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

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

Formulary ID Number: 24237, v7

This formulary was updated on 08/22/2023. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

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

99 ¢c

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 disposicién 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:

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.

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

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2024 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2024 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the Drug List for the new benefit year for any changes to drugs.

To get current information about the drugs covered by our plan, please contact us. Our contact
information appears on the front and back covers.

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

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

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 151. 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.

This drug list was updated in August 2023.

i



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 1s 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.

¢ 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.

® 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.

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

For each of your drugs that is not on our formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for a one-month supply. If your prescription is written for fewer days, we’ll allow refills
to provide up to a maximum of a one-month supply of medication. After your first refill of a one-month
supply, we will not pay for these drugs, even if you have been a plan member less than 90 days.
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If you are a resident of a long-term care facility and you need a drug that is not on our formulary, or if
your ability to get your drug is limited but you are past the first 90 days of membership in our plan, we
will cover a minimum of a 31-day emergency transition supply of that drug while you pursue an
exception.

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

Other coverage that your plan may provide

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

Prescription drugs when used for anorexia, weight loss or weight gain
Prescription drugs when used to promote fertility
Prescription drugs when used for cosmetic purposes or to promote hair growth
Prescription drugs when used for the symptomatic relief of cough or colds
Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)
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 151.
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The “Drug Name” column of the chart lists the drug name. Brand-name drugs are capitalized

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

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

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

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

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

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

Drug Tiers

Tier Includes Helpful tips

Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing

Generic commonly prescribed generic amount.

Drugs drugs and may include other

low-cost drugs.

Tier 2: This tier includes preferred Drugs in this tier will generally have lower

Preferred brand-name drugs as well as cost-sharing amounts than non-preferred

Brand Drugs | some generic drugs. drugs.

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

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

Preferred some generic drugs. if switching to a lower-cost generic or

Drugs preferred brand-name drug may be right for
you.

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

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

Drugs information provided on the front and back
covers of this formulary.

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

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

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

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

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

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

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

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

List of abbreviations

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

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

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

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

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

V: This vaccine is provided to adults at no cost when used based on recommendations by the Centers for
Disease Control and Prevention’s (CDC) Advisory Committee on Immunization Practices (ACIP).
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fluconazole 1 MO
fluconazole in nacl 1 PA; MO
(iso-osm)
ANTIFUNGAL intravenous
AGENTS piggyback 200
ABELCET 3 PA;MO mgl100 ml
AMBISOME 4 PA fluconazole in nacl 1 PA
amphotericin b 1 PA; MO (zso-osm)
intravenous
ANCOBON 4 MO piggyback 400
CANCIDAS 4 mg/200 ml
caspofungin 1 flucytosine 4 MO
clotrimazole mucous 1 MO griseofulvin 1 MO
membrane microsize
CRESEMBA 4 PA griseofulvin 1 MO
ORAL ultramicrosize
DIFLUCAN 3 MO itraconazole oral 1 MO; QL
ORAL capsule (120 per 30
SUSPENSION days)
FOR itraconazole oral 1 MO
RECONSTITUTI solution
ON < ketoconazole oral 1 MO
DIFLUCAN 3 MO , :
ORAL TABLET micafungin 4 MO
100 MG, 150 MG, NOXAFIL ORAL 4 PA; MO;
200 MG SUSP,DELAYED QL (32 per
ERAXIS(WATER 4 MO ﬁgégf;ISE FOR 30 days)
DILUENT)
INTRAVENOUS NOXAFIL ORAL 4 PA; MO;
RECON SOLN SUSPENSION QL (630 per
100 MG 30 days)
ERAXIS(WATER 3 MO NOXAFIL ORAL 4 PA; MO;
DILUENT) TABLET,DELAY QL (96 per
INTRAVENOUS ED RELEASE 30 days)
RECON SOLN 50 (DR/EC)
MG nystatin oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
posaconazole oral 4 PA; MO; abacavir-lamivudine 1 MO
SUSpension QL (630 per acyclovir oral 1 MO
30 days) capsule
posaconazole oral 4 PA; MO; acyclovir oral 1 MO
tablet,delayed QL (96 per suspension 200 mgl5
release (drlec) 30 days) ml
SPORANOX 3 MO; QL acyclovir oral tablet 1 MO
ORAL CAPSULE 813208)per 30 acyclovir sodium 1 PA; MO
N Y intravenous solution
(S)I;{OAI}J NOX . MO adefovir 1 MO
SOLUTION amantadine hcl 1 MO
terbinafine hcl oral 1 MO APTIVUS 4 MO
TOLSURA 4 PA; MO; atazanavir 1 MO
QL (120 per BARACLUDE 4 MO
30 days) BIKTARVY 4 MO
VFEND IV 3 PA; MO CIMDUO 4 MO
VFEND ORAL 4 PA; MO COMBIVIR 3 MO
IS:I(J);P ENSION COMPLERA 4 MO
RECONSTITUTI darunavir 4 MO
ON ethanolate
VFEND ORAL 3 PA;MO DELSTRIGO 4 MO
TABLET DESCOVY 4 MO
VIVIJOA 4 PA; QL (18 DOVATO 4 MO
per 84 days) EDURANT 4 MO
lv’fggsgsjsje 4 PA;MO efavirenz 1 MO
efavirenz- 4 MO
voriconqzole oral 4 PA; MO emtricitabin-tenofov
iZiﬁ ZZ;;ZOZ{;OI; efavirenz-lamivu- 4 MO
tenofov diso
voriconazole oral 1 PA; MO f Y P
rablet emtricitabine 1 MO
emtricitabine- 1 MO
ANTIVIRALS tenofovir (tdf)
abacavir 1 MO

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

EMTRIVA ORAL 3 MO HARVONI ORAL 4  PA;MO:;
CAPSULE PELLETS IN QL (56 per
EMTRIVA ORAL P MO PACKET 45-200 28 days)
SOLUTION MG
EPCLUSA ORAL 4 PA: MO: I&?LET 45-200 SSL d(;i)l’er
PELLETS IN QL (28 per y
PACKET 150-37.5 28 days) HARVONIORAL 4 PA;MO;
MG TABLET 90-400 QL (28 per
EPCLUSA ORAL 4 _ PA, MO; MG 28 days)
PELLETS IN QL (56 per INTELENCE 4 MO
PACKET 200-50 28 days) ORAL TABLET
MG 100 MG, 200 MG
EPCLUSA ORAL 4  PA; MO; INTELENCE 3 MO
TABLET 200-50 QL (56 per ORAL TABLET
MG 28 days) 25 MG
EPCLUSA ORAL 4  PA; MO; ISENTRESS HD 4 MO
TABLET 400-100 QL (28 per ISENTRESS 4 MO
MG 28 days) ORAL POWDER
EPIVIR 3 MO IN PACKET
EPZICOM 4 MO ISENTRESS 4 MO

— ORAL TABLET
etravirine 4 MO SENTRESS J 0
EVOTAZ 4 MO ORAL
famciclovir 1 MO TABLET.CHEWA
fosamprenavir 1 MO BLE 100 MG
FUZEON 4 MO ISENTRESS 2 MO
SUBCUTANEOU ORAL
S RECON SOLN TABLET,CHEWA
GENVOYA 4 MO BLE 25 MG
HARVONI ORAL 4  PA; MO; JULUCA 4 MO
PELLETS IN QL (28 per KALETRA ORAL 3 MO
PACKET 33.75- 28 days) SOLUTION
150 MG KALETRAORAL 3 MO

TABLET 100-25
MG

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

ts/Limits Tier  ts/Limits
KALETRA ORAL MO oseltamivir 1 MO
TABLET 200-50 PIFELTRO 4 MO
MG PREVYMIS 4 PA; MO;
lamivudine MO ORAL QL (30 per
lamivudine- MO 30 days)
zidovudine PREZCOBIX 4 MO
LEDIPASVIR- PA; MO; PREZISTAORAL 4 MO
SOFOSBUVIR QL (28 per SUSPENSION

28 days) PREZISTAORAL 3 MO
LEXIVA ORAL MO TABLET 150 MG,
SUSPENSION 75 MG
LEXIVA ORAL MO PREZISTAORAL 4 MO
TABLET TABLET 600 MG,
LIVTENCITY PA; LA; 800 MG

QL (120 per RELENZA 3 MO

30 days) DISKHALER
lopinavir-ritonavir MO RETROVIR 3 MO
maraviroc MO ORAL CAPSULE
MAVYRET PA; MO; RETROVIR 3 MO
ORAL PELLETS QL (168 per ORAL SYRUP
IN PACKET 28 days) REYATAZ ORAL 4 MO
MAVYRET PA; MO; CAPSULE 200
ORAL TABLET QL (84 per MG, 300 MG

28 days) REYATAZ ORAL 4 MO
nevirapine oral POWDER IN
Suspension PACKET
nevirapine oral MO ribavirin oral 1 MO
tablet capsule
nevirapine oral MO ribavirin oral tablet 1 MO
tablet extended 200 mg
release 24 hr rimantadine 1 MO
NORVIR ORAL MO ritonavir 1 MO
POWDER IN
PACKET RUKOBIA 4 MO
ODEFSEY 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

SELZENTRY 2 MO TIVICAY ORAL 2 MO
ORAL TABLET 10 MG
SOLUTION TIVICAY ORAL 4 MO
SELZENTRY 4 MO TABLET 25 MG,
ORAL TABLET 50 MG
150 MG, 300 MG TIVICAY PD 4 MO
SELZENTRY 2 MO TRIUMEQ 4 MO
ORAL TABLET
25 MG, 75 MG TRIUMEQ PD 4 MO
SITAVIG 3 MO TRIZIVIR 4 MO
SOFOSBUVIR- 4 PA; MO; TRUVADA . MO
VELPATASVIR QL (28 per TYBOST 3 MO

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

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

28 days) TABLET 1 GRAM (120 per 30
STRIBILD 4 MO days)
SUNLENCA 4 VALTREX ORAL 3 MO; QL
ORAL TABLET 500 MG (60 per 30
SYMFI 4 MO days)
SYMFI LO 4 MO VEMLIDY 4 MO
SYMTUZA 4 MO VIRACEPT 4 MO
T —— L —
tenofovir disoproxil 1 MO POWDER

fumarate

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



Drug Name Drug

Tier

Requiremen
ts/Limits

cefadroxil oral 1
suspension for
reconstitution 250

mgl5 ml, 500 mgl5

ml

MO

cefadroxil oral 1
tablet

MO

cefazolin injection 1
recon soln 1 gram,
500 mg

MO

cefazolin injection 1
recon soln 10 gram

cefdinir

MO

cefepime injection

MO

cefixime

MO

—_t | = |

cefoxitin
intravenous recon
soln I gram, 2 gram

PA; MO

cefoxitin 1
intravenous recon
soln 10 gram

PA

cefpodoxime 1

MO

cefprozil 1

MO

ceftazidime injection 1
recon soln 1 gram, 2
gram

PA; MO

ceftazidime injection 1
recon soln 6 gram

PA

ceftriaxone injection 1
recon soln 1 gram, 2
gram, 250 mg, 500

mg

MO

Drug Name Drug Requiremen
Tier  ts/Limits

VIREAD ORAL 3 MO

TABLET 150 MG,

200 MG, 250 MG

VIREAD ORAL 4 MO

TABLET 300 MG

VOSEVI 4 PA; MO;
QL (28 per
28 days)

XOFLUZA ORAL 2 MO

TABLET 40 MG,

80 MG

ZEPATIER 4 PA; MO;
QL (28 per
28 days)

Z1IAGEN 3 MO

zidovudine 1 MO

CEPHALOSPO

RINS

AVYCAZ 4 PA; MO

cefaclor oral capsule 1 MO

cefaclor oral 1 MO

suspension for

reconstitution 125

mgl5 ml

cefaclor oral 1

suspension for

reconstitution 250

mgl5 ml, 375 mgl5

ml

cefaclor oral tablet 1 MO

extended release 12

hr

cefadroxil oral 1 MO

capsule

ceftriaxone injection 1
recon soln 10 gram

cefuroxime axetil 1
oral tablet

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.



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
cefuroxime sodium 1 PA; MO azithromycin oral 1
injection recon soln tablet 250 mg (6
750 mg pack), 500 mg (3
cefuroxime sodium 1 PA; MO pack)
intravenous recon azithromycin oral 1 MO
soln 1.5 gram tablet 250 mg, 500
cephalexin 1 MO mg, 600 mg
SUPRAX ORAL 3 MO clarithromycin 1 MO
CAPSULE DIFICID ORAL 4 QL (136 per
SUPRAX ORAL 3 MO SUSPENSION 10 days)
SUSPENSION FOR
FOR RECONSTITUTI
RECONSTITUTI ON
ON 200 MG/5 ML DIFICID ORAL 4 MO; QL
SUPRAX ORAL 3 TABLET (20 per 10
SUSPENSION days)
FOR e.e.s. 400 oral tablet 1 MO
RECONSTITUTI E.ES. 3 MO
ON 500 MG/5 ML GRANULES
SUPRAX ORAL 3 MO ERYPED 200 MO
Eﬁg LET,CHEWA ERYPED 400 MO
R - ery-tab oral MO
tazicef injection 1 PA; MO tablet, delayed
TEFLARO 4 PA; MO release (drlec) 250
ZERBAXA 4 PA mg, 333 mg
ERYTHROMYC ERY-TAB ORAL 3 MO
INS/ OTHER TABLET.DELAY
MACROLIDES ED RELEASE
o ' 1 PA: MO (DR/EC) 500 MG
t .
?’ftlr;:;’:?;im ’ erythrocin (as 1 MO
. ' stearate) oral tablet
azztllzromycm oral 1 MO 250 mg
t
pacter ERYTHROCIN 3 PA; MO
azzthromyczn oral 1 MO INTRAVENOUS
suspension for RECON SOLN
reconstitution 500 MG

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

This drug list was updated in August 2023.



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
erythromycin 1 MO ARIKAYCE 4 PA; LA
ethylsuccinate oral atovaquone 1 MO
SUsp ens?onfor atovaquone- 1 MO
reconstitution .
' proguanil
erythromycin S VO AZACTAM 3 PA:MO
ethylsuccinate oral
tablet aztreonam 1 PA; MO
erythromycin oral 1 MO BENZNIDAZOLE 3 MO
ZITHROMAX 3  PA;MO BETHKIS 4 PA;MO;
INTRAVENOUS QL (224 per
ZITHROMAX 3 MO 28 days)
ORAL PACKET BILTRICIDE 3 MO
ZITHROMAX 3 MO CAYSTON 4 PA; MO;
ORAL LA; QL (84
SUSPENSION per 56 days)
FOR chloroquine 1 MO
RECONSTITUTI phosphate
ON CLEOCIN HCL MO
ZITHROMAX 3 MO CLEOCIN MO
ORAL TABLET PEDIATRIC
;51(;1}\145615\211)\(/[(} 3 0 clindamycin hcl 1 MO
[ . . 0 .
TRLPAK clindamycin in 5 % 1 PA; MO
NG : o dextrose
ZITHROM i clindamycin 1 MO
PAK o
pediatric
MISCELLANEO clindamycin 1 PA; MO
KETIINFECTIV phosphate injection
clindamycin 1 PA; MO
ES
phosphate
AEMCOLO 3 MO; QL intravenous
(12 per 30 COARTEM 3 MO
days) colistin 1 PA; MO;
albendazole 4 MO (colistimethate na) QL (30 per
amikacin injection 1 PA; MO 10 days)
solution 500 mg/2 CUBICIN RF 4 MO
ml

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

This drug list was updated in August 2023.



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

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

QL (14 per LAMPIT MO

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

10 days) suspension for
FLAGYL ORAL 3 MO reconstitution
CAPSULE linezolid oral tablet 1 MO
gentamicin in nacl 1 PA; MO MALARONE MO
(iso-osm) MALARONE MO
intravenous PEDIATRIC
piggyback 100 5
mgl100 ml, 60 mefloquine 1 MO
mg/50 ml, 80 mgl/50 MEPRON 4 MO
ml meropenem 1 PA; MO;
gentamicin in nacl 1 PA intravenous recon QL (30 per
(iso-0sm) soln 1 gram 10 days)
intravenous meropenem 1 PA; MO;
piggyback 80 intravenous recon QL (10 per
mgl100 ml soln 500 mg 10 days)
gentamicin injection 1 PA; MO metronidazole in 1 PA; MO
solution 40 mglml nacl (iso-o0s)
HUMATIN 3 MO metronidazole oral 1 MO
hydroxychloroquine 1 MO
imipenem-cilastatin 1 PA; MO

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

This drug list was updated in August 2023.



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

MYAMBUTOL 3 MO SIVEXTRO 4 PA
ORAL TABLET INTRAVENOUS
400 MG SIVEXTRO 4 MO
MYCOBUTIN MO ORAL
NEBUPENT PA; MO; SOLOSEC 3 MO

QL (1 per STREPTOMYCIN 4  PA; MO;

28 days) QL (60 per
neomycin 1 MO 30 days)
nitazoxanide 4 MO STROMECTOL 3 PA; MO;
paromomycin 1 MO QL (20 per
PENTAM 3 MO . . 30 days)
pentamidine 1 PA; MO; lz.ge"cy cline i PA; MO
inhalation QL (1 per tinidazole 1 MO

28 days) TOBI 4 PA; MO;
pentamidine 1 MO QL (280 per
injection 28 days)
PLAQUENIL 3 MO TOBI 4 MO;QL
polymyxin b sulfate 1 PA; MO PODHALER Elzazyt)p er 36
praziquantel L MO tobramycin in 0.225 4 PA; MO;
PRETOMANID 3 PA % nacl QL (280 per
PRIFTIN 2 MO 28 days)
PRIMAQUINE 3 MO tobramycin 4 PA; MO;
PRIMAXIN IV 3 PA; MO inhalation QL (224 per
INTRAVENOUS 28 days)
RECON SOLN tobramycin sulfate 1 PA; MO
500 MG injection solution
pyrazinamide 1 MO TRECATOR 3 MO
pyrimethamine 4 PA; MO TYGACIL 4 PA; MO
QUALAQUIN 3 MO VABOMERE 3 PA
quinine sulfate 1 MO VANCOCIN 3 PA; MO:;
rifabutin 1 MO ORAL CAPSULE QL (40 per
rifampin 1 MO 125 MG 10 days)
SIRTURO 4 PA; LA

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

This drug list was updated in August 2023.
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Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits
VANCOCIN 4 PA; MO; ZYVOX PA; MO
ORAL CAPSULE QL (80 per INTRAVENOUS
250 MG 10 days) PIGGYBACK 600
vancomycin 1 PA; MO; MG/300 ML
intravenous recon QL (20 per ZYVOX ORAL MO
soln 1,000 mg 10 days) PENICILLINS
vancomycin ! PA; QL (2 amoxicillin oral MO
intravenous recon per 10 days) I
soln 10 gram capsure
vancomycin 1 PA- MO: amoxicillin oral MO
intravenous recon QL (10 per SUp en;;onlf or
soln 500 mg 10 days) reconsuitution
vancomycin 1 PA-MO- amoxicillin oral MO
intravenous recon QL (27 per tablet
soln 750 mg 10 days) amoxicillin oral MO
vancomycin oral 1 PA; MO; tabl.zt,jc(#)hewable 125
capsule 125 mg QL (40 per ne ne
10 days) amoxicillin-pot MO
vancomycin oral 1 PA; MO; clawflc‘m'ate
capsule 250 mg QL (80 per ampicillin oral MO
10 days) capsule 500 mg
VANCOMYCIN 3 QL (450 per ampicillin sodium PA; MO
ORAL RECON 10 days) injection recon soln
SOLN 25 MG/ML 1 gram, 10 gram,
vancomycin oral 1 MO; QL 125 mg :
recon soln 50 mgiml (450 per 10 ampicillin- PA; MO
days) sulbactam injection
XENLETA 4 recon soln 1.5 gram,
INTRAVENOUS 3¢ ram
XENLETAORAL 4 MO ampicillin- PA
sulbactam injection
per 30 days) AUGMENTIN
XIFAXAN ORAL 4 MO; QL ES-600
TABLET 550 MG (90 per 30
days)
ZEMDRI 4 PA

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

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

AUGMENTIN 3 MO
ORAL

SUSPENSION

FOR

RECONSTITUTI

ON 125-31.25

MG/5 ML

Drug Name

Drug
Tier

Requiremen
ts/Limits

penicillin g procaine
intramuscular
syringe 1.2 million
unit/2 ml

PA; MO

penicillin g sodium

[

PA; MO

BICILLIN C-R PA; MO

penicillin v
potassium

MO

BICILLIN L-A PA; MO

dicloxacillin MO

—_| = W N

nafcillin injection PA; MO
recon soln 1 gram, 2

gram

piperacillin-
tazobactam
intravenous recon
soln 2.25 gram,
3.375 gram, 4.5
gram

MO

nafcillin injection 4 PA
recon soln 10 gram

oxacillin in 1 PA
dextrose(iso-osm)

piperacillin-
tazobactam
intravenous recon
soln 40.5 gram

oxacillin injection 1 PA
recon soln 1 gram,
10 gram

oxacillin injection 1 PA; MO

recon soln 2 gram

UNASYN
INJECTION
RECON SOLN 15
GRAM

PA

PENICILLIN G 3 PA
POT IN

DEXTROSE

INTRAVENOUS

PIGGYBACK 2

MILLION

UNIT/50 ML, 3

MILLION

UNIT/50 ML

UNASYN
INJECTION
RECON SOLN 3
GRAM

PA; MO

ZOSYN IN
DEXTROSE (ISO-
OSM)
INTRAVENOUS
PIGGYBACK 2.25
GRAM/50 ML

penicillin g 1 PA; MO
potassium injection
recon soln 20

million unit

QUINOLONES

BAXDELA
INTRAVENOUS

PA

BAXDELA ORAL

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.



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
CIPRO ORAL 3
SUSPENSION,MI
CROCAPSULE :
RECON demeclocycline 1 MO
CIPRO ORAL 3 MO DORYX MPC 3 ST; MO
TABLET 250 MG, DORYX ORAL 3 ST; MO
500 MG TABLET,DELAY
- - ED RELEASE
hel 1 MO
g’f;’fﬂ oxacim e (DR/EC) 50 MG
ciprofloxacinin 5 % 1 PA; MO doxy-100 ! PA; MO
dextrose doxycycline hyclate 1 MO
intravenous oral capsule
piggyback 200 doxycycline hyclate 1 MO
mg/100 ml oral tablet
levofloxacin in d5w 1 PA; MO doxycycline hyclate 1 MO
intravenous oral tablet,delayed
piggyback 500 release (drlec) 100
mgl100 ml, 750 mg, 150 mg, 200
mgl150 ml mg, 50 mg, 75 mg
levofloxacin oral 1 MO DOXYCYCLINE 4 ST; MO
moxifloxacin oral 1 MO HYCLATE ORAL
moxifloxacin- 1 PA; MO E[A)%éagég ];‘IF:AY
sod.chloride(iso)
. (DR/EC) 80 MG
ofloxacin oral tablet 1 MO y 7 I Vi
300 mg, 400 mg oxycyeine 0
monohydrate oral
capsule
DOXYCYCLINE 3 ST; MO
MONOHYDRAT
BACTRIM 3 MO E ORAL
BACTRIM DS 3 MO S%IESA%LE’IR -
sulfadiazine 1 MO REL.BIPHASE
Su.lfametho-xazole- 1 MO doxycycline 1 MO
trimethoprim oral
monohydrate oral
suspension for
reconstitution

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

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

doxycycline 1 MO XIMINO 3 ST; MO

monohydrate oral URINARY

tablet TRACT

minocycline oral 1 MO AGENTS

capsule . 1 Vo

minocycline oral 1 MO fosfom;l/ cn.

tablet tromethamine

minocycline oral 1 MO HIPREX : MO

tablet extended MACROBID 3 MO

release 24 hr MACRODANTIN 3 MO

MINOLIRA ER 3 ST; MO methenamine 1 MO

NUZYRA 4 PA hippurate

INTRAVENOUS nitrofurantoin 1 MO

NUZYRA ORAL 4 nitrofurantoin 1 MO

ORACEA B ST: MO macrocrystal

SEYSARA ORAL ST- MO nitrofurantoin 1 MO

TABLET 100 MG ’ monohyd/m-cryst

60 MG trimethoprim 1 MO

SEYSARA ORAL 4 ST; MO ANTINEOPL

TABLET 150 MG ASTIC /

i(i]ﬁgIE)—FN ORAL 3 ST; MO IMMUNOSUP

EXTENDED PRESSANT

RELEASE 24 HR DRUGS

o e MO ADJUNCTIVE

MG ’ ’ AGENTS

TARGADOX B ST: MO leucovorin calcium 1 MO

tetracycline 1 MO oral <

VIBRAMYCIN 3 MO MESNEX ORAL 4 MO

(CALCIUM) XGEVA 4 PA; MO

VIBRAMYCIN 3

(MONO)

VIBRAMYCIN 3 ST; MO

ORAL CAPSULE

100 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 Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
ANTINEOPLAS ALUNBRIG 4 PA; QL (60
TIC / ORAL TABLET per 30 days)
IMMUNOSUPP 30 MG
RESSANT ALUNBRIG 4 PA; QL (30
DRUGS ORAL per 180
TABLETS,DOSE d
abiraterone oral PA; MO; PACK ’ ays)
tablet 250 mg QL (120 per
abiraterone oral PA; MO; anastrozole 1 MO
tablet 500 mg QL (60 per ARIMIDEX 4 MO
30 days) AROMASIN 4 MO
AFINITOR PA; MO; ASTAGRAF XL 3 PA; MO
%L d(30 per AYVAKIT 4 PALA;
ays) QL (30 per
AFINITOR PA; MO; 30 days)
DISPERZ ORAL QL (330 per AZASAN 3 PA MO
TABLET FOR 30 days) —
SUSPENSION 2 azathioprine 1 PA; MO
MG BALVERSA 4 PA; LA
AFINITOR PA; MO; bexarotene 4 PA; MO
DISPERZ ORAL QL (240 per bicalutamide 1 MO
gégpL]fNT sﬁgﬁ . 30 days) BOSULIF ORAL 4 PA.MO:
MG TABLET 100 MG QL (90 per
30 days)
AFINITOR PA; MO; BOSULIF ORAL 4 PA;MO;
DISPERZ ORAL QL (180 per
TABLET 400 MG, QL (30 per
TABLET FOR 30 days) 500 MG 30 days)
SUSPENSION 5
MG BRAFTOVI 4 PA; MO;
ALECENSA PA; MO: ORAL CAPSULE LA; QL
75 MG (180 per 30
QL (240 per days)
30 days) BRUKINSA 4 PA; LA;
ALUNBRIG PA; QL (30 QL’ (120’ per
ORAL TABLET per 30 days) 30 days)
180 MG, 90 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
CABOMETYX 4 PA; MO; COMETRIQ 4 PA; MO;
LA; QL (30 ORAL CAPSULE QL (84 per
per 30 days) 60 MG/DAY (20 28 days)
CALQUENCE 4 PA; LA; MG X 3/DAY)
QL (60 per COPIKTRA 4 PA; LA;
30 days) QL (60 per
CALQUENCE 4 PA; LA; 30 days)
(ACALABRUTIN QL (60 per COTELLIC 4 PA; MO;
IB MAL) 30 days) LA; QL (63
CAPRELSA 4  PA;LA; per 28 days)
ORAL TABLET QL (60 per cyclophosphamide 1 PA; MO
100 MG 30 days) oral capsule
CAPRELSA 4 PA; LA, CYCLOPHOSPH 2 PA; MO
ORAL TABLET QL (30 per AMIDE ORAL
300 MG 30 days) TABLET
CASODEX MO cyclosporine 1 PA; MO
CELLCEPT PA; MO modified oral
ORAL CAPSULE capsule
CELLCEPT 4 PA; MO cyclosporine 1 PA
ORAL modified oral
SUSPENSION solution
FOR cyclosporine oral 1 PA; MO
RECONSTITUTI capsule
ON DAURISMO 4  PA;MO;
CELLCEPT 4 PA; MO ORAL TABLET QL (30 per
ORAL TABLET 100 MG 30 days)
COMETRIQ 4  PA;MO; DAURISMO 4  PA;MO;
ORAL CAPSULE QL (56 per ORAL TABLET QL (60 per
100 MG/DAY (80 28 days) 25 MG 30 days)
MG X1-20 MG DROXIA 2 MO
)C<(1))METRIQ J SATMO ELIGARD 2 PA; MO
ORAL CAPSULE QL (112 per fgg’%ﬁ? 3 S P4 MO
140 MG/DAY (80 28 days)
MG X1-20 MG ELIGARD (4 2 PA; MO
X3) MONTH)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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
ELIGARD (6 2 PA; MO everolimus 1 PA; MO
MONTH) (immunosuppressive
EMCYT 4 MO ) oral tablet 0.25
ENSPRYNG 4 PA;MO 8
ENVARSUS XR 3 PA;MO everolimus 4 PAMO
’ (immunosuppressive
ERIVEDGE 4 PA; MO; ) oral tablet 0.5 mg,
QL (30 per 0.75 mg, 1 mg
30 days) tane 1 MO
exemes
ERLEADA ORAL 4 PA; MO; EXKIVITY 4 PA LA:
TABLET 240 MG QL (30 per PN
30 days) 3QOLd(12(; per
ays
ERLEADA ORAL 4 PA; MO;
TABLET 60 MG QL (120 per FARESTON 4 MO
30 days) FEMARA 3 MO
erlotinib oral tablet 4 PA; MO; FIRMAGON KIT PA; MO
100 mg, 150 mg QL (30 per W DILUENT
30 days) SYRINGE
erlotinib oral tablet 4 PA; MO; g%%%%&Asl\gi%U
25 mg QL (60 per 120 MG
30 days)
. — ) PA-MO: FIRMAGON KIT 3 PA; MO
(antineoplastic) QL (30 per \Shg{lli?ﬂllcj}lijNT
oral ta.blel 30 days) SUBCUTANEOU
everolimus 4 PA; MO; S RECON SOLN
(antineoplastic) QL (330 per 80 MG
oral tablet for 30 days) FOTIVDA 4 PA- LA
suspension 2 mg QL’ @1 i)er
everolimus 4 PA; MO; 28 days)
(antineoplastic) QL (240 per GAVRETO 4 PA- MO:
oral tablet for 30 days) L A" QL ’
suspension 3 mg (126 per 30
everolimus 4 PA; MO; days)
(antineoplastic) QL (180 per S - -
oral tablet for 30 days) gefitinib 4 g‘i’ (%%er
suspension 5 mg 30 days)
gengraf 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at 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
GILOTRIF 4 PA; MO; IMBRUVICA PA; QL (30
QL (30 per ORAL TABLET per 30 days)
30 days) 140 MG, 280 MG,
GLEEVEC ORAL 4  PA; MO; 420 MG
TABLET 100 MG QL (180 per IMURAN PA; MO
30 days) INLYTA ORAL PA; MO;
GLEEVEC ORAL 4 PA; MO; TABLET 1 MG QL (180 per
TABLET 400 MG QL (60 per 30 days)
30 days) INLYTA ORAL PA; MO;
GLEOSTINE 4 MO TABLET 5 MG QL (120 per
HYDREA 3 MO 30 days)
hydroxyurea 1 MO INQOVI PA; MO;
IBRANCE 4 PA;MO; QL (5 per
28 days)
QL (21 per
28 days) INREBIC PA; MO;
ICLUSIG 4 PA;QL (30 LA; QL
(120 per 30
per 30 days) days)
IDHIFA 4 PA; MO; IRESSA PA. MO:
LA; QL (30
r 30 days) QL (30 per
— pe 30 days)
imatinib oral tablet 4 PA; MO; TAKAFI PA: MO:
100 mg QL (180 per
30 days) QL (60 per
S y 30 days)
;nOftgtmlb oral tablet 4 gi,(lg/(l)o, r JAYPIRCA ORAL PA: MO:
ne pe TABLET 100 MG QL (60 per
30 days) 30 days)
NI e ¢ AL AERGRORAL & A
P TABLET 50 MG QL (30 per
140 MG days) 30 days)
IMBRUVICA 4 PA; QL (30 -
ORAL CAPSULE per 30 days) KANJINTI PA; MO
70 MG KISQALI PA; MO;
IMBRUVICA 4 PAQL PEMARA €O- QL (49 per
PACK ORAL 28 days)
ORAL (324 per 30
SUSPENSION days) TABLET 200
ays MG/DAY (200 MG
X 1)-2.5MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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
KISQALI 4 PA; MO; lenalidomide oral 4 PA; QL (28
FEMARA CO- QL (70 per capsule 2.5 mg, 20 per 28 days)
PACK ORAL 28 days) mg
TABLET 400 LENVIMA ORAL 4 PA; MO:;
MG/DAY (200 MG CAPSULE 10 QL (30 per
X 2)-2.5 MG MG/DAY (10 MG 30 days)
KISQALI 4  PA; MO; X 1), 4 MG
FEMARA CO- QL (91 per LENVIMA ORAL 4 PA; MO;
PACK ORAL 28 days) CAPSULE 12 QL (90 per
TABLET 600 MG/DAY (4 MG 30 days)
MG/DAY (200 MG X 3), 18 MG/DAY
X 3)-2.5MG (10 MG X 1-4 MG
KISQALI ORAL 4  PA;MO:; X2), 24
TABLET 200 QL (21 per MG/DAY (10 MG
MG/DAY (200 28 days) X 2-4 MG X 1)
MG X 1) LENVIMA ORAL 4 PA; MO;
KISQALI ORAL 4  PA; MO; CAPSULE 14 QL (60 per
TABLET 400 QL (42 per MG/DAY (10 MG 30 days)
MG/DAY (200 28 days) X 1-4 MG X 1), 20
MG X 2) MG/DAY (10 MG
KISQALI ORAL 4  PA; MO:; X 2), 8 MG/DAY
TABLET 600 QL (63 per (4MGX2)
MG/DAY (200 28 days) letrozole 1 MO
MG X 3) LEUKERAN 4 MO
KLISYRI 4 MO LEUPROLIDE (3 4  PA
KOSELUGO 4  PA MONTH)
KRAZATI 4 PA; QL leuprolide 4 PA; MO
(180 per 30 subcutaneous kit
days) LONSURF 4  PA;MO
lapatinib 4 PA;MO; LORBRENA 4  PA; MO;
QL (180 per ORAL TABLET QL (30 per
30 days) 100 MG 30 days)
lenalidomide oral 4 PA; MO; LORBRENA 4 PA; MO:
capsule 10 mg, 15 QL (28 per ORAL TABLET QL (90 per
mg, 25 mg, 5 mg 28 days) 25 MG 30 days)
LUMAKRAS 4  PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LUPKYNIS 4 PA; LA; megestrol oral 1 PA; MO
QL (180 per suspension 400
30 days) mgl10 ml (40
LUPRON DEPOT 4  PA; MO mglml), 625 mgl5
LUPRONDEPOT 4  PA; MO ml (125 mgiml)
(3 MONTH) megestrol oral 1 PA; MO
LUPRON DEPOT 4  PA; MO tablet
(4 MONTH) MEKINIST 4 PA; MO;
LUPRON DEPOT 4 PA; MO ORAL RECON QL (1200
(6 MONTH) ’ SOLN per 30 days)
- MEKINIST 4 PA; MO;
I[“)IEJIIZS%T)ED 3 . PA; MO ORAL TABLET QL (90 per
MONTH) 0.5 MG 30 days)
INTRAMUSCUL MEKINIST 4 PA; MO;
AR SYRINGE ORAL TABLET 2 QL (30 per
KIT 11.25 MG MG 30 days)
LUPRON 4 PA; MO MEKTOVI 4 PA; MO;
DEPOT-PED LA; QL
INTRAMUSCUL (180 per 30
AR KIT 7.5 MG days)
(PED) mercaptopurine 1 MO
LUPRON 4 PA; MO methotrexate 1 PA; MO
DEPOT-PED sodium
INTRAMUSCUL methotrexate 1 PA; MO
AR SYRINGE sodium (pf)
KIT injection solution
LYNPARZA 4 PA; MO; MVASI 4 PA; MO
?OL d(al yzs(; pet MYCAPSSA 4 PA;LA
[YSODREN 4 mycophenolate 1 PA; MO
mofetil oral capsule
LYTGOBI 4 PA; LA mycophenolate 4 PA; MO
MATULANE 4 mofetil oral
suspension for
reconstitution
mycophenolate 1 PA; MO

mofetil 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.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
mycophenolate 1 PA; MO ONUREG 4 PA; MO;
sodium QL (14 per
MYFORTIC 3 PA;MO 28 days)
NEORAL 3 PA; MO ORGOVYX 4 PA; LA;
NERLYNX 4 PA;MO; QL (30 per
LA 28 days)
- : ORSERDU ORAL 4 PA; QL (30
NEXAVAR 4 i’:’ 1(\241? ’ TABLET 345 MG per 30 days)
(120 per 30 ORSERDUORAL 4  PA;QL (90
days) TABLET 86 MG per 30 days)
NILANDRON 4  PA;MO PEMAZYRE 4 PAJLA;
nilutamide 4 PA; MO glLd(al;s)p e
NINLARO g 1())/;; (1;/[;% PIQRAY 4 PA;MO
28 days) POMALYST 4 PA; MO;
NUBEQA 4 PA; MO; LA
LA; QL PROGRAF ORAL 3 PA; MO
(120 per 30 CAPSULE 0.5
days) MG, 1 MG
octreotide acetate 4 PA; MO PROGRAF ORAL 4 PA; MO
injection solution CAPSULE 5 MG
1,000 mcgiml, 500 PROGRAF ORAL 3 PA; MO
mcglml GRANULES IN
octreotide acetate 1 PA; MO PACKET
injection solution PURIXAN 4
100 meglml, 200 QINLOCK 4 PA; LA;
mcglml, 50 mcglml QL (90 per
ODOMZO 4 PA; MO; 30 days)
LA; QL (30 RAPAMUNE 4 PA;MO
per 30 days) ORAL
ONTRUZANT 4 PA SOLUTION
INTRAVENOUS RAPAMUNE 3 PA;MO
RECON SOLN ORAL TABLET
150 MG 0.5 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier ts/Limits
RAPAMUNE 4 PA;MO SANDOSTATIN 3 PA;MO
ORAL TABLET 1 INJECTION
MG, 2 MG SOLUTION 100
RETEVMOORAL 4  PA; MO; MCG/ML, 50
CAPSULE 40 MG LA; QL MCG/ML, 500
(180 per 30 MCG/ML
days) SCEMBLIX 4 PA; MO:;
RETEVMO ORAL 4 PA; MO:; ORAL TABLET QL (600 per
CAPSULE 80 MG LA; QL 20 MG 30 days)
(120 per 30 SCEMBLIX 4 PA; MO;
days) ORAL TABLET QL (300 per
REVLIMID 4  PA;MO; 40 MG 30 days)
LA; QL (28 SIGNIFOR 4  PA
per 28 days) SIKLOS ORAL 4 MO
REZLIDHIA 4 PA;QL (60 TABLET 1,000
per 30 days) MG
REZUROCK 4 PA;LA; SIKLOS ORAL 3 MO
QL (30 per TABLET 100 MG
30 days) sirolimus oral 4 PA; MO
RIABNI 4 PA; MO solution
ROZLYTREK 4 PA; MO; sirolimus oral tablet 1 PA; MO
ORAL CAPSULE QL (150 per SOLTAMOX 4 MO
100 MG 30 days) SOMATULINE 4 PA;MO
ROZLYTREK 4 PA; MO; DEPOT
ORAL CAPSULE QL (90 per sorafenib 1 PA: MO:
200 MG 30 days)
QL (120 per
RUBRACA 4 Eﬁ;- ME); 30 days)
(120 Qer 20 SPRYCEL ORAL 4  PA; MO;
i S)p TABLET 100 MG, QL (30 per
y 140 MG, 50 MG, 30 days)
RUXIENCE 4 PA; MO 80 MG
RYDAPT 4 PA;MO; SPRYCEL ORAL 4 PA; MO;
QL (224 per TABLET 20 MG, QL (60 per
28 days) 70 MG 30 days)
SANDIMMUNE 3 PA;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.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier ts/Limits
STIVARGA 4 PA; MO:; TEPMETKO 4  PA;LA
QL (84 per THALOMID 4 PA; MO;
28 days) ORAL CAPSULE QL (28 per
sunitinib malate 4 PA; MO:; 100 MG, 50 MG 28 days)
QL (30 per THALOMID 4 PA; MO;
30 days) ORAL CAPSULE QL (56 per
SUTENT 4 PA; MO:; 150 MG, 200 MG 28 days)
QL (30 per TIBSOVO 4 PA
30 days) toremifene 4 MO
SYNRIBO R P2 TRAZIMERA 4 PA;MO
TABLOID - MO TRELSTAR 3 PA;MO
TABRECTA 4 PA; MO INTRAMUSCUL
tacrolimus oral 1 PA; MO AR SUSPENSION
TAFINLAR 4  PA;MO; FOR
ORAL CAPSULE QL (120 per RECONSTITUTI
30 days) ON
TAFINLAR 4 PA; MO; tretinoin 4 MO
ORAL TABLET QL (840 per (antineoplastic)
FOR 28 days) TREXALL 3 PA;MO
SUSPENSION TUKYSA ORAL PA; LA;
TAGRISSO 4 PA; MO:; TABLET 150 MG QL (120 per
LA; QL (30 30 days)
per 30 days) TUKYSA ORAL 4 PA;LA;
TALZENNA 4 PA; MO; TABLET 50 MG QL (300 per
ORAL CAPSULE QL (30 per 30 days)
0.25 MG, 0.5 MG, 30 days) TURALIO ORAL 4  PA;LA;
0.75 MG, 1 MG CAPSULE 125 QL (120 per
tamoxifen 1 MO MG 30 days)
TARGRETIN 4 PA; MO TYKERB 4 PA; MO;
TASIGNAORAL 4  PA;MO; LA; QL
CAPSULE 150 QL (112 per (180 per 30
MG, 200 MG 28 days) days)
TASIGNA ORAL 4 PA; MO; VENCLEXTA 3 PAJLA;
CAPSULE 50 MG QL (120 per ORAL TABLET QL (60 per
30 days) 10 MG 30 days)
TAZVERIK 4 PA;LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VENCLEXTA 4 PA; LA; VOTRIENT 4 PA; MO;
ORAL TABLET QL (120 per QL (120 per
100 MG 30 days) 30 days)
VENCLEXTA 4 PA; LA; WELIREG 4 PA; LA
ORAL TABLET QL (30 per XALKORI 4 PA; MO:;
50 MG 30 days) QL (60 per
VENCLEXTA 4 PA; LA; 30 days)
STARTING QL (42 per XATMEP 3 PA;MO
PACK 180 days) XERMELO 4 PA;LA;
VERZENIO 4  PA; MO; QL (84 per
LA; QL (60 28 days)
per 30 days) XOSPATA 4 PA:LA:
VIJOICE ORAL 4 PA;QL (28 QL (90 per
TABLET 125 MG, per 28 days) 30 days)
SOMG XPOVIO ORAL 4 PA; LA
VIJOICE ORAL 4 PA; QL (56 TABLET 100
TABLET 250 per 28 days) MG/WEEK (50
MG/DAY (200 MG X 2), 40
MG X1-50 MG MG/WEEK (40
X1) MG X 1), 40MG
VITRAKVI ORAL 4 PA; MO; TWICE WEEK (40
CAPSULE 100 LA; QL (60 MG X 2), 60
MG per 30 days) MG/WEEK (60
VITRAKVIORAL 4  PA;MO; MG X 1), 60MG
CAPSULE 25 MG LA; QL TWICE WEEK
(180 per 30 (120 MG/WEEK),
days) 80 MG/WEEK (40
VITRAKVI ORAL 4 PA; MO; MG X 2), 80MG
SOLUTION LA; QL TWICE WEEK
' (160 MG/WEEK)
(300 per 30
days) XTANDI ORAL 4 PA; MO;
VIZIMPRO 1 PA: MO: CAPSULE QL (120 per
QL (30 per 30 days)
30 days) XTANDI ORAL 4  PA; MO;
VONIO A PA: QL TABLET 40 MG ?()Ldg 25(; per
(120 per 30 y
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 Requiremen
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XTANDI ORAL 4 PA; MO; AUTONOMIC
TABLET 80 MG ?()Ld(ai?s)per | CNS DRUGS,
NEUROLOGY
YONSA 4 PA; MO; | PSYCH
QL (120 per
30 days) ANTICONVULS
ZEJULA ORAL 4 PA; MO; ANTS
CAPSULE L?;gﬁfg) APTIOM ORAL MO; QL
. ; EA e Y TABLET 200 MG (180 per 30
) ; days)
?OL d(j“s(; pet APTIOM ORAL MO; QL
y TABLET 400 MG (90 per 30
ZIRABEV 4 PA;MO days)
ZOLINZA 4 PA;MO; APTIOM ORAL MO:; QL
QL (120 per TABLET 600 MG, (60 per 30
30 days) 800 MG days)
ORALTABLET 0 BANZEL PAMO
0.25 MG BRIVIACT MO; QL
ZORTRESS J SATMO INTRAVENOUS (600 per 30
) days)
OO?QIZ}TOA];SL 11\341;} BRIVIACT ORAL MO; QL
I.M G > ’ SOLUTION (600 per 30
days)
ZYDELIG 4 g?’ (1;{)0,61? BRIVIACT ORAL MO; QL
0 days)p TABLET (60 per 30
days
ZYKADIA 4 PA; MO; ; Y
QL (90 per carbamazepine oral MO
30 days) capsule, er
y multiphase 12 hr
ZYTIGA ORAL 4 PA; MO; —— ] MO
TABLET 250 MG QL (120 per carbamazepine ord
30 days) sulspenswn 100 mgl5
m
ZYTIGA ORAL 4 PA; MO; ;
TABLET 500 MG QL (60 per carbamazepine oral MO
30 days) tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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carbamazepine oral 1 MO diazepam rectal 1 MO
tablet extended DILANTIN 30 3 MO
release 12 hr MG
carbamazepine oral 1 MO DILANTIN 3 MO
tablet,chewable EXTENDED 100
CARBATROL MO MG
CELONTIN MO DILANTIN 3 MO
ORAL CAPSULE INFATABS 50
300 MG MG
clobazam oral 1 PA; MO:; DILANTIN-125 3 MO
SUSpension QL (480 per 125 MG/5 ML
30 days) divalproex 1 MO
clobazam oral tablet 1 PA; MO; EPIDIOLEX 4 PA:; MO:
QL (60 per LA
30 days) epitol 1 MO
clonazepam oral 1 MO; QL EPRONTIA 3 PA: MO
tablet 0.5 mg, 1 mg (90 per 30
days) EQUETRO 3 MO
clonazepam oral 1 MO; QL ethosuximide 1 MO
tablet 2 mg (300 per 30 felbamate oral 4 MO
days) SUSpension
clonazepam oral 1 MO; QL felbamate oral 1 MO
tablet,disintegrating (90 per 30 tablet
0.125 mg, 0.25 mg, days) FELBATOL 4 MO
0.5 mg, 1 mg FINTEPLA 4 PA;LA;
clonazepam oral 1 MO; QL QL (360 per
tablet,disintegrating (300 per 30 30 days)
2mg days) FYCOMPA 4 MO; QL
DEPAKOTE MO ORAL (720 per 30
DEPAKOTE ER MO SUSPENSION days)
DEPAKOTE MO FYCOMPA 4 MO; QL
SPRINKLES ORAL TABLET (30 per 30
DIACOMIT 4  PALA 10 MG, 12 MG, 8 days)
DIASTAT MO MG
DIASTAT MO
ACUDIAL

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

ORAL TABLET 2 (60 per 30 KEPPRA XR 3 MO

MG days) KLONOPIN 3 MO;QL

FYCOMPA 4 MO; QL ORAL TABLET (90 per 30

ORAL TABLET 4 (60 per 30 0.5 MG, | MG days)

MG, 6 MG days) KLONOPIN 3 MO:;QL

gabapentin oral 1 MO; QL ORAL TABLET 2 (300 per 30

capsule 100 mg, 400 (270 per 30 MG days)

mg . days) lacosamide oral 1 MO; QL

gabapentin oral 1 MO; QL solution (1200 per

capsule 300 mg (360 per 30 30 days)

_ days) lacosamide oral 1 MO; QL
gabapentm oral 1 MO; QL tablet 100 mg, 150 (60 per 30
solution 250 mgl5 (2160 per mg, 200 mg days)

ml . 30 days) lacosamide oral 1 MO? QL

gabapentin oral 1 MO; QL tablet 50 mg (120 per 30

tablet 600 mg (180 per 30 days)
. : : i:Z)S)QL LAMICTAL ODT MO

gabapentin ora ;

tablet 800 mg (120 per 30 LAMICTAL MO

days) ORAL TABLET

GRALISE ORAL 2 PA; MO; gﬁl\A/Iicg AABLLET 3 MO

TABLET QL (30 per CHEWABLE

EXTENDED 30 days)

RELEASE 24 HR DISPERSIBLE 25

300 MG MG, 5 MG

GRALISE ORAL 2 PA; MO; g?j:gggﬁ L 3 MO

TABLET QL (60 per (BLUE) KIT

EXTENDED 30 days)

RELEASE 24 HR LAMICTAL I MO

450 MG, 750 MG, STARTER

900 MG (GREEN) KIT

GRALISE ORAL 2 PA; MO; LAMICTAL 3 MO

TABLET QL (90 per STARTER

EXTENDED 30 days) (ORANGE) KIT

RELEASE 24 HR LAMICTAL XR 3 MO

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.
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LAMICTAL XR 3 MO LYRICA ORAL 3 MO; QL
STARTER SOLUTION (900 per 30
(BLUE) days)
LAMICTAL XR 3 MO methsuximide 1 MO
STARTER MYSOLINE 4 MO
(GREEN) NAYZILAM 4 PA; MO;
LAMICTAL XR 3 MO QL (10 per
STARTER 30 days)
(ORANGE) NEURONTIN 3 MO;QL
lamotrigine I MO ORAL CAPSULE (270 per 30
levetiracetam oral 1 MO 100 MG, 400 MG days)
solution 100 mgiml NEURONTIN 3 MO: QL
levetiracetam oral 1 MO ORAL CAPSULE (360 per 30
tablet 300 MG days)
levetiracetam oral 1 MO NEURONTIN 3 MO; QL
tablet extended ORAL (2160 per
release 24 hr SOLUTION 30 days)
LYRICA CR 3 PA; MO; NEURONTIN 3 MO; QL
ORAL TABLET QL (30 per ORAL TABLET (180 per 30
EXTENDED 30 days) 600 MG days)
RELEASE 24 HR NEURONTIN 3 MO;QL
165 MG, 82.5 MG ORAL TABLET (120 per 30
LYRICA CR 3 PA; MO; 800 MG days)
ORAL TABLET QL (60 per ONFI ORAL 4 PA; MO:
EXTENDED 30 days) SUSPENSION QL (480 per
RELEASE 24 HR 30 days)
330 MG

ONFI ORAL 4 PA; MO;

LYRICA ORAL 3 MO; QL TABLET QL (60 per
CAPSULE 100 (90 per 30 30 days)
MG, 150 MG, 200 days) baeDi 1 MO
MG. 25 MG. 50 oxcarbazepine
MG, 75 MG OXTELLAR XR 3 MO
LYRICA ORAL 3 MO; QL ph.el?obarbital oral 1 PA; MO
CAPSULE 225 (60 per 30 elixir
MG, 300 MG days) phenobarbital oral 1 PA

tablet 100 mg, 15
mg, 30 mg, 60 mg

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

This drug list was updated in August 2023.
28



Drug Name Drug Requiremen Drug Name Drug Requiremen
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phenobarbital oral 1 PA; MO roweepra oral tablet 1 MO
tablet 16.2 mg, 32.4 500 mg
mg, 64.8 mg, 97.2 rufinamide oral 4 PA; MO
mg suspension
PHENYTEK 3 MO rufinamide oral 1 PA; MO
phenytoin oral 1 MO tablet 200 mg
suspension 125 mgl5 rufinamide oral 4 PA; MO
ml tablet 400 mg
phenytoin oral 1 MO SABRIL 4 PA: MO:;
tablet,chewable LA
phenytoin sodium 1 MO SPRITAM 3 MO
exlended. subvenite 1 MO
pregabalin oral : MO; QL subvenite starter 1 MO
capsule 100 mg, 150 (90 per 30 .

(blue) kit
mg, 200 mg, 25 mg, days)
50 mg, 75 mg subvenite starter 1 MO
pregabalin oral 1 MO; QL (green)‘ ket
capsule 225 mg, 300 (60 per 30 subvenite starter 1 MO
mg days) (orange) kit
pregabalin oral 1 MO; QL SYMPAZAN 4 PA; MO;
solution (900 per 30 ORAL FILM 10 QL (60 per
days) MG, 20 MG 30 days)
pregabalin oral 1 PA; MO; SYMPAZAN 3 PA; MO;
tablet extended QL (30 per ORAL FILM 5 QL (60 per
release 24 hr 165 30 days) MG 30 days)
mg, 82.5 mg TEGRETOL 3 MO
pregabalin oral 1 PA; MO; ORAL
tablet extended QL (60 per SUSPENSION
release 24 hr 330 mg 30 days) TEGRETOL 3 MO
PRIMIDONE 3 MO ORAL TABLET
ORAL TABLET TEGRETOL XR 3 MO
125 MG tiagabine 1 MO
primidone oral 1 MO TOPAMAX 3 PA: MO
;c;blet 250 mg, 50 topiramate oral 1 PA; MO
g capsule, sprinkle

QUDEXY XR 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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topiramate oral 1 PA; MO VIMPAT ORAL 4 MO; QL
capsule,extended SOLUTION (1200 per
release 24hr 100 30 days)
mg, 25 mg, 50 mg VIMPAT ORAL 4  MO;QL
topiramate oral 4 PA; MO TABLET 100 MG, (60 per 30
capsule,extended 150 MG, 200 MG days)
release 24hr 200 mg VIMPAT ORAL 3 MO; QL
topiramate oral 1 PA; MO TABLET 50 MG (120 per 30
capsule,sprinkle,er days)
24hr XCOPRI 4 MO;QL
topiramate oral 1 PA; MO MAINTENANCE (56 per 28
tablet PACK ORAL days)
TRILEPTAL MO TABLET
TROKENDI XR PA; MO 250MG/DAY(150
ORAL MG X1-100MG
CAPSULE.EXTE X1), 350 MG/DAY
NDED RELEASE %%ﬁéGX)f)l'
24HR 100 MG, 25
MG, 50 MG XCOPRI ORAL 4 MO; QL
TROKENDI XR 1 PA: MO TABLET 100 MG Ella2()s)per 30
ORAL Y
CAPSULE.EXTE XCOPRI ORAL 4 MO; QL
NDED RELEASE TABLET 150 MG, (60 per 30
24HR 200 MG 200 MG days)
valproic acid I MO XCOPRI ORAL 4  MO;QL
valproic acid (as 1 MO TABLET 50 MG (240 per 30
. days)
sodium salt) oral
solution 250 mgl5 XCOPRI 3 MO; QL
i TITRATION (28 per 180
- : PACK ORAL days)
VALTOCO . g?’ (1;/{)0’ . TABLETS,DOSE
304 )pe PACK 12.5 MG
ays (14)- 25 MG (14)
vigabatrin 4 PA; MO;
LA
vigadrone oral 4 PA; LA

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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XCOPRI 4 MO; QL entacapone 1 MO
TITRATION (28 per 180 GOCOVRI ORAL 4 PA;QL (60
PACK ORAL days) CAPSULE,EXTE per 30 days)
TABLETS.DOSE NDED RELEASE
PACK 150 MG 24HR 137 MG
(5 1)41)\;[?‘()124)_(}1 8104)’ GOCOVRIORAL 4  PA;QL (30
MG (14) CAPSULE.EXTE per 30 days)
NDED RELEASE
ZARONTIN 3 MO 24HR 68.5 MG
ZONEGRAN 3 PA;MO INBRIJA 4  PA;QL
ORAL CAPSULE INHALATION (300 per 30
100 MG, 25 MG CAPSULE, days)
ZONISADE 4 PA; MO W/INHALATION
zonisamide 1 PA; MO DEVICE
ZTALMY 4  PA;LA; LODOSYN 3 MO
QL (1080 MIRAPEX ER 3 MO
per 30 days) NEUPRO 3 MO
ANTIPARKINS NOURIANZ 4 PA; MO;
ONISM LA; QL (30
AGENTS per 30 days)
APOKYN 4 PA; MO: ONGENTYS 3 PA; MO;
LA; QL (90 QL (30 per
per 30 days) 30 days)
apomorphine 4 PA; QL (90 OSMOLEX ER 3 PA; QL (30
per 30 days) ORAL TABLET, per 30 days)
IR - ER,
AZILECT R MO BIPHASIC 24HR
benztropine oral 1 PA; MO 193 MG
bromocriptine 1 MO PARLODEL 3 MO
carbidopa 1 MO pramipexole 1 MO
carbidopa-levodopa 1 MO rasagiline 1 MO
carbidopa-levodopa- 1 MO ropinirole 1 MO
entacapone RYTARY 3 MO
MTAN M
€O O selegiline hcl 1 MO
DHIVY MO
DUOPA 4 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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SINEMET ORAL 3 MO eletriptan 1 MO; QL
TABLET 10-100 (18 per 28
MG, 25-100 MG days)
STALEVO 100 3 MO EMGALITY PEN 2 PA; MO;
STALEVO 125 3 MO QL (2 per
STALEVO 150 3 MO N 5 ;(;d?\-‘g
STALEVO 200 = MO SUBCUTANEOU QL (2 per
STALEVO 75 3 MO S SYRINGE 120 30 days)
TASMAR ORAL 4 PA; MO MG/ML
TABLET 100 MG EMGALITY 4  PA;MO;
tolcapone 4 PA SUBCUTANEOU QL (3 per
XADAGO 4 MO ;35511\1; 5(11:03000 30 days)
ZELAPAR 4 PA; MO MG/ML X 3)
ggg?éT{E ! ergotamine-caffeine 1 MO
HEADACHE FROVA 3 370 9L
THERAPY b
days)
AIMOVIG 2 PA; MO; frovatriptan 1 MO; QL
AUTOINJECTOR QL (1 per (27 per 28
30 days) days)
AJOVY 3 PA; MO; IMITREX NASAL 3 MO; QL
AUTOINJECTOR QL (1.5 per SPRAY,NON- (18 per 28
30 days) AEROSOL 20 days)
AJOVY SYRINGE 3 PA; MO; MG/ACTUATION
QL (1.5 per IMITREX NASAL 3 MO:; QL
30 days) SPRAY,NON- (36 per 28
almotriptan malate 1 MO; QL AEROSOL 5 days)
oral tablet 12.5 mg (24 per 28 MG/ACTUATION
days) IMITREX ORAL 3 MO;QL
almotriptan malate 1 MO; QL (18 per 28
oral tablet 6.25 mg (18 per 28 days)
days)
dihydroergotamine 4 QL (8 per
nasal 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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IMITREX 3 MO; QL (8 REYVOW ORAL 3 PA; QL (16
STATDOSE per 28 days) TABLET 100 MG per 30 days)
SUBCUTANEOU REYVOW ORAL 3 PA;QL(8
S PEN INJECTOR TABLET 50 MG per 30 days)
;L]\Z/i](?}/{()].ESXML 3 MO OL @ rizatriptan 1 MO; QL
’ 36 per 28
STATDOSE per 28 days) Elayf)
REFILL : :
SUBCUTANEOU su;natrzptc_m nasaf 1 i\;[g(), erig
S CARTRIDGE 6 A q p)e
MG/0.5 ML mg. c.zc uation ays
MAXALT ORAL 3 MO;QL sumatriptan ”“saf s . &O ’ ?Iig
TABLET 10 MG (36 per 28 Spray,non-aeroso pe
days) mglactuation days)
MAXALT-MLT 3 MO;QL natnpin ?ﬁ? ; Qgg
ORAL (36 per 28 succinate ora ( p)er
TABLET,DISINT days) ays
EGRATING 10 sumatriptan MO; QL (8
MG succinate per 28 days)
migergot 1 MO subcutaneous
cartridge
MIGRANAL 4 QL (8 per sumatriptan MO; QL (8
28 days) .
: succinate per 28 days)
naratriptan 1 MO; QL subcutaneous pen
(18 per 28 injector
days) sumatriptan MO; QL (8
NURTEC ODT 2 PA;}%E (16) succinate per 28 days)
per ays subcutaneous
ONZETRA 3 MO; QL solution
XSAIL (32 per 28 sumatriptan- MO:; QL
days) naproxen (18 per 28
QULIPTA 2 PA;MO: days)
goLd@O )pel‘ TOSYMRA MO; QL
ays (24 per 28
RELPAX 3 MO; QL days)
(18 per 28 TREXIMET MO; QL
days) (18 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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TRUDHESA 4 ST; QL (8 AUSTEDO XR 4 PA; MO;
per 28 days) ORAL TABLET LA; QL
UBRELVY % PA; QL (20 EXTENDED (120 per 30
per 30 days) RELEASE 24 HR days)
ZEMBRACE 4 MO; QL (8 12MG
SYMTOUCH per 28 days) ggi{Eﬁ%ﬁlﬂ{T 4 Eﬁ’ g]?é@
zolmitriptan nasal 1 MO; QL ’
’ EXTENDED per 30 days)
spray,non-aerosol 5 £118 p)er 28 RELEASE 24 HR
me ays 24 MG
zolmitriptan oral 1 ?I[gO, 63158 AUSTEDO XR 4 PA: MO:
i f) ORAL TABLET LA; QL
y EXTENDED (240 per 30
ZOMIG 3 MOQL RELEASE 24 HR days)
(18 per 28 6 MG
days) BAFIERTAM 4  PA;MO;
MISCELLANEO QL (120 per
US 30 days)
NEUROLOGICA COPAXONE 4 PA;MO;
L THERAPY SUBCUTANEOU QL (30 per
ADLARITY 3 MO S SYRINGE 20 30 days)
AMPYRA 4 PA; MO; MG/ML
LA; QL (60 COPAXONE 4 PA; MO;
per 30 days) SUBCUTANEOU QL (12 per
S SYRINGE 40 28 days)
ARICEPT 3 MO
MG/ML
AUBAGIO . g?’ (1;/{)0;61‘ dalfampridine 1 PA; MO;
30 da s)p QL (60 per
y 30 days)
?ngg? 102?\/111(? L9 . Eﬁ’ 1(\2/[1? ’ dimethyl fumarate 4 PA; MO;
MG ’ (1 26 30 oral capsule,delayed QL (14 per
d )per release(drlec) 120 30 days)
ays mg
AUSTEDO ORAL 4 PA; MO;
TABLET 6 MG LA; QL (60
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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dimethyl fumarate 4 PA; MO; glatopa 4 PA; MO;
oral capsule,delayed QL (120 per subcutaneous QL (12 per
release(drlec) 120 180 days) syringe 40 mgiml 28 days)
mg (14)- 240 mg HORIZANT 3 PA;MO;
(46) ORAL TABLET QL (30 per
dimethyl fumarate 4 PA; MO; EXTENDED 30 days)
oral capsule,delayed QL (60 per RELEASE 300
release(drlec) 240 30 days) MG
mg HORIZANT 3 PA; MO;
donepezil 1 MO ORAL TABLET QL (60 per
EVRYSDI 4 PA; MO; EXTENDED 30 days)
LA; QL RELEASE 600
(240 per 30 MG
days) INGREZZA 4 PA; LA;
EXELONPATCH 3 MO QL (30 per
fingolimod 4 PA; MO; 30 days)
QL (30 per INGREZZA 4 PA; LA;
30 days) INITIATION QL (28 per
FIRDAPSE 4  PA;LA PACK 180 days)

; KESIMPTA PEN 4 PA; MO;
galantamine 1 MO QL (1.6 per
GILENYA ORAL 4 PA;QL (30 28 days)
CAPSULE 0.25 per 30 days)

MG KEVEYIS 4 PA
GILENVAORAL 4§ PANO, MAVENCLAD 4 PA MO
CAPSULE 0.5 MG QL (30 per PACK) per 720

30 days) days)
glatiramer 4 PAQLEO MAVENCLAD (4 4  PA: MO:
subcutaneous per 30 days) TABLET PACK) L A’_ QL ’(1 6
syringe 20 mgiml per’720
glatiramer 4 PA; QL (12 days)
subcutaneous per 28 days) MAVENCLAD (5 4 PA- MO:
syringe 40 mg/mi TABLET PACK) LA: QL (20
glatopa 4 PA; MO; per 720
subcutaneous QL (30 per days)
syringe 20 mgiml 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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Drug Name Drug Requiremen Drug Name Drug Requiremen
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MAVENCLAD (6 4 PA; MO; MEMANTINE 3 PA; MO
TABLET PACK) LA; QL (24 ORAL
per 720 TABLETS,DOSE
days) PACK
MAVENCLAD (7 4 PA; MO; NAMENDA 3 PA; MO
TABLET PACK) LA; QL (28 ORAL TABLET
per 720 NAMENDA 3 PA;MO
days) TITRATION PAK
MAVENCLAD (8 4 PA;MO; NAMENDA XR 3 PA;MO
TABLET PACK) LA; QL (32 ORAL
per 720 CAPSULE,SPRIN
days) KLE.ER 24HR
MAVENCLAD (9 4 PA;MO; NAMZARIC 2 PA;MO
TABLET PACK) ;3;7(2% (36 NUEDEXTA 4 PA; MO
days) PONVORY 4 PA; MO;
MAYZENT 4  PA;MO; %L d(3 0 )p o
ORAL TABLET QL (120 per ays
0.25 MG 30 days) PONVORY 14- 4 PA; MO;
MAYZENT 4 PA; MO; PD ﬁgSTARTER ?816 g; Is’)er
ORAL TABLET 1 QL (30 per Y
MG, 2 MG 30 days) RADICAVA ORS 4 PA; MO
MAYZENT 3 PA: MO:; RADICAVA ORS 4 PA; MO
STARTER(FOR QL (7 per STARTER KIT
1IMG MAINT) 180 days) SUSP
MAYZENT 4 PA: MO: RELYVRIO 4 PA; MO
STARTER(FOR QL (12 per rivastigmine 1 MO
2MG MAINT) 180 days) rivastigmine tartrate 1 MO
memantine oral 1 PA; MO SKYCLARYS 4 PA: LA
;jii”’e’“‘p rinkle,er TASCENSO ODT 4 MO
; - TECFIDERA 4 PA; MO;
gz;r;zol;tme oral 1 PA; MO ORAL LA: QL (14
CAPSULE,DELA per 30 days)
memantine oral 1 PA; MO YED
tablet RELEASE(DR/EC
) 120 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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TECFIDERA 4 PA; MO:; ZEPOSIA 4 PA; MO;
ORAL LA; QL QL (30 per
CAPSULE,DELA (120 per 30 days)
YED 180 days) ZEPOSIA 4  PA;MO;
RELEASE(DR/EC STARTER PACK QL (7 per
3\41 éO IZEG (14)- 240 (7-DAY) 180 days)
TEC;II))ERA 4 PA; MO MUSCLE
» VL RELAXANTS /
ORAL LA; QL (60
CAPSULE,DELA er 30 days) AR hALOID
YED P Y IC THERAPY
RELEASE(DR/EC baclofen oral 4 MO
) 240 MG suspension
TEGSEDI 4 PA; MO; baclofen oral tablet 1 MO
LA cyclobenzaprine 1 PA; MO
teriflunomide 4 PA; MO; oral tablet
QL (30 per DANTRIUM 3 MO
30 days) ORAL CAPSULE
tetrabenazine oral 4 PA; MO; 25 MG
tablet 12.5 mg QL (240 per dantrolene oral 1 MO
- 1 ] ;Zdii?) FEXMID 3 PA;MO
tetrabenazine ora ; ;
tablet 25 mg QL (120 per FLEQSUVY 4 MO
30 days) LYVISPAH 3 MO
VUMERITY 4 PA; MO; ORAL
QL,(12O ’ or GRANULES IN
30 days) P PACKET 10 MG,
XENAZINE 4 PA l\iO > MG
ORAL TABLET LA: QL LYVISPAH I MO
12.5 MG (240 per 30 ORAL
' i S)p GRANULES IN
XENAZINE 4 PAy MO PACKET 20 MG
ORAL TABLET LA; QL gll];‘i{INON £ MO
25 MG (120 per 30
days) MESTINON 4 MO
TIMESPAN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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pyridostigmine 1 MO buprenorphine 1 PA; MO;
bromide oral syrup transdermal patch QL (4 per
PYRIDOSTIGMI 3 MO 28 days)
NE BROMIDE BUTRANS 3 PA; MO;
ORAL TABLET QL (4 per
30 MG 28 days)
pyridostigmine 1 MO codeine sulfate 1 MO; QL
bromide oral tablet (180 per 30
60 mg days)
pyridostigmine 1 MO DILAUDID 3 MO; QL
bromide oral tablet ORAL LIQUID (2400 per
extended release 30 days)
tizanidine 1 MO DILAUDID 3 MO; QL
ZANAFLEX 3 MO ORAL TABLET 511 80 per 30
NARCOTIC - : RZZI)S)QL
ANALGESICS endoce ;

(360 per 30
acetaminophen-caff- 1 MO; QL days)
dihydrocod oral (300 per 30 fentanyl 1 PA: MO:-
capsule days) QL (10 per
acetaminophen- 1 MO; QL 30 days)
codeine oral solution (4500 per fentanyl citrate 4 PA- MO
120-12 mgl5 mi 30 days) buccal lozenge on a QL (120 per
acetaminophen- 1 MO; QL handle 1,200 mcg, 30 days)
codeine oral tablet (360 per 30 1,600 mcg, 400 mcg,

300-15 mg, 300-30 days) 600 mcg, 800 mcg
mg fentanyl citrate 1 PA; MO:;
acetaminophen- 1 MO; QL buccal lozenge on a QL (120 per
codeine oral tablet (180 per 30 handle 200 mcg 30 days)
300-60 mg days) FENTANYL 4 PA.QL
BELBUCA 2 PA; MO; CITRATE (120 per 30
QL (60 per BUCCAL days)
30 days) TABLET,
buprenorphine hcl 1 MO EFFERVESCENT
sublingual 100 MCQG, 400
MCG, 600 MCG,
800 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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Drug Name Drug Requiremen Drug Name Drug Requiremen
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FENTANYL 4 PA; MO; hydromorphone 1
CITRATE QL (120 per (pf) injection
BUCCAL 30 days) solution 10 (mglml)
TABLET, (5ml)
EFFERVESCENT hydromorphone 1 MO
200 MCG (pf) injection
FENTORA 4 PA; MO; solution 10 mglml
QL (120 per hydromorphone oral 1 MO; QL
30 days) liquid (2400 per
hydrocodone 1 PA; MO; 30 days)
bitartrate, oral only, QL (90 per hydromorphone oral 1 MO; QL
er 12hr 30 days) tablet (180 per 30
hydrocodone 4 PA; MO; days)
bitartrate, oral QL (60 per hydromorphone oral 1 PA; MO;
only,ext.rel.24 hr 30 days) tablet extended QL (60 per
100 mg, 120 mg release 24 hr 30 days)
hydrocodone 1 PA; MO; HYSINGLA ER, 4 PA; MO;
bitartrate, oral QL (60 per ORAL QL (60 per
only,ext.rel.24 hr 20 30 days) ONLY,EXT.REL. 30 days)
mg, 30 mg, 40 mg, 24 HR 100 MG,
60 mg, 80 mg 120 MG, 80 MG
hydrocodone- 1 MO; QL HYSINGLA ER, 3 PA; MO;
acetaminophen oral (5550 per ORAL QL (60 per
solution 7.5-325 30 days) ONLY.EXT.REL. 30 days)
mgl15 ml 24 HR 20 MG, 30
hydrocodone- 1 MO; QL MG, 40 MG, 60
acetaminophen oral (390 per 30 MG
tablet 10-300 mg, 5- days) levorphanol tartrate 4 MO; QL
300 mg, 7.5-300 mg (120 per 30
hydrocodone- 1 MO; QL days)
acetaminophen oral (360 per 30 methadone oral 1 PA; MO;
tablet 10-325 mg, 5- days) solution 10 mgl5 ml QL (600 per
325 mg, 7.5-325 mg 30 days)
hydrocodone- 1 MO; QL methadone oral 1 PA; MO;
ibuprofen (50 per 30 solution 5 mgl5 ml QL (1200
days) per 30 days)

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

tablet 10-300 mg, 5-
300 mg, 7.5-300 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.
40



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
oxycodone- 1 MO; QL ROXYBOND 3 QL (180 per
acetaminophen oral (360 per 30 ORAL TABLET, 30 days)
tablet 10-325 mg, days) ORAL ONLY 15
2.5-325 mg, 5-325 MG, 30 MG
mg, 7.5-325 mg ROXYBOND 3 QL (360 per
OXYCONTIN, 2 PA; MO; ORAL TABLET, 30 days)
ORAL ONLY, QL (90 per ORAL ONLY 5
EXT.REL.12 HR 30 days) MG
10 MG, 15 MG, 20 SEGLENTIS 3 ST;MO;
MG, 30 MG, 40 QL (120 per
MG, 60 MG 30 days)
OXYCONTIN, 4 PA; MO; TREZIX 3 MO; QL
ORAL ONLY, QL (60 per (300 per 30
EXT.REL.12 HR 30 days) days)
SUMG XTAMPZA ER 3 PA; MO;
oxymorphone oral 1 MO; QL QL (90 per
tablet 10 mg (360 per 30 30 days)
days) NON-
oxymorphone oral 1 MO; QL NARCOTIC
tablet 5 mg (180 per 30 ANALGESICS
days)
oxymorphone oral 1 PA; MO; ARTHROTEC 50 3 ST; MO
tablet extended QL (90 per ARTHROTEC 75 3 ST; MO
release 12 hr 30 days) buprenorphine- 1 MO; QL
PERCOCET 3 MO; QL naloxone sublingual (60 per 30
(360 per 30 film 12-3 mg days)
days) buprenorphine- 1 MO; QL
PROLATE ORAL 4 MO; QL naloxone sublingual (360 per 30
SOLUTION (2000 per film 2-0.5 mg days)
30 days) buprenorphine- 1 MO; QL
prolate oral tablet 1 MO; QL naloxone sublingual (90 per 30
(390 per 30 film 4-1 mg, 8-2 mg days)
days) buprenorphine- 1 MO; QL
ROXICODONE 3 MO; QL naloxone sublingual (360 per 30
ORAL TABLET (180 per 30 tablet 2-0.5 mg days)
15 MG, 30 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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buprenorphine- MO; QL diclofenac sodium 1 MO; QL
naloxone sublingual (90 per 30 topical gel 1 % (1000 per
tablet 8-2 mg days) 28 days)
butorphanol nasal MO; QL diclofenac sodium 4 MO; QL
(10 per 28 topical solution in (224 per 28
days) metered-dose pump days)
CAMBIA ST; MO; diclofenac- 1 MO
QL (9 per misoprostol
30 days) diflunisal 1 MO
CELEBREX MO DUEXIS 3 ST;MO
celecoxib MO etodolac 1 MO
CONZIP PA; MO; FELDENE 3 ST;MO
QL (30 per fenoprofen oral 1 MO
30 days)
capsule 400 mg
DAYPRO ST; MO
fenoprofen oral 1 MO
DICLOFENAC PA; QL (60 tablet
EPOLAMINE per 30 days) FLECTOR 3 PA: MO:
diclofenac MO QL (60 per
potassium oral 30 days)
cc.zp sule flurbiprofen oral 1 MO
dzclofe'nac [ MO?;)(?({J O tablet 100 mg
P otasszum ord per ays) ibu oral tablet 600 1 MO
powder in packet
: mg, 800 mg
dlclofe'nac MO ibuprofen oral 1 MO
potassium oral suspension
tablet 25 mg : P
diclofenac MO ibuprofen oral tablet 1 MO
. 400 mg, 600 mg,
potassium oral 800 m
tablet 50 mg : g
diclofenac sodium MO ibup rof e !
oral famotidine
diclofenac sodium MO; QL INDOCIN 4 MO
. RECTAL
topical drops (300 per 28
days) ketoprofen oral 1 MO
capsule 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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ketoprofen oral 1 NAPRELAN CR 3 ST; MO
capsule 50 mg naproxen oral 1 MO
ketoprofen oral 1 MO suspension
capsule,ext rel. naproxen oral tablet 1 MO
pellets 24 hr 200 mg naproxen oral 1 MO
KETOROLAC 3 ST tablet,delayed
NASAL release (drlec) 375
KLOXXADO MO mg
LICART PA; MO; naproxen oral 1
QL (30 per tablet,delayed
30 days) release (drlec) 500
LODINE ORAL 3 ST mg
TABLET naproxen sodium 1 MO
lofena 4 MO oral tablet 275 mg,
LUCEMYRA 4 PA;MO 0mg
meclofenamate 1 MO ng ;?;C;Ztsoimm 1 MO
mefenamic acid | MO multiphase 24 hr
meloxicam oral 1 MO; QL naproxen- 4 MO
tablet (30 per 30 esomeprazole
. days) NARCAN MO
meloxica b MO:QL NUCYNTA ER PA; MO;
submicronized (30 per 30
days) QL (60 per
; 1 M(y) 30 days)
nabumetone NUCYNTA 3 MO;QL
NALFON ORAL 3 ST;MO ORAL TABLET (181 per 30
CAPSULE 400 100 MG days)
MG NUCYNTA 3 MO; QL
NALFON ORAL 3 ST:MO ORAL TABLET (362 per 30
TABLET 50 MG days)
naloxone injection 1 MO NUCYNTA 3 MO: QL
solution ORAL TABLET (242 per 30
naloxone injection 1 MO 75 MG days)
syringe oxaprozin 1 MO
naloxone nasal 1 MO
naltrexone 1 MO

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

This drug list was updated in August 2023.
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PENNSAID 4 ST; MO; tramadol oral tablet 1 MO; QL
TOPICAL QL (224 per 50 mg (240 per 30
SOLUTION IN 28 days) days)
METERED-DOSE tramadol oral tablet 1 PA; MO:;
PUMP extended release 24 QL (30 per
piroxicam 1 MO hr 30 days)
RELAFEN DS 4 ST; MO tramadol oral 1 PA; MO;
SPRIX 4 ST tablet, er multiphase QL (30 per
SUBOXONE 3 MO;QL 24 hr 30 days)
SUBLINGUAL (60 per 30 tramadol- I MOQL
FILM 12-3 MG days) acetaminophen (240 per 30
SUBOXONE 3 MO; QL days)
SUBLINGUAL (360 per 30 VIMOVO 4 ST; MO
FILM 2-0.5 MG days) VIVITROL 4 MO
SUBOXONE 3 MO; QL ZIMHI 3
SUBLINGUAL (90 per 30 7IPSOR 3 ST: MO
&I(L}M 41 MG, 8-2 days) ZUBSOLV 2 MO;QL

: SUBLINGUAL (30 per 30
sulindac 1 MO TABLET 0.7-0.18 days)
TRAMADOL 3 PA; MO; MG, 1.4-0.36 MG,
ORAL QL (30 per 11.4-2.9 MG, 2.9-
CAPSULE,ER 30 days) 0.71 MG, 5.7-1.4
BIPHASE 24 HR MG
17-83 ZUBSOLYV 2 MO; QL
TRAMADOL 3 PA; MO; SUBLINGUAL (60 per 30
ORAL QL (30 per TABLET 8.6-2.1 days)
CAPSULE,ER 30 days) MG
BIPHASE 24 HR
25-75 100 MG, 200
MG
TRAMADOL 4 QL (2400
ORAL per 30 days)
SOLUTION
TRAMADOL 3 MO; QL
ORAL TABLET (120 per 30
100 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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PSYCHOTHER ABILIFY ORAL 3 MO; QL
APEUTIC TABLET (30 per 30
DRUGS days)
ABILIFY 4  MO;QL ggﬁfﬁfﬁlﬂm S MO
ASIMTUFII (2.4 per 56 20 MG. 5 MG. 7.5
INTRAMUSCUL days) ’ »
AR MG
SUSPENSION,EX ADDERALL XR 3 ST; MO
TENDED REL ADZENYS XR- 3 ST; MO
SYRING 720 OoDT
MG/2.4 ML AMBIEN 3 MO;QL
ABILIFY 4 MO; QL (30 per 30
ASIMTUFII (3.2 per 56 days)
AR (30 per 30
SUSPENSION,EX days)
TENDED REL S
SYRING 960 amitriptyline 1 MO
MG/3.2 ML amoxapine 1 MO
ABILIFY 4 MO:; QL (1 amphetamine 1 PA; MO
MAINTENA per 28 days) sulfate
ABILIFY 4 QL (30 per ANAFRANIL 3 MO
MYCITE 30 days) APLENZIN 4  MO;QL
MAINTENANCE (30 per 30
TABLET WITH APTENSIO XR 3 ST; MO
SENSOR AND —
STRIP 15 MG. 2 aripiprazole oral 1 MO
MG, 20 MG, 30 solution
MG, 5 MG aripiprazole oral 1 MO; QL
ABILIEY 4 QL (30 per tablet 330 per 30
MYCITE 30 days) ays)
STARTER KIT aripiprazole oral 1 MO; QL
ORAL TABLET tablet, disintegrating (60 per 30
WITH SENSOR, days)
STRIP, POD 10 ARISTADA 4 MO; QL
MG INITIO (4.8 per 365
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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ARISTADA 4 MO; QL ATIVAN ORAL 3 PA; MO:;
INTRAMUSCUL (3.9 per 56 TABLET 2 MG QL (150 per
AR days) 30 daYS)
SUSPENSION,EX atomoxetine oral 1 MO; QL
TENDED REL capsule 10 mg, 18 (60 per 30
SYRING 1,064 mg, 25 mg, 40 mg days)
MG/3.9 ML atomoxetine oral 1 MO; QL
ARISTADA 4 MO; QL capsule 100 mg, 60 (30 per 30
INTRAMUSCUL (1.6 per 28 mg, 80 mg days)
AR days) . .
SUSPENSION,EX AUVELITY * %{ ?64(? Ser
TENDED REL 30d )p
SYRING 441 -
MG/1.6 ML AZSTARYS ST; MO
ARISTADA 4 MO:QL BELSOMRA o MO:
INTRAMUSCUL (2.4 per 28 QL (30 per
AR days) 30 days)
SUSPENSION,EX bupropion hcl oral 1 MO
TENDED REL tablet
SYRING 662 bupropion hel oral 1 MO; QL
MG/2.4 ML tablet extended (90 per 30
ARISTADA 4 MO; QL release 24 hr 150 mg days)
INTRAMUSCUL (3.2 per 28 bupropion hcl oral 1 MO; QL
AR days) tablet extended (30 per 30
SUSPENSION,EX release 24 hr 300 mg days)
TENDED REL BUPROPION 3 MO:QL
SYRING 882
G0 ML HCL ORAL (30 per 30
: TABLET days)
armodafinil 1 PA; MO; EXTENDED
QL (30 per RELEASE 24 HR
30 days) 450 MG
asenapine maleate 1 MO:; QL bupropion hcl oral 1 MO; QL
(60 per 30 tablet sustained- (60 per 30
days) release 12 hr days)
ATIVAN ORAL 3 PA; MO; buspirone 1 MO
TABLET 0.5 MG, QL (90 per
1 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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CAPLYTA 3 MO; QL CONCERTA 3 ST; MO
(30 per 30 COTEMPLA XR- 3 ST;MO
days) ODT
CELEXA ORAL 3 MO; QL CYMBALTA 3 MO; QL
TABLET (30 per 30 (60 per 30
days) days)
chlorpromazine oral 1 MO DAYTRANA 3 ST: MO
CITALOPRAM 3 MO; QL DAYVIGO 3 PA; MO:
ORAL CAPSULE (30 per 30 QL (30 per
days) 30 days)
citalopram oral 1 MO desipramine 1 MO
solution DESVENLAFAXI 3  MO; QL
citalopram oral 1 MO; QL NE ORAL (120 per 30
tablet (30 per 30 TABLET days)
days) EXTENDED
clomipramine 1 MO RELEASE 24 HR
clonidine hcl oral 1 MO 100 MG
tablet extended DESVENLAFAXI 3 MO; QL
release 12 hr NE ORAL (30 per 30
clorazepate 1 PA; MO; TABLET days)
dipotassium oral QL (180 per EXTENDED
tablet 15 mg 30 days) RELEASE 24 HR
clorazepate 1 PA; MO; SO MG :
dipotassium oral QL (90 per desv?nlaf axine 1 MO; QL
tablet 3.75 mg 30 days) Succinate (30 per 30
clorazepate 1 PA; MO; days)
dipotassium oral QL (360 per DEXEDRINE 3 ST; MO
tablet 7.5 mg 30 days) SPANSULE
To=anine I ORAL CAPSULE,
P EXTENDED
CLOZARIL 4 RELEASE 10 MG,
ORAL TABLET 15 MG
100 MG dexmethylphenidate 1 MO
CLOZARIL 3 Joxt hetami 1 MO
ORAL TABLET e; r[oamp etamine
200 MG, 25 MG, suate
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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dextroamphetamine 1 MO EFFEXOR XR 3 MO; QL
-amphetamine ORAL (30 per 30
diazepam intensol 1 PA; MO; CAPSULE.EXTE days)
QL (240 per NDED RELEASE
30 days) 24HR 150 MG,
diazepam oral 1 PA; MO:; 375 MG
solution 5 mgl5 ml QL (1200 EFFEXOR XR 3 MO; QL
(1 mglml) per 30 days) ORAL (90 per 30
diazepam oral tablet 1 PA; MO; CAPSULE,EXTE days)
QL (120 per NDED RELEASE
30 days) P 24HR 75 MG
doxepin oral capsule 1 MO EMSZ'AM 4 MO
doxepin oral 1 MO ergoloid ! MO
concentrate escitalopram 1 MO
doxepin oral tablet 1 MO; QL oxalate oral solution
(30 per 30 escitalopram 1 MO; QL
days) oxalate oral tablet (30 per 30
DRIZALMA 3 MO;QL ‘ days)
ORAL CAPSULE, (60 per 30 eszopiclone I MO;QL
DELAYED REL days) (30 per 30
SPRINKLE 20 days)
MG, 30 MG, 60 EVEKEO PA; MO
MG EVEKEO ODT PA; MO
DRIZALMA 3 MO; QL FANAPT ORAL MO:; QL
ORAL CAPSULE, (90 per 30 TABLET (60 per 30
DELAYED REL days) days)
if CI?INKLE 40 FANAPT ORAL 3 MO:QL (3
TABLETS,DOSE per 180
duloxftizlelorail 1 ?é[(?, ngo PACK days)
capsule,delaye per :
release(drlec) 20 days) FETZIMA ORAL 2 MO; QL
me. 30 me. 60 m CAPSULE,EXT (28 per 180
& 0 me, oY meg REL 24HR DOSE days)
duloxetine oral 1 MO; QL PACK
capsule,delayed (90 per 30
release(drlec) 40 days)
mg
DYANAVEL XR 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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FETZIMA ORAL 2 MO; QL fluvoxamine oral 1 MO; QL
CAPSULE.EXTE (30 per 30 capsule,extended (60 per 30
NDED RELEASE days) release 24hr days)
24 HR fluvoxamine oral 1 MO; QL
fluoxetine (pmdd) 1 QL (240 per tablet 100 mg (90 per 30
oral tablet 10 mg 30 days) days)
fluoxetine (pmdd) 1 QL (120 per fluvoxamine oral 1 MO; QL
oral tablet 20 mg 30 days) tablet 25 mg (30 per 30
fluoxetine oral 1 MO; QL days)
capsule 10 mg (30 per 30 fluvoxamine oral 1 MO; QL
days) tablet 50 mg (60 per 30
fluoxetine oral 1 MO; QL days)
capsule 20 mg (90 per 30 FOCALIN MO
days) FOCALIN XR ST; MO
fluoxetine oral 1 MO; QL FORFIVO XL MO:; QL
capsule 40 mg (60 per 30 (30 per 30
days) days)
fluoxetine oral 1 MO; QL (4 GEODON 3 MO
capsule,delayed per 28 days) INTRAMUSCUL
release(drlec) AR
fluoxetine oral 1 MO GEODON ORAL 3 MO; QL
solution CAPSULE 20 MG (60 per 30
fluoxetine oral 1 MO; QL days)
tablet 10 mg (240 per 30 GEODON ORAL 4 MO; QL
days) CAPSULE 40 MG, (60 per 30
fluoxetine oral 1 MO; QL 60 MG, 80 MG days)
tablet 20 mg (120 per 30 HALDOL 3 MO
days) DECANOATE
fluoxetine oral 1 MO; QL haloperidol 1 MO
tablet 60 mg (30 per 30 haloperidol 1
days)
decanoate
fluphenazine 1 MO intramuscular
decanoate solution 100 mglml
fluphenazine hcl 1 MO (1 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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haloperidol 1 MO INVEGA ORAL 3 MO; QL
decanoate TABLET (60 per 30
intramuscular EXTENDED days)
solution 100 mglml, RELEASE 24HR 6
50 mglml, 50 MG
mglml(1ml) INVEGA 4 MO; QL
haloperidol lactate 1 MO SUSTENNA (0.75 per 28
injection INTRAMUSCUL days)
haloperidol lactate 1 MO AR SYRINGE 117
oral MG/0.75 ML
HETLIOZ 4 PA; MO; INVEGA 4 MO:QL(l
QL (30 per SUSTENNA per 28 days)
30 days) INTRAMUSCUL
HETLIOZ LQ 4 PA; MO; AR SYRINGE 136
MG/ML
QL (158 per
30 days) INVEGA 4 MO; QL
imipramine hcl 1 MO ISIEIJ"EIr{ill\\I/INUAé CUL Ellaffsl)j er 28
imipramine pamoate 1 MO AR SYRINGE 234
INVEGA 4 MO; QL MG/1.5 ML
HAFYERA (3.5 per 180 INVEGA P MO: QL
INTRAMUSCUL days) SUSTENNA (0.25 per 28
AR SYRINGE INTRAMUSCUL days)
1,092 MG/3.5 ML AR SYRINGE 39
INVEGA 4 MO; QL (5 MG/0.25 ML
HAFYERA per 180 INVEGA 4 MO:; QL
INTRAMUSCUL days) SUSTENNA (0.5 per 28
AR SYRINGE INTRAMUSCUL days)
1,560 MG/5 ML AR SYRINGE 78
INVEGA ORAL 3 MO; QL MG/0.5 ML
TABLET (30 per 30 INVEGA 4  MO;QL
EXTENDED days) TRINZA (0.88 per 90
RELEASE 24HR INTRAMUSCUL days)
1.5 MG, 3 MG, 9 AR SYRINGE 273
MG MG/0.88 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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INVEGA 4 MO; QL lorazepam oral 1 PA; MO;
TRINZA (1.32 per 90 tablet 2 mg QL (150 per
INTRAMUSCUL days) 30 days)
AR SYRINGE 410 LOREEV XR 3 PA;MO;
MG/1.32 ML ORAL QL (30 per
INVEGA 4 MO; QL CAPSULE,EXTE 30 days)
TRINZA (1.75 per 90 NDED RELEASE
INTRAMUSCUL days) 24HR 1 MG, 1.5
AR SYRINGE 546 MG
MG/1.75 ML LOREEV XR 3 PA;MO;
INVEGA 4 MO; QL ORAL QL (150 per
TRINZA (2.63 per 90 CAPSULE,EXTE 30 days)
INTRAMUSCUL days) NDED RELEASE
AR SYRINGE 819 24HR 2 MG
MG/2.63 ML LOREEV XR 3 PA;MO;
JORNAY PM ST; MO ORAL QL (90 per
KAPVAY ST; MO CAPSULE,EXTE 30 days)
LATUDA ORAL MO; QL ;%]%{Iél;]{iéEASE
TABLET 120 MG, (30 per 30
20 MG, 40 MG, 60 days) loxapine succinate 1 MO
MG LUNESTA 3 MO; QL
LATUDA ORAL 4  MO; QL (30 per 30
TABLET 80 MG (60 per 30 days)
days) lurasidone oral 4 MO; QL
LEXAPRO ORAL 3 MO; QL tablet 120 mg, 20 (30 per 30
TABLET (30 per 30 mg, 40 mg, 60 mg days)
days) lurasidone oral 4 MO; QL
lithium carbonate 1 MO tablet 80 mg (60 per 30
LITHOBID 3 MO days)
lorazepam intensol 1 PA; QL LYBALVI 4 ST; MO;
QL (30 per
(150 per 30
days) 30 days)
lorazepam oral 1 PA; MO; MARPLAN : > MO
tablet 0.5 mg, 1 mg QL (90 per methamphetamine PA; MO
30 days) METHYLIN 3 MO
ORAL
SOLUTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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methylphenidate 1 MO methylphenidate hcl 1 MO
methylphenidate hel 1 MO oral tablet,chewable
oral cap,er mirtazapine 1 MO
sprinkle,biphasic 40- modafinil oral tablet 1 PA; MO;
60 100 mg QL (30 per
methylphenidate hcl 1 MO 30 days)
O’Tal capsule, er modafinil oral tablet 1 PA; MO;
biphasic 30-70 200 mg QL (60 per
methylphenidate hcl 1 MO 30 days)
or al cqpsule,er molindone 1 MO
biphasic 50-50 MYDAYIS 3 ST:MO
methylphe.nzdale hel 1 MO NARDIL 3 MO
oral solution
methylphenidate hcl 1 MO nefazodone ! MO
oral tablet NORPRAMIN 3 MO

5 ORAL TABLET
me‘thylphenldate hel 1 MO 10 MG, 25 MG
oral tablet extended
release nortriptyline 1 MO
methylphenidate hcl 1 NUPLAZID 3 PA; MO;
oral tablet extended QL (30 per
release 24hr 18 mg 30 days)
(bx rating ), 27 mg NUVIGIL 3 PA; MO;
(bx rating ), 36 mg QL (30 per
(bx rating ), 54 mg 30 days)
(bx rating) olanzapine 1 MO
methylphenidate hcl 1 MO intramuscular
oral tablet extended olanzapine oral 1 MO; QL
release 24hr 18 mg, (30 per 30
27 mg, 36 mg, 54 days)
me olanzapine- 1 MO
%/[E:{SEIIEI;HENI 3 ST; MO fluoxetine
paliperidone oral 1 MO; QL

ORAL TABLET
EXTENDED tablet extended (30 per 30
RELEASE 24HR release 24hr 1.5 mg, days)

45 MG, 63 MG, 72
MG

3 mg, 9 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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paliperidone oral 1 MO; QL PRISTIQ 3 MO; QL
tablet extended (60 per 30 (30 per 30
release 24hr 6 mg days) days)
PAMELOR 3 MO procentra 1 MO
PARNATE 3 MO protriptyline 1 MO
paroxetine hcl oral 1 MO PROVIGIL ORAL 4 PA; MO;
suspension TABLET 100 MG QL (30 per
paroxetine hcl oral 1 MO; QL 30 days)
tablet 10 mg, 20 mg, (30 per 30 PROVIGIL ORAL 4 PA; MO;
40 mg days) TABLET 200 MG QL (60 per
paroxetine hcl oral 1 MO; QL 30 days)
tablet 30 mg (60 per 30 PROZAC ORAL 3 MO; QL
days) CAPSULE 10 MG (30 per 30
paroxetine hcl oral 1 MO; QL days)
tablet extended (60 per 30 PROZAC ORAL 3 MO; QL
release 24 hr days) CAPSULE 20 MG (90 per 30
paroxetine 1 MO; QL days)
mesylate(menop.sy (30 per 30 PROZAC ORAL 3 MO; QL
m) days) CAPSULE 40 MG (60 per 30
PAXIL CR 3 MO;QL days)
(60 per 30 QELBREE ORAL 3 ST; MO;
days) CAPSULE,EXTE QL (30 per
PAXIL ORAL 3 MO NDED RELEASE 30 days)
SUSPENSION 24HR 100 MG, 150
PAXIL ORAL 3 MO:QL MG
TABLET 10 MG, (30 per 30 QELBREE ORAL 3 ST;MO;
20 MG, 40 MG days) CAPSULE,EXTE QL (60 per
PAXIL ORAL 3 MO;QL ;%%%&E;E}ASE 30 days)
TABLET 30 MG (60 per 30
days) quetiapine oral 1 MO; QL
perphenazine 1 MO tablet 100 mg, 200 (90 per 30
mg, 25 mg, 50 mg days)
PERSERIS 4 Né?é 52;;1(15) QUETIAPINE 3 MO; QL
p y ORAL TABLET (90 per 30
phenelzine 1 MO 150 MG days)
pimozide 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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quetiapine oral 1 MO; QL RISPERDAL 2 MO; QL (2
tablet 300 mg, 400 (60 per 30 CONSTA per 28 days)
mg days) INTRAMUSCUL
quetiapine oral 1 MO; QL AR
tablet extended (30 per 30 SUSPENSION,EX
release 24 hr 150 days) TENDED REL
mg, 200 mg RECON 12.5
quetiapine oral 1 MO; QL ﬁgg ﬁi’ 25
tablet extended (60 per 30
release 24 hr 300 days) RISPERDAL 4 MO; QL (2
mg, 400 mg, 50 mg CONSTA per 28 days)
QUILLICHEW 3 ST; MO LI\II{TRAMUSCUL
ER SUSPENSION,EX
QUILLIVANT XR 3 ST; MO TENDED REL
QUVIVIQ 3 PA; MO; RECON 37.5
QL (30 per MG/2 ML, 50
30 days) MG/2 ML
ramelteon 1 MO; QL RISPERDAL 3 MO
(30 per 30 ORAL
days) SOLUTION
RELEXXII ST; MO RISPERDAL 3 MO; QL
REMERON MO ORAL TABLET (60 per 30
ORAL TABLET 0.5 MG, 1 MG, 2 days)
15 MG, 30 MG MG, 3 MG
REMERON 3 MO RISPERDAL 3 MO; QL
SOLTAB ORAL TABLET 4 (120 per 30
REXULTI 3 MO; QL MG days)
(30 per 30 risperidone oral 1 MO
days) solution
risperidone oral 1 MO; QL
tablet 0.25 mg, 0.5 (60 per 30
mg, 1 mg, 2 mg, 3 days)
mg
risperidone oral 1 MO; QL
tablet 4 mg (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.
54



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
risperidone oral 1 MO; QL SERTRALINE 3 MO; QL
tablet,disintegrating (60 per 30 ORAL CAPSULE (30 per 30
0.25 mg, 0.5 mg, 1 days) days)
mg, 2 mg, 3 mg sertraline oral 1 MO
risperidone oral 1 MO; QL concentrate
tablet,disintegrating (120 per 30 sertraline oral tablet 1 MO:; QL
4 mg days) 100 mg, 50 mg (60 per 30
RITALIN MO days)
RITALIN LA ST; MO sertraline oral tablet 1 MO; QL
ROZEREM MO; QL 25 mg (30 per 30
(30 per 30 days)
days) SILENOR 3 MO:; QL
SAPHRIS 3 MO:;QL (30 per 30
(60 per 30 days)
days) SODIUM 4 PA; LA;
SECUADO 4 MO:; QL OXYBATE QL (540 per
(30 per 30 30 days)
days) STRATTERA 3 ST; MO;
SEROQUEL 3 MO; QL ORAL CAPSULE QL (60 per
ORAL TABLET (90 per 30 10 MG, 18 MG, 25 30 days)
100 MG, 200 MG, days) MG, 40 MG
25 MG, 50 MG STRATTERA 3 ST; MO;
SEROQUEL 3 MO; QL ORAL CAPSULE QL (30 per
ORAL TABLET (60 per 30 100 MG, 60 MG, 30 days)
300 MG, 400 MG days) 80 MG
SEROQUEL XR 3 MO;QL SUNOSI 3 PA;MO;
ORAL TABLET (30 per 30 QL (30 per
EXTENDED days) 30 days)
RELEASE 24 HR SYMBYAX 3 MO
150 MG, 200 MG ORAL CAPSULE
SEROQUEL XR 3  MO:;QL 3-25 MG, 6-25 MG
ORAL TABLET (60 per 30 tasimelteon 4 PA; QL (30
EXTENDED days) per 30 days)
?0];:)11\]/15?}841;:0%)41\1;(1}{ thioridazine 1 MO
50 MG thiothixene 1 MO
tranylcypromine 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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trazodone 1 MO UZEDY MO; QL
trifluoperazine 1 MO SUBCUTANEOU (0.7 per 56
— ; S days)
trimipramine 1 MO SUSPENSION EX
TRINTELLIX 2 MO; QL TENDED RE]:
(30 per 30 SYRING 250
days) MG/0.7 ML
UZEDY 4 MO; QL UZEDY MO; QL
SUBCUTANEOU (0.28 per 28 SUBCUTANEOU (0.14 per 28
S days) S days)
SUSPENSION,EX SUSPENSION,EX
TENDED REL TENDED REL
SYRING 100 SYRING 50
MG/0.28 ML MG/0.14 ML
UZEDY 4 MO; QL UZEDY MO:; QL
SUBCUTANEOU (0.35 per 28 SUBCUTANEOU (0.21 per 28
S days) S days)
SUSPENSION,EX SUSPENSION,EX
TENDED REL TENDED REL
SYRING 125 SYRING 75
MG/0.35 ML MG/0.21 ML
UZEDY 4 MO; QL VALIUM PA; MO;
SUBCUTANEOU (0.42 per 56 QL (120 per
S days) 30 days)
SUSPENSION,EX VENLAFAXINE MO; QL
TENDED REL BESYLATE (30 per 30
SYRING 150 da f)
MG/0.42 ML - Y
UZEDY 4 MO:QL s 50 ser 30
SUBCUTANEOU (0.56 per 56 psule, b
release 24hr 150 days)
S days) 37.5
SUSPENSION,EX me, 270 M8
TENDED REL venlafaxine oral MO; QL
SYRING 200 capsule,extended (90 per 30
MG/0.56 ML release 24hr 75 mg days)
venlafaxine oral MO; QL
tablet (90 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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venlafaxine oral 1 MO; QL WELLBUTRIN 3 MO; QL
tablet extended (30 per 30 XL ORAL (30 per 30
release 24hr days) TABLET days)
VERSACLOZ 4 EXTENDED
VIIBRYD ORAL 3 MO; QL ?O%IﬁéSE 24 HR
TABLET (30 per 30
days) XELSTRYM 3 ST; MO
VIIBRYD ORAL 2  MO;QL XYREM 4  PAJLA;
TABLETS,DOSE (30 per 180 QL (540 per
PACK 10 MG (7)- days) 30 days)
20 MG (23) XYWAV 4 PA; LA;
vilazodone 1 MO; QL QL (540 per
(30 per 30 30 days)
days) zaleplon oral 1 MO; QL
VRAYLAR ORAL 3 MO:; QL capsule 10 mg (60 per 30
CAPSULE (30 per 30 days)
days) zaleplon oral 1 MO; QL
VRAYLAR ORAL 3 MO; QL (7 capsule 5 mg (30 per 30
CAPSULE,DOSE per 180 days)
PACK days) zenzedi oral tablet 1 MO
VYVANSE 3 ST; MO 10 mg, 5 mg
WAKIX 4 PA; MO; ZENZEDI ORAL 3 MO
LA: QL (60 TABLET 15 MG,
per 30 days) 2.5 MG, 20 MG, 30
WELLBUTRIN 3 MO; QL MG, 7.5 MG
SR (60 per 30 ziprasidone hcl 1 MO; QL
days) (60 per 30
WELLBUTRIN 3 MO:;QL - days)
XL, ORAL (90 per 30 ziprasidone 1 MO
TABLET days) mesylate
EXTENDED ZOLOFT ORAL 3 MO
RELEASE 24 HR CONCENTRATE
150 MG ZOLOFT ORAL 3 MO;QL
TABLET 100 MG, (60 per 30
50 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
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ZOLOFT ORAL 3 MO:QL CARDIOVAS
TABLET 25 MG (30 per 30 CULAR
days) ’
HYPERTENSI
zolpidem oral tablet 1 MO; QL
(30 per 30 ON / LIPIDS
days) ANTIARRHYTH
zolpidem oral 1 MO; QL MIC AGENTS
;Calzllteit’ Z,;cl;erelease 8330 E)er 30 amiodarone oral 1 MO
D y tablet 100 mg, 200
ZYPREXA 3 MO mg
INTRAMUSCUL :
AR amiodarone oral 1
ZYPREXA ORAL 3 MO; QL tablet 400 mg
TABLET 10 MG, (30 per 30 BETA.PACE AT ) MO
2.5 MG, 5 MG, 7.5 days) dofetilide 1 MO
MG flecainide 1 MO
ZYPREXA ORAL 4 MO; QL mexiletine 1 MO
TABLET 15 MG, (30 per 30 MULTAQ 3 MO
20 MG days)
pacerone oral tablet 1 MO
RELPREVV per 28 days) 400 mg
INTRAMUSCUL I MO
AR SUSPENSION propafenone
FOR quinidine gluconate 1 MO
RECONSTITUTI oral
ON 210 MG quinidine sulfate 1 MO
ZYPREXA ZYDIS 3 MO; QL oral tablet
ORAL (30 per 30 RYTHMOL SR 3 MO
TABLET,DISINT days) sorine oral tablet 1 MO
EGRATING 10 120 mg, 160 mg, 80
MG, 5 MG mg
ZYPREXA ZYDIS 4 MO; QL sorine oral tablet 1
TABLET,DISINT days) ol I
EGRATING 15 sotalol af
MG, 20 MG sotalol oral 1 MO
SOTYLIZE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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TIKOSYN 3 MO benazepril- 1 MO
ANTIHYPERTE hydrochlorothiazide
NSIVE BENICAR 3 ST; MO
THERAPY BENICAR HCT 3 ST; MO
acebutolol 1 MO betaxolol oral 1 MO
ALDACTAZIDE 3 MO BIDIL 3 MO;QL
ORAL TABLET (180 per 30
25-25 MG days)
ALDACTONE 3 MO bisoprolol fumarate 1 MO
aliskiren 1 MO bisoprolol- 1 MO
ALTACE 3 MO hydmch@rothiazide
amiloride 1 MO bumetanide 1 MO
amiloride- 1 MO BYSTOLIC 3 MO
hydrochlorothiazide candesartan 1 MO
amlodipine 1 MO candesartan- 1 MO
amlodipine- 1 MO hydrochlorothiazid
benazepril captopril 1 MO
amlodipine- 1 MO CARDIZEM CD 3 MO
olmesartan CARDIZEM LA 3 MO
amlodipine- 1 MO CARDIZEM 3 MO
valsartan ORAL TABLET
amlodipine- 1 MO 120 MG, 30 MG,
valsartan-hcthiazid 60 MG
ATACAND 3 ST; MO CARDURA 3 ST; MO;
: ORAL TABLET 1 QL (30 per
ATA??ND Her ? i}(’)MO MG, 2 MG, 4 MG 30 days)
arenoro CARDURA 3 ST, MO;
atenolol- I MO ORAL TABLET 8 QL (60 per
chlorthalidone MG 30 days)
AVALIDE 3 ST;MO CARDURA XL 3 ST; MO;
AVAPRO 3 ST; MO QL (30 per
AZOR 3 ST; MO 30 days)
benazepril 1 MO CAROSPIR 3 MO
cartia xt 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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carvedilol 1 MO diltiazem hcl oral 1
carvedilol phosphate 1 MO tablet extended
chlorthalidone oral 1 MO release 24 hr 180

mg, 240 mg, 300
tablet 25 mg, 50 mg

mg, 360 mg, 420 mg
clonidine 1 MO; QL (4 -

dilt-xr 1 MO

per 28 days)
clonidine hcl oral 1 MO DIOVAN . ST, MO
tablet DIOVAN HCT 3 ST; MO
CONJUPRI MO DIURIL 3 MO
COREG CR MO doxazosin oral 1 MO; QL
CORGARD MO tablet 1 mg, 2 mg, 4 (30 per 30
ORAL TABLET mE days)
20 MG, 40 MG doxazosin oral 1 MO; QL
COZAAR 3 ST- MO tablet 8 mg (60 per 30
’ days)

DEMSER 4 PA; MO DYRENIUM 3 MO
D.II.BENZYLINE 4 PA; MO EDARBI > MO
diltiazem hcl oral 1 MO EDARBYCLOR > MO
capsule,extended
release 12 hr EDECRIN 3 MO
diltiazem hel oral 1 MO enalapril maleate 1 MO
capsule,extended enalapril- 1 MO
release 24 hr 360 hydrochlorothiazide
mg, 420 mg eplerenone 1 MO
diltiazlem hel ZI’” Zl 1 MO ethacrynic acid 1 MO
capsule,extende :
release 24hr 120 EXFORGE > ST, MO
mg, 180 mg, 240 EXFORGE HCT 3 ST; MO
mg, 300 mg felodipine 1 MO
diltiazem hcl oral 1 MO fosinopril 1 MO
tablet fosinopril- 1 MO
diltiazem hcl oral 1 MO hydrochlorothiazide
ta?lef egfezdeg FUROSCIX 4 ST
release 24 hr 120 mg furosemide injection 1 MO

solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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furosemide oral 1 MO losartan 1 MO
solution 10 mglml, losartan- 1 MO
40 mgl5 ml (8 hydrochlorothiazide
mglml) LOTENSIN 3 MO
furosemide oral 1 MO ORAL TABLET
tablet 10 MG, 20 MG, 40
hydralazine oral 1 MO MG
hydrochlorothiazide 1 MO LOTREL ORAL 3 MO
HYZAAR 3 ST;MO CAPSULE 10-20
: ; MG, 10-40 MG, 5-
indapamide 1 MO 10 MG, 520 MG
INDERAL LA 3 MO at=im la 1 MO
INNOPRAN XL 3 MO
metolazone 1 MO
INSPRA . MO metoprolol 1 MO
irbesartan 1 MO succinate
irbesartan- 1 MO metoprolol ta- 1 MO
hydrochlorothiazide hydrochlorothiaz
isosorbide- 1 MO; QL metoprolol tartrate 1 MO
hydralazine (180 per 30 oral
: — days) metyrosine 4 PA; MO
isradipine MO MICARDIS 3  ST:MO
I;Iﬁ;?\%g]ljs © 3 MO MICARDIS HCT 3 ST; MO
KATERZIA 3 MO MINIPRESS 3 MO
KERENDIA > PA: QL (30 minoxidil oral 1 MO
per,30 days) moexipril 1 MO
labetalol oral 1 MO nadolol 1 MO
LASIX 3 MO nebivolol 1 MO
LEVAMLODIPIN MO nicardipine oral 1 MO
E nifedipine oral 1 MO
lisinopril 1 MO tablet extended
lisinopril- 1 MO rejleafe'
hydrochlorothiazide ”’/; eldlp ne OZ?Id 1 MO
tablet extende
Iélo{iIiESSOR > MO release 24hr

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going 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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nimodipine 1 MO prazosin 1 MO
nisoldipine 1 MO PROCARDIA XL 3 MO
NORLIQVA 3 MO propranolol oral 1 MO
NORVASC 3 MO QBRELIS 3 MO
NYMALIZE 4 quinapril 1 MO
ORAL SYRINGE ramipril 1 MO
60 MG/10 ML SOAANZ 3 ST; MO
olmesarian ! MO spironolactone 1 MO
olmesartan- 1 MO -

.. - spironolacton- 1 MO
amlodipin-hcthiazid .

hydrochlorothiaz
drocomothiazide SULAR ORAL  [RESI MO
Y TABLET

ORENITRAM 4 PA; MO EXTENDED
MONTH 1 RELEASE 24 HR
TITRATION KT 17 MG, 34 MG, 8.5
ORENITRAM 4 PA; MO MG
MONTH 2 taztia xt 1 MO
TITRATION KT TEKTURNA 3 MO
ORENITRAM 4 PA; MO relmisart 1 MO
MONTH 3 elmisartan
TITRATION KT telmisartan- 1 MO
ORENITRAM 3 PA;MO amlodipine
ORAL TABLET telmisartan- 1 MO
EXTENDED hydrochlorothiazid
RELEASE 0.125 TENORETIC 100 3 MO
MG TENORETIC 50 3 MO
ORENITRAM 4 PA; MO TENORMIN 3 MO
ORAL TABLET terazosin oral 1 MO; QL
EXTENDED le 1 5 (30 30
RELEASE 0.25 R g p)er
MG, 1 MG, 2.5 g ays
MG, 5 MG terazosin oral 1 MO; QL
perindopril 1 MO capsule 10 mg (60 per 30
erbumine days)
phenoxybenzamine 4 PA; MO T.HALITONE > MO
pindolol 1 MO tiadylt er 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
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TIAZAC 3 MO COAGULATION
timolol maleate oral 1 MO THERAPY
TOPROL XL 3 MO ARIXTRA 4 MO
torsemide oral 1 MO SSBCUTéNIEOU
trandolapril 1 MO M G%(l){g\ll\/llf 50
trandolapril- 1 MO MG/0.4 ML, 7.5
verapamil MG/0.6 ML
treprostinil sodium 4 PA; MO; ARIXTRA 3 MO
LA SUBCUTANEOU
triamterene 1 MO S SYRINGE 2.5
triamterene- 1 MO MG/0.5 ML
hydrochlorothiazid aspirin- 1 MO
TRIBENZOR 3 ST;MO dipyridamole
UPTRAVI ORAL 4  PA;MO; BRILINTA 2 MO
LA CABLIVI 4 PA; LA

VALSARTAN 4  ST; MO INJECTION KIT
ORAL cilostazol 1 MO
SOLUTION clopidogrel oral 1 MO; QL
valsartan oral tablet 1 MO tablet 75 mg (30 per 30
valsartan- 1 MO days)
hydrochlorothiazide dabigatran etexilate 1 MO
VASERETIC 3 MO dipyridamole oral 1 MO
VASOTEC 3 MO DOPTELET (10 4 PA; MO;
verapamil oral 1 MO TAB PACK) LA
VERELAN 3 MO DOPTELET (15 4 PA; MO;
VERELAN PM 3 MO TDA];;)AEKT) - . Li
ZESTORETIC 3 MO Do c%)( MO
ZESTRIL 3 MO

EFFIENT 3 MO
ZIAC MO ELIQUIS 2 MO

ELIQUIS DVT-PE 2 MO

TREAT 30D

START

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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enoxaparin 1 MO; QL FRAGMIN 4 MO
subcutaneous (28 per 28 SUBCUTANEOU
syringe 100 mglml, days) S SYRINGE
150 mgiml 10,000 ANTI-XA
enoxaparin 1 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 S£€¥/§6N1T/IILXA
subcutaneous | (espezs  ISO0ANTEXA
syringe 30 mgl0.3 da};s) UNIT/0.72 ML,
mi. 60 mgl0.6 ml 7,500 ANTI-XA
’ - UNIT/0.3 ML
St O Y T
syringe 40 mgl0.4 days) SUBCUTANEOU
ol S SYRINGE 2,500
ANTI-XA
fondaparinux 4 MO UNIT/0.2 ML
subcutaneous 5,000 ANTI-X’A
syringe 10 mgl0.8 UNIT/0.2 ML
Z; /3?5104 mi, 7.3 }'ze'par{'n ( porci.ne ) 1 MO
: injection solution
fondaparinux 1 MO “antoven MO
subcutaneous
syringe 2.5 mgl0.5 LOVENOX 3 MO; QL
ml SUBCUTANEOU (28 per 28
FRAGMIN 4 MO 18\/188511\{/1111,\] (1};:6100 days)
SUBCUTANEOU MG/ML,
S SOLUTION
25,000 ANTI-XA LOVENOX 3 MO; QL
UNIT/ML SUBCUTANEOU (22.4 per 28
S SYRINGE 120 days)
MG/0.8 ML, 80
MG/0.8 ML
LOVENOX 3 MO; QL
SUBCUTANEOU (16.8 per 28
S SYRINGE 30 days)
MG/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
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LOVENOX 3 MO; QL amlodipine- 1 MO; QL
SUBCUTANEOU (11.2 per 28 atorvastatin (30 per 30
S SYRINGE 40 days) days)
MG/0.4 ML ANTARA ORAL 3 MO
MULPLETA 4 PA; MO CAPSULE 90 MG
pentoxifylline 1 MO atorvastatin 1 MO; QL
PLAVIX ORAL 3 MO; QL (30 per 30
TABLET 75 MG (30 per 30 days)
days) CADUET 3 ST; MO:;
PRADAXA ORAL 3 PA; MO QL (30 per
CAPSULE 30 days)
PRADAXA ORAL 4 PA chqlest yramine 1 MO
PELLETS IN (with sugar ) oral
PACKET powder in packet
prasugrel 1 MO cholestyramiffte light 1
PROMACTA 4 PA;MO; oral powder in
LA packet
SAVAYSA 3 PA- MO colesevelam 1 MO
— COLESTIDORAL 3 MO
TAVALISSE 4 g?, (%()Aéer PACKET
30 days) COLESTIDORAL 3 MO
warfarin 1 MO TABLET
XARELTO 5 MO colestipol oral 1 MO
packet
i)(]? ?&E};? ]3%\[/)T- 2 MO colestipol oral tablet 1 MO
START CRESTOR 3 ST; MO;
ZONTIVITY 3 MO QL (30 per
30 days)
LITELLINCI 8 (AEIESs EZALLOR 3 ST;MO;
TEROL SPRINKLE QL (30 per
LOWERING 30 days)
AGENTS ezetimibe 1 MO
ALTOPREV 4 ST; MO; ezetimibe- 1 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
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fenofibrate 1 MO LESCOL XL 3 ST; MO;
micronized oral QL (30 per
capsule 130 mg, 134 30 days)
qug’ 200 mg, 43 mg, LIPITOR 3 ST; MO;
mg QL (30 per
FENOFIBRATE 3 MO 30 days)
MIiRONTZED LIPOFEN MO
g)ORMé CAPSULE LIVALO ST; MO;
QL (30 per
fenofibrate 1 MO 30 days)
nanocrystallized LOPID 3 MO
g]liNAngil;?SfE < MO lovastatin oral 1 MO; QL
Fenofibrate ord 1 Vo tablet 10 mg (30 per 30
days)
tablet' E— lovastatin oral 1 MO; QL
J;e’zw;lb”j acid 1 MO tablet 20 mg, 40 mg (60 per 30
choline days)
FENOGLIDE MO LOVAZA 3 ST;MO
FLOLIPID ST: MO; NEXLETOL 2 PA;MO
?OL dSyOS(; pet NEXLIZET 2 PA;MO
Tuvastatin oral 1 MO: QL niacin oral tablet 1 MO
’ 500 mg
capsule 20 mg (30 per 30
days) niacin oral tablet 1 MO
Sfluvastatin oral 1 MO; QL Z;ctended release 24
capsule 40 mg (60 per 30
days) NIACOR 3 MO
fluvastatin oral 1 MO; QL omega-3 acid ethyl 1 MO
tablet extended (30 per 30 esters
release 24 hr days) PRALUENT PEN 3 PA; QL (2
gemfibrozil 1 MO per 28 days)
icosapent ethyl 1 MO pravastatin 1 MO; QL
JUXTAPID ORAL 4  PA; MO; S 0 p)er 30
CAPSULE 10 MG, LA ays
20 MG, 30 MG, 5 prevalite oral 1 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
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QUESTRAN 3 MO ZETIA 3 MO
LIGHT ZOCOR ORAL 3 ST;MO;
QUESTRAN 3 MO TABLET 10 MG, QL (30 per
ORAL POWDER 20 MG, 40 MG 30 days)
REPATHA 2 PA; QL (6 ZYPITAMAG 3 ST; MO;
per 28 days) QL (30 per
REPATHA 2 PA;QL(7 30 days)
PUSHTRONEX per 28 days) MISCELLANEO
REPATHA 2 PA; QL (6 US
SURECLICK per 28 days) CARDIOVASCU
rosuvastatin 1 MO; QL LAR AGENTS
(30 per 30 ASPRUZYO 3 MO
days) SPRINKLE
ROSZET 3 ST;MO; CAMZYOS 4  PA; MO;
QL (30 per QL (30 per
30 days) 30 days)
simvastatin 1 MO; QL CORLANOR 7 QL (450 per
(30 per 30 ORAL 30 days)
days) SOLUTION
TRICOR 3 MO CORLANOR 2 MO;QL
TRILIPIX 3 MO ORAL TABLET (60 per 30
VASCEPA 3 ST;MO days)
VYTORIN 10-10 3 ST; MO; digoxin oral 1 MO
QL (30 per ENTRESTO 2 MO:; QL
30 days) (60 per 30
VYTORIN 10-20 3 ST; MO; days)
QL (30 per FILSPARI 4 PA; MO;
30 days) QL (30 per
VYTORIN 10-40 3 ST; MO; 30 days)
QL (30 per LANOXIN ORAL 3 MO
30 days) ranolazine 1 MO
VYTORIN 10-80 3 ST; MO; VECAMYL 4
QL (30 per VERQUVO 2 MO;QL
30 days)
(30 per 30
WELCHOL 3 MO days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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VYNDAMAX 4 PA; MO calcipotriene scalp 1 MO; QL
VYNDAQEL 3 PA;MO (120 per 30
NITRATES days)
calcipotriene topical 1 MO; QL
ISORDIL 4 MO cream (120 per 30
ISORDIL 3 MO days)
TITRADOSE CALCIPOTRIEN 3 QL (120 per
ORAL TABLET 5 E TOPICAL 30 days)
MG FOAM
isosorbide dinitrate 1 MO calcipotriene topical 1 MO: QL
oral tablet ointment (120 per 30
isosorbide 1 MO days)
mononitrate calcipotriene- 1 MO; QL
nitro-bid 1 MO betamethasone (400 per 30
NITRO-DUR 3 MO days)
nitroglycerin 1 MO calcitriol topical 1
sublingual COSENTYX (2 4 PA; MO;
nitroglycerin 1 MO SYRINGES) QL (10 per
transdermal patch 28 days)
24 hour COSENTYX PEN 4 PA; MO;
nitroglycerin 1 MO (2 PENS) QL (10 per
translingual 28 days)
NITROLINGUAL 3 MO ggggﬁ%ﬁému 4 g/;; (1;/1?5
.5 per
NITROSTAT S MO S SYRINGE 75 28 days)
DERMATOL MG/0.5 ML
OGICALS/TO ENSTILAR 4 MO; QL
PICAL (400 per 30
THERAPY days)
ILUMYA 4 PA; MO;
ANTIPSORIATI QL (2 per
Cl 28 days)
ANTISEBORRH selenium sulfide 1 MO
EIC topical lotion
acitretin 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
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SILIQ 4 PA; MO; TREMFYA 4 PA; MO;
QL (6 per QL (2 per
28 days) 28 days)
SKYRIZI 4 PA; MO; VECTICAL 3
SUBCUTANEOU QL (2 per VTAMA PA; MO
:Izzilgj ECTOR . iidii Sc)) ZORYVE 3 PA;MO
SUBCUTANEOU QL (2 per MISCELLANEO
S SYRINGE 150 28 days) e
MG/ML DERMATOLOG
SORILUX 3 MO; QL ICALS
(120 per 30 ADBRY 4 PA; MO;
days) QL (6 per
SOTYKTU 4  PA;MO 28 days)
STELARA 4 PA; MO: ammonium lactate 1 MO
INTRAVENOUS QL (104 per CARAC 4 MO
180 days) CIBINQO 4 PA; MO:;
STELARA 4 PA; MO; QL (30 per
SUBCUTANEOU QL (0.5 per 30 days)
S SOLUTION 28 days) CONDYLOX 3 MO
STELARA 4 PA; MO; TOPICAL GEL
SUBCUTANEOU QL (0.5 per diclofenac sodium 1 PA; MO;
S SYRINGE 45 28 days) topical gel 3 % QL (100 per
MG/0.5 ML 28 days)
STELARA 4 PA; MO; doxepin topical 1 MO:; QL
SUBCUTANEOU QL (1 per (45 per 30
S SYRINGE 90 28 days) days)
MG/ML DUPIXENT 4 PA; MO;
TACLONEX 4  MO;QL SUBCUTANEOU QL (4.56
(400 per 30 S PEN INJECTOR per 28 days)
days) 200 MG/1.14 ML
TALTZ 4  PA;MO; DUPIXENT 4 PA;MO;
AUTOINJECTOR QL (1 per SUBCUTANEOU QL (8 per
28 days) S PEN INJECTOR 28 days)
TALTZ SYRINGE 4 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 4 PA; MO:; lidocaine hcl mucous MO
SYRINGE QL (1.34 membrane solution
SUBCUTANEOU per 28 days) 4% (40 mgiml)
S SYRINGE 100 lidocaine topical PA; MO:;
MG/0.67 ML adhesive QL (90 per
DUPIXENT 4 PA; MO; patch,medicated 5 30 days)
SUBCUTANEOU QL (4.56 %
S SYRINGE 200 per 28 days) lidocaine topical MO; QL
MG/1.14 ML ointment (36 per 30
DUPIXENT 4 PA; MO; days)
SUBCUTANEOU QL (8 per lidocaine viscous MO
5 SYRINGE 300 28 days) lidocaine-prilocaine MO; QL
MG/2 ML :
topical cream (30 per 30
EFUDEX 3 MO days)
TOPICAL LIDODERM PA; MO;
CREAM
QL (90 per
ELIDEL 3 PA; MO; 30 days)
QL (100 per
methoxsalen MO
30 days)
EUCRISA 3 PA; MO; OPZELURA PA; MO;
QL (240 per
QL (120 per 28 days)
30 days) Y
FLUOROURACI 4 MO PANRETIN PA; MO
L TOPICAL pimecrolimus PA; MO:;
CREAM 0.5 % QL (100 per
Sfluorouracil topical 1 MO 30 days)
cream 5 %% PLIAGLIS PA; QL (30
Sfluorouracil topical 1 MO : per 30 days)
solution podofilox MO
HYFTOR 4 PA prudoxin MO; QL
imiquimod topical 4 MO (45 per 30
cream in metered- days)
dose pump REGRANEX MO; QL
— . (15 per 30
imiquimod topical 1 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 2 MO; QL adapalene topical 1 PA
(180 per 30 swab
days) adapalene-benzoyl 1 PA; MO
SILVADENE 3 MO peroxide
silver sulfadiazine 1 MO AKLIEF 3 PA; MO
ssd 1 MO ALTRENO 3 PA; MO
tacrolimus topical 1 PA; MO; amnesteem 1
QL (100 per AMZEEQ 3 MO
30 days) ARAZLO 3 PA;MO
VALCHLOR 4 PA; MO ATRALIN 3 PA. MO
ZONALON 3 ?;[50 1’96?13:0 avita topical cream 1 PA; MO
days) azelaic acid 1 MO
ZTLIDO 3 PA; MO; AZELEX 3 MO
QL (90 per BENZAMYCIN 3 MO
30 days) brimonidine topical 1 PA; MO
ZYCLA;RA 4 MO claravis 1
TOPICAL CLEOCINT 3 MO; QL
CREAM IN
METERED-DOSE TOPICAL (120 per 30
onox s
clindacin per
THERAPY FOR
30d
ACNE I ‘ ays)
clindacin etz topical 1 MO; QL
ABSORICA 4 swab (69 per 30
ABSORICA LD 4 days)
ACANYA 3 MO CLINDAGEL 4 MO; QL
TOPICAL GEL (150 per 30
WITH PUMP days)
accutane 1 clindamycin 1 QL (100 per
ACZONE 3 MO phosphate topical 30 days)
adapalene topical 1 PA; MO jo.am ,
cream clindamycin 1 MO; QL
hosphate topical 120 30
adapalene topical 1 PA; MO ZreIOSp e topred El ays)per

gel 0.3 %

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.

This drug list was updated in August 2023.
71



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

clindamycin 1 MO; QL erythromycin with 1 MO

phosphate topical (120 per 30 ethanol topical

lotion days) solution

clindamycin 1 MO; QL erythromycin- 1 MO

phosphate topical (120 per 30 benzoyl peroxide

solution days) FABIOR 3 PA; MO

clindamycin 1 MO; QL FINACEA 3 ST: MO

phosphate topical (60 per 30 Sotrelinoin 1

swab days) : . :

clindamycin-benzoyl 1 MO ivermectin topical : MO; QL

. . cream (60 per 30

peroxide topical gel days)

clzndam ycm-.benzo vl 1 MO METROCREAM ST: MO

peroxide topical gel

with pump 1.2-2.5 % METROGEL ST; MO

clindamycin- 1 PA; MO ;£OPICAL GEL 1

tretinoin ’

dapsone topical 1 MO METROLOTION : ST

DIFFERIN 3 PA- MO metronidazole 1 MO

TOPICAL ’ topical cream

CREAM metronidazole 1 MO

DIFFERIN 3 PA; MO topical gel

TOPICAL GEL metronidazole 1 MO

WITH PUMP topical lotion

DIFFERIN 3  PA;MO MIRVASO 3 PAIMO

TOPICAL neuac 1 MO

LOTION NORITATE 4  ST; MO

EPIDUO FORTE 3 PA; MO ONEXTON 3 MO

EPIDUO 3 PA TOPICAL GEL

TOPICAL GEL WITH PUMP

WITH PUMP RETIN-A 3 PA;MO

EPSOLAY 3 ST;MO RETIN-A MICRO 3 PA;MO

ery pads 1 MO TOPICAL GEL

erygel 1 MO 0.04 %, 0.1 %

erythromycin with 1 MO

ethanol topical gel

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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RETIN-A MICRO 3 PA; MO KLARON 3 MO
TOPICAL GEL mafenide acetate 1 MO
WITH PUMP 0.06 —
o o mupirocin 1 MO; QL
Y0, 0.08 %
(44 per 30
RHOFADE PA; MO days)
SOOLANTRA ST; MO; mupirocin calcium 1 MO; QL
QL (60 per (30 per 30
30 days) days)
tazarotene topical 1 PA; MO NEO-SYNALAR 3 MO
cream sulfacetamide 1 MO
TAZARAOTENE 3 PA sodium (acne)
TOPICAL FOAM SULFAMYLON 3 MO
tazarotene topical 1 PA; MO TOPICAL
gel CREAM
TAZORAC 3 PA; MO
tretinoin 1 PA; MO
' h topical
Z,Zlc rosphieres fopiea ciclopirox topical 1 MO; QL
— - cream (90 per 28
tretinoin topical 1 PA; MO days)
TWYNEO 3 PA; MO ciclopirox topical 1 MO; QL
VELTIN 3 PA gel (100 per 28
WINLEVI 3 PA;MO days)
enatane 1 ciclopirox topical 1 MO; QL
7IANA 3 PA shampoo (120 per 28
d
Z1LXI 3 ST; MO — , 4ys)
ciclopirox topical 1 MO; QL
solution (6.6 per 28
days)
ciclopirox topical 1 MO; QL
ALTABAX 3 MO; QL suspension (60 per 28
(30 per 30 days)
days) clotrimazole topical 1 MO; QL
gentamicin topical 1 MO; QL cream (45 per 28
(60 per 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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clotrimaczole topical 1 MO; QL LOPROX 3 MO; QL
solution (30 per 28 TOPICAL (120 per 28
days) SHAMPOO days)
clotrimazole- 1 MO; QL LULICONAZOLE 3 MO; QL
betamethasone (45 per 28 (60 per 28
topical cream days) days)
clotrimazole- 1 MO; QL LUZU 3 MO; QL
betamethasone (60 per 28 (60 per 28
topical lotion days) days)
econazole 1 MO; QL naftifine topical 1 MO; QL
(85 per 28 cream (60 per 28
days) days)
ERTACZO 3 MO; QL naftifine topical gel 1 MO; QL
(60 per 28 2% (60 per 28
days) days)
EXELDERM 3 MO; QL NAFTIN 3 MO; QL
(60 per 28 TOPICAL GEL (60 per 28
days) days)
JUBLIA 3 MO; QL (8 nyamyc 1 MO; QL
per 30 days) (180 per 30
KERYDIN 3 MO;QL days)
(10 per 30 nystatin topical 1 MO; QL
days) cream (30 per 28
ketoconazole topical 1 MO; QL days)
cream (60 per 28 nystatin topical 1 MO; QL
days) ointment (30 per 28
ketoconazole topical 1 MO; QL days)
foam (100 per 28 nystatin topical 1 QL (180 per
days) powder 30 days)
ketoconazole topical 1 MO; QL nystatin- 1 MO; QL
shampoo (120 per 28 triamcinolone (60 per 28
days) days)
ketodan 1 MO; QL nystop 1 MO; QL
(100 per 28 (180 per 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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oxiconazole 1 MO; QL
(90 per 28
days)
OXISTAT 3 QL (90 per ,
ala-cort topical 1 MO
EgngL 28 days) cream 1 %
OXISTAT 3 MO: QL ala-cort topical 1
° 0,
TOPICAL (60 per 28 cream 2.5 7%
LOTION days) ALA-SCALP 3 MO
tavaborole 1 MO; QL alclometasone 1 MO
(10 per 30 amcinonide topical 1 MO
days) lotion
apexicon e 1 MO; QL
(120 per 30
days
acyclovir topical 1 PA; MO; ys)
cream QL (5 per betamethasone 1 MO
30 days) dipropionate
acyclovir topical 1 PA; MO; be;am ethasone 1 MO
ointment QL (30 per vaierate
30 days) betamethasone, 1 MO
DENAVIR 3 MO;QL(5 augmented
per 30 days) BRYHALI MO
penciclovir 1 MO; QL (5 CAPEX MO
per 30 days) clobetasol scalp MO; QL
XERESE 4 MO (100 per 28
ZOVIRAX 3 PA; MO; days)
TOPICAL QL (5 per clobetasol topical 1 MO; QL
CREAM 30 days) cream (120 per 28
ZOVIRAX 3 PA; MO; days)
TOPICAL QL (30 per clobetasol topical 1 MO; QL
OINTMENT 30 days) foam (100 per 28
days)
clobetasol topical 1 MO; QL
gel (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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clobetasol topical 1 MO; QL CORDRAN 3 MO; QL
lotion (118 per 28 TOPICAL (120 per 30
days) CREAM 0.05 % days)
clobetasol topical 1 MO; QL CORDRAN 3 MO; QL
ointment (120 per 28 TOPICAL (120 per 30
days) LOTION days)
clobetasol topical 1 MO; QL DERMA- 3 MO
shampoo (236 per 28 SMOOTHE/FS
days) SCALP OIL
clobetasol topical 1 MO; QL desonide 1 MO
spray,non-aerosol (125 per 28 DESOWEN 3
days) TOPICAL
clobetasol-emollient 1 MO; QL CREAM
topical cream él 20 )per 28 desoximetasone 1 MO
ays
desrx 1 MO
clobetasol-emollient 1 MO; QL . :
topical foam (100 per 28 diflorasone ! MO; QL
days) ((11 20 )per 30
ays
CLOBEX 3 QL (118 per
TOPICAL 28 days) DIPROLENE 3 MO
LOTION (AUGMENTED)
TOPICAL
per
DUOBRII 3 MO; QL
SHAMPOO days) ’
(200 per 30
CLOBEX 3 MO; QL days)
gl?lficﬁj(AlﬁON- 8121255)per 28 fluocinolone and 1 MO
AER OSbL y shower cap
locortolone 1 MO fluocinolone topical 1 MO
pivalate cream
lodan 1 MO: QL fluocinolone topical 1 MO
(236 per 28 ointment
days) fluocinolone topical 1 MO
CLODERM MO solution
CORDRAN TAPE MO fluocinonide 1 MO; QL
LARGE ROLL (120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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fluocinonide- 1 MO; QL hydrocortisone 1 MO
emollient (120 per 30 topical lotion 2.5 %

days) hydrocortisone 1 MO
flurandrenolide 1 MO; QL topical ointment 1
topical cream (120 per 30 %, 2.5 %

days) hydrocortisone 1 MO
flurandrenolide 1 MO; QL valerate
topical lotion (120 per 30 IMPEKLO 3 MO; QL

days) (136 per 28
fluticasone 1 MO days)
propionate topical KENALOG 3 MO: QL
halcinonide 1 MO TOPICAL (126 per 28
halobetasol 1 MO days)
propionate topical LEXETTE MO
cream LOCOID MO; QL
HALOBETASOL 3 MO LIPOCREAM (120 per 30
PROPIONATE days)
TOPICAL FOAM LOCOID 3 MO; QL
halobetasol 1 MO TOPICAL (118 per 30
propionate topical LOTION days)
ointment mometasone topical 1 MO
HALOG 3 MO OLUX-E 3 MO:;QL
hydrocortisone 1 MO; QL (100 per 28
butyrate topical (120 per 30 days)
cream days) PANDEL MO
hydrocortisone 1 MO; QL SYNALAR MO
butyrate topical (118 per 30 TOPICAL
lotion days) CREAM
hydrocortisone 1 MO; QL SYNALAR 3 MO
butyrate topical (120 per 30 TOPICAL
ointment days) SOLUTION
hydrocortisone 1 MO; QL TEXACORT MO
bulty[r.ate topical Ei 120 )per 30 TOPICORT MO
solution ays TOPICAL
hydrocortisone 1 MO CREAM

topical cream 1 %%

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TOPICORT 3 MO TOPICAL
TOPICAL GEL SCABICIDES /
TOPICORT 3 MO PEDICULICIDE
TOPICAL S
(()/)OINTMENT 0.05 crotan 1 MO
TOPICORT 3 MO malathion 1 MO
TOPICAL NATROBA 3 MO
SPRAY,NON- OVIDE 3 MO
AEROSOL permethrin 1 MO; QL
tovet emollient 1 MO; QL (60 per 30
(100 per 28 days)
days) spinosad 1 MO
triamcinolone 1 MO; QL
acetonide topical (126 per 28 LG NORILE
aerosol days) S/
triamcinolone 1 MO MISCELLAN
acetonide topical EOUS
cream AGENTS
e MISCELLANEO
lotion US AGENTS
triamcinolone 1 MO acamprosate 1 MO
acetonide topical AGRYLIN 3 MO
ointment anagrelide 1 MO
trianex ! ARALAST NP 4 PA;MO:;
triderm topical 1 MO INTRAVENOUS LA
cream RECON SOLN
tritocin 1 1,000 MG
ULTRAVATE 4 MO AURYXIA 4  PA;MO
TOPICAL BUPHENYL 4 PA
LOTION CARBAGLU 4 PA; MO;
VANOS 4 MO; QL LA
Eil 20 per 30 carglumic acid PA
4ys) CARNITOR 3 MO
VERDESO 3 MO

ORAL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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cevimeline 1 MO dextrose 5 % in 1 MO
CHEMET P PA water (d5w)
CLINIMIX 3 PA intravenous
4.25%/D5W piggyback
SULFIT FREE dextrose 5%4-0.2 %% 1
CLINIMIX E 3 PA sod chloride
2 .75%/D5W SULF disulfiram oral 1 MO
FREE tablet 250 mg
CUVRIOR 4  PA;LA disulfiram oral 1
d10 %-0.45 %4 I MO tablet 500 mg
sodium chloride droxidopa 4 PA; MO
d2.5 %-0.45 % 1 ENDARI 4  PAMO
sodium chloride EVOXAC 3 MO
d5 % and 0.9 % 1 MO EXJADE 4 PA; MO;
sodium chloride LA
d5 %6-0.45 % sodium 1 MO EXSERVAN 4 PA
chloride FERRIPROX (2 4 PA
deferasirox oral 4 PA; MO TIMES A DAY)
granules in packet FERRIPROX 4 PA
deferasirox oral 4 PA; MO ORAL
tablet 180 mg, 360 SOLUTION
mg FERRIPROX 4 PA
deferasirox oral 1 PA; MO ORAL TABLET
tablet 90 mg 500 MG
deferasirox oral 1 PA; MO FOSRENOL 3 MO; QL
tablet, dispersible ORAL POWDER (135 per 30
125 mg IN PACKET 1,000 days)
deferasirox oral 4 PA; MO MG
tablet, dispersible FOSRENOL 3 MO; QL
250 mg, 500 mg ORAL POWDER (180 per 30
deferiprone 4 PA: MO IN PACKET 750 days)
dextrose 10 % and 1 MG
0.2 % nacl FOSRENOL 3 MO; QL

: ORAL (135 per 30

0

de’;’m;ZIIOO 7 n I TABLET.CHEWA days)
water (a1UW BLE 1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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FOSRENOL 3 MO; QL OXBRYTA ORAL 4 PA; MO;
ORAL (270 per 30 TABLET 300 MG LA; QL
TABLET,CHEWA days) (150 per 30
BLE 500 MG days)
FOSRENOL 3 MO; QL OXBRYTA ORAL 4 PA; MO;
ORAL (180 per 30 TABLET 500 MG LA; QL (90
TABLET,CHEWA days) per 30 days)
BLE 750 MG OXBRYTAORAL 4  PA; MO;
GLASSIA 4 PA; MO; TABLET FOR LA; QL

LA SUSPENSION (150 per 30
INCRELEX 4  MO; LA days)
JADENU 4 PA: MO PHEBURANE 4 PA; MO
JADENU 4 PA: MO pilocarpine hel oral 1 MO
SPRINKLE PROLASTIN-C 4 PA; LA
lanthanum oral 1 MO; QL PYRUKYND 4 PA; LA;
tablet,chewable (135 per 30 ORAL TABLET QL (56 per
1,000 mg days) 20 MG, 5 MG (4- 28 days)
lanthanum oral 1 MO; QL WEEK PACK), 50
tablet,chewable 500 (270 per 30 MG
mg days) PYRUKYND 4 PA; LA;
lanthanum oral 1 MO; QL ORAL TABLET 5 QL (7 per
tablet,chewable 750 (180 per 30 MG 180 days)
mg days) PYRUKYND 4 PA; LA;
levocarnitine (with 1 MO ORAL QL (14 per
sugar) TABLETS,.DOSE 180 days)
levocarnitine oral 1 MO PACK
tablet RAVICTI 4 PA; MO
LITHOSTAT 3 RENAGEL ORAL 3 MO
L R—
midodrine S VO POWDER IN (180 per 30
nitisinone 4 PA; MO PACKET 0.8 days)
NITYR 3 PA; MO; GRAM
LA

NORTHERA 4 PA; MO
ORFADIN 4 PA; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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RENVELA ORAL 4 MO; QL sodium polystyrene 1 MO
POWDER IN (90 per 30 sulfonate oral
PACKET 2.4 days) powder
GRAM sps (with sorbitol) 1 MO
RENVELA ORAL 4 MO; QL oral
TABLET (270 per 30 SYPRINE 4  PA;MO
days) TAVNEOS 4 PA;LA;
REVCOVI 4 PA; LA QL (180 per
RILUTEK 4 PA; MO 30 days)
riluzole 1 PA; MO THIOLA 4 PA
risedronate oral 1 MO; QL THIOLA EC 4 PA
tablet 30 mg (30 per 30 TIGLUTIK 4 PA
SALAGEN 3 (li/E[lZ)S) tiopronin 4 PA; MO
(PILOCARPINE) trientine 4 PA; MO
sevelamer carbonate 1 MO; QL VELPHORO . MO; QL
. (180 per 30
oral powder in (180 per 30
days)
packet 0.8 gram days)
sevelamer carbonate 1 MO; QL VELTASSA 2 MO
oral powder in (90 per 30 XURIDEN 4 PA
packet 2.4 gram days) ZEMAIRA 4 PA; MO:;
sevelamer carbonate 1 MO; QL LA
oral tablet (270 per 30 ZOKINVY 4 PA; LA;
days) QL (120 per
sevelamer hcl 1 MO 30 days)
sodium chloride 0.9 1 MO SMOKING
% intravenous DETERRENTS
piggyback bupropion hcl 1 MO
sodium chloride 1 MO (smoking deter)
irrigation NICOTROL 3 MO
sodiurm 4 PA;MO NICOTROL NS 3 MO
phenylbutyrate oral —
powder varenicline 1 MO
sodium 4 PA
phenylbutyrate 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.
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EAR, NOSE / hydrocortisone- 1 MO
THROAT acetic acid
MEDICATIO ofloxacin otic (ear) 1 MO
NS OTIC STEROID
| ANTIBIOTIC
MISCELLANEO CIPRO HC MO
US AGENTS
CIPRODEX MO; QL
azelastine nasal 1 MO; QL
(7.5 per 7
aerosol,spray (60 per 30 days)

— days) ciprofloxacin- 1 MO; QL
chlorhexidine 1 MO dexamethasone (7.5 per 7
;g;qlz;o]z/c;t;emucous days)

CIPROFLOXACI 3 MO
ipratropium 1 MO; QL N-
bromide nasal (30 per 30 FLUOCINOLON
days) E
olopatadine nasal 1 MO; QL neomycin- 1 MO
(30.5 per 30 polymyxin-he otic
days) (ear)
periogard 1 MO OTOVEL 3 MO
trlamcz.nolone 1 MO ENDOCRINE/
acetonide dental DIABETES
MISCELLANEO
US OTIC ADRENAL
PREPARATION HORMONES
S ACTHAR 4 PA; MO
acetic acid otic 1 MO ALKINDI 3
(ear) SPRINKLE
ciprofloxacin hcl 1 MO ORAL CAPSULE,
otic (ear) SPRINKLE 0.5
DERMOTIC OIL 3 MO MG, 1 MG
flac otic oil 1 MO ALKINDI .
. SPRINKLE
Jluocinolone B MO ORAL CAPSULE,
acetonide oil SPRINKLE 2 MG,
SMG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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CORTEF 3 MO prednisolone sodium 1 MO
CORTROPHIN 4  PA;MO phosphate oral
GEL solution 10 mgl5 ml,
dexabliss 1 20 mgl5 mi (4
mglml), 25 mgl5 ml
dexamethasone oral 1 MO (5 mglml), 5 mg
solution basel5 ml (6.7 mgl5
dexamethasone oral | MO ml)
tablet prednisolone sodium 1 PA; MO
dexamethasone oral 1 MO phosphate oral
tablets,dose pack tablet,disintegrating
EMFLAZA 4 PA; MO; prednisone intensol 1 MO
LA prednisone oral 1 MO
fludrocortisone 1 MO solution
HEMADY 3 MO prednisone oral 1 MO
hydrocortisone oral 1 MO tablet
MEDROL (PAK) 3 MO prednisone oral 1
MEDROLORAL 3 PA;MO Zfﬁ%mzZT?éo
TABLET 16 MG, 2 & (70 pack/, 2 Mg
MG, 4 MG, 8 MG (48 pack)
methylprednisolone 1 PA; MO prednisone oral ! MO
tablets,dose pack 10
oral tablet
: mg, 5 mg
methylprednisolone 1 MO RAYOS 4 MO
oral tablets,dose
pack TAPERDEX 3 MO
llipred oral tablet 1 PA; MO ORAL
fifliprea orar tabre ’ TABLETS,DOSE
ORAPRED ODT 3 PA; MO PACK 1.5 MG (21
prednisolone oral 1 MO TABS), 1.5 MG (49
solution TABS)
TAPERDEX 3
ORAL

TABLETS,DOSE
PACK 1.5 MG (27
TABS)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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TARPEYO 4 PA; QL ALOGLIPTIN- 3 ST; MO;
(120 per 30 METFORMIN QL (60 per
days) 30 days)
ANTITHYROID ALOGLIPTIN- 3 MO; QL
AGENTS PIOGLITAZONE (30 per 30
- ORAL TABLET days)
methimazole oral 1 MO 12.5-30 MG, 25-15
tablet 10 mg, 5 mg MG, 25-30 MG,
propylthiouracil 1 MO 25-45 MG
DIABETES APIDRA 3 ST; MO
THERAPY SOLOSTAR U-100
acarbose oral tablet 1 MO; QL INSULIN
100 mg (90 per 30 APIDRA U-100 3 PA; MO
days) INSULIN
acarbose oral tablet 1 MO; QL BAQSIMI MO
25 mg (360 per 30 BASAGLAR 3 ST; MO
days) KWIKPEN U-100
acarbose oral tablet 1 MO; QL INSULIN
50 mg (180 per 30 BASAGLAR 3 ST; MO
days) TEMPO PEN(U-
ACTOPLUS MET 3 MO; QL 100)INSLN
ORAL TABLET (90 per 30 BYDUREON 2 PA; MO;
15-850 MG days) BCISE QL (4 per
ACTOS 3 MO;QL 28 days)
(30 per 30 BYETTA 2 PA; MO;
days) SUBCUTANEOU QL (2.4 per
ADMELOG 3 ST; MO S PEN INJECTOR 30 days)
SOLOSTAR U-100 10
INSULIN MCG/DOSE(250
ADMELOG U-100 3 PA; MO MCGML) 2.4 ML
INSULIN LISPRO ISEE(T:IT?FANEOU 2 1(’2/;; (1;/153;
.2 per
AFREZZA : MO S PEN INJECTOR 30 days)
alcohol pads 1 5 MCG/DOSE (250
ALOGLIPTIN 3 ST; MO; MCG/ML) 1.2 ML
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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CYCLOSET 3 MO; QL glipizide oral tablet 1 MO; QL
(180 per 30 Smg (240 per 30
days) days)
diazoxide 1 MO glipizide oral tablet 1 MO; QL
DROPSAFE D MO extended release (60 per 30
ALCOHOL PREP 24hr 10 mg days)
PADS glipizide oral tablet 1 MO; QL
DUETACT 3 MO; QL extended release (240 per 30
(30 per 30 24hr 2.5 mg days)
days) glipizide oral tablet 1 MO; QL
FARXIGA ORAL D MO:; QL extended release (120 per 30
TABLET 10 MG (30 per 30 24hr 5 mg days)
days) glipizide-metformin 1 MO; QL
FARXIGA ORAL B MO:; QL oral tablet 2.5-250 (240 per 30
TABLET 5 MG (60 per 30 mg days)
days) glipizide-metformin 1 MO; QL
FIASP 3 ST: MO oral tablet 2.5-500 (120 per 30
FLEXTOUCH U- mg, 5-300 mg days)
100 INSULIN GLUCAGEN 3 ST; MO
FIASP PENFILL 3  ST;MO HYPOKIT
U-100 INSULIN GLUCAGON 3 ST; MO
FIASP U-100 3  PA;MO EMERGENCY
INSULIN KIT (HUMAN)
glimepiride oral 1 MO; QL GLUCOTROL XL 3 MO; QL
tablet 1 mg (240 per 30 ORAL TABLET (60 per 30
days) EXTENDED days)
glimepiride oral 1 MO; QL RELEASE 24HR
tablet 2 mg (120 per 30 10MG
wn”" GuomOR
— : per
f / ’g’;etp ;”de oral ! ?goo : ngo EXTENDED days)
aviet =mg & per RELEASE 24HR
ys) 2.5 MG
glipizide oral tablet 1 MO; QL
10 mg (120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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GLUCOTROL XL 3 MO; QL HUMALOG MIX 2 MO
ORAL TABLET (120 per 30 75-25(U-
EXTENDED days) 100)INSULN
RELEASE 24HR 5 HUMALOG 3 ST; MO
MG TEMPO PEN(U-
GLUMETZA 4 ST: MO; 100)INSULN
ORAL QL (60 per HUMALOG U- 2 MO
TABLET,ER 30 days) 100 INSULIN
GAST.RETENTIO SUBCUTANEOU
N 24 HR 1,000 MG S CARTRIDGE
GLUMETZA 4 ST; MO; HUMALOG U- 2 PA; MO
ORAL QL (120 per 100 INSULIN
TABLET,ER 30 days) SUBCUTANEOU
GAST.RETENTIO S SOLUTION
N 24 HR 500 MG HUMULIN 70/30 2 MO
GLYXAMBI 2 MO; QL U-100 INSULIN
33&0 f)er 30 HUMULIN 70/30 2> MO
y U-100 KWIKPEN
GVOKE 2 MO HUMULIN N 2 MO
GVOKE 2 MO NPH INSULIN
HYPOPEN 2- KWIKPEN
PACK HUMULIN N 2 MO
GVOKE PFS 1- 2 MO NPH U-100
PACK SYRINGE INSULIN
HUMALOG 2 MO HUMULIN R 2 MO
JUNIOR REGULAR U-100
KWIKPEN U-100 INSULN
HUMALOG 2 MO HUMULIN R U- 2 MO
KWIKPEN 500 (CONC)
INSULIN INSULIN
HUMALOG MIX 2 MO HUMULIN R U- 2 MO
50-50 INSULN U- 500 (CONC)
100 KWIKPEN
HUMALOGMIX =2 MO INSULIN ASP 3 ST;MO
50-50 KWIKPEN PRT-INSULIN
HUMALOG MIX 2 MO ASPART

75-25 KWIKPEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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INSULIN 3 ST; MO INVOKAMET XR 3 ST; MO;
ASPART U-100 QL (60 per
SUBCUTANEOU 30 days)
S CARTRIDGE INVOKANA 3 ST;MO;
INSULIN 3 ST;MO QL (30 per
ASPART U-100 30 days)
S INSULIN PEN (60 per 30
INSULIN 3 PA; MO days)
ASPART U-100 JANUMET XR 2 MO;QL
SUBCUTANEOU ORAL TABLET, (30 per 30
S SOLUTION ER days)
INSULIN 3 ST; MO MULTIPHASE 24
DEGLUDEC HR 100-1,000 MG
INSULIN 2 MO JANUMET XR 2 MO; QL
GLARGINE ORAL TABLET, (60 per 30
INSULIN 3 ST;MO ER days)
GLARGINE- MULTIPHASE 24
YEFGN HR 50-1,000 MG,
INSULIN LISPRO 3 ST; MO 50-500 MG
PROTAMIN- JANUVIA 2 MO; QL
LISPRO (30 per 30
INSULINLISPRO 3 ST; MO days)
SUBCUTANEOU JARDIANCE 2 MO; QL
S INSULIN PEN (30 per 30
INSULIN LISPRO 3 ST; MO days)
SUBCUTANEOU JENTADUETO 2 MO; QL
S INSULIN PEN, ORAL TABLET (60 per 30
HALF-UNIT 2.5-1,000 MG, 2.5- days)
INSULIN LISPRO 2 PA; MO 00 MG
SUBCUTANEOU JENTADUETO 2 MO; QL
S SOLUTION XR ORAL (60 per 30

e TABLET, IR - ER, days)
INVOKAMET > gl]l’ 2\6/[00 ’er BIPHASIC 24HR
p 2.5-1,000 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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JENTADUETO 2 MO; QL LYUMIEV U-100 2 PA; MO
XR ORAL (30 per 30 INSULIN
TABLET, IR - ER, days) metformin oral 1 MO; QL
153111)(1){013?\}[%24HR solution (765 per 30
-1, days)
KAZANO 3 ST; MO; metformin oral 1 MO:; QL
g)OLd(60 )pel‘ tablet 1,000 mg (75 per 30
ays days)
KOMBIGLYZE 3 ST; MO; metformin oral 1 MO; QL
)TciBoL}E,%LER ?OLd(60 )per tablet 500 mg (150 per 30
, ays days)
ggggfflgo%ﬁ (2}4 METFORMIN 4 QL (120 per
KOMBI(;LYZE 3 ST; MO Mg PR 0 day
; ; 625 MG
?[(EB?JP;E?LER (320L d(;}?s)p r metformin oral 1 MO; QL
MULTIP’HASE Y tablet 850 mg (90 per 30
HR 5-1,000 MG, 5- days)
500 MG mflz)tlformin Oc’;aclg 1 ?I[O; QL
tablet extende 20 per 30
]S‘(‘;‘EgsqriR U-100 2 MO release 24 hr 500 mg days)
INSULIN metformin oral 1 MO; QL
tablet extended (60 per 30
{“ﬁé}?ﬁﬂi U-100 2 MO release 24 hr 750 mg days)
CEVEMIR - ST MO metformin oral 1 ST; MO;
L EXPEN tablet extended QL (60 per
CEVEMIR U-100 3 STMO release (osm) 24 hr 30 days)
- ; 1,000 mg
INSULIN metformin oral 1 ST; MO;
LYUMIJEV 2 MO tablet extended QL (150 per
KWIKPEN U-100 release (osm) 24 hr 30 days)
INSULIN 500 mg
LYUMJEV 2 MO metformin oral 1 ST; MO;
KWIKPEN U-200 tablet,er QL (60 per
INSULIN gast.retention 24 hr 30 days)
LYUMIJEV 3 ST; MO 1,000 mg
TEMPO PEN(U-
100)INSULN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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metformin oral 1 ST; MO; NOVOLIN R 3 ST; MO
tablet,er QL (120 per REGULAR U100
gast.retention 24 hr 30 days) INSULIN
500 mg NOVOLOG 3 ST; MO
miglitol oral tablet 1 MO; QL FLEXPEN U-100
100 mg (90 per 30 INSULIN

days) NOVOLOG MIX 3 ST;MO
miglitol oral tablet 1 MO; QL 70-30 U-100
25 mg (360 per 30 INSULN

days) NOVOLOG MIX 3  ST:MO
miglitol oral tablet 1 MO; QL 70-30FLEXPEN
50 mg (180 per 30 U-100

days) NOVOLOG 3 ST;MO
MOUNJARO 2 PA; MO; PENFILL U-100

QL (2 per INSULIN

28 days) NOVOLOG U-100 3  PA;MO
nateglinide oral 1 MO; QL INSULIN
tablet 120 mg (90 per 30 ASPART

days) ONGLYZA 3 ST;MO;
nateglinide oral 1 MO; QL QL (30 per
tablet 60 mg (180 per 30 30 days)

days) OSENI ORAL 3 MO; QL
NESINA 3 ST; MO; TABLET 12.5-30 (30 per 30

QL (30 per MG, 25-15 MG, days)

30 days) 25-30 MG, 25-45
NOVOLIN 70/30 3 ST;MO MG
U-100 INSULIN OZEMPIC 2 PA; MO;
NOVOLIN 70-30 3 ST:MO SUBCUTANEOU QL (3 per
FLEXPEN U-100 S PEN INJECTOR 28 days)
NOVOLIN N 3 ST; MO 0.25 MG OR 0.5
FLEXPEN MG (2 MG/3 ML),

1 MG/DOSE (4

NOVOLIN N 3 ST; MO MG/3 ML), 2
NPH U-100 MG/DOSE (8
INSULIN MG/3 ML)
NOVOLIN R 3 ST; MO
FLEXPEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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pioglitazone 1 MO; QL SEMGLEE(INSU 3 ST; MO
(30 per 30 LIN GLARGINE-
days) YFGN)

pioglitazone- 1 MO; QL SEMGLEE(INSU 3 ST; MO

glimepiride (30 per 30 LIN GLARG-
days) YFGN)PEN

pioglitazone- 1 MO; QL SOLIQUA 100/33 2 MO; QL

metformin (90 per 30 (90 per 30
days) days)

PROGLYCEM 3 MO STEGLATRO 2 MO; QL

QTERN 2 MO;QL (30 per 30
(30 per 30 days)
days) STEGLUJAN 3 ST; MO;

repaglinide oral 1 MO; QL QL (30 per

tablet 0.5 mg (960 per 30 30 days)
days) SYMLINPEN 120 4  PA; MO;

repaglinide oral 1 MO; QL QL (10.8

tablet 1 mg (480 per 30 per 30 days)
days) SYMLINPEN 60 4 PA; MO;

repaglinide oral 1 MO; QL QL (6 per

tablet 2 mg (240 per 30 30 days)
days) SYNJARDY 2 MO; QL

REZVOGLAR 3 ST;MO (60 per 30

KWIKPEN days)

RYBELSUS o PA; MO: SYNJARDY XR 2 MO; QL
QL (30 per ORAL TABLET, (30 per 30
30 days) IR - ER, days)

SEGLUROMET 2 MO; QL ?gilf)f)‘os Iﬁé‘l;{{

ORAL TABLET (60 per 30 1 00(’) MG ’

2.5-1,000 MG, 7.5- days) ’

1,000 MG, 7.5-500 SYNJARDY XR 2 MO; QL

MG ORAL TABLET, (60 per 30

SEGLUROMET 2 MO:QL g}I;HEEéI R days)

ORAL TABLET (120 per 30

7 5-500 MG days) 12.5-1,000 MG, 5-

; ays 1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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TOUJEO MAX U- 2 MO XIGDUO XR 2 MO; QL
300 SOLOSTAR ORAL TABLET, (30 per 30
TOUJEO 2 MO IR - ER, days)
SOLOSTAR U-300 BIPHASIC 24HR
INSULIN 10-1,000 MG, 10-
TRADJENTA 2 MO; QL 00 MG
(30 per 30 XIGDUO XR 2 MO; QL
days) ORAL TABLET, (60 per 30
TRESIBA 3 ST;MO IR - ER, days)
FLEXTOUCH U- BIPHASIC 24HR
100 2.5-1,000 MG, 5-
1,000 M@, 5-500
TRESIBA 3 ST;MO MG
P rroveH Y- XULTOPHY 3 ST; MO;
100/3.6 QL (15 per
TRESIBA U-100 3 ST; MO 30 days)
INSULIN ZEGALOGUE 2 MO
TRIJARDY XR 2 MO; QL AUTOINJECTOR
ORAL TABLET, (30 per 30 ZEGALOGUE 5 MO
IR - ER, days) SYRINGE
BIPHASIC 24HR
10-5-1,000 MG, 25- MISCELLANEO
5-1,000 MG US HORMONES
TRIJARDY XR 2 MO;QL ANDRODERM 3 PA; MO;
ORAL TABLET, (60 per 30 QL (30 per
IR - ER, days) 30 days)
BIPHASIC 24HR ANDROGEL 3 PA;MO;
12.5-2.5-1,000 MG, TRANSDERMAL QL (150 per
5-2.5-1,000 MG GEL IN 30 days)
TRULICITY 2 PA; MO; METERED-DOSE
QL (2 per PUMP
28 days) AVEED 3 PALA
VICTOZA 3-PAK 3 g’i;(yoi cabergoline 1 MO
30d ayls))e ' calcitonin (salmon) 1 MO
nasal
calcitriol oral 1 MO

capsule

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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calcitriol oral 1 Javygtor oral 1 PA; MO
solution powder in packet
CERDELGA 4 PA; MO 100 mg
cinacalcet 1 PA; MO Javygtor . oral 4 PA; MO
Jana=ol 1 MO powder in packet
500 mg
DDAVP ORAL u MO Jjavygtor oral 4 PA; MO
DEPO- 3 PA; MO tablet,soluble
TESTOSTERONE JYNARQUE 4 PA; LA
desmopr'essm nasal 1 MO KORLYM 4 PA
spray with pump
: KUVAN 4 PA; MO
desmopressin oral 1 MO
doxercalciferol oral 1 MO METHITEST 3 MO
FORTESTA 3 PA; MO; qu‘;’lhi’ :i‘zloe‘”em”e I MO
QL (120 per P
30 days) miglustat 4 PA; MO;
GALAFOLD 4 PA; MO; LA
LA; QL (15 MYALEPT 4 PA; MO;
per 30 days) LA
ISTURISA ORAL 4  PA;LA; NATESTO 3 PA;MO;
TABLET 1 MG QL (240 per QL (21.96
30 days) per 30 days)
ISTURISA ORAL 4  PALA; NATPARA 4  PAJLA
TABLET 10 MG QL (180 per NOCDURNA 3 PA; MO;
30 days) (MEN) QL (30 per
ISTURISA ORAL 4 PA; LA; 30 days)
TABLET 5 MG QL (60 per NOCDURNA 3 PA; MO;
30 days) (WOMEN) QL (30 per
JATENZO ORAL 3 PA: MO:; 30 days)
CAPSULE 158 QL (120 per ORILISSA 4 MO
MG, 198 MG 30 days) PALYNZIQ 4 PA;MO;
JATENZO ORAL 4 PA; MO; SUBCUTANEOU LA; QL (15
CAPSULE 237 QL (60 per S SYRINGE 10 per 30 days)
MG 30 days) MG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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PALYNZIQ 4 PA; MO:; testosterone 1 PA
SUBCUTANEOU LA; QL 4 cypionate
S SYRINGE 2.5 per 30 days) intramuscular oil
MG/0.5 ML 200 mgiml (1 ml)
PALYNZIQ 4 PA; MO; testosterone 1 PA; MO
SUBCUTANEOU LA; QL (60 enanthate
S SYRINGE 20 per 30 days) testosterone 1 PA; MO:
MG/ML transdermal gel in QL (120 per
paricalcitol oral 1 MO metered-dose pump 30 days)
RAYALDEE 4 MO 10 mgl0.5 gram
RECORLEV 4 PA Jactuation
ROCALTROL 3 MO TESTOSTERONE 3 PA; MO;
ORAL CAPSULE TRANSDERMAL QL (300 per
GEL IN 30 days)
ROCALTROL 3 METERED-DOSE
ORAL PUMP 12.5 MG/
SOLUTION 1.25 GRAM (1 %)
SAMSCA 4 PA; MO testosterone 1 PA; MO;
sapropterin 4 PA; MO transdermal gel in QL (150 per
SENSIPAR ORAL 3 PA; MO metered-dose pump 30 days)
TABLET 30 MG 20.25 an/].25 gram
SENSIPAR ORAL 4  PA:MO (1.62%)
TABLET 60 MG, testosterone 1 PA; MO;
90 MG transdermal gel in QL (300 per
0
SOMAVERT 1 PA: MO packet 1% (25 30 days)
mgl2.5gram), 1 %
SYNAREL 4 PA; MO (50 mgl3 gram)
TESTIM 3 PA; MO; testosterone 1 PA; MO;
QL (300 per transdermal gel in QL (37.5
30 days) packet 1.62 % per 30 days)
testosterone 1 PA; MO (20.25 mgll.25
cypionate gram)
intramuscular oil testosterone 1 PA; MO;
100 mgiml, 200 transdermal gel in QL (150 per
mglml packet 1.62 % (40.5 30 days)

mgl2.5 gram)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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testosterone 1 PA; MO:; levoxyl oral tablet 1 MO
transdermal solution QL (180 per 100 mcg, 112 mcg,
in metered pump 30 days) 125 meg, 137 mcg,
wlapp 150 mcg, 175 mcg,
TLANDO 3 PA; MO:; 200 meg, 25 meg, 50
QL (120 per mcg, 75 mcg, 88
30 days) mcg
tolvaptan 4 PA;: MO liothyronine oral 1 MO
VOGELXO 3 PA; MO: SYNTHROID 3 ST; MO
TRANSDERMAL QL (300 per THYQUIDITY 3 MO
GEL 30 days) TIROSINT 3 MO
VOGELXO 3 PAMO; TIROSINT-SOL 3 MO
F(I;IEETSIDERMAL ?OL dg}?s(; per unithroid 1 MO
METERED-DOSE GASTROENT
PUMP EROLOGY
VOXZOGO 4 PA; MO ANTIDIARRHE
XYOSTED 3 PA; MO; ALS/
QL (2 per ANTISPASMOD
28 days)
ICS
ZAVESCA 4 PA; MO;
LA CUVPOSA MO
ZEMPLARORAL 3 MO DARTISLA MO
CAPSULE 1 dicyclomine oral MO
MCG, 2 MCG capsule
THYROID dicyclomine oral 1 MO
HORMONES solution
CYTOMEL 3 MO dicyclomine oral 1 MO
tablet
ERMEZA 3 MO i
diphenoxylate- 1 MO
euthyrox 1 MO atropine
LEVOTHYROXI 3 MO GLYCATE 3 MO
NE ORAL
CAPSULE glycopyrrolate oral 1 MO
Tovoth : ] 1 solution
[2201 o tyroxzne ord glycopyrrolate oral 1 MO

tablet 1 mg, 2 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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glycopyrrolate oral 1 AZULFIDINE 3 MO
tablet 1.5 mg AZULFIDINE 3 MO
LOMOTIL 3 MO EN-TABS
loperamide oral 1 MO balsalazide 1 MO
capsule betaine 4 MO
methscopolamine 1 MO BONJESTA 3 MO
MOTOFEN 3 MO budesonide oral 1 MO
MYTESI 3 MO capsule,delayed,exte
ROBINUL 3 MO nd.release
FORTE budesonide oral 4 MO
ROBINUL ORAL 3 MO tablet,delayed and

t.rel
MISCELLANEO ext.refease
Us budesonide rectal 1 MO
GASTROINTES BYLVAY 4 PA; MO;
TINAL AGENTS LA
alosetron oral tablet 1 PA; MO CANASA > MO
0.5 mg CHENODAL 4 PA; LA
alosetron oral tablet 4 PA; MO CHOLBAM 4 PA
I mg ORAL CAPSULE
AMITIZA 3 ST; MO; 250 MG
QL (60 per CHOLBAM 4 PA; QL
30 days) ORAL CAPSULE (120 per 30

ANTIVERT 3 MO SOMG days)
ORAL TABLET CIMZIA 4 PA; MO;
50 MG QL (2 per
ANTIVERT 3 MO 28 days)
ORAL CIMZIA 4 PA; MO;
TABLET,CHEWA POWDER FOR QL (2 per
BLE RECONST 28 days)
ANUSOL-HC 3 MO CLENPIQ 3 ST;MO
TOPICAL COLAZAL 4 MO
ANZEMET ORAL 3 PA; MO compro 1 MO
TABLET 50 MG constulose 1 MO
aprepitant 1 PA; MO CORTIFOAM P MO
APRISO 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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CREON 2 MO hydrocortisone- 1 MO
cromolyn oral 1 MO pramoxine rectal

_10
CYSTADANE 4 cream I-1 7
DELZICOL 3 MO IBSRELA 4 ST; MO;
QL (60 per

DICLEGIS 3 MO 30 days)
DIPENTUM 4 MO INFLECTRA 4  PA;MO;
doxylamine- 1 MO QL (20 per
pyridoxine (vit b6) 28 days)
dronabinol 1 PA; MO KRISTALOSE 3 MO
EMEND ORAL 3 PA; MO lactulose oral 1 MO
CAPSULE 80 MG packet
EMEND ORAL 3 PA; MO lactulose oral 1 MO
CAPSULE,DOSE solution 10 graml/15
PACK ml
EMEND ORAL 3 PA LIALDA 3 MO
SUSPENSION LINZESS 2 MO;QL
FOR (30 per 30
RECONSTITUTI days)
ON LIVMARLI 4 PA; LA
enulose MO LOTRONEX 4 PA;MO
GASTROCROM > MO lubiprostone 1 MO; QL
GATTEX 30-VIAL 4 PA; MO (60 per 30
gavilyte-c 1 MO days)
gavilyte-g 1 MO MARINOL ORAL 4 PA; MO
generlac 1 MO CAPSULE 10 MG,
GIMoTI : i/Ih:EINOL ORAL 3 PA; MO
GOLYTELY 3 STMO CAPSULE 2.5 MG
granisetron hel oral ! PA; MO meclizine oral tablet 1 MO
hydrocortisone 1 MO 12.5 mg, 25 mg
rectal : mesalamine oral 1 MO
hydrocortisone 1 MO capsule (with del rel
topical cream with tablets)
perineal applicator
2.5%

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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Drug Name Drug Requiremen Drug Name Drug Requiremen
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mesalamine oral 4 PANCREAZE 3 ST; MO
capsule, extended ORAL
release CAPSULE,DELA
mesalamine oral 1 MO YED
capsule,extended RELEASE(DR/EC
release 24hr ) 10,500-35,500-
mesalamine oral 1 MO ?é’ggg_gé\g(;%_
tablet,delayed 98’ 400 UIQIIT
release (drlec) 2,600-8,800- 15,200
mesalamine rectal 1 MO UNIT, 21,000-
metoclopramide hcl 1 MO 54,700- 83,900
oral solution UNIT, 4,200-
metoclopramide hcl 1 MO 14,200- 24,600
oral tablet UNIT
metoclopramide hcl 1 MO PANCREAZE 4 ST; MO
oral ORAL
tablet,disintegrating CAPSULE,DELA
5mg YED
MOTEGRITY 3 ST; MO; RELEASE(DR/EC
QL (30 per ) 37,000-97,300-
30 days) 149,900 UNIT
MOVANTIK 2 MO;QL peg 3350- . MO
(30 per 30 electrolytes
days) peg3350-sod sul- 1 MO
MOVIPREP 3 ST;MO nacl-kcl-asb-c
OCALIVA 4 PA: MO- peg-electrolyte 1 MO
LA: QL (30 PENTASA ORAL 3 MO
ondansetron 1 PA; MO RELEASE 250
ondansetron hcl oral 1 PA; MO MG
solution PENTASA ORAL 4 MO
ondansetron hcl oral 1 PA; MO CAPSULE,
tablet 4 mg, 8§ mg EXTENDED
OSMOPREP 3 ST; MO RELEASE 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.
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PERTZYE ORAL 3 ST; MO RELISTOR 4 MO; QL
CAPSULE,DELA SUBCUTANEOU (12 per 30
YED S SYRINGE 8 days)
RELEASE(DR/EC MG/0.4 ML
) 16,000-57,500- RELTONE 4
206(5)8(_)1513\17151: ’ REMICADE 4 PA; MO;
15,125 UNIT, %Ldfos)per
8,000-28,750- Y
30,250 UNIT RENFLEXIS 4 PA; MO;
PERTZYE ORAL 4  ST;MO %Ld(zo )per
CAPSULE,DELA ays
YED ROWASA 3 MO
RELEASE(DR/EC RECTAL ENEMA
) 24,000-86,250- KIT
90,750 UNIT SANCUSO 4 MO
PLENVU 3 ST; MO scopolamine base 1 MO
prochlorperazine 1 MO SKYRIZI 4 PA; MO:;
prochlorperazine 1 MO SUBCUTANEOU QL (1.2 per
maleate oral S WEARABLE 56 days)

INJECTOR 180
procto-med hc | 1 MO MG/1.2 ML (150
proctosol he topical 1 MO MG/ML)
proctozone-hc 1 MO SKYRIZI 4 PA; MO:;
RECTIV 2 MO SUBCUTANEOU QL (2.4 per
REGLAN ORAL 3 MO S WEARABLE 56 days)
: INJECTOR 360
RELISTOR ORAL 4 ?;[(g),e?]go MG/2.4 ML (150
dayf) MG/ML)

RELISTOR 4 MO: QL sodium,potassium,m 1 MO
SUBCUTANEOU (18 per 30 ag sulfates
S SOLUTION days) SUCRAID 4 PA
RELISTOR 4 MO; QL sulfasalazine 1 MO
SUBCUTANEOU (18 per 30 SUPREP BOWEL 3 ST; MO
S SYRINGE 12 days) PREP KIT
MG/0.6 ML SUTAB 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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SYMPROIC 3 MO; QL ZENPEP ORAL 2 MO
(30 per 30 CAPSULE,DELA
days) YED
SYNDROS 4  PA;MO RELEASE(DR/EC
) 10,000-32,000 -
gggg SDERM- . M 42,000 UNIT,
15,000-47,000 -
TRULANCE 2 MO; QL 63,000 UNIT,
(30 per 30 20,000-63,000-
days) 84,000 UNIT,
UCERIS ORAL 4 MO 25,000-79,000-
UCERISRECTAL 3 MO ;005680100%1(;)11
URSO 250 3 MO 14,000-UNIT,
URSO FORTE 3 MO 40,000-126,000-
ursodiol oral capsule 4 168,000 UNIT,
200 mg, 400 mg 5,000-17,000-
ursodiol oral capsule 1 MO 24,000 UNIT
300 mg ULCER
ursodiol oral tablet 1 MO THERAPY
VARUBI 2 PA ACIPHEX 3 MO; QL
VIBERZI 4 MO; QL (60 per 30
(60 per 30 days)
days) amoxicil- 1 MO; QL
VIOKACE 2 MO clarithromy- (112 per
lansopraz 180 days)
bismuth subcit k- 1 MO; QL
metronidz-tcn (120 per
180 days)
CARAFATE 3 MO
cimetidine 1 MO
CYTOTEC 3 MO
DEXILANT 3 MO; QL
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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dexlansoprazole 1 MO; QL lansoprazole oral 1 MO; QL
(30 per 30 tablet, disintegrat, (30 per 30
days) delay rel 15 mg days)
esomeprazole 1 MO; QL lansoprazole oral 1 MO; QL
magnesium oral (30 per 30 tablet,disintegrat, (60 per 30
capsule,delayed days) delay rel 30 mg days)
release(drlec) 20 misoprostol 1 MO
me NEXIUM ORAL 3 MO:;QL
esomeprazole I MO;QL CAPSULE,DELA (30 per 30
magnesium oral (60 per 30 YED days)
capsule,delayed days) RELEASE(DR/EC
release(drlec) 40 )20 MG
e NEXIUM ORAL 3 MO:QL
esomeprazole 1 MO; QL CAPSULE,DELA (60 per 30
magnesium oral (30 per 30 YED days)
granules dr for susp days) RELEASE(DR/EC
in packet 10 mg, 20 ) 40 MG
me NEXIUM ORAL 3 MO:;QL
esomeprazole 1 MO;QL GRANULES DR (30 per 30
magnesium oral (60 per 30 FOR SUSP IN days)
granules dr for susp days) PACKET 10 MG,
in packet 40 mg 2.5 MG, 20 MG, 5
famotidine oral 1 MO MG
suspension NEXIUM ORAL 3 MO; QL
famotidine oral 1 MO GRANULES DR (60 per 30
tablet 20 mg, 40 mg FOR SUSP IN days)
KONVOMEP 3 QL (600 per PACKET 40 MG
30 days) nizatidine oral 1 MO
lansoprazole oral 1 MO; QL capsule
capsule,delayed (30 per 30 OMECLAMOX- 3 MO; QL
release(drlec) 15 days) PAK (80 per 180
mg days)
lansoprazole oral 1 MO; QL omeprazole oral 1 MO; QL
capsule,delayed (60 per 30 capsule,delayed (30 per 30
release(drlec) 30 days) release(drlec) 10 days)
mg 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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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

omeprazole oral 1 MO; QL PREVACID 3 MO; QL

capsule,delayed (60 per 30 SOLUTAB ORAL (60 per 30

release(drlec) 40 days) TABLET.,DISINT days)

mg EGRAT, DELAY

omeprazole-sodium 1 MO; QL REL 30 MG

bicarbonate oral (30 per 30 PRILOSEC ORAL 3 MO; QL

capsule days) SUSP,DELAYED (120 per 30

omeprazole-sodium 4 MO; QL RELEASE FOR days)

bicarbonate oral (30 per 30 RECON 10 MG

packet days) PRILOSEC ORAL 3 MO; QL

pantoprazole oral 1 MO; QL SUSP,DELAYED (480 per 30

granules dr for susp (60 per 30 RELEASE FOR days)

in packet days) RECON 2.5 MG

pantoprazole oral 1 MO; QL PROTONIX 3 MO:; QL

tablet,delayed (30 per 30 ORAL (60 per 30

release (drlec) 20 days) GRANULES DR days)

mg FOR SUSP IN

pantoprazole oral 1 MO; QL PACKET

tablet,delayed (60 per 30 PROTONIX 3 MO; QL

release (drlec) 40 days) ORAL (30 per 30

mg TABLET,DELAY days)

PEPCID ORAL 3 MO F[;)lelféifgsﬁ .

TABLET

PREVACID 3 MO;QL PROTONIX 3 MoQL

ORAL (60 per 30 ORAL (60 per 30

CAPSULE.DELA 4 f) TABLET,DELAY days)

YED Y ED RELEASE

RELEASE(DR/EC (DR/EC) 40 MG

) 30 MG PYLERA 3 MO; QL

PREVACID 3 MO;QL Elzzf)odiers)

SOLUTAB ORAL (30 per 30 y

TABLET,DISINT days) rabeprazole oral 1 MO; QL

EGRAT, DELAY tablet,delayed (60 per 30

REL 15 MG release (drlec) days)

sucralfate 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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TALICIA 3 MO: QL ARANESP (IN 4 PA: MO
(168 per POLYSORBATE)
180 days) INJECTION
ZEGERID 4  MO;QL SYRINGE 150
(30 per 30 MCG/0.3 ML, 200
days) MCG/0.4 ML, 300
MCG/0.6 ML, 500
IMMUNOLO MCG/ML
GY, ARCALYST i PA
VACCINES/ AVONEX 4 PA; MO:
BIOTECHNO INTRAMUSCUL QL (1 per
LOGY AR PEN 28 days)
INJECTOR KIT
g?gﬁgggOLo AVONEX 4 PA; MO:;
INTRAMUSCUL QL (1 per
ACTIMMUNE 4 PA: MO AR SYRINGE 28 days)
ARANESP (IN 4  PA; MO KIT
POLYSORBATE) BESREMI 4 PA: LA
INJECTION BETASERON 4 PA; MO:
SOLUTION 100 SUBCUTANEOU QL (14 per
MCG/ML, 200 S KIT 28 days)
MCG/ML EGRIFTA SV 4 PA:MO
ARANESP (IN 3 PA; MO EPOGEN - PAMO
POLYSORBATE)
INJECTION
INJECTION
SOLUTION 2,000
SOLUTION 25
UNIT/ML, 20,000
MCG/ML, 40
UNIT/2 ML, 3,000
MCG/ML, 60
MCG/ML UNIT/ML, 4,000
UNIT/ML
ARANESP (IN 3 PA; MO EPOGEN i PATMO
POLYSORBATE)
INJECTION
INJECTION
SOLUTION 20,000
SYRINGE 10 UNIT/ML.
MCG/0.4 ML, 100
MCG/0.5 ML 25 EXTAVIA 4 PA; MO;
MCG/O.42 ML 40 SUBCUTANEOU QL (15 per
MCG/0.4 ML, 60 S KIT 28 days)
MCG/0.3 ML FULPHILA 4 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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FYLNETRA 4 PA NYVEPRIA 4 PA; MO
GENOTROPIN 4 PA; MO OMNITROPE 4 PA; MO
GENOTROPIN 3 PA; MO PEGASYS 4 MO; QL (4
MINIQUICK SUBCUTANEOU per 28 days)
SUBCUTANEOU S SOLUTION
S SYRINGE 0.2 PEGASYS 4  MO;QL(2
MG/0.25 ML SUBCUTANEOU per 28 days)
GENOTROPIN 4 PA; MO S SYRINGE
MINIQUICK PLEGRIDY 4 PA;MO;
SUBCUTANEOU SUBCUTANEOU QL (1 per
S SYRINGE 0.4 S PEN INJECTOR 28 days)
MG/0.25 ML, 0.6 125 MCG/0.5 ML
ﬁgﬁg;g ﬁi’ (1)'8 PLEGRIDY 4 PA; MO;
' : SUBCUTANEOU QL (1 per
MG/0.25 ML, 1.2
S PEN INJECTOR 180 days)
MG/0.25 ML, 1.4
63 MCG/0.5 ML-
MG/0.25 ML, 1.6 94 MCG/0.5 ML
MG/0.25 ML, 1.8 i
MG/0.25 ML, 2 PLEGRIDY 4 PA; MO;
MG/0.25 ML SUBCUTANEOU QL (1 per
- S SYRINGE 125 28 days)
GRANIX 4 PA; MO MCG/0.5 ML
&gg&ﬁggﬂg . PA; MO PLEGRIDY 4 PA; MO;
CARTRIDGE SUBCUTANEOU QL (1 per
S SYRINGE 63 180 days)
LEUKINE 4 PA; MO MCG/0.5 ML- 94
INJECTION MCG/0.5 ML
RECON SOLN PROCRIT 2 PA; MO
NEULASTA 4 PA; MO INJECTION
NEULASTA 4 PA; MO SOLUTION 10,000
ONPRO UNIT/ML, 2,000
NEUPOGEN 4  PA;MO UNIT;MLa 43{888
. UNIT/ML, 4,
NIVESTYM 4 PA; MO UNIT/ML
NORDITROPIN 4 PA; MO
FLEXPRO
NUTROPIN AQ 4 PA; MO
NUSPIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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.
103



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
PROCRIT 4  PA;MO SAIZEN 4  PA;MO
INJECTION SEROSTIM 4 PA; MO
SOLUTION 20,000 SUBCUTANEOU
UNIT/ML, 40,000 S RECON SOLN 4
UNIT/ML MG, 5 MG, 6 MG
REBIF (WITH 4 PA; MO; SKYTROFA 4 PA; MO
ALBUMIN) QL (6 per SOGROYA 4  PA;MO
28 days) ’
RERIE J PA: MO: UDENYCA 4 PA; MO
REBIDOSE QL (6 per UDENYCA 4 PAMO
SUBCUTANEOU 28 days) AUTOINJECTOR
S PEN INJECTOR ZARXIO 4 PA; MO
421421 ﬁCG/O.S ML, ZIEXTENZO 4 PA; MO
CG/0.5 ML ZOMACTON 4  PA;MO
REBIF 4 PA; MO; SUBCUTANEOU
REBIDOSE QL (4.2 per S RECON SOLN
SUBCUTANEOU 180 days) 10 MG
S PEN INJECTOR ZOMACTON 3 PA;MO
MCG/0.5ML (6) S RECON SOLN 5
REBIF 4 PA; MO; MG
TITRATION QL (4.2 per .
PACK 180 days) ZORBTIVE 4 PA; MO
RELEUKO 4 PAIMO MISCELLANEO
RETACRIT 2 PA; MO US
INJECTION
SOLUTION 10,000 A LOINCOTLOXEH!
UNIT/ML, 2,000 CALS
UNIT/ML, 20,000 ACTHIB (PF) 2 MO
UNIT/2 ML, ADACEL(TDAP 1 MO; V
20,000 UNIT/ML, ADOLESN/ADUL
3,000 UNIT/ML,
T)(PF)
4,000 UNIT/ML
BCG VACCINE, 1 MO; V
RETACRIT 4 PA; MO LIVE (PF)
INJECTION :
SOLUTION 40,000 BEXSERO : MO; v
UNIT/ML BIVIGAM 4 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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BOOSTRIX TDAP 1 MO; V HAVRIX (PF) 1 MO; V
DAPTACEL P MO INTRAMUSCUL
(DTAP AR SYRINGE
PEDIATRIC) (PF) 1,440 ELISA
DYSPORT 3 PA; MO Ezilel\/)[(L(PF) 5 0
ENGERIX-B (PF) 1 PA; MO; V INTRAMUSCUL
ENGERIX-B 1 PA; MO; V AR SYRINGE 720
PEDIATRIC (PF) ELISA UNIT/0.5
FLEBOGAMMA 4 PA ML
E&?RAVENOUS HEPLISAV-B (PF) 1  PA;MO;V
SOLUTION 10 % HIBERIX (PF) 2 MO
GAMMAGARD 4 PA; MO ;%%X?S(E%SI%IES ! v
LIQUID
GAMMAGARD 4 PA; MO INFANRIX 2 MO
S-D (IGA < 1 (DTAP) (PF)
MCG/ML) INTRAMUSCUL
GAMMAKED 4 PA; MO AR SYRINGE
INJECTION IPOL : v
SOLUTION 1 IXIARO (PF) Y
GRAM/10 ML (10 JYNNEOS 1 PA;V
%) (PF)(STOCKPILE)
GAMMAPLEX 4 PA; MO KINRIX (PF) 2 MO
GAMMAPLEX 4  PA;MO INTRAMUSCUL
(WITH AR SYRINGE
SORBITOL) MENACTRA (PF) 1 MO; V
GAMUNEX-C 4 PA;MO INTRAMUSCUL
INJECTION AR SOLUTION
SOLUTION 1 MENQUADFI I MOV
GRAM/10 ML (10 (PF)
%) MENVEO A-C-Y- 1 MOV
GARDASIL 9 (PF) 1 MO; V W-135-DIP (PF)
GRASTEK 3 MO INTRAMUSCUL
AR KIT
M-M-R II (PF) 1 MOV
OCTAGAM 4  PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ODACTRA 3 PA; MO ROTATEQ 2 MO
ORALAIR 3 VACCINE
SUBLINGUAL SHINGRIX (PF) 1 MO; V; QL
TABLET 300 (2 per 720
INDX days)
REACTIVITY TDVAX 1 MO; V
PANZYGA 4 PA;MO TENIVAC (PF) 1 MOV
IS%{I[{J?“}](])ENN ?(}JO/S TETANUS,DIPH 2 MO

’ THERIA TOX
PANZYGA 4 PA PED(PF)
INTRAVENOUS
SOLUTION 10 % TICOVAC 2 MO
(100 ML), 10 % TRUMENBA 1 MO; V
(200 ML), 10 % (25 TWINRIX (PF) I MOV
ML), 10 % (300 TYPHIM VI 1 A%
ML), 10 % (50 ML) INTRAMUSCUL
PEDIARIX (PF) 2 MO AR SOLUTION
PEDVAX HIB 2 TYPHIM VI 1 MO; V
(PF) INTRAMUSCUL
PENTACEL (PF) 2 AR SYRINGE
INTRAMUSCUL VAQTA (PF) 2 MO
AR KIT 15LF- INTRAMUSCUL
48MCG-62DU -10 AR SUSPENSION
MCG/0.5ML 25 UNIT/0.5 ML
PREHEVBRIO I PA;MO;V VAQTA (PF) I MOV
(PF) INTRAMUSCUL
PRIORIX (PF) 1 vV AR SUSPENSION
PRIVIGEN 4 PA; MO i/(;[éﬁfﬁ\:g; 5 MO
PROQUAD(PF) 2 INTRAMUSCUL
QUADRACEL 2 AR SYRINGE 25
(PF) UNIT/0.5 ML
RABAVERT (PF) 1 MO; V VAQTA (PF) 1 MO; V
RAGWITEK 3 MO INTRAMUSCUL
RECOMBIVAX I PA;MO;V AR SYRINGE 50
HB (PF) UNIT/ML
ROTARIX P VARIVAX (PF) 1 \'%

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

Drug
Tier

Requiremen
ts/Limits

YF-VAX (PF)
MISCELLAN
EOUS

SUPPLIES

MISCELLANEO
US SUPPLIES

vV

Drug Name Drug

Tier

Requiremen
ts/Limits

IST TIER
UNIFINE
PENTIPS

ST

IST TIER
UNIFINE
PENTIPS PLUS

ST

ADVOCATE 3
SYRINGES
SYRINGE 0.3 ML
30 GAUGE X
5/16", 0.3 ML 31
GAUGE X 5/16",
0.5 ML 30
GAUGE X 5/16",
0.5 ML 31
GAUGE X 5/16", 1
ML 30 GAUGE X
5/16, 1 ML 31
GAUGE X 5/16

ST; MO

ABOUTTIME
PEN NEEDLE
NEEDLE 30
GAUGE X 5/16",
31 GAUGE X
3/16", 32 GAUGE
X 5/32"

ST

ASSURE ID PEN 3
NEEDLE

ST; MO

BD 2
AUTOSHIELD

DUO PEN

NEEDLE

MO

ABOUTTIME
PEN NEEDLE
NEEDLE 31
GAUGE X 5/16"

ST; MO

BD ECLIPSE 2
LUER-LOK

SYRINGE 1 ML

30 GAUGE X 172"

MO

ADVOCATE PEN
NEEDLE
NEEDLE 31
GAUGE X 3/16",
31 GAUGE X
5/16", 33 GAUGE
X 5/32"

ST; MO

BD INSULIN 2
SYRINGE (HALF
UNIT)

MO

BD INSULIN 2
SYRINGE 0.3 ML

29 GAUGE X 172",

0.5 ML 29

GAUGE X 12", 1

ML 27 GAUGE X

1/2",1 ML 29

GAUGE X 172"

BD INSULIN 2
SYRINGE U-500

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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BD INSULIN 2 MO BD 2 MO
ULTRA-FINE SAFETYGLIDE
SYRINGE 0.3 ML SYRINGE 1 ML
30 GAUGE X 1/2", 27 GAUGE X 5/8"
0.5 ML 31 BDULTRA-FINE 2 MO
GAUGE X 5/16", 1 MICRO PEN
ML 30 GAUGE X NEEDLE
12 BD ULTRA-FINE 2 MO
BD LO-DOSE 2 MO MINI PEN
MICRO-FINE 1V NEEDLE
BD NANO 2ND 2 MO BD ULTRA-FINE 2 MO
GEN PEN NANO PEN
NEEDLE NEEDLE
BD 2 MO BD ULTRA-FINE 2 MO
SAFETYGLIDE ORIG PEN
INSULIN NEEDLE
SYRINGE BD ULTRA-FINE 2 MO
SYRINGE 0.3 ML
" SHORT PEN
29 GAUGE X 1/2", NEEDLE
0.3 ML 31
GAUGE X 15/64", BD VEO 2 MO
0.3 ML 31 INSULIN SYR
GAUGE X 5/16", (HALF UNIT)
0.5 ML 30 BD VEO 2 MO
GAUGE X 5/16", INSULIN
0.5 ML 31 SYRINGE UF
GAUGE X 15/64", CAREFINE PEN 3 ST
1 ML 29 GAUGE NEEDLE
X 1/2",1 ML 31 NEEDLE 29
GAUGE X 15/64" GAUGE X 1/2"
BD 2
SAFETYGLIDE
INSULIN
SYRINGE

SYRINGE 0.5 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
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CAREFINE PEN 3 ST; MO COMFORT EZ 3 ST
NEEDLE INSULIN
NEEDLE 30 SYRINGE 0.3 ML
GAUGE X 5/16", 29 GAUGE X 1/2",
31 GAUGE X 1/4", 0.3 ML 30
31 GAUGE X GAUGE X 1/2",
5/16", 32 GAUGE 0.5 ML 29
X 1/4", 32 GAUGE GAUGE X 1/2",
X 3/16", 32 0.5 ML 30
GAUGE X 5/32" GAUGE X 12", 1
CARETOUCH 3 ST ML 30 GAUGE X
INSULIN 172", 1/2 ML 28
SYRINGE GAUGE X 1/2"
CARETOUCH 3 ST COMFORT EZ 3 ST; MO
PEN NEEDLE INSULIN
NEEDLE 29 SYRINGE 0.3 ML
GAUGE X 1/2" 30 GAUGE X
CARETOUCH 3 ST; MO ZIA6U’ ((;]; )1\(4 24/13 61"
PEN NEEDLE 31 0.5 ML 30 ’
GAUGE X 1/4", 31 ; )
GAUGE X 3/16". GAUGE X 5/16",
31 GAUGE X 0.5 ML 31
5/16" 320 GAUGE GAUGE X 5/16", 1
T ML 28 GAUGE X
X 316", 32 1/2",1 ML 29
GAUGE X 5/32 GAUGE X 112", 1
CEQUR 2 MO ML 30 GAUGE X
SIMPLICITY 5/16, 1 ML 31
CEQUR 2 MO GAUGE X 5/16
SIMPLICITY COMFORT EZ 3 ST; MO
INSERTER PEN NEEDLES
CLICKFINE PEN 3 ST
NEEDLE 31
GAUGE X 1/4", 31
GAUGE X 5/16"
CLICKFINE PEN 3 ST; MO
NEEDLE 32

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.
109



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

COMFORT 3 ST DROPLET ST; MO

TOUCH PEN INSULIN

NEEDLE SYR(HALF

NEEDLE 31 UNIT) SYRINGE

GAUGE X 1/4", 31 0.5 ML 31

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

31 GAUGE X DROPLET ST

5/16", 31 GAUGE INSULIN

X 5/32", 32 SYRINGE

GAUGE X 3/16", SYRINGE 0.3 ML

32 GAUGE X 29 GAUGE X 1/2",

5/16", 32 GAUGE 0.3 ML 30

X 5/32", 33 GAUGE X 15/64",

GAUGE X 1/4", 33 0.3 ML 30

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

33 GAUGE X 0.3 ML 31

5/32" GAUGE X 15/64",

COMFORT 3 ST; MO 1 ML 29 GAUGE

TOUCH PEN X 1/2", 1 ML 30

NEEDLE GAUGE X 15/64",

NEEDLE 32 1 ML 30 GAUGE

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

DROPLET 3 ST GAUGE X 15/64"

INSULIN DROPLET ST; MO

SYR(HALF INSULIN

UNIT) SYRINGE SYRINGE

0.5 ML 29 SYRINGE 0.3 ML

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

0.5 ML 30 0.3 ML 31

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

0.5 ML 30 ML 30 GAUGE X

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

0.5 ML 31 GAUGE X 5/16

GAUGE X 15/64", DROPLET ST MO

0.5ML 30 GAUGE MICRON PEN ,

X 15/64" NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
DROPLET PEN 3 ST; MO EASY COMFORT 3 ST
NEEDLE 29 INSULIN
GAUGE X 1/2", 29 SYRINGE
GAUGE X 3/8", 31 SYRINGE 0.5 ML
GAUGE X 1/4", 31 30 GAUGE X 1/2",
GAUGE X 3/16", 0.5 ML 30
31 GAUGE X GAUGE X 5/16",
5/16", 32 GAUGE 0.5 ML 31
X 1/4", 32 GAUGE GAUGE X 5/16", 1
X 3/16", 32 ML 30 GAUGE X
GAUGE X 5/16", 1/2", 1 ML 30
32 GAUGE X GAUGE X 5/16, 1
5/32" ML 31 GAUGE X
DROPLET PEN 3 ST 5/16, 1 ML 32
NEEDLE 30 GAUGE X 5/16",
GAUGE X 5/16" 1/2 ML 32 .
DROPSAFE 3 ST GAUGE X 5/16
INSULIN EASY COMFORT 3 ST; MO
SYRINGE PEN NEEDLE 31
DROPSAFE PEN 3 ST; MO GAUGE X 1/4 ’,,31
GAUGE X 3/16",
NEEDLE
31 GAUGE X
NEEDLE 31 5/16", 32 GAUGE
GAUGE X 1/4", 31 X 5/3’2,,
GAUGE X 5/16"
DROPSAFE PEN 3 ST EASY COMFORT . ST
PEN NEEDLE 33
NEEDLE
GAUGE X 1/4", 33
NEEDLE 31
GAUGE X 3/16" GAUGE X 3/167,
33 GAUGE X
5/32"
EASY GLIDE 3 ST
INSULIN
SYRINGE
EASY GLIDE 3 ST
PEN NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
EASY TOUCH 3 ST EASY TOUCH 3 ST: MO
FLIPLOCK INSULIN
INSULIN SYRINGE 0.3 ML
SYRINGE 1 ML 30 GAUGE X
29 GAUGE X 1/2", 5/16", 0.3 ML 31
1 ML 30 GAUGE GAUGE X 5/16",
X 5/16" 0.5 ML 29
EASY TOUCH 3 ST; MO GAUGE X 172",
FLIPLOCK 0.5 ML 30
INSULIN GAUGE X 1/2",
SYRINGE 1 ML 0.5 ML 30 .
30 GAUGE X 1/2", GAUGE X 5/16",
1 ML 31 GAUGE 0.5 ML 31
X 5/16" GAUGE X 5/16", 1
EASY TOUCH 3 ST ME 27 GAUGE X
1/2", 1 ML 28
INSULIN "
SAFETY GAUGE X 12", 1
SYRINGE 0.5 ML 11\/42L 219 ﬁi‘goGE X
29 GAUGE X 1/2 GAUGE X 112" 1
EASY TOUCH 3 ST; MO ML 30 GAUGE X
INSULIN 5/16, 1 ML 31
SAFETY GAUGE X 5/16,
SYRINGE 0.5 ML 1/2 ML 28
30 GAUGE X GAUGE X 1/2"
5/16", 1 ML 29 . EASY TOUCH 3 ST: MO
GAUGE X 1/2", 1
ML 30 GAUGE X LUER LOCK
Lo INSULIN
EASY TOUCH 3 ST E’E]S%Eg UCH S ST; MO
INSULIN
SYRINGE EASY TOUCH 3 ST; MO
SYRINGE 0.3 ML PEN NEEDLE
30 GAUGE X 1/2", EASY TOUCH 3 ST; MO
1 ML 27 GAUGE SAFETY PEN
X 5/8", 1/2 ML 27 NEEDLE 29
GAUGE X 1/2" GAUGE X 3/16"

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

Tier ts/Limits Tier ts/Limits
EASY TOUCH 3 ST FREESTYLE 3 ST
SAFETY PEN PRECISION
NEEDLE 29 SYRINGE 1 ML
GAUGE X 5/16", 30 GAUGE X 5/16,
30 GAUGE X 1/4", 1 ML 31 GAUGE
30 GAUGE X X 5/16
3/16", 30 GAUGE GAUZE PADS 2 5
X 5/16" X 2
EASY TOUCH 3 ST HEALTHWISE 3 ST
SHEATHLOCK INSULIN
INSULIN SYRINGE
SYRINGE 1 ML " HEALTHWISE 3 ST
29 GAUGE X 1/2", PEN NEEDLE
1 ML 30 GAUGE
GAUGE X 5/16" [AJ(;I(I?IEE\IES
EASY TOUCH 3 ST; MO PENTIP NEEDLE
SHEATHLOCK :
INSULIN 29 GAUGE X 172",
31 GAUGE X 1/4",
SYRINGE 1 ML
31 GAUGE X 3 GAUGE X
5/16" 3/16", 31 GAUGE
" X 5/16"
EASY TOUCH R T INCONTROL 3 ST:MO
UNI-SLIP
SYRINGE 1 ML PEN NEEDLE 29
GAUGE X 1/2", 31
EMBRACE PEN 3 ST GAUGE X 5/16",
NEEDLE 32 GAUGE X
FREESTYLE 3 ST; MO 5/32"
PRECISION INCONTROL 3 ST
SYRINGE 0.5 ML PEN NEEDLE 31
30 GAUGE X GAUGE X 1/4", 31
5/16", 0.5 ML 31 GAUGE X 3/16"
GAUGE X 5/16 INPEN (FOR 3
HUMALOG)
BLUE

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

INPEN (FOR 3
HUMALOG)
GREY

Drug Name

Drug
Tier

Requiremen
ts/Limits

INPEN (FOR 3
HUMALOG)
PINK

INPEN 3
(NOVOLOG OR
FIASP) BLUE

INSULIN
SYRINGE-
NEEDLE U-100
SYRINGE 0.3 ML
29 GAUGE, 1 ML
30 GAUGE X 1/2",
1/2 ML 28
GAUGE

INPEN 3
(NOVOLOG OR
FIASP) GREY

INPEN 3
(NOVOLOG OR
FIASP) PINK

INSULIN PEN 2 MO
NEEDLE

INSULIN PEN 3 ST
NEEDLE
NEEDLE 29
GAUGE X 15/32",
31 GAUGE X
13/64", 31 GAUGE
X 15/64", 31
GAUGE X 5/32",
32 GAUGE X 1/4",
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"

INSULIN
SYRINGE-
NEEDLE U-100
SYRINGE 0.5 ML
29 GAUGE X 172",
0.5 ML 30
GAUGE X 5/16", 1
ML 28 GAUGE X
1/2",1/2 ML 28
GAUGE X 172"

ST; MO

INSULIN
SYRINGE (DISP)
U-100 1 ML

MO

INSULIN
SYRINGE-
NEEDLE U-100
SYRINGE 1/2 ML
27 GAUGE X 172"

ST

INSUPEN PEN
NEEDLE 29
GAUGE X 1/2", 31
GAUGE X 3/16"

ST

INSULIN 2 MO
MICROFINE

SYRINGE 1 ML

27 GAUGE X 5/8"

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

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

NEEDLE 30 INSULIN

GAUGE X 5/16", SYRINGE 0.5 ML

31 GAUGE X 1/4", 31 GAUGE X

31 GAUGE X 5/16", 1 ML 31

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

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

X 5/16", 32 GAUGE, 1/2 ML

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

33 GAUGE X GAUGE

5/32" MAGELLAN 3 ST; MO

LITE TOUCH 3 ST; MO INSULIN

INSULIN PEN SAFETY SYRNG

NEEDLES MAGELLAN 3 ST:MO

LITE TOUCH 3 ST SYRINGE 0.3 ML

INSULIN 30 X 5/16"

SYRINGE 0.3 ML MAGELLAN 3 ST

29 GAUGE X 172", SYRINGE 0.5 ML

0.3 ML 30 30 GAUGE X

GAUGE X 5/16", /16"

(C)}ilI\J/IéEIX 5/16" MAXICOMFORT 3 ST

0.5 ML 29 I1 PEN NEEDLE

GAUGE X 1/2", MAXICOMFORT 3 ST

0.5 ML 30 INSULIN

GAUGE X 5/16", 1 SYRINGE

ML 28 GAUGE, 1 MAXI- 3 ST; MO

ML 28 GAUGE X COMFORT

1/2", 1 ML 29 INSULIN

GAUGE, 1 ML 29 SYRINGE

GAUGE X 1/2", 1 MAXICOMFORT 3 ST

ML 30 GAUGE X SAFETY PEN

5/16, 1 ML 30 NEEDLE

GAUGE X 7/16", NEEDLE 29

1/2 ML 28 GAUGE X 3/16"

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.
115



Drug Name

Drug
Tier

Requiremen
ts/Limits

MAXICOMFORT
SAFETY PEN
NEEDLE
NEEDLE 29
GAUGE X 5/16"

ST; MO

Drug Name Drug

Tier

Requiremen
ts/Limits

MICRODOT
INSULIN PEN
NEEDLE

ST

MINI ULTRA-
THIN II

ST; MO

MONOIJECT
INSULIN
SAFETY
SYRINGE 0.3 ML
29 GAUGE X 172",
0.5 ML 29
GAUGE X 172",
0.5 ML 30
GAUGE X 5/16",
29 GAUGE X 1/2"

ST; MO

MONOJECT
INSULIN
SAFETY
SYRINGE 0.3 ML
30 GAUGE X
5/16"

ST

MONOIJECT 3
INSULIN
SYRINGE
SYRINGE 0.3 ML
29 GAUGE X 1/2",
0.3 ML 30
GAUGE X 5/16",
0.3 ML 31
GAUGE X 5/16",
0.5 ML 29
GAUGE X 1/2",
0.5 ML 30
GAUGE X 5/16",
0.5 ML 31
GAUGE X 5/16", 1
ML 25 GAUGE X
5/8",1 ML 28
GAUGE X 1/2", 1
ML 29 GAUGE X
1/2",1 ML 30
GAUGE X 5/16, 1
ML 31 GAUGE X
5116

ST; MO

MONOIJECT 3
INSULIN

SYRINGE

SYRINGE 1 ML,

1 ML 27 GAUGE

X 1/2",1/2 ML 28
GAUGE X 12"

ST

MONOIJECT 3
SYRINGE 1/2 ML
28 GAUGE

ST

MONOIJECT 3
ULTRA

COMFORT

INSULIN

ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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116



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
NEEDLES, 3 ST PENTIPS 3 ST
INSULIE PIPPENNEEDLE 3  ST; MO
DISP. SAFETY PREVENT 3 ST
SYRINGE 0.5 ML
" DROPSAFE PEN
29 GAUGE X 12", NEEDLE
1 ML 31 GAUGE
X 15/64" PRO COMFORT 3 ST
NEEDLES, 3 ST; MO IS@?{?&IICI}\IE
INSULIN
DISP.,SAFETY PRO COMFORT 3 ST
SYRINGE 0.5 ML PEN NEEDLE
31 GAUGE X PRODIGY 3 ST
15/64" INSULIN
NEEDLES, P MO SYRINGE 0.3 ML
INSULIN 31 GAUGE X
DISP.,SAFETY /16"
NOVOFINE 32 3  ST:MO PRODIGY 3 ST;MO
NOVOFINE 3 ST; MO INSULIN
AUTOCOVER SYRINGE 0.5 ML
31 GAUGE X
NOVOFINE 3 ST; MO 5/16", 1 ML 28
PLUS GAUGE X 1/2"
OMNIPOD 5 G6 2 MO:; QL (1 PURE COMFEORT 3 ST
INTRO KIT (GEN per 720 PEN NEEDLE
) days) PURE COMFORT 3 ST
OMNIPOD 5 G6 2 MO SAFETY PEN
PODS (GEN )) NEEDLE
OMNIPOD 2 MO SAFESNAP 3 ST; MO
CLASSIC PODS INSULIN
(GEN 3) SYRINGE 0.3 ML
OMNIPOD DASH 2 MO:; QL (1 30 GAUGE X
INTRO KIT (GEN per 720 5/16", 0.5 ML 30
4) days) GAUGE X 5/16", 1
OMNIPODDASH 2 MO ML 28 GAUGE X
PODS (GEN 4) 12", IML29
PEN NEEDLE, 3 ST GAUGE X 172
DIABETIC,
SAFETY

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

This drug list was updated in August 2023.
117



Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits

SAFESNAP 3 ST SURE COMFORT 3 ST; MO

INSULIN INSULIN

SYRINGE 0.5 ML SYRINGE 0.3 ML

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

SAFETY PEN 3 ST 0.3 ML 30

NEEDLE GAUGE X 1/2",
0.3 ML 30

SECURESAFE 3 ST GAUGE X 5/16",

INSULIN

SYRINGE 0.3 ML 31
GAUGE X 5/16",

SECURESAFE 3 ST 0.5 ML 30

PEN NEEDLE GAUGE X 1/2",

SKY SAFETY 3 ST 0.5 ML 30

PEN NEEDLE GAUGE X 5/16",

SURE COMFORT 3  ST; MO 0.5 ML 31

INS. SYR. U-100 GAUGE X 5/16% 1
ML 28 GAUGE X
1/2", 1 ML 29
GAUGE X 12", 1
ML 30 GAUGE X
1/2", 1 ML 30

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

SURE COMFORT 3 ST
INSULIN

SYRINGE 0.3 ML

31 GAUGE X 1/4",

1 ML 31 GAUGE

X 1/4", 1/2 ML 31

GAUGE X 1/4"

SURE COMFORT 3 ST; MO
PEN NEEDLE

SURE COMFORT 3 ST
SAFETY PEN

NEEDLE

NEEDLE 31

GAUGE X 1/4"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
SURE COMFORT 3 ST; MO TECHLITE 3 ST; MO
SAFETY PEN INSULIN
NEEDLE SYRINGE
NEEDLE 32 SYRINGE 1 ML
GAUGE X 5/32" 30 GAUGE X 1/2",
SURE-FINE PEN 3 ST;MO 1 ML 31 GAUGE
NEEDLES X 15/64", 1 ML 31
SURE-JECT 3 ST GAUGE X /16
INSULIN TECHLITE 3 ST
SYRINGE 0.3 ML INSULN
29 GAUGE X 1/2", SYR(HALF
0.3 ML 30 UNIT) SYRINGE
GAUGE X 5/16", 0.3 ML 29
0.5 ML 29 GAUGE X 1/2",
GAUGE X 1/2", 0.3 ML 30
0.5 ML 30 GAUGE X 5/16",
GAUGE X 5/16", 1 0.5 ML 30
ML 28 GAUGE X GAUGE X 5/16"
1/2",1 ML 29 TECHLITE 3 ST; MO
GAUGE X 1/2", 1 INSULN
ML 30 GAUGE X SYR(HALF
5/16, 1/2 ML 28 UNIT) SYRINGE
GAUGE X 1/2" 0.3 ML 31
SURE-JECT 3 ST; MO GAUGE X 15/64",
INSULIN 0.3 ML 31
SYRINGE 1 ML GAUGE X 5/16",
31 GAUGE X 5/16 0.5 ML 30 .
TECHLITE 3 ST GAUGE X 172°,
INSULIN 0.5 ML 31
SYRINGE GAUGE X 15/64",
0.5 ML 31
SYRINGE 1 ML GAUGE X 5/16"

29 GAUGE X 1/2"

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

TECHLITE PEN 3 ST; MO THINPRO 3 ST
NEEDLE 29 INSULIN
GAUGE X 1/2", 31 SYRINGE 0.3 ML
GAUGE X 1/4", 31 30 X 3/8", 1 ML 30
GAUGE X 3/16", GAUGE X 3/8",
31 GAUGE X 1/2 ML 28
516", 32 GAUGE GAUGE X 1/2",
X 1/4", 32 GAUGE 1/2 ML 30 X 3/8"
X 5/16", 32 THINPRO 3  ST; MO
GAUGE X 5/32" INSULIN
TECHLITE PEN 3 ST SYRINGE 0.3 ML
NEEDLE 29 31 X 3/8",0.5 ML
GAUGE X 3/8" 31 X 3/8",1 ML 28
TERUMO 3 ST GAUGE X 1/2",1
INSULIN ML 31 X 3/8"
SYRINGE 0.3 ML TOPCARE 3 ST
30 X 3/8",1/2 ML CLICKFINE
27 GAUGE X 1/2", TOPCARE 3 ST
1/2 ML 28 ULTRA
GAUGE X 1/2", COMFORT
1/2 ML 30 X 3/8 TRUE 3 ST
TERUMO 3 ST; MO COMFORT
INSULIN INSULIN
SYRINGE 0.5 ML SYRINGE

" COMFORT PEN
X 1/2",1 ML 28 NEEDLE
GAUGE X 12", 1
ML 29 GAUGE X TRUE 3 ST
172" COMFORT PRO
thinpro insulin 1 ST INS SYRINGE
syringe 0.3 ml 29 TRUE 3 ST
gauge x 112", 0.5 ml COMFORT
29 gauge x 112", 1 SAFETY PEN

NEEDLE

ml 29 gauge x 1/2"

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

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

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ULTILET 3 ST ULTRA FLO 3 ST
INSULIN INSULIN
SYRINGE 0.3 ML SYRINGE
29 GAUGE X 1/2", SYRINGE 0.3 ML
0.3 ML 30 29 GAUGE X 1/2",
GAUGE X 5/16", 0.3 ML 30
0.3 ML 31 GAUGE X 5/16",
GAUGE X 5/16", 0.5 ML 29
0.5 ML 29 GAUGE X 1/2"
GAUGE X 172", ULTRA FLO 3 ST; MO
0.5 ML 30 INSULIN
GAUGE X 5/16", SYRINGE
0.5 ML 31 SYRINGE 0.3 ML
GAUGE X 5/16", 1 31 GAUGE X
ML 29 GAUGE X 5/16"
172", 1 ML 30 ULTRA FLOPEN 3 ST
GAUGE X 5/16, 1 NEEDLE
15\;[1L6 31 GAUGE X NEEDLE 29
GAUGE X 1/2", 31
ULTILET PEN 3 ST GAUGE X 5/16",
NEEDLE 29 33 GAUGE X
GAUGE 5/32"
ULTILET PEN 3 ST;MO ULTRA FLO PEN 3 ST; MO
NEEDLE 32 NEEDLE
GAUGE X 5/32" NEEDLE 31
ULTRA CMFT 3 ST GAUGE X 3/16",
INS SYR (HALF 32 GAUGE X
UNIT) 5/32"
ULTRA 3 ST ULTRA THIN 3 ST
COMFORT PEN NEEDLE
INSULIN ULTRACARE 3 ST
SYRINGE INSULIN
ULTRA FLO 3 ST SYRINGE
INSUL ULTRACARE 3 ST; MO
SYR(HALF PEN NEEDLE
UNIT)

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

Tier ts/Limits Tier ts/Limits
ULTRA-THIN 11 3 ST: MO UNIFINE 3 ST; MO
(SHORT) INS PENTIPS PLUS
SYRINGE 0.3 ML UNIFINE 3 ST
30 GAUGE X PENTIPS PLUS
5/16", 0.3 ML 31 MAXFLOW
GAUGE X 5/16", 1 UNIFINE 3 ST
ML 30 GAUGE X
I I ME 3 SAFECONTROL
GAUGE X 5/16 UNIFINE S ST
ULTRA-THIN 11 3 ST ULTRA PEN

NEEDLE

(SHORT) INS NEEDLE 31
SYRINGE 0.5 ML GAUGE X 1/4". 31
30 GAUGE X GAUGE X 5/16",
5/16", 0.5 ML 31 19 GAUGE X
ULTRA-THIN 11 3 ST:MO UNIFINE 3 ST MO
(SHORT) PEN ULTRA PEN ’
NDL NEEDLE
ULTRA-THIN 11 3 ST:MO NEEDLE 31
INS PEN GAUGE X 3/16"
NEEDLES VANISHPOINT 3 ST
ULTRA-THIN II 3 ST; MO INSULIN
INSULIN SYRINGE
SYRINGE VANISHPOINT 3 ST: MO
UNIFINE 3 ST; MO SYRINGE 0.5 ML
PENTIPS 30 GAUGE X 1/2",
MAXFLOW 1 ML 29 GAUGE
UNIFINE 3 ST: MO X 1/2"
PENTIPS VERIFINE 3 ST
NEEDLE 29 INSULIN
GAUGE X 1/2", 31 SYRINGE
GAUGE X 1/4", 31
GAUGE X 3/16",
31 GAUGE X

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

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VERIFINE PEN 3 ST probenecid- 1 MO
NEEDLE colchicine
GAUGE X 112" 3 ULORIC MO
GAUGE X 3/16". ZYLOPRIM MO
31 GAUGE X OSTEOPOROSI
5/16", 32 GAUGE S THERAPY
X 114", 32 GAUGE ACTONELORAL 3  ST; MO;
X 3132 TABLET 150 MG QL (1 per
V-GO 20 2 MO 30 days)
V-GO 30 2 MO ACTONEL ORAL 3 ST; MO;
V-GO 40 ) MO TABLET 35 MG QL (4 per
MUSCULOSK — l B
ELETAL / alen 'ronate ora ; Q
solution (300 per 28
RHEUMATO days)
LOGY alendronate oral 1 MO; QL
GOUT tablet 10 mg (30 per 30
THERAPY days)

- alendronate oral 1 MO; QL (4
aléolp ?’} ’ggl or al3 00 1 MO tablet 35 mg, 70 mg per 28 days)
e e ATELVIA 3 ST; MO;

il QL (4 per
ALLOPURINOL 3 28 days)
RAL TABLET
© BINOSTO 3 ST; MO;
200 MG OL (4 per
COLCHICINE 3 ST;MO iy dayf)
RA
8%15{?14% L EVENITY 4 PA; MO;
— SUBCUTANEOU QL (2.34
colchicine (gout) 1 MO S SYRINGE per 30 days)
oral tablet 210MG/2.34ML (
COLCRYS 3 ST; MO 105MG/1.17MLX2
febuxostat 1 MO )
MITIGARE 3 ST:MO EVISTA 3 MO
probenecid 1 MO FORTEO 4 PA; MO;
QL (2.4 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FOSAMAX 3 ST; MO; ACTEMRA 4 PA; MO;
ORAL TABLET QL (4 per SUBCUTANEOU QL (3.6 per
70 MG 28 days) S 28 days)
FOSAMAX PLUS 3 ST; MO; ADALIMUMAB- 4 PA; QL (6
D QL (4 per FKJP per 28 days)
28 days) SUBCUTANEOU
ibandronate oral 1 MO; QL (1 S PEN INJECTOR
per 30 days) KIT
PROLIA 3 PA; MO; ADALIMUMAB- 4 PA; QL (2
QL (1 per FKIJP per 28 days)
180 days) SUBCUTANEOU
; S SYRINGE KIT
rc.zloxzfene 1 MO 20 MG/0.4 ML
i 150 g | peri0dmyy  ADALIMUMAB 4 PAGL(S
g P y FKIJP per 28 days)
risedronate oral 1 MO; QL (4 SUBCUTANEOU
tablet 35 mg, 35 mg per 28 days) S SYRINGE KIT
(12 pack), 35 mg (4 40 MG/0.8 ML
pack) AMIJEVITA 4 PA; MO;
risedronate oral 1 MO; QL (PREFERRED QL (4.8 per
tablet 5 mg (30 per 30 NDCS 28 days)
days) STARTING
risedronate oral 1 MO; QL (4 WITH 55513)
tablet,delayed per 28 days) SUBCUTANEOU
release (drlec) S AUTO-
TERIPARATIDE 4 PA; MO; INJECTOR 40
QL (2.48 MG/0.8 ML
per 28 days) AMIEVITA 4 PA; MO;
TYMLOS 4 PA; MO:; (PREFERRED QL (0.4 per
QL (1 56 NDCS 28 days)
per 30 days) ?JI?‘EEISI\SI%)
OIS SUBCUTANEOU
RHEUMATOLO S SYRINGE 10
GICALS MG/0.2 ML
ACTEMRA 4 PA; MO;
ACTPEN QL (3.6 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
AMJEVITA 4  PA; MO:; CYLTEZO(CF) 4  PA; MO:;
(PREFERRED QL (0.8 per SUBCUTANEOU QL (4 per
NDCS 28 days) S SYRINGE KIT 28 days)
STARTING 40 MG/0.8 ML
WITH 55513) DEPEN 4  PA;MO
SUBCUTANEOU TITRATABS
18\485? H,?LE 20 ENBREL MINI 4  PA; MO;
: QL (8 per
AMIJEVITA 4 PA; MO; 52 daylsj)
ggggERRED %Ldg‘f)per ENBREL 4 PA;MO;
STARTING Y SUBCUTANEOU QL (8 per
SUBCUTANEOU ENBREL 4 PA; MO;
S SYRINGE 40 SUBCUTANEOU QL (8 per
MG/0.8 ML S SYRINGE 28 days)
ARAVA 4  MO;QL ENBREL 4 PA; MO;
(30 per 30 SURECLICK QL (8 per
days) 28 days)
BENLYSTA 4  PA;MO HADLIMA(CF) 4 PA;QL
SUBCUTANEOU (2.4 per 28
S days)
CUPRIMINE 4 PA: MO HADLIMA(CF) 4 PA; QL
CYLTEZO(CF) I PA MO PUSHTOUCH (2.4 per 28
PEN QL (4 per days)
28 days) HULIO(CF) PEN 4 PA; MO;
CYLTEZO(CF) 4 PA;QL (6 %Ld? IS’)ef
PEN CROHN'S- per 180 y
UC-HS days) HULIO(CF) 4 PA; MO;
CYLTEZO(CF) 4 PAQLG SUBCUTANEOU QL (2 per
PEN PSORIASIS er 180 5 SYRINGE KIT 28 days)
P 20 MG/0.4 ML
STRT days)
CYLTEZO(CF) 4  PA;MO; HULIO(CF) 4 PA;MO;
SUBCUTANEOU QL (2 per SUBCUTANEOU QL (6 per
S SYRINGE KIT 28 days) S SYRINGE KIT 28 days)
10 MG/0.2 ML, 20 40 MG/0.8 ML
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

HUMIRA PEN 4  PA;MO:; HUMIRA(CF) 4  PA;MO:;
QL (4 per SUBCUTANEOU QL (4 per
28 days) S PEN INJECTOR 28 days)

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

CROHNS-UC-HS QL (6 per ML

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

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

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

ADOL HS 180 days) KIT 80 MG/0.8

HUMIRA 4  PA;MO:; ML

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

S SYRINGE KIT 28 days) SUBCUTANEOU QL (2 per

40 MG/0.8 ML S SYRINGE KIT 28 days)

HUMIRA(CF) 4 PA; MO; 11\2 é\f(?z/oﬁi\“’ 20

PEDI CROHNS QL (3 per :

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

SUBCUTANEOU SUBCUTANEOU QL (4 per

S SYRINGE KIT S SYRINGE KIT 28 days)

80 MG/0.8 ML 40 MG/0.4 ML

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

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

STARTER 180 days) STARTER 180 days)

SUBCUTANEOU HYRIMOZ PEN 4  PA;MO;

S SYRINGE KIT PSORIASIS QL (1.6 per

80 MG/0.8 ML-40 STARTER 180 days)

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

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

PEN CROHNS- QL (3 per STARTER 180 days)

UC-HS 180 days) SUBCUTANEOU

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

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

ucC 180 days) MG/0.4 ML

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

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

ADOL HS 180 days) 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
HYRIMOZ(CF) PA: MO; ORENCIA 4 PA;MO:;
SUBCUTANEOU QL (0.2 per SUBCUTANEOU QL (2.8 per
S SYRINGE 10 28 days) S SYRINGE 87.5 28 days)
MG/0.1 ML MG/0.7 ML
HYRIMOZ(CF) PA; MO; OTEZLA 4 PA;MO;
SUBCUTANEOU QL (0.4 per QL (60 per
S SYRINGE 20 28 days) 30 days)
MG/0.2 ML OTEZLA 4 PA; MO;
HYRIMOZ(CF) PA; MO; STARTER ORAL QL (55 per
SUBCUTANEOU QL (1.6 per TABLETS,DOSE 180 days)
S SYRINGE 40 28 days) PACK 10 MG (4)-
MG/0.4 ML 20 MG (4)-30 MG
KEVZARA PA; MO; (47)
QL (2.28 OTREXUP (PF) 3 MO
per 28 days) penicillamine 4 PA; MO
KINERET PA; QL RASUVO (PF) 3 MO
g;':)per 30 REDITREX (PF) 3 MO
leflunomide MO; QL RIDAURA 4 MO
(30 per 30 RINVOQ ORAL 4 PA; MO;
days) TABLET QL (30 per
—— EXTENDED 30 days)
OLUMIANT g/i’ (1;/{)0,& RELEASE 24 HR
p 15 MG, 30 MG
30 days)
ORENCIA PA MO: RINVOQ ORAL 4 PA;MO:;
CLICKJECT QL (4 per TABLET QL (84 per
5% da 1;’) EXTENDED 180 days)
y RELEASE 24 HR
ORENCIA PA; MO; 45 MG
SUBCUTANEOU QL (4 per SAVELLA ORAL 2 MO;QL
S SYRINGE 125 28 days) TABLET (60 30
MG/ML dayf)er
ORENCIA PA; MO; SAVELLA ORAL 2 MO;QL
SUBCUTANEOU QL (1.6 per
TABLETS,DOSE (55 per 180
S SYRINGE 50 28 days) PACK days)
MG/0.4 ML y

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
SIMPONI PA; MO; OBSTETRICS
SUBCUTANEOU QL (3 per /
S PEN INJECTOR 28 days
100 MG/ML ) GYNECOLOG
SIMPONI PA; MO; Y
SUBCUTANEOU QL (0.5 per ESTROGENS /
50 MG/0.5 ML
T L
SUBCUTANEOU QL (3 per 0.5 MG )
S SYRINGE 100 28 days) :
MG/ML amabelz 1 PA; MO
SIMPONI PA; MO; ANGELIQ 3 PA;MO
SUBCUTANEOU QL (0.5 per AYGESTIN 3 MO
18\4%511?\?5 >0 28 days) BIJUVA 3 PA;MO
XELJZNZ ORAL PA; MO camila : MO
SOLUTION QL (300 per CLIMARA 3 PA;MO;
30 days) QL (4 per
XELJANZ ORAL PA; MO 28 days)
30 days) COMBIPATCH PA; MO
XELJANZ XR PA; MO; CRINONE MO
30 days) Yo
YUSIMRY(CF) PA; QL CRINONE 3 PA; MO
PEN (4.8 per 28 VAGINAL GEL 8
days) %
deblitane 1 MO
DELESTROGEN 3 MO
DEPO- MO
ESTRADIOL
DEPO-PROVERA 3 MO
INTRAMUSCUL
AR SUSPENSION
150 MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DEPO-PROVERA 3 MO estradiol 1 PA; MO;
INTRAMUSCUL transdermal gel in QL (30 per
AR SYRINGE packet 0.25 mgl0.25 30 days)
DEPO-SUBQ 3 MO gram (0.1%), 0.5
PROVERA 104 mgl0.5 gram (0.1
0
DIVIGEL 3 PA;MO:; /‘;ﬁl ’n?' (705 ;701/g)/0. ]75
TRANSDERMAL QL (30 per ‘f’; y mn’q ( (;) ] %)
GEL IN PACKET 30 days) seram iz
0.25 MG/0.25 estradiol 1 PA; MO;
GRAM (0.1 %), 0.5 transdermal gel in QL (37.5
MG/0.5 GRAM packet 1.25 mgll.25 per 30 days)
(0.1 %), 0.75 gram (0.1%)
MG/0.75 GRAM estradiol 1 PA; MO;
(0.1%), 1 transdermal patch QL (8 per
MG/GRAM (0.1 semiweekly 28 days)
7o) estradiol 1 PA; QL (4
DIVIGEL 3 PA; MO; transdermal patch per 28 days)
TRANSDERMAL QL (37.5 weekly 0.025 mgl24
GEL IN PACKET per 30 days) hr, 0.0375 mg/24 hr,
1.25 MG/1.25 0.06 mg/24 hr, 0.075
GRAM (0.1 %) mgl24 hr
dotti 1 PA; MO; estradiol 1 PA; MO;
QL (8 per transdermal patch QL (4 per
28 days) weekly 0.05 mg/24 28 days)
DUAVEE D MO hr, 0.1 mg/24 hr
ELESTRIN 3 PA; MO:; estradiol vaginal 1 MO
QL (70 per estradiol valerate 1 MO
30 days) estradiol- 1 PA; MO
errin 1 MO norethindrone acet
ESTRACE ORAL 3 PA; MO ESTRING MO
ESTRACE ST; MO ESTROGEL MO; QL
VAGINAL (50 per 30
estradiol oral 1 PA; MO days)
EVAMIST 3 PA; MO;
QL (16.2
per 30 days)
FEMRING 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fyavoly 1 PA; MO PREFEST 3 PA; MO
IMVEXXY 2 MO PREMARIN 2 MO
MAINTENANCE ORAL
PACK PREMARIN 2 MO
IMVEXXY 2 MO VAGINAL
STARTER PACK PREMPHASE 2 MO
incassia 1 MO PREMPRO 7 MO
Jinteli 1 PA; MO progesterone 1 MO
lyleq 1 MO micronized
Iyllana 1 PA; MO; PROMETRIUM 3 MO
QL (8 per PROVERA 3 MO
28 days) sharobel 1 MO
lyza ! VAGIFEM 3 ST; MO
medroxyprogesteron 1 MO VIVELLE-DOT 3 PA; MO:
e
QL (8 per
MENEST 2 PA; MO 28 days)
MENOSTAR 3 Pzi; 14\1/10; yuvafem 1 MO
;38 d(ayls))er MISCELLANEO
US OB/IGYN
mimvey 1 PA; MO
MINIVELLE 3 PA: MO: ANNOVERA MO
QL (8 per CLEOCIN MO
nora-be 1 MO clindamycin 1 MO
norethindrone 1 phosphate vaginal
(contraceptive) CLINDESSE 3 MO
norethindrone 1 MO eluryng 1 MO
acetate etonogestrel-ethinyl 1
norethindrone ac- 1 PA estradiol
eth estradiol oral GYNAZOLE-1 3 MO
mes KYLEENA 3
norethindrone ac- 1 PA; MO
LILETTA 3 MO

eth estradiol oral
tablet 1-5 mg-mcg

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

Tier ts/Limits Tier  ts/Limits
metronidazole 1 MO BEYAZ 3 MO
vaginal blisovi 24 fe 1 MO
miconazole-3 1 MO blisovi fe 1.5/30 1 MO
vaginal suppository (28)

MIRENA 3 briellyn 1 MO
MYFEMBREE 4 PA; MO camrese lo 1 MO
NEXPLANON 3 cryselle (28) 1 MO
NUVARING 3 MO cyred eq 1 MO
ORIAHNN 4  PA;MO desog- 1
OSPHENA 3 MO e.estradiolle.estradi

PHEXXI 3 MO ol

SKYLA 3 desogestrel-ethinyl 1
terconazole 1 MO est;adzol

tranexamic acid 1 MO dolishale ! MO
oral drospirenone- 1

e.estradiol-Im.fa

vandazole i MO oral tablet 3-0.02-
xulane I MO 0.451 mg (24) (4)
zafemy 1 MO drospirenone-ethinyl 1 MO
estradiol oral tablet
3-0.02 mg
drospirenone-ethinyl 1
estradiol oral tablet
altavera (28) 1 MO 3-0.03 mg ; 0
alyacen 1135 (28) 1 MO enp l:esse
amethia 1 MO ensey c; i ﬁg
apri 1 MO es}tlary ;_ T ; :
aranelle (28) 1 MO erny roato ac-et
estradiol
ashlyna ! MO falmina (28) 1 MO
au.bra cd ! MO finzala 1 MO
aviane 1 MO gemmily 1 MO
BALCOLTRA 3 MO hailey 24 fe 1 MO
balziva (28) 1 MO —
iclevia 1

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

introvale 1 MO lessina 1 MO

isibloom 1 MO levonest (28) 1 MO

Jjasmiel (28) 1 MO levonorgestrel- 1 MO

Jjuleber 1 MO ethinyl estrad oral

Jjunel 1.5/30 (21) I MO ;jf ;ft 0.1-20 mg-

Junel 1120 (21) 1 MO

: : levonorgestrel- 1

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

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

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

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

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

kelnor 1/35 (28) 1 MO month

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

kurvelo (28) 1 MO triphasic

[ norgestle.estradiol- 1 levora-28 1 MO

e.estrad oral LO LOESTRIN 3 MO

tablets,dose pack,3 FE

month 0.1 mg-20 LOESTRIN 1.530 3 MO

mcg (84)110 mcg 21

(7),0.15 mg-30

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

(7) (21)

[ norgestle.estradiol- 1 MO LOESTRIN FE 3 MO

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

tablets,dose pack,3 LOESTRIN FE 3 MO

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

mcgl 0.15 mg-25 loryna (28) 1 MO

mes LOSEASONIQUE 3 MO

larz.n 1.530 (21) L MO low-ogestrel (28) 1 MO

larl'n 1120 (21) 1 MO lutera (28) 1 MO

larl‘nfe 1.5/30 (28) 1 MO marlissa (28) 1 MO

larin fe 1120 (28) 1 MO Pp— 1 MO

layolis fe ! MO mibelas 24 fe 1 MO

leena 28 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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microgestin 1.5/30 1 MO norgestimate-ethinyl 1 MO
(21) estradiol oral tablet
microgestin 1/20 1 MO 0.1810.215/0.25 mg-
(21) 35 meg (28)
microgestin 24 fe 1 MO nortrel 0.5/35 (28) 1 MO
microgestin fe 1 MO nortrel 1/35 (21) 1 MO
1.5/30 (28) nortrel 1/35 (28) 1 MO
microgestin fe 1/20 1 MO nortrel 71717 (28) 1 MO
(28) nylia 1/35 (28) 1 MO
mili 1 MO nylia 71717 (28) 1 MO
NATAZIA 3 MO nymyo 1 MO
necon 0.5135 (28) 1 MO ocella 1 MO
NEXTSTELLIS 3 MO pimtrea (28) 1 MO
nikki (28) 1 MO portia 28 1 MO
noreth'-et}%inyl 1 QUARTETTE 3 MO
estradiol-iron reclipsen (28) 1 MO
norethindrone ac- 1 MO velsa 1 MO
eth estradiol oral
tablet 1-20 mg-mcg SAFYRAL 3 MO
norethindrone- 1 SEASONIQUE 3 MO
e.estradiol-iron oral setlakin 1 MO
capsule SLYND 3 MO
norethindrone- 1 sprintec (28) 1 MO
e.estradiol-iron oral . 1 MO
tablet 1 mg-20 mcg STonyx
(21)175mg (7), 1- syeda 1 MO
20(5)11-30(7) tarina 24 fe 1 MO
/1mg-35mcg (9) tarina fe 1-20 eq 1 MO
norethindrone- 1 (28)
e. Zsltrad}z;ol-ir]());a oral tilia fe 1 MO
ta et,c' ewd eh' ; 1 tri-estarylla 1 MO
norgestimate-ethiny :
estradiol oral tablet tri-legest fe I MO
0.18/0.215/0.25 mg- tri-lo-estarylla 1 MO
25 meg, 0.25-35 mg- tri-lo-sprintec 1 MO

mcg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
tri-mili 1 MO ciprofloxacin hcl 1 MO
tri-nymyo 1 MO ophthalmic (eye)
tri-sprintec (28) 1 MO erythromycin 1 MO; QL
rivora (28) 1 MO ophthalmic (eye) Elf;}Slsl))er 14
tri-vylibra 1 MO satifloxacin 1 MO
tri-vylibra lo 1 MO gentamicin 1 MO: QL
TYBLUME 3 MO ophthalmic (eye) (70 per 30
tydemy 1 MO drops days)
velivet triphasic 1 MO levofloxacin 1 MO
regimen (28) ophthalmic (eye)
vestura (28) 1 MO drops 0.5 7
vienva 1 MO moxifloxacin 1 MO
vyfemla (28) 1 MO Z,f (iztizalmzc (eye)
vylibra 1 MO N ApT ACYN 3
wymzya fe L MO neomycin- 1 MO
YASMIN (28) 3 MO bacitracin-
YAZ (28) 3 MO polymyxin
zovia 1-35 (28) 1 MO neomycin- 1 MO
OPHTHALM polymyxin-
gramicidin
QLI neo-polycin 1 MO
ANTIBIOTICS OCUFLOX 3 MO
AZASITE 2 MO ofloxacin 1 MO
bacitracin 1 MO ophthalmic (eye)
ophthalmic (eye) polycin 1 MO
bacitracin- 1 MO polymyxin b sulf- 1 MO
polymyxin b trimethoprim
BESIVANCE 2 MO tobramycin 1 MO; QL
CILOXAN 3 MO ophthalmic (eye) (10 per 14
OPHTHALMIC days)
(EYE) TOBREX 3 MO; QL
OINTMENT OPHTHALMIC (3.5 per 14
(EYE) days)
OINTMENT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VIGAMOX 3 MO BYOOVIZ 4 PA; MO
ZYMAXID 3 MO CEQUA 3 MO; QL
R days)
trifluridine 1 MO CIMERLI 1 PA; MO
ZIRGAN . MO cromolyn 1 MO
ophthalmic (eye)
cyclosporine 1 MO; QL
betaxolol 1 MO ophthalmic (eye) (60 per 30
ophthalmic (eye) days)
BETIMOL 3 MO CYSTADROPS 4 PA
BETOPTIC S 3 MO CYSTARAN 4 PA
carteolol 1 MO epinastine 1 MO
ISTALOL 3 MO LACRISERT 3 PA; MO
levobunolol 1 MO olopatadine 1 MO
ophthalmic (eye) ophthalmic (eye)
drops 0.5 %% drops 0.1 %
timolol maleate (pf) 1 MO OXERVATE 4 PA; MO
timolol maleate 1 MO PHOSPHOLINE 3
ophthalmic (eye) IODIDE
TIMOPTIC 3 MO pilocarpine hel 1 MO
OCUDOSE (PF) ophthalmic (eye)
TIMOPTIC-XE 3 MO drops 1%, 2 %, 4%
RESTASIS 3 MO; QL
(60 per 30
days)
RESTASIS 3 MO; QL
MULTIDOSE (5.5 per 30
ALOMIDE 3 MO days)
atropine ophthalmic 1 MO sulfacetamide 1 MO
(eye) drops sodium ophthalmic
azelastine 1 MO (eye)
ophthalmic (eye) sulfacetamide- 1 MO
bepotastine besilate 1 MO prednisolone
BEPREVE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TYRVAYA 3 MO; QL methazolamide 1 MO
(8.4 per 30
days)
VERKAZIA 4 PA; MO;
QL (120 per
30 days) AZOPT 3 MO
VUITY 3 PA: MO bimatoprost 1 MO
XIIDRA 3 MO: QL ophthalmic (eye)
(60 I;er 30 brimonidine-timolol 1 MO
days) brinzolamide 1 MO
ZERVIATE 3 MO COMBIGAN 3 MO
COSOPT 3 MO
COSOPT (PF) 3 MO
dorzolamide 1 MO
dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
ACULAR LS 3 ST;MO (eve) dropperette
ACUVAIL (PF) 3 ST; MO latanoprost 1 MO
bromfenac 1 MO LUMIGAN 2 MO
BROMSITE 2 MO OPHTHALMIC
(EYE) DROPS
diclofenac sodium 1 MO 0.01 %
hthalmi i
or ; i (ey;_) — RHOPRESSA 2 MO
Jlurbiprofen sodium ROCKLATAN 2 MO
ILEVRO 3 ST; MO
Teetorol 1 MO SIMBRINZA 2 MO
etorolac
ophthalmic (eye) tafluprost (pf) 1 MO
NEVANAC 3 ST: MO TRAVATAN Z 3 ST; MO
PROLENSA 3 MO travoprost 1 MO
VYZULTA 3 ST; MO
XALATAN 3 ST; MO
XELPROS 3 ST
acetazolamide 1 MO ZIOPTAN (PF) 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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difluprednate 1 MO
DUREZOL 3 MO
EYSUVIS 3 PA; MO;
QL (8.3 per
MAXITROL 3 MO 14 days)
neomycin- 1 MO FLAREX 3 MO
bacitracin-poly-hc fluorometholone 1 MO
neomycin- 1 MO FML FORTE 3 MO
polymyxin b- FML LIQUIFILM 3 MO
dexxameth INVELTYS 2 MO
neomyetn- . MO LOTEMAX 3 MO
polymyxin-hc
ophthalmic (eve) LOTEMAX SM 3 MO
neo-polycin he 1 MO loteprednol I MO
TOBRADEX 3 MO;QL ctabonate
OPHTHALMIC (10 per 14 MAXIDEX 3 MO
(EYE) days) PRED FORTE 3 MO
DROPS,SUSPENS PRED MILD 3 MO
TION prednisolone acetate 1 MO
TOBRADEX 2 MO; QL ; 5
OPHTHALMIC (3.5 per 14 prednisolone sodium 1 MO
i phosphate
(EYE) days) :
OINTMENT ophthalmic (eye)
tobramycin- 1 MO; QL
dexamethasone (10 per 14 ALPHAGANP 3 MO
days) apraclonidine 1 MO
ZYLET 3 MO; QL brimonidine 1 MO
(10 per 14 ophthalmic (eye)
days) IOPIDINE 3 MO
ALREX 2 MO (EYE)
DROPPERETTE
dexamethasone 1 MO
sodium phosphate

ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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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RESPIRATOR EPINEPHRINE 3 QL (2 per
Y AND INJECTION 30 days)
ALLERGY AUTO-
INJECTOR 0.3
ANTIHISTAMI MG/0.3 ML
NE / (MANUFACTUR
ANTIALLERGE ED BY MYLAN
NIC AGENTS SPECIALTY)
EPIPEN 2-PAK 3 MO; QL (2
AUVI-Q 2 3QOL df IS))G r per 30 days)
— ; i MO Y EPIPEN JR 2-PAK 3 MO; QL (2
cetirizine ora
. per 30 days)
gﬁfg;igi/MI 3 MO OL hydroxyzine hcl oral 1 PA; MO
> tablet
RAL TABLET
© éSaO E)er 30 levocetirizine oral 1 MO
CLARINEXD12 3 M(y) L solution
HOUR ) (60 ’e? 30 levocetirizine oral 1 MO; QL
daysp) tablet (30 per 30
; days)
desloratadine : ZIOO 1,)eQrI?;0 promethazine oral 1 PA; MO
days) SYMIJEPI 3 MO; QL (2
EPINEPHRINE 3 MO;QL(2 per 30 days)
INJECTION per 30 days) PULMONARY
AUTO- AGENTS
i Lo 01 ACCOLATE 3 MO
: tyleystei PA; MO
epinephrine injection 1 MO; QL (2 acetyieystetne ’ .
auto-injector 0.15 per 30 days) ADCIRCA 4 PA; MO;
mgl0.3 ml, 0.3 QL (60 per
mgl0.3 ml 30 days)
(manufactured by ADEMPAS 4 PA; MO;
mylan specialty ) LA
ADVAIR DISKUS 3 MO; QL
(60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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ADVAIR HFA 2 MO:;QL ALVESCO MO: QL
(12 per 30 INHALATION (12.2 per 30
days) HFA AEROSOL days)
AIRDUO 3 ST; MO; INHALER 160
DIGIHALER QL (1 per MCG/ACTUATIO
30 days) N
AIRDUO 3 ST; MO; ALVESCO MO; QL
RESPICLICK QL (1 per INHALATION (6.1 per 30
30 days) HFA AEROSOL days)
INHALER 80
qlbuterQl sulfate 1 MO; QL MCG/ACTUATIO
inhalation hfa (17 per 30
. N
aerosol inhaler 90 days)
mcglactuation alyq PA; QL (60
albuterol sulfate 1 QL (13.4 : per 30 days)
inhalation hfa per 30 days) ambrisentan PA; MO;
aerosol inhaler 90 LA
mcglactuation ANORO ST; MO;
package size 6.7 gm ELLIPTA QL (60 per
ALBUTEROL 3 ST;QL(36 30 days)
SULFATE per 30 days) arformoterol PA; MO;
INHALATION QL (120 per
HFA AEROSOL 30 days)
INHALER 90 ARMONAIR ST; MO;
MCG/ACTUATIO DIGIHALER QL (1 per
N (NDA020983) 30 days)
albuterol sulfate 1 PA; MO ARNUITY ST; MO;
inhalation solution ELLIPTA QL (30 per
for nebulization 0.63 30 days)
mgl3 mi, 1.25 mgl3 ASMANEX HFA MO: QL
ml, 2.5 mg /3 ml (13 per 30
(0.083%), 2.5 i f)
mgl0.5 ml y
albuterol sulfate 1 MO
oral syrup
albuterol sulfate 1 MO
oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ASMANEX 2 MO; QL (1 bosentan 4 PA; MO:;
TWISTHALER per 30 days) LA
INHALATION BREO ELLIPTA 2 MO;QL
AEROSOL (60 per 30
POWDR days)
AT iz 2 woa
AEROSPHERE (10.7 per 30
MCG/ days)
ACTUATION ays
(30), 220 MCG/ BRONCHITOL 4 PA; MO
ACTUATION BROVANA 4 PA; MO;
(30), 220 MCG/ QL (120 per
ACTUATION (60) 30 days)
ASMANEX 2 MO; QL (2 budesonide 1 PA; MO;
TWISTHALER per 30 days) inhalation QL (120 per
INHALATION suspension for 30 days)
AEROSOL nebulization 0.25
POWDR mgl2 ml, 0.5 mg/2
BREATH ml
ACTIVATED 220 budesonide 1 PA; MO;
MCG/ inhalation QL (60 per
ACTUATION suspension for 30 days)
(120) nebulization 1 mg/2
ATROVENT HFA 3 MO; QL ml
(25.8 per 30 BUDESONIDE- 3 ST;MO;
days) FORMOTEROL QL (10.2
azelastine- 1 MO; QL per 30 days)
fluticasone (23 per 30 CINRYZE 4 PA: MO
days) COMBIVENT 2 MO; QL (8
BECONASE AQ 3 ST;MO; RESPIMAT per 30 days)
?OLd(j}?s)p o cromolyn inhalation 1 PA; MO
BERINERT 4 PA;MO DALIRESP 3 g‘}‘f (1;%0;
INTRAVENOUS 04 S)per
KIT ay
BEVESPI 2 MO; QL Eéjlﬁslgkig 4 g{j ?I/IO’
AEROSPHERE (10.7 per 30 bet
days) 30 days)

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

This drug list was updated in August 2023.
141



Drug Name Drug Requiremen Drug Name Drug Requiremen
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DULERA 2 MO;QL FLOVENT 3 ST; MO;
(13 per 30 DISKUS QL (240 per
days) INHALATION 30 days)
DYMISTA 3 MO:;QL BLISTER WITH
(23 per 30 DEVICE 250
days) MCG/ACTUATIO
ESBRIET ORAL 4 PA; MO:; N
CAPSULE QL (270 per FLOVENT HFA 3 ST; MO;
30 days) AEROSOL QL (12 per
ESBRIET ORAL 4  PA; MO; ggg}k@%{ﬂfn o 30 days)
TABLET 267 MG QL (270 per N
30 days)
ESBRIET ORAL 4 PA; MO; FLOVENT HFA 3 SEMO;
TABLET 801 MG QL (90 per AEROSOL QL (24 per
04 )p INHALER 220 30 days)
ays MCG/ACTUATIO
FASENRA 4 PA; MO:; N
SngS ger FLOVENT HFA 3 ST;MO;
y AEROSOL QL (10.6
FASENRA PEN 4  PA;MO; INHALER 44 per 30 days)
QL (1 per MCG/ACTUATIO
28 days) N
FIRAZYR 4  PA;MO flunisolide 1  MO;QL
FLOVENT 3 ST; MO; (50 per 30
DISKUS QL (60 per days)
INHALATION 30 days) FLUTICASONE 3 ST; MO;
BLISTER WITH FUROATE- QL (60 per
DEVICE 100 VILANTEROL 30 days)
11:]“;%}/ ACTUATIO FLUTICASONE 3 ST: MO;
’ PROPIONATE QL (12 per
11:140(}/ ACTUATIO INHALATION 30 days)
HFA AEROSOL
INHALER 110
MCG/ACTUATIO
N

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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FLUTICASONE 3 ST; MO; HAEGARDA 4 PA; MO;
PROPIONATE QL (24 per LA
INHALATION 30 days) icatibant 4 PA: MO
HFA AEROSOL INCRUSE 3 ST; MO;
INHALER 220 ELLIPTA QL (30
MCG/ACTUATIO per
N 30 days)
FLUTICASONE 3 ST; MO; ipratropium I PAMO
PROPIONATE QL’ (10 6’ bromide inhalation
INHALATION per 30 days) ipratropium- 1 PA;MO
HFA AEROSOL albuterol
INHALER 44 KALBITOR 4 PA; MO
MCG/ACTUATIO KALYDECO 4  PA; MO;
N ORAL QL (56 per
fluticasone 1 MO; QL GRANULES IN 28 days)
propionate nasal (16 per 30 PACKET 13.4
days) MG, 25 MG, 50
FLUTICASONE 3 ST; MO; MG, 75 MG
PROPION- QL (1 per KALYDECO 4 PA; MO;
SALMETEROL 30 days) ORAL TABLET QL (56 per
INHALATION 28 days)
AEROSOL LETAIRIS 4 PA; MO;
POWDR LA
Ilzlé]%?\;f XITED levalbuterol hcl 1 PA; MO
. . - LEVALBUTERO 3 ST; MO;
fluticasone propion- 1 MO; QL L TARTRATE QL (30 per
salmeterol (60 per 30 30 days)
inhalation blister days) ays
with device mometasone nasal 1 MO; QL
FLUTICASONE 3 ST;MO: 5134 p)er 30
PROPION- QL (12 per e
SALMETEROL 30 days) montelukast 1 MO
INHALATION NUCALA 4 PA; MO;
HFA AEROSOL SUBCUTANEOU LA; QL (3
INHALER S AUTO- per 28 days)
formoterol fumarate 1 PA; MO; INJECTOR
QL (120 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer Service using the information provided on the front and back covers of
this formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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NUCALA 4 PA; MO; PIRFENIDONE 4 PA; QL (90
SUBCUTANEOU LA; QL (3 ORAL TABLET per 30 days)
S RECON SOLN per 28 days) 534 MG
NUCALA 4 PA; MO; pirfenidone oral 4 PA; MO;
SUBCUTANEOU LA; QL (3 tablet 801 mg QL (90 per
S SYRINGE 100 per 28 days) 30 days)
MG/ML PROAIR 3 ST;MO;
NUCALA 4 PA; MO; DIGIHALER QL (2 per
SUBCUTANEOU LA; QL 30 days)
S SYRINGE 40 (0.4 per 28 PROAIR 3 ST; MO;
MG/0.4 ML days) RESPICLICK QL (2 per
OFEV 4 PA; MO; 30 days)
QL (60 per PULMICORT 2 MO:; QL (2
30 days) FLEXHALER per 30 days)
OMNARIS 3 ST; MO; INHALATION
QL (12.5 AEROSOL
per 30 days) POWDR
OPSUMIT 4  PA;MO; BREATH
LA ACTIVATED 180
ORKAMBI ORAL 4 PA; MO; Ilil/[ CG/ACTUATIO
GRANULES IN QL (56 per
PACKET 28 days) PULMICORT 2 MO:; QL (1
ORKAMBIORAL 4  PA; MO: FLEXHALER per 30 days)
TABLET QL (112 per INHALATION
38 days) pe AEROSOL
ays POWDR
ORLADEYO 4 PA; LA BREATH
PERFOROMIST 4 PA; MO; ACTIVATED 90
QL (120 per MCG/ACTUATIO
30 days) N
pirfenidone oral 4 PA; MO; PULMICORT 3 PA; MO;
capsule QL (270 per INHALATION QL (120 per
30 days) SUSPENSION 30 days)
pirfenidone oral 4 PA; MO; FOR
tablet 267 mg QL (270 per NEBULIZATION
30 days) 0.25 MG/2 ML, 0.5
MG/2 ML

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

PULMICORT 3 PA; MO;

INHALATION QL (60 per

SUSPENSION 30 days)

FOR

NEBULIZATION

1 MG/2 ML

PULMOZYME 4 PA; MO

QNASL NASAL 3 ST; MO;

HFA AEROSOL QL (4.9 per

INHALER 40 30 days)

MCG/ACTUATIO

N

QNASL NASAL 3 ST; MO;

HFA AEROSOL QL (8.7 per

INHALER 80 30 days)

MCG/ACTUATIO

N

QVAR 2 MO; QL

REDIHALER (10.6 per 30

INHALATION days)

HFA AEROSOL

BREATH

ACTIVATED 40

MCG/ACTUATIO

N

QVAR 2 MO; QL

REDIHALER (21.2 per 30

INHALATION days)

HFA AEROSOL

BREATH

ACTIVATED 80

MCG/ACTUATIO

N

REVATIO ORAL 4 PA; MO;

SUSPENSION QL (224 per

FOR 30 days)

RECONSTITUTI

ON

Drug Name Drug Requiremen
Tier  ts/Limits
REVATIO ORAL 4 PA; MO:;
TABLET QL (90 per
30 days)
roflumilast 1 PA; MO:;
QL (30 per
30 days)
RUCONEST 4 PA; MO
RYALTRIS 3 ST; MO;
QL (29 per
30 days)
sajazir PA; MO
SEREVENT 3 ST; MO;
DISKUS QL (60 per
30 days)
sildenafil 4 PA; MO;
(pulmonary arterial QL (224 per
hypertension) oral 30 days)
suspension for
reconstitution 10
mgl/ml
sildenafil 1 PA; MO;
(pulmonary arterial QL (90 per
hypertension) oral 30 days)
tablet 20 mg
SINGULAIR 3 MO
SPIRIVA MO; QL (4
RESPIMAT per 30 days)
SPIRIVA WITH 2 MO; QL
HANDIHALER (90 per 90
days)
STIOLTO 2 MO; QL (4
RESPIMAT per 30 days)
STRIVERDI 2 MO; QL (4
RESPIMAT 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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Drug Name Drug Requiremen Drug Name Drug Requiremen
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SYMBICORT 3 ST; MO; TRIKAFTA 4 PA; MO;
QL (10.2 ORAL QL (56 per
per 30 days) GRANULES IN 28 days)
SYMDEKO 4  PA; MO; PACKET,
QL (56 per SEQUENTIAL
28 days) TRIKAFTA 4 PA; MO;
tadalafil 4 PA; QL (60 ORAL TABLETS, QL (84 per
(pulmonary arterial per 30 days) SEQUENTIAL 28 days)
hypertension) oral TUDORZA 3 ST; MO;
tablet 20 mg PRESSAIR QL (1 per
TADLIQ 4 PA; MO; INHALATION 30 days)
QL (300 per AEROSOL
20 daye BREATH
TAKHZYRO 4 E’Z; MO; ACTIVATED 400
MCG/ACTUATIO
terbutaline oral 1 MO N
TEZSPIRE 4 PA; MO; TUDORZA 3 ST; QL (1
QL (1.91 PRESSAIR per 30 days)
per 30 days) INHALATION
THEO-24 2 MO AEROSOL
theophylline oral 1 POWDR
woltior ACTIVATED 400
Teviie o RO NCGIACTUATIO
release 12 hr 300 N (30 ACTUAT)
mg, 450 mg TYVASO DPI 4 PA; MO
theophylline oral 1 MO VENTAVIS 4 PA; MO
tablet extended VENTOLIN HFA 3 ST; MO;
release 24 hr QL (36 per
TRACLEER 4  PA;MO; 30 days)
LA wixela inhub 1 QL (60 per
TRELEGY 2 MO; QL 30 days)
ELLIPTA (60 per 30 XHANCE 3 ST; MO;
days) QL (32 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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XOLAIR 4 PA; MO; GELNIQUE 3 MO; QL
SUBCUTANEOU LA; QL (8 TRANSDERMAL (30 per 30
S RECON SOLN per 28 days) GEL IN PACKET days)
XOLAIR 4 PA; MO; GEMTESA 3 ST; MO
SUBCUTANEOU LA; QL (8 MYRBETRIQ 9
S SYRINGE 150 per 28 days) ORAL
MG/ML SUSPENSION,EX
XOLAIR 4 PA; MO; TENDED REL
SUBCUTANEOU LA; QL (1 RECON
S SYRINGE 75 per 28 days) MYRBETRIQ D MO
MG/0.5 ML ORAL TABLET
XOPENEX HFA 3 ST; MO; EXTENDED
QL (30 per RELEASE 24 HR
30 days) oxybutynin chloride 1 MO
YUPELRI 4 PA; MO; oral syrup
QL (90 per oxybutynin chloride 1 MO
30 days) oral tablet 5 mg
zafirlukast MO oxybutynin chloride 1 MO
ZETONNA 3 ST; MO; oral tablet extended
QL (6.1 per release 24hr
30 days) OXYTROL 3 MO;QL(8
Zileuton 4 MO per 28 days)
ZYFLO 4 MO solifenacin 1 MO
UROLOGICA tolterodine 1 MO
LS TOVIAZ 3 MO
ANTICHOLINE trospium VO
RGICS / VESICARE 3 MO
ANTISPASMOD VESICARE LS 3 MO
ICS BENIGN
darifenacin 1 MO gl;ggij;){fSIA(
DETROL 3 MO
BPH) THERAPY
DETROL LA 3 MO S
fesoterodine 1 MO alfuzosm' I MO
flavoxate 1 MO dutasteride 1 MO

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

tadalafil oral tablet 1 PA; MO;

Smg QL (30 per

30 days)

UROCIT-K 10 MO

UROCIT-K 15 MO

UROCIT-K 5 MO

VITAMINS,

HEMATINICS

/

ELECTROLY

TES

ELECTROLYTE

S

calcium 1 MO; QL

acetate(phosphat (360 per 30

bind) days)

klor-con 10 1 MO

klor-con 8 1 MO

klor-con m10 1 MO

klor-con ml15 1 MO

klor-con m20 1 MO

klor-con oral packet 1 MO

20

magnesium sulfate 1 MO

injection solution

magnesium sulfate 1

injection syringe

potassium chlorid- 1

d5-0.45%mnacl

Drug Name Drug Requiremen
Tier  ts/Limits

dutasteride- 1 MO

tamsulosin

ENTADFI 3 PA; MO;
QL (30 per
30 days)

finasteride oral 1 MO

tablet 5 mg

FLOMAX 3 ST; MO

PROSCAR 3 MO

RAPAFLO 3 ST; MO

silodosin 1 MO

tamsulosin 1 MO

UROXATRAL 3 ST; MO

MISCELLANEO

US

UROLOGICALS

bethanechol chloride 1 MO

CIALIS ORAL 3 PA; MO;

TABLET 2.5 MG QL (60 per
30 days)

CIALIS ORAL 3 PA; MO;

TABLET 5 MG QL (30 per
30 days)

CYSTAGON 3 PA; LA

ELMIRON 2 MO

potassium citrate MO

oral tablet extended

release

PROCYSBI ORAL 4 PA; MO

GRANULES DEL

RELEASE IN

PACKET

tadalafil oral tablet 1 PA; MO:;

2.5mg QL (60 per
30 days)

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

Tier  ts/Limits Tier  ts/Limits
potassium chloride 1 potassium chloride 1 MO
in 0.9%nacl oral tablet,er
intravenous particlesicrystals 10
parenteral solution meq
20 meqll, 40 meqll potassium chloride 1
potassium chloride 1 oral tablet,er
in5 % dex particleslcrystals 15
intravenous meq, 20 meq
parenteral solution potassium chloride- 1
20 meqll 0.45 % nacl
potassium chloride 1 potassium chloride- 1
in Ir-d5 intravenous d5-0.2%nacl
parenteral solution intravenous
20 meqll parenteral solution
potassium chloride 1 20 megqll
in water infravenous potassium chloride- 1
piggyback 10 ds-0.9%nacl

meql100 ml, 20

meql100 ml, 40 sodium chloride 0.45 1 MO

% intravenous

meql100 ml

potassium chloride 1 sodium chloride 3 % 1
intravenous hypertonic

potassium chloride 1 MO sodium chloride 5 % 1 MO
oral capsule, hypertonic

extended release TPN 3
potassium chloride 1 MO ELECTROLYTES

oral liquid MISCELLANEO

potassium chloride 1 US NUTRITION

oral packet PRODUCTS

potassium chloride 1 MO CLINIMIX 3 PA
oral tablet extended 5%/D15W

release 10 meq, 8 SULFITE FREE

meq CLINIMIX 3 PA
potassium chloride 1 4.25%/D10W

oral tablet extended SULF FREE

release 20) meq

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

Tier ts/Limits Tier ts/Limits
CLINIMIX 5%- 3 PA travasol 10 % 1 PA
D20W(SULFITE- TROPHAMINE 3 PA
FREE) 10 %
CLINIMIX E 3 PA VITAMINS /
4.25%/D10W SUL
HEMATINI

FREE IVIES
CLINIMIX E 3 PA ﬂ”"l”dz (sodium) 1
4.25%/D5W SULF oral tablet
FREE prenatal vitamin 1
CLINIMIX E 3 PA oral tablet
5%/D15W SULFIT
FREE
CLINIMIX E 3 PA
5%/D20W SULFIT
FREE
CLINISOL SF 15 3 PA
%
DOJOLVI 4 PA; MO;

LA
intralipid 1 PA
ntravenous
emulsion 20 %
INTRALIPID 3 PA
INTRAVENOUS
EMULSION 30 %
ISOLYTE SPH 7.4
ISOLYTE-PIN 5
% DEXTROSE
NUTRILIPID 3 PA
PLASMA-LYTE 2
148
PLASMA-LYTE A 2
PLENAMINE 3 PA
premasol 10 % 1 PA
PROSOL 20 % 3 PA
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Index

IST TIER UNIFINE ACULAR ..., 137 albendaczole.............................. 8
PENTIPS........oovvs 107 ACULARLS.....cccoovnnnnn. 137 albuterol sulfate............... 140
IST TIER UNIFINE ACUVAIL (PF)......ccoeuune... 137 ALBUTEROL SULFATE.. 140
PENTIPS PLUS.................. 107 acyclovir.........ccccceevevnennnn... 2,75 alclometasone......................... 75
abacavir ............ccccccceveeenennn.. 2 acyclovir sodium....................... 2 alcohol pads........................... 84
abacavir-lamivudine................. 2 ACZONE.....oooeiiiiiiiieeiins 71  ALDACTAZIDE.................. 59
ABELCET....c.ccceoiiiiiiniee, 1 ADACEL(TDAP ALDACTONE.........ccuveeee... 59
ABILIFY ..o 45 ADOLESN/ADULT)(PF)...104 ALECENSA........cccovvveeennne. 15
ABILIFY ASIMTUFII......... 45 ADALIMUMAB-FKIJP......125 alendronate........................... 124
ABILIFY MAINTENA......... 45  adapalene............................... 71 alfuzosin..........cccoeeeeveeeeeenn... 147
ABILIFY MYCITE adapalene-benzoyl peroxide.... Tl aliskiren..............ccccovvvven..... 59
MAINTENANCE KIT......... 45 ADBRY..cooooiiiiiieiiii 69 ALKINDI SPRINKLE......... 82
ABILIFY MYCITE ADCIRCA.........ceeeee, 139 allopurinol............................ 124
STARTER KIT.................... 45 ADDERALL.........cccuuvvnn. 45 ALLOPURINOL................ 124
abiraterone.................cooooo...... 15 ADDERALL XR................. 45  almotriptan malate................. 32
ABOUTTIME PEN AACJOVIF ... 2  ALOGLIPTIN......ccovireenne 84
NEEDLE...........cccoiiii. 107 ADEMPAS......ccoovvveeeee. 139 ALOGLIPTIN-

ABSORICA...........cc 71 ADLARITY ..o 34 METFORMIN...................... 84
ABSORICA LD................. 71 ADMELOG SOLOSTAR ALOGLIPTIN-

ACAMPTOSALE ......ceeeaeaaaaaaannnn 78  U-100 INSULIN.................. 84 PIOGLITAZONE................. 84
ACANYA ..o, 71  ADMELOG U-100 ALOMIDE.........cccvvveen. 136
acarbose...........ccccccc.ccccooo 84 INSULIN LISPRO............... 84  alosetron...........ccccccccuunnnnn.... 95
ACCOLATE......c.cevvnen. 139 ADVAIR DISKUS............. 139 ALPHAGANRP.................. 138
ACCULANE ... 71 ADVAIR HFA.................... 140 ALREX ..o, 138
acebutolol.............ccccceeeeeennn.... 59 ADVOCATE PEN ALTABAX ...coviieeiieieeeeeee. 73
acetaminophen-caff- NEEDLE.........ccooiiin 107 ALTACE.......cccccceiiiiieeann, 59
dihydrocod............................. 38 ADVOCATE SYRINGES..107 altavera (28) ..........cccouvvvuune. 132
acetaminophen-codeine........... 38 ADZENYS XR-ODT........... 45 ALTOPREV....ccoiiviiiiiiins 65
acetazolamide....................... 137 AEMCOLO.......cccvvvvnnnnn. 8 ALTRENO...............c 71
ACELIC ACIA......vvvvveeaeeeiiienaann 82 AFINITOR........ccooeeveenn. 15 ALUNBRIG.........cccvvrernnn. 15
acetylcysteine....................... 139 AFINITOR DISPERZ.......... 15 ALVESCO......cccocvvvrieaannn. 140
ACIPHEX.........ccoooiiinen. 99 AFREZZA..........ccccueen 84 alyacen 1135 (28) ..ccuuuuu...... 132
ACTIFCLIN oo 68 AGRYLIN.......cccooviiiinie 78  ALYMSYS. ..., 15
ACTEMRA........covvvveeeee 125 AIMOVIG ALYG i 140
ACTEMRA ACTPEN........ 125 AUTOINJECTOR................. 32 amabelz.............oooveennnnn... 129
ACTHAR......coovviiiiiiiee, 82 AIRDUO DIGIHALER.....140  amantadine hcl......................... 2
ACTHIB (PF).....cccccunnnn 104 AIRDUO RESPICLICK.... 140 AMBIEN........cccccvvviiieeeeens 45
ACTIMMUNE................... 102 AJOVY AUTOINJECTOR..32 AMBIENCR.........eeevveeeen.n. 45
ACTIVELLA..........c..oee 129 AJOVY SYRINGE............... 32 AMBISOME........cccccevvnnnnnn. 1
ACTONEL.......ccvvvvveeeee. 124 AKLIEF....ccoooiiiiiiiiiiiee, 71 ambrisentan.......................... 140
ACTOPLUS MET................ 84  ala-cort.......ccccovveeiiiiiann 75  amcinonide............................. 75
ACTOS ..., 84 ALA-SCALP.....ccceevvirinnnn. 75 amethia...........cccouuveeeaennnn.... 132
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AMIKACTN ..o 8 apexicone........ccceviuueennnnnn.... 75 ASSURE ID PEN NEEDLE

amiloride ..............cccoeeeevenne.. 59 APIDRA SOLOSTAR U- e 107
amiloride-hydrochlorothiazide 59 100 INSULIN....................... 84 ASTAGRAF XL................ 15
amiodarone................c.......... 58 APIDRA U-100 INSULIN...84 ATACAND.......ccccvviirerrnn. 59
AMITIZA ...ccooviiie, 95 APLENZIN......ccoocvvvevnen. 45 ATACANDHCT.................. 59
amitriptyline........................... 45 APOKYN....coooiiiiiiiiieeeeeis 31 atazanavir.............cccoueeeneeennn.. 2
AMIEVITA (PREFERRED apomorphine....................c..... 31 ATELVIA......c.ccccciiin, 124
NDCS STARTING WITH apraclonidine........................ 138 atenolol..............cccuueevennn.... 59
S55513) i, 125,126  aprepitant....................cccccu.... 95 atenolol-chlorthalidone........... 59
amlodipine....................c..c..... 59 AP 132 ATIVAN.......ccoiii 46
amlodipine-atorvastatin.......... 65 APRISO........cccoviiiiiiiii, 95 atomoxetine...........cccceeen....... 46
amlodipine-benaczepril............. 59 APTENSIO XR......covvvvvvennes 45  atorvastatin.....................cc..... 65
amlodipine-olmesartan............ 59 APTIOM...........ooooee 25 atovaquone............................... 8
amlodipine-valsartan.............. 59 APTIVUS. ..o, 2 atovaquone-proguanil............... 8
amlodipine-valsartan- ARALAST NP...................... 78  ATRALIN.........ccovvvvvviiiinns 71
hethiazid...............oueeeeeeennen.n.. 59 aranelle (28) .....cccceeeeeennnn... 132 atropine..........ccccccceeeeeeeennnnnn. 136
ammonium lactate.................. 69 ARANESP (IN ATROVENT HFA.............. 141
AMNESLECIMN ... 71  POLYSORBATE)............... 102 AUBAGIO......ccovvveee. 34
AMOXAPINE .....aaaaraaaaaaaaeannn 45 ARAVA. ..., 126  aubraeq.......cccccuvuuuevennnn.... 132
amoxicil-clarithromy- ARAZLO...ccccccoeeeiiiin, 71  AUGMENTIN........cceeeeenn. 12
lansopraz...........ccceeeeeecuvveneann. 99 ARCALYST.....cccovvveeen, 102  AUGMENTIN ES-600......... 11
amoXicillin...................ccceue. 11 arformoterol......................... 140 AURYXIA....coooiiiiieeeeeis 78
amoxicillin-pot clavulanate.....11 ~ ARICEPT.........cccccccccceeee. 34 AUSTEDO.......cccoivvrrre. 34
amphetamine sulfate............... 45 ARIKAYCE.......cooovvvrrieennnn. 8 AUSTEDO XR.......coeunn. 34
amphotericinb......................... 1 ARIMIDEX.........ccoovvinneen. 15 AUVELITY oo, 46
ampicillin................ccccceeeunn. 11 aripiprazole............................ 45 AUVI-Qu.oviiiiiiiiiieiieiee, 139
ampicillin sodium.................... 11 ARISTADA.......cccvvvvveeee 46 AVALIDE......ccccccceeiiiinnn, 59
ampicillin-sulbactam............... 11 ARISTADA INITIO............ 45 AVAPRO.......ccooo 59
AMPYRA ..o, 34 ARIXTRA......cccoiiiiiiien, 63 AVEED.......ccoooiiiiiiiiiane, 91
AMZEEQ....ccccoooiiiiiiiiiinns 71 armodafinil............................. 46  AVIANE.........eeveiiiiaiiaaaaaaaa 132
ANAFRANIL........cccceeennnee 45 ARMONAIR DIGIHALER AVITA e, 71
anagrelide..............c..ouueo...... T8 140 AVONEX.....oooooooiiiiiiii, 102
anastrozole.............ccccccueeenn. 15 ARNUITY ELLIPTA......... 140 AVYCAZ....coovviieeiiiee, 6
ANCOBON. ..o, 1 AROMASIN.......ccovvreeee 15 AYGESTIN......cccoevvnen. 129
ANDRODERM.................... 91 ARTHROTEC50................. 41 AYVAKIT.....ccooviiei. 15
ANDROGEL.........cccuvveeenn. 91 ARTHROTECT7s5................. 41 AZACTAM....ccoovvieiiieeeeens 8
ANGELIQ....ccccovveiiieinnnn. 129  asenapine maleate................... 46 AZASAN........ccccovvviviiiiiiin, 15
ANNOVERA.........ccceee. 131 ashlynda.........ccceveeeecneennaannn. 132 AZASITE.....c..ooviiiree, 135
ANORO ELLIPTA.............. 140 ASMANEXHFA............... 140 azathioprine........................... 15
ANTARA ... 65 ASMANEX azelaic acid............................. 71
ANTIVERT........coviiiies 95 TWISTHALER................... 141  azelastine........................ 82, 136
ANUSOL-HC..............ooe. 95 aspirin-dipyridamole............... 63  azelastine-fluticasone............ 141
ANZEMET.......cccovvvvienn 95 ASPRUZYO SPRINKLE.....67 AZELEX.....cccccccceeviivrieaannnn. 71
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AZILECT ..o, 31 BD SAFETYGLIDE BETHKIS.......cccooiiiiei 8
AZIthFOMYCIN ... 7 INSULIN SYRINGE......... 108 BETIMOL.......cccceeeevvnnenn. 136
AZOPT ...oooiiiiiiiiiieee, 137  BD SAFETYGLIDE BETOPTICS........cccieeeee 136
AZOR ... 59 SYRINGE.......ccoooiiiii 108 BEVESPI AEROSPHERE..141
AZSTARYS. ... 46 BD ULTRA-FINE MICRO bexarotene.............cccccuuvveann. 15
AZIFCONAM ... 8 PENNEEDLE.................... 108  BEXSERO.......cccoviviiiennnnne 104
AZULFIDINE..................... 95 BD ULTRA-FINE MINI BEYAZ...ooiiiiiiiii 132
AZULFIDINE EN-TABS....95 PEN NEEDLE................... 108  bicalutamide.......................... 15
bacitracin.................cccue.... 135 BD ULTRA-FINE NANO BICILLIN C-R.......cccoeee.... 12
bacitracin-polymyxinb......... 135 PEN NEEDLE.................... 108 BICILLIN L-A....cccoevveeenenn. 12
baclofen............ccccceeuveveeanne. 37 BD ULTRA-FINE ORIG BIDIL.....ccooiiiiiiiiieeee 59
BACTRIM......cccoeveeiiene 13 PENNEEDLE................... 108 BIJUVA ... 129
BACTRIMDS........cccvvee. 13 BD ULTRA-FINE SHORT BIKTARVY ..oooviiiiiiiiieee 2
BAFIERTAM............ccn. 34 PENNEEDLE................... 108 BILTRICIDE.............ceeeennne.e. 8
BALCOLTRA............oo.... 132 BD VEO INSULIN SYR bimatoprost...........cc..eeeeun... 137
balsalazide............................. 95 (HALF UNIT)..ccceevvvnennnn. 108  BINOSTO......cccvvrvvieerrennn. 124
BALVERSA.......ccooeee 15 BD VEO INSULIN bismuth subcit k-metronidz-
balziva (28) .....cccovveveveiaann. 132 SYRINGE UF................... 108  £CH.ceeeeeeeiieeeeeeeeeee 99
BANZEL....ccooviiiiiiiiiie 25 BECONASE AQ................. 141  bisoprolol fumarate................ 59
BAQSIMI.......coovvieeiiiee, 84 BELBUCA.......ccccovvveeenn. 38  bisoprolol-
BARACLUDE.........cccccevvnnn. 2 BELSOMRA......................... 46  hydrochlorothiazide................ 59
BASAGLAR KWIKPEN benazepril.............cccccevuueennnnn.. 59 BIVIGAM........ccoovvvrree. 104
U-100 INSULIN.................... 84  benazepril- blisovi24 fe......uuueveeeeeeaannn. 132
BASAGLAR TEMPO hydrochlorothiazide................ 59  blisovi fe 1.5/130 (28) ............ 132
PEN(U-100)INSLN............... 84 BENICAR......ccooviiiiiee 59 BONIJESTA. ..o, 95
BAXDELA......cccovvvvveeeee. 12 BENICAR HCT.................... 59 BOOSTRIX TDAP............. 105
BCG VACCINE, LIVE (PF) BENLYSTA........cco 126 bosentan.............ccccceeeeenn... 141
............................................. 104 BENZAMYCIN................... 71 BOSULIF .......cccovvvvvviinnnnnn 15
BD AUTOSHIELD DUO BENZNIDAZOLE................. 8 BRAFTOVI......ccccooviiiiien, 15
PEN NEEDLE.................. 107 benztropine............cccoeuuueeennn. 31 BREOELLIPTA................ 141
BD ECLIPSE LUER-LOK. 107  bepotastine besilate............... 136 BREZTRI AEROSPHERE.141
BD INSULIN SYRINGE...107 BEPREVE..........cccccccoonne. 136 briellyn........cccceeeeevecnienaaan. 132
BD INSULIN SYRINGE BERINERT........cceeevinnnn. 141 BRILINTA.....cccoviiiieee 63
(HALF UNIT)...cccocvvvveennne 107 BESIVANCE........ccceee... 135 brimonidine..................... 71, 138
BD INSULIN SYRINGE BESREMI.......cccevvvein. 102 brimonidine-timolol.............. 137
U-500....cceiiiiiieieeeeeeeeeen, 107  Dbetaine................ccoovvvvvvvvennnnn. 95  brinzolamide......................... 137
BD INSULIN SYRINGE betamethasone dipropionate....75 BRIVIACT ..............ovvvvvinnnnn. 25
ULTRA-FINE........c........... 108  betamethasone valerate........... 75  bromfenac............................ 137
BD LO-DOSE MICRO- betamethasone, augmented..... 75 bromocriptine......................... 31
FINEIV ..o, 108 BETAPACEAF.................... 58 BROMSITE.........cccuvveennn. 137
BD NANO 2ND GEN PEN BETASERON...................... 102 BRONCHITOL.................. 141
NEEDLE........cccoeovveee. 108  betaxolol......................... 59,136  BROVANA.......ccccvvveeee, 141
bethanechol chloride............. 148 BRUKINSA.......ccovvvnnn. 15
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BRYHALI.......ccvvvvvveeeeen. 75  candesartan- cefpodoxime............cccccueeeenn. 6
budesonide...................... 95,141  hydrochlorothiazid.................. 59 cefprozil........occooeeeiiiiinn 6
BUDESONIDE- CAPEX ..o, 75  ceftazidime..............ccccuueu..... 6
FORMOTEROL................. 141 CAPLYTA...ccoooiiiiiiii, 47 ceftriaxone............cccueveeunnnn... 6
bumetanide............................. 59 CAPRELSA.......coovvvveeee. 16  cefuroxime axetil..................... 6
BUPHENYL......ccoovvvveeee. 78  captopril...........cccuveveeeennaaannn.. 59  cefuroxime sodium................... 7
buprenorphine hcl................... 38 CARAC....coooiiiiiiei, 69 CELEBREX......cccccocevieennn. 42
buprenorphine transdermal CARAFATE.......cccovirre 99  celecoXib..........cccouueuvennnaann... 42
PALCh ... 38 CARBAGLU..................... 78 CELEXA........ccoooiiiiiiininne, 47
buprenorphine-naloxone....41,42  carbamazepine.................. 25,26 CELLCEPT.............c.c.cuuun 16
bupropion hcl.......................... 46 CARBATROL.........oeeeeeee.... 26 CELONTIN..........ccovvrnnne 26
BUPROPION HCL.............. 46  carbidopa...................couuuuun... 31 cephalexin............cccceeeeeennnnn. 7
bupropion hcl (smoking carbidopa-levodopa................. 31 CEQUA............ccc 136
deter) ...cccuueeeiiiiiiiiiiiiiiiiii 81  carbidopa-levodopa- CEQUR SIMPLICITY ....... 109
buspirone..............ccccceeveeeenn. 46  entacapone.............ccceeeeeeennn... 31 CEQUR SIMPLICITY
butorphanol............................ 42 CARDIZEM.........cccevvennnn. 59 INSERTER...........cccoonnn. 109
BUTRANS. ..ot 38 CARDIZEM CD.................. 59 CERDELGA........ccccoouuennne. 92
BYDUREON BCISE............ 84 CARDIZEM LA.................. 59 cetirizine.......cocouviiiinnnnnni... 139
BYETTA. ..o 84 CARDURA.......ccccoiieene 59  cevimeline.........cccooeeeiiannnn... 79
BYLVAY .o 95 CARDURAXL......cccevuveennne 59 CHEMET.....ccccoovivviviinnne 79
BYOOVIZ......cccovveviveans 136 CAREFINE PEN NEEDLE CHENODAL........ccccvvveeenn. 95
BYSTOLIC........................... 59 108, 109  chlorhexidine gluconate.......... 82
cabergoline..............ccc......... 91 CARETOUCH INSULIN chloroquine phosphate.............. 8
CABLIVI.......coooiiiieeeee 63 SYRINGE........ccoovvvveeenn. 109  chlorpromazine....................... 47
CABOMETYX.....ooevvens 16 CARETOUCH PEN chlorthalidonme......................... 60
CADUET ... 65 NEEDLE........cccccoevviinnn.. 109 CHOLBAM.......cocvvvverennne 95
calcipotriene..............cc.uu..... 68  carglumic acid........................ 78 cholestyramine (with sugar) ... 65
CALCIPOTRIENE............... 68 CARNITOR.............cccnne. 78  cholestyramine light ................ 65
calcipotriene-betamethasone...68 CAROSPIR........................... 59 CIALIS.....ccoooiiiiie, 148
calcitonin (salmon) ................ 91 carteolol.............................. 136 CIBINQO.........oovvvvvvviiiiinnnnn. 69
calcitriol...................... 08,91,92  cartiad Xt............coeeeeeiiennnnnnnn. 59 ciclopirox............oeeeennnnn 73
calcium acetate(phosphat carvedilol.....................ccc...... 60 cilostazol................................ 63
bind) .....ccccoovvveeveiiiiiiiiiinn, 148  carvedilol phosphate............... 60 CILOXAN.........cooeeeirrnne 135
CALQUENCE............c......... 16 CASODEX.....cccooiiiiiiieeannnn 16 CIMDUO........coouviveeeaannnen. 2
CALQUENCE CASPOSUNGIN.....eaaaaaaaaaaannnnn.. 1 CIMERLI............................ 136
(ACALABRUTINIB MAL). 16 CAYSTON........oevvvvriiiriininnns 8 cimetidine...............cccecunnn. 99
CAMBIA................ 42 cefaclor..........cooviiiinnnnn. 6 CIMZIA.......ccooovvviiiiinn, 95
CAMUILA .o, 129 cefadroxil...........oouvveveeeaannnn. 6 CIMZIA POWDER FOR
camrese lo.............ccceeveuue. 132 cefazolin..............ccccoeveeueennnnn. 6 RECONST.....cccccceviiiiiiinnns 95
CAMZYOS....ccoiiiiiieees 67  cefdinir........cccccociiiiiiiiiiiiii, 6 cinacalcet...............cccuuuun..... 92
CANASA ..., 95 cefepime.........ccceeeeeeevvinaaaann. 6 CINRYZE.......coovvvvne.. 141
CANCIDAS.......coeeeieeee 1 cefixime......ooovvveeenncinnaaann, 6 CIPRO....cccooiiiiiiieiieee, 13
candesartan............................ 59 CefOXTtiM..uuuiaaaaaaaaaaaaaaaeaaa, 6 CIPROHC.......................... 82
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CIPRODEX..........ccovivieeennn 82 CLINIMIX E 4.25%/D10W COMFORT EZ PEN
ciprofloxacin hel........ 13,82,135 SULFREE......cccccvvvveeren.n. 150 NEEDLES............eeeeennn. 109
ciprofloxacin in 5 % dextrose..13 ~ CLINIMIX E 4.25%/D5W COMFORT TOUCH PEN
ciprofloxacin-dexamethasone..82 SULF FREE....................... 150 NEEDLE............ooeeinnn, 110
CIPROFLOXACIN- CLINIMIX E 5%/D15W COMPLERA ... 2
FLUOCINOLONE............... 82 SULFIT FREE................... 150 compro.......cccevvvcieeiieaniiaann, 95
CITALOPRAM.................... 47 CLINIMIX E 5%/D20W COMTAN ....oiiiiiieeeee 31
citalopram................cccccueu.... 47 SULFITFREE................. 150 CONCERTA.....cccovvvveeeeenn. 47
claravis............ccoocveeveceiniin. 71  CLINISOL SF 15 %............ 150 CONDYLOX........oeeeeeeenn. 69
CLARINEX......ccooviiiiiens 139 clobazam...............cccceuuun.... 26 CONJUPRI........ccccvvvrreannnnn 60
CLARINEX-D 12 HOUR.. 139 clobetasol......................... 75,76  constulose.............cc.cceveuuun.... 95
clarithromycin................cccuuu.. 7 clobetasol-emollient................. 76 CONZIP.....oovvvviiinnn, 42
CLENPIQ......cooviiieeeen. 95 CLOBEX....cooooiiiiiiiiieeeene, 76  COPAXONE......cccovvvveennne. 34
CLEOCIN...........eoeeeii 131  clocortolone pivalate............... 76  COPIKTRA ..., 16
CLEOCIN HCL...................... 8 clodan.............ccccocovveeiniinnn. 76  CORDRAN........ooviierees 76
CLEOCIN PEDIATRIC........ 8 CLODERM..........oovuvveernn. 76  CORDRAN TAPE LARGE
CLEOCINT.......cccovviiins 71 clomipramine.......................... 47 ROLL..ccoovieeeiiiiieeei, 76
CLICKFINE PEN clonazepam............................ 26 COREGCR.....cccovvieeeeee. 60
NEEDLE........cccvvvieen. 109  clonidine................cccvvvvenn.... 60 CORGARD........cevvvverren. 60
CLIMARA. ..o 129  clonidine hcel...................... 47,60 CORLANOR.........cevvurnnee. 67
CLIMARA PRO.................. 129 clopidogrel............................. 63 CORTEF...cccccoiiviiiiiieen, 83
clindacin.............cccooveveennni.... 71 clorazepate dipotassium.......... 47 CORTIFOAM.................. 95
clindacin etz.......................... 71  clotrimazole.................. 1,73,74 CORTROPHIN GEL........... 83
CLINDAGEL..........ccunn. 71 clotrimazole-betamethasone....74  COSENTYX....ccoooovvvvvreeennnn. 68
clindamycin hcl......................... 8 clozapine...........ccccceeuuunnnnn... 47 COSENTYX (2
clindamycin in 5 % dextrose..... 8 CLOZARIL..................c....... 47 SYRINGES)........ccoonnn 68
clindamycin pediatric................ 8 COARTEM.......ccccovvvvvvvrninnnns 8 COSENTYX PEN (2 PENS).68
clindamycin phosphate codeine sulfate........................ 388 COSOPT.....cccovvvvviviieeeeenn. 137
.............................. 8, 71,72,131 COLAZAL...........................95  COSOPT (PF).......cccceveuunnn. 137
clindamycin-benzoyl peroxide.72 COLCHICINE (GOUT).....124 COTELLIC..................uue...... 16
clindamycin-tretinoin.............. 72 colchicine (gout).................. 124 COTEMPLA XR-ODT......... 47
CLINDESSE......ccccceviiens 131 COLCRYS...cooiiieiiiiiieeene 124 COZAAR......ccccviiieee. 60
CLINIMIX 5%/D15W colesevelam...............cccoo...... 65 CREON.......ccccoiiiiiiiee, 96
SULFITE FREE................. 149 COLESTID......cceevviiiieens 65 CRESEMBA.......cccocvvveennne 1
CLINIMIX 4.25%/D10W Colestipol........cccovuvvveeeeennnnnn. 65 CRESTOR.....c.cccevviiriirnenns 65
SULF FREE..........ccccuu...... 149  colistin (colistimethate na) ....... 8 CRINONE................ 129
CLINIMIX 4.25%/D5W COMBIGAN.....cccoovvvii 137  cromolyn................. 96, 136, 141
SULFIT FREE.................... 79 COMBIPATCH.................. 129 crotan.........ccceeeeveveeeaannnn.. 78
CLINIMIX 5%- COMBIVENT RESPIMAT 141  cryselle (28) ...ccoeeevvevennannnn. 132
D20W(SULFITE-FREE)....150 COMBIVIR..........c..cceeennnne. 2 CUBICINRF....cccccovviiirenns 8
CLINIMIX E 2.75%/D5W COMETRIQ......ccceeveennne. 16 CUPRIMINE..........c........... 126
SULF FREE............ceunne... 79  COMFORT EZ INSULIN CUVPOSA ..., 94
SYRINGE..........cceevvriees 109 CUVRIOR.........cccvvvirrenn, 79
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cyclobenzaprine...................... 37 DAYPRO.....ccoooovvieiiiiinnn, 42 DEXEDRINE SPANSULE..47
cyclophosphamide................... 16 DAYTRANA.........ccccvnee 47 DEXILANT......ccooviiiin. 99
CYCLOPHOSPHAMIDE....16 DAYVIGO..........c..eeeeeernnn. 47  dexlansoprazole.................... 100
CYCLOSET ......oooviieis 85 DDAVP...cooiiiiiii 92 dexmethylphenidate................ 47
cyclosporine................... 16, 136  deblitane..................c.c.......... 129  dextroamphetamine sulfate.....47
cyclosporine modified............. 16  deferasirox.........ccoouuveennnn.... 79 dextroamphetamine-
CYLTEZO(CF)................... 126  deferiprone.............cccuuuuu...... 79  amphetamine.......................... 48
CYLTEZO(CF) PEN.......... 126 DELESTROGEN............... 129  dextrose 10 % and 0.2 % nacl. 79
CYLTEZO(CF) PEN DELSTRIGO.........ccevvveeeeeen. 2 dextrose 10 % in water
CROHN'S-UC-HS.............. 126 DELZICOL...........ceeevuveeen.n. 96 (dIOW) .coveeiiiiiiieieeiiiaeee, 79
CYLTEZO(CF) PEN demeclocycline....................... 13 dextrose 5 % in water (d5w)...79
PSORIASIS STRT............ 126 DEMSER.....ccccooveieeeeen 60 dextrose 5%6-0.2 % sod
CYMBALTA. ..o 47 DENAVIR.......coviiiieeee, 75  chloride................ccceeuveenann. 79
cyred eq........ouueeeeeeennininnnnnnnns 132 DEPAKOTE........ccccvvvnnnnnnn. 26 DHIVY oo 31
CYSTADANE.......ccoeeennee.. 96 DEPAKOTEER.................. 26 DIACOMIT.......cccvvvveeene 26
CYSTADROPS................... 136 DEPAKOTE SPRINKLES.. 26 DIASTAT ....cccceevvvieiiieeeens 26
CYSTAGON.......ccocvveeee. 148 DEPEN TITRATABS......... 126 DIASTAT ACUDIAL.......... 26
CYSTARAN......ccevieeeee 136 DEPO-ESTRADIOL.......... 129 diazepam.......................... 26, 48
CYTOMEL........covvinnnn. 94 DEPO-PROVERA....... 129, 130  diazepam intensol................... 48
CYTOTEC......ccoovvveee. 99 DEPO-SUBQ PROVERA diazoxide.................cceeeuvereann. 85
d10 %-0.45 % sodium chloride 79  104.........ccccovveeeeiiiiiiieeee, 130 DIBENZYLINE................... 60
d2.5 %9-0.45 % sodium DEPO-TESTOSTERONE....92 DICLEGIS.........cccccceeviinenn. 96
chloride............cccocuvvvevnannn... 79 DERMA-SMOOTHE/FS DICLOFENAC

d5 % and 0.9 % sodium SCALPOIL......ccccvvvereannnn 76  EPOLAMINE....................... 42
chloride.............cc.coovvvvveeann. 79 DERMOTICOIL................. 82 diclofenac potassium............... 42
d5 %6-0.45 % sodium chloride.. 79 DESCOVY ....cooivvioeviiiianiinnnn. 2 diclofenac sodium...... 42,69, 137
dabigatran etexilate................ 63  desipramine............................ 47  diclofenac-misoprostol............ 42
dalfampridine......................... 34 desloratadine........................ 139  dicloxacillin............................ 12
DALIRESP.........cccuvnnnn 141 desmopressin.......................... 92 dicyclomine........................... 94
DALVANCE........ccccoovvvre. 9 desog-e.estradiolle.estradiol.. 132 DIFFERIN........................... 72
danazol.............cccccooiviveeeann. 92  desogestrel-ethinyl estradiol.. 132 DIFICID.............ccccovvvvveeene.... 7
DANTRIUM........cooviiiene 37 desonide..............cccoceeeenn... 76  diflorasone................cccuuu...... 76
dantrolene.................ccccuu..... 37 DESOWEN.......ccccoviiiiiennns 76  DIFLUCAN.......ccceeviiiieens 1
dapsone..............ccccouvvvunnn. 9,72 desoximetasone...................... 76  diflunisal.....................oooo....... 42
DAPTACEL (DTAP ACSFX oo 76  difluprednate........................ 138
PEDIATRIC) (PF).............. 105 DESVENLAFAXINE.......... A7 digOXIMN..uveeeeeaaiiieeeeeeiiaeeean, 67
DAPTOMYCIN......cccoeennnnn. 9 desvenlafaxine succinate......... 47  dihydroergotamine.................. 32
daptomycin.............ccceeeeeeeeennn. 9 DETROL........cccvvrriie. 147 DILANTIN 30 MG.............. 26
DARAPRIM.......ccvveee 9 DETROLLA........c....... 147 DILANTIN EXTENDED
darifenacin.............ccceeen...... 147  dexabliss................covvvvvvvunnnnn. 83 T00MG...cooeeeeeeeiieiii 26
DARTISLA ... 94 dexamethasone....................... 83 DILANTIN INFATABS 50
darunavir ethanolate................. 2 dexamethasone sodium MG 26
DAURISMO.........ccccuuunn 16 phosphate..............couuueee...... 138
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DILANTIN-125 125 MG/5 DOXYCYCLINE EASY COMFORT
ML . 26 MONOHYDRATE.............. 13 INSULIN SYRINGE......... 111
DILAUDID..........cccvvrrreee. 38  doxylamine-pyridoxine (vit EASY COMFORT PEN
diltiazem hel........................... 60  DO) oo 96 NEEDLES........ccooovviinnnn. 111
Ailt-XT oocooiiiiiiiiiieee 60 DRIZALMA SPRINKLE....48 EASY GLIDE INSULIN
dimethyl fumarate............. 34,35 dronabinol.............................. 96 SYRINGE...........ccvuvnnn 111
DIOVAN.....cccoeiiiiiiieee, 60 DROPLET INSULIN EASY GLIDE PEN
DIOVAN HCT .......ccceeeeenn. 60 SYR(HALF UNIT)............. 110  NEEDLE.......ccccoiiiiiienn. 111
DIPENTUM......cccovvvevienne, 96 DROPLET INSULIN EASY TOUCH................... 112
diphenoxylate-atropine........... 94 SYRINGE...........cuuvvnnn 110 EASY TOUCH FLIPLOCK
DIPROLENE DROPLET MICRON PEN INSULIN....ooeeiiiiiieeeeee, 112
(AUGMENTED).................. 76 NEEDLE........cccccovvvnnnn.. 110 EASY TOUCH INSULIN
dipyridamole.......................... 63 DROPLET PEN NEEDLE.111 SAFETY SYR......ccceenneen. 112
disulfiram............cccocveeeeennn... 79 DROPSAFE ALCOHOL EASY TOUCH INSULIN
DIURIL ..., 60 PREPPADS........ccccvvvie 85 SYRINGE......cccovvirienn 112
divalproex.........ccooeeeeveennnn... 26 DROPSAFE INSULIN EASY TOUCH LUER
DIVIGEL.......cccooviiiiiennnnn. 130 SYRINGE..........eeviiii 111  LOCK INSULIN................ 112
dofetilide................cccuuveenn. 58 DROPSAFE PEN NEEDLE EASY TOUCH PEN
DOJOLVI......ccooviiiiee, 150 e 111 NEEDLE.......c..covviiiiienns 112
dolishale......................ccc...... 132 drospirenone-e.estradiol-Im.fa EASY TOUCH SAFETY
donepezil...............cccceueneann. 3 132 PEN NEEDLE............ 112,113
DOPTELET (10 TAB drospirenone-ethinyl estradioll32 EASY TOUCH
PACK) .o 63 DROXIA.....cccoeiiiiiiiie 16 SHEATHLOCK INSULIN 113
DOPTELET (15 TAB droxidopa................ccccuuvennn... 79 EASY TOUCH UNI-SLIP..113
PACK) .., 63 DUAKLIR PRESSAIR...... 141  econazole...................uuuuue...... 74
DOPTELET (30 TAB DUAVEE.......ccccoiviien. 130 EDARBI......cccvviiieiiiiee, 60
PACK) .o 63 DUETACT.....ccccovvveeeiinn. 85 EDARBYCLOR................... 60
1510 20 0, GRS 13 DUEXIS....cooiiiiiiiiiiiieeees 42 EDECRIN.....ccccoiiiiiiennn 60
DORYX MPC.........ccceenn.. 13 DULERA........cocciierre, 142 EDURANT......ccccceviiiinnnens 2
dorzolamide.......................... 137  duloxetine..............ccouuvue....... 48  efaVIrenz.......cccccvuveeniiiaaaaaaann, 2
dorzolamide-timolol.............. 137 DUOBRII.......coevviiiiieannn, 76  efavirenz-emtricitabin-tenofov.. 2
dorzolamide-timolol (pf) ...... 137 DUOPA.....ccooeeeeeieeiieeee, 31  efavirenz-lamivu-tenofov
AOULT e, 130 DUPIXENT PEN................. 09  diSOP .cccooeiiiiee 2
DOVATO....ccoiiiiiiieiiieeees 2 DUPIXENT SYRINGE....... 70  EFFEXOR XR........cocuuneen. 48
AOXAZOSIN ..cceeeeeeeeaa 60 DUREZOL........................ 138 EFFIENT ..., 63
AOXEPIN ..o 48,69 dutasteride..............ccceeunn...... 147 EFUDEX........cccccoviiiiiiiiine, 70
doxercalciferol....................... 92  dutasteride-tamsulosin.......... 148 EGRIFTASV...ccovveiiiinnnnn. 102
doxy-100..........ccccuveveeeecnnnnnn.n. 13  DYANAVEL XR.....cc.cecc.. 48 ELESTRIN.......cccocvveeennne. 130
doxycycline hyclate................ 13 DYMISTA. ... 142 eletriptan............ccccoveevnenn. 32
DOXYCYCLINE DYRENIUM.........ccocuvveene 60 ELIDEL....ccccooviiiiiieeee. 70
HYCLATE......ccooiiieee 13 DYSPORT......cccvvvveen. 105 ELIGARD.....ccccocvvveeinn. 16
doxycycline monohydrate.. 13,14  e.e.s. 400.................c..ovvvvvvunnnne. 7 ELIGARD (3 MONTH)....... 16
E.E.S. GRANULES................ 7 ELIGARD (4 MONTH)....... 16
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ELIGARD (6 MONTH)....... 17 EPINEPHRINE.................. 139  estradiol-norethindrone acet..130

ELIQUIS.........coeei 63  epinephrine.............cccceun. 139 ESTRING.....cccceeeveeeeens 130
ELIQUIS DVT-PE TREAT EPIPEN 2-PAK.......cc..oco.... 139 ESTROGEL........cccvveeennn. 130
30D START .....cccvvvvvvveeee. 63 EPIPEN JR 2-PAK............. 139  eszopiclone............................. 48
ELMIRON...........coonnn 148  epitol........ccooeveeeiiniaan 26  ethacrynic acid....................... 60
CLUTYAG ., 131 EPIVIR. ..o, 3 ethambutol....................ccc........ 9
EMBRACE PEN NEEDLE 113 eplerenone..................cccc........ 60 ethosuximide.......................... 26
EMCYT..cooiiiiiiiiiiieeeieees 17 EPOGEN.........ccccvviini. 102 ethynodiol diac-eth estradiol. 132
EMEND .....cccooiiiiiiiiiiees 96 EPRONTIA.........ooviiiies 26 etodolac.............cccoeveeunnnnnn. 42
EMFLAZA.....coovvveiiiei 83 EPSOLAY ......ccoooiiiiiiie, 72 etonogestrel-ethinyl estradiol 131
EMGALITY PEN................. 32 EPZICOM.......coocvvveveeeenn. 3 etravirine.........ocooeeeuveeeeenannnn. 3
EMGALITY SYRINGE....... 32 EQUETRO.....ccccovvreee. 26 EUCRISA.......ccooviieeeee, 70
EMSAM.....ccovvvn, 48 ERAXIS(WATER CUIRYTOX ..o 94
emtricitabine.............c..ccc........ 2 DILUENT) . .cccooiiiiciicceeenn. I EVAMIST...coooviieenn. 130
emtricitabine-tenofovir (tdf)....2 ergoloid.................................. 48 EVEKEO....cccooeeeeiii 48
EMTRIVA ... 3 ergotamine-caffeine................ 32  EVEKEOODT..................... 48
EMVERM......ccooocviiiiiiiecnns 9 ERIVEDGE...........ccooennneee. 17 EVENITY ..coocciiiiiiiiiins 124
enalapril maleate.................... 60 ERLEADA........cccoovviiiiiinnns 17  everolimus (antineoplastic) .... 17
enalapril-hydrochlorothiazide. 60  erlotinib................ccccccuvveeenn.. 17  everolimus

ENBREL..........oooivii 126  ERMEZA ..........ovvvvnnnnn. 94  (immunosuppressive) ............. 17
ENBREL MINI.................. 126 rFif.eeeiecccecciiiie e 130 EVISTA...ccooviiiieeee 124
ENBREL SURECLICK..... 126 ERTACZO......ccc..cceevvennnn. 74 EVOTAZ....ccccovviiiiii. 3
ENDARI.......ccooiiee, 79 ertapenem...............ccceeeeuunnnn. 9 EVOXAC....iiiieiieiiins 79
eNndocet ..........cccoveeecuvevennnnnnnn. 38 erypads........ccooeeennininnnnnn.. 72  EVRYSDI.....cccoooviiviiiinnnnnn. 35
ENGERIX-B (PF)............... 105 erygel.....ooeviieeiiiiiiiiieean, 72  EXELDERM......cccoouiiieenn. 74
ENGERIX-B PEDIATRIC ERYPED 200......ccccvvvveeeeennnn. 7 EXELON PATCH................ 35
(PE) o, 105 ERYPED400........ccccccce. T exemesStane.................coo........ 17
CHOXAPAFTN ...evveeaeaeaeaaaaaaannnn, 64  ery-tab.......cccooeeiiiiiiiiiiiiaaaan, 7 EXFORGE........................... 60
CHPFOSSC ...enaiiiiaaaaaaaaananns 132 ERY-TAB.....cccovriiieeneee. 7 EXFORGEHCT................. 60
ENSKYCe.....cooveiiiiiiaaannn. 132  ERYTHROCIN..................... 7 EXJADE........ccooiiiininnn. 79
ENSPRYNG........................ 17  erythrocin (as stearate) ........... 7 EXKIVITY .o, 17
ENSTILAR .......ccvvvvvieieee. 68  erythromycin.................... 8,135 EXSERVAN...........ccccciiin 79
CNLACAPONE. ..., 31  erythromycin ethylsuccinate.....8 EXTAVIA.......cccoovvveeenil. 102
ENTADFI............cconn 148  erythromycin with ethanol...... 72 EYSUVIS....cccooociiiiiii, 138
CRECCAVIT ..o, 3 erythromycin-benzoyl EZALLOR SPRINKLE........ 65
ENTRESTO.......coovvvvrrrrnnnnns 67 peroxide............coovvvevvnnnnnn. T2 ezetimibe..........ccceeeeeeeeeeannnn.... 65
CNUIOSE ... 96 ESBRIET...........cccoovviiinn. 142 ezetimibe-simvastatin............. 65
ENVARSUS XR....cccovveeeenn. 17  escitalopram oxalate.............. 48 FABIOR.......cccooiiiee 72
EPCLUSA......ccoiiiii 3 esomeprazole magnesium...... 100 falmina (28) .......cccovvvennnnnn. 132
EPIDIOLEX.......cccccceevinnnn. 26  estarylla............ccoceeeeennn. 132 famciclovir..............c.cccceeun... 3
EPIDUO.......cccovvvieeeeeie. 72 ESTRACE......ccccovvveeen, 130 famotidine............................ 100
EPIDUO FORTE................. 72 estradiol...................ccuu....... 130 FANAPT ....c.eoiiiiiiieee, 48
ePINASLINE ... 136  estradiol valerate.................. 130 FARESTON.....cceoviiiiieennn. 17
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FARXIGA......ccccoiiiiiiieans 85 FIRMAGON KIT W FLUTICASONE

FASENRA .......ccooviiis 142  DILUENT SYRINGE.......... 17 PROPION-SALMETEROL143
FASENRA PEN................ 142 FIRVANQ....coooviiiiiiieieeeeeen, 9  fluticasone propion-salmeterol
febuxostat............................ 124 flac otic Oil...............ccceenn..... 82 143
felbamate....................c.......... 26 FLAGYL..ooooooiiiiiiiiii 9 fluvastatin..............ccceuuue...... 66
FELBATOL...........cceeee. 26 FLAREX......coovvvvieeennn. 138 fluvoxamine............................ 49
FELDENE........cccooeiiinn. 42 flavoxate...........ccccceecuuunn.... 147 FML FORTE..................... 138
felodipine...............ccccevveenni.. 60 FLEBOGAMMA DIF........ 105 FML LIQUIFILM.............. 138
FEMARA .....cccovviiiiiiieee, 17 flecainide...................occo......... 58 FOCALIN......ccooovvrriiereeeenn. 49
FEMRING..........cccovvveen. 130 FLECTOR.......ccccvvviiee. 42 FOCALIN XR......ccoocvveeeens 49
FENOFIBRATE.................. 66 FLEQSUVY ....ccooiieiienn 37  fondaparinux.......................... 64
fenofibrate..........ccccceeeeeeennn.... 66 FLOLIPID.........cccoevennnnnn.. 66 FORFIVOXL....................... 49
fenofibrate micronized............ 66 FLOMAX...........ccccce 148  formoterol fumarate............. 143
FENOFIBRATE FLOVENT DISKUS........... 142 FORTEO......cc.cevvvrirrannne. 124
MICRONIZED..................... 66 FLOVENTHFA............... 142 FORTESTA......cccoeeee. 92
fenofibrate nanocrystallized....66  fluconazole............................... 1 FOSAMAX......oooooioiiien, 125
fenofibric acid (choline) ......... 66  fluconazole in nacl (iso-osm)....1 FOSAMAXPLUSD.......... 125
FENOGLIDE.........c............. 66  flucytosine..........cccccccueevennunnee. 1 fosamprenavir...............cc....... 3
fenoprofen...........ccceeeeueeeenann. 42 fludrocortisonme....................... 83 fosfomycin tromethamine........ 14
fentanyl.......cccoccevveviiiiieeiannnn. 38  flunisolide............................. 142 fosinopril.........cccceueveevennennn... 60
fentanyl citrate....................... 38  fluocinolone............................ 76  fosinopril-hydrochlorothiazide 60
FENTANYL CITRATE. 38,39  fluocinolone acetonide oil........ 82 FOSRENOL.................... 79, 80
FENTORA........cccvvveeeeee. 39 fluocinolone and shower cap....76 ~ FOTIVDA............cccevvvinnn. 17
FERRIPROX...........ceeennn. 79 fluocinonide............................ 76 FRAGMIN........covvvvereeeenen. 64
FERRIPROX (2 TIMES A [fluocinonide-emollient............. 77 FREESTYLE PRECISION 113
DAY) oo 79  fluoride (sodium) ................. 150 FROVA.....ccoooiiiiiiiieieie, 32
fesoterodine.......................... 147 fluorometholone.................... 138  frovatriptan............................ 32
FETZIMA.......ccovvvveen. 48,49 FLUOROURACIL............... 70  FULPHILA...........eovnneee. 102
FEXMID.......cccoovvvvviiinneeenn. 37 fluorouracil............................ 70  FUROSCIX........ooooiiirre. 60
FIASP FLEXTOUCH U- fluoxetine..............cccuvvveenn.... 49  furosemide........................ 60, 61
100 INSULIN......cccvvvvveeenn.. 85  fluoxetine (pmdd) .................. 49 FUZEON.........cccoiiiiiin 3
FIASP PENFILL U-100 [fluphenazine decanoate........... 49 fyavoly........ccccccooeeeeeennnn 131
INSULIN. ..., 85  fluphenazine hcl...................... 49 FYCOMPA.........cceee. 26, 27
FIASP U-100 INSULIN........ 85  flurandrenolide....................... 77 FYLNETRA........ccooeeni. 103
FILSPARI ...t 67  flurbiprofen........................... 42  gabapentin..................ccccuuuu... 27
FINACEA ... 72 flurbiprofen sodium............... 137 GALAFOLD.........cccovvvvnn. 92
finasteride.............cccceen........ 148 FLUTICASONE galantamine............................ 35
fingolimod................ccc.......... 35 FUROATE-VILANTEROL GAMMAGARD LIQUID..105
FINTEPLA.......cooiiiiiiene 20 e 142  GAMMAGARD S-D (IGA
finzala.................coooeennnn. 132 fluticasone propionate..... 77,143 <1 MCG/ML)..................... 105
FIRAZYR .....ccccovviiie. 142 FLUTICASONE GAMMAKED.......cccec.... 105
FIRDAPSE......c..cooveiies 35 PROPIONATE............ 142,143 GAMMAPLEX.................. 105
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GAMMAPLEX (WITH glycopyrrolate.................. 94,95 HIBERIX (PF)................... 105
SORBITOL)....cccevveiirnnnne. 105 GLYXAMBI......ccceeviine 86 HIPREX.......cooooviiiiiiiins 14
GAMUNEX-C......cccoeeennen. 105 GOCOVRI.....cccoevviiies 31 HORIZANT.....ccoovvvieene. 35
GARDASIL 9 (PF)............. 105 GOLYTELY ....cocoeevviiveannee. 96 HULIO(CF)..ccoovverrveennne. 126
GASTROCROM.................. 96 GRALISE......ccceevviiien 27 HULIO(CF) PEN............... 126
gatifloxacin.......................... 135 granisetron hel........................ 96 HUMALOG JUNIOR
GATTEX 30-VIAL............... 96 GRANIX.....coooviiiiiiei, 103 KWIKPEN U-100................. 86
GAUZEPAD......cceveeenn. 113 GRASTEK......cccoveiire. 105 HUMALOG KWIKPEN
GaVIlyte-c............ccoeeeeeecnnnnnnn, 96  griseofulvin microsize............... I INSULIN......coooviiiiieeee. 86
GaVIIYte-g...cccvvvviieiiiiiiiaaaan, 96  griseofulvin ultramicrosize........ 1 HUMALOG MIX 50-50
GAVRETO......ccoccviiiieann 17 GVOKE.....ccooooviiiiiiie, 86 INSULN U-100..........cc......... 86
Efitingb ..........cooeevvveeaaaannan.. 17 GVOKE HYPOPEN 2- HUMALOG MIX 50-50
GELNIQUE........c.ccceenn 147  PACK...cccooiiieiieeeeiieeee, 86 KWIKPEN...........eovviiien 86
gemfibrozil.........ccccceeeeeeennn.... 66 GVOKE PFS 1-PACK HUMALOG MIX 75-25
GEMMULY ..o 132 SYRINGE.....cccooevviri 86 KWIKPEN..........covvvrrnnn. 86
GEMTESA......c.ooiii. 147 GYNAZOLE-I.................. 131  HUMALOG MIX 75-25(U-
generlac.........ccccoveuveenuneannnnn. 96 HADLIMA(CF)....cccuce..... 126 100)INSULN.....ccceviiireen. 86
GONGTAS oo 17 HADLIMA(CF) HUMALOG TEMPO
GENOTROPIN.................. 103 PUSHTOUCH.................... 126  PEN(U-100)INSULN............ 86
GENOTROPIN HAEGARDA..........ccueee... 143 HUMALOG U-100
MINIQUICK ......cccvvvrennn. 103 hailey 24 fe......cccccuveveeannn... 132 INSULIN......ooeiiiieeeeee. 86
gentamicin.................. 9,73,135 halcinonide............................. 77 HUMATIN. ... 9
gentamicin in nacl (iso-osm)....9 HALDOL DECANOATE....49 HUMATROPE................... 103
GENVOYA......ccoie 3 halobetasol propionate............ 77 HUMIRA......ccvvveieeieeeens 127
GEODON........cooiieiiieee. 49 HALOBETASOL HUMIRA PEN................... 127
GILENYA ..o 35 PROPIONATE........ccc..... 77 HUMIRA PEN CROHNS-
GILOTRIF........ccvvveenenne, 18 HALOG....ccccoeviieeieee. 77 UC-HS START......cc.o..... 127
GIMOTI.......ceeveiiieieeee, 96  haloperidol............................. 49 HUMIRA PEN PSOR-
GLASSIA ... 80  haloperidol decanoate....... 49,50 UVEITS-ADOL HS............ 127
glatiramer ...............cc.....o...... 35  haloperidol lactate.................. 50 HUMIRA(CF)....cooouvvveennnn. 127
glatopa...........ccccooeveveenanann. 35 HARVONI.......ooooviiiii. 3 HUMIRA(CF) PEDI
GLEEVEC.......cccccoviiiie. 18 HAVRIX (PF)...ccccevveeennnn. 105 CROHNS STARTER......... 127
GLEOSTINE.......cccoiiieeee 18 HEALTHWISE INSULIN HUMIRA(CF) PEN............ 127
glimepiride.............cccc............ 85 SYRINGE.......cocoiviiien 113 HUMIRA(CF) PEN

glipizide ................cccvvvvveannn.. 85 HEALTHWISE PEN CROHNS-UC-HS............... 127
glipizide-metformin................ 85 NEEDLE.........cccoovvviiiiinnn, 113 HUMIRA(CF) PEN
GLUCAGEN HYPOKIT.....85 HEALTHY ACCENTS PEDIATRIC UC................. 127
GLUCAGON UNIFINE PENTIP............. 113 HUMIRA(CF) PEN PSOR-
EMERGENCY KIT HEMADY ...covvveiiiiiieee, 83 UV-ADOLHS.................... 127
(HUMAN) ..o 85  heparin (porcine) ................... 64 HUMULIN 70/30 U-100
GLUCOTROL XL.......... 85,86 HEPLISAV-B (PF).............. 105 INSULIN......oooiiiieeeeee. 86
GLUMETZA.......cccovvee 86 HETLIOZ.......cceevvvieenn. 50 HUMULIN 70/30 U-100
GLYCATE.....cocoviieee 94 HETLIOZ LQ.....cccvvveeennnee. 50 KWIKPEN........cooovvvieeenne, 86
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HUMULIN N NPH icatibant..............ccccceeeenne.. 143 INPEN (FOR HUMALOG)

INSULIN KWIKPEN........... 86  Qclevid......ccoueiiiiiiiiiiaa, 132 BLUE....cccccoiiiiiiiii, 113
HUMULIN N NPH U-100 ICLUSIG....cccoiiiiiieieiieen. 18 INPEN (FOR HUMALOG)
INSULIN ..., 86  icosapent ethyl........................ 66 GREY....coooiiiviiiiiiiiiiiii, 114
HUMULIN R REGULAR IDHIFA ..o, 18 INPEN (FOR HUMALOG)
U-100 INSULN......coevviinnnn. 86 ILEVRO.....cccccmviiiiiiinnnnne 137 PINK....cooooeiiiiiieeeeiiie, 114
HUMULIN R U-500 ILUMYA ..., 68 INPEN (NOVOLOG OR
(CONC) INSULIN................ 86  IMAtINIb ..o 18 FIASP)BLUE.................... 114
HUMULIN R U-500 IMBRUVICA.........ooee. 18 INPEN (NOVOLOG OR
(CONC) KWIKPEN............. 86  imipenem-cilastatin.................. 9 FIASP)GREY .................... 114
hydralazine............................. 61 imipramine hcl........................ 50 INPEN (NOVOLOG OR
HYDREA ..., 18  imipramine pamoate............... 50 FIASP)PINK..................... 114
hydrochlorothiazide................ 61 imiquimod.............................. 70 INQOVI......coooiiiiiiiiiii, 18
hydrocodone bitartrate........... 39 IMITREX.........cccccc, 32 INREBIC.........cvvvnn. 18
hydrocodone-acetaminophen...39 IMITREX STATDOSE INSPRA ..o, 61
hydrocodone-ibuprofen........... 39 PEN.iiiiiiiiiee, 33 INSULIN ASP PRT-
hydrocortisone............ 77,83,96 IMITREX STATDOSE INSULIN ASPART.............. 86
hydrocortisone butyrate.......... 77 REFILL.....ccccccoeiniiiinnnnn 33 INSULIN ASPART U-100...87
hydrocortisone valerate........... 77 IMOVAX RABIES INSULIN DEGLUDEC....... 87
hydrocortisone-acetic acid...... 82 VACCINE (PF).................. 105 INSULIN GLARGINE........ 87
hydrocortisone-pramoxine...... 96 IMPAVIDO...........eevuunnnnnne. 9 INSULIN GLARGINE-
hydromorphone...................... 39 IMPEKLO.......cccccuvvvvrrreennn. 77 YFGN. ..., 87
hydromorphone (pf) ............... 39 IMURAN....ccocciiiiinie, 18 INSULIN LISPRO............... 87
hydroxychloroquine.................. 9 IMVEXXY INSULIN LISPRO
hydroxyured......................... 18 MAINTENANCE PACK...131 PROTAMIN-LISPRO.......... 87
hydroxyzine hcl.................... 139 IMVEXXY STARTER INSULIN PEN NEEDLE...114
HYFTOR......cceovviiiie 70 PACK. ..., 131 INSULIN SYRINGE
HYRIMOZ PEN INBRIJA ..., 31 MICROFINE...................... 114
CROHN'S-UC STARTER..127 = incassi@...........cccccccvuvveeannn.. 131 INSULIN SYRINGE-
HYRIMOZ PEN INCONTROL PEN NEEDLE U-100.................. 114
PSORIASIS STARTER...... 127 NEEDLE.......cccoiiiiiiinnne 113 INSUPEN PEN NEEDLE
HYRIMOZ(CF).....cccc.c...... 128 INCRELEX.......cccccoevinnnnnnn. 80 e 114, 115
HYRIMOZ(CF) PEDI INCRUSE ELLIPTA.......... 143 INTELENCE..........oocvvienn. 3
CROHN STARTER............ 127  indapamide............................. 61 intralipid.............................. 150
HYRIMOZ(CF) PEN......... 127 INDERALLA.......cccco...... 61 INTRALIPID..................... 150
HYSINGLA ER................... 39 INDOCIN.....cccceviiirreeeee, 42 INTRAROSA................... 131
HYZAAR .......coovieien 61 INFANRIX (DTAP) (PF)...105 introvale............................... 133
ibandronate.......................... 125 INFLECTRA........cccveeenn. 96 INVANZ....cooviiiiieeeeiiiieeeees 9
IBRANCE.......ccooevieeiiens 18 INGREZZA.......ccccceeeieien. 35 INVEGA......ccoiiiiiee, 50
IBSRELA.......cooiiiiiee 96 INGREZZA INITIATION INVEGA HAFYERA............ 50
DU ..o, 42 PACK ..o, 35 INVEGA SUSTENNA.......... 50
Ibuprofen............cceceveeeeennnn... 42 INLYTA ..., 18 INVEGA TRINZA......... 50, 51
ibuprofen-famotidine.............. 42 INNOPRAN XL....ccoooeennnn. 61 INVELTYS....cooooiiiiiiieeennnn. 138
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INVOKAMET........ccoeunnn. 87 JENTADUETO XR........ 87,88 KISQALI FEMARA CO-
INVOKAMET XR............... 87  Jinteli...cccoveeeeiiiiaiiiieaannn 131 PACK....cccviiiiiiiee 18, 19
INVOKANA. ... 87 JORNAYPM......cccceeeen. 51 KITABISPAK......ccooovveennen. 9
IOPIDINE.........ccocvviieenn, 138 JUBLIA.....ccciiiiieeeeee 74 KLARON.....ccccooviiiieene 73
IPOL..cooiiiiiiiieeeeee 105 juleber............ccceuvvevenneannn... 133 KLISYRI...cooooviiiiiiieee. 19
ipratropium bromide....... 82,143 JULUCA........ccooiieeeeeeen, 3 KLONOPIN......ccoovvvvreeeennn. 27
ipratropium-albuterol........... 143 junel 1.5/30 (21)................... 133 klor-con 10.............ccccce....... 148
irbesartan................cccceuuu.... 61 junel 1/120 (21)..................... 133 klor-con 8.........ccccecuveeennnnnn... 148
irbesartan- junel fe 1.5/30 (28) ............... 133 klor-conmlio........................ 148
hydrochlorothiazide................ 61 junelfe 1/120 (28).................. 133 klor-conml5s........................ 148
IRESSA ... 18 junelfe24.........ccccceuennnnnn.... 133 klor-conm20........................ 148
ISENTRESS.................. 3 JUXTAPID.....ccoovvivnnnnn. 66  klor-con oral packet 20......... 148
ISENTRESS HD.................... 3 JYNARQUE........cooovrrennn 92 KLOXXADO......ccoovvrreennne. 43
iSIDlOOM ... 133 JYNNEOS KOMBIGLYZE XR............. 88
ISOLYTESPH74............. 150 (PF)(STOCKPILE)............. 105 KONVOMEP...................... 100
ISOLYTE-P IN 5 % kaitlib fe..........cccovuvveeennnnn... 133 KORLYM....coooovvieiiiiiieen, 92
DEXTROSE........c.ccovvvnne.. 150 KALBITOR..........cccuunnn.. 143 KOSELUGO.......ccoouvveevnnnn. 19
ISONIAZIA ..o 9 KALETRA.......ccccoeei. 3,4 KRAZATI..oooiiioiiieie 19
ISORDIL......cccovvvvveeeeireen. 68 KALYDECO.......cceuvenn.n. 143 KRINTAFEL........cccvvvveeens 9
ISORDIL TITRADOSE....... 68 KANJINTI.........ooveiiieens 18 KRISTALOSE.......ccovveeeen. 96
isosorbide dinitrate................. 68 KAPSPARGO SPRINKLE..61 kurvelo (28).....cccceeeuuunnnn.. 133
isosorbide mononitrate............ 68 KAPVAY ....cooooiiii 51 KUVAN. ..o, 92
isosorbide-hydralazine............ 61  kariva (28) ...cccceeveveeeeeaaannn... 133 KYLEENA.......ccooeeiinn. 131
ISOTetiNoiN ...............ccevvvvvennn, 72 KATERZIA......cccoovnnnn. 61 [ norgestle.estradiol-e.estrad. 133
ISFAAIPINE ... 61 KAZANO........ooooirne 88 labetalol...................cccccc....... 61
ISTALOL........ccceeeeei. 136  kelnor 1/35 (28) ccceeeeeeeennnn.... 133 lacosamide............................. 27
ISTURISA ... 92 kelnor 1-50 (28) ......ccceeuu..... 133 LACRISERT.......cceeeen. 136
itraconazole............................. 1 KENALOG.......ccoovvveeeeeennn. 77 lactulose..............ccccueveeeannnn.. 96
IVEIMECHIN ..o, 9,72 KEPPRA.......ccceviiiieiinnn. 27 LAMICTAL......cccooevvvnnn. 27
IXIARO (PF)....cooeeenne. 105 KEPPRAXR.........c............. 27 LAMICTALODT............... 27
JADENU ......oooiiiiiii. 80 KERENDIA.........ccceeee. 61 LAMICTAL STARTER
JADENU SPRINKLE.......... 80 KERYDIN.......ooooveeeeenn. 74 (BLUE)KIT......cccovvvvienn 27
JAKAFT ..o, 18 KESIMPTA PEN.................. 35 LAMICTAL STARTER
JANLOVEN. ..., 64 ketoconazole....................... 1,74 (GREEN)KIT.......cccoennnnnnn. 27
JANUMET......cooviiiieen, 87 ketodam..................ocevuuunann. 74 LAMICTAL STARTER
JANUMET XR.....ccoceeunenn. 87  ketoprofen........................ 42,43 (ORANGE)KIT................... 27
JANUVIA ... 87 KETOROLAC...........cu...... 43 LAMICTAL XR.....ccc......... 27
JARDIANCE.............cccn.. 87  ketorolac.................ooeenn..... 137 LAMICTAL XR STARTER
Jasmiel (28) ....cccouveeeeennnnn... 133 KEVEYIS..coocoiiiiiiiiee, 35 (BLUE).iiiiiiiiiiiieeees 28
JATENZO....ccovviiiieea 92 KEVZARA.......ccoevvve. 128 LAMICTAL XR STARTER
JAVYGLOT e, 92 KINERET........covviiiirees 128 (GREEN)....cccccceiviiiiiieene, 28
JAYPIRCA.......ccoovve. 18 KINRIX (PF)....ccccvvvennnen. 105 LAMICTAL XR STARTER
JENTADUETO.................... 87 KISQALI...cocoeeeiiiieeeee 19 (ORANGE)....ccccccovviiiinen. 28
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lamivudine................cccceeueeenn. 4 levocarnitine..............cccceeeenn.. 80 LOCOID.....cccooiiiieiiaiaaenn. 77
lamivudine-zidovudine.............. 4 levocarnitine (with sugar) ...... 80 LOCOID LIPOCREAM....... 77
[amotrigine........cccceeeeeeeeennn..... 28  levocetirizine........................ 139 LODINE............ccoevvii, 43
LAMPIT ........ooooii 9 levofloxacin.................... 13,135 LODOSYN...ccccceviiiiiiis 31
LANOXIN....ovvvieiiiiiiieeeeen, 67 levofloxacin in d5w................. 13 LOESTRIN 1.5/30 (21)........ 133
lansoprazole......................... 100  levonest (28) .ccvveveeveeeeeennnn... 133 LOESTRIN 1/20 (21).......... 133
lanthanum....................cc........ 80  levonorgestrel-ethinyl estrad. 133 ~ LOESTRIN FE 1.5/30 (28-
LANTUS SOLOSTAR U- levonorg-eth estrad triphasic. 133 DAY).cccoovviviiiiiiiieieieeeeee, 133
100 INSULIN ....coceviiiiiiienne 88  1evora-28.......ccccoeiiiiininnnn.. 133 LOESTRIN FE 1/20 (28-
LANTUS U-100 INSULIN.. 88  levorphanol tartrate................ 39 DAY) i 133
lapatinib.............cccceveeeennnn... 19 LEVOTHYROXINE............ 94 lofend........cccooueeiiiiuiiinaannn. 43
larin 1.5/130 (21 ) .........u......... 133 levothyroxine...........cccccun....... 94 LOKELMA.........cccooeeeeeei, 80
larin 1120 (21) ..cccceeeeeeeee. 133 levoxyl..cceeeeeeeeiiiiiii 94 LOMOTIL........coovvvvrvrrnrnnnn, 95
larin fe 1.5/30 (28) ............... 133  LEXAPRO.....ccccvvvviieee. 51 LONSURF......ccooviiiin. 19
larin fe 1120 (28) ........coooou.... 133 LEXETTE............................. 77  loperamide............................. 95
LASIX oo 61 LEXIVA....ccoooiiiiiiiiiiiiieee, 4 LOPID....ccoovieieeeiiieeeee, 66
latanoprost..............ccceeuuee.... 137 LIALDA.....ccooiieeeieeeee, 96  lopinavir-ritonavir.................... 4
LATUDA ..., 51 LICART.....ccooiiiieeeiieeeee 43 LOPRESSOR........cccceeennn 61
layolis fe.........cccceevvvvicnnnnnnn.. 133 lidocaine................cccccuuuvu..... 70 LOPROX....cccooieiiiiiiiii. 74
LEDIPASVIR- lidocaine hcl........................... 70 lorazepam.............cccccceeeeenn. 51
SOFOSBUVIR..........ccccoceeenn. 4 lidocaine viscous..................... 70  lorazepam intensol.................. Sl
leena 28......ccueveeeiieiaaaaaan, 133 lidocaine-prilocaine................ 70 LORBRENA..........ccccvvnne 19
leflunomide........................... 128 LIDODERM..........cceeeeennn. 70 LOREEV XR.....ccocovvvvvveennnn. 51
lenalidomide........................... 19 LILETTA.....ccoovvviiinn. 131 loryna (28) .cccceceevevvneennaan... 133
LENVIMA......ccoovvieeeee. 19 linezolid...............cccccuvvvveennn... 9 losartan..............ccccceeiiannnnn. 61
LESCOL XL.....ooooeveeeinns 66 linezolid in dextrose 5%............ 9 losartan-hydrochlorothiazide .. 61
[eSSINA ... 133 LINZESS...cooiiiiiieeee 96 LOSEASONIQUE.............. 133
LETAIRIS........oovvvieeiiene 143 liothyronine..........ccccc.ccou.... 94 LOTEMAX......ccoooovvveviinn. 138
letrozole............cccccuevvevnannnnn.. 19 LIPITOR........cccoviiiiiiiene. 66 LOTEMAXSM................. 138
leucovorin calcium.................. 14 LIPOFEN......ccooooiiiiine.n. 66 LOTENSIN..........ccooiiinn 61
LEUKERAN......cccceeeiii, 19 lisinopril............cccoeeeevennnnn... 61 loteprednol etabonate............ 138
LEUKINE........ccoovvveiene. 103 lisinopril-hydrochlorothiazide. 61 LOTREL..................oooon. 61
leuprolide................cccccuveennn. 19 LITE TOUCH INSULIN LOTRONEX.....ccccccevvvinnnnn. 96
LEUPROLIDE (3 PEN NEEDLES................. 115 lovastatin...................coco........ 66
MONTH) ..o 19 LITE TOUCH INSULIN LOVAZA ..o 66
levalbuterol hel..................... 143 SYRINGE......cco.cooovvei. 115 LOVENOX........ccooeee. 64, 65
LEVALBUTEROL lithium carbonate.................... 51 low-ogestrel (28).................. 133
TARTRATE.........coooene. 143 LITHOBID.........nnnnnn. 51  loxapine succinate.................. 51
LEVAMLODIPINE............. 61 LITHOSTAT.....cccoovvveeennn.n. 80  lubiprostone.............cccccuun.... 96
LEVEMIR FLEXPEN.......... 88 LIVALO...ccoooiiiiiiieeeee. 66 LUCEMYRA.......cocovieenn. 43
LEVEMIR U-100 INSULIN 88 LIVMARLI...........ccccuvvverennnn, 96 LULICONAZOLE............... 74
levetiracetam......................... 28 LIVTENCITY ..cooovvviiiiiiiiiinnns 4 LUMAKRAS....cccoooeeeeen. 19
levobunolol........................... 136 LO LOESTRIN FE............. 133 LUMIGAN......cccvvieeee 137
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LUNESTA ..o ST maraviroc..........cccoceceeeeeennnne. 4 MEDROL......oovviiiei. 83
LUPKYNIS. ..., 20  MARINOL........cccoviiiieens 96 MEDROL (PAK)....cccocceeenn. 83
LUPRON DEPOT................ 20 marlissa (28) .......cccccc......... 133 medroxyprogesterone........... 131
LUPRON DEPOT (3 MARPLAN.....ccoovvvvieeeiee, 51 mefenamic acid....................... 43
MONTH)......oooiiiiiieeee 20 MATULANE..............cceel 20 mefloquine...............ccuueveee..... 9
LUPRON DEPOT 4 matzim la...........cccovvvvennennnnn. 61  megestrol..............ccceeeeuunnn... 20
MONTH)....cooiiiiiiiiiees 20  MAVENCLAD (10 MEKINIST .....cooviiiiiieene 20
LUPRON DEPOT (6 TABLET PACK).................. 35 MEKTOVI.....cooooviiiiiiis 20
MONTH)......coooiiiireee 20  MAVENCLAD (4 TABLET meloxicam....................cceeeuu. 43
LUPRON DEPOT-PED....... 20 PACK) .o, 35  meloxicam submicronized....... 43
LUPRON DEPOT-PED (3 MAVENCLAD (5 TABLET INEMANLINE ..o 36
MONTH)...coooiiieieiiieees 20 PACK)...oooooiieeeiiieeeee 35 MEMANTINE.........cuu. 36
lurasidone..................ccccuvveenn. 51 MAVENCLAD (6 TABLET MENACTRA (PF).............. 105
lutera (28) ..cccveveeeeeeienanann. 133 PACK)..oiiiieeiieeeeeeiieeeeee 36 MENEST.....ccocoovviiiiiinnn, 131
LUZU...oiiiiiiiiiieeiieeeeee 74  MAVENCLAD (7 TABLET MENOSTAR.......ccccccc. 131
LYBALVI..ccccooviiiiiie 51 PACK) .o 36 MENQUADFI (PF)............ 105
Ipleq......cceevvnoiiiiiiiniiiiiinn, 131  MAVENCLAD (8 TABLET MENVEO A-C-Y-W-135-
llana..............cccooeveeveenn.... 131 PACK)..ooiioiiiiieeeeeiiiieeee, 36 DIP(PF).cccoviiiiiiiiieeee, 105
LYNPARZA.......cccccvveen, 20  MAVENCLAD (9 TABLET MEPRON.......cooiiiiiiiiiees 9
LYRICA ... 28 PACK) .o 36  mercaptopurine....................... 20
LYRICACR......ccouvvveeennnne 28 MAVYRET.....cccooiiiiiin 4 Meropenem...........cccceeeeuennnnnn.. 9
LYSODREN........ccvvvveeeeee. 20 MAXALT.....coocieiiiiiiieees 33 merzee.......ocieiiiiiiiiiea, 133
LYTGOBI........ccevvvvv. 20 MAXALT-MLT................... 33 mesalamine....................... 96, 97
LYUMIJEV KWIKPEN U- MAXICOMFORT II PEN MESNEX .....ccooviiiiiiiinne 14
100 INSULIN ....cooeviiiiiirenne 88 NEEDLE.......cccccevvennn. 115 MESTINON.......ocovviiirenne 37
LYUMIJEV KWIKPEN U- MAXICOMFORT MESTINON TIMESPAN.... 37
200 INSULIN......cccvvvveeeenn. 88 INSULIN SYRINGE......... 115 metformin....................... 88, 89
LYUMIJEV TEMPO MAXI-COMFORT METFORMIN..........cccueeee. 88
PEN(U-100)INSULN............ 88 INSULIN SYRINGE......... 115  methadone........................ 39, 40
LYUMIJEV U-100 MAXICOMFORT methamphetamine.................. 1
INSULIN ....oooiiiiiiieeeee 88 SAFETY PEN NEEDLE methazolamide...................... 137
LYVISPAH......cccovvvveeeeee. 37 e, 115,116  methenamine hippurate........... 14
IVZA.aaaiiiiiiiaiaeiiiiiiieaeaaa, 131 MAXIDEX.....ccooovvvveeeeeeenn. 138 methimazole........................... 84
MACROBID...........ccoevunne.. 14 MAXITROL........ccvvveeennn. 138 METHITEST .......cceeevnneen. 92
MACRODANTIN................ 14 MAYZENT........................... 36  methotrexate sodium.............. 20
mafenide acetate..................... 73 MAYZENT methotrexate sodium (pf) ....... 20
MAGELLAN INSULIN STARTER(FOR 1MG methoxsalen........................... 70
SAFETY SYRNG............... 115 MAINT) ..o, 36  methscopolamine.................... 95
MAGELLAN SYRINGE...115 MAYZENT methsuximide......................... 28
magnesium sulfate................ 148 STARTER(FOR 2MG METHYLIN.......ccoiiiiiis 51
MALARONE.......cccoocnnn. 9 MAINT).....oooc, 36  methylphenidate..................... 52
MALARONE PEDIATRIC...9 meclizine............cccccuuueunn..... 96  methylphenidate hel................ 52
malathion..............cccceeeeeeennn... 78  meclofenamate....................... 43
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METHYLPHENIDATE MIRAPEX ER............c...... 31 MYFORTIC.........ccvvveeens 21
HCL ..o 52 MIRENA. ..o, 132 MYRBETRIQ..................... 147
methylprednisolone................. 83  mirtazapine............................ 52 MYSOLINE.......cccoovvvrrnen.. 28
methyltestosterone.................. 92  MIRVASO......ccooovvvvvvereeen. 72 MYTESI...coooviiiiiiiiiiiieaeens 95
metoclopramide hcl................. 97  misoprostol........................... 100  nabumetone............................ 43
metolazone................cccuue..... 61 MITIGARE........cccceeeenn. 124 nadolol..................cc.ccoceun...... 61
metoprolol succinate............... 61 M-M-RII(PF).....ccccuue.. 105 nafcillin.........ooevvveeeeeeaannn. 12
metoprolol ta- modafinil............cccccouveennii.... 52 naftifine.............cceeeeeeeennnnnnn, 74
hydrochlorothiaz..................... 61  moexipril.......ccccouvveiiiieeinannnn. 61 NAFTIN......coooviiiieieeeeee, 74
metoprolol tartrate................. 61 molindone............................... 52 NALFON.....cooooiiiiiiiieeieee, 43
METROCREAM.................. 72 mometasone.................... 77,143 NALOCET.....ccooviiiieiaean, 40
METROGEL..........cc.cce.n.. 72 MONOIJECT INSULIN NAIOXONE ..., 43
METROLOTION.................. 72 SAFETY SYRING............. 116  naltrexone.............cccuuvvvenn.... 43
metronidazole.............. 9,72,132 MONOJECT INSULIN NAMENDA ... 36
metronidazole in nacl (iso-0s)..9 SYRINGE........................... 116 NAMENDA TITRATION
TNELYFOSINE ... 61 MONOJECT SYRINGE....116 PAK........coooiiiiieeeeeeee, 36
mexiletine...........cccceecuveeenenn.. 58 MONOJECT ULTRA NAMENDA XR.....cccuveennne 36
mibelas 24 fe.............cccuun.... 133  COMFORT INSULIN....... 116 NAMZARIC..........covuvvee. 36
MICAfUNGIN oo, 1 montelukast.......................... 143 NAPRELANCR.................. 43
MICARDIS......ccovvvveieeeeen. 61  morphine..........ccccouvvvveeeeenann. 40  nAPTOXeM....cccceivieiiieiaiiiiania, 43
MICARDIS HCT ................. 61  morphine concentrate............. 40  naproxen sodium.................... 43
miconazole-3........................ 132 MOTEGRITY ....ccceeeevennnn. 97  naproxen-esomeprazole.......... 43
MICRODOT INSULIN MOTOFEN ..., 95  naratriptan............................. 33
PEN NEEDLE.................... 116 MOUNJARO.......coouurvreenn. 89 NARCAN. ..o, 43
microgestin 1.5/30 (21 ) ........ 134 MOVANTIK........................ 97 NARDIL.....ccooveeeeeeeee 52
microgestin 1120 (21) ........... 134 MOVIPREP...........coovvvvnn. 97 NATACYN......ooooee 135
microgestin 24 fe.................. 134 moxifloxacin................... 13,135 NATAZIA.......ccoovvvveeeee 134
microgestin fe 1.5/30 (28).... 134 moxifloxacin- nateglinide.............................. 89
microgestin fe 1120 (28) ....... 134 sod.chloride(iso) .................... 13 NATESTO......ccccvvvvvvirinrnnnns 92
midodrine................ccccccoe... 80 MS CONTIN......ccvverrennne 40 NATPARA......ccccovviiie. 92
TEGETGOL ..vvvvvveceieaeaaaaannnn 33 MULPLETA.......cccovvvvvinn. 65 NATROBA......ccoooveiinnnn. 78
MUGLILOL ... 89 MULTAQ. ..o 58 NAYZILAM.....ooooovviiieenn. 28
MIGIUSLAL ... 92 MUPITOCIN ... 73 nebivolol................cccceeeeennn.... 61
MIGRANAL............eeee. 33 mupirocin calcium.................. 73 NEBUPENT...........ccccoeeee. 10
PULE coeeeeeeeiiiiiiiiieeeee 134 MVASI.....coooeeii 20 necon 0.5/35 (28) ..cccoeeee... 134
millipred...........cccooevveeunnnannn. 83 MYALEPT......ccoovvree. 92 NEEDLES, INSULIN

PUINVEY .o, 131  MYAMBUTOL.................... 10 DISP.,SAFETY ....cccccvveeeen. 117
MINI ULTRA-THIN II..... 116 MYCAPSSA....ccooiieeeeeee. 20 nefazodome...................ccc....... 52
MINIPRESS........oooiiiie. 61 MYCOBUTIN.........ccuunennne 10 neomycin.........ccceeeevveueeeccnnn. 10
MINIVELLE..........cccc.... 131 mycophenolate mofetil............ 20 neomycin-bacitracin-poly-hc. 138
minocycline........................... 14 mycophenolate sodium............ 21 nmeomycin-bacitracin-
MINOLIRA ER.................... 14 MYDAYIS...coooooiiiiieee, 52 polymyxin...........ccccoueeeenn... 135
MINOXIAIL.........cocceveevvviaaann, 61 MYFEMBREE................... 132
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neomycin-polymyxin b- nitrofurantoin macrocrystal....14 ~ NOVOLIN 70-30
dexameth.............cccuuevunn..... 138  nmitrofurantoin monohyd/m- FLEXPEN U-100.................. 89
neomycin-polymyxin- CEVSE weviiiieeeeeeeeeeeeeeeeeeeeeeeeeen, 14 NOVOLIN N FLEXPEN...... 89
Gramicidin............................ 135  nitroglycerin........................... 68 NOVOLIN N NPH U-100
neomycin-polymyxin-hc.. 82,138  NITROLINGUAL............... 68 INSULIN..........oeeeeii 89
NeO-POLYCIN ... 135 NITROSTAT.....cceevviiiieeens 68 NOVOLIN R FLEXPEN...... 89
neo-polycin hc....................... 1388 NITYR .covviiiiiiiie 80 NOVOLIN R REGULAR
NEORAL......cccceiiiiii 21 NIVESTYM.....cooooviiii 103 U100 INSULIN.................... 89
NEO-SYNALAR.................. 73 nizatidine..............ccccouueeennn. 100 NOVOLOG FLEXPEN U-
NERLYNX...coooooeiiiiiiieeeens 21 NOCDURNA (MEN).......... 92 100 INSULIN......ccceevvnrennn. 89
NESINA ..o, 89 NOCDURNA (WOMEN)....92 NOVOLOG MIX 70-30 U-
FCUAC ...eeeaeaeaaaeaeaaeeeaaaeaaaaaeenn, T2 nOra-be...........oovvvvvenenennnnnnnn. 131 100 INSULN.....coeeeeeeeeee. 89
NEULASTA....cooeeieene 103 NORDITROPIN NOVOLOG MIX 70-
NEULASTA ONPRO.......... 103 FLEXPRO......ccvvvveennn 103 30FLEXPEN U-100.............. 89
NEUPOGEN............c........ 103 noreth-ethinyl estradiol-iron..134  NOVOLOG PENFILL U-
NEUPRO......cccoovviririeeen. 31 norethindrone (contraceptive) 100 INSULIN.......cccvvvnine. 89
NEURONTIN.......ccvvrieeenne 28 e 131 NOVOLOG U-100
NEVANAC.......cccooiiee, 137  norethindrone acetate........... 131 INSULIN ASPART.............. 89
NEVIFAPINE ... 4  norethindrone ac-eth estradiol NOXAFIL......coooiiiie |
NEXAVAR....cccccovviiiiieeen, 21 e, 131,134 NUBEQA.........ccoerrireen, 21
NEXIUM.......cooeeviviinn, 100  norethindrone-e.estradiol-iron NUCALA.........c.......... 143, 144
NEXIUM PACKET........... 100 e 134 NUCYNTA. ... 43
NEXLETOL........ccceeevennnn. 66 norgestimate-ethinyl estradiol NUCYNTAER........c.......... 43
NEXLIZET....cccccovviiiiiieanns 00 e 134 NUEDEXTA......ccoocvieie. 36
NEXPLANON..........c........ 132 NORITATE.....cccevviiieeens 72 NUPLAZID.......ccovviieenn. 52
NEXTSTELLIS................. 134 NORLIQVA.......ccviiren 62 NURTECODT..................... 33
FUACT e 66 NORPRAMIN...................... 52 NUTRILIPID..................... 150
NIACOR ..., 66 NORTHERA............cccon 80 NUTROPIN AQ NUSPIN. 103
nicardipine.............cc..c.......... 61 nortrel 0.5/35 (28) ..uuuue....... 134 NUVARING.........ccuuuen. 132
NICOTROL........cceoviiieenn, 81 mortrel 1/35 (21) ..cccuueeeeen. 134 NUVIGIL.......cccoeeviiine. 52
NICOTROL NS........cccceeee. 81  mortrel 1135 (28) .ccevcueeeennnnnn. 134 NUZYRA.....ccooiiiiiiiie, 14
nifedipine.............ccccouvevneni... 61 nortrel 71717 (28) ................. 134 nyamyc........cccoeeeeecnvrennnnnnnn... 74
MIKKE (28) e 134 nortriptyline.............oueeeee..... 52 mylia 1135 (28) eueeeeeeaaaaann 134
NILANDRON.......cccvvvveeenns 21 NORVASC......ccoovveein. 62  mylia 71717 (28) cccceeeeeeaannn. 134
nilutamide.............................. 21 NORVIR......cccooviiieeeen 4 NYMALIZE........coevvveren. 62
NIMOdIpine ..........ccccceeeeeeeeennn... 62 NOURIANZ......ccccvvvvrrinnnnns 31 nymyo.........ccccoevvvveiiiiiiiinnn, 134
NINLARO......ceevviivireeee, 21 NOVOFINE 32......ccccee.... 117 nystatin...........c.ccceeeeuveeenn. 1,74
nisoldipine.................cccccuuu.... 62 NOVOFINE nystatin-triamcinolone............ 74
nitazoxanide........................... 10 AUTOCOVER.................... L17  BYSEOP ceeeeeaiiieiieice 74
RILISTRONE ..o, 80 NOVOFINEPLUS............. 117 NYVEPRIA..........ccccee. 103
RtrO-Did...........c..oooeveeeiaaann. 68 NOVOLIN 70/30 U-100 OCALIVA. ... 97
NITRO-DUR............cce 68 INSULIN.......cccoviiiireeennee, 89  ocella........coeeeeiiiiiaannn 134
nitrofurantoin......................... 14 OCTAGAM.........evvvvvnnnn. 105
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octreotide acetate................... 21 OPSUMIT.....ccooviiiiiae 144 oxycodone-acetaminophen 40, 41

OCUFLOX...cooeiviiiiiieennns 135 OPZELURA.......cccceevvin. 70 OXYCONTIN......ceeevvne. 41
ODACTRA. ..o 106 ORACEA.......ccooovvivieeeeee. 14 oxymorphone.......................... 41
ODEFSEY ...coviviiiiiiiiiien. 4 ORALAIR......ccccovviiiieann 106 OXYTROL......cccvvvveennnn 147
ODOMZO......covvvveeeiiieaan, 21 ORAPRED ODT.................. 83 OZEMPIC........cocvvvivee 89
OFEV ..., 144 ORENCIA.......cccvvvveeeee. 128  pacerone................ccouvvvvvunnnnn. 58
ofloxacin................... 13, 82,135 ORENCIA CLICKIJECT....128  paliperidone...................... 52,53
olanzapine.............................. 52  ORENITRAM........cceeveen..n. 62 PALYNZIQ..........cc....... 92,93
olanzapine-fluoxetine.............. 52 ORENITRAM MONTH 1 PAMELOR ..........cccvvvvnne. 53
olmesartan..............cccc......... 62 TITRATIONKT................. 62 PANCREAZE....................... 97
olmesartan-amlodipin- ORENITRAM MONTH 2 PANDEL.......ccoiiiiiee. 77
hethiazid...............ccceeeeeeann.. 62 TITRATIONKT................. 62 PANRETIN.......cccooeverennne. 70
olmesartan- ORENITRAM MONTH 3 pantoprazole......................... 101
hydrochlorothiazide................ 62 TITRATIONKT.................. 62 PANZYGA.....ccoovveennnn. 106
olopatadine................. 82,136 ORFADIN.........vvvviiviiiiiinnnnn. 80  paricalcitol................c.uuuu...... 93
OLUMIANT......cccvveeee 128 ORGOVYX....ooovvveveeeeee, 21 PARLODEL........c.ceeuunn... 31
OLUX-E...coovviieiiiiiieiein 77 ORIAHNN......ccooviiiiieinn, 132 PARNATE.......cccccoviiiinn, 53
OMECLAMOX-PAK......... 100  ORILISSA........cooiie 92  paromomycin..........c............. 10
omega-3 acid ethyl esters........ 66 ORKAMBI...........cccuniee 144 paroxetine hcl......................... 33
omeprazole.................... 100, 101 ORLADEYO.......cccvveeeenn.. 144 paroxetine

omeprazole-sodium ORSERDU.....ccccoiiiiiiiinn. 21 mesylate(menop.sym) ............ 33
bicarbonate..............ccc......... 101 oseltamivir.........cccceeeevveennen... 4 PAXIL..oooiiiiiiiiiiiieeee, 53
OMNARIS.......ccceii. 144 OSENI.....ccccoiiiiiiiiiiieenn. 89 PAXILCR....cooovviiiiiiiiees 53
OMNIPOD 5 G6 INTRO OSMOLEX ER.....ccccovunnneee. 31 PEDIARIX (PF)....cccccce..... 106
KIT (GEN 5).evvvieiiiiiiiees 117 OSMOPREP.........ccccevnnen... 97 PEDVAX HIB (PF)............. 106
OMNIPOD 5 G6 PODS OSPHENA........covvvvieieen. 132 peg 3350-electrolytes.............. 97
(GEN 5) i, 117 OTEZLA............ccce 128  peg3350-sod sul-nacl-kcl-asb-
OMNIPOD CLASSIC OTEZLA STARTER.......... 128 Covveeeeieeeeee e, 97
PODS (GEN 3)...cooiiiiiiene 117 OTOVEL.....cccovviiieiiiiiee, 82 PEGASYS...ccooiiiiiieiis 103
OMNIPOD DASH INTRO OTREXUP (PF)...c.cccccc....... 128  peg-electrolyte........................ 97
KIT(GEN4)..ccooeiiiiies 117 OVIDE...cccccoiiiiiiieiien. 78 PEMAZYRE......ccccceennn. 21
OMNIPOD DASH PODS OXACTIN ..., 12 PEN NEEDLE, DIABETIC,
(GEN )., 117 oxacillin in dextrose(iso-osm) 12 SAFETY ........ccccevveinnnnnne. 117
OMNITROPE.................... 103 oxaprozin...........ccccoeuvvvvvnnnnnn. 43 penciclovir...........ccoouveveveennnnn. 75
ondansetron....................c.o..... 97 OXBRYTA......cccovviiii, 80  penicillamine........................ 128
ondansetron hcl...................... 97 oxcarbazepine........................ 28 PENICILLIN G POT IN
ONEXTON....cooevvivireeeene, 72  OXERVATE.......cccoeen. 136 DEXTROSE.........cccvvvveenn. 12
ONFT...ciiiiiiiiiiieeeeeeeeees 28 oxiconazole................c.......... 75  penicillin g potassium.............. 12
ONGENTYS. ..o 31 OXISTAT ..o, 75  penicillin g procaine................ 12
ONGLYZA ... 89 OXTELLAR XR................... 28  penicillin g sodium.................. 12
ONTRUZANT .....cccooevennnnn. 21 oxybutynin chloride.............. 147  penicillin v potassium.............. 12
ONUREG.........cccoviviiiins 21 oxycodonme............cccceeeenn........ 40 PENNSAID......cccocvvvviiiiiinnns 44
ONZETRA XSAIL............... 33 OXYCODONE..................... 40 PENTACEL (PF)................ 106

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



PENTAM...ccoooovvvviieieeieies 10 PLENAMINE..................... 150  prednisone intensol................. 83
pentamidine.................cc......... 10 PLENVU...ccoovviiiiiiiieiieis 98 PREFEST......cccooovvvvierenn. 131
PENTASA ... 97 PLIAGLIS......cooovvvveveeeeen. 70  pregabalin.............................. 29
PENTIPS......ccoiiiiiieee 117 podofilox.........cccoeeveevaannnne.n. 70 PREHEVBRIO (PF)........... 106
pentoxifylline......................... 65  polycCin.......ccceeeueevnvennnnna... 135 PREMARIN..........cees 131
PEPCID.......oovvvviiieeeeeii, 101 polymyxin b sulfate................ 10 premasol 10 %...................... 150
PERCOCET.........cccovvirrnnn. 41  polymyxin b sulf- PREMPHASE.......c............. 131
PERFOROMIST................ 144 trimethoprim........................ 135 PREMPRO......cccccnnnnnn. 131
perindopril erbumine............... 62 POMALYST....ccooovvvvvvenenenn. 21 prenatal vitamin oral tablet...150
Periogard.....................cceeeeun. 82 PONVORY....cooovvvvvviiiieeee. 36 PRETOMANID.................... 10
PErMetrin.........ccccueveeeeeennn... 78 PONVORY 14-DAY PREVACID........ccccvveeennn. 101
perphenazine..............cccc....... 53 STARTER PACK................. 36 PREVACID SOLUTAB..... 101
PERSERIS. ..., 53 portia28......ccceeeeeeeeeaninniiil 134 prevalite.........ccceeeeeeeeeeeeiiii... 66
PERTZYE................. 98 posaconazole........................... 2  PREVENT DROPSAFE
PHEBURANE........cccc......... 80  potassium chlorid-d5- PEN NEEDLE.................... 117
phenelzine..............cccouvveee.... 53 0.45%mnacl..............cccceuu.. 148 PREVYMIS......ccoov, 4
phenobarbital.................... 28,29  potassium chloride................ 149 PREZCOBIX......cccooeeevevnnen. 4
phenoxybenzamine................. 62  potassium chloride in PREZISTA ..o, 4
PHENYTEK.........coocviienn. 29 0.9%nacl..............cccceueeeennnn. 149 PRIFTIN.........ooviiiiieeee, 10
phenytoin...........ccccveevvenne... 29 potassium chloride in 5 %6 dex149  PRILOSEC...............cce... 101
phenytoin sodium extended.....29  potassium chloride in Ir-d5.... 149 PRIMAQUINE.................... 10
PHEXXI.......ccoooiiiiiiieeeen. 132 potassium chloride in water...149  PRIMAXIN IV.....cccccceeee..n. 10
PHOSPHOLINE IODIDE..136  potassium chloride-0.45 % PRIMIDONE.........cccveeeenn. 29
PIFELTRO........ccccvvvrrriereen. 4 nacl.........cccoeeeeceveeiinnannnnn. 149  primidone....................uuvu...... 29
pilocarpine hel................. 80, 136  potassium chloride-d5- PRIORIX (PF).....cccvvveeeeen. 106
pimecrolimus.......................... 70 0.2%macl............cccuveeeeen..... 149 PRISTIQ........ooeiiiie. 53
pimozide...............ccccceeuunnn.... 53 potassium chloride-d5- PRIVIGEN..............coe. 106
pimtrea (28) ....cccovveeuveeennns 134 0.9%nacl.............cccceueeen. 149 PRO COMFORT INSULIN
pindolol...................c...ouuu.... 62  potassium citrate.................. 148 SYRINGE.............ccoeoi. 117
pioglitazone............................ 90 PRADAXA....ccooiiiiiiieei, 65 PRO COMFORT PEN
pioglitazone-glimepiride........... 90 PRALUENTPEN................ 66 NEEDLE........c.cccccoeeeennn. 117
pioglitazone-metformin........... 90 pramipexole........................... 31 PROAIR DIGIHALER...... 144
PIP PEN NEEDLE............. 117 prasugrel............cccceuvvvaann.... 65 PROAIR RESPICLICK..... 144
piperacillin-tazobactam.......... 12 pravastatin............................. 66 probenecid............................ 124
PIQRAY ..o, 21 praziguantel........................... 10 probenecid-colchicine............ 124
pirfenidone........................... 144 prazosin.........cccccceeeeeeeeeeeennn... 62 PROCARDIA XL................ 62
PIRFENIDONE................. 144 PRED FORTE................... 138  procentra................cvvvvennnnn. 33
PIFOXICAM ..., 44 PRED MILD...................... 138  prochlorperazine..................... 98
PLAQUENIL......cccceevverenns 10 prednisolone.......................... 83 prochlorperazine maleate oral .98
PLASMA-LYTE 148........... 150  prednisolone acetate............. 138 PROCRIT.................... 103, 104
PLASMA-LYTEA............. 150  prednisolone sodium procto-med hc........................ 98
PLAVIX ..o 65 phosphate........................ 83,138  proctosol hc.................c.uuu... 98
PLEGRIDY .........ceeeeennnns 103 prednisone...............ccccuuuun..... 83  proctozone-hc......................... 98
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PROCYSBI......cccovvveeennne 148 QELBREE........cccooviiiien. 53 REBIF TITRATION PACK
PRODIGY INSULIN QINLOCK........c.coeieiiiiieeane 21 e 104
SYRINGE...........coovvvvvinnnnn 117 QNASL.........ccoi, 145 reclipsen (28) ...uueeeeeeeeeeeannnn. 134
progesterone micronized....... 131 QTERN......oooviiiiinnn, 90 RECOMBIVAX HB (PF)... 106
PROGLYCEM...................... 90 QUADRACEL (PF)........... 106 RECORLEV........cccccevennne. 93
PROGRAF.....cccoviiiiiiinn 21 QUALAQUIN.........cceeennne 10 RECTIV..iiiiiiiiiiiiieeees 98
PROLASTIN-C.......ccconnee. 80 QUARTETTE.......ccueeeee.. 134 REDITREX (PF)................ 128
PROLATE.....ccccoviiiieeas 41 QUDEXY XR.....ocovvvreenne 29 REGLAN......cccooiiiiiiie 98
prolate..........ccccccevevveiiennnnan. 41 QUESTRAN.....ccoooiiieee 67 REGRANEX........ccccccoennnn. 70
PROLENSA......ccciiiieeee 137 QUESTRAN LIGHT........... 67 RELAFENDS.........ccccc...... 44
PROLIA........coieeee 125  quetiapine......................... 53,54 RELENZA DISKHALER......4
PROMACTA. ...t 65 QUETIAPINE.......cccccce.... 53 RELEUKO......ccccoviiirrrnnn. 104
promethazine........................ 139 QUILLICHEW ER............... 54 RELEXXII......cooovvveeeinnnenn. 54
PROMETRIUM................ 131  QUILLIVANT XR............... 54 RELISTOR.......cccccevennnnnn.. 98
propafenone............................ 58  quinapril...........ccocvveeeennnnnnnnnn. 62 RELPAX....coovvviiiiiiiieeeeeee. 33
propranolol............................. 62  quinidine gluconate................. 58 RELTONE.......cccccceriiinnnnn. 98
propylthiouracil...................... 84  quinidine sulfate..................... 58 RELYVRIO......ccoovvvrveennennn. 36
PROQUAD (PF)...ccccccc...... 106  quinine sulfate........................ 10 REMERON..........ccciiiiinns 54
PROSCAR.......cccvvvree 148  QULIPTA.....coeeeiieee 33  REMERON SOLTAB.......... 54
PROSOL 20 %...ccevvuvvveeannne 150 QUVIVIQ...cooiieiiiiiieeeee, 54 REMICADE............ceuun.... 98
PROTONIX.......ccevvvvvireens 101 QVAR REDIHALER......... 145 RENAGEL......cccccoeevennn. 80
protriptyline............ccc.ooee...... 53 RABAVERT (PF).............. 106 RENFLEXIS.......coooiiieenn. 98
PROVERA......cccccvvvieiee, 131 rabeprazole........................... 101 RENVELA.......cccccee..n. 80, 81
PROVIGIL..........ccccvvrrreen. 53 RADICAVAORS................. 36  repaglinide............................ 90
PROZAC......cccoviiiiiiiec, 53 RADICAVA ORS REPATHA ..., 67
PrUdOXTN ..., 70 STARTER KIT SUSP.......... 36 REPATHA
PULMICORT............. 144,145 RAGWITEK........ccceeeeenn. 106 PUSHTRONEX.................... 67
PULMICORT raloxifene...........ccccceeeennnn. 125 REPATHA SURECLICK.... 67
FLEXHALER..................... 144 ramelteon................cccc.......... 54 RESTASIS....ccccciiiiiiins 136
PULMOZYME................... 145 ramipril.........cccccevveviionnniinn, 62 RESTASIS MULTIDOSE.. 136
PURE COMFORT PEN ranolazine...............ccccc.......... 67 RETACRIT.......ccccoeeennn. 104
NEEDLE.......cccocvviiei. 117 RAPAFLO.......ccvvveren 148 RETEVMO........c.eevviiieenn. 22
PURE COMFORT RAPAMUNE.................. 21,22 RETIN-A....cccoiiiiiiiieeee 72
SAFETY PEN NEEDLE....117  rasagiline................cccccuuee..... 31 RETIN-A MICRO.......... 72,73
PURIXAN.....ccoviieeeiiieeee 21  RASUVO (PF)...cccocvvvennne. 128 RETROVIR.........cccvrirernnn 4
PYLERA. ... 101  RAVICTI....c.coeeviiieee 80 REVATIO.....cccceeverieennn 145
pyrazinamide.......................... 10 RAYALDEE......................... 93 REVCOVI......ccccovvvviiiiiiiiinn, 81
pyridostigmine bromide.......... 38 RAYOS. ..., 83 REVLIMID.....ccccoovvveveeennns 22
PYRIDOSTIGMINE REBIF (WITH ALBUMIN) REXULTI......ccccviiviiieeeeennn. 54
BROMIDE...........ccoviriens 38 104 REYATAZ....cccovvvieeiiinnn, 4
pyrimethamine........................ 10 REBIF REBIDOSE............ 104 REYVOW....ccoooovviiiiie, 33
PYRUKYND........eevvrreene 80 REZLIDHIA..........ccccuvnee.. 22
QBRELIS.......cooeeiiiieee 62 REZUROCK.......cccovvvreens 22
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REZVOGLAR KWIKPEN..90 RUXIENCE...........c.c.ccec.. 22 SEROQUEL.............cccen 55

RHOFADE.......cccoovivi 73  RYALTRIS........coeeiee 145 SEROQUEL XR................... 55
RHOPRESSA ... 137 RYBELSUS.......ccccooeii. 90 SEROSTIM......cccovvrinreenns 104
RIABNI .....oooiiiiiiie, 22 RYDAPT....ccoviiiiieee 22 SERTRALINE........cccuee. 55
FIDAVITIN .o 4 RYTARY ..o, 31 sertraline...........ccccouveveeennnee. 55
RIDAURA. ... 128 RYTHMOL SR.................... 58  setlakin..........cccccceeevvinenninn, 134
Fifabutin............ccccoevvvvvenn..... 10 SABRIL..........ooooiiii, 29  sevelamer carbonate............... 81
FIfAMPIN ..., 10 SAFESNAP INSULIN sevelamer hcl.......................... 81
RILUTEK ......ccoviiiiiiiiies 81 SYRINGE.................. 117,118 SEYSARA......cccoviiiiiin. 14
riluzole...........ccoceeeiievacnnnn..n. 81 SAFETY PEN NEEDLE....118 sharobel...............ccc..ccc....... 131
rimantadine..................cccco...... 4 SAFYRAL...cccoooriiiieanne 134 SHINGRIX (PF)................. 106
RINVOQ.....ccooiiiieiiiiees 128  SAIZEN.....ccccoeviiiiieeenee, 104 SIGNIFOR......ccccceevvvnnne. 22
risedronate...................... 81,125  S@jazir.....cooevvvvvvereniinnnnnnnnnn. 145 SIKLOS. ..o, 22
RISPERDAL........................ 54 SALAGEN sildenafil (pulmonary arterial
RISPERDAL CONSTA........ 54  (PILOCARPINE)................. 81  hypertension) ....................... 145
risperidone........................ 54,55 SAMSCA....coooiviieiieieeeis 93 SILENOR......cccceviiiiins 55
RITALIN ....cooviiiiiiiieeiieee 55 SANCUSO....ccccoomiiiiiiinnnne. 98  SILIQ..ciiiiiiiiiiiiieeeiiiiieeen, 69
RITALIN LA ....c.ooeveies 55 SANDIMMUNE.................. 22 silodoSin............ccccueevieannnn.. 148
FILONAVIT .o 4 SANDOSTATIN.................. 22 SILVADENE........cccovveeen. 71
FIVASTIININE ... 36 SANTYL......ocooiiii, 71 silver sulfadiazine................... 71
rivastigmine tartrate............... 36 SAPHRIS.............coooi 55 SIMBRINZA..................... 137
FIVOISA .oooeeeeeeeeiiieeaeaaen 134 sapropterin.............ccccceeuunn.... 93 SIMPONI.........cccii, 129
FIZAMFIPEAN oo 33 SAVAYSA......ccoovee 65  SImvastatin...............cceeeeen..... 67
ROBINUL......cociiieiiien. 95 SAVELLA........cccoviiinnns 128  SINEMET......coocoiiiiiiee. 32
ROBINUL FORTE.............. 95 SCEMBLIX......cccovvvvvernnne 22 SINGULAIR.....cccceovveennn. 145
ROCALTROL..........ceveeeee.. 93  scopolamine base.................... 98  SIrolimus........ccoeeveeiiiiieeaann, 22
ROCKLATAN.......cccuveeee. 137 SEASONIQUE................... 134 SIRTURO......cccvvieieeee. 10
roflumilast ..............cccccuue.... 145 SECUADO......coccuvvviieennnn 55 SITAVIG.....cooooieiiiiiieee, 5
FOPINIFOle ...........ccoveueeevaannn, 31 SECURESAFE INSULIN SIVEXTRO......cccovvivriaannnn 10
FOSUVASTALIN ..o, 67 SYRINGE.........ccooeieen 118 SKY SAFETY PEN

ROSZET ...ccoiiiiiiiieie. 67 SECURESAFE PEN NEEDLE........cccoovvii. 118
ROTARIX....coooviiiiiiien 106 NEEDLE.......cccoooiiiirennnne. 118 SKYCLARYS......ccooviiee 36
ROTATEQ VACCINE....... 106 SEGLENTIS.........ceoviiees 41 SKYLA.....coooiiiieee 132
ROWASA ... 98 SEGLUROMET................... 90 SKYRIZI......ccooevvvnnen. 69, 98
FOWEEPI ..vvvvvvvnnennnnnnnnnnnnns 29 selegiline hcl........................... 31 SKYTROFA......cccooevennnnn. 104
ROXICODONE................... 41  selenium sulfide...................... 68 SLYND..cooovvieiiiiieeeeeeee, 134
ROXYBOND........ceevvnnnee. 41 SELZENTRY ....cocccvvivinnnenns 5 SOAANZ.....cooviiieeeiiiiieeen, 62
ROZEREM.......ccccovvvvveee. 55 SEMGLEE(INSULIN sodium chloride....................... 81
ROZLYTREK......ccocvvveeeenn. 22 GLARGINE-YFGN)........... 90  sodium chloride 0.45 %......... 149
RUBRACA.......cocviveee 22 SEMGLEE(INSULIN sodium chloride 0.9 %............. 81
RUCONEST.....cccoovveeennne 145 GLARG-YFGN)PEN........... 90  sodium chloride 3 %5
rufinamide............................. 29 SENSIPAR......ccooovviinnnn, 93 hypertonic............................ 149
RUKOBIA........ccoovveiee 4 SEREVENT DISKUS......... 145
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sodium chloride 5 %5 STALEVO 150.........cccconn.e. 32 SURE COMFORT PEN
hypertonic..........ccceeevveen..... 149 STALEVO 200...................... 32 NEEDLE.....coovvvvvvieeeenn. 118
SODIUM OXYBATE........... 55 STALEVO 75..ccciiiiiinnnne. 32 SURE COMFORT

sodium phenylbutyrate............ 81 STEGLATRO....................... 90 SAFETY PEN NEEDLE
sodium polystyrene sulfonate.. 81 STEGLUJAN....................... 90 s 118, 119
sodium,potassium,mag STELARA.......cccvveeeeee 69 SURE-FINE PEN

SUITALES ..o 98 STIOLTO RESPIMAT....... 145 NEEDLES.........ooooiiii. 119
SOFOSBUVIR- STIVARGA.........cooieeeis 23 SURE-JECT INSULIN
VELPATASVIR........ccue.... 5 STRATTERA........cccoo...... 55 SYRINGE..........ccccoeii. 119
SOGROYA.......ccoeiiiieeens 104 STREPTOMYCIN............... 10 SUTAB...ccooiiiiiiieieieeee, 98
solifenacin................c.c....... 147  STRIBILD......ccccevveieiiiinns S SUTENT...ccccoiiiiiiieiiee. 23
SOLIQUA 100/33.................. 90 STRIVERDI RESPIMAT.. 145  syeda........ccccocuuveeaiviunenaaann. 134
SOLODYN....cooiivieeeeiee. 14 STROMECTOL.................... 10 SYMBICORT.........cc........ 146
SOLOSEC.......ccceeeiiiieeeee 10 SUBOXONE........ccccevvnreeen. 44 SYMBYAX. ..o, 55
SOLTAMOX......cccoovvvvvvvnnnn 22 subvenite............c.c....oooo 29 SYMDEKO.......ccooovvvvvnnnnnn. 146
SOMATULINE DEPOT...... 22 subvenite starter (blue) kit.....29 SYMFIL........cooooiiii S
SOMAVERT .......cccoonnnnnn 93  subvenite starter (green) kit...29 SYMFILO......ccccccccoevviininnnn. 5
SOOLANTRA.......ccooeeis 73 subvenite starter (orange) kit.29 SYMIEPIL..............cccccooee. 139
SOFafenib ............cccecuvveeeennnnn. 22 SUCRAID.....ccccovvveeeeen. 98 SYMLINPEN 120................. 90
SORILUX ......cooviviiieeeeninnnn. 09  sucralfate............cccevuuveeannn. 101  SYMLINPEN 60................... 90
SOFINE ..vvvvveeeeviieaeeeeiieeaaeanes 58 SULAR......oooiiiiiieeiiieeee, 62 SYMPAZAN.....coeeveen 29
SOLalol..........ccooeeeeeeeninnannnn. 58  sulfacetamide sodium............ 136 SYMPROIC.............ooeeeee... 99
sotalol af .........cccccovvvvvvnnnnnin.. 58  sulfacetamide sodium (acne)..73 SYMTUZA ........cceeinnnnnnnnn. 5
SOTYKTU......oooiiiee. 69  sulfacetamide-prednisolone... 136 SYNALAR...........ccccvvnnnnnn. 77
SOTYLIZE......cccovvveveeeenn. 58 sulfadiazine............................ 13 SYNAREL......ccovvviiieiiens 93
SOVALDI.......cccvvvviiviieenee. 5 sulfamethoxazole- SYNDROS........ccoiiie. 99
SPINOSAd........ovvvvveeaiiaaaaaaann, 78 trimethoprim.......................... 13 SYNJARDY .....cccceeiis 90
SPIRIVA RESPIMAT........ 145 SULFAMYLON.........c...... 73 SYNJARDY XR.......ceouee 90
SPIRIVA WITH sulfasalazine........................... 98 SYNRIBO.......ccceeeeeiiennns 23
HANDIHALER................. 145 sulindac..............cccceeeeeanne... 44 SYNTHROID...................... 94
spironolactone........................ 62  SUMALFIPLAN ... 33 SYPRINE........ccccvviiiiiiiiinnns 81
spironolacton- sumatriptan succinate............. 33 TABLOID....ccocvvvveeiieeeean, 23
hydrochlorothiaz..................... 62  sumatriptan-naproxen............ 33 TABRECTA.........ccovvvveee 23
SPORANOX .....coovvviiieeieeenn, 2 sunitinib malate...................... 23 TACLONEX......ccoovvvvveeeen... 69
sprintec (28) ...vvvvvveveieiaannnn. 134 SUNLENCA.........cccoveeeeee 5  tacrolimus......................... 23,71
SPRITAM ..o 29 SUNOSI.....ccooiieeiieeeee, 55  tadalafil...................ouvvennn.... 148
SPRIX ..o, 44  SUPRAX....oovviiiiiiennn, 7 tadalafil (pulmonary arterial
SPRYCEL......ccccvvvviiiians 22 SUPREP BOWEL PREP hypertension) oral tablet 20

sps (with sorbitol) .................. 8l  KIT ..o, O8 MG 146
STONYX woveeeeiiieeeeeeeiieeaeeeens 134 SURE COMFORT INS. TADLIQ....cooiiiiiiiiieeeee 146
S8 eveviiiaaieiiiiieeeeiee e 71 SYR.U-100........cccevvrrrrnnnn. 118 TAFINLAR....cccoeeveiiien, 23
STALEVO 100...................... 32 SURE COMFORT tafluprost (pf) ....ccceoeveeeeennnn. 137
STALEVO 125......ccceveeen 32 INSULIN SYRINGE......... 118 TAGRISSO.....ccccvvviveeee. 23

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

benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer 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.
171



TAKHZYRO......ccceeeeeeee. 146  TENIVAC (PF).....cccecuueeee. 106  TIGLUTIK.........cooeiiieeennns 81

TALICIA......ccovvvieeeeee. 102 tenofovir disoproxil fumarate....5 TIKOSYN........cccoovvvvvirnnnn.n. 59
TALTZ AUTOINJECTOR..69 TENORETIC 100................. 62 tilia fe..iiaaniiiiiii 134
TALTZ SYRINGE............... 69 TENORETIC 50................... 62  timolol maleate............... 63, 136
TALZENNA ... 23 TENORMIN..........coevvnene 62  timolol maleate (pf)............. 136
TAMIFLU......ccoovviiiiiieees 5 TEPMETKO......ccccouvvrrennnnn. 23 TIMOPTIC OCUDOSE
LAMOXIfEN . ..uooooeeeeeeeeeen, 23 1erazosSin...............cccccoeeiiiiiinn. 62 (PEF) oo 136
taMSUlOSIN ..........ovvevvveeaeennnn.. 148  terbinafine hel.......................... 2 TIMOPTIC-XE................... 136
TAPERDEX........coovivieeenn. 83  terbutaline............................ 146  tinidazole....................cccu...... 10
TARGADOX......ccoeeveeeienns 14 terconazole........................... 132 tiopronin............cccceeveveenn..... 81
TARGRETIN..........ccenne. 23 teriflunomide.......................... 37 TIROSINT.....ccocoeiiiiieeens 94
tarina 24 fe.........cceeeveeeeannnn. 134 TERIPARATIDE............... 125 TIROSINT-SOL................... 94
tarina fe 1-20 eq (28) ........... 134 TERUMO INSULIN TIVICAY oo 5
TARPEYO....cccooevviiiienens 84 SYRINGE.......ccccoovvvieenn 120 TIVICAY PD....ccvvveeee 5
TASCENSO ODT................. 36 TESTIM............ccceiiiii, 93  tizanidine.................cccoceuuuenn. 38
TASIGNA ..., 23 testosterone...................... 93,94 TLANDO........ocovvivieeeee, 94
tasimelteon...............cccccuuu..... 55 TESTOSTERONE................ 93 TOBI....ccviieiiiiieeeeee, 10
TASMAR.....ccccovviiiiiiiiis 32 testosterone cypionate............ 93 TOBI PODHALER.............. 10
tavaborole...............ccuueee..... 75  testosterone enanthate............ 93 TOBRADEX......ccccceiinnnn. 138
TAVALISSE........ccoveviieees 65 TETANUS,DIPHTHERIA TOBRADEX ST ................. 138
TAVNEOS........coovvieiee 81 TOX PED(PF).......ccceuu..... 106 tobramycin...................... 10, 135
1Azarotene.............cccuuuveennnn... 73 tetrabenazine.......................... 37  tobramycin in 0.225 % nacl..... 10
TAZAROTENE.................. 73 tetracycline....................c....... 14 tobramycin sulfate.................. 10
LAZICES v, 7 TEXACORT....cccooovvvveeeennn. 77  tobramycin-dexamethasone.. 138
TAZORAC.......cccvveee. 73  TEZSPIRE.......cccccvveennne 146 TOBREX.......ccccoomiiiiiannnnn. 135
LAZEIA XT iievieieiaaeeeeeeeeen 62 THALITONE........cccovvee..n. 62  tolcapone..............cccuvueennnn.... 32
TAZVERIK.......c.ccovvveen. 23 THALOMID.......cccvvvvennnnn. 23 TOLSURA......ccccoeiiiiieeeens 2
TDVAX ..o, 106 THEO-24.......cccvvvvvieiinn. 146  tolterodine............................ 147
TECFIDERA................... 36,37 theophylline......................... 146  tolvaptan.................ccccuuuu...... 94
TECHLITE INSULIN thinpro insulin syringe........... 120  TOPAMAX....covvviiieeeeiens 29
SYRINGE..........cooiiiis 119 THINPRO INSULIN TOPCARE CLICKFINE....120
TECHLITE INSULN SYRINGE........ccceviiiie 120  TOPCARE ULTRA
SYR(HALF UNIT)............. 119 THIOLA. ..., 81 COMFORT......cccovvvreannne. 120
TECHLITE PEN NEEDLE 120 THIOLA EC...........cccnne... 81 TOPICORT........ccuueee... 77,78
TEFLARO....cccooeeeeeeeii, 7 thioridazine............................ 55  topiramate........................ 29, 30
TEGRETOL..........ccconnne. 29 thiothixene..............cccuuennnn. 55 TOPROL XL...cccovvvvieennns 63
TEGRETOL XR................... 29 THYQUIDITY ...ccccovvvvennnee. 94 toremifene...........ccccuuueeann.... 23
TEGSEDI..........cooie 37 tiadylt er.........ueeeeeiiiiiiaaaannn, 62 torsemide............................... 63
TEKTURNA.........ccovveeeee 62  tiagabine.............ccouvveeenn.. 29 TOSYMRA.......cccovviiiienn. 33
telmisartan ............................. 62 TIAZAC.....cccoiiieeee. 63 TOUJEO MAX U-300
telmisartan-amlodipine........... 62 TIBSOVO....ccooveeeeieeeeei 23 SOLOSTAR......................... 91
telmisartan- TICOVAC. ..o, 106 TOUJEO SOLOSTAR U-
hydrochlorothiazid.................. 62 tigecycline...............ooouvvvuvnnn. 10 300 INSULIN.......cvvvveeennnnnn. 91
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tovet emollient ........................ 78  tri-estarylla.......................... 134 TUKYSA ..., 23
TOVIAZ.....oveeveeveeeeeeeee, 147  trifluoperazine........................ 56 TURALIO....ccccccvvviieeiannnn, 23
TPN ELECTROLYTES..... 149 trifluridine............................ 136 TWINRIX (PF)...ccccconneee. 106
TRACLEER....................... 146 TRIJARDY XR.......coeunneeen. 91 TWYNEO....cccccmiiiiiiannn 73
TRADIJENTA......ccooevi 91 TRIKAFTA.......ooovvee. 146 TYBLUME...........eoonne. 135
TRAMADOL.........cceuveee.. 44 tri-legest fe.....coooieiiiiiniiiann. 134 TYBOST ....oooviiiiieiiiiieeees 5
tramadol...................ccccuuu.... 44 TRILEPTAL........cccoouvvnnneen. 30 tydemy.....ccoooeeeiiiiiiiiiiiinn, 135
tramadol-acetaminophen........ 44 TRILIPIX....coooooviiiiieiaaen, 67 TYGACIL........oooerrrir. 10
trandolapril............................ 63  tri-lo-estarylla...................... 134 TYKERB........cvvvvvveeeeeee. 23
trandolapril-verapamil............ 63  tri-lo-sprintec........................ 134 TYMLOS.......ovviiieeeee, 125
tranexamic acid.................... 132 trimethoprim.......................... 14 TYPHIM VI.........oovvvee 106
TRANSDERM-SCOP.......... 99 1Ml 135 TYRVAYA....ccoovieien. 137
tranylcypromine..................... 55  trimipramine.......................... 56 TYVASODPI..................... 146
travasol 10 %o .........cceeeeeeennn. 150 TRINTELLIX...................... 56 UBRELVY.....cccooviveinnnn. 34
TRAVATANZ.................. 137 tri-nymyo.......ccceeeeeeeeeeeeannn... 135 UCERIS. ..., 99
ITAVOPYOST oo 137 tri-sprintec (28) cccueueevennnn.... 135 UDENYCA.......cooeiis 104
TRAZIMERA........ccvveee. 23 FIOCIR e 78 UDENYCA
1razodone................coeeeuveeeann. 56 TRIUMEQ......coocoeevviirinnnnn, 5 AUTOINJECTOR.............. 104
TRECATOR.........cccveeen. 10 TRIUMEQPD........ccueee... 5 ULORIC.....ccccooviiiiieene, 124
TRELEGY ELLIPTA......... 146 trivora (28) ..cccevveeeeeiiienann 135 ULTICARE....................... 121
TRELSTAR.......ccccvvviiee 23 tri-vplibra............ccoeeueennnn. 135 ULTICARE INSULIN
TREMFYA.....ccoooiii 69 tri-vylibralo......................... 135 SYRINGE........ccccoiiies 121
treprostinil sodium.................. 63 TRIZIVIR........c.eeveinn 5 ULTICARE INSULN
TRESIBA FLEXTOUCH TROKENDI XR.................. 30 SYR(HALF UNIT)............. 121
U-100.ccccciiiiieeeiieeeeee 91 TROPHAMINE 10 %......... 150 ULTICARE PEN NEEDLE
TRESIBA FLEXTOUCH IrOSPIUM ..o 147 121
U-200.0....cciiiieeeeiiieeeeeee, 91 TRUDHESA.......ccvreees 34 ULTICARE SAFETY PEN
TRESIBA U-100 INSULIN..91 TRUE COMFORT NEEDLE.......ccccvvvieiii. 121
tretinoin (antineoplastic) ........ 23 INSULIN SYRINGE......... 120 ULTIGUARD

tretinoin microspheres............ 73  TRUE COMFORT PEN SAFEPACK-INSULIN
tretinoin topical...................... 73 NEEDLE.......cccccoooiiiin, 120 SYR ..o, 121
TREXALL.....cooiiiiiieeee 23  TRUE COMFORT PRO ULTIGUARD
TREXIMET.....cccoevviiiiinnns 33 INSSYRINGE.................. 120  SAFEPACK-PEN

TREZIX ..o, 41 TRUE COMFORT NEEDLE.......ccccovviviinn. 121
triamcinolone acetonide.... 78,82 SAFETY PEN NEEDLE....120 ULTILET INSULIN
ITAMECTENE ... 63 TRUEPLUSINSULIN....... 121 SYRINGE.........coevie 122
triamterene- TRUEPLUS PEN NEEDLE ULTILET PEN NEEDLE.. 122
hydrochlorothiazid.................. 03 e 121 ULTRA CMFT INS SYR
IPIANCX .veeeeiieeeeeeaeeeeeeeeaaannn, 78 TRULANCE......................... 99 (HALF UNIT)....cccovvvvvennnn 122
TRIBENZOR...........cooen.. 63 TRULICITY .ccovveeeeeiiieeene 91 ULTRA COMFORT

TRICOR ......coooeeiiiieeee, 67 TRUMENBA........cccc....... 106 INSULIN SYRINGE......... 122
ITATI .o 78 TRUVADA......cccoveeeeee. 5 ULTRA FLO INSUL

IPTENLINE ..o 81 TUDORZA PRESSAIR..... 146 SYR(HALF UNIT)............. 122
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ULTRA FLO INSULIN VALCHLOR........ccccvveeen. 71  VERDESO.......cccovviiirnnnnn 78

SYRINGE..........ccoovvveies 122 VALCYTE...ccooiiiiiiiiiiiees 5 VERELAN........cccoomniiiinns 63
ULTRA FLO PEN valganciclovir.............ccccceeeuun. 5 VERELANPM......ccoeeunnnn. 63
NEEDLE..........ooooi 122 VALIUM......coooooeiiiie, 56 VERIFINE INSULIN

ULTRA THIN PEN valproic acid........................... 30 SYRINGE......ccccovvviriiiinnnns 123
NEEDLE.......cccccvvvvvvvviiinnn, 122 valproic acid (as sodium salt).30  VERIFINE PEN NEEDLE 124
ULTRACARE INSULIN VALSARTAN........oceen 63 VERKAZIA......ccccoeveiee. 137
SYRINGE...........coovvvvinnn. 122 valsartan.............ccccceeeeeennn... 63 VERQUVO.......coooovnnnnn. 67
ULTRACARE PEN valsartan-hydrochlorothiazide .63 ~VERSACLOZ....................... 57
NEEDLE........ccccvviein. 122 VALTOCO........cceeeevviiaean, 30 VERZENIO.........eevvvrireenn. 24
ULTRA-THIN II (SHORT) VALTREX.....coooiiiiiiiiieeeens S VESICARE......ccccoviiinnn. 147
INSSYR..coooviiiiiiiiieeee 123 VANCOCIN.................... 10,11  VESICARELS.................... 147
ULTRA-THIN II (SHORT) VANCOMYCIM ceaaaaaaaaaaaaaaannnnn, 11 vestura (28) ...cccceeevenennnnnnnn. 135
PENNDL......ccoovvvrvrreeee. 123 VANCOMYCIN................... 11 VFEND.....ccoocoeiiiieee 2
ULTRA-THIN II INS PEN vandazole.................cc........ 132 VFEND IV...cooooiiiiiieee 2
NEEDLES.......c..cceovvnnnen. 123 VANISHPOINT INSULIN V-GO 20....oeeiieiiiiiaeeennee, 124
ULTRA-THIN II INSULIN SYRINGE.........ccoevvriees 123 V-GO 30..cceeviiiiiiieeiee. 124
SYRINGE..........ooviiies 123 VANISHPOINT SYRINGE V-GO40...coocoeveeiiiiieeene, 124
ULTRAVATE.........cceuvee.n. T8 e 123 VIBERZI.......ccoovveeeiee, 99
UNASYN ..o, 12 VANOS......coooiiieeeieeeee, 78 VIBRAMYCIN..................... 14
UNIFINE PENTIPS........... 123 VAQTA (PF)..vvvveeee. 106 VIBRAMYCIN

UNIFINE PENTIPS varenicline...................ccccc...... 81 (CALCIUM).......cccevvvvvrenn, 14
MAXFLOW......cccvvvvee 123 VARIVAX (PF).................. 106 VIBRAMYCIN (MONO).....14
UNIFINE PENTIPS PLUS 123  VARUBI.......ccccoooviieieeeee. 99 VICTOZA 3-PAK................. 91
UNIFINE PENTIPS PLUS VASCEPA......cccoeeeeeeee 67  VIENnVA..........ccovvviviieiiiiiiiiinnnn, 135
MAXFLOW....cooveieieeeennnnn. 123 VASERETIC.......ccoeeeeennnn.. 63  vigabatrin.....................c........ 30
UNIFINE VASOTEC..........ccoe 63 vigadrone..............cc...cceeenn. 30
SAFECONTROL................ 123 VECAMYL.......oovvvviienn 67 VIGAMOX.....cooocvveeennnn 136
UNIFINE ULTRA PEN VECTICAL.....c..oeoveiee, 69 VIIBRYD.......ooooiiiiiiei, 57
NEEDLE...........cccoiiiiin. 123 velivet triphasic regimen (28)135 VIJOICE...............cccuvvnnnne. 24
unithroid.............ccccceeveeneen..... 94 VELPHORO......................... 81 vilazodonme............................. 57
UPTRAVI....ccovvvvieieiieiae, 63 VELTASSA. ... 81  VIMOVO......ccceeviiiiaeenne 44
UROCIT-K 10......cccceeeenne. 148  VELTIN....cccooiiiiiiiiieee. 73 VIMPAT ..o, 30
UROCIT-K 15......cccceeene 148 VEMLIDY ..cooovvviiiiieeeeien. 5 VIOKACE......cccoovieeanne. 99
UROCIT-K 5....oovveiinene. 148 VENCLEXTA................. 23,24 VIRACEPT......cccovvvveeee. 5
UROXATRAL.......ccuu....... 148 VENCLEXTA STARTING VIREAD ..o 5,6
URSO 250.....ciiieiiiiiiieeens 99 PACK...ccoooiieeeeee, 24  VITRAKVI........ccoovvin 24
URSO FORTE...................... 99  venlafaxine....................... 56,57 VIVELLE-DOT.................. 131
ursodiol ..................c..oovevevennns 99 VENLAFAXINE VIVITROL........ccevvveiieians 44
UZEDY ..o, 56 BESYLATE.......cccoeeennnnnn. 56 VIVIOA. ..o, 2
VABOMERE...........cc........... 10 VENTAVIS.......ccoeviie 146 VIZIMPRO........cc.eeevenn. 24
VAGIFEM..........ccoevvviie. 131  VENTOLIN HFA............... 146 VOGELXO......cooovvveeennn.. 94
valacyclovir ...........ccocceeevnennnne.. 5 verapamil...............ccccoueienn. 63 VONJO.....oooiiiiiieeee 24
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VOFICONAZOle ..o 2 XENAZINE......ccoovvveie. 37 ZELBORAF.....ccooiveiiii, 25

VOSEVI ..o, 6 XENLETA......ccooviiiiiinnne 11 ZEMAIRA......cccoeevi. 81
VOTRIENT ......ccovveiiinen. 24 XERESE.....ccooooiiiiiiien, 75 ZEMBRACE SYMTOUCH. 34
VOXZOGO......cccoieeeiiaennn. 94 XERMELO.......ccvveenennne. 24 ZEMDRI.......ocovvveeii. 11
VRAYLAR.......oooiii, 57 XGEVA. ..., 14 ZEMPLAR........ccoovennnne. 94
VTAMA ..., 69 XHANCE.......ccoccevvvienn. 146  zenatane............ccccceeveununan... 73
VUITY oo, 137 XIFAXAN....coooiiiiiieiies 11 ZENPEP.......ccooviiiiina. 99
VUMERITY ...ccoooviiiiiens 37 XIGDUO XR...ccccooovvieeinnns Ol  zenzedi......cooueeveeveeacneaaann. 57
vyfemla (28) ....cccccveevenennannn. 135 XIIDRA.....ccoooiieeieeee. 137  ZENZEDI.....cccocovviiiaaninn, 57
VVIDY .o 135 XIMINO.....coovvieeiiiieeiieee, 14 ZEPATIER......ccccoovviiiiin, 6
VYNDAMAX.....coovieeeine 68 XOFLUZA......coooveviiiea. 6 ZEPOSIA.......coooviieeee. 37
VYNDAQEL.....c.coovvrenn. 68 XOLAIR........ccovvriennnne, 147 ZEPOSIA STARTER

VYTORIN 10-10................... 67 XOPENEX HFA................ 147  PACK (7-DAY)..cccevvveeennn. 37
VYTORIN 10-20................... 67 XOSPATA.....ccoooevviveen, 24 ZERBAXA....cccooiviiieeien, 7
VYTORIN 10-40................... 67 XPOVIO.....ccooooiiieiiiie, 24  ZERVIATE.......coovvvien. 137
VYTORIN 10-80................... 67 XTAMPZAER.................. 41 ZESTORETIC..........c.......... 63
VYVANSE.....cccoiiiiiiiee 57 XTANDI.....cccoovviiriinnnns 24,25 ZESTRIL......cooovviiiiiieen. 63
VYZULTA. ... 137 xulane...............cccoeuveveeannnn.. 132 ZETTA .o, 67
WAKIX ..o 57 XULTOPHY 100/3.6............ 91 ZETONNA........cceevie. 147
WATTAT T ..o 65 XURIDEN.......ccoovveeieee. 8l ZIAC....iiiiiiiiiieeeee, 63
WELCHOL...........ccooviieee, 67 XYOSTED.....ccoceeevveirieenns 94 ZIAGEN........cooviiiiieee. 6
WELIREG........cccovvvie. 24 XYREM.....oooooovviiieee 57 ZIANA ..., 73
WELLBUTRIN SR............... 57 XYWAV ..., 57  zidovudine.............ccccocueeennn... 6
WELLBUTRIN XL.............. 57 YASMIN (28)..ccceveviiieannnnn. 135 ZIEXTENZO........cuu...... 104
WINLEVI.......oooiii. 73 YAZ (28) e, 135 zileuton...........cccceeeveueveannne... 147
wixela inhub......................... 146 YF-VAX (PF).......cccoooooeo. 107 ZILXI.ooooiooeeiiiii, 73
WYMZYA f..nvnrriirnannaaaaaaannnn. 135 YONSA ..o 25 ZIMHI...........ccoooii 44
XADAGO......ccovvveeiieeennn. 32 YUPELRI.......ccovveerrnnn 147  ZIOPTAN (PF)....ccccueeenn... 137
XALATAN. ..o, 137 YUSIMRY(CF) PEN.......... 129  ziprasidone hcl........................ 57
XALKORI........oooi 24 yuvafem.......cocceeeeiiiieeaeeann, 131  ziprasidone mesylate............... 57
XARELTO....ccccocvvviiiiiieiis 065 zafemy.......ccccceeeiiinieennnnnn.... 132 ZIPSOR.......coooiiiiiee 44
XARELTO DVT-PE zafirlukast...............ccueen.... 147 ZIRABEV.......coooviiiiiie. 25
TREAT 30D START............ 65  zaleplon..............ccceeeeveeann... 57 ZIRGAN.....coooviieeeiieen, 136
XATMEP......cccoviviiiieeenn. 24 ZANAFLEX.......cccoooviennnnn. 38 ZITHROMAX......c.ooeevvveene. 8
XCOPRI....ccvvieiiieiee 30  ZARONTIN......ccoeevvirienn. 31 ZITHROMAX TRI-PAK....... 8
XCOPRI MAINTENANCE ZARXIO......oovieiii 104 ZITHROMAX Z-PAK........... 8
PACK ....oooiiiiiiieeieeee 30 ZAVESCA......cooviieee. 94 ZOCOR.....ooviieeiiieeiee, 67
XCOPRI TITRATION ZEGALOGUE ZOKINVY ..o 81
PACK ..., 30,31 AUTOINJECTOR................ 91 ZOLINZA.......cooveeviiean. 25
XELJANZ ...ooooeeeiiieaeen, 129 ZEGALOGUE SYRINGE...91 zolmitriptan............................ 34
XELJANZ XR.......ooovvennene. 129 ZEGERID......cccceevee. 102 ZOLOFT...cocoeeeiiiieenn. 57, 58
XELPROS......ccvvvieiieenn. 137 ZEJULA......cccoeeiiee, 25 zolpidem...............cccocoeuni.. 58
XELSTRYM...coooooeeeiiiiees 57 ZELAPAR........ccocoviviieannne. 32 ZOMACTON......cccovvveeens 104

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer 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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ZONALON. ....ccoooviiiiiin 71
ZONEGRAN.......covve 31
ZONISADE......cccoooovvvnnn. 31
ZONISAMIAE ... 31
ZONTIVITY oo, 65
ZORBTIVE.........cccovv 104
ZORTRESS.....cvveee 25
ZORYVE......ccooooveiiiiiiiiiinnn, 69
ZOSYN IN DEXTROSE

(ISO-OSM)....oovvvvviriiiiieaeenn. 12
zovia 1-35 (28) ceeeeeeeeeinn. 135
ZOVIRAX ...oooiiiiiiieeeei, 75
ZTALMY ..o, 31
ZTLIDO....ccoooiiiiiiieeeeie, 71
ZUBSOLV ..., 44
ZYCLARA........cccvveeiei, 71
ZYDELIG.....ccoooveeeeeeeeeee.. 25
ZYFLO..oooiiiiiiiiiiiiiii 147
ZYKADIA...............cccc 25
ZYLET ..ccoooiiiiiiiiiiiieiiiii, 138
ZYLOPRIM....................... 124
ZYMAXID.....cooooevvevevnn. 136
ZYPITAMAG....................... 67
ZYPREXA ....ccoooeeviiii 58
ZYPREXA RELPREVV...... 58
ZYPREXA ZYDIS............... 58
ZYTIGA ..., 25
VA A0, CU 11

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer 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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Y ou must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/22/2023. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2023 Express Scripts. All Rights Reserved.
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