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Express Scripts Medicare (PDP)
2024 Formulary (List of Covered Drugs)

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

Formulary ID Number: 24237, v7

This formulary was updated on 08/22/2023. 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 22, 2023. 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, 2025. 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 highly
utilized Medicare Part D drugs selected by Express Scripts Medicare in consultation with a team of
health care providers, which represents the prescription therapies believed to be a necessary part of a
quality treatment program. The formulary also includes information on requirements or limits for some
covered drugs that are part of Express Scripts Medicare’s standard formulary rules. Your specific plan
may provide coverage of additional drugs that are not listed in this formulary, and your plan may
have different plan rules and coverage. For more information on your plan’s specific drug coverage,
please review your other plan materials, visit us on the Web at express-scripts.com or contact Customer
Service.

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

Can my drug coverage change?

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

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

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

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

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

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

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2024 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2024 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 Drug List for the new benefit year for any changes to drugs.

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 153. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

e Prior Authorization: You or your doctor is required to get prior authorization for certain drugs.
This means that you will need to get approval from the plan before you fill your prescriptions. If
you don’t get approval, the drugs may not be covered. These drugs are noted with “PA” next to
them in the formulary.
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Some drugs may be covered under Part B or under Part D, depending on your medical condition.
Your doctor will need to get a prior authorization for these drugs as well, so your pharmacy can
process your prescription correctly.

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

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

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

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

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

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

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

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

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

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

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

72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than
24 hours after we get a supporting statement from your doctor or other prescriber.

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

How do I request an appeal?

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

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

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

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

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

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

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 153.
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The “Drug Name” column of the chart lists the drug name. Brand-name drugs are capitalized

(e.g., CRESTOR™) and generic drugs are listed in lowercase italics (e.g., atorvastatin). The information

in the “Requirements/Limits” column tells you if there are any special requirements for coverage of
that particular drug.

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

Your Costs

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

¢ Your coverage stage. Your plan has different stages of coverage. In each stage, the amount you

pay for a drug may change. Please refer to your other plan documents for more information
about your specific prescription drug benefit.

e The drug tier for your drug. Each covered drug is in one of four drug tiers. Each tier may have
a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs are

included in each tier and shows how costs may change with each tier.

Your other plan materials have more information about your plan’s coverage stages and list the specific

cost-sharing amounts for each tier.

Drug Tiers
Tier Includes Helpful tips
Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing
Generic commonly prescribed generic amount.
Drugs drugs and may include other
low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred
Brand Drugs | some generic drugs. drugs.
Tier 3: This tier includes non-preferred | Many non-preferred drugs have lower-cost
Non- brand-name drugs as well as alternatives in Tiers 1 and 2. Ask your doctor
Preferred some generic drugs. if switching to a lower-cost generic or
Drugs preferred brand-name drug may be right for
you.
Tier 4: This tier includes very high cost | To learn more about medications in this tier,
Specialty Tier | brand-name and generic drugs. you may contact a pharmacist using the
Drugs information provided on the front and back

covers of this formulary.

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

are. You can also contact Customer Service with any questions using the information listed on the front

and back covers of this formulary.
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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.

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, 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 doctor to get prior authorization for certain
drugs. This means that you will need to get approval before you fill your prescription. If you don’t get
approval, we may not cover this drug.

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

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

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).
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
fluconazole 1 MO
fluconazole in nacl 3 PA; MO
(iso-osm)
ANTIFUNGAL intravenous
AGENTS piggyback 200
ABELCET 3 PA;MO mg/100 ml
AMBISOME 4 PA fluconazole in nacl 3 PA
amphotericin b 3 PA; MO (lSO-OSWl)
intravenous
ANCOBON 4 MO piggyback 400
CANCIDAS 4 mgl200 ml
caspofungin 3 Sflucytosine 4 MO
clotrimazole mucous 1 MO griseofulvin 3 MO
membrane microsize
CRESEMBA 4 PA griseofulvin 3 MO
ORAL ultramicrosize
DIFLUCAN 3 MO itraconazole oral 3 MO; QL
ORAL capsule (120 per 30
SUSPENSION days)
FOR itraconazole oral 3 MO
RECONSTITUTI solution
ON " ketoconazole oral 1 MO
DIFLUCAN 3 MO : 5
ORAL TABLET micafungin 4 MO
100 MG, 150 MG, NOXAFIL ORAL 4 PA; MO;
200 MG SUSP.DELAYED QL (32 per
ERAXIS(WATER 4 MO EEEE?ISE FOR 30 days)
DILUENT)
INTRAVENOUS NOXAFIL ORAL 4 PA; MO;
RECON SOLN SUSPENSION QL (630 per
100 MG 30 days)
ERAXIS(WATER 3 MO NOXAFIL ORAL 4 PA; MO;
DILUENT) TABLET,DELAY QL (96 per
INTRAVENOUS ED RELEASE 30 days)
RECON SOLN 50 (DR/EC)
MG nystatin oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
posaconazole oral 4 PA; MO; abacavir-lamivudine 1 MO
suspension %Ld(&(; per acyclovir oral 1 MO
ays capsule
posaconazole oral 4 PA; MO; acyclovir oral 3 MO
tablet,delayed QL (96 per suspension 200 mgl3
release (drlec) 30 days) ml
E)I;{OARANAOX 3 MO; QL acyclovir oral tablet 1 MO
L CAPSULE Ellazos)p er 30 acyclovir sodium 3 PA; MO
Y intravenous solution
E)I;OARLANOX . MO adefovir 3 MO
SOLUTION amantadine hcl 1 MO
terbinafine hcl oral 1 MO APTIVUS 4 MO
TOLSURA 4 PA; MO; atazanavir 3 MO
QL (120 per BARACLUDE 4 MO
30 days) BIKTARVY 4 MO
VFEND IV 3 PA; MO CIMDUO 4 MO
;’FISEND SRAL 4 PAMO COMBIVIR 3 MO
FIéRPEN ION COMPLERA 4 MO
RECONSTITUTI darunavir 4 MO
ON ethanolate
VFEND ORAL 3 PA;MO DELSTRIGO 4 MO
TABLET DESCOVY 4 MO
VIVJOA 4 PA; QL (18 DOVATO 4 MO
per 84 days) EDURANT 4 MO
:;ggs::ozzje 4 PAIMO efavirenz 3 MO
efavirenz- 4 MO
voriconqzole oral 4 PA; MO emtricitabin-tenofov
iZig Z’siflltountl{) onr efavirenz-lamivu- 4 MO
tenofov diso
voriconazole oral 3 PA; MO f o P
tablet emtricitabine MO
emtricitabine- MO
ANTIVIRALS tenofovir (tdf)
abacavir 1 MO

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

EMTRIVA ORAL 3 MO HARVONI ORAL 4  PA;MO;

CAPSULE PELLETS IN QL (56 per

EMTRIVA ORAL 2 MO PACKET 45-200 28 days)

SOLUTION MG

entecavir 3 MO HARVONI ORAL 4  PA;MO;

EPCLUSA ORAL 4  PA; MO; E/I‘?LET 45-200 %Ld(;i)ljef

PELLETS IN QL (28 per y

PACKET 150-37.5 28 days) HARVONIORAL 4 PA;MO;

MG TABLET 90-400 QL (28 per

EPCLUSA ORAL 4  PA; MO; MG 28 days)

PELLETS IN QL (56 per INTELENCE 4 MO

PACKET 200-50 28 days) ORAL TABLET

MG 100 MG, 200 MG

EPCLUSA ORAL 4  PA;MO:; INTELENCE 3 MO

TABLET 200-50 QL (56 per ORAL TABLET

MG 28 days) 25 MG

EPCLUSA ORAL 4 PA;MO; ISENTRESS HD 4 MO

TABLET 400-100 QL (28 per ISENTRESS 4 MO

MG 28 days) ORAL POWDER

EPIVIR 3 MO IN PACKET

EPZICOM 4 MO ISENTRESS 4 MO

etravirine 4 MO ?;;g{;;gg;ET : -

EVOTAZ 4 MO ORAL

Jamciclovir I MO TABLET,CHEWA

fosamprenavir 3 MO BLE 100 MG

FUZEON 4 MO ISENTRESS 2 MO

SUBCUTANEOU ORAL

S RECON SOLN TABLET,CHEWA

GENVOYA 4 MO BLE 25 MG

HARVONI ORAL 4  PA;MO; JULUCA 4 MO

PELLETS IN QL (28 per KALETRA ORAL 3 MO

PACKET 33.75- 28 days) SOLUTION

150 MG KALETRA ORAL 3 MO

TABLET 100-25
MG

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

ts/Limits Tier ts/Limits
KALETRA ORAL MO NORVIR ORAL 3 MO
TABLET 200-50 POWDER IN
MG PACKET
lamivudine MO ODEFSEY 4 MO
lamivudine- MO oseltamivir 1 MO
zidovudine PIFELTRO 4 MO
LEDIPASVIR- PA; MO; PREVYMIS 4 PA; MO;
SOFOSBUVIR QL (28 per ORAL QL (30 per

28 days) 30 days)
LEXIVA ORAL MO PREZCOBIX 4 MO
SUSPENSION PREZISTA ORAL 4 MO
LEXIVA ORAL MO SUSPENSION
TABLET PREZISTAORAL 3 MO
LIVTENCITY PA; LA; TABLET 150 MG,

QL (120 per 75 MG

30 days) PREZISTA ORAL 4 MO
lopinavir-ritonavir MO TABLET 600 MG,
oral solution 800 MG
lopinavir-ritonavir MO RELENZA 3 MO
oral tablet DISKHALER
maraviroc MO RETROVIR 3 MO
MAVYRET PA; MO; ORAL CAPSULE
ORAL PELLETS QL (168 per RETROVIR 3 MO
IN PACKET 28 days) ORAL SYRUP
MAVYRET PA; MO; REYATAZ ORAL 4 MO
ORAL TABLET QL (84 per CAPSULE 200

28 days) MG, 300 MG
nevirapine oral REYATAZ ORAL 4 MO
SUspension POWDER IN
nevirapine oral MO PACKET
tablet ribavirin oral 1 MO
nevirapine oral MO capsule
tablet extended ribavirin oral tablet 1 MO
release 24 hr 200 mg

rimantadine 3 MO

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

ritonavir 1 MO tenofovir disoproxil 3 MO
RUKOBIA 4 MO fumarate
SELZENTRY 2 MO TIVICAY ORAL 2 MO
ORAL TABLET 10 MG
SOLUTION TIVICAY ORAL 4 MO
SELZENTRY 4 MO TABLET 25 MG,
ORAL TABLET 50 MG
150 MG, 300 MG TIVICAY PD 4 MO
SELZENTRY 2 MO TRIUMEQ 4 MO
ORAL TABLET TRIUMEQ PD 4 MO
25 M@, 75 MG TRIZIVIR 4 MO
soroseovie (R Lo~ RUvADA O
VELPATASVIR QL (28 per TYBOST < MO

28 days) valacyclovir oral 1 MO; QL
SOVALDI ORAL 4 PA- MO- tablet 1 gram (120 per 30
PELLETS IN QL (28 per ' days)
PACKET 150 MG 28 days) valacyclovir oral 1 MO; QL
SOVALDI ORAL 4 PA:MO: tablet 500 mg (60 per 30
PELLETS IN QL (56 per days)
PACKET 200 MG 28 days) VALCYTE 4 MO
SOVALDI ORAL 4 PA; MO; valganciclovir oral 4 MO
TABLET 200 MG QL (56 per recon soln

28 days) valganciclovir oral 1 MO
SOVALDI ORAL 4 PA: MO; tablet
TABLET 400 MG QL (28 per VALTREX ORAL 3 MO;QL

28 days) TABLET | GRAM (120 per 30
STRIBILD 4 MO days)
SUNLENCA 4 VALTREX ORAL 3 MO; QL
ORAL TABLET 500 MG (60 per 30
SYMFI 4 MO days)
SYMFI LO 4 MO XFIXLéED; j ﬁg
SYMTUZA 4 MO ORAL TABLET
TAMIFLU 3 MO VIREAD ORAL 4 MO

POWDER

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VIREAD ORAL 3 MO cefadroxil oral 1 MO
TABLET 150 MG, suspension for
200 MG, 250 MG reconstitution 250
VIREAD ORAL 4 MO mgl5 ml, 500 mgl5
TABLET 300 MG mi
VOSEVI 4 PA; MO:; cefadroxil oral 1 MO
QL (28 per tablet
28 days) cefazolin injection 3 MO
XOFLUZAORAL 2 MO recon soln 1 gram,
TABLET 40 MG, 500 mg
80 MG cefazolin injection 3
ZEPATIER 4 PA:; MO; recon soln 10 gram
QL (28 per cefdinir 1 MO
28 days) cefepime injection 3 MO
Z1IAGEN 3 MO cefixime 3 MO
zidovudine 1 MO cefoxitin 3 PA; MO
CEPHALOSPO intravenous recon
RINS soln 1 gram, 2 gram
AVYCAZ 4  PA;MO cefoxitin S PA
; ; ; I M intravenous recon
cefaclor oral capsule O soln 10 gram
cefaclor‘ oral | MO cefpodoxime 3 MO
suspension for .
reconstitution 125 cefprozil 1 MO
mgl5 ml ceftazidime injection 3 PA; MO
cefaclor oral 1 recon soln 1 gram, 2
suspension for gram
reconstitution 250 ceftazidime injection 3 PA
mgl5 ml, 375 mgl5 recon soln 6 gram
ml ceftriaxone injection 3 MO
cefaclor oral tablet 3 MO recon soln 1 gram, 2
extended release 12 gram, 250 mg, 500
hr mg
cefadroxil oral 1 MO ceftriaxone injection 3
capsule recon soln 10 gram
cefuroxime axetil 1 MO

oral tablet

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

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
cefuroxime sodium 3 PA; MO azithromycin oral 1
injection recon soln tablet 250 mg (6
750 mg pack), 500 mg (3
cefuroxime sodium 3 PA; MO pack)
intravenous recon azithromycin oral 1 MO
soln 1.5 gram tablet 250 mg, 500
cephalexin 1 MO mg, 600 mg
SUPRAX ORAL 3 MO clarithromycin 1 MO
CAPSULE DIFICID ORAL 4 QL (136 per
SUPRAX ORAL 3 MO SUSPENSION 10 days)
SUSPENSION FOR
FOR RECONSTITUTI
RECONSTITUTI ON
ON 200 MG/5 ML DIFICID ORAL 4 MO; QL
SUPRAX ORAL 3 TABLET (20 per 10
SUSPENSION days)
FOR e.e.s. 400 oral tablet 3 MO
RECONSTITUTI EES. 3 MO
ON 500 MG/5 ML GRANULES
SUPRAX ORAL 3 MO ERYPED 200 MO
gﬁg LET.CHEWA ERYPED 400 MO
IR - ery-tab oral MO
tazicef injection 3 PA; MO tablet, delayed
TEFLARO 4 PA; MO release (drlec) 250
ZERBAXA 4 PA mg, 333 mg
ERYTHROMYC ERY-TAB ORAL 3 MO
INS/ OTHER TABLET,DELAY
MACROLIDES ED RELEASE
h : - PA: MO (DR/EC) 500 MG
p :
?nztlra:g:;;(;m ’ erythrocin (as 3 MO
: _ stearate) oral tablet
azzt]}czromycm oral 1 MO 250 mg
packet ERYTHROCIN 3 PA;MO
azithromycin oral 1 MO INTRAVENOUS
suspension for RECON SOLN
reconstitution 500 MG

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
erythromycin 1 MO ARIKAYCE 4 PA; LA
ethylsuccinate oral atovaquone 3 MO
SUp ens‘zonf or atovaquone- 3 MO
reconstitution .
‘ proguanil
erythromycin 3 MO AZACTAM 3 PA: MO
ethylsuccinate oral ’
tablet aztreonam 3 PA; MO
erythromycin oral MO BENZNIDAZOLE 3 MO
ZITHROMAX PA; MO BETHKIS 4  PA;MO;
INTRAVENOUS QL (224 per
ZITHROMAX 3 MO 28 days)
ORAL PACKET BILTRICIDE 3 MO
ZITHROMAX 3 MO CAYSTON 4 PA; MO;
ORAL LA; QL (84
SUSPENSION per 56 days)
FOR chloroquine 1 MO
RECONSTITUTI phosphate
ON CLEOCIN HCL MO
ZITHROMAX 3 MO CLEOCIN MO
ORAL TABLET PEDIATRIC
;51(;11\{/[5(’)15\21?;(} : VO clindamycin hcl 1 MO
TRL.PAK clindamycin in 5 % 3 PA; MO
dextrose
I%I:LTI? ROMAX Z- S MO clindamycin 1 MO
pediatric
MISCELLANEO clindamycin 3 PA; MO
IAJ?ITIINFECTIV phosphate injection
ES clindamycin 3 PA; MO
phosphate
AEMCOLO 3 MO; QL intravenous
(12 per 30 COARTEM MO
days) colistin PA; MO;
albendazole 4 MO (colistimethate na) QL (30 per
amikacin injection 3 PA; MO 10 days)
solution 500 mg/2 CUBICIN RF 4 MO
ml

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

DALVANCE 4 PA; MO IMPAVIDO 4 PA; MO
dapsone oral 1 MO INVANZ 3 PA; MO;
DAPTOMYCIN 4 MO INJECTION QL (14 per
INTRAVENOUS 14 days)
RECON SOLN isoniazid oral 1 MO
350 MG ivermectin oral 1 PA; MO;
daptomycin 4 MO QL (20 per
intravenous recon 30 days)
soln 500 mg KITABIS PAK 4 PA;MO;
DARAPRIM 4 PA QL (280 per
EMVERM 4 MO 28 days)
ertapenem 3 PA; MO; KRINTAFEL MO

QL (14 per LAMPIT MO

14 days) linezolid in dextrose PA; MO
ethambutol 1 MO 5%
FIRVANQ 3 QL (450 per linezolid oral 4 MO

10 days) suspension for
FLAGYL ORAL 3 MO reconstitution
CAPSULE linezolid oral tablet MO
gentamicin in nacl 3 PA; MO MALARONE MO
(iso-0sm) MALARONE MO
intravenous PEDIATRIC
piggyback 100 .
mg/100 ml, 60 mefloquine 1 MO
mg/50 ml, 80 mg/50 MEPRON 4 MO
ml meropenem 3 PA; MO;
gentamicin in nacl 3 PA intravenous recon QL (30 per
(iso-osm) soln 1 gram 10 days)
intravenous meropenem 3 PA; MO;
piggyback 80 intravenous recon QL (10 per
mgl100 ml soln 500 mg 10 days)
gentamicin injection 3 PA; MO metronidazole in 3 PA; MO
solution 40 mg/ml nacl (iso-os)
HUMATIN 3 MO metronidazole oral 1 MO
hydroxychloroquine 1 MO
imipenem-cilastatin 3 PA; MO

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

This drug list was updated in August 2023.
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MYAMBUTOL 3 MO SIRTURO 4 PA; LA
ORAL TABLET SIVEXTRO 4 PA
400 MG INTRAVENOUS
MYCOBUTIN MO SIVEXTRO 4 MO
NEBUPENT PA; MO; ORAL
QL (1 per SOLOSEC 3 MO
28 days) STREPTOMYCIN 4  PA; MO;
neomycin | MO QL (60 per
nitazoxanide 4 MO 30 days)
paromomycin 3 MO STROMECTOL 3 PA; MO;
PENTAM 3 MO QL (20 per
pentamidine 3 PA; MO; : : 30 days)
inhalation QL (1 per tigecycline 4 PA; MO
28 days) tinidazole | MO
pentamidine 3 MO TOBI 4 PA; MO;
injection QL (280 per
PLAQUENIL 3 MO 28 days)
polymyxin b sulfate 1 PA; MO TOBI 4 MO:; QL
; PODHALER (224 per 56
praziquantel 3 MO days)
PRETOMANID . PA tobramycin in 0.225 4 PA; MO;
PRIFTIN 2 MO %% nacl QL (280 per
PRIMAQUINE 3 MO 28 days)
PRIMAXIN IV 3 PA; MO tobramycin 4 PA; MO;
INTRAVENOUS inhalation QL (224 per
RECON SOLN 28 days)
500 MG tobramycin sulfate 3 PA; MO
pyrazinamide 3 MO injection solution
pyrimethamine 4 PA; MO TRECATOR 3 MO
QUALAQUIN 3 MO TYGACIL 4 PA; MO
quinine sulfate 3 MO VABOMERE 3 PA
rifabutin 3 MO VANCOCIN 3 PA; MO;
rifampin 3 MO ORAL CAPSULE QL (40 per
intravenous 125 MG 10 days)
rifampin oral 1 MO

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VANCOCIN 4 PA; MO; ZYVOX 3 PA; MO
ORAL CAPSULE QL (80 per INTRAVENOUS
250 MG 10 days) PIGGYBACK 600
vancomycin 3 PA; MO; MG/300 ML
intravenous recon QL (20 per ZYVOX ORAL 4 MO
soln 1,000 mg 10 days) PENICILLINS
vancomycin 3 PA; QL (2 TR
intravenous recon per 10 days) amox;czllm oral ! MO
soln 10 gram capsute
B 3 PA: MO: amoxicillin oral | MO
. Y ’ ’ suspension for
intravenous recon QL (10 per fituti
soln 500 mg 10 days) reconstitution
vancomycin 3 PA: MO: amoxicillin oral | MO
intravenous recon QL (27 per tablet
soln 750 mg 10 days) amoxicillin oral 1 MO
vancomycin oral 3 PA; MO; tableztjsi)hewable 125
capsule 125 mg QL (40 per e ne
10 days) amoxicillin-pot 1 MO
vancomycin oral 3 PA; MO; clavulan'ateforal
capsule 250 mg QL (80 per Suspension jor
10 days) reconstitution
VANCOMYCIN 3 QL (450 per “?“O’C;C’”lt”'p‘” 1 . MO
ORAL RECON 10 days) f ‘;“[“”“ cord
SOLN 25 MG/ML e
vancomycin oral 1 MO; QL a;noxll Cllllt}’l-p ot / o MO
recon soln 50 mglml (450 per 10 cravutanate ord
days) tablet extended
SENLETA 1 release 12 hr
INTRAVENOUS amoxicillin-pot 1 MO
clavulanate oral
XENLETA ORAL 4 MO tablet, chewable
XIFAXAN ORAL 2 MO; QL (9 ampicillin oral 1 MO
TABLET 200 MG per 30 days) capsule 500 mg
XIFAXAN ORAL 4 MO; QL ampicillin sodium 3 PA; MO
TABLET 550 MG (90 per 30 injection recon soln
days) 1 gram, 10 gram,
ZEMDRI 4 PA 125 mg

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ampicillin- 3 PA; MO PENICILLIN G 3 PA
sulbactam injection POT IN
recon soln 1.5 gram, DEXTROSE
3 gram INTRAVENOUS
ampicillin- 3 PA PIGGYBACK 2
sulbactam injection MILLION
recon soln 15 gram ﬁ?ﬁ{é 2)1\11\/[]% 3
AUGMENTIN 3
ES-600 UNIT/50 ML
AUGMENTIN 3 MO penicillin g 3 PA; MO
ORAL potassium injection
recon soln 20
IS:Ié;PENSION million unit
RECONSTITUTI penicillin g procaine 3 PA; MO
ON 125-31.25 intramuscular
MG/5 ML syringe 1.2 million
BICILLIN C-R 2 PA;MO unitl2 mi
BICILLIN L-A 3 PA: MO penicillin g sodium 3 PA; MO
dicloxacillin 1 MO p emczl.lzn ' ! MO
E— : potassium
nafcillin injection 3 PA; MO piperacillin- 3 MO
recon soln 1 gram, 2
tazobactam
gram .
intravenous recon
nafcillin injection 4 PA soln 2.25 gram,
recon soln 10 gram 3.375 gram, 4.5
oxacillin in 3 PA gram
dextrose(iso-osm) piperacillin- 3
oxacillin injection 3 PA tazobactam
recon soln 1 gram, intravenous recon
10 gram soln 40.5 gram
oxacillin injection 3 PA; MO UNASYN 3 PA
recon soln 2 gram INJECTION
RECON SOLN 15
GRAM

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

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
UNASYN 3 PA; MO levofloxacin oral 1 MO
INJECTION tablet
RECON SOLN 3 moxifloxacin oral 1 MO
GRAM moxifloxacin- 3 PA; MO
ZOSYN IN 3 sod.chloride(iso)
DEXTROSE (ISO- ofloxacin oral tablet 1 MO
OSM) 300 400
INTRAVENOUS e, U ms
PIGGYBACK 2.25
GRAM/50 ML
BAXDELA 4 PA BACTRIM 3 MO
INTRAVENOUS BACTRIM DS 3 MO
BAXDELA ORAL 4 MO sulfadiazine 3 MO
CIPRO ORAL 3 sulfamethoxazole- 1 MO
SUSPENSION,MI trimethoprim oral
CROCAPSULE
RECON
CIPRO ORAL 3 MO .
TABLET 250 MG, demeclocycline 3 MO
500 MG DORYX MPC 3 ST; MO
ciprofloxacin hel 1 MO DORYX ORAL 3 ST; MO
oral TABLET,DELAY

. A ED RELEASE
0 .
Zzproﬂaxaczn in5% 3 PA; MO (DR/EC) 50 MG
extrose

intravenous doxy-100 3 PA; MO
piggyback 200 doxycycline hyclate 1 MO
mgl100 ml oral capsule
levofloxacin in d5w 3 PA; MO doxycycline hyclate 1 MO
intravenous oral tablet
piggyback 500 doxycycline hyclate 1 MO
mg/100 ml, 750 oral tablet,delayed
mgl150 ml release (drlec) 100
levofloxacin oral 3 MO mg, 150 mg, 200

solution

mg, 50 mg, 75 mg

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

DOXYCYCLINE 4 ST; MO SEYSARA ORAL 4 ST; MO
HYCLATE ORAL TABLET 150 MG
TABLET,DELAY SOLODYNORAL 3  ST;MO
ED RELEASE TABLET
(DR/EC) 80 MG EXTENDED
doxycycline 1 MO RELEASE 24 HR
monohydrate oral 105 MG, 115 MG,
capsule 55 MG, 65 MG, 80
DOXYCYCLINE 3 ST; MO MG
MONOHYDRAT TARGADOX ST; MO
E ORAL tetracycline MO
CAPSULEIR - VIBRAMYCIN MO
DELAY (CALCIUM)
REL,BIPHASE
doxycycline 3 MO VIBRAMYCIN &

(MONO)
monohydrate oral
suspension for VIBRAMYCIN 3 ST; MO
reconstitution ORAL CAPSULE
doxycycline 1 MO 100 MG
monohydrate oral XIMINO 3 ST; MO
tablet URINARY
minocycline oral 1 MO TRACT
capsule AGENTS
minocycline oral 3 MO fosfomycin 1 MO
tablet tromethamine
minocycline oral 1 MO HIPREX 3 MO
tablet extended MACROBID 3 MO
release 24 hr MACRODANTIN 3 MO
MINOLIRA ER 3 ST; MO - . i MO
NUZYRA 4 PA Z“l.et e
INTRAVENOUS °r . — 5
NUZYRA ORAL 4 "’fmf urantoin — 0
ORACEA 3 ST: MO nitrofurantoin

macrocrystal
SEYSARA ORAL 3 ST; MO ; ;
60 MG YAmrery

trimethoprim 1 MO

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

This drug list was updated in August 2023.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
ANTINEOPL AFINITOR 4 PA; MO;
y
IMMUNOSUP SUSPENSION 3
PRESSANT MG
DRUGS AFINITOR 4 PA; MO;
ADJUNCTIVE DISPERZ ORAL QL (180 per
AGENTS TABLET FOR 30 days)
SUSPENSION 5
leucovorin calcium MO MG
oral ALECENSA 4  PA;MO;
MESNEX ORAL MO QL (240 per
XGEVA PA; MO 30 days)
TIC | ORAL TABLET per 30 days)
IMMUNOSUPP 180 MG, 90 MG
SIS ORALTABLET | per30days)
per ays
DRUGS 30 MG
abiraterone oral PA; MO; ALUNBRIG 4 PA; QL (30
tablet 250 mg QL (120 per ORAL per 180
30 days) TABLETS,DOSE days)
abiraterone oral PA; MO; PACK
30 days)
anastrozole 1 MO
AFINITOR PA; MO;
QL (30 per ARIMIDEX 4 MO
30 days) AROMASIN 4 MO
AFINITOR PA; MO; ASTAGRAF XL 3 PA; MO
DISPERZ ORAL QL (330 per AYVAKIT 4 PA; LA;
TABLET FOR 30 days) QL (30 per
SUSPENSION 2 30 days)
MG AZASAN 3 PA;MO
azathioprine 1 PA; MO
BALVERSA 4 PA; LA
bexarotene 4 PA; MO

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
bicalutamide 1 MO CELLCEPT 4 PA; MO
BOSULIF ORAL 4  PA;MO; ORAL
TABLET 100 MG QL (90 per SUSPENSION
30 days) FOR
BOSULIF ORAL 4 PA; MO; gEICONSTITUTI
TABLET 400 MG, QL (30 per
500 MG 30 days) gglgLLC]?APELET 4 PAIMO
BRAFTOVI 4 PA; MO;
ORAL CAPSULE LA; QL COMETRIQ 4 PATMO;
75 MG (180 per 30 ORAL CAPSULE QL (56 per
days) 100 MG/DAY (80 28 days)
BRUKINSA 4 PA;LA; MG X1-20 MG
QL (120 per X1)
30 days) COMETRIQ 4 PA; MO;
: : ORAL CAPSULE QL (112 per
CABOMETYX 4 iﬁi 1(\248 50 140 MG/DAY (80 28 days)
’ MG X1-20 MG
per 30 days) X3)
CALQUENCE 4 PA; LA; COMETRIQ 4 PA: MO:
%L d(:os)per ORAL CAPSULE QL (84 per
y 60 MG/DAY (20 28 days)
CALQUENCE 4 PA; LA; MG X 3/DAY)
(ACALABRUTIN QL (60 per COPIKTRA 4 PA: LA
IB MAL) 30 days) QL’ (60 I’)er
CAPRELSA 4 PA; LA; 30 days)
ORAL TABLET QL (60 per COTELLIC e
100 MG 30 days) LA" QL 263
CAPRELSA 4  PA;LA; per 28 days)
ORAL TABLET QL (30 per ;
cyclophosphamide 1 PA; MO
300 MG 30 days) Oia l :; s 1/56
CASODEX MO CYCLOPHOSPH 2 PA; MO
CELLCEPT PA; MO AMIDE ORAL
ORAL CAPSULE TABLET
cyclosporine 1 PA; MO
modified oral
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 vii. To confirm your plan’s
specific 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 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
cyclosporine 1 PA erlotinib oral tablet 4 PA; MO;
modified oral 25mg QL (60 per
solution 30 days)
cyclosporine oral 1 PA; MO everolimus 4 PA; MO;
capsule (antineoplastic) QL (30 per
DAURISMO 4 PA; MO:; oral tablet 30 days)
ORAL TABLET QL (30 per everolimus 4 PA; MO;
100 MG 30 days) (antineoplastic) QL (330 per
DAURISMO 4 PA; MO; oral tablet for 30 days)
ORAL TABLET QL (60 per suspension 2 mg
25 MG 30 days) everolimus 4 PA; MO;
DROXIA b MO (antineoplastic) QL (240 per
ELIGARD 5 PA: MO oral tablet for 30 days)
’ suspension 3 mg
&Lég?ﬁi) 3 2 PA; MO everolimus 4 PA; MO;
(antineoplastic) QL (180 per
ELIGARD (4 2 PA; MO oral tablet for 30 days)
MONTH) suspension 5 mg
ELIGARD (6 2 PA; MO everolimus 3 PA; MO
MONTH) (immunosuppressive
EMCYT 4 MO ) oral tablet 0.25
ENSPRYNG 4 PA; MO mg
ENVARSUS XR 3 PA;MO everolimus 4 PA;MO
ERIVEDGE 4 PA- MO: (immunosuppressive
’ ’ ) oral tablet 0.5 mg,
QL (30 per 0.75 mg, 1 m
30 days) i & 1 me
ERLEADAORAL 4  PA; MO: exemestane S MO
TABLET 240 MG QL (30 per EXKIVITY PA; LA;
30 days) QL (120 per
ERLEADAORAL 4  PA;MO; 30 days)
TABLET 60 MG QL (120 per FARESTON 4 MO
30 days) FEMARA 3 MO
erlotinib oral tablet 4 PA; MO;
100 mg, 150 mg QL (30 per
30 days)

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FIRMAGON KIT 4 PA; MO IBRANCE 4 PA; MO;
W DILUENT QL (21 per
SYRINGE 28 days)
SUBCUTANEOU ICLUSIG 4  PA;QL (30
?2%1;:\%81\1 SOLN per 30 days)
IDHIFA 4 PA; MO;
FIRMAGON KIT 3 PA; MO LA; QL (30
gg{l}i?&%EENT per 30 days)
SUBCUTANEOU imatinib oral tablet 4 PA; MO;
S RECON SOLN 100 mg QL (180 per
20 MG 30 days)
e imatinib oral tablet 4 PA; MO;
FOTIVDA 4 PA; LA; 200 m QL (60 per
QL (21 per & P
28 days) 30 days)
: : IMBRUVICA 4 PA; QL
GAVRETO i iﬁi gg ’ ORAL CAPSULE (120 per 30
(12(’) per 30 140 MG days)
days) IMBRUVICA 4 PA; QL (30
P ) ) ORAL CAPSULE per 30 days)
gefitinib 4 PA; MO; 70 MG
QL (30 per
30 days) IMBRUVICA 4 PA; QL
- ORAL (324 per 30
gengraf i Pi’ MO SUSPENSION days)
GILOTRIF gL’ (%O’er IMBRUVICA 4 PA;QL(30
30 da S)P ORAL TABLET per 30 days)
Y 140 MG, 280 MG,
GkEEVEC ORAL 4 PA; MO:; 420 MG
TABLET 100 MG %Ld;lfs(; per IMURAN 3 PA: MO
GLEEVECORAL 4  PA; MO; I&%{E’% ?&?}L 4 lc)gli; %;g;
TABLET 400 MG QL (60 per (180 per
30 days) 30 days)
INLYTA ORAL 4 PA; MO;
GLEOSTINE sl MO TABLET 5 MG QL (120 per
HYDREA 3 MO 30 days)
hydroxyurea 1 MO

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
INQOVI 4 PA; MO; KISQALI 4 PA; MO;
QL (5 per FEMARA CO- QL (91 per
28 days) PACK ORAL 28 days)
INREBIC 4  PA; MO; TABLET 600
LA; QL MG/DAY (200 MG
(120 per 30 X 3)-2.5 MG
days) KISQALI ORAL 4 PA; MO;
IRESSA 4 PA; MO; TABLET 200 QL (21 per
QL (30 per MG/DAY (200 28 days)
30 days) MG X 1)
JAKAFI 4 PA; MO; KISQALI ORAL 4 PA; MO;
QL (60 per TABLET 400 QL (42 per
30 days) MG/DAY (200 28 days)
JAYPIRCA ORAL 4 PA; MO; MG X 2)
TABLET 100 MG QL (60 per KISQALI ORAL 4 PATMO;
30 days) TABLET 600 QL (63 per
JAYPIRCAORAL 4  PA; MO; ﬁg/ Q‘Z\)Y (200 28 days)
TABLET 50 MG QL (30 per
30 days) KLISYRI 4 MO
KANJINTI 4 PA;MO KOSELUGO 4 PA
KISQALI 4 PA; MO; KRAZATI 4 PA; QL
FEMARA CO- QL (49 per (180 per 30
PACK ORAL 28 days) days)
TABLET 200 lapatinib 4 PA; MO:;
MG/DAY (200 MG QL (180 per
X 1)-2.5 MG 30 days)
KISQALI 4 PA; MO; lenalidomide oral 4 PA; MO;
FEMARA CO- QL (70 per capsule 10 mg, 15 QL (28 per
PACK ORAL 28 days) mg, 25 mg, 5 mg 28 days)
TABLET 400 lenalidomide oral 4 PA; QL (28
MG/DAY(200 MG capsule 2.5 mg, 20 per 28 days)
X 2)-2.5 MG mg
LENVIMA ORAL 4 PA; MO;
CAPSULE 10 QL (30 per
MG/DAY (10 MG 30 days)
X1),4 MG

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LENVIMA ORAL 4 PA; MO; LUPRON DEPOT 4 PA; MO
CAPSULE 12 QL (90 per (4 MONTH)
MG/DAY (4 MG 30 days) LUPRONDEPOT 4  PA;MO
X 3), 18 MG/DAY (6 MONTH)
gg)l\gf X 1-4 MG LUPRON 4  PA;MO
MG/DAY(10 MG DEPOT-PED (3
X2-4MGX1) MONTH)
INTRAMUSCUL
LENVIMA ORAL 4 PA; MO; AR SYRINGE
CAPSULE 14 QL (60 per KIT11.25 MG
MG/DAY (10 MG 30 days) LUPRON 4 PA: MO
X 1-4MGX1),20 DEPOT-PED
MG/DAY (10 MG A
INTRAMUSCUL
X 2), 8 MG/DAY
AR KIT 7.5 MG
4MGX2) (PED)
letrozole 1 MO LUPRON 4 PA: MO
LEUKERAN 4 MO DEPOT-PED
LEUPROLIDE (3 4 PA INTRAMUSCUL
MONTH) AR SYRINGE
leuprolide 4 PA; MO KIT
subcutaneous kit LYNPARZA 4 PA; MO;
LONSURF 4  PA;MO QL (120 per
LORBRENA 4  PA;MO; 30 days)
ORAL TABLET QL (30 per LYSODREN 4
100 MG 30 days) LYTGOBI 4 PA; LA
LORBRENA 4 PA; MO; MATULANE 4
ORAL TABLET QL (90 per megestrol oral 1 PA; MO
25 MG 30 days) suspension 400
LUMAKRAS 4 PA; MO mgl10 ml (40
LUPKYNIS 4 PA;LA; mglml)
QL (180 per megestrol oral 3 PA; MO
30 days) suspension 625 mgl5
LUPRONDEPOT 4  PA;MO ml (125 mglml)
LUPRON DEPOT 4 PA; MO megestrol oral 1 PA; MO
(3 MONTH) tablet

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
MEKINIST 4 PA; MO; NEXAVAR 4 PA; MO;
ORAL RECON QL (1200 LA; QL
SOLN per 30 days) (120 per 30
MEKINIST 4  PA;MO; days)
ORAL TABLET QL (90 per NILANDRON 4 PA; MO
0.5 MG 30 days) nilutamide 4 PA; MO
MEKINIST 4 PA; MO; NINLARO 4 PA:; MO;
ORAL TABLET 2 QL (30 per QL (3 per
MG 30 days) 28 days)
MEKTOVI 4 PA; MO; NUBEQA 4 PA; MO;
LA; QL LA; QL
(180 per 30 (120 per 30
days) days)
mercaptopurine 1 MO octreotide acetate 4 PA; MO
methotrexate 1 PA; MO injection solution
sodium 1,000 mcgiml, 500
methotrexate 1 PA; MO mcglml
sodium (pf) octreotide acetate 3 PA; MO
injection solution injection solution
MVASI 4 PA; MO 100 mcegiml, 200
MYCAPSSA 4 PALA meglmi, 50 megiml
mycophenolate 1 PA; MO ODOMZO 4 PA" MO;
. LA; QL (30
mofetil oral capsule
per 30 days)
my;o%zenollate 4 PA; MO ONTRUZANT 4 PA
moyens ord i INTRAVENOUS
e RECON SOLN
reconstitution 150 MG
mycopﬁenolate 1 PA; MO ONUREG A PA: MO:
mofetil oral tablet QL (14 per
mycophenolate 3 PA; MO 28 days)
sodium ORGOVYX 4  PA;LA;
MYFORTIC 3 PA; MO QL (30 per
NEORAL 3 PA; MO 28 days)
NERLYNX 4 PA; MO; ORSERDU ORAL 4 PA; QL (30
LA TABLET 345 MG per 30 days)

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

This drug list was updated in August 2023.
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Tier  ts/Limits Tier  ts/Limits

ORSERDU ORAL 4  PA;QL (90 RETEVMO ORAL 4  PA;MO;
TABLET 86 MG per 30 days) CAPSULE 80 MG LA; QL
PEMAZYRE 4 PA; LA; (120 per 30

QL (14 per days)

21 days) REVLIMID 4  PA;MO;
PIQRAY 4 PA; MO LA; QL (28
POMALYST 4 PA;MO; per 28 days)

LA REZLIDHIA 4  PA;QL (60
PROGRAFORAL 3  PA;MO per 30 days)
CAPSULE 0.5 REZUROCK 4  PA;LA;
MG, 1 MG QL (30 per
PROGRAFORAL 4  PA;MO 30 days)
CAPSULE 5 MG RIABNI 4  PA;MO
PROGRAF ORAL 3 PA;MO ROZLYTREK 4  PA;MO;
GRANULES IN ORAL CAPSULE QL (150 per
PACKET 100 MG 30 days)
PURIXAN 4 ROZLYTREK 4  PA;MO;
QINLOCK 4 PA.LA. ORAL CAPSULE QL (90 per

QL (90 per 200 MG 30 days)

30 days) RUBRACA 4 PA; MO;
RAPAMUNE 4  PA;MO LA; QL
ORAL (120 per 30
SOLUTION days)
RAPAMUNE 3 PA.MO RUXIENCE 4  PA;MO
ORAL TABLET RYDAPT 4  PA;MO;
0.5 MG QL (224 per
RAPAMUNE 4  PA;MO 28 days)
ORAL TABLET 1 SANDIMMUNE 3 PA;MO
MG, 2 MG ORAL
RETEVMO ORAL 4  PA; MO; SANDOSTATIN 3 PA;MO
CAPSULE 40 MG LA; QL INJECTION

(180 per 30 SOLUTION 100

days) MCG/ML, 50

MCG/ML, 500
MCG/ML

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

This drug list was updated in August 2023.
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SCEMBLIX 4  PA;MO; SUTENT 4  PA;MO;
ORAL TABLET QL (600 per QL (30 per
20 MG 30 days) 30 days)
SCEMBLIX 4  PA;MO; SYNRIBO 4  PA
ORAL TABLET QL (300 per TABLOID 3 MO
40 MG 30 days) TABRECTA 4 PA;MO
SIGNIFOR _ PA tacrolimus oral 1 PA; MO
%ﬁLL%STOI%’gOL R MO TAFINLAR 4  PA;MO;
MG : ORAL CAPSULE QL (120 per
30 days)
%ﬁLLOESTCiIg(ﬁ\Ld G . MO TAFINLAR 4  PA;MO;
ORAL TABLET QL (840 per
sirolimus oral 4 PA; MO FOR 28 days)
solution SUSPENSION
sirolimus oral tablet 3 PA; MO TAGRISSO 4 PA:; MO;
SOLTAMOX 4 MO LA:; QL (30
SOMATULINE 4  PA;MO per 30 days)
DEPOT TALZENNA 4  PA; MO;
sorafenib 4 PA: MO: ORAL CAPSULE QL (30 per
QL (120 per 0.25 MG, 0.5 MG, 30 days)
30 days) 0.75 MG, | MG
SPRYCEL ORAL 4  PA; MO; tamoxifen I MO
TABLET 100 MG, QL (30 per TARGRETIN 4  PA;MO
140 MG, 50 MG, 30 days) TASIGNA ORAL 4  PA; MO;
80 MG CAPSULE 150 QL (112 per
SPRYCEL ORAL 4  PA;MO; MG, 200 MG 28 days)
TABLET 20 MG, QL (60 per TASIGNA ORAL 4 PA;MO;
70 MG 30 days) CAPSULE 50 MG QL (120 per
STIVARGA 4 PA; MO; 30 days)
QL (84 per TAZVERIK 4 PA; LA
- 28 days) TEPMETKO 4  PAJLA
sunitinib malate 4 1(321}‘:, (%O,er THALOMID 4 PA: MO:
30 da S)p ORAL CAPSULE QL (28 per
y 100 MG, 50 MG 28 days)

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

This drug list was updated in August 2023.
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Tier  ts/Limits Tier  ts/Limits
THALOMID 4  PA;MO:; VENCLEXTA 4  PA;LA;
ORAL CAPSULE QL (56 per ORAL TABLET QL (30 per
150 MG, 200 MG 28 days) 50 MG 30 days)
TIBSOVO 4  PA VENCLEXTA 4 PA;LA;
toremifene 4 MO STARTING QL (42 per
TRAZIMERA 4  PA;MO PACK 180 days)
TRELSTAR 3 PA;MO VERZENIO 4 iﬁ’_ 1(\345 (60
INTRAMUSCUL er 30 days)
AR SUSPENSION p y
FOR VIJOICE ORAL 4  PA;QL (28
RECONSTITUTI TABLET 125 MG, per 28 days)
ON 50 MG
retinoin 4 MO VIJOICE ORAL 4 PA;QL (56
(antineoplastic) TABLET 250 per 28 days)
: MG/DAY (200
TREXALL 3 PA;MO MG X150 MG
TUKYSA ORAL 4 PA;LA; X1)
TABLET 150 MG ?OL d(al 23 per VITRAKVIORAL 4  PA: MO:
y CAPSULE 100 LA; QL (60
TUKYSA ORAL 4  PA;LA: MG per 30 days)
TABLET 50 MG %Ld(”g per VITRAKVIORAL 4  PA: MO:
ays CAPSULE 25 MG LA; QL
TURALIO ORAL 4 PA; LA; (180 per 30
CAPSULE 125 QL (120 per days)
MG 30 days) VITRAKVIORAL 4  PA: MO;
TYKERB 4 PA; MO; SOLUTION LA; QL
LA; QL (300 per 30
51180 per 30 days)
4ys) VIZIMPRO 4 PA; MO;
VENCLEXTA 3 PA; LA; QL (30 per
ORAL TABLET QL (60 per 30 days)
10 MG 30 days) VONJO 4  PA;QL
VENCLEXTA 4 PA; LA; (120 per 30
ORAL TABLET QL (120 per days)
100 MG 30 days) VOTRIENT 4  PA;MO:
QL (120 per
30 days)

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

This drug list was updated in August 2023.
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WELIREG 4  PA;LA YONSA 4  PA; MO;
XALKORI 4  PA;MO; QL (120 per
QL (60 per 30 days)
30 days) ZEJULA ORAL 4  PA; MO;
XATMEP 3 PA;: MO CAPSULE LA; QL (90
XERMELO PA; LA; per 30 days)
QL (84 per ZELBORAF 4  PA; MO;
28 days) QL (240 per
XOSPATA 4 PA;LA; 30 days)
QL (90 per ZIRABEV 4 PA; MO
30 days) ZOLINZA 4 PA; MO;
XPOVIO ORAL 4 PA; LA QL (120 per
TABLET 100 30 days)
MG/WEEK (50 ZORTRESS 3 PA;MO
MG X 2), 40 ORAL TABLET
MG/WEEK (40 0.25 MG
MG X 1), 40MG ZORTRESS 4  PA;MO
TWICE WEEK (40 ORAL TABLET
MG X 2), 60 0.5 MG, 0.75 MG,
MG/WEEK (60 1 MG
¥\$1§151)\°)v61£:)]¥[KG ZYDELIG 4  PA; MO;
(120 MG/WEEK), %Ld(m )per
80 MG/WEEK (40 ays
MG X 2), 80MG ZYKADIA 4 PA; MO;
TWICE WEEK QL (90 per
(160 MG/WEEK) 30 days)
XTANDI ORAL 4 PA;MO; ZYTIGA ORAL 4 PA;MO;
CAPSULE QL (120 per TABLET 250 MG QL (120 per
30 days) 30 days)
XTANDI ORAL 4  PA; MO; ZYTIGA ORAL 4 PAMO;
TABLET 40 MG QL (120 per TABLET 500 MG QL (60 per
30 days) 30 days)
XTANDI ORAL 4  PA; MO;
TABLET 80 MG QL (60 per
30 days)

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

This drug list was updated in August 2023.
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AUTONOMIC carbamazepine oral 1 MO
| CNS DRUGS tablet extended
9
release 12 hr
NEUROLOGY :
| PSYCH carbamazepine oral | MO
tablet,chewable
ANTICONVULS CARBATROL MO
ANTS CELONTIN MO
APTIOM ORAL 4  MO;QL ORAL CAPSULE
TABLET 200 MG (180 per 30 300 MG
days) clobazam oral 3 PA; MO;
APTIOM ORAL 4 MO; QL suspension QL (480 per
TABLET 400 MG (90 per 30 30 days)
days) clobazam oral tablet 3 PA; MO;
APTIOM ORAL 4 MO; QL QL (60 per
TABLET 600 MG, (60 per 30 30 days)
800 MG days) clonazepam oral 1 MO; QL
BANZEL 4 PA: MO tablet 0.5 mg, 1 mg (90 per 30
BRIVIACT 3 MO;QL days)
INTRAVENOUS (600 per 30 clonazepam oral 1 MO; QL
days) tablet 2 mg (300 per 30
BRIVIACTORAL 4  MO; QL days)
SOLUTION (600 per 30 clonazepam oral 1 MO; QL
days) tablet,disintegrating (90 per 30
BRIVIACT ORAL 4  MO;QL 0120 mg. 0.2 mg, days)
days) clonazepam oral 1 MO; QL
carbamazepine oral 1 MO tablet,disintegrating (300 per 30
2 mg days)
capsule, er
multiphase 12 hr DEPAKOTE MO
carbamazepine oral 1 MO DEPAKOTE ER MO
suspension 100 mgl5 DEPAKOTE MO
ml SPRINKLES
carbamazepine oral 1 MO DIACOMIT 4 PA; LA
tablet DIASTAT MO
DIASTAT MO
ACUDIAL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 2023.
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diazepam rectal 3 MO FYCOMPA 3 MO; QL
DILANTIN 30 3 MO ORAL TABLET 2 (60 per 30
MG MG days)
DILANTIN 3 MO FYCOMPA 4 MO;QL
EXTENDED 100 ORAL TABLET 4 (60 per 30
MG MG, 6 MG days)
DILANTIN 3 MO gabapentin oral 1 MO; QL
INFATABS 50 capsule 100 mg, 400 (270 per 30
MG mg days)
DILANTIN-125 3 MO gabapentin oral 1 MO; QL
125 MG/5 ML capsule 300 mg (360 per 30
divalproex | MO ; ; i iZZ)S)QL
X X gabapentin ora ;
EPIDIOLEX 4 i‘: MO; solution 250 mgl5 (2160 per
: ml 30 days)
epitol ! MO gabapentin oral 1 MO; QL
EPRONTIA 3 PAMO tablet 600 mg (180 per 30
EQUETRO 3 MO days)
ethosuximide 1 MO gabapentin oral 1 MO; QL
felbamate oral 4 MO tablet 800 mg (120 per 30
SUSpension days)
felbamate oral 3 MO GRALISE ORAL 2 PA; MO;
tablet TABLET QL (30 per
EXTENDED 30 days)
FELBATOL 4 MO RELEASE 24 HR
FINTEPLA 4 PA; LA; 300 MG
%Ld(%(; pet GRALISEORAL 2 PA; MO;
ays TABLET QL (60 per
FYCOMPA 4 MO; QL EXTENDED 30 days)
ORAL (720 per 30 RELEASE 24 HR
SUSPENSION days) 450 MG, 750 MG,
FYCOMPA 4 MO; QL 900 MG
ORAL TABLET (30 per 30 GRALISE ORAL 2 PA;MO;
10 MG, 12 MG, 8 days) TABLET QL (90 per
MG EXTENDED 30 days)
RELEASE 24 HR
600 MG

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

This drug list was updated in August 2023.
27


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
KEPPRA ORAL 3 MO LAMICTAL XR 3 MO
KEPPRA XR 3 MO STARTER
KLONOPIN 3 MO;QL (BLUE)
ORAL TABLET (90 per 30 LAMICTAL XR 3 MO
0.5 MG, 1 MG days) STARTER
KLONOPIN 3 MO;QL (GREEN)
ORAL TABLET 2 (300 per 30 LAMICTAL XR 3 MO
lacosamide oral 3 MO; QL (ORANGE)
solution (1200 per lamotrigine oral 1 MO
30 days) tablet
lacosamide oral 3 MO; QL lamotrigine oral 3 MO
tablet 100 mg, 150 (60 per 30 tablet
mg, 200 mg days) disintegrating, dose
lacosamide oral 1 MO; QL Pk _
tablet 50 mg (120 per 30 lamotrigine oral 1 MO
days) tablet extended
LAMICTAL ODT MO release 24hr
LAMICTAL MO lamotrigine oral 1 MO
ORAL TABLET tablet, chewable
dispersible
LAMICTAL 3 MO —
ORAL TABLET lamotrigine oral 3 MO
CHEWABLE ’ tablet,disintegrating
DISPERSIBLE 25 lamotrigine oral 3 MO
MG, 5 MG tablets,dose pack
LAMICTAL 3 MO levetiracetam oral 1 MO
STARTER solution 100 mglml
(BLUE) KIT levetiracetam oral 1 MO
LAMICTAL 3 MO tablet
STARTER levetiracetam oral 1 MO
(GREEN) KIT tablet extended
LAMICTAL 3 MO release 24 hr
STARTER
(ORANGE) KIT
LAMICTAL XR 3 MO

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

This drug list was updated in August 2023.
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LYRICA CR 3 PA; MO; NEURONTIN 3 MO; QL
ORAL TABLET QL (30 per ORAL TABLET (180 per 30
EXTENDED 30 days) 600 MG days)
RELEASE 24 HR NEURONTIN 3 MO:;QL
165 MG, 82.5 MG ORAL TABLET (120 per 30
LYRICA CR 3 PA; MO; 800 MG days)
ORAL TABLET QL (60 per ONFI ORAL 4 PA; MO:;
EXTENDED 30 days) SUSPENSION QL (480 per
RELEASE 24 HR 30 days)
330MG ONFI ORAL 4 PA; MO
LYRICA ORAL 3 MO;QL TABLET QL (60 per
CAPSULE 100 (90 per 30 30 days)
ﬁg’ égOMl\éG’séoo days) oxcarbazepine oral 3 MO
MG, 75 MG’ suspension
LYliIC A ORAL 3 MO: QL oxcarbazepine oral 1 MO
CAPSULE 225 (60 per 30 tablet
MG, 300 MG days) OXTELLAR XR MO
LYRICA ORAL 3 MO; QL phenobarbital oral PA; MO
SOLUTION (900 per 30 elixir

days) phenobarbital oral 1 PA
methsuximide 3 MO tablet 100 mg, 15
MYSOLINE 4 MO ””;lg’ 5 Z ””2” 6? ””gl .
) ) phenobarbital ora 1 PA; MO
NAYZILAM 4 g}‘:’ (%Ojer tablet 16.2 mg, 32.4
20 days)p mg, 64.8 mg, 97.2
mg

NEURONTIN 3 MO; QL
ORAL CAPSULE (270 per 30 PHENYTEK f MO
100 MG, 400 MG days) phenytoin oral 1 MO
NEURONTIN 3 MO: QL suspension 125 mgl5
ORAL CAPSULE (360 per 30 mi
300 MG days) phenytoin oral 1 MO
NEURONTIN 3 MO: QL tablet,chewable
ORAL 21 6b per phenytoin sodium 1 MO
SOLUTION 30 days) extended

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 2023.
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pregabalin oral 1 MO; QL subvenite starter 3 MO
capsule 100 mg, 150 (90 per 30 (blue) kit
mg, 200 mg, 25 mg, days) subvenite starter 3 MO
50 mg, 75 mg (green) kit
pregabalin oral 1 MO; QL subvenite starter 3 MO
capsule 225 mg, 300 (60 per 30 (orange) kit
I days) SYMPAZAN 4 PA;MO;
pregabalin oral 1 MO; QL ORAL FILM 10 QL (60 per
solution (900 per 30 MG, 20 MG 30 days)

. days) SYMPAZAN 3 PA;MO;
pregabalin oral 1 PA; MO; ORAL FILM 5 QL (60 per
tablet extended QL (30 per MG 30 days)
relecgs; §4 hr 165 30 days) TEGRETOL 3 MO
me 0.0 s ORAL
pregabalin oral 1 PA; MO; SUSPENSION
leass 24 hr 330 m s TEGRETOL ;Mo
PRIMIDONE : 3 MO i ORAL TABLET
ORAL TABLET TEGRETOL XR 3 MO
125 MG tiagabine 3 MO
primidone oral 1 MO TOPAMAX 3 PA; MO
tablet 250 mg, 50 topiramate oral | PA; MO
mg capsule, sprinkle
QUDEXY XR 3 PA; MO topiramate oral | PA; MO
roweepra oral tablet 1 MO capsule,extended
500 mg release 24hr 100
rufinamide oral 4 PA; MO mg, 25 mg, 50 mg
suspension topiramate oral 4 PA; MO
rufinamide oral 3 PA; MO capsule,extended
tablet 200 mg release 24hr 200 mg
rufinamide oral 4 PA; MO topiramate N ral ! PA; MO
tablet 400 mg capsule,sprinkle,er

24hr
SABRIL g i:’ MO; topiramate oral 1 PA; MO
tablet

SPRITAM 3 MO TRILEPTAL 3 MO
subvenite 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TROKENDI XR 3 PA; MO XCOPRI 4 MO; QL
ORAL MAINTENANCE (56 per 28
CAPSULE.EXTE PACK ORAL days)
NDED RELEASE TABLET
24HR 100 MG, 25 250MG/DAY (150
MG, 50 MG MG X1-100MG
TROKENDI XR 4  PA;MO X1), 350 MG/DAY
ORAL (200 MG X1-
CAPSULE,EXTE 150MG X1)
NDED RELEASE XCOPRI ORAL 4 MO; QL
24HR 200 MG TABLET 100 MG (120 per 30
valproic acid 1 MO days)
valproic acid (as 1 MO XCOPRI ORAL 4 MO; QL
sodium salt) oral TABLET 150 MG, (60 per 30
solution 250 mgl5 200 MG days)
ml XCOPRI ORAL 4 MO; QL
VALTOCO 4 PA; MO; TABLET 50 MG (240 per 30
QL (10 per days)
30 days) XCOPRI 3 MO; QL
vigabatrin 4 PA: MO; TITRATION (28 per 180
LA PACK ORAL days)
. _ TABLETS,DOSE
e NI G
powder inp (14)- 25 MG (14)
soLUtion  (aoper  XCOPRI 4 MOQL
30 da ps) TITRATION (28 per 180
y PACK ORAL days)
VIMPAT ORAL 4 MO; QL TABLETS,DOSE
TABLET 100 MG, (60 per 30 PACK 150 MG
150 MG, 200 MG days) (14)- 200 MG (14),
VIMPAT ORAL 3 MO;QL 50 MG (14)- 100
TABLET 50 MG (120 per 30 MG (14)
days) ZARONTIN 3 MO
ZONEGRAN 3 PA;MO
ORAL CAPSULE
100 MG, 25 MG
ZONISADE 4 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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zonisamide 1 PA; MO INBRIJA 4 PA; QL
7ZTALMY 4 PA; LA; INHALATION (300 per 30
QL (1080 CAPSULE, days)
per 30 days) W/INHALATION
ANTIPARKINS DEVICE
ONISM LODOSYN 3 MO
AGENTS MIRAPEX ER 3 MO
APOKYN 4 PA;MO; NEUPRO 5 Mo
LA; QL (90 NOURIANZ 4 PA; MO;
per 30 days) LA; QL (30
apomorphine 4 PA; QL (90 per 30 days)
per 30 days) ONGENTYS 3 PA; MO;
AZILECT 3 MO QL (30 per
benztropine oral I PA;MO 30 days)
crEtopine o : OSMOLEX ER 3 PA;QL (30
bromocriptine 3 MO ORAL TABLET, per 30 days)
carbidopa 1 MO IR - ER,
carbidopa-levodopa 1 MO BIPHASIC 24HR
carbidopa-levodopa- 3 MO 195 MG
entacapone PARLODEL 3 MO
COMTAN 3 MO pramipexole 1 MO
DHIVY 3 MO rasagiline 3 MO
DUOPA 4 PA: MO ropinirole oral 1 MO
entacapone 3 MO tabl'ez‘
GOCOVRIORAL 4  PA; QL (60 ropmirole oral. . M0
CAPSULE,EXTE per 30 days) tablet extende
NDED RELEASE release 24 hr
24HR 137 MG RYTARY 3 MO
GOCOVRI ORAL 4  PA;QL(30 selegiline hcl 1 MO
CAPSULE,EXTE per 30 days) SINEMET ORAL 3 MO
NDED RELEASE TABLET 10-100
24HR 68.5 MG MG, 25-100 MG
STALEVO 100 3 MO
STALEVO 125 3 MO
STALEVO 150 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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STALEVO 200 3 MO EMGALITY 2 PA; MO;
STALEVO 75 3 MO SUBCUTANEOU QL (2 per
TASMAR ORAL 4  PA;MO 13\42511\14151 GE 120 30 days)
TABLET 100 MG
ol 4 PA EMGALITY 4 PA; MO;
otcapone SUBCUTANEOU QL (3 per
XADAGO 4 MO S SYRINGE 300 30 days)
ZELAPAR 4 PA; MO MG/3 ML (100
MIGRAINE / MG/ML X 3)
CLUSTER ergotamine-caffeine 1 MO
HEADACHE FROVA 3 MO; QL
THERAPY (27 per 28
AIMOVIG 2 PA; MO; . days)
AUTOINJECTOR QL (1 per Jrovatriptan I MO;QL
30 days) (27 per 28
AJOVY 3 PA; MO; days)
AUTOINJECTOR QL (1.5 per IMITREX NASAL =3 = MO; QL
30 days) SPRAY,NON- (18 per 28
: : AEROSOL 20 days)
AJOVY SYRINGE 3 I(’ﬁ:, (1;/1501,)elr MG/ACTUATION
30 days) IMITREXNASAL 3 MO; QL
almotriptan malate 1 MO; QL SPRAY,NON- (36 per 28
I tablet 12.5 (24 per 28 AEROSOL 5 days)
oraridbeet L«.0 mg dayf)er MG/ACTUATION
almotriptan malate 1 MO; QL IMITREX ORAL 3 ?;If? ;eQrIi8
oral tablet 6.25 mg (18 per 28 d p
days) ays)

, : IMITREX 3 MO:;QL (8
dlhycllroergolamme 4 %Ld(S p)er STATDOSE per 28 days)
et s SUBCUTANEOU
eletriptan 3 MO; QL S PEN INJECTOR

(18 per 28 4 MG/0.5 ML
days)
EMGALITY PEN 2 PA; MO;
QL (2 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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IMITREX 3 MO; QL (8 rizatriptan 1 MO; QL
STATDOSE per 28 days) (36 per 28
REFILL days)
SUBCUTANEOU sumatriptan nasal 3 MO; QL
S CARTRIDGE 6 spray,non-aerosol (18 per 28
MG/0.5 ML 20 mglactuation days)
MAXALT ORAL 3 MO; QL sumatriptan nasal 3 MO; QL
TABLET 10 MG (36 per 28 spray,non-aerosol 5 (36 per 28
days) mglactuation days)
MAXALT-MLT 3 MO; QL sumatriptan 1 MO; QL
ORAL (36 per 28 succinate oral (18 per 28
TABLET,DISINT days) days)
E/I%RATING 10 sumatriptan 3 MO:; QL (8
: succinate per 28 days)
migergot 1 MO subcutaneous
MIGRANAL 4 QL (8 per cartridge
28 days) sumatriptan 3 MO; QL (8
naratriptan 1 MO; QL succinate per 28 days)
(18 per 28 subcutaneous pen
days) injector
NURTEC ODT 2 PA; QL (16 sumatriptan 3 MO; QL (8
per 30 days) succinate per 28 days)
ONZETRA 3 MO:; QL subcutaneous
XSAIL (32 per 28 solution
days) sumatriptan- 1 MO; QL
QULIPTA 5 PA: MO; naproxen (18 per 28
QL (30 per days)
30 days) TOSYMRA 3 MO; QL
RELPAX 3 MO;QL (24 per 28
(18 per 28 days)
days) TREXIMET 3 MO; QL
REYVOW ORAL 3 PA;QL(16 (18 per 28
TABLET 100 MG per 30 days) days)
REYVOW ORAL 3 PA;QL(8 TRUDHESA 4 STQL(
TABLET 50 MG per 30 days) per 28 days)
UBRELVY 2 PA; QL (20
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ZEMBRACE 4 MO; QL (8 AUSTEDO XR 4 PA; MO;
SYMTOUCH per 28 days) ORAL TABLET LA; QL (60
zolmitriptan nasal 1 MO; QL EXTENDED per 30 days)
spray,non-aerosol 5 (18 per 28 RELEASE 24 HR
zolmitriptan oral 3 MO; QL AUSTEDO XR 4 PA; MO;
(18 per 28 ORAL TABLET LA; QL
days) EXTENDED (240 per 30
ZOMIG 3 MO: QL RELEASE 24 HR days)
’ 6 MG
(18 per 28
days) BAFIERTAM 4 PA; MO;
MISCELLANEO QU120 per
US ays)
COPAXONE 4 PA; MO;
IEETIél;lgkgs LE SUBCUTANEOU QL (30 per
S SYRINGE 20 30 days)
ADLARITY 3 MO MG/ML
AMPYRA 4 PA; MO; COPAXONE 4 PA; MO;
LA; QL (60 SUBCUTANEOU QL (12 per
per 30 days) S SYRINGE 40 28 days)
ARICEPT 3 MO MG/ML
AUBAGIO 4 PA; MO; dalfampridine 1 PA; MO;
QL (30 per QL (60 per
30 days) 30 days)
AUSTEDO ORAL 4 PA; MO; dimethyl fumarate 4 PA; MO;
TABLET 12 MG, 9 LA; QL oral capsule,delayed QL (14 per
MG (120 per 30 release(drlec) 120 30 days)
days) mg
AUSTEDO ORAL 4 PA; MO; dimethyl fumarate 4 PA; MO;
TABLET 6 MG LA; QL (60 oral capsule,delayed QL (120 per
per 30 days) release(drlec) 120 180 days)
AUSTEDO XR 4  PA;MO; ’Z%I 4)- 240 mg
ORAL TABLET LA; QL
EXTENDED (120 per 30 dimethyl fumarate 4 PA; MO;
RELEASE 24 HR days) oral capsule,delayed QL (60 per
12 MG release(drlec) 240 30 days)

mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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donepezil oral tablet 1 MO glatopa 4 PA; MO;
10 mg, 5 mg subcutaneous QL (30 per
donepezil oral tablet 3 MO syringe 20 mglml 30 days)
23 mg glatopa 4 PA; MO;
donepezil oral 1 MO sub‘cutaneous QL (12 per
tablet,disintegrating syringe 40 mglml 28 days)
EVRYSDI 4 PA; MO:; HORIZANT 3 PA; MO;
LA; QL ORAL TABLET QL (30 per
(240 per 30 EXTENDED 30 days)
days) RELEASE 300
EXELON PATCH 3 MO Il\-I/IC()}RIZANT 3 A MO
Jingolimod 4 Ic)g/i; (%O;er ORAL TABLET QL (60 per
30 da S)p EXTENDED 30 days)
Y RELEASE 600
FIRDAPSE 4 PA; LA MG
galantamine oral | MO INGREZZA 4 PA; LA;
capsule,ext rel. QL (30 per
pellets 24 hr 30 days)
galantamine oral 3 MO INGREZZA 4 PA; LA;
solution INITIATION QL (28 per
galantamine oral 1 MO PACK 180 days)
tablet KESIMPTA PEN 4 PA;MO;
GILENYA ORAL 4 PA; QL (30 QL (1.6 per
CAPSULE 0.25 per 30 days) 28 days)
MG KEVEYIS 4 PA
GILENYA ORAL 4 PA; MO; MAVENCLAD 4 PA; MO:;
CAPSULE 0.5 MG QL (30 per (10 TABLET LA; QL (40
30 days) PACK) per 720
glatiramer 4 PA; QL (30 days)
subcutaneous per 30 days) MAVENCLAD (4 4 PA; MO:;
syringe 20 mglml TABLET PACK) LA; QL (16
glatiramer 4 PA; QL (12 per 720
subcutaneous per 28 days) days)
syringe 40 mglml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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MAVENCLAD (5 4 PA; MO; memantine oral 1 PA; MO
TABLET PACK) LA; QL (20 tablet
per 720 MEMANTINE 3 PA;MO
days) ORAL
MAVENCLAD (6 4 PA; MO; TABLETS,DOSE
TABLET PACK) LA; QL (24 PACK
per 720 NAMENDA 3 PA;MO
days) ORAL TABLET
MAVENCLAD (7 4 PA; MO; NAMENDA 3 PA;: MO
TABLET PACK) LA; QL (28 TITRATION PAK
gzr Z)zo NAMENDA XR 3 PA;MO
Y ORAL
MAVENCLAD (8 4 PA;MO; CAPSULE,SPRIN
TABLET PACK) LA; QL (32 KLE.ER 24HR
g:yz)zo NAMZARIC 2 PA;MO
MAVENCLAD (9 4  PA;MO:; NUEDEXTA 4 PAMO
TABLET PACK) LA; QL (36 PONVORY 4 PA;MO;
per 720 QL (30 per
days) 30 days)
MAYZENT 4 PA; MO:; PONVORY 14- 4 PA; MO;
ORAL TABLET QL (120 per DAY STARTER QL (14 per
0.25 MG 30 days) PACK 180 days)
MAYZENT 4 PA: MO; RADICAVA ORS 4 PA; MO
ORAL TABLET | QL (30 per RADICAVA ORS 4  PA;MO
MG, 2 MG 30 days) STARTER KIT
MAYZENT 3 PA;MO; SUSP
STARTER(FOR QL (7 per RELYVRIO 4  PA;MO
IMG MAINT) 180 days) rivastigmine 3 MO
IS\{IFIAAXg{%l“];:EItRI?FOR 4 I())?: (1;/;05 rivastigmine tartrate 1 MO
per }
2)MG MAINT) 180 days) SKYCLARYS 4 PA; LA
memantine oral 3 PA; MO TASCENSO ODT > MO
capsule,sprinkle,er
24hr
memantine oral 1 PA; MO

solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TECFIDERA 4 PA; MO; XENAZINE 4 PA; MO;
ORAL LA; QL (14 ORAL TABLET LA; QL
CAPSULE,DELA per 30 days) 25 MG (120 per 30
YED days)
RELEASE(DR/EC ZEPOSIA 4 PA; MO;
) 120 MG QL (30 per
TECFIDERA 4 PA; MO; 30 days)
ORAL LA; QL ZEPOSIA 4 PA;MO;
CAPSULE,DELA (120 per STARTER PACK QL (7 per
EEIBEASE(DR/EC 180 days) (7-DAY) 180 days)
MUSCLE
) 120 MG (14)- 240 RELAXANTS /
MG (6) ANTISPASMOD
TECFIDERA 4 PA; MO; IC THERAPY
ORAL LA; QL (60
CAPSULE,DELA per 30 days) baclofen oral 4 MO
YED Suspension
Rzlzll(;li?(S}E(DR/EC baclofen oral tablet 1 MO
) cyclobenzaprine 3 PA; MO
TEGSEDI 4 PA; MO; oral tablet 10 mg, 5
LA mg
teriflunomide 4 PA; MO; cyclobenzaprine 1 PA; MO
?()Ld(SO per oral tablet 7.5 mg
ays) DANTRIUM 3 MO
tetrabenazine oral 4 PA; MO; ORAL CAPSULE
tablet 12.5 mg QL (240 per 25 MG
; . ; i ;(Ld?\isg dantrolene oral 3 MO
tetrabenazine ora ; ; .
tablet 25 mg QL (120 per FEXMID ) PA; MO
30 days) FLEQSUVY 4 MO
VUMERITY 4 PA; MO; LYVISPAH S MO
QL (120 per ORAL
30 days) GRANULES IN
XENAZINE 4 PA; MO; 15)?/[(25 ET 10 MG,
ORAL TABLET LA; QL
12.5 MG (240 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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LYVISPAH 4 MO acetaminophen- 1 MO; QL
ORAL codeine oral tablet (180 per 30
GRANULES IN 300-60 mg days)
PACKET 20 MG BELBUCA 2 PA; MO;
MESTINON 4 MO QL (60 per
ORAL 30 days)
MESTINON 4 MO buprenorphine hcl 1 MO
TIMESPAN sublingual
pyridostigmine 1 MO buprenorphine 3 PA; MO;
bromide oral syrup transdermal patch QL (4 per
PYRIDOSTIGMI 3 MO 28 days)
NE BROMIDE BUTRANS 3 PA; MO;
ORAL TABLET QL (4 per
30 MG 28 days)
pyridostigmine 1 MO codeine sulfate 1 MO; QL
bromide oral tablet (180 per 30
60 mg days)
pyridostigmine 1 MO DILAUDID 3 MO; QL
bromide oral tablet ORAL LIQUID (2400 per
extended release 30 days)
tizanidine 1 MO DILAUDID 3 MO; QL
ZANAFLEX 3 MO ORAL TABLET Eil 80 per 30
NARCOTIC ; 1 AZ(Y)S)QL
ANALGESICS endocel ;

(360 per 30
acetaminophen-caff- 1 MO; QL days)
dlhydlgocod oral ((:1300 per 30 Fentanyl citrate 4 PA: MO:
capsute ays) buccal lozenge on a QL (120 per
acetaminophen- 1 MO; QL handle 1,200 mcg, 30 days)
codeine oral solution (4500 per 1,600 mcg, 400 mcg,
acetaminophen- 1 MO; QL fentanyl citrate 3 PA; MO;
codeine oral tablet (360 per 30 buccal lozenge on a QL (120 per
300-15 mg, 300-30 days) handle 200 mcg 30 days)

mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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FENTANYL 4 PA; QL hydrocodone 1 PA; MO;
CITRATE (120 per 30 bitartrate, oral QL (60 per
BUCCAL days) only,ext.rel.24 hr 20 30 days)
TABLET, mg, 30 mg, 40 mg,
EFFERVESCENT 60 mg, 80 mg
100 MCG, 400 hydrocodone- 1 MO; QL
MCG, 600 MCG, acetaminophen oral (5550 per
800 MCG solution 7.5-325 30 days)
FENTANYL 4 PA; MO; mgll5 ml
CITRATE QL (120 per hydrocodone- 1 MO; QL
BUCCAL 30 days) acetaminophen oral (390 per 30
TABLET, tablet 10-300 mg, 5- days)
EFFERVESCENT 300 mg, 7.5-300 mg
200 MCG hydrocodone- 1 MO; QL
fentanyl 3 PA; MO; acetaminophen oral (360 per 30
transdermal patch QL (10 per tablet 10-325 mg, 5- days)
g ho?tr/ }f 002 gncg/hr, 30 days) 325 mg, 7.5-325 mg
mc;;;f 51”0, meglhr ﬁydrocodone- 1 MO; QL
75 meglhr ibuprofen EjSa(; f)er 30
fentanyl 1 PA; MO;
hydromorphone 3
transdermal patch QL (10 per (nf) injection
72 hour 37.5 30 days) P e
meglhour, 62.5 solution 10 (mglml)
mcglhour, 87.5 (5mi)
meglhour hydrqmorpﬁone 3 MO
FENTORA 4  PA;MO; (p]) injection
QL (120 per solution 10 mglml
30 days) h'yd;fomorphone oral 3 MO; QL
hydrocodone 1 PA; MO; liquid (3%430 p()er
bitartrate, oral only, QL (90 per ays
er 12hr 30 days) hydromorphone oral 1 MO; QL
hydrocodone 4 PA; MO; tablet Eil 80 )p er 30
bitartrate, oral QL (60 per ays
only,ext.rel.24 hr 30 days) hydromorphone oral 3 PA; MO;
100 mg, 120 mg tablet extended QL (60 per
release 24 hr 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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HYSINGLA ER, 4 PA; MO; morphine oral 1 PA; MO;
ORAL QL (60 per capsule,extend.relea QL (90 per
ONLY,EXT.REL. 30 days) se pellets 10 mg, 100 30 days)
24 HR 100 MG, mg, 20 mg, 30 mg,
120 MG, 80 MG 50 mg, 60 mg, 80
HYSINGLA ER, 3 PA; MO; mg
ORAL QL (60 per morphine oral 1 MO; QL
ONLY,.EXT.REL. 30 days) solution (900 per 30
24 HR 20 MG, 30 days)
MG, 40 MG, 60 morphine oral tablet 1 MO; QL
MG (180 per 30
levorphanol tartrate 4 MO; QL days)
(120 per 30 morphine oral tablet 1 PA; MO;
days) extended release QL (120 per
methadone oral 1 PA; MO; 30 days)
solution 10 mgl5 ml QL (600 per MS CONTIN 4 PA; MO;
30 days) ORAL TABLET QL (120 per
methadone oral 1 PA; MO; EXTENDED 30 days)
solution 5 mgl5 ml QL (1200 RELEASE 100
per 30 days) MG, 200 MG, 60
methadone oral 1 PA; MO; MG
tablet 10 mg QL (120 per MS CONTIN 3 PA; MO;
30 days) ORAL TABLET QL (120 per
methadone oral 1 PA; MO; EXTENDED 30 days)
tablet 5 mg QL (240 per RELEASE 15 MG,
30 days) 30 MG
morphine 1 MO; QL NALOCET 3 MO; QL
concentrate oral (900 per 30 (390 per 30
solution days) days)
morphine oral 1 PA; MO; oxycodone oral 1 MO; QL
capsule, er QL (60 per capsule (360 per 30
multiphase 24 hr 30 days) days)
oxycodone oral 3 MO; QL
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 vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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oxycodone oral 1 MO; QL OXYCONTIN, 4 PA; MO;
solution (1200 per ORAL ONLY, QL (60 per
30 days) EXT.REL.12 HR 30 days)
oxycodone oral | MO; QL 80 MG
tablet 10 mg, 15 mg, (180 per 30 oxymorphone oral 1 MO; QL
20 mg, 30 mg days) tablet 10 mg (360 per 30
oxycodone oral 1 MO; QL days)
tablet 5 mg (360 per 30 oxymorphone oral 1 MO; QL
days) tablet 5 mg (180 per 30
OXYCODONE 3 PA;QL (90 days)
ORAL per 30 days) oxymorphone oral 1 PA; MO;
TABLET,ORAL tablet extended QL (90 per
ONLY.EXT.REL. release 12 hr 30 days)
12 HR 10 MG, 20 PERCOCET 3 MO;QL
MG (360 per 30
oxycodone- 1 QL (1860 days)
acetaminophen oral per 30 days) PROLATE ORAL 4 MO:; QL
solution 5-325 mgl5 SOLUTION (2000 per
ml 30 days)
oxycodone- 4 QL (390 per prolate oral tablet 1 MO:; QL
acetaminophen oral 30 days) (390 per 30
tablet 10-300 mg, 5- days)
300 mg, 7.5-300 mg ROXICODONE 3 MO:QL
oxycodone- 1 MO;QL ORAL TABLET (180 per 30
acetaminophen oral (360 per 30 15 MG, 30 MG days)
;“? l;;é(;f; 557375’5 days) ROXYBOND 3 QL (180 per
' : ORAL TABLET, 30 days)
mg, 7.5-325 mg ORAL ONLY 15
OXYCONTIN, 2 PA; MO; MG, 30 MG
ORAL ONLY, QL (90 per ROXYBOND 3 QL (360 per
EXT.REL.12 HR 30 days)
ORAL TABLET, 30 days)
10 MG, 15 MG, 20 ORAL ONLY 5
MG, 30 MG, 40 MG
MG, 60 MG
SEGLENTIS 3 ST; MO;
QL (120 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TREZIX 3 MO; QL CONZIP 3 PA; MO;
(300 per 30 QL (30 per
days) 30 days)
XTAMPZA ER 3 PA; MO; DAYPRO ST; MO
QL (90 per DICLOFENAC PA; QL (60
30 days) EPOLAMINE per 30 days)
NON- diclofenac 1 MO
NARCOTIC potassium oral
ANALGESICS capsule
ARTHROTEC 50 3 ST; MO diclofenac 1 MO; QL (9
ARTHROTEC 75 3 ST- MO potassium oral per 30 days)
’ owder in packet
buprenorphine- 1 MO; QL Z ; P 1 MO
naloxone sublingual (60 per 30 iclof enac /
film 12-3 mg days) potassium ora
5 » i MO: OL tablet 25 mg
uprenorphine- ; :
naloxone sublingual (360 per 30 diclof enac / 1 MO
film 2-0.5 mg days) potassium ora
5 o i MO: OL tablet 50 mg
uprenorphine- ; : -
naloxone sublingual (90 per 30 dldlof enac sodium 1 MO
film 4-1 mg, 8-2 mg days) ord
buprenorphine- 1 MO: QL diclf)fenac sodium 1 MO; QL
naloxone sublingual (360 per 30 topical drops 51300 per 28
tablet 2-0.5 mg days) ays)
buprenorphine- 1 MO: QL diclofenac sodium 1 MO; QL
s : 0
naloxone sublingual (90 per 30 topical gel 177 ;18030 per
tablet 8-2 mg days) ays)
butorphanol nasal 3 MO; QL diclofenac sodium > MO; QL
(10 Ij)er 73 topical solution in (224 per 28
days) metered-dose pump days)
CAMBIA 3 ST- MO- diclofenac- 3 MO
QL’ © pér misoprostol
30 days) diflunisal 1 MO
CELEBREX 3 MO DUEXIS 3 ST;MO
celecoxib 1 MO etodolac oral 1 MO
capsule
etodolac 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 vii. To confirm your plan’s
specific 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 2023.
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etodolac oral tablet 3 MO LICART 3 PA; MO;
extended release 24 QL (30 per
hr 30 days)
FELDENE 3 ST; MO LODINE ORAL 3 ST
fenoprofen oral 1 MO TABLET
capsule 400 mg lofena 4 MO
fenoprofen oral 1 MO LUCEMYRA 4 PA; MO
tablet meclofenamate 1 MO
FLECTOR 3 PA; MO; mefenamic acid 1 MO
%Ld(;os)p “ meloxicam oral 1 MO; QL
y tablet (30 per 30
flurbiprofen oral | MO days)
t.ablet 100 mg meloxicam 1 MO; QL
ibu oral tablet 600 1 MO submicronized (30 per 30
mg, 800 mg days)
ibuprof?n oral | MO nabumetone 1 MO
Suspension NALFON ORAL 3 ST;MO
ibuprofen oral tablet | MO CAPSULE 400
400 mg, 600 mg, MG
500 mg NALFONORAL 3  ST; MO
ibuprofen- 1 TABLET
Jamotidine naloxone injection 1 MO
INDOCIN 4 MO solution
RECTAL naloxone injection 1 MO
ketoprofen oral 1 MO syringe
capsule 25 mg naloxone nasal | MO
ketoprofen oral ! naltrexone 1 MO
capsule 50 mg
NAPRELAN CR 3 ST; MO
ketoprofen oral 1 MO
capsule,ext rel. naproxgn oral 1 MO
pellets 24 hr 200 mg suspension
KETOROLAC 3 ST naproxen oral tablet 1 MO
NASAL naproxen oral 1 MO
KLOXXADO 3 MO tablet,delayed

release (drlec) 375
mg

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

This drug list was updated in August 2023.
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naproxen oral 1 SUBOXONE 3 MO; QL
tablet,delayed SUBLINGUAL (60 per 30
release (drlec) 500 FILM 12-3 MG days)
mg SUBOXONE 3 MO; QL
naproxen sodium 1 MO SUBLINGUAL (360 per 30
oral tablet 275 mg, FILM 2-0.5 MG days)
550 mg SUBOXONE 3 MO;QL
naproxen sodium | MO SUBLINGUAL (90 per 30
oral tablet, er FILM 4-1 MG, 8-2 days)
multiphase 24 hr MG
naproxen- 4 MO sulindac 1 MO
esomeprazole TRAMADOL 3 PA;MO;
NARCAN MO ORAL QL (30 per
NUCYNTA ER PA; MO; CAPSULE,ER 30 days)

QL (60 per BIPHASE 24 HR
30 days) 17-83
NUCYNTA 3 MO; QL TRAMADOL 3 PA; MO;
ORAL TABLET (181 per 30 ORAL QL (30 per
100 MG days) CAPSULE,ER 30 days)
NUCYNTA 3 MO; QL ]23511)71;1?08(}5 h%[‘é}H;)O
ORAL TABLET (362 per 30 MG ’
S50 MG days)
NUCYNTA 3 MO; QL Fg;ﬁll\j[ADOL 4 Qel; %432 S)
ORAL TABLET (242 per 30 P y
SOLUTION

75 MG days)

. 3 MO TRAMADOL 3 MO; QL
oxaprozin ORAL TABLET (120 per 30
PENNSAID 4 ST; MO; 100 MG days)
TOPICAL QL (224 per -
SOLUTION IN 28 days) ;rgzmadol oral tablet 1 ?;[4% %?30
METERED-DOSE e i S)p
PUMP Y

roxicam 1 MO tramadol oral tablet 1 PA; MO;
P extended release 24 QL (30 per
RELAFEN DS 4 ST; MO hr 30 days)
SPRIX 4 ST tramadol oral 1 PA; MO;
tablet, er multiphase QL (30 per
24 hr 30 days)

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

This drug list was updated in August 2023.
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tramadol- 1 MO; QL ABILIFY 4 MO; QL (1
acetaminophen (240 per 30 MAINTENA per 28 days)

days) ABILIFY 4 QL (30 per
VIMOVO 4 ST; MO MYCITE 30 days)
VIVITROL 4 MO MAINTENANCE
KIT ORAL

ZIMHI & TABLET WITH
ZIPSOR 3 ST; MO SENSOR AND
ZUBSOLV 2 MO; QL STRIP 15 MG, 2
SUBLINGUAL (30 per 30 MG, 20 MG, 30
TABLET 0.7-0.18 days) MG, 5 MG
MG, 1.4-0.36 MG, ABILIFY 4 QL (30 per
11.4-2.9 MG, 2.9- MYCITE 30 days)
0.71 MG, 5.7-1.4 STARTER KIT
MG ORAL TABLET
ZUBSOLV 2 MO; QL WITH SENSOR,
SUBLINGUAL (60 per 30 STRIP, POD 10
TABLET 8.6-2.1 days) MG
MG ABILIFY ORAL 3 MO;QL
PSYCHOTHER TABLET (30 per 30
APEUTIC days)
DRUGS ADDERALL 3 MO
ABILIFY 4  MO;QL e LT
ASIMTUFII (2.4 per 56 MG ’ >
INTRAMUSCUL days)
AR ADDERALL XR ST; MO
SUSPENSION,EX ADZENYS XR- ST; MO
TENDED REL oDT
SYRING 720 AMBIEN 3 MO;QL
ABILIFY 4 MO; QL days)
INTRAMUSCUL days) (30 per 30
AR days)
SUSPENSION,EX P
TENDED REL amitriptyline 1 MO
SYRING 960 amoxapine 1 MO
MG/3.2 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 vii. To confirm your plan’s
specific 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 2023.
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amphetamine 1 PA; MO ARISTADA 4 MO; QL
sulfate INTRAMUSCUL (2.4 per 28
ANAFRANIL 3 MO QI?SPENSION x days)
APLENZIN 4 g(?, e(313,0 TENDED REL
i f) SYRING 662
Y MG/2.4 ML
AI.)"ITENSIO XR ST; MO ARISTADA 4 MO: QL
aripiprazole oral MO INTRAMUSCUL (3.2 per 28
solution AR days)
aripiprazole oral 1 MO; QL SUSPENSION,EX
tablet (30 per 30 TENDED REL
days) SYRING 882
aripiprazole oral 3 MO; QL MG/3.2 ML
tablet, disintegrating (60 per 30 armodafinil 3 PA; MO;
days) QL (30 per
ARISTADA 4  MO;QL 30 days)
INITIO (4.8 per 365 asenapine maleate 3 MO; QL
days) (60 per 30
ARISTADA 4  MO;QL days)
INTRAMUSCUL (3.9 per 56 ATIVAN ORAL 3 PA; MO;
AR days) TABLET 0.5 MG, QL (90 per
SUSPENSION,EX 1 MG 30 days)
TENDED REL ATIVAN ORAL 3 PA; MO;
SYRING 1,064 TABLET 2 MG QL (150 per
MG/3.9 ML 30 days)
ARISTADA 4 MO; QL atomoxetine oral 3 MO; QL
INTRAMUSCUL (1.6 per 28 capsule 10 mg, 18 (60 per 30
AR days) mg, 25 mg, 40 mg days)
SUSPENSION,EX :
TENDED REL atomoxetine oral 3 MO; QL
SYRING 441 capsule 100 mg, 60 (30 per 30
MG/1.6 ML mg, 80 mg days)
AUVELITY 4 ST; MO;
QL (60 per
30 days)
AZSTARYS 3 ST; MO

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

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

This drug list was updated in August 2023.
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BELSOMRA 3 PA; MO; clomipramine MO
QL (30 per clonidine hel oral MO
30 days) tablet extended
bupropion hcl oral | MO release 12 hr
tablet clorazepate PA; MO;
bupropion hcl oral | MO; QL dipotassium oral QL (180 per
tablet extended (90 per 30 tablet 15 mg 30 days)
release 24 hr 150 mg days) clorazepate PA; MO;
bupropion hcl oral 1 MO; QL dipotassium oral QL (90 per
tablet extended (30 per 30 tablet 3.75 mg 30 days)
release 24 hr 300 mg days) clorazepate PA; MO:;
BUPROPION 3 MO; QL dipotassium oral QL (360 per
HCL ORAL (30 per 30 tablet 7.5 mg 30 days)
EQ?EEI%ED days) clozapine oral tablet
RELEASE 24 HR flfl"f Zq.e.oj"l y
450 MG ablet, disintegrating
bupropion hcl oral 1 MO; QL CLOZARIL
. ORAL TABLET
tablet sustained- (60 per 30
100 MG
release 12 hr days)
buspirone 1 MO CLOZARIL
P ORAL TABLET
CAPLYTA 3 ?;I(?; QI§0 200 MG, 25 MG,
per 50 MG
CELEXA ORAL 3 i/ellzl)S)QL CONCERTA ST: MO
TABLET (30 per 30 COTEMPLA XR- ST; MO
days) oDT
chlorpromazine oral MO CYMBALTA ?g(? 1;36?150
CITALOPRAM MO; QL days)
ORAL CAPSULE 51321(; f)er 30 DAYTRANA ST: MO
citalopram oral 1 MO DAYVIGO PA; MO;
; QL (30 per
solution
italopram oral 1 MO; QL 30 days)
ci ; ; ;
tablet (30 per 30 desipramine MO
days)

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

This drug list was updated in August 2023.
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DESVENLAFAXI 3 MO; QL diazepam oral tablet 1 PA; MO;
NE ORAL (120 per 30 QL (120 per
TABLET days) 30 days)
EXTENDED doxepin oral capsule 3 MO
RELEASE 24 HR :
100 MG doxepin oral MO
DESVENLAFAXI 3 MO; QL concentrate
NE ORAL (30 per 30 doxepin oral tablet 1 ?g[(?, G?I_o;o
TABLET days) q p)
EXTENDED ays
RELEASE 24 HR DRIZALMA 3 MO; QL
50 MG ORAL CAPSULE, (60 per 30
desvenlafaxine 1 MO; QL IS)IPI{“II;?(EE% 12{35 L days)
succinate (30 per 30 MG. 30 MG. 60
days) M G’ ’
e 3 SLMO DRIZALMA 3 MO:QL
ORAL CAPSULE ORAL CAPSULE, (90 per 30
EXTENDED ’ DELAYED REL days)
RELEASE 10 MG, ifglNKLE 40
1> MG dul [ 1 0:;Q
; uloxetine ora MO; QL
dexmethy lphemdc.zte L MO capsule,delayed (60 per 30
dextroamphetamine 1 MO release(drlec) 20 days)
sulfate mg, 30 mg, 60 mg
dextr oamp}{etamine 3 MO duloxetine oral 1 MO; QL
-amphetamine oral capsule,delayed (90 per 30
capsule,extended release(drlec) 40 days)
release 24hr mg
dextroamphetamine 1 MO DYANAVEL XR ST: MO
-amphetamine oral EFFEXOR XR MO: QL
tablet ORAL (30 per 30
diazepam intensol 1 PA; MO; CAPSULE,EXTE days)
QL (240 per NDED RELEASE
30 days) 24HR 150 MG,
diazepam oral 1 PA; MO; 37.5 MG
solution 5 mgl5 ml QL (1200
(1 mglml) per 30 days)

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

This drug list was updated in August 2023.
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EFFEXOR XR 3 MO; QL fluoxetine oral | MO; QL
ORAL (90 per 30 capsule 10 mg (30 per 30
CAPSULE.EXTE days) days)
NDED RELEASE fluoxetine oral | MO; QL
24HR 75 MG capsule 20 mg (90 per 30
EMSAM 4 MO days)
ergoloid 1 MO fluoxetine oral 1 MO; QL
escitalopram 1 MO capsule 40 mg (60 per 30
oxalate oral solution days)
escitalopram 1 MO: QL fluoxetine oral 1 MO:; QL (4
oxalate oral tablet (30 per 30 capsule,delayed per 28 days)

days) release(drlec)
eszopiclone 3 MO:; QL fluoxetine oral 1 MO

(30 per 30 solution

days) fluoxetine oral 1 MO; QL
EVEKEO PA; MO tablet 10 mg (240 per 30
EVEKEO ODT PA: MO | days)
FANAPT ORAL MO: QL fluoxetine oral 1 MO; QL
TABLET (60 per 30 tablet 20 mg (120 per 30

days) days)
FANAPT ORAL 3 MO: QL (8 fluoxetine oral 1 MO; QL
TABLETS,DOSE per 180 tablet 60 mg (30 per 30
PACK days) | days)
FETZIMA ORAL 2 MO: QL g“p he”"f’”e S MO
CAPSULE,EXT (28 per 180 ccanoate
REL 24HR DOSE days) fluphenazine hcl 3 MO
PACK fluvoxamine oral 3 MO; QL
FETZIMA ORAL 2 MO: QL capsule,extended (60 per 30
CAPSULE.EXTE (30 per 30 release 24hr days)
NDED RELEASE days) fluvoxamine oral 1 MO; QL
24 HR tablet 100 mg (90 per 30
fluoxetine (pmdd) 1 QL (240 per days)
oral tablet 10 mg 30 days) fluvoxamine oral 1 MO; QL
fluoxetine (pmdd) 1 QL (120 per tablet 25 mg (30 per 30
oral tablet 20 mg 30 days) days)

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

This drug list was updated in August 2023.
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fluvoxamine oral 1 MO; QL HETLIOZ 4 PA; MO;
tablet 50 mg (60 per 30 QL (30 per
days) 30 days)
FOCALIN MO HETLIOZ LQ 4 PA; MO;
FOCALIN XR ST; MO QL (158 per
FORFIVO XL MO; QL 30 days)
(30 per 30 imipramine hcl 3 MO
days) imipramine pamoate 3 MO
GEODON 3 MO INVEGA 4 MO; QL
INTRAMUSCUL HAFYERA (3.5 per 180
AR INTRAMUSCUL days)
GEODON ORAL 3 MO;QL AR SYRINGE
CAPSULE 20 MG (60 per 30 1,092 MG/3.5 ML
days) INVEGA 4 MO; QL (5
GEODON ORAL 4  MO;QL HAFYERA per 180
CAPSULE 40 MG, (60 per 30 INTRAMUSCUL days)
60 MG, 80 MG days) AR SYRINGE
HALDOL 3 MO 1,560 MG/5 ML
DECANOATE INVEGA ORAL 3 MO; QL
: TABLET (30 per 30
haloperz‘dol 1 MO EXTENDED days)
haloperidol 3 RELEASE 24HR
decanoate 1.5 MG, 3 MG. 9
intramuscular MG
*;‘;l“”l‘))” 100 mglml INVEGA ORAL 3 MO;QL
m TABLET (60 per 30
haloperidol 3 MO EXTENDED days)
decanoate RELEASE 24HR 6
intramuscular MG
?00%2’0/” 5 0500mg/ mi, INVEGA 4 MO; QL
- mgl Zr’n 3 SUSTENNA (0.75 per 28
g INTRAMUSCUL days)
haloperidol lactate 3 MO AR SYRINGE 117
injection MG/0.75 ML
haloperidol lactate 1 MO
oral

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

This drug list was updated in August 2023.
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INVEGA 4 MO; QL (1 INVEGA 4 MO; QL
SUSTENNA per 28 days) TRINZA (2.63 per 90
INTRAMUSCUL INTRAMUSCUL days)
AR SYRINGE 156 AR SYRINGE 819
MG/ML MG/2.63 ML
INVEGA 4 MO; QL JORNAY PM ST; MO
SUSTENNA (1.5 per 28 KAPVAY ST: MO
E\gggi\g (S}%[g . days) LATUDA ORAL 4 MO;QL
MG/1.5 ML TABLET 120 MG, (30 per 30

i 20 MG, 40 MG, 60 days)
INVEGA 2 MO; QL MG
SUSTENNA (0.25 per 28 LATUDA ORAL 4 MO: QL
INTRAMUSCUL days) TABLET 80 MG (60 per 30
AR SYRINGE 39 q p)er
MG/0.25 ML ays
INVEGA 4 MO; QL %iﬁfg? O ORAL : ?;I(? ’G?IEO
SUSTENNA (0.5 per 28 i f)
INTRAMUSCUL days) Y
AR SYRINGE 78 lithium carbonate 1 MO
MG/0.5 ML LITHOBID 3 MO
INVEGA 4 MO; QL lorazepam intensol 1 PA; QL
TRINZA (0.88 per 90 (150 per 30
INTRAMUSCUL days) days)
AR SYRINGE 273 lorazepam oral 1 PA; MO;
MG/0.88 ML tablet 0.5 mg, 1 mg QL (90 per
INVEGA 4 MO; QL 30 days)
TRINZA (1.32 per 90 lorazepam oral 1 PA; MO;
INTRAMUSCUL days) tablet 2 mg QL (150 per
AR SYRINGE 410 30 days)
MG/1.32 ML LOREEV XR 3 PA; MO;
INVEGA 4 MO; QL ORAL QL (30 per
TRINZA (1.75 per 90 CAPSULE,EXTE 30 days)
INTRAMUSCUL days) NDED RELEASE
AR SYRINGE 546 24HR 1 MG, 1.5
MG/1.75 ML MG

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

This drug list was updated in August 2023.
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LOREEV XR 3 PA; MO; methylphenidate hcl 3 MO
ORAL QL (150 per oral capsule,er
CAPSULE.EXTE 30 days) biphasic 50-50
NDED RELEASE methylphenidate hcl 3 MO
24HR 2 MG oral solution
LOREEV XR 3 PA; MO; methylphenidate hcl 1 MO
ORAL QL (90 per oral tablet
CAPSULE,.EXTE 30 days) :
NDED RELEASE metlhty lé’;’et”’d;”e C% . M°
2AHR 3 MG oral tablet extende
: : release

loxapine succinate 1 MO methylphenidate hel 1
LUNESTA 3 MO; QL oral tablet extended

(30 per 30 release 24hr 18 mg

days) (bx rating), 27 mg
lurasidone oral 4 MO; QL (bx rating ), 36 mg
tablet 120 mg, 20 (30 per 30 (bx rating ), 54 mg
mg, 40 mg, 60 mg days) (bx rating)
lurasidone oral 4 MO; QL methylphenidate hcl 1 MO
tablet 80 mg (60 per 30 oral tablet extended

days) release 24hr 18 mg,
LYBALVI 4  ST;MO; 27 mg, 36 mg, 54

QL (30 per mg

30 days) METHYLPHENI 3 ST; MO
MARPLAN 3 MO gﬁ};lﬁ I%I/%LET
methamphetamine 1 PA; MO EXTENDED
METHYLIN 3 MO RELEASE 24HR
ORAL 45 MG, 63 MG, 72
SOLUTION MG
methylphenidate 1 MO methylphenidate hcl 3 MO
methylphenidate hcl 1 MO oral tablet,chewable
or a( cap.er- mirtazapine 1 MO
ggmkle,bzp hasic 40- modafinil oral tablet 1 PA; MO;

100 mg QL (30 per

methylphenidate hcl 1 MO 30 days)

oral capsule, er
biphasic 30-70

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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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modafinil oral tablet 1 PA; MO; paliperidone oral 3 MO; QL
200 mg QL (60 per tablet extended (60 per 30
30 days) release 24hr 6 mg days)
molindone 3 MO PAMELOR MO
MYDAYIS 3 ST; MO PARNATE MO
NARDIL 3 MO paroxetine hcl oral 3 MO
nefazodone 3 MO suspension
NORPRAMIN 3 MO paroxetine hcl oral | MO; QL
ORAL TABLET tablet 10 mg, 20 mg, (30 per 30
10 MG, 25 MG 40 mg days)
nortriptyline oral 1 MO paroxetine hcl oral | MO; QL
capsule tablet 30 mg (60 per 30
nortriptyline oral 3 MO days)
solution paroxetine hcl oral | MO; QL
: : tablet extended (60 per 30
NUPLAZID < I()QIIX: (%Ol;er release 24 hr days)
30 days) paroxetine 1 MO; QL
: : mesylate(menop.sy (30 per 30
NUVIGIL 3 PA; MO; m) days)
QL (30 per
30 days) PAXIL CR 3 MO; QL
olanzapine 3 MO (60 per 30
. days)
intramuscular
olanzapine oral | MO; QL Is)éé(;léﬁsl}é]ﬁ 3 MO
tablet (30 per 30
days) PAXIL ORAL 3 MO; QL
olanzapine oral 3 MO; QL TABLET 10 MG, (30 per 30
. . 20 MG, 40 MG days)
tablet,disintegrating (30 per 30
days) PAXIL ORAL 3 MO; QL
olanzapine- 3 MO TABLET 30 MG (60 per 30
A days)
fluoxetine :
paliperidone oral 3 MO; QL perphenazine 3 MO
tablet extended (30 per 30 PERSERIS 4 MO; QL (1
release 24hr 1.5 mg, days) per 30 days)
3 mg, 9mg phenelzine 1 MO
pimozide 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PRISTIQ 3 MO; QL quetiapine oral MO; QL
(30 per 30 tablet 300 mg, 400 (60 per 30
days) mg days)
procentra | MO quetiapine oral MO; QL
protriptyline 3 MO tablet extended (30 per 30
PROVIGIL ORAL 4 PA: MO- release 24 hr 150 days)
TABLET 100 MG QL (30 per mg, 200 mg
30 days) quetiapine oral MO; QL
PROVIGIL ORAL 4 PA: MO- tablet extended (60 per 30
TABLET 200 MG QL’ (60 p’er release 24 hr 300 days)
30 days) mg, 400 mg, 50 mg
PROZAC ORAL 3 MO; QL EII{J ILLICHEW ST, MO
CAPSULE 10 MG (30 per 30
days) QUILLIVANT XR ST; MO
PROZAC ORAL 3 MO; QL QUVIVIQ PA; MO;
CAPSULE 20 MG (90 per 30 QL (30 per
days) 30 days)
PROZAC ORAL 3 MO:;QL ramelteon MO; QL
CAPSULE 40 MG (60 per 30 (30 per 30
days) days)
QELBREE ORAL 3 ST; MO:; RELEXXII ST; MO
CAPSULE,.EXTE QL (30 per REMERON MO
NDED RELEASE 30 days) ORAL TABLET
24HR 100 MG, 150 15 MG, 30 MG
MG REMERON MO
QELBREE ORAL 3 ST; MO; SOLTAB
CAPSULE,EXTE QL (60 per REXULTI MO: QL
NDED RELEASE 30 days) (30 per 30
24HR 200 MG days)
quetiapine oral 1 MO; QL
tablet 100 mg, 200 (90 per 30
mg, 25 mg, 50 mg days)
QUETIAPINE 3 MO; QL
ORAL TABLET (90 per 30
150 MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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RISPERDAL 2 MO; QL (2 risperidone oral 3 MO; QL
CONSTA per 28 days) tablet,disintegrating (60 per 30
INTRAMUSCUL 0.25 mg, 0.5 mg, 1 days)
AR mg, 2 mg, 3 mg
SUSPENSION,EX risperidone oral 3 MO; QL
TENDED REL tablet, disintegrating (120 per 30
RECON 12.5 4mg days)
MG/2 ML, 25
MG/2 ML RITALIN MO
RISPERDAL 4  MO;QL(2 RITALIN LA ST; MO
CONSTA per 28 days) ROZEREM MO; QL
INTRAMUSCUL (30 per 30
AR days)
SUSPENSION,EX SAPHRIS 3 MO; QL
TENDED REL (60 per 30
RECON 37.5 days)
MG/2 ML, 50 SECUADO 4  MO;QL
MG/2 ML (30 per 30
RISPERDAL 3 MO days)
ORAL SEROQUEL 3 MO:QL
SOLUTION ORAL TABLET (90 per 30
RISPERDAL 3 MO; QL 100 MG, 200 MG, days)
ORAL TABLET (60 per 30 25 MG, 50 MG
0.5 MG, 1 MG, 2 days) SEROQUEL 3 MO;QL
MG, 3 MG ORAL TABLET (60 per 30
RISPERDAL 3 MO; QL 300 MG, 400 MG days)
ORAL TABLET 4 (120 per 30 SEROQUEL XR 3 MO: QL
MG days) ORAL TABLET (30 per 30
risperidone oral 1 MO EXTENDED days)
solution RELEASE 24 HR
risperidone oral 1 MO; QL 150 MG, 200 MG
tablet 0.25 mg, 0.5 (60 per 30 SEROQUEL XR 3 MO; QL
mg, 1 mg, 2 mg, 3 days) ORAL TABLET (60 per 30
mg EXTENDED days)
risperidone oral | MO; QL RELEASE 24 HR
tablet 4 mg (120 per 30 300 MG, 400 MG,

days) 50 MG

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

This drug list was updated in August 2023.
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SERTRALINE 3 MO; QL trazodone 1 MO
ORAL CAPSULE (30 per 30 trifluoperazine 1 MO
7 ; days) trimipramine 3 MO
sertraline ora 3 MO TRINTELLIX 5 MO: QL
concentrate
(30 per 30
sertraline oral tablet 1 MO; QL days)
100 mg, 50 mg 516210 E)er 30 UZEDY 4 MO: QL
Y SUBCUTANEOU (0.28 per 28
sertraline oral tablet 1 MO; QL S days)
25mg (30 per 30 SUSPENSION,EX
days) TENDED REL
SILENOR 3 MO; QL SYRING 100
(30 per 30 MG/0.28 ML
days) UZEDY 4  MO;QL
SODIUM 4 PA; LA; SUBCUTANEOU (0.35 per 28
OXYBATE QL (540 per S days)
30 days) SUSPENSION,EX
STRATTERA 3 ST; MO; TENDED REL
ORAL CAPSULE QL (60 per SYRING 125
10 MG, 18 MG, 25 30 days) MG/0.35 ML
MG, 40 MG UZEDY 4 MO; QL
STRATTERA 3 ST: MO:; SUBCUTANEOU (0.42 per 56
ORAL CAPSULE QL (30 per S days)
100 MG, 60 MG, 30 days) SUSPENSION,EX
20 MG TENDED REL
: : SYRING 150
SUNOSI 3 PA; MO; MG/0.42 ML
QL (30 per
30 days) UZEDY 4 MO; QL
SYMBYAX 3 MO gUBCUTANEOU 5103556) per 56
ORAL CAPSULE SUSPENSION EX
’ TENDED REL
tasimelteon 4 PA; QL (30 SYRING 200
per 30 days) MG/0.56 ML
thioridazine 1 MO
thiothixene 1 MO
tranylcypromine 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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UZEDY 4 MO; QL venlafaxine oral | MO; QL
SUBCUTANEOU (0.7 per 56 tablet extended (30 per 30
S days) release 24hr days)
SUSPENSION,EX VERSACLOZ 4
TENDED REL VIIBRYD ORAL 3 MO; QL
SYRING 250 TABLET (30 per 30
MG/0.7 ML dayf)
SUBCUTANEOU  (naper2s  VUBRYDORAL 2 MO:QL
S da.ys)p TABLETS,DOSE (30 per 180
SUSPENSION,EX gﬁﬁlé 1((2)31;“} - days)
TENDED REL
SYRING 50 vilazodone 1 MO; QL
MG/0.14 ML (30 per 30
UZEDY 4  MO;QL days)
SUBCUTANEOU (0.21 per 28 VRAYLARORAL 3 MO; QL
S days) CAPSULE (30 per 30
SUSPENSION,EX days)
TENDED REL VRAYLAR ORAL 3 MO; QL (7
SYRING 75 CAPSULE,DOSE per 180
MG/0.21 ML PACK days)
VALIUM 3 PA; MO; VYVANSE 3 ST; MO
QL (120 per WAKIX 4 PA; MO;
30 days) LA; QL (60
VENLAFAXINE 3 MO; QL per 30 days)
BESYLATE (30 per 30 WELLBUTRIN 3 MO;QL
days) SR (60 per 30
venlafaxine oral 1 MO; QL days)
capsule,extended (30 per 30 WELLBUTRIN 3 MO; QL
release 24hr 150 days) XL ORAL (90 per 30
mg, 37.5 mg TABLET days)
venlafaxine oral 1 MO; QL EXTENDED
capsule,extended (90 per 30 RELEASE 24 HR
release 24hr 75 mg days) 150 MG
venlafaxine oral | MO; QL
tablet (90 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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WELLBUTRIN 3 MO; QL ZOLOFT ORAL 3 MO; QL
XL ORAL (30 per 30 TABLET 25 MG (30 per 30
TABLET days) days)
EXTENDED zolpidem oral tablet 1 MO; QL
RELEASE 24 HR (30 per 30
300 MG days)
XELSTRYM 3 ST; MO zolpidem oral 1 MO; QL
XYREM 4 PA; LA; tablet,ext release (30 per 30
QL (540 per multiphase days)
30 days) ZYPREXA 3 MO
XYWAV 4 PA; LA; INTRAMUSCUL
QL (540 per AR
30 days) ZYPREXA ORAL 3 MO; QL
zaleplon oral 3 MO; QL TABLET 10 MG, (30 per 30
capsule 10 mg (60 per 30 2.5 MG, 5 MG, 7.5 days)
days) MG
zaleplon oral 3 MO; QL ZYPREXA ORAL 4 MO; QL
capsule 5 mg (30 per 30 TABLET 15 MG, (30 per 30
days) 20 MG days)
zenzedi oral tablet 1 MO ZYPREXA 2 MO; QL (2
10 mg, 5 mg RELPREVV per 28 days)
ZENZEDI ORAL 3 MO INTRAMUSCUL
TABLET 15 MG, AR SUSPENSION
2.5 MG, 20 MG, 30 FOR
MG, 7.5 MG RECONSTITUTI
ziprasidone hcl 1 MO; QL ON210 MG
(60 per 30 ZYPREXA ZYDIS 3 MO; QL
days) ORAL (30 per 30
; ; TABLET,DISINT days)
zzpra;zc;’one 3 MO EGRATING 10
mesyiate MG, 5 MG
(Zj(());%l];r\]ggﬁlﬁg 3 MO ZYPREXA ZYDIS 4 MO; QL
ORAL (30 per 30
ZOLOFT ORAL 3 MO:; QL TABLET,DISINT days)
TABLET 100 MG, (60 per 30 EGRATING 15
S0 MG 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 vii. To confirm your plan’s
specific 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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CARDIOVAS sotalol af 1
CULAR, sotalol oral 1 MO
HYPERTENSI SOTYLIZE 3 MO
OAWARIMIIN TIKOSYN 3 MO
ANTIARRHYTH ﬁgggYPERTE
MIC AGENTS

THERAPY
amiodarone oral 1 MO
tablet 100 mg, 200 acebutolol I MO
mg ALDACTAZIDE 3 MO
amiodarone oral 1 ORAL TABLET
tablet 400 mg 25-25 MG
BETAPACE AF 3 MO ALDACTONE 3 MO
dofetilide 3 MO aliskiren 3 MO
flecainide 1 MO ALTACE 3 MO
mexiletine 1 MO amiloride 1 MO
MULTAQ 3 MO amiloride- 1 MO
hydrochlorothiazide

pacerone oral tablet | MO —
100 mg, 200 mg, amlodipine 1 MO
400 mg amlodipine- 1 MO
propafenone oral 3 MO benazepril
capsule,extended amlodipine- 1 MO
release 12 hr olmesartan
propafenone oral 1 MO amlodipine- 1 MO
tablet valsartan
quinidine gluconate 1 MO amlodipine- 1 MO
oral valsartan-hcthiazid
quinidine sulfate 1 MO ATACAND 3 ST; MO
oral tablet ATACAND HCT 3 ST; MO
sorine oral tablet 1 MO atenolol- 1 MO
120 mg, 160 mg, 80 chlorthalidone
ne AVALIDE ST; MO
sorine oral tablet 1 AVAPRO ST: MO

240 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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AZOR 3 ST; MO CARDURA XL 3 ST; MO;
benazepril 1 MO QL (30 per
benazepril- 1 MO 30 days)
hydrochlorothiazide CAROSPIR 3 MO
BENICAR 3 ST; MO cartia xt 1 MO
BENICAR HCT 3 ST; MO carvedilol 1 MO
betaxolol oral 1 MO carvedilol phosphate 1 MO
BIDIL 3 MO; QL chlorthalidone oral 1 MO

(180 per 30 tablet 25 mg, 50 mg
days) clonidine 3 MO; QL (4
bisoprolol fumarate 1 MO per 28 days)
bisoprolol- 1 MO clonidine hel oral 1 MO
hydrochlorothiazide tablet
bumetanide 3 MO CONJUPRI MO
injection COREG CR MO
bumetanide oral 1 MO CORGARD MO
BYSTOLIC 3 MO ORAL TABLET
candesartan 1 MO 20 MG, 40 MG
candesartan- 1 MO COZAAR 3 ST; MO
hydrochlorothiazid DEMSER 4 PA; MO
captopril I MO DIBENZYLINE 4  PA;MO
CARDIZEM CD 3 MO diltiazem hcl oral 1 MO
CARDIZEM LA 3 MO capsule,extended
N release 12 hr
8Rig¥§§iET 3 MO diltiazem hcl oral 1 MO
120 MG. 30 MG capsule,extended
60 MG ’ ’ release 24 hr 360
mg, 420 mg

CARDURA 3 SLMO; diltiazem hel oral I MO
ORAL TABLET | QLOODer it extended
MG, 2 MG, 4 MG 30 days) release 24hr 120
CARDURA 3 ST;MO; mg, 180 mg, 240
ORAL TABLET 8 QL (60 per mg, 300 mg
MG 30 days) diltiazem hcl oral 1 MO

tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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diltiazem hcl oral | MO furosemide injection 3 MO
tablet extended solution
release 24 hr 120 mg furosemide oral 1 MO
diltiazem hcl oral 1 solution 10 mglml,
tablet extended 40 mgl5 ml (8
release 24 hr 180 mglml)
mg, 240 mg, 300 furosemide oral 1 MO
mg, 360 mg, 420 mg tablet
dilt-xr 1 MO hydralazine oral 1 MO
DIOVAN 3 ST; MO hydrochlorothiazide 1 MO
DIOVAN HCT 3 ST; MO HYZAAR 3 ST; MO
DIURIL 3 MO indapamide 1 MO
doxazosin oral | MO; QL INDERAL LA 3 MO
tablet 1 mg, 2 mg, 4 (30 per 30
mg days) INNOPRAN XL 3 MO
doxazosin oral | MO; QL I.NSPRA < MO
tablet 8 mg (60 per 30 irbesartan I MO

days) irbesartan- 1 MO

DYRENIUM 3 MO hydrochlorothiazide
EDARBI D MO isosorbid?- 1 MO; QL
EDARBYCLOR 5 MO hydralazine g 1a8yOS )per 30
EDECRIN : MO isradipine 1 MO
enalapril maleate 1 MO KAPSPARGO 3 MO
enalapril- | MO SPRINKLE
hydrochlorothiazide KATERZIA 3 MO
eplerenone L MO KERENDIA 2 PA:QL(30
ethacrynic acid 1 MO per 30 days)
EXFORGE 3 ST; MO labetalol oral 1 MO
EXFORGE HCT 3 ST; MO LASIX 3 MO
Jelodipine I MO LEVAMLODIPIN MO
fosinopril 1 MO E
fosinopril- 1 MO lisinopril 1 MO
hydrochlorothiazide lisinopril- 1 MO
FUROSCIX 4 ST hydrochlorothiazide

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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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LOPRESSOR 3 MO nifedipine oral 1 MO
ORAL tablet extended
losartan 1 MO release 24hr
losartan- 1 MO nimodipine 3 MO
hydrochlorothiazide nisoldipine 3 MO
LOTENSIN 3 MO NORLIQVA 3 MO
ORAL TABLET NORVASC 3 MO
11\2 é/l G, 20 MG, 40 NYMALIZE 4
ORAL SYRINGE
LOTREL ORAL 3 MO 60 MG/10 ML
CAPSULE 10-20
MG. 10-40 MG. 5- olmesartan 1 MO
10 MG, 5-20 MG olmesartan- 1 MO
=i la 1 MO amlodipin-hcthiazid
olmesartan- 1 MO
metolazone 1 MO hydrochlorothiazide
metop ”;M . MO ORENITRAM 4 PA:MO
succinate MONTH 1
metoprolol la-‘ | MO TITRATION KT
hydrochlorothiaz ORENITRAM 4 PA: MO
metoprolol tartrate 1 MO MONTH 2
oral TITRATION KT
metyrosine 4 PA; MO ORENITRAM 4 PA;: MO
MICARDIS 3 ST; MO MONTH 3
MICARDIS HCT 3 ST; MO TITRATION KT
MINIPRESS 3 MO ORENITRAM 3 PA; MO
— ORAL TABLET
I”I/ZZI’ZOX.ldl‘l oral 1 MO EXTENDED
moexipril 1 MO RELEASE 0.125
nadolol 3 MO MG
nebivolol 1 MO ORENITRAM 4 PA; MO
nicardipine oral 3 MO ORAL TABLET
nifedipine oral 1 MO gﬁEEESEE(? 75
iag)let extended MG. 1 MG. 2.5
elease MG. 5 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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perindopril 1 MO terazosin oral 1 MO; QL
erbumine capsule 10 mg (60 per 30
phenoxybenzamine 4 PA; MO days)
pindolol 1 MO THALITONE 3 MO
prazosin 1 MO tiadylt er 1 MO
PROCARDIA XL 3 MO TIAZAC 3 MO
propranolol oral 1 MO timolol maleate oral 3 MO
QBRELIS 3 MO TOPROL XL 3 MO
quinapril 1 MO torsemide oral 1 MO
ramipril 1 MO trandolapril 1 MO
SOAANZ 3 ST: MO trandolapril- 1 MO
spironolactone 1 MO verapamil
spironolacton- 1 MO treprostinil sodium 4 iz:, MO;
hydrochlorothiaz
SULAR ORAL 3 MO triamterene 1 MO
TABLET triamterene- 1 MO
EXTENDED hydrochlorothiazid
RELEASE 24 HR TRIBENZOR 3 ST; MO
I7MG, 34 MG, 8.5 UPTRAVI ORAL 4  PA; MO;
MG LA
taztia xt I MO VALSARTAN 4  ST;MO
TEKTURNA 3 MO ORAL
telmisartan 1 MO SOLUTION
telmisartan- 1 MO valsartan oral tablet 1 MO
amlodipine valsartan- 1 MO
telmisartan- 1 MO hydrochlorothiazide
hydrochlorothiazid VASERETIC 3 MO
TENORETIC 100 3 MO VASOTEC 3 MO
TENORETIC 50 3 MO verapamil oral 1 MO
TENORMIN 3 MO VERELAN 3 MO
terazosin oral 1 MO; QL VERELAN PM 3 MO
capsule 1 mg, 2 mg, (30 per 30 ZESTORETIC 3 MO
o mg days) ZESTRIL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Z1AC 3 MO enoxaparin 3 MO; QL
COAGULATION sub'cutaneous (28 per 28
THERAPY syringe 100 mglml, days)
150 mglml
AR];XTI}’:NE 4 MO enoxaparin 3 MO; QL
SUY(I%IN E 1()OU subcutaneous (22.4 per 28
1Sv[S 10.8 N?L 5 syringe 120 mgl0.8 days)
G/0. ’ ml, 80 mgl0.8 ml
MG/0.4 ML, 7.5 . .
MG/0.6 ML enoxaparin 3 MO; QL
ARIXTRA 3 MO subcutaneous (16.8 per 28
syringe 30 mgl0.3 days)
SUBCUTANEOU ml, 60 mgl0.6 ml
S SYRINGE 2.5 ' - .
MG/0.5 ML enoxaparin 3 MO; QL
— 3 MO subcutaneous (11.2 per 28
aspirin- syringe 40 mgl0.4 days)
dipyridamole ml
BRILINTA 2 MO fondaparinux 4 MO
CABLIVI 4 PA; LA subcutaneous
cilostazol 1 MO ml, 5 mgl0.4 ml, 7.5
clopidogrel oral 1 MO; QL mgl0.6 ml
tablet 75 mg (30 per 30 Sondaparinux 3 MO
days) subcutaneous
dabigatran etexilate MO sylrlnge 2.5 mgl0.5
dipyridamole oral MO "
FRAGMIN 4 MO
DOPTELET (10 4 PA; MO; SUBCUTANEOU
TAB PACK) LA S SOLUTION
DOPTELET (15 4 PA; MO; 25,000 ANTI-XA
TAB PACK) LA UNIT/ML
DOPTELET (30 4 PA; MO;
TAB PACK) LA
EFFIENT 3 MO
ELIQUIS MO
ELIQUIS DVT-PE 2 MO

TREAT 30D
START

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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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FRAGMIN 4 MO LOVENOX 3 MO; QL
SUBCUTANEOU SUBCUTANEOU (11.2 per 28
S SYRINGE S SYRINGE 40 days)
10,000 ANTI-XA MGJ/0.4 ML
KEIT??&, 12,500 MULPLETA 4  PA;MO
UNIT;O.S ML, pentoxifylline 1 MO
15,000 ANTI-XA PLAVIX ORAL 3 MO; QL
UNIT/0.6 ML, TABLET 75 MG (30 per 30
18,000 ANTI-XA days)
UNIT/0.72 ML, PRADAXA ORAL 3 PA; MO
7,500 ANTI-XA CAPSULE
UNIT/0.3 ML PRADAXAORAL 4 PA
FRAGMIN 3 MO PELLETS IN
SUBCUTANEOU PACKET
ilS\IYFIIU)I(\IfE 2,500 prasugrel 1 MO
UNIT/0.2 ML, PROMACTA 4 iﬁ, MO;
5,000 ANTI-XA
UNIT/0.2 ML SAVAYSA 3 PA; MO
heparin (porcine) 1 MO TAVALISSE 4 PA;LA;
injection solution QL (60 per
Jjantoven 1 MO : 30 days)
LOVENOX 3 MO: QL warfarin 1 MO
SUBCUTANEOU (28 per 28 XARELTO 2 MO
S SYRINGE 100 days) XARELTO DVT- 2 MO
MG/ML, 150 PE TREAT 30D
MG/ML START
LOVENOX 3 MO; QL ZONTIVITY 3 MO
SUBCUTANEOU (22.4 per 28 LIPID/CHOLES
S SYRINGE 120 days) TEROL
MG/0.8 ML, 80
MG/0.8 ML LOWERING

AGENTS

LOVENOX 3 MO; QL
SUBCUTANEOU (16.8 per 28 ALTOPREV 4  ST;MO;
S SYRINGE 30 days) QL (30 per
MG/0.3 ML, 60 30 days)
MG/0.6 ML

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

This drug list was updated in August 2023.
66


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
amlodipine- 1 MO; QL fenofibrate 1 MO
atorvastatin (30 per 30 micronized oral

days) capsule 130 mg, 134
ANTARA ORAL 3 MO mg, 200 mg, 43 mg,

CAPSULE 90 MG 67 mg
atorvastatin 1 MO; QL FENOFIBRATE 3 MO

(30 per 30 MICRONIZED

days) ORAL CAPSULE
CADUET 3 ST; MO; 20 MG

QL (30 per fenofibrate 1 MO

30 days) nanocrystallized
cholestyramine 1 MO FENOFIBRATE 3 MO
(with sugar) oral ORAL CAPSULE
powder in packet fenofibrate oral 1 MO
cholestyramine light 1 tablet
oral powder in fenofibric acid 3 MO
packet (choline)
colesevelam MO FENOGLIDE MO
COLESTID ORAL MO FLOLIPID ST; MO;
PACKET QL (300 per
COLESTIDORAL 3 MO 30 days)
TABLET fluvastatin oral 1 MO; QL
colestipol oral 3 MO capsule 20 mg (30 per 30
packet days)
colestipol oral tablet MO Sluvastatin oral 1 MO; QL
CRESTOR ST- MO- capsule 40 mg (60 per 30

QL (30 per days)

30 days) Sfluvastatin oral 1 MO; QL
EZALLOR 3 ST- MO- tablet extended (30 per 30
SPRINKLE QL (30 per release 24 hr days)

30 days) gemfibrozil 1 MO
ezetimibe 1 MO icosapent ethyl 1 MO
ezetimibe- 1 MO; QL JUXTAPID ORAL 4 PA; MO;
simvastatin (30 per 30 CAPSULE 10 MG, LA

days) 20 MG, 30 MG, 5

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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LESCOL XL 3 ST; MO; QUESTRAN 3 MO
QL (30 per LIGHT
30 days) QUESTRAN 3 MO
LIPITOR 3 ST; MO; ORAL POWDER
QL (30 per REPATHA 2 PA;QL(6
30 days) per 28 days)
LIPOFEN MO REPATHA 2 PA;QL(7
LIVALO ST; MO; PUSHTRONEX per 28 days)
QL (30 per REPATHA 2 PA;QL(6
30 days) SURECLICK per 28 days)
LOPID 3 MO rosuvastatin | MO; QL
lovastatin oral | MO; QL (30 per 30
tablet 10 mg (30 per 30 days)
days) ROSZET 3 ST; MO;
lovastatin oral 1 MO; QL QL (30 per
tablet 20 mg, 40 mg (60 per 30 30 days)
days) simvastatin 1 MO; QL
LOVAZA 3 ST; MO (30 per 30
NEXLETOL 2 PA;MO days)
NEXLIZET 2 PA;MO TRICOR 3 MO
niacin oral tablet 1 MO TRILIPIX 3 MO
500 mg VASCEPA 3 ST; MO
niacin oral tablet 3 MO VYTORIN 10-10 3 ST; MO;
extended release 24 QL (30 per
hr 30 days)
NIACOR 3 MO VYTORIN 10-20 3 ST; MO;
omega-3 acid ethyl 1 MO QL (30 per
esters 30 days)
PRALUENT PEN 3 PA; QL (2 VYTORIN 10-40 3 ST; MO;
per 28 days) QL (30 per
pravastatin | MO; QL 30 days)
(30 per 30 VYTORIN 10-80 3 ST; MO;
days) QL (30 per
prevalite oral 1 MO 30 days)
WELCHOL 3 MO

powder in packet

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

specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ZETIA 3 MO VYNDAMAX 4 PA; MO
ZOCOR ORAL 3 ST; MO; VYNDAQEL 3 PA; MO
TABLET 10 MG, QL (30 per NITRATES
20 MG, 40 MG 30 days)
ZYPITAMAG 3 ST: MO:; ISORDIL MO
QL (30 per ISORDIL 3 MO
30 days) TITRADOSE
ORAL TABLET 5
II\J/ISISCELLANEO MG
CARDIOVASCU isosorbide dinitrate 1 MO
LAR AGENTS oral tablet
isosorbide 1 MO
ASPRUZYO 3 MO mononitrate
SZRINKLE nitro-bid MO
CAMZYOS 4 g}‘:’ (lgf)%er NITRO-DUR 3 MO
30 days) nitroglycerin MO
CORLANOR 5 QL (450 per sublingual
ORAL 30 days) nitroglycerin 1 MO
SOLUTION transdermal patch
CORLANOR 2 MO:;QL 24 hour
ORAL TABLET (60 per 30 nitroglycerin 3 MO
days) translingual
digoxin oral 1 MO NITROLINGUAL MO
ENTRESTO 2 MO; QL NITROSTAT MO
(60 per 30 DERMATOL
days) OGICALSITO
FILSPARI 4 1(32,?: (1;/{)();er PICAL
30 day) THERAPY
LANOXIN ORAL 3 MO ANTIPSORIATI
ranolazine 1 MO Cl
VECAMYL 4 ANTISEBORRH
VERQUVO 2 MO; QL EIC
(30 per 30 acitretin 3 MO
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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calcipotriene scalp 1 MO; QL SILIQ 4 PA; MO;

(120 per 30 QL (6 per

days) 28 days)
calcipotriene topical 3 MO; QL SKYRIZI 4 PA; MO;
cream (120 per 30 SUBCUTANEOU QL (2 per

days) S PEN INJECTOR 28 days)
CALCIPOTRIEN 3 QL (120 per SKYRIZI 4 PA; MO;
E TOPICAL 30 days) SUBCUTANEOU QL (2 per
FOAM S SYRINGE 150 28 days)
calcipotriene topical 3 MO; QL MG/ML
ointment (120 per 30 SORILUX 3 MO; QL

days) (120 per 30
calcipotriene- 1 MO; QL days)
betamethasone (400 per 30 SOTYKTU 4 PA; MO

days) STELARA 4 PA; MO;
calcitriol topical 3 INTRAVENOUS QL (104 per
COSENTYX (2 4 PA; MO; 180 days)
SYRINGEYS) QL (10 per STELARA 4 PA; MO;

28 days) SUBCUTANEOU QL (0.5 per
COSENTYX PEN 4 PA; MO; S SOLUTION 28 days)

(2 PENS) QL (10 per STELARA 4 PA; MO;

28 days) SUBCUTANEOU QL (0.5 per
COSENTYX 4 PA; MO; S SYRINGE 45 28 days)
SUBCUTANEOU QL (2.5 per MG/0.5 ML
S SYRINGE 75 28 days) STELARA 4 PA; MO;
MG/0.5 ML SUBCUTANEOU QL (1 per
ENSTILAR 4 MO; QL S SYRINGE 90 28 days)

(400 per 30 MG/ML

days) TACLONEX 4 MO; QL
ILUMYA 4 PA;MO; (400 per 30

QL (2 per days)

28 days) TALTZ 4 PA; MO;
selenium sulfide 1 MO AUTOINJECTOR QL (1 per
topical lotion 28 days)

TALTZ SYRINGE 4 PA; MO;
QL (1 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TREMFYA 4 PA; MO; DUPIXENT 4 PA; MO;
QL (2 per SYRINGE QL (1.34
28 days) SUBCUTANEOU per 28 days)
VECTICAL 3 S SYRINGE 100
VIAMA | R e e
ZORYVE . PA; MO SUBCUTANEOU QL (4.56
MISCELLANEO S SYRINGE 200 per 28 days)
US MG/1.14 ML
DERMATOLOG DUPIXENT 4 PA;MO;
ICALS SUBCUTANEOU QL (8 per
ADBRY 4 PA; MO; S SYRINGE 300 28 days)
QL (6 per MG/2 ML
28 days) EFUDEX 3 MO
ammonium lactate 1 MO TOP{EAL
CARAC 4 MO CREAM
CIBINQO 4 PA; MO; ELIDEL 3 PA; MO;
QL (30 per QLd(100 per
30 days) 30 days)
CONDYLOX 3 MO EUCRISA 3 PA; MO;
TOPICAL GEL %Ld(; YZS pet
dicl?fenac sodium 3 PA; MO; FLUOROURACI A MO
topical gel 3 % QL (100 per L TOPICAL
— 28 days) CREAM 0.5 %
doxepin topical ! ?4/1150 ’ QI;O Sfluorouracil topical 1 MO
dayf)er cream 5 %
DUPIXENT 4 PA: MO Sfluorouracil topical 1 MO
SUBCUTANEOU QL (4.56 solution
S PEN INJECTOR per 28 days) HYFTOR 4 PA
200 MG/1.14 ML imiquimod topical 4 MO
DUPIXENT 4 PA; MO:; cream in metered-
SUBCUTANEOU QL (8 per dose pump
S PEN INJECTOR 28 days) imiquimod topical 1 MO
300 MG/2 ML cream in packet 5 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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lidocaine hcl mucous MO SANTYL 2 MO; QL
membrane solution (180 per 30
lidocaine topical PA; MO; SILVADENE 3 MO
adhe; ive Jieated QL (90 per silver sulfadiazine 1 MO
{;ch ,medicated 5 30 days) sd I MO
lidocaine topical MO: QL tacrolimus topical 3 PA; MO;
ointment (36 per 30 QL (100 per

days) 30 days)
lidocaine viscous MO VALCHLOR g PA; MO
lidocaine-prilocaine MO; QL ZONALON > ?;[50’ Q1310
topical cream (30 per 30 per

days) days)
LIDODERM PA: MO: ZTLIDO 3 PA; MO;

QL (90 per QL (90 per

30 days) 30 days)
methoxsalen MO ZYCLARA - MO

TOPICAL

OPZELURA PA; MO; CREAM IN

QL (240 per METERED-DOSE

28 days) PUMP
pimecrolimus PA; MO; ACNE

L (100

?0 d(ays) Pt ABSORICA 4
PLIAGLIS PA; QL (30 ABSORICA LD 4

per 30 days) ACANYA 3 MO
podofilox MO TOPICAL GEL

WITH PUMP

prudoxin MO; QL

(45 per 30 accutane 3

days) ACZONE 3 MO
REGRANEX MO; QL adapalene topical 1 PA; MO

(15 per 30 cream

days) adapalene topical 1 PA; MO

gel0.3%

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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adapalene topical 1 PA clindamycin 1 MO; QL
swab phosphate topical (120 per 30
adapalene-benzoyl 1 PA; MO lotion days)
peroxide clindamycin | MO; QL
AKLIEF 3 PA; MO phosphate topical (120 per 30
ALTRENO 3 PA;MO solution days)
clindamycin 1 MO; QL
amnesteem 3 .
phosphate topical (60 per 30
AMZEEQ 3 MO swab days)
ARAZLO 3 PA; MO clindamycin-benzoyl 1 MO
ATRALIN 3 PA; MO peroxide topical gel
avita topical cream 3 PA; MO clindamycin-benzoyl 1 MO
azelaic acid 3 MO per oxide topical geOl
AZELEX 3 MO wz'th pump'1.2-2.5 %
BENZAMYCIN 3 MO frl;’;i“:;f cn I PAMO
brzmm?ldme topical 1 PA; MO dapsone topical 1 MO
claravis 3 DIFFERIN 3 PA;MO
CLEOCIN T 3 MO; QL TOPICAL
TOPICAL (120 per 30 CREAM
LOTION days) DIFFERIN 3 PA;MO
clindacin 1 QL (100 per TOPICAL GEL
30 days) WITH PUMP
clindacin etz topical 1 MO; QL DIFFERIN 3 PA; MO
swab (69 per 30 TOPICAL
days) LOTION
CLINDAGEL 4 MO;QL EPIDUO FORTE PA; MO
gasz)per 30 EPIDUO PA
Y TOPICAL GEL
clindamycin 1 QL (100 per WITH PUMP
phosphate topical 30 days) :
EPSOLAY 3 ST; MO
foam y o
clindamycin 1 MO; QL ery paas ! M
phosphate topical (120 per 30 erygel 1 MO
gel days) erythromycin with 1 MO

ethanol topical gel

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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erythromycin with 1 MO RETIN-A MICRO 3 PA; MO
ethanol topical TOPICAL GEL
solution WITH PUMP 0.06
erythromycin- | MO 70, 0.08 %
benzoyl peroxide RHOFADE PA; MO
FABIOR 3 PA; MO SOOLANTRA ST; MO;
FINACEA 3 ST; MO QL (60 per
. A 30 days)
isotretinoin 3 :
ivermectin topical 1 MO: QL tazarotene topical 3 PA; MO
cream
cream (60 per 30
days) TAZAROTENE 3 PA
METROCREAM ST; MO TOPICAL FQAM
METROGEL ST: MO tajarotene topical 3 PA; MO
TOPICAL GEL 1 e
% TAZORAC 3 PA; MO
METROLOTION 3 ST tretinoin 1 PA; MO
metronidazole 3 MO anlcrosp heres topical
topical cream g ; 3 BA MO
X tretinoin topica ;
meironidazole S M0 cream 0.025 %, 0.05
topical gel % 0.1%
met'r omdagole < MO tretinoin topical gel 1 PA; MO
topical lotion 0.01%. 0.025%
MIRVASO 3 PA; MO 0.05 %
neuac I MO TWYNEO 3 PA;MO
NORITATE 4 ST; MO VELTIN 3 PA
ONEXTON 3 MO WINLEVI 3 PA;MO
TOPICAL GEL —enatane 3
WITH PUMP
RETIN-A 3 PA; MO ZIANA . PA
RETIN-A MICRO 3 PA; MO ZILXI < ST; MO
TOPICAL GEL

0.04 %, 0.1 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TOPICAL ciclopirox topical 1 MO; QL
ANTIBACTERIA solution (6.6 per 28
LS days)
ALTABAX MO:; QL ciclopirox topical | MO; QL
(30 I;Gr 30 suspension (60 per 28
days) | | days)
gentamicin topical MO: QL clotrimazole topical 1 MO; QL
cream (45 per 28
(60 per 30 d
days) ays)
KLARON MO clotrimazole topical 1 MO; QL
solution (30 per 28
mafenide acetate MO days)
mupirocin MO; QL clotrimazole- 1 MO; QL
(44 per 30 betamethasone (45 per 28
days) topical cream days)
mupirocin calcium MO; QL clotrimazole- 3 MO:; QL
(30 per 30 betamethasone (60 per 28
days) topical lotion days)
NEO-SYNALAR MO econazole 3 MO; QL
sulfacetamide MO (85 per 28
sodium (acne) days)
SULFAMYLON MO ERTACZO 3 MO; QL
TOPICAL (60 per 28
CREAM days)
TOPICAL EXELDERM 3 MO; QL
ANTIFUNGALS (60 per 28
ciclopirox topical MO; QL days)
cream (90 per 28 JUBLIA 3 MO; QL (8
days) per 30 days)
ciclopirox topical MO; QL KERYDIN 3 MO; QL
gel (100 per 28 (10 per 30
days) days)
ciclopirox topical MO; QL ketoconazole topical 1 MO; QL
shampoo (120 per 28 cream (60 per 28
days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ketoconazole topical 1 MO; QL nystatin topical 1 QL (180 per
foam (100 per 28 powder 30 days)
days) nystatin- 1 MO; QL
ketoconazole topical | MO; QL triamcinolone (60 per 28
shampoo (120 per 28 days)
days) nystop 1 MO; QL
ketodan 1 MO; QL (180 per 30
(100 per 28 days)
days) oxiconazole 1 MO; QL
LOPROX 3 MO; QL (90 per 28
TOPICAL (120 per 28 days)
SHAMPOO days) OXISTAT 3 QL (90 per
LULICONAZOLE 3 MO; QL TOPICAL 28 days)
(60 per 28 CREAM
days) OXISTAT 3 MO; QL
LUZU 3 MO; QL TOPICAL (60 per 28
(60 per 28 LOTION days)
days) tavaborole 1 MO; QL
naftifine topical 3 MO; QL (10 per 30
cream (60 per 28 days)
days) TOPICAL
naftifine topical gel 3 MO; QL ANTIVIRALS
2% 60 28
’ é ayf)er acyclovir topical 1 PA; MO;
cream QL (5 per
NAFTIN 3 MO; QL 30 days)
TOPICAL GEL (60 per 28 - -
days) acyclovir topical 3 PA; MO;
: ointment QL (30 per
nyamyc 1 MO; QL 30 days)
(180 per 30
days) DENAVIR 3 MO; QL (5
tatin topical 1 MO; QL per 30 days)
nystatin topica ; P
cream (30 per 28 penciclovir 3 MO; QL (5
days) per 30 days)
nystatin topical 1 MO; QL XERESE 4 MO
ointment (30 per 28 ZOVIRAX 3 PA; MO;
days) TOPICAL QL (5 per
CREAM 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ZOVIRAX 3 PA; MO; clobetasol topical 3 MO; QL
TOPICAL QL (30 per gel (120 per 28
OINTMENT 30 days) days)
TOPICAL clobetasol topical 3 MO; QL
CORTICOSTER lotion (118 per 28
OIDS days)
ala-cort topical 1 MO c{obetasol topical 3 MO; QL
cream 1 % ointment (120 per 28
days)
la-cort topical 1
ard-cor ognca clobetasol topical 3 MO; QL
cream 2.5 %
shampoo (236 per 28
ALA-SCALP 3 MO days)
alclometasone 1 MO clobetasol topical 1 MO; QL
amcinonide topical 1 MO spray,non-aerosol (125 per 28
lotion days)
apexicon e 1 MO; QL clobetasol-emollient 3 MO; QL
(120 per 30 topical cream (120 per 28
days) days)
betamethasone 1 MO clobetasol-emollient 1 MO; QL
dipropionate topical foam (100 per 28
betamethasone 1 MO days)
valerate CLOBEX 3 QL (118 per
betamethasone, 1 MO TOPICAL 28 days)
augmented LOTION
BRYHALI MO CLOBEX 3 MO;QL
TOPICAL (236 per 28
APEX M
Cl ; Feal Mg L SHAMPOO days)
clobetasol scalp (100, %r 2 CLOBEX 3 MO: OL
i S)p TOPICAL (125 per 28
‘ y SPRAY,NON- days)
clobetasol topical 3 1\112(()), QL28 AEROSOL
cream (120 per clocortolone 1 MO
days) )
lobetasol topical 3 MO; QL pivalate
]C;Oilm . (100 per 28 clodan 3 MOQL
days)p (236 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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CLODERM MO [fluocinonide topical 3 MO; QL
CORDRAN TAPE MO cream 0.05 % (120 per 30
LARGE ROLL days)
CORDRAN MO; QL fluocinonide topical | MO; QL
TOPICAL (120 per 30 cream 0.1 % (120 per 30
CREAM 0.05 % days) days)
CORDRAN MO; QL fluocinonide topical 3 MO; QL
TOPICAL (120 per 30 gel (120 per 30
LOTION days) days)
DERMA.- MO fluocinonide topical 3 MO; QL
SMOOTHE/ES ointment (120 per 30
SCALP OIL days)
desonide MO fluocinonide topical 3 MO; QL
DESOWEN solution (120 per 30
TOPICAL days)
CREAM fluocinonide- 3 MO; QL
desoximetasone MO emollient (120 per 30
y days)
?er MO Sflurandrenolide 1 MO; QL
diflorasone MO; QL topical cream (120 per 30
(120 per 30 days)
days) Sflurandrenolide 1 MO; QL
DIPROLENE MO topical lotion (120 per 30
(AUGMENTED) days)
TOPICAL .
OINTMENT Sfluticasone 1 MO
propionate topical
DUOBRII MO; QL o
halcinonide 1 MO
(200 per 30
days) halobetasol 3 MO
fluocinolone and MO propionate topical
shower cap cream
fuocinolone topical MO HALOBETASOL 3 MO
uocinolone topica PROPIONATE
cream ' TOPICAL FOAM
ﬂgocmolone topical MO halobetasol 3 MO
omtment . .
propionate topical
fluocinolone topical MO ointment

solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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HALOG 3 MO OLUX-E 3 MO; QL
hydrocortisone 1 MO; QL (100 per 28
butyrate topical (120 per 30 days)
cream days) PANDEL MO
hydrocortisone 1 MO; QL SYNALAR MO
butyrate topical (118 per 30 TOPICAL
lotion days) CREAM
hydrocortisone | MO; QL SYNALAR 3 MO
butyrate topical (120 per 30 TOPICAL
ointment days) SOLUTION
hydrocortisone 1 MO; QL TEXACORT 3 MO
butyrate topical (120 per 30 TOPICORT MO
solution days) TOPICAL
hydrocortisone 1 MO CREAM
topical cream 1 % TOPICORT 3 MO
hydrocortisone 1 MO TOPICAL GEL
topical lotion 2.5 %% TOPICORT 3 MO
hydrocortisone 1 MO TOPICAL
topical ointment 1 OINTMENT 0.05
%,2.5% %
hydrocortisone 1 MO TOPICORT 3 MO
valerate TOPICAL
IMPEKLO 3 MO;QL SPRAY,NON-
(136 per 28 AEROSOL
days) tovet emollient 1 MO; QL
KENALOG 3 MO;QL (100 per 28
TOPICAL (126 per 28 days)
days) triamcinolone 1 MO; QL
LEXETTE MO acetonide topical (126 per 28
LOCOID MO:; QL “‘fm”l. days)
LIPOCREAM (120 per 30 triamcinolone 1 MO
days) acetonide topical
LOCOID 3 MO:QL cream
TOPICAL (118 per 30 triamcinolone 1 MO
LOTION days) acetonide topical
mometasone topical 1 MO fotion

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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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triamcinolone 1 MO DIAGNOSTIC
acetonide topical S/
ointment
o i MISCELLAN
rianex
triderm topical 1 MO B0
riderm topica
cream AGENTS
tritocin 1 MISCELLANEO
ULTRAVATE 4 MO US AGENTS
TgP ISAL acamprosate 3 MO
iJ/AFll;IIO;\J 1 MO: OL AGRYLIN 3 MO
(120 per 30 anagrelide 1 MO
days) ARALAST NP 4 PA; MO;
INTRAVENOUS LA
VERDESO 3 MO RECON SOLN
TOPICAL 1,000 MG
ggglfé%?llé? ]; . AURYXIA 4  PA;MO
S BUPHENYL 4 PA
CARBAGLU 4 PA; MO;
crotan 1 MO LA
malathion 3 MO carglumic acid 4 PA
NATROBA 3 MO CARNITOR 3 MO
OVIDE 3 MO ORAL
permethrin | MO; QL cevimeline 3 MO
(60 per 30 CHEMET 2 PA
days)
CLINIMIX 3 PA
spinosad I MO 4.25%/D5W
SULFIT FREE
CLINIMIX E 3 PA
2.75%/D5W SULF
FREE
CUVRIOR 4 PA; LA
d10 %-0.45 % 3 MO

sodium chloride

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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d2.5 %-0.45 % 3 ENDARI 4 PA; MO

sodium chloride EVOXAC 3 MO

d5 % and 0.9 % 3 MO EXJADE 4 PA; MO:;

sodium chloride LA

d>5 %5-0.45 % sodium 3 MO EXSERVAN 4 PA

chioride FERRIPROX (2 4 PA

deferasirox oral 4 PA; MO TIMES A DAY)

granules in packet FERRIPROX 4 PA

deferasirox oral 4 PA; MO ORAL

tablet 180 mg, 360 SOLUTION

mE FERRIPROX 4 PA

deferasirox oral 3 PA; MO ORAL TABLET

tablet 90 mg 500 MG

deferasirox oral 3 PA; MO FOSRENOL 3 MO: QL

tablet, dispersible ORAL POWDER (135 per 30

125 mg IN PACKET 1,000 days)

deferasirox oral 4 PA; MO MG

tablet, dispersible FOSRENOL 3 MO: QL

250 mg, 500 mg ORAL POWDER (180 per 30

deferiprone 4 PA; MO IN PACKET 750 days)

dextrose 10 % and 3 MG

0.2 % nacl FOSRENOL 3 MO; QL

dextrose 10 % in 3 ORAL (135 per 30

water (d10w) TABLET,CHEWA days)

dextrose 5 % in 3 MO BLE 1,000 MG

water (d5w) FOSRENOL 3 MO; QL

intravenous ORAL (270 per 30

piggyback TABLET,CHEWA days)

dextrose 5%6-0.2 %% 3 BLE 500 MG

sod chloride g(}i,SAliENOL 3 ?g(); QL30

P per
f"g;lfl’;‘;”g oral S MO TABLET,CHEWA days)
aplet 227 ms BLE 750 MG

disulfiram oral : GLASSIA 4 PA:MO;

tablet 500 mg LA’ ’

droxidopa 4 PA; MO INCRELEX A MO: LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
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JADENU 4 PA; MO PHEBURANE 4 PA; MO
JADENU 4 PA; MO pilocarpine hel oral 3 MO
SPRINKLE PROLASTIN-C 4  PA;LA
lanthanum oral | MO; QL PYRUKYND 4 PA: LA;
tablet,chewable (135 per 30 ORAL TABLET QL (56 per
1,000 mg days) 20 MG, 5 MG (4- 28 days)
lanthanum oral | MO; QL WEEK PACK), 50
tablet,chewable 500 (270 per 30 MG
mg days) PYRUKYND 4  PA;LA;
lanthanum oral | MO; QL ORAL TABLET 5 QL (7 per
tablet,chewable 750 (180 per 30 MG 180 days)
mg days) PYRUKYND 4  PA;LA;
levocarnitine (with 3 MO ORAL QL (14 per
sugar) TABLETS,DOSE 180 days)
levocarnitine oral 3 MO PACK
tablet RAVICTI 4 PA; MO
LITHOSTAT 3 RENAGEL ORAL 3 MO
LOKELMA D MO TABLET 800 MG
midodrine 1 MO RENVELA ORAL 4 MO; QL
T : POWDER IN (180 per 30
nitisinone 4 PA; MO PACKET 0.8 days)
NITYR 3 PA;MO; GRAM
LA RENVELA ORAL 4 MO; QL
NORTHERA 4  PA;MO POWDER IN (90 per 30
ORFADIN 4 PA; LA PACKET 2.4 days)
OXBRYTAORAL 4  PA; MO; GRAM
TABLET 300 MG LA; QL RENVELA ORAL 4 MO; QL
(150 per 30 TABLET (270 per 30
days) days)
OXBRYTA ORAL 4 PA; MO; REVCOVI 4 PA; LA
TABLET 500 MG LA; QL (90 RILUTEK 4 PA; MO
OXBRYTA ORAL 4 E‘Z 3;)/[((1)”8) riluzole : PA; MO
TABLET FOR LA; QL ' ;SZZZ o oral 1 ?;I(? ;e%o
SUSPENSION (150 per 30 & da S
days) y

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

This drug list was updated in August 2023.
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SALAGEN 3 MO tiopronin 4 PA; MO
(PILOCARPINE) trientine 4 PA; MO
sevelamer carbonate | MO; QL VELPHORO 4 MO:; QL
oral powder in (180 per 30 (180 per 30
packet 0.8 gram days) days)
sevelamer carbonate | MO; QL VELTASSA % MO
oral powder in (90 per 30 XURIDEN 4 PA
packet 2.4 gram days)
sevelamer carbonate 3 MO; QL ZEMAIRA 4 il:’ MO;
oral tablet (270 per 30
days) ZOKINVY 4 PA; LA;
sevelamer hcl 1 MO QL (120 per
dium chloride 0.9 3 MO 20 daye)
s | SMOKING
0 intravenous
piggyback DETERRENTS
sodium chloride 3 MO bupropion hcl 1 MO
irrigation (smoking deter )
sodium 4 PA; MO NICOTROL 3 MO
phenylbutyrate oral NICOTROL NS 3 MO
powder varenicline 3 MO
sodium 4 PA
phenylbutyrate oral EAR, NOSE /
tablet THROAT
sodium polystyrene 1 MO MEDICATIO
sulfonate oral NS
d
powaer _ MISCELLANEO
sps (with sorbitol) 1 MO US AGENTS
oral
SYPRINE 4 PA: MO azelastine nasal | MO; QL
aerosol,spray (60 per 30
TAVNEOS 4 PA; LA; days)
QL (180 per —
30 days) chlorhexidine | MO
gluconate mucous
THIOLA 4 PA membrane
THIOLA EC 4 PA
TIGLUTIK 4 PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ipratropium 1 MO; QL CIPROFLOXACI MO
bromide nasal (30 per 30 N-
days) FLUOCINOLON
olopatadine nasal | MO; QL E
(30.5 per 30 neomycin- MO
days) polymyxin-hc otic
periogard 1 MO (ear)
triamcinolone | MO OTOVEL MO
acetonide dental ENDOCRINE/
MISCELLANEO DIABETES
US OTIC
ADRENAL
PREPARATION
S HORMONES
acetic acid otic 1 MO ACTHAR PA; MO
(ear) ALKINDI
, : SPRINKLE
gggoﬁfj)‘“’” hel . M0 ORAL CAPSULE,
SPRINKLE 0.5
DERMOTIC OIL MO MG, 1 MG
flac otic oil MO ALKINDI
fluocinolone MO SPRINKLE
acetonide oil ORAL CAPSULE,
hydrocortisone- 1 MO SPRINKLE 2 MG,
acetic acid SMG
ofloxacin otic (ear) 1 MO CORTEF MO
OTIC STEROID CORTROPHIN PA; MO
| ANTIBIOTIC GEL
CIPRO HC MO dexabliss
dexamethasone oral MO
CIPRODEX %{?’ (e)rL7 solution
da.ysl)) dexamethasone oral MO
tablet
ciprofloxacin- 1 MO; QL aie
dexamethasone (7.5 per 7 dexamethasone oral MO
days) tablets,dose pack
EMFLAZA PA; MO;
LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Sfludrocortisone 1 MO prednisone oral 1 MO
HEMADY 3 MO tablets,dose pack 10
hydrocortisone oral 1 MO mg, 5> mg
MEDROL (PAK) 3 MO RAYOS S MO
MEDROLORAL 3  PA;MO CAPERDEX VO
E}?I&Eﬁ (1}6 é\/[ 1\? é2 TABLETS,DOSE

’ ’ PACK 1.5 MG (21
methylprednisolone 1 PA; MO TABS), 1.5 MG (49
oral tablet TABS)
methylprednisolone 1 MO TAPERDEX g
oral tablets,dose ORAL
pack TABLETS,DOSE
millipred oral tablet 1 PA; MO PACK 1.5 MG (27
ORAPRED ODT 3 PA;MO TABS)
prednisolone oral 1 MO TARPEYO 4 PA; QL
solution (120 per 30
prednisolone sodium 1 MO days)
phosphate oral ANTITHYROID
solution 10 mgl5 ml, AGENTS
20 mgl5 mi (4 methimazole oral 1 MO
mglml), 25 mgl5 ml tablet 10 mg, 5 mg
(5mglml), 5 mg 1ihi ] 1
basel5 ml (6.7 mgl5 propyithiouract MO
ml) DIABETES
prednisolone sodium 1 PA; MO THERAPY
phosphate oral acarbose oral tablet 1 MO; QL
tablet,disintegrating 100 mg (90 per 30
prednisone intensol 3 MO days)
prednisone oral 1 MO acarbose oral tablet 1 MO; QL
solution 25 mg (360 per 30
prednisone oral 1 MO days)
tablet acarbose oral tablet 1 MO; QL
prednisone oral 1 50 mg (180 per 30
tablets,dose pack 10 days)

mg (48 pack), 5 mg
(48 pack)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 2023.
85


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ACTOPLUS MET 3 MO; QL BASAGLAR 3 ST; MO
ORAL TABLET (90 per 30 TEMPO PEN(U-
15-850 MG days) 100)INSLN
ACTOS 3 MO; QL BYDUREON 2 PA; MO;
(30 per 30 BCISE QL (4 per
days) 28 days)
ADMELOG 3 ST; MO BYETTA 2 PA; MO;
SOLOSTAR U-100 SUBCUTANEOU QL (2.4 per
INSULIN S PEN INJECTOR 30 days)
ADMELOG U-100 3 PA; MO 10
INSULIN LISPRO MCG/DOSE(250
AFREZZA G MCG/ML) 2.4 ML
alcohol pads 1 BYETTA 2 PA; MO,
P SUBCUTANEOU QL (1.2 per
ALOGLIPTIN 3 ST;MO; S PEN INJECTOR 30 days)
QL (30 per 5 MCG/DOSE (250
30 days) MCG/ML) 1.2 ML
ALOGLIPTIN- 3 ST; MO; CYCLOSET 3 MO; QL
METFORMIN QL (60 per (180 per 30
30 days) days)
ALOGLIPTIN- 3 MO;QL diazoxide 3 MO
PIOGLITAZONE (30 per 30 DROPSAFE 5 MO
ORAL TABLET days)
ALCOHOL PREP
12.5-30 MG, 25-15 PADS
MG, 25-30 MG,
25-45 MG DUETACT 3 MO; QL
APIDRA 3 ST;MO SaO f)er 30
SOLOSTAR U-100 Y
INSULIN FARXIGA ORAL 2 MO; QL
APIDRA U-100 3 PA; MO TABLET 10 MG g&aO f)er 30
INSULIN FARXIGA ORAL 2 MZI) QL
BAQSIMI 2B MO TABLET 5 MG (60 per 30
BASAGLAR 3 ST; MO days)
LN G100 FIASP 3 ST;MO
FLEXTOUCH U-
100 INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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FIASP PENFILL 3 ST; MO GLUCAGON 3 ST; MO
U-100 INSULIN EMERGENCY
FIASP U-100 3 PA;MO KIT (HUMAN)
INSULIN GLUCOTROL XL 3 MO; QL
glimepiride oral 1 MO; QL ORAL TABLET (60 per 30
tablet 1 mg (240 per 30 EXTENDED days)
RELEASE 24HR
days)
glimepiride oral | MO; QL 10MG
tablet 2 mg (120 per 30 GLUCOTROL XL 3 MO; QL
days) ORAL TABLET (240 per 30
glimepiride oral 1 MO; QL gﬁEEE?EEaHR days)
tablet 4 mg (60 per 30 25 MG
days) i
glipizide oral tablet 1 MO; QL gﬁgg%&%ﬁég L 3 ?;[2(())’1%?3 0
10mg (120 per 30 EXTENDED days)
days) RELEASE 24HR 5
glipizide oral tablet 1 MO; QL MG
> mg 51240)1’“ 30 GLUMETZA 4 ST MO;
ays ORAL QL (60 per
glipizide oral tablet 1 MO; QL TABLET,ER 30 days)
extended release (60 per 30 GAST.RETENTIO
24hr 10 mg days) N 24 HR 1,000 MG
glipizide oral tablet 1 MO; QL GLUMETZA 4 ST; MO:
extended release (240 per 30 ORAL QL (120 per
24hr 2.5 mg days) TABLET,ER 30 days)
glipizide oral tablet 1 MO; QL GAST.RETENTIO
extended release (120 per 30 N 24 HR 500 MG
24hr 5 mg days) GLYXAMBI 2 MO;QL
glipizide-metformin 1 MO; QL (30 per 30
oral tablet 2.5-250 (240 per 30 days)
mg days) GVOKE 2 MO
glipizide-metformin 1 MO; QL GVOKE 9 MO
oral tablet 2.5-500 (120 per 30 HYPOPEN 2-
mg, 5-500 mg days) PACK
GLUCAGEN 3 ST; MO GVOKE PFS 1- %) MO
HYPOKIT PACK SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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HUMALOG 2 MO HUMULIN N 2 MO
JUNIOR NPH U-100
KWIKPEN U-100 INSULIN
HUMALOG 2 MO HUMULIN R 2 MO
KWIKPEN REGULAR U-100
INSULIN INSULN
HUMALOG MIX 2 MO HUMULIN R U- 2 MO
50-50 INSULN U- 500 (CONC)
100 INSULIN
HUMALOG MIX 2 MO HUMULIN R U- 2 MO
50-50 KWIKPEN 500 (CONC)
HUMALOG MIX 2 MO KWIKPEN
75-25 KWIKPEN INSULIN ASP 3 ST; MO
HUMALOG MIX 2 MO PRT-INSULIN
75-25(U- ASPART
100)INSULN INSULIN 3 ST; MO
HUMALOG 3 ST; MO ASPART U-100
TEMPO PEN(U- SUBCUTANEOU
100)INSULN S CARTRIDGE
HUMALOG U- 2 MO INSULIN 3 ST:MO
100 INSULIN ASPART U-100
SUBCUTANEOU SUBCUTANEOU
S CARTRIDGE S INSULIN PEN
HUMALOG U- 2 PA;MO INSULIN 3 PA;MO
100 INSULIN ASPART U-100
SUBCUTANEOU SUBCUTANEOU
S SOLUTION S SOLUTION
HUMULIN 70/30 2 MO INSULIN 3 ST:MO
U-100 INSULIN DEGLUDEC
HUMULIN 70/30 2 MO INSULIN 2 MO
U-100 KWIKPEN GLARGINE
HUMULIN N 2 MO INSULIN 3 ST:MO
NPH INSULIN GLARGINE-
KWIKPEN YFGN
INSULIN LISPRO 3 ST: MO
PROTAMIN-
LISPRO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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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INSULIN LISPRO 3 ST; MO JARDIANCE 2 MO;QL
SUBCUTANEOU (30 per 30
S INSULIN PEN days)
INSULIN LISPRO 3 ST; MO JENTADUETO 2 MO;QL
SUBCUTANEOU ORAL TABLET (60 per 30
S INSULIN PEN, 2.5-1,000 MG, 2.5- days)
HALF-UNIT 500 MG
INSULINLISPRO 2  PA;MO JENTADUETO 2 MO:;QL
SUBCUTANEOU XR ORAL (60 per 30
S SOLUTION TABLET, IR - ER, days)
INVOKAMET 3 ST; MO; BIPHASIC 24HR
QL (60 per 2.5-1,000 MG
30 days) JENTADUETO 2 MO;QL
INVOKAMET XR 3 ST; MO; XR ORAL (30 per 30
QL (60 per TABLET, IR - ER, days)
30 days) BIPHASIC 24HR
INVOKANA 3 ST; MO; 5-1,000 MG
QL (30 per KAZANO 3 ST; MO;
30 days) QL (60 per
JANUMET 2 MO;QL 30 days)
(60 per 30 KOMBIGLYZE 3 ST; MO;
days) XR ORAL QL (60 per
JANUMET XR 2 MO:QL TABLET, ER 30 days)
ORAL TABLET (30 per 30 MULTIPHASE 24
ER : dayf) HR 2.5-1,000 MG
MULTIPHASE 24 KOMBIGLYZE 3 ST: MO:;
HR 100-1,000 MG XR ORAL QL (30 per
JANUMET XR 2 MO:QL TABLET, ER 30 days)
ORAL TABLET (60 per 30 MULTIPHASE 24
ER ’ dayf) HR 5-1,000 MG, 5-
MULTIPHASE 24 >00 MG
HR 50-1,000 MG, LANTUS 2 MO
50-500 MG SOLOSTAR U-100
JANUVIA 2 MO;QL INSULIN
(30 per 30 LANTUS U-100 2 MO
days) INSULIN

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

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

This drug list was updated in August 2023.
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LEVEMIR 3 ST; MO metformin oral 1 ST; MO;
FLEXPEN tablet extended QL (60 per
LEVEMIR U-100 3 ST; MO release (osm) 24 hr 30 days)
INSULIN 1,000 mg
LYUMJEV 2 MO metformin oral 1 ST; MO;
KWIKPEN U-100 tablet extended QL (150 per
INSULIN release (osm) 24 hr 30 days)
LYUMJEV 2 MO 200 mg
KWIKPEN U-200 metformin oral 1 ST; MO;
INSULIN tablet,er QL (60 per
LYUMIEV 3 ST- MO gast.retention 24 hr 30 days)
TEMPO PEN(U- 1,000 mg
100)INSULN metformin oral 1 ST; MO;
LYUMJEV U-100 2 PA; MO tablet,er QL (120 per
’ gast.retention 24 hr 30 days)
INSULIN 500 mg
Zj;g:gzqm oral ! ?;[605’ %1“30 miglitol oral tablet 1 MO; QL
da s)p 100 mg (90 per 30
: Y days)
?ZIZZOIT%ZOO :/Z; ! ?;ISO 136?150 miglitol oral tablet 1 MO; QL
' days) 25 mg (360 per 30
. 4 days)
ZZI;;OZF%?;ZI ! ?;15%’13?30 miglitol oral tablet 1 MO; QL
days) 50 mg (180 per 30
METFORMIN 4 QIi, (120 days)
per : :
ORAL TABLET 30 days) MOUNJARO 2B PA; MO;
625 MG QL (2 per
; I MO:QL 28 days)
metformin ora ; .
tabl];t 850 mg (90 pe? 30 nateglinide oral 1 MO; QL
days) tablet 120 mg (90 per 30
" ;i I MZ) QL days)
metformin ora ; — :
tablet extended (120 per 30 e I?O’de oral : ?ﬁ% QrL 0
release 24 hr 500 mg days) abter 6 mg days)p ¢
metformin oral 1 MO; QL : :
tablet extended (60 per 30 NESINA < g{j i\?j[()o I;er
release 24 hr 750 mg days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NOVOLIN 70/30 3 ST; MO OSENI ORAL 3 MO:; QL
U-100 INSULIN TABLET 12.5-30 (30 per 30
NOVOLIN 70-30 3 ST;MO MG, 25-15 MG, days)
FLEXPEN U-100 25-30 MG, 25-45
NOVOLIN N 3 ST; MO MG
FLEXPEN OZEMPIC 2 PA; MO;
: SUBCUTANEOU QL (3 per
NOVOLIN N 3 SLMO S PEN INJECTOR 28 days)
NPH U-100
INSULIN 0.25 MG OR 0.5
MG (2 MG/3 ML),
NOVOLIN R 3 ST; MO 1 MG/DOSE (4
FLEXPEN MG/3 ML), 2
NOVOLIN R 3 ST; MO MG/DOSE (8
REGULAR U100 MG/3 ML)
INSULIN pioglitazone 1 MO; QL
NOVOLOG 3 ST; MO (30 per 30
FLEXPEN U-100 days)
INSULIN pioglitazone- 1 MO; QL
NOVOLOG MIX 3 ST; MO glimepiride (30 per 30
70-30 U-100 days)
INSULN pioglitazone- 1 MO; QL
NOVOLOG MIX 3 ST; MO metformin (90 per 30
70-30FLEXPEN days)
U-100 PROGLYCEM 3 MO
NOVOLOG 3 ST; MO QTERN MO: QL
PENFILL U-100 (30 per 30
INSULIN days)
NOVOLOG U-100 3 PA; MO repaglinide oral 1 MO; QL
INSULIN tablet 0.5 mg (960 per 30
ASPART days)
ONGLYZA 3 ST; MO; repaglinide oral 1 MO:; QL
QL (30 per tablet 1 mg (480 per 30
30 days) days)
repaglinide oral 1 MO; QL
tablet 2 mg (240 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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REZVOGLAR 3  ST;MO SYNJARDY XR 2  MO;QL
KWIKPEN ORAL TABLET, (30 per 30
RYBELSUS 2 PA;MO; IR - ER, days)
QL (30 per BIPHASIC 24HR
30 days) 10-1,000 MG, 25-
SEGLUROMET 2 MO;QL 1,000 MG
ORAL TABLET (60 per 30 SYNJARDY XR 2 MO;QL
2.5-1,000 MG, 7.5- days) ORAL TABLET, (60 per 30
1,000 MG, 7.5-500 IR - ER, days)
MG BIPHASIC 24HR
SEGLUROMET 2 MO;QL (o O MG, >
ORAL TABLET (120 per 30 :
2.5-500 MG days) TOUJEO MAX U- 2 MO
SEMGLEE(INSU 3 ST; MO 300 SOLOSTAR
LIN GLARGINE- TOUJEO 2 MO
YFGN) SOLOSTAR U-300
SEMGLEE(INSU 3 ST; MO INSULIN
LIN GLARG- TRADJENTA 2  MO;QL
YFGN)PEN (30 per 30
SOLIQUA 100/33 2 MO; QL days)
(90 per 30 TRESIBA 3 ST; MO
STEGLATRO 2 MO:;QL 100
(30 per 30 TRESIBA 3 ST; MO
STEGLUJAN 3 ST; MO; 200
QL (30 per TRESIBA U-100 3 ST; MO
30 days) INSULIN
SYMLINPEN 120 4  PA;MO; TRIJARDY XR 2 MO;QL
QL (10.8 ORAL TABLET, (30 per 30
HR
SYMLINPEN €0 4 g‘i’ (IZIOe} 10-5-1,000 MG, 25-
20 dayf) 5-1,000 MG
SYNJARDY 2  MO;QL
(60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TRIJARDY XR 2 MO; QL ANDROGEL 3 PA; MO;
ORAL TABLET, (60 per 30 TRANSDERMAL QL (150 per
IR - ER, days) GEL IN 30 days)
BIPHASIC 24HR METERED-DOSE
12.5-2.5-1,000 MG, PUMP
5-2.5-1,000 MG AVEED 3 PA; LA
TRULICITY 2 PA; MO; cabergoline 1 MO

QL (2 per calcitonin (salmon) | MO

28 days)

nasal

VICTOZA 3-PAK . PA; MO; calcitriol oral 1 MO

QL (9 per /

30 days) cap s'u 6‘7
XIGDUO XR 2 MO;QL “’5‘“”1’.”0[ oral 3
ORAL TABLET, (30 per 30 sottion
IR - ER, days) CERDELGA 4 PA; MO
BIPHASIC 24HR cinacalcet 3 PA; MO
10-1,000 MG, 10- danazol 3 MO
;(OIOGl\]gGO R 5 DDAVP ORAL 3 MO
ORALUTABLET ?g(? peQr 150 DEPO- 3 PAMO

’ TESTOSTERONE

IR - ER, days)
BIPHASIC 24HR desmopr‘essin nasal 3 MO
2.5-1,000 MG, 5- spray with pump
1,000 MG, 5-500 desmopressin oral 1 MO
MG doxercalciferol oral 3 MO
XULTOPHY 3 ST; MO; FORTESTA PA: MO;
100/3.6 QL (15 per QL (120 per

30 days) 30 days)
ZEGALOGUE 2 MO GALAFOLD 4  PA; MO;
AUTOINJECTOR LA: QL (15
ZEGALOGUE 2 MO per 30 days)
SYRINGE ISTURISA ORAL 4  PA;LA;
MISCELLANEO TABLET 1 MG QL (240 per
US HORMONES 30 days)

QL (30 per TABLET 10 MG QL (180 per

30 days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ISTURISA ORAL 4 PA; LA; NOCDURNA 3 PA; MO;
TABLET 5 MG QL (60 per (WOMEN) QL (30 per
30 days) 30 days)
JATENZO ORAL 3 PA; MO; ORILISSA 4 MO
CAPSULE 158 QL (120 per PALYNZIQ 4 PA; MO:;
MG, 198 MG 30 days) SUBCUTANEOU LA; QL (15
JATENZO ORAL 4 PA; MO; S SYRINGE 10 per 30 days)
CAPSULE 237 QL (60 per MG/0.5 ML
MG 30 days) PALYNZIQ 4 PA;MO;
Jjavygtor oral | PA; MO SUBCUTANEOU LA; QL 4
powder in packet S SYRINGE 2.5 per 30 days)
100 mg MG/0.5 ML
Jjavygtor oral 4 PA; MO PALYNZIQ 4 PA; MO;
powder in packet SUBCUTANEOU LA; QL (60
500 mg S SYRINGE 20 per 30 days)
Jjavygtor oral 4 PA; MO MG/ML
tablet,soluble paricalcitol oral 3 MO
JYNARQUE 4 PA; LA RAYALDEE 4 MO
KORLYM 4 PA RECORLEV 4 PA
KUVAN 4 PA; MO ROCALTROL 3 MO
METHITEST 3 MO ORAL CAPSULE
methyltestosterone 4 MO ROCALTROL 3
oral capsule ORAL
miglustat 4 PA; MO; SOLUTION
LA SAMSCA 4 PA; MO
MYALEPT 4 PA; MO; sapropterin 4 PA; MO
LA SENSIPAR ORAL 3 PA; MO
NATESTO 3 PA;MO; TABLET 30 MG
QL (21.96 SENSIPAR ORAL 4 PA; MO
per 30 days) TABLET 60 MG,
NATPARA 4  PALA 90 MG
NOCDURNA 3 PA; MO; SOMAVERT 4 PA; MO
(MEN) QL (30 per SYNAREL 4 PA; MO
30 days)

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

QL (300 per transdermal gel in QL (37.5

30 days) packet 1.62 % per 30 days)
testosterone PA; MO (20.25 mgll.25
cypionate gram)
intramuscular oil testosterone 3 PA; MO;
100 mglml, 200 transdermal gel in QL (150 per
mglml packet 1.62 % (40.5 30 days)
testosterone PA mgl2.5 gram)
cypionate testosterone 3 PA; MO;
intramuscular oil transdermal solution QL (180 per
200 mgiml (1 ml) in metered pump 30 days)
testosterone PA; MO wlapp
enanthate TLANDO 3 PA; MO;
testosterone PA; MO; QL (120 per
transdermal gel in QL (120 per 30 days)
metered-dose pump 30 days) tolvaptan 4 PA; MO
10 mgl0.5 gram VOGELXO 3 PA;MO;
lactuation TRANSDERMAL QL (300 per
TESTOSTERONE PA; MO; GEL 30 days)
TRANSDERMAL QL (300 per VOGELXO 3 PA; MO;
GEL IN 30 days) TRANSDERMAL QL (300 per
METERED-DOSE GEL IN 30 days)
PUMP 12.5 MG/ METERED-DOSE
1.25 GRAM (1 %) PUMP
testosterone PA; MO; VOXZOGO 4 PA; MO
transdermal gel in QL (150 per XYOSTED 3 PA: MO:
metered-dose pump 30 days)

QL (2 per
20.25 mgll.25 gram 28 days)
(1.62%) y
testosterone PA; MO; ZAVESCA 5 ii’ MO;
transdermal gel in QL (300 per
packet 1% (25 30 days) ZEMPLAR ORAL 3 MO
mgl2.5gram), 1 % CAPSULE 1
MCG, 2 MCG

(50 mgl5 gram)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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THYROID dicyclomine oral 3 MO
HORMONES solution
CYTOMEL 3 MO dicyclomine oral 1 MO
tablet
ERMEZA 3 MO . o - MO
iphenoxylate-
euthyrox 1 MO atropine oral liquid
LEVOTHYROXI 3 MO diphenoxylate- | MO
NE ORAL .
atropine oral tablet
CAPSULE
: GLYCATE 3 MO
levothyroxine oral 1
tablet glycopyrrolate oral 1 MO
solution
levoxyl oral tablet 1 MO
glycopyrrolate oral 1 MO

100 mcg, 112 mcg,

125 meg, 137 mcg, tablet 1 mg, 2 mg

150 meg, 175 meg, glycopyrrolate oral 1
200 mcg, 25 mcg, 50 tablet 1.5 mg
mcg, 75 mcg, 88 LOMOTIL 3 MO
meg loperamide oral 1 MO
liothyronine oral 1 MO capsule
SYNTHROID 3 ST, MO methscopolamine 1 MO
THYQUIDITY 3 MO MOTOFEN 3 MO
TIROSINT 3 MO MYTESI 3 MO
TIROSINT-SOL 3 MO ROBINUL 3 MO
unithroid 1 MO FORTE
GASTROENT ROBINUL ORAL 3 MO
EROLOGY MISCELLANEO
US
ANTIDIARRHE GASTROINTES
ALS/ TINAL AGENTS
ANTISPASMOD
ICS alosetron oral tablet 3 PA; MO
0.5 mg
CUVPOSA 3 MO alosetron oral tablet 4 PA; MO
DARTISLA 3 MO 1 mg
dicyclomine oral 1 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 vii. To confirm your plan’s
specific 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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AMITIZA 3 ST; MO; CHOLBAM 4 PA

QL (60 per ORAL CAPSULE

30 days) 250 MG
ANTIVERT 3 MO CHOLBAM 4 PA; QL
ORAL TABLET ORAL CAPSULE (120 per 30
50 MG 50 MG days)
ANTIVERT 3 MO CIMZIA 4 PA; MO;
ORAL QL (2 per
TABLET,CHEWA 28 days)
BLE CIMZIA 4  PA;MO;
ANUSOL-HC 3 MO POWDER FOR QL (2 per
TOPICAL RECONST 28 days)
ANZEMET ORAL 3 PA; MO CLENPIQ 3 ST; MO
TABLET 50 MG COLAZAL 4 MO
aprepitant 3 PA; MO compro 3 MO
APRISO 3 MO constulose 1 MO
AZULFIDINE 3 MO CORTIFOAM D MO
AZULFIDINE 3 MO CREON % MO
EN_TABS cromolyn oral 3 MO
balsc?lazzde 1 MO CYSTADANE 4
betaine Sl MO DELZICOL 3 MO
BONJESTA . MO DICLEGIS 3 MO
budesonide oral 3 MO DIPENTUM 4 MO
capsule,delayed,exte
nd release doxylamine- 1 MO
budesonide oral 4 MO pyridoxine (vit b6)
tablet,delayed and dronabinol PA; MO
ext.release EMEND ORAL PA; MO
budesonide rectal 1 MO CAPSULE 80 MG
BYLVAY 4 PA; MO:; EMEND ORAL 3 PA; MO

LA CAPSULE,DOSE
CANASA 3 MO PACK
CHENODAL 4 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 vii. To confirm your plan’s
specific 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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EMEND ORAL 3 PA LIALDA MO
1s:lé;PENSION LINZESS MO; QL
(30 per 30
RECONSTITUTI days)
ONI — LIVMARLI PA; LA
enulose
LOTRONEX PA; MO
GASTROCROM 3 MO lubiprostone MO:; QL
GATTEX 30-VIAL 4 PA; MO (60 I;er 30
gavilyte-c 1 MO days)
gavilyte-g | MO MARINOL ORAL PA; MO
generlac 1 MO CAPSULE 10 MG,
GIMOTI 4 > MG
GOLYTELY 3 ST; MO g:%%\gzzoﬁ\?é PAIMO
granisetron hel oral ! PA; MO meclizine oral tablet MO
hycir(;cortisone 3 MO 12.5 mg, 25 mg
recta
mesalamine oral MO
ilyd‘roclorlisone ” 1 MO capsule (with del rel
opical cream wi tablets)
12’ e;z;eal applicator mesalamine oral
. 0
capsule, extended
hydrocortisone- 1 MO release
1; :ZZZ); l_};e;eclal mesalamine oral MO
‘ capsule,extended
IBSRELA 4 ST; MO; release 24hr
?()Ld(f}?s)p er mesalamine oral MO
tablet,delayed
INFLECTRA 4 PA; MO; release (drlec)
QL (20 per mesalamine rectal MO
28 days)
KRISTALOSE 3 MO metoclopramide hcl MO
oral solution
ll7 ‘ZZZ; (;S e oral 1 MO metoclopramide hcl MO
oral tablet
lactulose oral 1 MO

solution 10 gram/15
ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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metoclopramide hcl 1 MO PANCREAZE 4 ST; MO
oral ORAL
tablet, disintegrating CAPSULE,DELA
Smg YED
MOTEGRITY 3 ST; MO; RELEASE(DR/EC
QL (30 per ) 37,000-97,300-
30 days) 149,900 UNIT
MOVANTIK 2  MO:QL peg 3350- I MO
(30 per 30 electrolytes
days) peg3350-sod sul- 3 MO
MOVIPREP 3 ST;MO nacl-kcl-asb-c
OCALIVA 4 PA; MO:; peg-electrolyte 1 MO
LA; QL (30 PENTASA ORAL 3 MO
per 30 days) CAPSULE,
ondansetron 1 PA; MO EXTENDED
ondansetron hcl oral 3 PA; MO RELEASE 250
. MG
solution
ondansetron hcl oral 1 PA; MO PENTASA ORAL 4 MO
tablet 4 8 CAPSULE,
avlet 7ms, o ms EXTENDED
OSMOPREP ST; MO RELEASE 500
PANCREAZE ST; MO MG
ORAL PERTZYE ORAL 3  ST;MO
CAPSULE,DELA CAPSULE,DELA
YED YED
RELEASE(DR/EC RELEASE(DR/EC
) 10,500-35,500- ) 16,000-57,500-
61,500 UNIT, 60,500 UNIT,
16,800-56,800- 4,000-14,375-
98,400 UNIT, 15,125 UNIT,
2,600-8,800- 15,200 8,000-28,750-
UNIT, 21,000- 30,250 UNIT
>4,700- 83,900 PERTZYE ORAL 4 ST; MO
UNIT, 4,200-
CAPSULE,DELA
14,200- 24,600
UNIT YED
RELEASE(DR/EC
) 24,000-86,250-
90,750 UNIT

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

specific 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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PLENVU 3 ST; MO SKYRIZI 4 PA; MO;
prochlorperazine 3 MO SUBCUTANEOU QL (1.2 per
rochlorperazin 1 MO S WEARABLE 56 days)
Dt e INJECTOR 180
rmatedte ord MG/1.2 ML (150
procto-med hc 1 MO MG/ML)
proctosol he topical 1 MO SKYRIZI 4 PA; MO;
proctozone-hc 1 MO SUBCUTANEOU QL (2.4 per
RECTIV 2 MO S WEARABLE 56 days)
INJECTOR 360
REGLAN ORAL 3 MO MG/2.4 ML (150
RELISTOR ORAL 4 MO; QL MG/ML)
Etlga(;ger 30 sodium,potassium,m 3 MO
ag sulfates
RELISTOR 4 MO; QL SUCRAID 4 PA
SUBCUTANEOU (18 per 30
S SOLUTION days) sulfasalazine 1 MO
RELISTOR 4 MO; QL SUPREP BOWEL 3 ST; MO
SUBCUTANEOU (18 per 30 PREP KIT
S SYRINGE 12 days) SUTAB ST; MO
MG/0.6 ML SYMPROIC MO:; QL
RELISTOR 4 MO; QL (30 per 30
SUBCUTANEOU (12 per 30 days)
S SYRINGE 8 days) SYNDROS 4  PA;MO
MG/0.4 ML TRANSDERM- 3 MO
RELTONE 4 SCOP
REMICADE 4 PA; MO; TRULANCE 9 MO: QL
QL (20 per (30 per 30
28 days) days)
RENFLEXIS 4 PA; MO; UCERIS ORAL 4 MO
%Ldf;)s)per UCERISRECTAL 3 MO
ROWASA 3 MO URSO 250 3 MO
RECTAL ENEMA URSO FORTE 3 MO
KIT ursodiol oral capsule 4
SANCUSO 4 MO 200 mg, 400 mg
scopolamine base 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ursodiol oral capsule 1 MO CARAFATE 3 MO
300 mg cimetidine 1 MO
ursodiol oral tablet | MO CYTOTEC 3 MO
VARUBI 2 PA DEXILANT 3 MO;QL
VIBERZI 4 MO; QL (30 per 30
(60 per 30 days)
days) dexlansoprazole 1 MO; QL
VIOKACE 2 MO (30 per 30
ZENPEP ORAL 2 MO days)
CAPSULE.DELA esomeprazole 1 MO; QL
YED magnesium oral (30 per 30
RELEASE(DR/EC capsule,delayed days)
) 10,000-32,000 - release(drlec) 20
42,000 UNIT, mg
15,000-47,000 - esomeprazole 1 MO; QL
63,000 UNIT, magnesium oral (60 per 30
20,000-63,000- capsule,delayed days)
84,000 UNIT, release(drlec) 40
25,000-79,000- mg
105,000 UNIT, esomeprazole 1 MO; QL
3,000-10,000 - :
magnesium oral (30 per 30
14,000-UNIT,
granules dr for susp days)
40,000-126,000- ; et 10 20
168,000 UNIT, 1 pACEEL TT NS,
5,000-17,000- me
24,000 UNIT esomeprazole 1 MO; QL
ULCER magnesium qral (60 per 30
granules dr for susp days)
THERAPY in packet 40 mg
ACIPHEX 3 MO:; QL famotidine oral 1 MO
(60 per 30 suspension
days) famotidine oral 1 MO
amo‘xicz’l- 1 MO; QL tablet 20 mg, 40 mg
;’la””’mmy' (1181)2 per KONVOMEP 3 QL (600 per
ansopraz ays) 30 days)
bismuth subcit k- 1 MO; QL
metronidz-tcn (120 per
180 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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lansoprazole oral | MO; QL OMECLAMOX- 3 MO; QL
capsule,delayed (30 per 30 PAK (80 per 180
release(drlec) 15 days) days)
mg omeprazole oral 1 MO; QL
lansoprazole oral 1 MO; QL capsule,delayed (30 per 30
capsule,delayed (60 per 30 release(drlec) 10 days)
release(drlec) 30 days) mg, 20 mg
mg omeprazole oral 1 MO; QL
lansoprazole oral 1 MO; QL capsule,delayed (60 per 30
tablet,disintegrat, (30 per 30 release(drlec) 40 days)
delay rel 15 mg days) mg
lansoprazole oral 1 MO; QL omeprazole-sodium 1 MO; QL
tablet,disintegrat, (60 per 30 bicarbonate oral (30 per 30
delay rel 30 mg days) capsule days)
misoprostol 1 MO omeprazole-sodium 4 MO; QL
NEXIUM ORAL 3 MO:; QL bicarbonate oral (30 per 30
CAPSULE,DELA (30 per 30 packet days)
YED days) pantoprazole oral 1 MO; QL
RELEASE(DR/EC granules dr for susp (60 per 30
)20 MG in packet days)
NEXIUM ORAL 3 MO; QL pantoprazole oral 1 MO; QL
CAPSULE,DELA (60 per 30 tablet,delayed (30 per 30
YED days) release (drlec) 20 days)
RELEASE(DR/EC mg
)40 MG pantoprazole oral 1 MO; QL
NEXIUM ORAL 3 MO; QL tablet,delayed (60 per 30
GRANULES DR (30 per 30 release (drlec) 40 days)
FOR SUSP IN days) mg
PACKET 10 MG, PEPCID ORAL 3 MO
2.5 MG, 20 MG, 5 TABLET
MG PREVACID 3 MO; QL
NEXIUM ORAL 3 MO; QL ORAL (60 per 30
GRANULES DR (60 per 30 CAPSULE.DELA days)
FOR SUSP IN days) YED
PACKET 40 MG RELEASE(DR/EC
nizatidine oral 1 MO )30 MG
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 vii. To confirm your plan’s
specific 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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PREVACID 3 MO; QL rabeprazole oral | MO; QL
SOLUTAB ORAL (30 per 30 tablet,delayed (60 per 30
TABLET,DISINT days) release (drlec) days)
EGRAT, DELAY sucralfate oral 3 MO
REL 15 MG suspension
PREVACID 3 MO; QL sucralfate oral 1 MO
SOLUTAB ORAL (60 per 30 rablet
TABLET,DISINT days) _
EGRAT, DELAY TALICIA 3 ?II6O8’ 1331‘
EIS;L?SI]\E/I((:} ORAL 3 MO; QL 150 days)
SUSP,DELAYED (120 per 30 ZEGERID 4 g(? ;e?%o
RELEASE FOR days) q p)
RECON 10 MG =
PRILOSECORAL 3  MO;QL IMMUNOLO
SUSP,DELAYED (480 per 30 GY,
RELEASE FOR days) VACCINES /
RECON 2.5 MG BIOTECHNO
PROTONIX 3 MO; QL LOGY
ORAL (60 per 30
GRANULES DR days) BIOTECHNOLO
FOR SUSP IN GY DRUGS
iggI;(]i;IX . === ACTIMMUNE 4 PA;MO
Q ARANESP (IN 4 PA; MO
ORAL (30 per 30 POLYSORBATE)
TABLET,DELAY days)
ED RELEASE INJECTION
SOLUTION 100
(DR/EC) 20 MG MCG/ML. 200
PROTONIX 3 MO:;QL MCG/ML.
ORAL (60 per 30 ARANESP (IN 3 PA;MO
TABLET,DELAY days)
POLYSORBATE)
ED RELEASE
INJECTION
(DR/EC) 40 MG SOLUTION 25
PYLERA 3 MO; QL MCG/ML, 40
(120 per MCG/ML, 60
180 days) MCG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ARANESP (IN 3 PA; MO EPOGEN 3 PA; MO
POLYSORBATE) INJECTION
INJECTION SOLUTION 2,000
SYRINGE 10 UNIT/ML, 20,000
MCG/0.4 ML, 100 UNIT/2 ML, 3,000
MCG/0.5 ML, 25 UNIT/ML, 4,000
MCG/0.42 ML, 40 UNIT/ML
MCG/0.4 ML, 60 EPOGEN 4  PA;MO
MCG/0.3 ML INJECTION
ARANESP (IN 4 PA; MO SOLUTION 20,000
POLYSORBATE) UNIT/ML
INJECTION EXTAVIA 4 PA;MO;
SYRINGE 150 SUBCUTANEOU QL (15 per
MCG/0.6 ML. 500 FULPHILA 4 PA; MO
MCG/ML FYLNETRA 4 PA
ARCALYST 4 PA GENOTROPIN 4 PA; MO
AVONEX 4 PA: MO; GENOTROPIN 3 PA; MO
INTRAMUSCUL QL (1 per MINIQUICK
AR PEN 28 days) SUBCUTANEOU
INJECTOR KIT S SYRINGE 0.2
AVONEX 4 PA; MO; MG/0.25 ML
INTRAMUSCUL QL (1 per GENOTROPIN 4 PA; MO
AR SYRINGE 28 days) MINIQUICK
KIT SUBCUTANEOU
) S SYRINGE 0.4
BESREMI 4 PA; LA MG/0.25 ML, 0.6
BETASERON 4 PA; MO; MG/0.25 ML, 0.8
SUBCUTANEOU QL (14 per MG/0.25 ML, 1
S KIT 28 days) MG/0.25 ML, 1.2
EGRIFTA SV 4 PA; MO MG/0.25 ML, 1.4
MG/0.25 ML, 1.6
MG/0.25 ML, 1.8
MG/0.25 ML, 2
MG/0.25 ML
GRANIX 4  PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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HUMATROPE 4 PA; MO PLEGRIDY 4 PA; MO;
INJECTION SUBCUTANEOU QL (1 per
CARTRIDGE S SYRINGE 63 180 days)
LEUKINE 4  PA;MO MCG/0.5 ML- 94
INJECTION MCG/0.5 ML
RECON SOLN PROCRIT 2 PA; MO
NEULASTA 4  PA;MO INJECTION
NEULASTA 4 PA; MO SOLUTION 10,000
ONPRO UNIT/ML, 2,000

UNIT/ML, 3,000
NEUPOGEN 4 PA; MO UNIT/ML, 4,000
NIVESTYM 4 PA; MO UNIT/ML
NORDITROPIN 4 PA; MO PROCRIT 4 PA; MO
FLEXPRO INJECTION
NUTROPIN AQ 4  PA;MO SOLUTION 20,000
NUSPIN UNIT/ML, 40,000
NVVERREA _ BEENFAMO | o —R
OMNITROPE 4 PA; MO ALBUMIN) QL (6 per
PEGASYS 4  MO;QL (4 28 days)
SUBCUTANEOU per 28 days)

REBIF 4 PA; MO;
5 SOLUTION REBIDOSE QL (6 per
PEGASYS 4 MO;QL( SUBCUTANEOU 28 days)
SUBCUTANEOU per 28 days) S PEN INJECTOR
S SYRINGE 22 MCG/0.5 ML,
PLEGRIDY 4 PA; MO; 44 MCG/0.5 ML
SUBCUTANEOU QL (1 per REBIF 4 PA; MO:;
S PEN INJECTOR 28 days) REBIDOSE QL (4.2 per
125 MCG/0.5 ML SUBCUTANEOU 180 days)
PLEGRIDY 4 PA; MO; S PEN INJECTOR
SUBCUTANEOU QL (1 per 8.8MCG/0.2ML-22
S PEN INJECTOR 180 days) MCG/0.5ML (6)
63 MCG/0.5 ML- REBIF 4  PA;MO;
94 MCG/0.5 ML TITRATION QL (4.2 per
PLEGRIDY 4 PA; MO; PACK 180 days)
SUBCUTANEOU QL (1 per RELEUKO 4  PA;MO
S SYRINGE 125 28 days)
MCG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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RETACRIT 2 PA; MO VACCINES /
INJECTION MISCELLANEO
SOLUTION 10,000 US
UNIT/ML, 2,000 IMMUNOLOGI
UNIT/ML, 20,000 CALS
UNIT/2 ML,
20,000 UNIT/ML, ACTHIB (PF) 2 MO
3,000 UNIT/ML, ADACEL(TDAP 1 MO; V
4,000 UNIT/ML ADOLESN/ADUL
RETACRIT 4 PA: MO T)(PF)
INJECTION BCG VACCINE, 1 MO:; V
SOLUTION 40,000 LIVE (PF)
UNIT/ML BEXSERO 1 MO; V
SAIZEN 4  PA;MO BIVIGAM 4  PA;MO
SEROSTIM 4 PA;MO BOOSTRIX TDAP 1 MO:V
SUBCUTANEOU
S RECON SOLN 4 DAI;TACEL S MO
MG, 5 MG. 6 MG (DTAP
PEDIATRIC) (PF)
SKYTROFA 4 PA:; MO
DYSPORT 3 PA; MO
SOGROYA 4 PA:; MO
ENGERIX-B (PF) 1 PA; MO; V
UDENYCA 4 PA:; MO
' ENGERIX-B 1 PA; MO; V
UDENYCA 4  PA;MO PEDIATRIC (PF)
AUTOINJECTOR
FLEBOGAMMA 4 PA
ZARXIO 4 PA; MO DIF
ZIEXTENZO 4 PA; MO INTRAVENOUS
ZOMACTON 4  PA;MO SOLUTION 10 %
SUBCUTANEOU GAMMAGARD 4 PA; MO
S RECON SOLN LIQUID
10 MG GAMMAGARD 4  PA;MO
ZOMACTON 3 PA; MO S-D (IGA < 1
SUBCUTANEOU MCG/ML)
S RECON SOLN 5 GAMMAKED 4  PA;MO
MG INJECTION
ZORBTIVE 4 PA; MO SOLUTION 1
GRAM/10 ML (10

)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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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GAMMAPLEX 4 PA; MO MENACTRA (PF) 1 MO; V
GAMMAPLEX 4  PA;MO INTRAMUSCUL
(WITH AR SOLUTION
SORBITOL) MENQUADFI 1 MO; V
GAMUNEX-C 4  PA;MO (PF)
INJECTION MENVEO A-C-Y- 1 MO; V
SOLUTION 1 W-135-DIP (PF)
GRAM/10 ML (10 INTRAMUSCUL
%) AR KIT
GARDASIL9(PF) |  MO;V M-M-R 1I (PF) I MOV
GRASTEK 3 MO OCTAGAM 4 PA; MO
HAVRIX (PF) 1 MO; V ODACTRA 3 PA; MO
INTRAMUSCUL ORALAIR 3
AR SYRINGE SUBLINGUAL
1,440 ELISA TABLET 300
UNIT/ML INDX
HAVRIX (PF) 2 MO REACTIVITY
INTRAMUSCUL PANZYGA 4  PA;MO
AR SYRINGE 720 INTRAVENOUS
ELISA UNIT/0.5 SOLUTION 10 %
ML PANZYGA 4 PA
HEPLISAV-B (PF) 1 PA; MO; V INTRAVENOUS
HIBERIX (PF) 2 MO SOLUTION 10 %
IMOVAX RABIES 1V (100 ML), 10 %%
VACCINE (PF) (200 ML()), 10 % (25
INFANRIX 2 MO ﬁi;’ }8 Of) ggoML)
(DTAP) (PF) T
INTRAMUSCUL PEDIARIX (PF) 2 MO
AR SYRINGE PEDVAX HIB 2
IPOL 1V (PF)
IXIARO (PF) 1 vV PENTACEL (PF) 2
JYNNEOS 1 PA: V INTRAMUSCUL
(PF)(STOCKPILE) AR KIT ISLF-
48MCG-62DU -10
KINRIX (PF) 2 MO MCG/0.5ML
INTRAMUSCUL
AR SYRINGE

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

PREHEVBRIO 1 PA; MO; V VAQTA (PF) 1 MO; V
(PF) INTRAMUSCUL
PRIORIX (PF) 1 vV AR SUSPENSION
PRIVIGEN 4  PA;MO if (LI(J;LTE ?FL) — o
PROQUAD (PF) 2 INTRAMUSCUL
QUADRACEL 2 AR SYRINGE 25
(PF) UNIT/0.5 ML
RABAVERT (PF) | MO; V VAQTA (PF) 1 MO; V
RAGWITEK 3 MO INTRAMUSCUL
RECOMBIVAX 1 PA;MO;V AR SYRINGE 50
HB (PF) UNIT/ML
ROTARIX 5 VARIVAX (PF) Y
ROTATEQ % MO YF-VAX (PF) 1 A\
VACCINE MISCELLAN
SHINGRIX (PF) I MO;V;QL EOUS

(2 per 720 SUPPLIES

days)
TDVAX 1 MO; V MISCELLANEO
TENIVAC (PF) 1 MO; V US SUPPLIES
TETANUS,DIPH 2 MO IST TIER 3 ST
THERIA TOX UNIFINE
PED(PF) PENTIPS
TICOVAC 2 MO IST TIER 3 ST

: UNIFINE

TRUMENBA 1 MO; V PENTIPS PLUS
TWINRIX (PF) 1 MOV ABOUTTIME B < T
TYPHIM VI 1 Vv PEN NEEDLE
INTRAMUSCUL NEEDLE 30
AR SOLUTION GAUGE X 5/16",
TYPHIM VI 1 MO; V 31 GAUGE X
INTRAMUSCUL 3/16", 32 GAUGE
AR SYRINGE X 5/32"
VAQTA (PF) 2 MO ABOUTTIME 3 ST;MO
INTRAMUSCUL PEN NEEDLE
AR SUSPENSION NEEDLE 31
25 UNIT/0.5 ML GAUGE X 5/16"

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

ADVOCATE PEN 3 ST; MO BD INSULIN 2

NEEDLE SYRINGE 0.3 ML

NEEDLE 31 29 GAUGE X 1/2",

GAUGE X 3/16", 0.5 ML 29

31 GAUGE X GAUGE X 1/2", 1

5/16", 33 GAUGE ML 27 GAUGE X

X 5/32" 1/2", 1 ML 29

ADVOCATE 3 ST;MO GAUGE X 1/2"

SYRINGES BD INSULIN 2 MO

SYRINGE 0.3 ML SYRINGE U-500

30 GAUGE X BD INSULIN 2 MO

5/16", 0.3 ML 31 ULTRA-FINE

GAUGE X 5/16", SYRINGE 0.3 ML

0.5 ML 30 30 GAUGE X 1/2",

GAUGE X 5/16", 0.5 ML 31

0.5 ML 31 GAUGE X 5/16", 1

GAUGE X 5/16", 1 ML 30 GAUGE X

ML 30 GAUGE X 12"

gfﬁl(}l\é”;:;/l y BD LO-DOSE 2 MO
MICRO-FINE IV

QISE%[[J)I}‘EEID PEN 5 ST, MO BD NANO 2ND 2 MO
GEN PEN

BD 2 MO NEEDLE

AUTOSHIELD

DUO PEN

NEEDLE

BD ECLIPSE 2 MO

LUER-LOK

SYRINGE 1 ML

30 GAUGE X 1/2"

BD INSULIN 2 MO

SYRINGE (HALF

UNIT)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
BD 2 MO BD ULTRA-FINE 2 MO
SAFETYGLIDE ORIG PEN
INSULIN NEEDLE
SYRINGE BD ULTRA-FINE 2 MO
SYRINGE 0.3 M]'_', SHORT PEN
(2)93(111/1?LU3G1E X 1/2", NEEDLE
' ; BD VEO 2 MO
(??ﬁflgf( 15/64", INSULIN SYR
GAUGE X 5/16", (HALF UNIT)
0.5 ML 30 BD VEO 2 MO
GAUGE X 5/16", INSULIN
0.5 ML 31 SYRINGE UF
GAUGE X 15/64", CAREFINE PEN 3 ST
1 ML 29 GAUGE NEEDLE
X 1/2", 1 ML 31 NEEDLE 29
GAUGE X 15/64" GAUGE X 1/2"
BD 2 CAREFINE PEN 3 ST;MO
SAFETYGLIDE NEEDLE
INSULIN NEEDLE 30
SYRINGE GAUGE X 5/16",
SYRINGE 0.5 ML 31 GAUGE X 1/4",
29 GAUGE X 1/2" 31 GAUGE X
BD > MO 5/16", 32 GAUGE
SAFETYGLIDE X 1/4", 32 GAUGE
SYRINGE 1 ML X3/16%,32
27 GAUGE X 5/8" GAUGE X 5/32
BD ULTRA-FINE 2 MO CARETOUCH 3 ST
MICRO PEN INSULIN
NEEDLE SYRINGE
BD ULTRA-FINE 2 MO CARETOUCH 3 ST
MINI PEN PEN NEEDLE
NEEDLE NEEDLE 29
BD ULTRA-FINE 2 MO GAUGE X 172
NANO PEN
NEEDLE

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

Tier ts/Limits Tier ts/Limits
CARETOUCH 3 ST; MO COMFORT EZ 3 ST; MO
PEN NEEDLE 31 INSULIN
GAUGE X 1/4", 31 SYRINGE 0.3 ML
GAUGE X 3/16", 30 GAUGE X
31 GAUGE X 5/16", 0.3 ML 31
5/16", 32 GAUGE GAUGE X 5/16",
X 3/16", 32 0.5 ML 30
GAUGE X 5/32" GAUGE X 5/16",
CEQUR 5 MO 0.5 ML 31
SIMPLICITY GAUGE X 5/16", 1
CEQUR 5 VO ML 28 GAUGE X
1/2",1 ML 29
SIMPLICITY .
INSERTER GAUGE X 1/2", 1
ML 30 GAUGE X
CLICKFINE PEN 3 ST 5/16, 1 ML 31
NEEDLE 31 ) GAUGE X 5/16
NSRS COMFORT EZ 3 ST;MO
PEN NEEDLES
CLICKFINE PEN 3 ST; MO COMEORT 3 ST
NEEDLE 32
GAUGE X 5/32" TOUCH PEN
NEEDLE
COMFORT EZ 3 ST NEEDLE 31
INSULIN GAUGE X 1/4", 31
SYRINGE 0.3 ML GAUGE X 3/16",
29 GAUGE X 1/2", 31 GAUGE X
0.3 ML 30 5/16", 31 GAUGE
GAUGE X 1/2", X 5/32", 32
0.5 ML 29 GAUGE X 3/16",
GAUGE X 1/2", 32 GAUGE X
0.5 ML 30 5/16", 32 GAUGE
GAUGE X 1/2", 1 X 5/32", 33
ML 30 GAUGE X GAUGE X 1/4", 33
1/2",1/2 ML 28 GAUGE X 3/16",
GAUGE X 1/2" 33 GAUGE X
5/32"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
COMFORT 3 ST; MO DROPLET 3 ST
TOUCH PEN INSULIN
NEEDLE SYRINGE
NEEDLE 32 SYRINGE 0.3 ML
GAUGE X 1/4" 29 GAUGE X 1/2",
DROPLET 3 ST 0.3 ML 30
INSULIN GAUGE X 15/64",
SYR(HALF 0.3 ML 30
UNIT) SYRINGE GAUGE X 5/16",
0.5 ML 29 0.3 ML 31
GAUGE X 172" GAUGE X 15/64",
0.5ML30 I ML 29 GAUGE
GAUGE X 172" X 1/2",1 ML 30
0.5 ML 30 ’ GAUGE X 15/64",
GAUGE X 5/16" 1 ML 30 GAUGE
0.5 ML 31 ’ X 5/16, 1 ML 31
GAUGE X 15/64", GAUGE X 15/64"
0.5ML 30 GAUGE DROPLET 3 ST; MO
X 15/64" INSULIN
DROPLET 3 ST; MO SYRINGE
INSULIN SYRINGE 0.3 ML
SYR(HALF 30 GAUGE X 172",
UNIT) SYRINGE 0.3 ML 31
0.5 ML 31 GAUGE X 5/16", 1
GAUGE X 5/16" ML 30 GAUGE X
1/2", 1 ML 31
GAUGE X 5/16
DROPLET 3 ST; MO
MICRON PEN
NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DROPLET PEN 3 ST; MO EASY COMFORT 3 ST
NEEDLE 29 INSULIN
GAUGE X 1/2", 29 SYRINGE
GAUGE X 3/8", 31 SYRINGE 0.5 ML
GAUGE X 1/4", 31 30 GAUGE X 1/2",
GAUGE X 3/16", 0.5 ML 30
31 GAUGE X GAUGE X 5/16",
5/16", 32 GAUGE 0.5 ML 31
X 1/4", 32 GAUGE GAUGE X 5/16", 1
X 3/16", 32 ML 30 GAUGE X
GAUGE X 5/16", 172", 1 ML 30
32 GAUGE X GAUGE X 5/16, 1
5/32" ML 31 GAUGE X
DROPLET PEN 3 ST 5/16, 1 ML 32
NEEDLE 30 GAUGE X 5/16",
GAUGE X 5/16" 172 ML 32 .
DROPSAFE 3 ST GAUGE X 5/16
INSULIN EASY COMFORT 3 ST; MO
SYRINGE PEN NEEDLE 31
DROPSAFE PEN 3 ST; MO GAUGE X 1/4 ’,,31
GAUGE X 3/16",
NEEDLE
31 GAUGE X
NEEDLE 31 5/16", 32 GAUGE
GAUGE X 1/4", 31 X 5/3’2,,
GAUGE X 5/16"
DROPSAFE PEN 3 ST EASY COMFORT > ST
PEN NEEDLE 33
NEEDLE
GAUGE X 1/4", 33
NEEDLE 31
GAUGE X 3/16" GAUGE X 3/16",
33 GAUGE X
5/32"
EASY GLIDE 3 ST
INSULIN
SYRINGE
EASY GLIDE 3 ST
PEN NEEDLE

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

EASY TOUCH 3 ST EASY TOUCH 3 ST; MO

FLIPLOCK INSULIN

INSULIN SYRINGE 0.3 ML

SYRINGE 1 ML 30 GAUGE X

29 GAUGE X 1/2", 5/16",0.3 ML 31

1 ML 30 GAUGE GAUGE X 5/16",

X 5/16" 0.5 ML 29

EASY TOUCH 3 ST; MO GAUGE X 1/2",

FLIPLOCK 0.5 ML 30

INSULIN GAUGE X 1/2",

SYRINGE 1 ML 0.5ML30

30 GAUGE X 1/2", GAUGE X 5/16",

1 ML 31 GAUGE 0.5ML 31

X 5/16" GAUGE X 5/16", 1

EASY TOUCH 3 ST ML 27 GAUGE X

INSULIN 1/2", 1 ML 28

SAFETY GAUGE X 12", 1

SYRINGE 0.5 ML 11\;[2L 219 ﬁfgoG EX

29 GAUGE X 12 GAUGE X 112", 1

EASY TOUCH 3 ST; MO ML 30 GAUGE X

INSULIN 5/16, 1 ML 31

SAFETY GAUGE X 5/16,

SYRINGE 0.5 ML 1/2 ML 28

30 C{AUGE X GAUGE X 12"

>/16, 1 ML 29 . EASY TOUCH 3 ST: MO

GAUGE X 12", 1

ML 30 GAUGE X LUER LOCK

L INSULIN

EASY TOUCH 3 ST i‘;;};{g UCH . ST, MO

INSULIN

SYRINGE EASY TOUCH 3 ST; MO

SYRINGE 0.3 ML PEN NEEDLE

30 GAUGE X 1/2", EASY TOUCH 3 ST: MO

1 ML 27 GAUGE SAFETY PEN

X 5/8", 1/2 ML 27 NEEDLE 29

GAUGE X 1/2" GAUGE X 3/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 2023.
114


http://www.express-scripts.com
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Tier ts/Limits Tier ts/Limits
EASY TOUCH 3 ST FREESTYLE 3 ST
SAFETY PEN PRECISION
NEEDLE 29 SYRINGE 1 ML
GAUGE X 5/16", 30 GAUGE X 5/16,
30 GAUGE X 1/4", 1 ML 31 GAUGE
30 GAUGE X X 5/16
3/16", 30 GAUGE GAUZE PADS 2 2
X 5/16" X2
EASY TOUCH 3 ST HEALTHWISE 3 ST
SHEATHLOCK INSULIN
INSULIN SYRINGE
SYRINGE | ML | HEALTHWISE 3 ST
29 GAUGE X 1/2", PEN NEEDLE
1 ML 30 GAUGE
GAUGE X 5/16" ACCENTS
EASY TOUCH 3 ST; MO UNIFINE
PENTIP NEEDLE
SHEATHLOCK .
INSULIN 29 GAUGE X 1/2",
31 GAUGE X 1/4",
SYRINGE 1 ML 31 GAUGE X
g/ll gAUGE X 3/16", 31 GAUGE
X 5/16"
%;SI?{SESDUCH 3 ST INCONTROL 3 ST:MO
SYRINGE | ML PEN NEEDLE 29
GAUGE X 1/2", 31
EMBRACE PEN 3 ST GAUGE X 5/16",
NEEDLE 32 GAUGE X
FREESTYLE 3 ST; MO 5/32"
PRECISION INCONTROL 3 ST
SYRINGE 0.5 ML PEN NEEDLE 31
30 GAUGE X GAUGE X 1/4", 31
5/16", 0.5 ML 31 GAUGE X 3/16"
HUMALOG)
BLUE

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

INPEN (FOR 3 INSULIN 2

HUMALOG) SYRINGE-

GREY NEEDLE U-100

INPEN (FOR 3 SYRINGE 0.3 ML

HUMALOG) 29 GAUGE, 1 ML

PINK 30 GAUGE X 1/2",

INPEN 3 ngll\J/[ééS

(NOVOLOG OR

FIASP) BLUE INSULIN 3 ST; MO
SYRINGE-

INPEN S NEEDLE U-100

(NOVOLOG OR

FIASP) GREY SYRINGE 0.5 ML
29 GAUGE X 1/2",

INPEN 3 0.5 ML 30

(NOVOLOG OR GAUGE X 5/16", 1

FIASP) PINK ML 28 GAUGE X

INSULIN PEN 2 MO 1/2", 1/2 ML 28

NEEDLE GAUGE X 1/2"

INSULIN PEN 3 ST INSULIN 2 MO

NEEDLE SYRINGE (DISP)

NEEDLE 29 U-100 1 ML

GAUGE X 15/32", INSULIN 3 ST

31 GAUGE X SYRINGE-

13/64", 31 GAUGE NEEDLE U-100

X 15/64",31 SYRINGE 1/2 ML

GAUGE X 532", 27 GAUGE X 1/2"

32 GAUGE X 1/47, INSUPEN PEN 3 ST

32 GAUGE X

3/16", 32 GAUGE NEEDLE 25

X 5/1,6" 3 GAUGE X 1/2", 31

GAUGE X 5/32", GAUGE X 3/16

33 GAUGE X 1/4",

33 GAUGE X

3/16", 33 GAUGE

X 5/32"

INSULIN 2 MO

MICROFINE

SYRINGE 1 ML

27 GAUGE X 5/8"

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

INSUPEN PEN 3 ST; MO LITE TOUCH 3 ST; MO

NEEDLE 30 INSULIN

GAUGE X 5/16", SYRINGE 0.5 ML

31 GAUGE X 1/4", 31 GAUGE X

31 GAUGE X 5/16", 1 ML 31

5/16", 32 GAUGE GAUGE X 5/16,

X 1/4", 32 GAUGE 1/2 ML 28

X 5/16", 32 GAUGE, 172 ML

GAUGE X 5/32", 29, 1/2 ML 30

33 GAUGE X GAUGE

5/32" MAGELLAN 3 ST;MO

LITE TOUCH 3 ST; MO INSULIN

INSULIN PEN SAFETY SYRNG

NEEDLES MAGELLAN 3 ST; MO

LITE TOUCH 3 ST SYRINGE 0.3 ML

INSULIN 30 X 5/16"

SYRINGE 0.3 ML MAGELLAN 3 ST

29 GAUGE X 172", SYRINGE 0.5 ML

0.3 ML 30 30 GAUGE X

GAUGE X 5/16", /16"

Vel o o MAXICOMFORT 3 ST

0.5 ML 29 II PEN NEEDLE

GAUGE X 1/2", MAXICOMFORT 3 ST

0.5 ML 30 INSULIN

GAUGE X 5/16", 1 SYRINGE

ML 28 GAUGE, 1 MAXI- 3 ST; MO

ML 28 GAUGE X COMFORT

1/2",1 ML 29 INSULIN

GAUGE, 1 ML 29 SYRINGE

GAUGE X 172, 1 MAXICOMFORT 3 ST

ML 30 GAUGE X SAFETY PEN

5/16, 1 ML 30 NEEDLE

GAUGE X 7/16", NEEDLE 29

12 ML 28 GAUGE X 3/16"

GAUGE X 172"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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  ts/Limits Tier  ts/Limits
MAXICOMFORT 3 ST; MO MONOJECT 3 ST; MO
SAFETY PEN INSULIN
NEEDLE SYRINGE
NEEDLE 29 SYRINGE 0.3 ML
GAUGE X 5/16" 29 GAUGE X 172",
MICRODOT 3 ST 0.3 ML 30
INSULIN PEN GAUGE X 5/16",
NEEDLE 0.3 ML 31
MINI ULTRA- 3 ST; MO GAUGE X 516,
THIN II 0.5 ML 29
GAUGE X 172",
MONOJECT 3 ST; MO 0.5 ML 30
INSULIN GAUGE X 5/16",
SAFETY 0.5 ML 31
SYRINGE 0.3 ML GAUGE X 5/16", 1
29 GAUGE X 1/2", ML 25 GAUGE X
0.5 ML 29 . 5/8", 1 ML 28
GAUGE X 172", GAUGE X 1/2", 1
0.5 ML 30 ML 29 GAUGE X
GAUGE X 5/16", 1/2", 1 ML 30
29 GAUGE X 172" GAUGE X 5/16, 1
MONOIJECT 3 ST ML 31 GAUGE X
INSULIN 5/16
SAFETY MONOJECT 3 ST
SYRINGE 0.3 ML INSULIN
30 GAUGE X SYRINGE
5/16" SYRINGE 1 ML,
1 ML 27 GAUGE
X 1/2",1/2 ML 28
GAUGE X 172"
MONOJECT 3 ST
SYRINGE 1/2 ML
28 GAUGE
MONOJECT 3 ST; MO
ULTRA
COMFORT
INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
NEEDLES, 3 ST PENTIPS 3 ST
INSULIN PIPPEN NEEDLE 3  ST; MO
DISP.,SAFETY PREVENT 3 ST
SYRINGE 0.5 ML
- DROPSAFE PEN
29 GAUGE X 1/2", NEEDLE
1 ML 31 GAUGE
X 15/64" PRO COMFORT 3 ST
NEEDLES, 3 ST; MO IS??;%IEIE}\IE
INSULIN
DISP.,SAFETY PRO COMFORT 3 ST
SYRINGE 0.5 ML PEN NEEDLE
31 GAUGE X PRODIGY 3 ST
15/64" INSULIN
NEEDLES, 2 MO SYRINGE 0.3 ML
INSULIN 31 GAUGE X
DISP.,SAFETY S/16"
NOVOFINE 32 3 ST;MO PRODIGY 3 STUMO
NOVOFINE 3 ST; MO INSULIN
AUTOCOVER SYRINGE 0.5 ML
31 GAUGE X
NOVOFINE 3 ST; MO 5/16", 1 ML 28
PLUS GAUGE X 1/2"
OMNIPOD 5 G6 2 MO; QL (1 PURE COMFORT 3 ST
INTRO KIT (GEN per 720 PEN NEEDLE
) days) PURE COMFORT 3 ST
OMNIPOD 5 G6 2 MO SAFETY PEN
PODS (GEN)5) NEEDLE
OMNIPOD 2 MO SAFESNAP 3 ST;MO
CLASSIC PODS INSULIN
(GEN 3) SYRINGE 0.3 ML
OMNIPOD DASH 2 MO; QL (1 30 GAUGE X
INTRO KIT (GEN per 720 5/16", 0.5 ML 30
4) days) GAUGE X 5/16", 1
OMNIPODDASH 2 MO ML 28 GAUGE X
PODS (GEN 4) 12° IML29
PEN NEEDLE, 3 ST GAUGE X 172
DIABETIC,
SAFETY

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

SAFESNAP 3 ST SURE COMFORT 3  ST; MO

INSULIN INSULIN

SYRINGE 0.5 ML SYRINGE 0.3 ML

29 GAUGE X 1/2" 29 GAUGE X 172",

SAFETY PEN 3 ST 0.3 ML 30

NEEDLE GAUGE X 1/2",
0.3 ML 30

SECURESAFE 3 ST GAUGE X 5/16"

INSULIN

SYRINGE 0.3 ML 31
GAUGE X 5/16",

SECURESAFE 3 ST 0.5 ML 30

PEN NEEDLE GAUGE X 1/2",

SKY SAFETY 3 ST 0.5 ML 30

PEN NEEDLE GAUGE X 5/16",

SURECOMFORT 3  ST;MO 0.5 ML 31

INS. SYR. U-100 GAUGE X 5/16", 1
ML 28 GAUGE X
172", 1 ML 29
GAUGE X 12", 1
ML 30 GAUGE X
172", 1 ML 30

GAUGE X 5/16, 1
ML 31 GAUGE X
5/16, 1/2 ML 28
GAUGE X 172"

SURE COMFORT 3 ST
INSULIN

SYRINGE 0.3 ML

31 GAUGE X 1/4",

1 ML 31 GAUGE

X 1/4",1/2 ML 31

GAUGE X 1/4"

SURE COMFORT 3 ST; MO
PEN NEEDLE

SURE COMFORT 3 ST
SAFETY PEN

NEEDLE

NEEDLE 31

GAUGE X 1/4"

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

This drug list was updated in August 2023.
120


http://www.express-scripts.com
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Tier  ts/Limits Tier  ts/Limits
SURE COMFORT 3 ST; MO TECHLITE 3 ST;MO
SAFETY PEN INSULIN
NEEDLE SYRINGE
NEEDLE 32 SYRINGE 1 ML
GAUGE X 5/32" 30 GAUGE X 172",
SURE-FINE PEN 3 ST; MO 1 ML 31 GAUGE
NEEDLES X 15/64", 1 ML 31
SURE-JECT 3 ST GAUGE X 5/16
INSULIN TECHLITE 3 ST
SYRINGE 0.3 ML INSULN
29 GAUGE X 1/2", SYR(HALF
0.3 ML 30 UNIT) SYRINGE
GAUGE X 5/16", 0.3 ML 29
0.5 ML 29 GAUGE X 1/2",
GAUGE X 1/2", 0.3 ML 30
0.5 ML 30 GAUGE X 5/16",
GAUGE X 5/16", 1 0.5 ML 30
ML 28 GAUGE X GAUGE X 5/16"
1/2", 1 ML 29 TECHLITE 3 ST;MO
GAUGE X 12", 1 INSULN
ML 30 GAUGE X SYR(HALF
5/16, 1/2 ML 28 UNIT) SYRINGE
GAUGE X 172" 0.3 ML 31
SURE-JECT 3 ST;MO GAUGE X 15/64",
INSULIN 0.3 ML 31
SYRINGE 1 ML GAUGE X 5/16",
31 GAUGE X 5/16 0SML30
TECHLITE 3 ST GAUGE X 1727,
INSULIN 0.5 ML 31

GAUGE X 15/64",

SYRINGE 05 NL 31
SYRINGE 1 ML GAUGE X 5/16"

29 GAUGE X 1/2"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TECHLITE PEN 3 ST; MO THINPRO 3 ST
NEEDLE 29 INSULIN
GAUGE X 1/2", 31 SYRINGE 0.3 ML
GAUGE X 1/4", 31 30 X 3/8", 1 ML 30
GAUGE X 3/16", GAUGE X 3/8",
31 GAUGE X 1/2 ML 28
5/16", 32 GAUGE GAUGE X 1/2",
X 1/4", 32 GAUGE 1/2 ML 30 X 3/8"
X 5/16", 32 THINPRO 3 ST;MO
GAUGE X 5/32" INSULIN
TECHLITE PEN 3 ST SYRINGE 0.3 ML
NEEDLE 29 31 X 3/8",0.5 ML
GAUGE X 3/8" 31 X 3/8",1 ML 28
TERUMO 3 ST GAUGE X 1/2",1
INSULIN ML 31 X 3/8"
SYRINGE 0.3 ML TOPCARE 3 ST
30 X 3/8", 1/2 ML CLICKFINE
27 GAUGE X 1/2", TOPCARE 3 ST
1/2 ML 28 ULTRA
GAUGE X 1/2", COMFORT
1/2 ML 30 X 3/8 TRUE 3 ST
TERUMO 3 ST; MO COMFORT
INSULIN INSULIN
SYRINGE 0.5 ML SYRINGE
29 GAUGE X 172"
1 ML 27 GAUGE , TRUE < ST
" COMFORT PEN
X 1/2", 1 ML 28 NEEDLE
GAUGE X 1/2",1
ML 29 GAUGE X TRUE 3 ST
1/2" COMFORT PRO
thinpro insulin 1 ST INS SYRINGE
syringe 0.3 ml 29 TRUE 3 ST
gauge x 112", 0.5 ml COMFORT
29 gauge x 112", 1 SAFETY PEN
NEEDLE

ml 29 gauge x 1/2"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
TRUEPLUS 3 ST ULTICARE 3 ST; MO
INSULIN INSULN
SYRINGE 0.3 ML SYR(HALF
29 GAUGE X 1/2", UNIT)
1/2 ML 28 . ULTICARE PEN 3 ST; MO
GAUGE X 1/2 NEEDLE
TRUEPLUS 3 ST; MO ULTICARE 3 ST
INSULIN SAFETY PEN
SYRINGE 0.3 ML NEEDLE
30 C{'AUGE X ULTICARE 3 ST; MO
5/16", 0.3 ML 31
CAUGE X 516" SYRINGE 0.3 ML
i 30 GAUGE X 1/2",
0.5 ML 29 0.5 ML 30
GAUGE X 172", GAUGE X 1/2",
0.5 ML 30 0.5 ML 31
(()}SAE/I(EEIX >/16", GAUGE X 5/16", 1
GAUGE X 5/16", 1 11\;[2% 31()§€I3JIGE X
ML 28 GAUGE X GAiJGE X 5/16
1/2",1 ML 29
GAUGE X 1/2", 1 ULTICARE 3 ST
ML 30 GAUGE X SYRINGE 0.3 ML
5/16, 1 ML 31 31 ({AUGE X
GAUGE X 5/16 5/16
TRUEPLUS PEN 3 ST;MO ULTIGUARD 3 ST
NEEDLE SAFEPACK-
ULTICARE 3 ST; MO INSULIN SYR
INSULIN ULTIGUARD 3 ST
SYRINGE 0.3 ML SAFEPACK-PEN
31 GAUGE X 1/4", NEEDLE
1 ML 31 GAUGE
X 1/4"
ULTICARE 3 ST
INSULIN

SYRINGE 1/2 ML
31 GAUGE X 1/4"

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
ULTILET 3 ST ULTRA FLO 3 ST
INSULIN INSULIN
SYRINGE 0.3 ML SYRINGE
29 GAUGE X 1/2", SYRINGE 0.3 ML
0.3 ML 30 29 GAUGE X 1/2",
GAUGE X 5/16", 0.3 ML 30
0.3 ML 31 GAUGE X 5/16",
GAUGE X 5/16", 0.5 ML 29
0.5 ML 29 GAUGE X 12"
GAUGE X 172", ULTRA FLO 3 ST; MO
0.5 ML 30 INSULIN
GAUGE X 5/16", SYRINGE
0.5 ML 31 SYRINGE 0.3 ML
GAUGE X 5/16", 1 31 GAUGE X
ML 29 GAUGE X 5/16"
1/2", 1 ML 30 ULTRA FLOPEN 3 ST
GAUGE X 5/16, 1
ML 31 GAUGE X NEEDLE
5/16 NEEDLE 29
GAUGE X 1/2", 31
ULTILET PEN 3 ST GAUGE X 5/16",
NEEDLE 29 33 GAUGE X
GAUGE 5/32"
ULTILET PEN 3 ST; MO ULTRA FLO PEN 3 ST; MO
NEEDLE 32 NEEDLE
GAUGE X 5/32" NEEDLE 31
ULTRA CMFT 3 ST GAUGE X 3/16",
INS SYR (HALF 32 GAUGE X
UNIT) 5/32"
ULTRA 3 ST ULTRA THIN 3 ST
COMFORT PEN NEEDLE
INSULIN ULTRACARE 3 ST
SYRINGE INSULIN
ULTRA FLO 3 ST SYRINGE
INSUL ULTRACARE 3 ST; MO
SYR(HALF PEN NEEDLE
UNIT)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ULTRA-THIN II 3 ST; MO UNIFINE 3 ST; MO
(SHORT) INS PENTIPS PLUS
SYRINGE 0.3 ML UNIFINE 3 ST
30 GAUGE X PENTIPS PLUS
5/16",0.3 ML 31 MAXFLOW
ML 30 GAUGE X
5161 ML 31 SAFECONTROL
GAUGE X 5/16 UNIFINE R !
ULTRA-THIN II 3 ST ULTRA PEN
NEEDLE
(SHORT) INS NEEDLE 31
30 GAUGE X GAUGE X 5/16",
5/16",0.5 ML 31 39 GAUGE X
GAUGE X 5/16" 530
ULTRA-THIN II 3 ST; MO UNIFINE 3 ST: MO
(SHORT) PEN ULTRA PEN ’
NDL NEEDLE
ULTRA-THIN II 3 ST; MO NEEDLE 31
INS PEN GAUGE X 3/16"
NEEDLES VANISHPOINT 3 ST
ULTRA-THIN II 3 ST; MO INSULIN
INSULIN SYRINGE
SYRINGE VANISHPOINT 3 ST;MO
UNIFINE 3 ST; MO SYRINGE 0.5 ML
PENTIPS 30 GAUGE X 1/2",
MAXFLOW 1 ML 29 GAUGE
UNIFINE 3 ST; MO X 1/2"
PENTIPS VERIFINE 3 ST
NEEDLE 29 INSULIN
GAUGE X 1/2", 31 SYRINGE

GAUGE X 1/4", 31
GAUGE X 3/16",
31 GAUGE X
5/16", 32 GAUGE
X 1/4", 32 GAUGE
X 5/32", 33
GAUGE X 5/32"

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

specific 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 2023.
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VERIFINE PEN 3 ST probenecid- 1 MO

NEEDLE colchicine

NEEDLE 29 ULORIC MO

GAUGE X 1/2", 31

GAUGE X 3/16". ZYLOPRIM MO

31 GAUGE X OSTEOPOROSI

5/16", 32 GAUGE S THERAPY

X 174", 32 GAUGE ACTONELORAL 3  ST; MO;

X 5132 TABLET 150 MG QL (1 per

V-GO 20 2 MO 30 days)

V-GO 30 2 MO ACTONEL ORAL 3 ST; MO;

V-GO 40 2 MO TABLET 35 MG QL (4 per

MUSCULOSK - l | ks

ELETAL / alen ‘ronate ora ; Q

solution (300 per 28

RHEUMATO days)

LOGY alendronate oral 1 MO; QL

GOUT tablet 10 mg 830 per 30

THERAPY ays)

. alendronate oral 1 MO:; QL (4
aléolpur]lggl 0”’1300 1 MO tablet 35 mg, 70 mg per 28 days)
t t \

s ATELVIA 3 ST; MO:;
& QL (4 per
ALLOPURINOL 3 28 days)
RAL TABLET
© BINOSTO 3 ST; MO;
200 MG QL (4 per
COLCHICINE 3 ST;MO iy dayf)
GOUT) ORAL
E: APSU)LE EVENITY 4 PA; MO;
- SUBCUTANEOU QL (2.34
colchicine (gout) 1 MO S SYRINGE per 30 days)
oral tablet 210MG/2.34ML (
COLCRYS 3 ST; MO 105MG/1.17MLX2
febuxostat 1 MO )
MITIGARE 3  ST;MO EVISTA 3 MO
probenecid 1 MO FORTEO 4 PA; MO;
QL (2.4 per
28 days)

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

This drug list was updated in August 2023.
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Tier  ts/Limits Tier  ts/Limits
FOSAMAX 3 ST; MO; ACTEMRA 4 PA; MO;
ORAL TABLET QL (4 per SUBCUTANEOU QL (3.6 per
70 MG 28 days) S 28 days)
FOSAMAX PLUS 3 ST; MO; ADALIMUMAB- 4 PA; QL (6
D QL (4 per FKJP per 28 days)
28 days) SUBCUTANEOU
ibandronate oral 1 MO; QL (1 S PEN INJECTOR
per 30 days) KIT
PROLIA 3 PA; MO; ADALIMUMAB- 4 PA; QL (2
QL (1 per FKJP per 28 days)
180 days) SUBCUTANEOU
raloxifene 1 MO S SYRINGE KIT
: 20 MG/0.4 ML
”‘ff”’]”‘;‘ge oral ! MO; OQdL (1 ADALIMUMAB- 4  PA; QL6
tablet e per ays) FKJP per 28 days)
risedronate oral 1 MO; QL (4 SUBCUTANEOU
tablet 35 mg, 35 mg per 28 days) S SYRINGE KIT
(12 pack), 35 mg (4 40 MG/0.8 ML
pack) AMIJEVITA 4  PA;MO;
risedronate oral 1 MO; QL (PREFERRED QL (4.8 per
tablet 5 mg (30 per 30 NDCS 28 days)
days) STARTING
risedronate oral 3 MO; QL (4 WITH 55513)
tablet,delayed per 28 days) SUBCUTANEOU
release (drlec) S AUTO-
TERIPARATIDE 4 PA;MO; INJECTOR 40
QL (2.48 MG/0.8 ML
per 28 days) AMIJEVITA 4 PA; MO;
TYMLOS 4 PA; MO; (PREFERRED QL (0.4 per
QL (1.56 NDCS 28 days)
per 30 days) \SAEI%IIEIEI;I%)
DIIELILS SUBCUTANEOU
RHEUMATOLO S SYRINGE 10
GICALS MG/0.2 ML
ACTEMRA 4 PA; MO;
ACTPEN QL (3.6 per
28 days)

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

This drug list was updated in August 2023.
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Tier  ts/Limits Tier  ts/Limits
AMIJEVITA 4  PA;MO; CYLTEZO(CF) 4  PA;MO;
(PREFERRED QL (0.8 per SUBCUTANEOU QL (4 per
NDCS 28 days) S SYRINGE KIT 28 days)
STARTING 40 MG/0.8 ML
WITH 55513) DEPEN 4  PA;MO
SUBCUTANEOU TITRATABS
i/lg(l; R,?LE 20 ENBREL MINI 4  PA;MO;
: QL (8 per
AMIJEVITA 4  PA;MO; 28 days)
ggggERRED %Ld?'f)per ENBREL 4 PA;MO;
STARTING Y SUBCUTANEOU QL (8 per
SUBCUTANEOU ENBREL 4  PA;MO;
S SYRINGE 40 SUBCUTANEOU QL (8 per
MG/0.8 ML S SYRINGE 28 days)
ARAVA 4  MO: QL ENBREL 4  PA;MO;
(30 per 30 SURECLICK QL (8 per
days) 28 days)
BENLYSTA 4  PA;MO HADLIMA(CF) 4  PA;QL
SUBCUTANEOU (2.4 per 28
S days)
CUPRIMINE 4  PA; MO HADLIMA(CF) 4  PA;QL
CYLTEZO(CF) 4  PA:MO; PUSHTOUCH 512-4 1ji>er 28
PEN QL (4 per ays
28 days) HULIO(CF) PEN 4  PA;MO;
CYLTEZO(CF) 4 PA;QL(6 %Ld“ per
PEN CROHN'S- per 180 ays)
UC-HS days) HULIO(CF) 4 PA; MO;
CYLTEZO(CF) 4 PAQLG SUBCUTANEOU QL (2 per
PEN PSORIASIS per 180 5 SYRINGE KIT 28 days)
20 MG/0.4 ML
STRT days)
CYLTEZO(CF) 4  PA; MO; HULIO(CF) 4 PA; MO;
SUBCUTANEOU QL (2 per SUBCUTANEOU QL (6 per
S SYRINGE KIT 28 days) S SYRINGE KIT 28 days)
40 MG/0.8 ML

10 MG/0.2 ML, 20
MG/0.4 ML

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

This drug list was updated in August 2023.
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HUMIRA PEN 4  PA;MO; HUMIRA(CF) 4  PA;MO;
QL (4 per SUBCUTANEOU QL (4 per
28 days) S PEN INJECTOR 28 days)

HUMIRA PEN 4  PA; MO; KIT 40 MG/0.4

CROHNS-UC-HS QL (6 per ML

START 180 days) HUMIRA(CF) 4  PA;MO;

HUMIRA PEN 4  PA;MO; SUBCUTANEOU QL (2 per

PSOR-UVEITS- QL (4 per S PEN INJECTOR 28 days)

ADOL HS 180 days) KIT 80 MG/0.8

HUMIRA 4  PA;MO; ML

SUBCUTANEOU QL (4 per HUMIRA(CF) 4 PA;MO;

S SYRINGE KIT 28 days) SUBCUTANEOU QL (2 per

40 MG/0.8 ML S SYRINGE KIT 28 days)

HUMIRA(CF) 4 PA: MO: 11\2 éfOGZ/ON}LML’ 20

PEDI CROHNS QL (3 per :

STARTER 180 days) HUMIRA(CF) 4 PA;MO;

SUBCUTANEOU SUBCUTANEOU QL (4 per

S SYRINGE KIT S SYRINGE KIT 28 days)

80 MG/0.8 ML 40 MG/0.4 ML

HUMIRA(CF) 4 PA: MO: HYRIMOZ PEN 4 PA; MO;

PEDI CROHNS QL (2 per CROHN'S-UC QL (2.4 per

STARTER 180 days) STARTER 180 days)

SUBCUTANEOU HYRIMOZ PEN 4  PA;MO;

S SYRINGE KIT PSORIASIS QL (1.6 per

80 MG/0.8 ML-40 STARTER 180 days)

MG/0.4 ML HYRIMOZ(CF) 4  PA;MO:;

HUMIRA(CF) 4  PA;MO; PEDI CROHN QL (1.2 per

PEN CROHNS- QL (3 per STARTER 180 days)

UC-HS 180 days) SUBCUTANEOU

HUMIRA(CF) 4  PA; MO; S SYRINGE 80

PEN PEDIATRIC QL (4 per MG/0.8 ML- 40

ucC 180 days) MG/0.4 ML

HUMIRA(CF) 4  PA;MO; HYRIMOZ(CF) 4 PA;MO;

PEN PSOR-UV- QL (3 per PEN QL (1.6 per

ADOL HS 180 days) 28 days)

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

This drug list was updated in August 2023.
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HYRIMOZ(CF) 4 PA; MO; ORENCIA 4 PA; MO;
SUBCUTANEOU QL (0.2 per SUBCUTANEOU QL (2.8 per
S SYRINGE 10 28 days) S SYRINGE 87.5 28 days)
MG/0.1 ML MG/0.7 ML
HYRIMOZ(CF) 4 PA; MO; OTEZLA 4 PA; MO;
SUBCUTANEOU QL (0.4 per QL (60 per
S SYRINGE 20 28 days) 30 days)
MG/0.2 ML OTEZLA 4  PA; MO;
HYRIMOZ(CF) 4 PA; MO; STARTER ORAL QL (55 per
SUBCUTANEOU QL (1.6 per TABLETS,DOSE 180 days)
S SYRINGE 40 28 days) PACK 10 MG (4)-
MG/0.4 ML 20 MG (4)-30 MG
KEVZARA 4 PA; MO; (47)
QL (2.28 OTREXUP (PF) 3 MO
per 28 days) penicillamine 4 PA; MO
KINERET 4 PA; QL RASUVO (PF) 3 MO
ffa%:) per 30 REDITREX (PF) 3 MO
leflunomide 1 MO; QL RIDAURA 4 MO
(30 per 30 RINVOQ ORAL 4 PA; MO;
days) TABLET QL (30 per
: : EXTENDED 30 days)
OLUMIANT 4 g}‘:’ (1;/{)0’ . RELEASE 24 HR
be 15 MG, 30 MG
30 days)
ORENCIA 4 PA: MO: RINVOQ ORAL 4 PA; MO;
CLICKJECT QL (4 per TABLET QL (84 per
28 days) EXTENDED 180 days)
Y RELEASE 24 HR
ORENCIA 4 PA; MO; 45 MG
SUBCUTANEOU QL (4 per SAVELLA ORAL > MO: OL
S SYRINGE 125 28 days) TABLET (60 per 30
MG/ML dayf)e
ORENCIA 4 PAMO; SAVELLA ORAL 2 MO; QL
SUBCUTANEOU QL (1.6 per
TABLETS,DOSE (55 per 180
S SYRINGE 50 28 days) PACK days)
MG/0.4 ML y

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SIMPONI PA; MO; OBSTETRICS
SUBCUTANEOU QL (3 per /
S PEN INJECTOR 28 days
100 MG/ %) GYNECOLOG
SIMPONI PA: MO: Y
SUBCUTANEOU QL (0.5 per ESTROGENS /
S PEN INJECTOR 28 days) PROGESTINS
50 MG/0.5 ML
SIMPONI PA; MO; A .
SUBCUTANEOU QL (3 per 05 MG -
S SYRINGE 100 28 days) ;
MG/ML amabelz 1 PA; MO
SIMPONI PA; MO; ANGELIQ 3 PA;MO
SUBCUTANEOU QL (0.5 per AYGESTIN 3 MO
iﬂgﬁlﬁf >0 28 days) BIJUVA 3 PA;MO
XELJANZ ORAL PA; MO camila e
SOLUTION QL (300 per CLIMARA 3 PA;MO;
30 days) QL (4 per
XELJANZ ORAL PA; MO 28 days)
TABLET QL (60 per CLIMARA PRO PA: MO
30 days) COMBIPATCH PA; MO
XELJANZ XR PA; MO:; CRINONE MO
QL (30 per VAGINAL GEL 4
30 days) o
YUSIMRY/(CF) PA; QL CRINONE 3 PA;MO
PEN (4.8 per 28 VAGINAL GEL 8
days) o
deblitane 1 MO
DELESTROGEN 3 MO
DEPO- MO
ESTRADIOL
DEPO-PROVERA 3 MO
INTRAMUSCUL
AR SUSPENSION
150 MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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DEPO-PROVERA 3 MO estradiol 1 PA; MO;
INTRAMUSCUL transdermal gel in QL (30 per
AR SYRINGE packet 0.25 mgl0.25 30 days)
DEPO-SUBQ 3 MO gram (0.1%), 0.5
PROVERA 104 mgl0.5 gram (0.1
0
DIVIGEL 3 PA; MO; /rﬁl ’mO ' (705 70”})/0' 175
TRANSDERMAL QL (30 per "é;l y ran;z ( 00 ] %)
GEL IN PACKET 30 days) &g L
0.25 MG/0.25 estradiol 1 PA; MO;
GRAM (0.1 %), 0.5 transdermal gel in QL (37.5
MG/0.5 GRAM packet 1.25 mgll1.25 per 30 days)
(0.1 %), 0.75 gram (0.1%)
MG/0.75 GRAM estradiol 1 PA; MO;
(0.1%), 1 transdermal patch QL (8 per
MG/GRAM (0.1 semiweekly 28 days)
7o) estradiol 1 PA; QL (4
DIVIGEL 3 PA; MO; transdermal patch per 28 days)
TRANSDERMAL QL (37.5 weekly 0.025 mgl24
GEL IN PACKET per 30 days) hr, 0.0375 mgl24 hr,
1.25 MG/1.25 0.06 mgl24 hr, 0.075
GRAM (0.1 %) mgl24 hr
dotti 1 PA; MO; estradiol 1 PA; MO;
QL (8 per transdermal patch QL (4 per
28 days) weekly 0.05 mgl24 28 days)
DUAVEE % MO hr, 0.1 mg/24 hr
ELESTRIN 3 PA; MO:; estradiol vaginal MO
QL (70 per estradiol valerate MO
30 days) estradiol- PA; MO
errin 1 MO norethindrone acet
ESTRACE ORAL 3 PA; MO ESTRING MO
ESTRACE ST; MO ESTROGEL MO; QL
VAGINAL (50 per 30
estradiol oral 3 PA; MO days)
EVAMIST 3 PA; MO;
QL (16.2
per 30 days)
FEMRING 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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fyavoly 3 PA; MO PREFEST 3 PA; MO
IMVEXXY 2 MO PREMARIN 2 MO
MAINTENANCE ORAL
PACK PREMARIN 2 MO
IMVEXXY 2 MO VAGINAL
STARTER PACK PREMPHASE 2 MO
incassia 1 MO PREMPRO 9 MO
Jinteli 3 PA; MO progesterone 1 MO
lyleq 1 MO micronized
lyllana 1 PA; MO; PROMETRIUM 3 MO
QL (8 per PROVERA 3 MO
l 28 days) sharobel 1 MO
yza ! VAGIFEM 3 ST;MO
medroxyprogesteron 1 MO VIVELLE-DOT 3 PA: MO:
e
QL (8 per
MENEST 2 PA; MO 28 days)
MENOSTAR 3 Pzi; 14\([0; yuvafem 3 MO
% d;y‘;)er MISCELLANEO
US OB/GYN
mimvey 1 PA; MO
MINIVELLE 3 PA;MO; ANNOVERA MO
nora-be 1 MO clindamycin 1 MO
norethindrone 1 phosphate vaginal
(contraceptive) CLINDESSE 3 MO
norethindrone 1 MO eluryng 3 MO
acetate etonogestrel-ethinyl 3
norethindrone ac- 3 PA estradiol
eth estradiol oral GYNAZOLE-1 3 MO
mes KYLEENA 3
norethindrone ac- 3 PA; MO
LILETTA 3 MO

eth estradiol oral
tablet 1-5 mg-mcg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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 2023.
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metronidazole 1 MO BEYAZ 3 MO
vaginal blisovi 24 fe 1 MO
miconazole-3 1 MO blisovi fe 1.5/30 1 MO
vaginal suppository (28)
MIRENA 3 briellyn 1 MO
MYFEMBREE 4 PA; MO camrese lo 1 MO
NEXPLANON 3 cryselle (28) 1 MO
NUVARING 3 MO cyred eq I MO
ORIAHNN 4  PA;MO desog- 1
OSPHENA 3 MO e.estradiolle.estradi
PHEXXI 3 MO ol
SKYLA 3 desoge.strel-ethinyl 1
terconazole 1 MO estr'adzol
tranexamic acid 1 MO dolishale ! MO
oral drospirdenc;nle- p 1
e.estradiol-Im.fa
vandazole MO oral tablet 3-0.02-
Xulane MO 0.451 mg (24) (4)
zafemy MO drospirenone-ethinyl 1 MO
ORAL estradiol oral tablet
CONTRACEPTI 3-0.02 mg
VES / RELATED drospirenone-ethinyl 1
AGENTS estradiol oral tablet
altavera (28) 1 MO 3-0.03 mg . MO
alyacen 1135 (28) 1 MO erpresse
amethia 1 MO ensky C; i ﬁg
apri O es}tzary S
aranelle (28) 1 MO einy rodto ac-el
estradiol
ashlyna ! MO falmina (28) 1 MO
aul?ra eq 1 MO finzala 1 MO
aviane 1 MO gemmily 1 MO
BALCOLTRA 3 MO hailey 24 fe 1 MO
balziva (28) 1 MO o
iclevia 1

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

isibloom 1 MO levonest (28) 1 MO

Jjasmiel (28) 1 MO levonorgestrel- 1 MO

juleber 1 MO ethinyl estrad oral

Jjunel 1.5130 (21) I MO Zf éel 0.1-20 mg-

junel 1120 (21) 1 MO

: levonorgestrel- 1

junel fe 1.5/30 (28) 1 MO ethinyl estrad oral

Junel fe 1120 (28) 1 MO tablet 0.15-0.03 mg,

Jjunel fe 24 1 MO 90-20 mcg (28)

kaitlib fe 1 MO levonorgestrel- 1 MO
; ethinyl estrad oral

kariva (28) 1 MO tablets,dose pack,3

kelnor 1135 (28) 1 MO month

kelnor 1-50 (28) 1 MO levonorg-eth estrad 1

kurvelo (28) 1 MO triphasic

[ norgestle.estradiol- 1 levora-28 1 MO

e.estrad oral LO LOESTRIN 3 MO

tablets,dose pack,3 FE

month 0.1 mg-20 LOESTRIN 1.5/30 3 MO

mcg (84)110 mcg 1)

(7),0.15 mg-30

meg (84)110 meg LOESTRIN 1/20 3 MO

(7) (1)

[ norgestle.estradiol- 1 MO LOESTRIN FE 3 MO

e.estrad oral 1.5/30 (28-DAY)

tablets,dose pack,3 LOESTRIN FE 3 MO

month 0.15 mg-20 1/20 (28-DAY)

megl 0.15 mg-25 loryna (28) 1 MO

mes LOSEASONIQUE 3 MO

larl‘n 1.5/30 (21) 1 MO low-ogestrel (28) 1 MO

larl‘n 1/20 (21) 1 MO Jutera (28) 1 MO

larz.nfe 1.5/30 (28) 1 MO marlissa (28) 1 MO

larin fe 1/20 (28) 1 MO P 1 MO

layolis Je ! MO mibelas 24 fe 1 MO

leena 28 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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microgestin 1.5/30 | MO norgestimate-ethinyl | MO
(21) estradiol oral tablet
microgestin 1/20 1 MO 0.1810.2150.25 mg-
(21) 35 mcg (28)
microgestin 24 fe 1 MO nortrel 0.5/35 (28) 1 MO
microgestin fe 1 MO nortrel 1/135 (21) | MO
1.5/30 (28) nortrel 1135 (28) 1 MO
microgestin fe 1/120 1 MO nortrel 71717 (28) 1 MO
(28) nylia 1/35 (28) 1 MO
mili 1 MO nylia 71717 (28) 1 MO
NATAZIA 3 MO nymyo 1 MO
necon 0.5/35 (28) 1 MO ocella 1 MO
NEXTSTELLIS 3 MO pimtrea (28) 1 MO
nikki (28) 1 MO portia 28 1 MO
noreth.-el}{inyl 1 QUARTETTE 3 MO
estradiol-iron reclipsen (28) 1 MO
norethindrone ac- 1 MO ivelsa 1 MO
eth estradiol oral
tablet 1-20 mg-mcg SAFYRAL 3 MO
norethindrone- 1 SEASONIQUE 3 MO
e.estradiol-iron oral setlakin 1 MO
capsule SLYND 3 MO
norethindrone- 1 sprintec (28) 1 MO
e.estradiol-iron oral 1 MO
tablet 1 mg-20 mcg STonyx
(21)175mg (7), 1- syeda 1 MO
20(5)11-30(7) tarina 24 fe 1 MO
/1mg-35mcg (9) tarina fe 1-20 eq 1 MO
norethindrone- | (28)
e.estradiol-iron oral tilia fe 1 MO
tablet, chewableh ; . tri-estarylla 1 MO
norgestimate-ethiny X
estradiol oral tablet Iri-legest fe ! MO
0.18/0.215/0.25 mg- tri-lo-estarylla | MO
25 mceg, 0.25-35 mg- tri-lo-sprintec | MO

mcg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific 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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tri-mili 1 MO ciprofloxacin hcl 1 MO
tri-nymyo 1 MO ophthalmic (eye)
tri-sprintec (28) 1 MO erythr omy cin 1 MO; QL
rivora (28) 1 MO ophthalmic (eye) 51321.)5/5)& 14
lrl‘-vy ll'bm ! MO gatifloxacin 3 MO
tri-vylibra lo 1 MO gentamicin 1 MO: QL
TYBLUME 3 MO ophthalmic (eye) (70 per 30
tydemy 1 MO drops days)
velivet triphasic 1 MO levofloxacin 1 MO
regimen (28) ophthalmic (eye)
vestura (28) 1 MO drops 0.5 %
vienva 1 MO moxifloxacin 1 MO
vyfemla (28) I MO o Zﬁ“’lm’c (eye)
vylibra 1 MO NATACYN 3
wymzya fe ! MO neomycin- 1 MO
YASMIN (28) 3 MO bacitracin-
YAZ (28) 3 MO polymyxin
zovia 1-35 (28) 1 MO neomycin- 1 MO
OPHTHALM polymyxin-
ramicidin
OLOGY s .
neo-polycin 1 MO
ANTIBIOTICS OCUFLOX 3 MO
AZASITE 2 MO ofloxacin 1 MO
bacitracin 1 MO ophthalmic (eye)
ophthalmic (eye) polycin | MO
bacitracin- 1 MO polymyxin b sulf- 1 MO
polymyxin b trimethoprim
BESIVANCE 2 MO tobramycin 1 MO; QL
CILOXAN 3 MO ophthalmic (eye) (10 per 14
OPHTHALMIC days)
(EYE) TOBREX 3 MO; QL
OINTMENT OPHTHALMIC (3.5 per 14
(EYE) days)
OINTMENT

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

This drug list was updated in August 2023.
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VIGAMOX 3 MO
ZYMAXID 3 MO
trifluridine 1 MO
ZIRGAN 3 MO ALOMIDE 3 MO
atropine ophthalmic 1 MO
azelastine 1 MO
betaxolol ‘ 1 MO ophthalmic (eye)
ophthalmic (eye) bepotastine besilate 1 MO
BETIMOL E MO BEPREVE 3 MO
carteolol 1 MO CEQUA 3 MO:; QL
ISTALOL 3 MO (60 per 30
levobunolol 1 MO days)
ophthalmic (eye) CIMERLI 4 PA; MO
di’OpS 0.5% cromolyn 1 MO
timolol maleate (pf) 1 MO ophthalmic (eye)
timolol maleate 1 MO cyclosporine 1 MO; QL
ophthalmic (eye) ophthalmic (eye) (60 per 30
drops days)
timolol maleate 1 MO CYSTADROPS 4 PA
ophthalmic (eye) CYSTARAN 4 PA
drops, once daily m—r I MO
timolol maleate 3 MO eprame :
ophthalmic (eve) LACRISERT 3 PA; MO
gel forming solution olopatadine 1 MO
TIMOPTIC 3 MO ophthalmic (eye)
OCUDOSE (PF) drops 0.1%
TIMOPTIC-XE 3 MO OXERVATE 4 PAMO
PHOSPHOLINE 3
IODIDE
pilocarpine hcl 1 MO

ophthalmic (eye)
drops 1%, 2 %, 4%

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

RESTASIS 3 MO; QL NEVANAC 3 ST; MO

MULTIDOSE (5.5 per 30 PROLENSA ) MO
days)

sulfacetamide 1 MO

sodium ophthalmic

(eye)

sulfacetamide- 1 MO acetazolamide 1 MO

prednisolone methazolamide 3 MO

TYRVAYA 3 MO; QL
(8.4 per 30
days)

VERKAZIA 4 PA; MO;

QL (120 per AZOPT 3 MO
30 days) bimatoprost 1 MO

VUITY 3 PA: MO ophthalmic (eye)

XIIDRA D) MO:; QL brimonidine-timolol 1 MO
(60 per 30 brinzolamide 1 MO
days) COMBIGAN 3 MO

ZERVIATE 3 MO COSOPT 3 MO

COSOPT (PF) 3 MO
dorzolamide 1 MO
dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
(pf) ophthalmic

ACULAR 3 ST; MO (eye) dropperette

ACULAR LS 3 ST; MO latanoprost 1 MO

ACUVAIL (PF) 3 ST; MO LUMIGAN 2 MO

bromfenac 1 MO OPHTHALMIC

BROMSITE 2 MO BE(EE/) DROPS

. 0

dlclofenac' sodium 1 MO RHOPRESSA > MO

ophthalmic (eye)

ROCKLATAN 2 MO

Sflurbiprofen sodium 1 MO

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

This drug list was updated in August 2023.
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SIMBRINZA 2 MO ZYLET 3 MO; QL
tafluprost (pf) 1 MO (10 per 14
TRAVATAN Z 3 ST;MO days)
ravopros I MO pmROmST
VYZULTA 3 ST;MO ALREX 2 MO
XALATAN 3 ST; MO dexamethasone 1 MO
XELPROS 3 ST sodium phosphate
ophthalmic (eye)
ZIOPTAN (PF) 3 ST;MO difluprednate MO
DUREZOL MO
EYSUVIS PA; MO;
QL (8.3 per
14 days)
MAXITROL 3 MO FLAREX 3 MO
neomycin- 1 MO fluorometholone 1 MO
bacitracin-poly-hc FML FORTE 3 MO
neomycin- S MO FML LIQUIFILM 3 MO
polymyxin b-
dexameth INVELTYS 2 MO
neomycin- 1 MO LOTEMAX 3 MO
polymyxin-hc LOTEMAX SM 3 MO
ophthalmic (eye) loteprednol 1 MO
neo-polycin hc 1 MO etabonate
TOBRADEX 3 MO; QL MAXIDEX 3 MO
%QIEHALMIC glao P)ef 14 PRED FORTE 3 MO
%)ROPS,SUSPENS g PRED MILD 3 MO
ION prednisolone acetate 1 MO
TOBRADEX 9 MO; QL prednisolone sodium 1 MO
OPHTHALMIC (3.5 per 14 phosphate
(EYE) days) ophthalmic (eye)
OINTMENT
tobramycin- 1 MO; QL ALPHAGAN P 3 MO
dexamethasone (10 per 14 apraclonidine MO
days)

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

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

This drug list was updated in August 2023.
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brimonidine 1 MO epinephrine injection 1 MO; QL (2
ophthalmic (eye) auto-injector 0.15 per 30 days)
IOPIDINE 3 MO mgl0.3 ml, 0.3
OPHTHALMIC mgl0.3 ml
(EYE) (manufactured by
DROPPERETTE mylan specialty )
RESPIRATOR EPINEPHRINE 3 QL (2 per
INJECTION 30 days)
Y AND AUTO-
ALLERGY INJECTOR 0.3
MG/0.3 ML
glETIHISTAMI (MANUFACTUR
ED BY MYLAN
ANTIALLERGE SPECIALTY)
NIC AGENTS EPIPEN 2-PAK 3 MO; QL (2
AUVI-Q 3 QL (2 per per 30 days)
30 days) EPIPENJR 2-PAK 3  MO;QL(2
cetirizine oral 1 MO per 30 days)
solution I mglml hydroxyzine hcl oral 1 PA; MO
CLARINEX 3 MO; QL tablet
ORAL TABLET (30 per 30 levocetirizine oral 3 MO
days) solution
CLARINEX-D 12 3 MO; QL levocetirizine oral 1 MO; QL
HOUR (60 per 30 tablet (30 per 30
days) days)
desloratadine l 1\;[(?’ QI;() promethazine oral PA; MO
(30 per SYMIJEPI MO:; QL (2
days)
EPINEPHRINE 3 MO; QL (2 per 50 days)
INJECTION per 30 days) PULMONARY
AUTO- AGENTS
INJECTOR 0.15 ACCOLATE 3 MO
MG/0.15 ML acetylcysteine PA; MO
ADCIRCA 4 PA; MO;
QL (60 per
30 days)

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

This drug list was updated in August 2023.
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ADEMPAS 4 PA; MO; albuterol sulfate 1 MO
LA oral syrup
ADVAIR DISKUS 3 MO; QL albuterol sulfate 3 MO
(60 per 30 oral tablet
days) ALVESCO 2 MO:; QL
ADVAIR HFA 2 MO; QL INHALATION (12.2 per 30
(12 per 30 HFA AEROSOL days)
days) INHALER 160
AIRDUO 3 ST: MO; MCG/ACTUATIO
DIGIHALER QL (1 per N
30 days) ALVESCO 2 MO; QL
AIRDUO 3 ST: MO; INHALATION (6.1 per 30
RESPICLICK QL (1 per HFA AEROSOL days)
30 days) INHALER 80
albuterol sulfate 1 MO; QL 11\\1/1 CG/ACTUATIO
inhalation hfa (17 per 30
aerosol inhaler 90 days) alyq 4 PA; QL (60
mcglactuation per 30 days)
albuterol sulfate 1 QL (13.4 ambrisentan 4 PA; MO;
inhalation hfa per 30 days) LA
aerosol inhaler 90 ANORO 3 ST; MO;
mcglactuation ELLIPTA QL (60 per
package size 6.7 gm 30 days)
ALBUTEROL 3 ST; QL (36 arformoterol 3 PA; MO;
SULFATE per 30 days) QL (120 per
INHALATION 30 days)
HFA AEROSOL ARMONAIR 3 ST;MO;
INHALER 90 DIGIHALER QL (1 per
MCG/ACTUATIO 30 days)
N (NDA020983) ARNUITY 3 ST;MO;
albuterol sulfate 1 PA; MO ELLIPTA QL (30 per
inhalation solution 30d
bulization 0.63 as)
Jor nebulization 0. ASMANEX HFA 2 MO:;QL
mgl3 ml, 1.25 mg/3
(13 per 30
ml, 2.5 mg /3 ml
days)

(0.083 %), 2.5
mgl0.5 ml

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

This drug list was updated in August 2023.
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ASMANEX 2 MO; QL (1 bosentan 4 PA; MO;
TWISTHALER per 30 days) LA
INHALATION BREO ELLIPTA 2 MO;QL
AEROSOL (60 per 30
POWDR days)
ilsjl]g“?\?fTED 110 BREZTRI 2 MOQL
AEROSPHERE (10.7 per 30
MCG/ days)
ACTUATION ays
(30), 220 MCG/ BRONCHITOL 4 PA; MO
ACTUATION BROVANA 4 PA; MO;
(30), 220 MCG/ QL (120 per
ACTUATION (60) 30 days)
ASMANEX 2 MO; QL (2 budesonide 3 PA; MO;
TWISTHALER per 30 days) inhalation QL (120 per
INHALATION suspension for 30 days)
AEROSOL nebulization 0.25
POWDR mgl2 ml, 0.5 mg/2
BREATH ml
ACTIVATED 220 budesonide 3 PA; MO;
MCG/ inhalation QL (60 per
ACTUATION suspension for 30 days)
(120) nebulization 1 mg/2
ATROVENT HFA 3 MO; QL ml
(25.8 per 30 BUDESONIDE- 3 ST;MO;
days) FORMOTEROL QL (10.2
azelastine- | MO; QL per 30 days)
fluticasone (23 per 30 CINRYZE 4 PA: MO
days) COMBIVENT 2 MO;QL (8
BECONASE AQ 3 ST; MO; RESPIMAT per 30 days)
%Ld(;yos)p o cromolyn inhalation PA; MO
BERINERT 4  PA;MO DALIRESP lc)gli; (1;/{)0; )
INTRAVENOUS 304 )pe
KIT ays
BEVESPI 2 MO; QL PDIEI:ZA‘SI;EE g glI:’ é\l/Iojr
AEROSPHERE (10.7 per 30 pe
days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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DULERA 2 MO; QL FLOVENT 3 ST; MO;
(13 per 30 DISKUS QL (240 per
days) INHALATION 30 days)
DYMISTA 3 MO: QL BLISTER WITH
(23 per 30 DEVICE 250
days) MCG/ACTUATIO
ESBRIET ORAL 4 PA; MO; N
CAPSULE QL (270 per FLOVENT HFA 3 ST; MO;
30 days) AEROSOL QL (12 per
ESBRIET ORAL 4 PA;MO; gggkgﬁéfn o 30 days)
TABLET 267 MG QL (270 per N
30 days)
ESBRIET ORAL 4 PA; MO; FLOVENT HFA 3 ST; MO,
TABLET 801 MG QL (90 per AEROSOL QL (24 per
20 days)p INHALER 220 30 days)
MCG/ACTUATIO
FASENRA 4 PA; MO; N
%Ldg ls)er FLOVENT HFA 3 ST;MO;
Y AEROSOL QL (10.6
FASENRA PEN 4 PA;MO; INHALER 44 per 30 days)
QL (1 per MCG/ACTUATIO
28 days) N
FIRAZYR 4 PA; MO Sflunisolide 1 MO:; QL
FLOVENT 3 ST; MO; (50 per 30
DISKUS QL (60 per days)
INHALATION 30 days) FLUTICASONE 3 ST; MO;
BLISTER WITH FUROATE- QL (60 per
DEVICE 100 VILANTEROL 30 days)
N COACTUATIO FLUTICASONE 3 ST; MO;
’ PROPIONATE QL (12 per
%CG/ ACTUATIO INHALATION 30 days)
HFA AEROSOL
INHALER 110
MCG/ACTUATIO
N

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

This drug list was updated in August 2023.
144


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

FLUTICASONE 3 ST; MO; HAEGARDA 4 PA; MO;
PROPIONATE QL (24 per LA
INHALATION 30 days) icatibant 4 PA;: MO
HFA AEROSOL INCRUSE 3 ST; MO;
INHALER 220 ELLIPTA QL (30 per
MCG/ACTUATIO be
N 30 days)
FLUTICASONE 3 ST; MO; pranoptn I PAMO
PROPIONATE QL (10.6 : :
INHALATION per 30 days) ipratropium- I PA;MO
HFA AEROSOL albuterol
INHALER 44 KALBITOR 4 PA; MO
MCG/ACTUATIO KALYDECO 4  PA;MO;
N ORAL QL (56 per
fluticasone 1 MO; QL GRANULES IN 28 days)
propionate nasal (16 per 30 PACKET 13.4

days) MG, 25 MG, 50
FLUTICASONE 3 ST;MO; MG, 75 MG
PROPION- QL (1 per KALYDECO 4 PA; MO;
SALMETEROL 30 days) ORAL TABLET QL (56 per
INHALATION 28 days)
AEROSOL LETAIRIS 4  PA; MO;
POWDR LA
BREATH
ey
fluticasone propion- | MO; QL L TARTRATE QL (30 per
salmeterol (60 per 30 30 days)
inhalation blister days) y
with device mometasone nasal 1 MO; QL
FLUTICASONE 3 ST;MO: 834 p)er 30
PROPION- QL (12 per ays
SALMETEROL 30 days) montelukast oral 3 MO
INHALATION granules in packet
HFA AEROSOL montelukast oral 1 MO
INHALER tablet
formoterol fumarate 3 PA; MO; montelukast oral 1 MO

QL (120 per tablet,chewable

30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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NUCALA 4 PA; MO; pirfenidone oral 4 PA; MO;
SUBCUTANEOU LA; QL (3 tablet 267 mg QL (270 per
S AUTO- per 28 days) 30 days)
INJECTOR PIRFENIDONE 4  PA;QL (90
NUCALA 4 PA; MO; ORAL TABLET per 30 days)
SUBCUTANEOU LA; QL (3 534 MG
S RECON SOLN per 28 days) pirfenidone oral 4 PA; MO;
NUCALA 4 PA; MO; tablet 801 mg QL (90 per
SUBCUTANEOU LA; QL (3 30 days)
S SYRINGE 100 per 28 days) PROAIR 3 ST; MO;
MG/ML DIGIHALER QL (2 per
NUCALA 4 PA; MO; 30 days)
SUBCUTANEOU LA; QL PROAIR 3 ST; MO;
S SYRINGE 40 (0.4 per 28 RESPICLICK QL (2 per
MG/0.4 ML days) 30 days)
OFEV 4 PA;MO; PULMICORT 2 MO;QL(2

QL (60 per FLEXHALER per 30 days)

30 days) INHALATION
OMNARIS 3 ST; MO; AEROSOL

QL (12.5 POWDR

per 30 days) BREATH
OPSUMIT 4 PA; MO; ACTIVATED 180

LA MCG/ACTUATIO
ORKAMBI ORAL 4 PA; MO; N
GRANULES IN QL (56 per PULMICORT 2 MO;QL(l
PACKET 28 days) FLEXHALER per 30 days)
ORKAMBI ORAL 4 PA; MO; IIEEIE%E?){ION
TABLET QL (112 per POWDR

28 days) BREATH
ORLADEYO 4 PA; LA ACTIVATED 90
PERFOROMIST 4 PA; MO; MCG/ACTUATIO

QL (120 per N

30 days)
pirfenidone oral 4 PA; MO;
capsule QL (270 per

30 days)
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Tier  ts/Limits Tier  ts/Limits
PULMICORT 3 PA; MO; QVAR 2 MO; QL
INHALATION QL (120 per REDIHALER (21.2 per 30
SUSPENSION 30 days) INHALATION days)
FOR HFA AEROSOL
NEBULIZATION BREATH
0.25 MG/2 ML, 0.5 ACTIVATED 80
MG/2 ML MCG/ACTUATIO
PULMICORT 3 PA;MO; N
INHALATION QL (60 per REVATIO ORAL 4 PA; MO;
SUSPENSION 30 days) SUSPENSION QL (224 per
FOR FOR 30 days)
NEBULIZATION RECONSTITUTI
1 MG/2 ML ON
PULMOZYME 4 PA; MO REVATIO ORAL 4 PA; MO;
QNASL NASAL 3 ST: MO:; TABLET QL (90 per
HFA AEROSOL QL (4.9 per 30 days)
INHALER 40 30 days) roflumilast 3 PA; MO;
MCG/ACTUATIO QL (30 per
N 30 days)
QNASL NASAL 3 ST; MO:; RUCONEST 4 PA; MO
HFA AEROSOL QL (8.7 per RYALTRIS 3 ST; MO;
INHALER 80 30 days) QL (29 per
MCG/ACTUATIO 30 days)
N sajazir 4 PA; MO
QVAR 2 MoQL SEREVENT 3 ST; MO;
REDIHALER (10.6 per 30 DISKUS OL (60 per
INHALATION days) 30 days)
HFA AEROSOL y
BREATH sildenafil 4 PA; MO:;
ACTIVATED 40 (pulmonary arterial QL (224 per
MCG/ACTUATIO hypertension) oral 30 days)
N suspension for
reconstitution 10
mglml
sildenafil 1 PA; MO;
(pulmonary arterial QL (90 per
hypertension) oral 30 days)

tablet 20 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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SINGULAIR 3 MO theophylline oral 1 MO
SPIRIVA % MO:; QL (4 tablet extended
RESPIMAT per 30 days) release 24 hr
SPIRIVA WITH 2 MO;QL TRACLEER 4 PA;MO;
HANDIHALER (90 per 90 LA
days) TRELEGY 2 MO;QL
STIOLTO % MO:; QL (4 ELLIPTA (60 per 30
RESPIMAT per 30 days) days)
STRIVERDI 2 MO;QL (4 TRIKAFTA 4 PAIMO;
RESPIMAT per 30 days) ORAL QL (56 per
SYMBICORT S 5T 0 GRANULES IN 28 days)
QL (10.2 PACKET,
: SEQUENTIAL
per 30 days) TRIKAFTA 4 PA; MO
SYMDEKO 4 Ic)g/i; (1;460;& ORAL TABLETS, QL (84 per
5 days)p SEQUENTIAL 28 days)
tadalafil 4 PA;QL (60 TUDORZA 3 SLMO;
(pulmonary arterial per 30 days) PRESSAIR QL (1 per
P . INHALATION 30 days)
hypertension) oral AEROSOL
tablet 20 mg POWDR
TADLIQ 4 PA; MO; BREATH
QL (300 per ACTIVATED 400
30 days) MCG/ACTUATIO
TAKHZYRO 4 PA; MO; N
LA TUDORZA 3 ST;QL(l
terbutaline oral 3 MO PRESSAIR per 30 days)
TEZSPIRE 4  PA;MO; INHALATION
QL (1.91 AEROSOL
per 30 days) g g\]i:vAD;{H
THEO-24 - © ACTIVATED 400
theophylline oral 3 MCG/ACTUATIO
solution N (30 ACTUAT)
theophylline oral 1 MO TYVASO DPI 4 PA;: MO
tablet extended -
release 12 hr 300 VENTAVIS 4 PA; MO
mg, 450 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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VENTOLIN HFA 3 ST; MO; UROLOGICA
QL (36 per L
30 days) S
wixela inhub 1 QL (60 per ANTICHOLINE
XHANCE 3 ST; MO; ANTISPASMOD
QL (32 per ICS
30 days) darifenacin | MO
XOLAIR 4 PA; MO; DETROL 3 MO
SUBCUTANEOU LA; QL (8
S RECON SOLN per 28 days) DETRO; LA ‘;’ ﬁg
XOLAIR 4 PA:MO: Jesoterodine
SUBCUTANEOU LA; QL (8 flavoxate I MO
S SYRINGE 150 per 28 days) GELNIQUE 3 MO; QL
MG/ML TRANSDERMAL (30 per 30
SUBCUTANEOU LA; QL (1 GEMTESA 3 ST; MO
S SYRINGE 75 per 28 days) MYRBETRIQ 2
MG/0.5 ML ORAL
XOPENEX HFA 3 ST; MO; SUSPENSION,EX
QL (30 per TENDED REL
30 days) RECON
YUPELRI 4 PA; MO; MYRBETRIQ 2 MO
QL (90 per ORAL TABLET
30 days) EXTENDED
zafirlukast MO RELEASE 24 HR
ZETONNA ST: MO: oxybutynin chloride | MO
QL (6.1 per oral syrup
30 days) oxybutynin chloride 1 MO
Zileuton 4 MO oral tablet 5 mg
7ZYFLO 4 MO oxybutynin chloride 1 MO
oral tablet extended
release 24hr
OXYTROL 3 MO; QL (8
per 28 days)
solifenacin 1 MO

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

This drug list was updated in August 2023.
149


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
tolterodine 1 MO CIALIS ORAL 3 PA; MO;
TOVIAZ 3 MO TABLET 5 MG QL (30 per
trospium | MO 30 days)
VESICARE 3 MO CYSTAGON 3 PA; LA
VESICARE LS 3 MO ELMI_RON_ MO
BENIGN potassium citrate 1 MO
oral tablet extended
g%%%i%ifsm release
BPH) THER AP\E’ PROCYSBI ORAL 4 PA; MO
) GRANULES DEL
alfuzosin 1 MO RELEASE IN
dutasteride 1 MO PACKET
dutasteride- 3 MO tadalafil oral tablet 1 PA; MO;
tamsulosin 2.5mg QL (60 per
ENTADFI 3 PA;MO; 30 days)
QL (30 per tadalafil oral tablet 1 PA; MO;
30 days) 5mg QL (30 per
finasteride oral 1 MO 30 days)
tablet 5 mg UROCIT-K 10 3 MO
FLOMAX 3 ST: MO UROCIT-K 15 3 MO
PROSCAR 3 MO UROCIT-K 5 3 MO
RAPAFLO 3 ST;MO VITAMINS,
silodosin 3 MO HEMATINICS
tamsulosin 1 MO /
UROXATRAL 3 ST; MO ELECTROLY
MISCELLANEO TES
Us ELECTROLYTE
UROLOGICALS S
bethanechol chloride 1 MO calcium 1 MO:; QL
CIALIS ORAL 3 PA; MO; acetate( phosphat (360 per 30
TABLET 2.5 MG QL (60 per bind) days)
30 days) klor-con 10 1 MO
klor-con 8 1 MO
klor-con m10 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
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klor-con m15 1 MO potassium chloride 3 MO
klor-con m20 1 MO oral liquid
klor-con oral packet 3 MO potassium chloride 3
20 oral packet
magnesium sulfate 3 MO potassium chloride | MO
injection solution oral tablet extended
: release 10 meq, 8
magnesium sulfate 3 e
injection syringe 1
; . potassium chloride 1
potassium chlorid- . oral tablet extended
d5-0.45%nacl
: : release 20 meq
ll?’/logag_;tjqngcclhlorzde . potassium chloride 1 MO
N oral tablet,er
intravenous .
. particles/crystals 10
parenteral solution e
20 meqll, 40 meqll 9
. . potassium chloride 1
potassium chloride 3
o oral tablet,er
in5 % dex .
. particles/crystals 15
intravenous
. meq, 20 meq
parenteral solution
20 meqll potassium chloride- 3
. . 0.45 % nacl
potassium chloride 3 : :
in lr-d5 intravenous potassium chloride- 3
parenteral solution d5-0.2%mnacl
20 meqll intravenous
: ; parenteral solution
potassium chloride 3
. . 20 meqll
In water intravenous
piggyback 10 potassium chloride- 3
meql100 ml, 20 d5-0.9%nacl
meql100 ml, 40 sodium chloride 0.45 3 MO
meql100 ml % intravenous
potassium chloride 3 sodium chloride 3 %% 3
intravenous hypertonic
potassium chloride 1 MO sodium chloride 5 %% 3 MO
oral capsule, hypertonic
extended release TPN 3
ELECTROLYTES

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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MISCELLANEO ISOLYTE-P IN 5 3
US NUTRITION % DEXTROSE
PRODUCTS NUTRILIPID 3 PA
CLINIMIX 3 PA PLASMA-LYTE 2
5%/D15W 148
SULFITE FREE PLASMA-LYTE A 2
CLINIMIX 3 PA PLENAMINE 3 PA
géi) {2/ 11311{0E¥ premasol 10 % 3 PA
PROSOL 20 % 3 PA
CLINIMIX 5%- 3 PA 170% 3 PA
D20W(SULFITE- fravasor 10 70
FREE) TROPHAMINE 3 PA
CLINIMIX E 3 PA 10 %
4.25%/D10W SUL VITAMINS /
FREE HEMATINICS
CLINIMIX E 3 PA Sfluoride (sodium) 1
4250/0/D5W SULF Oral [able[
FREE : 5
prenatal vitamin 1
5%/D15W SULFIT
FREE
CLINIMIX E 3 PA
5%/D20W SULFIT
FREE
CLINISOL SF 15 3 PA
%
DOJOLVI 4 PA; MO;
LA
intralipid 3 PA
intravenous
emulsion 20 %%
INTRALIPID 3 PA
INTRAVENOUS
EMULSION 30 %

ISOLYTE S PH 7.4 3

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

IST TIER UNIFINE ACULAR ....ccooeiii 139  albendazole.............................. 8
PENTIPS........cooiiieee. 108 ACULARLS..................... 139 albuterol sulfate.................... 142
IST TIER UNIFINE ACUVAIL (PF)....ccovveeee.... 139 ALBUTEROL SULFATE.. 142
PENTIPS PLUS................. 108  acyclovir..........cccvveeeneenn.... 2,76 alclometasone......................... 77
abacavir...............cccceeeeeeennnnn.. 2 acyclovir sodium...................... 2 alcoholpads........................... 86
abacavir-lamivudine................. 2 ACZONE......ccccccniinnnne. 72  ALDACTAZIDE.................. 60
ABELCET.......ooooviiiie. 1 ADACEL(TDAP ALDACTONE........ccccuveee. 60
ABILIFY ..o, 46 ADOLESN/ADULT)(PF)...106 ALECENSA..........cceevvvrienn. 15
ABILIFY ASIMTUFII......... 46 ADALIMUMAB-FKIJP...... 127  alendronate........................... 126
ABILIFY MAINTENA........ 46 adapalene......................... 72,73 alfuzosSin.............ccceeeeeennnn... 150
ABILIFY MYCITE adapalene-benzoyl peroxide.... 73 aliskiren...............cccccccccoeenn. 60
MAINTENANCE KIT......... 46 ADBRY ....ccooooviiiiiiiiiieen, 71  ALKINDI SPRINKLE......... 84
ABILIFY MYCITE ADCIRCA........ccovveeee. 141  allopurinol............................ 126
STARTER KIT.......ccceeeeee. 46 ADDERALL............ccuu... 46 ALLOPURINOL................ 126
abiraterone............................. 15 ADDERALL XR.................. 46  almotriptan malate................. 33
ABOUTTIME PEN AdefOVIF ......ovveeeaeiiiieeeiiieeeen, 2  ALOGLIPTIN..........ceeennne. 86
NEEDLE.......c.c.cevviiiiren. 108 ADEMPAS.....cccceveies 142  ALOGLIPTIN-

ABSORICA.........ccoviiieee 72 ADLARITY oo, 35 METFORMIN..........ccuuu.. 86
ABSORICA LD.......cccuee.... 72  ADMELOG SOLOSTAR ALOGLIPTIN-

ACAMPTOSALE .....vvvvenennnnnnnnnn. 80 U-100 INSULIN................... 86 PIOGLITAZONE................ 86
ACANYA ... 72 ADMELOG U-100 ALOMIDE..........ccvvveenns 138
acarbose...........ccceeeeeeeeiiiiiiil. 85 INSULIN LISPRO............... 86  alosetron.............cccccceeevennn. 96
ACCOLATE........ceevvee. 141 ADVAIR DISKUS............. 142 ALPHAGANRP................... 140
ACCULANE ..., 72 ADVAIR HFA.................. 142 ALREX.....ccooviiiiiiiiiiiiinns 140
acebutolol............................... 60 ADVOCATE PEN ALTABAX ..o, 75
acetaminophen-caff- NEEDLE........cccovvviriiee. 109 ALTACE....ccoooiiiieeieeee, 60
dihydrocod............................. 39 ADVOCATE SYRINGES.. 109 altavera (28) ...ccceeeeeeeenn..... 134
acetaminophen-codeine........... 39 ADZENYS XR-ODT........... 46 ALTOPREV..........ccccuvvvee. 66
acetazolamide....................... 139 AEMCOLO.......cccevvvveeeeann. 8 ALTRENO.......cccoovvrvreeeen.. 73
acetic acid..............uuveeeeeeaann. 84 AFINITOR............ceeennn. 15 ALUNBRIG..........cccuvvnee. 15
acetylcysteine....................... 141 AFINITOR DISPERZ.......... 15 ALVESCO......cccovvvvvveeeennn. 142
ACIPHEX.........ccovivienn 101 AFREZZA..........cccuvvveen. 86 alyacen 1135 (28) ....cccvuu... 134
ACTLFELIN .o 69 AGRYLIN........ooviiiiie 80 ALYMSYS. ..o, 15
ACTEMRA........ccveveee 127  AIMOVIG AYG i, 142
ACTEMRA ACTPEN........ 127 AUTOINJECTOR................. 33 amabelz.............oocooeeennn 131
ACTHAR.......ccoovviieiies 84 AIRDUO DIGIHALER.....142  amantadine hcl......................... 2
ACTHIB (PF).....cccoeeuvveennn. 106 AIRDUO RESPICLICK.... 142 AMBIEN...........ccecvvireeennn 46
ACTIMMUNE.................. 103  AJOVY AUTOINJECTOR..33 AMBIENCR.........ccvvverennne 46
ACTIVELLA........cceee. 131  AJOVY SYRINGE............... 33 AMBISOME..........oovviirrn. 1
ACTONEL.......ccooevnnn. 126 AKLIEF................c 73 ambrisentan................c......... 142
ACTOPLUS MET................ 86 ala-cort..........oooueeeeevviiiiinnnnnns 77 amcinonide............................. 77
ACTOS. ... 86 ALA-SCALP.......cccuvverenne 77 amethia................cccceueveenn. 134
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AMIKACIA ..ooooeeeeeeeiieaaaannn 8 apexicome..........uueeeeeennnn. 77 ASSURE ID PEN NEEDLE

amiloride .............ccccoeeeeenn.... 60 APIDRA SOLOSTAR U- e, 109
amiloride-hydrochlorothiazide 60 100 INSULIN....................... 86 ASTAGRAF XL................... 15
amiodarone................cc.......... 60 APIDRA U-100 INSULIN...86 ATACAND........ccccvvvvreennen. 60
AMITIZA ... 97 APLENZIN..........cevviriens 47 ATACAND HCT.................. 60
amitriptyline.........ccccceeeeeennn.... 46 APOKYN..........., 32 Qtazanavir..............cccceeeeeeennnnn. 2
AMIEVITA (PREFERRED apomorphine .................c....... 32 ATELVIA.......cccoviiiee 126
NDCS STARTING WITH apraclonidine........................ 140  atenolol............ccccceeeeennnnnn.. 60
55513) i 127,128  aprepitant.............ccccceeeeennn.... 97 atenolol-chlorthalidone........... 60
amlodipine............ccccceeeeeennnn.. 60  APTI.eeniiiiiiieeeeeeeeeeeeeee 134 ATIVAN...cooiiiiiieieieeeeeeeeee, 47
amlodipine-atorvastatin.......... 67 APRISO...cocovvviiiiiiiin 97  atomoxetine........................... 47
amlodipine-benazepril............. 60 APTENSIO XR................... 47  atorvastatin............................ 67
amlodipine-olmesartan............ 60 APTIOM........ccovvvvivee. 26 atovaquonme...................eeuu....... 8
amlodipine-valsartan.............. 60 APTIVUS.......cooviiieeeeee 2 atovaquone-proguanil............... 8
amlodipine-valsartan- ARALAST NP.....ccovvveeeee. 80 ATRALIN..........ocoirirn. 73
hethiazid................................. 60 aranelle (28) ........................ 134 atropine..............cccceeeuuunn.... 138
ammonium lactate.................. 71  ARANESP (IN ATROVENT HFA.............. 143
AMNESteeM............................. 73  POLYSORBATE)....... 103,104 AUBAGIO............................ 35
AMOXAPINE ....ovvveeeeeeeeaeannen, 46 ARAVA. ..., 128 aubraeq.......ccccuuvveennnn..... 134
amoxicil-clarithromy- ARAZLO...ccoeeeeeeinnn, 73 AUGMENTIN..........cco. 12
lansopraz.............cccceeeeeennn. 101  ARCALYST.....ccoooiiiieennne 104 AUGMENTIN ES-600......... 12
amoxicillin..............cccoceuee... 11 arformoterol......................... 142 AURYXIA....cccociiiiiiiinn 80
amoxicillin-pot clavulanate.....11  ARICEPT..............cccccnnne. 35 AUSTEDO.....cccoocvvveiieinnnn. 35
amphetamine sulfate............... 47 ARIKAYCE.....cccoovvvvveeenennn. 8 AUSTEDO XR......ccccevveeene.. 35
amphotericinb.............ccc........ I ARIMIDEX.....cccoooveeieeennnnn. 15 AUVELITY........................ 47
AMPICIIIN .....ooevvveveviiiiiiiiininans 11 aripiprazole.......................... 47  AUVI-Qu..iiiieeeeen. 141
ampicillin sodium.................... 11 ARISTADA......ccoovnnn. 47 AVALIDE............................. 60
ampicillin-sulbactam............... 12 ARISTADA INITIO............ 47 AVAPRO.......ccovvvvviriiiiiiinn, 60
AMPYRA ......cooviiiiiiees 35 ARIXTRA......cooovviei. 65 AVEED.......ccoooviiiiiiiiee, 93
AMZEEQ.....ccooiiiiiiiiiiaaaeannnn. 73 armodafinil...............cccuuunn..... 47  aviane................cccoeeeeeeenen... 134
ANAFRANIL........cceeennne. 47 ARMONAIR DIGIHALER AVIEA e, 73
anagrelide.............................. B0 e 142 AVONEX......cooooiviiiiiiieeans 104
anastrozole................c............ 15 ARNUITY ELLIPTA......... 142 AVYCAZ....ooovii 6
ANCOBON.......ccceveiiiiees I AROMASIN. ..o 15 AYGESTIN.....c.cooviiieens 131
ANDRODERM.................... 93 ARTHROTEC 50................. 43  AYVAKIT...ccoooviiiiiiaan 15
ANDROGEL........................ 93 ARTHROTECT7S................. 43 AZACTAM.....ccooviiiiae 8
ANGELIQ.....ccccceeieeen, 131  asenapine maleate................... 47 AZASAN........coovei 15
ANNOVERA........cccoevee. 133 ashlynda..............cceeeeuennnnn.... 134 AZASITE........ccoovvveeen. 137
ANORO ELLIPTA............. 142 ASMANEX HFA................ 142 azathioprine................coo....... 15
ANTARA ......cccoiiiiiee 67 ASMANEX azelaic acid..............ccccc........ 73
ANTIVERT ... 97 TWISTHALER.................. 143 azelastine........................ 83, 138
ANUSOL-HC............cconn. 97  aspirin-dipyridamole............... 65 azelastine-fluticasonme............ 143
ANZEMET ......ccooovviiinnn 97 ASPRUZYO SPRINKLE.....69 AZELEX.......cccccccevviiiineannn. 73
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AZILECT ..ccoooviiiieeeee. 32 BD SAFETYGLIDE BETHKIS.......ooceiiiieeee 8
AZIthrOMYCIN .....vvveeeeiveaaaan, 7 INSULIN SYRINGE......... 110 BETIMOL...........cooeuvree. 138
AZOPT ..., 139 BD SAFETYGLIDE BETOPTICS........ccvvvee. 138
AZOR ....covviieiiiiieeeiieee 61 SYRINGE........cccccevveennn. 110 BEVESPI AEROSPHERE..143
AZSTARYS ..., 47 BD ULTRA-FINE MICRO bexarotene............................. 15
AZITCONANM ......nnaeaaaaaaaannnn. 8 PENNEEDLE.................... 110 BEXSERO................l. 106
AZULFIDINE........cccoveeen. 97 BD ULTRA-FINE MINI BEYAZ...ooooeeieee 134
AZULFIDINE EN-TABS....97 PEN NEEDLE................... 110 bicalutamide........................... 16
bacitracin..............cccceeueeeenn. 137 BD ULTRA-FINE NANO BICILLIN C-R.......cceeee.. 12
bacitracin-polymyxinb......... 137 PEN NEEDLE................... 110 BICILLIN L-A....cccccovviinnnnn. 12
baclofen............cccccevuvveeannnen. 38 BD ULTRA-FINE ORIG BIDIL......covviiiiiiieeeeen 61
BACTRIM.........ooeevvii, 13 PEN NEEDLE.................. 110 BIJUVA. ..., 131
BACTRIMDS........ccuoeee. 13 BD ULTRA-FINE SHORT BIKTARVY ..oooiiiiiiiiiiei 2
BAFIERTAM..........ccovnee.. 35 PENNEEDLE................... 110 BILTRICIDE............cceuuneen.n. 8
BALCOLTRA...........c...... 134 BD VEO INSULIN SYR bimatoprost..............cc..u..... 139
balsalazide............................. 97 (HALF UNIT)................... 110 BINOSTO......ccovvvvvvvvriirinnn, 126
BALVERSA......ccovvvveee 15 BD VEO INSULIN bismuth subcit k-metronidz-
balziva (28) ..cccooeeeeeeeeeeaannn... 134 SYRINGE UF.................... 110t 101
BANZEL........oooiieee 26 BECONASE AQ......cc........ 143 bisoprolol fumarate................ 61
BAQSIMI........ccoiiieee, 86 BELBUCA.......ccccocvveeeee. 39  bisoprolol-
BARACLUDE.......c.cceeeeenn. 2 BELSOMRA..........cccvvveeen. 48  hydrochlorothiazide................ 61
BASAGLAR KWIKPEN benazepril................cccevuveenn. 61 BIVIGAM.........coecvvvveen. 106
U-100 INSULIN.......ccceunnnnn. 86  benazepril- blisovi24 fe.........cccvveeunnnnnn.. 134
BASAGLAR TEMPO hydrochlorothiazide................ 61  blisovife 1.5/30 (28)............ 134
PEN(U-100)INSLN.............. 86 BENICAR.......ccccevveiiien, 61 BONJESTA......ccoovvveeeen. 97
BAXDELA........cooviieeee 13 BENICAR HCT.................... 61 BOOSTRIX TDAP............. 106
BCG VACCINE, LIVE (PF) BENLYSTA. ..o 128 bosentan..............ccc.ceeeue..... 143
............................................. 106 BENZAMYCIN................... 73 BOSULIF.........c...ccceuune..... 16
BD AUTOSHIELD DUO BENZNIDAZOLE................. 8 BRAFTOVI......cocvvvvren. 16
PEN NEEDLE.................... 109  benztropine..........c.ccceeuuuvennnn. 32 BREOELLIPTA................. 143
BD ECLIPSE LUER-LOK. 109  bepotastine besilate............... 138 BREZTRI AEROSPHERE.143
BD INSULIN SYRINGE...109 BEPREVE............ccc......... 138 briellyn......ccoeeeeeveeeeeannn. 134
BD INSULIN SYRINGE BERINERT.........ccuvveeeen 143 BRILINTA.......oooiiee 65
(HALF UNIT)....oooeeeenn. 109 BESIVANCE........ccceeee.. 137 brimonidine..................... 73, 141
BD INSULIN SYRINGE BESREMI.........ccovvvvveeennn. 104 brimonidine-timolol.............. 139
U-500.....ccccieiiiiieeeeiene. 109 betaine.........ccceeeeeeeueeeeaannnnn. 97  brinzolamide......................... 139
BD INSULIN SYRINGE betamethasone dipropionate.... 77T BRIVIACT ..........cc...ceeennn. 26
ULTRA-FINE................... 109  betamethasone valerate........... 77  bromfenac................uuu....... 139
BD LO-DOSE MICRO- betamethasone, augmented..... 77T bromocriptine........................ 32
FINEIV..oooooiiiiiiiii, 109 BETAPACEAF.................... 60 BROMSITE.........ocvvieeenn. 139
BD NANO 2ND GEN PEN BETASERON..........c.......... 104 BRONCHITOL.................. 143
NEEDLE.........oovveviiin 109  betaxolol......................... 61,138 BROVANA.......cccooevvvin 143
bethanechol chloride............. 150 BRUKINSA....cccoviiieees 16
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BRYHALI......cvvvviieeieeees 77  candesartan- cefpodoxime...............cc....ooen. 6

budesonide............... 97,143  hydrochlorothiazid.................. 61 cefprozil................................... 6
BUDESONIDE- CAPEX...oooiiiiiiiieeeiiieeees 77 ceftazidime............ccoueeeeennn.... 6
FORMOTEROL................. 143 CAPLYTA...cccooieiieeee 48 Ceftriaxone.........ccoueeueeuunnaann. 6
bumetanide............................ 61 CAPRELSA......cccoovveeeennnn. 16  cefuroxime axetil............ 6
BUPHENYL......................... 80 captopril............cooeeeeveeiiiiinann, 61 cefuroxime sodium.......... 7
buprenorphine hel................... 39 CARAC.....iiieeieeeeeee 71 CELEBREX.......ccccccvvvninnnni. 43
buprenorphine transdermal CARAFATE.....ccccovvvvrrinnns 101 celecoxib........cccceeveeeeeeeaannnn.... 43
PALCH ..o 39 CARBAGLU........cccoeeenne. 80 CELEXA....oooiiiiiiiiieeeens 48
buprenorphine-naloxone......... 43 carbamazepine........................ 26 CELLCEPT.......................... 16
bupropion hcl.......................... 48 CARBATROL...................... 26 CELONTIN.........ccvvveeeeennn. 26
BUPROPION HCL.............. 48  carbidopd...............cccuuuun..... 32 cephalexin..........ccccccuueueenc.... 7
bupropion hcl (smoking carbidopa-levodopa................. 32 CEQUA.........cooieee. 138
deter) ........ccoouvveeeeiiiiiinnnnnn. 83  carbidopa-levodopa- CEQUR SIMPLICITY ....... 111
bUSPITORE ..., 48  entacapome............................. 32 CEQUR SIMPLICITY
butorphanol............................ 43 CARDIZEM.........ccuvvveee.. 61 INSERTER............c........... 111
BUTRANS. ..o, 39 CARDIZEM CD.................. 61 CERDELGA........cccceevnnne. 93
BYDUREON BCISE............ 86 CARDIZEM LA.................. 61  cetirizine.......cccovueeeeeacunnnn... 141
BYETTA ..o 86 CARDURA........cccceeviin. 61  cevimeline.........cccccuvveennnnn... 80
BYLVAY .o 97 CARDURA XL....cccovuueneee.. 61 CHEMET......ccooiiiiiinn. 80
BYOOVIZ......ccoooviiiiean 138 CAREFINE PEN NEEDLE CHENODAL........oecviiieee 97
BYSTOLIC.......cccooeeeennnn. 61 110 chlorhexidine gluconate.......... 83
cabergoline..............ccc.......... 93 CARETOUCH INSULIN chloroquine phosphate.............. 8
CABLIVI.....ccooiiiieieeees 65 SYRINGE.......cccooviiiiiins 110 chlorpromazine....................... 48
CABOMETYX.....ccoveivreenns 16 CARETOUCH PEN chlorthalidone......................... 61
CADUET......coviiieeeeen. 67 NEEDLE.................... 110,111 CHOLBAM..........cceevvreeenne 97
calcipotriene.............ccccce....... 70 carglumic acid........................ 80  cholestyramine (with sugar)...67
CALCIPOTRIENE............... 70  CARNITOR........oovvvvvvrinnnnns 80  cholestyramine light................ 67
calcipotriene-betamethasone...70  CAROSPIR .........ccccooeeennnnn. 61 CIALIS................ 150
calcitonin (salmon) ................ 93  carteolol.............c.............. 138 CIBINQO........cooovviieeeeeen 71
calcitriol........................... 70,93  cartia Xt.....ccceeeeeeeeeeeeeeeaaannnn. 61 ciclopirox........................... 75
calcium acetate(phosphat carvedilol..................ccccuu..... 61 cilostazol.........cccccceeeeeeeeann..... 65
bDind) .....cccoovvveeiiiiiiiaaainnnn, 150  carvedilol phosphate............... 61 CILOXAN......ccoovvvvreeeeee. 137
CALQUENCE.........ccuueee.. 16 CASODEX.....ccccoiiiiiieannnnnn. 16 CIMDUO......cccovvieeiiiieean, 2
CALQUENCE CASPOSUNGIN ... 1 CIMERLI.............cuunnn. 138
(ACALABRUTINIB MAL).16 CAYSTON......ccceeeeeeieinnnnn, 8 cimetidine..............cccoceen.... 101
CAMBIA.......ccovvveiieeiee, 43 cefaclor...........uuuuviiiiiiaaaannn, 6 CIMZIA......ccoovveeeeieeeeee, 97
Camild..........c.coceveeeeevnennnn.. 131  cefadroxil..............coovvveeeennn. 6 CIMZIA POWDER FOR
camrese lo...............ccceeuuu... 134 cefazolin............cccceecuvvvveennnn.... 6 RECONST.....cccceviiiin 97
CAMZYOS.....cooiieeeeen. 69  cefdinir.........ccooiiiiiiiiiiinnnnn 6 cinacalcet.............ccccueveennn.. 93
CANASA.....cooeeeeeeee, 97  cefepime.........cccccueuveviiiiaaaaann 6 CINRYZE........cccooeunnn. 143
CANCIDAS ..., 1 cefixime....uueeeeeeeeeaieinnannn 6 CIPRO....cccovviieieii, 13
candesartan............................ 61  cefoxitin.......cccovveeciiiiiiannannn. 6 CIPROHC.........ovvvveeee. 84
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CIPRODEX.......cccovvvereeennn. 84 CLINIMIX E 4.25%/D5W COMFORT TOUCH PEN
ciprofloxacin hel........ 13,84,137 SULF FREE....................... 152 NEEDLE.........c.......... 111,112
ciprofloxacin in 5 % dextrose..13 ~ CLINIMIX E 5%/D15W COMPLERA.......cccovvveeee. 2
ciprofloxacin-dexamethasone..84 SULFIT FREE................... 152 compro.........ooeeeeevveveriiiininnnne, 97
CIPROFLOXACIN- CLINIMIX E 5%/D20W COMTAN . ....ooeivieeeeee. 32
FLUOCINOLONE............... 84 SULFIT FREE.................. 152 CONCERTA........cooivvie, 48
CITALOPRAM.................... 48 CLINISOL SF 15 %............ 152 CONDYLOX.....coooovveeennen. 71
citalopram..........ccccceeeeeeeennnn... 48  clobazam............................... 26 CONJUPRI.....ccccoovnnn. 61
Claravis.........ccceeeveeeeeeeeeieeeannnn. 73 clobetasol............................... 7T CONStULOSE ......ceeeeeeeeeeverrirnrnnnnn, 97
CLARINEX........................ 141  clobetasol-emollient................ 77 CONZIP.....ccoovvvvvveivieveiiiinnns 43
CLARINEX-D 12 HOUR.. 141 CLOBEX.....c.ccccccceiiiirnnnnnnnn. 77 COPAXONE.......cc.oevv. 35
clarithromycin.......................... 7  clocortolone pivalate............... 77 COPIKTRA......ccvvviiiiiee. 16
CLENPIQ.....ccooiiiiiiiein. 97 clodan...............ccccovveeeeunnn... 77 CORDRAN.....cccovieeee. 78
CLEOCIN....cccooviiiiieeenee, 133 CLODERM........cccvvvirennnne. 78 CORDRAN TAPE LARGE
CLEOCIN HCL..........c..... 8 clomipramine.......................... 48 ROLL.....cooooiiiiieeeeeeeeeee, 78
CLEOCIN PEDIATRIC........ 8 clonazepam............................ 26 COREGCR......ccovvvvivriiiinans 61
CLEOCIN T....ccovviiieeeene 73 clonidine............ccccccoveuueeennn. 61 CORGARD.....cccocvvveen. 61
CLICKFINE PEN clonidine hel...................... 48,61 CORLANOR.........cccoeeeeenn. 69
NEEDLE.........ccooovviveieeenn. 111 clopidogrel............................. 65 CORTEF......ccccoviiiiiiineee. 84
CLIMARA.........cco 131  clorazepate dipotassium.......... 48 CORTIFOAM........ccevveee... 97
CLIMARA PRO................. 131  clotrimazole........................ 1,75 CORTROPHIN GEL........... 84
clindacin.............cccoovvveeieein.n. 73 clotrimazole-betamethasone....75 COSENTYX....coooooevviiiinnnnns 70
clindacin etz........................... 73 clozapine................cccceeuuunn.... 48 COSENTYX (2
CLINDAGEL........ccccvveennn. 73 CLOZARIL.......ccooeeeennn. 48 SYRINGES)....cccooovvveennn. 70
clindamycin hel......................... 8 COARTEM.........evvvviree, 8 COSENTYX PEN (2 PENS).70
clindamycin in 5 % dextrose..... 8  codeine sulfate........................ 39 COSOPT.....ccovvvvvvvviiiiiiiiinns 139
clindamycin pediatric................ 8 COLAZAL........ovvvvvvverrnnnnn, 97 COSOPT (PF)....ccccccco....... 139
clindamycin phosphate .8, 73, 133  COLCHICINE (GOUT).....126 COTELLIC.......................... 16
clindamycin-benzoyl peroxide.73  colchicine (gout).................. 126 COTEMPLA XR-ODT......... 48
clindamycin-tretinoin.............. 73 COLCRYS...coooinnnn 126 COZAAR......covvvveiiiiiiinan, 61
CLINDESSE...................... 133 colesevelam............................ 67 CREON.......cccci 97
CLINIMIX 5%/D15W COLESTID.....coeeveeiiiieeenne 67 CRESEMBA.........ccccovviiee, 1
SULFITE FREE................. 152 colestipol............cceeveeueenaann. 67 CRESTOR........oooviiiieennn 67
CLINIMIX 4.25%/D10W colistin (colistimethate na) ....... 8 CRINONE..........ccoeeennnn. 131
SULFFREE....................... 152 COMBIGAN.....cccceevvvi. 139 cromolyn................. 97, 138, 143
CLINIMIX 4.25%/D5W COMBIPATCH.................. 131 crotan........cccoeecveveeeccineaan, 80
SULFIT FREE..................... 80 COMBIVENT RESPIMAT 143  cryselle (28) ...c.coeevveuveneannn. 134
CLINIMIX 5%- COMBIVIR ......ccoviiiieean 2 CUBICINRF.....ccooviiiee 8
D20W(SULFITE-FREE)....152 COMETRIQ...........cevveeen..n. 16 CUPRIMINE..................... 128
CLINIMIX E 2.75%/D5W COMFORT EZ INSULIN CUVPOSA......cceiiiiieees 96
SULF FREE........cccociien. 80 SYRINGE..........coeviiiien. 111 CUVRIOR........oociiiiii 80
CLINIMIX E 4.25%/D10W COMFORT EZ PEN cyclobenzaprine...................... 38
SUL FREE......cccoccvvveieeennn. 152 NEEDLES..........cooii 111 cyclophosphamide................... 16
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CYCLOPHOSPHAMIDE....16 DAYVIGO.........cccccvvvvvreen..n. 48  dexlansoprazole.................... 101

CYCLOSET.....oovvviiiiiiiiiiinanns 86 DDAVP.....ooiieee 93 dexmethylphenidate................ 49
cyclosporine.................... 17,138 deblitane............................... 131  dextroamphetamine sulfate.....49
cyclosporine modified........ 16, 17  deferasirox.............ccccouvvvvnnnnn. 81  dextroamphetamine-
CYLTEZO(CF)...covvinnnnnn. 128  deferiprone............................. 81 amphetamine.......................... 49
CYLTEZO(CF) PEN.......... 128 DELESTROGEN............... 131  dextrose 10 % and 0.2 % nacl. 81
CYLTEZO(CF) PEN DELSTRIGO........ccccceeveeennn. 2 dextrose 10 % in water
CROHN'S-UC-HS.............. 128  DELZICOL.........ccovvren. 97  (dIOW) e, 81
CYLTEZO(CF) PEN demeclocycline....................... 13 dextrose 5 % in water (d5w)...81
PSORIASIS STRT.............. 128 DEMSER......ccccoonnn. 61 dextrose 5%4-0.2 % sod
CYMBALTA ..o, 48 DENAVIR.......ccovvreen. 76 chloride................ccccvvvveenn.... 81
cyred eq......aaiiiiiiieaaaannnn 134 DEPAKOTE......................... 26 DHIVY .o 32
CYSTADANE........ccceunneen. 97 DEPAKOTEER................... 26 DIACOMIT.......ccovvveeee. 26
CYSTADROPS................... 138  DEPAKOTE SPRINKLES.. 26 DIASTAT ....ccovviiiiieeee. 26
CYSTAGON.......ceevveen. 150 DEPEN TITRATABS......... 128 DIASTAT ACUDIAL.......... 26
CYSTARAN . ... 138  DEPO-ESTRADIOL.......... 131  diazepam.......................... 27,49
CYTOMEL.........cccvvvvrr. 96 DEPO-PROVERA....... 131, 132 diazepam intensol................... 49
CYTOTEC......c.cceevvieen. 101 DEPO-SUBQ PROVERA diazoxide................cccccueeeenn. 86
d10 %-0.45 % sodium chloride 80 104 .........cccocovviiiiiiiiiiiieeen. 132 DIBENZYLINE................... 61
d2.5 %-0.45 % sodium DEPO-TESTOSTERONE....93 DICLEGIS.........c.ccoeviireen. 97
chloride............cccocevvevnnnn... 81 DERMA-SMOOTHE/FS DICLOFENAC

d5 % and 0.9 % sodium SCALPOIL..........cccunennn 78  EPOLAMINE........c..cooeee.... 43
chloride............c.coovvvveeeannnn. 81 DERMOTICOIL................. 84  diclofenac potassium............... 43
d>5 %0-0.45 % sodium chloride..81 DESCOVY ...cooeiiiiiiiiiiiieenn.. 2 diclofenac sodium...... 43,71, 139
dabigatran etexilate................ 65  desipramine....................c....... 48  diclofenac-misoprostol............ 43
dalfampridine......................... 35 desloratadine................. 141  dicloxacillin........................... 12
DALIRESP........covvvviiiinns 143 desmopressin.........cccceeeeeennn... 93 dicyclomine...........ccccceeeuunnn.... 96
DALVANCE...........cccoevvie 9 desog-e.estradiolle.estradiol.. 134 DIFFERIN.........cccccoceevnnnnn. 73
danazol................................... 93 desogestrel-ethinyl estradiol..134  DIFICID................................. 7
DANTRIUM........cccovvvvvinns 38 desonide................ccoouuueuuunnnn. 78  diflorasone.....................co...... 78
dantrolene...................coc...... 38 DESOWEN.........ccooie. 78 DIFLUCAN......ccoovvvvvvviiiine, 1
dapsone...........cccccceeeuee.... 9,73 desoximetasone...................... 78  diflunisal................................ 43
DAPTACEL (DTAP ACSTX v 78  difluprednate........................ 140
PEDIATRIC) (PF).............. 106 DESVENLAFAXINE.......... 49 digoXiN....cccvvcueiiiieaaiiaaen, 69
DAPTOMYCIN......ccccevveeeen. 9 desvenlafaxine succinate......... 49  dihydroergotamine.................. 33
daptomycin.............cccceeeeuunn... 9 DETROL.......cccceiviiiiinnn. 149 DILANTIN 30 MG.............. 27
DARAPRIM.......ccovviiiiee 9 DETROLLA...................... 149 DILANTIN EXTENDED
darifenacin.......................... 149 dexabliss..............cccceeeeeunnn.... 84 100 MG.......coooeiiiiieeeeee 27
DARTISLA ....coooviiiiie 96  dexamethasone....................... 84 DILANTIN INFATABS 50
darunavir ethanolate................. 2 dexamethasone sodium MG ... 27
DAURISMO.......cccoviiiiieenns 17 phosphate............................ 140 DILANTIN-125 125 MG/5
DAYPRO......cccceeiiiiiii 43  DEXEDRINE SPANSULE..49 ML ..ot 27
DAYTRANA........ccco 48 DEXILANT......cccccevviinenen. 101  DILAUDID......ccccvveieennne. 39
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diltiazem hcl..................... 61,62 DRIZALMA SPRINKLE....49 EASY GLIDE INSULIN
AIlE-XF e 62 dronabinol............................. 97 SYRINGE......cccccvviiiiiiiins 113
dimethyl fumarate.................. 35 DROPLET INSULIN EASY GLIDE PEN

DIOVAN . .....coovviieeeee 62 SYR(HALF UNIT)............. 112 NEEDLE.........covvvvrirannnee 113
DIOVAN HCT ..................... 62 DROPLET INSULIN EASY TOUCH................... 114
DIPENTUM.........cooeivieeee 97 SYRINGE......ccccvvvee. 112 EASY TOUCH FLIPLOCK
diphenoxylate-atropine........... 96 DROPLET MICRON PEN INSULIN ... 114
DIPROLENE NEEDLE.......cccccoeeviiien. 112 EASY TOUCH INSULIN
(AUGMENTED).................. 78 DROPLET PEN NEEDLE.113 SAFETY SYR........ccccee.... 114
dipyridamole.......................... 65 DROPSAFE ALCOHOL EASY TOUCH INSULIN
disulfiram............ccoooveevnnne. 81 PREPPADS......ccccoveei. 86 SYRINGE...........eeviiiern. 114
DIURIL.......ccceoviiiiieeee. 62 DROPSAFE INSULIN EASY TOUCH LUER
divalproex..............cccceeeeuunn... 27 SYRINGE........ccooovvvveeee. 113 LOCK INSULIN................ 114
DIVIGEL.......coociiiieee 132 DROPSAFE PEN NEEDLE EASY TOUCH PEN
dofetilide.................ccccocc...... 60 113 NEEDLE.......cccooiiiiiinnnne 114
DOJOLVI.....coovvvviiieieee, 152 drospirenone-e.estradiol-Im.fa EASY TOUCH SAFETY
dolishale.............................. 134 e 134  PEN NEEDLE............ 114, 115
donepezil............cccoouvvveniinannn. 36 drospirenone-ethinyl estradioll34 EASY TOUCH

DOPTELET (10 TAB DROXIA.....ccooiiieeiieeee 17 SHEATHLOCK INSULIN 115
PACK).ooviiiiiiiiiiiiiieee, 65  droxidopa.................ccccuuun.... 81 EASY TOUCH UNI-SLIP..115
DOPTELET (15 TAB DUAKLIR PRESSAIR....... 143 econazole.................cccccceen.... 75
PACK)..viiiiiiiiiieieeieee 65 DUAVEE......cccccoviiiiei. 132 EDARBI.....cccvviiiiiiiiee, 62
DOPTELET (30 TAB DUETACT ....ccccoeeeevieeees 86 EDARBYCLOR................... 62
PACK) .. 65 DUEXIS....ccoooiiieiieeee, 43 EDECRIN.......cccccvveeeine. 62
DORYX..ooiiiiiiiiieeeeiiiiieees 13 DULERA........ooeviieeee, 144 EDURANT.....cccceoviiiieee 2
DORYX MPC...................... 13 duloxetine............................. 49  efavirenz.................................. 2
dorzolamide.......................... 139 DUOBRII..........ccovvvrvvrrrrinnnn 78  efavirenz-emtricitabin-tenofov..2
dorzolamide-timolol.............. 139 DUOPA.................l 32 efavirenz-lamivu-tenofov
dorzolamide-timolol (pf) ...... 139 DUPIXENT PEN................. T1 diSOP.cccoaaaaaeeeiiieeeiiiiiiiiia, 2
AOLi e, 132 DUPIXENT SYRINGE....... 71  EFFEXOR XR................ 49, 50
DOVATO....ccoviiieeiiiieee, 2 DUREZOL......ccccvvvreennne 140 EFFIENT.......ccooceviiiiiinen, 65
doXAzZOSIN .........ccoeevnvaann 62  dutasteride............................ 150 EFUDEX.......cccccooiiiiiiiinnnenn. 71
doxXepin..........c..c..cceeeeun. 49,71  dutasteride-tamsulosin.......... 150 EGRIFTASV....vveeieennn. 104
doxercalciferol....................... 93 DYANAVEL XR.................. 49 ELESTRIN........cccccceninnn. 132
doxy-100............cccoeeeeeennnnnnn.. 13 DYMISTA. ... 144 eletriptan...............ccceuuvveene..... 33
doxycycline hyclate................ 13 DYRENIUM........coeeveeennnnn. 62 ELIDEL.....cccooovvviiiiiiieen, 71
DOXYCYCLINE DYSPORT.....ccccevviiiinne 106 ELIGARD......ccccccevviiiiienn. 17
HYCLATE......ccccoiiiiiees 14 ees 400 7 ELIGARD (3 MONTH)....... 17
doxycycline monohydrate....... 14 E.E.S. GRANULES................ 7 ELIGARD (4 MONTH)....... 17
DOXYCYCLINE EASY COMFORT ELIGARD (6 MONTH)....... 17
MONOHYDRATE.............. 14 INSULIN SYRINGE......... 113 ELIQUIS......ccccoeiiiiie 65
doxylamine-pyridoxine (vit EASY COMFORT PEN ELIQUIS DVT-PE TREAT

DO) oo 97 NEEDLES..........cccoevii. 113 30D START...coeoiiiiin 65
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ELMIRON.......ooovviiiiiiiins 150 epitol.....cueeeeeeeaaaiiieen 27  ethacrynic acid....................... 62

CIUTYIG ..o, 133 EPIVIR..........ccooei, 3  ethambutol............................... 9
EMBRACE PEN NEEDLE115 eplerenone..................cc.......... 62 ethosuximide.......................... 27
EMCYT. .o 17 EPOGEN.....ccccooeeiiiinnnn. 104 ethynodiol diac-eth estradiol. 134
EMEND......ccooovvveinnnnn. 97,98 EPRONTIA..........covireee. 27 etodolac............................ 43, 44
EMFLAZA .....cccoeeeeieeennn. 84 EPSOLAY ..ccoovvviiiiiiiiiiiiiiiinns 73 etonogestrel-ethinyl estradiol 133
EMGALITY PEN................ 33 EPZICOM......cccovvvieeiinnn, 3 etravirine..........ocoeeveeeeiininnaan, 3
EMGALITY SYRINGE....... 33 EQUETRO.......ceevvirrirnn. 27 EUCRISA......ccoooivieee. 71
EMSAM............c 50 ERAXIS(WATER CUINYTOX ..o, 96
emtricitabine.............cccccceen..... 2 DILUENT)..ccccoooiiiiiiiiiiiiiinins I EVAMIST....coooovinnn. 132
emtricitabine-tenofovir (tdf)....2  ergoloid................................. 50 EVEKEO.........coooviinnnnn. 50
EMTRIVA ..o, 3 ergotamine-caffeine................ 33 EVEKEOODT..................... 50
EMVERM......ccoooovviiiiiiiaas 9 ERIVEDGE..........ociee. 17 EVENITY .ccoooviiiiiein. 126
enalapril maleate.................... 62 ERLEADA.....ccccoovviiiiienn, 17  everolimus (antineoplastic) .... 17
enalapril-hydrochlorothiazide. 62  erlotinib...........................c....... 17  everolimus

ENBREL.......coovviiiiiiiiiiiinns 128 ERMEZA.....ccovvvviiiiieee, 96  (immunosuppressive)............. 17
ENBREL MINI.................. 128 erFin.eeeeiieiciiieeeiee, 132 EVISTA ..o 126
ENBREL SURECLICK..... 128 ERTACZO........ccccevvrvveeenn. 75 EVOTAZ...ooviiiiiiic, 3
ENDARI........cooiiieee, 81  ertapenem...........cccccceeuuuvnnn.... 9 EVOXAC.....oooiiiininenn, 81
ENAOCet .......ccoeeeiiieaaaaaann, 39 erypads.......ccccociiiiiiiiiiiaaan, 73  EVRYSDI....coooovvvviiiiieens 36
ENGERIX-B (PF)............... 106 erygel....cooveveiiiiiiiiianne, 73  EXELDERM......cccoooiiienn. 75
ENGERIX-B PEDIATRIC ERYPED 200.........cccccuvvvrennn. 7 EXELON PATCH................ 36
(PF) e 106 ERYPED400..........cccuuvnnee. T exemestane.............ccccccuun.... 17
CHOXAPATIN ...oeeevvevaaaaaaaaeann 65 ery-tab.......oooieeiiiiiiiaaaan, 7 EXFORGE........cccooiiii. 62
CHPTCSSC c.vvvaaeeerreraaeanreenns 134 ERY-TAB....cooooiiieeeeiieeee 7 EXFORGE HCT.................. 62
ENSKYCO oo, 134 ERYTHROCIN...................... 7 EXJADE.....ccoooviiiiiiieee, 81
ENSPRYNG........cceeeeeel. 17  erythrocin (as stearate) ........... 7 EXKIVITY .o, 17
ENSTILAR.......................... 70 erythromycin.................... 8,137 EXSERVAN....cccoovvieeiiennnn. 81
ENLACAPONE.........eeeeeeeaeaannnnn.. 32 erythromycin ethylsuccinate.....8 EXTAVIA........................... 104
ENTADFI......ooovvvviiiiiiiiinnns 150  erythromycin with ethanol.73, 74 EYSUVIS.....cccoovviiiiieennnn. 140
CIECCAVIT .. 3 erythromycin-benzoyl EZALLOR SPRINKLE........ 67
ENTRESTO.......................... 69 peroxide........................oooo... T4 ezetimibe.........cccceeeeeeeeeenannnnn. 67
CRULOSE ..., 98 ESBRIET......ccceoiiiiiiiinn. 144 ezetimibe-simvastatin............. 67
ENVARSUS XR.................... 17  escitalopram oxalate.............. 50 FABIOR........coccoivvriiienn. 74
EPCLUSA ... 3 esomeprazole magnesium...... 101 falmina (28) .......ccccuveeeeeen.... 134
EPIDIOLEX.....c...cceeveinnn. 27 estarylla.............oeueeeeeaannn. 134 famciclovir..............ccccccuuuun.... 3
EPIDUO.........cccviriiiieeee. 73 ESTRACE........cccovvvveeee. 132 famotidine............................ 101
EPIDUO FORTE................. 73 estradiol................ccccuee.. 132 FANAPT ....coooiiiee. 50
EPINASTINE ..., 138 estradiol valerate.................. 132 FARESTON.........ccovvvveee. 17
EPINEPHRINE.................. 141  estradiol-norethindrone acet..132  FARXIGA.........ccccoviininnn. 86
epinephrine.................cc........ 141 ESTRING.........ccoeiiinn 132 FASENRA.......ccoovvveeeee. 144
EPIPEN 2-PAK........cc.... 141 ESTROGEL........................ 132 FASENRA PEN................ 144
EPIPEN JR 2-PAK.............. 141  eszopiclone..............uuuuuu..... 50  febuxostat..............ueuuen...... 126

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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 2023.
160


http://www.express-scripts.com

felbamate.................ccccvu...... 27 FLAREX......oooiiiiiiinnns 140 FML FORTE...................... 140
FELBATOL.......c.cocevenn.. 27 flavoxate...............cceeune..... 149 FML LIQUIFILM.............. 140
FELDENE...........coovviieees 44 FLEBOGAMMA DIF........ 106 FOCALIN.........ceevvirireeen, 51
felodipine................................ 62 flecainide..................ccuvvvunn. 60 FOCALIN XR......cccvvvvvvvennes 51
FEMARA ..., 17 FLECTOR.........cccovvvvvvrnnnns 44 fondaparinux.......................... 65
FEMRING........cccvvveenne 132 FLEQSUVY ...ccoooviiiiiiiieens 38 FORFIVO XL.....cocovvvviennne 51
FENOFIBRATE................... 67 FLOLIPID.........ccvvvviiinnnnn. 67 formoterol fumarate............. 145
fenofibrate............cccceeeeeennnn.... 67 FLOMAX......ooeeeeeeeein 150 FORTEO...ccccooiiiiiiieeeeannn. 126
fenofibrate micronized............ 67 FLOVENT DISKUS........... 144 FORTESTA.....ccovvvviiiiiiiine, 93
FENOFIBRATE FLOVENT HFA................ 144 FOSAMAX.....ccooovveevinnnn. 127
MICRONIZED.........cccuu...... 67  fluconazole............................... 1 FOSAMAXPLUSD.......... 127
fenofibrate nanocrystallized....67  fluconazole in nacl (iso-osm)....1  fosamprenavir.......................... 3
fenofibric acid (choline) ......... 67  flucytosine.............cccceeeeuvvnnnn... 1 fosfomycin tromethamine........ 14
FENOGLIDE...................... 67  fludrocortisone....................... 85  fosinopril............cccouvevenniiin... 62
fenoprofen............ccccecuunnn... 44 flunisolide............................. 144 fosinopril-hydrochlorothiazide 62
fentanyl..........cccooevieiiieiinnn, 40  fluocinolone............................ 78 FOSRENOL...........cceeennnn. 81
fentanyl citrate....................... 39  fluocinolone acetonide oil........ 84 FOTIVDA....ccoovveeeeeeeee, 18
FENTANYL CITRATE....... 40  fluocinolone and shower cap....78 FRAGMIN..................... 65, 66
FENTORA........cooiiiie 40  fluocinonide............................ 78 FREESTYLE PRECISION 115
FERRIPROX..........cccuuu 81  fluocinonide-emollient............. 78 FROVA......cooviieieieee, 33
FERRIPROX (2 TIMES A Sfluoride (sodium).................. 152 frovatriptan............................ 33
DAY) oo 81  fluorometholone.................... 140 FULPHILA..........ccccvveee. 104
fesoterodine.......................... 149 FLUOROURACIL............... 71  FUROSCIX.........oeeeeiiin. 62
FETZIMA ... 50  fluorouracil............................ 71 furosemide......................c....... 62
FEXMID........cooviiiiieeene 38  fluoxetine...........c..cccceevuvneannn. 50 FUZEON......ccoooovvviiiieeeee, 3
FIASP FLEXTOUCH U- fluoxetine (pmdd) .................. 50 fyavolv..............ccciiiiii 133
100 INSULIN....................... 86  fluphenazine decanoate........... 50 FYCOMPA......ccoovveeeeennnn. 27
FIASP PENFILL U-100 fluphenazine hel...................... 50 FYLNETRA.........coenne. 104
INSULIN ...t 87  flurandrenolide....................... 78  gabapentin............ccccceeeeennn.... 27
FIASP U-100 INSULIN........ 87  flurbiprofen.................ccu....... 44 GALAFOLD......cccccevunnee.. 93
FILSPARI.......coovvviiiiiiiiiiinnns 69  flurbiprofen sodium............... 139  galantamine............................ 36
FINACEA......ccooiiiiiiieees 74 FLUTICASONE GAMMAGARD LIQUID..106
finasteride............................ 150 FUROATE-VILANTEROL GAMMAGARD S-D (IGA
fingolimod.............................. 30 e 144 <1 MCG/ML)....ouvvveeeennn. 106
FINTEPLA..........ccce 27  fluticasone propionate..... 78,145 GAMMAKED................... 106
finzala............cccooveveennnnnn.. 134  FLUTICASONE GAMMAPLEX.................. 107
FIRAZYR .....cooviiiiiies 144 PROPIONATE............ 144,145 GAMMAPLEX (WITH
FIRDAPSE......cccvviiiiee. 36 FLUTICASONE SORBITOL).....ccccvvvvreannnee 107
FIRMAGON KIT W PROPION-SALMETEROL145 GAMUNEX-C.................... 107
DILUENT SYRINGE.......... 18  fluticasone propion-salmeterol GARDASIL 9 (PF)............. 107
FIRVANQ....cooiiiiiiiiiieees O 145 GASTROCROM.................. 98
flac otic 0il.............cccccuue...... 84  fluvastatin..............ccc..eeeeennn. 67 gatifloxacin.......................... 137
FLAGYL..oooiiiiiiiis 9  fluvoxamine...................... 50,51 GATTEX 30-VIAL.............. 98
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GAUZE PAD......cccoeeen. 115 GRASTEK.....ccccevviiieens 107 HUMALOG KWIKPEN
gaVilyte-C......ccooeeevvviiiinnannn. 98  griseofulvin microsize............... I INSULIN......cccoooiiiiiiis 88
GAVIIYIO-G ... 98  griseofulvin ultramicrosize........ 1 HUMALOG MIX 50-50
GAVRETO.....ccovvveee. 18 GVOKE.....cccooeeeiieeee, 87 INSULN U-100.......cccuvveen.ne. 88
GOfItiNID .....oooeoiiaeeeiaaan, 18 GVOKE HYPOPEN 2- HUMALOG MIX 50-50
GELNIQUE..........coeunnee.. 149 PACK....coooiieeiiieeeeeiiieee, 87 KWIKPEN........oooviireen, 88
gemfibrozil..............ccceuevenn. 67 GVOKE PFS 1-PACK HUMALOG MIX 75-25
GEMMILY ... 134 SYRINGE..........coviviiin 87 KWIKPEN........ooeviireen, 88
GEMTESA........oooiee 149 GYNAZOLE-I.....ccueeee.. 133 HUMALOG MIX 75-25(U-
generlac.........ccccueeeeeeuennaannn. 98 HADLIMA(CF)....ccccueennn. 128 100)INSULN.......cevvirireenns 88
GONGFAf e 18 HADLIMA(CF) HUMALOG TEMPO
GENOTROPIN.................. 104 PUSHTOUCH.................... 128  PEN(U-100)INSULN............ 88
GENOTROPIN HAEGARDA.......ccccooeeee. 145 HUMALOG U-100
MINIQUICK ........cceeeennnee 104 hailey 24 fe......ccccuueeeeeannnn... 134 INSULIN....cocooiiiieeiiiieeeens 88
gentamicin................... 9,775,137  halcinonide............................ 78 HUMATIN .......oovveeiiiieee 9
gentamicin in nacl (iso-osm)....9 HALDOL DECANOATE....51 HUMATROPE................... 105
GENVOYA.......ccooe 3 halobetasol propionate............ 78 HUMIRA..........cooi 129
GEODON.......coooiiiiiiee 51 HALOBETASOL HUMIRA PEN................... 129
GILENYA ..., 36 PROPIONATE..................... 78 HUMIRA PEN CROHNS-
GILOTRIF .....cccoviiiiiiianne 18 HALOG.....ccoiiiiiiiiiieeeen, 79 UC-HSSTART.........cccc.. 129
GIMOTT......ovvvviiieeeeeeees 98  haloperidol............................ 51 HUMIRA PEN PSOR-
GLASSIA ..., 81  haloperidol decanoate............. 51 UVEITS-ADOL HS............ 129
glatiramer ...................cceen. 36  haloperidol lactate.................. 51 HUMIRA(CF)...cccccceeennnn. 129
glatopa..........cooeeveeveniaaannnn 36 HARVONI.........ocevviiirnn, 3 HUMIRA(CF) PEDI
GLEEVEC.......ccooiiei. 18 HAVRIX (PF)...cccccvvenn. 107 CROHNS STARTER......... 129
GLEOSTINE...........cconn. 18 HEALTHWISE INSULIN HUMIRA(CF) PEN........... 129
glimepiride..................cccu....... 87 SYRINGE...........coevree. 115 HUMIRA(CF) PEN

glipizide ...............cccovuvvveeann.. 87 HEALTHWISE PEN CROHNS-UC-HS............... 129
glipizide-metformin................ 87 NEEDLE............................. 115 HUMIRA(CF) PEN
GLUCAGEN HYPOKIT.....87 HEALTHY ACCENTS PEDIATRIC UC................. 129
GLUCAGON UNIFINE PENTIP............. 115 HUMIRA(CF) PEN PSOR-
EMERGENCY KIT HEMADY ....ccoovvviiiiiiieieen, 85 UV-ADOLHS........ocuee. 129
(HUMAN) ..o 87  heparin (porcine) ................... 66 HUMULIN 70/30 U-100
GLUCOTROL XL............... 87 HEPLISAV-B (PF).............. 107 INSULIN....coccoiiiiiiiiieeeens 88
GLUMETZA ..o 87 HETLIOZ.......cccovvvveeane. 51 HUMULIN 70/30 U-100
GLYCATE......ccocoviiiiens 96 HETLIOZLQ.....ccceevvnnnnen. 51 KWIKPEN.......coooiiiiiene 88
glycopyrrolate....................... 96 HIBERIX (PF).................. 107 HUMULIN N NPH
GLYXAMBI.......ccovvvreeene 87 HIPREX.....cocooiviiiiiiiinn. 14 INSULIN KWIKPEN.......... 88
GOCOVRI.......ceeeviiiiian, 32 HORIZANT.....cccoviiveranne. 36 HUMULIN N NPH U-100
GOLYTELY ..t 98 HULIO(CF)...ccovvvvivieannnne 128  INSULIN....coooiiiiiiiiiieeees 88
GRALISE. ..o, 27 HULIO(CF) PEN............... 128 HUMULIN R REGULAR
granisetron hcl........................ 98 HUMALOG JUNIOR U-100 INSULN.....cccooveennnnnn. 88
GRANIX ..o, 104 KWIKPEN U-100................. 88
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HUMULIN R U-500 ILUMYA ..., 70  INPEN (NOVOLOG OR

(CONC) INSULIN................ 88  imatinib..........cccc.ceeevvvniaann. 18 FIASP)BLUE..................... 116
HUMULIN R U-500 IMBRUVICA.........c.oeeen 18 INPEN (NOVOLOG OR
(CONC) KWIKPEN.............. 88  imipenem-cilastatin.................. 9 FIASP)GREY....ccceunnnn....n. 116
hydralazine..............ccccce........ 62  imipramine hcl........................ 51 INPEN (NOVOLOG OR
HYDREA .......ccovviiiins 18  imipramine pamoate............... 51 FIASP)PINK........cceeeneeeeeee. 116
hydrochlorothiazide................ 62  imiquimod............ccceeeeeeennnn.... 71 INQOVI........ccco 19
hydrocodone bitartrate........... 40 IMITREX.........cccccol. 33 INREBIC......................... 19
hydrocodone-acetaminophen...40 IMITREX STATDOSE INSPRA ... 62
hydrocodone-ibuprofen........... 40 PEN...cooiiiiiiiiieii 33 INSULIN ASP PRT-
hydrocortisone............ 79, 85,98 IMITREX STATDOSE INSULIN ASPART .............. 88
hydrocortisone butyrate.......... 79 REFILL.........coooiiiiiin. 34 INSULIN ASPART U-100...88
hydrocortisone valerate........... 79 IMOVAX RABIES INSULIN DEGLUDEC....... 88
hydrocortisone-acetic acid...... 84 VACCINE (PF)..ccccoeeeennnn. 107 INSULIN GLARGINE........ 88
hydrocortisone-pramoxine...... 98 IMPAVIDO.........cvvvveereeeenn. 9 INSULIN GLARGINE-
hydromorphone...................... 40 IMPEKLO........ccooiiiiinnnn. 79 YFGN.....ooooooiiiieeeeee, 88
hydromorphone (pf) ............... 40 IMURAN....cooooiiiiieieein, 18 INSULIN LISPRO............... 89
hydroxychloroquine.................. 9 IMVEXXY INSULIN LISPRO
hydroxyured........................... 18 MAINTENANCE PACK...133 PROTAMIN-LISPRO.......... 88
hydroxyzine hel.................... 141 IMVEXXY STARTER INSULIN PEN NEEDLE...116
HYFTOR ......cooiiiiii 71 PACK. ..o, 133 INSULIN SYRINGE
HYRIMOZ PEN INBRIJA ..., 32 MICROFINE...................... 116
CROHN'S-UC STARTER ..129  incassia...........ccccoeeeeeuvunnnnnn. 133 INSULIN SYRINGE-
HYRIMOZ PEN INCONTROL PEN NEEDLE U-100.................. 116
PSORIASIS STARTER...... 129 NEEDLE..........ooovviirennnee, 115 INSUPEN PEN NEEDLE
HYRIMOZ(CF)......cc......... 130 INCRELEX......ccccceevvnnnnn.n. Bl e 116, 117
HYRIMOZ(CF) PEDI INCRUSE ELLIPTA........... 145 INTELENCE.........cceeeenne.e. 3
CROHN STARTER........... 129  indapamide............................. 62 intralipid................ccccvvnnnnn. 152
HYRIMOZ(CF) PEN......... 129 INDERALLA.......ccocnn. 62 INTRALIPID..................... 152
HYSINGLA ER................... 41 INDOCIN.....cccoeeviriireennne, 44 INTRAROSA.......ccooeeeenn. 133
HYZAAR ......cooviiiee 62 INFANRIX (DTAP) (PF)...107 introvale...............cccouuue..... 135
ibandronate.......................... 127 INFLECTRA........................ 98 INVANZ...coooiiiiiiiieieieeeeeen, 9
IBRANCE.......cccoeveiiiinn, 18 INGREZZA.........oevveee. 36 INVEGA......ccoooiiiiiiii. 51
IBSRELA.......oooiiiiee, 98 INGREZZA INITIATION INVEGA HAFYERA............ 51
DU ..o 44  PACK. ..o, 36 INVEGA SUSTENNA... 51, 52
IDUPFOfen............cccoeveeecnnnnne. 44 INLYTA ..o, 18 INVEGA TRINZA............... 52
ibuprofen-famotidine.............. 44 INNOPRAN XL................... 62 INVELTYS.....coovviiiieeeeenn. 140
icatibant ..............c.cccceueennn. 145 INPEN (FOR HUMALOG) INVOKAMET.......ccocvieeee 89
iclevia........ooooeeeiiiiiiiiiian, 134 BLUE.......cccoiiiiiiii, 115 INVOKAMET XR............... 89
ICLUSIG ... 18 INPEN (FOR HUMALOQG) INVOKANA ......ccoiiiiiees 89
icosapent ethyl........................ 67 GREY ..o, 116 TOPIDINE.........cccovvvvvreee. 141
IDHIFA......cccoiiiiiii, 18 INPEN (FOR HUMALOQG) IPOL ..o, 107
ILEVRO......ccooiiiiiis 139 PINK......coooiii, 116  ipratropium bromide....... 84, 145
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ipratropium-albuterol........... 145 junel 1.5/30 (21)................... 135 klor-con 10.............cccccnn....... 150

irbesartan..............cccccceuuvnn... 62  junel 1/120 (21) .......uuuu....... 135 klor-con 8......ccuvevvveennnnnnn. 150
irbesartan- junel fe 1.5/30 (28) ............... 135 klor-con mi0........................ 150
hydrochlorothiazide................ 62  junelfe 1120 (28)................. 135  klor-conmls........................ 151
IRESSA.......... 19  junelfe24.......oeeeeeeeeennnnn... 135  klor-con m20........................ 151
ISENTRESS ..., 3 JUXTAPID......ccccovvrrrrinnnnnn. 67  klor-con oral packet 20......... 151
ISENTRESSHD........c......... 3 JYNARQUE..........ooviie. 94 KLOXXADO.........ceeevvuueeen. 44
ISIDIOOM ..o 135 JYNNEOS KOMBIGLYZE XR............. 89
ISOLYTESPH 74............. 152 (PF)(STOCKPILE)............. 107 KONVOMERP..........cc......... 101
ISOLYTE-PIN 5% kaitlib fe.........ccccoeveveeuennannn. 135 KORLYM.........cooveiii 94
DEXTROSE.......ccoovvvveeennn. 152 KALBITOR........................ 145 KOSELUGO............cceennn. 19
ISONIAZId .....ccooveeveeeiiiiiiiiaaiinn 9 KALETRA.........ccoevvvi. 3,4 KRAZATI.........ooevvvevii. 19
ISORDIL.........ccoiiiiie 69 KALYDECO...................... 145 KRINTAFEL...........c..ouen 9
ISORDIL TITRADOSE....... 69 KANIJINTI.........eoei 19 KRISTALOSE...........c......... 98
isosorbide dinitrate................. 69 KAPSPARGO SPRINKLE..62  kurvelo (28) ...cccceeeeeeeeeeeannn.. 135
isosorbide mononitrate............ 69 KAPVAY ..o 52 KUVAN....coooiiiiiiee 94
isosorbide-hydralazine............ 062  kariva (28) ... 135 KYLEENA......ccooooviiiinnn. 133
ISOIT@LINOM ... 74 KATERZIA..........ovvvvvvvnn, 62 [ norgestle.estradiol-e.estrad. 135
ISFAdIpine .............ccoeeeeennnnnnnn. 62 KAZANO......coooivivieeen. 89 labetalol........................u........ 62
ISTALOL......ccooeeeeeeeee 138  kelnor 1/35 (28) c.veeeennnnnn.. 135  lacosamide............................. 28
ISTURISA.....ooeeieee, 93,94  kelnor 1-50 (28) ................... 135 LACRISERT.........c.c....... 138
itraconazole............................. I KENALOG......ccccccveieaanns 79 lactulose..............cccccuueueunnnn.... 98
IVErmeCtiN.........ccoeeeevvuunnnnnn. 9,74 KEPPRA........ccoeeiiii 28 LAMICTAL.......cccooveeeei, 28
IXTARO (PF)...ccccovviviennn. 107 KEPPRA XR.......ccccceeennne. 28 LAMICTAL ODT................ 28
JADENU ..o 82 KERENDIA.......c.ccccennn. 62 LAMICTAL STARTER
JADENU SPRINKLE.......... 82 KERYDIN......cooooeeeiiiieee 75 (BLUE) KIT....cccoovvveeeinn. 28
JAKAFT ..., 19 KESIMPTA PEN.................. 36 LAMICTAL STARTER
JANLOVEN.......eaaaeaaaaannnn. 66 ketoconazole................. 1,75,76 (GREEN)KIT..........c.oooeee. 28
JANUMET.......ccovvvie. 89  ketodan................ccccovveenn.... 76 LAMICTAL STARTER
JANUMET XR....ccooeennnnnnn. 89  ketoprofen.........ccccceeeeeeeaannnn... 44 (ORANGE)KIT................... 28
JANUVIA ... 89 KETOROLAC...........c......... 44 LAMICTAL XR.....c.cceen....e. 28
JARDIANCE........cccoeevnnnn. 89  ketorolac...............ccvvvuunnan. 139 LAMICTAL XR STARTER
Jasmiel (28) .......cccceeuuvnnnnn.. 135 KEVEYIS.......ccoovi. 36 (BLUE)...c.ccooiiiiiiiiiiiieeee. 28
JATENZO...ccoooiiiienn, 94 KEVZARA..........cccouunne. 130 LAMICTAL XR STARTER
JAVYGLOT oo, 94 KINERET......ccccooevennnnn. 130 (GREEN)......cccoooeiiii 28
JAYPIRCA ... 19 KINRIX (PF)...ccccouvvvveeen. 107 LAMICTAL XR STARTER
JENTADUETO.................... 89 KISQALI.....cccovvvieiiieeeeees 19 (ORANGE)......cccceiiiinnnnn. 28
JENTADUETO XR.............. 89 KISQALI FEMARA CO- lamivudine...............cccoeeveveeunn. 4
Jinteli.........ccooeeeeceiiiiiinnnnann. 133 PACK ..., 19  lamivudine-zidovudine.............. 4
JORNAY PM....................... 52 KITABISPAK........cocovvvvvvnnns 9 lamotrigine...............cccceeeunn. 28
JUBLIA......coooieeeee, 75 KLARON......coooviiieeeeeees 75 LAMPIT.......oooieee, 9
juleber.............ccccoevvvvvnnnann.. 135 KLISYRI...coooovviiiiiiieeeees 19 LANOXIN.....cccoeeveeiiie 69
JULUCA. ... 3 KLONOPIN.......cooovvvreeeennn. 28  lansopraczole......................... 102
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lanthanum ...........cccccovveeeeenn.... 82

levonorgestrel-ethinyl estrad. 135

LOESTRIN FE 1.5/30 (28-

LANTUS SOLOSTAR U- levonorg-eth estrad triphasic. 135 DAY)..oveeevviiiiiiiiiieeeee. 135
100 INSULIN.......ccvvvrennnee. 89  1evora-28.......ccccceeeveiiiniann, 135 LOESTRIN FE 1/20 (28-
LANTUS U-100 INSULIN.. 89  levorphanol tartrate................ 41 DAY) oo 135
lapatinib...........ccccoeeeeeeennnnnn. 19 LEVOTHYROXINE............ 96  lofend.........cccceeeeeeceieeeaaannnn. 44
larin 1.5130 (21) ......cuuueenn.... 135  levothyroxine..............cc.uuuu.... 96 LOKELMA.....cccoooeeieieeennn. 82
larin 1120 (21) ... 135 levoxyl...coeeeeeeeeeeeeei 96 LOMOTIL..........ceeeeeee. 96
larin fe 1.5/30 (28) ............... 135 LEXAPRO.....ccocvvvvieeee. 52 LONSURF.....cccooviiiiiis 20
larin fe 1120 (28) .................. 135 LEXETTE......................... 79 loperamide............................. 96
LASIX oo 62 LEXIVA. ..o, 4 LOPID...ccooviiieeeiiieee, 68
latanoprost..............cccceeuunee. 139 LIALDA......ccccvviiiiiiiins 98 lopinavir-ritonavir .................... 4
LATUDA ..., 52 LICART....ccoooiiiieiiiieeen, 44 LOPRESSOR........ccooovviirnn. 63
layolis fe...........cccoeveeunnnnn... 135  lidocaine.....................uvuue...... 72 LOPROX......ccccoviivieieneeennn. 76
LEDIPASVIR- lidocaine hel........................... 72 lorazepam...................c......... 52
SOFOSBUVIR.............cccnn. 4 lidocaine viscous..................... 72 lorazepam intensol.................. 52
leena 28 .......cccoveveiiieeeaaannnn, 135  lidocaine-prilocaine................ 72 LORBRENA..........ccccvvveee. 20
leflunomide........................... 130 LIDODERM........ccoevvveennn. 72 LOREEV XR.................. 52,53
lenalidomide........................... 19 LILETTA......ccccovvvvieiiiiin, 133 loryna (28) ..ccooveeeveeeeeaaaann. 135
LENVIMA..........ccooeee 19,20 linezolid..............ccc.coovveveeennn... O losartan...............ccccoeeeeeiiiinnn. 63
LESCOL XL......cceeeeeinnne 68  linezolid in dextrose 5%............ 9  losartan-hydrochlorothiazide.. 63
[eSSING ... 135 LINZESS....cooooiiiiiiieeiie 98 LOSEASONIQUE.............. 135
LETAIRIS.........cooviieeene 145  liothyronine.............ccccuuun..... 96 LOTEMAX.......ccceeennnnne. 140
letrozole.............cccouvveeeennnn... 20 LIPITOR.......ccovvvieeiiien, 68 LOTEMAXSM.................. 140
leucovorin calcium.................. 15 LIPOFEN......cccoooiiiiiienee, 68 LOTENSIN......cccooveiiirriiiinnn. 63
LEUKERAN . ...ccccceeiiiis 20 LiSinopril.........cccccceevveeeennannn. 62 loteprednol etabonate............ 140
LEUKINE........................... 105 lisinopril-hydrochlorothiazide. 62 LOTREL............................... 63
leuprolide.................cccvuv..... 20 LITE TOUCH INSULIN LOTRONEX........ceovviireens 98
LEUPROLIDE (3 PEN NEEDLES.................. 117 lovastatin..................cccuu...... 68
MONTH)....ccovvieiiiiieeee 20 LITE TOUCH INSULIN LOVAZA ... 68
levalbuterol hcl..................... 145 SYRINGE........................... 117 LOVENOX.....ccoooeeeinnnn. 66
LEVALBUTEROL lithium carbonate.................... 52 low-ogestrel (28) ...cccceeeennn.... 135
TARTRATE...................... 145 LITHOBID.......cccooevennnnnnn. 52 loxapine succinate.................. 53
LEVAMLODIPINE............. 62 LITHOSTAT....ccooovvvveeeennn. 82  Ilubiprostone........................... 98
LEVEMIR FLEXPEN.......... 90 LIVALO.....ccooooiiiiiiiiieeeee, 68 LUCEMYRA.......cccooevvenn 44
LEVEMIR U-100 INSULIN 90 LIVMARLI.............cccunnnnn 98 LULICONAZOLE............... 76
levetiracetam.......................... 28 LIVTENCITY ..ooevvviiiieannnee 4 LUMAKRAS.......ccccoei. 20
levobunolol........................... 138 LO LOESTRIN FE............. 135 LUMIGAN......ccocvieeeee. 139
levocarnitine.......................... 82 LOCOID.....cccoovviiiiiiieeae, 79 LUNESTA ..o, 53
levocarnitine (with sugar) ...... 82 LOCOID LIPOCREAM....... 79 LUPKYNIS.....ccooviiiiieeennn. 20
levocetirizine........................ 141 LODINE......ccccoiiiiiiiiinen. 44 LUPRON DEPOT................ 20
levofloxacin.................... 13,137 LODOSYN.......cooeeiiireen. 32 LUPRON DEPOT (3
levofloxacin in d5w................. 13  LOESTRIN 1.5/30 (21)........ 135 MONTH)..cooooiiiiiieeeeeeeeeeen. 20
levonest (28) ...ueeeeeeieeeeaaannn. 135 LOESTRIN 1/20 (21).......... 135
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LUPRON DEPOT 4 matzim la...........ccceeeeeeeeeennn. 63  megestrol............ccceeeeeennnnnn.. 20
MONTH)....ccovvieiiiiieeee 20  MAVENCLAD (10 MEKINIST ......ccovviiee. 21
LUPRON DEPOT (6 TABLET PACK).................. 36 MEKTOVI.......oovvvvveeenne 21
MONTH)...cccovvvieiiiieeee 20  MAVENCLAD (4 TABLET meloxicam................cccueeen. 44
LUPRON DEPOT-PED....... 20 PACK) ..o, 36  meloxicam submicronized....... 44
LUPRON DEPOT-PED (3 MAVENCLAD (5 TABLET INEMIANTINE .......c.vveeeeaaeaaann 37
MONTH)....cccvvieiiiieeee 20 PACK) ..o 37 MEMANTINE........cccee.... 37
lurasidone...............cccccuveen.. 53 MAVENCLAD (6 TABLET MENACTRA (PF).............. 107
lutera (28) .cccuveveeeeeiinaaann. 135 PACK)..iiiiiiiieeeiiieeee, 37 MENEST......cooiiiiiii. 133
LUZU..coiiiiiiiiieeee, 76 MAVENCLAD (7 TABLET MENOSTAR.......cccovunen. 133
LYBALVI....ccooiiiiiei. 53 PACK) .o, 37 MENQUADFI (PF)............ 107
leq....ueeeiiaaiiiiiiiiiia, 133  MAVENCLAD (8 TABLET MENVEO A-C-Y-W-135-
llana.............ccccccoevveeeennn. 133 PACK)..ooiiiiiiiiieeiiiieeee 37 DIP(PF) i 107
LYNPARZA ..o 20 MAVENCLAD (9 TABLET MEPRON........ccoeviiiiie 9
LYRICA.........ooee 29 PACK).ooiiiiiiiiiieeeee, 37 mercaptopurine....................... 21
LYRICACR........ccoeuuun 29 MAVYRET........cccoeeiii 4 meropenem...........coueeeenaannnn. 9
LYSODREN.......cccvvveeennne 20 MAXALT....ccooviiiiiiieees 34 merzee........cccoeeiiiiiiiiinnn 135
LYTGOBI.......ccooviiiiieannne. 20 MAXALT-MLT......ccueeee. 34 mesalamine............................ 98
LYUMIJEV KWIKPEN U- MAXICOMFORT II PEN MESNEX......coooiiiiiiiiieeens 15
100 INSULIN......ccvviereennne 90 NEEDLE..........cceevviiieens 117 MESTINON.......ccvviiieenn 39
LYUMIJEV KWIKPEN U- MAXICOMFORT MESTINON TIMESPAN..... 39
200 INSULIN.......ccvvvreennne 90 INSULIN SYRINGE......... 117 metformin..........cccccceuvunee... 90
LYUMIJEV TEMPO MAXI-COMFORT METFORMIN.........ccvveeees 90
PEN(U-100)INSULN............ 90 INSULIN SYRINGE......... 117 methadone.............................. 41
LYUMIJEV U-100 MAXICOMFORT methamphetamine.................. 53
INSULIN .....oooiiiieeeeiieen 90 SAFETY PEN NEEDLE methazolamide...................... 139
LYVISPAH..................... 38,39 117, 118  methenamine hippurate........... 14
yza...oooi 133 MAXIDEX.....ccooovvvvvirininnns 140  methimazole........................... 85
MACROBID.........ccccvvrernnn. 14 MAXITROL.......ccceeennnnee. 140 METHITEST .......ccovvvieees 94
MACRODANTIN................ 14 MAYZENT.....oooeeeeeeeeee. 37 methotrexate sodium.............. 21
mafenide acetate..................... 75 MAYZENT methotrexate sodium (pf) ....... 21
MAGELLAN INSULIN STARTER(FOR IMG methoxsalen.......................... 72
SAFETY SYRNG............... 117 MAINT) .o 37  methscopolamine.................... 96
MAGELLAN SYRINGE...117 MAYZENT methsuximide......................... 29
magnesium sulfate................ 151 STARTER(FOR 2MG METHYLIN........ccovvereeennn. 53
MALARONE......ccccccceiiie. 9 MAINT) oo, 37 methylphenidate..................... 53
MALARONE PEDIATRIC...9 meclizine...........cccccoeeveeeeann... 98  methylphenidate hcl................ 53
Malathion.................cccceeeee.n. 80 meclofenamate....................... 44 METHYLPHENIDATE
PUAFAVITOC .eieiieeeeeeaea 4 MEDROL.....ccccceeviiinn 85 HCL ..o, 53
MARINOL..........cccoii 98 MEDROL (PAK).................. 85  methylprednisolone................. 85
marlissa (28) ....eueeeeeeeeeeennn, 135  medroxyprogesterone........... 133 methyltestosterone.................. 94
MARPLAN....ccoovvivieieeeees 53 mefenamic acid....................... 44 metoclopramide hcl........... 98, 99
MATULANE.......cccoiiies 20 mefloquine............ccccccoveueeeennn. 9 metolazone............................. 63
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metoprolol succinate............... 63 M-M-RII(PF).................... 107  nafcillin...............ccceeeeeennnnnn.. 12
metoprolol ta- modafinil.......................... 53,54  naftifine.......ccccceeeeeeeeeeeeeeaennnn.. 76
hydrochlorothiaz .................... 63 moexipril............ccccovvvvvvnnnnnn. 63 NAFTIN........................... 76
metoprolol tartrate................. 63  molindone..............ccccouuuunn. 54 NALFON.......cccoovvviiiiiiiiiiinn, 44
METROCREAM.................. 74  mometasone.................... 79,145 NALOCET.......eiivii. 41
METROGEL........................ 74  MONOIJECT INSULIN NAlOXONE ..., 44
METROLOTION................. 74 SAFETY SYRING............. 118  naltrexone............cccuuvveenn.... 44
metronidazole.............. 9,74,134 MONOJECT INSULIN NAMENDA..........ceee. 37
metronidazole in nacl (iso-0s)..9 SYRINGE..........ccccoceenn...n. 118 NAMENDA TITRATION
INELYFOSINE ....vvvvvnnnns 63 MONOJECT SYRINGE.... 118 PAK.......ccoeeeiiiii 37
MeXiletine ...........ccccevvveeeennnn... 60 MONOJECT ULTRA NAMENDA XR......cccecneee. 37
mibelas 24 fe..........cccccueenn. 135 COMFORT INSULIN........ 118 NAMZARIC.........coovieee, 37
MECATUNGIN ..., 1 montelukast.......................... 145 NAPRELANCR.................. 44
MICARDIS.......oovviiiies 63 morphine............c.cc.cceeeeeennn. 41  naproxen...............o...... 44, 45
MICARDIS HCT. ................. 63  morphine concentrate............. 41  naproxen sodium.................... 45
MICONAzOle-3 ..................c..... 134 MOTEGRITY ... 99  naproxen-esomeprazole.......... 45
MICRODOT INSULIN MOTOFEN. ...ttt 96  naratriptan............cccccceeeeennn.. 34
PEN NEEDLE.................... 118 MOUNJARO.......coovveeeenn. 90 NARCAN.....ccooiiiiiiiieeees 45
microgestin 1.5/30 (21) ........ 136 MOVANTIK........................ 99 NARDIL.......ccoovvvviiiiiiinnns 54
microgestin 1/20 (21) ........... 136 MOVIPREP.............coooee. 99 NATACYN. ..o 137
microgestin 24 fe.................. 136  moxifloxacin................... 13,137 NATAZIA.....ccovveveeieees 136
microgestin fe 1.5/30 (28).... 136 moxifloxacin- nateglinide..................ccc......... 90
microgestin fe 1/120 (28) ....... 136  sod.chloride(iso) .................... 13 NATESTO.......ceovei 94
midodrine................ccouuvenn. 82 MS CONTIN........eeeeene. 41 NATPARA.......cccocevieeee, 94
PUEZETGOL c.vveeeiaaeeeeiveaaan 34 MULPLETA.......cccvveren, 66 NATROBA.......c..ooeiies 80
miglitol.............ccccevveeevecnnnn... 90 MULTAQ...ccoiiiiiieeeiiiieeens 60 NAYZILAM........ccovvvveenne. 29
MIGIUSTAL ..., 94 mupirocin...............oeevvevennn. 75  nmebivolol..................cvvvvvvnnnn. 63
MIGRANAL.....ccooeieeennn. 34 mupirocin calcium.................. 75 NEBUPENT......................... 10
P e 136 MVASI..........coo 21 necon 0.5/35 (28) cceeeeennnn..... 136
millipred...............cccoovvveeann... 85 MYALEPT.....cccoevviie, 94 NEEDLES, INSULIN

PUIVEY .o 133 MYAMBUTOL.................... 10 DISP.,SAFETY ....ccccveeennn. 119
MINI ULTRA-THIN II..... 118 MYCAPSSA...coovvvvieieieeen, 21 nmefazodome............................. 54
MINIPRESS.....cccoevieinn. 63 MYCOBUTIN.......cooennnnnnn. 10 neomycin............c.c.ooooooi 10
MINIVELLE...........c.......... 133 mycophenolate mofetil............ 21 neomycin-bacitracin-poly-hc. 140
minocycline..............c............ 14 mycophenolate sodium............ 21 neomycin-bacitracin-
MINOLIRA ER..................... 14 MYDAYIS......ccoooeee 54 polymyxin..........cccooueennnn.... 137
MINOXIAIL ....ovvvvvvvieaeeeeann 63 MYFEMBREE.................. 134 neomycin-polymyxin b-
MIRAPEX ER.......cccevnneene 32 MYFORTIC........cc.ceveenne. 21 dexameth.............cccceeuueen.... 140
MIRENA.......ccoovieieee. 134 MYRBETRIQ..........ccc........ 149  neomycin-polymyxin-
MIFLAZAPINE ... 53 MYSOLINE........cccovvvriiiinnnes 29 gramicidin............................ 137
MIRVASO......ccoovvviiiieeeeeens 74 MYTESI........oooiiiie. 96  neomycin-polymyxin-hc.. 84, 140
MISOPTOStOl...........ccceeeeeen.. 102 nabumetone............................ 44 neo-polycin...............cceeeuu. 137
MITIGARE...........c...... 126  nadolol.................cccuvueeeee..... 63 neo-polycin hc....................... 140
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NEORAL......cocviiiiiiie 21  NIVESTYM.......ccocoieiiis 105 NOVOLOG FLEXPEN U-

NEO-SYNALAR.................. 75  nizatidine................ccooo....... 102 100 INSULIN.........eeeeenneee. 91
NERLYNX..cooooooiiiiieeee 21 NOCDURNA (MEN).......... 94 NOVOLOG MIX 70-30 U-
NESINA ..o 90 NOCDURNA (WOMEN)....94 100 INSULN.........ceevvrrreenns 91
FLCUAC ...vvnnnneeeaaeaaaennns T4 nora-be..............ooueeeeeeeevnnnnnn. 133  NOVOLOG MIX 70-
NEULASTA......cooeieeee 105 NORDITROPIN 30FLEXPEN U-100.............. 91
NEULASTA ONPRO.......... 105 FLEXPRO......ccccevvevnnn.. 105 NOVOLOG PENFILL U-
NEUPOGEN........ccccunnn...... 105 noreth-ethinyl estradiol-iron..136 100 INSULIN...........c...c.oo.. 91
NEUPRO.....cccoeeeeeeeeee 32 norethindrone (contraceptive) NOVOLOG U-100
NEURONTIN.........cceennee 29 133 INSULIN ASPART.............. 91
NEVANAC.......ccooiiiiieees 139  norethindrone acetate........... 133 NOXAFIL..cooooviiiieeeen. 1
HEVITAPINE .........cceeeeerrvreeaaannnn 4  norethindrone ac-eth estradiol NUBEQA.......cccooiee 21
NEXAVAR ....cccoviiiiieee 21 133,136  NUCALA.......cccoeeiiiees 146
NEXIUM....ooooevviiieieene, 102 norethindrone-e.estradiol-iron NUCYNTA. ... 45
NEXIUM PACKET........... 102 e 136 NUCYNTAER.................... 45
NEXLETOL..........ccvvvvnnee. 68  norgestimate-ethinyl estradiol NUEDEXTA.....ccccvvviieees 37
NEXLIZET....cccccooviiiiiieaanns 08 e 136  NUPLAZID......ccccevvvveee. 54
NEXPLANON..........cc... 134 NORITATE.......coviiiieennne 74 NURTECODT........couuuee. 34
NEXTSTELLIS.................. 136 NORLIQVA. ... 63 NUTRILIPID..................... 152
FUACTI oo 68 NORPRAMIN.........ccoounneen. 54  NUTROPIN AQ NUSPIN. 105
NIACOR ..., 68 NORTHERA..........ccoonie. 82 NUVARING.......ccccceeeennn 134
nicardipine..............cccccoooo...... 63  nortrel 0.5/35 (28) ....ouuuuun... 136 NUVIGIL..........oovvvvrrirninnn 54
NICOTROL........cccvvveeeen. 83  mortrel 1135 (21) ....uuu.......... 136 NUZYRA......cooviiieieeee, 14
NICOTROL NS.................... 83  nortrel 1/135 (28) ceuuvveennnn.... 136 nyamyc......cccceecciiiiaiiaanan, 76
nifedipine ..............cccccoevveenn. 63 nortrel 71717 (28) ................. 136 nylia 1/135 (28) ..cceeeeeeen. 136
MIKKE (28) o, 136  nortriptyline..........cccceeeeunnn.... 54 wylia 71717 (28) coeeeeeeeeenennnnn. 136
NILANDRON............cc.. 21 NORVASC.....ccooceeveiieeens 63 NYMALIZE.........ccvveeenn. 63
nilutamide..............ccccce......... 21 NORVIR.....ccccovviviiiiiiiiiiiiiinnn, 4 NYPMPO .. 136
NIMOAIPINe ...........ccceeeennnnn. 63 NOURIANZ......................... 32 nystatin.............................. 1,76
NINLARO..........c.c 21 NOVOFINE 32.......ccuun....... 119  nystatin-triamcinolone............ 76
nisoldipine.................ccccceuvvun. 63 NOVOFINE FLYSEOD covvvvveeennnnnnieaeaaaaananns 76
nitazoxanide........................... 10 AUTOCOVER.................... 119 NYVEPRIA....................... 105
RELISTRONE ..o 82 NOVOFINE PLUS............. 119 OCALIVA......cccoiiiiieee, 99
Ritro-bid..........c...oovvvvveienaann. 69 NOVOLIN 70/30 U-100 ocella..........ccccveeevviiniaaannn. 136
NITRO-DUR........ccccevunenee. 69 INSULIN.......cccoviiiiireene, 91 OCTAGAM.....ccoovvveen. 107
RILrOfUrantoin.......................... 14 NOVOLIN 70-30 octreotide acetate................... 21
nitrofurantoin macrocrystal....14 ~ FLEXPEN U-100.................. 91 OCUFLOX.......ccoovrrrneen. 137
nitrofurantoin monohyd/m- NOVOLIN N FLEXPEN.....91 ODACTRA...........cceuvvee. 107
CEPST e 14 NOVOLIN N NPH U-100 ODEFSEY ...cooviiiiiiiiiiiiee, 4
nitroglycerin..............c............ 69 INSULIN........cooooiriiiireeee. 91 ODOMZO.....ccoovvvvvveeeeeeaann, 21
NITROLINGUAL............... 69 NOVOLINR FLEXPEN.....91 OFEV.....ccccoiiiiiiiiees 146
NITROSTAT.....ccoeveeee. 69 NOVOLIN R REGULAR ofloxacin................... 13, 84, 137
NITYR ..., 82 UIOO INSULIN.........c.eeee. 91 olanzapine...................ccc....... 54
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olanzapine-fluoxetine.............. 54  ORENITRAM MONTH 1 PAMELOR.........cccoviiiieen. 54

olmesartan............................. 63 TITRATION KT.................. 63 PANCREAZE........c............. 99
olmesartan-amlodipin- ORENITRAM MONTH 2 PANDEL.........oovvnnn. 79
hethiazid..............ccccvvvveeennnn... 63 TITRATION KT.................. 63 PANRETIN..........coeviiies 72
olmesartan- ORENITRAM MONTH 3 pantoprazole......................... 102
hydrochlorothiazide................ 63 TITRATIONKT................. 63 PANZYGA........ccoovvviviinn, 107
olopatadine................. 84,138 ORFADIN........ooovvrvviriiiinns 82  paricalcitol........................... 94
OLUMIANT......cceevie. 130 ORGOVYX..ooevviiiiieeeeee, 21 PARLODEL.........ccoovvueennn. 32
OLUX-E...coovvvvieiiiiieeee 79 ORIAHNN......cccviireee 134  PARNATE.....c.cccoviiiins 54
OMECLAMOX-PAK......... 102 ORILISSA ... 94 paromomycin.......................... 10
omega-3 acid ethyl esters........ 68 ORKAMBI...........ovvveee. 146  paroxetine hel......................... 54
omeprazole.......................... 102 ORLADEYO......ceeeeuunnn...n. 146  paroxetine

omeprazole-sodium ORSERDU...................... 21,22 mesylate(menop.sym)............ 54
bicarbonate........................... 102 oseltamivir.........ccccccoeeeueeeeann. 4 PAXIL....oooooiiiiiiiiiee, 54
OMNARIS.....cccoiiiiiiees 146 OSENI....cccooviiiiiiiiiiieeee, 91 PAXILCR...ccooovviiiiiieeees 54
OMNIPOD 5 G6 INTRO OSMOLEX ER..............cc..... 32 PEDIARIX (PF)................. 107
KIT (GEN 5).ceeviiiiiiiieannnne 119 OSMOPREP.......ccocuiirernn. 99 PEDVAXHIB (PF)............. 107
OMNIPOD 5 G6 PODS OSPHENA.........ceeeiiis 134 peg 3350-electrolytes.............. 99
(GENS5)ovviiiiiiiinn 119 OTEZLA......ccoooeeeeeeeennnn.. 130  peg3350-sod sul-nacl-kcl-asb-
OMNIPOD CLASSIC OTEZLA STARTER.......... 130 Coverrieeeee 99
PODS (GEN 3)...ccvvieeeee 119 OTOVEL......ccoviiiiiiiiiiee, 84 PEGASYS...coooiiiiiiiiee, 105
OMNIPOD DASH INTRO OTREXUP (PF)......ccuu....... 130 peg-electrolyte........................ 99
KIT (GEN4)....ccccvvvveennnn 119 OVIDE.....cccoviiiiieeeiiieeees 80 PEMAZYRE........coevunnn.n. 22
OMNIPOD DASH PODS oxXaCtllin.............cccceevvveeeann.. 12 PEN NEEDLE, DIABETIC,
(GEN4) .o, 119  oxacillin in dextrose(iso-osm) 12 SAFETY ..o, 119
OMNITROPE..................... 105  oxaprozin............................... 45 penciclovir..........cccceeeeeeeen..... 76
ondansetron............................ 99 OXBRYTA.............co 82  penicillamine........................ 130
ondansetron hel...................... 99  oxcarbazepine........................ 29  PENICILLIN G POT IN
ONEXTON.....ceoviiiiieeeenee, 74 OXERVATE.......ccccccnn. 138 DEXTROSE.......cccoevveen. 12
ONFI...ooovin 29 oxiconazole............................ 76  penicillin g potassium.............. 12
ONGENTYS. ... 32 OXISTAT........oooeeiii 76  penicillin g procaine................ 12
ONGLYZA....ooeeeeee 91 OXTELLAR XR................... 29 penicillin g sodium.................. 12
ONTRUZANT.....ccvvveeeeenn. 21 oxybutynin chloride.............. 149  penicillin v potassium.............. 12
ONUREG......cocovvvvieeieeees 21 oxycodone........................ 41,42 PENNSAID......cccoovvvvveeeen.n. 45
ONZETRA XSAIL............... 34 OXYCODONE........ccuuueen.. 42  PENTACEL (PF)................ 107
OPSUMIT ... 146  oxycodone-acetaminophen......42 PENTAM......ccccccccciiiiiinnnn. 10
OPZELURA.........ceeeees 72 OXYCONTIN.....ccceeeeees 42 pentamidine............................ 10
ORACEA......cccccieeei 14 oxymorphone.......................... 42 PENTASA....ccoooiiiieiieee, 99
ORALAIR.......cceveei. 107 OXYTROL.......c.ceeevnnne. 149 PENTIPS......cooiiiiiii. 119
ORAPRED ODT.................. 85 OZEMPIC........coovvvviieann, 91  pentoxifylline......................... 66
ORENCIA.........cco 130 pacerone.............cccceeeuvunnnn... 60 PEPCID.........ccccvvvvvvreeenn. 102
ORENCIA CLICKIJECT.... 130  paliperidone........................... 54 PERCOCET........ccoeeuvrnnnnnn. 42
ORENITRAM.......cccvveeeee 63 PALYNZIQ....cccooviiiiaannnn 94 PERFOROMIST................ 146
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perindopril erbumine............... 64 POMALYST....cccoovviivineeenn. 22 prenatal vitamin oral tablet...152
periogard............cccceeeeeennnn.... 84 PONVORY ....ccooooeevviiiiinens 37 PRETOMANID.................... 10
PErmetnrin..........cccceeeeeeuvnnn.... 80 PONVORY 14-DAY PREVACID.............cceu... 102
perphenazine.......................... 54 STARTER PACK................. 37 PREVACID SOLUTAB..... 103
PERSERIS.......oovvviiiiiiins 54 portia28.....cccceeeeceieiiiiiaaannnnn. 136 prevalite........ccccceeeeeeeeeeeannnn.... 68
PERTZYE.....ccooooinnn. 99  posaconazole........................... 2  PREVENT DROPSAFE
PHEBURANE........cccccun....... 82  potassium chlorid-d5- PEN NEEDLE................... 119
phenelzine..............cccceeeeee.... 54 0.45%nacl.............cccuuuuu... 151 PREVYMIS......ccccooiiiii, 4
phenobarbital......................... 29  potassium chloride................ 151 PREZCOBIX.....ccoooveeeinnnn. 4
phenoxybenzamine................. 64  potassium chloride in PREZISTA ..o, 4
PHENYTEK.......ccccvvveennne. 29 0.9%nacl...........ccceeeeeennne... 151 PRIFTIN.....cccoiiiiiieeann. 10
phenytoin..............cccceeuuu... 29 potassium chloride in 5 % dex151 PRILOSEC......................... 103
phenytoin sodium extended.....29  potassium chloride in Ir-d5....151 PRIMAQUINE..................... 10
PHEXXI.......cooovvriiiieieeeenn. 134 potassium chloride in water...151 PRIMAXIN IV..................... 10
PHOSPHOLINE IODIDE..138  potassium chloride-0.45 % PRIMIDONE............ccnn. 30
PIFELTRO........cccevviieeennnn, 4 nacl......ccccceevveeeiiiiiiiiiaaannn, 151  primidone....................coo........ 30
pilocarpine hel................. 82, 138  potassium chloride-d5- PRIORIX (PF)......ccceeennn. 108
pimecrolimus.......................... 72 0.2%mnacl.............oeeeeveeeeeannn. 151 PRISTIQ.......ccoooiiriieee. 55
pimozide..............ccccceeuuvvnnn... 54 potassium chloride-d5- PRIVIGEN...........ccuvn 108
pimtrea (28) ..ccueeeeeeeeeeeannnn, 136  0.9%mnacl............................. 151 PRO COMFORT INSULIN
pindolol................cccouuveee..... 64  potassium citrate.................. 150 SYRINGE............cccnvnn 119
pioglitazone............................ 91 PRADAXA.....cccooie, 66 PRO COMFORT PEN
pioglitazone-glimepiride........... 91 PRALUENTPEN............... 68 NEEDLE............................. 119
pioglitazone-metformin........... 91  pramipexole........................... 32 PROAIR DIGIHALER...... 146
PIP PEN NEEDLE............. 119 prasugrel............ccccuvveeann.... 66 PROAIR RESPICLICK..... 146
piperacillin-tazobactam.......... 12 pravastatin............................ 68 probenecid............................ 126
PIQRAY ..oovviiiin, 22 praziquantel........................... 10 probenecid-colchicine............ 126
pirfenidone.......................... 146 prazosin.........cccccceeeeeeeeeeeannn.... 64 PROCARDIA XL................ 64
PIRFENIDONE................. 146 PRED FORTE.................... 140 procentra.............cccccuuueeann... 55
PIFOXICAM ..., 45 PREDMILD..................... 140  prochlorperazine................... 100
PLAQUENIL.......ccceennnnnn. 10 prednisolone........................... 85  prochlorperazine maleate oral
PLASMA-LYTE 148........... 152 prednisolone acetate............. 140 100
PLASMA-LYTEA............ 152 prednisolone sodium PROCRIT........ccvvvvieeeee. 105
PLAVIX...cooviiiiiiiiiiiiiiin, 66  phosphate........................ 85,140  procto-med hc....................... 100
PLEGRIDY .......ccccovvvnrnne. 105  prednisone.............cccccuuuun..... 85  proctosol hc.......................... 100
PLENAMINE..................... 152  prednisone intensol................. 85 proctozone-hc....................... 100
PLENVU.....coccceiiiiiiee 100 PREFEST....cccccoiiiiiiiinnn 133 PROCYSBI.....cccovvvivreannne. 150
PLIAGLIS.......ccooiiieee. 72 pregabalin.................cc.uu....... 30 PRODIGY INSULIN
podofilox ..........ccooveuueiiannnnne. 72 PREHEVBRIO (PF)........... 108 SYRINGE........cccooiiiee. 119
POLYCIN ... 137 PREMARIN............c.s 133 progesterone micronized....... 133
polymyxin b sulfate................ 10 premasol 10 %...................... 152 PROGLYCEM..................... 91
polymyxin b sulf- PREMPHASE................... 133 PROGRAF ....ccocvvvviieieeenns 22
trimethoprim.............ccc....... 137  PREMPRO..........ccciiee. 133 PROLASTIN-C..........ccc.... 82
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PROLATE......ccceviiiinncns 42 QUDEXY XR.....cooccevvnnnn. 30 RELAFENDS.........cccceee.. 45

prolate...............ccceuvvveeennnnn... 42  QUESTRAN........ceevirieees 68 RELENZA DISKHALER......4
PROLENSA.......ccovvveee 139 QUESTRAN LIGHT........... 68 RELEUKO........coccvvvvrenn. 105
PROLIA ... 127 quetiapine................ccuuveenn.... 55 RELEXXII....ccooovviviiiiinnns 55
PROMACTA.....c.oeeeee. 66 QUETIAPINE........cceee..... 55 RELISTOR......cccccceevnnnnn.n. 100
promethazine........................ 141 QUILLICHEWER............... 55 RELPAX.....ccoooiiiiiiiiiiiiiiiin, 34
PROMETRIUM................. 133 QUILLIVANT XR............... 55 RELTONE......ccccooviirrannnnn. 100
propafenone............................ 60  quinapril...............oovvvvvvvvvnnnnnn. 64 RELYVRIO......cccooeennnnnnnnn. 37
propranolol............................ 64  quinidine gluconate................. 60 REMERON.......................... 55
propylthiouracil...................... 85  quinidine sulfate..................... 60 REMERON SOLTAB.......... 55
PROQUAD (PF)....ccccuuu.. 108  quinine sulfate........................ 10 REMICADE.........cccuunn.... 100
PROSCAR.....cccceeviiiie 150 QULIPTA.....cceeeiieeee 34 RENAGEL......cccoeevevnn. 82
PROSOL 20 %..cccuvvveeeenneee. 152 QUVIVIQ..oiiiiiiieeeee. 55 RENFLEXIS.....ccccoiiien.. 100
PROTONIX......ccocvvrirennnne. 103 QVAR REDIHALER......... 147 RENVELA........cccccoiii, 82
protriptyline........................... 55 RABAVERT (PF)............... 108  repaglinide............................. 91
PROVERA..........oco 133 rabeprazole........................... 103 REPATHA.......cccccceeevinnn, 68
PROVIGIL.........cocvvereennne 55 RADICAVAORS................ 37 REPATHA

PROZAC.....ccccoiiiiieee 55 RADICAVA ORS PUSHTRONEX........cuoeee... 68
PIUAOXIN ..o 72 STARTER KIT SUSP.......... 37 REPATHA SURECLICK.... 68
PULMICORT........cceceeene 147 RAGWITEK..........cceeee. 108 RESTASIS......ccoceiiiii. 139
PULMICORT raloxifene............ccccccoueueee... 127 RESTASIS MULTIDOSE.. 139
FLEXHALER..................... 146 ramelteon..............ccccccccouu.... 55 RETACRIT.....cccccovviiiiianns 106
PULMOZYME................... 147 ramipril...........cooeveeeeeeeennnnnn 64 RETEVMO........cccovvvveree.nn. 22
PURE COMFORT PEN ranolazine .............cc.c...ocue.... 69 RETIN-A.....cccoviiiiiiiiieeees 74
NEEDLE......cc.c.covvviiren. 119 RAPAFLO......cccvvveennn. 150 RETIN-A MICRO................ 74
PURE COMFORT RAPAMUNE........ccccoenne. 22 RETROVIR........ccceeveen. 4
SAFETY PEN NEEDLE....119 rasagiline..............cc.ccccuu...... 32 REVATIO.....ccccovvirriannn. 147
PURIXAN.....ccoovveeiiiieeeens 22 RASUVO (PF)...ccccceevunnnn. 130  REVCOVI......coociiiiiie. 82
PYLERA.......ccovvieeie. 103 RAVICTI....ccoceeeeeiiiieee, 82 REVLIMID........cccvvvrennnnne. 22
pyrazinamide.......................... 10 RAYALDEE......................... 94 REXULTI................. 55
pyridostigmine bromide.......... 39 RAYOS.....iinnn, 85 REYATAZ...oovonnnn. 4
PYRIDOSTIGMINE REBIF (WITH ALBUMIN) REYVOW.....coooiiiiiiiiiee, 34
BROMIDE...........covviiiirns 30 105 REZLIDHIA...........cccnn. 22
pyrimethamine........................ 10 REBIF REBIDOSE............ 105 REZUROCK......cccoovveeennnnn. 22
PYRUKYND......ocovvvrenne 82 REBIF TITRATION PACK REZVOGLAR KWIKPEN.. 92
QBRELIS......coeeiiiieee 64 105 RHOFADE.......ccccceevvnee. 74
QELBREE............................ 55  reclipsen (28) ...eeeeeiiiiaiaaann. 136 RHOPRESSA......ccccounnnn.... 139
QINLOCK........coeeviiiieannnne 22 RECOMBIVAX HB (PF)... 108 RIABNI........cccceevviiiiiieannnn 22
QNASL ..o, 147 RECORLEV.....ccccoeeeveeennnn... 94 Fibavirin...........ooeeeeeeeeeiiiinininan, 4
QTERN ..., 91 RECTIV....cooiiiiiiiiiiiiiens 100 RIDAURA.......ccocviveiee 130
QUADRACEL (PF)........... 108 REDITREX (PF)................ 130 rifabutin...........ccccceeeeenennne... 10
QUALAQUIN......cccvvvvreenen. 10 REGLAN........cccooiiiiiee. 100 rifampin.............cccoeveeennnnne. 10
QUARTETTE..................... 136  REGRANEX.......cccvvveennne 72 RILUTEK.....ccoooiiiiiiiinen. 82
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FIUZOLIC ..o 82 SAFETY PEN NEEDLE....120 sharobel............ccccoevvveeenan... 133

rimantadine...............ccc...cc...... 4 SAFYRAL.....coovvviv. 136 SHINGRIX (PF)................. 108
RINVOQ.....ccooviieeiiieeees 130 SAIZEN....cccoooevviiiieeene, 106  SIGNIFOR.........cccovvivirenn. 23
risedronate...................... 82, 127  SQJAZIT ...ceeeeeeeeeieeeeeeeeen, 147 SIKLOS........ccooveiieeieen, 23
RISPERDAL......ccccoeeennnn. 56 SALAGEN sildenafil (pulmonary arterial
RISPERDAL CONSTA....... 56 (PILOCARPINE)................ 83  hypertension) ...................... 147
risperidone............................. 56 SAMSCA......cccovvvivviiiiiiiins 94  SILENOR.......cccoovieeeeennnn. 57
RITALIN....cooviiiieeeee. 56 SANCUSO......ccoovvivieeannnn. 100 SILIQ....ccoiiieeiiiiieeeeiiieeene 70
RITALIN LA ....ccoeviiies 56 SANDIMMUNE.................. 22 silodoSin..........ccoeeveeeennannn.. 150
FILONAVIT «.eeeeeeeeeeeeeaeeeeeeeeeen 5 SANDOSTATIN................ 22 SILVADENE........cceeeennnn.... 72
FIVASTIGMINE ..., 37 SANTYL...cooooviiiiiiiiiiiiinns 72 silver sulfadiazine................... 72
rivastigmine tartrate............... 37 SAPHRIS.......ccooviii. 56 SIMBRINZA......cccooveennnn.. 140
FIVEOISA ..o, 136  sapropterin..............cceuuuuennn. 94  SIMPONI.........oovvriiiiiiiiinnnns 131
FIZATFIDEAN ... 34 SAVAYSA......ccooviiiiei 66  SIMVASIALIN ......vveeeeeeaeaeeeannn, 68
ROBINUL......cccvviiieein. 96 SAVELLA.......ccocoviiiennn 130 SINEMET......coooiiiieie. 32
ROBINUL FORTE.............. 96 SCEMBLIX.......cccceevvnnneen.. 23 SINGULAIR........ccceeeennn. 148
ROCALTROL..................... 94 scopolamine base.................. 100 Sirolimus........cceeveeeeeeeeeeeennnn, 23
ROCKLATAN......ccuveeee. 139 SEASONIQUE................... 136 SIRTURO.....cccvvviiiiiiiees 10
roflumilast................cc......... 147 SECUADO........ccccvvvvvveeenenn. 56 SITAVIG........cooveciviieieeen. 5
FOpIinirole...........ccccceeeeveunnce... 32 SECURESAFE INSULIN SIVEXTRO......cccvvvvieeinn. 10
FOSUVASIALTN ..., 68 SYRINGE........cccovvieieeen. 120 SKY SAFETY PEN

ROSZET ..o 68 SECURESAFE PEN NEEDLE.......cc...ccovviiieene 120
ROTARIX.....ccoovvviieinn. 108 NEEDLE..........cccvvvirennne 120  SKYCLARYS....coooviieiineen. 37
ROTATEQ VACCINE....... 108  SEGLENTIS........coooviieees 42 SKYLA..cooooiiiiiiiiieei. 134
ROWASA ... 100 SEGLUROMET................... 92 SKYRIZI.......ccccuvveennn. 70, 100
FOWEEPI ...vvvvvvevvvvvvrvannanannnns 30 selegiline hel........................... 32 SKYTROFA.........ccoovvenn. 106
ROXICODONE.................... 42 selenium sulfide...................... 70 SLYND..oooooiiiiiiiiieieeeeeeen. 136
ROXYBOND.........ccocvvvveens 42  SELZENTRY .....cccovvivvnnnnnn. 5 SOAANZ.....ccovvvvieeiiiiieaean, 64
ROZEREM........................... 56 SEMGLEE(INSULIN sodium chloride...................... 83
ROZLYTREK............c..... 22 GLARGINE-YFGN)........... 92 sodium chloride 0.45 %......... 151
RUBRACA.......ccoieeeee 22 SEMGLEE(INSULIN sodium chloride 0.9 %............. 83
RUCONEST .......covvvviviiinaes 147 GLARG-YFGN)PEN........... 92 sodium chloride 3 %
rufinamide...................cc......... 30 SENSIPAR..........ccoovvnnnn. 94 hypertonic..........cccceuuunnnn..... 151
RUKOBIA.......ccciiieeiiiiees 5 SEREVENT DISKUS......... 147 sodium chloride 5 %%
RUXIENCE.......ccccooeeeinnnnn. 22 SEROQUEL........ccovvvvvrrnnnns 56  hypertonic...........cccuuuunn...... 151
RYALTRIS......cooveii. 147 SEROQUEL XR.................. 56 SODIUM OXYBATE........... 57
RYBELSUS......c..cceeeiiis 92 SEROSTIM.......cccovvvvveenenn. 106  sodium phenylbutyrate............ 83
RYDAPT.....ccoovviviiiiiiiees 22 SERTRALINE................... 57  sodium polystyrene sulfonate.. 83
RYTARY ..o, 32 sertraline...........cccoouveevennannnn.. 57  sodium,potassium,mag
RYTHMOL SR..................... 60  setlakin.........ccccooovviiiiiaenannn. 136 sulfates.........cccccevvueveveennnnne. 100
SABRIL.....cccvvviiiiiiiiiiene, 30 sevelamer carbonate............... 83 SOFOSBUVIR-

SAFESNAP INSULIN sevelamer hcl.......................... 83 VELPATASVIR.........ccoue 5
SYRINGE.................. 119,120 SEYSARA......ccoociiiiiiiiis 14 SOGROYA......ccoooviiiieeen. 106
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solifenacin.............cccccouo...... 149 STRIBILD.......oovviiinn. S SUTENT........... 23

SOLIQUA 100/33.................. 92 STRIVERDI RESPIMAT.. 148  syeda........ccc..coeveveveeeennnne... 136
SOLODYN.....ccceeeeiiiieeeens 14 STROMECTOL.................... 10 SYMBICORT........ccuee.... 148
SOLOSEC.......ccovviiieeeee, 10 SUBOXONE.........ooevvvreenns 45 SYMBYAX....coooiiieiiieeeens 57
SOLTAMOX.....cccecvvvvreeennee. 23 subvenite..........cccooueeeiennnnnnn. 30 SYMDEKO.......cocuvvrreennnee. 148
SOMATULINE DEPOT...... 23 subvenite starter (blue) kit.....30  SYMFI..........ooooooool 5
SOMAVERT.......cccvvvvvririnnns 94 subvenite starter (green) kit...30  SYMFILO......ccccoooennnnnnn. 5
SOOLANTRA........ccceeeei. 74 subvenite starter (orange) kit.30  SYMIEPI...........cccvvvvvnnnnn. 141
SOTafenib ............ccccuveeenecnnnnn.. 23 SUCRAID.....c.cceeviiiieeans 100  SYMLINPEN 120................. 92
SORILUX ....cocviiiiieiiiiieeens 70 sucralfate..........cccocuveeann.. 103 SYMLINPEN 60................... 92
SOFINC c.vvvveeeaiieeeeeeaa e, 60 SULAR.....cooiiiieeiiieeee, 64 SYMPAZAN.....cccovviien, 30
SOtalol...........ccccovvvveviiiiiaiaann, 60  sulfacetamide sodium............ 139 SYMPROIC........................ 100
sotalol af .........ccceeveviieeeeann, 60  sulfacetamide sodium (acne)..75 SYMTUZA ......ccoovvvvvviiiiiiennn. 5
SOTYKTU......coooviiienee. 70  sulfacetamide-prednisolone... 139  SYNALAR.......cccoocvvveeieernnn. 79
SOTYLIZE......ccoovvveiieean, 60 sulfadiazine............................ 13 SYNAREL.........ooeei 94
SOVALDI....cccovvvviviiieeeeeiinn, S sulfamethoxazole- SYNDROS......ccoovvviereeen. 100
SPINOSAd........ooevveveeeaeaaannnnn. 80  trimethoprim...........c.couuo...... 13 SYNJARDY....ccoovivivivennnn. 92
SPIRIVA RESPIMAT........ 148 SULFAMYLON................... 75 SYNJARDY XR......cccceeeeen. 92
SPIRIVA WITH sulfasalazine......................... 100 SYNRIBO........ccvvvvveieeeeenn. 23
HANDIHALER................. 148  sulindac............cccccovveueeiinn. 45 SYNTHROID.........ccueeee.. 96
spironolactone........................ 64  SUMAtriptan..........ccccceeeeeeennn... 34 SYPRINE........ccoooiiinn. 83
spironolacton- sumatriptan succinate............. 34 TABLOID......ccccovviiiiiiann 23
hydrochlorothiaz .................... 64  sumatriptan-naproxen............ 34 TABRECTA.....ccccceeeiernns 23
SPORANOX......cccovviiiriinenn. 2 sunitinib malate...................... 23 TACLONEX.....ccccooovveeiinnns 70
sprintec (28) ....coeeevvueennnnnn.n. 136  SUNLENCA........ccoovvvieeeeeen. 5 tacrolimus......................... 23,72
SPRITAM......ccoovvveeeiiieens 30 SUNOSI....oovviiiiiieeeiinen 57  tadalafil...................ccoc........ 150
SPRIX......cooiis 45 SUPRAX ..., 7 tadalafil (pulmonary arterial
SPRYCEL.......covvviiiinnnnnn. 23 SUPREP BOWEL PREP hypertension) oral tablet 20

sps (with sorbitol) .................. 83 KIT..oooeeei 100 MG.eeeeeeeeeeeeii 148
STOMYX wvvvvvvennnnnnnnnnnnnnneneaennns 136 SURE COMFORT INS. TADLIQ.......ovviiiiiiiiinnnn. 148
SSA evviieiaiiiiieieeeie e 72 SYR.U-100.......ccccuvvvrennnnne. 120  TAFINLAR........cccovvvreene 23
STALEVO 100........cccun........ 32  SURE COMFORT tafluprost (pf) ..cccceeeeeeeeeeeannn. 140
STALEVO 125.....cccceveee. 32 INSULIN SYRINGE......... 120 TAGRISSO....ccccvvivieee. 23
STALEVO 150.......ccceevnnnen.. 32 SURE COMFORT PEN TAKHZYRO.........ceuneee.. 148
STALEVO 200..........cccuuuee... 33 NEEDLE..........ceovviirrnnnne. 120  TALICIA.......ccooieeiiees 103
STALEVO 75..cccciiiiiiiianne. 33 SURE COMFORT TALTZ AUTOINJECTOR .. 70
STEGLATRO.......ccuvveeenne 92 SAFETY PEN NEEDLE TALTZ SYRINGE............... 70
STEGLUJAN. ..ot 02 120, 121 TALZENNA.......cccooiiiieeene 23
STELARA ......cooviiee 70 SURE-FINE PEN TAMIFLU.......ccceeviiiiieannn 5
STIOLTO RESPIMAT....... 148 NEEDLES...........ccooiinn. 121  tamoxifen.........cceeeeveeeeeannnn. 23
STIVARGA........ccevviee. 23 SURE-JECT INSULIN tamsuloSin............cccccooueue.. 150
STRATTERA........cceviee. 57 SYRINGE.........ccccooviiiin. 121  TAPERDEX.......cccccoiinirin. 85
STREPTOMYCIN............... 10 SUTAB....ccooiiiiiiiiieeee 100  TARGADOX.....ccccvvviveeann. 14

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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 2023.
173


http://www.express-scripts.com

TARGRETIN........ccceoeieene 23 teriflunomide.......................... 38 TIROSINT.......coeciiiiiiin 96

tarina 24 fe........ccooueeeeeennnn... 136 TERIPARATIDE............... 127  TIROSINT-SOL................... 96
tarina fe 1-20 eq (28) ........... 136 TERUMO INSULIN TIVICAY ..o 5
TARPEYO.......coovvvvvieen. 85 SYRINGE.........ccovivee. 122 TIVICAY PD.....cooeeeee, 5
TASCENSO ODT................. 37 TESTIM....ccoooovieiiiiieeeeee, 95  tizanidine.............cccuuvveenn.... 39
TASIGNA ..., 23 teStOSterone..........cccceeeunnnnnnn. 95 TLANDO.......oovvvvviviriiiiiiinns 95
tasimelteon.................cccceuvunnn. 57 TESTOSTERONE................ 95 TOBI...cooeeeiiiiei 10
TASMAR ..., 33 testosterone cypionate............ 95 TOBI PODHALER.............. 10
tavaborole.............................. 76  testosterone enanthate............ 95 TOBRADEX........ccceeeoo. 140
TAVALISSE......cccoovvire. 66 TETANUS,DIPHTHERIA TOBRADEX ST ................. 140
TAVNEOS......cccooviiiieeee 83 TOXPED(PF)....ccccovvveennn. 108  tobramycin...................... 10, 137
tazarotene..............c.eeeenn..... 74 tetrabenazine.......................... 38  tobramycin in 0.225 % nacl..... 10
TAZAROTENE.................... 74 tetracycline............................ 14 tobramycin sulfate.................. 10
FAZICES v, 7 TEXACORT....cccccceeviannnn. 79 tobramycin-dexamethasone.. 140
TAZORAC.......cccovvveein. 74 TEZSPIRE........cccccoevenne. 148 TOBREX......cccconiiiiiieannne. 137
LAZEIA XT oovvvveeeiaaaeeeeeeeeieee 64 THALITONE.........c.....c..... 64  tolcapone...............covvveeeeann. 33
TAZVERIK......cccoovevviennn. 23  THALOMID................... 23,24 TOLSURA......ccooiiiiiees 2
TDVAX ..o 108 THEO-24.......ccccoviviiiiias 148  tolterodine............................ 150
TECFIDERA.........cccoeeeee.. 38 theophylline.......................... 148  tolvaptan................cccuuuun...... 95
TECHLITE INSULIN thinpro insulin syringe........... 122 TOPAMAX....ccccciviiiiieans 30
SYRINGE........cccoeviiene 121  THINPRO INSULIN TOPCARE CLICKFINE....122
TECHLITE INSULN SYRINGE.........cccvvireenne. 122  TOPCARE ULTRA
SYR(HALF UNIT)............. 121 THIOLA.......ccovvieiieiiee, 83 COMFORT.....ccooeevvennn. 122
TECHLITE PEN NEEDLE 122 THIOLA EC.........c..ccc.n...... 83 TOPICORT.....cc.eeveeirrinnne 79
TEFLARO.........ovvnnn. 7 thioridazine............................ 57  topiramate......................oouuu.. 30
TEGRETOL............cceuunne.. 30  thiothixene...........cccccoveunne..... 57 TOPROL XL.....cccovvvveennnee. 64
TEGRETOL XR.................... 30 THYQUIDITY ..cceevevnven. 96  toremifene.............cccoeeuuunenn. 24
TEGSEDI............................. 38  tiadylter...........cc.ooooonn.... 64 torsemide................................ 64
TEKTURNA.......ccvvviee 64  tiagabine.............ccccuveeeenn.... 30 TOSYMRA........cocvvvveee 34
telmisartan..............ccceeenn...... 64 TIAZAC......iiiiiiiiians 64 TOUJEO MAX U-300
telmisartan-amlodipine........... 64 TIBSOVO.....coooonnnn. 24  SOLOSTAR.....cccoovveiennn. 92
telmisartan- TICOVAC.............ccee 108 TOUJEO SOLOSTAR U-
hydrochlorothiazid.................. 64 tigecycline...............cccceuuun.... 10 300 INSULIN..........ceeennnnns 92
TENIVAC (PF)........c.o........ 108 TIGLUTIK.........ccovvvvvrrnnnns 83  tovet emollient........................ 79
tenofovir disoproxil fumarate....5 TIKOSYN......ccoooovviiiiiiinnnnn. 60 TOVIAZ......ooovvvvvvieeaee. 150
TENORETIC 100................. 64  tiliafe. .o, 136 TPN ELECTROLYTES..... 151
TENORETIC 50................... 64  timolol maleate............... 64,138 TRACLEER....................... 148
TENORMIN...........cceeennns 64  timolol maleate (pf)............. 138 TRADJENTA.......covvvvveeee. 92
TEPMETKO..........cceuvveennnn. 23 TIMOPTIC OCUDOSE TRAMADOL.......cccuvvveennn. 45
[OTAZOSIN ..., 64 (PE)uiiiiiiiiieieiei 138  tramadol.................cccceen........ 45
terbinafine hel.......................... 2  TIMOPTIC-XE................... 138  tramadol-acetaminophen........ 46
terbutaline............................ 148  tinidazole................................ 10 trandolapril............................ 64
terconazole........................... 134 tiopronin...........ccccceuvvevnnnnn.... 83  trandolapril-verapamil............ 64
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tranexamic acid.................... 134 tri-lo-sprintec........................ 136 TYMLOS................ 127
TRANSDERM-SCORP......... 100 trimethoprim..............cc.......... 14 TYPHIM VI.........oooonnn. 108
tranylcypromine..................... 57T tri-mili......ccccoeeeeeeeeeeananaann. 137 TYRVAYA. ..o 139
travasol 10 %o .........ueeeeeenn.... 152 trimipramine.......................... 57 TYVASODPI..................... 148
TRAVATANZ................... 140 TRINTELLIX..........ceune... 57 UBRELVY......ccoooiiiiiiinnns 34
[TAVOPFOSE ... 140 tri-nymyo........oovvvvvvvvnrnnnnnnn. 137 UCERIS......cooviiiiiiiiinnns 100
TRAZIMERA. ..o 24 tri-sprintec (28) ....cooeevuenann. 137 UDENYCA......ccccovveeeeee, 106
trazodone............................... 5T  tFitOCIH . . 80 UDENYCA
TRECATOR.......c.coeev. 10 TRIUMEQ.......cooiiiveeeannnnnn. 5 AUTOINJECTOR.............. 106
TRELEGY ELLIPTA......... 148 TRIUMEQPD.........cceunnne.. 5 ULORIC......cccoviiiiirene 126
TRELSTAR .....cccvvieee. 24 trivora (28) ceeeeeeeiiieeeen 137 ULTICARE...........connn.. 123
TREMFYA....ccccoiiiiie 71 tri-vylibra.................cooc........ 137 ULTICARE INSULIN
treprostinil sodium.................. 64 tri-vylibralo......................... 137 SYRINGE............ceuun 123
TRESIBA FLEXTOUCH TRIZIVIR......ccvvvvveiiieieeae, 5 ULTICARE INSULN
U-100..ciieieeiiiieeeeiieeees 92 TROKENDI XR........cc.ee.. 31 SYR(HALF UNIT)............. 123
TRESIBA FLEXTOUCH TROPHAMINE 10 %......... 152 ULTICARE PEN NEEDLE
U-200 .00 e, 92 troSpium........ccccceeeeeeeaeaaannn. 150 123
TRESIBA U-100 INSULIN..92 TRUDHESA..............ceeenn. 34 ULTICARE SAFETY PEN
tretinoin (antineoplastic) ........ 24  TRUE COMFORT NEEDLE.......cccoovvvviiiiiiinn, 123
tretinoin microspheres............ 74 INSULIN SYRINGE......... 122  ULTIGUARD

tretinoin topical...................... 74 TRUE COMFORT PEN SAFEPACK-INSULIN
TREXALL........cooeiii 24 NEEDLE......ccccoocvvviiieee, 122 SYR..ooeeee 123
TREXIMET........cooviiieens 34 TRUE COMFORT PRO ULTIGUARD
TREZIX....ccooviiiieiiiieeee, 43 INSSYRINGE................... 122 SAFEPACK-PEN
triamcinolone acetonide TRUE COMFORT NEEDLE........ccccoeeiiiinnn. 123
................................... 79, 80,84 SAFETY PEN NEEDLE....122 ULTILET INSULIN
[FIAMECTENE ... 64 TRUEPLUSINSULIN....... 123 SYRINGE..........coviiies 124
triamterene- TRUEPLUS PEN NEEDLE ULTILET PEN NEEDLE.. 124
hydrochlorothiazid.................. 04 s 123 ULTRA CMFT INS SYR
IPIANEX oo 80 TRULANCE....................... 100 (HALF UNIT)...cccevvnneenn. 124
TRIBENZOR...........cceenn 64 TRULICITY .cccovvveeeiiiiieene 93 ULTRA COMFORT
TRICOR.......coeviiiiiee. 68 TRUMENBA...................... 108 INSULIN SYRINGE......... 124
TAerM ... 80 TRUVADA......cccooeiiiiiiee, 5 ULTRA FLO INSUL

IFTENLING ..o, 83 TUDORZA PRESSAIR..... 148 SYR(HALF UNIT)............. 124
tri-estarylla.......................... 136 TUKYSA......cooii 24 ULTRA FLO INSULIN
trifluoperazine........................ 57 TURALIO........cccoeviiiinnnn 24 SYRINGE........ccoovvveeeee. 124
trifluridine ..............ccccceo... 138 TWINRIX (PF)...cccccvvveennnn. 108 ULTRA FLO PEN
TRIJARDY XR.............. 92,93 TWYNEO......coviiiiiiiin. 74 NEEDLE...........ccovviiee. 124
TRIKAFTA ..o, 148 TYBLUME..........ccoiee. 137 ULTRA THIN PEN

tri-legest fe.........ocoveveeeeannn. 136 TYBOST.....ccovviiiiiieieeeeees 5 NEEDLE.....oooovviiiiiins 124
TRILEPTAL........ccooviiiiies 30 tydemy......cooooiiiiiiiiiiiien, 137 ULTRACARE INSULIN
TRILIPIX ....cooiiiiiiiiiiiienn, 68 TYGACIL......ooviiiieeeen. 10 SYRINGE......cccoooiiiiiin 124
tri-lo-estarylla...................... 136 TYKERB........cceeeviiiiis 24
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ULTRACARE PEN valsartan-hydrochlorothiazide.64 VERSACLOZ....................... 58

NEEDLE.........ccooovvvveeeen. 124 VALTOCO......cccovvvveeeeeeeann. 31 VERZENIO........cvvvveeee.. 24
ULTRA-THIN II (SHORT) VALTREX.....cooooviiiiiiiiiiin, 5 VESICARE..........ccuuvvnn. 150
INSSYR ...oooovviiii 125 VANCOCIN.......cevveeeee.. 10,11 VESICARELS.................. 150
ULTRA-THIN II (SHORT) VANCOMYCIM ..vaaaaaannnn. 11 vestura (28) ......ooeeeeeevevvnnnnn. 137
PEN NDL......ccooovvvieeeeee. 125 VANCOMYCIN................... 11 VFEND......ccoooiiiiee, 2
ULTRA-THIN II INS PEN vandazole............................. 134 VFENDIV........ccoooiii 2
NEEDLES........ccoovviiieee. 125 VANISHPOINT INSULIN V-GO 20...coiieiiiiiiieeeain, 126
ULTRA-THIN IT INSULIN SYRINGE.........ccccoeeeienn. 125 V-GO 30..coooviiiiiiiieeeeeenn, 126
SYRINGE..........coeovieies 125 VANISHPOINT SYRINGE V-GO40...coouvvvviiiiieeieaan, 126
ULTRAVATE......cccovvveee. B0 e 125 VIBERZI.........coooevennnn 101
UNASYN..cooiiiiiiieiees 12,13 VANOS......cooiiiiieeieeeeee, 80 VIBRAMYCIN.........eoeeeenn.. 14
UNIFINE PENTIPS........... 125 VAQTA (PF)..uoeiieiiiee, 108 VIBRAMYCIN

UNIFINE PENTIPS varenicline...................ccccoco.... 83 (CALCIUM)...cccoeeveieeiirnnnnnn. 14
MAXFLOW........cceovnn. 125 VARIVAX (PF)......cccuun... 108 VIBRAMYCIN (MONO).....14
UNIFINE PENTIPS PLUS 125 VARUBI.......cccoooiieen. 101  VICTOZA 3-PAK................. 93
UNIFINE PENTIPS PLUS VASCEPA.......oovieeee 68  VIenVA.....cveeeiiiiiiieeee 137
MAXFLOW. ... 125 VASERETIC.......cccceeennnnn... 64 vigabatrin.........ccccceeeeeeeenn..... 31
UNIFINE VASOTEC...........cccoovvee 64  vigadrome............................... 31
SAFECONTROL................ 125 VECAMYL.....ccoovviiinne. 69 VIGAMOX.....coooooeeeeeienn, 138
UNIFINE ULTRA PEN VECTICAL........ccovvvveeennn. 71 VIIBRYD....ccoooovviiiieeieees 58
NEEDLE.........cccoovvviiiiiiinn, 125 velivet triphasic regimen (28)137 VIJOICE..........cccoovvvveeeeennn. 24
unithroid................................ 96 VELPHORO......................... 83  wvilazodone..................c.ouuu. 58
UPTRAVI.........ooiiiin 64 VELTASSA ..o 83 VIMOVO.....ccoovveeeieeieeen, 46
UROCIT-K 10.........c.uuue. 150 VELTIN........cooooiiieeeeee. 74  VIMPAT...ccoovviiiiieiin 31
UROCIT-K 15.......cccuu 150 VEMLIDY ....cccoovviiiiieeeieeen, 5 VIOKACE........coccceeeveenn. 101
UROCIT-K 5....vvvvvivnnenen. 150 VENCLEXTA......cccovvveeee.n. 24 VIRACEPT....ccoccovviiiiiiin, 5
UROXATRAL........cuue..... 150 VENCLEXTA STARTING VIREAD.........ccoviiieee 5,6
URSO 250.....uiiiiiiiieeeeen, 100 PACK.......occooiiiiiiiieieeee, 24  VITRAKVI.......ccoovvvvveee 24
URSO FORTE.................... 100  venlafaxine.........ccccceeeeeennnn... 58 VIVELLE-DOT.................. 133
ursodiol......................... 100, 101 VENLAFAXINE VIVITROL...........oooeeeinn, 46
UZEDY ..o, 57,58 BESYLATE........ccuuvvnnne. 58 VIVIOA. ... 2
VABOMERE....................... 10 VENTAVIS.......cccccceiiin, 148 VIZIMPRO...........oovveeeeen. 24
VAGIFEM..........ccovvveee, 133 VENTOLIN HFA............... 149 VOGELXO.....coooovviieeeennnn, 95
valacyclovir.............cccccceeuunn.... S verapamil................ccccuvu..... 64 VONIJO....ccoooviiiiiiiiieeeeee, 24
VALCHLOR..............ccn. 72 VERDESO.......cccovvvvvveeeeen. 80  voriconazole............................. 2
VALCYTE.......ccoiiiii S VERELAN......cccccccniiinnnnn, 64 VOSEVI.......cooiiiiiee, 6
valganciclovir ...............ccccceeuu. 5 VERELANPM........ccccuvve. 64 VOTRIENT.......................... 24
VALIUM........oooieiee 58 VERIFINE INSULIN VOXZOGO......cccovvvvveereennn. 95
valproic acid........................... 31 SYRINGE......ccccccceviiins 125 VRAYLAR........cccooe 58
valproic acid (as sodium salt) .31 VERIFINE PEN NEEDLE 126 VTAMA......ccccocccvviiiieeiin. 71
VALSARTAN........eevnne. 64 VERKAZIA.........cceennn. 139 VUITY .o, 139
Valsartan.............cccccvvevennnnn... 64 VERQUVO.......ccovvvvveere. 69 VUMERITY ....cccovvvvrverennnn. 38

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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vyfemla (28) .....ccccoveuevennnnne. 137  XIIDRA ..o, 139 ZENZEDI...........cccoiiiennn 59

VPIDYQ ... 137 XIMINO........ooovivieeee. 14 ZEPATIER...............cceuun. 6
VYNDAMAX.......cccoeveiennn 69 XOFLUZA.....coooovviiiiiieeeennn, 6 ZEPOSIA.........ccoeeeei 38
VYNDAQEL.............coonn. 69 XOLAIR.........oeeeiiiiiinn, 149 ZEPOSIA STARTER

VYTORIN 10-10................... 68 XOPENEXHFA................ 149 PACK (7-DAY)..ccvvvevinen.. 38
VYTORIN 10-20................... 68 XOSPATA........cooe 25 ZERBAXA.......ccocooiiiin. 7
VYTORIN 10-40................... 68 XPOVIO....cooooceeeiiieiinn, 25 ZERVIATE.....ccoooveeeei. 139
VYTORIN 10-80................... 68 XTAMPZAER.................. 43 ZESTORETIC...................... 64
VYVANSE.....ccooviiiiin, 58 XTANDI....coooovviiiiiiiiiiai, 25 ZESTRIL.........ccoviiininnnn. 64
VYZULTA ..., 140  xulane.........ccccceeeeenennnnnnnnnnn. 134 ZETIA........coooeeii 69
WAKIX ..o, 58 XULTOPHY 100/3.6............ 93 ZETONNA.......cccoeiieeee, 149
WATTATT ..o, 66 XURIDEN......ccooocvvviiiiiennn. 83 ZIAC. ..., 65
WELCHOL............coevve, 68 XYOSTED........cceevvverennn. 95 ZIAGEN....ccoooooiiiiiiiiinn, 6
WELIREG........cccoeeeeenn. 25 XYREM.....oooooooviiiiiee 59 ZIANA.....coooiiiiieeee 74
WELLBUTRIN SR............... 58 XYWAV ... 59  zidovudine................................ 6
WELLBUTRIN XL........ 58,59 YASMIN (28)..cceeveeecirrieannn. 137  ZIEXTENZO.........ccuu....... 106
WINLEVI.......oooiiiii. T4 YAZ (28)ceeeeciiiieeeciiieen, 137 zileuton...............cccceeuueunn.... 149
wixela inhub......................... 1499 YF-VAX (PF)...................... 108 ZILXI..ooooooeeeeeeeeeeiii, 74
WYMZYA fE.ovvvvvaaaaaaaaaaaannnn, 137 YONSA ..., 25 ZIMHI.........ocoovee 46
XADAGO.....cccoovviiraeenn 33 YUPELRI...........coonii, 149  ZIOPTAN (PF)....cccovveennn. 140
XALATAN. .....oovvvvviviiiiiinn, 140 YUSIMRY(CF)PEN.......... 131  ziprasidone hcl........................ 59
XALKORI........ccoiiiiiiee. 25 yuvafem.........ccceeeeeeeeeennnnn, 133 ziprasidone mesylate............... 59
XARELTO.....ccccvvvveeeeinn. 66  zafemy........c.cccevviiieininnnn.n. 134 ZIPSOR.......cooviiiieeeiiieeen, 46
XARELTO DVT-PE zafirlukast ...................c....... 149 ZIRABEV....ccoooiiiiiiiiiiinn, 25
TREAT 30D START............ 66  zaleplon..........ccccouueeviiiiiannnn. 59 ZIRGAN....cooocoiiiiieinn, 138
XATMEP.......ccoovvveiiiiieaa, 25 ZANAFLEX......ccooooeeiiin. 39 ZITHROMAX.....cocoooeeeieenn, 8
XCOPRI.....ccvvvvveiiiiiiiieie, 31 ZARONTIN...........ecenn 31 ZITHROMAX TRI-PAK....... 8
XCOPRI MAINTENANCE ZARXIO......cooovivviiiineece, 106 ZITHROMAX Z-PAK........... 8
PACK ..o, 31 ZAVESCA......ccccccevviinnn, 95 ZOCOR.....ccooovvviiiiiiiiieei, 69
XCOPRI TITRATION ZEGALOGUE ZOKINVY ..o, 83
PACK. ..o, 31 AUTOINJECTOR................ 93 ZOLINZA.........ccoeee. 25
XELJANZ ..o 131 ZEGALOGUE SYRINGE...93  zolmitriptan............................ 35
XELJANZ XR.......cooeunnee... 131 ZEGERID...........ccocvvee. 103 ZOLOFT ... 59
XELPROS........cvviie. 140 ZEJULA.........ooviieiee. 25  zolpidem................ccooeeeennn. 59
XELSTRYM.......oooviiie, 59 ZELAPAR......ccoooviieeenn.. 33 ZOMACTON.......covvvvveeeen. 106
XENAZINE........cooviiiin 38 ZELBORAF......cccoovvvieenn. 25 ZOMIG........ccovviiiiie. 35
XENLETA......coooiie 11 ZEMAIRA..........oooeiie 83 ZONALON.......ccoovvviveeeeeen. 72
XERESE......ccooviiiiiii. 76  ZEMBRACE SYMTOUCH.35 ZONEGRAN..........ccccuvveeen. 31
XERMELO.........ccouvvvrrnnne. 25 ZEMDRI.......coovviiiein, 11 ZONISADE........ccvvvveenn. 31
XGEVA ... 15 ZEMPLAR......cccovvviiiieen, 95  zonisamide............................. 32
XHANCE........coooviiieeeen. 149  zenatane.............cccouveeeuennnnnn. 74  ZONTIVITY ..coovvviiiiiiiiiiiis 66
XIFAXAN ....cooviiiiieiieee, 11 ZENPEP......coooiieii, 101  ZORBTIVE......ccccvvveen 106
XIGDUO XR.......ccvvvveeee 93 zenzedi.......ccooviieeeiiiiiaaann, 59 ZORTRESS....ccoccoviiiieee, 25

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ZORYVE......ccooiiiiiiii 71

ZOSYN IN DEXTROSE

(ISO-OSM)...ovviiiiieieeeeees 13
zovia 1-35 (28) ooeeeeeeeeennnnnnn, 137
ZOVIRAX....ccoovvvvvnen. 76,77
ZTALMY ..ooviviiiiiieeeiieeen, 32
ZTLIDO....oocoiiiiiieeeiiiieee, 72
ZUBSOLV....ccoooviiiiiiieeens 46
ZYCLARA.....ccovieiiieee, 72
ZYDELIG.....cccoovvieeiiieen, 25
ZYFLO...coooiiiiiiieeeen. 149
ZYKADIA ....ccoooiiiiieee 25
ZYLET ..ccoooiiiiiiiiiii, 140
ZYLOPRIM.......cceevveene 126
ZYMAXID....ccovviviiiaeanne. 138
ZYPITAMAG.......cccevvnne. 69
ZYPREXA ....ccccovviiiiinn 59
ZYPREXA RELPREVV...... 59
ZYPREXA ZYDIS.............. 59
ZYTIGA ..o 25
ZYVOX ..iiiiiiiiiiiiiiiiiieeen, 11

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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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 08/22/2023. 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.

© 2023 Express Scripts. All Rights Reserved.
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