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Express Scripts Medicare (PDP)
2021 Formulary (List of Covered Drugs)

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

Formulary ID Number: 21047, v6

This formulary was updated on 08/24/2020. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

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

29 ¢

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 24, 2020. 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, 2022. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

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

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

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

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

Can my drug coverage change?

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

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

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

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

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

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

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2021 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2021 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the Drug List for the new benefit year for any changes to drugs.

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

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

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

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 121. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

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

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

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

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

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

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

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

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

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

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

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

e You can request coverage of a drug that is not currently covered by this plan. If approved, the
drug will be covered at a pre-determined cost-sharing level, and you will not be able to ask us to
provide the drug at a lower cost-sharing level.
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® You can ask us to cover a formulary drug at a lower cost-sharing level. If 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. You may not ask us to provide a higher level of coverage for drugs that
are in our Specialty Drug tier.

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.

How do I request an appeal?

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

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

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

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

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

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

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

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

e  When you cancel hospice care

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

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

Other coverage that your plan may provide

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

Prescription drugs when used for anorexia, weight loss or weight gain
Prescription drugs when used to promote fertility
Prescription drugs when used for cosmetic purposes or to promote hair growth
Prescription drugs when used for the symptomatic relief of cough or colds
Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)
Drugs when used for the treatment of sexual or erectile dysfunction
¢ 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.
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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 121.

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

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

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

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

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

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

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

Drug Tiers

Tier Includes Helpful tips

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

Generic commonly prescribed generic amount.

Drugs drugs and may include other

low-cost drugs.

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

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

Brand Drugs | some generic drugs. drugs.

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

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

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

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

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

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

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

If you qualify for Extra Help
If you qualify for Extra Help from Medicare to help pay for your prescription drugs, your cost-sharing
amounts may be lower than your plan’s standard benefit. Members who qualify for Extra Help will
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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.

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

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

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

List of abbreviations

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

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

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

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

ST: Step Therapy. In some cases, the plan requires you to first try a certain drug to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fluconazole in nacl 1 PA
(iso-osm)
intravenous
ANTIFUNGAL piggyback 400
AGENTS mgl200 ml
ABELCET 3 PA;MO Jlucytosine 4 MO
AMBISOME 4  PA;MO griseofulvin 1 MO
amphotericin b 1 PA; MO mz'croszzle :
ANCOBON 4 MO griseofulvin . 10
ultramicrosize
CANCIDAS - PA; MO itraconazole oral 1 MO; QL
caspofungin 4 PA capsule (120 per 30
clotrimazole mucous | MO days)
membrane itraconazole oral 1 MO
CRESEMBA 4 PA; MO solution
ORAL ketoconazole oral 1 MO
DIFLUCAN 3 MO micafungin 4
ERAXIS(WATER 4 MO MYCAMINE 4 MO
DILUENT) )
INTRAVENOUS NOXAFIL ORAL 4 PA; MO
RECON SOLN nystatin oral 1 MO
100 MG SUSpension
ERAXIS(WATER 3 MO nystatin oral tablet 1 MO
DILUENT) ORAVIG 3 MO
INTRAVENOUS posaconazole oral 4 PA; MO
RECON SOLN 50 tablet,delayed
MG release (drlec)
Sluconazole 1 MO SPORANOX 3 MO; QL
fluconazole in nacl 1 PA; MO ORAL CAPSULE (120 per 30
(iso-osm) days)
intravenous SPORANOX 3 MO
piggyback 200 ORAL
mgl100 ml SOLUTION
terbinafine hcl oral 1 MO

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

TOLSURA 4 PA; MO; ATRIPLA 4 MO

QL (120 per BARACLUDE 4 MO

30 days) BIKTARVY 4 MO
VFEND 4 PA; MO CIMDUO 4 MO
VFFND v & PA; MO COMBIVIR 4 MO
Yorlconazole 4 PA; MO COMPLERA 4 MO
miravenous CRIXIVAN 2 MO
bl 4 TAMO - onaL capsuL

pension 200 MG, 400 MG
reconstitution
voriconazole oral 4 PA; MO DELSTRIGO _ MO
tablet 200 mg DESCOVY 4 MO
voriconazole oral 1 PA; MO didanosine oral 1 MO
tablet 50 mg capsule,delayed
ANTIVIRALS release(drlec) 250
mg, 400 mg

abacavir 1 MO DOVATO 4 MO
abacavir-lamivudine 1 MO EDURANT 4 MO
abac.'avir‘- 4 MO efavirenz oral 4 MO
lqmzvudfne- capsule 200 mg
zidovudine efavirenz oral 1 MO
acyclovir oral 1 MO capsule 50 mg
cap sule‘ efavirenz oral tablet 4 MO
acyclovz'r oral 1 MO EMTRIVA 5 MO
suspension 200 mgl5
ml entecavir 1 MO
acyclovir oral tablet 1 MO EPCLUSA 4 PA; MO;
acyclovir sodium 1 PA; MO QL (28 per
. . 28 days)
intravenous solution
cdefonr 0 ey o
amantadine hcl | MO ORAL
APTIVUS 4 MO SOLUTION
APTIVUS (WITH 4 EPIVIR HBV 3 MO
VITAMIN E) ORAL TABLET
atazanavir 1 MO EPZICOM 4 MO

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

EVOTAZ 4 MO ISENTRESS 2 MO

famciclovir 1 MO ORAL

fosamprenavir 4 MO TABLET,CHEWA

FUZ]fZDON i MO BLE 25 MG

SUBCUTANEOU JULUCA 4 MO

S RECON SOLN KALETRA ORAL 4 MO

HARVONIORAL 4  PA; MO: KATETRAORAL R MO

PELLETS IN QL (28 per MG

PACKET 33.75- 28 days)

150 MG KALETRA ORAL 4 MO

HARVONI ORAL 4 PA; MO; ;}?LET 200-30

PELLETS IN QL (56 per S

PACKET 45-200 28 days) lamivudine 1 MO

MG lamivudine- 1 MO

HARVONI ORAL 4 PA; MO; zidovudine

TABLET 45-200 QL (56 per LEDIPASVIR- 4 PA; MO;

MG 28 days) SOFOSBUVIR QL (28 per

HARVONI ORAL 4 PA; MO; 28 days)

TABLET 90-400 QL (28 per LEXIVA ORAL 3 MO

MG 28 days) SUSPENSION

HEPSERA 4 MO LEXIVA ORAL 4 MO

INTELENCE 4 MO TABLET

INVIRASE ORAL 4 MO lopinavir-ritonavir 1 MO

TABLET MAVYRET 4 PA; MO;

ISENTRESS HD 4 MO QL (84 per

ISENTRESS 4 MO 28 days)

ORAL POWDER nevirapine oral 1

IN PACKET SUSpension

ISENTRESS 4 MO nevirapine oral 1 MO

ORAL TABLET tablet

ISENTRESS 4 MO nevirapine oral 1 MO

ORAL tablet extended

TABLET,CHEWA release 24 hr

BLE 100 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
NORVIR ORAL 2 MO ribavirin oral 1 MO
POWDER IN capsule
PACKET ribavirin oral tablet 1 MO
NORVIR ORAL 2 MO 200 mg
SOLUTION rimantadine 1 MO
NORVIR ORAL 3 MO tonavir I MO
TABLET SELZENTRY 2 MO
ODEFSEY 4 MO ORAL
oseltamivir 1 MO SOLUTION
PIFELTRO 4 MO SELZENTRY 4 MO
PREVYMIS 4 MO;QL ORAL TABLET
days) SELZENTRY 2 MO
PREZCOBIX 4 MO ORAL TABLET
PREZISTA ORAL 4 MO 25 MG, 75 MG
SUSPENSION SITAVIG 3 MO
PREZISTA ORAL 2 MO SOFOSBUVIR- 4 PA; MO;
TABLET 150 MG, VELPATASVIR QL (28 per
75 MG 28 days)
PREZISTA ORAL 4 MO SOVALDI ORAL 4 PA; MO;
TABLET 600 MG, PELLETS IN QL (28 per
800 MG PACKET 150 MG 28 days)
RELENZA D) MO SOVALDI ORAL 4 PA:; MO;
DISKHALER PELLETS IN QL (56 per
RETROVIR 3 MO PACKET 200 MG 28 days)
ORAL CAPSULE SOVALDI ORAL 4 PA; MO;
TABLET 400 MG QL (28 per
RETROVIR 3 MO 28 day)
ORAL SYRUP
REYATAZORAL 4 MO stavudine oral S O
CAPSULE 150 capsule
MG, 200 MG, 300 STRIBILD 4 MO
MG SUSTIVA ORAL 4 MO
REYATAZ ORAL 4 MO CAPSULE 200
POWDER IN MG
PACKET SUSTIVA ORAL 3 MO
CAPSULE 50 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
SUSTIVA ORAL 4 MO VIEKIRA PAK 4 PA; MO;
TABLET QL (112 per
SYMFI 4 MO 28 days)
SYMFI LO 4 MO VIRACEPT 4 MO
SYMTUZA 4 MO ORAL TABLET
TAMIELU 3 MO VIRAMUNE MO
TEMIXYS w0 VIRAMUNE XK Mo
tenofovir disoproxil 1 MO EXTENDED
Jumarate RELEASE 24 HR
TIVICAY ORAL 2 MO 400 MG
TABLET 10 MG VIREAD 4 MO
TIVICAY ORAL 4 MO VOSEVI 4 PA; MO;
TABLET 25 MG, QL (28 per
S0 MG 28 days)
TRIUMEQ 4 MO XOFLUZA 2 MO
TRIZIVIR 4 MO ZEPATIER 4 PA; MO;
TRUVADA 4 MO QL (28 per
TYBOST 3 MO 28 days)
valacyclovir oral 1 MO; QL ZIAGEN 3 MO
tablet 1 gram (120 per 30 zidovudine 1 MO
days) ZOVIRAX ORAL 3 MO
valacyclovir oral 1 MO; QL SUSPENSION
tablet 500 mg (60 per 30 CEPHALOSPO
days) RINS
VALCYTE 4 MO
B AVYCAZ 4 PA; MO
valganciclovir 4 MO
cefaclor oral capsule | MO
VALTREX ORAL 3 MO; QL ] ]
TABLET | GRAM (120 per 30 cefaclor ora S MO
suspension for
days) o
reconstitution 125
VALTREX ORAL 3 MO; QL mgl5 ml
TABLET 500 MG (60 per 30
days)
VEMLIDY 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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cefaclor oral 1 ceftazidime injection 1 PA; MO
suspension for recon soln 1 gram, 2
reconstitution 250 gram
mgl5 ml, 375 mgl5 ceftazidime injection 1 PA
ml recon soln 6 gram
cefaclor oral tablet 1 MO ceftriaxone injection 1 MO
extended release 12 recon soln 1 gram, 2
hr gram, 250 mg, 500
cefadroxil oral 1 MO mg
capsule ceftriaxone injection 1
cefadroxil oral 1 MO recon soln 10 gram
suspension for cefuroxime axetil 1 MO
reconstitution 250 oral tablet
Z‘;’Iﬁ mi, 300 mgl> cefuroxime sodium 1 PA; MO
injection recon soln
cefadroxil oral 1 MO 750 mg
tablet cefuroxime sodium 1 PA; MO
cefazolin injection 1 MO INLFAVEnous recon
recon soln 1 gram, soln 1.5 gram
500 mg. — cefuroxime sodium 1 PA
cefazolin injection 1 intravenous recon
recon soln 10 gram soln 7.5 gram
cefdinir 1 MO cephalexin 1 MO
cefepime injection 1 MO SUPRAX ORAL 3 MO
cefixime 1 MO CAPSULE
cefotetan injection 1 PA SUPRAX ORAL 3 MO
cefoxitin 1 PA; MO SUSPENSION
intravenous recon FOR
soln 1 gram, 2 gram RECONSTITUTI
cefoxitin 1 PA ON 100 MG/5 ML,
. 200 MG/5 ML
intravenous recon
soln 10 gram SUPRAX ORAL 3
cefpodoxime 1 MO ls:léiPENSION
cefprozil I MO RECONSTITUTI
ON 500 MG/5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SUPRAX ORAL 3 MO ERYTHROCIN 3 PA; MO
TABLET,CHEWA INTRAVENOUS
BLE RECON SOLN
tazicef injection 1 PA 500 MG
recon soln 1 gram erythromycin 1 MO
tazicef injection 1 PA; MO ethy lsuctcinate oral
recon soln 2 gram, 6 suspension for
gram reconstitution
TEFLARO 4 PA; MO erythromycin 1 MO
ZERBAXA 4 PA ethylsuccinate oral
tablet
erythromycin oral 1 MO
ZITHROMAX 3 PA; MO
INTRAVENOUS
qzzthromycm 1 PA; MO ZITHROMAX 3 MO
intravenous ORAL PACKET
azithromycin oral 1 MO ZITHROMAX 3 MO
clarithromycin 1 MO ORAL
DIFICID 4  MO;QL SUSPENSION
(20 per 10 FOR
days) RECONSTITUTI
EES. 3 MO ON
GRANULES ZITHROMAX 3 MO
ORAL TABLET
s
ZITHROMAX 3 MO
erZ}tabd olral . 1 MO TRI-PAK
laviet,delaye ZITHROMAX Z- 3 MO
release (drlec) 250 PAK
mg, 333 mg
ERY-TAB ORAL 3 MO
TABLET,DELAY
ED RELEASE
(DR/EC) 500 MG
erythrocin (as 1 MO AEMCOLO 3 MO; QL
stearate) oral tablet (12 per 30
250 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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albendazole 4 MO clindamycin 1 PA; MO
ALINIA 4 MO ghosphate ‘
amikacin injection 1 PA; MO ZOISCZZQ’ZLZ IS olution
solution 500 mg/2 g
ml COARTEM 3 MO
ARIKAYCE 4  PA; MO; colistin 1 PA;MO

LA (colistimethate na)
atovaquone 4 MO CUBICIN 4 MO
alovaquone_ 1 MO DALVANCE 3 PA, MO
proguanil dapsone oral | MO
AZACTAM 3 PA; MO DAPTOMYCIN 4 MO
aztreonam injection | PA; MO INTRAVENOUS
recon soln 1 gram RECON SOLN
BENZNIDAZOLE 2 MO 350 MG :
BETHKIS ¢ PAMO; nowoosrccon [N

%Ld(jyzs pet soln 500 mg
BILTRICIDE 3 MO DARAPRIM 4 PA; MO
CAYSTON 4  PA;MO; EMVERM . MO

LA; QL (84 ertapenem 1 MO

per 28 days) ethambutol 1 MO
chloroquine 1 MO FIRVANQ ORAL 3 MO; QL
phosphate RECON SOLN 25 (300 per 10
CLEOCIN HCL MO MG/ML days)
CLEOCIN PA; MO FIRVANQ ORAL 3 MO; QL
INJECTION RECON SOLN 50 (450 per 10
CLEOCIN 3 MO MG/ML days)
PEDIATRIC FLAGYL 3 MO
clindamycin hel 1 MO gentamicin in nacl | PA; MO
clindamycin in 5 % 1 PA; MO (lso-osm)
dextrose intravenous

piggyback 100

clindamycin 1 MO mg!100 ml, 60
pediatric mg/50 ml, 80 mg/50
clindamycin 1 PA; MO ml

phosphate 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 express-scripts.com.
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gentamicin in nacl | PA MYAMBUTOL 3 MO
(iso-osm) ORAL TABLET
intravenous 400 MG
piggyback 80 MYCOBUTIN MO
mgl100 ml NEBUPENT PA; MO;
gentamicin injection 1 PA; MO QL (1 per
solution 40 mg/ml 28 days)
hydroxychloroquine 1 MO neomycin 1 MO
imipenem-cilastatin 1 PA; MO paromomycin 1 MO
INVANZ 3 MO PASER 2 MO
INJECTION PENTAM 3 MO
z.sonzazzd‘oral ! MO pentamidine 1 PA; MO;
ivermectin oral | MO inhalation QL (1 per
KITABIS PAK 4 MO 28 days)
KRINTAFEL 3 MO pentamidine 1 MO
linezolid in dextrose 4 PA injection
5% PLAQUENIL 3 MO
linezolid oral 4 MO polymyxin b sulfate 1 PA; MO
suspension for praziquantel 1 MO
reconstitution PRETOMANID 3 PA
linezolid oral tablet | MO PRIFTIN 5 MO
MALARONE : MO PRIMAQUINE 2 MO
I{%‘AE)I}?I;I?FCE < MO PRIMAXIN IV 3 PA; MO
: INTRAVENOUS
mefloquine 1 MO RECON SOLN
MEPRON 4 MO 500 MG
meropenem 1 MO pyrazinamide 1 MO
MERREM 3 pyrimethamine 4 PA; MO
g%%%ngSNUS QUALAQUIN 3 MO
500 MG q.uznzne.sulfate 1 MO
metronidazole in 1 PA; MO rifabutin L MO
nacl (iso-os) RIFADIN ORAL 3 MO
metronidazole oral 1 MO CAPSULE 130

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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rifampin 1 MO vancomycin 1 MO
SIRTURO ORAL 4 PA; MO; intravenous recon
TABLET 100 MG LA soln 1,000 mg, 10
SIVEXTRO 4 PA gram, 300 mg, 750
INTRAVENOUS ”V“i Yo .
g};’ii(TRO g MO INTRAVENOUS

RECON SOLN

SOLOSEC 3 MO 250 MG
STREPTOMYCIN 2 PA; MO vancomycin oral 1 PA; MO;
STROMECTOL 3 MO capsule 125 mg QL (40 per
tigecycline 4 PA 10 days)
tinidazole 1 MO vancomycin oral 4 PA; MO;
TOBI 4 PA: MO capsule 250 mg QL (80 per

QL (280 per 10 days)

28 days) vancomycin oral 1 PA; MO;
TOBI 4 MO: QL recon soln QL (450 per
PODHALER (224 per 28 10 days)
INHALATION days) XENLETA ORAL 4
CAPSULE, XIFAXAN ORAL 4 MO:; QL (9
W/INHALATION TABLET 200 MG per 30 days)
DEVICE XIFAXAN ORAL 4  MO:;QL
tobramycin in 0.225 4 PA; MO; TABLET 550 MG (90 per 30
% nacl QL (280 per days)

28 days) ZEMDRI 4 PA
tobramycin sulfate 1 PA; MO 7ZYVOX 3 PA; MO
injection solution INTRAVENOUS
TRECATOR 3 MO PIGGYBACK 600
TYGACIL 4  PA;MO MG/300 ML
VABOMERE 3 PA ZYVOX ORAL 4 MO
VANCOCIN 4  PA; MO:; PENICILLINS
ORAL CAPSULE QL (40 per amoxicillin oral 1 MO
125 MG 10 days) capsule
VANCOCIN 4 PA; MO; amoxicillin oral 1 MO
ORAL CAPSULE QL (80 per suspension for
250 MG 10 days) reconstitution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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amoxicillin oral 1 MO oxacillin in 1 PA; MO
tablet dextrose(iso-osm)
amoxicillin oral 1 MO infr avenous
tablet,chewable 125 piggyback 2
mg, 250 mg graml50 ml
amoxicillin-pot 1 MO oxacillin injection 1 PA
clavulanate recon soln 1 gram
ampicillin oral 1 MO oxacillin injection 4 PA
capsule 500 mg recon soln 10 gram
ampicillin sodium 1 PA; MO oxacillin injection 1 PA; MO
injection recon soln recon soln 2 gram
1 gram, 10 gram, PENICILLIN G 3 PA
125 mg POT IN
ampicillin- 1 PA; MO DEXTROSE
sulbactam injection INTRAVENOUS
recon soln 1.5 gram, PIGGYBACK 2
3 gram MILLION
P UNIT/50 ML
ampicillin- 1 PA
sulbactam injection PENICILLIN G 3 PA; MO
recon soln 15 gram g%g(lflioslg
BICILLIN C-R 2 PA; MO INTRAVENOUS
BICILLIN L-A 3 PA; MO PIGGYBACK 3
dicloxacillin 1 MO MILLION
nafcillin injection 1 PA; MO UNIT/50 ML
recon soln 1 gram, 2 penicillin g 1 PA; MO
gram potassium injection
nafcillin injection 4 PA; MO recon soln .2 0
recon soln 10 gram million unit
oxacillin in 1 PA penicillin g procaine 1 PA; MO
dextrose(iso-osm) intramuscular
intravenous syringe 1.2 million
piggyback 1 unit/2 ml
graml50 ml penicillin g sodium 1 PA; MO
penicillin v 1 MO
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 express-scripts.com.
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piperacillin- 1 MO CIPRO ORAL 3 MO
tazobactam TABLET 250 MG,
intravenous recon 500 MG
soln 2.25 gram, ciprofloxacin hcl 1 MO
3.375 gram, 4.5 oral
gram, 40.5 gram ciprofloxacin in 5 % | PA; MO
UNASYN 3 PA dextrose
INJECTION intravenous
RECON SOLN 15 piggyback 200
GRAM mgl100 ml
UNASYN 3 PA; MO levofloxacin in d5w 1 PA; MO
INJECTION intravenous
RECON SOLN 3 piggyback 500
GRAM mgl100 ml, 750
ZOSYN IN 3 PA mgl150 ml
DEXTROSE (ISO- levofloxacin 1 PA; MO
OSM) intravenous
;Tégégigggsz 5 levofloxacin oral 1 MO
GRAM/50 ML moxifloxacin oral 1 MO
ZOSYN IN 3 PA;MO moxifloxacin- 1 PA
DEXTROSE (ISO- sod.chloride(iso)
OSM) ofloxacin oral tablet |
INTRAVENOUS 300 mg
PIGGYBACK ofloxacin oral tablet 1 MO
1?;{3175 GRAM/50 400 mg

SULFA'S |

QUINOLONES RELATED
BAXDELA 4 PA AGENTS
INTRAVENOUS BACTRIM 3 MO
BAXDELA ORAL 4 MO BACTRIM DS 3 MO
CIPRO ORAL 3 MO —
SUSPENSION.MI sulfadiazine 1 MO
CROCAPSULE su‘lfametho.xazole- 1 MO
RECON trimethoprim oral

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TETRACYCLIN minocycline oral 1 MO
ES tablet extended
release 24 hr 105
ACTICLATE 3 ST; MO mg, 115 mg, 135
demeclocycline 1 MO mg, 45 mg, 65 mg,
DORYX MPC 3 ST;MO 80 mg, 90 mg
DORYX ORAL 3 ST; MO minocycline oral 4 ST; MO
TABLET,DELAY tablet extended
ED RELEASE release 24 hr 55 mg
(DR/EC) 200 MG, MINOLIRA ER 3 ST;MO
50 MG mondoxyne nl oral 1 MO
doxy-100 1 PA; MO capsule 100 mg, 75
doxycycline hyclate 1 MO mg
oral capsule NUZYRA 4 PA
doxycycline hyclate 1 MO INTRAVENOUS
oral tablet 100 mg, NUZYRA ORAL 4 ST; MO
}’;go mg, 20 mg, 75 ORACEA 3 ST;MO
doxycycline hyclate 1 MO SEYSARA 4 5T; MO
oral tablet,delayed SOLODYN ORAL 4 ST; MO
release (drlec) 100 TABLET
mg, 150 mg, 200 EXTENDED
mg, 50 mg, 75 mg RELEASE 24 HR
: 105 MG, 115 MG,
doxycycline 1 MO 55 MG, 65 MG, 80
monohydrate oral MG
capsule
, TARGADOX 3 ST; MO
doxycycline 1 MO .
monohydrate oral tetracycline 1 MO
suspension for VIBRAMYCIN 3 ST; MO
reconstitution ORAL CAPSULE
doxycycline 1 MO 100 MG
monohydrate oral VIBRAMYCIN 3 MO
tablet ORAL
minocycline oral 1 MO SUSPENSION
capsule FOR
: . RECONSTITUTI
minocycline oral 1 MO ON

tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
VIBRAMYCIN 2 MO ANTINEOPLAS
ORAL SYRUP TIC/
URINARY IMMUNOSUPP
TRACT RESSANT
AGENTS DRUGS
HIPREX 3 MO abiraterone 4 PA; MO;
MACROBID 3 MO %Ld(lzo per
MACRODANTIN 3 MO ays)
” : 1 MO AFINITOR 4 PA; MO;
hmet enamine QL (30 per
ippurate 30 days)
MONUROL S MO AFINITOR 4  PA;MO
nitrofurantoin 1 MO DISPERZ
nitrofurantoin 1 MO ALECENSA 4 PA: MO:;
macrocrystal QL (240 per
nitrofurantoin 1 MO 30 days)
monohyd/m-cryst ALUNBRIG 4 PA; MO;
trimethoprim 1 MO ORAL TABLET QL (30 per
rous e S
ASTIC/ ORAL TABLET QL (60 per
IMMUNOSUP 30 MG 30 days)
PRESSANT ALUNBRIG 4 PA;MO;
DRUGS ORAL QL (30 per
TABLETS,DOSE 30 days)
AGENTS PACK
anastrozole 1 MO
leuc}ovorin calcium 1 MO ARIMIDEX 3 MO
ord AROMASIN 3 MO
MESNEX ORAL 4 MO
ASTAGRAF XL 3 PA; MO
XGEVA 4 PA; MO
AYVAKIT 4 PA; MO;
LA; QL (30
per 30 days)
AZASAN 3 PA; MO
azathioprine 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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BALVERSA 4 PA; MO; CELLCEPT 4 PA; MO
LA ORAL TABLET
bexarotene 4 PA; MO COMETRIQ 4 PA; MO
bicalutamide 1 MO COPIKTRA 4 PA; MO;
BOSULIF ORAL 4  PA;MO; LA; QL (60
TABLET 100 MG QL (90 per per 30 days)
30 days) COTELLIC 4  PA; MO;
BOSULIF ORAL 4  PA;MO; LA; QL (63
TABLET 400 MG, QL (30 per per 28 days)
500 MG 30 days) cyclophosphamide | PA; MO
BRAFTOVI 4  PA; MO; oral capsule
ORAL CAPSULE LA; QL cyclosporine | PA; MO
75 MG (180 per 30 modified
days) cyclosporine oral 1 PA; MO
BRUKINSA 4 PA; MO; capsule
LA DAURISMO 4  PA;MO;
CABOMETYX 4 PA; MO; ORAL TABLET QL (30 per
LA 100 MG 30 days)
CALQUENCE 4 PA; MO; DAURISMO 4 PA; MO;
LA; QL (60 ORAL TABLET QL (60 per
per 30 days) 25 MG 30 days)
CAPRELSA 4 PA; LA, DROXIA MO
ORAL TABLET QL (60 per ELIGARD PA; MO
100 MG 30 days) ELIGARD (3 PA; MO
CAPRELSA 4 PA; MO; MONTH)
%%‘;LGT ABLET Lé‘;;gﬁfso) ELIGARD (4 3 PA;MO
P y MONTH)
CASODEX MO ELIGARD (6 3 PA; MO
CELLCEPT PA; MO MONTH)
ORAL CAPSULE EMCYT 4 MO
gg];‘IiCEPT . PA; MO ENVARSUS XR 3 PA; MO
SUSPENSION ERIVEDGE 4 PA; MO;
FOR QL (30 per
RECONSTITUTI 30 days)
ON

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

QL (120 per solution

30 days) GILOTRIF 4 PA;MO;
erlotinib oral tablet 4 PA; MO; QL (30 per
100 mg, 150 mg QL (30 per 30 days)

30 days) GLEEVEC ORAL 4 PA;MO;
erlotinib oral tablet 4 PA; MO; TABLET 100 MG QL (180 per
25 mg QL (60 per 30 days)

30 days) GLEEVEC ORAL 4 PA;MO;
everolimus 4 PA; MO; TABLET 400 MG QL (60 per
(antineoplastic) QL (30 per 30 days)

30 days) HYDREA 3 MO
everolimus 4 PA; MO hydroxyurea 1 MO
(immunosuppressive IBRANCE 4 PA: MO:

) QL (21 per
exemestane 1 MO 28 days)
FARESTON 4 MO ICLUSIG ORAL 4 PA;QL(60
FARYDAK 4 PA; MO; TABLET 15 MG per 30 days)
ORAL CAPSULE QL (6 per ICLUSIG ORAL 4 PA;QL(30
10 MG, 20 MG 21 days) TABLET 45 MG per 30 days)
FEMARA 3 MO IDHIFA 4 PA;MO;
FIRMAGON KIT 4 PA; MO LA; QL (30
W DILUENT per 30 days)
SYRINGE imatinib oral tablet 4 PA; MO;
SUBCUTANEOU 100 mg QL (180 per
S RECON SOLN 30 days)
120 MG imatinib oral tablet 4 PA; MO;
FIRMAGON KIT 3 PA; MO 400 mg QL (60 per
W DILUENT 30 days)
SE%E:T%?NE ou IMBRUVICA 4 PA;MO;
ORAL CAPSULE QL (120 per
S RECON SOLN 140 MG 30 days)
S0 MG IMBRUVICA 4 PA all\is()
flutamide . MO ORAL CAPSULE QL (30 per
gengraf oral capsule 1 PA; MO 70 MG 30 days)
100 mg, 25 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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IMBRUVICA 4 PA; MO; LORBRENA 4 PA; MO;
ORAL TABLET QL (30 per ORAL TABLET QL (90 per
30 days) 25 MG 30 days)
IMURAN 3 PA; MO LUPRON DEPOT 4 PA; MO
INLYTA ORAL 4 PA; MO; LUPRON DEPOT 4 PA; MO
TABLET 1 MG QL (180 per (3 MONTH)
30 days) LUPRON DEPOT 4  PA;MO
INLYTA ORAL 4 PA; MO; (4 MONTH)
TABLET 5 MG QL (120 per LUPRON DEPOT 4  PA;MO
30 days) (6 MONTH)
INREBIC 4 PA;MO; LYNPARZA 4  PA;MO;
LA; QL ORAL TABLET QL (120 per
(120 per 30 30 days)
days) LYSODREN 2 MO
IRESSA . I())?:, (I;/IOC:)’er MATULANE 4 MO
30 days) megestrol oral | PA; MO
TAKAFI 4 PA: MO: suspension 400
mgl10 ml (40
QL (60 per
30 days) mglml), 625 mgl5
ml (125 mglml)
KANJINTI i PA; MO megestrol oral 1 PA; MO
KISQALI 4 PA; MO tablet
KISQALI 4 PA;MO MEKINIST 4 PA;MO;
FEMARA CO- ORAL TABLET QL (90 per
PACK 0.5 MG 30 days)
KOSELUGO 4 PAIMO MEKINIST 4 PA;MO;
LENVIMA 4 PA; MO ORAL TABLET 2 QL (30 per
letrozole 1 MO MG 30 days)
LEUKERAN 2 MO MEKTOVI 4 PA; MO;
leuprolide 4 PA; MO LA; QL
. (180 per 30
subcutaneous kit days)
LONSURF 4 PA; MO .
mercaptopurine 1 MO
LORBRENA . PA; MO; methotrexate 1 PA; MO
ORAL TABLET QL (30 per sodium ’
100 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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methotrexate 1 PA; MO octreotide acetate 1 PA; MO
sodium (pf) injection solution
injection solution 100 mcglml, 200
MVASI 4 PA;: MO mcglml, 50 mcgiml
mycophenolate 1 PA; MO ODOMZO 4 PA; MO;
mofetil oral capsule LA; QL (30
mycophenolate 4 PA; MO per 30 days)
mofetil oral PEMAZYRE 4 PA; MO;
suspension for LA; QL (14
reconstitution per 21 days)
mycophenolate 1 PA; MO PIQRAY 4 PA; MO
mofetil oral tablet POMALYST 4 PA; MO;
mycophenolate 1 PA; MO LA
sodium PROGRAF ORAL 3 PA; MO
MYFORTIC 3 PA;MO CAPSULE 0.5
NEORAL ’ PA; MO IEARG()’éIZ/IAGF ORAL 4 PA; MO
NERLYRNX 4 1;2; MO; CAPSULE 5 MG
PROGRAF ORAL 2 PA; MO
NEXAVAR 4 i‘: 122/[]? ’ GRANULES IN
’ PACKET
(120 per 30
days) PURIXAN 4
NILANDRON 4  PA;MO QINLOCK 4 PATMO;
nilutamide 4 PA; MO LA; QL (90
per 30 days)
NINLARO 4 PA; MO; RAPAMUNE 4 PA; MO
QL (3 per ORAL
28 days) SOLUTION
NUBEQA 4 iﬁ’ 1(\3[]? ’ RAPAMUNE 3 PA; MO
(12(’) er 30 ORAL TABLET
days)p 0.5 MG
: : RAPAMUNE 4 PA; MO
?c.treto‘tlde alce;t.ate 4 PA; MO ORAL TABLET 1
injection solution MG. 2 MG

1,000 mcglml, 500
mcglml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RETEVMO ORAL 4 PA; MO; SIGNIFOR 4 PA; MO
CAPSULE 40 MG LA; QL SIKLOS ORAL 4 MO
(180 per 30 TABLET 1,000
days) MG
RETEVMO ORAL 4 PA; MO; SIKLOS ORAL 3 MO
CAPSULE 80 MG LA; QL TABLET 100 MG
Ellazos)p er 30 sirolimus oral 4 PA; MO
y solution
REVLIMID 4 i:’ 1(\2/[]? 228 sirolimus oral tablet 1 PA; MO
per 28 days) 0.5mg, I'mg
ROZLYTREK 4 PA: MO: sirolimus oral tablet 4 PA; MO
ORAL CAPSULE QL (150 per 2 mg
100 MG 30 days) SOLTAMOX 4 MO
ROZLYTREK 4 PA; MO; SOMATULINE 4 PA; MO
ORAL CAPSULE QL (90 per DEPOT
200 MG 30 days) SPRYCEL ORAL 4 PA; MO;
RUBRACA 4 PA.MO: TABLET 100 MG, QL (30 per
LA: QL 140 MG, 50 MG, 30 days)
(120 per 30 80 MG
days) SPRYCEL ORAL 4 PA; MO;
RUXIENCE 4 PA: MO TABLET 20 MG, QL (60 per
RYDAPT 4 PA;MO JOMG 30 days)
SANDIMMUNE 3 PA;MO STIVARGA 4 g/i; (g/flo;er
ORAL CAPSULE 5 days)p
(S)/;NAIEIMMUNE 2 PAMO SUTENT 4 PA;MO;
SOLUTION QL (30 per
30 days)
ISI\AT};TE]();]?IS gﬁTIN . PA; MO SYNRIBO 4 PA; MO
SOLUTION 100 TABLOID 3 MO
MCG/ML TABRECTA 4 PA; MO
SANDOSTATIN 3 PA; MO tacrolimus oral 1 PA; MO
INJECTION TAFINLAR 4  PA; MO;
SOLUTION 50 QL (120 per
MCG/ML, 500 30 days)
MCG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TAGRISSO 4  PA:MO; tretinoin 4 MO
LA; QL (30 (antineoplastic)
per 30 days) TREXALL 3 PA; MO
TALZENNA 4 PA;MO; TUKYSA ORAL 4  PA; MO;
ORAL CAPSULE QL (90 per TABLET 150 MG LA; QL
0.25 MG 30 days) (120 per 30
TALZENNA 4 PA; MO; days)
ORAL CAPSULE QL (30 per TUKYSA ORAL 4 PA; MO;
1 MG 30 days) TABLET 50 MG LA; QL
tamoxifen 1 MO (300 per 30
TARCEVA ORAL 4  PA; MO; days)
TABLET 100 MG, QL (30 per TURALIO 4  PA:;MO;
150 MG 30 days) LA; QL
TARCEVA ORAL 4 PA; MO; (120 per 30
TABLET 25 MG QL (60 per days)
30 days) TYKERB 4 PA; MO;
TARGRETIN 4  PA;MO LA; QL
TASIGNA ORAL 4  PA;MO; filag(l)per 30
CAPSULE 150 QL (112 per Y
MG, 200 MG 28 days) VENCLEXTA 2 PA; MO;
TASIGNA ORAL 4  PA:;MO; %Rl\’}é TS’S%(ET LA
CAPSULE 50 MG QL (120 per ’
30 days) VENCLEXTA 4  PA;MO;
TAZVERIK 4  PA:;MO; ORAL TABLET LA
LA 100 MG
_ VENCLEXTA 4  PA;MO;
THALOMID 4  PA;MO STARTING LA QL (42
TIBSOVO 4 PA; MO PACK per 30 days)
toremifene 4 MO VERZENIO 4  PA; MO;
TRAZIMERA 4  PA;MO LA; QL (60
TRELSTAR 4 PA; MO per 30 days)
INTRAMUSCUL VITRAKVI ORAL 4  PA:;MO;
AR SUSPENSION CAPSULE 100 LA; QL (60
FOR MG per 30 days)
RECONSTITUTI
ON

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VITRAKVI ORAL 4  PA:MO; YONSA 4  PA:MO;
CAPSULE 25 MG LA; QL QL (120 per
(180 per 30 30 days)
days) ZEJULA 4 PA; MO;
VITRAKVI ORAL 4  PA:MO; LA; QL (90
SOLUTION LA; QL per 30 days)
(300 per 30 ZELBORAF 4  PA;MO;
days) QL (240 per
VIZIMPRO 4  PA;MO; 30 days)
QL (30 per ZIRABEV 4 PA; MO
30 days) ZOLINZA 4 PA;MO
VOTRIENT 4 g‘}‘:’ (1;42(0)’13 or ZORTRESS 4  PA;MO
30 days) ZYDELIG 4  PA:MO;
XALKORI 4 PA; MO; QL (60 per
QL (60 per 30 days)
30 days) ZYKADIA ORAL 4  PA:MO;
XATMEP 3 PA;MO TABLET %Ldffs)per
XERMELO 4 1;‘2{ 1(\245 ;(90 ZYTIGA ORAL 4  PA;MO;
: TABLET 250 MG QL (120 per
per 30 days) 30 days)
XOSPATA g 5‘25 MO; ZYTIGA ORAL 4  PA;MO;
TABLET 500 MG QL (60 per
XPOVIO ORAL 4  PA;MO; 30 days)
TABLET 100 LA
MG/WEEK (20 AUTONOMIC
MG X 5), 60 | CNS DRUGS,
MG/WEEK (20 NEUROLOGY
MG X 3), 80 PSYCH
MG/WEEK (20 IESL
MG X 4), 80MG ANTICONVULS
TWICE WEEK ANTS
QL (120 per BANZEL 4  PA;MO
30 days) BRIVIACT 3
INTRAVENOUS

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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BRIVIACT ORAL 4 MO clonazepam oral 1 MO; QL
carbamazepine oral 1 MO tablet,disintegrating (300 per 30
capsule, er 2 mg days)
multiphase 12 hr DEPAKOTE MO
carbamazepine oral | MO DEPAKOTE ER MO
suspension 100 mgl5 DEPAKOTE MO
ml SPRINKLES
carbamazepine oral 1 MO DIASTAT MO
tablet DIASTAT MO
carbamazepine oral 1 MO ACUDIAL
tablet extended .
oloase 12 I diazepam rectal MO
carbamazepine oral 1 MO i)/IIéANTIN 30 2 MO
tablet,chewable
CARBATROL MO ]IE))I(I:FA]:ZII\\IIF{)IED 100 : MO
CELONTIN MO MG
ORAL CAPSULE DILANTIN 3 MO
300 MG INFATABS 50
clobazam oral 1 PA; MO; MG
suspension QL (480 per DILANTIN-125 3 MO
lob [ tabl 1 f)(i\dell\}f()) 125 MG/ ML
clobazam oral tablet ; ; .
QL (60 per divalproex 1 MO
30 days) EPIDIOLEX PA; MO;
clonazepam oral 1 MO; QL : LA
tablet 0.5 mg, 1 mg (90 per 30 epitol 1 MO
days) EQUETRO 3 MO
clonazepam oral 1 MO; QL ethosuximide 1 MO
tablet 2 mg (300 per 30 felbamate oral 4 MO
days) suspension
clonazepam oral 1 MO; QL felbamate oral 1 MO
tablet,disintegrating (90 per 30 tablet
0.125 mg, 0.25 mg, days) FELBATOL 4 MO
0.5 mg, I mg ORAL TABLET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FYCOMPA 4 MO GRALISE ORAL 2 PA;MO;
ORAL TABLET QL (90 per
SUSPENSION EXTENDED 30 days)
FYCOMPA i MO RELEASE 24 HR
ORAL TABLET 600 MG
10 MG, 12 MG, 4 KEPPRA ORAL MO
MG, 6 MG, 8 MG KEPPRA XR MO
FYCOMPA 3 MO KLONOPIN MO:; QL
ORAL TABLET 2 ORAL TABLET (90 per 30
MG 0.5 MG, | MG days)
gabapentin oral 1 MO; QL KLONOPIN 3 MO; QL
capsule 100 mg, 400 (270 per 30 ORAL TABLET 2 (300 per 30
mg days) MG days)
gabapentin oral 1 MO; QL LAMICTAL ODT MO
capsule 300 mg (360 per 30 LAMICTAL MO
i 1 1 i:(Y)S)QL ORAL TABLET
gabapentin ora )
solution 250 mgl5 (2160 per ]E)%lx]{cl:r :BLLET 3 MO
ml 30 days) CHEWABLE
gabapentin oral 1 MO; QL DISPERSIBLE 25
tablet 600 mg (180 per 30 MG, 5 MG
days) LAMICTAL 3 MO
gabapentin oral 1 MO:; QL STARTER
tablet 800 mg (120 per 30 (BLUE) KIT
days) LAMICTAL 3 MO
GABITRIL 3 MO STARTER
GRALISE 30- 2 PA;QL(78 (GREEN) KIT
DAY STARTER per 30 days) LAMICTAL 3 MO
PACK STARTER
GRALISE ORAL 2 PA;MO; (ORANGE) KIT
TABLET QL (30 per LAMICTAL XR MO
EXTENDED 30 days) LAMICTAL XR MO
RELEASE 24 HR STARTER
300 MG (BLUE)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LAMICTAL XR 3 MO LYRICA ORAL 3 MO; QL
STARTER CAPSULE 100 (90 per 30
(GREEN) MG, 150 MG, 200 days)
LAMICTAL XR 3 MO MG, 25 MG, 50
STARTER MG, 75 MG
(ORANGE) LYRICA ORAL 3 MO; QL
lamotrigine oral 1 MO CAPSULE 225 (60 per 30
tablet MG, 300 MG days)
lamotrigine oral 1 MO LYRICA ORAL 3 MO:; QL
tablet extended SOLUTION (900 per 30
release 24hr days)
lamotrigine oral 1 MO MYSOLINE 4 MO
tablet, chewable NAYZILAM 4 PA; MO;
dispersible QL (10 per
lamotrigine oral 1 MO 30 days)
tablet,disintegrating NEURONTIN 3 MO; QL
lamotrigine oral 1 MO ORAL CAPSULE (270 per 30
tablets,dose pack 100 MG, 400 MG days)
levetiracetam oral 1 MO NEURONTIN 3 MO; QL
solution 100 mgiml ORAL CAPSULE (360 per 30
levetiracetam oral 1 MO 300 MG days)
tablet NEURONTIN 3 MO; QL
: ORAL (2160 per
levetiracetam oral 1 MO
tablet extended SOLUTION 30 days)
release 24 hr NEURONTIN 3 MO:; QL
LYRICA CR 3 PA:MO: %%ﬁ(}T ABLET gaios)per 30
ORAL TABLET QL (30 per
EXTENDED 30 days) NEURONTIN 3 MOQL
RELEASE 24 HR ORAL TABLET (120 per 30
165 MG, 82.5 MG 800 MG days)
LYRICA CR 3 PA; MO; ONFIORAL 4  PA;MO;
ORAL TABLET QL (60 per SUSPENSION QL (480 per
EXTENDED 30 days) 30 days)
RELEASE 24 HR ONFI ORAL 4 PA; MO;
330 MG TABLET 10 MG, QL (60 per
20 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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oxcarbazepine 1 MO TEGRETOL 3 MO
OXTELLAR XR 3 MO ORAL
PEGANONE 3 MO i‘éif;%il\f -
phenobarbital 1 PA; MO ORAL TABLET
PfENYTEKZ i ﬁg TEGRETOL XR 3 MO
phenytoin ora . X
suspension 125 mgl5 tiagabine 1 MO
ml TOPAMAX 3 PA; MO
phenytoin oral 1 MO topiramate oral 1 PA; MO
tablet,chewable capsule, sprinkle
phenytoin sodium 1 MO TOPIRAMATE 3 PA; MO
extended ORAL
pregabalin oral 1 MO; QL CAPSULE,SPRIN

KLE,ER 24HR
capsule 100 mg, 150 (90 per 30
mg, 200 mg, 25 mg, days) topiramate oral 1 PA; MO
50mg, 75 mg tablet
pregabalin oral 1 MO; QL TRILEPTAL 3 MO
capsule 225 mg, 300 (60 per 30 TROKENDI XR 3 PA; MO
mg days) ORAL
pregabalin oral 1 MO; QL CAPSULE,.EXTE
solution (900 per 30 NDED RELEASE
days) 24HR 100 MG, 25
primidone : MO }\F/IRGC’)IS((;I;\/III()}I XR 4 PA; MO
QUDEXY XR 3 PA; MO ORAL
roweepra 1 MO CAPSULE,EXTE
roweepra xr | NDED RELEASE
SABRIL 4 MO; LA 24HR 200 MG
SPRITAM 3 MO valproic acid 1 MO
SYMPAZAN 4 PA:; MO: valproic acid (as 1 MO
ORAL FILM 10 QL (60 per sodium salt) oral
MG, 20 MG 30 days) solution 250 mgl5
SYMPAZAN 3 PA; MO; ml
ORAL FILM 5 QL (60 per VALTOCO 4 PA; MO;
MG 30 days) QL (10 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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vigabatrin 4 MO; LA benztropine oral 1 PA; MO
vigadrone 4 MO; LA bromocriptine | MO
VIMPAT ORAL 2 MO carbidopa 1 MO
SOLUTION carbidopa-levodopa 1 MO
VIMPAT ORAL 2 MO carbidopa-levodopa- 1 MO
TABLET entacapone
XCOPRI 4 MO; QL COMTAN 3 MO
MAINTENANCE (56 per 28 )
PACK days) DUOPA 3 PA; MO
XCOPRI ORAL 3 MO; QL entacapone V0
TABLET 100 MG (120 per 30 GOCOVRI ORAL 4 PA;MO;
days) CAPSULE.EXTE QL (60 per
XCOPRI ORAL 3 MO;QL ;%%Dl ;EI\L&](E}ASE 30 days)
TABLET 150 MG (60 per 30
days) GOCOVRI ORAL 4 PA; MO;
XCOPRIORAL 4 MO OL CAPSULE,EXTE QL (30 per
TABLET 200 MG (60 per 30 NDED RELEASE 30 days)
days) 24HR 68.5 MG
XCOPRI ORAL 3 MO; QL iEEIiII{QTI ON 4 PA; MO
TABLET 50 MG (240 per 30 CAPSULE
days) W/INHALATION
XCOPRI 3 MO; QL DEVICE
ELTCRI?TION 856 p)er 28 KYNMOBI 4 PA
ays SUBLINGUAL
ZARONTIN MO FILM 10 MG, 15
ZONEGRAN PA; MO MG, 20 MG, 25
ORAL CAPSULE MG, 30 MG
100 MG, 25 MG LODOSYN 3 MO
zonisamide 1 PA; MO MIRAPEX ER 3 MO
ANTIPARKINS NEUPRO 3 MO
ONISM NOURIANZ 4 PA; MO;
APOKYN 4 PA;MO; per 30 days)
LA
AZILECT 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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OSMOLEX ER 3 PA; MO; MIGRAINE /
ORAL TABLET, QL (30 per CLUSTER
IR - ER, 30 days) HEADACHE
BIPHASIC 24HR THERAPY
129 MG, 193 MG,
258 MG AIMOVIG 2 PA; MO;
OSMOLEX ER 3 PA: MO: AUTOINJECTOR (320Ld(1 p)er
ORAL TABLET, QL (60 per ays
IR - ER, 30 days) AJOVY 2 PA; MO;
BIPHASIC 24HR AUTOINJECTOR QL (1.5 per
322 MG/DAY(129 30 days)
MG X1-193MG AJOVY SYRINGE 2 PA; MO;
X1) QL (1.5 per
PARLODEL 3 MO 30 days)
pramipexole 1 MO almotriptan malate 1 MO; QL
e oral tablet 12.5 mg (24 per 28
rasagiline 1 MO
nirol 1 MO days)
roputirore almotriptan malate 1 MO; QL
RYTARY 3 MO oral tablet 6.25 mg (18 per 28
selegiline hcl | MO days)
SINEMET 3 MO AMERGE 3 MO; QL
STALEVO 100 3 MO (18 per 28
STALEVO 125 3 MO days)
STALEVO 150 3 MO CAFERGOT : 3 MO
STALEVO 200 3 MO dihydroergotamine 4 MO; QL (8
nasal per 28 days)
STALEVO 50 3 MO :
eletriptan 1 MO; QL
STALEVO 75 3 MO (18 per 28
TASMAR ORAL 4 PA; MO days)
TABLET 100 MG EMGALITY PEN 2 PA;MO;
tolcapone 4 PA; MO QL (2 per
ZELAPAR 3 PA;MO 30 days)
EMGALITY 2 PA; MO;
SUBCUTANEOU QL (2 per
S SYRINGE 120 30 days)
MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EMGALITY 4 PA; MO; MAXALT ORAL 3 MO; QL
SUBCUTANEOU QL (3 per TABLET 10 MG (36 per 28
S SYRINGE 300 30 days) days)
MG/3 ML (100 MAXALT-MLT 3 MO; QL
MG/ML X 3) ORAL (36 per 28
ergotamine-caffeine 1 MO TABLET,DISINT days)
FROVA 3 MO; QL EGRATING 10

(27 per 28 MG

days) migergot 1 MO
frovatriptan | MO; QL MIGRANAL 4 MO; QL (8

(27 per 28 per 28 days)

days) naratriptan 1 MO; QL
IMITREX NASAL 3 MO; QL (18 per 28
SPRAY,NON- (18 per 28 days)
AEROSOL 20 days) NURTEC ODT 4 PA;MO;
MG/ACTUATION QL (16 per
IMITREX NASAL 3 MO; QL 30 days)
SPRAY,NON- (36 per 28 ONZETRA 3 MO;QL
AEROSOL 5 days) XSAIL (32 per 28
MG/ACTUATION days)
IMITREX ORAL 3 MO; QL RELPAX 3 MO; QL

(18 per 28 (18 per 28

days) days)
IMITREX 3 MO;QL@® REYVOW ORAL 3 PA;MO;
STATDOSE per 28 days) TABLET 100 MG QL (16 per
SUBCUTANEOU 30 days)
2 &E(?;OI?‘;EE TOR REYVOW ORAL 3 PA; MO;

' TABLET 50 MG QL (8 per
IMITREX 3 MO; QL (8 30 days)
STATDOSE per 28 days) rizatriptan 1 MO: QL
REFILL 36 7%
SUBCUTANEOU fj p)er
S CARTRIDGE 6 s
MG/0.5 ML sumatriptan nasal 1 MO; QL
IMITREX 3 MO: QL (8 ;%ray,;aoz-ae,;;tosol 818 p)er 28
SUBCUTANEOU per 28 days) mglactuation ays
S

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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sumatriptan nasal | MO; QL zolmitriptan | MO; QL
spray,non-aerosol 5 (36 per 28 (18 per 28
mglactuation days) days)
sumatriptan | MO; QL ZOMIG 3 MO; QL
succinate oral (18 per 28 (18 per 28
days) days)
sumatriptan 1 MO; QL (8 ZOMIG ZMT 3 MO; QL
succinate per 28 days) (18 per 28
subcutaneous days)
cartridge MISCELLANEO
sumatriptan 1 MO:; QL (8 US
succinate per 28 days) NEUROLOGICA
subcutaneous pen L THERAPY
injector
sumatriptan 1 MO; QL (8 AMPYRA . i:’ 1(\24]? E 60
succinate per 28 days) ’3 0 days)
subcutaneous per ays
sumatriptan 1 MO; QL (8 AUBAGIO 4 PA; MO;
succinate per 28 days) QL (30 per
subcutaneous 30 days)
syringe 6 mgl0.5 ml AUSTEDO ORAL 4 PA; MO;
sumatriptan- 1 MO; QL TABLET 12 MG, 9 LA; QL
naproxen (18 per 28 MG (120 per 30
days) days)
TOSYMRA 3 MO; QL AUSTEDO ORAL 4 PA; MO;
(24 per 28 TABLET 6 MG LA; QL (60
days) per 30 days)
TREXIMET 3 MO; QL COPAXONE 4  PA;MO;
ORAL TABLET (18 per 28 SUBCUTANEOU QL (30 per
85-500 MG days) S SYRINGE 20 30 days)
UBRELVY 4 PA; MO; MG/ML
QL (20 per COPAXONE 4 PA; MO;
30 days) SUBCUTANEOU QL (12 per
ZEMBRACE 4 MO;QL (@8 18\4%1{{/[15 GE40 28 days)
SYMTOUCH per 28 days)

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

QL (60 per LA; QL (30

30 days) per 30 days)
donepeczil 1 MO INGREZZA 4 PA; MO;
EXELON 3 MO INITIATION LA; QL (28
TRANSDERMAL PACK per 28 days)
FIRDAPSE 4  PA;MO; KEVEYIS 4 PA;MO

LA MAVENCLAD 4 PA; MO;
galantamine 1 MO (10 TABLET LA; QL (10
GILENYA ORAL 4  PA; MO; PACK) per 28 days)
CAPSULE 0.5 MG QL (30 per MAVENCLAD (4 4 PA;MO;

30 days) TABLET PACK) LA; QL (4
glatiramer 4 PA; MO; per 28 days)
subcutaneous QL (30 per MAVENCLAD (5 4 PA, MO,
syringe 20 mgiml 30 days) TABLET PACK) LA; QL (5
glatiramer 4 PA; MO; per 28 days)
subcutaneous QL (12 per MAVENCLAD (6 4 PA, MO,
syringe 40 mgiml 28 days) TABLET PACK) LA; QL (6
glatopa 4 PA; MO; per 28 days)
subcutaneous QL (30 per MAVENCLAD (7 4 PA, MO,
syringe 20 mglml 30 days) TABLET PACK) LA; QL (7
glatopa 4 PA; MO; per 28 days)
subcutaneous QL (12 per MAVENCLAD (8 4 PA, MO,
syringe 40 mglml 28 days) TABLET PACK) LA; QL (8
HORIZANT 3 PA; MO; per 28 days)
ORAL TABLET QL (30 per MAVENCLAD (9 4 PA;MO;
EXTENDED 30 days) TABLET PACK) LA; QL (9
RELEASE 300 per 28 days)
MG MAYZENT 4 PA; MO;
HORIZANT 3 PA;MO; ORAL TABLET QL (120 per
ORAL TABLET QL (60 per 0.25 MG 30 days)
EXTENDED 30 days) MAYZENT 4 PA; MO;
RELEASE 600 ORAL TABLET 2 QL (30 per
MG MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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memantine oral 1 PA; MO TECFIDERA 4 PA; MO;
capsule,sprinkle,er ORAL LA; QL (60
24hr CAPSULE,DELA per 30 days)
memantine oral 1 PA; MO YED
solution RELEASE(DR/EC
memantine oral 1 PA; MO ) 240 MG
tablet TEGSEDI 4 PA; MO;
MEMANTINE 3 PA; MO LA
ORAL tetrabenazine oral 4 PA; MO;
TABLETS,DOSE tablet 12.5 mg QL (240 per
PACK 30 days)
NAMENDA 3 PA; MO tetrabenazine oral 4 PA; MO;
ORAL TABLET tablet 25 mg QL (120 per

30 days)
NAMENDA 3 PA; MO
TITRATION PAK VUMERITY 4 PA; MO;
NAMENDA XR 3 PA;MO %L d(al yzs(; pet
NAMZARIC 2 PAMO XENAZINE 4 PA; MO;
NUEDEXTA 4 PA; MO ORAL TABLET LA; QL
RAZADYNE ER 3 MO 12.5 MG (240 per 30
rivastigmine 1 MO days)
rivastigmine tartrate 1 MO )égiﬁzfli\g:LET 4 E‘:» 1(\241?5
RUZURGI 4 PA; MO 25 MG (120 per 30
TECFIDERA 4 PA; MO; days)
ORAL LA; QL (14
’ MUSCLE

CAPSULE,DELA er 30 days
YED P ) RELAXANTS /
RELEASE(DR/EC ANTISPASMOD
) 120 MG IC THERAPY
TECFIDERA 4 PA; MO; baclofen oral tablet 1 MO
ORAL LA; QL 10 mg, 20 mg
CAPSULE,DELA (12() per BACLOFEN 3 MO
YED 180 days) ORAL TABLET 5
RELEASE(DR/EC MG
{\/Iléo (Z/é)G (14)- 240 cyclobenzaprine 1 PA; MO

oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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DANTRIUM 3 MO acetaminophen- 1 MO; QL

ORAL CAPSULE codeine oral tablet (180 per 30

25 MG, 50 MG 300-60 mg days)

dantrolene oral 1 MO ACTIQ 4 PA; MO;

FEXMID 3 PA QL (120 per

MESTINON 4 MO 30 days)

ORAL BELBUCA 2 PA; MO;

MESTINON 4 MO %Ld(fos)per

TIMESPAN . Y

pyridostigmine 4 MO bupr'enorphme hel 1 MO

. sublingual

bromide oral syrup :

PYRIDOSTIGMI 8§ MO rmsdomalpatch L tper

NE BROMIDE P 52 d IS’)

ORAL TABLET y

30 MG BUTRANS 3 PA; MO;

. .. QL (4 per
pyridostigmine | MO 28 days)
bromide oral tablet y
60 mg codeine sulfate oral 1 MO; QL
pyridostigmine 1 MO tablet ((jla8(l)p er 30
bromide oral tablet y
extended release DILAUDID 3 MO:; QL
tizanidine 1 MO ORAL LIQUID (3%)4((1)2;?
ZANAFLEX 3 MO DILAUDID 3 MO; QL
NARCOTIC ORAL TABLET (180 per 30
ANALGESICS days)
acetaminophen-caff- 1 MO; QL DOLOPHINE 3 PA; QL
dihydrocod oral (300 per 30 ORAL TABLET (120 per 30
tablet 325-30-16 mg days) 10 MG days)
acetaminophen- 1 MO; QL DOLOPHINE 3 PA; QL
codeine oral solution (4500 per ORAL TABLET 5 (240 per 30
120-12 mgl5 ml 30 days) MG days)
acetaminophen- 1 MO; QL DURAGESIC 4 PA; MO;
codeine oral tablet (360 per 30 TRANSDERMAL QL (10 per
300-15 mg, 300-30 days) PATCH 72 HOUR 30 days)
mg 100 MCG/HR, 75

MCG/HR
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benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2020
32


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
DURAGESIC 3 PA; MO; FENTORA 4 PA; MO;
TRANSDERMAL QL (10 per QL (120 per
PATCH 72 HOUR 30 days) 30 days)
12 MCG/HR, 25 hydrocodone 1 PA; MO;
MCG/HR, 50 bitartrate QL (90 per
MCG/HR 30 days)
duramorph (pf) 1 MO; QL hydrocodone- 1 MO; QL
injection solution (4000 per acetaminophen oral (5550 per
0.5 mglml 30 days) solution 7.5-325 30 days)
duramorph (pf) 1 QL (2000 mgll15 ml
injection solution 1 per 30 days) hydrocodone- 1 MO; QL
mglml acetaminophen oral (390 per 30
dvorah 1 QL (300 per tablet 10-300 mg, 5- days)

30 days) 300 mg, 7.5-300 mg

endocet oral tablet 1 MO; QL hydrocodone- 1 MO; QL
10-325 mg, 5-325 (360 per 30 acetaminophen oral (360 per 30
mg, 7.5-325 mg days) tablet 10-325 mg, 5- days)
fentanyl citrate 4 PA; MO; 325 mg, 7.5-325 mg
buccal lozenge on a QL (120 per hydrocodone- 1 MO; QL
handle 30 days) ibuprofen oral tablet (50 per 30
FENTANYL 4 PA; QL 10-200 mg, 5-200 days)
CITRATE (120 per 30 mg, 7.5-200 mg
BUCCAL days) hydromorphone 1 MO; QL
TABLET, (pf) injection (240 per 30
EFFERVESCENT solution 10 (mglml) days)
fentanyl 1 PA; MO; (5ml), 10 mglml
transdermal patch QL (10 per hydromorphone oral 1 MO; QL
72 hour 100 mcglhr, 30 days) liquid (2400 per
12 mceglhr, 25 30 days)
mcglhr, 37.5 hydromorphone oral 1 MO:; QL
mcglhour, 50 tablet (180 per 30
mcglhr, 75 mcglhr days)
fentanyl 4 PA; MO; hydromorphone oral 1 PA; MO;
transdermal patch QL (10 per tablet extended QL (60 per
72 hour 62.5 30 days) release 24 hr 30 days)
mcglhour, 87.5
mcglhour
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HYSINGLA ER 4 PA; MO; lorcet plus oral 1 MO; QL
ORAL QL (60 per tablet 7.5-325 mg (360 per 30
TABLET,ORAL 30 days) days)
ONLY,EXT.REL. methadone oral 1 PA; MO;
24 HR 100 MG, solution 10 mgl5 ml QL (600 per
120 MG, 80 MG 30 days)
HYSINGLA ER 3 PA; MO; methadone oral 1 PA; MO;
ORAL QL (60 per solution 5 mgl5 ml QL (1200
TABLET,ORAL 30 days) per 30 days)
ONLY,EXT.REL. methadone oral 1 PA; MO;
24 HR 20 MG, 30
MG, 40 MG, 60 tablet 10 mg QL (120 per
MG 30 days)
KADIAN ORAL 3 PA;MO; thlhf‘;"”e oral ! g‘i’ gffo)’
CAPSULE,EXTE QL (90 per abtet o mg 30 days) per
ND.RELEASE 30 days) _ y
PELLETS 100 morphine 1 MO; QL
MG. 20 MG, 30 concentrate oral (900 per 30
MG. 40 MG, 50 solution days)
MG, 60 MG, 80 morphine oral 1 PA; MO;
MG capsule, er QL (60 per
KADIAN ORAL 4 PA: MO; multiphase 24 hr 30 days)
CAPSULE,EXTE QL (90 per morphine oral 1 PA; MO;
ND.RELEASE 30 days) capsule,extend.relea QL (90 per
PELLETS 200 MG se pellets 30 days)
levorphanol tartrate 4 MO; QL morphine oral 1 MO; QL
oral tablet 2 mg (120 per 30 solution (900 per 30

days) days)
LEVORPHANOL 4 MO; QL morphine oral tablet 1 MO; QL
TARTRATE (120 per 30 (180 per 30
ORAL TABLET 3 days) days)
MG morphine oral tablet 1 PA; MO;
lorcet 1 MO; QL extended release QL (120 per
(hydrocodone) (360 per 30 30 days)

days)
lorcet hd 1 MO; QL

(360 per 30

days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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MS CONTIN 4 PA; MO; OXYCODONE 3 PA; MO;

ORAL TABLET QL (120 per ORAL QL (90 per

EXTENDED 30 days) TABLET,ORAL 30 days)

RELEASE 100 ONLY,EXT.REL.

MG, 200 MG, 60 12 HR 10 MG, 40

MG MG

MS CONTIN 3 PA; MO; OXYCODONE 3 PA; QL (90

ORAL TABLET QL (120 per ORAL per 30 days)

EXTENDED 30 days) TABLET,ORAL

RELEASE 15 MG, ONLY,EXT.REL.

30 MG 12 HR 15 MG, 20

NORCO 3 MO:;QL MG, 30 MG, 60

(360 per 30 MG

days) OXYCODONE 4 PA; MO;
OXAYDO 4 MO;QL ORAL QL (60 per

(360 per 30 TABLET,ORAL 30 days)

days) ONLY.EXT.REL.
oxycodone oral 1 MO; QL 12 HR 80 MG
capsule (360 per 30 oxycodone- 1 MO; QL

days) acetaminophen oral (360 per 30
oxycodone oral 1 MO; QL tablet 10-325 mg, days)
concentrate (180 per 30 2.5-325 mg, 3-325

days) mg, 7.5-325 mg
oxycodone oral 1 MO: QL oxycodone-aspirin | MO; QL

. (360 per 30
solution (1200 per days)

30 days) Y
oxycodone oral 1 MO; QL OXYCONTIN 2 PA; MO;
tablet 10 mg, 15 mg (180 per 30 ORAL QL (90 per
20 mg, 30 mg ’ days) TABLET,ORAL 30 days)

’ ONLY,EXT.REL.
oxycodone oral 1 MO; QL 12 HR 10 MG, 15
tablet 5 mg (360 per 30 MG, 20 MG, 30

days) MG, 40 MG, 60

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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OXYCONTIN 4 PA; MO; SUBSYS 4 PA; MO;
ORAL QL (60 per SUBLINGUAL QL (120 per
TABLET,ORAL 30 days) SPRAY,NON- 30 days)
ONLY.EXT.REL. AEROSOL 100
12 HR 80 MG MCG/SPRAY, 200
oxymorphone oral 1 MO; QL MCG/SPRAY, 400
tablet 10 mg (360 per 30 MCG/SPRAY, 600
days) MCG/SPRAY, 800
oxymorphone oral 1 MO; QL MCG/SPRAY
tablet 5 mg (180 per 30 TREZIX ORAL 3 MO;QL
days) CAPSULE 320.5- (300 per 30
oxymorphone oral 1 PA; MO; 30-16 MG days)
tablet extended QL (90 per XTAMPZA ER 3 PA;MO;
release 12 hr 30 days) QL (90 per
PERCOCET 3 MO:QL 30 days)
ORAL TABLET (360 per 30 ZOHYDRO ER 3 PAMO;
10-325 MG, 2.5- days) CAPSULE, ORAL QL (90 per
325 MG, 5-325 ONLY, ER 12HR 30 days)
MG, 7.5-325 MG NON-
PRIMLEV 3 MO; QL NARCOTIC
(390 per 30 ANALGESICS
days) ARTHROTEC 50 ST: MO
prolate ! %Ldfjs‘; per ARTHROTEC 75 ST; MO
BUNAVAIL MO:; QL
ROXICODONE 3 MOQL BECCXL FILM (3(? pe? 30
ORAL TABLET (180 per 30 721-03 MG days)
1> MG, 30 MG days) B'UN'AVAIL 3 Mz)- L
ROXICODONE 3 QL (360 per :Q
ORAL TABLET 5 30 d BUCCAL FILM (60 per 30
s ays) 4.2-0.7 MG, 6.3-1 days)
MG
buprenorphine- 1 MO; QL
naloxone sublingual (60 per 30
film 12-3 mg days)
buprenorphine- 1 MO; QL
naloxone sublingual (360 per 30
film 2-0.5 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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buprenorphine- 1 MO; QL diflunisal 1 MO
naloxone sublingual (90 per 30 DUEXIS 3 ST; MO
Jilm 4-1 mg, 8-2 mg days) etodolac 1 MO
buprenorphine- | MO; QL -
naloxone sublingual (360 per 30 E\\I] JZEIgTION : ?(/)[g’ QrL_?,()
tablet 2-0.5 mg days) o be
AUTO- days)
buprenorphine- 1 MO; QL INJECTOR 2
naloxone sublingual (90 per 30 MG/0.4 ML
tablet 8-2 mg days) FELDENE ST; MO
butorphanol nasal 1 MO; QL FENOPROFEN STT MO
(L pet 28 ORAL CAPSULE
y 400 MG
CAMBIA > ST, MO; fenoprofen oral 1 MO
QL (9 per tablet
30 days)
CELEBREX 3 MO FLECTOR : g/i’ (%%er
celecoxib 1 MO 30 days)
CONZIP 3 PA; MO; Sflurbiprofen oral 1 MO
QL (30 per tablet 100 mg
30 days) ibu oral tablet 600 1 MO
DAYPRO ST; MO mg, 800 mg
DICLOFENAC PA; MO; ibuprofen oral 1 MO
EPOLAMINE QL (60 per suspension
30 days) ibuprofen oral tablet 1 MO
diclofenac 1 MO 400 mg, 600 mg,
potassium 800 mg
diclofenac sodium 1 MO INDOCIN 3 MO
oral RECTAL
diclofenac sodium 1 MO; QL ketoprofen oral 1 MO
topical drops (300 per 28 capsule 25 mg, 75
days) mg
diclofenac sodium 1 MO; QL ketoprofen oral 1
topical gel 1 7% (1000 per capsule 50 mg
. 28 days) ketoprofen oral 1 MO
dl?lofenac- 1 MO capsule,ext rel.
misoprostol pellets 24 hr 200 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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LODINE ORAL 3 ST NARCAN NASAL 2 MO
TABLET SPRAY,NON-
LUCEMYRA 4 PA;MO AEROSOL 4
meclofenamate 1 MO MG/ACTUATION
: : NUCYNTA ER 3 PA; MO;
mefenamic acid 1 MO QL (60 per
meloxicam oral 1 MO 30 days)
tablet ‘15 mg NUCYNTA 3 MO; QL
meloxicam oral 1 MO; QL ORAL TABLET (181 per 30
tablet 7.5 mg (30 per 30 100 MG days)
days) NUCYNTA 3 MO: QL
MOBIC ORAL 3 ST; MO ORAL TABLET (362 per 30
TABLET 15 MG 50 MG days)
MOBIC ORAL 3 ST; MO; NUCYNTA 3 MO:; QL
TABLET 7.5 MG QL (30 per ORAL TABLET (242 per 30
30 days) 75 MG days)
nabumetone 1 MO oxaprozin 1 MO
NALFON ORAL 3 ST; MO PENNSAID 4 ST; MO;
TABLET TOPICAL QL (224 per
NALOXONE 3 MO; QL SOLUTION IN 28 days)
INJECTION (0.8 per 30 METERED-DOSE
AUTO- days) PUMP
INJECTOR piroxicam 1 MO
naloxone injection 1 MO RELAFEN DS 4 ST; MO
solution SPRIX 4 ST
naloxone injection 1 MO SUBOXONE 3 MO: QL
syringe SUBLINGUAL (60 per 30
naltrexone 1 MO FILM 12-3 MG days)
NAPRELAN CR 3 ST; MO SUBOXONE 3 MO; QL
naproxen | MO SUBLINGUAL (360 per 30
naproxen sodium 1 MO FILM 2-0.5 MG days)
oral tablet 275 mg, SUBOXONE 3 MO; QL
550 mg SUBLINGUAL (90 per 30
naproxen sodium 1 MO FILM 4-1 MG, 8-2 days)
oral tablet, er MG
multiphase 24 hr sulindac 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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TIVORBEX 3 ST; MO; ULTRAM 3 MO; QL
QL (90 per (240 per 30
30 days) days)
tolmetin oral 1 MO VIMOVO 4 ST; MO
capsule VIVITROL 4 MO
tolmetin oral tablet 1 MO VIVLODEX 3 ST: MO
600 mg ORAL CAPSULE
TRAMADOL 3 PA; MO; 10 MG
ORAL QL (30 per VIVLODEX 3 ST; MO;
CAPSULE,ER 30 days) ORAL CAPSULE QL (30 per
BIPHASE 24 HR 5 MG 30 days)
1T7'Z3 A A ZIPSOR ST; MO
ORR AII\f DOL 3 I(ZL, (g/lo%er ZORVOLEX ST; MO
CAPSULE,ER 30 days) ZUBSOLV MO; QL
BIPHASE 24 HR SUBLINGUAL (30 per 30
25-75 100 MG, 200 TABLET 0.7-0.18 days)
MG MG, 1.4-0.36 MG,
TRAMADOL 3 MO; QL (1)17"1"1%/%1\45(}7’ ?491
ORAL TABLET (120 per 30 MG o
10O MG daye) ZUBSOLV 2 MO; QL
?O‘Z“d‘)’ oral tablet . zﬂ% 233 . SUBLINGUAL (60 per 30
J i S)p TABLET 8.6-2.1 days)
dol oral tabl 1 PA?I MO MG
tramadol oral tablet ; ;
extended release 24 QL (30 per PSYCHOTHER
hr 30 days) gﬁE‘éTSIC
tramadol oral 1 PA; MO; =
tablet, er multiphase QL (30 per ABILIFY 4 MO
24 hr 30 days) MAINTENA
tramadol- 1 MO; QL ABILIFY 4 MO; QL
acetaminophen (240 per 30 MYCITE (30 per 30
days) days)
ULTRACET 3 MO;QL ABILIFY ORAL 4  MO;QL
(240 per 30 TABLET (30 per 30
days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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ADDERALL 3 MO armodafinil 1 PA; MO;
ORAL TABLET QL (30 per
20 MG, 5 MG, 7.5 30 days)
MG ATIVAN ORAL 3 PA;MO;
ADDERALL XR MO TABLET 0.5 MG, QL (90 per
ADZENYS ER MO I MG 30 days)
ADZENYS XR- MO ATIVAN ORAL 3 PA; MO;
ODT TABLET 2 MG QL (150 per
AMBIEN 3 MO:QL 30 days)
(30 per 30 atomoxetine oral 1 MO; QL
days) capsule 10 mg, 18 (60 per 30
AMBIEN CR 3 MO:QL mg, 25 mg, 40 mg days)
(30 per 30 atomoxetine oral 1 MO; QL
days) capsule 100 mg, 60 (30 per 30
amitriptyline 1 MO mg, 80 mg days)
. BELSOMRA 3 MO; QL
amoxapine | MO
(30 per 30
AMPHETAMINE 3 days)
amphetamine 1 PA; MO BRISDELLE 3 MO; QL
sulfate (30 per 30
ANAFRANIL MO days)
APLENZIN MO; QL bupropion hcl oral 1 MO
(30 per 30 tablet
days) bupropion hcl oral 1 MO; QL
APTENSIO XR 3 MO tablet extended (90 per 30
aripiprazole oral 4 MO release 24 hr 150 mg days)
solution bupropion hcl oral 1 MO; QL
aripiprazole oral 1 MO; QL tablet extended (30 per 30
tablet (30 per 30 release 24 hr 300 mg days)
days) BUPROPION 3 MO; QL
aripiprazole oral 4 MO; QL HCL ORAL (30 per 30
tablet, disintegrating (60 per 30 TABLET days)
days) EXTENDED
RELEASE 24 HR
ARISTADA 4 MO 450 MG
ARISTADA 4 MO
INITIO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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bupropion hcl oral 1 MO; QL CLOZAPINE 3
tablet sustained- (60 per 30 ORAL
release 12 hr days) TABLET,DISINT
buspirone 1 MO EGRATING 150
CAPLYTA 4 MO; QL MG, 200 MG
(30 per 30 CLOZARIL 3
days) ORAL TABLET
CELEXA ORAL 3 MO; QL ;(O)OMMGG’ 25 MG,
TABLET (30 per 30
days) CLOZARIL 4
: ORAL TABLET
cflzlorpromazme oral 1 MO 200 MG
j;tl‘b’ft‘;g;"m oral S VO CONCERTA MO
citalopram oral 1 MO; QL gg;EMPLA XR- MO
tablet (30 per 30
days) CYMBALTA 3 MO; QL
clomipramine 1 MO Eg(;i))er 30
clonidine hcl oral | MO DAYTRANA MO
tablet extended
release 12 hr DAYVIGO MO; QL
clorazepate 1 PA; MO; 513210 f)er 30
dipotassium oral QL (180 per : : y
tablet 15 mg 30 days) desipramine 1 MO
clorazepate 1 PA; MO; DESOXYN PA; MO
dipotassium oral QL (90 per DESVENLAFAXI MO; QL
tablet 3.75 mg 30 days) NE ORAL (120 per 30
clorazepate 1 PA; MO; TABLET days)
dipotassium oral QL (360 per EXTENDED
tablet 7.5 mg 30 days) RELEASE 24 HR
clozapine oral tablet 1 MO 100 MG
i : ] 1 DESVENLAFAXI 3 MO; QL
f Z"f Z,’.e.o;a y NE ORAL (30 per 30
I‘g Oe : ”]’g ;g ra ’Z§ TABLET days)
g 122 ME: EXTENDED
mE RELEASE 24 HR
50 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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desvenlafaxine | MO; QL duloxetine oral | MO; QL
succinate (30 per 30 capsule,delayed (60 per 30

days) release(drlec) 20 days)
DEXEDRINE 3 MO mg, 30 mg, 60 mg
SPANSULE duloxetine oral 1 MO; QL
dexmethylphenidate 1 MO capsule,delayed (90 per 30
dextroamphetamine | MO ’;;/el;ease (drlec) 40 days)
dextroamph.etamme 1 MO DYANAVEL XR 3 MO
-amphetamine
diazepam oral 1 PA; MO; EFFEXOR XR . MO; QL
concentrate QL (240 per ORAL (30 per 30

30 days) CAPSULE,.EXTE days)

Y NDED RELEASE

diazepam oral 1 PA; MO; 24HR 150 MG,
solution 5 mgl5 ml QL (1200 37.5 MG
(1 mglmi) per 30 days) EFFEXOR XR 3 MO; QL
diazepam oral tablet | PA; MO; ORAL (90 per 30

QL (120 per CAPSULE,.EXTE days)

30 days) NDED RELEASE
doxepin oral capsule 1 MO 24HR 75 MG
doxepin oral | MO EMSAM 4 MO
concentrate ergoloid 1 MO
doxepin oral tablet | MO; QL escitalopram 1 MO

(30 per 30 oxalate oral solution

days) escitalopram 1 MO; QL
DRIZALMA 3 MO; QL oxalate oral tablet (30 per 30
ORAL CAPSULE, (60 per 30 days)
DELAYED REL days) . :
SPRINKLE 20 eszopiclone 1 ?;[(?, SI;()
MG, 30 MG, 60 i f)
MG Y
DRIZALMA 3 MO; QL EVEKEO 3 PA; MO
ORAL CAPSULE, (90 per 30 EVEKEO ODT 3 PA/MO
DELAYED REL days) FANAPT ORAL 3 MO; QL
SPRINKLE 40 TABLET 1 MG, 2 (60 per 30
MG MG, 4 MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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FANAPT ORAL 4 MO; QL fluvoxamine oral | MO; QL
TABLET 10 MG, (60 per 30 capsule,extended (60 per 30
12 MG, 6 MG, 8 days) release 24hr days)
MG fluvoxamine oral | MO; QL
FANAPT ORAL 3 MO; QL (8 tablet 100 mg (90 per 30
TABLETS,DOSE per 28 days) days)
PACK fluvoxamine oral 1 MO; QL
FETZIMA ORAL 2 MO; QL tablet 25 mg (30 per 30
CAPSULE,EXT (28 per 28 days)
REL 24HR DOSE days) Sfluvoxamine oral 1 MO; QL
PACK tablet 50 mg (60 per 30
FETZIMA ORAL 2 MO; QL days)
CAPSULE.EXTE (30 per 30 FOCALIN MO
;lel? RELEASE days) FOCALIN XR MO
fluoxetine oral 1 MO; QL FORFIVO XL MO; QL
(30 per 30
capsule 10 mg (30 per 30
days) days)
: GEODON 3 MO
fluoxetine oral 1 MO INTRAMUSCUL
capsule 20 mg AR
fluoxetine oral 1 MO; QL GEODON ORAL 4 MO: QL
capsule 40 mg (60 per 30 (60 per 30
days) P
: days)
fluoxetine oral 1 MO; QL (4 quanidine 1 MO
capsule,delayed per 28 days)
release(drlec) HALDOL 3 MO
Sfluoxetine oral 1 MO HALDOL MO
solution DECANOATE
fluoxetine oral 1 MO; QL haloperidol 1 MO
tablet 10 mg (30 per 30 haloperidol 1 MO
days) decanoate
fluoxetine oral 1 MO haloperidol lactate 1 MO
tablet 20 mg, 60 mg injection
fluphenazine 1 MO haloperidol lactate 1 MO
decanoate oral
Sfluphenazine hcl 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HETLIOZ 4 PA; MO; LATUDA ORAL 4 MO; QL
QL (30 per TABLET 80 MG (60 per 30
30 days) days)
imipramine hcl | MO LEXAPRO ORAL 3 MO; QL
imipramine pamoate 1 MO TABLET (30 per 30
INVEGA ORAL 4  MO;QL days)
TABLET (30 per 30 lithium carbonate 1 MO
EXTENDED days) lithium citrate oral | MO
RELEASE 24HR 3 solution 8 meql5 ml
MG, 9 MG LITHOBID 3 MO
INVEGA ORAL 4 MO; QL lorazepam intensol | PA; MO;
TABLET (60 per 30 QL (150 per
EXTENDED days) 30 days)
II\{/I%EASE 24HR 6 lorazepam oral 1 PA; MO;
tablet 0.5 mg, 1 mg QL (90 per
INVEGA 4 MO 30 days)
SUSTENNA : :
INTRAMUSCUL iog‘ff’;"m oral 1 g/i’ (1;/15(0)’
AR SYRINGE 117 aviet < mg 30 days) bet
MG/0.75 ML, 156 e
MG/ML, 234 loxapine succinate 1 MO
MG/1.5 ML, 78 LUNESTA 3 MO; QL
MG/0.5 ML (30 per 30
INVEGA 3 MO days)
SUSTENNA maprotiline 1 MO
INTRAMUSCUL MARPLAN 3 MO
AR SYRINGE 39 ; :
MG/0.25 ML methamphetamine | PA; MO
INVEGA 4 MO METHYLIN 3 MO
TRINZA ORAL
SOLUTION
JORNAY PM MO METHYLPHENI 3
KAPVAY MO DATE HCL
LATUDA ORAL MO; QL ORAL CAP,ER
TABLET 120 MG, (30 per 30 SPRINKLE,BIPH
20 MG, 40 MG, 60 days) ASIC 40-60

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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methylphenidate hcl 1 MO molindone 1 MO
oral capsule, er MYDAYIS 3 MO
biphasic 30-70 NARDIL 3 MO
methylphenidate hcl | MO
oral capsule,er nefazodone ! MO
biphasic 50-50 1(\31011:13 R‘:MIN 3 MO
RAL TABLET
methylphenidate hcl 1 MO
oral solution 10 M.(}’ 2‘5 MG
methylphenidate hcl 1 MO noririptyline ! MO
oral tablet NUPLAZID 4 PA; MO;
methylphenidate hcl 1 MO ORAL CAPSULE %Ld(?)O )p o
oral tablet extended ays
release NUPLAZID 4 PA; MO;
methylphenidate hcl 1 MO ?()Rl\?é TABLET %Ld(30 )p o
oral tablet extended ays
release 24hr 18 mg, NUVIGIL 3 PA; MO;
18 mg (bx rating ), QL (30 per
27 mg, 27 mg (bx 30 days)
rating), 36 mg, 36 olanzapine 1 MO
mg (bx rating), 54 intramuscular
mg, 54 mg (bx olanzapine oral 1 MO:; QL
rating) (30 per 30
METHYLPHENI 3 MO days)
DATE HCL olanzapine- 1 MO
ORAL TABLET fluoxetine
EXTENDED paliperidone oral | MO; QL
RELEASE 24HR
tablet extended (30 per 30
72 MG
release 24hr 1.5 mg, days)
methylphenidate hcl 1 MO 3 mg
or'al table.t, chewable paliperidone oral 1 MO; QL
mirtazapine 1 MO tablet extended (60 per 30
modafinil oral tablet 1 PA; MO; release 24hr 6 mg days)
100 mg QL (30 per paliperidone oral 4 MO; QL
30 days) tablet extended (30 per 30
modafinil oral tablet 1 PA; MO; release 24hr 9 mg days)
200 mg QL (60 per PAMELOR 3 MO
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PARNATE MO PRISTIQ 3 MO; QL
paroxetine hel oral MO; QL (30 per 30
tablet 10 mg, 20 mg, (30 per 30 days)
40 mg days) procentra | MO
paroxetine hcl oral MO; QL protriptyline | MO
tablet 30 mg (60 per 30 PROVIGILORAL 4  PA;MO;
days) TABLET 100 MG QL (30 per
paroxetine hcl oral MO; QL 30 days)
tablet extended (60 per 30 PROVIGIL ORAL 4 PA; MO:;
release 24 hr days) TABLET 200 MG QL (60 per
paroxetine MO; QL 30 days)
mesylate(menop.sy (30 per 30 PROZAC ORAL 3 MO; QL
m) days) CAPSULE 10 MG (30 per 30
PAXIL CR MO; QL days)
(60 per 30 PROZAC ORAL 3 MO
days) CAPSULE 20 MG
PAXIL ORAL MO PROZAC ORAL 3 MO;QL
SUSPENSION CAPSULE 40 MG (60 per 30
PAXIL ORAL MO; QL days)
TABLET 10 MG, (30 per 30 quetiapine oral 1 MO; QL
20 MG, 40 MG days) tablet 100 mg, 200 (90 per 30
PAXIL ORAL MO; QL mg, 25 mg, 50 mg days)
TABLET 30 MG (60 per 30 quetiapine oral 1 MO; QL
days) tablet 300 mg, 400 (60 per 30
perphenazine MO mg days)
PERSERIS MO quetiapine oral 1 MO; QL
PEXEVA ORAL MO; QL tablet extended (30 per 30
TABLET 10 MG, (30 per 30 release 24 hr 150 days)
20 MG, 40 MG days) mg, 200 mg
PEXEVA ORAL MO:; QL quetiapine oral 1 MO; QL
TABLET 30 MG (60 per 30 tablet extended (60 per 30
days) release 24 hr 300 days)
phenelzine MO mg, 400 mg, 30 mg
pimozide MO QUILLICHEW 3 MO
ER
QUILLIVANT XR 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ramelteon 1 MO; QL RISPERDAL 3 MO; QL
(30 per 30 ORAL TABLET 4 (120 per 30
days) MG days)
RELEXXII MO risperidone oral | MO
REMERON MO solution
ORAL TABLET risperidone oral | MO; QL
15 MG, 30 MG tablet 0.25 mg, 0.5 (60 per 30
REMERON 3 MO mg, 1 mg, 2 mg, 3 days)
SOLTAB mg
REXULTI 4 MO; QL risperidone oral 1 MO; QL
(30 per 30 tablet 4 mg (120 per 30
days) days)
RISPERDAL D MO risperidone oral 1 MO; QL
CONSTA tablet,disintegrating (60 per 30
INTRAMUSCUL 0.25mg, 0.5 mg, 1 days)
AR mg, 2 mg, 3 mg
SUSPENSION,EX risperidone oral 1 MO; QL
TENDED REL tablet,disintegrating (120 per 30
RECON 12.5 4 mg days)
MG/2 ML, 25 RITALIN MO
MG/2 ML RITALIN LA 3 MO
RISPERDAL 4 MO ORAL
CONSTA CAPSULE,.ER
INTRAMUSCUL BIPHASIC 50-50
AR 10 MG, 20 MG, 30
TENDEDREL MG, 40 MG
RECON 37.5 ROZEREM 3 ?;I(? 1’);3150
MG/2 ML, 50 days)
MG/2 ML Y
RISPERDAL 3 MO SAPHRIS 4 ?g(? f;e?lgo
ORAL days)
SOLUTION Y
RISPERDAL 3 MO; QL ii%ég? 1\1/{) %RGA L 3 MO
ORAL TABLET (60 per 30 20 MG ’
0.5 MG, 1 MG, 2 days)
MG. 3 MG SECUADO 4 QL (30 per
’ 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SEROQUEL 3 MO; QL STRATTERA 3 MO; QL
ORAL TABLET (90 per 30 ORAL CAPSULE (30 per 30
100 MG, 200 MG, days) 100 MG, 60 MG, days)
25 MG, 50 MG 80 MG
SEROQUEL 3 MO; QL SUNOSI 3 PA; MO;
ORAL TABLET (60 per 30 QL (30 per
300 MG, 400 MG days) 30 days)
SEROQUEL XR 3 MO; QL SYMBYAX 3 MO
ORAL TABLET (30 per 30 ORAL CAPSULE
EXTENDED days) 3-25 MG, 6-25 MG
RELEASE 24 HR thioridazine 1 MO
150 MG, 200 MG thiothixene 1 MO
SEROQUEL XR 3 MOQL TRANXENE T- 3 PA: MO:
ORAL TABLET (60 per 30
TAB ORAL QL (360 per
EXTENDED days) TABLET 7.5 MG 30 days)
RELEASE 24 HR ' ays
300 MG, 50 MG tranylcypromine 1 MO
SEROQUEL XR 4  MO: QL trazodone 1 MO
ORAL TABLET (60 per 30 trifluoperazine | MO
EXTEEDED days) trimipramine 1 MO
RELEASE 24 HR TRINTELLIX 2 MO; QL
400 MG
(30 per 30
sertraline oral 1 MO days)
concentrate VALIUM 3 PA: MO:
sertraline oral tablet 1 MO; QL QL (120 per
100 mg, 50 mg (60 per 30 30 days)
days) venlafaxine oral | MO; QL
sertraline oral tablet 1 MO; QL capsule,extended (30 per 30
25 mg (30 per 30 release 24hr 150 days)
days) mg, 37.5 mg
SILENOR 3 MO; QL venlafaxine oral 1 MO; QL
(30 per 30 capsule,extended (90 per 30
days) release 24hr 75 mg days)
STRATTERA 3 MO; QL venlafaxine oral 1 MO; QL
ORAL CAPSULE (60 per 30 tablet (90 per 30
10 MG, 18 MG, 25 days) days)
MG, 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 express-scripts.com.
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venlafaxine oral 1 MO; QL XYREM 4 PA; MO;
tablet extended (30 per 30 LA; QL
release 24hr days) (540 per 30
VERSACLOZ 4 days)
VIIBRYD ORAL D MO; QL zaleplon oral 1 MO; QL
TABLET (30 per 30 capsule 10 mg (60 per 30
days) days)
VIIBRYD ORAL D MO; QL zaleplon oral 1 MO; QL
TABLETS,DOSE (30 per 30 capsule 5 mg (30 per 30
PACK 10 MG (7)- days) days)
20 MG (23) zenzedi oral tablet 1 MO
VRAYLARORAL 4  MO:;QL 10 mg, 5 mg
CAPSULE (30 per 30 ZENZEDI ORAL 3 MO
days) TABLET 15 MG,
VRAYLARORAL 3  MO:QL (7 2.5 MG, 20 MG, 30
CAPSULE,DOSE per 30 days) MG, 7.5 MG
PACK ziprasidone hcl 1 MO; QL
VYVANSE 3 MO (60 per 30
WAKIX 4  PA;MO; days)
LA; QL (60 ziprasidone 1
per 30 days) mesylate
WELLBUTRIN 3 MO;QL ZOLOFT ORAL 3 MO
SR (60 per 30 CONCENTRATE
days) ZOLOFT ORAL 3 MO; QL
WELLBUTRIN 3 MO; QL TABLET 100 MG, (60 per 30
XL ORAL (90 per 30 S0 MG days)
TABLET days) ZOLOFT ORAL 3 MO;QL
EXTENDED TABLET 25 MG (30 per 30
RELEASE 24 HR days)
150 MG zolpidem oral 1 MO; QL
WELLBUTRIN 3 MO;QL (30 per 30
XL ORAL (30 per 30 days)
TABLET days) ZYPREXA 3 MO
EXTENDED INTRAMUSCUL
RELEASE 24 HR AR
300 MG

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

TABLET 10 MG, (30 per 30 pacerone oral tablet 1 MO

2.5MG, 5 MG, 7.5 days) 100 mg, 200 mg,

MG 400 mg

ZYPREXA ORAL 4 MO; QL propafenone 1 MO

TABLET 15 MG, (30 per 30 uinidine gluconate 1 MO

20 MG days) gm 1 &

ZYPREXA 3 MO o

RELPREVV qull}utdnbale ;ulfate 1 MO

INTRAMUSCUL orar ravie

AR SUSPENSION RYTHMOL SR 3 MO

FOR sorine oral tablet 1 MO

RECONSTITUTI 120 mg, 160 mg, 80

ON 210 MG mg

ZYPREXA ZYDIS 3 MO; QL sorine oral tablet 1

ORAL (30 per 30 240 mg

TABLET,DISINT days) sotalol af 1 MO

EGRATING 10 ralol oral 1 MO

MG. 5 MG sotalol ora

ZYPREXA ZYDIS 4 MO; QL SOTYLIZE . MO

ORAL (30 per 30 TIKOSYN 3 MO

TABLET,DISINT days) ANTIHYPERTE

EGRATING 15 NSIVE

MG, 20 MG THERAPY

CARDIOVAS ACCUPRIL 3 MO

CULAR, ACCURETIC 3 MO

HYPERTENSI acebutolol 1 MO

ON/LIPIDS ALDACTAZIDE 3 MO

ANTIARRHYTH ALDACTONE 3 MO

MIC AGENTS aliskiren 1 MO

amiodarone oral 1 MO ALTACE 3 MO

BETAPACE AF 3 MO amiloride 1 MO

dofetilide 1 MO amiloride- 1 MO

flecainide 1 MO hydrochlorothiazide

mexiletine 1 MO amlodipine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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amlodipine- | MO candesartan- | MO
benazepril hydrochlorothiazid
amlodipine- | MO captopril | MO
olmesartan captopril- 1 MO
amlodipine- 1 MO hydrochlorothiazide
valsartan CARDIZEM CD MO
amlodipine- I MO CARDIZEM LA MO
valsartan-hcthiazid CARDIZEM MO
ATACAND 3 ST; MO ORAL TABLET
ATACAND HCT 3 ST; MO 120 MG, 30 MG,
atenolol 1 MO 60 MG
atenolol- 1 MO CARDURA 3 ST; MO;
chlorthalidone ORAL TABLET 1 QL (30 per
M deaeie
AVAPRO & ST; MO ORAL TABLET 8 QL (60 per
AZOR 3 ST; MO MG 30 days)
benazepril I MO CARDURA XL 3 ST; MO;
benazepril- 1 MO QL (30 per
hydrochlorothiazide 30 days)
BENICAR 3 ST; MO CAROSPIR 3 MO
BENICAR HCT 3 ST; MO cartia xt 1 MO
betaxolol oral 1 MO carvedilol 1 MO
BIDIL 2 MO carvedilol phosphate 1 MO
bisoprolol fumarate 1 MO CATAPRES 3 MO
bisoprolol- 1 MO chlorthalidone oral 1 MO
hydrochlorothiazide tablet 25 mg, 50 mg
bumetanide 1 MO clonidine 1 MO; QL (4
BYSTOLIC 2 MO per 28 days)
CALAN SR 3 MO clonidine hcl oral 1 MO
ORAL TABLET tablet
EXTENDED COREG MO
RELEASE 120 COREG CR MO
MG, 240 MG CORGARD MO
candesartan 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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COZAAR 3 ST; MO enalapril- 1 MO
DEMSER 4 PA; MO hydrochlorothiazide
DIBENZYLINE 4  PA;MO eplerenone I MO
diltiazem hcl oral 1 MO ethacrynic acid 1 MO
capsule,extended EXFORGE 3 ST; MO
release 12 hr EXFORGE HCT 3 ST; MO
diltiazem hcl oral 1 MO felodipine 1 MO
capsule,extended Tfosinopril 1 MO
release 24 hr 360 osmoprt
mg, 420 mg fosinopril- 1 MO
diltiazem hcl oral | MO hydrochlorothiazide
capsule,extended furosemide injection 1 MO
release 24hr 120 furosemide oral 1 MO
mg, 180 mg, 240 solution 10 mgiml,
mg, 300 mg 40 mgl5 ml (8
diltiazem hcl oral 1 MO mgiml)
tablet furosemide oral 1 MO
dilt-xr I MO tablet
DIOVAN 3 ST: MO hydralazine oral 1 MO
DIOVAN HCT 3 ST: MO hydrochlorothiazide 1 MO
DIURIL 3 MO HYZAAR 3 ST; MO
doxazosin oral 1 MO; QL indapamide 1 MO
tablet 1 mg, 2 mg, 4 (30 per 30 INDERAL LA 3 MO
mg days) INNOPRAN XL 3 MO
doxazosin oral | MO; QL INSPRA 3 MO
tablet 8 mg Efa(;/f)er 30 irbesartan 1 MO
irbesartan- 1 MO
DUTOPROL 3 MO hydrochlorothiazide
DYAZIDE 3 MO ; o
isradipine 1 MO
DYRENIUM . MO KAPSPARGO 3 MO
EDARBI 2 MO SPRINKLE
EDARBYCLOR 2 MO KATERZIA 3 MO
EDECRIN 4 MO labetalol oral 1 MO
enalapril maleate 1 MO LASIX 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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lisinopril 1 MO nicardipine oral 1 MO
lisinopril- 1 MO nifedipine oral 1 MO
hydrochlorothiazide tablet extended
LOPRESSOR 3 MO release
ORAL TABLET nifedipine oral 1 MO
100 MG tablet extended
losartan 1 MO release 24hr
losartan- 1 MO nimodipine | MO
hydrochlorothiazide nisoldipine 1 MO
LOTENSIN 3 MO NORVASC 3 MO
ORAL TABLET NYMALIZE 4
10 MG, 20 MG, 40 ORAL SYRINGE
MG 60 MG/10 ML
LOTREL ORAL 3 MO olmesartan 1 MO
CAPSULE 10-20 i an- 1 MO
MG, 10-40 MG, 5- i
10 MG, 5-20 MG a;n odipin-hcthiazi 1 -
. olmesartan-
matzim la ! MO hydrochlorothiazide
MAXZIDE 3 MO ORENITRAM 3 PA; MO
MAXZIDE-25MG 3 MO ORAL TABLET
methyldopa 1 MO EXTENDED
metolazone | MO RELEASE 0.125
metoprolol 1 MO MG
succinate ORENITRAM 4 PA; MO
; lol fa- 1 MO ORAL TABLET
A EXTENDED
Jarochiorotiiaz RELEASE 0.25
metoprolol tartrate 1 MO MG, 1 MG, 2.5
oral MG, 5 MG
MICARDIS 3 ST; MO perindopril 1 MO
MICARDIS HCT 3 ST; MO erbumine
MINIPRESS 3 MO phenoxybenzamine 4 PA; MO
minoxidil oral 1 MO pindolol 1 MO
moexipril 1 MO prazosin 1 MO
nadolol 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PRINIVIL ORAL 3 MO terazosin oral | MO; QL
TABLET 10 MG, capsule 1 mg, 2 mg, (30 per 30
20 MG Smg days)
PROCARDIA XL 3 MO terazosin oral | MO; QL
propranolol oral 1 MO capsule 10 mg (60 per 30
propranolol- 1 MO : days)
hydrochlorothiazid tiadylt er 1 MO
QBRELIS 3 MO TIAZAC 3 MO
quinapril 1 MO timolol maleate oral | MO
quinapril- 1 MO TOPROL XL 3 MO
hydrochlorothiazide torsemide oral 1 MO
ramipril 1 MO trandolapril 1 MO
spironolactone 1 MO trandolapril- 1 MO
spironolacton- 1 MO verapamil
hydrochlorothiaz triamterene 1 MO
SULAR ORAL 3 MO triamterene- 1 MO
TABLET hydrochlorothiazid
EXTENDED oral capsule 37.5-25
RELEASE 24 HR mg
I7MG, 34 MG, 8.5 triamterene- 1 MO
MG hydrochlorothiazid
taztia xt | MO oral tablet
TEKTURNA 3 MO TRIBENZOR 3 ST; MO
TEKTURNA HCT 2 MO UPTRAVI 4 PA; MO;
telmisartan 1 MO LA
telmisartan- 1 MO valsartan 1 MO
amlodipine valsartan- 1 MO
telmisartan- 1 MO hydrochlorothiazide
hydrochlorothiazid VASERETIC 3 MO
TENORETIC 100 MO VASOTEC 3 MO
TENORETIC 50 MO verapamil oral 1 MO
TENORMIN MO VERELAN 3 MO
VERELAN PM 3 MO
ZESTORETIC 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZESTRIL MO ELIQUIS DVT-PE 2 MO
ZIAC MO TREAT 30D

TART
COAGULATION >
THERAPY enoxaparin | MO; QL
subcutaneous (28 per 28
AGGRENOX MO syringe 100 mglml, days)
ARIXTRA MO 150 mgiml
SUBCUTANEOU enoxaparin 1 MO; QL
S SYRINGE 10 subcutaneous (22.4 per 28
MG/0.8 ML, 5 syringe 120 mgl0.8 days)
MG/0.4 ML, 7.5 ml, 80 mgl0.8 ml
MG/0.6 ML enoxaparin 1 MO; QL
ARIXTRA MO subcutaneous (16.8 per 28
SUBCUTANEOU syringe 30 mgl0.3 days)
S SYRINGE 2.5 ml, 60 mgl0.6 ml
MG/0.5 ML enoxaparin 1 MO; QL
aspirin- MO subcutaneous (11.2 per 28
dipyridamole syringe 40 mgl0.4 days)
BRILINTA MO ml
CABLIVI PA; MO; fondaparinux 4 MO
INJECTION KIT LA subcutaneous
cilostazol MO 5y lrll;ge 1 /00 ’Zg/?'i s
clopidogrel oral MO; QL o 2 TRETRT G 7
mgl0.6 ml

tablet 75 mg (30 per 30 -

days) Sfondaparinux 1 MO

— subcutaneous

dipyridamole oral MO syringe 2.5 mgl0.5
DOPTELET (10 PA; MO; ml
TAB PACK) LA FRAGMIN 4 MO
DOPTELET (15 PA; MO; SUBCUTANEOU
TAB PACK) LA S SOLUTION
DOPTELET (30 PA; MO;
TAB PACK) LA
EFFIENT MO
ELIQUIS MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FRAGMIN 4 MO LOVENOX 3 MO; QL

SUBCUTANEOU SUBCUTANEOU (11.2 per 28

S SYRINGE S SYRINGE 40 days)

10,000 ANTI-XA MGJ/0.4 ML

KEIT?)B&, 12,500 MULPLETA 4 PA;MO

UNIT;O. 5 ML, pentoxifylline 1 MO

15,000 ANTI-XA PLAVIX ORAL 3 MO; QL

UNIT/0.6 ML, TABLET 75 MG (30 per 30

18,000 ANTI-XA days)

UNIT/0.72 ML, PRADAXA 3 PA; MO

7,500 ANTI-XA prasugrel 1 MO

UNIT/0.3 ML PROMACTA 4 PA; MO;

FRAGMIN 3 MO LA

SUBCUTANEOU

S SYRINGE 2.500 SAVAYSA 3 PA; MO

ANTI-XA TAVALISSE 4 PA; MO;

UNIT/0.2 ML, LA; QL (60

5,000 ANTI-XA per 30 days)

UNIT/0.2 ML warfarin | MO

heparin (porcine) 1 MO XARELTO 2 MO

injection solution ZONTIVITY 7 MO

Jantoven 1 MO LIPID/CHOLES

LOVENOX 3 MO:QL TEROL

SUBCUTANEOU (28 per 28 LOWERING

S SYRINGE 100 days) AGENTS

MG/ML, 150

MG/ML ALTOPREV 3 ST; MO;

LOVENOX 3 MO; QL %Ld(” per

SUBCUTANEOU (22.4 per 28 . ays)

S SYRINGE 120 days) amlodipine- 1 MO; QL

MG/0.8 ML, 80 atorvastatin (30 per 30

MG/0.8 ML days)

LOVENOX 3 MO; QL ANTARA ORAL 3 MO

SUBCUTANEOU (16.8 per 28 CAPSULE 30 MG,

S SYRINGE 30 days) 90 MG

MG/0.3 ML, 60

MG/0.6 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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atorvastatin 1 MO; QL fenofibrate 1 MO
(30 per 30 nanocrystallized
days) oral tablet 145 mg,
CADUET ORAL 3 ST; MO; 48 mg
TABLET 10-10 QL (30 per FENOFIBRATE 3 MO
MG, 10-20 MG, 30 days) ORAL CAPSULE
10-40 MG, 10-80 fenofibrate oral 1 MO
MG, 5-10 MG, 5- tablet
20 MG, 5-40 MG, fenofibric acid 1 MO
5-80 MG :
(choline)
cholestyramine 1 MO FENOGLIDE MO
(with sugar) oral
powder in packet FLOLIPID ST; MO;
cholestyramine light 1 MO QL (300 per
oral J 30 days)
powder : _
colesevelam 1 MO fluvastatin oral 1 MO; QL
capsule 20 mg (30 per 30
COLESTID ORAL 3 MO days)
PACKET fluvastatin oral 1 MO; QL
COLESTID ORAL 3 MO capsule 40 mg (60 per 30
TABLET days)
colestipol oral 1 MO fluvastatin oral 1 MO; QL
packet tablet extended (30 per 30
colestipol oral tablet 1 MO release 24 hr days)
CRESTOR 3 ST; MO; gemfibrozil 1 MO
QL (30 per JUXTAPID 4 PA;MO;
30 days) LA
EZALLOR 3 ST;MO; LESCOL XL 3 ST; MO;
SPRINKLE QL (30 per QL (30 per
30 days) 30 days)
ezetimibe I MO LIPITOR 3 ST; MO;
ezetimibe- 1 MO; QL QL (30 per
simvastatin (30 per 30 30 days)
days) LIPOFEN 3 MO
fenofibrate 1 MO LIVALO P MO: QL
micronized (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LOPID 3 MO REPATHA 2 PA; MO;
lovastatin oral 1 MO; QL PUSHTRONEX QL (3.5 per
tablet 10 mg (30 per 30 28 days)
days) REPATHA 2 PA; MO;
lovastatin oral 1 MO; QL SURECLICK QL (3 per
tablet 20 mg, 40 mg (60 per 30 28 days)
days) rosuvastatin 1 MO; QL
LOVAZA 3 ST; MO (30 per 30
NEXLETOL 2 PA:MO 1 1 i/?éS)QL
simvastatin ora ;
NEXLIZET 2 PA; MO rablet (30 per 30
niacin oral tablet 1 MO days)
Z;ctended release 24 TRICOR 3 MO
NIACOR MO TRILIPIX 3 MO
NIASPAN MO VASCEPA 2 MO
EXTENDED- VYTORIN 10-10 3 ST; MO;
RELEASE QL (30 per
OMEGA-3 ACID 3 ST, MO 30 days)
ETHYL ESTERS VYTORIN 10-20 3 ST; MO:;
PRALUENTPEN 2 PA: MO; %L d(a305)per
QL (2 per y
28 days) VYTORIN 10-40 3 ST; MO;
5 QL (30 per
pravastatin 1 MO; QL 30 days)
(30 per 30 Y
days) VYTORIN 10-80 3 ST; MO;
prevalite oral | MO QL (30 per
. 30 days)
powder in packet
QUESTRAN 3 MO WELCHOL S VO
LIGHT ORAL ZETIA 3 MO
POWDER ZOCOR ORAL 3 ST; MO;
QUESTRAN 3 MO TABLET 10 MG, QL (30 per
ORAL POWDER 20 MG, 40 MG, 80 30 days)
IN PACKET MG
REPATHA 2 PA; MO; ZYPITAMAG 3 ST; MO;
QL (3 per ORAL TABLET 2 QL (30 per
28 days) MG, 4 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MISCELLANEO ISORDIL 3 MO
uUs TITRADOSE
CARDIOVASCU ORAL TABLET 5
LAR AGENTS MG
CORLANOR ) PA isosorbide dinitrate 1 MO
ORAL oral tablet
SOLUTION isosorbide 1 MO
CORLANOR 5 PA; MO mononitrate
ORAL TABLET MINITRAN 3 MO
digitek 1 MO nitro-bid 1 MO
digox 1 MO NITRO-DUR 3 MO
digoxin oral solution 1 MO nitrqglycerin 1 MO
50 meglml (0.05 sublingual
mglml) nitroglycerin 1 MO
digoxin oral tablet 1 MO transdermal patch
ENTRESTO 2 MO:;QL 24 hour

(60 per 30 nitroglycerin 1 MO

days) translingual
LANOXINORAL 3 MO spray,non-acrosol
TABLET 125 NITROSTAT 3 MO
MCG (0.125 MG), DERMATOL
250 MCG (0.25 OGICALS/TO
M) PICAL
LANOXIN ORAL 2 MO A
TABLET 62.5 THERAPY
MCG (0.0625 MQG) ANTIPSORIATI
RANEXA 3 MO Cl
ranolazine 1 MO ANTISEBORRH
VECAMYL 4 EIC
VYNDAMAX 4 PA; MO acitretin oral 1 MO
VYNDAQEL 4 PA; MO capsule 10 mg, 25
NITRATES m

acitretin oral 4 MO

ISORDIL 4 MO capsule 17.5 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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calcipotriene scalp MO; QL SORIATANE 4 MO
(120 per 30 ORAL CAPSULE
days) 10 MG, 25 MG
calcipotriene topical MO; QL SORILUX 3 MO; QL
cream (120 per 30 (120 per 30
days) days)
calcipotriene topical MO; QL STELARA 4 PA; MO;
ointment (120 per 30 INTRAVENOUS QL (4 per
days) 28 days)
calcipotriene- MO; QL STELARA 4 PA; MO;
betamethasone (400 per 30 SUBCUTANEOU QL (0.5 per
days) S SOLUTION 28 days)
calcitriol topical MO STELARA 4 PA; MO;
COSENTYX (2 PA; MO; SUBCUTANEOU QL (0.5 per
SYRINGES) QL (5 per S SYRINGE 45 28 days)
28 days) MG/0.5 ML
COSENTYX PEN PA; MO; STELARA 4 PAIMO;
(2 PENS) QL (5 per SUBCUTANEOU QL (1 per
28 days) S SYRINGE 90 28 days)
DOVONEX MO; QL MG/ML
TOPICAL (120 per 30 TACLONEX 4  MO:;QL
days) (400 per 30
ENSTILAR MO; QL days)
(400 per 30 TALTZ 4 PA; MO;
days) AUTOINJECTOR QL (1 per
ILUMYA PA; MO; 28 days)
QL (2 per TALTZ SYRINGE 4 PA; MO;
28 days) QL (1 per
selenium sulfide MO 28 days)
topical lotion TREMFYA 4 PA; MO;
SILIQ PA; MO; QL (2 per
28 days)
QL (6 per
28 days) VECTICAL 3 MO
SKYRIZI PA; MO;
SUBCUTANEOU QL (1 per
S SYRINGE KIT 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MISCELLANEO Sfluorouracil topical 1 MO
US solution
DERMATOLOG IMIQUIMOD 4 ST; MO
ICALS TOPICAL
: CREAM IN
ALDARA > SLMO METERED-DOSE
ammonium lactate | MO PUMP
CARAC 4 ST; MO imiquimod topical 1 MO
CONDYLOX 3 MO cream in packet
TOPICAL GEL lidocaine hcl mucous 1 MO; QL
diclofenac sodium | PA; MO; membrane jelly (60 per 30
topical gel 3 % QL (100 per days)
28 days) lidocaine hcl mucous 1 MO
doxepin topical | MO; QL membrane solution
(45 per 30 4% (40 mgiml)
days) lidocaine topical 1 PA; MO;
DUPIXENT 4 PA; MO; adhesive QL (90 per
SUBCUTANEOU QL (4.56 patch,medicated 5 30 days)
S SYRINGE 200 per 28 days) %
MG/1.14 ML lidocaine topical 1 MO; QL
DUPIXENT 4 PA; MO; ointment (36 per 30
SUBCUTANEOU QL (8 per days)
S SYRINGE 300 28 days) lidocaine viscous 1 MO
MG/2 ML lidocaine-prilocaine 1 MO; QL
EFUDEX 3 ST; MO topical cream (30 per 30
TOPICAL days)
CREAM LIDODERM 3 PA; MO;
ELIDEL 3 PA; MO; QL (90 per
QL (100 per 30 days)
30 days) methoxsalen 4 MO
EUCRISA 3 PAMO; OXSORALEN 4 MO
QL (120 per
ULTRA
30 days)
FLUOROPLEX 3 ST; MO P.ICATO‘ 4 MO
Sfluorouracil topical 1 MO pimecrolimus ! PA; MO
QL (100 per
cream 5 %
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PLIAGLIS 3 MO ABSORICA LD 4 MO
podofilox 1 MO ACANYA 3 MO
PROTOPIC 3 PA;MO; TOPICAL GEL
QL (100 per WITH PUMP
30 days) ACZONE 3 MO
prudoxin | MO; QL adapalene topical | PA; MO
(45 per 30 cream
days) adapalene topical 1 PA; MO
QBREXZA 3 MO gel
REGRANEX 4 MO adapalene topical 1 PA
SANTYL 2 MO solution
SILVADENE 3 MO adapalene topical 1 PA
silver sulfadiazine 1 MO swab
5d 1 MO adapalene-benzoyl 1 PA; MO
: : peroxide
tacrolimus topical 1 I(’ﬁ‘l,(ll/{)g,p N AKLIEF 3 PA: MO
30 days) ALTRENO 3 PA;MO
VALCHLOR 4  PA;MO amnesteem I MO
VEREGEN 3 MO:QL AMZEEQ 3 MO
(30 per 30 ARAZLO 3 PA; MO
days) ATRALIN 3 PA;MO
ZONALON 3 MO; QL avita topical cream 1 PA; MO
514215 f)er 30 AVITATOPICAL 3 PA;MO
Y GEL
ZTLIDO 3 I()Q?: (g/{)%er azelaic acid 1 MO
30 days) AZELEX 3 MO
ZYCLARA 4  ST; MO BENZACLIN MO
TOPICAL PUMP
CREAM IN BENZAMYCIN 3 MO
IIYIEI\I/}I;RED'DOSE claravis 1 MO
U CLEOCINT 3 MO; QL
THERAPY FOR TOPICAL GEL (120 per 30
ACNE days)
ABSORICA 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CLEOCINT 3 MO; QL DIFFERIN 3 PA; MO
TOPICAL (120 per 30 TOPICAL
LOTION days) CREAM
clindacin p 1 MO; QL DIFFERIN 3 PA; MO
(69 per 30 TOPICAL GEL
days) WITH PUMP
CLINDAGEL 3 MO; QL DIFFERIN 3 PA; MO
(150 per 30 TOPICAL
days) LOTION
clindamycin 1 MO; QL EPIDUO FORTE PA; MO
phosphate topical (100 per 30 EPIDUO PA; MO
Joam days) TOPICAL GEL
clindamycin 1 MO; QL WITH PUMP
phlosphate topical 51121237()S )per 30 ery pads 1 MO
ge
erygel 1 MO
clindamycin 1 MO; QL A
phosphate topical (120 per 30 erythromy cun with ! MO
lotion days) ethanol topical gel
clindamycin 1 MO: QL erythromyc?n with | MO
phosphate topical (120 per 30 EZZZZLMP ical
solution days) :
clindamycin 1 MO; QL Zgz chOrolm ); 707;. e ! MO
phosphate topical (60 per 30 y'p
swab days) EVOCLIN 3 MO; QL
clindamycin-benzoyl 1 MO Ellaoos)p er 30
peroxide topical gel y
clindamycin-benzoyl 1 MO FABIOR . MO
peroxide topical gel FINACEA 3 ST; MO
with pump 1.2-2.5 % isotretinoin 1 MO
clindamycin- 1 PA; MO METROCREAM 3 ST; MO
fretinoin METROGEL 3 ST;MO
dapsone topical gel 1 MO TOPICAL GEL 1
DAPSONE 3 MO 7o
TOPICAL GEL METROLOTION 3 ST
WITH PUMP metronidazole | 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 express-scripts.com.
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metronidazole 1 MO TOPICAL
topical gel ANTIBACTERIA
metronidazole 1 MO LS
topical lotion ALTABAX 3 MO; QL
MIRVASO 3 PA; MO (30 per 30
TOPICAL GEL days)
WITH PUMP CORTISPORIN 3 MO
myorisan 1 MO TOPICAL
neuac 1 MO gentamicin topical 1 MO
NORITATE 4 ST; MO KLARON 3 MO
ONEXTON 3 MO mafenide acetate 1 MO
TOPICAL GEL — :
WITH PUMP mupirocin 1 g(%g%o
RETIN-A PA; MO days)
RETIN-A MICRO PA; MO mupirocin calcium 1 MO:; QL
TOPICAL GEL (30 per 30
0.04 %, 0.1 % days)
RETIN-A MICRO 3 PA; MO NEO-SYNALAR 3 MO
TOPICAL GEL :
WITH PUMP 0.06 iZZZ‘LfZI?ZZ’fﬁ ) ¢
7, 0.08 % SULFAMYLON 2 MO
RHOFADE 3 PA; MO TOPICAL
SOOLANTRA 3 ST; MO CREAM
tazarotene | PA; MO SULFAMYLON 4 MO
TAZORAC 3 PA; MO TOPICAL
tretinoin | PA; MO PACKET
microspheres topical XEPI 3 MO; QL
gel (30 per 30
tretinoin topical 1 PA; MO days)
VELTIN 3 PA;MO TOPICAL
zenatane 1 MO AN G AL
7ZIANA 3 PA: MO ciclopirox topical 1 MO; QL
cream (90 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ciclopirox topical | MO; QL ketoconazole topical | MO; QL
gel (45 per 28 cream (60 per 28
days) days)
ciclopirox topical | MO; QL ketoconazole topical | MO; QL
shampoo (120 per 28 foam (100 per 28
days) days)
ciclopirox topical 1 MO ketoconazole topical 1 MO; QL
solution shampoo (120 per 28
ciclopirox topical 1 MO; QL days)
suspension (60 per 28 ketodan 1 MO; QL
days) (100 per 28
clotrimazole topical 1 MO; QL days)
cream (45 per 28 LOPROX (AS 3 MO; QL
days) OLAMINE) (90 per 28
clotrimazole topical 1 MO; QL TOPICAL days)
solution (30 per 28 CREAM
days) LOPROX 3 MO; QL
clotrimazole- 1 MO; QL TOPICAL (120 per 28
betamethasone (45 per 28 SHAMPOO days)
topical cream days) LULICONAZOLE 3 MO; QL
clotrimazole- 1 MO; QL (60 per 28
betamethasone (60 per 28 days)
topical lotion days) LUZU 3 MO; QL
econazole 1 MO; QL (60 per 28
(85 per 28 days)
days) MENTAX 3 MO; QL
ERTACZO 3 MO;QL (30 per 28
(60 per 28 days)
days) naftifine topical 1 MO; QL
EXTINA 3 MO:; QL cream (60 per 28
(100 per 28 days)
days) NAFTIN 3 MO; QL
JUBLIA MO TOPICAL (60 per 28
0
KERYDIN MO CREAM 2 % days)
NAFTIN 3 MO; QL
TOPICAL GEL (60 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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nyamyc 1 MO ZOVIRAX PA; MO;
nystatin topical | MO; QL TOPICAL QL (30 per
cream (30 per 28 OINTMENT 30 days)
days) TOPICAL
nystatin topical 1 MO; QL CORTICOSTER
ointment (30 per 28 OIDS
days) ala-cort topical MO
nystatin topical | MO cream 1%
powder alclometasone MO
nystatin- 1 MO; QL — ;
triamcinolone (60 per 28 amcinonide topical MO
days) cream
amcinonide topical MO
nystop 1 MO lotion
oxiconazole 1 Ic)zz}‘:, (lg/IOO;er apexicon ¢ MO: QL
53 da S)p (120 per 30
y days)
OXISTAT 3 PA; MO;
s s b
QL (60 per eser MO
28 days) betamethasone MO
XOLEGEL 3 MO:; QL dipropionate
(45 I;er 78 betamethasone MO
days) valerate
TOPICAL betamethasone, MO
ANTIVIRALS augmenied
BRYHALI MO
acyclovir topical 1 PA; MO; CAPEX MO
cream QL (5 per
30 days) clobetasol scalp MO; QL
acyclovir topical 1 PA; MO; Eil 00 per 28
ointment QL (30 per ays)
30 days) clobetasol topical MO; QL
DENAVIR 4 MO cream (120 per 28
days
XERESE 3 MO ‘ ¥s)
_ . clobetasol topical MO; QL
ZOVIRAX 4 PA; MO; foam (100 per 28
TOPICAL QL (5 per days)
CREAM 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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clobetasol topical 1 MO; QL CLODERM 3 MO
gel (120 per 28 CORDRANTAPE 3 MO
days) LARGE ROLL
clobetasol topical 1 MO; QL CORDRAN 3 MO; QL
lotion (118 per 28 TOPICAL (120 per 30
days) CREAM days)
clobetasol topical 1 MO; QL CORDRAN 3 MO:; QL
ointment (120 per 28 TOPICAL (120 per 30
days) LOTION days)
clobetasol topical 1 MO; QL CORDRAN 2 MO; QL
shampoo (236 per 28 TOPICAL (120 per 30
days) OINTMENT days)
clobetasol topical 1 MO; QL CUTIVATE 3 MO
spray,non-aerosol (125 per 28 TOPICAL
days) LOTION
clobetasol-emollient 1 MO; QL DERMA.- 3 MO
topical cream (120 per 28 SMOOTHE/FS
days) SCALP OIL
clobetasol-emollient 1 MO; QL DESONATE 3 MO
topical foam (100 per 28 desonide topical 1 MO
days)
CLOBEX 3 MO; QL e
TOPICAL (118 per 28 765.0 nide topical . MO
LOTION days) ¢ zon. ‘
CLOBEX 3 MO: QL d?s;)mdet topical 1 MO
TOPICAL (236 per 28 omtmen
SHAMPOO days) DESOWEN 3
CLOBEX 3 MO; QL Egl];I,ACQL
TOPICAL (125 per 28
SPRAY,NON- days) desoximetasone 1 MO
AEROSOL diflorasone | MO; QL
CLOCORTOLON 3 MO (120 per 30
E PIVALATE days)
clodan 1 MO:; QL DIPROLENE 3 MO
(236 per 28 TOPICAL
days) OINTMENT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DUOBRII 4 MO; QL halobetasol MO
er ropionate topica
(200 per 30 prop pical
days) ointment
fluocinolone and | MO HALOG MO
shower cap TOPICAL
fluocinolone topical 1 MO CREAM
cream HALOG MO
Sfluocinolone topical 1 MO TOPICAL
ointment OINTMENT
fluocinolone topical 1 MO hydrocortisone MO
solution butyrate topical
fluocinonide topical 1 MO; QL cream :
cream 0.1 % (120 per 30 hydrocortisone MO; QL
days) butyrate topical (118 per 30
fluocinonide topical 1 MO; QL lotion days)
gel (120 per 30 hydrocortisone MO
days) butyrate topical
fluocinonide topical 1 MO; QL omiment :
ointment (120 per 30 hydrocortisone MO; QL
days) butyrate topical (120 per 30
fluocinonide topical 1 MO; QL solution : days)
solution (120 per 30 hydrocortisone MO
days) topical cream 1 %,
0
fluocinonide-e 1 MO; QL 25%
(120 per 30 hydrocortisone MO
days) topical lotion 2.5 %
flurandrenolide 1 MO; QL hydrocortisone MO
(120 per 30 topical ointment 1
dayg) %, 2.5 %
Sfluticasone 1 MO hydrocortisone MO
propionate topical valerate
halcinonide 1 MO IMPOYZ MO; QL
halobetasol 1 MO (120 per 28
days)

propionate 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
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KENALOG MO; QL triamcinolone | MO; QL

TOPICAL (126 per 28 acetonide topical (126 per 28
days) aerosol days)

LEXETTE MO triamcinolone | MO

LOCOID MO; QL acetonide topical

LIPOCREAM (120 per 30 cream
days) triamcinolone 1 MO

LOCOID MO; QL acetonide topical

TOPICAL (118 per 30 lotion

LOTION days) triamcinolone 1 MO

LUXIQ MO acetonide topical

mometasone topical MO otntment

nolix MO: QL trianex 1 MO
(IZO’per 30 triderm topical 1 MO
days) cream 0.1 %

OLUX MO; QL TRIDESILON 3 MO
(100 per 28 ULTRAVATE 4 MO
days) TOPICAL

OLUX-E MO:; QL LOTION
(100 per 28 VANOS 4 MO; QL
days) (120 per 30

PANDEL MO days)

prednicarbate MO VERDESO 3 MO

PSORCON QL (120 per TOPICAL
30 days) SCABICIDES /

SYNALAR MO PEDICULICIDE

TOPICAL S

CREAM ELIMITE 3

TEXACORT MO lindane topical 1 MO

TOPICORT MO shampoo

tovet emollient MO; QL malathion | MO
(100 per 28 NATROBA 3 MO
days)

OVIDE 3 MO
permethrin topical 1 MO

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 express-scripts.com.

This drug list was updated in August 2020
69


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
SKLICE 3 MO d2.5 %-0.45 % 1
DIAGNOSTIC sodium chloride
a5 % and 0.9 %% 1 MO
S/ divm chlorid
sodium chloride
MISCELLAN :
EOUS a5 %5-0.45 % sodium 1 MO
chloride
AGENTS deferasirox oral 4 PA; MO
MISCELLANEO tablet
US AGENTS deferasirox oral 4 PA; MO
acamprosate 1 MO ;ablet, dls]pO er/szbled ]
extrose 10 % an
AGRYFIN 3 MO 0.2 % nacl
anagrelide 1 MO dextrose 10 % in 1 MO
ANTABUSE 3 MO water (d10w)
ARALAST NP 4 MO; LA dextrose 5 % in 1 MO
RECON SOLN intravenous
AURYXIA 4 PA; MO dextrose 5%4-0.2 % 1
BUPHENYL 4 PA; MO sod chloride
CARBAGLU 4 PA; MO; dextrose with 1
LA sodium chloride
CARNITOR 3 MO disulfiram 1 MO
ORAL ENDARI 4 PA; MO
cevimeline 1 MO EVOXAC 3 MO
CHEMET 2 PA; MO EXJADE 4 PA; MO;
CLINIMIX 3 PA LA
4.25%/D5W FERRIPROX 4 PA; MO
f‘j‘&i ITFREE . FOSRENOL 3 MO
IMIX E 3 P )
2.75%/D5W SULF GLASSIA 4 MO; LA
FREE INCRELEX 4 MO; LA
clovique 4 PA JADENU 4 PA; MO
d]O %_0. 45 % 1 JADENU 4 PA; MO
SPRINKLE

sodium chloride

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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kionex (with | MO risedronate oral | MO; QL
sorbitol) tablet 30 mg (30 per 30
lanthanum 1 MO days)
levocarnitine (with | MO SALAGEN 3 MO
sugar) (PILOCARPINE)
levocarnitine oral 1 MO sevelamer carbonate 4 MO
tablet oral powder in
LITHOSTAT 3 MO packet
LOKELMA 5 MO sevelamer carbonate 1 MO
: : oral tablet
m.lc.lo.drme 1 MO sevelamer hcl 1 MO
nitisinone g PA; MO sodium chloride 0.9 1 MO
NITYR 3 PA; MO; % intravenous
LA parenteral solution
NORTHERA 4 PA; MO sodium chloride 1 MO
ORFADIN 4 PA; MO; irrigation
LA sodium 4 PA; MO
OXBRYTA 4 PA; MO; phenylbutyrate
LA; QL (90 sodium polystyrene 1 MO
per 30 days) (sorb free)
pilocarpine hel oral 1 MO sodium polystyrene 1 MO
PROLASTIN-C 4 LA sulfonate oral
INTRAVENOUS powder
RECON SOLN sps (with sorbitol) 1 MO
PROLASTIN-C 4 MO; LA oral
INTRAVENOUS SYPRINE 4  PA;MO
SOLUTION THIOLA 4 MO
N L moae 1w
TABLET 800 MG TI.GL.UTIK 4 PAMO
RENVELA 4 MO trientine 4 PA; MO
RILUTEK 4 PA; MO VELPHORO - MO
riluzole 1 PA; MO VELTASSA 2 MO
XURIDEN 4 PA; MO
ZEMAIRA 4 MO; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SMOKING triamcinolone 1 MO
DETERRENTS acetonide dental
bupropion hcl | MO MISCELLANEO
(smoking deter) US OTIC
CHANTIX 3 MO PREPARATION
CHANTIX 3 MO =
CONTINUING acetic acid otic 1 MO
MONTH BOX (ear)
CHANTIX 3 MO ciprofloxacin hcl 1 MO
STARTING otic (ear)
MONTH BOX DERMOTIC OIL 3 MO
NICOTROL 3 MO flac otic oil 1
EAR, NOSE / acetonide oil
THROAT hydrocortisone- 1 MO
MEDICATIO acetic acid
NS ofloxacin otic (ear) 1 MO
OTIC STEROID
MISCELLANEO | ANTIBIOTIC
US AGENTS
' CIPRO HC 3 ST; MO
azelastine nasal 1 i\g[g){) 6?150 CIPRODEX ) MO
days) CIPROFLOXACI 3 ST; MO
e N-
chlorhexidine 1 MO FLUOCINOLON
gluconate mucous E
membrane :
ipratropium 1 MO; QL nZ?n:y);CZ;_ he otic ! MO
bromide nasal (30 per 30 pOynty
days) (ear)
olopatadine nasal 1 MO; QL OTOVEL > ST, MO
(30.5 per 30
days)
PATANASE 3 MO:; QL
(30.5 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
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ENDOCRINE/ prednisolone sodium 1 MO
DIABETES phosphate oral
solution 10 mgl5 ml,
ADRENAL 20 mgl5 ml (4
HORMONES mglml), 25 mgl5 ml
: (5 mgiml), 5 mg
ACTHAR i PA; MO basel5 ml (6.7 mgl5
CORTEF 3 MO ml)
cortisone 1 MO prednisolone sodium 1 PA; MO
dexabliss | phosphate oral
dexamethasone 1 MO tablet,disintegrating
intensol prednisone intensol 1 PA; MO
dexamethasone oral 1 MO prednisone oral 1 MO
elixir solution
dexamethasone oral 1 MO prednisone oral 1 PA; MO
tablet tablet
dexamethasone oral 1 MO prednisone oral 1 MO
tablets,dose pack tablets,dose pack
EMFLAZA 4 PA; MO; RAYOS 4 PA; MO
LA TAPERDEX 3 MO
Sfludrocortisone 1 MO ORAL
hydrocortisone oral 1 MO gﬁgkﬁzsﬁgs(i
MEDROL 3 PAMO TABS), 1.5 MG (49
MEDROL (PAK) 3 MO TABS)
methylprednisolone 1 PA; MO TAPERDEX 3
oral tablet ORAL
methylprednisolone 1 MO TABLETS,DOSE
oral tablets,dose PACK 1.5 MG (27
pack TABS)
millipred oral tablet 1 PA; MO ANTITHYROID
ORAPRED ODT 3 PA; MO AGENTS
prednisolone oral 1 MO methimazole oral 1 MO
solution 15 mgl5 ml tablet 10 mg, 5 mg
propylthiouracil 1 MO
TAPAZOLE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DIABETES AFREZZA 3 MO
THERAPY INHALATION
CARTRIDGE
acarbose oral tablet 1 MO; QL WITH INHALER
100 mg (90 per 30 12 UNIT, 4 UNIT,
days) 4 UNIT (90)/ 8
acarbose oral tablet 1 MO; QL UNIT (90), 4
25 mg (360 per 30 UNIT/8 UNIT/ 12
days) UNIT (60), 8
acarbose oral tablet 1 MO; QL UNIT, 8 UNIT
50 mg (180 per 30 (90)/ 12 UNIT (90)
days) ALCOHOL PADS 2 MO
ACTOPLUS MET 3 MO; QL ALOGLIPTIN 3 ST; MO;
(90 per 30 QL (30 per
days) 30 days)
ACTOS 3 MO; QL ALOGLIPTIN- 3 ST; MO;
(30 per 30 METFORMIN QL (60 per
days) 30 days)
ADLYXIN 3 PA; MO; ALOGLIPTIN- 3 MO; QL
SUBCUTANEOU QL (6 per PIOGLITAZONE (30 per 30
S PEN INJECTOR 180 days) days)
;8 ﬁgg 8; ﬁi AMARYLORAL 3  MO;QL
: TABLET 1 MG (240 per 30
ADLYXIN 3 PA; MO; days)
S PEN INJECTOR 30 days) TABLET 2 MG (120’per 30
20 MCG/0.2 ML days)
?gﬁ\f}il{gg 00 3 ST; MO AMARYL ORAL 3 MO;QL
U- TABLET 4 MG (60 per 30
INSULIN days)
INSULIN LISPRO SOLOSTAR U-100
INSULIN
APIDRA U-100 3 ST; MO
INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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AVANDIA ORAL 3 MO: QL BD ULTRA-FINE 2 MO

TABLET 2 MG, 4 (60 per 30 NANO PEN

MG days) NEEDLE

BAQSIMI MO BD ULTRA-FINE 2 MO

BASAGLAR 3 ST; MO SHORT PEN

KWIKPEN U-100 NEEDLE

INSULIN BD VEO 2 MO

BD % MO INSULIN SYR

AUTOSHIELD HALF UNIT

DUO PEN BD VEO 2 MO

NEEDLE INSULIN

BD INSULIN 2 MO SYRINGE UF

SYRINGE HALF BYDUREON 2 PA; MO:;

UNIT 0.3 ML 31 BCISE QL (4 per

GAUGE X 5/16" 28 days)

BD INSULIN 2 MO BYDUREON 2 PA; MO:;

SYRINGE U-500 SUBCUTANEOU QL (4 per

BD INSULIN P MO S PEN INJECTOR 28 days)

ULTRA-FINE BYETTA 2 PA; MO:;

SYRINGE 0.3 ML SUBCUTANEOU QL (2.4 per

30 GAUGE X 1/2", S PEN INJECTOR 30 days)

0.3 ML 31 10

GAUGE X 5/16", MCG/DOSE(250

0.5 ML 31 MCG/ML) 2.4 ML

GAUGE X 5/16", 1 BYETTA % PA: MO;

ML 30 GAUGE X SUBCUTANEOU QL (1.2 per

172 S PEN INJECTOR 30 days)

BD NANO 2ND 2 MO 5 MCG/DOSE (250

GEN PEN MCG/ML) 1.2 ML

NEEDLE CYCLOSET 3 MO;QL

BD ULTRA-FINE 2 MO (180 per 30

MICRO PEN days)

NEEDLE diazoxide 1 MO

BD ULTRA-FINE 2 MO DROPLET D

MINI PEN INSULIN SYR

NEEDLE HALF UNIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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DROPLET 2 FORTAMET 4 ST; MO;
INSULIN ORAL TABLET QL (150 per
SYRINGE EXTENDED 30 days)
DROPLET PEN 2 MO RELEASE 24HR
NEEDLE 29 500 MG
GAUGE X 1/2", 29 GAUZE PADS 2 2 MO
GAUGE X 3/8", 31 X2
GAUGE X 1/ 4"1'31 glimepiride oral 1 MO; QL
GAUGE X 3/16", tablet 1 mg (240 per 30
31 GAUGE X days)
;/ 116/ 4’,,3§2G€£[§} C]}EE glimepiride oral 1 MO; QL
X 3/16," 3 tablet 2 mg (120 per 30
GAUGE X 5/16", days)
32 GAUGE X glimepiride oral 1 MO; QL
5/32" tablet 4 mg (60 per 30
days)
DUETACT 3 MO; QL
(30 per 30 glipizide oral tablet 1 MO; QL
days) 10 mg (120 per 30
FARXIGA ORAL 2 MO:;QL days)
TABLET 10 MG (30 per 30 glipizide oral tablet 1 MO; QL
days) 5 mg (240 per 30
FARXIGAORAL 2 MO;QL days)
TABLET 5 MG (60 per 30 glipizide oral tablet 1 MO; QL
days) extended release (60 per 30
FIASP 3 ST:MO 24hr 10 mg days)
FLEXTOUCH U- glipizide oral tablet 1 MO; QL
100 INSULIN extended release (240 per 30
FIASP PENFILL 3 ST;MO 24hr 2.5 mg days)
U-100 INSULIN glipizide oral tablet 1 MO; QL
FIASP U-100 3 ST- MO extended release (120 per 30
INSULIN ’ 24hr 5 mg days)
- ) glipizide-metformin 1 MO; QL
g(l){iiATl\:gEET 4 (SQ]I:’ ?6400 I:;er oral tablet 2.5-250 (240 per 30
EXTENDED 30 days) mg days)
RELEASE 24HR glipizide-metformin 1 MO; QL
1,000 MG oral tablet 2.5-500 (120 per 30
mg, 5-500 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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GLUCAGEN 3 MO GLYSET ORAL 3 MO;QL
HYPOKIT TABLET 100 MG (90 per 30
GLUCAGON 3 MO days)
EMERGENCY GLYSET ORAL 3 MO;QL
KIT (HUMAN) TABLET 25 MG (360 per 30
GLUCOTROL 3 MO;QL days)
ORAL TABLET (120 per 30 GLYSET ORAL 3 MO;QL
10 MG days) TABLET 50 MG (180 per 30
GLUCOTROL 3 MO; QL days)
ORAL TABLET 5 (240 per 30 GLYXAMBI 3 ST;MO;
MG days) QL (30 per
GLUCOTROL XL 3 MO:; QL 30 days)
ORAL TABLET (60 per 30 GVOKE 2 MO
EXTENDED days) HYPOPEN 2-
RELEASE 24HR PACK
10 MG GVOKE PFS 2- 2 MO
GLUCOTROL XL 3 MO;QL PACK SYRINGE
ORAL TABLET (240 per 30 HUMALOG P MO
EXTENDED days) JUNIOR
RELEASE 24HR KWIKPEN U-100
2.5MG

HUMALOG 2 MO
GLUCOTROL XL 3 MO; QL KWIKPEN
ORAL TABLET (120 per 30 INSULIN
E)EEEESEE;HR 5 days) HUMALOG MIX 2 MO

50-50 INSULN U-
MG 100
GLUMETZA 4  ST;MO; HUMALOG MIX B i
ORAL QL (60 per 50-50 KWIKPEN
TABLET,ER 30 days)
GAST.RETENTIO HUMALOG MIX 2 MO
N 24 HR 1,000 MG 75-25 KWIKPEN
GLUMETZA 4  ST;MO; HUMALOG MIX 2 MO
ORAL QL (120 per 75-25(U-
TABLET,ER 30 days) 100)INSULN
GAST.RETENTIO HUMALOG U- 2 MO
N 24 HR 500 MG 100 INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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HUMULIN 70/30 2 MO INVOKAMET 2 MO: QL
U-100 INSULIN (60 per 30
HUMULIN 70/30 2 MO days)
U-100 KWIKPEN INVOKAMET XR 2 MO: QL
HUMULIN N 2 MO (60 per 30
NPH INSULIN days)
KWIKPEN INVOKANA 2 MO:; QL
HUMULIN N 2 MO (30 per 30
NPH U-100 days)
INSULIN JANUMET 2 MO:; QL
HUMULIN R 2 MO (60 per 30
REGULAR U-100 days)
INSULN JANUMET XR 2 MO:; QL
HUMULIN R U- b MO ORAL TABLET, (30 per 30
500 (CONC) ER days)
INSULIN MULTIPHASE 24
HUMULIN R U- 2 MO HR 100-1,000 MG
500 (CONC) JANUMET XR 2 MO; QL
KWIKPEN ORAL TABLET, (60 per 30
ER days)
INSULIN ASP 3 ST MULTIPHASE 24
PRT-INSULIN
ASPART HR 50-1,000 MG,
INSULIN 3 ST:MO 20-500 MG
ASPART U-100 TANUVIA 2 g(?;e?%o
INSULIN LISPRO ST; MO days)
INSULIN LISPRO ST; MO JARDIANCE 3 ST; MO:
PROTAMIN- QL (30 per
LISPRO 30 days)
INSULIN PEN 2 MO JENTADUETO 3 ST; MO:
NEEDLE QL (60 per
INSULIN 2 MO 30 days)
SYRINGE (DISP) JENTADUETO 3 ST; MO;
U-1000.3 ML, 1 XR ORAL QL (60 per
ML, 1/2 ML TABLET, IR - ER, 30 days)
BIPHASIC 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
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JENTADUETO 3 ST; MO; metformin oral 1 MO; QL
XR ORAL QL (30 per solution (765 per 30
TABLET, IR - ER, 30 days) days)
BIPHASIC 24HR metformin oral | MO; QL
5-1,000 MG tablet 1,000 mg (75 per 30
KAZANO 3 ST; MO; days)
QL (60 per metformin oral 1 MO; QL
30 days) tablet 500 mg (150 per 30
KOMBIGLYZE 2 MO; QL days)
XR ORAL (60 per 30 metformin oral 1 MO; QL
TABLET, ER days) tablet 850 mg (90 per 30
MULTIPHASE 24 days)
HR 2.5-1,000 MG metformin oral 1 MO; QL
KOMBIGLYZE 2 MO; QL tablet extended (120 per 30
?F(IEB?}]{E?LER S’O p)er 30 release 24 hr 500 mg days)
; ays : :
MULTIPHASE 24 metformin oral 1 MO; QL
tablet extended (60 per 30
HR 5-1,000 MG, 5- p 4 hr 750 days)
500 MG release ‘ r mg ays
LANTUS 5 MO metformin oral 1 ST; MO;
tablet extended QL (60 per
SOLOSTAR U-100
release (osm) 24 hr 30 days)
INSULIN
" 1,000 mg
%Nsl\{JTLIIJIEIU_IOO 2 MO metformin oral 1 ST; MO;
tablet extended QL (150 per
LEVEMIR 3 ST; MO release (osm) 24 hr 30 days)
FLEXTOUCH U- 500 mg
100 INSULN metformin oral 4 ST; MO:;
LEVEMIR U-100 3 ST; MO tablet.er QL (60 per
INSULIN gast.retention 24 hr 30 days)
LYUMIEV 2 MO 1,000 mg
KWIKPEN U-100 metformin oral 4 ST; MO;
INSULIN tablet,er QL (120 per
LYUMIEV 2 MO gast.retention 24 hr 30 days)
KWIKPEN U-200 500 mg
INSULIN miglitol oral tablet 1 MO; QL
LYUMIJEV U-100 2 MO 100 mg (90 per 30
INSULIN 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
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miglitol oral tablet | MO; QL NOVOLOG 3 ST; MO
25 mg (360 per 30 FLEXPEN U-100
days) INSULIN
miglitol oral tablet | MO; QL NOVOLOG MIX 3 ST; MO
50 mg (180 per 30 70-30 U-100
days) INSULN
nateglinide oral 1 MO; QL NOVOLOG MIX 3 ST; MO
tablet 120 mg (90 per 30 70-30FLEXPEN
days) U-100
nateglinide oral | MO; QL NOVOLOG 3 ST; MO
tablet 60 mg (180 per 30 PENFILL U-100
days) INSULIN
NEEDLES, 2 MO NOVOLOG U-100 3 ST; MO
INSULIN INSULIN
DISP..SAFETY ASPART
NESINA 3 ST; MO; NOVOTWIST 2 MO
QL (30 per NEEDLE 32
30 days) GAUGE X 1/5"
NOVOFINE 32 2 MO OMNIPOD DASH 2 MO
NOVOFINE 2 MO > PACK POD
PLUS OMNIPOD 2 MO
NOVOLIN 70/30 3 ST; MO INSULIN
U-100 INSULIN MANAGEMENT
NOVOLIN 70-30 3 ST:MO OMNIPOD 2 MO
FLEXPEN U-100 INSULIN
NOVOLIN N 3 ST; MO REFILL
FLEXPEN ONGLYZA 2 MO; QL
NOVOLIN N 3 ST;MO 5130 p)er 30
NPH U-100 ays
INSULIN OSENI 3 MO; QL
NOVOLIN R 3 ST; MO Sao f)er 30
FLEXPEN y
NOVOLIN R 3 ST; MO OZEMPIC 2 PA; MO;
REGULAR U-100 SUBCUTANEOU QL (1.5 per
INSULN S PEN INJECTOR 28 days)
0.25MGOR 0.5

MG(2 MG/1.5 ML)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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OZEMPIC 2 PA; MO; RIOMET MO; QL
SUBCUTANEOU QL (3 per (765 per 30
S PEN INJECTOR 28 days) days)
1 MG/DOSE (2 RIOMET ER MO; QL
MG/1.5 ML) (600 per 30
pioglitazone 1 MO; QL days)
(30 per 30 RYBELSUS PA; MO;
days) QL (30 per
pioglitazone- 1 MO; QL 30 days)
glimepiride (30 per 30 SEGLUROMET MO; QL
days) ORAL TABLET (60 per 30
pioglitazone- 1 MO; QL 2.5-1,000 MG, 7.5- days)
metformin (90 per 30 1,000 MG, 7.5-500
days) MG
PRECOSE ORAL 3 MO; QL SEGLUROMET MO; QL
TABLET 100 MG (90 per 30 ORAL TABLET (120 per 30
days) 2.5-500 MG days)
PRECOSE ORAL 3 MO; QL SOLIQUA 100/33 MO; QL
TABLET 25 MG (360 per 30 (15 per 30
days) days)
PRECOSE ORAL 3 MO; QL STARLIX ORAL MO; QL
TABLET 50 MG (180 per 30 TABLET 120 MG (90 per 30
days) days)
PROGLYCEM 3 MO STEGLATRO MO; QL
QTERN 2 MO; QL (30 per 30
(30 per 30 days)
days) STEGLUJAN ST; MO:;
repaglinide oral 1 MO; QL QL (30 per
tablet 0.5 mg (960 per 30 30 days)
days) SYMLINPEN 120 PA; MO;
repaglinide oral 1 MO; QL QL (10.8
tablet 1 mg (480 per 30 per 30 days)
days) SYMLINPEN 60 PA; MO;
repaglinide oral 1 MO:; QL QL (6 per
tablet 2 mg (240 per 30 30 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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SYNJARDY ST: MO: TOUJEO 2 MO
QL (60 per SOLOSTAR U-300
30 days) INSULIN
SYNJARDY XR ST: MO: TRADJENTA 3 ST: MO:
ORAL TABLET, QL (60 per QL (30 per
IR - ER, 30 days) 30 days)
BIPHASIC 24HR TRESIBA 3 ST; MO
10-1,000 MG, 12.5- FLEXTOUCH U-
1,000 MG, 5-1,000 100
MG TRESIBA 3 ST: MO
SYNJARDY XR ST; MO; FLEXTOUCH U-
ORAL TABLET, QL (30 per 200
IR - ER, 30 days) TRESIBA U-100 3 ST:MO
BIPHASIC 24HR INSULIN
25-1,000 MG TRIJARDY XR 3 ST: MO
TECHLITE ORAL TABLET, QL (30 per
INSULIN SYR
HALF UNIT IR - ER, 30 days)
BIPHASIC 24HR
TECHLITE 10-5-1,000 MG, 25-
INSULIN 5-1,000 MG
SYRINGE TRIJARDY XR 3 ST; MO;
TECHLITE PEN MO ORAL TABLET, QL (60 per
NEEDLE 29 ) IR - ER, 30 days)
GAUGE X 172", 31 BIPHASIC 24HR
GAUGE X 1/4", 31 12.5-2.5-1,000 MG,
GAUGE X 3/16", 5-2.5-1,000 MG
31 GAUGE X TRUEPLUS 2
5/16", 32 GAUGE
X 1/4", 32 GAUGE INSULIN
- 5/169” 1 SYRINGE 0.3 ML
’ ) 29 GAUGE X 1/2",
GAUGE X 5/32 | ML 28 GAUGE
TECHLITE PEN X 1/2", 1/2 ML 28
NEEDLE 29 GAUGE X 172"
GAUGE X 3/8"
TOUJEO MAX U- MO
300 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
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TRUEPLUS 2 MO XULTOPHY 2 MO; QL
INSULIN 100/3.6 (15 per 30
SYRINGE 0.3 ML days)
2/01 gA&Gl\liél MISCELLANEO
GAUGE X 5/16". US HORMONES
0.5 ML 29 ANADROL-50 4 PA; MO
GAUGE X 1/2", ANDRODERM 2 PA;MO;
0.5 ML 30 QL (30 per
GAUGE X 5/16", 30 days)
05SML31 ANDROGEL 3 PA;MO;
GAUGE X 5/16", 1 TRANSDERMAL QL (150 per
ML 29 GAUGE X GEL IN 30 days)
172", 1 ML 30 METERED-DOSE
GAUGE X 5/16, 1 PUMP 20.25
ML 31 GAUGE X MG/1.25 GRAM
5/16 (1.62 %)
TRUEPLUS PEN 2 MO ANDROGEL 3 PA: MO:
NEEDLE TRANSDERMAL QL (300 per
TRULICITY 2 PA; MO; GEL IN PACKET 30 days)

QL (2 per 1% (25

28 days) MG/2.5GRAM), 1
VICTOZA 3-PAK 2 PA; MO; % (50 MG/5

QL (9 per GRAM)

30 days) ANDROGEL 3 PA; MO;
XIGDUO XR 2 MO; QL TRANSDERMAL QL (37.5
ORAL TABLET, (30 per 30 GEL IN PACKET per 30 days)
IR - ER, days) 1.62 9% (20.25
BIPHASIC 24HR MG/1.25 GRAM)
10-1,000 MG, 10- ANDROGEL 3 PA; MO;
500 MG TRANSDERMAL QL (150 per
XIGDUO XR 2 MO:; QL GEL IN PACKET 30 days)
ORAL TABLET, (60 per 30 1.62 % (40.5
IR - ER, days) MG/2.5 GRAM)
BIPHASIC 24HR AVEED 3 PA; MO;
2.5-1,000 MG, 5- LA
1,000 MG, 5-500 cabergoline 1 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
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calcitonin (salmon) | MO ISTURISA ORAL 4 PA; MO;
calcitriol oral 1 MO TABLET 5 MG LA; QL (60
CERDELGA 4  PA;MO YNARQUE ; E‘Z 33:2‘3’5)
f;’;‘;e"fé‘;)e;f;“l . MO ORAL TABLET
cinacalcet oral 4 MO gl{lipl:RTQAI]JBiETS 4 iﬁ’ MO;
tablet 60 mg, 90 mg SEQUENTIAL
danazol . MO KORLYM 4  PA;MO
?gﬁ}ﬁgﬁ SAL 2 MO KUVAN 4 PA; MO
DDAVP NASAL 3 MO METHITEST . MO
SPRAY WITH methyltestosterone 4 MO
PUMP oral capsule
DDAVP ORAL MO miglustat 4 PA; MO;
DEPO- PA; MO LA
TESTOSTERONE MYALEPT 4 PAIMO;
desmopressin nasal 1 MO LA
spray,non-aerosol NATESTO 3 PA; MO;
desmopressin oral 1 MO QL (21.96
: per 30 days)
doxercalciferol oral 1 MO NATPARA 4 PA: MO:
FORTESTA 3 PA;MO; LA
%Ld(; 23 pet NOCDURNA 3 PA;MO;
y (MEN) QL (30 per
GALAFOLD 4  PA;MO; 30 days)
L:r‘;;glaél :) NOCDURNA 3 PA; MO;
P y (WOMEN) QL (30 per
ISTURISAORAL 4  PA; MO; 30 days)
TABLET 1 MG (Lz% (gel; 20 ORILISSA 4 MO
days) oxandrolone oral 4 PA; MO
ISTURISA ORAL 4 PA;MO; tablet 10 mg
TABLET 10 MG LA; QL oxandrolone oral 1 PA; MO
(180 per 30 tablet 2.5 mg
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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PALYNZIQ 4 PA; MO; testosterone 1 PA; MO;
SUBCUTANEOU LA; QL (15 transdermal gel in QL (120 per
S SYRINGE 10 per 30 days) metered-dose pump 30 days)
MG/0.5 ML 10 mgl0.5 gram
PALYNZIQ 4  PA; MO; lactuation
SUBCUTANEOU LA; QL (4 TESTOSTERONE 3 PA; MO;
S SYRINGE 2.5 per 30 days) TRANSDERMAL QL (300 per
MG/0.5 ML GEL IN 30 days)
PALYNZIQ 4 PA; MO:; METERED-DOSE
SUBCUTANEOU LA; QL (60 PUMP 12.5 Mﬁf
S SYRINGE 20 per 30 days) 1.25 GRAM (1 %)
MG/ML testosterone 1 PA; MO;
paricalcitol oral 1 MO transdermal gel in QL (150 per
RAYALDEE 4 MO metered-dose pump 30 days)
20.25 mgll.25 gram
ROCALTROL 3 MO (1.62%)
SAMSCA 4 PA; MO testosterone 1 PA; MO;
SENSIPAR ORAL 3 MO transdermal gel in QL (300 per
TABLET 30 MG packet 1% (25 30 days)
SENSIPAR ORAL 4 MO mgl2.5gram), 1 %
TABLET 60 MG, (50 mgl5 gram)
90 MG testosterone 1 PA; MO:;
SOMAVERT 4 PA; MO transdermal gel in QL (37.5
packet 1.62 % per 30 days)
STIMATE 4 MO (20.25 mgl1.25
SYNAREL 4 MO gram)
TESTIM 3 PA; MO; testosterone 1 PA; MO;
QL (300 per transdermal gel in QL (150 per
30 days) packet 1.62 % (40.5 30 days)
testosterone 1 PA; MO mgl2.5 gram)
;ypionate . testosterone 1 PA; MO;
intramuscular oil transdermal solution QL (180 per
100 mglml, 200 in metered pump 30 days)
mglml, 200 mg/ml wlapp
(1.mi) VOGELXO 3 PA; MO;
testosterone 1 PA; MO TRANSDERMAL QL (300 per
enanthate GEL 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
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VOGELXO 3 PA; MO; unithroid oral tablet 1 MO
TRANSDERMAL QL (300 per 100 mcg, 112 mcg,
GEL IN 30 days) 125 meg, 150 mcg,
METERED-DOSE 175 mcg, 200 mcg,
PUMP 25 mcg, 300 mcg, 50
XYOSTED 3 PA;MO; mcg, 75 mcg, 88

QL (2 per mcg

28 days) GASTROENT
ZAVESCA 4 PA; MO; EROLOGY

LA
ZEMPLAR ORAL 3 MO ilssT }DIARRHE
CAPSULE 1
MCG, 2 MCG IA(lj\;TISPASMOD
THYROID
HORMONES CUVPOSA 3 MO
CYTOMEL 3 MO dicyclomine oral MO

thyrox 1 MO capsule
cutny dicyclomine oral 1 MO
levo- 1 solution
levothyroxine oral 1 MO dicyclomine oral 1 MO
levoxyl oral tablet 1 MO tablet
100 mcg, 112 mcg, diphenoxylate- 1 MO
125 mcg, 137 mcg, atropine
150 mcg, 175 mcg,
200 meg, 25 meg, 50 gl)[;;'op;/rrola;e oral 1 MO
mcg, 75 mcg, 88 tabiet I'mg, = mg
meg LOMOTIL 3 MO
liothyronine oral 1 MO loperamide oral MO
SYNTHROID 3 MO capsule
TIROSINT 3 MO methscopolamine 1 MO
TIROSINT-SOL 3 MO MOTOFEN MO
MYTESI 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
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MISCELLANEO CIMZIA 4 PA; MO;
US QL (2 per
GASTROINTES 28 days)
TINAL AGENTS CIMZIA 4 PA; MO;
POWDER FOR QL (2 per
ACTIGALL 3 MO RECONST 28 days)
alosetron 4 MO CLENPIQ 3 ST MO
AMITIZA 3 ST; MO:; COLAZAL 2 MO
QL (60 per
30 days) compro 1 MO
ANUSOL-HC 3 MO constulose 1 MO
TOPICAL CORTIFOAM 2 MO
aprepitant 1 PA; MO CREON 2 MO
APRISO 3 MO cromolyn oral 1 MO
ASACOL HD 3 MO CYSTADANE 4 MO
AZULFIDINE 3 MO DELZICOL 3 MO
AZULFIDINE 3 MO ORAL CAPSULE
EN-TABS (WITH DEL REL
balsalazide 1 MO TABLETS)
BONJESTA 3 MO DICLEGIS 3 MO
budesonide oral 1 MO DIPEN?UM E MO
capsule,delayed,exte doxylamine- 1 MO
nd.release pyridoxine (vit b6)
budesonide oral 4 MO dronabinol 1 PA; MO
tablet,delayed and EMEND ORAL 3 PA; MO
ext.release CAPSULE 80 MG
CANASA 3 MO EMEND ORAL 3 PA; MO
CHENODAL 4 PA; MO:; CAPSULE,DOSE
LA PACK
CHOLBAM 4 PA: MO EMEND ORAL 3 PA; MO
ORAL CAPSULE SUSPENSION
250 MG FOR
CHOLBAM 4 PA;MO: SLLONSTITUH
ORAL CAPSULE QL (120 per
50 MG 30 days) ENTOCORT EC 4 MO
enulose 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
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GASTROCROM 3 MO mesalamine 1 MO
GATTEX 30-VIAL 4 PA; MO metoclopramide hcl 1 MO
gavilyte-c 1 MO oral
cavilyte-g 1 MO MOTEGRITY 3 z{ ?3/[00;
iIvte- per

gavzlylte n i ﬁg 30 days)
genertac MOVANTIK 2  MO;QL
GOLYTELY 3 ST; MO (30 per 30
granisetron hcl oral 1 PA; MO days)
hydrocortisone 1 MO MOVIPREP 3 ST; MO
rectal NULYTELY 3 ST; MO
hydrocortisone- 1 MO WITH FLAVOR
pramoxine rectal PACKS
cream 1-1% OCALIVA 4  PA;MO;
INFLECTRA 4 PA; MO; LA; QL (30

QL (20 per per 30 days)

28 days) ondansetron 1 PA; MO
KRISTALOSE 3 MO ondansetron hcl oral 1 PA; MO
lactulose oral 1 solution
packet ondansetron hcl oral 1 PA; MO
lactulose oral 1 MO tablet 4 mg, 8§ mg
solution 10 gram/15 OSMOPREP ST; MO
ml PANCREAZE ST; MO
LIALDA 3 MO ORAL
LINZESS 2 MO; QL CAPSULE.DELA

(30 per 30 YED

days) RELEASE(DR/EC
LOTRONEX 4 MO ) 10,500-35,500-
MARINOL ORAL 4 PA; MO 61,500 UNIT,
CAPSULE 10 MG 16,800-56,800-
5 MG ’ 98,400 UNIT,

2,600-6,200- 10,850
MARINOL ORAL 3 PA; MO UNIT, 21,000-
CAPSULE 2.5 MG 54,700- 83,900
meclizine oral tablet 1 MO UNIT, 4,200-
12.5 mg, 25 mg 14,200- 24,600
UNIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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peg 3350- 1 MO procto-pak 1 MO
electrolytes oral proctosol he topical 1 MO
recon soln 236- roctozoneh 1 MO
22.74-6.74 -5.86 proctozone-he
aram RECTIV 2 MO
peg-electrolyte 1 REGLAN ORAL 3 MO
PENTASA ORAL D MO RELISTOR ORAL 4 MO
CAPSULE, RELISTOR 4 MO
EXTENDED SUBCUTANEOU
RELEASE 250 S SOLUTION
MG RELISTOR 4 MO
PENTASA ORAL 4 MO SUBCUTANEOU
CAPSULE, S SYRINGE
EXTENDED REMICADE 4  PA;MO;
RELEASE 500 QL (20 per
MG 28 days)
PERTZYE ORAL 4 ST; MO ROWASA 3 MO
CAPSULE,DELA RECTAL ENEMA
YED KIT
RELEASE(DR/EC
) 16.000-57.500- SANCUSO 4 MO
60,500 UNIT, scopolamine base 1 MO
24,000-86,250- SUCRAID 4 PA; MO
90,750 UNIT sulfasalazine 1 MO
PERTZYE ORAL 3 ST; MO SUPREP BOWEL P MO
CAPSULE,DELA PREP KIT
YED SYMPROIC 2 MO
RELEASE(DR/EC
) 4,000-14,375- SYNDROS 4 PA; MO
15,125 UNIT, TRANSDERM- 3 MO
8,000-28,750- SCOP
30,250 UNIT trilyte with flavor 1 MO
PLENVU 3 ST; MO packets
prochlorperazine 1 MO TRULANCE 2 MO
prochlorperazine 1 MO UCERIS ORAL 4 MO
maleate oral UCERISRECTAL 3 MO
procto-med hc | MO URSO 250 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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URSO FORTE 3 MO cimetidine 1 MO
ursodiol 1 MO cimetidine hcl oral 1 MO
VARUBI ORAL 2 PA; MO CYTOTEC 3 MO
VIBERZI 4 MO; QL DEXILANT 3 MO; QL
(60 per 30 ORAL (30 per 30
days) CAPSULE,BIPHA days)
VIOKACE 2 MO SE DELAYED
ZELNORM 3 ST; MO RELEAS 30 MG
ZENPEP ORAL 2 MO ggiiLANT 3 MO
ggESULE’DELA CAPSULE,BIPHA
RELEASE(DR/EC IS{]?EII?IIZEkSA g(OEl\I/? G
) 10,000-32,000 -
42,000 UNIT, esomeprazole 1 MO; QL
15,000-47,000 - magnesium oral (30 per 30
63,000 UNIT, capsule,delayed days)
20,000-63,000- release(drlec) 20
84,000 UNIT, mg
25,000-79,000- esomeprazole 1 MO
105,000 UNIT, magnesium oral
3,000-10,000 - capsule,delayed
14,000-UNIT, release(drlec) 40
40,000-126,000- mg
168,000 UNIT, esomeprazole 1 MO; QL
3,000-17,000- magnesium oral (30 per 30
24,000 UNIT granules dr for susp days)
ZOFRAN ORAL 3 PA; MO in packet 10 mg, 20
TABLET 8 MG mg
ZUPLENZ 3 PA; MO esomeprazole 1 MO
ULCER magnesium oral
THERAPY granules dr for susp
in packet 40 mg
ACIPHEX 3 MO famotidine oral 1 MO
amoxicil- MO; QL suspension
;‘larlthromy ) Ejl 12 per 30 famotidine oral 1 MO
ansopraz ays) tablet 20 mg, 40 mg
CARAFATE 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
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HELIDAC 3 QL (224 per NEXIUM 2 MO; QL
30 days) PACKET ORAL (30 per 30
lansoprazole oral | MO; QL GRANULES DR days)
capsule,delayed (30 per 30 FOR SUSP IN
release(drlec) 15 days) PACKET 2.5 MG,
mg SMG
lansoprazole oral 1 MO NEXIUM ORAL 3 MO
capsule,delayed GRANULES DR
release(drlec) 30 FOR SUSP IN
mg PACKET 40 MG
lansoprazole oral 1 MO; QL nizatidine 1 MO
tablet,disintegrat, (30 per 30 OMECLAMOX- 3 MO; QL
delay rel 15 mg days) PAK (80 per 28
lansoprazole oral 1 MO days)
tablet,disintegrat, omeprazole oral 1 MO; QL
delay rel 30 mg capsule,delayed (30 per 30
misoprostol 1 MO release(drlec) 10 days)
NEXIUM ORAL 3 MO: QL mg, 20 mg
CAPSULE,DELA (30 per 30 omeprazole oral 1 MO
YED days) capsule,delayed
RELEASE(DR/EC release(drlec) 40
)20 MG mg
NEXIUM ORAL 3 MO omeprazole-sodium 4 MO; QL
CAPSULE.DELA bicarbonate oral (30 per 30
YED capsule 20-1.1 mg- days)
RELEASE(DR/EC gram
)40 MG omeprazole-sodium 4 MO
NEXIUM 3 MO: QL bicarbonate oral
PACKET ORAL (30 per 30 capsule 40-1.1 mg-
GRANULES DR days) gram
FOR SUSP IN omeprazole-sodium 4 MO; QL
PACKET 10 MG, bicarbonate oral (30 per 30
20 MG packet 20-1,680 mg days)
omeprazole-sodium 4 MO

bicarbonate oral
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
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pantoprazole oral 1 MO; QL PRILOSEC ORAL 3 MO; QL
tablet,delayed (30 per 30 SUSP,DELAYED (480 per 30
release (drlec) 20 days) RELEASE FOR days)
mg RECON 2.5 MG
pantoprazole oral 1 MO PROTONIX 3 MO
tablet,delayed ORAL
release (drlec) 40 GRANULES DR
mg FOR SUSP IN
PEPCID ORAL 3 MO PACKET
TABLET PROTONIX 3 MO; QL
PREVACID 3 MO:;QL ORAL (30 per 30
ORAL (30 per 30 TABLET,DELAY days)
CAPSULE,DELA days) ED RELEASE
YED (DR/EC) 20 MG
RELEASE(DR/EC PROTONIX 3 MO
) 15 MG ORAL
PREVACID 3 MO TABLET,DELAY
ORAL ED RELEASE
CAPSULE,DELA (DR/EC) 40 MG
YED PYLERA 3 MO; QL
RELEASE(DR/EC (120 per 30
)30 MG days)
PREVACID 3 MO; QL rabeprazole oral 1 MO
SOLUTAB ORAL (30 per 30 tablet,delayed
TABLET,DISINT days) release (drlec)
EGRAT, DELAY sucralfate 1 MO
REL 15 MG TALICIA 3 MO:QL
PREVACID 3 MO (168 per 28
SOLUTAB ORAL days)
TABLET,DISINT ZEGERID ORAL 4 MO; QL
EGRAT, DELAY
REL 30 MG CAPSULE 20-1.1 (30 per 30

MG-GRAM days)
PRILOSEC ORAL 3 MO; QL ZEGERID ORAL 4 MO
SUSP,DELAYED (120 per 30
CAPSULE 40-1.1

RELEASE FOR days) MG-GRAM
RECON 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
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ZEGERID ORAL 4  MO:;QL ARANESP (IN 4  PA;MO
PACKET 20-1,680 (30 per 30 POLYSORBATE)
MG days) INJECTION
ZEGERID ORAL 4 MO SYRINGE 100
PACKET 40-1,680 MCG/0.5 ML, 150
MG MCG/0.3 ML, 200
MCG/0.4 ML, 300
IMMUNOLO MCG/0.6 ML, 500
GY, MCG/ML, 60
VACCINES / MCG/0.3 ML
BIOTECHNO ARCALYST 4  PA;MO
LOGY AVONEX 4  PA;MO;
INTRAMUSCUL QL (4 per
BIOTECHNOLO AR PEN 28 days)
GY DRUGS INJECTOR KIT
ACTIMMUNE 4  PA;MO AVONEX 4  PA;MO;
ARANESP (IN 4 PA; MO INTRAMUSCUL QL (4 per
POLYSORBATE) AR SYRINGE 28 days)
INJECTION KIT
SOLUTION 100 BETASERON 4  PA;MO;
MCG/ML, 200 SUBCUTANEOU QL (14 per
MCG/ML, 300 S KIT 28 days)
MCG/ML, 60 EGRIFTA 4  PA;MO
MCG/ML SUBCUTANEOU
ARANESP (IN 3 PA;MO S RECON SOLN 1
POLYSORBATE) MG
INJECTION EGRIFTA SV 4  PA;MO
SOLUTION 25 EPOGEN 3 PA;MO
MCG/ML, 40
MCG/ML INJECTION
SOLUTION 2,000
ARANESP (IN 3 PA; MO UNIT/ML, 20,000
POLYSORBATE) UNIT/2 ML, 3,000
INJECTION UNIT/ML, 4,000
SYRINGE 10 UNIT/ML

MCG/0.4 ML, 25
MCG/0.42 ML, 40
MCG/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
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EPOGEN PA; MO NEULASTA 4 PA; MO
INJECTION SUBCUTANEOU
SOLUTION 20,000 S SYRINGE
UNIT/ML NEUPOGEN 4  PA;MO
EXTAVIA PA; MO; NIVESTYM 4  PA;MO
EIIJ(%UTANEOU %Ld(; Ss)per NORDITROPIN 4  PA;MO
y FLEXPRO
FULPHILA PA; MO NUTROPIN AQ 4 PA; MO
GENOTROPIN PA; MO NUSPIN
GENOTROPIN PA; MO OMNITROPE 4  PA; MO
MINIQUICK PEGASYS 4 QL (2per
SUBCUTANEOU
PROCLICK 28 days)
S SYRINGE 0.2
MG/0.25 ML SUBCUTANEOU
i S PEN INJECTOR
GENOTROPIN PA; MO 180 MCG/0.5 ML
MINIQUICK PEGASYS 4 MO:; QL (4
SUBCUTANEOU
SUBCUTANEOU per 28 days)
S SYRINGE 0.4 S SOLUTION
MG/0.25 ML, 0.6
MG/0.25 ML, 0.8 PEGASYS 4 MO:; QL (2
MG/0.25 ML, 1 SUBCUTANEOU per 28 days)
MG/0.25 ML, 1.2 S SYRINGE
MG/0.25ML, 1.4 PLEGRIDY 4 PA; MO;
MG/0.25 ML, 1.6 SUBCUTANEOU QL (1 per
MG/0.25 ML, 1.8 S PEN INJECTOR 28 days)
MG/0.25 ML, 2 125 MCG/0.5 ML
MG/0.25 ML PLEGRIDY 4  PA;MO;
GRANIX PA; MO SUBCUTANEOU QL (1 per
HUMATROPE PA: MO S PEN INJECTOR 180 days)
INJECTION 63 MCG/0.5 ML-
INTRON A PA; MO PLEGRIDY 4 PA; MO;
INJECTION SUBCUTANEOU QL (1 per
LEUKINE PA; MO &%‘g}giﬁlzs 28 days)
INJECTION i
RECON SOLN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You 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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PLEGRIDY 4  PA:;MO; RETACRIT 2 PA: MO
SUBCUTANEOU QL (1 per INJECTION
S SYRINGE 63 180 days) SOLUTION 10,000
MCG/0.5 ML- 94 UNIT/ML, 2,000
MCG/0.5 ML UNIT/ML, 3,000
PROCRIT 2 PA; MO UNIT/ML, 4,000
INJECTION UNIT/ML
SOLUTION 10,000 RETACRIT 4  PA;MO
UNIT/ML, 2,000 INJECTION
UNIT/ML, 3,000 SOLUTION 40,000
UNIT/ML, 4,000 UNIT/ML
UNIT/ML SAIZEN 4  PA;MO
PROCRIT 4 PA; MO SAIZEN 4 PA; MO
INJECTION SAIZENPREP
SOLUTION 20,000 SEROSTIM 4 PA:MO
UNIT/ML, 40,000
UNTT/ML SUBCUTANEOU
S RECON SOLN 4
REBIF (WITH 4  PA:MO; MG. 5 MG, 6 MG
ALBUMIN) %Ld(: IS’)er SYLATRON 4  PA:MO
y SUBCUTANEOU
REBIF 4 PA; MO; S KIT 200 MCG,
REBIDOSE QL (6 per 300 MCG
SUBCUTANEOU 28 days) :
S PEN INJECTOR UDENYCA 4  PA;MO
22 MCG/0.5 ML, ZARXIO 4 PA; MO
44 MCG/0.5 ML ZIEXTENZO 4  PA;MO
REBIF 4  PA:MO; ZOMACTON 4  PA; MO
REBIDOSE QL (4.2 per SUBCUTANEOU
SUBCUTANEOU 180 days) S RECON SOLN
S PEN INJECTOR 10 MG
8.8MCG/0.2ML-22 7ZOMACTON 3 PA: MO
MCG/0.5ML (6) SUBCUTANEOU
REBIF 4  PA;MO; S RECON SOLN 5
TITRATION QL (4.2 per MG
PACK 180 days) ZORBTIVE 4 PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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VACCINES / GAMMAKED 4 PA; MO
MISCELLANEO INJECTION
us SOLUTION 1
IMMUNOLOGI GRAM/10 ML (10
CALS 7o)
GAMMAPLEX 4 PA; MO
ACTHIB (PF) 2 MO GAMMAPLEX 4 PAT MO
ADACEL(TDAP 2 MO (WITH ’
ADOLESN/ADUL
T/PF) SORBITOL)
AMUNEX-C 4 PA; MO
BCG VACCINE, 2 MO S\UECTION ’
LIVE (PF) SOLUTION I
BEXSERO 2 MO GRAM/10 ML (10
BIVIGAM 4 PA; MO %)
BOOSTRIX TDAP 2 MO GARDASIL 9 (PF) MO
DAPTACEL 2 MO GRASTEK PA; MO
(DTAP HAVRIX (PF) MO
PEDIATRIC) (PF) INTRAMUSCUL
ENGERIX-B (PF) 2 PA; MO AR SUSPENSION
INTRAMUSCUL 1,440 ELISA
AR SYRINGE UNIT/ML
ENGERIX-B 2 PA; MO HAVRIX (PF) 2 MO
PEDIATRIC (PF) INTRAMUSCUL
INTRAMUSCUL AR SYRINGE
AR SYRINGE HIBERIX (PF) 2 MO
FLEBOGAMMA 4 PA;MO IMOVAX RABIES 2 MO
DIF VACCINE (PF)
TN NEANRIX 2o
° (DTAP) (PF)
GAMMAGARD 4 PA; MO INTRAMUSCUL
LIQUID AR SUSPENSION
GAMMAGARD 4 PA; MO IPOL 2 MO
S-D (IGA < 1
IXIARO (PF 2 MO
MCG/ML) (PF)
KINRIX (PF) 2
INTRAMUSCUL
AR SUSPENSION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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KINRIX (PF) 2 MO RECOMBIVAX 2 PA; MO
INTRAMUSCUL HB (PF)
AR SYRINGE INTRAMUSCUL
MENACTRA (PF) 2 MO AR SYRINGE 10
INTRAMUSCUL MCG/ML
AR SOLUTION RECOMBIVAX 2 PA
MENVEO A-C-Y- 2 MO HB (PF)
W-135-DIP (PF) INTRAMUSCUL
AR SYRINGE 5
M-M-R II (PF) 2 MO MCGI0.5 ML
OCTAGAM 4 PA; MO ROTARIX 5
ODACTRA 2 PA; MO ROTATEQ 5 MO
ORALAIR 3 PA; MO VACCINE
SUBLINGUAL
TABLET 300 SHINGRIX (PF) 2 MO
INDX TDVAX 2 MO
REACTIVITY TENIVAC (PF) 2 MO
PANZYGA 4 PA;MO INTRAMUSCUL
PEDIARIX (P) : MO ?IIE{TSII;II{IIJI;I?)?PH 2 MO
ZPF]?VAX HIB 2 MO THERIA TOX
PED(PF)
PRIVIGEN 4 PA; MO TRUMENBA 5 MO
PROQUAD (PF) - MO TWINRIX (PF) 2 MO
QUADRACEL 2 MO INTRAMUSCUL
(PF) AR SYRINGE
RABAVERT (PF) 2 MO TYPHIM VI 9
RAGWITEK 2 MO INTRAMUSCUL
RECOMBIVAX 2 PA;MO AR SOLUTION
HB (PF) TYPHIM VI 2 MO
INTRAMUSCUL INTRAMUSCUL
AR SUSPENSION AR SYRINGE
10 MCG/ML, 40 VAQTA (PF) P MO
MCGML VARIVAX (PF) 2 MO
VARIZIG 2 MO
INTRAMUSCUL
AR SOLUTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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YF-VAX (PF) 2 MO alendronate oral | MO; QL
ZOSTAVAX (PF) 9 MO tablet 10 mg (30 per 30
days)
MUSCULOSK
ELETAL / alendronate oral 1 MO:; QL (4
tablet 35 mg, 70 mg per 28 days)
RHEUMATO ATELVIA 3 ST; MO;
LOGY QL (4 per
GOUT 28 days)
QL (4 per
allopurinol 1 MO 28 days)
COLCHICINE 3 ST; MO BONIVA ORAL 3 ST; MO;
ORAL CAPSULE QL (1 per
colchicine oral | MO 30 days)
tablet EVENITY 4  PA;MO;
COLCRYS 3 ST; MO SUBCUTANEOU QL (2.34
febuxostat | MO gli){ARég?fML ( per 30 days)
GLOPERBA S ST 105MG/1.17TMLX2
MITIGARE 2 MO )
probenecid 1 MO EVISTA 3 MO
probenecid- 1 MO FORTEO 4  PA;MO;
colchicine QL (2.4 per
ULORIC MO 28 days)
ZYLOPRIM MO FOSAMAX 3 ST; MO:;
S THERAPY 70 MG 28 days)
: ' FOSAMAX PLUS 3 ST; MO;
ACTONEL ORAL 3 ST; MO:; D QL (4 per
TABLET 150 MG QL (1 per 28d
30 days) ays)
ibandronate oral 1 MO; QL (1
TABLET 35 MG QL (4 per
PROLIA 2 PA; MO;
28 days)

. QL (1 per
alendronate oral 1 MO; QL 180 days)
solution (1286 per -

30 days) raloxifene 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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risedronate oral MO; QL (1 ENBREL MINI 4 PA; MO;
tablet 150 mg per 30 days) QL (8 per
risedronate oral MO; QL (4 28 days)
tablet 35 mg, 35 mg per 28 days) ENBREL 4 PA; MO;
(12 pack), 35 mg (4 SUBCUTANEOU QL (16 per
pack) S RECON SOLN 28 days)
risedronate oral MO; QL ENBREL 4 PA; MO;
tablet 5 mg (30 per 30 SUBCUTANEOU QL (8 per
days) S SYRINGE 28 days)
risedronate oral MO:; QL (4 ENBREL 4 PA; MO;
tablet,delayed per 28 days) SURECLICK QL (8 per
release (drlec) 28 days)
TERIPARATIDE PA; MO; HUMIRA PEN 4 PA; MO;
QL (2.48 QL (4 per
per 28 days) 28 days)
TYMLOS PA; MO; HUMIRA PEN 4 PA; MO;
QL (1.56 CROHNS-UC-HS QL (6 per
per 30 days) START 180 days)
OTHER HUMIRA PEN 4 PA; MO;
RHEUMATOLO PSOR-UVEITS- QL (4 per
GICALS ADOL HS 180 days)
ACTEMRA PA; MO; HUMIRA 4 PAMO;
ACTPEN QL (3.6 per SUBCUTANEOU QL (2 per
28 da 's) S SYRINGE KIT 28 days)
Y 10 MG/0.2 ML, 20
gggglhj/[ll‘{:NEOU Pi; 1;/? ; MG/0.4 ML
S Ss d(ay's)per HUMIRA 4 PA; MO;
SUBCUTANEOU QL (4 per
ARAVA MO; QL S SYRINGE KIT 28 days)
830 per 30 40 MG/0.8 ML
ays) HUMIRA(CF) 4 PA; MO;
BENLYSTA PA; MO PEDI CROHNS QL (3 per
SUBCUTANEOU STARTER 180 days)
S SUBCUTANEOU
CUPRIMINE PA; MO S SYRINGE KIT
DEPEN PA: MO 80 MG/0.8 ML
TITRATABS

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HUMIRA(CF) 4  PA; MO:; OLUMIANT 4  PA; MO:;
PEDI CROHNS QL (2 per QL (30 per
STARTER 180 days) 30 days)
SUBCUTANEOU ORENCIA 4  PA;MO;
S SYRINGE KIT CLICKJECT QL (4 per
80 MG/0.8 ML-40 28 days)
MG/0.4 ML ORENCIA 4  PA; MO:;
HUMIRA(CF) 4 PA;MO; SUBCUTANEOU QL (4 per
PEN CROHNS- QL (3 per S SYRINGE 125 28 days)
UC-HS 180 days) MG/ML
HUMIRA(CF) 4 PA; MO; ORENCIA 4 PA; MO;
PEN PSOR-UV- QL (3 per SUBCUTANEOU QL (1.6 per
ADOL HS 180 days) S SYRINGE 50 28 days)
HUMIRA(CF) 4  PA;MO; MG/0.4 ML
SUBCUTANEOU QL (4 per ORENCIA 4 PA; MO:;
S PEN INJECTOR 28 days) SUBCUTANEOU QL (2.8 per
KIT 40 MG/0.4 S SYRINGE 87.5 28 days)
ML MG/0.7 ML
HUMIRA(CF) 4 PA; MO; OTEZLA 4 PA: MO:
SUBCUTANEOU QL (2 per QL (60 per
S SYRINGE KIT 28 days) 30 days)
11\2 éﬁ?ﬁ/}ﬁ\“’ 20 OTEZLA 4 PA; MO;

; STARTER ORAL QL (55 per
HUMIRA(CF) 4  PA;MO; TABLETS,DOSE 28 days)
SUBCUTANEOU QL (4 per PACK 10 MG (4)-

S SYRINGE KIT 28 days) 20 MG (4)-30 MG

40 MG/0.4 ML (47)

KEVZARA 4 PA;MO; OTREXUP (PF) 3 MO
QL (2.28 SUBCUTANEOU
per 28 days) S AUTO-

KINERET 4  PA; MO:; INJECTOR 10
QL (20.1 MG/0.4 ML, 12.5
per 30 days) MG/0.4 ML, 15

leflunomide 1 MO; QL MG/0.4 ML, 17.5
(30 per 30 MG/0.4 ML, 20
days) MG/0.4 ML, 22.5

MG/0.4 ML, 25
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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penicillamine 4 PA; MO SIMPONI 4 PA; MO;
RASUVO (PF) 3 MO SUBCUTANEOU QL (0.5 per
SUBCUTANEOU S SYRINGE 50 28 days)
S AUTO- MG/0.5 ML
INJECTOR 10 XELJANZ 4  PA;MO;
MG/0.2 ML, 12.5 QL (60 per
MG/0.25 ML, 15 30 days)
MG/0.3 ML, 17.5 XELJANZ XR 4  PA; MO;
MGJ/0.35 ML, 20 QL (30 per
MGRAML 225
MG/0.5 ML. 30 OBSTETRICS
MG/0.6 ML, 7.5 /
MG/0.15 ML GYNECOLOG
RIDAURA 4 MO A%
RINVOQ 4 g’;f (%O?er ESTROGENS |/

0 days)p PROGESTINS
SAVELLA ORAL 2 MO;QL ACTIVELLA 3 PA/MO
TABLET (60 per 30 ORAL TABLET 1-
days) 0.5 MG
SAVELLA ORAL 2 MO; QL ALORA 3 PA; MO;
TABLETS,DOSE (55 per 30 QL (8 per
PACK days) 28 days)
SIMPONI 4  PA;MO; amabelz 1 PA;MO
SUBCUTANEOU QL (3 per ANGELIQ 3 PA;MO
fof(’)El\TémECTOR 28 days) AYGESTIN 3 MO
BIJUVA 3 PA;MO

SIMPONI 4  PA;MO; ; o
SUBCUTANEOU QL (0.5 per camida
S PEN INJECTOR 28 days) CLIMARA 3 PA;MO;
50 MG/0.5 ML QL (4 per
SIMPONI 4 PA;MO; 28 days)
SUBCUTANEOU QL (3 per CLIMARA PRO 3 PA;MO
S SYRINGE 100 28 days) COMBIPATCH 3 PA;MO
MG/ML

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

This drug list was updated in August 2020
101


http://express-scripts.com

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

CRINONE 3 MO estradiol 1 PA; MO;
VAGINAL GEL 4 transdermal patch QL (4 per
% weekly 28 days)
CRINONE 3 PA; MO estradiol vaginal | MO
VAGINAL GEL 8 estradiol valerate 1 MO
o intramuscular oil 20
deblitane 1 MO mgliml, 40 mglml
DELESTROGEN 3 MO estradiol- 1 PA; MO
DEPO- MO norethindrone acet
ESTRADIOL ESTRING 2 MO
DEPO-PROVERA 3 MO ESTROGEL 3 MO; QL
INTRAMUSCUL (50 per 30
AR SUSPENSION days)
DEPO-SUBQ 3 MO EVAMIST 3 PA; MO;
PROVERA 104 QL (16.2
DIVIGEL 3 PA;MO: per 30 days)
TRANSDERMAL QL (30 per FEMHRT LOW 3 PA; MO
GEL IN PACKET 30 days) DOSE
3 MG/GRAM (0.1 FEMRING 3 MO
%) : fyavoly 1 PA; MO
dotti : g‘i’ (1%42} IMVEXXY 3 MO

52 da IS’) MAINTENANCE

y PACK

DUAVEE 2 MO IMVEXXY 3 MO
ELESTRIN 3 PA; MO; STARTER PACK

%L d(asyzs)p cr incassia 1 MO
orrin 1 MO Jjinteli 1 PA; MO
ESTRACE ORAL 3 PA;MO é"f(’ﬁe’fq‘éoml tablet I PAMO
ESTRACE MO ; ; . MO
VAGINAL r=d
estradiol oral 1 PA; MO Zaedroxy progesteron ! MO
estradiol 1 PA; MO;
transdermal patch QL (8 per
semiweekly 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MENEST ORAL 2 PA; MO VIVELLE-DOT 3 PA; MO;
TABLET 0.3 MG, QL (8 per
0.625 MG, 1.25 28 days)
MG yuvafem | MO
MENOSTAR 3 g/i; (1;40; MISCELLANEO
bet US OB/GYN
28 days)
mimvey 1 PA; MO ANNOVERA MO
MINIVELLE 3 PA;MO; C/IgEOCIIAN MO
QL (8 per VAGINAL
28 days) clindamycin 1 MO
nora-be 1 MO phosphate vaginal
norethindrone 1 MO CLINDESSE 3 MO
(contraceptive) eluryng 1 MO
norethindrone 1 MO etonogestrel-ethinyl 1 MO
acetate estradiol
norethindrone ac- 1 PA; MO GYNAZOLE-1 3 MO
eth estradiol oral INTRAROSA 3 MO
tablet 0.5-2.5 mg- LUPANETA 4 PA: MO
mcg, 1-5 mg-mcg PACK (1
PREFEST 3 PA; MO MONTH)
PREMARIN 2 MO LUPANETA 4 PA; MO
ORAL PACK (3
PREMARIN 2 MO MONTH)
VAGINAL LYSTEDA 3 MO
PREMPHASE 2 MO metronidazole 1 MO
PREMPRO 2 MO vaginal
progesterone 1 MO miconazole-3 | MO
micronized vaginal suppository
PROMETRIUM 3 MO NUVARING 3 MO
PROVERA 3 MO ORIAHNN 4 PA
sharobel 1 MO OSPHENA 3 MO
VAGIFEM 3 MO terconazole 1 MO
tranexamic acid 1 MO

oral

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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vandazole 1 MO drospirenone- 1 MO
xulane 1 MO e.estradiol-lm.fa
oral tablet 3-0.02-
ORAL 0.451 mg (24) (4)
CONTRACEPTI drospi hinvl 1 MO
VES | RELATED Crospenoneseiiny
AGENTS
emoquette 1 MO
altavera (28) 1 MO enpresse 1 MO
alyacen 1135 (28) | MO enskyce 1 MO
ame.th a 1 MO estarylla 1 MO
aprt ! MO ethynodiol diac-eth 1
aranelle (28) 1 MO estradiol
ashlyna 1 MO falmina (28) 1 MO
aubra eq 1 MO fayosim 1 MO
aviane 1 MO femynor 1 MO
BALCOLTRA 3 MO GENERESS FE 3 MO
balziva (28) 1 MO gianvi (28) 1 MO
BEYAZ 3 MO hailey 24 fe 1 MO
blisovi 24 fe 1 MO introvale 1 MO
blisovi fe 1.5/30 1 MO isibloom 1 MO
(2?) Jasmiel (28) 1 MO
briellyn [ i ﬁg Juleber 1 MO
camrese 1o junel 1.5/30 (21) 1 MO
caziant (28) i MO Junel 1120 (21) 1 MO
cryselle (28) i MO Junel fe 1.5130 (28) 1 MO
Cycjaf em 17 ;;57( 2288) i ﬁg Junel fe 1120 (28) I MO
cye cgem (28) | MO Jjunel fe 24 1 MO
i[y reaeq | MO kaitlib fe 1 MO
esog- ;
e.estradiolle.estradi kariva (28) : MO
ol kelnor 1135 (28) | MO
kelnor 1-50 1 MO
kurvelo (28) | MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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[ norgestle.estradiol- | MO microgestin 1.5/30 | MO
e.estrad (21)
larin 1.5/30 (21) | MO microgestin 1/20 | MO
larin 1/120 (21) 1 MO (21)
larin fe 1.5/30 (28) 1 MO microgestin fe 1 MO
larin fe 1120 (28) 1 MO 1.3130 (28)

— microgestin fe 1/20 1 MO
larissia 1 MO (28)
layolis fe 1 MO il 1 MO
leena 28 - MO MINASTRIN 24 3 MO
lessina 1 MO FE
levonest (28) I MO NATAZIA 3 MO
levqnorgestrel— 1 MO necon 0.5/35 (28) 1 MO
ethinyl estrad nikki (28) 1 MO
ii;OZ;;i-eth estrad 1 MO noreth-ethinyl 1 MO
; P estradiol-iron
evora-28 ! MO norethindrone ac- 1 MO
LO LOESTRIN 3 MO eth estradiol oral
FE tablet 1-20 mg-mcg
(21) e.estradiol-iron oral
LOESTRIN 1/20 3 MO tablet,chewable
(21) norgestimate-ethinyl 1 MO
LOESTRIN FE 3 MO estradiol
1.5/30 (28-DAY) nortrel 0.5/35 (28) 1 MO
LOESTRIN FE 3 MO nortrel 1135 (21) 1 MO
1/20 (28-DAY) nortrel 1/35 (28) 1 MO
loryna (28) S MO nortrel 71717 (28) I MO
LOSEASONIQUE 3 MO ocelld 1 MO
low-ogestrel (28) 1 MO orsythia 1 MO
luterc'z (28) 1 MO pimtrea (28) 1 MO
marlissa (28) ! MO pirmella oral tablet 1 MO
melodetta 24 fe 1 MO 1-35 mg-mcg
mibelas 24 fe 1 MO portia 28 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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previfem 1 MO YAZ (28) 3 MO
QUARTETTE 3 MO zarah 1 MO
reclipsen (28) 1 MO zovia 1/35e (28) 1 MO
rivelsa 1 MO OPHTHALM
SAFYRAL 3 MO OLOGY
SEASONIQUE 3 MO ANTIBIOTICS
setlakin 1 MO
SLYND N o AZASITE 2 MO
sprintec (28) 1 MO SZZZZ;;;ZC (eye) ! MO
STOnyx i MO bacitracin- 1 MO
syeda 1 MO polymyxin b
tarina 24 fe 1 MO ophthalmic (eye)
tarina fe 1-20 eq 1 MO BESIVANCE 2 MO
(28) CILOXAN 3 MO
tri-estarylla 1 MO ciprofloxacin hel 1 MO
tri-legest fe 1 MO ophthalmic (eye)
tri-lo-estarylla 1 MO erythromycin 1 MO
tri-lo-sprintec 1 MO ophthalmic (eye)
tri-mili 1 MO gatifloxacin 1 MO
tri-previfem (28) 1 MO gentak qphthalmic 1 MO
tri-sprintec (28) 1 MO (eye) Ofn'lmenl :
e (251w s e S,
tri-vylibra 1 MO drops days)
tri-vylibra lo 1 MO levofloxacin 1 MO
tydemy 1 MO ophthalmic (eye)
velivet triphasic 1 MO MOXEZA 3 MO
regimen (28) moxifloxacin 1 MO
vienva 1 MO ophthalmic (eye)
vyfemla (28) 1 MO drops
yylibra 1 MO NATACYN 2 MO
wymzya fe 1 MO neomycin- 1 MO
YASMIN (28) 3 MO 2 ‘O’Zf; ‘;(;Zq

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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neomycin- 1 MO
polymyxin-
gramicidin
OCUFLOX 3 MO
ofloxacin 1 MO ALOCRIL 3 ST; MO
ophthalmic (eye) ALOMIDE 3 ST;MO
P qu myxin b sulf- ! MO atropine ophthalmic 1 MO
trimethoprim (eye) drops
POLYTR.IM . MO azelastine 1 MO
tobramycin 1 MO ophthalmic (eye)
TOBREX 3 MO BEPREVE 3 ST; MO
VIGAMOX 3 MO BLEPH-10 3 MO
ZYMAXID 3 MO BLEPHAMIDE 3 MO
trifluridine 1 MO S.0.P.
ZIRGAN 3 MO CEQUA 3 MO:QL
(60 per 30
cromolyn 1 MO
betaxolol 1 MO ophthalmic (eye)
ophthalmic (eye) CYSTARAN 4 PA;MO
BETIMOL 3 MO epinastine 1 MO
carteolol 1 MO CARPINE
ISTALOL 3 MO LACRISERT MO
levobunolol 1 MO LASTACAFT ST, MO
ophthalmic (eye) olopatadine MO
0
drops 0.5 %% ophthalmic (eye)
timolol maleate 1 MO OXERVATE 4 PA: MO
ophthalmic (eye) PAZEO 5 M(;
TIMOPTIC 3 MO
OCUDOSE (PF) T OSPHOLINE S MO
TIMOPTIC-XE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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pilocarpine hcl 1 MO PROLENSA 2 MO
ophthalmic (eye)
drops 1%, 2 %, 4 %
RESTASIS 2 MO; QL
(60 per 30 ‘
days) acetazolamide 1 MO
RESTASIS > MO; QL methazolamide 1 MO
MULTIDOSE (5.5 per 30
days)
sulfacetamide 1 MO
s(oditjm ophthalmic AZOPT 3 MO
eye .
- bimatoprost 1 MO
sulfac.etamlde- 1 MO ophthalmic (eye)
prednisolone
COMBIGAN 2 MO
XIIDRA 3 MO; QL
(60 per 30 COSOPT 3 MO
days) COSOPT (PF) 3 MO
ZERVIATE 3 ST; MO dorzolamide 1 MO
dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
(pf) ophthalmic
(eye) dropperette
latanoprost 1 MO
ACULAR 3 MO LUMIGQN 2 MO
OPHTHALMIC
ACULAR LS 3 MO (EYE) DROPS
bromfenac 1 MO 0.01 %
BROMSITE 2 MO RHOPRESSA 2 MO
diclofenac sodium 1 MO ROCKLATAN ) MO
P hZf“lm’C (ey;_) SIMBRINZA 3 MO
flurbiprofen sodium 1 MO TRAVATAN Z 3 ST: MO
ILEVRO 2 MO
. ; i travoprost 1 MO
clorotac. MO TRUSOPT 3 MO
ophthalmic (eye)
NEVANAC N o VYZULTA 3 ST:MO
XALATAN 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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XELPROS 3 ST; MO dexamethasone 1 MO
ZIOPTAN (PF) 3 ST; MO SOC}lliL;lmlpf{OSPhale
STEROID- ophthalmic (eye)
ANTIBIOTIC DUREZOL S VO
COMBINATION FLAREX 3 MO
S fluorometholone 1 MO
MAXITROL 3 MO FML FORTE 3 MO
neomycin- 1 MO FML LIQUIFILM 3 MO
bacitracin-poly-hc FML S.O.P. 3 MO
neomycin- 1 MO INVELTYS 3 MO
polymyxin b- LOTEMAX 2 MO
dexameth OPHTHALMIC
neomycin- 1 MO (EYE)
polymyxin-hc DROPS,GEL
ophthalmic (eye) LOTEMAX 3 MO
PRED-G 3 MO OPHTHALMIC
PRED-G S.O.P. 3 MO (EYE)
TOBRADEX 3 MO ?OI;IOPS’SUSPENS
OPHTHALMIC
(EYE) LOTEMAX 2 MO
DROPS,SUSPENS OPHTHALMIC
ION (EYE)
TOBRADEX 2 MO OINTMENT
OPHTHALMIC LOTEMAX SM 2 MO
(EYE) loteprednol 1 MO
OINTMENT etabonate
TOBRADEX ST 3 MO MAXIDEX 3 MO
tobramycin- 1 MO PRED FORTE 3 MO
dexamethasone PRED MILD 3 MO
ZYLET 3 MO prednisolone acetate 1 MO
STEROIDS prednisolone sodium 1 MO
ALREX 3  ST;MO phosphate

ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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SYMPATHOMI desloratadine 1 MO; QL
METICS (30 per 30

d
ALPHAGAN P 2 MO ays)
OPHTHALMIC EPINEPHRINE 3 MO; QL (2
(EYE) DROPS 0.1 INJECTION per 30 days)
o, AUTO-
INJECTOR 0.15

ALPHAGAN P 3 MO MG/0.15 ML. 0.3
OPHTHALMIC o NOT MADE
(EYE) DROPS BY MYLAN
0.15 %

10 » 1 MO epinephrine injection 1 MO; QL (2
apracionidine auto-injector 0.15 per 30 days)
brimonidine 1 MO mgl0.3 ml, 0.3
IOPIDINE 3 MO mgl0.3 ml
OPHTHALMIC (manufactured by
(EYE) mylan specialty)

DROPPERETTE EPIPEN 2-PAK 3 MO; QL (2
RESPIRATOR per 30 days)
Y AND EPIPEN JR 2-PAK 3 MO; QL (2
ALLERGY per 50 days)
hydroxyzine hcl oral 1 PA; MO
ANTIHISTAMI tablet
NE/ levocetirizine oral 1 MO
NIC AGENTS levocetirizine oral 1 MO; QL
AUVI-Q 4 MO; QL (2 tablet (30 per 30
per 30 days) days)
cetirizine oral 1 MO promethazine oral 1 PA; MO
solution 1 mglml SEMPREX-D MO
CLARINEX 3 MO; QL SYMIJEPI MO; QL (2
ORAL TABLET (30 per 30 per 30 days)
days) PULMONARY
CLARINEX-D 12 3 MO; QL AGENTS
HOUR (60 per 30
days) ACCOLATE 3 MO
acetylcysteine PA; MO

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

QL (60 per oral

30 days) ALVESCO 3 MO; QL
ADEMPAS 4 PA; MO; INHALATION (12.2 per 30

LA HFA AEROSOL days)
ADVAIR DISKUS 2  MO:;QL INHALER 160

(60 per 30 MCG/ACTUATIO

days) N
ADVAIR HFA 2 MO;QL ALVESCO 3 MO;QL

(12 per 30 INHALATION (6.1 per 30

days) HFA AEROSOL days)
AIRDUO ;. moaL MCGIACTUATIO
RESPICLICK (60 per 30 N

days)
albuterol sulfate 1 MO; QL alyq g PA; MO;
. . QL (60 per
inhalation hfa (17 per 30 30 days)
aerosol inhaler 90 days) y
meglactuation ambrisentan 4 PA; MO:;
albuterol sulfate 1 MO; QL LA
inhalation hfa (13.4 per 30 ANORO 2 MO; QL
aerosol inhaler 90 days) ELLIPTA (60 per 30
mcglactuation days)
(nda020503) ARCAPTA 3 MO; QL
ALBUTEROL 3 ST; MO:; NEOHALER (30 per 30
SULFATE QL (36 per days)
INHALATION 30 days) ARNUITY 2  MO:;QL
HFA AEROSOL ELLIPTA (30 per 30
INHALER 90 days)
MCG/ACTUATIO ASMANEX HFA 2 MO:;QL
N (NDA020983) (13 per 30
albuterol sulfate 1 PA; MO days)

inhalation solution
for nebulization 0.63
mgl3 ml, 1.25 mg/3
ml, 2.5 mg I3 ml
(0.083 %), 2.5
mgl0.5 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ASMANEX 2 MO; QL (1 bosentan 4 PA; MO;
TWISTHALER per 30 days) LA
INHALATION BREO ELLIPTA 2  MO;QL
?CE)\I)‘V%SQDL (60 per 30
days)
i%l"?‘?\;rfTED 110 BROVANA 3 PA; MO
MCG/ budesonide 1 PA; MO;
ACTUATION inhalation QL (120 per
(30), 220 MCG/ suspension for 30 days)
ACTUATION nebulization 0.25
(30), 220 MCG/ mgl2 ml, 0.5 mg/2
ACTUATION (60) ml
ASMANEX % MO:; QL (2 budesonide 1 PA; MO;
TWISTHALER per 30 days) inhalation QL (60 per
INHALATION suspension for 30 days)
AEROSOL nebulization 1 mg/2
POWDR ml
BREATH BUDESONIDE- 3 MO; QL
ACTIVATED 220 FORMOTEROL (10.2 per 30
MCG/ days)
ACTUATION CINRYZE 4  PA;MO
(120) COMBIVENT 2 MO; QL (8
ATROVENT HFA 2 1\;[5()’ QL RESPIMAT per 30 days)
Eiay'sg) per 30 cromolyn inhalation 1 PA; MO
DALIRESP ORAL 3 PA; MO;
azelastine- | MO; QL ’ ’
fluticasone (23 per 30 TABLET 250 QL (30 per
days) MCG 30 days)
: DALIRESP ORAL 3 PA; MO
BECONASE AQ 3 ?;[(?I; e(3]50 TABLET 500
days) MCG
BERINERT 4 PA; MO E;&I;kig g glI:’ 1\1/10’
INTRAVENOUS (1 per
KIT 30 days)
BEVESPI 3 ST; MO; DULERA 2 ?g) ; QI§0
AEROSPHERE QL (10.7 q p)er
per 30 days) ays

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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DYMISTA 3 MO; QL FLOVENT HFA 2 MO; QL
(23 per 30 AEROSOL (12 per 30
days) INHALER 110 days)
ESBRIET ORAL 4  PA; MO; MCG/ACTUATIO
CAPSULE QL (270 per N
30 days) FLOVENT HFA 2 MO;QL
ESBRIET ORAL 4  PA;MO; AEROSOL (24 per 30
TABLET 267 MG QL (270 per INHALER 220 days)
30 days) MCG/ACTUATIO
ESBRIET ORAL 4 PA; MO; N
TABLET 801 MG QL (90 per FLOVENT HFA 2 MO;QL
30 days) AEROSOL (10.6 per 30
) ) INHALER 44 days)
FASENRA 4 1())1}‘:, (1;/[;2} MCG/ACTUATIO
28 days) N
FASENRA PEN 4 PA:- MO: flunisolide nasal 1 MO; QL
QL, (1 e,r spray,non-aerosol (50 per 30
59 dayIs)) 25 meg (0.025 %) days)
FIRAZYR 4 PA- MO fluticasone 1 MO; QL
’ propionate nasal (16 per 30
FLé)VENT 2 MO; QL days)
%ngiSATION fffyger 30 FLUTICASONE 3 MO;QL
BLISTER WITH PROPION- (60 per 30
DEVICE 100 SALMETEROL days)
INHALATION
11\\1/1(;5(0}/ACTUATIO AEROSOL
’ POWDR
1I:I/ICG/ACTUATIO BREATH
ACTIVATED
E)Ifé)g[];:SN T 2 g‘%}g?.’)o FLUTICASONE 3 ST; MO;
INHALATION days) PROPION- QL (60 per
BLISTER WITH SALMETEROL 30 days)
DEVICE 250 INHALATION
BLISTER WITH
1I:I/ICG/ACTUATIO DEVICE
HAEGARDA 4 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
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icatibant 4 PA; MO NASONEX 3 MO; QL
INCRUSE 2 MO; QL (34 per 30
ELLIPTA (30 per 30 days)
days) NUCALA 4 PA; MO;
ipratropium 1 PA; MO LA; QL3
bromide inhalation per 28 days)
ipratropium- 1 PA; MO OFEV 4 PA; MO;
albuterol QL (60 per
KALBITOR 4 MO 30 days)
KALYDECO 4 PA;MO; OMNARIS : ?fzoé &€
ORAL QL (56 per " -S)p
GRANULES IN 28 days) y
PACKET OPSUMIT 4 PA; MO;
KALYDECO 4 PA; MO; LA
ORAL TABLET QL (60 per ORKAMBI ORAL 4  PA;MO;
30 days) GRANULES IN QL (56 per
LETAIRIS 4  PA; MO; PACKET 28 days)
LA ORKAMBI ORAL 4 PA; MO;
levalbuterol hcl 1 PA; MO TABLET %Ld(al;s per
LEVALBUTERO 3 ST; MO; '
L TARTRATE QL (30 per PERFOROMIST 2 PA; MO
30 days) PROAIR 3 ST; MO;
LONHALA 4 MO:QL DIGIHALER Qe per
MAGNAIR (60 per 30 y
REFILL days) PROAIR HFA 3 ST; MO;
LONHALA 4  MO;QL %Ld(al 7S)per
MAGNAIR (60 per 30 y
STARTER days) PROAIR 3 ST;MO;
metaproterenol oral 1 MO RESPICLICK QL (2 per
syrup 30 days)
PROVENTIL 3 ST; MO;
mometasone nasal 1 MO; QL
HFA QL (13.4
(34 per 30
days) per 30 days)
montelukast 1 MO

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

FLEXHALER per 30 days) HFA AEROSOL (8.7 per 30

INHALATION INHALER 80 days)

AEROSOL MCG/ACTUATIO

POWDR N

BREATH QVAR MO:; QL

ACTIVATED 180 REDIHALER (10.6 per 30

MCG/ACTUATIO INHALATION days)

N HFA AEROSOL

PULMICORT 2 MO;QL( BREATH

FLEXHALER per 30 days) ACTIVATED 40

INHALATION MCG/ACTUATIO

AEROSOL N

POWDR QVAR MO; QL

BREATH REDIHALER (21.2 per 30

ACTIVATED 90 INHALATION days)

MCG/ACTUATIO HFA AEROSOL

N BREATH

PULMICORT 3 PA;MO; ACTIVATED 80

INHALATION QL (120 per MCG/ACTUATIO

SUSPENSION 30 days) N

FOR REVATIO ORAL PA; MO;

NEBULIZATION SUSPENSION QL (224 per

0.25MG/2 ML, 0.5 FOR 30 days)

MG/2 ML RECONSTITUTI

PULMICORT 3 PA; MO; ON

INHALATION QL (60 per REVATIO ORAL PA; MO;

SUSPENSION 30 days) TABLET QL (90 per

E(I?ZIEULIZATION 29 days)

oo

PULMOZYME 4  PA;MO NEOHALER (60 per 30

QNASL NASAL 2  MO:;QL days)

HFA AEROSOL (4.9 per 30 :

INHALER 40 days) E)%I%ISENT ?g(? ; ?150

MCG/ACTUATIO pe

N 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
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sildenafil 4 PA; MO; theophylline oral 1 MO
(pulmonary arterial QL (224 per tablet extended
hypertension) oral 30 days) release 12 hr 300 mg
suspension for theophylline oral 1 MO
reconstitution 10 tablet extended
mglml release 24 hr
sildenafil 1 PA; MO; TRACLEER 4 PA; MO;
(pulmonary arterial QL (90 per LA
hypertension) oral 30 days) TRELEGY 2 MO; QL
SINGULAIR 3 MO days)
SPIRIVA 2 MO; QL (4 TRIKAFTA 4 PA; MO
RESPIMAT per 30 days) TUDORZA 3 ST; MO;
SPIRIVA WITH 2 MO;QL PRESSAIR Qﬁ (1 pér
HANDIHALER (90 per 90 30 days)
days) UTIBRON 3 MO; QL
STIOLTO 2 MO;QL 4 NEOHALER (60 per 30
RESPIMAT per 30 days) days)
STRIVERDI 2 MO;QL ¢4 VENTAVIS 4  PA;MO
RESPIMAT per 30 days) VENTOLINHFA 3 ST; MO:
SYMBICORT 2 MO QL QL (36 per
(10.2 per 30 30 days)
days) WIXELA INHUB 3 ST; MO:;
SYMDEKO 4 PA; MO; QL (60 per
QL (56 per 30 days)
28 days) XHANCE 3 MO;QL
tadalafil 4 PA; MO; (32 per 30
(pulmonary arterial QL (60 per days)
hypertension) oral 30 days) XOLAIR 4 PA: MO:-
tablet 20 mg SUBCUTANEOU LA; QL (6
TAKHZYRO 4 Pi; MO; S RECON SOLN per 28 days)
L XOLAIR 4 PA; MO;
terbutaline oral 1 MO SUBCUTANEOU LA; QL (4
THEO-24 2 MO S SYRINGE 150 per 28 days)
theophylline oral 1 MO MG/ML
solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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XOLAIR 4 PA; MO; GELNIQUE 3 MO:; QL
SUBCUTANEOU LA; QL (1 TRANSDERMAL (30 per 30
S SYRINGE 75 per 28 days) GEL IN PACKET days)
MG/0.5 ML MYRBETRIQ 2 MO
XOPENEX PA; MO oxybutynin chloride 1 MO
XOPENEX PA; MO OXYTROL 3 MO;QL (8
CONCENTRATE per 28 days)
XOPENEX HFA 3 ST; MO; solifenacin 1 MO

3Q0L dg}?s)p . tolterodine 1 MO
YUPELRI 4 PA; MO; TOVIAZ 2 MO

QL (90 per trospium | MO

30 days) VESICARE 3 MO
zafirlukast 1 MO BENIGN
ZETONNA 3 MO; QL PROSTATIC

(6.1 per 30 HYPERPLASIA(

days) BPH) THERAPY
zileuton 4 MO alfuzosin 1 MO
ZYFLO 4 MO AVODART 3 MO
UROLOGICA dutasteride 1 MO
LS dutasteride- 1 MO
ANTICHOLINE tamsulosin
RGICS / finasteride oral 1 MO
ANTISPASMOD tablet 5 mg
ICS FLOMAX 3 ST; MO
darifenacin 1 MO JALYN : MO
DETROL 3 MO PROSCAR 3 MO
DETROL LA 3 MO RAPAFLO 3 STLMO
DITROPAN XL 3 MO silodosin S MO
ORAL TABLET tamsulosin 1 MO
EXTENDED UROXATRAL 3 ST; MO
RELEASE 24HR
10 MG, 5 MG
flavoxate 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MISCELLANEO klor-con m10 1 MO
US klor-con m15 | MO
UROLOGICALS klor-con m20 | MO
bethanechol chloride 1 MO klor-con oral packet 1 MO
CIALIS ORAL 3 PA; MO; 20
TABLET 2.5 MG, QL (30 per K-TAB ORAL 3 MO
SMG 30 days) TABLET
CYSTAGON 3 PA; MO; EXTENDED
LA RELEASE 10

ELMIRON 2 MO MEQ, 20 MEQ
potassium citrate 1 MO k-tab oral tablet 1 MO

extended release 8
PROCYSBI ORAL 4 PA; MO meq
GRANULES DEL )
RELEASE IN magnesium sulfate | MO
PACKET injection solution
tadalafil oral tablet 1 PA; MO; mqgn?sium s.ulfat € 1
2.5mg, 5 mg QL (30 per injection syringe

30 days) NORMOSOL-R 3 MO

UROCIT-K 10 MO PHOSLYRA 3 MO
UROCIT-K 15 MO potassium chlorid- 1
UROCIT-K 5 MO d5-0.45%mnacl

intravenous
VITAMINS, parenteral solution
HEMATINICS 10 megll, 30 meql,
/ 40 meqll
ELECTROLY potassium chlorid- 1 MO

d5-0.45%nacl
TES intravenous
ELECTROLYTE parenteral solution
S 20 meqll
calcium 1 MO potassium chloride 1 MO
acetate(phosphat potassium chloride 1
bind) in 0.9%nacl
klor-con 10 1 MO itravenous .

parenteral solution
klor-con 8 1 MO

20 meqll, 40 meqll

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to 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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potassium chloride 1 sodium chloride 0.45 1 MO
in5 % dex % intravenous
intravenous parenteral solution
parenteral solution sodium chloride 3 %% 1 MO
20 meq/l : sodium chloride 5 %% | MO
roir i, [0 ;
: ELECTROLYTES
parenteral solution
20 meqll MISCELLANEO
potassium chloride 1 MO US NUTRITION
in water intravenous PRODUCTS
piggyback 10 AMINOSYN I 10 3 PA
meql100 ml %
potassium chloride 1 AMINOSYN II 15 3 PA
In water intravenous %
piggyback 20 AMINOSYN-PE7 3 PA
meql100 ml, 40 % (SULFITE-
meql100 ml FREE)
potassium chloride- 1 LINIMIX 3 PA
0.45 % nacl ?%/DISW
potassium chloride- 1 MO SULFITE FREE
d3-0.2%nacl CLINIMIX 3 PA
miravenous 4.25%/D10W
parenteral solution SULF FREE
20 megil CLINIMIX 5% 3 PA
potassium chloride- 1 MO D20W(SULFI'i:E-
6.15 -0.9%nacl FREE)
intravenous
parenteral solution CLIONIMIX L 3 PA
20 megll 4.25%/D10W SUL
; : FREE
potassium chloride- 1
d5-0.9%nacl CLIONIMIX E 3 PA
intravenous 4.25%/D5SW SULF
parenteral solution FREE
40 meqll CLINIMIX E 3 PA
5%/D15W SULFIT
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
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CLINIMIX E 3 PA VITAMINS /
5%/D20W SULFIT HEMATINICS
FREE . .
Sfluoride (sodium) | MO
CLINISOL SF 15 3 PA; MO oral tablet
%
’ prenatal vitamin | MO
HEPATAMINE 2 PA oral tablet
8%
intralipid 1 PA
intravenous
emulsion 20 %%
INTRALIPID 3 PA
INTRAVENOUS
EMULSION 30 %
ISOLYTE-PIN 5 3
% DEXTROSE
ISOLYTE-S
NEPHRAMINE 3 PA
5.4 %
NORMOSOL-M 3
IN 5%
DEXTROSE
NUTRILIPID 3 PA
PLASMA-LYTE 2
148
PLASMA-LYTE A 2
plenamine 1 PA
premasol 10 % | PA; MO
PROCALAMINE 3 PA
3%
PROSOL 20 % 3 PA; MO
travasol 10 % 1 PA; MO
TROPHAMINE 3 PA; MO
10 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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ACTICLATE......ccoovveveeeen. 13 AKLIEF........cccooiieee. 62 AMBISOME...........ooviiiie. 1
ACTIGALL.....coevvvveeeeens 87 ala-cort........ccoouuevviiiiieaaaannnn, 66 ambrisentan.......................... 111
ACTIMMUNE..................... 93 albendaczole.............................. 8 amcinonide........................... 66
ACTIQu.cciiiiiiiiiiiiiicee, 32 albuterol sulfate................... 111 AMERGE.......ccccoooiii 27
ACTIVELLA........ccveee. 101  ALBUTEROL SULFATE.. 111 amethia................cccuveo....... 104
ACTONEL......cccooeeinnnnn. 98 alclometasone......................... 66  amikacin.................cccccvvvvvnnnn. 8
ACTOPLUS MET................ 74 ALCOHOL PADS................ 74 amiloride..............ccooeeeeun.... 50
ACTOS......cooeeie 74 ALDACTAZIDE................. 50 amiloride-hydrochlorothiazide 50
ACULAR.......ccovveeee. 108 ALDACTONE...................... 50 AMINOSYNII 10 %.......... 119
ACULARLS.......cccoeee 108 ALDARA.......coooeeeee. 61 AMINOSYNII15%.......... 119
AcyClovir .......ccceeeeeeeeeeeaannn... 2,66 ALECENSA........ooiiiiiiiee 14 AMINOSYN-PF 7%

acyclovir sodium...................... 2 alendronate............................ 98 (SULFITE-FREE).............. 119
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amiodarone.............cccveeuuunn... 50 APOKYN .o, 26 ATIVAN ..o, 40

AMITIZA ..., 87 apraclonidine........................ 110  atomoxetine........................... 40
amitriptyline.........ccccceeeeeennn.... 40  aprepitant..............ccccccouunnn.... 87 atorvastatin......................... 57
amlodipine............ccccceeeeeennn.. 50 APFicceeeeiiiiiiiiia 104 atovaquone........................ouuu.. 8
amlodipine-atorvastatin.......... 56 APRISO........ooo 87 atovaquone-proguanil............... 8
amlodipine-benazepril............. 51 APTENSIO XR.................... 40 ATRALIN.......cccovvvviiiiiiinnns 62
amlodipine-olmesartan............ 51 APTIOM.....ccooovvieeennn. 21 ATRIPLA............................. 2
amlodipine-valsartan.............. 51 APTIVUS. ..., 2 atropine...............c.ccccoeeeen.. 107
amlodipine-valsartan- APTIVUS (WITH ATROVENT HFA.............. 112
hethiazid..............cccceveveeannn.e. 51 VITAMINE).....coooovvviienen. 2 AUBAGIO....ccccoviiiiree. 29
ammonium lactate.................. 61 ARALASTNP...................... 70  aubraeq.............................. 104
AMNESteem............................. 62 aranelle (28) ........................ 104 AURYXIA........................... 70
AMOXAPINE ..., 40 ARANESP (IN AUSTEDO.....ccc.cceeieeiinnns 29
amoxicil-clarithromy- POLYSORBATE)................ 93 AUVI-Qu...oovvvvveeeiieviiiiiiiinn, 110
lansopraz.............cccooueeeenennnnn. 90 ARAVA.........ccviieii, 99 AVALIDE.......cccovvvvvvieeeee. 51
amoxicillin...................... 10,11 ARAZLO...ccoooviiiiiiiiiie. 62 AVANDIA..........coovveeinn. 75
amoxicillin-pot clavulanate.....11  ARCALYST........ccceeevnnnnnnn. 93 AVAPRO.....ccc.eeviiii 51
AMPHETAMINE................ 40 ARCAPTA NEOHALER...111 AVEED.....ccccooiiiiiiiiiennns 83
amphetamine sulfate............... 40 ARICEPT....cccoovvvvvieeeeeens 29 aviane...........cccceeeeeeeeecnnnnn, 104
amphotericinb......................... I ARIKAYCE........cooooiiie. 8  AVIlA......cceeeeeiiiiiiiiiiaeaaeee, 62
ampicillin............ccccevvevenn.... 11 ARIMIDEX.........ccoeiinnnn 14 AVITA ..o, 62
ampicillin sodium.................... 11 aripiprazole............................ 40 AVODART.....cccccvviieinns 117
ampicillin-sulbactam............... 11 ARISTADA......ccooeeeee. 40 AVONEX.......coooiiiiiiieeeenn. 93
AMPYRA ......cooviiiiieee, 29 ARISTADA INITIO............ 40 AVYCAZ..oooiiiiieeeeieaaan, 5
AMZEEQ.......cccooviiiiiiinaen, 62 ARIXTRA.......coooiieee 55 AYGESTIN......ccoovviee. 101
ANADROL-50...........cceun..... 83  armodafinil..............cccuue...... 40 AYVAKIT...ccooovviiiieeee, 14
ANAFRANIL...........cceunee. 40 ARNUITY ELLIPTA......... 111 AZACTAM....cooovvveeeieeeees 8
anagrelide............................. 70  AROMASIN................... 14 AZASAN....ccoooiiiinn. 14
anastrozole...............cccc.......... 14 ARTHROTEC 50................. 36 AZASITE.......cccooiie 106
ANCOBON. ..., 1 ARTHROTECT75................. 36 azathioprine........................... 14
ANDRODERM.................... 83 ASACOLHD....ccccccvevearnnnn. 87 azelaic acid............................. 62
ANDROGEL....................... 83 ashlyna...........ccccovvvvvevvnnnnn. 104 azelastine........................ 72,107
ANGELIQ....ccccooeeiinnnnn. 101 ASMANEXHFA............... 111 azelastine-fluticasone............ 112
ANNOVERA........cccveee 103 ASMANEX AZELEX ....ccoiiiiiiiiiiieee, 62
ANORO ELLIPTA............. 111 TWISTHALER.................. 112 AZILECT ..., 26
ANTABUSE.......cccceeeii. 70  aspirin-dipyridamole............... 55  azithromycin..............ccccuun..... 7
ANTARA ..ot 56 ASTAGRAF XL................... 14 AZOPT...ooviiiiiiiiiiiee, 108
ANUSOL-HC........c..cccn 87 ATACAND.....ccoccvviiiiieeane S AZOR ..o, 51
APEXICON €. 66 ATACANDHCT.................. SI  aztreonam..............ccooeeeeeeennn. 8
APIDRA SOLOSTAR U- ALAZANAVIT <. 2 AZULFIDINE........cccceene. 87
100 INSULIN......ccvvveeeennnn 74  ATELVIA ..., 98 AZULFIDINE EN-TABS.... 87
APIDRA U-100 INSULIN... 74  atenolol................cccccceuueeenn. 51 bacitracin..............cccccueeen. 106
APLENZIN........ccoovviieeenn. 40  atenolol-chlorthalidone........... 51 bacitracin-polymyxinb......... 106
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baclofen.............cccoeeveeeenin. 31 BENICAR......ccccceiviiine. 51 BONIVA ... 98

BACLOFEN......cccoceeie. 31 BENICAR HCT.................... 51 BONIJESTA.....cccoooiiiiieee 87
BACTRIM........ceeeeviiieees 12 BENLYSTA.....ccoooeiiiees 99 BOOSTRIX TDAP............... 96
BACTRIM DS........cccvveee. 12 BENZACLIN PUMP........... 62  bosentan..............cccuveenn... 112
BALCOLTRA................... 104 BENZAMYCIN.........c........ 62 BOSULIF......ccoooviieeeeiiin. 15
balsalazide............................. 87 BENZNIDAZOLE................. 8 BRAFTOVI......cocovvvvren. 15
BALVERSA......................... 15 benztropine.........ccccceeeeeeennnn... 26 BREOELLIPTA................. 112
balziva (28) ..cccceeeeeeeeeaaaannn.. 104 BEPREVE........................... 107 briellyn......cccceeeeeeeeeeeeeaaann.... 104
BANZEL.....ccoooiiiiieiiiieee, 21  BERINERT......cccccceeennnnnn. 112 BRILINTA. ... 55
BAQSIMI.........coeoii TS5 DeSer......vveeeeeiiiiiiiiiiieeeaee 66  brimonidine.......................... 110
BARACLUDE.........cc.ccnnn. 2 BESIVANCE........ccoovveennn. 106 BRISDELLE..............ccn... 40
BASAGLAR KWIKPEN betamethasone dipropionate....66 ~BRIVIACT..................... 21,22
U-100 INSULIN.................... 75  betamethasone valerate........... 66  bromfenac.............ccuuuu....... 108
BAXDELA.......ccoovvvvveeeee. 12 betamethasone, augmented..... 66  bromocriptine......................... 26
BCG VACCINE, LIVE (PF).96 BETAPACE AF................... 50 BROMSITE.........cccceenn. 108
BD AUTOSHIELD DUO BETASERON........cooiiiene 93 BROVANA.......cccovieee, 112
PEN NEEDLE...................... 75 betaxolol......................... 51,107 BRUKINSA........coociiiieeee 15
BD INSULIN SYRINGE bethanechol chloride............. 118 BRYHALI......ooviiiiiie 66
HALF UNIT.....ccooviiiiiis 75 BETHKIS......ccccoiiiiiie 8 budesonide..................... 87,112
BD INSULIN SYRINGE BETIMOL............ccouenene 107 BUDESONIDE-
U-500.....ccciiiiiiiiieiieeees 75 BETOPTICS......cccevviin. 107 FORMOTEROL................. 112
BD INSULIN SYRINGE BEVESPI AEROSPHERE..112  bumetanide............................. 51
ULTRA-FINE...................... 75  bexarotene................ccceeuu... 15 BUNAVAIL.......ccoovvireree. 36
BD NANO 2ND GEN PEN BEXSERO........ccccovvvvieenne. 96 BUPHENYL.......ccvvvennnnne 70
NEEDLE.............................. 75 BEYAZ..iieeenn. 104 buprenorphine hel................... 32
BD ULTRA-FINE MICRO bicalutamide........................... 15  buprenorphine transdermal

PEN NEEDLE...................... 75 BICILLIN C-R........cc.uu.... 11 patch........ccooeeeeeeccieeaeenne... 32
BD ULTRA-FINE MINI BICILLIN L-A....oovvnnnn. 11 buprenorphine-naloxone....36, 37
PEN NEEDLE...................... 75 BIDIL..ooiiiiiiiiieeiieeeee 51 bupropion hel.................... 40, 41
BD ULTRA-FINE NANO BIJUVA ... 101 BUPROPION HCL.............. 40
PEN NEEDLE..................... 75 BIKTARVY ..o, 2 bupropion hcl (smoking

BD ULTRA-FINE SHORT BILTRICIDE.........ccoevveenne. 8 deter) ...ccoueeieiiiiiieeeiaa 72
PEN NEEDLE...................... 75  bimatoprost.......................... 108  buspirone..............ccceeeeuvvnne.. 41
BD VEO INSULIN SYR BINOSTO ..o, 98  butorphanol............................ 37
HALF UNIT.....cccoovvvveeeeenn. 75  bisoprolol fumarate................ S  BUTRANS.....coooiiiiiiie, 32
BD VEO INSULIN bisoprolol- BYDUREON............cceeenn. 75
SYRINGE UF......ccccceeeennn. 75  hydrochlorothiazide................ 51 BYDUREONBCISE............ 75
BECONASE AQ................ 112 BIVIGAM......oooiiiiiie. 96 BYETTA.....ccoooviiiiiiieee 75
BELBUCA.........coeiiiiieeee 32 BLEPH-10.....cccccciiiiininn. 107 BYSTOLIC......ccceveeiieenns 51
BELSOMRA......................... 40 BLEPHAMIDE.................. 107  cabergoline.............ccccccuuuunn... 83
benazepril.............c.cocceueeeenn. 51 BLEPHAMIDE S.O.P........ 107 CABLIVI......cccoviiiiii 55
benazepril- blisovi24 fe...........ccceveuuun.... 104 CABOMETYX.......cceeeennns 15
hydrochlorothiazide................ 51 blisovife 1.5/30 (28) ............ 104 CADUET.......ccvvvvvvviiiiiiiinan, 57
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CAFERGOT.....cccccvvvveeeeen. 27 caspofungin............ccceeeuvennnn.. 1 ciclopirox........cccuuuu...... 64, 65
CALANSR......oeoviiieee, 51 CATAPRES......ccccovviies 51 cilostazol.............ooeeeeeunennnn. 55
calcipotriene.............c.cc.u...... 60 CAYSTON.....ccooviiiiiieeeeees 8 CILOXAN...ccccceeeeeie 106
calcipotriene-betamethasone...60  caziant (28) .........ccccccovvvvnnn. 104 CIMDUO.......cceeeeeiiii 2
calcitonin (salmon) ................ 84  cefaclor.........ccceeeeeeeiiiiii il 5,6 cimetidine..........ccccceeeeeeeannn..... 90
calcitriol........................... 60, 84  cefadroxil.........ccccceeeeeeeeeeannn.... 6 cimetidine hcl........................ 90
calcium acetate(phosphat cefazolin................................... 6 CIMZIA.........ccovveiviiiin, 87
bind) ....cccovevvviiiiiiiaaan. 118  cefdinir......oovvveeeeeieeaaaann.. 6 CIMZIA POWDER FOR
CALQUENCE........c.cccuuunn. 15 cefepime.......ccceeeeeeeeeeeeeaaaaannn.. 6 RECONST.....cccooeeieeeeeeeen. 87
CAMBIA........ooeeeee 37  cefixime..........ccccoovveeiiiiinnnnnnn, 6 cinacalcet...........ccuueeeeeiiii.... 84
CAMIl......eenniaaiaiaaaaaannn... 101 cefotetan...............ooueeevvvvvnnnnnne. 6 CINRYZE........................... 112
camrese lo................cccuun.... 104 cefoXitin.......ccoovuuueneeiiieeeaaaannn, 6 CIPRO....cccooeiiiiiiii, 12
CANASA.....ccoeeeieeeee, 87  cefpodoxime.................ccc....... 6 CIPROHC...........ovvveeeee 72
CANCIDAS ..., 1 cefprozil........cccoeeeevevevennnnnannn. 6 CIPRODEX.........ccooeuunnnnne. 72
candesartan............................ S1  ceftazidime................cooeeeeeannn. 6 ciprofloxacin hcl........ 12,72, 106
candesartan- CEftriaAxXONe..........vvvvvenaaaaaaaaann, 6 ciprofloxacin in 5 % dextrose..12
hydrochlorothiazid.................. 51 cefuroxime axetil..................... 6 CIPROFLOXACIN-

CAPEX ..o, 66  cefuroxime sodium................... 6 FLUOCINOLONE............... 72
CAPLYTA.......ccov. 41 CELEBREX.......ccooovvvereenn. 37 citalopram..................cuuu...... 41
CAPRELSA.......cccoiiiiieee 15  celecoxib.........ccccevveeueeeiann. 37 clar@vis........ccoooeeiiiiniiiaan, 62
Captopril..........cccceevvvveennnnnnn... S CELEXA.....ccoiiiiiiiieiie, 41 CLARINEX.....ccccccvveirnnns 110
captopril-hydrochlorothiazide.51 CELLCEPT.........cccc....ooo.. 15 CLARINEX-D 12 HOUR.. 110
CARAC. ..., 61 CELONTIN.....ccccoeiiiinnn. 22 clarithromycin.......................... 7
CARAFATE.......cccco 90  cephalexin............ccccccceveeennn. 6 CLENPIQ..............c 87
CARBAGLU.........ceevnn. 70 CEQUA......coooiieeiiieeee, 107 CLEOCIN........cccuvvveenne. 8,103
carbamazepine........................ 22 CERDELGA......................... 84 CLEOCINHCL..................... 8
CARBATROL...................... 22 CetiFiZINe....uueeeeeceeeeaaeaennn 110 CLEOCIN PEDIATRIC........ 8
carbidopa.............ccceeeeeeennnn.. 26 cevimeline.............ccccoeoeooil 70 CLEOCINT................... 62, 63
carbidopa-levodopa................. 26 CHANTIX....cccovvviviiviiiiiiiins 72  CLIMARA......ccooviiiiinn, 101
carbidopa-levodopa- CHANTIX CONTINUING CLIMARA PRO................ 101
ENLACAPONE.........eeeeeaaaaaaannnnn.. 26 MONTH BOX..................... 72 clindacin p........ccccceeeeeeeeeannnn.. 63
CARDIZEM........ccocvvviene 51 CHANTIX STARTING CLINDAGEL........ccevveeen. 63
CARDIZEM CD.................. 51 MONTH BOX.......ccovuuuneenn. 72 clindamycin hel......................... 8
CARDIZEM LA.................. 51 CHEMET....coooovvviiiiieennn, 70  clindamycin in 5 % dextrose..... 8
CARDURA..........cco 51 CHENODAL......cc....ceeennn. 87  clindamycin pediatric................ 8
CARDURA XL....coovvveeeneen. 51 chlorhexidine gluconate.......... 72 clindamycin phosphate .8, 63, 103
CARNITOR..........ovvvveeeee. 70  chloroquine phosphate.............. 8  clindamycin-benzoyl peroxide . 63
CAROSPIR.........ccvvvivvieee. 51 chlorpromazine....................... 41  clindamycin-tretinoin.............. 63
carteolol............cccceeevvennnn... 107  chlorthalidore......................... 51 CLINDESSE.......ccooviiinn. 103
CAFLIA XEoieieaaiiiiieeeen 51 CHOLBAM......cccooovirrrannne. 87 CLINIMIX 5%/D15W
carvedilol...........ccccceeeeeeeeenn.... 51 cholestyramine (with sugar)...57 SULFITE FREE................. 119
carvedilol phosphate............... 51 cholestyramine light................ 57 CLINIMIX 4.25%/D10W
CASODEX.....ccoccvviiiiiiiieens 15 CIALIS...cccoiiiiiiiiieee, 118 SULF FREE........cccoceee.. 119
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CLINIMIX 4.25%/D5W colestipol..............cccceveueenne. 57 CUPRIMINE........................ 99

SULFIT FREE.................... 70  colistin (colistimethate na) ....... 8 CUTIVATE......ccooovvvreeen. 67
CLINIMIX 5%- COMBIGAN.......cccvvveeee 108 CUVPOSA.......ooovveee, 86
D20W(SULFITE-FREE)....119 COMBIPATCH.................. 101 cyclafem 1135 (28) ............... 104
CLINIMIX E 2.75%/D5W COMBIVENT RESPIMAT 112 cyclafem 71717 (28) .............. 104
SULF FREE..........cccvvvvnnns 70 COMBIVIR........coovvvvvvirinnnn, 2 cyclobenzaprine..................... 31
CLINIMIX E 4.25%/D10W COMETRIQ....ccceeveeeiinnns 15  cyclophosphamide................... 15
SULFREE.........cooviiire. 119 COMPLERA..........ccoeveen 2 CYCLOSET....ccooovieiiiiinns 75
CLINIMIX E 4.25%/D5W COMPTO .o, 87 cyclosporine........................... 15
SULF FREE.........ccccvvvuee. 119 COMTAN. ..., 26  cyclosporine modified............. 15
CLINIMIX E 5%/D15W CONCERTA.........cco 41 CYMBALTA....ccccceiee. 41
SULFIT FREE.................. 119 CONDYLOX.....cooovvvvvereeennn. 6l cyredeq....cceeevicneeiiaannnn.. 104
CLINIMIX E 5%/D20W constulose..............cccecuveveannnn. 87 CYSTADANE.........cccen. 87
SULFIT FREE.................. 120 CONZIP....covvviieeeeeeie 37 CYSTAGON.......ccceevvnnn. 118
CLINISOL SF 15 %............ 120 COPAXONE.....cccccvveieeennns 29 CYSTARAN....ccoooiiieiea, 107
clobazam..............ccccoccuue.... 22 COPIKTRA......ccoviiieeee 15 CYTOMEL........cceevvvven. 86
clobetasol......................... 66,67 CORDRAN......ccooeevvveeenn. 67 CYTOTEC.....ccccoeovvieeeiinnnnn.. 90
clobetasol-emollient................. 67 CORDRAN TAPE LARGE d10 %-0.45 % sodium chloride 70
CLOBEX......ccooiiiiiiieeeee. 67 ROLL.....cccoiiiiiiiiiiee, 67 d2.5%-0.45 % sodium
CLOCORTOLONE COREG....cccvvvevieeeeeeee, 51 chloride.............ccccuvevevennne... 70
PIVALATE.........cco 67 COREGCR......ccccceevvennn. 51 d5% and 0.9 % sodium
clodan.............cccccccuvvunnnnn.... 67 CORGARD.......cccvvvrir. 51 chloride...........cccccuueeueeennn..... 70
CLODERM.......ccccvvvveenn 67 CORLANOR......cc.c.eevunnnn. 59 d5 %-0.45 % sodium chloride .. 70
clomipramine.......................... 41 CORTEF......ccce 73 dalfampridine......................... 30
clonazepam............................ 22 CORTIFOAM.......cccoeuvnnnnnnn. 87 DALIRESP......................... 112
clonidine................................ 51 Cortisome.......ccceeeeeeeeeeeeaaannnn.... 73 DALVANCE.......ccccovvvvirninnn, 8
clonidine hel...................... 41,51 CORTISPORIN.................... 64 danazol.............cccccoeoeiiuunnn...l. 84
clopidogrel............................. 55 COSENTYX (2 DANTRIUM..........ovvvviiinns 32
clorazepate dipotassium.......... 41 SYRINGES).....ccooovviiiiiiinnns 60 dantrolene.............cccceeennn....... 32
clotrimazole........................ 1,65 COSENTYX PEN (2 PENS).60 dapsone.............................. 8,63
clotrimazole-betamethasone....65 COSOPT .......cccocevevvvviieennnnn. 108 DAPSONE.......cccvvvviviiiiiinanns 63
clovique...........cooovvieeiianen 70  COSOPT (PF)..................... 108 DAPTACEL (DTAP
clozapine............cccocvvveeannn.. 41 COTELLIC.........cccuvvvrr. 15 PEDIATRIC) (PF)................ 96
CLOZAPINE..........ccuuvne 41 COTEMPLA XR-ODT......... 41 DAPTOMYCIN........ceevveeeeenn. 8
CLOZARIL........cccvvvveeee. 41 COZAAR......oieiiieieen, 52 daptomycin.................ccceeeun. 8
COARTEM........cccvvvvviee 8 CREON.....cccoiiiiiiiiiiiieee, 87 DARAPRIM.......cccoviiienn. 8
codeine sulfate........................ 32 CRESEMBA.......cccccceeviinnn. 1 darifenacin........................... 117
COLAZAL....ccovvvviiiieeeean, 87 CRESTOR......cccvvvvieie. 57 DAURISMO.......ccccoovninernnn. 15
COLCHICINE..........cccoee..... 98 CRINONE........ccceeveeen 102 DAYPRO.....cccoviiiiiiae. 37
colchicine............cccccoeuueveannn. 98 CRIXIVAN.....oooiiiiiiiiiieeen, 2 DAYTRANA........ccooon. 41
COLCRYS..ooiieiiieeee, 98 cromolyn................. 87,107,112 DAYVIGO........ccovvvviiin. 41
colesevelam............................ 57 cryselle (28) ....ccccccuuvvvennnn.... 104 DDAVP....ooocnnn 84
COLESTID.......cccoevrrreen. 57 CUBICIN....ccooovvviieeeeeeie, 8 deblitane....................cccc....... 102
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deferasirox..........cccccouveueeeinn. 70  dextroamphetamine- DIOVAN HCT .........ccceue. 52
DELESTROGEN................ 102 amphetamine.......................... 42  DIPENTUM.......cccceeeevnnnen. 87
DELSTRIGO.......................... 2 dextrose 10 % and 0.2 % nacl. 70  diphenoxylate-atropine........... 86
DELZICOL......cccooiiiinn. 87 dextrose 10 % in water DIPROLENE..........cccccnnea. 67
demeclocycline....................... 13 (dIOW) e, 70 dipyridamole.......................... 55
DEMSER......cccoeiiiii 52 dextrose 5 % in water (dSw)...70  disulfiram............ccccoceeeenei.... 70
DENAVIR......ccooiiiiiiieiees 66 dextrose 5%-0.2 % sod DITROPAN XL....cccceen..... 117
DEPAKOTE........cooeviieens 22 chloride............c.cccoveeueeaaann. 70 DIURIL......cccovviiiieiiieeees 52
DEPAKOTEER.................. 22 dextrose with sodium chloride.710  divalproex.............................. 22
DEPAKOTE SPRINKLES.. 22 DIASTAT....c.cccovviiiiieiens 22 DIVIGEL......cc.cceevviinen, 102
DEPEN TITRATABS.......... 99 DIASTAT ACUDIAL.......... 22 dofetilide.................ccccuueenn.. 50
DEPO-ESTRADIOL.......... 102 diazepam.......................... 22,42 DOLOPHINE....................... 32
DEPO-PROVERA............... 102 diazoxide................ccc.uuu....... 75  donepezil............ccooveuueeeannn. 30
DEPO-SUBQ PROVERA DIBENZYLINE................... 52 DOPTELET (10 TAB
LO4 . e 102 DICLEGIS........ccovieie. 87 PACK) ..ot 55
DEPO-TESTOSTERONE....84 DICLOFENAC DOPTELET (15 TAB
DERMA-SMOOTHE/FS EPOLAMINE............cceeeee. 37 PACK) .o, 55
SCALPOIL.........cccvvvrnn. 67 diclofenac potassium............... 37 DOPTELET (30 TAB
DERMOTICOIL................. 72 diclofenac sodium...... 37,61,108 PACK)....ccccovvvviriiiinnnnn 55
DESCOVY ..., 2 diclofenac-misoprostol............ 37 DORYX...ooooooiiiiiiiiieeeeeee, 13
desipramine..............cccuuue...... 41  dicloxacillin............................ 11 DORYX MPC.........cc.uu. 13
desloratadine......................... 110 dicyclomine.............ccuucc...... 86 dorzolamide.......................... 108
desmopressin.............cceen....... 84  didanosine.............ccccceeeeeeennnn... 2 dorzolamide-timolol.............. 108
desog-e.estradiolle.estradiol.. 104  DIFFERIN........................... 63  dorzolamide-timolol (pf)...... 108
DESONATE.......ccccceevvnne. 67 DIFICID..........cooveiiveeeen. T Aot 102
desonide...........ccccceeeveeeeeeannnn. 67 diflorasone..................ccccouuu. 67 DOVATO.....ovvvvviviriiiiiiiiiinnn, 2
DESOWEN......ccoooiiieeeee, 67 DIFLUCAN.........eeviiieeees 1 DOVONEX.....ccoooomiiriireaanns 60
desoximetasone...................... 67 diflunisal..............cccceeeuennnnn.. 37  doxazosin............................... 52
DESOXYN ..., 41  digitek........ccccovvvvvviiiiiiiiiininn, 59  doxepin............ccooooune.... 42,61
DESVENLAFAXINE.......... 41 digOX..cooveiiiiiiiiiiiiiiiiiiiiiiiiiii, 59  doxercalciferol....................... 84
desvenlafaxine succinate......... 42 digOXiN.ceeeeeaeeeeeeeeeaeeeeeeeee 59 doxy-100..............ccccovevee. 13
DETROL.........ovvnnn. 117  dihydroergotamine.................. 27  doxycycline hyclate................ 13
DETROLLA......ccoevveee. 117 DILANTIN 30 MG.............. 22 doxycycline monohydrate....... 13
dexabliss...............cccccceeunnnnn... 73 DILANTIN EXTENDED doxylamine-pyridoxine (vit
dexamethasone....................... 73 100 MG...ccoeeeeeeeei 22 DO) oo 87
dexamethasone intensol.......... 73  DILANTIN INFATABS 50 DRIZALMA SPRINKLE.... 42
dexamethasone sodium MG ..., 22 dronabinol...................c........ 87
phosphate........................... 109 DILANTIN-125 125 MG/5 DROPLET INSULIN SYR
DEXEDRINE SPANSULE..42 ML......oooiiiiiiiieeeeeees 22 HALF UNIT......coccevein. 75
DEXILANT ...coooviiiiieeene 90 DILAUDID........c.ceevvrrreenn. 32 DROPLET INSULIN
dexmethylphenidate................ 42 diltiazem hel........................... 52 SYRINGE.....ccccoooceiiiiiann, 76
dextroamphetamine................ A2 dilt-XF i 52 DROPLET PEN NEEDLE...76
DIOVAN ......ccoiiiiiiii, 52
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drospirenone-e.estradiol-Im.fa ELIMITE.......ccoooiiiiie 69 EPIPEN JR 2-PAK............. 110
............................................. 104  ELIQUIS......cccoiveviieeeeeeenn 55 @PItOLaananciieeeeeennn . 22
drospirenone-ethinyl estradioll04  ELIQUIS DVT-PE TREAT EPIVIR ..., 2
DROXIA ......coovviiieeeeein 15 30D START.....cccovvvveeee. 55 EPIVIRHBV......ccccovviinns 2
DUAKLIR PRESSAIR...... 112 ELMIRON..........coviiiirens 118  eplerenone...........ccouveeeennn..... 52
DUAVEE........ccoiviiiien, 102 eluryng.........ccceevveeeeecnnnnnn.n. 103 EPOGEN.......cccceevnn. 93,94
DUETACT ....oooieeiiieeeee 76 EMCYT...cooiviieiiiiieeeee. 15 EPZICOM.......coovvvvveeen. 2
DUEXIS...ccoiiiiiiieeeeeieen 37 EMEND.....cooiiiiieiiiiieeee 87 EQUETRO........coovvvrrnnnne 22
DULERA......cccceviiieees 112 EMFLAZA......cccoovvvee. 73  ERAXIS(WATER
duloxetine............cccccuveeenn... 42  EMGALITY PEN................. 27  DILUENT)..ccoociiiiiiieeeee 1
DUOBRII.......ccceeeeiiiiiinne 68 EMGALITY SYRINGE.27,28 ergoloid...............ccccuuvennn.... 42
DUOPA...........c 26 emoquette.............ccoeuunnnnnnn. 104 ergotamine-caffeine................ 28
DUPIXENT SYRINGE....... 61 EMSAM.....cooiiiiiiiiiiieeee, 42  ERIVEDGE.......ccccceeevenne. 15
DURAGESIC................. 32,33 EMTRIVA. ..., 2 ERLEADA........ccccoiiiiie, 16
duramorph (pf) ......cccceeunn... 33 EMVERM......ccooovvvviiiiiii, 8 erlotinib..............coeeveeeeennnn. 16
DUREZOL...........ccuuuu. 109  enalapril maleate.................... 52 eITIM.ccciccciiiiiiiee e, 102
dutasteride............................ 117 enalapril-hydrochlorothiazide. 52 ERTACZO............ccoeuuenn... 65
dutasteride-tamsulosin........... 117 ENBREL.....cccooviiiiiiiiies 99 ertapenem...............ccceeeuunn... 8
DUTOPROL.........ccccuvieenns 52 ENBREL MINI.................... 9 erypads.........ccoovoiiiiiinnn 63
AVOrah..........coovveveeeeeecnnnnn, 33  ENBREL SURECLICK....... 99 erygel......ccooeeiiiiiiiiiiiaiaaan, 63
DYANAVEL XR.................. 42 ENDARI.....cccoviiiiiiiiie. 70  ERYPED 200.......ccccccvvivineenn. 7
DYAZIDE......ccoovvviii. 52 endocet..........cccoeeeiiiuiiiiiannnn. 33 ERYPED400......cccccuvvveeennnn. 7
DYMISTA....ccceeeeeiee, 113 ENGERIX-B (PF)................ 96  ery-tab.......cccccoeeeviiiaeeiiaaan 7
DYRENIUM.........cccuvveeenne 52 ENGERIX-B PEDIATRIC ERY-TAB......oovviiieeee. 7
E.E.S. GRANULES................ T (PE) i 96 ERYTHROCIN...................... 7
€CONAZOLE ... 65 enoxaparin............................. 55 erythrocin (as stearate) ........... 7
EDARBI.......oovvvviiiiiiiiiiiiinnns 52 eNPIesSSe......cccceeiiiiiiiiaannnn. 104 erythromycin.................... 7, 106
EDARBYCLOR................... 52 enskyce.........ccccciiiiiiiiinnnnnnn. 104 erythromycin ethylsuccinate..... 7
EDECRIN............................ 52 ENSTILAR.......................... 60 erythromycin with ethanol...... 63
EDURANT .....ooovviiiiiiiiiiiiiinns 2 entacapone................cccceuvunn. 26  erythromycin-benzoyl

CfAVIFONZ ... 2 eNLeCAVIF ... 2 peroxide..........cccceeeeeeiiieaannnn. 63
EFFEXOR XR..................... 42  ENTOCORTEC................... 87 ESBRIET.....cccooiiiiireannnn. 113
EFFIENT ..., 55 ENTRESTO................co. 59 escitalopram oxalate.............. 42
EFUDEX......cccooiiiiiieneiee. 61  enulose.......coceeeeeeeennnnan 87  esomeprazole magnesium........ 90
EGRIFTA. ..o, 93 ENVARSUS XR................... 15 estarylla.............ccoceeveannn. 104
EGRIFTASV....ccooviii. 93 EPCLUSA......coiiieeeiieee, 2 ESTRACE.......ccoccvvevn. 102
ELESTRIN......cccvvviieene 102 EPIDIOLEX......ccccccevvunnnnnn. 22 estradiol.............ccccoovunn.... 102
eletriptan...........cccccvvvveennnnnn... 27 EPIDUO.......ccoooiirrrrieee. 63 estradiol valerate.................. 102
ELIDEL......ccoovviiiiiiiiieees 61 EPIDUO FORTE................. 63  estradiol-norethindrone acet..102
ELIGARD........cooei 15 epinastine.............cuuueeee...... 107 ESTRING.........cccvvvrne. 102
ELIGARD (3 MONTH)....... 15 EPINEPHRINE................ 110 ESTROGEL........................ 102
ELIGARD (4 MONTH)....... 15 epinephrine.................cc........ 110 eszopiclone.................ouuue....... 42
ELIGARD (6 MONTH)....... 15 EPIPEN 2-PAK.....cccc......... 110  ethacrynic acid....................... 52
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ethambutol.................ccceuve..n. 8 FELDENE..........ocovvirinnnnn 37 FLOVENTHFA................ 113
ethosuximide.......................... 22 felodipine.............cccceeuuuunnn... 52 fluconazole............................... 1
ethynodiol diac-eth estradiol. 104 FEMARA............................. 16  fluconazole in nacl (iso-osm) ....1
etodolac...........ccccceeeeeeeeeaannnn.. 37 FEMHRT LOW DOSE...... 102 flucytosine..........cccceeeveeennnnnnnn. 1
etonogestrel-ethinyl estradiol 103  FEMRING......................... 102 fludrocortisone....................... 73
EUCRISA............c 61  femynor..........ccvvvvvvvnnnnnnn. 104 flunisolide............................. 113
CULRYTOX ..o, 86 FENOFIBRATE................... 57  fluocinolonme............................ 68
EVAMIST .....ccceeeeeee 102 fenofibrate................couuvvvvunnn. 57  fluocinolone acetonide oil........ 72
EVEKEO............................. 42 fenofibrate micronized............ 57  fluocinolone and shower cap....68
EVEKEO ODT........cccuuu....... 42  fenofibrate nanocrystallized....57  fluocinonide............................ 68
EVENITY ....coooiiiiiieee. 98  fenofibric acid (choline) ......... 57  fluocinonide-e......................... 68
everolimus (antineoplastic).... 16 FENOGLIDE...................... 57  fluoride (sodium)................. 120
everolimus FENOPROFEN.................... 37  fluorometholone.................... 109
(immunosuppressive ) ............. 16  fenoprofen...........cccuueeennen..... 37 FLUOROPLEX.................... 61
EVISTA ..o, 98  fentanyl...........ccccceeevvvennnn.... 33 fluorouracil............................ 61
EVOCLIN......cccvviiiiiiee, 63  fentanyl citrate....................... 33 fluoxetine..............ccceeeuunn.... 43
EVOTAZ.....coevieee 3 FENTANYL CITRATE....... 33 fluphenazine decanoate........... 43
EVOXAC......ccoovieiiieeeees 70  FENTORA........cccoeennnnn. 33 fluphenazine hcl...................... 43
EVZIO.....coooiiiiiiiiiiiies 37 FERRIPROX.......ccocoeeveeennn. 70 flurandrenolide....................... 68
EXELON....ooooiiiiiiiiine, 30 FETZIMA.......cooovvvveiieeeee, 43 flurbiprofen...............ccccuuu...... 37
eXCMESLANE .........evvvvaaaaannnn 16 FEXMID....coooovvvveeeeennne, 32 flurbiprofen sodium............... 108
EXFORGE......ccccocviiiiinnnn 52 FIASP FLEXTOUCH U- Sflutamide...................ccccuee... 16
EXFORGE HCT .................. 52 100 INSULIN.................... 76  fluticasone propionate..... 68, 113
EXJADE.....cccooeviiiieee 70  FIASP PENFILL U-100 FLUTICASONE
EXTAVIA.....coooiiieeee 94 INSULIN.......ccceeviriireeeee, 76  PROPION-SALMETEROLI113
EXTINA ..o 65 FIASP U-100 INSULIN........ 76 fluvastatin.....................c........ 57
EZALLOR SPRINKLE........ 57 FINACEA.......ccooeiiiieeen, 63 fluvoxamine...............ccu........ 43
ezZetimibe..............oevvvvvvvvnvnnnn. 57  finasteride.................ccc..uu.. 117 FML FORTE...................... 109
ezetimibe-simvastatin............. 57 FIRAZYR......ccooooveeeeeiiii, 113 FML LIQUIFILM.............. 109
FABIOR.....c.coeoviiiiiiee 63 FIRDAPSE......cccoovvvevn.. 30 FMLS.O.P...ccovvvieeiinnn, 109
falmina (28) ......cccoveeeeenann. 104 FIRMAGON KITW FOCALIN........cceviiiiieeens 43
Jamciclovir ..........cccoeveeeeeeeeannn. 3 DILUENT SYRINGE.......... 16 FOCALIN XR.......ceeevunnnen. 43
famotidine.............................. 90 FIRVANQ......oooooiriieieeeeen, 8 fondaparinux.......................... 55
FANAPT.....ccoovvvvie. 42,43  flac otic Oil............ccoeeeeeeennnn. 72 FORFIVO XL.....cccovvvvveeenn. 43
FARESTON......cooiiiieee 16 FLAGYL....oooooiiiiiiiiee 8 FORTAMET.......ccoeveennnne. 76
FARXIGA......ccceeviiiiiien 76  FLAREX.......ccocooiiiiiiienn, 109 FORTEO......cccooviviirieannn 98
FARYDAK ....cooovvviiiiiiien, 16  flavoxate...........c.ouuueveennn.... 117 FORTESTA.........ceeee 84
FASENRA ......cccoiiiii 113  FLEBOGAMMA DIF.......... 96 FOSAMAX....ccccvviiiiiaannn, 98
FASENRA PEN................. 113 flecainide..............cc.ccccuu...... 50 FOSAMAXPLUSD............ 98
Jayosim.............cccceeeeennnnnnn.. 104 FLECTOR.......cccovvvvvrreenn. 37 fosamprenavir.......................... 3
febuxostat..................ccceeenn. 98 FLOLIPID........cccvvvvvveeeennn. 57  fosinopril............cccouveeennannn... 52
felbamate.................ccc....... 22 FLOMAX...cooooiiiiiiiinn, 117 fosinopril-hydrochlorothiazide 52
FELBATOL..........cceeviiiee. 22 FLOVENT DISKUS........... 113 FOSRENOL........ccceeeeernnnn 70
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FRAGMIN.................... 55,56 GILOTRIF........ccccceeeeeiin. 16  haloperidol decanoate............. 43
FROVA ..., 28 GLASSIA......ccoiiieieeeee, 70  haloperidol lactate.................. 43
frovatriptan..............ccccceeuunn. 28  glatiramer..............couuuee..... 30  HARVONI......ccceeiiii 3
FULPHILA........cccvveeee 94 glatopd...........ccocoeeeuvvvnaann. 30  HAVRIX (PF)..cccceevviiinn, 96
furosemide.............ccccceeennnn... 52 GLEEVEC.......................... 16 HELIDAC...........cooovvvvennn. 91
FUZEON.........cccooiiis 3 glimepiride............................. 76 heparin (porcine) ................... 56
Syavoly...........ooeeeevevevevvinnnnnnn. 102 glipizide............couvvvveeeeaannnnn, 76  HEPATAMINE 8%............ 120
FYCOMPA................... 23 glipizide-metformin................ 76 HEPSERA............ccccovvviiiinnn, 3
gabapentin.............................. 23 GLOPERBA......................... 98 HETLIOZ..............ccoooooo. 44
GABITRIL........cooviereene 23 GLUCAGEN HYPOKIT.....77 HIBERIX (PF).......ccccvvven... 96
GALAFOLD.......cccccvvreennee. 84 GLUCAGON HIPREX......ccccovviiiiiiin. 14
galantamine............................ 30 EMERGENCY KIT HORIZANT ....oooviiieee 30
GAMMAGARD LIQUID...96 (HUMAN)..........ceeevrrrrrnnnn. 77 HUMALOG JUNIOR
GAMMAGARD S-D (IGA GLUCOTROL...................... 77  KWIKPEN U-100................. 77
<1 MCG/ML).....coecuuvrrnnn.. 96 GLUCOTROL XL............... 77 HUMALOG KWIKPEN
GAMMAKED.......c.cceeen 96 GLUMETZA......cccovvveee. 77 INSULIN......ccooviiiiiieene 77
GAMMAPLEX........ccco....... 96 glycopyrrolate........................ 86 HUMALOG MIX 50-50
GAMMAPLEX (WITH GLYSET ... 77 INSULN U-100.......cccovuuenee... 77
SORBITOL).....coccvvviveeenee 96 GLYXAMBI........coviiiieenne 77 HUMALOG MIX 50-50
GAMUNEX-C......coovuvveeeens 96 GOCOVRI.......cceevviiieas 26 KWIKPEN.........cccoviiiiiiens 77
GARDASIL 9 (PF).......c....... 96 GOLYTELY....oooiiiiiiinne. 88 HUMALOG MIX 75-25
GASTROCROM................... 88 GRALISE.......ccoovviieeeeeen. 23 KWIKPEN.....ccoooviiiiies 77
gatifloxacin.......................... 106 GRALISE 30-DAY HUMALOG MIX 75-25(U-
GATTEX 30-VIAL............... 88 STARTER PACK................. 23 100)INSULN......ccoovrrreeenen. 77
GAUZE PAD....ccceeeveens 76  granisetron hcl........................ 88 HUMALOG U-100
GAVILYLE-C.oooveveeeeeiaaee, 88 GRANIX.....ocooiiiieeeiiieees 94 INSULIN......cccevviiriieeeeee, 77
GAVIIYO-G..uenaaaaaaeaaeaeaaaaannn 88 GRASTEK.......cccvvvvvviviiinins 96 HUMATROPE..................... 94
GAVIYIE-T..uunnnaaaaaaaeaaaaaaannnn. 88  griseofulvin microsize............... I HUMIRA. ..., 99
GELNIQUE........cccocvennnn. 117  griseofulvin ultramicrosize........ 1 HUMIRAPEN.......ccvvvves 99
gemfibrozil..............cccccuvvvnnnn. 57  guanidine................ccccccuvevenne. 43 HUMIRA PEN CROHNS-
GENERESS FE.................. 104 GVOKE HYPOPEN 2- UC-HS START......ccceeene 99
generlac..........ccocceeeeeiiiiiinnnnn. 88 PACK ..., 77 HUMIRA PEN PSOR-
GONGFAf e 16 GVOKE PFS 2-PACK UVEITS-ADOL HS.............. 99
GENOTROPIN..........c....... 94 SYRINGE......ccoocovvviiinn, 77 HUMIRA(CF).....ccceeeennn. 100
GENOTROPIN GYNAZOLE-1........c......... 103 HUMIRA(CF) PEDI
MINIQUICK .......ceeveeeee. 94 HAEGARDA.........couee.. 113 CROHNS STARTER....99, 100
GONLAK ..., 106  hailey 24 fe......ccuuvveeennnn.... 104 HUMIRA(CF)PEN........... 100
gentamicin.................. 9,64,106 halcinonide............................. 68 HUMIRA(CF) PEN
gentamicin in nacl (iso-osm).8,9 HALDOL.............................. 43 CROHNS-UC-HS............... 100
GENVOYA.....coooiiiieees 3 HALDOL DECANOATE....43 HUMIRA(CF) PEN PSOR-
GEODON.....ccovvvivieeeeeeees 43 halobetasol propionate............ 68 UV-ADOLHS.................... 100
gIanvi (28) cccoeeeeeeiiiiiiaann, 104 HALOG......ccccoviiiiiiii. 68 HUMULIN 70/30 U-100
GILENYA ..o, 30  haloperidol............................. 43 INSULIN.....cccoooriiiiiiien, 78
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HUMULIN 70/30 U-100 imipramine pamoate............... 44 INTRALIPID.................... 120

KWIKPEN.......cooovvieieee 78 IMIQUIMOD....................... 61 INTRAROSA.......ccccoeeenn. 103
HUMULIN N NPH IMIGUIMOA...........ccceeveeeaeannn. 61 INTRONA.......cooovveeene. 94
INSULIN KWIKPEN.......... 78 IMITREX.....ccccoviviirieannnnn. 28 introvale.............cccouuveann. 104
HUMULIN N NPH U-100 IMITREX STATDOSE INVANZ...oooviiiieeeiieee 9
INSULIN.....cooiiiiieeeieee. 78 PEN..coiiiiiiiieeieeeee 28 INVEGA......cccoiiiiieee, 44
HUMULIN R REGULAR IMITREX STATDOSE INVEGA SUSTENNA.......... 44
U-100 INSULN.....ccoiirrenns 78 REFILL.....cccccevviiiiiiene. 28 INVEGA TRINZA............... 44
HUMULIN R U-500 IMOVAX RABIES INVELTYS....cooiiiiein. 109
(CONC) INSULIN................ 78 VACCINE (PF)....cccceveennn. 96 INVIRASE.......ccooovviiiiiieen, 3
HUMULIN R U-500 IMPOYZ.....ooovvvieeiieen, 68 INVOKAMET.........eeunnen.. 78
(CONC) KWIKPEN.............. 78 IMURAN.....cccooeiiiiiiieeeee, 17 INVOKAMET XR............... 78
hydralazine............................. 52 IMVEXXY INVOKANA ... 78
HYDREA. ..., 16 MAINTENANCE PACK...102 ITOPIDINE.........ccccceunnnnee. 110
hydrochlorothiazide................ 52 IMVEXXY STARTER IPOL.....oooiiee 96
hydrocodone bitartrate........... 33 PACK...ooooiiieieeeeee 102 ipratropium bromide....... 72,114
hydrocodone-acetaminophen...33 INBRIJA............ccoooiinnnnnnn. 26  ipratropium-albuterol........... 114
hydrocodone-ibuprofen........... 33 INCASSIA...ccneniiiiiiiiiiaaaaaae 102 irbesartan...............cccccceeenn. 52
hydrocortisone............ 68, 73,88 INCRELEX......cc..ooovvvnnnnnn. 70 irbesartan-

hydrocortisone butyrate.......... 68 INCRUSE ELLIPTA.......... 114 hydrochlorothiazide................ 52
hydrocortisone valerate........... 68 indapamide............................ 52 IRESSA. ..., 17
hydrocortisone-acetic acid...... 72 INDERALLA........ccceeee.. 52 ISENTRESS......ccococciiiinnnin, 3
hydrocortisone-pramoxine...... 88 INDOCIN......oen. 37 ISENTRESS HD........c........... 3
hydromorphone...................... 33 INFANRIX (DTAP) (PF)....96 isibloom................................ 104
hydromorphone (pf) ............... 33 INFLECTRA......cccceeennn. 88 ISOLYTE-PIN 5%
hydroxychloroquine.................. 9 INGREZZA.......ccoovvnnnnn. 30 DEXTROSE....................... 120
hydroxyured........................... 16 INGREZZA INITIATION ISOLYTE-S.....cccoovviee. 120
hydroxyzine hci.................... 110 PACK ..o, 30 isoniazid..........cccoeeiinininnnnnnnnnnn. 9
HYSINGLA ER................... 34 INLYTA...coooiiiiiiee. 17 ISOPTO CARPINE............ 107
HYZAAR ......ccooiiiiee 52 INNOPRAN XL.................. 52 ISORDIL...ccooviiirieeein. 59
ibandronate........................... 98 INREBIC.......ccovvveeiiiiieens 17 ISORDIL TITRADOSE....... 59
IBRANCE........ccvvviviiee. 16 INSPRA........ccooiiiiie 52 isosorbide dinitrate................. 59
DU ..o 37 INSULIN ASP PRT- isosorbide mononitrate............ 59
IDUPTOfen..........ccccveeeeennnnn 37 INSULIN ASPART.............. 78 ISOtretinoin...................cceeuu.. 63
icatibant..............ccccevvveeen.... 114 INSULIN ASPART U-100...78 isradipine............ccccccvuvvven...... 52
ICLUSIG ..o, 16 INSULIN LISPRO............... 78 ISTALOL.....ccccevvviiieens 107
IDHIFA.....ccooiiiieieee 16 INSULIN LISPRO ISTURISA ..o, 84
ILEVRO.....ccoviiiiiiiies 108 PROTAMIN-LISPRO.......... 78 itraconazole...............cc......... 1
ILUMYA ..o, 60 INSULIN PEN NEEDLE.... 78  ivermectin...........c.cccccueveeann... 9
IMAtinib ...........c.coovveeeeennnnne. 16 INSULIN SYRINGE- IXIARO (PF).cccoiiiiiiiee. 96
IMBRUVICA................... 16,17 NEEDLE U-100.................... 78 JADENU.....ccooooiiiiiii. 70
imipenem-cilastatin................... 9 INTELENCE.......c.cccceeeeennn. 3 JADENU SPRINKLE.......... 70
imipramine hcl........................ 44 intralipid..............ccuuuee..... 120 JAKAFI......oooieee, 17
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JALYN ..ot 117 KEVZARA........cccoeieenne. 100 LAMICTAL XR STARTER

JANLOVEN ... 56 KINERET.......cocccoevvnnnn.n. 100 (ORANGE)....ccccoovvvieeiineen. 24
JANUMET.......ccovvvee. 78  KINRIX (PF).................. 96,97 lamivudine................ccc....cen...... 3
JANUMET XR....ccooeennnnnnn.. 78  kionex (with sorbitol) ............ 71 lamivudine-zidovudine.............. 3
JANUVIA.......coooeee 78  KISQALI....ccovvvnnnn. 17  lamotrigine............................. 24
JARDIANCE...........cceuunee.. 78 KISQALI FEMARA CO- LANOXIN .....coovviiieeeiiieeens 59
Jjasmiel (28) .......ooeeeeeevvnvnnnnn. 104 PACK ..., 17  lansoprazole.......................... 91
JENTADUETO.................... 78 KITABISPAK.......ccevuvveeenn. 9 lanthanum............................. 71
JENTADUETO XR........ 78,79 KLARON.......cccoeviiiireene 64 LANTUS SOLOSTAR U-
Jinteli.....ooevicciiiiieiiiieean, 102 KLONOPIN.......ccovvvrreenee 23 100 INSULIN.......ceevrrrenen. 79
JORNAY PM.....cccccoeevns 44 klor-con 10........................... 118 LANTUS U-100 INSULIN.. 79
JUBLIA...........ooo 65 klor-con8............................. 118  larin 1.5/30 (21) ......ccu.......... 105
Juleber.............ccccoevveennnni.... 104 klor-con mI0........................ 118 larin 1120 (21 ) c.cceeeeeennnnnn... 105
JULUCA. ..., 3 klor-conml5.............cuuu.. 118  larin fe 1.5/130 (28) ............... 105
Junel 1.5/130 (21) ................... 104 klor-con m20........................ 118  larin fe 1/120 (28) .................. 105
Junel 1120 (21) ...........uuu...... 104 klor-con oral packet 20......... 118  larissic............ccceveeeeennnnnnnn... 105
junel fe 1.5/30 (28) ............... 104 KOMBIGLYZE XR............. 79  LASIX...ooooiiiiiiiiiieeeeeeeee, 52
junel fe 1120 (28) .................. 104 KORLYM...coooooooevieee 84 LASTACAFT.....cccceeeen.. 107
Jjunelfe 24 .........ccccovvvvevennnnnn. 104 KOSELUGO........cc..ceeeeeennn. 17 latanoprost........................... 108
JUXTAPID....ovvvvvvieeeeees 57 KRINTAFEL.........ccceevennnnn. 9 LATUDA.......ccciiiiieee 44
JYNARQUE.....cccoovvvveeeeen. 84 KRISTALOSE........ccceveeee.. 88  layolis fe.....ccoooooiiiinniniiinn, 105
KADIAN.....cooviiiiieeeeeees 34 K-TAB....oooooiiiieeeeeeees 118 LEDIPASVIR-

Kaitlib fe.........cccovveeeecuvnnnann. 104 k-tab......oooeeeeieieeeeie 118 SOFOSBUVIR...........cceuuneee.n. 3
KALBITOR.........ccvvveeee. 114 kurvelo (28) ....ccceveeenennnnnn. 104 leena28.......cccooeeuevvvennnnnannnn. 105
KALETRA.....cooiiiiiieeees 3 KUVAN.......ee, 84  leflunomide........................... 100
KALYDECO...................... 114 KYNMOBI........cccvvvvrrennn 26 LENVIMA..........cooviiiees 17
KANIJINTI.............oo 17 [ norgestle.estradiol-e.estrad. 105 LESCOL XL.........cccccoevvvenn. 57
KAPSPARGO SPRINKLE..52 labetalol................................. 52 [eSSING.....uuvueeiniiinn. 105
KAPVAY oo 44 LACRISERT.......ccc.cc.... 107 LETAIRIS......cooiiiieeeee. 114
kariva (28) .....ooueeeeeveevennnnnnnn, 104 lactulose.................cuuevveeeennnn. 88  letrozole........ccccoeeeeeeeeeeaaannnn... 17
KATERZIA ........oovvvvvvvvviins 52 LAMICTAL.....ccoooeennn. 23 leucovorin calcium.................. 14
KAZANO........oooe 79 LAMICTALODT............... 23 LEUKERAN..........ccccuun 17
kelnor 1135 (28) ...ooevveeennnnn. 104 LAMICTAL STARTER LEUKINE.......ccooovviieenien. 94
kelnor 1-50..............cccuuu..... 104 (BLUE)KIT........coeeeeennnnns 23 leuprolide.....................o......... 17
KENALOG.......ccccovvvvveeee. 69 LAMICTAL STARTER levalbuterol hcl..................... 114
KEPPRA ..........cooe 23 (GREEN)KIT........ccuuunnee. 23 LEVALBUTEROL

KEPPRA XR.......ccvvvvinnn 23  LAMICTAL STARTER TARTRATE......ccovvveeen. 114
KERYDIN.......coooiiiiiieeenn. 65 (ORANGE)KIT................... 23  LEVEMIR FLEXTOUCH
ketoconazole....................... 1,65 LAMICTAL XR................... 23 U-100INSULN........oevvvinnnn 79
ketodan.................cccccoeeuu... 65 LAMICTAL XR STARTER LEVEMIR U-100 INSULIN 79
ketoprofen...............ccceueeunn.. 37 (BLUE).cooiiiiiiiiiiiiieeee. 23 levetiracetam.......................... 24
ketorolac.................ccc.uu..... 108 LAMICTAL XR STARTER levobunolol........................... 107
KEVEYIS......coooiiiiiinn. 30 (GREEN)...oiiiiiiiee 24 levocarnitine........................... 71
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levocarnitine (with sugar) ...... 71  LOESTRIN 1/20 (21).......... 105 LUNESTA....ccocoiiiiii 44
levocetirizine........................ 110  LOESTRIN FE 1.5/30 (28- LUPANETA PACK (1
levofloxacin.................... 12,106 DAY).ooiooiieeeeeeeeeeeee 105 MONTH)..ccoooviiieeeieeeeeennn. 103
levofloxacin in d5w................. 12 LOESTRIN FE 1/20 (28- LUPANETA PACK (3

levonest (28) ....coueeveveeeennnne. 105 DAY) i 105 MONTH)...ccoceeeeviiireeene, 103
levonorgestrel-ethinyl estrad. 105 LOKELMA........cccceeeeeeennnn... 71  LUPRON DEPOT................ 17
levonorg-eth estrad triphasic. 105 LOMOTIL............................ 86 LUPRON DEPOT (3

levora-28 ........cccoeeveecevenaann. 105 LONHALA MAGNAIR MONTH).....ooveiiiiieeee. 17
levorphanol tartrate................. 34 REFILL.......cooovvviiiiiiiiiinns 114 LUPRON DEPOT (4
LEVORPHANOL LONHALA MAGNAIR MONTH)....ccoviiieeiiiiieee, 17
TARTRATE......cocviiienn 34 STARTER......cccccvviiiinnn. 114 LUPRON DEPOT (6
[EVO-T..ouuiiaaiiiiiaiaiiieeeee 86 LONSURF......ccccceviiiins 17 MONTH).....cooiiiieieieees 17
levothyroxine.............cccuuu...... 86 loperamide............................. 86 lutera (28)...ccccceeeeeeeennnnnn. 105
levoxyl........ccovevvvvveiennnnnn. 86 LOPID......cccvvrviiiiiieeeeeee, 58 LUXIQuuooiiiiiiiieieeeiiiiie, 69
LEXAPRO.....ccccceeiiiieenn, 44 lopinavir-ritonavir .................... 3 LUZU..cooooiiiiiiiieeeee, 65
LEXETTE.......ccoooiiiiienennn. 69  lopreezd.............cceeeeunnnnn... 102 LYNPARZA........ccovvvvveee. 17
LEXIVA .o 3 LOPRESSOR......cccccceevunnnnn. 53 LYRICA ... 24
LIALDA ..ot 88 LOPROX....cccoviiiiiiiiiinn. 65 LYRICACR........cocereenne 24
lidocaine.............ccccoceveennnn... 61 LOPROX (ASOLAMINE)..65 LYSODREN........c.cecuvieennn. 17
lidocaine hel........................... 61 lorazepam............................ 44 LYSTEDA.....cccccciiiiinn. 103
lidocaine viscous..................... 61 lorazepam intensol.................. 44 LYUMIEV KWIKPEN U-
lidocaine-prilocaine................ 61 LORBRENA..........cccco 17 100 INSULIN......c.ccevvinnnnne 79
LIDODERM......cccccvvnnnnn. 61 lorcet (hydrocodone).............. 34 LYUMIJEV KWIKPEN U-
lindane............ccccceuvvveennnn.... 69 lorcethd..........cccuuvvevvveniinnnn. 34 200 INSULIN................... 79
linezolid.............cccooeuvvevunnnnnnnn. 9  lorcet plus...........uuvevvveieaaann. 34 LYUMIEV U-100

linezolid in dextrose 5%............ 9 loryna (28) ..cccoueeeiiiiiiaaaannn, 105 INSULIN....coooiiiiiiieeeeeees 79
LINZESS................ 88 losartam...........cccceeeeeeeeeeaannnn... 53 yz@.eeeeiieeii 102
liothyronine................ccccccuuuu. 86  losartan-hydrochlorothiazide.. 53 ~MACROBID.........cccceeunnnn.... 14
LIPITOR ......ccvvviiiiiiieees 57 LOSEASONIQUE.............. 105 MACRODANTIN................ 14
LIPOFEN........................ 57 LOTEMAX......................... 109  mafenide acetate..................... 64
liStnopril..........oooovvveveveeennnnnnnn, 53 LOTEMAXSM................. 109  magnesium sulfate................ 118
lisinopril-hydrochlorothiazide. 53 LOTENSIN......ccccovviiieeeennn... 53 MALARONE.......cccccvvrrrninnn. 9
lithium carbonate.................... 44 |oteprednol etabonate............ 109 MALARONE PEDIATRIC...9
lithium citrate......................... 44 LOTREL.....ccoooiiiiiiiin, 53 malathion..................ccceeenn. 69
LITHOBID.......ccoeveiennnn. 44 LOTRONEX......................... 88  maprotiline..............cc.ouuuo...... 44
LITHOSTAT .....coeveiiieee 71 lovastatin...............cccceeeeann... 58 MARINOL.......cccvvveee. 88
LIVALO.......cccovvvvviiiiin, 57 LOVAZA......cooveeccciceccnnn. 58  marlissa (28) ......eeeevvennnnnnn. 105
LO LOESTRIN FE............. 105 LOVENOX.....ccooooiiviiiiaen. 56 MARPLAN. ... 44
LOCOID.......cccccceeeiii 69  low-ogestrel (28).................. 105 MATULANE........ccccoeennnn. 17
LOCOID LIPOCREAM....... 69 loxapine succinate.................. 44 matzimla.............cccceeeuunnn.... 53
LODINE........ccceeviiiiiieinn 38 LUCEMYRA.......cccccovinenn. 38 MAVENCLAD (10
LODOSYN...coooiiiiiiiiieen, 26 LULICONAZOLE............... 65 TABLET PACK).....ccc.uec.... 30
LOESTRIN 1.5/30 (21)........ 105 LUMIGAN......ccccceviiinen. 108
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MAVENCLAD (4 TABLET MERREM........ccoovvviie. 9  microgestin fe 1.5/30 (28).... 105
PACK) oo, 30 mesalamine............................ 88  microgestin fe 1120 (28) ....... 105
MAVENCLAD (5 TABLET MESNEX.......oooviivieeiin. 14 midodrine.................ccceuuu..... 71
PACK) . 30 MESTINON........ccccvvvveennee 32 MEGergot......ccucciiiieeiiiiaaaan, 28
MAVENCLAD (6 TABLET MESTINON TIMESPAN.... 32 miglitol.............cccu.o........ 79, 80
PACK) ..oooiiiiiiiiiiiiiiiiiiiiiiiiians 30 metaproterenol..................... 114 miglustat..........cccceeeeeeeeennnn..... 84
MAVENCLAD (7 TABLET MELfOrMIN ..., 79  MIGRANAL......cccovvvveee 28
PACK) ..oooiiiiiiiiiiiiiiiiiiiiiiiies 30 methadone.............................. R 17 1 105
MAVENCLAD (8 TABLET methamphetamine.................. 44 millipred............cooovvvevevevennnnn, 73
PACK) ..ooiiiiiiiiiiiiiiiiiiiiiiiiiiies 30 methazolamide...................... 108 mimvey.......coeevvvevvvvvevnvnnnnnns 103
MAVENCLAD (9 TABLET methenamine hippurate........... 14 MINASTRIN24 FE........... 105
PACK) ..o 30  methimazole........................... 73  MINIPRESS......................... 53
MAVYRET ......ccccoovviiiiinn 3 METHITEST.....cccooviinenn. 84 MINITRAN.......cceeviiiieeene 59
MAXALT cccooeiiiiiiee 28  methotrexate sodium.............. 17 MINIVELLE..................... 103
MAXALT-MLT.................. 28  methotrexate sodium (pf)....... 18  minocycline.............uueeve...... 13
MAXIDEX.....ccccccvvviinnenn. 109  methoxsalen........................... 61 MINOLIRA ER.........c.eee.. 13
MAXITROL.........ccoveee.. 109  methscopolamine.................... 86  minOXidil.........cccceevvevviiinen. 53
MAXZIDE......ccccccevviiiiaan, 53 methyldopa............................. 53 MIRAPEXER.........ccco.... 26
MAXZIDE-25MG................ 53 METHYLIN........cccevvviiiiinns 44 mirtazapine............................ 45
MAYZENT ..o 30 METHYLPHENIDATE MIRVASO.....ccccceiviiiiieas 64
MeCliZine .........cccuveveeeeeeeeaennnn, 88 HCL..oooooiiiieeiiiieee, 44,45  misoprostol............ccceueeeeeannn. 91
meclofenamate....................... 38  methylphenidate hcl................ 45 MITIGARE......ccccooviiiienn. 98
MEDROL.........cceiiiiiiis 73 methylprednisolone................. 73 M-M-RII (PF)...cccccvvveeennnn. 97
MEDROL (PAK).................. 73 methyltestosteronme.................. 84 MOBIC.......cooiiiiiiiiiiiiiiiiiis 38
medroxyprogesterone........... 102 metoclopramide hcl................. 88  modafinil.............ccccoeeeeeennnn... 45
mefenamic acid....................... 38 metolazome............................. 53 moexipril................................ 53
mefloquine............ccccceeeeeeeeannn.. 9 metoprolol succinate............... 53 molindone..................cc.cuuu... 45
megestrol............c................... 17 metoprolol ta- MOmetasone.................... 69, 114
MEKINIST .....ccoeeeeeeee 17 hydrochlorothiaz.................... 53 mondoxynenl......................... 13
MEKTOVI......cooeeeeei 17  metoprolol tartrate................. 53 montelukast.......................... 114
melodetta 24 fe..................... 105 METROCREAM.................. 63 MONUROL.......c..eeevnn. 14
meloxicam...............ccouuuue...... 38 METROGEL....................... 63  morphine................................ 34
IEMANTINE .......vvvveeenennnnnnnnnnns 31 METROLOTION................. 63  morphine concentrate............. 34
MEMANTINE.......ccc........... 31  metronidazole........ 9,63,64,103 MOTEGRITY ...ceeevvvvennnn. 88
MENACTRA (PF).............. 97  metronidazole in nacl (iso-os)..9 MOTOFEN.......................... 86
MENEST ..o, 103 mexiletine...............ccccevuueeennnn. 50 MOVANTIK.......ccvvveeenne 88
MENOSTAR.........ccceen 103 mibelas 24 fe...........cccc....... 105 MOVIPREP..........ccceeeenn 88
MENTAX .....cooviiiiieieeeeeee, 65  micafungin...............ccceeeeunn.... I MOXEZA...ieeieieean. 106
MENVEO A-C-Y-W-135- MICARDIS........oovviiiees 53 moxifloxacin................... 12, 106
DIP (PF).coeeiiiiin. 97 MICARDIS HCT................. 53 moxifloxacin-

MEPRON..........oovvviiiiiiiiiiiiinn, 9  miconazole-3........................ 103 sod.chloride(iso) .................... 12
Mercaptopurine ....................... 17  microgestin 1.5/30 (21)........ 105 MSCONTIN......ccovvvvvrerens 35
TNETOPCHEIN .....vvvveeaaaaaaaaaaannns 9 microgestin 1/120 (21)........... 105 MULPLETA......................... 56
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MULTAQ. ..o, 50 NAYZILAM......ccooovienenianns 24 nimodipine................cccccuuen... 53

PUUPIFOCTIL ..o 64 NEBUPENT........ccccvvvveennn. 9 NINLARO.....ooovviieeiie 18
mupirocin calcium.................. 64 necon 0.5/35 (28) ccccuvveennn... 105  nmisoldipine...............c..oouuuee..... 53
MVAST....ooiiiiiieeeeeeee 18 NEEDLES, INSULIN RELISTRONE ..o 71
MYALEPT ... 84 DISP.,SAFETY ...ccoceevvvnnnenn. 80  nitro-bid...............ccccouuvveennn... 59
MYAMBUTOL..................... 9 nmefazodone...................cc........ 45 NITRO-DUR........................ 59
MYCAMINE.......................... I neOMYCIN....coeeeeeeeeeiiiiiiiiiiiininann 9 nitrofurantoin......................... 14
MYCOBUTIN.........ovvvvvvvinanns 9  nmeomycin-bacitracin-poly-hc. 109  nitrofurantoin macrocrystal.... 14
mycophenolate mofetil............ 18  meomycin-bacitracin- nitrofurantoin monohyd/m-
mycophenolate sodium............ 18  polymyXin.......ccceeeeeeeeeenn..... 106 CPYSEauneiiiiiiiiiiiiieieeeeeennnn 14
MYDAYIS. ..., 45  neomycin-polymyxin b- nitroglycerin........................... 59
MYFORTIC..........ccevunneen. 18  dexameth............cccceeueeennnn. 109 NITROSTAT.....coovviveene 59
PYOFISAN ...aaaseaaaaaaannns 64  neomycin-polymyxin- NITYR ..o, 71
MYRBETRIQ..................... 117  gramicidin............................ 107 NIVESTYM.....ooooviieeee. 94
MYSOLINE..........ccovviiie. 24 neomycin-polymyxin-hc.. 72, 109  nizatidine................................ 91
MYTESI....ccooiiiiiiiei 86 NEORAL.......ccoeiiiiiie 18 NOCDURNA (MEN).......... 84
nabumetone...........ccccceeeeeeenn.. 38 NEO-SYNALAR.................. 64 NOCDURNA (WOMEN)....84
nadolol................cccccuvvvennnn. 53 NEPHRAMINE 54 %........ 120 7OLIX oo, 69
NAfCIllin.........ccooeveeeeeeinnnann. 11 NERLYNX...oooooooeiiiiinnn 18 nora-be...........ccuveveveiiaiaann. 103
RASLIfINE ..., 65 NESINA.....cooooiiiiieii 80 NORCO....ccccceeiiiiiir 35
NAFTIN ..., 05 MEUAC.......ccoooiiieiiiiiieea 64 NORDITROPIN

NALFON. ..., 38 NEULASTA ... 94 FLEXPRO........ooeiiviin. 94
NALOXONE.......cccccvvvieeeen. 38 NEUPOGEN.......cccceeiinnnn. 94 noreth-ethinyl estradiol-iron..105
naloxone............ccccccuveeeneeannn.. 38 NEUPRO......cccooiiiiin. 26 norethindrone ( contraceptive)
naltrexone.............ccccccuveeenn.... 38 NEURONTIN...............o. 24 103
NAMENDA.......cccoee. 31 NEVANAC.......cccoie 108  norethindrone acetate........... 103
NAMENDA TITRATION NEVIFAPINE ......ceeeveveeeveeeveevvvnnnanns 3 norethindrone ac-eth estradiol
PAK oo 31 NEXAVAR.......ccooeiiireee, I8 e 103, 105
NAMENDA XR.....ccccoe.... 31 NEXIUM......oooiiiieeee. 91  norethindrone-e.estradiol-iron
NAMZARIC......ccccoevvee. 31 NEXIUM PACKET............. Ol e 105
NAPRELANCR................. 38 NEXLETOL.......ccccoevvvrrnnnns 58 norgestimate-ethinyl estradiol
HAPFOXCN ...evveveeeeeeeeeeeeeeveennans 38 NEXLIZET........................... 38 105
naproxen sodium.................... 38 MUACIH....iieeeeeeean 58 NORITATE......ccccvvvvvrrirannn, 64
AATALFIPEAN «...vvvvvvaeeneeens 28 NIACOR......ccoovvvvvviivviiiiiiiins 58 NORMOSOL-M IN 5 %
NARCAN ..o, 38 NIASPAN EXTENDED- DEXTROSE........coovieenn. 120
NARDIL.....oooiiiiiiiiiieees 45 RELEASE.......ccocooiiiiiiiin. 58 NORMOSOL-R.................. 118
NASONEX....cccocoiiiieiiinnn, 114 nicardipine............................. 53 NORPRAMIN...........ceenn. 45
NATACYN ..o, 106 NICOTROL.......ccceeevvvee. 72 NORTHERA...........oonee. 71
NATAZIA ..., 105 NICOTROL NS......coocvieee. 72 nortrel 0.5/35 (28) ..ccuuu..... 105
nateglinide..................ccc........ 80 nifedipine...........ccccevvvvvvnnnn.... 53 nortrel 1135 (21) ..uuuennn...... 105
NATESTO....ccooeeeeeeeeeeee. 84 nikki (28) .cuueeeeeeeiiiiiiiiiiininnn, 105  nortrel 1/35 (28) cceeeeeennnnn.. 105
NATPARA ..., 84 NILANDRON..........ccenne 18  nortrel 71717 (28) .cccveuueeennn. 105
NATROBA........ccooe 69  nilutamide.............................. 18 nortriptyline........................... 45
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NORVASC.....ccocvviiiiiee. 53 nyStatin............cccoeeeeeenn. 1,66 ONZETRA XSAIL............... 28

NORVIR ..., 4  nystatin-triamcinolone............ 66 OPSUMIT.......oovvviiiiiiiiinns 114
NOURIANZ......cccovvvveeen 260 HYSIOP .oceeeeiiieaeeeeeeaeeen 66 ORACEA.........oviiieee, 13
NOVOFINE 32.......cccuveeee.. 80 OCALIVA. ..o, 88 ORALAIR........cccvvveee. 97
NOVOFINE PLUS............... 80 ocella........cccecuveeieaaiiiiaaann, 105 ORAPRED ODT.................. 73
NOVOLIN 70/30 U-100 OCTAGAM.......oeeevvveeees 97 ORAVIG.....ccoooiiieeeeiieeee, 1
INSULIN ...t 80 octreotide acetate................... 18 ORENCIA.....cccooieienn. 100
NOVOLIN 70-30 OCUFLOX....cccoovvveeeiiennn. 107 ORENCIA CLICKJECT.... 100
FLEXPEN U-100.................. 80 ODACTRA.......cooeviieeee, 97 ORENITRAM.........ecenunnn. 53
NOVOLIN N FLEXPEN.....80 ODEFSEY ....cccccccevviiiiiieenne 4 ORFADIN......ccooviiiieeee. 71
NOVOLIN N NPH U-100 ODOMZO.......covveviiieaaann, 18 ORIAHNN......cccvviieee 103
INSULIN....oooviiiiieeiieeen 80 OFEV.....iiiiiiiieiin, 114 ORILISSA......ooviiiieee 84
NOVOLIN R FLEXPEN..... 80  ofloxacin................... 12,72,107 ORKAMBI........ccceeerennnne 114
NOVOLIN R REGULAR olanzapine..............cccouuuee..... 45 orsythid..............ccceeeeuevvnn.... 105
U-100 INSULN.........cvvveeee. 80  olanzapine-fluoxetine.............. 45  oseltamivir.............ccccceeuvnn.... 4
NOVOLOG FLEXPEN U- olmesartan..............c.c........... 53 OSENI.....cooiiiiiieee, 80
100 INSULIN.....coevvvieeeenns 80  olmesartan-amlodipin- OSMOLEX ER............ouueee. 27
NOVOLOG MIX 70-30 U- hethiazid...............ccccueeeenn.. 53 OSMOPREP......cccccevvnnn.n. 88
100 INSULN ..., 80  olmesartan- OSPHENA ... 103
NOVOLOG MIX 70- hydrochlorothiazide................ 53 OTEZLA.........cccoeeinnn. 100
30FLEXPEN U-100.............. 80 olopatadine..................... 72,107 OTEZLA STARTER.......... 100
NOVOLOG PENFILL U- OLUMIANT .....ceeeviiees 100 OTOVEL.....cccvvvviiiiiiieeanns 72
100 INSULIN.......ccvvveeennne 80 OLUX ..o 69 OTREXUP (PF).................. 100
NOVOLOG U-100 OLUX-E...coovvvieviiieeeee. 69 OVIDE.....cooooevviiieeee. 69
INSULIN ASPART.............. 80 OMECLAMOX-PAK........... 91  oxacillin..............ccceuvvveenn... 11
NOVOTWIST ....ccoovennnn. 80 OMEGA-3 ACID ETHYL oxacillin in dextrose(iso-osm) 11
NOXAFIL.........cccccoii 1 ESTERS.............................. 58 oxandrolome........................... 84
NUBEQA. ..., 18  omeprazole........................... 91  oxaprozin...............ccccuvvvvunnn. 38
NUCALA............. 114 omeprazole-sodium OXAYDO........cccoiii 35
NUCYNTA......... 38  bicarbonate............................ 91 OXBRYTA.......cceeeeii 71
NUCYNTAER.................. 38 OMNARIS.......ccvvviiis 114 oxcarbazepine........................ 25
NUEDEXTA......ccooiieeeeee 31 OMNIPOD DASH 5 PACK OXERVATE......cccccovunn. 107
NULYTELY WITH POD ..o, 80 oxiconazole..............cccccuuunnn. 66
FLAVOR PACKS................. 88 OMNIPOD INSULIN OXISTAT ..o 66
NUPLAZID.....ccoovvvvveeanee. 45 MANAGEMENT................ 80 OXSORALEN ULTRA........ 61
NURTEC ODT.......ccccuueee.. 28 OMNIPOD INSULIN OXTELLAR XR.....cccccuueee. 25
NUTRILIPID..................... 120 REFILL.....ccooovviiiiiiiieee, 80  oxybutynin chloride.............. 117
NUTROPIN AQ NUSPIN...94 OMNITROPE..................... 94 oxycodone....................cccc..... 35
NUVARING......cccocvvveeene 103 ondansetron........................... 88 OXYCODONE.......cccuveenn. 35
NUVIGIL......cooeeieeee 45  ondansetron hcl...................... 88  oxycodone-acetaminophen...... 35
NUZYRA ..o, 13 ONEXTON....c.cceeeeiie 64 oxycodone-aspirin.................. 35
IYAMYC coveeeeeeeeeeeaeeeeeeaeeaaaaeaenn, 66 ONFI...ccoooiiiiiiiiiiieieee 24 OXYCONTIN.....cccouunnn. 35, 36
NYMALIZE......cccccevevenn. 53 ONGLYZA........cccovvee. 80  oxymorphone.......................... 36
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OXYTROL.....cccovvvvee. 117 PERCOCET......cccceeveenne. 36 POMALYST...cooccevviiiiiians 18
OZEMPIC............ccn..... 80,81 PERFOROMIST................ 114 portia28.......ccccevvveeeeecnnnnnnn, 105
PACETONE .......oevvvvevvvrrrrrarnnnannnns 50  perindopril erbumine............... 53 posaconazole............................ 1
paliperidone............................ 45  permethrin........ccccceeeeeeeeennn.... 69  potassium chlorid-d>5-
PALYNZIQ...cooiiieieeeeeens 85  perphenazine.......................... 46  0.45%macl..............ccceeeeennn. 118
PAMELOR ........ccovvviiiiiiinnns 45 PERSERIS......cccoooiinn. 46  potassium chloride................ 118
PANCREAZE....................... 88 PERTZYE....ooovoiiiiiiiiinnnnns 89  potassium chloride in
PANDEL......ccoviiiiee. 69 PEXEVA......coooiiiiiiiee 46  0.9%nacl............ccccuuvvveann.... 118
pantoprazole.......................... 92 phenelzine...........cccccuuuuunn.... 46  potassium chloride in 5 %6 dex119
PANZYGA.....ccccvvvvviviiiiins 97 phenobarbital..................... 25  potassium chloride in Ir-d5.... 119
paricalcitol............................. 85  phenoxybenzamine................. 53 potassium chloride in water...119
PARLODEL........................ 27 PHENYTEK..........ccccene. 25 potassium chloride-0.45 %
PARNATE...........ooe 46  phenytoin........cccueeeeeeeennn. 25 nacl........ooeeeeeiiiiniaa, 119
PATOMOMYCIM ...vvvvvevaaaaaeaeeenn, 9  phenytoin sodium extended.....25  potassium chloride-d5-
paroxetine hcl......................... 46 PHOSLYRA.........cccennn. 118  0.2%nacl..............ccccuuuu...... 119
paroxetine PHOSPHOLINE IODIDE..107  potassium chloride-d5-
mesylate(menop.sym) ............ 46 PICATO..cooovveiiieieeeeee, 61  0.9%nacl.............ccuuueeee..... 119
PASER ..o 9 PIFELTRO........ccvvvvvveeere. 4  potassium citrate.................. 118
PATANASE.....ccccoiiiiiis 72 pilocarpine hel................. 71,108 PRADAXA.......cccooiiiieee. 56
PAXIL.....ccoooiiiiieeeeeeeee 46  pimecrolimus...............ooo....... 61 PRALUENTPEN.............. 58
PAXIL CR....ccovvviiiieieeeees 46  pimozide..........cccouueviiiiiiaaannn. 46  pramipexole................c......... 27
PAZEO.......cccccccccccc 107 pimtrea (28) ...ccuveeeeeeeeaann. 105 prasugrel.........ccccceeeeeeeeennn..... 56
PEDIARIX (PF)......ccceennn. 97  pindolol.................ccceeeueun.... 53 pravastatin............................. 58
PEDVAX HIB (PF).............. 97 pioglitazone............................ 81  praziquantel............................ 9
peg 3350-electrolytes.............. 89  pioglitazone-glimepiride........... 8l  PrazoSin........ccccceeeeeeeeeeeeeeennnn.. 53
PEGANONE.......cccccvvviiinnn 25  pioglitazone-metformin........... 81 PRECOSE.....cccoooeiiiiiiinnnn. 81
PEGASYS............... 94 piperacillin-tazobactam........... 12 PRED FORTE................... 109
PEGASYS PROCLICK........ 94 PIQRAY .ccoovvieiiiieeeeie, 18 PRED MILD...................... 109
peg-electrolyte....................... 89 pirmella................................ 105 PRED-G....ccoccvvvvinn. 109
PEMAZYRE.....cooeeeeeeen. 18  piroxicam.............................. 38 PRED-GS.O.P.................... 109
penicillamine........................ 101  PLAQUENIL...........ovvviiinnnne. 9 prednicarbate......................... 69
PENICILLIN G POT IN PLASMA-LYTE 148........... 120 prednisolone........................... 73
DEXTROSE.............cccooo 11 PLASMA-LYTEA.......... 120  prednisolone acetate............. 109
penicillin g potassium.............. 11 PLAVIX..oiiiiiiiiii 56  prednisolone sodium

penicillin g procaine................ 11 PLEGRIDY....cccoouvveeen.n. 94,95 phosphate........................ 73, 109
penicillin g sodium.................. 11 plenamine............................. 120 prednisone..............cccccuuuun...... 73
penicillin v potassium.............. 11 PLENVU...ccoooooiiiiiiiinn, 89  prednisone intensol................. 73
PENNSAID.....cccvvieeeiien. 38 PLIAGLIS.......cccoiiiiiee 62 PREFEST.......ccccccovviin. 103
PENTAM......cceovveieiiee, 9 podofilox........ccccccouvvvveniiiii.... 62 pregabalin...............ccouuue...... 25
pentamidine................ccc.coeeun... 9 polymyxin b sulfate.................. 9 PREMARIN..........c.uuu 103
PENTASA ..., 89  polymyxin b sulf- premasol 10 % ...................... 120
pentoxifylline......................... 56  trimethoprim........................ 107 PREMPHASE.................... 103
PEPCID......ccovviiiiiiiiii. 92 POLYTRIM......ccuvvveennnne 107 PREMPRO.........ccciiiees 103
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prenatal vitamin oral tablet...120  PROMETRIUM................ 103 quinapril................................. 54
PRETOMANID..................... 9 propafenone............................ 50  quinapril-hydrochlorothiazide . 54
PREVACID.......ccccvvvveeeeanns 92 propranolol............................. 54 quinidine gluconate................. 50
PREVACID SOLUTAB....... 92 propranolol- quinidine sulfate..................... 50
prevalite................................ 58  hydrochlorothiazid.................. 54 quinine sulfate.......................... 9
previfem.................ccooo 106  propylthiouracil...................... 73  QVAR REDIHALER......... 115
PREVYMIS. ... 4 PROQUAD (PF)....cccovuune... 97 RABAVERT (PF)................. 97
PREZCOBIX.......ccccovvvviiiinnns 4 PROSCAR.......................... 117  rabeprazole............................ 92
PREZISTA ... 4  PROSOL 20 %..cccvvvvvraannnnee. 120  RAGWITEK..........cocvvvveenns 97
PRIFTIN................o 9 PROTONIX......cvvvvvvrrriirinans 92 raloxifene.........ccceeeeeeeeeannn.. 98
PRILOSEC........cceoviiieen. 92 PROTOPIC.........cccvvvvernnnne. 62  ramelteon.............c.ccceeuunnnn. 47
PRIMAQUINE..................... 9 protriptyline........................... 46 ramipril...........ccccceeivvennnnnannnn. 54
PRIMAXIN IV...coviiiiienne 9 PROVENTIL HFA............ 114 RANEXA. ..., 59
primidone...............cc........... 25 PROVERA............cccovveeee. 103 ranolazine.................ouuuu....... 59
PRIMLEV ......cooiiiiiiiiiiees 36 PROVIGIL........cccuvvvreennne. 46 RAPAFLO....ccccccevviiinnn. 117
PRINIVIL......coeoviiiiieie 54 PROZAC.....cccooviiiiiieaae, 46 RAPAMUNE............oee. 18
PRISTIQ.......cooviiiiiiiiiiiiiins 46  prudoxin............ccccceveuunennnn.... 62 rasagiline................................ 27
PRIVIGEN......cccooiiiiie. 97 PSORCON......cccoviiiieene 69 RASUVO (PF)...ccccevvnnnnnn. 101
PROAIR DIGIHALER...... 114 PULMICORT..................... 115 RAVICTI.....cccoeviiiii 71
PROAIR HFA.................... 114 PULMICORT RAYALDEE.........ccccooiieeen. 85
PROAIR RESPICLICK..... 114 FLEXHALER.................... 115 RAYOS.....iiiiiiiiie, 73
probenecid............................. 98 PULMOZYME................... 115 RAZADYNEER................ 31
probenecid-colchicine.............. 98 PURIXAN...coooviiieieeeeeis 18 REBIF (WITH ALBUMIN).95
PROCALAMINE 3%......... 120 PYLERA......ccccoeiiiiiieee, 92 REBIF REBIDOSE.............. 95
PROCARDIA XL................. 54 pyrazinamide............................ 9 REBIF TITRATION PACK 95
PFrOCENIFA . ...vvvvnnnnns 46  pyridostigmine bromide.......... 32 reclipsen (28) .....ooueeeeeeennnnnnn. 106
prochlorperazine..................... 89 PYRIDOSTIGMINE RECOMBIVAX HB (PF).....97
prochlorperazine maleate oral.89 BROMIDE............................ 32 RECTIV..oooiiiiiiiiiiiiieeeeeeee. 89
PROCRIT ......oovvviiiiiiiiiiiiiinns 95  pyrimethamine......................... 9 REGLAN..........ccol 89
procto-med hc........................ 89 QBRELIS......cccoeiieieee. 54 REGRANEX.........i. 62
Procto-pak ..........cceeeeeeeee... 89 QBREXZA. ..., 62 RELAFENDS...................... 38
proctosol he................coouuvven. 89 QINLOCK...........ceeeiiiiin. 18 RELENZA DISKHALER......4
proctozone-hc......................... 89 QNASL...coooiiiiiiie 115 RELEXXII....oooooovviiiiiieannn, 47
PROCYSBI......ccceeeee. 118 QTERN. ..o 81 RELISTOR........ccceviiiiirnn. 89
progesterone micronized....... 103 QUADRACEL (PF)............. 97 RELPAX....cccovviiiiiiiieeieen, 28
PROGLYCEM.........ccuuee.. 81 QUALAQUIN......cceviiiienns 9 REMERON.......cccceevvin. 47
PROGRAF ..o, 18 QUARTETTE.......cceeeee. 106 REMERON SOLTAB.......... 47
PROLASTIN-C......cccoeuuveee. 71 QUDEXY XR...cooooeevvirireanne 25 REMICADE.......cccoceeveennnne 89
prolate...........cccoovveviiiiiiinaannn, 36 QUESTRAN.........ccoovirrien. 58 RENAGEL......cccoovvvveerenn. 71
PROLENSA ......ccoiiiieee 108 QUESTRAN LIGHT........... 58 RENVELA........cccccmiiiiinn, 71
PROLIA........cooieee 98  quetiapine..........cccccoevveeeeaannn. 46  repaglinide............................. 81
PROMACTA......ccoeeeiieee 56 QUILLICHEW ER............... 46 REPATHA.......cccooiiiii 58
promethazine........................ 110 QUILLIVANT XR............... 46
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REPATHA ROTARIX....ccoiiiiiiiiniieens 97 SEROQUEL XR................... 48

PUSHTRONEX.................... 58 ROTATEQ VACCINE......... 97 SEROSTIM......ccovvvveeen. 95
REPATHA SURECLICK....58 ROWASA.......ccccoviveeeen. 89  sertraline...........cccccoevevvnnnnn. 48
RESTASIS ..o, 108 roweepra.............ccccvvvvvvvvnnnn. 25 setlakin.............ccvvvvvivnnnnnnn, 106
RESTASIS MULTIDOSE.. 108  roweepra Xr........ccccccceeeeennnn.... 25  sevelamer carbonate............... 71
RETACRIT................... 95 ROXICODONE................... 36  sevelamer hel.......................... 71
RETEVMO..........covviieens 19 ROZEREM..........eovvviienn. 47 SEYSARA.....ccooviiii. 13
RETIN-A....ccooiiiiiiiieee, 64 ROZLYTREK......ccccoceeenn. 19 sharobel.................ccceuueennn. 103
RETIN-A MICRO................ 64 RUBRACA.......cccooiviee 19 SHINGRIX (PF)......cc.......... 97
RETROVIR........cccevviiiireans 4 RUCONEST.....ccccoeevvnne. 115 SIGNIFOR......cccceevviiiiiennn. 19
REVATIO....cccoviiiiiiee. 115 RUXIENCE.........ccoovviennn. 19 SIKLOS......ccooiiieeiiieeeee 19
REVLIMID........ccccevvveeeennnn. 19 RUZURGI.......cccuvvvvvee. 31  sildenafil (pulmonary arterial
REXULTI...cccoeeeieieeeeee 47 RYBELSUS.......ccccoviiiiii, 81  hypertension) ....................... 116
REYATAZ ..o 4 RYDAPT....ccooiiiiiiiiieee, 19 SILENOR.......ccccoviiiiiieannne 48
REYVOW....ccooovviiiiiiiiee, 28 RYTARY .ccooiiiiiiiiiiie, 27 SILIQ.iiiiiiiiiiiiieeeeiieeeeens 60
RHOFADE........ccoviiiin 64 RYTHMOLSR.................... 50 silodosin............oceeueeiinnn. 117
RHOPRESSA........cccoen 108  SABRIL......coociiiiiiiiiiiee, 25 SILVADENE.......cccccoeennne. 62
FIDAVIFIN ..oooooeeiiiiiiiieeeeee 4 SAFYRAL....ccoooooviiiiinnn, 106  silver sulfadiazine................... 62
RIDAURA.......ooiiie 101 SAIZEN......cccoooviiiiiiiiie 95 SIMBRINZA........ccveeeen. 108
FIfaDULIR ... 9 SAIZEN SAIZENPREP....... 95 SIMPONI.......coeviiiiiiieene 101
RIFADIN........oooiee 9 SALAGEN STMVASIALIA ..., 58
FIfAMPIN ..o, 10 (PILOCARPINE)................. 71  SINEMET.......cccoviiiiiiinnn 27
RILUTEK ......ccovviiiiiiies 71 SAMSCA.....coeeeeee 85 SINGULAIR...................... 116
riluzole.............oooovvvvvvvvvvnnnnnn, 71  SANCUSO........eeeeeii 89 SIOLIMUS ..., 19
rimantadine................cc............. 4 SANDIMMUNE.................. 19 SIRTURO.........ccevvrrrrennn, 10
RINVOQ.....ccooviieeiiiiees 101  SANDOSTATIN.................. 19 SITAVIG....cooviieeeiiieeee, 4
RIOMET......cccovvviieiiiieees 8l SANTYL..oooooiiiiieeiiiieee, 62 SIVEXTRO........cevvuvrrrennnne. 10
RIOMET ER...........cccc...... 81 SAPHRIS........oooiireee. 47  SKLICE.....ccccooeeeviiiree 70
risedronate........................ 71,99 SARAFEM.......ccccooooeiii. 47 SKYRIZI.....cooooviiieiii. 60
RISPERDAL..........ccounneen. 47 SAVAYSA ..o, 56 SLYND...ooooooiviiiiiieeeee. 106
RISPERDAL CONSTA....... 47 SAVELLA......................... 101  sodium chloride...................... 71
risperidone............................. 47  scopolamine base.................... 89  sodium chloride 0.45 % ......... 119
RITALIN.......ooooiiieeee, 47 SEASONIQUE................... 106  sodium chloride 0.9 %............. 71
RITALINLA......ccoovvieeee. 47 SECUADO.....cccoovvveen. 47  sodium chloride 3 %.............. 119
FILONAVIT ..o 4 SEEBRI NEOHALER........ 115 sodium chloride 5 %.............. 119
FIVASEIGMINE ... 31 SEGLUROMET................... 81  sodium phenylbutyrate............ 71
rivastigmine tartrate............... 31 selegiline hcl........................... 27  sodium polystyrene (sorb
FIVOISA....ccooeeeiiiiiiiaaaaann, 106  selenium sulfide...................... 60  f7€€) .euueiiiiiiiieiiiiiieeeeee 71
FIZATFIDEAN ... 28 SELZENTRY.....ccccovvvvvvennnnn. 4 sodium polystyrene sulfonate.. 71
ROCALTROL................... 85 SEMPREX-D......ccccceevnnnn 110 SOFOSBUVIR-
ROCKLATAN......ccvveeee. 108 SENSIPAR......coociiiiieie 85 VELPATASVIR........cccoue. 4
FOPINITOle ... 27 SEREVENT DISKUS......... 115  solifenacin..................ooo....... 117
FOSUVASTALIN ..o, 58 SEROQUEL.......cccocviiernn. 48 SOLIQUA 100/33.....cccuueeee. 81
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SOLODYN.......ccceiiiiiiins 13 STRIBILD.........ceeviiiiiinnnn 4 SYNJARDY XR.....ccoceevneen. 82

SOLOSEC.......ccoevvivieee, 10 STRIVERDI RESPIMAT.. 116 SYNRIBO............cceveurrreenn. 19
SOLTAMOX.....cccccvvvvreeannne. 19 STROMECTOL.................... 10 SYNTHROID....................... 86
SOMATULINE DEPOT...... 19 SUBOXONE.........ooevvireenns 38 SYPRINE.........ooviiireee, 71
SOMAVERT.........ccovvviirens 85 SUBSYS..cooiiiiiiiieeee, 36 TABLOID.........ooovrrrreennnee. 19
SOOLANTRA.......ceeev. 64 SUCRAID.........covrirreennne, 89 TABRECTA.......c.eeviieee 19
SORIATANE.......cccovvvvviiinns 60  sucralfate.........ccccceeeeeeeeeennn.. 92 TACLONEX.......cccoovvvrrrrnnnnn 60
SORILUX ..., 60 SULAR ..., 54 tacrolimus.........c.ccccoee..... 19, 62
SOFVINC ..eaeieeeeeeeeeeeeaaaaaannn 50  sulfacetamide sodium............ 108 tadalafil.............cccccceennnnnn... 118
sotalol..........ccccoceeeviiiiiininnnn. 50  sulfacetamide sodium (acne)..64  tadalafil (pulmonary arterial
sotalol af ........cccccvvvvveiiinnnaan. 50  sulfacetamide-prednisolone... 108  hypertension) oral tablet 20
SOTYLIZE......cccoovveiieenn. 50  sulfadiazine............................ 12 MG 116
SOVALDI.....cccovvviiiiiieeeeinn, 4  sulfamethoxazole- TAFINLAR ........ccooii 19
SPIRIVA RESPIMAT........ 116  trimethoprim.......................... 12 TAGRISSO.......cooee 20
SPIRIVA WITH SULFAMYLON.........c....... 64 TAKHZYRO..........con. 116
HANDIHALER................. 116  sulfasalazine........................... 89 TALICIA......ccoovvieeeeeeeee, 92
spironolactone........................ 54  sulindac............ccccouveeeennaannn.. 38 TALTZ AUTOINJECTOR .. 60
spironolacton- SUMALTIPLAN. ..o 28,29 TALTZSYRINGE............... 60
hydrochlorothiaz..................... 54  sumatriptan succinate............. 29 TALZENNA......cccccccvieiian. 20
SPORANOX.......ccoovivvrrienn. 1 sumatriptan-naproxen............ 29 TAMIFLU.......ccoooviiiieieeeens 5
sprintec (28) ....cceeevvvvvnnnnn... 106 SUNOSI......cccvvvvieeeeeeeeee, 48  tamoXxifen............cccceeeeeennnnn. 20
SPRITAM .....coovvviiiii, 25 SUPRAX. ...t 6,7 tamsuloSin.............ccccue..... 117
SPRIX ...ooiiiiiiiiiieeiiiieeeees 38 SUPREP BOWEL PREP TAPAZOLE........ccccvvveennn. 73
SPRYCEL......ccoovvveeeinn. 19 KIT .o 89 TAPERDEX......cccccceevnnnnn.. 73
sps (with sorbitol) .................. 71 SUSTIVA.....ccoeii 4,5 TARCEVA........ccooviieenn. 20
STONYX coveeeviieeeeeeirieeeeeeeenns 106 SUTENT.....oooviiiiiieeeieee. 19 TARGADOX......ccccoovveeennee. 13
SSA v 62  syeda..........ccccoovvveiiiiiiininnann, 106 TARGRETIN...........vvvvnes 20
STALEVO 100..........cc.u....... 27 SYLATRON......ccooevveen. 95 tarina24 fe.....cooueieeecunnnnnnn. 106
STALEVO 125.....cceveene. 27 SYMBICORT.........cc........ 116  tarina fe 1-20 eq (28) ........... 106
STALEVO 150.......cccceennen.. 27 SYMBYAX...ooiieiiiiiieeene, 48 TASIGNA. ... 20
STALEVO 200..........cccuuu..... 27 SYMDEKO..........oevuvrnenn. 116 TASMAR.....cccccoviiiiiieeee, 27
STALEVO 50......ccooevvveeeannn. 27 SYMFI....ooooiiiiiiiiiee 5 TAVALISSE.....cccoovvvvnnn.. 56
STALEVO 75. .. 27 SYMFILO....cooooiiiiiiiiiis S tazarotenme..............cccccunn.... 64
STARLIX ...oooviiiiieen. 81 SYMIJEPL.......ccoovvii, 110 tazicef....ccooeeeeeeciiieeiiiieeeen 7
SLAVUAINe ............ooeeveeiiiaaaannn. 4 SYMLINPEN 120................. 81 TAZORAC......cccoviiiraannne. 64
STEGLATRO.......cccuvveeenn. 81 SYMLINPEN 60................... 8l  1aztia Xt....covveeeeeeeiiieeeeenn, 54
STEGLUJAN. ..o 81 SYMPAZAN.....ccooiieenne. 25 TAZVERIK.......ccccoviiiien. 20
STELARA ......cooiiiie 60 SYMPROIC........cccuvverennnne 89 TDVAX ..o, 97
STIMATE.......cooviiiiiin 85 SYMTUZA.....ccoooviiiiiieee, 5 TECFIDERA........ccccccovnnnnn. 31
STIOLTO RESPIMAT....... 116 SYNALAR......ccooiii 69 TECHLITE INSULIN SYR
STIVARGA........ccovvieee. 19 SYNAREL.........ccovviiiines 85 HALFUNIT.....cccooviiiinnns 82
STRATTERA........cceeviee. 48 SYNDROS......oooiiiiii. 89 TECHLITE INSULIN
STREPTOMYCIN............... 10 SYNJARDY ...ccooviiiiiiiae. 82 SYRINGE.........ccccovviiiiins 82
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TECHLITE PEN NEEDLE. 82  ftigecycline..........ccccccouuueee..... 10  TRAMADOL.........ccuoen. 39

TEFLARO.....cccoovvviieiiines 7 TIGLUTIK.........eoviriieeanns 71 tramadol................................ 39
TEGRETOL..........onn. 25 TIKOSYN ..., 50  tramadol-acetaminophen........ 39
TEGRETOL XR................... 25  timolol maleate............... 54,107  trandolapril............................ 54
TEGSEDI............................. 31 TIMOPTIC OCUDOSE trandolapril-verapamil............ 54
TEKTURNA........................ 54 (PF) e, 107  tranexamic acid.................. 103
TEKTURNA HCT............... 54 TIMOPTIC-XE................... 107 TRANSDERM-SCOP.......... 89
telmisartan...............c............ 54 tinidazole..............cccccuueeeenen... 10 TRANXENET-TAB............ 48
telmisartan-amlodipine........... 54 TIROSINT.....ccoovveieieeeenn. 86  tranylcypromine..................... 48
telmisartan- TIROSINT-SOL................... 86  travasol 10 %o..........ueeeeeeen.... 120
hydrochlorothiazid.................. 54 TIVICAY .oovevviiiiiiiiie, 5 TRAVATANZ.......cue..... 108
TEMIXYS. ..o 5 TIVORBEX......cccocovvveennnne. 39 travoprost.........ccceeeeecieennn. 108
TENIVAC (PF)..cccoviiiiins 97  tizanidine..............cccccuuvenn.... 32 TRAZIMERA..........coounne.. 20
tenofovir disoproxil fumarate....5 TOBI......ccccccccoeiiiiiiiiinnnnnn. 10 trazodonme....................coo........ 48
TENORETIC 100................. 54 TOBI PODHALER.............. 10 TRECATOR.......cccccevvnnnene. 10
TENORETIC 50................... 54 TOBRADEX.......ccccccennnnn. 109 TRELEGY ELLIPTA......... 116
TENORMIN.........cceevvinne. 54 TOBRADEXST................. 109 TRELSTAR......cccoviiiieannnne. 20
LOFAZOSIN .o, 54 tobramycin...............cccceuu.. 107 TREMFYA........cccovveee. 60
terbinafine hel.......................... 1 tobramycinin 0.225 % nacl.....10 TRESIBA FLEXTOUCH
terbutaline............................ 116  tobramycin sulfate.................. 10 U-100....cuiiieieeeeeeeeiiiieeee, 82
terconazole........................... 103 tobramycin-dexamethasone.. 109 TRESIBA FLEXTOUCH
TERIPARATIDE................. 99 TOBREX.....cccoooviiiiiiiieans 107 U-200.. ..., 82
TESTIM.....ccooiiiiieieeeee, 85  tolcapone.............ceuvieeeaaann. 27 TRESIBA U-100 INSULIN..82
[eSTOSIETONE ......uueaaannnnn. 85 tolmetin.................................. 39 tretinoin (antineoplastic) ........ 20
TESTOSTERONE................ 85 TOLSURA.......cooiieee. 2 tretinoin microspheres............ 64
testosterone cypionate............ 85 tolterodine........................... 117  tretinoin topical...................... 64
testosterone enanthate............ 85 TOPAMAX....cooiiiiiieeeeis 25 TREXALL.....cccoooiiee. 20
TETANUS,DIPHTHERIA TOPICORT ......covvveeeiies 69 TREXIMET.......c.evvirirrenn. 29
TOX PED(PF)......cccovvvvvvnnnn 97 topiramate............cccceeeeennnn... 25 TREZIX............. 36
tetrabenazine.......................... 31 TOPIRAMATE.................... 25  triamcinolone acetonide.... 69, 72
tetracycline..............ccccvvvvvnnn. 13 TOPROL XL......cccovvvvvvvrnnnn. 54  triamterene...............ccuvvvnnnnn. 54
TEXACORT.....cccooveeinnn. 69  toremifene...............ccouuuvuvunnn. 20 triamterene-
THALOMID.............cccun. 20  torsemide.................cccceuun.... 54 hydrochlorothiazid.................. 54
THEO-24........cccviieeee. 116 TOSYMRA......ccooviiieen. 29 HFIANeX ..o 69
theophylline.......................... 116 TOUJEO MAX U-300 TRIBENZOR.........ccconnneee. 54
THIOLA ... 71  SOLOSTAR......cccocvveeeen. 82 TRICOR......cooiiiiiieiinn 58
THIOLA EC......ccccceeevn. 71  TOUJEO SOLOSTAR U- LTI ..o 69
thioridazine............................ 48 300 INSULIN.......ccceevnnnnee. 82 TRIDESILON.......cccuvveennnn. 69
thiothixene..............ccccc.cceu..... 48  tovet emollient........................ 69  trientine...........cccooeeeeiiennnnnnn. 71
tiadylt er............cceeeeeeeecnnnnnnn. 54 TOVIAZ.....ccoovvveviiiiaaeaaan, 117  tri-estarylla.......................... 106
tiagabine...........ccccccuvvveeeeeannn. 25 TPN ELECTROLYTES..... 119 trifluoperazine........................ 48
TIAZAC. ..., 54 TRACLEER..................... 116  trifluridine............................ 107
TIBSOVO....ccooiiiiiiiiiiieen, 20  TRADJENTA.......cccooieeeen. 82 TRIJARDY XR.....ccccceennnnne 82
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TRIKAFTA......ccooviiee 116 ULTRAM......cccoviiiiiinnne 39 VELTIN........ocoiiii. 64

tri-legest fe........coevvuneeannnn. 106 ULTRAVATE.......ccccvveeen. 69 VEMLIDY ...ccooovvveeiiineeee, 5
TRILEPTAL.........covvivies 25 UNASYN....cooiiiieiieeeee, 12 VENCLEXTA.......cccovvveeeen. 20
TRILIPIX.....ccooiiiieeeine. 58  unithroid...............ccccvvvenn.... 86 VENCLEXTA STARTING

tri-lo-estarylla...................... 106 UPTRAVI......ccvvvnnn. 54 PACK ..., 20
tri-lo-sprintec...........cccceu....... 106 UROCIT-K 10........cuuuu....... 118 venlafaxine....................... 48, 49
trilyte with flavor packets....... 89 UROCIT-K 15...cccccennnnnn. 118 VENTAVIS......coooeieeee. 116
trimethoprim.......................... 14 UROCIT-K 5.....coovvvviviiinnns 118 VENTOLIN HFA............... 116
P e 106 UROXATRAL.................. 117 verapamil.............................. 54
[PIMIPYAMINE .......ovvvvvevevennnnnnn. 48 URSO 250....cccoviieiiririiiririnnns 89 VERDESO.............ccco 69
TRINTELLIX.......c..cccnnee. 48 URSO FORTE...................... 90 VEREGEN..........cooviiin, 62
tri-previfem (28) ... 106 wursodiol...............ccccuvvevenn..... 90 VERELAN.........cccoovvviveeeen. 54
tri-sprintec (28) ...ccouveueen... 106 UTIBRON NEOHALER...116 VERELANPM.................... 54
TRIUMEQ.......ccccoveiiiieees 5 VABOMERE.........c..ouue. 10 VERSACLOZ........ccccouveennn. 49
triVora (28) c..eeeeeeceeeeeeennnne, 106 VAGIFEM........coccoevvvnnnnenn. 103  VERZENIO.........ceevvrrenn. 20
tri-vylibra............cccovveeee.... 106  valacyclovir.............ccuueeeee..... 5 VESICARE.........cccvvvnee. 117
tri-vylibra lo......................... 106 VALCHLOR..............cc.... 62 VFEND......ccoooiiiiiiiieiiees 2
TRIZIVIR .....coovviiiiiiieie 5 VALCYTE......ccoooiiiiii, 5 VFENDIV....iiii, 2
TROKENDI XR................... 25  valganciclovir........................... 5 VIBERZI....oeeeeeeeeeii. 90
TROPHAMINE 10 %......... 120 VALIUM......ccovviiiiiiieeen, 48 VIBRAMYCIN............... 13, 14
[POSPIUM ..o 117  valproic acid........................... 25 VICTOZA 3-PAK................. 83
TRUEPLUS INSULIN...82, 83  valproic acid (as sodium salt).25 VIEKIRA PAK...........c.......... 5
TRUEPLUS PEN NEEDLE 83  valsartan....................c.......... 5S4 VIENVA....iee 106
TRULANCE......ccccceeveen. 89  wvalsartan-hydrochlorothiazide .54  vigabatrin.............................. 26
TRULICITY ..ovvvvieeeiiiieees 83  VALTOCO......ccccoeveeerriennn. 25 vigadrone..........cccceeeeeuennaann. 26
TRUMENBA.........coeeeen. 97 VALTREX.....cooooiviiiiiieeee, 5 VIGAMOX......ccooovvveeeennnen. 107
TRUSOPT.....ccceeveiiieee 108  VANCOCIN........ceeevvvrenn. 10 VIIBRYD....o..ooovivivreee. 49
TRUVADA. ... S VANCOMYCiN.....ceuueevevvverennnnnnn, 10 VIMOVO.....ccoooonnn. 39
TUDORZA PRESSAIR..... 116 VANCOMYCIN................... 10 VIMPAT ..., 26
TUKYSA ..., 20  vandazole............................. 104 VIOKACE........cccoovvveeeeeen. 90
TURALIO......cceeviiiireen 20 VANOS......cooiiieeieeeeee 69 VIRACEPT........ooviiiiren. 5
TWINRIX (PF)....ccoevviiinn.. 97 VAQTA (PF)..cccooiiiieeee. 97 VIRAMUNE........ocovvrrenne 5
TYBOST ....ooviiiiiiieeeee, 5 VARIVAX (PF)..ccccovininnnn. 97 VIRAMUNE XR.........cunee. 5
ydemy ........ooeeeveeeeeeanannn.. 106 VARIZIG........coeeviiirenn 97 VIREAD.....ccoviiiiiiiiee, 5
TYGACIL.....ccovvvvveeeiiee, 10 VARUBI......cooiiiiiii. 90 VITRAKVI..........cc.... 20, 21
TYKERB........oooiiiiiei. 20 VASCEPA........ccoiiiiee 58 VIVELLE-DOT.................. 103
TYMLOS......coiiiiiieee 99 VASERETIC.......cccvvvrennnne 54 VIVITROL.........cceevviiinnn. 39
TYPHIM VI......ccoooovii, 97 VASOTEC......cccccvvievies 54 VIVLODEX.......ccccovininnnnn. 39
UBRELVY ..o, 29 VECAMYL.....cooooovviiiinns 59 VIZIMPRO.......cccouvvveeanne 21
UCERIS.....cooiiiiiiin 89 VECTICAL........covvirirrnnne 60 VOGELXO.......coouuvreenn. 85, 86
UDENYCA......................... 95  velivet triphasic regimen (28)106  voriconazole............................. 2
ULORIC......cceeiiiiiiieee 98 VELPHORO...........cceuuneen.. 71 VOSEVI....ccoooooiiiiiiiiie, 5
ULTRACET ......cccvvveiien. 39 VELTASSA ..o, 71 VOTRIENT.......cocviiiiennne 21
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VRAYLAR......ccooiiin 49 XOLEGEL...........ccoeeiiiinni. 66 ZESTORETIC..................... 54

VUMERITY ....cooovvvieeinnn. 31 XOPENEX......coooocevvnnennnn. 117 ZESTRIL.....ccoovvviieiiiiee, 55
vyfemla (28) ......ccccevveeaannn. 106 XOPENEX ZETIA ..o, 58
VPLDYG .o, 106 CONCENTRATE............... 117 ZETONNA......cccceeevreen. 117
VYNDAMAX....ccoooeevvieen. 59 XOPENEX HFA................ 117 ZIAC...ooiioiieeeeeeee 55
VYNDAQEL.......ccceeven 59 XOSPATA.....cccoviveeeeennn. 21 ZIAGEN.....cccoiiiiiiiiiiiieeen, 5
VYTORIN 10-10................... 58 XPOVIO....ccooooeviiiiireeeen. 21 ZIANA ..., 64
VYTORIN 10-20..........c........ 58 XTAMPZAER..................... 36 zidovudine.............c.coeeeuueneannn. 5
VYTORIN 10-40................... 58 XTANDI....cooooiiiieiiiieee, 21 ZIEXTENZO......ccccvvveen.e. 95
VYTORIN 10-80..........ouvveeee. 58  xulane.........cccoeeeeeeieiiiiiiil 104 zileuton................................ 117
VYVANSE....cccooiiiiiee 49 XULTOPHY 100/3.6............ 83 ZIOPTAN (PF)...cccoeuneee.. 109
VYZULTA ..o, 108 XURIDEN..........cccciiiin. 71 ziprasidone hcl........................ 49
WAKIX ..o 49  XYOSTED....ooovvveiieieeeaann, 86  ziprasidone mesylate............... 49
WATTATIN ..o 56 XYREM....ooooovvvviiiiiiiein, 49  ZIPSOR.....ccoovviiiiiii, 39
WELCHOL.........ceoviiiies 58  YASMIN (28).ccceviiiiiiaannnne. 106 ZIRABEV......cccocovvviiiiiie, 21
WELLBUTRIN SR.............. 49 YAZ (28)eeeeieiiiieieeei. 106 ZIRGAN.......ccceeviiiieeene, 107
WELLBUTRIN XL.............. 49 YF-VAX (PF).coovoiieiieeieanns 98 ZITHROMAX.......ocovviiierenns 7
WIXELA INHUB............... 116 YONSA ..o, 21 ZITHROMAX TRI-PAK....... 7
WYMZYA f..ovovaiaaiiieaaaaaane. 106 YUPELRI........oocviiiiannne 117 ZITHROMAX Z-PAK........... 7
XALATAN ... 108  yuvafem........ccccceceuvuvennnn.... 103 ZOCOR.....cccceeieeiiin. 58
XALKORI........ccoiiiriee. 21 zafirlukast............ccccuuuue.... 117 ZOFRAN......ccooviieeeeeeee, 90
XARELTO....ovvvvivieiieieins 56 zaleplom.............cccocuueiiannnn. 49 ZOHYDROER.................... 36
XATMEP....ccccooiviiiieean, 21 ZANAFLEX......ccooovieeenne. 32 ZOLINZA.....cccoovvvieeeene, 21
XCOPRI.....cooeeiii 20 zarah.........ccoooeeeiiiiiiiaain, 106  zolmitriptan............................ 29
XCOPRI MAINTENANCE ZARONTIN.......ccoiireee, 26 ZOLOFT.....cccooviiiieiiieneene 49
PACK ..o 26 ZARXIO.....ooooiiiieeiiiieees 95  zolpidem................cccevvuuennn. 49
XCOPRI TITRATION ZAVESCA......ccovviiieee, 86 ZOMACTON........eeevvvree. 95
PACK ..o 26 ZEGERID.......ccccueeennnn. 92,93 ZOMIG.....ccccvvvieeeiiieeeene, 29
XELJANZ. ..o 101 ZEJULA......ccoiiiieeee. 21 ZOMIG ZMT.....ccoeevv. 29
XELJANZ XR....coovvvnen. 101  ZELAPAR......cccccoevvviiie, 27 ZONALON.......ccceviiiieeene 62
XELPROS.......ccovveie. 109 ZELBORAF......ccccccovviieen, 21 ZONEGRAN........ccoviiiie. 26
XENAZINE................. 31 ZELNORM........ocvvvviiiiiinnns 90 zonisamide............................. 26
XENLETA.......ccoie. 10 ZEMAIRA.......cccoeviiieens 71 ZONTIVITY v 56
XEPL..oooiiiiiiiiiiiiiieeeee, 64 ZEMBRACE SYMTOUCH.29 ZORBTIVE.......ccccceevvinnnn.n. 95
XERESE.....cccooviiiiiiiien. 66 ZEMDRI..........oooviiiin, 10 ZORTRESS.......ccccevviinn. 21
XERMELO........cccvvvveeeeeen. 21 ZEMPLAR.........ccccoevvin. 86 ZORVOLEX.......ccccooviunernnn. 39
XGEVA. ... 14 zenatane................................ 64 ZOSTAVAX (PF)..ccccevennnn. 98
XHANCE.......cccoiiiiieene 116 ZENPEP.........cccooviiiee. 90 ZOSYN IN DEXTROSE

XIFAXAN ..o, 10 zenzedi.......ccooovveevicueenannnnne. 49  (ISO-OSM)...cccvvivieiiiiiiieaee 12
XIGDUO XR.....ccovvvveeeeee 83 ZENZEDI......ccoocevvviiiieas 49  zovia 1/35€ (28) .ccuuevveeannn.. 106
XIIDRA ..., 108  ZEPATIER.......ccccceevviiiienn 5 ZOVIRAX...oviiiiiainn. 5, 66
XOFLUZA ....cccciiiiiiiiea, S5 ZERBAXA.....ccoooiiiiiiiin, 7 ZTLIDO....ccooviiieiiiiiieeee, 62
XOLAIR......cccccviineee 116,117 ZERVIATE..........ccccooiie. 108  ZUBSOLV.....cccoviiiiiienne 39
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ZYCLARA......cccoiiiiiiiae 62
ZYDELIG.....ccccccoovininnnn 21
ZYFLO..coooiiiiiiiiiiin 117
ZYKADIA ....cccooiiiiiiie 21
ZYLET...ccccccccoiiiiiiinnn 109
ZYLOPRIM......cooeevvien. 98
ZYMAXID....ccovviiiiiiiannnn 107
ZYPITAMAG........ccccovuneeee. 58
ZYPREXA ....ccccovviiiin 49, 50
ZYPREXA RELPREVV...... 50
ZYPREXA ZYDIS.............. 50
ZYTIGA ..., 21
ZYVOX ..o, 10

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/24/2020. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2020 Express Scripts. All Rights Reserved.
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