LS

'A ®
vay EXPRESS SCRIPTS

agp» Medicare (PDP)

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 of the drug. 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 30 days before the change
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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 154. 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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¢ 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:
e  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 154.

The “Drug Name” column of the chart lists the drug name. Brand-name drugs are capitalized
(e.g., CRESTORP™) and generic drugs are listed in lowercase italics (e.g., atorvastatin). The information
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in the “Requirements/Limits” column tells you if there are any special requirements for coverage of
that particular drug.

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

Your Costs

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

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

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

e The drug tier for your drug. Each covered drug is in one of five 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
Preferred commonly prescribed preferred | amount.
Generic generic drugs.
Drugs
Tier 2: This tier includes prescribed Drugs in this tier will generally have lower
Generic generic drugs. cost-sharing amounts than brand drugs.
Drugs
Tier 3: 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 4: This tier includes non-preferred | Many non-preferred drugs have lower-cost
Non- brand-name drugs as well as alternatives. Ask your doctor if switching to a
Preferred some generic drugs. lower-cost generic or preferred brand-name
Drugs drug may be right for you.
Tier 5: 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
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are. You can also contact Customer Service with any questions using the information listed on the front
and back covers of this formulary.

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

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

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

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).

This drug list was updated in August 2023.

vil


https://www.medicare.gov
http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fluconazole 2 MO
fluconazole in nacl 4 PA; MO
(iso-osm)
ANTIFUNGAL intravenous
AGENTS piggyback 200
ABELCET 4  PA;MO mgl100 ml
AMBISOME 5 PA fluconazole in nacl 4 PA
amphotericin b 4 PA; MO (lSO-OSWl)
intravenous
ANCOBON 5 MO piggyback 400
CANCIDAS 5 mg/200 ml
caspofungin 4 Sflucytosine 5 MO
clotrimazole mucous 2 MO griseofulvin 4 MO
membrane microsize
CRESEMBA 5 PA griseofulvin 4 MO
ORAL ultramicrosize
DIFLUCAN 4 MO itraconazole oral 4 MO; QL
ORAL capsule (120 per 30
SUSPENSION days)
FOR itraconazole oral 4 MO
RECONSTITUTI solution
ON ketoconazole oral 2 MO
DIFLUCAN . MO micafungin 5 MO
ORAL TABLET 5
100 MG, 150 MG, NOXAFIL ORAL PA; MO;
200 MG SUSP,DELAYED QL (32 per
ERAXIS(WATER 5 MO EEEE?ISE FOR 30 days)
DILUENT)
INTRAVENOUS NOXAFIL ORAL 5 PA; MO;
RECON SOLN SUSPENSION QL (630 per
100 MG 30 days)
ERAXIS(WATER 4 MO NOXAFIL ORAL 5 PA; MO;
DILUENT) TABLET,DELAY QL (96 per
INTRAVENOUS ED RELEASE 30 days)
RECON SOLN 50 (DR/EC)
MG nystatin oral 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
posaconazole oral 5 PA; MO; abacavir-lamivudine 2 MO
suspension QL (630 per acyclovir oral ? MO
30 days) capsule
posaconazole oral 5 PA; MO; acyclovir oral 4 MO
tablet,delayed QL (96 per suspension 200 mgl5
release (drlec) 30 days) ml
SPORANOX 4 MO; QL acyclovir oral tablet 2 MO
ORAL CAPSULE Ellazos)p er 30 acyclovir sodium 4 PA; MO
y intravenous solution
E)I;OARLANOX 4 MO adefovir 4 MO
SOLUTION amantadine hcl 2 MO
terbinafine hcl oral 2 MO APTIVUS S MO
TOLSURA 5 PA; MO; atazanavir 4 MO
QL (120 per BARACLUDE 5 MO
30 days) BIKTARVY 5 MO
VFEND IV 4 PA; MO CIMDUO 5 MO
VFEND ORAL 5 PA; MO COMBIVIR 4 MO
IS:Ié;PENSION COMPLERA 5 MO
RECONSTITUTI darunavir 5 MO
ON ethanolate
VFEND ORAL 4 PA;MO DELSTRIGO S MO
TABLET DESCOVY 5 MO
VIVIOA 5 PA; QL (18 DOVATO 5 MO
per 84 days) EDURANT 5 MO
;;;;23:553;6 S PA; MO efavirenz 4 MO
efavirenz- 5 MO
voriconqzole oral 5 PA; MO emtricitabin-tenofov
iZig Z’;fll;)u’;lj; onr efavirenz-lamivu- 5 MO
tenofov disop
voriconazole oral 4 PA; MO SRS
cablet emtricitabine 4 MO
emtricitabine- 4 MO
ANTIVIRALS tenofovir (tdf)
abacavir 2 MO

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

EMTRIVA ORAL 4 MO HARVONI ORAL 5  PA; MO;

CAPSULE PELLETS IN QL (56 per

EMTRIVA ORAL 3 MO PACKET 45-200 28 days)

SOLUTION MG

ontecavir 4 MO HARVONI ORAL 5  PA; MO;

EPCLUSA ORAL 5  PA; MO; EA‘?LET 45-200 %Ldfi)per

PELLETS IN QL (28 per y

PACKET 150-37.5 28 days) HARVONI ORAL 5 PATMO;

MG TABLET 90-400 QL (28 per

EPCLUSA ORAL 5  PA; MO; MG 28 days)

PELLETS IN QL (56 per INTELENCE 5 MO

PACKET 200-50 28 days) ORAL TABLET

MG 100 MG, 200 MG

EPCLUSA ORAL 5  PA; MO; INTELENCE 4 MO

TABLET 200-50 QL (56 per ORAL TABLET

MG 28 days) 25 MG

EPCLUSA ORAL 5  PA;MO; ISENTRESS HD 5 MO

TABLET 400-100 QL (28 per ISENTRESS 5 MO

MG 28 days) ORAL POWDER

EPIVIR 4 MO IN PACKET

EPZICOM 5 MO ISENTRESS 5 MO

etravirine 5 MO %i’;{};gg;ET 5 Vo

EVOTAZ 5 MO ORAL

famciclovir 2 MO TABLET.CHEWA

fosamprenavir 4 MO BLE 100 MG

FUZEON 5 MO ISENTRESS 3 MO

SUBCUTANEOU ORAL

S RECON SOLN TABLET,CHEWA

GENVOYA 5 MO BLE 25 MG

HARVONI ORAL 5  PA;MO; JULUCA > MO

PELLETS IN QL (28 per KALETRAORAL 4 MO

PACKET 33.75- 28 days) SOLUTION

150 MG KALETRAORAL 4 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 4 MO
TABLET 200-50 POWDER IN
MG PACKET
lamivudine MO ODEFSEY 5 MO
lamivudine- MO oseltamivir 2 MO
zidovudine PIFELTRO 5 MO
LEDIPASVIR- PA; MO; PREVYMIS 5 PA; MO;
SOFOSBUVIR QL (28 per ORAL QL (30 per

28 days) 30 days)
LEXIVA ORAL MO PREZCOBIX 5 MO
SUSPENSION PREZISTAORAL 5 MO
LEXIVA ORAL MO SUSPENSION
TABLET PREZISTA ORAL 4 MO
LIVTENCITY PA; LA; TABLET 150 MG,

QL (120 per 75 MG

30 days) PREZISTAORAL 5 MO
lopinavir-ritonavir MO TABLET 600 MG,
oral solution 800 MG
lopinavir-ritonavir MO RELENZA 4 MO
oral tablet DISKHALER
maraviroc MO RETROVIR 4 MO
MAVYRET PA; MO; ORAL CAPSULE
ORAL PELLETS QL (168 per RETROVIR 4 MO
IN PACKET 28 days) ORAL SYRUP
MAVYRET PA; MO; REYATAZ ORAL 5 MO
ORAL TABLET QL (84 per CAPSULE 200

28 days) MG, 300 MG
nevirapine oral REYATAZ ORAL 5 MO
SUspension POWDER IN
nevirapine oral MO PACKET
tablet ribavirin oral 2 MO
nevirapine oral MO capsule
tablet extended ribavirin oral tablet 2 MO
release 24 hr 200 mg

rimantadine 4 MO

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

ritonavir 2 MO tenofovir disoproxil 4 MO
RUKOBIA 5 MO fumarate
SELZENTRY 3 MO TIVICAY ORAL 3 MO
ORAL TABLET 10 MG
SOLUTION TIVICAY ORAL 5 MO
SELZENTRY 5 MO TABLET 25 MG,
ORAL TABLET 50 MG
150 MG, 300 MG TIVICAY PD 5 MO
SELZENTRY 3 MO TRIUMEQ 5 MO
ORAL TABLET TRIUMEQ PD 5 MO
2> MG. 7> MG TRIZIVIR 5 MO
soromov QRN  —o70A O
VELPATASVIR QL (28 per TYBOST 4 MO

28 days) valacyclovir oral 2 MO; QL
SOVALDI ORAL 5 PA- MO- tablet 1 gram (120 per 30
PELLETS IN QL (28 per ' days)
PACKET 150 MG 28 days) valacyclovir oral 2 MO; QL
SOVALDI ORAL 5  PA:MO: tablet 500 mg (60 per 30
PELLETS IN QL (56 per days)
PACKET 200 MG 28 days) VALCYTE MO
SOVALDI ORAL 5 PA; MO; valganciclovir oral MO
TABLET 200 MG QL (56 per recon soln

28 days) valganciclovir oral 2 MO
SOVALDI ORAL 5  PA; MO; tablet
TABLET 400 MG QL (28 per VALTREX ORAL 4 MO; QL

28 days) TABLET 1 GRAM (120 per 30
STRIBILD 5 MO days)
SUNLENCA 5 VALTREX ORAL 4 MO; QL
ORAL TABLET 500 MG (60 per 30
SYMFI 5 MO days)
SYMFI LO 5 MO XFIXLéED; ﬁg
SYMTUZA 5 MO ORAL TABLET
TAMIFLU 4 MO VIREAD ORAL 5 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 4 MO cefadroxil oral 2 MO
TABLET 150 MG, suspension for
200 MG, 250 MG reconstitution 250
VIREAD ORAL 5 MO mgl5 ml, 500 mgl5
TABLET 300 MG ml
VOSEVI 5 PA; MO:; cefadroxil oral 2 MO
QL (28 per tablet
28 days) cefazolin injection 4 MO
XOFLUZAORAL 3 MO recon soln I gram,
TABLET 40 MG, 500 mg
80 MG cefazolin injection 4
7ZEPATIER 5 PA; MO:; recon soln 10 gram
QL (28 per cefdinir 2 MO
28 days) cefepime injection 4 MO
Z1IAGEN 4 MO cefixime 4 MO
zidovudine 2 MO cefoxitin 4 PA: MO
CEPHALOSPO intravenous recon
RINS soln 1 gram, 2 gram
AVYCAZ 5  PA;MO cefoxitin 4 PA
; ; ; 5 M intravenous recon
cefaclor oral capsule O soln 10 gram
cefaclor‘ oral 2 MO cefpodoxime 4 MO
suspension for .
reconstitution 125 cefprozil 2 MO
mgl5 ml ceftazidime injection 4 PA; MO
cefaclor oral 5 recon soln 1 gram, 2
suspension for gram
reconstitution 250 ceftazidime injection 4 PA
mgl5 ml, 375 mgl5 recon soln 6 gram
ml ceftriaxone injection 4 MO
cefaclor oral tablet 4 MO recon soln 1 gram, 2
extended release 12 gram, 250 mg, 500
hr mg
cefadroxil oral 2 MO ceftriaxone injection 4
capsule recon soln 10 gram
cefuroxime axetil 2 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 4 PA; MO azithromycin oral 2
injection recon soln tablet 250 mg (6
750 mg pack), 500 mg (3
cefuroxime sodium 4 PA; MO pack)
intravenous recon azithromycin oral 2 MO
soln 1.5 gram tablet 250 mg, 500
cephalexin 2 MO mg, 600 mg
SUPRAX ORAL 4 MO clarithromycin 2 MO
CAPSULE DIFICID ORAL 5 QL (136 per
SUPRAX ORAL 4 MO SUSPENSION 10 days)
SUSPENSION FOR
FOR RECONSTITUTI
RECONSTITUTI ON
ON 200 MG/5 ML DIFICID ORAL 5 MO; QL
SUPRAX ORAL 4 TABLET (20 per 10
SUSPENSION days)
FOR e.e.s. 400 oral tablet 4 MO
RECONSTITUTI EES. 4 MO
ON 500 MG/5 ML GRANULES
SUPRAX ORAL 4 MO ERYPED 200 4 MO
gﬁg LET.CHEWA ERYPED 400 4 MO
IR - ery-tab oral 4 MO
tazicef injection 4 PA; MO tablet, delayed
TEFLARO S PA; MO release (drlec) 250
ZERBAXA PA mg, 333 mg
ERYTHROMYC ERY-TAB ORAL 4 MO
INS/ OTHER TABLET,DELAY
MACROLIDES ED RELEASE
h : 1 PA: MO (DR/EC) 500 MG
p :
?nztlra:g:;;(;m ’ erythrocin (as 4 MO
: _ stearate) oral tablet
azzt]}czromycm oral 2 MO 250 mg
packet ERYTHROCIN 4 PA;MO
azzthromycm oral 2 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 2 MO ARIKAYCE 5 PA; LA
ethylsuccinate oral atovaquone 4 MO
SUp ens‘zonf or atovaquone- 4 MO
reconstitution .
‘ proguanil
erythromycin 4 MO AZACTAM 4 PA: MO
ethylsuccinate oral ’
tablet aztreonam 4 PA; MO
erythromycin oral 4 MO BENZNIDAZOLE 4 MO
ZITHROMAX 4  PA;MO BETHKIS > PAJMO;
INTRAVENOUS QL (224 per
ZITHROMAX 4 MO 28 days)
ORAL PACKET BILTRICIDE 4 MO
ZITHROMAX 4 MO CAYSTON 5  PAMO;
ORAL LA; QL (84
SUSPENSION per 56 days)
FOR chloroquine 2 MO
RECONSTITUTI phosphate
ON CLEOCIN HCL 4 MO
ZITHROMAX 4 MO CLEOCIN 4 MO
ORAL TABLET PEDIATRIC
;51(;11\{/[5(’)15\21?;(} i VO clindamycin hcl 2 MO
. . . 0 .
TRL.PAK clindamycin in 5 % 4 PA; MO
dextrose
I%I:LTI? ROMAX Z- 4 MO clindamycin 2 MO
pediatric
MISCELLANEO clindamycin 4 PA; MO
IAJ?ITIINFECTIV phosphate injection
ES clindamycin 4 PA; MO
phosphate
AEMCOLO 4 MO; QL intravenous
(12 per 30 COARTEM 4 MO
days) colistin 4 PA; MO;
albendazole S MO (colistimethate na) QL (30 per
amikacin injection 4 PA; MO 10 days)
solution 500 mg/2 CUBICIN RF 5 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 5 PA; MO IMPAVIDO 5 PA; MO
dapsone oral 2 MO INVANZ 4 PA; MO;
DAPTOMYCIN 5 MO INJECTION QL (14 per
INTRAVENOUS 14 days)
RECON SOLN isoniazid oral 2 MO
350 MG ivermectin oral 2 PA; MO;
daptomycin 5 MO QL (20 per
intravenous recon 30 days)
soln 500 mg KITABIS PAK 5  PA;MO;
DARAPRIM 5 PA QL (280 per
EMVERM 5 MO 28 days)
ertapenem 4 PA; MO; KRINTAFEL 4 MO

QL (14 per LAMPIT 4 MO

14 days) linezolid in dextrose 4 PA; MO
ethambutol 2 MO 5%
FIRVANQ 4 QL (450 per linezolid oral 5 MO

10 days) suspension for
FLAGYL ORAL 4 MO reconstitution
CAPSULE linezolid oral tablet 4 MO
gentamicin in nacl 4 PA; MO MALARONE 4 MO
(iso-0sm) MALARONE 4 MO
intravenous PEDIATRIC
piggyback 100 .
mg/100 ml, 60 mefloquine 2 MO
mg/50 ml, 80 mg/50 MEPRON 5 MO
ml meropenem 4 PA; MO;
gentamicin in nacl 4 PA intravenous recon QL (30 per
(iso-osm) soln 1 gram 10 days)
intravenous meropenem 4 PA; MO;
piggyback 80 intravenous recon QL (10 per
mgl100 ml soln 500 mg 10 days)
gentamicin injection 4 PA; MO metronidazole in 4 PA; MO
solution 40 mg/ml nacl (iso-os)
HUMATIN 4 MO metronidazole oral 2 MO
hydroxychloroquine 2 MO
imipenem-cilastatin 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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MYAMBUTOL 4 MO SIRTURO 5 PA; LA
ORAL TABLET SIVEXTRO 5 PA
400 MG INTRAVENOUS
MYCOBUTIN 4 MO SIVEXTRO 5 MO
NEBUPENT 4 PA; MO; ORAL
QL (1 per SOLOSEC 4 MO
28 days) STREPTOMYCIN 5  PA; MO;
neomycin 2 MO QL (60 per
nitazoxanide 5 MO 30 days)
paromomycin 4 MO STROMECTOL 4 PA; MO;
PENTAM 4 MO QL (20 per
pentamidine 4 PA; MO; : : 30 days)
inhalation QL (1 per tigecycline 5 PA; MO
28 days) tinidazole 2 MO
pentamidine 4 MO TOBI 5 PA; MO;
injection QL (280 per
PLAQUENIL 4 MO 28 days)
polymyxin b sulfate 2 PA; MO TOBI 5 MO:; QL
; PODHALER (224 per 56
praziquantel 4 MO days)
PRETOMANID 4 PA tobramycin in 0.225 5 PA; MO;
PRIFTIN 3 MO %% nacl QL (280 per
PRIMAQUINE 4 MO 28 days)
PRIMAXIN IV 4 PA; MO tobramycin 5 PA; MO;
INTRAVENOUS inhalation QL (224 per
RECON SOLN 28 days)
500 MG tobramycin sulfate 4 PA; MO
pyrazinamide 4 MO injection solution
pyrimethamine 5 PA; MO TRECATOR 4 MO
QUALAQUIN 4 MO TYGACIL 5 PA; MO
quinine sulfate 4 MO VABOMERE 4 PA
rifabutin 4 MO VANCOCIN 4 PA; MO;
rifampin 4 MO ORAL CAPSULE QL (40 per
intravenous 125 MG 10 days)
rifampin oral 2 MO

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

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 5 PA; MO; ZYVOX 4 PA; MO
ORAL CAPSULE QL (80 per INTRAVENOUS
250 MG 10 days) PIGGYBACK 600
vancomycin 4 PA; MO; MG/300 ML
intravenous recon QL (20 per ZYVOX ORAL 5 MO
soln 1,000 mg 10 days) PENICILLINS
vancomyein 4 PA; QL (2 amoxicillin oral 1 MO
intravenous recon per 10 days)
capsule
soln 10 gram R
vancomycin 4 PA: MO: amoxzcz‘llm oral | MO
. suspension for
intravenous recon QL (10 per .
soln 500 mg 10 days) reconstitution 125
mgl5 ml, 400 mgl5
vancomycin 4 PA; MO; ml
intravenous recon QL (27 per amoxicillin oral 5 MO
soln 750 mg 10 days) .
suspension for
vancomycin oral 4 PA; MO; reconstitution 200
capsule 125 mg QL (40 per mgl5 ml, 250 mgl5
10 days) ml
vancomycin oral 4 PA; MO; amoxicillin oral 1 MO
capsule 250 mg QL (80 per tablet
10 days) amoxicillin oral 2 MO
VANCOMYCIN 4 QL (450 per tablet,chewable 125
ORAL RECON 10 days) mg, 250 mg
SOLN 25 MG/ML R
amoxicillin-pot 2 MO
vancomycin oral 2 MO; QL clavulanate oral
recon soln 50 mglml (450 per 10 suspension for
days) reconstitution
XENLETA S amoxicillin-pot 2 MO
INTRAVENOUS clavulanate oral
XENLETA ORAL MO tablet
XIFAXAN ORAL MO:; QL (9 amoxicillin-pot 4 MO
TABLET 200 MG per 30 days) clavulanate oral
XIFAXAN ORAL 5  MO;QL tablet extended
TABLET 550 MG (90 per 30 release 12 hr
days)
ZEMDRI 5 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.

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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amoxicillin-pot 2 MO oxacillin injection 4 PA
clavulanate oral recon soln 1 gram,
tablet,chewable 10 gram
ampicillin oral 2 MO oxacillin injection 4 PA; MO
capsule 500 mg recon soln 2 gram
ampicillin sodium 4 PA; MO PENICILLIN G 4 PA
injection recon soln POT IN
1 gram, 10 gram, DEXTROSE
125 mg INTRAVENOUS
ampicillin- 4 PA; MO PIGGYBACK 2
sulbactam injection MILLION
recon soln 1.5 gram, UNIT/50 ML, 3
3 gram MILLION
ampicillin- 4 PA UN.IT/'SO ML
sulbactam injection pemczl.lm g 4 PA; MO
recon soln 15 gram potassium injection
AUGMENTIN 4 g ;‘Zzlf 0
ES-600 ron .
AUGMENTIN 4 MO f;gﬁ;‘;ﬁ’;i procame 4 PAMO
ORAL syringe 1.2 million
SUSPENSION e
FOR
RECONSTITUTI penicillin g sodium 4 PA; MO
ON 125-31.25 penicillin v 2 MO
MG/5 ML potassium
BICILLIN C-R 3 PA; MO piperacillin- 4 MO
BICILLIN L-A 4  PA;MO tazobactam
dicloxacillin 2 MO iniravenous recon
soln 2.25 gram,
nafcillin injection 4 PA; MO 3.375 gram, 4.5
recon soln 1 gram, 2 gram
gram piperacillin- 4
nafcillin injection 5 PA tazobactam
recon soln 10 gram intravenous recon
oxacillin in 4 PA soln 40.5 gram

dextrose(iso-osm)

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

UNASYN 4 PA levofloxacin in d5w 4 PA; MO
INJECTION intravenous

RECON SOLN 15 piggyback 500

GRAM mg/100 ml, 750

UNASYN 4 PA; MO mgl150 ml

INJECTION levofloxacin oral 4 MO
RECON SOLN 3 solution

GRAM levofloxacin oral 2 MO
ZOSYN IN 4 tablet

ISISEXTROSE (ISO- moxifloxacin oral 2 MO
IN"IIY{{) AVENOUS moxifloxacin- 4 PA; MO
PIGGYBACK 2.25 sod.chloride(iso)

GRAM/50 ML ofloxacin oral tablet 2 MO
QUINOLONES ™

BAXDELA 5 PA

INTRAVENOUS

BAXDELA ORAL 5 MO TG A MO
CIPRO ORAL 4

SUSPENSION,MI BACTRIM DS 4 MO
CROCAPSULE sulfadiazine 4 MO
RECON sulfamethoxazole- 2 MO
CIPRO ORAL 4 MO trimethoprim oral

TABLET 250 MG, suspension

500 MG sulfamethoxazole- 1 MO
ciprofloxacin hel 2 MO trimethoprim oral

oral tablet 100 mg, tablet

750 mg

ciprofloxacin hcl 1 MO

oral tablet 230 mg, demeclocycline 4 MO

500 mg

ciprofloxacin in 5 % 4 PA; MO DORYX MPC - ST; MO
intravenous TABLET,DELAY

mg/100 ml (DR/EC) 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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Tier  ts/Limits Tier  ts/Limits
doxy-100 4 PA; MO minocycline oral 2 MO
doxycycline hyclate 2 MO tablet extended
oral capsule release 24 hr
doxycycline hyclate 2 MO MINOLIRA ER 4 ST; MO
oral tablet NUZYRA 5 PA
doxycycline hyclate 2 MO INTRAVENOUS
oral tablet,delayed NUZYRA ORAL 5
release (drlec) 100 ORACEA 4 ST: MO
me: 50 mg,7§00 SEYSARA ORAL 4  ST;MO
e OV ME: 72 ME TABLET 100 MG,
DOXYCYCLINE 5 ST; MO 60 MG
HYCLATE ORAL SEYSARA ORAL 5 ST; MO
TABLET,DELAY TABLET 150 MG
ED RELEASE
(DR/EC) 80 MG SOLODYN ORAL 4 ST; MO
doxycycline 2 MO TABLET
monyo/{ drate oral EXTENDED
i RELEASE 24 HR
P 105 MG, 115 MG,
DOXYCYCLINE 4 ST; MO 55 MG, 65 MG, 80
MONOHYDRAT MG
E ORAL _
CAPSULE.IR - TARGADOX 4 ST; MO
DELAY tetracycline 4 MO
REL,BIPHASE VIBRAMYCIN 4 MO
doxycycline 4 MO (CALCIUM)
monohydrate oral VIBRAMYCIN 4
suspension for (MONO)
reconstitution VIBRAMYCIN 4  ST;MO
doxycycline 2 MO ORAL CAPSULE
monohydrate oral 100 MG
tablet XIMINO 4  ST;MO
minocycline oral 2 MO URINARY
capsule TRACT
minocycline oral 4 MO AGENTS
tablet
fosfomycin 2 MO
tromethamine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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
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HIPREX 4 MO AFINITOR 5 PA; MO;
MACROBID 4 MO QL (30 per
MACRODANTIN 4 MO 30 days)
methenami ) MO AFINITOR 5 PA; MO;
hie Lfr’;‘;e e DISPERZ ORAL QL (330 per
PP TABLET FOR 30 days)
nitrofurantoin 2 MO SUSPENSION 2
nitrofurantoin 2 MO MG
macrocrystal AFINITOR 5  PA;MO;
nitrofurantoin 2 MO DISPERZ ORAL QL (240 per
monohyd/m-cryst TABLET FOR 30 days)
trimethoprim 2 MO i/IUgPENSION 3
ANTINEQRL AFINITOR 5  PA; MO;
ASTIC/ DISPERZ ORAL QL (180 per
IMMUNOSUP TABLET FOR 30 days)
PRESSANT SUSPENSION 5
DRUGS MG
ALECENSA 5 PA; MO;
ADJUNCTIVE QL (240 per
AGENTS 30 days)
leucovorin calcium 2 MO ALUNBRIG 5 PA; QL (30
oral ORAL TABLET per 30 days)
MESNEX ORAL MO 180 MG, %0 MG
o AINIRIG 5 el
ANTINEOPLAS per 30 days)
TIC/ MG
s ALUNBRIG 5  PA;QL (30
RESSANT ORAL per 180
TABLETS,DOSE days)
DRUGS PACK
abiraterone oral 5 PA; MO; ALYMSYS 5 PA; MO
tablet 250 mg QL (120 per anastrozole 3 MO
30 days)
ARIMIDEX 5 MO
abiraterone oral 5 PA; MO; A A
tablet 500 mg QL (60 per ROMASIN > 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
AYVAKIT 5 PA; LA; CASODEX 4 MO
QL (30 per CELLCEPT 4  PA;MO
30 days) ORAL CAPSULE
AZASAN 4 PAMO CELLCEPT 5  PA;MO
azathioprine 2 PA; MO ORAL
BALVERSA 5 PALA lig;PENSION
bexarotene 5 PA; MO RECONSTITUTI
bicalutamide 2 MO ON
BOSULIF ORAL 5 PA; MO; CELLCEPT 5 PA; MO
TABLET 100 MG QL (90 per ORAL TABLET
30 days) COMETRIQ 5  PA; MO;
BOSULIF ORAL 5 PA; MO; ORAL CAPSULE QL (56 per
TABLET 400 MG, QL (30 per 100 MG/DAY (80 28 days)
500 MG 30 days) MG X1-20 MG
BRAFTOVI 5 PA; MO; X1)
ORAL CAPSULE LA; QL COMETRIQ 5 PA; MO;
7S MG (180 per 30 ORAL CAPSULE QL (112 per
days) 140 MG/DAY (80 28 days)
BRUKINSA 5 PA; LA; MG X1-20 MG
QL (120 per X3)
30 days) COMETRIQ 5  PA;MO;
CABOMETYX 5 PA; MO; ORAL CAPSULE QL (84 per
LA; QL (30 60 MG/DAY (20 28 days)
per 30 days) MG X 3/DAY)
CALQUENCE 5 PA; LA; COPIKTRA 5 PA; LA;
QL (60 per QL (60 per
30 days) 30 days)
CALQUENCE 5 PA; LA; COTELLIC 5 PA; MO;
(ACALABRUTIN QL (60 per LA; QL (63
IB MAL) 30 days) per 28 days)
CAPRELSA 5 PA; LA; cyclophosphamide 2 PA; MO
ORAL TABLET QL (60 per oral capsule
100 MG 30 days) CYCLOPHOSPH 3 PA;MO
CAPRELSA 5 PA; LA; AMIDE ORAL
ORAL TABLET QL (30 per TABLET
300 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at 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 2 PA; MO erlotinib oral tablet 5 PA; MO;
modified oral 100 mg, 150 mg QL (30 per
capsule 30 days)
cyclosporine 2 PA erlotinib oral tablet 5 PA; MO;
modified oral 25mg QL (60 per
solution 30 days)
cyclosporine oral 2 PA; MO everolimus 5 PA; MO;
capsule (antineoplastic) QL (30 per
DAURISMO 5 PA; MO; oral tablet 30 days)
ORAL TABLET QL (30 per everolimus 5 PA; MO;
100 MG 30 days) (antineoplastic) QL (330 per
DAURISMO 5 PA; MO:; oral tablet for 30 days)
ORAL TABLET QL (60 per suspension 2 mg
25 MG 30 days) everolimus 5 PA; MO;
DROXIA MO (antineoplastic) QL (240 per
ELIGARD PA: MO oral tab(et for 30 days)
suspension 3 mg
&Lég?ﬁ? 3 PA; MO everolimus 5 PA; MO;
(antineoplastic) QL (180 per
ELIGARD (4 3 PA; MO oral tablet for 30 days)
MONTH) suspension 5 mg
ELIGARD (6 3 PA; MO everolimus 4 PA; MO
MONTH) (immunosuppressive
EMCYT 5 MO ) oral tablet 0.25
ENSPRYNG 5 PA; MO mg
ENVARSUS XR 4  PA;MO everolimus 5 PAMO
ERIVEDGE 5 PA- MO: (immunosuppressive
’ ’ ) oral tablet 0.5 mg,
QL (30 per 0.75 mg, I m
30 days) i & g
ERLEADAORAL 5  PA; MO; exemestane a0
TABLET 240 MG QL (30 per EXKIVITY 5  PAJLA;
30 days) QL (120 per
ERLEADA ORAL 5  PA; MO; 30 days)
TABLET 60 MG QL (120 per FARESTON > MO
30 days) FEMARA 4 MO

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

This drug list was updated in August 2023.
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FIRMAGON KIT 5 PA; MO IBRANCE 5 PA; MO;
W DILUENT QL (21 per
SYRINGE 28 days)
SUBCUTANEOU ICLUSIG 5  PA;QL(30
?2%1;:\%81\1 SOLN per 30 days)
IDHIFA 5 PA; MO;
FIRMAGON KIT 4 PA; MO LA; QL (30
gg{l}i?&%EENT per 30 days)
SUBCUTANEOU imatinib oral tablet 5 PA; MO;
S RECON SOLN 100 mg QL (180 per
20 MG 30 days)
e imatinib oral tablet 5 PA; MO;
FOTIVDA 5 PA; LA; 200 m QL (60 per
QL (21 per & P
28 days) 30 days)
: : IMBRUVICA 5 PA; QL
GAVRETO 2 iﬁi gg ’ ORAL CAPSULE (120 per 30
(12(’) per 30 140 MG days)
days) IMBRUVICA 5 PA; QL (30
P ) ) ORAL CAPSULE per 30 days)
gefitinib 5 PA; MO; 70 MG
QL (30 per
30 days) IMBRUVICA 5 PA; QL
- ORAL (324 per 30
gengraf 2 Pi’ MO SUSPENSION days)
GILOTRIF . gL’ (%O’er IMBRUVICA 5 PA;QL (30
30 da S)P ORAL TABLET per 30 days)
Y 140 MG, 280 MG,
GLEEVEC ORAL 5 PA; MO:; 420 MG
TABLET 100 MG %Ld;lfs(; per IMURAN 4 PA: MO
GLEEVECORAL 5  PA;MO; I&%{E’% ?&?}L > lc)gli; (%3(8;
TABLET 400 MG QL (60 per pet
30 days) 30 days)
INLYTA ORAL 5 PA;MO;
GLEOSTINE G- MO TABLET 5 MG QL (120 per
HYDREA 4 MO 30 days)
hydroxyurea 2 MO

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

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 5 PA; MO; KISQALI 5 PA; MO;
QL (5 per FEMARA CO- QL (91 per
28 days) PACK ORAL 28 days)
INREBIC 5 PA;MO; TABLET 600
LA; QL MG/DAY (200 MG
(120 per 30 X 3)-2.5 MG
days) KISQALI ORAL 5 PA; MO;
IRESSA 5 PA; MO; TABLET 200 QL (21 per
QL (30 per MG/DAY (200 28 days)
30 days) MG X 1)
JAKAFI 5 PA; MO; KISQALI ORAL 5 PA; MO;
QL (60 per TABLET 400 QL (42 per
30 days) MG/DAY (200 28 days)
JAYPIRCA ORAL 5 PA; MO; MG X 2)
TABLET 100 MG QL (60 per KISQALIORAL 5  PAIMO;
30 days) TABLET 600 QL (63 per
JAYPIRCAORAL 5  PA; MO; ﬁg/ Q‘Z\)Y (200 28 days)
TABLET 50 MG QL (30 per
30 days) KLISYRI MO
KANJINTI PA; MO KOSELUGO PA
KISQALI PA; MO; KRAZATI PA; QL
FEMARA CO- QL (49 per (180 per 30
PACK ORAL 28 days) days)
TABLET 200 lapatinib 5 PA; MO:;
MG/DAY (200 MG QL (180 per
X 1)-2.5 MG 30 days)
KISQALI 5 PA; MO; lenalidomide oral 5 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 5 PA; QL (28
MG/DAY (200 MG capsule 2.5 mg, 20 per 28 days)
X 2)-2.5 MG mg
LENVIMA ORAL 5 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 5 PA; MO; LUPRON DEPOT 5 PA; MO
CAPSULE 12 QL (90 per (4 MONTH)
MG/DAY (4 MG 30 days) LUPRON DEPOT 5  PA;MO
X 3), 18 MG/DAY (6 MONTH)
gg)l\gf X 1-4 MG LUPRON 5 PA;MO
MG/DAY(10 MG DEPOT-PED (3
X2-4MGX1) MONTH)
INTRAMUSCUL
LENVIMA ORAL 5 PA; MO; AR SYRINGE
CAPSULE 14 QL (60 per KIT11.25 MG
MG/DAY (10 MG 30 days) LUPRON 5 PA: MO
X 1-4MGX1),20
DEPOT-PED
MG/DAY (10 MG
INTRAMUSCUL
X 2), 8 MG/DAY
(4 MG X 2) AR KIT 7.5 MG
(PED)
letrozole MO LUPRON 5 PA: MO
LEUKERAN MO DEPOT-PED
LEUPROLIDE (3 PA INTRAMUSCUL
MONTH) AR SYRINGE
leuprolide 5 PA; MO KIT
subcutaneous kit LYNPARZA 5 PA; MO;
LONSURF PA; MO QL (120 per
LORBRENA PA; MO; 30 days)
ORAL TABLET QL (30 per LYSODREN S
100 MG 30 days) LYTGOBI 5  PA;LA
LORBRENA 5 PA;MO; MATULANE 5
ORAL TABLET QL (90 per megestrol oral 2 PA; MO
25 MG 30 days) suspension 400
LUMAKRAS PA; MO mgl10 ml (40
LUPKYNIS PA; LA; mglml)
QL (180 per megestrol oral 4 PA; MO
30 days) suspension 625 mgl5
LUPRONDEPOT 5  PA;MO ml (125 mglml)
LUPRON DEPOT 5 PA; MO megestrol oral 2 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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Tier  ts/Limits ts/Limits
MEKINIST 5 PA; MO; NEXAVAR PA; MO;
ORAL RECON QL (1200 LA; QL
SOLN per 30 days) (120 per 30
MEKINIST 5  PA; MO; days)
ORAL TABLET QL (90 per NILANDRON PA; MO
0.5 MG 30 days) nilutamide PA; MO
MEKINIST 5 PA; MO; NINLARO PA:; MO;
ORAL TABLET 2 QL (30 per QL (3 per
MG 30 days) 28 days)
MEKTOVI 5 PA; MO; NUBEQA PA; MO;
LA; QL LA; QL
(180 per 30 (120 per 30
days) days)
mercaptopurine 2 MO octreotide acetate PA; MO
methotrexate 2 PA; MO injection solution
sodium 1,000 mcgiml, 500
methotrexate 2 PA; MO mcglml
sodium (pf) octreotide acetate PA; MO
injection solution injection solution
MVASI PA; MO 100 mcglml, 200
MYCAPSSA PA; LA meglml, 50 megiml
mycophenolate PA; MO ODOMZO PA" MO,
. LA; QL (30
mofetil oral capsule
per 30 days)
my;o%zenollate 5 PA; MO ONTRUZANT PA
moyens ord i INTRAVENOUS
suspension for RECON SOLN
reconstitution 150 MG
mycopﬁenolate 2 PA; MO ONUREG PA: MO:
mofetil oral tablet QL (14 per
mycophenolate 4 PA; MO 28 days)
sodium ORGOVYX PA; LA;
MYFORTIC 4 PA; MO QL (30 per
NEORAL 4 PA; MO 28 days)
NERLYNX 5 PA; MO; ORSERDU ORAL 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 5  PA;QL (90 RETEVMOORAL 5  PA;MO;
TABLET 86 MG per 30 days) CAPSULE 80 MG LA; QL
PEMAZYRE 5 PA; LA; (120 per 30

QL (14 per days)

21 days) REVLIMID 5  PA;MO;
PIQRAY PA; MO LA; QL (28
POMALYST PA: MO:; per 28 days)

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

QL (90 per 200 MG 30 days)

30 days) RUBRACA 5 PA; MO;
RAPAMUNE 5  PA;MO LA; QL
ORAL (120 per 30
SOLUTION days)
RAPAMUNE 4  PA;MO RUXIENCE PA; MO
ORAL TABLET RYDAPT PA; MO;
0.5 MG QL (224 per
RAPAMUNE 5  PA:MO 28 days)
ORAL TABLET 1 SANDIMMUNE 4 PA; MO
MG, 2 MG ORAL
RETEVMO ORAL 5  PA; MO; SANDOSTATIN 4 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 5 PA; MO; SUTENT 5 PA; MO;
ORAL TABLET QL (600 per QL (30 per
20 MG 30 days) 30 days)
SCEMBLIX 5 PA; MO; SYNRIBO 5 PA
ORAL TABLET QL (300 per TABLOID 4 MO
40 MG 30 days) TABRECTA 5  PA;MO
SIGNIFOR PA tacrolimus oral 2 PA; MO
,?,IAI%LLOESTOI%IS(} MO TAFINLAR 5 PA; MO;
MG ’ ORAL CAPSULE QL (120 per
30 days)
%%BLLOEST?I;(I)A 1\]7[ G . MO TAFINLAR 5 PA; MO;
ORAL TABLET QL (840 per
sirolimus oral 5 PA; MO FOR 28 days)
solution SUSPENSION
sirolimus oral tablet 4 PA; MO TAGRISSO 5 PA:; MO;
SOLTAMOX 5 MO LA; QL (30
SOMATULINE PA; MO per 30 days)
DEPOT TALZENNA 5 PA; MO;
sorafenib 5 PA; MO: ORAL CAPSULE QL (30 per
QL (120 per 0.25 MG, 0.5 MG, 30 days)
30 days) 0.75 MG, 1 MG
SPRYCEL ORAL 5  PA;MO; tamoxifen MO
TABLET 100 MG, QL (30 per TARGRETIN PA; MO
140 MG, 50 MG, 30 days) TASIGNA ORAL PA; MO;
80 MG CAPSULE 150 QL (112 per
SPRYCEL ORAL 5 PA; MO; MG, 200 MG 28 days)
TABLET 20 MG, QL (60 per TASIGNA ORAL 5  PA;MO;
710 MG 30 days) CAPSULE 50 MG QL (120 per
STIVARGA 5 PA; MO; 30 days)
QL (84 per TAZVERIK PA; LA
. 28 days) TEPMETKO PA; LA
sunitinib malate 5 1(321}‘:, (%O,er THALOMID 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.
23


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
THALOMID 5  PA;MO; VENCLEXTA 5  PA;LA;
ORAL CAPSULE QL (56 per ORAL TABLET QL (30 per
150 MG, 200 MG 28 days) 50 MG 30 days)
TIBSOVO 5 PA VENCLEXTA 5  PA;LA;
toremifene 5 MO STARTING QL (42 per
TRAZIMERA 5  PA;MO PACK 180 days)
TRELSTAR 4  PA;MO VERZENIO > }Eﬁ’_ 1(\24]? ( 60
INTRAMUSCUL 130 da )
AR SUSPENSION p y
FOR VIJOICE ORAL 5  PA;QL(28
RECONSTITUTI TABLET 125 MG, per 28 days)
ON 50 MG
retinoin 5 MO VIJOICE ORAL 5  PA;QL (56
(antineoplastic) TABLET 250 per 28 days)
: MG/DAY (200
TREXALL 4  PA;MO MG X1.50 MG
TUKYSA ORAL 5  PA;LA; X1)
TABLET 150 MG QL (120 per VITRAKVIORAL 5 PA: MO:
30 days)
y CAPSULE 100 LA; QL (60
TUKYSA ORAL 5  PA;LA; MG per 30 days)
TABLET 50 MG %Ld(”g per VITRAKVIORAL 5 PA: MO;
ays CAPSULE 25 MG LA; QL
TURALIO ORAL 5 PA; LA; (180 per 30
CAPSULE 125 QL (120 per days)
MG 30 days) VITRAKVIORAL 5  PA;MO;
TYKERB > PATMO; SOLUTION LA; QL
LA; QL (300 per 30
51180 per 30 days)
ays) VIZIMPRO 5  PA;MO:;
VENCLEXTA 4 PA; LA; QL (30 per
ORAL TABLET QL (60 per 30 days)
10 MG 30 days) VONIO 5 PA:QL
VENCLEXTA 5 PA; LA; (120 per 30
ORAL TABLET QL (120 per days)
100 MG 30 days) VOTRIENT 5  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 5 PA; LA YONSA 5 PA; MO;
XALKORI 5  PA; MO; QL (120 per
QL (60 per 30 days)
30 days) ZEJULA ORAL 5 PA; MO;
XATMEP 4  PA;MO CAPSULE LA; QL (90
XERMELO 5  PA;LA; per 30 days)
QL (84 per ZELBORAF 5 PA;MO;
28 days) QL (240 per
XOSPATA 5  PA;LA; 30 days)
QL (90 per ZIRABEV PA; MO
30 days) ZOLINZA PA; MO;
XPOVIO ORAL 5 PA; LA QL (120 per
TABLET 100 30 days)
MG/WEEK (50 ZORTRESS 4 PA; MO
MG X 2), 40 ORAL TABLET
MG/WEEK (40 0.25 MG
MG X 1), 40MG ZORTRESS 5  PA;MO
TWICE WEEK (40 ORAL TABLET
MG X 2), 60 0.5 MG, 0.75 MG,
MG/WEEK (60 1 MG
}\F/I\glé(El )\’V6}£:)]1;/IKG ZYDELIG 5 PA; MO;
(120 MG/WEEK), %Ld(m )per
80 MG/WEEK (40 ays
MG X 2), 80MG ZYKADIA 5 PA; MO;
TWICE WEEK QL (90 per
(160 MG/WEEK) 30 days)
XTANDI ORAL 5 PA: MO; ZYTIGA ORAL 5 PA; MO;
CAPSULE QL (120 per TABLET 250 MG QL (120 per
30 days) 30 days)
XTANDI ORAL 5  PA;MO; ZYTIGA ORAL > PAJMO;
TABLET 40 MG QL (120 per TABLET 500 MG QL (60 per
30 days) 30 days)
XTANDI ORAL 5 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 2 MO
| CNS DRUGS tablet extended
9
release 12 hr
NEUROLOGY :
| PSYCH carbamazepine oral 2 MO
tablet,chewable
ANTICONVULS CARBATROL 4 MO
ANTS CELONTIN 4 MO
APTIOM ORAL 5  MO:;QL ORAL CAPSULE
TABLET 200 MG (180 per 30 300 MG
days) clobazam oral 4 PA; MO;
APTIOM ORAL 5 MO; QL suspension QL (480 per
TABLET 400 MG (90 per 30 30 days)
days) clobazam oral tablet 4 PA; MO;
APTIOM ORAL 5 MO; QL QL (60 per
TABLET 600 MG, (60 per 30 30 days)
800 MG days) clonazepam oral 2 MO; QL
BANZEL 5 PA: MO tablet 0.5 mg, 1 mg (90 per 30
BRIVIACT 4 MO QL days)
INTRAVENOUS (600 per 30 clonazepam oral 2 MOQL
days) tablet 2 mg (300 per 30
BRIVIACT ORAL 5 MO; QL days)
SOLUTION (600 per 30 clonazepam oral 2 MO; QL
days) tablet,disintegrating (90 per 30
BRIVIACT ORAL 5 MO; QL g' fni ’"i”rg'” me, days)
days) clonazepam oral 2 MO; QL
carbamazepine oral 5 MO tablet, disintegrating (300 per 30
2 mg days)
capsule, er
multiphase 12 hr DEPAKOTE 4 MO
carbamazepine oral 2 MO DEPAKOTE ER 4 MO
suspension 100 mgl5 DEPAKOTE 4 MO
ml SPRINKLES
carbamazepine oral 2 MO DIACOMIT 5 PA; LA
tablet DIASTAT 4 MO
DIASTAT 4 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 4 MO FYCOMPA 4 MO; QL
DILANTIN 30 4 MO ORAL TABLET 2 (60 per 30
MG MG days)
DILANTIN 4 MO FYCOMPA > MOQL
EXTENDED 100 ORAL TABLET 4 (60 per 30
MG MG, 6 MG days)
DILANTIN 4 MO gabapentin oral 2 MO; QL
INFATABS 50 capsule 100 mg, 400 (270 per 30
MG mg days)
DILANTIN-125 4 MO gabapentin oral 2 MO; QL
125 MG/5 ML capsule 300 mg (360 per 30
divalproex MO ; ; o iZZ)S)QL
X X gabapentin ora ;
EPIDIOLEX i‘: MO; solution 250 mgl5 (2160 per
: ml 30 days)
epitol 2 MO gabapentin oral 2 MO; QL
EPRONTIA 4  PA;MO tablet 600 mg (180 per 30
EQUETRO 4 MO days)
ethosuximide 2 MO gabapentin oral 2 MO; QL
felbamate oral 5 MO tablet 800 mg (120 per 30
suspension days)
felbamate oral 4 MO GRALISE ORAL 3 PA; MO;
tablet TABLET QL (30 per
EXTENDED 30 days)
FELBATOL MO RELEASE 24 HR
FINTEPLA PA; LA; 300 MG
%Ld(%(; pet GRALISEORAL 3  PA; MO;
ays TABLET QL (60 per
FYCOMPA 5 MO; QL EXTENDED 30 days)
ORAL (720 per 30 RELEASE 24 HR
SUSPENSION days) 450 MG, 750 MG,
FYCOMPA 5 MO; QL 900 MG
ORAL TABLET (30 per 30 GRALISE ORAL 3 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.
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KEPPRA ORAL 4 MO LAMICTAL XR 4 MO
KEPPRA XR 4 MO STARTER
KLONOPIN 4  MO;QL (BLUE)
ORAL TABLET (90 per 30 LAMICTAL XR 4 MO
0.5 MG, 1 MG days) STARTER
KLONOPIN 4  MO;QL (GREEN)
ORAL TABLET 2 (300 per 30 LAMICTAL XR 4 MO
lacosamide oral 4 MO; QL (ORANGE)
solution (1200 per lamotrigine oral 1 MO
30 days) tablet
lacosamide oral 4 MO:; QL lamotrigine oral 4 MO
tablet 100 mg, 150 (60 per 30 tablet
mg, 200 mg days) disintegrating, dose
lacosamide oral 2 MO; QL pk _
tablet 50 mg (120 per 30 lamotrigine oral 2 MO
days) tablet extended
LAMICTALODT 4 MO ;ele"se 24hr 1 =
amotrigine ora
]E)%i/[]{cﬁl:r :BLLET 4 MO tablet, chewable
dispersible
LAMICTAL 4 MO —
ORAL TABLET lamotrigine oral 4 MO
CHEWABLE ’ tablet, disintegrating
DISPERSIBLE 25 lamotrigine oral 4 MO
MG, 5 MG tablets,dose pack
LAMICTAL 4 MO levetiracetam oral 2 MO
STARTER solution 100 mglml
(BLUE) KIT levetiracetam oral 2 MO
LAMICTAL 4 MO tablet
STARTER levetiracetam oral 2 MO
(GREEN) KIT tablet extended
LAMICTAL 4 MO release 24 hr
STARTER
(ORANGE) KIT
LAMICTAL XR 4 MO

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

This drug list was updated in August 2023.
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LYRICA CR 4 PA; MO; NEURONTIN 4 MO; QL
ORAL TABLET QL (30 per ORAL TABLET (180 per 30
EXTENDED 30 days) 600 MG days)
RELEASE 24 HR NEURONTIN 4 MO;QL
165 MG, 82.5 MG ORAL TABLET (120 per 30
LYRICA CR 4 PA; MO; 800 MG days)
ORAL TABLET QL (60 per ONFI ORAL 5 PA; MO;
EXTENDED 30 days) SUSPENSION QL (480 per
;]?)LI\IZ(A}SE 24 HR 30 days)

ONFI ORAL 5 PA; MO;
LYRICA ORAL 4 MO; QL TABLET QL (60 per
CAPSULE 100 (90 per 30 30 days)
ﬁg’ égOMl\éG’séoo days) oxcarbazepine oral 4 MO
MG, 75 MG’ suspension
LYliIC A ORAL 4 MO: QL oxcarbazepine oral 2 MO
CAPSULE 225 (60 per 30 tablet
MG, 300 MG days) OXTELLAR XR 4 MO
LYRICA ORAL 4 MO; QL phenobarbital oral 4 PA; MO
SOLUTION (900 per 30 elixir
days) phenobarbital oral 2 PA
methsuximide 4 MO tablet 100 mg, 15
MYSOLINE 5 MO e 3 Z ot 6? s .
) ) phenobarbital ora 2 PA; MO
NAYZILAM g}‘:’ (%Ojer tablet 16.2 mg, 32.4
20 days)p mg, 64.8 mg, 97.2
mg

NEURONTIN 4 MO; QL
ORAL CAPSULE (270 per 30 PHENYTEK . MO
100 MG, 400 MG days) phenytoin oral 2 MO
NEURONTIN 4 MO: QL suspension 125 mgl5
ORAL CAPSULE (360 per 30 ml
300 MG days) phenytoin oral 2 MO
NEURONTIN 4 MO: QL tablet,chewable
ORAL 21 6b per phenytoin sodium 2 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 2 MO; QL subvenite starter 4 MO
capsule 100 mg, 150 (90 per 30 (blue) kit
mg, 200 mg, 25 mg, days) subvenite starter 4 MO
50 mg, 75 mg (green) kit
pregabalin oral 2 MO; QL subvenite starter 4 MO
capsule 225 mg, 300 (60 per 30 (orange) kit
me. days) SYMPAZAN 5  PA; MO;
prega.balln oral 2 MO; QL ORAL FILM 10 QL (60 per
solution 519()() per 30 MG, 20 MG 30 days)
. 43s) SYMPAZAN 4 PA;MO;
pregabalin oral 2 PA; MO; ORAL FILM 5 QL (60 per
tablet extended QL (30 per MG 30 days)
’r;lecgsg iin hr 165 30 days) TEGRETOL 4 MO
& 00 ME ORAL
pregabalin oral 2 PA; MO; SUSPENSION
leass 24 hr 330 m s TEGRETOL ¢ MO
PRIMIDONE : 4 MO i ORAL TABLET
ORAL TABLET TEGRETOL XR 4 MO
125 MG tiagabine 4 MO
primidone oral 2 MO TOPAMAX 4 PA; MO
tablet 250 mg, 50 topiramate oral 2 PA; MO
mg capsule, sprinkle
QUDEXY XR 4 PA; MO topiramate oral 2 PA; MO
roweepra oral tablet 2 MO capsule,extended
500 mg release 24hr 100
rufinamide oral 5 PA; MO mg, 25 mg, 50 mg
suspension topiramate oral 5 PA; MO
rufinamide oral 4 PA; MO capsule,extended
release 24hr 200 mg
tablet 200 mg :
rufinamide oral 5 PA; MO topiramate N ral 2 PA; MO
capsule,sprinkle,er
tablet 400 mg iy
SABRIL > PA; MO; topiramate oral 2 PA; MO
LA
tablet
SPRITAM 4 MO TRILEPTAL 4 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 4 PA; MO XCOPRI 5 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 5  PA;MO X1), 350 MG/DAY
ORAL (200 MG X1-
CAPSULE,EXTE 150MG X1)
NDED RELEASE XCOPRI ORAL 5 MO;QL
24HR 200 MG TABLET 100 MG (120 per 30
valproic acid 2 MO days)
valproic acid (as 2 MO XCOPRI ORAL S MO; QL
sodium salt) oral TABLET 150 MG, (60 per 30
solution 250 mgl5 200 MG days)
ml XCOPRI ORAL 5 MO; QL
VALTOCO 5 PA; MO; TABLET 50 MG (240 per 30
QL (10 per days)
30 days) XCOPRI 4 MO; QL
vigabatrin 5 PA: MO: TITRATION (28 per 180
LA PACK ORAL days)
. _ TABLETS,DOSE
e S PRI e
powder inp (14)- 25 MG (14)
soLUtion . (xoper  XCOPRI s moaL
30 da ps) TITRATION (28 per 180
y PACK ORAL days)
VIMPAT ORAL 5 MO; QL TABLETS,DOSE
TABLET 100 MG, (60 per 30 PACK 150 MG
150 MG, 200 MG days) (14)- 200 MG (14),
VIMPAT ORAL 4  MO;QL 50 MG (14)- 100
TABLET 50 MG (120 per 30 MG (14)
days) ZARONTIN 4 MO
ZONEGRAN 4 PA; MO
ORAL CAPSULE
100 MG, 25 MG
ZONISADE 5 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
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zonisamide 2 PA; MO INBRIJA 5 PA; QL
7ZTALMY 5 PA; LA; INHALATION (300 per 30
QL (1080 CAPSULE, days)
per 30 days) W/INHALATION
ANTIPARKINS DEVICE
ONISM LODOSYN 4 MO
AGENTS MIRAPEX ER 4 MO
APOKYN 5 PA:; MO; NEUPRO 4 MO
LA; QL (90 NOURIANZ 5 PA; MO;
per 30 days) LA; QL (30
apomorphine 5 PA; QL (90 per 30 days)
per 30 days) ONGENTYS 4 PA; MO;
AZILECT 4 MO QL (30 per
benztropine oral 2 PA;MO 30 days)
enEtrepme o ’ OSMOLEX ER 4 PA;QL(30
bromocriptine 4 Mo ORAL TABLET, per 30 days)
carbidopa 2 MO IR - ER,
carbidopa-levodopa 2 MO BIPHASIC 24HR
carbidopa-levodopa- 4 MO 195 MG
entacapone PARLODEL 4 MO
COMTAN 4 MO pramipexole 2 MO
DHIVY 4 MO rasagiline 4 MO
DUOPA 5 PA; MO ropinirole oral 2 MO
entacapone 4 MO tabl'ez‘
GOCOVRIORAL 5  PA;QL (60 V"é’;”’m’e Og’ld 4 MO
CAPSULE.EXTE per 30 days) tablet extende
NDED RELEASE release 24 hr
24HR 137 MG RYTARY 4 MO
GOCOVRI ORAL 5 PA; QL (30 selegiline hcl 2 MO
CAPSULE,EXTE per 30 days) SINEMET ORAL 4 MO
NDED RELEASE TABLET 10-100
24HR 68.5 MG MG, 25-100 MG
STALEVO 100 4 MO
STALEVO 125 4 MO
STALEVO 150 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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STALEVO 200 4 MO EMGALITY 3 PA; MO;
STALEVO 75 4 MO SUBCUTANEOU QL (2 per
TASMAR ORAL 5  PA;MO &g&? GE 120 30 days)
TABLET 100 MG
1ol PA EMGALITY 5 PA; MO;
otcapone SUBCUTANEOU QL (3 per
XADAGO MO S SYRINGE 300 30 days)
ZELAPAR PA; MO MG/3 ML (100
MIGRAINE / MG/ML X 3)
CLUSTER ergotamine-caffeine 2 MO
HEADACHE FROVA 4 MO; QL
THERAPY (27 per 28
AIMOVIG 3 PA; MO: ' days)
AUTOINJECTOR QL (1 per Jrovatriptan 2 MO;QL
30 days) (27 per 28
AJOVY 4 PA;MO; days)
AUTOINJECTOR QL (1.5 per IMITREX NASAL 4 MO; QL
30 days) SPRAY,NON- (18 per 28
: : AEROSOL 20 days)
AJOVY SYRINGE 4 I(;z}‘:, (1;/1501,)elr MG/ACTUATION
30 days) IMITREXNASAL 4  MO; QL
almotriptan malate 2 MO; QL SPRAY,NON- (36 per 28
I tablet 12.5 24 per 28 AEROSOL 5 days)
orattaplet 2.0 ms Eiayf)er MG/ACTUATION
almotriptan malate 2 MO; QL IMITREX ORAL 4 ?;If? ;eQrIi8
oral tablet 6.25 mg (18 per 28 p
days) days)

. : IMITREX 4  MO;QL (8
dlhycllroergolamme 5 %Ld(S p)er STATDOSE per 28 days)
et s SUBCUTANEOU
eletriptan 4 MO; QL S PEN INJECTOR

(18 per 28 4 MG/0.5 ML
days)
EMGALITY PEN 3 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
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IMITREX 4 MO; QL (8 rizatriptan 2 MO; QL
STATDOSE per 28 days) (36 per 28
REFILL days)
SUBCUTANEOU sumatriptan nasal 4 MO; QL
S CARTRIDGE 6 spray,non-aerosol (18 per 28
MG/0.5 ML 20 mglactuation days)
MAXALT ORAL 4 MO; QL sumatriptan nasal 4 MO; QL
TABLET 10 MG (36 per 28 spray,non-aerosol 5 (36 per 28
days) mglactuation days)
MAXALT-MLT 4 MO; QL sumatriptan 2 MO; QL
ORAL (36 per 28 succinate oral (18 per 28
TABLET,DISINT days) days)
E/I%RATING 10 sumatriptan 4 MO:; QL (8
: succinate per 28 days)
migergot 2 MO subcutaneous
MIGRANAL 5 QL (8 per cartridge
28 days) sumatriptan 4 MO; QL (8
naratriptan 2 MO; QL succinate per 28 days)
(18 per 28 subcutaneous pen
days) injector
NURTEC ODT 3 PA; QL (16 sumatriptan 4 MO; QL (8
per 30 days) succinate per 28 days)
ONZETRA 4 MO:; QL subcutaneous
XSAIL (32 per 28 solution
days) sumatriptan- 2 MO; QL
QULIPTA 3 PA: MO; naproxen (18 per 28
QL (30 per days)
30 days) TOSYMRA 4 MO; QL
RELPAX 4  MO:;QL (24 per 28
(18 per 28 days)
days) TREXIMET 4 MO; QL
REYVOW ORAL 4  PA:QL(16 (18 per 28
TABLET 100 MG per 30 days) days)
REYVOW ORAL 4  PA;QL(8 TRUDHESA 5  ST;QL(
TABLET 50 MG per 30 days) per 28 days)
UBRELVY 3 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
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ZEMBRACE 5 MO; QL (8 AUSTEDO XR 5 PA; MO;
SYMTOUCH per 28 days) ORAL TABLET LA; QL (60
zolmitriptan nasal 2 MO; QL EXTENDED per 30 days)
spray,non-aerosol 5 (18 per 28 RELEASE 24 HR
zolmitriptan oral 4 MO; QL AUSTEDO XR 5 PA; MO;
(18 per 28 ORAL TABLET LA; QL
days) EXTENDED (240 per 30
ZOMIG 4 MO: QL RELEASE 24 HR days)
’ 6 MG
(18 per 28
days) BAFIERTAM 5 PA; MO;
MISCELLANEO QU120 per
US ays)
COPAXONE 5 PA; MO;
IEETlél;lgkgg LE SUBCUTANEOU QL (30 per
S SYRINGE 20 30 days)
ADLARITY MO MG/ML
AMPYRA 5 PA; MO; COPAXONE 5 PA; MO;
LA; QL (60 SUBCUTANEOU QL (12 per
per 30 days) S SYRINGE 40 28 days)
ARICEPT MO MG/ML
AUBAGIO 5 PA; MO; dalfampridine 2 PA; MO;
QL (30 per QL (60 per
30 days) 30 days)
AUSTEDO ORAL 5 PA; MO; dimethyl fumarate 5 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 5 PA; MO; dimethyl fumarate 5 PA; MO;
TABLET 6 MG LA; QL (60 oral capsule,delayed QL (120 per
per 30 days) release(drlec) 120 180 days)
AUSTEDO XR 5  PA; MO; ’Z%I 4)- 240 mg
ORAL TABLET LA; QL
EXTENDED (120 per 30 dimethyl fumarate 5 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 5 PA; MO;
10 mg, 5 mg subcutaneous QL (30 per
donepezil oral tablet 4 MO syringe 20 mglml 30 days)
23 mg glatopa 5 PA; MO;
donepezil oral 1 MO sub‘cutaneous QL (12 per
tablet,disintegrating syringe 40 mglml 28 days)
EVRYSDI 5 PA; MO:; HORIZANT 4 PA; MO;
LA; QL ORAL TABLET QL (30 per
(240 per 30 EXTENDED 30 days)
days) RELEASE 300
EXELON PATCH 4 MO Il\-I/IC()}RIZANT 1 A MO
Jingolimod 2 Ic)g/i; (%O;er ORAL TABLET QL (60 per
30 da S)p EXTENDED 30 days)
Y RELEASE 600
FIRDAPSE 5 PA; LA MG
galantamine oral 2 MO INGREZZA 5 PA; LA;
capsule,ext rel. QL (30 per
pellets 24 hr 30 days)
galantamine oral 4 MO INGREZZA 5 PA; LA;
solution INITIATION QL (28 per
galantamine oral 2 MO PACK 180 days)
tablet KESIMPTA PEN 5  PA;MO;
GILENYA ORAL 5 PA; QL (30 QL (1.6 per
CAPSULE 0.25 per 30 days) 28 days)
MG KEVEYIS 5 PA
GILENYA ORAL 5 PA; MO; MAVENCLAD 5 PA; MO:;
CAPSULE 0.5 MG QL (30 per (10 TABLET LA; QL (40
30 days) PACK) per 720
glatiramer 5 PA; QL (30 days)
subcutaneous per 30 days) MAVENCLAD (4 5 PA; MO:;
syringe 20 mglml TABLET PACK) LA; QL (16
glatiramer 5 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 5 PA; MO; memantine oral 2 PA; MO
TABLET PACK) LA; QL (20 tablet
per 720 MEMANTINE 4  PA; MO
days) ORAL
MAVENCLAD (6 5 PA; MO; TABLETS,DOSE
TABLET PACK) LA; QL (24 PACK
per 720 NAMENDA 4  PA; MO
days) ORAL TABLET
MAVENCLAD (7 5 PA; MO; NAMENDA 4 PA;: MO
TABLET PACK) LA; QL (28 TITRATION PAK
gzr Z)zo NAMENDA XR 4 PA;MO
Y ORAL
MAVENCLAD (8 5  PA;MO; CAPSULE,SPRIN
TABLET PACK) LA; QL (32 KLE.ER 24HR
g:yz)zo NAMZARIC PA; MO
MAVENCLAD (9 5  PA; MO; NUEDEXTA PA; MO
TABLET PACK) LA; QL (36 PONVORY PA; MO;
per 720 QL (30 per
days) 30 days)
MAYZENT 5 PA; MO:; PONVORY 14- 5 PA; MO;
ORAL TABLET QL (120 per DAY STARTER QL (14 per
0.25 MG 30 days) PACK 180 days)
MAYZENT 5 PA: MO; RADICAVA ORS PA; MO
ORAL TABLET 1 QL (30 per RADICAVA ORS PA; MO
MG, 2 MG 30 days) STARTER KIT
MAYZENT 4 PA;MO; SUSP
STARTER(FOR QL (7 per RELYVRIO 5 PA; MO
1IMG MAINT) 180 days) rivastigmine 4 MO
IS\{IFIAAXg{%l“];:EItRI?FOR 5 I())?: (1;/;05 rivastigmine tartrate 2 MO
per i
MG MAINT) 130 days) SKYCLARYS 5 PA; LA
memantine oral 4 PA; MO TASCENSO ODT 5 MO
capsule,sprinkle,er
24hr
memantine oral 2 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
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TECFIDERA 5 PA; MO; XENAZINE 5 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 5 PA;MO;
) 120 MG QL (30 per
TECFIDERA 5  PA;MO; 30 days)
ORAL LA; QL ZEPOSIA 5 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 5 PA; MO; IC THERAPY
ORAL LA; QL (60
CAPSULE,DELA per 30 days) baclofen oral 5 MO
YED Suspension
Rzlzll(;li?(S}E(DR/EC baclofen oral tablet 2 MO
) cyclobenzaprine 4 PA; MO
TEGSEDI 5 PA; MO; oral tablet 10 mg, 5
LA mg
teriflunomide 5 PA; MO; cyclobenzaprine 2 PA; MO
?()Ld(SO per oral tablet 7.5 mg
ays) DANTRIUM 4 MO
tetrabenazine oral 5 PA; MO; ORAL CAPSULE
tablet 12.5 mg QL (240 per 25 MG
; . ; 5 ;(Ld?\isg dantrolene oral 4 MO
tetrabenazine ora ; ; .
tablet 25 mg QL (120 per FEXMID ! PA; MO
30 days) FLEQSUVY 5 MO
VUMERITY 5 PA; MO; LYVISPAH S MO
QL (120 per ORAL
30 days) GRANULES IN
XENAZINE 5 PA; MO; IS)?/ICé( 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 5 MO acetaminophen- 2 MO; QL
ORAL codeine oral tablet (180 per 30
GRANULES IN 300-60 mg days)
PACKET 20 MG BELBUCA 3 PA;MO;
MESTINON 5 MO QL (60 per
ORAL 30 days)
MESTINON 5 MO buprenorphine hcl 2 MO
TIMESPAN sublingual
pyridostigmine 2 MO buprenorphine 4 PA; MO;
bromide oral syrup transdermal patch QL (4 per
PYRIDOSTIGMI 4 MO 28 days)
NE BROMIDE BUTRANS 4 PA; MO;
ORAL TABLET QL (4 per
30 MG 28 days)
pyridostigmine 2 MO codeine sulfate 2 MO; QL
bromide oral tablet (180 per 30
60 mg days)
pyridostigmine 2 MO DILAUDID 4 MO; QL
bromide oral tablet ORAL LIQUID (2400 per
extended release 30 days)
tizanidine 2 MO DILAUDID 4 MO; QL
ZANAFLEX 4 MO ORAL TABLET Eil 80 per 30
NARCOTIC ; . AZ(Y)S)QL
ANALGESICS endocel ;

(360 per 30
acetaminophen-caff- 2 MO; QL days)
dlhydlgocod oral ((:1300 per 30 Fentanyl citrate 3 PA: MO:
capsute ays) buccal lozenge on a QL (120 per
acetaminophen- 2 MO; QL handle 1,200 mcg, 30 days)
codeine oral solution (4500 per 1,600 mcg, 400 mcg,
acetaminophen- 2 MO; QL fentanyl citrate 4 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
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FENTANYL 5 PA; QL hydrocodone 2 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- 2 MO; QL
MCG, 600 MCG, acetaminophen oral (5550 per
800 MCG solution 7.5-325 30 days)
FENTANYL 5 PA; MO; mgll5 ml
CITRATE QL (120 per hydrocodone- 2 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- 2 MO; QL
fentanyl 4 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- 2 MO; QL
75 meglhr ibuprofen EjSa(; f)er 30
Jentanyl 2 PA; MO; hydromorphone 4
transdermal patch QL (10 per (nf) injection
72 hour 37.5 30 days) Py mjectt
meglhour, 62.5 solution 10 (mglml)
mcglhour, 87.5 (5mi)
meglhour hydrqmorpﬁone 4 MO
FENTORA 5  PA; MO; (p]) injection
QL (120 per solution 10 mglml
30 days) h'yd;fomorphone oral 4 MO; QL
hydrocodone 2 PA; MO; liquid (3%430 p()er
bitartrate, oral only, QL (90 per ays
er 12hr 30 days) hydromorphone oral 2 MO; QL
hydrocodone 5 PA; MO; tablet Eil 80 )p er 30
bitartrate, oral QL (60 per ays
only,ext.rel.24 hr 30 days) hydromorphone oral 4 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
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HYSINGLA ER, 5 PA; MO; morphine oral 2 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, 4 PA; MO; mg
ORAL QL (60 per morphine oral 2 MO; QL
ONLY,.EXT.REL. 30 days) solution (900 per 30
24 HR 20 MG, 30 days)
MG, 40 MG, 60 morphine oral tablet 2 MO; QL
MG (180 per 30
levorphanol tartrate 5 MO; QL days)
(120 per 30 morphine oral tablet 2 PA; MO;
days) extended release QL (120 per
methadone oral 2 PA; MO; 30 days)
solution 10 mgl5 ml QL (600 per MS CONTIN 5 PA; MO;
30 days) ORAL TABLET QL (120 per
methadone oral 2 PA; MO; EXTENDED 30 days)
solution 5 mgl5 ml QL (1200 RELEASE 100
per 30 days) MG, 200 MG, 60
methadone oral 2 PA; MO; MG
tablet 10 mg QL (120 per MS CONTIN 4 PA; MO;
30 days) ORAL TABLET QL (120 per
methadone oral 2 PA; MO; EXTENDED 30 days)
tablet 5 mg QL (240 per RELEASE 15 MG,
30 days) 30 MG
morphine 2 MO; QL NALOCET 4 MO; QL
concentrate oral (900 per 30 (390 per 30
solution days) days)
morphine oral 2 PA; MO; oxycodone oral 2 MO; QL
capsule, er QL (60 per capsule (360 per 30
multiphase 24 hr 30 days) days)
oxycodone oral 4 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
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oxycodone oral 2 MO; QL OXYCONTIN, 5 PA; MO;
solution (1200 per ORAL ONLY, QL (60 per
30 days) EXT.REL.12 HR 30 days)
oxycodone oral 2 MO; QL 80 MG
tablet 10 mg, 15 mg, (180 per 30 oxymorphone oral 2 MO; QL
20 mg, 30 mg days) tablet 10 mg (360 per 30
oxycodone oral 2 MO; QL days)
tablet 5 mg (360 per 30 oxymorphone oral 2 MO; QL
days) tablet 5 mg (180 per 30
OXYCODONE 4 PA:QL (90 days)
ORAL per 30 days) oxymorphone oral 2 PA; MO;
TABLET,ORAL tablet extended QL (90 per
ONLY.EXT.REL. release 12 hr 30 days)
12HR 10 MG, 20 PERCOCET 4  MO;QL
MG (360 per 30
oxycodone- 2 QL (1860 days)
acetaminophen oral per 30 days) PROLATE ORAL 5 MO:; QL
solution 5-325 mgl5 SOLUTION (2000 per
mi 30 days)
oxycodone- S QL (390 per prolate oral tablet 2 MO:; QL
acetaminophen oral 30 days) (390 per 30
tablet 10-300 mg, 5- days)
300 mg, 7.5-300 mg ROXICODONE 4  MO;QL
oxycodone- 2 MO;QL ORAL TABLET (180 per 30
acetaminophen oral (360 per 30 15 MG, 30 MG days)
;“é’ l;’;;fg 2 55?375’5 days) ROXYBOND 4 QL (180 per
' : ORAL TABLET, 30 days)
mg, 7.5-325 mg ORAL ONLY 15
OXYCONTIN, 3 PA; MO; MG, 30 MG
ORAL ONLY, QL (90 per ROXYBOND 4 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 4 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.

This drug list was updated in August 2023.
42


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TREZIX 4 MO; QL CONZIP 4 PA; MO;
(300 per 30 QL (30 per
days) 30 days)
XTAMPZA ER 4 PA; MO; DAYPRO 4 ST; MO
QL (90 per DICLOFENAC 4  PA;QL (60
30 days) EPOLAMINE per 30 days)
NON- diclofenac 2 MO
NARCOTIC potassium oral
ANALGESICS capsule
ARTHROTEC 50 4 ST; MO diclofenac 2 MO; QL (9
ARTHROTEC 75 4 ST- MO potassium oral per 30 days)
’ owder in packet
buprenorphine- 2 MO; QL Z ; P 5 MO
naloxone sublingual (60 per 30 iclof enac /
film 12-3 mg days) potassium ora
5 » > MO: OL tablet 25 mg
uprenorphine- ; -
naloxone sublingual (360 per 30 diclof enac / 2 MO
film 2-0.5 mg days) potassium ora
5 o > MO: OL tablet 50 mg
uprenorphine- ; - -
naloxone sublingual (90 per 30 dldlof enac sodium 2 MO
film 4-1 mg, 8-2 mg days) ord
buprenorphine- D) MO: QL diclf)fenac sodium 2 MO; QL
naloxone sublingual (360 per 30 topical drops 8300 per 28
tablet 2-0.5 mg days) ays)
buprenorphine- D) MO: QL diclofenac sodium 2 MO; QL
s : 0
naloxone sublingual (90 per 30 topical gel 177 ;18030 per
tablet 8-2 mg days) ays)
butorphanol nasal 4 MO; QL diclofenac sodium 5 MO; QL
(10 Ij)er 73 topical solution in (224 per 28
days) metered-dose pump days)
CAMBIA 4 ST- MO- diclofenac- 4 MO
QL’ © pér misoprostol
30 days) diflunisal 2 MO
CELEBREX 4 MO DUEXIS 4  ST;MO
celecoxib 2 MO etodolac oral 2 MO
capsule
etodolac oral tablet 2 MO

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

This drug list was updated in August 2023.
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etodolac oral tablet 4 MO LICART 4 PA; MO;
extended release 24 QL (30 per
hr 30 days)
FELDENE 4 ST; MO LODINE ORAL 4 ST
fenoprofen oral 2 MO TABLET
capsule 400 mg lofena 5 MO
fenoprofen oral 2 MO LUCEMYRA 5 PA; MO
tablet meclofenamate 2 MO
FLECTOR 4 PA; MO; mefenamic acid 2 MO
%Ld(;os)p “ meloxicam oral 1 MO; QL
y tablet (30 per 30
flurbiprofen oral 2 MO days)
t.ablet 100 mg meloxicam 2 MO; QL
ibu oral tablet 600 1 MO submicronized (30 per 30
mg, 800 mg days)
ibuprof?n oral 2 MO nabumetone % MO
suspension NALFON ORAL 4  ST;MO
ibuprofen oral tablet | MO CAPSULE 400
400 mg, 600 mg, MG
800 mg NALFON ORAL 4 ST; MO
ibuprofen- 2 TABLET
Jamotidine naloxone injection 2 MO
INDOCIN 5 MO solution
RECTAL naloxone injection 2 MO
ketoprofen oral 2 MO syringe
capsule 25 mg naloxone nasal 2 MO
ketoprofen oral 2 naltrexone 2 MO
capsule 50 mg
ketoprofen oral ) MO NAPRELAN CR 4 ST; MO
capsule,ext rel. naproxgn oral 2 MO
pellets 24 hr 200 mg suspension
KETOROLAC 4 ST naproxen oral tablet 1 MO
NASAL naproxen oral 2 MO
KLOXXADO 4 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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Tier  ts/Limits Tier  ts/Limits
naproxen oral 2 SUBOXONE 4 MO; QL
tablet,delayed SUBLINGUAL (60 per 30
release (drlec) 500 FILM 12-3 MG days)
mg SUBOXONE 4 MO; QL
naproxen sodium 2 MO SUBLINGUAL (360 per 30
oral tablet 275 mg, FILM 2-0.5 MG days)
550 mg SUBOXONE 4  MO;QL
naproxen sodium 2 MO SUBLINGUAL (90 per 30
oral tablet, er FILM 4-1 MG, 8-2 days)
multiphase 24 hr MG
naproxen- 5 MO sulindac 2 MO
esomeprazole TRAMADOL 4  PA; MO;
NARCAN 4 MO ORAL QL (30 per
NUCYNTA ER 4 PA; MO; CAPSULE,ER 30 days)

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

75 MG days)

. 4 MO TRAMADOL 4 MO; QL
oxaprozin ORAL TABLET (120 per 30
PENNSAID 5 ST; MO; 100 MG days)
TOPICAL QL (224 per -
SOLUTION IN 28 days) ;rgzmadol oral tablet 2 ?;[4% %?30
METERED-DOSE e i S)p
PUMP Y

roxicam ) MO tramadol oral tablet 2 PA; MO;
P extended release 24 QL (30 per
RELAFEN DS 5 ST; MO hr 30 days)
SPRIX 3 ST tramadol oral 2 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- 2 MO; QL ABILIFY 5 MO; QL (1
acetaminophen (240 per 30 MAINTENA per 28 days)

days) ABILIFY 5 QL (30 per
VIMOVO 5 ST; MO MYCITE 30 days)
VIVITROL 5 MO MAINTENANCE
KIT ORAL

ZIMHI 4 TABLET WITH
ZIPSOR 4 ST; MO SENSOR AND
ZUBSOLV 3 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 5 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 3 MO; QL WITH SENSOR,
SUBLINGUAL (60 per 30 STRIP, POD 10
TABLET 8.6-2.1 days) MG
MG ABILIFY ORAL 4  MO; QL
PSYCHOTHER TABLET (30 per 30
APEUTIC days)
DRUGS ADDERALL 4 MO
ABILIFY 5 MO; QL o T;Aﬁ(L}Eg .
ASIMTUFII (2.4 per 56 MG ’ >
INTRAMUSCUL days)
AR ADDERALL XR 4 ST; MO
SUSPENSION,EX ADZENYS XR- 4 ST; MO
TENDED REL OoDT
SYRING 720 AMBIEN 4  MO;QL
ABILIFY 5  MO;QL days)
INTRAMUSCUL days) (30 per 30
AR days)
SUSPENSION,EX P
TENDED REL amitriptyline 2 MO
SYRING 960 amoxapine 2 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 2 PA; MO ARISTADA 5 MO; QL
sulfate INTRAMUSCUL (2.4 per 28
ANAFRANIL 4 MO QI?SPENSION x days)
APLENZIN 5 i\;IOOI; 6(31340 TENDED REL
days) SYRING 662
MG/2.4 ML
APTENSIO XR 4 ST; MO ARISTADA 5 MO: QL
aripiprazole oral 4 MO INTRAMUSCUL (3.2 per 28
solution AR days)
aripiprazole oral 2 MO; QL SUSPENSION,EX
tablet (30 per 30 TENDED REL
days) SYRING 882
aripiprazole oral 4 MO; QL MG/3.2 ML
tablet, disintegrating (60 per 30 armodafinil 4 PA; MO;
days) QL (30 per
ARISTADA 5  MO:;QL 30 days)
INITIO (4.8 per 365 asenapine maleate 4 MO; QL
days) (60 per 30
ARISTADA 5  MO:;QL days)
INTRAMUSCUL (3.9 per 56 ATIVAN ORAL 4 PA; MO;
AR days) TABLET 0.5 MG, QL (90 per
SUSPENSION,EX 1 MG 30 days)
TENDED REL ATIVAN ORAL 4  PA;MO;
SYRING 1,064 TABLET 2 MG QL (150 per
MG/3.9 ML 30 days)
ARISTADA S MO; QL atomoxetine oral 4 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 4 MO; QL
SYRING 441 capsule 100 mg, 60 (30 per 30
MG/1.6 ML mg, 80 mg days)
AUVELITY 5 ST; MO;
QL (60 per
30 days)
AZSTARYS 4 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 4 PA; MO; clomipramine 4 MO
%Ld(?’o )per clonidine hel oral 4 MO
ays tablet extended
bupropion hcl oral 2 MO release 12 hr
tablet clorazepate 2 PA; MO;
bupropion hcl oral 2 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 2 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 D PA; MO:;
BUPROPION 4 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 2
RELEASE 24 HR flfl"f Zq.e.oj"l y 4
450 MG ablet, disintegrating
bupropion hcl oral 2 MO; QL CLOZARIL 2
. ORAL TABLET
tablet sustained- (60 per 30
100 MG
release 12 hr days)
buspirone 2 MO CLOZARIL 4
P ORAL TABLET
CAPLYTA 4 ?;I(?; QI§0 200 MG, 25 MG,
per 50 MG
CELEXA ORAL 4 i/ellzl)S)QL CONCERTA : ST: MO
TABLET (30 per 30 COTEMPLA XR- 4 ST; MO
days) oDT
chlorpromazine oral 4 MO CYMBALTA 4 ?g(? I;)e?];)o
CITALOPRAM 4 MO; QL days)
ORAL CAPSULE 51321(; f)er 30 DAYTRANA 4 ST: MO
citalopram oral 2 MO DAYVIGO 4 PA; MO;
; QL (30 per
solution
italopram oral 1 MO; QL 30 days)
ci ; ; ;
tablet (30 per 30 desipramine 2 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 4 MO; QL diazepam oral tablet 2 PA; MO;
NE ORAL (120 per 30 QL (120 per
TABLET days) 30 days)
EXTENDED doxepin oral capsule 4 MO
RELEASE 24 HR :
100 MG doxepin oral 4 MO
DESVENLAFAXI 4 MO; QL concentrate
NE ORAL (30 per 30 doxepin oral tablet 2 ?g[(?, G?I_o;o
TABLET days) q p)
EXTENDED ays
RELEASE 24 HR DRIZALMA 4 MO; QL
50 MG ORAL CAPSULE, (60 per 30
desvenlafaxine 2 MO; QL IS)IPI{“II;?(EE% 12{35 L days)
succinate (30 per 30 MG. 30 MG. 60
days) M G’ ’
DEXEDRINE 4 ST; MO DRIZALMA 4 MO: QL
S A BSULE ORAL CAPSULE, (90 per 30
EXTENDED ’ DELAYED REL days)
RELEASE 10 MG, ifglNKLE 40
1> MG dul [ 2 0:.Q
; uloxetine ora MO; QL
dexmethy lphemdc.zte 2 MO capsule,delayed (60 per 30
dextroamphetamine 2 MO release(drlec) 20 days)
sulfate mg, 30 mg, 60 mg
dextr oamp}{etamine 4 MO duloxetine oral 2 MO; QL
-amphetamine oral capsule,delayed (90 per 30
capsule,extended release(drlec) 40 days)
release 24hr mg
dextroamphetamine 2 MO DYANAVEL XR 4 ST: MO
-amphetamine oral EFFEXOR XR A MO: QL
tablet ORAL (30 per 30
diazepam intensol 2 PA; MO; CAPSULE,EXTE days)
QL (240 per NDED RELEASE
30 days) 24HR 150 MG,
diazepam oral 2 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 4 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 5 MO days)
ergoloid 2 MO fluoxetine oral 1 MO; QL
escitalopram 2 MO capsule 40 mg (60 per 30
oxalate oral solution days)
escitalopram 1 MO: QL fluoxetine oral 2 MO:; QL (4
oxalate oral tablet (30 per 30 capsule,delayed per 28 days)

days) release(drlec)
eszopiclone 4 MO:; QL fluoxetine oral 2 MO

(30 per 30 solution

days) fluoxetine oral 2 MO; QL
EVEKEO 4 PA; MO tablet 10 mg (240 per 30
EVEKEO ODT 4 PA:MO | days)
FANAPT ORAL 4 MO: QL fluoxetine oral 2 MO; QL
TABLET (60 per 30 tablet 20 mg (120 per 30

days) days)
FANAPT ORAL 4 MO: QL (8 fluoxetine oral 2 MO; QL
TABLETS,DOSE per 180 tablet 60 mg (30 per 30
PACK days) | days)
FETZIMA ORAL 3 MO;QL g“p he”"f’”e S MO
CAPSULE,EXT (28 per 180 ccanoate
REL 24HR DOSE days) fluphenazine hcl 4 MO
PACK fluvoxamine oral 4 MO; QL
FETZIMA ORAL 3 MO: QL capsule,extended (60 per 30
CAPSULE.EXTE (30 per 30 release 24hr days)
NDED RELEASE days) fluvoxamine oral 2 MO; QL
24 HR tablet 100 mg (90 per 30
fluoxetine (pmdd) 2 QL (240 per days)
oral tablet 10 mg 30 days) fluvoxamine oral 2 MO; QL
fluoxetine (pmdd) 2 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 2 MO; QL HETLIOZ 5 PA; MO;
tablet 50 mg (60 per 30 QL (30 per
days) 30 days)
FOCALIN 4 MO HETLIOZ LQ 5 PA; MO;
FOCALIN XR 4 ST; MO QL (158 per
30 days)
FORFIVO XL 4 MO:; QL
(30 per 30 imipramine hcl 4 MO
days) imipramine pamoate 4 MO
GEODON 4 MO INVEGA 5 MO; QL
INTRAMUSCUL HAFYERA (3.5 per 180
AR INTRAMUSCUL days)
GEODON ORAL 4  MO;QL AR SYRINGE
CAPSULE 20 MG (60 per 30 1,092 MG/3.5 ML
days) INVEGA 5 MO; QL (5
GEODON ORAL 5  MO;QL HAFYERA per 180
CAPSULE 40 MG, (60 per 30 INTRAMUSCUL days)
60 MG, 80 MG days) AR SYRINGE
HALDOL 4 MO 1,560 MG/5 ML
DECANOATE INVEGA ORAL 4 MO; QL
: TABLET (30 per 30
haloperz‘dol 2 MO EXTENDED days)
haloperidol 4 RELEASE 24HR
decanoate 1.5 MG, 3 MG. 9
intramuscular MG
*;‘;l“”l‘))” 100 mglml INVEGA ORAL 4  MO; QL
m TABLET (60 per 30
haloperidol 4 MO EXTENDED days)
decanoate RELEASE 24HR 6
intramuscular MG
“5“00[%"’/” 5 0500mg/ ml INVEGA 5  MO;QL
- mgl Zr’n 3 SUSTENNA (0.75 per 28
g INTRAMUSCUL days)
haloperidol lactate 4 MO AR SYRINGE 117
injection MG/0.75 ML
haloperidol lactate 2 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 5 MO; QL (1 INVEGA 5 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 5 MO; QL JORNAY PM 4 ST; MO
SUSTENNA (1.5 per 28 KAPVAY 4 ST: MO
E\gggi\g (S}%[g . days) LATUDA ORAL 5  MO; QL
MG/1.5 ML TABLET 120 MG, (30 per 30

‘ 20 MG, 40 MG, 60 days)
INVEGA 3 MO; QL MG
SUSTENNA (0.25 per 28 LATUDA ORAL 5 MO: QL
INTRAMUSCUL days) TABLET 80 MG (60 per 30
AR SYRINGE 39 q p)er
MG/0.25 ML ays
INVEGA S voor ~  LEKAPROORAL [ MO. QL
SUSTENNA (0.5 per 28 i f)
INTRAMUSCUL days) Y
AR SYRINGE 78 lithium carbonate 1 MO
MG/0.5 ML LITHOBID 4 MO
INVEGA 5 MO; QL lorazepam intensol 2 PA; QL
TRINZA (0.88 per 90 (150 per 30
INTRAMUSCUL days) days)
AR SYRINGE 273 lorazepam oral 2 PA; MO;
MG/0.88 ML tablet 0.5 mg, 1 mg QL (90 per
INVEGA 5 MO; QL 30 days)
TRINZA (1.32 per 90 lorazepam oral 2 PA; MO;
INTRAMUSCUL days) tablet 2 mg QL (150 per
AR SYRINGE 410 30 days)
MG/1.32 ML LOREEV XR 4 PA; MO;
INVEGA 5 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.
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LOREEV XR 4 PA; MO; methylphenidate hcl 4 MO
ORAL QL (150 per oral capsule,er
CAPSULE.EXTE 30 days) biphasic 50-50
NDED RELEASE methylphenidate hcl 4 MO
24HR 2 MG oral solution
LOREEV XR 4 PA; MO; methylphenidate hcl 2 MO
ORAL QL (90 per oral tablet
CAPSULE,.EXTE 30 days) :
NDED RELEASE metlhty lé’;’et”’d;”e C% R MO
2AHR 3 MG oral tablet extende
: : release

loxapine succinate 2 MO methylphenidate hel 5
LUNESTA 4 MO; QL oral tablet extended

(30 per 30 release 24hr 18 mg

days) (bx rating), 27 mg
lurasidone oral 5 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 5 MO; QL methylphenidate hcl 2 MO
tablet 80 mg (60 per 30 oral tablet extended

days) release 24hr 18 mg,
LYBALVI 5  ST; MO; 27 mg, 36 mg, 54

QL (30 per mg

30 days) METHYLPHENI 4 ST; MO
MARPLAN 4 MO gﬁg I%IEELET
methamphetamine 2 PA; MO EXTENDED
METHYLIN 4 MO RELEASE 24HR
ORAL 45 MG, 63 MG, 72
SOLUTION MG
methylphenidate 2 MO methylphenidate hcl 4 MO
methylphenidate hcl 2 MO oral tablet,chewable
or a( cap.er- mirtazapine 2 MO
ggmkle,bzp hasic 40- modafinil oral tablet 2 PA; MO;

100 mg QL (30 per

methylphenidate hcl 2 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 2 PA; MO; paliperidone oral 4 MO; QL
200 mg QL (60 per tablet extended (60 per 30
30 days) release 24hr 6 mg days)
molindone 4 MO PAMELOR 4 MO
MYDAYIS 4 ST; MO PARNATE 4 MO
NARDIL 4 MO paroxetine hcl oral 4 MO
nefazodone 4 MO suspension
NORPRAMIN 4 MO paroxetine hcl oral 2 MO; QL
ORAL TABLET tablet 10 mg, 20 mg, (30 per 30
10 MG, 25 MG 40 mg days)
nortriptyline oral ? MO paroxetine hcl oral 2 MO; QL
capsule tablet 30 mg (60 per 30
nortriptyline oral 4 MO days)
solution paroxetine hcl oral 2 MO; QL
: : tablet extended (60 per 30
release r ays
NUPLAZID 4 I(’)?J,(l;/éOp,er i 24 b days)
30 days) paroxetine 2 MO; QL
: : mesylate(menop.sy (30 per 30
NUVIGIL 4 PA; MO; m) days)
QL (30 per
30 days) PAXIL CR 4 MO; QL
olanzapine 4 MO (60 per 30
. days)
intramuscular
olanzapine oral 2 MO; QL gé?;lélfl)sl}é]ﬁ 4 MO
tablet (30 per 30
days) PAXIL ORAL 4 MO; QL
olanzapine oral 4 MO; QL TABLET 10 MG, (30 per 30
. . 20 MG, 40 MG days)
tablet,disintegrating (30 per 30
days) PAXIL ORAL 4 MO; QL
olanzapine- 4 MO TABLET 30 MG (60 per 30
A days)
fluoxetine :
paliperidone oral 4 MO; QL perphenazine i MO
tablet extended (30 per 30 PERSERIS S MO; QL (1
release 24hr 1.5 mg, days) per 30 days)
3 mg, 9mg phenelzine 2 MO
pimozide 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PRISTIQ 4 MO; QL quetiapine oral 2 MO; QL
(30 per 30 tablet 300 mg, 400 (60 per 30
days) mg days)
procentra 2 MO quetiapine oral 2 MO; QL
protriptyline 4 MO tablet extended (30 per 30
PROVIGIL ORAL 5 PA: MO- release 24 hr 150 days)
TABLET 100 MG QL (30 per mg, 200 mg
30 days) quetiapine oral 2 MO; QL
PROVIGIL ORAL 5 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 4 MO: QL QUILLICHEW 4 ST; MO
CAPSULE 10 MG (30 per 30 ER
days) QUILLIVANT XR 4 ST; MO
PROZAC ORAL 4  MO;QL QUVIVIQ 4 PA;MO;
CAPSULE 20 MG (90 per 30 QL (30 per
days) 30 days)
PROZAC ORAL 4  MO;QL ramelteon 2 MO:;QL
CAPSULE 40 MG (60 per 30 (30 per 30
days) days)
QELBREE ORAL 4  ST; MO; RELEXXII 4  ST;MO
CAPSULE,.EXTE QL (30 per REMERON 4 MO
NDED RELEASE 30 days) ORAL TABLET
24HR 100 MG, 150 15 MG, 30 MG
MG REMERON 4 MO
QELBREE ORAL 4 ST; MO; SOLTAB
CAPSULE,EXTE QL (60 per REXULTI 4 MO: QL
NDED RELEASE 30 days) (30 per 30
24HR 200 MG days)
quetiapine oral 2 MO; QL
tablet 100 mg, 200 (90 per 30
mg, 25 mg, 50 mg days)
QUETIAPINE 4 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 3 MO; QL (2 risperidone oral 4 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 4 MO; QL
TENDED REL tablet, disintegrating (120 per 30
RECON 12.5 4mg days)
MG/2 ML, 25
MG/2 ML RITALIN 4 MO
RISPERDAL 5 MO: QL (2 RITALIN LA 4 ST; MO
CONSTA per 28 days) ROZEREM 4 MO;QL
INTRAMUSCUL (30 per 30
AR days)
SUSPENSION,EX SAPHRIS 4 MO; QL
TENDED REL (60 per 30
RECON 37.5 days)
MG/2 ML, 50 SECUADO 5  MO:;QL
MG/2 ML (30 per 30
RISPERDAL 4 MO days)
ORAL SEROQUEL 4  MO;QL
SOLUTION ORAL TABLET (90 per 30
RISPERDAL 4 MO; QL 100 MG, 200 MG, days)
ORAL TABLET (60 per 30 25 MG, 50 MG
0.5 MG, 1 MG, 2 days) SEROQUEL 4 MO;QL
MG, 3 MG ORAL TABLET (60 per 30
RISPERDAL 4 MO; QL 300 MG, 400 MG days)
ORAL TABLET 4 (120 per 30 SEROQUEL XR 4 MO: QL
MG days) ORAL TABLET (30 per 30
risperidone oral 2 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 4 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.
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SERTRALINE 4 MO; QL trazodone 1 MO
ORAL CAPSULE (30 per 30 trifluoperazine 7 MO
7 ; days) trimipramine 4 MO
sertraline ora 4 MO TRINTELLIX 3 MO: QL
concentrate
(30 per 30
sertraline oral tablet | MO; QL days)
100 mg, 50 mg 516210 E)er 30 UZEDY 5 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 4 MO; QL SYRING 100
(30 per 30 MG/0.28 ML
days) UZEDY 5  MO;QL
SODIUM 5 PA; LA; SUBCUTANEOU (0.35 per 28
OXYBATE QL (540 per S days)
30 days) SUSPENSION,EX
STRATTERA 4  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 5 MO; QL
STRATTERA 4 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 4 PA; MO; MG/0.42 ML
QL (30 per
30 days) UZEDY 5  MO;QL
SYMBYAX 4 MO gUBCUTANEOU 80355) per 56
ORAL CAPSULE SUSPENSION EX
’ TENDED REL
tasimelteon 5 PA; QL (30 SYRING 200
per 30 days) MG/0.56 ML
thioridazine 2 MO
thiothixene 2 MO
tranylcypromine 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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UZEDY 5 MO; QL venlafaxine oral 2 MO; QL
SUBCUTANEOU (0.7 per 56 tablet extended (30 per 30
S days) release 24hr days)
SUSPENSION,EX VERSACLOZ 5
TENDED REL VIIBRYD ORAL 4 MO; QL
SYRING 230 TABLET (30 per 30
MG/0.7 ML dayf)
SUBCUTANEOU  (naper2s  VUBRYDORAL 3 MO:QL
S da.ys) TABLETS,DOSE (30 per 180
SUSPENSION,EX gﬁﬁlé 1((2)31;“} - days)
TENDED REL
SYRING 50 vilazodone 2 MO; QL
MG/0.14 ML (30 per 30
UZEDY 5  MO:QL days)
SUBCUTANEOU (0.21 per 28 VRAYLARORAL 4 MO; QL
S days) CAPSULE (30 per 30
SUSPENSION,EX days)
TENDED REL VRAYLAR ORAL 4 MO; QL (7
SYRING 75 CAPSULE,DOSE per 180
MG/0.21 ML PACK days)
VALIUM 4 PA; MO; VYVANSE 4 ST; MO
QL (120 per WAKIX 5  PA;MO;
30 days) LA; QL (60
VENLAFAXINE 4 MO; QL per 30 days)
BESYLATE (30 per 30 WELLBUTRIN 4  MO;QL
days) SR (60 per 30
venlafaxine oral 2 MO; QL days)
capsule,extended (30 per 30 WELLBUTRIN 4 MO; QL
release 24hr 150 days) XL ORAL (90 per 30
mg, 37.5 mg TABLET days)
venlafaxine oral 2 MO; QL EXTENDED
capsule,extended (90 per 30 RELEASE 24 HR
release 24hr 75 mg days) 150 MG
venlafaxine oral 2 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 4 MO; QL ZOLOFT ORAL 4 MO; QL
XL ORAL (30 per 30 TABLET 25 MG (30 per 30
TABLET days) days)
EXTENDED zolpidem oral tablet 2 MO; QL
RELEASE 24 HR (30 per 30
300 MG days)
XELSTRYM 4 ST; MO zolpidem oral 2 MO; QL
XYREM 5 PA; LA; tablet,ext release (30 per 30
QL (540 per multiphase days)
30 days) ZYPREXA 4 MO
XYWAV 5 PA; LA; INTRAMUSCUL
QL (540 per AR
30 days) ZYPREXA ORAL 4 MO; QL
zaleplon oral 4 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 4 MO; QL ZYPREXA ORAL 5 MO; QL
capsule 5 mg (30 per 30 TABLET 15 MG, (30 per 30
days) 20 MG days)
zenzedi oral tablet 2 MO ZYPREXA 3 MO; QL (2
10 mg, 5 mg RELPREVV per 28 days)
ZENZEDI ORAL 4 MO INTRAMUSCUL
TABLET 15 MG, AR SUSPENSION
2.5 MG, 20 MG, 30 FOR
MG, 7.5 MG RECONSTITUTI
ziprasidone hcl 2 MO; QL ON210 MG
(60 per 30 ZYPREXA ZYDIS 4 MO; QL
days) ORAL (30 per 30
; ; TABLET,DISINT days)
ziprasidone 4 MO EGRATING 10
mesylate MG. 5 MG
ég;%g&gg:lﬁz g MO ZYPREXA ZYDIS 5 MO; QL
ORAL (30 per 30
ZOLOFT ORAL 4 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 2
CULAR, sotalol oral 2 MO
HYPERTENSI SOTYLIZE 4 MO
OAWARIMIIN TIKOSYN 4 MO
ANTIARRHYTH ﬁgggYPERTE
MIC AGENTS

THERAPY
amiodarone oral 2 MO
tablet 100 mg, 200 acebutolol 2 Mo
mg ALDACTAZIDE 4 MO
amiodarone oral 2 ORAL TABLET
tablet 400 mg 25-25 MG
BETAPACE AF 4 MO ALDACTONE 4 MO
dofetilide 4 MO aliskiren 4 MO
flecainide 2 MO ALTACE 4 MO
mexiletine 2 MO amiloride 2 MO
MULTAQ 4 MO amiloride- 2 MO
hydrochlorothiazide

pacerone oral tablet 2 MO —
100 mg, 200 mg, amlodipine 1 MO
400 mg amlodipine- 1 MO
propafenone oral 4 MO benazepril
capsule,extended amlodipine- 1 MO
release 12 hr olmesartan
propafenone oral 2 MO amlodipine- 1 MO
tablet valsartan
quinidine gluconate 2 MO amlodipine- 2 MO
oral valsartan-hcthiazid
quinidine sulfate 2 MO ATACAND 4 ST; MO
oral tablet ATACAND HCT 4  ST;MO
RYTHMOL SR 4 MO atenolol 1 MO
sorine oral tablet 2 MO atenolol- 1 MO
120 mg, 160 mg, 80 chlorthalidone
ne AVALIDE 4  ST;MO
sorine oral tablet 2 AVAPRO 4 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 4 ST; MO CARDURA 4 ST; MO;
benazepril 1 MO ORAL TABLET 8 QL (60 per
benazepril- 1 MO MG 30 days)
hydrochlorothiazide CARDURA XL 4 ST; MO;
BENICAR 4  ST;MO %Ldg)s)per
BENICAR HCT 4 ST; MO CAROSPIR 1 MO
betaxolol oral 2 MO artid <t > MO
BIDIL 4 ?g?)’er?g, 0 carvedilol 1 MO

days) carvedilol phosphate 2 MO
bisoprolol fumarate 2 MO chlorthalidone oral 2 MO
bisoprolol- 1 MO tablet 25 mg, 30 mg
hydrochlorothiazide clonidine 4 MO; QL (4
bumetanide 4 MO per 28 days)
injection clonidine hcl oral 1 MO
bumetanide oral 2 MO tablet
BYSTOLIC 4 MO CONJUPRI £ MO
candesartan 1 MO COREG CR 4 MO
candesartan- 2 MO ggi(g%l:igLET 4 MO
hydroch.lorothzazzd 20 MG, 40 MG
;cOIpOZZZlg (())r;qu gtablet 2 MO COZAAR 2 ST- MO
captopril oral tablet 1 MO DEMSER 5 PA; MO
12.5mg, 25 mg DIBENZYLINE 5 PA; MO
CARDIZEM CD 4 MO diltiazem hcl oral 2 MO
CARDIZEM LA 4 MO capsule,extended
A i release 12 hr
gRii)I]?fg/I{ET MO diltiazem hcl oral 2 MO
120 MG. 30 MG capsule,extended
60 MG ’ ’ release 24 hr 360
mg, 420 mg

CARDURA 4 ST; MO;
ORAL TABLET 1 QL (30 per
MG, 2 MG, 4 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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diltiazem hcl oral 2 MO eplerenone 2 MO
capsule,extended ethacrynic acid 2 MO
release 24hr 120 EXFORGE 4 ST: MO
mg, 180 mg, 240
mg, 300 mg EXFORGE HCT 4 ST; MO
diltiazem hcl oral 2 MO felodipine 2 MO
tablet fosinopril 1 MO
diltiazem hcl oral 2 MO fosinopril- 1 MO
tablet extended hydrochlorothiazide
release 24 hr 120 mg FUROSCIX 5 ST
diltiazem hel oral 2 furosemide injection 4 MO
tablet extended solution
release 24 hr 180 furosemide oral 2 MO
mg, 240 mg, 300 )
mg. 360 mg, 420 mg solution 10 mglml,
& ’ 40 mgl5 ml (8

dilt-xr 2 MO mglml)
DIOVAN 4 ST; MO furosemide oral 1 MO
DIOVAN HCT 4 ST; MO tablet
DIURIL 4 MO hydralazine oral 2 MO
doxazosin oral 2 MO; QL hydrochlorothiazide 1 MO
tablet 1 mg, 2 mg, 4 (30 per 30 HYZAAR 4 ST: MO
e : days) indapamide 1 MO
doxazosin oral 2 MO; QL INDERAL LA A MO
tablet 8§ mg (60 per 30

INNOPRAN XL 4 MO

days)
DYRENIUM 4 MO INSPRA 4 MO
EDARBI 3 MO irbesartan 1 MO
EDARBYCLOR 3 MO irbesartan- I MO
EDECRIN 4 MO i.zydroc}'zlorothlamde
enalapril maleate 2 MO lSOSOVbld?- 2 MO; QL
. hydralazine (180 per 30

oral solution days)
enalapril maleate 1 MO ; -
oral tablet isradipine 2 MO
enalapril- 1 MO I;Qflii?ll}};} © g MO
hydrochlorothiazide

KATERZIA 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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KERENDIA 3 PA; QL (30 minoxidil oral 2 MO
per 30 days) moexipril 1 MO
labetalol oral 2 MO nadolol 4 MO
LASIX 4 MO nebivolol 2 MO
LEVAMLODIPIN 4 MO nicardipine oral 4 MO
E‘ : : nifedipine oral 2 MO
lisinopril 1 MO tablet extended
lisinopril- 1 MO release
hydrochlorothiazide nifedipine oral 9 MO
LOPRESSOR 4 MO tablet extended
ORAL release 24hr
losartan 1 MO nimodipine 4 MO
losartan- 1 MO nisoldipine 4 MO
hydrochlorothiazide NORLIQVA 4 MO
LOTENSIN 4 MO NORVASC 4 MO
MG ’ ’ ORAL SYRINGE
60 MG/10 ML
LOTREL ORAL 4 MO ] p 1 MO
CAPSULE 10-20 otmesartan
MG, 10-40 MG, 5- olmesartan- 2 MO
10 MG, 5-20 MG amlodipin-hcthiazid
matzim la D MO olmesartan- 1 MO
metoldzone 5 MO hydrochlorothiazide
metonrolol 1 MO ORENITRAM 5 PA; MO
etop t 0 MONTH 1
succnate TITRATION KT
vl ORENITRAM 5 PAINO
Y MONTH 2
metoprolol tartrate 1 MO TITRATION KT
oral ORENITRAM 5  PA:MO
metyrosine 5 PA; MO MONTH 3
MICARDIS 4 ST; MO TITRATION KT
MICARDIS HCT 4 ST; MO
MINIPRESS 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ORENITRAM 4 PA; MO SULAR ORAL 4 MO
ORAL TABLET TABLET
EXTENDED EXTENDED
RELEASE 0.125 RELEASE 24 HR
MG 17 MG, 34 MG, 8.5
ORENITRAM 5  PA;MO MG
ORAL TABLET taztia xt 2 MO
EXTENDED TEKTURNA 4 MO
RELEASE 0.25 relmisart 1 MO
MG. | MG. 2.5 elmisartan
MG. 5 MG telmisartan- 2 MO
perindopril 1 MO amlodipine
erbumine telmisartan- 2 MO
phenoxybenzamine 5 PA; MO hydrochlorothiazid
. TENORETIC 100 4 MO
pindolol 2 MO
. TENORETIC 50 4 MO
prazosin 2 MO
PROCARDIA XL 4 MO TENOBMIN 4 MO
propranolol oral 5 MO terazosin oral 1 MO; QL
capsule 1 mg, 2 mg, (30 per 30
capsule,extended 5 days)
release 24 hr e : ays
propranolol ordl 5 MO terazosin oral | MO; QL
. capsule 10 mg (60 per 30
solution days)
propranolol oral 1 MO THALITONE 4 MO
tablet :
QBRELIS 4 MO tiadylt er 2 MO
. . TIAZAC 4 MO
quinapril 1 MO
- timolol maleate oral 4 MO
ramipril 1 MO
SOAANZ 4 ST; MO TOPRQL XL 4 MO
spironolactone 1 MO torsemide (?ral 2 MO
spironolacton- 2 MO trandolap ”_l ! MO
hydrochlorothiaz trandolapril- 2 MO
verapamil
treprostinil sodium 5 PA; MO;
LA
triamterene 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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triamterene- 1 MO COAGULATION
hydrochlorothiazid THERAPY
TRIBENZOR 4 ST; MO ARIXTRA 5 MO
UPTRAVI ORAL 5 PA; MO; SUBCUTANEOU
LA S SYRINGE 10
VALSARTAN 5 ST; MO MG/0.8 ML, 5
ORAL MG/0.4 ML, 7.5
SOLUTION MG/0.6 ML
valsartan oral tablet 1 MO ARIXTRA 4 MO
valsartan- 1 MO ggBCUTé‘NEOU
hydrochlorothiazide YRINGE 2.5
MG/0.5 ML
VASERETIC 4 MO —
aspirin- 4 MO
VASOTEC 4 MO dipyridamole
verapc;mél;;al 2 MO BRILINTA MO
pelletcr CABLIVI PA; LA
_ INJECTION KIT
verapamil oral 2 MO 7 ; o
capsule,ext rel. ki 2 M
pellets 24 hr clopidogrel oral MO; QL
verapamil oral 1 MO tablet 75 mg (30 per 30
tablet days)
verapamil oral 5 MO dabigatran etexilate 4 MO
tablet extended dipyridamole oral 4 MO
release DOPTELET (10 5 PA; MO;
VERELAN 4 MO TAB PACK) LA
VERELAN PM 4 MO DOPTELET (15 5  PA;MO;
ZESTORETIC 4 MO TAB PACK) LA
ZESTRIL 4 MO DOPTELET (30 5 PA; MO;
ZIAC 2 MO TAB PACK) LA
EFFIENT 4 MO
ELIQUIS MO
ELIQUIS DVT-PE 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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enoxaparin 4 MO; QL FRAGMIN 5 MO
subcutaneous (28 per 28 SUBCUTANEOU
syringe 100 mglml, days) S SYRINGE
150 mglml 10,000 ANTI-XA
enoxaparin 4 MO; QL UNIT/ML, 12,500
subcutaneous (22.4 per 28 ANTI-XA
syringe 120 mgl0.8 days) UNIT/0.5 ML,
ml, 80 mgl0.8 ml 15,000 ANTI-XA
. UNIT/0.6 ML,
e”Zx"p arim . hfé)é QL - 18,000 ANTI-XA
e e omo i
ml, 60 mgl0.6 ml 7,300 ANTI-XA
’ : i MO: OL UNIT/0.3 ML
i MO, MG 6w
syringe 40 mgl0.4 days) SUBCUTANEOU
ol S SYRINGE 2,500
ANTI-XA
fondaparinux 5 MO UNIT/0.2 ML
subcutaneous 5,000 ANTI-X’A
syringe 10 mgl0.8 UNIT/0.2 ML
Z; /3?5104 mi, 7.5 @epar{n ( porczlne ) 2 MO
: injection solution
fondaparinux 4 MO Jantoven 1 MO
subcutaneous
syringe 2.5 mgl0.5 LOVENOX 4 MO; QL
ml SUBCUTANEOU (28 per 28
FRAGMIN 5 MO 18\45511\{415 (1}50100 days)
SUBCUTANEOU MG /ML,
S SOLUTION
25,000 ANTI-XA LOVENOX 4 MO; QL
UNIT/ML SUBCUTANEOU (22.4 per 28
S SYRINGE 120 days)
MG/0.8 ML, 80
MG/0.8 ML
LOVENOX 4 MO; QL
SUBCUTANEOU (16.8 per 28
S SYRINGE 30 days)
MGJ/0.3 ML, 60
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.
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LOVENOX 4 MO; QL amlodipine- 2 MO; QL
SUBCUTANEOU (11.2 per 28 atorvastatin (30 per 30
S SYRINGE 40 days) days)
MG/0.4 ML ANTARA ORAL 4 MO
MULPLETA 5 PA; MO CAPSULE 90 MG
pentoxifylline 2 MO atorvastatin | MO; QL
PLAVIX ORAL 4 MO; QL (30 per 30
TABLET 75 MG (30 per 30 days)
days) CADUET 4 ST; MO;
PRADAXA ORAL 4 PA; MO QL (30 per
CAPSULE 30 days)
PRADAXA ORAL 5 PA cholestyramine 2 MO
PELLETS IN (with sugar) oral
PACKET powder in packet
prasugrel D MO cholestyramine light 2
PROMACTA 5  PA;MO; oral powder in
LA packet
SAVAYSA 4 PA: MO colesevelam 4 MO
TAVALISSE 5 PA: LA: COLESTID ORAL 4 MO
QL (60 per PACKET
30 days) COLESTID ORAL 4 MO
warfarin 1 MO TABL'ET
XARELTO 3 MO ;Zie]jé’tp ol oral R MO
XARELTO DVT- MO :
PE TREAT 30D colestipol oral tablet 4 MO
START CRESTOR 4 ST; MO;
QL (30 per
ZONTIVITY 4 MO
30 days)
LLIEAIDCIEI0L M 22 EZALLOR 4 ST, MO;
TEROL SPRINKLE QL (30 per
LOWERING 30d
AGENTS v
ezetimibe 2 MO
ALTOPREV 5 ST; MO, ezetimibe- 2 MO; QL
QL (30 per simvastatin (30 per 30
30 days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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enofibrate 2 MO LESCOL XL 4 ST; MO;
fenofi
micronized oral QL (30 per
capsule 130 mg, 134 30 days)
mg, 200 mg, 43 mg, LIPITOR 4 ST; MO;
67 mg QL (30 per
FENOFIBRATE 4 MO 30 days)
MICRONIZED LIPOFEN 4 MO
;)()Rl\?é CAPSULE LIVALO 4 ST; MO;
QL (30 per
fenofibrate ' 2 MO 30 days)
nanocrystallized LOPID 4 MO
glf{NAgl:éigﬁng 4 MO lovastatin oral | MO; QL
tablet 10 mg (30 per 30
fenofibrate oral 2 MO days)
tablet' S lovastatin oral 1 MO; QL
fenofibric acid 4 MO tablet 20 mg, 40 mg (60 per 30
(choline) days)
FENOGLIDE 4 MO LOVAZA 4 ST: MO
FLOLIPID 4 ST; MO; NEXLETOL 3 PA; MO
%L dg’yosg Pt NEXLIZET 3 PA;MO
fuvastatin oral 5 MO: QL niacin oral tablet 2 MO
capsule 20 mg (30 per 30 200 mg
days) niacin oral tablet 4 MO
fluvastatin oral 2 MO; QL Z;ctended release 24
capsule 40 mg (60 per 30
days) NIACOR 4 MO
Sfluvastatin oral 2 MO; QL omega-3 acid ethyl 2 MO
tablet extended (30 per 30 esters
release 24 hr days) PRALUENT PEN 4 PA; QL (2
gemfibrozil 1 MO per 28 days)
icosapent ethyl 2 MO pravastatin 1 MO; QL
JUXTAPIDORAL 5  PA; MO; ffao f)er 30
CAPSULE 10 MG, LA Y
20 MG, 30 MG, 5 prevalite oral 2 MO

MG

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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QUESTRAN 4 MO ZETIA 4 MO
LIGHT ZOCOR ORAL 4  ST; MO;
QUESTRAN 4 MO TABLET 10 MG, QL (30 per
ORAL POWDER 20 MG, 40 MG 30 days)
REPATHA 3 PA: QL (6 ZYPITAMAG 4 ST; MO;
per 28 days) QL (30 per
REPATHA 3 PA;QL(7 30 days)
PUSHTRONEX per 28 days) MISCELLANEO
REPATHA 3 PA; QL (6 US
SURECLICK per 28 days) CARDIOVASCU
rosuvastatin | MO; QL LAR AGENTS
(30 per 30 ASPRUZYO 4 MO
days) SPRINKLE
ROSZET 4 ST;MO; CAMZYOS 5  PA; MO;
QL (30 per QL (30 per
30 days) 30 days)
simvastatin 1 MO; QL CORLANOR 3 QL (450 per
(30 per 30 ORAL 30 days)
days) SOLUTION
TRICOR 4 MO CORLANOR 3 MO;QL
TRILIPIX 4 MO ORAL TABLET (60 per 30
VASCEPA 4 ST; MO days)
VYTORIN 10-10 4 ST; MO; digoxin oral 2 MO
QL (30 per ENTRESTO 3 MO; QL
30 days) (60 per 30
VYTORIN 10-20 4 ST; MO; days)
QL (30 per FILSPARI 5 PA; MO;
30 days) QL (30 per
VYTORIN 10-40 4 ST; MO; 30 days)
QL (30 per LANOXIN ORAL 4 MO
30 days) ranolazine 2 MO
VYTORIN 10-80 4 ST; MO; VECAMYL 5
QL (30 per VERQUVO 3 MO;QL
30 days)
(30 per 30
WELCHOL 4 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
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VYNDAMAX 5 PA; MO calcipotriene scalp 2 MO; QL
VYNDAQEL 4  PA;MO gl 20 per 30
NITRATES ays)
calcipotriene topical 4 MO; QL
ISORDIL 5 MO cream (120 per 30
ISORDIL 4 MO days)
TITRADOSE CALCIPOTRIEN 4 QL (120 per
ORAL TABLET 5 E TOPICAL 30 days)
MG FOAM
isosorbide dinitrate 2 MO calcipotriene topical 4 MO; QL
oral tablet ointment (120 per 30
isosorbide | MO days)
mononitrate calcipotriene- 2 MO; QL
nitro-bid 2 MO betamethasone (400 per 30
NITRO-DUR 4 MO days)
nitroglycerin 7 MO calcitriol topical 4
sublingual COSENTYX (2 5 PA; MO;
nitroglycerin 2 MO SYRINGES) QL (10 per
transdermal patch 28 days)
24 hour COSENTYX PEN 5 PA; MO;
nitroglycerin 4 MO (2 PENS) QL (10 per
translingual 28 days)
NITROLINGUAL 4 MO SSEEII\EEEIEOU > gfi; (1;4?;
.5 per
NITROSTAT S MO S SYRINGE 75 28 days)
DERMATOL MG/0.5 ML
OGICALS/TO ENSTILAR 5 MO; QL
PICAL (400 per 30
THERAPY days)
ILUMYA 5 PA; MO;
ANTIPSORIATI QL (2 per
Cl 28 days)
ANTISEBORRH selenium sulfide 2 MO
EIC topical lotion
acitretin 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SILIQ 5 PA; MO; TREMFYA PA; MO;
QL (6 per QL (2 per
28 days) 28 days)
SKYRIZI 5 PA; MO; VECTICAL
SUBCUTANEOU QL (2 per VTAMA PA; MO
SUBCUTANEOU QL (2 per MISCELLANEO
S SYRINGE 150 28 days) s
MG/ML DERMATOLOG
SORILUX 4 MO; QL ICALS
(120 per 30 ADBRY PA; MO;
days) QL (6 per
SOTYKTU PA; MO 28 days)
STELARA PA; MO; ammonium lactate MO
INTRAVENOUS QL (104 per CARAC MO
180 days) CIBINQO PA; MO;
STELARA 5 PA; MO; QL (30 per
SUBCUTANEOU QL (0.5 per 30 days)
S SOLUTION 28 days) CONDYLOX MO
STELARA 5 PA; MO; TOPICAL GEL
SUBCUTANEOU QL (0.5 per diclofenac sodium PA; MO;
S SYRINGE 45 28 days) topical gel 3 % QL (100 per
MG/0.5 ML 28 days)
STELARA 5 PA; MO; doxepin topical MO; QL
SUBCUTANEOU QL (1 per (45 per 30
S SYRINGE 90 28 days) days)
MG/ML DUPIXENT PA; MO;
TACLONEX 5 MO;QL SUBCUTANEOU QL (4.56
(400 per 30 S PEN INJECTOR per 28 days)
days) 200 MG/1.14 ML
TALTZ 5> PA;MO; DUPIXENT PA; MO;
AUTOINJECTOR QL (1 per SUBCUTANEOU QL (8 per
28 days) S PEN INJECTOR 28 days)
TALTZSYRINGE 5  PA; MO; 300 MG/2 ML
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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DUPIXENT 5 PA; MO; lidocaine hcl mucous 2 MO
SYRINGE QL (1.34 membrane solution
SUBCUTANEOU per 28 days) 4% (40 mgiml)
S SYRINGE 100 lidocaine topical 4 PA; MO;
MG/0.67 ML adhesive QL (90 per
DUPIXENT 5 PA; MO; patch,medicated 5 30 days)
SUBCUTANEOU QL (4.56 %
S SYRINGE 200 per 28 days) lidocaine topical 4 MO; QL
MG/1.14 ML ointment (36 per 30
DUPIXENT 5 PA; MO; days)
SUBCUTANEOU QL (8 per lidocaine viscous 2 MO
S SYRINGE 300 28 days) lidocaine-prilocaine 2 MO; QL
MG/2 ML :
topical cream (30 per 30
EFUDEX 4 MO days)
TOPICAL LIDODERM 4 PA; MO;
CREAM
QL (90 per
ELIDEL 4 PA; MO; 30 days)
QL (100 per methoxsalen MO
30 days)
EUCRISA 4 PA; MO; OPZELURA PA; MO;
QL (240 per
QL (120 per 28 days)
30 days) y
FLUOROURACI 5 MO PANRETIN > PA; MO
L TOPICAL pimecrolimus 4 PA; MO;
CREAM 0.5 % QL (100 per
Sfluorouracil topical 2 MO 30 days)
cream 5 % PLIAGLIS 4 PA; QL (30
Sfluorouracil topical 2 MO per 30 days)
solution podofilox 2 MO
HYFTOR PA prudoxin 2 MO; QL
imiquimod topical MO (45 per 30
. days)
cream in metered-
dose pump REGRANEX 5 MO; QL
. ; (15 per 30
imiquimod topical 2 MO days)

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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SANTYL 3 MO; QL adapalene topical 2 PA
(180 per 30 swab
days) adapalene-benzoyl 2 PA; MO
SILVADENE 4 MO peroxide
silver sulfadiazine 2 MO AKLIEF 4 PA; MO
ssd 2 MO ALTRENO 4 PA; MO
tacrolimus topical 4 PA; MO; amnesteem 4
QL (100 per AMZEEQ 4 MO
30 days) ARAZLO 4  PA;MO
VALiHLOR 2 PA; MO ATRALIN 4 PA; MO
ZONALON 4 ?4/1150 I;e?IZ;O avita topical cream 4 PA; MO
days) azelaic acid 4 MO
ZTLIDO 4 PA;MO; AZELEX 4 MO
QL (90 per BENZAMYCIN 4 MO
30 days) brimonidine topical 2 PA; MO
%YSILAA%JA S MO claravis 4
CgEACM IN CLEOCINT 4 MO; QL
METERED-DOSE TOPICAL (120 per 30
PUMP LOTION days)
THERAPY FOR clindacin 2 QL (100 per
30d
ACNE S ' ays)
clindacin etz topical 2 MO; QL
ABSORICA 5 swab (69 per 30
ABSORICA LD 5 days)
ACANYA 4 MO CLINDAGEL 5 MO:; QL
TOPICAL GEL (150 per 30
WITH PUMP days)
accutane 4 clindamycin 2 QL (100 per
ACZONE 4 MO phosphate topical 30 days)
adapalene topical 2 PA; MO fO.am :
cream clindamycin 2 MO; QL
hosphate topical 120 per 30
adapalene topical 2 PA; MO gelcwp ate topred Ei ay S)p °

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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clindamycin 2 MO; QL erythromycin with 2 MO

phosphate topical (120 per 30 ethanol topical

lotion days) solution

clindamycin 2 MO; QL erythromycin- 2 MO

phosphate topical (120 per 30 benzoyl peroxide

solution days) FABIOR 4 PA; MO

clindamycin 2 MO:;QL FINACEA 4  ST; MO

fzzzphate topical 8621(; f)er 30 Sotretinoin 4

clindamycin-benzoyl 5 MO ivermectin topical 2 MO; QL

peroxide topical gel cream Efa(;f)er 30

clindamycin-benzoyl =2 MO METROCREAM 4  ST; MO

peroxide topical gel

with pump 1.2-2.5 % METROGEL 4 ST; MO

clindamycin- 2 PA; MO $OPICAL GEL 1

tretinoin ’

dapsone topical 2 MO METROLOTION 4 ST

DIFFERIN 4 PA- MO metronidazole 4 MO

TOPICAL ’ topical cream

CREAM metronidazole 4 MO

DIFFERIN 4 PA;MO topical gel

TOPICAL GEL metronidazole 4 MO

WITH PUMP topical lotion

DIFFERIN 4 PA;MO MIRVASO 4 PAJMO

TOPICAL neuac 2 MO

LOTION NORITATE 5  ST; MO

EPIDUO FORTE 4 PA; MO ONEXTON 4 MO

EPIDUO 4 PA TOPICAL GEL

TOPICAL GEL WITH PUMP

WITH PUMP RETIN-A 4  PA;MO

EPSOLAY 4 STMO RETIN-AMICRO 4  PA; MO

ery pads 2 MO TOPICAL GEL

erygel P MO 0.04 %, 0.1 %

erythromycin with 2 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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RETIN-A MICRO 4 PA; MO TOPICAL
TOPICAL GEL ANTIBACTERIA
WITH PUMP 0.06 LS
70, 0.08 % ALTABAX MO; QL
RHOFADE 4  PA;MO (30 pGS 30
SOOLANTRA 4 ST; MO; days)
?()Ld(:}?s)p er gentamicin topical MO; QL
(60 per 30
tazarotene topical 4 PA; MO days)
cream KLARON MO
TAZAROTENE 4 PA .
TOPICAL FOAM mafe‘mde' acetate ﬁg .
tazarotene topical 4 PA; MO rptrocin (44 I;e? 30
gel days)
TAZORAC 4 PA; MO mupirocin calcium MO; QL
tretinoin 2 PA; MO (30 per 30
microspheres topical days)
gel NEO-SYNALAR MO
tretinoin topical 4 PA; MO ;
cream 0.025 %, 0.05 jﬂﬁt%ﬂf ) Mo
0 01% SULFAMYLON MO
tretinoin topical gel 2 PA; MO TOPICAL
0.01 %, 0.025 %, CREAM
0.05 7 TOPICAL
TWYNEO 4 PA; MO
’ ANTIFUNGALS
VELTIN 4 PA o ;
WINLEVI 4 PA: MO ciclopirox topical MO; QL
cream (90 per 28
zenatane 4 days)
ZIANA 4 PA ciclopirox topical MO; QL
Z1LXI 4 ST; MO gel (100 per 28
days)
ciclopirox topical MO; QL
shampoo (120 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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ciclopirox topical 2 MO; QL ketoconazole topical MO; QL
solution (6.6 per 28 foam (100 per 28
days) days)
ciclopirox topical 2 MO; QL ketoconazole topical MO; QL
suspension (60 per 28 shampoo (120 per 28
days) days)
clotrimazole topical 2 MO; QL ketodan MO; QL
cream (45 per 28 (100 per 28
days) days)
clotrimazole topical 2 MO; QL LOPROX MO; QL
solution (30 per 28 TOPICAL (120 per 28
days) SHAMPOO days)
clotrimazole- 2 MO; QL LULICONAZOLE MO; QL
betamethasone (45 per 28 (60 per 28
topical cream days) days)
clotrimazole- 4 MO; QL LUZU MO; QL
betamethasone (60 per 28 (60 per 28
topical lotion days) days)
econazole 4 MO; QL naftifine topical MO; QL
(85 per 28 cream (60 per 28
days) days)
ERTACZO 4 MO; QL naftifine topical gel MO; QL
(60 per 28 2% (60 per 28
days) days)
EXELDERM 4 MO; QL NAFTIN MO; QL
(60 per 28 TOPICAL GEL (60 per 28
days) days)
JUBLIA 4 MO; QL (8 nyamyc MO; QL
per 30 days) (180 per 30
KERYDIN 4  MO;QL days)
(10 per 30 nystatin topical MO; QL
days) cream (30 per 28
ketoconazole topical 2 MO; QL days)
cream (60 per 28 nystatin topical MO; QL
days) ointment (30 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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nystatin topical 2 QL (180 per ZOVIRAX PA; MO;
powder 30 days) TOPICAL QL (30 per
nystatin- 2 MO; QL OINTMENT 30 days)
triamcinolone (60 per 28 TOPICAL

days) CORTICOSTER
nystop 2 MO; QL OIDS

Eil 80 per 30 ala-cort topical MO

: ays) cream 1 %

oxiconazole 2 1\;1(? ; leg ala-cort topical

Elayf)er cream 2.5 %
OXISTAT 4 QL (90 per ALA-SCALP MO
TOPICAL 28 days) alclometasone MO
CREAM amcinonide topical MO
OXISTAT 4  MO;QL lotion
TOPICAL (60 per 28 apexicon e MO; QL
LOTION days) (120 per 30
tavaborole 2 MO; QL days)

(10 per 30 betamethasone MO

days) dipropionate
TOPICAL betamethasone MO
ANTIVIRALS valerate
acyclovir topical 2 PA; MO; belamethc;sone, MO
cream QL (5 per augmente
acyclovir topical 4 PA; MO; CAPEX MO
ointment QL (30 per clobetasol scalp MO; QL

30 days) (100 per 28
DENAVIR 4  MO;QL(5 days)

per 30 days) clobetasol topical MO; QL
penciclovir 4 MO:; QL (5 cream (120 per 28

per 30 days) days)
XERESE 5 MO clobetasol topical MO; QL
ZOVIRAX 4 PA;MO; Joam (100 per 28
TOPICAL QL (5 per days)
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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clobetasol topical 4 MO; QL CLODERM 4 MO
gel (120 per 28 CORDRANTAPE 4 MO
days) LARGE ROLL
clo'betasol topical 4 MO; QL CORDRAN 4 MO: QL
lotion (118 per 28 TOPICAL (120 per 30
days) CREAM 0.05 % days)
cl.obetasol topical 4 MO; QL CORDRAN 4 MO: QL
ointment (120 per 28 TOPICAL (120 per 30
days) LOTION days)
clobetasol topical 4 MO; QL DERMA.- 4 MO
shampoo (236 per 28 SMOOTHE/FS
days) SCALP OIL
clobetasol topical 2 MO; QL desonide 4 MO
spray,non-aerosol El 13255 )per 28 DESOWEN 4
Y TOPICAL
clol?etasol-emollient 4 MO; QL CREAM
topical cream ((jlazy(l)p er 28 desoximetasone 2 MO
. desrx 4 MO
clobetasol-emollient 2 MO; QL :
topical foam (100 per 28 diflorasone 2 MO; QL
days) (120 per 30
CLOBEX 4 QL (118 per days)
TOPICAL 28 days) DIPROLENE 4 MO
LOTION (AUGMENTED)
CLOBEX 4 MO; QL FCF)?;I)"IF?\;IAEI;NT
TOPICAL (236 per 28
SHAMPOO days) DUOBRII 4 MO; QL
CLOBEX 4  MO; QL 51200 )per 30
TOPICAL (125 per 28 ays
SPRAY,NON- days) fluocinolone and 4 MO
AEROSOL shower cap
clocortolone % MO fluocinolone topical 4 MO
pivalate cream
clodan 4 MO:; QL fluocinolone topical 4 MO
(236 per 28 ointment
days) fluocinolone topical 4 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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Sfluocinonide topical 4 MO; QL HALOG 4 MO
cream 0.05 % (120 per 30 hydrocortisone 2 MO; QL
days) butyrate topical (120 per 30
fluocinonide topical 2 MO; QL cream days)
cream 0.1 % (120 per 30 hydrocortisone 2 MO; QL
days) butyrate topical (118 per 30
fluocinonide topical 4 MO; QL lotion days)
gel (120 per 30 hydrocortisone 2 MO; QL
days) butyrate topical (120 per 30
fluocinonide topical 4 MO; QL ointment days)
ointment (120 per 30 hydrocortisone 2 MO; QL
days) butyrate topical (120 per 30
fluocinonide topical 4 MO; QL solution days)
solution (120 per 30 hydrocortisone 2 MO
days) topical cream 1 %
ﬂUOCi’?O”ide' 4 MO; QL hydrocortisone 2 MO
emollient (120 per 30 topical lotion 2.5 %%
' days) hydrocortisone 2 MO
Sflurandrenolide 2 MO; QL topical ointment 1
topical cream (120 per 30 %, 2.5%
days) hydrocortisone 2 MO
Sflurandrenolide 2 MO:; QL valerate
topical lotion EilaZ(; )per 30 IMPEKLO 4 MO:; QL
Y (136 per 28
fluticasone 2 MO days)
propionate topical KENALOG 4 MO:; QL
halcinonide 2 MO TOPICAL (126 per 28
halobetasol 4 MO days)
propionate topical LEXETTE 4 MO
cream LOCOID 4 MO:; QL
HALOBETASOL 4 MO LIPOCREAM (120 per 30
PROPIONATE days)
halobetasol 4 MO TOPICAL (118 per 30
propionate topical LOTION days)
omtment mometasone topical 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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OLUX-E 4 MO; QL triamcinolone 2 MO
(100 per 28 acetonide topical
days) ointment
PANDEL 4 MO trianex 2
SYNALAR 4 MO triderm topical 2 MO
TOPICAL cream
CREAM tritocin 2
SYNALAR 4 MO ULTRAVATE 5 MO
TOPICAL TOPICAL
SOLUTION LOTION
TEXACORT 4 MO VANOS 5 MO; QL
TOPICORT 4 MO (120 per 30
TOPICAL days)
CREAM VERDESO 4 MO
TOPICORT 4 MO TOPICAL
TOPICAL GEL SCABICIDES /
TOPICORT 4 MO PEDICULICIDE
TOPICAL S
OINTMENT 0.05
% crotan 2 MO
TOPICORT 4 MO malathion 4 MO
TOPICAL NATROBA 4 MO
SPRAY,NON- OVIDE 4 MO
AEROSOL permethrin 2 MO; QL
tovet emollient 2 MO; QL (60 per 30
(100 per 28 days)
days) .
spinosad 2 MO
triamcinolone 2 MO; QL
acetonide topical (126 per 28
aerosol days)
triamcinolone 2 MO
acetonide topical
cream
triamcinolone 2 MO

acetonide topical
lotion

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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DIAGNOSTIC d2.5 %-0.45 % 4
S/ sodium chloride
MISCELLAN d5 % and 0.9 % 4 MO
sodium chloride
EOUS
AGENTS d5 %-0.45 % sodium 4 MO
chloride
MISCELLANEO deferasirox oral 5 PA; MO
US AGENTS granules in packet
acamprosate 4 MO deferasirox oral 5 PA; MO
tablet 180 mg, 360
AGRYFIN 4 MO mg
anagrelide 2 MO deferasirox oral 4 PA; MO
ARAIXAST NP 5 Pﬁ; MO; tablet 90 mg
INTRAVENOUS L ; :
RECON SOLN deferaszr‘ox orle 4 PA; MO
1.000 MG tablet, dispersible
’ 125 mg
AURYXIA PA; MO deferasirox oral 5 PA; MO
BUPHENYL PA tablet, dispersible
CARBAGLU PA; MO; 250 mg, 500 mg
LA deferiprone 5 PA; MO
carglumic acid S PA dextrose 10 % and 4
CARNITOR 4 MO 0.2 % nacl
ORAL dextrose 10 % in 4
cevimeline 4 MO water (d10w)
CHEMET 3 PA dextrose 5 % in 4 MO
CLINIMIX 4  PA water (d5w)
4.25%/D5W intravenous
SULFIT FREE piggyback
CLINIMIX E 4 PA dextrose 5%4-0.2 %% 4
2.75%/D5W SULF sod chloride
FREE disulfiram oral 2 MO
CUVRIOR 5 PALA tablet 250 mg
d10 %-0.45 % 4 MO disulfiram oral 2
sodium chloride tablet 500 mg
droxidopa 5 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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ENDARI 5 PA; MO JADENU 5 PA; MO
EVOXAC 4 MO JADENU 5 PA; MO
EXJADE 5  PA; MO; SPRINKLE
LA lanthanum oral 2 MO; QL
EXSERVAN PA tablet,chewable (135 per 30
FERRIPROX (2 PA 1,000 mg days)
TIMES A DAY) lanthanum oral 2 MO; QL
FERRIPROX 5 PA tablet,chewable 500 (270 per 30
ORAL me days)
SOLUTION lanthanum oral 2 MO; QL
FERRIPROX s PA tablet,chewable 750 (180 per 30
ORAL TABLET me days)
500 MG levocarnitine (with 4 MO
FOSRENOL 4  MO;QL sugar)
ORAL POWDER (135 per 30 levocarnitine oral 4 MO
IN PACKET 1,000 days) tablet
MG LITHOSTAT 4
FOSRENOL 4 MO; QL LOKELMA 3 MO
ORAL POWDER (180 per 30 midodrine 7 MO
{\I/IIGP ACKET 750 days) nitisinone 5 PA; MO
FOSRENOL 4  MO;QL NITYR 4 IL’Q; MO;
ORAL (135 per 30
TABLET,CHEWA days) NORTHERA 5 PA;MO
BLE 1,000 MG ORFADIN 5 PA; LA
FOSRENOL 4 MO; QL OXBRYTA ORAL 5 PA; MO;
ORAL (270 per 30 TABLET 300 MG LA; QL
TABLET,CHEWA days) (150 per 30
BLE 500 MG days)
FOSRENOL 4 MO; QL OXBRYTA ORAL 5 PA; MO;
ORAL (180 per 30 TABLET 500 MG LA; QL (90
TABLET,CHEWA days) per 30 days)
BLE 750 MG OXBRYTAORAL 5  PA;MO;
GLASSIA 5 PA; MO; TABLET FOR LA; QL
LA SUSPENSION (150 per 30
INCRELEX 5 MO;LA 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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PHEBURANE 5 PA; MO SALAGEN 4 MO
pilocarpine hel oral 4 MO (PILOCARPINE)
PROLASTIN-C 5 PA:; LA sevelamer carbonate 2 MO; QL
PYRUKYND 5 PA: LA: oral powder in (180 per 30
ORAL TABLET QL (56 per packet 0.8 gram days)
20 MG, 5 MG (4- 28 days) sevelamer carbonate 2 MO; QL
WEEK PACK), 50 oral powder in (90 per 30
MG packet 2.4 gram days)
PYRUKYND 5 PA: LA; sevelamer carbonate 4 MO; QL
ORAL TABLET 5 QL (7 per oral tablet (270 per 30
MG 180 days) days)
PYRUKYND 5 PA: LA; sevelamer hcl 2 MO
ORAL QL (14 per sodium chloride 0.9 4 MO
TABLETS,DOSE 180 days) % intravenous
PACK piggyback
RAVICTI 5 PA; MO sodium chloride 4 MO
RENAGELORAL 4 MO irrigation
TABLET 800 MG sodium 5 PA; MO
RENVELA ORAL 5 MO; QL phenylbutyrate oral
POWDER IN (180 per 30 powder
PACKET 0.8 days) sodium 5 PA
GRAM phenylbutyrate oral
RENVELAORAL 5  MO:;QL tablet
POWDER IN (90 per 30 sodium polystyrene 2 MO
PACKET 2.4 days) sulfonate oral
GRAM powder
RENVELA ORAL 5 MO; QL sps (with sorbitol) 2 MO
TABLET (270 per 30 oral

days) SYPRINE PA; MO
REVCOVI 5 PA; LA TAVNEOS PA: LA;
RILUTEK 5 PA; MO QL (180 per
riluzole 2 PA; MO 30 days)
risedronate oral 2 MO; QL THIOLA PA
tablet 30 mg (30 per 30 THIOLA EC PA

days) TIGLUTIK 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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tiopronin 5 PA; MO ipratropium 2 MO; QL
trientine 5 PA: MO bromide nasal (30 per 30
VELPHORO 5  MO; QL days)
(180 per 30 olopatadine nasal 2 MO; QL
days) (30.5 per 30
VELTASSA MO _ days)
XURIDEN 5 PA periogard MO
ZEMAIRA PA: MO- triamcinolone 2 MO
L A, ’ acetonide dental
ZOKINVY 5 PA; LA; MISCELLANEO
30 days) PREPARATION
SMOKING >
DETERRENTS acetic acid otic 2 MO
bupropion hcl 2 MO (ear)
(smoking deter) ciprofloxacin hcl 4 MO
p
NICOTROL 4 MO otic (ear)
NICOTROL NS 4 MO DERMOTIC OIL 4 MO
tic oil 4 MO
varenicline 4 MO Zac 0. zcloz 7 MO
uocinolone
EAR, NOSE / acetonide oil
THROAT hydrocortisone- 2 MO
MEDICATIO acetic acid
NS ofloxacin otic (ear) 2 MO
MISCELLANEO OTIC STEROID
US AGENTS /| ANTIBIOTIC
azelastine nasal 2 MO; QL CIPRO HC 4 MO
aerosol,spray (60 per 30 CIPRODEX 4 MO; QL
days) (7.5 per 7
chlorhexidine 1 MO days)
gluconate mucous ciprofloxacin- 2 MO; QL
membrane dexamethasone (7.5 per 7
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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CIPROFLOXACI 4 MO Sfludrocortisone 2 MO
N- HEMADY 4 MO
ELUOCINOLON hydrocortisone oral 2 MO
neomycin- 2 MO MEDROL (PAK) 4 MO
polymyxin-hc otic MEDROL ORAL 4 PA; MO
(ear) TABLET 16 MG, 2
OTOVEL 4 MO MGh 4; MS, 8 11\/1(} : _—
methylprednisolone PA; M

ENDOCRINE/ oral tablet
DIABETES methylprednisolone 2 MO
ADRENAL oral tablets,dose
HORMONES pack
ACTHAR 5 PA: MO millipred oral tablet 2 PA; MO
ALKINDI 7 : ORAPRED ODT 4  PA;MO
SPRINKLE predl?isolone oral 2 MO
ORAL CAPSULE, solution
SPRINKLE 0.5 prednisolone sodium 2 MO
MG, 1 MG phosphate oral
ALKINDI 5 solution 10 mgl5 ml,
SPRINKLE 20 mgl5 ml (4
ORAL CAPSULE, mglml), 25 mgl5 ml
SPRINKLE 2 MG, (5 mglml), 5 mg
SMG basel5 ml (6.7 mgl5
CORTEF 4 MO mi) | |
CORTROPHIN 5 PA- MO prednisolone sodium 2 PA; MO
GEL ’ phosphate oral

: tablet,disintegrating
dexxabliss 2 prednisone intensol 4 MO
de;cc;methasone oral 2 MO prednisone oral 5 MO
sotutton solution
jl;[;clc:lnethasone oral 2 MO rednisone oral 0 MO

tablet

dexamethasone oral 2 MO i / 1
tablets,dose pack prediisone ord

’ tablets,dose pack 10
EMFLAZA 5 PZ:; MO; mg (48 pack), 5 mg

L

(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 Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
prednisone oral MO ACTOPLUS MET 4 MO; QL
tablets,dose pack 10 ORAL TABLET (90 per 30
mg, 5 mg 15-850 MG days)
RAYOS MO ACTOS 4 MO; QL
TAPERDEX MO (30 per 30
ORAL days)
TABLETS,DOSE ADMELOG 4 ST; MO
PACK 1.5 MG (21 SOLOSTAR U-100
TABS), 1.5 MG (49 INSULIN
TABS) ADMELOG U-100 4  PA; MO
TAPERDEX INSULIN LISPRO
ORAL AFREZZA 4 MO
TABLETS,DOSE alcohol pads 2
PACK 1.5 MG (27 P
TABS) ALOGLIPTIN 4 ST; MO;
TARPEYO PA; QL %L d(jos)per
(120 per 30 y
days) ALOGLIPTIN- 4 ST; MO;
ANTITHYROID METFORMIN (320Ld(a6yoS )per
AGENTS
ALOGLIPTIN- 4 MO; QL
methimazole oral MO PIOGLITAZONE (30 per 30
tablet 10 mg, 5 mg ORAL TABLET days)
propylthiouracil MO 12.5-30 MG, 25-15
MG, 25-30 MG,
DIABETES 2545 MG
THERAPY
APIDRA 4 ST; MO
acarbose oral tablet MO; QL SOLOSTAR U-100
ays) APIDRA U-100 4 PA;MO
;lgarbose oral tablet 1\;[6(?), QL30 INSULIN
me fiays)per BAQSIMI 3 MO
BASAGLAR 4 ST; MO
MO; QL ’
gz(c)a’;bose oral tablet A g), %r 0 KWIKPEN U-100
& ey INSULIN
ays)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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.
86


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
BASAGLAR 4 ST; MO FIASP PENFILL 4 ST; MO
TEMPO PEN(U- U-100 INSULIN
100)INSLN FIASP U-100 4 PA;MO
BYDUREON 3 PA; MO; INSULIN
BCISE QL (4 per glimepiride oral 1 MO; QL
28 days) tablet 1 mg (240 per 30
BYETTA 3 PA; MO; days)
SUBCUTANEOU QL (2.4 per glimepiride oral 1 MO; QL
?OPEN INJECTOR 30 days) tablet 2 mg (120 per 30
days)
MCG/DOSE(250 S :
MCG/ML) 2.4 ML glimepiride oral 1 MO; QL
BYETTA : A MO tablet 4 mg 860 p)er 30
’ ’ ays
SUBCUTANEOU QL (1.2 per o :
S PEN INJECTOR 30 days) %’p izide oral tablet ! Xlz% QL3 .
5 MCG/DOSE (250 g q )per
MCG/ML) 1.2 ML - s
CYCLOSET 4 MO: QL glipizide oral tablet 1 MO; QL
(180 per 30 Smg (240 per 30
days)
days) —
did=oxide 4 MO glipizide oral tablet 1 MO; QL
extended release (60 per 30
EROPSAFE 3 MO 24hr 10 mg days)
Pi:g(S)HOL PREP glipizide oral tablet 1 MO; QL
extended release (240 per 30
DUETACT 4 MO; QL 24hr 2.5 m days)
30 30 a Y
Eia f)er glipizide oral tablet 1 MO; QL
FARXIGA ORAL : MZ) oL extended release (120 per 30
; 24hr 5 mg days)
TABLET 10 MG E13a0 f)er 30 glipizide-metformin 1 MO; QL
e ; MZ) oL oral tablet 2.5-250 (240 per 30
; mg days)
TABLET S MG 516210 f)er 30 glipizide-metformin 1 MO; QL
Y oral tablet 2.5-500 (120 per 30
EILAES;TOUCH U e g 9300 mg daye)
100 INSULIN GLUCAGEN 4 ST; MO
HYPOKIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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GLUCAGON 4  ST;MO HUMALOG 3 MO
EMERGENCY JUNIOR
KIT (HUMAN) KWIKPEN U-100
GLUCOTROL XL 4  MO;QL HUMALOG 3 MO
ORAL TABLET (60 per 30 KWIKPEN
EXTENDED days) INSULIN
RELEASE 24HR HUMALOGMIX 3 MO
10 MG 50-50 INSULN U-
GLUCOTROL XL 4  MO;QL 100
ORAL TABLET (240 per 30 HUMALOG MIX 3 MO
gfifé SE 24HR HUMALOG MIX 3 MO
GLUCOTROLXL 4 MO QL 7>-2> RWIRPEN
ORAL TABLET (120 per 30 I;ISU;;{%LOG MIX [ MO
EXTENDED days) | O'O)IN SULN
RELEASE 24HR 5
MG HUMALOG 4  ST; MO
GLUMETZA 5 ST; MO; f&¥§g§f§ (U-
ORAL QL (60 per
TABLET,ER 30 days) HUMALOG U- 3 MO
GAST.RETENTIO 100 INSULIN
N 24 HR 1,000 MG SUBCUTANEOU
GLUMETZA 5 ST; MO; S CARTRIDGE
ORAL QL (120 per HUMALOG U- 3 PA; MO
TABLET,ER 30 days) 100 INSULIN
GAST.RETENTIO SUBCUTANEOU
N 24 HR 500 MG S SOLUTION
GLYXAMBI 3 MO; QL HUMULIN 70/30 3 MO

(30 per 30 U-100 INSULIN
days) HUMULIN 70/30 3 MO

GVOKE MO U-100 KWIKPEN
GVOKE MO HUMULIN N 3 MO
HYPOPEN 2- NPH INSULIN
PACK KWIKPEN
GVOKE PFS I- 3 MO
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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HUMULIN N 3 MO INSULIN LISPRO 4  ST;MO

NPH U-100 SUBCUTANEOU

INSULIN S INSULIN PEN

HUMULIN R 3 MO INSULIN LISPRO 4  ST;MO

REGULAR U-100 SUBCUTANEOU

INSULN S INSULIN PEN,

HUMULIN R U- 3 MO HALF-UNIT

500 (CONC) INSULIN LISPRO 3 PA;MO

INSULIN SUBCUTANEOU

HUMULIN R U- 3 MO S SOLUTION

500 (CONC) INVOKAMET 4  ST;MO;

KWIKPEN QL (60 per

INSULIN ASP 4 ST; MO 30 days)

PRT-INSULIN INVOKAMET XR 4  ST;MO;

ASPART QL (60 per

INSULIN 4  ST; MO 30 days)

ASPART U-100 INVOKANA 4  ST;MO;

SUBCUTANEOU QL (30 per

S CARTRIDGE 30 days)

INSULIN 4  ST;MO JANUMET 3 MO;QL

ASPART U-100 (60 per 30

SUBCUTANEOU days)

S INSULIN PEN JANUMET XR 3 MO:;QL

INSULIN 4  PA;MO ORAL TABLET, (30 per 30

ASPART U-100 ER days)

SUBCUTANEOU MULTIPHASE 24

S SOLUTION HR 100-1,000 MG

INSULIN 4  ST;MO JANUMET XR 3 MO;QL

DEGLUDEC ORAL TABLET, (60 per 30

INSULIN 3 MO ER days)

GLARGINE MULTIPHASE 24

INSULIN 4 ST; MO ?01}5(5)8-;&(2(})0 MG,

GLARGINE-

YFGN JANUVIA 3 MO; QL

INSULINLISPRO 4  ST; MO 830 p)er 30

PROTAMIN- ays

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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JARDIANCE 3 MO; QL LEVEMIR 4 ST; MO
(30 per 30 FLEXPEN
days) LEVEMIR U-100 4 ST; MO
JENTADUETO 3 MO; QL INSULIN
ORAL TABLET (60 per 30 LYUMJEV 3 MO
2.5-1,000 MG, 2.5- days) KWIKPEN U-100
500 MG INSULIN
JENTADUETO 3 MO; QL LYUMIJEV 3 MO
XR ORAL (60 per 30 KWIKPEN U-200
TABLET, IR - ER, days) INSULIN
I;I,D.P{_I(I;‘E)%II(\:/I?HR LYUMIJEV 4 ST; MO
B TEMPO PEN(U-
JENTADUETO 3 MO; QL 100)INSULN
XR ORAL (30 per 30 LYUMJEV U-100 3 PA;MO
TABLET, IR - ER, days) INSULIN
BIPHASIC 24HR
5-1,000 MG metformin oral 2 MO; QL
KAZANO 4 ST- MO: solution (765 per 30
QL (60 per days)
30 days) metformin oral 1 MO; QL
KOMBIGLYZE 4 ST- MO: tablet 1,000 mg (75 per 30
XR ORAL QL (60 per . days)
TABLET, ER 30 days) metformin oral 1 MO; QL
MULTIPHASE 24 tablet 500 mg (150 per 30
HR 2.5-1,000 MG days)
KOMBIGLYZE 4 ST; MO:; METFORMIN 5 QL (120 per
XR ORAL QL (30 per ORAL TABLET 30 days)
TABLET, ER 30 days) 625 MG
MULTIPHASE 24 metformin oral 1 MO; QL
HR 5-1,000 MG, 5- tablet 850 mg (90 per 30
500 MG days)
LANTUS 3 MO metformin oral 1 MO; QL
SOLOSTAR U-100 tablet extended (120 per 30
INSULIN release 24 hr 500 mg days)
LANTUS U-100 3 MO metformin oral 1 MO; QL
INSULIN tablet extended (60 per 30
release 24 hr 750 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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metformin oral 2 ST; MO; NOVOLIN 70/30 4 ST; MO
tablet extended QL (60 per U-100 INSULIN
release (osm) 24 hr 30 days) NOVOLIN 70-30 4 ST: MO
1,000 mg FLEXPEN U-100
metformin oral 2 ST; MO; NOVOLIN N 4 ST: MO
tablet extended QL (150 per FLEXPEN
geolgc’l/’sqe (osm) 24 hr 30 days) NOVOLIN N 4 ST: MO
& NPH U-100
metformin oral 2 ST; MO; INSULIN
fab lf” o %Ld(m )per NOVOLIN R 4  ST;MO
gast.retention r ays FLEXPEN
1,000 mg
metformin oral 2 ST; MO; NOVOLIN R . ST, MO
REGULAR U100
tablet,er QL (120 per
. INSULIN
gast.retention 24 hr 30 days)
500 mg NOVOLOG 4 ST; MO
miglitol oral tablet 2 MO; QL FLEXPEN U-100
INSULIN
100 mg (90 per 30
days) NOVOLOG MIX 4 ST; MO
miglitol oral tablet 2 MO; QL 70-30 U-100
INSULN
25 mg (360 per 30
days) NOVOLOG MIX 4 ST; MO
miglitol oral tablet 2 MO; QL 70-30FLEXPEN
U-100
50 mg (180 per 30
days) NOVOLOG 4 ST; MO
MOUNJARO 3 PA; MO; PENFILL U-100
QL (2 per INSULIN
28 days) NOVOLOG U-100 4 PA; MO
nateglinide oral 2 MO; QL Ll\;i[i]ﬁly
tablet 120 mg (90 per 30
days) ONGLYZA 4 ST; MO;
nateglinide oral 2 MO; QL %Ld(jos)p o
tablet 60 mg (180 per 30 y
days)
NESINA 4 ST; MO;
QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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OSENI ORAL 4 MO; QL REZVOGLAR 4 ST; MO
TABLET 12.5-30 (30 per 30 KWIKPEN
MG, 25-15 MG, days) RYBELSUS 3 PA;MO;
25-30 MG, 25-45 QL (30 per
MG 30 days)
OZEMPIC 3 PA; MO; SEGLUROMET 3 MO; QL
SUBCUTANEOU QL (3 per ORAL TABLET (60 per 30
S PEN INJECTOR 28 days) 2.5-1,000 MG, 7.5- days)
0.25MGOR 0.5 1,000 MG, 7.5-500
MG (2 MG/3 ML), MG
llvll\ég/ ﬁ%SEz(“ SEGLUROMET 3 MO;QL
MG/DOSE’ s ORAL TABLET (120 per 30
MG/3 ML) 2.5-500 MG days)
pioglitazone 1 MO:; QL i?gl gliii(g;ﬁg_ ) ST MO

(30 per 30 YFGN)

days)
pioglitazone- 2 MO:; QL i]il\\}/[ gliii(éTSU ) ST MO
glimepiride (30 per 30 YFGN)PEN

days)
P — 5 MO: OL SOLIQUA 100/33 3 ?gl(?; ?150
metformin (90 per 30 da ge

days) Y
SROGLYCEM e STEGLATRO 3 i\;{(% e(3150
QTERN 3 MO; QL days)

0 pet 30 STEGLUJAN 4 ST;MO;

y QL (30 per
repaglinide oral 2 MO; QL 30 days)
tablet 0.5 mg (960 per 30 SYMLINPEN 120 5 PA; MO

days) QL (10.8
repaglinide oral 2 MO; QL per 30 days)
tablet I mg (480 per 30 SYMLINPEN60 5  PA; MO:

days) QL (6 per
repaglinide oral 2 MO; QL 30 days)
tablet 2 mg (240 per 30 SYNJARDY 3 MO:QL

days) (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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SYNJARDY XR 3 MO; QL TRIJARDY XR MO; QL
ORAL TABLET, (30 per 30 ORAL TABLET, (60 per 30
IR - ER, days) IR - ER, days)
BIPHASIC 24HR BIPHASIC 24HR
10-1,000 MG, 25- 12.5-2.5-1,000 MG,
1,000 MG 5-2.5-1,000 MG
SYNJARDY XR 3 MO; QL TRULICITY PA; MO;
ORAL TABLET, (60 per 30 QL (2 per
IR - ER, days) 28 days)
BIPHASIC 24HR VICTOZA 3-PAK PA; MO;
12.5-1,000 MG, 5- QL (9 per
1,000 MG 30 days)
TOUJEO MAX U- 3 MO XIGDUO XR MO:; QL
300 SOLOSTAR ORAL TABLET, (30 per 30
TOUJEO 3 MO IR - ER, days)
SOLOSTAR U-300 BIPHASIC 24HR
INSULIN 10-1,000 MG, 10-
TRADJENTA 3 MO:;QL 500 MG
(30 per 30 XIGDUO XR MO; QL
days) ORAL TABLET, (60 per 30
TRESIBA 4  ST; MO IR - ER, days)
FLEXTOUCH U- BIPHASIC 24HR
100 2.5-1,000 MG, 5-
TRESIBA 4  ST;MO 11\;[0(20 MG, 5-500
FLEXTOUCH U-
200 XULTOPHY ST; MO;
TRESIBA U-100 4 ST;MO 10073.6 %Ld(ls )per
INSULIN ays
TRIJARDY XR 3 MO; QL i%%g%g%lég OR MO
ORAL TABLET, (30 per 30
IR - ER, days) ZEGALOGUE MO
BIPHASIC 24HR SYRINGE
10-5-1,000 MG, 25- MISCELLANEO
5-1,000 MG US HORMONES
ANDRODERM PA; MO;
QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ANDROGEL 4 PA; MO; ISTURISA ORAL 5 PA; LA;
TRANSDERMAL QL (150 per TABLET 5 MG QL (60 per
GEL IN 30 days) 30 days)
METERED-DOSE JATENZO ORAL 4 PA;MO;
PUMP CAPSULE 158 QL (120 per
AVEED 4 PA; LA MG, 198 MG 30 days)
cabergoline 2 MO JATENZO ORAL 5 PA; MO;
calcitonin (salmon) 2 MO CAPSULE 237 QL (60 per
nasal MG 30 days)
calcitriol oral 2 MO Javygtor oral 2 PA; MO
capsule powder in packet
calcitriol oral 4 100 mg
solution Jjavygtor oral 5 PA; MO
CERDELGA 5 PA;MO powder in packet
: ’ 500 mg
cinacalcet 4 PA; MO Javygtor oral 5 PA: MO
danazol 4 MO tablet,soluble
DDAVP ORAL 4 MO JYNARQUE 5 PA; LA
DEPO- 4 PA;MO KORLYM 5 PA
TESTOSTERONE KUVAN 5 PA: MO
desmopr‘essm nasal 4 MO METHITEST 4 MO
spray with pump
desmopressin ordl 5 MO methyltestosterone 5 MO
P : oral capsule

doxercalciferol oral 4 MO miglustat 5 PA: MO:
FORTESTA 4 PA; MO; LA

%Ld(; 23 pet MYALEPT 5  PA;MO;

Y LA
GALAFOLD > %:’ 1(\24]? 21 5 NATESTO 4 PA; MO;
’ QL (21.96

per 30 days)
ISTURISA ORAL 5 PA; LA per 30 days)
TABLET 1 MG QL (240 per NATPARA > PA; LA

30 days) NOCDURNA 4 PA; MO;
ISTURISA ORAL 5 PA;LA; (MEN) %L d(a30S)per
TABLET 10 MG QL (180 per y

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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NOCDURNA 4 PA; MO; TESTIM 4 PA; MO;
(WOMEN) QL (30 per QL (300 per
30 days) 30 days)
ORILISSA MO testosterone 2 PA; MO
PALYNZIQ PA; MO; f’ypionate ‘
SUBCUTANEOU LA; QL (15 intramuscular oil
S SYRINGE 10 per 30 days) 100 mglml, 200
MG/0.5 ML mglml
PALYNZIQ 5 PA; MO; testosterone 2 PA
SUBCUTANEOU LA; QL (4 ?ypionate '
S SYRINGE 2.5 per 30 days) intramuscular oil
MG/0.5 ML 200 mglml (1 ml)
PALYNZIQ 5 PA; MO; testosterone 2 PA; MO
SUBCUTANEOU LA; QL (60 enanthate
S SYRINGE 20 per 30 days) testosterone 4 PA; MO;
MG/ML transdermal gel in QL (120 per
paricalcitol oral 4 MO metered-dose pump 30 days)
RAYALDEE 5 MO 10 mgf0.5 gram
lactuation
RECORLEV > PA TESTOSTERONE 4 PA; MO;
ROCALTROL 4 MO TRANSDERMAL QL (300 per
ORAL CAPSULE GEL IN 30 days)
ROCALTROL 4 METERED-DOSE
ORAL PUMP 12.5 MG/
SOLUTION 1.25 GRAM (1 %)
SAMSCA 5 PA; MO testosterone 4 PA; MO;
sapropterin 5 PA; MO transdermal gel in QL (150 per
SENSIPAR ORAL 4  PA; MO ngfj"f;’s; E 30 days)
TABLET 30 MG 162 yﬁ 408
. 0
SENSIPAR ORAL 5 PA; MO : :
TABLET 60 MG testosterone 2 PA; MO;
90 MG ’ transdermal gel in QL (300 per
packet 1 % (25 30 days)
SOMAVERT PA; MO mgl2.5gram), 1 %
SYNAREL PA; MO (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.

This drug list was updated in August 2023.
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testosterone 4 PA; MO; THYROID
transdermal gel in QL (37.5 HORMONES
packet 1.62 % per 30 days) YTOMEL 4 M
(20.25 mgl1.25 CYTO 0
gram) ERMEZA 4 MO
testosterone 4 PA; MO; euthyrox 1 MO
transdermal gel in QL (150 per LEVOTHYROXI 4 MO
packet 1.62 % (40.5 30 days) NE ORAL
mgl2.5 gram) CAPSULE
testosterone 4 PA; MO; levothyroxine oral 1
transdermal solution QL (180 per tablet
in metered pump 30 days) levoxyl oral tablet 1 MO
wlapp 100 mcg, 112 mcg,
TLANDO 4 PA; MO; 125 meg, 137 mcg,

QL (120 per 150 mcg, 175 mcg,

30 days) 200 mcg, 25 mcg, 50
tolvaptan 5 PA; MO mcg, 75 mcg, 88
VOGELXO 4  PA;MO; meg
TRANSDERMAL QL (300 per liothyronine oral 2 MO
GEL 30 days) SYNTHROID 4 ST; MO
VOGELXO 4 PA; MO; THYQUIDITY 4 MO
GEL IN 30 days)
METERED-DOSE TIROSINT-SOL 4 MO
PUMP unithroid 1 MO
VOXZOGO 5 PA;MO GASTROENT
XYOSTED 4  PA;MO; EROLOGY

QL (2 per

28 days) ig;‘}DIARRHE
ZAVESCA 5 PA; MO; ANTISPASMOD

LA

ICS
ZEMPLAR ORAL 4 MO
CAPSULE 1 CUVPOSA 4 MO
MCG, 2 MCG DARTISLA 4 MO
dicyclomine oral 2 MO

capsule

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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dicyclomine oral 4 MO AMITIZA 4 ST; MO;
solution QL (60 per
dicyclomine oral 2 MO 30 days)
tablet ANTIVERT 4 MO
diphenoxylate- 4 MO ORAL TABLET
atropine oral liquid S0 MG
diphenoxylate- 2 MO ANTIVERT 4 MO
atropine oral tablet ORAL
GLYCATE 4 MO TABLET,CHEWA
BLE

gl);c;)Pyrrolate oral 2 MO ANUSOL-HC 4 MO
Sofution TOPICAL
f lﬁ‘;"f ]y ”"l‘ge oral . M© ANZEMET ORAL 4  PA; MO

aviet 1 mg. < mg TABLET 50 MG
oieimg aprepitant 4 PAIMO
LOMOTIL 4 MO APRISO . MO
loperamide oral 2 MO AZULFIDINE i MO
capsule AZULFIDINE 4 MO
methscopolamine 2 MO EN-TABS
MOTOFEN 4 MO balsalazide 2 MO
MYTESI 4 MO betaine 5 MO
ROBINUL 4 MO BONJESTA 4 MO
FORTE budesonide oral 4 MO
ROBINUL ORAL 4 MO capsule,delayed, exte

nd.release

MISCELLANEO budesonide oral 5 MO
US tablet,delayed and
GASTROINTES ext.release
LD G AR budesonide rectal 2 MO
alosetron oral tablet 4 PA; MO BYLVAY 5 PA; MO:
0.5 mg LA
alosetron oral tablet 5 PA; MO CANASA 4 MO
Img CHENODAL 5 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.

This drug list was updated in August 2023.
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CHOLBAM 5 PA EMEND ORAL 4 PA
ORAL CAPSULE SUSPENSION
250 MG FOR
CHOLBAM 5 PA; QL RECONSTITUTI
ORAL CAPSULE (120 per 30 ON
50 MG days) enulose 2 MO
CIMZIA 5 PA; MO; GASTROCROM 4 MO
QL (2 per GATTEX 30-VIAL 5  PA; MO
28 days) gavilyte-c 2 MO
CIMZIA 5 PA; MO; — ) MO
POWDER FOR QL (2 per gavilyre-g
RECONST 28 days) generlac 2 MO
CLENPIQ 4  ST; MO GIMOTI S
COLAZAL 5 MO GOLYTELY 4 ST; MO
compro 4 MO granisetron hcl oral 2 PA; MO
constulose D MO hydrocortisone 4 MO
CORTIFOAM 3 MO rectal
CREON 3 MO hyc{rocortzsone ‘ 2 MO
topical cream with
cromolyn oral 4 MO perineal applicator
CYSTADANE 5 2.5%
DELZICOL 4 MO hydrocortisone- 2 MO
DICLEGIS 4 MO pramoxine rectal
DIPENTUM 5 MO cream 1-1 %
doxylamine- 2 MO IBSRELA 2 ST, MO;
pyridoxine (vit b6) QL (60 per
: 30 days)
dronabinol 4 PA; MO INFLECTRA 5 PA: MO:
EMEND ORAL 4 PA; MO QL (20 per
CAPSULE 80 MG 28 days)
EXPES}[TRSRD?)I;E 4 PATMO KRISTALOSE 4 MO
PACK lactulose oral 2 MO
packet
lactulose oral 2 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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LIALDA 4 MO metoclopramide hcl 2 MO
LINZESS 3 MO:;QL oral
(30 per 30 tablet,disintegrating
days) 5mg
LIVMARLI PA; LA MOTEGRITY 4 ST; MO;
LOTRONEX 5 PA: MO %Ld(;yos)per
lubiprostone 4 ?g(? ;e%o MOVANTIK 3 MO: QL
q ayf) (30 per 30
A days)
(l\:/IAIFSIIIJ\II%ngi/I% . PA; MO MOVIPREP 4 ST; MO
5MG ’ OCALIVA 5  PA;MO:
MARINOL ORAL 4  PA; MO L;??;g]a (30)
CAPSULE 2.5 MG p ays
meclizine oral tablet 2 MO ondansetron 2 PA; MO
12.5 mg, 25 mg ondansetron hcl oral 4 PA; MO
mesalamine oral 4 MO solution
capsule (with del rel ondansetron hcl oral 2 PA; MO
tablets) tablet 4 mg, 8§ mg
mesalamine oral 5 OSMOPREP 4 ST, MO
capsule, extended PANCREAZE 4 ST; MO
release ORAL
mesalamine oral 4 MO CAPSULE.DELA
capsule,extended YED
release 24hr RELEASE(DR/EC
mesalamine oral 4 MO )611 05’38%31\51590_
tablet,delayed ’ ’
' 16,800-56,800-
release (drlec) 98.400 UNIT,
mesalamine rectal 4 MO 2.600-8,800- 15,200
metoclopramide hcl 2 MO UNIT, 21,000-
oral solution 54,700- 83,900
metoclopramide hcl 1 MO UNIT, 4,200-
oral tablet 14,200- 24,600
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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PANCREAZE 5 ST; MO PLENVU 4 ST; MO

ORAL prochlorperazine 4 MO

CAPSULE.DELA ;

YED prochlorperazine 2 MO

RELEASE(DR/EC maleate oral

) 37,000-97,300- procto-med hc 2 MO

149,900 UNIT proctosol he topical 2 MO

peg 3350- 2 MO proctozone-hc 2 MO

electrolytes RECTIV 3 MO

peg3350-sod sul- 4 MO REGLAN ORAL 4 MO

nacl-kel-asb-c RELISTORORAL 5  MO; QL

peg-electrolyte 2 MO (90 per 30

PENTASA ORAL 4 MO days)

CAPSULE, RELISTOR 5  MO;QL

EXTENDED SUBCUTANEOU (18 per 30

RELEASE 250 S SOLUTION days)

MG RELISTOR 5 MO; QL

PENTASA ORAL 5 MO SUBCUTANEOU (18 per 30

CAPSULE, S SYRINGE 12 days)

EXTENDED MG/0.6 ML

N ELEASE 300 RELISTOR 5 MO:;QL

SUBCUTANEOU (12 per 30

PERTZYE ORAL 4 ST; MO S SYRINGE 8 days)

CAPSULE,.DELA MG/0.4 ML

YED

RELEASE(DR/EC RELTONE

) 16,000-57,500- REMICADE PA; MO;

60,500 UNIT, QL (20 per

4,000-14,375- 28 days)

15,125 UNIT, RENFLEXIS 5 PA; MO;

8,000-28,750- QL (20 per

30,250 UNIT 28 days)

PERTZYE ORAL 5 ST; MO ROWASA 4 MO

CAPSULE.DELA RECTAL ENEMA

YED KIT

RELEASE(DR/EC SANCUSO 5 MO

) 24,000-86,250- ;

90,750 UNIT scopolamine base 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SKYRIZI 5 PA; MO; ursodiol oral capsule 2 MO
SUBCUTANEOU QL (1.2 per 300 mg
ISNV}]I];(?II}CI)AI?%;) 56 days) ursodiol oral tablet 2 MO
MG/1.2 ML (150 VARUBI : PA
MG/ML) VIBERZI MO; QL
SKYRIZI 5  PA;MO; Efao f)er 30
SUBCUTANEOU QL (2.4 per Y
S WEARABLE 56 days) VIOKACE 3 MO
INJECTOR 360 ZENPEP ORAL 3 MO
MG/2.4 ML (150 CAPSULE,DELA
MG/ML) YED
sodium,potassium,m 4 MO RELEASE(DR/EC
om0
SUCRAID 5 PA 15,000-47.000 -
sulfasalazine 2 MO 63,000 UNIT,
SUPREP BOWEL 4 ST; MO 20,000-63,000-
PREP KIT 84,000 UNIT,
SUTAB 4  ST;MO 25,000-79,000-
SYMPROIC 4 MO; QL 105,000 UNIT,
(30 30 3,000-10,000 -
q p)er 14,000-UNIT,
ays 40,000-126,000-
SYNDROS 5 PA; MO 168,000 UNIT,
TRANSDERM- 4 MO 5,000-17,000-
SCOP 24,000 UNIT
TRULANCE 3 MO; QL ULCER
(30 per 30 THERAPY
d
ays) ACIPHEX 4  MO;QL
UCERIS ORAL 5 MO (60 per 30
UCERIS RECTAL 4 MO days)
URSO 250 4 MO amoxicil- 2 MO; QL
URSO FORTE 4 MO clarithromy- (112 per
ursodiol oral capsule 5 lansopraz 180 days)
200 mg, 400 mg bismuth subcit k- 2 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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CARAFATE 4 MO lansoprazole oral 2 MO; QL
cimetidine % MO capsule,delayed (30 per 30
CYTOTEC 4 MO ;/eléease (drlec) 15 days)
DEXILANT 4 ?;[OO ;eQr%O lansoprazole oral 2 MO; QL
da S) capsule,delayed (60 per 30
Y release(drlec) 30 days)
dexlansoprazole 2 MO; QL mg
Ei3ao E)er 30 lansoprazole oral 2 MO; QL
Y tablet,disintegrat, (30 per 30
esomepr'azole 2 MO; QL delay rel 15 mg days)
magnesium oral (30 per 30 lansoprazole oral 2 MO; QL
capsule, delayed days) tablet, disintegrat, (60 per 30
release(drlec) 20
mg delay rel 30 mg days)
esomeprazole 2 MO; QL misoprostol 2 MO
magnesium oral (60 per 30 NEXIUM ORAL 4 MO; QL
capsule,delayed days) CAPSULE,DELA (30 per 30
release(drlec) 40 EEII?EASE(DR/EC days)
mg
esomeprazole 2 MO; QL )20 MG
magnesium oral (30 per 30 NEXIUM ORAL 4 MO; QL
granules dr for susp days) CAPSULE,DELA (60 per 30
in packet 10 mg, 20 EE]L),EASE(DR/EC days)
mg
esomeprazole 2 MO; QL )40 MG
magnesium oral (60 per 30 NEXIUM ORAL 4 MO; QL
granules dr for susp days) GRANULES DR (30 per 30
famotidi / 5 MO PACKET 10 MG,
amotiaine ord 2.5 MG, 20 MG, 5
suspension MG
Sfamotidine oral 1 MO NEXIUM ORAL 4 MO: QL
tablet 20 mg, 40 mg GRANULES DR (60 per 30
KONVOMEP 4 QL (600 per FOR SUSP IN days)
30 days) PACKET 40 MG
nizatidine oral 2 MO
capsule

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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OMECLAMOX- 4 MO; QL PREVACID 4 MO; QL
PAK (80 per 180 SOLUTAB ORAL (30 per 30
days) TABLET,DISINT days)
omeprazole oral | MO; QL EGRAT, DELAY
capsule,delayed (30 per 30 REL 15 MG
release(drlec) 10 days) PREVACID 4 MO; QL
mg, 20 mg SOLUTAB ORAL (60 per 30
omeprazole oral 1 MO; QL TABLET,DISINT days)
capsule,delayed (60 per 30 EGRAT, DELAY
release(drlec) 40 days) REL 30 MG
mg PRILOSEC ORAL 4 MO; QL
omeprazole-sodium 2 MO; QL SUSP.DELAYED (120 per 30
bicarbonate oral (30 per 30 Eglég?]sﬁ)l;\/c[)g days)
capsule days)
omeprazole-sodium 5 MO; QL PRILOSEC ORAL 4 MO; QL
bicarbonate oral (30 per 30 SUSP.DELAYED (480 per 30
pantoprazole oral 2 MO; QL i
granules dr for susp (60 per 30 PROTONIX 4 MO; QL
in packet days) ORAL (60 per 30
pantoprazole oral 1 MO; QL GRANULES DR days)
FOR SUSP IN
tablet,delayed (30 per 30 PACKET
release (drlec) 20 days)
" ol B2
: per
pantoprazole oral 1 MO; QL TABLET.DELAY days)
tablet,delayed (60 per 30
release (drlec) 40 days) ED RELEASE
g y (DR/EC) 20 MG
PEPCID ORAL 4 MO PROTONIX 4 MOQL
TABLET ORAL (60 per 30
TABLET,.DELAY days)
PREVACID 4 MO; QL ED RELEASE
ORAL (60 per 30 (DR/EC) 40 MG
ggESULE,DELA days) PYLERA 4 MO: QL
RELEASE(DR/EC (118%0 d‘;er |
) 30 MG ys

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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rabeprazole oral 2 MO; QL ARANESP (IN 4 PA; MO
tablet,delayed (60 per 30 POLYSORBATE)
release (drlec) days) INJECTION
sucralfate oral 4 MO SYRINGE 10
suspension MCG/0.4 ML, 100
MCG/0.5 ML, 25
iugil'a[lfate oral 2 MO MCG/0.42 ML, 40
aoie MCG/0.4 ML, 60
TALICIA 4 MO; QL MCG/0.3 ML
(118608 d‘;ers) ARANESP (IN 5  PA;MO
y POLYSORBATE)
ZEGERID 5 MO; QL INJECTION
(30 per 30 SYRINGE 150
days) MCG/0.3 ML, 200
IMMUNOLO MCG/0.4 ML, 300
GY MCG/0.6 ML, 500
’ MCG/ML
VACCINES /
BIOTECHNO ARCALYST PA
AVONEX PA; MO;
LOGY INTRAMUSCUL QL (1 per
BIOTECHNOLO AR PEN 28 days)
GY DRUGS INJECTOR KIT
AVONEX 5 PA; MO;
ACTIMMUNE > PAMO INTRAMUSCUL QL (1 per
ARANESP (IN 5 PA;MO AR SYRINGE 28 days)
POLYSORBATE) KIT
INJECTION :
SOLUTION 100 BESREMI PA; LA
MCG/ML, 200 BETASERON PA; MO;
MCG/ML SUBCUTANEOU QL (14 per
ARANESP (IN 4  PA:MO 5 KIT 28 days)
POLYSORBATE) EGRIFTA SV 5 PA; MO
INJECTION
SOLUTION 25
MCG/ML, 40
MCG/ML, 60
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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EPOGEN 4 PA; MO HUMATROPE 5 PA; MO
INJECTION INJECTION
SOLUTION 2,000 CARTRIDGE
UNIT/ML, 20,000 LEUKINE 5 PA; MO
UNIT/2 ML, 3,000 INJECTION
UNIT/ML, 4,000 RECON SOLN
UNIT/ML NEULASTA PA; MO
EPOGEN > PA; MO NEULASTA PA; MO
INJECTION ONPRO
SOLUTION 20,000
UNIT/ML NEUPOGEN PA; MO
EXTAVIA 5  PA;MO; NIVESTYM PA;MO
SUBCUTANEOU QL (15 per NORDITROPIN PA; MO
S KIT 28 days) FLEXPRO
FULPHILA 5 PA;MO NUTROPIN AQ 5 PA;MO
FYLNETRA 5 PA NUSPIN
GENOTROPIN 5  PA;MO NYVEPRIA PA;MO
GENOTROPIN 4  PA;MO OMNITROPE PA;MO
MINIQUICK PEGASYS MO; QL (4
SUBCUTANEOU SUBCUTANEOU per 28 days)
S SYRINGE 0.2 S SOLUTION
MG/0.25 ML PEGASYS 5  MO;QL(2
GENOTROPIN 5 PA; MO SUBCUTANEOU per 28 days)
MINIQUICK S SYRINGE
SUBCUTANEOU PLEGRIDY 5  PA;MO;
S SYRINGE 0.4 SUBCUTANEOU QL (1 per
MG/0.25 ML, 0.6 S PEN INJECTOR 28 days)
MG/0.25 ML, 0.8 125 MCG/0.5 ML
ﬁgﬁg;g ﬁllj’ } ) PLEGRIDY 5 PA; MO;
' - SUBCUTANEOU QL (1 per
MG/0.25 ML, 1.4
S PEN INJECTOR 180 days)
MG/0.25 ML, 1.6
63 MCG/0.5 ML-
MG/0.25 ML, 1.8 94 MCG/0.5 ML
MG/0.25 ML, 2 :
MG/0.25 ML PLEGRIDY 5 PA; MO;
_ SUBCUTANEOU QL (1 per
GRANIX > PAMO 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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PLEGRIDY 5  PA; MO; RETACRIT 3 PA;MO

SUBCUTANEOU QL (1 per INJECTION

S SYRINGE 63 180 days) SOLUTION 10,000

MCG/0.5 ML- 94 UNIT/ML, 2,000

MCG/0.5 ML UNIT/ML, 20,000

PROCRIT 3 PA;MO UNIT/2 ML,

INJECTION 20,000 UNIT/ML,

SOLUTION 10,000 3,000 UNTT/ML,

UNIT/ML, 2,000 4,000 UNIT/ML

UNIT/ML, 3,000 RETACRIT 5  PA;MO

UNIT/ML, 4,000 INJECTION

UNIT/ML SOLUTION 40,000

PROCRIT 5  PA;MO UNIT/ML

INJECTION SAIZEN PA; MO

SOLUTION 20,000 SEROSTIM PA; MO

UNIT/ML, 40,000 SUBCUTANEOU

UNIT/ML S RECON SOLN 4

REBIF (WITH 5  PA; MO; MG, 5 MG, 6 MG

ALBUMIN) QL (6 per SKYTROFA 5  PA;MO

I . liid?\i S()) SOGROYA 5  PA;MO

REBIDOSE OL (6 per UDENYCA 5  PA;MO

SUBCUTANEOU 28 days) UDENYCA 5  PA;MO

S PEN INJECTOR AUTOINJECTOR

22 MCG/0.5 ML, ZARXIO 5  PA;MO

44 MCG/0.5 ML ZIEXTENZO 5  PA;MO

REBIF > PAMO; ZOMACTON PA; MO

REBIDOSE QL (4.2 per SUBCUTANEOU

SUBCUTANEOU 180 days) S RECON SOLN

S PEN INJECTOR 10 MG

&8(11\2}(/:0(}5/&25\%-22 ZOMACTON 4 PA; MO
; SUBCUTANEOU

REBIF 5 PATMO; S RECON SOLN 5

TITRATION QL (4.2 per MG

PACK 130 days) ZORBTIVE 5  PA;MO

RELEUKO 5  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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VACCINES / GAMMAPLEX 5 PA; MO
MISCELLANEO GAMMAPLEX 5 PA; MO
US (WITH
IMMUNOLOGI SORBITOL)
CALS GAMUNEX-C 5 PA; MO
ACTHIB (PF) 3 MO ISEJL ESTTII(());I‘II
ADACEL(TDAP 1 MO; V GRAM/10 ML (10
ADOLESN/ADUL %)
T)(PF)

GARDASIL 9 (PF) 1 MO; V
BCG VACCINE, 1 MO; V
LIVE (PF) GRASTEK 4 MO
BEXSERO I MO;V IPII\IAT\l/{IZIi(/H(})SF(%UL I MoV
BIVIGAM 5 PA; MO AR SYRINGE
BOOSTRIX TDAP 1 MO; V 1,440 ELISA
DAPTACEL 3 MO UNIT/ML
(DTAP HAVRIX (PF) 3 MO
PEDIATRIC) (PF) INTRAMUSCUL
DYSPORT 4  PA; MO AR SYRINGE 720
ENGERIX-B(PF) 1|  PA;MO;V pLISA UNITOS
ENGERIX-B 1 PA; MO; V -
PEDIATRIC (PF) HEPLISAV-B (PF) 1 PA; MO; V
FLEBOGAMMA 5  PA HIBERIX (PF) 3 MO
DIF IMOVAX RABIES 1 \%
INTRAVENOUS VACCINE (PF)
SOLUTION 10 % INFANRIX 3 MO
GAMMAGARD 5 PA; MO (DTAP) (PF)
LIQUID INTRAMUSCUL
GAMMAGARD 5 PA;MO AR SYRINGE
S-D (IGA < 1 IPOL 1 v
MCG/ML) IXIARO (PF) 1 \%
GAMMAKED 5 PA; MO JYNNEOS 1 PA:V
INJECTION (PF)(STOCKPILE)
SOLUTION 1

KINRIX (PF) 3 MO
GRAM/10 ML (10 INTRAMUSCUL
70) 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.

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
MENACTRA (PF) 1 MO; V PREHEVBRIO 1 PA; MO; V
INTRAMUSCUL (PF)
AR SOLUTION PRIORIX (PF) 1V
MENQUADFI I MOV PRIVIGEN 5  PA;MO
i\I/III?NVEO A-C-Y 1 MO; V PROQUAD (PF) g
W-135-DIP (PF) g}ij‘DRACEL <
INTRAMUSCUL
AR KIT RABAVERT (PF) | MO; V
M-M-R II (PF) 1 MO; V RAGWITEK 4 MO
OCTAGAM 5 PA; MO RECOMBIVAX 1 PA; MO; V
ODACTRA 4 PA; MO HB (PF)
ORALAIR 4 ROTARIX
SUBLINGUAL ROTATEQ MO
TABLET 300 VACCINE
INDX SHINGRIX (PF) I MO:V;QL
REACTIVITY (2 per 720
PANZYGA 5  PA;MO days)
INTRAVENOUS TDVAX 1 MO; V
SOLUTION 10 % TENIVAC (PF) 1 MO;V
PANZYGA > PA TETANUS,DIPH 3 MO
INTRAVENOUS THERIA TOX
(100 ML) 10% PEDED)
R 0
e TICOVAC 3 MO
ML), 10 % (300 TRUMENBA 1 MO; V
ML), 10 % (50 ML) TWINRIX (PF) 1 MOV
PEDIARIX (PF) MO TYPHIM VI 1 A%
PEDVAX HIB INTRAMUSCUL
(PF) AR SOLUTION
PENTACEL (PF) 3 TYPHIM VI 1 MO; V
INTRAMUSCUL INTRAMUSCUL
AR KIT 15LF- AR SYRINGE
48MCG-62DU -10 VAQTA (PF) 3 MO
MCG/0.5ML INTRAMUSCUL
AR SUSPENSION

25 UNIT/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at 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
VAQTA (PF) 1 MO; V ADVOCATE PEN 4  ST;MO
INTRAMUSCUL NEEDLE
AR SUSPENSION NEEDLE 31
50 UNIT/ML GAUGE X 3/16",
VAQTA (PF) 3 MO 31 GAUGE X
INTRAMUSCUL 516", 33 GAUGE
AR SYRINGE 25 X 5/32"
UNIT/0.5 ML ADVOCATE 4 ST; MO
VAQTA (PF) 1 MO; V SYRINGES
INTRAMUSCUL SYRINGE 0.3 ML
AR SYRINGE 50 30 GAUGE X
UNIT/ML 5/16", 0.3 ML 31
GAUGE X 5/16",
VARIVAX (PF) 1 \ 0.5 ML 30
YF-VAX (PF) 1 \ GAUGE X 5/16".
MISCELLAN 0.5 ML 31
EOUS GAUGE X 5/16", 1
ML 30 GAUGE X
SUPPLIES 5/16,1 ML 31
MISCELLANEO GAUGE X 5/16
US SUPPLIES ASSURE ID PEN 4 ST; MO
IST TIER 4 ST NEEDLE
UNIFINE BD 3 MO
PENTIPS AUTOSHIELD
IST TIER 4 ST pen
UNIFINE
PENTIPS PLUS BD ECLIPSE 3 MO
ABOUTTIME 4 ST LUER-LOK
PEN NEEDLE SYRINGE 1 ML
NEEDLE 30 30 GAUGE X 1/2"
GAUGE X 5/16", BD INSULIN 3 MO
31 GAUGE X SYRINGE (HALF
3/16", 32 GAUGE UNIT)
X 5/32"
ABOUTTIME 4 ST; MO
PEN NEEDLE
NEEDLE 31
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.

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
BD INSULIN 3 BD 3 MO
SYRINGE 0.3 ML SAFETYGLIDE
29 GAUGE X 1/2", INSULIN
0.5 ML 29 SYRINGE
GAUGE X 12", 1 SYRINGE 0.3 ML
ML 27 GAUGE X 29 GAUGE X 1/2",
1/2",1 ML 29 0.3 ML 31
GAUGE X 172" GAUGE X 15/64",
BD INSULIN 3 MO 0.3 ML 31 .
SYRINGE U-500 GAUGE X 5/16",
BD INSULIN 3 MO (()}SAI\IQI(IEEOX 5/16"
ULTRA-FINE 0.5 ML 31 ’
SYRINGE 0.3 ML GAUGE X 568"
’ 1 ML 29 GAUGE
0.5 ML 31 X 172", 1 ML 31
GAUGE X 5/16", 1 GAUéEX15/64"
ML 30 GAUGE X
1/2" BD 3
BD LO-DOSE T SAFETYGLIDE
MICRO-FINE IV INSULIN
: SYRINGE
BD NANO 2ND 3 MO SYRINGE 0.5 ML
GEN PEN 29 GAUGE X 1/2"
NEEDLE BD 3 MO
SAFETYGLIDE
SYRINGE 1 ML
27 GAUGE X 5/8"
BD ULTRA-FINE 3 MO
MICRO PEN
NEEDLE
BD ULTRA-FINE 3 MO
MINI PEN
NEEDLE
BD ULTRA-FINE 3 MO
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.

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
BD ULTRA-FINE 3 MO CARETOUCH 4 ST; MO
ORIG PEN PEN NEEDLE 31
NEEDLE GAUGE X 1/4", 31
BD ULTRA-FINE 3 MO GAUGE X 3/16",
SHORT PEN 31 GAUGE X
NEEDLE 5/16", 32 GAUGE
X 3/16", 32
BD VEO 3 MO ’ .
INSULIN SYR GAUGE X 5/32
(HALF UNIT) CEQUR 3 MO
BD VEO 3 MO SIMPLICITY
INSULIN CEQUR 3 MO
SYRINGE UF SIMPLICITY
CAREFINE PEN 4 ST INSERTER
NEEDLE CLICKFINE PEN 4 ST
NEEDLE 29 NEEDLE 31
GAUGE X 1/2" GAUGE X 1/4", 31
CAREFINEPEN 4  ST; MO GAUGE X 5/16
NEEDLE CLICKFINE PEN 4 ST; MO
NEEDLE 30 NEEDLE 32
GAUGE X 5/16", GAUGE X 5/32"
31 GAUGE X 1/4", COMFORT EZ 4 ST
31 GAUGE X INSULIN
5/16", 32 GAUGE SYRINGE 0.3 ML
X 1/4", 32 GAUGE 29 GAUGE X 1/2",
X 3/16", 32 0.3 ML 30
GAUGE X 5/32" GAUGE X 1/2",
CARETOUCH 4 ST 0.5 ML 29
INSULIN GAUGE X 1/2",
SYRINGE 0.5 ML 30 ”
CARETOUCH 4 ST GAUGE X 172", |
ML 30 GAUGE X
PEN NEEDLE .
NEEDLE 29 1/2",1/2 ML 28

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

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

COMFORT EZ 4 ST; MO COMFORT 4 ST; MO

INSULIN TOUCH PEN

SYRINGE 0.3 ML NEEDLE

30 GAUGE X NEEDLE 32

5/16", 0.3 ML 31 GAUGE X 1/4"

GAUGE X 5/16", DROPLET 4 ST

0.5 ML 30 INSULIN

GAUGE X 5/16", SYR(HALF

0.5 ML 31 UNIT) SYRINGE

GAUGE X 5/16", 1 0.5 ML 29

ML 28 GAUGE X GAUGE X 1/2",

1/2",1 ML 29 0.5 ML 30

GAUGE X 1/2",1 GAUGE X 1/2",

ML 30 GAUGE X 0.5 ML 30

5/16, 1 ML 31 GAUGE X 5/16",

GAUGE X 5/16 0.5 ML 31

COMFORT EZ 4 ST; MO GAUGE X 15/64",

PEN NEEDLES 0.5ML 30 GAUGE

COMFORT 4 ST X 15/64"

TOUCH PEN DROPLET 4 ST; MO

NEEDLE INSULIN

NEEDLE 31 SYR(HALF

GAUGE X 1/4", 31 UNIT) SYRINGE

GAUGE X 3/16", 0.5 ML 31

31 GAUGE X GAUGE X 5/16"

5/16", 31 GAUGE

X 5/32", 32

GAUGE X 3/16",

32 GAUGE X

5/16", 32 GAUGE

X 5/32", 33

GAUGE X 1/4", 33

GAUGE X 3/16",

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.

112


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DROPLET 4 ST DROPLET PEN 4 ST; MO
INSULIN NEEDLE 29
SYRINGE GAUGE X 1/2", 29
SYRINGE 0.3 ML GAUGE X 3/8", 31
29 GAUGE X 1/2", GAUGE X 1/4", 31
0.3 ML 30 GAUGE X 3/16",
GAUGE X 15/64", 31 GAUGE X
0.3 ML 30 5/16", 32 GAUGE
GAUGE X 5/16", X 1/4", 32 GAUGE
0.3 ML 31 X 3/16", 32
GAUGE X 15/64", GAUGE X 5/16",
1 ML 29 GAUGE 32 GAUGE X
X 1/2",1 ML 30 5/32"
GAUGE X 15/64", DROPLET PEN 4 ST
1 ML 30 GAUGE NEEDLE 30
X 5/16, 1 ML 31 GAUGE X 5/16"
GAUGE X 15/64 DROPSAFE 4 ST
DROPLET 4 ST; MO INSULIN
INSULIN SYRINGE
SYRINGE DROPSAFE PEN 4 ST; MO
SYRINGE 0.3 ML
- NEEDLE
30 GAUGE X 1/2",
03 ML 31 NEEDLE31
GAUGE X 5/16", 1 gﬁggg § ;‘1‘ 6’,,31
ML 30 GAUGE X
1/2", 1 ML 31 DROPSAFE PEN 4 ST
GAUGE X 5/16 NEEDLE
DROPLET 4  ST; MO gi%%f; g iy
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.

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

EASY COMFORT 4 ST EASY TOUCH 4 ST

INSULIN FLIPLOCK

SYRINGE INSULIN

SYRINGE 0.5 ML SYRINGE 1 ML

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

0.5 ML 30 1 ML 30 GAUGE

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

0.5 ML 31 EASY TOUCH 4 ST; MO

GAUGE X 5/16", 1 FLIPLOCK

ML 30 GAUGE X INSULIN

1/2",1 ML 30 SYRINGE 1 ML

GAUGE X 5/16, 1 30 GAUGE X 172"

ML 31 GAUGE X 1 ML 31 GAUGE ’

5/16, 1 ML 32 X 5/16"

GAUGE X 5/16", EASY TOUCH 4 ST

1/2 ML 32 INSULIN

GAUGE X 5/16" SAFETY

EASY COMFORT 4 ST; MO SYRINGE 0.5 ML

PEN NEEDLE 31 29 GAUGE X 1/2"

GAUGE X 1/4", 31 EASY TOUCH 4  ST;MO

GAUGE X 3/16",
INSULIN

31 GAUGE X SAFETY

5/16", 32 GAUGE SYRINGE 0.5 ML

X 5/32 30 GAUGE X

EASY COMFORT 4 ST 5/16", 1 ML 29

PEN NEEDLE 33 GAUGE X 12", 1

GAUGE X 1/4", 33 ML 30 GAUGE X

GAUGE X 3/16", 12"

§/33SAUGE X EASY TOUCH 4 ST
INSULIN

EASY GLIDE 4 ST SYRINGE

INSULIN SYRINGE 0.3 ML

SYRINGE 30 GAUGE X 172",

EASY GLIDE 4 ST 1 ML 27 GAUGE

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

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.

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
EASY TOUCH 4 ST; MO EASY TOUCH 4 ST
INSULIN SAFETY PEN
SYRINGE 0.3 ML NEEDLE 29
30 GAUGE X GAUGE X 5/16",
5/16", 0.3 ML 31 30 GAUGE X 1/4",
GAUGE X 5/16", 30 GAUGE X
0.5 ML 29 3/16", 30 GAUGE
GAUGE X 1/2", X 5/16"
0.5ML 30~ EASY TOUCH 4 ST
GAUGE X 1/2", SHEATHLOCK
0.5 ML 30 INSULIN
GAUGE X 5/16", SYRINGE 1 ML
0.SML31 = 29 GAUGE X 172",
GAUGE X 5/16", 1 1 ML 30 GAUGE
ML 27 GAUGE X X 1/2", 1 ML 30
12" IML 28 GAUGE X 5/16"
GAUGE X 172", 1 EASY TOUCH 4 ST; MO
ML 29 GAUGE X
" SHEATHLOCK
1/2", 1 ML 30
. INSULIN
GAUGE X 1/2",1
SYRINGE 1 ML
ML 30 GAUGE X 31 GAUGE X
5/16, 1 ML 31 5/16"
GAUGE X 5/16,
1/2 ML 28 EASY TOUCH 4 ST
GAUGE X 12" UNI-SLIP
EASY TOUCH 4 ST; MO SYRINGE 1 ML
LUER LOCK EMBRACE PEN 4 ST
INSULIN NEEDLE
EASY TOUCH 4 ST; MO FREESTYLE 4  STMO
NEEDLE PRECISION
EASY TOUCH 4 ST; MO SYRINGE 0.5 ML
PEN NEEDLE 30 GAUGE X
5/16", 0.5 ML 31
EASY TOUCH 4 ST; MO GAUGE X 5/16"
SAFETY PEN
NEEDLE 29
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.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FREESTYLE 4 ST INPEN (FOR 4
PRECISION HUMALOG)
SYRINGE 1 ML GREY
30 GAUGE X 5/16, INPEN (FOR 4
1 ML 31 GAUGE HUMALOG)
X 5/16 PINK
GAUZE PADS 2 3 INPEN 4
X2 (NOVOLOG OR
HEALTHWISE 4 ST FIASP) BLUE
INSULIN INPEN 4
SYRINGE (NOVOLOG OR
HEALTHWISE 4 ST FIASP) GREY
PEN NEEDLE INPEN 4
HEALTHY 4 ST (NOVOLOG OR
ACCENTS FIASP) PINK
UNIFINE INSULIN PEN 3 MO
PENTIP NEEDLE NEEDLE
29 GAUGE X 1/2,,’ INSULIN PEN 4 ST
31 GAUGE X 1/4",
31 GAUGE X NEEDLE
3/16", 31 GAUGE NEEDLE 29
X 5/1’6" GAUGE X 15/32",
31 GAUGE X
INCONTROL 4 ST; MO 13/64", 31 GAUGE
PEN NEEDLE 29 X 15/64". 31
GAUGE X 1/2", 31 GAUGE; X 5/32",
GAUGE X 5/16", 32 GAUGE X 1/4",
32 GAUGE X 32 GAUGE X
5/32" 3/16", 32 GAUGE
INCONTROL 4 ST X 5/16", 32
PEN NEEDLE 31 GAUGE X 5/32",
GAUGE X 1/4", 31 33 GAUGE X 1/4",
GAUGE X 3/16" 33 GAUGE X
INPEN (FOR A 3/16", 33 GAUGE
HUMALOG) X 5/32"
BLUE INSULIN 3 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.

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
INSULIN 3 INSUPEN PEN 4  ST;MO
SYRINGE- NEEDLE 30
NEEDLE U-100 GAUGE X 5/16",
SYRINGE 0.3 ML 31 GAUGE X 1/4",
29 GAUGE, 1 ML 31 GAUGE X
30 GAUGE X 1/2", 5/16", 32 GAUGE
12 ML 28 X 1/4", 32 GAUGE
GAUGE X 5/16", 32
INSULIN 4  ST;MO GAUGE X 5/32%,
SYRINGE- 33 GAUGE X
NEEDLE U-100 5/32"
SYRINGE 0.5 ML LITE TOUCH 4  ST;MO
29 GAUGE X 1/2", INSULIN PEN
0.5 ML 30 NEEDLES
GAUGE X 5/16", 1 LITE TOUCH 4 ST
ML 28 GAUGE X INSULIN
12", 172 ML 28 SYRINGE 0.3 ML
GAUGE X 112" 29 GAUGE X 172",
INSULIN 3 MO 0.3 ML 30
SYRINGE (DISP) GAUGE X 5/16",
U-100 1 ML 0.3 ML 31
INSULIN 4 ST GAUGE X 5/16",
SYRINGE- 0.5 ML 29
NEEDLE U-100 GAUGE X 172%,
SYRINGE 1/2 ML 0.5 ML 30
27 GAUGE X 1/2" GAUGE X 5/16", 1

ML 28 GAUGE, 1
ML 28 GAUGE X
1/2",1 ML 29
GAUGE, 1 ML 29
GAUGEX 172", 1
ML 30 GAUGE X
5/16, 1 ML 30
GAUGE X 7/16",
1/2 ML 28
GAUGE X 172"

INSUPEN PEN 4 ST
NEEDLE 29

GAUGE X 172", 31

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

LITE TOUCH 4 ST; MO MAXICOMFORT 4 ST; MO

INSULIN SAFETY PEN

SYRINGE 0.5 ML NEEDLE

31 GAUGE X NEEDLE 29

5/16", 1 ML 31 GAUGE X 5/16"

GAUGE X 5/16, MICRODOT 4 ST

172 ML 28 INSULIN PEN

GAUGE, 1/2 ML NEEDLE

é9 A’Ilj/égl 130 MINI ULTRA- 4 ST; MO

THIN II

MAGELLAN g ST, MO MONOIJECT 4 ST; MO

INSULIN INSULIN

SAFETY SYRNG SAFETY

MAGELLAN 4 ST; MO SYRINGE 0.3 ML

SYRINGE 0.3 ML 29 GAUGE X 1/2".

30 X 5/16" 0.5 ML 29

MAGELLAN 4 ST GAUGE X 172",

SYRINGE 0.5 ML 0.5 ML 30

30 GAUGE X GAUGE X 5/16",

5/16" 29 GAUGE X 1/2"

MAXICOMFORT 4 ST MONOIJECT 4 ST

II PEN NEEDLE INSULIN

MAXICOMFORT 4 ST SAFETY

INSULIN SYRINGE 0.3 ML

SYRINGE 30 GAUGE X

MAXI- 4 ST; MO >/16

COMFORT

INSULIN

SYRINGE

MAXICOMFORT 4 ST

SAFETY PEN

NEEDLE

NEEDLE 29

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.
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Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits
MONOJECT 4 ST; MO NEEDLES, ST
INSULIN INSULIN
SYRINGE DISP..SAFETY
SYRINGE 0.3 ML SYRINGE 0.5 ML
29 GAUGE X 1/2", 29 GAUGE X 1/2",
0.3 ML 30 1 ML 31 GAUGE
GAUGE X 5/16", X 15/64"
0.3 ML 31 NEEDLES, ST: MO
GAUGE X 5/16", INSULIN
0.5 ML 29 . DISP.,SAFETY
GAUGE X 172", SYRINGE 0.5 ML
0.5 ML 30 31 GAUGE X
GAUGE X 5/16", 1 s/6a”
0.5 ML 31
GAUGEX s/, 1 NEEDLES Mo
ML 25 GAUGE X DISP..SAFETY
5/8",1 ML 28 ”
GAUGE X 1/2", 1 NOVOFINE 32 ST; MO
ML 29 GAUGE X NOVOFINE ST; MO
1/2", 1 ML 30 AUTOCOVER
GAUGE X 5716, 1 NOVOFINE ST; MO
ML 31 GAUGE X PLUS
>/16 OMNIPOD 5 G6 MO; QL (1
MONOJECT 4 ST INTRO KIT (GEN per 720
INSULIN
5) days)
SYRINGE OMNIPOD 5 G6 MO
SYRINGE 1 ML , PODS (GEN 5)
1 ML 27 GAUGE (
X 1/2", 1/2 ML 28 OMNIPOD MO
GAUGE X 12" CLASSIC PODS
MONOJECT 4 ST (GEN 3)
SYRINGE 1/2 ML OMNIPOD DASH MO; QL (1
28 GAUGE INTRO KIT (GEN per 720
MONOJECT 4  ST;MO 4 days)
ULTRA OMNIPOD DASH MO
COMFORT PODS (GEN 4)
INSULIN PEN NEEDLE, ST
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.

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

PENTIPS 4 ST SAFESNAP 4 ST

PIPPENNEEDLE 4  ST; MO g%;ga -

PRE T 4 ST 29 GAUGE X 1/2"

DROPSAFE PEN

NEEDLE SAFETY PEN 4 ST

PRO COMFORT 4 ST NEEDLE

INSULIN SECURESAFE 4 ST

SYRINGE INSULIN

PRO COMFORT 4 ST SYRINGE

PEN NEEDLE SECURESAFE 4 ST

PRODIGY 1 ST PEN NEEDLE

INSULIN SKY SAFETY 4 ST

SYRINGE 0.3 ML PEN NEEDLE

31 GAUGE X SURE COMFORT 4 ST; MO

5/16" INS. SYR. U-100

PRODIGY 4 ST; MO

INSULIN

SYRINGE 0.5 ML

31 GAUGE X

5/16", 1 ML 28

GAUGE X 1/2"

PURE COMFORT 4 ST

PEN NEEDLE

PURE COMFORT 4 ST

SAFETY PEN

NEEDLE

SAFESNAP 4 ST; MO

INSULIN

SYRINGE 0.3 ML

30 GAUGE X

5/16", 0.5 ML 30
GAUGE X 5/16", 1
ML 28 GAUGE X
1/2",1 ML 29
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.

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
SURE COMFORT 4  ST; MO SURE COMFORT 4  ST; MO
INSULIN SAFETY PEN
SYRINGE 0.3 ML NEEDLE
29 GAUGE X 1/2", NEEDLE 32
0.3 ML 30 GAUGE X 5/32"
GAUGE X 172, SURE-FINEPEN 4  ST; MO
0.3 ML 30 " NEEDLES
GAUGE X 5/16', SURE-JECT 4 ST
0.3 ML 31 INSULIN
g’?ﬁggox S8, SYRINGE 0.3 ML
0.5 ML 30 0.3 ML 30
0.5 ML 31 0.5 ML 29
GAUGE X 5/16", 1 oALOT XA
11\% 218 ﬁfgf EX GAUGE X 5/16", 1
‘ " ML 28 GAUGE X
GAUGE X 1/2", 1 12" 1 ML 29
ML 30 GAUGE X ’
’ ML 30 GAUGE X
GAUGE X 5/16, 1
5/16, 1/2 ML 28
ML 31 GAUGE X GAUGE X 172"
5/16, 1/2 ML 28
GAUGE X 1/2" SURE-JECT 4 ST; MO
SURE COMFORT 4 ST INSULIN
SYRINGE 1 ML
INSULIN 31 GAUGE X 5/16
SYRINGE 0.3 ML
31 GAUGE X 1/4", TECHLITE 4 ST
1 ML 31 GAUGE INSULIN
X 1/4", 1/2 ML 31 SYRINGE
GAUGE X 1/4" SYRINGE 1 ML
SURE COMFORT 4  ST; MO 29 GAUGE X 12
PEN NEEDLE
SURE COMFORT 4 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.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TECHLITE 4  ST; MO TECHLITE PEN 4  ST; MO
INSULIN NEEDLE 29
SYRINGE GAUGE X 1/2", 31
SYRINGE 1 ML GAUGE X 1/4", 31
30 GAUGE X 1/2", GAUGE X 3/16",
1 ML 31 GAUGE 31 GAUGE X
X 15/64", 1 ML 31 5/16", 32 GAUGE
GAUGE X 5/16 X 1/4", 32 GAUGE
TECHLITE 4 ST X 5/16", 32
INSULN GAUGE X 5/32"
SYR(HALF TECHLITE PEN 4 ST
UNIT) SYRINGE NEEDLE 29
0.3 ML 29 GAUGE X 3/8"
GAUGE X 172", TERUMO 4 ST
0.3 ML 30 INSULIN
GAUGE X 5/16", SYRINGE 0.3 ML
0.5 ML 30 30 X 3/8", 1/2 ML
GAUGE X 5/16" 27 GAUGE X 1/2",
TECHLITE 4  ST; MO 1/2 ML 28
INSULN GAUGE X 1/2",
SYR(HALF 1/2 ML 30 X 3/8"
UNIT) SYRINGE TERUMO 4  ST; MO
0.3 ML 31 INSULIN
GAUGE X 15/64", SYRINGE 0.5 ML
0.3 ML 31 29 GAUGE X 1/2",
GAUGE X 5/16", 1 ML 27 GAUGE
0.5 ML 30 X 1/2", 1 ML 28
GAUGE X 1/2", GAUGE X 1/2", 1
0.5 ML 31 ML 29 GAUGE X
GAUGE X 15/64", 1/2"
0.5 ML 31
" thinpro insulin 2 ST
GAUGE X 5/16 syringe 0.3 ml 29

gauge x 112", 0.5 ml
29 gauge x 112", 1
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.

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

THINPRO 4 ST TRUEPLUS 4 ST

INSULIN INSULIN

SYRINGE 0.3 ML SYRINGE 0.3 ML

30 X 3/8", 1 ML 30 29 GAUGE X 1/2",

GAUGE X 3/8", 1/2 ML 28

1/2 ML 28 GAUGE X 12"

GAUGE X 1/2", TRUEPLUS 4 ST; MO

1/2 ML 30 X 3/8" INSULIN

THINPRO 4 ST: MO SYRINGE 0.3 ML

INSULIN 30 GAUGE X

SYRINGE 0.3 ML 5/16", 0.3 ML 31

31 X 3/8", 0.5 ML GAUGE X 5/16",

31 X 3/8", 1 ML 28 0.5 ML 29

GAUGE X 12", 1 GAUGE X 1/2",

ML 31 X 3/8" 0.5 ML 30

TOPCARE 4 ST GAUGE X 5/16,

CLICKFINE OGSAltJd(L}lglx 5/16", 1

TOPCARE 4 ST ML 28 GAUGE X

ULTRA "

COMEORT 1/2", 1 ML 29
GAUGE X 12", 1

TRUE 4 ST ML 30 GAUGE X

COMFORT 5/16, 1 ML 31

INSULIN GAUGE X 5/16

SYRINGE TRUEPLUS PEN 4  ST.MO

TRUE 4 ST NEEDLE

ggggng PEN ULTICARE 4  ST:MO
INSULIN

TRUE 4 ST SYRINGE 0.3 ML

COMFORT PRO 31 GAUGE X 1/4",

INS SYRINGE 1 ML 31 GAUGE

TRUE 4 ST X 1/4"

COMFORT ULTICARE 4 ST

SAFETY PEN INSULIN

NEEDLE

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
ULTICARE 4  ST:MO ULTILET 4 ST
INSULN INSULIN
SYR(HALF SYRINGE 0.3 ML
UNIT) 29 GAUGE X 1/2",
ULTICAREPEN 4  ST;MO 0.3 ML 30
NEEDLE GAUGE 1X 5/16",
0.3 ML 3
ULTICARE 4 ST .
A RBLY DN GAUGE X 5/16",
S 0.5 ML 29
GAUGE X 1/2",
ULTICARE 4  ST; MO 0.5 ML 30
SYRINGE 0.3 ML GAUGE X 5/16",
30 GAUGE X 1/2", 0.5 ML 31
05ML30 GAUGE X 5/16", 1
GAUGE X 1/2", ML 29 GAUGE X
0.5 ML 31 1/2", 1 ML 30
GAUGE X 5/16", 1 GAUGE X 5/16, 1
ML 30 GAUGE X ML 31 GAUGE X
1/2", 1 ML 31 5/16
GAUGE X 5/16 ULTILET PEN 4 ST
ULTICARE 4 ST NEEDLE 29
SYRINGE 0.3 ML GAUGE
2/11 gAUGE X ULTILET PEN 4  ST:MO
NEEDLE 32
ULTIGUARD 4 ST GAUGE X 5/32"
?ﬁggﬁ?ﬁgﬂ ULTRA CMFT 4 ST
INS SYR (HALF
ULTIGUARD 4 ST UNIT)
;AEIE%P&CK-PEN OLTRA i ST
COMFORT
INSULIN
SYRINGE
ULTRA FLO 4 ST
INSUL
SYR(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.

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 FLO 4 ST ULTRA-THIN II 4 ST; MO
INSULIN (SHORT) INS
SYRINGE SYRINGE 0.3 ML
SYRINGE 0.3 ML 30 GAUGE X
29 GAUGE X 1/2", 5/16", 0.3 ML 31
0.3 ML 30 GAUGE X 5/16", 1
GAUGE X 5/16", ML 30 GAUGE X
0.5 ML 29 5/16, 1 ML 31
GAUGE X 1/2" GAUGE X 5/16
ULTRA FLO 4 ST; MO ULTRA-THIN II 4 ST
INSULIN (SHORT) INS
SYRINGE SYRINGE 0.5 ML
SYRINGE 0.3 ML 30 GAUGE X
31 GAUGE X 5/16", 0.5 ML 31
5/16" GAUGE X 5/16"
ULTRA FLO PEN 4 ST ULTRA-THIN II 4 ST; MO
NEEDLE (SHORT) PEN
NEEDLE 29 NDL
GAUGE X 12, 31 ULTRA-THIN II 4  ST;MO
GAUGE X 5/16", INS PEN
33 GAUGE X NEEDLES
2132 ULTRA-THIN II 4 ST; MO
ULTRA FLO PEN 4 ST; MO INSULIN
NEEDLE SYRINGE
NEEDLE 31 " UNIFINE 4 ST; MO
GAUGE X 3/16",
32 GAUGE X PENTIPS
<3on MAXFLOW
ULTRA THIN 4 ST UNIFINE 4 ST; MO
PEN NEEDLE PENTIPS
NEEDLE 29
ULTRACARE 4 ST GAUGE X 1/2", 31
INSULIN GAUGE X 1/4", 31
SYRINGE GAUGE X 3/16",
ULTRACARE 4 ST; MO 31 GAUGE X
PEN NEEDLE 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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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier ts/Limits Tier ts/Limits

UNIFINE 4 ST; MO VERIFINE PEN 4 ST

PENTIPS PLUS NEEDLE

UNIFINE 4 ST NEEDLE 29

PENTIPS PLUS GAUGE X 1/2", 31

MAXFLOW GAUGE X 3/16",

UNIFINE 4 ST 31 GAUGE X

SAFECONTROL 3/16", 32 GAUGE
X 1/4", 32 GAUGE

UNIFINE 4 ST X 5/32"

e T ——

NEEDLE 31 V-GO 30 3 MO

GAUGE X 1/4", 31 V-GO 40 3 MO

OACE X" MUSCULOSK

5/32" ELETAL/

UNIFINE 4 ST: MO RHEUMATO

ULTRA PEN LOGY

NEEDLE GOUT

NEEDLE 31 THERAPY

GAUGE X 3/16"

VANISHPOINT 4 ST allopurinol oral 1 MO

INSULIN tablet 100 mg, 300

SYRINGE mg

VANISHPOINT 4  ST; MO ALLOPURINOL 4

SYRINGE 0.5 ML ORAL TABLET

30 GAUGE X 1/2", 200 MG

1 ML 29 GAUGE COLCHICINE 4 ST; MO

X 172" (GOUT) ORAL

VERIFINE 4 ST CAPSULE

INSULIN colchicine (gout) 2 MO

SYRINGE oral tablet
COLCRYS 4 ST; MO
febuxostat 2 MO
MITIGARE 4 ST; MO
probenecid 2 MO

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

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
probenecid- 2 MO FOSAMAX 4 ST; MO;
colchicine ORAL TABLET QL (4 per
ULORIC 4 MO 70 MG 28 days)
ZYLOPRIM 4 MO EOSAMAX PLUS 4 STLi 1:{[0;
OSTEOPOROSI iy
S THERAPY
ibandronate oral 2 MO; QL (1

ACTONEL ORAL 4 ST; MO; per 30 days)
TABLET 150 MG QL (1 per PROLIA 4 PA: MO:

30 days) QL, (1 pe’r
ACTONEL ORAL 4 ST; MO; 180 days)
TABLET 35 MG QL (4 per raloxifene D) MO

28 days)

: risedronate oral 2 MO; QL (1
aleln;z"r onate oral 2 z[(% QL28 tablet 150 mg per 30 days)
solution er

days)p risedronate oral 2 MO; QL (4
tablet 35 mg, 35 28d
alendronate oral 1 MO; QL (C; 2 epac k)mg 5 mgm;; pet ays)
tablet 10 mg (30 per 30 i '
days) pack)
isedronat [ 2 MO; QL
alendronate oral 1 MO:; QL (4 ::bele};o; jq; ord (30 I’) e? 30
tablet 35 mg, 70 mg per 28 days) days)
ATELVIA 4 S]Il; 12/'[0; risedronate oral 4 MO:; QL (4
Ss d( per tablet, delayed per 28 days)
ays) release (drlec)
BINOSTO 4 SLMO; TERIPARATIDE 5  PA; MO;
QL (4 per QL (2.48
28 days) per 28 days)
EVENITY 5 PA; MO;
’ ’ TYMLOS 5 PA; MO;
SUBCUTANEOU QL (2.34 QL’ a 56’
S SYRINGE per 30 days) per 304d ays)
210MG/2.34ML (
105MG/1.17MLX2 OTHER
) RHEUMATOLO
EVISTA 4 MO GICALS
FORTEO 5 PA; MO; ACTEMRA 5 PA; MO;
QL (2.4 per ACTPEN QL (3.6 per
28 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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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ACTEMRA 5 PA; MO; AMIJEVITA 5 PA; MO;
SUBCUTANEOU QL (3.6 per (PREFERRED QL (0.8 per
S 28 days) NDCS 28 days)
ADALIMUMAB- 5 PA; QL (6 STARTING
FKIJP per 28 days) WITH 55513)
SUBCUTANEOU SUBCUTANEOU
S PEN INJECTOR S SYRINGE 20
KIT MG/0.4 ML
ADALIMUMAB- 5  PA;QL(2 AMIJEVITA 5  PA;MO;
FKJP per 28 days) (PREFERRED QL (4.8 per
SUBCUTANEOU NDCS 28 days)
S SYRINGE KIT STARTING
20 MG/0.4 ML WITH 55513)
ADALIMUMAB- 5  PA;QL(6 SUBCUTANEOU
S SYRINGE 40
FKIJP per 28 days) MG/0.8 ML
SUBCUTANEOU :
S SYRINGE KIT ARAVA 5  MO;QL
40 MG/0.8 ML (30 per 30
AMIJEVITA 5 PA; MO; days)
(PREFERRED QL (4.8 per BENLYSTA S PA; MO
NDCS 28 days) SUBCUTANEOU
STARTING S
WITH 55513) CUPRIMINE S PA; MO
SUBCUTANEOU CYLTEZO(CF) 5 PA; MO;
Lo
; CYLTEZO(CF) 5  PA;QL (6
AMIEVITA S PA; MO; PEN CROHN'S- per 180
ays) CYLTEZO(CF) 5 PA;QL(4
STARTING
PEN PSORIASIS per 180
WITH 55513) STRT days)
SUBCUTANEOU ays
S SYRINGE 10 CYLTEZO(CF) 5 PA; MO;
MG/0.2 ML SUBCUTANEOU QL (2 per
S SYRINGE KIT 28 days)

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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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
CYLTEZO(CF) 5  PA;MO; HUMIRA PEN 5  PA;MO;
SUBCUTANEOU QL (4 per QL (4 per
S SYRINGE KIT 28 days) 28 days)
40 MG/0.8 ML HUMIRA PEN 5  PA;MO;
DEPEN 5  PA;MO CROHNS-UC-HS QL (6 per
TITRATABS START 180 days)
ENBREL MINI 5  PA;MO; HUMIRA PEN 5  PA;MO;
QL (8 per PSOR-UVEITS- QL (4 per
28 days) ADOL HS 180 days)
ENBREL 5  PA;MO; HUMIRA 5  PA;MO;
SUBCUTANEOU QL (8 per SUBCUTANEOU QL (4 per
S SOLUTION 28 days) S SYRINGE KIT 28 days)
ENBREL 5  PA;MO; 40 MG/0.8 ML
SUBCUTANEOU QL (8 per HUMIRA (CF) 5  PA;MO;
S SYRINGE 28 days) PEDI CROHNS QL (3 per
ENBREL 5  PA;MO; STARTER 180 days)
SURECLICK QL (8 per SUBCUTANEOU
28 days) S SYRINGE KIT
HADLIMA(CF) 5  PA;QL 80 MG/0.8 ML
(2.4 per 28 HUMIRA (CF) 5  PA;MO;
days) PEDI CROHNS QL (2 per
HADLIMA(CF) 5  PA;QL STARTER 180 days)
PUSHTOUCH (2.4 per 28 SUBCUTANEOU
i };’e S SYRINGE KIT
ays 80 MG/0.8 ML-40
HULIO(CF) PEN 5  PA;MO; MG/0.4 ML
%Ld“ p)er HUMIRA(CF) 5  PA;MO:;
ays PEN CROHNS- QL (3 per
HULIO(CF) S PA; MO; UC-HS 180 days)
SUBCTTANEOU QBN owimace 5 Pa o
y PEN PEDIATRIC QL (4 per
20 MG/0.4 ML
ucC 180 days)
HULIO(CF) > PAMO; HUMIRA (CF) 5  PA;MO;
SUBCUTANEOU QL (6 per
PEN PSOR-UV- QL (3 per
S SYRINGE KIT 28 days) ADOL HS 180 days)
40 MG/0.8 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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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
HUMIRA(CF) 5 PA; MO; HYRIMOZ(CF) 5 PA; MO;
SUBCUTANEOU QL (4 per SUBCUTANEOU QL (0.2 per
S PEN INJECTOR 28 days) S SYRINGE 10 28 days)
KIT 40 MG/0.4 MG/0.1 ML
ML HYRIMOZ(CF) 5  PA;MO;
HUMIRA(CF) 5  PA;MO; SUBCUTANEOU QL (0.4 per
SUBCUTANEOU QL (2 per S SYRINGE 20 28 days)
S PEN INJECTOR 28 days) MG/0.2 ML
KIT 80 MG/0.8 HYRIMOZ(CF) 5  PA;MO;
ML SUBCUTANEOU QL (1.6 per
HUMIRA(CF) 5  PA; MO; S SYRINGE 40 28 days)
SUBCUTANEOU QL (2 per MG/0.4 ML
S SYRINGE KIT 28 days) KEVZARA 5 PA: MO:
10 MG/0.1 ML, 20 QL’(2_28’
MG/0.2 ML per 28 days)
HUMIRA(CF) 5  PA;MO; KINERET 5 PA;QL
SUBCUTANEOU QL (4 per (20.1 per 30
S SYRINGE KIT 28 days) days)
40 MG/0.4 ML leflunomide 2 MO; QL
HYRIMOZ PEN 5  PA;MO; (30 per 30
CROHN'S-UC QL (2.4 per days)
STARTER 180 days) OLUMIANT 5  PA;MO:
HYRIMOZ PEN 5  PA;MO; QL (30 per
PSORIASIS QL (1.6 per 30 days)
STARTER 180 days) ORENCIA s PA: MO:
HYRIMOZ(CF) S PA; MO; CLICKJECT QL (4 per
PEDI CROHN QL (1.2 per 28 days)
SE‘EEEET&NE ou 180 days) ORENCIA 5  PA;MO;
SUBCUTANEOU QL (4 per
S SYRINGE 80
S SYRINGE 125 28 days)
MG/0.8 ML- 40 MG/ML
MO/0.4 ML ORENCIA 5  PA; MO;
Egl\IIUMOZ(CF) 2 g/i’ (1;/[601’)er SUBCUTANEOU QL (1.6 per
3 da};s) S SYRINGE 50 28 days)
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ORENCIA 5 PA; MO; SIMPONI 5 PA; MO;
SUBCUTANEOU QL (2.8 per SUBCUTANEOU QL (3 per
S SYRINGE 87.5 28 days) S PEN INJECTOR 28 days)
MG/0.7 ML 100 MG/ML
OTEZLA 5 PA; MO; SIMPONI 5 PA; MO;
QL (60 per SUBCUTANEOU QL (0.5 per
30 days) S PEN INJECTOR 28 days)
OTEZLA 5  PA; MO; 50 MG/0.5 ML
STARTER ORAL QL (55 per SIMPONI 5 PA; MO;
TABLETS,DOSE 180 days) SUBCUTANEOU QL (3 per
PACK 10 MG (4)- S SYRINGE 100 28 days)
20 MG (4)-30 MG MG/ML
(47) SIMPONI 5 PA;MO;
OTREXUP (PF) 4 MO SUBCUTANEOU QL (0.5 per
penicillamine 5 PA; MO S SYRINGE 50 28 days)
RASUVO®P) |4 Mo XNz om0
REDITREX (PF) - MO SOLUTION QL (300 per
RIDAURA 5 MO 30 days)
RINVOQ ORAL > PATMO; XELJANZ ORAL 5  PA; MO;
TABLET QL (30 per TABLET QL (60 per
EXTENDED 30 days) 30 days)
RELEASE 24 HR XELJANZ XR 5 PA; MO;
15 MG, 30 MG QL (30 per
RINVOQ ORAL 5 PA; MO; 30 days)
TABLET QL (84 per )
EXTENDED 180 days) ;{]E:JI\SIIMRY(CF) . aAé Qe]; 73
RELEASE 24 HR i I))
45 MG e
SAVELLA ORAL 3 MO; QL
TABLET (60 per 30
days)
SAVELLA ORAL 3 MO; QL
TABLETS,DOSE (55 per 180
PACK 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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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
OBSTETRICS DEPO-PROVERA 4 MO
/ INTRAMUSCUL
AR SYRINGE
GYNECOLOG
Y DEPO-SUBQ 4 MO
PROVERA 104
ESTROGENS / DIVIGEL 4 PA; MO;
PROGESTINS TRANSDERMAL QL (30 per
ACTIVELLA 4 PA: MO GEL IN PACKET 30 days)
ORAL TABLET 1 0.25 MG/0.25
0.5 MG i GRAM (0.1 %), 0.5
‘ MG/0.5 GRAM
amabelz 2 PA; MO (0.1 %), 0.75
ANGELIQ 4 PA; MO MG/0.75 GRAM
AYGESTIN 4 MO (0.10/A)), lA 1
BIJUVA 4 PA; MO (1;)[ )G GRAM (0.
camila . MO DIVIGEL 4 PA:MO:
CLIMARA & PA; MO; TRANSDERMAL QL (37.5
QL (4 per GEL IN PACKET per 30 days)
28 days) 1.25 MG/1.25
CLIMARA PRO 4 PA; MO GRAM (0.1 %)
COMBIPATCH 4 PA; MO dotti 2 PA; MO;
CRINONE 4 MO QL (8 per
VAGINAL GEL 4 28 days)
% DUAVEE 3 MO
CRINONE 4 PA; MO ELESTRIN 4 PA; MO;
VAGINAL GEL 8 QL (70 per
% 30 days)
deblitane 2 MO errin 2 MO
DELESTROGEN 4 MO ESTRACE ORAL 4 PA; MO
DEPO- 4 MO ESTRACE 4 ST; MO
ESTRADIOL VAGINAL
DEPO-PROVERA 4 MO estradiol oral 4 PA; 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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Drug Name Drug Requiremen Drug Name Drug Requiremen
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estradiol 2 PA; MO; fyavoly 4 PA; MO
transdermal gel in QL (30 per IMVEXXY 3 MO
packet 0.25 mgl0.25 30 days) MAINTENANCE
gram (0.1%), 0.5 PACK
o 0 MVERY o
gram (0.1%), 1 STARTER PACK
mglgram (0.1%) incassia 2 MO
estradiol 2 PA; MO; Jinteli 4 PA; MO
transdermal gel in QL (37.5 lyleq 2 MO
packet 1.25 mgll1.25 per 30 days) Iyllana 9 PA; MO:;
gram (0.1 %) QL (8 per
estradiol 2 PA; MO; 28 days)
tran;dermal patch QL (8 per Iyza 9
semiweekly 28 days) medroxyprogesteron 2 MO
estradiol 2 PA; QL (4 e
transdermal patch per 28 days) MENEST 3 PA: MO
weekly 0.025 mgl24
hr, 0.0375 mgl24 hr, MENOSTAR 4 PA;MO;
0.06 mg/24 hr, 0.075 QL (4 per
mgl24 hr 28 days)
estradiol 2 PA; MO; mimyey 2 PA; MO
transdermal patch QL (4 per MINIVELLE 4 PA; MO;
weekly 0.05 mgl24 28 days) QL (8 per
hr, 0.1 mg/24 hr 28 days)
estradiol vaginal 4 MO nora-be 2 MO
estradiol valerate 4 MO norethindrone 2
estradiol- 2 PA; MO (contraceptive)
norethindrone acet norethindrone 2 MO
ESTRING 4 MO acetate
ESTROGEL 4 MO: QL norethindrone ac- 4 PA

(50 per 30 eth estradiol oral

days) tablet 0.5-2.5 mg-
EVAMIST 4 PA; MO:; meg

QL (16.2 norethindrone ac- 4 PA; MO

per 30 days) eth estradiol oral
FEMRING 4  ST;MO tablet 1-5 mg-meg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. 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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PREFEST 4 PA; MO metronidazole 2 MO
PREMARIN 3 MO vaginal
ORAL miconazole-3 2 MO
PREMARIN 3 MO vaginal suppository
VAGINAL MIRENA 4
PREMPHASE 3 MO MYFEMBREE 5 PA; MO
PREMPRO 3 MO NEXPLANON 4
progesterone 2 MO NUVARING 4 MO
micronized ORIAHNN 5  PA;MO
PROMETRIUM 4 MO OSPHENA 4 MO
PROVERA 4 MO PHEXXI 4 MO
sharobel 2 MO SKYLA 4
VAGIFEM 4 ST; MO terconazole 2 MO
VIVELLE-DOT 4 I())?: (1;/105 tranexamic acid 2 MO
per oral
v i ii(;iaYS) vandazole 2 MO
yuvafem
Xulane 4 MO
MISCELLANEO
US OBIGYN zafemy S MO
ORAL
ANNOVERA 4 MO CONTRACEPTI
CLEOCIN 4 MO VES /| RELATED
VAGINAL AGENTS
clindamycin 2 MO altavera (28) 2 MO
phosphate vaginal
CLINDESSE 1 MO alyacen 1135 (28) 2 MO
eluryng 1 MO amethia 2 MO
] 2 MO
etonogestrel-ethinyl 4 art
estradiol aranelle (28) 2 MO
GYNAZOLE-1 4 MO ashiyna - MO
INTRAROSA 4 MO aubra eq - MO
KYLEENA 4 aviane 2 MO
LILETTA 4 MO BALCOLTRA 4 MO
balziva (28) 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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BEYAZ 4 MO introvale 2 MO
blisovi 24 fe 2 MO isibloom 2 MO
blisovi fe 1.5/30 2 MO Jjasmiel (28) 2 MO
(28) Juleber 2 MO
briellyn 2 MO Jjunel 1.5/30 (21) 2 MO
camrese lo 2 MO junel 1120 (21) 2 MO
cryselle (28) 2 MO junel fe 1.5130 (28) 2 MO
cyred eq 2 MO junel fe 1120 (28) 2 MO
desog-d' p . 2 Junel fe 24 2 MO
Z.lestra iolle.estradi kaitlib fe ) MO
desogestrel-ethinyl 2 kariva (28) 2 MO
estradiol kelnor 1135 (28) 2 MO
dolishale P MO kelnor 1-50 (28) 2 MO
drospirenone- 2 kurvelo (28) 2 MO
e.estradiol-Im.fa [ norgestle.estradiol- 2
oral tablet 3-0.02- e.estrad oral
0.451 mg (24) (4) tablets,dose pack,3
drospirenone-ethinyl 2 MO month 0.1 mg-20
estradiol oral tablet mcg (84)110 mcg
3-0.02 mg (7). 0.15 mg-30
drospirenone-ethinyl 2 T;)g (84)110 meg
estradiol oral tablet
3-0.03 mg [ norgestle.estradiol- 2 MO
J—— 5 MO e.estrad oral

P tablets,dose pack,3
enskyce 2 MO month 0.15 mg-20
estarylla 2 MO mcgl 0.15 mg-25
ethynodiol diac-eth 2 mcg
estradiol larin 1.5/30 (21) 2 MO
falmina (28) 2 MO larin 1120 (21) 2 MO
finzala 2 MO larin fe 1.5/30 (28) 2 MO
gemmily 2 MO larin fe 1120 (28) 2 MO
hailey 24 fe 2 MO layolis fe 2 MO
iclevia 2 leena 28 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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lessina 2 MO microgestin 1.5/30 2 MO
levonest (28) 2 MO (21)
levonorgestrel- 2 MO microgestin 1/20 2 MO
ethinyl estrad oral (21)
tablet 0.1-20 mg- microgestin 24 fe 2 MO
mcg microgestin fe 2 MO
levonorgestrel- 2 1.5/30 (28)
ethinyl estrad oral microgestin fe 1/20 2 MO
tablet 0.15-0.03 mg, (28)
90-20 mcg (28) mili 5 MO
levqnorgestrel— 2 MO NATAZIA 4 MO
ethinyl estrad oral
tablets,dose pack,3 necon 0.5/35 (28) 2 MO
month NEXTSTELLIS 4 MO
levonorg-eth estrad 2 nikki (28) 2 MO
triphasic noreth-ethinyl 2
levora-28 2 MO estradiol-iron
LO LOESTRIN 4 MO norethindrone ac- 2 MO
FE eth estradiol oral
LOESTRIN 1.5/30 4 MO tablet 1-20 mg-mcg
(21) norethindrone- 2
LOESTRIN 1/20 4 MO e.estradiol-iron oral
(21) capsule
LOESTRIN FE 4 MO norethindrone- 2
1.5/30 (28-DAY) e.estradiol-iron oral
LOESTRIN FE 4 MO tablet 1 mg-20 mcg
1120 (28-DAY) (21)175mg (7), 1-
20(5)11-30(7)

loryna (28) 2 MO /1mg-35mcg (9)
LOSEASONIQUE 4 MO norethindrone- 2
low-ogestrel (28) 2 MO e.estradiol-iron oral
lutera (28) D MO tablet,chewable
marlissa (28) D MO norgestimate-ethinyl 2
P 5 MO estradiol oral tablet

: 0.18/0.21510.25 mg-
mibelas 24 fe 2 MO 25 meg, 0.25-35 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.
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norgestimate-ethinyl 2 MO tri-mili 2 MO
estradiol oral tablet tri-nymyo ) MO
25];’;1/2;;25325 e tri-sprintec (28) 2 MO
nortrel 0.5/35 (28) 2 MO trivora (28) 2 MO
nortrel 1/135 (21) 2 MO tri-vylibra 2 MO
nortrel 1/135 (28) 2 MO tri-vylibra lo 2 MO
nortrel 71717 (28) 2 MO TYBLUME 4 MO
nylia 1135 (28) 2 MO tydemy 2 MO
nylia 71717 (28) 5 MO veli_vet triphasic 2 MO

regimen (28)
nyn;lyo ; ﬁg vestura (28) 2 MO
o vienva 2 MO
ﬁzrtt;ej 8(28) j ﬁg vyfemla (28) 2 MO

vylibra 2 MO
QU'ARTETTE 4 MO — 5 MO
rfcllpsen (28) 2 MO YASMIN (28) i N
rivelsa 2 MO YAZ () A O
SAFYRAL 4 MO zovia 1-35 (28) 2 MO
SEASONIQUE - 10 OPHTHALM
SLYND 4 MO
sprintec (28) 2 MO ANTIBIOTICS
sronyx 2 MO AZASITE 3 MO
syeda 2 MO bacitracin 2 MO
tarina 24 fe 2 MO ophthalmic (eye)
tarina fe 1-20 eq 2 MO bacitracin- 2 MO
(28) polymyxin b
tilia fe 2 MO BESIVANCE 3 MO
tri-estarylla 2 MO CILOXAN 4 MO
trl:-legest fe 2 MO E])EI;I_]I;HALMIC
tri-lo-estarylla 2 MO OINTMENT
tri-lo-sprintec 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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ciprofloxacin hcl 2 MO VIGAMOX 4 MO
ophthalmic (eye) ZYMAXID 4 MO
erythromycin 2 MO; QL ANTIVIRALS
ophthalmic (eye) (3.5 per 14
days) trifluridine 2 MO
gatifloxacin 4 MO ZIRGAN 4 MO
gentamicin 2 MO; QL BETA-
ophthalmic (eye) (70 per 30 BLOCKERS
drops days) betaxolol 2 MO
levofloxacin 2 MO ophthalmic (eye)
ophthalmic (eye) BETIMOL 4 MO
drops 0.5 %
: . BETOPTIC S 4 MO
moxifloxacin 2 MO
ophthalmic (eve) carteolol 2 MO
drops ISTALOL 4 MO
NATACYN 4 levobunolol 2 MO
neomycin- B MO ophthalmic (eye)
0
bacitracin- drops 0.5 %o
polymyxin timolol maleate (pf) 2 MO
neomycin- 2 MO timolol maleate 1 MO
polymyxin- ophthalmic (eye)
gramicidin drops
neo-polycin 2 MO timolol maleate 2 MO
OCUFLOX 4 MO ophthalmic (eye)
: drops, once daily
ofloxacin 2 MO -
ophthalmic (eve) timolol maleate 4 MO
: ophthalmic (eye)
polycin 2 MO gel forming solution
polymyxin b sulf- 2 MO TIMOPTIC 4 MO
trimethoprim OCUDOSE (PF)
tobramycin 2 MOo:QL TIMOPTIC-XE 4 MO
ophthalmic (eye) (10 per 14
days)
TOBREX 4 MO; QL
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
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RESTASIS 4 MO; QL
(60 per 30
days)
RESTASIS 4 MO; QL
MULTIDOSE (5.5 per 30
days)
sulfacetamide 2 MO
sodium ophthalmic
(eye)
sulfacetamide- 2 MO
prednisolone
TYRVAYA 4 MO; QL
(8.4 per 30
days)
VERKAZIA 5 PA; MO;
QL (120 per
30 days)
VUITY 4 PA; MO
XIIDRA 3 MO; QL
(60 per 30
days)
ZERVIATE 4 MO

ALOMIDE 4 MO

atropine ophthalmic 2 MO

(eye) drops

azelastine 2 MO

ophthalmic (eye)

bepotastine besilate 2 MO

BEPREVE 4 MO

BYOOVIZ 5 PA; MO

CEQUA 4 MO; QL
(60 per 30
days)

CIMERLI 5 PA; MO

cromolyn 2 MO

ophthalmic (eye)

cyclosporine 2 MO; QL

ophthalmic (eye) (60 per 30
days)

CYSTADROPS 5 PA

CYSTARAN 5 PA

epinastine 2 MO

LACRISERT 4 PA; MO

olopatadine 2 MO

ophthalmic (eye)

drops 0.1 %

OXERVATE 5 PA; MO

PHOSPHOLINE 4

IODIDE

pilocarpine hcl 2 MO

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

ACULAR 4 ST; MO
ACULAR LS 4 ST; MO
ACUVAIL (PF) 4 ST; MO
bromfenac 2 MO
BROMSITE 3 MO
diclofenac sodium 2 MO
ophthalmic (eye)

Sflurbiprofen sodium 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ILEVRO 4 ST; MO SIMBRINZA 3 MO
ketorolac 2 MO tafluprost (pf) 2 MO
ophthalmic (eye) TRAVATAN Z 4 ST; MO
NEVANAC 4 ST; MO travoprost P MO
PROLENSA 3 MO VYZULTA 4  ST;MO
XALATAN 4 ST; MO
XELPROS 4 ST
Z1I0PTAN (PF) 4 ST; MO

acetazolamide

MO

methazolamide

MO

AZOPT 4 MO
bimatoprost 2 MO
ophthalmic (eye)
brimonidine-timolol 2 MO
brinzolamide 2 MO
COMBIGAN 4 MO
COSOPT 4 MO
COSOPT (PF) 4 MO
dorzolamide 2 MO
dorzolamide-timolol 2 MO
dorzolamide-timolol 2 MO
(pf) ophthalmic

(eye) dropperette

latanoprost 1 MO
LUMIGAN 3 MO
OPHTHALMIC

(EYE) DROPS

0.01 %

RHOPRESSA 3 MO
ROCKLATAN 3 MO

MAXITROL 4 MO

neomycin- 2 MO

bacitracin-poly-hc

neomycin- 2 MO

polymyxin b-

dexameth

neomycin- 2 MO

polymyxin-hc

ophthalmic (eye)

neo-polycin hc 2 MO

TOBRADEX 4 MO; QL

OPHTHALMIC (10 per 14

(EYE) days)

DROPS,SUSPENS

ION

TOBRADEX 3 MO; QL

OPHTHALMIC (3.5 per 14

(EYE) days)

OINTMENT

TOBRADEX ST 4 MO

tobramycin- 2 MO; QL

dexamethasone (10 per 14
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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ZYLET 4 MO; QL brimonidine 2 MO

(10 per 14 ophthalmic (eye)

days) IOPIDINE 4 MO
STEROIDS OPHTHALMIC

(EYE)
2LREXh ; ﬁg DROPPERETTE
examethasone

sodium phosphate RESPIRATOR
ophthalmic (eye) Y AND
difluprednate 2 MO ALLERGY
DUREZOL 4 MO ANTIHISTAMI
EYSUVIS 4 PA; MO; NE /

QL (8.3 per ANTIALLERGE

14 days) NIC AGENTS
FLAREX R MO AUVI-Q 4  QL(2per
fluorometholone 2 MO 30 days)
FML FORTE 4 MO cetirizine oral 2 MO
FML LIQUIFILM 4 MO solution 1 mglml
INVELTYS 3 MO CLARINEX 4 MO; QL
LOTEMAX SM ! MO CLARINEX-D 12 4 hZéS)QL
loteprednol 2 MO HOUR (60 per 30
etabonate d

ays)

MAXIDEX a MO desloratadine 2 MO; QL
PRED FORTE 4 MO (30 per 30
PRED MILD 4 MO days)
prednisolone acetate 2 MO EPINEPHRINE 4 MO; QL (2
prednisolone sodium 2 MO INJECTION per 30 days)
phosphate AUTO-
ophthalmic (eye) E}I(J} ]/EOCITSOI\E]?. 15
SYMPATHOMI :
METICS
ALPHAGAN P 4 MO
apraclonidine 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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epinephrine injection 2 MO; QL (2 ADEMPAS 5 PA; MO;
auto-injector 0.15 per 30 days) LA
mgl0.3 ml, 0.3 ADVAIR DISKUS 4  MO; QL
mgl0.3 ml (60 per 30
(manufactured by days)
mylan specialty) ADVAIR HFA 3 MO;QL
EPINEPHRINE 4 QL (2 per (12 per 30
INJECTION 30 days) d
AUTO aye)
INJEC'TOR 03 AIRDUO 4 ST; MO;
MG/0.3 ML DIGIHALER %Ld(al IS))er
(MANUFACTUR Y
ED BY MYLAN AIRDUO 4 ST; MO;
SPECIALTY) RESPICLICK QL (1 per
EPIPEN 2-PAK 4  MO;QL(2 30 days)
per 30 days) albuterol sulfate 2 MO; QL
EPIPEN JR 2-PAK 4  MO; QL (2 inhalation hfa (17 per 30
aerosol inhaler 90 days)
per 30 days) .
: mcglactuation
hydroxyzine hcl oral 2 PA; MO albuterol sulfate ’ QL (13.4
tablet . .
P inhalation hfa per 30 days)
levocgtzrzzme oral 4 MO aerosol inhaler 90
solution mcglactuation
levocetirizine oral 2 MO; QL package size 6.7 gm
tablet (30 per 30 ALBUTEROL 4 ST; QL (36
days) SULFATE per 30 days)
promethazine oral 4 PA; MO INHALATION
SYMIJEPI 4  MO:;QL(2 HFA AEROSOL
Peri0dis) e IACTUATIO
i‘éﬁ%‘;)SNARY N (NDA020983)
albuterol sulfate 2 PA; MO
ACCOLATE 4 MO inhalation solution
ace[y[cysteine 2 PA; MO fOl’ nebulization 0.63
ADCIRCA 5 PA; MO; mgl3 mi, 1.25 mgl3
30 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.
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albuterol sulfate 2 MO ASMANEX 3 MO; QL (1
oral syrup TWISTHALER per 30 days)
albuterol sulfate 4 MO INHALATION
oral tablet AEROSOL
ALVESCO 3 MO; QL gg\gfﬁH
INHALATION (12.2 per 30 ACTIVATED 110
HFA AEROSOL days) MCG/
N (30), 220 MCG/
ACTUATION
ALVESCO 3 MO; QL (30), 220 MCG/
INHALATION (6.1 per 30 ACTUATION (60)
HFA AEROSOL days) ASMANEX 3 MO: QL (2
INHALER 80
MCG/ACTUATIO TWISTHALER per 30 days)
N INHALATION
AEROSOL
alyq 5 PA; QL (60 POWDR
per 30 days) BREATH
ambrisentan 5 PA; MO; ACTIVATED 220
LA MCG/
ANORO 4  ST; MO; ACTUATION
ELLIPTA QL (60 per (120)
30 days) ATROVENT HFA 4 MO; QL
arformoterol 4 PA; MO; (25.8 per 30
QL (120 per days)
30 days) azelastine- 2 MO; QL
ARMONAIR 4 ST; MO: fluticasone (23 per 30
DIGIHALER QL (1 per days)
30 days) BECONASE AQ 4 ST; MO;
ARNUITY 4 ST; MO; QL (50 per
ELLIPTA QL (30 per 30 days)
30 days) BERINERT 5 PA; MO
ASMANEX HFA 3 MO;QL INTRAVENOUS
(13 per 30 KIT
days) BEVESPI 3 MO; QL
AEROSPHERE (10.7 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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bosentan 5 PA; MO; DULERA 3 MO; QL
LA (13 per 30
BREO ELLIPTA 3 MO;QL days)
(60 per 30 DYMISTA 4 MO; QL
days) (23 per 30
BREZTRI 3 MO;QL days)
AEROSPHERE (10.7 per 30 ESBRIET ORAL 5 PA; MO;
days) CAPSULE QL (270 per
BRONCHITOL PA; MO 30 days)
BROVANA PA; MO:; ESBRIET ORAL 5 PA; MO;
QL (120 per TABLET 267 MG QL (270 per
30 days) 30 days)
budesonide 4 PA; MO:; ESBRIET ORAL 5 PA; MO;
inhalation QL (120 per TABLET 801 MG QL (90 per
suspension for 30 days) 30 days)
nebulization 0.25 FASENRA 5 PA; MO;
mgl2 ml, 0.5 mg/2 QL (1 per
ml 28 days)
budesonide 4 PA; MO; FASENRA PEN 5 PA; MO;
inhalation QL (60 per QL (1 per
suspension for 30 days) 28 days)
nebulization 1 mg/2 FIRAZYR 5 PA; MO
ml FLOVENT 4  ST;MO;
BUDESONIDE- 4 ST; MO; DISKUS QL (60 per
FORMOTEROL QL (10.2 INHALATION 30 days)
per 30 days) BLISTER WITH
CINRYZE PA; MO DEVICE 100
COMBIVENT MO; QL (8 MCG/ACTUATIO
RESPIMAT per 30 days) N, 50
cromolyn inhalation 4 PA; MO 11:1/[ CG/ACTUATIO
DALIRESP 4 PA;MO;
QL (30 per
30 days)
DUAKLIR 5 ST; MO;
PRESSAIR QL (1 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
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FLOVENT 4 ST; MO; FLUTICASONE 4 ST; MO;
DISKUS QL (240 per PROPIONATE QL (24 per
INHALATION 30 days) INHALATION 30 days)
BLISTER WITH HFA AEROSOL
DEVICE 250 INHALER 220
MCG/ACTUATIO MCG/ACTUATIO
N N
FLOVENT HFA 4 ST; MO; FLUTICASONE 4 ST; MO;
AEROSOL QL (12 per PROPIONATE QL (10.6
INHALER 110 30 days) INHALATION per 30 days)
MCG/ACTUATIO HFA AEROSOL
N INHALER 44
FLOVENT HFA 4  ST; MO; MCG/ACTUATIO
AEROSOL QL (24 per N
INHALER 220 30 days) fluticasone 2 MO; QL
MCG/ACTUATIO propionate nasal (16 per 30
N days)
FLOVENT HFA 4 ST; MO; FLUTICASONE 4 ST; MO;
AEROSOL QL (10.6 PROPION- QL (1 per
INHALER 44 per 30 days) SALMETEROL 30 days)
MCG/ACTUATIO INHALATION
N AEROSOL
Sflunisolide 2 MO; QL POWDR
(50 per 30 BREATH
days) ACTIVATED
FLUTICASONE 4 ST; MO; fluticasone propion- 2 MO; QL
FUROATE- QL (60 per salmeterol (60 per 30
VILANTEROL 30 days) inhalation blister days)
FLUTICASONE 4  ST;MO; with device
PROPIONATE QL (12 per FLUTICASONE 4 ST; MO;
INHALATION 30 days) PROPION- QL (12 per
HFA AEROSOL SALMETEROL 30 days)
INHALER 110 INHALATION
MCG/ACTUATIO HFA AEROSOL
N INHALER
formoterol fumarate 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
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HAEGARDA 5 PA; MO; NUCALA 5 PA; MO;

LA SUBCUTANEOU LA; QL (3
icatibant 5  PA;MO S AUTO- per 28 days)
INCRUSE 4 ST; MO; INJECTOR

30 days) SUBCUTANEOU LA; QL (3
ipratropium 7 PA: MO S RECON SOLN per 28 days)
bromide inhalation IS\IIIJJBCCIIAI}J?ANEOU > iﬁ’ 1(\241?23
ipratropium: 2 PAMO S SYRINGE 100 per 28 days)

MG/ML

KALBITOR PA; MO NUCALA 5 PA; MO;
KALYDECO PA; MO; SUBCUTANEOU LA; QL
ORAL QL (56 per S SYRINGE 40 (0.4 per 238
GRANULES IN 28 days) MG/0.4 ML days)
PACKET 13.4 ) .
MG, 25 MG, 50 OFEV > g’i’(ﬁ%ﬂ
1\K/IAGI:§7(5DI\I;ISO 5 PA; MO 0 days)
ORAL TABLET QL (56 per OMNARIS * ETL ?1/[20 5

28 days) per 30 days)

LA LA
levalbuterol hcl 4 PA; MO ORKAMBI ORAL 5 PA: MO:
LEVALBUTERO 4 ST; MO; GRANULES IN QL (56 per
L TARTRATE QL (30 per PACKET 28 days)

30 days) ORKAMBIORAL 5  PA:MO:
mometasone nasal 2 MO; QL TABLET QL (112 per

(34 per 30 28 days)

days) ORLADEYO PA: LA
montelukqst oral 4 MO PERFOROMIST PA: MO:
granules in packet QL (120 per
montelukast oral 1 MO 30 days)
tablet pirfenidone oral 5 PA; MO;
montelukast oral 2 MO capsule QL (270 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
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pirfenidone oral 5 PA; MO; PULMICORT 4 PA; MO;
tablet 267 mg QL (270 per INHALATION QL (120 per
30 days) SUSPENSION 30 days)
PIRFENIDONE 5 PA; QL (90 FOR
ORAL TABLET per 30 days) NEBULIZATION
534 MG 0.25 MG/2 ML, 0.5
pirfenidone oral 5 PA; MO; MG/2 ML
tablet 801 mg QL (90 per PULMICORT 4  PA; MO;
30 days) INHALATION QL (60 per
’ ’ FOR
PIGIHALER %L d(z p)er NEBULIZATION
PROAIR 4 ST 12\1/31/2) | MG/2 ML
RESPICLICK QL (2 per PULMOZYME 5 PA;MO
30 days) QNASL NASAL 4 ST; MO;
PULMICORT 3 MO: QL (2 HFA AEROSOL QL (4.9 per
FLEXHALER per 30 days) INHALER 40 30 days)
INHALATION MCG/ACTUATIO
AEROSOL N
POWDR QNASL NASAL 4 ST; MO;
BREATH HFA AEROSOL QL (8.7 per
ACTIVATED 180 INHALER 80 30 days)
MCG/ACTUATIO MCG/ACTUATIO
N N
PULMICORT 3 MO; QL (1 QVAR 3 MO; QL
FLEXHALER per 30 days) REDIHALER (10.6 per 30
INHALATION INHALATION days)
AEROSOL HFA AEROSOL
POWDR BREATH
BREATH ACTIVATED 40
ACTIVATED 90 MCG/ACTUATIO
MCG/ACTUATIO N
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
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
QVAR 3 MO; QL SINGULAIR 4 MO
REDIHALER (21.2 per 30 SPIRIVA 3 MO:; QL (4
INHALATION days) RESPIMAT per 30 days)
II;IIIQS AA,}EI:;{OSOL SPIRIVA WITH 3 MO; QL
ACTIVATED 80 HANDIHALER 5190 p)er 90
MCG/ACTUATIO ays
N STIOLTO 3 MO; QL (4
REVATIO ORAL 5  PA; MO; RESPIMAT per 30 days)
SUSPENSION QL (224 per STRIVERDI 3 MO;QL4
FOR 30 days) RESPIMAT per 30 days)
RECONSTITUTI SYMBICORT 4 ST; MO;
ON QL (10.2
REVATIO ORAL 5 PA; MO:; per 30 days)
TABLET QL (90 per SYMDEKO 5 PA; MO;

30 days) QL (56 per
roflumilast 4 PA; MO; 28 days)

QL (30 per tadalafil 5 PA; QL (60

30 days) (pulmonary arterial per 30 days)
RUCONEST 5 PA: MO hypertension) oral
RYALTRIS 4 ST; MO; tablet 20 mg

QL (29 per TADLIQ 5 PA; MO;

30 days) QL (300 per
sajazir 5  PA;MO 30 days)
SEREVENT 4 ST; MO; TAKHZYRO 2 i:’ MO;
DISKUS QL (60 per

30 days) terbutaline oral 4 MO
sildenafil 5 PA; MO; TEZSPIRE 5 PA; MO;
(pulmonary arterial QL (224 per QL (1.91
hypertension) oral 30 days) per 30 days)
suspension for THEO-24 3 MO
reconstitution 10 theophylline oral 4
mglml solution
sildenafil 2 PA; MO; theophylline oral 2 MO
(pulmonary arterial QL (90 per tablet extended
hypertension) oral 30 days) release 12 hr 300
tablet 20 mg mg, 450 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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theophylline oral 2 MO VENTOLIN HFA 4 ST; MO;
tablet extended QL (36 per
release 24 hr 30 days)
TRACLEER 5 PA; MO; wixela inhub 2 QL (60 per
LA 30 days)
TRELEGY 3 MO; QL XHANCE 4 ST; MO;
ELLIPTA (60 per 30 QL (32 per
days) 30 days)
TRIKAFTA 5 PA; MO; XOLAIR 5 PA; MO;
ORAL QL (56 per SUBCUTANEOU LA; QL (8
GRANULES IN 28 days) S RECON SOLN per 28 days)
PACKET, XOLAIR 5  PA;MO;
SEQUENTIAL SUBCUTANEOU LA; QL (8
TRIKAFTA 5 PA; MO; S SYRINGE 150 per 28 days)
ORAL TABLETS, QL (84 per MG/ML
SEQUENTIAL 28 days) XOLAIR 5 PA; MO;
TUDORZA 4 ST; MO; SUBCUTANEOU LA; QL (1
PRESSAIR QL (1 per S SYRINGE 75 per 28 days)
INHALATION 30 days) MG/0.5 ML
AEROSOL XOPENEX HFA 4  ST; MO;
POWDR QL (30 per
ACTIVATED 400 20 daye
MCG/ACTUATIO YUPELRI > PAMO;
QL (90 per
N
TUDORZA 4 ST; QL (1 30 days)
PRESSAIR per 30 days) zafirlukast i MO
INHALATION ZETONNA 4 ST; MO;
AEROSOL QL (6.1 per
POWDR 30 days)
BREATH zileuton MO
ACTIVATED 400 7ZYFLO MO
MCG/ACTUATIO
N (30 ACTUAT)
TYVASO DPI 5 PA; MO
VENTAVIS 5 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
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UROLOGICA tolterodine 2 MO
LS TOVIAZ 4 MO
ANTICHOLINE trospium 2B MO
RGICS/ VESICARE 4 MO
ANTISPASMOD VESICARE LS 4 MO
ICS BENIGN
darifenacin 2 MO g%?)%i%{ifém(
DETROL 4 MO

BPH) THERAPY
DETROL LA 4 MO .
fesoterodine 2 MO alfuzosin 2 MO
flavoxate D) MO dutasteride 2 MO
GELNIQUE 4 MO: QL dutaslleric.ie— 4 MO
TRANSDERMAL (30 per 30 tamsulosin
GEL IN PACKET days) ENTADFI 4  PA;MO;
GEMTESA 4 ST; MO %Ld(jos)per
y
MYRBETRI 3
ORAL Q finasteride oral 1 MO
SUSPENSION,EX fablet 5 mg
TENDED REL FLOMAX 4 ST; MO
RECON PROSCAR 4 MO
MYRBETRIQ 3 MO RAPAFLO 4 ST; MO
ORAL TABLET silodosin 4 MO
EXTENDED :
RELEASE 24 HR tamsulosin 1 MO
oxybutynin chloride 2 MO UROXATRAL 4 ST; MO
oral syrup MISCELLANEO
oxybutynin chloride 2 MO US
oral tablet 5 mg UROLOGICALS
oxybutynin chloride 2 MO bethanechol chloride 2 MO
oral tablet extended CIALIS ORAL 4 PA: MO:
release 24hr TABLET 2.5 MG QL (60 per
OXYTROL 4 MO; QL (8 30 days)
per 28 days)

solifenacin 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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CIALIS ORAL 4 PA; MO; klor-con m15 2 MO
TABLET 5 MG QL (30 per klor-con m20 9 MO

30 days) klor-con oral packet 4 MO
CYSTAGON 4 PA; LA 20
ELMIRON 3 MO magnesium sulfate 4 MO
potassium citrate 2 MO injection solution
oral tablet extended magnesium sulfate 4
release injection syringe
PROCYSBI ORAL 5 PA; MO potassium chlorid- 4
GRANULES DEL d5-0.45%nacl
RELEASE IN potassium chloride 4
PACKET in 0.9%nacl
tadalafil oral tablet 2 PA; MO; intravenous
2.5mg QL (60 per parenteral solution

30 days) 20 meqll, 40 meql!
tadalafil oral tablet 2 PA; MO; potassium chloride 4
Smg QL (30 per in5 % dex

30 days) intravenous
UROCIT-K 10 4 MO parenteral solution
UROCIT-K 15 4 MO 20 meqll
UROCIT-K 5 4 MO potassium chloride 4

in lr-d5 intravenous
VITAMINS, parenteral solution
HEMATINICS 20 meqll
/ potassium chloride 4
ELECTROLY in water intravenous
TES piggyback 10
meql100 ml, 20

ELECTROLYTE meql100 ml, 40
S meql100 ml
calcium 2 MO:; QL potassium chloride 4
acetate(phosphat (360 per 30 intrayenous
bind) days) potassium chloride 2 MO
klor-con 10 2 MO oral Cgpj{”lel’
or—con § > MO extended release
klor-con m10 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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Tier ts/Limits Tier ts/Limits
potassium chloride 4 MO MISCELLANEO
oral liquid US NUTRITION
potassium chloride 4 PRODUCTS
oral packet CLINIMIX 4 PA
potassium chloride 2 MO 5%/D15W
oral tablet extended SULFITE FREE
release 10 meq, 8 CLINIMIX 4 PA
meq 4.25%/D10W
potassium chloride 2 SULF FREE
orlal tabZIeot extended CLINIMIX 5%.- 4 PA
reiease £U meq D20W(SULFITE-
potassium chloride 2 MO FREE)
oral .tablet, er CLINIMIX E 4 PA
particles/crystals 10 4.25%/D10W SUL
meq ' ' FREE
pot;zsszbulm chloride 2 CLINIMIX E 4 PA
oral tabiet,er 4.25%/D5W SULF
particles/crystals 15
FREE
meq, 20 meq
' Ty a CLINIMIX E 4 PA
150;21{;1”””’ Cl oriae- 5%/D15W SULFIT
. 0' nac ' FREE
potassium chloride- 4 CLINIMIX E 4 PA
ds5-0.2%mnacl
e 5%/D20W SULFIT
intravenous _ FREE
parenteral solution
20 megll CLINISOL SF 15 4 PA
%
potassium chloride- 4
d5-0.9%macl DOJOLVI 5 PA; MO;
LA
sodium chloride 0.45 4 MO : —
% intravenous intralipid 5 PA
. : intravenous
Z(;Zle”r’z) Z?C{OF ide 3 7 4 emulsion 20 %
- - INTRALIPID 4 PA
Zodzum ci.zlorzde 5% 4 MO INTRAVENOUS
ypertonic EMULSION 30 %
TPN 4
ISOLYTESPH 7.4 4
ELECTROLYTES 50 > ’

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going 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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ISOLYTE-PIN 5 4
% DEXTROSE
NUTRILIPID 4 PA

PLASMA-LYTE
148

PLASMA-LYTE A
PLENAMINE
premasol 10 %
PROSOL 20 %
travasol 10 %
TROPHAMINE

10 %

VITAMINS /
HEMATINICS

Sfluoride (sodium) 2
oral tablet

(O8]

PA
PA
PA
PA
PA

B SN N

prenatal vitamin 2
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
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IST TIER UNIFINE ACULAR ....ccooeiii 139  albendazole.............................. 8
PENTIPS........cooiiieee. 109 ACULARILS..................... 139  albuterol sulfate............ 142, 143
IST TIER UNIFINE ACUVAIL (PF)....ccovveeee.... 139 ALBUTEROL SULFATE.. 142
PENTIPS PLUS................. 109 acyclovir...........ccuuveeeeeenn... 2,77 alclometasone......................... 77
abacavir...............cccceeeeeeennnnn.. 2 acyclovir sodium...................... 2 alcoholpads........................... 86
abacavir-lamivudine................. 2 ACZONE......ccccccniinnnne. 73  ALDACTAZIDE.................. 60
ABELCET.......ooooviiiie. 1 ADACEL(TDAP ALDACTONE........cccuveee. 60
ABILIFY ..o, 46 ADOLESN/ADULT)(PF)...107 ALECENSA..........ccoevviiien. 15
ABILIFY ASIMTUFII......... 46 ADALIMUMAB-FKIJP...... 128 alendronate........................... 127
ABILIFY MAINTENA........ 46 adapalene............................... 73 alfuzosin..........cceeeeeeeeeeeannn. 150
ABILIFY MYCITE adapalene-benzoyl peroxide.... 73 aliskiren...............ccccccc.ooeen. 60
MAINTENANCE KIT......... 46 ADBRY ....ccooooiiiiiiiiiiieen, 71  ALKINDI SPRINKLE......... 85
ABILIFY MYCITE ADCIRCA........ccovveeee. 142 allopurinol............................ 126
STARTER KIT.......ccceeeeee. 46 ADDERALL............ccun.... 46 ALLOPURINOL................ 126
abiraterone............................. 15 ADDERALL XR.................. 46  almotriptan malate................. 33
ABOUTTIME PEN AdefOVIF ......ovveeeaiiieeeeiiiaeeen 2  ALOGLIPTIN..........eeeennnee. 86
NEEDLE.......c.c.cevviiiiren. 109 ADEMPAS.....cccoeveiiee 142  ALOGLIPTIN-

ABSORICA.........ccoviiieee 73  ADLARITY oo, 35 METFORMIN..........ccue.. 86
ABSORICA LD.......cccuee.... 73  ADMELOG SOLOSTAR ALOGLIPTIN-

ACAMPTOSALE .....vvvvenennnnnnnnnn. 81 U-100 INSULIN................... 86 PIOGLITAZONE................. 86
ACANYA ... 73  ADMELOG U-100 ALOMIDE..........covvveennns 139
acarbose...........ccceeeeeeeeiiiiiiil. 86 INSULIN LISPRO............... 86  alosetron.............cccccceevuennnn. 97
ACCOLATE........ceevvee. 142 ADVAIR DISKUS............. 142 ALPHAGANRP................... 141
ACCULANE ..., 73  ADVAIR HFA.................. 142 ALREX.....ccooviiiiiiiiiiinn, 141
acebutolol............................... 60 ADVOCATE PEN ALTABAX ..o, 75
acetaminophen-caff- NEEDLE........cccovvvviieee. 109 ALTACE....ccoooiiiiieieeeen, 60
dihydrocod............................. 39 ADVOCATE SYRINGES.. 109 altavera (28) ...cceeeeeeeenn..... 134
acetaminophen-codeine........... 39 ADZENYS XR-ODT........... 46 ALTOPREV..........ccccvvvee. 67
acetazolamide....................... 140 AEMCOLO......ccccevvveeeeeannn. 8 ALTRENO.......cccoovvvvreeee.n. 73
acetic acid..............uuveeeeeeaann. 84 AFINITOR............ceevennnn. 15 ALUNBRIG..........cceuvvnee. 15
acetylcysteine....................... 142 AFINITOR DISPERZ.......... 15 ALVESCO......cccoovvvvvveeeennn. 143
ACIPHEX.........ccovivienn 101 AFREZZA..........ccuvveeen. 86 alyacen 1135 (28) ....cccvuu... 134
ACTLFELIN .o 70 AGRYLIN........cooevviieien. 81 ALYMSYS. ..o, 15
ACTEMRA........ccveveee 128 AIMOVIG AYG i, 143
ACTEMRA ACTPEN........ 127 AUTOINJECTOR................. 33 amabelz.............ooccoeeeeann 132
ACTHAR.......ccoovviieiies 85 AIRDUO DIGIHALER.....142  amantadine hcl......................... 2
ACTHIB (PF).....cccoeeuvveennn. 107 AIRDUO RESPICLICK.... 142  AMBIEN...........cceovvirreenn 46
ACTIMMUNE.................. 104 AJOVY AUTOINJECTOR..33 AMBIENCR.........ccvvveeennne 46
ACTIVELLA........cceee. 132 AJOVY SYRINGE............... 33 AMBISOME..........cevvvirrn. 1
ACTONEL.......ccooevnnn. 127 AKLIEF............... 73 ambrisentan................c......... 143
ACTOPLUS MET................ 86 ala-cort..........ooooeveeeviiiiiinnnnnnn, 77 amcinonide............................. 77
ACTOS. ... 86 ALA-SCALP.......cccuvverenne 77 amethia................cccceueenenn. 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........cccvvvvreennee. 60
AMITIZA ... 97 APLENZIN..........eevvireenn 47 ATACAND HCT.................. 60
amitriptyline.........ccccceeeeeennn.... 46 APOKYN............ 32 Qtazanavir..............cccceeeeeeennnnn. 2
AMIEVITA (PREFERRED apomorphine .................c........ 32 ATELVIA.......cccoviiiee 127
NDCS STARTING WITH apraclonidine........................ 141 atenolol.............ccceeueennnnnnnn... 60
55513) i 128  aprepitant.................oouvevvvnnnn. 97 atenolol-chlorthalidone........... 60
amlodipine............ccccceeeeeennnn.. 60  APTI.eeiiiiiieeeeeeeeeeeeeee 134 ATIVAN...cooiiiiiieieieeeeeeeeee, 47
amlodipine-atorvastatin.......... 67 APRISO...cocoevvviiiiiiii 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. 81 ATRALIN..........ocoviirne. 73
hethiazid................................. 60 aranelle (28) ........................ 134 atropine..............cccceeeuuunn.... 139
ammonium lactate.................. 71  ARANESP (IN ATROVENT HFA.............. 143
AMNESteeM............................. 73 POLYSORBATE).............. 104 AUBAGIO........ccvvvvvvvvirrinn, 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......................... 143 AURYXIA.....ccooiniiiiiin 81
amoxicillin-pot clavulanate11,12  ARICEPT.............ccocinnne. 35 AUSTEDO.....cccoocvvveiieinnnn. 35
amphetamine sulfate............... 47 ARIKAYCE.....cccoovvvvveeenennn. 8 AUSTEDO XR......ccccevveeene.. 35
amphotericinb..............cc......... I ARIMIDEX.....cccoooveeieeennnnn. 15 AUVELITY........................ 47
AMPICIlIN . ....ooevvveviviiiiiiiiininans 12 aripiprazole...............ccc.uuu... 47  AUVI-Qu..iiiieeeeen. 141
ampicillin sodium.................... 12 ARISTADA ... 47 AVALIDE............................. 60
ampicillin-sulbactam............... 12 ARISTADA INITIO............ 47 AVAPRO.......ccovvvvviriiiiiiinn, 60
AMPYRA ......cooviiiiiiiee, 35 ARIXTRA......cooovviei. 65 AVEED.......ccoooviiiiiiiiee, 94
AMZEEQ....cccooiiiiiiiiiiaaeeennnn. 73 armodafinil...............cccuuunn..... 47  aviane................cccoeeeeeeenen... 134
ANAFRANIL........cccoonnne. 47 ARMONAIR DIGIHALER AVIEA e, 73
anagrelide............................. Bl 143 AVONEX........................... 104
anastrozole...............cc............ 15 ARNUITY ELLIPTA......... 143 AVYCAZ....ooovii 6
ANCOBON.......cccoeeiiieeee I AROMASIN. ..o 15 AYGESTIN.....c.cooviiieens 132
ANDRODERM.................... 93 ARTHROTEC 50................. 43  AYVAKIT...ccoooviiiiiiaan 16
ANDROGEL........................ 94 ARTHROTECT7S................. 43 AZACTAM.....ccooviiiiae 8
ANGELIQ.....ccccceeeieen, 132 asenapine maleate................... 47 AZASAN........coovei 16
ANNOVERA........cccoeeee. 134 ashlynda..............ccceeeueunnn.... 134 AZASITE........ccoovvveeen. 137
ANORO ELLIPTA............. 143 ASMANEX HFA................ 143 azathioprine................ouuo....... 16
ANTARA ..o 67 ASMANEX azelaic acid..............ccccc........ 73
ANTIVERT ... 97 TWISTHALER.................. 143 azelastine........................ 84, 139
ANUSOL-HC............cccn. 97  aspirin-dipyridamole............... 65 azelastine-fluticasonme............ 143
ANZEMET ......ccocovvivinnn 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 ..., 140 BD SAFETYGLIDE BETOPTICS........ccvvvee. 138
AZOR ....covviieiiiiieeeiieee 61 SYRINGE........cccccevveennn. 110 BEVESPI AEROSPHERE..143
AZSTARYS ..., 47 BD ULTRA-FINE MICRO bexarotene............................. 16
AZITCONANM ......nnaeaaaaaaaannnn. 8 PENNEEDLE.................... 110 BEXSERO................l. 107
AZULFIDINE........cccoveeen. 97 BD ULTRA-FINE MINI BEYAZ...ooooeeieee 135
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.................. 111 BIJUVA. ..., 132
BACTRIMDS........ccuoeee. 13 BD ULTRA-FINE SHORT BIKTARVY ..coooiiiiiiiieeiies 2
BAFIERTAM..........ccovnee.. 35 PENNEEDLE................... 111 BILTRICIDE............coeuuneee.. 8
BALCOLTRA...........c...... 134 BD VEO INSULIN SYR bimatoprost..............cc..u..... 140
balsalazide............................. 97 (HALF UNIT)....ccccvveeennn. 111 BINOSTO....ccoocvveeiiireens 127
BALVERSA......ccovvvveee 16 BD VEO INSULIN bismuth subcit k-metronidz-
balziva (28) ..cccooeeeeeeeeeeaannn... 134 SYRINGE UF.................... LTI temanane 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. 107
U-100 INSULIN.......ccceunnnnn. 86  benazepril- blisovi24 fe.........cccvveeunnnnnn.. 135
BASAGLAR TEMPO hydrochlorothiazide................ 61  blisovife 1.5/30 (28)............ 135
PEN(U-100)INSLN.............. 87 BENICAR......cccocevveeiiieee 61 BONJESTA......ccoovvveeeen. 97
BAXDELA........cooviieeee 13 BENICAR HCT.................... 61 BOOSTRIX TDAP............. 107
BCG VACCINE, LIVE (PF) BENLYSTA. ..o 128 bosentan..............ccc.ceeeue..... 144
............................................. 107 BENZAMYCIN................... 73 BOSULIF.........c...ccceuune..... 16
BD AUTOSHIELD DUO BENZNIDAZOLE................. 8 BRAFTOVI......cocvvvvren. 16
PEN NEEDLE.................... 109  benztropine..........c.ccceeuuuvennnn. 32 BREOELLIPTA................. 144
BD ECLIPSE LUER-LOK. 109  bepotastine besilate............... 139 BREZTRI AEROSPHERE.144
BD INSULIN SYRINGE...110 BEPREVE............cc.......... 139 briellyn.......ccceeeeeveeeaaan.. 135
BD INSULIN SYRINGE BERINERT.........ccuvveeeen 143 BRILINTA.......oooiiee 65
(HALF UNIT).....ooceeennnne. 109 BESIVANCE........ccceeee.. 137 brimonidine..................... 73, 141
BD INSULIN SYRINGE BESREMI.........ccovvvvveeennn. 104 brimonidine-timolol.............. 140
U-500......ccciiiiiieeeeeee. 110 Dbetaine.........ccceeeeeeeueveeaannnnne. 97  brinzolamide......................... 140
BD INSULIN SYRINGE betamethasone dipropionate.... 77T  BRIVIACT ...........c...ceeennn. 26
ULTRA-FINE................... 110 betamethasone valerate........... 77  bromfenac................uuu....... 139
BD LO-DOSE MICRO- betamethasone, augmented..... 77T bromocriptine........................ 32
FINEIV..cooooiiiiiiiii, 110 BETAPACEAF.................... 60 BROMSITE.........ocvvieeenn. 139
BD NANO 2ND GEN PEN BETASERON..........c.......... 104 BRONCHITOL.................. 144
NEEDLE.........ooveviiie 110 betaxolol......................... 61,138 BROVANA.......cccooevvvin 144
bethanechol chloride............. 150 BRUKINSA....cccoviiieees 16
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BRYHALI......cvvvviieeieeees 77  candesartan- cefpodoxime.............c.cc..ccoeun. 6

budesonide............... 97,144  hydrochlorothiazid.................. 61 cefprozil................................... 6
BUDESONIDE- CAPEX...oooiviiiiiiieeiiieeee, 77 ceftazidime............ccuueeeeeenn.... 6
FORMOTEROL................. 144 CAPLYTA...cccooiiieeeee, 48 Ceftriaxone........ccoueuuneuunnaann. 6
bumetanide............................ 61 CAPRELSA......cccooveeeeennnn. 16  cefuroxime axetil............L 6
BUPHENYL......................... 81  captopril............cooovvvvvevvvnnnnnnn, 61 cefuroxime sodium.......... 7
buprenorphine hel................... 39 CARAC.....ciiiieeeeeeeeee 71 CELEBREX.......ccccccvvvninnnii. 43
buprenorphine transdermal CARAFATE.....ccccovvvvriinnn. 102 celecoxib........cccceeveeeeeeeaannnn... 43
PALCH ..o 39 CARBAGLU........ccceeeenne. 81 CELEXA....oooiiiiiiiiiiieeeens 48
buprenorphine-naloxone......... 43 carbamazepine........................ 26 CELLCEPT........................... 16
bupropion hcl.......................... 48 CARBATROL..................... 26 CELONTIN.........ccvvveeereeen. 26
BUPROPION HCL.............. 48  carbidopd...............cceuuun..... 32 cephalexin..........ccccccouuuueeenc.... 7
bupropion hcl (smoking carbidopa-levodopa................. 32 CEQUA.........coooeeee. 139
deter) ........ccoouvveeeeiiiiiinnnnnn. 84  carbidopa-levodopa- CEQUR SIMPLICITY ....... 111
bUSPITORE ..., 48  entacapone............................. 32 CEQUR SIMPLICITY
butorphanol............................ 43 CARDIZEM..........cuvvvveee.. 61 INSERTER............c........... 111
BUTRANS. ..o, 39 CARDIZEM CD.................. 61 CERDELGA........ccccceevnne. 94
BYDUREON BCISE............ 87 CARDIZEM LA.................. 61  cetirizine.......ccoooueveeeacunnnn... 141
BYETTA ... 87 CARDURA........cccceevi. 61  cevimeline..........ccouvevenennnnn... 81
BYLVAY oo 97 CARDURA XL....cccovuuuneeee. 61 CHEMET......ccoooiiiiiinn. 81
BYOOVIZ......coooiiiiiaan 139 CAREFINE PEN NEEDLE CHENODAL........oooviieeee 97
BYSTOLIC.......cccoeeeeennnnn. 61 111 chlorhexidine gluconate.......... 84
cabergoline..............ccc.......... 94 CARETOUCH INSULIN chloroquine phosphate.............. 8
CABLIVI.....ccooiiiieieeees 65 SYRINGE.......cccoovviiiiiiins 111 chlorpromazine....................... 48
CABOMETYX.....ccoveivreenns 16 CARETOUCH PEN chlorthalidone......................... 61
CADUET ..o 67 NEEDLE........ccccceovvines 111 CHOLBAM.......cccuvvvreennne. 98
calcipotriene.............ccccceun...... 70 carglumic acid........................ 81  cholestyramine (with sugar)...67
CALCIPOTRIENE............... 70 CARNITOR.......ccovvvvviviiinnns 81  cholestyramine light................ 67
calcipotriene-betamethasone...70  CAROSPIR ..........ccccoevennnnn. 61 CIALIS........................ 150, 151
calcitonin (salmon) ................ 94 carteolol.............c..c..o........ 138 CIBINQO........coovvvieeeeeee, 71
calcitriol........................... 70,94  cartia Xt......ccoeeeeeeeeeeeeeeaaannn. 61 ciclopirox.......................... 75,76
calcium acetate(phosphat carvedilol...................ccccuu..... 61 cilostazol..........ccccceeeeeeeennn..... 65
Dind) .....cccoovvveeiiiiiiiaaaannnn, 151  carvedilol phosphate............... 61 CILOXAN......ccooovvrreeeeenn. 137
CALQUENCE.........couuneen.n. 16 CASODEX....cccccoiiiiiieaannnnn. 16 CIMDUO......cccovvviieiiiieeann. 2
CALQUENCE CASPOSUNGIN ..o 1 CIMERLI.............ceunn 139
(ACALABRUTINIB MAL).16 CAYSTON......ccceeeeeiiiinnnn, 8 cimetidine..............ccc.ccon.... 102
CAMBIA.......ccovveeiiieiee, 43 cefaclor............uueviiiiiiaaaannn, 6 CIMZIA......ccoovvveeeeieeieee, 98
Camil@............coeevueeeevnennnn.. 132 cefadroxil.............coovveeeeennn. 6 CIMZIA POWDER FOR
camrese lo...............ccceeuun... 135  cefazolin...........cccceeevveveennnn.... 6 RECONST......ccceeiiiin 98
CAMZYOS.....cooiieeeeeen. 69  cefdinir.........ccoeviiiiiiiiinnnnn 6 cinacalcet.............ccuuuuennan..... 94
CANASA ..., 97  cefepime.........cccccueveeviiiiaaaaann, 6 CINRYZE.......cccooennn. 144
CANCIDAS ..., 1 cefixime....uueeeeeeeeeaiennnnnnn. 6 CIPRO....cccovviiieeiiii, 13
candesartan............................ 61  cefoxitin........ccovvvecciiiiiiianaannn. 6 CIPROHC.........ovvveeeee. 84
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CIPRODEX.......cccoeiiiiinns 84 CLINIMIX E 4.25%/D10W COMFORT EZ PEN

ciprofloxacin hel........ 13,84,138 SULFREE.......ccc.cocoennnn. 152 NEEDLES.......cccovvvieenn. 112
ciprofloxacin in 5 % dextrose..13 ~ CLINIMIX E 4.25%/D5W COMFORT TOUCH PEN
ciprofloxacin-dexamethasone..84 SULF FREE...................... 152 NEEDLE......cccooeeviieennnn. 112
CIPROFLOXACIN- CLINIMIX E 5%/D15W COMPLERA.........ccccvvvvee 2
FLUOCINOLONE............... 85 SULFIT FREE.................. 152 compro.......ccceeevveeeeciineaann, 98
CITALOPRAM.................... 48 CLINIMIX E 5%/D20W COMTAN . ....oeiiiiieeeeee. 32
citalopram..........ccccceeeeeeeennnn... 48 SULFIT FREE................... 152 CONCERTA......cccovnn. 48
clar@vis ............ccoecvveeeeiinnaan. 73  CLINISOL SF 15 %............ 152 CONDYLOX....ccoooovveeennnnnn. 71
CLARINEX.....cccccceeeiinn. 141  clobazam................................ 26 CONIJUPRI.......cccvvvveereee. 61
CLARINEX-D 12 HOUR.. 141  clobetasol......................... 77,78  constulose............ccccccccouuuenn.... 98
clarithromycin.......................... 7 clobetasol-emollient................ 78 CONZIP......covvvvviieiiieeeeee, 43
CLENPIQ.....ccooiiiiiiiein. 98 CLOBEX....ccocomiiiiiiiiiinnn. 78 COPAXONE.......cccceevvn. 35
CLEOCIN......ooevviiieeeeinnnns 134 clocortolone pivalate............... 78 COPIKTRA......ccvvvviieeee. 16
CLEOCIN HCL.................... 8 clodan............cccccoveuvuvviannnnn. 78 CORDRAN......ccovieeei. 78
CLEOCIN PEDIATRIC........ 8 CLODERM.........cccvvvvveene. 78 CORDRAN TAPE LARGE
CLEOCIN T...ccvvvviveieeeens 73 clomipramine.......................... 48 ROLL.....oooooiiiiieeeeeeeeee, 78
CLICKFINE PEN clonazepam............................ 26 COREGCR.......cccceeveeeen. 61
NEEDLE........cccccoviiiiiinn. 111 clonidine..............cccccevevnnne... 61 CORGARD......cccovever. 61
CLIMARA........coeevvei, 132 clonidine hel...................... 48,61 CORLANOR.........cccoeeeeenn. 69
CLIMARA PRO................. 132 clopidogrel............................. 65 CORTEF......ccccoviiiiiiinnee. 85
clindacin.............cccoovvveeieein.n. 73 clorazepate dipotassium.......... 48 CORTIFOAM.........ccevee.... 98
clindacin etz......................... 73 clotrimaczole........................ 1,76 CORTROPHIN GEL........... 85
CLINDAGEL...........cc..ue.. 73 clotrimazole-betamethasone....76  COSENTYX....cccccoovviviinnnnns 70
clindamycin hel......................... 8 clozapine..........ccuueveiiiaiaannnnn. 48 COSENTYX (2
clindamycin in 5 % dextrose..... 8 CLOZARIL.......................... 48 SYRINGES).....cccocoovvvvvirinnnns 70
clindamycin pediatric................ 8 COARTEM........................ 8 COSENTYX PEN (2 PENS).70
clindamycin phosphate codeine sulfate........................ 39 COSOPT.....ccovvvvvivviiiiiiiiinn, 140
.............................. 8,73,74,134 COLAZAL............................98  COSOPT (PF)..................... 140
clindamycin-benzoyl peroxide.74 ~COLCHICINE (GOUT).....126 COTELLIC.......................... 16
clindamycin-tretinoin.............. 74 colchicine (gout).................. 126 COTEMPLA XR-ODT......... 48
CLINDESSE.......cccovvieeens 134 COLCRYS..ccooiiieiiiieees 126 COZAAR.......ccovviieiiean, 61
CLINIMIX 5%/D15W colesevelam................ccc........ 67 CREON.......cccocviiiiiiiee, 98
SULFITE FREE................. 152 COLESTID......coeevvirirreannne. 67 CRESEMBA.........cccovviiie, 1
CLINIMIX 4.25%/D10W colestipol.............cccceevvennn... 67 CRESTOR........cceeeivriinn. 67
SULF FREE...........cccuuuu. 152 colistin (colistimethate na) ....... 8 CRINONE.........ccooeveennnn. 132
CLINIMIX 4.25%/D5W COMBIGAN.....ccccevvvv 140  cromolyn................. 98, 139, 144
SULFIT FREE..................... 81 COMBIPATCH.................. 132 crotan........ccooeeeeeieeniiiaaaan, 80
CLINIMIX 5%- COMBIVENT RESPIMAT 144  cryselle (28) ...ueueeeeeeeeeannnne. 135
D20W(SULFITE-FREE)....152 COMBIVIR.............eevvvrennnn. 2 CUBICINRF.....cccoiiiiie 8
CLINIMIX E 2.75%/D5W COMETRIQ......cceeeeeeenns 16 CUPRIMINE..................... 128
SULF FREE.........ccccccoeee. 81 COMFORT EZ INSULIN CUVPOSA......cceiiiiieeeee 96
SYRINGE................... 111,112 CUVRIOR.........ccoeeeii 81
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cyclobenzaprine...................... 38 DAYPRO......ccoceiiiiiiicie 43  DEXEDRINE SPANSULE..49

cyclophosphamide.................. 16 DAYTRANA........coeeeeee. 48 DEXILANT .....ccccvvvvviviiinns 102
CYCLOPHOSPHAMIDE....16 DAYVIGO........cccccvvvvvreen.... 48  dexlansoprazole.................... 102
CYCLOSET......oovvvviiviiiriinnns 87 DDAVP. ..o, 94 dexmethylphenidate................ 49
cyclosporine.................... 17,139 deblitane............................... 132 dextroamphetamine sulfate.....49
cyclosporine modified............. 17  deferasirox............ccccoevuvvvunnnn. 81  dextroamphetamine-
CYLTEZO(CF)........... 128, 129  deferiprone...............ccccuvvune. 81  amphetamine.......................... 49
CYLTEZO(CF) PEN.......... 128 DELESTROGEN............... 132 dextrose 10 % and 0.2 %% nacl. 81
CYLTEZO(CF) PEN DELSTRIGO........ccccceveeennnn. 2 dextrose 10 % in water
CROHN'S-UC-HS.............. 128  DELZICOL.........ccovvvivennn. 98  (dIOW) oo, 81
CYLTEZO(CF) PEN demeclocycline....................... 13 dextrose 5 % in water (d5w)...81
PSORIASIS STRT.............. 128 DEMSER........ccciiiiiee. 61 dextrose 5%6-0.2 % sod
CYMBALTA ..o, 48 DENAVIR.......cccovvieen. 77 chloride................ccccuuveenn.... 81
cyred eq......aniiiiiiceaaaannnnn 135 DEPAKOTE............c..uu. 26 DHIVY .o, 32
CYSTADANE........cccoounneen. 98 DEPAKOTEER................... 26 DIACOMIT.......ccoevveen. 26
CYSTADROPS................... 139 DEPAKOTE SPRINKLES..26 DIASTAT....cceoviiiiiieiinee. 26
CYSTAGON.......cceevvieen. 151 DEPEN TITRATABS......... 129 DIASTAT ACUDIAL.......... 26
CYSTARAN ... 139 DEPO-ESTRADIOL.......... 132 diazepam.......................... 27,49
CYTOMEL.........cccovvrrrr. 96 DEPO-PROVERA.............. 132 diazepam intensol................... 49
CYTOTEC........cceeviieen. 102 DEPO-SUBQ PROVERA diazoxide...............ccccceueeeann. 87
d10 %-0.45 % sodium chloride 81 ~ 104 .......cccccoevviiiiiiiiiiiieeen. 132 DIBENZYLINE................... 61
d2.5 %-0.45 % sodium DEPO-TESTOSTERONE....94 DICLEGIS.........cccoovvvvrree.n. 98
chloride..............cccouvvvevennnn... 81 DERMA-SMOOTHE/FS DICLOFENAC

d5 % and 0.9 % sodium SCALPOIL......c...ccevvreenn 78 EPOLAMINE....................... 43
chloride...........ccccccoeeeeeeeennn.... 81 DERMOTICOIL................. 84  diclofenac potassium............... 43
d>5 %9-0.45 % sodium chloride..81 DESCOVY ...cooeeiiiiiiiiiiiieene.. 2 diclofenac sodium...... 43,71, 139
dabigatran etexilate................ 65  desipramine...................cc.uu... 48  diclofenac-misoprostol............ 43
dalfampridine......................... 35 desloratadine................. 141 dicloxacillin........................... 12
DALIRESP.......covvvvvriiinns 144 desmopressin..........ccceeeeennn... 94  dicyclomine................. 96, 97
DALVANCE.........ccccovviie. 9 desog-e.estradiolle.estradiol.. 135 DIFFERIN..........cccccoeevnnnnn. 74
danazol.................................. 94 desogestrel-ethinyl estradiol.. 135 DIFICID................................. 7
DANTRIUM.........coovvvrvinns 38 desonide.................coouuuvuuunnin. 78  diflorasone................cc........ 78
dantrolene...................c........ 38 DESOWEN.....ccccooiiiiiernne 78 DIFLUCAN......cccooviieeennne 1
dapsone.............ccccceuunn.... 9,74 desoximetasone...................... 78  diflunisal............................... 43
DAPTACEL (DTAP ACSTX v 78  difluprednate........................ 141
PEDIATRIC) (PF).............. 107 DESVENLAFAXINE.......... 49 digoXiN.....ccvveueeiiiiaiiiiiaen, 69
DAPTOMYCIN........ccceveeenn. 9 desvenlafaxine succinate......... 49  dihydroergotamine.................. 33
daptomycin..............ccceeeeunnn... 9 DETROL.....ccovvvvviieeeeenns 150 DILANTIN 30 MG.............. 27
DARAPRIM.......ccooiiiiee 9 DETROLLA..................... 150 DILANTIN EXTENDED
darifenacin.......................... 150  dexabliss.............ccceeveeennnnn... 85 100 MG......coooeiiiiieeeeeeee, 27
DARTISLA ....ccooviiiii 96  dexamethasone....................... 85 DILANTIN INFATABS 50
darunavir ethanolate................. 2 dexamethasone sodium MG ... 27
DAURISMO........ccccuvvveeeee. 17  phosphate..............cceeuve...... 141
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DILANTIN-125 125 MG/5 DOXYCYCLINE EASY COMFORT
ML 27 MONOHYDRATE.............. 14 INSULIN SYRINGE......... 114
DILAUDID.......cccvvvveeeeenns 39  doxylamine-pyridoxine (vit EASY COMFORT PEN
diltiazem hcl..................... 61,602  DO).eoeeeeeiiieeeeiiee e 98 NEEDLES...........coeevnnne.. 114
Ailt=XT eooooooiiiieeeiieeee 62 DRIZALMA SPRINKLE....49 EASY GLIDE INSULIN
dimethyl fumarate............... 35 dronabinol............................. 98 SYRINGE......ccccoovvvrrirriinns 114
DIOVAN . .....coeviiieeeeee 62 DROPLET INSULIN EASY GLIDE PEN
DIOVAN HCT ... 62 SYR(HALF UNIT)............. 112 NEEDLE.........ccoviiiiiranne 114
DIPENTUM........ccoviiieeene 98 DROPLET INSULIN EASY TOUCH................... 115
diphenoxylate-atropine........... 97 SYRINGE.......ccccovvviiiininnns 113 EASY TOUCH FLIPLOCK
DIPROLENE DROPLET MICRON PEN INSULIN . ....ooeiiiiiiieeeee, 114
(AUGMENTED).................. 78 NEEDLE.......ccccceevviie, 113 EASY TOUCH INSULIN
dipyridamole.......................... 65 DROPLET PEN NEEDLE.113 SAFETY SYR........ccccc...... 114
disulfiram...................cccccu. 81 DROPSAFE ALCOHOL EASY TOUCH INSULIN
DIURIL.......ccoeoviiiiieeeen. 62 PREPPADS........cccoiiie 87 SYRINGE................... 114, 115
divalproex..............ccceeeeunn... 27 DROPSAFE INSULIN EASY TOUCH LUER
DIVIGEL.......coooiiiiiiee 132 SYRINGE.........cccoviiiiees 113  LOCK INSULIN................ 115
dofetilide.................ccccc.c....... 60 DROPSAFE PEN NEEDLE EASY TOUCH PEN
DOJOLVI......cooeiiiiiieen 152 113 NEEDLE.......cccoiiiiiinnnnn 115
dolishale............................... 135  drospirenone-e.estradiol-Im.fa EASY TOUCH SAFETY
donepezil............cccooceueeeeannnn. 360 135 PEN NEEDLE.................... 115
DOPTELET (10 TAB drospirenone-ethinyl estradioll35 EASY TOUCH
PACK)..viiiiiiiiieeeiiiee 65 DROXIA......ccoooiiieiieee, 17 SHEATHLOCK INSULIN 115
DOPTELET (15 TAB droxidopa...............ccccuuveeenn... 81 EASY TOUCH UNI-SLIP..115
PACK)..viiiieeiiiieeeiieee 65 DUAKLIR PRESSAIR...... 144 econazole.................cccceuue.... 76
DOPTELET (30 TAB DUAVEE.......cccooiiieeene. 132 EDARBI.....cccvviiiiiiiee, 62
PACK) .o 65 DUETACT.....ccoovveeiinn. 87 EDARBYCLOR................... 62
DORYX..ooiiiiiiiiiieeeiiiieeene 13 DUEXIS. ..o, 43 EDECRIN.......cccccvveeiien. 62
DORYX MPC.........cccen. 13 DULERA........cooiie 144 EDURANT.....ccccooviiiiieeen 2
dorzolamide.......................... 140  duloxetine.........cccceeeeeeennn...... 49  efavirenz..........................o 2
dorzolamide-timolol.............. 140 DUOBRII..........ccovvvvvrrrrrnnnnn 78  efavirenz-emtricitabin-tenofov..?2
dorzolamide-timolol (pf) ...... 140 DUOPA......ccccciiiiei 32 efavirenz-lamivu-tenofov
AOLi e, 132 DUPIXENT PEN................. T disSOp .o, 2
DOVATO....cccvviieeiiiieee 2 DUPIXENT SYRINGE....... 72  EFFEXOR XR................ 49, 50
AOXAZOSTN ..o, 62 DUREZOL.........cccuuunee 141 EFFIENT......ccooooociiiiiiii, 65
doxXepin..........cc..ceeeeeeenn. 49,71  dutasteride............................ 150 EFUDEX.......ccccoviiiiiiinnnnenn. 72
doxercalciferol....................... 94 dutasteride-tamsulosin.......... 150 EGRIFTASV....veeieenn. 104
Aoxy-100........ccccueveeeeiianaann. 14 DYANAVEL XR.........c..... 49  ELESTRIN........cccooiiienn. 132
doxycycline hyclate................ 14 DYMISTA......coovveee 144 eletriptan............cccccuuvvvenn..... 33
DOXYCYCLINE DYRENIUM.......ccooviiieene 62 ELIDEL....cccooiiiiiiiiieees 72
HYCLATE......cccccooiis 14 DYSPORT......ccooevvvvn. 107 ELIGARD......cccccevviiieenn. 17
doxycycline monohydrate....... 14 ees 400, 7 ELIGARD (3 MONTH)....... 17
E.E.S. GRANULES................ 7 ELIGARD (4 MONTH)....... 17
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ELIGARD (6 MONTH)....... 17 EPINEPHRINE.......... 141, 142 estradiol-norethindrone acet..133

ELIQUIS. ..., 65 epinephrine.............cccuuve.nn.. 142 ESTRING........cccvvvvreene 133
ELIQUIS DVT-PE TREAT EPIPEN 2-PAK................... 142 ESTROGEL....................... 133
30DSTART.....ccoovvieee 65 EPIPENJR 2-PAK............. 142 eszopiclone.................cceu...... 50
ELMIRON..........ovvvvriiiiinnnns 151 epitol......eeeeeeceaaaeaaaaaaannn. 27  ethacrynic acid....................... 62
CLUTYIG ..o, 134 EPIVIR...........cccoiii, 3  ethambutol............................... 9
EMBRACE PEN NEEDLE 115 eplerenone.............................. 62 ethosuximide.......................... 27
EMCYT. .o, 17 EPOGEN....cccccoeviiiiiinnn. 105  ethynodiol diac-eth estradiol. 135
EMEND......ccooovviiiiiiiiene, 98 EPRONTIA. ... 27 etodolac............................ 43, 44
EMFLAZA ..., 85 EPSOLAY ...oovvviiiiiiiiiiiiiiiinns 74 etonogestrel-ethinyl estradiol 134
EMGALITY PEN................ 33 EPZICOM......cccovvvieiiiinnn. 3 etravirine..........ocoeeeeeeeeiiiinann. 3
EMGALITY SYRINGE....... 33 EQUETRO.....cccceevvvreens 27 EUCRISA. ..., 72
EMSAM ..., 50 ERAXIS(WATER CULRYIOX .o 96
emtricitabine............................ 2 DILUENT)....cccooiiiiiiiiireeeen. 1 EVAMIST......ccoovvrvieeee. 133
emtricitabine-tenofovir (tdf)....2  ergoloid......................ccccuu.... 50 EVEKEO.....coccoo. 50
EMTRIVA ... 3 ergotamine-caffeine................ 33  EVEKEOODT.......ccccoee..... 50
EMVERM......ccooceeviiiiiienns 9 ERIVEDGE..........ooieiin. 17 EVENITY .cooooviiiiiiin. 127
enalapril maleate.................... 62 ERLEADA......cccocovviieiee, 17  everolimus (antineoplastic) .... 17
enalapril-hydrochlorothiazide. 62  erlotinib........................ccc....... 17  everolimus

ENBREL..........cooeii 129 ERMEZA.....ccovvvviiiieeies 96  (immunosuppressive) ............. 17
ENBREL MINI.................. 129 errin...eeeiiiiiiiiiiiiiiee, 132 EVISTA....ccooiii 127
ENBREL SURECLICK..... 129  ERTACZO...........ccovevvvrreennn. 76  EVOTAZ....cooviiiiiiiiccan, 3
ENDARI............................ 82  ertapenem............................... 9 EVOXAC....iiiiiiiieeeennnn. 82
endocet .................c........... 39 erypads........cccocueeeiiiiiiiaaaann, 74 EVRYSDI......cccoooiiiiiiiis 36
ENGERIX-B (PF)............... 107 erygel....coeeceeeeeeaeieieeenn, 74  EXELDERM........cccvvveennn. 76
ENGERIX-B PEDIATRIC ERYPED 200.......cccccvvveennne. 7 EXELON PATCH................ 36
(PE) e, 107 ERYPED400...........ccoevvvvnennn 7T exemestane............................. 17
CHOXAPATTN ...aeaeaaaaaaannnnn. 60  ery-1ab........ouvvviiinnn, 7 EXFORGE......ccccooeeeennnn.. 62
CHPFESSC ..vvenieaiaaaaaanns 135 ERY-TAB.....oooooooieieeenn. 7 EXFORGEHCT................ 62
CNSKYCC oo, 135 ERYTHROCIN...................... 7 EXJADE.....ccoooiiiiiiiieen 82
ENSPRYNG.......eeeeeeei. 17  erythrocin (as stearate) ........... 7 EXKIVITY .o, 17
ENSTILAR.......................... 70 erythromycin.................... 8,138 EXSERVAN....ccooovviiiiiennnn. 82
ENLACAPONE ......ooveeeeaaeennnn, 32 erythromycin ethylsuccinate.....8§ EXTAVIA...........ccccvvnnnn. 105
ENTADFI.........ccoo 150  erythromycin with ethanol...... 74 EYSUVIS........cccoeiii 141
ENLECAVIT .. 3 erythromycin-benzoyl EZALLOR SPRINKLE........ 67
ENTRESTO.......coovvvvveeeeenn. 69  peroxide...............cceeeeeunnnn... T4 ezetimibe...........cccccueveeaannnn... 67
CNUIOSE ... 98 ESBRIET.....ccccceevviiirnnns 144 ezetimibe-simvastatin............. 67
ENVARSUS XR.................... 17  escitalopram oxalate.............. 50 FABIOR........coccovvviiieeen. 74
EPCLUSA .......oovvvvvvvvvii, 3 esomeprazole magnesium...... 102 falmina (28) ......ccccvveeenenn.... 135
EPIDIOLEX.....c..ccceeveiinnnns 27 estarylla.............oeuvvveeaeann. 135 famciclovir...............cccccuuun..... 3
EPIDUO........ccccciviiiieeee. 74 ESTRACE........cccoovvvveeee. 132 famotidine............................ 102
EPIDUO FORTE................. 74 estradiol........................ 132,133  FANAPT ..o 50
EPINASHINE ... 139  estradiol valerate.................. 133 FARESTON.......cccvviiiei 17
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FARXIGA........oeevvvieee, 87 FIRMAGON KIT W FLUTICASONE
FASENRA.......ccovvviiee 144 DILUENT SYRINGE.......... 18 PROPION-SALMETEROLI145
FASENRA PEN................. 144  FIRVANQ...ccooiiiiieeeeeeeis 9  fluticasone propion-salmeterol
febuxostat............ccceeennn...... 126 flac otic 0il................ouvvvvvnnnn. B4 145
felbamate..............cccceeennn....... 27 FLAGYL..oooooioeeeeee 9  fluvastatin............................. 68
FELBATOL........vinnnnn. 27 FLAREX....................... 141 fluvoxamine...................... 50, 51
FELDENE...........coviiiieen. 44 flavoxate..........cccccuveeeennnn... 150 FML FORTE...................... 141
felodipine..............cccovvveeannn... 62 FLEBOGAMMA DIF........ 107 FML LIQUIFILM.............. 141
FEMARA. ..., 17 flecainide..................c.cuvvune.... 60 FOCALIN......cccooviiiiiinnnnn 51
FEMRING........cccvvvveennnee. 133 FLECTOR.......cccvvvveeen. 44 FOCALIN XR....cooc0eeeennnen. 51
FENOFIBRATE................... 68 FLEQSUVY......................... 38 fondaparinux......................... 66
fenofibrate...............ccccuue..n. 68 FLOLIPID......cccceevvevnnen.. 68 FORFIVO XL.....c.cceevvnnnenn. 51
fenofibrate micronized............ 68 FLOMAX.......ocoovivvveeen. 150  formoterol fumarate............. 145
FENOFIBRATE FLOVENT DISKUS... 144, 145 FORTEO..........cccvvveeunnnnne. 127
MICRONIZED...........c......... 68 FLOVENTHFA.............. 145 FORTESTA.....ccccoviiiiennnn. 94
fenofibrate nanocrystallized....68  fluconazole............................... 1 FOSAMAX....cooovvvveeeeannn. 127
fenofibric acid (choline) ......... 68  fluconazole in nacl (iso-osm)....1 FOSAMAXPLUSD.......... 127
FENOGLIDE...................... 68  flucytosine............cccceeeeeuuvvnnnn... 1 fosamprenavir.......................... 3
fenoprofen...........cccececuunnnn... 44 fludrocortisone....................... 85  fosfomycin tromethamine........ 14
fentanyl.........cccccoevveeiieeiiinnn, 40  flunisolide............................. 145 fosinopril...........cccoevvveeeeennnn. 62
fentanyl citrate....................... 39 fluocinolonme............................ 78  fosinopril-hydrochlorothiazide 62
FENTANYL CITRATE....... 40  fluocinolone acetonide oil........ 84 FOSRENOL........cocoviieienn 82
FENTORA.......ccooiiiii 40  fluocinolone and shower cap....78 FOTIVDA . .........cccccoviiiinn. 18
FERRIPROX..........cccuvveennns 82  fluocinonide............................ 79 FRAGMIN...........covirirs 66
FERRIPROX (2 TIMES A Sfluocinonide-emollient ............. 79  FREESTYLE PRECISION
DAY) oo 82  fluoride (sodium) ................. 153 115,116
fesoterodine.......................... 150  fluorometholome.................. 141 FROVA............ccccol 33
FETZIMA ..., 50 FLUOROURACIL............... T2 frovatriptan............ccccceeeennnn... 33
FEXMID....ccoooeeeeeei 38  fluorouracil........................... 72  FULPHILA.........ccoeovvee. 105
FIASP FLEXTOUCH U- fluoxetine............ccovvveeannnn... 50 FUROSCIX.....ccooovveevnnnn. 62
100 INSULIN....................... 87  fluoxetine (pmdd) .................. 50  furosemide.......................ouu... 62
FIASP PENFILL U-100 fluphenazine decanoate........... 50 FUZEON........ccccoooc 3
INSULIN ... 87  fluphenazine hcl...................... 50 fyavoly.........cooeeeeeiiiiiiiaaan, 133
FIASP U-100 INSULIN........ 87  flurandrenolide....................... 79 FYCOMPA..........ccoeev 27
FILSPARI.........cccviiie 69  flurbiprofen............................ 44 FYLNETRA...........cc........ 105
FINACEA ... 74 flurbiprofen sodium............... 139  gabapentin............................. 27
finasteride............................ 150 FLUTICASONE GALAFOLD.......ccccvvvveeeen. 94
fingolimod.............................. 36 FUROATE-VILANTEROL galantamine............................ 36
FINTEPLA..........ooiiees 27 e 145 GAMMAGARD LIQUID..107
finzala............cccooveveennnnnn.. 135  fluticasone propionate..... 79,145 GAMMAGARD S-D (IGA
FIRAZYR ....cccvviiiiiis 144 FLUTICASONE <1 MCG/ML)...ocovevviiaaeen. 107
FIRDAPSE.......ccccovviiies 36 PROPIONATE.................. 145 GAMMAKED................... 107
GAMMAPLEX........c.c....... 107
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GAMMAPLEX (WITH glycopyrrolate........................ 97 HIBERIX (PF)......cc............ 107
SORBITOL)......cccvvvveennee. 107 GLYXAMBI.........ooeevnnn. 88 HIPREX....c.ooccoviiiiiieenn. 15
GAMUNEX-C.........cuu.... 107 GOCOVRI........ccevrviriennn, 32 HORIZANT.......ccovvveeen. 36
GARDASIL 9 (PF)............. 107 GOLYTELY .ccvvvvieeiiieees 98 HULIO(CF)...cccocvvvvveeenne 129
GASTROCROM................... 98 GRALISE.......eeoviiieee 27 HULIO(CF) PEN............... 129
gatifloxacin.............ccceeenn.... 138  granisetron hel........................ 98 HUMALOG JUNIOR
GATTEX 30-VIAL............... 98 GRANIX......ccooiieeeee. 105 KWIKPEN U-100................. 88
GAUZE PAD......cccceeveenn. 116 GRASTEK.......cceoviiiiens 107 HUMALOG KWIKPEN
gavilyte-C..........ooovvvvvvvvvvnnnnnnnn, 98  griseofulvin microsize............... I INSULIN......ccoooviiiiiiiiiiiiiins 88
GAVIIYLe-g ., 98  griseofulvin ultramicrosize........ I HUMALOG MIX 50-50
GAVRETO.....ccccovvvviee. 18 GVOKE.....ccoooveiiiiieee 88 INSULN U-100.......cccuvveeenne. 88
Ofitinib ........cocceveeieaaiaaann, 18 GVOKE HYPOPEN 2- HUMALOG MIX 50-50
GELNIQUE.........ccevnnee.n. 150 PACK.....ccooiiiiiiieeeiiieee, 88 KWIKPEN........ooviiieenne, 88
gemfibrozil.............ccccuun.... 68 GVOKE PFS 1-PACK HUMALOG MIX 75-25
GeMMILY .....evveeaiiiiii 135 SYRINGE.........ccoooiiii 88 KWIKPEN. ..o 88
GEMTESA ... 150 GYNAZOLE-I.....ccoueee. 134 HUMALOG MIX 75-25(U-
generlac................................. 98 HADLIMA(CF)................. 129 100)INSULN.......ovvvvvvvviirannnns 88
GENGTASf ., 18 HADLIMA(CF) HUMALOG TEMPO
GENOTROPIN.................. 105 PUSHTOUCH.................... 129  PEN(U-100)INSULN............ 88
GENOTROPIN HAEGARDA........cccccoeeee.. 146 HUMALOG U-100
MINIQUICK ..........cevennene 105 hailey 24 fe.....ccccueeeeeennnne... 135 INSULIN. ..o 88
gentamicin.................. 9,775,138  halcinonide............................. 79 HUMATIN. ... 9
gentamicin in nacl (iso-osm)....9 HALDOL DECANOATE....51 HUMATROPE................. 105
GENVOYA.......ccoi 3 halobetasol propionate............ 79 HUMIRA.........ooei 129
GEODON.......coovvviieeee 51 HALOBETASOL HUMIRA PEN.................... 129
GILENYA ... 36 PROPIONATE..................... 79  HUMIRA PEN CROHNS-
GILOTRIF .....cccovviiiieennne, 18 HALOG......ooiiiieeeiiieeen, 79 UC-HS START......cccee.... 129
GIMOTI......ooeeviiiieeeen. 98  haloperidol............................. 51 HUMIRA PEN PSOR-
GLASSIA ..., 82 haloperidol decanoate............. 51 UVEITS-ADOL HS............ 129
glatiramer .............cccceeeeenn..... 36  haloperidol lactate.................. 51 HUMIRA(CF)....ccccovvvrnnnnen 130
glatopa..........cccooeeeeeeevieaannn 36 HARVONI.........oooviiii, 3 HUMIRA(CF) PEDI
GLEEVEC......ccooiiiei. 18 HAVRIX (PF)...cccccvvveenn. 107 CROHNS STARTER......... 129
GLEOSTINE..........ceevnnnen. 18 HEALTHWISE INSULIN HUMIRA(CF) PEN........... 130
glimepiride.................ccc....... 87 SYRINGE.......cccccceeeiin. 116 HUMIRA(CF)PEN

glipizide .............cccovveveennnnne. 87 HEALTHWISE PEN CROHNS-UC-HS............... 129
glipizide-metformin................ 87 NEEDLE............................. 116 HUMIRA(CF) PEN
GLUCAGEN HYPOKIT.....§7 HEALTHY ACCENTS PEDIATRIC UC................. 129
GLUCAGON UNIFINE PENTIP............. 116 HUMIRA(CF)PEN PSOR-
EMERGENCY KIT HEMADY ....coooiiiiiiiieeeeens 85 UV-ADOLHS........cocneee. 129
(HUMAN) ..ot 88  heparin (porcine) ................... 66 HUMULIN 70/30 U-100
GLUCOTROL XL............... 88 HEPLISAV-B (PF).............. 107  INSULIN....coooiiiiiiiiiieeees 88
GLUMETZA. ... 88 HETLIOZ......cccvvvviii. 51 HUMULIN 70/30 U-100
GLYCATE......ccccoviiiiiees 97 HETLIOZ LQ....ccccceevvnnen. 51 KWIKPEN.........ccooviiiie. 88
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HUMULIN N NPH ICatibant ..............cccoocuueen. 146 INPEN (FOR HUMALOG)

INSULIN KWIKPEN.......... 88 QcleVid.....uueeeieiiiiaeeiii 135 BLUE...ccociiiiiiiiiieiieeee, 116
HUMULIN N NPH U-100 ICLUSIG.....cccvviveeeeiiieeeee 18 INPEN (FOR HUMALOG)
INSULIN ...t 89 icosapent ethyl........................ 68 GREY........ccccoo 116
HUMULIN R REGULAR IDHIFA ....cccoooeiieeee. 18 INPEN (FOR HUMALOG)
U-100 INSULN.....ccocvireens 89 ILEVRO.....cccoooiiieeiinnnns 140 PINK....ooooooviiiiiiieiiieees 116
HUMULIN R U-500 ILUMYA ..o 70 INPEN (NOVOLOG OR
(CONC) INSULIN................ 89  imatinib..........cccoeeeveieiiaann. 18 FIASP)BLUE........cc.......... 116
HUMULIN R U-500 IMBRUVICA........cccvvvee. 18 INPEN (NOVOLOG OR
(CONC) KWIKPEN.............. 89  imipenem-cilastatin.................. 9 FIASP)GREY....cccoeeunnnnn..n. 116
hydralazine............................. 62  imipramine hcl........................ 51 INPEN (NOVOLOG OR
HYDREA .......ccovviiiiiiins 18  imipramine pamoate............... 51 FIASP)PINK........ccceeeeeen. 116
hydrochlorothiazide................ 62 imiquimod...............c.euuue...... 72 INQOVI...ooooiiiiiiieiii 19
hydrocodone bitartrate........... 40 IMITREX.......cccooiiiiiiinnnnnnn. 33 INREBIC..........ceeeei 19
hydrocodone-acetaminophen...40 IMITREX STATDOSE INSPRA ..o 62
hydrocodone-ibuprofen........... 40 PEN...cooiiiiiiieeie, 33 INSULIN ASP PRT-
hydrocortisone............ 79, 85,98 IMITREX STATDOSE INSULIN ASPART.............. 89
hydrocortisone butyrate.......... 79 REFILL.......ccccoiiiiiiieene. 34 INSULIN ASPART U-100...89
hydrocortisone valerate........... 79 IMOVAX RABIES INSULIN DEGLUDEC....... 89
hydrocortisone-acetic acid...... 84 VACCINE (PF)..ccccocevennnnn. 107 INSULIN GLARGINE........ 89
hydrocortisone-pramoxine...... 98 IMPAVIDO........cccvvvvvvrreeenn. 9 INSULIN GLARGINE-
hydromorphone...................... 40 IMPEKLO.....ccccooviiiiiiinnnen 79 YFGN. ..., 89
hydromorphone (pf) ............... 40 IMURAN...cooooiiiiiieee, 18 INSULIN LISPRO............... 89
hydroxychloroquine.................. 9 IMVEXXY INSULIN LISPRO
hydroxyured.......................... 18 MAINTENANCE PACK...133 PROTAMIN-LISPRO.......... 89
hydroxyzine hel.................... 142 IMVEXXY STARTER INSULIN PEN NEEDLE...116
HYFTOR ..o 72 PACK. ..o, 133 INSULIN SYRINGE
HYRIMOZ PEN INBRIJA ... 32 MICROFINE...................... 116
CROHN'S-UC STARTER ..130  incassia..........cccccueeeeeevuennnn. 133 INSULIN SYRINGE-
HYRIMOZ PEN INCONTROL PEN NEEDLE U-100.................. 117
PSORIASIS STARTER....... 130  NEEDLE......c..cooovvieeinnnn, 116 INSUPEN PEN NEEDLE..117
HYRIMOZ(CF).......cccue.... 130 INCRELEX......cccccceevninnnnnn. 82 INTELENCE...........cccuvveennn. 3
HYRIMOZ(CF) PEDI INCRUSE ELLIPTA.......... 146  intralipid...............cccccueee... 152
CROHN STARTER............ 130  indapamide............................. 62 INTRALIPID..................... 152
HYRIMOZ(CF) PEN......... 130 INDERALLA......cceeuee.. 62 INTRAROSA........ccoeenn. 134
HYSINGLA ER................... 41 INDOCIN.....cccccevviiieeenne, 44 introvale..........cccocccuvvaannnn. 135
HYZAAR ... 62 INFANRIX (DTAP) (PF)...107 INVANZ....cccoooiiiiiiiiiieeeee 9
ibandronate.......................... 127 INFLECTRA........ccccceeeen 98 INVEGA......cccooiiiiiiie 51
IBRANCE.......ccceoiiiiieees 18 INGREZZA........oeeeee. 36 INVEGA HAFYERA.......... 51
IBSRELA ......coooiiiiie 98 INGREZZA INITIATION INVEGA SUSTENNA... 51, 52
DU ..o 44  PACK...ccooiiiiiiiiiiiice, 36 INVEGA TRINZA.............. 52
IbUprofen............cccceeeeeeennnnnnn. 44 INLYTA ..o, 18 INVELTYS....ccooviiiiieeeennn. 141
ibuprofen-famotidine.............. 44  INNOPRAN XL.....cccooveeenne 62 INVOKAMET.......ccccovnnnen. 89
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INVOKAMET XR............... 89 jinteli......cccoeouvviiiiiiiiaaaaann, 133  KISQALI FEMARA CO-
INVOKANA.......oeeeieeees 89 JORNAY PM.....ccovvvee. 52 PACK ..o 19
IOPIDINE.........cccvvvveennn. 141 JUBLIA......cccoiiieieee, 76 KITABIS PAK.......ccccvvveeeenn. 9
IPOL...ooovieiiiieeeieeee, 107 juleber..........cccuuveeeecvennaann, 135 KLARON......ccceviiiiiieee, 75
ipratropium bromide....... 84,146 JULUCA......ccooooccieieeeeenn, 3 KLISYRI....ooooooeoe 19
ipratropium-albuterol........... 146  junel 1.5/30 (21).................. 135 KLONOPIN...........coooee. 28
irbesartan...............ccccceuvvvnnn. 62  junel 1120 (21 ) ..ccceeeeeennnn...... 135  klor-con 10........................... 151
irbesartan- junel fe 1.5/30 (28) ............... 135 klor-con §8......ccccoeevennnnnn. 151
hydrochlorothiazide................ 62  junelfe 1120 (28)................. 135  klor-con miO................. 151
IRESSA........... 19 junelfe24......coeeeeeeeeeeannn... 135  klor-conmls........................ 151
ISENTRESS.....ccccooiiiiiees 3 JUXTAPID.....ccoooeeviiiiene 68  klor-conm20........................ 151
ISENTRESSHD.................... 3 JYNARQUE.......ccooccceinnn. 94 klor-con oral packet 20......... 151
ISIDIOOM ... 135  JYNNEOS KLOXXADO......cccceecuvvieannns 44
ISOLYTESPH74............. 152 (PF)(STOCKPILE)............. 107 KOMBIGLYZE XR............. 90
ISOLYTE-PIN 5% kaitlib fe........cccccccevvvoueneann. 135 KONVOMEP.........ccccce.... 102
DEXTROSE.......ccoovvvveeenn. 153 KALBITOR.........cecuvieeennnn. 146 KORLYM......ooooovviiiiien 94
ISONIAZIA . .....oioieveeeiiiieaieiinn 9 KALETRA.........ccovvei. 3,4 KOSELUGO........cccooevvvennnn... 19
ISORDIL.....cccviiiiiiiiiieene 70 KALYDECO...................... 146 KRAZATI....ccooviiiiiaan 19
ISORDIL TITRADOSE....... 70 KANIJINTI........ccoviiii. 19 KRINTAFEL........ccoevvireenn. 9
isosorbide dinitrate................. 70 KAPSPARGO SPRINKLE..62 KRISTALOSE.........c.cccc..... 98
isosorbide mononitrate............ 70 KAPVAY .o, 52 kurvelo (28)......................... 135
isosorbide-hydralazine............ 62  kariva (28) ... 135 KUVAN.....coooeii 94
ISOFYELINOIN ... 74 KATERZIA.......cccovvvveee. 62 KYLEENA..........coooeen. 134
ISFAIPINE ... 62 KAZANO......cooiiiieeen. 90 [norgestle.estradiol-e.estrad. 135
ISTALOL......oovvveieieees 138 kelnor 1135 (28) cuueeveeenaannnn. 135  labetalol....................ccc.......... 63
ISTURISA ..., 94 kelnor 1-50 (28) ......ovvvvvunnnn. 135  lacosamide............................. 28
itraconazole............................. 1 KENALOG.......cccccvvvrrrrnnnn. 79 LACRISERT..........ovvvvnn. 139
IVErMeCtiN . ...ccccovueeeieinnnnnnn. 9,74 KEPPRA.........coveeiiiei. 28  lactulose..............cccoceevvunni.nn. 98
IXTARO (PF)...ccocvviiiiennnn. 107 KEPPRA XR.......cccccevennnnen. 28 LAMICTAL......oovvvvvreenne. 28
JADENU......oooviiiiei. 82 KERENDIA.......ccccoeevnn. 63 LAMICTALODT................ 28
JADENU SPRINKLE.......... 82 KERYDIN......cooooeviiiiiee 76  LAMICTAL STARTER
JAKAFI ..., 19 KESIMPTA PEN.................. 36 (BLUE)KIT....cccceeviiiiienns 28
JANLOVEN ... 66 ketoconazole....................... 1,76 LAMICTAL STARTER
JANUMET.......ccooviie. 89 ketodan................cccceeveen... 76 (GREEN)KIT...........cn.. 28
JANUMET XR.......ccuvvnnee 89  ketoprofen..........cccceuueeunnn.... 44 LAMICTAL STARTER
JANUVIA ... 89 KETOROLAC..........cuun... 44 (ORANGE)KIT.......ccene. 28
JARDIANCE.........ccovunneeen. 90 ketorolac.............cccoceeen.... 140 LAMICTAL XR................... 28
jasmiel (28) ...ccccooeeveceeniinns 135 KEVEYIS.......ccooii. 36 LAMICTAL XR STARTER
JATENZO....ccccoiiiiiiine, 94 KEVZARA......cccoooiiienn, 130 (BLUE)..cccoiiiiiiiiiieee. 28
JAVYGLOF coceeeeieeiiaiiiiiiiiiiiieae, 94 KINERET......ccccooeiiinnnnn. 130 LAMICTAL XR STARTER
JAYPIRCA ... 19 KINRIX (PF)...ccccovviiannne. 107 (GREEN)....ccccciiiiiiieie 28
JENTADUETO..........ccc.... 90 KISQALI.......cccoiiiiiiieeeee. 19 LAMICTAL XR STARTER
JENTADUETO XR.............. 90 (ORANGE).....cocoiiiiiiieeen. 28
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lamivudine ..........ceceeeeeveeenennn.. 4 levocarnitine..............cccouuuun.... 82 LOCOID...ooeieeieiciieiaann, 79

lamivudine-zidovudine.............. 4  levocarnitine (with sugar) ...... 82 LOCOID LIPOCREAM....... 79
lamotrigine.........ccccceeeeeeeennn.... 28  levocetirizine..........ccccceunn.... 142 LODINE.....cccoooviiiieieeeeennn.. 44
LAMPIT ..o, 9 levofloxacin.................... 13,138 LODOSYN.....oovvvviriiriiiiiinnns 32
LANOXIN ..., 69 levofloxacin in d5w................. 13 LOESTRIN 1.5/30 (21)........ 136
lansoprazole......................... 102 levonest (28) ..ccoeveeeennnnnnnnnn. 136  LOESTRIN 1/20 (21).......... 136
lanthanum...............ccccce......... 82  levonorgestrel-ethinyl estrad. 136 LOESTRIN FE 1.5/30 (28-
LANTUS SOLOSTAR U- levonorg-eth estrad triphasic. 136 DAY)....cccccciiiiiiiiiiiiiiiiiiinns 136
100 INSULIN......cccvvvrreennne. 90  levora-28.......cccovvieeeennnnn.n. 136 LOESTRIN FE 1/20 (28-
LANTUS U-100 INSULIN.. 90  levorphanol tartrate................ 41 DAY) oo 136
lapatinib............cccooeeeeeeeennnnn. 19 LEVOTHYROXINE............ 96 lofend.........cccceeveccciiieiiaaaannn. 44
larin 1.5130 (21 ) ....ueeeennnn... 135 levothyroxine.......................... 96 LOKELMA.....cccoooveieeeeennn. 82
larin 1120 (21) ...................... 135 levoxyl.....eeeeeeiciieeeeeii. 96 LOMOTIL............cooooe. 97
larin fe 1.5/30 (28) ............... 135 LEXAPRO.....ooiivviean. 52 LONSURF......cccoeviiiiiiis 20
larin fe 1120 (28) ......ouuueee..... 135 LEXETTE.......ccooeiiiee. 79  loperamide............................. 97
LASIX oo 63 LEXIVA ..o, 4 LOPID....ccooviiiiiiiiiiieee, 68
latanoprost...................o....... 140 LIALDA. ..o, 99  lopinavir-ritonavir .................... 4
LATUDA ..o, 52 LICART....cccoiiiiiiiiiiieeee 44 LOPRESSOR.......cccoooviiienn. 63
layolis fe..........cccceeveeunnnnnnn.. 135  lidocaine.....................uuuue...... 72 LOPROX......ccccoviviviieeeeennn. 76
LEDIPASVIR- lidocaine hcl........................... 72 lorazepam.................cccuuu..... 52
SOFOSBUVIR.............ccennn. 4  lidocaine viscous..................... 72 lorazepam intensol.................. 52
leena 28 .........ccccoovveiiennnnnnn. 135 lidocaine-prilocaine................ 72 LORBRENA.........ccccoonnn 20
leflunomide........................... 130 LIDODERM..........ccccuvveennnnn. 72 LOREEV XR.................. 52,53
lenalidomide............................ 19 LILETTA...ccooviieiieeeeees 134 loryna (28) ..ccoeeeeeeeeeeaaaann. 136
LENVIMA........ccccoeee 19,20 linezolid..................ccceeeeeeen. O  losartan.............cccccoeevevuuunnnn.n. 63
LESCOL XL...coiiiiiiieiiieen. 68 linezolid in dextrose 5%............ 9  losartan-hydrochlorothiazide .. 63
[eSSING ... 136 LINZESS...cccooviieiiieeeeee 99 LOSEASONIQUE.............. 136
LETAIRIS........................... 146  liothyronine............................ 96 LOTEMAX............ccccoeee. 141
letrozole...........cccoovvvveeannnnn. 20 LIPITOR......cccooiiiiiiiieeeeans 68 LOTEMAX SM.................. 141
leucovorin calcium.................. 15 LIPOFEN.....cccooooiiiiiinnnn. 68 LOTENSIN.......ccooiiiiieeeennn. 63
LEUKERAN . .....ccooeviiiinnn. 20 liSinopril........cccceeeeeeeeeeeeeeennnn.. 63 loteprednol etabonate............ 141
LEUKINE.......................... 105 lisinopril-hydrochlorothiazide. 63 LOTREL............................... 63
leuprolide.................cccuuee.... 20 LITE TOUCH INSULIN LOTRONEX......ccccevvviene. 99
LEUPROLIDE (3 PEN NEEDLES................. 117 lovastatin................c.cccuu..... 68
MONTH)...cccoveieiiiiiieee 20 LITE TOUCH INSULIN LOVAZA ..o, 68
levalbuterol hel..................... 146 SYRINGE................... 117,118 LOVENOX.......ccccoevne. 66, 67
LEVALBUTEROL lithium carbonate.................... 52 low-ogestrel (28) ..cccceeeeennn.... 136
TARTRATE......cccovvvveee. 146 LITHOBID..........eeeveeeennns 52 loxapine succinate.................. 53
LEVAMLODIPINE............. 63 LITHOSTAT....ccooovvvveeeeenns 82  Ilubiprostone.......................... 99
LEVEMIR FLEXPEN.......... 90 LIVALO..ccoooiiiiiiiiiiiiieeen, 68 LUCEMYRA.......cccccevrnnnn 44
LEVEMIR U-100 INSULIN 90 LIVMARLI............cccnnnnnnnee 99 LULICONAZOLE............... 76
levetiracetam.......................... 28  LIVTENCITY ..ccoevviiiiiieannnne 4 LUMAKRAS.......cccccei. 20
levobunolol........................... 138  LO LOESTRIN FE............. 136  LUMIGAN......ccoveeeie. 140
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LUNESTA ..., 53 maraviroc...........ccceeeeeeeeieennnnn.. 4 MEDROL (PAK)....cccooeunennnn. 85
LUPKYNIS. ..., 20 MARINOL..........cccovriin. 99  medroxyprogesterone........... 133
LUPRON DEPOT................ 20 marlissa (28) ...ccceeeeeeennnnnn... 136  mefenamic acid....................... 44
LUPRON DEPOT (3 MARPLAN......ccooviieeeee 53 mefloquine...............ccccuuvveann.... 9
MONTH)................. 20 MATULANE........................ 20  megestrol................................ 20
LUPRON DEPOT (4 matzim la.............cccceuveeeenn.. 63 MEKINIST.......ccoviiieeee 21
MONTH)....cccvvieiiiieee 20  MAVENCLAD (10 MEKTOVI......coooviiieei. 21
LUPRON DEPOT (6 TABLET PACK).................. 36 meloxicam..............cccouuennn. 44
MONTH)............ccco 20  MAVENCLAD (4 TABLET meloxicam submicronized....... 44
LUPRON DEPOT-PED....... 20 PACK) ..o, 36  memantine.............c...ccceenn.. 37
LUPRON DEPOT-PED (3 MAVENCLAD (5 TABLET MEMANTINE.......ccceeee. 37
MONTH)...ccovviiiiiiieee 20 PACK) .o 37 MENACTRA (PF).............. 108
lurasidone.......................oouu... 53 MAVENCLAD (6 TABLET MENEST ......oovvvviiiiiiiiiiinn, 133
lutera (28) ..ccoueeveevveiiinaann. 136 PACK)..ooovviiiiieeeiiiiieee 37 MENOSTAR........ccccc...... 133
LUZU ..o 76 MAVENCLAD (7 TABLET MENQUADFI (PF)............ 108
LYBALVI....cccooiiiiiiii. 53 PACK) .o, 37 MENVEO A-C-Y-W-135-
leq.....uueeeiiniiiiiiiiiiin, 133 MAVENCLAD (8§ TABLET DIP (PF)..eeiiiiiiiiiiiiiee. 108
Wlland...............cccccevvvennn.... 133 PACK)..coiiiiiiiieiieee 37 MEPRON......ccoocvviiiiieie, 9
LYNPARZA.....cccvviieeeee. 20  MAVENCLAD (9 TABLET Mercaptopurine ....................... 21
LYRICA........ooeee 29 PACK)...ooiiiiiiiiieeeeeeee, 37  meropenem...........ccuueuunaannnn.. 9
LYRICACR......cccevveie. 29 MAVYRET.......coooiiiin. 4 Merzee.......coouviciiiiiiiinnnn 136
LYSODREN......ccccceevieen. 20 MAXALT.....oooeei, 34 mesalamine........................... 99
LYTGOBI........coovvvvvreeennne 20  MAXALT-MLT......cccoe..... 34 MESNEX.....cccoooviiiieeiinnnn. 15
LYUMIJEV KWIKPEN U- MAXICOMFORT II PEN MESTINON.......cccvvvvreeenn 39
100 INSULIN......cccvvvvreennnee 90 NEEDLE......cccceeevvirienns 118 MESTINON TIMESPAN..... 39
LYUMIJEV KWIKPEN U- MAXICOMFORT Metformin...............ou...... 90,91
200 INSULIN.......ccvvvreennne 90 INSULIN SYRINGE......... 118 METFORMIN.........ccveeee. 90
LYUMIJEV TEMPO MAXI-COMFORT methadone.............................. 41
PEN(U-100)INSULN............ 90 INSULIN SYRINGE......... 118  methamphetamine.................. 53
LYUMIEV U-100 MAXICOMFORT methazolamide...................... 140
INSULIN ..., 90 SAFETY PEN NEEDLE....118  methenamine hippurate........... 15
LYVISPAH..................... 38,39 MAXIDEX......ooovveeiiiinnnn... 141 methimazole........................... 86
IVZQ.aaaiiiiiiiiiiiiiiieiiiie 133 MAXITROL........cccuvveennnnn. 140 METHITEST ......ccoviiiieens 94
MACROBID.........ccccvveernn. 15 MAYZENT....cooovviiiiiianne 37 methotrexate sodium.............. 21
MACRODANTIN............... 15 MAYZENT methotrexate sodium (pf) ....... 21
mafenide acetate..................... 75 STARTER(FOR IMG methoxsalen........................... 72
MAGELLAN INSULIN MAINT) ..., 37  methscopolamine.................... 97
SAFETY SYRNG............... 118 MAYZENT methsuximide......................... 29
MAGELLAN SYRINGE...118 STARTER(FOR 2MG METHYLIN........oooiieee 53
magnesium sulfate................ 151 MAINT) oo, 37 methylphenidate..................... 53
MALARONE......cccccccvveeees 9  meclizine.........cccoueveeiiiaieannnn. 99  methylphenidate hcl................ 53
MALARONE PEDIATRIC...9 meclofenamate....................... 44 METHYLPHENIDATE
malathion................cccccuee..... 80 MEDROL.........ccceevviiiiees 85 HCL..ooiiiiiiiiii, 53

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

benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer 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.
167


http://www.express-scripts.com

methylprednisolone................. 85  mirtazapine.............cccccceeunn.. 53 MYSOLINE......cccccvvviiiiiinnns 29

methyltestosterone.................. 94 MIRVASO....ccoovvviiiieeeeens 74 MYTESI............... 97
metoclopramide hcl................. 99 misoprostol..........cccccceeeuunn... 102 nabumetone............................ 44
metolazone................cc.uuu...... 63 MITIGARE........................ 126  nadolol....................oouveveee.... 63
metoprolol succinate............... 63 M-M-RII(PF)..ccccceennnnnnn. 108 nafcillin..............cocoovvvvvvvvnnnnnn. 12
metoprolol ta- modafinil.......................... 53,54  naftifine........cccceeeeeeeeeeeeeeeennn.. 76
hydrochlorothiaz .................... 63 moexipril............cccvvvvirnnnnnn. 63 NAFTIN.............. 76
metoprolol tartrate................. 63  molindone...............ccc.uuuuunn.. 54 NALFON.......ccooovvviiiiiiiiiiinn, 44
METROCREAM.................. 74  mometasone.................... 79,146 NALOCET.........ceeiivi. 41
METROGEL........................ 74 MONOIJECT INSULIN NAlOXONE ..., 44
METROLOTION................. 74 SAFETY SYRING............. 118  naltrexone.............cccoueveeenn.... 44
metronidazole.............. 9,74,134 MONOJECT INSULIN NAMENDA ......ccoviiiieeee 37
metronidazole in nacl (iso-0s)..9 SYRINGE..........ccccceeee..... 119 NAMENDA TITRATION
INCLYFOSINE ... 63 MONOJECT SYRINGE.... 119 PAK...cccoovviiiiiiieeeieee 37
MeXIletine ...........ccccoveveevnnnnn... 60 MONOJECT ULTRA NAMENDA XR......ccceenneee 37
mibelas 24 fe..........ccccccueenn. 136 COMFORT INSULIN........ 119 NAMZARIC.........ovieee. 37
MECATUNGIN ..., 1 montelukast.......................... 146 NAPRELANCR.................. 44
MICARDIS.......oevviiieees 63 morphine..............c...cceeeeeennn. 41  naproxen...............o...... 44, 45
MICARDIS HCT. ................. 63  morphine concentrate............. 41  naproxen sodium.................... 45
miconazole-3........................ 134 MOTEGRITY ... 99  naproxen-esomeprazole.......... 45
MICRODOT INSULIN MOTOFEN. ..ot 97  naratriptan...........cccccceeeeeennn. 34
PEN NEEDLE.................... 118 MOUNJARO........eeeevenns 91 NARCAN......coooiiiiiiieeees 45
microgestin 1.5/130 (21)........ 136  MOVANTIK.......ccvvvvreennee 99 NARDIL......ccoviiieeeiieeees 54
microgestin 1/120 (21) ........... 136  MOVIPREP.........ccc.cccn...... 99 NATACYN.....oooovvveeee. 138
microgestin 24 fe.................. 136  moxifloxacin................... 13,138 NATAZIA ..., 136
microgestin fe 1.5/30 (28).... 136 moxifloxacin- nateglinide.............cccccceeenn..... 91
microgestin fe 1/120 (28) ....... 136  sod.chloride(iso) .................... 13 NATESTO........eeoo. 94
midodrine................ccouuvenn. 82 MS CONTIN........eeeeee. 41 NATPARA.......ccooeieeee 94
TNEZETGOL cvvvvveeeeeeeeeeeeevvaaaaaananes 34 MULPLETA......................... 67 NATROBA. ..o, 80
miglitol.............ccccevveeevennnn... 91 MULTAQ. ..o 60 NAYZILAM.......cooovvvrrennne, 29
MIGIUSTAL ..., 94 mupirocin.............ccceevvevevnnnn. 75  mebivolol..................oouuvvveunnnnn. 63
MIGRANAL.....ccoovieeeeenn. 34 mupirocin calcium.................. 75 NEBUPENT......................... 10
P e 136 MVASI.....ccoiiiieiieeee. 21 necon 0.5/135 (28) ..c.uuuveenn.... 136
millipred...............cccccvvveeann... 85 MYALEPT.....cccooviiinne, 94 NEEDLES, INSULIN

PUIVEY .o 133 MYAMBUTOL.................... 10 DISP.,SAFETY ....cccccveeennn. 119
MINI ULTRA-THINII..... 118 MYCAPSSA...cccevviiiieeeenns 21 nefazodome............................. 54
MINIPRESS......ccooeiin. 63 MYCOBUTIN......ccooennnnnn. 10 neomycin..............ccoooooeeii. 10
MINIVELLE...........c......... 133 mycophenolate mofetil............ 21 neomycin-bacitracin-poly-hc. 140
minocycline..............c............ 14 mycophenolate sodium............ 21 neomycin-bacitracin-
MINOLIRA ER.............e..... 14 MYDAYIS......ccooiee 54 polymyxin..........ccccoueeuee..... 138
MINOXIAIL .....ovvvvvveaeeaeeannnnne, 63 MYFEMBREE................. 134 neomycin-polymyxin b-
MIRAPEX ER......ccccceenie. 32 MYFORTIC..........oceveenne 21 dexameth.............cccoueeuune... 140
MIRENA........cccoiiiiiees 134 MYRBETRIQ........c......... 150
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neomycin-polymyxin- nitrofurantoin monohyd/m- NOVOLIN N FLEXPEN..... 91
Sramicidin...............ccccceuvunn. 138  CryStaiiiieieeeeeeee 15 NOVOLIN N NPH U-100
neomycin-polymyxin-hc.. 85, 140  nitroglycerin................c.......... 70 INSULIN.....coooiiiiiiiiie, 91
NeO-POLYCIN ......ovveeeeiraaaann, 138 NITROLINGUAL............... 70 NOVOLIN R FLEXPEN..... 91
neo-polycin hc...........c.......... 140  NITROSTAT.....ccoveiiieeens 70 NOVOLIN R REGULAR
NEORAL.......ceeeviieeee 21 NITYR oo 82 U100 INSULIN.................... 91
NEO-SYNALAR.................. 75 NIVESTYM....oooooviiiieens 105 NOVOLOG FLEXPEN U-
NERLYNX..cooooioiiiieeee, 21 nizatidine...............ccccovvenn.... 102 100 INSULIN.........ceeeeennnee. 91
NESINA ..o 91 NOCDURNA (MEN).......... 94 NOVOLOG MIX 70-30 U-
FLCUAC ..eeeeeeeieeeeaiieeeeeeaiieeanns 74 NOCDURNA (WOMEN)....95 100 INSULN........cceevvrrrernnns 91
NEULASTA ..o 105 nora-be..........ccceeeeveeeeenaannn. 133 NOVOLOG MIX 70-
NEULASTA ONPRO.......... 105 NORDITROPIN 30FLEXPEN U-100.............. 91
NEUPOGEN.........c.ccc.. 105 FLEXPRO.....ccoocvveevnnnnen. 105 NOVOLOG PENFILL U-
NEUPRO.......ccccceeeiiiiennn, 32 noreth-ethinyl estradiol-iron..136 100 INSULIN........................ 91
NEURONTIN...................... 29 norethindrone (contraceptive) NOVOLOG U-100
NEVANAC.......ccooiieee, 140 e 133 INSULIN ASPART.............. 91
HEVITAPINE ........cceeeeeirrveeaaannnn 4  norethindrone acetate........... 133 NOXAFIL.......ccovirriiieeeeenn, 1
NEXAVAR.......................... 21 norethindrone ac-eth estradiol NUBEQA. ..., 21
NEXIUM....oocooeviiiiiieene, 102 133,136 NUCALA.......ccceiiiiees 146
NEXIUM PACKET........... 102 norethindrone-e.estradiol-iron NUCYNTA ... 45
NEXLETOL........ccceevviiinen. 08 136  NUCYNTAER................... 45
NEXLIZET.....cccooiiiieeieennnn. 68  norgestimate-ethinyl estradiol NUEDEXTA . .....coooiiiieene 37
NEXPLANON.................... 134 136,137 NUPLAZID..........cccvvveee. 54
NEXTSTELLIS.................. 136 NORITATE........ccccvvvrrennnn. 74 NURTECODT..........c......... 34
FUACTI .o 68 NORLIQVA.......cceeeies 63 NUTRILIPID..................... 153
NIACOR ..., 68 NORPRAMIN..........ccuuu. 54 NUTROPIN AQ NUSPIN. 105
nICArdipine .............cccoueeeeenne.. 63 NORTHERA............ccnue... 82 NUVARING.......cccc0eeeenne. 134
NICOTROL.......ccccuvrvreennnn. 84  nortrel 0.5/135 (28) ..cccuu....... 137 NUVIGIL......ccccoevviiien, 54
NICOTROL NS......c.ccnn 84  nmortrel 1135 (21) ....uuue........ 137 NUZYRA.....ccooiiiiiiieee, 14
nifedipine................................ 63 nortrel 1135 (28) ..ccccoveee... 137 nyamyc......cccceeeeeeeeeeeeieeaenannnn. 76
MIKKT (28) e 136 nortrel 71717 (28) ceennnnnn. 137 nylia 1135 (28) ccceeeeeeena 137
NILANDRON.........cvvveeeeee. 21 nortriptyline........................... 54 wnylia 71717 (28) eueeeeeeeannn, 137
nilutamide.............................. 21 NORVASC.....ccooovvviiiee, 63 NYMALIZE...........c......... 63
RIMOAIPINE ............ccceeeeerrne. 63 NORVIR.......coovvviiiiiiiieee, 4 NYMPO ..uveeeeiiiaaaeaeeeeeiraeann 137
NINLARO.....cceeiiiiiieeenne 21 NOURIANZ......ccovvvvreennne. 32 nystatin............oco..... 1,76,77
nisoldipine..............cccccc......... 63 NOVOFINE 32.......ccooee..... 119  nystatin-triamcinolone............ 77
nitazoxanide........................... 10 NOVOFINE IYSEOP ceveiieeaaeeeeeeeeeaeee 77
RILISTNONE ..., 82 AUTOCOVER.................... 119 NYVEPRIA..........ccccoo 105
Ritro-bid..........cccccovveeeeeaann. 70 NOVOFINE PLUS............. 119 OCALIVA.......ccccoiiieeee, 99
NITRO-DUR........cccevviineee. 70 NOVOLIN 70/30 U-100 ocella........ccccocuveiivniiniaannnn. 137
RIrOfUrantoin......................... 15 INSULIN....ccocooriiiiiiiie, 91 OCTAGAM.....ccoocvvveeeee. 108
nitrofurantoin macrocrystal....15 NOVOLIN 70-30 octreotide acetate................... 21
FLEXPEN U-100.................. 91 OCUFLOX.....ccccovviiriaaannnn 138
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ODACTRA....coveieeeeees 108 ORACEA........cccoiieeeeen. 14 oxymorphone.......................... 42

ODEFSEY ...oocovviiiieeeiii, 4 ORALAIR.......ccocvvvirennn, 108 OXYTROL.........eeeevuene. 150
ODOMZO......ccvvveeeiiieaen, 21 ORAPRED ODT.................. 85 OZEMPIC.......c.ooovviiie, 92
OFEV....cooiiiiiiiieee. 146 ORENCIA................... 130, 131 pacerone............cccouuveeeeunnn.... 60
ofloxacin................... 13,84,138 ORENCIA CLICKIJECT.... 130  paliperidone............................ 54
olanzapine................c.cc......... 54 ORENITRAM......cccooerunnnnn. 64 PALYNZIQ............. 95
olanzapine-fluoxetine.............. 54 ORENITRAM MONTH 1 PAMELOR ........ccoovviiiiiiiinas 54
olmesartan.............c..c........... 63 TITRATIONKT.................. 63 PANCREAZE............... 99, 100
olmesartan-amlodipin- ORENITRAM MONTH 2 PANDEL. ..., 80
hethiazid..............cccceveveeannn.e. 63 TITRATION KT.................. 63 PANRETIN.........cceeviiiees 72
olmesartan- ORENITRAM MONTH 3 pantoprazole......................... 103
hydrochlorothiazide................ 63 TITRATION KT.................. 63 PANZYGA.....ccccccieainn. 108
olopatadine..................... 84,139 ORFADIN.......cccvvvvveeeeen. 82  paricalcitol............................. 95
OLUMIANT......ccceevviiee. 130 ORGOVYX..oovviiiiiieeen 21 PARLODEL......cccccoounnrrnn. 32
OLUX-E...coovviiiiiiiiiiee 80 ORIAHNN.......ccccevvvin. 134 PARNATE.......ccccvviiiiins 54
OMECLAMOX-PAK......... 103 ORILISSA........ccoeeee. 95  paromomycin.......................... 10
omega-3 acid ethyl esters........ 68 ORKAMBI...........vvveeee. 146  paroxetine hel......................... 54
omeprazole.......................... 103 ORLADEYO.......ccovvvvee.... 146  paroxetine

omeprazole-sodium ORSERDU................... 21,22 mesylate(menop.sym)............ 54
bicarbonate........................... 103 oseltamivir..........cccccovveueeeeenn. 4 PAXIL.....coooiiiiiiiii, 54
OMNARIS.....ccceiiiies 146 OSENI.....ccooiiiiiiiiiis 92 PAXILCR....coocvvviiiiiiieees 54
OMNIPOD 5 G6 INTRO OSMOLEX ER...................... 32 PEDIARIX (PF)....ccceuee... 108
KIT (GEN 5).covveeiiiieeenee, 119 OSMOPREP.........ccuuvveennnn. 99 PEDVAX HIB (PF)............. 108
OMNIPOD 5 G6 PODS OSPHENA........ccovvieee 134 peg 3350-electrolytes............ 100
(GENS5) i, 119 OTEZLA........ccco 131  peg3350-sod sul-nacl-kcl-asb-
OMNIPOD CLASSIC OTEZLA STARTER.......... 131 oo 100
PODS (GEN 3)....cccvvveenee. 119 OTOVEL......ccoovvvieeeiiieee, 85 PEGASYS..cooiiiiiiiiee, 105
OMNIPOD DASH INTRO OTREXUP (PF)...ccccoeeunnnn. 131  peg-electrolyte...................... 100
KIT (GEN4)....ccovvvvvrnnnne 119 OVIDE.....cccooiiiiiiieiiieeeens 80 PEMAZYRE.......ccoovvnnn.n. 22
OMNIPOD DASH PODS oXACHliN ........ooovveeeiiiaannn 12 PEN NEEDLE, DIABETIC,
(GEN4)..oovviiiiin, 119 oxacillin in dextrose(iso-osm) 12 SAFETY ...cccoovvviviiiiiinnnnnnn. 119
OMNITROPE..................... 105 oxaprozin.............ccccceeeunnn.... 45  penciclovir..........ccccceuvvunnn.... 77
ondansetron............................ 99 OXBRYTA.......cocoeinie 82  penicillamine........................ 131
ondansetron hcl...................... 99  oxcarbazepine........................ 29 PENICILLIN G POT IN
ONEXTON....coovviiiiiieeenee, 74 OXERVATE.......ccccceen 139 DEXTROSE......cccccvvveennn. 12
ONFI...vvviiiiiiiiiiiie 29 oxiconazole............................ 77  penicillin g potassium.............. 12
ONGENTYS. ..., 32 OXISTAT..oovviieeeeie 77  penicillin g procaine................ 12
ONGLYZA...ccoviiiiieeiee, 91 OXTELLAR XR................... 29 penicillin g sodium.................. 12
ONTRUZANT.....covvvvveeenn. 21 oxybutynin chloride.............. 150  penicillin v potassium.............. 12
ONUREG......cooovviveeeeeeees 21 oxycodonme........................ 41,42 PENNSAID......cccooovvvveeeee.n. 45
ONZETRA XSAIL............... 34 OXYCODONE........cccccuu.. 42  PENTACEL (PF)................ 108
OPSUMIT. ..., 146  oxycodone-acetaminophen...... 42 PENTAM.......ocoviiieeeeee. 10
OPZELURA........coviees 72 OXYCONTIN.......oovvree. 42 pentamidine...............cccc........ 10
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PENTASA ..., 100 PLIAGLIS............................ 72 pregabalin.............cccceeeennn...... 30
PENTIPS....cccooviiiiiieee 120 podofilox .........ccccvuveveeeeennnnnn... 72 PREHEVBRIO (PF)........... 108
pentoxifylline................ccc...... 67  pOlYCIN. ..o 138 PREMARIN...................... 134
PEPCID........ovvvinn. 103 polymyxin b sulfate................ 10 premasol 10 %..........uuuee....... 153
PERCOCET.......ccccovvvvvvvrnnn. 42 polymyxin b sulf- PREMPHASE..................... 134
PERFOROMIST................ 146  trimethoprim........................ 138 PREMPRO...........cccuvee... 134
perindopril erbumine............... 64 POMALYST...ccooveiiieieennnn. 22 prenatal vitamin oral tablet...153
periogard................................ 84 PONVORY............. 37 PRETOMANID.................... 10
PErMetNrin.......cccceeeeeeeeeeeeea.... 80 PONVORY 14-DAY PREVACID.......cccooeennnnnn. 103
perphenazine...............ccc....... 54 STARTER PACK................. 37 PREVACID SOLUTAB..... 103
PERSERIS...........oooon 54 portia28........cccceeeiveennnnannnn. 137  prevalite..........cccuuvveveeeeeannn. 68
PERTZYE....ccccooeiiiinnn. 100  posaconazole............................ 2  PREVENT DROPSAFE
PHEBURANE...................... 83  potassium chlorid-d5- PEN NEEDLE................... 120
phenelzine............................... 54 0.45%nacl...............c.uuu...... 151 PREVYMIS.......cccooeiiiiin, 4
phenobarbital......................... 29 potassium chloride......... 151,152 PREZCOBIX.......ccocvvvvveeeeennn. 4
phenoxybenzamine................. 64  potassium chloride in PREZISTA .......cooeeee 4
PHENYTEK.......ccccveeennn 29 0.9%nacl.............cccuueeenn... 151 PRIFTIN.....cccooiiiiiiieien. 10
phenytoin.........ccccccuvvvvnnnn.... 29 potassium chloride in 5 %6 dex151 PRILOSEC.............c.ovee.. 103
phenytoin sodium extended.....29  potassium chloride in Ir-d5....151 PRIMAQUINE..................... 10
PHEXXI......ccoooviiiiiiieeeeennn. 134 potassium chloride in water...151  PRIMAXIN IV..................... 10
PHOSPHOLINE IODIDE..139  potassium chloride-0.45 % PRIMIDONE..........cccoceeeee. 30
PIFELTRO........ccceevvveeeeennns 4 nacl......ccccooveeniiiiiiiiaaaannn, 152 primidone...................ouuue...... 30
pilocarpine hel................. 83,139  potassium chloride-d5- PRIORIX (PF).....ccceeennn. 108
pimecrolimus.......................... 72 0.2%nacl..............ccueeeeen.... 152 PRISTIQu..ccoiiiiiiiiiiiieee, 55
pimozide..............ccceeecuueunnnnn... 54 potassium chloride-d5- PRIVIGEN......ccccooiinnn. 108
pimtred (28) .....cceeevveveeeennnen. 137 0.9%mnacl...............ccceeueuen.n. 152 PRO COMFORT INSULIN
pindolol.................................. 64  potassium citrate.................. 151 SYRINGE.......................... 120
pioglitazone............................ 92 PRADAXA................l 67 PRO COMFORT PEN
pioglitazone-glimepiride.......... 92 PRALUENT PEN................ 68 NEEDLE............................. 120
pioglitazone-metformin........... 92 pramipexole........................... 32 PROAIR DIGIHALER...... 147
PIP PEN NEEDLE............. 120 prasugrel............ccccuvveeannnnn... 67 PROAIR RESPICLICK..... 147
piperacillin-tazobactam.......... 12 pravastatin............................ 68  probenecid............................ 126
PIQRAY ...oooviiiiiiiii 22 praziguantel........................... 10 probenecid-colchicine............ 127
pirfenidone.................... 146, 147  prazosin............ccccceeeeeeeeeeeann. 64 PROCARDIA XL................. 64
PIRFENIDONE................. 147 PRED FORTE................... 141 procentra................................ 55
PIFOXTICAM ..., 45 PRED MILD...................... 141  prochlorperazine................... 100
PLAQUENIL........cceeeennnns 10 prednisolone........................... 85  prochlorperazine maleate oral
PLASMA-LYTE 148........... 153 prednisolone acetate............. 141 100
PLASMA-LYTEA............ 153  prednisolone sodium PROCRIT........ccovvvvvvreen. 106
PLAVIX...cooviiiiiiiiiiiiies 67 phosphate........................ 85, 141  procto-med hc....................... 100
PLEGRIDY ................. 105, 106  prednisone........................ 85,86  proctosol hc.......................... 100
PLENAMINE.................... 153  prednisone intensol................. 85 proctozone-hc....................... 100
PLENVU.....cccccoiiiiiiie 100 PREFEST .....ccccviiiiiiiinne 134 PROCYSBI.....cccovvvivveannne 151
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PRODIGY INSULIN QINLOCK .......cceevvvireeenn, 22 RECOMBIVAX HB (PF)... 108
SYRINGE..........cooevieies 120 QNASL....cooiiiieeieeeee, 147 RECORLEV......cccccevunnnn... 95
progesterone micronized....... 134 QTERN........... 92 RECTIV..ooiiiiiiiiiiiiieeee, 100
PROGLYCEM..................... 92 QUADRACEL (PF)........... 108 REDITREX (PF)................ 131
PROGRAF ..o, 22 QUALAQUIN.......c.ceevrnen. 10 REGLAN......ccoviiiieeee 100
PROLASTIN-C........cccuuue... 83 QUARTETTE..................... 137  REGRANEX......cccccvvveennne. 72
PROLATE.......oooiveeeee. 42 QUDEXY XR...coooovvveeennenn. 30 RELAFENDS........ccccoc..... 45
prolate............cccccooveuvviaaannn. 42 QUESTRAN......ccceviirirrene 69 RELENZA DISKHALER......4
PROLENSA......ccooviieeee 140 QUESTRAN LIGHT........... 69 RELEUKO........coovirrennn. 106
PROLIA........oovviiiiii, 127  quetiapine.............................. 55 RELEXXII.....cccovvvvviiiiiinnnnns 55
PROMACTA ... 67 QUETIAPINE.........cceeee. 55 RELISTOR......ccccccoevnnnnn.n. 100
promethazine........................ 142 QUILLICHEW ER............... 55 RELPAX ..o, 34
PROMETRIUM................. 134  QUILLIVANT XR................ 55 RELTONE.....cccccooviirrannnnn. 100
Propafenone............................. 60  quinapril..........cccoeeevviieeeaannn. 64 RELYVRIO.......ccoovvvveerieinn. 37
propranolol............................ 64  quinidine gluconate................. 60 REMERON...........ccuvvvnee. 55
propylthiouracil...................... 86  quinidine sulfate..................... 60 REMERON SOLTAB.......... 55
PROQUAD (PF)....cccccuuu.... 108  quinine sulfate........................ 10 REMICADE........ccccuuuun..... 100
PROSCAR......ccceeiiiie 150 QULIPTA......ccoeiiiiiee 34 RENAGEL.......ccccceevinn. 83
PROSOL 20 %..cccuvvveeeannee 153 QUVIVIQu...oiiiiiiiiiiin. 55 RENFLEXIS......ccccoinnn. 100
PROTONIX......ceevvvvrennee. 103 QVAR REDIHALER..147,148 RENVELA.........ccccoeviirenen. 83
protriptyline........................... 55 RABAVERT (PF)............... 108  repaglinide..................c.......... 92
PROVERA.........cooe 134 rabeprazole.......................... 104 REPATHA.......ccccciiiiinnns 69
PROVIGIL.........ccccuvvvrennnn. 55 RADICAVAORS................ 37 REPATHA

PROZAC.....cccceeeiieeee 55 RADICAVA ORS PUSHTRONEX.................... 69
PIUAOXIN .. 72 STARTER KIT SUSP.......... 37 REPATHA SURECLICK.... 69
PULMICORT........cccoeee.. 147 RAGWITEK..........ccuvee. 108 RESTASIS.....ccooviieee. 139
PULMICORT raloxifene...........cccc.cceuun.... 127 RESTASIS MULTIDOSE.. 139
FLEXHALER..................... 147  ramelteon....................cc....... 55 RETACRIT....cccccovvvinens 106
PULMOZYME.................. 147 ramipril........cccooveeeeeeinnaannnn, 64 RETEVMO.......cccceveevnnnn... 22
PURE COMFORT PEN ranolazine.............coeeeeeeennn..... 69 RETIN-A......cccoovviiiiiiiiiiiinn, 74
NEEDLE.......c.ccceevviiiinn. 120 RAPAFLO.....cccccvvvvee. 150 RETIN-A MICRO.......... 74,75
PURE COMFORT RAPAMUNE.........ccovvrenn. 22 RETROVIR.......cccevvee. 4
SAFETY PEN NEEDLE....120  rasagiline...........cc..ccceeeeune.... 32 REVATIO....ccccconiiriiannnn. 148
PURIXAN. ..o, 22 RASUVO (PF)...ccccceevnnneen. 131 REVCOVI.....coooiiiieie. 83
PYLERA ... 103 RAVICTI.......coeviiiiie 83 REVLIMID.........ccvevrennnnne. 22
pyrazinamide.......................... 10 RAYALDEE.........ccuuuvnn. 95 REXULTI...c.oeceeiiiiiin. 55
pyridostigmine bromide.......... 39 RAYOS......iiiieeieeeen, 86 REYATAZ...covvvveiiiieeaeaenn, 4
PYRIDOSTIGMINE REBIF (WITH ALBUMIN) REYVOW .....coooiiiiiiiiiee, 34
BROMIDE.........ccccovviiiieens 30 106 REZLIDHIA...........cccon 22
pyrimethamine........................ 10 REBIF REBIDOSE............ 106 REZUROCK.......ccccoveeennnn. 22
PYRUKYND.......ccoovrrenen. 83 REBIF TITRATION PACK REZVOGLAR KWIKPEN.. 92
QBRELIS......cooiiiiiie 64 106 RHOFADE..........ccceevnnee. 75
QELBREE...........ccoeiii. 55  reclipsen (28) ...ccceeevuueaannnnn. 137 RHOPRESSA........ccoveee. 140
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RIABNI ... 22 RYDAPT.....ccooiiiiie. 22 SERTRALINE..................... 57

ribavirin................ccccccoeveeee 4 RYTARY ... 32 sertraline..............ccccoeeeunnnnnn. 57
RIDAURA........cccvvveeee 131  RYTHMOL SR..................... 60  setlakin..........ccoceeeeeennnnaan. 137
rifabutin................................. 10 SABRIL.....cccooiieieeenn. 30 sevelamer carbonate............... 83
FIfAMPIn...........ooovvveeveevennnnnnn, 10  SAFESNAP INSULIN sevelamer hcl...........ccccceunnn.... 83
RILUTEK ......ccovviiiiiiiees 83 SYRINGE..........ccovineen 120  SEYSARA......ooviieieee 14
riluzole..............ooovvvvvvvvvvnnnnnn. 83 SAFETY PEN NEEDLE....120  sharobel................................ 134
rimantadine....................ccccouu... 4 SAFYRAL.......ooooovvviiiiiinnns 137 SHINGRIX (PF)................. 108
RINVOQ.....ccooviieiiiieeens 131 SAIZEN....ccccoovviiiiieeene, 106  SIGNIFOR........cceevviiieennnn. 23
risedronate..................... 83,127  sajazir....................ccccoooo 148 SIKLOS. ..., 23
RISPERDAL......ccccoeennnnn. 56 SALAGEN sildenafil (pulmonary arterial
RISPERDAL CONSTA....... 56 (PILOCARPINE)................ 83  hypertension) ....................... 148
FISPeridone...................cceeeuu. 56 SAMSCA......ccooviiiiiiieeeee, 95 SILENOR.........cccovvvvvrieenenn. 57
RITALIN ....ccoovviiiieeee. 56 SANCUSO.....ccovvivieeannn. 100 SILIQ...ccoiiiiiiiiiiieeeeiiieeee 71
RITALINLA ..o 56 SANDIMMUNE.................. 22 sillodoSin..........cueeeeeennnnnn.. 150
FILONAVIT ..o 5 SANDOSTATIN.................. 22 SILVADENE.......cccceeennne. 73
FIVASEIGMINE ... 37 SANTYL...ooooviiiiiiiieeeeee, 73 silver sulfadiazine................... 73
rivastigmine tartrate............... 37 SAPHRIS.......ccooviiiiiiiieenn. 56 SIMBRINZA.......ccoeeeunnn.... 140
FIVOISA...occoeeeeiviiiieaaaaann, 137  sapropterin..............cccccuuue. 95 SIMPONI........ooovviiiiiiiiiines 131
FIZAEFIDEAN ... 34 SAVAYSA.....ccooviiei 67  SIMVASALIN......uvvvveeeeeaeaaaaannn. 69
ROBINUL......cccviiiiiiiien. 97 SAVELLA........ccooviiiiene 131  SINEMET......oooiiiiii. 32
ROBINUL FORTE.............. 97 SCEMBLIX.......ccccvvveeeeennns 23  SINGULAIR..................... 148
ROCALTROL...........cc...... 95  scopolamine base.................. 100 SIrolimus.......ccceevveeeeeeeeenennn, 23
ROCKLATAN.......ccuvve... 140 SEASONIQUE................... 137  SIRTURO.....ccccvvviieeiiies 10
roflumilast...............cccoooo..... 148 SECUADO.......ccccvvvrveenne. 56 SITAVIG....c.coccevviiivieeee. 5
ropinirole.............ccccocoveunne.... 32 SECURESAFE INSULIN SIVEXTRO......cccvvvreeenn. 10
FOSUVASTALIN ... 69 SYRINGE........c.covvvviirinns 120  SKY SAFETY PEN
ROSZET...cooiiiiieeeee. 69 SECURESAFE PEN NEEDLE.......ccc.eevviiien. 120
ROTARIX.....ccoovvieeeiinn. 108 NEEDLE..........ooovviirennne 120 SKYCLARYS....cooovvieiiienn. 37
ROTATEQ VACCINE....... 108  SEGLENTIS........cooviiieens 42 SKYLA ..o, 134
ROWASA ... 100 SEGLUROMET................... 92 SKYRIZI......couvveennnn. 71,101
FOWEEPI...vvevvvvvvvvvvranennnennnns 30 selegiline hcl.........o.............. 32 SKYTROFA........ccccoevvenn. 106
ROXICODONE.................... 42 selenium sulfide...................... 70 SLYND......ooooiiiieeee 137
ROXYBOND........cccuvvrrne 42  SELZENTRY .....cccoocvvvininnnnn. S5 SOAANZ....cccoviiiiiiiiieeeen, 64
ROZEREM.......................... 56 SEMGLEE(INSULIN sodium chloride...................... 83
ROZLYTREK.................. 22 GLARGINE-YFGN)........... 92 sodium chloride 0.45 %......... 152
RUBRACA.........ooooo 22 SEMGLEE(INSULIN sodium chloride 0.9 %............. 83
RUCONEST........ovvvvvviinns 148 GLARG-YFGN)PEN........... 92 sodium chloride 3 %
rufinamide...................cc......... 30 SENSIPAR.........ccooiiinnn 95  hypertonic...........cccuuuuunn...... 152
RUKOBIA.......c.eeieee 5 SEREVENT DISKUS......... 148  sodium chloride 5 %%
RUXIENCE.......cccccceiinnnnn. 22 SEROQUEL.....ccccceeennnnn. 56  hypertonic..........ccccuueennnn.... 152
RYALTRIS........cco 148 SEROQUEL XR.......cc..eee. 56 SODIUM OXYBATE........... 57
RYBELSUS.......ccceeeiiis 92 SEROSTIM.......cccovvvvveenenn. 106  sodium phenylbutyrate............ 83
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sodium polystyrene sulfonate..83 STEGLUJAN.........cccoueeen. 92 SURE-FINE PEN

sodium,potassium,mag STELARA ..o, 71 NEEDLES.......cccceieiii. 121
SULTATES ..o, 101  STIOLTO RESPIMAT....... 148 SURE-JECT INSULIN
SOFOSBUVIR- STIVARGA ........ccovvieeee 23 SYRINGE.......ccccvvvrienn 121
VELPATASVIR...................... 5 STRATTERA........cccceen. 57 SUTAB....ccoooiieeeiiieee, 101
SOGROYA......ccoovviieen, 106 STREPTOMYCIN............... 10 SUTENT.....ccoovvieeiiieeee, 23
solifenacin....................cc..... 150 STRIBILD......oovviinnn. S osyeda...naeeenniiiiiiiiiiiiinnn, 137
SOLIQUA 100/33.................. 92 STRIVERDI RESPIMAT.. 148 SYMBICORT..................... 148
SOLODYN....cccovveiiiireeens 14 STROMECTOL.................... 10 SYMBYAX....coooooiiviiiieeens 57
SOLOSEC......cceeviiiieeene 10 SUBOXONE.........oovvirreenn. 45 SYMDEKO.........cceceunnen... 148
SOLTAMOX...........ccoeee. 23 subvenite..........cccceeeeeeiiiiinnnnn. 30 SYMFI..ooovii, 5
SOMATULINE DEPOT...... 23 subvenite starter (blue) kit.....30  SYMFILO.......cccooooveiiieiennnnn. 5
SOMAVERT .......ccovvvvvviiinnn. 95  subvenite starter (green) kit...30  SYMIEPI........................... 142
SOOLANTRA.....ccceeeeeenen. 75  subvenite starter (orange) kit.30 SYMLINPEN 120................. 92
SOrafentb...............ccceeeeunnnn. 23 SUCRAID....cccoovvvieeeeee, 101  SYMLINPEN 60................... 92
SORILUX......ccoeeveviiiinine, 71 sucralfate............ccuuvveee...... 104 SYMPAZAN.......ccovvvveeee. 30
SOFINC ..oveevieieeaeieee e 60 SULAR ..., 64 SYMPROIC..........ccveeeee 101
SOtalol...........cccovvveviiiiiaaaannn, 60  sulfacetamide sodium............ 139 SYMTUZA........ccoee. 5
sotalol af .........cccouevveiieeeennnnnn. 60  sulfacetamide sodium (acne)..75 SYNALAR......cccoovvvvvveeeennnn. 80
SOTYKTU......coooiiiiineen. 71 sulfacetamide-prednisolone... 139  SYNAREL...........c...ceeenn. 95
SOTYLIZE......ccovvvveieeann, 60 sulfadiazine............................ 13 SYNDROS......ccoovvvvieeeen. 101
SOVALDI....cccovvviiviiieeeeeeis S sulfamethoxazole- SYNJARDY ....ccooviiiiiienennn. 92
SPINOSAd........ovvvveeeeaaaaaaennnn, 80  trimethoprim...........cccuuo....... 13 SYNJARDY XR.....ccceee..... 93
SPIRIVA RESPIMAT........ 148 SULFAMYLON................... 75 SYNRIBO..........coevvrviren, 23
SPIRIVA WITH sulfasalazine......................... 101  SYNTHROID....................... 96
HANDIHALER................. 148  sulindac...........cccc.cceeevveneannn. 45 SYPRINE.......cccccovvviiin, 83
spironolactone........................ 64 sumatriptan.............cccceeenn..... 34 TABLOID.....coooveeen. 23
spironolacton- sumatriptan succinate............. 34 TABRECTA.......ccccvvvvvvinns 23
hydrochlorothiaz .................... 64  sumatriptan-naproxen............ 34 TACLONEX......................... 71
SPORANOX ....cooiiiiviiieiii 2 sunitinib malate...................... 23 tacrolimus...........c............. 23,73
Sprintec (28) .....ooeevvvvvvninnnnn. 137 SUNLENCA.................l S tadalafil...............c..coooon. 151
SPRITAM......oovvvvvivviiiiiiiinnns 30 SUNOSI ..ot 57  tadalafil (pulmonary arterial
SPRIX.....coooiiiiiiiiieeeeeee, 45 SUPRAX...cooooiiiiiiieeeii 7 hypertension) oral tablet 20
SPRYCEL.......ccovviveeienn. 23 SUPREP BOWEL PREP PG et 148
sps (with sorbitol) .................. 83 KIT..oooooeeiiiii, 101 TADLIQ......ccccvvvvvveeererannn, 148
STONYX coveeiiiiieeaeeeiieeeee e 137 SURE COMFORT INS. TAFINLAR ....ccccoeiiiiiiiees 23
SSA e 73 SYR. U-100........ccccvvuennnene. 120 tafluprost (pf) ...ccoeeeuvnnnen.. 140
STALEVO 100..........cccuuue... 32 SURE COMFORT TAGRISSO.....ccovviiiieae 23
STALEVO 125........ccuuune 32 INSULIN SYRINGE......... 121  TAKHZYRO.......ccueeeenn. 148
STALEVO 150........cccuuuu... 32 SURE COMFORT PEN TALICIA ... 104
STALEVO 200........cccceuuuee.. 33  NEEDLE..........ceooiiiirennnnn. 121 TALTZ AUTOINJECTOR.. 71
STALEVO 75...cccciiiiiiianns 33 SURE COMFORT TALTZ SYRINGE............... 71
STEGLATRO...........c.uuee.... 92 SAFETY PEN NEEDLE....121 TALZENNA........cc.ccceevvrnn. 23
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TAMIFLU .......coooiiiiiiine. 5 TEPMETKO..........ccccoeinn. 23 TIMOPTIC OCUDOSE

[AMOXIEN ..o, 23 terazoSin..................cccccoooe.... 64 (PEF) oo 138
tamsulosin..........ccccceeeeennn..... 150  terbinafine hcl.......................... 2  TIMOPTIC-XE.................. 138
TAPERDEX......................... 86  terbutaline..............cccuuun...... 148  tinidazole...............cccceeeunn....... 10
TARGADOX.....ccccooeeeeennnnn. 14 terconazole........................... 134 tiopronin........ccccceeeeeeeeeeeannnn... 84
TARGRETIN......cccoevennnnn. 23 teriflunomide.......................... 38 TIROSINT.....cooovennnn. 96
tarina 24 fe........ccooueeeeeennnn... 137 TERIPARATIDE............... 127 TIROSINT-SOL................... 96
tarina fe 1-20 eq (28) ........... 137 TERUMO INSULIN TIVICAY ..o 5
TARPEYO.....cccovvviiieann. 86 SYRINGE...........ceeinnen. 122 TIVICAY PD....coovee 5
TASCENSO ODT................. 37 TESTIM...ccoooooiiinn. 95 tizanidine............................... 39
TASIGNA ..., 23 testosteromne...................... 95,96 TLANDO......ovvviiiiianinnnn.. 96
tasimelteon..............c.ccco.o..... 57 TESTOSTERONE................ 95 TOBI...coooiiiiiiiiiiiii 10
TASMAR .........coooei 33 testosterone cypionate............ 95 TOBI PODHALER.............. 10
tavaborole...............cccc.cc...... 77  testosterone enanthate............ 95 TOBRADEX......cccccvvvennnne. 140
TAVALISSE........ccovvvvee 67 TETANUS,DIPHTHERIA TOBRADEX ST................. 140
TAVNEOS ..., 83 TOXPED(PF).................... 108  tobramycin...................... 10, 138
1Azarotene.............ccueeeevennn... 75  tetrabenazine.......................... 38  tobramycin in 0.225 % nacl..... 10
TAZAROTENE.................... 75  tetracycline..................uuo....... 14 tobramycin sulfate.................. 10
LAZICES wevvveaaeeeeeeeeeiiieeeaaaeenn 7 TEXACORT.......ccovrrn. 80  tobramycin-dexamethasone.. 140
TAZORAC.....cccceviiieeae 75 TEZSPIRE.......cccccevvennnn. 148 TOBREX......ccccooniiiiiiinnnn 138
LAZEIA XT ooviaeeiiaaaeeeeeeeeaann 64 THALITONE.........c...ceenn. 64  tolcapone.............cooveeeeaaann. 33
TAZVERIK........cccvvvviennn 23 THALOMID................... 23,24 TOLSURA......ccooiiiiiiieeee 2
TDVAX ..o 108 THEO-24......ccovvveeiiinees 148  tolterodine............................ 150
TECFIDERA.........cccooeee. 38  theophylline................... 148, 149 tolvaptan.....................cccuuu... 96
TECHLITE INSULIN thinpro insulin syringe........... 122 TOPAMAX.....covvvvvveveveeennns 30
SYRINGE................... 121,122  THINPRO INSULIN TOPCARE CLICKFINE....123
TECHLITE INSULN SYRINGE.........cccvvvireennne 123 TOPCARE ULTRA
SYR(HALF UNIT)............. 122 THIOLA......cccovvieieeiieee, 83 COMEFORT......cccoevvennn. 123
TECHLITE PEN NEEDLE 122 THIOLA EC........ccceeeenn. 83 TOPICORT.....cccceeeeeiirrirnne 80
TEFLARO.......covvn. 7 thioridazine............................ 57  topiramate...................couuvue. 30
TEGRETOL...........ccennnee.. 30  thiothixene............ccccoueunee..... 57 TOPROL XL.....ccoovvveeennnne. 64
TEGRETOL XR.................... 30 THYQUIDITY ..cceevevnen. 96  toremifene............ccccoeeuunannn. 24
TEGSEDI ... 38  tiadylt er..........oooeeeeeeeennnnn 64  torsemide................cccccuuu.... 64
TEKTURNA........eeeeeies 64 tiagabine................cc.ouuuee...... 30 TOSYMRA.........covvvvveeee. 34
telmisartan.................cccu..... 64 TIAZAC.....cccoiiiiiiiiiee, 64 TOUJEO MAX U-300
telmisartan-amlodipine........... 64 TIBSOVO......cccovvvvvvveeeee. 24 SOLOSTAR......ccooovvvvvereennnn. 93
telmisartan- TICOVAC......ccoiiieee 108 TOUJEO SOLOSTAR U-
hydrochlorothiazid.................. 64  tigecycline...............ccceeuuun.... 10 300 INSULIN..........ccunneee. 93
TENIVAC (PF)................... 108 TIGLUTIK...........coovvvvveene. 83  tovet emollient....................... 80
tenofovir disoproxil fumarate....5 TIKOSYN......ccoooovvviiiiiennnnnn. 60 TOVIAZ.....coocvvvvvviveeenen. 150
TENORETIC 100................. 64 tilia fe..ouniiniiiiiiiea 137 TPN ELECTROLYTES..... 152
TENORETIC 50................... 64  timolol maleate............... 64,138 TRACLEER....................... 149
TENORMIN..........ceeeeenn 64  timolol maleate (pf)............. 138 TRADJENTA......cccvvvveeee. 93
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TRAMADOL..........cccuecee. 45  tri-legest fe.........ccooveeenniin. 137 TYBOST ..o 5

tramadol..................ccccevvvuu. 45 TRILEPTAL.....cccoooevinnnnn. 30 tydemy.....ccoeeeeeeeeiiiiiii 137
tramadol-acetaminophen........ 46 TRILIPIX....................l. 69 TYGACIL.......ccoovvvviveeeeaenn. 10
trandolapril............................ 64  tri-lo-estarylla...................... 137 TYKERB.......ccoovvviiriiiiiinnns 24
trandolapril-verapamil............ 64  tri-lo-sprintec........................ 137 TYMLOS.................... 127
tranexamic acid.................... 134 trimethoprin............ccccceun...... 15 TYPHIM VI.......ccoovvvnnnns 108
TRANSDERM-SCOP......... 101 tri-milie.eeeeeeeeiiieeeieee 137 TYRVAYA......ccooeee 139
tranylcypromine..................... 57  trimipramine.......................... 57 TYVASODPI.................... 149
travasol 10 %.........ccceeueeeenn. 153 TRINTELLIX.........cconnnee. 57 UBRELVY......ccooooiiiiiinnns 34
TRAVATAN Z.......ouvvueen. 140 tri-nymyo.........cevvvvvvvverennnnnn. 137 UCERIS......cooviviiviiiiiis 101
[PAVOPFOST ...ceeeeeaeeaeaaaaaaaaa, 140  tri-sprintec (28) coeeeeeeeeeannnn... 137 UDENYCA....ccooiiiieiieeenn. 106
TRAZIMERA........ccccceeenn. 24 tFILOCIN . 80 UDENYCA
trazodone...............ccccuveeeenn. 57 TRIUMEQ.....cccoooiiviiinnnn. 5 AUTOINJECTOR.............. 106
TRECATOR.........coeeve. 10 TRIUMEQPD.......cccuveeenn. 5 ULORIC......ccccoviiiiiiannne 127
TRELEGY ELLIPTA......... 149 trivora (28) ..cccovevevveiiinaan 137 ULTICARE.........c.ceunnne. 124
TRELSTAR .....ccccvvieii. 24 tri-vylibra..........oooooeeeeeeenn. 137 ULTICARE INSULIN
TREMFYA......cccoovine. 71 tri-vylibra lo......................... 137 SYRINGE............cccuun 123
treprostinil sodium.................. 64 TRIZIVIR..........eeeviinnnn 5 ULTICARE INSULN
TRESIBA FLEXTOUCH TROKENDI XR................... 31 SYR(HALF UNIT)............. 124
U-100.ccciiiieiiiiieeeieeees 93 TROPHAMINE 10 %......... 153 ULTICARE PEN NEEDLE
TRESIBA FLEXTOUCH IFOSPIUM ..o 150 124
U-200.....cccieiiiiiiieeeiiiieees 93 TRUDHESA........cccvvvveee. 34 ULTICARE SAFETY PEN
TRESIBA U-100 INSULIN..93 TRUE COMFORT NEEDLE.......cc.c.eoveiiee. 124
tretinoin (antineoplastic) ........ 24 INSULIN SYRINGE......... 123 ULTIGUARD

tretinoin microspheres............ 75 TRUE COMFORT PEN SAFEPACK-INSULIN
tretinoin topical...................... 75 NEEDLE.........ooovii 123 SYR .o 124
TREXALL......ccoovvieeeeieen 24 TRUE COMFORT PRO ULTIGUARD
TREXIMET......c.covviiieenns 34 INSSYRINGE.................. 123 SAFEPACK-PEN
TREZIX....ccooiiiieiiieeee, 43 TRUE COMFORT NEEDLE.......cc.cceeviiiin. 124
triamcinolone acetonide .... 80, 84 SAFETY PEN NEEDLE....123 ULTILET INSULIN
IIAMEETENE ... 64 TRUEPLUS INSULIN....... 123 SYRINGE.......................... 124
triamterene- TRUEPLUS PEN NEEDLE ULTILET PEN NEEDLE.. 124
hydrochlorothiazid.................. 05 123 ULTRA CMFT INS SYR
TFIANEX oo 80 TRULANCE............cc...... 101  (HALF UNIT)..cceevvnnnen.. 124
TRIBENZOR........c..cceeenne. 65 TRULICITY .ccoovvvieeiiiiieenne 93 ULTRA COMFORT

TRICOR ......coovviiiiiee. 69 TRUMENBA............c.... 108 INSULIN SYRINGE......... 124
LM ..o 80 TRUVADA......cccccoiiiiiee, 5 ULTRA FLO INSUL

LFIENLING ..o, 84 TUDORZA PRESSAIR..... 149 SYR(HALF UNIT)............. 124
tri-estarylla.......................... 137 TUKYSA ..., 24 ULTRA FLO INSULIN
trifluoperazine........................ 57 TURALIO........ccoevriiinnnn 24 SYRINGE........ccooovvveeeen. 125
trifluridine .............cccccceee.. 138 TWINRIX (PF)...cccccuvveeennn. 108 ULTRA FLO PEN
TRIJARDY XR....coccceevnnnne. 93 TWYNEO.....cccooviiiiiieees 75 NEEDLE..........cccooviiiiies 125
TRIKAFTA ..o, 149 TYBLUME...........cooeee. 137
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ULTRA THIN PEN valproic acid........................... 31 VERIFINE INSULIN

NEEDLE.........ccciviiiiiiiis 125 valproic acid (as sodium salt).31 SYRINGE................cooni. 126
ULTRACARE INSULIN VALSARTAN......ceeee. 65 VERIFINE PEN NEEDLE 126
SYRINGE..........cooevieies 125 valsartan................ccceeuueeenn. 65 VERKAZIA. ..., 139
ULTRACARE PEN valsartan-hydrochlorothiazide.65 VERQUVO........................... 69
NEEDLE......ccc..covviiirn. 125 VALTOCO......cccovveeeeiieeann 31 VERSACLOZ....................... 58
ULTRA-THIN II (SHORT) VALTREX....ccoooviiiiiiieee, 5 VERZENIO..........coevvvrenn. 24
INSSYR ..coooviiiiiee 125 VANCOCIN.................... 10,11  VESICARE.........ooevvieenn 150
ULTRA-THIN II (SHORT) VANCOMYCIM ..nnnaaaaaaannnn. 11 VESICARELS................. 150
PENNDL......ccceoviiiinens 125 VANCOMYCIN................... 11 vestura (28) ....ccooveeeeeeennnnn.n. 137
ULTRA-THIN II INS PEN vandazole............................. 134 VFEND....ccccooiiiiiiie 2
NEEDLES........ccooiiiieee. 125  VANISHPOINT INSULIN VFEND IV ..o, 2
ULTRA-THIN II INSULIN SYRINGE.........cccceveiienn. 126 V-GO 20....ccoiiiieieiiiieee, 126
SYRINGE.......ccoovvvvveeeen. 125 VANISHPOINT SYRINGE V-GO 30...ccciiiiiiiieeeeee 126
ULTRAVATE.......cooiiee. B0 e 126 V-GO40....cccvvieieiiiiieea, 126
UNASYN .o, I3 VANOS. ..o 80 VIBERZI........cooevvvviiieen, 101
UNIFINE PENTIPS........... 125 VAQTA (PF)....cccc....... 108,109 VIBRAMYCIN..................... 14
UNIFINE PENTIPS varenicline..............cccccceeen. 84 VIBRAMYCIN

MAXFLOW......cccooiiin. 125  VARIVAX (PF)...cccovunneen. 109 (CALCIUM)....cccceevvviiinennn. 14
UNIFINE PENTIPS PLUS 126 VARUBI..........cccciiii. 101  VIBRAMYCIN (MONO).....14
UNIFINE PENTIPS PLUS VASCEPA .........cooee 69 VICTOZA 3-PAK................. 93
MAXFLOW......cccooi. 126  VASERETIC.........cceeveennn. 65  VIenVA.....ueeeeiiiaaieeee 137
UNIFINE VASOTEC.......cccoovvvvveeeeen. 65 vigabatrin.............cccccuennnn.... 31
SAFECONTROL................ 126  VECAMYL....ooovvvveee. 69 vigadrome..............ccuuveennn... 31
UNIFINE ULTRA PEN VECTICAL........ccovvrveeen 71  VIGAMOX......ccooeeevvrnnn. 138
NEEDLE.........ccoovviiiiins 126  velivet triphasic regimen (28)137 VIIBRYD....cccccccvvvvvvvviiininnnn. 58
URITRTOId. ... 96 VELPHORO.............ccuuu.... 84 VIJOICE.......ccooovvvveeenn. 24
UPTRAVI ..., 65 VELTASSA.......................... 84  vilazodone..................c.ouuuu.. 58
UROCIT-K 10......cccevuuneen. 151 VELTIN....ccocoviiiieeeine. 75 VIMOVO.......covcvvveeeen. 46
UROCIT-K 15.....cceeevenen. 151 VEMLIDY ..cooooviiiiiiiiiieee, 5 VIMPAT....cooooviiiee. 31
UROCIT-K 5...ooeveiiiiienne 151 VENCLEXTA.......ccceennnen. 24 VIOKACE........ccccovveenen. 101
UROXATRAL........c......... 150 VENCLEXTA STARTING VIRACEPT .....ccoovviiiiee. 5
URSO 250.....cciiiiiiiiieennne 101 PACK....cccoiiiiiiieeeeiieee, 24 VIREAD......cccoviiiee. 5,6
URSO FORTE.................... 101 venlafaxine............cc.ocuevve...... 58 VITRAKVI........cccoevinnnn 24
ursodiol ..............coccccuvveeannn. 101  VENLAFAXINE VIVELLE-DOT.................. 134
UZEDY ..o 57,58 BESYLATE......ccoooeviennnne 58 VIVITROL.........ccoeeviiiinnne 46
VABOMERE........................ 10 VENTAVIS......ccccevii. 149  VIVIOA ..., 2
VAGIFEM......ccoooovvviiiia, 134  VENTOLIN HFA............. 149  VIZIMPRO...........cceevvnnne. 24
valacyclovir ..............cccceeeuune... S5 verapamil................cccuuuu...... 65 VOGELXO.......ccoeevvrrrnnn. 96
VALCHLOR..........cceovinnnn. 73 VERDESO......ccccceviiiiiins 80  VONIJO...ooiiiiiiiiiiiieeee, 24
VALCYTE......ccooiiiiiiieies 5 VERELAN.......cccooiiiiiin, 65 voriconazole............................ 2
valganciclovir ...............ccccceuu. 5 VERELANPM.........cccce... 65 VOSEVI....oooviiiiiiciiieiieeennn. 6
VALIUM....coooovviiiieie, 58 VOTRIENT ......ccoviiiiiinne 24
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VRAYLAR .....ccoooviiii 58 XGEVA......cooiiiiiieee 15 ZEMPLAR......ccccoovvniie, 96
VTAMA ..., 71 XHANCE.....ccccooeviiieeeins 149  zenatane.............coevvveeeeannn. 75
VUITY .o, 139 XIFAXAN....coooevviieeee, 11 ZENPEP.......ccooviiiiien, 101
VUMERITY ....cooovvveeiinnnn. 38 XIGDUO XR......ccceevveenneee. 93 zenzedi.......coooueeiiiiiiiiaaann, 59
vyfemla (28) ......cccccveeeannn. 137 XIIDRA.....oooiveeeee 139 ZENZEDI........ccovvivvrrennne 59
VPLDYG .o, 137 XIMINO.....cceeviiiiieeeen. 14 ZEPATIER.......ccooviiirrennne 6
VYNDAMAX....cccooevviin. 70  XOFLUZA.....cccooiiiiiiieees 6 ZEPOSIA.......ccooviiiee, 38
VYNDAQEL.......ccovevenn 70  XOLAIR.......ccoovvveeeeiiannn. 149 ZEPOSIA STARTER

VYTORIN 10-10..........cc....... 69 XOPENEX HFA............... 149 PACK (7-DAY)..cccvvvveeeannee. 38
VYTORIN 10-20.........ccc.....n. 69 XOSPATA....cooeiiiiiee 25 ZERBAXA....ccoooiiiiiiie, 7
VYTORIN 10-40................... 69 XPOVIO.....ccooovviieiiieee, 25 ZERVIATE.......cccccevin. 139
VYTORIN 10-80..........cc....... 69 XTAMPZAER.........c........ 43  ZESTORETIC...................... 65
VYVANSE....cccoiiiiein 58 XTANDI....coooiiiiiiiiiiieee, 25 ZESTRIL......ccocooviiiiiiiieas 65
VYZULTA ..o 140 xulane..........ccccoovevvveeeannnee. 134 ZETIA ..o 69
WAKIX oo, 58 XULTOPHY 100/3.6............ 93 ZETONNA.....ccccoviiiieees 149
WATTATIN ..o 67 XURIDEN.....ccoooovvvviieeeeann, 84 ZIAC.......cooooiiiiiiiiiieeeeee, 65
WELCHOL.........ccoviiiinn 69 XYOSTED......cccevviriireannnne. 96 ZIAGEN......ccoooiiiiiiiiiee, 6
WELIREG..........ccoviiie. 25 XYREM.....ooooooviiiiiiiiie, 59 ZIANA ..o 75
WELLBUTRIN SR.............. 58 XYWAV. ..., 59  zidovudine..............cocooueeiinn. 6
WELLBUTRIN XL........ 58,59 YASMIN (28)...ccccvvvvvrreennnn. 137  ZIEXTENZO........ccoeeuuuee... 106
WINLEVI ..o, 75 YAZ (28)eeeiiiiiiiiiiiiiiccan, 137 zileuton.............cccocuuueveannn.. 149
wixela inhub......................... 149 YF-VAX (PF)...ccooiiie 109 ZILXI.cooiiioiiiiiiiiiiii 75
WYMZYA fE.oouvvvaaaaaaaaaaaannn, 137 YONSA ..o 25 ZIMHI......cooooii, 46
XADAGO.....cccooiiiireeeenen, 33 YUPELRI.........ocovie, 149  ZIOPTAN (PF)...ccccovvennn. 140
XALATAN. ..o 140 YUSIMRY(CF) PEN.......... 131 ziprasidone hcl........................ 59
XALKORI.......oovvvviiiiiiiiiinnns 25 yuvafem...................ccccc........ 134  ziprasidone mesylate............... 59
XARELTO.....cccocvvvveeeeinn. 67  zafemy.......ccccceeeieeeeninnnn.n. 134 ZIPSOR......oceviiieeeeiiieeen, 46
XARELTO DVT-PE zafirlukast ....................c....... 149 ZIRABEV......ccoooiiiiiiiee, 25
TREAT 30D START............ 67  zaleplon............ccccoeevvvueunnnnnn. 59 ZIRGAN....cooviiieeieeee, 138
XATMEP....ccccoooiiiiiiieae, 25 ZANAFLEX.....coooiieeenee. 39 ZITHROMAX.......occovvvernnnn. 8
XCOPRI.....ccvvvieiiiiieee 31 ZARONTIN.......cooviiirrnne, 31 ZITHROMAX TRI-PAK....... 8
XCOPRI MAINTENANCE ZARXIO.....ccoooiiviiiineee, 106 ZITHROMAX Z-PAK........... 8
PACK ..., 31 ZAVESCA......ccccoiviiieee, 96 ZOCOR......oooiiiieeiiiieaee, 69
XCOPRI TITRATION ZEGALOGUE ZOKINVY ..o 84
PACK ..., 31 AUTOINJECTOR................ 93 ZOLINZA.....cccoovviiieeane 25
XELJANZ..coooviiiiieaee. 131 ZEGALOGUE SYRINGE...93  zolmitriptan............................ 35
XELJANZ XR.......ccuvvvnneee. 131 ZEGERID........cceoviiieenn 104 ZOLOFT...ccooeviiiiiiiein. 59
XELPROS.......ccoiiiie. 140 ZEJULA......ccccoiiiiiiiii. 25  zolpidem............ccccceeveuuenninn. 59
XELSTRYM...cocooviiiiiiiias 59 ZELAPAR.......coooiiiin, 33 ZOMACTON.......cceeevnen. 106
XENAZINE.....cccoviiiiiian 38 ZELBORAF......ccoovveiien. 25 ZOMIG.....cooiiiiiiiiiieee, 35
XENLETA ....cccoiiiiiiiee 11 ZEMAIRA.......ccccoeiiiiees 84 ZONALON.....ccoovviiiiienn 73
XERESE ..o, 77  ZEMBRACE SYMTOUCH.35 ZONEGRAN.......ccccoeinerenn. 31
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ZONISADE......ccccooiiinien 31

ZONISamide ....................cc....... 32
ZONTIVITY ..o, 67
ZORBTIVE........oovvvn. 106
ZORTRESS ... 25
ZORYVE......ccccovviiiiii, 71
ZOSYN IN DEXTROSE

(ISO-OSM)...ovvveiiiiiieeeeee, 13
zovia 1-35 (28) coveeeeeeeennnnnnn. 137
ZOVIRAX ..., 77
VA VN 5. 32
ZTLIDO....ccoooiiiiiiieeee 73
ZUBSOLV ....ooovviiiiii 46
ZYCLARA ... 73
ZYDELIG.........ccooovveeeeiiin, 25
ZYFLO..coovooiiiiiiiiiiieee 149
ZYKADIA ..., 25
ZYLET ...ccooviiiiiiiiiii. 141
ZYLOPRIM.........ooooeeeeei. 127
ZYMAXID......cooooveeeeeiii, 138
ZYPITAMAG.......cccceeeeee. 69
ZYPREXA .....ccooeeeiiiinn, 59
ZYPREXA RELPREVV...... 59
ZYPREXA ZYDIS............... 59
ZYTIGA ... 25
VA A0 ), GO 11
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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.

FOPASO4A
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