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2018 Formulary (List of Covered Drugs)

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

Formulary ID Number: 18037, v7

This formulary was updated on 08/14/2017. For more recent information or other questions, please
contact Express Scripts Medicare® (PDP) Customer Service at the numbers located on the back of
your member ID card. Customer Service is available 24 hours a day, 7 days a week.

You can also visit us on the Web at www.express-scripts.com.

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

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 14, 2017. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2019. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

This information is available for free in other languages. Please call Express Scripts Medicare Customer
Service at the numbers on the back of your member ID card for additional information. Customer
Service is available 24 hours a day, 7 days a week.

Esta informacion esta disponible sin cargo en otros idiomas. Llame al Servicio al cliente de

Express Scripts Medicare a los numeros que figuran al dorso de su tarjeta de identificacion de miembro
para obtener informacion adicional. El Servicio al cliente esta disponible las 24 horas del dia, los

7 dias de la semana.

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

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

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

Can my drug coverage change?

Generally, if you are taking a drug covered by your plan in 2018, Express Scripts Medicare will not
discontinue or reduce coverage of the drug during the 2018 coverage year, except when a new, less
expensive generic drug becomes available or when new adverse information about the safety or
effectiveness of a drug is released. Other types of formulary changes, such as removing a drug
from our plan’s coverage, will not affect members who are currently taking the drug. It will remain
available at the same copayment or coinsurance amount for those members taking it for the
remainder of the coverage year. We feel it is important that you have continued access for the
remainder of the coverage year to the drugs that were available when you chose our plan, except
for cases in which you can save additional money or we can ensure your safety.

If Express Scripts Medicare removes drugs from your plan’s coverage, adds prior authorization,
quantity limits, and/or step therapy restrictions on a drug, or moves a drug to a higher cost-sharing
tier, we must notify affected members of the change at least 60 days before the change becomes
effective. If the Food and Drug Administration (FDA) determines that a drug we cover is unsafe, or
if the drug’s manufacturer removes the drug from the market, we will immediately stop covering
the drug and provide notice to members who are taking the drug. This enclosed formulary is
current as of the date indicated on the front cover. To get updated information about the drugs
covered, please visit us on the Web or contact our Customer Service department using the
information provided on the front and back covers of this formulary. If there are any
additional changes made to this plan’s drug coverage that affect you and are not mentioned above,
you will be notified in writing of these changes within a reasonable period of time after the changes
take effect.

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

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




Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 110. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

e Prior Authorization: You or your doctor is required to get prior authorization for certain drugs.
This means that you will need to get approval from the plan before you fill your prescriptions. If
you don’t get approval, the drugs may not be covered. These drugs are noted with “PA” next to
them in the formulary.

Some drugs may be covered under Part B or under Part D, depending on your medical condition.
Your doctor will need to get a prior authorization for these drugs as well, so your pharmacy can
process your prescription correctly.

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

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

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

You can ask us to make an exception to these restrictions or limits. See the section “How do I request an
exception to the formulary?” on the following page for information about how to request an exception.
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What if my drug is not listed on this formulary?
If your drug is not included in this list of covered drugs, you should first contact Customer Service and
ask if your drug is covered.

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

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

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

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

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

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

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

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

You should contact us to ask for an initial coverage decision for an exception, utilization restriction
exception or to ask the plan to cover a drug that is not currently covered. When you are requesting an
exception, you should submit a statement from your prescriber or physician supporting your
request. Generally, we must make our decision within 72 hours of getting your prescriber’s supporting
statement. You can request an expedited (fast) exception if you or your doctor believes that your health
could be seriously harmed by waiting up to 72 hours for a decision. If your request to expedite is
granted, we must give you a decision no later than 24 hours after we get a supporting statement from
your doctor or other prescriber.

Generally, your request for an exception will only be approved if the alternative drugs that are covered,

the lower-tiered drugs or the additional utilization restrictions would not be as effective in treating your
condition and/or would cause you to have adverse medical effects.
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How do I request an appeal?

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

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

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

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

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

For each of your drugs that has restrictions or limitations, we will cover a temporary transition supply
when you go to a network pharmacy. This temporary transition supply will be for at least 30 days, or
less if your prescription is written for fewer days. In that case, you will be allowed multiple fills to
provide up to a total of at least a 30-day supply of the medication.

If you are a resident of a long-term care facility, we will allow you to refill your prescription until we
have provided you with a 98-day transition supply, consistent with the dispensing increment (unless you
have a prescription written for fewer days). We will cover more than one refill of these drugs for the first
90 days you are a member of our plan. If you need a drug that has restrictions or limitations but you are
past the first 90 days of membership in our plan, we will cover a 31-day emergency transition supply of
that drug (unless you have a prescription written for fewer days) while you pursue an exception.

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

When you enter a long-term care facility
When you leave a long-term care facility
When you are discharged from a hospital
When you leave a skilled nursing facility
When you cancel hospice care

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

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

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

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

Prescription drugs when used to promote fertility

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

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

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

which are considered Part D drugs)

e Drugs, such as CAVERJECT®, CIALIS®, EDEX®, LEVITRA®, MUSE® and VIAGRA®, when
used for the treatment of sexual or erectile dysfunction

e Over-the-counter (OTC) diabetic supplies

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

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

e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring

services be purchased exclusively from the manufacturer as a condition of sale.

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 110.

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

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

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

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

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

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



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

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

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

brand-name drug may be right for you.

If you qualify for Extra Help

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

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

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

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

1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call
1.877.486.2048. Or visit https://www.medicare.gov.
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Below is a list of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

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

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

List of abbreviations

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

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

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

QL: Quantity Limit. For certain drugs, the plan limits the amount of the drug that we will cover.
ST: Step Therapy. In some cases, the plan requires you to first try a certain drug to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and Drug B both

treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

GRIS-PEG 3 MO
(ULTRAMICROSIZ

ANTIFUNGAL AGENTS E)

ABELCET 2 PA; MO itraconazole | MO

AMBISOME 2 PA; MO ketoconazole oral 1 MO

amphotericin b 1 PA; MO LAMISIL ORAL 3 MO

ANCOBON 3 MO TABLET

CANCIDAS 2 PA;MO MYCAMINE 2 MO

clotrimazole mucous 1 MO NOXAFIL ORAL 2 MO

membrane nystatin oral 1 MO

CRESEMBA 2 suspension

INTRAVENOUS nystatin oral tablet 1 MO

CRESEMBA ORAL 2 MO ONMEL 3 MO:; QL (30

DIFLUCAN 3 MO per 30 days)

ERAXIS(WATER 3 MO ORAVIG 2 MO

DILUENT) SPORANOX ORAL 3 MO

fluconazole 1 MO CAPSULE

fluconazole in nacl 1 MO SPORANOX ORAL 2 MO

(iso-0sm) SOLUTION

intravenous terbinafine hcl oral 1 MO

piggyback 200

mg/100 ml VFEND 3 MO

fluconazole in nacl 1 VFEND IV 3 MO

(iso-osm) voriconazole 1 MO

intravenous

pigavback 400 ANTIVIRALS

mg/200 ml abacavir 1 MO

Slucytosine 1 MO abacavir-lamivudine 1 MO

griseofulvin 1 MO abacavir- 1 MO

microsize lamivudine-

griseofulvin 1 MO zidovudine

ultramicrosize acyclovir 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
acyclovir oral 1 MO didanosine oral 1 MO
suspension 200 mg/5 capsule,delayed
ml release(dr/ec) 200
acyclovir oral tablet 1 MO mg, 250 mg, 400 mg
acyclovir sodium 1 PA; MO EDURANT 2 MO
intravenous solution EMTRIVA 2 MO
adefovir 1 MO entecavir 1 MO
amantadine hcl 1 MO EPCLUSA 2 PA; MO; QL
APTIVUS ORAL 2> MO 5128 per 28
CAPSULE ays)
APTIVUS ORAL 2 EPIVIR S 1O
SOLUTION EPIVIR HBV 2 MO
ATRIPLA ) MO ORAL SOLUTION
BARACLUDE 2 MO ggI{RTTEZET S MO
ORAL SOLUTION
BARACLUDE 3 MO EPZICOM S 1O
ORAL TABLET EVOTAZ 3 MO
cidofovir 1 PA; MO Sfamciclovir 1 MO
COMBIVIR 3 MO FLUMADINE 3 MO
COMPLERA 2 MO ORAL TABLET
FUZEON 2 MO
COPEGUS > MO SUBCUTANEOUS
CRIXIVAN ORAL 2 MO RECON SOLN
E(;A(;)PI\S/[[(J}LE 200 MG, ganciclovir sodium 1 PA; MO
CYTOVENE 3 PA;MO GENVOYA I 1O
DAKLINZA 3 PA; MO; QL HARVONI 2 PATMO:QL
(28 per 28
(28 per 28 J
days) ays)

DESCOVY ) MO HEPSERA 3 MO

. . INTELENCE 2 MO
didanosine oral 1
capsule,delayed INVIRASE 2 MO
release(dr/ec) 125 ISENTRESS 5 MO

mg

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

Tier /Limits Tier /Limits
KALETRA ORAL 3 MO RETROVIR ORAL 3 MO
SOLUTION CAPSULE
KALETRA ORAL 2 MO RETROVIR ORAL 3 MO
TABLET SYRUP
lamivudine 1 MO REYATAZ ORAL 2 MO
.. CAPSULE 150 MG,

lamivudine- R VO 200 MG, 300 MG
zidovudine

REYATAZ ORAL 2 MO
LEXIVA 2 MO POWDER IN
lopinavir-ritonavir 1 MO PACKET
moderiba 1 MO ribasphere | MO
moderiba dose pack 1 MO ribasphere ribapak 1
nevirapine 1 MO oral tablets,dose

pack 200 mg (7)-
NORVIR 2 MO 400 mg (7)
ODEFSEY 2 MO ribasphere ribapak 1 MO
OLYSIO 3 PA; MO; QL oral tablets,dose

(28 per 28 pack 400-400 mg
days) (28)-mg (28), 600-

400 mg (28)-mg
oseltamivir 1 MO (28), 600-600 mg
PREZCOBIX 3 MO (28)-mg (28)
PREZISTA ORAL 9 MO ribavirin oral 1 MO
SUSPENSION capsule
PREZISTA ORAL ) MO ribavirin oral tablet 1 MO
TABLET 150 MG, 200 mg
600 MG, 75 MG, rimantadine 1 MO
800 MG

SELZENTRY 2 MO
REBETOL ORAL 2 MO ORAL TABLET
SOLUTION

SOVALDI 3 PA; MO; QL
RELENZA 2 MO (28 per 28
DISKHALER days)
RESCRIPTOR 2 MO stavudine oral 1 MO
RETROVIR 2 MO capsule
INTRAVENOUS STRIBILD 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SUSTIVA 2 MO VIEKIRA XR 3 PA; MO; QL
SYNAGIS 2 MO;LA (84 per 28
INTRAMUSCULA 3ys)
R SOLUTION 50 VIRACEPT ORAL 2 MO
MG/0.5 ML TABLET
TAMIFLU ORAL 3 MO VIRAMUNE 3 MO
CAPSULE VIRAMUNE XR 3 MO
TAMIFLU ORAL 2 MO
SUSPENSION FOR VIREAD 2 MO
RECONSTITUTIO ZEPATIER 2 PA; MO; QL
N (28 per 28
TECHNIVIE 3 PA;MO; QL days)
(56 per 28 ZERIT 3 MO
days)
Z1IAGEN ORAL 2 MO
TIVICAY 2 MO SOLUTION
TRIUMEQ 2 MO Z1IAGEN ORAL 3 MO
TRIZIVIR 3 MO TABLET
TRUVADA ) MO zidovudine 1 MO
ZOVIRAX ORAL 3 MO
TYBOST 3 MO CAPSULE
valacyclovir 1 Pﬁ); MO?);OQL ZOVIRAX ORAL 3 MO
(30 per SUSPENSION
days)
ZOVIRAX ORAL 3 MO
VALCYTE S MO TABLET 800 MG
l iclovi 1 M
varganciciovir © CEPHALOSPORINS
VALTREX 3 PA; MO; QL AVYCAZ 3 MO
(30 per 30
days) cefaclor oral capsule 1 MO
VEMLIDY 2 MO cefaclor oral 1 MO
VIDEX 2 GRAM 2 MO suspension for
reconstitution 125
PEDIATRIC mg/5 ml, 250 mg/5
VIDEX EC 3 MO ml
VIEKIRA PAK 3 PA; MO; QL
(112 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
cefaclor oral 1 ceftazidime injection 1 MO
suspension for recon soln 1 gram, 2
reconstitution 375 gram
mg/5 ml ceftazidime injection 1
cefaclor oral tablet 1 MO recon soln 6 gram
thended release 12 CEFTIN ORAL 3 MO
d SUSPENSION FOR
cefadroxil oral 1 MO RECONSTITUTIO
capsule N
cefadroxil oral 1 MO ceftriaxone injection 1
suspension for recon soln 10 gram
reconstitution 250 . .
ceftriaxone injection 1 MO
m(lg/5 mi, 500 mg/5 recon soln 250 mg,
" 500 mg
cefadroxil oral tablet 1 MO cefiriaxone 1 MO
cefazolin injection 1 MO intravenous
I;eocoon soln I gram, cefuroxime axetil 1 MO
me oral tablet
cefe azolml m?ZCHOH I cefuroxime sodium 1 MO
recon sofn 1U gram injection recon soln
cefdinir 1 MO 750 mg
cefepime 1 MO cefuroxime sodium 1 MO
. intravenous recon
cefixime ! MO soln 1.5 gram
’CZZ Zt;lilon;: ;n] i;;onz ! cefuroxime sodium 1
am. 500 mg ’ intravenous recon
gram, g soln 7.5 gram
cefotetan injection 1 cephalexin 1 MO
cefoxitin intravenous 1 MO
recon soln 1 gram, 2 FORTAZ .
am INJECTION
£ RECON SOLN 6
cefoxitin intravenous 1 GRAM
recon soln 10 gram FORTAZ 3
cefpodoxime 1 MO INTRAVENOUS
cefprozil 1 MO MAXIPIME 3 MO
INJECTION

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

5



Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits

SUPRAX ORAL 3 MO ERYTHROMYCINS / OTHER
CAPSULE MACROLIDES
SUPRAX ORAL 3 MO azithromycin 1 MO
SUSPENSION FOR - -
RECONSTITUTIO clarithromycin 1 MO
N 100 MG/5 ML, DIFICID 3 MO
200 MG/5 ML

e.e.s. 400 oral tablet 1 MO
SUPRAX ORAL 3
SUSPENSION FOR E.E.S. GRANULES 3 MO
RECONSTITUTIO ERYPED 200 3 MO
N 500 MG/5 ML ERYPED 400 3 MO
SUPRAX ORAL 3 MO
TABLET,CHEWAB ery-tab oral B O
LE tablet,delayed

release (dr/ec) 250
TAZICEF 3 mg, 333 mg
e OOLN | ERY-TAB ORAL 2 MO
GRAM TABLET,DELAYE

D RELEASE
TAZICEF 3 MO (DR/EC) 500 MG
INJECTION .
RECON SOLN 2 e;ythr(t)cm (a;‘t o 1 MO
GRAM. 6 GRAM stearate) oral table

250 mg
TEFLARO . MO ERYTHROCIN 2 MO
ZERBAXA 3 INTRAVENOUS
ZINACEF 3 §4EGCON SOLN 500
INJECTION
RECON SOLN 750 erythromycin 1 MO
MG ethylsuccinate oral
ZINACEF 3 MO suspension for
INTRAVENOUS reconstitution
RECON SOLN 1.5 erythromycin 1 MO
GRAM ethylsuccinate oral
ZINACEF 3 tablet
INTRAVENOUS erythromycin oral 1 MO
RECON SOLN 7.5 capsule,delayed
GRAM release(dr/ec)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
erythromycin oral 1 MO CAYSTON 2 MO; LA; QL
tablet (84 per 28
PCE 3 MO days)
ZITHROMAX 3 MO chloramphenicol sod 1
succinate
I%EI? ROMAX TRI- 3 MO chloroquine 1 MO
phosphate
%LTI?ROMAX o R ¢ CLEOCIN HCL 3 MO
CLEOCIN IN 5 % 3 MO
ZMAX 3 MO DEXTROSE
MISCELLANEOUS INTRAVENOUS
ANTIINFECTIVES PIGGYBACK 300
MG/50 ML, 600
ALBENZA 2 MO MG/50 ML
ALINIA E- VO CLEOCIN IN 5 % 3
amikacin injection 1 MO DEXTROSE
solution 500 mg/2 ml INTRAVENOUS
PIGGYBACK 900
atovaquone 1 MO MG/50 ML
atovaquole: e CLEOCIN 3 MO
prosuan INJECTION
AZACTAM IN 3
DEXTROSE (ISO- CLEOCIN R ©
OSM) PEDIATRIC
aztreonam injection 1 MO clindamycin hcl ; MO
recon soln 1 gram clindamycin in 5 % 1 MO
baciim 1 dextrose
bacitracin 1 MO clindamy cin ! MO
intramuscular pediatric
BETHKIS 2 pA;MO;QL  (Clindamycin S 1O
’ ’ phosphate injection
(224 per 28
days) clindamycin 1 MO
BILTRICIDE 2 MO phosphate .
intravenous solution
CAPASTAT 3 600 mg/4 ml
COARTEM 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
colistin 1 MO INVANZ 3 MO
(colistimethate na) INJECTION
CUBICIN 3 MO isoniazid injection 1
DALVANCE 3 MO isoniazid oral 1 MO
dapsone 1 MO ivermectin 1 MO
daptomycin 1 MO KITABIS PAK 3 MO
DARAPRIM 2 PA; MO LINCOCIN 3 MO
DORIBAX 3 lincomycin 1
INTRAVENOUS linezolid intravenous 1
RECON SOLN 500
MG linezolid oral | MO
EMVERM 2 MO MALARONE 3 MO
ethambutol 1 MO MALARONE 3 MO
FLAGYL 3 MO PEDIATRIC
gentamicin in nacl 1 MO mefloquine ! MO
(iso-osm) MEPRON 3 MO
intravenous
1 MO
piggvback 100 r?afropenem
100 mi. 80 me/50 intravenous recon
Z(lg ’ & soln 500 mg
. ; ; MERREM 3 MO
gentamzczn in nac INTRAVENOUS
(iso-osm) RECON SOLN 500
intravenous MG
piggyback 60 mg/50
ml, 80 mg/100 ml metronidazole in 1 MO
[ (iso-
gentamicin injection 1 MO nacl (iso-os)
solution 40 mg/ml metronidazole oral 1 MO
gentamicin sulfate 1 MO MYAMBUTOL 3 MO
(pf) intravenous ORAL TABLET
solution 100 mg/10 400 MG
ml MYCOBUTIN 3 MO
hydroxychloroquine 1 MO NEBUPENT 2 PA; MO; QL
imipenem-cilastatin 1 MO (1 per 28 days)
neomycin 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ORBACTIV 3 MO TOBI 3 PA; MO; QL
. (280 per 28
paromomycin 1 MO days)
PASER 2 MO TOBI PODHALER 2 MO; QL (224
PENTAM 3 MO INHALATION per 28 days)
CAPSULE
PLAQUENIL 3 MO >
Q W/INHALATION
polymyxin b sulfate 1 MO DEVICE
PRIFTIN 2 MO tobramycin in 0.225 1 PA; MO; QL
PRIMAQUINE 2 MO % nacl ((1280)[)61' 28
ays
PRIMAXIN IV 3 MO
: : tobramycin sulfate 1 MO
pyrazinamide 1 MO injection solution
QUALAQUIN 3 MO TRECATOR 2 MO
quinine sulfate 1 MO TYGACIL 2 MO
rifabutin 1 MO XIFAXAN ORAL 2 MO; QL (9 per
RIFADIN ORAL 3 MO TABLET 200 MG 30 days)
CAPSULE 150 MG XIFAXAN ORAL 2 MO; QL (60
RIFAMATE 3 MO TABLET 550 MG per 30 days)
rifampin 1 MO ZYVOX 3 MO
INTRAVENOUS
RIFATER 3 MO PARENTERAL
SIRTURO 2 MO;LA SOLUTION 600
MG/300 ML
SIVEXTRO 2
INTRAVENOUS ZYVOX ORAL 3 MO
SIVEXTRO ORAL 3 MO PENICILLINS
STREPTOMYCIN 2 MO amoxicillin oral 1 MO
capsule
STROMECTOL 3 MO
amoxicillin oral 1 MO
SYNERCID 2 suspension for
TIGECYCLINE 3 reconstitution
TINDAMAX ORAL 3 MO amoxicillin oral 1 MO
TABLET 500 MG tablet
tinidazole 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
amoxicillin oral 1 MO oxacillin in 1 MO
tablet,chewable 125 dextrose(iso-osm)
mg, 250 mg intravenous
amoxicillin-pot 1 MO piggyback 2 gram/30
ml
clavulanate
ampicillin 1 MO oxacillin injection 1
recon soln 10 gram
amp zc.zllm sodium ! MO oxacillin injection 1 MO
injection recon soln
recon soln 2 gram
1 gram, 10 gram,
125 mg PENICILLIN G 2
o POT IN
anpicti nibaris [ 0
Db INTRAVENOUS
0 ST 78 PIGGYBACK 2
ampicillin-sulbactam 1 MILLION UNIT/50
injection recon soln ML
13 gram PENICILLIN G 2 MO
AUGMENTIN 2 MO POT IN
ORAL DEXTROSE
SUSPENSION FOR INTRAVENOUS
RECONSTITUTIO PIGGYBACK 3
N 125-31.25 MG/5 MILLION UNIT/50
ML ML
BICILLIN C-R 2 MO penicillin g 1 MO
BICILLIN L-A 9 MO potassium injection
recon soln 5 million
dicloxacillin 1 MO unit
nafcillin injection 1 MO penicillin g procaine 1 MO
recon soln 1 gram, intramuscular
10 gram syringe 1.2 million
oxacillin in 1 unit/2 ml
dextrose(iso-osm) penicillin g sodium 1 MO
intravenous .
piggyback 1 gram/50 p emczl.lm v ! MO
ml potassium

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
piperacillin- 1 MO CIPRO ORAL 3 MO
tazobactam SUSPENSION ,MIC
intravenous recon ROCAPSULE
soln 3.375 gram, 4.5 RECON
gram, 40.5 gram CIPRO ORAL 3 MO
UNASYN 3 TABLET 250 MG,
INJECTION 500 MG
RECON SOLN 15 . :
GRAM ciprofloxacin 1
UNASYN 3 MO ciprofloxacin 1 MO
INJECTION (mixture)
RECON SOLN 3 ciprofloxacin hcl 1 MO
GRAM oral
ZOSYN IN 3 ciprofloxacin in 5 % 1 MO
DEXTROSE (ISO- dextrose intravenous
OSM) piggyback 200
INTRAVENOUS mg/100 ml
PIGGYBACK 2.25 . :
GRAM/50 ML (':lproﬂoxaczn lactgte 1
intravenous solution
ZOSYN IN 3 MO 400 mg/40 ml
DEXTROSE (ISO- LEVAQUINORAL 3 MO
OSM) TABLET
INTRAVENOUS
PIGGYBACK 3.375 levofloxacin in d5w 1 MO
GRAM/50 ML intravenous
Zost o b
INTRAVENOUS mg/150 m l,
RECON SOLN 40.5
GRAM levofloxacin 1 MO
intravenous
QUINOLONES
levofloxacin oral 1 MO
AVELOX 3 MO
moxifloxacin oral 1 MO
AVELOX IN NACL 3 MO
(ISO-OSMOTIC) MOXIFLOXACIN- 3
SOD.ACE,SUL-
CIPRO IN D5W 3 WATER
INTRAVENOUS
PIGGYBACK 400 ofloxacin oral tablet 1
MG/200 ML 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

ofloxacin oral tablet 1 MO doxycycline 1 MO

400 mg monohydrate oral

SULFA'S / RELATED AGENTS tablet
MINOCIN ORAL 3 ST; MO

BACTRIM S MO CAPSULE 100 MG,

BACTRIM DS 3 MO 50 MG

sulfadiazine 1 MO minocycline 1 MO

sulfamethoxazole- 1 MO morgidox oral 1

trimethoprim capsule 50 mg

TETRACYCLINES ORACEA 3 ST; MO

demeclocycline 1 MO SOLODYN ORAL 3 ST; MO
TABLET

DORYX MPC 3 ST; MO EXTENDED

DORYX ORAL 3 ST; MO RELEASE 24 HR

TABLET,DELAYE 105 MG, 115 MG,

D RELEASE 55 MG, 65 MG, 80

(DR/EC) 200 MG, MG

>0 MG TARGADOX 3 ST;MO

doxy-100 ! MO tetracycline 1 MO

dox;/cyclmle hyclate 1 MO VIBRAMYCIN 3 ST: MO

ora capswe ORAL CAPSULE

doxycycline hyclate 1 MO 100 MG

qral tablet 100 mg VIBRAMYCIN 3 MO

mg ORAL

doxycycline hyclate 1 MO SUSPENSION FOR

oral tablet,delayed RECONSTITUTIO

release (dr/ec) N

doxycycline 1 MO VIBRAMYCIN 2 MO

monohydrate oral ORAL SYRUP

capsule URINARY TRACT AGENTS

doxycycline 1 MO FURADANTIN 3

monohydrate oral

suspension for HIPREX 3 MO

reconstitution MACROBID 3 MO
MACRODANTIN 3 MO

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

12



Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
methenamine 1 MO leucovorin calcium 1 MO
hippurate oral
MONUROL 3 MO levoleucovorin 1
nitrofurantoin ] MO intravenous solution
nitrofurantoin 1 MO fmesna ! MO
macrocrystal MESNEX 3 MO
nitrofurantoin 1 MO INTRAVENOUS
monohyd/m-cryst MESNEX ORAL 2 MO
PRIMSOL 3 MO XGEVA 2 PA; MO
trimethoprim 1 MO ZINECARD (AS 3 MO

HCL)
VANCOMYCIN INTRAVENOUS
VANCOCIN 3 MO RECON SOLN 250
vancomycin 1 MO MG
intravenous recon ANTINEOPLASTIC /
soln 1,000 mg, 10 IMMUNOSUPPRESSANT DRUGS
gram, 500 mg
ABRAXANE 2 PA; MO
vancomycin oral 1 MO - -
capsule gdrzamyczn . 1 PA
intravenous solution
ANTINEOPLASTIC / 20 mg/10 ml
IMMUNOSUPPRESSANT adrucil intravenous 1 PA; MO
DRUGS solution 500 mg/10
ml
ADJUNCTIVE AGENTS
AFINITOR 2 PA; MO
c?exrazoxane hel 1 DISPERZ
intravenous recon
soln 250 mg AFINITOR ORAL 2 PA; MO; QL
TABLET 10 MG (60 per 30
ELITEK 2 MO days)
FUSILEV S 1O AFINITOR ORAL 2 PA;MO
KEPIVANCE 2 MO TABLET 2.5 MG, 5
) - MG, 7.5 MG
leucovorin calcium 1 MO
injection recon soln ALECENSA 2 PA; MO; QL
100 mg, 350 mg (240 per 30
days)

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

ALIMTA 2 PA; MO BUSULFEX 2 PA
INTRAVENOUS ] ]
RECON SOLN 500 CABOMETYX 3 PA; MO; LA
MG CAMPTOSAR 3 PA; MO
ALKERAN : INTRAVENOUS
INTRAVENOUS MG/5 ML
ALUNBRIG > fl‘g;oMO;?)%L CAPRELSA ORAL 2 PA: MO: LA:

pet TABLET 100 MG QL (90 per 30

days)
days)
anastrozole S MO CAPRELSA ORAL 2 PA:MO: LA:
ARIMIDEX 3 MO TABLET 300 MG QL (30 per 30
AROMASIN 3 MO days)
ARRANON ) PA (.:arboplatm ' | PA; MO
intravenous solution
ASTAGRAF XL 3 PA; MO CASODEX 3 MO
AVASTIN 2 PAMO CELLCEPT 3 PA;MO
azacitidine 1 PA; MO CELLCEPT ) PA; MO
AZASAN 3 PA; MO INTRAVENOUS
azathioprine 1 PA; MO cisplatin 1 PA; MO
azathioprine sodium 1 PA cladribine | PA; MO
BAVENCIO 2 PA; MO; LA clofarabine 1 PA
BELEODAQ 2 PA; MO CLOLAR 2 PA
bexarotene 1 MO COMETRIQ 2 PA; MO
bicalutamide 1 MO COSMEGEN 3 PA; MO
BICNU 3 PA; MO COTELLIC 2 PA; MO; LA;
bleomycin injection 1 PA; MO (?L (63 per 28
recon soln 30 unit ays)
BOSULIF ORAL 2 PA:MO %SE%%HA%SPHA ER PA; MO
TABLET 100 M
00 MG CAPSULE
BOSULIF ORAL 2 PA; MO; QL P - ) PA
TABLET 500 MG (30 per 30 cyctosporine
days) intravenous

busulfan 1 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
cyclosporine 1 PA; MO ELIGARD (4 3 PA; MO
modified MONTH)
cyclosporine oral 1 PA; MO ELIGARD (6 3 PA; MO
capsule MONTH)
CYRAMZA 2 PA; MO ELLENCE 3 PA; MO
: ) INTRAVENOUS
cytarabine 1 PA; MO SOLUTION 200
cytarabine (pf) 1 PA; MO MG/100 ML
injection solution 2
gram/20 ml (100 EMCYT 2 MO
mg/ml) EMPLICITI 3 PA; MO
dacarbazine 1 PA; MO ENVARSUS XR 3 PA; MO
intravenous recon ... )
soln 200 mg ?plrubzcm . 1 PA; MO
intravenous solution
DACOGEN 3 PA; MO 200 mg/100 ml
DARZALEX 2 PA; MO; LA ERBITUX 2 PA; MO
.. INTRAVENOUS
gaatzZ\(ZZZgI;dution 1 o SOLUTION 100
MG/50 ML
decitabine 1 PA; MO ERIVEDGE 5 PA: MO: QL
docetaxel 1 PA; MO (30 per 30
intravenous solution days)
80 mg/4 ml (20 ]
mg/ml), 80 mg/8 ml ERWINAZE 2 PA; MO
(10 mg/ml) ETOPOPHOS 3 PA; MO
DOXIL 3 PA; MO etoposide 1 PA; MO
doxorubicin 1 PA; MO intravenous
intravenous solution exemestane 1 MO
S0 mg/25 ml FARESTON 2 MO
;’,(’xor”b fein, peg: I PAMO FARYDAK ORAL 3 PA;MO;QL
‘posoma CAPSULE 10 MG (12 per 21
DROXIA 2 MO days)
ELIGARD 3 PA; MO FARYDAK ORAL 3 PA; MO; QL
ELIGARD (3 3 PA: MO g(;Al\P;[SGULE 15 MG, (6 per 21 days)
MONTH)
FASLODEX 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
FEMARA 3 MO GLEEVEC ORAL 3 PA; MO; QL
FIRMAGON KIT W ) PA:; MO TABLET 400 MG 5160 per 30
DILUENT ays)
SYRINGE GLEOSTINE 2 MO
fludarabine 1 PA; MO HALAVEN 2 PA; MO
intravenous recon HERCEPTIN ) PA: MO
soln INTRAVENOUS
Sfluorouracil 1 PA; MO RECON SOLN 440
intravenous solution MG
2.5 gram/50 ml HEXALEN > MO
Jflutamide . MO HYCAMTIN 3 PA;MO
FOLOTYN 2 PA; MO INTRAVENOUS
INTRAVENOUS
SOLUTION 40 HYDREA . MO
MG/2 ML (20 hydroxyurea 1 MO
MG/ML) IBRANCE 2 PA;MO:QL
gemcitabine 1 PA; MO (21 per 28
intravenous recon days)
soln 1 gram ICLUSIG ORAL 2 PA:QL (90
GEMZAR 3 PA; MO TABLET 15 MG per 30 days)
g%%vggfﬁ 1S ICLUSIG ORAL 2 PA:MO:QL
GRAM TABLET 45 MG (30 per 30
days)
gengraf 1 PAMO IDAMYCIN PFS 3 PA:MO
GILOTRIF ORAL 2 PA; MO; QL . . .
’ ’ darub 1 PA
TABLET 20 MG (60 per 30 rdarupiem
days) IFEX 3 PA; MO
INTRAVENOUS
GILOTRIF ORAL 2 PA; MO; QL RECON SOLN 1
TABLET 30 MG (40 per 30 GRAM
days)
j id 1 PA; MO
GILOTRIF ORAL 2 PA;MO:; QL ZO;]; o recon
TABLET 40 MG (30 per 30 soln 1 gram
days)
) ini 1 PA: M
GLEEVEC ORAL 3 PA; MO imatinib oral tablet : MO

TABLET 100 MG

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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
imatinib oral tablet 1 PA; MO; QL KYPROLIS 2 PA; MO
400 mg fg; f)er 30 LARTRUVO 2 PA;MO;LA
IMBRUVICA 2 PA; MO; QL LENVIMA . PA; MO

(120 per 30 letrozole 1 MO

days) LEUKERAN 2 MO
IMFINZI 3 PA; MO; LA leuprolide 1 PA; MO
IMURAN 3 PA; MO subcutaneous kit
INLYTA ORAL 2 PA; MO LONSURF 2 PA; MO
TABLET 1 MG LUPRON DEPOT 2 PA:MO
ITI\/LIEYL%} (S)I;/IAGL 2 PS?OMO? ;gL LUPRON DEPOT 2 PA;MO

(120 per (3 MONTH)

days)
IRESSA 2 PA;MO; QL aUﬁlé%I}I}%EP ot 2 PAMO

(30 per 30

days) LUPRON DEPOT 2 PA;MO
irinotecan 1 PA; MO (6 MONTH)
intravenous solution LUPRON DEPOT- 2 PA; MO
100 mg/5 ml PED

INTRAMUSCULA
ISTODAX 2 PAMO R KIT 11.25 MG, 15
JAKAFI ORAL 2 PA; MO MG
TABLET 10 MG, 15
° LYNPARZA ;
MG, 20 MG, 5 MG YN 2 PA; MO
LYSODREN 2 M

JAKAFI ORAL 2 PA;MO; QL 50 ©
TABLET 25 MG (60 per 30 MATULANE 2 MO

days) MEGACE 3 PA;MO
JEVTANA 2 PAMO MEGACE ES 3 PA;MO
KADCYLA 2 PA; MO megestrol oral 1 PA; MO
INTRAVENOUS suspension 400
RECON SOLN 100 me/10 ml (40
MG mg/ml), 625 mg/5 ml
KEYTRUDA 2 PA; MO megestrol oral tablet 1 PA; MO
KISQALI 3 PA;MO MEKINIST ORAL 2 PA:;MO;QL
KISQALIFEMARA 3 PA; MO TABLET 0.5 MG (120 per 30
CO-PACK days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
MEKINIST ORAL 2 PA; MO; QL NINLARO ORAL 2 PA; MO; QL
TABLET 2 MG (30 per 30 CAPSULE 4 MG (3 per 28 days)
days) NIPENT 3 PA;MO
melphalan hcl 1 PA NULOITX ) PA: MO
mercaptopurine : MO octreotide acetate 1 MO
methotrexate sodium 1 PA; MO injection solution
methotrexate sodium 1 PA ODOMZO 3 PA; MO; LA;
(pf) injection recon QL (30 per 30
soln days)
methotrexate sodium 1 PA; MO OPDIVO 2 PA; MO
(pf) injection INTRAVENOUS
solution SOLUTION 40
mitomycin 1 PA; MO MG/4 ML
mitoxantrone 1 PA; MO Qxalzp latin . 1 PA; MO
intravenous solution
MUSTARGEN 3 PA; MO 100 mg/20 ml
mycophenolate 1 PA; MO paclitaxel | PA; MO
mofetil PERJETA 2 PA;MO
mycophenolate 1 PA POMALYST 5 MO: LA
mofetil hcl ’
PROGRAF 2 PA; MO
mycophenolate 1 PA; MO ’
sodium INTRAVENOUS
MYFORTIC 3 PA: MO PROGRAF ORAL 3 PA; MO
NEORAL 3 PA; MO PURIXAN - MO
RAPAMUNE 2 PA; MO
NEXAVAR 2 PA; MO; LA; ’
QL (120 per 30 ORAL SOLUTION
days) RAPAMUNE 3 PA; MO
NILANDRON 3 MO ORAL TABLET
nilutamide ) MO REVLIMID 2 PA; MO; LA
NINLARO ORAL 2 pA;MO;QL  RITUXAN 2 PAMO
CAPSULE 2.3 MG (6 per 28 days) RUBRACA ORAL 2 PA; MO; LA;
NINLARO ORAL ) PA: MO; QL TABLET 200 MG (?:; S()180 per 30

CAPSULE 3 MG

(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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
RUBRACA ORAL 2 PA; MO; LA; SPRYCEL ORAL 2 PA; MO
TABLET 300 MG QL (120 per 30  TABLET 100 MG,
days) 20 MG, 50 MG, 80
RYDAPT 2 PA:MO MG
wonhNE 3 eao Lot 2 o
INTRAVENOUS Elaysf;er
gﬁ?lgggg& > PA; MO SPRYCEL ORAL 2 PA; MO; QL
TABLET 70 MG (60 per 30
SANDIMMUNE 2 PA; MO days)
ORAL SOLUTION STIVARGA 2 PA; MO; QL
SANDOSTATIN 3 MO (84 per 28
INJECTION days)
SOLUTION 100 SUTENT ORAL 2 PA: MO
MCG/ML, 50 CAPSULE 12.5 MG
MCG/ML, 500 :
MCG/ML SUTENT ORAL 2 PA; MO; QL
SANDOSTATIN > MO gﬁ ifg;E 25 MG, 360 per 30
LAR DEPOT : ays)
INTRAMUSCULA SUTENT ORAL 2 PA; MO; QL
R CAPSULE 50 MG (30 per 30
SUSPENSION,EXT days)
EI;CDSE REL SYLVANT 2 PA:MO
INTRAVENOUS
SIGNIFOR 2 MO RECON SOLN 100
SIGNIFOR LAR 3 MO MG
SIMULECT 2 PA:MO SYNRIBO . © A MO
INTRAVENOUS TABLOID 2 MO
I\RA]:E}CON SOLN 20 tacrolimus oral 1 PA; MO
— ) TAFINLAR ORAL 2 PA; MO; QL
sirolimus I PAMO CAPSULE 50 MG (180 per 30
SOLTAMOX 2 MO days)
SOMATULINE 2 MO TAFINLAR ORAL 2 PA; MO; QL
DEPOT CAPSULE 75 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TAGRISSO ORAL 2 PA; MO; LA; TREANDA 2 PA; MO
TABLET 40 MG QL (60 per 30 INTRAVENOUS
days) RECON SOLN 100
TAGRISSO ORAL 2> PA:MO:LA; MG
TABLET 80 MG QL (30 per 30 TRELSTAR 2 PA; MO
days) INTRAMUSCULA
. R SUSPENSION
tamoxifen 1 MO FOR
TARCEVA ORAL 2 PA; MO RECONSTITUTIO
TABLET 100 MG, N 11.25 MG, 3.75
25 MG MG
TARCEVA ORAL 2 PA; MO; QL TRELSTAR 2 PA; MO
TABLET 150 MG (30 per 30 INTRAMUSCULA
days) R SYRINGE
TARGRETIN 3 MO tretinoin 1 MO
ORAL (chemotherapy)
TARGRETIN 2 MO TREXALL 3 PA; MO
TOPICAL TRISENOX 2 PA; MO
R s o
QL (180 per 30
TASIGNA ORAL 2 PA; MO; QL days)
CAPSULE 200 MG glali)per 28 VECTIBIX 5 PA; MO
y INTRAVENOUS
TAXOTERE 3 PA; MO SOLUTION 100
INTRAVENOUS MG/5 ML (20
SOLUTION 80 MG/ML)
MG/4 ML (20 ]
MG/ML) VELCADE 2 PA; MO
TECENTRIQ ) PA: MO: LA VENCLEXTA 2 PA; MO; LA
) VENCLEXTA 2 PA; MO; LA;
THALOMID 2 PA; MO STARTING PACK QL (42 per 180
thiotepa 1 PA; MO days)
toposar 1 PA; MO VIDAZA 3 PA; MO
topotecan 1 PA vinblastine 1 PA; MO
intravenous recon intravenous solution
soln
TORISEL 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
vincasar pfs 1 PA ZEJULA 2 PA; MO; LA;
intravenous solution QL (90 per 30
1 mg/ml days)
vincristine 1 PA; MO ZELBORAF 2 PA; MO; QL
intravenous solution (240 per 30
1 mg/ml days)
vinorelbine 1 PA; MO ZOLINZA 2 MO
’5”%;;”%‘; solution ZORTRESS 2 PA;MO
VOTRIENT 2 PA;MO; QL ZYDELIG 2 59%; l\ggoQL
(120 per 30 q P
days) 2ys)
XALKORI ORAL 2 PA;MO ZYKADIA 2 fé;oMg;;gL
CAPSULE 200 MG P
days)
Ao 2 A MO Rk ZyTIGA ORAL 2 PA;MO; QL
51 p)er TABLET 250 MG (120 per 30
ays days)
XERMELO 2 PA;MO:;LA;
IS A UTONOMIC / CNS DRUGS,
days) NEUROLOGY / PSYCH
XTANDI 2 PA; MO; QL ANTICONVULSANTS
g;ig)per 30 APTIOM 3 MO
YERVOY 2 PA; MO BANZEL 2 MO
INTRAVENOUS BRIVIACT 3
SOLUTION 50 INTRAVENOUS
ﬁgﬁi&l\)ﬂ S BRIVIACT ORAL 3 MO
] carbamazepine oral 1 MO
YONDELIS 2 PA; MO capsule, er
ZALTRAP 2 PA; MO multiphase 12 hr
INTRAVENOUS carbamazepine oral 1 MO
I?/I%EEI? I(\;;OO suspension 100 mg/5
MG/ML) ml
ZANOSAR 3 PA: MO carbamazepine oral 1 MO

tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
carbamazepine oral 1 MO ethosuximide 1 MO
tablet extended
velease 12 hr felbamate 1 MO
carbamazepine oral 1 MO FELBATOL . MO
tablet,chewable fosphenytoin 1 MO
injection solution
CARBATROL 3 MO 100 mg pe/2 ml
gi%gggg%{ﬁé S MO FYCOMPA ORAL 2> MO
SUSPENSION
CEREBYX > FYCOMPA ORAL 2> MO
INJECTION TABLET
SOLUTION 500
MG PE/10 ML gabapentin oral | MO; QL (1080
clonazepam 1 PA; MO capsule 100 mg per 30 days)
gabapentin oral | MO; QL (360
DEPACON > MO capsule 300 mg per 30 days)
DEPAKENE 3 MO gabapentin oral 1 MO; QL (270
DEPAKOTE 3 MO capsule 400 mg per 30 days)
DEPAKOTE ER 3 MO gabapentin oral 1 MO; QL (2160
DEPAKOTE 3 MO solution 250 mg/5 ml per 30 days)
SPRINKLES gabapentin oral 1 MO; QL (180
DIASTAT 3 MO tablet 600 mg per 30 days)
DIASTAT 3 MO gaflapz)létoin oral 1 MO;(()QCI; (135
ACUDIAL tablet mg per ays)
GABITRIL ORAL 2 MO
DILANTIN 30 MG 2 MO TABLET 12 MG, 16
DILANTIN 3 MO MG
E/I)éTENDED 100 GABITRIL ORAL 3 MO
TABLET 2 MG, 4
DILANTIN 3 MO MG
INFATABS 50 MG GRALISE 30-DAY 2 PA; MO; QL
DILANTIN-125 125 3 MO STARTER PACK (78 per 180
MG/5 ML days)
divalproex 1 MO
epitol 1 MO
EQUETRO 3 MO

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

Tier /Limits Tier /Limits
GRALISE ORAL 2 PA; MO; QL LAMICTAL XR 3 MO
TABLET (30 per 30 STARTER
EXTENDED days) (ORANGE)
?&LﬁéSE 24 HR lamotrigine oral 1 MO
tablet
gigII:]I;fE ORAL 2 59%’ Mr%;OQL lamotrigine oral 1 MO
EXTENDED J p)e tablet extended
RELEASE 24 HR ays release 24hr
600 MG lamotrigine oral 1 MO
KEPPRA ORAL 3 MO tablet, chewable
dispersible
KEPPRA XR 3 MO lamotrigine oral 1 MO
KLONOPIN 3 PA; MO tablet, disintegrating
LAMICTAL ODT 3 MO levetiracetam in nacl 1
LAMICTALORAL 3 MO (iso-0s) intravenous
TABLET piggyback 1,000
mg/100 ml, 1,500
LAMICTAL ORAL 3 MO mg/100 ml
Eﬁg%\ngl,BLE levetiracetam in nacl 1 MO
DISPERSIBLE 25 (iso-0s) intravenous
MG. 5 MG piggyvback 500
’ mg/100 ml
LAMICTAL 3 MO .
STARTER (BLUE) levetiracetam 1 MO
KIT intravenous
LAMICTAL 3 MO levetiracetam oral 1 MO
STARTER solution 100 mg/ml
(GREEN) KIT levetiracetam oral 1 MO
LAMICTAL 3 MO fablet
STARTER levetiracetam oral 1 MO
(ORANGE) KIT tablet extended
LAMICTAL XR 3 MO release 24 hr
LYRICA ORAL 2 PA; MO; QL
ISJ"?Q/{;?EQI(JB)SI{JE) . MO CAPSULE 100 MG (180 per 30
days)
LAMICTAL XR 3 MO
STARTER
(GREEN)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
LYRICA ORAL 2 PA;MO;QL NEURONTIN 3 PA; MO; QL
CAPSULE 150 MG (120 per 30 ORAL SOLUTION (2160 per 30
days) days)
LYRICA ORAL 2 PA; MO; QL NEURONTIN 3 PA; MO; QL
CAPSULE 200 MG (90 per 30 ORAL TABLET (180 per 30
days) 600 MG days)
LYRICA ORAL 2 PA; MO; QL NEURONTIN 3 PA; MO; QL
CAPSULE 225 MG (81 per 30 ORAL TABLET (135 per 30
days) 800 MG days)
LYRICA ORAL 2 PA; MO; QL ONFI ORAL 2 PA; MO
CAPSULE 25 MG (720 per 30 SUSPENSION
days) ONFI ORAL 2 PA;MO
LYRICA ORAL 2 PA;MO;QL TABLET 10 MG, 20
CAPSULE 300 MG (60 per 30 MG
days) oxcarbazepine 1 MO
LYRICA ORAL 2 PA;MO;QL
CAPSULE 50 MG (360 per 30 OXTELLAR XR 3 MO
days) PEGANONE 2 MO
LYRICA ORAL 2 PA; MO; QL phenobarbital 1 PA; MO
CAPSULE 75 MG (240 per 30 PHENYTEK 3 MO
days)
henytoi [ 1 M
LYRICA ORAL 2 PAIMO;QL D s s 0
SOLUTION (900 per 30 o &
days)
phenytoin oral 1 MO
MYSOLINE 3 MO tablet,chewable
NEURONTIN 3 PA; MO; QL . .
’ ’ henyt d 1 MO
ORAL CAPSULE (1080 per30 B oo S0GH
100 MG days)
henytoin sodi 1 MO
NEURONTIN 3 PA; MO; QL li?ntizzeonlguiosol?Zion
ORAL CAPSULE (360 per 30
300 MG days) primidone 1 MO
NEURONTIN 3 PA; MO; QL QUDEXY XR 3 PA; MO
ORAL CAPSULE (270 per 30 roweepra oral tablet 1
400 MG days) 1,000 mg, 750 mg
roweepra oral tablet 1 MO

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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SABRIL 2 MO; LA ZONEGRAN ORAL 3 PA; MO
CAPSULE 100 MG,
SPRITAM 3 MO 25 MG
TEGRETOL ORAL 3 MO S .
SUSPENSION zonisamide 1 PA; MO
TEGRETOL ORAL 3 MO ANTIPARKINSONISM AGENTS
TABLET APOKYN 2 MO; LA
TEGRETOL XR 3 MO AZILECT 3 MO
tiagabine 1 MO benztropine injection 1 MO
TOPAMAX 3 PA; MO benztropine oral 1 PA; MO
topiramate oral 1 PA; MO bromocriptine 1 MO
capsule, sprinkle carbidopa 1 MO
g(liilIIjA MATE 3 PA; MO carbidopa-levodopa 1 MO
CAPSULE,SPRINK carbidopa-levodopa- | MO
LE.ER 24HR entacapone
topiramate oral 1 PA; MO COGENTIN 3 MO
tablet COMTAN 3 MO
TRILEPTAL 3 MO DUOPA 3 PA: MO
TROKENDI XR 3 PA; MO ELDEPRYL 3
valproate sodium 1 MO entacapone 1 MO
valproic acid 1 MO LODOSYN 3 MO
valprozc acid (as 1 MO MIRAPEX 3 MO
sodium salt) oral
solution 250 mg/5 ml MIRAPEX ER 3 MO
VIMPAT 2 NEUPRO 2 MO
INTRAVENOUS PARLODEL 3 MO
VIMPAT ORAL 2 MO ramivexole 1 MO
SOLUTION pramp
VIMPAT ORAL 2 MO rasagiline RO
TABLET REQUIP 3 MO
ZARONTIN 3 MO REQUIP XL 3 MO
ropinirole 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
RYTARY 3 MO ergotamine-caffeine 1 MO
selegiline hcl 1 MO FROVA 3 MO; QL (27
SINEMET 3 MO per 28 days)
SINEMET CR 3 MO frovatriptan 1 MO; QL (27
per 28 days)

STALEVO 100 3 MO IMITREX NASAL 3 MO; QL (18
STALEVO 125 3 MO SPRAY,NON- per 28 days)

AEROSOL 20
STALEVO 150 3 MO

MG/ACTUATION
STALEVO 200 3 MO

IMITREX NASAL 3 MO; QL (36
STALEVO 50 3 MO SPRAY ,NON- per 28 days)
STALEVO 75 3 MO AEROSOL 5

MG/ACTUATION
TASMAR ORAL 3 MO

per 28 days)

tolcapone 1 MO

IMITREX 3 MO; QL (8 per
ZELAPAR 3 MO STATDOSE KIT 28 days)
MIGRAINE / CLUSTER HEADACHE REFILL
THERAPY IMITREX 3 MO; QL (8 per
almotriptan malate 1 MO; QL (24 SUBCUTANEOUS 28 days)
oral tablet 12.5 mg per 28 days) MAXALT 3 MO; QL (36
almotriptan malate 1 MO; QL (18 per 28 days)
oral tablet 6.25 mg per 28 days) MAXALT-MLT 3 MO; QL (36
AMERGE 3 MO;QL (18 per 28 days)

per 28 days) migergot 1 MO

AXERT ORAL 3 MO; QL (24 MIGRANAL 3 MO; QL (8 per
TABLET 12.5 MG per 28 days) 28 days)
AXERT ORAL 3 MO; QL (18 naratriptan 1 MO; QL (18
TABLET 6.25 MG per 28 days) per 28 days)
CAFERGOT 3 MO ONZETRA XSAIL 3 MO; QL (32
dihydroergotamine 1 MO per 28 days)
injection RELPAX 3 MO; QL (18
dihydroergotamine 1 MO; QL (8 per per 28 days)
nasal 28 days) rizatriptan 1 MO; QL (36

per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
sumatriptan nasal 1 MO; QL (18 ZOMIG 3 MO; QL (18
spray,non-aerosol per 28 days) per 28 days)
20 mg/actuation ZOMIG ZMT 3 MO;QL (I8
sumatriptan nasal 1 MO; QL (36 per 28 days)
- 2
‘;fgrzyc’fuoa”;ij;”’”l d per 28 days) MISCELLANEOUS
NEUROLOGICAL THERAPY
sumatriptan 1 MO; QL (18 _ .
succinate oral per 28 days) AMPYRA 2 PA; MO; LA
sumatriptan 1 MO; QL (8 per ARICEPT 3 MO
succinate 28 days) AUBAGIO 3 PA; MO
bcut
o AUSTEDO ORAL 3 PA;MO; LA;
g TABLET 12 MG, 9 QL (120 per 30
sumatriptan 1 MO; QL (8 per MG days)
inat 28 d
e o pen ays) AUSTEDO ORAL 3 PA;MO; LA,
. TABLET 6 MG QL (60 per 30
injector
days)
tript 1 MO; QL (8
e ’3 d’a(ygs) @ P OPAXONE 3 PA;MO;QL
subcutaneous SUBCUTANEOUS (30 per 30
solution SYRINGE 20 days)
MG/ML
tript 1 MO; QL (8
P ’3 d’a(ygs) @ P COPAXONE 2 PA;MO; QL
subcutaneous SUBCUTANEOUS (12 per 28
syringe 6 mg/0.5 ml SYRINGE 40 days)
MG/ML
SUMAVEL 3 MO; QL (9 per )
DOSEPRO 28 days) donepezil . MO
TREXIMET ORAL 3 MO: QL (9 per Eﬁ%ggERM AL 5 MO
TABLET 10-60 MG 28 days)
TREXIMET ORAL 3  MO;QL(1§  PXONDYSSI 3 PAMO
TABLET 85-500 per 28 days) galantamine 1 MO
MG GILENYA 2 PA; MO
ZEMBRACE 3 MO; QL (8 per
glatopa 1 PA; MO; QL
SYMTOUCH 28 days) (30 per 30
zolmitriptan 1 MO; QL (18 days)

per 28 days)

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

Tier /Limits Tier /Limits

HORIZANT ORAL 3 PA; MO; QL tetrabenazine oral 1 PA; MO; QL
TABLET (30 per 30 tablet 12.5 mg (240 per 30
EXTENDED days) days)
RELEASE 300 MG tetrabenazine oral 1 PA; MO; QL
HORIZANT ORAL 3 PA; MO; QL tablet 25 mg (120 per 30
TABLET (60 per 30 days)
EXTENDED days) . .
RELEASE 600 MG TYSABRI 2 PA; MO; LA

XENAZINE ORAL 3 PA; MO; LA,
INGREZZA 3 PAMOLA; - 1uRIET 12.5 MG QL (240 per 30

QL (60 per 30 days)
days) Y

XENAZINE ORAL 3 PA; MO; LA;
KEVEYIS 3 PAMO TABLET 25 MG QL (120 per 30
memantine oral 1 PA; MO days)
solution ZINBRYTA 3 PA;MO; LA;
memantine oral 1 PA; MO QL (1 per 28
tablet days)
MEMANTINE 3 PA; MO MUSCLE RELAXANTS /
ORAL ANTISPASMODIC THERAPY
TABLETS,DOSE
PACK baclofen 1 MO
NAMENDA 3 PA: MO cyclobenzaprine oral 1 PA; MO

’ tablet

NAMENDA 3 PA; MO

CAPSULE 25 MG,
NAMENDA XR 2 PA; MO 50 MG
NAMZARIC 2 PA; MO dantrolene 1 MO
NUEDEXTA 2 MO FEXMID 3 PA; MO
RAZADYNE ER 3 MO GABLOFEN 3 PA; MO
RAZADYNEORAL 3 MO INTRATHECAL
TABLET SOLUTION 40,000

MCG/20ML (2,000
rivastigmine 1 MO MCG/ML)
rivastigmine tartrate 1 MO
TECFIDERA 2 PA; MO; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Requirements
Tier /Limits /Limits
LIORESAL 2 PA; MO ACTIQ PA; MO; QL
INTRATHECAL (120 per 30
SOLUTION 2,000 days)
MCG/ML, 500 BELBUCA PA: MO: QL
MCG/ML
(60 per 30
LIORESAL 2 PA days)
INTRATHECAL ]
SOLUTION 50 BUPRENEX Néroé ()Q(I;a(2£6
MCG/ML P Y
MESTINON ORAL || 2| MO imocton soluson per 30 days)
SYRUP Yy P y
MESTINON ORAL | 3 | MO imovtion sringe. dayy
TABLET J JTing Y
MESTINON 3. MO bl et 2 per 30.days)
TIMESPAN g
ﬁy rldestlgmzne . MO buprenorphine hcl MO; QL (25
romide sublingual tablet 8 per 30 days)
tizanidine 1 MO mg
ZANAFLEX 3 MO BUPRENORPHINE PA; QL (4 per
TRANSDERMAL 28 days)
NARCOTIC ANALGESICS PATCH WEEKLY
ABSTRAL 3 PA;MO;QL 10 MCG/HOUR, 15
(120 per 30 MCG/HOUR, 20
days) MCG/HOUR, 5
acetaminophen- 1 PA; MO; QL MCG/HOUR
codeine oral solution (4500 per 30 BUTRANS PA; MO; QL
120-12 mg/5 ml days) (4 per 28 days)
acetaminophen- 1 PA; MO; QL codeine sulfate oral PA; MO; QL
codeine oral tablet (360 per 30 tablet (180 per 30
300-15 mg, 300-30 days) days)
mg DILAUDID ORAL PA; MO; QL
acetaminophen- 1 PA; MO; QL LIQUID (2400 per 30
codeine oral tablet (180 per 30 days)
300-60 mg days) DILAUDID ORAL PA; MO; QL
TABLET (180 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
DOLOPHINE 3 PA; MO; QL FENTANYL 3 PA; MO; QL
ORAL TABLET 10 (120 per 30 TRANSDERMAL (10 per 30
MG days) PATCH 72 HOUR days)
DOLOPHINE 3 PA:MO: QL 2;2 ﬁggigggﬁ
ORAL TABLET 5 (240 per 30 ’ ’
MG days) 87.5 MCG/HOUR
DURAGESIC 3 PA;MO:;QL  TENTORA 3 PAMO; QL
(10 per 30 (120 per 30
days) days)
duramorph (p) I MO;QL(000 HYCET R 2 0020
injection solution 0.5 per 30 days) per ays)
mg/ml hydrocodone- 1 PA; MO; QL
duramorph (of) ] QL (2000 per acetaminophen oral (5550 per 30
injection solution 1 30 days) solution 7.3-325 days)
mg/ml mg/15 ml
EMBEDA ORAL 3 PA;MO;QL 'wdrocodone- I PA;MO; QL
CAPSULE.ORAL (90,per 3’0 acetaminophen oral (360 per 30
ONLY EX:F REL days) tablet 10-300 mg, days)
PELL ’ ' 10-325 mg, 2.5-325
mg, 5-300 mg, 5-325
endocet oral tablet 1 PA; MO; QL mg, 7.5-300 mg, 7.5-
10-325 mg, 5-325 (360 per 30 325 mg
mg, 7.5-325 mg days) hydrocodone- 1 PA; MO; QL
EXALGO ER 3 PA; MO; QL ibuprofen oral tablet (50 per 30
(60 per 30 10-200 mg, 5-200 days)
days) mg, 7.5-200 mg
fentanyl citrate 1 PA; MO; QL hydromorphone (pf) 1 MO; QL (240
(120 per 30 per 30 days)
days)
hydromorphone 1 QL (1200 per
fentanyl transdermal 1 PA; MO; QL injection syringe 2 30 days)
patch 72 hour 100 (10 per 30 mg/ml
3150 gnﬁ; /}frz ’;100 g/hr, days) hydromorphone oral 1 PA; MO; QL
meg/hr, 7 5 meg/hr liquid (2400 per 30
’ days)
hydromorphone oral 1 PA; MO; QL
tablet (180 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
hydromorphone oral 1 PA; MO; QL lorcet hd 1 PA; QL (360
tablet extended (60 per 30 per 30 days)
release 24 hr days) lorcet plus oral 1 PA; QL (360
HYSINGLA ER 3 PA; MO; QL tablet 7.5-325 mg per 30 days)
860 p)er 30 lortab 10-325 1 PA;QL (360
ays per 30 days)
IBUDONE ORAL 3 PA; MO; QL ] .
TABLET 10-200 (50 per 30 lortab 5-325 ! Pﬁ;’;glaf S)O
MG days) P Y
ibuprofen-oxycodone 1 PA; MO; QL lortab 7.5-325 ! P§;3QOIZ1;3S)O
(28 per 30 P Y
days) methadone injection 1 QL (150 per 30
KADIAN ORAL 3 pA:MO.QL Solwtion days)
CAPSULE,EXTEN (90 per 30 methadone oral 1 PA; MO; QL
D.RELEASE days) solution 10 mg/5 ml (600 per 30
PELLETS 10 MG, days)
100 MG, 20 MG, methadone oral 1 PA; MO; QL
200 MG, 30 MG, 40 :
solution 5 mg/5 ml (1200 per 30
MG, 50 MG, 60 days)
MG, 80 MG Y
thad [ 1 PA; MO; QL
LAZANDANASAL 3 PA;MO;QL .0 1%”;;” (120 p er’3(3
SPRAY,NON- (45 per 30 days)
AEROSOL 100 days)
MCG/SPRAY methadone oral 1 PA; MO; QL
tablet 5 240 per 30
LAZANDA NASAL 3 PA; QL (23 aviet > mg Elays)per
SPRAY,NON- per 30 days)
AEROSOL 300 morphine 1 PA; MO; QL
MCG/SPRAY concentrate oral (900 per 30
luti d
LAZANDA NASAL 3  PA;MO;QL  ~oton ays)
SPRAY,NON- (30 per 30 MORPHINE 3 QL (200 per 30
AEROSOL 400 days) INTRAVENOUS days)
MCG/SPRAY SYRINGE 10
MG/ML
levorphanol tartrate 1 PA; MO; QL
(120 per 30 morphine 1 QL (1000 per
days) intravenous syringe 30 days)
2 mg/ml
lorcet (hydrocodone) 1 PA; QL (360 mem
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
morphine 1 QL (500 per 30 OPANA ORAL 3 PA; MO; QL
intravenous syringe days) TABLET 10 MG (360 per 30
4 mg/ml days)
MORPHINE 3 QL (250 per 30 OPANA ORAL 3 PA; MO; QL
INTRAVENOUS days) TABLET 5 MG (180 per 30
SYRINGE 8 days)
MG/ML oxycodone oral 1 PA; MO; QL
morphine oral 1 PA; MO; QL capsule (360 per 30
capsule, er (60 per 30 days)
multiphase 24 hr days) oxycodone oral 1 PA; MO; QL
morphine oral 1 PA; MO; QL concentrate (180 per 30
capsule,extend.relea (90 per 30 days)
se pellets days) oxycodone oral 1 PA; MO; QL
morphine oral 1 PA; MO; QL solution (1200 per 30
solution (900 per 30 days)
days) . .
oxycodone oral 1 PA; MO; QL
morphine oral tablet 1 PA; MO; QL tablet 10 mg, 15 mg, (180 per 30
(180 per 30 20 mg, 30 mg days)
days) oxycodone oral 1 PA; MO; QL
morphine oral tablet 1 PA; MO; QL tablet 5 mg (360 per 30
extended release 100 (60 per 30 days)
mg days) OXYCODONE 3 PA;MO;QL
morphine oral tablet 1 PA; MO; QL ORAL (90 per 30
extended release 15 (120 per 30 TABLET,ORAL days)
mg, 200 mg, 30 mg, days) ONLY,EXT.REL.12
60 mg HR 10 MG, 20 MG,
MS CONTIN 3 PA;MO;QL  4OMG
(120 per 30 OXYCODONE 3 PA; QL (90
days) ORAL per 30 days)
TABLET,ORAL
NORCO 3 g%()hseor ’3(3L ONLY,EXT.REL.12
days) HR 15 MG, 30 MG,
60 MG
OPANA ER ORAL 3 PA; MO; QL
TABLET,ORAL (90 per 30
ONLY,EXT.REL.12 days)

HR

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
OXYCODONE 3 PA; MO; QL PERCOCET ORAL 3 PA; MO; QL
ORAL (60 per 30 TABLET 10-325 (360 per 30
TABLET,ORAL days) MG, 2.5-325 MG, 5- days)
ONLY,EXT.REL.12 325 MG, 7.5-325
HR 80 MG MG
oxycodone- 1 PA; QL (1860 PRIMLEV 3 PA; MO; QL
acetaminophen oral per 30 days) (360 per 30
solution days)
oxycodone- 1 PA; MO; QL ROXICODONE 3 PA; MO; QL
acetaminophen oral (360 per 30 ORAL TABLET 15 (180 per 30
tablet 10-325 mg, days) MG, 30 MG days)
2.5-325 mg, 5-325 ROXICODONE 3 PA; QL (360
mg, 7.5-325 mg ORAL TABLET 5 per 30 days)
oxycodone-aspirin 1 PA; MO; QL MG
832§](S))per 30 SUBSYS 3 PA:MO:QL
(120 per 30
OXYCONTIN 2 PA; MO; QL days)
ORAL (90 per 30 . .
TABLET,ORAL days) SYNALGOS-DC 3 fﬁﬁfg%
ONLY,EXT.REL.12 days)
HR 10 MG, 15 MG,
20 MG, 30 MG, 40 TREZIX ORAL 3 PA; MO; QL
MG, 60 MG CAPSULE 320.5- (300 per 30
OXYCONTIN 2 PA;MO; QL 30-16 MG days)
ORAL (60 per 30 TYLENOL- 3 PA; MO; QL
TABLET,ORAL days) CODEINE #3 (360 per 30
ONLY,EXT.REL.12 days)
HR 80 MG TYLENOL- 3 PA:MO: QL
oxymorphone oral 1 PA; MO; QL CODEINE #4 (180 per 30
tablet 10 mg (360 per 30 days)
days) icodi I PA; MO;
vicodin ; ; QL
oxymorphone oral 1 PA; MO; QL (360 per 30
tablet 5 mg (180 per 30 days)
days) o . .
vicodin es 1 PA; MO; QL
oxymorphone oral 1 PA; MO; QL (360 per 30
tablet extended (90 per 30 days)
release 12 hr days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
vicodin hp 1 PA; MO; QL buprenorphine- 1 MO; QL (90
(360 per 30 naloxone sublingual per 30 days)
days) tablet 8-2 mg
XODOL 10/300 3 PA; MO; QL butorphanol tartrate 1 MO; QL (857
(360 per 30 injection solution 1 per 30 days)
days) mg/ml
XODOL 5/300 3 PA; MO; QL butorphanol tartrate 1 MO; QL (428
(360 per 30 injection solution 2 per 30 days)
days) mg/ml
XODOL 7.5/300 3 PA; MO; QL butorphanol tartrate 1 MO; QL (10
(360 per 30 nasal per 28 days)
days) CAMBIA 3 ST:MO; QL
XTAMPZA ER 3 PA; MO; QL (9 per 30 days)
(90 per 30 CELEBREX 3 MO
days)
zamicet I PA,QL (5550 celecoxib SO
per 30 days) CONZIP 3 PA; MO; QL
ZOHYDRO ER 3 PA;MO; QL Sa 0 sf;er 30
ORAL CAPSULE, (90 per 30 y
ORAL ONLY, ER days) DAYPRO 3 ST; MO
12HR diclofenac potassium 1 MO
NON-NARCOTIC ANALGESICS diclofenac sodium 1 MO
ANAPROX DS 3 ST; MO oral
ARTHROTEC 50 3 ST; MO diclofenac sodium 1 MO; QL (300
topical d. 28d
ARTHROTEC 75 3 ST;MO opredr arops per 28 days)
dicl di 1 MO; QL (1000
BUNAVAIL S MOIQLGO e per 26 dayo)
BUCCAL FILM per 30 days)
2.1-0.3 MG diclofenac- 1 MO
misoprostol
BUNAVAIL 3 MO; QL (60
BUCCAL FILM per 30 days) diflunisal 1 MO
;%0-7 MG, 6.3-1 DUEXIS 3 ST;MO
EC-NAPROSYN 3 ST; MO
buprenorphine- 1 MO; QL (360
naloxone sublingual per 30 days) etodolac 1 MO

tablet 2-0.5 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

EVZIO 3 MO; QL (0.8 MOBIC ORAL 3 ST; MO; QL

per 30 days) TABLET 7.5 MG (30 per 30
FELDENE 3 ST; MO days)
FENOPROFEN 3 ST;MO nabumetone i MO
ORAL CAPSULE nalbuphine injection 1 MO; QL (200
400 MG solution 10 mg/ml per 30 days)
fenoprofen oral 1 MO nalbuphine injection 1 MO; QL (100
tablet solution 20 mg/ml per 30 days)
FLECTOR 3 PA; MO; QL naloxone injection 1 MO

(60 per 30 solution

days) naloxone injection 1 MO
flurbiprofen 1 MO syringe 1 mg/ml
ibuprofen oral 1 MO naltrexone 1 MO
suspenston NAPRELAN CR 3 ST; MO
;boué’ rofe ¥ gg“l ’“’;loeg . MO NAPROSYNORAL 3 ST; MO
e mg, OUU NS, TABLET 500 MG
ketoprofen oral 1 MO naproxern ! MO
capsule naproxen sodium 1 MO
ketoprofen oral 1 MO oral tablet 275 mg,

550 mg
capsule,ext rel.
pellets 24 hr 200 mg naproxen sodium 1 MO
LoDnEoRAL 351 e
TABLET P
NARCAN NASAL 2 MO; QL (2 per

meclofenamate 1 MO SPRAY.NON- 28 days)
mefenamic acid 1 MO AEROSOL 4
meloxicam oral 1 MO MG/ACTUATION
tablet 15 mg NUCYNTA ER 3 PA; MO; QL
meloxicam oral 1 MO; QL (30 5160 ;;er 30
tablet 7.5 mg per 30 days) ays
MOBIC ORAL 3 ST;MO I;XEEETT%S%L . PI’;;IMO;;SL
TABLET 15 MG Eiays)per

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

35



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
NUCYNTA ORAL 3 PA; MO; QL TRAMADOL 3 PA; MO; QL
TABLET 50 MG (362 per 30 ORAL (30 per 30
days) CAPSULE,ER days)
NUCYNTA ORAL 3 PA:MO: QL 123511)7};‘“1(8)13 i/?GHI;o .
TABLET 75 MG (242 per 30 ) ’
MG
days)
oxaprozin 1 MO tramadol oral tablet 1 MO; QL (240
per 30 days)
PENNSAID > ST; MO; QL tramadol oral tablet 1 PA; MO; QL
TOPICAL (224 per 28
extended release 24 (30 per 30
SOLUTION IN days) 100 200 d
METERED-DOSE rvme v me 2ys)
PUMP tramadol oral tablet, 1 PA; MO; QL
. er multiphase 24 hr (30 per 30
piroxicam 1 MO 300 mg days)
PONSTEL 3 ST,MO tramadol- 1 MO; QL (240
SUBOXONE 2 MO; QL (60 acetaminophen per 30 days)
SUBLINGUAL per 30 days) _
FILM 12-3 MG ULTRACET 3 MO; QL (240
per 30 days)
SUBOXONE 2 MO; QL (360 _
SUBLINGUAL per 30 days) ULTRAM > MO§ OQ(I{ (240
FILM 2-0.5 MG per 30 days)
SUBOXONE > Mo;QL(o  _YIMOVO 3 STMO
SUBLINGUAL per 30 days) VIVITROL 3 MO
MG, 82 VIVLODEXORAL 3  ST; MO
CAPSULE 10 MG
sulindac S VO VIVLODEXORAL 3  ST; MO; QL
TIVORBEX 3 ST; MO; QL CAPSULE 5 MG (30 per 30
(90 per 30 days)
days) VOLTAREN GEL 2 MO; QL (1000
tolmetin oral capsule 1 MO TOPICAL GEL 1 % per 28 days)
tolmetin oral tablet 1 MO ZIPSOR 3 ST; MO
600 mg ZORVOLEX 3 ST:MO
TRAMADOL 3 PA; MO; QL
ORAL (30 per 30
CAPSULE,ER days)
BIPHASE 24 HR
17-83

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ZUBSOLV 2 MO; QL (30 AMBIEN CR 3 ST; MO; QL
SUBLINGUAL per 30 days) (30 per 30
TABLET 0.7-0.18 days)
MG, 1.4-0.36 MG, e .
11.42.9 MG, 2.9- amitriptyline 1 PA; MO
0.71 MG, 5.7-1.4 amoxapine 1 MO
MG ANAFRANIL 3 PA;MO
ZUBSOLV 2 MO; QL (60 APLENZIN ORAL 3 MO:; QL (90
SUBLINGUAL per 30 days) TABLET
per 30 days)
MG RELEASE 24 HR
PSYCHOTHERAPEUTIC DRUGS 174 MG
ABILIFY 2 MO APLENZIN ORAL 3 MO; QL (60
MAINTENA TABLET per 30 days)
EXTENDED
ABILIFY ORAL 3 MO; QL (90 RELEASE 24 HR
TABLET 10 MG per 30 days) 348 MG
/T*Egilg ‘T( 1OR1\IZCL} 2 3 MO QCI{ (60 APLENZIN ORAL 3 MO; QL (30
e > MG, per 30 days) TABLET per 30 days)
EXTENDED
ABILIFY ORAL 3 MO; QL (450 RELEASE 24 HR
TABLET 2 MG per 30 days) 522 MG
ABILIFY ORAL 3 MO; QL (30 APTENSIO XR 3 MO
TABLET 30 MG per 30 days) aripiprazole oral 1 MO; QL (90
ABILIFY ORAL 3 MO; QL (180 tablet 10 mg per 30 days)
TABLET 5 MG per 30 days) aripiprazole oral 1 MO; QL (60
ADDERALL ORAL 3 MO tablet 15 mg, 20 mg per 30 days)
E/I‘A(‘}BI;EST 1\/%2} MG, 5 aripiprazole oral 1 MO; QL (450
> tablet 2 m er 30 days)
g p Y
ADDERALL XR 3 MO aripiprazole oral 1 MO; QL (30
ADZENYS XR- 3 MO tablet 30 mg per 30 days)
ODT aripiprazole oral 1 MO; QL (180
AMBIEN 3 ST; MO; QL tablet 5 mg per 30 days)
830 per 30 aripiprazole oral 1 MO; QL (90
ays) tablet, disintegrating per 30 days)
10 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
aripiprazole oral 1 MO; QL (60 bupropion hcl oral 1 MO; QL (60
tablet,disintegrating per 30 days) tablet extended per 30 days)
15mg release 12 hr 200 mg
ARISTADA 2 bupropion hcl oral 1 MO; QL (90
INTRAMUSCULA tablet extended per 30 days)
R release 24 hr 150 mg
EE%%%NE%%N,EXT bupropion hcl oral 1 MO; QL (60
SYRING 1.064 tablet extended per 30 days)
MG/3.9 MI: release 24 hr 300 mg
ARISTADA 2 Mo buspirone S MO
INTRAMUSCULA CELEXA ORAL 3 MO; QL (120
R TABLET 10 MG per 30 days)
D ONEXT CELEXA ORAL 3 MO; QL (60
SYRING 441 TABLET 20 MG per 30 days)
MG/1.6 ML, 662 CELEXA ORAL 3 MO; QL (30
MG/2.4 ML, 882 TABLET 40 MG per 30 days)
MG/3.2 ML chlorpromazine | MO
armodafinil 1 PA; MO citalopram oral 1 MO
ATIVAN ORAL 3 PA; MO solution
atomoxetine 1 MO citalopram oral 1 MO; QL (120
tablet 10 30d
BELSOMRA 3 ST;MO; QL arer 1Tme per 30 days)
(30 per 30 citalopram oral 1 MO; QL (60
days) tablet 20 mg per 30 days)
BRISDELLE 3 MO; QL (30 citalopram oral 1 MO; QL (30
per 30 days) tablet 40 mg per 30 days)
bupropion hcl oral 1 MO clomipramine 1 PA; MO
tablet clonidine hcl oral 1 MO
bupropion hcl oral 1 MO; QL (120 tablet extended
tablet extended per 30 days) release 12 hr
release 12 hr 100 mg clorazepate 1 PA; MO
bupropion hcl oral 1 MO; QL (90 dipotassium
tablet extended per 30 days) clozapine oral tablet 1 MO
release 12 hr 150 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
clozapine oral 1 DESVENLAFAXIN 3 MO; QL (240
tablet,disintegrating E ORAL TABLET per 30 days)
100 mg, 12.5 mg, 25 EXTENDED
mg RELEASE 24 HR
CLOZAPINE 3 SO MG
ORAL desvenlafaxine 1 MO; QL (120
TABLET,DISINTE succinate oral tablet per 30 days)
GRATING 150 MG, extended release 24
200 MG hr 100 mg
CLOZARIL 3 MO desvenlafaxine 1 MO; QL (480
CONCERTA 3 MO succinate oral tablet per 30 days)
extended release 24
CYMBALTA 3 MO; QL (180 hr 25 mg
S%SLULE DELAY per 30 days) desvenlafaxine 1 MO; QL (240
ED ’ succinate oral tablet per 30 days)
RELEASE(DR/EC) extended release 24
20 MG hr 50 mg
CYMBALTA 3 MO;QL (120 ]S?EENE;?LHEE . MO
ORAL per 30 days)
CAPSULE,DELAY dexmethylphenidate 1 MO
EELE ASE(DR/EC) dextroamphetamine 1 MO
30 MG oral capsule,
extended release
8}8:&3 ALTA 2 11;/;[?3 (()Q(Ifa;i()) dextroamphetamine 1 MO
CAPSULE,DELAY oral tablet
ED dextroamphetamine- 1 MO
RELEASE(DR/EC) amphetamine
60 MG diazepam intensol 1 PA; MO
DAYTRANA 3 MO diazepam oral 1 PA; MO
desipramine 1 MO solution 5 mg/5 ml
DESOXYN 3 PA;MO (I mg/m)
DESVENLAFAXIN 3 MO: QL (120 diazepam oral tablet 1 PA; MO
E ORAL TABLET per 30 days) doxepin oral 1 PA; MO
EXTENDED duloxetine oral 1 MO; QL (180
RELEASE 24 HR le.delaved 30 d
100 MG capsule,delaye per ays)
release(dr/ec) 20 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
duloxetine oral 1 MO; QL (120 eszopiclone 1 ST; MO; QL
capsule,delayed per 30 days) (30 per 30
release(dr/ec) 30 mg days)
duloxetine oral 1 MO; QL (90 FANAPT ORAL 3 MO; QL (720
capsule,delayed per 30 days) TABLET 1 MG per 30 days)
release(dr/ec) 40 mg FANAPT ORAL 3 MO; QL (90
duloxetine oral 1 MO; QL (60 TABLET 10 MG, 8 per 30 days)
capsule,delayed per 30 days) MG
release(dr/ec) 60 mg FANAPT ORAL 3 MO; QL (60
EFFEXOR XR 3 MO; QL (60 TABLET 12 MG per 30 days)
ORAL per 30 days) FANAPT ORAL 3 MO: QL (360
CAPSULE,EXTEN TABLET 2 MG er 30 days)
DED RELEASE P Y
24HR 150 MG FANAPT ORAL 3 MO; QL (180
EFFEXOR XR 3 MO: QL (180 TABLET 4 MG per 30 days)
ORAL per 30 days) FANAPT ORAL 3 MO; QL (120
CAPSULE,EXTEN TABLET 6 MG per 30 days)
2DfD R3ELEASE FANAPT ORAL 3 MO; QL (8 per
HR 37.5 MG TABLETS,DOSE 28 days)
EFFEXOR XR 3 MO; QL (90 PACK
ORAL per 30 days) FAZACL
CAPSULE.EXTEN Lo 3
DED RELEASE FETZIMA ORAL 2 MO; QL (28
24HR 75 MG CAPSULE,EXT per 28 days)
REL 24HR DOSE
EMSAM 2 MO PACK
ergoloid i MO FETZIMA ORAL 2 MO; QL (30
escitalopram oxalate 1 MO CAPSULE.EXTEN per 30 days)
oral solution DED RELEASE 24
escitalopram oxalate 1 MO; QL (60 HR 120 MG
oral tablet 10 mg per 30 days) FETZIMA ORAL 2 MO; QL (180
escitalopram oxalate 1 MO; QL (30 CAPSULE,EXTEN per 30 days)
1 tablet 20 304 DED RELEASE 24
oral tablet 20 mg per ays) HR 20 MG
esczltillob;l?r;z? oxalate 1 MO; (?(If (120 FETZIMA ORAL 5 MO: QL (90
orat tablet ) mg per 30 days) CAPSULE,EXTEN per 30 days)
DED RELEASE 24
HR 40 MG

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

FETZIMA ORAL 2 MO; QL (45 fluvoxamine oral 1 MO; QL (180
CAPSULE.EXTEN per 30 days) tablet 50 mg per 30 days)
DED RELEASE 24
HR 80 MG FOCALIN 3 MO
fluoxetine oral 1 MO; QL (240 FOCALIN XR = MO
capsule 10 mg per 30 days) FORFIVO XL 3 MO; QL (30
fluoxetine oral 1 MO per 30 days)
capsule 20 mg GEODON 3 MO
fluoxetine oral 1 MO; QL (60 RINTRAMUSCULA
capsule 40 mg per 30 days)

. GEODON ORAL 3 MO; QL (240
fluoxetine oral 1 MO:; QL (4 per
capsule,delayed 28 days) CAPSULE 20 MG per 30 days)
release(dr/ec) GEODON ORAL 3 MO; QL (120
fuoxetine oral 1 MO CAPSULE 40 MG per 30 days)
solution GEODON ORAL 3 MO; QL (80
fluoxetine oral tablet 1 MO; QL (240 CAPSULE 60 MG per 30 days)
10 mg per 30 days) GEODON ORAL 3 MO; QL (60
fluoxetine oral tablet 1 MO CAPSULE 80 MG per 30 days)
20 mg guanidine 1 MO
FLUOXETINE 3 MO HALDOL 3 MO
ORAL TABLET 60 HALDOL 3 MO

DECANOATE
Jluphenazine I MO haloperidol 1 MO
decanoate
. haloperidol 1 MO
fluphenazine hcl 1 MO decanoate
fluvoxamine oral 1 MO; QL (90 hal dol lactat 1 MO
capsule,extended per 30 days) aroperidor factare
release 24hr 100 mg HETLIOZ 3 PA; MO; QL
30 per 30

fluvoxamine oral 1 MO; QL (60 Ela Ser
capsule,extended per 30 days) Y
release 24hr 150 mg imipramine hcl 1 PA; MO
fluvoxamine oral 1 MO; QL (90 imipramine pamoate 1 PA; MO
tablet 100 mg per 30 days)
fluvoxamine oral 1 MO; QL (360
tablet 25 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
INVEGA ORAL 3 MO; QL (240 LATUDA ORAL 2 MO; QL (240
TABLET per 30 days) TABLET 20 MG per 30 days)
%EEESDE“&HR LATUDA ORAL 2 MO; QL (120
15 MG TABLET 40 MG per 30 days)
i omL 3 woram AIPAOUL T2 Mo
TABLET per 30 days) MG ’
EXTENDED
RELEASE 24HR 3 LEXAPRO ORAL 3 MO; QL (60
MG TABLET 10 MG per 30 days)
INVEGA ORAL 3 MO; QL (60 LEXAPRO ORAL 3 MO; QL (30
TABLET per 30 days) TABLET 20 MG per 30 days)
EEEEESDEE? R 6 LEXAPRO ORAL 3 MO;QL (120
MG TABLET 5 MG per 30 days)
lithi bonat 1 MO
INVEGA ORAL 3 MO; QL (41 Hhiim caroonate
TABLET per 30 days) lithium citrate oral 1 MO
EXTENDED solution 8 meq/5 ml
I\R/IEGLEASE 24HR 9 LITHOBID 3 MO
lorazepam intensol 1 PA; MO
INVEGA 3 MO
SUSTENNA lorazepam oral 1 PA; MO
tablet
INVEGA TRINZA 3 MO
loxapine succinate 1 MO
KAPVAY 3 MO
LUNESTA 3 ST;MO;QL
TABLET per 30 days)
days)
EXTENDED
RELEASE 24HR maprotiline 1 MO
100 MG MARPLAN 2 MO
KHEDEZLAORAL 3  MO;QL(240  METADATE CD 3 MO
TABLET per 30 days)
EXTENDED metadate er 1 MO
I\R/IEGLEASE 24HR 50 methamphetamine 1 PA; MO
METHYLIN ORAL 3 MO
LATUDA ORAL 2 MO; QL (30 SOLUTION
TABLET 120 MG per 30 days)

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

42



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
methylphenidate hcl 1 MO olanzapine oral 1 MO; QL (30
oral capsule, er tablet 15 mg, 20 mg per 30 days)
biphasic 30-70 olanzapine oral 1 MO; QL (240
methylphenidate hcl 1 MO tablet 2.5 mg per 30 days)
Z’.ﬂa}ll cap s;tée,jeg 20 olanzapine oral 1 MO; QL (120
mlg Zzl;g ;5 0 mg tablet 5 mg per 30 days)
methviphenidate hel ) MO olanzapine oral 1 MO; QL (81
oral i} (Sution tablet 7.5 mg per 30 days)
methylphenidate hcl 1 MO olanzapine oral ! MO; QL (60
lJt} ]21 ; tablet, disintegrating per 30 days)
oral table 10 mg
?}Zt[hf cilb)?én;)cfgsaig I MO olanzapine oral 1 MO; QL (30
. tablet, disintegrating per 30 days)
retease 15 mg, 20 mg
ereat;l); ég?;néjgscizl I MO olanzapine oral | MO; QL (120
tablet,disintegrating per 30 days)
release 24hr 5 mg
methylphenidate hcl 1 MO .
oral tablet,chewable olanza]? e 1 MO
fluoxetine
mirtazapine 1 MO ORAP ORAL 3 MO
modafinil 1 PA; MO TABLET 1 MG
NARDIL 3 MO paliperidone oral 1 MO; QL (240
tablet extended per 30 days)
nefazodone ! MO release 24hr 1.5 mg
gﬁ%ﬁﬁT 10 3 MO paliperidone oral 1 MO; QL (120
MG. 25 MG tablet extended per 30 days)
’ release 24hr 3 mg
nortripiyline ! MO paliperidone oral 1 MO; QL (60
NUPLAZID 3 MO tablet extended per 30 days)
NUVIGIL 3 PA: MO release 24hr 6 mg
/ . 1 MO paliperidone oral 1 MO; QL (41
?n?r’zzzncalz ZZZ lar tablet extended per 30 days)
release 24hr 9 mg
olanzapine oral 1 MO; QL (60
tablet 10 mg per 30 days) PAMELOR . MO
PARNATE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
paroxetine hcl oral 1 MO; QL (180 PAXIL ORAL 3 MO; QL (180
tablet 10 mg per 30 days) TABLET 10 MG per 30 days)
paroxetine hcl oral 1 MO; QL (90 PAXIL ORAL 3 MO; QL (90
tablet 20 mg per 30 days) TABLET 20 MG per 30 days)
paroxetine hcl oral 1 MO; QL (60 PAXIL ORAL 3 MO; QL (60
tablet 30 mg per 30 days) TABLET 30 MG per 30 days)
paroxetine hcl oral 1 MO; QL (45 PAXIL ORAL 3 MO; QL (45
tablet 40 mg per 30 days) TABLET 40 MG per 30 days)
paroxetine hcl oral 1 MO; QL (180 perphenazine 1 MO
mi’let e’gj”hdef s per30days)  pEvEVA ORAL 3 MO; QL (180
rmegease rie TABLET 10 MG per 30 days)
) PEXEVA ORAL 3 MO; QL (90

paroxetine hcl oral 1 MO; QL (90
tablet extended per 30 days) TABLET 20 MG per 30 days)
release 24 hr 25 mg PEXEVA ORAL 3 MO; QL (60
paroxetine hcl oral 1 MO; QL (60 TABLET 30 MG per 30 days)
tablet extended per 30 days) PEXEVA ORAL 3 MO; QL (45
release 24 hr 37.5 TABLET 40 MG per 30 days)
ns phenelzine 1 MO
PAXIL CR ORAL 3 MO; QL (180 . 1 M
TABLET per 30 days) pimozide ©
EXTENDED PRISTIQ ORAL 3 MO; QL (120
RELEASE 24 HR TABLET per 30 days)
12.5 MG EXTENDED

RELEASE 24 HR
PAXIL CR ORAL 3 MO; QL (90 100 MG
TABLET per 30 days)
EXTENDED PRISTIQ ORAL 3 MO; QL (480
RELEASE 24 HR TABLET per 30 days)
25 MG EXTENDED

RELEASE 24 HR
PAXIL CR ORAL 3 MO; QL (60 25 MG
TABLET per 30 days)
EXTENDED PRISTIQ ORAL 3 MO; QL (240
RELEASE 24 HR TABLET per 30 days)
37.5 MG EXTENDED

RELEASE 24 HR
PAXIL ORAL 3 MO 50 MG
SUSPENSION

procentra 1 MO

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

Tier /Limits Tier /Limits
protriptyline 1 MO QUILLICHEW ER 3 MO
PROVIGIL 3 PA; MO QUILLIVANT XR 3 MO
PROZAC ORAL 3 MO; QL (240 REMERON 3 MO
CAPSULE 10 MG per 30 days) REMERON 3 MO
PROZAC ORAL 3 MO SOLTAB
CAPSULE 20 MG REXULTI ORAL 3 MO; QL (480
PROZAC ORAL 3 MO; QL (60 TABLET 0.25 MG per 30 days)
CAPSULE 40 MG per 30 days) REXULTI ORAL 3 MO; QL (240
quetiapine oral 1 MO; QL (240 TABLET 0.5 MG per 30 days)
tablet 100 mg per30days)  REXULTIORAL 3 MO; QL (120
quetiapine oral 1 MO; QL (120 TABLET 1 MG per 30 days)
tablet 200 mg per 30 days) REXULTI ORAL 3 MO; QL (60
quetiapine oral 1 MO; QL (902 TABLET 2 MG per 30 days)
tablet 25 mg per 30 days) REXULTI ORAL 3 MO; QL (40
quetiapine oral 1 MO; QL (81 TABLET 3 MG per 30 days)
tablet 300 mg per 30 days) REXULTI ORAL 3 MO: QL (30
quetiapine oral 1 MO; QL (60 TABLET 4 MG per 30 days)
tablet 400 mg per 30 days) RISPERDAL ) MO
quetiapine oral 1 MO; QL (480 CONSTA
tablet 50 mg per 30 days) RISPERDAL M- 3 MO; QL (960
quetiapine oral 1 MO; QL (160 TAB ORAL per 30 days)
tablet extended per 30 days) TABLET,DISINTE
release 24 hr 150 mg GRATING 0.5 MG
quetiapine oral 1 MO; QL (120 RISPERDAL M- 3 MO; QL (480
tablet extended per 30 days) TAB ORAL per 30 days)
release 24 hr 200 mg TABLET,DISINTE
quetiapine oral 1 MO; QL (81 GRATING I MG
tablet extended per 30 days) RISPERDAL M- 3 MO; QL (240
release 24 hr 300 mg TAB ORAL per 30 days)
quetiapine oral 1 MO; QL (60 gﬁl%%&?ésﬁ\l (;F E
tablet extended per 30 days)
release 24 hr 400 mg RISPERDAL M- 3 MO; QL (161
quetiapine oral 1 MO; QL (480 TAB ORAL per 30 days)
tablet extended per 30 days) TABLET,DISINTE

GRATING 3 MG

release 24 hr 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
RISPERDAL M- 3 MO; QL (120 risperidone oral 1 MO; QL (960
TAB ORAL per 30 days) tablet,disintegrating per 30 days)
TABLET,DISINTE 0.5 mg
GRATING 4 MG risperidone oral 1 MO; QL (480
RISPERDAL ORAL 3 MO; QL (480 tablet,disintegrating per 30 days)
SOLUTION per 30 days) 1 mg
RISPERDAL ORAL 3 MO; QL (1920  risperidone oral 1 MO; QL (240
TABLET 0.25 MG per 30 days) tablet, disintegrating per 30 days)
2mg
RISPERDAL ORAL 3 MO; QL (960
TABLET 0.5 MG per 30 days) risperidone oral 1 MO; QL (161
RISPERDAL ORAL 3 MO: QL (480 tablet,disintegrating per 30 days)
TABLET 1 MG per 30 days) 3 mg
RISPERDAL ORAL 3 MO; QL (240  'isperidoneoral I MO QL(120
TABLET 2 MG per 30 days) tablet,disintegrating per 30 days)
4 mg
RISPERDAL ORAL 3 MO; QL (161
TABLET 3 MG per 30 days) RITALIN > MO
RISPERDAL ORAL 3 MO; QL (120 gg&%m LA A MO
TABLET 4 MG per 30 days) CAPSULE.ER
risperidone oral 1 MO; QL (480 BIPHASIC 50-50 10
solution per 30 days) MG, 20 MG, 30
risperidone oral 1 MO; QL (1920 MG, 40 MG
tablet 0.25 mg per 30 days) ROZEREM 2 MO; QL (30
risperidone oral 1 MO; QL (960 per 30 days)
tablet 0.5 mg per 30 days) SAPHRIS (BLACK 2 MO; QL (60
risperidone oral 1 MO; QL (480 g[I}SIIfIII{\IQU AL per 30 days)
tablet 1 mg per 30 days) TABLET 10 MG
] id / 1 MO; QL (240
risperidone ora » QL ( SAPHRIS (BLACK 2 MO: QL (240
tablet 2 mg per 30 days)
CHERRY) per 30 days)
risperidone oral 1 MO; QL (161 SUBLINGUAL
tablet 3 mg per 30 days) TABLET 2.5 MG
risperidone oral 1 MO; QL (120 SAPHRIS (BLACK 2 MO; QL (120
tablet 4 mg per 30 days) CHERRY) per 30 days)
risperidone oral 1 MO; QL (1920 SUBLINGUAL
tablet,disintegrating per 30 days) TABLET 5 MG
0.25 mg

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

SARAFEM ORAL 3 MO SEROQUEL XR 3 MO:; QL (480

TABLET 10 MG, 20 ORAL TABLET per 30 days)

MG EXTENDED

SEROQUELORAL 3 MO;QL(240 S iASE24HR

TABLET 100 MG per 30 days)

SEROQUELORAL 3  MO; QL (120 Se”ml’t”etom I MO

TABLET 200 MG per 30 days) concenirate

SEROQUEL ORAL 3 MO: QL (902 sertraline oral tablet 1 MO; QL (60

TABLET 25 MG per 30 days) 100 mg per 30 days)

SEROQUEL ORAL 3 MO: QL (81 sertraline oral tablet 1 MO; QL (240

TABLET 300 MG per 30 days) 23 mg per 30 days)

SEROQUEL ORAL 3 MO; QL (60 sertraline oral tablet 1 MO; QL (120

TABLET 400 MG per 30 days) S0 mg per 30 days)

SEROQUELORAL 3  MO;QL (@480  SILENOR 3 MO QL3

TABLET 50 MG per 30 days) per 30 days)

ORAL TABLET per 30 days) CAPSULE 10 MG (60 per 30

EXTENDED days)

RELEASE 24 HR SONATA ORAL 3 ST; MO; QL

150 MG CAPSULE 5 MG (30 per 30

SEROQUEL XR 3 MO;QL (120 days)

ORAL TABLET per 30 days) STRATTERA 3 MO

E}E(EEESDEE ]2)4 HR SURMONTIL 3 PA;MO

200 MG SYMBYAX 3 MO

SEROQUEL XR 3 MO; QL (81 thioridazine 1 MO

g%é;SE%ET per 30 days) thiothixene 1 MO

RELEASE 24 HR TOFRANIL 3 PA; MO

300 MG TRANXENE T- 3 PA; MO

SEROQUEL XR 3 MO; QL (60 TAB ORAL

ORAL TABLET per 30 days) TABLET 7.5 MG

EEEEESD]E 12)4 HR tranylcypromine 1 MO

400 MG trazodone 1 MO
trifluoperazine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
trimipramine 1 PA; MO VENLAFAXINE 3 MO; QL (30
TRINTELLIX ) MO: QL (60 ORAL TABLET per 30 days)
ORAL TABLET 10 per 30 days) EXTENDED
MG RELEASE 24HR
225 MG
N L, MOS0 a3 woorm
MG ORAL TABLET per 30 days)
EXTENDED
TRINTELLIX 2 MO; QL (120 RELEASE 24HR
ORAL TABLET 5 per 30 days) 37.5 MG
MG VENLAFAXINE 3 MO; QL (90
VALIUM 3 PA; MO ORAL TABLET per 30 days)
venlafaxine oral 1 MO; QL (60 EXTENDED
RELEASE 24HR 75
capsule,extended per 30 days) MG
release 24hr 150 mg
venlafaxine oral 1 MO; QL (180 VERSACLOZ 2
capsule,extended per 30 days) VIIBRYD ORAL 2 MO; QL (120
release 24hr 37.5 mg TABLET 10 MG per 30 days)
venlafaxine oral 1 MO; QL (90 VIIBRYD ORAL 2 MO; QL (60
capsule,extended per 30 days) TABLET 20 MG per 30 days)
release 24hr 75 mg VIIBRYD ORAL 2 MO;QL (30
venlafaxine oral 1 MO; QL (90 TABLET 40 MG per 30 days)
tablet 100 mg, 75 mg per 30 days) VIIBRYD ORAL ) MO: QL (30
venlafaxine oral 1 MO; QL (270 TABLETS,DOSE per 180 days)
tablet 25 mg per 30 days) PACK 10 MG (7)-
venlafaxine oral 1 MO; QL (180 20 MG (23)
tablet 37.5 mg per 30 days) VRAYLAR ORAL 3 MO; QL (120
venlafaxine oral 1 MO; QL (150 CAPSULE 1.5 MG per 30 days)
tablet 50 mg per 30 days) VRAYLAR ORAL 3 MO; QL (60
VENLAFAXINE 3 MO: QL (60 CAPSULE 3 MG per 30 days)
ORAL TABLET per 30 days) VRAYLAR ORAL 3 MO; QL (40
EXTENDED CAPSULE 4.5 MG per 30 days)
RiLASE 24HR VRAYLAR ORAL 3 MO;QL (30
CAPSULE 6 MG per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
VRAYLAR ORAL 3 MO; QL (7 per  zenzedi oral tablet 1 MO
CAPSULE,DOSE 30 days) 10 mg, 5 mg
PACK
ZENZEDI ORAL 3 MO
VYVANSE 3 MO TABLET 15 MG,
WELLBUTRIN SR 3 MO; QL (120 §/15GM7G5 i/?GMG’ 30
ORAL TABLET per 30 days) >
EXTENDED ziprasidone hcl oral 1 MO; QL (240
RELEASE 12 HR capsule 20 mg per 30 days)
100 MG ziprasidone hcl oral 1 MO; QL (120
WELLBUTRIN SR 3 MO; QL (90 capsule 40 mg per 30 days)
ORAL TABLET per 30 days) ziprasidone hcl oral | MO; QL (80
EXTENDED capsule 60 m er 30 days)
RELEASE 12 HR P & P Y
150 MG ziprasidone hcl oral 1 MO; QL (60
WELLBUTRIN SR 3 MO; QL (60 capsule 80 mg per 30 days)
ORAL TABLET per 30 days) ZOLOFT ORAL 3 MO
EXTENDED CONCENTRATE
ZR(;EOLII\E/I‘ESE 12 HR ZOLOFT ORAL 3 MO; QL (60
TABLET 100 MG per 30 days)
X&E%XEEETXL 2 MO;(?(I; (93) ZOLOFT ORAL 3 MO: QL (240
per U days TABLET 25 M
EXTENDED 5 MG per 30 days)
RELEASE 24 HR ZOLOFT ORAL 3 MO; QL (120
150 MG TABLET 50 MG per 30 days)
WELLBUTRIN XL 3 MO; QL (60 zolpidem oral 1 ST; MO; QL
ORAL TABLET per 30 days) (30 per 30
EXTENDED days)
RELEASE 24 HR 7ZYPREXA 3 MO
300 MG INTRAMUSCULA
XYREM 2 PA;MO; LA R
zaleplon oral 1 ST; MO; QL ZYPREXA ORAL 3 MO; QL (60
capsule 10 mg (60 per 30 TABLET 10 MG per 30 days)
days) ZYPREXA ORAL 3 MO; QL (30
Zaleplon oral 1 ST; MO; QL TABLET 15 MG, 20 per 30 days)
capsule 5 mg (30 per 30 MG
days) ZYPREXA ORAL 3 MO;QL (240
TABLET 2.5 MG per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ZYPREXA ORAL 3 MO; QL (120 NEXTERONE 3 PA
TABLET 5 MG per 30 days) INTRAVENOUS
ZYPREXA ORAL 3 MO; QL (81 E/IOGL/?OTOI?AI}Z l(f 05
TABLET 7.5 MG per 30 days) MG/ML)
ZYPREXA 2 NEXTERONE 3 PA; MO
RELPREVV
INTRAVENOUS
INTRAMUSCULA
R SUSPENSION SOLUTION 360
MG/200 ML (1.8
FOR MG/ML
RECONSTITUTIO )
N 210 MG pacerone oral tablet 1 MO
ZYPREXA ZYDIS 3 MO; QL (60 100 mg, 200 mg, 400
ORAL per 30 days) me
TABLET,DISINTE procainamide 1 MO
GRATING 10 MG injection solution
ZYPREXA ZYDIS 3 MO;QL (30 100 mg/ml
ORAL per 30 days) procainamide 1
TABLET,DISINTE injection solution
GRATING 15 MG, 500 mg/ml
20 MG propafenone 1 MO
ZYPREXA ZYDIS 3 MO; QL (120 .
ORAL per 30 days) quinidine gluconate 1 MO
TABLET,DISINTE quinidine sulfate 1 MO
GRATING 5 MG oral tablet
CARDIOVASCULAR, RYTHMOL SR 3 MO
HYPERTENSION / LIPIDS sorine oral tablet 1 MO
120 mg, 160 mg, 80
ANTIARRHYTHMIC AGENTS mg
qmiodar one _ 1 PA; MO sorine oral tablet 1
intravenous solution 240 m g
amiodarone oral 1 MO sotalol af oral tablet 1 MO
BETAPACE AF 3 MO 120 mg
dofetilide 1 MO sotalol oral tablet 1 MO
160 mg, 240 mg, 80
flecainide 1 MO . e
mg
mexiletine 1 MO SOTYLIZE 7 MO
MULTAQ 3 MO

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

Tier /Limits Tier /Limits

TIKOSYN 3 MO benazepril 1 MO

ANTIHYPERTENSIVE THERAPY benazepril- 1 MO

ACCUPRIL 3 MO hydrochlorothiazide

ACCURETIC 3 MO BENICAR 3 MO

vcebutolol 1 MO BENICAR HCT 3 MO

ADALAT CC 3 MO betaxolol oral 1 MO

afeditab cr 1 MO BIDIL 2 MO

ALDACTAZIDE 3 MO bisoprolol fumarate 1 MO

ALDACTONE . MO zjfc?iil;oizllo()l;othiazide 1 MO

ALTACE > MO bumetanide 1 MO

amiloride 1 MO BYSTOLIC ) MO

Z;ja;il’?)’;lha;i-rothiazide 1 MO BYVALSON 2 MO

amlodipine 1 MO CALAN 3 MO

anidipne ' B o
EXTENDED

amlodipine- 1 MO RELEASE 120 MG,

olmesartan 240 MG

amlodipine- 1 MO candesartan 1 MO

valsartan candesartan- 1 MO

amlodipine- 1 MO hydrochlorothiazid

valsartan-hcthiazid captopril ] MO

ATACAND . MO captopril- 1 MO

ATACAND HCT 3 MO hydrochlorothiazide

atenolol 1 MO CARDENE IV IN 3
SODIUM

Z;zelZitll(z)clzlidone : MO CHLORIDE

AVALIDE 3 MO

AVAPRO 3 MO

AZOR 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CARDIZEM CD 3 MO clonidine 1 MO; QL (4 per
ORAL 28 days)
CAPSULE,.EXTEN .
DED RELEASE Zc;x;llne hel oral 1 MO
24HR 120 MG, 180
MG, 240 MG, 360 COREG 3 MO
MG COREG CR 2 MO
CARDIZEM LA 3 MO CORGARD 3 MO
CARDIZEM ORAL 3 MO
TABLET 120 MG, CORZIDE 3 MO
30 MG, 60 MG COZAAR 3 MO
CARDURA ORAL 3 ST; MO; QL DEMADEX ORAL 3 MO
TABLET 1 MG, 2 (30 per 30 TABLET 10 MG, 20
MG, 4 MG days) MG
CARDURA ORAL 3 ST; MO; QL DEMSER 2 MO
days)
_ _ diltiazem hcl 1
CARDURA XL 3 ST; MO; QL L —
(30 per 30
days) diltiazem hcl oral 1 MO
- capsule,extended
cartia xt 1 MO release 12 hr
carvedilol 1 MO diltiazem hcl oral 1 MO
CATAPRES 3 MO capsule,extended
release 24 hr 120
CATAPRES-TTS-1 3 g;[g?f QL (4 per mg, 180mg, 240 mg,
ays) 300 mg, 360 mg,
CATAPRES-TTS-2 3 MO; QL (4 per 420mg
28 days) diltiazem hcl oral 1 MO
CATAPRES-TTS-3 3 MO; QL (4 per tablet
28 days) dilt-xr 1 MO
chlorothiazide 1 MO DIOVAN 3 MO
chlqrothzazide 1 MO DIOVAN HCT 3 MO
sodium
chlorthalidone oral 1 MO DIURIL : MO
tablet 25 mg, 50 mg DIURIL IV 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
doxazosin oral tablet 1 MO; QL (30 hydrochlorothiazide 1 MO
1 mg, 2 mg, 4 mg per 30 days) HYZAAR 3 MO
doxazosin oral tablet 1 MO; QL (60 . .

8 mg per 30 days) indapamide 1 MO

DUTOPROL 3 MO INDERAL LA 3 MO

DYAZIDE 3 MO INNOPRAN XL 3 MO

DYRENIUM 3 MO INSPRA 3 MO

EDARBI ) MO irbesartan 1 MO

irbesartan- 1 MO

EDARBYCLOR 2 MO hydrochlorothiazide

EDECRIN > MO isradipine 1 MO

enalapril maleate 1 MO labetalol 1 MO

enalapril- 1 MO intravenous solution

hydrochlorothiazide labetalol oral 1 MO

eplerenone 1 MO LASIX 3 MO

eprosartan ! MO lisinopril 1 MO

ethacrynate sodium 1 lisinopril- ] MO

ethacrynic acid 1 MO hydrochlorothiazide

EXFORGE 3 MO LOPRESSOR HCT 3 MO

EXFORGE HCT 3 MO LOPRESSOR 3 MO

felodipine 1 MO ?(%A l\I/E g ABLET

Josinopril ! MO losartan 1 MO

Josinopril- . ! MO losartan- 1 MO

hydrochlorothiazide hydrochlorothiazide

furosemide injection 1 MO LOTENSIN ORAL 3 MO

furosemide oral 1 MO TABLET 20 MG, 40

solution 10 mg/ml, MG

it 71%5 mi (8 LOTREL ORAL 3 MO
& CAPSULE 10-20

furosemide oral 1 MO MG, 10-40 MG, 5-

tablet 10 MG, 5-20 MG

hydralazine 1 MO matzim la 1 MO

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

MAXZIDE 3 MO nifedipine oral tablet 1 MO

MAXZIDE-25MG 3 MO ;’Z;fded release

methyclothiazide 1 MO nimodipine 1 MO

methyldopa ! MO nisoldipine 1 MO

metolazone 1 MO NORVASC 3 MO

metoprolol succinate 1 MO olmesartan 1 MO

metoprolol ta- 1 MO

hydrgchlorothiaz olmesartan- . MO
amlodipin-hcthiazid

R
hydrochlorothiazide

metoprolol tartr‘ate 1 ORENITRAM 3 PA; MO

intravenous syringe

metoprolol tartrate 1 MO P egzndgp ril ! MO

oral tablet 100 mg, eroumine

25 mg, 50 mg phenoxybenzamine 1 MO

MICARDIS 3 MO pindolol | MO

MICARDIS HCT 3 MO prazosin 1 MO

MICROZIDE 3 MO PRINIVIL ORAL 3 MO
TABLET 10 MG, 20

MINIPRESS 3 MO MG, 5 MG

minoxidil oral 1 MO PROCARDIA XL 3 MO

moexipril 1 MO propranolol 1

moexipril- 1 MO intravenous

hydrochlorothiazide propranolol oral 1 MO

nadolol ! MO propranolol- 1 MO

nadolol- 1 MO hydrochlorothiazid

bendroflumethiazide QBRELIS 3 MO

nicardipine 1 MO . :

intravenous solution quinapril i MO

: . quinapril- 1 MO

nicardipine oral ! MO hydrochlorothiazide

nifedipine oral tablet 1 MO .

extended release ramipril ! MO
REMODULIN 2 PA; MO; LA

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

spironolactone 1 MO torsemide oral 1 MO
spironolacton- 1 MO trandolapril 1 MO
hydrochlorothiaz trandolapril- 1 MO
SULAR ORAL 3 MO verapamil
TABLET .
EXTENDED drochivotiasid
RELEASE 24 HR
17 MG, 34 MG, 8.5 TRIBENZOR 3 MO
MG TWYNSTA 3 MO
TARKA ORAL 3 MO . )
TABLET. IR - ER. UPTRAVI 2 PA; MO; LA
BIPHASIC 24HR 2- valsartan 1 MO
180 MG, 2-240 MG, valsartan- 1 MO
4-240 MG hydrochlorothiazide
taztia x1 VO VASERETIC MO
TEKTURNA 2 MO VASOTEC 3 MO
TEKTURNA HCT 2 MO verapamil 1 MO
telmisartan 1 MO intravenous solution
telmisartan- 1 MO verapamil oral 1 MO
amlodipine VERELAN 3 MO
telmisartan- 1 MO VERELAN PM 3 MO
hydrochlorothiazid

ZESTORETIC 3 MO
TENORETIC 100 3 MO

ZESTRIL 3 MO
TENORETIC 50 3 MO

ZIAC 3 MO
TENORMIN 3 MO
terazosin oral 1 MO; QL (30 AT G NI By
capsule 1 mg, 2 mg, per 30 days) digitek 1 MO
> mg digoxin oral solution 1 MO
terazosin oral 1 MO; QL (60 50 meg/ml
capsule 10 mg per 30 days) digoxin oral tablet 1 MO
TIAZAC S VO LANOXIN ORAL 3 MO
timolol maleate oral 1 MO TABLET 125 MCQG,
TOPROL XL 3 MO 250 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 www.Express-Scripts.com.
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Tier /Limits Tier /Limits

LANOXIN ORAL 2 MO heparin (porcine) in 1 MO
TABLET 187.5 5 % dex intravenous
MCQG, 62.5 MCG parenteral solution

25,000 unit/250
COAGULATION THERAPY ml(100 wnit/ml),
AGGRENOX 3 MO 25,000 unit/500 ml
ARGATROBAN 3 MO (30 unit/m})
ARGATROBAN IN 3 hep “’; in (polr Ctif“e) S MO
0.9 % SOD CHLOR injection solution
INTRAVENOUS Jjantoven 1 MO
SOLUTION LOVENOX 3 MO
ARIXTRA - MO pentoxifylline 1 MO
aspirin-dipyridamole 1 MO PLAVIX 3 MO
BRILINTA 2 MO PRADAXA 3 MO
cilostazol S MO PROMACTA 2 PA;MO;LA
clopidogrel 1 MO SAVAYSA 3 MO
COUMADIN ORAL 3 MO tranexamic acid 1 MO
CYKLOKAPRON 3 MO intravenous
dipyridamole oral 1 MO warfarin 1 MO
EFFIENT 2 MO XARELTO 2 MO
ELIQUIS 2 MO YOSPRALA 3 MO
enoxaparin 1 MO ZONTIVITY 2 MO
fondaparinux 1 MO LIPID/CHOLESTEROL LOWERING
FRAGMIN 3 MO AGENTS
SUBCUTANEOUS ALTOPREV 3 MO; QL (30
SOLUTION per 30 days)
FRAGMIN 3 MO amlodipine- 1 MO; QL (30
SUBCUTANEOUS atorvastatin per 30 days)
SYRINGE

ANTARA ORAL 3 MO
heparin (porcine) in 1 CAPSULE 30 MG,
5 % dex intravenous 90 MG
parenteral solution - )
20,000 unit/500 ml atorvastatin 1 MO; QL (30
(40 unit/ml) per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CADUET ORAL 3 MO; QL (30 FIBRICOR 3 MO
TABLET 10-10 per 30 days) fluvastatin oral 1 MO; QL (30
MG, 10-20 MG, 10- capsule 20 m er 30 days)
40 MG, 10-80 MG, P & P Y
5-10 MG, 5-20 MG, Sfluvastatin oral 1 MO; QL (60
5-40 MG, 5-80 MG capsule 40 mg per 30 days)
cholestyramine (with 1 MO fluvastatin oral 1 MO; QL (30
sugar) oral powder tablet extended per 30 days)
cholestyramine light 1 MO release 24 hr
oral powder gemfibrozil 1 MO
COLESTID ORAL 3 MO JUXTAPID 2 PA; MO; LA
GRANULES KYNAMRO 3 PA; MO; LA
COLESTID ORAL S LESCOL XL 3 MO;QL (30
per 30 days)
colestipol oral 1 MO LIPITOR 3 MO; QL (30
granules per 30 days)
colestipol oral tablet 1 MO LIPOFEN 3 MO
per 30 days) per 30 days)
egetimibe—' 1 MO; QL (30 lovastatin oral tablet 1 MO; QL (30
simvastatin per 30 days) 10 mg per 30 days)
J e’?Oﬁb " atcel 1 MO lovastatin oral tablet 1 MO; QL (60
micronize 20 mg, 40 mg per 30 days)
fenofibrate 1 MO LOVAZA 3 ST: MO
nanocrystallized .
. /
ormATe 5 w0 et 1N
ORAL CAPSULE s
fenofibrate oral 1 MO NIACOR 3 MO
tablet
NIASPAN 3 M
fenofibric acid 1 MO EXT?ENDED- 0
fenofibric acid 1 MO RELEASE
(choline) omega-3 acid ethyl 3 ST; MO
FENOGLIDE 3 MO esters

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
PRALUENT PEN 2 PA; MO; QL TRILIPIX 3 MO
SUBCUTANEOUS (2 per 28 days)
PEN INJECTOR VASCEPA 2 MO
150 MG/ML VYTORIN 10-10 3 MO; QL (30
PRALUENT PEN 2 PA;MO; QL per 30 days)
SUBCUTANEOUS (4 per 28 days)  VYTORIN 10-20 3 MO; QL (30
PEN INJECTOR 75 per 30 days)
MG/ML VYTORIN 10-40 3 MO; QL (30
PRAVACHOL 3 MO; QL (30 per 30 days)
ORAL TABLET 20 per 30 days) VYTORIN 10-80 3 MO: QL (30
MG, 40 MG, 80 MG per 30 days)
pravastatin 1 MO; QL (30 WELCHOL 9 MO
per 30 days)
ZETIA 3 MO
prevalite oral 1 MO
powder ZOCOR 3 MO; QL (30
30d
QUESTRAN 3 MO per 30 days)
LIGHT ORAL MISCELLANEOUS
POWDER CARDIOVASCULAR AGENTS
QUESTRAN ORAL 3 MO CORLANOR 2 PA; MO
POWDER IN ENTRESTO 2 MO;QL (60
PACKET
per 30 days)
REPATHA 2 PA;MO;QL
PUSHTRONEX (3.5 per 28 RANEXA B MO
days) VECAMYL 3
REPATHA 2 PA; MO; QL NITRATES
SURECLICK (3 per 28 days) GONITRO 3 MO
REPATHA 2 PA;MO;QL
SYRINGE (3 per 28 days) ISORDIL > MO
) _ ISORDIL 3 MO
rosuvastatin 1 MO; QL (30 TITRADOSE
per 30 days) ORAL TABLET 5
simvastatin 1 MO; QL (30 MG
per 30 days) isosorbide dinitrate 1 MO
TRICOR 3 MO oral
TRIGLIDE ORAL 3 MO isosorbide 1 MO

TABLET 160 MG

mononitrate

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

Tier /Limits Tier /Limits
MINITRAN 3 MO selenium sulfide 1 MO
nitro-bid ) MO topical lotion
NITRO-DUR 3 MO SILIQ 3 PAMO
nitroglycerin 1 PA SORIATANE . MO
intrafe);wus ORAL CAPSULE
10 MG, 17.5 MG, 25
nitroglycerin 1 MO MG
sublingual SORILUX 3 MO
it o STELATA DN
p INTRAVENOUS
24 hour
. . STELARA 2 PA; MO
nitroglycerin 1 MO ’
translingual SUBCUTANEOUS
SYRINGE
spray,non-aerosol
NITROMIST 3 MO TACLONEX S 10
TALTZ 3 PA;MO
NITROSTAT 3 MO AUTOINJECTOR
DERMATOLOGICALS/TOPICA [ ey prpr
VECTICAL 3 MO
ANTIPSORIATIC /
B THERAPY
ANTISEBORRHEIC URN
. SILVADENE 3 MO
acitretin 1 MO
. . 1 M
calcipotrienc 0 MO silver sulfadiazine O
d 1 M
calcipotriene- 1 MO > ©
betamethasone MISCELLANEOUS
calcitriol topical 1 MO DERMATOLOGICALS
COSENTYX (2 2 PA;MO ALDARA S ST; MO
SYRINGES) ammonium lactate 1 MO
COSENTYX PEN 2 PA; MO CARAC 2 MO
(2 PENS) CONDYLOX 2 MO
DOVONEX 3 MO TOPICAL GEL
TOPICAL diclofenac sodium 1 PA; MO; QL
ENSTILAR 3 MO topical gel 3 % (100 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
doxepin topical 1 MO tacrolimus topical 1 PA; MO; QL
DUPIXENT 2 PA;MO (100 per 30
days)

EFUDEX TOPICAL 3 ST; MO

CREAM TOLAK 3 MO

ELIDEL 3 pA;MO;QL  _VALCHLOR S O
(100 per 30 VEREGEN 3 MO
days) ZONALON 3 MO

EUCRISA 3 PA; MO; QL ZYCLARA 3 ST; MO
(120 per 30
days) THERAPY FOR ACNE

FLUOROURACIL 3 ST; MO ABSORICA ORAL 3 MO

TOPICAL CREAM CAPSULE 10 MG,

0.5 % 20 MG, 30 MG, 35

fluorouracil topical 1 MO MG, 40 MG

cream 5 % ABSORICA ORAL 3

fluorouracil topical 1 MO CAPSULE 25 MG

solution ACANYA 3 MO

.. TOPICAL GEL

imiquimod 1 MO WITH PUMP

methoxsalen 1 MO ACZONE 3 MO

OXSORALEN 3 MO TOPICAL GEL

LTRA

v adapalene topical 1 PA; MO

PANRETIN 2 MO cream

PICATO 2 MO adapalene topical 1 PA; MO

podofilox 1 MO gel

PROTOPIC 3 PA;MO;QL  ATRALIN 3 PAMO
(100 per 30 avita topical cream 1 PA; MO
days) AVITA TOPICAL 3 PA;MO

prudoxin 1 MO GEL

REGRANEX 2 MO AZELEX 3 MO

SOLARAZE 3 PA; MO; QL BENZACLIN 3 MO
(100 per 28 BENZAMYCIN 3 MO
days)

claravis 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CLEOCIN T 3 MO FABIOR 3 MO
clindacin p 1 MO FINACEA 3 ST; MO
CLINDAGEL 3 MO METROCREAM 3 ST; MO
clindamycin 1 MO METROGEL 3 ST; MO
phosphate topical TOPICAL GEL 1 %
clindamycin-benzoyl 1 MO METROLOTION 3 ST; MO
peroxide topical gel metronidazole 1 MO
clindamycin- 1 PA; MO topical cream
fretinotn metronidazole 1 MO
DIFFERIN 3 PA; MO topical gel
TOPICAL CREAM metronidazole 1 MO
DIFFERIN 3 PA; MO topical lotion
;OPICAL GEL 0.1 MIRVASO 3 PA: MO
° TOPICAL GEL
DIFFERIN > PA; MO myorisan oral 1 MO
TOPICAL GEL capsule 10 mg, 20
WITH PUMP
mg, 40 mg
DIFFERIN 3 PA; MO mvorisan oral ]
TOPICAL LOTION ”
capsule 30 mg
DUAC - MO neuac 1 MO
EPIDUO FORTE 3 PA; MO NORITATE 3 ST: MO
TOPICAL GEL
ery pads 1 MO WITH PUMP
erygel 1 MO RETIN-A 3 PA; MO
erythromycin with 1 MO RETIN-A MICRO 3 PA; MO
ethanol topical gel RETIN-A MICRO 3 PA: MO
erythromycin with 1 MO PUMP TOPICAL
ethanol topical GEL WITH PUMP
solution 0.08 %
erythromycin- 1 MO RHOFADE 3 PA; MO
benzoyl peroxide SOOLANTRA 3 ST;MO
EVOCLIN . MO tazarotene 1 PA; MO

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

Tier /Limits Tier /Limits

TAZORAC 2 PA; MO LIDODERM 3 PA; MO
Lop o N CREAM XYLOCAINE 3

R INJECTION
TAZORAC 3 PA; MO SOLUTION 20
TOPICAL CREAM MG/ML (2 %)
0.19

o TOPICAL ANTIBACTERIALS
%‘%IOC%CGEL 2 PAMO BACTROBAN 3
TOPICAL CREAM
tmrze'ct'ifnoizqheres topical 1 PALMO gg&giiORIN . MO
gel
tretinoin topical 1 PA; MO gentamicin topical ! MO
zenatane 1 MO KLARON . MO
ZIANA 3 PA: MO mupirocin | MO
TOPICAL ANESTHETICS mupirocin calcium 1 MO
lidocaine (pf) ) MO NEO-SYNALAR 3 MO
injection solution 10 sulfacetamide 1 MO
mg/ml (1 %), 5 sodium (acne)
mg/ml (0.5 %) SULFAMYLON 2 MO
lidocaine hel . O TOPICAL ANTIFUNGALS
injection solution 20
mg/ml (2 %) ciclopirox 1 MO
lidocaine hcl mucous 1 MO; QL (60 clotrimazole topical 1 MO
membrane jelly per 30 days) clotrimazole- 1 MO
lidocaine hcl mucous 1 MO betamethasone
membrane solution 4
% (40 mg/ml) econazole 1 MO
ERTACZ M

lidocaine topical 1 PA; MO €z0 3 ©
adhesive EXELDERM 3 MO
patch,medicated EXTINA 3 MO
lidocaine topical 1 MO; QL (36 JUBLIA 3 MO
ointment per 30 days)

X R KERYDIN 3 MO
lidocaine viscous 1 MO

; ; ; ; ketoconazole topical 1 MO
lidocaine-prilocaine 1 MO; QL (30
topical cream per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
LOPROX (AS 3 ZOVIRAX 3 PA; MO; QL
OLAMINE) TOPICAL CREAM (5 per 30 days)
TOPICAL CREAM ZOVIRAX 3 PA;MO; QL
LOPROX TOPICAL 3 MO TOPICAL (30 per 30
SHAMPOO OINTMENT days)
LOTRISONE 3 MO TOPICAL CORTICOSTEROIDS
TOPICAL CREAM ala-cort topical 1 MO
LUZU 3 MO cream
MENTAX 3 MO ALA-SCALP 3 ST; MO
naftifine 1 MO alclometasone 1 MO
NAFTIN TOPICAL 3 MO amcinonide | MO
REAM 29
¢ o apexicon e 1 MO
I(\}ISETIN TOPICAL 2 MO betamethasone 1 MO
dipropionate
I]EI(I)ZI)(I)é{AAII: 3 MO be;amethasone 1 MO
SHAMPOO valerate
betamethasone, 1 MO
ryamyc ! MO augmented
ryata : CAPEX 2 ST;MO
nystatin topical ! MO clobetasol scalp 1 MO; QL (100
nystatin- 1 MO per 28 days)
triamcinolone clobetasol topical 1 MO; QL (100
nystop 1 MO foam per 28 days)
oxiconazole 1 MO clobetasol topical 1 MO; QL (120
OXISTAT 3 MO gel per 28 days)
TOPICAL ANTIVIRALS clobetasol topical ! gi?;%a;ls;g
acyclovir topical ! ?3[?)’ héIrO?,;OQL clobetasol topical 1 MO; QL (120
daysI; ointment per 28 days)
DENAVIR ) MO clobetasol topical 1 MO; QL (236
shampoo per 28 days)
XERESE 3 MO clobetasol topical 1 MO; QL (125
spray,non-aerosol per 28 days)

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

63



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
clobetasol-emollient 1 MO; QL (120 ELOCON 3 ST; MO
topical cream per 28 days) TOPICAL
CLOBEXTOPICAL 3  ST;Mo;QL  OINTMENT
LOTION (118 per 28 fluocinolone 1 MO
days) fluocinonide topical 1 MO; QL (120
CLOBEX TOPICAL 3 ST; MO; QL cream 0.1 % per 30 days)
SHAMPOO 51236)per 28 fluocinonide topical 1 MO; QL (120
ays gel per 30 days)
g;lgfgiggPICAL S (Ssz;SMOr; 2Q8L fluocinonide topical 1 MO; QL (120
AEROSOL ) days)p ¢ ointment per 30 days)

_ fluocinonide topical 1 MO; QL (120
clodan I llzg)é §§a§25§6 solution per 30 days)
CLODERM 3 ST: MO Sfluocinonide-e 1 MO; QL (120

’ per 30 days)
EgggER?{ggé PE S ST, MO flurandrenolide 1 MO
cormax scalp 1 QL (100 per 28 Jluticasone topical ! MO
days) halobetasol 1 MO
CUTIVATE 3 ST;MO propionate
TOPICAL LOTION HALOG 3 ST; MO
DERMATOP 3 ST; MO hydrocortisone 1 MO
TOPICAL CREAM butyrate topical
DESONATE 3 ST;MO oiniment
. hydrocortisone 1 MO
desonide ! MO butyrate topical
DESOWEN 3 ST; MO solution
desoximetasone 1 MO hydrocortisone 1 MO
diflorasone ) MO butyr-emollient
DIPROLENE AF 3 ST;MO hydrocortisone S MO
’ topical cream 1 %,
DIPROLENE 3 ST; MO 2.5 %
TOPICAL
hydrocortisone 1 MO
OINTMENT topical lotion 2.5 %
ELOCON 3 ST; MO
TOPICAL CREAM

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

hydrocortisone 1 MO triamcinolone 1 MO
topical ointment 1 acetonide topical
%, 2.5 % lotion
hydrocortisone 1 MO triamcinolone 1 MO
valerate acetonide topical
KENALOG 3 ST;MO omment 9023 %
TOPICAL e e P
LOCOID TOPICAL 3 ST; MO trianex RO
CREAM triderm topical 1 MO

cream
LOCOID TOPICAL 2 ST; MO
LOTION TRIDESILON 3 ST
LOCOID TOPICAL 3 ST; MO ULTRAVATE 3 ST; MO
OINTMENT VANOS 3 ST;MO; QL
LOCOID TOPICAL 3 ST; MO (120 per 30
SOLUTION days)
mometasone topical 1 MO TOPICAL ENZYMES
nolix 1 SANTYL 2 MO
OLUX 3 ST; MO; QL TOPICAL SCABICIDES /

(100 per 28 PEDICULICIDES
days)

ELIMITE 3
PANDEL 3 ST; MO

EURAX 3 MO
prednicarbate 1 MO

lindane topical 1 MO
PSORCON 3 ST shampoo
SERNIVO 3 ST; MO malathion 1 MO
SYNALAR 3 ST; MO OVIDE 3 MO
TOPICAL CREAM

permethrin topical 1 MO
TOPICORT 3 ST; MO cream
triamcinolone 1 MO SKLICE o) MO
acetonide topical
aerosol DIAGNOSTICS /
PR o MISCELLANEOUS AGENTS

acetonide topical
cream

IRRIGATING SOLUTIONS

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

Tier /Limits Tier /Limits
lactated ringers 1 MO CLINIMIX 2 PA
irrigation 4.25%/D5W
neomycin-polymyxin 1 MO SULFIT FREE
b gu CLINIMIX E 3 PA

2.75%/D10W SUL
PHYSIOLYTE 3 FREE
f}?}ﬁ?}{gﬁ%ﬁ\l > CLINIMIX E 3 PA

2.75%/D5W SULF
ringer's irrigation 1 MO FREE
MISCELLANEOUS AGENTS dl10 %-0.45 % 1
acamprosate ) MO sodium chloride

0/ 0
ACTONEL ORAL 3 ST; MO; QL d2j % 0;;5 /col !
TABLET 30 MG (30 per 30 sodium chtoride
days) d5 % and 0.9 % 1 MO
ADAGEN ) MO sodium chloride
o o ;

AGRYLIN 3 MO d5 %;—'0.45 % sodium 1 MO

chloride
?;Z’;erg%e oral ! Né?é (()Q(IiJaOsg) dextrose 10 % and 1

g p y 0.2 % nacl

anagrelide ! MO dextrose 10 % in 1 MO
ANTABUSE 3 MO water (d10w)
ARALAST NP 2 MO; LA dextrose 5 % in 1 MO
INTRAVENOUS water (d5w)
RECON SOLN 500 intravenous
MG parenteral solution
AURYXIA 3 MO dextrose 5 %- 1 MO
BUPHENYLORAL 3 MO lactated ringers
POWDER dextrose 5%-0.2 % 1
BUPHENYLORAL 2 MO sod chloride
TABLET dextrose 5%-0.3 % 1
CARBAGLU 2 MO:LA sod.chloride
CARNITOR 3 MO dextr(?se with sodium 1

chloride

meli 1 M

cevimeline O disulfiram ) MO
CHEMET 2 PA; MO etidronate disodium 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
EVOXAC 3 MO RENAGEL 3 MO
EXJADE 2 PA; MO; LA RENVELA ORAL 3 MO
FERRIPROX ORAL 2 PA EXEVI?I;E’F IN
SOLUTION
FERRIPROX ORAL 2 PA; MO %EI;XE% A ORAL 2 MO
TABLET
FOSRENOL 3 MO RILUTEK 2 MO
GLASSIA 3 MO:; LA riluzole ! MO
] risedronate oral 1 MO; QL (30

INCRELEX 2 MO; LA tablet 30 mg per 30 days)
JADENU 2 PA; MO SALAGEN 3 MO
JADENU 3 PA; MO (PILOCARPINE)
SPRINKLE sevelamer carbonate 1 MO
KAYEXALATE 3 MO oral powder in
kionex 1 MO packet
levocarnitine (with 1 MO ioc{zum chloride 0.9 ! MO
sugar) % intravenous

parenteral solution
/ 1 / 1 MO
tle?gfrnl e ora sodium chloride 1 MO

irrigation
LITHOSTAT 3 MO -

sodium 1 MO
midodrine 1 MO pheny]butyrate
NORTHERA 3 PA; MO sodium polystyrene 1 MO
NUTRESTORE 3 MO (sorb free)
ORFADIN ORAL 2 LA sps (with sorbitol) 1 MO
CAPSULE 10 MG, oral
2 MG, 5 MG SYPRINE 2 PA; MO
ORFADIN ORAL 2 MO; LA THIOLA 2 MO
SUSPENSION

VELPHORO 3 MO
pilocarpine hcl oral 1 MO VELTASSA 5 MO
PROLASTIN-C 2 LA .

water for irrigation, 1 MO
RAVICTI 2 MO sterile
RECLAST 3 PA; MO ZEMAIRA 3 MO; LA

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

Tier /Limits Tier /Limits
zoledronic acid- 1 PA; MO PATANASE 3 MO; QL (30.5
mannitol-water per 30 days)
SMOKING DETERRENTS periogard 1 MO
bupropion hcl 1 MO triamcinolone 1 MO
(smoking deter) acetonide dental
CHANTIX 2 MO MISCELLANEOUS OTIC
CHANTIX 7 MO PREPARATIONS
CONTINUING acetasol hc | MO
MONTH BOX acetic acid otic 1 MO
CHANTIX 2 MO i otic d 1
STARTING floxin otic drops
MONTH BOX fluocinolone 1 MO
NICOTROL 3 MO acetonide oil
NICOTROL NS 3 MO hydrgcor?isone- 1 MO
acetic acid
ZYBAN 3 MO ofloxacin otic 1 MO
EAR, NOSE / THROAT OTIC STEROID / ANTIBIOTIC
MEDICATIONS
I EEEEEEEERRRRRRRRRRRRRRRRRRERRERREREEEE,.  CCTPRO HC 3 MO
MISCELLANEOUS AGENTS CIPRODEX 5 MO
ASTEPRO NASAL 3 MO; QL (60
SPRAY ,NON- per 30 days) COLY-MYCIN S > MO
AEROSOL neomycin- 1 MO
azelastine nasal 1 MO; QL (60 polymyxin-he otic
per 30 days) OTOVEL 2 MO
BﬁngOBAN 2 MO ENDOCRINE/DIABETES
N L
— ADRENAL HORMONES
chlorhexidine 1 MO
gluconate mucous ACTHAR H.P. 3 PA; MO
membrane CORTEF 3 MO
ipratropium bromide 1 MO; QL (30 cortisone 1 MO
nasal per 30 days)
DEPO-MEDROL 3 MO
olopatadine nasal 1 MO; QL (30.5
per 30 days) dexamethasone 1 MO

intensol

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
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dexamethasone oral 1 MO prednisolone sodium 1 MO
elixir phosphate oral
dexamethasone oral 1 MO solution 10:mg/5 ml
tablet 15 mg/5 ml (3
mg/ml), 20 mg/5 ml
dexamethasone 1 MO (4 mg/ml), 25 mg/5
sodium phosphate ml (5 mg/ml), 5 mg
injection solution base/5 ml (6.7 mg/5
DEXPAK 13 DAY 3 MO mb)
fudrocortisone 1 MO prednisolone sodium 1 PA; MO
phosphate oral
hydrocortisone oral 1 MO tablet,disintegrating
KENALOG 3 MO prednisone intensol 1 PA; MO
INJECTION
prednisone oral 1 MO
MEDROL 3 PA; MO solution
MEDROL (PAK) 3 MO prednisone oral 1 PA; MO
methylprednisolone 1 MO tablet
acetate prednisone oral 1 MO
methylprednisolone 1 PA; MO tablets,dose pack
oral tablet RAYOS 3 PA; MO
methylprednisolone 1 MO SOLU-CORTEF 3 MO
oral tablets,dose (PF) INJECTION
pack RECON SOLN 100
methylprednisolone 1 MO MG/2 ML, 250
sodium succ MG/2 ML
injection recon soln SOLU-MEDROL 3 MO
125 mg, 40 mg (PF) INJECTION
methylprednisolone 1 MO SOLU-MEDROL 3 MO
sodium succ (PF)
intravenous INTRAVENOUS
MILLIPRED ORAL 3 MO RECON SOLN 500
SOLUTION MG/4 ML
millipred oral tablet 1 PA; MO SOLU-MEDROL 3 MO
INTRAVENOUS
ORAPRED ODT 3 PA; MO RECON SOLN 2
GRAM
veripred 20 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
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ANTITHYROID AGENTS AFREZZA 3
. INHALATION
mztlhm;cézole ojral 1 MO CARTRIDGE
lablet 10 mg, - mg WITH INHALER 12
propylthiouracil 1 MO UNIT, 8 UNIT
TAPAZOLE 3 MO AFREZZA 3 MO
INHALATION
DIABETES THERAPY CARTRIDGE
acarbose oral tablet 1 MO; QL (90 WITH INHALER 4
100 mg per 30 days) UNIT, 4 UNIT (30)/
] 8 UNIT (60), 4
;z;‘arbose oral tablet 1 Moé (?(I; (3?0 UNIT (60)/ 8 UNIT
mg per ou cays (30), 4 UNIT (90)/ 8
acarbose oral tablet 1 MO; QL (180 UNIT (90), 4
50 mg per 30 days) UNIT/8 UNIT/ 12
) UNIT (60), 8 UNIT
ACTOPLUS MET 3 MO; QL (90 (60)/ 12 UNIT (30)
per 30 days)
ACTOPLUS MET 3 MO;QL(0  ALCOHOLPADS 2B MO
XR ORAL per 30 days) ALOGLIPTIN 3 ST;MO; QL
TABLET, ER ORAL TABLET (30 per 30
MULTIPHASE 24 12.5 MG, 25 MG days)
HR 15-1,000 MG ALOGLIPTIN 3 ST; QL (30 per
ACTOPLUS MET 3 MO; QL (30 ORAL TABLET 30 days)
XR ORAL per 30 days) 6.25 MG
TABLET, ER ALOGLIPTIN- 3 ST;MO; QL
MULTIPHASE 24 METFORMIN (60 per 30
HR 30-1,000 MG P
days)
ACTOS > MO; (()chf G0 ALOGLIPTIN- 3 QL (30 per 30
per 30 days) PIOGLITAZONE days)
ADLYXIN 3 PA; MO; QL ORAL TABLET
SUBCUTANEOUS (6 per 180 12.5-15 MG, 12.5-
PEN INJECTOR 10 days) 30 MG, 12.5-45
MCG/0.2 ML- 20 MG, 25-45 MG
MCG/0.2 ML ALOGLIPTIN- 3 MO; QL (30
ADLYXIN 3 PA; MO; QL PIOGLITAZONE per 30 days)
SUBCUTANEOUS (6 per 30 days)  ORAL TABLET 25-
PEN INJECTOR 20 15 MG, 25-30 MG
MCG/0.2 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 www.Express-Scripts.com.

70



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
AMARYL ORAL 3 MO; QL (240 FORTAMET ORAL 3 MO; QL (75
TABLET 1 MG per 30 days) TABLET per 30 days)
AMARYL ORAL 3 MO; QL (120 EEEEESDEE]; R
TABLET 2 MG per 30 days) 1.000 MG
AMARYL ORAL 3 MO; QL (60
TABLET 4 MG per 3 (? dagfs) FORTAMET ORAL 3 MO; QL (150
TABLET per 30 days)
APIDRA 3 ST; MO EXTENDED
APIDRA 3 ST;MO RELEASE 24HR
SOLOSTAR >00 MG
AVANDIA ORAL 3 MO; QL (60 SAUZE PADS 2 X 2 MO
TABLET 2 MG, 4 per 30 days)
MG glimepiride oral 1 MO; QL (240
BASAGLAR 3 MO tablet 1 mg per 30 days)
KWIKPEN glimepiride oral 1 MO; QL (120
BYDUREON 2 PA: MO: QL tablet 2 mg per 30 days)
(4 per 28 days)  glimepiride oral 1 MO; QL (60
BYETTA 2 PA: MO: QL tablet 4 mg per 30 days)
SUBCUTANEOUS (2.4 per 30 glipizide oral tablet 1 MO; QL (120
PEN INJECTOR 10 days) 10 mg per 30 days)
ﬁggﬁgg(ji& glipizide oral tablet | MO; QL (240
i 5Smg per 30 days)
BYETTA 2 PA; MO; QL ..
SUBCUTANEOUS (1.2 per 3 (()2 glipizide oral tablet 1 MO; QL (60
PEN INJECTOR 5 da.ys) extended release per 30 days)
MCG/DOSE (250 24hr 10 mg
MCG/ML) 1.2 ML glipizide oral tablet 1 MO; QL (240
CYCLOSET 3 MO:; QL (180 extended release per 30 days)
per 30 days) 24hr 2.5 mg
. glipizide oral tablet 1 MO; QL (120
DUETACT 3 Né?é (()Q(Ifa(i()) extended release per 30 days)
P Y 24hr 5 mg
FARXIGA ORAL 2 MO; QL (30 .. .
TABLET 10 MG per 3 (()2 dagls) glipizide-metformin 1 MO; QL (240
oral tablet 2.5-250 per 30 days)
FARXIGA ORAL 2 MO; QL (60 mg
TABLET 5 MG per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
glipizide-metformin 1 MO; QL (120 GLUCOTROL XL 3 MO; QL (60
oral tablet 2.5-500 per 30 days) ORAL TABLET per 30 days)
mg, 5-500 mg EXTENDED
GLUCAGEN 2 Mo P PASE 24HR 10
HYPOKIT
GLUCAGON ) MO GLUCOTROL XL 3 MO; QL (240
ORAL TABLET per 30 days)
EMERGENCY KIT
(HUMAN) EXTENDED
RELEASE 24HR
GLUCOPHAGE 3 MO; QL (75 2.5 MG
lof){(‘f(‘)Ll\}éBLET per 30 days) GLUCOTROL XL 3 MO; QL (120
’ ORAL TABLET per 30 days)
GLUCOPHAGE 3 MO; QL (150 EXTENDED
ORAL TABLET per 30 days) RELEASE 24HR 5
500 MG MG
GLUCOPHAGE 3 MO; QL (90 GLUMETZA ORAL 3 MO; QL (60
ORAL TABLET per 30 days) TABLET,ER per 30 days)
850 MG GAST.RETENTION
GLUCOPHAGEXR 3  MO;QL(120 24HR1.000 MG
ORAL TABLET per 30 days) GLUMETZA ORAL 3 MO; QL (120
EXTENDED TABLET,ER per 30 days)
RELEASE 24 HR GAST.RETENTION
500 MG 24 HR 500 MG
GLUCOPHAGE XR 3 MO; QL (75 GLYSET ORAL 3 MO; QL (90
ORAL TABLET per 30 days) TABLET 100 MG per 30 days)
EEEEESDEEZ R GLYSET ORAL 3 MO; QL (360
750 MG TABLET 25 MG per 30 days)
GLUCOTROL 3 MO; QL (120 (T}E;Eg ?&GI& . MO; (?c]f (1330
ORAL TABLET 10 per 30 days) per ST days
MG GLYXAMBI 3 ST; MO; QL
GLUCOTROL 3 MO; QL (240 (0 per 30
ORAL TABLET 5 per 30 days) ays
MG HUMALOG 2 MO
HUMALOG 2 MO
KWIKPEN
HUMALOG MIX 2 MO
50-50

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
HUMALOG MIX 2 MO INVOKAMET XR 2 MO; QL (60
50-50 KWIKPEN ORAL TABLET, IR per 30 days)
- ER, BIPHASIC
17{5[{ é\/SIALOG MIX 2 MO 24HR 150-1,000
MG, 150-500 MG,
HUMALOG MIX 2 MO 50-1,000 MG
75-25 KWIKPEN INVOKAMET XR 2 MO; QL (120
HUMULIN 70/30 2 MO ORAL TABLET, IR per 30 days)
HUMULIN 70/30 2 MO éfﬁﬁ%’?&s&
KWIKPEN -
INVOKANA ORAL 2 MO; QL (90
HUMULIN N 2 MO ’
TABLET 100 MG per 30 days)
HUMULIN N 2 MO
KWIKPEN INVOKANA ORAL 2 MO; QL (30
TABLET 300 MG per 30 days)
HUMULIN R U-100 2 M
UMU v © JANUMET 2 MO; QL (60
HUMULIN R U-500 2 MO per 30 days)
CONC) KWIKPEN
( ) JANUMET XR 2 MO; QL (30
HUMULIN R U-500 2 MO ORAL TABLET, per 30 days)
(CONCENTRATED ER MULTIPHASE
) 24 HR 100-1,000
INSULIN PEN 2 MO MG, 50-500 MG
NEEDLE JANUMET XR 2 MO; QL (60
INSULIN 9 MO ORAL TABLET, per 30 days)
SYRINGE (DISP) ER MULTIPHASE
U-100 0.3 ML, 1 24 HR 50-1,000 MG
ML, 1/2 ML JANUVIA 2 MO; QL (30
INVOKAMET 2 MO; QL (60 per 30 days)
ORAL TABLET per 30 days) JARDIANCE 2 MO; QL (30
150-1,000 MG, 150- per 30 days)
500 MG, 50-1,000
MG ’ ’ JENTADUETO 3 ST; MO; QL
(60 per 30
INVOKAMET 2 MO; QL (120 days)
ORAL TABLET 50- 30d
500 MG per 30 days) JENTADUETOXR 3  ST;MO; QL
ORAL TABLET, IR (60 per 30
- ER, BIPHASIC days)

24HR 2.5-1,000 MG

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

JENTADUETO XR 3 ST; MO; QL metformin oral 1 MO; QL (75

ORAL TABLET, IR (30 per 30 tablet extended per 30 days)

- ER, BIPHASIC days) release (osm) 24 hr

24HR 5-1,000 MG 1,000 mg

KAZANO 3 ST; MO; QL metformin oral 1 MO; QL (150
(60 per 30 tablet extended per 30 days)
days) release (osm) 24 hr

KOMBIGLYZE XR 2 MO; QL (60 500 mg

ORAL TABLET, per 30 days) metformin oral 1 MO; QL (60

ER MULTIPHASE tablet,er per 30 days)

24 HR 2.5-1,000 gast.retention 24 hr

MG 1,000 mg

KOMBIGLYZE XR 2 MO; QL (30 metformin oral | MO; QL (120

ORAL TABLET, per 30 days) tablet,er per 30 days)

ER MULTIPHASE gast.retention 24 hr

24 HR 5-1,000 MG, 500 mg

>-300 MG miglitol oral tablet 1 MO; QL (90

LANTUS 2 MO 100 mg per 30 days)

LANTUS 2 MO miglitol oral tablet 1 MO; QL (360

SOLOSTAR 25 mg per 30 days)

LEVEMIR 2 MO miglitol oral tablet 1 MO; QL (180

LEVEMIR 2 MO S0 mg per 30 days)

FLEXTOUCH nateglinide oral 1 MO; QL (90

metformin oral 1 MO; QL (75 tablet 120 mg per 30 days)

tablet 1,000 mg per 30 days) nateglinide oral 1 MO; QL (180

metformin oral 1 MO; QL (150 tablet 60 mg per 30 days)

tablet 500 mg per 30 days) NEEDLES, 2 MO

metformin oral 1 MO; QL (90 g\llggLSIEFETY

tablet 850 mg per 30 days) °

metformin oral 1 MO; QL (120 NESINA . 831;); MO;(?L

tablet extended per 30 days) El ;;er

release 24 hr 500 mg ays

metformin oral 1 MO; QL (75 NOVOFINE 32 2 MO

tablet extended per 30 days) NOVOLIN 70/30 3 ST; MO

release 24 hr 750 mg NOVOLIN N 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
NOVOLIN R 3 ST; MO repaglinide oral 1 MO; QL (480
NOVOLOG 3 ST: MO tablet 1 mg per 30 days)
NOVOLOG 3 ST: MO :elg;z(g;l;nzde oral 1 MO; (())(114 (240
FLEXPEN abtet < mg per 30 days)
NOVOLOG MIX 3 ST;MO repaglinide- L MO:QLS0
70-30 metformin per 30 days)
NOVOLOG MIX 3 ST;MO RIOMET 2 (765
70-30 FLEXPEN per 30 days)
NOVOLOG 3 ST: MO SOLIQUA 100/33 3 MoésQ(I; (15
PENFILL per 25 days)
i STARLIX ORAL 3 MO; QL (90

ONGLYZA 2 MO; QL (30 TABLET 120 MG per 30 days)

per 30 days)

i STARLIX ORAL 3 MO; QL (180

OSENI & MO; QL 30 TABLET 60 MG per 30 days)

per 30 days)
pioglitazone 1 MO: QL (30 SYMLINPEN 120 2 PA; MO; QL

per 30 days) (10.8 per 30

days)

pustiee 1 MOQLGY  Gineew 2 avoan
ghmep P Y (6 per 30 days)
fﬁ’;gggﬁ%‘,’q’“e 1 1\:[3?3 (?(I;a(zg) SYNJARDY ORAL 2 MO; QL (60

p y TABLET 12.5-1,000 per 30 days)
PRANDIN ORAL 3 MO;QL(480 MG, 12.5-500 MG,
TABLET 1 MG per 30 days) 5-1,000 MG
PRANDIN ORAL 3 MO; QL (240 SYNJARDY ORAL 2 MO; QL (120
TABLET 2 MG per 30 days) TABLET 5-500 MG per 30 days)
PRECOSE ORAL 3 MO; QL (90 TANZEUM 3 PA; MO; QL
TABLET 100 MG per 30 days) (4 per 28 days)
PRECOSE ORAL 3 MO; QL (360 tolazamide oral 1 MO; QL (120
TABLET 25 MG per 30 days) tablet 250 mg per 30 days)
PRECOSE ORAL 3 MO; QL (180 tolazamide oral 1 MO; QL (60
TABLET 50 MG per 30 days) tablet 500 mg per 30 days)
PROGLYCEM 2 MO tolbutamide 1 MO; QL (180
repaglinide oral 1 MO; QL (960 per 30 days)
tablet 0.5 mg per 30 days) TOUJEO 2 MO

SOLOSTAR

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TRADJENTA 3 ST; MO; QL ANDROGEL 2 PA; MO
(30 per 30 TRANSDERMAL
days) GEL IN
TRESIBA ) MO METERED-DOSE
FLEXTOUCH U- PUMP 20.25
100 MG/1.25 GRAM
(1.62 %)
;II}}IEE)S({FBOAUCH U- 2 MO ANDROGEL 3 PA; MO
200 TRANSDERMAL
GEL IN PACKET 1
TRULICITY 3 PA; MO; QL % (25
(2 per 28 days)  MG/2.5GRAM), 1
% (50 MG/5
VGO 20 2 M
© GRAM)
VGO 30 2 MO
ANDROGEL 2 PA; MO
VGO 40 2 MO TRANSDERMAL
VICTOZA 3-PAK 2 pa;MO;QL  UELINPACKET
(9 per 30 days) 1.62 % (20.25
MG/1.25 GRAM),
XIGDUO XR 2 MO; QL (30 1.62 % (40.5
ORAL TABLET, IR per 30 days) MG/2.5 GRAM)
- ER, BIPHASIC
24HR 10-1,000 MG ANDROID S 10
XIGDUO XR 2 MO; QL (60 AVEED 3 MoLA
ORAL TABLET, IR per 30 days) AXIRON 3 PA; MO
- ER, BIPHASIC )
24HR 10-500 MG cabergoline 1 MO
5-1,000 MG, 5-500 calcitonin (salmon) 1 MO
MG calcitriol 1 MO
XULTOPHY 3 MO; QL (15 intravenous solution
100/3.6 per 30 days) 1 mecg/ml
MISCELLANEOUS HORMONES calcitriol oral 1 MO
ALDURAZYME 2 MO CERDELGA 2 MO
ANADROL-50 2 PA; MO CEREZYME 2 MO
] INTRAVENOUS
ANDRODERM 2 PA; MO RECON SOLN 400
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 www.Express-Scripts.com.

76



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CHORIONIC 3 PA; MO METHITEST 3 MO
GONADOTROPIN,
HUMAN methyltestosterone 1 MO
oral capsule
danazol - 10 MIACALCIN 3 MO
DDAVP 3 MO INJECTION
DEPO- 3 MO MYALEPT 2 PA; MO; LA
TESTOSTERONE NAGLAZYME 2 MO;LA
desmopressin . NATPARA 2 PA;MO;LA
injection
. NOVAREL 3 PA; MO
desmopressin nasal 1
solution oxandrolone 1 PA; MO
desmopressin nasal 1 MO pamidronate 1 MO
spray,non-aerosol intravenous solution
desmopressin oral 1 MO paricalcitol 1
doxercalciferol 1 Infravenous
intravenous paricalcitol oral 1 MO
doxercalciferol oral 1 MO PREGNYL 3 PA; MO
ELAPRASE 2 MO RAYALDEE 3 MO
ELELYSO 3 MO ROCALTROL 3 MO
FABRAZYME 2 MO SAMSCA 2 PA; MO
INTRAVENOUS
RECON SOLN 35 SENSIPAR 2 MO
MG SOMAVERT 2 MO
FORTESTA 3 PA; MO STIMATE 2 MO
HECTOROL 3 MO STRENSIQ 2 MO; LA
INTRAVENOUS STRIANT 3 PA;MO
SOLUTION 4
MCG/2 ML SYNAREL 2 MO
HECTOROL ORAL 3 MO TESTIM 3 PA; MO
KANUMA 2 MO testosterone 1 MO
cypionate
KORLYM 3 MO
testosterone 1 MO
KUVAN 2 MO enanthate
LUMIZYME 2 MO

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

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

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

TESTOSTERONE 3 PA; MO CYTOMEL 3 MO
éléﬁl}lNSDERMAL LEVOTHYROXINE 3 MO
PUMP 10 MG/0.5 MCG
GRAM
/ACTUATION levothyroxine oral 1 MO
testosterone 1 PA; MO levoxyl oral tablet 1 MO
transdermal gel in 100 mcg, 112 mcg,
metered-dose pump 125 meg, 137 mcg,
12.5 mg/ 1.25 gram 150 meg, 175 mcg,
(1 %) 200 mcg, 25 mcg, 50
testosterone 1 PA; MO meg, 75 meg, 88 meg
transdermal gel in liothyronine 1 MO
packet SYNTHROID 3 MO
TESTRED S MO THYROLAR-1 3 MO
VOGELXO 3 PA; MO i
TRANSDERMAL THYROLAR-1/2 3 MO
GEL IN THYROLAR-1/4 3 MO
METERED-DOSE THYROLAR-2 3 MO
PUMP

THYROLAR-3 3 MO
VOGELXO 3 PA; MO
TRANSDERMAL TIROSINT 3 MO
GEL IN PACKET TRIOSTAT 3 MO
VPRIV 3 MO unithroid oral tablet 1 MO
ZAVESCA 2 MO;LA 100 mcg, 112 mcg,

125 mcg, 150 mcg,
ZEMPLAR 3 MO 175 meg, 200 meg,
INTRAVENOUS 25 mcg, 300 mcg, 50
ZEMPLAR ORAL 3 MO mcg, 75 mcg, 88 mcg
CAPSULE 1 MCG
2 MCG ’ GASTROENTEROLOGY
zoledronic acid 1 PA; MO ANTIDIARRHEALS /
intravenous solution ANTISPASMODICS
7ZOMETA 3 PA; MO atropine injection 1

syringe 0.05 mg/ml
THYROID HORMONES

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
BENTYL 3 MO ANUSOL-HC 3 MO
INTRAMUSCULA TOPICAL CREAM
R WITH PERINEAL
BENTYL ORAL 3 MO APPLICATOR
CAPSULE ANZEMET ORAL 3 PA; MO
CUVPOSA 3 MO aprepitant 1 PA; MO
dicyclomine 1 APRISO 3 MO
intramuscular ASACOL HD > MO
dicyclomine oral 1 MO AZULFIDINE 3 MO
capsule
dicyclomine oral 1 MO AZULFIDINE EN- 3 MO
) TABS

solution
dicyclomine oral 1 MO balsalazide ! MO
tablet budesonide oral 1 MO
diphenoxylate- 1 MO CANASA 3 MO
atropine CESAMET 3 PA;MO
glycopyrrolate 1 MO CHENODAL 2 PA: LA
injection ’

CHOLBAM ORAL 2 PA; MO
glycopyrrolate oral 1 MO CAPSULE 250 MG
LOMOTIL > Mo CHOLBAM ORAL 2 PA:MO; QL
loperamide oral 1 MO CAPSULE 50 MG (120 per 30
capsule days)
methscopolamine 1 MO CIMZIA 3 PA; MO
MYTESI 3 MO CIMZIA POWDER 3 PA; MO
ROBINUL FORTE 3 MO FOR RECONST
ROBINUL ORAL 3 MO COLAZAL . MO

/ t 1 MO

MISCELLANEOUS cotocor
GASTROINTESTINAL AGENTS COLYTE WITH 3 ST;MO

FLAVOR PACKS
ACTIGALL 3 MO ORAL RECON
alosetron 1 MO SOLN 240-2272-

6.72 -5.84 GRAM
ALOXI 2 MO

compro 1 MO
AMITIZA 2 MO

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

constulose 1 MO GIAZO 3 MO

CORTIFOAM 2 MO GOLYTELY 3 ST; MO

CREON 2 MO granisetron (pf) 1 MO
intravenous solution

cromolyn oral 1 MO 100 meg/ml

CYSTADANE 2 MO granisetron hcl 1 MO

DELZICOL ORAL 2 MO intravenous

]C)%I}:S}{JEI;JE (WITH granisetron hcl oral 1 PA; MO

TABLETYS) hydrocortisone 1 MO

DIPENTUM 3 MO rectal

dronabinol 1 PA; MO INFLECTRA 2 PA; MO

EMEND 7 MO KRISTALOSE 3 MO

INTRAVENOUS lactulose oral 1 MO

EMEND ORAL 3 PA: MO Sollutzon 10 gram/15

CAPSULE m

EMEND ORAL 3 PA;MO LIALDA S VO

CAPSULE,DOSE LINZESS 2 MO

PACK LOTRONEX 3 MO

EMEND ORAL 2 PA ]

SUSPENSION FOR MARINOL 3 PA; MO

RECONSTITUTIO meclizine oral tablet 1 MO

N 12.5 mg, 25 mg

ENTOCORT EC 3 MO MESALAMINE 3 MO
ORAL

enulose ! MO TABLET,DELAYE

GASTROCROM 3 MO D RELEASE

GATTEX 30-VIAL 3 MO (DR/EC) 800 MG

gavilyte-c ) MO mesala'mme .wn‘h 1 MO
cleansing wipe

gavilyte-g ! MO metoclopramide hcl 1 MO

gavilyte-h and 1 MO injection solution

bisacodyl metoclopramide hcl 1 MO

gavilyte-n 1 MO oral

generlac 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
MICORT-HC 3 ST; MO peg 3350- 1 MO
TOPICAL CREAM electrolytes oral
WITH PERINEAL recon soln 236-
APPLICATOR 2.5 22.74-6.74 -5.86
% gram
MOVANTIK 2 MO peg-electrolyte soln 1
MOVIPREP 3 MO PENTASA 2 MO
NULYTELY WITH 3 ST; MO PERTZYE ORAL 3 ST; MO
FLAVOR PACKS CAPSULE,DELAY
MO T A- ED
OCALIVA 2 1())?’ (1;%0’61;?(’) RELEASE(DR/EC)
days) P 16,000-57,500-
Y 60,500 UNIT, 8,000-
ondansetron 1 PA; MO 28,750- 30,250
ondansetron hcl (pf) 1 MO UNIT
ondansetron hcl oral 1 PA; MO PERTZYE ORAL 3 ST
. CAPSULE,DELAY
solution ED
ondansetron hcl oral 1 PA RELEASE(DR/EC)
tablet 24 mg 4,000-14,375-
ondansetron hcl oral 1 PA; MO 15,125 UNIT
tablet 4 mg, 8 mg polyethylene glycol 1 MO
OSMOPREP 3 MO 3350 oral powder
PANCREAZE 3 ST; MO PREPOPIK 3 ST,MO
ORAL prochlorperazine 1 MO
CAPSULE,DELAY
ED ’ prochlorperazine 1 MO
RELEASE(DR/EC) edisy.late injection
solution 10 mg/2 ml
10,500-35,500- S mo/ml
61,500 UNIT, (3 mg/ml)
16,800-56,800- prochlorperazine 1 MO
98,400 UNIT, 2,600- maleate oral
6,200- 10,850 UNIT,
21,000-54.700- procto-med hc 1 MO
83,900 UNIT, 4,200- procto-pak 1 MO
14,200- 24,600 .
UNIT proctosol he topical 1 MO
proctozone-hc 1 MO

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

81



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

RECTIV 2 MO ZOFRAN (AS 3 PA; MO
HYDROCHLORID

REGLAN ORAL 3 MO E) ORAL

RELISTOR ORAL 3 ST; MO ZOFRAN ODT 3 PA; MO

RELISTOR 3 ST; MO ]

SUBCUTANEOUS ZUPLENZ 3 PA; MO

SOLUTION ULCER THERAPY

RELISTOR 3 ST; MO ACIPHEX 3 MO

SUBCUTANEOUS

SYRINGE ACIPHEX 3 MO; QL (30
SPRINKLE per 30 days)

REMICADE 2 PA; M

¢ ; MO amoxicil- 1 MO; QL (112

SANCUSO 2 MO clarithromy- per 30 days)

SFROWASA 3 MO lansopraz

SUCRAID > MO CARAFATE 3 MO

sulfasalazine 1 MO cimetidine 1 MO

SUPREP BOWEL 2 MO cimetidine hcl oral | MO

PREP KIT CYTOTEC 3 MO

SYNDROS 3 PA DEXILANT ORAL 3 MO; QL (30

TRANSDERM.- 3 MO CAPSULE,BIPHAS per 30 days)

SCOP E DELAYED
RELEAS 30 MG

trilyte with flavor 1 MO

packets DEXILANT ORAL 3 MO
CAPSULE,BIPHAS

TRULANCE 3 MO E DELAYED

UCERIS ORAL 2 MO RELEAS 60 MG

UCERIS RECTAL 3 MO esomeprazole 1 MO; QL (30
magnesium oral per 30 days)

URSO 250 3 MO capsule,delayed

URSO FORTE 3 MO release(dr/ec) 20 mg

ursodiol 1 MO esomeprazole 1 MO
magnesium oral

VARUBI 2 PA; MO capsule,delayed

VIBERZI o) MO release(dr/ec) 40 mg

VIOKACE 2 MO esomeprazole 1
sodium

ZENPEP 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
famotidine (pf) 1 MO NEXIUM PACKET 2 MO
. ORAL GRANULES
é?snoi_ootgjlme (pf)-nacl 1 MO DR FOR SUSP IN
PACKET 40 MG
g ! C e nizatidine I Mo
famotidine oral 1 MO omeprazole oral 1 MO; QL (30
tablet 20 mg, 40 mg capsule,delayed per 30 days)
’ release(dr/ec) 10
lansoprazole oral 1 MO; QL (30 mg, 20 mg
iZZ s;;l;j:/lgc);e;l.s mg per 30 days) omeprazole oral 1 MO
capsule,delayed
lansoprazole oral 1 MO release(dr/ec) 40 mg
igi Zil:gf/lgéego " omeprazole-sodium | MO; QL (30
g bicarbonate oral per 30 days)
misoprostol 1 MO capsule 20-1.1 mg-
NEXIUM IV 3 MO gram
INTRAVENOUS omeprazole-sodium | MO
RECON SOLN 40 bicarbonate oral
MG capsule 40-1.1 mg-
NEXIUM ORAL 3 MO:; QL (30 gram
CAPSULE,.DELAY per 30 days) omeprazole-sodium 1 MO; QL (30
ED bicarbonate oral per 30 days)
RELEASE(DR/EC) packet 20-1,680 mg
20 MG omeprazole-sodium 1 MO
NEXIUM ORAL 3 MO bicarbonate oral
CAPSULE,.DELAY packet 40-1,680 mg
ED
RELEASE(DR/EC) pantop razole . MO
40 MG intravenous
NEXIUM PACKET 2 MO; QL (30 f"l’fltotp;“lmle doml 1 MO; (()chf (30
ORAL GRANULES per 30 days) 4 ; ehae ;ﬁe 2 per 30 days)
DR FOR SUSP IN release (dr/ec)
PACKET 10 MG, s
2.5 MG, 20 MG, 5 pantoprazole oral 1 MO
MG tablet,delayed
release (dr/ec) 40
mg
PEPCID 3 MO

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

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

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
PREVACID ORAL 3 MO; QL (30 PROTONIX ORAL 3 MO
CAPSULE,DELAY per 30 days) TABLET,DELAYE
ED D RELEASE
RELEASE(DR/EC) (DR/EC) 40 MG
15 MG PYLERA 2 MO
PREVACID ORAL 3 MO rabeprazole ) MO
CAPSULE,DELAY P
ED ranitidine hcl 1 MO
RELEASE(DR/EC) injection solution 50
30 MG mg/2 ml (25 mg/ml)
PREVACID 3 MO; QL (30 ranitidine hcl oral 1 MO
SOLUTAB ORAL per 30 days) capsule
TABLET,DISINTE o
GRAT, DELAY :a,’j;tldme hcl oral 1 MO
REL 15 MG TP
rREACD 3 o rmiine ot
SOLUTAB ORAL " ’
TABLET,DISINTE g
GRAT, DELAY sucralfate oral tablet 1 MO
REL 30 MG ZANTAC 3 MO
PREVPAC 3 MO; QL (112 INJECTION
per 30 days) SOLUTION 25
PRILOSEC ORAL 3 MO MG/ML
SUSP.DELAYED ZANTAC ORAL 3 MO
RELEASE FOR TABLET
RECON ZEGERID ORAL 3 MO;QL (30
PROTONIX 3 MO CAPSULE 20-1.1 per 30 days)
INTRAVENOUS MG-GRAM
PROTONIX ORAL 3 MO ZEGERID ORAL 3 MO
GRANULES DR CAPSULE 40-1.1
FOR SUSP IN MG-GRAM
PACKET ZEGERID ORAL 3 MO;QL (30
PROTONIX ORAL 3 MO:; QL (30 PACKET 20-1,680 per 30 days)
TABLET,DELAYE per 30 days) MG
D RELEASE ZEGERID ORAL 3 MO
(DR/EC) 20 MG PACKET 40-1,680
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Requirements
Tier /Limits /Limits
IMMUNOLOGY, VACCINES / EGRIFTA PA; MO
SUBCUTANEOUS
BIOTECHNOLOGY RECON SOLN 1
BIOTECHNOLOGY DRUGS MG
ACTIMMUNE 2 PA; MO EPOGEN PA; MO
ARANESP (IN 3 PA; MO INJECTION
SOLUTION 2,000
POLYSORBATE)
UNIT/ML, 20,000
INJECTION
UNIT/2 ML, 20,000
SOLUTION 100
UNIT/ML, 3,000
MCG/ML, 200
UNIT/ML, 4,000
MCG/ML, 25 UNIT/ML
MCG/ML, 300
MCG/ML, 40 EXTAVIA PA; MO; QL
MCG/ML, 60 SUBCUTANEOUS (15 per 28
MCG/ML KIT days)
ARANESP (IN 3 PA GENOTROPIN PA; MO
POLYSORBATE) GENOTROPIN PA; MO
INJECTION MINIQUICK
SOLUTION 150
MCG/0.75 ML GRANIX PA; MO
ARANESP (IN 3 PA; MO HUMATROPE PA; MO
POLYSORBATE) ILARIS (PF) PA; MO; LA
INJECTION SUBCUTANEOUS
SYRINGE RECON SOLN
ARCALYST 2 PA; MO INTRON A PA: MO
AVONEX (WITH 2 PA; MO; QL INJECTION
ALBUMIN) (4 per 28 days) ~ RECON SOLN
AVONEX 2 PA; MO; QL INTRON A PA; MO
INTRAMUSCULA (4 per 28 days)  INJECTION
R PEN INJECTOR SOLUTION 6
KIT MILLION
AVONEX 2 PA; MO; QL UNIT/ML
INTRAMUSCULA (4 per 28 days) ~ LEUKINE MO
R SYRINGE KIT INJECTION
BETASERON 2 PA; MO; QL RECON SOLN
SUBCUTANEOUS (15 per 28
KIT days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
MIRCERA 3 PA; MO PLEGRIDY 2 PA; MO; QL
INJECTION SUBCUTANEOUS (1 per 28 days)
SYRINGE 100 SYRINGE 125
MCG/0.3 ML, 50 MCG/0.5 ML
ﬁggﬁgg mi s PLEGRIDY 2 PA;MO;QL
: SUBCUTANEOUS (1 per 180
MOZOBIL 2 MO SYRINGE 63 days)
NEULASTA 2 PA;MO ﬁggﬁgz ﬁi 4
SUBCUTANEOUS :
SYRINGE PROCRIT 2 PA; MO
_ INJECTION
NEUPOGEN 2 PA; MO SOLUTION 10,000
NORDITROPIN 2 PA; MO UNIT/ML, 2,000
FLEXPRO UNIT/ML, 20,000
NUTROPIN AQ 3 PA;MO UNIT/ML, 3,000
NUSPIN UNIT/ML, 4,000
UNIT/ML, 40,000
OMNITROPE 2 PA; MO UNIT/ML
PEGASYS 2 MO; QL (2 per  PROLEUKIN 2 PA; MO
PROCLICK 2
OCLIC 8 days) REBIF (WITH 2 PA;MO; QL
PEGASYS 2 MO; QL (4 per ~ ALBUMIN) (6 per 28 days)
SUBCUTANEOUS 28 d
SOLUTION ays) REBIF REBIDOSE 2 PA;MO; QL
SUBCUTANEOUS (6 per 28 days)
PEGASYS 2 MO; QL (2 per  PEN INJECTOR 22
SUBCUTANEOUS 28 days) MCG/0.5 ML, 44
SYRINGE MCG/0.5 ML
PLEGRIDY 2 PA; MO; QL REBIF REBIDOSE 2 PA; MO; QL
SUBCUTANEOUS (1 per 28 days) ~ SUBCUTANEOUS (4.2 per 180
PEN INJECTOR PEN INJECTOR days)
125 MCG/0.5 ML 8.8MCG/0.2ML-22
PLEGRIDY 2 PA;MO;QL  MCG/OSML (6)
SUBCUTANEOUS (1 per 180 REBIF TITRATION 2 PA; MO; QL
PEN INJECTOR 63 days) PACK (4.2 per 180
MCG/0.5 ML- 94 days)
MCG/0.5 ML SAIZEN 3 PA; MO
SAIZEN 3 PA; MO
CLICK.EASY

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SEROSTIM 3 PA:MO ENGERIX-B 2 PA:MO
SUBCUTANEOUS PEDIATRIC (PF)
RECON SOLN 4 :
MG, 5 MG, 6 MG FDIEEBOGAMMA 3 PA:MO
SYLATRON 2 MO INTRAVENOUS
ZARXIO 2 PA:MO SOLUTION 10 %
ZOMACTON 3 PA:MO fomepizole 1 MO
ZORBIIVE P 0 GAMASTAN S/D 2 MO
VACCINES / MISCELLANEOUS Sg%%AGARD S ©4; MO
IMMUNOLOGICALS
GAMMAGARD S- 3 PA;MO
ACTHIB (PF) 2 MO D (IGA <1
ADACEL(TDAP 2 MO MCG/ML)
ADOLESN/ADULT GAMMAKED B 0
)(PF) INJECTION
INTRAMUSCULA SOLUTION 1
R SUSPENSION GRAM/10 ML (10
ATGAM 3 PA %)
BCG VACCINE, > MO GAMMAPLEX 3 PA:MO
LIVE (PF) GAMMAPLEX 3 PA:MO
BEXSERO 2 MO (WITH SORBITOL)
BIVIGAM 3 PA:MO GAMUNEX-C 3 PA:MO
INJECTION
BOOSTRIX TDAP 2 MO SOLUTION 1
BOTOX 2 PA:MO GRAM/10 ML (10
0
CARIMUNE NF 3 PA:MO o)
NANOFILTERED GARDASIL 9 (PF) 2 MO
INTRAVENOUS ,
RECON SOLN & GRASTEK 2 PA:MO
GRAM HAVRIX (PF) 2 MO
DAPTACEL (DTAP 2 MO INTRAMUSCULA
PEDIATRIC) (PF R SUSPENSION
) (PF) 1,440 ELISA
DYSPORT 3 PA:MO UNIT/ML
ENGERIX-B (PF) 2 PA:MO
INTRAMUSCULA
R SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
HAVRIX (PF) 2 ORALAIR 3 PA;MO
INTRAMUSCULA SUBLINGUAL
R SYRINGE 720 TABLET 300 INDX
ELISA UNIT/0.5 REACTIVITY
ML PEDIARIX (PF) 2 MO
HIBERIX (PF) S MO PEDVAXHIB (PF) 2 MO
(}ngRRAB S/D S PRIVIGEN 2 PA;MO
IMOGAM RABIES- 2 MO PROQUAD (PF) S MO
HT (PF) QUADRACEL (PF) 2
IMOVAX RABIES 2 MO RABAVERT (PF) 2 MO
VACCINE (PF) RAGWITEK 2 MO
glf)ANRIX (DTAP) B2 MO RECOMBIVAXHB 2 PA; MO
(PF)
{{NST[I}SAP“]’E[ESICO[{\ILA INTRAMUSCULA
R SUSPENSION 10
IPOL 2 MO MCG/ML, 40
IXIARO (PF) 2 MO MCG/ML
KINRIX (°F) 5 g)]%()jOMBIVAX HB 2  PA;MO
g;l}s‘}l\gggfo%A INTRAMUSCULA
R SYRINGE 10
KINRIX (PF) 2 MO MCG/ML
INTRAMUSCULA
et 5)1;():0MBIVAX HB 2 PA
MENACTRA (PF) 2 MO INTRAMUSCULA
INTRAMUSCULA R SYRINGE 5
R SOLUTION MCG/0.5 ML
MENOMUNE - 2 MO ROTARIX 2
A/C/Y/W-135 (PF) ROTATEQ -
MENVEO A-C-Y- 2 MO VACCINE
W-135-DIP (PF) TENIVAC (PF) 2 MO
M-M-R I (PF) 2 MO INTRAMUSCULA
OCTAGAM 3 PA;MO R SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TETANUS,DIPHTH 2 MO GOUT THERAPY
IIEII;[I)A(PF;?X allopurinol 1 MO
TETANUS- ) MO allopurinol sodium 1
DIPHTHERIA aloprim |
TOXOIDS-TD COLCHICINE 3 ST; MO
I"l\“IHYMOGLOBULI 3 PA COLCRYS 3 ST: MO
TRUMENBA 2 MO MITIGARE 2 MO
TWINRIX (PF) ) MO probenecid 1 MO
INTRAMUSCULA probenecid- 1 MO
R SUSPENSION colchicine
TYPHIM VI 2 ULORIC 2 ST; MO
INTRAMUSCULA
ZURAMPI M
R SOLUTION v ¢ 3 ©
TYPHIM VI 2 MO ZYLOPRIM 3 MO
INTRAMUSCULA OSTEOPOROSIS THERAPY
R SYRINGE ACTONEL ORAL 3 ST;MO; QL
VAQTA (PF) 2 MO TABLET 150 MG (1 per 30 days)
gg?ﬁ%ggwm ACTONEL ORAL 3 ST:MO; QL
TABLET 35 MG (4 per 28 days)
VARIVAX (PF) 23 MO ACTONEL ORAL 3 ST:MO; QL
VARIZIG 2 MO TABLET 5 MG (30 per 30
INTRAMUSCULA days)
R SOLUTION alendronate oral 1 MO; QL (1286
XEOMIN 3 PA; MO solution per 30 days)
RIN};{FII;CAS/II\[IJ SS(():EIIIJ?O alendronate oral 1 MO; QL (30
UNIT tablet 10 mg, 5 mg per 30 days)
alendronate oral 1 MO; QL (4 per
YF-VAX (PF) Z MO tablet 35 mg, 70 mg 28 days)
ZINPLAVA S 1O ATELVIA 3 ST:MO: QL
ZOSTAVAX (PF) 2 MO (4 per 28 days)
MUSCULOSKELETAL / BINOSTO 3 ST;MO; QL
(4 per 28 days)

RHEUMATOLOGY

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
BONIVA 3 PA; MO ARAVA 3 MO; QL (30
INTRAVENOUS per 30 days)
BONIVA ORAL 3 ST; MO; QL BENLYSTA 2 MO
(1 per 30 days)  INTRAVENOUS
EVISTA 3 MO CUPRIMINE 2 MO
FORTEO 2 PA; MO; QL DEPEN 3 MO
(2.4 per 28 TITRATABS
days) ENBREL 2 PA;MO;QL
FOSAMAX ORAL 3 ST; MO; QL (8 per 28 days)
TABLET 70 MG (4 per 28 days) ENBREL > PA: MO; QL
FOSAMAX PLUS 3 ST; MO; QL SURECLICK (8 per 28 days)
D (4per28days)  HoumiRA 2 PA;MO;QL
ibandronate 1 PA; MO PEDIATRIC (3 per 180
intravenous solution CROHN'S START days)
: i SUBCUTANEOUS
ibandronate oral 1 13\/([)(31,aQ:; (1 per SYRINGE KIT 40
Y MG/0.8 ML
PROLIA 2 PAMO HUMIRA 2 PA;MO;QL
raloxifene 1 MO PEDIATRIC (6 per 180
risedronate oral 1 MO; QL (1 per CROHN'S START days)
tablet 150 mg 30 days) SUBCUTANEOUS
SYRINGE KIT 40
risedronate oral 1 MO; QL (4 per MG/0.8 ML (6
tablet 35 mg, 35 mg 28 days) PACK)
12
(12 pack), 35 mg (4 HUMIRA PEN 2 PA;MO;QL
pack)
(4 per 28 days)
isedronat / 1 MO; QL (30
e ber _;,(()2 dags) HUMIRA PEN 2 PA;MO; QL
£ CROHN'S-UC-HS (6 per 180
risedronate oral 1 MO; QL (4 per  START days)
tablet,delayed 28d
e ‘;;rﬁjc ) ays) HUMIRA PEN 2 PA;MO; QL
PSORIASIS- (4 per 180
TYMLOS 2 PA; MO; QL UVEITIS days)
1.56 per 30
gays) pet HUMIRA 2 PA;MO; QL
SUBCUTANEOUS (2 per 28 days)
OTHER RHEUMATOLOGICALS SYRINGE KIT 10
) MG/0.2 ML, 20
ACTEMRA 3 PA; MO 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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
HUMIRA 2 PA;MO; QL OTREXUP (PF) 3 MO
SUBCUTANEOUS (4 per 28 days) SUBCUTANEOUS
SYRINGE KIT 40 AUTO-INJECTOR
MG/0.8 ML 10 MG/0.4 ML, 12.5
] ] MG/0.4 ML, 15
KEVZARA : EZA 2’2?/1[) (e)r’ 2Q8L MG/0.4 ML, 17.5
da. s) MG/0.4 ML, 20
Y MG/0.4 ML, 22.5
KINERET 3 PA; MO MG/0.4 ML, 25
leflunomide 1 Mo;QL@o  MG/O4ML
per 30 days) RASUVO (PF) 2 MO
ORENCIA 2 PA; MO RIDAURA 3 MO
ORENCIA (WITH 2 PA; MO SAVELLA ORAL 2 MO; QL (60
MALTOSE) TABLET per 30 days)
ORENCIA 2 PA; MO SAVELLA ORAL 2 MO; QL (55
CLICKJECT TABLETS,DOSE per 30 days)
OTEZLA 2 PA;MO PACK
OTEZLA 2 PA: MO SIMPONI 3 PA; MO
STARTER ORAL SIMPONI ARIA 3 PA; MO
TABLETS,DOSE ]
PACK 10 MG (4)- XELJANZ 2 PA; MO
20 MG (4)-30 MG XELJANZ XR 2 PA; MO
47
47 OBSTETRICS / GYNECOLOGY
OTEZLA 2 PA
STARTER ORAL ESTROGENS / PROGESTINS
TABLETS,DOSE ACTIVELLA 3 PA;MO
PACK 10 MG (4)-
20 MG (4)-30 ALORA 3 PA; MO; QL
MG(19) (8 per 28 days)
amabelz 1 PA; MO
ANGELIQ 3 PA;MO
AYGESTIN 3 MO
camila 1 MO
CLIMARA 3 PA; MO; QL
(4 per 28 days)
CLIMARA PRO 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
COMBIPATCH 3 PA; MO estradiol 1 PA; MO; QL
CRINONE 3 MO tmn'sderlizal patch (8 per 28 days)
VAGINAL GEL 4 semiweerty
% estradiol 1 PA; MO; QL
CRINONE 3 PA: MO tran;:ldermal patch (4 per 28 days)
VAGINAL GEL 8 weery
% estradiol valerate 1 MO
. intramuscular oil 20
deblitane 1 MO mg/ml, 40 mg/ml
DELESTROGEN 3 MO ostradiol- ) PA: MO
DEPO-ESTRADIOL 3 MO norethindrone acet
DEPO-PROVERA 2 MO ESTRING 2 MO
INTRAMUSCULA ;
R SOLUTION estropipate | PA; MO
DEPO-PROVERA 3 MO EVAMIST > sz; 2MO; 3QOL
INTRAMUSCULA é < et
R SUSPENSION ays)
DEPO-SUBQ 3 MO LoRHRTLOW 3 PAMO
PROVERA 104
DIVIGEL 3 PA;MO;QL  [FEMRING E- MO
TRANSDERMAL (30 per 30 Sfyavolv | PA; MO
GEL IN PACKET days)
0.5 MG/0.5 GRAM izzd:zz)tfrogesterone 1 MO
(0.1 %) P
DUAVEE ) MO Jinteli 1 PA; MO
ELESTRIN 3 pAIMO: QL Jolivere S MO
(52 per 30 lyza 1 MO
days) MAKENA 2 MO
errin 1 MO INTRAMUSCULA
ESTRACE ORAL 3 PA; MO R OIL 250 MG/ML
(1 ML)
ESTRACE 2 MO
VAGINAL m?droxyprogesteron 1 MO
e intramuscular
estradiol oral 1 PA; MO suspension
medroxyprogesteron 1 MO
eoral

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
MENEST ORAL 2 PA; MO sharobel 1 MO
TABLET 0.3 MG,
0.625 MG, 1.25 MG VAGIFEM . MO
MENOSTAR 3 pA:MO.QL  VIVELLE-DOT 3 fé&el\f% (%LS)
(4 per 28 days) P A
mimvey 1 PA; MO yuvajem ! MO
mimvey lo ) PA: MO MISCELLANEOUS OB/GYN
MINIVELLE 3 pA;MO:; QL  AVCVAGINAL S MO
(8 per 28 days)  CLEOCIN 3 MO

nora-be 1 MO VAGINAL CREAM

. CLEOCIN 2 MO
P . VAGINAL

P SUPPOSITORY
norethindrone 1 MO clindamycin 1 MO
acetate .
phosphate vaginal

norethindrone ac-eth 1 PA; MO
estradiol oral tablet CLINDESSE > MO
0.5-2.5 mg-mcg, 1-5 GYNAZOLE-1 3 MO
mg-meg LUPANETA PACK 3 MO
norlyroc 1 (1 MONTH)
ORTHO 3 MO LUPANETA PACK 3 MO
MICRONOR (3 MONTH)
PREFEST 3 PA; MO LYSTEDA 3 MO
PREMARIN 3 MO METROGEL 3 MO
INJECTION VAGINAL
PREMARIN ORAL 2 MO metronidazole 1 MO
PREMARIN 3 MO vaginal
VAGINAL miconazole-3 1 MO
PREMPHASE 3 PA; MO vaginal suppository
PREMPRO 3 PA;MO NUVARING S 1O
progesterone 1 MO NUVESSA . MO
micronized TERAZOL 7 3 MO
PROMETRIUM 3 MO terconazole 1 MO
PROVERA 3 MO tranexamic acid oral 1 MO

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

Tier /Limits Tier /Limits
vandazole 1 MO desog- 1 MO
sulane 1 MO e.estradiol/e.estradio

[
ORAL CONTRACEPTIVES /
DESOGEN 3 MO
RELATED AGENTS
drospirenone- 1 MO
alyacen 1/35 (28) 1 MO e.estradiol-Im.fa
amethia I MO drospirenone-ethinyl 1 MO
amethia lo 1 MO estradiol
apri 1 MO emoquette 1 MO
aranelle (28) 1 MO enpresse 1 MO
ashlyna 1 MO ethynodiol diac-eth 1
aubra 1 MO estradiol
aviane ) MO falmina (28) | MO
balziva (28) 1 MO Jayosim ! MO
bekyree (28) I MO Jemynor i
BEYAZ 3 MO GENERESS FE 3 MO
i (2
blisovi 24 fe 1 MO gianvi (28) ! MO
ldagi 1 M
blisovife 1.5/30 28) 1 MO gildagia ©
] 1 M
blisovi fe 1/20 (28) I MO introvale ©
BREVICON (28) 3 MO Juleber . MO
briellyn ) MO junel 1.5/30 (21) 1 MO
camrese lo ) MO junel 1/20 (21) 1 MO
caziant (28) ) MO Jjunel fe 1.5/30 (28) 1 MO
cryselle (28) ) MO junel fe 1/20 (28) 1 MO
cyclafem 1/35 (28) I MO Junel fe 24 S MO
tli 1 M
cyclafem 7/7/7 (28) 1 MO kaitlib fe ©
CYCLESSA (28) 3 MO kariva (28) i O
delyla (28) 1 kelnor 1/35 (28) 1 MO
kimidess (28) 1 MO

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

[ norgest/e.estradiol- 1 MO LOESTRIN FE 1/20 3 MO
e.estrad oral (28-DAY)
tablets,dose pack,3 .
month 0.15 mg-30 lomedia 24 fe 1 MO
mcg (84)/10 mcg (7) loryna (28) 1 MO
larin 1.5/30 (21) 1 MO LOSEASONIQUE 3 MO
larin 1/20 (21) 1 MO low-ogestrel (28) 1 MO
larin fe 1.5/30 (28) 1 MO lutera (28) 1 MO
larin fe 1/20 (28) 1 MO marlissa 1 MO
larissia 1 MO mibelas 24 fe 1 MO
layolis fe 1 MO microgestin 1.5/30 1 MO
leena 28 1 MO (20

. microgestin 1/20 1 MO
lessina 1 MO 21)
levonest (28) ! MO microgestin fe 1.5/30 | MO
levonorgestrel- 1 MO (28)
AN microgestinfe 120 1 MO
mcg, 90-20 mcg 2%
levonorgestrel- 1 MO MINASTRIN 24 FE s MO
ethinyl estrad oral mononessa (28) 1 MO
tablets,dose pack,3 NATAZIA 3 MO
month

0.5/35 (28 1 M
levonorg-eth estrad 1 MO necon 0.5/33 (28) ©
triphasic necon 1/50 (28) 1 MO
levora-28 1 MO necon 10/11 (28) 1
LO LOESTRIN FE 3 MO necon 7/7/7 (28) 1 MO
LOESTRIN 1.5/30 3 MO nikki (28) 1 MO
21) noreth-ethinyl 1
LOESTRIN 1/20 3 MO estradiol-iron oral
21 tablet,chewable
0.4mg-35mcg(21)

LOESTRIN FE 3 MO and 75 mg (7)

1.5/30 (28-DAY)

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

noreth-ethinyl 1 MO ORTHO-NOVUM 3 MO

estradiol-iron oral 7/7/7 (28)

tablet,chewable

0.8mg-25meg(24) OVCON-35 (28) 3 MO

and 75 mg (4) pimtrea (28) 1 MO

norethindrone ac-eth 1 MO pirmella oral tablet 1 MO

estradiol oral tablet 1-35 mg-mcg

1-20 mg-mcg portia 1 MO

norethindrone- 1 MO .

1 M
e.estradiol-iron oral previfem ©
tablet 1 mg-20 mcg QUARTETTE 3 MO
(24)/75 mg (4) quasense 1 MO
norethin'dro.ne- 1 MO reclipsen (28) 1 MO
e.estradiol-iron oral
tablet,chewable rivelsa 1 MO
norgestimate-ethinyl 1 MO SAFYRAL 3 MO
estradiol SEASONIQUE 3 MO
NORINYL 1/35 (28) 3 MO setlakin 1 MO
nortrel 0.5/35 (28) 1 MO sprintec (28) 1 MO
nortrel 1/35 (21) 1 MO sronyx 1 MO
nortrel 1/35 (28) 1 MO tarina fe 1/20 (28) 1 MO
nortrel 7/7/7 (28) 1 MO tri-legest fe 1 MO
ocella 1 MO tri-lo-estarylla 1 MO
ogestrel (28) 1 MO tri-lo-sprintec 1 MO
orsythia 1 MO trinessa (28) 1 MO
ORTHO TRI- 3 MO TRI-NORINYL (28) 3 MO
CYCLEN (28)

tri-previfem (28) 1 MO
ORTHO TRI- 3 MO
CYCLEN LO (28) tri-sprintec (28) 1 MO
ORTHO-CYCLEN 3 MO trivora (28) 1 MO
(28) velivet triphasic 1 MO
ORTHO-NOVUM 3 MO regimen (28)
1/35 (28) vestura (28) 1 MO

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

Tier /Limits Tier /Limits
vienva 1 MO MOXEZA 3 MO
vyfemla (28) 1 MO NATACYN 2 MO
wymzya fe 1 MO neomycin- 1 MO
YASMIN (28) 3 MO bacitracin-

polymyxin
YAZ (28) 3 MO neomycin- 1 MO
zarah 1 MO polymyxin-
zenchent (28) | MO gramicidin
NEOSPORIN 3
hent 1 MO
zenchent /e (NEO-POLYM-
zovia 1/35e (28) 1 MO GRAMICID)
zovia 1/50e (28) 1 MO OCUFLOX 3 MO
OPHTHALMOLOGY ofloxacin ophthalmic 1 MO
ANTIBIOTICS polymyxin b sulf- 1 MO
trimethoprim
AZASITE 2 MO
POLYTRIM 3 MO
bacitracin 1 MO
ophthalmic tobramycin 1 MO
bacitracin- 1 MO TOBREX 3 MO
polymyxin b OPHTHALMIC
ophthalmic DROPS
BESIVANCE 2 MO TOBREX 2 MO
OPHTHALMIC
ciprofloxacin hcl 1 MO VIGAMOX 3 MO
ophthalmic
ZYMAXID 3 MO
erythromycin 1 MO
ophthalmic ANTIVIRALS
gatifloxacin 1 MO trifluridine 1 MO
gentak ophthalmic 1 MO VIROPTIC 3 MO
ointment ZIRGAN 3 MO
gentamicin S VO BETA-BLOCKERS
ophthalmic drops
i BETAGAN 3 MO
IEVZJZO’;“‘,”” . VO OPHTHALMIC
ophthalmic DROPS 0.5 %

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 www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
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betaxolol ophthalmic 1 MO BEPREVE 3 MO
BETIMOL 3 MO cromolyn 1 MO
BETOPTIC S 3 MO ophthalmic
carteolol 1 MO CYSTARAN 2 MO
ISTALOL 3 MO ELESTAT 3 MO
levobunolol 1 MO EMADINE . MO
ophthalmic drops epinastine 1 MO
)
03% LACRISERT 3 MO
metipranolol 1 LASTACAFT 3 MO
tzn;lot;lollmc.lleate ! MO olopatadine 1 MO
ophtnatmic ophthalmic
TIMOPTIC 3 MO
OCUDOSE (PF) PATADAY 3 MO
TIMOPTIC-XE 3 MO PATANOL 3 MO
PAZEO 2 MO
per 30 days)
PHOSPHOLINE 2 MO
IODIDE RESTASIS 2 MO; QL (5.5
CYCLOPLEGICMYDRIATICS =55 oo o
XIIDRA 3 MO; QL (60
atropine ophthalmic 1 MO per 30 days)
o _
ISOPTO CARPINE 3 MO ACULAR 5 MO
pilocarpine hel 1 MO ACULARLS 3 MO
ophthalmic drops 1
%, 2% 4% ACUVAIL (PF) 3 MO
bromfenac 1 MO
BROMSITE 2 MO
ALOCRIL 3 MO diclofenac sodium 1 MO
ALOMIDE 3 MO ophthalmic
azelastine 1 MO Sflurbiprofen sodium 1 MO
ophthalmic ILEVRO 2 MO

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

Tier /Limits Tier /Limits
ketorolac 1 MO STEROID-ANTIBIOTIC
ophthalmic COMBINATIONS
NEVANAC 3 MO MAXITROL 3 MO
OCUFEN 3 MO neomycin- 1 MO
PROLENSA 2 MO bacitracin-poly-hc
ORAL DRUGS FOR GLAUCOMA neomycin-polymyxin 1 MO

b-dexameth
acetazolamide 1 MO -

neomycin- 1 MO
acetazolamide 1 MO polymyxin-hc
sodium ophthalmic
DIAMOX 3 MO PRED-G 3 MO

EQUEL

SEQUELS PRED-G S.O.P. 3 MO
methazolamide 1 MO

TOBRADEX 3 MO
OTHER GLAUCOMA DRUGS TOBRADEX ST 3 MO
AZOPT 3 MO tobramycin- 1 MO
bimatoprost 1 MO dexamethasone
ophthalmic ZVLET 2 MO
COMBIGAN 2 MO

STEROIDS
COSOPT 3 MO

ALREX 3 MO
COSOPT (PF 3 MO

(PF) dexamethasone 1 MO

dorzolamide 1 MO sodium phosphate
dorzolamide-timolol 1 MO ophthalmic
latanoprost 1 MO DUREZOL 3 MO
LUMIGAN 2 MO FLAREX R MO
OPHTHALMIC fluorometholone 1 MO
DROPS 0.01 %

FML FORTE 3 MO
SIMBRINZA 3 MO

FML LIQUIFILM 3 MO
TRAVATAN Z 2 MO

FML S.O.P. 2 MO
TRUSOPT 3 MO

LOTEMAX 2 MO
XALATAN 3 ST; MO

MAXIDEX 3 MO
ZIOPTAN (PF) 3 ST; MO

OMNIPRED 3 MO

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

Tier /Limits Tier /Limits
PRED FORTE 3 MO adrenalin injection 1
PRED MILD 3 MO %“”0” [ mg/ml (1
prednisolone acetate 1 MO AUVI-Q 3 ST: MO; QL
prednisolone sodium 1 MO (4 per 30 days)
10? hZiZZZzC cetirizine oral 1 MO
P solution 1 mg/ml

STEROID-SULFONAMIDE

CLARINEX ORAL 3 MO
COMBINATIONS SYRUP
BLEPHAMIDE 3 MO CLARINEX ORAL 3 MO; QL (30
BLEPHAMIDE 3 MO TABLET per 30 days)
S.0.P. CLARINEX-D 12 3 MO; QL (60
sulfacetamide- 1 MO HOUR per 30 days)
prednisolone desloratadine I MO;QL (30
SULFONAMIDES per 30 days)
BLEPH-10 3 MO diphenhydramine hcl 1 MO

- injection solution 50

sulfacetamide 1 MO mg/ml
sodium ophthalmic

EPINEPHRINE 3 ST; MO; QL
SYMPATHOMIMETICS INJECTION AUTO- (4 per 30 days)
ALPHAGAN P 2 MO INJECTOR 0.15
OPHTHALMIC MG/0.15 ML, 0.3 %
DROPS 0.1 % not made by Mylan
ALPHAGAN P 3 MO EPINEPHRINE 2 MO; QL (4 per
OPHTHALMIC INJECTION AUTO- 30 days)
DROPS 0.15 % INJECTOR 0.15

MG/0.3 ML, 0.3
apraclonidine 1 MO MG/0.3 ML
brimonidine 1 MO (manufactured by

Mylan Specialty)
IOPIDINE 3 MO

EPIPEN 2-PAK 2 MO; QL (4 per
RESPIRATORY AND 30 days)
ALLERGY EPIPEN JR 2-PAK 2 MO; QL (4 per
ANTIHISTAMINE / 30 days)
ANTIALLERGENIC AGENTS hydroxyzine hcl oral 1 PA; MO

tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
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levocetirizine oral 1 MO albuterol sulfate 1 PA; MO
solution inhalation solution
levocetirizine oral 1 MO; QL (30 Jor nebulization 0.63
tablet per 30 days) mg/3 ml, 1.25 mg/3
ml, 2.5 mg /3 ml
PHENERGAN 3 MO (0.083 %), 5 mg/ml
INJECTION albuterol sulfate oral 1 MO
moneie . [ s 0oL
¥ INHALATION HFA per 30 days)
promethazine oral 1 PA; MO AEROSOL
INHALER 160
SEMPREX-D 3 MO
MCG/ACTUATION
XYZAL ORAL 3 MO
SOLUTION ALVESCO 3 MO; QL (6.1
INHALATION HFA per 30 days)
XYZAL ORAL 3 MO; QL (30 AEROSOL
TABLET per 30 days) INHALER 80
PULMONARY AGENTS MCG/ACTUATION
ACCOLATE 3 MO ANORO ELLIPTA 2 MO; QL (60
per 30 days)
acetylcysteine 1 PA; MO ARCAPTA 5 MO: QL (30
ADCIRCA 2 PA; MO; QL NEOHALER per 30 days)
Ego Ser 30 ARNUITY 2 MO;QL (30
Y ELLIPTA per 30 days)
ADEMPAS 2 PAMOILA T GMANEX HFA 2 MO;QL (13
ADVAIR DISKUS 2 MO; QL (60 per 30 days)
per 30 days) ASMANEX 2 MO; QL (I per
ADVAIR HFA 2 MO; QL (12 TWISTHALER 30 days)
per 30 days) INHALATION
AEROSPAN 2 MO;QL(17.8  AEROSOLPOWDR
per 30 days) BREATH
ACTIVATED 110
AIRDUO 3 MO; QL (60 MCG (30 DOSES),
RESPICLICK per 30 days) 220 MCG (30
DOSES), 220 MCG
(60 DOSES)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ASMANEX 2  MO;QL(2per ESBRIET ORAL 2 PA;MO; QL
p
TWISTHALER 30 days) TABLET 267 MG (270 per 30
INHALATION days)
gﬁgﬁ% POWDR ESBRIET ORAL 2 PA:MO: QL
ACTIVATED 220 TABLET 801 MG (90 per 30
MCG (120 DOSES) days)
ATROVENT HFA 2 MO; QL (25.8 FIRAZYR 2 PA; MO
per 30 days) FLOVENTDISKUS 2 MO; QL (60
] INHALATION per 30 days)
BECONASE AQ 3 MO§ (?clf (50 BLISTER WITH
per 30 days) DEVICE 100
BERINERT 3 PA; MO MCG/ACTUATION
INTRAVENOUS , 50
KIT MCG/ACTUATION
BEVESPI 2 MO; QL (10.7 FLOVENT DISKUS 2 MO; QL (240
AEROSPHERE per 30 days) INHALATION per 30 days)
BLISTER WITH
BREO ELLIPTA 2 MO; QL (60
ber 30 days) DEVICE 250
MCG/ACTUATION
BROVANA 3 PAMO FLOVENT HFA 2 MO; QL (12
budesonide 1 PA; MO INHALATION HFA per 30 days)
inhalation AEROSOL
. INHALER 110
bud d / 1 MO: QL (17.2
naesonide nasa per 3 (()2 dags) MCG/ACTUATION
, FLOVENT HFA 2 MO;QL (24
CINRYZE 2 PA; MO >
’ INHALATION HFA per 30 days)
COMBIVENT 2 MO; QL (8 per AFEROSOL
RESPIMAT 30 days) INHALER 220
cromolyn inhalation 1 PA; MO MCG/ACTUATION
’ INHALATION HFA per 30 days)
DULERA 2 MO; QL (13 AEROSOL
per 30 days) INHALER 44
DYMISTA 2 MO;QL (23 MCG/ACTUATION
per 30 days) Sflunisolide nasal 1 MO; QL (50
ESBRIET ORAL o) PA; MO; QL spray,non—aerogol per 30 days)
CAPSULE (270 per 30 23 meg (0.025 %)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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fluticasone nasal 1 MO; QL (16 OMNARIS 3 MO; QL (12.5

per 30 days) per 30 days)
FLUTICASONE- 3 MO; QL (60 OPSUMIT 2 PA; MO; LA
SALMETEROL per 30 days) ORKAMBI ) PA: MO: QL
INCRUSE 3 ST; MO; QL (112 per 28
ELLIPTA (30 per 30 days)

days) PERFOROMIST 2 PA;MO
zpratro;?zum bromide 1 PA; MO PROAIR HFA > MO: QL (17
inhalation

per 30 days)

ipratropium- I PAMO PROAIR 2 MO; QL (2 per
arbutero RESPICLICK 30 days)
KALYDECO ORAL 2 PA; MO; QL ]
CRANULES IN (56 per 28 PROVENTIL HFA 3 1\/;% (()%a(ls §.4
PACKET days) P Y
KALYDECO ORAL 2 PA;MO;QL  TULMICORT 3 PAMO
TABLET (60 per 30 PULMICORT 2 MO; QL (2 per

days) FLEXHALER 30 days)

INHALATION
LETAIRIS 2 PA; MO; LA AEROSOL POWDR
levalbuterol hcl 1 PA; MO BREATH
LEVALBUTEROL 3 MO; QL (30 ﬁ%gl%g%&ﬁg}]

TARTRATE per 30 days)

PULMICORT 2 MO; QL (1 per
metaproterenol 1 MO FLEXHALER 30 days)
mometasone nasal 1 MO; QL (34 INHALATION

per 30 days) AEROSOL POWDR

BREATH
1 M

montelukast (0] ACTIVATED 90
NASONEX 3 MO; QL (34 MCG/ACTUATION

per 30 days) PULMOZYME 2 PA;MO
NUCALA 2 PA; MO; LA;

QL’(l pér 28’ QNASL NASAL 2 MO; QL (4.9

days) HFA AEROSOL per 30 days)

INHALER 40
OFEV 2 PA; MO; QL MCG/ACTUATION

(60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
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QNASL NASAL 2 MO; QL (8.7 SYMBICORT 2 MO; QL (10.2
HFA AEROSOL per 30 days) per 30 days)
ﬁé{ 3&%{}%&“ ON terbutaline 1 MO
QVAR 2 MO; QL (17.4 THEO-24 2 MO
per 30 days) theophylline oral 1 MO
REVATIO 3 PA;MO solution
INTRAVENOUS theophylline oral 1 MO
REVATIO ORAL 3 PA:MO:QL ;‘;ll’ éfli :’;’;”hiefo )
SUSPENSION FOR (224 per 30 meo. 200 me. 300 m
RECONSTITUTIO days) & & g
N theophylline oral | MO
REVATIO ORAL 3 PA;MO; QL ZZZ’ elf; s’;’j”hied
TABLET (90 per 30
days) TRACLEER 2 PA; MO; LA
RUCONEST 3 PA; MO triamcinolone 1 MO; QL (16.5
SEEBRI 3 ST: QL (60 per acetonide nasal per 30 days)
NEOHALER 30 days) TUDORZA 2 MO; QL (1 per
SEREVENT 2 MO; QL (60 PRESSAIR 30 days)
DISKUS per 30 days) VENTAVIS 3 PA; MO
sildenafil 1 PA VENTOLIN HFA 2 MO; QL (36
intravenous per 30 days)
sildenatfil oral 1 PA; MO; QL XOLAIR 2 PA; MO; LA;
(90 per 30 QL (6 per 28
days) days)
SINGULAIR 3 MO XOPENEX 3 PA; MO
SPIRIVA 2 MO; QL (4 per CONCENTRATE
RESPIMAT 30 days) XOPENEX HFA 3 MO; QL (30
SPIRIVA WITH 2 MO; QL (90 per 30 days)
HANDIHALER per 90 days) XOPENEX 3 PA
STIOLTO 2 MO; QL (4 per ggi%l’f?giloé\(l)]{
RESPIMAT 30 days) NEBULIZATION
STRIVERDI 2 MO; QL (4 per 0.31 MG/3 ML
RESPIMAT 30 days)

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

Tier /Limits Tier /Limits
XOPENEX 3 PA; MO VESICARE 2 MO
INHALATION
SOLUTION FOR BENIGN PROSTATIC
NEBULIZATION HYPERPLASIA(BPH) THERAPY
0.63 MG/3 ML, 1.25 alfuzosin 1 MO
MG/3 ML AVODART 3 MO
1 M
zafirlukast © dutasteride 1 MO
ZETONNA 3 MO; QL (6.1 .
per 30 days) glutasterlfle— 1 MO
amsulosin
leut 1 M
clreuton o finasteride oral 1 MO
ZYFLO 3 MO tablet 5 mg
ZYFLO CR 3 MO FLOMAX 3 ST; MO
UROLOGICALS JALYN 3 MO
ANTICHOLINERGICS / PROSCAR MO
ANTISPASMODICS RAPAFLO 2 ST; MO
darifenacin 1 MO tamsulosin 1 MO
DETROL 3 MO UROXATRAL 3 ST; MO
DETROL LA 3 MO CHOLINERGIC STIMULANTS
DITROPAN XL 3 MO bethanechol chloride 1 MO
ENABLEX 3 MO URECHOLINE 3 MO
flavoxate I MO MISCELLANEOUS UROLOGICALS
GELNIQUE 3 MO;QL (30 CIALIS ORAL 2 PA;MO; QL
TRANSDERMAL per 30 days) TABLET 2.5 MG, 5 (30 per 30
MYRBETRIQ 2 MO CYSTAGON 2 MO;LA
oxybutynin chloride 1 MO ELMIRON o) MO
OXYTROL 3 MO; QL (8 per potassium citrate 1 MO
28 days)

PROCYSBI 3 MO
tolterodine 1 MO

UROCIT-K 10 3 MO
TOVIAZ 2 MO

UROCIT-K 15 3 MO
trospium 1 MO

UROCIT-K 5 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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VITAMINS, HEMATINICS / potassium chlorid- 1
ELECTROLYTES d3-0.45%nacl
intravenous
ELECTROLYTES parenteral solution
calcium acetate oral 1 MO L0 meq/l, 30 meq/l,
40 meq/l
capsule
calcium acetate oral 1 MO P otassni)m chiorid- ! MO
d5-0.45%nacl
tablet 667 mg .
intravenous
eliphos 1 MO parenteral solution
klor-con 10 1 MO 20 meq/l
] potassium chloride 1
klor-con 8 1 MO in 0.9%nacl
klor-con m10 1 MO intravenous
Klor- /5 1 MO parenteral solution
orconm 20 meq/l, 40 meq/!
klor-con m20 1 MO ; )
potassium chloride 1
klor-con sprinkle 1 MO in5 % dex
K-TAB ORAL 3 MO intravenous
TABLET parenteral solution
RELEASE 10 MEQ, potassium chloride 1 MO
20 MEQ in lr-d5 intravenous
k-tab oral tablet 1 MO parenteral solution
extended release 8 20 meq/I
meq potassium chloride 1 MO
lactated ringers 1 MO intravenous
intravenous piggyback 10
meq/100 ml
magnesium sulfate 1 MO - -
injection solution gotasszum chloride 1
intravenous
magnesium sulfate 1 piggyback 20
injection syringe meq/100 mi, 40
NORMOSOL-R IN 2 meq/100 ml
5 % DEXTROSE potassium chloride 1
PHOSLYRA 3 MO intravenous solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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potassium chloride 1 MO sodium chloride 3 % 1 MO
oral capsule, sodium chloride 5 % 1
extended release
potassium chloride 1 MO ?Zz’ﬂ;u‘zncoh;srzde . MO
oral liquid parenteral solution
potassium chloride 1 MO 2.5 meg/ml
oral tablet extended )

. sodium lactate 1
retease intravenous
potassium chloride 1 MO TPN 3
oral tablet,er ELECTROLYTES
particles/crystals

: . MISCELLANEOUS NUTRITION

potassium chloride- 1
0.45 % nacl PRODUCTS
potassium chloride- 1 MO amino acids 15 % ! PA
d5-0.2%nacl AMINOSYN 7 % 2 PA
intravenous WITH
parenteral solution ELECTROLYTES
2

0 meq/t AMINOSYN85%- 2 PA
potassium chloride- 1 ELECTROLYTES

_ [0
d3-0.3%nacl AMINOSYN II 10 2 PA
intravenous o
parenteral solution °
20 meq/l AMINOSYNII 15 2 PA
potassium chloride- 1 MO %
d5-0.9%nacl AMINOSYN II 7 % 2 PA
intravenous - AMINOSYN I 8.5 2 PA
parenteral solution o
20 meq/l °

: . AMINOSYN II 8.5 2 PA
potassium chloride- 1 o
d3-0.9%nacl ELECTROLYTES
intravenous
parenteral solution AMINOSYN-HBC 2 PA
40 meq/| 7%
ringer's intravenous 1 AMINOSYN-PF 10 2 PA
o

sodium chloride 0.45 1 MO %
% intravenous
parenteral solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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AMINOSYN-PF 7 2 PA CLINIMIX E 3 PA
% (SULFITE- 5%/D20W SULFIT
FREE) FREE
AMINOSYN-RF 5.2 PA CLINIMIX E 3 PA
% 5%/D25W SULFIT
CLINIMIX PA FREE
5%/D15W CLINISOL SF 15 % 3 PA; MO
SULFITE FREE FREAMINE HBC 3 PA
CLINIMIX PA 6.9 %
5%/D25W o
SULFITE-FREE HEPATAMINE 8% 2 PA
CLINIMIX PA intralipid 1 PA

intravenous
2.75%/D5W . 0
SULFIT FREE emulsion 20 %
CLINIMIX PA INTRALIPID 3 PA
4.25%/D10W SULF INTRAVENOU%
FREE EMULSION 30 %
CLINIMIX 4.25%- PA })OSI;;?SOL'MB IN <
D20W SULF-FREE

_ 0

CLINIMIX 4.25%- PA g&;{g&%m > N
D25W SULF-FREE
CLINIMIX 5%- PA ISOLYTE-S 2
D20W(SULFITE- NEPHRAMINE 5.4 2 PA
FREE) %
CLINIMIX E PA NORMOSOL-M IN 3
4.25%/D10W SUL 5 % DEXTROSE
FREE NORMOSOL-R PH 2
CLINIMIX E PA 7.4
4.25%/D25W SUL

NUTRILIPID 3 PA
FREE v

PLASMA-LYTE 2
CLINIMIX E PA 148 S
4.25%/D5W SULF
FREE PLASMA-LYTE A 2
CLINIMIX E PA premasol 10 % 1 PA; MO
5%/DISW SULFIT PREMASOL 6 % 2 PA

FREE

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

3%

PROSOL 20 % 3 PA; MO
travasol 10 % 1 PA; MO
TROPHAMINE 10 2 PA; MO
%

TROPHAMINE 6% 2 PA
VITAMINS / HEMATINICS
FLUORIDE 3 MO
(SODIUM) ORAL

TABLET

PRENATAL 3 MO
VITAMIN 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
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Index

A
abacavir ......ccccvveeeeeeiiiinineee. 1
abacavir-lamivudine................ 1
abacavir-lamivudine-
zidovudine............cccoeeeeune.n. 1
ABELCET .....ccccooviiviiiie. 1
ABILIFY ..ooooviiieiieieeene. 37
ABILIFY MAINTENA......... 37
ABRAXANE.......cccooevvenn. 13
ABSORICA.......coovveeeen. 60
ABSTRAL.....c..oovveeeenn. 29
aAcCaAMProSate.......ccvvveeerevrennn. 66
ACANYA. ..o 60
acarboSe.....oovvvvveviieiiiiiiinnns 70
ACCOLATE........coevveeeen. 101
ACCUPRIL ........ccoovveeeennee. 51
ACCURETIC...........cccceu.... 51
acebutolol ......cccvvvveiiiiiiinnn, 51
acetaminophen-codeine........ 29
acetasol he .ooovvvvvviieiiiiiiinn, 68
acetazolamide....................... 99
acetazolamide sodium.......... 99
acetic acid.........coevveeeevnnennn. 68
acetylcysteine ..................... 101
ACIPHEX......cc.cooviieeenn. 82
ACIPHEX SPRINKLE ........ 82
ACIICtIN.....covenrreeeeeeeeeeeinnnnes 59
ACTEMRA ..o, 90
ACTHAR H.P. ... 68
ACTHIB (PF)....cccvvevvennnn. 87
ACTIGALL........ccoovveeeenn. 79
ACTIMMUNE ...........c........ 85
ACTIQu .o, 29
ACTIVELLA .......ccovveee. 91
ACTONEL .........cccue..... 66, 89
ACTOPLUS MET................ 70
ACTOPLUS MET XR ......... 70
ACTOS....oooieeeeeeeee 70
ACULAR ....ccoooviiieeien 98
ACULARLS.......oovreen. 98
ACUVAIL (PF)....ccoveeueenee. 98
acyclovir.......occeeeeenennns 1,2, 63

acyclovir sodium
ACZONE
ADACEL(TDAP
ADOLESN/ADULT)(PF) 87
ADAGEN
ADALAT CC
ADCIRCA
ADDERALL
ADDERALL XR
ADEMPAS
ADLYXIN

adriamycin

ADVAIR DISKUS
ADVAIR HFA
ADZENYS XR-ODT
AEROSPAN
afeditab cr
AFINITOR
AFINITOR DISPERZ
AFREZZA

ALDACTAZIDE
ALDACTONE

ALECENSA
alendronate

ALKERAN .......ccoovvveeeenn. 14
allopurinol..........cccoeevuveennnenn. 89
allopurinol sodium................ 89
almotriptan malate................. 26
ALOCRIL.........ccovvvveeeennn. 98
ALOGLIPTIN .....cccceevvnnee. 70
ALOGLIPTIN-METFORMIN
.......................................... 70
ALOGLIPTIN-
PIOGLITAZONE.............. 70
ALOMIDE.........cccveveennnn.. 98
aloprim.....cccccevveevieeeieeenne. 89
ALORA ..o 91
aloSetron .....cccvvveeeiieviinnnnnen, 79
ALOXI...oooovviiiiiiieeeee 79
ALPHAGANP................... 100
ALREX ..o 99
ALTACE ....ccoovvvvieiie. 51
ALTOPREV ......cccovvveenn. 56
ALUNBRIG ........cccovvvennen. 14
ALVESCO.....ccccoevvveeeennn. 101
alyacen 1/35 (28) ccovevvuvenenne 94
amabelz..........ccovvveieiiineineen, 91
amantadine hcl..........ooeeee. 2
AMARYL....cccoovviiin 71
AMBIEN ........cccoevvviiiin. 37
AMBIEN CR........cccoeeenneen. 37
AMBISOME........cccccceeunee.n. 1
ameinonide ...........cooeevuvvneeeen. 63
AMERGE .........cccovviie. 26
amethia ........ccccceeeevvviinnnnnnn, 94
amethia lo ........ccocoeeeeenneeenn, 94
amikacin .......cccceeeeeeeeiieinnnnenn, 7
amiloride..........ccoooeeeeeinnneenn. 51
amiloride-hydrochlorothiazide
.......................................... 51
amino acids 15 %................ 107
AMINOSYN 7 % WITH
ELECTROLYTES.......... 107
AMINOSYN 8.5 %-
ELECTROLYTES.......... 107
AMINOSYNII 10 %.......... 107

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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AMINOSYNII 15 % ......... 107
AMINOSYNII 7 % ........... 107
AMINOSYN I 8.5 % ........ 107
AMINOSYN II 8.5 %-
ELECTROLYTES ......... 107
AMINOSYN-HBC 7% ...... 107
AMINOSYN-PF 10 % ....... 107
AMINOSYN-PF 7 %
(SULFITE-FREE).......... 108
AMINOSYN-RF 5.2 %...... 108
amiodarone..........ccecceeveeennnen. 50
AMITIZA .....ooviiiieene. 79
amitriptyline .........c.ccceveeeee. 37
amlodipine.........ccoeevverueennnnn. 51
amlodipine-atorvastatin........ 56
amlodipine-benazepril.......... 51
amlodipine-olmesartan......... 51
amlodipine-valsartan............. 51
amlodipine-valsartan-hcthiazid
.......................................... 51
ammonium lactate................. 59
AMOXAPINE ...ovvvrenrreereenerennenn 37
amoxicil-clarithromy-lansopraz
.......................................... 82
amoxicillin........ccccceeeeenn. 9,10
amoxicillin-pot clavulanate ... 10
amphotericin b...........ccceeeueee. 1
ampicillin........ccccoeeeeennennnn. 10
ampicillin sodium................. 10
ampicillin-sulbactam............ 10
AMPYRA ... 27
ANADROL-50.......cceeueennen. 76
ANAFRANIL.......cccvenenne 37
anagrelide .......ccceeeveeenveeennen. 66
ANAPROX DS ..o 34
anastrozole.......c..cceceeveennnen. 14
ANCOBON......ccceviriiiine 1
ANDRODERM..................... 76
ANDROGEL.......ccccocevunen. 76
ANDROID ......cccevveienen. 76
ANGELIQ ....cccooviriiieenn. 91
ANORO ELLIPTA ............ 101
ANTABUSE........ccceviirnn. 66
ANTARA ... 56
ANUSOL-HC......cccccoceeeenee. 79

ANZEMET.....ccoovvveennne. 79
APEXICON €., 63
APIDRA ..., 71
APIDRA SOLOSTAR ......... 71
APLENZIN ....ccooovvieinne. 37
APOKYN ..o, 25
apraclonidine ...................... 100
aprepitant.........cceeeeeeeveennnnnn. 79
210) o DRSS 94
APRISO....cooiiiiiiiiiiecnne, 79
APTENSIO XR........ccovenneeee. 37
APTIOM....cccooviviiiiiienne, 21
APTIVUS .o 2
ARALAST NP ....ccvvinne. 66
aranelle (28)......cccceeevvveeennenne 94
ARANESP (IN
POLYSORBATE)............ 85
ARAVA ..., 90
ARCALYST..cooiiieieene. 85
ARCAPTA NEOHALER...101
ARGATROBAN................... 56
ARGATROBAN IN 0.9 %
SOD CHLOR ................... 56
ARICEPT ..ccooiiiiiieee, 27
ARIMIDEX .......cccooveiennnee. 14
aripiprazole..................... 37,38
ARISTADA.......ccoeveeee. 38
ARIXTRA ..o, 56
armodafinil .................o.o. 38
ARNUITY ELLIPTA......... 101
AROMASIN.......coeverenee. 14
ARRANON ......cccovieiinne. 14
ARTHROTEC 50................. 34
ARTHROTEC 75.................. 34
ASACOLHD.....cceevvennnn 79
ashlyna........cccooeveviiieennnnne 94
ASMANEX HFA ............... 101
ASMANEX TWISTHALER
................................ 101, 102
aspirin-dipyridamole ............ 56
ASTAGRAF XL......cccceeueee. 14
ASTEPRO .....cccooviie. 68
ATACAND ...cccooviiiiine, 51
ATACAND HCT ................. 51
ATELVIA ..o, 89

atenolol-chlorthalidone......... 51
ATGAM ..o, 87
ATIVAN ..ot 38
atomoXetine ........ccceeeevveennnenn. 38
atorvastatin .........ccoceeevennnnnne 56
atovaquONE.......c.veeeeerevveeeennen. 7
atovaquone-proguanil.............. 7
ATRALIN......coooteieieienne 60
ATRIPLA .....ccooiiiiieeiee 2
atropINe ......eeecvveeeveeennnnn 78,98
ATROVENT HFA.............. 102
AUBAGIO......ccccoevververnne 27
AUDTA .o 94
AUGMENTIN......cccccveirnne 10
AURYXIA....ccoveieeieeieenen, 66
AUSTEDO ....ccoveieieree 27
AUVI-Q..ooviiiieiieiies 100
AVALIDE .....cccoovevieieirnne 51
AVANDIA ......ccoveienen. 71
AVAPRO......ccoeveieieirne 51
AVASTIN.....ccovvevieieerenee, 14
AVC VAGINAL .................. 93
AVEED......cccovviriiieieenen. 76
AVELOX...ccoooveieieeieirene 11
AVELOX IN NACL (ISO-
OSMOTIC)....cccvevrerenee. 11
AVIANEC ...eeevireeireeeireeeiee e 94
AVITA oot 60
AVITA ..o, 60
AVODART......ccoevvereee. 105
AVONEX .....ccoveiieieeieenen, 85
AVONEX (WITH ALBUMIN)
.......................................... 85
AVYCAZ e, 4
AXERT....ccovviiieiieieeieeen, 26
AXIRON.....oovieiieieieieiene 76
AYGESTIN ....ooovvveieennen. 91
azacitiding...........ccceeeevveennenn. 14
AZACTAM IN DEXTROSE
(ISO-OSM).....coccvveiernne. 7
AZASAN ..o, 14
AZASITE ..o, 97
azathioprine .........c.ccccceeenee. 14
azathioprine sodium.............. 14

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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azelastine.........ccccceeeeennn. 68, 98

AZELEX ..cooiiiiinienieennn 60
AZILECT ..o 25
azithromycin..........ccceeeeveenenne 6
AZOPT ..o 99
AZOR ..ot 51
AZLreONAM ...oeevvveeireeeiieeeeeen. 7
AZULFIDINE ........ccoceuneeee. 79
AZULFIDINE EN-TABS ....79
B
baCIiM ..ceeveeiieiiieieeeeeee 7
bacitracin........cccoeeeeuvveenee.. 7,97
bacitracin-polymyxinb ........ 97
baclofen ........cccceeevveeveeennnn. 28
BACTRIM......cocoviiiiin 12
BACTRIM DS.........c.couee. 12
BACTROBAN. ......ccccceeuenee 62
BACTROBAN NASAL....... 68
balsalazide...........cccceueeunnnne. 79
balziva (28)......ccccevvvervenennnn. 94
BANZEL .....cccooviiien 21
BARACLUDE ..........cccveunen. 2
BASAGLAR KWIKPEN.....71
BAVENCIO .....ccccocvvvvenen. 14
BCG VACCINE, LIVE (PF)87
BECONASE AQ................ 102
bekyree (28).....cceeveevieeienne. 94
BELBUCA ......cccevieeee. 29
BELEODAQ .....ccceviienee 14
BELSOMRA .......cccoovenee. 38
benazepril ........ccoeceevieeiennne. 51
benazepril-hydrochlorothiazide
.......................................... 51
BENICAR ..o 51
BENICAR HCT ................... 51
BENLYSTA ..o 90
BENTYL ..o 79
BENZACLIN .....cocveveenen. 60
BENZAMYCIN ........c........ 60
benztropine.........ccceeeuveeennenn. 25
BEPREVE ......ccoiniiin. 98
BERINERT .......ccceevienenne 102
BESIVANCE ......cccccoceveenen. 97
BETAGAN.......ccoivveeeeee. 97

betamethasone dipropionate. 63

betamethasone valerate......... 63
betamethasone, augmented...63
BETAPACE AF ................... 50
BETASERON .........coueueeee. 85
betaxolol .......ccceevveveennnnnn. 51,98
bethanechol chloride........... 105
BETHKIS ..o 7
BETIMOL ... 98
BETOPTIC S.......ccoveeee. 98
BEVESPI AEROSPHERE. 102
bexarotene ...........ccceeeuveeneen. 14
BEXSERO.......cccceevveirennnne. 87
BEYAZ..oooieieeee 94
bicalutamide ............cccce....... 14
BICILLIN C-R......cceeueeneee. 10
BICILLIN L-A ... 10
BICNU....ooviieiieeeeee e 14
12710 | DR 51
BILTRICIDE.........cccuvveenee. 7
bimatoprost........ccceeveevvernnenne 99
BINOSTO......ccceevereenee. 89
bisoprolol fumarate............... 51
bisoprolol-hydrochlorothiazide

.......................................... 51
BIVIGAM ......cccvveiieee 87
bleomycin..........cceeeveerveennnnn. 14
BLEPH-10.....cccoeeveeiernnee 100
BLEPHAMIDE .................. 100
BLEPHAMIDE S.0O.P........100
blisovi 24 fe......ccceevvevveennnne 94
blisovi fe 1.5/30 (28)............. 94
blisovi fe 1/20 (28)................ 94
BONIVA ... 90
BOOSTRIX TDAP............... 87
BOSULIF .....cccoovveieienee. 14
BOTOX ....ooovieieeiieiee, 87
BREO ELLIPTA. ................ 102
BREVICON (28)........cc........ 94
briellyn.......cccooevieneninennne. 94
BRILINTA ..o, 56
brimonidine ..............c..c...... 100
BRISDELLE ...........cc.......... 38
BRIVIACT ....cccveiiieiiene 21
bromfenac.........ccccceeeeveennenn. 98
bromocriptine ............ccoe....... 25

BROMSITE......cccooveiiene 98
BROVANA ..o, 102
budesonide.................... 79, 102
bumetanide .........c.ccoeceeveennene 51
BUNAVAIL .....cccooveieene 34
BUPHENYL.....ccoceviiiinne 66
BUPRENEX.....c.ccoevieinnne 29
BUPRENORPHINE............. 29
buprenorphine hcl................. 29
buprenorphine-naloxone....... 34
bupropion hcl..........cceeeeee 38
bupropion hel (smoking deter)
.......................................... 68
buspirone ..........cccceeeveeeeveennen. 38
busulfan ........cccccceeeveiienienns 14
BUSULFEX ....ccccovviviiiennne 14
butorphanol tartrate .............. 34
BUTRANS ..o 29
BYDUREON........ccccccveirene 71
BYETTA ..o 71
BYSTOLIC.......cceeovereireee 51
BYVALSON ....cccooveiiiine 51
C
cabergoling .........ccccceevevennnnn. 76
CABOMETYX.....ccooveveneee. 14
CADUET ....ccceviiieiieiene 57
CAFERGOT ......cccevvvereneee. 26
CALAN ..ot 51
CALAN SR ..o, 51
calcipotriene ..........ccccevenneee. 59
calcipotriene-betamethasone 59
calcitonin (salmon) ............... 76
calcitriol ......oooovvvvvveennnnn. 59,76
calcium acetate ................... 106
CAMBIA ..., 34
camila .....ooooeviiiiiiii, 91
CAMPTOSAR.......cccvevenneee. 14
camrese 10....oooeeveeeieenienen. 94
CANASA ..., 79
CANCIDAS......cooeeeieeee 1
candesartan ...........cccceeeueennnen. 51
candesartan-hydrochlorothiazid
.......................................... 51
CAPASTAT ..o 7
CAPEX ..ot 63

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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CAPRELSA ......cccoveieee 14
captopril......occeereeeciieniiennnnn. 51
captopril-hydrochlorothiazide
.......................................... 51
CARAC ... 59
CARAFATE.....ccevvverenn. 82
CARBAGLU.......ccevvveieee 66
carbamazepine................ 21,22
CARBATROL........ccceeeueneee 22
carbidopa.......cceeeeevieninennnn. 25
carbidopa-levodopa.............. 25
carbidopa-levodopa-
entacapone.........ccceeeeeneeen. 25
carboplatin...........ccccveerurennnnn. 14
CARDENE IV IN SODIUM
CHLORIDE...................... 51
CARDIZEM.......cccoevvvereee 52
CARDIZEM CD .................. 52
CARDIZEM LA................... 52
CARDURA ......cccoeevveirenn 52
CARDURA XL....cceevereene 52
CARIMUNE NF
NANOFILTERED ........... 87
CARNITOR .....cccoevcvveirnnnn 66
carteolol........ccovvevviienneenee. 98
Cartia Xt...ooovveeeeeereenieerieeennnn 52
carvedilol........c.ccceovveeeneennen. 52
CASODEX.....ccoovvevveirennnnn 14
CATAPRES ......cccoveree 52
CATAPRES-TTS-1.............. 52
CATAPRES-TTS-2.............. 52
CATAPRES-TTS-3.............. 52
CAYSTON. ..o 7
caziant (28)....cccceeveveerreeennen. 94
cefaclor......ccoeeeeeinieeeiennnn. 4,5
cefadroxil......ccceevvvvenieennnenn. 5
cefazolin......cocceeveieiieniienens 5
cefdinir ....ccveeeiieeiiieeieeee 5
cefepime ......oecveeveeeiieniieiene 5
CefiIXiMe..covveeeiieeeiieeiee e 5
cefotaXime ........cccveeveeerieennenne 5
cefotetan ........ccevceeeveenienneene 5
(6151 10): €151 1 FOUUURRUPRR 5
cefpodoxime.........cceevveeennen. 5
cefprozil......ccecvevieeiiiniieens 5

CEFTIN ..ot 5
ceftriaxone........ccceeeeveeeenneennee. 5
cefuroxime axetil.................... 5
cefuroxime sodium................. 5
CELEBREX .......cccceecvvennnnnnn. 34
celecoXib...oouiinniiriiiieeiien, 34
CELEXA ..o, 38
CELLCEPT ....coooieeeeee. 14
CELLCEPT INTRAVENOUS
.......................................... 14
CELONTIN.....coevveerieinne, 22
cephalexin..........ccceeeeveevennenee. 5
CERDELGA.......cceevvvennne. 76
CEREBYX ...oooviieiieieenee, 22
CEREZYME .......ccccoevvennnnne. 76
CESAMET ....ccooieieienee. 79
CEHIIZINEG ..o, 100
cevimeline .........ccceeeveeennenne 66
CHANTIX ....ocoovieieeiie, 68
CHANTIX CONTINUING
MONTH BOX.................. 68
CHANTIX STARTING
MONTH BOX.................. 68
CHEMET......ccoovereenne. 66
CHENODAL.......ccccevvennnne. 79
chloramphenicol sod succinate
............................................ 7
chlorhexidine gluconate ....... 68
chloroquine phosphate............ 7
chlorothiazide........................ 52
chlorothiazide sodium .......... 52
chlorpromazine..................... 38
chlorthalidone....................... 52
CHOLBAM.......ccovvvvn 79
cholestyramine (with sugar).57
cholestyramine light ............. 57
CHORIONIC
GONADOTROPIN,
HUMAN.......ccoooieeiie, 77
CIALIS ..o 105
CIClOPITOX.eeeeiieeiieeiiee e, 62
CldOfOVIT .o 2
cilostazol.......ccccceeviiiiiennnnne 56
CILOXAN....ooovieieeieeee 97

cimetiding ........cccceeeeveevnenen. 82
cimetidine hel ..........ccoceeee 82
CIMZIA ... 79
CIMZIA POWDER FOR
RECONST ..o 79
CINRYZE......cccoovvieenne. 102
CIPRO ..o 11
CIPROHC......cceovveiienn 68
CIPRO IN D5W ... 11
CIPRODEX .....ccoveviviennnn 68
ciprofloxacin.........c.ccceveeneee. 11
ciprofloxacin (mixture)......... 11
ciprofloxacin hcl............. 11,97
ciprofloxacin in 5 % dextrose
.......................................... 11
ciprofloxacin lactate ............. 11
cisplatinu......ccceevveeerieeereeenee. 14
citalopram.........c.cceeeveervennen. 38
cladribine .........ccccceeeveeninnen. 14
claravis.......ccooeeieneeneniienenns 60
CLARINEX.....ccccvvvvenee. 100
CLARINEX-D 12 HOUR ..100
clarithromycin............c.c..c..... 6
CLEOCIN......ccceereienne 7,93
CLEOCIN HCL......ccccocevuenee. 7
CLEOCIN IN 5 %
DEXTROSE .......ccceevenneee. 7
CLEOCIN PEDIATRIC......... 7
CLEOCIN T ..coeeieiiieieenne. 61
CLIMARA.....ccoiiieieene, 91
CLIMARA PRO........ccc...... 91
clindacin p ....ocovveeveveenneeenee. 61
CLINDAGEL .......cccocevenenne. 61
clindamycin hel ...................... 7
clindamycin in 5 % dextrose ..7
clindamycin pediatric ............. 7

clindamycin phosphate ....7, 61,
93
clindamycin-benzoyl peroxide

.......................................... 61
clindamycin-tretinoin ........... 61
CLINDESSE.....ccccieininnne 93
CLINIMIX 5%/D15W

SULFITE FREE ............. 108

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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CLINIMIX 5%/D25W

SULFITE-FREE............. 108
CLINIMIX 2.75%/D5W
SULFIT FREE................ 108
CLINIMIX 4.25%/D10W
SULF FREE ................... 108
CLINIMIX 4.25%/D5W
SULFIT FREE.................. 66
CLINIMIX 4.25%-D20W
SULF-FREE................... 108
CLINIMIX 4.25%-D25W
SULF-FREE................... 108
CLINIMIX 5%-
D20W(SULFITE-FREE) 108
CLINIMIX E 2.75%/D10W
SUL FREE..........ceueeeun.... 66
CLINIMIX E 2.75%/D5W
SULF FREE ..................... 66
CLINIMIX E 4.25%/D10W
SUL FREE...................... 108
CLINIMIX E 4.25%/D25W
SUL FREE...................... 108
CLINIMIX E 4.25%/D5W
SULF FREE ................... 108
CLINIMIX E 5%/D15W
SULFIT FREE................ 108
CLINIMIX E 5%/D20W
SULFIT FREE................ 108
CLINIMIX E 5%/D25W
SULFIT FREE................ 108
CLINISOL SF 15 %........... 108
clobetasol..........ccccvveeeennnenne. 63
clobetasol-emollient ............. 64
CLOBEX.....coovviievieeeieeen 64
clodan.......ccccooovvvieeeecinnnnnn. 64
CLODERM . ........cccuvveeuren. 64
clofarabine..........c...ccceuueee.. 14
CLOLAR.......ccvveeiee 14
clomipramine............cccee...... 38
clonazepam...........c.cccovennneee. 22
cloniding.........ccceceevveeveveennnen. 52
clonidine hcl.................... 38,52
clopidogrel.........ccccueeueennnen. 56
clorazepate dipotassium ....... 38
clotrimazole...................... 1,62

clotrimazole-betamethasone. 62

clozapine..........ccceeveenenn. 38, 39
CLOZAPINE.........ccovveen. 39
CLOZARIL. .......ccoeeeveere, 39
COARTEM ......ccceevveeenne. 7
codeine sulfate..................... 29
COGENTIN......cooeeeevreernen, 25
COLAZAL .....ccoovvveeveeenn. 79
COLCHICINE........cccccu... 89
COLCRYS...coioeeeeieeeiene 89
COLESTID......ccovveeeveeernnn. 57
colestipol ......ceeevveviveriiennnnn 57
colistin (colistimethate na) .....8
COloCOrt...voiiiiiieiiieeiieeci, 79
COLY-MYCIN S ........c....... 68
COLYTE WITH FLAVOR
PACKS.....oooeeeeeee, 79
COMBIGAN. .....c.ccevveeernen, 99
COMBIPATCH.................... 92
COMBIVENT RESPIMAT102
COMBIVIR ..., 2
COMETRIQ......ccceevrereen. 14
COMPLERA ........coovveer. 2
COMPIO..eevreeereeeereeenreeeareenns 79
COMTAN......ooveeeeeeee, 25
CONCERTA .....cccoevee, 39
CONDYLOX....couvvvvrerrrnnnnns 59
constulose ......cceeeeeeeneeeeennnnn. 80
CONZIP.....ccovveeeeeeeeeeenenn, 34
COPAXONE. ..o, 27
COPEGUS......cooeveeveiee, 2
CORDRAN TAPE LARGE
ROLL.....covveiiieeieee, 64
COREG ....ccovvvieieeeciieen, 52
COREG CR.........covveerrerne. 52
CORGARD ......ccceeeveeenn, 52
CORLANOR.........coovveennee 58
COTIMAX ..vvveeeeerreeeeeirreeee e 64
CORTEF......oovevvrenn. 68
CORTIFOAM .......ccoeeeneeen. 80
COTISONE ..eeevvveeeevreeerree e 68
CORTISPORIN.................... 62
CORZIDE........ccoovveereeernnnn. 52
COSENTYX (2 SYRINGES)
.......................................... 59

COSENTYX PEN (2 PENS)59
COSMEGEN.......ccccoevviennne 14
COSOPT....ooveeieeee, 99
COSOPT (PF)...covvveiiiennn 99
COTELLIC......ccccveeeeeee. 14
COUMADIN .....ccceevvirrene 56
COZAAR......coooeeieen, 52
CREON......cooiriiiiiiiieene 80
CRESEMBA.......cccoevierne 1
CRESTOR .....cooviiiiiien 57
CRINONE ......ccoevveieene 92
CRIXIVAN......cocvteieieeene, 2
cromolyn................. 80, 98, 102
cryselle (28) ...ccovvveeviennenen. 94
CUBICIN....ccoevieieieieieenne 8
CUPRIMINE .......cccoevvvennn. 90
CUTIVATE ......ccoveeveee 64
CUVPOSA ..o 79
cyclafem 1/35 (28).....c.......... 94
cyclafem 7/7/7 (28)............... 94
CYCLESSA (28) c.cevvvevennnee. 94
cyclobenzaprine.................... 28
CYCLOPHOSPHAMIDE....14
CYCLOSET ...ccocvevveeiiens 71
cyclosporine.................... 14, 15
cyclosporine modified .......... 15
CYKLOKAPRON................ 56
CYMBALTA.....c..oeeees 39
CYRAMZA .....cooveveeene. 15
CYSTADANE.......ccccecvenen. 80
CYSTAGON. ......cceeveenee. 105
CYSTARAN....cceevveeiene 98
cytarabine .........ccceeeeeeveeeennen. 15
cytarabine (pf) ....ccoveevveenne. 15
CYTOMEL.......ccoeevvrriens 78
CYTOTEC.....ccoovieieene. 82
CYTOVENE.........oevvvre. 2
D
d10 %-0.45 % sodium chloride
.......................................... 66
d2.5 %-0.45 % sodium
chloride........ccccovvevvveennenn. 66
d5 % and 0.9 % sodium
chloride........ccccovvevvveenenn. 66
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d5 %-0.45 % sodium chloride

.......................................... 66
dacarbazine...............ccooeunne. 15
DACOGEN .......ccoovvvveeennnn. 15
DAKLINZA ......cooovvvveeen. 2
DALIRESP......ccccovvvvvenne. 102
DALVANCE......cccccccvvven. 8
danazol ............ccoevveveeennnnnn. 77
DANTRIUM .....cccovvvvennnnn. 28
dantrolene.........ccccceeeeeeunnne.. 28
dapsone........cccccveeeciveenieeennnn, 8
DAPTACEL (DTAP

PEDIATRIC) (PF)............ 87
daptomycin.........cceceveeveennne 8
DARAPRIM.......ccoovvvveen. 8
darifenacin.........ccc....coouu.... 105
DARZALEX ...ooovvveevvvevenennnns 15
daunorubicin.............ccc........ 15
DAYPRO ....ccvvvvvvieee 34
DAYTRANA ......ccccovvvnn. 39
DDAVP ..o 77
deblitane ...........ccoevvveeeennnnnn. 92
decitabine ........cccccceeevvevinnnns 15
DELESTROGEN ................. 92
delyla (28) eovevieiieeiiiiieee 94
DELZICOL ........coovvvvvevevenen 80
DEMADEX.......vvviveeieennnn 52
demeclocycline..................... 12
DEMSER......iveiiiiiiiiiinnns 52
DENAVIR .........coovvveeeenn. 63
DEPACON......ccoeeeveeen, 22
DEPAKENE........ccccocvvvvnnnn. 22
DEPAKOTE..........eeeee. 22
DEPAKOTE ER................... 22
DEPAKOTE SPRINKLES ..22
DEPEN TITRATABS.......... 90
DEPO-ESTRADIOL............ 92
DEPO-MEDROL ................. 68
DEPO-PROVERA ............... 92
DEPO-SUBQ PROVERA 104

.......................................... 92
DEPO-TESTOSTERONE....77
DERMATORP........eeeeeee. 64
DESCOVY ...vvviiiieieeiee. 2
desipramine ............cccccueennee. 39

desloratadine....................... 100
desmopressin...........ccueeueeeee. 77
desog-e.estradiol/e.estradiol .94
DESOGEN ........ccoovvveeennn. 94
DESONATE........coovvveennn. 64
desonide........cocuveeeeenneeeeennnne. 64
DESOWEN .......cccoovvvreenn. 64
desoximetasone .................... 64
DESOXYN...coooviiiiiieeene 39
DESVENLAFAXINE .......... 39
desvenlafaxine succinate....... 39
DETROL. ......cccovvvvieereenns 105
DETROLLA........ccuve.. 105
dexamethasone ..................... 69
dexamethasone intensol........ 68
dexamethasone sodium
phosphate.................... 69, 99
DEXEDRINE SPANSULE..39
DEXILANT .....coovvviieeenee 82
dexmethylphenidate.............. 39
DEXPAK 13 DAY ............... 69
dexrazoxane hcl..................... 13
dextroamphetamine............... 39
dextroamphetamine-
amphetamine .................... 39
dextrose 10 % and 0.2 % nacl
.......................................... 66
dextrose 10 % in water (d10w)
.......................................... 66

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

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

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

.......................................... 66
DIAMOX SEQUELS........... 99
DIASTAT ..o 22
DIASTAT ACUDIAL.......... 22
diazepam........c.cceevveeveennnnne. 39
diazepam intensol.................. 39
DIBENZYLINE ................... 52
diclofenac potassium............ 34
diclofenac sodium.....34, 59, 98

diclofenac-misoprostol ......... 34

dicloxacillin..........ccceeveennnee. 10
dicyclomine ..........cccceeuveenneee. 79
didanosine..........ccccecveeveennennne. 2
DIFFERIN .......cccooieieiene 61
DIFICID ....ooovveeiieiieeieeiene, 6
diflorasone..........cccceeeveeenee. 64
DIFLUCAN.......cccoevieeieeine, 1
diflunisal .........ccccceevvveennnnee. 34
digiteK ..oveeieeiieiieeiieee, 55
(4 B7o00) ¢ 1 1 D 55
dihydroergotamine................ 26
DILANTIN 30 MG............... 22
DILANTIN EXTENDED 100

MG ... 22
DILANTIN INFATABS 50

1Y, (€ SRR 22
DILANTIN-125 125 MG/5

ML oo 22
DILAUDID.......ccceeevveerenne. 29
diltiazem hcl .............c......... 52
Ailt-XT oo, 52
DIOVAN ....coveieeieeeieine 52
DIOVAN HCT ..o 52
DIPENTUM .....ccocvvveirnne 80
diphenhydramine hcl .......... 100
diphenoxylate-atropine......... 79
DIPROLENE..........cccoennnnee. 64
DIPROLENE AF.................. 64
dipyridamole............ccuu...... 56
disulfiram..........c.ccoeeeenennen. 66
DITROPAN XL.................. 105
DIURIL.....ceevieieieeeieiene 52
DIURIL IV ..o, 52
divalproex ........ccoceeveeneeenen. 22
DIVIGEL.......c.coovververnnee. 92
docetaxel.........ccoooeeeiennnnnnen. 15
dofetilide.......ccceevvevveerneennne. 50
DOLOPHINE .........cccceunee. 30
donepezil........ccceeveuveennnnnne. 27
1D10) 201 27. 9 G 8
DORYX..oooiieiieieeieeieee, 12
DORYX MPC .......cccoeeuvnneee. 12
dorzolamide...........c.cceunenneee. 99
dorzolamide-timolol ............. 99
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DOVONEX ......ccocviiienne 59

doxazosin.........cccceeeveenerennnn 53
doxepin......ccceeevveeeeveennnen. 39, 60
doxercalciferol...................... 77
DOXIL ..o 15
doxorubicin..........ccccveerurennnen. 15
doxorubicin, peg-liposomal.. 15
doxy-100......ccccoevieerieirannnnn 12
doxycycline hyclate.............. 12
doxycycline monohydrate .... 12
dronabinol.............ccceevennnen. 80
drospirenone-e.estradiol-lm.fa
.......................................... 94
drospirenone-ethinyl estradiol
.......................................... 94
DROXIA .....ooeoveeieeiveeene 15
DUAC.....c e, 61
DUAVEE ......ccccoevvviieenne 92
DUETACT ...covveeevieeeen. 71
DUEXIS ...ccvieieieeieeee 34
DULERA.......ccoverereee. 102
duloxetine.........ccccceeenn... 39, 40
DUOPA ..., 25
DUPIXENT......cccovvvvveeeeennn. 60
DURAGESIC........ccccveueenee. 30
duramorph (pf) ...coevveeeennnnn. 30
DUREZOL ........ccocvvvveennnen. 99
dutasteride .........ccccveerneenns 105
dutasteride-tamsulosin........ 105
DUTOPROL...........ccuveenenee. 53
DYAZIDE ......cccovvvveeeen. 53
DYMISTA.....ccveveeieens 102
DYRENIUM ......cccovvveeennnn. 53
DYSPORT.....ccceevverrernne 87
E
€.€.5. 400.....coiiiiiiiiiiniiiee 6
E.E.S. GRANULES .............. 6
EC-NAPROSYN.........c........ 34
econazole.......cccoeceeeeeeneenen. 62
EDARBI........ccveeiieienne 53
EDARBYCLOR................... 53
EDECRIN.......cocovvviriernne. 53
EDURANT......cooiieeeien, 2
EFFEXOR XR.....cccovvveeeennnn. 40
EFFIENT ..., 56

EFUDEX ...cccoeiiiiiieeee, 60
EGRIFTA ....oooviviiiiieenne, 85
ELAPRASE.......cccoovveenne. 77
ELDEPRYL......ocoeviriinnne. 25
ELELYSO ....oooiiieieenee. 77
ELESTAT...ccoooiviiiiiene. 98
ELESTRIN ....cccoooveieieee. 92
ELIDEL ....coocviiiiviiiiiecnne, 60
ELIGARD .....cccoovvvieienee. 15
ELIGARD (3 MONTH)....... 15
ELIGARD (4 MONTH)........ 15
ELIGARD (6 MONTH)........ 15
ELIMITE. .....ccoiiiiieeee. 65
eliphos ..ccoovevieiieiieieee 106
ELIQUIS ..o, 56
ELITEK ....ooviiiiiiiiiieee, 13
ELLENCE .....cccoovveveieee. 15
ELMIRON......c.eccvirrernne 105
ELOCON.......cooteieeeenee 64
EMADINE......ccooviiirinne. 98
EMBEDA ......cccooeieienee. 30
EMCYT..cooiiiiiiieee, 15
EMEND......ccccovviiieienne. 80
emMOqUELte ......eevvvveeriieerinennne 94
EMPLICITT ......cccvvveeee. 15
EMSAM ...ccooiiiiiiie, 40
EMTRIVA. ..o 2
EMVERM .....cccoovniiiiiinne 8
ENABLEX .....ccoeovveieienne 105
enalapril maleate................... 53
enalapril-hydrochlorothiazide
.......................................... 53
ENBREL ......ccooeieieiene. 90
ENBREL SURECLICK ....... 90
endocet.......ccoveviienieiiieiene 30
ENGERIX-B (PF) ................ 87
ENGERIX-B PEDIATRIC
(PF) e, 87
(110 €210 15 1 1 WS 56
ENPIESSE .evveeerreevreeerreeeinreenns 94
ENSTILAR.....cccocveviriinne. 59
entacapone........cceeevvveeeernnnee 25
ENLECAVIT .o 2
ENTOCORT EC................... 80
ENTRESTO......cccceovviennne. 58

ENUIOSE ...cuveeeiiiiieiieeieeie 80
ENVARSUS XR ....ccccocueneeee 15
EPCLUSA ..o, 2
EPIDUO .....coovviiieiiiieene 61
EPIDUO FORTE.................. 61
ePINASHINE ....ccvvreerieereeiienanns 98
EPINEPHRINE .................. 100
EPIPEN 2-PAK .......ccc....... 100
EPIPEN JR 2-PAK............. 100
epIrubiCin.........ccvevveeriiennnnnns 15
530317 ) B S 22
EPIVIR ...cociiiiiiieieeee, 2
EPIVIR HBV.....ccooevvrieee. 2
eplerenone...........coeeveevvvennnnne 53
EPOGEN ......cccoviiiieiene 85
eprosartan ...........ccceeeeuveennnnn. 53
EPZICOM.......ccovvvveeienen. 2
EQUETRO .....cccevveiieiene 22
ERAXIS(WATER DILUENT)
............................................ 1
ERBITUX.....ccocovieieeeieene 15
ergoloid.......cocveeeiieniiiiienns 40
ergotamine-caffeine.............. 26
ERIVEDGE ........ccceovvire. 15
5301 DRSS 92
ERTACZO.....cccovvieieens 62
ERWINAZE ........ccovvernee 15
ery Pads....cceeevveeerieeeiieeen, 61
erygel .oouveiiiiiieiee 61
ERYPED 200......cccccccevvenennen. 6
ERYPED 400.......c.cceevennennen. 6
EIY-tab..ccoiiieeiieeieeeie e 6
ERY-TAB....ccooovviiiiiiie 6
ERYTHROCIN .........cccoeneeee. 6
erythrocin (as stearate) ........... 6
erythromycin................. 6,7,97

erythromycin ethylsuccinate...6
erythromycin with ethanol....61
erythromycin-benzoyl peroxide

.......................................... 61
ESBRIET ....ccccooviviiniiienne. 102
escitalopram oxalate ............. 40
esomeprazole magnesium.....82
esomeprazole sodium ........... 82
ESTRACE ......ccoviiiiiiiie 92
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estradiol valerate .................. 92
estradiol-norethindrone acet.92
ESTRING.........oovvevveeeennee. 92
eStropipate ......ceeeeveeereveeennee. 92
eszopiclone.........ccoeevvevivennnnn. 40
ethacrynate sodium............... 53
ethacrynic acid..........cccc....... 53
ethambutol.............ccoovennnnnnnn. 8
ethosuximide ............cccuve...... 22
ethynodiol diac-eth estradiol 94
etidronate disodium.............. 66
etodolac .....oooeevvvviiiiiiiiiinn, 34
ETOPOPHOS.............ccuu..... 15
etoposide.......ccveevrieenreeennen. 15
EUCRISA.......oooeeeeeeene. 60
EURAX ...oooviiiiiiicieeeeen 65
EVAMIST ....ovvveeeeeen. 92
EVISTA...coooiiiiieeee 90
EVOCLIN .....ccccoovvvveeeennen. 61
EVOTAZ. ... 2
EVOXAC ... 67
| Y474 (O 2 35
EXALGOER ... 30
EXELDERM......cccoovvvveennne. 62
EXELON....cccovviiiieeeeenne. 27
exemestane ............ccceeeeeenn... 15
EXFORGE ........cccovvvveenn. 53
EXFORGE HCT .................. 53
EXJADE.....cccooviiiieeeeenn. 67
EXONDYS 51..ccoovviiieennnenn. 27
EXTAVIA ....ccoovieen 85
EXTINA ..o 62
ezetimibe ........cccvvveeiiiiiiinnnn, 57
ezetimibe-simvastatin........... 57
F

FABIOR ......cccoovviiienn. 61
FABRAZYME ..................... 77
falmina (28) .....ccccevvvveieenen. 94
famciclovir .......ccceeevvvevnnnnnnen.. 2
famotidine...........ccccoceeeunneee.n. 83
famotidine (pf)......ccceeeveenneee. 83
famotidine (pf)-nacl (iso0-0s)83
FANAPT ..o 40
FARESTON ......cccoovvvveennnnn. 15

FARXIGA ....ccovvieieenee, 71
FARYDAK.....ccoevieiiene. 15
FASLODEX.....ccccovveiennnee. 15
fayosim ......ccceeeveerveniieinne, 94
FAZACLO.....cccoevvvveennnne. 40
felbamate ..........cccceveviennennne. 22
FELBATOL.......cccecveiennee. 22
FELDENE .....ccccocvviiiiinne. 35
felodipine.........ccceeeeveeennennne 53
FEMARA .....ccccooiiiiine. 16
FEMHRT LOW DOSE ........ 92
FEMRING......ccocoevirienne. 92
femynor .......cccoeeeveeeeieeennen, 94
fenofibrate ........cccocevienennne. 57
FENOFIBRATE................... 57
fenofibrate micronized ......... 57
fenofibrate nanocrystallized .57
fenofibric acid..........ccoenneeee. 57
fenofibric acid (choline)........ 57
FENOGLIDE...........cccc...... 57
fenoprofen ........cccceeeveeennenn. 35
FENOPROFEN............c........ 35
fentanyl.........cocoeeiiiniiennnn 30
FENTANYL....oooveviiiinne. 30
fentanyl citrate...................... 30
FENTORA......cccooveieenne. 30
FERRIPROX......c.cccvevennee. 67
FETZIMA........ccccevveuen. 40, 41
FEXMID.....ccooviiiiiiiiane 28
FIBRICOR........ccvevrerrnnnne. 57
FINACEA......cooiiii 61
finasteride .........ccoceeveenncne 105
FIRAZYR ..ccooviiiiiiee. 102
FIRMAGON KIT W
DILUENT SYRINGE ...... 16
FLAGYL oo, 8
FLAREX ...ccoiiiiiiiiiiiee 99
flavoxate .......ccooeeeeeeniennens 105
FLEBOGAMMA DIF .......... 87
flecainide .......c.ccceveerieennnnnne 50
FLECTOR ....ccccooviiiiinne. 35
FLOMAX ..ot 105
FLOVENT DISKUS. .......... 102
FLOVENT HFA................. 102
flOXiN woeeeeieieieeeee, 68

fluconazole ...........ccceveunnnnenn. 1
fluconazole in nacl (iso-osm) .1
flucytosine .........ccoveeeeuveeeneenns 1
fludarabine.............ccccevveeenn. 16
fludrocortisone...................... 69
FLUMADINE...........ccoevveen. 2
flunisolide............coovvuunnnee.n. 102
fluocinolone............cccvveeene. 64
fluocinolone acetonide oil ....68
fluocinonide............cccevveeeenn. 64
fluocinonide-e.........ccuuu....... 64
FLUORIDE (SODIUM).....109
fluorometholone ................... 99
fluorouracil ..................... 16, 60
FLUOROURACIL ............... 60
fluoxeting........ccoevveeeeeneeeeennns 41
FLUOXETINE .........oouue... 41
fluphenazine decanoate ........ 41
fluphenazine hcl.................... 41
flurandrenolide ..................... 64
flurbiprofen.........ccccceevveenneen. 35
flurbiprofen sodium.............. 98
flutamide.......coovvveivvvinnnnne, 16
fluticasone..................... 64, 103
FLUTICASONE-
SALMETEROL.............. 103
fluvastatin ..........ccccoevevnvnnenen. 57
fluvoxamine............cceeuuvuee... 41
FML FORTE .......cc.ccoevee... 99
FML LIQUIFILM ................ 99
FML S.OP...ccooveeeeieernne. 99
FOCALIN.........coovvveeeeeen. 41
FOCALIN XR .....ccoeeeveenee. 41
FOLOTYN ..ooooiiiiiieieneee. 16
fomepizole........cccceevereennnn 87
fondaparinux..........ccccveennen. 56
FORFIVO XL.....cccoveeevennee. 41
FORTAMET......cccovvvenne.. 71
FORTAZ.....oooveveeeeeeeeenn 5
FORTEO..........coovvveveiennn. 90
FORTESTA......ccoovveeeen. 77
FOSAMAX.....coovvieiiiennnnn. 90
FOSAMAXPLUSD............ 90
fosinopril......cccceeevveeecveennnnn. 53
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fosinopril-hydrochlorothiazide

.......................................... 53
fosphenytoin.........c.ccccuveeeeee. 22
FOSRENOL ........cccevvernnnen. 67
FRAGMIN ......ccoevveiennen. 56
FREAMINE HBC 6.9 %....108
FROVA ..o 26
frovatriptan...........ccceeveeennen. 26
FURADANTIN......ccceeueenee. 12
furosemide.........cooeeveriennene 53
FUSILEV ...coooiiiieeeeee. 13
FUZEON ....ccooiviiiniiieen 2
fyavolV.....ccoveeeieeeieeieeee 92
FYCOMPA ..o 22
G
gabapentin ...........cceeveennennne. 22
GABITRIL .....cccveeieieiene 22
GABLOFEN.......ccccceviene 28
galantamine ...........c.ccceeeenee. 27
GAMASTAN S/D.....covenene 87
GAMMAGARD LIQUID....87
GAMMAGARD S-D (IGA <1

\Y (G{€741Y | 5) [ 87
GAMMAKED.......ccccevuennne 87
GAMMAPLEX.......ccoeevennee 87
GAMMAPLEX (WITH

SORBITOL)......cccveurenees 87
GAMUNEX-C .....cceocvvienne 87
ganciclovir sodium................. 2
GARDASIL 9 (PF)............... 87
GASTROCROM...........c...... 80
gatifloxacin.........cceeueeeenveennne 97
GATTEX 30-VIAL.............. 80
GAUZE PAD .....cccevveene 71
gavilyte-C.....ocoevveneeiiinienens 80
gavilyte-g....covvevciieeiieeieene 80
gavilyte-h and bisacodyl....... 80
gavilyte-n......ccocovvevivveeninenns 80
GELNIQUE..........cccoeeune 105
gemcitabing ........coeeeveeenvenne 16
gemfibrozil ...........ccccoeeeenne. 57
GEMZAR .....ccoooiiiiiene 16
GENERESS FE.....ccccecvenee 94
generlac ......ooeeveveeeeiieenieen, 80
gengraf.........coccoeviiiiiiininnnnn. 16

GENOTROPIN .....ccccocenuenene 85
GENOTROPIN MINIQUICK
.......................................... 85
gentak ........oooeeeeiienieiiie, 97
gentamicin .................. 8, 62,97
gentamicin in nacl (iso-osm)..8
gentamicin sulfate (pf)............ 8
GENVOYA ..ot 2
GEODON. .....cccoviiiiininieens 41
gianvi (28) ..ceeeevverieeieeine, 94
GIAZO...cooviiiiiiiiniene 80
gildagia......coeeevverieiiienn, 94
GILENYA ..o 27
GILOTRIF.......cccoctvieiennnne. 16
GLASSIA ....ooiiiieeee 67
glatopa....ceeeveeeiieieeiee, 27
GLEEVEC.......ccoiiinininne 16
GLEOSTINE.......ccceviennne. 16
glimepiride.........cccoevveennnnne 71
glipizide......ccccoevvevveeiiennnnne, 71
glipizide-metformin........ 71,72
GLUCAGEN HYPOKIT .....72
GLUCAGON EMERGENCY
KIT (HUMAN)......ccccc...... 72
GLUCOPHAGE..........c..c..... 72
GLUCOPHAGE XR ............ 72
GLUCOTROL.......ccceeeeuene. 72
GLUCOTROL XL ............... 72
GLUMETZA ......cccoviiien. 72
glycopyrrolate..........cccccuu.e.. 79
GLYSET. ..ot 72
GLYXAMBI ......ccooveeene. 72
GOLYTELY ..o 80
GONITRO....ccceevieiienee. 58
GRALISE .....ccooiiiiiiiene 23
GRALISE 30-DAY STARTER
PACK ..o 22
granisetron (pf) ........ccceeeuennne 80
granisetron hel........cooceneeee. 80
GRANIX ..cooviviiiieiieiecnee, 85
GRASTEK....ccccoiiiiriienne. 87
griseofulvin microsize............. 1
griseofulvin ultramicrosize..... 1
GRIS-PEG
(ULTRAMICROSIZE) ...... 1

guanidine .........ccceeevveeeveeennne. 41
GYNAZOLE-1 .....ccovvvennn. 93
H
HALAVEN.....ccooiiiiiinne 16
HALDOL......ccoeoiieieeee 41
HALDOL DECANOATE ....41
halobetasol propionate.......... 64
HALOG ..o 64
haloperidol............ccoeeeunenns 41
haloperidol decanoate........... 41
haloperidol lactate ................ 41
HARVONI......cccoeviriiinen. 2
HAVRIX (PF) ................ 87, 88
HECTOROL.......ccccocvvienee 77
heparin (porcine) .................. 56
heparin (porcine) in 5 % dex 56
HEPATAMINE 8%............ 108
HEPSERA ......ccoiiiiin, 2
HERCEPTIN .......cccoveine 16
HETLIOZ .......ccoevieieeee 41
HEXALEN .....ccooiieieiene 16
HIBERIX (PF)....ccceviriene 88
HIPREX ..ot 12
HORIZANT .....ccoovieiiienne 28
HUMALOG.........cccevverrene 72
HUMALOG KWIKPEN ......72
HUMALOG MIX 50-50.......72
HUMALOG MIX 50-50
KWIKPEN........cceoverrnee 73
HUMALOG MIX 75-25....... 73
HUMALOG MIX 75-25
KWIKPEN......ccevirirne 73
HUMATROPE ..................... 85
HUMIRA........ocoireenee. 90, 91
HUMIRA PEDIATRIC
CROHN'S START............ 90
HUMIRA PEN .....ccccceeueneene 90
HUMIRA PEN CROHN'S-
UC-HS START ................ 90
HUMIRA PEN PSORIASIS-
UVEITIS......cooeiiiiienne 90
HUMULIN 70/30.................. 73
HUMULIN 70/30 KWIKPEN
.......................................... 73
HUMULIN N ..o 73
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HUMULIN N KWIKPEN....73
HUMULIN R U-100............ 73
HUMULIN R U-500 (CONC)
KWIKPEN ......cccevirnnn. 73
HUMULIN R U-500
(CONCENTRATED)....... 73
HYCAMTIN .....ccooovernee. 16
HYCET...ccooiiiiiieeee 30
hydralazine ............ccceeeueenne. 53
HYDREA ..., 16
hydrochlorothiazide.............. 53
hydrocodone-acetaminophen30
hydrocodone-ibuprofen........ 30
hydrocortisone.... 64, 65, 69, 80
hydrocortisone butyrate........ 64
hydrocortisone butyr-emollient
.......................................... 64
hydrocortisone valerate ........ 65
hydrocortisone-acetic acid.... 68
hydromorphone .............. 30, 31
hydromorphone (pf) ............. 30
hydroxychloroquine ............... 8
hydroxyprogesterone caproate
.......................................... 92
hydroxyurea..........ccccceeeueennee. 16
hydroxyzine hcl.................. 100
HYPERRAB S/D (PF)......... 88
HYSINGLA ER ................... 31
HYZAAR ..o, 53
I
ibandronate............cccevueenneen. 90
IBRANCE ......cooovivieiee. 16
IBUDONE.......ccccoveirnnne 31
ibuprofen ........cccceeevveeeveennen. 35
ibuprofen-oxycodone ........... 31
ICLUSIG .....ooiiiiieeeeeen 16
IDAMYCIN PFS.......ccccoeee. 16
idarubicin.........cocevieniennnen. 16
TFEX .o 16
ifosfamide........ccccoeeeniennnn. 16
ILARIS (PF) .o 85
ILEVRO ...ooiiiiiieieeee, 98
mmatinib........cccevvvveeeeinnn. 16, 17
IMBRUVICA........ccoovene. 17
IMFINZIL......cooiiiiiiinenn. 17

imipenem-cilastatin ................ 8

imipramine hcl..................... 41
imipramine pamoate............. 41
IMiquimod .......cccccveeveennnnnne. 60
IMITREX .....oooveieiieee. 26
IMITREX STATDOSE KIT
REFILL .....oooviieieeee 26
IMOGAM RABIES-HT (PF)
.......................................... 88
IMOVAX RABIES VACCINE
(53 3 P 88
IMURAN......coooivieeeieenee, 17
INCRELEX .....cccvviiienee. 67
INCRUSE ELLIPTA.......... 103
indapamide .............ccveeennnnn. 53
INDERAL LA ..o 53
INFANRIX (DTAP) (PF).....88
INFLECTRA ..o, 80
INGREZZA..........ccoveee. 28
INLYTA o, 17
INNOPRAN XL......ccveeeeee. 53
INSPRA ..ot 53
INSULIN PEN NEEDLE.....73
INSULIN SYRINGE (DISP)
U-100..ciiiiieieeee 73
INTELENCE........ccccevveirnne 2
intralipid ......cccooevvvieeieennen. 108
INTRALIPID..........cccuenee. 108
INTRON A ..o, 85
introvale........ccoceeveenieennene 94
INVANZ...cooviiiiiiiinieienn 8
INVEGA.....ccoooiiee, 42
INVEGA SUSTENNA.......... 42
INVEGA TRINZA. ............... 42
INVIRASE ..ot 2
INVOKAMET......ccceovennne. 73
INVOKAMET XR................ 73
INVOKANA ..o 73
IONOSOL-MB IN D5W ....108
IOPIDINE......cccoeiiiernne 100
TPOL oo, 88
ipratropium bromide.....68, 103
ipratropium-albuterol.......... 103
irbesartan ..........ccocceevieenennn 53

irbesartan-hydrochlorothiazide

.......................................... 53
IRESSA ..o 17
ITINOLECAN ..o, 17
ISENTRESS ...ccooviviiiiiieees 2
ISOLYTE-P IN 5 %

DEXTROSE ................... 108
ISOLYTE-S....ccoovvieeenn.. 108
1soniazid......ccccvvvveeeiviiiinnnnnnen. 8
ISOPTO CARPINE............... 98
ISORDIL ......ooeevviieiiinnn. 58
ISORDIL TITRADOSE ....... 58
isosorbide dinitrate ............... 58
isosorbide mononitrate ......... 58
1STadipine ......cccveeeveeeereeenee. 53
ISTALOL ......ooovevveeeen. 98
ISTODAX......ccoovvii 17
itraconazole............ccccvveeeennne.. 1
IVEIMECHIN ..o, 8
IXIARO (PF)..ccovieiiiieinnn, 88
J
JADENU.........ooovviiiiin. 67
JADENU SPRINKLE .......... 67
JAKAFI ..o 17
JALYN .., 105
JANLOVEN ..eovreeiieiieeieeere e 56
JANUMET ......................... 73
JANUMET XR.......cccoenneee.n. 73
JANUVIA ... 73
JARDIANCE......cccooevenn. 73
JENTADUETO ................... 73
JENTADUETO XR........ 73,74
JEVTANA ... 17
JINteli.eeieiiiiiieiieie e, 92
JOLVEtte ..o, 92
JUBLIA ... 62
Juleber.....oooviiiiiiiiieee, 94
junel 1.5/30 (21) coeeevveernneee. 94
junel 1/20 (21) voovecveeieieene 94
junel fe 1.5/30 (28) ............... 94
junel fe 1/20 (28) ...cceeeeeeneee. 94
Junel fe 24 .....ccovveiveeinen, 94
JUXTAPID ..o 57
K
KADCYLA......cooieeee. 17
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KADIAN ... 31

kaitlib fe.......ccoovvveeeineieeennen. 94
KALETRA ...ccooovviii. 3
KALYDECO........ccceu..... 103
KANUMA .......coovieeeeee 77
KAPVAY ..o 42
kariva (28) ..coeeeevveeeiieeiieene 94
KAYEXALATE................... 67
KAZANO.....cooovieveeeennn 74
kelnor 1/35 (28).cccvveevveennnne. 94
KENALOG.........cccuu..... 65, 69
KEPIVANCE.........c..ccoou.. 13
KEPPRA.....ccooveveeieeenn 23
KEPPRA XR......ccoovvvveennnn. 23
KERYDIN.....cooovviieeennen. 62
ketoconazole..................... 1, 62
ketoprofen.........c.cceeevveeenneennne 35
ketorolac..........cccoeevveeeeennnnn. 99
KEVEYIS. ..o 28
KEVZARA.........cccovvvvveenn. 91
KEYTRUDA......cccovvveene. 17
KHEDEZLA.......ccovvvveen... 42
kimidess (28)......ccccevveeeuveennne 94
KINERET .....c.cooovvveeeenne. 91
KINRIX (PF)..ooeevievienee 88
KIONEX ..vvvveeeeiieeeeeeieeeeeee 67
KISQALIL.......ooevieeeieeen, 17
KISQALI FEMARA CO-
PACK ...ooiieiieeeee, 17
KITABISPAK .....coovveee. 8
KLARON .....ccoooeviiieeene. 62
KLONOPIN ......ccoovvveeeennen. 23
klor-con 10 .....cccouvvvvveeeennn. 106
klor-con 8 ......cocovuvvvvveenennnnn. 106
klor-con m10 ..........ooveennn. 106
klor-con m15 ......ccccceeeeeen. 106
klor-con m20 ..........ooeeeeennnn. 106
klor-con sprinkle ................ 106
KOMBIGLYZE XR............. 74
KORLYM....cooovvvveveeeeennn. 77
KRISTALOSE ..................... 80
| 721 J R 106
K-TAB....ooooiveeeeeeeee 106
KUVAN ..o 77
KYNAMRO ......cccoovveveennne. 57

KYPROLIS ....cooiiieieee. 17
L
| norgest/e.estradiol-e.estrad.95
labetalol ........c.ccoeeverienenne. 53
LACRISERT .....ccooveiennee. 98
lactated ringers ............. 66, 106
lactulose.......c.cceeevveeeveeennenne 80
LAMICTAL ...ccoevvreiene, 23
LAMICTAL ODT ................ 23
LAMICTAL STARTER
(BLUE)KIT .....cceeveneeee. 23
LAMICTAL STARTER
(GREEN) KIT .................. 23
LAMICTAL STARTER
(ORANGE) KIT............... 23
LAMICTAL XR.........cc........ 23
LAMICTAL XR STARTER
(BLUE) .ot 23
LAMICTAL XR STARTER
(GREEN) ..o, 23
LAMICTAL XR STARTER
(ORANGE).....cccovvieenne. 23
LAMISIL....cveieieeieeene 1
lamivudine.........cccoceevveiennnene. 3
lamivudine-zidovudine........... 3
lamotrigine...........cccceeveennnnne. 23
LANOXIN.....cocvrveirnnne 55, 56
lansoprazole...........ccccceeunene 83
LANTUS ..o 74
LANTUS SOLOSTAR......... 74
larin 1.5/30 (21).ccceveiiennnne 95
larin 1/20 (21).ccoveeeeiieeinne 95
larin fe 1.5/30 (28)................ 95
larin fe 1/20 (28)....ccceevunenee 95
1arissia.....ceeveeeieeriieiieeie 95
LARTRUVO......cccoevvvennnne. 17
LASIX o 53
LASTACAFT.....cccvevvennn. 98
latanoprost ........cccceeveeeennenne. 99
LATUDA. ...t 42
layolis fe .....cccoevvvevieiiiennne 95
LAZANDA. ..o, 31
leena 28......cccooveveeiieiiinenne. 95
leflunomide............ccccueenneene 91
LENVIMA......ccoeiieiee 17

LESCOL XL.....oooovvveeeennnnn. 57
1€SSINA ..., 95
LETAIRIS .....ooovvieeinn. 103
letrozole .........ooooveveeeeeennnnn. 17
leucovorin calcium ............... 13
LEUKERAN......cccoceeevennen.. 17
LEUKINE........ooovvvveinnnn. 85
leuprolide.........ccccveeeviennnnnen. 17
levalbuterol hel ................... 103
LEVALBUTEROL
TARTRATE ................... 103
LEVAQUIN .......ccvveerenee. 11
LEVEMIR ........coovvvveiennnn.. 74
LEVEMIR FLEXTOUCH....74
levetiracetam...........ccccuuue..... 23
levetiracetam in nacl (iso-0s)23
levobunolol...........ccceeeuuunneee.. 98
levocarniting .............cccuuv...... 67
levocarnitine (with sugar).....67
levocetirizine ...................... 101
levofloxacin.................... 11, 97
levofloxacin in d5w .............. 11
levoleucovorin..........cuuu....... 13
levonest (28) ...c.cccvveeveenneennen. 95

levonorgestrel-ethinyl estrad 95
levonorg-eth estrad triphasic 95

levora-28.......cccoeeviieiienine 95
levorphanol tartrate............... 31
levothyroxine........c.ccccueneee. 78
LEVOTHYROXINE ............ 78
levoxyl ...cooveeiiniiiiiiiicee 78
LEXAPRO.....ccccviieirirne 42
LEXIVA ..o, 3
LIALDA ..o 80
lidocaine ........ccccceevveeiieennnnnne 62
lidocaine (pf) ..cceevevvverveennee. 62
lidocaine hcl..........ccccceenneen. 62
lidocaine viscous .................. 62
lidocaine-prilocaine.............. 62
LIDODERM.......ccevieirne 62
LINCOCIN. .....cocteverierireienne. 8
lincomycin ......cccceeeveenienneenne. 8
lindane ........ccccoceevviieniencnnn 65
linezolid ........cccoveeriiiniinenne 8
LINZESS ..o 80
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LIORESAL........cccceevennnn 29

liothyronine ............cccccuenee. 78
LIPITOR......ccoveeieeeeen 57
LIPOFEN ....ccccoooiniiiiinen. 57
lisinopril ......oooevveeevieeieene. 53
lisinopril-hydrochlorothiazide

.......................................... 53
lithium carbonate.................. 42
lithium citrate ...........ccceen.eee. 42
LITHOBID.......cccocvevernen. 42
LITHOSTAT ....ccevveeenee. 67
LIVALO ..coociiiiiiiieieeeen 57
LO LOESTRIN FE............... 95
LOCOID......ccoovviirieiriennn. 65
LODINE.....ccoieiieeeeeen 35
LODOSYN...cooeiiivieieeieenn 25
LOESTRIN 1.5/30 (21)........ 95
LOESTRIN 1/20 (21)........... 95
LOESTRIN FE 1.5/30 (28-

| DYN) @ PSR 95
LOESTRIN FE 1/20 (28-DAY)

.......................................... 95
lomedia 24 fe.......ccccceeveennen. 95
LOMOTIL....ccceevvivieerenee. 79
LONSURF.....cccovvierenen. 17
loperamide...........ccccveeuennnnn. 79
LOPID ..o 57
lopinavir-ritonavir .................. 3
LOPRESSOR .....cccovvveienee 53
LOPRESSOR HCT .............. 53
LOPROX ..ot 63
LOPROX (AS OLAMINE)..63
lorazepam .........ccccoeeveeveeennnen. 42
lorazepam intensol................ 42
lorcet (hydrocodone) ............ 31
lorcet hd.......coceeiiiniininnn. 31
lorcet plus ......ccoeveeeiieneenen. 31
lortab 10-325 .....coveiieeee 31
lortab 5-325 ..o 31
lortab 7.5-325 ..ccooiiiiiiie. 31
loryna (28) ...cccvevveeeiieiiennn. 95
losartan .......ccocceeveevieineennnen. 53
losartan-hydrochlorothiazide 53
LOSEASONIQUE ............... 95
LOTEMAX ..ccoviiieienieen. 99

LOTENSIN ...cccovieieenee. 53
LOTREL.......coeviiiiiinne. 53
LOTRISONE........ccoevvennee. 63
LOTRONEX .....cccvevvennnne. 80
lovastatin ..........ccceeeeveernnennne 57
LOVAZA....ccooiiiiine 57
LOVENOX.....ccocvvveiennne. 56
low-ogestrel (28) .................. 95
loxapine succinate ................ 42
LUMIGAN ....cccovieiiieenne. 99
LUMIZYME ......cccocvevnnne. 77
LUNESTA. ....coviiiiee 42
LUPANETA PACK (1
MONTH) ....ccoevieeiieinne, 93
LUPANETA PACK (3
MONTH) ...cccvevieieee 93
LUPRON DEPOT ................ 17
LUPRON DEPOT (3
MONTH) ....ccvveieiiereee 17
LUPRON DEPOT (4
MONTH) ....ccvevieierenee 17
LUPRON DEPOT (6
MONTH) ....ccvveieieeeee 17
LUPRON DEPOT-PED....... 17
lutera (28) .oooveeeeieeeieeeiiene 95
LUZU .o, 63
LYNPARZA......cccooverennnne. 17
LYRICA .....ccoeveree 23,24
LYSODREN......ccceeirennnne 17
LYSTEDA.....coovireie 93
1yZa o, 92
M
MACROBID .........ccccuvennne. 12
MACRODANTIN................. 12
magnesium sulfate.............. 106
MAKENA ......cooveiireiie, 92
MALARONE .......ccoovienen. 8
MALARONE PEDIATRIC ...8
malathion...........ccocceeveennne 65
maprotiline..........cccceeeveennenn. 42
MARINOL .......cocovreirenne 80
marlissa......cccoeveerienieennnne 95
MARPLAN .....ccoviiiiiene, 42
MATULANE........cccovvennne. 17
matzim la........ccccoeeieiiennnn 53

MAXALT ..c.oovieiieeeeee 26
MAXALT-MLT ................... 26
\Y V29:€ 1) 25 G 99
MAXIPIME .......cccovveeirennne 5
MAXITROL......cccvereirene 99
MAXZIDE.......cccoovevverenen. 54
MAXZIDE-25MG................ 54
meclizing........cccoeeveeeveennennen. 80
meclofenamate...................... 35
MEDROL .......ccoeviiiiniinne 69
MEDROL (PAK).................. 69
medroxyprogesterone ........... 92
mefenamic acid.........cc.......... 35
mefloquine.........ccoeveeveennennne. 8
MEGACE ......ccoviieieene 17
MEGACEES......cccooiire. 17
megestrol ........ceecveeveeneennen. 17
MEKINIST .....cccovvveneee 17,18
meloxicam ........cccceeevveerneenns 35
melphalan hcl........................ 18
MEeMantine ..........cceeevveereveennns 28
MEMANTINE...........c........ 28
MENACTRA (PF)................ 88
MENEST ....ooiiiiiiieiiiee 93
MENOMUNE - A/C/Y/W-135
(PF) e 88
MENOSTAR ......ccoveierne 93
MENTAX ...oooiiiieieiee 63
MENVEO A-C-Y-W-135-DIP
(PF) e 88
MEPRON ......ccoooiiiiiiieiene 8
mercaptopurine ..................... 18
METOPENEIN «.vveeeeevreeeeiieeeenns 8
MERREM......cooeviiiiieenn. 8
MESALAMINE ................... 80
mesalamine with cleansing
WIPE cevieiieeieeiie e 80
MESNA..cueieiieeieenireeieeniieneees 13
MESNEX.....ccooiiiiiieen. 13
MESTINON .....ccooveirirne 29
MESTINON TIMESPAN ....29
METADATE CD.................. 42
metadate er..........ceeeveennennen. 42
metaproterenol.................... 103
metformin ...........cceeeveeneennen. 74
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methadone ............ccocceeeeenne 31
methamphetamine ................ 42
methazolamide .................... 99
methenamine hippurate ........ 13
methimazole ..............c......... 70
METHITEST.......cccovvenne. 77
methotrexate sodium............ 18
methotrexate sodium (pf)..... 18
methoxsalen..........ccceeeeuvenn. 60
methscopolamine.................. 79
methyclothiazide .................. 54
methyldopa........ccceevvveennnnne. 54
METHYLIN ......ccoooveienee. 42
methylphenidate hcl ............. 43
methylprednisolone.............. 69

methylprednisolone acetate .. 69
methylprednisolone sodium

SUCC ..eeeueeeieeeieenireeieenaneas 69
methyltestosterone................ 77
metipranolol ............c.cce.eee. 98
metoclopramide hcl............... 80
metolazone ..........coceevveenennen. 54
metoprolol succinate ............ 54
metoprolol ta-hydrochlorothiaz

.......................................... 54
metoprolol tartrate................. 54
METROCREAM.................. 61
METROGEL........................ 61
METROGEL VAGINAL.....93
METROLOTION.................. 61
metronidazole............. 8, 61,93
metronidazole in nacl (iso0-os) 8
mexiletine.........cocceevueeeeennne. 50
MIACALCIN ......coeevveneee 77
mibelas 24 fe ........ccccceeeennne. 95
MICARDIS ..ot 54
MICARDIS HCT ................. 54
miconazole-3 ..........ccceeevenne 93
MICORT-HC ........cccceeueenee 81
microgestin 1.5/30 (21) ........ 95
microgestin 1/20 (21) ........... 95
microgestin fe 1.5/30 (28)....95
microgestin fe 1/20 (28)........ 95
MICROZIDE...........ccccuv..... 54
midodrine ........ccccevvevernennen. 67

MIZETZOt . vvveevieeeiieeeiieeeeeen. 26

miglitol ........ccoevieiiiiiiee 74
MIGRANAL .....ccoovveeeee. 26
millipred ........cooooeveiieiiennnnne 69
MILLIPRED.........cccevuennee. 69
1001000177 SRR 93
mimvey lo......ccccoeeveeeeveennnenn. 93
MINASTRIN 24 FE ............. 95
MINIPRESS ......ccoviene 54
MINITRAN ..o, 59
MINIVELLE .........ccccouennnee. 93
MINOCIN ....ccccovieiiiieienne. 12
minocycling ...........cceeuveennee. 12
minoxidil .......ccccoeveviiiiennnnnn 54
MIRAPEX .....ccovviiieenee. 25
MIRAPEX ER.........ccoccuu..... 25
MIRCERA.........ccveveeee. 86
MIrtazapine ..........cceeevvennennn. 43
MIRVASO.....cccoevereiennn. 61
mMisoprostol .........cceevvvennnnne. 83
MITIGARE .......ccooveennne. 89
MItOMYCIN......cevvrererrerrennnnne. 18
mitoXantrone.............ceeeeeee... 18
M-M-R II (PF)....cccveevvennnne. 88
1\Y (0] (@ 35
modafinil ........ccoceviiinnnne. 43
moderiba........ccceeveeeiiiieeinen, 3
moderiba dose pack................ 3
moeXipril ......cocevvenenienennne. 54
moexipril-hydrochlorothiazide
.......................................... 54
mometasone.................. 65,103
mononessa (28)........ccceeueenne. 95
montelukast ............coceene. 103
MONUROL........ccceeirennnn. 13
10070) 7241 [0 QU 12
morphine............coeceeeunen. 31,32
MORPHINE ................... 31,32
morphine concentrate............ 31
MOVANTIK .....ccoovveirnnnne. 81
MOVIPREP........cccocvvienne. 81
MOXEZA .....cooiviieene. 97
moxifloXacin........ccoceeeuerueenne. 11
MOXIFLOXACIN-
SOD.ACE,SUL-WATER.11

MOZOBIL.......cccevveierene 86
MS CONTIN ...coevveiiriine 32
MULTAQ ...coieieeieeeeae 50
MUPITOCIN....eeerieereerieereenen. 62
mupirocin calcium................ 62
MUSTARGEN .......cccocueeee 18
MYALEPT ..o 77
MYAMBUTOL...................... 8
MYCAMINE.......ccooveienee. 1
MYCOBUTIN.......ccceviennn. 8
mycophenolate mofetil ......... 18
mycophenolate mofetil hel ...18
mycophenolate sodium......... 18
MYFORTIC .....cccooveviriine 18
10007011121 1 B 61
MYRBETRIQ..................... 105
MYSOLINE .....ccccvvriernne 24
MYTESI ..o 79
N
nabumetone...........cccoceevuernee 35
nadolol ........cccoeeeveeeviiieenienns 54
nadolol-bendroflumethiazide 54
nafcillin.......cocoeeeeeeieeenieeens 10
naftifine........ccccooeeveenennennns 63
NAFTIN ...oooiiiiieieieee 63
NAGLAZYME.........ccccu..... 77
nalbuphine ............cccceeeenenn. 35
Nnaloxone ......cc.ccceceeveeneennnen. 35
naltrexone ...........cceeveevveennen. 35
NAMENDA......cccooviieenee. 28
NAMENDA TITRATION
PAK .o 28
NAMENDA XR. ..........c........ 28
NAMZARIC........covvvenee. 28
NAPRELAN CR .................. 35
NAPROSYN....cooiiiiieeee, 35
NAPTOXEN .evevreinirieeiieeeiieeens 35
naproxen sodium .................. 35
naratriptan.......c..ceceveeveennne 26
NARCAN ..o, 35
NARDIL....cccooviiiriiniieene. 43
NASONEX ....ccoooiiiiieienne 103
NATACYN...ooiiiiiiiieiene. 97
NATAZIA ..o, 95
nateglinide ..........c.cccceeveenee. 74
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NATPARA ..o 77
NEBUPENT ........ccooereeeen. 8
necon 0.5/35 (28).....ccceueeee. 95
necon 1/50 (28)....cccveeecnnnnnn. 95
necon 10/11 (28).....ccuveeueenee. 95
necon 7/7/7 (28) w.cceveeeeunnennn. 95
NEEDLES, INSULIN
DISP.,SAFETY ................ 74
nefazodone ...........ccccoeeenee. 43
NEOMYCIN ...vvvenereeiieireeieeieenns 8

neomycin-bacitracin-poly-hc99

neomycin-polymyxin b gu ... 66
neomycin-polymyxin b-

dexameth ........cccooeeienens 99
neomycin-polymyxin-
gramicidin.............c.......... 97
neomycin-polymyxin-hc 68, 99
NEORAL.....ccooveiieiene 18
NEOSPORIN (NEO-POLYM-
GRAMICID) .....coovvevennens 97
NEO-SYNALAR ................. 62
NEPHRAMINE 5.4 % ....... 108
NESINA ..o 74
NEUAC...ceueeenireeaeeenireeieenaeeenees 61
NEULASTA....coveeieee. 86
NEUPOGEN ........ccoevvennene 86
NEUPRO.......ccceeviriiiiienn. 25
NEURONTIN.......ccceveenenne 24
NEVANAC ..o 99
NEVITAPINE ...ovveeevreeireeeeeeeennee 3
NEXAVAR ..ccooovviiiiiiiine 18
NEXIUM.....coovieiieiieene 83
NEXIUM IV ..o 83
NEXIUM PACKET ............. 83
NEXTERONE........ccccccouene. 50
NIACIN ..o 57
NIACOR......coiiiiiieee 57
NIASPAN EXTENDED-
RELEASE .....ccooveviiee. 57
nicardiping..........cceeeevveeennnenn. 54
NICOTROL.......ccceevernenne 68
NICOTROL NS.....cccoovenee 68
nifedipine.........cccoceevveenenne. 54

I ST P 95

NILANDRON ........covvenee. 18
nilutamide..........coeeuvvveenennn. 18
nimModipine.........ccccveeveennnnnne. 54
NINLARO .....ccoovvieiieiiennn, 18
NIPENT ....cooovievieeieiieeeen, 18
nisoldipine ..........ccceevevveennenn. 54
Nitro-bid........cocovveieiinnieeennnn. 59
NITRO-DUR........covvevnenn. 59
nitrofurantoin........................ 13

nitrofurantoin macrocrystal..13
nitrofurantoin monohyd/m-

CIYSE teeeeiiieeeeireeeeeiieee e 13
nitroglycerin .........ccoecvennnne. 59
NITROMIST .....oovvvveneen. 59
NITROSTAT.....cooovvvevene 59
NIZatidine ...........oovvvuvvvveeennn. 83
NIZORAL ......cooovvveevennennn. 63
1000) 10 CUTR 65
10001 ¢ B 1< SO 93
NORCO...ovvviieiiiiiieiiee, 32
NORDITROPIN FLEXPRO 86

noreth-ethinyl estradiol-iron 95,
96
norethindrone (contraceptive)

.......................................... 93
norethindrone acetate ........... 93
norethindrone ac-eth estradiol

.................................... 93,96
norethindrone-e.estradiol-iron

.......................................... 96
norgestimate-ethinyl estradiol

.......................................... 96
NORINYL 1/35 (28)............ 96
NORITATE.....ccoovveeire, 61
Norlyroc .....oeevveveveeeieenne. 93
NORMOSOL-M IN 5 %

DEXTROSE................... 108
NORMOSOL-R IN 5 %

DEXTROSE................... 106
NORMOSOL-RPH 7.4 .....108
NORPRAMIN........coouveenn. 43
NORTHERA ..........ccccvee.. 67
nortrel 0.5/35 (28)..ccccuveenneeen. 96
nortrel 1/35 (21)...oeeeueeennenn. 96

nortrel 1/35 (28)..cccccveeeenenns 96
nortrel 7/7/7 (28).cccvevveveenenene 96
Nnortriptyling ........c.ccevveeeevennns 43
NORVASC....ccoviriiieennn. 54
NORVIR ..ot 3
NOVAREL......ccccovvviiinnn. 77
NOVOFINE 32.......cccoeuenneee 74
NOVOLIN 70/30........cc....... 74
NOVOLIN N...ooreirieirnne 74
NOVOLINR ..o, 75
NOVOLOG ....ccccveevereirnne 75
NOVOLOG FLEXPEN........ 75
NOVOLOG MIX 70-30........ 75
NOVOLOG MIX 70-30
FLEXPEN.......cccevvrirnne 75
NOVOLOG PENFILL ......... 75
NOXAFIL....oooeeieieieeeeee 1
NUCALA ...coooivieieeee 103
NUCYNTA. ... 35, 36
NUCYNTA ER .....cccoveneeee. 35
NUEDEXTA ....cccoovvieirnne 28
NULOJIX .o, 18
NULYTELY WITH FLAVOR
PACKS ..o 81
NUPLAZID ....ccoveveeierene 43
NUTRESTORE..................... 67
NUTRILIPID...................... 108
NUTROPIN AQ NUSPIN....86
NUVARING......ccoerirennee 93
NUVESSA....coiiiieee, 93
NUVIGIL ..o 43
NYAMYC wevveeereeenereeenreeeneveeenns 63
NYALA .oovniieiiieiieeceecees 63
NyStatin .......cceevveeerveennnne. 1, 63
nystatin-triamcinolone.......... 63
IR 110] o SO 63
(0]
OCALIVA ..o 81
ocella.....ccoovieniiiiiiie, 96
OCTAGAM......cooveveeen. 88
octreotide acetate................... 18
OCUFEN ....cccoiiiieieeiene 99
OCUFLOX ....oooviviieieeienienn 97
ODEFSEY .cviiiiieiieieee 3
ODOMZO......coovvieieiennenn. 18
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OFEV ..o 103
ofloxacin............. 11, 12, 68, 97
ogestrel (28)....cceevvveenveennnen. 96
olanzapine............ccccveerueennnnn. 43
olanzapine-fluoxetine........... 43
olmesartan ...........cceceeeennene 54
olmesartan-amlodipin-
hcthiazid .........cccoeeveennenne. 54
olmesartan-
hydrochlorothiazide.......... 54
olopatadine...................... 68, 98
OLUX ..ottt 65
OLYSIO ..t 3
omega-3 acid ethyl esters......57
omeprazole .........cccveeeeveennnen. 83
omeprazole-sodium
bicarbonate .............cc........ 83
OMNARIS ..o 103
OMNIPRED........cceevereene 99
OMNITROPE.........cccccuennene 86
ondansetron ..........c.c.ceuvenneee. 81
ondansetron hcl .................... 81
ondansetron hcl (pf) ............. 81
ONEXTON.....cocvirieierieienne 61
ONFL..oooiiieeeeeeeee 24
ONGLYZA....cooiiiiiene 75
ONMEL......cooviiieieeeeeee. 1
ONZETRA XSAIL .............. 26
OPANA ... 32
OPANAER.....cccoiiieee 32
OPDIVO....cocoveieieeeieinne 18
OPSUMIT ....cooiviiiane 103
ORACEA ..o 12
ORALAIR ....coooiiieiieieiee 88
ORAP ..o 43
ORAPRED ODT.................. 69
ORAVIG ....ccovvieeeeieee, 1
ORBACTIV ...cccvivieieeee. 9
ORENCIA .......ccveeveeeieinne 91
ORENCIA (WITH
MALTOSE).....ccccveveennen. 91
ORENCIA CLICKJECT......91
ORENITRAM.........ccevuennee. 54
ORFADIN ......oocviiieiieieiee 67
ORKAMBI.......cceeoverenn 103

orsythia........cccoeevvveeiiieeienene 96

ORTHO MICRONOR.......... 93
ORTHO TRI-CYCLEN (28)96
ORTHO TRI-CYCLEN LO
(28) teeeeeeeeee e 96
ORTHO-CYCLEN (28)....... 96
ORTHO-NOVUM 1/35 (28) 96
ORTHO-NOVUM 7/7/7 (28)
.......................................... 96
oseltamivir.......coccoeceeveeiennnene. 3
OSENI ...coiiiiiiieeeee, 75
OSMOPRERP.........cccocvenneene. 81
OTEZLA ..o 91
OTEZLA STARTER............ 91
OTOVEL.....ooveieieeee. 68
OTREXUP (PF) ..ccceevennnee. 91
OVCON-35 (28).eeecveeeveeennee. 96
OVIDE......ccoiviiiiieeee 65
oxacillin.......ccceeeeveeviiieennen, 10
oxacillin in dextrose(iso-osm)
.......................................... 10
oxaliplatin........c.cccceevevrennnnne. 18
oxandrolone............ccceeeuvnennne 77
(). €10 (077211 FRUUUURR 36
oxcarbazepine..........c.cccuveenn. 24
0Xiconazole..........coceveenuennne. 63
OXISTAT ..ot 63
OXSORALEN ULTRA ....... 60
OXTELLAR XR.......cocuu.... 24
oxybutynin chloride............ 105
0XyCcOdONne .......ccevevevuveennnnnne 32
OXYCODONE............... 32,33
oxycodone-acetaminophen...33
oxycodone-aspirin................. 33
OXYCONTIN .....oovvverenee. 33
oxymorphone...........ccceeueeen. 33
OXYTROL.......ccvveveirnene. 105
P
PACETONE. ....eeeeeeerereeeriiieeennnne 50
paclitaxel .......ccccoeevveevieennnen. 18
paliperidone...........ccccevennenn. 43
PAMELOR........ccooveiennne. 43
pamidronate...........ccceevenenn. 77
PANCREAZE .........cceue.e. 81
PANDEL .....ccocvviiiiiiienne. 65

PANRETIN .....ccoeoieiiirne 60
pantoprazole ............cceeueenee.. 83
paricalcitol ........cccceeveeerneenns 77
PARLODEL .......cccevirienne 25
PARNATE......cccovieieirne 43
PAromMOMYCIN .......eevveevrennnnnns 9
paroxetine hcl ..o 44
PASER....ccooiiiiiiiieeeee, 9
PATADAY .cooveiieieienne 98
PATANASE ....cccoovviiiiene 68
PATANOL .....ccovvieieeee 98
PAXIL .cooeiiiieeieieiceeene 44
PAXIL CR ..oovvveiiieieeee 44
PAZEO ....coooiiiiiiiiinienne 98
PCE..ooiieeeeeeeee, 7
PEDIARIX (PF) ...cceoveennen. 88
PEDVAX HIB (PF).............. 88
peg 3350-electrolytes............ 81
PEGANONE.........cccccveirene 24
PEGASYS ..o 86
PEGASYS PROCLICK........ 86
peg-electrolyte soln .............. 81
PENICILLIN G POT IN
DEXTROSE .......ccceovene. 10
penicillin g potassium........... 10
penicillin g procaine ............. 10
penicillin g sodium ............... 10
penicillin v potassium........... 10
PENNSAID ....cceoveiiiiieenn 36
PENTAM....ccooeiiiieeieeee, 9
PENTASA ..o 81
pentoxifylline..........ccceeeuneene 56
PEPCID ....cooovviiiiiiieienn 83
PERCOCET......cccocvevvrirnnne 33
PERFOROMIST................. 103
perindopril erbumine ............ 54
periogard.........ccoeceeevienieenen. 68
PERJETA ..o 18
permethrin...........cceeeeeeennee. 65
perphenazine...........ccceeeuveenn. 44
PERTZYE.....ccccooiniiininnns 81
PEXEVA ..o 44
phenelzine...........ccceeeeenennnen. 44
PHENERGAN................... 101
phenobarbital ........................ 24

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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phenoxybenzamine............... 54

PHENYTEK......cccoceevinnenen. 24
phenytoin........cccccveeeeveeennnenn. 24
phenytoin sodium................. 24
phenytoin sodium extended..24
PHOSLYRA.......ccoviie 106
PHOSPHOLINE IODIDE....98
PHYSIOLYTE .....ccccoceeuennee. 66
PHYSIOSOL IRRIGATION 66
PICATO ..cooviiiiieieeee 60
pilocarpine hcl................. 67,98
PIMOZIde....cvveereeiieiieeenee 44
pimtrea (28) ..cceevvveeeeieeennenn. 96
pindolol.........ccceevviiniiannnnne. 54
pioglitazone ...........ccccveeenneen. 75
pioglitazone-glimepiride ...... 75
pioglitazone-metformin........ 75
piperacillin-tazobactam......... 11
pirmella.........cccoeeeveeeiieeennnnn. 96
PITOXICAM.....vveereeieeiieeereenee 36
PLAQUENIL ......cccoevvrrnenne. 9
PLASMA-LYTE 148......... 108
PLASMA-LYTE A ............ 108
PLAVIX .o, 56
PLEGRIDY .....cccoevverenen. 86
PodofiloX ....ccevvveiieireenieenne, 60
polyethylene glycol 3350.....81
polymyxin b sulfate................ 9
polymyxin b sulf-trimethoprim
.......................................... 97
POLYTRIM .....cccvevivrienene 97
POMALYST oo 18
PONSTEL ....cccooviiniiiinienn. 36
J010) 4 3£ TS 96
potassium chlorid-d5-
0.45%nacl........ccceeeuuennee 106
potassium chloride...... 106, 107
potassium chloride in 0.9%nacl
........................................ 106
potassium chloride in 5 % dex
........................................ 106

potassium chloride in 1r-d5. 106
potassium chloride-0.45 % nacl
........................................ 107

potassium chloride-d5-

0.2%mnacl .......cccevveveennne 107
potassium chloride-d5-
0.3%mnacl.......ccceveenuennne 107
potassium chloride-d5-
0.9%mnacl.......c.ccccvevuennn. 107
potassium citrate................. 105
PRADAXA...ccooviiiiienne, 56
PRALUENT PEN................. 58
pramipexole.........ccceerveennenn. 25
PRANDIN .....cccevieieieee. 75
PRAVACHOL..........ccc...... 58
pravastatin .........c.cceeeeveeennenn. 58
PrazoSin ........ccceeveecveenevennnnns 54
PRECOSE ......ccoovviveenee. 75
PRED FORTE.........cc.c...... 100
PRED MILD.......ccccueruenne. 100
PRED-G....coovviiieieienne, 99
PRED-G S.O.P.....cccceuennee. 99
prednicarbate ...............c........ 65
prednisolone acetate ........... 100
prednisolone sodium phosphate
.................................. 69, 100
prednisone ..........ccevveeeveennnnne 69
prednisone intensol............... 69
PREFEST ..ot 93
PREGNYL....coooovireienne. 77
PREMARIN ......ccooiiirnne. 93
premasol 10 %.................... 108
PREMASOL 6 % ............... 108
PREMPHASE .........ccou.... 93
PREMPRO ......ccccoevieinne. 93
PRENATAL VITAMIN
ORAL TABLET............. 109
PREPOPIK ........ccoevvvereneee. 81
PREVACID......cocvvvveiennne. 84
PREVACID SOLUTAB....... 84
prevalite......cocveevvvieenieeenneen. 58
previfem.........ccevveneenennne 96
PREVPAC.....ccooviiinne. 84
PREZCOBIX.....ccccooveviiirnnne 3
PREZISTA ..o 3
PRIFTIN....cooiiiiiiinienieieene 9
PRILOSEC.......ccoovevveennee. 84
PRIMAQUINE.........coceevurnene 9

PRIMAXIN IV ..o, 9
primidone............ccoeeeeenennen. 24
PRIMLEV.....cccoiiiiiiirnne 33
PRIMSOL.....cccooviviiiniinnne 13
PRINIVIL.....cccoviieieiene 54
PRISTIQ ..cciiiiiiinieiiieene 44
PRIVIGEN .....ccccoovviiins 88
PROAIR HFA .................. 103
PROAIR RESPICLICK......103
probenecid ..........ccoeeueeennennnn. 89
probenecid-colchicine........... 89
procainamide ........................ 50
PROCALAMINE 3%......... 109
PROCARDIA XL................. 54
ProCENtra....ccevveeeereveeeeeenreennnn 44
prochlorperazine.................... 81

prochlorperazine edisylate....81
prochlorperazine maleate oral

.......................................... 81
PROCRIT ....ccceeoviieiiriene 86
procto-med he........ccveeennnene. 81
procto-pak.........cccceeeeerneennen. 81
proctosol he ......cvveeveeennenn, 81
proctozone-hc ............c.......... 81
PROCYSBI......ccceverenee. 105
progesterone micronized ......93
PROGLYCEM .........cccuene. 75
PROGRAF......ccccooiiiine 18
PROLASTIN-C ......ccceeeeeee 67
PROLENSA .....ccooeiiiienne 99
PROLEUKIN .....ccccocerirnnnnne 86
PROLIA......coeeeieeeee 90
PROMACTA......cccveverene 56
promethazine ...................... 101
PROMETRIUM ...........c...... 93
propafenone..........cccceeeeunennnne 50
propranolol ...........ccccceeeenee. 54
propranolol-hydrochlorothiazid

.......................................... 54
propylthiouracil .................... 70
PROQUAD (PF)....ccccevveeee 88
PROSCAR......cccevinee. 105
PROSOL 20 % ......cccveueeeee. 109
PROTONIX.....cceeveirirnne 84
PROTOPIC.......cccocvveriine 60
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protriptyline..........cccccveeennen. 45

PROVENTIL HFA............. 103
PROVERA .......ccovveree. 93
PROVIGIL ......ccccevveinen. 45
PROZAC ..o 45
Prudoxin .....cceeeveecieeneeeenneenne 60
PSORCON .....ccccvvvveiienen. 65
PULMICORT.......cccvenenn 103
PULMICORT FLEXHALER
........................................ 103
PULMOZYME................... 103
PURIXAN ...cootiiiriieiieen, 18
PYLERA ..o 84
pyrazinamide ...........cccceevenene 9
pyridostigmine bromide ....... 29
Q
QBRELIS ....cceeieieeeieee 54
QNASL....cociiiiiene 103, 104
QUADRACEL (PF)............. 88
QUALAQUIN ..o 9
QUARTETTE.........cceeueenee 96
QUASENISE .evvveeeereeereeeereeenenes 96
QUDEXY XR ..cooovveieiene 24
QUESTRAN......ceoieiiene 58
QUESTRAN LIGHT............ 58
qQUEtiapinNe ......ceevvveeveererennenn 45
QUILLICHEW ER............... 45
QUILLIVANT XR............... 45
quinapril .....coocceevieniieninnnnen. 54
quinapril-hydrochlorothiazide
.......................................... 54
quinidine gluconate .............. 50
quinidine sulfate.................... 50
quinine sulfate ............ccoeeunee. 9
QVAR ... 104
R
RABAVERT (PF)................ 88
rabeprazole .........ccceeveeennnenn. 84
RAGWITEK........cccovvennne 88
raloxifene.......c.cccoceevieniennnn. 90
ramipril.......ccoeeeeviiiinienienne, 54
RANEXA ..o 58
ranitidine hcl............ccooe. 84
RAPAFLO.....ccocverne. 105
RAPAMUNE ......cccovirienn. 18

rasagiling ..........cccceeveuveennnenn. 25
RASUVO (PF) .cccoevvviene. 91
RAVICTL...coeoiiiiniiene 67
RAYALDEE .......ccccoevvvnennne. 77
RAYOS ..o 69
RAZADYNE .....cccoovviinne. 28
RAZADYNE ER.................. 28
REBETOL.....cccoeoiviiviiiene 3
REBIF (WITH ALBUMIN).86
REBIF REBIDOSE............... 86
REBIF TITRATION PACK.86
RECLAST ...ooviivieiiieene, 67
reclipsen (28)....cccveeeeeveeennenn. 96
RECOMBIVAX HB (PF) ....88
RECTIV..ooiiiiiinininecns 82
REGLAN......cooivieeeieee, 82
REGRANEX ....cccccoovviininne. 60
RELENZA DISKHALER......3
RELISTOR.......cocviiiinne. 82
RELPAX ...oooiiiiiiiiiiieenee, 26
REMERON ......ccccoiviinnnne. 45
REMERON SOLTAB.......... 45
REMICADE ........cccceevvnnnne. 82
REMODULIN........cccuenneee. 54
RENAGEL ......cocoeviiiinne. 67
RENVELA ..o, 67
repaglinide.........ccceeveenenne 75
repaglinide-metformin.......... 75
REPATHA PUSHTRONEX 58
REPATHA SURECLICK ....58
REPATHA SYRINGE ......... 58
REQUIP.....ccoeiiieieenne 25
REQUIP XL .....coviiiriinnnne. 25
RESCRIPTOR........cccccveurnnne 3
RESTASIS....cccoriiiiiiee. 98
RESTASIS MULTIDOSE ...98
RETIN-A ..o, 61
RETIN-A MICRO................ 61
RETIN-A MICRO PUMP....61
RETROVIR ......cccvviiieinne 3
REVATIO ....ccoovviiiieee 104
REVLIMID .....ccccovvernnnne. 18
REXULTI..c.cooviviiiiiiiinne. 45
REYATAZ ..o 3
RHOFADE .......ccoviviinne. 61

ribasphere .........ccceeeevveeeveeenne. 3
ribasphere ribapak .................. 3
191012015 1 5 | 1 B 3
RIDAURA .....ccooviiiiiiee 91
rifabutin ........cceeveeeiiieeieene, 9
RIFADIN ....ccccoviiiiniinieieee, 9
RIFAMATE......ccooviiiieenee. 9
rifampin ......ocooeeeeieiieiiee 9
RIFATER ....cccooiiiieee, 9
RILUTEK ...ccoceiiiiiiiiienene 67
riluzole......ccoovvevveeeeiieeieens 67
rimantading .........ccccceeeevennennn. 3
JR117SS) o 66, 107
RIOMET .....cccceviiiiiiiiineene 75
risedronate ...................... 67, 90
RISPERDAL ........cccoveeuennnee. 46
RISPERDAL CONSTA ....... 45
RISPERDAL M-TAB ....45, 46
risperidone ........ccceeeeveeeenveenns 46
RITALIN ....ooiiiiieeeieee 46
RITALIN LA....ccoveveee 46
RITUXAN ..ot 18
rivastigmine ..........cccceeeeenneee. 28
rivastigmine tartrate.............. 28
TIVEISA v, 96
rizatriptan.........ccocceeeveeneennen. 26
ROBINUL ......cccvvvieiieirne 79
ROBINUL FORTE............... 79
ROCALTROL..........cc.......... 77
rOPINITole .....vvvvevveeiieeieens 25
rosuvastatin...........ceceereeennen. 58
ROTARIX ..coovviiieiiiiene 88
ROTATEQ VACCINE......... 88
COTITS o) : R 24
ROXICODONE.................... 33
ROZEREM........ccccocevveernnen. 46
RUBRACA.......coeeeee. 18, 19
RUCONEST .....ccovvienee. 104
RYDAPT ..o, 19
RYTARY .coiiiiiiiieieee 26
RYTHMOL SR .................... 50
S

SABRIL .....cccooiiiiiniicnn. 25
SAFYRAL....ccooviiieee. 96
SAIZEN ....cooiiiiininieee, 86
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SAIZEN CLICK.EASY ....... 86
SALAGEN (PILOCARPINE)
.......................................... 67
SAMSCA .....cooveiieeeeeee, 77
SANCUSO ....cooovveeiiiieeeen, 82
SANDIMMUNE .................. 19
SANDOSTATIN................. 19
SANDOSTATIN LAR
DEPOT ..o, 19
SANTYL .oooeiiiiiiiiieeee, 65
SAPHRIS (BLACK
CHERRY) ...coovevieiene. 46
SARAFEM.....ccooovvvvviinnn, 47
SAVAYSA ..o, 56
SAVELLA......ccoovvvviiiene, 91
SEASONIQUE..................... 96
SEEBRI NEOHALER........ 104
selegiline hel..........ccoeveennne. 26
selenium sulfide.................... 59
SELZENTRY ....ccoovvvevieeenn 3
SEMPREX-D.......ccoeuuuen.. 101
SENSIPAR.......ccvvvveeieeen, 77
SEREVENT DISKUS........ 104
SERNIVO......ccoovveeiiieenann. 65
SEROQUEL..........cceeuveenn. 47
SEROQUEL XR .................. 47
SEROSTIM.......cooovvvvrnnnnnnn. 87
sertraling..........cocceeeeeveevinnnnns 47
setlakin .......oooevvvviieiiiiiiiinnns 96
sevelamer carbonate ............. 67
SFROWASA .......covvv. 82
sharobel .......cccoovvveeiiiiiiiinnnns 93
SIGNIFOR ......oooovvvviiinnnen. 19
SIGNIFOR LAR .................. 19
sildenafil.......ccccvvvviiiiviinnns 104
SILENOR........ccovvvieeiieeenn. 47
SILIQ..iiiiieeeieeeee e 59
SILVADENE .........couee.. 59
silver sulfadiazine................. 59
SIMBRINZA .........ccooveeenn. 99
SIMPONI .......ccovvveieiieeen, 91
SIMPONI ARIA................... 91
SIMULECT ......cc.cooveveenn. 19
Simvastatin...........cccoeeeeveennnnes 58
SINEMET.......cccoeeveeiriean. 26

SINEMET CR
SINGULAIR
SIRTURO
SIVEXTRO
sodium chloride
sodium chloride 0.45 %
sodium chloride 0.9 %
sodium chloride 3 %
sodium chloride 5 %
sodium lactate intravenous.107
sodium phenylbutyrate
sodium polystyrene (sorb free)

SOLARAZE
SOLIQUA 100/33
SOLODYN
SOLTAMOX
SOLU-CORTEF (PF)
SOLU-MEDROL
SOLU-MEDROL (PF)
SOMATULINE DEPOT
SOMAVERT

SOOLANTRA
SORIATANE
SORILUX

SOTYLIZE
SOVALDI
SPIRIVA RESPIMAT
SPIRIVA WITH
HANDIHALER
spironolactone
spironolacton-hydrochlorothiaz

sprintec (28)
SPRITAM

STALEVO 100..................... 26
STALEVO 125......cuveeen. 26
STALEVO 150.......ccoueeeun.... 26
STALEVO 200..................... 26
STALEVO 50......cccovvvenne... 26
STALEVO 75....ccovvvveeeennen. 26
STARLIX ..cooovviiiiiiicieeenne. 75
stavudine.......ccceeeeeeeviiiinnnnnnnnn. 3
STELARA .......ooovvvveeeeennn. 59
STIMATE.....cccovvvveieeeenn. 77
STIOLTO RESPIMAT....... 104
STIVARGA .......ccooevvveen. 19
STRATTERA. .........cccueen. 47
STRENSIQ......coovvveeevieenneen. 77
STREPTOMYCIN ................. 9
STRIANT ....oooviviiiiieeeeeies 77
STRIBILD .....ovvvvieviiieiiiiiiieanes 3
STRIVERDI RESPIMAT ..104
STROMECTOL ..................... 9
SUBOXONE .......cccoouvvvennnn. 36
SUBSYS .o 33
SUCRAID.....cccvevvveieeeenne. 82
sucralfate.........cccoeveveeenneeeennn. 84
SULAR ..o 55
sulfacetamide sodium......... 100

sulfacetamide sodium (acne) 62
sulfacetamide-prednisolone 100

sulfadiazine.........cc.ccceeveneenne 12
sulfamethoxazole-trimethoprim
.......................................... 12
SULFAMYLON.......ccccc...... 62
sulfasalazine ............cccoeeueeen. 82
sulindac......c.ccoeveenieniennnene 36
sumMatriptan ........coceeeeeevenneene 27
sumatriptan succinate ........... 27
SUMAVEL DOSEPRO........ 27
SUPRAX ...ooiiieiiieeeee 6
SUPREP BOWEL PREP KIT
.......................................... 82
SURMONTIL.......ccccocveuenee. 47
SUSTIVA oo, 4
SUTENT ....cciviiiiirieeee, 19
SYLATRON......ccoeevvrrenee. 87
SYLVANT ..o, 19

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

formulary or visit us on the Web at www.Express-Scripts.com.



SYMBICORT..................... 104 TEKTURNA ..o 55 TIMOPTIC OCUDOSE (PF)

SYMBYAX ..o 47 TEKTURNA HCT ............... 55 98
SYMLINPEN 120................ 75 telmisartan ..........ccocceevveneee. 55 TIMOPTIC-XE........cccccuene. 98
SYMLINPEN 60.................. 75 telmisartan-amlodipine......... 55 TINDAMAX ...cccvveieeireienn 9
SYNAGIS......cooveerieeieeeee 4 telmisartan-hydrochlorothiazid tinidazole .........cceevevveeereeenee. 9
SYNALAR ....cccoeviiiiiee 05 55 TIROSINT ..ccooiiiiiiiiieene 78
SYNALGOS-DC.................. 33 TENIVAC (PF) ...coovveeeee. 88 TIVICAY v, 4
SYNAREL ....cccceoiviiinnne 77 TENORETIC 100................. 55 TIVORBEX.....ccccoovvviriinnne 36
SYNDROS .....ccooiereee 82 TENORETIC 50................... 55 tizanidine ........oceevvervenirnnnnne 29
SYNERCID.......ccoevverirnen. 9 TENORMIN.........coovvviennne. 55 TOBI ..ot 9
SYNJARDY ..ccovvvveiiiene 75 TERAZOL 7o 93 TOBI PODHALER ................ 9
SYNRIBO .....cocceviriiiannne 19 teIraAZOSIN. e 55 TOBRADEX ......cocevirieine 99
SYNTHROID........cccceen....e. 78 terbinafine hel.........ccoooeeeene. 1 TOBRADEX ST.....ccceeeveneeee 99
SYPRINE .....cccovviiiiienns 67 terbutaline............ccceeevennnen. 104 tobramycin.........cceeeveervennen. 97
T terconazole.........ccoceeveennnnnne 93 tobramycin in 0.225 % nacl....9
TABLOID .....ccooveevieirnnen 19 TESTIM.....cooveeiieiieeieee, 77 tobramycin sulfate .................. 9
TACLONEX ....cccccoviiiinene 59 testosterone.........ooceeeveennenne. 78 tobramycin-dexamethasone..99
tacrolimus.......ccceeuuvenee.. 19, 60 TESTOSTERONE................ 78 TOBREX ... 97
TAFINLAR .....ccoviviiiee 19 testosterone cypionate .......... 77 TOFRANIL .....cccceeiiiienen. 47
TAGRISSO ..o 20 testosterone enanthate........... 77 TOLAK ....ccciiiiiiiieeicee, 60
TALTZ AUTOINJECTOR ..59 TESTRED ....cccoovvieiieienee. 78 tolazamide............ccevveirnnne 75
TALTZ SYRINGE............... 59 TETANUS,DIPHTHERIA tolbutamide..........ceeeeienee 75
TAMIFLU ....cococoiiiiiiiineen. 4 TOX PED(PF).................. 89 tolcapone.........cceeveevieeneeenen. 26
tamoxifen..........coceeevveennnne. 20 TETANUS-DIPHTHERIA tolmetin.......ccccevveveeneneenenne 36
tamsulosin...........cccccvveenneee. 105 TOXOIDS-TD.................. 89 tolterodine.........c.cccevveenneeen. 105
TANZEUM .....cccoocvvvinene 75 tetrabenazine............ceceeueee. 28 TOPAMAX ...ooviiieieiennne 25
TAPAZOLE ........ccccveivene. 70 tetracycling .......c..ccoceeeeeeneenne. 12 TOPICORT......cceeeviennen. 65
TARCEVA......ccceeiee 20 THALOMID.........ccccuvevnnenn. 20 topiramate ..........ccecuveeeveeenee. 25
TARGADOX .....cccoevvverenee 12 THEO-24......ccveveereenne. 104 TOPIRAMATE ........cccune. 25
TARGRETIN .......cccvvveene 20 theophylline...........c........... 104 1707010121 20
tarina fe 1/20 (28)......ccce...e. 96 THIOLA ..., 67 topotecan........coceeevieeenieenne 20
TARKA ..o, 55 thioridazine..........ccccceeueeneeee. 47 TOPROL XL ..o 55
TASIGNA ..o 20 thiotepa......cccceevveeveeeiienne, 20 TORISEL......ccveiiiienee, 20
TASMAR ....ccooiiiiiiiienn 26 thiothixene.........cccccceveennne 47 torsemide .........cccceeeveeniennen. 55
TAXOTERE.........cccooveiennne 20 THYMOGLOBULIN............ 89 TOUJEO SOLOSTAR ......... 75
tazarotene .........ccoceeveeenunennne 61 THYROLAR-I......coeenen 78 TOVIAZ .....ooviiiiienn 105
TAZICEF .....ccoooiiiiiiiene 6 THYROLAR-1/2.................. 78 TPN ELECTROLYTES.....107
TAZORAC......cccevieeenen. 62 THYROLAR-1/4.................. 78 TRACLEER .......ccccoouennnee. 104
taztia Xt..oooeeeeeeeeeeesieeeennn 55 THYROLAR-2..........c.ccn...... 78 TRADJENTA ..o, 76
TECENTRIQ......ccccevvrnnnen. 20 THYROLAR-3......ccccveneee. 78 tramadol..........cccceveerinienenne 36
TECFIDERA........cceeene. 28 tiagabing ........cccceevveeiiennnnne 25 TRAMADOL .......cccoveeuenneee. 36
TECHNIVIE........ccceevreene. 4 TIAZAC ..., 55 tramadol-acetaminophen ......36
TEFLARO.....ccooiiiiiiiene 6 TIGECYCLINE...................... 9 trandolapril .........ccccceeeeenee. 55
TEGRETOL .........ccoeuveneee. 25 TIKOSYN ..o, 51 trandolapril-verapamil .......... 55
TEGRETOL XR.......ccoeuuu. 25 timolol maleate................ 55,98 tranexamic acid............... 56, 93
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TRANSDERM-SCORP.......... 82
TRANXENE T-TAB............ 47
tranylcypromine ................... 47
travasol 10 %......ccccevueennenne. 109
TRAVATAN Z .....ccueeeenee 99
trazodone .........ceceeveeveernennen. 47
TREANDA.......cooieieeee 20
TRECATOR......cceoveieiene 9
TRELSTAR......coeieiene 20
TRESIBA FLEXTOUCH U-
100 i 76
TRESIBA FLEXTOUCH U-
200 i 76
tretinoin (chemotherapy)......20
tretinoin microspheres.......... 62
tretinoin topical .................... 62
TREXALL....coovviieeeiiene 20
TREXIMET......cccovvveieinnnns 27
TREZIX...ccoieeeeeeees 33

triamcinolone acetonide 65, 68,
104
triamterene-hydrochlorothiazid

.......................................... 55
130 E:1 1 1o O SR 65
TRIBENZOR .......cccccuevenen 55
TRICOR .....oovviiiiiiieee 58
triderm ......ooceeeveeenieiiieene 65
TRIDESILON .....cccceevvennnen. 65
trifluoperazine ...........e.e..... 47
trifluridine.........cc.cccoeeeeienne 97
TRIGLIDE ......cccoovviiiene 58
tri-legest fe.......ccoveevvveeenieenns 96
TRILEPTAL......coceeviriine 25
TRILIPIX ...oooiiiiiieiieeeee 58
tri-lo-estarylla......c..cccoceeenee. 96
tri-lo-sprintec.........ccceeeruvennne 96
trilyte with flavor packets..... 82
trimethoprim...........ccceeeuveene. 13
trimipramine...........eeeeeennee. 48
trinessa (28) ..eeeeveeerveeerveenns 96
TRI-NORINYL (28) ............ 96
TRINTELLIX........cccveiennne 48
TRIOSTAT...cooiiiiiiiieee 78
tri-previfem (28).....cccceeuveenee 96
TRISENOX ....cccoooiiiiiieine 20

TRIUMEQ.......ccccoviiniiienene 4
trivora (28)...ccveeeeeveeeiieeennen. 96
TRIZIVIR ..ot 4
TROKENDI XR.................... 25
TROPHAMINE 10 % ........ 109
TROPHAMINE 6% ........... 109
trOSPIUM....oeevieireeiieeereenee. 105
TRULANCE........ccceeevennee. 82
TRULICITY ..coeeviiiiiienee. 76
TRUMENBA........ccccovennee. 89
TRUSOPT ..o, 99
TRUVADA ..o 4
TUDORZA PRESSAIR .....104
TWINRIX (PF)....cccvevennnee. 89
TWYNSTA ..o, 55
TYBOST ..o 4
TYGACIL ....oovviieieeee 9
TYKERB......ccoevieieeee. 20

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

TYMLOS.....cooviiiieeeee 90
TYPHIM VI ..o 89
TYSABRI.....ccooovveivennn 28
U

UCERIS.......oooeiiiieeieeeen, 82
ULORIC .....oovvivieiiciieeeene, 89
ULTRACET .....coovevee. 36
ULTRAM......cccvvveeeee 36
ULTRAVATE. ... 65
UNASYN ..o 11
unithroid .......ccceeeeivviiinnnnnen, 78
UPTRAVI.....cccvvein 55
URECHOLINE .................. 105
UROCIT-K 10......ccceuveeenns 105
UROCIT-K 15.......cceenne. 105
UROCIT-K 5....ooeeeeieenns 105
UROXATRAL ........cc........ 105
URSO 250 ... 82
URSO FORTE.........cc......... 82
ursodiol.........ccceveeeeeinneeeennnn. 82
\%

VAGIFEM...........coevveeenn. 93
valacycClovir ........ccceevveeeeinenne 4
VALCHLOR .........cccueeen.. 60

VALCYTE oo 4
valganciclovir .......ccccceeevennenne 4
VALIUM ....ccooveiieeeee 48
valproate sodium .................. 25
valproic acid .........ccceeeenennns 25
valproic acid (as sodium salt)
.......................................... 25
valsartan..........coeeeeeeneeneennnne 55
valsartan-hydrochlorothiazide
.......................................... 55
VALTREX ...ccoooiiiiiieee. 4
VANCOCIN....cceeoveriiiiene 13
VANCOMYCIN..veeerevererreeerereens 13
vandazole........ccceeereeniennnne 94
VANOS ..., 65
VAQTA (PF) oo 89
VARIVAX (PF)..cccvvveienne 89
VARIZIG.....cccovieinieenne 89
VARUBI......coteiiieieee 82
VASCEPA ..ot 58
VASERETIC ........ccoveeee 55
VASOTEC......cooviieienne 55
VECAMYL ....ccoviieieirne 58
VECTIBIX ..o 20
VECTICAL .....ccovvveierene 59
VELCADE ......cccoovvviernne 20
velivet triphasic regimen (28)
.......................................... 96
VELPHORO..........cccccveurnen. 67
VELTASSA ..ot 67
VEMLIDY ....ccovviiieieeiee, 4
VENCLEXTA ....cccoevieienne 20
VENCLEXTA STARTING
PACK oo 20
venlafaxine ...........ceceveenee. 48
VENLAFAXINE.................. 48
VENTAVIS ... 104
VENTOLIN HFA................ 104
verapamil ..........ccccoeveenieenen. 55
VEREGEN .....ccccoovniiinne 60
VERELAN ....cccoovviiiniiiinnne 55
VERELAN PM.....cccccoevuenne 55
veripred 20.......occveeevienneennen. 69
VERSACLOZ........ccccueeuenn. 48
VESICARE.......ccccoeviennn. 105
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vestura (28)...c..cceeeveeneeiennen. 96 VYTORIN 10-40.................. 58 YOSPRALA ......cccooeie. 56

VFEND......ccooeoiiiiieiieieen 1 VYTORIN 10-80.................. 58 yuvafem .......ccoceeeienienneennen. 93
VFEND IV ..o, 1 VYVANSE.....ccooiiierie. 49 Z
VGO 20 ..o 76 w zafirlukast .........ccoeveenennne 105
VGO 30 76 warfarin ........cccceeeeeeeeeeeeennn. 56 zaleplon........ccccveeevieeeneeenee, 49
VGO 40 ..o, 76 water for irrigation, sterile....67 ZALTRAP ..., 21
VIBERZI .......ccveeiverienn 82 WELCHOL ........cccooeevvennnn. 58 ZAMICEL...oeevieeeieerieereeiee e, 34
VIBRAMYCIN..........c....... 12 WELLBUTRIN SR............... 49 ZANAFLEX .....ccoovvviiiinen. 29
VICOdIN....viiiiieiieeieeiee 33 WELLBUTRIN XL.............. 49 ZANOSAR ....coooeveeieieen. 21
VICOdIN €S..c.vvvevieiieeiieeiienne 33 wymzya fe ......cccoeeveeiiennnnn 97 ZANTAC ..., 84
vicodin hp.....cccoeeveiiinnienne 34 X zarah ..., 97
VICTOZA 3-PAK................ 76 XALATAN. ..ot 99 ZARONTIN......coveierennee. 25
VIDAZA......ocovveeeienn. 20 XALKORI......ccveviieriennn, 21 ZARXIO ..o, 87
VIDEX 2 GRAM PEDIATRIC XARELTO ....coovevieiiee, 56 ZAVESCA.....ccoovveieeieen. 78
............................................ 4 XELJANZ ......ccoveevveneennn 91 ZEGERID.............................84
VIDEX EC ....cccvvviieiieiennn 4 XELJANZ XR.....cccvvevvennnn. 91 ZEJULA ...ccooiiieieieeieeee, 21
VIEKIRA PAK ......ccooevvenne. 4 XENAZINE........covevrenn. 28 ZELAPAR .....cccovvevvenn. 26
VIEKIRA XR.....cccoevvveirennnnn. 4 XEOMIN....ccooeieiieiiei, 89 ZELBORAF ......ccceovverrnnen. 21
1 (1177 USRI 97 XERESE...cooiiiiiiiiee 63 ZEMAIRA. ..o 67
VIGAMOX......cccovveereenrenne 97 XERMELO........ccovvvrrennnne. 21 ZEMBRACE SYMTOUCH.27
VIIBRYD ....cocovviiiiiiene 48 XGEVA ..., 13 ZEMPLAR ......ccovvevvernn. 78
VIMOVO .....cccoovvveeieeenn. 36 XIFAXAN ..o 9 ZeNAtane ........occvveervveerneeennne 62
VIMPAT ..o 25 XIGDUO XR...coooveeriieeen. 76 zenchent (28) ......ccoecveeviennen. 97
vinblastine ...........cccceceeennennne. 20 XIIDRA ..o, 98 zenchent fe........ccccoeevveennnen. 97
vincasar pfS.......ccocceevienienne. 21 XODOL 10/300..........c........ 34 ZENPEP .....ccooviiiiiiiiine 82
VINCTISHING ...ovveeveeieeieeeeenne 21 XODOL 5/300......cccovennnnn. 34 ZeNZedi.....cccoevevveriieiieirenen, 49
vinorelbine...........ccccceeeeuveennn. 21 XODOL 7.5/300................... 34 ZENZEDI ....cccooveivieennn. 49
VIOKACE........ccoveereernne. 82 XOLAIR ..o, 104 ZEPATIER .....cooovviiieiiens 4
VIRACEPT ......ccovveiieiienne 4 XOPENEX ................. 104, 105 ZERBAXA ..o, 6
VIRAMUNE ......cccccoovverennn. 4 XOPENEX CONCENTRATE ZERIT ..ot 4
VIRAMUNE XR........cocu... 4 104 ZESTORETIC ...........c.......... 55
VIREAD......ccooveiieiieienen 4 XOPENEX HFA ................ 104 ZESTRIL ....oooovvveiieieiene, 55
VIROPTIC .....cocovvvervenn. 97 XTAMPZA ER..................... 34 ZETIA ..o, 58
VIVELLE-DOT ................... 93 XTANDL.....ccteviieiieriene, 21 ZETONNA ....cooviiiieiies 105
VIVITROL........cccuvvieen. 36 Xulane ......cccoeevveeeiieeeiieeee, 94 ZIAC .., 55
VIVLODEX ......ccovvvvveernnne 36 XULTOPHY 100/3.6........... 76 ZIAGEN ...ccooiiiiieiieiee, 4
VOGELXO.....c..ccovveevreenrnnne. 78 XYLOCAINE..........covenne. 62 ZIANA ..o, 62
VOLTAREN GEL................ 36 XYREM.....ccoovvvieiieiie, 49 zidovudine .........ccoeeveeveennennne. 4
voriconazole ..........ccceeeeuveenneee. 1 XYZAL ...ooveeiieeieees 101 Zileuton .......oeeevveeenieeeneens 105
VOTRIENT .....cccovveirirnne. 21 Y ZINACEF .....cooviiiiiieiies 6
VPRIV ...coiiiiie 78 YASMIN (28)..cceevvieiiannnnne 97 ZINBRYTA....coeieieeee. 28
VRAYLAR........cevveunen. 48, 49 YAZ (28) ceveeieiieeieereeeeen, 97 ZINECARD (AS HCL)......... 13
vyfemla (28) ...cccevvvveviennnne 97 YERVOY ..o, 21 ZINPLAVA ..., 89
VYTORIN 10-10.................. 58 YF-VAX (PF)..ccoeevierrennne. 89 ZIOPTAN (PF)..ccvveevvenrnnen. 99
VYTORIN 10-20.................. 58 YONDELIS.......ccoovreiiennne 21 ziprasidone hcl...................... 49
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ZIPSOR ....cooovvvviiiieieeen 36
ZIRGAN.....cooveeeeeceeeeen 97
ZITHROMAX ....ccoovvvveen. 7
ZITHROMAX TRI-PAK ....... 7
ZITHROMAX Z-PAK ........... 7
IMAX ..o 7
ZOCOR ..o 58
ZOFRAN (AS
HYDROCHLORIDE)...... 82
ZOFRAN ODT......ccccceu. 82
ZOHYDROER .................... 34
zoledronic acid ..................... 78
zoledronic acid-mannitol-water
.......................................... 68
ZOLINZA.....ooveeveeeenn 21
zolmitriptan .........cceeeeennennee. 27
ZOLOFT....ccooiiiiiiiieeeenn. 49
zolpidem.......ccceevvvenveennnnnne. 49

ZOMETA ..o, 78
ZOMIG......ccoeiieieeeeene 27
ZOMIG ZMT .....cccvveivennnne 27
ZONALON.....ccooiereenee. 60
ZONEGRAN.......cceevvvennne. 25
zonisamide..........ccceeeeuveennenn. 25
ZONTIVITY oo, 56
ZORBTIVE ......cccovveenne. 87
ZORTRESS.....ccoooiieie, 21
ZORVOLEX .....cccovveirnnnne. 36
ZOSTAVAX (PF) ..o 89
ZOSYN..oooiieieieeeeeee 11
ZOSYN IN DEXTROSE (ISO-

OSM) i 11
zovia 1/35¢ (28)...cccevvvennnnne. 97
zovia 1/50€ (28)..cceeeeuvveneen. 97
ZOVIRAX ....coovvveiienn, 4,63

ZUBSOLV ..o 37
ZUPLENZ ......ccoovvviiviinn. 82
ZURAMPIC ......cccccvvenne. 89
ZYBAN ..o 68
ZYCLARA ... 60
ZYDELIG......cccocovvviieiins 21
ZYFLO oo 105
ZYFLO CR......cccvevvnnnn 105
ZYKADIA ..o 21
ZYLET ..o, 99
ZYLOPRIM........ceecvienen. 89
ZYMAXID ....ccovvviiiiiinnns 97
ZYPREXA.....cccoovvvennn 49, 50
ZYPREXA RELPREVV .....50
ZYPREXA ZYDIS .............. 50
ZYTIGA ..o 21
ZYVOX oo 9
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With Express Scripts Medicare, you will have access to over 68,000 network pharmacies nationally.
You may fill your prescriptions at a retail, home infusion, long-term care or Indian Health Service /
Tribal / Urban Indian Health Program (I/T/U) pharmacy, or through our convenient home delivery
service.

You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/14/2017. For more recent information or other questions, please
contact Express Scripts Medicare Customer Service at the numbers located on the back of your member
ID card. Customer Service is available 24 hours a day, 7 days a week. You can also visit us on the Web
at www.express-scripts.com.

Express Scripts Medicare (PDP) is a prescription drug plan with a Medicare contract.

Enrollment in Express Scripts Medicare depends on contract renewal.

© 2017 Express Scripts Holding Company. All Rights Reserved. Express Scripts and “E” Logo are
trademarks of Express Scripts Holding Company and/or its subsidiaries. Other trademarks are the
property of their respective owners.
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