Express Scripts:
Medicare (PDP)

Express Scripts Medicare (PDP)
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PLEASE READ: THIS DOCUMENT CONTAINS INFORMATION
ABOUT SOME OF THE DRUGS COVERED BY THIS PLAN

Formulary ID Number: 26028, v5

This formulary was updated on 08/26/2025. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

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

99 ¢¢

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 26, 2025. 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, 2027. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

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

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

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

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

Can my drug coverage change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the formulary
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow the
Medicare rules in making these changes. Updates to the formulary are posted to our website at express-
scripts.com.

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

e Immediate substitutions of certain new versions of brand-name drugs and original
biological products. We may immediately remove a drug from our formulary if we are
replacing it with a certain new version of that drug that will appear on the same or lower cost-
sharing tier and with the same or fewer restrictions. When we add a new version of a drug to our
formulary, we may decide to keep the brand-name drug or original biological product on our
formulary but immediately move it to a different cost-sharing tier or add new restrictions.

We can make these immediate changes only if we are adding a new generic version of a brand-
name drug or adding certain new biosimilar versions of an original biological product that was
already on the formulary (for example, adding an interchangeable biosimilar that can be
substituted for an original biological product by a pharmacy without a new prescription).

If you are currently taking the brand-name drug or original biological product, we may not tell
you in advance before we make an immediate change, but we will later provide you with
information about the specific change(s) we have made.

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

Some of these drug types may be new to you. For more information, see the section below titled
“What are original biological products and how are they related to biosimilars?”

This drug list was updated in August 2025.
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¢ Drugs removed from the market. If the Food and Drug Administration deems a drug on our
formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we will
immediately remove the drug from our formulary and provide notice to members who take the
drug.

e Other changes. We may make other changes that affect members currently taking a drug. For
instance, we may remove a brand-name drug from the formulary when adding a generic
equivalent or remove an original biological product when adding a biosimilar. We may also
apply new restrictions to the brand-name drug or original biological product or move it to a
different cost-sharing tier, or both. We may make changes based on new clinical guidelines. If
we remove drugs from our formulary, add prior authorization, quantity limits and/or step therapy
restrictions on a drug, or move a drug to a higher cost-sharing tier, we must notify affected
members of the change at least 30 days before the change becomes effective. Alternatively, when
a member requests a refill of the drug, they may receive a one-month supply of the drug and
notice of the change.

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2026 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2026 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the formulary for the new benefit year for any changes to drugs.

The enclosed formulary is current as of 08/26/2025. To get current information about the drugs covered
by our plan, please contact us. Our contact information appears on the front and back covers.

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

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

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 71. 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.

This drug list was updated in August 2025.
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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 work just
as well as and usually cost less than brand-name drugs. There are generic drug substitutes available for
many brand-name drugs. Generic drugs usually can be substituted for the brand-name drug at the
pharmacy without needing a new prescription, depending on state laws.

What are original biological products and how are they related to biosimilars?

On the formulary, when we refer to drugs, this could mean a drug or a biological product. Biological
products are drugs that are more complex than typical drugs. Since biological products are more complex
than typical drugs, instead of having a generic form, they have alternatives that are called biosimilars.
Generally, biosimilars work just as well as the original biological product and may cost less. There are
biosimilar alternatives for some original biological products. Some biosimilars are interchangeable
biosimilars and, depending on state laws, may be substituted for the original biological product at the
pharmacy without needing a new prescription, just like generic drugs can be substituted for brand-name
drugs.

For discussion of drug types, please see the Evidence of Coverage, Chapter 3, Section 3.1, “The
‘Drug List’ tells which Part D drugs are covered.”

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 prescriber 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 prescriber will need to get a prior authorization for these drugs as well, so your pharmacy
can process your prescription correctly.

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

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

You may be able to find out if your drug has any additional requirements or limits by looking in the
drug list that begins on page 1. Note: This drug list includes all possible restrictions and limits on
coverage. The requirements and limits may not apply to your plan’s specific coverage. To confirm
whether a particular drug is covered, visit us on the Web at express-scripts.com or contact Customer
Service.
This drug list was updated in August 2025.
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You can ask us to make an exception to these restrictions or limits. See the section “How do I request an
exception to the formulary?” below for information about how to request an exception.

What if my drug is not on the 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 prescriber 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 prescriber to decide if you should switch to an appropriate drug that the plan
covers or request a formulary 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 ask us to cover your drug even if it is not on our formulary. If approved, the drug will
be covered at a pre-determined cost-sharing level, and you will not be able to ask us to provide
the drug at a lower cost-sharing level.

e You can ask us to cover a formulary drug at a lower cost-sharing level. If approved, this would
lower the amount you must pay for your drug. In certain Express Scripts Medicare plans, you
cannot ask us to change the cost-sharing tier for any drug in the specialty tier, if applicable.

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

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

Generally, your request for an exception will only be approved if the alternative drugs that are included
in the plan formulary, 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.

This drug list was updated in August 2025.
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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 prescriber 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 prescriber to decide if you should switch to an appropriate drug that we cover or request a
formulary exception so that we will cover the drug you take. While you talk to your prescriber to
determine the right course of action for you, or while you wait for a coverage decision from us, we may
cover a temporary transition supply of your drug in certain cases during the first 90 days that you are
enrolled in the plan or at the start of a new coverage year.

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

If you are a resident of a long-term care facility and you need a drug that is not on our formulary, or if
your ability to get your drug is limited but you are past the first 90 days of membership in our plan, we
will cover a minimum of a 31-day emergency transition supply of that drug while you pursue an
exception.

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.

This drug list was updated in August 2025.



Other coverage that your plan may provide

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

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

e Prescription drugs when used to promote fertility

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

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

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

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

e Over-the-counter (OTC) diabetic supplies

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

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

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

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 71.

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

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

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

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

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

e The drug tier for your drug. Each covered drug is in one of 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.

This drug list was updated in August 2025.
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Drug Tiers

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

low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred
Brand some generic drugs. drugs.
Drugs
Tier 3: This tier includes non-preferred | Many non-preferred drugs have lower-cost
Non- brand-name drugs as well as alternatives in Tiers 1 and 2. Ask your
Preferred some generic drugs. prescriber if switching to a lower-cost generic
Drugs 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.

This drug list was updated in August 2025.
vii


https://www.medicare.gov

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

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

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

List of abbreviations

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

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

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

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

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

V: This vaccine is provided to adults at no cost when used based on recommendations by the Centers for
Disease Control and Prevention’s (CDC) Advisory Committee on Immunization Practices (ACIP).

This drug list was updated in August 2025.
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Drug Name

ANTIFUNGAL
AGENTS

Drug
Tier

Requireme
nts/Limits

ABELCET

PA

amphotericin b

PA; MO

amphotericin b
liposome

PA

caspofungin

clotrimazole mucous
membrane

p—

MO

CRESEMBA ORAL

PA

fluconazole in nacl
(iso-osm)
intravenous
piggvback 200
mg/100 ml

[98)

PA; MO

fluconazole in nacl
(iso-osm)
intravenous
piggvback 400
mg/200 ml

PA

fluconazole oral
suspension for
reconstitution

MO

fluconazole oral
tablet

MO

flucytosine

MO

griseofulvin
microsize

MO

griseofulvin
ultramicrosize oral
tablet 125 mg, 250

mg

MO

Drug Name Drug Requireme
Tier  nts/Limits

itraconazole oral 3 MO; QL

capsule (120 per 30

days)

itraconazole oral 3 MO

solution

ketoconazole oral 1 MO

micafungin 3 MO

nystatin oral 1 MO

posaconazole oral 1 PA; MO;

tablet,delayed QL (96 per

release (dr/ec) 30 days)

terbinafine hcl oral 1 MO

voriconazole 1 PA; MO

intravenous

voriconazole oral 1 PA; MO

suspension for

reconstitution

voriconazole oral 3 PA; MO

tablet

ANTIVIRALS

abacavir MO

abacavir-lamivudine MO

acyclovir oral MO

capsule

acyclovir oral 3 MO

suspension 200 mg/5

ml

acyclovir oral tablet 1 MO

acyclovir sodium 3 PA; MO

intravenous solution

adefovir MO

amantadine hcl oral 2 MO

capsule

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
amantadine hcl oral 2 MO fosamprenavir 3 MO
solution GENVOYA 3 MO
APTIVUS I MO INTELENCEORAL 3 MO
atazanavir MO TABLET 25 MG
BARACLUDE 3 MO ISENTRESS 2 MO
ORAL SOLUTION ISENTRESS HD 3 MO
BIKTARVY MO JULUCA 3 MO
CIMDUO B 10 KALETRA ORAL 3 MO
darunavir oral tablet 3 MO SOLUTION
600 mg lamivudine MO
darunavir oral tablet 1 MO lamivudine- MO
800 mg zidovudine
DELSTRIGO 3 MO LIVTENCITY 3 PA;LA:QL
DESCOVY 3 MO (120 per 30
DOVATO 3 MO days)
EDURANT 5 MO lopinavir-ritonavir 2 MO
oral tablet
] [ tablet 3 MO
ej:avzrenz oral table araviroc ) MO
efavirenz- 3 MO
emtricitabin-tenofov MAVYRET ORAL 2 PA; MO;
PELLETS IN QL (168 per
efavirenz-lamivu- 1 MO PACKET 28 days)
t di
enofov disop MAVYRET ORAL 2 PA; MO;
emtricitabine 3 MO TABLET QL (84 per
emtricitabine- 3 MO 28 days)
tenofovir (tdj) nevirapine oral 3
emtricita-rilpivirine- 1 suspension
tenof df nevirapine oral 2 MO
EMTRIVA ORAL 2 MO tablet
SOLUTION nevirapine oral 3 MO
entecavir 3 MO tablet extended
. release 24 hr 400 mg
etravirine 3 MO
NORVIR ORAL 3 MO
Sfamciclovir 2 MO PACKET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ODEFSEY 3 MO ritonavir 2 MO
oseltamivir 2 MO RUKOBIA 3 MO
PAXLOVID ORAL 1 QL (20 per SELZENTRY 2 MO
TABLETS,DOSE 30 days) ORAL SOLUTION
PACK 150 MG
STRIBILD 3 MO
(10)- 100 MG (10)
SUNLENCA ORAL 3
PAXLOVID ORAL 1 QL (11 per
TABLETS,DOSE 30 days) SYMTUZA 3 MO
PACK 150 MG (6)- tenofovir disoproxil 3 MO
100 MG (5) fumarate
PAXLOVID ORAL 1 QL (30 per TIVICAY ORAL 3 MO
TABLETS,DOSE 30 days) TABLET 50 MG
PACK 300 MG (150 A 3
PIFELTRO MO TRIUMEQ S MO
PREVYMIS ORAL 2 PA:MO: TRIUMEQ PD 3 MO
TABLET QL (30 per valacyclovir oral 2 MO; QL
30 days) tablet 1 gram (120 per 30
PREZCOBIX 3 MO days)
ORAL TABLET valacyclovir oral 2 MO; QL (60
800-150 MG-MG tablet 500 mg per 30 days)
PREZISTA ORAL 3 MO valganciclovir oral 1 MO
SUSPENSION recon soln
PREZISTA ORAL 3 MO valganciclovir oral 2 MO
TABLET 150 MG, tablet
S MG VEMLIDY 2 MO
RELENZA I MO VIRACEPT ORAL 3 MO
DISKHALER TABLET
REYATAZ ORAL 2 MO VIREAD ORAL 3 MO
POWDER IN POWDER
PACKET
. VIREAD ORAL 3 MO
ribavirin oral 2 MO TABLET 150 MG
capsule 200 MG, 250 MG
ribavirin oral tablet 2 MO VOSEVI 2 PA: MO:
200 mg QL (28 per
rimantadine 3 MO 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

zidovudine oral 3 MO cefoxitin intravenous 3 PA

capsule recon soln 10 gram

zidovudine oral 3 MO cefpodoxime MO

Syrup cefprozil 2 MO

zzc[z;?vudme oral 1 MO ceftazidime injection PA; MO

tablet recon soln 1 gram, 2

CEPHALOSPOR gram

INS ceftazidime injection 3 PA

cefaclor oral capsule 2 MO recon soln 6 gram

cefaclor oral ceftriaxone injection 3 MO

suspension for recon soln 1 gram, 2

reconstitution 250 gram, 250 mg, 500

mg/5 ml mg

cefadroxil oral 1 MO ceftriaxone injection 3

capsule recon soln 10 gram

cefadroxil oral ) MO cefuroxime axetil 2 MO

suspension for oral tablet

reconstitution 250 cefuroxime sodium 3 PA; MO

mg/5 ml, 500 mg/5 injection recon soln

ml 750 mg

cefazolin injection 3 MO cefuroxime sodium 3 PA; MO

recon soln 1 gram, intravenous recon

500 mg soln 1.5 gram

cefazolin injection 3 cephalexin oral 1 MO

recon soln 10 gram capsule 250 mg, 500

cefdinir oral capsule 1 MO mg

cefdinir oral 2 MO cephalexin oral 1 MO

suspension for suspension for

reconstitution reconstitution

cefepime injection 3 MO tazicef injection 3 PA; MO

cefoxitin intravenous 3 PA; MO

recon soln 1 gram, 2
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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits
amikacin injection PA; MO
solution 500 mg/2 ml
ARIKAYCE PA; LA
azithromycin 3 PA; MO atovaquone MO
infravenous atovaquone- MO
azithromycin oral 1 MO proguanil
Suspenst onf or aztreonam PA; MO
reconstitution
azithromycin oral 1 CAYSTON PA; MO;
tablet 250 mg (6 LQ;S%IaeESS)
pack), 500 mg (3 P Y
pack) chloroquine MO
azithromycin oral 1 MO phosphate
tablet 250 mg, 500 clindamycin hcl MO
mg, 600 mg clindamycin in 5 % PA; MO
clarithromycin oral 3 MO dextrose
suspens.ion.f or clindamycin PA; MO
reconstitution phosphate injection
clarithromycin oral 2 MO COARTEM MO
tablet
: : colistin PA; MO;
clarithromycin oral 2 MO (colistimethate na) QL (30 per
tablet extended 10 days)
release 24 hr
dapsone oral MO
DIFICID ORAL 2 MO; QL (20
TABLET per 10 days) DAPTOMYCIN MO
: INTRAVENOUS
erythromycin 3 RECON SOLN 350
ethylsuccinate oral MG
tablet
: daptomycin MO
erythromycin oral 3 MO intravenous recon
soln 500 mg
EMVERM MO
ertapenem PA; MO;
QL (14 per
albendazole 3 MO 14 days)
ethambutol 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Requireme Drug Name Drug Requireme
nts/Limits Tier  nts/Limits
gentamicin in nacl PA; MO metronidazole oral 1 MO
(iso-osm) tablet 250 mg, 500
intravenous mg
piggvback 100 . 1 MO
mg/100 ml, 60 mg/50 reomyetn
ml, 80 mg/100 ml, 80 nitazoxanide 1 MO; QL (12
mg/50 ml per 30 days)
gentamicin injection PA; MO pentamidine 3 PA; MO;
nhalati L1
hydroxychloroquine MO wataton 38 d(ayls)e !
oral tablet 200 mg y
. . . _ pentamidine 3 MO
imipenem-cilastatin PA; MO injection
IMPAVIDO PA; MO praziquantel 3 MO
isoniqzid oral MO PRIFTIN 5 MO
solution
] ] 1 MO
isoniazid oral tablet MO przmaqumed
j ] 3 MO
ivermectin oral PA; MO; pyrc.lzznamz .e
tablet 3 mg QL (20 per pyrimethamine 1 PA; MO
30 days) quinine sulfate 3 MO
ivermectin oral PA; QL (8 rifabutin 3 MO
tablet 6 mg per 30 days) ) T
rifampin intravenous 3 MO
linezolid in dextrose PA; MO X X
505 rifampin oral 2 MO
linezolid oral MO SIRTURO 3 PA; LA
suspension for STREPTOMY CIN 3 PA; MO;
reconstitution QL (60 per
linezolid oral tablet MO 30 days)
mefloquine MO tigecycline PA; MO
meropenem PA; QL (30 tinidazole 2 MO
intravenous recon per 10 days) tobramycin in 0.225 1 PA; MO;
soln 1 gram % nacl QL (280 per
meropenem PA; QL (10 28 days)
intravenous recon per 10 days) tobramycin 1 PA; MO;
soln 500 mg inhalation QL (224 per
metronidazole in PA; MO 28 days)

nacl (iso-os)

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

tobramycin sulfate 3 PA; MO amoxicillin-pot 1 MO
injection solution clavulanate oral
vancomycin 3 MO:; QL (20 suspens'lon for
intravenous recon per 10 days) reconstitution
soln 1,000 mg amoxicillin-pot 1 MO
vancomycin 3 QL (2 per clc;xl/ulanate oral
intravenous recon 10 days) tablet
soln 10 gram amoxicillin-pot 3 MO
vancomycin 5 MO; QL (10 clcbnl/ulanate do;;;ll
intravenous recon per 10 days) tabiet extende
soln 500 mg release 12 hr
vancomycin 3 MO; QL (27 ampicli”?ozf’ al 1 MO
intravenous recon per 10 days) capsuie mg
soln 750 mg ampicillin sodium 3 PA; MO
vancomycin oral 3 PA; MO; injection recon soln
capsule 125 mg QL (40 per 1 gram, 10 gram

10 days) ampicillin-sulbactam 3 PA; MO
vancomycin oral 3 PA; MO; z]n]5 ectionr ;con soln
capsule 250 mg QL (80 per -J gram, 3 gram

10 days) ampicillin-sulbactam 3 PA
XIFAXAN ORAL 5 PA; QL (9 injection recon soln
TABLET 200 MG per 30 days) 15 gram
XIFAXAN ORAL 2 PA; MO; SERJEIIYIENTIN 3 MO
TABLET 550 MG QL (90 per

30 days) SUSPENSION FOR

RECONSTITUTIO
PENICILLINS N 125-31.25 MG/5
amoxicillin oral 1 MO ML
capsule BICILLIN L-A 3 PA; MO
amoxicillin oral 1 MO INTRAMUSCULA
suspension for R SYRINGE
reconstitution 1,200,000 UNIT/2
ML

amoxicillin oral 1 MO
tablet
amoxicillin oral 1 MO

tablet,chewable 125
mg, 250 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

BICILLIN L-A 3 PA piperacillin- 3
INTRAMUSCULA tazobactam
R SYRINGE intravenous recon
2,400,000 UNIT/4 soln 40.5 gram
ML, 600,000
UNIT/ML QUINOLONES

. 7 ciprofloxacin hcl 1 MO
dicloxacillin 1 MO oral tablet 250 mg,
nafcillin injection 3 PA; MO 500 mg, 750 mg
recon soln I gram, 2 ciprofloxacinin 5 % 3 PA; MO
gram :

dextrose intravenous
nafcillin injection 1 PA piggyback 200
recon soln 10 gram mg/100 ml
oxacillin in 3 PA levofloxacin in d5w 3 PA; MO
dextrose(iso-osm) intravenous
intravenous piggyback 500
piggvback 2 gram/50 mg/100 ml, 750
ml mg/150 ml
oxacillin injection 3 PA levofloxacin oral 3 MO
recon soln 1 gram, solution
10 gram levofloxacin oral 1 MO
oxacillin injection 3 PA; MO tablet
recon soln 2 gram moxifloxacin oral 2 MO
penzczl{m g 3 PA; MO moxifloxacin- PA; MO
potassium injection d.chloride(iso)
recon soln 20 Sod.crionae(t
million unit SULFA'S /
penicillin g sodium 3 PA; MO RELATED
— AGENTS

penicillin v 1 MO
potassium sulfadiazine MO
piperacillin- 3 MO sulfamethoxazole- 2 MO
tazobactam trimethoprim oral
intravenous recon suspension
soln 2.25 gram, sulfamethoxazole- 1 MO
3.375 gram, 4.5 trimethoprim oral
gram 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
TETRACYCLIN nitrofurantoin 2 MO
ES macrocrystal oral
capsule 100 mg, 50
doxy-100 3 PA; MO mg
c?oxycycline hyclate 3 PA nitrofurantoin 2 MO
intravenous monohyd/m-cryst
doxycycline hyclate 1 MO trimethoprim 1 MO
oral capsule
doxycycline hyclate 1 MO ANTINEOPLA
oral tablet 100 mg, STIC /
20 mg IMMUNOSUP
doxycycline 1 MO PRESSANT
monohydrate oral DRUGS
capsule 100 mg, 50
mg ADJUNCTIVE
doxycycline 3 MO ACCIINILS
monohydrate oral leucovorin calcium 2 MO
suspension for oral
reconstitution mesna oral 1 MO
doxycycline 1 MO WYOST ) PA: MO
monohydrate oral ’
tablet 100 mg, 50 ANTINEOPLAS
mg, 75 mg TIC /
minocycline oral 1 MO IMMUNOSUPPR
capsule ESSANT DRUGS
minocycline oral e MO abiraterone oral 1 PA; MO;
tablet tablet 250 mg QL (120 per
30 days)
tetracycline oral 3 MO :
capsule abiraterone oral 1 PA; MO;
tablet 500 mg QL (60 per
URINARY 30 days)
TRACT AGENTS abirtega 3 PA; QL
fosfomycin 3 MO (120 per 30
tromethamine days)
methenamine 2 MO AKEEGA 2 PA; LA; QL
hippurate (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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ALECENSA 2 PA; MO; BOSULIF ORAL 3 PA; MO;
QL (240 per TABLET 100 MG QL (90 per
30 days) 30 days)
ALUNBRIG ORAL 3 PA; QL (30 BOSULIF ORAL 3 PA; MO;
TABLET 180 MG, per 30 days) TABLET 400 MG, QL (30 per
90 MG 500 MG 30 days)
ALUNBRIG ORAL 3 PA; QL (60 BRAFTOVI 2 PA; MO;
TABLET 30 MG per 30 days) LA; QL
ALUNBRIGORAL 3  PA:QL (30 Ell 80 per 30
TABLETS,DOSE per 180 ays)
PACK days) BRUKINSA 2 PA;LA; QL
anastrozole 1 MO Ell 20)per 30
ays
AUGTYRO ORAL 3 PA; QL (60 RS,
CAPSULE 160 MG per 30 days) CABOMETYX 2 Eﬁ’- 1(\241?( %0
AUGTYRO ORAL 3 PA;QL per 30 days)
CAPSULE 40 MG (240 per 30 CALQUENCE 5 PA, LA; OL
days) (ACALABRUTINIB (60 per 30
AVMAPKI- 3 PA; QL (66 MAL) days)
FAKZYNIA per 28 days) CAPRELSA ORAL 2 PA;LA;QL
AYVAKIT 3 PA;LA; QL TABLET 100 MG (60 per 30
(30 per 30 days)
d
ays) CAPRELSA ORAL 2 PA;LA;QL
azathioprine oral 1 PA; MO TABLET 300 MG (30 per 30
fablet 50 mg days)
BALVERSA 2 PA; LA COMETRIQ ORAL 2 PA; MO;
bexarotene 1 PA; MO CAPSULE 100 QL (56 per
MG/DAY (80 MG 28d
bicalutamide 1 MO X1-20 MCg X1) ays)
BOSULIF ORAL 3 PAMO; COMETRIQORAL 2  PA;MO;
CAPSULE 100 MG QL (180 per CAPSULE 140 QL (112 per
30 days) MG/DAY (80 MG 28 days)
BOSULIF ORAL 3 PA; MO; X1-20 MG X3)
30 days) CAPSULE 60 QL (84 per
MG/DAY (20 MG X 28 days)
3/DAY)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
COPIKTRA 3 PA; LA; QL ELIGARD 2 PA; MO
360 per 30 ELIGARD (3 2 PA;MO
ays) MONTH)
COTELLIC 2 Pﬁ% MO; ELIGARD (4 2 PA:MO
LA; QL (63 MONTH)
per 28 days)
ELIGARD (6 2 PA; MO
cyclophosphamide 2 PA; MO MONTH) ( ’
oral capsule
ENVAR XR PA; M
CYCLOPHOSPHA 2 PA NVARSUS > MO
MIDE ORAL ERIVEDGE 2 PA; MO;
TABLET QL (30 per
30d
cyclosporine 3 PA; MO ays)
capsule TABLET 240 MG QL (30 per
30d
cyclosporine 3 PA ays)
solution TABLET 60 MG QL (120 per
30d
cyclosporine oral 3 PA; MO ays)
capsule erlotinib oral tablet 1 PA; MO;
100 150 L (30
DANZITEN 2 PA;QL me, Lo mg 3?0 d(ayS’ °r
(112 per 28
days) erlotinib oral tablet 1 PA; MO;
25 L (60
dasatinib oral tablet 1 PA; MO; e (320 d(ays;j o
100 mg, 140 mg, 50 QL (30 per
mg, 80 mg 30 days) EULEXIN 3
dasatinib oral tablet 1 PA; MO; everolimus 1 PA; MO;
20 mg QL (90 per (antineoplastic) oral QL (30 per
30 days) tablet 30 days)
dasatinib oral tablet 1 PA; MO; everolimus 1 PA; MO;
70 mg QL (60 per (antineoplastic) oral QL (150 per
30 days) tablet for suspension 30 days)
2
DAURISMO ORAL 3 PA; MO; ne
TABLET 100 MG QL (30 per everolimus 1 PA; MO;
30 days) (antineoplastic) oral QL (90 per
DAURISMO ORAL 3 PA: MO- tablet for suspension 30 days)
> > 3
TABLET 25 MG QL (60 per ne
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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
everolimus 1 PA; MO; GOMEKLI ORAL 3 PA; QL (84
(antineoplastic) oral QL (60 per CAPSULE 2 MG per 28 days)
tablet for suspension 30 days) GOMEKLI ORAL 3 PA; QL
5 mg TABLET FOR (168 per 28
everolimus 2 PA; MO SUSPENSION days)
(immunosuppressive hvd MO
) oral tablet 0.25 mg yaroyured
IBRANCE 2 PA; MO;
everolimus 1 PA; MO QL (21 per
(immunosuppressive 2%d
) oral tablet 0.5 mg, ays)
0.75 mg, 1 mg ICLUSIG 3 PA; QL (30
exemestane 3 MO per 30 days)
IDHIFA 2 PA;MO;
FIRMAGON KIT W 3 PA; MO LA; QL (30
DILUENT ’
30d
SYRINGE per 30 days)
imatinib oral tablet 2 PA; MO;
FOTIVDA 3 PA; LA; QL 100 mg QL (180 per
(21 per 28 30 days)
days)
imatinib oral tablet 1 PA; MO;
FRUZAQLA ORAL 3  PA; QL (84 00 ,’s; orattante OL (60 per
CAPSULE 1 MG per 28 days) 30 days)
FRUZAQLA ORAL 3 PA; QL (21 IMBRUVICA 9 PA; QL (30
CAPSULE 5 MG per 28 days) ORAL CAPSULE per 30 days)
3120 per 30 ORAL (324 per 30
ays) SUSPENSION days)
gefitinib I PA 1;%0; IMBRUVICA 2 PA:QL (30
(320Ld( per ORAL TABLET per 30 days)
ays) 140 MG, 280 MG,
gengraf oral capsule 3 PA; MO 420 MG
GILOTRIF 3 PA; MO; IMKELDI 3 PA; MO;
QL (30 per QL (280 per
30 days) 28 days)
GLEOSTINE 3 MO INLYTA ORAL 2 PA; MO;
GOMEKLI ORAL 3 PAIQL TABLET 1 MG 3?0L d(l 80 per
CAPSULE 1 MG (126 per 28 ays)
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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
INLYTA ORAL 2 PA;MO; KISQALI ORAL 2 PA;MO;
TABLET 5 MG QL (120 per TABLET 600 QL (63 per
30 days) MG/DAY (200 MG 28 days)
INQOVI 3 PA:MO: X3)
QL (5 per KOSELUGO 3 PA
28 days) KRAZATI 3 PA:QL
INREBIC 3 PA; MO; (180 per 30
LA; QL days)
3120 per 30 lapatinib 1 PA:MO;
ays) QL (180 per
ITOVEBI ORAL 3 PA;MO; 30 days)
TABLET 3 MG (330L d(60 per LAZCLUZEORAL 3  PA;LA;QL
ays) TABLET 240 MG (30 per 30
ITOVEBI ORAL 3 PA;MO; days)
TABLET 9 MG QLd(30 per LAZCLUZEORAL 3  PA;LA;QL
30 days) TABLET 80 MG (60 per 30
IWILFIN 3 PA; LA; QL days)
51240 per 30 lenalidomide oral 1 PA; MO;
ays) capsule 10 mg, 15 QL (28 per
JAKAFI 2 PA; MO; mg, 25 mg, 5 mg 28 days)
(3254 d(60 per lenalidomide oral 1 PA; QL (28
ays) capsule 2.5 mg, 20 per 28 days)
JAYPIRCA ORAL 3 PA;MO; mg
TABLET 100 MG 3?0L d(60 per LENVIMA ORAL 2 PA;MO;
ays) CAPSULE 10 QL (30 per
JAYPIRCA ORAL 3 PA;MO; MG/DAY (10 MG X 30 days)
TABLET 50 MG QL (30 per 1), 4 MG
30 days) LENVIMA ORAL 2 PA;MO;
JYLAMVO PA; MO CAPSULE 12 QL (90 per
KISQALI ORAL 2 PA:MO; MG/DAY (4 MG X 30 days)
TABLET 200 QL (21 per 13\%(}1 ;;(1\1/1(:/ 1]\)42‘;(21)0
MG/DAY (200 MG 28 d § )
X 1) ( ays) 24 MG/DAY(10 MG
X 2-4 MG X 1)
KISQALI ORAL 2 PA;MO;
TABLET 400 QL (42 per
MG/DAY (200 MG 28 days)
X 2)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
LENVIMA ORAL 2 PA; MO; LYTGOBI ORAL 3 PA; LA; QL
CAPSULE 14 QL (60 per TABLET 16 (112 per 28
MG/DAY (10 MG X 30 days) MG/DAY (4 MG X days)
1-4 MG X 1), 20 4)
Izwci:/]i/[A(%fYMf X LYTGOBI ORAL 3 PA;LA;QL
I\%G = ( TABLET 20 (140 per 28
) MG/DAY (4 MG X days)
letrozole 1 MO 5)
LEUKERAN 3 MO MATULANE
leuprolide 3 PA; MO megestrol oral PA; MO
subcutaneous kit suspension 400
LONSURE PA: MO mg/10 ml (40 mg/ml)
LORBRENA ORAL PA: MO: megestrol oral 3 PA; MO
TABLET 100 MG QL (30 per suspension 623 mg/3
30 days) ml (125 mg/ml)
LORBRENA ORAL 9 PA: MO: megestrol oral tablet PA; MO
TABLET 25 MG QL (90 per MEKINIST ORAL PA; MO;
30 days) RECON SOLN QL (1260
LUMAKRAS 2 PA;MO; per 30 days)
ORAL TABLET QL (240 per MEKINIST ORAL 2 PA; MO;
120 MG 30 days) TABLET 0.5 MG QL (90 per
LUMAKRAS 2 PA;MO; 30 days)
ORAL TABLET QL (120 per MEKINIST ORAL 2 PA; MO;
240 MG 30 days) TABLET 2 MG QL (30 per
LUMAKRAS 2 PA;MO; 30 days)
ORAL TABLET QL (90 per MEKTOVI 2 PA; MO;
320 MG 30 days) LA; QL
LUPRON DEPOT PA; MO 511 80)Per 30
ays
LYNPARZA 2 PA; MO; )
QL (120 per mercaptopurine oral 1 MO
30 days) suspension
LYSODREN 3 mercaptopurine oral 2 MO
tablet
LYTGOBI ORAL 3 PA;LA:QL
TABLET 12 (84 per 2;3 methotrexate sodium 1 PA; MO
MG/DAY (4 MG X days)
3)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
methotrexate sodium 1 PA; MO octreotide acetate 1 PA; MO
(pf) injection injection solution
solution 1,000 mcg/ml, 500
mycophenolate 2 PA; MO meg/ml
mofetil oral capsule octreotide acetate 3 PA; MO
henolat 1 PA: MO injection solution
myeopienordte : 100 meg/ml, 200
mofetil oral il S0 i
suspension for mcg/mi, 50 mcg/m
reconstitution ODOMZO 2 PA; MO;
mycophenolate 2 PA; MO LA;3%E (30
mofetil oral tablet per ays)
: OGSIVEO ORAL 3 PA; QL (56
henolat 3 PA; MO ’
DO : TABLET 100 MG, per 28 days)
150 MG
MYHIBBIN PA; MO
’ OGSIVEO ORAL 3 PA; QL
NEMLUVIO 2 PA; MO; TABLET 50 MG (180 per 30
QL (2 per days)
28 d
ays) OJEMDA ORAL 3 PA;QL (9
NERLYNX 2 PA; MO; SUSPENSION FOR per 28 days)
LA RECONSTITUTIO
nilotinib hcl oral 1 PA; MO; N
capsule 150 mg, 200 QL (112 per OJEMDA ORAL 3 PA; QL (16
mg 28 days) TABLET 400 per 28 days)
nilotinib hcl oral 1 PA; MO; MG/WEEK (100
capsule 50 mg QL (120 per MG X 4)
30 days) OJEMDA ORAL 3 PA; QL (20
nilutamide 1 PA; MO TABLET 500 per 28 days)
MG/WEEK (100
NINLARO 3 PA;MO; (
MG X 5)
QL (3 per
28 days) OJEMDA ORAL 3 PA; QL (24
. . TABLET 600 per 28 days)
NUBEQA Y MG/WEEK (100
:Q MG X 6)
(120 per 30
days) OJJAARA 3 PA; 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ONUREG 3 PA; MO; RETEVMO ORAL 2 PA; MO;
QL (14 per CAPSULE 40 MG LA; QL (90
28 days) per 30 days)
ORGOVYX 2 PA; LA; QL RETEVMO ORAL 2 PA; MO;
(30 per 28 CAPSULE 80 MG LA; QL (60
days) per 30 days)
ORSERDU ORAL 3 PA; QL (30 RETEVMO ORAL 2 PA; MO;
TABLET 345 MG per 30 days) TABLET 120 MG, LA; QL (60
ORSERDU ORAL 3 PA:QL (90 160 MG, 80 MG per 30 days)
TABLET 86 MG per 30 days) RETEVMO ORAL 2 PA; MO;
pazopanib 1 PA: MO: TABLET 40 MG LA;3C(§I:1 (90
QL (120 per per 30 days)
30 days) REVUFORJ ORAL 3 PA; QL
PEMAZYRE 3 PA: LA: QL TABLET 110 MG 3120 per 30
(28 per 28 ays)
days) REVUFORJ ORAL 3 PA; QL (60
PIQRAY ORAL 2 PA: QL (28 TABLET 160 MG per 30 days)
TABLET 200 per 28 days) REVUFORJ ORAL 3 PA; QL
MG/DAY (200 MG TABLET 25 MG (240 per 30
X1) days)
PIQRAY ORAL 2 PA; QL (56 REZLIDHIA 3 PA; QL (60
TABLET 250 per 28 days) per 30 days)
MG/DAY (200 MG REZUROCK 3 PA;LA;QL
X1-50 MG X1), 300 (30 per 30
MG/DAY (150 MG
X2) days)
ROMVIMZA 3 PA;LA;QL
POMALYST 3 PA; MO;
(8 per 28
LA; QL (21 d
ays)
per 28 days)
ROZLYTREK 2 PA; MO;
gﬁ%ﬁ%g%\l& 3 PAMO ORAL CAPSULE QL (150 per
100 MG 30 days)
PACKET
ROZLYTREK 2 PA:;MO;
QINLOCK 3 ngz; LA;(()?L ORAL CAPSULE QL (90 per
(90 per 200 MG 30 days)
days)
ROZLYTREK 2 PA; MO;
ORAL PELLETS IN QL (336 per
PACKET 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
RUBRACA 3 PA; MO; tacrolimus oral 3 PA; MO
LA; QL capsule
51120 per 30 TAFINLAR ORAL 2 PA;MO;
ays) CAPSULE QL (120 per
RUXIENCE PA; MO 30 days)
RYDAPT PA; MO; TAFINLAR ORAL 2 PA; MO;
QL (224 per TABLET FOR QL (840 per
28 days) SUSPENSION 28 days)
SCEMBLIX ORAL 2 PA; QL TAGRISSO 3 PA; MO;
TABLET 100 MG (120 per 30 LA; QL (30
days) per 30 days)
SCEMBLIX ORAL 2 PA;QL (60 TALZENNA 2 PA:;MO;
TABLET 20 MG per 30 days) QL (30 per
SCEMBLIX ORAL 2 PA:QL 30 days)
TABLET 40 MG (300 per 30 tamoxifen 1 MO
days) TAZVERIK 3 PA:LA
SIGNIFOR SR A TEPMETKO 3 PALA
sirolimus R ©A; MO THALOMID ORAL 3  PA; MO;
SOLTAMOX 3 MO CAPSULE 100 MG QL (112 per
SOMATULINE 2 PA;MO 28 days)
DEPOT THALOMID ORAL 3 PA; MO;
SUBCUTANEOUS CAPSULE 50 MG QL (28 per
SYRINGE 60 28 days)
MG/0.2 ML, 50 TIBSOVO 2 PA
MG/0.3 ML
t ] 1 MO
sorafenib 1 PA; MO; oremifene
QL (120 per torpenz 1 PA; QL (30
30 days) per 30 days)
STIVARGA 2 PA: MO; TRAZIMERA 2 PA; MO
QL (84 per TRELSTAR PA; MO
28 days) INTRAMUSCULA
sunitinib malate 1 PA; MO; R SUSPENSION
QL (28 per FOR
28 days) RECONSTITUTIO
TABLOID 3 MO N
TABRECTA 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Requireme Drug Name Drug Requireme
nts/Limits Tier  nts/Limits
tretinoin MO VITRAKVI ORAL 2 PA; MO;
(antineoplastic) SOLUTION LA; QL
TRUQAP PA; QL (64 51300 per 30
per 28 days) ays)
TUKYSA ORAL PA: LA: QL VIZIMPRO 3 P[i; 1;’[00;
TABLET 150 MG (120 per 30 QL (30 per
days) 30 days)
TUKYSA ORAL PA: LA: QL VONJO 3 PS;O QL 0
TABLET 50 MG (300 per 30 (120 per
days) days)
TURALIO ORAL PA; LA: QL }’ggfé‘g?gﬁg“ 3 PA?3%Ld(6O
CAPSULE 125 MG (120 per 30 per 30 days)
days) VORANIGO ORAL 3 PA; QL (30
VANFLYTA PA; QL (56 TABLET 40 MG per 30 days)
per 28 days) WELIREG 3 PA; LA
VENCLEXTA PA; LA; QL XALKORI ORAL 3 PA; MO;
ORAL TABLET 10 (60 per 30 CAPSULE QL (60 per
MG days) 30 days)
VENCLEXTA PA; LA; QL XALKORI ORAL 3 PA; MO;
ORAL TABLET (180 per 30 PELLET 150 MG QL (180 per
100 MG days) 30 days)
VENCLEXTA PA; LA; QL XALKORI ORAL 3 PA; MO;
ORAL TABLET 50 (30 per 30 PELLET 20 MG, 50 QL (120 per
MG days) MG 30 days)
VENCLEXTA PA; LA; QL XERMELO 3 PA; LA; QL
STARTING PACK (42 per 180 (84 per 28
days) days)
VERZENIO PA; MO; XOSPATA 2 PA; LA; QL
LA; QL (60 (90 per 30
per 30 days) days)
VITRAKVI ORAL PA; MO; XPOVIO PA; LA
CAPSULE 100 MG LA; QI;1 (60 XTANDI ORAL 2 PA: MO:
per 30 days) CAPSULE QL (120 per
VITRAKVI ORAL PA; MO; 30 days)
CAPSULE 25 MG LA; QL
(180 per 30
days)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
XTANDI ORAL 2 PA; MO; carbamazepine oral 3 MO
TABLET 40 MG QL (120 per capsule, er
30 days) multiphase 12 hr
XTANDI ORAL 2 PA; MO; carbamazepine oral 3 MO
TABLET 80 MG QL (60 per suspension 100 mg/5
30 days) ml
ZEJULA ORAL 3 PA; MO; carbamazepine oral 2 MO
TABLET LA; QL (30 tablet
per 30 days) carbamazepine oral 3 MO
ZELBORAF 2 PA; MO; tablet extended
QL (240 per release 12 hr
30 days) carbamazepine oral 2 MO
ZIRABEV PA; MO tablet,chewable 100
ZOLINZA PA; MO; me
QL (120 per clobazam oral 3 PA; MO;
30 days) suspension QL (480 per
ZYDELIG 3 PA;MO; 30 days)
QL (60 per clobazam oral tablet 3 PA; MO;
30 days) QL (60 per
ZYKADIA 3 PA; MO; 30 days)
QL (90 per clonazepam oral 1 MO; QL (90
30 days) tablet 0.5 mg, 1 mg per 30 days)
AUTONOMIC clonazepam oral 1 MO; QL
i days
NEUROLOGY l Z — )QL o
clonazepam ora ;
/PSYCH tablet,disintegrating per 30 days)
ANTICONVULS 0.125 mg, 0.25 mg,
ANTS 0.5 mg, 1 mg
BRIVIACT ORAL 5 MO; QL clonazepam oral 3 MO; QL
SOLUTION (600 per 30 tablet,disintegrating (300 per 30
days) 2mg days)
BRIVIACT ORAL 3 MO; QL (60 DIACOMIT 3 PAJLA
TABLET per 30 days) diazepam rectal 3 MO
DILANTIN 30 MG 3 MO
divalproex 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
EPIDIOLEX 3 PA; MO; gabapentin oral 1 MO; QL
LA tablet 600 mg (180 per 30
epitol 2 MO days)
EPRONTIA PA: MO gabapentin oral 1 MO; QL
’ tablet 800 mg (120 per 30
eslicarbazepine oral 1 MO; QL days)
tablet 200 180 per 30
anie e Eiays)per lacosamide oral 3 MO; QL
solution (1200 per 30
eslicarbazepine oral 1 MO; QL (90 days)
tablet 400 30d
¢ ‘e mg pet ays) lacosamide oral 3 MO; QL (60
eslicarbazepine oral 1 MO; QL (60 tablet 100 mg, 150 per 30 days)
tablet 600 mg, 800 per 30 days) mg, 200 mg
me — lacosamide oral 3 MO; QL
ethosuximide 2 MO tablet 50 mg (120 per 30
felbamate MO days)
FINTEPLA 3 PA; LA; QL lamotrigine oral 1 MO
(360 per 30 tablet
days) lamotrigine oral 1 MO
FYCOMPA ORAL 3 MO;QL tablet, chewable
SUSPENSION (720 per 30 dispersible
days) lamotrigine oral 3 MO
FYCOMPA ORAL 3 MO; QL (30 tablet,disintegrating
TABLET 10 MG, 12 per 30 days) levetiracetam oral 1 MO
MG, 8 MG solution 100 mg/ml
FYCOMPA ORAL 3 MO; QL (60 levetiracetam oral 1 MO
TABLET 2 MG, 4 per 30 days) tablet
MG, 6 MG :
. levetiracetam oral 2 MO
gabapentin oral 1 MO; QL tablet extended
capsule 100 mg, 400 (270 per 30 release 24 hr
d
mgb l ays) methsuximide MO
gabapentin ora 1 MO; QL _ _
capsule 300 mg (360 per 30 NAYZILAM 2 PA; MO;
days) QL (10 per
30 days)
gabapentin oral 2 MO; QL b ) / 3 MO
solution 250 mg/5 ml (2160 per 30 oxcarbazepine ora
days) suspension

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
oxcarbazepine oral 2 MO rufinamide oral 1 PA; MO
tablet suspension
phenobarbital oral 3 PA; MO rufinamide oral 3 PA; MO
elixir tablet
phenobarbital oral 2 PA SPRITAM 3 MO
tablet 100 mg, 15 subvenite 1 MO
mg, 30 mg, 60 mg
SYMPAZAN 3 PA; MO;
phenobarbital oral 2 PA; MO QL (60 per
tablet 16.2 mg, 32.4 30 days)
mg, 64.8 mg, 97.2
mg tiagabine 3 MO
phenytoin oral 1 topiramate qral 1 PA; MO
suspension 125 mg/5 capsule, sprinkle 15
ml mg, 25 mg
tablet,chewable tablet
phenytoin sodium 1 MO valproic acid 1 MO
extended oral valproic acid (as 1 MO
capsule 100 mg sodium salt) oral
pregabalin oral 2 MO; QL (90 solution 250 mg/5 ml
capsule 100 mg, 150 per 30 days) VALTOCO 2 PA; MO;
mg, 200 mg, 25 mg, QL (10 per
50 mg, 75 mg 30 days)
pregabalin oral 2 MO; QL (60 vigabatrin 1 PA; MO;
capsule 225 mg, 300 per 30 days) LA
ns vigadrone 1 PA; LA
pregabalin oral 2 MO; QL XCOPRI 3 MO: OL (56
solution (900 per 30 QL (
days) MAINTENANCE per 28 days)
PACK
PRIMIDONE 3 MO .
ORAL TABLET XCOPRI ORAL 3 MO; QL (30
TABLET 100 MG, per 30 days)
125 MG
25 MG, 50 MG
imid / 1 MO
Yablet 250 mg. 50 mg XCOPRI ORAL 3 MO; QL (60
' TABLET 150 MG, per 30 days)
roweepra oral tablet 1 MO 200 MG

500 mg

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
XCOPRI 3 MO; QL (28 selegiline hcl 2 MO
TITRATION PACK ger 180 trihexyphenidyl oral 1 MO
ays) tablet
ZONISADE 3 PA; MO MIGRAINE /
zonisamide 1 PA; MO CLUSTER
ZTALMY 3 PA; LA; QL HEADACHE
(1100 per 30 THERAPY
days) AIMOVIG 2 PA;MO;
ANTIPARKINSO AUTOINJECTOR QL (1 per
NISM AGENTS 30 days)
benztropine oral 1 PA; MO dihydroergotamine 1 QL (8 per
— nasal 28 days)
bromocriptine 3 MO
) EMGALITY PEN 2 PA; MO;
carbidopa 3 MO QL (2 per
carbidopa-levodopa 1 MO 30 days)
oral tablet EMGALITY 2 PA; MO;
carbidopa-levodopa 1 MO SUBCUTANEOUS QL (2 per
oral tablet extended SYRINGE 120 30 days)
release MG/ML
carbidopa-levodopa 3 MO ergotamine-caffeine MO
oral o ) naratriptan MO; QL (18
tablet,disintegrating per 28 days)
Carbidopa—leVOdOpa— 3 MO NURTEC ODT 2 PA, QL (16
entacapone per 30 days)
entacapone MO rizatriptan oral 1 MO; QL (24
INBRIJA 2 PA; QL tablet per 28 days)
INHALATION (300 per 30 rizatriptan oral 2 MO; QL (24
CAPSULE, days) tablet,disintegrating per 28 days)
W/INHALATION
DEVICE sumatriptan 3 MO; QL (18
per 28 days)
NEUPRO 3 MO
) sumatriptan 1 MO; QL (18
pramipexole oral ! MO succinate oral per 28 days)
tablet
rasagiline 3 MO
ropinirole oral tablet 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Requireme Drug Name Drug Requireme
nts/Limits Tier  nts/Limits
sumatriptan QL (8 per dalfampridine 2 PA; MO;
succinate 28 days) QL (60 per
subcutaneous 30 days)
calrtrzdge 6 mg/0.5 dimethyl fumarate 3 PA; MO;
n oral capsule,delayed QL (56 per
sumatriptan QL (8 per release(dr/ec) 120 28 days)
succinate 28 days) mg
fu.bcutanjous /[0785’1 ; dimethyl fumarate 3 PA; MO;
injector 4 mg/0.) m oral capsule,delayed QL (120 per
sumatriptan MO; QL (8 release(dr/ec) 120 180 days)
succinate per 28 days) mg (14)- 240 mg
subcutaneous pen (46)
injector 6 mg/0.5 mi dimethyl fumarate 1 PA; MO;
sumatriptan MO; QL (8 oral capsule,delayed QL (60 per
succinate per 28 days) release(dr/ec) 240 30 days)
subcutaneous mg
solution donepezil oral tablet 1 MO
MISCELLANEO 10 mg, 5 mg
Us donepezil oral 1 MO
NEUROLOGICA tablet,disintegrating
L ULEDZI At fingolimod 1 PA; MO;
AUSTEDO ORAL PA; MO; QL (30 per
TABLET 12 MG, 9 QL (120 per 30 days)
MG 30 days) galantamine oral 2 MO
AUSTEDO ORAL PA; MO; capsule,ext rel.
TABLET 6 MG QL (60 per pellets 24 hr
30 days) galantamine oral 3 MO
AUSTEDO XR PA; MO; solution
QL (30 per .
30d galantamine oral 2 MO
ays) tablet
AUSTEDO XR PA; MO; .
’ ’ lat 1 PA; QL (30
TITRATION QL (28 per fuié;?zzzee];us per’3((g) degys)
KT(WK1-4) ORAL 180 days) svrinoe 20 me/ml
TABLET, EXT REL Yring &
24HR DOSE PACK glatiramer I PA;QL(12
12-18-24-30 MG subcutaneous per 28 days)
syringe 40 mg/ml

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
glatopa 1 PA; MO; MUSCLE
subcutaneous QL (30 per RELAXANTS /
syringe 20 mg/ml 30 days) ANTISPASMODI
glatopa 1 PA; MO; C THERAPY
sub'cutaneous QL (12 per baclofen oral tablet 1 MO
syringe 40 mg/ml 28 days)
' ‘ cyclobenzaprine oral 3 PA; MO
KESIMPTA PEN 2 PA; MO; tablet 10 mg, 5 mg
QL (1.6 per
28 days) dantrolene oral MO
memantine oral 3 PA; MO pyridostigmine 2 MO
capsule,sprinkle,er bromide oral tablet
24hr 60 mg
memantine oral 3 PA; MO pyridostigmine 2 MO
solution bromide oral tablet
i extended release 180
memantine oral 2 PA; MO
mg
tablet
i tizanidine oral tablet 1 MO
memantine- 2 PA; MO
donepezil VYVGART 3 PA; MO;
' HYTRULO LA
NUEDEXTA PA; MO SUBCUTANEOUS
RADICAVA ORS 2 PA; MO SYRINGE
oy R NARCOTIC
ANALGESICS
vastigmi MO
rl.vas l'gml'ne acetaminophen- 2 MO; QL
rivastigmine tartrate 2 MO codeine oral solution (4500 per 30
teriflunomide 1 PA; MO; 120-12 mg/5 ml days)
QL (30 per acetaminophen- 2 MO; QL
30 days) codeine oral tablet (360 per 30
tetrabenazine oral 3 PA; MO; 300-15 mg, 300-30 days)
tablet 12.5 mg QL (240 per mg
30 days) acetaminophen- 2 MO; QL
tetrabenazine oral 1 PA; MO; codeine oral tablet (180 per 30
tablet 25 mg QL (120 per 300-60 mg days)
30 days) buprenorphine hcl 1 MO
sublingual

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
endocet oral tablet 2 QL (360 per hydromorphone oral 2 MO; QL
10-325 mg, 2.5-325 30 days) tablet (180 per 30
mg, 7.5-325 mg days)
endocet oral tablet 2 MO; QL hydromorphone oral 3 PA; MO;
5-325 mg (360 per 30 tablet extended QL (60 per
days) release 24 hr 30 days)
fentanyl transdermal 3 PA; MO; methadone oral 2 PA; MO;
patch 72 hour 100 QL (10 per solution 10 mg/5 ml QL (600 per
mcg/hr, 12 mcg/hr, 30 days) 30 days)
23 n};g/h;;,_ 30 " methadone oral 2 PA; MO;
Megrnr, 7 megrir solution 5 mg/5 ml QL (1200
hydrocodone- 2 QL (5550 per 30 days)
acletamin]og };e;soral per 30 days) methadone oral 2 PA; MO;
so %’50" e tablet 10 mg QL (120 per
merLo m 30 days)
hy drochon;— ; 2 MO; OQL 30 methadone oral 2 PA; MO;
ot G S oL Gityer
mg/15 ml‘ 30 days)
hi 2 MO; QL
hydrocodone- 2 MOQL concentrate oral (900 err 30
acetaminophen oral (360 per 30 solution days)
tablet 10-325 mg, 5- days)
325 mg, 7.5-325 mg morphine oral 2 MO; QL
luti 900 per 30
hydrocodone- 2 QL (360 per sotutton Eiays)per
acetaminophen oral 30 days)
tablet 2.5-325 mg morphine oral tablet 2 MO; QL
180 per 30
hydrocodone- 2 MO; QL (50 Eiays)per
ibuprofen oral tablet per 30 days)
7.5-200 mg morphine oral tablet 2 PA; MO;
extended release QL (120 per
hydromorphone (pf) 3 30 d
injection solution 10 ays)
(mg/ml) (5 ml), 10 oxycodone oral 2 MO; QL
mg/ml capsule (360 per 30
d
hydromorphone oral 3 MO; QL ays)
liquid (2400 per 30 oxycodone oral 3 MO; QL
days) concentrate (180 per 30
days)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
oxycodone oral 2 MO; QL diflunisal 2 MO
solution E11 200 per 30 ctodolac oral 9 MO
ays) capsule
oxycodone oral 2 MO; QL ‘odol ] tablet 2 MO
tablet 10 mg, 15 mg, (180 per 30 clodonie orariane
20 mg, 30 mg days) Sflurbiprofen oral 1 MO
tablet 100
oxycodone oral 2 MO; QL are "s
tablet 5 mg (360 per 30 ibu oral tablet 600 1 MO
days) mg, 800 mg
oxycodone- 2 MO; QL ibupr ofgn oral 1 MO
acetaminophen oral (360 per 30 suspension
tablet 10-325 mg, days) ibuprofen oral tablet 1 MO
2-5-37255 ;nZg5 3-325 400 mg, 800 mg
mg, 7.5-325 m
& & ibuprofen oral tablet 1
NON- 600 mg
iﬁiﬁg}gg s KLOXXADO 3 MO
: meloxicam oral 1 MO; QL (30
buprenorphine- 2 MO tablet per 30 days)
naloxone sublingual
film nabumetone 1 MO
buprenorphine- 1 MO nalox‘one injection 1 MO
naloxone sublingual solution
tablet naloxone injection 1
butorphanol nasal 3 MO; QL (10 syringe 0.4 mfé/ml
per 28 days) (prefilled syringe)
celecoxib 2 MO naleong qu 60707 ; 1 MO
syringe 0.4 mg/ml,
diclofenac potassium 1 MO n);g /mgl &
oral tablet 50 mg | ] MO
naltrexone
diclofenac sodium 1 MO
oral naproxen oral tablet 1 MO
diclofenac sodium 1 MO; QL naproxen oral 1 MO
topical drops (300 per 28 tablet,delayed
days) release (dr/ec)
diclofenac sodium 1 MO; QL oxaprozin oral tablet 3 MO
topical solution in (224 per 28 piroxicam 2 MO
metered-dose pump days) sulindac 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
tramadol oral tablet 1 MO; QL armodafinil 3 PA; MO;
50 mg (240 per 30 QL (30 per
days) 30 days)
tramadol- 1 MO; QL asenapine maleate 3 MO; QL (60
acetaminophen (240 per 30 per 30 days)
days) atomoxetine oral 3 MO; QL (60
VIVITROL 3 MO capsule 10 mg, 18 per 30 days)
PSYCHOTHERA mg, 23 mg, 40 mg
PEUTIC DRUGS atomoxetine oral 3 MO; QL (30
capsule 100 mg, 60 per 30 days)
ABILIFY 2 MO; QL
mg, 80 mg
ASIMTUFII (2.4 per 56
INTRAMUSCULA days) AUVELITY 3 ST; QL (60
R per 30 days)
SUSPENSION,EXT BELSOMRA 2 PA; QL (30
ENDED REL per 30 days)
SYRING 720
MG/2.4 ML bupropion hcl oral 1 MO
: tablet
ABILIFY 2 MO; QL .
ASIMTUFII (3.2 per 56 bupropion hcl oral 1 MO; QL (90
INTRAMUSCULA days) tablet extended per 30 days)
R release 24 hr 150 mg
SUSPENSION,EXT bupropion hcl oral 1 MO; QL (30
ENDED REL tablet extended per 30 days)
SYRING 960 release 24 hr 300 mg
MG/3.2 ML bupropion hcl oral 1 MO; QL (60
ABILIFY 2 MO; QL (1 tablet sustained- per 30 days)
MAINTENA per 28 days) release 12 hr
amitriptyline 1 MO buspirone 1 MO
amoxapine 2 MO CAPLYTA 3 MO; QL (30
aripiprazole oral 3 MO per 30 days)
solution chlorpromazine oral MO
aripiprazole oral 2 MO; QL (30 citalopram oral 2 MO
tablet per 30 days) solution
aripiprazole oral 3 MO; QL (60 citalopram oral 1 MO; QL (30
tablet, disintegrating per 30 days) tablet per 30 days)
clomipramine 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Tier  nts/Limits Tier  nts/Limits

clonidine hcl oral 3 MO diazepam oral tablet 1 PA; MO;
tablet extended QL (120 per
release 12 hr 30 days)
clorazepate 3 PA; MO; doxepin oral capsule 3 MO
dz}g?taiiium oral ?54 d(180 per doxepin oral 3 MO
tabiet 1> mg ays) concentrate
cl.orazep gte 3 PA; MO; doxepin oral tablet 2 MO; QL (30
dipotassium oral QL (90 per per 30 days)
tablet 3.75 mg 30 days)

P 3 PA: MO: DRIZALMA ORAL 3 MO; QL (60
2 grazepgte [ L’ 360’ CAPSULE, per 30 days)

zlg?tasszum ora (320 d( per DELAYED REL
tablet 7.5 mg ays) SPRINKLE 20 MG,
clozapine oral tablet 2 30 MG, 60 MG
clozapine oral DRIZALMA ORAL 3 MO; QL (30
tablet,disintegrating CAPSULE, per 30 days)

DELAYED REL

COBENFY 3 MO; QL (60

per é(? dagls) SPRINKLE 40 MG
COBENFY 3 MO: QL (56 duloxetine oral 1 MO; QL (60
STARTER PACK per i 30 capsule,delayed per 30 days)

days) release(dr/ec) 20

mg, 30 mg, 60 mg
desipramine 3 MO EMSAM ) MO
desvenlafaxine 3 MO; QL (30 _
succinate per 30 days) escitalopram oxalate MO

oral solution
dext. hetamine- 3 MO
aemxp;loectzganlzinee CZZ,Z’;e escitalopram oxalate 1 MO; QL (30
capsule,extended oral tablet per 30 days)
release 24hr FANAPT 3 ST; MO; QL
dextroamphetamine- 2 MO 5160 per 30
amphetamine oral ays)
tablet FANAPT 3 ST; MO; QL
diazepam intensol 1 PA; MO; KITRATION PACK 518 per 180

QL (240 per ays)

30 days) FETZIMA ORAL 3 QL (28 per
diazepam oral 1 PA; MO; %{S;iﬁg’ED)éEE 180 days)
solution 5 mg/5 ml QL (1200 PACK 20 MG (2)

1 mg/ml 30d )
(I mg/mi) per 30 days) 40 MG (26)

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

This drug list was updated in August 2025.
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Drug Name Requireme Drug Name Drug Requireme
nts/Limits Tier  nts/Limits
FETZIMA ORAL QL (30 per haloperidol lactate 1 MO
CAPSULE,EXTEN 30 days) oral
EED RELEASE 24 imipramine hcl 3 MO
. . INVEGA 2 MO; QL
fluoxetine oral MO; QL (30 HAFYERA (3.5 per 180
capsule 10 mg per 30 days) INTRAMUSCULA days)
fluoxetine oral MO; QL (90 R SYRINGE 1,092
capsule 20 mg per 30 days) MG/3.5 ML
fluoxetine oral MO; QL (60 INVEGA 2 MO; QL (5
capsule 40 mg per 30 days) HAFYERA per 180
: INTRAMUSCULA days)
t / MO
S e o R SYRINGE 1,560
solution
MG/5 ML
fluphenazine MO _
decanoate INVEGA 2 MO; QL
: SUSTENNA (0.75 per 28
Sluphenazine hcl MO INTRAMUSCULA days)
Sfluvoxamine oral MO; QL (90 R SYRINGE 117
tablet 100 mg per 30 days) MG/0.75 ML
fluvoxamine oral MO; QL (30 INVEGA 2 MO; QL (1
tablet 25 mg per 30 days) SUSTENNA per 28 days)
INTRAMUSCULA
fluvoxamine oral MO; QL (60 R SYRINGE 156
tablet 50 mg per 30 days) MG/ML
haloperidol MO INVEGA 9 MO: QL
haloperidol SUSTENNA (1.5 per 28
decanoate INTRAMUSCULA days)
intramuscular R SYRINGE 234
solution 100 mg/ml MG/1.5 ML
(1m)) INVEGA 2 MO:QL
haloperidol MO SUSTENNA (0.25 per 28
decanoate INTRAMUSCULA days)
intramuscular R SYRINGE 39
solution 100 mg/ml, MG/0.25 ML
S0 ;”é}/ ’;”’ 15 0 INVEGA 2 MO;QL
mg/mi(Im)) SUSTENNA (0.5 per 28
haloperidol lactate MO INTRAMUSCULA days)
injection R SYRINGE 78
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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Tier  nts/Limits Tier  nts/Limits
INVEGA TRINZA 2 MO; QL methylphenidate hcl 3 MO
INTRAMUSCULA (0.88 per 90 oral capsule,er
R SYRINGE 273 days) biphasic 50-50
MG/0.88 ML methylphenidate hcl 3 MO
INVEGA TRINZA 2 MO; QL oral solution
INTRAMUSCULA (1.32 per 90 methylphenidate hel 2 MO
R SYRINGE 410 days)
MG/1.32 ML oral tablet
' thylphenidate hel 3 MO
NVEGATRNZA 2 wooL el
NTAMUSCULA | dspeo
Y
MG/1.75 ML methylphenidate hcl 3 MO
oral tablet,chewable
INVEGA TRINZA 2 MO; QL ’
INTRAMUSCULA (2.63 per 90 mirtazapine oral 1 MO
R SYRINGE 819 days) tablet
MG/2.63 ML mirtazapine oral 2 MO
lithium carbonate 1 MO tablet,disintegrating
lithium citrate 1 modafinil oral tablet 2 PA; MO;
lorazepam intensol 1 PA; QL 100 mg QL (30 per
(150 per 30 30 days)
days) modafinil oral tablet 2 PA; MO;
200 mg QL (60 per
lorazepam oral 1 PA; MO;
’ ’ 30d
tablet 0.5 mg, 1 mg QL (90 per ays)
30 days) molindone oral 3
tablet 10 mg, 25
lorazepam oral 1 PA; MO; ¢ .e e, 20 Mg
tablet 2 mg QL (150 per molindone oral 3 MO
30 days) tablet 5 mg
loxapine succinate 1 MO nefazodone 3 MO
lurasidone oral 3 MO; QL (30 nortriptyline oral 1 MO
tablet 120 mg, 20 per 30 days) capsule
mg, 40 mg, 60 mg nortriptyline oral 3 MO
lurasidone oral 3 MO; QL (60 solution
tablet 80 mg per 30 days) NUPLAZID 3 PA; MO;
MARPLAN 3 MO QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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olanzapine 3 MO quetiapine oral 1 MO; QL (90
intramuscular tablet 100 mg, 200 per 30 days)
olanzapine oral 1 MO; QL (30 mg, 25 mg, 30 mg
tablet per 30 days) quetiapine oral 1 MO; QL (60
olanzapine oral 3 MO: QL (30 tablet 300 mg, 400 per 30 days)
tablet,disintegrating per 30 days) mng
OPIPZA ORAL 3 ST: MO: QL quetiapine oral 3 MO; QL (30
FILM 10 MG (90 per 30 tablet extended per 30 days)
days) release 24 hr 150
mg, 200 mg
OPIPZA ORAL 3 ST; MO; QL
Q quetiapine oral 3 MO; QL (60
FILM 2 MG (30 per 30
days) tablet extended per 30 days)
release 24 hr 300
OPIPZA ORAL 3 ST; MO; QL mg, 400 mg, 50 mg
FILM 5 MG 180 per 30
Elays)per RALDESY ST; MO
paliperidone oral 3 MO; QL (30 ramelteon 2 MO;(?(I; (30
tablet extended per 30 days) pet ays)
release 24hr 1.5 mg, REXULTI ORAL 3 MO; QL (30
3 mg, 9 mg TABLET per 30 days)
paliperidone oral 3 MO; QL (60 risperidone 2 MO; QL (2
tablet extended per 30 days) microspheres per 28 days)
release 24hr 6 mg intramuscular
paroxetine hcl oral 3 MO suspension, extended
suspension rel recon 12.5 mg/2
ml, 25 mg/2 ml
paroxetine hcl oral 1 MO; QL (30 ) . ’ L
tablet 10 mg, 20 mg, per 30 days) risperiaone QL (2 per
40 mg microspheres 28 days)
intramuscular
paroxetine hcl oral 1 MO; QL (60 suspension, extended
tablet 30 mg per 30 days) rel recon 37.5 mg/2
perphenazine 3 MO ml
phenelzine 2 MO risperidone 1 MO; QL (2
S 3 MO microspheres per 28 days)
pumozide intramuscular
protriptyline 3 MO suspension,extended

rel recon 50 mg/2 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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risperidone oral 1 MO TRINTELLIX 2 QL (30 per
solution 30 days)
risperidone oral 1 MO; QL (60 venlafaxine oral 1 MO; QL (30
tablet 0.25 mg, 0.5 per 30 days) capsule,extended per 30 days)
mg, 1 mg, 2 mg, 3 release 24hr 150 mg,
mg 37.5 mg
risperidone oral 1 MO; QL venlafaxine oral 1 MO; QL (90
tablet 4 mg (120 per 30 capsule,extended per 30 days)
days) release 24hr 75 mg
risperidone oral 3 MO; QL (60 venlafaxine oral 1 MO; QL (90
tablet,disintegrating per 30 days) tablet per 30 days)
0.25 mg, 0.5 mg, 1 VERSACLOZ
mg, 2 mg, 3 mg
lazod, MO; QL (30
risperidone oral 3 MO; QL viazodone per 30Q dagfs)
tablet,disintegrating (120 per 30
4mg days) VRAYLAR ORAL 3 MO; QL (30
CAPSULE 30d
SECUADO 3 MO;QL (30 per 30 days)
per 30 days) zaleplon oral 3 MO; QL (60
) capsule 10 mg per 30 days)
sertraline oral 3 MO
le5 30d
sertraline oral tablet 1 MO; QL (60 szpsu 'e ne pet ays)
100 mg, 50 mg per 30 days) ziprasidone hcl 3 MO; QL (60
30d
sertraline oral tablet 1 MO; QL (30 pet ays)
25 mg per 30 days) ziprasidone mesylate 3 MO
SODIUM 3 PA; LA; QL zolpidem oral tablet 1 MO; QL (30
OXYBATE (540 per 30 per 30 days)
(PREFERRED days) ZURZUVAE ORAL 3 PA; MO;
NDCS STARTING CAPSULE 20 MG, QL (28 per
WITH 00054) 25 MG 365 days)
thioridazine 2 MO ZURZUVAEORAL 3 PA;MO;
thiothixene 3 MO CAPSULE 30 MG QL (14 per
365d
tranylcypromine 3 MO ays)
trazodone 1 MO
trifluoperazine 2 MO
trimipramine 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
32


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
CARDIOVASC amiloride- 1 MO
ULAR hydrochlorothiazide
9
HYPERTENSI amlodipine 1 MO
ON / LIPIDS amlodipine- 1 MO
ANTIA YTH benazepril
MIC AGENTS amlodipine— 1 MO
olmesartan

amiodarone oral 3 MO .
tablet 100 mg, 400 amlodipine- 1 MO
mg valsartan
amiodarone oral 1 MO amlodipine- L ! MO
tablet 200 mg valsartan-hcthiazid
dofetilide 3 MO atenolol L MO

.. atenolol- 1 MO
flecainide 2 MO chlorthalidone
mexiletine 2 MO benazepril 1 MO
§Z?)e’;0ne4 Zza’; tablet 3 MO benazepril- ) MO

& g hydrochlorothiazide
gcozge;ogne oral tablet 1 MO betaxolol oral ) MO
propafenone oral 3 MO bisoprolol fumarate 1 MO
capsule,extended oral tablet 10 mg, 5
release 12 hr mng

bisoprolol- 1 MO

lggfe ctlfenone oral 2 MO hydrochlorothiazide
quinidine sulfate 1 MO bumetanide injection 3 MO
oral tablet bumetanide oral 1 MO
sotalol af 1 candesartan 1 MO
sotalol oral 1 MO candesartan- 1 MO
ANTIHYPERTE hydrochlorothiazid
NSIVE captopril 1 MO
THERAPY cartia xt 1 MO
acebutolol 1 MO carvedilol 1 MO
aliskiren 3 MO chlorthalidone oral 1 MO
amiloride 1 MO tablet 25 mg, 50 mg

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

This drug list was updated in August 2025.
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clonidine 3 MO; QL (4 eplerenone 2 MO
transdermal patch per 28 days) felodipine 1 MO
clonidine hcl oral 1 MO fosinopril 1 MO
tablet
o fosinopril- 1 MO
diltiazem hcl oral 1 MO hydrochlorothiazide
capsule,extended
release 12 hr furosemide injection 3 MO
luti
diltiazem hcl oral 1 MO sotutton
capsule,extended furosemide oral 1 MO
release 24 hr 360 solution 10 mg/ml,
mg, 420 mg 40 mg/5 ml (8
diltiazem hcl oral 1 MO mg/mi)
release 24hr 120 mg, tablet
180 mg, 240 mg, 300 hydralazine oral 1 MO
" hydrochlorothiazide 1 MO
diltiazem hcl oral 1 MO 1dl d : M
tablet indapamide (0]
diltiazem hcl oral 1 MO irbesartan 1 MO
tablet extended irbesartan- 1 MO
release 24 hr 120 hydrochlorothiazide
e 180 mg, 240 mg, KERENDIA ORAL 2 PA;QL(30
mg TABLET 10 MG, 20 per 30 days)
diltiazem hcl oral 1 MG
ta?let exztjnhde;i 60 labetalol oral tablet 1 MO
refease =% - 100 mg, 200 mg
mg, 420 mg
X LABETALOL 1 MO
dilt-xr [ MO ORAL TABLET
doxazosin oral tablet 1 MO; QL (30 300 MG
1 mg, 2 mg, 4 mg per 30 days) lisinopril 1 MO
Zoxazosin oral tablet 1 MO; (())(I; (60 lisinopril- | MO
ng per ays) hydrochlorothiazide
enalapril maleate 1 MO losartan 1 MO
oral tablet
losartan- 1 MO
enalapril- 1 MO hvdrochlorothiazid
hydrochlorothiazide yarochiorotazide
matzim la 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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metolazone 2 MO ramipril 1 MO
metoprolol succinate 1 MO spironolactone oral 1 MO
metoprolol ta- 1 MO tablet
hydrochlorothiaz spironolacton- 1 MO
metoprolol tartrate 1 MO hydrochlorothiaz
oral tablet 100 mg, telmisartan 1 MO
25 mg, 50 mg telmisartan- 1 MO
metyrosine 1 PA; MO amlodipine
minoxidil oral 1 MO telmisartan- 1 MO
moexipril 1 MO hydrochlorothiazid
terazosin oral 1 MO; QL (30
dolol 3 MO ’
nadoro capsule 1 mg, 2 mg, per 30 days)
nebivolol 1 MO 5mg
nicardipine oral 3 MO terazosin oral 1 MO; QL (60
nifedipine oral tablet 1 MO capsule 10 mg per 30 days)
extended release tiadylt er 1 MO
nifedipine oral tablet 1 MO timolol maleate oral 3 MO
extended release )
24hr torsemide oral 1 MO
nimodipine oral 3 MO trandolapril 1 MO
capsule treprostinil sodium 1 PA; MO;
olmesartan 1 MO LA
olmesartan- 1 MO triamterene- 1 MO
amlodipin-hcthiazid hydrochlorothiazid
UPTRAVI ORAL 2 PA; MO;
olmesartan- 1 MO ’ ’
hydrochlorothiazide TABLET LA; QL (60
per 30 days)
indopril 1 MO
Sl UPTRAVI ORAL 2 PA;MO;

: TABLETS,DOSE LA; QL
pindolol 2 MO PACK (200 per 180
prazosin 1 MO days)
propranolol oral 1 MO valsartan oral tablet 1 MO
quinapril 1 MO valsartan- 1 MO

X ) hydrochlorothiazide
quinapril- 1 MO :
hydrochlorothiazide 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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COAGULATION enoxaparin 3 MO; QL
THERAPY subcutaneous (16.8 per 28
L syringe 30 mg/0.3 days)
aspirin-dipyridamole MO ml, 60 mg/0.6 ml
CABLIVI PA; LA enoxaparin 3 MO; QL
INJECTION KIT subcutaneous (11.2 per 28
cilostazol MO syringe 40 mg/0.4 ml days)
clopidogrel oral MO; QL (30 fondaparinux 1 MO
tablet 75 mg per 30 days) subcutaneous
dabigatran etexilate MO; QL (60 syringe 10 mg/0.8
per 30 days) ml, 5 mg/0.4 ml, 7.5
mg/0.6 ml
dipyridamol / MO
ipyridamore ora fondaparinux 3 MO
DOPTELET (10 PA; MO; subcutaneous
TAB PACK) LA syringe 2.5 mg/0.5
DOPTELET (15 PA; MO:; ml
TAB PACK) LA heparin (porcine) 2 MO
DOPTELET (30 PA; MO; injection solution
TAB PACK) LA jantoven 1 MO
ELIQUIS MO; QL (60 pentoxifylline 1 MO
per 30 days) prasugrel hcl 2 MO
ELIQUIS DVT-PE MO; QL (74
Q QL ( rivaroxaban oral 2 MO; QL (60
TREAT 30D per 180
START days) tablet 2.5 mg per 30 days)
eltrombopag PA; MO ticagrelor 2 MO
olamine warfarin 1 MO
enoxaparin MO; QL (28 XARELTO DVT-PE 2 MO; QL (51
subcutaneous per 28 days) TREAT 30D per 180
syringe 100 mg/ml, START days)
150 mg/mi XARELTO ORAL 2 MO;QL
enoxaparin MO; QL SUSPENSION FOR (775 per 28
subcutaneous (22.4 per 28 RECONSTITUTIO days)
syringe 120 mg/0.8 days) N
mi, 80 mg/0.8 mi XARELTO ORAL 2 MO;QL (30
TABLET 10 MG, 15 per 30 days)
MG, 20 MG

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

This drug list was updated in August 2025.
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XARELTO ORAL MO; QL (60 gemfibrozil MO
TABLET 2.5 MG per 30 days) icosapent ethyl MO
LIPID/CHOLES lovastatin oral tablet MO; QL (30
TEROL 10 mg per 30 days)
k(()};ivl\llz’ll‘lsl NIE lovastatin oral tablet MO; QL (60
20 mg, 40 mg per 30 days)
atorvastatin MO; QL (30 NEXLETOL PA: MO
per 30 days) ’
aci [ tablet MO
cholestyramine (with MO zzoaoc i;zgora avie
sugar) oral powder
in packet niacin oral tablet MO
tended rel 24
cholestyramine light MO Z); cnded retease
oral powder in
packet omega-3 acid ethyl MO
t
colesevelam MO esters
i pitavastatin calcium MO; QL (30
colestipol oral per 30 days)
packet
tati MO; QL (30
colestipol oral tablet MO pravastat per é(? d a;s)
ezetimibe MO prevalite oral MO
ezetimibe- MO; QL (30 powder in packet
simvastatin per 30 days) REPATHA PA: QL (6
fenofibrate MO per 28 days)
mzcro;;zzje;i;ml 00 REPATHA PA; QL (7
capsure 154 Mg, PUSHTRONEX per 28 days)
mg, 43 mg, 67 mg
REPATHA PA; QL (6
Jfenofibrate MO SURECLICK per 28 days)
nanocrystallized
tati MO; QL (30
fenofibrate oral MO rosuvastaum per é (? d a; 9)
tablet 160 mg, 54 mg
] tati MO; QL (30
fenofibric acid MO stmvastatin per :’,,OQ dagls)
(choline)
fluvastatin oral MO; QL (30
capsule 20 mg per 30 days)
fluvastatin oral 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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MISCELLANEO nitroglycerin 3 MO
Us translingual
LAR AGENTS DERMATOLO
GICALS/TOPI
CAMZYOS 3 gi;(l;/{)O; CAL
per
0 dayel THERAPY
digoxin oral solution 2 MO ‘éleIPSORIATI
digoxin oral tablet 1 MO ANTISEBORRH
125 meg (0.125 mg), EIC
250 mcg (0.25 mg)
ENTRESTO 2 QL (60 per acitretin MO
30 days) calcipotriene scalp 2 MO; QL
ENTRESTO 2 QL (240 per (120 per 30
SPRINKLE 30 days) days)
ivabradine ) MO; QL (60 calcipotriene topical 3 MO; QL
per 30 days) cream (120 per 30
days
ranolazine MO ¥e)
calcipotriene topical 3 MO; QL
VERQUVO 2 MO; QL (30 ointment (120 per 30
per 30 days) days)
VYNDAMAX PA; MO COSENTYX (2 2 PA;MO;
VYNDAQEL PA; MO SYRINGES) QL (10 per
28d
NITRATES 2y5)
: — COSENTYX PEN 2 PA;MO;
isosorbide dinitrate 1 MO (2 PENS) QL (10 per
oral tablet 10 mg, 20 28 days)
mg, 30 mg, 5 mg
: : COSENTYX 2 PA; MO;
isosorbide I MO SUBCUTANEOUS QL (2.5 per
mononiirate SYRINGE 75 28 days)
nitro-bid 2 MO MG/0.5 ML
nitroglycerin 1 MO COSENTYX 2 PA; MO;
sublingual UNOREADY PEN QL (10 per
nitroglycerin 1 MO 28 days)
transdermal patch
24 hour

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

This drug list was updated in August 2025.
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SELARSDI 2 PA; MO; TREMFYA 2 PA; MO;
INTRAVENOUS QL (104 per SUBCUTANEOUS QL (2 per
180 days) 28 days)
SELARSDI 2 PA; MO; USTEKINUMAB 3 PA; MO;
SUBCUTANEOUS QL (0.5 per SUBCUTANEOUS QL (0.5 per
SYRINGE 45 28 days) SOLUTION 28 days)
MG/0.5 ML USTEKINUMAB 3 PA;MO;
SELARSDI 2 PA; MO; SUBCUTANEOUS QL (0.5 per
SUBCUTANEOUS QL (1 per SYRINGE 45 28 days)
SYRINGE 90 28 days) MG/0.5 ML
MG/ML USTEKINUMAB 3 PA;MO;
selenium sulfide 1 MO SUBCUTANEOUS QL (1 per
topical lotion SYRINGE 90 28 days)
SKYRIZI 2 PA;MO; MG/ML
SUBCUTANEOUS QL (2 per YESINTEK 2 PA; MO;
PEN INJECTOR 84 days) INTRAVENOUS QL (104 per
SKYRIZI 2 PA:;MO:; 180 days)
SUBCUTANEOUS QL (2 per YESINTEK 2 PA; MO;
SYRINGE 84 days) SUBCUTANEOUS QL (0.5 per
SUBCUTANEOUS QL (0.5 per YESINTEK 2 PA; MO;
SOLUTION 28 days) SUBCUTANEOUS QL (0.5 per
STELARA 3 PA;MO; E}g}(ﬁl‘g}i 55 28 days)
SUBCUTANEOUS QL (0.5 per :
SYRINGE 45 28 days) YESINTEK 2 PA; MO;
MG/0.5 ML SUBCUTANEOUS QL (1 per
STELARA 3 PA; MO; ;{}%IBI;LGE 20 28 days)
SUBCUTANEOUS QL (1 per
SYRINGE 90 28 days) MISCELLANEO
MG/ML UsS
TREMFYA PEN 2 PA; MO; DERMATOLOGI
INDUCTION PK- QL (12 per CALS
CROHN 180 days) ammonium lactate 1 MO
TREMFYA PEN 2 PA; MO; DUPIXENT ) PA: MO:
SUBCUTANEOUS QL (2 per SUBCUTANEOUS QL (4.56
PEN INJECTOR 28 days) PEN INJECTOR per 28 days)
200 MG/2 ML

200 MG/1.14 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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DUPIXENT 2 PA; MO; lidocan iii 3 PA; QL (90
SUBCUTANEOUS QL (8 per per 30 days)
PEN INJECTOR 28 days)
th Z 1 MO

300 MG/2 ML reroTsaren

PANRETIN 2 PA; MO
DUPIXENT 2 PA; QL : :
SYRINGE (1.34 per 28 pimecrolimus PA; MO;
SUBCUTANEOUS days) QL (100 per
SYRINGE 100 30 days)
MG/0.67 ML podofilox topical 2 MO
DUPIXENT 2 PA; MO; solution
SUBCUTANEOUS QL (4.56 REGRANEX 2 PA; QL (15
SYRINGE 200 per 28 days) per 30 days)
MG/1.14 ML

SANTYL 2 MO; QL
DUPIXENT 2 PA; MO; (180 per 30
SUBCUTANEOUS QL (8 per days)
SYRINGE 300 28d
MG/2 ML ays) silver sulfadiazine 1 MO
EUCRISA 3 PA; MO; ssd L MO

QL (120 per tacrolimus topical 3 PA; MO;

30 days) QL (100 per
fluorouracil topical 2 MO 30 days)
cream 5 % tridacaine ii 3 PA; QL (90
fluorouracil topical 2 MO per 30 days)
solution VALCHLOR 2 PA; MO
imiquimod topical 2 MO THERAPY FOR
cream in packet 5 % ACNE
lidocaine hcl mucous 2 MO accutane oral 3
membrane solution 4 capsule 10 mg, 20
% (40 mg/ml) mg, 40 mg
lidocaine topical 3 PA; MO; amnesteem 3
adhesive QL (90 per )
patch,medicated 5 % 30 days) claravis
lidocaine topical 3 MO; QL (50 clindamycin _ 2 MO; QL
ointment per 30 days) phosphate topical (120 per 30

gel days)
lidocaine viscous 1
lidocaine-prilocaine 2 MO; QL (30
topical cream 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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clindamycin 2 MO; QL TOPICAL

phosphate topical (150 per 30 ANTIBACTERIA

gel, once daily days) LS

clindamycin _ 2 MO; QL gentamicin topical 3 MO:; QL (60

phosphate topical (120 per 30 cream per 30 days)

lotion days)

: : gentamicin topical 2 MO; QL (60
clindamycin 2 MO; QL ointment per 30 days)
phosphate topical (120 per 30 S
solution days) mupirocin 1 MO; QL (44

per 30 days)
ery pads 2 MO
— sulfacetamide 3 MO
erythromycin with 1 MO sodium (acne)
ethanol topical
solution TOPICAL
: . ANTIFUNGALS
isotretinoin oral 3
capsule 10 mg, 20 ciclopirox topical 1 MO; QL (90
mg, 30 mg, 40 mg cream per 28 days)
metronidazole 3 MO ciclopirox topical 2 MO; QL
topical cream gel (100 per 28
metronidazole 3 MO days)
topical gel ciclopirox topical 2 MO; QL
metronidazole 3 MO shampoo (120 per 28
topical lotion days)
tazarotene topical 3 PA; MO CZCIOI? irox topical ! MO; QL
cream solution (6.6 per 28
days)
tc;zlarotene fopical 3 PA; MO ciclopirox topical 2 MO; QL (60
& suspension per 28 days)
Zeet;’:;lg 53?’5/"1 0.05 & PA; MO clotrimazole topical 1 MO; QL (45
9% 0.1 % » cream per 28 days)
tretinoin topical gel 2 PA; MO clotri'mazole topical ! MO; QL (30
0.01 %, 0.025 %, solution per 28 days)
0.05 % clotrimazole- 2 MO; QL (45
enatane 3 betamethasone per 28 days)

topical cream

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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clotrimazole- 3 MO:; QL (60 TOPICAL
betamethasone per 28 days) CORTICOSTER
topical lotion OIDS
econazole nitrate 3 MO; QL (85 ala-cort topical MO
per 28 days) cream 1 %
ketoconazole topical 1 MO; QL (60 alclometasone MO
cream per 28 days)
- betamethasone MO
ketoconazole topical 1 MO; QL dipropionate
shampoo (120 per 28
days) betamethasone MO
valerate topical
naftifine topical gel 3 MO; QL (60 cream
per 28 days)
betamethasone MO
nyamyc 2 MO; QL valerate topical
(180 per 30 lotion
days)
betamethasone MO
nystatin topical 1 MO; QL (30 valerate topical
cream per 28 days) ointment
nystatin topical 1 MO; QL (30 betamethasone MO
ointment per 28 days) augmented topical
nystatin topical 2 MO; QL cream
powder (180 per 30 betamethasone, MO
days) augmented topical
nystatin- 2 MO; QL (60 gel
triamcinolone per 28 days) betamethasone MO
nystop 2 MO; QL augmented topical
(180 per 30 lotion
days) betamethasone, MO
TOPICAL augmented topical
ANTIVIRALS ointment
acyclovir topical 3 PA; MO; clobetasol scalp MO; QL
ointment QL (30 per (100 per 28
30 days) days)
penciclovir 3 MO:; QL (5 clobetasol toopical MO; QL
per 30 days) cream 0.05 % (120 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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clobetasol topical 3 MO; QL fluocinonide topical 3 MO; QL
foam (100 per 28 ointment (120 per 30
days) days)
clobetasol topical 3 MO; QL fluocinonide topical 3 MO; QL
gel (120 per 28 solution (120 per 30
days) days)
clobetasol topical 3 MO; QL Sfluocinonide- 3 MO; QL
lotion (118 per 28 emollient (120 per 30
days) days)
clobetasol topical 3 MO; QL halobetasol 3 MO
ointment (120 per 28 propionate topical
days) cream
clobetasol topical 3 MO; QL halobetasol 3 MO
shampoo (236 per 28 propionate topical
days) ointment
clobetasol-emollient 3 MO; QL hydrocortisone 1 MO
topical cream (120 per 28 topical cream 1 %
days) hydrocortisone 1 MO
desonide topical 3 MO topical lotion 2.5 %
cream hydrocortisone 1 MO
desonide topical 3 MO topical ointment 1
ointment %, 2.5 %
fluocinolone and 3 MO mometasone topical 1 MO
shower cap triamcinolone 1 MO
fluocinolone topical 3 MO acetonide topical
cream cream
fluocinolone topical 3 MO triamcinolone 1 MO
ointment acetonide topical
fluocinolone topical 3 MO lotion
solution triamcinolone 1 MO
fluocinonide topical 3 MO; QL Zf’f:’fqz lnieOt(g; 15“;1
cream 0.05 % (120 per 30 0 " o
days) 0.1 %, 0.5 %
fluocinonide topical 3 MO; QL tria’ermOZOpo;cal 1
gel (120 per 30 cream 0.5 %
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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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TOPICAL dextrose 10 % in 3
SCABICIDES / water (d10w)
PEDICULICIDE dextrose 5 % in 3 MO
S water (d5w)
malathion MO intravenous
parenteral solution
permethrin 2 MO; QL (60
per 30 days) dextrose 5%-0.2 % 3
sod chloride
DIAGNOSTIC disulfiram oral 2 MO
S/ tablet 250 mg
MISCELLANE disulfiram oral 2
OUS AGENTS tablet 500 mg
MISCELLANEO droxidopa oral 3 PA; MO
US AGENTS capsule 100 mg
acamprosate 3 MO droxidopa oral 1 PA; MO
- capsule 200 mg, 300
anagrelide 2 MO mg
carglumic acid 1 PA; MO glutamine (sickle 1 PA; MO
CHEMET 2 PA cell)
CLINIMIX 3 PA INCRELEX 2 LA
4.25%/D5SW kionex (with
SULFIT FREE sorbitol)
dl 0' 7-0.45 % 3 levocarnitine (with 3 MO
sodium chloride sugar)
d2 5 %0-0.45 % 3 levocarnitine oral 3 MO
sodium chloride tablet
sodium chloride
- midodrine 2 MO
d5 %-0.45 % sodium 3 MO
chloride nitisinone 1 PA; MO
deferasirox oral o) PA: MO pilocarpine hcl oral 3 MO
tablet PROLASTIN-C 2 PA; MO;
deferiprone 1 PA; MO INTRAVENOUS LA
SOLUTION
dextrose 10 % and 3
0.2 % nacl REVCOVI 3 PA; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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REZDIFFRA 2 PA; MO; EAR, NOSE /
QL (30 per THROAT
30 days
) MEDICATION

riluzole 2 PA; MO S
sodium chloride 0.9 MO
% intravenous MISCELLANEO
parenteral solution US AGENTS
sodium chloride 3 MO azelastine nasal 2 MO; QL (60
irrigation spray,non-aerosol per 30 days)
sodium 1 PA; MO 137 meg (0.17)
phenylbutyrate oral chlorhexidine 1 MO
powder gluconate mucous
sodium 1 PA membrane
phenylbutyrate oral ipratropium bromide 1 MO; QL (30
tablet nasal spray,non- per 30 days)
sodium polystyrene 2 MO Zz/e)rosol 21 meg (0.03
sulfonate oral K
powder ipratropium bromide 1 MO; QL (30

. . nasal spray,non- per 20 days)
sps l(wzth sorbitol) 2 MO aerosol 42 meg (0.06
ora %)
trientine oral 1 PA; MO fourze 1
capsule 250 mg 9
SMOKING periogard 1 MO
DETERRENTS triamcinolone 1 MO

acetonide dental

bupropion hcl 1 MO
(smoking deter) ¥SISOC’II‘EII(€LAN EO
NICOTROL NS 3 MO PREPARATION
varenicline tartrate 3 MO S
oral tablet 0.5 mg, 1 o
mg acetic acid otic (ear) 1 MO
varenicline tartrate 3 ciprofloxacin hcl 3 MO
oral tablet 1 mg (56 otic (ear)
pack) flac otic oil 3
varenicline tartrate 3 MO fluocinolone 3 MO

oral tablets,dose
pack

acetonide oil

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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hydrocortisone- 3 MO prednisone intensol 3 MO
acetic acid prednisone oral 1 MO
ofloxacin otic (ear) 2 MO solution
OTIC STEROID / prednisone oral 1 MO
ANTIBIOTIC tablet
ciprofloxacin- 2 MO; QL prednisone oral 1
dexamethasone (7.5 per 7 tablets,dose pack 10
days) mg (48 pack), 5 mg
. (48 pack)
neomycin- 2 MO
polymyxin-hc otic prednisone oral 1 MO
tablets,dose pack 10
(ear)
ENDOCRINE/ e o e
DIABETES ANTITHYROID
AGENTS
ADRENAL methimazole oral 1 MO
HORMONES tablet 10 mg, 5 mg
dexamethasone oral 1 propylthiouracil 2 MO
solution
DIABETES
dexamethasone oral 1 MO THERAPY
tablet
) acarbose oral tablet 1 MO; QL (90
fludrocortisone 1 MO 100 mg per 30 days)
hydrocortisone oral I MO acarbose oral tablet 1 MO; QL
methylprednisolone 1 PA; MO 25 mg (360 per 30
oral tablet days)
methylprednisolone 1 MO acarbose oral tablet 1 MO; QL
oral tablets,dose 50 mg (180 per 30
pack days)
prednisolone oral 2 MO alcohol pads PA; MO
solution BAQSIMI MO
e N DAPAGLIFLOZIN MO; QL (30
solution 25 mg/s ml PROPANEDIOL per 30 days)
diazoxide 1 MO

(5 mg/ml), 5 mg
base/5 ml (6.7 mg/5
ml)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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DROPSAFE 2 PA glipizide oral tablet 1 MO; QL (60
ALCOHOL PREP extended release per 30 days)
PADS 24hr 10 mg
exenatide 2 PA; QL (2.4 glipizide oral tablet 1 MO; QL
subcutaneous pen per 30 days) extended release (240 per 30
injector 10 24hr 2.5 mg days)
mcg;d(;sez(2450[ glipizide oral tablet 1 MO; QL
meg/mi) 2.4 m extended release (120 per 30
exenatide 2 PA; QL (1.2 24hr 5 mg days)
L?u'bcutan;ous ;/9;11 per 30 days) glipizide-metformin 1 MO; QL
”;J;O“O” e oral tablet 2.5-250 (240 per 30
(250 meg/ml) 1.2 m mg days)
FARXIGA 2 MoéchI{ (30 glipizide-metformin 1 MO; QL
per 30 days) oral tablet 2.5-500 (120 per 30
FIASP 2 MO mg, 5-500 mg days)
100 INSULIN
GVOKE HYPOPEN 2 MO
FIASP PENFILL U- 2 MO 21_PACK
100 INSULIN
GVOKE PFS 1- 2 MO
FIASP U-100 2 MO PACK SYRINGE
INSULIN SUBCUTANEOUS
glimepiride oral 1 MO; QL SYRINGE 1 MG/0.2
tablet 1 mg (240 per 30 ML
days) HUMALOG 2 MO
glimepiride oral 1 MO; QL JUNIOR KWIKPEN
tablet 2 mg (120 per 30 U-100
days) HUMALOG 2 MO
glimepiride oral 1 MO; QL (60 KWIKPEN
tablet 4 mg per 30 days) INSULIN
glipizide oral tablet 1 MO; QL HUMALOG MIX 2 MO
10 mg (120 per 30 50-50 KWIKPEN
days) HUMALOG MIX 2 MO
glipizide oral tablet 1 MO; QL 75-25 KWIKPEN
3 mg 3240 per 30 HUMALOG MIX 2 MO
ays) 75-25(U-
100)INSULN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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HUMALOG U-100 2 MO JARDIANCE 2 MO; QL (30
INSULIN per 30 days)
HUMULIN 70/30 2 MO JENTADUETO 2 MO; QL (60
U-100 INSULIN ORAL TABLET per 30 days)
HUMULIN 70/30 2 MO 2.5-1,000 MG, 2.5-
U-100 KWIKPEN >00 MG

JENTADUETO XR 2 MO; QL (60
HUMULIN N NPH 2 MO ’
INSULIN ORAL TABLET, IR per 30 days)
KWIKPEN - ER, BIPHASIC

24HR 2.5-1,000 MG
HUMULIN N NPH 2 MO

JENTADUETO XR 2 MO; QL (30
U-100 INSULIN

ORAL TABLET, IR per 30 days)
HUMULIN R 2 MO - ER, BIPHASIC
REGULAR U-100 24HR 5-1,000 MG
INSULN

LANTUS 2 MO
HUMULIN R U-500 2 MO SOLOSTAR U-100
(CONC) INSULIN INSULIN
HUMULIN R U-500 2 MO LANTUS U-100 2
(CONC) KWIKPEN INSULIN
INSULIN LISPRO MO liraglutide 2 PA; QL (9
INSULIN LISPRO MO per 30 days)
PROTAMIN- LYUMIEV 2 MO
LISPRO KWIKPEN U-100
JANUMET 2 MO; QL (60 INSULIN

per 30 days) LYUMIJEV 2 MO

JANUMET XR 2 MO;QL (30 KWIKPEN U-200
ORAL TABLET, per 30 days) INSULIN
ER MULTIPHASE LYUMIJEV U-100 2 MO
24 HR 100-1,000 INSULIN
MG

metformin oral 1 MO; QL (75
JANUMET XR 2 MO; QL (60 tablet 1,000 mg per 30 days)
ORAL TABLET 30d

. pet ays) metformin oral 1 MO; QL
ER MULTIPHASE
24 HR 50-1,000 tablet 500 mg (150 per 30
MG, 50-500 MG days)
JANUVIA 2 MO: QL (30 metformin oral 1 MO; QL (90
per 30 days) 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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metformin oral 1 MO; QL NOVOLOG MO
tablet extended (120 per 30 PENFILL U-100
release 24 hr 500 mg days) INSULIN
metformin oral 1 MO; QL (60 NOVOLOG U-100 MO
tablet extended per 30 days) INSULIN ASPART
release 24 hr 750 mg OZEMPIC PA: QL (3
MOUNJARO 2 PA; QL (2 SUBCUTANEOUS per 28 days)
per 28 days) PEN INJECTOR
nateglinide oral 1 MO; QL (90 1?425 (1\24548% ?\fL o
tablet 120 30d ’
aoiet LU ms per 30 days) MG/DOSE (4 MG/3
nateglinide oral 1 MO; QL ML), 2 MG/DOSE
tablet 60 mg (180 per 30 (8 MG/3 ML)
d
ays) pioglitazone MO: QL (30
NOVOLIN 70/30 U- 2 MO per 30 days)
100 INSULIN
repaglinide oral MO; QL
NOVOLIN 70-30 2 MO tablet 0.5 mg (960 per 30
FLEXPEN U-100 days)
NOVOLIN N 2 MO repaglinide oral MO; QL
FLEXPEN tablet 1 mg (480 per 30
NOVOLIN N NPH 2 MO days)
U-100 INSULIN repaglinide oral MO; QL
NOVOLIN R 2 MO tablet 2 mg (240 per 30
FLEXPEN days)
NOVOLIN R 2 MO RYBELSUS ORAL PA; QL (30
REGULAR U100 TABLET 1.5 MG, 4 per 30 days)
INSULIN MG, 9 MG
NOVOLOG 2 MO RYBELSUS ORAL PA; MO;
FLEXPEN U-100 TABLET 14 MG, 3 QL (30 per
INSULIN MG, 7MG 30 days)
NOVOLOG MIX 2 MO saxagliptin MO; QL (30
70-30 U-100 per 30 days)
INSULN saxagliptin- MO; QL (60
NOVOLOG MIX 2 MO metformin oral per 30 days)

70-30FLEXPEN U-
100

tablet, er multiphase
24 hr 2.5-1,000 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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saxagliptin- 2 MO; QL (30 XIGDUO XR 2 MO; QL (60
metformin oral per 30 days) ORAL TABLET, IR per 30 days)
tablet, er multiphase - ER, BIPHASIC
24 hr 5-1,000 mg, 5- 24HR 2.5-1,000
500 mg MG, 5-1,000 MG, 5-
SOLIQUA 100/33 2 QL (15 per 500 MG
25 days) MISCELLANEO
SYNJARDY 2 MO; QL (60 US HORMONES
per 30 days) cabergoline MO
SYNJARDY XR 2 MO; QL (30 calcitonin (salmon) MO
ORAL TABLET, IR per 30 days) nasal
- ER, BIPHASIC o
24HR 10_1’000 MG, calcitriol oral 1 MO
25-1,000 MG capsule
SYNJARDY XR 2 MO; QL (60 calcitriol oral >
ORAL TABLET, IR per 30 days) solution
- ER, BIPHASIC cinacalcet 3 PA; MO
24HR 12.5-1,000
MG, 5-1,000 MG danazol | 3 MO
TOUJEO MAX U- 2 MO if:g;;oqu . ’:ijjlal 3
300 SOLOSTAR 10 meg/spray (0.1
TOUJEO 2 MO ml)
SOLOSTAR U-300 :
INSULIN desmopressin oral 2 MO
d Iciferol oral M
TRADJENTA 2 MO; QL (30 oxercalciferol ora ©
TABLET
TRULICITY 2 PA; QL (2
per 28 days) mifepristone oral 1 PA; MO
tablet 300 mg
XIGDUO XR 2 MO; QL (30 —
ORAL TABLET, IR per 30 days) paricalcitol oral 3 MO
- ER, BIPHASIC sapropterin 1 PA; MO
24HR 10-1,000 MG,
10-500 MG SOMAVERT 3 PA; MO
testosterone 2 PA; MO
cypionate

intramuscular oil
100 mg/ml, 200
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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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testosterone 2 PA THYROID

cypionate HORMONES

intramuscular oil )

200 mg/ml (1 ml) iexl;?tizyroxme oral 1 MO

able

testosterone 2 PA; MO

enanthate lleggxyl or% ;ablet 1 MO
mcg, mcg,

testosterone 2 PA; MO; 125 meg, 137 meg,

transdermal gel in QL (300 per 150 meg, 175 meg,

metered-dose pump 30 days) 200 meg, 25 meg, 50

12.5mg/ 1.25 gram mcg, 75 meg, 88 mcg

1%

(1% liothyronine oral 1 MO

testosterone 3 PA; MO; ) )

transdermal gel in QL (150 per unithroid 1 MO

metered-dose pump 30 days) GASTROENT

20.25 mg/1.25 gram EROLOGY

(1.62 %)

testosterone 3 PA; MO; ANTIDIARRHE

transdermal gel in QL (300 per ALS/

packet 1 % (25 30 days) ANTISPASMODI

mg/2.5gram), 1 % CS

(50 mg/5 gram) dicyclomine oral 1 MO

testosterone 3 PA; MO; capsule

transdermal gel in QL (37.5 dicyclomine oral 3 MO

packet 1.62 % per 30 days) solution

(20.25 mg/1.25 : :

gram) dicyclomine oral 1 MO

tablet 20 mg

testosterone 3 PA; MO; :

transdermal gel in QL (150 per dzphei'fzoxylate-‘ ‘ 3

packet 1.62 % (40.5 30 days) atropine oral liquid

mg/2.5 gram) diphenoxylate- 2 MO

testosterone 3 PA; MO; atropine oral tablet

transdermal solution QL (180 per glycopyrrolate oral 2 MO

in metered pump 30 days) tablet 1 mg, 2 mg

wlapp loperamide oral 1 MO

tolvaptan 1 PA; MO capsule

tolvaptan (polycys 1 PA

kidney dis) oral
tablets, sequential

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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MISCELLANEO hydrocortisone 1
UsS topical cream with
GASTROINTES perineal applicator
TINAL AGENTS 2.5%
alosetron oral tablet 3 PA; MO Zaitugose oral 1 MO
0.5 mg solution
alosetron oral tablet 1 PA; MO LINZESS 2 MO; QL (30
1mg per 30 days)
aprepitant 3 PA; MO lubiprostone 3 MO; QL (60
per 30 days)
balsalazide 3 MO —
meclizine oral tablet 1 MO
betaine 1 MO 12.5mg, 25 mg
budesonide oral 3 MO mesalamine oral 3 MO
capsule,delayed,exte capsule (with del rel
nd.release tablets)
budesonide oral 1 MO mesalamine oral 3
tablet,delayed and capsule, extended
ext.release release
compro 3 MO mesalamine oral 3 MO
constulose 1 MO capsule,extended
2
CORTIFOAM 2 MO release 24hr
mesalamine oral 3 MO
CREON 2 MO tablet,delayed
cromolyn oral 3 MO release (dr/ec)
dronabinol 3 PA mesalamine rectal 3 MO
enulose 1 MO metoclopramide hcl 1 MO
GATTEX30-VIAL 3 PA;MO oral solution
gavilyte-c 1 MO metoclopramide hcl 1 MO
l oral tablet
i[yte- 1 MO
gavzly “8 nitroglycerin rectal 2 MO
[yte- 1
saveyren ondansetron hcl oral 3 PA; MO
generlac 1 MO solution
granisetron hcl oral 3 PA; MO ondansetron hcl oral 1 PA; MO
hydrocortisone 3 MO tablet 4 mg, 8 mg
rectal

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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ondansetron oral 1 PA; MO SKYRIZI 2 PA; MO;
tablet,disintegrating SUBCUTANEOUS QL (2.4 per
4 mg, 8§ mg WEARABLE 56 days)
INJECTOR 360
3350- 1
me Iyies MG/2.4 ML (150
MG/ML)
-electrolyt 1 MO
peg-etectroryie sodium,potassium,m 3 MO
prochlorperazine 3 MO ag sulfates oral
prochlorperazine MO recon soln 17.5-
maleate oral 3.13-1.6 gram
procto-med hc 1 MO sodium,potassium,m 3
h cal ’ M ag sulfates oral
proctosol hc topica @) recon soln 17.5-
proctozone-hc 1 MO 3.13-1.6 gram 2
RELISTOR 3 ST;MO; QL pack (480m)
SUBCUTANEOUS (18 per 30 SUCRAID 2 PA
SOLUTION days) sulfasalazine 1 MO
RELISTOR 3 ST; MO; QL SYMPROIC 2 MO: OL (30
SUBCUTANEOUS (18 per 30 per éOQdagfs)
SYRINGE 12 days)
MG/0.6 ML TRULANCE 2 QL (30 per
30d
RELISTOR 3 ST;MO; QL | 2y)
SUBCUTANEOUS (12 per 30 ursodiol oral 2 MO
SYRINGE 8 MG/0.4 days) capsule 300 mg
ML ursodiol oral tablet 2 MO
scopolamine base 3 MO VARUBI 7 PA
SKYRIZI 2 PA; MO; VOWST 3 PA; LA
INTRAVENOUS L (30
?80( dayls’)e ! ZYMFENTRA 2 PA; MO;
QL (2 per
SKYRIZI 2 PA; MO; 28 days)
SUBCUTANEOUS QL (1.2 per
WEARABLE 56 days) ULCER
INJECTOR 180 THERAPY
MG/1.2 ML (150 esomeprazole 2 MO; QL (30
MG/ML) magnesium oral per 30 days)
capsule,delayed

release(dr/ec) 20 mg

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
esomeprazole 2 MO; QL (60 IMMUNOLOG
magnesium oral per 30 days) Y. VACCINES
capsule,delayed i
release(dr/ec) 40 mg / BIOTECHNO
famotidine oral 1 MO LOGY
tablet 20 mg, 40 mg BIOTECHNOLO
lansoprazole oral 2 MO; QL (30 GY DRUGS
capsule,delayed per 30 days) ACTIMMUNE o) PA; MO
release(dr/ec) 15 mg ARCALYST PA
lansoprazole oral 2 MO; QL (60 ' '
capsule,delayed per 30 days) ﬁ\l\ff?{li]i:\/)fUSCULA I())?’(l}/[]g%r
release(dr/ec) 30 m
( ) & R PEN INJECTOR 28 days)
misoprostol 2 MO KIT
omeprazole oral 1 MO; QL (30 AVONEX 5 PA: MO;
capsule,delayed per 30 days) INTRAMUSCULA QL (1 per
relec;soe(dr/ec) 10 R SYRINGE KIT 28 days)
mg, 20 m
&8 BESREMI PA; LA
omeprazole oral 1 MO; QL (60 ) )
capsule,delayed per 30 days) lsgggé%]’zl‘i?\ll\l;OUS 2 P?’ I\I/LO,
release(dr/ec) 40 mg KIT ;28 d( f er
ays
pantoprazole oral 1 MO; QL (30 Y
tablet,delayed per 30 days) NIVESTYM 2 PAMO
release (dr/ec) 20 NYVEPRIA 2 PA; MO
] OMNITROPE 2 PA;MO
pantoprazole oral 1 MO; QL (60 PEGASYS 3 MO; QL (4
tablet,delayed per 30 days) SUBCUTANEOUS per 28 days)
release (dr/ec) 40 SOLUTION
mg
PEGASYS 3 MO; QL (2
izgg‘e‘fﬁfn‘)ml S MO SUBCUTANEOUS per 28 days)
SYRINGE
sucralfate oral tablet 1 MO PROCRIT PA: MO
RETACRIT 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits

VACCINES / HEPLISAV-B (PF) 1 PA;V
MISCELLANEO HIBERIX (PF) 2
US

IMOVAX RABIES 1 PA; V
L%?UNOLOGIC VACCINE (PF)

INFANRIX (DTAP) 2
ABRYSVO (PF) 1 \Y4 (PF)
ACTHIB (PF) 2 IPOL 1 v
ADACEL(TDAP 1 \Y4 IXCHIQ (PF) 1 v
ADOLESN/ADULT
)(PF) IXIARO (PF) 1 \Y4
AREXVY (PF) 1 AV JYNNEOS (PF) 1 PA; V
BCG VACCINE, 1V KINRIX (PF) 2
LIVE (PF) MENQUADFI (PF) 1 A
BEXSERO 1 \Y MENVEO A-C-Y- 1 \Y
BOOSTRIX TDAP 1V W-135-DIP (PF)

INTRAMUSCULA
DAPTACEL (DTAP 2 R KIT
PEDIATRIC) (PF)

M-M-R II (PF) 1 \Y4
ENGERIX-B (PF) 1 PA;V

MRESVIA (PF) 1 \Y4
ENGERIX-B 1 PA:;V
PEDIATRIC (PF) PEDIARIX (PF) 2
GAMUNEX-C 2 PA; MO PEDVAX HIB (PF) 2
INJECTION PENBRAYA (PF) 1 \Y,
%) INTRAMUSCULA

0 R KIT 15LF-

GARDASIL 9 (PF) 1 \Y, 20MCG-5LF- 62
HAVRIX (PF) Y DU/0.5 ML
INTRAMUSCULA PRIORIX (PF) 1 A
R SYRINGE 1,440
ELISA UNIT/ML PROQUAD (PF) Z
HAVRIX (PF) 2 QUADRACEL (PF) 2
INTRAMUSCULA RABAVERT (PF) 1 PA; V
R SYRINGE 720 RECOMBIVAX HB 1 PA;V
ELISA UNIT/0.5
v (PF)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier nts/Limits Tier nts/Limits
ROTARIX ORAL 2 VAXCHORA 1 \Y4
SUSPENSION VACCINE
ROTATEQ 2 VIMKUNYA 1 \Y4
VACCINE VIVOTIF 1 MO:V
SHINGRIX (PF) 1 V; QL (2 YF-VAX (PF) ) v
per 720
days) MISCELLANE

TENIVAC (PF) 1V OuS
TICOVAC 2 SUPPLIES
INTRAMUSCULA MISCELLANEO
R SYRINGE 1.2 US SUPPLIES
MCG/0.25 ML

N PE 2 PA: M
TICOVAC 2 \Y4 NSESLE N > MO
INTRAMUSCULA
R SYRINGE 2.4 CEQUR 2 MO
MCG/0.5 ML SIMPLICITY
TRUMENBA 1 \Y% CEQUR 2 MO

SIMPLICITY
TWINRIX (PF) 1 \Y4 INSERTER
TYPHIM VI 1 v GAUZE PADS 2 X 2 PA:MO
VAQTA (PF) 2 2
INTRAMUSCULA ,
R SUSPENSION 25 EMBECTA 2 PA; MO
UNIT/0.5 ML INSULIN

: SYRINGE

VAQTA (PF) 1 \Y4 .
INTRAMUSCULA BD PEN NEEDLE 2 PA; MO
R SUSPENSION 50 OMNIPOD 5 2 MO
UNIT/ML (G6/LIBRE 2 PLUS)
VAQTA (PF) 2 OMNIPOD 5 G6-G7 2 MO; QL (1
INTRAMUSCULA INTRO KT(GENS) per 720
R SYRINGE 25 days)
UNIT/0.5 ML OMNIPOD 5 G6-G7 2 MO
VAQTA (PF) 1 \Y% PODS (GEN 5)
INTRAMUSCULA OMNIPOD 5 2 MO;QL(1
R SYRINGE 50 INTRO(G6/LIBRE2 per 720
UNIT/ML PLUS) days)
VARIVAX (PF) 1 \Y4

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

This drug list was updated in August 2025.
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Drug Name

Drug
Tier

Requireme
nts/Limits

OMNIPOD DASH
INTRO KIT (GEN
4)

QL (1 per
720 days)

OMNIPOD DASH
PODS (GEN 4)

MO

OMNIPOD GO
PODS

Drug Name Drug Requireme

Tier nts/Limits

OMNIPOD GO
PODS 10
UNITS/DAY

OMNIPOD GO
PODS 15
UNITS/DAY

OMNIPOD GO
PODS 20
UNITS/DAY

OMNIPOD GO
PODS 25
UNITS/DAY

OMNIPOD GO
PODS 30
UNITS/DAY

OMNIPOD GO
PODS 40
UNITS/DAY

EMBECTA PEN
NEEDLE

PA; MO

BD INSULIN
SYRINGE

PA; MO

MUSCULOSK

ELETAL /

RHEUMATOL

0GY

GOUT

THERAPY

allopurinol oral 1 MO

tablet 100 mg, 300

mg

colchicine oral 2 MO

tablet

febuxostat 2 MO

probenecid 2 MO

probenecid- 2 MO

colchicine

OSTEOPOROSIS

THERAPY

alendronate oral 1 MO; QL (30

tablet 10 mg per 30 days)

alendronate oral 1 MO; QL (4

tablet 35 mg, 70 mg per 28 days)

BONSITY 2 PA; MO;
QL (2.48
per 28 days)

ibandronate oral 2 MO; QL (1
per 30 days)

JUBBONTI 2 MO; QL (1
per 180
days)

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

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
TERIPARATIDE 2 PA;MO; HADLIMA(CF) 2 PA;MO;
SUBCUTANEOUS QL (2.48 QL (2.4 per
PEN INJECTOR 20 per 28 days) 28 days)
MCG/DOSE HADLIMA(CF) 2 PA;MO;
(560MCG/2.24ML) PUSHTOUCH QL (2.4 per
OTHER 28 days)
RHEUMATOLO KINERET 3 PA;QL
GICALS (20.1 per 30
ACTEMRA 3 PA;MO; days)
ACTPEN QL (3.6 per leflunomide 2 MO; QL (30
28 days) per 30 days)
ACTEMRA 3 PA; MO; OTEZLA 2 PA; MO;
INTRAVENOUS QL (160 per QL (60 per
28 days) 30 days)
ACTEMRA 3 PA;MO; OTEZLA 2 PA:;MO;
SUBCUTANEOUS QL (3.6 per STARTER ORAL QL (55 per
28 days) TABLETS,DOSE 180 days)
BENLYSTA 2 PA;MO PACK 10 MG (4)-
SUBCUTANEOUS 20 MG (51), 10 MG
(4)-20 MG (4)-30
ENBREL MINI 2 PA;MO; MG (47)
QL (8 per ST
28 days) penicillamine oral 1 PA; MO
tablet
ENBREL 2 PA;MO;
SUBCUTANEOUS QL (8 per RINVOQLQ 2 PAMO;
SOLUTION 28 days) QL (360 per
30 days)
ENBREL 2 PA;MO;
SUBCUTANEOUS QL (8 per RINVOQ ORAL 2 PAMO;
SYRINGE 28 days) TABLET QL (30 per
EXTENDED 30 days)
ENBREL 2 PAMO; RELEASE 24 HR
SURECLICK QL (8 per 15 MG, 30 MG
28 days)
RINVOQ ORAL 2 PA;MO;
HADLIMA 2 PA; MO; TABLET QL (84 per
QL (4.8 per EXTENDED 180 days)
28 days) RELEASE 24 HR
HADLIMA 2 PA;MO; 45 MG
PUSHTOUCH QL (4.8 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
SIMLANDI(CF) 2 PA; MO; XELJANZ XR 2 PA; MO;
AUTOINJECTOR QL (4 per QL (30 per
SUBCUTANEOUS 28 days) 30 days)
AUTO-INJECTOR,
KIT 40 MG/0.4 ML ?BSTETRICS
SIMLANDI(CF) 2 PA; MO;
AUTOINJECTOR QL (3 per GYNECOLOG
SUBCUTANEOUS 28 days) Y
e BT,
PROGESTINS
SIMLANDI(CF) 2 PA; MO; :
SUBCUTANEOUS QL (2 per abigale lo 2
SYRINGE KIT 20 28 days) camila 1 MO
MG/0.2 ML deblitane 1 MO
SIMLANDI(CF) 2 PA;MO; -
SUBCUTANEOUS QL (4 per ?158(\)/1383 (120 4 2 MO
SYRINGE KIT 40 28 days)
MG/0.4 ML dotti 2 MO; QL (8
SIMLANDI(CF) 2 PA;QL(3 per 28 days)
SUBCUTANEOUS per 28 days) errin 1 MO
SYRINGE KIT 80 estradiol oral MO
MG/0.8 ML
estradiol 2 MO; QL (8
TYENNE 3 PA; MO; transdermal patch per 28 days)
AUTOINJECTOR QL (3.6 per semiweekly
28 days)
estradiol 2 MO; QL (4
TYENNE 3 PA; MO; transdermal patch per 28 days)
INTRAVENOUS QL (160 per weekly
28 days)
estradiol vaginal 2 MO
TYENNE 3 PA; MO; cream
SUBCUTANEOUS QL (3.6 per : :
28 days) estradiol vaginal 3 MO
tablet
XELJANZ ORAL 2 PA;MO; :
SOLUTION QL (480 per estradiol valerate MO
24 days) estradiol- 2 MO
XELJANZ ORAL ) PA: MO: norethindrone acet
TABLET QL (60 per fyavolv 3 MO
30 days) gallifrey 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
heather 1 MO metronidazole 2 MO
incassia 1 MO vaginal gel 0.75 %
— 3 MO (37.5mg/5 gram)
JIen MYFEMBREE PA; MO
lyleq 1 MO
NEXPLANON
lyllana 2 MO; QL (8 loestromi
28 d norelgestromin-
l | pet ays) ethin.estradiol
yzc; o terconazole 2 MO
1 M
Zw roxyprogesteron tranexamic acid oral 2 MO
meleya 1 xulane 2
mimvey 2 MO zafemy 2 MO
nora-be 1 MO
norethindrone 1
(contraceptive)
thind. 1 MO
Z(c)le:fa tem rone altavera (28) 1 MO
norethindrone ac-eth 3 MO alyacen 1/35 (28) 1 MO
estradiol oral tablet apri 1 MO
0.3-2.5 mg-mcg, 1-3 aranelle (28) 1 MO
mg-mcg
b 1 MO
progesterone 2 MO au. raed
micronized aviane 1 MO
sharobel 1 MO azurette (28) 1 MO
yuvafem 3 cryselle (28) 1 MO
cyred eq 1 MO
drospirenone-ethinyl 1 MO
clindamycin 3 MO estradiol oral tablet
phosphate vaginal 3-0.02mg
drospirenone-ethinyl 1
eluryng MO )
estradiol oral tablet
etonogestrel-ethinyl 2 3-0.03 mg
estradiol enshyce ) MO
LILETTA 2 MO
estarylla 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

falmina (28) 1 MO lutera (28) 1
INTROVALE 1 marlissa (28) 1 MO
isibloom 1 MO microgestin 1.5/30 1 MO
Jjasmiel (28) 1 MO (2)
Jjuleber 1 MO r(r;i]c)rogestin 1/20 1 MO
kariva (28 1

ariva (28) microgestin fe 1.5/30 1 MO
kelnor 1/35 (28) 1 MO (28)

kelnor 1/50 (28) 1 MO microgestin fe 1/20 1 MO
kurvelo (28) 1 MO (28)

[ norgest/e.estradiol- 1 mili 1 MO
e.estrad oral nikki (28) 1 MO
tablets,d. k3

ncqlonetlj O.OISIZQ?ZCO noretcflzfnldronle az—leth 1 MO
meg (84)/10 meg (7) estradiol oral tablet

1-20 mg-mcg
larin 1.5/30 (21) 1 MO i )
: norgestimate-ethinyl 1
larin 1/20 (21) 1 MO estradiol oral tablet
larin fe 1.5/30 (28) 1 MO 0.18/0.215/0.25 mg-
X 0.025 mg, 0.25-

larin fe 1/20 (28) 1 MO 0.035 mg

lessina 1 MO norgestimate-ethinyl 1 MO
levonest (28) 1 MO estradiol oral tablet

levonorgestrel- 1 g éﬁg 0‘2152/ g'25 me-
ethinyl estrad oral .035mg (28)

tablet 0.1-20 mg- nortrel 0.5/35 (28) 1 MO
meg, 0.15-0.03 mg nortrel 1/35 (21) 1 MO
levonorgestrel- ! nortrel 1/35 (28) 1 MO
ethinyl estrad oral
month pimtrea (28) 1 MO
levonorg-eth estrad 1 MO portia 28 1 MO
triphasi

npnasie reclipsen (28) 1 MO
l -28 1

evord setlakin 1 MO
l 28 1 MO

oryna (28) sprintec (28) 1 MO
low-ogestrel (28) 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
Sronyx 1 levofloxacin 2 MO
d 1 MO ophthalmic (eye)
Syedd drops 0.5 %
tari 1-20 1 MO
(gl(;l)nafe “ moxifloxacin 2 MO
— ophthalmic (eye)
tilia fe 3 MO drops
tri-estarylla 1 MO neomycin- 2 MO
tri-legest fe 3 MO bacitracin-
/ .
tri-lo-estarylla 1 MO POy
) ) neomycin- 2 MO
tri-lo-sprintec 1 polymyxin-
tri-sprintec (28) 1 MO gramicidin
turqoz (28) 1 MO neo-polycin 2
velivet triphasic 1 MO ofloxacin ophthalmic 1 MO
regimen (28) (eve)
vestura (28) MO polycin 1
vienva 1 MO polymyxin b sulf- 1 MO
zovia 1-35 (28) 1 MO trimethoprim
tobramycin 1 MO; QL (10
g(l;ggHALMO ophthalmic (eye) per 14 days)
ANTIVIRALS
ANIIEL OIS trifluridine 2 MO
bacitracin 2
ZIRGAN M
ophthalmic (eye) G ©
o BETA-
bacitracin- 1 MO
polymyxin b BLOCKERS
ciprofloxacin hel 1 MO betaxolol ophthalmic 2 MO
ophthalmic (eye) (eye)
erythromycin 1 MO:; QL carteolol 1 MO
ophthalmic (eye) (3.5 per 14 levobunolol 1 MO
days) ophthalmic (eye)
gentamicin 1 MO:; QL (70 drops 0.5 %
ophthalmic (eye) per 30 days) timolol maleate 1 MO

drops

ophthalmic (eye)
drops (not single
use)

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

ophthalmic (eye) gel
forming solution

diclofenac sodium 1 MO

ophthalmic (eye)
atropine ophthalmic 2 MO Sflurbiprofen sodium 1 MO
(eye) drops 1 % ketorolac 1 MO
azelastine 2 MO ophthalmic (eye)
ophthalmic (eye)
cromolyn 1 MO
ophthalmic (eye)
cyclosporine 2 MO; QL (60 acetazolamide 2 MO
ophthalmic (eye) per 30 days)

methazolamide 3 MO
CYSTARAN 2 PA
epinastine 2 MO
OXERVATE 3 PA; MO
pilocarpii?e hel 2 MO bimatoprost 5 MO
ophthalmic (eye) ophthalmic (eye)
drops 1 %, 2 %, 4 %

dorzolamide 1 MO
sulfacetamide 1 MO e
sodium ophthalmic dorzolamide-timolol 1 MO
(eve) drops latanoprost 1 MO
sulfacetamide 1 travoprost 2 MO
sodium ophthalmic
(eve) ointment
sulfacetamide- 1 MO
prednisolone
XDEMVY 2 PQ;EI&S 2) neomycin- 2 MO

p Y bacitracin-poly-hc
XIIDRA 2 MO; QL (60 . :
per 30 days) neomycin-polymyxin 1 MO

b-dexameth

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits
neomycin- 3 MO RESPIRATOR
polymyxin-hc Y AND
ophthalmic (eye)
ALLERGY
neo-polycin hc
tobramycin- MO; QL (10 QTTIHISTAMIN
dexamethasone per 14 days)
ANTIALLERGE
STEROIDS NIC AGENTS
dexamethasone 1 MO cetirizine oral MO
sodium phosphate solution 1 mg/ml
ophthalmic (eye) . .
epinephrine MO; QL (4
fluorometholone MO injection auto- per 30 days)
loteprednol MO injector 0.15 mg/0.3
etabonate ml, 0.3 mg/03 ml
prednisolone acetate 1 MO %CIZZ;]; C;Cetg;gyfy
prednisolone sodium ! MO hydroxyzine hcl oral PA; MO
phosphate tablet
ophthalmic (eye)
l tirizi / MO
SYMPATHOMI e e ord
METICS
- levocetirizine oral MO; QL (30
apraclonidine MO tablet per 30 days)
brimonidine MO promethazine oral PA; MO
ophthalmic (eye)
drops 0.1 %, 0.15 % i‘élél‘;?gARY
brimonidine 1 MO
ophthalmic (eye) acetylcysteine PA; MO
drops 0.2 % ADEMPAS PA; MO;
LA; QL (90
per 30 days)
albuterol sulfate MO; QL (17
inhalation hfa per 30 days)

aerosol inhaler 90
mcg/actuation

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
albuterol sulfate 1 QL (134 ASMANEX 2 MO; QL (1
inhalation hfa per 30 days) TWISTHALER per 30 days)
aerosol inhaler 90 INHALATION
mcg/actuation AEROSOL POWDR
package size 6.7 gm BREATH
albuterol sulfate 1 PA; MO ﬁ(é'g/\/ATED 110
inhalation solution ACTUATION (30
for nebulization 0.63 (30),
220 MCG/
mg/3 ml, 1.25 mg/3
mi, 2.5 mg /3 ml ACTUATION (30),
mg/0.5 ml U (60)
ASMANEX 2 MO; QL (2
Ibuterol sulfat. / 1 MO ’
fyerem sulfate ora TWISTHALER per 30 days)
INHALATION
albuterol sulfate oral 3 MO AEROSOL POWDR
tablet BREATH
alyq 1 PA; MO:; ACTIVATED 220
QL (60 per MCG/
30 days) ACTUATION (120)
ambrisentan 1 PA; MO; ATROVENT HFA 3 MO; QL
LA; QL (30 (25.8 per 30
per 30 days) days)
arformoterol 3 PA; MO; bosentan oral tablet 1 PA; MO;
QL (120 per LA; QL (60
30 days) per 30 days)
ASMANEX HFA 2 MO; QL (13 breyna 2 MO; QL
per 30 days) (10.3 per 30
days)
BREZTRI 2 MO; QL
AEROSPHERE (10.7 per 30
days)
budesonide 3 PA; MO;
inhalation QL (120 per
suspension for 30 days)

nebulization 0.25
mg/2 ml, 0.5 mg/2 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Tier  nts/Limits Tier  nts/Limits

budesonide 3 PA; MO; fluticasone propion- 2 MO; QL (60
inhalation QL (60 per salmeterol per 30 days)
suspension for 30 days) inhalation blister
nebulization 1 mg/2 with device
mi formoterol fumarate 3 PA; MO;
budesonide- 2 QL (10.2 QL (120 per
formoterol per 30 days) 30 days)
CINRYZE PA; MO icatibant 1 PA; MO
COMBIVENT QL (8 per ipratropium bromide 1 PA; MO
RESPIMAT 30 days) inhalation
cromolyn inhalation PA; MO ipratropium- 1 PA; MO
DULERA MO; QL (13 albuterol

per 30 days) KALYDECO 3 PA; MO;
flunisolide 2 MO; QL (50 SSL d(56 per

per 30 days) ays)
FLUTICASONE 3 ST; MO; QL montelukast oral 3 MO
PROPIONATE (12 per 30 granules in packet
INHALATION HFA days) montelukast oral 1 MO
AEROSOL tablet
INHALER 110

montelukast oral 1 MO
MCG/ACTUATION tablet,chewable
FLUTICASONE 3 ST; MO; QL : :
’ ’ OFEV 2 PA; MO
PROPIONATE (24 per 30 QL’ (60 lf; or
INHALATION HFA days) 30 days)
AEROSOL
INHALER 220 OPSUMIT 2 PA; MO;
MCG/ACTUATION LA; QL (30
30d
FLUTICASONE 3 ST;MO; QL per 30 days)
PROPIONATE (10.6 per 30 OPSYNVI 2 PA; MO;
INHALATION HFA days) QL (30 per
AEROSOL 30 days)
INHALER 44 ORKAMBI ORAL 3 PA; MO:;
MCG/ACTUATION GRANULES IN QL (56 per
fluticasone 1 MO; QL (16 PACKET 28 days)
propionate nasal per 30 days) ORKAMBI ORAL 3 PA; MO;
TABLET QL (112 per
28 days)
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pirfenidone oral 1 PA; MO; STRIVERDI 2 MO; QL (4

capsule QL (270 per RESPIMAT per 30 days)

30 days) SYMDEKO 3 PA; MO;
pirfenidone oral 1 PA; MO; QL (56 per
tablet 267 mg QL (270 per 28 days)

30 days) )

tadalafil (pulmonary 3 PA; QL (60
pirfenidone oral 1 PA; MO; arterial per 30 days)
tablet 801 mg QL (90 per hypertension) oral

30 days) tablet 20 mg
PULMOZYME PA; MO terbutaline oral 3 MO
QVAR QL (10.6 theophylline oral 3
REDIHALER per 30 days) solution
%}II{AOLS%{ION HFA theophylline oral 1

tablet extended
BREATH release 12 hr 100
ACTIVATED 40 mg, 200 mg
MCG/ACTUATION ’
theophylli [ 1 MO
Qur D oz el
REDIHALER per 30 days) release 12 hr 300
INHALATION HFA me 450 m
AEROSOL ]
BREATH theophylline oral 1
ACTIVATED 80 tablet extended
MCG/ACTUATION release 24 hr
roflumilast 3 PA; MO; tiotropium bromide 2 QL (90 per

QL (30 per 90 days)

30 days) TRELEGY 2 MO; QL (60
sajazir 1 PA; MO ELLIPTA per 30 days)
sildenafil 2 PA; MO:; TRIKAFTA ORAL 3 PA; MO;
(pulmonary arterial QL (90 per GRANULES IN QL (56 per
hypertension) oral 30 days) PACKET, 28 days)
tablet SEQUENTIAL
SPIRIVA 2 MO; QL (4 TRIKAFTA ORAL 3 PA; MO;
RESPIMAT per 30 days) TABLETS, QL (84 per

SEQUENTIAL 28d
STIOLTO 2 MO;QL (4 Q ays)
RESPIMAT per 30 days) WINREVAIR 3 PA; MO;
QL (1 per
21 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
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wixela inhub 2 QL (60 per oxybutynin chloride 1 MO
30 days) oral tablet extended

XOLAIR 3 PA: MO: release 24hr
SUBCUTANEOUS LA; QL (8 tolterodine 3 MO
AUTO-INJECTOR per 28 days) . 1 M
150 MG/ML, 300 trospium oral tablet (0]
MG/2 ML BENIGN
XOLAIR 3 PA;MO; e
SUBCUTANEOUS LA: QL (1 HYPERPLASIA(
AUTO-INJECTOR per 28 days) BPH) THERAPY
75 MG/0.5 ML alfuzosin 1 MO
XOLAIR 3 PA; MO; dutasteride 1 MO
SUBCUTANEOUS LA; QL (8 X
RECON SOLN per 28 days) finasteride oral 1 MO

tablet 5 mg
XOLAIR 3 PA;MO; s | MO
SUBCUTANEOUS LA; QL (8 tamsuiosin
SYRINGE 150 per 28 days) MISCELLANEO
MG/ML, 300 MG/2 US
ML UROLOGICALS
XOLAIR 3 PA; MO; bethanechol chloride 2 MO
SUBCUTANEOUS LA; QL (1
SYRINGE 75 per 28 days) CYSTAGON 3 PAJ LA
MG/0.5 ML ELMIRON 2 MO
zafirlukast 3 MO potassium citrate 1 MO
UROLOGICA oral tablet extended
LS release

tadalafil oral tablet 3 PA; MO;
ANTICHOLINE 2.5mg QL (60 per
RGICS/ 30 days)
ANTISPASMODI tadalafil oral tablet 3 PA; MO;
CS 5 mg QL (30 per
mirabegron 2 MO 30 days)
oxybutynin chloride 1 MO
oral syrup
oxybutynin chloride 1 MO

oral tablet 5 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
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VITAMINS, potassium chloride 3
HEMATINICS in. water intravenous
piggyback 10
/ ELECTROLY meq/100 ml, 20
TES meq/100 ml, 40
meq/100 ml
ELECTROLYTE
S potassium chloride 3
intravenous
klor-con 10 1 MO
potassium chloride 1 MO
klor-con 8 1 MO oral capsule,
klor-con m10 1 MO extended release
klor-con m15 1 MO potassium chloride 3 MO
klor-con m20 1 MO oral liguid
klor-con oral packet 3 MO potassium chloride . MO
20 oral packet
. potassium chloride 1 MO
magnesium sulfate 3 MO oral tablet extended
injection solution
release 10 meq, 8
magnesium sulfate 3 meq
injection syringe potassium chloride 1
potassium chlorid- 3 oral tablet extended
d5-0.45%nacl release 20 meq
potassium chloride 3 potassium chloride 1 MO
in 0.9%nacl oral tablet,er
intravenous particles/crystals 10
parenteral solution meq
20 meq/l, 40 meq/l potassium chloride 1
potassium chloride 3 oral tablet,er
in5 % dex particles/crystals 15
intravenous meq, 20 meq
ggr:izte/}}al solution potassium chloride- 3
Kl 0.45 % nacl
p otasszum chioride 3 potassium chloride- 3
in Ir-d5 intravenous
. d5-0.2%nacl
parenteral solution nt
20 meq/l intravenous .
parenteral solution
20 megq/I

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
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Tier nts/Limits Tier nts/Limits
potassium chloride- 3
d5-0.9%nacl
sodium chloride 0.45 3 MO fluoride (sodium) 1 MO
% intravenous oral tablet
sodium chloride 3 % 3 prenatal vitamin 1 MO
hypertonic oral tablet
sodium chloride 5 % 3 MO
hypertonic

CLINIMIX 3 PA
5%/D15W
SULFITE FREE

CLINIMIX 3 PA
4.25%/D10W SULF
FREE

CLINIMIX 5%- 3 PA
D20W(SULFITE-
FREE)

electrolyte-a 2

intralipid 3 PA
intravenous
emulsion 20 %

ISOLYTE SPH 7.4 3

ISOLYTE-P IN 5 %
DEXTROSE

PLENAMINE
premasol 10 %
travasol 10 %

TROPHAMINE 10
%

(O8]

PA
PA
PA
PA

W | W[ W | W
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abacavir..........c.cceeceeeeesnennnnnn. I alyqeeiiiiiiee, 65 atenolol.............ccccueveeeueannnnnn. 33
abacavir-lamivudine................... 1 amantadine hel........................ 1,2 atenolol-chlorthalidone............ 33
ABELCET....ccccoeiiiiiiieiieeee 1 ambrisentan.................cueeun.... 65 atomoxetine...........ccccueeeeeunnnn... 27
abigale [o..............cceceveeeeannnn. 59  amikacin...........ccooeveeeeciieniannnnn 5 atorvastatin..................cceeeueee.. 37
ABILIFY ASIMTUFII............. 27  amiloride.............ccoeeuveeennann... 33 atovaquone............c..coeueenuncen. 5
ABILIFY MAINTENA............. 27  amiloride-hydrochlorothiazide.33  atovaquone-proguanil................. 5
abiraterone................ccccueeeuuenn.. 9 amiodarone...................cc........ 33 Atropine........ueeeeeeeeeeeeen 63
ADITTEZA ... 9  amitriptyline................cceuun..... 27 ATROVENT HFA.................... 65
ABRYSVO (PF)...cccovevivenenee. 55 amlodipine...............cccceeueue.. 33 aubraeq.......uveeeeanennnnne. 60
ACAMPTOSALE ......vveeeeeeereareanns 44 amlodipine-benazepril.............. 33 AUGMENTIN......cceevieeirenee 7
aAcarbose...........cceeeveeeeaennn. 46  amlodipine-olmesartan............. 33 AUGTYRO...coooiiiiiiiieies 10
ACCULANE ..eeeaeeeeeeeeeennes 40  amlodipine-valsartan................ 33 AUSTEDO.....ccoovvviiieeieenen. 23
acebutolol ...............cccccceeuene. 33 amlodipine-valsartan- AUSTEDO XR...cocooevviiiiiienns 23
acetaminophen-codeine............ 24 hcthiazid............occueeeeveneannnn. 33 AUSTEDO XR TITRATION
acetazolamide........................... 63  ammonium lactate..................... 39 KT(WKI-4).ooooiieiieeieee. 23
acetic acid..............ccccveeeanennne. 45  amnesteem..............ccceeueennen. 40 AUVELITY oo 27
acetylcysteine................coueu.... 64 amoXapine..........ccceeueeecuveeennnn. 27 AVIANE..cneeeeeeeeeeeeeee e 60
ACIPCLIN e 38  amoxicCillin.............cccveeeeueeennnn. 7 AVMAPKI-FAKZYNIJA.......... 10
ACTEMRA ......cooviiiieieee 58 amoxicillin-pot clavulanate........ 7 AVONEX......coooiiiiiiiiiieeen, 54
ACTEMRA ACTPEN.............. 58 amphotericin b............................ I AYVAKIT ..o 10
ACTHIB (PF)....oooiiiiiiiens 55 amphotericin b liposome............. 1 azathioprine.............ccccueeune... 10
ACTIMMUNE..........covren. 54 ampicillin...........cooceeveveeeeennnnnn, 7 azelastine............coeeeuueen... 45, 63
acyclovir .........cccceveeveeeecnn. 1,42 ampicillin sodium........................ T QzithrOMYCIN ..o 5
acyclovir sodium......................... 1 ampicillin-sulbactam............... T AZIFEONAM ... 5
ADACEL(TDAP anagrelide...............ccccceueeenen.. 44 azurette (28) ..cccveeeeveeeeireeannnn. 60
ADOLESN/ADULT)(PF)......... 55 anastrozole................................ 10 bacitracin.............ceeeeeveeennenen. 62
AACLOVIF ..o, 1 apraclonidine............................ 64  bacitracin-polymyxin b............. 62
ADEMPAS ... 64  aprepitant............ccccceeeeuveennne.. 52 baclofen...........cccevceeveennennnn. 24
AIMOVIG AUTOINJECTOR .22 GDFi.eeeeeeiieiiieeeiieeeiieeeeeeieeeae 60 balsalazide..................cccuvn..... 52
AKEEGA. ...t 9 APTIVUS. ..o, 2 BALVERSA.....coiiie. 10
AlA-COFE e, 42 aranelle (28) .....cccoueeevveecnnnnnnn. 60 BAQSIMI.......coeveeiieeiieee 46
albendazole................ccccccueuuc.. 5 ARCALYST ..o 54 BARACLUDE.........ccoovinieen. 2
albuterol sulfate.................. 64,65 AREXVY (PF).ccceviiiiiieirn, 55 BCG VACCINE, LIVE (PF).... 55
alclometasone........................... 42 arformoterol....................c........ 65 BDPENNEEDLE.................... 56
alcohol pads .................ccuun...... 46  ARIKAYCE.....ccooooiiieieene 5 BELSOMRA.......ccoovirieiene 27
ALECENSA ..., 10 aripiprazole.................ccuuu...... 27 benazepril..........ccccceeeueennannnn. 33
alendronate................cccuueeun.... 57 armodafinil.................c..ooeuuu.... 27  benazepril-

AlfUZOSTN .o, 68 asenapine maleate.................... 27  hydrochlorothiazide.................. 33
Aliskiren ...........cccooveeeeviencnnn. 33 ASMANEXHFA......ccccooovenee. 65 BENLYSTA.....ccooiiiiiieieee 58
allopurinol................ccceveenne... 57 ASMANEX TWISTHALER....65 benztropine...........ccceeeueeenne.... 22
AlOSEtron .........cccueeceeeeeiaienn, 52 aspirin-dipyridamole................ 36 BESREMI......c.ccoovviiiiinen. 54
altavera (28) .....ceeeeveeeceveennnnn. 60 ASSURE ID INSULIN betaine.............ccoveeeveencreeannnnn. 52
ALUNBRIG......c.cccocviiiinnn. 10 SAFETY oo 56  betamethasone dipropionate.....42
alyacen 1/35 (28) ...coeeeeeveannnns 60  atazanavir.............ccceeeeeeecueeennne 2 betamethasone valerate............ 42
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betamethasone, augmented....... 42  candesartan- CINACAICEL ..oeeeeeeeeeeeeeeaeeeeaaaa 50

BETASERON.......cceevvieirennn. 54  hydrochlorothiazid.................... 33 CINRYZE......coovieiieierennen. 66
betaxolol ................cccu..... 33,62 CAPLYTA......coooeeieeee, 27  ciprofloxacin hcl............. 8,45, 62
bethanechol chloride................ 68 CAPRELSA......cccoiiiiie 10 ciprofloxacin in 5 % dextrose..... 8
bexarotene...............cceeecueeenn.... 10 captopril..........cceeeeeeeeeeaenane 33 ciprofloxacin-dexamethasone...46
BEXSERO.....ccccceeiiieiiieiee, 55 carbamazepine.......................... 19  citalopram..................ccuveeuueenn. 27
bicalutamide............................. 10 carbidopa...............cccueeuevannn... 22 Clar@vis.........oeeeeeeieeieen. 40
BICILLIN L-A....ccoooeiieeeee 7,8 carbidopa-levodopa.................. 22 clarithromycin............ccueeeeueenn... 5
BIKTARVY ..ot 2 carbidopa-levodopa- clindamycin hcl........................... 5
bimatoprost.............ccceeeveveeennen.. 63  entacapone...............coeeeeuuen... 22 clindamycin in 5 % dextrose....... 5
bisoprolol fumarate.................. 33 carglumic acid.......................... 44 clindamycin phosphate
bisoprolol- carteOlol..........ccceevvvivviiiiinnannn, 602 e, 5,40, 41, 60
hydrochlorothiazide.................. 33 Cartia Xt.....eeeeeeeeceeiaiieecnne 33 CLINIMIX 5%/D15W
BONSITY ..oooiiiiiiiiieeeicee 57 carvedilol....................cccc...... 33 SULFITE FREE........cccceuvenene 70
BOOSTRIX TDAP................... 55 caspofungin.............cceeeeeeeennen.. 1  CLINIMIX 4.25%/D10W
bosentan.............ccoceeeeeveeeveennnnnn. 65 CAYSTON....coooiiieeeeeeeeee, 5 SULFFREE......cccooviiiieen. 70
BOSULIF ......ccooviiiiiieiieeee, 10 cefaclor.........eeeeeeeeeaeanan. 4  CLINIMIX 4.25%/D5W
BRAFTOVI.....cccoeiiiiieene 10 cefadroxil...........ccuoeeeeneveeannne. 4  SULFIT FREE......ccccoevvernee 44
Dreyna.........cccoeveeeeieeieienn, 65  cefazolin...........cocceeveveceennnnnn. 4  CLINIMIX 5%-
BREZTRI AEROSPHERE....... 65  cefdinir.......cccovvevieiiiiei 4  D20W(SULFITE-FREE).......... 70
brimonidine.............c.cccccuen..... 64 cefepime........cccceeveieiiinian, 4 clobazam................cccccvevuennann. 19
BRIVIACT ....coooviieiiiieeiee, 19 cefixime........ococueeveeeeeaiaeieanan, 4  clobetasol............................ 42,43
bromocriptine................cuu...... 22 COfOXItIM . uuaannnraariaaieeeieeeeeene, 4  clobetasol-emollient.................. 43
BRUKINSA ..o 10 cefpodoxime..............cccueecueeunnn... 4 clomipramine............................ 27
budesonide................... 52,65,60  cefprozil.........ccccueeeceeiiiiaannnn. 4 clonazepam.................ccuuen.... 19
budesonide-formoterol.............. 66  ceftazidime............ccocouevevennnne. 4 clonidine hcl........................ 28,34
bumetanide.................cccceeenun. 33 ceftriaxone...........ooceecevenueennnn. 4  clonidine transdermal patch.....34
buprenorphine hci..................... 24 cefuroxime axetil......................... 4  clopidogrel.................cceeuueenn..... 36
buprenorphine-naloxone........... 26  cefuroxime sodium...................... 4 clorazepate dipotassium........... 28
bupropion hcl................cceue... 27 celecoXib........uuueueaaiaaanaann, 26 clotrimazole.......................... 1,41
bupropion hcl (smoking deter)..45  cephalexin................cccccueeeueen... 4 clotrimazole-betamethasone
buspirone.............cccceeveueeennnn.. 27 CEQUR SIMPLICITY ............. 56 41,42
butorphanol............................... 26 CEQUR SIMPLICITY clozapine..............ccoueeecuveeennnnn. 28
cabergoline...................cceu.... 50 INSERTER......ccocoviiiiinne 56 COARTEM......ccccoovveiveiieinen. 5
CABLIVI...ccoiiiiieiee 36 CeliFiZINe......oooeeveeaeeeeeeee, 64 COBENFY ...ccooooiiiiiiieeeee 28
CABOMETYX...ccooevevrereene 10 CHEMET.....ccooviiiieieeee 44 COBENFY STARTER PACK. 28
calcipotriene.............ccoocuueen... 38  chlorhexidine gluconate............ 45 colchicine..........cccocueeveevennnnnne. 57
calcitonin (salmon)................... 50 chloroquine phosphate................ 5 colesevelam............................... 37
CalCitriol.........cuvvveveeeaeieannnn. 50 chlorpromazine......................... 27 colestipol...........cooceueeeeveeeannann. 37
CALQUENCE chlorthalidone........................... 33 colistin (colistimethate naj......... 5
(ACALABRUTINIB MAL).....10  cholestyramine (with sugar).....37 COMBIVENT RESPIMAT......66
CAMILA .o, 59  cholestyramine light.................. 37 COMETRIQ.....cccovvveereenen. 10
CAMZYOS ..., 38 CiclopiroX.....ueeceeeeeeieeeeiieeen, 41 COMPIO ., 52
candesartan ................ccoceeeeennen. 33 cilostazol...............cccccoueuennnenne. 36  constulose............ccocueeeeuennn. 52
CIMDUO......ooiiieieeieeeen, 2 COPIKTRA.....cccooiieiieine 11
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CORTIFOAM.......cceeviiiine 52 DESCOVY ..o, 2 dOXEPIN ... 28

COSENTYX...ooooieieeiienieenen. 38  desipramine.............ccceeuvennenn.. 28  doxercalciferol.......................... 50
COSENTYX (2 SYRINGES)...38  desmopressin............ccccoeeeuuenn... 50 doxy-100........cccoeveiniiiaianannn. 9
COSENTYX PEN (2 PENS)....38  desonide.........cccceveuvevueaunnse.. 43 doxycycline hyclate..................... 9
COSENTYX UNOREADY desvenlafaxine succinate.......... 28  doxycycline monohydrate........... 9
PEN oot 38 dexamethasone.......................... 46 DRIZALMA SPRINKLE......... 28
COTELLIC.....cccevierieieeiene 11 dexamethasone sodium dronabinol................ccccceuen... 52
CREON......oooiiiieieeeeee 52 phosphate...............ccccevuennn... 64 DROPSAFE ALCOHOL
CRESEMBA.......ccoviiieiee 1 dextroamphetamine- PREP PADS.....ccooiiiiies 47
Cromolyn..............c......... 52,63,66 amphetamine............................. 28  drospirenone-ethinyl estradiol..60
cryselle (28) .....ccuevoeeveeeveencnns 60 dextrose 10 % and 0.2 % nacl..44  droxidopa..................ccccccueeuece. 44
cyclobenzaprine........................ 24 dextrose 10 % in water (d10w).44 DULERA........c.cccvviiirriennnne. 66
cyclophosphamide..................... 11 dextrose 5 % in water (d5w).....44  duloxetine...............cccccovuenuee.... 28
CYCLOPHOSPHAMIDE........ 11 dextrose 5%-0.2 % sod DUPIXENT PEN................. 39, 40
cyclosporine....................... 11,63 chloride............cccuueevcueeeanaannne. 44  DUPIXENT SYRINGE............ 40
cyclosporine modified............... 11 DIACOMIT.....ccooveerieereeneen. 19  dutasteride................c.cccue....... 68
CYred eq ......ueeeeeesieaiiaiaannnn 60 diazepam................c..c........ 19,28 econazole nitrate....................... 42
CYSTAGON.....ccoeevveeieeeiene 68 diazepam intensol..................... 28 EDURANT....ccootiiieeeeee, 2
CYSTARAN . ...ccoiiiiieeiieee 63 diazoxide...........cccoevuevuvennne. 46 efaVIrenz.......ccceeceeeeeeieaaann, 2
d10 %-0.45 % sodium chloride 44  diclofenac potassium................ 26  efavirenz-emtricitabin-tenofov....2
d2.5 %-0.45 % sodium diclofenac sodium............... 26,63  efavirenz-lamivu-tenofov disop...2
chloride...........cccoeeeevencenannnn. 44 dicloxacillin.............ccccceeeueennn.. 8 electrolyte-a..............cccuveuenn.... 70
d5 % and 0.9 % sodium dicyclomine...........cccceeveeennee. 51 ELIGARD....ccooiiriiiieeieens 11
chloride..............cccccuvvvvinncnann. 44 DIFICID.....cooveviiiiiiiiiiieiieene 5 ELIGARD (3 MONTH)........... 11
d5 %-0.45 % sodium chloride.. 44  diflunisal..............ccccccovvevunnnnn. 26 ELIGARD (4 MONTH)........... 11
dabigatran etexilate.................. 36 diOXIiN...cceinieiiiiiii 38 ELIGARD (6 MONTH)........... 11
dalfampridine............................ 23 dihydroergotamine.................... 22 ELIQUIS.....ccotieieieeeeees 36
danazol.............ccecceeeeeceennannnn. 50 DILANTIN 30 MG................... 19 ELIQUIS DVT-PE TREAT
dantrolene................ccccueeuenue. 24 diltiazem hcl...............coueueec. 34 30D START....cocvviiniiiienee 36
DANZITEN....cccooiiieieieeee, 11 dilt-XP i 34 ELMIRON.....ccooceviiieiieieee 68
DAPAGLIFLOZIN dimethyl fumarate..................... 23 eltrombopag olamine................ 36
PROPANEDIOL....................... 46  diphenoxylate-atropine............. 51 eluryng...coceeviceiiiiiic, 60
AAPSONE....cceveeeeeeeeeieeeieeeen, 5 dipyridamole............................. 36 EMGALITY PEN......ccccuueee. 22
DAPTACEL (DTAP disulfiram..........ccccoeeveennenne. 44 EMGALITY SYRINGE........... 22
PEDIATRIC) (PF)..ccccevveene. 55  divalproex............ccceveaeennnnn. 19 EMSAM...ccooiiiiiiiieeeeee, 28
DAPTOMYCIN.....ccceviirienns 5 dofetilide.................cccueeuenn.. 33 emtricitabine.................cccceun..... 2
daptomycin ...........ccccceeveeveenncn. 5 donepezil............ooeueeeuvannn.. 23 emtricitabine-tenofovir (tdf) ....... 2
Aarunavir ...........ccoceeeeeeeeeecneenn. 2  DOPTELET (10 TAB PACK)..36  emtricita-rilpivirine-tenof df.......2
dasatinib..............cccceeveevennnnne. 11 DOPTELET (15 TAB PACK)..36 EMTRIVA.......ccccceiiiiiiiiene 2
DAURISMO.......ccoveieieene 11 DOPTELET (30 TAB PACK)..36 EMVERM.......cccceviiiiiieee 5
deblitane...............ccceeeuveuenen. 59 dorzolamide......................... 63  enalapril maleate...................... 34
deferasirox.............couvveeeunannnnn. 44 dorzolamide-timolol.................. 63  enalapril-hydrochlorothiazide..34
deferiprone............coeeeeuveeennnnn. 44 dOtti.cccueeeeeeeeeieeeeeeee e, 59 ENBREL....cccoooiiiiieieeeees 58
DELSTRIGO.....cccccocvvviirienenens 2 DOVATO...ccooviriiiieveeee, 2  ENBREL MINI.......cccccoovinirnnne 58
DEPO-SUBQ PROVERA 104.59  doxazosin..........c.ccccevveceeaneenee. 34 ENBREL SURECLICK............ 58
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ENAOCEL ....ooceeeeaeeeeecieeeeeaennn 25 EVOTAZ..ieiieieeeeeen 2 fluorouracil.................ccueeuue.... 40
ENGERIX-B (PF)....cccceeuvveen. 55 exemestane...............ccccuuuannn. 12 fluoxetine...........cccceeeevevveannnnnne. 29
ENGERIX-B PEDIATRIC EXENALIAC .......occveeeereaeareaaaaannn, 47  fluphenazine decanoate............ 29
(PE) e, 55  ezetimibe...........cccoueeeieeueannnnn 37  fluphenazine hcl........................ 29
CHOXAPATIN ...veeveeaeaeeeaannn, 36 ezetimibe-simvastatin................ 37 flurbiprofen............ccccueeven... 26
ENSKYCE ..o 60  falmina (28) .....ccooeeeeveeecreeannnn. 61  flurbiprofen sodium.................. 63
Entacapone..............cccceceeenne.. 22 famcicloVir........eeceeeieeiiennn, 2 FLUTICASONE

EILCCAVIT .vveeveeeeeeeeieeeeieeenens 2 famotidine..............ccceeuueenn..... 54 PROPIONATE.......cccccevveenenn. 66
ENTRESTO....cccccvviiiiiieeen. 38 FANAPT ... 28  fluticasone propionate.............. 66
ENTRESTO SPRINKLE.......... 38 FANAPT TITRATION PACK fluticasone propion-salmeterol .66
ENULOSE ..., 52 A 28 fluvastatin..............coeeeeveeennen.. 37
ENVARSUS XR.....cccoveeernnee. 11 FARXIGA......oooiiiieiieen, 47 fluvoxamine................ccccveeueen. 29
EPIDIOLEX.......cccovvieiieinnns 20 febuxostat..........cevueeeueenerenn. 57  fondaparinux..............ccceeuuenn. 36
EPINASLINE ..., 63 felbamate...............cccoueeueauncn... 20  formoterol fumarate.................. 66
ePINEPAVINeE .........ooeveveaarraannnn 64  felodipine............ccccoeveeevuuennne... 34 fosamprenavir...............coceeeuuenn. 2
EPILOL e 20 fenofibrate..............cccuueeeueeenn.... 37  fosfomycin tromethamine............ 9
eplerenone..............ccooecuveeene.. 34 fenofibrate micronized.............. 37 fOSINOPFIl.......oooeeeeeeaieaiann 34
EPRONTIA.......ccvveieeeeee, 20  fenofibrate nanocrystallized..... 37  fosinopril-hydrochlorothiazide .34
ergotamine-caffeine.................. 22 fenofibric acid (choline)........... 37 FOTIVDA. ..o, 12
ERIVEDGE........ccccooviiiiine 11 fentanyl.........cccovceevvveneannnnne. 25 FRUZAQLA. ..o, 12
ERLEADA ..o, 11 FETZIMA......ccocoiiie. 28,29  furosemide...............cccueuuunn.... 34
erlotinib ..........ccccveveevveiieanannn. 11 FIASP FLEXTOUCH U-100 Savolv.........occeeeeeveeiiaiieieenn. 59
EFFIM e 59 INSULIN....ccoooiiiirieeeieeeee 47 FYCOMPA.....cccoieiene. 20
EFLAPENEN ... 5 FIASP PENFILL U-100 gabapentin..............cccceeeueennn. 20
EFY PAS ..ooevveaeeaieeeieeeeeenns 41  INSULIN....coooiiiieeieeereee 47  galantamine..................cccuu....... 23
eryYtRromycCin .............cocceu.. 5,62 FIASP U-100 INSULIN........... 47 gallifrey ........coccvcveeeececnncenae, 59
erythromycin ethylsuccinate....... 5 finasteride.............ccocoueeeuvannnn. 68 GAMUNEX-C.....cccoevvreienne 55
erythromycin with ethanol........ 41 fingolimod...............ccccuueeunenn... 23 GARDASIL 9 (PF)......cccuu....... 55
escitalopram oxalate................. 28 FINTEPLA......ccoooiiiiienee. 20 GATTEX 30-VIAL.................. 52
eslicarbazepine......................... 20  FIRMAGON KIT W GAUZE PAD....cccovveeveeeene 56
esomeprazole magnesium... 53,54 DILUENT SYRINGE............... 12 gavilyte-c........ccccveeveevecnecnnn. 52
estarylla...........ccccoovevvvenncnnnen. 60  flac otic Oil...........ccueeeueeenannn. 45 gavilyte-g.......ccoeecueeeeveenennannn, 52
estradiol ..............ccoveeeuveeennnnne. 59 flecainide...............ccceuueeeuenann.... 33 gavilyte-n.......eeeeeeeeaaann 52
estradiol valerate...................... 59  fluconazole................cccueeeueennn.. I  GAVRETO.....cooovviieiiiiene 12
estradiol-norethindrone acet.... 59  fluconazole in nacl (iso-osm)...... 1 gefitinib.......ooeeeeeeeeeieeen, 12
ethambutol................cccccoeeeveneenn. 5 flucytosine............cceeceeuenecnne. 1 gemfibrozil................cccoueun... 37
ethosuximide................ccocu.... 20 fludrocortisone.......................... 46  generlac...........cceueeeevvenenennnn, 52
etodolac ...........ccoueeeeeeeeciaannnn. 26  flunisolide...............ccoceeuueenn..... 66  Gengraf.......cooeeeciieeieeeeeennen 12
etonogestrel-ethinyl estradiol ... 60  fluocinolone.............................. 43 gentamicin....................... 6,41, 62
CIFAVITINE .....vveeeeeeeeeeeeeeeenen, 2 fluocinolone acetonide oil......... 45  gentamicin in nacl (iso-osm)...... 6
EUCRISA ..o 40  fluocinolone and shower cap....43 GENVOYA.....ccccoovviniinnncnnn. 2
EULEXIN.....cooiiiiiiiiieeeen 11 fluocinonide.............................. 43  GILOTRIF....coooviiiieiiieeee 12
everolimus (antineoplastic) 11,12 fluocinonide-emollient.............. 43 glatiramer ............ccoeeevuveennnnnnn. 23
everolimus fluoride (sodium...................... 70 glatopa.........coeeeeeeeeineanannn, 24
(immunosuppressive)............... 12 fluorometholone........................ 64 GLEOSTINE.....c.coovvveeieee. 12

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

This drug list was updated in August 2025.
74


http://express-scripts.com

glimepiride................cccceuc.. 47 HUMULIN N NPH U-100 INSULIN LISPRO

glipizide..........cccoocvvoenienannnne. 47  INSULIN....cccooviiiiiieieenne 48 PROTAMIN-LISPRO.............. 48
glipizide-metformin................... 47 HUMULIN R REGULAR U- INSULIN SYRINGE-
glutamine (sickle cell)................ 44 100 INSULN....coooviiiiiiiiienne. 48 NEEDLE U-100.......ccccccevuneenn. 56
glycopyrrolate.......................... 51 HUMULIN R U-500 (CONC) INTELENCE.......ccceeviiiirenee 2
(€10)1% 121 4 5 12 INSULIN....ccooiieieieeeeene 48 intralipid............cccoeeeeeennennne. 70
granisetron hel......................... 52 HUMULIN R U-500 (CONC) INTROVALE.......ccooovrrrnnn 61
griseofulvin microsize................. I KWIKPEN.......ooiiieeeen 48 INVEGA HAFYERA............... 29
griseofulvin ultramicrosize......... 1 hydralazine.......................c....... 34 INVEGA SUSTENNA............. 29
GVOKE.....ccoooiieiiiiieeiee, 47  hydrochlorothiazide.................. 34 INVEGA TRINZA................... 30
GVOKE HYPOPEN 2-PACK..47  hydrocodone-acetaminophen....25 TPOL.......cccccccovvevcriiiviieieieenen. 55
GVOKE PFS 1-PACK hydrocodone-ibuprofen............. 25 ipratropium bromide........... 45, 66
SYRINGE......cccooiieieeeeene 47  hydrocortisone.............. 43,46, 52 ipratropium-albuterol............... 66
HADLIMA ..ot 58  hydrocortisone-acetic acid....... 46 irbesartan.............ccoeeeueanenn. 34
HADLIMA PUSHTOUCH...... 58  hydromorphone......................... 25 irbesartan-
HADLIMA(CF)...ccooevveeveeneen. 58  hydromorphone (pf).................. 25 hydrochlorothiazide.................. 34
HADLIMA(CF) hydroxychloroquine.................... 6 ISENTRESS.......cccooiiiiiieeee 2
PUSHTOUCH..........ccevveenne 58  hydroxyurea...............ccueuuen.... 12 ISENTRESS HD.......ccceevenunene. 2
halobetasol propionate............. 43 hydroxyzine hcl......................... 64 iSiDlOOM ... 61
haloperidol......................ccu..... 29 ibandronate................cccuun...... 57 ISOLYTESPH74............ 70
haloperidol decanoate.............. 29 IBRANCE......cccooiiiiiiiieenen, 12 ISOLYTE-PIN 5 %
haloperidol lactate.................... 29 IBU.ciiiieeee e, 26 DEXTROSE.....ccccovviiieiennn. 70
HAVRIX (PF)..ovieiiieiieeens 55  ibuprofen...........eeeeeeeennannn. 26 ISONIAZIA.....uoeeeeeeeaiaeeeeeeeene 6
heather ............ccccceeveevveenennnn. 60  icatibant.............ccceeevveencnnnnn. 66 isosorbide dinitrate.................. 38
heparin (porcine)...................... 36 ICLUSIG...cccoooiieeiieeieeeeeee 12 isosorbide mononitrate............. 38
HEPLISAV-B (PF).....cccccc....... 55 icosapent ethyl.......................... 37  iSOtretinoin...........ceeveeeveen.. 41
HIBERIX (PF).cccooiiiiiiiiieee 55 IDHIFA....cccoiiiiiiee 12 ITOVEBI....cccooviiiiiiiieee. 13
HUMALOG JUNIOR IMALTNTD ... 12 itraconazole..................ccccc...... 1
KWIKPEN U-100.......ccccccuennee 47 IMBRUVICA.......cccovviiinnn. 12 ivabradine.............cccccouenne.. 38
HUMALOG KWIKPEN imipenem-cilastatin..................... 6 IVErmeCtin........cccceeveeeveeneeenn, 6
INSULIN....ooeiiiiiiniieieienee 47  imipramine hcl.......................... 29 IWILFIN....ccoiiiiiiiiieeeee, 13
HUMALOG MIX 50-50 IMIGQUIMOA ..., 40 IXCHIQ (PF).ccvoiiiiiiiiieieene 55
KWIKPEN.....ccoooiiiiiieieee, 47 IMKELDI......cccovviireienee. 12 IXIARO (PF) ..o 55
HUMALOG MIX 75-25 IMOVAX RABIES JAKAFT..ccooiiiiiiiiiiece, 13
KWIKPEN.....ccooiiiieiiieienee, 47  VACCINE (PF)...cccooveiiinee. 55 Jantoven............ceceeeeennne. 36
HUMALOG MIX 75-25(U- IMPAVIDO......ccoeeveieieirnee. 6 JANUMET....cccooviiiiieree, 48
T100)INSULN .....c.ooiiiieieiiens 47 INBRIJA ..o, 22 JANUMET XR....ccoevveirannn. 48
HUMALOG U-100 INSULIN..48  inCASSIA ..ccoveeeeeeiaieieeaeeene 60 JANUVIA......ccoiiieee, 48
HUMULIN 70/30 U-100 INCRELEX....ccooiiiiiiiniiienne 44  JARDIANCE.......cccvvievrnnnnn. 48
INSULIN ..ot 48 indapamide............................... 34 jasmiel (28)...cccvueeeveeeiiieeiian, 61
HUMULIN 70/30 U-100 INFANRIX (DTAP) (PF)......... 55 JAYPIRCA.....ccovveiieee 13
KWIKPEN.....ccooiiiiiiiiieinee, 48 INLYTA...coooiiiiiiiiieeen, 12,13  JENTADUETO.......ccceeuverennne 48
HUMULIN N NPH INSULIN INQOVI....ooiiiiieeee 13 JENTADUETO XR.................. 48
KWIKPEN.....ccoooiiiiiiiniciene, 48 INREBIC.......ccoceviiiiiiiiienne 13 jinteli...ooeeieiiiiiiieene, 60
INSULIN LISPRO.................... 48  JUBBONTI.....ccocoiviereenee. 57
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Juleber..........ueecueeeeiieaieannn. 61 larinfe 1/20 (28) ..cueeeueeeenenn... 61 lorazepam intensol.................... 30

JULUCA ... 2 latanoprost.............ceeeeeeueene.. 63 LORBRENA.......cccoovieies 14
JYLAMVO....coooviiiienee. 13 LAZCLUZE......ccoovveeenen. 13 loryna (28) .ccceveeeeeeeeieenn. 61
JYNARQUE......cocoiiiiies 50 leflunomide..................cccuuenn... 58  losartan.............ccoecveeeeanenen. 34
JYNNEOS (PF)..ccccvviiviis 55 lenalidomide............................. 13 losartan-hydrochlorothiazide... 34
KALETRA ..o 2 LENVIMA.......cccoeieee. 13, 14 loteprednol etabonate............... 64
KALYDECO......ccccoviiiiiene 66  [eSSING ..o, 61  lovastatin............ccceceeeeeeenn. 37
kariva (28) ....ccceeeeeveeeiiieeinn, 61 letrozole............ccueeeuveeeeeane... 14 low-ogestrel (28) .....ccueeeueeane... 61
kelnor 1/35 (28) .cuueveveeeeannnnne. 61  leucovorin calcium...................... 9 loxapine succinate.................... 30
kelnor 1/50 (28) .....cccuveeuveannnnn. 61 LEUKERAN......cccoooiiiiiriienns 14 lubiprostone................cccuueenn..... 52
KERENDIA.......ccoiieieieee, 34 leuprolide............ccueveeuvaneannnne. 14 LUMAKRAS......ccooirne 14
KESIMPTA PEN......cccccevienn. 24 levetiracetam............................. 20 LUPRON DEPOT.................... 14
ketoconazole......................... 1,42  levobunolol................ccceuu...... 62  lurasidone..............ccccuvveunnn.... 30
ketorolac .............ccccccouveeuennn... 63 levocarnitine..............coceeuu... 44 lutera (28) ...ccceeeeueeecveeeeeennn 61
KINERET .....ccooeiiiiieeeee 58  levocarnitine (with sugar)......... 44 Dpleq ., 60
KINRIX (PF).ooeeeiiieiieeiienee 55  levocetirizine.............ccuueeeuuenn... 64  Dlland...........cueeeeceeeeeneeannnnnnn. 60
kionex (with sorbitol)................ 44 levofloxacin...............cueeu... 8,62 LYNPARZA......ccoevveeeennn. 14
KISQALI....cooeeieeieeieeeee 13 levofloxacin in d5w..................... 8 LYSODREN.....cccceevvieerrennen. 14
klor-con 10...........cooceeuvveennennn. 69  levonest (28) ...cceeveeeeveeacnenannn. 61 LYTGOBI.....ccoooeeiieiiierens 14
klor-con 8........ccoevvvvvcnnncnnnnn. 69 levonorgestrel-ethinyl estrad....61 LYUMIJEV KWIKPEN U-100
klor-con m10..............ccccceue..... 69  levonorg-eth estrad triphasic....61  INSULIN..........ccccccvviiiiniinnnn 48
klor-con mi5.........cccoveeenenee. 69  [evora-28........cccceeviiiiiiiiinnn, 61 LYUMIJEV KWIKPEN U-200
klor-con m20............cccceuven.... 69  levothyroxine...........cccoueeeuuenn... 51 INSULIN....coooiiiieeieeeeeeee, 48
klor-con oral packet 20............. 69  [eVOXYl....eooeeiiiee 51 LYUMIJEV U-100 INSULIN... 48
KLOXXADO.....ccoovveeieeeirens 26 lidocaine............cccceuveeeueeanne... 40 IVZ@ .o 60
KOSELUGO........cccovvvvirrenene 13 lidocaine hcl.............................. 40  magnesium sulfate.................... 69
kourzeq ..........cccoueeeeeeeveinenannn. 45  lidocaine viscous....................... 40  malathion.............cccoeeeeueeenen.. 44
KRAZATI ..o, 13 lidocaine-prilocaine.................. 40 MATAVIFOC ...ccueeeeeeeeeeieeeieeairenn 2
kurvelo (28) ....ccoveeeeeeecieeeinnn, 61 lidocan iii............ccccuveevennn.... 40  marlissa (28) ...coeeeveeeeeeeeerenn. 61
[ norgest/e.estradiol-e.estrad....61  LILETTA......cccooovivviinnnnnnnnn. 60 MARPLAN....ccooveeiieieeieene 30
labetalol...................cccuveeunnn... 34 linezolid.............ccceuueeeeveecnenannnenn. 6 MATULANE......ccooiiieieens 14
LABETALOL........ceevvvrenne 34 linezolid in dextrose 5%.............. 6 matzimla........ccoeeveinueennnnn. 34
lacosamide...............cccouun..... 20 LINZESS....oooiiiieeeeee 52 MAVYRET....ccooiiiiiiieene 2
lactulose.............ccoueveueveevennnne. 52 liothyronine..............cccccuuenn.... 51 meclizine........coueeeeeeveeeieannnn, 52
lamivudine.............cocoeveveeeennnnne. 2 liraglutide..............ccccuueeeunenn.... 48  medroxyprogesterone............... 60
lamivudine-zidovudine................ 2 liSinopril .......cooeeeeeeeicnieicnn, 34 mefloquine.............ccccoevvenucnnn. 6
lamotrigine............cccoveuveecunnnn. 20  lisinopril-hydrochlorothiazide..34  megestrol...............cceeveuveenne... 14
lansoprazole................c.cceu..... 54 lithium carbonate...................... 30 MEKINIST ....ccccoovieeiieeee 14
LANTUS SOLOSTAR U-100 lithium citrate...............c.c.o...... 30 MEKTOVI.....oooviviiniiiinne 14
INSULIN ..ot 48 LIVTENCITY .cooevieieeceeee, 2 meleya...iieieee 60
LANTUS U-100 INSULIN....... 48 LOKELMA......cociiiiiiieeen, 44 meloxicam............cccceeeueenenn... 26
lapatinib.............cccoveeeeeeeceeennnnn.. 13 LONSURF.....coovviiiiiiieee, 14 memantine...........ccoeeevveeeennnnn. 24
larin 1.5/30 (21) c..uueeeeeeennnnnnn.. 61 loperamide.................ccooeuu...... 51  memantine-donepezil................ 24
larin 1720 (21) .....uueeceveeannann.. 61 lopinavir-ritonavir...................... 2  MENQUADFI (PF).................. 55
larin fe 1.5/30 (28) .....oeeeueeenne.... 61 lorazepam...............cceeeeuueenn.... 30
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MENVEO A-C-Y-W-135-DIP TMOMELASONE........veeeevveeaereaeneenns 43 nifedipine..........ccoueeeveeeennnannn.. 35

(PF) e, 55  montelukast.....................ccu....... 66  nikki (28) .cceeeeeiiieiiieeieeeen, 61
MErCaAPLOPUTINE.........cceuveeeeereann. 14 morphine..........ccoveveveeecuenennnen. 25 nilotinib hcl............uueeeeeeenn. 15
TNEFOPENEM ... 6  morphine concentrate.............. 25  nilutamide......................ccc....... 15
mesalamine..............cccoeeuuen... 52 MOUNJARO......cccovvveiierirens 49  nimodipine.............ccceveveuneannn.. 35
TS cvveeeeeaeeeieeeeeireeeennsaeens 9 moxifloxacin.......................... 8,62 NINLARO......coeeiiiieiiieees 15
MELfOVMIN ... 48,49  moxifloxacin-sod.chloride(iso)...8  nitazoxanide................................ 6
methadone..............cccccveeeeeann. 25 MRESVIA (PF).ccccvieeiees 55 NitiSiNONe.....ccceveeeeeeeieeean 44
methazolamide.......................... 63 MUPITOCIN e, 41 nitro-bid...........ccoevuveevannn. 38
methenamine hippurate.............. 9  mycophenolate mofetil.............. 15  nitrofurantoin macrocrystal........ 9
methimazole................c.ccuu...... 46  mycophenolate sodium.............. 15  nitrofurantoin monohyd/m-
methotrexate sodium................. 14 MYFEMBREE......................... 60  CTYSEeueiiieiieeieeeeeee e 9
methotrexate sodium (pf).......... 15 MYHIBBIN......ccccoevireieeee. 15 nitroglycerin....................... 38,52
methoxsalen..................ccco..... 40  nabumetone................ccocueeuennc. 26 NIVESTYM....cooooiviiiiienenne. 54
methsuximide................c......... 20 nadolol.............cccccovuvevienannnn. 35 nora-be..........ccceeveiiinicnn, 60
methylphenidate hci.................. 30 nafcillin..........eeeeeeeeeeeeeeiieen 8  norelgestromin-ethin.estradiol. 60
methylprednisolone................... 46  naftifine.........cceeeveecveecveennennnen. 42 norethindrone (contraceptive).. 60
metoclopramide hcl.................. 52 naloxone............ceeeueeecuveannnnn. 26  norethindrone acetate............... 60
metolazone................ccoueeenue. 35 naltrexone..............cccouveuennne. 26  norethindrone ac-eth estradiol
metoprolol succinate................. 35 NAPTOXEN......ccccueeeeiieaeiiaeian, 20 e 60, 61
metoprolol ta- NAVALVIPIAN ... 22 norgestimate-ethinyl estradiol .. 61
hydrochlorothiaz....................... 35 nateglinide.................ccoocuu...... 49  nortrel 0.5/35 (28) c.ueeeveennnnn. 61
metoprolol tartrate.................... 35 NAYZILAM......cooovveveeeeeen. 20  nortrel 1/35 (21) ..ccueeeeeneanee. 61
metronidazole................. 6,41,60 nebivolol.................cccoveeeuunnn... 35 nortrel 1/35 (28) ..ccueeeenneann. 61
metronidazole in nacl (iso-0s)....6  nefazodone..............cccuuo....... 30  nortrel 7/7/7 (28) ceeeeeeeeeaannn. 61
TNELYFOSINE ..o 35 NEMLUVIO....cccocovviiiiiinen. 15  nortriptyline.............ccoceeueenne.. 30
MEXIIEtINe.......cceeevveniiniannn, 33 NEOMYCIM ..ccoceeeeaaeieeieeeiaenn 6 NORVIR......ooviiiiiiieeieee, 2
MICAFUNGIN ....ooeeeeeeeeeeeeeereeenns 1 neomycin-bacitracin-poly-hc....63  NOVOLIN 70/30 U-100
microgestin 1.5/30 (21)............. 61  neomycin-bacitracin- INSULIN ....oooiiiiiieiieieeeeee, 49
microgestin 1/20 (21)................. 61  polymyXin........ccccvvveevveencrnnannnn 62 NOVOLIN 70-30 FLEXPEN
microgestin fe 1.5/30 (28)......... 61  neomycin-polymyxin b- U-100.ciiiiiiieiceeeecee 49
microgestin fe 1/20 (28) ............ 61 dexameth.............cccveeevennenn... 63 NOVOLIN N FLEXPEN........... 49
midodrine............cccccoueeeeveeenn... 44 neomycin-polymyxin- NOVOLIN N NPH U-100
MIfEPrISIONE.......cceeveeveeeaaneenn. 50  gramicidin...............cccoeeuvennn.. 62 INSULIN.....ooooiiieieeieeeeee, 49
P o 61  neomycin-polymyxin-hc......46, 64 NOVOLIN R FLEXPEN.......... 49
TIVEY .o, 60  neo-polycin.............cccceveeeuenune. 62 NOVOLIN R REGULAR
MINOCYCIINE......ccceeeeiiiicnn. 9  neo-polycin hc..............cccuee..... 64 U100 INSULIN......cceevveeennenn 49
MIROXIAL ... 35 NERLYNX...ooooioiiiieieieee 15 NOVOLOG FLEXPEN U-100
Mirabegron..............ccccueeueene.. 68 NEUPRO......ccoviiiiiireienee, 22 INSULIN....cooooiiiiieiieieeee 49
MIFLAZADINE ......oceeeeareeeareaann, 30  nevirapine............oceeeveeeeveeennen. 2 NOVOLOG MIX 70-30 U-100
MISOPTOSLOL ..., 54 NEXLETOL......ccoceviiriiannces 37 INSULN...coooiiiiiiieieiceene 49
M-M-RII (PF)...ccoviiiiiiee. 55 NEXPLANON.....cccovivrennnn. 60 NOVOLOG MIX 70-
modafinil.............c.ccoeeeeueeennen.. 30 RUACIA . cooeeeeeeeeeeeeeeeeeee e 37 30FLEXPEN U-100.................. 49
TOEXIPFIL ..o, 35  nicardipine...............ccoeuvennee... 35 NOVOLOG PENFILL U-100
molindone...............ccccueeenen. 30 NICOTROLNS......ccooveenne. 45 INSULIN....cccoiireieieeeene 49
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NOVOLOG U-100 INSULIN OMNIPOD GO PODS 20 PENBRAYA (PF)...cccccoviienens 55

ASPART ....ccviiieieieeee, 49  UNITS/DAY ..ooovieiieiieeieeinns 57  penciclovir..........ccceeeeeeenne.. 42
NUBEQA ..., 15 OMNIPOD GO PODS 25 penicillamine............................. 58
NUEDEXTA ..ot 24 UNITS/DAY ..oooviiiieiieieeienne 57  penicillin g potassium................. 8
NUPLAZID......ccoovveieeienee. 30 OMNIPOD GO PODS 30 penicillin g sodium...................... 8
NURTEC ODT....cccvvverveeens 22 UNITS/DAY ..ooveieeeieeeieeeen. 57  penicillin v potassium................. 8
AVAMYC e, 42 OMNIPOD GO PODS 40 PENTACEL (PF)...ccceevvieiennene 55
AYSLALIT . 1,42 UNITS/DAY coooeviieieeeieeeen. 57 pentamidine..................ccccuvvenn..... 6
nystatin-triamcinolone.............. 42  OMNITROPE.........ccoovrne. 54 pentoxifylline...............cc........ 36
FLYSTOP «eveeveeaieeeireesiee e 42 ondansetron................cccuu..... 53 perindopril erbumine................ 35
NYVEPRIA ..., 54  ondansetron hcl........................ 52 periogard............ccceeueaeennen. 45
octreotide acetate...................... 15 ONUREG.....ccccmiiiiiiieiieenee, 16 permethrin.............ccccvveeeeenn... 44
ODEFSEY ..ot 3 OPIPZA ..o, 31  perphenazine..................ccu....... 31
ODOMZO......ccoveiieiieieeinn, 15 OPSUMIT...ccooiiiiiiiieeeee 66  phenelzine..............cccoeeuueuen... 31
OFEV ..o, 66 OPSYNVI...oooiiiiiiiieieeeee, 66  phenobarbital............................ 21
ofloXacin ............ccceuveeeunenn. 46,62 ORGOVYX...ooooeoieeieeeiieene 16 phenytoin...........cccouveeeuveeeeneenee. 21
OGSIVEO.....cccoiiiiiieeeen, 15 ORKAMBI.....cooviiiiiee. 66  phenytoin sodium extended........ 21
OJEMDA ..ot 15 ORSERDU.....cccoovviiiiireee. 16  PIFELTRO.....cccoooviieiiieenee 3
OJJAARA ... 15  oseltamivir...........ccoccveeeevueannn. 3 pilocarpine hcl.................... 44, 63
olanzapine.............cccoeeveeecunen. 31 OTEZLA.....coooieeeeeee, 58  pimecrolimus............................. 40
olmesartan..............ccceeeeeeen.. 35 OTEZLA STARTER................ 58  pimozide............cccoeeveieueannnnn. 31
olmesartan-amlodipin- OXACTILIN ..o, 8  pimtrea (28) ....ccceeeeveevcuveininannn. 61
hethiazid.........o.eeeeeeeeeeiieennnn, 35  oxacillin in dextrose(iso-osm).....8  pindolol................cccccceuveeunn.. 35
olmesartan- OXAPTOZIN .. 26  pioglitazone..............ccocuveunnn... 49
hydrochlorothiazide.................. 35  oxcarbazepine..................... 20,21 piperacillin-tazobactam............... 8
omega-3 acid ethyl esters......... 37 OXERVATE.....ccccooevviiiiniens 63  PIQRAY ..coooiiiiiiiiicieeees 16
omeprazole..............cceeeeeeeeeene.. 54 oxybutynin chloride.................. 68  pirfenidone...............ccccuveuenn... 67
OMNIPOD 5 (G6/LIBRE 2 oxycodone...............ccuuen... 25,26 PIroXiCam........cccveeecveeeereaeannnnn 26
PLUS) ot 56 oxycodone-acetaminophen........ 26  pitavastatin calcium.................. 37
OMNIPOD 5 G6-G7 INTRO OZEMPIC......coovviiiieene, 49  PLENAMINE........ccccoviernnnn. 70
KT(GENS)..ooiiiiiiiiiieice 56  pacerone.............cceecueeeueennnn. 33 podofilox........cccoeeeeiiiianann. 40
OMNIPOD 5 G6-G7 PODS paliperidone............................. 31 polyCin..eeeaieeeieeiee 62
(GEN 5) o 56 PANRETIN......ccoeevrieeiree. 40  polymyxin b sulf-trimethoprim..62
OMNIPOD 5 pantoprazole............................. 54 POMALYST. .o 16
INTRO(G6/LIBRE2PLUS)...... 56  paricalcitol.................cccueeenn.... 50 portia 28......oceeeeeeeeieeeeen 61
OMNIPOD DASH INTRO paroxetine hcl........................... 31  posaconazole....................c..c...... 1
KIT (GEN4)..coovviiiiiiiine, 57 PAXLOVID....ccooovvviriiiieee. 3 potassium chlorid-d5-

OMNIPOD DASH PODS PAZOPANTD ... 16 0.45%nacl............cueeeeeeeenaannn. 69
(GEN4) .o, 57 PEDIARIX (PF)....cccoveenirennen. 55  potassium chloride.................... 69
OMNIPOD GO PODS.............. 57 PEDVAXHIB (PF).................. 55  potassium chloride in

OMNIPOD GO PODS 10 peg 3350-electrolytes................ 53 0.9%nacl.............ccccueeeeencnn. 69
UNITS/DAY ...oooviieiieeieeieeee. 57 PEGASYS. ..o, 54 potassium chloride in 5 % dex..69
OMNIPOD GO PODS 15 peg-electrolyte.......................... 53 potassium chloride in lr-d5 ....... 69
UNITS/DAY ...ooviieiieeieeeeee 57 PEMAZYRE......cccoovviiinnnn. 16  potassium chloride in water ......69

PEN NEEDLE, DIABETIC......57
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potassium chloride-0.45 % PROQUAD (PF)....cooveiiinnne 55 rimantadine..................cccccec...... 3
RACL ..o, 69  protriptyline...............coceuene.. 31 RINVOQ...cooiiieiieieeiiees 58
potassium chloride-d5- PULMOZYME.........ccccveen. 67 RINVOQLQ..cooiieiiiee 58
0.2%NnAC ..o, 69  pyrazinamide............................... 6  risperidone..............cccceeeueenenn. 32
potassium chloride-d5- pyridostigmine bromide............ 24 risperidone microspheres......... 31
0.9%nAC! ..o, 70 pyrimethamine............................ 6 FHONAVIF c.veeeneeeeeeeeeeeeeeeen, 3
potassium citrate...................... 68 QINLOCK......cooviiiieiieeenen, 16 rivaroxaban.............................. 36
pramipexole..............cccceeueen... 22  QUADRACEL (PF).....cccceuue.. 55 rivastigmine............ccoeeeueeenen.. 24
prasugrel hcl ..., 36 quetiapine...........cccceeeeeeeeeennenn. 31 rivastigmine tartrate................. 24
Pravastatin.............cceeeeveencenenn. 37 quinapril.............ooeeeeeeeeeneeannen. 35  rizatriptan..............ooeeeeeeennnnnnn 22
praziquantel.................cccoeeuenn.. 6  quinapril-hydrochlorothiazide..35  roflumilast.............ccccuveeunne.. 67
DPFAZOSIN e, 35 quinidine sulfate........................ 33 ROMVIMZA.....ccoovvviieiens 16
prednisolone.................c.cc....... 46  quinine sulfate....................o........ 6 ropinirole...........cccceuveeeuveennen.. 22
prednisolone acetate................ 64 QVARREDIHALER............... 67  rosuvastatin............c....eceeu... 37
prednisolone sodium RABAVERT (PF)...ccocvvenenn. 55 ROTARIX....ccooovoiiiiieeieee 56
phosphate........................... 46,64 RADICAVA ORS STARTER ROTATEQ VACCINE............. 56
PredniSone...........ccueeeeeeenceeenne. 46 KIT SUSP....ovviiiiviieeieeee, 24 FOWEEPKA....ccveevaaeeaaieaaeaann, 21
prednisone intensol................... 46 RALDESY ..o, 31 ROZLYTREK.....ccccoevvrerennnen. 16
pregabalin....................cccce..... 21 raloxifene............ccccveeueennennen. 57 RUBRACA.......cccoiiiieeee, 17
premasol 10 %...........cccueeeeune.. 70 ramelteon............ccoueeeeuveennnnnn. 31 rufinamide................cceeuveennnnnn. 21
prenatal vitamin oral tablet...... 70 ramipril............cccooccveveeveennnnn. 35 RUKOBIA......cccoiiiiiieiiee 3
prevalite...........ooeeeeevceeenannnn. 37  ranolazine..............ccceeueeenennn. 38 RUXIENCE.....cccoooviiviieiens 17
PREVYMIS. ..o, 3 rasagiline............cccceeeeeeennnn. 22 RYBELSUS.....ccooiiieieieee 49
PREZCOBIX......cccoeevevveeereeennnen. 3 reclipsen (28) .....oooeeeceeeieennnnnn. 61 RYDAPT....ccoieeiieieeee 17
PREZISTA ...coveieieieeeee, 3 RECOMBIVAX HB (PF)......... 55 SAJAZIF oo, 67
PRIFTIN....oooieiiieeeeeee e, 6 REGRANEX......ccccoooviiiernnne 40 SANTYL.oooioiiieeieeeeee 40
DPYIMAQUINE .......coeaeeeeaeeaeeaannen 6 RELENZA DISKHALER.......... 3 SAPTOPLETiM......eeeeeeeaeeaeann, 50
PRIMIDONE.........ccoorvernnne. 21  RELISTOR.....cccovviieieene 53 Saxagliptin..........ccceeeveeeeeeennne. 49
Primidone...............ccoeeceeeueennn. 21 repaglinide...............ccceeeuvenne.. 49  saxagliptin-metformin......... 49, 50
PRIORIX (PF)..cccveviiiiienne. 55 REPATHA ..o, 37 SCEMBLIX....ccccoooiiiiieene 17
probenecid...................ccc...... 57 REPATHA PUSHTRONEX.... 37  scopolamine base...................... 53
probenecid-colchicine............... 57 REPATHA SURECLICK......... 37 SECUADO......ccccevviieerieennn. 32
prochlorperazine....................... 53 RETACRIT....cccoeevieieeee 54 SELARSDI....cccccoeviiiiiierenne, 39
prochlorperazine maleate oral.53 RETEVMO.......ccccccoeviinirnnnn. 16  selegiline hcl................ccuunn.... 22
PROCRIT ..ot 54 REVCOVI.....ccooviiiiiieieee. 44  selenium sulfide........................ 39
procto-med hc.................c.c...... 53 REVUFORIJ.....cccoooiiniiiinn 16  SELZENTRY ...ccoooiiriiiiiiniinnn 3
proctosol he...........ceeeeeueeene... 53  REXULTI..ccoooiiiiiiieiieeieee, 31 sertraline.............cccueeeceveennnnnn. 32
proctozone-he................cuuen.... 53 REYATAZ..ieieeeeeeen, 3 setlakin.........oooeeveeeiieiiien, 61
progesterone micronized.......... 60 REZDIFFRA.......ccooieiinnne 45  sharobel...............cceeeeeeannnnne. 60
PROGRAF......ccooiiiiene, 16 REZLIDHIA......ccoooiie 16  SHINGRIX (PF)..ccccecveviiiinne 56
PROLASTIN-C.....cccveiiennee 44  REZUROCK......cccooevvirrinennnene 16  SIGNIFOR......ccccocvvniriiinn 17
promethazine...................c.o...... 64 FIDAVIFIN ..o 3 sildenafil (pulmonary arterial

DrOPAfEnone..............ccecveeevennn. 33 Fifabutin........eeeeeeeeeeeeeeee 6  hypertension) .............ceeeueeen... 67
propranolol....................ccc...... 35 Fifampin.........oocooeeieeiieieee 6 silver sulfadiazine..................... 40
propylthiouracil........................ 46  riluzole.........uueeeeeeeeiieaaann 45  SIMLANDI(CF)..cccovevevieeinnns 59
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SIMLANDI(CF) sulfacetamide sodium (acne).... 41  terconazole..................ccoceuu..... 60

AUTOINJECTOR.............c....... 59  sulfacetamide-prednisolone......63  teriflunomide............................. 24
SIMVASLALIT .veeeeeeeeieeaeeeeienns 37  sulfadiazine.................ccecuveennen.. 8 TERIPARATIDE............c........ 58
SIFOLIMUS ... 17 sulfamethoxazole- 1eSIOSIEFONE. ..o, 51
SIRTURO......cccvveeiieeieeeeeee 6 rimethoprim..........cccueeeeeeeeeceeann. 8 testosterone cypionate........ 50, 51
SKYRIZI......ooovviieiiees 39,53 sulfasalazine............................. 53  testosterone enanthate.............. 51
sodium chloride........................ 45 sulindac...........ccceeeeveneennenn. 26  tetrabenazine.....................c....... 24
sodium chloride 0.45 %............ 70 sumatriptan..............cceeeueeennne.. 22 tetracycline...........ccoeeeeueeeennnann, 9
sodium chloride 0.9 %.............. 45  sumatriptan succinate......... 22,23 THALOMID.......cocvvvieiinn 17
sodium chloride 3 % sunitinib malate........................ 17  theophylline..................cc.......... 67
RYDErtONIC . ..., 70  SUNLENCA......cccciiiiiiiiieee 3 thioridazine.............cccccuueunee... 32
sodium chloride 5 % SYEAA . 62  thiothixene............cccoeeveeunnnnn.. 32
NYDErtONIC .......veeeeeeeareeeareaannn, 70  SYMDEKO.......ccoovveevierrene 67 tiadylt er........ccceeeeeiieeiieeen, 35
SODIUM OXYBATE SYMPAZAN...ccooviieiiieee 21 tiagabine............ccoceeeeveeueennnnn. 21
(PREFERRED NDCS SYMPROIC.......ccceoveiieine 53  TIBSOVO....cooooiiiieieeenee. 17
STARTING WITH 00054)....... 32 SYMTUZA . .....ccooviiiiiee. 3 ticagrelor..............cccocuceeeucnn. 36
sodium phenylbutyrate.............. 45 SYNJARDY ..ccoooviviieieienen, 50 TICOVAC.....iiiieieeiene, 56
sodium polystyrene sulfonate....45 SYNJARDY XR.....ccccovvvrennnen. 50  tigecycline.............coeeueeeeveeannnnn. 6
sodium,potassium,mag sulfates 53 ~ TABLOID........cccceceeviriinnnnns 17 tillia fe..niiniiniiencnne, 62
SOLIQUA 100/33.......ccccuunnee. 50 TABRECTA.......................... 17  timolol maleate............. 35,62, 63
SOLTAMOX ....cooovvviiviieiiiiiinns 17  tacrolimus...........ccceuuu...... 17,40  tinidazole.............cccoocuveeviiiinnannnn. 6
SOMATULINE DEPOT.......... 17 tadalafil.............c.oooceveveenannne. 68  tiotropium bromide................... 67
SOMAVERT ......ccoceeviiieiieens 50 tadalafil (pulmonary arterial TIVICAY oo 3
SOPAfeNniD .........cccveveeaiaaieaanann, 17  hypertension) oral tablet 20 TIVICAY PD.cvviie 3
SOLAlO] ... 33 MG 67  tizanidine............ccceeeeuveeeuneane.. 24
S0talol af .........ccoeveeeviiniain, 33 TAFINLAR.....cccooiiiiie 17  tobramycin.................ccc....... 6, 62
SPIRIVA RESPIMAT.............. 67 TAGRISSO...ccocvviiiiiiiieiiens 17  tobramycin in 0.225 % nacl........ 6
spironolactone.......................... 35 TALZENNA.....ccooooviieeeeen. 17  tobramycin sulfate...................... 7
spironolacton- [AMOXIfEN ..o 17  tobramycin-dexamethasone...... 64
hydrochlorothiaz....................... 35 tamsuloSin.........cceeeeeeeeeeeenannnn. 68  tolterodine............ccueeeeuueeennnnn. 68
SPFINLEC (28) oveveeeaieeeieeeeieans 61 tarina fe 1-20 eq (28)................ 62  tolvaptan................ccceeeeennnnne. 51
SPRITAM....ccovvieiieiieieeee 21 tazarotenme...............cceeeueeenn.... 41  tolvaptan (polycys kidney dis) .. 51
sps (with sorbitol)..................... 45 tAZICEf evriaaiieeeeeeeee e 4 topiramate..............ccceeeeerveennn.. 21
SFOMYX ceeeeeaiieeeieeesieeesieeenneens 62 TAZVERIK......ccoooviiiieeen. 17  toremifene...........cccceeuveeuvennnnne. 17
SSA evveaiieeieeeee e 40 TEFLARO....ccociviiieiieeieeee, 4 LOVPENZ c.veeeeeeeeeeeeeeeeeeaanns 17
STELARA.....ccovieeeeieeeieea, 39 telmisartan...............ccceeuenne.. 35  torsemide............cccoeeuveeueannnn.. 35
STIOLTO RESPIMAT............. 67 telmisartan-amlodipine............. 35 TOUJEO MAX U-300
STIVARGA......coieeieeee 17 telmisartan- SOLOSTAR.....coeoeeeieeenee 50
STREPTOMYCIN.........ccceuneeee. 6  hydrochlorothiazid.................... 35 TOUJEO SOLOSTAR U-300
STRIBILD.....ccceiieiirieiieieee 3  TENIVAC (PF).ccooiiiiieee 56  INSULIN.....ccoooomiiiieeiieenee, 50
STRIVERDI RESPIMAT ......... 67  tenofovir disoproxil fumarate.....3 TRADJENTA......ccccccevvivninnene 50
SUDVENTLe ..., 21  TEPMETKO.....cccovviiniianne. 17 tramadol.................cccoouceuenn.... 27
SUCRAID......ccovvieeieeieeeee 53 1erazosSin..........cccoeeeeeeeecreaannenn. 35 tramadol-acetaminophen.......... 27
SUCTALfALE ..., 54  terbinafine hcl.................c.cc....... 1 trandolapril................ccceue...... 35
sulfacetamide sodium................ 63  terbutaline.............ccoeeeveeennnn. 67 tranexamic acid........................ 60

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

This drug list was updated in August 2025.
80


http://express-scripts.com

tranylcypromine........................ 32 TYENNE AUTOINJECTOR...59 VONJO....cccocviriiiriiniinienneens 18

travasol 10 %..........cccoceeeneene. 70  TYPHIM VI, 56  VORANIGO.....ccccoouvivrenennn. 18
IFAVOPIOSE c..eveeeeaeeaaeieeeeee 63 ULTRA-FINE INSULIN voriconazole................ccceeeuenn. 1
TRAZIMERA. .......cocvviine 17 SYRINGE......cccooiiiiiiiie 57 VOSEVI....cooviiiiiiiiiicnn 3
trazodone................cccceeevuenen. 32 unithroid............ccoceeveeenncnnncn, 51 VOWST ... 53
TRELEGY ELLIPTA............... 67 UPTRAVI....coooviiieieee 35 VRAYLAR.....ccooiiiiee, 32
TRELSTAR ..ot 17 ursodiol............cccceveeveeneennenne. 53  VYNDAMAX....ccooovirienreienn 38
TREMFYA ..o 39 USTEKINUMAB..................... 39 VYNDAQEL.....ccoooviiiine 38
TREMFYA PEN......coovenen. 39 wvalacyclovir............oeeeeeeveennann, 3 VYVGARTHYTRULO........... 24
TREMFYA PEN VALCHLOR........cceevieiennns 40 Warfarin.........cceceeeeeeeneennnenn, 36
INDUCTION PK-CROHN........ 39 wvalganciclovir.................c.c....... 3  WELIREG....ccccooiiiiee 18
treprostinil sodium.................... 35 wvalproic acid............................. 21  WINREVAIR......cccoevvrerinns 67
tretinoin (antineoplastic).......... 18  wvalproic acid (as sodium salt)...21  wixela inhub.............................. 68
tretinoin topical........................ 41 valsartan..............cccceeeevennnnn. 35 WYOST..cooiiiieeeeeeee 9
triamcinolone acetonide..... 43,45  valsartan-hydrochlorothiazide. 35 XALKORI..........ccccoevvivinnnnn. 18
triamterene- VALTOCO....oiiiiiiiciien. 21  XARELTO......cccccvverinnn.. 36, 37
hydrochlorothiazid.................... 35 vancomycCin..........ccceeeeveennennn. 7 XARELTO DVT-PE TREAT
tridacaine ii.............ceeeeeeennee. 40 VANFLYTA....coooiiieeee 18 30D START...cooeieieieeee 36
AT ..o 43 VAQTA (PF) .o 56  XCOPRI....cccooooeviiniiiniienee 21
IVIENTINE ... 45  varenicline tartrate................... 45 XCOPRI MAINTENANCE
tri-estarylla.............cccoceenee... 62  VARIVAX (PF)..ccoiiiiiiiies 56 PACK......iiiiiic, 21
trifluoperazine........................... 32 VARUBI.....ccooovviiiiiien, 53 XCOPRI TITRATION PACK..22
trifluridine...........cccooeeveeennnnen. 62 VAXCHORA VACCINE......... 56 XDEMVY ..o, 63
trihexyphenidyl.......................... 22 velivet triphasic regimen (28)...62  XELJANZ......ccccocvvvvevvenennnnnn. 59
TRIKAFTA ..o 67  VEMLIDY ..ccoviiiiiiiieieieee 3 XELJANZ XR...cooovvviiiieinnne 59
tri-legest fe........ccccvvevencecnnnnnn 62 VENCLEXTA......cccccovvveeen. 18  XERMELO.....ccccvvriiiiiienen. 18
tri-lo-estarylla........................... 62 VENCLEXTA STARTING XIFAXAN ...oooiiieeeeeee, 7
tri-lo-sprintec..............cccuven.... 62 PACK...ooiieeeeee e, 18  XIGDUO XR....ccovvveeeiiieeee 50
trimethoprim............ccceeeeeeeeeannen. 9 venlafaxine............cccccvevuenen.n. 32 XIHDRA ..o, 63
IFIMIPYAMINe ........cccevveeeneeannnn.. 32 verapamil..............ccoeeeeueeennnnn. 35 XOLAIR....cooviiiiieiieee, 68
TRINTELLIX.....cccovveieeiennnne 32 VERQUVO.....coooevreirieene. 38 XOSPATA...ccooiieeeeeeee 18
tri-sprintec (28) ....ccocueveevevcnnn. 62 VERSACLOZ......ccccvvvvvveenns 32 XPOVIO....cooooiiiiiiiieeene, 18
TRIUMEQ......ccooiieiieieeenee. 3  VERZENIO.....ccoooovvriieennn 18  XTANDI....cccoevieiiieirnee 18, 19
TRIUMEQ PD......cooeevvreren 3 veStura (28) ..eeeceeeeeeeeieeeeen, 62 xulane..........ccooveueecveiiiaiiaann, 60
TROPHAMINE 10 %............... 7O VIENVA ..o, 62  YESINTEK.....cccoooiiiiiiieee 39
IFOSPIUNM .. 68  vigabatrin...............ccceeeeenne. 21 YF-VAX (PF)uccoiiiiiiiiic. 56
TRULANCE......cccoviiiieeiins 53 vigadrone...........ccoceeveuvenennnnn. 21 yuvafem..........eeeeeeecveeneanenen. 60
TRULICITY .ooeeveeeieeeeeeeee 50 vilazodone.................ccccuveennnn.. 32 ZAfemy ... 60
TRUMENBA.......ccoooieiiiee 56 VIMKUNYA......cooovvieeiiene 56  zafirlukast.............ccooceeeeevenenn. 68
TRUQAP ..o 18  VIRACEPT ..., 3 zaleplon.........oeveeeaann 32
TUKYSA ..o 18  VIREAD....cccooiiiiiiieeeee 3 ZEJULA ..o, 19
TURALIO.....ccciiiiieieeee, 18  VITRAKVI....oooviiiiiiiine 18 ZELBORAF.....cocovviiiienne. 19
tUFPGOZ (28) eveveeeeieeeeieeeeen, 62 VIVITROL.......cceeevvvereeee. 27 Zenatame............ccceoeeeerveennnnnn. 41
TWINRIX (PF)...cooieiiiiiiee 56  VIVOTIF....ccoooviiniiinieeens 56  zidovudine...........cccooueveeuennnnne. 4
TYENNE......oooiiieees 59  VIZIMPRO.......cccovvvrieieeen 18  ziprasidone hcl.......................... 32
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ziprasidone mesylate................. 32

ZIRABEV ..., 19
ZIRGAN ....oooveiiieeeeeeee 62
ZOLINZA ..., 19
Z0IpIdem ..........cuueveceeeeeieanann. 32
ZONISADE.......cccovvviiiiiiee, 22
ZONISAMIAC ...vvveeoeeeeeeevvveanaannn. 22
zoVIA 1-35 (28) cveeeeeeeeieeannn, 62
ZTALMY ..o, 22
ZURZUVAE.....ccooovieeeieen. 32
ZYDELIG.......coooveiiiiiiiiien, 19
ZYKADIA ..o, 19
ZYMFENTRA.......covvvveee. 53

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

This drug list was updated in August 2025.
82


http://express-scripts.com

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 08/26/2025. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2025 Evernorth Health Services. All Rights Reserved.
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