLERGENIC AGENTS
. levocetirizine oral 1 MO
adrenalin injection 1 solution
solution 1 mg/ml (1
ml) levocetirizine oral 1 MO; QL (30
tablet per 30 days)
AUVI-Q 3 ST; MO; QL
(4 per 30 days)  PHENERGAN 3 MO
— INJECTION
cetirizine oral 1 MO .
solution 1 mg/ml promethazine 3 MO
injection solution
CLARINEX ORAL 3 MO
SYRUP promethazine oral 3 PA; MO
CLARINEX ORAL 3 MO:; QL (30 SEMPREX-D 3 MO
TABLET per 30 days) XYZAL ORAL 3 MO
CLARINEX-D 12 3 MO; QL (60 SOLUTION
HOUR per 30 days) XYZAL ORAL 3 MO;QL(30
desloratadine 1 MO; QL (30 TABLET per 30 days)
per30days)  pULMONARY AGENTS
c'lzpher.zhydram?ne hel 1 MO ACCOLATE 3 MO
injection solution 50
mg/ml acetylcysteine 1 PA; MO
EPINEPHRINE 3 ST; MO; QL ADCIRCA 2 PA; MO; QL
INJECTION AUTO- (4 per 30 days) (60 per 30
INJECTOR 0.15 days)
MG/0.15 ML, 0.3 % ADEMPAS 2 PA;MO;LA
not made by Mylan
ADVAIR DISKUS 2 MO; QL (60
EPINEPHRINE 2 MO; QL (4 per per 30 days)
INJECTION AUTO- 30 days)
INJECTOR 0.15 ADVAIR HFA 2 MO; QL (12
MG/0.3 ML, 0.3 per 30 days)
MG/0.3 ML AEROSPAN 2 MO;QL(17.8
(manufacturgd by per 30 days)
Mylan Specialty)
AIRDUO 3 MO; QL (60
EPIPEN 2-PAK 2 MO; QL (4 per  RESPICLICK per 30 days)
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
albuterol sulfate 1 PA; MO ASMANEX 2 MO; QL (1 per
inhalation solution TWISTHALER 30 days)
for nebulization 0.63 INHALATION
mg/3 ml, 1.25 mg/3 AEROSOL POWDR
ml, 2.5 mg /3 ml BREATH
(0.083 %), 5 mg/ml ACTIVATED 110
MCG (30 DOSES),
;zllljzterol sulfate oral 1 MO 220 MCG (30
Yrup DOSES), 220 MCG
albuterol sulfate oral 3 MO (60 DOSES)
tablet ASMANEX 2 MO:; QL (2 per
albuterol sulfate oral 3 MO TWISTHALER 30 days)
tablet extended INHALATION
release 12 hr AEROSOL POWDR
ALVESCO 3 MO;QL (122 ifé]%fJETED 120
INHALATION HFA per 30 days) MCG (120 DOSES
AEROSOL ( )
INHALER 160 ATROVENT HFA 2 MO; QL (25.8
MCG/ACTUATION per 30 days)
ALVESCO 3 MO; QL (6.1 BECONASE AQ 3 MO; QL (50
INHALATION HFA per 30 days) per 30 days)
AEROSOL BERINERT 3 PA; MO
INHALER 80 INTRAVENOUS
MCG/ACTUATION KIT
ANORO ELLIPTA 2 1\’53 (?g;a(gg) BEVESPI 2 MO: QL (10.7
P y AEROSPHERE per 30 days)
ARCAPTA 2 MO; QL (30 ,
NEOHALER per 30 days) BREO ELLIPTA 2 MO; QL (60
per 30 days)
ARNUITY 2 MO; QL (30 )
ELLIPTA per 30 days) BROVANA > PA; MO
ASMANEX HFA 2 MO;QL (I3 budesonide L PAMO
inhalation
per 30 days)
budesonide nasal 1 MO; QL (17.2
per 30 days)
CINRYZE 2 PA; MO
COMBIVENT 2 MO; QL (8 per
RESPIMAT 30 days)
cromolyn inhalation 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
DALIRESP 3 PA; MO FLOVENT HFA 2 MO; QL (10.6
] INHALATION HFA per 30 days)
DULERA 2 l\/i?é (?ga( 15 AEROSOL
P Y INHALER 44
DYMISTA 2 MO; QL (23 MCG/ACTUATION
per 30 days) flunisolide nasal 1 MO; QL (50
ESBRIET ORAL 2 PA; MO; QL spray,non-aerosol per 30 days)
CAPSULE (270 per 30 25 meg (0.025 %)
days) fluticasone nasal 1 MO; QL (16
ESBRIET ORAL 2 PA; MO; QL per 30 days)
TABLET 267 MG ff;g)per 30 FLUTICASONE- 3 MO:; QL (60
Y SALMETEROL per 30 days)
BT 2 MO0 hows 1 stwoa
d ELLIPTA (30 per 30
ays)
days)
FIRAZYR 2 PA; MO ipratropium bromide | PA; MO
FLOVENT DISKUS 2 MO; QL (60 inhalation
;i?%%:;T\IﬁIiH per 30 days) ipratropium- 1 PA; MO
DEVICE 100 albuterol
MCG/ACTUATION KALYDECO ORAL 2 PA; MO; QL
, 50 GRANULES IN (56 per 28
MCG/ACTUATION PACKET days)
FLOVENT DISKUS 2 MO; QL (240 KALYDECO ORAL 2 PA; MO; QL
INHALATION per 30 days) TABLET (60 per 30
BLISTER WITH days)
DEVICE 250 . .
MCG/ACTUATION LETAIRIS 2 PA; MO; LA
FLOVENT HFA ) MO: QL (12 levalbuterol hcl 1 PA; MO
INHALATION HFA per 30 days) LEVALBUTEROL 3 MO; QL (30
AEROSOL TARTRATE per 30 days)
INHALER 110
t t [ 1 MO
MCG/ACTUATION metaprotereno
t [ 1 MO; QL (34
FLOVENT HFA 2 MO;QL(4 = TOmemonenad per é(? q a_E/s)
INHALATION HFA per 30 days)
AEROSOL montelukast 1 MO
INHALER 220 NASONEX 3 MO;QL (34
MCG/ACTUATION 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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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
NUCALA 2 PA; MO; LA; QNASL NASAL 2 MO; QL (4.9
QL (1 per 28 HFA AEROSOL per 30 days)
days) INHALER 40
OFEV 2 PA MO OL MCG/ACTUATION
(60 per 30 QNASL NASAL 2 MO; QL (8.7
days) HFA AEROSOL per 30 days)
_ INHALER 80
OMNARIS 30 MO;QL(125 ot A TION
per 30 days)
OPSUMIT 2 pA;MO; LA QVAR 2 MOQL(74
per 30 days)
ORKAMBI 2 fﬁ;zMg;sz REVATIO 3 PA;MO
ey INTRAVENOUS
ays)
, REVATIO ORAL 3 PA; MO; QL
PERFOROMIST 2 PAMO SUSPENSION FOR (224 per 30
PROAIR HFA 2 MO; QL (17 RECONSTITUTIO days)
per 30 days) N
PROAIR 2 MO; QL (2 per REVATIO ORAL 3 PA; MO; QL
RESPICLICK 30 days) TABLET (90 per 30
PROVENTIL HFA 3 MO: QL (13.4 days)
per 30 days) RUCONEST 3 PA; MO
PULMICORT 3 PA; MO SEEBRI 3 ST; QL (60 per
PULMICORT 2 MO:;QL(2per NEOHALER 30 days)
FLEXHALER 30 days) SEREVENT 2 MO; QL (60
INHALATION DISKUS per 30 days)
AEROSOL POWDR .
BREATH szlldenaﬁl 1 PA
ACTIVATED 180 Hiravenous
MCG/ACTUATION sildenafil oral 1 PA; MO; QL
PULMICORT 2 MO; QL (1 per 5190 per 30
FLEXHALER 30 days) ays)
INHALATION SINGULAIR 3 MO
AEROSOL POWDR SPIRIVA 2 MO; QL (4 per
BREATH RESPIMAT 30 days)
ACTIVATED 90 Y
MCG/ACTUATION SPIRIVA WITH 2 MO; QL (90
PULMOZYME ) PA; MO HANDIHALER per 90 days)
STIOLTO 2 MO; QL (4 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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Drug Name Requirements Drug Name Drug Requirements
/Limits Tier /Limits
STRIVERDI MO; QL (4 per XOPENEX 3 PA; MO
RESPIMAT 30 days) INHALATION
] SOLUTION FOR
SYMBICORT Né?é (?(I;a( ls())2 NEBULIZATION
P Y 0.63 MG/3 ML, 1.25
terbutaline MO MG/3 ML
THEO-24 MO zafirlukast 1 MO
theophylline oral MO ZETONNA 3 MO; QL (6.1
solution per 30 days)
theophylline oral MO zileuton 1 MO
tablet extended
release 12 hr 100 ZYFLO . MO
mg, 200 mg, 300 mg ZYFLO CR 3 MO
theophylline oral MO UROLOGICALS
tablet extended .
release 24 hr ANTICHOLINERGICS /
TRACLEER PA; MO; LA SR NOPIS
dari ] 1 MO
triamcinolone MO; QL (16.5 arifenacin
acetonide nasal per 30 days) DETROL 3 MO
TUDORZA MO; QL (1 per DETROL LA 3 MO
VENTOLIN HFA MO; QL (36 flavoxate 1 MO
per 30 days)
. o GELNIQUE 3 MO; QL (30
XOLAIR PA;MO; LA, TRANSDERMAL per 30 days)
QL (6per28  GEL IN PACKET
days)
MYRBETRIQ 2 MO
XOPENEX PA; MO
CONCENTRATE oxybutynin chloride 1 MO
XOPENEX HFA MO:; QL (30 OXYTROL 3 MO; QL (8 per
per 30 days) 28 days)
XOPENEX PA tolterodine 1 MO
INHALATION TOVIAZ 2 MO
SOLUTION FOR -
NEBULIZATION trospium 1 MO
0.31 MG/3 ML VESICARE 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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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
BENIGN PROSTATIC VITAMINS, HEMATINICS /
HYPERPLASIA(BPH) THERAPY ELECTROLYTES
alfuzosin 1 Mo ELECTROLYTES
AVODART 3 MO calcium acetate oral 1 MO
dutasteride 1 MO capsule
dutasteride- 1 MO calcium acetate oral 1 MO
tamsulosin tablet 667 mg
finasteride oral 1 MO eliphos 1 MO
tablet 5 mg klor-con 10 1 MO
FLOMAX 3 ST; MO klor-con 8 1 MO
JALYN 3 MO klor-con m10 1 MO
PROSCAR 3 MO klor-con m15 1 MO
RAPAFLO 2 ST; MO klor-con m20 1 MO
tamsulosin I MO klor-con sprinkle 1 MO
UROXATRAL 3 ST; MO K-TAB ORAL 3 MO
CHOLINERGIC STIMULANTS TABLET
) EXTENDED
bethanechol chloride 1 MO RELEASE 10 MEQ,
URECHOLINE 3 MO 20 MEQ
MISCELLANEOUS UROLOGICALS k-tab oral tablet 1 MO
extended release 8
CIALIS ORAL 2 PA; MO; QL megq
TABLET 2.5 MG, 5 (30 per 30
MG days) lactated ringers 1 MO
intravenous
CYSTAGON 2 MO; LA
magnesium sulfate 1 MO
ELMIRON 2 MO injection solution
potassium citrate 1 MO magnesium sulfate 1
PROCYSBI 3 MO injection syringe
UROCIT-K 10 3 MO NORMOSOL-R IN 2
1)
UROCIT-K 15 3 MO > % DEXTROSE
UROCITK 5 3 MO PHOSLYRA 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
potassium chlorid- 1 potassium chloride 1 MO
d5-0.45%nacl oral liquid
iniravenous : potassium chloride 1 MO
parenteral solution
oral tablet extended

10 meq/l, 30 meq/I, release
40 meq/l
potassium chlorid- 1 MO potassium chloride 1 MO

0 oral tablet,er
d5-0.45%nacl .
. particles/crystals
intravenous
parenteral solution potassium chloride- 1
20 megq/l 0.45 % nacl
potassium chloride 1 potassium chloride- 1 MO
in 0.9%nacl d5-0.2%nacl
intravenous intravenous
parenteral solution parenteral solution
20 meq/l, 40 meq/l 20 meq/l
potassium chloride 1 potassium chloride- 1
in5 % dex d5-0.3%nacl
intravenous intravenous
parenteral solution parenteral solution
20 meq/l, 40 meq/I 20 meq/l
potassium chloride 1 MO potassium chloride- 1 MO
in lr-d5 intravenous d5-0.9%nacl
parenteral solution intravenous
20 meq/l parenteral solution
potassium chloride 1 MO 20 meq/i
intravenous potassium chloride- 1
piggyback 10 d5-0.9%nacl
meq/100 ml intravenous
potassium chloride 1 parenteral solution
; 40 meq/l
intravenous
piggvback 20 ringer's intravenous 1
meq/100 ml, 40 sodium chloride 0.45 1 MO
meq/100 ml 0 i

o Intravenous

potassium chloride 1 parenteral solution
intravenous solution sodium chloride 3 % 1 MO
potassium chloride 1 MO sodium chloride 5 % 1

oral capsule,
extended release

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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
sodium chloride 1 MO CLINIMIX 2 PA
intravenous 5%/D15W
parenteral solution SULFITE FREE
2.3 meq/ml CLINIMIX 2 PA
sodium lactate 1 5%/D25W
intravenous SULFITE-FREE
TPN 3 CLINIMIX 2 PA
ELECTROLYTES 2.75%/D5W
LFIT FREE
MISCELLANEOUS NUTRITION SU
PRODUCTS CLINIMIX 2 PA
) ) 4.25%/D10W SULF
amino acids 15 % 1 PA FREE
AMINOSYN 7% e CLINIMIX425%- 2 PA
WITH D20W SULF-FREE
ELECTROLYTES
. CLINIMIX 4.25%- 2 PA
ELECTROLYTES
CLINIMIX 5%- 2 PA
/o FREE)
7 4.25%/D10W SUL
AMINOSYN 11 7 % 2 PA FREE
AMINOSYN II 8.5 2 PA CLINIMIX E 3 PA
% 4.25%/D25W SUL
FREE
AMINOSYN II 8.5 2 PA
%- CLINIMIX E 3 PA
ELECTROLYTES 4.25%/D5W SULF
AMINOSYN-HBC 2 PA FREE
7% CLINIMIX E 3 PA
h)
AMINOSYN-PF 10 2 PA 15:1?]/3]%1 SW SULFIT
%
AMINOSYN-PF 7 2 PA COLINIMIX E 3 PA
5%/D20W SULFIT
% (SULFITE- FREE
FREE)
CLINIMIX E 3 PA
éMINOSYN-RF 5.2 2 PA 59,/D25W SULFIT
0 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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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits

CLINISOL SF 15 % 3 PA; MO TROPHAMINE 6% 2 PA
FREAMINE HBC 3 PA VITAMINS / HEMATINICS

0
6.9 % FLUORIDE 3 MO
HEPATAMINE 8% 2 PA (SODIUM) ORAL
intralipid 1 PA TABLET
intravenous PRENATAL 3 MO
emulsion 20 % VITAMIN ORAL
INTRALIPID 3 PA TABLET
INTRAVENOUS
EMULSION 30 %
IONOSOL-MB IN 2
D5W
ISOLYTE-P IN 5 % 2
DEXTROSE
ISOLYTE-S 2
NEPHRAMINE 5.4 2 PA

%

NORMOSOL-M IN 3
5 % DEXTROSE

NORMOSOL-R PH 2

7.4

NUTRILIPID 3 PA
PLASMA-LYTE 2

148

PLASMA-LYTE A 2

premasol 10 % 1 PA; MO
PREMASOL 6 % 2 PA
PROCALAMINE 3 PA

3%

PROSOL 20 % 3 PA; MO
travasol 10 % 3 PA; MO
TROPHAMINE 10 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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ADLYXIN....cooovvieeerieeeenee. 69
adrenalin..........ccoeevvvvveeennnnn, 99
adriamycin..........ccceeeeveennnnnne. 13
adrucil.....ccoeeiiiviiiiiiee, 13
ADVAIR DISKUS............... 99
ADVAIR HFA ..................... 99
ADZENYS XR-ODT ........... 36
AEROSPAN......cooovvveeenn 99
afeditab cr......cccooovvvneieennnn. 50
AFINITOR .....cccooovvviennnn 13
AFINITOR DISPERZ .......... 13
AFREZZA .........ooooveeen. 69
AGGRENOX........ccovvveveenne. 55
AGRYLIN .....coovvvviiieeeenn, 65
AIRDUO RESPICLICK....... 99
ala-CoTtuuuunininiiiiiiiiiiiiiieeee, 62
ALA-SCALP.......ccovvveeenn. 62
ALBENZA ......ooovvieeee 7
albuterol sulfate .................. 100
alclometasone...........c.coo...... 62
ALCOHOL PADS................ 69
ALDACTAZIDE.................. 50
ALDACTONE........cc.......... 50
ALDARA .....ccoevveeeeen. 59
ALDURAZYME................. 75
ALECENSA ......covveeeen. 13
alendronate ..................... 65, 88
alfuzosin ............ccceevveeeennne. 104
ALIMTA ..o 13
ALINIA ..., 7
ALKERAN ........coovvvieeeenn 13
allopurinol ........cccoceeienenne. 88

allopurinol sodium................ 88
almotriptan malate................. 25
ALOCRIL.........coevvvveeeennn. 97
ALOGLIPTIN ................ 69, 70
ALOGLIPTIN-METFORMIN
.......................................... 70
ALOGLIPTIN-
PIOGLITAZONE............. 70
ALOMIDE.........ccvvvvvennn. 97
aloprim.......cccceeeevienieeciiennnn, 88
ALORA ..o 90
alOSEtron .........cccevveeeeeveeeeenns 78
ALOXI...oooiviiiiiiiiiieeeein. 78
ALPHAGANP......cccoeune. 98
ALREX .....oovviiiiiiiieiicne. 98
ALTACE ....ccoooeveeeee 50
ALTOPREV .....cccovvvvvenn. 56
ALUNBRIG ......cccoovvvvennne.. 13
ALVESCO.....cccoovvvveeennn. 100
alyacen 1/35 (28) cccvveevvennnne 92
amabelz........cccoooeeiiiiiininnn, 90
amantadine hel........................ 2
AMARYL....ccoovvviviii. 70
AMBIEN ........ccovvviiiienn.. 36
AMBIEN CR.......cccvvvvenne. 36
AMBISOME........cccccccoeennne.. 1
amcinonide .............cccevveeennn. 62
AMERGE .........cooovvviiinn. 25
amethia .....ccocevvveeiiviiininene, 92
amethia [o ......ccccoeevvvvennnnnnnn, 92
amikacin .....coccveeveeiiiiiiiinnenen, 7
amiloride.........ccccoovveevnnnnnnnn. 50
amiloride-hydrochlorothiazide
.......................................... 50
amino acids 15 %................ 106
AMINOSYN 7 % WITH
ELECTROLYTES.......... 106
AMINOSYN 8.5 %-
ELECTROLYTES.......... 106
AMINOSYNII 10 %.......... 106
AMINOSYN I 15 %.......... 106
AMINOSYN 11 7 %............ 106
AMINOSYN I 8.5 %......... 106
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AMINOSYN II 8.5 %-

ELECTROLYTES ......... 106
AMINOSYN-HBC 7% ...... 106
AMINOSYN-PF 10 % ....... 106
AMINOSYN-PF 7 %

(SULFITE-FREE).......... 106
AMINOSYN-RF 5.2 %......106
amiodarone..........ccecceeveeennen. 49
AMITIZA .....ooviiiieenn. 78
amitriptyline .........c.cccevenneee. 36
amlodipine.........ccoeevvereeennnen. 50
amlodipine-atorvastatin........ 56
amlodipine-benazepril.......... 50
amlodipine-olmesartan......... 50
amlodipine-valsartan............. 50
amlodipine-valsartan-hcthiazid

.......................................... 50
ammonium lactate................. 59
AMOXAPINE ...ovvvrenrreereeerennnnn 36
amoxicil-clarithromy-lansopraz

.......................................... 81
amoxicillin.......cocceevieniinninne 9
amoxicillin-pot clavulanate....9
amphotericin b...........cccoeeueeee. 1
ampicillin..........coccoevveiiiiennn. 9
ampicillin sodium................... 9
ampicillin-sulbactam......... 9,10
AMPYRA ... 27
ANADROL-50.......cceeueennen. 75
ANAFRANIL.......cccovennee. 36
anagrelide ........cceeevveenneeennen. 65
ANAPROX DS .......cceeuenee. 33
anastrozole.......c..cccecueeveennnen. 13
ANCOBON......ccceviriiiine 1
ANDRODERM..................... 75
ANDROGEL.......ccccocevunee. 75
ANDROID ......cccevveirnen. 75
ANGELIQ ....ccccooviniiiinen. 90
ANORO ELLIPTA ............ 100
ANTABUSE........ccooviin 65
ANTARA ..., 56
ANUSOL-HC.......ccccocevuunee. 78
ANZEMET......cccovvveinen. 78
APEXICON €...oonvvrenveaereenieenenn 62
APIDRA ..o, 70

ARALAST NP
aranelle (28)
ARANESP (IN

ARCAPTA NEOHALER...100
ARGATROBAN
ARGATROBAN IN 0.9 %

SOD CHLOR
ARICEPT
ARIMIDEX
aripiprazole
ARISTADA
ARIXTRA
armodafinil
ARNUITY ELLIPTA
AROMASIN
ARRANON
ARTHROTEC 50
ARTHROTEC 75
ASACOL HD

ASMANEX HFA

aspirin-dipyridamole
ASTAGRAF XL
ASTEPRO
ATACAND
ATACAND HCT
ATELVIA

ATIVAN ..o, 37
atomMOXEtine ........cocvervueennenne 37
atorvastatin .........ccccceeevennnnne 56
atovaquONE.......c.vveeeerevveeeennen. 7
atovaquone-proguanil ............. 7
ATRALIN......coooteieieiene 60
ATRIPLA .....ccooiiiiieeiee 2
atropine ......ocevvveeeveeennnnn 77, 96
ATROVENT HFA.............. 100
AUBAGIO......ccccoeveierne 27
AUDTA .o 92
AUGMENTIN......cccccveirnee 10
AURYXIA....ccooiiiieieeieenen, 65
AUSTEDO ....ccooveveieiene 27
AUVI-Q ..o 99
AVALIDE .....cccoveviiernne 50
AVANDIA ......ccoveiere. 70
AVAPRO......ccoevreeiernne 50
AVASTIN.....ccoovevieieerenee, 14
AVC VAGINAL .................. 92
AVEED......cccovviiieiereanen. 75
AVELOX....ccoooveieierieieene 11
AVELOX IN NACL (ISO-
OSMOTIC)....cccvevverenneee. 11
AVIANEC...eeeereeeireeeireeeiee e 92
AVILA 1o 60
AVITA ..o, 60
AVODART......ccoevvereen. 104
AVONEX .....ccoveiieieeieenen, 84
AVONEX (WITH ALBUMIN)
.......................................... 84
AVYCAZ ..o, 4
AXERT....ccoviiieiieieeieee, 26
AXIRON.....oooiiiiieieeeenee, 75
AYGESTIN ....cooevvveieiene. 90
azacitiding...........cceeeeveeennenn. 14
AZACTAM IN DEXTROSE
(ISO-OSM).....coecvveienee. 7
AZASAN .....oooveeeeieeeee, 14
AZASITE ..o, 95
azathioprine .........c.ccecveennen. 14
azathioprine sodium.............. 14
azelastine ........ccooeeeeennnn. 67,97
AZELEX....cooiiiiiienieeieenen, 60
AZILECT ..o, 25
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AZOPT ..o 97
AZOR ..o 50
AZIrEONAM ...vvveeeeevieeeeiireeenes 7
AZULFIDINE .........cceunenee. 78
AZULFIDINE EN-TABS....78
B
baciim.....c.ceevveeeeieeeieeeieeee 7
bacitracin........cccoeeeeuvveenen.. 7,95
bacitracin-polymyxinb ........ 95
baclofen ........cccceeevieveenenen. 28
BACTRIM.......ccovvvereneen 11
BACTRIM DS..........ccu... 11
BACTROBAN.........cccceuunee. 61
BACTROBAN NASAL....... 67
balsalazide..........c.ccccveeennen. 78
balziva (28)......cccceevvervenennnn. 92
BANZEL .....coooveiieieee. 21
BARACLUDE ..........cccveunen. 2
BASAGLAR KWIKPEN.....70
BAVENCIO .....ccccocvvvvenen. 14
BCG VACCINE, LIVE (PF) 86
BECONASE AQ................ 100
bekyree (28).....ceevvevieeienne. 92
BELBUCA ......cccevieieen 29
BELEODAQ .....cccceevienee 14
BELSOMRA ..........ccveunnee 37
benazepril ........cccoveeeeveeennnenn. 50
benazepril-hydrochlorothiazide
.......................................... 50
BENICAR ..o 50
BENICAR HCT ................... 50
BENLYSTA ..o 89
BENTYL ..o 78
BENZACLIN ......cccovvennee 60
BENZAMYCIN ........c........ 60
benztropine.........ccceeeuveeennen. 25
BEPREVE. ... 97
BERINERT .......ccceevvvennnne 100
BESIVANCE .......ccccveuennee 95
BETAGAN......ccoivieeee. 96
betamethasone dipropionate. 62
betamethasone valerate ........ 62
betamethasone, augmented... 62
BETAPACE AF ................... 49

BETASERON
bethanechol chloride
BETHKIS
BETIMOL
BETOPTIC S

BEVESPI AEROSPHERE.100
bexarotene

BILTRICIDE
bimatoprost
BINOSTO
bisoprolol fumarate
bisoprolol-hydrochlorothiazide

BIVIGAM
bleomycin
BLEPH-10
BLEPHAMIDE
BLEPHAMIDE S.O.P..........
blisovi 24 fe
blisovi fe 1.5/30 (28)
blisovi fe 1/20 (28)

BREO ELLIPTA
BREVICON (28)
BRILINTA
brimonidine
BRISDELLE
BRIVIACT
bromfenac
bromocriptine
BROMSITE
BROVANA
budesonide

bumetanide .........c.ccoeeeriennene 50
BUNAVAIL .....coooveieene 33
BUPHENYL.....cccocveviiiinne 65
BUPRENEX.......cccevieirnee 29
BUPRENORPHINE.............. 29
buprenorphine hcl................. 29
buprenorphine-naloxone....... 33
bupropion hcl..........ccceeueeee. 37
bupropion hel (smoking deter)
.......................................... 67
buspirone ..........cccceeevveeveennen. 37
busulfan ........cccccceeeveveieeienns 14
BUSULFEX ....ccccovviviiiinenne 14
butorphanol tartrate ........ 33,34
BUTRANS ... 29
BYDUREON........cccveine 70
BYETTA ..o 70
BYSTOLIC.......cccevererrnne 51
BYVALSON ....cccooveiiiine 51
C
cabergoling .........c.ccceevurennnen. 75
CABOMETYX....cccooveveenee. 14
CADUET ....ccceviiieieene 56
CAFERGOT ......cccevvvereneee. 26
CALAN ..ot 51
CALAN SR ..o, 51
calcipotriene ...........ccceeveennee. 58
calcipotriene-betamethasone 58
calcitonin (salmon) ............... 75
calcitriol ......oooovvvvevennnnnn. 58,75
calcium acetate ................... 104
CAMBIA ..., 34
camila ..o, 90
CAMPTOSAR.......cccoeevenneee. 14
camrese l0o.....ooeevieeieenienen. 93
CANASA.....ccooeeee, 78
CANCIDAS......cooeeeieene 1
candesartan ...........c.cceeeeennnen. 51
candesartan-hydrochlorothiazid
.......................................... 51
CAPASTAT ..o 7
CAPEX ...ooiiiiiiiiiciicee 62
CAPRELSA........coovvevee 14
captopril.....ccoeceeriieiiienieeen, 51
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captopril-hydrochlorothiazide

.......................................... 51
CARAC ..., 59
CARAFATE.....ccoooveieeee 81
CARBAGLU........cccceevuvnnen. 65
carbamazepine..................... 21
CARBATROL...........cce...... 21
carbidopa.......ccceeeevveeenienen. 25
carbidopa-levodopa............... 25
carbidopa-levodopa-

entacapone........cceeveeeneenn. 25
carboplatin..........c.cceevveennnee. 14
CARDENE IV IN SODIUM

CHLORIDE............ccoc...... 51
CARDIZEM........ccccvvvveene. 51
CARDIZEM CD .................. 51
CARDIZEM LA................... 51
CARDURA ..o 51
CARDURA XL.....ccceeuvennene. 51
CARIMUNE NF

NANOFILTERED ........... 86
CARNITOR .......cccvereeee 65
carteolol.......oeeveeviieeniienne. 96
CAItIa XLuvreeruvreerreeereeeeeree e 51
carvedilol.......ccccocvvvviininnnn. 51
CASODEX....cccceeieieeieinns 14
CATAPRES .......cocvvee 51
CATAPRES-TTS-1.............. 51
CATAPRES-TTS-2.............. 51
CATAPRES-TTS-3.............. 51
CAYSTON....coevvieieeiieiens 7
caziant (28).....ccceceeeeeereennnenn 93
cefaclor.....coveecieeicieeiiee, 4
cefadroxil.......cccooveeiieniinninns 5
cefazolin.......cccveeveveenieennnnn. 5
cefdinir ....occoevvieviiiieiieee 5
cefepime ......ccccveevcvveevieeennn. 5
CefIXIME..eoeveeiieieeiie e 5
cefotaxime .......cceeevveevveeennenn. 5
cefotetan ........cceveeeevienieenenne 5
(53 10):€ 131 1 DOR SR 5
cefpodoXime.........ccceevveennennne 5
cefprozil.......cccvvevcveeciieee, 5
ceftazidime .........ccocevevvrenenne 5
CEFTIN...cooviiiiiieieeieees 5

ceftriaxone
cefuroxime axetil
cefuroxime sodium
CELEBREX

CELONTIN
cephalexin
CERDELGA
CEREBYX
CEREZYME
CESAMET

cevimeline
CHANTIX
CHANTIX CONTINUING

MONTH BOX
CHANTIX STARTING

MONTH BOX
CHEMET

chlorhexidine gluconate
chloroquine phosphate
chlorothiazide
chlorothiazide sodium
chlorpromazine
chlorthalidone
CHOLBAM
cholestyramine (with sugar).56
cholestyramine light
CHORIONIC
GONADOTROPIN,

CICIOPITOX ..,

CILOXAN
cimetidine
cimetidine hcl

CIMZIA ..o, 78
CIMZIA POWDER FOR
RECONST ..o 78
CINRYZE.......ccovvernnee. 100
CIPRO ..o, 11
CIPROHC......cccoevereee. 67
CIPRO IN D5W ..o 11
CIPRODEX ......ccccveviveienene. 67
ciprofloxacin...........ccceevennne. 11
ciprofloxacin (mixture)......... 11
ciprofloxacin hcl.............. 11,95
ciprofloxacin in 5 % dextrose
.......................................... 11
ciprofloxacin lactate ............. 11
cisplatin........ccceeeveecreenneenen. 14
citalopram.........cccecveeeveenee. 38
cladribine ........ccccoovvevevienenne 14
claravis......ooceveeenieeiieenieeen, 60
CLARINEX ....cccoviiiieienne 99
CLARINEX-D 12 HOUR ....99
clarithromycin.............c..cu....... 6
CLEOCIN.......cccevverenee. 7,92
CLEOCIN HCL........ccceeruennne 7
CLEOCIN IN 5 %
DEXTROSE ......ccccoevvenee. 7
CLEOCIN PEDIATRIC......... 7
CLEOCINT ..cocveiieiienne 60
CLIMARA.......coviereeen. 90
CLIMARA PRO.................... 90
clindacin p .....ccoevvveveennennen. 60
CLINDAGEL .......cccceevenneee. 60
clindamycin hel ... 7
clindamycin in 5 % dextrose ..7
clindamycin pediatric ............. 7

clindamycin phosphate ....7, 60,
92
clindamycin-benzoyl peroxide

.......................................... 60
clindamycin-tretinoin ........... 60
CLINDESSE......cccccovvviennnn 92
CLINIMIX 5%/D15W

SULFITE FREE ............. 106
CLINIMIX 5%/D25W
SULFITE-FREE.............. 106
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CLINIMIX 2.75%/D5W

SULFIT FREE................ 106
CLINIMIX 4.25%/D10W
SULF FREE ................... 106
CLINIMIX 4.25%/D5W
SULFIT FREE.................. 65
CLINIMIX 4.25%-D20W
SULF-FREE.................... 106
CLINIMIX 4.25%-D25W
SULF-FREE.................... 106
CLINIMIX 5%-
D20W(SULFITE-FREE) 106
CLINIMIX E 2.75%/D10W
SUL FREE..........ceuoeeun... 65
CLINIMIX E 2.75%/D5W
SULF FREE ..................... 65
CLINIMIX E 4.25%/D10W
SUL FREE...........c.......... 106
CLINIMIX E 4.25%/D25W
SUL FREE..........c.......... 106
CLINIMIX E 4.25%/D5W
SULF FREE ................... 106
CLINIMIX E 5%/D15W
SULFIT FREE................ 106
CLINIMIX E 5%/D20W
SULFIT FREE................ 106
CLINIMIX E 5%/D25W
SULFIT FREE................ 106
CLINISOL SF 15 %........... 107
clobetasol..........ccc.c...... 62, 63
clobetasol-emollient ............. 63
CLOBEX ..o 63
clodan.......cccoceeeviieeeecnnnnenn. 63
CLODERM........cccvveeenne. 63
clofarabine..........cccccceeuneeeen. 14
CLOLAR........oovvveeeee. 14
clomipramine....................... 38
clonazepam..........cc.ccoevueennen. 21
clonidine...........cccoveeeeennnnnnnn. 51
clonidine hcl................... 38, 51
clopidogrel.........ccccovvevvennnen. 55
clorazepate dipotassium ....... 38
clotrimazole...................... 1, 62
clotrimazole-betamethasone. 62
clozapine.........cccceeevveerveeennen. 38

CLOZAPINE........ccoveeen. 38
CLOZARIL ........cccovveenn. 38
COARTEM ........coovvveeenn. 7
codeine sulfate...................... 29
COGENTIN.......cooevvvveeennn. 25
COLAZAL ....coovvveeeennnn. 78
COLCHICINE............c........ 88
COLCRYS...cooieiiiieeeee, 88
COLESTID.......ooeveevvveeennne. 56
colestipol ......c.coevveeeiiieiinenn, 56
colistin (colistimethate na) .....7
[¢76) (01670 ) ¢ SRR 78
COLY-MYCINS ................. 68
COLYTE WITH FLAVOR
PACKS.....coooeeeeee. 78
COMBIGAN ......coovvvveeennne. 97
COMBIPATCH.................... 90
COMBIVENT RESPIMAT100
COMBIVIR ........ccovvvveeeennn. 2
COMETRIQ.......ccccuvveeennnee. 14
COMPLERA .......ccoovveeen. 2
(/07111 0) {0 O SS 78
COMTAN....ccovveeeeeeeee, 25
CONCERTA ....cooovviveeeen, 38
CONDYLOX.....coovvevveeeennen. 59
constulose .........coevvvvvveeenennnn, 78
CONZIP......oovevveeeeeeeeenne. 34
COPAXONE ......ccoovvvvveeeen, 27
COPEGUS......ooeiveveeee. 2
CORDRAN TAPE LARGE
ROLL.....ccovvviieeee. 63
COREG .....ooovvvvveeieieeee, 51
COREGCR.......ccoovvvvveeenn. 51
CORGARD .......ccceevvveeenn 51
CORLANOR........ccoovvreenn. 57
(¢10)91 0 T: ). QRSN 63
CORTEF.....coovviiiiieeeennn. 68
CORTIFOAM ......cccouveeenne. 79
COItISONE ..vvvveeeeeeeenrvreeeeeeeen, 68
CORTISPORIN..................... 61
CORZIDE......ccooevveeveeeennne. 51
COSENTYX (2 SYRINGES)
.......................................... 58
COSENTYX PEN (2 PENS)58
COSMEGEN........ccoovvrvennne. 14

COSOPT ..o, 97
COSOPT (PF)...oevveieeee 97
COTELLIC......ccoveivrenne 14
COUMADIN......cccterereee. 55
COZAAR......cooiieieen, 51
CREON.......cctiieieeeee, 79
CRESEMBA........ccovniiinne 1
CRESTOR......cccvvieieeee 56
CRINONE .....cccoovviiiienne 90
CRIXIVAN. ..ot 2
cromolyn................. 79, 97, 100
cryselle (28) ..cccvvevcvveeerienee. 93
CUBICIN....ccoevtiiieienieeienne 7
CUPRIMINE .......cccveneee. 89
CUTIVATE ...cccoviiiiinne 63
CUVPOSA ... 78
cyclafem 1/35 (28)................ 93
cyclafem 7/7/7 (28)............... 93
CYCLESSA (28) c.cevvveeenne 93
cyclobenzaprine.................... 28
CYCLOPHOSPHAMIDE....14
CYCLOSET ...ccoevveveeeee. 70
cyclosporine..........cccceeeueennne. 14
cyclosporine modified .......... 14
CYKLOKAPRON................. 55
CYMBALTA.....ccevveeee. 38
CYRAMZA ....ccovveveiennn. 14
CYSTADANE.......ccccoueneee. 79
CYSTAGON .....cccevvenee. 104
CYSTARAN....coovetereee, 97
cytarabine ..........cceceveeeveeenne. 14
cytarabine (pf) .....ccccceeveeenen. 14
CYTOMEL........cccvevveennn. 77
CYTOTEC......ccovvererenee. 81
CYTOVENE......cccoinierne 2
D
d10 %-0.45 % sodium chloride
.......................................... 65
d2.5 %-0.45 % sodium
chloride.......ccceviieiiennne 65
d5 % and 0.9 % sodium
chloride.......ccccevveviriennnene 65
d5 %-0.45 % sodium chloride
.......................................... 65
dacarbazine...........ccccceveennnee. 15
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DACOGEN ......cccoovviiiene 15

DAKLINZA ......coovvieeeenn. 2
DALIRESP......ccccoevvvvenne. 101
DALVANCE.......ccccccvvven. 7
danazol ............ccoevvveeeeennnnnnn. 76
DANTRIUM .....cccovvvvvenn. 28
dantrolene..........cccceeeeeeunnnn.. 28
dapsone........ccccveeeciveenieeennnn. 7
DAPTACEL (DTAP
PEDIATRIC) (PF)............ 86
daptomycin.........ccecoveeveennne 7
DARAPRIM.......coovvvvven. 7
darifenacin..........c.....co....... 103
DARZALEX .....covvvvvvveeennn. 15
daunorubicin.............cc......... 15
DAYPRO ...cccvvvveveee 34
DAYTRANA ......ccccovvvnnnn. 38
DDAVP ..., 76
deblitane ...........ccocvveeeeennennn. 90
decitabine ........cccccceeevvevinnnns 15
DELESTROGEN ................. 90
delyla (28) .eevovieiiieiieiieee 93
DELZICOL ........cooovvvveveeenen 79
DEMADEX.......vvviveeieennnn 51
demeclocycline..................... 11
DEMSER......ooiiiiiieiiiinnns 51
DENAVIR ......cccovvvviienen, 62
DEPACON......ccoeeeveeereen, 21
DEPAKENE........ccccocvvvvnnnn. 21
DEPAKOTE..........eeeee. 21
DEPAKOTE ER................... 21
DEPAKOTE SPRINKLES ..22
DEPEN TITRATABS.......... 89
DEPO-ESTRADIOL............ 90
DEPO-MEDROL ................. 68
DEPO-PROVERA ............... 90
DEPO-SUBQ PROVERA 104
.......................................... 90
DEPO-TESTOSTERONE....76
DERMATORP........eeeee. 63
DESCOVY ....vvviiiiiiec. 2
desipramine ............cccccueennee. 38
desloratadine..............ccuu..... 99
desmopressin.............eceeennee. 76

desog-e.estradiol/e.estradiol .93

DESOGEN ........ccooevveeennn. 93
DESONATE........coovvveennn. 63
desonide........cccueeeeeenneeeennnn. 63
DESOWEN ......ccccoevvvreenne. 63
desoximetasone .................... 63
DESOXYN...coooviiiiiiieeene 38
DESVENLAFAXINE .......... 38
desvenlafaxine succinate 38, 39
DETROL. ......cccovvvvieeneens 103
DETROLLA........ccouve.. 103
dexamethasone ..................... 68
dexamethasone intensol........ 68
dexamethasone sodium
phosphate.................... 68, 98
DEXEDRINE SPANSULE..39
DEXILANT ....ccoovvviiieeennne. 81
dexmethylphenidate.............. 39
DEXPAK 13 DAY ............... 68
dexrazoxane hcl..................... 13
dextroamphetamine............... 39
dextroamphetamine-
amphetamine .................... 39
dextrose 10 % and 0.2 % nacl
.......................................... 65
dextrose 10 % in water (d10w)
.......................................... 66

dextrose 5 % in water (d5w).66
dextrose 5 %-lactated ringers66
dextrose 5%-0.2 % sod

chloride.......cccccovevirenenen. 66
dextrose 5%-0.3 %

sod.chloride ..........c........ 66
dextrose with sodium chloride

.......................................... 66
DIAMOX SEQUELS........... 97
DIASTAT ..o 22
DIASTAT ACUDIAL.......... 22
diazepam.......ccccocevveeeiennenne. 39
diazepam intensol................. 39
DIBENZYLINE ................... 51
diclofenac potassium............ 34
diclofenac sodium.....34, 59, 97
diclofenac-misoprostol ......... 34
dicloxacillin..........cccccueennenne. 10
dicyclomine .........c.ccceeeunnennne 78

didanosine..........cccceceeevrennennne. 2
DIFFERIN .......cceoiiiieirnne 60
DIFICID .....oovvieiieiieeiieiene 6
diflorasone..........cccceeeveeenee. 63
DIFLUCAN.......ccoeeveeieeiene, 1
diflunisal .........cccoceevvveenennne. 34
digiteK ..ooeeiieeiieieeeee e, 55
digOXIN..oeeeiiieeiieeeiie e, 55
dihydroergotamine................ 26
DILANTIN 30 MG............... 22
DILANTIN EXTENDED 100
1Y (€ SRR 22
DILANTIN INFATABS 50
MG ... 22
DILANTIN-125 125 MG/5
ML i 22
DILAUDID.......ccceevvveerrnnen. 29
diltiazem hel ................... 51,52
Ailt-XT oo, 52
DIOVAN ....ooveeeieieiene 52
DIOVAN HCT ......cceeeuvneee. 52
DIPENTUM .....ccccvvveirnne 79
diphenhydramine hcl ............ 99
diphenoxylate-atropine......... 78
DIPROLENE..........ccceuennneee. 63
DIPROLENE AF.................. 63
dipyridamole...........c.ccueenee.. 55
disulfiram..........c.cccevveeveenne. 66
DITROPAN XL.................. 103
DIURIL......cevieieieieieinne 52
DIURIL IV ..o, 52
divalproex ........ccceeeveenneenen. 22
DIVIGEL.......c.coovveviernne. 91
docetaxel.........ccoooeeeiieninnnen. 15
dofetilide........cccevveereennnnnen. 49
DOLOPHINE .........ccccecunee. 29
donepezil.......ccceeeveuveennnnnne. 27
DORIBAX.....c.ccovevieeieeieeen. 8
DORYX..oooiieiieieeiieieeee, 11
DORYX MPC ........ccoeueee 11
dorzolamide.............cceuneennee. 97
dorzolamide-timolol ............. 97
DOVONEX .....ccovevvverenen. 58
doxazoSin.......cceeeeeveeneneennen. 52
doxepin.....ccceecvveeereeenne. 39, 59
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DOXIL ..o 15
doxorubicin.........ccceevveruennnne 15
doxorubicin, peg-liposomal.. 15
doxy-100......ccccoevieeriairannnn. 11
doxycycline hyclate.............. 12
doxycycline monohydrate .... 12
dronabinol.............ccceevennnen. 79
drospirenone-e.estradiol-lm.fa
.......................................... 93
drospirenone-ethinyl estradiol
.......................................... 93
DROXIA ...cooviiiiieieeeeen 15
DUAC.....coeieeieeeeeen 60
DUAVEE ..ot 91
DUETACT ..ccoveveveeeeee. 70
DUEXIS ..ot 34
DULERA......cccooterereee. 101
duloxetine..........ceceevereennnnne 39
DUOPA ..., 25
DUPIXENT......cccovvvvveeeeennn. 59
DURAGESIC........cccveneene. 29
duramorph (pf) ...coeevvevrennnnn. 29
DUREZOL ........ccocvvvveennnen. 98
dutasteride ..........ccceveennenne 104
dutasteride-tamsulosin........ 104
DUTOPROL.........ccceeeueenee. 52
DYAZIDE ... 52
DYMISTA.....ccveieeieens 101
DYRENIUM ......cccovvveeennnn. 52
DYSPORT.....ccccovevieienee. 86
E
€.€.5. 400..c..ciiiiiiiiiiniiiee 6
E.E.S. GRANULES .............. 6
EC-NAPROSYN.........c........ 34
econazole.......cccoeeeeiieneenen. 62
EDARBI........ccvveiriiienne 52
EDARBYCLOR................... 52
EDECRIN......ccoeoivieiien. 52
EDURANT......cooivieeeeenne 2
EFFEXOR XR.......ccccceuuuee. 39
EFFIENT ..., 55
EFUDEX ...cooiiiiiieieeenn 59
EGRIFTA ..o 84
ELAPRASE........ccvviin 76

ELDEPRYL
ELELYSO
ELESTAT
ELESTRIN
ELIGARD
ELIGARD (3 MONTH)
ELIGARD (4 MONTH)
ELIGARD (6 MONTH)

ELLENCE
ELMIRON
ELOCON

emoquette
EMPLICITI

EMVERM
ENABLEX
enalapril maleate
enalapril-hydrochlorothiazide

ENBREL SURECLICK
ENGERIX-B (PF)
ENGERIX-B PEDIATRIC

ENSTILAR
entacapone

ENTOCORT EC
ENTRESTO
ENVARSUS XR
EPCLUSA

EPIDUO ....coovvviiiiiiiiieene 60
EPIDUO FORTE.................. 60
ePINASLINE ....ovvreerieereeiieinens 97
EPINEPHRINE .................... 99
EPIPEN 2-PAK .....cccceeeenee 99
EPIPEN JR 2-PAK............... 99
epIrubiCin.........covevveeriiennnnns 15
530317 ) B S 22
EPIVIR ..o, 2
EPIVIR HBV.....coooovvinee. 2
eplerenone...........coeeveeeueennnnne 52
EPOGEN ......cccoviiiieiine 84
eprosartan .........cocceeeveeennnen. 52
EPZICOM.....ccccoveieeenen. 2
EQUETRO .....cccevviiiriine 22
ERAXIS(WATER DILUENT)
............................................ 1
ERBITUX.....c.ecovieieieienne 15
ergoloid.......ccvveeiieniieiieenns 39
ergotamine-caffeine.............. 26
ERIVEDGE ........ccevvviee. 15
CITIMN et 91
ERTACZO.....cccovvieieens 62
ERWINAZE .......ccovveeee 15
eIy PAdS...ccvvereieerieiieeiienieans 60
erygel .o 60
ERYPED 200......cccccccevvenennen. 6
ERYPED 400........ccceevennennen. 6
EIY-tab...cocvieeiieeieeeieeeieeee 6
ERY-TAB...cccoooiiiiieieiie 6
ERYTHROCIN .........cccoeueeee. 6
erythrocin (as stearate) ........... 6
erythromycin..................... 6, 95

erythromycin ethylsuccinate...6
erythromycin with ethanol....60
erythromycin-benzoyl peroxide

.......................................... 60
ESBRIET.....ccceeiiiiinnne 101
escitalopram oxalate ............. 39
esomeprazole magnesium.....81
esomeprazole sodium ........... 81
ESTRACE ......ccoviiiiiiene 91
estradiol ......c.ccoeveeniiniiiniene 91
estradiol valerate................... 91

estradiol-norethindrone acet .91

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ESTRING......ccceevieeiienee 91
eStropipate .....ccveeeveeereveeenne. 91
eszopiclone.........cccceeveeennnen. 39
ethacrynate sodium............... 52
ethacrynic acid..........cccc...... 52
ethambutol............ccceeevveennen. 8
ethosuximide ..........c.ccueenee. 22
ethynodiol diac-eth estradiol 93
etidronate disodium.............. 66
etodolac ........ceveeeveeenneenee. 34
ETOPOPHOS..........ccceueee. 15
etoposide.......ccveevvieerreeennen. 15
EUCRISA......cccoviiiiee 59
EURAX ..o, 65
EVAMIST ....ccoovviiieiienne 91
EVISTA. ..o 88
EVOCLIN .....ccooiviiieen. 60
EVOTAZ.....oooeeieeeeee 2
EVOXAC ... 66
EVZIO....iieiee. 34
EXALGO ER ........cccuveunnnne. 29
EXELDERM........ccceveuennee. 62
EXELON....cooeoieiieiieeienne 27
€XemeStane .........ccvveeeereveennn. 15
EXFORGE ........ccoeevvvnnnne. 52
EXFORGE HCT .................. 52
EXJADE.....cccoovveiiiieiene 66
EXONDYS 51.ccciiievenee. 27
EXTAVIA ..o 84
EXTINA ..o 62
ezetimibe .........ccoceeviininnnen. 56
ezetimibe-simvastatin........... 56
F

FABIOR .....ccooiiiiii 60
FABRAZYME.........ccccue.... 76
falmina (28) .....cccovevveeeenen. 93
famciclovir .....cceeeeveeeieeenneen. 2
famotidine............ccccueereennen. 82
famotidine (pf)......ccceevveennnee. 81
famotidine (pf)-nacl (is0-0s)82
FANAPT ....coevvveiiens 39, 40
FARESTON .....cccceeiirnne 15
FARXIGA .....cooveeieerienne 70
FARYDAK.......coovvveiienne 15
FASLODEX......cccoeevvveenrennne 15

fayosim.....cccovveveevienienenne. 93

FAZACLO.....cccoovveveennne. 40
felbamate ..........cccceveeveenennne. 22
FELBATOL.......cccecverennee. 22
FELDENE ......cccoovviiiiennnn. 34
felodipine.........ccceeeeveeennennne 52
FEMARA ....c.cooviieie, 15
FEMHRT LOW DOSE ........ 91
FEMRING......cccocvevirienne. 91
femynor .......cccoeeeveeeeieeennenn, 93
fenofibrate ........cccoceeeenennne. 56
FENOFIBRATE................... 56
fenofibrate micronized ......... 56
fenofibrate nanocrystallized .56
fenofibric acid..........cccoeneeee. 56
fenofibric acid (choline)........ 56
FENOGLIDE........................ 56
fenoprofen ........cccceeeveeennenne 34
FENOPROFEN..................... 34
fentanyl.........cocoeeiiiniiennn 29
FENTANYL...cooeevvieiienne 30
fentanyl citrate...................... 29
FENTORA......ccoooveienne. 30
FERRIPROX......c.cccvevennee. 66
FETZIMA......coveeveeren. 40
FEXMID.....ccoeeovvieieienne. 28
FIBRICOR..........cccvverrennnne. 56
FINACEA......ccooeeeene. 60
finasteride .........ccocueevienneee 104
FIRAZYR ..ccoviiiien. 101
FIRMAGON KIT W
DILUENT SYRINGE ...... 15
FLAGYL oo 8
FLAREX ...ccoiiiiiiiiiee 98
flavoxate .......ccoveeeueenienncnns 103
FLEBOGAMMA DIF .......... 86
flecainide .......c.ccceveereeennennne 49
FLECTOR .....cccoveiiiiiiene 34
FLOMAX ...ccceviieieereenen. 104
FLOVENT DISKUS .......... 101
FLOVENT HFA................. 101
flOXiN coeeeeieieieeee, 67
fluconazole ........cccceveeviinnne 1
fluconazole in nacl (iso-osm). 1
flucytosine .........ccceeeveevnvenee. 1

fludarabine..............cccevveennn. 15
fludrocortisone...................... 68
FLUMADINE...........ccoevveenn. 2
flunisolide............coovvunnnee.n. 101
fluocinolone............cccvveeenn. 63
fluocinolone acetonide oil ....67
fluocinonide............ccoevveeeenn. 63
fluocinonide-e.........ccuuu....... 63
FLUORIDE (SODIUM).....107
fluorometholone ................... 98
fluorouracil ..................... 15,59
FLUOROURACIL ............... 59
fluoxetine.........ccovveeeeevneeeennns 40
FLUOXETINE .........ccue... 40
fluphenazine decanoate ........ 40
fluphenazine hcl.................... 40
flurandrenolide ..................... 63
flurbiprofen.........ccccceevveenneen. 34
flurbiprofen sodium.............. 97
flutamide........ooveveivivinnnnnnnen. 15
fluticasone..................... 63, 101
FLUTICASONE-
SALMETEROL.............. 101
fluvastatin ..........ccccoevevnvnnnnen. 56
fluvoxamine............ccceuveeennn. 40
FML FORTE ......ccccovvennee.. 98
FML LIQUIFILM ................ 98
FML SOP...ooovveeiiinnn. 98
FOCALIN.........coovvveeeen. 40
FOCALIN XR .....ccoeeevennee. 40
FOLOTYN ..ooooiiiiiieeeie. 16
fomepizole.......cccoevveiiennenne 86
fondaparinux..........ccccveennen. 55
FORFIVO XL.....cccoveeevennee. 40
FORTAMET......cccovvvennen.. 70
FORTAZ.....oooveveeeeeeeeeennn. 5
FORTEO..........coovvveeeeennnn. 88
FORTESTA .....c.ooovvveeernee. 76
FOSAMAX......covvvviiiiennnnnn. 88
FOSAMAX PLUS D............ 89
fosinopril......cccceeeeveeeciieennnenn. 52
fosinopril-hydrochlorothiazide
.......................................... 52
fosphenytoin ..........ccceceennnnne 22
FOSRENOL ......cccovvvvennnn.. 66
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FRAGMIN .....cccceviiiriennn 55
FREAMINE HBC 6.9 %....107
FROVA ..o 26
frovatriptan.........c.ccceeeveenneee. 26
FURADANTIN......coceveenee. 12
furosemide...........ceecveeeennen. 52
FUSILEV ...coooiiiiiiiieen. 13
FUZEON .....cooviiieiee 2
fyavolv....oooevcieieiee 91
FYCOMPA .....ccovveie. 22
G
gabapentin ..........ccoccveeeeiieennn. 22
GABITRIL .....cccoeviiiiiene 22
GABLOFEN........ccccoveienne 28
galantamine ............c.ccceeneee. 27
GAMASTAN S/D.....cceeneee 86
GAMMAGARD LIQUID.....86
GAMMAGARD S-D (IGA < 1
MCG/ML) ...oooviieieeneen 86
GAMMAKED........ccceeuennne 86
GAMMAPLEX ......ccccevuenne 86
GAMMAPLEX (WITH
SORBITOL)......cccevueenens 86
GAMUNEX-C .....ccccovvvenee 86
ganciclovir sodium................. 2
GARDASIL 9 (PF)............... 86
GASTROCROM................... 79
gatifloxacin..........cceeeueeenennne. 95
GATTEX 30-VIAL.............. 79
GAUZE PAD .....ccceeveicne 70
avilyte-C..coovveeriieeiieeiieee 79
gavilyte-g.....ooovveniineniennne 79
gavilyte-h and bisacodyl....... 79
gavilyte-n........ccceeveeveniennne 79
GELNIQUE..........ceevnene 103
gemcitabine ............ccceceenneen. 16
gemfibrozil .........cccccveeennennn. 56
GEMZAR ....cccooviviiiniinens 16
GENERESS FE.....ccccecveneee 93
generlac ......ocoeeveveeienienens 79
gengraf......ocoeeviieeniieeiee, 16
GENOTROPIN .....cccceevenee 84
GENOTROPIN MINIQUICK
.......................................... 84
gentak ...coeevvieeeiieeiee e, 96

gentamicin .................. 8, 61,96
gentamicin in nacl (iso-osm)..8

gentamicin sulfate (pf)............ 8
GENVOYA ..o 2
GEODON......ccccevviirnne 40, 41
glanvi (28) ..ccveeeeveeeieeeiiee 93
GIAZO...ciiiiiiieeeee 79
gildagia.......cccceevveeeiieeiien, 93
GILENYA ...oooiiiiieeieene, 27
GILOTRIF ....ccocoviiiiiiiiiens 16
GLASSIA ..o, 66
glatopa ......coeeveeeeieeeieeeiee 27
GLEEVEC.......ccocvviiiiennn. 16
GLEOSTINE ......cccooeniniene 16
glimepiride..........ccceeeevrennnnnne. 70
glipizide.......c.cccevveennnns 70,71
glipizide-metformin.............. 71
GLUCAGEN HYPOKIT .....71
GLUCAGON EMERGENCY
KIT (HUMAN)......ccceue.. 71
GLUCOPHAGE.................... 71
GLUCOPHAGE XR ............ 71
GLUCOTROL.........cccueuueeee. 71
GLUCOTROL XL ............... 71
GLUMETZA .....ccoovvienne. 71
glycopyrrolate....................... 78
GLYSET....cccooiiiieiins 71,72
GLYXAMBI ......cceoviinne 72
GOLYTELY .cceeviiiiienee. 79
GONITRO....ccceevviriiiinenne. 58
GRALISE ....cooviiiiieee, 22
GRALISE 30-DAY STARTER
PACK .cooviiiieeee 22
granisetron (pf) ........ceceeeeenee. 79
granisetron hel ...................... 79
GRANIX ..o, 84
GRASTEK....cccoiiiieienne. 86
griseofulvin microsize............. 1
griseofulvin ultramicrosize..... 1
GRIS-PEG
(ULTRAMICROSIZE) ...... 1
guanidine .........ccceeveeveennnnne. 41
GYNAZOLE-1 .....ccoeevennee. 92
H
HALAVEN.....ccooiiie. 16

HALDOL.....ccccooviniiiiiinnne 41
HALDOL DECANOATE ....41
halobetasol propionate.......... 64
HALOG ....cooieiieeeene 64
haloperidol..........cccceveenennnen. 41
haloperidol decanoate........... 41
haloperidol lactate ................ 41
HARVONI.......ccoevierieen. 2
HAVRIX (PF) oo 86
HECTOROL........cccocveerneee 76
heparin (porcine) .................. 55
heparin (porcine) in 5 % dex 55
HEPATAMINE 8%............ 107
HEPSERA ..o, 2
HERCEPTIN ......ccccoviiiine 16
HETLIOZ .......ccovveieieeee 41
HEXALEN ....ccoiiiiiiiiienne 16
HIBERIX (PF)....ccccevveireeee 87
HIPREX......cooiiiiiiiirieene 12
HORIZANT .....ccoeveieieenne 27
HUMALOG........ccceverienne 72
HUMALOG KWIKPEN ......72
HUMALOG MIX 50-50.......72
HUMALOG MIX 50-50
KWIKPEN......ccceviiiene 72
HUMALOG MIX 75-25....... 72
HUMALOG MIX 75-25
KWIKPEN........cceoverrnne 72
HUMATROPE ..................... 84
HUMIRA. .......ooveiiiiienn. 89
HUMIRA PEDIATRIC
CROHN'S START............ 89
HUMIRA PEN .......cccouennee. 89
HUMIRA PEN CROHN'S-
UC-HS START ................ 89
HUMIRA PEN PSORIASIS-
UVEITIS. ..o 89
HUMULIN 70/30................. 72
HUMULIN 70/30 KWIKPEN
.......................................... 72
HUMULIN N ..o 72
HUMULIN N KWIKPEN....72
HUMULIN R U-100 ............ 72
HUMULIN R U-500 (CONC)
KWIKPEN......ccevieene 72
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HUMULIN R U-500

(CONCENTRATED)....... 72
HYCAMTIN ....cccooveinene 16
HYCET...coiiiieeee 30
hydralazine ..........c.ccccoeeuenee. 52
HYDREA ..o, 16
hydrochlorothiazide.............. 52
hydrocodone-acetaminophen 30
hydrocodone-ibuprofen........ 30
hydrocortisone.......... 64, 68, 79
hydrocortisone butyrate........ 64
hydrocortisone butyr-emollient

.......................................... 64
hydrocortisone valerate ........ 64
hydrocortisone-acetic acid....67
hydromorphone..................... 30
hydromorphone (pf) ............. 30
hydroxychloroquine ............... 8
hydroxyprogesterone caproate

.......................................... 91
hydroxyurea.........c..cccveennenne. 16
hydroxyzine hcl..................... 99
HYPERRAB S/D (PF)......... 87
HYSINGLA ER ........cccoc... 30
HYZAAR ..o, 52
I
ibandronate...........cceceeeeneee &9
IBRANCE ......cccovveveren 16
IBUDONE.......ccceviernenn 30
ibuprofen ........ccocceveeeniennnen. 34
ibuprofen-oxycodone ........... 30
ICLUSIG .....oovviiiiieieeeene 16
IDAMYCIN PFS.................. 16
idarubicin.........cccccoeveeenienen. 16
TFEX oo 16
ifosfamide.........cccoeeveeninnen. 16
ILARIS (PF).coviiiiieiieeee 84
ILEVRO ...cccooviiiiiiiieiicene 97
IMatinib.......ccoceeveininnennnn. 16
IMBRUVICA........cccovvneee 16
IMFINZIL......cooiiiiiieieeee. 16
imipenem-cilastatin ................ 8
imipramine hcl...................... 41
imipramine pamoate............. 41
MIquIMOod ........cceevveerereennnee. 59

IMITREX ..coooiiiiiiiiinne, 26
IMITREX STATDOSE KIT
REFILL ....oooiiiiiiiiiiene 26
IMOGAM RABIES-HT (PF)
.......................................... 87
IMOVAX RABIES VACCINE
(PF) e 87
IMURAN .....ccooiiiininens 16
INCRELEX .....cooviviiiieinnn. 66
INCRUSE ELLIPTA.......... 101
indapamide ..........cccecvrennnnnn 52
INDERAL LA ....ccceoviiene 52
INFANRIX (DTAP) (PF).....87
INFLECTRA ......cceviiiene 79
INGREZZA ......cccoovve. 27
INLYTA .o 16
INNOPRAN XL......cccueneeee. 52
INSPRA ....ooiiiiiiieiicns 52
INSULIN PEN NEEDLE.....72
INSULIN SYRINGE (DISP)
U-100...cciiiiiiiiininene 72
INTELENCE ........ccccooviinne. 2
intralipid ........coceeeveenieennnns 107
INTRALIPID.........cceruennee. 107
INTRON A ..o, 84
introvale........ccocceeveeniiennnnn 93
INVANZ....coovviiiiiininin, 8
INVEGA.....cccooiiiiiine 41
INVEGA SUSTENNA.......... 41
INVEGA TRINZA................ 41
INVIRASE ..o 2
INVOKAMET......ccccocveneenne. 72
INVOKAMET XR................ 72
INVOKANA ..o, 72
IONOSOL-MB IN D5W ....107
IOPIDINE.....c..ccoceviiriienne. 98
TPOL ..o, 87
ipratropium bromide.....67, 101
ipratropium-albuterol.......... 101
irbesartan ...........cocceevieenennne 52
irbesartan-hydrochlorothiazide
.......................................... 52
IRESSA ..o, 17
IFINOtECAN ..o 17
ISENTRESS ..o 2

ISOLYTE-P IN 5 %

DEXTROSE ................... 107
ISOLYTE-S....ccoovveieenn. 107
1soniazid......ccccvvvveeeiiiiiinnnnnnen. 8
ISOPTO CARPINE............... 96
ISORDIL ......ooeevviieiine. 58
ISORDIL TITRADOSE ....... 58
isosorbide dinitrate ............... 58
isosorbide mononitrate ......... 58
1STadipine ......cccvveevveeereeenne. 52
ISTALOL ......oooeevveeeen. 96
ISTODAX ....oovviieieeeeee. 17
itraconazole............cccceuveeeennn... 1
Y 510170151 1 W 8
IXIARO (PF) ..oooovveereenrnn. 87
J
JADENU.......ooovvviiiin. 66
JADENU SPRINKLE .......... 66
JAKAFI ..o 17
JALYN oo 104
JANtOVEN ..oovveeiieiieeieeeee e 55
JANUMET .....ooovvivviin. 72
JANUMET XR.......ccooennee.. 72
JANUVIA ... 72
JARDIANCE.......cccoevenne. 72
JENTADUETO ........cccuu...... 73
JENTADUETO XR.............. 73
JEVTANA ....coovvii. 17
Jinteli. .o 91
JOLVEtte ..o, 91
JUBLIA ... 62
Juleber.....ooooeeiiiiiiiieee, 93
junel 1.5/30 (21) coeeevveernnnee. 93
junel 1/20 (21) vooveveeieienne 93
junel fe 1.5/30 (28)................ 93
junel fe 1/20 (28) ...ccveveeeeneee. 93
Junelfe 24 ......ccooveeiieeinene, 93
JUXTAPID ....covveeeeer. 56
K
KADCYLA.....cccoeveeeereee. 17
KADIAN ....ccooivviiiee. 30
kaitlib fe......ccoeeeeeiieeiiennn. 93
KALETRA .....oooviiiiiieee, 2
KALYDECO..........ceuu.... 101
KANUMA .......coooeiiee. 76
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KAPVAY ..o 41
kariva (28) ..coeevevieeiieeieens 93
KAYEXALATE................... 66
KAZANO.....coovieveeeen 73
kelnor 1/35 (28).cccvvevvveennennne. 93
KENALOG.........ccue...... 64, 68
KEPIVANCE.........c.ccccou. 13
KEPPRA.....ccooveveeieeen 22
KEPPRA XR......ccoovvvveennn. 22
KERYDIN......ooovviiieeennen. 62
ketoconazole..................... 1, 62
ketoprofen.........cccceevveeeuveennns 34
ketorolac.......c..ccoeevveeeeennnenn. 97
KEVEYIS. ..o, 27
KEVZARA.........ccoovveveenn. 89
KEYTRUDA......cccovveeene. 17
KHEDEZLA.......ccovvvveenn... 41
kimidess (28)......ccccevveeeereenne 93
KINERET .......ccoovvveeeenn. 89
KINRIX (PF)..ccoeeevieriennee 87
KIONEX ..evvveeeeieeeeeeeeeeeeene 66
KISQALI.....c..oovvieeeieeen, 17
KISQALI FEMARA CO-
PACK ...oooviiviiiiiiiieee, 17
KITABISPAK .....coovvven. 8
KLARON ....ccovviiiiieeenne. 61
KLONOPIN ......cccovvveeeennnenn. 22
klor-con 10 ......ccouvvvvveeeennnn. 104
klor-con 8 ......cccovvvvvvveennnnnnn. 104
klor-con m10 .........coeveeennn. 104
klor-con m15 ......ccccceeeennn. 104
klor-con m20 .........coeeeeeennn. 104
klor-con sprinkle ................ 104
KOMBIGLYZE XR............. 73
KORLYM....cooovvvveieeeeennnn. 76
KRISTALOSE ..................... 79
| 7:1 o J R 104
K-TAB...ooooiieeeeieeee. 104
KUVAN ..o 76
KYNAMRO .......ccoovvvveennnn. 56
KYPROLIS .......coovvveeene. 17
L
1 norgest/e.estradiol-e.estrad. 93
labetalol ...........ccoovveeeenneenn. 52
LACRISERT .....cccovvvvveennen. 97

lactated ringers ............. 65, 104

lactuloSe........ccovvvvvenrvvennnnnnn, 79
LAMICTAL ....c.oooevevveeenne. 22
LAMICTAL ODT ................ 22
LAMICTAL STARTER
(BLUE)KIT ......c.ooeuveeeee. 23
LAMICTAL STARTER
(GREEN) KIT .................. 23
LAMICTAL STARTER
(ORANGE) KIT ............... 23
LAMICTAL XR.....ccooeeeune... 23
LAMICTAL XR STARTER
(BLUE) ....ccooiiieieeeiieeee 23
LAMICTAL XR STARTER
(GREEN)....ccccceeveeerrenne. 23
LAMICTAL XR STARTER
(ORANGE).....ccccecvverennen. 23
LAMISIL......cooovvvveiviiieeeenne. 1
lamivudine...........ccoovveeeeennnnnn. 2
lamivudine-zidovudine........... 3
lamotrigine...........cccceevvennnnne. 23
LANOXIN....coovvvviiiiiieeenen, 55
lansoprazole............cceeunenne. 82
LANTUS ..o 73
LANTUS SOLOSTAR......... 73
larin 1.5/30 (21)..ueeeeveeennnen. 93
larin 1/20 (21) cccvvevveeieeinnne 93
larin fe 1.5/30 (28)................ 93
larin fe 1/20 (28)....ccceeeuneene 93
1ariSSia...eueeeeeeeeiieieiiiiiieeee, 93
LARTRUVO.........ccouveeenn.. 17
LASIX oo 52
LASTACAFT......covveeen. 97
latanoprost ........cccceeeeeennenne. 97
LATUDA......ooveeeeeeeeee 41
layolis fe ......ccoceevervenicneenne. 93
LAZANDA........coovvveeen. 30
leena 28........ccoovvvvvvvivennnnnnnn, 93
leflunomide........cccoouvveeeeene.n. 89
LENVIMA.........oovveeeeennn. 17
LESCOL XL....oooevveveeeennnee. 56
lessina.........coeevveeeeenveeeeennne. 93
LETAIRIS ....cccovvveiiis 101
letrozole.......cccovveeeeecuveeeennne. 17
leucovorin calcium............... 13

LEUKERAN......ccoceeevennee.. 17
LEUKINE........cooovvvieienene. 84
leuprolide........ccceevvieiennnnne 17
levalbuterol hel ................... 101
LEVALBUTEROL
TARTRATE ................... 101
LEVAQUIN .......ccvveerenee. 11
LEVEMIR ........coovvvevennnn.. 73
LEVEMIR FLEXTOUCH....73
levetiracetam............cccuuu...... 23
levetiracetam in nacl (iso-0s)23
levobunolol...........ccceeeuuuneee. 96
levocarniting ..............ccuu...... 66
levocarnitine (with sugar).....66
levocetirizing .............ccuu...... 99
levofloxacin .................... 11, 96
levofloxacin in d5w .............. 11
levoleucovorin..........cuuu....... 13
levonest (28) ...c.cccvveeevvenerennen. 93

levonorgestrel-ethinyl estrad 93
levonorg-eth estrad triphasic 94

levora-28........ccceevvveeveeennnnn. 94
levorphanol tartrate............... 30
levothyroxine..........ccccceevueenne 77
LEVOTHYROXINE ............ 77
1eVOXYl .oooeiiiiieieiieeee 77
LEXAPRO......cccecueunee. 41,42
LEXIVA oo, 3
LIALDA ..o 79
lidocaine ........ccccceevveeiieennnnnne 61
lidocaine (pf) ..ceeevvvverveennee. 61
lidocaine hcl...........cccceennee. 61
lidocaine viscous .................. 61
lidocaine-prilocaine.............. 61
LIDODERM.......cccevieirne 61
LINCOCIN .....cooviieieiieene 8
lincomycCin .......ceeveuveeevveennnenn. 8
lindane .......coceeeveenieiiiennn, 65
linezolid......cccccovveriiiniinennn 8
LINZESS ..o, 79
LIORESAL.....cccviieiieiine 28
liothyronine...........ccccceennenn. 77
LIPITOR.....coovieiieieene 56
LIPOFEN.....ccccociniiiniinnne 56
lisinopril.......ccceeeeveeeciieenen. 52
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lisinopril-hydrochlorothiazide

.......................................... 53
lithium carbonate.................. 42
lithium citrate ....................... 42
LITHOBID.......cccocvevernen. 42
LITHOSTAT ....ccevveeenee. 66
LIVALO ..ccociiiiiiiieeeeeen 56
LO LOESTRIN FE............... 94
LOCOID......ccoctviirieerienenn 64
LODINE. ..o 34
LODOSYN...cooeviirieierieenn 25
LOESTRIN 1.5/30 (21)........ 94
LOESTRIN 1/20 (21)........... 94
LOESTRIN FE 1.5/30 (28-

| DY2N) ) PSR 94
LOESTRIN FE 1/20 (28-DAY)

.......................................... 94
lomedia 24 fe........c.ccceuveeneee. 94
LOMOTIL....cceevvirveeeenenn 78
LONSURF.....cccovviernen. 17
loperamide...........ccccvveneennenn. 78
LOPID ..o 56
lopinavir-ritonavir .................. 3
LOPRESSOR.........ccoveneee. 53
LOPRESSOR HCT .............. 53
LOPROX....cocoieiiieeeeen 62
LOPROX (AS OLAMINE)..62
lorazepam ...........ccceeeeuveenneee. 42
lorazepam intensol................ 42
lorcet (hydrocodone) ............ 30
lorcet hd.......coceeiiniinnnnnn. 31
lorcet plus ......cceveeviienieenen. 31
lortab 10-325 ....ccoveiieee 31
lortab 5-325 ..o 31
lortab 7.5-325 ..ccoiiiiiiie. 31
loryna (28) ...cccceeveeviieieee 94
losartan .......ccocceveeveineennen. 53
losartan-hydrochlorothiazide 53
LOSEASONIQUE ............... 94
LOTEMAX ...coeovevveeeeeen 98
LOTENSIN ...ooooiivieiieeee. 53
LOTREL......ccceviiieiinienne 53
LOTRISONE.......cccevvenee. 62
LOTRONEX ....cccovveveriennnn 79
lovastatin .........ccccceveeneennnen. 57

LOVAZA. ..o 57
LOVENOX.....ccoocevveirnee. 55
low-ogestrel (28) .................. 94
loxapine succinate ................ 42
LUMIGAN ...ccccoviiiieieenne. 97
LUMIZYME ......cccccvvivnnne. 76
LUNESTA ..ot 42
LUPANETA PACK (1
MONTH) ...cccovvieiiieene 92
LUPANETA PACK (3
MONTH) ...cccoiviiiiieene 92
LUPRON DEPOT ................ 17
LUPRON DEPOT (3
MONTH) ...ccveieieeeee 17
LUPRON DEPOT (4
MONTH) ...ccvvieiereee 17
LUPRON DEPOT (6
MONTH) ....ccvveieiiereee 17
LUPRON DEPOT-PED....... 17
lutera (28) ..ocvveeeveeeieeeiiene 94
LUZU i, 62
LYNPARZA......cccooveennne. 17
LYRICA ..o, 23
LYSODREN.......cccccverrnnee. 17
LYSTEDA.....cccooiiiiinne. 92
1yZa oo 91
M
MACROBID ........ccceevuennee. 12
MACRODANTIN................ 12
magnesium sulfate.............. 104
MAKENA ..o, 91
MALARONE .......ccooiienen. 8
MALARONE PEDIATRIC ...8
malathion...........ccoccoeveeean 65
maprotiline..........cccceeeveennenn. 42
MARINOL .......ccooiiiiine 79
marlissa......cccoeveeviennieennenn 94
MARPLAN .....cccoiiiiiiene, 42
MATULANE.......ccccovennnnn. 17
matzim la........ccccooeeeiienn 53
MAXALT ..coviiieieeee, 26
MAXALT-MLT ................... 26
MAXIDEX .....ccovevvieiiennne. 98
MAXIPIME........cccovveeenen. 5
MAXITROL........ccccevvennnne. 98

MAXZIDE.......ccooveeierenen. 53
MAXZIDE-25MG................ 53
meclizing........cccoeeveeevienneennen. 79
meclofenamate...................... 34
MEDROL .......ccoeviiiniinne 68
MEDROL (PAK).................. 68
medroxyprogesterone ........... 91
mefenamic acid.................... 34
mefloquine.........cccocveeveennennne. 8
MEGACE .....cccoviieieene 17
MEGACEES......cccooiiiiene 17
megestrol .......ooveveeevcreeenieenns 17
MEKINIST .....ooiiiieiiienne 17
meloXicam .......cceceevveereeennen. 34
melphalan hcl........................ 17
memantine .........cceeeeereeennen. 27
MEMANTINE...........cc......... 27
MENACTRA (PF)................ 87
MENEST ....ooiiiiiieiiiieee 91
MENOMUNE - A/C/Y/W-135
(PF) e 87
MENOSTAR ......ccoveveirne 91
MENTAX ...oooiiiiieeeiee 62
MENVEO A-C-Y-W-135-DIP
(PF) e 87
MEPRON ......ccovviiiiieen. 8
mercaptopurine..................... 17
METOPENEIMN ...vvveeeeerreeeenereennnn 8
MERREM......cccoviiiiiinn. 8
MESALAMINE ................... 79
mesalamine with cleansing
WIPE oo 79
MESNA..cueieiieeieenireeieeniieneees 13
MESNEX.....cccooiiiiiinen. 13
MESTINON .....ccoooveirirne 28
MESTINON TIMESPAN ....28
METADATE CD.................. 42
metadate er........ooceeveennennen. 42
metaproterenol.................... 101
metformin .........occeeveerienen. 73
methadone.........c.ccceeeeneennen. 31
methamphetamine................. 42
methazolamide...................... 97
methenamine hippurate ........ 12
methimazole ...........ccceeeneenn. 69

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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METHITEST.......cccovvenee. 76
methotrexate sodium............ 17
methotrexate sodium (pf) ..... 17
methoxsalen..........ccceeeeeveenn. 59
methscopolamine.................. 78
methyclothiazide .................. 53
methyldopa........cccceevvveennnne. 53
METHYLIN ......coovveienee. 42
methylphenidate hcl ............. 42
methylprednisolone.............. 68

methylprednisolone acetate.. 68
methylprednisolone sodium

SUCC ..eveeueeeieeeieenire e naeea 68
methyltestosterone................ 76
metipranolol ..............cc........ 96
metoclopramide hcl............... 79
metolazone ..........coceevveennennen. 53
metoprolol succinate ............ 53
metoprolol ta-hydrochlorothiaz

.......................................... 53
metoprolol tartrate................. 53
METROCREAM.................. 60
METROGEL........................ 60
METROGEL VAGINAL.....92
METROLOTION.................. 60
metronidazole............. 8, 60,92
metronidazole in nacl (is0-0s) 8
mexiletine.........cccoeeeveeeeneennne 49
MIACALCIN ......cocveenee. 76
mibelas 24 fe ........ccccceeeennne. 94
MICARDIS .....ccoiieiee. 53
MICARDIS HCT ................. 53
miconazole-3 .........c.c.coeeene. 92
MICORT-HC ........cccceeeueenee 80
microgestin 1.5/30 (21) ........ 94
microgestin 1/20 (21) ........... 94
microgestin fe 1.5/30 (28)....94
microgestin fe 1/20 (28)........ 94
MICROZIDE...........c.cccuv..... 53
midodring .........cccceeeueeennennee. 66
MIZETZOL veveevreeeiieeireeeiieeas 26
miglitol .......ccoooeiiiiiiiine 73
MIGRANAL .....cceooveienee. 26
millipred .......cccoovevieiennenne. 68
MILLIPRED...........ccveuenee. 68

1001000177 RS 91

mimvey lo......ccceevveeeceeennnnn. 91
MINASTRIN 24 FE ............. 94
MINIPRESS ..o 53
MINITRAN ...ccooviiiiienee, 58
MINIVELLE ........ccceovennnee. 91
MINOCIN ....cccooviiiirienenne. 12
minocycline .........cccceeuveennneen. 12
minoxidil .......cccceevevieiiennnnnn 53
MIRAPEX .....cccvvieieenee. 25
MIRAPEX ER..........ccceuue.. 25
MIRCERA. ...t 85
MIrtazapine .........occeeeveeneennn. 42
MIRVASO.....cccovvieieeenne. 60
misoprostol .........ccceeevvvennnnne. 82
MITIGARE .......ccoooveenne. 88
MItOMYCIN......eevvrerereerrennnnnne, 18
mitoXantrone.............ceeeneeee. 18
M-M-R II (PF)....cccoeevvennnnn. 87
MOBIC......cccoeieieeeeene, 34
modafinil ........ccocenininnne. 42
moderiba..........ccecveeeiiiieeinens 3
moderiba dose pack................ 3
10000151 0) 5 | EU SR 53
moexipril-hydrochlorothiazide
.......................................... 53
mometasone.................. 64, 101
mononessa (28).......ccceeeneen. 94
montelukast ............coceenee. 101
MONUROL........ccceeirennnne. 12
10070) 7241 [0 QU 12
morphine..........ccceeeeeevieennnnnne. 31
MORPHINE ........cccceeiennne. 31
morphine concentrate............ 31
MOVANTIK .....ccovveiennnne. 80
MOVIPREP........c.ccveeenene. 80
MOXEZA .....oooiviiieenne. 96
moxifloxacin.........cceeceenennne. 11
MOXIFLOXACIN-
SOD.ACE,SUL-WATER.11
MOZOBIL........cccvvverennnne. 85
MS CONTIN ....coevvivriiinne. 31
MULTAQ ..o, 49
MUPITOCIN..ceevieniieireeieeeenee 61
mupirocin calcium................ 61

MUSTARGEN .................... 18
MYALEPT ..o 76
MYAMBUTOL...................... 8
MYCAMINE......ccoovriennen. 1
MYCOBUTIN.......cccevrenennn. 8
mycophenolate mofetil ......... 18
mycophenolate mofetil hel ...18
mycophenolate sodium......... 18
MYFORTIC ..........ccveeuenneee. 18
10007701 121 1 BT 60
MYRBETRIQ..................... 103
MYSOLINE .....cccooveiierne 24
MYTESI..ccooiiiiiiiiieee 78
N
Nabumetone.........cceevveeeeneeene 34
nadolol ........ccceeveveeeiiieiiienns 53
nadolol-bendroflumethiazide 53
nafcillin.......coccoeeeeeeieeeeieeens 10
naftifine........ccccocevveeninnennns 62
NAFTIN ..coooiiiiieieieee 62
NAGLAZYME.........ccccu..e. 76
nalbuphine ............cccceeeevenn. 34
11 (00011 SRR 35
NnaltreXone .........ccceeeeveeerveenns 35
NAMENDA......cccooiriienen. 27
NAMENDA TITRATION
PAK .o 27
NAMENDA XR.......cceeueneee 28
NAMZARIC........coeevvenee. 28
NAPRELAN CR .................. 35
NAPROSYN....coooiiiiieenen. 35
NAPTOXEN .evevveinirieeireeeiieeens 35
naproxen sodium .................. 35
naratriptan..........coceveeveennne 26
NARCAN ..o, 35
NARDIL ....cceoviiiiieiieenne 42
NASONEX ....cccoiiiiriinnne 101
NATACYN...oooiiieieeiee, 96
NATAZIA ..o, 94
nateglinide ..........ccccevveevennene 73
NATPARA ..o, 76
NEBUPENT ......cccvveiieiene. 8
necon 0.5/35 (28)..cccveeenenn. 94
necon 1/50 (28).....ccceveeuneennns 94
necon 10/11 (28)..ccccvvveeunennnn. 94
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necon 7/7/7 (28) w.ccceveeeeunnenne. 94
NEEDLES, INSULIN

DISP.,SAFETY ............... 73
nefazodone .......ccooeuvvvveeeennnn. 42
NEOMYCIN ...vvveneieeieeireeieeieenns 8

neomycin-bacitracin-poly-hc98

neomycin-polymyxin b gu ...65
neomycin-polymyxin b-

dexameth ........ccccoeeeienees 98
neomycin-polymyxin-
gramicidin...........c.cccueennee. 96
neomycin-polymyxin-hc 68, 98
NEORAL.....ccooviiriiiee 18
NEOSPORIN (NEO-POLYM-
GRAMICID) .....covvevennnns 96
NEO-SYNALAR ................. 61
NEPHRAMINE 54 % ....... 107
NESINA ..o 74
NEUAC...ceuveeireeareenireeieenaeeenees 60
NEULASTA....coveeveeeen 85
NEUPOGEN ........ccccevvennene 85
NEUPRO.......cccoevreieienen. 25
NEURONTIN.......cccevrennenn 24
NEVANAC ....ccoveveveeee. 97
NEVITAPINE ...veeereereeereereeeenns 3
NEXAVAR ....ccoveeieen. 18
NEXIUM.....cooooviiiiinene 82
NEXIUM IV..coooiiiiine 82
NEXIUM PACKET ............. 82
NEXTERONE...................... 49
NIACIN i 57
NIACOR.......ccoieieiene 57
NIASPAN EXTENDED-
RELEASE ......ccooiiiie. 57
nicardiping..........coeevveeeruveenne 53
NICOTROL........ccceevuvennne 67
NICOTROL NS.....cceevenee 67
nifedipine........cccccvvvevernenen. 53
nikki (28) .o, 94
NILANDRON. ......cceeevienne 18
nilutamide.........cccoeeeveeennenn. 18
NiModipine.........ccceeeveeeenennne. 53
NINLARO.....cocteieiiiene 18

NIPENT ....coooiiiiiieieieeen, 18
nisoldipine ..........ccceeveuveennenn. 53
nitro-bid........cccovveeeeinneeeennnn. 58
NITRO-DUR.........coeveveenne 58
nitrofurantoin........................ 12

nitrofurantoin macrocrystal .. 12
nitrofurantoin monohyd/m-

CIYSE teeeeiiieeeeieeeeeereee e 12
nitroglycerin .........ccoecuvenenne. 58
NITROMIST .....coovvvveene 58
NITROSTAT......ooeveeveene 58
NIZatidine ..........coovvvvvvvveneenn. 82
NIZORAL ......ccoovvvveeerieenn, 62
1000) 10 SRR 64
NOTa-be......ooevvevreeeeereeeeennn, 91
NORCO....oveiiiiiiieieeiieen, 31
NORDITROPIN FLEXPRO 85

noreth-ethinyl estradiol-iron.94
norethindrone (contraceptive)

.......................................... 91
norethindrone acetate ........... 91
norethindrone ac-eth estradiol

.................................... 91, 94
norethindrone-e.estradiol-iron

.......................................... 94
norgestimate-ethinyl estradiol

.......................................... 94
NORINYL 1/35 (28)............ 94
NORITATE ..., 60
NOTLYTOC oo, 91
NORMOSOL-M IN 5 %

DEXTROSE................... 107
NORMOSOL-R IN 5 %

DEXTROSE................... 104
NORMOSOL-RPH 74 .....107
NORPRAMIN. ........ccccovveenn. 42
NORTHERA ..........ccoouvee... 66
nortrel 0.5/35 (28).......cc........ 94
nortrel 1/35 (21)..cccvvecvvennnnne. 94
nortrel 1/35 (28)..ccceevveennnnne. 94
nortrel 7/7/7 (28) .ceeeevevennnee. 94
nortriptyline .........cceeeveenennne. 42
NORVASC.....ccovvvieiieiieen, 53
NORVIR........oovvvieieerieeeenee, 3
NOVAREL......ccccoevvennnen. 76

NOVOFINE 32.......cocvvnnee. 74
NOVOLIN 70/30.................. 74
NOVOLIN N...oooeriiiiiienen. 74
NOVOLINR .....cccvirne 74
NOVOLOG .....ccocevvevieennen. 74
NOVOLOG FLEXPEN......... 74
NOVOLOG MIX 70-30........ 74
NOVOLOG MIX 70-30
FLEXPEN.......cccceveriennene 74
NOVOLOG PENFILL ......... 74
NOXAFIL....ooviiiiiiieiene 1
NUCALA ..o 102
NUCYNTA. ..o, 35
NUCYNTAER ..o 35
NUEDEXTA ....cccovviviienen. 28
NULOJIX ..o 18
NULYTELY WITH FLAVOR
PACKS ... 80
NUPLAZID .....ccocvvviiennee. 42
NUTRESTORE.................... 66
NUTRILIPID........ccceeuenneee 107
NUTROPIN AQ NUSPIN....85
NUVARING......cccocevienee. 92
NUVESSA ..., 92
NUVIGIL .....oocviiiiiiieee. 42
NYAMYC weveeiiveeeieeeerireeerieeeanns 62
1137 1 - AR 62
NyStatin ....ooceeveeeiieeneeenen. 1,62
nystatin-triamcinolone.......... 62
10371 10) 0 U OURRPPPN 62
(0]
OCALIVA ..., 80
ocella......coovieniniinii, 94
OCTAGAM......ccceeviieeene 87
octreotide acetate................... 18
OCUFEN .....cceeiiiiieiene 97
OCUFLOX ....ovoviiieieeienne 96
ODEFSEY ..o 3
ODOMZO......oooivieieienne. 18
OFEV ..o, 102
ofloxacin.................. 11, 67,96
ogestrel (28)..cceevvvecienieenen. 94
olanzapine............c......... 42,43
olanzapine-fluoxetine ........... 43
olmesartan...........ccceceeveenen. 53
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olmesartan-amlodipin-

hcthiazid ..., 53
olmesartan-
hydrochlorothiazide.......... 53
olopatadine...................... 67,97
(0] 515 CHR R 64
OLYSIO ..ot 3
omega-3 acid ethyl esters.....57
omeprazole .........ccoeeveerevennnnn. 82
omeprazole-sodium
bicarbonate ...........cc.ceue.... 82
OMNARIS ..o 102
OMNIPRED.......ccceevirrenne 98
OMNITROPE...........cccuenee. 85
ondansetron ...........ceceeeeeeene 80
ondansetron hel .................... 80
ondansetron hcl (pf) ............. 80
ONEXTON......ccveieiieieinnne 61
ONFL..oooiiiiiieeeeee 24
ONGLYZA.....coieeeene 74
ONMEL......cooviiiiiiiieeeeee. 1
ONZETRA XSAIL .............. 26
OPANA ... 32
OPANAER.....ccoeieieeee 31
OPDIVO...cooviiiiieiieieeee 18
OPSUMIT ....coovvvieienne 102
ORACEA ... 12
ORALAIR ..o 87
ORAP ..ot 43
ORAPRED ODT.................. 68
ORAVIG ....oooiiiieieee, 1
ORBACTIV ...ccoevvevevieee. 8
ORENCIA .....c.ooieieiieeiee 90
ORENCIA (WITH
MALTOSE)......ccccveeuvenneen. 90
ORENCIA CLICKJECT......90
ORENITRAM........ccceeuenee. 53
ORFADIN ......ccovevieieeieiee 66
ORKAMBI........cccevrnne 102
orsythia.......ccceeveniininicnnns 94
ORTHO MICRONOR.......... 92
ORTHO TRI-CYCLEN (28)95
ORTHO TRI-CYCLEN LO
(28) e 95
ORTHO-CYCLEN (28)....... 95

ORTHO-NOVUM 1/35 (28) 95

ORTHO-NOVUM 7/7/7 (28)
.......................................... 95
oseltamivir........coeceeeieenieniene 3
OSENI ..ot 74
OSMOPRERP.........ccccccuennnee. 80
OTEZLA ....cooviieeenne 90
OTEZLA STARTER............ 90
OTOVEL......ooviiiiieene. 68
OTREXUP (PF) ...ccvevvennenee. 90
OVCON-35 (28).ececveeeeerenne. 95
OVIDE......ccooiiieieene, 65
oxacillin........coevevvenienennne. 10
oxacillin in dextrose(iso-osm)
.......................................... 10
oxaliplatin..........ccceeeeveeennenne 18
oxandrolone.........c.cceceenuenee. 76
OXAPTOZIN..cuvvreeereeerreeerreenns 35
oxcarbazepine...........c..c........ 24
oxiconazole.........cccceecueenennne 62
OXISTAT .o, 62
OXSORALEN ULTRA ....... 59
OXTELLAR XR .....ccceeneeee. 24
oxybutynin chloride............ 103
0Xycodone .........ccceeeveennnnnnn. 32
OXYCODONE.........ccceeueee. 32
oxycodone-acetaminophen...32
oxycodone-aspirin................ 32
OXYCONTIN ...oeovvienne. 32
oXymorphone............ccceue.e. 32
OXYTROL......cccvvreenne. 103
P
PACEIONE.....eeeevreeireeeereeennen. 49
paclitaxel .......cccoecveneenennne 18
paliperidone...........ccccuvenneee. 43
PAMELOR.........cccoveirnene. 43
pamidronate...........ccceuvennnee. 76
PANCREAZE ..........ccc........ 80
PANDEL .....cccovviiiiiinne. 64
PANRETIN ......cccovveirne. 59
pantoprazole ..........cccccueennee. 82
paricalcitol.........ceeeveeveeennenne 76
PARLODEL.......cccccvvuennne. 25
PARNATE.....cccootiriiiienne. 43
PArOMOMYCIN....cccuveeeereeennnennns 8

paroxetine hel ...........cc.......... 43
PASER. ..o, 8
PATADAY .ccoovviiiiniiiinene 97
PATANASE .....ccoovveieeee 67
PATANOL .....cceviiiiiine 97
PAXIL .o 43
PAXIL CR ..ooveiiieiiieee 43
PAZEO ..o, 97
PCE..cooiiiiiiiieeeeeee, 6
PEDIARIX (PF) ....ccveeneee 87
PEDVAX HIB (PF).............. 87
peg 3350-electrolytes............ 80
PEGANONE........ccccoceviiene 24
PEGASYS ..o 85
PEGASYS PROCLICK........ 85
peg-electrolyte soln .............. 80
PENICILLIN G POT IN
DEXTROSE ........cccccuenee. 10
penicillin g potassium........... 10
penicillin g procaine ............. 10
penicillin g sodium ............... 10
penicillin v potassium........... 10
PENNSAID ....cccoevieiiiiinne 35
PENTAM.....ccooeveieeeieenee. 8
PENTASA ..o 80
pentoxifylline............cccceeenee. 55
PEPCID ...ccooiiiiiiiiieeieee 82
PERCOCET......ccccvvverrnnne 32
PERFOROMIST................. 102
perindopril erbumine ............ 53
periogard.........cccceeeeiieenieenns 67
PERJETA ..o, 18
permethrin...........ccoccveeeienn. 65
perphenazine...........ccecueennee. 43
PERTZYE.....cccoiiiiiiene 80
PEXEVA ..o 43, 44
phenelzine...........cccccvveeneenn. 44
PHENERGAN.........ccceeennee. 99
phenobarbital ........................ 24
phenoxybenzamine............... 53
PHENYTEK .....cccoovviiniinnne 24
phenytoin ........ccocceeveennennen. 24
phenytoin sodium ................. 24
phenytoin sodium extended..24
PHOSLYRA ......covvieeee. 104

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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PHOSPHOLINE IODIDE....96

PHYSIOLYTE......ccocveneenee. 65
PHYSIOSOL IRRIGATION 65
PICATO ..o 59
pilocarpine hcel................ 66, 96
pIMOZide.....ccuvveeeveeeiieeennen. 44
pimtrea (28) .....cccccveeveenenne. 95
pindolol.........ccceevveeviiiiennn. 53
pioglitazone...........cccoeeuneeee. 74
pioglitazone-glimepiride ...... 74
pioglitazone-metformin........ 74
piperacillin-tazobactam. ........ 10
pirmella..........ccoevveeieennnnne. 95
PITOXICAM.....uvveeeereeeereeeeeneen. 35
PLAQUENIL .....cccevvveinnne 8
PLASMA-LYTE 148 ......... 107
PLASMA-LYTE A ............ 107
PLAVIX .o, 55
PLEGRIDY ...ccoovvvieiien. 85
podofiloX ....cccvveeeerieeiieeenen. 59
polyethylene glycol 3350 .....80
polymyxin b sulfate................ 8
polymyxin b sulf-trimethoprim
.......................................... 96
POLYTRIM .....ccceoveiinen. 96
POMALYST ..oooviieveeenn 18
PONSTEL ....cccooovivieien. 35
J010) 4 5 £ TSR 95
potassium chlorid-d5-
0.45%nacl........cccceeeueenee. 105
potassium chloride.............. 105
potassium chloride in 0.9%nacl
........................................ 105
potassium chloride in 5 % dex
........................................ 105

potassium chloride in 1r-d5.105
potassium chloride-0.45 % nacl

........................................ 105
potassium chloride-d5-
0.2%nacl........ccceeeeennnnee. 105
potassium chloride-d5-
0.3%mnacl.........ccceveenne 105
potassium chloride-d5-
0.9%mnacl.........ccceveennn 105
potassium citrate................. 104

PRADAXA...cccoviiiiiienne 55
PRALUENT PEN................. 57
pramipexole.......c..ccoeevuennene. 25
PRANDIN .....ccceviereienee. 74
PRAVACHOL.........ccc...... 57
pravastatin ...........cceeeveeennenn. 57
PrazoSin ........cceeeeeecveenevennenns 53
PRECOSE ......ccoovviieinne. 74
PRED FORTE.........cceueeee. 98
PRED MILD......ccccccverurnenee. 98
PRED-G.....oocvviivieiiiiecnne. 98
PRED-G S.O.P.....cccceuenneene. 98
prednicarbate ..............cc....... 64
prednisolone acetate ............. 98
prednisolone sodium phosphate
.................................... 68, 98
prednisone .........cccceveeeveennnnne 68
prednisone intensol............... 68
PREFEST ..ot 92
PREGNYL.....coooviereirnee. 76
PREMARIN ......ccoovriinnne. 92
premasol 10 %.................... 107
PREMASOL 6 % ............... 107
PREMPHASE .........ccou... 92
PREMPRO .......cccoevveirnnne. 92
PRENATAL VITAMIN
ORAL TABLET............. 107
PREPOPIK ........ccvvvvernnee. 80
PREVACID......oovvvvriennne. 83
PREVACID SOLUTAB....... 83
prevalite......cocveervieeenieeennnen. 57
previfem.........coceeeeneenennne 95
PREVPAC.....ccoovvirnne. 83
PREZCOBIX.....cccecvvrverrnne 3
PREZISTA ...oooviieiieeee 3
PRIFTIN ...oovviieeeieieeeee 8
PRILOSEC.......ccoovevieenne. 83
PRIMAQUINE.......c.ccoerurnene 8
PRIMAXIN IV ..o 9
primidone...........ceceeveeuennnene 24
PRIMLEV ....ccccoviiiiinne. 33
PRIMSOL......ccccoveiiiinnne. 12
PRINIVIL....coooiiiiieienee. 54
PRISTIQ. ..ot 44
PRIVIGEN .....ccooviiiinne. 87

PROAIR HFA ................... 102
PROAIR RESPICLICK......102
probenecid ..........ccoeeveennennnen. 88
probenecid-colchicine........... 88
procainamide ........................ 50
PROCALAMINE 3%......... 107
PROCARDIA XL................. 54
PrOCENtra...ccvvveeeevreeeeenreennnn 44
prochlorperazine.................... 80

prochlorperazine edisylate....80
prochlorperazine maleate oral

.......................................... 80
PROCRIT ....cceeoviiiiiiiecnne 85
procto-med he.......cccveeennnene. 80
procto-pak.........cccceeeieeneennen. 80
proctosol he .....ccvvvevveeeenenns 80
proctozone-hc ............c.......... 80
PROCYSBI......ccccovevenee. 104
progesterone micronized ......92
PROGLYCEM .........cccueuen. 74
PROGRAF.......ccovieirinns 18
PROLASTIN-C.......ccceeuneee 66
PROLENSA .....ccooveiiiiinne 97
PROLEUKIN .......cccccveirnene 85
PROLIA......ccoeiiiieieeeee 89
PROMACTA......ccveverene 55
promethazine ........................ 99
PROMETRIUM ................... 92
propafenone..........cccceeeeunennne 50
propranolol ...........ccccceeeennee. 54
propranolol-hydrochlorothiazid

.......................................... 54
propylthiouracil .................... 69
PROQUAD (PF).....ccccevuenen. 87
PROSCAR......cccevirenee. 104
PROSOL 20 % ......cccveuueeeee. 107
PROTONIX.....ccceeveiirirnne 83
PROTOPIC.........cocvvverirne 59
protriptyling .........cccvveeevennns 44
PROVENTIL HFA.............. 102
PROVERA ..o 92
PROVIGIL .....cccccovviririinnne 44
PROZAC ....coveieieee 44
PrudoXin....ccceevveereeeiieniieenen. 59
PSORCON.......ccoiieiieirne 64

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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PULMICORT..................... 102 REBETOL.......cccceeiiiiiins 3 rifampin ... 9

PULMICORT FLEXHALER REBIF (WITH ALBUMIN). 85 RIFATER ....cccooiiiiiieee, 9
........................................ 102 REBIF REBIDOSE...............85 RILUTEK .....cccocevviiriinnnee... 66
PULMOZYME................... 102 REBIF TITRATION PACK.85 riluZole.....ooveieieieieeee 66
PURIXAN ...cooiiiirieieiieene 18 RECLAST ...oooviiviiiieene, 66 rimantading .........ccccceeveeeennenn. 3
PYLERA ..., 83 reclipsen (28)....cccveeeevveennneen. 95 JR117SS) o 65, 105
pyrazinamide ...........cccceeveeene 9 RECOMBIVAX HB (PF) ....87 RIOMET .....ccocoviiiiiiinienne 74
pyridostigmine bromide ....... 28 RECTIV...cooiiiieeeeee. 80 risedronate ...................... 66, 89
Q REGLAN......ooiviieeienee, 81 RISPERDAL ......cccoevvviene 45
QBRELIS ....ccieiiieeeeee 54 REGRANEX .....cccoocveirnnnne. 59 RISPERDAL CONSTA ....... 45
QNASL....ooiiiiiieeeee 102 RELENZA DISKHALER......3 RISPERDAL M-TAB .......... 45
QUADRACEL (PF)............. 87 RELISTOR........cccveveieeee. 81 risperidone ..........ccccevvereennnne 45
QUALAQUIN.....cceeieieneen 9 RELPAX ...oooviiiiiiiiieee, 26 RITALIN .c..ooviiiiieieieee 46
QUARTETTE........cceeuenee 95 REMERON ......cccooveiennnne. 44 RITALIN LA....cooieiee 46
QUASENISE .evvveenevreeereeeereeenenes 95 REMERON SOLTAB.......... 44 RITUXAN ...ooviiiieeieeeee 18
QUDEXY XR ..cooeveiveiene 24 REMICADE.......ccccoveveneee. 81 rivastigmine ..........ccoeeveveeeenne 28
QUESTRAN.......eeeevverrennen 57 REMODULIN..........ccceuu...e. 54 rivastigmine tartrate.............. 28
QUESTRAN LIGHT............ 57 RENAGEL .......ccovveirnnee. 66 1IVelSa .ooveeieieceeeee e 95
qQUEtiapine ........ccveeveererennenn 44 RENVELA ......ccooovvere 66 rizatriptan.........ccocceeeeeeneennen. 26
QUILLICHEW ER............... 44 repaglinide.........cocceeveenennne 74 ROBINUL .....ccceeviiiiiinne 78
QUILLIVANT XR............... 44 repaglinide-metformin.......... 74 ROBINUL FORTE............... 78
QuINapril .....ooevveeeeieieeieenns 54 REPATHA PUSHTRONEX 57 ROCALTROL.........ccoeeuunee. 76
quinapril-hydrochlorothiazide REPATHA SURECLICK ....57 ropiNirole ........cccveeceevvereennnnne 25
.......................................... 54 REPATHA SYRINGE .........57 rosuvastatin...........c.ceeeeenneen. 57
quinidine gluconate............... 50 REQUIP......ccooevieiieiien, 25 ROTARIX ....ccvevveerieirenne. 87
quinidine sulfate.................... 50 REQUIP XL .....oovvevvieeennee 25 ROTATEQ VACCINE......... 87
quinine sulfate .............coeneene 9 RESCRIPTOR.........ccc0eeuvenneee. 3 TOWEEPTA ..ovevrenrreeireenreenereenneen 24
QVAR ..o 102 RESTASIS.....covieieee 97 ROXICODONE.................... 33
R RESTASIS MULTIDOSE ...97 ROZEREM......cccoovvvirrne 46
RABAVERT (PF)................ 87 RETIN-A ...ccveiieeeiee, 61 RUBRACA......cccoovereeee 18
rabeprazole .........ccceeveeennnenn. 83 RETIN-A MICRO................. 61 RUCONEST .....ccoevveiene 102
RAGWITEK........ccevvvennnee. 87 RETIN-A MICRO PUMP....61 RYDAPT ..ot 18
raloxifene.......c.cccoceeviennennnn 89 RETROVIR ......ccoiiiiienen. 3 RYTARY ..o, 25
17:111110) o | S 54 REVATIO ....ccoveieveene 102 RYTHMOL SR .................... 50
RANEXA ..ot 58 REVLIMID .....ccccovveiinnne. 18 S
ranitidine hcl......................... 83 REXULTI..........ccuuu.. 44,45 SABRIL.......oooovveiiirinnnn, 24
RAPAFLO.....cccocvrrrnne 104 REYATAZ ..o 3 SAFYRAL ....cooviiieee, 95
RAPAMUNE .......cccoovvrnee. 18 RHOFADE........cccooveirnnee. 61 SAIZEN ....ccoovviiieeeieene, 85
rasagiling .........cccceeeveveeennnn. 25 ribasphere ........ccccceeveveeeinenns 3 SAIZEN CLICK.EASY ....... 85
RASUVO (PF) ..cccoveenee. 90 ribasphere ribapak .................. 3 SALAGEN (PILOCARPINE)
RAVICT.....ooiiiiiieieee. 66 ribaVIrin .....oovevieeeieeieeee 3 e 66
RAYALDEE .......ccoovennen. 76 RIDAURA......ccoiiiiiine 90 SAMSCA ..ottt 76
RAYOS ..o, 68 rifabutin .......ccoovevieiinieeee 9 SANCUSO ...cccovieeeieenee. 81
RAZADYNE......ccovvvirenn. 28 RIFADIN.....oooiiiiriiniiieene 9 SANDIMMUNE................... 18
RAZADYNE ER.................. 28 RIFAMATE.......ccooiiieree 9 SANDOSTATIN .........c........ 19

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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SANDOSTATIN LAR sodium chloride 0.45 %...... 105 STARLIX ..o 74

DEPOT ....ccooiiiiiiiieee 19 sodium chloride 0.9 %.......... 66 stavudine........ccoceeeieenieeieenne 3
SANTYL ..oooiiiiiiiiiieee 64 sodium chloride 3 %........... 105 STELARA ....cccoeoiiiiiine. 58
SAPHRIS (BLACK sodium chloride 5 %........... 105 STIMATE.....ccooiiereienee. 76

CHERRY) ...cooviiieiine. 46 sodium lactate intravenous. 106 STIOLTO RESPIMAT....... 102
SARAFEM.......cccoevvveienen 46 sodium phenylbutyrate ......... 67 STIVARGA.......cccvvveveeene. 19
SAVAYSA ..o 55 sodium polystyrene (sorb free) STRATTERA..........ccveene 47
SAVELLA......cccooiereeee. 90 67 STRENSIQ...cccoevieieeienee. 76
SEASONIQUE.............c....... 95 SOLARAZE .....ccccocevveennne 59 STREPTOMYCIN ................. 9
SEEBRI NEOHALER........ 102 SOLIQUA 100/33 ................ 74 STRIANT ..ot 76
selegiline hcl...........ccoueennee. 25 SOLODYN...ccovveiieiieeieenee. 12 STRIBILD .....cccooevvieiierenne. 3
selenium sulfide.................... 58 SOLTAMOX......cccevveeannne 19 STRIVERDI RESPIMAT ..103
SELZENTRY ....cccceviininianen. 3 SOLU-CORTEF (PF)........... 69 STROMECTOL ..........cccocne. 9
SEMPREX-D.....cccccovvuvenenne. 99 SOLU-MEDROL ................. 69 SUBOXONE ........cccoevvennen. 35
SENSIPAR ....ccceviiiiiine 76 SOLU-MEDROL (PF)......... 69 SUBSYS ..o, 33
SEREVENT DISKUS........ 102 SOMATULINE DEPOT ...... 19 SUCRAID......cccoovvereieennen. 81
SERNIVO....ccoceviiieiene 64 SOMAVERT ......ccoevveennne 76 sucralfate........coccoeeeveeienennn 83
SEROQUEL........cceuveurenenne. 46 SONATA.....ccveveeee 46, 47 SULAR ..ot 54
SEROQUEL XR .................. 46 SOOLANTRA...........c......... 61 sulfacetamide sodium........... 98
SEROSTIM ......coovvviviiinne. 85 SORIATANE .....ccceevieenne 58 sulfacetamide sodium (acne) 61
sertraline........cccoeceeeveenieeennn. 46 SORILUX.....ccccevvvierreeriannen. 58 sulfacetamide-prednisolone..98
setlakin ......cccocevveevniienieeenee, 95 10 5 1§ (SRR 50 sulfadiazine..........c.ccccuveennnee. 11
sevelamer carbonate.............. 66 sotalol ......ccoverieiiieieeieee, 50 sulfamethoxazole-trimethoprim
SFROWASA ..o 81 sotalol af ........ccceeeevveenienne, 50 11
sharobel ..........cccceveevinienenns 92 SOTYLIZE.......cccoevieennn 50 SULFAMYLON.......ccc.c.... 61
SIGNIFOR .......ccoeveiieene 19 SOVALDI ....ccoooviiiieiiees 3 sulfasalazine ............ccocc....... 81
SIGNIFOR LAR .................. 19 SPIRIVA RESPIMAT........ 102 sulindac........ccoeeveveenienienncnne 35
sildenafil........ccccooenieniennn 102 SPIRIVA WITH sumatriptan .........ccocceeeeenneenne 26
SILENOR.....ccvevviieeieenee. 46 HANDIHALER.............. 102 sumatriptan succinate ........... 26
N1 1 51 (0 SRR 58 spironolactone ...................... 54 SUMAVEL DOSEPRO........ 26
SILVADENE .........ccoouvennnee. 59 spironolacton-hydrochlorothiaz SUPRAX ...ooviieeieeieeeee 5,6
silver sulfadiazine................. 59 e 54 SUPREP BOWEL PREP KIT
SIMBRINZA. .......cccovvienne 98 SPORANOX ....ceeveireieenne. I e 81
SIMPONI ...ccocviiiiiiiieeee. 90 sprintec (28)....ceevveereeerueennen. 95 SURMONTIL.......ccccueeennneen. 47
SIMPONI ARIA................... 90 SPRITAM.....cccoveiivieeennne 24 SUSTIVA .o, 3
SIMULECT .......cccoevvrerenenne. 19 SPRYCEL ....ccooveieereienne 19 SUTENT ...t 19
SIMVvastatin.........cccveeereveeennee. 57 sps (with sorbitol)................. 67 SYLATRON......ccoeevrrrrnnen. 85
SINEMET.......cccoeeniiniianens 25 STONYX ..evveeiireereeeiiee e 95 SYLVANT ....cccviiiiinn 19
SINEMET CR.......ccoeuveneene 25 SSA.ueieeieeee e 59 SYMBICORT...........ccc..... 103
SINGULAIR .......cccovenennee. 102 STALEVO 100..................... 25 SYMBYAX ...coooieieeieenen. 47
SITOlIMUS ..o 19 STALEVO 125......ccccveueene. 25 SYMLINPEN 120 ................ 74
SIRTURO......cooeriinieerienn. 9 STALEVO 150.......ccccceuenee. 25 SYMLINPEN 60 ................... 74
SIVEXTRO ....cceevvviernee. 9 STALEVO 200...........c......... 25 SYNAGIS ..o 3
SKLICE.....ccooiiieniiiinieenn 65 STALEVO 50.....cccccocvvnennene 25 SYNALAR ....cccooiiiiiiene. 64
sodium chloride............ 67, 106 STALEVO 75..ccoeiiiieinnn 25 SYNALGOS-DC.................. 33

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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SYNAREL ......cccoceeviinn 76 TENORETIC 100................. 54

SYNDROS ..o, 81 TENORETIC 50................... 54
SYNERCID.....cccoeeeevevrieens 9 TENORMIN. ........cccovvvreennee. 54
SYNJARDY ...ccovvvviiiiieeen, 74 TERAZOL 7..ouvvveeeeeeenn. 92
SYNRIBO .....cccoovvvveereeeen, 19 terazoSiN.......ccovvveeeeeerveeeeennne. 54
SYNTHROID.........cccuuu...... 77 terbinafine hel.......cooevveeeeei. 1
SYPRINE ......cccoovviiiiiinen, 67 terbutaline..............cceveeeennns 103
T terconazole.........cccoevuvvveenenn.n. 92
TABLOID .......cccoovvveeennnne. 19 TESTIM......ccoovvveeeeieeeeennee. 76
TACLONEX ........................ 58 teStOStErONe....vvvvvvvverrerererennnns 77
tacrolimus.......coeeeuvvveenee.. 19, 59 TESTOSTERONE................ 77
TAFINLAR .....ccccvvieeen. 19 testosterone cypionate .......... 76
TAGRISSO ....ovvvveeieiieinnn, 19 testosterone enanthate........... 77
TALTZ AUTOINJECTOR ..58 TESTRED .....ccooevveeeenn. 77
TALTZ SYRINGE............... 58 TETANUS,DIPHTHERIA
TAMIFLU ......cooooviiiiiiieeens 4 TOX PED(PF).................. 87
tamoxifen...........ccceevveeeeennnnn. 19 TETANUS-DIPHTHERIA
tamsuloSin........coevvveeeeeeennnn. 104 TOXOIDS-TD.......cccouvuuee. 87
TANZEUM ......ccoovvveennn. 74 tetrabenazine...........c............. 28
TAPAZOLE ........ccccvevenen. 69 tetracycling .........ccceevueeneenne 12
TARCEVA ..o 19 THALOMID.........cccuveennn... 20
TARGADOX ....ccovvveeennnn. 12 THEO-24 .......ooovvveeieeennn. 103
TARGRETIN ................. 19, 20 theophylline......................... 103
tarina fe 1/20 (28)................ 95 THIOLA ..., 67
TARKA ... 54 thioridazine...........ccccooeeune... 47
TASIGNA ..o 20 thiotepa......cccccvveeeveeecieeennen. 20
TASMAR ......cooovviiieennn. 25 thiothixene...........ccceevveeeennnne. 47
TAXOTERE......ccccccoovennen. 20 THYMOGLOBULIN............ 87
tazarotene .........cceevvvvveeeeeennn. 61 THYROLAR-I.......uueeeee. 77
TAZICEF .....ooooveiieiiiieees 6 THYROLAR-1/2.................. 77
TAZORAC. ........ccovvveeeenn. 61 THYROLAR-1/4.................. 77
taZtia Xt.uveveeiiiiieieieieeeeeeeeeen 54 THYROLAR-2..........cuuuuu. 77
TECENTRIQ........cccvveennen. 20 THYROLAR-3.....cccvvenn 77
TECFIDERA........ccceeiene. 28 t1agabine .......cccccoceeverienneenne. 24
TECHNIVIE........ccoovvvenn. 4 TIAZAC ..o 54
TEFLARO.......cccooviiiiiieeens 6 TIGECYCLINE...................... 9
TEGRETOL.........cccveeeen. 24 TIKOSYN ..o, 50
TEGRETOL XR................. 24 timolol maleate................ 54, 96
TEKTURNA ..o 54 TIMOPTIC OCUDOSE (PF)
TEKTURNA HCT ............... 54 e 96
telmisartan..........cccceveeeeeeennnn. 54 TIMOPTIC-XE ........uouuee..... 96
telmisartan-amlodipine......... 54 TINDAMAX ....cooviiiiiiinieene 9
telmisartan-hydrochlorothiazid tinidazole .......cccceeveenienieennn. 9
.......................................... 54 TIROSINT. ........ooeeevveeennn 77
TENIVAC (PF) ...ccovveen. 87 TIVICAY oo 4

TIVORBEX.....ccccocvvniriinnnne 35
tizanidine ..........cocceeveevneenen. 28
TOBI....coiiiiiiieeeeeee, 9
TOBI PODHALER ................ 9
TOBRADEX ......cccevverenne. 98
TOBRADEX ST.....ccceeeveneee 98
tobramycin.........cceeeveerneennen. 96
tobramycin in 0.225 % nacl....9
tobramycin sulfate .................. 9
tobramycin-dexamethasone..98
TOBREX ....cooiiiiiiiiiiiene 96
TOFRANIL .....ccoevveieieee 47
TOLAK....ooiiieiiieeeieee 59
tolazamide...................... 74,75
tolbutamide..........cceeeeuenne 75
tolcapone........ccccveeeeveeenneens 25
tolmetin.......ccceeveveereneeninnne 35
tolterodine...........ccccvveeneee. 103
TOPAMAX ....oovvvevieieenen. 24
TOPICORT......cceevereirene 64
topiramate ..........ceeevveerveeenne. 24
TOPIRAMATE ........ccccunee. 24
1707010121 20
topotecan.........cceeeevveeeeenneennn. 20
TOPROL XL ....cccveevveernne. 54
TORISEL......cocevieieieene 20
torsemide ........ccceveeneenieninnne 54
TOUJEO SOLOSTAR ......... 75
TOVIAZ ..o, 103
TPN ELECTROLYTES.....106
TRACLEER .........ccoeuee.e. 103
TRADJENTA .....ccocovvenee. 75
tramadol.......................... 35, 36
TRAMADOL .......cccovevennnee. 35
tramadol-acetaminophen ......36
trandolapril .........cccceveevennne 54
trandolapril-verapamil .......... 54
tranexamic acid............... 55,92
TRANSDERM-SCOP.......... 81
TRANXENE T-TAB............ 47
tranylcypromine.................... 47
travasol 10 % .......cccccveneeene 107
TRAVATAN Z.....ccuveeeen. 98
trazodone ........cecveeeeveenieninene 47
TREANDA .......covvevverenne. 20

Note: The drug list includes all possible restrictions and limitations. 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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TRECATOR......ccceviernnn. 9
TRELSTAR.....ccooieieee 20
TRESIBA FLEXTOUCH U-
100 i 75
TRESIBA FLEXTOUCH U-
200 i 75
tretinoin (chemotherapy)......20
tretinoin microspheres.......... 61
tretinoin topical .................... 61
TREXALL....coooviieieiene 20
TREXIMET.......ccovvvinnaennne 27
TREZIX ..o 33

triamcinolone acetonide 64, 67,
103
triamterene-hydrochlorothiazid

.......................................... 54
13021 1 1o OSSR 64
TRIBENZOR ........ccvevenee 54
TRICOR .....oooviiiiiiiene 57
triderm ......ooceeeeeeviieiieene 64
TRIDESILON ......ccccevienane 64
trifluoperazine ...................... 47
trifluridine.........ccoooeeveenenee. 96
TRIGLIDE ......ccoeveieeee 57
tri-legest fe......cccoevvveviveenenne. 95
TRILEPTAL......ccoveeeieee 24
TRILIPIX ...cociiiiiieiiiieiee 57
tri-lo-estarylla............cocec.... 95
tri-lo-sprintec.........ccceeeruvennne 95
trilyte with flavor packets..... 81
trimethoprim...........ccceeeuvennn. 12
trimipramine...........eeeevennee. 47
trinessa (28) ..eeeeveeeeveeeriveenne 95
TRI-NORINYL (28) ............ 95
TRINTELLIX......cccevvennnen. 47
TRIOSTAT....c.coiiiiiieene 77
tri-previfem (28).....cccceeuveenee 95
TRISENOX ....cccooviiiiniinenne 20
tri-sprintec (28).....cccveeruveennne 95
TRIUMEQ......cccccoeriiniiinnnn. 4
trivora (28)....eeeeveeeeieeeiieenne 95
TRIZIVIR....ccooiiiiniiniienn. 4
TROKENDI XR.........ccccc..... 24
TROPHAMINE 10 % ........ 107
TROPHAMINE 6% ........... 107

trOSPIUM....ceeneieiiieiieeereenee. 103

TRULANCE.........cooovvermereenn, 81
TRULICITY ..o 75
TRUMENBA........cooorverrrrennn, 87
TRUSOPT ..o, 98
TRUVADA ..o, 4
TUDORZA PRESSAIR .....103
TWINRIX (PF)....coervverenen, 88
TWYNSTA .o 54
TYBOST oo 4
R CCTNG) | S 9
1007421 T 20

TYLENOL-CODEINE #3....33
TYLENOL-CODEINE #4....33

TYMLOS......ccoiiiiiiieene, 89
TYPHIM VI .....ccoovve. 88
TYSABRI.....ccooviiiine. 28
U
UCERIS.....cooiiiiiiieene 81
ULORIC......oeveieieeee, 88
ULTRACET ....cccoveieeee. 36
ULTRAM....ccovvvereenee 36
ULTRAVATE.......cccoeovenee. 64
UNASYN .o 10
unithroid ........ccccoeevienennenn 77
UPTRAVIL....cocovieiee. 54
URECHOLINE .................. 104
UROCIT-K 10.......ccueueee. 104
UROCIT-K 15....cceeeneeee. 104
UROCIT-K 5...cceiiiiinnne. 104
UROXATRAL . ......ccceuueeee. 104
URSO 250 ..o 81
URSO FORTE.......cccccouenneee. 81
ursodiol.......coeeveevieneeniennene 81
\Y%
VAGIFEM....ccoocovininiinne 92
valacyclovir ........cccevvveeennene 4
VALCHLOR ......cccoocvvinee 59
VALCYTE ..o 4
valganciclovir .......c.ccceceevueennen. 4
VALIUM ....ccooiiiiiieienne, 47
valproate sodium.................. 24
valproic acid ..........ccccuveenneen. 24
valproic acid (as sodium salt)
.......................................... 25

valsartan..........coceeeeeveeniennnne 54
valsartan-hydrochlorothiazide
.......................................... 54
VALTREX ...ccooviiiiiieen. 4
VANCOCIN....ccoocvirieienne 13
VANCOMYCIN..ueeervererreeenereens 13
vandazole........ccceeerieniennnne 92
VANOS ...coiiieeeeee 64
VAQTA (PF) e 88
VARIVAX (PF)..ccoveiieirnne 88
VARIZIG.....cccoviiiinieiinnne 88
VARUBI......coveiiiiieirne 81
VASCEPA .....ccooiiiiieie 57
VASERETIC ........ccoveene. 54
VASOTEC......ccoviniiiinnne 54
VECAMYL ....ccooviiiierne 58
VECTIBIX ..o 20
VECTICAL .....ccveveierne 58
VELCADE .....ccccoovvvieinne 20
velivet triphasic regimen (28)
.......................................... 95
VELPHORO..........ccccveurnen. 67
VELTASSA ..o 67
VEMLIDY ....ccooovviieieeieenee. 4
VENCLEXTA ....cccoevieiinne 20
VENCLEXTA STARTING
PACK oo 20
venlafaxing ..........cccceeeeeneennns 47
VENLAFAXINE.................. 47
VENTAVIS ... 103
VENTOLIN HFA................ 103
verapamil ..........cccoeeeeeenen. 54
VEREGEN .....ccccoovniiinnne 59
VERELAN ......coooviiiinen. 55
VERELAN PM..........cc........ 55
veripred 20.......cocceevienieenen. 69
VERSACLOZ........ccccuevuenn. 47
VESICARE.......ccceeins 103
vestura (28) cvveeveveeeriieeiieeens 95
VFEND.....ccooiiiiiieiiiee 1
VFEND IV..coooiiiiiiiene 1
VGO 20 ..o 75
VGO 30 i 75
VGO 40 ..o 75
VIBERZI ..o, 81

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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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VIBRAMYCIN.......ccccceee. 12

VICOAIN .ovvvvviiiiiiiiiiiiiieeeeee, 33
vicodin €S......cceeeeeeveeeeeennnenn. 33
vicodin hp......ccceveeviieeiinen, 33
VICTOZA 3-PAK................ 75
VIDAZA......ccoveeeeeeeeeecnnn 20
VIDEX 2 GRAM PEDIATRIC
............................................ 4
VIDEX EC ....coovveieveeeene. 4
VIEKIRA PAK .....cccoevveee. 4
VIEKIRA XR.....ooovvvvvveeennenn. 4
V4TS 4 02 N 95
VIGAMOX........ooovvvveeeeennen. 96
VIIBRYD ....cccovvvvne. 47, 48
VIMOVO ....ooveeeeeieeennen. 36
VIMPAT.....coovvvviiieieeen. 25
vinblasting ...........ccccceeeeenne.. 20
vincasar pfS.......cccceeeveeerinenns 20
VINCIIStING ... 20
vinorelbine........cccoccvvvveeeinnn. 20
VIOKACE........cccooovveeeenn. 81
VIRACEPT .....oooovivieinn. 4
VIRAMUNE .......coovvveeennnn. 4
VIRAMUNE XR.......couee... 4
VIREAD......cccoovviiiieeeeeen. 4
VIROPTIC ......ooevvveeeenn. 96
VIVELLE-DOT ................... 92
VIVITROL ........coovvvveen. 36
VIVLODEX ......cccoovvvvennnn. 36
VOGELXO........ccceevvvreeennnn.. 77
VOLTAREN GEL................ 36
voriconazole ............c.ceeueee.. 1
VOTRIENT ......coovvviieennnn. 20
VPRIV ..o 77
VRAYLAR.......coovvveienn 48
vyfemla (28) ...cccovvveiienne 95
VYTORIN 10-10.................. 57
VYTORIN 10-20.................. 57
VYTORIN 10-40.................. 57
VYTORIN 10-80.................. 57
VYVANSE.....ccovvieen. 48
\%Y%
warfarin ..........cccoevvvvveeneennn. 55
water for irrigation, sterile....67
WELCHOL .......covvveenn. 57

WELLBUTRIN SR .............. 48
WELLBUTRIN XL.............. 48
wymzya fe .......cccoeeeeiiennnnn 95
X
XALATAN....cooevveeeeeee. 98
XALKORI........coovvveevrrenne. 20
XARELTO ......ocovvvveeirene. 56
XELJANZ ... 90
XELJANZ XR.......cccocvvvenneee. 90
XENAZINE.......ccovvveeveenn. 28
XEOMIN.....ccoveeveeerieeenen. 88
XERESE......cooviiiieieeeenn. 62
XERMELO........ccceeeeuvrenenn. 21
XGEVA ..o 13
XIFAXAN ..cooviiiieeieeeie 9
XIGDUO XR.....ccoeeeevvreneen. 75
XIIDRA .....oooiiieieeeeeee. 97
XODOL 10/300.................... 33
XODOL 5/300.......ccccvveune... 33
XODOL 7.5/300................... 33
XOLAIR.....coovvveeieeeiieene, 103
XOPENEX ......coovvvieinnee. 103
XOPENEX CONCENTRATE
........................................ 103
XOPENEX HFA ................ 103
XTAMPZA ER..................... 33
XTANDI......ccvveeieierireenen. 21
Xulane .......cocooeeveeeeeiiieeee, 92
XULTOPHY 100/3.6........... 75
XYLOCAINE.........occ....... 61
XYREM.....coovvvieiiieiieenen. 48
XYZAL ..o 99
Y
YASMIN (28).cccccveeerieenneen. 95
YAZ (28) ceveeiieieeieeieeeen, 95
YERVOY ..ccovvviiiieeee 21
YF-VAX (PF).cccoevvierrennne. 88
YONDELIS ........cooevvveen. 21
YOSPRALA......ccovveeen. 56
yuvafem.......cocveenenicnnenne. 92
Z
zafirlukast.............ccceeveeenns 103
zaleplon ........ccceevvveeeceeennnnn. 48
ZALTRAP .....ccooovvviie. 21
ZAMICEL.....vveeeeiieeeeeieee e 33

ZANAFLEX ......ccoovvvvienne.. 28
ZANOSAR .....ooovvviiiien 21
ZANTAC ... 83
Zarah ......ccoooveeieee e, 95
ZARONTIN.......ccoovvreenne. 25
ZARXIO ..o 86
ZAVESCA.......ooovevveeee 77
ZEGERID ........cooovvvvveennn. 83
ZEJULA ..o 21
ZELAPAR ....ccoovvvvevevn. 25
ZELBORAF ......ccovvveennn.. 21
ZEMAIRA ........coovvvvveee 67
ZEMBRACE SYMTOUCH .27
ZEMPLAR ......coovvvvvevennnn. 77
ZENAtANEe ......ccovvvvveeeeeeeeeeennns 61
zenchent (28) ......ccccveeeveenee. 95
zenchent fe.........ccccceeeeenne. 95
ZENPEP .....ovvviiviiiiin 81
zenzedi......coovueeieeeneeeeeennnnn. 48
ZENZEDI .....oooovevviiinnn. 48
ZEPATIER .......coovvvviiiennnn.. 4
ZERBAXA ....oooveiviiiiiiieeen, 6
ZERIT ..oooiiiiiiieieee 4
ZESTORETIC ........ccceeunee.. 55
ZESTRIL ....coooviviiienn. 55
ZETIA ..o 57
ZETONNA ......oovvveeeenn. 103
ZIAC ..o 55
ZIAGEN .....cooovviiiiiieiecnnn. 4
ZIANA ... 61
zidovudineg .......cccceeevvveeinnnnnenn. 4
Zileuton ......ocoevvvveeiiiiieiin, 103
ZINACEF .....ccooovviiiee. 6
ZINBRYTA ....cooevvveeerne. 28
ZINECARD (AS HCL)......... 13
ZINPLAVA ..o 88
ZIOPTAN (PF)..ccveevenrnnen. 98
ziprasidone hcl...........c...c...... 48
ZIPSOR ....ccoovveiieieeen. 36
ZIRGAN ....ccovviieeeee 96
ZITHROMAX .....ccovvvveennnn.. 6
ZITHROMAX TRI-PAK ....... 7
ZITHROMAX Z-PAK ........... 7
IMAX oo, 7
ZOCOR.....ccovvviiiiiieee. 57

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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 (AS ZONEGRAN........cceevene. 25 ZYBAN ... 67

HYDROCHLORIDE)...... 81 zonisamide............cceuveeennnn.. 25 ZYCLARA ....oooovevveeeeen. 59
ZOFRAN ODT........ccccuu.. 81 ZONTIVITY .o, 56 ZYDELIG........cooovvveeeennnn. 21
ZOHYDROER .................... 33 ZORBTIVE .....cooovveien 86 ZYFLO .coovviiiiiie 103
zoledronic acid ..................... 77 ZORTRESS .......oooveveen 21 ZYFLO CR...ooveeeeveeee 103
zoledronic acid-mannitol-water ZORVOLEX ....ccovvvvvvvnnnn. 36 ZYKADIA ..., 21

.......................................... 67 ZOSTAVAX (PF)................88 ZYLET oo 98
ZOLINZA.....oovveeeeee 21 ZOSYN..ooiiiiiiieeeeeeeeeee, 11 ZYLOPRIM......cccovvvevennn.. 88
zolmitriptan .........ccceveeevennee. 27 ZOSYN IN DEXTROSE (ISO- ZYMAXID ...ooooveeveeeeennn. 96
ZOLOFT....cccovvvevienn. 48, 49 OSM)..oooiieiieie, 10, 11 ZYPREXA.......oovviiiienn. 49
zolpidem........ccooevvveiveennnnnne. 49 zovia 1/35¢ (28).ccveeeevveennenn. 95 ZYPREXA RELPREVYV ......49
ZOMACTON .....cooovveveennnn. 86 zovia 1/50¢ (28).......ccuveunenne. 95 ZYPREXA ZYDIS............... 49
ZOMETA ....ccovvveeeeen. 77 ZOVIRAX ....coovvvvieennnnn. 4,62 ZNTIGA ..o 21
4©)\Y | (€ R 27 ZUBSOLV....ccoovvviiiieeeenn. 36 VA G40 ), GU 9
ZOMIG ZMT ......cccueeeeenn. 27 ZUPLENZ ......ovvvveeeaaeann. 81
ZONALON.......oovviieeeene. 59 ZURAMPIC ........ccceuvveenn. 88

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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 08/14/2017. 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.

© 2017 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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