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

Formulary ID Number: 26023, v6

This formulary was updated on 08/25/2025. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

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

99 ¢¢

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 25, 2025. 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, 2027. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

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

This document is available in braille. Please contact Customer Service if you need plan information in
another format.

£VERNORTH

HEALTH SERVICES
FOPA406A

This drug list was updated in August 2025.


https://express-scripts.com

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 formulary
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow the
Medicare rules in making these changes. Updates to the formulary are posted to our website at
express-scripts.com.

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

e Immediate substitutions of certain new versions of brand-name drugs and original
biological products. We may immediately remove a drug from our formulary if we are
replacing it with a certain new version of that drug that will appear on the same or lower cost-
sharing tier and with the same or fewer restrictions. When we add a new version of a drug to our
formulary, we may decide to keep the brand-name drug or original biological product on our
formulary but immediately move it to a different cost-sharing tier or add new restrictions.

We can make these immediate changes only if we are adding a new generic version of a brand-
name drug or adding certain new biosimilar versions of an original biological product that was
already on the formulary (for example, adding an interchangeable biosimilar that can be
substituted for an original biological product by a pharmacy without a new prescription).

If you are currently taking the brand-name drug or original biological product, we may not tell
you in advance before we make an immediate change, but we will later provide you with
information about the specific change(s) we have made.

If we make such a change, you or your prescriber can ask us to make an exception and continue
to cover for you the drug that is being changed. 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?”
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Some of these drug types may be new to you. For more information, see the section below titled
“What are original biological products and how are they related to biosimilars?”

¢ 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 remove a brand-name drug from the formulary when adding a generic
equivalent or remove an original biological product when adding a biosimilar. We may also
apply new restrictions to the brand-name drug or original biological product or move it to a
different cost-sharing tier, or both. We may make changes based on new clinical guidelines. If
we remove drugs from our formulary, add prior authorization, quantity limits and/or step therapy
restrictions on a drug, or move a drug to a higher cost-sharing tier, we must notify affected
members of the change at least 30 days before the change becomes effective. Alternatively, when
a member requests a refill of the drug, they may receive a one-month supply of the drug and
notice of the change.

o If we make these other changes, you or your prescriber can ask us to make an exception
and continue to cover the drug you have been taking. 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 2026 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2026 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 formulary for the new benefit year for any changes to drugs.

The enclosed formulary is current as of 08/25/2025. 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 139. 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
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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 work just
as well as and usually cost less than brand-name drugs. There are generic drug substitutes available for
many brand-name drugs. Generic drugs usually can be substituted for the brand-name drug at the
pharmacy without needing a new prescription, depending on state laws.

What are original biological products and how are they related to biosimilars?

On the formulary, when we refer to drugs, this could mean a drug or a biological product. Biological
products are drugs that are more complex than typical drugs. Since biological products are more
complex than typical drugs, instead of having a generic form, they have alternatives that are called
biosimilars. Generally, biosimilars work just as well as the original biological product and may cost less.
There are biosimilar alternatives for some original biological products. Some biosimilars are
interchangeable biosimilars and, depending on state laws, may be substituted for the original biological
product at the pharmacy without needing a new prescription, just like generic drugs can be substituted
for brand-name drugs.

For discussion of drug types, please see the Evidence of Coverage, Chapter 3, Section 3.1, “The
‘Drug List’ tells which Part D drugs are covered.”

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

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

¢ 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.
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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 prescriber 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 prescriber 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.

e You can ask us to cover a formulary drug at a lower cost-sharing level. If approved, this would
lower the amount you must pay for your drug. In certain Express Scripts Medicare plans, you
cannot ask us to change the cost-sharing tier for any drug in the specialty tier, if applicable.

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

You should contact us to ask for an initial coverage decision for a formulary, tier or utilization
restriction exception. When you are requesting an exception, you should submit a statement from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You can request an expedited (fast)
exception if you or your prescriber 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 prescriber.
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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 prescriber 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 prescriber 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 prescriber to determine the
right course of action for you, or while you wait for a coverage decision from us, we may cover a
temporary transition supply of your drug in certain cases during the first 90 days that you are enrolled in
the plan or at the start of a new coverage year.

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

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

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

This drug list was updated in August 2025.



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

Other coverage that your plan may provide

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

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

e Prescription drugs when used to promote fertility

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

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

e Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)

e Drugs when used for the treatment of sexual or erectile dysfunction

e Over-the-counter (OTC) diabetic supplies

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

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

e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale.

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 139.

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

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

If you are not sure whether your drug is covered, please visit our website or contact Customer
Service using the information provided on the front and back covers of this formulary.
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Your Costs
The amount you pay for a covered drug will depend on:

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

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

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

Drug Tiers

Tier Includes Helpful tips

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

Generic commonly prescribed generic amount.

Drugs drugs and may include other

low-cost drugs.

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

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

Brand Drugs | some generic drugs. drugs.

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

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

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

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

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

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

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

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

are. You can also contact Customer Service with any questions using the information listed on the front
and back covers of this formulary.

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

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

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

V: This vaccine is provided to adults at no cost when used based on recommendations by the Centers for
Disease Control and Prevention’s (CDC) Advisory Committee on Immunization Practices (ACIP).

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
fluconazole in nacl 3 PA; MO
(iso-osm)
intravenous
ANTIFUNGAL piggyback 200
AGENTS mg/100 ml
ABELCET 3 PA fluconazole in nacl 3 PA
AMBISOME 4  PA (iso-osm)
intravenous
amphotericin b 3 PA; MO piggyback 400
amphotericin b 4 PA mg/200 ml
liposome flucytosine 4 MO
ANCOBON 4 MO griseofulvin MO
caspofungin microsize
clotrimazole mucous 1 MO griseoft ylvm . 3 MO
membrane ultramicrosize oral
tablet 125 mg, 250
CRESEMBA ORAL 4 PA mg
DIFLUCAN ORAL MO itraconazole oral 3 MO; QL
SUSPENSION FOR capsule (120 per 30
RECONSTITUTIO days)
N 40 MG/ML )
itraconazole oral 3 MO
DIFLUCAN ORAL 3 MO solution
TABLET 100 MG
ketoconazole oral 1 MO
ERAXIS(WATER 4 MO X X
DILUENT) micafungin 3 MO
INTRAVENOUS MYCAMINE 3 MO
RECON SOLN 100 INTRAVENOUS
MG RECON SOLN 50
ERAXIS(WATER 3 MO MG
DILUENT) NOXAFIL ORAL 4 PA; MO;
INTRAVENOUS SUSP.DELAYED QL (32 per
RECON SOLN 50 RELEASE FOR 30 days)
MG RECON
fluconazole 1 MO NOXAFIL ORAL 4 PA; QL
SUSPENSION (630 per 30
days)
nystatin oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
posaconazole oral 4 PA; MO; acyclovir oral 3 MO
suspension QL (630 per suspension 200 mg/5
30 days) ml
posaconazole oral 4 PA; MO; acyclovir oral tablet 1 MO
ta?let, dei;l);ed ?54 (1(96 pet acyclovir sodium 3 PA; MO
release (dr/ec) ays) intravenous solution
SPORANOX ORAL 3 MO; QL defovi 3 MO
CAPSULE (120 per 30 adejovir
days) amantadine hcl 1 MO
terbinafine hcl oral 1 MO APTIVUS 4 MO
TOLSURA 4 PA: MO; atazanavir 3 MO
QL (120 per BARACLUDE 4 MO
30d
ays) BIKTARVY 4 MO
VFEND IV PA; MO
’ CIMDUO 4 MO
VFEND ORAL 4 PA; MO
SUSPENSION FOR COMPLERA S MO
RECONSTITUTIO darunavir oral tablet 3 MO
N 600 mg
VFEND ORAL 3 PA; MO darunavir oral tablet 4 MO
TABLET 50 MG 800 mg
VIVIOA 4 PA; QL (18 DELSTRIGO 4 MO
per 84 days) DESCOVY 4 MO
Yoriconazole 4 PA; MO DOVATO 4 MO
intravenous
EDURANT 4 MO
voriconazole oral 4 PA; MO
Suspensionfor efaVirenZ Oral tablet 3 MO
reconstitution efavirenz- 3 MO
voriconazole oral 3 PA; MO emtricitabin-tenofov
tablet efavirenz-lamivu- 4 MO
ANTIVIRALS tenofov disop
abacavir MO emtricitabine 3 MO
abacavir-lamivudine MO emir iCitflb ine- 3 MO
tenofovir (tdf)
acyclovir oral 1 MO —
emtricita-rilpivirine- 4

capsule

tenof df

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
EMTRIVA ORAL 3 MO HARVONI ORAL 4 PA; MO;
CAPSULE TABLET 45-200 QL (56 per
EMTRIVA ORAL 2 MO MG 28 days)
SOLUTION HARVONI ORAL 4 PA; MO;
. TABLET 90-400 QL (28 per
t MO
entecavir MG 28 days)
EPCLUSA ORAL 4 PA; MO;
PELLETS IN QL (28 per ITI\,LTBELLEETNFO% &RGAL 4 MO
PACKET 150-37.5 28 days) ’
200 MG
MG
EPCLUSA ORAL 4 PA; MO; INTELENCE ORAL SESSERS MO
PELLETS IN QL (56 per TABLET 25 MG
PACKET 200-50 28 days) ISENTRESS HD 4 MO
MG ISENTRESSORAL 4 MO
EPCLUSA ORAL 4 PA; MO; POWDER IN
TABLET 200-50 QL (56 per PACKET
MG 28 days) ISENTRESSORAL 4 MO
EPCLUSA ORAL 4 PA;MO; TABLET
E/I‘EBLET 400-100 %Ld(% per ISENTRESSORAL 4 MO
ays) TABLET,CHEWAB
EPIVIR 3 MO LE 100 MG
etravirine 3 MO ISENTRESS ORAL 2 MO
TABLET,CHEWAB
EVOTAZ 4 M >
© © LE 25 MG
famciclovir | 1 MO TULUCA 4 MO
fosamprenavir 3 MO KALETRA ORAL MO
GENVOYA 4 MO SOLUTION
HARVONI ORAL 4 PA; MO; KALETRA ORAL 3 MO
PELLETS IN QL (28 per TABLET 100-25
PACKET 33.75-150 28 days) MG
MG
KALETRA ORAL 4 MO
HARVONI ORAL 4 PA; MO; TABLET 200-50
PELLETS IN QL (56 per MG
PACKET 45-200 28 d
ays) lamivudine MO
MG
lamivudine- MO
zidovudine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
LEDIPASVIR- 4 PA; MO; PAXLOVID ORAL 1 QL (11 per
SOFOSBUVIR QL (28 per TABLETS,DOSE 30 days)
28 days) PACK 150 MG (6)-
LIVTENCITY 4  PA:LA:QL 100 MG (5)
(120 per 30 PAXLOVID ORAL 1 QL (30 per
days) TABLETS,DOSE 30 days)
lopinavir-ritonavir 2 MO PACKSOO MG (150
oral tablet MG X 2)-100 MG
maraviroc MO PIFELTRO MO
MAVYRET ORAL 4 PA;MO; EEEE’STI\SIISNORAL . Pé;o QL %0
PELLETS IN QL (168 per PACKLT 120 MG El per
PACKET 28 days) ays)
MAVYRET ORAL 4 PA;MO; ggfzg%\gIISNOML . Pé;o QL 0
TABLET QL (84 per S N G El per
28 days) ays)
. PREVYMIS ORAL 4 PA; MO;

Z 3 ) )
nevirapine ora TABLET QL (30 per
suspension

30 days)
rapi [ 2 MO

e PREZCOBIX 4 MO
ORAL TABLET

nevirapine oral 3 MO 800-150 MG-MG

tablet extended

release 24 hr 400 mg PREZISTA ORAL 4 MO
SUSPENSION

NORVIR ORAL 3 MO

POWDER IN PREZISTA ORAL 3 MO

PACKET TABLET 150 MG,
75 MG

NORVIR ORAL 3 MO

TABLET PREZISTA ORAL 4 MO
TABLET 600 MG,

ODEFSEY MO 800 MG

oseltamivir MO RELENZA 3 MO

PAXLOVID ORAL 1 QL (20 per DISKHALER

TABLETS,DOSE 30 days) RETROVIR ORAL 3 MO

PACK 150 MG CAPSULE

10)- 100 MG (10

(10) (10) RETROVIR ORAL 3 MO

SYRUP

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
REYATAZ ORAL 4 MO SYMFI 4 MO
CAPSULE 200 MG
’ YMFI L 4 M
300 MG 5 © ©
SYMTUZA 4 MO
REYATAZ ORAL 4 MO
POWDER IN TAMIFLU 3 MO
PACKET tenofovir disoproxil 3 MO
ribavirin oral 2 MO Jumarate
capsule TIVICAY ORAL 4 MO
ribavirin oral tablet 2 MO TABLET 50 MG
200 mg TIVICAY PD 4 MO
rimantadine 3 MO TRIUMEQ 4 MO
ritonavir 2 MO TRIUMEQ PD 3 MO
RUKOBIA 4 MO TRUVADA 4 MO
SELZENTRY 2 MO TYBOST 2 MO
ORAL SOLUTION
valacyclovir oral 1 MO; QL
SELZENTRY 4 MO tablet I gram (120 per 30
ORAL TABLET days)
150 MG, 300 MG
valacyclovir oral 1 MO; QL (60
SOFOSBUVIR- 4 PA; MO; tablet 500 mg per 30 days)
VELPATASVIR QL (28 per
28 days) VALCYTE MO
SOVALDI ORAL 4 PA; MO: valganciclovir oral MO
PELLETS IN QL (28 per recon soln
PACKET 150 MG 28 days) valganciclovir oral 2 MO
SOVALDI ORAL 4 PA;MO; tablet
PELLETS IN QL (56 per VALTREX ORAL 3 MO; QL
PACKET 200 MG 28 days) TABLET 1 GRAM (120 per 30
SOVALDI ORAL 4 PA;MO; days)
TABLET 200 MG QL (56 per VALTREX ORAL 3 MO; QL (60
28 days) TABLET 500 MG per 30 days)
SOVALDI ORAL 4 PA; MO; VEMLIDY MO
28 days) TABLET
STRIBILD MO VIREAD ORAL 4 MO
SUNLENCA ORAL 4 POWDER

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
VIREAD ORAL 3 MO cefadroxil oral 1 MO
TABLET 150 MG, suspension for
200 MG, 250 MG reconstitution 250
VIREAD ORAL 4 MO m(lg/ 5 mb 500 mg/3
TABLET 300 MG m
VOSEVI 4 PA; MO: cefadroxil oral tablet 1 MO
QL (28 per cefazolin injection 3 MO
28 days) recon soln 1 gram,
XOFLUZA ORAL 2 MO 00 mg
TABLET 40 MG, 80 cefazolin injection 3
MG recon soln 10 gram
ZEPATIER 4 PA; MO; cefdinir oral capsule MO
%Ld(28 )p er cefdinir oral 2 MO
ays suspension for
ZIAGEN ORAL 3 MO reconstitution
SOLUTION cefepime injection 3 MO
zza’ow,;dlne oral 2 MO cefixime 3 MO
capsule
tetan injecti 1
zidovudine oral 2 MO cefotetan injection
syrup cefoxitinlintmvenous 3 PA; MO
1 2
zidovudine oral 1 MO ;eriz(;? somn Lgran,
tablet
cefoxitin intravenous 3 PA
fl\]IESPHALOSPOR recon soln 10 gram
cefpodoxime 3 MO
AVYCAZ 4 PA; MO
’ cefprozil 1 MO
1 M
cefaclor oral capsule © ceftazidime injection 3 PA; MO
cefaclor oral 1 recon soln 1 gram, 2
suspension for gram
titution 250
reconsututon ceftazidime injection 3 PA
mg/5 ml
recon soln 6 gram
/ [ tablet 1 MO
cefaclor oral table ceftriaxone injection 3 MO
extended release 12
- recon soln 1 gram, 2
gram, 250 mg, 500
cefadroxil oral 1 MO

capsule

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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits

ceftriaxone injection 3 DIFICID ORAL 4 MO; QL (20

recon soln 10 gram TABLET per 10 days)

cefuroxime axetil 1 MO e.e.s. 400 oral tablet 1 MO

oral tablet ERYTHROCIN 3 MO

cefuroxime sodium 3 PA; MO INTRAVENOUS

injection recon soln RECON SOLN 500

750 mg MG

cefuroxime sodium 3 PA; MO erythromycin 1 MO

intravenous recon ethylsuccinate oral

soln 1.5 gram suspension for

cephalexin 1 MO reconstitution

tazicef injection 3 PA; MO erythrom)./ cin 3
ethylsuccinate oral

TEFLARO 4 PA; MO tablet

ZERBAXA 4 PA erythromycin oral 3 MO

ZEVTERA 4 PA ZITHROMAX 3 PA;MO
INTRAVENOUS
ZITHROMAX 3 MO
ORAL

. . i SUSPENSION FOR

gzzthromycm 3 PA; MO RECONSTITUTIO

intravenous N

azithron?ycji[i oral 1 MO ZITHROMAX 3 MO

supensionfr ORAL TABLET

n 250 MG, 500 MG

azithromycin oral 1

tablet 250 mg (6 %}glg ROMAXTRI- .

pack), 500 mg (3

pack) ZITHROMAX Z- 3

azithromycin oral 1 MO PAK

tablet 250 mg, 500

mg, 600 mg

clarithromycin 1 MO

DIFICID ORAL 4 QL (136 per

SUSPENSION FOR 10 days) albendazole 3 MO

RECONSTITUTIO amikacin injection 3 PA; MO

N solution 500 mg/2 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ARIKAYCE 4 PA; LA DAPTOMYCIN 4 MO
INTRAVENOUS
t 3 MO
dlovaquone RECON SOLN 350
atovaquone- 3 MO MG
)
prosuan daptomycin 4 MO
AZACTAM 3 PA; MO intravenous recon
aztreonam PA; MO soln 500 mg
BETHKIS 4 PA; MO; DARAPRIM PA
QL (224 per EMVERM MO
28d
ays) ertapenem PA; MO;
CAYSTON 4 PA; MO; QL (14 per
LA; QL (84 14 days)
56d
pet ays) ethambutol 2 MO
chloroquine 1 MO
phosphate FIRVANQ QL (450 per
10 days)
CLEOCIN HCL 3 MO
gentamicin in nacl 3 PA; MO
CLEOCIN 3 PA; MO (iso-osm)
INJECTION intravenous
CLEOCIN 3 MO piggyback 100
PEDIATRIC mg/100 ml, 60 mg/50
I, 80 mg/100 ml, 80
clindamycin hcl 1 MO Zg /50 Z’? "
clindamycin in 5 % . PA; MO gentamicin injection 3 PA; MO
dextrose
) ) HUMATIN 4 MO
clindamycin 1
pediatric hydroxychloroquine 1 MO
clindamycin 3 PA; MO imipenem-cilastatin 3 PA; MO
phosphate injection IMPAVIDO 4 PA; MO
COARTEM MO INVANZ 3 PA; QL (14
colistin 4 PA; MO; INJECTION per 14 days)
(colistimethate na) QL (30 per isoniazid oral 1 MO
10d
. ays) ivermectin oral 2 PA; MO;
cycloserine 1 MO tablet 3 mg QL (20 per
DALVANCE MO 30 days)
dapsone oral MO ivermectin oral 2 PA; QL (8
tablet 6 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
KITABIS PAK 4 PA; MO; PENTAM 3 MO
%ng(ZSO pet pentamidine 3 PA; MO;
ays) inhalation QL (1 per
KRINTAFEL 3 28 days)
LAMPIT 3 MO pentamidine 3 MO
linezolid in dextrose 3 PA; MO iyection
5% PLAQUENIL 3 MO
linezolid oral 2 MO polymyxin b sulfate 1 PA; MO
Susp ens'lon.f or praziquantel 3 MO
reconstitution
PRETOMANID PA
linezolid oral tablet 3 MO © 3
PRIFTIN 2 MO
MALARONE 3 MO
PRIMAQUINE 3 M
MALARONE 3 MO QU ©
PEDIATRIC PRIMAXIN IV 3 PA; MO
. INTRAVENOUS
mefloquine [ MO RECON SOLN 500
MEPRON MO MG
meropenem PA; QL (30 pyrazinamide 3 MO
intravenous recon per 10 days) Dpyrimethamine 4 PA; MO
soln 1 gram
ni Ifat 3 MO
meropenem 2 PA; QL (10 q‘uzmne' sulfate
intravenous recon per 10 days) rifabutin 3 MO
soln 500 mg rifampin intravenous 3 MO
metronidazole in 3 PA; MO rifampin oral 2 MO
[ (iso-
nacl (iso-os) SIRTURO 4  PALA
tronidazol [ 1 MO
Cma;ZZ’IZ aeoteord SIVEXTRO 4  PA
INTRAVENOUS
metronidazole oral 1 MO
tablet 250 mg, 500 SIVEXTRO ORAL 4 MO
mg SOLOSEC MO
NEBUPENT 3 PA; MO; STREPTOMYCIN 4 PA; MO;
QL (1 per QL (60 per
28 days) 30 days)
neomycin 1 MO STROMECTOL 3 PA; MO;
nitazoxanide 4 MO; QL (12 (320L (1(20 ber
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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
tigecycline 3 PA; MO vancomycin oral 3 PA; MO;
tinidazole 2 MO capsule 125 mg QL (40 per
10 days)
TOBI 4 PA; MO; :
QL (280 per vancomycin oral 3 PA; MO;
28 days) capsule 250 mg QL (80 per
10 days)
TOBI PODHALER 4 MO; QL
(22 4’ Ser 56 vancomycin oral 1 QL (450 per
days) recon soln 25 mg/ml 10 days)
tobramycin in 0.225 4 PA; MO; vancomycin oral I MO:;QL
% nacl QL (280 per recon soln 50 mg/ml (450 per 10
28 days) days)
tobramycin 4 PA: MO: XIFAXAN ORAL 2 PA; QL (9
28 days) XIFAXAN ORAL 4 PA; MO;
tobramycin sulfate 3 PA; MO TABLET 550 MG ?54(1(90 per
injection solution ays)
TYGACIL 4 PA; MO ZEMDRI 4 PA
VABOMERE PA ZYVOX PA; MO
INTRAVENOUS
VANCOCIN ORAL 3 PA; MO; PIGGYBACK 600
CAPSULE 125 MG QL (40 per MG/300 ML
10d
ays) ZYVOX ORAL 3 MO
VANCOCIN ORAL 4 PA; MO; SUSPENSION FOR
CAPSULE 250 MG QL (80 per RECONSTITUTIO
10 days) N
vancomycin 3 MO;QL (20 ZYVOX ORAL 4 MO
intravenous recon per 10 days) TABLET
soln 1,000 mg
PENICILLINS
vancomycin 3 QL (2 per —
intravenous recon 10 days) amoxicillin oral 1 MO
soln 10 gram capsule
vancomycin 3 MO:; QL (10 amoxicillin oral 1 MO
intravenous recon per 10 days) suspension for
soln 500 mg reconstitution
vancomycin 3 MO; QL (27 amoxicillin oral 1 MO
intravenous recon per 10 days) tablet
soln 750 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
amoxicillin oral 1 MO BICILLIN L-A 3 PA; MO
tablet,chewable 125 INTRAMUSCULA
mg, 250 mg R SYRINGE
amoxicillin-pot 1 MO 11\/,12LOO,000 UNIT/2
clavulanate oral
suspension for BICILLIN L-A 3 PA
reconstitution INTRAMUSCULA
e R SYRINGE
amoxicillin-pot 1 MO
clavulanate oral 2,400,000 UNIT/4
tablet ML, 600,000
UNIT/ML
cillin-pot 3 MO
Z;Z‘(ZZ;Z;;Z[;ZI ] dicloxacillin 1 MO
tablet extended nafcillin injection 3 PA; MO
release 12 hr recon soln 1 gram, 2
ampicillin oral 1 MO gram
capsule 500 mg nafcillin injection 4 PA
ampicillin sodium 3 PA; MO recon soln 10 gram
injection recon soln oxacillin in 3 PA
1 gram, 10 gram dextrose(iso-osm)
ampicillin-sulbactam 3 PA; MO ln.travlf no}?; 50
injection recon soln P l(lggy ack < gram
1.5 gram, 3 gram n
ampicillin-sulbactam 3 PA oxacillin ijl ection > PA
injection recon soln recon sotn £ gram,
15 gram 10 gram
AUGMENTIN ES- 3 oxacillin injection 3 PA; MO
600 recon soln 2 gram
PENICILLIN G 3 PA
AUGMENTIN 3 MO
ORAL POT IN
SUSPENSION FOR ;’\?TXR?\%EOUS
RECONSTITUTIO ACK 2
N 125-31.25 MG/5 PIGGYBACK
ML MILLION UNIT/50
ML, 3 MILLION
BICILLIN C-R 3 PA; MO UNIT/50 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
penicillin g 3 PA; MO CIPRO ORAL 3
potassium injection SUSPENSION,MIC
recon soln 20 ROCAPSULE
million unit RECON
penicillin g sodium 3 PA; MO CIPRO ORAL 3 MO
penicillin v 1 MO TABLET 250 MG,
. 500 MG
potassium
piperacillin- 3 MO ciprofloxacin hcl 1 MO
tazobactam oral tablet 250 mg,
intravenous recon 300 mg, 750 mg
soln 2.25 gram, ciprofloxacin in 5 % 3 PA; MO
3.375 gram, 4.5 dextrose intravenous
gram piggyback 200
piperacillin- 3 mg/100 ml
tazobactam levofloxacin in d5w 3 PA; MO
intravenous recon intravenous
soln 40.5 gram piggvback 500
UNASYN 3 PA mgj j gg mﬁ 730
INJECTION mgrovm
RECON SOLN 15 levofloxacin oral 3 MO
GRAM solution
UNASYN 3 PA; MO levofloxacin oral 1 MO
INJECTION tablet
IégCA%[N SOLN 3 moxifloxacin oral 2 MO
moxifloxacin- 3 PA; MO
ZOSYN IN 3 s
d.chlorid
DEXTROSE (ISO- sod.chloride(iso)
OSM) ofloxacin oral tablet 1 MO
INTRAVENOUS 300 mg, 400 mg
PIGGYBACK 2.25 SULFA'S /
QUINOLONES AGENTS
BAXDELA 4 PA BACTRIM 3 MO
INTRAVENOUS BACTRIM DS 3 MO
BAXDELA ORAL 4 MO sulfadiazine 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
sulfamethoxazole- 1 MO doxycycline 3 MO
trimethoprim oral monohydrate oral
TETRACYCLIN suspension for
ES reconstitution
) doxycycline 1 MO

demeclocycline 3 MO monohydrate oral
DORYX MPC 3 ST tablet
ORAL EMROSI 4 ST
TABLET,DELAYE
D RELEASE minocycline oral 1 MO
(DR/EC) 60 MG capsule
doxy-100 3 PA; MO minocycline oral 3 MO

: tablet
doxycycline hyclate 3 PA
intravenous minocycline oral 1 MO

: tablet extended
doxycycline hyclate 1 MO release 24 hr
oral capsule

_ NUZYRA 4 PA
doxycycline hyclate 1 MO INTRAVENOUS
oral tablet

: NUZYRA ORAL 4
doxycycline hyclate 1 MO
oral tablet,delayed ORACEA ST; MO
release (dr/ec) 100 SEYSARA ORAL 3 ST; MO
mg, 150 mg, 200 mg, TABLET 100 MG,
50 mg, 75 mg 60 MG
DOXYCYCLINE 3 ST; MO SEYSARA ORAL 4 ST; MO
HYCLATE ORAL TABLET 150 MG
TABLET,DELAYE ]
D RELEASE TARGADOX 3 ST; MO
(DR/EC) 80 MG tetracycline oral 3 MO
doxycycline 1 MO capsule
monohydrate oral URINARY
capsule TRACT AGENTS
doxycycline 1 MO Josfomycin 3 MO
monohydrate oral tromethamine
capsule,ir - delay MACROBID 3 MO
rel,biphase

MACRODANTIN 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
methenamine 2 MO ANTINEOPLAS
hippurate TIC /
nitrofurantoin 2 MO IMMUNOSUPPR
macrocrystal oral ESSANT DRUGS
capsule 100 mg, 50 abiraterone oral 4 PA; MO;
mng tablet 250 mg QL (120 per
nitrofurantoin 1 MO 30 days)
macr OICW stal oral abiraterone oral 4 PA; MO;
capsule 25 mg tablet 500 mg QL (60 per
nitrofurantoin 2 MO 30 days)
monohyd/m-cryst abirtega 3 PA: QL
nitrofurantoin oral 1 MO (120 per 30
suspension 25 mg/5 days)
ml AFINITOR 4 PA;MO;
NITROFURANTOI 4 MO QL (30 per
N ORAL 30 days)
SUS/PENSION >0 AFINITOR 4 PA;MO;
MG/5 ML DISPERZ ORAL QL (150 per
trimethoprim 1 MO TABLET FOR 30 days)
SUSPENSION 2
ANTINEOPLA MG
STIC /
AFINITOR 4 PA; MO;
IMMUNOSUP DISPERZ ORAL QL (90 per
PRESSANT TABLET FOR 30 days)
DRUGS SUSPENSION 3
MG
ADJUNCTIVE
NGENTS AFINITOR 4  PA;MO;
DISPERZ ORAL QL (60 per
leucovorin calcium 2 MO TABLET FOR 30 days)
oral SUSPENSION 5
mesna oral 4 MO MG
MESNEX ORAL 4 MO AKEEGA 4 PAJLA;QL
(60 per 30
WYOST 4 PA; MO days)
XGEVA 4 PATMO ALECENSA 4  PA;MO;
QL (240 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
14


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ALUNBRIG ORAL 4 PA; QL (30 BOSULIF ORAL 4 PA; MO;
TABLET 180 MG, per 30 days) TABLET 100 MG QL (90 per
90 MG 30 days)
ALUNBRIG ORAL 4 PA; QL (60 BOSULIF ORAL 4 PA; MO;
TABLET 30 MG per 30 days) TABLET 400 MG, QL (30 per
ALUNBRIG ORAL 4  PA;QL(30 500 MG 30 days)
TABLETS,DOSE per 180 BRAFTOVI 4 PA; MO;
PACK days) LA; QL
anastrozole 1 MO (180 per 30
days)
ARIMIDEX 4 MO
BRUKINSA 4 PA; LA; QL
AROMASIN 4 MO (120 per 30
ASTAGRAF XL 3 PA; MO days)
AUGTYRO ORAL 4 PA; QL (60 CABOMETYX 4 PA; MO;
CAPSULE 160 MG per 30 days) LA; QL (30
30d
AUGTYRO ORAL 4  PA;QL per 30 days)
CAPSULE 40 MG (240 per 30 CALQUENCE 4 PA; LA; QL
days) (ACALABRUTINIB (60 per 30
MAL d
AVMAPKI- 4 PA;QL (66 ) ays)
FAKZYNIJA per 28 days) CAPRELSA ORAL 4 PA; LA; QL
TABLET 100 MG 60 per 30
AYVAKIT 4  PA;LA:QL Elayger
(30 per 30
days) CAPRELSA ORAL 4 PA; LA; QL
TABLET 300 MG 30 per 30
AZASAN 3 PA;MO El bet
ays)
azathioprine 1 PA; MO CASODEX 3 MO
BALVERSA 4 PALA CELLCEPT ORAL 3 PA;MO
bexarotene 4 PA; MO CAPSULE
bicalutamide 1 MO CELLCEPT ORAL 4 PA; MO
BOSULIF ORAL 4  PA;MO; Is{légl(’) ]?\INS STII()TI{B?%R
CAPSULE 100 MG QL (180 per N
30 days)
BOSULIF ORAL 4  PA:MO: gﬂ;ﬁ%ﬂ ORAL 4 PAJMO
CAPSULE 50 MG QL (330 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
COMETRIQ ORAL 4 PA; MO; dasatinib oral tablet 4 PA; MO;
CAPSULE 100 QL (56 per 20 mg QL (90 per
MG/DAY (80 MG 28 days) 30 days)
X1-20 MG X1) dasatinib oral tablet 4 PA; MO;
COMETRIQ ORAL 4  PA:;MO; 70 mg QL (60 per
CAPSULE 140 QL (112 per 30 days)
)1\(41(}; %ﬁg%MG 28 days) DAURISMOORAL 4  PA;MO;
er
- ) TABLET 100 MG QL (30 p
COMETRIQ ORAL 4 PA; MO; 30 days)
CAI;SULE 60 QLd(84 per DAURISMO ORAL 4  PA; MO;
13\’/ISAI;AY (20 MG X 28 days) TABLET 25 MG QL (60 per
) 30 days)
COPIKTRA 4 PA; LA; QL ELIGARD PA: MO
(60 per 30
days) ELIGARD (3 PA; MO
MONTH)
COTELLIC 4 PA; MO;
LA; QL (63 ELIGARD (4 2 PA;MO
per 28 days) MONTH)
cyclophosphamide 2 PA; MO ELIGARD (6 2 PA; MO
oral capsule MONTH)
CYCLOPHOSPHA 2  PA ENSPRYNG 4  PA;MO
MIDE ORAL ENVARSUS XR PA; MO
TABLET
ERIVEDGE 4 PA; MO;
cyclosporine 2 PA; MO QL (30 per
modified oral 30 days)
[
ape ERLEADA ORAL 4  PA;MO;
cyclosporine 2 PA TABLET 240 MG QL (30 per
modified oral 30 days)
luti
SO ERLEADA ORAL 4 PA;MO;
cyclosporine oral 2 PAMO TABLET 60 MG QL (120 per
capsule 30 days)
DANZITEN 4 PA; QL erlotinib oral tablet 4 PA; MO;
(112 per 28 100 mg, 150 mg QL (30 per
days) 30 days)
dasatinib oral tablet 4 PA; MO; erlotinib oral tablet 4 PA; MO;
100 mg, 140 mg, 50 QL (30 per 25 mg QL (60 per
mg, 80 mg 30 days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
EULEXIN 4 FOTIVDA 4 PA; LA; QL
everolimus 4 PA; MO; Elzl per 28
(antineoplastic) oral QL (30 per ays)
tablet 30 days) FRUZAQLA ORAL 4 PA; QL (84
everolimuis 4 PA: MO: CAPSULE 1 MG per 28 days)
(antineoplastic) oral QL (150 per FRUZAQLA ORAL 4 PA; QL (21
tablet for suspension 30 days) CAPSULE 5 MG per 28 days)
2 mg GAVRETO 4  PA;LA;QL
everolimus 4 PA; MO; (120 per 30
(antineoplastic) oral QL (90 per days)
gablet for suspension 30 days) gefitinib 4 PA; MO:
ng QL (30 per
everolimus 4 PA; MO; 30 days)
(antineoplastic) 01.fal QL (60 per gengraf oral capsule PA; MO
tablet for suspension 30 days)
5mg GILOTRIF PA; MO;

) ' QL (30 per
e?zerollmus . 2 PA; MO 30 days)
(immunosuppressive
) oral tablet 0.25 mg GLEEVEC ORAL 4 PA; MO;

TABLET 100 MG L (180
everolimus 4 PA; MO 3?0 d( pet
) . ays)
(immunosuppressive
0.75 mg, 1 mg TABLET 400 MG QL (60 per
30d
exemestane 3 MO ays)
ARA GLEOSTINE ORAL 3 MO
FEM MO CAPSULE 10 MG,
FIRMAGON KIT W 4 PA; MO 40 MG
g\%ﬁgé GLEOSTINEORAL 4 MO
CAPSULE 100 MG
SUBCUTANEOUS
RECON SOLN 120 GOMEKLI ORAL 4 PA; QL
MG CAPSULE 1 MG (126 per 28
d
FIRMAGONKITW 3 PA;MO ays)
DILUENT GOMEKLI ORAL 4 PA; QL (84
SYRINGE CAPSULE 2 MG per 28 days)
SUBCUTANEOUS GOMEKLI ORAL 4 PA; QL
RECON SOLN 80 TABLET FOR (168 per 28
MG SUSPENSION 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
HYDREA 3 MO INQOVI 4 PA; MO;
hydroxyurea 1 MO ggL d(:yrs) )e g
IBRANCE 4 PA; MO;
INREBIC 4 PA; MO;
QL (21 per
28 days) LA; QL
(120 per 30
ICLUSIG 4 PA; QL (30 days)
30
per 30 days) IRESSA 4 PA;MO;
IDHIFA 4 PA; MO; QL (30 per
LA; QL (30 30 days)
30d
per 30 days) ITOVEBI ORAL 4  PA;MO;
imatinib oral tablet 2 PA; MO; TABLET 3 MG QL (60 per
100 mg QL (180 per 30 days)
30d
ays) ITOVEBI ORAL 4  PA;MO;
imatinib oral tablet 4 PA; MO; TABLET 9 MG QL (30 per
400 mg QL (60 per 30 days)
30d
ays) IWILFIN 4  PA;LA;QL
IMBRUVICA 4 PA; QL (30 (240 per 30
ORAL CAPSULE per 30 days) days)
IMBRUVICA 4 PAQL JAKAFI 4 PA;MO;
ORAL (324 per 30 QL (60 per
SUSPENSION days) 30 days)
IMBRUVICA 4 PA; QL (30 JAYPIRCA ORAL 4 PA; MO;
ORAL TABLET per 30 days) TABLET 100 MG QL (60 per
140 MG, 280 MG, 30 days)
420 MG
JAYPIRCA ORAL 4 PA; MO;
IMKELDI 4 PA; MO; TABLET 50 MG QL (30 per
QL (280 per 30 days)
28d
ays) JYLAMVO PA; MO
IMURAN PA; MO
’ KANJINTI PA; MO
INLYTA ORAL 4 PA; MO; KISOALT ORAL p PA: MO:
TABLET 1 MG QL (180 per SQALITO > MO;
30 days) TABLET 200 QL (21 per
MG/DAY (200 MG 28 days)
INLYTA ORAL 4 PA; MO; X 1)
TABLET 5 MG QL (120 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
KISQALI ORAL 4 PA; MO; LENVIMA ORAL 4 PA; MO;
TABLET 400 QL (42 per CAPSULE 12 QL (90 per
MG/DAY (200 MG 28 days) MG/DAY (4 MG X 30 days)
X?2) 3), 18 MG/DAY (10
KISQALI ORAL 4 PA;MO; 12\2?\4)((3 /11')‘; I\Y/IC; 3(13/22}
TABLET 600 QL (63 per X 24 MG X (1
MG/DAY (200 MG 28 days) - )
X 3) LENVIMA ORAL 4 PA; MO;
CAPSULE 14 QL (60 per
KLISYRI (250 MG MO
( ) MG/DAY (10 MG X 30 days)
KOSELUGO PA 1-4 MG X 1), 20
KRAZATI PA; QL MG/DAY (10 MG X
(180 per 30 2), 8 MG/DAY (4
days) MG X 2)
lapatinib 4 PA; MO; letrozole 1 MO
QL (180 per LEUKERAN 4 MO
30d
ays) LEUPROLIDE (3 PA:; MO
LAZCLUZE ORAL 4 PA; LA; QL MONTH)
TABLET 240 MG 30 30
Eiays%er leuprolide 3 PA; MO
subcutaneous kit
LAZCLUZE ORAL 4  PA;LA:QL 5 e Y
TABLET 80 MG (60 per 30 ONSU ; MO
days) LORBRENA ORAL PA; MO;
lenalidomide oral 4 PA; MO; TABLET 100 MG ?()Ld(m pet
capsule 10 mg, 15 QL (28 per ays)
mg, 25 mg, 5 mg 28 days) LORBRENA ORAL 4 PA; MO;
lenalidomide oral 4 PA; QL (28 TABLET 25 MG (3254 d(90 per
capsule 2.5 mg, 20 per 28 days) ays)
mg LUMAKRAS 4 PA; MO;
LENVIMA ORAL 4  PA;MO; ORAL TABLET QL (240 per
CAPSULE 10 QL (30 per 120 MG 30 days)
MG/DAY (10 MG X 30 days) LUMAKRAS 4 PA; MO;
1), 4 MG ORAL TABLET QL (120 per
240 MG 30 days)
LUMAKRAS 4 PA; MO;
ORAL TABLET QL (90 per
320 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
LUPKYNIS 4 PA; LA; QL LYTGOBI ORAL 4 PA; LA; QL
(180 per 30 TABLET 20 (140 per 28
days) MG/DAY (4 MG X days)
LUPRON DEPOT PA; MO 3)
LUPRON DEPOT PA: MO MATULANE
(3 MONTH) megestrol oral 2 PA; MO
LUPRON DEPOT 4  PA;MO suspension 400
(4 MONTH) mg/10 ml (40 mg/ml)
(6 MONTH) ’ suspension 625 mg/5
ml (125 mg/ml)
LUPRON DEPOT- 4 PA; MO
PED (3 MONTH) megestrol oral tablet 2 PA; MO
INTRAMUSCULA MEKINIST ORAL 4 PA; MO;
R SYRINGE KIT RECON SOLN QL (1260
11.25 MG per 30 days)
LUPRON DEPOT- 4 PA; MO MEKINIST ORAL 4 PA; MO;
PED TABLET 0.5 MG QL (90 per
INTRAMUSCULA 30 days)
I}EII)T 7.5 MG MEKINIST ORAL 4 PA;MO;
(PED) TABLET 2 MG QL (30 per
LUPRON DEPOT- 4 PA; MO 30 days)
PED
MEKTOVI 4 PA; MO;
INTRAMUSCULA L A" QL ’
R SYRINGE KIT (180 per 30
LYNPARZA 4 PA; MO; days)
(3254 d(120 per mercaptopurine oral 4 MO
ays) suspension
LYSODREN mercaptopurine oral 2 MO
LYTGOBI ORAL PA; LA; QL tablet
Eﬁgﬁiﬁl{( l(i MG X £18a4 Ser 28 methotrexate sodium 1 PA; MO
Y
3) methotrexate sodium 1 PA; MO
iccti
LYTGOBI ORAL 4  PA;LA;QL f:f?u;’z ccon
TABLET 16 (112 per 28
MG/DAY (4 MG X days) MVASI PA; MO
4) MYCAPSSA PA; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
mycophenolate 2 PA; MO NUBEQA 4 PA; MO;
mofetil oral capsule LA; QL
mycophenolate 4 PA; MO fil 20 per 30
mofetil oral ays)
suspension for octreotide acetate 4 PA; MO
reconstitution injection solution
mycophenolate 2 PA; MO 1’00/0 I;wg/ mi, 500
mofetil oral tablet megrm
mycophenolate 3 PA: MO Qc'treo'tlde acet‘ate 3 PA; MO
sodium injection solution
100 mcg/ml, 200
MYFORTIC PA; MO meg/ml, 50 meg/ml
MYHIBBIN PA; MO ODOMZO 4 PA; MO:;
NEMLUVIO PA; MO:; LA; QL (30
QL (2 per per 30 days)
28 days) OGIVRI PA; MO
NEORAL PA; MO OGSIVEO ORAL PA; QL (56
NERLYNX 4 PA; MO; TABLET 100 MG, per 28 days)
LA 150 MG
NEXAVAR 4 PA; MO:; OGSIVEO ORAL 4 PA; QL
LA; QL TABLET 50 MG (180 per 30
(120 per 30 days)
days) OJEMDA ORAL 4 PA; QL (96
NILANDRON PA; MO SUSPENSION FOR per 28 days)
RE TITUTI
nilotinib hcl oral 4 PA; MO; N CONSTITUTIO
capsule 150 mg, 200 QL (112 per
mg 28 days) OJEMDA ORAL 4 PA; QL (16
TABLET 4 2
nilotinib hcl oral 4 PA; MO; MG /WEEKO?I 00 per 28 days)
capsule 50 mg QL (120 per
MG X 4)
30 days)

. ) . OJEMDA ORAL 4 PA; QL (20
nilutamide PA; MO TABLET 500 per 28 days)
NINLARO PA; MO; MG/WEEK (100

QL (3 per MG X'5)
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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

OJEMDA ORAL 4 PA;QL (24 PROGRAF ORAL 3 PA;MO
TABLET 600 per 28 days) CAPSULE 0.5 MG,
MG/WEEK (100 1 MG
MG X 6) PROGRAF ORAL 4  PA;MO
OJJAARA 4  PA;QL(30 CAPSULE 5 MG

per 30 days) PROGRAF ORAL 3 PA;MO
ONTRUZANT PA GRANULES IN
ONUREG PA; MO; PACKET

QL (14 per PURIXAN

28 days) QINLOCK PA; LA; QL
ORGOVYX 4  PA;LA;QL (90 per 30

(30 per 28 days)

days) RETEVMO ORAL 4  PA;MO;
ORSERDU ORAL 4  PA;QL(30 CAPSULE 40 MG LA; QL (90
TABLET 345 MG per 30 days) per 30 days)
ORSERDU ORAL 4  PA;QL (90 RETEVMO ORAL 4  PA;MO;
TABLET 86 MG per 30 days) CAPSULE 80 MG LA; QL (60
pazopanib 4 PA; MO; per 30 days)

QL (120 per RETEVMO ORAL 4  PA;MO;

30 days) TABLET 120 MG, LA; QL (60

(28 per 28 RETEVMO ORAL 4 PA; MO;

days) TABLET 40 MG LA; QL (90
PIQRAY ORAL 4  PA:QL (28 per 30 days)
TABLET 200 per 28 days) REVLIMID 4 PA; MO;
MG/DAY (200 MG LA; QL (28
X1) per 28 days)
PIQRAY ORAL 4 PA;QL (56 REVUFORJ ORAL 4  PA;QL
TABLET 250 per 28 days) TABLET 110 MG (120 per 30
MG/DAY (200 MG days)
XI‘EOQAG iﬂg’ 300 REVUFORJ ORAL 4  PA;QL (60
)1\(4(2})]3 Y (150 MG TABLET 160 MG per 30 days)

REVUFORJ ORAL 4  PA;QL

POMALYST 4 PAMO; TABLET 25 MG (240 per 30

LA; QL (21 days)

per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
22


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
REZLIDHIA 4 PA; QL (60 SCEMBLIX ORAL 4 PA; QL (60
per 30 days) TABLET 20 MG per 30 days)
REZUROCK 4 PA; LA; QL SCEMBLIX ORAL 4 PA; QL
(30 per 30 TABLET 40 MG (300 per 30
days) days)
RIABNI PA; MO SIGNIFOR PA
ROMVIMZA PA; LA; QL SIKLOS ORAL MO
(8 per 28 TABLET 1,000 MG
days) SIKLOS ORAL 3 MO
ROZLYTREK 4 PA; MO; TABLET 100 MG
ORAL CAPSULE QL (150 per oli PA: MO
100 MG 30 days) SITOTIIILS :
ROZLYTREK 4 PA; MO; SOLTAMOX MO
ORAL CAPSULE QL (90 per SOMATULINE PA; MO
200 MG 30 days) DEPOT
ROZLYTREK 4 PA: MO; sorafenib 4 PA; MO;
ORAL PELLETS IN QL (336 per QL (120 per
PACKET 28 days) 30 days)
RUBRACA 4 PA; MO:; SPRYCEL ORAL 4 PA; MO;
LA; QL TABLET 100 MG, QL (30 per
(120 per 30 140 MG, 50 MG, 80 30 days)
days) MG
RUXIENCE PA; MO SPRYCEL ORAL 4 PA; MO;
TABLET 20 M L
RYDAPT PA; MO: 0 MG ?0 (ff;sf °f
QL (224 per
28 days) SPRYCEL ORAL 4 PA; MO;
TABLET 70 MG L (60
SANDIMMUNE 3 PA; MO (320 d(a sf .
ORAL CAPSULE Y
STIVARGA 4 PA; MO;
SANDOSTATIN 3 PA; MO
QL (84 per
INJECTION 28 days)
SOLUTION 100
MCG/ML, 50 sunitinib malate 4 PA; MO;
MCG/ML, 500 QL (28 per
MCG/ML 28 days)
SCEMBLIX ORAL 4 PA; QL SUTENT 4 PA; MO;
TABLET 100 MG (120 per 30 QL (28 per
days) 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
TABLOID 3 MO torpenz 4 PA; QL (30
TABRECTA 4  PA:MO per 30 days)
tacrolimus oral 2 PA; MO TRAZIMERA 4 PA; MO
capsule TRELSTAR PA; MO
TAFINLAR ORAL 4  PA:MO: g‘g}g}%ﬁg%{\?‘“
CAPSULE QL (120 per FOR
30d
ays) RECONSTITUTIO
TAFINLAR ORAL 4 PA; MO; N
TABLET FOR QL (840 per — A MO
SUSPENSION 28 days) fretinomn
(antineoplastic)
TAGRISSO 4 PA: MO; TREXALL A MO
LA; QL (30 >
per 30 days) TRUQAP 4 PA; QL (64
TALZENNA 4  PA:MO: per 28 days)
QL (30 per TUKYSA ORAL 4 PA; LA; QL
30 days) TABLET 150 MG (120 per 30
tamoxifen 1 MO days)
TARGRETIN PA: MO TUKYSA ORAL 4 PA; LA; QL
TABLET 50 MG (300 per 30
TASIGNA ORAL PA; MO; days)
CAPSULE 150 MG L (112
. QL (112 per TURALIO ORAL 4  PA:LA:QL
200 MG 28 days)
CAPSULE 125 MG (120 per 30
TASIGNA ORAL 4 PA; MO; days)
CAPSULE 50 MG L (120
QL (120 per TYKERB 4  PA:MO:
30 days)
LA; QL
TAZVERIK PA; LA (180 per 30
TEPMETKO PA; LA days)
THALOMID ORAL 4 PA; MO; VANFLYTA 4 PA; QL (56
CAPSULE 100 MG QL (112 per per 28 days)
28 days) VENCLEXTA 2 PA; LA; QL
THALOMID ORAL 4 PA; MO; ORAL TABLET 10 (60 per 30
CAPSULE 50 MG QL (28 per MG days)
28 days) VENCLEXTA 4 PA; LA; QL
TIBSOVO PA ORAL TABLET (180 per 30
100 MG d
toremifene MO 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
VENCLEXTA 4 PA; LA; QL VORANIGO ORAL 4 PA; QL (60
ORAL TABLET 50 (30 per 30 TABLET 10 MG per 30 days)
MG days) VORANIGO ORAL 4  PA; QL (30
VENCLEXTA 4 PA; LA; QL TABLET 40 MG per 30 days)
days) QL (120 per
VERZENIO 4 PA; MO; 30 days)
LA; QL (60 WELIREG PA; LA
per 30 days)
XALKORI ORAL PA; MO;
VIJOICE ORAL 4 PA; QL (28 CAPSULE QL (60 per
GRANULES IN per 28 days) 30 days)
PACKET
XALKORI ORAL 4 PA; MO;
VIJOICE ORAL 4 PA; QL (28 PELLET 150 MG QL (180 per
TABLET 125 MG, per 28 days) 30 days)
50 MG
JOICE ORAL 4 PA: OL XALKORI ORAL 4 PA; MO;
VIJOICE O ; QL (56 PELLET 20 MG, 50 QL (120 per
TABLET 250 per 28 days) MG 30 days)
MG/DAY (200 MG
X1-50 MG X1) XATMEP PA; MO
VITRAKVI ORAL 4 PA;MO; XERMELO 4  PAJLA;QL
CAPSULE 100 MG LA; QL (60 (84 per 28
per 30 days) days)
VITRAKVI ORAL 4 PA;MO; XOSPATA 4  PAJLA;QL
CAPSULE 25 MG LA; QL (90 per 30
(180 per 30 days)
days) XPOVIO PA; LA
VITRAKVI ORAL 4 PA; MO; XROMI MO
SOLUTION LA; QL
(300Qper 30 XTANDI ORAL PA; MO;
CAPSULE QL (120 per
days)
30 days)
VIZIMPRO 4 PA; MO;
QL (30 per XTANDI ORAL 4  PA;MO;
TABLET 40 MG QL (120 per
30 days)
30 days)
VONJO 4 PA; QL
(1 2’0?)6 30 XTANDI ORAL 4 PA; MO;
d TABLET 80 MG QL (60 per
ays)
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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
YONSA 4 PA;MO; AUTONOMIC
o d<al2s‘; per / CNS DRUGS,
ZEJULA ORAL 4 PA; l\iI]O' NEUROLOGY
TABLET LA; QL (30 / PSYCH
per 30 days) ANTICONVULS
ZELBORAF 4 PA;MO; ANTS
QL (240 per APTIOM ORAL 4 MO; QL (60
30 days) TABLET 200 MG, per 30 days)
ZIRABEV PA; MO 600 MG, 800 MG
ZOLINZA PA:; MO; APTIOM ORAL 4 MO; QL (30
QL (120 per TABLET 400 MG per 30 days)
30 days) BANZEL PA; MO
ZORTRESS ORAL 3 PA; MO BRIVIACT ORAL 4 MO: QL
TABLET 0.25 MG SOLUTION (600 per 30
ZORTRESS ORAL 4  PA;MO days)
TABLET 0.5 MG, BRIVIACT ORAL 4 MO; QL (60
0.75 MG, 1 MG TABLET per 30 days)
ZYDELIG 4 PA; MO; carbamazepine oral 2 MO
QL (60 per capsule, er
30 days) multiphase 12 hr
ZYKADIA 4 PA; MO; carbamazepine oral 1 MO
QL (90 per suspension 100 mg/5
30 days) ml
ZYTIGA ORAL 4 PA; MO; carbamazepine oral 1 MO
TABLET 250 MG QL (120 per tablet
30 days)
carbamazepine oral 2 MO
ZYTIGA ORAL 4 PA; MO; tablet extended
TABLET 500 MG QL (60 per release 12 hr
30 days)
carbamazepine oral 1 MO
tablet,chewable 100
mg
CARBATROL 3 MO
CELONTIN ORAL 3 MO
CAPSULE 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
clobazam oral 3 PA; MO; EPRONTIA 3 PA; MO
suspension QL (480 per EOUETRO 3 MO
30 days) Q
licarb ] [ 4 MO; QL
clobazam oral tablet 3 PA; MO; exprarbasepine ora : Q
tablet 200 mg (180 per 30
QL (60 per days)
30 days)

_ eslicarbazepine oral 4 MO; QL (90
clonazepam oral 1 MO; QL (90 tablet 400 mg per 30 days)
tablet 0.5 mg, 1 mg per 30 days)

_ eslicarbazepine oral 4 MO; QL (60
clonazepam oral 1 MO; QL tablet 600 mg, 800 per 30 days)
tablet 2 mg (300 per 30 mg

days)
th imid 2 MO
clonazepam oral 1 MO; QL (90 cttosuximide
tablet,disintegrating per 30 days) Jelbamate MO
0.125 mg, 0.25 mg, FELBATOL ORAL 4 MO
0.5 mg, I mg TABLET
clonazepam oral 1 MO; QL FINTEPLA 4 PA; LA; QL
tablet, disintegrating (300 per 30 (360 per 30
2 mg days) days)
DEPAKOTE 3 MO FYCOMPA ORAL 4 MO; QL
DEPAKOTE ER 3 MO SUSPENSION (720 per 30
DEPAKOTE 3 MO days)
SPRINKLES FYCOMPA ORAL 4 MO; QL (30
_ TABLET 10 MG, 12 per 30 days)
DIACOMIT 4 PA; LA MG, 8 MG
diazepam rectal S MO FYCOMPA ORAL 3 MO; QL (60
DILANTIN 30 MG 3 MO TABLET 2 MG per 30 days)
DILANTIN 3 MO FYCOMPA ORAL 4 MO:; QL (60
EXTENDED 100 TABLET 4 MG, 6 per 30 days)
MG MG
DILANTIN 3 MO gabapentin oral 1 MO; QL
INFATABS capsule 100 mg, 400 (270 per 30
DILANTIN-125 3 mg days)
dival MO gabapentin oral 1 MO; QL
aproex capsule 300 mg (360 per 30
EPIDIOLEX 4 PA; MO; days)
LA
epitol 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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Tier  nts/Limits Tier  nts/Limits

gabapentin oral 2 MO; QL KLONOPIN ORAL 3 MO; QL

solution 250 mg/5 ml (2160 per 30 TABLET 2 MG (300 per 30
days) days)

gabapentin oral 1 MO; QL lacosamide oral 3 MO; QL

tablet 600 mg (180 per 30 solution (1200 per 30
days) days)

gabapentin oral 1 MO; QL lacosamide oral 3 MO; QL (60

tablet 800 mg (120 per 30 tablet 100 mg, 150 per 30 days)
days) mg, 200 mg

gabapentin oral 2 PA; MO; lacosamide oral 3 MO; QL

tablet extended QL (30 per tablet 50 mg (120 per 30

release 24 hr 300 mg 30 days) days)

gabapentin oral 2 PA; MO; LAMICTAL ODT 3 MO

tablet extended QL (90 per ORAL

release 24 hr 600 mg 30 days) TABLET,DISINTE

GRALISE ORAL 3 PA:MO: g’RATINg 100 MG,

TABLET QL (30 per 5 MG, 50 MG

EXTENDED 30 days) LAMICTAL ODT 3

RELEASE 24 HR ORAL

300 MG TABLET,DISINTE

GRALISE ORAL 3 PA:MO: GRATING 200 MG

TABLET QL (60 per LAMICTAL ORAL 3 MO

EXTENDED 30 days) TABLET

4RELEASE 24 HR LAMICTALORAL 3 MO

50 MG, 750 MG, TABLET,

900 MG CHEWABLE

GRALISE ORAL 3 PA; MO; DISPERSIBLE 25

TABLET QL (90 per MG, 5 MG

%EEEIS)]?I; R 30 days) LAMICTAL 3 MO

STARTER (BLUE)

600 MG KIT

KEPPRA ORAL 3 MO LAMICTAL 3 MO

KEPPRA XR 3 MO STARTER

KLONOPIN ORAL 3 MO: QL (90 (GREEN) KIT

TABLET 0.5 MG, 1 per 30 days) LAMICTAL 3 MO

MG STARTER

(ORANGE) KIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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  nts/Limits Tier  nts/Limits
LAMICTAL XR 3 MO LYRICA CR ORAL 3 PA; MO;
LAMICTAL XR 3 MO TABLET QL (30 per
STARTER (BLUE) EXTENDED 30 days)
RELEASE 24 HR
LAMICTAL XR 3 MO 165 MG, 82.5 MG
STARTER LYRICA CR ORAL 3 PA; MO;
(GREEN) ’ ’
TABLET QL (60 per
LAMICTAL XR 3 MO EXTENDED 30 days)
STARTER RELEASE 24 HR
(ORANGE) 330 MG
lamotrigine oral 1 MO LYRICA ORAL 3 MO; QL (90
tablet CAPSULE 100 MG, per 30 days)
lamotrigine oral 1 MO 150 MG, 200 MG,
tablet disintegrating, 25 MG, 50 MG, 75
dose pk MG
lamotrigine oral 1 MO LYRICA ORAL 3 MO; QL (60
tablet extended CAPSULE 225 MG, per 30 days)
release 24hr 300 MG
lamotrigine oral 1 MO LYRICA ORAL 3 MO; QL
tablet, chewable SOLUTION (900 per 30
dispersible days)
lamotrigine oral 3 MO methsuximide 3 MO
tablet, disintegrating MOTPOLY XR 3 ST: MO; QL
lamotrigine oral 1 MO ORAL (120 per 30
tablets,dose pack CAPSULE,EXTEN days)
) DED RELEASE
levetl'racetam oral 1 MO 24HR 100 MG
solution 100 mg/ml
P ; ) MOTPOLY XR 3 ST; MO; QL
ex;tzracetam ora MO ORAL (60 per 30
tabiet CAPSULE,EXTEN days)
levetiracetam oral 1 MO DED RELEASE
tablet extended 24HR 150 MG, 200
release 24 hr MG
LEVETIRACETAM 3 MYSOLINE MO
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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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NEURONTIN 3 MO; QL phenobarbital oral 2 PA; MO
ORAL CAPSULE (270 per 30 tablet 16.2 mg, 32.4
100 MG, 400 MG days) mg, 64.8 mg, 97.2
NEURONTIN 3 MO; QL mng
ORAL CAPSULE (360 per 30 PHENYTEK 3 MO
300 MG days) phenytoin oral 1
NEURONTIN 3 MO; QL suspension 125 mg/5
ORAL SOLUTION (2160 per 30 ml
days) phenytoin oral 1 MO
NEURONTIN 3 MO; QL tablet,chewable
g(%AL TABLET Eil 80 per 30 phenytoin sodium 1 MO
MG ays) extended oral
NEURONTIN 3 MO; QL capsule 100 mg
%BA& GT ABLET 3120 per 30 pregabalin oral 2 MO; QL (90
ays) capsule 100 mg, 150 per 30 days)
ONFI ORAL 4 PA; MO; mg, 200 mg, 25 mg,
SUSPENSION QL (480 per 50 mg, 75 mg
30 days) pregabalin oral 2 MO; QL (60
ONFI ORAL 4 PA; MO; capsule 225 mg, 300 per 30 days)
TABLET QL (60 per mg
30 days) pregabalin oral 2 MO; QL
oxcarbazepine oral 3 MO solution (900 per 30
suspension days)
oxcarbazepine oral 2 MO pregabalin oral 1 PA; MO;
tablet tablet extended QL (30 per
oxcarbazepine oral 1 MO relec(z;; 524 hr 165 30 days)
tablet extended ms, 0.0 mg
release 24 hr pregabalin oral 1 PA; MO;
tablet extended QL (60 per
OXTELLAR XR 3 MO
romobarbiral oral release 24 hr 330 mg 30 days)
1t 3 PA; MO
BT ond : PRIMIDONE 3 MO
ORAL TABLET
phenobarbital oral 2 PA 125 MG
tablet 100 mg, 15
ncazg 630 mgmggo mg primidone oral 1 MO
' ' tablet 250 mg, 50 mg
roweepra oral tablet 1 MO

500 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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rufinamide oral 4 PA; MO topiramate oral 1 PA; MO
suspension capsule,sprinkle,er
rufinamide oral 3 PA; MO 24hr
tablet topiramate oral 1 PA; MO
SABRIL 4 PA;MO; tablet
LA TRILEPTAL 3 MO
SPRITAM 3 MO TROKENDI XR 3 PA; MO
: ORAL
bvenit. 1 MO
Subvente CAPSULE,EXTEN
subvenite starter 1 MO DED RELEASE
(blue) kit 24HR 100 MG, 25
subvenite starter 1 MO MG, 50 MG
(green) kit TROKENDI XR 4  PA;MO
subvenite starter 1 MO ORAL
DED RELEASE
SYMPAZAN ORAL 4 PA; MO; 24HR 200 MG
FILM 10 MG, 20 QL (60 per
MG 30 days) valproic acid 1 MO
SYMPAZANORAL 3 PA;MO; valproic acid (as I MO
FILM 5 MG QL (60 per sodium salt) oral
30 days) solution 250 mg/5 ml
TEGRETOL ORAL 3 MO VALTOCO 2 PA;MO;
SUSPENSION QL (10 per
30d
TEGRETOLORAL 3 MO ays)
TABLET vigabatrin 4 PA; MO;
LA
TEGRETOL XR 3 MO
) i vigadrone PA; LA
tiagabine 3 MO
VIGAFYDE PA; LA
TOPAMAX 3 PA; MO
: p ) PA: MO VIMPAT ORAL 4 MO; QL
loptramate ora ; SOLUTION (1200 per 30
capsule, sprinkle 15 d
ays)
mg, 25 mg
: _ VIMPAT ORAL 4 MO; QL (60
topiramate oral 1 PA; MO TABLET 100 MG, per 30 days)

capsule,extended
release 24hr

150 MG, 200 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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VIMPAT ORAL 3 MO; QL ANTIPARKINSO
TABLET 50 MG (120 per 30 NISM AGENTS
days)
APOKYN 4 PA; MO;
XCOPRI 4 MO; QL (56 LA; QL (90
MAINTENANCE per 28 days) per 30 days)
PACK :
apomorphine 4 PA; QL (90
XCOPRI ORAL 4 MO; QL (30 per 30 days)
TABLET 100 MG, per 30 days)
XCOPRI ORAL 4 MO: QL (60 benztropine oral 1 PA; MO
TABLET 150 MG, per 30 days) bromocriptine 3 MO
200 MG carbidopa 3 MO
XCOPRI 3 MO; QL (28 bidopa-levod 1 MO
TITRATION PACK per 180 carbidopa-tevocopa
ORAL days) carbidopa-levodopa- 3 MO
TABLETS,DOSE entacapone
PACK 12.5 MG CREXONT 3 MO
(14)- 25 MG (14)
DHIVY 3 MO
XCOPRI 4 MO; QL (28 )
TITRATION PACK per 180 DuorA S PA; MO
ORAL days) entacapone 3 MO
TABLETS,DOSE GOCOVRI ORAL 4 PA;QL (60
PACK 150 MG
CAPSULE.EXTEN per 30 days)
(14)- 200 MG (14), DED RELEASE
50 MG (14)- 100
MG (14) 24HR 137 MG
GOCOVRI ORAL 4 PA; QL (30
ZARONTIN 5 Mo CAPSULE,EXTEN per 30 days)
ZONEGRAN ORAL 3 PA; MO DED RELEASE
CAPSULE 100 MG, 24HR 68.5 MG
25 MG INBRIJA 4 PA;QL
ZONISADE 4 PA; MO INHALATION (300 per 30
zonisamide PA; MO CAPSULE, days)
W/INHALATION
ZTALMY 4 PA; LA; QL DEVICE
(1100 per 30
days) LODOSYN 3 MO
NEUPRO 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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NOURIANZ 4 PA; MO; AJOVY 3 PA; MO;
LA; QL (30 AUTOINJECTOR QL (1.5 per
per 30 days) 30 days)
ONAPGO 4 PA; LA AJOVY SYRINGE 3 PA; MO;
ONGENTYS PA; MO; ?()Ld(lj per
QL (30 per ays)
30 days) almotriptan malate 1 MO; QL (16
PARLODEL 3 per 28 days)
pramipexole | MO dihydroergotamine 4 QL (8 per
l nasal 28 days)
li 3 MO
rasasrine eletriptan 1 MO;QL (18
ropinirole oral tablet 1 MO per 28 days)
ropinirole oral tablet 3 MO ELYXYB PA; MO
tended rel 24
e EMGALITY PEN 2 PA;MO;
QL (2 per
selegiline hcl 1 MO EMGALITY 2 PA; MO;
SINEMET ORAL 3 MO SUBCUTANEOUS QL (2 per
TABLET 10-100 SYRINGE 120 30 days)
MG, 25-100 MG MG/ML
TASMAR ORAL 4 PA; MO EMGALITY 4 PA; MO;
TABLET 100 MG SUBCUTANEOUS QL (3 per
p ' SYRINGE 300 30 days)
tolcapone 4 PA; MO MG/3 ML (100
trihexyphenidyl 1 MO MG/ML X 3)
XADAGO 4 MO ERGOMAR
ZELAPAR 4 PA; MO ergotamine-caffeine 2 MO
MIGRAINE / FROVA QL (27 per
CLUSTER 28 days)
HEADACHE frovatriptan 1 MO; QL (27
THERAPY per 28 days)
AIMOVIG 2 PA; MO; IMITREX ORAL 3 MO; QL (18
AUTOINJECTOR QL (1 per TABLET 100 MG per 28 days)
30 days) IMITREX ORAL 3 QL (I8 per
TABLET 25 MG, 50 28 days)

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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IMITREX 3 MO; QL (8 rizatriptan oral 2 MO; QL (24
STATDOSE per 28 days) tablet,disintegrating per 28 days)
SUBCUTANEOUS sumatriptan 3 MO; QL (18
PEN INJECTOR 4 per 28 days)
MG/0.5 ML
sumatriptan 1 MO; QL (18
IMITREX 3 MO; QL (8 .
’ t [ 28d
STATDOSE per 28 days) succinate ora per ays)
REFILL sumatriptan 3 QL (8 per
SUBCUTANEOUS succinate 28 days)
CARTRIDGE 6 subcutaneous
MG/0.5 ML cartridge 6 mg/0.5
/
MAXALT ORAL 3 MO;QL (24 L
TABLET 10 MG per 28 days) sumatriptan 3 QL (8 per
nat 28d
MAXALT-MLT 3 MO: QL (24 e ays)
Subcutaneous pen
ORAL per 28 days) injector 4 mg/0.5 ml
TABLET,DISINTE
GRATING 10 MG sumatriptan 3 MO; QL (8
X MO succinate per 28 days)
migergot subcutaneous pen
naratriptan MO; QL (18 injector 6 mg/0.5 ml
per 28 days) sumatriptan 3 MO; QL (8
NURTEC ODT 2 PA; QL (16 succinate per 28 days)
per 30 days) subcutaneous
ONZETRA XSAIL 3 MO; QL (32 solution
per 28 days) sumatriptan- 1 MO; QL (18
QULIPTA 2 PA: MO: naproxen per 28 days)
QL (30 per TOSYMRA 3 MO; QL (24
30 days) per 28 days)
RELPAX 3 MO; QL (18 TREXIMET 3 MO; QL (18
per 28 days) per 28 days)
REYVOW ORAL 3 PA; QL (16 TRUDHESA 4 ST; QL (12
TABLET 100 MG per 30 days) per 28 days)
REYVOW ORAL 3 PA; QL (8 UBRELVY 2 PA; QL (20
TABLET 50 MG per 30 days) per 30 days)
rizatriptan oral 1 MO; QL (24 ZAVZPRET 4 PA; MO;
tablet per 28 days) QL (6 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ZEMBRACE 4 MO; QL (8 AUSTEDO XR 4 PA; MO;
SYMTOUCH per 28 days) TITRATION QL (28 per
ZOLMITRIPTAN 3 MO:QL (I8 KT(WK1-4) ORAL 180 days)
TABLET, EXT REL
NASAL per 28 days)
SPRAY NON- 24HR DOSE PACK
AEROSOL 2.5 MG 12-18-24-30 MG
zolmitriptan nasal 1 MO; QL (18 BAFIERTAM 4 P'}‘:; 1}2?)’
spray,non-aerosol 5 per 28 days) ?0 d( pet
it ays)
iy PAXONE 4 PA;MO;
zolmitriptan oral 1 MO; QL (18 SSBCU’I(?ENEOUS QL’ 3 Ool;er
28d
per 28 days) SYRINGE 20 30 days)
ZOMIG 3 MO; QL (18 MG/ML
28d
per 28 days) COPAXONE 4  PA:MO;
MISCELLANEO SUBCUTANEOUS QL (12 per
US SYRINGE 40 28 days)
NEUROLOGICA MG/ML
L THERAPY dalfampridine 2 PA; MO;
ADLARITY QL (60 per
AMPYRA 4  PA;MO; 30 days)
LA; QL (60 DAYBUE 4 PA; LA
per 30 days) dimethyl fumarate 3 PA; MO;
ARICEPT MO oral capsule,delayed QL (56 per
l dr/ec) 120 28d
AUBAGIO 4  PA:MO:; rmegease( r/ec) ays)
QL (30 per
30 days) dimethyl fumarate 3 PA; MO;
' ' oral capsule,delayed QL (120 per
AUSTEDO ORAL 4 PA;MO; release(dr/ec) 120 180 days)
TABLET 12 MG, 9 QL (120 per mg (14)- 240 mg
MG 30 days) (46)
?Xg{g?g ﬁIéAL E P’i; 1;%05 dimethyl fumarate 4 PA; MO;
?0 d( per oral capsule,delayed QL (60 per
ays) release(dr/ec) 240 30 days)
AUSTEDO XR 4 PA; MO; mg
QL (30 per donepezil oral tablet 1 MO
30 days) 10 mg, 5 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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donepezil oral tablet 3 MO glatopa 4 PA; MO;
23 mg subcutaneous QL (30 per
donepezil oral 1 MO syringe 20 mg/ml 30 days)
tablet, disintegrating glatopa 4 PA; MO;
EVRYSDI ORAL 4 PA: MO: sub'cutaneous QL (12 per
RECON SOLN LA: QL syringe 40 mg/ml 28 days)
(240 per 30 HORIZANT ORAL 3 PA; MO;
days) TABLET QL (30 per
EVRYSDI ORAL 4 PA;MO; EXTENDED 30 days)
TABLET LA; QL (30 RELEASE 300 MG
per 30 days) HORIZANT ORAL 3 PA; MO;
TABLET L (60 per
EXELON PATCH MO EXTENDED (320 d(aysije
fingolimod 4 PA;MO; RELEASE 600 MG
3?0L d(j;g’ “ INGREZZA 4  PA:LA:QL
(30 per 30
FIRDAPSE PA; LA days)
galantamine oral MO INGREZZA 4 PA; LA; QL
capsule,ext rel. INITIATION (28 per 180
pellets 24 hr PK(TARDIV) days)
galantamine oral 3 MO INGREZZA 4 PA; LA; QL
solution SPRINKLE (30 per 30
galantamine oral 2 MO days)
tablet KESIMPTA PEN 4 PA; MO;
GILENYA ORAL 4 PA; QL (30 QL (1.6 per
CAPSULE 0.25 MG per 30 days) 28 days)
GILENYA ORAL 4 PA; MO; KEVEYIS PA
CAPSULE 0.5 MG QL (30 per MAVENCLAD (10 PA; MO;
30 days) TABLET PACK) LA; QL (40
glatiramer 4 PA; QL (30 per 720
subcutaneous per 30 days) days)
syringe 20 mg/ml MAVENCLAD (4 4 PA;MO;
glatiramer 4 PA; QL (12 TABLET PACK) LA; QL (16
subcutaneous per 28 days) per 720
syringe 40 mg/ml 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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MAVENCLAD (5 4 PA; MO; memantine oral 1 PA; MO
TABLET PACK) LA; QL (20 tablet
per 720 MEMANTINE 3 PA:MO
ays) ORAL
MAVENCLAD (6 4 PA; MO; TABLETS,DOSE
TABLET PACK) LA; QL (24 PACK
ger 720 memantine- 2 PA; MO
ays) donepezil
MAVENCLAD (7 4 PA; MO;
’ ’ MIPLYFFA 4 PA; LA
TABLET PACK) LA; QL (28 ’
per 720 NAMZARIC ORAL 3 PA
days) CAP,SPRINKLE,ER
24HR DOSE PACK
MAVENCLAD (8 4  PA;MO; OSE PAC
TABLET PACK) LA; QL (32 NAMZARIC ORAL 3 PA; MO
per 720 CAPSULE,SPRINK
days) LE,ER 24HR
MAVENCLAD (9 4 PA; MO; NUEDEXTA PA; MO
TABLET PACK) LA; QL (36 ormalvi PA
720
gz; 0 PONVORY PA: MO:
QL (30 per
MAYZENT ORAL 4  PA;MO; 30 days)
TABLET 0.25 MG QL (120 per
30 days) PONVORY 14- 4 PA;MO;
DAY STARTER QL (14 per
MAYZENT ORAL 4 PA; MO; PACK 180 days)
TABLET 1 MG, 2 QL (30 per
MG 30 days) RADICAVA ORS PA; MO
STARTER(FOR QL (7 per STARTER KIT
MG MAINT) 180 days) SUSP
MAYZENT 4 PA: MO: rivastigmine 3 MO
STARTER(FOR QL (12 per rivastigmine tartrate 2 MO
ZMG MAINT) 180 days) SKYCLARYS 4  PA;LA
mem";“’"e f”’]fll 3 PAMO TASCENSO ODT 4  PA:MO:
gal}olsu e,sprinkle,er QL (30 per
dhr 30 days)
memantine oral 2 PA; MO

solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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TECFIDERA ORAL 4 PA; MO; XENAZINE ORAL 4 PA; MO;
CAPSULE,DELAY LA; QL (56 TABLET 25 MG LA; QL
ED per 28 days) (120 per 30
RELEASE(DR/EC) days)
120 MG ZEPOSIA 4 PA;MO;
TECFIDERA ORAL 4 PA; MO; QL (30 per
CAPSULE,DELAY LA; QL 30 days)
RELEASE(DR/EC) days) STARTER KIT (28- QL (28 per
120 MG (14)- 240 DAY) 180 days)
MG (46)
ZEPOSIA 4 PA; MO;
TECFIDERA ORAL 4 PA; MO; STARTER PACK QL’ (7p e’ .
CAPSULE,DELAY LA; QL (60 1-DAY 180 d
(7-DAY) ays)
ED per 30 days)
RELEASE(DR/EC) ZUNVEYL 3 MO
240 MG MUSCLE
teriflunomide 4 PA; MO; RELAXANTS /
QL (30 per ANTISPASMODI
30 days) C THERAPY
tetrabenazine oral 3 PA; MO; AMRIX 4 PA; MO
tablet 12.5 L (240
e "e (320 d(ays) pet baclofen oral 1 MO
solution 10 mg/5 ml
tetrabenazine oral 4 PA; MO; (2 mg/ml)
tablet 25 L (120
anie e 3?0 d(a 5) et baclofen oral 4 MO
Y solution 5 mg/5 ml
VUMERITY 4 PA; MO;
QL (120 per baclofen‘ oral 4 MO
30 days) suspension
WAINUA 4 PA: LA: QL baclofen oral tablet 1 MO
(0.8 per 28 carisoprodol 1 PA; MO
days) chlorzoxazone oral 1 PA
XENAZINE ORAL 4 PA; MO; tablet 250 mg
TABLET 12.5 MG inbQL 30 chlorzoxazone oral 1 PA; MO
El per tablet 375 mg, 500
ays) mg, 750 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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cyclobenzaprine oral 1 PA; MO PYRIDOSTIGMINE 3 MO
capsule,extended BROMIDE ORAL
release 24hr TABLET 30 MG
cyclobenzaprine oral 3 PA; MO pyridostigmine 2 MO
tablet 10 mg, 5 mg bromide oral tablet
cyclobenzaprine oral 1 PA; MO 60 mg
tablet 7.5 mg pyridostigmine 2 MO
DANTRIUM ORAL 3 MO bromide oral tablet
CAPSULE 25 MG extended release 180
mg
dantrolene oral 3 MO SOMA 3 PA: MO
FLEQSUVY 4 MO
Q tanlor 1 PA
b t 1 MO
meprooamare tizanidine 1 MO
MESTINON ORAL 4 MO
VYVGART 4 PA; MO;
MESTINON 4 MO HYTRULO LA
TIMESPAN
ZANAFLEX ORAL 3 MO
metaxalone oral 1 PA; MO TABLET
tablet 400 800
n‘;g cravvme: ZILBRYSQ 4  PALA
methocarbamol oral 1 PA NARCOTIC
tablet 1,000 mg ANALGESICS
methocarbamol oral 1 PA; MO acetaminophen- 1 MO; QL
tablet 500 mg, 750 codeine oral solution (4500 per 30
mg 120-12 mg/5 ml days)
NORGESIC 3 PA acetaminophen- 1 MO; QL
codeine oral tablet (360 per 30
orphenadrine citrate 1 PA; MO mg
oral acetaminophen- 1 MO; QL
orphenadrine-asa- 1 PA codeine oral tablet (180 per 30
caffeine oral tablet 300-60 mg days)
23-385-30 mg allzital 3 QL (360 per
0OZOBAX DS 4 30 days)
pyridostigmine 1 MO ascomp with codeine 1 MO; QL
bromide oral syrup (180 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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BELBUCA 2 PA; MO; DEMEROL (PF) 3 MO
QL (60 per INJECTION
30 days) SYRINGE 25
buprenorphine hcl 1 MO MG/ML
sublingual DEMEROL 3 MO
buprenorphine 3 PA; MO; INJECTION
transdermal patch QL (4 per DILAUDID ORAL 3 MO; QL
28 days) LIQUID (2400 per 30
butalbital- 1 MO:QL days)
acetaminop-caf-cod (360 per 30 DILAUDID ORAL 3 MO; QL
oral capsule 50-300- days) TABLET (180 per 30
40-30 mg days)
butalbital- 1 MO; QL endocet oral tablet 2 QL (360 per
acetaminop-caf-cod (180 per 30 10-325 mg, 2.5-325 30 days)
oral capsule 50-325- days) mg, 7.5-325 mg
40-30 mg endocet oral tablet 2 MO; QL
butalbital- 1 MO; QL 5-325 mg (360 per 30
acetaminophen (180 per 30 days)
days) fentanyl transdermal 3 PA; MO;
butalbital- 1 MO; QL patch 72 hour 100 QL (10 per
acetaminophen-caff (180 per 30 mcg/hr, 12 mcg/hr, 30 days)
days) 25 meg/hr, 50
butalbital-aspirin- 1 MO; QL meg/hr, 75 meg/hr
caffeine oral capsule (180 per 30 fentanyl transdermal 1 PA; MO;
days) patch 72 hour 37.5 QL (10 per
BUTRANS 3 PA: MO: mcg/hour, 62.5 30 days)
QL,(4 pe’r mcg/hour, 87.5
28 days) mcg/hour
codeine sulfate 1 MO; QL FIORICET > 1\11800’ QL 30
(180 per 30 (180 per
days) days)
codeine-butalbital- 1 MO; QL lc:jIgDRé(IjI\}?g WITH 3 1\11800’ QL 30
asa-caff (180 per 30 (180 per
days) days)
hydrocodone 1 PA; MO;
bitartrate, oral only, QL (90 per
er 12hr 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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hydrocodone 4 PA; MO; hydrocodone- 2 MO; QL (50
bitartrate, oral QL (60 per ibuprofen oral tablet per 30 days)
only,ext.rel.24 hr 30 days) 7.5-200 mg
100 mg, 120 mg hydromorphone (pf) 3
hydrocodone 1 PA; MO; injection solution 10
bitartrate, oral QL (60 per (mg/ml) (5 ml), 10
only,ext.rel.24 hr 20 30 days) mg/ml
’(?bg 30 ?bg 40 mg, hydromorphone oral 3 MO; QL

mg, 80 mg liquid (2400 per 30
hydrocodone- 1 MO; QL days)
acetqminophen oral (6000 per 30 hydromorphone oral 2 MO; QL
solution 10-300 days) tablet (180 per 30
mg/15 ml days)
hydrocodone- 2 QL (5550 hydromorphone oral 3 PA; MO;
acetqmmophen oral per 30 days) tablet extended QL (60 per
solution 10-325 release 24 hr 30 days)
mg/15 ml

HYSINGLA ER 4 PA; MO;

hydrocodone- 2 MO; QL ORAL QL (60 per
acetaminophen oral (5550 per 30 TABLET.ORAL 30 days)
solution 7.5-325 days) ONLY E),(T REL .24
mg/15 ml HR 100 MG, 80 MG
hydrocodone- 1 MO;QL HYSINGLA ER 3 PA;MO;
acetaminophen oral (390 per 30 ORAL ’ QL’(60 I;er
tablet 10-300 mg, 5- days) ONLY,EXT.REL.24 30 days)
300 mg, 7.5-300 mg HR 20 MG, 30 MG,
hydrocodone- 2 MO; QL 40 MG, 60 MG
acetaminophen oral (360 per 30 levorphanol tartrate 4 MO; QL
tablet 10-325 mg, 5- days) (120 per 30
325 mg, 7.5-325 mg days)
hydrocodone- 2 QL (360 per meperidine (pf) 1 MO
acetaminophen oral 30 days) injection solution
tablet 2.5-325 mg 100 mg/ml, 25
hydrocodone- 1 MO; QL (50 mg/ml, 50 mg/ml
ibuprofen oral tablet per 30 days) meperidine oral 1 MO; QL
10-200 mg, 5-200 solution (1200 per 30
mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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meperidine oral 1 MO; QL MS CONTIN ORAL 3 PA; MO;
tablet 50 mg (240 per 30 TABLET QL (120 per
days) EXTENDED 30 days)
methadone oral 2 PA; MO; ?(Fi‘/{%ASE 15 MG,
solution 10 mg/5 ml QL (600 per
30 days) MS CONTIN ORAL 4 PA; MO;
methadone oral 2 PA; MO; EQE]IEJI]::IEED (3254(1(120 per
solution 5 mg/5 ml QL (1200 ays)
per 30 days) RELEASE 60 MG
methadone oral 2 PA; MO; NALOCET 3 l\gg)oa QL 20
tablet 10 mg QL (120 per 51 per
30 days) ays)
methadone oral 2 PA; MO; oxycodone oral 2 MO; QL
tablet 5 mg QL (240 per capsule 33 60 per 30
30 days) ays)
morphine 9 MO; QL oxycodone oral 3 MO; QL
concentrate oral (900 per 30 concentrate Ell 80 per 30
solution days) ays)
morphine oral 1 PA: MO: oxycgdone oral 2 MO; QL
capsule, er QL (60 per solution (1200 per 30
multiphase 24 hr 30 days) days)
morphine oral 1 PA: MO: oxycodone oral 2 MO; QL
capsule,extend.relea QL (90 per t2a0b let 1 300mg’ 13 mg, fil 80 per 30
se pellets 30 days) mg, XV mg ays)
morphine oral ) MO:; QL oxycodone oral 2 MO; QL
solution (900 per 30 tablet 5 mg (360 per 30
days) days)
; . OXYCODONE 4 QL (180 per
h [ tablet 2 MO; QL
morphine oral table (180 ;()Qer 30 ORAL TABLET, 30 days)
days) ORAL ONLY 10
MG, 15 MG, 30 MG
morphine oral tablet 2 PA; MO;
extended release QL (120 per OXYCODONE 4 QL (360 per
30 days) ORAL TABLET, 30 days)
ORAL ONLY 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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oxycodone- 1 QL (1860 PERCOCET ORAL 3 MO; QL
acetaminophen oral per 30 days) TABLET 10-325 (360 per 30
solution 5-325 mg/5 MG, 5-325 MG, 7.5- days)
ml 325 MG
oxycodone- 4 QL (390 per PROLATE ORAL MO; QL
acetaminophen oral 30 days) SOLUTION (2000 per 30
tablet 10-300 mg, 5- days)
300 mg, 7.5-300 mg prolate oral tablet MO; QL
oxycodone- 2 MO; QL (390 per 30
acetaminophen oral (360 per 30 days)
2“15”?2 é 0'3255 " days) ROXICODONE MO:; QL
7 ?Zg i ORAL TABLET 15 (180 per 30
mg, 7.3-325 mg MG, 30 MG days)
8?15%1‘1{15’ . P/i; 1;400; ROXYBOND QL (180 per
NLY, Q d( per ORAL TABLET, 30 days)
EXT.REL.12 HR 10 30 days) ORAL ONLY 10
MG, 15 MG, 20 MG
MG, 30 MG, 40
MG, 60 MG ROXYBOND MO; QL
ORAL TABLET 180 per 30
OXYCONTIN, 4  PA;MO; ORAL ONLY 12 Elay S)per
ORAL ONLY, QL (60 per
MG, 30 MG
EXT.REL.12 HR 80 30 days)
MG ROXYBOND MO; QL
_ ORAL TABLET, (360 per 30
oxymorphone oral 1 MO; QL ORAL ONLY 5 MG days)
tablet 10 mg (360 per 30
days) SUBLOCADE MO
oxymorphone oral 1 MO; QL tencon QL (180 per
tablet 5 mg (180 per 30 30 days)
days) XTAMPZA ER PA; MO;
oxymorphone oral 1 PA; MO; QL (90 per
tablet extended QL (90 per 30 days)
release 12 hr 10 mg, 30 days) NON-
15 mg, 20 mg, 30 NARCOTIC
mg, Smg, 7.5 mg ANALGESICS
oxymorphone oral 4 PA; MO; .
tablet extended QL (90 per ARTHROTEC 50 ST; MO
release 12 hr 40 mg 30 days) ARTHROTEC 75 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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buprenorphine- 2 MO diclofenac sodium 4 MO; QL
naloxone sublingual topical solution in (224 per 28
film metered-dose pump days)
buprenorphine- 1 MO diclofenac- 3 MO
naloxone sublingual misoprostol
tablet diflunisal MO
butorphanol nasal 3 MO; QL (10 ctodolac oral MO

per 28 days) capsule
CAMBIA 3 (SgT ; M?(; QL etodolac oral tablet 2 MO

per
days) etodolac oral tablet MO
extended release 24

CELEBREX 3 hr
celecoxib 1 MO fenoprofen oral 1 MO
CONZIP 3 PA; MO; capsule 400 mg

QLd(30 pet flector 3 PA; MO;

30 days) QL (60 per
DAYPRO 3 ST; MO 30 days)
DICLOFENAC 3 PA; QL (60 flurbiprofen oral 1 MO
EPOLAMINE per 30 days) tablet 100 mg
diclofenac potassium 1 MO ibu oral tablet 600 1 MO
oral capsule mg, 800 mg
diclofenac potassium 1 MO; QL (9 ibuprofen oral 1 MO
oral powder in per 30 days) suspension
packet ibuprofen oral tablet 1 MO
diclofenac potassium 4 MO 400 mg, 800 mg
oral tablet 25 mg ibuprofen oral tablet 1
diclofenac potassium 1 MO 600 mg
oral tablet 50 mg ibuprofen-famotidine 1 MO
diclofenac sodium 1 MO INDOCIN ORAL 3 MO
oral

INDOCIN RECTAL 4 MO

diclofenac sodium 1 MO; QL _ :
topical drops (300 per 28 indomethacin oral 1 MO

days) indomethacin rectal 4 MO

suppository 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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JOURNAVX 3 MO; QL (30 NAPRELAN CR 3 ST; MO
per 90 days) ORAL TABLET,
ER MULTIPHASE
ket [ 1
etoprofen ora 24 HR 375 MG, 750
capsule 25 mg, 50 MG
mg
NAPRELAN CR 3 ST
ket [ 1 MO
erop '}Of i ORAL TABLET,
pelets 24 hr 200 mg ER MULTIPHASE
24 HR 500 MG
ketorolac oral 1
naproxen 1 MO
KLOXXADO 3 MO
naproxen sodium 1 MO
LICART 3 PA;MO; oral tablet 275 mg,
QL (30 per 550 mg
30d
ays) naproxen sodium 1 MO
TABLET multiphase 24 hr
lofena 4 MO naproxen- 4 MO
lofexidine 4 PA; MO esomeprazole
LUCEMYRA 4 PA;MO NARCAN 3 MO
meclofenamate 1 MO NUCYNTA ER 3 PA; MO;

L (60
mefenamic acid 1 MO (320 d(aysfelr
meloxicam oral 1 MO; QL (30 NUCYNTA ORAL 3 MO: QL
tablet per 30 days) TABLET 100 MG (181 per 30
meloxicam 1 MO; QL (30 days)
submicronized per 30 days) NUCYNTA ORAL 3 MO: QL
nabumetone 1 MO TABLET 50 MG (362 per 30
naloxone injection 1 MO days)
solution NUCYNTA ORAL 3 MO; QL
naloxone injection 1 TABLET 75 MG £1242 per 30
syringe 0.4 mg/ml ays)
(prefilled syringe) OPVEE 3 MO
naloxone injection 1 MO oxaprozin oral tablet 3 MO
5 rl/ngle 0.4 mg/mi, 1 pentazocine- 1 MO; QL
mesm naloxone (325 per 30
naltrexone 1 MO days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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piroxicam 2 MO VIVITROL 4 MO
RELAFEN DS 4 ST; MO ZIPSOR 3 ST; MO
SPRIX 4 ST ZUBSOLV 3 MO
SUBOXONE 3 MO PSYCHOTHERA
sulindac 1 MO PEUTIC DRUGS
TOLECTIN 600 4 ST ABILIFY 4 MO; QL
Imeti ] ] 1 ASIMTUFII (2.4 per 56
tolmetin oral capsule INTRAMUSCULA days)
tolmetin oral tablet 1 R
600 mg SUSPENSION,EXT
TRAMADOL 3 PA; MO; ENDED REL
ORAL QL (30 per SYRING 720
CAPSULE.ER 30 days) MG/2.4 ML
BIPHASE 24 HR ABILIFY 4 MO; QL
17-83 ASIMTUFII (3.2 per 56
ORAL QL (30 per R
CAPSULE,ER 30 days) SUSPENSION,EXT
BIPHASE 24 HR ENDED REL
25-75 100 MG, 200 SYRING 960
MG MG/3.2 ML
tramadol oral tablet 1 MO; QL ABILIFY 4 MO; QL (1
100 mg (120 per 30 MAINTENA per 28 days)
days) ABILIFY ORAL 3 MO; QL (30
TRAMADOL 3 MO: QL TABLET per 30 days)
ORAL TABLET 25 (120 per 30 ADDERALL ORAL 3 MO
MG, 75 MG days) TABLET 20 MG, 5
tramadol oral tablet 1 MO; QL MG, 7.5 MG
50 mg (240 per 30 ADDERALL XR 3 ST; MO
days) ADZENYS XR- 3 ST;MO
tramadol oral tablet 1 PA; MO; ODT
thended release 24 (3)54(1(30 per AMBIEN 3 QL (30 per
d ays) 30 days)
tramadol- B MO; QL AMBIEN CR 3 MO;QL (30
acetaminophen (240 per 30
per 30 days)
days)
amitriptyline 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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amoxapine 2 MO ARISTADA 4 MO; QL
amphetamine sulfate 1 PA; MO g\ITRAMUSCULA 33.2 §)er 28
ays
ANAFRANIL 3 MO SUSPENSION,EXT
APLENZIN 4 MO; QL (30 ENDED REL
per 30 days) SYRING 882
MG/3.2 ML
APTENSIO XR 3 ST; MO
— armodafinil 3 PA; MO;
aripiprazole oral MO QL (30 per
solution 30 days)
aripiprazole oral 1 MO; QL (30 asenapine maleate 3 MO; QL (60
tablet per 30 days) per 30 days)
aripiprazole oral 3 MO; QL (60 ATIVAN ORAL 3 PA: MO:
tablet,disintegrating per 30 days) TABLET 0.5 MG. 1 QL, (90 I; or
ARISTADA INITIO 4  MO;QL MG 30 days)
34-8 per 365 ATIVAN ORAL 3 PA;MO;
ays) TABLET 2 MG QL (150 per
ARISTADA 4  MO;QL 30 days)
E\ITRAMUSCULA 33‘9 §)er 56 atomoxetine oral 3 MO; QL (60
ays capsule 10 mg, 18 per 30 days)
SUSPENSION,EXT mg, 25 mg, 40 mg
ENDED REL
SYRING 1,064 atomoxetine oral 3 MO; QL (30
MG/3.9 ML capsule 100 mg, 60 per 30 days)
80
ARISTADA 4 MO;QL ne, UM
INTRAMUSCULA (1.6 per 28 AUVELITY 3 ST; QL (60
R days) per 30 days)
SUSPENSION,EXT AZSTARYS ST; MO
ENDED REL
SYRING 441 BELSOMRA 2 PA; QL (30
MG/1.6 ML per 30 days)
ARISTADA 4 MO: QL buglroplon hel oral 1 MO
INTRAMUSCULA (2.4 per 28 tablet
R days) bupropion hcl oral 1 MO; QL (90
SUSPENSION,EXT tablet extended per 30 days)
ENDED REL release 24 hr 150 mg
Ed%%l\iGl\/?Ifz bupropion hcl oral 1 MO; QL (30
: tablet extended per 30 days)
release 24 hr 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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BUPROPION HCL 3 MO; QL (30 clozapine oral 3
ORAL TABLET per 30 days) tablet,disintegrating
EXTENDED CLOZARIL ORAL 4
RELEASE 24 HR TABLET 100 MG
450 MG
CLOZARIL ORAL 3
bupropion hcl oral 1 MO; QL (60 TABLET 25 MG
tablet sustained- per 30 days)
release 12 hr COBENFY 3 MO; QL (60
30d
buspirone 1 MO bet ays)
. COBENFY 3 MO; QL (56
CAPLYTA 3 Moé(% (30 STARTER PACK per 180
per ays) days)
CELEXA ORAL 3 MO; QL (30 CONCERTA 3 ST: MO
TABLET per 30 days) ’
COTEMPLA XR- 3 ST; MO
chlorpromazine oral 3 MO ODT
ORAL CAPSULE per 30 days) ’

; DAYVIGO 3 PA; MO;
citalopram oral 2 MO QL (30 per
solution 30 days)
citalopram oral 1 MO; QL (30 desi . | MO
tablet per 30 days) estpramine

lomi X M DESVENLAFAXIN 3 MO; QL
clomipramine 3 O E ORAL TABLET (120 per 30
clonidine hcl oral 3 MO EXTENDED days)
tablet extended RELEASE 24 HR
release 12 hr 100 MG
clorazepate 2 PA; MO; DESVENLAFAXIN 3 MO; QL (30
dipotassium oral QL (180 per E ORAL TABLET per 30 days)
tablet 15 mg 30 days) EXTENDED
clorazepate 2 PA; MO; %&%SE 24 HR
dipotassium oral QL (90 per
tablet 3.75 mg 30 days) desvenlafaxine 2 MO; QL (30
clorazepate 9 PA: MO: succinate per 30 days)
dipotassium oral QL (360 per DEXEDRINE 3 ST; MO
tablet 7.5 mg 30 days) SPANSULE ORAL
clozapine oral tablet 2 CAPSULE,

EXTENDED

RELEASE 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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dexmethylphenidate 1 MO DRIZALMA ORAL 3 MO; QL (60
dextroamphetamine 1 MO CAPSULE, per 30 days)
sulfate oral capsule, DELAYED REL
extended release SPRINKLE 20 MG,
y h 30 MG, 60 MG
t tami 1 MO
erroampaeramine DRIZALMA ORAL 3 MO; QL (30
sulfate oral solution
CAPSULE, per 30 days)
dextroamphetamine 1 MO DELAYED REL
sulfate oral tablet 10 SPRINKLE 40 MG
, 15 mg, 20 mg,
e, 12 ME, LU ME duloxetine oral 1 MO; QL (60
30 mg, 5 mg
capsule,delayed per 30 days)
dextroamphetamine- 1 MO release(dr/ec) 20
amphetamine oral mg, 30 mg, 60 mg
le, er triphasi
S PR duloxetine oral I MO; QL (90
capsule,delayed per 30 days)
dextroamphetamine- 3 MO release(dr/ec) 40 mg
amphetamine oral ]
capsule,extended DYANAVEL XR 3 ST; MO
release 24hr EDLUAR 3 MO; QL (30
dextroamphetamine- 2 MO per 30 days)
amphetamine oral EFFEXOR XR 3 QL (30 per
tablet ORAL 30 days)
diazepam intensol 1 PA; MO; CAPSULE,EXTEN
QL (240 per DED RELEASE
30 days) 24HR 150 MG, 37.5
MG
diazepam oral 1 PA; MO;
solution 5 mg/5 ml QL (1200 E)l;lff]f(OR XR 3 (3254 d(90 f er
1 I 30 ays
(I mg/m) per 30 days) CAPSULE,EXTEN
diazepam oral tablet 1 PA; MO; DED RELEASE
QL (120 per 24HR 75 MG
30 days) EMSAM MO
doxepz:n oral capsule 3 MO ERZOFRI ST: QL
doxepin oral 3 MO INTRAMUSCULA (0.75 per 28
concentrate R SYRINGE 117 days)
doxepin oral tablet 2 MO; QL (30 MG/0.75 ML
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ERZOFRI 4 ST; QL (1 FETZIMA ORAL 2 QL (28 per
INTRAMUSCULA per 28 days) CAPSULE,EXT 180 days)
R SYRINGE 156 REL 24HR DOSE
MG/ML PACK 20 MG (2)-
ERZOFRI 4  ST:QL(L5 40 MG (26)
INTRAMUSCULA per 28 days) FETZIMA ORAL 2 QL (30 per
R SYRINGE 234 CAPSULE,EXTEN 30 days)
MG/1.5 ML DED RELEASE 24
ERZOFRI 4  ST:QL HR
INTRAMUSCULA (2.25 per 28 fluoxetine (pmdd) 1 QL (240 per
R SYRINGE 351 days) oral tablet 10 mg 30 days)
MG/2.25 ML fluoxetine (pmdd) 1 QL (120 per
ERZOFRI 3 ST; QL oral tablet 20 mg 30 days)
g\g%l\ﬁgggg% 30-25) per 28 fluoxetine oral 1 MO;QL (30
ays ]
MG/0.25 ML, capsule 10 mg per 30 days)
ti / 1 MO; QL (90
ERZOFRI 4 ST; QL (0.5 JZZ;:SIZ;OOZ; per é(()2 dagls)
INTRAMUSCULA per 28 days)
R SYRINGE 78 fluoxetine oral 1 MO; QL (60
MG/0.5 ML capsule 40 mg per 30 days)
escitalopram oxalate 1 MO Sluoxetine oral 1 MO; QL (4
oral solution capsule,delayed per 28 days)
l dr/
escitalopram oxalate 1 MO; QL (30 re ease.( r/ec)
oral tablet per 30 days) fluoxetine oral 1 MO
luti
eszopiclone 3 MO; QL (30 sotutton
per 30 days) [fluoxetine oral tablet 1 MO; QL
' 10 mg (240 per 30
EVEKEO 3 PA; MO days)
FANAPT 3 S6TO; MO3; OQL fluoxetine oral tablet 1 MO; QL
El per 20 mg (120 per 30
ays) days)
E‘ﬁ“ﬁz}i ON PACK . SE;F ; M(l)é (?L fluoxetine oral tablet 1 MO; QL (30
A Eiap:)r 60 mg per 30 days)
y
fluphenazine 3 MO
decanoate
[fluphenazine hcl 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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fluvoxamine oral 1 MO; QL (60 haloperidol lactate 3 MO
capsule,extended per 30 days) injection
release 24hr haloperidol lactate 1 MO
fluvoxamine oral 1 MO; QL (90 oral
tablet 100 mg per 30 days) HETLIOZ 4 PA: MO:
fluvoxamine oral 1 MO; QL (30 QL (30 per
tablet 25 mg per 30 days) 30 days)
fluvoxamine oral 1 MO; QL (60 HETLIOZ LQ 4 PA; MO;
tablet 50 mg per 30 days) QL (158 per
FOCALIN 3 MO 30 days)
FOCALIN XR 3 ST: MO imipramine hcl 3 MO
GEODON 3 MO imipramine pamoate 1 MO
INTRAMUSCULA INTUNIV ER 3 MO
R INVEGA 4 MO;QL
GEODON ORAL 3 MO; QL (60 HAFYERA (3.5 per 180
per 30 days) INTRAMUSCULA days)
guanfacine oral 1 MO I\R/IEERHI\I/IC;JE 1,092
tablet extended -
release 24 hr INVEGA 4 MO; QL (5
HAFYERA per 180
HALDOL 3 MO
INTRAMUSCULA I\RA(S'}S/{R&I‘LGE >
R SOLUTION 100 >
MG/ML INVEGA ORAL 3 MO; QL (30
. TABLET per 30 days)
1 M
haloperl.dol o EXTENDED
haloperidol 3 RELEASE 24HR 3
decanoate MG, 9 MG
intramuscular
solution 100 mg/ml INVEGA ORAL 3 MO; QL (60
TABLET per 30 days)
(1 mi)
EXTENDED
haloperidol 3 MO RELEASE 24HR 6
decanoate MG
intramuscular
solution 100 mg/ml,
50 mg/ml, 50
mg/ml(Iml)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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INVEGA 4 MO; QL INVEGA TRINZA 4 MO; QL
SUSTENNA (0.75 per 28 INTRAMUSCULA (2.63 per 90
INTRAMUSCULA days) R SYRINGE 819 days)
R SYRINGE 117 MG/2.63 ML
MG/0.75 ML JORNAY PM ST; MO
DO A C e LATUDA ORAL 4 MO; QL (30
U per 28 days) TABLET 120 MG, per 30 days)
INTRAMUSCULA
20 MG, 40 MG, 60
R SYRINGE 156
MG
MG/ML
LATUDA ORAL 4 MO; QL (60
INVEGA 4 MO; QL
’ TABLET 80 MG 30d
SUSTENNA (1.5 per 28 per 30 days)
INTRAMUSCULA days) LEXAPRO ORAL 3 QL (30 per
R SYRINGE 234 TABLET 30 days)
MG/1.5 ML lisdexamfetamine 1 MO
INVEGA 2 MO; QL lithium carbonate 1 MO
SUSTENNA (0.25 per 28 lithi X ’
INTRAMUSCULA days) ihium ciirate
R SYRINGE 39 LITHOBID 3 MO
MG/0.25 ML lorazepam intensol 1 PA; QL
INVEGA 4 MO; QL (150 per 30
SUSTENNA (0.5 per 28 days)
INTRAMUSCULA days) lorazepam oral 1 PA; MO;
R SYRINGE 78
MG/0.5 ML tablet 0.5 mg, 1 mg QL (90 per
S 30 days)
INVEGA TRINZA 4 MO;QL . / I PA: MO:
INTRAMUSCULA (0.88 per 90 tZZL;nganTgOM QL’(ISO’per
MG/0.88 ML
LOREEV XR 3 PA; MO;
INVEGA TRINZA 4 MO; QL O(l){AL v QL’(3OO]g;er
INTRAMUS(AD‘IIJ(I;A El 1.32 per 90 CAPSULE.EXTEN 30 days)
R S%RIE\IGE ays) DED RELEASE
MG/1.32 ML 24HR 1 MG, 1.5
INVEGA TRINZA 4 MO; QL MG
INTRAMUSCULA (1.75 per 90
R SYRINGE 546 days)
MG/1.75 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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LOREEV XR 3 PA; MO; methylphenidate hcl 1 MO
ORAL QL (150 per oral cap,er
CAPSULE,EXTEN 30 days) sprinkle,biphasic 40-
DED RELEASE 60
24HR 2 MG methylphenidate hcl 1 MO
LOREEV XR 3 PA; MO; oral capsule, er
ORAL QL (90 per biphasic 30-70
CAPSULE,EXTEN 30 days) .
’ methylphenidate hcl 3 MO
Iz)fl?RIgEl\I/‘[EéASE oral capsule,er
biphasic 50-50
loxapine succinate 1 MO methylphenidate hel 3 MO
LUMRYZ 4 PA; MO; oral solution
?g‘ d(30 pet methylphenidate hcl 2 MO
ays) oral tablet
LUMRYZ 4 PA; MO; .
’ ’ methylphenidate hcl 3 MO
STARTER PACK QL (28 per oral tablet extended
180 days) release
LUNESTA 3 MoéchI{ (30 methylphenidate hcl 1
per ays) oral tablet extended
lurasidone oral 3 MO; QL (30 release 24hr 18 mg
tablet 120 mg, 20 per 30 days) (bx rating), 27 mg
mg, 40 mg, 60 m bx rating), 36 m
g g g g g
lurasidone oral 3 MO; QL (60 (lb)x rat{ng) 4 mg
tablet 80 mg per 30 days) (bx rating)
LYBALVI 4 ST; MO: QL methylphenidate hcl 1 MO
(30 per 30 oral tablet extended
days) release 24hr 18 mg,
27 mg, 36 mg, 54 mg
MARPLAN 3 MO
METHYLPHENID 3 ST; MO
METADATE CD 3 ST; MO ATE HCL ORAL
methamphetamine 1 PA; MO TABLET
EXTENDED
METHYLIN ORAL 3 MO RELEASE 24HR 45
SOLUTION MG, 63 MG, 72 MG
methylphenidate 1 MO methylphenidate hcl 3 MO

oral tablet,chewable

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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mirtazapine oral 1 MO olanzapine oral 3 MO; QL (30
tablet tablet,disintegrating per 30 days)
mirtazapine oral 2 MO olanzapine- 1 MO
tablet, disintegrating fluoxetine
modafinil oral tablet 2 PA; MO; ONYDA XR ST; MO
100 mg %L d(30 per OPIPZA ORAL 4 ST;MO; QL
ays) FILM 10 MG (90 per 30
modafinil oral tablet 2 PA; MO; days)
200 mg 3?0L d(60 per OPIPZA ORAL 4 ST;MO; QL
ays) FILM 2 MG (30 per 30
molindone oral 3 days)
tablet 10 mg, 25 mg OPIPZA ORAL 4  ST;MO: QL
molindone oral 3 MO FILM 5 MG (180 per 30
tablet 5 mg days)
MYDAYIS 3 ST; MO paliperidone oral 3 MO; QL (30
NARDIL 3 MO tablet extended per 30 days)
release 24hr 1.5 mg,
nefazodone 3 MO 3mg, 9 mg
NORPRAMIN 3 paliperidone oral 3 MO; QL (60
ORAL TABLET 10 tablet extended per 30 days)
MG, 25 MG release 24hr 6 mg
nortriptyline oral 1 MO PARNATE 3 MO
l
capsure paroxetine hcl oral 3 MO
nortriptyline oral 3 MO suspension
luti
sotutton paroxetine hcl oral 1 MO; QL (30
NUPLAZID 3 PA; MO; tablet 10 mg, 20 mg, per 30 days)
QL (30 per 40 mg
30d
ays) paroxetine hcl oral 1 MO; QL (60
NUVIGIL 3 PA; MO; tablet 30 mg per 30 days)
L (30
3?0 d(ays§) . paroxetine hcl oral 2 MO; QL (60
tablet extended per 30 days)
olanzapine 3 MO release 24 hr
nt l
" mmufcu @ paroxetine 1 MO; QL (30
olanzapine oral 1 MO; QL (30 mesylate(menop.sym per 30 days)
tablet 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 viii. To confirm your plan’s specific coverage,
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PAXIL CR MO; QL (60 quetiapine oral 1 MO; QL (90
per 30 days) tablet 100 mg, 200 per 30 days)
PAXIL ORAL MO; QL (30 mg, 25 mg, 50 mg
TABLET 10 MG, 20 per 30 days) QUETIAPINE 3 MO; QL (90
MG, 40 MG ORAL TABLET per 30 days)
PAXIL ORAL MO; QL (60 150 MG
TABLET 30 MG per 30 days) quetiapine oral 1 MO; QL (60
perphenazine MO tablet 300 mg, 400 per 30 days)
mg
h ne- MO
I;ZZI-;”;’Z}ZZZZ-ZQ: quetiapine oral 2 MO; QL (30
tablet extended per 30 days)
PERSERIS ST; MO; QL release 24 hr 150
Ell pe)r 30 mg, 200 mg
: s quetiapine oral 2 MO; QL (60
phenelzine MO tablet extended per 30 days)
pimozide MO release 24 hr 300
mg, 400 mg, 50 mg
PRISTIQ MO; QL (30
per 30 days) QUILLICHEW ER 3 ST;MO
procentra MO QUILLIVANT XR 3 ST; MO
protriptyline MO QUVIVIQ 3 PA; MO;
L (30
PROVIGIL ORAL PA: MO; (320 d(aysf -
TABLET 200 MG QL (60 per
30 days) RALDESY ST; MO
PROZAC ORAL QL (120 per ramelteon MO; QL (30
CAPSULE 20 MG 30 days) per 30 days)
QELBREE ORAL ST; QL (30 RELEXXII ORAL 3 ST; MO
CAPSULE.EXTEN per 30 days) TABLET
DED RELEASE EXTENDED
24HR 100 MG, 150 RELEASE 24HR 18
MG MG, 27 MG, 36
MG, 45 MG, 54
QELBREE ORAL ST; QL (60 MG. 63 MG
CAPSULE,EXTEN per 30 days) ’
DED RELEASE REMERON ORAL 3 MO
24HR 200 MG TABLET 15 MG, 30
MG
REMERON 3 MO
SOLTAB

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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REXULTI ORAL 3 MO; QL (30 risperidone 4 MO; QL (2
TABLET per 30 days) microspheres per 28 days)
RISPERDAL 3 MO;QL(2 intramuscular
CONSTA per 28 days) suspension,extended
INTRAMUSCULA rel recon 50 mg/2 ml
R risperidone oral 1 MO
SUSPENSION,EXT solution
EIECDSII\)I Il{zE g MG/2 risperidone oral 1 MO; QL (60
ML. 25 MG/2 ML tablet 0.25 mg, 0.5 per 30 days)
’ mg, 1 mg, 2 mg, 3
RISPERDAL 4 MO; QL (2 mg
ICI\IOTI\II{SATI\?US CULA per 28 days) risperidone oral 1 MO; QL
R tablet 4 mg (120 per 30
d
SUSPENSION,EXT ays)
ENDED REL risperidone oral 3 MO; QL (60
RECON 37.5 MG/2 tablet, disintegrating per 30 days)
ML, 50 MG/2 ML 0.25mg, 0.5 mg, 1
, 2 mg, 3
RISPERDAL ORAL 3 MO me, < ms, 5 me
SOLUTION risperidone oral 3 MO; QL
RISPERDAL ORAL 3 MO: QL (60 tablet, disintegrating (120 per 30
B 4 d
TABLET 0.5 MG, 1 per 30 days) e ays)
MG, 2 MG, 3 MG RITALIN LA 3 ST; MO
RISPERDAL ORAL 3 MO; QL RITALIN ORAL 3 MO
TABLET 4 MG (120 per 30 TABLET 10 MG, 20
days) MG

risperidone 2 MO; QL (2 ROZEREM 3 MO; QL (30
microspheres per 28 days) per 30 days)
intramuscular RYKINDO 4 ST; QL (2
suspension,extended per 28 days)

[ 12.5 mg/2
ml, 25 maaml SAPHRIS 3 MO; QL (60

: per 30 days)
risperidone 4 QL (2 per _
microspheres 28 days) SECUADO 4 Moé(())cIlJ (30
intramuscular per ays)
suspension,extended SEROQUEL ORAL 3 MO; QL (90
rel recon 37.5 mg/2 TABLET 100 MG, per 30 days)

ml

200 MG, 25 MG, 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 viii. To confirm your plan’s specific coverage,
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us on the Web at express-scripts.com.

This drug list was updated in August 2025.
56


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
SEROQUEL ORAL 3 MO; QL (60 trifluoperazine 2 MO
TABLET 300 MG per 30 days) trimipramine 3 MO
ORAL TABLET per 30 days) ?0 d(ays)p “
EXTENDED
RELEASE 24 HR UZEDY 4 SEMOQL
150 MG, 200 MG SUBCUTANEOUS (0.28 per 28
SUSPENSION,EXT d
ORAL TABLET per 30 days) SYRING 100
EXTENDED MG/0.28 ML
RELEASE 24 HR '
300 MG, 400 MG UZEDY 4 ST; MO; QL
i _ SUBCUTANEOUS (0.35 per 28
sertraline oral I MO;QL (30 SUSPENSION,EXT days)
capsule per 30 days) ENDED REL
sertraline oral 3 MO SYRING 125
concentrate MG/0.35 ML
sertraline oral tablet 1 MO; QL (60 UZEDY 4 ST; MO; QL
100 mg, 50 mg per 30 days) SUBCUTANEOUS (0.42 per 56
sertraline oral tablet 1 MO; QL (30 EII\JI%I;E%\I%E%N’EXT days)
25 30d
mg per 30 days) SYRING 150
SILENOR 3 MO; QL (30 MG/0.42 ML
30 d
per 30 days) UZEDY 4 ST;MO; QL
SODIUM 4 PA; LA; QL SUBCUTANEOUS (0.56 per 56
OXYBATE (540 per 30 SUSPENSION,EXT days)
(PREFERRED days) ENDED REL
NDCS STARTING SYRING 200
WITH 00054) MG/0.56 ML
SUNOSI 3 PA; QL (30 UZEDY 4 ST; MO; QL
per 30 days) SUBCUTANEOUS (0.7 per 56
tasimelteon 4 PA: MO; SUSPENSION,EXT days)
QL (30 per ENDED REL
30 days) SY%ING 250
MG/0.7 ML
thioridazine 2 MO
thiothixene 1 MO
tranylcypromine 3 MO
trazodone 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 viii. To confirm your plan’s specific coverage,
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UZEDY 4 ST; MO; QL WAKIX 4 PA; MO;
SUBCUTANEOUS (0.14 per 28 LA; QL (60
SUSPENSION,EXT days) per 30 days)
ENDED REL WELLBUTRIN SR 3 QL (60 per
SYRING 50 30 days)
MG/0.14 ML

. . WELLBUTRIN XL 3 QL (90 per
UZEDY 4 ST, MO;QL ORAL TABLET 30 days)
SUBCUTANEOUS (0.21 per 28 EXTENDED
SUSPENSION,EXT days) RELEASE 24 HR
ENDED REL 150 MG
SYRING 75
MG/0.21 ML WELLBUTRIN XL 3 QL (30 per

_ _ ORAL TABLET 30 days)

3?0L d(120 per RELEASE 24 HR
ays) 300 MG

VENLAFAXINE 3 MO; QL (30 XELSTRYM ST: MO
BESYLATE per 30 days)

XYREM 4 PA; LA; QL
venlafaxine oral 1 MO; QL (30 (54’0 per, 3Q0
capsule,extended per 30 days) days)
release 24hr 150 mg,
37.5mg XYWAV 4 PA; LA; QL

540 per 30
venlafaxine oral 1 MO; QL (90 (540 per
days)

capsule,extended per 30 days)
release 24hr 75 mg zaleplon oral 3 MO; QL (60

le 10 30d
venlafaxine oral 1 MO; QL (90 capsute 77 Ms pet ays)
tablet per 30 days) zaleplon oral 3 MO; QL (30

le 5 30d
venlafaxine oral 1 MO; QL (30 capsu (? " et ays)
tablet extended per 30 days) zenzedi oral tablet 1 MO
release 24hr 10 mg, 5 mg
VERSACLOZ 4 ZENZEDI ORAL 3 MO

: TABLET 15 MG,
VIIBRYD ORAL MO; QL (30 2.5 MG. 20 MG, 30
TABLET per 30 days) MG, 7.5 MG
vilazodone 2 MO;% (30 ziprasidone hel 2 MO: QL (60
per ays) per 30 days)

VRAYLAR ORAL 3 MO; QL (30 . . lat 3 MO
CAPSULE per 30 days) ziprasidone mesylate
VYVANSE 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 viii. To confirm your plan’s specific coverage,
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ZOLOFT ORAL 3 CARDIOVASC
CONCENTRATE ULAR
9
ZOLOFT ORAL 3 QL (60 per HYPERTENSI
TABLET 100 MG, 30 days)
50 MG ON / LIPIDS
ZOLOFT ORAL 3 QL (30 per ANTIARRHYTH
TABLET 25 MG 30 days) MIC AGENTS
ZOLPIDEM ORAL 3 MO; QL (30 amiodarone oral 1 MO
CAPSULE per 30 days) BETAPACE AF 3 MO
zolpidem oral tablet 1 MO; QL (30 disopyramide 1 MO
per 30 days) phosphate oral
zolpidem oral 1 MO; QL (30 capsule
tablet,ext release per 30 days) dofetilide 3 MO
multiphase
flecainide 1 MO
zolpidem sublingual 1 MO; QL (30 —
per 30 days) mexiletine 2 MO
ZURZUVAEORAL 4  PA;MO; MULTAQ - 1O
CAPSULE 20 MG, QL (28 per NORPACE CR 3
25 MG 365 days) NORPACE ORAL 3 MO
ZURZUVAE ORAL 4 PA; MO; CAPSULE 100 MG
CAPSULE 30 MG QL (14 per NORPACE ORAL 3
365 days) CAPSULE 150 MG
ZYPREXA 3 MO
pacerone oral tablet 1 MO
INTRAMUSCULA 100 mg, 200 mg, 400
R mg
ZYPREXA ORAL 3 MO; QL (30
TABLET 2.5 MG, 5 per 30 days) 132;?%”;’;;22 ‘Z R 10
MG release 12 hr
ZYPREXA ORAL 4 MO:; QL (30
TABLET 20 MG per 30 days) propafenone oral SV
tablet
quinidine gluconate 1 MO
oral
quinidine sulfate 1 MO

oral tablet

sotalol af

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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sotalol oral 1 MO AVAPRO ORAL 3 ST; MO
TABLET 150 MG
SOTYLIZE 3 MO ’
300 MG
TIKOSYN 3 MO
AZOR 3 ST; MO
ANTIHYPERTE
] 1 M
NSIVE benazepril o
THERAPY benazepril- 1 MO
hydrochlorothiazide
acebutolol 1 MO
BENICAR 3 ST; MO
ALDACTONE 3 MO
ORAL TABLET BENICAR HCT 3 ST; MO
100 MG, 50 MG betaxolol oral 2 MO
ALDACTONE 3 BIDIL 3 MO; QL
ORAL TABLET 25 (180 per 30
MG days)
aliskiren 3 MO bisoprolol fumarate 1 MO
amiloride 1 MO oral tablet 10 mg, 5
m
amiloride- 1 MO g
hydrochlorothiazide bisoprolol- 1 MO
hydrochlorothiazide
amlodipine 1 MO
bumetanide injection 3 MO
amlodipine- 1 MO :
benazepril bumetanide oral 1 MO
amlodipine- 1 MO BYSTOLIC 3 MO
olmesartan candesartan 1 MO
amlodipine- 1 MO candesartan- 1 MO
valsartan hydrochlorothiazid
amlodipine- 1 MO captopril 1 MO
valsartan-hcthiazid CARDIZEM CD 3 MO
ATACAND 3 STLMO CARDIZEM LA 3 MO
ATACAND HCT 3 ST, MO CARDIZEM ORAL 3 MO
atenolol 1 MO TABLET 120 MG,
atenolol- 1 MO 30 MG, 60 MG
chlorthalidone CARDURA ORAL 3 MO; QL (30
MG, 4 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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CARDURA ORAL 3 MO; QL (60 diltiazem hcl oral 1 MO
TABLET 8 MG per 30 days) tablet
CARDURA XL 3 QL (30 per diltiazem hcl oral 1 MO
30 days) tablet extended
CAROSPIR 3 MO release 24 hr 120
mg, 180 mg, 240 mg,
cartia xt 1 MO 300 mg
carvedilol 1 MO diltiazem hcl oral 1
carvedilol phosphate 1 MO talZ)let extenhded
24 hr 360
chlorthalidone oral 1 MO refedse "
mg, 420 mg
tablet 25 mg, 50 mg
— dilt-xr 1 MO
clonidine 3 MO; QL (4
per 28 days) DIOVAN 3 ST; MO
clonidine hcl oral 1 MO DIOVAN HCT 3 ST; MO
tablet DIURIL 3 MO
CLONIDINE HCL 3 MO doxazosin oral tablet 1 MO; QL (30
ORAL TABLET 1 mg, 2mg, 4 mg per 30 days)
EXTENDED
RELEASE 24 HR doxazosin oral tablet 1 MO; QL (60
8 mg per 30 days)
COREG 3 MO
DYRENIUM 3 MO
ZAAR T, M
<o 3 ST MO EDARBI 2 MO
DEMSER 4 PA; MO
EDARBYCLOR 2 MO
DIBENZYLINE 4 PA; MO
EDECRIN 3 MO
diltiazem hcl oral 1 MO )
capsule,extended enalapril maleate 1 MO
release 12 hr enalapril- 1 MO
diltiazem hcl oral 1 MO hydrochlorothiazide
capsule,extended eplerenone 2 MO
release 24 hr 360 ethacrynic acid 1 MO
mg, 420 mg
EXFORGE 3 ST; MO
diltiazem hcl oral 1 MO ’
release 24hr 120 mg, felodipine 1 MO
180 mg, 240 mg, 300
" " fosinopril 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 viii. To confirm your plan’s specific coverage,
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fosinopril- 1 MO labetalol oral tablet 1 MO
hydrochlorothiazide 100 mg, 200 mg, 300
FUROSCIX 4 ST mg
S LASIX ORAL 3 MO
d t MO
f; e ecton TABLET 20 MG, 40
MG
furosemide oral 1 MO
solution 10 mg/ml, LASIX ORAL 3
40 mg/5 ml (8 TABLET 80 MG
mg/ml) lisinopril 1 MO
furosemide oral 1 MO lisinopril- 1 MO
tablet hydrochlorothiazide
guanfacine oral 1 MO LOPRESSOR 3 MO
tablet ORAL TABLET
hydralazine oral 1 MO losartan 1 MO
hydrochlorothiazide 1 MO losartan- 1 MO
HYZAAR 3 ST: MO hydrochlorothiazide
: : LOTENSIN ORAL 3
indapamide 1 MO TABLET 10 MG, 20
INDERAL LA 3 MO MG, 40 MG
INNOPRAN XL 3 MO matzim la 1 MO
INSPRA 3 MO methyldopa 1 MO
irbesartan- 1 MO metoprolol succinate 1 MO
hydrochlorothiazide
metoprolol ta- 1 MO
isosorbide- 2 MO; QL hydrochlorothiaz
hydralazi 180 per 30
yaratazme El ay S)per metoprolol tartrate 1 MO
oral
<radivi 1
wradipine metyrosine 4 PA; MO
KAPSPARGO 3 MO
SPRINKLE MICARDIS HCT 3 ST; MO
KATERZIA MO minoxidil oral 1 MO
KERENDIA ORAL 2 PA;QL(30 moexipril I Mo
TABLET 10 MG, 20 per 30 days) nadolol 3 MO
MG nebivolol 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 viii. To confirm your plan’s specific coverage,
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This drug list was updated in August 2025.
62


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
NEXICLON XR 3 ORENITRAM 4 PA; MO;
nicardipine oral 3 MO ORAL TABLET QL (90 per
— EXTENDED 30 days)
nifedipine 1 MO RELEASE 0.25 MG,
nimodipine oral 3 MO 1 MG, 2.5 MG
capsule ORENITRAM 4 PA; MO;
nimodipine oral 4 ORAL TABLET QL (720 per
solution EXTENDED 30 days)
) . RELEASE 5 MG
nisoldipine 1 MO p
perindopril 1 MO
NORLIQVA 3 MO erbumine
NORVASC 3 phenoxybenzamine 4 PA; MO
NYMALIZE ORAL 4 .
2 M
SYRINGE 60 pindolol ©
MG/10 ML prazosin 1 MO
olmesartan- 1 MO propranolol oral 1 MO
amlodipin-hcthiazid QBRELIS 3 MO
olmesartan- 1 MO quinapril 1 MO
hydrochlorothiazid
ydrochlorothiazide quinapril- ) MO
ORENITRAM 4 PA; MO; hydrochlorothiazide
MONTH 1 QL (168 per il M
TITRATION KT 180 days) ramipri 0
ORENITRAM 4  PA;MO; iggégf 2%11% 0 S 5T
MONTH 2 QL (336 per MG ’
TITRATION KT 180 days)
ORENITRAM 4 PA: MO: SOAANZ ORAL 3 ST; MO
MONTH 3 QL (252 per TABLET 40 MG
TITRATION KT 180 days) spironolactone 1 MO
ORENITRAM 3 PA; MO; spironolacton- 1 MO
ORAL TABLET QL (90 per hydrochlorothiaz
EXTENDED 30 days) SULAR ORAL 3
RELEASE 0.125 TABLET
MG EXTENDED
RELEASE 24 HR
17 MG, 34 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 viii. To confirm your plan’s specific coverage,
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SULAR ORAL 3 MO triamterene- 1 MO
TABLET hydrochlorothiazid
EXTENDED

TRIBENZOR T, M
RELEASE 24 HR NZO ST; MO
8.5 MG UPTRAVI ORAL 4 PA; MO;
TEKTURNA 3 MO TABLET LA; QL (60

per 30 days)

telmisartan 1 Mo UPTRAVI ORAL 4  PA;MO;
telmisartan- 1 MO TABLETS,DOSE LA; QL
amlodipine PACK (200 per 180
telmisartan- 1 MO days)
hydrochlorothiazid VALSARTAN 4 ST; MO
TENORETIC 100 3 MO ORAL SOLUTION
TENORETIC 50 3 MO valsartan oral tablet 1 MO
TENORMIN ORAL 3 MO valsartan- B MO
TABLET 25 MG hydrochlorothiazide
terazosin oral 1 MO; QL (30 VASERETIC 3 MO
capsule 1 mg, 2 mg, per 30 days) VASOTEC 3 MO
5 mg verapamil oral 1 MO
terazosin oral 1 MO; QL (60 VERELAN 3
capsule 10 mg per 30 days)

ZESTORETI M
THALITONE 3 MO STO ¢ 3 ©

ZESTRIL 3 MO
tiadylt er 1 MO

COAGULATION
TIAZA M

¢ 3 © THERAPY

timolol maleate oral 3 MO

ALVAIZ PA; MO
TOPROL XL 3 MO

ARIXTRA MO
torsemide oral 1 MO SUBCUTANEOUS
trandolapril 1 MO SYRINGE 10

MG/0.8 ML, 5
trandolapril- 1 MO MG/0 4 ML’ 75
verapamil MG/O'6 ML’ '
treprostinil sodium 4 PA; MO; ARIXTRA 3 MO

LA SUBCUTANEOUS

triamterene 1 MO SYRINGE 2.5

MG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
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aspirin-dipyridamole 3 MO enoxaparin 3 MO; QL
BRILINTA 3 MO subcutaneous (16.8 per 28
syringe 30 mg/0.3 days)
CABLIVI 4 PA; LA ml, 60 mg/0.6 ml
INJECTION KIT :

. enoxaparin 3 MO; QL
cilostazol 1 MO subcutaneous (11.2 per 28
clopidogrel oral 1 MO; QL (30 syringe 40 mg/0.4 ml days)
tablet 75 mg per 30 days) fondaparinux 4 MO
dabigatran etexilate 2 MO; QL (60 subcutaneous

per 30 days) syringe 10 mg/0.8

N ml, 5 mg/0.4 ml, 7.5
dipyridamole oral 1 MO mg/0.6 ml
DOPTELET (10 4 PA; MO; f .

’ ’ ondaparinux 3 MO
TAB PACK) LA subcutaneous
DOPTELET (15 4 PA; MO; syringe 2.5 mg/0.5
TAB PACK) LA ml
DOPTELET (30 4 PA; MO; FRAGMIN 4 MO
TAB PACK) LA SUBCUTANEOUS
EFFIENT MO SOLUTION
FRAGMIN 4 MO
ELIQUIS 2 MO; QL (60
Q per 38 dagfs) SUBCUTANEOUS
SYRINGE 10,000
ELIQUIS DVT-PE 2 MO; QL (74 ANTI-XA
TREAT 30D per 180 UNIT/ML, 12,500
START days) ANTI-XA UNIT/0.5
eltrombopag 4 PA; MO ML, 15,000 ANTI-
olamine XA UNIT/0.6 ML,
18,000 ANTI-XA
enoxaparin 3 MO; QL (28 UNIT/0.72 ML
subcutaneous per 28 days) 7500 ANTI-X A
syringe 100 mg/ml, U’NIT /0.3 ML
150 mg/ml :
: FRAGMIN 3 MO
enoxaparin 3 MO; QL SUBCUTANEOUS
subcutaneous (22.4 per 28 SYRINGE 2.500
syringe 120 mg/0.8 days) ANTLXA Ui\IIT 0.2
ml, 80 mg/0.8 ml ML, 5,000 ANTI-
XA UNIT/0.2 ML
heparin (porcine) 2 MO

injection 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Jantoven 1 MO PROMACTA 4 PA; MO;
LOVENOX 3 MO;QL (28 LA
SUBCUTANEOUS per 28 days) rivaroxaban oral 2 MO; QL (60
SYRINGE 100 tablet 2.5 mg per 30 days)
ﬁg ﬁi 150 SAVAYSA 3 PA; MO;
QL (30 per

LOVENOX 3 MO; QL 30 days)
SUBCUTANEOUS (22.4 per 28 TAVALISSE 4 PA: LA: QL
SYRINGE 120 days) (60’ per 30
MG/0.8 ML, 80 days)
MG/0.8 ML

ti / 2 MO
LOVENOX 3 MO;QL reasTeror
SUBCUTANEOUS (16.8 per 28 warfarin 1 MO
SYRINGE 30 days) XARELTO DVT-PE 2 MO:; QL (51
MG/0.3 ML, 60 TREAT 30D per 180
MG/0.6 ML START days)
LOVENOX 3 MO; QL XARELTO ORAL 2 MO; QL
SUBCUTANEOUS (11.2 per 28 SUSPENSION FOR (775 per 28
SYRINGE 40 days) RECONSTITUTIO days)
MG/0.4 ML N
MULPLETA 4 PA; MO XARELTO ORAL 2 MO; QL (30
pentoxifylline 1 MO TABLET 10 MG, 15 per 30 days)

MG, 20 M
PLAVIX ORAL 3 MO; QL (30 G, G
TABLET 75 MG per 30 days) XARELTO ORAL 2 MO; QL (60
PRADAXA ORAL 3 PA: MO: TABLET 2.5 MG per 30 days)
CAPSULE QL (60 per LIPID/CHOLES

30 days) TEROL

PRADAXAORAL 4  PA;QL LML INTE
PELLETS IN (120 per 30 AGENTS
PACKET 110 MG, days) amlodipine- 1 MO; QL (30
30 MG, 40 MG, 50 atorvastatin per 30 days)
MG

ATORVALIQ 3 ST; MO; QL
PRADAXA ORAL 4 PA; QL (60 (600 per 30
PELLETS IN per 30 days) days)
PACKET 150 MG
20 MG ’ atorvastatin 1 MO; QL (30

per 30 days)

prasugrel hcl 2 MO

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

(30 per 30 (choline)

days) FLOLIPID 3 ST; QL (300
cholestyramine (with 2 MO per 30 days)
L?ugar) koralp owder fluvastatin oral 1 MO; QL (30
in packet capsule 20 mg per 30 days)
chollesl)/rzmli?e light 2 MO Sfluvastatin oral 1 MO; QL (60
orat powder in capsule 40 mg per 30 days)
packet :

p p 3 MO fluvastatin oral 1 MO; QL (30
colesevelam tablet extended per 30 days)
COLESTID ORAL 3 MO release 24 hr
TABLET gemfibrozil 1 MO
colestipol oral 3 icosapent ethyl MO
packet

JUXTAPID PA; MO;
colestipol oral tablet 3 MO LA
CRESTOR 3 ST, MO; QL LESCOL XL 3 ST;MO; QL

(30 per 30 (30 per 30
days) days)
EZALLOR 3 ST, QL@0 LIPITOR 3 ST;MO; QL
SPRINKLE per 30 days) (30’ per 30
ezetimibe 1 MO days)
ezetimibe- 1 MO; QL (30 LIPOFEN 3 MO
simvastatin per 30 days) LIVALO 3 ST; MO: QL
fenofibrate 1 MO (30 per 30
micronized oral days)
caps;téeOBO Zagg 134 LOPID 3 MO
mg, mg, mg,
67 mg lovastatin oral tablet 1 MO; QL (30

10 30d
fenofibrate 1 MO ne : pet ays)
nanocrystallized lovastatin oral tablet 1 MO; Q(Ild (60

20 mg, 40 30
FENOFIBRATE 3 MO me, TV M per 30 days)
ORAL CAPSULE LOVAZA ST; MO
fenofibrate oral 1 MO NEXLETOL PA; MO
tablet NEXLIZET 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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niacin oral tablet 1 MO VYTORIN 10-10 3 ST; MO; QL
500 mg (30 per 30
niacin oral tablet 3 MO days)
extended release 24 VYTORIN 10-20 3 ST; MO; QL
hr (30 per 30
NIACOR 3 days)
omega-3 acid ethyl 1 MO VYTORIN 10-40 3 831;); MO3; (?L
esters fl p)er
ays
tavastatin calci 1 MO; QL (30
priavastat catcum g(?d ( VYTORIN 10-80 3 ST;MO; QL
per 30 days) (30 per 30
PRALUENT PEN 3 PA; QL (2 days)
per 28 days) WELCHOL 3 MO
pravastatin 1 MO; QL (30
per 30 days) ZETIA 3 MO
. ZOCOR ORAL 3 ST; MO; QL
lit [ 2 MO ’ ’
p revj e ord TABLET 10 MG, 20 (30 per 30
powder in packet MG. 40 MG days)
UESTRAN 3 MO ’
I?IGHT ZYPITAMAG 3 ST; MO; QL
(30 per 30
QUESTRAN ORAL 3 MO days)
POWDER
MISCELLANEO
REPATHA 2 PA;QL(6 US
per 28 days) CARDIOVASCU
REPATHA 2 PA; QL (7 LAR AGENTS
PUSHTRONEX 28 d
per 28 days) ATTRUBY PA
REPATHA 2 PA; QL (6 ' '
SURECLICK per 28 days) CAMZYOS I()ﬁ’ (%Oéer
rosuvastatin 1 MO; QL (30 30 days)
30d
per 30 days) CORLANOR ORAL 3 QL (450 per
simvastatin 1 MO; QL (30 SOLUTION 30 days)
30d
per 30 days) CORLANORORAL 3  MO; QL (60
TRYNGOLZA 4 PA; LA; QL TABLET per 30 days)
0.8 per 30
Eiaysﬁ)er digoxin oral solution 2 MO
VASCEPA 3 ST: MO digoxin oral tablet 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ENTRESTO 2 QL (60 per nitroglycerin 1 MO
30 days) transdermal patch
ENTRESTO 2 QL (240 per 24 hour
SPRINKLE 30 days) nitroglycerin 3 MO
FILSPARI 4 PA:QL (30 translingual
per 30 days) NITROLINGUAL 3 MO
ivabradine 2 MO; QL (60 NITROSTAT 3 MO
per 30 days) SUBLINGUAL
LANOXIN ORAL 3 MO TABLET 0.3 MG,
0.4 MG
LODOCO 3 PA; MO
’ NITROSTAT 3
ranolazine 2 MO SUBLINGUAL
TRYVIO 3 PA TABLET 0.6 MG
VANRAFIA 4 PA; QL (30 DERMATOLO
per 30 days) GICALS/TOPI
VECAMYL CAL
VERQUVO MO; QL (30 THERAPY
per 30 days) ANTIPSORIATI
VYNDAMAX PA; MO C/
VYNDAQEL PA; MO ANTISEBORRH
NITRATES LG
ISORDIL 4 MO acitretin MO
BIMZELX 4 PA;MO;
ISORDIL MO AUTOINJECTOR QL (2 per
TITRADOSE
ORAL TABLET 5 SUBCUTANEOUS 21 days)
MG AUTO-INJECTOR
160 MG/ML
f:;[o;bé;iet dinitrate 1 MO BIMZELX 4 PA: MO:
AUTOINJECTOR QL (4 per
isosorbide 1 MO SUBCUTANEOUS 21 days)
mononitrate AUTO-INJECTOR
nitro-bid 2 MO 320 MG/2 ML
: : SUBCUTANEOUS QL (2 per
nitroglycerin I MO SYRINGE 160 21 days)
sublingual 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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BIMZELX 4 PA; MO; ILUMYA 4 PA; MO;
SUBCUTANEOUS QL (4 per QL (2 per
SYRINGE 320 21 days) 28 days)
MG/2 ML OTULFI 3 PA; MO;
calcipotriene scalp 2 MO; QL SUBCUTANEOUS QL (0.5 per
(120 per 30 SYRINGE 45 28 days)
days) MG/0.5 ML
calcipotriene topical 3 MO; QL OTULFI 4 PA; MO;
cream (120 per 30 SUBCUTANEOUS QL (1 per
days) SYRINGE 90 28 days)
CALCIPOTRIENE 3 QL (120 per MG/ML
TOPICAL FOAM 30 days) PYZCHIVA 3 PA; MO;
calcipotriene topical 3 MO; QL gggg\[}JgSEEOUS %Ld(O.S pet
ointment (120 per 30 MG/0.5 ML ays)
days) :

o PYZCHIVA 4 PA; MO;
calcipotriene- 1 MO; QL ’ ’
betamethasone (400 per 30 SUBCUTANEOUS QL (1 per

days) SYRINGE 90 28 days)
MG/ML
lcitriol topical 1
carcifro’ topica SELARSDI 4 PA;MO;
COSENTYX (2 4 PA; MO; INTRAVENOUS QL (104 per
SYRINGES) QL (10 per 180 days)
28
days) SELARSDI 2 PA;MO;
COSENTYX PEN 4 PA; MO; SUBCUTANEOUS QL (0.5 per
(2 PENS) QL (10 per SYRINGE 45 28 days)
28 days) MG/0.5 ML
COSENTYX 4  PA;MO; SELARSDI 4  PA;MO;
SUBCUTANEOUS QL (2.5 per SUBCUTANEOUS QL (1 per
SYRINGE 75 28 days) SYRINGE 90 28 days)
MG/0.5 ML MG/ML
COSENTYX 4 PA; MO; selenium sulfide 1 MO
UNOREADY PEN QL (10 per topical lotion
28d
ays) SILIQ 4  PA;MO;
ENSTILAR 4 MO; QL QL (6 per
(400 per 30 28 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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SKYRIZI 4  PA;MO; STEQEYMA 4  PA;MO;
SUBCUTANEOUS QL (2 per SUBCUTANEOUS QL (1 per
PEN INJECTOR 84 days) SYRINGE 90 28 days)
SKYRIZI 4  PA:MO; MG/ML
SUBCUTANEOUS QL (2 per TACLONEX 4  MO;QL
SYRINGE 84 days) TOPICAL (400 per 30
SORILUX 3 MO: QL SUSPENSION days)

(120 per 30 TALTZ 4 PA; MO;

days) AUTOINJECTOR QL (1 per
SOTYKTU 4  PA;MO; 28 days)

QL (30 per TALTZ SYRINGE 4  PA;MO;

30 days) SUBCUTANEOUS QL (0.25
SPEVIGO 4 PA: MO- SYRINGE 20 per 28 days)
SUBCUTANEOUS QL (4 per MG/0.25 ML
SYRINGE 150 28 days) TALTZ SYRINGE 4  PA;MO;
MG/ML SUBCUTANEOUS QL (0.5 per
STELARA 4 PA: MO: SYRINGE 40 28 days)
SUBCUTANEOUS QL (0.5 per MG/0.5 ML
SOLUTION 28 days) TALTZ 4  PA;MO;
SUBCUTANEOUS QL (0.5 per SYI}INGE 80 28 days)
SYRINGE 45 28 days) MG/ML
MG/0.5 ML TREMFYA PEN 4  PA:MO:;
STELARA 4  PA;MO; ICI‘II{ %%CI\ITION PK- ?SLO (;2 per
SUBCUTANEOUS QL (1 per ays)
SYRINGE 90 28 days) TREMFYA PEN 4  PA;MO;
MG/ML SUBCUTANEOUS QL (2 per

OL (104 per 200 MG/2 ML

180 days) TREMFYA 4  PA:MO;
STEQEYMA 3 PA; MO; SUBCUTANEOUS QL (2 per
SUBCUTANEOUS QL (0.5 per 28 days)
SYRINGE 45 28 days) USTEKINUMAB 4  PA;MO;
MG/0.5 ML SUBCUTANEOUS QL (0.5 per

SOLUTION 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
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USTEKINUMAB 4 PA; MO; YESINTEK 2 PA; MO;
SUBCUTANEOUS QL (0.5 per SUBCUTANEOUS QL (0.5 per
SYRINGE 45 28 days) SOLUTION 28 days)
MG/0.5 ML YESINTEK 2 PA;MO;
USTEKINUMAB 4 PA; MO; SUBCUTANEOUS QL (0.5 per
SUBCUTANEOUS QL (1 per SYRINGE 45 28 days)
SYRINGE 90 28 days) MG/0.5 ML
MG/ML YESINTEK 4  PA;MO;
USTEKINUMAB- 4 PA; MO; SUBCUTANEOUS QL (1 per
TTWE QL (0.5 per SYRINGE 90 28 days)
SUBCUTANEOUS 28 days) MG/ML
E/[SE}%(I)I\;G& 55 ZORYVE 3 PA;MO;

‘ QL (60 per
USTEKINUMAB- 4 PA; MO; 30 days)
TTWE QL (1 per
SUBCUTANEOUS 28 days) ?SISCELLANEO
SYRINGE 90
MG/ML DERMATOLOGI

CALS
VECTICAL
AMA h A MO. ADBRY 4 PA; MO;
VTAM PA; MO; QL (6 per
QL (60 per
28 days)
30 days) Z . o
' M
WEZLANA A PA: MO: ammonium lactate
SUBCUTANEOUS QL (0.5 per CIBINQO 4 PA; MO;
SOLUTION 28 days) QL (30 per
30 days)
WEZLANA 4 PA; MO;
SUBCUTANEOUS QL (0.5 per CONDYLOX 3 MO
SYRINGE 45 28 days) TOPICAL GEL
MG/0.5 ML diclofenac sodium 3 PA; MO;
WEZLANA 4  PA;MO; topical gel 3 % QL (100 per
SUBCUTANEOUS QL (1 per 28 days)
SYRINGE 90 28 days) doxepin topical 1 MO; QL (45
MG/ML per 30 days)
YESINTEK 4 PA; MO; DUPIXENT 4 PA; MO;
INTRAVENOUS QL (104 per SUBCUTANEOUS QL (4.56
180 days) PEN INJECTOR per 28 days)

200 MG/1.14 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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DUPIXENT 4 PA; MO; imiquimod topical 1 MO
SUBCUTANEOUS QL (8 per cream in metered-
PEN INJECTOR 28 days) dose pump
300 MG/2 ML imiquimod topical 2 MO
DUPIXENT 4 PA; QL cream in packet 5 %
SYRINGE (1.34 per 28 lidocaine hcl mucous 2 MO
ggﬁfﬁgﬁ%%()[js days) membrane solution 4
% (40 mg/ml
MG/0.67 ML 70 (40 mg/mi)
DUPIXENT 4 PA: MO: lidocaine topical 3 PA; MO;
SUBCUTANEOUS QL (4.56 adhesive QL (90 per
‘ tch,medicated 5 % 30d
SYRINGE 200 per 28 days) patchmedicated 2 7o ays)
MG/1.14 ML lidocaine topical 3 MO; QL (50
ntment 30d
DUPIXENT 4 PA;MO; ommment per 30 days)
SUBCUTANEOUS QL (8 per lidocaine viscous
SYRINGE 300 28 days) lidocaine-prilocaine 2 MO; QL (30
MG/2 ML topical cream per 30 days)
EBGLYSS PEN 4 PA; MO; lidocan iii 3 PA; QL (90
QLd(8 per per 30 days)
28
ays) methoxsalen MO
EBGLYSS 4 PA; MO; RA A _
SYRINGE QL (8 per OPZELU PA; MO;
28 days) QL (240 per
28 days)
ELIDEL 3 PA; MO; _
QL (100 per PANRETIN 4 PA; MO
30 days) pimecrolimus PA; MO;
EUCRISA 3 PA;MO; QLd(loo per
QL (120 per 30 days)
30 days) podofilox topical gel 1 MO
FILSUVEZ PA; LA podofilox topical 2 MO
fluorouracil topical MO solution
cream 5 % prudoxin 1 MO; QL (45
Sfluorouracil topical 2 MO per 30 days)
solution REGRANEX 4 PA; QL (15
HYFTOR 4 PA 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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SANTYL 2 MO; QL accutane oral 3
(180 per 30 capsule 10 mg, 20
days) mg, 40 mg
SILVADENE 3 MO ACZONE 3 MO
silver sulfadiazine 1 MO adapalene topical 1 PA; MO
ssd 1 MO cream
tacrolimus topical 3 PA; MO; ad;z;;cgleone topical 1 PA; MO
QL (100 per gel 0.3 %
30 days) adapalene topical 1 PA
tridacaine ii 3 PA; QL (90 swab
per 30 days) adapalene-benzoyl 1 MO
VALCHLOR 4 PA;MO peroxide
VEREGEN MO: QL (30 AKLIEF 3 PAMO
per 30 days) ALTRENO 3 PA; MO
ZONALON 3 MO; QL (45 amnesteem 3
per 30 days) AMZEEQ 3 MO
ZTLIDO 3 PA; MO;
’ ’ ARAZLO 3 PA; MO
QL (90 per
30 days) ATRALIN 3 PA; MO
ZYCLARA 4 azelaic acid 3 MO
TOPICAL CREAM AZELEX 3 MO
IN METERED-
DOSE PUMP 2.5 % BENZAMYCIN 3 MO
7YCLARA 4 MO brimonidine topical 1 PA; MO
TOPICAL CREAM CABTREO 3 MO
IN METERED- .
claravis 3
DOSE PUMP 3.75
% CLEOCIN T 3 MO; QL
TOPICAL LOTION (120 per 30
THERAPY FOR days)
ACNE . .
clindacin 1 QL (100 per
ABSORICA 30 days)
ABSORICA LD 4 clindacin etz topical 1 MO; QL (69
ACANYA MO swab per 30 days)
TOPICAL GEL CLINDAGEL 4 QL (150 per
WITH PUMP 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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clindamycin 1 QL (100 per EPIDUO FORTE 3 MO
phosphate topical 30 days) EPIDUO TOPICAL 3
Joam GEL WITH PUMP
clindamycin 2 MO; QL EPSOLAY ST- MO
phosphate topical (120 per 30 ’
gel days) ery pads 2 MO
clindamycin 2 MO; QL erythromycz:n with 1 MO
phosphate topical (150 per 30 ethanol topical gel
gel, once daily days) erythromycin with 1 MO
clindamycin 2 MO; QL ethan'ol topical
phosphate topical (120 per 30 solution
lotion days) erythromycin- 1 MO
clindamycin 2 MO; QL benzoyl peroxide
phosphate topical (120 per 30 FABIOR 3 PA; MO
luti d

sotutton ays) FINACEA 3 ST:MO
clindamycin 1 MO; QL (60 TOPICAL FOAM
phosphate topical per 30 days) ) e
swab isotretinoin oral 3

capsule 10 mg, 20
clindamycin-benzoyl 1 MO mg, 30 mg, 40 mg
peroxide topical gel . .

isotretinoin oral 1
clindamycin-benzoyl 1 MO capsule 25 mg, 35
peroxide topical gel mg

ith 1.2 %(1
ZZ baiZ)m—l; 75 %;) ( ivermectin topical 1 MO; QL (90
12250 ' cream per 30 days)
clindamycin- 1 MO METROCREAM > ST
tretinoin METROLOTION 3 ST
dapsone topical gel 1 MO metronidazole 3 MO
5% topical cream
dapsone topical gel 1 MO metronidazole 3 MO
with pump topical gel
DIFFERIN 3 PA metronidazole 3 MO
TOPICAL CREAM topical lotion
DIFFERIN 3 PA; MO MIRVASO 3 PA; MO
TOPICAL GEL
1 MO

WITH PUMP renae

NORITATE 4 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ONEXTON 3 MO WINLEVI 3 PA; MO
TOPICAL GEL cenatane 3
WITH PUMP
ZIANA 3
RETIN-A 3 PA; MO
ZILX1 3 ST; MO
RETIN-A MICRO 3 PA; MO ‘
TOPICAL GEL 0.04 TOPICAL
%, 0.1 % ANTIBACTERIA
RETIN-A MICRO 3 PA;MO LS
TOPICAL GEL gentamicin topical 2 MO; QL (60
WITH PUMP 0.06 per 30 days)
0 o
70, 0.08 % KLARON 3 MO
RHOFADE & MO mupirocin 1 MO; QL (44
SOOLANTRA 3 ST; MO; QL per 30 days)
Elgao Ser 30 mupirocin calcium 1 MO; QL (30
y per 30 days)
tazarotene topical 3 PA; MO NEO-SYNALAR 3 MO
cream
TAZAROTENE 3 PA sulfacetamide 3 MO
TOPICAL FOAM sodium (acne)
: ) SULFAMYLON 3 MO
;c;zlarotene topical 3 PA; MO TOPICAL CREAM
TAZORAC 3 PA;MO IEPCAL
ANTIFUNGALS
tretinoin 1 PA; MO : : :
microspheres topical ciclopirox topical 1 MO; QL (90
gel cream per 28 days)
tretinoin 1 PA: MO ciclopirox topical 2 MO; QL
microspheres topical gel (100 per 28
gel with pump 0.08 days)
% ciclopirox topical 2 MO; QL
tretinoin topical 3 PA; MO shampoo (120 per 28
cream 0.025 %, 0.05 days)
%, 0.1 % ciclopirox topical 1 MO; QL
tretinoin topical gel 2 PA; MO solution (6.6 per 28
0.01 %, 0.025 %, days)
0.05 % ciclopirox topical 2 MO:; QL (60
TWYNEO 3 MO suspension 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 viii. To confirm your plan’s specific coverage,
contact Customer 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 2025.
76


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
clotrimazole topical 1 MO; QL (45 naftifine topical gel 3 MO; QL (60
cream per 28 days) per 28 days)
clotrimazole topical 1 MO; QL (30 NAFTIN TOPICAL 3 MO; QL (60
solution per 28 days) GEL 2 % per 28 days)
clotrimazole- 2 MO; QL (45 nyamyc 2 MO; QL
betamethasone per 28 days) (180 per 30
topical cream days)
clotrimazole- 3 MO; QL (60 nystatin topical 1 MO; QL (30
betamethasone per 28 days) cream per 28 days)
topical lotion nystatin topical 1 MO; QL (30
econazole nitrate 3 MO; QL (85 ointment per 28 days)
per 28 days) nystatin topical 2 MO; QL
ERTACZO 3 QL (60 per powder (180 per 30
28 days) days)
EXELDERM 3 MO; QL (60 nystatin- 2 MO; QL (60
per 28 days) triamcinolone per 28 days)
JUBLIA 3 QL (8 per nystop 2 MO; QL
30 days) (180 per 30
ketoconazole topical 1 MO; QL (60 days)
cream per 28 days) oxiconazole 1 MO; QL (90
ketoconazole topical 1 MO; QL per 28 days)
foam (100 per 28 OXISTAT 3 MO; QL (60
days) TOPICAL LOTION per 28 days)
ketoconazole topical 1 MO; QL tavaborole 1 MO; QL (10
shampoo (120 per 28 per 30 days)
days) TOPICAL
ketodan 1 QL (100 per ANTIVIRALS
28 days) . .
acyclovir topical 1 PA; MO;
LULICONAZOLE 3 MO; QL (60 cream QL (5 per
per 28 days) 30 days)
LUZU 3 MO:; QL (60 acyclovir topical 3 PA; MO;
per 28 days) ointment QL (30 per
naftifine topical 1 MO; QL (60 30 days)
cream per 28 days) DENAVIR 3 MO; QL (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 what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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penciclovir 3 MO; QL (5 betamethasone, 1 MO
per 30 days) augmented topical
XERESE 4 MO cream
7OVIRAX PA: MO: betamethasone, 2 MO
TOPICAL CREAM QL (5 per a“;o’me”’ed topical
30 days) ge
7ZOVIRAX 3 PA: MO: betamethasone, 2 MO
TOPICAL QL’(30 I; or augmented topical
OINTMENT 30 days) lotion
TOPICAL betamethasone, 2 MO
augmented topical
S?I;;TICOSTER ointment
BRYHALI 3 MO
ala-cort topical 1 MO
cream 1 % clobetasol scalp 3 MO; QL
(100 per 28
ALA-SCALP MO days)
alclometasone 2 MO clobetasol topical 3 MO; QL
amcinonide topical 1 cream 0.05 % (120 per 28
cream days)
amcinonide topical 1 clobetasol topical 3 MO; QL
ointment Sfoam (100 per 28
betamethasone 2 MO days)
dipropionate clobetasol topical 3 MO; QL
betamethasone 2 MO gel Ellaz(s))per 28
valerate topical Y
cream clobetasol topical 3 MO; QL
betamethasone 1 MO lotion Eilal E;)per 28
valerate topical Y
foam clobetasol topical 3 MO; QL
betamethasone 2 MO ointment (120 per 28
valerate topical days)
lotion clobetasol topical 3 MO; QL
betamethasone 2 MO shampoo (236 per 28
valerate topical days)
ointment clobetasol topical 1 MO; QL
spray,non-aerosol (125 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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-emollient 3 MO; QL diflorasone 1 MO; QL
topical cream (120 per 28 (120 per 30
days) days)
clobetasol-emollient 1 MO; QL DIPROLENE 3 MO
topical foam (100 per 28 (AUGMENTED)
days) TOPICAL
CLOBEX TOPICAL 3 QL (118 per OINTMENT
LOTION 28 days) DUOBRII 3 MO; QL
CLOBEX TOPICAL 3 QL (236 per 3200 per 30
SHAMPOO 28 days) ays)
CLOBEX TOPICAL 3 QL (125 per ﬂz‘ocm‘)lone and 3 Mo
SPRAY,NON- 28 days) shower cap
AEROSOL fluocinolone topical 3 MO
clocortolone 1 MO cream
pivalate fluocinolone topical 3 MO
clodan 1 MO; QL omiment
(236 per 28 fluocinolone topical 3 MO
days) solution
CORDRAN TAPE 3 MO fluocinonide topical 3 MO; QL
LARGE ROLL cream 0.05 % (120 per 30
DERMA- 3 MO days)
SMOOTHE/FS [fluocinonide topical 1 MO; QL
SCALP OIL cream 0.1 % (120 per 30
desonide topical 3 MO days)
cream fluocinonide topical 3 MO; QL
. . gel (120 per 30
desonide topical gel 1 MO days)
ays
d ide topical 1 MO
loe;.ZZl e fopied Sfluocinonide topical 3 MO; QL
ointment (120 per 30
desonide topical 3 MO days)
nt t
omimen fluocinonide topical 3 MO; QL
DESOWEN 3 solution (120 per 30
TOPICAL CREAM days)
desoximetasone 1 MO fluocinonide- 3 MO; QL
emollient (120 per 30
days)

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

fluticasone 2 MO hydrocortisone 1 MO
propionate topical topical cream 1 %

cream hydrocortisone 1
fluticasone 1 MO topical lotion 2 %
? ropion ate topical hydrocortisone 1 MO

otion topical lotion 2.5 %
N utlcgs one 2 MO hydrocortisone 1 MO
P ’TOP ionate topical topical ointment 1

ointment % 2.5 %

halcinonide topical 1 MO hydrocortisone 1

cream topical solution

hallcmonzde topical 1 hydrocortisone 1 MO
sotution valerate

halob'etasol . 3 MO LEXETTE 3
propionate topical

cream mometasone topical 1 MO
halobetasol 1 SYNALAR 3 MO
propionate topical TOPICAL CREAM
foam SYNALAR 3 MO
halobetasol 3 MO TOPICAL
propionate topical OINTMENT

ointment TEXACORT 3 MO
HALOG TOPICAL 3 TOPICORT 3

CREAM TOPICAL

hydrocortisone 1 MO; QL OINTMENT 0.05 %

butyrate topical (120 per 30 TOPICORT 3

cream days) TOPICAL

hydrocortisone 1 MO; QL SPRAY,NON-

butyrate topical (118 per 30 AEROSOL

lotion days) tovet emollient 1 MO; QL
hydrocortisone 1 MO; QL (100 per 28
butyrate topical (120 per 30 days)
ointment 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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triamcinolone 1 MO AGRYLIN 3 MO
acetonide topical anagrelide 2 MO
cream
ARALAST NP 4 PA; MO;
triamcinolone 1 MO STN LA, 0;
acetonide topical
triamcinolone 1 MO BUPHENYL PA
acetonide topical CARBAGLU PA; MO:;
ointment LA
triderm topical 1 carglumic acid 4 PA; MO
0.5 %
cream 7.0 70 CARNITORORAL 3 MO
VANOS 4 MO; QL
(120 I?GI‘ 30 cevimeline 3 MO
days) CHEMET 2 PA
TOPICAL CLINIMIX 3 PA
SCABICIDES / 4.25%/D5W
PEDICULICIDE SULFIT FREE
S CLINIMIX E 3 PA
crotan 1 MO 2.75%/D5W SULF
FREE
ELIMITE 3 MO; QL (60
per 30 days) CUVRIOR 4 PA; LA
malathion 3 MO d10 %-0.45 %
sodium chloride
NATROBA 3 MO
d2.5 %-0.45 % 3
OVIDE 3 MO sodium chloride
permethrin 2 MO; QL (60 ds % and 0.9 % 3 MO
per 30 days) sodium chloride
spinosad 1 MO d5 %-0.45 % sodium 3 MO
DIAGNOSTIC chloride
S/ deferasirox oral 4 PA; MO
MISCELLANE granules in packet
OUS AGENTS deferasirox oral 2 PA; MO
tablet
%SI ic(lfé‘NL?SN HY deferasirox oral 2 PA; MO
tablet, dispersible
acamprosate 3 MO 125 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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deferasirox oral 4 PA; MO GLASSIA 4 PA; MO;
tablet, dispersible LA
230 mg, 500 mg glutamine (sickle 4 PA; MO
deferiprone 4 PA; MO cell)
dextrose 10 % and 3 INCRELEX 4 LA
0.2 % nacl JADENU 4 PA;MO
dextrose 10 % in 3 JADENU 4 PA; MO
water (d10w) SPRINKLE
water (d5w) (60 per 30
intravenous . days)
parenteral solution . h

1 it 2
dextrose 5%-0.2 % 3 slo?sze';ColSWl
sod chloride
l ti ith 3 MO
disulfiram oral 1 MO Si;oaic)”m ine (wi
tablet 250 mg
l ti [ 3 MO
disulfiram oral 1 tZZ?S;lrnl e ord
tablet 500 mg
LITFULO 4 PA; MO;
droxidopa oral 3 PA; MO QL (28 per
capsule 100 mg 28 days)
droxidopa oral 4 PA; MO LITHOSTAT 3
capsule 200 mg, 300
mg LOKELMA 2 MO
DUVYZAT 4 PA midodrine 2 MO
ENDARI 4 PA; MO nitisinone 4 PA; MO
EVOXAC 3 MO NITYR 3 PA; MO;
LA
EXJADE 4 PA; MO;
LA NORTHERA 4 PA; MO
FABHALTA 4 PA OLPRUVA 4 PA; LA
FERRIPROX (2 4 PA ORFADIN 4 PA; LA
TIMES A DAY) PHEBURANE 4 PA;MO
FERRIPROX ORAL 4 PA pilocarpine hcl oral 3 MO
SOLUTION

FERRIPROX ORAL 4 PA
TABLET 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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PROLASTIN-C 4 PA; MO; sodium 4 PA; MO
INTRAVENOUS LA phenylbutyrate oral
SOLUTION powder
PYRUKYND 4 PA; LA; QL sodium 4 PA
ORAL TABLET 20 (56 per 28 phenylbutyrate oral
MG, 5 MG (4- days) tablet
KEEK PACK), 50 sodium polystyrene 2 MO
sulfonate oral
PYRUKYND 4 PA; LA; QL powder
MG days) CAPSULE 1 MG, (112 per 28
PYRUKYND 4 PA; LA; QL 1.5 MG days)
"?ESII:ETS BOSE 5114 per 180 SOHONOS ORAL 4  PA:LA:QL
PACK ays) CAPSULE 10 MG (56 per 28
days)
RAVICTI PA; MO SOHONOS ORAL 4  PA:LA:QL
REVCOVI PA; LA CAPSULE 2.5 MG (140 per 28
REZDIFFRA PA: MO: days)
QL (30 per SOHONOS ORAL 4 PA; LA; QL
30 days) CAPSULE 5 MG (84 per 28
riluzole PA; MO days)
risedronate oral MO; QL (30 SOLIRIS PA; MO
tablet 30 mg per 30 days) sps (with sorbitol) 2 MO
SALAGEN 3 MO oral
(PILOCARPINE) SYPRINE PA; MO
ORAL TABLET 5 TAVNEOS PA; LA; QL
MG (180 per 30
SALAGEN 3 days)
(PILOCARPINE) THIOLA 4 PA
ORAL TABLET 7.5
MG THIOLA EC 4 PA
sodium chloride 0.9 3 MO TIGLUTIK 4 PA
% intravenous tiopronin 4 PA; MO
teral soluti
parenterar sotution trientine oral 4 PA; MO
sodium chloride 3 MO

irrigation

capsule 250 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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TRIENTINE ORAL 4 PA; MO SMOKING
CAPSULE 500 MG DETERRENTS
ULTOMIRIS PA; MO bupropion hcl 1 MO
VELTASSA ORAL (smoking deter)
POWDER IN NICOTROL NS 3 MO
PACKET 1 GRAM, —
252 GRAM varenicline tartrate 3 MO

oral tablet 0.5 mg, 1
VELTASSA ORAL 2 MO mg
POWDER IN —
PACKET 16.8 varenicline tartrate 3
GRAM. 8.4 GRAM oral tablet 1 mg (56

— pack)

venxxiva PA

varenicline tartrate 3 MO
VOYDEYA PA; LA; QL oral tablets,dose

(180 per 30 pack
o) EAR, NOSE /

VYKAT XR PA; LA ’
WEGOVY PA; QL (2 LELIRE M1
SUBCUTANEOUS per 28 days) MEDICATION
PEN INJECTOR S
8§5M1\é%(25M1\I{L’1 MISCELLANEO
MG/0.5 ML US AGENTS
WEGOVY 4 PAQLE ool N -0
SUBCUTANEOUS per 28 days) ]1; ; > 0.1%) p y
PEN INJECTOR 1.7 meg (V.1 7o
MG/0.75 ML, 2.4 chlorhexidine 1 MO
MG/0.75 ML gluconate mucous
ZEMAIRA 4 PA;MO; membrane
INTRAVENOUS LA ipratropium bromide 1 MO; QL (30
RECON SOLN nasal spray,non- per 30 days)
1,000 MG aerosol 21 mcg (0.03

0,
ZEPBOUND 4 PA; QL (2 %)
SUBCUTANEOUS per 28 days) ipratropium bromide 1 MO; QL (30
PEN INJECTOR nasal spray,non- per 20 days)

aerosol 42 mcg (0.06

)

kourzeq 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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olopatadine nasal 1 MO; QL ENDOCRINE/
days)
periogard 1 MO ADRENAL
HORMONES
triamcinolone 1 MO
acetonide dental ACTHAR PA; MO
MISCELLANEO ACTHAR PA; MO
US OTIC SELFJECT
PREPARATION AGAMREE 4 PA; LA
S ALKINDI
acetic acid otic (ear) 1 MO SPRINKLE ORAL
. . CAPSULE,
ciprofloxacin hcl 3 MO SPRINKLE 0.5 MG
otic (ear) L MG ' ’
DERMOTIC OIL 3 MO ALKINDI 4
flac otic oil 3 SPRINKLE ORAL
: CAPSULE,
Jluocinolone R 10 SPRINKLE 2 MG, 5
acetonide oil
: MG
hydrgcor{zsone— 3 MO CORTEF MO
acetic acid
ofloxacin otic (ear) 2 MO (C}gIIjTROPHIN . PA; MO
OTIC STEROID /
4 PA; M
ANTIBIOTIC deflazacort ; MO
dexamethasone oral 1
CIPRO HC MO solution
ciprofloxacin- 2 MO; QL dexamethasone oral 1 MO
dexamethasone (7.5 per7 tablet
days)
) dexamethasone oral 1 MO
heomycin- ) 2 MO tablets,dose pack
polymyxin-hc otic
(ear) EMFLAZA 4 PA; MO;
LA
fludrocortisone 1 MO
HEMADY 3
hydrocortisone oral 1 MO
MEDROL (PAK) 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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MEDROL ORAL 3 PA; MO TARPEYO PA; QL
TABLET 16 MG, 4 (120 per 30
MG, 8 MG days)
MEDROL ORAL 3 PA ANTITHYROID
TABLET 2 MG AGENTS
methylprednisolone 1 PA; MO methimazole oral MO
oral tablet tablet 10 mg, 5 mg
methylprednisolone 1 MO propylthiouracil MO
oral tablets,dose
pack DIABETES
THERAPY
ORAPRED ODT 3 PA; MO
prednisolone oral 1 MO cllgcgfqose oral tablet Néroé(? (I{a(9s())
solution & P i
prednisolone oral 1 PA; MO czz?al;;bose oral tablet gg(), QeI; 30
tablet & days)p
prednisolone sodium I MO acarbose oral tablet MO; QL
phosphate oral 50 mg (180 per 30
solution 10 mg/5 ml, days)
20 mg/5 ml (4 i
mg/ml), 25 mg/5 ml ACTOPLUS MET MO; QL (90
(5 mg/ml), 5 mg per 30 days)
base/5 ml (6.7 mg/5 ACTOS MO; QL (30
ml) per 30 days)
prednisone intensol 3 MO ADMELOG ST; MO
prednisone oral 1 MO SOLOSTAR U-100
solution INSULIN
prednisone oral 1 MO ADMELOG U-100 ST; MO
tablet INSULIN LISPRO
prednisone oral 1 AFREZZA MO
tablets,dose pack 10 alcohol pads PA; MO
mg (48 pack), 5 mg ALOGLIPTIN ST; MO; QL
(48 pack) ’ ; Q
(30 per 30
prednisone oral 1 MO days)
tablets,dose pack 10
mg, 5 mg ALOGLIPTIN- ST; MO; QL
d METFORMIN (60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ALOGLIPTIN- 3 MO; QL (30 DUETACT ORAL 3 QL (30 per
PIOGLITAZONE per 30 days) TABLET 30-4 MG 30 days)
APIDRA 3 ST; MO exenatide 2 PA; QL (2.4
SOLOSTAR U-100 subcutaneous pen per 30 days)
INSULIN injector 10
APIDRA U-100 3 ST;MO meg/dose(250
INSULIN mcg/ml) 2.4 ml
BAQSIMI 9 MO exenatide 2 PA; QL (1.2
subcutaneous pen per 30 days)
BASAGLAR ST; MO injector 5 mcg/dose
KWIKPEN U-100 (250 mcg/ml) 1.2 ml
INSULIN
FARXIGA 2 MO; QL (30
BASAGLAR 3 ST; MO per 30 days)
TEMPO PEN(U-
100)INSLN FIASP 2 MO
FLEXTOUCH U-
CYCLOSET 3 MO 100 INSULIN
DAPAGLIFLOZ 3 ST; MO; QL FIASP PENFILL U- 2 MO
PROPANED- (30 per 30 100 INSULIN
METFORMIN days)
ORAL TABLET, IR FIASP U-100 2 MO
- ER, BIPHASIC INSULIN
24HR 10-1,000 MG glimepiride oral 1 MO; QL
DAPAGLIFLOZ 3 ST;MO; QL tablet I mg 51240 per 30
PROPANED- (60 per 30 ays)
METFORMIN days) glimepiride oral 1 MO; QL
ORAL TABLET, IR tablet 2 mg (120 per 30
- ER, BIPHASIC days)
24HR 5-1,000 MG glimepiride oral 1 MO; QL (60
DAPAGLIFLOZIN 2 MO; QL (30 tablet 4 mg per 30 days)
PROPANEDIOL per 30 days) glipizide oral tablet 1 MO; QL
diazoxide MO 10 mg (120 per 30
DROPSAFE PA days)
ALCOHOL PREP GLIPIZIDE ORAL 3 MO; QL (30
PADS TABLET 2.5 MG per 30 days)
DUETACT ORAL 3 MO; QL (30 glipizide oral tablet 1 MO; QL
TABLET 30-2 MG per 30 days) 5Smg (240 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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glipizide oral tablet 1 MO; QL (60 glyburide 1 MO
extended release per 30 days) micronized
24hr 10 mg glyburide-metformin 1 MO
glipizide oral tablet 1 MO; QL GLYXAMBI 2 MO: OL (30
extended release (240 per 30 per é (? d a; 9)
24hr 2.5 mg days)
GVOKE MO
glipizide oral tablet 1 MO; QL
extended release (120 per 30 GVOKE HYPOPEN MO
24hr 5 mg days) 2-PACK
glipizide-metformin 1 MO; QL GVOKE PFS 1- 2 MO
oral tablet 2.5-250 (240 per 30 PACK SYRINGE
mg days) SUBCUTANEOI/JS
SYRINGE 1 MG/0.2
glipizide-metformin 1 MO; QL ML
oral tablet 2.5-500 (120 per 30
mg, 5-500 mg days) HUMALOG 2 MO
JUNIOR KWIKPEN
glucagon emergency 2 MO U-100
kit (human)
HUMALOG 2 MO
GLUCOTROL XL 3 MO; QL (60 KWIKPEN
ORAL TABLET per 30 days) INSULIN
EXTENDED
RELEASE 24HR 10 HUMALOG MIX 2 MO
MG 50-50 KWIKPEN
GLUCOTROL XL 3 QL (120 per HUMALOG MIX 2 MO
ORAL TABLET 30 days) 75-25 KWIKPEN
EXTENDED HUMALOG MIX 2 MO
RELEASE 24HR 5 75-25(U-
MG 100)INSULN
GLUMETZA ORAL 4 ST; QL (60 HUMALOG 3 ST; MO
TABLET,ER per 30 days) TEMPO PEN(U-
GAST.RETENTION 100)INSULN
24 HR 1,000 MG
HUMALOG U-100 2 MO
GLUMETZA ORAL 4 ST; QL (120 INSULIN
TABLET,ER per 30 days)
GAST.RETENTION HUIMULIN 70/30 I MO
24 HR 500 MG U-100 INSULIN
glyburide 1 MO HUMULIN 70/30 2 MO

U-100 KWIKPEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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HUMULIN N NPH 2 MO JANUMET XR 2 MO; QL (30
INSULIN ORAL TABLET, per 30 days)
KWIKPEN ER MULTIPHASE
HUMULIN N NPH 2 MO 24 HR 100-1,000
U-100 INSULIN MG
HUMULIN R 2 MO JANUMET XR 2 MO; QL (60
REGULAR U-100 ORAL TABLET, per 30 days)
INSULN ER MULTIPHASE
24 HR 50-1,000
HUMULINRU-500 2 MO MG, 50-500 MG
CONC) INSULIN
( ) JANUVIA 2 MO; QL (30
HUMULIN R U-500 2 MO per 30 days)
CONC) KWIKPEN
( ) JARDIANCE 2 MO; QL (30
INPEFA 2 PA; MO; per 30 days)
QL (30 per
JENTADUETO 2 MO; QL (60
30 days)
per 30 days)
INSULIN 3 ST; MO
GLARGINE U-300 ’ JENTADUETO XR 2 MO; QL (60
CONC ORAL TABLET, IR per 30 days)
- ER, BIPHASIC
INSULIN 3 ST; MO 24HR 2.5-1,000 MG
GLARGINE-YFGN
JENTADUETO XR 2 MO; QL (30
INSULIN LISPRO MO ORAL TABLET, IR per 30 days)
INSULIN LISPRO MO - ER, BIPHASIC
PROTAMIN- 24HR 5-1,000 MG
LISPRO LANTUS 2 MO
INVOKAMET 3 ST; MO; QL SOLOSTAR U-100
(60 per 30 INSULIN
days) LANTUS U-100 2
INVOKAMET XR 3 ST; MO; QL INSULIN
(60 per 30 liraglutide 2 PA; QL (9
days) per 30 days)
INVOKANA 3 ST; MO; QL LYUMIJEV 2 MO
(30 per 30 KWIKPEN U-100
days) INSULIN
JANUMET 2 MO; QL (60 LYUMIEV 2 MO
per 30 days) KWIKPEN U-200
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
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contact Customer Service using the information provided on the front and back covers of this formulary or visit
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LYUMIEV TEMPO 3 ST; MO metformin oral 1 ST; MO; QL
PEN(U- tablet,er (60 per 30
100)INSULN gast.retention 24 hr days)
LYUMJEV U-100 2 Mo 1,000 mg
INSULIN metformin oral 1 ST; MO; QL
MERILOG 3 ST tablet,er (120 per 30
gast.retention 24 hr days)
SOLOSTAR M 0
‘ miglitol oral tablet 1 MO; QL (90
meltformm oral 1 MO; QL 100 mg per 30 days)
ti 765 30
sotutton fiays)per miglitol oral tablet 1 MO; QL
25 mg (360 per 30
metformin oral 1 MO; QL (75 days)
tablet 1,000 30d
aote ne pet ays) miglitol oral tablet 1 MO; QL
metformin oral 1 MO; QL 50 mg (180 per 30
tablet 500 mg ElISO per 30 days)
ays) MOUNJARO 2 PA;QL(2
METFORMIN 4 MO; QL per 28 days)
ORAL TABLET 120 per 30
625 MG Eiays)per nateglinide oral 1 MO; QL (90
" l tablet 120 mg per 30 days)
metformin ora 1 MO; QL (90 —
tablet 850 30d nateglinide oral 1 MO; QL
govet o7 mg per 30 days) tablet 60 mg (180 per 30
metformin oral 1 MO; QL days)
tablet extended (120 per 30
release 24 hr 500 mg days) NOVOLIN 70/30 U- 2 MO
7 l 100 INSULIN
metformin ora 1 MO; QL (60
tablet extended per 30 days) NOVOLIN 70{3(()) 2 MO
release 24 hr 750 mg FLEXPEN U-
metformin oral 1 ST; MO; QL Il;II?E\;(OPIIJEIII\I\I N 2 MO
tablet extended (60 per 30
release (osm) 24 hr days) NOVOLIN N NPH 2 MO
1,000 mg U-100 INSULIN
metformin oral 1 ST; MO; QL NOVOLIN R 2 MO
tablet extended (150 per 30 FLEXPEN
release (osm) 24 hr days) NOVOLIN R 2 MO
300 mg REGULAR U100
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
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NOVOLOG 2 MO repaglinide oral 1 MO; QL
FLEXPEN U-100 tablet 2 mg (240 per 30
INSULIN days)
NOVOLOG MIX 2 MO REZVOGLAR 3 ST; MO
70-30 U-100 KWIKPEN
INSULN RYBELSUS ORAL 2 PA;QL(30
NOVOLOG MIX 2 MO TABLET 1.5 MG, 4 per 30 days)
70-30FLEXPEN U- MG, 9 MG
100 RYBELSUSORAL 2 PA;MO;
NOVOLOG 2 MO TABLET 14 MG, 3 QL (30 per
PENFILL U-100 MG, 7 MG 30 days)
INSULIN saxagliptin 2 MO; QL (30
NOVOLOG U-100 2 MO per 30 days)
INSULIN ASPART saxagliptin- 2 MO; QL (60
OZEMPIC 2 PA; QL (3 metformin oral per 30 days)
SUBCUTANEOUS per 28 days) tablet, er multiphase
PEN INJECTOR 24 hr 2.5-1,000 mg
I(z/IZC:}S 1\2/[;}/[8% (1)\/11 1 saxagliptin- 2 MO; QL (30
( ), metformin oral per 30 days)
ﬁf/%oﬁ]é/(ggls%/ 3 tablet, er multiphase
. &’G pavi 24 hr 5-1,000 mg, 5-
( ) 500 mg
pioglitazone 1 MO; QL (30 SEGLUROMET 3 ST; MO: QL
per 30 days) ORAL TABLET (60 per 30
pioglitazone- 1 MO; QL (30 2.5-1,000 MG, 7.5- days)
glimepiride per 30 days) 1,000 MG, 7.5-500
pioglitazone- 1 MO; QL (90 MG
metformin per 30 days) SEGLUROMET 3 ST; MO; QL
PROGLYCEM 3 MO ORAL TABLET (120 per 30
inid l 2.5-500 MG days)
repaglinide ora 1 MO; QL ]
tablet 0.5 mg (960 per 30 SEMGLEE(INSULI 3 ST; MO
days) N GLARGINE-
YFGN)
repaglinide oral 1 MO; QL
tablet 1 mg (480 per 30 SEMGLEE(INSULI 3 ST
N GLARG-
days)
YFGN)PEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
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SITAGLIPTIN 3 ST; QL (30 TRADJENTA 2 MO; QL (30
per 30 days) per 30 days)
SITAGLIPTIN- 3 ST;MO; QL TRESIBA 3 ST;MO
METFORMIN (60 per 30 FLEXTOUCH U-
ORAL TABLET days) 100
SOLIQUA 100/33 2 QL (15 per TRESIBA 3 ST; MO
25 days) FLEXTOUCH U-
STEGLATRO 3 ST;MO; QL 200
(30 per 30 TRESIBA U-100 3 ST; MO
days) INSULIN
STEGLUJAN 3 ST; MO; QL TRIJARDY XR 2 MO; QL (30
(30 per 30 ORAL TABLET, IR per 30 days)
days) - ER, BIPHASIC
24HR 10-5-1,000
SYMLINPEN 120 4 PA; MO; ’
per 30 days) TRIJARDY XR 2 MO; QL (60
SYMLINPEN 60 4 PA; MO: ORAL TABLET, IR per 30 days)
QL (6 per - ER, BIPHASIC
30 days) 24HR 12.5-2.5-
1,000 MG, 5-2.5-
SYNJARDY 2 MO; QL (60 1,000 MG
30d
per 30 days) TRULICITY 2 PA;QL(Q2
SYNJARDY XR 2 MO; QL (30 per 28 days)
ORAL TABLET, IR per 30 days) '
- ER, BIPHASIC VICTOZA 3-PAK 3 PA,?)%IZl C
24HR 10-1,000 MG, per 30 days)
25-1,000 MG XIGDUO XR 2 MO; QL (30
SYNJARDY XR 9 MO: QL (60 ORAL TABALET, IR per 30 days)
ORAL TABLET, IR per 30 days) - ER, BIPHASIC
- ER, BIPHASIC 24HR 10-1,000 MG,
24HR 12.5-1,000 10-500 MG
MG, 5-1,000 MG XIGDUO XR 2 MO:; QL (60
TOUJEO MAX U- 9 MO ORAL TABLET, IR per 30 days)
300 SOLOSTAR - ER, BIPHASIC
24HR 2.5-1,000
TOUJEO 2 MO MG, 5-1,000 MG, 5-
SOLOSTAR U-300 500 MG
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 viii. To confirm your plan’s specific coverage,
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XULTOPHY 3 ST; QL (15 CRENESSITY 4 PA; LA
100/3.6 per 30 days) danazol 3 MO
ZEGALOGUE 3 ST; MO DDAVP ORAL 3 MO
AUTOINJECTOR
DEPO- 3 PA; MO
SYRINGE INTRAMUSCULA
ZITUVIMET 3 ST; MO; QL R OIL 100 MG/ML
(60 per 30 DEPO- 3 PA
days) TESTOSTERONE
ZITUVIMET XR 3 ST; MO; QL INTRAMUSCULA
ORAL TABLET, (30 per 30 R OIL 200 MG/ML
ER MULTIPHASE days) desmopressin nasal 3
24 HR 100-1,000 /
MG spray,non-aeroso
10 meg/spray (0.1
ZITUVIMET XR 3 ST; MO; QL ml)
ORAL TABLET, (60 per 30 desmopressin oral 2 MO
ER MULTIPHASE days)
24 HR 50-1,000 doxercalciferol oral MO
MG, 50-500 MG ELFABRIO 4 PA; MO;
ZITUVIO 3 ST; MO; QL LA
(30 per 30 GALAFOLD 4 PA; MO;
days) LA; QL (15
MISCELLANEO per 30 days)
US HORMONES ISTURISA ORAL 4 PA; LA; QL
AVEED 3 PA: MO: TABLET | MG (240 per 30
LA days)
. ISTURISA ORAL 4 PA; LA; QL
bergol MO » L
cabergoline TABLET 5 MG (360 per 30
calcitonin (salmon) MO days)
l
e JATENZO ORAL 3 PA:;MO:;
calcitriol oral 1 MO CAPSULE 158 MG, QL (120 per
capsule 198 MG 30 days)
calcitriol oral 3 JATENZO ORAL 4 PA; MO;
solution CAPSULE 237 MG QL (60 per
CERDELGA 4 PA;MO 30 days)
cinacalcet PA; MO Jjavygtor oral powder 1 PA; MO

in packet 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 viii. To confirm your plan’s specific coverage,
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javygtor oral powder 4 PA; MO ROCALTROL 3
in packet 500 mg SAMSCA 4 PA; MO
Javygtor oral 4 PA; MO sapropterin 4 PA; MO
tablet,soluble
SOMAVERT 4 PA; MO
JYNARQUE 4 PA; LA ’
STRENSIQ 4 PA; LA
KORLYM R A SUBCUTANEOUS
KUVAN 4 PA; MO SOLUTION 28
METHITEST 3 MG/0.7 ML, 40
MG/ML, 80 MG/0.8
methyltestosterone 4 MO ML
/ /
Ora” CapiHEe SYNAREL 4  PA;MO
mifepristone oral 4 PA; MO TESTIM PA: MO:
tablet 300 mg
. QL (300 per
miglustat 4 Eﬁ, MO; 30 days)
testosterone 2 PA; MO
LA intramuscular oil
NATESTO 3 PA; MO; 100 mg/ml, 200
QL (21.96 mg/ml
per 30 days) testosterone 2 PA
ORILISSA MO cypionate
PALYNZIQ 4 PA: MO: intramuscular oil
’ ’ 200 mg/ml (1 ml
SUBCUTANEOUS LA; QL (15 mg/ml (1.ml)
SYRINGE 10 per 30 days) testosterone 2 PA; MO
MG/0.5 ML enanthate
PALYNZIQ 4 PA; MO; testosterone 2 PA; MO;
SUBCUTANEOUS LA; QL (4 transdermal gel in QL (300 per
SYRINGE 2.5 per 30 days) metered-dose pump 30 days)
MG/0.5 ML 12.5mg/ 1.25 gram
(1%)
PALYNZIQ 4 PA; MO;
SUBCUTANEOUS LA; QL (60 testosterone ‘ 3 PA; MO;
SYRINGE 20 per 30 days) transdermal gel in QL (150 per
MG/ML metered-dose pump 30 days)
20.25 mg/1.25
paricalcitol oral 3 MO (1.62 OZZ}g gram
RAYALDEE MO
RECORLEV PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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testosterone 3 PA; MO; XYOSTED 3 PA; MO;
transdermal gel in QL (300 per QL (2 per
packet 1 % (25 30 days) 28 days)
mg/2.5gram), 1 % PA: LA
(50 mg/5 gram) yargesd ’
YORVIPATH PA; QL
festosterone. 3 PAMO; SUBCUTANEOUS (1.12 per 28
transdermal gel in QL (37.5 PEN INJECTOR days)
packet 1.62 % per 30 days) 168 MCG/0.56 ML
(20.25 mg/1.25 :
gram) YORVIPATH 4 PA; QL
_ . SUBCUTANEOUS (1.96 per 28
testosterone ‘ 3 PA; MO; PEN INJECTOR days)
transdermal gel in QL (150 per 294 MCG/0.98 ML
packet 1.62 % (40.5 30 days) :
mg/2.5 gram) YORVIPATH 4 PA; QL (2.8
restost 3 PA: MO: SUBCUTANEOUS per 28 days)
estosterone , » Vo PEN INJECTOR
{mnsdermal solution QL (180 per 420 MCG/1.4 ML
in metered pump 30 days)
w/app ZAVESCA 4 PA; MO;
LA
TLANDO 3 PA; MO;
QL (120 per ZEMPLAR ORAL 3 MO
30 days) CAPSULE 1 MCQG,
2 MCG
tolvaptan PA; MO
THYROID
tolvaptan (polycys PA
kidney dis) oral HORMONES
tablets, sequential CYTOMEL 3 MO
UNDECATREX 4 PA; QL ERMEZA 3 MO
3120 per 30 LEVOTHYROXINE 3 MO
ays) ORAL CAPSULE
¥I?AG£§§§RM AL . 53%2)?)]&; 30 levothyroxine oral 1 MO
GEL days) tablet
VOGELXO 3 PA: QL levoxyl oral tablet 1 MO
’ 1 112
TRANSDERMAL (300 per 30 ]gg T
GEL IN days) e, J2 mes,
y 150 mcg, 175 mcg,
METERED-DOSE s &
PUMP 200 mcg, 25 mcg, 50
mcg, 75 mcg, 88 mcg
VOXZ0GO 4 PA; MO liothyronine 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 viii. To confirm your plan’s specific coverage,
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SYNTHROID 3 ST; MO loperamide oral 1 MO
TIROSINT 3 MO capsule
TIROSINT-SOL 3 MO methscopolamine 1 MO
unithroid 1 MO MOTOFEN 3 MO
GASTROENT MYTESI 3 MO
EROLOGY MISCELLANEO
US
ANTIDIARRHE GASTROINTES
ALS/ TINAL AGENTS
ANTISPASMODI
CS alosetron oral tablet 3 PA; MO
0.5 mg
C?.Z).r a.’zazep oxide- I alosetron oral tablet 4 PA; MO
clidinium 1 mg
CUVPOSA E. MO AMITIZA 3 ST;MO; QL
dicyclomine oral 1 MO (60 per 30
capsule days)
dicyclomine oral 3 MO ANUSOL-HC 3 MO
solution TOPICAL
dicyclomine oral 1 MO aprepitant 3 PA; MO
tablet 20 mg APRISO 3 MO
diphenoxylate- 3 AZULFIDINE 3 MO
atropine oral liquid
diphenoxylate- 2 MO ?Azgé FIDINE EN- 3 MO
atropine oral tablet
GLYCATE 3 balsalazide 2 MO
j 4 M
glycopyrrolate oral 1 MO betaine ©
solution BONJESTA 3 MO
glycopyrrolate oral 2 MO budesonide oral 3 MO
tablet 1 mg, 2 mg capsule,delayed,exte
glycopyrrolate oral 1 nd.release
tablet 1.5 mg budesonide oral 4 MO
tablet,delayed and
Iéﬁ%?ﬁié\;\v/ll)TH 4 MO ext.release
LOMOTIL 3 MO budesonide rectal 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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BYLVAY 4 PA; MO; EMEND ORAL 3 PA; MO
LA CAPSULE 80 MG
CANASA MO EMEND ORAL 3 PA; MO
CHENODAL PA; LA CAPSULE,DOSE
PACK
CHOLBAM ORAL PA
CAPSULE 250 MG EMEND ORAL S A
SUSPENSION FOR
CHOLBAM ORAL 4 PA; QL RECONSTITUTIO
CAPSULE 50 MG (120 per 30 N
d
ays) ENTYVIO PEN 4  PA:MO:
CIMZIA POWDER 4 PA; MO; QL (1.36
FOR RECONST QL (2 per per 28 days)
28 d
ays) enulose 1 MO
CIMzLA R 5 M1O; GASTROCROM 3 MO
SUBCUTANEOUS QL (2 per
SYRINGE KIT 400 28 days) GATTEX 30-VIAL 4 PA; MO
MG/2 ML (200 :
Iyte- 1 MO
MG/ML X 2) savyee
Iyte- 1 MO
CLENPIQ ORAL 3 ST;MO sves
SOLUTION 10 MG- gavilyte-n 1
3.5 GRAM- 12 generlac 1 MO
GRAM/175 ML
GIMOTI 4
compro 3 MO
GOLYTELY 3 ST; MO
tul 1 MO
consturose granisetron hcl oral 2 PA; MO
CORTIFOAM 2 MO X
hydrocortisone 3 MO
cromolyn oral 3 MO hydrocortisone 1
CTEXLI 4 PA: LA topical cream with
perineal applicator
CYSTADANE 4 250
DICLEGIS 3 MO hydrocortisone- 1 MO
DIPENTUM 4 MO pramoxine rectal
doxylamine- 1 MO cream 1-1 %
pyridoxine (vit b6) IBSRELA 4 PA; QL (60
dronabinol 3 PA 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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INFLECTRA 4 PA; MO; metoclopramide hcl 1 MO

QL (20 per oral solution

28 days) metoclopramide hcl 1 MO
IQIRVO 4 PA; MO; oral tablet

QL (30 per metoclopramide hcl 1

30 days) oral
KRISTALOSE 3 MO tablet,disintegrating
lactulose 1 MO MOTEGRITY 3 ST; QL (30
LIALDA 3 per 30 days)
LINZESS 2 MO: QL (30 MOVANTIK 3 ST; MO; QL

per 30 days) (30 per 30

days)
LIVDELZI 4 52’3%121;;2) MOVIPREP ST; MO
LIVMARLI PA: LA nitroglycerin rectal MO
; OCALIVA PA; MO;

LOTRONEX PA; MO LA: QL (30
lubiprostone MO; QL (60 per 30 days)

per 30 days) OMVOH PEN 4 PA; MO;
MARINOL ORAL 3 PA SUBCUTANEOUS QL (2 per
CAPSULE 2.5 MG PEN INJECTOR 28 days)
meclizine oral tablet 1 MO 100 MG/ML
12.5 mg, 25 mg OMVOH PEN 4 PA; MO;
mesalamine oral 3 MO SUBCUTANEOUS QL (3 per
capsule (with del rel PEN INJECTOR 28 days)
tablets) 300MG/3ML(100M

) G /ML-200
mesalamine oral 3 MG/2ML)
capsule, extended
release OMVOH 4 PA; MO;

X SUBCUTANEOUS QL (2 per
mesalamine oral 3 MO SYRINGE 100 28 days)
capsule,extended MG/ML
release 24hr

) OMVOH 4 PA; MO;
mesalamine oral 3 MO SUBCUTANEOUS QL (3 per
tablet,delayed SYRINGE 28 days)
release (dr/ec) 300MG/3ML(100M
mesalamine rectal 3 MO G /ML-200

MG/2ML)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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ondansetron hcl oral 3 PA; MO PERTZYE ORAL 3 ST; MO
solution CAPSULE,DELAY
ED
dansetron hcl oral 1 PA; MO
Ty Zen’;zn g ;gom RELEASE(DR/EC)
: 16,000-57,500-
ONDANSETRON 3 PA 60,500 UNIT, 4,000-
ORAL 14,375- 15,125
TABLET,DISINTE UNIT, 8,000-
GRATING 16 MG 28.750- 30,250
ondansetron oral 1 PA; MO UNIT
tablet,disintegrating PERTZYE ORAL 4 ST; MO
4 mg, 8 mg CAPSULE,DELAY
PANCREAZE 3 ST; MO ED
ORAL RELEASE(DR/EC)
CAPSULE,DELAY 24,000-86,250-
ED 90,750 UNIT
RELEASE(DR/EC) PLENVU 3 ST; MO
10,500-35,500- X
61.500 UNIT prochlorperazine 3 MO
16,800-56,800- prochlorperazine 1 MO
98,400 UNIT, 2,600- maleate
8,800- 15,200 UNIT
’ ’ ’ PROCTOFOAM H M
21,000-54,700- OCTOFO ¢ 3 O
83,900 UNIT, 4,200- procto-med hc 1 MO
14,200- 24,600 proctosol hc topical 1 MO
UNIT
proctozone-hc 1 MO
PANCREAZE 4 ST; MO .
ORAL prucalopride 1 MO; QL (30
CAPSULE,DELAY per 30 days)
ED RECTIV MO
RELEASE(DR/EC) REGLAN ORAL M
37,000-97,300- GLANO ©
149,900 UNIT RELISTOR ORAL 4 ST; MO; QL
90 per 30
peg 3350- 1 (90 per
days)
electrolytes
RELISTOR 4 ST; MO; QL
Pegff lo'sobd sul- 1 MO SUBCUTANEOUS (18 per 30
naci-kei-asb-c SOLUTION days)
peg-electrolyte 1 MO
PENTASA 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 viii. To confirm your plan’s specific coverage,
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RELISTOR 4 ST; MO; QL sodium,potassium,m 3
SUBCUTANEOUS (18 per 30 ag sulfates oral
SYRINGE 12 days) recon soln 17.5-
MG/0.6 ML 3.13-1.6 gram 2
RELISTOR 4  ST;MO:QL pack (480m)
SUBCUTANEOUS (12 per 30 SUCRAID 4 PA
] 1 M
RELTONE sulfasalazine (0)
A A . SUPREP BOWEL 3 ST; MO
QL (20 per
28 days) SUTAB ST; MO
ROWASARECTAL 3 MO SYMPROIC 2 MO;QL (30
ENEMA KIT per 30 days)
SANCUSO 4 MO TRULANCE 2 QL (30 per
30d
scopolamine base MO ays)

UCERIS ORAL 4 MO
SKYRIZI 4 PA; MO;

INTRAVENOUS QL (30 per UCERIS RECTAL 3 MO

180 days) URSO FORTE 3
SKYRIZI 4 PAMO; ursodiol oral 4
SUBCUTANEOUS QL (1.2 per capsule 200 mg, 400
WEARABLE 56 days) mg
INJECTOR 180
MG/1.2 ML (150 ursodiol oral 2 MO
MG /ML) capsule 300 mg
SKYRIZI 4 PA: MO: ursodiol oral tablet 2 MO
SUBCUTANEOUS QL (2.4 per VARUBI PA
WEARABLE >6 days) VELSIPITY PA; MO;
INJECTOR 360 QL (30 per
MG/2.4 ML (150 30 days)
MG/ML)

VIBERZI 4 MO; QL (60
sodium,potassium,m 3 MO per :’,)OQ dagls)
ag sulfates oral
recon soln 17.5- VIOKACE MO
3.13-1.6 gram VOWST 4 PA; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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ZENPEP ORAL 2 MO CARAFATE ORAL 3
CAPSULE,DELAY SUSPENSION
ED
CARAFATE ORAL 3 MO
RELEASE(DR/EC) TABLET
10,000-32,000 -
42,000 UNIT, cimetidine 1 MO
15,000-47,000 - cimetidine hcl oral 1
63,000 UNIT,
84,000 UNIT, DEXILANT 3 QL (30 per
25,000-79,000- 30 days)
105,000 UNIT, dexlansoprazole 1 QL (30 per
3,000-10,000 - 30 days)
14,000-UNIT,
40,000-126,000- esomeprazole 2 MO; QL (30
168,000 UNIT, magnesium oral per 30 days)
5,000-17,000- capsule,delayed
24,000 UNIT release(dr/ec) 20 mg
ZENPEP ORAL 4 MO esomeprazole 2 MO; QL (60
CAPSULE,DELAY magnesium oral per 30 days)
ED capsule,delayed
RELEASE(DR/EC) release(dr/ec) 40 mg
60,000-189,600- esomeprazole 1 MO; QL (30
252,600 UNIT magnesium oral per 30 days)
ZYMFENTRA 4 PA; MO; granules dr for susp
QL (2 per in packet 10 mg, 2.5
28 days) mg, 20 mg, 5 mg
ULCER esomeprazole 1 MO; QL (60
THERAPY magnesium oral per 30 days)
granules dr for susp
30d
ays) famotidine oral 1 MO
amoxicil- 1 MO; QL suspension for
Clarithromy' (1 12 per 180 reconstitution
l d
ansopraz ays) famotidine oral 1 MO
tronidz-t 120 180
metromaz-ici Ei ay S)per KONVOMEP 3 QL (600 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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lansoprazole oral 2 MO; QL (30 omeprazole oral 1 MO; QL (30
capsule,delayed per 30 days) capsule,delayed per 30 days)
release(dr/ec) 15 mg release(dr/ec) 10
lansoprazole oral 2 MO; QL (60 mg, 20 mg
capsule,delayed per 30 days) omeprazole oral 1 MO; QL (60
release(dr/ec) 30 mg capsule,delayed per 30 days)
lansoprazole oral 1 MO; QL (30 release(dr/ec) 40 mg
tablet,disintegrat, per 30 days) omeprazole-sodium 1 MO; QL (30
delay rel 15 mg bicarbonate oral per 30 days)
lansoprazole oral 1 MO; QL (60 capsule
tablet,disintegrat, per 30 days) omeprazole-sodium 4 MO; QL (30
delay rel 30 mg bicarbonate oral per 30 days)
misoprostol 2 MO packet
NEXIUM ORAL MO: QL (30 pantoprazole oral 1 MO; QL (60
CAPSULE,DELAY per 30 days) granules dr for susp per 30 days)
ED in packet
RELEASE(DR/EC) pantoprazole oral 1 MO; QL (30
20 MG tablet,delayed per 30 days)
NEXIUM ORAL 3 MO: QL (60 release (dr/ec) 20
CAPSULE,DELAY per 30 days) mne
ED pantoprazole oral 1 MO; QL (60
RELEASE(DR/EC) tablet,delayed per 30 days)
40 MG release (dr/ec) 40
NEXIUM ORAL 3 MO; QL (30 me
GRANULES DR per 30 days) PEPCID ORAL 3 MO
FOR SUSP IN TABLET
PACKET 10 MG, PREVACID 3 QL (60 per
2.5 MG, 20 MG, 5 30 days)
MG

PREVACID 3 L (30

NEXIUM ORAL 3 MO: QL (60 SOLUTAB ORAL 3?0 d(ayS’ .
FgR SUSZ IN GRAT, DELAY
nizatidine oral 1 MO
capsule
OMECLAMOX- 3 QL (80 per
PAK 180 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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PREVACID 3 QL (60 per VOQUEZNA 3 ST; MO; QL
SOLUTAB ORAL 30 days) (30 per 30
TABLET,DISINTE days)
EERS(} Ii/%AY VOQUEZNA 3 MO:QL
DUAL PAK (112 per 180
PRILOSEC ORAL 3 MO; QL days)
WSPELAED (o0 voguiaa 5 oo
ays) TRIPLE PAK (112 per 180
RECON 10 MG d
ays)
PRILOSEC ORAL 3 MO; QL
SUSP,.DELAYED (480 per 30 IMMUNOLOG
RELEASE FOR days) Y, VACCINES
RECON 2.5 MG / BIOTECHNO
PROTONIX ORAL 3 QL (60 per LOGY
GRANULES DR 30 days) BIOTECHNOLO
FOR SUSP IN
PACKET GY DRUGS
PROTONIX ORAL 3 QL (30 per ACTIMMUNE 4 PA;MO
TABLET,DELAYE 30 days) ARANESP (IN 4 PA; MO
D RELEASE POLYSORBATE)
(DR/EC) 20 MG INJECTION
PROTONIX ORAL 3 QL (60 per SOLUTION 100
TABLET,DELAYE 30 days) MCG/ML, 200
D RELEASE MCG/ML
(DR/EC) 40 MG ARANESP (IN 3 PA;MO
days) SOLUTION 25
MCG/ML, 40
rabeprazole oral 1 MO; QL (60 MCG/ML, 60
tablet,delayed per 30 days) MCG/ML
release (dr/ec)
sucralfate oral 3 MO
suspension
sucralfate oral tablet 1 MO
TALICIA 3 MO; QL

(168 per 180
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ARANESP (IN 3 PA; MO FULPHILA 4 PA; MO
POLYSORBATE) FYLNETRA 4  PA;MO
INJECTION
MCG/0.4 ML, 100 GENOTROPIN 3 PA; MO
MCG/0.5 ML, 25 MINIQUICK
MCG/0.42 ML, 40 SUBCUTANEOUS
MCG/0.4 ML, 60 SYRINGE 0.2
MCG/0.3 ML MG/0.25 ML
ARANESP (IN 4 PA; MO GENOTROPIN 4 PA; MO
POLYSORBATE) MINIQUICK
INJECTION SUBCUTANEOUS
SYRINGE 150 SYRINGE 0.4
MCG/0.3 ML, 200 MG/0.25 ML, 0.6
MCG/0.4 ML, 300 MG/0.25 ML, 0.8
MCG/0.6 ML, 500 MG/0.25 ML, 1
MCG/ML MG/0.25 ML, 1.2

MG/0.25 ML, 1.6
AVONEX PA; MO; MG/0.25 ML, 1.8
INTRAMUSCULA QL (1 per MG/025 ML 2
EII;EN INJECTOR 28 days) MG/0.25 ML

RANIX PA: M

AVONEX 4 PA:; MO:; G : MO
INTRAMUSCULA QL (1 per HUMATROPE PA; MO
R SYRINGE KIT 28 days) INJECTION

CARTRIDGE
BESREMI PA; LA

LEUKINE 4 PA; MO
BETASERON PA; MO; INJECTION
SUBCUTANEOUS QL (14 per RECON SOLN
KIT 28 days)

MIRCERA PA
EGRIFTA SV 4 PA; MO

NEULASTA PA; MO
EPOGEN PA; MO
INJECTION NEULASTA PA; MO
SOLUTION 2,000 ONPRO
UNIT/ML, 20,000 NEUPOGEN PA; MO
UNIT/2 ML, 20,000 .
UNIT/ML, 3,000 NGENLA PA; MO
UNIT/ML, 4,000 NIVESTYM PA; MO

UNIT/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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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NORDITROPIN 4 PA; MO PLEGRIDY 4 PA: MO;
FLEXPRO SUBCUTANEOUS QL (1 per
SUBCUTANEOUS SYRINGE 63 180 days)
PEN INJECTOR 10 MCG/0.5 ML- 94
MG/1.5 ML (6.7 MCG/0.5 ML
MG/ML), 15 PROCRIT 2 PA:MO
MG/ML), 5 MG/1.5 SOLUTION 10,000
ML (3.3 MG/ML) UNIT/ML, 2,000
NORDITROPIN 4 PA UNIT/ML, 20,000
FLEXPRO UNIT/2 ML, 3,000
SUBCUTANEOUS UNIT/ML, 4,000
PEN INJECTOR 30 UNIT/ML
ﬁgf\/{ I\L’IL (10 PROCRIT 4  PA;MO
) INJECTION
NUTROPIN AQ 4 PA SOLUTION 20,000
NUSPIN UNIT/ML, 40,000
NYVEPRIA PA; MO UNIT/ML
OMNITROPE PA: MO REBIF (WITH 4 PA: MO;
ALBUMIN) QL (6 per
PEGASYS MO; QL (4 28 days)
SUBCUTANEOUS 28 d
SOLUTION per 28 days) REBIF REBIDOSE 4  PA:MO:
SUBCUTANEOUS QL (6 per
PEGASYS 4 MO; QL (2 PEN INJECTOR 22 28 days)
SUBCUTANEOUS per 28 days) MCG/0.5 ML, 44
SYRINGE MCG/0.5 ML
PLEGRIDY 4 PA; MO; REBIF REBIDOSE 4 PA; MO;
SUBCUTANEOUS QL (1 per SUBCUTANEOUS QL (4.2 per
PEN INJECTOR 28 days) PEN INJECTOR 180 days)
125 MCG/0.5 ML 8.8MCG/0.2ML-22
PLEGRIDY 4 PA; MO; MCG/0.5ML (6)
SUBCUTANEOUS QL (1 per REBIF TITRATION 4 PA; MO;
PEN INJECTOR 63 180 days) PACK QL (4.2 per
MCG/0.5 ML- 94 180 days)
MCG/0.5 ML
RELEUKO 3 PA; MO
PLEGRIDY 4 PA; MO; SUBCUTANEOUS
SUBCUTANEOUS QL (1 per
SYRINGE 125 28 days)
MCG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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RETACRIT 2 PA; MO ACTHIB (PF) 2
INJECTION 1 ADACEL(TDAP Y
SOLUTION 10,000 ADOLESN/ADULT
UNIT/ML, 2,000 )(PF)
UNIT/ML, 20,000
UNIT/2 ML, 20,000 AREXVY (PF) 1 \
UNIT/ML, 3,000 BCG VACCINE, \%
UNIT/ML, 4,000 LIVE (PF)
UNIT/ML
BEXSERO 1 A4
RETACRIT 4 PA; MO .
INJECTION BIVIGAM 4 PA; MO
SOLUTION 40,000 BOOSTRIX TDAP 1 A
UNIT/ML DAPTACEL (DTAP 2
SEROSTIM 4 PA; MO PEDIATRIC) (PF)
SUBCUTANEOUS DYSPORT 3 PA;MO
RECON SOLN 4
MG, 5 MG, 6 MG ENGERIX-B (PF) 1 PA;V
SKYTROFA 4 PA; MO ENGERIX-B 1 PA; V
PEDIATRIC (PF)
SOGROYA 4 PA; MO
GAMMAGARD 4 PA; MO
STIMUFEND 4 PA; MO LIQUID
UDENYCA @ PAMO GAMMAGARD S- 4  PA:MO
UDENYCA 4 PA; MO D (IGA< 1
AUTOINJECTOR MCG/ML)
UDENYCA 4 PA; MO GAMMAKED 4 PA; MO
ONBODY INJECTION
XOLREMDI 4  PA:LA SOLUTION 1
GRAM/10 ML (10
ZARXIO 4 PA; MO %)
ZIEXTENZO 4 PA; MO GAMMAPLEX PA; MO
ZOMACTON 3 PA; MO GAMMAPLEX PA; MO
VACCINES / (WITH SORBITOL)
MISCELLANEO GAMUNEX-C 4 PA; MO
US INJECTION
IMMUNOLOGIC SOLUTION 1
ALS GRAM/10 ML (10
%
ABRYSVO (PF) 1V %)
GARDASIL 9 (PF) 1 A4

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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GRASTEK 3 MO PENBRAYA (PF) 1 \Y%
HAVRIX (PF) 1 \Y% PENTACEL (PF) 2
INTRAMUSCULA INTRAMUSCULA
R SYRINGE 1,440 R KIT 15LF-
ELISA UNIT/ML 20MCG-5LF- 62
HAVRIX (PF) 2 DU/0.5 ML
INTRAMUSCULA PRIORIX (PF) 1 \Y%
R SYRINGE 720

PRIVIGEN 4 PA; MO
ELISA UNIT/0.5 ’
ML PROQUAD (PF) 2
HEPLISAV-B (PF) 1 PA; V QUADRACEL (PF) 2
HIBERIX (PF) 2 RABAVERT (PF) 1 PA; V
IMOVAX RABIES 1 PA;V RAGWITEK 3 MO
VACCINE (PF) RECOMBIVAX HB 1 PA; V
INFANRIX (DTAP) 2 (PF)
(PF) ROTARIX ORAL 2
IPOL 1 AV SUSPENSION
IXCHIQ (PF) 1 \Y ROTATEQ 2

VACCINE
IXIARO (PF) 1 \Y%

_ SHINGRIX (PF) 1 V; QL (2

JYNNEOS (PF) 1 PA;V per 720
KINRIX (PF) 2 days)
MENQUADFI (PF) 1 \Y% TENIVAC (PF) 1 \Y%
MENVEO A-C-Y- 1 \Y TICOVAC 2
W-135-DIP (PF) INTRAMUSCULA
INTRAMUSCULA R SYRINGE 1.2
R KIT MCG/0.25 ML
M-M-R II (PF) 1 \Y% TICOVAC 2 \Y%

R SYRINGE 2.4
OCTAGAM 4 PA; MO MCG/0.5 ML
ODACTRA 3 PA; MO TRUMENBA 1 \Y4
PANZYGA 4 PA; MO TWINRIX (PF) 1 \Y%
PEDIARIX (PF) 2 TYPHIM VI 1 \Y%
PEDVAX HIB (PF) 2

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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VAQTA (PF) 2 PEN NEEDLES 3 PA
INTRAMUSCULA (NON-PREFERRED
R SUSPENSION 25 BRANDS)
UNIT/0.5 ML GAUZE PADS 2 X 2 PA;MO
VAQTA (PF) 1 \Y% 2
HUMALOG) BLUE
UNIT/ML v 0G)BLU
INPEN (FOR 3
VAQTA (PF) 2
INTRAMUSCULA HUMALOG) GREY
R SYRINGE 25 INPEN (FOR 3
UNIT/0.5 ML HUMALOG) PINK
VAQTA (PF) 1 vV INPEN (NOVOLOG 3
INTRAMUSCULA OR FIASP) BLUE
R SYRINGE 50 INPEN (NOVOLOG 3
UNIT/ML OR FIASP) GREY
VARIVAX (PF) 1 \4 INPEN (NOVOLOG 3
VAXCHORA 1 \Y% OR FIASP) PINK
VACCINE EMBECTA 2 PA; MO
VIMKUNYA 1 \Y% INSULIN
SYRINGE
VIVOTIF 1 MO; V
BD PEN NEEDLE PA; MO
YF-VAX (PF) 1 \Y%
OMNIPOD 5 MO
MISCELLANE (G6/LIBRE 2 PLUS)
OuUS OMNIPOD 5 G6-G7 2 MO; QL (1
SUPPLIES INTRO KT(GENS5) per 720
MISCELLANEO days)
US SUPPLIES OMNIPOD 5 G6-G7 2 MO
PODS (GEN 5)
NOVO PEN 2 PA; MO
NEEDLE OMNIPOD 5 2 MO; QL (1
INTRO(G6/LIBRE2 per 720
CEQUR 2 MO PLUS) days)
SIMPLICITY
OMNIPOD DASH 2 QL (1 per
CEQUR 2 MO INTRO KIT (GEN 720 days)
SIMPLICITY 4)
INSERTER

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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OMNIPOD DASH 2 MO MUSCULOSK
PODS (GEN 4) ELETAL /
OMNIPOD GO 2 RHEUMATOL
PODS
O0OGY
OMNIPOD GO 2
PODS 10 GOUT
UNITS/DAY THERAPY
OMNIPOD GO 2 allopurinol 1 MO
PODS 15 colchicine oral 1
UNITS/DAY capsule
OMNIPOD GO 2 colchicine oral 1 MO
UNITS/DAY
febuxostat 2 MO
OMNIPOD GO 2
PODS 25 GLOPERBA 3 ST
UNITS/DAY MITIGARE 3 ST
OMNIPOD GO 2 probenecid 2 MO
PODS 30 .
UNITS/DAY probenecid- .
colchicine
OMNIPOD GO 2
PODS 40 ULORIC 3 MO
UNITS/DAY OSTEOPOROSIS
EMBECTA PEN 2 PA:MO THERAPY
NEEDLE ACTONEL ORAL 3 ST; MO; QL
SYRINGE days)
INSULIN 3 pA ACTONEL ORAL 3 ST;MO;QL
SYRINGES (NON- TABLET 35 MG (4 per 28
PREFERRED days)
BRANDS) alendronate oral 1 MO; QL
V-GO 20 3 MO solution (300 per 28
days)
V-GO 30 3 MO
alendronate oral 1 MO; QL (30
V-GO 40 3 MO tablet 10 mg per 30 days)
alendronate oral 1 MO; QL (4

tablet 35 mg, 70 mg

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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ATELVIA 3 ST; MO; QL risedronate oral 2 MO; QL (4
(4 per 28 tablet 35 mg, 35 mg per 28 days)
days) (12 pack), 35 mg (4
BINOSTO 3 ST:MO: QL pack)
(4 per 28 risedronate oral 2 MO; QL (30
days) tablet 5 mg per 30 days)
BONSITY 4 PA; MO; risedronate oral 3 MO; QL (4
QL (2.48 tablet,delayed per 28 days)
per 28 days) release (dr/ec)
EVENITY 4  PA;MO; TERIPARATIDE 4  PA;MO;
SUBCUTANEOUS QL (2.34 SUBCUTANEOUS QL (2.48
SYRINGE per 30 days) PEN INJECTOR 20 per 28 days)
210MG/2.34ML ( MCG/DOSE
105MG/1.17MLX2) (560MCG/2.24ML)
EVISTA MO TYMLOS 4 PA; MO;
FORTEO 4  PA:MO: QL (1.56
QL (2.48 per 30 days)
per 28 days) OTHER
FOSAMAX ORAL 3 ST;MO; QL RHEUMATOLO
TABLET 70 MG (4 per 28 GICALS
days) ABRILADA(CF) 4  PA;QL (6
FOSAMAX PLUS 3 ST; MO; QL PEN per 28 days)
D (4 per 28 ABRILADA(CF) 4  PA;QLQ2
days) SUBCUTANEOUS per 28 days)
ibandronate oral 1 MO; QL (1 SYRINGE KIT 20
per 30 days) MG/0.4 ML
JUBBONTI 2 MO;QL(1 ABRILADA(CF) 4  PA;QL(6
per 180 SUBCUTANEOUS per 28 days)
days) SYRINGE KIT 40
PROLIA 3 PA;MO; MG/0.8 ML
QL (1 per ACTEMRA 4 PA; MO;
180 days) ACTPEN QL (3.6 per
raloxifene 1 MO 28 days)
: _ ACTEMRA 4 PA; MO;
risedronate oral 2 MO; QL (1 INTRAVENOUS QL (160 per
tablet 150 mg per 30 days) 28 days)

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

SUBCUTANEOUS QL (3.6 per ADAZ QL (0.2 per
28 days) SUBCUTANEOUS 28 days)

ADALIMUMAB- 4  PA:MO: SYRINGE 10

AATY QL (6 per MG/0.1 ML

SUBCUTANEOUS 28 days) ADALIMUMAB- 4 PA; MO:;

AUTO-INJECTOR, ADAZ QL (0.4 per

KIT 40 MG/0.4 ML SUBCUTANEOUS 28 days)

ADALIMUMAB- 4  PA:MO: SYRINGE 20

AATY QL (3 per MG/0.2 ML

SUBCUTANEOUS 28 days) ADALIMUMAB- 4 PA; MO:;

AUTO-INJECTOR, ADAZ QL (1.6 per

KIT 80 MG/0.8 ML SUBCUTANEOUS 28 days)

ADALIMUMAB- 4  PA:MO: SYRINGE 40

AATY QL (2 per MG/0.4 ML

SUBCUTANEOUS 28 days) ADALIMUMAB- 4 PA; MO:;

SYRINGE KIT 20 ADBM QL (4 per

MG/0.2 ML (PREFERRED 28 days)

ADALIMUMAB- 4 PA;MO; NDCS STARTING

AATY QL (6 per WITH 00597)

SUBCUTANEOUS 28 days) SUBCUTANEOUS

SYRINGE KIT 40 PEN INJECTOR

MG/0.4 ML KIT 40 MG/0.4 ML,

ADALIMUMAB 4 PA; MO:; 40 MG/0.8 ML

AATY(CF) Al QL (3 per ADALIMUMAB- 4 PA; MO;

CROHNS 180 days) ADBM QL (2 per

(PREFERRED 28 days)

ADALIMUMAB- 4 PA; MO; NDCS STARTING

ADAZ QL (1.6 per WITH 00597)

SUBCUTANEOUS 28 days) SUBCUTANEOUS

PEN INJECTOR 40 SYRINGE KIT 10

MG/0.4 ML MG/0.2 ML, 20

ADALIMUMAB- 4 PA; MO; MG/0.4 ML

ADAZ QL (2.4 per

SUBCUTANEOUS 28 days)

PEN INJECTOR 80

MG/0.8 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ADALIMUMAB- 4  PA;MO; AMIEVITA 4  PA;MO;
ADBM QL (4 per (PREFERRED QL (2.4 per
(PREFERRED 28 days) NDCS STARTING 28 days)
NDCS STARTING WITH 55513)
WITH 00597) SUBCUTANEOUS
SUBCUTANEOUS AUTO-INJECTOR
SYRINGE KIT 40 80 MG/0.8 ML
MG/0.4 ML, 40 AMJEVITA 4  PA;MO;
MG/0.8 ML (PREFERRED QL (0.4 per
ADALIMUMAB- 4  PA;QL(6 NDCS STARTING 28 days)
ADBM(CF) PEN per 180 WITH 55513)
CROHNS days) SUBCUTANEOUS
(PREFERRED SYRINGE 10
NDCS STARTING MG/0.2 ML, 20
WITH 00597) MG/0.2 ML
ADALIMUMAB- 4  PA;QL (4 AMIEVITA 4  PA:QL(0S8
ADBM(CF) PEN per 180 (PREFERRED per 28 days)
PS-UV days) NDCS STARTING
(PREFERRED WITH 55513)
NDCS STARTING SUBCUTANEOUS
WITH 00597) SYRINGE 20
ADALIMUMAB- 4  PA;MO; MG/0.4 ML
RYVK QL (6 per AMJEVITA 4  PA;MO;

28 days) (PREFERRED QL (1.6 per
AMIEVITA o NDCS STARTING 28 days)
(PREFERRED QL (1.6 per WITH 55513)
NDCS STARTING 28 days) SUBCUTANEQUS
WITH 55513) SYRINGE 40
SUBCUTANEOUS MG/0.4 ML
AUTO-INJECTOR AMJEVITA 4  PA:QL (32
40 MG/0.4 ML (PREFERRED per 28 days)
AMJEVITA 4  PA;QL(32 NDCS STARTING
(PREFERRED per 28 days) WITH 55513)
NDCS STARTING SUBCUTANEOUS
WITH 55513) SYRINGE 40
SUBCUTANEOUS MG/0.8 ML
AUTO-INJECTOR ARAVA 4  MO;QL(30
40 MG/0.8 ML per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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This drug list was updated in August 2025.
112


http://express-scripts.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
BENLYSTA 4 PA; MO HADLIMA 4 PA; MO;
SUBCUTANEOUS QL (4.8 per
CUPRIMINE PA: MO 28 days)
HADLIMA 4 PA; MO;
CYLTEZO(CF PA; MO; > VIV,
PEN (CF) QL’ “4p e’r PUSHTOUCH QL (4.8 per
28 days) 28 days)
CYLTEZO(CF) 4  PA;QL(6 HADLIMA(CF) 4 P‘i; 1;’[?3
PEN CROHN'S-UC- per 180 QL (2.4 per
HS days) 28 days)
CYLTEZO(CF) 4  PA;QL (4 ES;)HLT%’[S((;C;) 4 P[i; 1;42;
PEN PSORIASIS- per 180 QL (2.4 per
uv days) 28 days)
CYLTEZO(CF) 1 PA: MO: HULIO(CF) PEN 4 PA; MO;
SUBCUTANEOUS QL (2 per SUBCUTANEOUS QL (6 per
SYRINGE KIT 10 28 days) PEN INJECTOR 28 days)
MG/0.2 ML, 20 KIT
MG/0.4 ML HULIO(CF) 4 PA; MO;
CYLTEZO(CF) 4 PA: MO: SUBCUTANEOUS QL (2 per
SUBCUTANEOUS QL (4 per SYRINGE KIT 20 28 days)
SYRINGE KIT 40 28 days) MG/0.4 ML
MG/0.4 ML, 40 HULIO(CF) 4 PA; MO;
MG/0.8 ML SUBCUTANEOUS QL (6 per
DEPEN 4 PA: MO SYRINGE KIT 40 28 days)
TITRATABS MG/0.8 ML
ENBREL MINI 4  PA;MO; HUMIRA 4 PA;MO;
QL (8 per (PREFERRED QL (4 per
28 days) NDCS STARTING 28 days)
WITH 00074)
ENBREL 4 PA; MO; SUBCUTANEOUS
SUBCUTANEOUS QL (8 per SYRINGE KIT 40
SOLUTION 28 days) MG/0.8 ML
ENBREL 4 PA; MO; HUMIRA PEN 4 PA; MO;
SUBCUTANEOUS QL (8 per (PREFERRED QL (4 per
SYRINGE 28 days) NDCS STARTING 28 days)
ENBREL 4 PA; MO; WITH 00074)
SURECLICK QL (8 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 viii. To confirm your plan’s specific coverage,
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us on the Web at express-scripts.com.
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HUMIRA(CF) 4 PA; MO; HYRIMOZ 4 PA; QL (3.2
(PREFERRED QL (2 per (PREFERRED per 28 days)
NDCS STARTING 28 days) NDCS STARTING
WITH 00074) WITH 61314)
SUBCUTANEOUS HYRIMOZ PEN 4 PA; QL (3.2
SYRINGE KIT 10 (PREFERRED per 28 days)
MG/0.1 ML, 20 NDCS STARTING
MG/0.2 ML WITH 61314)
HUMIRA(CF) 4 PA;MO; HYRIMOZ PEN 4 PA;MO;
(PREFERRED QL (4 per CROHN'S-UC QL (2.4 per
NDCS STARTING 28 days) STARTER 180 days)
WITH 00074) (PREFERRED
SUBCUTANEOUS NDCS STARTING
SYRINGE KIT 40 WITH 61314)
MG/0.4 ML
HYRIMOZ PEN 4 PA; MO;
HUMIRA(CF) PEN 4 PA; MO; PSORIASIS QL (1.6 per
(PREFERRED QL (4 per STARTER 180 days)
NDCS STARTING 28 days) (PREFERRED
WITH 00074) NDCS STARTING
SUBCUTANEOUS WITH 61314)
PEN INJECTOR
KIT 40 MG/0.4 ML HYRIMOZ(CF) 4 PAMO;
HUMIRA(CF)PEN 4  PA;MO; DS STARTING e d(a?};g)per
(PREFERRED QL (2 per WITH 61314)
NDCS STARTING 28 days) SUBCUTANEOUS
WITH 00074) SYRINGE 10
SUBCUTANEOUS MG/0.1 ML
PEN INJECTOR
KIT 80 MG/0.8 ML HYRIMOZ(CF) 4 PAMO;
(PREFERRED QL (0.4 per
HUMIRA(CF) PEN 4 PA; MO; NDCS STARTING 28 days)
CROHNS-UC-HS QL (3 per WITH 61314)
(PREFERRED 180 days) SUBCUTANEOUS
NDCS STARTING SYRINGE 20
WITH 00074) MG/0.2 ML
HUMIRA(CF) PEN 4 PA; MO;
PSOR-UV-ADOL QL (3 per
HS (PREFERRED 180 days)

NDCS STARTING
WITH 00074)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
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HYRIMOZ(CF) 4 PA; MO; IDACIO(CF) PEN 4 PA; QL (4
(PREFERRED QL (1.6 per SUBCUTANEOUS per 28 days)
NDCS STARTING 28 days) PEN INJECTOR
WITH 61314) KIT
SUBCUTANEOUS KEVZARA 4 PA: MO:
SYRINGE 40 QL (2.28
MG/0.4 ML per 28 days)
PEDI CROHN QL (2.4 per (20.1 per 30
STARTER 180 days) d ay‘s)
(PREFERRED
NDCS STARTING leflunomide 1 MO; QL (30
WITH 61314) per 30 days)
SUBCUTANEOUS OLUMIANT 4 PA; MO;
SYRINGE 80 QL (30 per
MG/0.8 ML 30 days)
HYRIMOZ(CF) gt PA; MO; ORENCIA 4 PA; MO:;
PEDI CROHN QL (1.2 per CLICKJECT QL (4 per
STARTER 180 days) 28 days)
(PREFERRED ORENCIA 4 PA; MO;
NDCS STARTING > VI
WITH 61314) SUBCUTANEOUS QL (4 per
SYRINGE 80 MG/ML
MG/0.8 ML- 40 ORENCIA 4 PA; MO;
MG/0.4 ML SUBCUTANEOUS QL (1.6 per
HYRIMOZ(CF) 4  PA:MO; E/[Y%H‘ﬁ% L50 28 days)
PEN (PREFERRED QL (1.6 per G/0.
NDCS STARTING 28 days) ORENCIA 4 PA; MO;
WITH 61314) SUBCUTANEOUS QL (2.8 per
IDACIO(CF) 4  PA:QL (4 &2%1‘;(}1&57-5 28 days)

per 28 days) ‘
IDACIO(CF) PEN 4  PA;QL(6 OTEZLA 4 PAMO;
CROHN-UC per 180 QL (60 per
STARTR days) 30 days)
IDACIO(CF) PEN 4 PA; QL (4
PSORIASIS START per 180
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
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OTEZLA 4 PA; MO; SIMLANDI(CF) 4 PA; MO;
STARTER ORAL QL (55 per AUTOINJECTOR QL (3 per
TABLETS,DOSE 180 days) SUBCUTANEOUS 28 days)
PACK 10 MG (4)- AUTO-INJECTOR,
20 MG (51), 10 MG KIT 80 MG/0.8 ML
(4)'204MG (4)-30 SIMLANDI(CF) 4  PA;MO;
MG 47) SUBCUTANEOUS QL (2 per
OTREXUP (PF) 3 MO SYRINGE KIT 20 28 days)
penicillamine 4 PA; MO MG/0.2 ML
SIMLANDI(CF) 4 PA; MO;
RASUVO (PF 3 MO > VY,
(PF) SUBCUTANEOUS QL (4 per
RIDAURA 4 MO SYRINGE KIT 40 28 days)
RINVOQ LQ 4 PA: MO; MG/0.4 ML
QL (360 per SIMLANDI(CF) 4 PA; QL (3
30 days) SUBCUTANEOUS per 28 days)
RINVOQ ORAL 4 PA; MO; SYRINGE KIT 80
TABLET QL (30 per MG/0.8 ML
EXTENDED 30 days) SIMPONI 4 PA; MO;
RELEASE 24 HR SUBCUTANEOUS QL (3 per
15 MG, 30 MG PEN INJECTOR 28 days)
RINVOQ ORAL 4 PA; MO; 100 MG/ML
TABLET QL (84 per SIMPONI 4 PA; MO;
EXTENDED 180 days) SUBCUTANEOUS QL (0.5 per
RELEASE 24 HR PEN INJECTOR 50 28 days)
45 MG MG/0.5 ML
SAVELLA ORAL 2 QL (60 per SIMPONI 4 PA; MO;
TABLET 30 days) SUBCUTANEOUS QL (3 per
SAVELLA ORAL 2 QL (55 per SYRINGE 100 28 days)
TABLETS,DOSE 180 days) MG/ML
PACK SIMPONI 4 PA; MO;
SIMLANDI(CF) 4 PA; MO:; SUBCUTANEOUS QL (0.5 per
AUTOINJECTOR QL (4 per SYRINGE 50 28 days)
SUBCUTANEOUS 28 days) MG/0.5 ML
AUTO-INJECTOR, TYENNE 4 PA; MO;
KIT 40 MG/0.4 ML AUTOINJECTOR QL (3.6 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
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TYENNE 4 PA;MO:; OBSTETRICS
INTRAVENOUS QL (160 per )
28 days
¥s) GYNECOLOG
TYENNE 4 PA;MO: v
SUBCUTANEOUS QL (3.6 per
28 days) ESTROGENS /
XELJANZ ORAL 4  PA;MO; PROGESTINS
SOLUTION QL (480 per abigale lo )
24 days)
ACTIVELLA 3 MO
XELJANZ ORAL 4 PA;MO:;
TABLET QL (60 per ANGELIQ 3 MO
30 days) BIJUVA 3 MO
XELJANZ XR 4 PA;MO:; camila 1 MO
?OL d(30 per CLIMARA 3 MO;QL (4
ays) per 28 days)
YUFLYMA(CF) Al 4 PA;MO;
CROHN'S-UC-HS QL (3 per CLIMARA PRO R MO
180 days) COMBIPATCH 3
YUFLYMA(CF) 4  PA;MO; CRINONE 3 MO
AUTOINJECTOR QL (4 per VAGINAL GEL 4
SUBCUTANEOUS 28 days) %
AUTO-INJECTOR, CRINONE 3 PA;MO
KIT 40 MG/0.4 ML VAGINAL GEL 8
YUFLYMA(CF) 4 PA;MO:; %
AUTOINJECTOR QL (2 per deblitane . Mo
SUBCUTANEOUS 28 days)
AUTO-INJECTOR, DELESTROGEN 3 MO
KIT 80 MG/0.8 ML INTRAMUSCULA
R OIL 10 MG/ML,
YUFLYMA(CF) 4 PA;MO:; 20 MG/ML
SUBCUTANEOUS QL (2 per
SYRINGE KIT 20 28 days) DEPO-ESTRADIOL 3 MO
MG/0.2 ML DEPO-PROVERA 3 MO
YUFLYMA(CF) 4 PA;MO; INTRAMUSCULA
SUBCUTANEOUS QL (4 per R SUSPENSION
SYRINGE KIT 40 28 days) 150 MG/ML
MG/0.4 ML DEPO-PROVERA 3 MO
INTRAMUSCULA
R SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
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DEPO-SUBQ 2 MO estradiol 1 MO; QL
PROVERA 104 transdermal gel in (37.5 per 30
DIVIGEL 3 MO: QL (30 packet 1.25 mg/1.25 days)
gram (0.1 %)
TRANSDERMAL per 30 days)
GEL IN PACKET estradiol 2 MO; QL (8
0.25 MG/0.25 transdermal patch per 28 days)
GRAM (0.1 %), 0.5 semiweekly
MG/0.5 GRAM (0.1 estradiol 2 MO; QL (4
%), 0.75 MG/0.75
transdermal patch per 28 days)
GRAM (0.1%), 1 weekly
MG/GRAM (0.1 %)
tradiol vaginal 3 MO
DIVIGEL 3 MO: QL estradiol vagina
TRANSDERMAL (37.5 per 30 estradiol valerate MO
GEL IN PACKET days) estradiol- 2 MO
1.25 MG/1.25 norethindrone acet
GRAM (0.1 ¢
©0.1%) ESTRING 3 ST; MO
dotti 2 MO; QL (8
ot ber égd ags) EVAMIST 3 MO;QL
(16.2 per 30
DUAVEE 2 MO days)
ELESTRIN MO; QL (70 FEMRING 3 ST; MO
30d
et ays) Sfyvavolv 3 MO
i 1 MO
e gallifrey 1 MO
ESTRACE 3 ST; MO
VAGINAL heather 1 MO
. IMVEXXY 2 MO
tradiol oral 3 MO
earradtor ord MAINTENANCE
estradiol 1 MO; QL (50 PACK
transd lgeli 30d
metered-dose pump PRI vy 2 MO
STARTER PACK
estradiol 1 MO; QL (30 ) ) ) MO
transdermal gel in per 30 days) tneassia
packet 0.25 mg/0.25 Jinteli 3 MO
gram (0.1 %), 0.5 i 1 MO
mg/0.5 gram (0.1 ed
%), 0.75 mg/0.75 Iyllana 2 MO; QL (8
gram (0.1%), 1 per 28 days)
mg/gram (0.1 %) Iyza 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
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medroxyprogesteron 1 MO MISCELLANEO
¢ US OB/GYN
meleya 1 ANNOVERA 3 MO
MENOSTAR 3 MO;QL(4 CLEOCIN 3 Mo
per 28 days) VAGINAL
mimyvey 2 MO clindamycin 2 MO
MINIVELLE MO:; QL (8 phosphate vaginal
per 28 days) CLINDESSE 3 MO
nora-be 1 MO eluryng ) MO
norethindrone 1 enilloring 1 MO
(contraceptive) :
etonogestrel-ethinyl 2
norethindrone 1 MO estradiol
acetate
GYNAZOLE-1 3 MO
norethindrone ac-eth 3 MO
estradiol oral tablet haloette 1 MO
0.5-2.5 mg-mcg, 1-5 INTRAROSA 3 MO
memeg KYLEENA 3
PREMARIN ORAL MO LILETTA 2 MO
E]i]:é\fﬁi{iN MO metronidazole 2 MO
vaginal gel 0.75 %
PREMPHASE MO (37.5mg/5 gram)
PREMPRO MO miconazole-3 1 MO
progesterone MO vaginal suppository
micronized MIRENA 3
PROMETRIUM 3 MO MYFEMBREE 4 PA; MO
PROVERA 3 MO NEXPLANON 2
sharobel 1 MO norelgestromin- 2
VAGIFEM 3 ST: MO ethin.estradiol
VIVELLE-DOT 3 MO; QL (8 NUVARING 5 MO
per 28 days) ORIAHNN 4 PA; MO
yuvafem 3 OSPHENA 3 MO
PHEXXI 3 MO
SKYLA 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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terconazole 2 MO drospirenone- 1 MO
tranexamic acid oral 2 MO (C;-r e;ln; ZZ;Z-;I:I’!O.%Z_
vandazole 1 MO 0.451 mg (24) (4)

VEOZAH 3 PA; MO drospirenone-ethinyl 1 MO
XACIATO 3 ST; MO estradiol oral tablet
xulane 2 3-0. 02. mg |
ey N MO oot oval et
ORAL 3-0.03 mg
CONTRACEPTI enskyce | MO
Xg%{\;}];LATED estarylla 1 MO
altavera (28) 1 MO falmina (268) 1 MO
alyacen 1/35 (28) 1 MO Jeirza 1 MO
apri 1 MO FEMLYV 3 MO
aranelle (28) 1 MO finzala 1 MO
ashlyna 1 MO galbriela 1
aubra eq 1 MO gemmily 1 MO
aviane 1 MO hailey 24 fe 1 MO
azurette (28) 1 MO iclevia 1
BALCOLTRA 3 MO introvale 1
balziva (28) 1 MO isibloom 1 MO
BEYAZ 3 MO jaimiess 1 MO
blisovi 24 fe 1 MO Jasmiel (28) 1 MO
blisovife 1.5/30 (28 1 MO Joyeaux 1 MO
briellyn I MO Juleber 1 MO
camrese lo | MO Jjunel 1.5/30 (21) 1 MO
cryselle (28) 1 MO junel 1/20 (21) 1 MO
cyred eq 1 MO Jjunel fe 1.5/30 (28) 1 MO
dolishale | MO Jjunel fe 1/20 (28) 1 MO
Jjunel fe 24 1 MO
kaitlib fe 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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kariva (28) 1 marlissa (28) 1 MO
kelnor 1/35 (28) 1 MO merzee 1
kelnor 1/50 (28) 1 MO mibelas 24 fe 1 MO
kurvelo (28) 1 MO microgestin 1.5/30 1 MO
[ norgest/e.estradiol- 1 (2
e.estrad oral microgestin 1/20 1 MO
tablets,dose pack,3 (21)
month 0.1 mg-20 microgestin fe 1.5/30 1 MO
mcg (84)/10 mcg (7) 28)
larin 1.5/30 (21) 1 MO microgestin fe 1/20 1 MO
larin 1/20 (21) 1 MO (28)
larin fe 1.5/30 (28) 1 MO mili 1 MO
larin fe 1/20 (28) 1 MO minzoya 1 MO
lessina 1 MO NATAZIA 3 MO
levonest (28) 1 MO necon 0.5/35 (28) 1 MO
levonorgestrel- 1 NEXTSTELLIS 3 MO
ethinyl estrad nikki (28) | MO
leyo; or‘g—eth estrad 1 MO norethindrone ac-eth 1 MO
friphasic estradiol oral tablet
levora-28 1 1-20 mg-mcg
LO LOESTRIN FE 3 norethindrone- 1
LOESTRIN 1.5/30 3 MO e.estradiol-iron oral
@1 ' capsule
LOESTRIN 1/20 3 MO norethindrone- !
@1) e.estradiol-iron oral
tablet,chewable

LOESTRIN FE 3 MO cimateethin )
1.5/30 (28-DAY norgestimate-ethiny

( ) estradiol oral tablet
LOESTRIN FE 1/20 3 MO 0.18/0.215/0.25 mg-
(28-DAY) 0.025 mg, 0.25-
lojaimiess 1 MO 0.035 mg
loryna (28) 1 MO norgestimate-ethinyl 1 MO
p 128 1 estradiol oral tablet
ow-ogestrel (28) 0.18/0.215/0.25 mg-
lutera (28) 1 0.035mg (28)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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nortrel 0.5/35 (28) 1 MO valtya 1 MO
nortrel 1/35 (21) 1 MO velivet triphasic 1 MO
nortrel 1/35 (28) 1 MO regimen (25)
nortrel 7/7/7 (28) 1 MO vestura (28) I MO
nylia 1/35 (28) 1 MO vienva 1 MO
nvlia 7/7/7 (28) 1 MO vyfemia (25) I MO
ocella 1 vylibra 1 MO
pimtrea (28) 1 MO wymzya fe 1 MO
portia 28 I MO xarah fe I MO
reclipsen (28) 1 MO xelria fe 1
rivelsa 1 MO YASMIN (28) 3 MO
rosyrah 1 MO YAZ (28) 3 MO
setlakin 1 MO OPHTHALMO
sprintec (28) 1 MO LOGY
sronyx 1 ANTIBIOTICS
syeda 1 MO AZASITE 3 MO
tarina 24 fe 1 MO bacitracin 2
tarina fe 1-20 eq 1 MO ophthalmic (eye)

(28) bacitracin- 1 MO
tilia fe 3 MO polymyxin b
tri-estarylla 1 MO BESIVANCE > s
: CILOXAN 3 MO
tri-legest fe 3 MO OPHTHALMIC
tri-lo-estarylla 1 MO (EYE) OINTMENT
tri-lo-sprintec 1 ciprofloxacin hcl 1 MO
tri-mili 1 ophthalmic (eye)
tri-sprintec (28) 1 MO erythromycin 1 MO; QL
— ophthalmic (eye) (3.5 per 14
tri-vylibra 1 MO days)
tri-vylibra lo 1 MO gatifloxacin 3 MO
turqoz (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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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gentamicin 1 MO; QL (70 BETA-
ophthalmic (eye) per 30 days) BLOCKERS
drops .
betaxolol ophthalmic MO
levofloxacin 2 MO (eye)
ophthalmic (eye)
drops 0.5 % BETIMOL
: : OPHTHALMIC
moxifloxacin 2 MO (EYE) DROPS 0.25
ophthalmic (eye) %
drops
: BETIMOL MO
neomycin- 2 MO OPHTHALMIC
bacitracin- (EYE) DROPS 0.5
polymyxin %
neomycin- 2 MO carteolol MO
polymyxin-
gramicidin ISTALOL MO
neo-polycin ) levobunol.ol MO
ophthalmic (eye)
OCUFLOX MO drops 0.5 %
ofloxacin ophthalmic 1 MO timolol MO
(eye) :

e | timolol maleate (pf) MO
potycin . timolol maleate MO
pqumyxm b sulf- 1 MO ophthalmic (eye)
trimethoprim drops (not single
tobramycin 1 MO; QL (10 use)
ophthalmic (eye) per 14 days) timolol maleate MO
TOBREX 3 MO; QL ophthalmic (ey?)

OPHTHALMIC (3.5 per 14 drops, once daily
(EYE) OINTMENT days) timolol maleate MO
VIGAMOX 3 MO ophthalmic (eye) gel

orming solution
ANTIVIRALS Jorming

TIMOPTIC MO
trifluridine 2 MO OCUDOSE (PF)
ZIRGAN 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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sulfacetamide 1 MO
sodium ophthalmic
(eve) drops
sulfacetamide 1
atropine ophthalmic 2 MO s odlum'op hthalmic
(eve) drops 1 % (eye) ointment
azelastine 2 MO sulfacetamide- 1 MO
ophthalmic (eve) prednisolone
bepotastine besilate 1 MO TYRVAYA 3 MO; QL
(8.4 per 30
BEPREVE 3 MO days)
CEQUA 3 MO; QL (60 VERKAZIA 4 PA; QL
per 30 days) (120 per 30
cromolyn 1 MO days)
ophthalmic (eye) VEVYE 3 MO; QL (2
cyclosporine 2 MO; QL (60 per 30 days)
ophthalmic (eye) per 30 days) VUITY PA; MO
CYSTADROPS 4 PA XDEMVY 4 PA; QL (10
CYSTARAN 4 PA per 42 days)
epinastine 2 MO XIIDRA 2 MO; QL (60
MIEBO (PF) 2 MO; QL (3 per 30 days)
per 30 days) ZERVIATE 3
OXERVATE 4 PA; MO
PHOSPHOLINE
IODIDE
pilocarpine hcl 2 MO
ophthalmic (eye)
drops 1 %, 2 %, 4 % ACULAR 3 MO
RESTASIS 3 MO; QL (60 ACULAR LS 3 MO
per 30 days) ACUVALL (PF) 3 MO
RESTASIS 3 MO; QL bromfenac 2 MO
MULTIDOSE (5.5 per 30
days) BROMSITE 3 MO
diclofenac sodium 1 MO

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
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flurbiprofen sodium 1 MO LUMIGAN 2 MO
T D
ketorolac 1 MO %
ophthalmic (eye) RHOPRESSA ;

NEVANAC 3 MO ROCKLATAN )

PROLENSA 3 MO SIMBRINZA 5 MO
tafluprost (pf) 1 MO
TRAVATAN Z 3 ST; MO

acetazolamide 2 MO travoprost 2 MO

methazolamide 3 MO VYZULTA 3 ST
XALATAN 3 ST; MO
ZIOPTAN (PF) 3 ST; MO

AZOPT 3 MO

bimatoprost 2 MO

ophthalmic (eye)

brimonidine-timolol 1 MO MAXITROL 3 MO

brinzolamide 1 MO neonycin- 2 MO
bacitracin-poly-hc

COMBIGAN 3 MO l
neomycin-polymyxin 1 MO

COSOPT 2 MO b-dexameth

COSOPT (PF) 3 MO neomycin- 3 MO

dorzolamide 1 MO polymyxin-hc

dorzolamide-timolol 1 MO ophthalmic (eye)

dorzolamide-timolol 1 MO neo-polycin he

(pf) ophthalmic (eye) TOBRADEX 2 MO; QL

dropperette OPHTHALMIC (3.5 per 14

IYUZEH (PF) 3 ST: MO (EYE) OINTMENT days)

latanoprost 1 MO TOBRADEX ST 3 MO
tobramycin- 2 MO; QL (10
dexamethasone per 14 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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ZYLET 3 MO; QL (10 brimonidine 2 MO
per 14 days) ophthalmic (eye)
1) [0
STEROIDS drops 0.1 %, 0.15 %
brimonidine 1 MO
ALREX > MO ophthalmic (eye)
dexamethasone 1 MO drops 0.2 %
S"‘fl’;’lmlp}fosl’h“te IOPIDINE 3 MO
ophthalmic (eye) OPHTHALMIC
difluprednate 1 MO (EYE)
DUREZOL 5 MO DROPPERETTE
EYSUVIS 3 PA;MO; RESPIRATOR
QL (8.3 per Y AND
14 days) ALLERGY
FLAREX f— O ANTIHISTAMIN
Sfluorometholone 2 MO E/
FML FORTE 3 MO ANTIALLERGE
FML LIQUIFILM 3 MO NIC AGENTS
INVELTYS 2 MO AUVI-Q 3 ST:QL@
per 30 days)
LOTEMAX 3 MO
carbinoxamine 1 PA; MO
LOTEMAX SM 3 MO maleate oral liquid
loteprednol 2 MO carbinoxamine 1 PA; MO
etabonate maleate oral tablet 4
MAXIDEX 3 MO mg
PRED FORTE 3 MO carbinoxamine 1 PA
PRED MILD 3 MO Zzgleate oral tablet 6
prednisolone acetate 1 MO cetirizine oral 1 MO
prednisolone sodium 1 MO solution 1 mg/ml
phzsghl‘”‘? CLARINEX ORAL 3 MO: QL (30
ophthalmic (eye) TABLET per 30 days)
SYMPATHOMI CLARINEX-D 12 3 MO:; QL (60
METICS HOUR per 30 days)
ALPHAGAN P 3 MO clemastine oral 1 PA
apraclonidine 2 MO Syrup

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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clemastine oral 1 PA; MO NEFFY 3 ST; MO; QL
tablet (4 per 30
cyproheptadine 1 PA; MO days)
desloratadine | MO: QL (30 promethazine oral 3 PA; MO
per 30 days) promethazine rectal 1 PA; MO
EPINEPHRINE 3 ST:MO:QL %PPOS”‘W 12.5 mg,
INJECTION AUTO- (4 per 30 mne
INJECTOR 0.15 days) promethegan rectal 1 PA; MO
MG/0.15 ML suppository 25 mg,
epinephrine 2 MO; QL (4 30 mg
injection auto- per 30 days) RYCLORA 3 MO
injector 0.15 mg/0.3 RYVENT 3 PA: MO
ml, 0.3 mg/0.3 ml ’
(manufactured by PULMONARY
mylan specialty) AGENTS
EPINEPHRINE 3 ST; QL (4 acetylcysteine PA; MO
INJECTOR 0.3 QL (60 per
MG/0.3 ML 30 da sf
(MANUFACTURE Y
D BY MYLAN ADEMPAS 4 PA; MO;
SPECIALTY) LA; QL (90
EPIPEN 2-PAK 3 ST;QL (4 per 30 days)
per 30 days) ADVAIR DISKUS 3 MO; QL (60
30
EPIPEN JR 2-PAK 3 ST;QL (4 per 30 days)
30d
hydroxyzine hcl oral 1 PA; MO pet ays)
solution 10 mg/5 ml AIRDUO 3 ST; MO; QL
RESPICLICK 1 30
hydroxyzine hcl oral 1 PA; MO (1 per
days)
tablet
, AIRSUPRA 3 ST;MO; QL
hydroxyzine 1 PA; MO (32.1 per 30
pamoate days)
lex;ocgtlrzzzne oral 3 MO albuterol sulfate 1 MO; QL (17
sotution inhalation hfa per 30 days)
levocetirizine oral 1 MO; QL (30 aerosol inhaler 90
tablet per 30 days) mcg/actuation

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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albuterol sulfate 1 QL (13.4 ALYFTREK ORAL 4 PA; MO;
inhalation hfa per 30 days) TABLET 4-20-50 QL (84 per
aerosol inhaler 90 MG 28 days)
mcgk/actua‘tiog . abyq 4 PA; MO:
package size 6.7 gm QL (60 per
ALBUTEROL 3 ST; QL (36 30 days)
SULFATE per 30 days) . ) .
INHALATION HFA ambrisentan ‘ Eﬁ’_ 1(\245 30
AEROSOL ’
INHALER 90 per 30 days)
MCG/ACTUATION ANORO ELLIPTA 3 ST; MO; QL
(NDA020983) (60 per 30
days)
albuterol sulfate 1 PA; MO
inhalation solution arformoterol 3 PA; MO;
for nebulization 0.63 QL (120 per
mg/3 ml, 1.25 mg/3 30 days)
ml, 2.5 mg /3 ml ARNUITY 3 ST; QL (30
(0.083 %), 2.5 ELLIPTA per 30 days)
mg/0.5 ml
ASMANEX HFA 2 MO;QL (13

albuterol sulfate oral 1 MO per 30 days)
TP ASMANEX 2 MO;QL(1
albuterol sulfate oral 3 MO TWISTHALER per 30 days)
tablet INHALATION
ALVESCO 2 MO; QL AEROSOL POWDR
INHALATION HFA (12.2 per 30 BREATH
AEROSOL days) ACTIVATED 110
INHALER 160 MCG/
MCG/ACTUATION ACTUATION (30),
ALVESCO 2 MO; QL 220 MCG/

:Q ACTUATION (30),
INHALATION HFA (6.1 per 30 220 MCG/
AEROSOL days) ACTUATION (60)
INHALER 80
MCG/ACTUATION
ALYFTREK ORAL 4 PA; MO;
TABLET 10-50-125 QL (56 per
MG 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information 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 (2 budesonide 3 PA; MO;
TWISTHALER per 30 days) inhalation QL (120 per
INHALATION suspension for 30 days)
AEROSOL POWDR nebulization 0.25
BREATH mg/2 ml, 0.5 mg/2 ml
Q%]S/VATED 220 budesonide 3 PA; MO;
inhalation QL (60 per
ACTUATION (120) suspension for 30 days)
ATROVENT HFA 3 MO; QL nebulization 1 mg/2
(25.8 per 30 ml
days) budesonide- 2 QL (10.2
azelastine- 1 MO; QL (23 formoterol per 30 days)
fluticasone per 30 days) CINRYZE PA: MO
E\IIETR&E]%L oUS S PA; MO COMBIVENT QL (8 per
KIT RESPIMAT 30 days)
BEVESPI ) MO: QL cromolyn inhalation 2 PA; MO
AEROSPHERE (10.7 per 30 DALIRESP PA; MO;
days) QL (30 per
30d
bosentan oral tablet 4 PA; MO; 3ys)
LA; QL (60 DUAKLIR 3 ST; MO; QL
per 30 days) PRESSAIR (1 per 30
d
BREO ELLIPTA 2 MO; QL (60 ays)
per 30 days) DULERA 2 MO; QL (13
30d
breyna 2 MO; QL pet ays)
(10.3 per 30 DYMISTA 3 MO; QL (23
days) per 30 days)
BREZTRI 2 MO; QL ESBRIET ORAL 4 PA; MO;
AEROSPHERE (10.7 per 30 CAPSULE QL (270 per
days) 30 days)
BROVANA 4 PA; MO; ESBRIET ORAL 4 PA; MO;
QL (120 per TABLET 267 MG QL (270 per
30 days) 30 days)
ESBRIET ORAL 4 PA; MO;
TABLET 801 MG QL (90 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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FASENRA PEN 4 PA;MO; FLUTICASONE 3 ST;MO; QL
QL (1 per PROPIONATE (24 per 30
28 days) INHALATION HFA days)
FASENRA 4 PA;MO; AEROSOL
SUBCUTANEOUS QL (0.5 per INHALER 220
SYRINGE 10 28 days) MCG/ACTUATION
MG/0.5 ML FLUTICASONE 3 ST;MO; QL
FASENRA 4 PA: MO: PROPIONATE (10.6 per 30
SUBCUTANEOUS QL (1 per INHALATION HFA days)
SYRINGE 30 28 days) AEROSOL
MG/ML INHALER 44
MCG/ACTUATION
FIRAZYR PA; MO fluticasone 1 MO; QL (16
Sflunisolide MO; QL (50 propionate nasal per 30 days)
per 30 days) FLUTICASONE 3 ST;QL(I
FLUTICASONE 3 ST; MO; QL PROPION- per 30 days)
FUROATE- (60 per 30 SALMETEROL
VILANTEROL days) INHALATION
FLUTICASONE 3 ST;MO; QL AEROSOL POWDR
PROPIONATE (60 per 30 BREATH
INHALATION days) ACTIVATED 113-
BLISTER WITH 14
DEVICE 100 MCG/ACTUATION
MCG/ACTUATION FLUTICASONE 3 ST;MO; QL
> 50 PROPION- (1 per 30
MCG/ACTUATION SALMETEROL days)
FLUTICASONE 3 ST;MO; QL INHALATION
PROPIONATE (240 per 30 AEROSOL POWDR
INHALATION days) BREATH
BLISTER WITH ACTIVATED 232-
DEVICE 250 14
MCG/ACTUATION MCG/ACTUATION
,55-14
FLUTICASONE 3 ST;MO; QL MCG/ACTUATION
PROPIONATE (12 per 30
INHALATION HFA days) Sluticasone propion- 2 MO:; QL (60
AEROSOL salmeterol per 30 days)
INHALER 110 inhalation blister
MCG/ACTUATION with device

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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FLUTICASONE 3 ST; MO; QL montelukast oral 1 MO
PROPION- (12 per 30 tablet,chewable
ISI\/?I%XIFAT%I})?\ILHFA . RUCALA R 4 MO:
AEROSOL SUBCUTANEOUS LA; QL (3
AUTO-INJECTOR 28 d
INHALER per 28 days)
NUCALA 4 PA; MO;
formoterol fumarate 3 PA; MO; SUBCUTANEOUS LA: QL (3
QL (120 per RECON SOLN per 28 days)
30 days)
NUCALA 4 PA; MO;
HAEGARDA 4 iﬁ; MO; SUBCUTANEOUS LA: QL (3
SYRINGE 100 per 28 days)
icatibant 4 PA; MO MG/ML
INCRUSE ST; MO; QL NUCALA 4 PA; MO;
ELLIPTA (30 per 30 SUBCUTANEOUS LA; QL (0.4
days) SYRINGE 40 per 28 days)
ipratropium bromide 1 PA; MO MG/0.4 ML
inhalation OFEV 4 PA; MO;
ipratropium- 1 PA; MO QLd(6O per
albuterol 30 days)
KALYDECO 4 PA;MO; OHTUVAYRE 4 PIA; QL
QL (56 per gSOper3O
28 days) ays)
LETAIRIS 4 PA;MO; OMNARIS 3 ST, MO; QL
LA: QL (30 5112.5 per 30
per 30 days) ays)
levalbuterol hcl 1 PA; MO OPSUMIT 4 iﬁ” 1(\241?;(30
LEVALBUTEROL 3 ST; MO; QL per 30 days)
TARTRATE 30 30
Elayser OPSYNVI 4  PA:MO;
QL (30 per
mometasone nasal 1 MO; QL (34 30 days)
30d
per 30 days) ORKAMBI ORAL 4  PA;MO;
montelukast oral 3 MO GRANULES IN QL (56 per
granules in packet PACKET 28 days)
montelukast oral 1 MO ORKAMBI ORAL 4 PA; MO:;
tablet TABLET QL (112 per
28 days)

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

. INHALATION QL (120 per
PERFOROMIST 4 g‘i’ &%’per SUSPENSION FOR 30 days)

30 days) NEBULIZATION
0.25 MG/2 ML, 0.5

pirfenidone oral 4 PA; MO; MG/2 ML
capsule QL (270 per PULMICORT 3 PA:MO:

30 days) INHALATION QL (60 per
pirfenidone oral 4 PA; MO; SUSPENSION FOR 30 days)
tablet 267 mg QL (270 per NEBULIZATION 1

30 days) MG/2 ML
PIRFENIDONE 4 PA;MO; PULMOZYME 4 PA;MO

RAL TABLET L (90 per
?3 v (330 (f:ysfe QNASL NASAL ST; QL (6.8
HFA AEROSOL per 30 days)
pirfenidone oral 4 PA; MO; INHALER 40
tablet 801 mg QL (90 per MCG/ACTUATION

30 days) QNASL NASAL 3 ST:QL
PROAIR 3 ST;MO; QL HFA AEROSOL (10.6 per 30
RESPICLICK (2 per 30 INHALER 80 days)

days) MCG/ACTUATION
PULMICORT 2 MO; QL (2 QVAR 2 QL (10.6
FLEXHALER per 30 days) REDIHALER per 30 days)
INHALATION INHALATION HFA
AEROSOL POWDR AEROSOL
BREATH BREATH
ACTIVATED 180 ACTIVATED 40
MCG/ACTUATION MCG/ACTUATION
PULMICORT 2 MO; QL (1 QVAR 2 QL (21.2
FLEXHALER per 30 days) REDIHALER per 30 days)
INHALATION INHALATION HFA
AEROSOL POWDR AEROSOL
BREATH BREATH
ACTIVATED 90 ACTIVATED 80
MCG/ACTUATION MCG/ACTUATION

REVATIO ORAL 4 PA; MO;
TABLET QL (90 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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roflumilast 3 PA; MO; SYMDEKO 4 PA; MO;
QL (30 per QL (56 per
30 days) 28 days)
RUCONEST 4 PA; MO tadalafil (pulmonary 3 PA; QL (60
RYALTRIS ST: MO: QL arterial per 30 days)
(29’ per 3’0 hypertension) oral
days) tablet 20 mg
o TADLIQ 4 PA; MO;

4 PA; MO ’ ’
sajazir QL (300 per
DISKUS 60 per 30 20 dey

dayf)er TAKHZYRO 4 PA;MO;
LA
sildenafil 4 PA; MO; )
(pulmonary arterial QL (224 per terbutaline oral MO
hypertension) oral 30 days) TEZSPIRE 4 PA; MO;
suspension for QL (1.91
reconstitution 10 per 30 days)
mg/ml THEO-24 3 MO
sildenafil ] 2 PA; MO; theophylline oral 3
(pulmonary arterial QL (90 per solution
hypertension) oral 30 days)
tablet 20 mg theophylline oral 1
SINGULAIR tablet extended
u release 12 hr 100
SPIRIVA 2 MO; QL (4 mg, 200 mg
RESPIMAT per 30 days) theophylline oral 1 MO
SPIRIVA WITH 3 ST; MO; QL tablet extended
HANDIHALER (90 per 90 release 12 hr 300
days) mg, 450 mg
STIOLTO 2 MO; QL (4 theophylline oral 1
RESPIMAT per 30 days) tablet extended
STRIVERDI 2 MO; QL release 24 hr
RESPIMAT per 30 days) tiotropium bromide 2 QL (90 per
SYMBICORT 3 ST;MO; QL 90 days)
(10.2 per 30 TRACLEER ORAL 4 PA; MO;
days) TABLET LA; QL (60
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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TRACLEER ORAL 4 PA; MO; TYVASO DPI 4 PA; MO;
TABLET FOR LA; QL INHALATION QL (252 per
SUSPENSION (112 per 28 CARTRIDGE 180 days)
days) WITH INHALER
TRELEGY 2 MO; QL (60 16(112)-32(112) -
ELLIPTA per 30 days) 48(28) MCG
TRIKAFTA ORAL 4 PA;MO; TYVASO DPI 4 PAMO;
GRANULES IN QL (56 per INHALATION QL (224 per
PACKET, 28 days) CARTRIDGE 28 days)
SEQUENTIAL WITH INHALER
32-48 MCG
TRIKAFTA ORAL 4 PA; MO;
TABLETS, QL (84 per UMECLIDINIUM- 3 ST; MO; QL
SEQUENTIAL 28 days) VILANTEROL gig}sp)er 30
TUDORZA 3 ST; MO; QL
PRESSAIR (1 per 30 VENTOLIN HFA 3 ST; MO; QL
INHALATION days) (36 per 30
AEROSOL POWDR days)
BREATH WINREVAIR 4 PA; MO;
ACTIVATED 400 QL (1 per
MCG/ACTUATION 21 days)
TUDORZA 3 ST; QL (1 wixela inhub 2 QL (60 per
PRESSAIR per 30 days) 30 days)
INHALATION . .
AEROSOL POWDR XHANCE 3 (S3T2’ Il,\g%oQ L
BREATH da
ys)
ACTIVATED 400
MCG/ACTUATION XOLAIR 4 PA; MO;
(30 ACTUAT) SUBCUTANEOUS LA; QL (8
TYVASO DPI 4 PA;MO; f;ﬁG%EC;%R per 28 days)
INHALATION QL (112 per MG/2 ML ’
CARTRIDGE 28 days)
WITH INHALER 16 XOLAIR 4 PA; MO;
MCG, 32 MCG, 48 SUBCUTANEOUS LA; QL (1
MCG, 64 MCG AUTO-INJECTOR per 28 days)
75 MG/0.5 ML
XOLAIR 4 PA;MO;
SUBCUTANEOUS LA; QL (8
RECON SOLN 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 viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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XOLAIR 4 PA; MO; MYRBETRIQ 3 MO
SUBCUTANEOUS LA; QL (8 ORAL TABLET
SYRINGE 150 per 28 days) EXTENDED
MG/ML, 300 MG/2 RELEASE 24 HR
ML oxybutynin chloride 1 MO
XOLAIR 4 PA; MO; oral syrup
ggEICI\? C;r]? ;ISEOUS Lﬁ;;z%la;ls) oxybutynin chloride 1 MO
MG/0.5 ML p y oral tablet 5 mg
. ] ] oxybutynin chloride 1 MO
XOPENEX HFA 2 831;)’ MO3’ (?L oral tablet extended
Ei p)er release 24hr
ays
XYTROL MO; QL (8
YUPELRI 4 PA; MO:; © © O; QL (
QL (90 per per 28 days)
30 days) solifenacin 1 MO
zafirlukast MO tolterodine 2 MO
zileuton MO TOVIAZ 3 MO
ZYFLO MO trospium 1 MO
UROLOGICA VESICARE 3 MO
LS VESICARE LS 3 MO
ANTICHOLINE BENIGN
RGICS / PROSTATIC
ANTISPASMODI HYPERPLASIA(
CS BPH) THERAPY
darifenacin 1 MO alfuzosin 1 MO
fesoterodine 1 MO AVODART 3 MO
flavoxate 1 MO dutasteride 1 MO
GEMTESA 3 MO dutasteride- 3 MO
tamsulosin
mirabegron 2 MO i
inasteride ora
finasterid [ 1 MO
glgffETRIQ 3 tablet 5 mg
SUSPENSION,EXT JALYN 4
ENDED REL PROSCAR MO
RECON

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
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RAPAFLO ORAL 3 MO VIT AMINS,
RAPAFLO ORAL 3 / ELECTROLY
CAPSULE 8 MG TES
silodosin 1 MO
: ELECTROLYTE

tamsulosin 1 MO S
UROXATRAL 3 MO klor-con 10 1 MO
¥SISCELLANEO klor-con 8 1 MO
bethanechol chloride 1 MO klor-con m15 1 MO
CIALIS ORAL 3 PA;QL(30 klor-con m20 . MO
TABLET 5 MG per 30 days) klor-con oral packet 3 MO
CYSTAGON PA: LA 20
ELMIRON 2 MO l?aqgn?sium sulfate 3 MO

injection solution
potassium citrate 1 MO . / 3
oral tablet extended mqgn?szum s.u lfate
release injection syringe
PROCYSBI ORAL 4  PA:MO 1;‘;“532’5”;7 Chll"’”’d‘ 3
GRANULES DEL ~Y.4)7onac
RELEASE IN potassium chloride 3
PACKET in 0.9%nacl
RIVFLOZA 4 PA intravenous .

parenteral solution
tadalafil oral tablet 3 PA; MO; 20 meq/l, 40 megq/!
2.5 L (60

e (320 d(a sf ° potassium chloride 3
y in5 % dex
tadalafil oral tablet 3 PA; MO; intravenous
5mg QL (30 per parenteral solution
30 days) 20 megq/I

UROCIT-K 10 3 MO potassium chloride 3
UROCIT-K 15 3 MO in lr-d5 intravenous

parenteral solution

20 megq/l

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

in water intravenous d5-0.2%nacl

piggyback 10 intravenous

meq/100 ml, 20 parenteral solution

meq/100 ml, 40 20 meq/l

meq/100 ml potassium chloride- 3

potassium chloride 3 d5-0.9%nacl

intravenous sodium chloride 0.45 3 MO

potassium chloride 1 MO % intravenous

oral capsule, sodium chloride 3 % 3

extended release hypertonic

p otass ium chloride 3 MO sodium chloride 5 % 3 MO

oral liquid hypertonic

potassium chloride 3 MO TPN B

oral packet ELECTROLYTES

potassium chloride 1 MO MISCELLANEO

oral tablet extended

release 10 meq, 8 U IR TR

meq PRODUCTS

POTASSIUM 3 MO AQNEURSA 4 PALA

CHLORIDE ORAL CLINIMIX PA

TABLET 5%/D15W

EXTENDED SULFITE FREE

RELEASE 15 MEQ CLINIMIX 3 PA

potassium chloride 1 4.25%/D10W SULF

oral tablet extended FREE

release 20 meq CLINIMIX 5%- 3 PA

potassium chloride 1 MO D20W(SULFITE-

oral tablet,er FREE)

particles/crystals 10 CLINIMIX E 3 PA

meq 4.25%/D10W SUL

potassium chloride 1 FREE

e CNMXE 3 A

0
meq, 20 meg ;ﬁégo/DSW SULF
potassium chloride- 3

0.45 % nacl

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
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CLINIMIX E 3 PA

5%/D15W SULFIT

FREE

CLINIMIX E 3 PA

5%/D20W SULFIT

FREE

CLINISOL SF 15 % 3 PA

DOJOLVI 4 PA; MO;
LA

electrolyte-a 2

intralipid 3 PA

intravenous

emulsion 20 %

INTRALIPID 3 PA

INTRAVENOUS

EMULSION 30 %

ISOLYTE SPH 7.4 3

ISOLYTE-P IN 5 % 3

DEXTROSE

NUTRILIPID 3 PA

PLASMA-LYTE A 3

PLENAMINE 3 PA

premasol 10 % 3 PA

PROSOL 20 % 3 PA

travasol 10 % 3 PA

TROPHAMINE 10 3 PA

%

VITAMINS /

HEMATINICS

fluoride (sodium) 1 MO

oral tablet

prenatal vitamin 1 MO

oral tablet
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Index

abacavir.............ccceeeveveecenennen. 2 ADALIMUMAB-AATY(CF) AlA-COFE e, 78
abacavir-lamivudine................... 2 AICROHNS.......ccoveereee 111 ALA-SCALP.....ccoveveeree. 78
ABELCET....cccoooiiieieeeee 1 ADALIMUMAB-ADAZ........ 111 albendazole................................. 7
abigale lo...............ccueeeeen... 117 ADALIMUMAB-ADBM albuterol sulfate.............. 127, 128
ABILIFY oo, 46 (PREFERRED NDCS ALBUTEROL SULFATE...... 128
ABILIFY ASIMTUFII............. 46 STARTING WITH 00597) alclometasone........................... 78
ABILIFY MAINTENA............ 46 e 111,112 alcohol pads.............................. 86
abiraterone................cceeuen... 14 ADALIMUMAB-ADBM(CF) ALDACTONE........cccoveirnnnee. 60
abirtega............ccocevevceneencn. 14 PEN CROHNS (PREFERRED ALECENSA ... 14
ABRILADA(CF)..ccocveieiennee 110 NDCS STARTING WITH alendronate...............ccue....... 109
ABRILADA(CF) PEN............ 110 00597) ccuuiieiieeieeeeeeeee e, 112 alfuzoSin..........cccueeeeeeeeeennnnn 135
ABRYSVO (PF)...cccceeeuvennnne. 106 ADALIMUMAB-ADBM(CF) AlISKIFen .........cooouevveviniein, 60
ABSORICA.......ccoveeeee 74 PEN PS-UV (PREFERRED ALKINDI SPRINKLE.............. 85
ABSORICA LD........cccvveuenee. 74 NDCS STARTING WITH allopurinol..................ccueu... 109
ACAMPTOSALE ......vveeeeeeeraareanns 81 00597) i, 112 allzital............ooccueeeeeaann. 39
ACANYA ..o, 74 ADALIMUMAB-RYVK........ 112 almotriptan malate.................... 33
aACarbose............cueeeeveeecieannn. 86 adapalene...................ccccuveeun..... 74  ALOGLIPTIN.......ccovvveerennee. 86
ACCULANE .. 74  adapalene-benzoyl peroxide.....74  ALOGLIPTIN-METFORMIN. 86
acebutolol................ccccuevennee. 60 ADBRY..ccoooviiiiiieiiiieeee, 72 ALOGLIPTIN-
acetaminophen-codeine............ 39 ADCIRCA......ccooiieeiieen, 127 PIOGLITAZONE..................... 87
acetazolamide......................... 125 ADDERALL.....ccceeiieiine 46  alosetron............cccceeceveveeennnnn. 96
ACELIC ACIA ....nveveveaaeaeeaanne 85 ADDERALL XR......ccccceuuene. 46 ALPHAGANP....coeeenene 126
acetylcysteine......................... 127 adefovir.........cccceveeeceeniaeanne. 2 ALREX ..., 126
ACIPHEX .....coooiiiviiiiiiene, 101  ADEMPAS.....ccooiieiieee 127 altavera (28) .......cccceeueeeuennn.e. 120
ACTIVELIN .o, 69 ADLARITY ..ccoooiviiieieee 35 ALTRENO.....ccccooiiiiiieiee 74
ACTEMRA.................... 110,111  ADMELOG SOLOSTAR U- ALUNBRIG.......ccoceviiriiie 15
ACTEMRA ACTPEN............. 110 100 INSULIN....cooirierieinens 86 ALVAIZ..coiiiiiiieie, 64
ACTHAR ..., 85 ADMELOG U-100 INSULIN ALVESCO.....cooevieieieeienne 128
ACTHAR SELFJECT.............. 85 LISPRO....ccooiiiiiiiiiiiiieeee, 86 alyacen 1/35 (28) ...ccccveeueen.e. 120
ACTHIB (PF)..cccveieiiiee 106 ADVAIR DISKUS................. 127  ALYFTREK.......ccooveinee. 128
ACTIMMUNE.........ccoovenn. 103 ADVAIRHFA........ccocvei. 127 Qlyq e 128
ACTIVELLA......ccoeverenee. 117 ADZENYS XR-ODT................ 46  amantadine hcl............................ 2
ACTONEL.......ccvvieieieee. 109  AFINITOR......ccooeveieiine 14 AMBIEN.....coooiieieeeee 46
ACTOPLUS MET........cccc..... 86 AFINITOR DISPERZ.............. 14 AMBIENCR.....ccceeiiiee. 46
ACTOS ..o 86 AFREZZA ..o 86 AMBISOME.........cccveiieenee 1
ACULAR....ccooiiiiiieiieeien, 124 AGAMREE........cccoooiiiiie. 85 ambrisentan............................ 128
ACULARLS......covveieenen. 124 AGRYLIN.....ccooiiiiiiirieeeee 81  amcinonide...............cccoeueuen... 78
ACUVAIL (PF)..cccveiiienen. 124 AIMOVIG AUTOINJECTOR..33  amikacin.........ccccoeevecveeuveenannnnn. 7
aAcyclovir ........cccueveceveeeeeannn. 2,77 AIRDUO RESPICLICK......... 127  amiloride................ccccuueeeuenn... 60
acyclovir sodium......................... 2 AIRSUPRA......ccccoeeiiee 127  amiloride-hydrochlorothiazide . 60
ACZONE.....coooiiiiiiiieeien, 74  AJOVY AUTOINJECTOR...... 33 amiodarone......................c....... 59
ADACEL(TDAP AJOVY SYRINGE................... 33 AMITIZA ..., 96
ADOLESN/ADULT)(PF)....... 106 AKEEGA......ccooiiiiiiiiiee 14 amitriptyline...............ccceeueen.... 46
ADALIMUMAB-AATY ........ 111 AKLIEF oo 74
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AMIJEVITA (PREFERRED APTIOM.....cccviieiiie e, 26  atovaquone-proguanil................. 8

NDCS STARTING WITH APTIVUS ..ot 2 ATRALIN.....ccoiiiriieciee 74
55513) i 112 AQNEURSA.......ccciie 137 atropine..........cccueeeeeeenenn. 124
amlodipine..............cccoceeeuenuce. 60 ARALAST NP....ccoovriiriiiene 81 ATROVENTHFA................ 129
amlodipine-atorvastatin............ 66 aranelle (28) .....ccoeeveeeeeeennnne. 120 ATTRUBY .coooiiiieiiieiieeiees 68
amlodipine-benazepril.............. 60 ARANESP (IN AUBAGIO.......ccvveeieeeeee. 35
amlodipine-olmesartan............. 60 POLYSORBATE).......... 103, 104  aubra eq........cccceeeeeeevanncnnee. 120
amlodipine-valsartan................ 60 ARAVA. ..o, 112 AUGMENTIN.....ccceevvvieeiens 11
amlodipine-valsartan- ARAZLO....coooiiiiiiiicee, 74  AUGMENTIN ES-600............. 11
hethiazid ..........oocueeeeeeeneeean, 60 ARCALYST...coooviiiieenen. 104  AUGTYRO...cooooiiiiiieenee, 15
ammonium lactate..................... 72 AREXVY (PF)..ccoiiiiiiiies 106 AURYXIA....cooooiiiiiieiieeeen, 81
AMNESLEON ..., 74 arformoterol............................ 128 AUSTEDO......cccevveerreiiennne. 35
AMOXAPINE ..., 47  ARICEPT.....ccoooiieiee 35 AUSTEDO XR.....cooovvviveienne 35
amoxicil-clarithromy- ARIKAYCE.....cccooviiiiniiiicnene 8 AUSTEDO XR TITRATION

[ansopraz............ccceeeeeeeeeenne.. 101  ARIMIDEX......cccceeviviirenneen. 15 KT(WKI-4).ooiioiiiiieieeenee 35
amoxicillin................cc........ 10, 11 aripiprazole............................... 47  AUVELITY ..ooviiiiiiiiiiieeee 47
amoxicillin-pot clavulanate...... 11 ARISTADA.....ccooeieeieieee 47  AUVI-Qu.ooiieiiiiiiieeeee 126
amphetamine sulfate................. 47 ARISTADA INITIO................. 47 AVALIDE......cccccooviiieie. 60
amphotericin b..................c........ I ARIXTRA ..o, 64 AVAPRO.....ccoooiiiiii 60
amphotericin b liposome............. 1 armodafinil..................cccue....... 47  AVEED...ciiiiiiieieeen 93
ampicillin...........ccccoeveeeeeence. 11  ARNUITY ELLIPTA............. 128  aviane..........ccocveevivinnueennnnn. 120
ampicillin sodium...................... 11 AROMASIN.....ccovvivireieeeee, 15 AVMAPKI-FAKZYNJA.......... 15
ampicillin-sulbactam................ 11 ARTHROTEC 50..................... 43 AVODART.....ccoveeieeienn 135
AMPYRA ..ottt 35 ARTHROTEC 75.....cccevveneenne. 43 AVONEX.....ccoooiviniinenne. 104
AMRIX ..o 38 ascomp with codeine................. 39 AVYCAZ..oiiiiieeeeee, 6
AMZEEQ.....coiiiiiieeeiieeees 74  asenapine maleate................... 47 AYVAKIT....coooieeeeeee, 15
ANAFRANIL ....cccccoviiiriinne A7 ashlyna..........cccevceeeeveennennne. 120 AZACTAM...ccoiiiiiiieiee, 8
anagrelide..............ccccoeevevennn. 81 ASMANEX HFA......ccccooene. 128 AZASAN ..o, 15
anastrozole..............c.coceeeeeuee. 15 ASMANEX TWISTHALER AZASITE ..o, 122
ANCOBON.......ccccviiiieeiiee, I e 128, 129  azathioprine................ccceueenn.... 15
ANGELIQ.....coooiiiiiiiiinneens 117  aspirin-dipyridamole................ 65 azelaic acid...............cccen.... 74
ANNOVERA........ccoiiiee 119 ASSURE ID INSULIN azelastine........................ 84, 124
ANORO ELLIPTA................. 128 SAFETY ceoviiiiiiieiieeeeieee 108  azelastine-fluticasone............. 129
ANUSOL-HC.......ccocvviiiine 96 ASTAGRAF XL...ccooovvvvrrinnn 15 AZELEX...coiiiiiiiiiniiicnnne 74
APIDRA SOLOSTAR U-100 ATACAND ..ot 60 AZILECT ..cccoiieiiiieieeeeee 32
INSULIN ...oeeiiiiiiniieicieee 87 ATACAND HCT........cccoeeunee. 60  azithromycin............cccccoueevenne. 7
APIDRA U-100 INSULIN....... 87  atazana@vir ............c..ccceeeueennen. 2 AZOPT...ccoiiiiiiiiiiieee, 125
APLENZIN ....ccoviiiieeee 47 ATELVIA.....ccoiiieieeee 110 AZOR..ooiiieeeeeeee, 60
APOKYN ..ottt 32 atenolol............cccevevvvnnencnn. 60 AZSTARYS....coooiiiiiiiiiiee 47
apomorphine...............ccceeeue... 32 atenolol-chlorthalidone............ 60  aztreonam..............cceeeeeveeennann. 8
apraclonidine.......................... 126 ATIVAN.....ccoiiiiiieieeceee 47 AZULFIDINE........ccccoeviiennn 96
APYePItant............coecueeeeueenenncn. 96  atomoxetine............cccoeeuveeeuennn. 47 AZULFIDINE EN-TABS......... 96
APV L ceeveeiieeceeeeee e 120 ATORVALIQ.....cccvveervrenenns 66 azurette (28)....ccoeeeeeeeeeaannn. 120
APRISO...ccoiiiiiiiiiiiieecee, 96  atorvastatin..............ccceeueen... 66  bacitracin...........cccceceeeueeueenen. 122
APTENSIO XR....ccceeevvieeinns 47  atovaquone...............ccceeeeveeennenn. 8  bacitracin-polymyxin b........... 122
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baclofen............ccoeeevuveeeveencnnn. 38 BEXSERO......ccoceevvviereee. 106  buprenorphine hci..................... 40

BACTRIM......oovieiieieeieees 12 BEYAZ..oooiieieeiee, 120 buprenorphine transdermal
BACTRIM DS......ccvveeeee 12 bicalutamide............................. 15 patch....eeeeceeecieeeeene. 40
BAFIERTAM......cccoeviieiies 35 BICILLIN C-R...ccceeiveiinnne 11 buprenorphine-naloxone........... 44
BALCOLTRA........cceeueene 120 BICILLIN L-A...ccoeeviieieee. 11 bupropion hcl...................... 47,48
balsalazide..................ccuo........ 96  BIDIL...cooieeeeieeeeeeeee 60 BUPROPION HCL................... 48
BALVERSA.......cooviiies 15 BIJUVA....iieee, 117  bupropion hcl (smoking deter)..84
balziva (28) .....coeveeeeeeaannnn. 120 BIKTARVY ..o, 2 buspirone...........ccceoeeeeeueeeennnn. 48
BANZEL....cccoiiiiiiiiiiee, 26 bimatoprost.............ccceceueene. 125 butalbital-acetaminop-caf-cod. 40
BAQSIMI ..o 87 BIMZELX.....cccooevveirenne. 69, 70  butalbital-acetaminophen......... 40
BARACLUDE........ccccevviiien. 2  BIMZELX AUTOINJECTOR..69  butalbital-acetaminophen-caff..40
BASAGLAR KWIKPEN U- BINOSTO.....cceeieeiieiie, 110  butalbital-aspirin-caffeine........ 40
100 INSULIN......ccovieeieeeen. 87  bismuth subcit k-metronidz-tcn butorphanol...................c........... 44
BASAGLAR TEMPO e 101  BUTRANS. ...ttt 40
PEN(U-100)INSLN................... 87  bisoprolol fumarate.................. 60 BYLVAY ..o, 97
BAXDELA........cccveeeeeeee 12 bisoprolol- BYSTOLIC.........coevieeieeene 60
BCG VACCINE, LIVE (PF)..106  hydrochlorothiazide.................. 60 cabergoline..................ccuveuu...... 93
BD PEN NEEDLE.................. 108  BIVIGAM......cceiieieieenne 106 CABLIVI....ooooiiiieeeee 65
BELBUCA ..o 40  Dlisovi 24 fe......ccouveeieieeucnnnnne. 120  CABOMETYX...ccoeooviniiiinene 15
BELSOMRA.........cooveiiiiee 47  blisovife 1.5/30 (28)............... 120 CABTREO.....cccceiieiiieieee. 74
benazepril............ccccoeeuveuennn. 60 BONIJESTA.....ccoiiiiiieeen, 96 CADUET.....ccoovieiiiiiieieens 67
benazepril- BONSITY ..oviiiiiieeieeee, 110 calcipotriene................cu.c........ 70
hydrochlorothiazide.................. 60 BOOSTRIX TDAP................. 106 CALCIPOTRIENE................... 70
BENICAR.......cooiieieiieeeee 60  bosentan...........cccceeeveeueenenn. 129  calcipotriene-betamethasone....70
BENICAR HCT......ccccvvees 60 BOSULIF.....cccoovvieiiieieee 15  calcitonin (salmon................... 93
BENLYSTA. ..o 113 BRAFTOVI.....ccooovieiiee, 15 calcitriol............oceeeennnn. 70, 93
BENZAMYCIN......coceviriene 74 BREO ELLIPTA.................... 129 CALQUENCE
benztropine..............ccoueeeveennn.. 32 DreYnA....ceeeeceeeieeeeen 129 (ACALABRUTINIB MAL)..... 15
bepotastine besilate................ 124 BREZTRI AEROSPHERE.....129 CAMBIA.......c.cooviiieieeee. 44
BEPREVE.......ooviiiiiee 124 briellyn.......ceeeeeceeeeeeeeeian, 120 camil@..........ccccueeeeveaaeaaannnn. 117
BERINERT ......cccvviiiiiieees 129  BRILINTA....ccooiiiieeeeeeieeee 65 camrese lo..........cuueeeueeannnn.. 120
BESIVANCE.......ccccoviiiinne. 122 brimonidine....................... 74,126 CAMZYOS....cooiviieieen 68
BESREMI......cccoooiiiiiiies 104  brimonidine-timolol................. 125 CANASA...coiee, 97
betaine...........ccoeeveevinoennannn 96  brinzolamide........................... 125  candesartan...................c.cc..... 60
betamethasone dipropionate.....78  BRIVIACT .......ccccovvvvvcrveennnen. 26  candesartan-

betamethasone valerate............ 78  bromfenac............cccccueeuenne.. 124 hydrochlorothiazid.................... 60
betamethasone, augmented....... 78  bromocriptine........................... 32 CAPLYTA....coiiiee, 48
BETAPACE AF.....ccoveiee 59 BROMSITE......ccocvvviienne. 124 CAPRELSA......ccoeiieeee. 15
BETASERON.......ccceevvieee. 104 BROVANA........ccciiiiee 129 captopril...........coceeeveeeeannnnn. 60
betaxolol........................... 60,123  BRUKINSA ..o, 15 CARAFATE.....ccoooiiiiine. 101
bethanechol chloride.............. 136 BRYHALI.......ooviiiiieee. 78 CARBAGLU.......cocvveiien. 81
BETHKIS. ... 8 budesonide....................... 96, 129  carbamazepine.......................... 26
BETIMOL........cccvvviieeeiee 123 budesonide-formoterol............ 129 CARBATROL.........cccevvreeren. 26
BEVESPI AEROSPHERE..... 129  bumetanide................................ 60 carbidopa..................cccueeueue... 32
bexarotene..............cccueeecuueann... 15 BUPHENYL....ooiiiiiieen. 81  carbidopa-levodopa.................. 32
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carbidopa-levodopa- cevimeline...........ccoevveeevvenne.. 81 clindacin etz.............ccceuuveun.... 74

ERLACAPONE .....ccueeeeaeeaeeaaannnn 32 CHEMET....oooviiiiiiieeene 81 CLINDAGEL........ccecuvreenne 74
carbinoxamine maleate........... 126 CHENODAL........ccovvevrreeneen. 97 clindamycin hcl........................... 8
CARDIZEM.....ccoovvieiiiiinncnns 60 chlordiazepoxide-clidinium...... 96 clindamycin in 5 % dextrose....... 8
CARDIZEM CD........ccccueeue... 60 chlorhexidine gluconate............ 84  clindamycin pediatric................. 8
CARDIZEM LA.........ccceuee.. 60 chloroquine phosphate................ 8  clindamycin phosphate. 8,75, 119
CARDURA........ccovvereen 60, 61 chlorpromazine......................... 48  clindamycin-benzoyl peroxide.. 75
CARDURA XL....cccecvveerrenee 61 chlorthalidone........................... 61 clindamycin-tretinoin................ 75
carglumic acid.......................... 81  chlorzoxazonme........................... 38 CLINDESSE......ccoceviviennne. 119
carisoprodol..................ocuue.. 38 CHOLBAM......ccoovvieeieeen. 97 CLINIMIX 5%/D15W
CARNITOR......ccoveeeveeeieenee. 81  cholestyramine (with sugar).....67 SULFITE FREE.................... 137
CAROSPIR.........ooevveieeiieis 61 cholestyramine light.................. 67 CLINIMIX 4.25%/D10W
carteolol..............ccouvveeeeennn. 123 CIALIS..cooieeeeeeee, 136 SULF FREE......cccocceie. 137
CATLIA Xl e 61 CIBINQO.....cooeeviiiiriieeenne 72 CLINIMIX 4.25%/D5W
carvedilol .............cccoeeuveeeuennnne. 61  CiclopiroX......cccceeeeceeeeeiieenan, 76  SULFIT FREE...........cccuveenne. 81
carvedilol phosphate................. 61 cilostazol..............cccccouueenenn.. 65 CLINIMIX 5%-
CASODEX....cccovirieniieieeenne 15 CILOXAN..coooiiiniiiinieiiens 122 D20W(SULFITE-FREE)........ 137
CASPOFUNGIN ... I CIMDUO....cccoeiiiiiieeeieeene 2 CLINIMIX E 2.75%/D5W
CAYSTON....ooiiiiiiiiinieeene 8 cimetidine..............cccccoueeuenn. 101  SULF FREE......ccccoceiviiinn. 81
cefaclor.........uuuevveeeveeniiaannnn. 6 cimetidine hcl.......................... 101  CLINIMIX E 4.25%/D10W
cefadroxil...............ccevevccnennnin. 6 CIMZIA......cooiiiiiieee. 97 SULFREE.......cccooiiniinnn 137
CefAZOLIN .., 6 CIMZIA POWDER FOR CLINIMIX E 4.25%/D5SW
COfAINIF .o, 6 RECONST....coooiiiieieee 97 SULF FREE......ccoceviniennee. 137
CEfePIME......cueeeeviiicirieenn, 6 cinacalcet..........coceeeevecueannnn. 93 CLINIMIX E 5%/D15W

CEfIXIME ..o 6 CINRYZE....coooiiiieine 129  SULFIT FREE.......cccceevennnne. 138
cefotetan ............uevenvinucnnnnnne. 6 CIPRO....ccciiiiiiiiiiies 12 CLINIMIX E 5%/D20W

CEfOXTHIM e, 6 CIPROHC......ooovieieie 85 SULFIT FREE........cccccecuennnene. 138
cefpodoxime..............ccceeevuveenne.. 6 ciprofloxacin hcl......... 12,85, 122  CLINISOL SF 15 %............... 138
COfPrOZil ...cceeeaeeieeaeiee 6 ciprofloxacin in 5 % dextrose... 12 clobazam....................c.ccceeu..... 27
ceftazidime............ccceeeveeecuenennen. 6 ciprofloxacin-dexamethasone...85  clobetasol..................ccuuo....... 78
ceftriaxone...............wueeenee.. 6,7 CITALOPRAM.........cceeveuee. 48  clobetasol-emollient.................. 79
cefuroxime axetil...............c........ 7T citalopram...............cceeeeeeene... 48 CLOBEX....coooiiiiiiiiieeieee 79
cefuroxime sodium...................... T clar@vis.......eeeeeeeeeieeeeeenn, 74  clocortolone pivalate................ 79
CELEBREX.....ccccooeviiiniinnn 44  CLARINEX.....ccccoooininiinnnn 126 clodan..............ccoouevevuenncnnne. 79
celecoxib..........cucvveveueencnnnannn. 44 CLARINEX-D 12 HOUR........ 126  clomipramine..................c........ 48
CELEXA ..o, 48  clarithromycCin...............ccccuue... 7 clonazepam.................ccccceu.... 27
CELLCEPT ..., 15  clemastine....................... 126, 127  clonidine............cccceeeeeeeecnnnnn... 61
CELONTIN....coovtvieieieeieinne 26  CLENPIQ...ccoocimieieeeieenee. 97  clonidine hcl........................ 48, 61
cephalexin...........ccccoeveveeeennnnn. 7 CLEOCIN.....cccveiiereannn, 8,119 CLONIDINE HCL.................... 61
CEQUA. ..., 124  CLEOCIN HCL.........cccvvvenrennne. 8 clopidogrel................ccoueeueennn. 65
CEQUR SIMPLICITY ........... 108 CLEOCIN PEDIATRIC............. 8 clorazepate dipotassium........... 48
CEQUR SIMPLICITY CLEOCIN T...viiiiiieeeeieeees 74  clotrimazole.......................... 1,77
INSERTER......cceoiiiiiiinen. 108 CLIMARA......cooiiiiee 117  clotrimazole-betamethasone..... 77
CERDELGA.......cccvieiieeieens 93 CLIMARA PRO.......cceennen. 117 clozapine..............ccoeeeuveeuenn.n. 48
CELTIZINE ..o, 126  clindacin..............ccccceeueenneen.. 74 CLOZARIL.......cccoeviiiiaenne 48
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COARTEM.....ccceviiiiiieene 8 CREXONT.....cocviiiiiiieee. 32 DAPAGLIFLOZ

COBENFY ..coviiiiiiiieiceee 48 CRINONE.......ccceviriiiiene. 117 PROPANED-METFORMIN.....87
COBENFY STARTER PACK.48 cromolyn................... 97,124,129 DAPAGLIFLOZIN

codeine sulfate.......................... 40 CrOtanN ......coveeeieiiiiec 81 PROPANEDIOL..........ccceeueenee. 87
codeine-butalbital-asa-caff.......40  cryselle (28) .......cccoveveuveennen.. 120 dapsone...........ceecuveeeuennn... 8,75
colchicine............cccouuueeuenn.. 109 CTEXLI..oooooiiiieieeieeeeee 97 DAPTACEL (DTAP
colesevelam...............c.ccu...... 67 CUPRIMINE..........coeeunnn.ne. 113 PEDIATRIC) (PF).................. 106
COLESTID....oooteieieeeeee 67 CUVPOSA.....cccooieieeeeee. 96 DAPTOMYCIN.....c.eovevreirnne 8
colestipol...........cccoeeceeecevennennn. 67 CUVRIOR........ccoeeieirnen. 81  daptomycCin...........cccevueveeeeeeanen. 8
colistin (colistimethate naj......... 8 cyclobenzaprine........................ 39 DARAPRIM......ccovvviiieieeen. 8
COMBIGAN........ccevteevieenen. 125  cyclophosphamide..................... 16  darifenacin.............................. 135
COMBIPATCH.......ccccceeueene 117  CYCLOPHOSPHAMIDE........ 16 darunavir............ccccevcveveenennnn. 2
COMBIVENT RESPIMAT....129  cycloserine...........cccceeevuveeerunann... 8 dasatinib..............cccoueevuveannnen.. 16
COMETRIQ.....cccceriiieiienne. 16 CYCLOSET....cccoovviriiniiiennn. 87 DAURISMO.......ccoceviiriiinne 16
COMFORT EZ PRO SAFETY cyclosporine...................... 16,124 DAYBUE......ocoiiiiiieeee 35
PENNDL.....coteeiieieeee 108  cyclosporine modified............... 16 DAYPRO....cooviieiiiees 44
COMPLERA.......cocevieiiine 2 CYLTEZO(CF)..ccoooerieiennne. 113 DAYTRANA.....ccoiiirieeeee 48
COMPIO e, 97 CYLTEZO(CF) PEN.............. 113 DAYVIGO....ccoooveieiieee. 48
CONCERTA ..ottt 48 CYLTEZO(CF) PEN DDAVP ..o 93
CONDYLOX...cooeiieierieieennne 72 CROHN'S-UC-HS.................. 113 deblitane...............cccceeueeuee..... 117
CONSTUIOSE ... 97 CYLTEZO(CF) PEN deferasirox........................ 81, 82
CONZIP....cvveiieieieeie, 44  PSORIASIS-UV.....ccceevennen. 113 deferiprone...............coceeuuenn..... 82
COPAXONE.....cccoovieeiieeiene 35 cyproheptadine....................... 127  deflazacort................ooeuueeen..... 85
COPIKTRA ......oeeiiieiieeieene 16  cyredeq........ueeeeeeeeaaaaannn. 120 DELESTROGEN.................... 117
CORDRAN TAPE LARGE CYSTADANE......cocvieine. 97 DELSTRIGO......ccceecvreiennen. 2
ROLL ..cooiiiiiiiiieeee, 79 CYSTADROPS.........ccoueee. 124 demeclocycline.......................... 13
COREG.....ccoiiiiieiieieeeeen 61 CYSTAGON.....ccocvviirieiene 136 DEMEROL......cccccvviiiiiiinne 40
CORLANOR.......cccovieieene 68 CYSTARAN.....ccoovereenee. 124 DEMEROL (PF)...ccccccvevuvennnnee. 40
CORTEF.....cooiiiiiiniiieciien, 85 CYTOMEL......ccoceviiiriiinnene 95 DEMSER.....ccoiiiiiiiiiice 61
CORTIFOAM........cocvvveeeneen 97 CYTOTEC.....cooiiiireienee. 101  DENAVIR. ...t 77
CORTROPHIN GEL................ 85 d10 %-0.45 % sodium chloride 81 DEPAKOTE........ccccccvveennnenn. 27
COSENTYX ..ot 70 d2.5 %-0.45 % sodium DEPAKOTE ER.......cceevnenne 27
COSENTYX (2 SYRINGES)...70  chloride..............ccoocueeeeeuanennn 81 DEPAKOTE SPRINKLES....... 27
COSENTYX PEN (2 PENS)....70  d5 % and 0.9 % sodium DEPEN TITRATABS............ 113
COSENTYX UNOREADY chloride............ccoeevevceennnn. 81 DEPO-ESTRADIOL.............. 117
PEN ..o, 70 d5 %-0.45 % sodium chloride.. 81 DEPO-PROVERA.................. 117
COSOPT .....ooveiieeieeeieeen 125  dabigatran etexilate.................. 65 DEPO-SUBQ PROVERA 104118
COSOPT (PF)eeeieieieeeee 125 dalfampridine............................ 35 DEPO-TESTOSTERONE........ 93
COTELLIC.....cccevierieiiiiiee 16 DALIRESP.....ccccovviiinn. 129 DERMA-SMOOTHE/FS
COTEMPLA XR-ODT............. 48 DALVANCE.....cccooiiiiieine 8 SCALPOIL.....cccveieiieinee 79
COZAAR. ..o, 61 danazol..........ccccovvviieiannne. 93 DERMOTICOIL...........cc........ 85
CRENESSITY ..oooviviiiieieenne 93  DANTRIUM.....ccceovriiieirnne 39 DESCOVY ..o 2
CREON......cooieeeeeeeeee e 97 dantrolene...................ccccuueun.... 39 desipramine.............coeeeuuennn... 48
CRESEMBA.......cccooiiiiiiiiiie 1 DANZITEN....ccooiiiiieiene 16  desloratadine.......................... 127
CRESTOR.....ccovveeiieiieeieas 67 desSmopressin..........ccueeecuveenn.. 93
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desonide..............ccccccvvuenenunen. 79  DILANTIN-125.....cccceiinnne 27 DUAKLIR PRESSAIR........... 129

DESOWEN.....cccooiiiiniiiiiene 79  DILAUDID......ccceoeriireienee 40 DUAVEE....ccccoiiiiiiiiiiene 118
desoximetasone......................... 79  diltiazem hcl................ccccc... 61 DUETACT ....ccoiiiiiiiiiiies 87
DESVENLAFAXINE............... A8 dilt-XV oo 61 DULERA......cccociiiiiiie 129
desvenlafaxine succinate.......... 48  dimethyl fumarate..................... 35  duloxetine.............ccccuueeeueane... 49
dexamethasone.......................... 85 DIOVAN....ccoooieeeeeeeee 61 DUOBRII......cccoeeviieieieenee 79
dexamethasone sodium DIOVAN HCT....coovviiieine 61 DUOPA.....cooiieeee 32
phosphate.................ccceeuen.. 126  DIPENTUM.....ccceooviieiieieee 97 DUPIXENT PEN................ 72,73
DEXEDRINE SPANSULE......48  diphenoxylate-atropine............. 96 DUPIXENT SYRINGE............ 73
DEXILANT ...ccoiiiiiiiieienene 101 DIPROLENE DUREZOL......cccceviiieiinne. 126
dexlansoprazole...................... 101 (AUGMENTED).......ccceeune.e. 79  dutasteride...................cc........ 135
dexmethylphenidate.................. 49 dipyridamole............................. 65  dutasteride-tamsulosin............ 135
dextroamphetamine sulfate....... 49  disopyramide phosphate........... 59 DUVYZAT...ooviiiieeieeeen. 82
dextroamphetamine- disulfiram............cccccoeeveeenenne. 82 DYANAVEL XR.....coevveeennee. 49
amphetamine...............c.ccccueenn. 49  DIURIL.....coovveiiieeieeeieeee, 61 DYMISTA ... 129
dextrose 10 % and 0.2 % nacl..82  divalproex............cccccccvevuenne.. 27 DYRENIUM......ccoooviiiiiien. 61
dextrose 10 % in water (d10w).82 DIVIGEL........c.ccccoeevieiiennnnnn 118 DYSPORT....ccccoeiieiieiiens 106
dextrose 5 % in water (d5w).....82  dofetilide..............cccccccceeen.... 59  ee.s 400 7
dextrose 5%-0.2 % sod DOJOLVI ..o 138 EBGLYSSPEN.....ccccoviiiiiens 73
chloride.............cccocuveeneincnn. 82 dolishale..................cccceuuce... 120  EBGLYSS SYRINGE.............. 73
DHIVY ..o 32 donepezil...............ccun....... 35,36 econazole nitrate....................... 77
DIACOMIT.....cceviiieiiieene 27 DOPTELET (10 TAB PACK)..65 EDARBI.....cccccceviiiiriiine 61
diazepam............................ 27,49 DOPTELET (15 TAB PACK)..65 EDARBYCLOR....................... 61
diazepam intensol..................... 49 DOPTELET (30 TAB PACK)..65 EDECRIN......cc.coevviieireennns 61
diazoxide.............cccceeuevcueeennnn. 87 DORYXMPC.....ccoeeveieee 13 EDLUAR....cooiiiiieeeeeee 49
DIBENZYLINE.........cccvvennne. 61 dorzolamide........................... 125 EDURANT...cccceoeiieeeeeeeee 2
DICLEGIS.......ccoveeiieieeieees 97  dorzolamide-timolol................ 125 efavirenz..........cceevevvencveacneannen. 2
DICLOFENAC EPOLAMINE.44  dorzolamide-timolol (pf) ......... 125  efavirenz-emtricitabin-tenofov....2
diclofenac potassium................ 44 dOtti.cneeeeeeeieeee 118  efavirenz-lamivu-tenofov disop ...2
diclofenac sodium....... 44,772,124 DOVATO........ccccc 2 EFFEXOR XR......ccccccoeeniiinl. 49
diclofenac-misoprostol............. 44 doxazoSin.........ccccceeveveiieannnn. 61 EFFIENT.......ccoooiiiieee, 65
dicloxacillin.............cccccueenee... 11 doxepin........ceveeveannnnnne. 49,72 EGRIFTASV....iiiiienene 104
dicyclomine............ccocevuveenne... 96 doxercalciferol.......................... 93 electrolyte-a.............cccuuunn..... 138
DIFFERIN......coceeviiniiiiieene 75 doxy-100..........cocuveeveeiniaann, 13 ELESTRIN......cceviiiiiene 118
DIFICID.....vvieiieeiieeeeeeeee 7 doxycycline hyclate................... 13 eletriptan..........ccocevueeveennnen. 33
diflorasone.............ccecueeueen.... 79 DOXYCYCLINE HYCLATE..13 ELFABRIO......ccccccveciireirnee 93
DIFLUCAN......covoieeeieeieeeee, 1 doxycycline monohydrate......... 13 ELIDEL.....ocviiieiieeee 73
diflunisal .............cocueeeveeeenennn.. 44 doxylamine-pyridoxine (vit b6).97 ELIGARD......cc.ccovvvevrvreerinnee. 16
difluprednate........................... 126 DRIZALMA SPRINKLE......... 49  ELIGARD (3 MONTH)........... 16
AIGOXIN ..ot 68  dronabinol....................ccccue...... 97 ELIGARD (4 MONTH)........... 16
dihydroergotamine.................... 33 DROPSAFE ALCOHOL ELIGARD (6 MONTH)........... 16
DILANTIN 30 MG..........c........ 27 PREPPADS.....cccooiiiieee 87 ELIMITE.....cccoviiiiiiiiee 81
DILANTIN EXTENDED 100 drospirenone-e.estradiol-Im.fal120  ELIQUIS..........cccceevevieeiiieennen. 65
MG ..o 27  drospirenone-ethinyl estradiol 120  ELIQUIS DVT-PE TREAT

DILANTIN INFATABS........... 27 droxidopd..............ccoeeeeeeeeene. 82 30D START....ccevieieeeeee 65
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ELMIRON .....cococviiiiiienn. 136 EPIPENJR 2-PAK................. 127  EVEKEO......cccooiiiiiiiiiies 50

eltrombopag olamine................ 65  epitol....oeeeceieieiee 27 EVENITY .o 110
ClUrYIG ..o 119 EPIVIR.....coooiieeee 3 everolimus (antineoplastic) ...... 17
ELYXYB..oooooiiiieeee 33 eplerenone...............ccueueeeunenn.. 61 everolimus
EMEND......coooiiiiiiiie, 97 EPOGEN.....cccoviiiiiieeiens 104  (immunosuppressive)................ 17
EMFLAZA ..o 85 EPRONTIA.....ccooiieeeee. 27 EVISTA...coeeeee 110
EMGALITY PEN....cccccovenennee. 33  EPSOLAY ..o, 75 EVOTAZ..cvoiiiiiiiiieene, 3
EMGALITY SYRINGE........... 33 EQUETRO....cccevieieiee. 27 EVOXAC...iiiieeeene. 82
EMROSI.....cccooiiiiiiiiiiiee, 13 ERAXIS(WATER DILUENT)...1 EVRYSDI......ccceovniiiniinnn 36
EMSAM ..o 49 ERGOMAR.......ccoovviiiiiinne 33 EXELDERM......cccoeviviiinne 77
emtricitabine...............cccocceue... 2 ergotamine-caffeine.................. 33  EXELON PATCH.................... 36
emtricitabine-tenofovir (tdf)....... 2  ERIVEDGE........cccoeeviveine. 16 exemestane...............ccccueun... 17
emtricita-rilpivirine-tenof df.......2  ERLEADA.........cc..cccovvvvrvrennnn. 16  exenatide............cueeeeveeeueeanne... 87
EMTRIVA .....cooiiiiiinieen, 3 erlotinib...........ccoeieeiniennnnn. 16 EXFORGE......ccooeniiiiiinnn 61
EMVERM......oooiiiiiiieee 8 ERMEZA.....ccooiiiiiieee, 95 EXFORGE HCT........cceeuvenee. 61
enalapril maleate...................... 61 1PN, 118 EXJADE...ccooiiiiiiiieeieeeen. 82
enalapril-hydrochlorothiazide..61 ERTACZO.......ccccocvvvvveeuvennnnnn, 77 EYSUVIS....ccoooiiiiie 126
ENBREL.....cccooiiiiieieee. 113 ertapenem.............coueeeeeeeuenne. 8 EZALLOR SPRINKLE............ 67
ENBREL MINI..........ccceennen. 113 erypads.......cceeeeeeceeeeiann, 75  ezetimibe..........ccceeveveueannnnn. 67
ENBREL SURECLICK........... 113 ERYTHROCIN.......ccceeriinne 7 ezetimibe-simvastatin................ 67
ENDARI.....ccooiiiiiiiiies 82  erythromycin....................... 7,122 FABHALTA. ..o, 82
eNAdOCet ..........cccueeceiaiiaairannannn, 40  erythromycin ethylsuccinate....... 7 FABIOR......ccooiiiieeie, 75
ENGERIX-B (PF)......ccoccn..... 106  erythromycin with ethanol........ 75 falmina (28) ....cccueeeveeeenrnann. 120
ENGERIX-B PEDIATRIC erythromycin-benzoyl peroxide.75  famciclovir...............cccceeevence.n. 3
(PF) e 106 ERZOFRI.....cccovvviiinne 49,50  famotidine.............cccccueeuenn... 101
enilloring ..........cccoveevevevucnncnne. 119 ESBRIET.....cociiiiiiiiies 129 FANAPT ..o 50
ENOXAPATIN .....ueveeeeeviecenieen, 65 escitalopram oxalate................. 50 FANAPT TITRATION PACK
ENSKYCE ..., 120  eslicarbazepine......................... 27 A 50
ENSPRYNG.....cccocvvviiieiienne 16  esomeprazole magnesium....... 101 FARXIGA....ccoooiiiiiieieeee 87
ENSTILAR ....ooiiiiiiiieee 70 estarylla...........coceeeeeveenennn. 120 FASENRA.....ccoiiiiieiee 130
entacapone................cocueeeene... 32 ESTRACE.....ccccooviviiiines 118  FASENRA PEN.......ccccceeene 130
CHLECAVIT .eveeeeeaeeeeeeeeens 3 estradiol............ueeeeeeeennnn. 118  febuxostat..............cccveeueennnn. 109
ENTRESTO.....cccovveviveereenee. 69 estradiol valerate.................... 118  feirza...uueeeeeeeeeeeeeeeeen, 120
ENTRESTO SPRINKLE.......... 69 estradiol-norethindrone acet.. 118  felbamate..................ccccccuveun... 27
ENTYVIO PEN.....coceeieee 97 ESTRING.....cccoveieieeee, 118 FELBATOL.....ccceeviieeee. 27
CRULOSE ... 97 eszopiclone...............ccoueun... 50 felodipine..........c.cccccovuevuencne.. 61
ENVARSUS XR....cccoovvvvenne 16  ethacrynic acid.......................... 61 FEMARA. ..., 17
EPCLUSA ..o, 3 ethambutol..................ccueeuenne... 8 FEMLYV..oiiiiiieeie 120
EPIDIOLEX......cccceiiiniiiiiiene 27  ethosuximide...............cccccue... 27  FEMRING.....ccccocevviriiinnne 118
EPIDUO......coiiiiieiiieeeee 75  etodolac............ccceeeeeueanannn, 44  FENOFIBRATE......ccccevuennene. 67
EPIDUO FORTE............c......... 75  etonogestrel-ethinyl estradiol . 119 fenofibrate................ccccccuc... 67
EPINASTINE .......ooeeveaeeaaraannn, 124 etravirine..........ccoeeeeeeeeevveecnnnns 3 fenofibrate micronized.............. 67
EPINEPHRINE....................... 127 EUCRISA.....coieeeeeeeeeee 73 fenofibrate nanocrystallized..... 67
epinephrine.............cceeueeuee.. 127  EULEXIN....cccooiiiiieiierieeiee 17  fenofibric acid (choline)........... 67
EPIPEN 2-PAK.....cccoevvennee. 127 EVAMIST ..o 118  fenoprofen............cueeeenee. 44
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fentanyl...........ccceeeeeeeeceeeennn, 40 fluoxetine.........ccceeevuveeeereecuennn. 50 galbriela................cccuveenen..... 120

FERRIPROX.......ccoevveirirnnne. 82  fluoxetine (pmdd)...................... 50 gallifrey...ecceeeieeieieene. 118
FERRIPROX (2 TIMES A fluphenazine decanoate............ 50 GAMMAGARD LIQUID...... 106
DAY) it 82  fluphenazine hcl........................ 50 GAMMAGARD S-D (IGA <
fesoterodine...................c......... 135 flurandrenolide......................... 80 1MCG/ML) .o 106
FETZIMA. ..o, 50  flurbiprofen.............cccccoueuen.n. 44  GAMMAKED........ccccveruenen. 106
FIASP FLEXTOUCH U-100 Sflurbiprofen sodium................ 125 GAMMAPLEX.......ccovvnenee. 106
INSULIN ..ot 87 FLUTICASONE FUROATE- GAMMAPLEX (WITH

FIASP PENFILL U-100 VILANTEROL........cccceuenneee. 130 SORBITOL)...cccecviriiiene. 106
INSULIN....coiiiieieeieeeee 87  fluticasone propionate...... 80,130 GAMUNEX-C.....cccoeevvrrennnen. 106
FIASP U-100 INSULIN........... 87 FLUTICASONE GARDASIL 9 (PF).....ccc....... 106
FILSPARI......cooiiiiiiiiiiiene 69 PROPIONATE.......cccoeevennn. 130 GASTROCROM.........coevvennnee 97
FILSUVEZ.....cccoviiiiiein. 73  FLUTICASONE PROPION- gatifloxacin.............cceeeeeeueene.. 122
FINACEA ..ot 75 SALMETEROL.............. 130,131 GATTEX 30-VIAL.................. 97
finasteride..................ccuveun..... 135  fluticasone propion-salmeterol GAUZE PAD....cccvveeieeien. 108
fingolimod..............ccccoeeueeuee.. 30 e 130 gavilyte-C......ccoeeeeeceaeaan 97
FINTEPLA......ooovieiiiieeee. 27 fluvastatin..............cceeeeeueenn.. 67  gavilyte-g.......cccooevevvenuennnnne. 97
finzala............cccoueeeeeeveennannnen. 120 fluvoxamine..............cccceuuennn... 51 gavilyte-n.......eeeeeeeeeeneeannen. 97
FIORICET ...c.ccoiiiiniiiiiienee 40 FML FORTE.....ccccoceviiine 126 GAVRETO......ccceviiiiniiiens 17
FIORICET WITH CODEINE.. 40 FML LIQUIFILM................... 126 gefitinib........ccooveeeeeeeeenne. 17
FIRAZYR ..cocviiiiiiiieieee. 130 FOCALIN.....ccocvveiiiiiiiene 51  gemfibrozil...............coueuenne. 67
FIRDAPSE......cccooiiiiieiine. 36 FOCALIN XR....ccooeevverieienene 51 gemmily.......coeeeeeneeeniannne 120
FIRMAGON KIT W Sfondaparinux ...............coce...... 65 GEMTESA. ..o 135
DILUENT SYRINGE............... 17  formoterol fumarate................ 131  generlac.........ceeveeveeecenanann. 97
FIRVANQ...ccooiiiiieieeieeeee 8 FORTEO.....ccoevvveieereeneen. 110 gengraf........ccceeeeeveeceeeeieenen, 17
flac otic Oil..........ceeeeeeeeennn. 85 FOSAMAX ..o 110 GENOTROPIN.......cccveeneee 104
FLAREX ...ccooiiiiiiniiiiiene 126 FOSAMAXPLUSD.............. 110 GENOTROPIN MINIQUICK 104
flavoxate..............oueeeveeenennn. 135  fosamprenavir..................ccuo...... 3 gentamicin..................... 8,76, 123
flecainide..................ccoueeuene.. 59  fosfomycin tromethamine.......... 13 gentamicin in nacl (iso-osm)...... 8
SLECLOF .o, 44 fOSINOPFIl...cc.ueeeeeeaeieeieaan. 61 GENVOYA....ccooieeeeeeee 3
FLEQSUVY ..ot 39  fosinopril-hydrochlorothiazide.62 ~ GEODON.........c.ccccevieniinnnnnen. 51
FLOLIPID....cccvteiiieiiiieeeee 67 FOTIVDA. ..o, 17  GILENYA ..o 36
fluconazole...............cccuvueunnn.. I FRAGMIN.....coooiiiirieee, 65 GILOTRIF...cccooiieiieieeee 17
fluconazole in nacl (iso-osm)...... I FROVA.......oieieieeee, 33 GIMOTI...ccoooeiieieeeee, 97
flucytosine............cccceeeeeveeecnnnn. 1 frovatriptan.................c.ccue...... 33 GLASSIA.....cooeeeeeee 82
Sfludrocortisone.......................... 85 FRUZAQLA.......ccoveieis 17  glatiramer..................cccceueu...... 36
flunisolide...................ccocu.... 130 FULPHILA.......ccooveirenee. 104 glatopa...........ceeeeeeeeeeaneannn. 36
Sfluocinolone................cceeu..... 79  FUROSCIX....cootvieeieiieieeene 62 GLEEVEC.....cccoiiiiieee 17
fluocinolone acetonide oil......... 85  furosemide..............ccceueeuenn.... 62 GLEOSTINE........ccceevvienen. 17
fluocinolone and shower cap.... 79  [yavolv...........cccccuvevcuveenennnnne. 118  glimepiride.................cceeuueen.... 87
fluocinonide...................c......... 79 FYCOMPA......ccocoiiii, 27  glipizide.............ccoueeeuenne.. 87, 88
fluocinonide-emollient.............. 79 FYLNETRA......cccovvirine 104 GLIPIZIDE......ccccovvieiieinens 87
fluoride (sodiumj..................... 138  gabapentin.......................... 27,28 glipizide-metformin................... 88
fluorometholone...................... 126 GALAFOLD......ccccvevveeriennnne. 93 GLOPERBA.......cccoeeieirnn. 109
fluorouracil..................ccuuen..... 73 galantamine................cccuuenn..... 36
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glucagon emergency kit heparin (porcine) ...................... 65 HUMULIN 70/30 U-100

(MUMAN) ... 88 HEPLISAV-B (PF)....c.ccc...... 107  KWIKPEN.......ooiiiiiiiieiee 88
GLUCOTROL XL.....cccccveneenee. 88 HETLIOZ.....ccooovveeieieee, 51 HUMULIN N NPH INSULIN
GLUMETZA ......coovvviiiniiee 88 HETLIOZ LQ....cooevviiieiennne 51 KWIKPEN. ..ot 89
glutamine (sickle cell)............... 82 HIBERIX (PF)..cccooevieiineen. 107  HUMULIN N NPH U-100
glyburide............ccovveceeaeannn. 88 HORIZANT....ccocoveieeenee, 36 INSULIN.....ccoooirieieeeeeeee, 89
glyburide micronized................ 88  HULIO(CF)..coeeevveiveerienne, 113  HUMULIN R REGULAR U-
glyburide-metformin................. 88 HULIO(CF) PEN.................... 113 TO0O INSULN....c.eevvieeieeeeene 89
GLYCATE.....ccctiiiiieeiene 96 HUMALOG JUNIOR HUMULIN R U-500 (CONC)
glycopyrrolate.......................... 96 KWIKPEN U-100..................... 88 INSULIN....ccceviiiieiieeeiieeen 89
GLYXAMBI......ccevvveieieeen 88 HUMALOG KWIKPEN HUMULIN R U-500 (CONC)
GOCOVRI.....coceviiviiieene 32 INSULIN....ccoooiiiirieeeeeene, 88 KWIKPEN.....cccoooiiiiiiciee, 89
GOLYTELY ..ot 97 HUMALOG MIX 50-50 hydralazine.............................. 62
GOMEKLI.......cocovviriiniiiennene 17 KWIKPEN. ..o 88 HYDREA. ..o 18
GRALISE ... 28 HUMALOG MIX 75-25 hydrochlorothiazide.................. 62
granisetron hel................o......... 97 KWIKPEN......ccooiiiiiii 88  hydrocodone bitartrate....... 40, 41
GRANIX....ccoviiieieieeieeee, 104 HUMALOG MIX 75-25(U- hydrocodone-acetaminophen....41
GRASTEK......coooiieiieere 107 100)INSULN.....c.ceeeveeereeneen. 88  hydrocodone-ibuprofen............. 41
griseofulvin microsize................. 1  HUMALOG TEMPO PEN(U- hydrocortisone.............. 80, 85, 97
griseofulvin ultramicrosize......... I 100)INSULN.......coovverireeenne 88  hydrocortisone butyrate............ 80
QUANTACINE ... 51,62 HUMALOG U-100 INSULIN..88  hydrocortisone valerate............ 80
GVOKE.....ccooiieiieiieeieee 88 HUMATIN...ccoovieieeieeeee 8  hydrocortisone-acetic acid....... 85
GVOKE HYPOPEN 2-PACK..88 HUMATROPE....................... 104  hydrocortisone-pramoxine........ 97
GVOKE PFS 1-PACK HUMIRA (PREFERRED hydromorphone......................... 41
SYRINGE......cccoviieiiieiiene 88 NDCS STARTING WITH hydromorphone (pf) .................. 41
GYNAZOLE-I.....ccoccvviene 119 00074).cccoiiiniiiinieniniineees 113 hydroxychloroquine.................... 8
HADLIMA ..o, 113 HUMIRA PEN (PREFERRED hydroxyured..............coevuenn.. 18
HADLIMA PUSHTOUCH.... 113 NDCS STARTING WITH hydroxyzine hcl....................... 127
HADLIMA(CF)..cccveeiveennee. 113 00074) ceciiiieiieiieieeeeeeee, 113 hydroxyzine pamoate.............. 127
HADLIMA(CF) HUMIRA(CF) (PREFERRED HYFTOR....oooiiiieieeee 73
PUSHTOUCH.........ccecvenee. 113 NDCS STARTING WITH HYRIMOZ (PREFERRED
HAEGARDA.......ccooveine. 131 00074) .cciiiiieiieeeeeene 114 NDCS STARTING WITH

hailey 24 fe.......ccovveeeveveennnnnen. 120  HUMIRA(CF) PEN 61314) i, 114
halcinonide.................ccocouu..... 80 (PREFERRED NDCS HYRIMOZ PEN

HALDOL DECANOATE........ 51 STARTING WITH 00074).....114  (PREFERRED NDCS
halobetasol propionate............. 80 HUMIRA(CF) PEN STARTING WITH 61314).....114
haloette............ccocuveeveuennnnnne. 119 CROHNS-UC-HS HYRIMOZ PEN CROHN'S-
HALOG. ... 80 (PREFERRED NDCS UC STARTER (PREFERRED
haloperidol.................cccceeuc. 51 STARTING WITH 00074).....114 NDCS STARTING WITH
haloperidol decanoate.............. 51 HUMIRA(CF) PEN PSOR- 61314) i, 114
haloperidol lactate..................... 51 UV-ADOL HS (PREFERRED HYRIMOZ PEN PSORIASIS
HARVONI ..ot 3 NDCS STARTING WITH STARTER (PREFERRED
HAVRIX (PF).cccveieiieieee. 107 00074) .ccoieiiieeeeeeeeee 114 NDCS STARTING WITH
heather ............cccocevcevvcnnnnn. 118 HUMULIN 70/30 U-100 61314) i, 114
HEMADY ..cooiiiiiiiieee 85 INSULIN....coooiiiiiieieieeeee 88
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HYRIMOZ(CF) IMPAVIDO......cccceeviiiiiiiinnen, 8 INSULIN SYRINGE-

(PREFERRED NDCS IMURAN ..ot 18 NEEDLE U-100........cccceue..e. 108
STARTING WITH 61314) IMVEXXY MAINTENANCE INTELENCE........ccoooiiiieeee. 3
......................................... 114,115 PACK....ccoovvvvvvvvvveveen 118 intralipid..... . 138
HYRIMOZ/(CF) PEDI IMVEXXY STARTER PACK INTRALIPID.......cocvereeennee. 138
CROHN STARTER e 118 INTRAROSA......cccoveeee. 119
(PREFERRED NDCS INBRIJA .....c.oooviieeeee, 32 introvale.............cccoueeeueeannnn.. 120
STARTING WITH 61314)..... 115 incassia.........cccocceecveveeecuenne. 118 INTUNIV ER.....ccooiiiiieee 51
HYRIMOZ(CF) PEN INCRELEX.....cooviiiiiniiiennne 82 INVANZ...cooviiiiiniieeee 8
(PREFERRED NDCS INCRUSE ELLIPTA.............. 131 INVEGA.....cooiiiieeee 51
STARTING WITH 61314).....115  indapamide............................... 62 INVEGA HAFYERA.............. 51
HYSINGLA ER......cccvenvennne. 41 INDERALLA.....ccccoviiienn. 62 INVEGA SUSTENNA............. 52
HYZAAR. ... 62  INDOCIN.....cccovieieiinieieeenne 44 INVEGA TRINZA................... 52
ibandronate............................. 110 indomethacin...............c............. 44  INVELTYS ..o 126
IBRANCE.......ccoiiiieiee 18 INFANRIX (DTAP) (PF)....... 107 INVOKAMET.....cccocvvirrnnne 89
IBSRELA ...t 97 INFLECTRA......ccooveieienee. 98 INVOKAMET XR......c.ccuvnu..e. 89
DU oo 44  INGREZZA......ccooovviiiennne. 36 INVOKANA......cooiiieeeieene 89
IDUPTOfen ..o 44 INGREZZA INITIATION IOPIDINE.......ccceiieieeee. 126
ibuprofen-famotidine................ 44  PK(TARDIV)..cccooviieiiiienen. 36 TPOL..oooiiiiiiieieieee 107
icatibant.............cccoeeeceeeennnnn. 131 INGREZZA SPRINKLE.......... 36 ipratropium bromide......... 84, 131
iclevia.....ueeeceieeccieeecieenn, 120 INLYTA ..o 18 ipratropium-albuterol............. 131
ICLUSIG ..ottt 18 INNOPRAN XL.....cccocvvrenrnnne. 62 IQIRVO....cooiviiiiiiiiiiieene, 98
icosapent ethyl.......................... 67 INPEFA......cooiiieieeeeee, 89  irbesartan.............cccceeeueeennnnnn. 62
IDACIO(CF)..coveviiiiiiiieene 115 INPEN (FOR HUMALOG) irbesartan-

IDACIO(CF) PEN................... 115 BLUE...iiiiieeees 108  hydrochlorothiazide.................. 62
IDACIO(CF) PEN CROHN- INPEN (FOR HUMALOG) IRESSA ..o 18
UC STARTR.....ooviiienne 115 GREY .o, 108 ISENTRESS.....coooiiiiiiiiiiee 3
IDACIO(CF) PEN INPEN (FOR HUMALOG) ISENTRESS HD.....ccovvvviennee 3
PSORIASIS START............... 115 PINK ..ot 108 iSibloOM ........coueeeeiin, 120
IDHIFA ...t 18 INPEN (NOVOLOG OR ISOLYTESPH 74................ 138
ILEVRO....ccooieiiieeeeee, 125 FIASP) BLUE......ccccevuvennnee. 108 ISOLYTE-PIN 5 %

ILUMYA ..o 70  INPEN (NOVOLOG OR DEXTROSE......cccooveviinnn. 138
IMALINID ..o, 18 FIASP)GREY ....cccovvvvvenne. 108  isoniazid............ccoueeeevveeeveeannnenn. 8
IMBRUVICA.......ooveiiene. 18 INPEN (NOVOLOG OR ISORDIL......ooiiviiiiiniieiiiienene 69
imipenem-cilastatin..................... 8 FIASP)PINK.......ccovvrienee. 108 ISORDIL TITRADOSE........... 69
imipramine hcl.......................... 51 INQOVI...oooiiiiiiiiiiieeee 18 isosorbide dinitrate.................. 69
imipramine pamoate................. 51 INREBIC......cccooviiiiiiieen, 18  isosorbide mononitrate............. 69
IMiquUimod..............cccveeeveennnen.. 73 INSPRA ..o, 62  isosorbide-hydralazine............. 62
IMITREX ....cooiiiiiiiniiiiieee 33 INSULIN GLARGINE U-300 ISOFPELiNOIN ... 75
IMITREX STATDOSE PEN....34  CONC.....ccccvvvvirieeireerrieeieen, 89 isradipine..........cccccooeeuiencnnn. 62
IMITREX STATDOSE INSULIN GLARGINE-YFGN.89 ISTALOL....cccocoveiiieiieieee 123
REFILL ...cccveiiiiiiiiieieeee 34 INSULIN LISPRO.................... 89 ISTURISA.....ccooiieieieeee 93
IMKELDI.....coooteiiieieieee, 18 INSULIN LISPRO ITOVEBI......cooeiieieieieeee 18
IMOVAX RABIES PROTAMIN-LISPRO.............. 89 itraconazole................cccceuenn.... 1
VACCINE (PF)...cccvvvvenen. 107 ivabradine..............cccceeveeeunnnn. 69
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IVEFMECHN ... 8,75 KATERZIA......ccoovvveie. 62 LAMICTAL STARTER

IWILFIN ....coiiiiiiiiiiiceeee 18  kelnor 1/35 (28) .ccveeevvenenann. 121  (BLUE)KIT...cocoiiiiiiiiieee 28
IXCHIQ (PF) i 107 kelnor 1/50 (28) ..c..eceeeueennnn.. 121 LAMICTAL STARTER

IXTIARO (PF).ccveeiiiiiiiiie 107  KEPPRA. ..o 28 (GREEN)KIT.....ccooviieeienen. 28
IYUZEH (PF)..cccviiiiiiine 125 KEPPRA XR...ccoooviieiiieee 28 LAMICTAL STARTER
JADENU .....ooviiiieieee 82 KERENDIA.......ccooieeieee. 62 (ORANGE)KIT....c.ccevvennee. 28
JADENU SPRINKLE............... 82 KESIMPTA PEN.......ccceouennee. 36 LAMICTAL XR...coooovvreriene 29
JATMEESS e 120 ketoconazole......................... 1,77 LAMICTAL XR STARTER
JAKAFT ..o, 18  ketodan.............cccueeeeveeneeann... 77  (BLUE) .., 29
JALYN oo, 135  ketoprofen............ccceeeeuennn... 45 LAMICTAL XR STARTER
JANEOVEN ..., 66 ketorolac........................... 45,125 (GREEN)...ccooiiiiiieiieciieee, 29
JANUMET ...cccoviiiiiiiiiiines 89 KEVEYIS...oiiiiiiiiee 36 LAMICTAL XR STARTER
JANUMET XR...ccooooviiiiirnnne 89 KEVZARA......cooiiieene 115 (ORANGE)...cccociiiiiieeee 29
JANUVIA ..., 89 KINERET.....cccovviiriiiiiiiene 115 lamivudine............ccccceveueeueennne. 3
JARDIANCE.......cccevireiene, 89  KINRIX (PF)..ccevieeiieeiene 107 lamivudine-zidovudine................ 3
Jasmiel (28) ....cuceeeeveeeeireaanen. 120  kionex (with sorbitol)................ 82 lamotrigine...........cccoeevevuennnn. 29
JATENZO...ccoviiiiiiiieeeene 93  KISQALI....ccoeoiiiirieienes 18,19 LAMPIT....cccoiiieiieiiiee 9
JAVYGLOT ..o, 93,94 KITABIS PAK....cccevieiiieee. 9 LANOXIN...coooiirieieieeee 69
JAYPIRCA.....ccovveieiees 18 KLARON.....ooiiieiieieeeeen 76  lansoprazole............................ 102
JENTADUETO........cccevvernnn 89 KLISYRI (250 MG)......ccuneee 19 LANTUS SOLOSTAR U-100
JENTADUETO XR.................. 89 KLONOPIN......covreieeienee. 28 INSULIN....cccoeveeieeeeeen 89
JIEEli i, 118 klor-con 10...........cccvvueeennnn. 136 LANTUS U-100 INSULIN...... 89
JOENJA ..o, 82 klor-con 8.....eeeveeeeciean. 136  lapatinib................ccceeuveeeuennnn... 19
JORNAY PM....cooviieiieeieens 52 klor-con mliQ........................... 136  larin 1.5/30 (21) .....ccuuuen....... 121
JOURNAVX ..ot 45  klor-con ml5.........oeeeueeennne.. 136 larin 1720 (21) ..cccueeeeneeannnnn. 121
JOVEAUX .. 120 klor-con m20........................... 136  larin fe 1.5/30 (28) .................. 121
JUBBONTI.......ccovveieeirene 110  klor-con oral packet 20........... 136  larin fe 1/20 (28) ...cceeeueennn.... 121
JUBLIA ..ot 77  KLOXXADO.....cccoooererenee. 45  LASIX .o 62
Juleber...........occoueeeevaceiennnnn. 120  KONVOMEP..........ccvevurenneen. 101 latanoprost..............cceeeeee... 125
JULUCA ..., 3 KORLYM...oooviiiiiieieee, 94 LATUDA....cccoeieeeeeee 52
Junel 1.5/30 (21) .....ouueeen.... 120  KOSELUGO........ccccvevrrerennee. 19 LAZCLUZE.....ccoovoveieenee. 19
Jjunel 1/20 (21) ......ccoueeueeuenne. 120 kourzeq........cccoeeeeveevuveeenican. 84 LEDIPASVIR-SOFOSBUVIR...4
junel fe 1.5/30 (28) .....ccuu....... 120 KRAZATI ..o, 19 leflunomide............................. 115
junel fe 1/20 (28) ........cccueue.. 120 KRINTAFEL......ccceevvieiiennee. 9 lenalidomide...................... 19
Junel fe 24 ........ccooevoeevennenne. 120  KRISTALOSE......cccooeieee. 98 LENVIMA.....ccooiiiiieee 19
JUXTAPID...ccovviiiiiinicenne. 67  kurvelo (28) ....cceeeeeveieienn, 121  LESCOL XL...ccooveierreieeneneen 67
JYLAMVO....coooiiiiiiiiines 18 KUVAN....oooiiiece 94 [eSSING ..ccueoveeaiiiieieic 121
JYNARQUE......ccoiieirienee. 94 KYLEENA......ccooiiiinne. 119 LETAIRIS.....cccoooieieeeeee 131
JYNNEOS (PF)....ccoeevveen. 107 [ norgest/e.estradiol-e.estrad.. 121  letrozole..............cccceeeueeeenennn... 19
kaitlib fe.......ccuveeeveeaeeeaannnnn, 120 labetalol...................cceeueeennnnn. 62  leucovorin calcium.................... 14
KALETRA ...t 3 lacosamide.................c..cc........ 28 LEUKERAN......ccccceeiiiieee, 19
KALYDECO....cccccoiiniiine 131 lactulose...........cccccceeeeueenncnnnee. 98 LEUKINE.......ccoceiiiiiinn 104
KANJINTI ... 18 LAMICTAL...ccooeveieieieee. 28  leuprolide.............ccceveeeennann. 19
KAPSPARGO SPRINKLE...... 62 LAMICTAL ODT.......cccveuuee. 28 LEUPROLIDE (3 MONTH).... 19
kariva (28) ....cccoveeeceeeeeneennnn. 121 levalbuterol hcl....................... 131
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LEVALBUTEROL LIVALO...ccooviiiiiiiiieieee. 67 LUMIGAN......cceviiirieenee 125

TARTRATE......cccooiiiiiee 131  LIVDELZI.....ccccoviiiiienne. 98 LUMRYZ...cooviiiiiiiiiienne 53
levetiracetam.................c......... 29 LIVMARLI.....cociiiiieeee 98 LUMRYZ STARTER PACK...53
LEVETIRACETAM................. 29  LIVTENCITY .ccooeviiiniiiecnne. 4  LUNESTA ..o 53
levobunolol............................. 123 LO LOESTRIN FE................. 121  LUPKYNIS ..ot 20
levocarnitine............ccccueeuen. 82 LODINE....ccociiieiieieieieeene 45 LUPRON DEPOT.................... 20
levocarnitine (with sugar)......... 82  LODOCO......ciieeerieeeeeee. 69 LUPRON DEPOT (3
levocetirizine............ccueeeuenn. 127 LODOSYN...cccoeieeieeeieeenee 32 MONTH)..ccoovieiiieeieeeieee, 20
levofloxacin....................... 12,123  LOESTRIN 1.5/30 (21).......... 121 LUPRON DEPOT (4

levofloxacin in d5w................... 12 LOESTRIN 1/20 (21)............. 121 MONTH)..cccvevviieiieieee. 20
levonest (28) .....covveeeeveveeannanne. 121  LOESTRIN FE 1.5/30 (28- LUPRON DEPOT (6
levonorgestrel-ethinyl estrad.. 121 DAY)..cooovevoiiiiiniieiieiieeinnns 121 MONTH)...cooieeiieiieeieeieeee 20
levonorg-eth estrad triphasic..121 ~ LOESTRIN FE 1/20 (28- LUPRON DEPOT-PED............ 20
levora-28.........cccooeveevcnccnncne 121 DAY) oo, 121 LUPRON DEPOT-PED (3
levorphanol tartrate.................. 41 lofena.......eueeeeeeeceeeeieeenn, 45 MONTH)..oooviiiiiieeieeeieeeee 20
LEVOTHYROXINE................ 95 lofexidine...........ccouveeeveeenennn.. 45  lurasidone............ccoeeeuveeannn.. 53
levothyroxine..............cccceeuuee.. 95  lojaimiess ........ccceecuveeeueennnnnn. 121 lutera (28) ..cooeceeeeeveeeeeiiennns 121
[eVOXYL .o, 95 LOKELMA.....coooiiiiieeee. 82 LUZU..coiiiiiiieieeeeeee, 77
LEXAPRO.....cccooviviiiiriienne. 52 LOMOTIL....ccccoovevieiniieenens 96 LYBALVI...cooooiiiiiiiiiene 53
LEXETTE...cccoooiiiiiieeee 80 LONSURF....ccooviiiiiiiieienne 19 Dleq..eeieieeiieeee 118
LIALDA ..o, 98 loperamide..............c.cccceuenn... 96  Wllana...........ccoeeeveceennanan. 118
LIBRAX (WITH LOPID...ccoeiiiiiieiiieeeee 67 LYNPARZA. ..o, 20
CLIDINIUM).....cooeiieriieeeieens 96 lopinavir-ritonavir ...................... 4 LYRICA ... 29
LICART ...oooiiiiiiiiiceee, 45 LOPRESSOR.....ccccoovviiniann 62 LYRICACR...cocoviiiiiiiene 29
lidocaine.............ccoueeeeuveeennnnnne. 73 lorazepam...............cceeeuueenn.... 52 LYSODREN.....ccccoovvivrrriannnn. 20
lidocaine hcl.............................. 73 lorazepam intensol.................... 52 LYTGOBI....ccocoiiiiiiiiiiieens 20
lidocaine viscous....................... 73 LORBRENA......ccccccoiiiiiiniens 19 LYUMIJEV KWIKPEN U-100
lidocaine-prilocaine.................. 73  LOREEV XR.....cccoeveenneen. 52,53 INSULIN....coooieviieeieeeeeeen 89
lidocan iii.........cc.ccouveeeveeeennnnn, 73 loryna (28) ....cceceeeveeeienn. 121  LYUMIJEV KWIKPEN U-200
LILETTA oo 119 losartan.............ccceeeeeennenee. 62 INSULIN.....cooooiiiiieeieeee, 89
linezolid..............ccccovveveencnan. 9 losartan-hydrochlorothiazide...62 LYUMIEV TEMPO PEN(U-
linezolid in dextrose 5%.............. 9 LOTEMAX....oiieeiieeeen 126 100)INSULN........ceevrireenen. 90
LINZESS ..o 98 LOTEMAX SM.....ccccvvvurnenne. 126 LYUMIEV U-100 INSULIN... 90
liothyronine...............ccccoueeuenn. 95 LOTENSIN.....ccoeeviieiieieeiene 02 [YZA.eooiiiiiiee 118
LIPITOR.....vvieieiiieeeeee 67 loteprednol etabonate............. 126 MACROBID........c.ceeevvrerrnnee 13
LIPOFEN......ccoviieieeeenee, 67 LOTRONEX......ccccevirierinnne 98 MACRODANTIN.........ccon..... 13
liraglutide............ccccovuvveeueennnn.. 89 lovastatin...........ccceeeeeeeecueennnn.. 67 magnesium sulfate.................. 136
lisdexamfetamine...................... 52 LOVAZA.....ieeeeee 67 MALARONE.........oevvieiieiee 9
LISTROPFIL ..o, 62 LOVENOX....ccoooevieiiieneene. 66 MALARONE PEDIATRIC........ 9
lisinopril-hydrochlorothiazide..62  low-ogestrel (28)..................... 121 malathion..............ccceeuvveeunnn. 81
LITFULO.....cociiiiiiiiccee. 82  loxapine succinate.................... 53 maraviroc ..............ccceeeeecueennnene. 4
lithium carbonate...................... 52 lubiprostone...............ccueeeuunn. 98 MARINOL......ccvviiiiieee, 98
lithium citrate...............coeeeuven.. 52 LUCEMYRA.....cocooiiieene 45 marlissa (28) ...cooueeeeeeeveeannnnn. 121
LITHOBID.....cccceeerieiieienene 52 LULICONAZOLE.................... 77 MARPLAN.....coooviiiiiiie, 53
LITHOSTAT ...coieieieeeene 82 LUMAKRAS......ccooieien. 19 MATULANE......ccoiiiie 20
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Matzim la........ccoeeeeeeiiiieeeennnnn.. 62  meperidine.......................... 41,42  metronidazole............... 9,75,119

MAVENCLAD (10 TABLET meperidine (Pf) .....ccceeeveeeveeeneene. 41  metronidazole in nacl (iso-os).... 9
PACK) i, 36  meprobamate........................... 39 MetYroSine........cceeeeveeeeveenennans 62
MAVENCLAD (4 TABLET MEPRON. ...t 9  mexiletine...........ccccoueeeenunannn. 59
PACK) ., 36  mercaptopurine......................... 20  mibelas 24 fe..........cccueeuuennn. 121
MAVENCLAD (5 TABLET MERILOG.......cccooirieiieienne. 90  MICAfUNGIN ..o, 1
PACK) oo 37 MERILOG SOLOSTAR.......... 90 MICARDIS HCT.......ccovvuvenneee 62
MAVENCLAD (6 TABLET TNETOPEHEN ....veaeaeareaeeereeenenes 9  miconazole-3............ccccuunn.... 119
PACK).ciiiiiecieeeeeeeeeee, 37 MEIZee.....ueeeeeeeeeeeeeeeen, 121 microgestin 1.5/30 (21)........... 121
MAVENCLAD (7 TABLET mesalamine..............cccoceeueen... 98  microgestin 1/20 (21).............. 121
PACK) i 37 MESHA.ueeeaceeeecieeeeeeeeeeen 14 microgestin fe 1.5/30 (28) ....... 121
MAVENCLAD (8 TABLET MESNEX....cccoiiiiiiiieiieee 14 microgestin fe 1/20 (28) .......... 121
PACK) oo 37 MESTINON.....ccoeiiereee. 39  midodrine.................ccuvun..... 82
MAVENCLAD (9 TABLET MESTINON TIMESPAN......... 39  MIEBO (PF)..cccoceniiniiiine 124
PACK) ., 37 METADATECD.......cccceeuuee. 53 mifepristone..............ccceueenn.... 94
MAVYRET....ccooiiiiiiiiiiiee, 4 metaxalone............cccceuevuuenn... 39 mMigergot.....coueeeevuiiinieannn 34
MAXALT ..ot 34 Metformin..........ccceevveecenannnnn. 90  miglitol........ccveveevieiin 90
MAXALT-MLT.....ccceeveennee. 34 METFORMIN........ccoverrnnne. 90  miglustat......ccceeveeeeeeieieeen. 94
MAXIDEX.....cocoiiiiiniinenne. 126  methadone...............cccccuvue... A2 Ml 121
MAXITROL.......coevvvveeinne 125  methamphetamine..................... 53 MIMVEY ueeeiieeieeeeeee e 119
MAYZENT ... 37 methazolamide........................ 125 MINIVELLE.........ccuvvenrn. 119
MAYZENT STARTER(FOR methenamine hippurate............ 14 minocycline.............cccceeueen.... 13
IMG MAINT) oo 37  methimazole.............................. 86  mMINOXidil..........cccouvevcreeeenaannnen. 62
MAYZENT STARTER(FOR METHITEST .....cooiiiiiiiiiene 94 MINZOYA....uovueeeeiiieenen, 121
2MG MAINT)...ooviiiieiieeiiens 37  methocarbamol......................... 39 MIPLYFFA ..o 37
MECLIZINE ..., 98  methotrexate sodium................. 20  mirabegron...............ccu..... 135
meclofenamate.......................... 45  methotrexate sodium (pf) .......... 20 MIRCERA.......ccooereine 104
MEDROL.......coooiiiiiiiiiee. 86  methoxsalen...............ccueeuc.. 73 MIRENA ..., 119
MEDROL (PAK)......cccvevvrenen. 85 methscopolamine...................... 96  mirtazapine..............cccccueeuen... 54
medroxyprogesterone............. 119  methsuximide............................ 29 MIRVASO...ccooieiieeiieeieens 75
mefenamic acid......................... 45  methyldopa.................cccueeuee.... 62 misoprostol.................cc..c..... 102
mefloquine.............ccccvvevevevneanne.. 9 METHYLIN.....ooveveieeenee 53 MITIGARE......ccccoevveie. 109
MEZESIOl ... 20 methylphenidate........................ 53 M-M-RII (PF).cccoeviieirennenn. 107
MEKINIST .....ccoviiiieiieiiees 20  methylphenidate hcl.................. 53 modafinil...........ccocevvvnuennnnne. 54
MEKTOVI....cccoiiiiiiiienee, 20 METHYLPHENIDATE HCL..53  moexipril........cccccccueeevveneennnnne. 62
MeLeYA......cccevaeaaiaeeia, 119  methylprednisolone................... 86 molindone..................ccccceeuennn. 54
MeloxXicam ............ccccveeeuvenenne. 45  methyltestosterone.................... 94  mometasone...................... 80, 131
meloxicam submicronized......... 45  metoclopramide hci.................. 98  montelukast............................ 131
TNEMANTINE ... 37  metolazone...............ccceeuenn... 62  morphine.............cccceveeeeeenane.. 42
MEMANTINE.......ccoevvrenee. 37  metoprolol succinate................. 62  morphine concentrate............... 42
memantine-donepezil................. 37  metoprolol ta- MOTEGRITY ..cccoeviiiiiiien. 98
MENOSTAR......cccoovveeene. 119 hydrochlorothiaz....................... 62 MOTOFEN......ccccvviiiiieee. 96
MENQUADFI (PF)................ 107  metoprolol tartrate.................... 62 MOTPOLY XR....cooovvevreeennen. 29
MENVEO A-C-Y-W-135-DIP METROCREAM..........cceueee. 75 MOUNJARO......cooviviiiiiiine 90
(PF) e 107  METROLOTION..................... 75 MOVANTIK....coooieiiieee 98
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MOVIPREP.......cccocviiiiinnens 98 necon 0.5/35 (28) ..cccoveueuee. 121 NINLARO....ccooiiiiiiiiees 21

moxifloxacin...................... 12,123 nefazodone.................c.cccu....... 54 nisoldipine...............ccceueeuneen... 63
moxifloxacin-sod.chloride(iso). 12 NEFFY ....cccccooviiiiiiiiiiieieen, 127  nitazoxanide..................cc.ccuu..... 9
MRESVIA (PF)....cocveviiiiene 107  NEMLUVIO....c.cocevviriiinene 21 RItISINONE ..., 82
MS CONTIN......cooveeeieeeiene 42 NEOMYCIN c..ueeeeeeeeeeeeeeeieeeeaanenns O nitro-bid............ccooevuveenaann. 69
MULPLETA. ..o 66  neomycin-bacitracin-poly-hc..125 NITRO-DUR............cccvvenne.n. 69
MULTAQ ...t 59  neomycin-bacitracin- RIrOfurantoin ...............cc..c.e...... 14
PUUDITOCIH «.eeeeeeeeeeiieeeeeeenn 76 pOlymMyXin......ccoeeecuveecreeeneann, 123 NITROFURANTOIN............... 14
mupirocin calcium.................... 76  neomycin-polymyxin b- nitrofurantoin macrocrystal......14
MVASI ..., 20 dexameth.............ccceeeeueeennnnn. 125  nitrofurantoin monohyd/m-
MYALEPT ... 94  neomycin-polymyxin- CEPSE eeveaiiieeeeeiieeeeeeeeeesiseeeenens 14
MYCAMINE........ccovireien. 1 gramicidin................cccccueu.... 123 nitroglycerin....................... 69, 98
MYCAPSSA ..., 20  neomycin-polymyxin-hc.... 85, 125 NITROLINGUAL.................... 69
mycophenolate mofetil............... 21 neo-polycin...........c.ccceeuenue. 123 NITROSTAT.....ccoveviiiiienen 69
mycophenolate sodium.............. 21 neo-polycin hc.............ccuuuuen.. 125 NITYR .o, 82
MYDAYIS..ooiieeeeee 54 NEORAL.....ccoomiieiieen, 21 NIVESTYM....cooooieiieeeee 104
MYFEMBREE....................... 119 NEO-SYNALAR.....ccceoceruenee. 76 nizatidine.............ccccceeveevuennn. 102
MYFORTIC.....cccoeviiieieene 21 NERLYNX....ooooooiiiiiieieene 21 nora-be.........ooeeeeeiaiann 119
MYHIBBIN.......ccoeviiiiiiene 21 ROUAC.....cocoseiieiiieiiee. 75 NORDITROPIN FLEXPRO.. 105
MYRBETRIQ.....cccccceeuvvennen. 135 NEULASTA.....coovieieeene 104  norelgestromin-ethin.estradiol119
MYSOLINE. ..o 29 NEULASTA ONPRO............. 104  norethindrone (contraceptive) 119
MYTESI...coooiiiiiiiiiee, 96 NEUPOGEN.......ccccevivernnn. 104  norethindrone acetate............. 119
nabumetone..............c.ccoeuenne.. 45 NEUPRO.....ccoooiiiiiiiiiie 32 norethindrone ac-eth estradiol
nadolol...............cccoeeveencnnnnne. 62 NEURONTIN......ccocevvirrinne. 30 119, 121
AACILIN .o 11 NEVANAC.....ccieeieeeen. 125  norethindrone-e.estradiol-iron
NAfIfINe ........oooeeeieieien, 7T ReVIFapPIne............cceeeeeeceeeseeennen. A e 121
NAFTIN .coooiiiiinieeeeeeeee, 77 NEXAVAR. ..., 21 NORGESIC......coovvviiiieienne 39
NALOCET ..o 42  NEXICLON XR....cccoovveirnnne 63 NORGESIC FORTE................. 39
NALOXONE ..o 45 NEXIUM....coooooiiviieiieieee, 102 norgestimate-ethinyl estradiol 121
NAlFeXONe ......cueveeeaeaanne 45 NEXIUM PACKET................ 102 NORITATE....ccccteiiieieenne 75
NAMZARIC.....ccooevveveieneen 37 NEXLETOL.....cccoooveirrieirnns 67 NORLIQVA......cooieereens 63
NAPRELAN CR......cccevvvenne. 45 NEXLIZET....ccoooiviiiienene. 67 NORPACE.....ccccocevieirieee. 59
FAPVOXEMN .o 45 NEXPLANON.......ccovvvenee. 119 NORPACE CR......cccvevvernee 59
naproxen SOdium....................... 45 NEXTSTELLIS........cccouenne 121  NORPRAMIN........ccoeeviire. 54
naproxen-esomeprazole............ 45 NGENLA......ooiiieeeeen 104 NORTHERA......c..ccvveirne. 82
NATALVIPIAN ... 34 RIACIA ..o 68 nortrel 0.5/35 (28) ...ccueenne.... 122
NARCAN ....cooiiiiieeveeee 45  NIACOR....cccooiiireeeee 68 nortrel 1/35 (21) ....ccueueene.... 122
NARDIL......ccovveeiieeieeeeee 54 nicardipine...............ccoeeeuuenn... 63  nortrel 1/35 (28) .cccueeeeneen... 122
NATAZIA ..o 121  NICOTROL NS.....ccceviiiinee 84  nortrel 7/7/7 (28) ccvevuveuennn. 122
nateglinide...............ccccceeueen.. 90 nifedipine..........cccoeeeveeecueeannn... 63 nortriptyline............ccceveeeuenn. 54
NATESTO ..o, 94 nikki (28) oo, 121  NORVASC....cceviieieeeeee, 63
NATROBA.....coooiiieiiieeee, 81 NILANDRON.......ccceevveriennee. 21 NORVIR....cccctviiiiiiiieeeeee 4
NAYZILAM....coooveieeeeee, 29 nilotinib hcl.........ueeeeeeenn. 21 NOURIANZ.....cccoevireieeneen 33
nebivolol.............cccccceeeevennnnne. 62 nilutamide...............cccveuennn.. 21 NOVOLIN 70/30 U-100
NEBUPENT .....cccovieieeee 9 nimodipine.............cccoeeueeunn. 63  INSULIN.....cooooiiiiieeeieeee, 90
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NOVOLIN 70-30 FLEXPEN ODEFSEY ...ooiiiiiiiiiciieicnen, 4  OMNIPOD GO PODS 25

U-100. i 90  ODOMZO....cccceviiiririeeenne 21 UNITS/DAY oo 109
NOVOLIN N FLEXPEN........... 90 OFEV...iiiiiiieeeeee, 131  OMNIPOD GO PODS 30

NOVOLIN N NPH U-100 ofloxacin..................... 12,85,123  UNITS/DAY .ccooviiiiiiiiine 109
INSULIN ..ottt 90  OGIVRI....oooviiiiiieeeene, 21  OMNIPOD GO PODS 40

NOVOLIN R FLEXPEN........... 90  OGSIVEO....cccoooiiieiieieeeee 21 UNITS/DAY ..ooeiieeeeene, 109
NOVOLIN R REGULAR OHTUVAYRE.......ccovvennne. 131  OMNITROPE........cceevenene. 105
U1L00 INSULIN.....cccevrernnee 90 OJEMDA......ccoviiieene 21,22 OMVOH.....ccociiiiiieeiee 98
NOVOLOG FLEXPEN U-100 OJJAARA ..., 22 OMVOHPEN.......ccceviiiinne. 98
INSULIN....coiiiieieeieeeee 91 olanzapine...........ccueeeuveennnn. 54 ONAPGO....cccovviiiiieeieeeen, 33
NOVOLOG MIX 70-30 U-100 olanzapine-fluoxetine................ 54 ONDANSETRON...........cc....... 99
INSULN ..ot 91 olmesartan..............ccccuceuuee.... 63  ondansetron...............cceuee... 99
NOVOLOG MIX 70- olmesartan-amlodipin- ondansetron hcl........................ 99
30FLEXPEN U-100.................. 91  hcthiazid...............ccceveenennnn.e. 63 ONEXTON.....cccocevviriinieenne. 76
NOVOLOG PENFILL U-100 olmesartan- ONFI ..o, 30
INSULIN ...t 91  hydrochlorothiazide.................. 63 ONGENTYS. ..o 33
NOVOLOG U-100 INSULIN olopatadine..................ccc....... 85 ONTRUZANT....ccocvvvieenne 22
ASPART oot 91 OLPRUVA......ccoiiiieieee 82 ONUREG.....cccooviiieirieene 22
NOXAFIL ...coviviiiiiinienciieee I OLUMIANT......cooviriiinne 115 ONYDA XR...oooiiiirieieiienens 54
NUBEQA ..o, 21 OMECLAMOX-PAK............. 102  ONZETRA XSAIL......cccccuee... 34
NUCALA ... 131  omega-3 acid ethyl esters......... 68 OPIPZA. ..o, 54
NUCYNTA ..o, 45  omeprazole...............cceeuuenn. 102 OPSUMIT.....ccoevviiieieeiens 131
NUCYNTA ER.......coeeevree. 45  omeprazole-sodium OPSYNVI..cooooiieee. 131
NUEDEXTA ..ot 37 bicarbonate............................. 102 OPVEE....ccooiiiiniiiiiiieen, 45
NUPLAZID.....oovieieeene 54 OMNARIS.......ccooiiiiies 131 OPZELURA......cccoiieiee 73
NURTEC ODT.....cccoeevveeennnee. 34  OMNIPOD 5 (G6/LIBRE 2 ORACEA ... 13
NUTRILIPID......ccceeveriannne. 138 PLUS) oo 108 ORAPRED ODT.......cccceeenueee. 86
NUTROPIN AQ NUSPIN......105 OMNIPOD 5 G6-G7 INTRO ORENCIA ..o 115
NUVARING.....ccccovieririine 119 KT(GENS).coooiiiiiiiiirieiene 108 ORENCIA CLICKJECT........ 115
NUVIGIL......oooiiiiieeieenee, 54 OMNIPOD 5 G6-G7 PODS ORENITRAM.....coovvvieiieiene 63
NUZYRA ..o 13 (GENS) oo, 108 ORENITRAM MONTH 1

FLYAMYC cveaeaareeeeeeeieeeeeee e, 77  OMNIPOD 5 TITRATION KT .....ccoevvveene 63
nylia 1/35 (28) c.coeeeeeevannn. 122 INTRO(G6/LIBRE2PLUS).... 108 =~ ORENITRAM MONTH 2

mylia 7/7/7 (28) cceeeveeeeeennnne. 122 OMNIPOD DASH INTRO TITRATION KT....ccoevviennnee. 63
NYMALIZE.....cccoovviiiaeenne 63 KIT(GEN4)..cooiiieiienee. 108 ORENITRAM MONTH 3

AYSEALIN ..o 1,77 OMNIPOD DASH PODS TITRATION KT....ccoeiiienee. 63
nystatin-triamcinolone.............. 77 (GEN4)..oiieieieee 109 ORFADIN......ccooviiiieiiieees 82
FYSEOP e 77  OMNIPOD GO PODS............ 109  ORGOVYX..ooioieieierieieenne 22
NYVEPRIA........ccoeie 105 OMNIPOD GO PODS 10 ORIAHNN. ..ottt 119
OCALIVA ...t 98  UNITS/DAY ..ooeovivieieeenee. 109  ORILISSA ...oooiieieeieee 94
0cella........cooceveiiiiaiiian, 122 OMNIPOD GO PODS 15 ORKAMBI.......ccoevieiine 131
OCTAGAM.......oovveiieeeee 107 UNITS/DAY ..ooviiiiivieieeene 109 ORLADEYO.....cccevvvveennne. 132
octreotide acetate...................... 21  OMNIPOD GO PODS 20 OFMAIVI ... 37
OCUFLOX......coovieiieeireieenen. 123 UNITS/DAY ..vveiieiieieeie, 109  orphenadrine citrate................. 39
ODACTRA.....coeeeveeeeeen 107 orphenadrine-asa-caffeine........ 39
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ORSERDU.......cveeviieeiieeeieens 22 peg3350-sod sul-nacl-kcl-asb- pioglitazone...............ccoueeeeueenn. 91

OSeltaMIVIF ........ooveeeeeeaieaneannn A i 99  pioglitazone-glimepiride........... 91
OSPHENA.......ccoiiieeee 119 PEGASYS...cooiiiieeiee 105  pioglitazone-metformin............. 91
OTEZLA ....cccoiiiiieeee 115  peg-electrolyte.......................... 99  piperacillin-tazobactam............ 12
OTEZLA STARTER.............. 116 PEMAZYRE.....ccoooviiiinn. 22 PIQRAY oot 22
OTREXUP (PF)....cccveviveiennee 116 PEN NEEDLE, DIABETIC....109  pirfenidone..................c........ 132
OTULFI....oooiiiiiiiiiieeene, 70  PENBRAYA (PF)..ccccocevienn. 107 PIRFENIDONE..........cceeee. 132
OVIDE....cooiiiiieeeieeeee 81  penciclovir..........ccucveeeeeene... T8 PIFOXICAM ..o 46
OXACTIIN .o, 11 penicillamine........................... 116  pitavastatin calcium.................. 68
oxacillin in dextrose(iso-osm)...11 ~ PENICILLIN G POT IN PLAQUENIL........cccoviiieiiens 9
OXAPTOZIM c.neeeaeeeeseeeaenns 45 DEXTROSE.....ccooviieieieennen. 11 PLASMA-LYTEA........... 138
oxcarbazepine........................... 30 penicillin g potassium............... 12 PLAVIX ..o, 66
OXERVATE.....ccoovieiieeens 124 penicillin g sodium.................... 12 PLEGRIDY ...ccooeeiiiiiieeien, 105
oxiconazole.................cccuuc..... 77  penicillin v potassium............... 12 PLENAMINE........cccceevinenne. 138
OXISTAT . 77 PENTACEL (PF)....cccocuenneee. 107  PLENVU...cccooiiiiiieieee 99
OXTELLAR XR....cccvevvverennee. 30 PENTAM...cooooviiieieeeeeee 9 podofilox........coeeeeieiiaaainnn 73
oxybutynin chloride................ 135  pentamidine.......................c........ 9 polyCin....eeeeeeieiee 123
0XYCOAONE. .......ooeeeeeaareaaareaannn. 42 PENTASA. ..o, 99  polymyxin b sulfate..................... 9
OXYCODONE......cccccovvrinn 42 pentazocine-naloxone............... 45  polymyxin b sulf-trimethoprim 123
oxycodone-acetaminophen........ 43 pentoxifylline.............cceeuuu..... 66 POMALYST...ccooeeiiieieeeieene 22
OXYCONTIN....oevveieeieeenee 43 PEPCID....cccoevieieieeeienee. 102 PONVORY ....coooviviiiieee, 37
OXYMOTPHONE.........cccceveeneaanne. 43  PERCOCET....ccccovviieiiieieens 43 PONVORY 14-DAY
OXYTROL....coeiiieieeee 135 PERFOROMIST...........c........ 132 STARTER PACK...........c......... 37
OZEMPIC......cooviiiieeiiens 91 perindopril erbumine................ 63 pOrtia 28....ccoeeeeeieieien, 122
OZOBAXDS...ccooeeeeeeeeiee 39  periogard...............cccoueeeuuan.... 85  posaconazole...................ccuuu..... 2
PACETONE ..o, 59  permethrin............cccueeeveene... 81  potassium chlorid-d>5-
paliperidone..................cccuue...... 54  perphenazine...............cccuu...... 55 0.45%nacl................cccaue..... 136
PALYNZIQ....cooiieiieeieeee. 94  perphenazine-amitriptyline....... 55  potassium chloride.................. 137
PANCREAZE.......cccovvvviannn. 99  PERSERIS......ccocoiiiiiiiice 55 POTASSIUM CHLORIDE.... 137
PANRETIN.......ccvviiieiieeee. 73 PERTZYE....cooiiiiiieees 99  potassium chloride in
pantoprazole........................... 102  PHEBURANE..........ccocvveene 82  0.9%nacl.............cccoeuevuenncn.e. 136
PANZYGA ..o 107  phenelzine..............cccueeeuenn... 55  potassium chloride in 5 % dex 136
paricalcitol..............uueeeueeenn.... 94  phenobarbital............................ 30  potassium chloride in Ir-d5..... 136
PARLODEL.........ccovvvrrrnnen. 33 phenoxybenzamine.................... 63  potassium chloride in water....137
PARNATE......covieieeeee. 54 PHENYTEK......ccoooviieriienen. 30  potassium chloride-0.45 %
paroxetine hcl........................... 54 phenytoin.............ccocevuennnnnne. 30 nACL..oiiii 137
paroxetine phenytoin sodium extended........ 30  potassium chloride-d5-
mesylate(menop.sym)................ 54 PHEXXI..ooooiiiiiiiiiiiieee, 119 0.2%nacl............ccocecueeueenneen. 137
PAXIL..ooooiiiiiiiieieieeee, 55 PHOSPHOLINE IODIDE...... 124 potassium chloride-d5-

PAXIL CR..c.ooeieieeee, 55 PIFELTRO....cccooiiiiiiiieee 4 0.9%nacl...........cceeeeveennnnnen. 137
PAXLOVID....ccccovviriiiiniiennn. 4  pilocarpine hcl.................. 82,124  potassium citrate..................... 136
pazopanib.............ccccccveeeeeennnn.. 22 pimecrolimus ............cccceeeeuenn. 73 PRADAXA.....ooiiieeeee, 66
PEDIARIX (PF)...cccevvveienene. 107 pimozide...........cccoevveeeeaeannnen. 55 PRALUENT PEN......cccceene.e. 68
PEDVAX HIB (PF)............... 107 pimtrea (28) ....cccooouvevcueeeeneann. 122 pramipexole.................ccoc....... 33
peg 3350-electrolytes................ 99  pindolol..............coooeeueeeanaannn. 63  prasugrel hcl..............uueeueee..... 66
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Pravastatin............cceeeeeeeeeveeenns 68 PROCYSBI....cccoovvveeiieeee 136  quetiapine..............ccuuveeeeuuen... 55

praziquantel.................cccoeeueenn.. 9 progesterone micronized........ 119 QUETIAPINE.......cceevrine. 55
DPVAZOSTN . 63 PROGLYCEM......ccocvevurennee. 91 QUILLICHEW ER................... 55
PRED FORTE.......cccceeevvnennne. 126 PROGRAF.......ccocvviiiiine. 22 QUILLIVANT XR....ccceovenne 55
PRED MILD......ccceevvvrerrennne. 126 PROLASTIN-C.....ccceeveuvreneen. 83 quInapril.........cccovevveveuiaannan, 63
prednisolone.....................c....... 86 PROLATE......ccoovieieeeieen. 43 quinapril-hydrochlorothiazide..63
prednisolone acetate............... 126 prolate............ccueeeeeevveennannnnnnn. 43 quinidine gluconate.................. 59
prednisolone sodium PROLENSA ..o 125  quinidine sulfate........................ 59
phosphate.......................... 86,126 PROLIA.......ccocvieiiiieee 110 quinine sulfate............................. 9
PredniSone...........ccueeeeeeeeceeenne. 86 PROMACTA.....coovieeeeeene 66 QULIPTA.....ccoeeieee e 34
prednisone intensol................... 86 promethazine........................... 127 QUVIVIQ..cooiiiiiiiiiiieeen, 55
pregabalin..............cccceceeeuenan. 30 promethegan........................... 127 QVAR REDIHALER............. 132
PREMARIN......cccooveiriienee. 119 PROMETRIUM..........ccc...... 119 RABAVERT (PF)......cceu.e... 107
premasol 10 %........................ 138  propafenone................ccuceun...... 59  rabeprazole............................. 103
PREMPHASE.......ccccocevveene. 119  propranolol............................... 63 RADICAVAORS.................. 37
PREMPRO........c.ccevveerren. 119  propylthiouracil........................ 86 RADICAVA ORS STARTER

prenatal vitamin oral tablet....138  PROQUAD (PF)......cccccceene.. 107  KIT SUSP...coooiiiiieiieiee 37
PRETOMANID.......ccccovvverrnnnns 9 PROSCAR....cccviieieeeee 135 RAGWITEK.....ccocoevrnee. 107
PREVACID.....ccccoovviiniannn 102 PROSOL 20 %...coovvvveerenannne. 138 RALDESY ...oooiiiiiiiiiiiieiicee 55
PREVACID SOLUTAB.102, 103 PROTONIX.......c.eevvrerrrrnee. 103 raloxifene..........ccccuveeeveeannen.. 110
prevalite..........ueeeeeeeecreeeennnn. 68  protriptyline.............ccccceouenni.. 55  ramelteon..............cueeeeueeeennnnnn. 55
PREVYMIS......ccooiiiieie 4 PROVERA........cooviieene. 119 ramipril..........ccoeuveeeveaeeaianne, 63
PREZCOBIX......ccooevieiieieiennns 4  PROVIGIL.....ccooovriiiiieeee 55  ranolazine...............coeueueen... 69
PREZISTA ...ccveiiiiiiiieene, 4 PROZAC.....ccoooiiiiiiiiieee. 55 RAPAFLO...cccoooiiiiiiie 136
PRIFTIN....ccooviiiiieeieeeieee, 9  prucalopride............................. 99  rasagiline...........ccccoveueeneennn. 33
PRILOSEC.......ccooiieiieeen. 103 prudoxin............cceeeeevceeeieennnnnn. 73 RASUVO (PF)..cooieiinen. 116
PRIMAQUINE........cceviiirnnn. 9 PULMICORT......ccocveiirrans 132 RAVICTT ..ot 83
PRIMAXIN IV ..o 9 PULMICORT FLEXHALER.132 RAYALDEE.......ccocvvrrenne. 94
PRIMIDONE.........ccevvviiinnne 30 PULMOZYME.......ccoevennne. 132 REBIF (WITH ALBUMIN)... 105
PVimidone.............ccocceeeeeeeennnene. 30 PURIXAN....ccoooiiieieeeeee 22 REBIF REBIDOSE................ 105
PRIORIX (PF)..cccveieiieirnee 107 PYLERA.....ccooiieeee, 103 REBIF TITRATION PACK...105
PRISTIQ....ccooiiiiieeieeiieee 55 pyrazinamide.....................c......... 9  reclipsen (28) ....ccoueeeeeveeennn. 122
PRIVIGEN......cccceeviieeiiee. 107  pyridostigmine bromide............ 39 RECOMBIVAX HB (PF)....... 107
PROAIR RESPICLICK.......... 132 PYRIDOSTIGMINE RECORLEV .....cocvviiiiiiinne. 94
probenecid...................c.c...... 109 BROMIDE.......cccoviriienen. 39 RECTIV..iiiiiiiieee 99
probenecid-colchicine............. 109  pyrimethamine............................ 9 REGLAN.....ccciiiiieeeee 99
PROCARDIA XL.....ccceecveneee. 63 PYRUKYND......coootriirieene 83 REGRANEX.....ccccocviiniiennn. 73
PFYOCENITA . 55 PYZCHIVA.....cooviiee 70  RELAFENDS.....cccoiiieee 46
prochlorperazine....................... 99 QBRELIS.....cccoiiieiieeeeee 63 RELENZA DISKHALER.......... 4
prochlorperazine maleate......... 99 QELBREE......ccvieviiiienen. 55 RELEUKO.....cccocvviriiieinne 105
PROCRIT.....cocovvvveiieienee. 105  QINLOCK....cccooiiviriiniiienens 22 RELEXXII....cooooiniiiiiniiiinene 55
PROCTOFOAM HC................ 99  QNASL ..ot 132 RELISTOR.......ccoeovvnene. 99, 100
procto-med hc..............cocue.n.... 99 QUADRACEL (PF)......c......... 107  RELPAX...cccoiiiieeeee, 34
Proctosol hc..............eeceueennn.. 99 QUESTRAN.....cceeiieieeiene. 68 RELTONE......cccoovviieine. 100
proctozone-hc..............cco.e...... 99 QUESTRAN LIGHT................ 68 REMERON.......cccciniiiiee. 55
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REMERON SOLTAB.............. 55  rivastigmine tartrate................. 37  saxagliptin-metformin............... 91

REMICADE.........cccovvrennne. 100 7iVelSA.ceeeneeaeeiiiiee, 122 SCEMBLIX.....ccoovvviiiinienenne 23
repaglinide..............ccccceeuven.... 91 RIVFLOZA.......oovieieeens 136  scopolamine base.................... 100
REPATHA ..., 68  FiZatriptan ............ccceeveeeeenneenn. 34  SECUADO....cccccceviiiiiieenann. 56
REPATHA PUSHTRONEX.... 68 ROCALTROL..........ccccuveu....e. 94 SEGLUROMET........ccccvvrenne 91
REPATHA SURECLICK.......... 68 ROCKLATAN....ccoovrreiene 125 SELARSDI.....cccooviieieieinen 70
RESTASIS ....coooiieiieeieeee, 124 roflumilast...............ccueeuuene.. 133 selegiline hel............................. 33
RESTASIS MULTIDOSE......124  ROMVIMZA........ccccoeviernnne 23 selenium sulfide........................ 70
RETACRIT ......cooviiiiieee 106  ropinirole.............ccccoueeeueannenn... 33  SELZENTRY ...coooviiiiiiiiiieans 5
RETEVMO.......ccooviiiiiiiees 22 rosuvastatin.............ceeeeeeenee.... 68 SEMGLEE(INSULIN
RETIN-A..coiiiiieeeieeeee 76O FOSYFAN e 122 GLARGINE-YFGN)................ 91
RETIN-A MICRO.................... 76  ROTARIX....ccooovviiiiiieienee 107 SEMGLEE(INSULIN
RETROVIR......ccevieiie 4 ROTATEQ VACCINE........... 107 GLARG-YFGN)PEN............... 91
REVATIO...cccooiiiiiiiiiene 132 ROWASA ... 100 SEREVENT DISKUS............ 133
REVCOVI....ccooooiiiieien, 83 FOWEEPFA..ccuueeeaeeeeeeaen 30 SEROQUEL.........cccueennnee. 56, 57
REVLIMID......cccovevieieiennne. 22 ROXICODONE........ccocvruren. 43  SEROQUEL XR....ccovevvreereneenn. 57
REVUFORIJ.....ccocviiiiiinne. 22 ROXYBOND.....cccoevvriiiienn 43 SEROSTIM.....cccceovvrinieennnn. 106
REXULTI..cceoiiiieieeeeee, 56 ROZEREM......cccooovvnivniannne 56  sertraline............ccuveeeeeunnn. 57
REYATAZ ...covviiiiiiieene 5 ROZLYTREK.....cccccooiniinnnnne 23 setlakin..........cooeeeivieninnenne. 122
REYVOW ...coooiiiiiiiiiee 34 RUBRACA.....ccoooiiieene 23 SEYSARA.....cccoiiiieeee, 13
REZDIFFRA........ccoiiiieiee, 83 RUCONEST.....cccoovveiiieeens 133 sharobel.................ccoueeeue...... 119
REZLIDHIA ..o 23 rufinamide..............cccoueeueeannnn. 31 SHINGRIX (PF)...cccceeuvennen. 107
REZUROCK.......ccceveeiiianne 23 RUKOBIA......ccooieieeeee 5 SIGNIFOR.....ccccooviiiieeeeeen 23
REZVOGLAR KWIKPEN........ 91 RUXIENCE.....ccccooeviiniiinnene 23 SIKLOS....ccooiiiiiiiiiceieee 23
RHOFADE......cccooviiiiiieeiens 76 RYALTRIS......ccooviee. 133 sildenafil (pulmonary arterial
RHOPRESSA ......ccoviiiiies 125 RYBELSUS.......cccoiiiii 91  hypertension)......................... 133
RIABNI.....coctiiiiiiieiciiecee 23 RYCLORA.....ccooviiiiiee 127  SILENOR.......cccooviiiiiiiene 57
FIDAVIFIN .o 5 RYDAPT...coooiieeee, 23 SILIQ .o 70
RIDAURA ..ot 116  RYKINDO....cccccooieiiiriineeenn. 56 SilodoSin..........ccoeeeevienennenne. 136
FIADULIA ..o, 9 RYTARY oo, 33 SILVADENE......cccocoeviiine. 74
FIfAMPIN ..o 9 RYVENT.....cooiiiiie 127 silver sulfadiazine..................... 74
FIUZOle ..., 83 SABRIL....ccooviiieiiieee 31 SIMBRINZA......ccooeviiene 125
rimantadine.................cceeeveeeeenn. 5 SAFYRAL...cooooiiiiieee, 122 SIMLANDI(CF)....ccccveunee. 116
RINVOQ....ccooiiiiniiiiiiiieee 116 S@azir.....ccoeeeeeeiiiiecne 133 SIMLANDI(CF)

RINVOQ LQ..cveiiiiieeee 116 SALAGEN (PILOCARPINE)..83 AUTOINJECTOR.................. 116
risedronate........................ 83,110 SAMSCA ..., 94  SIMPONI.......cooveiiiiinrnnn. 116
RISPERDAL.......ccccoviiriien 56  SANCUSO......ccoceriviiiienn 100 Simvastatin.............ccccceeeeueenee. 68
RISPERDAL CONSTA............ 56 SANDIMMUNE..........cccoe.... 23 SINEMET....ccooiiiiieieenee, 33
FISPeridone.............cccueeveennnn.. 56 SANDOSTATIN.......ccoeveenneen. 23 SINGULAIR.......ccovvvrerrenne. 133
risperidone microspheres......... 56  SANTYL.ovooiioiiiieeieeee, T4 SIrOLIMUS ..cceeeeeeeeeeeeee 23
RITALIN ..ottt 56 SAPHRIS.......cccoooiii. 56  SIRTURO.....ccccooviiiiieiiecieee, 9
RITALIN LA ....ccoevieeeeee 56 Sapropterin............cccceeeceveennnn.. 94  SITAGLIPTIN.....cccoevvrerrnnne 92
FILORAVIT oo 5 SAVAYSA...eieene. 66 SITAGLIPTIN-METFORMIN.92
rivaroxaban .................c.c.co..... 66 SAVELLA......ccoooviiiiiene, 116  SIVEXTRO...cccooviviiiiiiiiene 9
FIVASHGMINE ...evveeeeeareeaennn 37 Saxagliptin..........cccveeeveeeenenannne. 91 SKYCLARYS....cooieiiieieeeee. 37
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SKYLA ..o, 119  spironolacton- sunitinib malate........................ 23

SKYRIZI......cccovevveirnnee 71,100  hydrochlorothiaz....................... 63 SUNLENCA......cccoiiiiieiiee, 5
SKYTROFA.....ccooveieenee. 106 SPORANOX....cccceririerieeennne 2 SUNOSI....ooiiieieeeeeeee 57
SOAANZ ..c.oovieiiiiiieeee 63 sprintec (28) ...ccoevoeeveevinnnenne 122 SUPREP BOWEL PREP KIT 100
sodium chloride........................ 83  SPRITAM....cccoiiiiiiiiiinieiee, 31 SUTAB....coooiiiiieice 100
sodium chloride 0.45 %.......... 137 SPRIX..oooiiiiiiiiieeeeeee 46  SUTENT....ccoooieieeeeee, 23
sodium chloride 0.9 %.............. 83 SPRYCEL....ccoovveiiiiieiien, 23 SYeda....eeaiaaieieiee 122
sodium chloride 3 % sps (with sorbitol) ..................... 83 SYMBICORT......cccceevuvveneen. 133
hypertonic............cceeeeeeeene.. 137 SFORYX .ccoveiiiiiiiiiieiiecieee 122 SYMDEKO.....cccovvviiiiieenne. 133
sodium chloride 5 % SS e 74  SYMFIL..oooiiiiii 5
RYPEFLONIC ... 137  STEGLATRO......coccvvevvenee. 92 SYMFILO...ccooiiieieeeee. 5
SODIUM OXYBATE STEGLUJAN.....ccevtiiieeieeen 92  SYMLINPEN 120......ccceecuenneee 92
(PREFERRED NDCS STELARA ..o 71 SYMLINPEN 60........cccccuene. 92
STARTING WITH 00054)....... 57 STEQEYMA.....cccoiviiniiine. 71 SYMPAZAN....ccovvviiiienn. 31
sodium phenylbutyrate.............. 83 STEQEYMA LV......ccoevvvennen. 71  SYMPROIC.......ccovveeve, 100
sodium polystyrene sulfonate....83 ~ STIMUFEND.............c........... 106 SYMTUZA ..o 5
sodium,potassium,mag sulfates STIOLTO RESPIMAT........... 133 SYNALAR.....ccooiieeieieen 80
................................................. 100 STIVARGA.........cceecveveeeeeeeee. 23 SYNAREL.....oi. . 94
SOFOSBUVIR- STRENSIQ..c..cooiiiiiiiinienene 94  SYNJARDY ...ooooiiiiiniiiiiiinens 92
VELPATASVIR.....cccoevviinne. 5 STREPTOMYCIN.......cccvevuenn. 9 SYNJARDY XR....coooveirrnen. 92
SOGROYA. ..o 106 STRIBILD......cccoevveeveireieienee 5 SYNTHROID........ccccovvveuene. 96
SOHONOS.......coieieieeienee, 83 STRIVERDI RESPIMAT....... 133 SYPRINE. ..ot 83
SOlifenacin .............cccceeeenen... 135 STROMECTOL.......ccccvevevennnnen. 9 TABLOID....coovreeieeeee. 24
SOLIQUA 100/33.....cccovennee. 92 SUBLOCADE.......cccocvvvenne. 43  TABRECTA.....cccoctviiiiienne 24
SOLIRIS ..ot 83 SUBOXONE......ccootviirianen. 46  TACLONEX......cccootmvinieiennnne 71
SOLOSEC. ..., 9 subvenite........ccccoeeeueeeeecnnnn.... 31 tacrolimus.............ccoeeuu..... 24, 74
SOLTAMOX......cooveeireiienrnne. 23 subvenite starter (blue) kit........ 31 tadalafil...............cccoveueennnnn.. 136
SOMA ... 39  subvenite starter (green) kit......31  tadalafil (pulmonary arterial
SOMATULINE DEPOT.......... 23 subvenite starter (orange) kit....31  hypertension) oral tablet 20
SOMAVERT .....ccccovieiiene 94  SUCRAID....cccooirieeeenee 100 M 133
SOOLANTRA.......ccoviienn 76 sucralfate..............ccccooueeuene. 103 TADLIQ....ccooiiiiiiiiiieeee 133
SOPAfENID .....c..ooeevaaaiiaeanen 23 SUFLAVE....ccoooiiiieiien, 100 TAFINLAR....ccocoverieeiieeene. 24
SORILUX ...cvtviiiieieieeeeine 71 SULAR....cccooiiieeeeeee, 63, 64 tafluprost (Pf) ..ccceeeeeeeeeeeneannnns 125
SOLAlOl ... 60  sulfacetamide sodium.............. 124 TAGRISSO.....coevviiieiienne, 24
sotalol af ..........cccouveveveeecnnnannn. 59  sulfacetamide sodium (acne)....76  TAKHZYRO......cc.cecuvveennnn. 133
SOTYKTU...cooviiiiiiiiiiieee 71 sulfacetamide-prednisolone....124  TALICIA .......ccccooevviinvencnnne 103
SOTYLIZE.....cccooiiiiene 60 sulfadiazine..................ccueun.... 12 TALTZ AUTOINJECTOR........ 71
SOVALDI.....cccooieeieeieeeieene 5 sulfamethoxazole- TALTZ SYRINGE................... 71
SPEVIGO.....ccccooeviiiiiiiene 71 trimethoprim.............cccueeuee... 13 TALZENNA......cccoooieieeienee. 24
SPINOSA ..., 81 SULFAMYLON......ccovurrennne 76  TAMIFLU.....cocooiiiiiiiieee 5
SPIRIVA RESPIMAT............ 133 sulfasalazine........................... 100 tamoxifen..........ccocceeveevevcucnanns 24
SPIRIVA WITH SUlindac ...........cocccvveeeeceeenne. 46 tamSuloSin...........cccceeeeevuennnne. 136
HANDIHALER...................... 133 sumatriptan..............ccueeeeunn.... 34 1anlor .. 39
spironolactone.......................... 63  sumatriptan succinate............... 34 TARGADOX.....cccovviieieenne 13
sumatriptan-naproxen............... 34 TARGRETIN......ccccoviirnn 24
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taring 24 fe.......oeeeveeeeenennnnn. 122 THALITONE........ccvveereennee. 64  tolvaptan...............ccecuveeeunennnn. 95

tarina fe 1-20 eq (28).............. 122 THALOMID........ccceevvverrnnnn. 24 tolvaptan (polycys kidney dis) .. 95
TARPEYO....cocoooiiiiiieeeee 86 THEO-24.....ccocoviiiieee, 133 TOPAMAX ..cccveiieieeieieieeane 31
TASCENSO ODT........ccceeueee 37  theophylline..............ccccuenn... 133 TOPICORT.....coevieiiieieenne 80
TASIGNA ..., 24 THIOLA ....ccoooiiieeeeeee 83  topiramate................ccveeeueenn... 31
1asimelteon .............ccccuveveeevannn. 57 THIOLA EC....ccccevveieeenee 83 TOPROL XL...ccooeoveieireiens 64
TASMAR ..o, 33 thioridazine..............ccccuveuenn... 57  toremifene.............cccoueeueennnnn. 24
tavaborole.................ccouveeuenn. 77 thiothixene...........ccceeveeeuveenne.. 5T  tOFPENzZ. ... 24
TAVALISSE.....ccooviiiieee, 66  tiadylt er.........cccooeveeeeiveniaaan, 64  torsemide...........ccoeeuveeueaannnnn. 64
TAVNEOS......ccoiieeees 83  tiagabine...........ccoeeeeuvvenunnnne. 31 TOSYMRA.....ccooeviiiiieiees 34
[AZAPOLENE ... 76  TIAZAC ... 64 TOUJEO MAX U-300
TAZAROTENE.......ccocveenn. 76 TIBSOVO....ccovviiviiiieienne 24 SOLOSTAR.....ccoceviiieiene. 92
LAZICES o T tcagrelor......eeeeeeeeenn, 66 TOUJEO SOLOSTAR U-300
TAZORAC ..o 76  TICOVAC......ccooniviiniiennne 107  INSULIN...ccoooiiiiiiinieecieneene 92
TAZVERIK........covvveeiienn 24 tigecycline.........oceceeeeeeeeennnannn. 10 tovet emollient........................... 80
TECFIDERA........ccooeieieeee 38 TIGLUTIK.....ccoevieireieieneen 83 TOVIAZ..eiieieeeeee 135
TEFLARO......cooviiiiiieieee. 7 TIKOSYN..oooooiiiiniiieieeene, 60 TPN ELECTROLYTES......... 137
TEGRETOL.......ccceviiieee 31 tiliafe.iieieen, 122 TRACLEER.................... 133, 134
TEGRETOL XR.....cccocveienenne. 31 timolol...........ccccvvveeniaannn. 123 TRADJENTA.....cooviiiriiiene 92
TEKTURNA............ccece 64  timolol maleate................. 64,123 TRAMADOL...........oeeeeveeeennnn. 46
telmisartan..............cccceeeeeeenne. 64  timolol maleate (pf) ................. 123 tramadol...............cccccueeeeennnn... 46
telmisartan-amlodipine............. 64 TIMOPTIC OCUDOSE (PF). 123  tramadol-acetaminophen.......... 46
telmisartan- tinidazole.............cccoueeecuveeennnn. 10 trandolapril.....................c......... 64
hydrochlorothiazid.................... 64 LHOPTORIN ..o, 83  trandolapril-verapamil............. 64
LONCOMN . 43 tiotropium bromide................. 133 tranexamic acid...................... 120
TENIVAC (PF)...cooiieieee 107 TIROSINT ....cceiiiiiiieiieeee 96 tranylcypromine........................ 57
tenofovir disoproxil fumarate.....5 TIROSINT-SOL...........ccoeune. 96  travasol 10 %.............cccuuu.n..... 138
TENORETIC 100..................... 64  TIVICAY oo 5 TRAVATANZ....ccvveeenne. 125
TENORETIC 50.....ccceeevneennnn. 64 TIVICAY PD...cccoovreiie S travopPrOSt.....eceeeeiiiiienn 125
TENORMIN......cceviriiiennee. 64  tizanidine............ccceeeeeveeennnnne. 39 TRAZIMERA......ccoovvennne. 24
TEPMETKO......ccceeevivieeen. 24 TLANDO.....cocvviieeeiieeeeieen 95 trazodonme...............cccveeeuueann.... 57
[V AZOSIN ... 64  TOBI...ooooiiiiiiiiiieee, 10 TRELEGY ELLIPTA............. 134
terbinafine hcl.............ceeuene... 2 TOBI PODHALER................... 10 TRELSTAR....cccooiieeieieee 24
terbutaline..............cccccceuenncn. 133 TOBRADEX.....ccccoctvviriinnnn 125 TREMFYA ..ot 71
terconazole.............ccuuenn... 120  TOBRADEX ST....ccoveienne 125 TREMFYA PEN.....ccooveiinee 71
teriflunomide........................... 38 tobramycin........................ 10,123 TREMFYA PEN
TERIPARATIDE.................... 110 tobramycin in 0.225 % nacl......10  INDUCTION PK-CROHN........ 71
TESTIM....cooiiieiieeieeeeeee. 94 tobramycin sulfate.................... 10  treprostinil sodium.................... 64
1estoSterone.................oue..... 94,95 tobramycin-dexamethasone....125 TRESIBA FLEXTOUCH U-
testosterone cypionate.............. 94 TOBREX.....ccooooviieiiieeieene, 123 100 92
testosterone enanthate.............. 94 tolcapone............cccoeeueeeeanenn. 33 TRESIBA FLEXTOUCH U-
tetrabenazine........................... 38 TOLECTIN 600.......ccccccevennneen 46 200 92
tetracycline..............ccueeeuuenne.. 13 tolmetin........uceeeeeeeeeeeeenann, 46 TRESIBA U-100 INSULIN...... 92
TEXACORT.......coovvieiiieien, 80 TOLSURA........oovieieeereeee 2 tretinoin (antineoplastic) .......... 24
TEZSPIRE.......coovviiiiieee 133 tolterodine...............cccuueennen.. 135  tretinoin microspheres.............. 76
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tretinoin topical........................ 76 turgoz (28) ccceeeeeeeeceeeereaennn. 122 VALSARTAN....cccovverieeieens 64

TREXALL....cccovieiiiieee. 24 TWINRIX (PF)..ccccovviienn. 107 valsartan.................ceeeeueeen.... 64
TREXIMET......ccovvviiieeienee, 34 TWYNEO....ccoiviiieiieieeeen, 76  valsartan-hydrochlorothiazide . 64
triamcinolone acetonide..... 81,85 TYBOST .....cccoeeiviiviiiiecieeeen 5 VALTOCO...iiiiieierinnen.. 31
IrIAMIEYene...........covveeueeneeenee. 64 TYENNE.....ccoooiiiiiiin 117 VALTREX ..o, 5
triamterene- TYENNE AUTOINJECTOR. 116 valtya........cccceeveeeeeeieannne. 122
hydrochlorothiazid.................... 64 TYGACIL....cooovoiieieeiieieee, 10 VANCOCIN......cooverrreirennne 10
TRIBENZOR......cccvvviiiiieanns 64 TYKERB......cooooiiiiiiieee 24 VANCOMYCIN c...eeeveeeeieaeeeieeaanne 10
tridacaine ii.............cccceeeueenne.. 74 TYMLOS.....cooiiiiieeee 110 vandazole..................cccc.c...... 120
IPIA@TIM ..o 81 TYPHIM VI....ooooiiiiinne. 107  VANFLYTA ..o, 24
IPIENLINE ... 83 TYRVAYA...oiiene. 124 VANOS ..o 81
TRIENTINE.......cccooiiiiiiinee. 84 TYVASODPI......ccccocvvvrnne 134 VANRAFIA ..o 69
tri-estarylla..................ccueu...... 122 UBRELVY ...coooiiiieieee, 34 VAQTA (PF) .o 108
trifluoperazine...............cc.cc..... 57 UCERIS....cccooiiiiiiiiicee, 100  varenicline tartrate.................. 84
trifluridine............ccceveeenn. 123 UDENYCA....cccoiiiiiieeene 106 VARIVAX (PF).cccooiiieine 108
trihexyphenidyl.......................... 33 UDENYCA VARUBI.......coviiiiiiiee 100
TRIJARDY XR....cocoovviiiinne. 92 AUTOINJECTOR.................. 106 VASCEPA......ccoooiiiiiieee 68
TRIKAFTA ..o 134 UDENYCA ONBODY........... 106 VASERETIC......ccooeveiees 64
tri-legest fe.......ccouvvevcevannnnne. 122 ULORIC.....ccoeviieiieiieenee. 109  VASOTEC......ccooivieiieiiee, 64
TRILEPTAL....cccoeiiiiiiieieee 31 ULTOMIRIS......ccceieiiene 84 VAXCHORA VACCINE....... 108
tri-lo-estarylla......................... 122 ULTRA-FINE INSULIN VECAMYL....coooiiiieieieen. 69
tri-lo-sprintec.............c.ccue...... 122 SYRINGE......cccivviiiin. 109  VECTICAL.....ccovveereeieee 72
trimethoprim............cceeeveeenne... 14 UMECLIDINIUM- velivet triphasic regimen (28).122
-G oo 122 VILANTEROL..........ccoeeueee. 134 VELSIPITY ..ooviiiiiiiiiieene 100
IFIMIPramine...........cccoeeeveeennen.. 57 UNASYN...oooiiiiiieeeeeeen 12 VELTASSA ..o 84
TRINTELLIX.....cccoeveiieienene 57 UNDECATREX........ccccovenene. 95  VEMLIDY ..coveiiieieieeeieeeee 5
tri-sprintec (28) .....cceeeeveennnnn. 122 unithroid..............cccceueeevennenne. 96 VENCLEXTA......cccoeenee. 24,25
TRIUMEQ.....cccoiiiieiieieeenee. 5 UPTRAVI....ccooiiiere, 64 VENCLEXTA STARTING
TRIUMEQ PD....cccocvvriiiine. 5 UROCIT-K 10....ccccevieriannnn 136 PACK ..ot 25
ri-vylibra..........ooeeeeveennnnnn. 122 UROCIT-K 15....cceeiieerens 136  venlafaxine.............ccoeeeeuuenn.... 58
tri-vylibra lo..............cueeuen... 122 UROXATRAL.....ccccvevvrennnee. 136  VENLAFAXINE BESYLATE.58
TROKENDI XR.....ccceeeverrenne 31 URSO FORTE.........ccueruennnee. 100 VENTOLIN HFA................... 134
TROPHAMINE 10 %............. 138  wursodiol...........cccovcveveveucnen. 100 Venxxiva.......ccccceeeeeeveeeeneenncn. 84
LPOSPIUM ... 135 USTEKINUMAB............... 71,72 VEOZAH.....ccooovviiiiinn 120
TRUDHESA. ..o 34 USTEKINUMAB-TTWE......... 72 verapamil..............cceeeeeeeeenn. 64
TRULANCE.......ccoevevveneen. 100 UZEDY ..oooioieieieeieeenee 57,58 VEREGEN......ccooovieierne. 74
TRULICITY oo 92 VABOMERE.......c.ccoevinn 10 VERELAN.....ccooviiiiiiienee, 64
TRUMENBA........ccooveeeee. 107  VAGIFEM......ccooveiieee, 119  VERIFINE INSULIN
TRUQAP.....cooiiiiieieen 24 valacyclovir ............ccueeeeeeenne.. 5 SYRINGE.....cooonviiiiie 109
TRUVADA ... 5 VALCHLOR........ccoovviiree 74  VERKAZIA.....ccooviiiin. 124
TRYNGOLZA ..o 68 VALCYTE....cooiiiiiiiiies 5 VERQUVO.....ccoovvviieieenen. 69
TRY VIO, 69  valganciclovir................ccueen... 5 VERSACLOZ........ccceeveveenne. 58
TUDORZA PRESSAIR.......... 134 VALIUM.....coooiieieeeeeeee 58 VERZENIO......cccoocveerenee. 25
TUKYSA ..o 24 wvalproic acid............................ 31 VESICARE.......ccocveiiene. 135
TURALIO....ccoieiieeiieeeee 24 valproic acid (as sodium salt)...31 VESICARELS...........c........... 135
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VeStUFA (28) c.covuveneieeiieeiinnnne 122 VYKAT XR..oooiiiiiiiiiee 84 XERMELO.....cccoviiiiiiinnns 25

VEVYE. ..o, 124 wlibra........oceeeeeeeveenan. 122 XGEVA. ..o 14
VFEND ....oooiiiiiieeeeeee, 2 VYNDAMAX. ..o, 69 XHANCE......cccooiiiieee 134
VFEND IV ..o 2 VYNDAQEL.....cccoooiviinnn 69 XIFAXAN. ..o, 10
V-GO 20 109  VYTORIN 10-10.......cccvenneneene. 68  XIGDUO XR....cccoovuvrienreienne. 92
V-GO 30..ccoieiiieieeeieee 109  VYTORIN 10-20........ccocvee...... 68 XIIDRA....cccooieieieieeee 124
V-GO 40...ccoiviiiiiiiieiienens 109  VYTORIN 10-40.......cccoeouenneee. 68 XOFLUZA....cccoooiiiiiiieen. 6
VIBERZI.......cccveiiiiiein 100 VYTORIN 10-80.......cccvevenene. 68 XOLAIR.....ccoovveieene. 134, 135
VICTOZA 3-PAK.....cccevuenee. 92 VYVANSE....ccooiiiiiiiiiee 58 XOLREMDI......ccccecevvinrnnnenn 106
VICAVA .o, 122 VYVGART HYTRULO........... 39 XOPENEX HFA......ccocenee. 135
VIQADAIF TN ..o 31 VYZULTA. ..o, 125  XOSPATA....ccooiieeeeeeen 25
VIGAArone..............cccoveveeecunannnn 31 WAINUA. ... 38 XPOVIO....ccovviieiieiieiie, 25
VIGAFYDE......ccoiiiiee. 31 WAKIX oo, 58 XROMI....cooiiiiiieieieeee, 25
VIGAMOX ......ooviiiiiiiiene 123 Warfarin...........ccceecveeeeecneenn. 66 XTAMPZAER......cccoeveenne. 43
AY2 112720 74D 2R 58 WEGOVY .o, 84  XTANDI....ccooiiiiieiieeeee 25
VIJOICE ... 25 WELCHOL........ccoeevrerene. 68  xulane...........cocoeeveeeceiiannnnn, 120
vilazodone................cccccueeuenun. 58 WELIREG.......cccceviiiiriirnne 25 XULTOPHY 100/3.6................ 93
VIMKUNYA ... 108  WELLBUTRIN SR.................. 58 XYOSTED...ccooooiiieieieeee 95
VIMPAT ..o 31,32  WELLBUTRIN XL.................. 58 XYREM....oooooniiviiiiniiieee 58
VIOKACE.......ccooiiiiiane. 100 WEZLANA ...t 72 XYWAV .., 58
VIRACEPT .....cociiiiiiiieene 5 WINLEVI.......ccooiis 7O YAYrZeSA.....ccovueeeeeeeiieeaieannee 95
VIREAD ....ccccoiiiiiiiniiiine 5,6 WINREVAIR.......cceevrirnn. 134 YASMIN (28)..ccvvieiiniieiennnne 122
VITRAKVI ..o 25  wixela inhub............................ 134 YAZ (28) ccceeieieeeeeeeee 122
VIVELLE-DOT.........cccuee.. 119 wymzya fe......coveveeeennnanann. 122 YESINTEK......coooiiiiiiiienne 72
VIVITROL.......cceoviiieieeee 46 WYOST..cooiiiiiieeeeeee, 14 YF-VAX (PF)uooiiiiiie 108
VIVIOA ..o, 2 XACIATO...cooieieeieeee, 120 YONSA ..o 26
VIVOTIF ..o 108 XADAGO. ..o 33 YORVIPATH.....ccceovvrveiennne. 95
VIZIMPRO.......ccoevveiiieen. 25 XALATAN. ..o 125 YUFLYMA(CF)..coooooveieneee. 117
VOGELXO.....cooceviiiiiiiiienenne 95  XALKORI.....ccoeooiiviiiieiinne. 25 YUFLYMA(CF) Al
VONIJO..ccoiiiiiieieeeeee, 25 xarah fe......oioenieiinnnn, 122 CROHN'S-UC-HS.................. 117
VOQUEZNA. ..o 103 XARELTO...cccoieieeeeieee 66 YUFLYMA(CF)

VOQUEZNA DUAL PAK.....103 XARELTO DVT-PE TREAT AUTOINJECTOR................... 117
VOQUEZNA TRIPLE PAK...103 30D START.....cceeveieiernee. 66 YUPELRI......ccccooviriinne 135
VORANIGO......cocovviieireenne 25 XATMEP.....ccoooviiiiiiiiiiein, 25 yuvafem.........eeeeeecivenieae. 119
voriconazole................cccceeuuen... 2 XCOPRI....cooteeiieeieeiieeieeens 32 ZAfemy...eeeeeieeieeee e 120
VOSEVI...cooiiiiiiiienes 6 XCOPRI MAINTENANCE zafirlukast .............cccoceeeenee. 135
VOTRIENT .....ccccvviiiieiinen, 25 PACK ... 32 zaleplom.............eeeeeueeeeceeeannnnnn, 58
VOWST ..o 100  XCOPRI TITRATION PACK..32 ZANAFLEX.......coviiiernee. 39
VOXZOGO....cccooivieieiineenne 95 XDEMVY ...oooiiiriiinicneene. 124 ZARONTIN.....ccoveriiiiiieiene 32
VOYDEYA ..ot 84 XELJANZ...ccovviiieieiene 117 ZARXIO...oooiiiiiieiieee 106
VRAYLAR....cooviiieieeee 58 XELJANZ XR....coeovvvveiennne 117 ZAVESCA. ..o 95
VTAMA .....cooiiiieeieeeeee, T2 xelria fe....eneeeceeeiaannnen. 122 ZAVZPRET.....cooevvirieinn. 34
VUITY oo 124 XELSTRYM...cooooiiieieienee, 58 ZEGALOGUE

VUMERITY ..cooviviiiiiiinieene 38 XENAZINE.....cccoooiiiiniiinene 38 AUTOINJECTOR.................... 93
vyfemla (28) ....coeoeeeeneeennn. 122 XERESE....cccoiiiiiiiiieeee. 78 ZEGALOGUE SYRINGE........ 93
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ZEJULA ..o, 26 ZOLMITRIPTAN........cocveuees 35

ZELAPAR .....ccooviiiiiien 33 zolmitriptan................cceeeueennee. 35
ZELBORAF ......ccooevvviieerrnen. 26  ZOLOFT...coooiiiiiieeeeeee 59
ZEMAIRA ......oooiiieiiee 84 ZOLPIDEM.......ccoeeviiiinnne, 59
ZEMBRACE SYMTOUCH.....35  zolpidem...............ccccceveeuvennnnn. 59
ZEMDRI......cooviiiieiiieee. 10 ZOMACTON.....ccevieeeienne 106
ZEMPLAR.......coovveiiieenee. 95  ZOMIG ..., 35
ZONALANE ...ooeeeaeeaaeeiieaanns 76  ZONALON.....ooooiieeeieeeee 74
ZENPEP .....ccooiiiiiiiiiiie, 101  ZONEGRAN.....ccoctieieiree 32
ZENZOAI v, 58 ZONISADE......ccccovvieiieeen. 32
ZENZEDI......ccoviiiiiiiieeinn, 58  zomisamide..............cccccuuunn..... 32
ZEPATIER......ccovveiiiiiie, 6 ZORTRESS.....cccooiiiiiiiiee 26
ZEPBOUND.......ccoivieieieee 84 ZORYVE ..o 72
ZEPOSIA ..ot 38 ZOSYN IN DEXTROSE
ZEPOSIA STARTER KIT (ISO-OSM)...ccvveiieiieieeenne, 12
(28-DAY) e, 38  zovia 1-35 (28) cueeeeean 122
ZEPOSIA STARTER PACK ZOVIRAX ....oooiieiieieeieeeenn, 78
(7T-DAY) et 38 ZTALMY oo 32
ZERBAXA ..o, 7 ZTLIDO....coooiiiiiiiniineeenne. 74
ZERVIATE.....coovvviveiieene 124 ZUBSOLV ....ccocoviiiieieenen, 46
ZESTORETIC......ccoeovereenee 64 ZUNVEYL..ooooiiieiieene 38
ZESTRIL.....cooovieiiiiieieeienne, 64 ZURZUVAE....ccccoomiiiiiinnn. 59
ZETIA oo 68 ZYCLARA. ..o, 74
ZEVTERA ..o, 7  ZYDELIG....cccoooviviiiiicinne. 26
ZIAGEN. ..o, 6 ZYFLO..ooiiiiiiiieeeeee, 135
ZIANA ...t 76  ZYKADIA ..., 26
zidovudine..............cccouveveenennnn.. 6 ZYLET....iiiiiiiiieien. 126
ZIEXTENZO.....ccovevieerannne 106 ZYMFENTRA.......cccveenneee. 101
ZILBRYSQ..cooiiiiiiieiieiieen 39 ZYPITAMAG......ccooevieen. 68
ZIHOUION .o 135 ZYPREXA....ccoiiiiiiiiee, 59
Y 1 5. € S 76 ZYTIGA ..o, 26
ZIOPTAN (PF)...covvieivennne, 125 ZYVOX ..o 10
ziprasidone hcl.......................... 58

ziprasidone mesylate................. 58

ZIPSOR ......oovviiieieeeee, 46

ZIRABEV ..o, 26

ZIRGAN.....ccoevieeiieeeeee, 123

ZITHROMAX .....cooveieeeee 7

ZITHROMAX TRI-PAK............ 7

ZITHROMAX Z-PAK................ 7

ZITUVIMET .....ccoooiiiiieiennn 93

ZITUVIMET XR.......cccvveunenee. 93

ZITUVIO....cooiiieieeeieee, 93

ZOCOR ...ccoiiiiiviieeeee, 68

ZOLINZA ..., 26

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit, you
may not experience every restriction or limit indicated in the list. You can find information on what the symbols and
abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage, contact Customer
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 2025.
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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 08/25/2025. 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.

© 2025 Evernorth Health Services. All Rights Reserved.
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