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

Formulary ID Number: 18046, v6

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

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

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

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

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

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

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

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

7 dias de la semana.

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

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

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

Can my drug coverage change?

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

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

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

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




Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 75. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

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

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

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

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

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

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

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

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

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

You should talk to your doctor to decide if you should switch to an appropriate drug that the plan covers
or request a formulary 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 ask us to cover your drug even if it is not on our formulary. If approved, the drug will
be covered at a pre-determined cost-sharing level, and you will not be able to ask us to provide
the drug at a lower cost-sharing level.

¢ You can ask us to cover a formulary drug at a lower cost-sharing level. If your drug is contained
in our Non-Preferred Drug tier, you can ask us to cover it at the cost-sharing amount that applies
to drugs in our Preferred Brand Drug tier instead. If approved, this would lower the amount you
must pay for your drug. Also, you may not ask us to provide a higher level of coverage for drugs
that are in our Specialty Drug tier.

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

You should contact us to ask for an initial coverage decision for a formulary, tiering or utilization
restriction exception. When you are requesting an exception, you should submit a statement from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You can request an expedited (fast)
exception if you or your doctor believes that your health could be seriously harmed by waiting up to

72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than
24 hours after we get a supporting statement from your doctor or other prescriber.

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

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

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

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

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

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

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

For each of your drugs that is not on our formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for at least 30 days, or less if your prescription is written for fewer days. In that case, you
will be allowed multiple fills to provide up to a total of at least a 30-day supply of the medication.

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

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

v



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

¢ Over-the-counter (OTC) diabetic supplies

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

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

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

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

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 75.

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

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

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

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

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

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



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

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

low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred drugs.
Brand Drugs | some generic drugs.
Tier 3: This tier includes non-preferred Many non-preferred drugs have lower-cost

Non-Preferred
Drugs

brand-name drugs as well as
some generic drugs.

alternatives in Tiers 1 and 2. Ask your doctor
if switching to a lower-cost generic or preferred
brand-name drug may be right for you.

Tier 4:
Specialty Tier
Drugs

This tier includes very high cost
brand-name and generic drugs.

To learn more about medications in this tier,
you may contact a pharmacist using the
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.

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

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

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

List of abbreviations

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

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

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

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

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

Tier /Limits Tier /Limits
nystatin oral 1 MO
suspension
ANTIFUNGAL AGENTS )

nystatin oral tablet 1 MO
ABELCET 4 PA; MO

ORAVIG 2 MO
AMBISOME 4 PA; MO

SPORANOX ORAL 2 MO
amphotericin b 1 PA; MO SOLUTION
CANCIDAS 4 PA; MO terbinafine hcl oral 1 MO
clotrimazole mucous 1 MO voriconazole 1 MO
membrane intravenous
CRESEMBA 4 voriconazole oral 4 MO
INTRAVENOUS

ANTIVIRALS
CRESEMBA ORAL 4 MO

abacavir 1 MO
fluconazole 1 MO

abacavir-lamivudine 4 MO
fluconazole in nacl 1 MO
(iso-osm) abagavizf- 4 MO
intravenous Z‘?m”’”df”e'
piggyback 200 zidovudine
mg/100 ml acyclovir oral 1 MO
fluconazole in nacl 1 capsule
(iso—osm) acyclovir oral 1 MO
Intravenous suspension 200 mg/5
piggyback 400 ml
mg/200 ml

acyclovir oral tablet 1 MO
flucytosine 4 MO

: : acyclovir sodium 1 PA; MO

griseofulvin 1 MO intravenous solution
microsize

adefovir 4 MO
griseofulvin 1 MO -
ultramicrosize amantadine hcl 1 MO
itraconazole 1 MO APTIVUS ORAL 4 MO

CAPSULE
ketoconazole oral 1 MO

APTIVUS ORAL 4
MYCAMINE 4 MO SOLUTION
NOXAFIL ORAL 4 MO ATRIPLA 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
BARACLUDE 2 MO INTELENCE ORAL 4 MO
ORAL SOLUTION TABLET 100 MG,
cidofovir 4 PA; MO 200 MG
INTELENCE ORAL 2 MO
COMPLERA MO TABLET 25 MG
CRIXIVAN ORAL 2 MO
CAPSULE 200 MG, INVIRASE R MO
400 MG ISENTRESS ORAL 4 MO
POWDER IN
DESCOVY 4 MO PACKET
didanosine oral ! ISENTRESS ORAL 4 MO
capsule,delayed TABLET
release(dr/ec) 125
mg ISENTRESS ORAL 4 MO
didanosine oral 1 MO TABLET,CHEWARB
LE 100 MG
capsule,delayed
release(dr/ec) 200 ISENTRESS ORAL 2 MO
mg, 250 mg, 400 mg TABLET,CHEWAB
EDURANT 4 MO LE 25 MG
KALETRA ORAL 2 MO
EMTRIVA 2 MO TABLET 100-25
entecavir 4 MO MG
EPCLUSA 4 PA; MO; QL KALETRA ORAL 4 MO
(28 per 28 TABLET 200-50
days) MG
EPIVIR HBV 2 MO lamivudine 1 MO
ORAL SOLUTION lamivudine- 1 MO
EVOTAZ 4 MO zidovudine
famciclovir 1 MO LEXIVA ORAL 2 MO
FUZEON 4 MO SUSPENSION
SUBCUTANEOUS LEXIVA ORAL 4 MO
RECON SOLN TABLET
ganciclovir sodium 1 PA; MO lopinavir-ritonavir 1 MO
GENVOYA MO moderiba 1 MO
HARVONI 4 PA; MO; QL
(28 per 28
days)

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

moderiba dose pack 1 MO REYATAZ ORAL 4 MO
oral tablets,dose POWDER IN
pack 200 mg (7)- PACKET
?70)0 2150(7) ’ 4(1%0 mg ribasphere oral 1 MO

_ me capsule
mroc;irlgla tdo;e pack & MO ribasphere oral 1 MO
lom‘; . g 0 Oe’;’g ?;)e tablet 200 mg, 400
400 mg (7), 600 mg e
(7)- 600 mg (7) ribasphere oral 4 MO
nevirapine 1 MO tablet 600 mg

ribasphere ribapak 1
NORVIR 2 MO oral tablets,dose
ODEFSEY 4 MO pack 200 mg (7)-
oseltamivir 1 MO 400 mg (7)
PREZCOBIX 4 MO ribasphere ribapak 4 MO
oral tablets,dose

PREZISTA ORAL 4 MO pack 400-400 mg
SUSPENSION (28)-mg (28), 600-
PREZISTA ORAL 2 MO 400 mg (28)-mg
TABLET 150 MG, (28), 600-600 mg
75 MG (28)-mg (28)
PREZISTA ORAL 4 MO ribavirin oral 1 MO
TABLET 600 MG, capsule
800 MG ribavirin oral tablet 1 MO
REBETOL ORAL 2 MO 200 mg
SOLUTION rimantadine 1 MO
RELENZA 2 MO SELZENTRY 2 MO
DISKHALER ORAL TABLET
RESCRIPTOR 2 MO stavudine oral 1 MO
RETROVIR 2 MO capsule
INTRAVENOUS STRIBILD 4 MO
REYATAZ ORAL 4 MO SUSTIVA ORAL MO
CAPSULE 150 MG, CAPSULE 200 MG
200 MG, 300 MG SUSTIVA ORAL 2 MO

CAPSULE 50 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SUSTIVA ORAL 4 MO zidovudine 1 MO
TABLET CEPHALOSPORINS
AGI MO; LA
ISNY]I"\IRAGI\/I?JS CULA o; cefaclor oral capsule 1 MO
R SOLUTION 50 cefaclor oral | MO
MG/0.5 ML suspension for
TAMIFLU ORAL MO reconstitution 125
SUSPENSION FOR mg/3 ml, 250 mg/5
RECONSTITUTIO ml
N cefaclor oral 1
TIVICAY ORAL MO suspension for
TABLET 10 MG reconstitution 375
mg/5 ml
?AV];E]?]Y z(gfi/[A(I}J 50 MO cefaclor oral tablet 1 MO
MG ’ extended release 12
hr
TRIUME M
IUMEQ © cefadroxil oral 1 MO
TRUVADA MO capsule
valacyclovir PA; MO; QL cefadroxil oral 1 MO
(30 per 30 suspension for
days) reconstitution 250
valganciclovir MO m'lg/5 mi, 300 mg/3
m
VEMLIDY MO
cefadroxil oral tablet 1 MO
VIDEX 2 GRAM MO o
PEDIATRIC cefazolin injection 1 MO
recon soln 1 gram,
VIRACEPT ORAL MO 500 mg
TABLET e
cefazolin injection 1
VIREAD MO recon soln 10 gram
ZEPATIER PA; MO; QL cefdinir 1 MO
(28 per 28 ,
days) cefepime 1 MO
ZERIT ORAL MO cefixime 1 MO
RECON SOLN cefotaxime injection 1
Z7IAGEN ORAL MO recon soln 1 gram, 2
SOLUTION gram, 300 mg
cefotetan injection 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
cefoxitin intravenous 1 MO SUPRAX ORAL 3
recon soln 1 gram, 2 SUSPENSION FOR
gram RECONSTITUTIO
. N 500 MG/5 ML

cefoxitin intravenous 1
recon soln 10 gram SUPRAX ORAL 3 MO
cefpodoxime 1 MO ESBLET’CHEWAB
cefprozil S TEFLARO 4 MO
ceftazidime injection 1 MO
recon soln 1 gram, 2 ERYTHROMYCINS / OTHER
gram MACROLIDES
ceftazidime injection 1 azithromycin 1 MO
recon soln 6 gram clarithromycin 1 MO
ceftriaxone injection 1 e.e.s. 400 oral tablet 1 MO
recon soln 10 gram

ery-tab oral 1 MO
ceftriaxone injection 1 MO tablet delayed
recon soln 250 mg, release (dr/ec) 250
500 mg mg, 333 mg
ceftriaxone 1 MO ERY-TAB ORAL 2 MO
intravenous TABLET,DELAYE
cefuroxime axetil 1 MO D RELEASE
oral tablet (DR/EC) 500 MG
cefuroxime sodium 1 MO erythrocin (as 1 MO
injection recon soln stearate) oral tablet
cefuroxime sodium 1 MO ERYTHROCIN 2 MO
intravenous recon INTRAVENOUS
soln 1.5 gram RECON SOLN 500

MG
cefuroxime sodium 1 :
intravenous recon erythromycin 1 MO
soln 7.5 gram ethylsuccinate oral

: suspension for

cephalexin 1 MO reconstitution
SUPRAX ORAL 3 MO erythromycin 1 MO
CAPSULE ethylsuccinate oral

tablet

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

Tier /Limits Tier /Limits
erythromycin oral 1 MO chloroquine 1 MO
capsule,delayed phosphate
release(dr/ec) clindamycin hcl 1 MO
erythromycin oral ! MO clindamycin in 5 % 1 MO
tablet dextrose
MISCELLANEOUS clindamycin 1 MO
ANTIINFECTIVES pediatric
ALBENZA 2 MO clindamycin 1 MO
ALINIA ORAL 2 MO phosphate injection
SUSPENSION FOR clindamycin 1 MO
RECONSTITUTIO phosphate
N intravenous solution
ALINIA ORAL 4 MO 600 mg/4 ml
TABLET COARTEM 2 MO
amikacin injection 1 MO colistin 1 MO

solution 500 mg/2 ml (colistimethate na)

atovaquone 4 MO

dapsone | MO
atovaquone- 1 MO daptomycin 4 MO
proguanil
DARAPRIM 4 PA; MO
aztreonam injection 1 MO
recon soln 1 gram EMVERM 4 MO
baciim 1 ethambutol 1 MO
bacitracin 1 MO gentamicin in nacl 1 MO
intramuscular (iso-osm)
intravenous
BETHKIS 4 PA; MO; QL piggyback 100
(224 per 28 mg/100 mi, 80 mg/50
days) ml
BILTRICIDE 2 MO gentamicin in nacl 1
CAPASTAT 3 (iso-osm)
' ) intravenous
CAYSTON 4 MO; LA; QL piggyback 60 mg/50
(84 per 28 mi, 80 mg/100 mi
days)
) gentamicin injection 1 MO
chloramphemcol sod 1 solution 40 mg/ml
succinate

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
gentamicin sulfate 1 MO quinine sulfate 1 MO
(pf) intravenous . .
solution 100 mg/10 rifabutin ! MO
ml rifampin 1 MO
hydroxychloroquine 1 MO SIRTURO MO; LA
imipenem-cilastatin 1 MO SIVEXTRO 4
INVANZ 3 MO INTRAVENOUS
INJECTION STREPTOMYCIN 2 MO
isoniazid injection 1 SYNERCID 4
isoniazid oral 1 MO tinidazole 1 MO
ivermectin 1 MO TOBI PODHALER 4 MO; QL (224
Ji . 1 INHALATION per 28 days)
incomycin CAPSULE,
linezolid intravenous 4 W/INHALATION
linezolid oral 4 MO DEVICE
. tobramycin in 0.225 4 PA; MO; QL

mefloquine S VO % nacl (280 per 28
meropenem 1 MO days)
;izl};agzlgontgrecon {oéra@ycin sulfate 1 MO

injection solution
metromdazole in 1 MO TRECATOR MO
nacl (iso-os)
metronidazole oral 1 MO TYGACIL MO

) ) XIFAXAN ORAL 4 MO; QL (9 per
NEBUPENT 2 PA; MO; QL TABLET 200 MG 30 days)
(1 per 28 days)
neomvein ) MO XIFAXAN ORAL 4 MO; QL (60
4 TABLET 550 MG per 30 days)
] 1 MO

paromonyen PENICILLINS
PASER 2 MO e

amoxicillin oral 1 MO
PENTAM 3 MO capsule
polymyxin b sulfate 1 MO amoxicillin oral 1 MO
PRIFTIN ) MO suspension for

reconstitution
PRIMAQUINE 2 MO

amoxicillin oral 1 MO
pyrazinamide 1 MO tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
amoxicillin oral 1 MO oxacillin in 4 MO
tablet,chewable 125 dextrose(iso-osm)
mg, 250 mg intravenous
amoxicillin-pot 1 MO piggyback 2 gram/30
ml
clavulanate
ampicillin 1 MO oxacillin injection 4
recon soln 10 gram
amp zc.zllm sodium ! MO oxacillin injection 1 MO
injection recon soln
recon soln 2 gram
1 gram, 10 gram,
125 mg PENICILLIN G 2
o POT IN
anpicti nibaris [ 0
Db INTRAVENOUS
0 &TAm 78 PIGGYBACK 2
ampicillin-sulbactam 1 MILLION UNIT/50
injection recon soln ML
15 gram PENICILLIN G 2 MO
AUGMENTIN 2 MO POT IN
ORAL DEXTROSE
SUSPENSION FOR INTRAVENOUS
RECONSTITUTIO PIGGYBACK 3
N 125-31.25 MG/5 MILLION UNIT/50
ML ML
BICILLIN C-R 2 MO penicillin g 1 MO
BICILLIN L-A 9 MO potassium injection
recon soln 5 million
dicloxacillin 1 MO unit
nafcillin injection 1 MO penicillin g procaine 1 MO
recon soln 1 gram intramuscular
nafcillin injection 4 MO syringe 1.2 million
recon soln 10 gram unit/2 mi
oxacillin in 1 penicillin g sodium 1 MO
dextrose(iso-osm) penicillin v 1 MO
intravenous potassium
piggyback 1 gram/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 vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits

piperacillin- 1 MO sulfamethoxazole- 1 MO
tazobactam trimethoprim
intravenous recon
soln 3.375 gram, 4.5 TETRACYCLINES
gram, 40.5 gram demeclocycline | MO
QUINOLONES doxy-100 1 MO
ciprofloxacin 1 doxycycline hyclate 1 MO
ciprofloxacin 1 MO oral capsule
(mixture) doxycycline hyclate 1 MO
ciprofloxacin hcl 1 MO oral tablet 100 mg,

20 mg
oral
ciprofloxacin in 5 % 1 MO doxycycline hyclate 1 MO

P . oral tablet,delayed

dextrose intravenous / v
pigavback 200 release (dr/ec)
mg/100 ml doxycycline 1 MO
ciprofloxacin lactate 1 monohydrate oral
. : capsule
intravenous solution
400 mg/40 ml doxycycline 1 MO
levofloxacin in d5w 1 MO monohyflrate oral
It AVenous suspension for
Zz'ggy back 500 reconstitution
mg/100 ml, 750 doxycycline 1 MO
mg/150 ml monohydrate oral
levofloxacin 1 MO tablet
intravenous minocycline 1 MO
levofloxacin oral 1 MO morgidox oral 1
moxifloxacin oral 1 MO capsule 50 mg
ofloxacin oral tablet 1 tetracycline i MO
300 mg VIBRAMYCIN 2 MO
ofloxacin oral tablet 1 MO ORAL SYRUP
400 mg URINARY TRACT AGENTS
SULFA'S / RELATED AGENTS methenamine 1 MO
sulfadiazine 1 MO hippurate

nitrofurantoin 1 MO

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

Tier /Limits Tier /Limits
nitrofurantoin 1 MO ANTINEOPLASTIC /
macrocrystal IMMUNOSUPPRESSANT DRUGS
nitrofurantoin 1 MO ABRAXANE 4 PA; MO
monohyd/m-cryst - -
adriamycin 1 PA
PRIMSOL 3 MO intravenous solution
trimethoprim 1 MO 20 mg/10 ml
VANCOMYCIN adrucil intravenous 1 PA; MO
solution 500 mg/10
vancomycin 1 MO ml
intravenous recon '
soln 1,000 mg, 10 /nggg‘ R PA; MO
gram, 500 mg
. AFINITOR ORAL 4 PA; MO; QL
vancomycin oral 4 MO ’ ’
capsule TABLET 10 MG (60 per 30
days)
ANTINEOPLASTIC/ AFINITOR ORAL 4  PA;MO
IMMUNOSUPPRESSANT TABLET 2.5 MG, 5
DRUGS MG, 7.5 MG
ADJUNCTIVE AGENTS ALECENSA 4 PA;MO; QL
(240 per 30
flexrazoxane hcl 4 days)
intravenous recon
soln 250 mg ALIMTA 4 PA; MO
INTRAVENOUS
ELITEK 4 Mo RECON SOLN 500
KEPIVANCE 4 MO MG
leucovorin calcium 1 MO ALUNBRIG 4 PA; MO; QL
injection recon soln (180 per 30
100 mg, 350 mg days)
leucovorin calcium 1 MO anastrozole 1 MO
oral ARRANON 4  PA
levoleucovorin 4 AVASTIN 4 PA: MO
intravenous solution ’
azacitidine 4 PA; MO
mesna 1 MO
azathioprine 1 PA; MO
MESNEX ORAL 4 MO
azathioprine sodium 1 PA
XGEVA 4 PA; MO
BAVENCIO 4 PA; MO; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
BELEODAQ 4  PA;MO COTELLIC 4  PA;MO:; LA;
bexarotene 4 MO QL (63 per 28
days)
bicalutamide 1 CYCLOPHOSPHA 2 PA;MO
BICNU 4 PA; MO MIDE ORAL
bleomycin injection 1 PA; MO CAPSULE
recon soln 30 unit cyclosporine 1 PA
BOSULIF ORAL 4  PA;MO Infravenous
TABLET 100 MG cyclosporine 1 PA; MO
BOSULIF ORAL 4  PA;MO;QL modified
TABLET 500 MG (30 per 30 cyclosporine oral 1 PA; MO
days) capsule
busulfan 4 PA CYRAMZA 4 PA; MO
BUSULFEX 4 PA cytarabine 1 PA; MO
CABOMETYX 4 PA; MO; LA cytarabine (pf) 1 PA; MO
CAPRELSA ORAL 4  PA;MO;LA;  [ectionsolution 2
TABLET 100 MG QL (90 per30  &ram/20ml (100
days) mg/ml)
CAPRELSA ORAL 4  PA;MO;LA;  dacarbazine I PAMO
TABLET 300 MG QL (30 per30  ‘Mravemousrecon
days) soln 200 mg
carboplatin 1 PA; MO DARZALEX 4 PA; MO; LA
intravenous solution daunorubicin 1 PA
CELLCEPT 9 PA: MO intravenous solution
INTRAVENOUS decitabine 4 PA; MO
cisplatin 1 PA; MO docetaxel PA; MO
ladribi 4 PA: MO intravenous solution
cladribine i 80 mg/4 ml (20
clofarabine 4 PA mg/ml), 80 mg/8 ml
CLOLAR 4  PA (10 mg/mi)
COMETRIQ 4 PA: MO c:loxorubicin ‘ 1 PA; MO
intravenous solution
COSMEGEN 4 PA; MO 50 mg/25 ml
doxorubicin, peg- 4 PA; MO

liposomal

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
DROXIA 2 MO FIRMAGON KIT W 2 PA; MO
DILUENT
EMCYT 2 MO SYRINGE
EMPLICITI 4 PA; MO SUBCUTANEOUS
epirubicin 1 PA; MO RECON SOLN 80
i ) MG
intravenous solution
200 mg/100 ml fludarabine 1 PA; MO
ERBITUX 4 PA: MO intravenous recon
INTRAVENOUS soln
SOLUTION 100 Sfluorouracil 1 PA; MO
MG/50 ML intravenous solution
ERIVEDGE 4  PA;MO;QL 25 gram/30ml
(30 per 30 Sflutamide 1 MO
days) FOLOTYN 4  PA;MO
ERWINAZE 4 PA; MO INTRAVENOUS
SOLUTION 40
ETOPOPHOS PA; MO
’ MG/2 ML (20
etoposide 1 PA; MO MG/ML)
nt
imiravenous gemcitabine 1 PA; MO
exemestane 1 MO intravenous recon
FARESTON 4 MO soln I gram
FARYDAK ORAL PA:MO:; QL &engraf I PAMO
CAPSULE 10 MG (12 per 21 GILOTRIF ORAL 4 PA; MO; QL
days) TABLET 20 MG (60 per 30
FARYDAK ORAL 4  PA:MO; QL days)
CAPSULE 15 MG, (6 per 21 days) ~ GILOTRIF ORAL 4 PA; MO; QL
20 MG TABLET 30 MG (40 per 30
FASLODEX PA: MO days)
DILUENT ’ TABLET 40 MG (30 per 30
SYRINGE days)
SUBCUTANEOUS GLEOSTINE MO
RECON SOLN 120
HALAVEN 4 PA; MO

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
HERCEPTIN 4 PA; MO irinotecan 1 PA; MO
INTRAVENOUS intravenous solution
RECON SOLN 440 100 mg/5 ml
MG ISTODAX PA; MO
HEXALEN R MO JAKAFI ORAL 4  PA;MO
hydroxyurea 1 MO TABLET 10 MG, 15
IBRANCE 4  PA:MO.QL MG, 20 MG, 5 MG
(21 per 28 JAKAFI ORAL 4 PA; MO; QL
days) TABLET 25 MG (60 per 30
ICLUSIG ORAL 4  PA:;QL (90 days)
TABLET 15 MG per 30 days) JEVTANA PA; MO
ICLUSIG ORAL 4  PA;MO;QL KADCYLA 4  PA;MO
TABLET 45 MG (30 per 30 INTRAVENOUS
days) RECON SOLN 100
idarubicin 1 PA MG
ifosfamide 1 PA; MO KEYTRUDA PA; MO
intravenous recon KISQALI PA; MO
soln 1 gram KISQALIFEMARA 4  PA; MO
imatinib oral tablet 4 PA; MO CO-PACK
100 mg KYPROLIS 4  PA;MO
imatinib oral tablet 4 PA; MO; QL ] }
400 mg (60 per 30 LARTRUVO 4  PA;MO; LA
days) LENVIMA 4 PA; MO
IMBRUVICA 4 PA; MO; QL letrozole 1 MO
(120 per 30 LEUKERAN 2 MO
days)
IMFINZI PA: MO: LA leuprolide ‘ 1 PA; MO
subcutaneous kit
INLYTA ORAL 4 PA; MO .
TABLET 1 MG LONSURF PA; MO
LUPR DEPOT 4 PA; M
INLYTA ORAL 4  PA;MO;QL UPRON DEPO ; MO
TABLET 5 MG (120 per 30 LUPRON DEPOT 4 PA; MO
days) (3 MONTH)
IRESSA 4  PA;MO:QL LUPRON DEPOT 4  PA;MO
(30 per 30 (4 MONTH)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
LUPRON DEPOT 4 PA; MO mitomycin 4 PA; MO
(6 MONTH) intravenous recon
LUPRONDEPOT- 4  PA;MO soln 40 mg
PED mitoxantrone 1 PA; MO
INTRAMUSCULA .
R KIT 11.25 MG, 15 MUSTARGEN 3 PA; MO
MG mycophenolate 1 PA
LYNPARZA 4 PA;MO mofetil hel
LYSODREN ) MO myco;?henolate 1 PA; MO
mofetil oral capsule

MATULANE 4 MO mycophenolate 4 PA; MO
megestrol oral 1 PA; MO mofetil oral
suspension 400 suspension for
mg/10 ml (40 reconstitution
mg/ml), 625 mg/3 mi mycophenolate 1 PA; MO
megestrol oral tablet 1 PA; MO mofetil oral tablet
MEKINIST ORAL 4 PA; MO; QL mycophenolate 1 PA; MO
TABLET 0.5 MG (120 per 30 sodium

days) NEXAVAR 4  PA;MO:; LA;
MEKINIST ORAL 4 PA; MO; QL QL (120 per 30
TABLET 2 MG (30 per 30 days)

days) nilutamide MO
melphalan hcl SR FA NINLARO ORAL 4  PA;MO;QL
mercaptopurine 1 MO CAPSULE 2.3 MG (6 per 28 days)
methotrexate sodium 1 PA; MO NINLARO ORAL 4 PA; MO; QL
methotrexate sodium 1 PA CAPSULE 3 MG (4 per 28 days)
(pf) injection recon NINLARO ORAL 4 PA; MO; QL
soln CAPSULE 4 MG (3 per 28 days)
methotrexate sodium 1 PA; MO NULOIJIX PA; MO
(/) "y ection octreotide acetate 4 MO
solution SN .

injection solution

mitomycin 1 PA; MO 1,000 mcg/ml, 500

intravenous recon
soln 20 mg, 5 mg

mcg/ml

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

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

coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
octreotide acetate 1 MO SANDOSTATIN 4 MO
injection solution LAR DEPOT
100 mcg/ml, 200 INTRAMUSCULA
mcg/ml, 50 mcg/ml R
ODOMZO 4  PA:MO:LA;  SUSPENSION.EXT
QL (30 per 30 ENDED REL
RECON
days)
OPDIVO 4  PA:MO SIGNIFOR L 1O
INTRAVENOUS SIMULECT PA; MO
SOLUTION 40 INTRAVENOUS
MG/4 ML RECON SOLN 20
oxaliplatin 1 PA; MO MG
intravenous solution sirolimus oral tablet 1 PA; MO
100 mg/20 ml 0.5 mg, 1 mg
paclitaxel 1 PA; MO sirolimus oral tablet 4 PA; MO
PERJETA 4 PA; MO 2mg
POMALYST 4  MO:LA SOLTAMOX MO
PROGRAF 2 PA:MO IS)%%%TT ULINE L MO
INTRAVENOUS
SPRYCEL ORAL 4 PA; MO
PURIXAN sl MO TABLET 100 MG,
RAPAMUNE PA; MO 20 MG, 50 MG, 80
ORAL SOLUTION MG
REVLIMID 4 PA; MO; LA SPRYCEL ORAL 4 PA; MO; QL
RITUXAN 4 PA: MO TABLET 140 MG 513&0 s%er 30
y
RUBRACA ORAL PA; MO; LA; —
TABLET 200 MG QL (180 per30  SPRYCEL ORAL &= PA; MO; QL
days) TABLET 70 MG (60 per 30
days)
RUBRACA ORAL 4 PA; MO; LA; ' '
TABLET 300 MG QL (120 per30  STIVARGA 4 PAMO; QL
(84 per 28
days)
days)
RYDAPT 4 PA; MO
SUTENT ORAL 4 PA; MO
SANDIMMUNE 2 PA; MO CAPSULE 12.5 MG
ORAL SOLUTION

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

SUTENT ORAL 4  PA;MO;QL TASIGNA ORAL 4  PA;MO
CAPSULE 25 MG, (60 per 30 CAPSULE 150 MG
37.5 MG days) TASIGNA ORAL 4  PA;MO;QL
SUTENT ORAL 4 PA; MO; QL CAPSULE 200 MG (112 per 28
CAPSULE 50 MG (30 per 30 days)

days) TECENTRIQ 4  PA;MO;LA
SYLVANT 4 PA; MO ]
INTRAVENOUS THALOMID 4 PA; MO
RECON SOLN 100 thiotepa 4 PA; MO
MG toposar PA; MO
SYNRIBO 4 PA; MO topotecan 4 PA
TABLOID 2 MO intravenous recon
tacrolimus oral 1 PA; MO soln
TAFINLAR ORAL 4  PA;MO:QL  JORISEL 4 PAMO
CAPSULE 50 MG (180 per 30 TREANDA PA; MO

days) INTRAVENOUS
TAFINLAR ORAL 4  PA;MO;QL &%CON SOLN 100
CAPSULE 75 MG (120 per 30

days) TRELSTAR 4 PA; MO
TAGRISSO ORAL 4 PA; MO; LA; g\gllj{sﬁal\ggglco%A
TABLET 40 MG QL (60 per 30 FOR

days) RECONSTITUTIO
TAGRISSO ORAL 4 PA; MO; LA; N 11.25 MG, 3.75
TABLET 80 MG QL (30 per 30 MG

days) TRELSTAR 4 PA:MO
tamoxifen 1 MO INTRAMUSCULA
TARCEVA ORAL 4  PA:MO R SYRINGE
TABLET 100 MG, tretinoin 4 MO
25 MG (chemotherapy)
TARCEVA ORAL 4 PA; MO; QL TRISENOX 4 PA; MO
TABLET 150 MG 5130 f;er 30 TYKERB PA: MO: LA:

ays QL (180 per 30

TARGRETIN 4 MO days)
TOPICAL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Requirements
Tier /Limits /Limits
VECTIBIX 4 PA; MO XERMELO PA; MO; LA;
INTRAVENOUS QL (90 per 30
SOLUTION 100 days)
mgﬁiﬂ (20 XTANDI PA; MO; QL
) (120 per 30
VELCADE 4 PA; MO days)
VENCLEXTA 2 PA; MO; LA YERVOY PA; MO
ORAL TABLET 10 INTRAVENOUS
MG, 50 MG SOLUTION 50
VENCLEXTA 4  PA;MO;LA ﬁgjllv([’LML (5
ORAL TABLET )
100 MG YONDELIS PA; MO
VENCLEXTA 4 PA; MO; LA; ZALTRAP PA; MO
STARTING PACK QL (42 per 180  INTRAVENOUS
days) SOLUTION 100
) . ) MG/4 ML (25
anblastme ' 1 PA; MO MG/ML)
intravenous solution
vincasar pfs 1 PA ZANOSAR PA; MO
intravenous solution ZEJULA PA; MO; LA;
1 mg/ml QL (90 per 30
vincristine 1 PA; MO days)
intravenous solution ZELBORAF PA; MO; QL
1 mg/ml (240 per 30
vinorelbine 1 PA; MO days)
intravenous solution ZOLINZA MO
50 mg/3 ml ZORTRESS PA: MO
VOTRIENT 4 PA; MO; QL ZVDELIG PA: MO: QL
(120 per 30
d (90 per 30
ays) days)
XALKORI ORAL 4 PA; MO ] ]
CAPSULE 200 MG ZYKADIA PA; MO; QL
(150 per 30
XALKORI ORAL 4 PA; MO; QL days)
CAPSULE 250 MG 5160 per 30 ZVTIGA ORAL 4 PA: MO: QL
ays) TABLET 250 MG (120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
AUTONOMIC / CNS DRUGS, DIASTAT R 10
NEUROLOGY / PSYCH ACUDIAL
DILANTIN 30 MG 2 MO
ANTICONVULSANTS
APTIOM ORAL 3 MO divaiproex : Mo
TABLET 200 MG, epitol S 1O
400 MG, 800 MG ethosuximide 1 MO
APTIOM ORAL 4 MO felbamate oral 4 MO
TABLET 600 MG suspension
BANZEL ORAL 2 MO felbamate oral tablet 1 MO
SUSPENSION
fosphenytoin 1 MO
BANZEL ORAL 2 MO injection solution
TABLET 200 MG 100 mg pe/2 ml
BANZEL ORAL 4 MO FYCOMPA ORAL 4 MO
TABLET 400 MG SUSPENSION
BRIVIACT 3 FYCOMPA ORAL 2 MO
INTRAVENOUS TABLET
BRIVIACT ORAL 4 MO gabapentin oral 1 MO; QL (1080
carbamazepine oral 1 MO capsule 100 mg per 30 days)
capsule, er gabapentin oral 1 MO; QL (360
multiphase 12 hr capsule 300 mg per 30 days)
carbamgzepme oral 1 MO gabapentin oral 1 MO; QL (270
Z‘;Penswn 100 mg/5 capsule 400 mg per 30 days)
- gabapentin oral 1 MO; QL (2160
fagg)c;mazeplne oral 1 MO solution 250 mg/5 ml per 30 days)
able
- gabapentin oral 1 MO; QL (180
carbamazepine oral 1 MO tablet 600 mg per 30 days)
tablet extended
release 12 hr gabapentin oral 1 MO; QL (135
) tablet 800 mg per 30 days)
carbamazepine oral 1 MO
tablet.chewable GABITRIL ORAL 2 MO
TABLET 12 MG, 16
CELONTIN ORAL 2 MO MG
CAPSULE 300 MG
. GRALISE 30-DAY 2 PA; MO; QL
clonazepam 1 PA; MO STARTER PACK (78 per 180
DIASTAT 3 MO days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
GRALISE ORAL 2 PA; MO; QL levetiracetam oral 1 MO
TABLET (30 per 30 tablet extended
EXTENDED days) release 24 hr
RSk 24 HR LYRICA ORAL 2 PA;MO; QL
CAPSULE 100 MG (180 per 30
GRALISE ORAL 2 PA; MO; QL days)
E??EEIT)ED 890 p)er 30 LYRICA ORAL 2 PA;MO; QL
ays CAPSULE 150 MG (120 per 30
RELEASE 24 HR days)
600 MG y
.. LYRICA ORAL 2 PA; MO; QL
lamotrigine oral S MO CAPSULE 200 MG (90 per 30
tablet days)
lamotrigine oral 1 MO LYRICA ORAL ) PA: MO: QL
tablet extended CAPSULE 225 MG (81 per 30
release 24hr days)
lamotrigine oral S VO LYRICA ORAL 2 PA;MO; QL
oonen Crewanie CAPSULE 25 MG (720 per 30
dispersible days)
lamotrigii.ae oral ' 1 MO LYRICA ORAL ) PA: MO: QL
tablet,disintegrating CAPSULE 300 MG (60 per 30
levetiracetam in nacl 1 days)
(iso-0s) intravenous LYRICA ORAL 2 PA;MO; QL
piggyback 1,000 p ’
meg/100 mi, 1,500 CAPSULE 50 MG 5:13216(3)per 30
mg/100 ml Y
: : LYRICA ORAL 2 PA; MO; QL
l?vetzrac?tam in nacl 1 MO CAPSULE 75 MG (240 per 30
(iso-0s) intravenous days)
piggyback 500 Y
mg/100 ml LYRICA ORAL 2 PA; MO; QL
levetiracetam 1 MO SOLUTION Elzog)per 30
intravenous Y
ONFI ORAL 2 PA; MO
levetiracetam oral 1 MO ’
solution 100 mg/ml SUSPENSION
levetiracet / 1 MO ONFI ORAL 2 PA; MO
evetiracetam ora TABLET 10 MG, 20
tablet MG
oxcarbazepine 1 MO

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

Tier /Limits Tier /Limits

PEGANONE 2 MO VIMPAT ORAL 2 MO
phenobarbital 1 PA; MO TABLET
phenytoin oral ] MO zonisamide 1 PA; MO
suspension 125 mg/5 ANTIPARKINSONISM AGENTS
mi APOKYN 4  MO;LA

henytoi 1 M
fa be;g 5;1252256 © benztropine injection 1 MO
phenytoin sodium 1 MO benztropine oral 1 PA; MO
extended bromocriptine 1 MO
phenytoin sodium 1 MO carbidopa | MO
intravenous solution carbidopa-levodopa 1 MO
primidone ! MO carbidopa-levodopa- | MO
roweepra oral tablet 1 entacapone
1,000 mg, 750 mg entacapone | MO
i;(ggenegra oral tablet 1 MO NEUPRO ) MO
SABRIL 4 MO: LA pramipexole 1 MO
SPRITAM 3 MO rasagiline 1 MO
tiagabine ) MO ropinirole 1 MO
topiramate oral 1 PA; MO selegiline hel ! MO
capsule, sprinkle tolcapone 4 MO
topiramate oral 1 PA; MO MIGRAINE / CLUSTER HEADACHE
tablet THERAPY
valproate sodium 1 MO almotriptan malate 1 MO; QL (24
valproic acid 1 MO oral tablet 12.5 mg per 28 days)
valproic acid (as 1 MO almotriptan malate 1 MO; QL (18
sodium salt) oral oral tablet 6.25 mg per 28 days)
solution 250 mg/5 ml dihydroergotamine 1 MO
INTRAVENOUS dihydroergotamine 1 MO; QL (8 per
VIMPAT ORAL 2 MO nasal 28 days)
SOLUTION ergotamine-caffeine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
frovatriptan 1 MO; QL (27 AMPYRA 4 PA; MO; LA
per 28 days) AUBAGIO 4  PA;MO
migergot ! MO COPAXONE 4  PA;MO;QL
naratriptan 1 MO; QL (18 SUBCUTANEOUS (12 per 28
per 28 days) SYRINGE 40 days)
rizatriptan 1 MO; QL (36 MG/ML
per 28 days) donepezil 1 MO
sumatriptan nasal 1 MO; QL (18 galantamine 1 MO
spray,non—ael‘fosol per 28 days) GILENYA 4 PA: MO
20 mg/actuation
sumatriptan nasal 1 MO:; QL (36 glatopa 4 PA; MO; QL
(30 per 30
spray,non-aerosol 5 per 28 days) d
. ays)
mg/actuation
sumatriptan 1 MO; QL (18 memqntme oral ! PA; MO
. solution
succinate oral per 28 days)
sumatriptan 1 MO: QL (8 per memantine oral 1 PA; MO
. tablet
succinate 28 days)
subcutaneous NAMENDA XR 2 PA; MO
cartridge NAMZARIC 2 PA;MO
sumqtriptan 1 MO; QL (8 per NUEDEXTA 2 MO
succinate 28 days)
subcutaneous pen rivastigmine 1 MO
inyector rivastigmine tartrate 1 MO
sumatriptan I MO;QL(8per  TECFIDERA 4 PA;MO;LA
succinate 28 days)
subcutaneous tetrabenazine oral 4 PA; MO; QL
solution tablet 12.5 mg (240 per 30
: days)
sumatriptan 1 MO; QL (8 per
succinate 28 days) tetrabenazine oral 4 PA; MO; QL
Subcutaneous tablet 25 mg (120 peI‘ 30
syringe 6 mg/0.5 ml days)
zolmitriptan 1 MO; QL (18 TYSABRI 4 PA; MO; LA
per28days)  MUSCLE RELAXANTS /
MISCELLANEOUS ANTISPASMODIC THERAPY
NEUROLOGICAL THERAPY baclofen 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
cyclobenzaprine oral 1 PA; MO buprenorphine hcl 1 MO; QL (25
tablet sublingual tablet 8 per 30 days)
dantrolene 1 MO mg
LIORESAL 2 PA;MO BUTRANS Y
INTRATHECAL (4 per 28 days)
SOLUTION 2,000 codeine sulfate oral 1 PA; MO; QL
MCG/ML, 500 tablet (180 per 30
MCG/ML days)
LIORESAL 2 PA duramorph (pf) 1 MO; QL (4000
INTRATHECAL injection solution 0.5 per 30 days)
SOLUTION 50 mg/ml
MCGML duramorph (o) I QL (2000 per
MESTINON ORAL 4 MO injection solution 1 30 days)
SYRUP mg/ml
pyridostigmine 1 MO endocet oral tablet 1 PA; MO; QL
bromide 10-325 mg, 5-325 (360 per 30
tizanidine 1 MO mg, 7.3-323 mg days)
NARCOTIC ANALGESICS fentanyl citrate 4 PA; MO; QL
(120 per 30
acetaminophen- 1 PA; MO; QL days)
?(;éel]n; Or% SOIZ ution 514500 per 30 fentanyl transdermal | PA; MO; QL
-12mg/3 m ays) patch 72 hour 100 (10 per 30

acetaminophen- 1 PA; MO; QL mcg/hr, 12 mcg/hr, days)
codeine oral tablet (360 per 30 25 mceg/hr, 50
300-15 mg, 300-30 days) mcg/hr, 75 mcg/hr
me hydrocodone- 1 PA; MO; QL
acetaminophen- 1 PA; MO; QL acetaminophen oral (5550 per 30
codeine oral tablet (180 per 30 solution 7.5-325 days)
300-60 mg days) mg/15 ml
buprenorphine hcl 1 MO; QL (266 hydrocodone- 1 PA; MO; QL
injection solution per 30 days) acetaminophen oral (360 per 30

. tablet 10-300 mg, days)
i S

Y Yring Y mg, 5-300 mg, 5-325

buprenorphine hcl 1 MO; QL (100 mg, 7.5-300 mg, 7.5-
sublingual tablet 2 per 30 days) 325 mg
mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
hydrocodone- 1 PA; MO; QL lortab 10-325 1 PA; QL (360
ibuprofen oral tablet (50 per 30 per 30 days)
10-200 mg, 5-200 days) lortab 5-325 I PA;QL (360
me, 7o-2vvme per 30 days)
hydromorphone (pf) ! Né% (?clf (2‘)10 lortab 7.5-325 1 PA;QL (360
P ays per 30 days)
52/ i’;?gg’fﬁ?:ee 5 ! ??5“ d(al 2s(;0 per methadone injection 1 QL (150 per 30
m{g il YIng Y solution days)
hydromorphone oral 1 PA; MO; QL me;hqdo;;e omj . PA; MO; QL
liquid (2400 per 30 solution 10 mg/5 ml (600 per 30
days) days)
hydromorphone oral 1 PA; MO; QL melthqdone or;zl / . PS;OIS/[O; QL
tublet (180 per 30 solution 5 mg/5 m ( per 30
days) days)
hydromorphone oral 1 PA; MO; QL ?Z,Zt]};?a;oon,z oral ! flé;()Mg;;gL
tablet extended (60 per 30 & da s)p
release 24 hr 12 mg, days) Y
8 mg methadone oral 1 PA; MO; QL
hydromorphone oral 4 PA; MO; QL tablet 5 mg 512214(8))per 30
tablet extended (60 per 30 Y
release 24 hr 16 mg, days) morphine 1 PA; MO; QL
32 mg concentrate oral (900 per 30
ibuprofen-oxycodone 1 PA; MO; QL solution days)
(28 per 30 morphine 1 QL (1000 per
days) intravenous syringe 30 days)
levorphanol tartrate 1 PA; MO; QL 2 mg/mi
(120 per 30 morphine 1 QL (500 per 30
days) intravenous syringe days)
lorcet (hydrocodone) 1 PA; QL (360 4 mg/ml
per 30 days) morphine oral 1 PA; MO; QL
lorcet hd I PA:QL(360  Capsuleer (60 per 30
’ multiphase 24 hr days)
per 30 days)
lorcet plus oral 1 PA; QL (360 morp l’;me oracll / ! PA; MO; QL
tablet 7.5-325 mg per 30 days) capsule,extend.relea (90 per 30
i se pellets days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
morphine oral 1 PA; MO; QL oxycodone-aspirin 1 PA; MO; QL
solution (900 per 30 (360 per 30
days) days)
morphine oral tablet 1 PA; MO; QL OXYCONTIN 2 PA; MO; QL
(180 per 30 ORAL (90 per 30
days) TABLET,ORAL days)
morphine oral tablet 1 PA; MO; QL ggligﬁ)éTgEl\I&(l}z
extended release 100 (60 per 30 ’ ’
mg days) 20 MG, 30 MG, 40
MG, 60 MG
morphine oral tablet 1 PA; MO; QL OXYCONTIN 4 PA: MO: QL
extended release 15 (120 per 30
mg, 200 mg, 30 mg days) ORAL (60 per 30
60 m ’ ’ TABLET,ORAL days)
g ONLY,EXT.REL.12
oxycodone oral 1 PA; MO; QL HR 80 MG
capsule 83216(8))per 30 oxymorphone oral 1 PA; MO; QL
Y tablet 10 mg (360 per 30
oxycodone oral 1 PA; MO; QL days)
concentrate 511382)per 30 oxymorphone oral 1 PA; MO; QL
Y tablet 5 mg (180 per 30
oxycodone oral 1 PA; MO; QL days)
solution Ellaz(s)g) per 30 oxymorphone oral 1 PA; MO; QL
Y tablet extended (90 per 30
oxycodone oral 1 PA; MO; QL release 12 hr days)
g“ob Z; ! gomnfél o me, glagy(;)per 30 vicodin I PA;MO;QL
’ (360 per 30
oxycodone oral 1 PA; MO; QL days)
tablet 5 mg Eég(s))p er 30 vicodin es 1 PA; MO; QL
(360 per 30
oxycodone- 1 PA; QL (1860 days)
?gleizzalinophen oral per 30 days) vicodin hp 1 PA: MO: QL
(360 per 30
oxycodone- 1 PA; MO; QL days)
fcf]fltgtm]lg‘;g}f’; oral Sa 62)per 30 zamicet 1 PA; QL (5550
& Y per 30 days)

2.5-325 mg, 5-325
mg, 7.5-325 mg

NON-NARCOTIC ANALGESICS

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

buprenorphine- 1 MO; QL (360 ibuprofen oral tablet 1 MO
naloxone sublingual per 30 days) 400 mg, 600 mg, 8§00
tablet 2-0.5 mg mg
buprenorphine- 1 MO; QL (90 ketoprofen oral 1 MO
naloxone sublingual per 30 days) capsule
tablet 5-2 mg ketoprofen oral 1 MO
butorphanol tartrate 1 MO; QL (857 capsule,ext rel.
injection solution 1 per 30 days) pellets 24 hr 200 mg
mg/ml

meclofenamate 1 MO
butorphanol tartrate 1 MO; QL (428 .
injection solution 2 per 30 days) mefenamic acid ! MO
mg/ml meloxicam oral 1 MO
butorphanol tartrate 1 MO; QL (10 tablet 15 mg
nasal per 28 days) meloxicam oral 1 MO; QL (30
celecosih 1 MO tablet 7.5 mg per 30 days)
diclofenac potassium 1 MO nabumetone ! MO

. . nalbuphine injection 1 MO; QL (200
g;illlof enac sodium ! MO solution 10 mg/ml per 30 days)
diclofenac sodium 1 MO; QL (300 nalbL{p hine injection ! MO; QL (100
topical drops per i 8 days) solution 20 mg/ml per 30 days)
diclofenac sodium 1 MO; QL (1000 Z{fllgzzze injection . MO
topical gel 1 % per 28 days)
. naloxone injection 1 MO

diclofenac- 1 MO )
misogrostol syringe I mg/mi
diflunisal ) MO naltrexone 1 MO
etodolac 1 MO naproxen ! MO

naproxen sodium 1 MO
J: eZ(l)pt rofen oral ! MO oral tablet 275 mg,

avte 550 mg
FLECTOR . fé?)’ MO?,;OQL naproxen sodium 1 MO
d p)er oral tablet, er
ays multiphase 24 hr

flurbiprofen 1 MO
ibuprofen oral 1 MO
suspension

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
NARCAN NASAL 2 MO; QL (2 per ZUBSOLV 2 MO; QL (30
SPRAY,NON- 28 days) SUBLINGUAL per 30 days)
AEROSOL 4 TABLET 0.7-0.18
MG/ACTUATION MG, 1.4-0.36 MG,
. 11.4-2.9 MG, 2.9-
oxaprozin 0 0.71 MG, 5.7-1.4
piroxicam 1 MO MG
SUBOXONE 2 MO; QL (60 ZUBSOLV 2 MO; QL (60
SUBLINGUAL per 30 days) SUBLINGUAL per 30 days)
FILM 12-3 MG TABLET 8.6-2.1
SUBOXONE 2 MOo;QL@60 MO
SUBLINGUAL per 30 days) PSYCHOTHERAPEUTIC DRUGS
FILM 2-0.5 MG
ABILIFY 4 MO
SUBOXONE 2 MO; QL (90 MAINTENA
SUBLINGUAL 30d
FILM 4-1 MG, 8-2 pet ays) amitriptyline 1 PA; MO
MG amoxapine 1 MO
sulindac 1 MO aripiprazole oral 1 MO; QL (90
tolmetin oral capsule 1 MO tablet 10 mg per 30 days)
tolmetin oral tablet 1 MO aripiprazole oral 1 MO; QL (60
600 mg tablet 15 mg per 30 days)
tramadol oral tablet 1 MO; QL (240 aripiprazole oral 1 MO; QL (450
per 30 days) tablet 2 mg per 30 days)
tramadol oral tablet 1 PA; MO; QL aripipg azole oral % MO; QL (60
extended release 24 (30 per 30 tablet 20 mg per 30 days)
hr 100 mg, 200 mg days) aripiprazole oral 4 MO; QL (30
tramadol oral tablet, 1 PA; MO; QL tablet 30 mg per 30 days)
er multiphase 24 hr (30 per 30 aripiprazole oral 1 MO; QL (180
300 mg days) tablet 5 mg per 30 days)
tramadol- 1 MO; QL (240 aripiprazole oral 4 MO:; QL (90
acetaminophen per 30 days) tablet,disintegrating per 30 days)
VOLTAREN GEL 2 MO;QL (1000 10mg
TOPICAL GEL 1 % per 28 days) aripiprazole oral 4 MO; QL (60
tablet,disintegrating per 30 days)
15 mg

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

ARISTADA 4 citalopram oral 1 MO
INTRAMUSCULA solution
R

citalopram oral 1 MO; QL (120
SUSPENSION,EXT tablet 10 mg per 30 days)
ENDED REL
SYRING 1,064 citalopram oral 1 MO; QL (60
MG/3.9 ML tablet 20 mg per 30 days)
ARISTADA 4 MO citalopram oral 1 MO; QL (30
INTRAMUSCULA tablet 40 mg per 30 days)
R ; . i
SUSPENSION,EXT clomipramine 1 PA; MO
ENDED REL clonidine hcl oral 1 MO
SYRING 441 tablet extended
MG/1.6 ML, 662 release 12 hr
MG/2.4 ML, 882 clorazepate | PA; MO
MG/3.2 ML dipotassium
armodafinil 1 PA; MO clozapine oral tablet | MO
atomoxetine 1 MO clozapine oral 1
bupropion hcl oral 1 MO tablet,disintegrating
tablet 100 mg, 12.5 mg, 25
bupropion hcl oral 1 MO; QL (120 "
tablet extended per 30 days) desipramine 1 MO
release 12 hr 100 mg desvenlafaxine 1 MO; QL (120
bupropion hcl oral 1 MO; QL (90 succinate oral tablet per 30 days)
tablet extended per 30 days) extended release 24
release 12 hr 150 mg hr 100 mg
bupropion hcl oral 1 MO; QL (60 desvenlafaxine 1 MO; QL (480
tablet extended per 30 days) succinate oral tablet per 30 days)
release 12 hr 200 mg extended release 24

hr 25
bupropion hcl oral 1 MO; QL (90 reoms
tablet extended per 30 days) desvenlafaxine 1 MO; QL (240
release 24 hr 150 mg succinate oral tablet per 30 days)

tend 2

bupropion hcl oral 1 MO; QL (60 Z); ;Z rfzd release 24
tablet extended per 30 days) &
release 24 hr 300 mg dexmethylphenidate 1 MO
buspirone 1 MO
chlorpromazine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Requirements
Tier /Limits /Limits
dextroamphetamine 1 MO escitalopram oxalate MO; QL (120
oral capsule, oral tablet 5 mg per 30 days)
extended release eszopiclone ST: MO: QL
dextroamphetamine 1 MO (30 per 30
oral tablet days)
dextroamphetamine- 1 MO FANAPT ORAL MO; QL (720
amphetamine TABLET 1 MG per 30 days)
diazepam intensol 1 PA; MO FANAPT ORAL MO; QL (90
diazepam oral ) PA: MO E/IAE}BLET 10 MG, 8 per 30 days)
solution 5 mg/5 ml
(1 mg/ml) FANAPT ORAL MO; QL (60
diazepam oral tablet 1 PA; MO TABLET 12 MG per 30 days)

. i FANAPT ORAL MO; QL (360
doxepin oral I PAMO TABLET 2 MG per 30 days)
Capole deured | peri0days  FANAPTORAL MO: QL (180
release(dr/ec) 20 mg TABLET 4 MG per 30 days)
duloxetine oral 1 MO; QL (120 gil];lélli)”}: 6015[%1‘ MO;(?(I{ (120
capsule,delayed per 30 days) per ays)
release(dr/ec) 30 mg FANAPT ORAL MO; QL (8 per
duloxetine oral 1 MO; QL (90 gﬁgIIZETS’DOSE 28 days)
capsule,delayed per 30 days)
release(dr/ec) 40 mg FAZACLO ORAL

. i TABLET,DISINTE
duloxetine oral 1 MO; QL (60 GRATING 150 MG,
capsule,delayed per 30 days) 200 MG
release(dr/ec) 60 mg
FETZIMA ORAL MO; QL (28
EMSAM 4 MO CAPSULE,EXT per 28 days)
ergoloid 1 MO REL 24HR DOSE
escitalopram oxalate 1 MO PACK
oral solution FETZIMA ORAL MO; QL (30
escitalopram oxalate 1 MO; QL (60 CAPSULE,EXTEN per 30 days)
oral tablet 10 mg per 30 days) DED RELEASE 24
HR 120 MG
escitalopram oxalate 1 MO; QL (30
oral tablet 20 mg per 30 days)

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

FETZIMA ORAL 2 MO; QL (180 fluvoxamine oral 1 MO; QL (90

CAPSULE.EXTEN per 30 days) tablet 100 mg per 30 days)

ggg?&%ASE 24 fluvoxamine oral 1 MO; QL (360
tablet 25 mg per 30 days)

FETZIMA ORAL 2 MO; QL (90 ) )

CAPSULE,EXTEN per 30 days) {Z’Zl‘é’t“;’gﬁe oral ! 1\2?_;) (?(Il‘a( 150

DED RELEASE 24 & P Y

HR 40 MG FORFIVO XL 3 MO; QL (30

FETZIMA ORAL 2 MO; QL (45 per 30 days)

CAPSULE,EXTEN per 30 days) GEODON 3 MO

DED RELEASE 24 INTRAMUSCULA

HR 80 MG R

[fluoxetine oral 1 MO; QL (240 guanidine 1 MO

capsule 10 mg per 30 days) haloperidol 1 MO

ﬂuoxeltinzeooml 1 MO haloperidol 1 MO

capsuie <U mg decanoate

[fluoxetine oral 1 MO; QL (60 hal dol lactat 1 MO

capsule 40 mg per 30 days) aroperido’ ‘actate

HETLIOZ 4 PA; MO; QL

Sfluoxetine oral 1 MO; QL (4 per ’ : Q

(30 per 30
capsule,delayed 28 days) days)
release(dr/ec)

imi ine hcl 1 PA; M
fluoxetine oral 1 MO mprarine re ; MO
solution imipramine pamoate 1 PA; MO
Sfluoxetine oral tablet 1 MO; QL (240 INVEGA 4 MO
10 mg per 30 days) SUSTENNA

INTRAMUSCULA
élzoxetine oral tablet 1 MO R SYRINGE 117

me MG/0.75 ML, 156
fluphenazine 1 MO MG/ML, 234
decanoate MG/1.5 ML, 78
Sfluphenazine hcl 1 MO MG/0.5 ML
fluvoxamine oral 1 MO; QL (90 INVEGA . MO
lo extended 30d SUSTENNA
Caf Su e,Ze;chen ] 060 pet ays) INTRAMUSCULA
retease «7nr 10V mg R SYRINGE 39
fluvoxamine oral 1 MO; QL (60 MG/0.25 ML
capsule,extended per 30 days) INVEGA TRINZA 4 MO

release 24hr 150 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Requirements Drug Name Drug Requirements
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LATUDA ORAL MO; QL (30 methylphenidate hcl 1 MO
TABLET 120 MG per 30 days) oral tablet extended
LATUDA ORAL MO; QL (240  Telease 24hr
TABLET 20 MG per 30 days) methylphenidate hcl 1 MO
LATUDA ORAL MO: QL (120 oral tablet,chewable
TABLET 40 MG per 30 days) mirtazapine 1 MO
LATUDA ORAL MO; QL (60 modafinil 1 PA; MO
1]\“/[AE}BLET 60 MG, 80 per 30 days) nefazodone 1 MO
lithium carbonate MO nortripiyline ! MO
lithium citrate oral MO NUPLAZID 4 MO
solution 8 meq/5 ml olanzapine 1 MO
lorazepam intensol PA; MO intramuscular
lorazepam oral PA: MO olanzapine oral 1 MO; QL (60
’ tablet 10 mg per 30 days)

tablet

. . olanzapine oral 1 MO; QL (30
loxapine succinate MO tablet 15 mg, 20 mg per 30 days)
maprotiline MO olanzapine oral 1 MO; QL (240
MARPLAN MO tablet 2.5 mg per 30 days)
metadate er MO olanzapine oral 1 MO; QL (120
methamphetamine PA; MO tablet 5 mg per 30 days)
methylphenidate hel MO olanzapine oral 1 MO; QL (81
oral capsule, er tablet 7.5 mg per 30 days)
biphasic 30-70 olanzapine oral 1 MO; QL (60
methylphenidate hel MO tablet,disintegrating per 30 days)
oral capsule,er 10 mg
biphasic 50-50 20 olanzapine oral 1 MO; QL (30
mg, 40 mg, 60 mg tablet,disintegrating per 30 days)
methylphenidate hcl MO 15 mg, 20 mg
oral solution olanzapine oral 1 MO; QL (120
methylphenidate hel MO tablet,disintegrating per 30 days)
oral tablet J mg
methylphenidate hcl MO olanza]? e ! MO

fluoxetine

oral tablet extended
release

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

Tier /Limits Tier /Limits
paliperidone oral 1 MO; QL (240 pimozide 1 MO
tablet extended per 30 days)
release 24hr 1.5 mg procentra ! MO
paliperidone oral 1 MO; QL (120 protripiyline ! MO
tablet extended per 30 days) quetiapine oral 1 MO; QL (240
release 24hr 3 mg tablet 100 mg per 30 days)
paliperidone oral 1 MO; QL (60 quetiapine oral 1 MO; QL (120
tablet extended per 30 days) tablet 200 mg per 30 days)
release 24hr 6 mg quetiapine oral 1 MO; QL (902
paliperidone oral 4 MO; QL (41 tablet 25 mg per 30 days)
tal;let exztjzdegd per 30 days) quetiapine oral 1 MO; QL (81
refease c5ir = mg tablet 300 mg per 30 days)
P al;floxe]tlone hel oral I MO;(?; (180 quetiapine oral 1 MO; QL (60
tabiet 10 mg per ays) tablet 400 mg per 30 days)
P al;”loxeztlone hel oral I MO;OQ; (0 quetiapine oral | MO; QL (480
tablet 20 mg per 30 days) tablet 50 mg per 30 days)
P agloxe;lone hel oral I MO;OQ; (60 quetiapine oral | MO; QL (160
tabiet 50 mg per ays) tablet extended per 30 days)
paroxetine hcl oral 1 MO; QL (45 release 24 hr 150 mg
tablet 40 mg per 30 days) quetiapine oral 1 MO; QL (120
paroxetine hcl oral 1 MO; QL (180 tablet extended per 30 days)
tablet extended per 30 days) release 24 hr 200 mg
release 24 hr 12.5 quetiapine oral 1 MO; QL (81
mne tablet extended per 30 days)
paroxetine hcl oral 1 MO; QL (90 release 24 hr 300 mg
ta?let exztjnhde;’5 per 30 days) quetiapine oral 1 MO; QL (60
release reoms tablet extended per 30 days)
paroxetine hcl oral 1 MO; QL (60 release 24 hr 400 mg
tablet extended per 30 days) quetiapine oral 1 MO: QL (480
release 24 hr 37.5
tablet extended per 30 days)
mne release 24 hr 50 mg
gﬁﬁ{;ﬁﬁgﬁ . MO REXULTI ORAL 4 MO; QL (480
TABLET 0.25 MG per 30 days)
perphenazine 1 Mo REXULTI ORAL 4 MO;QL (240
phenelzine 1 MO TABLET 0.5 MG per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
REXULTI ORAL 4 MO; QL (120 risperidone oral 1 MO; QL (1920
TABLET 1 MG per 30 days) tablet,disintegrating per 30 days)
REXULTI ORAL 4 MoO;QL@0 0 me
TABLET 2 MG per 30 days) risperidone oral 1 MO; QL (960
REXULTI ORAL 4 MO: QL (40 tablet,disintegrating per 30 days)
TABLET 3 MG per 30 days) 0.5 mg
REXULTI ORAL 4 MO: QL (30 risperidone oral 1 MO; QL (480
TABLET 4 MG or é 0 days) tablet, disintegrating per 30 days)
p Yy I mg
2§£§¥£AL 2 MO risperidone oral 1 MO; QL (240
INTRAMUSCULA tablet, disintegrating per 30 days)
R SYRINGE 12.5 2 mg
MG/2 ML, 25 MG/2 risperidone oral | MO; QL (161
ML tablet,disintegrating per 30 days)
RISPERDAL 4 MO 3 mg
CONSTA risperidone oral 1 MO; QL (120
INTRAMUSCULA tablet, disintegrating per 30 days)
R SYRINGE 37.5 4mg
MG/2 ML, 50 MG/2 ROZEREM 2 MO; QL (30
ML
per 30 days)
e idone oral 1 MO; (?CI{ (480 "SAPHRIS (BLACK 2 MO; QL (60
sofution per ays) CHERRY) per 30 days)
risperidone oral 1 MO; QL (1920 SUBLINGUAL
tablet 0.25 mg per 30 days) TABLET 10 MG
risperidone oral 1 MO; QL (960 SAPHRIS (BLACK 2 MO; QL (240
tablet 0.5 mg per 30 days) CHERRY) per 30 days)
risperidone oral 1 MO; QL (480 %Kgiﬁc};}? l\I;I G
tablet 1 mg per 30 days) i
risperidone oral 1 MO; QL (240 SAPHRIS (BLACK 2 MO; QL (120
tablet 2 mg per 30 days) CHERRY) per 30 days)
SUBLINGUAL
risperidone oral 1 MO; QL (161 TABLET 5 MG
tablet 3 mg per 30 days) sertraline oral 1 MO
risperidone oral 1 MO; QL (120 concentrate
tablet 4 mg per 30 days) sertraline oral tablet 1 MO; QL (60
100 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
sertraline oral tablet 1 MO; QL (240 venlafaxine oral 1 MO; QL (150
25 mg per 30 days) tablet 50 mg per 30 days)
sertraline oral tablet 1 MO; QL (120 VERSACLOZ 4
)0 mg per 30 days) VIIBRYD ORAL MO:; QL (120
thioridazine 1 MO TABLET 10 MG per 30 days)
thiothixene 1 MO VIIBRYD ORAL 2 MO; QL (60
tranyleypromine ) MO TABLET 20 MG per 30 days)
VIIBRYD ORAL 2 MO:; QL (30
trazodone S MO TABLET 40 MG per 30 days)
trifluoperazine S VIIBRYD ORAL 2 MO:; QL (30
trimipramine 1 PA; MO TABLETS,DOSE per 180 days)
TRINTELLIX 2 MO:; QL (60 %ﬁé ”2) 3MG (7)-
ORAL TABLET 10 per 30 days) (23)
MG VRAYLAR ORAL 4 MO; QL (120
TRINTELLIX 2 MO: QL (30 CAPSULE 1.5 MG per 30 days)
ORAL TABLET 20 per 30 days) VRAYLAR ORAL 4 MO; QL (60
MG CAPSULE 3 MG per 30 days)
TRINTELLIX 2 MO; QL (120 VRAYLAR ORAL 4 MO; QL (40
ORAL TABLET 5 per 30 days) CAPSULE 4.5 MG per 30 days)
MG VRAYLAR ORAL 4 MO; QL (30
venlafaxine oral 1 MO; QL (60 CAPSULE 6 MG per 30 days)
capsule,extended er 30 days
O A 150 e p ys) VRAYLAR ORAL 3 MO; QL (7 per
CAPSULE,DOSE 30 days)
venlafaxine oral 1 MO; QL (180 PACK
capsule,extended per 30 days) ] ]
release 24hr 37.5 mg XYREM i PA; MO; LA
venlafaxine oral 1 MO; QL (90 zalep l;)n 1007'&[ ! S6T(); MO3; (?L
capsule,extended per 30 days) capsure 1U.mg El pet
release 24hr 75 mg ays)
venlafaxine oral 1 MO; QL (90 zalep l;)n 50ral I (83% MO3; OQL
tablet 100 mg, 75 mg per 30 days) capsute > mg daysger
;}SZZIZf C;;”Z; oral ! Néroé (?(Ifa@szo zenzedi oral tablet 1 MO
g P Y 10 mg, 5 mg
venlafaxine oral 1 MO; QL (180
tablet 37.5 mg per 30 days)

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

Tier /Limits Tier /Limits
ZENZEDI ORAL 3 MO procainamide 1 MO
TABLET 15 MG, injection solution
2.5 MG, 20 MG, 30 100 mg/ml
MG, 7.5 MG . .
procainamide 1
ziprasidone hcl oral 1 MO; QL (240 injection solution
capsule 20 mg per 30 days) 500 mg/ml
ziprasidone hcl oral 1 MO; QL (120 propafenone 1 MO
capsule 40 mg per 30 days) quinidine gluconate 1 MO
ziprasidone hcl oral 1 MO; QL (80 o
capsule 60 mg per 30 days) Z}Lf;};l;ilg Iee :ulfate ! MO
ziprasidone hcl oral 1 MO; QL (60 sorine oral tablet 1 MO
capsule 80 mg per 30 days) 120 mg, 160 mg, 80
zolpidem oral 1 ST; MO; QL mg
5130 p)er 30 sorine oral tablet 1
ays 240 mg
ZYPREXA 2
RELPREVV igtgzizl af oral tablet 1 MO
INTRAMUSCULA g
R SUSPENSION sotalol oral tablet 1 MO
FOR 160 mg, 240 mg, 80
RECONSTITUTIO mg
N 210 MG SOTYLIZE 2 MO
CARDIOVASCULAR, ANTIHYPERTENSIVE THERAPY
HYPERTENSION / LIPIDS
acebutolol 1 MO
ANTIARRHYTHMIC AGENTS afeditab cr 1 MO
amiodarone 1 PA; MO amiloride 1 MO
intravenous solution
- amiloride- 1 MO
amiodarone oral 1 MO hydrochlorothiazide
dofetilide 1 MO amlodipine 1 MO
Jlecainide ! MO amlodipine- 1 MO
mexiletine 1 MO benazepril
pacerone oral tablet 1 MO amlodipine- 1 MO
100 mg, 200 mg, 400 olmesartan
mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
amlodipine- 1 MO clonidine 1 MO; QL (4 per
valsartan 28 days)
amlodipine- 1 MO clonidine hcl oral 1 MO
valsartan-hcthiazid tablet
atenolol 1 MO COREG CR MO
atenolol- 1 MO DEMSER 4 MO
chlorthalidone diltiazem hel ]
benazepril 1 MO intravenous
benazepril- 1 MO diltiazem hcl oral 1 MO
hydrochlorothiazide capsule,extended
betaxolol oral 1 MO release 12 hr
BIDIL ) MO diltiazem hcl oral 1 MO
capsule,extended

bisoprolol fumarate 1 MO release 24 hr 120

. mg, 180mg, 240 mg,
bisoprolol- 1 MO 300 360
hydrochlorothiazide s, me,

420mg

bumetanid, 1 M

wmetanidae © diltiazem hcl oral 1 MO
BYSTOLIC 2 MO tablet
BYVALSON 2 MO dilt-xr 1 MO
candesartan 1 MO doxazosin oral tablet 1 MO:; QL (30
candesartan- 1 MO I'mg, 2mg, 4 mg per 30 days)
hydrochlorothiazid doxazosin oral tablet 1 MO; QL (60
captopril 1 MO §mg per 30 days)
captopril- 1 MO EDARBI 2 MO
hydrochlorothiazide EDARBYCLOR 2 MO
cartia xt 1 MO enalapril maleate 1 MO
carvedilol 1 MO enalapril- 1 MO
chlorothiazide 1 MO hydrochlorothiazide
chlorothiazide 1 MO eplerenone ! MO
sodium eprosartan 1 MO
chlorthalidone oral 1 MO ethacrynate sodium 4
tablet 25 mg, 50

dyer o me T e ethacrynic acid 4 MO

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

felodipine 1 MO metoprolol succinate 1 MO

fosinopril 1 MO metoprolol ta- 1 MO

fosinopril- 1 MO hydrochlorothiaz

hydrochlorothiazide metoprolol tartrate 1 MO

furosemide injection 1 MO intravenous solution

furosemide oral 1 MO {nftOp rolol tartr'ate !

solution 10 mg/ml, intravenous syringe

40 mg/5 ml (8 metoprolol tartrate 1 MO

mg/ml) oral tablet 100 mg,

furosemide oral 1 MO 25 mg, 50 mg

tablet minoxidil oral 1 MO

hydralazine 1 MO moexipril 1 MO

hydrochlorothiazide 1 MO moexipril- | MO

indapamide ] MO hydrochlorothiazide

irbesartan 1 MO nadolol ; MO

irbesartan- 1 MO Zadcollol- hiazid ! MO

hydrochlorothiazide endroflumethiazide

isradipine 1 MO l?lcardlp e . ! MO
intravenous solution

{abetalol : ! MO nicardipine oral | MO

intravenous solution

labetalol oral 1 MO nifedipine oral tablet 1 MO
extended release

lisinopril ! MO nifedipine oral tablet 1 MO

lisinopril- 1 MO extended release

hydrochlorothiazide 24hr

losartan 1 MO nimodipine 1 MO

losartan- 1 MO nisoldipine 1 MO

hydrochlorothiazide olmesartan ) MO

matzim la ! MO olmesartan- 1 MO

methyclothiazide 1 MO amlodipin-hcthiazid

methyldopa 1 MO olmesartan- 1 MO

metolazone 1 MO hydrochlorothiazide

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

Tier /Limits Tier /Limits
perindopril 1 MO torsemide oral 1 MO
erbumine trandolapril 1 MO
phenoxybenzamine 4 MO trandolapril- 1 MO
pindolol 1 MO verapamil
prazosin 1 MO triamterene- | MO

hydrochlorothiazid
propranolol 1
intravenous UPTRAVI 4 PA; MO; LA
propranolol oral 1 MO valsartan 1 MO
propranolol- 1 MO valsartan- 1 MO
hydrochlorothiazid hydrochlorothiazide
quinapril 1 MO verapamil | MO
quinapril- 1 MO intravenous solution
hydrochlorothiazide verapamil oral 1 MO
ramipril 1 MO CARDIAC GLYCOSIDES
REMODULIN 4 PA; MO; LA digitek 1 MO
spironolactone 1 MO digoxin oral solution 1 MO
spironolacton- 1 MO 30 meg/mi
hydrochlorothiaz digoxin oral tablet 1 MO
taztia xt 1 MO LANOXIN ORAL 2 MO

MCG, 62.5 MCG
TEKTURNA HCT 2 MO

COAGULATION THERAPY
telmisartan 1 MO

aspirin-dipyridamole 1 MO
telmisartan- 1 MO
amlodipine BRILINTA 2 MO
telmisartan- 1 MO cilostazol 1 MO
hydrochlorothiazid clopidogrel 1 MO
terazosin oral 1 MO; QL (30 dipyridamole oral 1 MO

le I mg, 2 mg, 30d
Spe s ams per 30 days) EFFIENT 2 MO
mg

terazosin oral 1 MO; QL (60 ELIQUIS 2 MO
capsule 10 mg per 30 days) enoxaparin 1 MO
timolol maleate oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
fondaparinux 4 MO amlodipine- 1 MO; QL (30
subcutaneous atorvastatin per 30 days)
Sy lrn;ge ]/g ’:g/?'(s; 5 atorvastatin 1 MO; QL (30
e, 0 MELY.7 ML, /.- per 30 days)
mg/0.6 ml
fondaparinux 1 MO szoiijO;ZZTl’;iV%Zh ! MO
subcutaneous & P
syringe 2.5 mg/0.5 cholestyramine light 1 MO
ml oral powder
heparin (porcine) in 1 colestipol oral 1 MO
5 % dex intravenous granules
parenteral solution lestivol oral tablet ] M
20,000 unit/500 ml coremtpo o e 0
(40 unit/ml) ezetimibe 1 MO
heparin (porcine) in 1 MO ezetimibe- 1 MO; QL (30
5 % dex intravenous simvastatin per 30 days)
parenteml. solution fenofibrate 1 MO
25,000 unz‘t/250 micronized
ml(100 unit/ml),
25,000 unit/500 ml fenofibrate 1 MO
(50 unit/ml) nanocrystallized
heparin (porcine) 1 MO Jenofibrate oral 1 MO
injection solution tablet
Jantoven 1 MO fenofibric acid 1 MO
pentoxifylline 1 MO Jfenofibric acid 1 MO
(choline)
PRADAXA 3 MO
. . fluvastatin oral 1 MO; QL (30
PROMACTA 4 PA; MO; LA capsule 20 mg per 30 days)
ztr anexamic acid 1 MO Sfluvastatin oral 1 MO; QL (60
iniravenous capsule 40 mg per 30 days)
warfarin 1 MO fluvastatin oral 1 MO; QL (30
XARELTO 2 MO tablet extended per 30 days)
2
ZONTIVITY 2 MO release 24 hr
emfibrozil 1 MO
LIPID/CHOLESTEROL LOWERING gemft
JUXTAPID 4 PA; MO; LA

AGENTS

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
LIVALO 2 MO; QL (30 MISCELLANEOUS
per 30 days) CARDIOVASCULAR AGENTS
lovastatin oral tablet 1 MO; QL (30 CORLANOR 2 PA; MO
10 mg per 30 days)

ENTRESTO 2 MO; QL (60
lovastatin oral tablet 1 MO; QL (60 per 30 days)
20 mg, 40 30d

mg, 4 me per30days) R ANEXA 2 MO
niacin oral tablet 1 MO
extended release 24 VECAMYL i
hr NITRATES
PRALUENT PEN 4 PA; MO; QL isosorbide dinitrate 1 MO
SUBCUTANEOUS (2 per 28 days) oral
PEN INJECTOR : .
150 MG/ML lsosorb'zde 1 MO
mononitrate
PRALUENT PEN 4 PA; MO; QL - -
SUBCUTANEOUS (4 per 28 days) ~ Mitro-bid I MO
PEN INJECTOR 75 nitroglycerin 1 PA
MG/ML intravenous
pravastatin 1 MO; QL (30 nitroglycerin 1 MO
per 30 days) sublingual
prevalite oral 1 MO nitroglycerin 1 MO
powder transdermal patch
REPATHA 4  PA;MO;QL 24 hour
PUSHTRONEX (35 per 28 nitroglycerin 1 MO
days) translingual
REPATHA 4  PA;MO;QL  Spraynon-aerosol
SURECLICK SAERAe M DERMATOLOGICALS/TOPICA
REPATHA 4 PA; MO; QL LL. THERAPY
SYRINGE (3 per 28 days)
ANTIPSORIATIC /
rosuvastatin I MO;QL @30 ANTISEBORRHEIC
per 30 days)
: : acitretin oral 1 MO
simvastatin 1 MO; QL (30 capsule 10 mg
per 30 days)

acitretin oral 4 MO
VASCEPA 2 MO capsule 17.5 mg, 25
WELCHOL 2 MO mg

calcipotriene 1 MO

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

Tier /Limits Tier /Limits
calcipotriene- 1 MO imiquimod 1 MO
betamethasone methoxsalen 4 MO
calcitriol topical 1 MO PANRETIN 4 MO
COSENTYX (2 4 PA; MO
SYRINGES) PICATO 4 MO
COSENTYX PEN 4  PA;MO podofilox SO
(2 PENS) prudoxin 1 MO
selenium sulfide 1 MO REGRANEX 4 MO
topical lotion tacrolimus topical 1 PA; MO; QL
STELARA 4 PA; MO (100 per 30
SUBCUTANEOUS days)
SYRINGE TOLAK 3 MO
BURN THERAPY VALCHLOR 4 MO
silver sulfadiazine 1 MO 7ZYCLARA 4 ST; MO
ssd B VO THERAPY FOR ACNE
MISCELLANEOUS adapalene topical 1 PA; MO
DERMATOLOGICALS cream
ammonium lactate 1 MO adapalene topical 1 PA; MO
CARAC 4 MO gel
CONDYLOX 2 MO avita topical cream 1 PA; MO
TOPICAL GEL claravis 1 MO
diclofenac sodium 4 PA; MO; QL clindacin p 1 MO
topical gel 3 % (100 per 28

days) clindamycin 1 MO

phosphate topical
doxepin topical 1 MO

clindamycin-benzoyl 1 MO
DUPIXENT 4 PA; MO peroxide topical gel
FLUOROURACIL 4 ST; MO clindamycin- 1 PA; MO
TOPICAL CREAM tretinoin
0.5%

ery pads 1 MO
Sfluorouracil topical 1 MO
cream 5 % erygel 1 MO
Sfluorouracil topical 1 MO erythromycin with 1 MO
solution ethanol topical gel

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

erythromycin with 1 MO lidocaine hcl 1 MO
ethanol topical injection solution 20
solution mg/ml (2 %)
erythromycin- 1 MO lidocaine hcl mucous 1 MO; QL (60
benzoyl peroxide membrane jelly per 30 days)
metronidazole 1 MO lidocaine hcl mucous 1 MO
topical cream membrane solution 4

0,
metronidazole 1 MO % (40 mg/ml)
topical gel lidocaine topical 1 PA; MO
metronidazole 1 MO adhesive )

. . patch,medicated
topical lotion
myorisan oral 1 MO Zlfl(;camte topical 1 MO; (()Q(I; (3?
capsule 10 mg, 20 owntmen per ays
mg, 40 mg lidocaine viscous 1 MO
myorisan oral 1 lidocaine-prilocaine | MO; QL (30
capsule 30 mg topical cream per 30 days)
neuac 1 MO TOPICAL ANTIBACTERIALS
tazarotene 1 PA; MO gentamicin topical 1 MO
TAZORAC 2 PA; MO mupirocin 1 MO
TOPICAL CREAM . .
0.05 % mupirocin calcium 1 MO
TAZORAC 2 PA: MO sulfacetamide 1 MO
TOPICAL GEL ’ sodium (acne)
tretinoin 1 PA; MO SULFAMYLON 2 MO
microspheres topical TOPICAL ANTIFUNGALS
[
&¢ ciclopirox 1 MO
tretinoin topical 1 PA; MO
retinotn topied ’ clotrimazole topical 1 MO
7 1 M

zenatane © clotrimazole- 1 MO
TOPICAL ANESTHETICS betamethasone
lidocaine (pf) 1 MO econazole 1 MO
injection solution 10
mg/ml (1 %), 5 KERYDIN 3 MO
mg/ml (0.5 %) ketoconazole topical 1 MO

naftifine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
NAFTIN TOPICAL 2 MO clobetasol topical 1 MO; QL (100
GEL foam per 28 days)
nyamyc 1 MO clobetasol topical 1 MO; QL (120
nyata 1 gel per 28 days)

. : clobetasol topical 1 MO; QL (118
nystatin topical 1 MO lotion per 28 days)
n){statu.a— ! MO clobetasol topical 1 MO; QL (120
triamcinolone .

ointment per 28 days)
nystop ! MO clobetasol topical 1 MO; QL (236
oxiconazole 1 MO shampoo per 28 days)
TOPICAL ANTIVIRALS clobetasol topical 1 MO; QL (125
acyclovir topical 1 PA; MO; QL spray,non-aerosol per 28 days)

(30 per 30 clobetasol-emollient 1 MO; QL (120
days) topical cream per 28 days)

DENAVIR 2 MO clodan | MO; QL (236
XERESE 3 MO per 28 days)
ZOVIRAX 4 PA: MO: QL cormax scalp 1 C?aL S()1 00 per 28
TOPICAL CREAM (5 per 30 days) Y

d id 1 MO
TOPICAL CORTICOSTEROIDS cromee

d imet 1 M
ala-cort topical 1 MO cloximerasone ©
cream diflorasone 1 MO
alclometasone 1 MO fluocinolone 1 MO
amcinonide 1 MO fluocinonide topical 1 MO; QL (120

0.1° 30

apexicon e 1 MO cream 7 per 30 days)
betamethasone 1 MO ﬂZIO cinonide topical ! gi?% (()2 c%a?s?o
dipropionate &
betamethasone ) MO ﬂyocmoma’e topical 1 MO; QL (120

ointment per 30 days)
valerate
betamethasone, ) MO ﬂuoqnomde topical 1 MO; QL (120

solution per 30 days)
augmented

fluocinonide-e 1 MO; QL (120
CAPEX 2 MO per 30 days)
clobetasol scalp 1 MO; QL (100 flurandrenolide 1 MO

per 28 days)

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

Tier /Limits Tier /Limits
fluticasone topical 1 MO triamcinolone 1 MO
halobetasol 1 MO acetonide topical

ointment 0.025 %,

propionate 0.1%,0.5%
hydrocortisone 1 MO .
butyrate topical frianex 1 MO
ointment triderm topical 1 MO
hydrocortisone 1 MO creanm
butyrate topical TOPICAL ENZYMES
solution SANTYL 2 MO
hydrocortisone 1 MO
butyr-emollient TOPICAL SCABICIDES /
PEDICULICIDES
hydrocortisone 1 MO
topical cream 1 %, lindane topical 1 MO
259 shampoo
hydrocortisone 1 MO malathion 1 MO
topical lotion 2.5 % permethrin topical 1 MO
hydrocortisone 1 MO cream
topical ointment 1 SKLICE 2 MO
%, 2.5 %
hydrocortisone 1 MO DIAGNOSTICS /
e MISCELLANEOUS AGENTS
LOCOID TOPICAL 9 MO IRRIGATING SOLUTIONS
LOTION lactated ringers 1 MO
mometasone topical 1 MO irrigation
nolix 1 neomycin-polymyxin 1 MO
b gu
prednicarbate 1 MO
ringer's irrigation 1 MO
triamcinolone 1 MO
acetonide topical MISCELLANEOUS AGENTS
aerosol acamprosate 1 MO
triamcinolone 1 MO ADAGEN 4 MO
acetonide topical
cream alendronate oral 1 MO; QL (30
— tablet 40 mg per 30 days)
triamcinolone 1 MO :
acetonide topical anagrelide 1 MO
lotion

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

ARALAST NP 4 MO; LA dextrose with sodium 1
INTRAVENOUS chloride
RECON SOLN 500 disulfiram 1 MO
MG
BUPHENYL ORAL 4 MO etidronate disodium 1 MO
TABLET EXJADE 4 PA; MO; LA
CARBAGLU 4 MO; LA FERRIPROX ORAL 4 PA
cevimeline 1 MO SOLUTION
CHEMET 2 PA;MO Ei%%g?ox ORAL 4 PAMO
CLINIMIX 2 PA i
425%/D5W INCRELEX 4 MO; LA
SULFIT FREE JADENU 4 PA; MO
dl10 %-0.45 % 1 kionex 1 MO
sodium chloride levocarnitine (with 1 MO
d2.5 %-0.45 % 1 sugar)
sodium chloride levocarnitine oral 1 MO
d5 % and 0.9 % 1 MO tablet
sodium chloride midodrine 1 MO
chloride ’

ORFADIN ORAL LA
dextrose 10 % and 1 CAPSULE 10 MG
0.2 % nacl 2 MG. 5 MG ’
dextrose 10 % in 1 MO ORFADIN ORAL 4 MO: LA
water (d10w) SUSPENSION ’
dextrose 5 % in 1 MO . .

1 M
water (d5w) pilocarpine hcl oral 0]
intravenous PROLASTIN-C 4 LA
parenteral solution RAVICTI 4 MO
dextrose 3 7%- S VO RENVELA ORAL 4 MO
lactated ringers TABLET
dextrose 5%-0.2 % 1 .
luzol 1 MO
sod chloride riizore
5 5 risedronate oral 1 MO; QL (30

dextrose 5_A‘0'3 % 1 tablet 30 mg per 30 days)
sod.chloride

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

Tier /Limits Tier /Limits
sevelamer carbonate 4 MO EAR, NOSE / THROAT
oralpowder mn MEDICATIONS
packet
sodium chloride 0.9 1 MO MISCELLANEOUS AGENTS
% intravenous azelastine nasal | MO; QL (60
parenteral solution per 30 days)
sodium chloride 1 MO BACTROBAN 2 MO
irrigation NASAL
sodium 4 MO chlorhexidine | MO
phenylbutyrate gluconate mucous
sodium polystyrene 1 MO membrane
(sorb free) ipratropium bromide 1 MO; QL (30
sps (with sorbitol) 1 MO nasal per 30 days)
oral olopatadine nasal 1 MO; QL (30.5
SYPRINE 4 PA;MO per 30 days)
THIOLA 4 MO periogard 1 MO
VELTASSA 2 MO triamcinolone 1 MO
acetonide dental
water for irrigation, 1 MO
sterile MISCELLANEOUS OTIC
PREPARATIONS
zoledronic acid- 1 PA; MO
mannitol-water acetasol hc 1 MO
SMOKING DETERRENTS acetic acid otic 1 MO
bupropion hcl 1 MO Jloxin otic drops 1
(smoking deter) fluocinolone 1 MO
CHANTIX 2 MO acetonide oil
CHANTIX ) MO hydrocortisone- 1 MO
CONTINUING acetic acid
MONTH BOX ofloxacin otic 1 MO
CHANTIX 2 MO OTIC STEROID / ANTIBIOTIC
STARTING
NICOTROL 3 MO neomycin- I MO
polymyxin-hc otic
NICOTROL NS 3 MO
OTOVEL 2 MO

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

ENDOCRINE/DIABETES prednisolone sodium 1 MO
phosphate oral

cortisone 1 MO 15 mg/5 ml (3
mg/ml), 20 mg/5 ml

c'lexamethasone 1 MO (4 mg/ml), 25 mg/5

intensol ml (5 mg/ml), 5 mg

dexamethasone oral 1 MO base/5 ml (6.7 mg/5

elixir ml)

dexamethasone oral 1 MO prednisolone sodium 1 PA; MO

tablet phosphate oral
tablet,disintegrating

dexamethasone 1 MO

sodium phosphate prednisone intensol 1 PA; MO

injection solution prednisone oral 1 MO

fludrocortisone 1 MO solution

hydrocortisone oral 1 MO pr Z;Z’nisone oral 1 PA; MO
tablet

methylprednisolone 1 MO

acetate prednisone oral 1 MO
tablets,dose pack

methylprednisolone 1 PA; MO

oral tablet veripred 20 1 MO

methylprednisolone 1 MO ANTITHYROID AGENTS

oral tablets,dose methimazole oral 1 MO

pack tablet 10 mg, 5 mg

met%zylprednisolone 1 MO propylthiouracil 1 MO

sodium succ

injection recon soln DIABETES THERAPY

125 mg, 40 mg acarbose oral tablet 1 MO; QL (90

methylprednisolone 1 MO 100 mg per 30 days)

L?odzum suce acarbose oral tablet 1 MO; QL (360

intravenous 25 mg per 30 days)

millipred oral tablet 1 PA; MO acarbose oral tablet 1 MO; QL (180
50 mg per 30 days)
ALCOHOL PADS 2 MO
APIDRA 3 ST; MO

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

46



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

APIDRA 3 ST; MO glipizide oral tablet 1 MO; QL (240
SOLOSTAR extended release per 30 days)
BYDUREON 2 pA;MO; QL Hhr25mg

(4 per 28 days)  glipizide oral tablet 1 MO; QL (120
BYETTA ) PA: MO: QL ;);t;ncjled release per 30 days)
SUBCUTANEOUS (2.4 per 30 o mg
PEN INJECTOR 10 days) glipizide-metformin 1 MO; QL (240
MCG/DOSE(250 oral tablet 2.5-250 per 30 days)
MCG/ML) 2.4 ML mg
BYETTA 2 PA; MO; QL glipizide-metformin 1 MO; QL (120
SUBCUTANEOUS (1.2 per 30 oral tablet 2.5-500 per 30 days)
PEN INJECTOR 5 days) mg, 5-500 mg
MCG/DOSE (250 GLUCAGEN 2 MO
MCG/ML) 1.2 ML HYPOKIT
CYCLOSET 3 MO;OQ; (180 GLUCAGON ) MO

per 30 days) EMERGENCY KIT
FARXIGA ORAL 2 MO; QL (30 (HUMAN)
TABLET 10 MG per 30 days) HUMALOG > MO
FARXIGA ORAL 2 MO; QL (60
TABLET 5 MG per 30 days) g&l\fﬁplﬁ%c} 2 MO
DAUZEFPADS2X D M HUMALOG MIX 2 MO

50-50

glimepiride oral 1 MO; QL (240 HUMALOG MIX > MO
tablet 1 mg per 30 days) 50-50 KWIKPEN
glimepiride oral 1 MO; QL (120 HUMALOG MIX 5 MO
tablet 2 mg per 30 days) 7595
glimepiride oral 1 MO; QL (60 HUMALOG MIX 5 MO
tablet 4 mg per 30 days) 7525 KWIKPEN
glipizide oral tablet 1 MO; QL (120 HUMULIN 70/30 5 MO
10 mg per 30 days)
glipizide oral tablet 1 MO; QL (240 E%DI/IIEPI]JEIII\\II 70/30 2 MO
Smg per 30 days)
glipizide oral tablet 1 MO; QL (60 HUMULINN 2 MO
extended release per 30 days) HUMULIN N 2 MO
24hr 10 mg KWIKPEN

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

HUMULIN R U-100 2 MO JANUMET XR 2 MO; QL (30
HUMULIN R U-500 ) MO ORAL TABLET, per 30 days)
(CONC) KWIKPEN ER MULTIPHASE

24 HR 100-1,000
HUMULIN R U-500 2 MO MG, 50-500 MG
;CONCENTRATED JANUMET XR 2 MO; QL (60

ORAL TABLET, per 30 days)
INSULIN PEN 2 MO ER MULTIPHASE
NEEDLE 24 HR 50-1,000 MG
INSULIN 2 MO JANUVIA 2 MO; QL (30
SYRINGE (DISP) per 30 days)
U-100 0.3 ML, 1 JARDIANCE 2 MO; QL (30
ML, 1/2 ML

per 30 days)

INVOKAMET 2 MO;QL (60 —
ORAL TABLET per 30 days) JENTADUETO . S6TO’ MO3’ OQL
150-1,000 MG, 150- é pet
500 MG, 50-1,000 ays)
MG JENTADUETO XR 3 ST; MO; QL
INVOKAMET ) MO:; QL (120 ORAL TABLET, IR (60 per 30
ORAL TABLET 50- per 30 days) -25}1?&1321?}{%%& G days)
500 MG o
INVOKAMET XR 2 MO: QL (60 JENTADUETO XR 3 ST; MO; QL

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

- ER, BIPHASIC days)
- ER, BIPHASIC 24HR 5-1,000 MG
24HR 150-1,000 >
MG, 150-500 MG, KAZANO 3 ST; MO; QL
50-1,000 MG (60 per 30
INVOKAMET XR 2 MO; QL (120 days)
ORAL TABLET, IR per 30 days) KOMBIGLYZE XR 2 MO; QL (60
- ER, BIPHASIC ORAL TABLET, per 30 days)
24HR 50-500 MG ER MULTIPHASE
INVOKANA ORAL 2 MO:; QL (90 i}‘ C?R 2.5-1,000
TABLET 100 MG per 30 days)
INVOKANA ORAL 2 MO QL (30 KOMBIGLYZE XR 2 MO;QL (30
TABLET 300 MG per 30 days) ORAL TABLET, per 30 days)

ER MULTIPHASE
JANUMET 2 MO; QL (60 24 HR 5-1,000 MG,

per 30 days) 5-500 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
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LANTUS 2 MO NOVOFINE 32 2 MO
LANTUS 2 MO NOVOLOG 3 ST; MO
SOLOSTAR NOVOLOG 3 ST;MO
LEVEMIR 2 MO FLEXPEN
LEVEMIR 2 MO NOVOLOG MIX 3 ST; MO
FLEXTOUCH 70-30
metformin oral 1 MO; QL (75 NOVOLOG MIX 3 ST; MO
tablet 1,000 mg per 30 days) 70-30 FLEXPEN
metformin oral 1 MO; QL (150 NOVOLOG 3 ST; MO
tablet 500 mg per 30 days) PENFILL
metformin oral 1 MO; QL (90 ONGLYZA 2 MO; QL (30
tablet 850 mg per 30 days) per 30 days)
metformin oral 1 MO; QL (120 pioglitazone 1 MO; QL (30
tablet extended per 30 days) per 30 days)
release 24 hr 500 mg pioglitazone- 1 MO; QL (30
metformin oral 1 MO; QL (75 glimepiride per 30 days)
;Z?é;isgjnhieg 50 m per 30 days) pioglitazone- 1 MO; QL (90
g metformin per 30 days)
miglitol oral tablet 1 MO; QL (90
100 mg per 30 days) PROGLYCEM 2 MO
miglitol oral tablet 1 MO; QL (360 reg;’gl’o’””de oral ! Moé (?(I; (960
25 mg per 30 days) tablet 0.5 mg per ays)
miglitol oral tablet 1 MO; QL (180 reg;zglzlmde oral ! MO; (?(I{ (430
50 mg per 30 days) fabiet 7 mg pet ays)
nateglinide oral 1 MO; QL (90 repaglinide oral ! MO; QL (240
tablet 120 mg per 30 days) tablet 2 mg per 30 days)
nateglinide oral 1 MO; QL (180 ;Z? t;f;{;’:;‘je- ! Niroé (?(I{a( lsio
tablet 60 mg per 30 days) P Y
RIOMET 2 MO; QL (765
NEEDLES, 2 MO per 30 days)
INSULIN
DISP.,SAFETY SYMLINPEN 120 4 PA; MO; QL
NESINA 3 ST;MO; QL Eilao‘f) per 30
(30 per 30 Y
days) SYMLINPEN 60 4 PA; MO; QL
(6 per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Tier /Limits Tier /Limits
SYNJARDY ORAL 2 MO; QL (60 XIGDUO XR 2 MO;QL (30
TABLET 12.5-1,000 per 30 days) ORAL TABLET, IR per 30 days)
MG, 12.5-500 MG, - ER, BIPHASIC
5-1,000 MG 24HR 10-1,000 MG
SYNJARDY ORAL 2 MO; QL (120 XIGDUO XR 2 MO; QL (60
TABLET 5-500 MG per 30 days) ORAL TABLET, IR per 30 days)
- ER, BIPHASIC
TANZEUM 3 PA; MO; QL ’
(4 per 28 days) 24HR 10-500 MG,
5-1,000 MG, 5-500
tolazamide oral 1 MO; QL (120 MG
tablet 250 30d
et eTme per 30 days) MISCELLANEOUS HORMONES
tolazamide oral 1 MO; QL (60 A RA 4
tablet 500 mg per 30 days) LDURAZYME MO
tolbutamide 1 MO;QL(180  ANADROL-50 4 PAMO
per 30 days) ANDRODERM 2 PA; MO
TOUJEO 2 MO ANDROGEL 2 PA; MO
SOLOSTAR TRANSDERMAL
TRADJENTA 3 sT;MO;QL  GELIN
(30 per 30 METERED-DOSE
days) PUMP 20.25
MG/1.25 GRAM
TRESIBA 2 MO (1.62 %)
FLEXTOUCH U-
100 ANDROGEL 2 PA; MO
TRANSDERMAL
TRESIBA 2 MO GEL IN PACKET
FLEXTOUCH U- 1.62 % (20.25
200 MG/1.25 GRAM),
TRULICITY 3 PAMO;QL 1629 (305
VGO 30 ) MO cabergoline 1 MO
VGO 40 ) MO calcitonin (salmon) 1 MO
VICTOZA 3-PAK 2 PA;MO;QL calitriol I MO
(9 per 30 days) intravenous solution
1 mcg/ml
calcitriol oral 1 MO

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

CERDELGA 4 MO NATPARA 4 PA; MO; LA

CEREZYME 4 MO oxandrolone oral 4 PA; MO

INTRAVENOUS tablet 10 mg

{RHF:ICI}O N SOLN 400 oxandrolone oral 1 PA; MO
tablet 2.5 mg

danazol ! MO pamidronate 1 MO

desmopressin 1 MO intravenous solution

injection paricalcitol 1

desmopressin nasal 1 intravenous

solution paricalcitol oral 1 MO

desmopressin nasal 1 MO SAMSCA 4 PA: MO

spray,non-aerosol

J . / 1 MO SENSIPAR ORAL 2 MO

esmopressin ora TABLET 30 MG

‘.l"txercalc’f erol ! SENSIPAR ORAL 4 MO

Hiravenous TABLET 60 MG, 90

doxercalciferol oral 1 MO MG

ELAPRASE 4 MO SOMAVERT 4 MO

FABRAZYME 4 MO STIMATE 2 MO

INTRAVENOUS .

RECON SOLN 35 STRENSIQ 4 MO; LA

MG SYNAREL 4 MO

FORTESTA 3 PA; MO TESTIM 3 PA; MO

KANUMA 4 MO testosterone 1 MO

KORLYM 4 MO cypionate

KUVAN 4 MO testosterone 1 MO
enanthate

LUMIZYME i MO testosterone 1 PA; MO

methyltestosterone 4 MO transdermal gel in

oral capsule metered-dose pump

MIACALCIN 3 MO ! f';mg/ 1.25 gram

INJECTION (1%)

MYALEPT 4 PA: MO: LA testosterone ' 1 PA; MO
transdermal gel in

NAGLAZYME 4 MO; LA packet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ZAVESCA 4 MO; LA glycopyrrolate 1 MO
zoledronic acid 1 PA; MO injection
intravenous solution glycopyrrolate oral 1 MO
THYROID HORMONES loperamide oral 1 MO
levothyroxine oral 1 MO capsule

MISCELLANEOUS
levoxyl oral tablet 1 MO
100 meg, 112 meg, GASTROINTESTINAL AGENTS
125 mcg, 137 mcg, alosetron 4 MO
150 meg, 175 mcg,
200 meg, 25 meg, 50 ALOXI Sl MO
mcg, 75 mcg, 88 mcg AMITIZA 2 MO
liothyronine 1 MO aprepitant | PA; MO
unithroid oral tablet 1 MO APRISO 3 MO
100 mcg, 112 mcg,
125 meg, 150 meg, ASACOL HD 2 MO
175 mcg, 200 mcg, balsalazide 1 MO
23 meg, 300 meg, 50 budesonide oral 4 MO
mcg, 75 mcg, 88 mcg

CHENODAL 4 PA; LA
GASTROENTEROLOGY

CHOLBAM ORAL 4 PA; MO
ANTIDIARRHEALS / CAPSULE 250 MG
AR (DI CHOLBAM ORAL 4 PA; MO; QL
atropine injection 1 CAPSULE 50 MG (120 per 30
syringe 0.05 mg/ml days)
dicyclomine 1 CIMZIA 4 PA; MO
intramuscular CIMZIA POWDER PA; MO
dicyclomine oral 1 MO FOR RECONST
capsule colocort 1 MO
dlcyc'lomme oral 1 MO compro ] MO
solution
dicyclomine oral 1 MO constulose ! MO
tablet CORTIFOAM 2 MO
diphenoxylate- 1 MO
atropine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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CREON ORAL 2 MO gavilyte-c MO
CAPSULE,DELAY ;
ED gavilyte-g MO
RELEASE(DR/EC) gavilyte-h and MO
12,000-38,000 - bisacodyl
60,000 UNIT, o
24,000-76,000 - gavilyte-n MO
120,000 UNIT, generlac MO
3,000-9,500- 15,000 granisetron (p) MO
UNIT, 6,000-19,000 intravenous solution
-30,000 UNIT 100 meg/ml
CREON ORAL 4 MO granisetron hcl MO
CAPSULE,DELAY T AVenous
ED
RELEASE(DR/EC) granisetron hcl oral PA; MO
36,000-114,000- hydrocortisone MO
180,000 UNIT rectal
cromolyn oral 1 MO INFLECTRA PA: MO
CYSTADANE 4 MO lactulose oral MO
DELZICOL ORAL MO solution 10 gram/15
CAPSULE (WITH ml
DEL REL LIALDA MO
TABLETS)

LINZESS MO
DIPENTUM 4 MO

: meclizine oral tablet MO
dronabinol oral 4 PA; MO 12.5mg, 25 mg
capsule 10 mg
: mesalamine with MO

dronabinol oral 1 PA; MO cleansing wipe
capsule 2.5 mg, 5 mg

metoclopramide hcl MO
EMEND 2 MO injection solution
INTRAVENOUS

metoclopramide hcl MO
EMEND ORAL 2 PA oral
SUSPENSION FOR
RECONSTITUTIO MOVANTIK MO
N MOVIPREP MO
enulose I MO OCALIVA PA; MO; LA;
GATTEX 30-VIAL 4 MO QL (30 per 30

days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ondansetron 1 PA; MO proctozone-hc 1 MO
ondansetron hcl (pf) 1 MO RECTIV 2 MO
ondansetron hcl oral 1 PA; MO RELISTOR 4 MO
solution SUBCUTANEOUS
ondansetron hcl oral 1 PA SOLUTION
tablet 24 mg RELISTOR 4 MO
ondansetron hcl oral 1 PA; MO SUBCUTANEOUS
SYRINGE
tablet 4 mg, 8 mg
peg 3350- ] MO REMICADE 4 PA; MO
electrolytes oral SANCUSO 4 MO
recon soln 236-
22.74-6.74 -5.86 SUCRAID p— O
gram sulfasalazine 1 MO
peg-electrolyte soln 1 SUPREP BOWEL 2 MO
PENTASA ORAL 2 MO PREP KIT
CAPSULE, TRANSDERM- 3 MO
EXTENDED SCOP
RELEASE 250 MG trilyte with flavor 1 MO
PENTASA ORAL 4 MO packets
CAPSULE
’ ERIS ORAL 4 M
EXTENDED UCERISO ©
RELEASE 500 MG ursodiol 1 MO
polyethylene glycol 1 MO VARUBI 2 PA; MO
3350 oral powder VIBERZI 4 MO
prochlorperazine 1 MO VIOKACE 9 MO
prochlorperazine 1 MO
edisylate injection
solution 10 mg/2 ml
(5 mg/ml)
prochlorperazine 1 MO
maleate oral
procto-med hc 1 MO
procto-pak 1 MO
proctosol he topical 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ZENPEP ORAL 2 MO esomeprazole 1 MO; QL (30
CAPSULE,DELAY magnesium oral per 30 days)
ED capsule,delayed
RELEASE(DR/EC) release(dr/ec) 20 mg
10,000-34,000 - esomeprazole 1 MO
?2’888 g}%};& magnesium oral
POOthAe capsule,delayed
82,000 UNIT, reiase(dr/ec); 40 mg
20,000-68,000 -
109,000 UNIT, esomeprazole 1
25,000-85,000- sodium
136,000 UNIT -
3 00’0_10 000- ’ famotidine (pf) 1 MO
16,000 UNIT, 5,000- famotidine (pf)-nacl 1 MO
17,000 -27,000 (iso-0s)
UNIT famotidine oral 1 MO
ZENPEP ORAL 4 MO suspension
CAPSULE,DELAY famotidine oral 1 MO
ED tablet 20 mg, 40 mg
RELEASE(DR/EC)
40,000-136,000- lansoprazole oral 1 MO; QL (30
218,000 UNIT capsule,delayed per 30 days)
release(dr/ec) 15 mg
ULCER THERAPY
= lansoprazole oral | MO
amo?aczl- 1 MO; QL (112 capsule,delayed
clarithromy- per 30 days) release(dr/ec) 30 mg
lansopraz
misoprostol 1 MO
cimetidine 1 MO
NEXIUM PACKET 2 MO; QL (30
cimetidine hcl oral 1 MO ORAL GRANULES per 30 days)
DEXILANT ORAL 3 MO; QL (30 DR FOR SUSP IN
CAPSULE,BIPHAS per 30 days) PACKET 10 MG,
E DELAYED 25MG, 20 MG, 5
RELEAS 30 MG MG
DEXILANT ORAL 3 MO NEXIUM PACKET 2 MO
CAPSULE,BIPHAS ORAL GRANULES
E DELAYED DR FOR SUSP IN
RELEAS 60 MG PACKET 40 MG
nizatidine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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omeprazole oral 1 MO; QL (30 ranitidine hcl oral 1 MO
capsule,delayed per 30 days) capsule
release(dr/ec) 10 ranitidine hcl oral 1 MO
mg, 20 mg
Syrup

omeprazole oral I MO ranitidine hcl oral 1 MO
capsule, delayed tablet 150 mg, 300
release(dr/ec) 40 mg mg ’
omeprazole-sodium 1 MO; QL (30
bicarbonate oral per 30 days) sucralfate oral tablet | MO
capsule 20-1.1 mg- IMMUNOLOGY, VACCINES /
gram BIOTECHNOLOGY
omeprazole-sodium 1 MO BIOTECHNOLOGY DRUGS
bicarbonate oral
capsule 40-1.1 mg- ACTIMMUNE 4 PA; MO
gram ARANESP (IN 4  PA;MO
omeprazole-sodium 1 MO; QL (30 POLYSORBATE)
bicarbonate oral per 30 days) INJECTION
packet 20-1,680 mg SOLUTION 100

. MCG/ML, 200
omeprazole-sodium 1 MO ’
bicarbonate oral ﬁggﬁﬁi’ 280
packet 40-1,680 mg MCG/ML,
pantoprazole 1 MO ARANESP (IN 4 PA
intravenous POLYSORBATE)
pantoprazole oral 1 MO; QL (30 INJECTION
tablet,delayed per 30 days) SOLUTION 150
release (dr/ec) 20 MCG/0.75 ML
me ARANESP (IN 3 PA;MO
pantoprazole oral 1 MO POLYSORBATE)
tablet,delayed INJECTION
release (dr/ec) 40 SOLUTION 25
mg MCG/ML, 40
PYLERA 2 MO MCG/ML
rabeprazole 1 MO
ranitidine hcl 1 MO
injection solution 50
mg/2 ml (25 mg/ml)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ARANESP (IN 3 PA; MO EPOGEN 4 PA; MO
POLYSORBATE) INJECTION
INJECTION SOLUTION 20,000
SYRINGE 10 UNIT/ML
ﬁggﬁgile\I/f’in . EXTAVIA 4  PA;MO;QL
) ’ SUBCUTANEOUS (15 per 28
MCG/0.4 ML KIT days)
ARANESP (IN 4 PA; MO ]
POLYSORBATE) GRANIX 4 PA; MO
INJECTION ILARIS (PF) PA; MO; LA
SYRINGE 100 SUBCUTANEOUS
MCG/0.5 ML, 150 RECON SOLN
MCG/0.3 ML, 200
) TR B
MCG/0.4 ML, 300 ng(?TI\II(ﬁ\I 2 PA; MO
MCG/0.6 ML, 500 RECON SOLN 10
MCG/ML, 60 MILLION UNIT (1
MCG/0.3 ML ML)
ARCALYST 4 PA; MO INTRON A 4 PA: MO
AVONEX (WITH 4 PA; MO; QL INJECTION
ALBUMIN) (4 per 28 days)  RECON SOLN 18
MILLION UNIT (1
AVONEX 4 PA; MO; QL ML), 50 MILLIOI(\I
INTRAMUSCULA (4 per 28 days) UNI:F (1 ML)
R PEN INJECTOR
KIT INTRON A 2 PA; MO
AVONEX 4 PA; MO; QL Isl\gfggll(o)g 6
INTRAMUSCULA (4 per 28 days) MILLION
R SYRINGE KIT UNIT/ML
BETASERON 4 PA; MO; QL
SUBCUTANEOUS (15 per 28 %I\];:JIIJEI(%I”II"\II(]%N . MO
KIT days) RECON SOLN
EPOGEN 3 PA; MO
INJECTION MOZOBIL 4 MO
SOLUTION 2,000 NEULASTA PA; MO
UNIT/ML, 20,000 SUBCUTANEOUS
UNIT/2 ML, 3,000 SYRINGE
UNIT/ML, 4,000 .
UNIT/ML NEUPOGEN 4 PA; MO
NORDITROPIN 4 PA; MO
FLEXPRO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
OMNITROPE 4  PA;MO PROCRIT 4  PA;MO
PEGASYS 4  MO;QL(2per NJECTION
PROCLICK 28 days) SOLUTION 20,000
UNIT/ML, 40,000
PEGASYS 4 MO; QL (4 per  UNIT/ML
SUBCUTANEOUS 28 days) ,
SOLUTION PROLEUKIN 4  PA;MO
PEGASYS 4  MO; QL (2 per ifﬁ{fﬁﬁm . P6A; Mg; (?L
SUBCUTANEOUS 28 days) ) (6 per 28 days)
SYRINGE REBIF REBIDOSE 4  PA;MO;QL
PLEGRIDY 4 PA: MO: QL SUBCUTANEOUS (6 per 28 days)
PEN INJECTOR 22
SUBCUTANEOUS (1 per 28 days)
MCG/0.5 ML, 44
PEN INJECTOR MCC/0.3 ML
125 MCG/0.5 ML :
PLEGRIDY 4 PA MO QL REBIF REBIDOSE 4  PA:;MO;QL
SUBCUTANEOUS (4.2 per 180
SUBCUTANEOUS (1 per 180
PEN INJECTOR days)
PEN INJECTOR 63 days)
8.8MCG/0.2ML-22
MCG/0.5 ML- 94 MCG/0.SML (6
MCG/0.5 ML : (6)
PLEGRIDY 4  PA;MO; QL gigg TITRATION . ffz; Mo;l gOL
SUBCUTANEOUS (1 per 28 days) o pet
SYRINGE 125 ays)
MCG/0.5 ML SYLATRON 4 MO
PLEGRIDY 4  PA;MO;QL ZARXIO 4  PA;MO
SUBCUTANEOUS 1 per 180
A Eia;li):)r VACCINES / MISCELLANEOUS
MCG/0.5 ML- 94 IMMUNOLOGICALS
MCG/0.5 ML ACTHIB (PF) 2 MO
PROCRIT 2 PA;MO ADACEL(TDAP 2 MO
INJECTION ADOLESN/ADULT
SOLUTION 10,000 )(PF)
UNIT/ML, 2,000 INTRAMUSCULA
UNIT/ML, 3,000 R SUSPENSION
UNIT/ML, 4,000 BCG VACCINE, 2 MO
UNIT/ML
LIVE (PF)
BEXSERO 2 MO
BOOSTRIX TDAP 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
BOTOX 2 PA:MO KINRIX (PF) 2
DAPTACEL (DTAP 2 MO ngll}g,l\égg%%A
PEDIATRIC) (PF)
ENGERIX-B (PF) 2 PA;MO KINRIX (PF) . MO
INTRAMUSCULA
INTRAMUSCULA R SYRINGE
R SYRINGE
ENGERIX-B 2 PA;MO MENACTRA (PF) . MO
PEDIATRIC (PF) INTRAMUSCULA
R SOLUTION
fomepizole 1 MO MENOMUNE - 5 MO
GAMASTAN S/D 2 MO A/C/Y/W-135 (PF)
GARDASIL 9 (PF) 2 MO MENVEO A-C-Y- 2 Mo
GRASTEK 2 PA:MO W-135-DIP (PF)
HAVRIX (PF) 2 MO M-M-R II (PF) ca MO
INTRAMUSCULA PEDIARIX (PF) 2 MO
R SUSPENSION
L 440 ELISA PEDVAXHIB(PF) 2 MO
UNIT/ML PRIVIGEN 4  PA;MO
HAVRIX (PF) 2 PROQUAD (PF) 2 MO
INTRAMUSCULA
R SYRINGE 720 QUADRACEL (PF) 2
ELISA UNIT/0.5 RABAVERT (PF) 2 MO
ML RAGWITEK 2 MO
HIBERIX (PF) a0 RECOMBIVAXHB 2 PA; MO
IMOGAM RABIES- 2 MO (PF)
HT (PF) INTRAMUSCULA
IMOVAX RABIES 2 MO R SUSPENSION 10
VACCINE (PF MCG/ML, 40
(PF) MCG/ML
?;E;*NRIX (DTAP) — 2 MO RECOMBIVAXHB 2 PA; MO
(PF)
{{NSTII}QA‘PBEIESSOI{\ILA INTRAMUSCULA
R SYRINGE 10
IPOL 2 MO MCG/ML
IXIARO (PF) 2 MO

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

Tier /Limits Tier /Limits
RECOMBIVAX HB 2 PA ZOSTAVAX (PF) 2 MO
PF
e AMUSCULA MUSCULOSKELETAL /
R SYRINGE 5 RHEUMATOLOGY
MCG/0.5 ML GOUT THERAPY
ROTARIX 2 allopurinol 1 MO
%22%};53 2 MO allopurinol sodium 1
TENIVAC (PF) 2 Mo aloprim !
INTRAMUSCULA COLCRYS 3 ST; MO
R SYRINGE MITIGARE 2 MO
EE{:&;S}S{,DIPHTH Z MO probenecid 1 MO
PED(PF) probenecid- 1 MO
TETANUS- ) MO colchicine
DIPHTHERIA ULORIC 2 ST; MO
TOXOIDS-TD OSTEOPOROSIS THERAPY
TRUMENBA 2 MO alendronate oral 1 MO; QL (1286
TWINRIX (PF) 2 MO solution per 30 days)
ng[%hgggfo%A alendronate oral 1 MO; QL (30
tablet 10 mg, 5 mg per 30 days)
gﬁ&ﬁgg CULA 2 alendronate oral 1 MO; QL (4 per
R SOLUTION tablet 35 mg, 70 mg 28 days)
TYPHIM VI ) MO FORTEO 4 PA; MO; QL
INTRAMUSCULA 3221'4 %’er 28
R SYRINGE ys
VAQTA (PF) ) MO FOSAMAX PLUS 3 ST; MO; QL
INTRAMUSCULA b (4 per 28 days)
R SYRINGE ibandronate 1 PA; MO
VARIVAX (PF) 2 MO intravenous solution
VARIZIG ) MO ibandronate oral 1 MO; QL (1 per
INTRAMUSCULA 30 days)
R SOLUTION PROLIA 2 PA; MO
YF-VAX (PF) 2 MO raloxifene 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
risedronate oral 1 MO; QL (1 per HUMIRA 4 PA; MO; QL
tablet 150 mg 30 days) PEDIATRIC (6 per 180
risedronate oral 1 MO; QL (4 per CROHN'S START days)
SUBCUTANEOUS
tablet 35 mg, 35 mg 28 days)
(12 pack), 35 mg (4 SYRINGE KIT 40
ack) ’ MG/0.8 ML (6
p PACK)
S R
g P Y (4 per 28 days)
e ol 1 NGO iy 4 paoran
o lea;e (dr/ec) CROHN'S-UC-HS (6 per 180
START days)
TYMLOS 4 ?1A5; 6Mgr; ?OL HUMIRA PEN 4  PA;MO;QL
days) P PSORIASIS- (4 per 180
Y UVEITIS days)
OTHER RHEUMATOLOGICALS HUMIRA 4 PA: MO: QL
ACTEMRA 4 PA; MO SUBCUTANEOUS (2 per 28 days)
BENLYSTA 4 MO SYRINGE KIT 10
INTRAVENOUS MG/0.2 ML, 20
MG/0.4 ML
CUPRIMINE MO HUMIRA 4 PA; MO; QL
DEPEN 4 MO SUBCUTANEOUS (4 per 28 days)
TITRATABS SYRINGE KIT 40
ENBREL 4 pAa;MO;QL  MGO8ML
(8 per 28 days) leflunomide 1 MO; QL (30
ENBREL 4  PA;MO; QL per 30 days)
SURECLICK (8 per 28 days)  ORENCIA PA; MO
HUMIRA 4 PA; MO; QL ORENCIA (WITH 4 PA; MO
PEDIATRIC (3 per 180 MALTOSE)
CROHN'S START days) ORENCIA 4 PA: MO
SUBCUTANEOUS CLICKJECT
SYRINGE KIT 40
MG/0.8 ML OTEZLA 4 PA; MO

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

OTEZLA 4 PA; MO DEPO-PROVERA 2 MO

STARTER ORAL INTRAMUSCULA

TABLETS,DOSE R SOLUTION

g(‘)*gé 12 hggl\(/‘[% DEPO-SUBQ 3 MO

) - PROVERA 104

OTEZLA 4 PA DUAVEE 2 MO

STARTER ORAL errin 1 MO

TABLETS,DOSE ESTRACE 2 MO

20 MG (4)-30

MG(19) estradiol oral 1 PA; MO

RASUVO (PF) 2 MO estradiol 1 PA; MO; QL

2

RIDAURA 4 MO trantvdermal patch (8 per 28 days)
semiweekly

?“i]\;EEI”EA ORAL MO%(?CI{ (60 estradiol 1 PA; MO; QL

per ays) transdermal patch (4 per 28 days)

SAVELLA ORAL 2 MO; QL (55 weekly

TABLETS,DOSE per 30 days) estradiol valerate 1 MO

PACK . .
intramuscular oil 20

SIMPONI 4 PA; MO mg/ml, 40 mg/ml

SIMPONI ARIA 4 PA; MO estradiol- 1 PA; MO

XELIANZ 4 PA; MO norethindrone acet

XELJANZ XR 4 PA; MO ESTRING MO
hydroxyprogesterone 4 MO

OBSTETRICS / GYNECOLOGY caproate

ESTROGENS / PROGESTINS Jjolivette 1 MO

camila 1 MO lyza 1 MO

CRINONE 3 MO MAKENA 4 MO

VAGINAL GEL 4 INTRAMUSCULA

% R OIL 250 MG/ML

CRINONE 3 PA;MO (1 ML)

VAGINAL GEL 8 medroxyprogesteron 1 MO

% e intramuscular

deblitane 1 MO suspension

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
medroxyprogesteron 1 MO xulane 1 MO
¢ oral ORAL CONTRACEPTIVES /
MENEST ORAL 2 PA; MO RELATED AGENTS
TABLET 0.3 MG,
nora-be 1 MO amethia 1 MO
norethindrone 1 MO amethia lo 1 MO
(contraceptive) apri 1 MO
norethindrone 1 MO aranelle (28) 1 MO
tat

dcetate ashlyna 1 MO
norethindrone ac-eth 1 PA; MO b ) MO
estradiol oral tablet aubra
0.5-2.5 mg-mcg, 1-5 aviane 1 MO
memeg balziva (28) 1 MO
norlyroc ! bekyree (28) 1 MO
PREMARIN ORAL 2 MO blisovi 24 fe ) MO
progesterone . blisovife 1530 28) 1 MO
micronized
sharobel ) MO blisovi fe 1/20 (28) | MO
yuvafem ] MO briellyn 1 MO
MISCELLANEOUS OB/GYN camrese lo MO
CLEOCIN ) MO caziant (28) 1 MO
VAGINAL cryselle (28) 1 MO
SUPPOSITORY evelafem 1/35 (28) 1 MO
clindamycin L= MO evelafem 7/7/7 (28) 1 MO
phosphate vaginal

delyla (28 1
metronidazole 1 MO elyla (29)
Vaginal desog- 1 MO

.estradiol/e.estradi

miconazole-3 1 MO 7 estraaione. estradio
vaginal suppository

drospirenone- 1 MO
terconazole 1 MO e.estradiol-Im fa
tranexamic acid oral 1 MO drospirenone-ethinyl 1 MO
vandazole 1 MO estradiol

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
emoquette 1 MO layolis fe 1 MO
enpresse 1 MO leena 28 1 MO
ethynodiol diac-eth 1 lessina 1 MO
estradiol levonest (28) 1 MO
Jalmina (28) ! MO levonorgestrel- 1 MO
fayosim 1 MO ethinyl estrad oral
femynor 1 tablet 0.1-20 mg-
4 mcg, 90-20 mcg

gianvi (28) i MO levonorgestrel- 1 MO
gildagia 1 MO ethinyl estrad oral

trovale 1 MO tablets,dose pack,3

month

iuleb 1 M
Jureber © levonorg-eth estrad | MO
junel 1.5/30 (21) 1 MO triphasic
Jjunel 1/20 (21) 1 MO levora-28 1 MO
junel fe 1.5/30 (28) 1 MO lomedia 24 fe 1 MO
Jjunel fe 24 1 MO low-ogestrel (28) 1 MO
kaitlib fe 1 MO lutera (28) 1 MO
kariva (28) 1 MO marlissa 1 MO
kelnor 1/35 (28) 1 MO mibelas 24 fe 1 MO
kimidess (28) 1 MO microgestin 1.5/30 1 MO
[ norgest/e.estradiol- 1 MO (21)

e.estrad oral microgestin 1/20 1 MO
tablets,dose pack,3 (21)

month 0.15 mg-30 . .

meg (84)/10 meg (7) Ztg)rogestmfe 1.5/30 1 MO
larin 1.5/30 (21 1 MO

ann () microgestin fe 1/20 1 MO
larin 1/20 (21) 1 MO (28)

larin fe 1.5/30 (28) 1 MO mononessa (28) 1 MO
larin fe 1/20 (28) 1 MO necon 0.5/35 (28) 1 MO
larissia 1 MO necon 1/50 (28) 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
necon 10/11 (28) 1 pirmella oral tablet 1 MO
necon 7/7/7 (28) 1 MO [-35 mg-mcg
nikli (28) I MO portia S MO
noreth-ethinyl 1 previfem ! MO
estradiol-iron oral quasense 1 MO
tablet,chewable .
0.4mg-35meg(21) reclipsen (28) 1 MO
and 75 mg (7) rivelsa 1 MO
noreth-ethinyl 1 MO setlakin 1 MO
ol on prinee 1Mo
0.8mg-25mcg(24) sronyx 1 MO
and 75 mg (4) tarina fe 1/20 (28) 1 MO
norethindrone ac-eth 1 MO tri-legest fe 1 MO
estradiol oral tablet
1-20 mg-mcg tri-lo-estarylla 1 MO
norethindrone- 1 MO tri-lo-sprintec 1 MO
f;;fe"taf;f;lg-f%nnfggal trinessa (28) 1 MO
(24)/75 mg (4) tri-previfem (28) | MO
norethindrone- 1 MO tri-sprintec (28) 1 MO
e.estradiol-iron oral trivora (28) 1 MO
tablet,chewable
: : velivet triphasic 1 MO
th:ﬂizitolTate-ethmyl 1 MO regimen (28)
vestura (28) 1 MO
nortrel 0.5/35 (28) 1 MO
vienva 1 MO
nortrel 1/35 (21) 1 MO
vyfemla (28) 1 MO
nortrel 1/35 (28) 1 MO
wymzya fe 1 MO
nortrel 7/7/7 (28) 1 MO
zarah 1 MO
ocella 1 MO
zenchent (28) 1 MO
ogestrel (28) 1 MO
. | VO zenchent fe 1 MO
orsythia
Y 25 . MO zovia 1/35¢e (28) 1 MO
imtrea
P zovia 1/50e (28) 1 MO

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

Tier /Limits Tier /Limits
OPHTHALMOLOGY TOBREX 2 MO
OPHTHALMIC
OINTMENT

AZASITE 2 MO
bacitracin 1 MO trifluridine 1 MO
ophthalmic

ZIRGAN 3 MO
bacitracin- 1 MO
polmyin b BETABLOCKERS
ophthalmic betaxolol ophthalmic 1 MO
BESIVANCE 2 MO carteolol 1 MO
ciprofloxacin hel 1 MO levobunolol 1 MO
ophthalmic ophthalmic drops
erythromycin 1 MO 0.5 %
ophthalmic metipranolol 1
gatifloxacin 1 MO timolol maleate 1 MO
gentak ophthalmic 1 MO ophthalmic
ointment
gentamicin 1 MO
ophthalmic drops PHOSPHOLINE o) MO
levofloxacin 1 MO IODIDE
e CYCLOPLEGIC MYDRIATICS

ATA M
N CYN 2 © atropine ophthalmic 1 MO
neomycin- 1 MO drops
bacitracin-
polymyxin
neomycin- 1 MO p il}oltc; rf i’?e;,ld ] 1 MO
: ophthalmic drops

polymyxin- % 2% 4%
gramicidin ’ ’

ofloxacin ophthalmic 1 MO

polymyxin b sulf- 1 MO
trimethoprim azelastine 1 MO
. ophthalmic
tobramycin 1 MO
BEPREVE 3 MO

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

Tier /Limits Tier /Limits
cromolyn 1 MO COMBIGAN 2 MO
ophthalmic dorzolamide 1 MO
CYSTARAN i MO dorzolamide-timolol 1 MO
epinastine L MO latanoprost 1 MO
LASTACAFT 3 MO LUMIGAN ) MO
olopatadine 1 MO OPHTHALMIC
ophthalmic DROPS 0.01 %

PAZEO 2 MO SIMBRINZA 3 MO

RESTASIS 2 MO; QL (60 TRAVATAN Z 2 MO
per30days)  710pTAN (PF) 3 ST;MO

RESTASIS 2 MO; QL (5.5

MULTIDOSE per 30 days)

neomycin- 1 MO
bacitracin-poly-hc
bromfenac L MO neomycin-polymyxin 1 MO
BROMSITE 2 MO b-dexameth
diclofenac sodium 1 MO neomycin- 1 MO
ophthalmic polymyxin-hc
Sflurbiprofen sodium 1 MO ophthalmic
ILEVRO > MO tobramycin- 1 MO
dexamethasone
ketorolac‘ 1 MO ZVLET ) MO
ophthalmic
PROLENSA > Mo steROIDS
ORAL DRUGS FOR GLAUCOMA "1 -
acetazolamide 1 MO dexgmethasone ! MO
sodium phosphate
acetazolamide 1 MO ophthalmic
sodium fluorometholone 1 MO
methazolamide 1 MO FML S.OP. 5 MO
OTHER GLAUCOMADRUGS | | o1pviax > Mo
bimatop rqst 1 MO prednisolone acetate 1 MO
ophthalmic

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

67



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
prednisolone sodium 1 MO diphenhydramine hcl 1 MO
phosphate injection solution 50
ophthalmic mg/ml
STEROID-SULFONAMIDE EPINEPHRINE 2 MO; QL (4 per
COMBINATIONS INJECTION AUTO- 30 days)
INJECTOR 0.15
BLEPHAMIDE 3 MO MG/0.3 ML, 0.3
BLEPHAMIDE 3 MO MG/0.3 ML
S.O.P. (manufactured by
sulfacetamide- 1 MO Mylan Specialty)
prednisolone EPIPEN 2-PAK 2 MO; QL (4 per
30 days)
SULFONAMIDES
) EPIPEN JR 2-PAK 2 MO; QL (4 per
sulfacetamide 1 MO 30 days)
sodium ophthalmic
hydroxyzine hcl oral | PA; MO
SYMPATHOMIMETICS tablet
ALPHAGAN P 2 MO levocetirizine oral 1 MO
OPHTHALMIC solution
DROPS 0.1 %

— levocetirizine oral 1 MO; QL (30
apraclonidine 1 MO tablet per 30 days)
brimonidine 1 MO promethazine 1 MO
IOPIDINE 3 MO injection solution
OPHTHALMIC promethazine oral 1 PA; MO
DROPPERETTE

PULMONARY AGENTS
RESPIRATORY AND — ] PA: MO
acetylcysteine ;
ALLERGY e
ADCIRCA 4 PA; MO; QL
ANTIHISTAMINE / (60 per 30
ANTIALLERGENIC AGENTS days)
adrenalin injection 1 ADEMPAS 4 PA; MO; LA
solution 1 mg/ml (1
ml) ADVAIR DISKUS 2 MO; QL (60
per 30 days)
cetirizine oral 1 MO
solution 1 mg/ml ADVAIR HFA 2 MO; QL (12
per 30 days)
desloratadi 1 MO; QL (30
estoratadine QL ( AEROSPAN 2 MO;QL(17.8
per 30 days)
per 30 days)

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

albuterol sulfate 1 PA; MO BREO ELLIPTA 2 MO; QL (60
inhalation solution per 30 days)
for nebulization 0.63 budesonide 1 PA: MO
mg/3 ml, 1.25 mg/3 inhalation
ml, 2.5 mg /3 ml
(0.083 %), 5 mg/ml budesonide nasal 1 MO; QL (17.2
albuterol sulfate oral 1 MO per 30 days)
ANORO ELLIPTA 2 MO; QL (60 CINRYZE 4 PAMO

per 30 days) COMBIVENT MO; QL (8 per
ARCAPTA ) MO: QL (30 RESPIMAT 30 days)
NEOHALER per 30 days) cromolyn inhalation 1 PA; MO
ARNUITY 2 MO; QL (30 DALIRESP 3 PA; MO
ELLIPTA per 30 days) DULERA 2 MO; QL (13
ASMANEX HFA 2 MO; QL (13 per 30 days)

per 30 days) DYMISTA 2 MO; QL (23
ASMANEX 2 MO; QL (1 per per 30 days)
TWISTHALER 30 days) ESBRIET ORAL 4 PA;MO;QL
INHALATION CAPSULE (270 per 30
AEROSOL POWDR days)
BREATH i
ACTIVATED 110 ESBRIET ORAL 4 PA; MO; QL
MCG (30 DOSES), TABLET 267 MG (270 per 30
220 MCG (30 days)
DOSES), 220 MCG ESBRIET ORAL 4 PA;MO;QL
(60 DOSES) TABLET 801 MG (90 per 30
ASMANEX 2 MO; QL (2 per days)
INHALATION
AEROSOL POWDR FLOVENT DISKUS MO; QL (60
BREATH INHALATION per 30 days)
ACTIVATED 220 BLISTER WITH
MCG (120 DOSES) DEVICE 100

MCG/ACTUATION

ATROVENT HFA 2 MO; QL (25.8 50

per 30 days) MCG/ACTUATION
BEVESPI 2 MO; QL (10.7
AEROSPHERE per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
FLOVENT DISKUS 2 MO; QL (240 metaproterenol 1 MO
INHALATION per 30 days) i
BLISTER WITH mometasone nasal 1 NEI:rO.;) OQ(I;a(3sé)l
DEVICE 250 P y
MCG/ACTUATION montelukast 1 MO
FLOVENT HFA 2 MO; QL (12 NUCALA 4 PA; MO; LA,
INHALATION HFA per 30 days) QL (1 per 28
AEROSOL days)
INHALER 110 . .
MCG/ACTUATION OFEV 4 PA; MO; QL
(60 per 30
FLOVENT HFA 2 MO; QL (24 days)
INHALATION HFA per 30 days) . .
AEROSOL OPSUMIT PA; MO; LA
INHALER 220 ORKAMBI 4 PA; MO; QL
MCG/ACTUATION (112 per 28
FLOVENT HFA 2 MO:; QL (10.6 days)
INHALATION HFA per 30 days) PERFOROMIST 2 PA; MO
AEROSOL PROAIR HFA 2 MO;QL (17
INHALER 44 per 30 days)
MCG/ACTUATION
— PROAIR 2 MO; QL (2 per
ﬂunlSOllde nasal 1 MO, QL (50 RESPICLICK 30 days)
spray,non-aerosol per 30 days)
25 meg (0.025 %) PULMICORT 2 MO; QL (2 per
: FLEXHALER 30 days)
fluticasone nasal 1 MO; QL (16 INHALATION
per 30 days) AEROSOL POWDR
ipratropium bromide 1 PA; MO BREATH
inhalation ACTIVATED 180
MCG/ACTUATION
ipratropium- 1 PA; MO CG/ACTUATIO
albuterol PULMICORT 2 MO; QL (1 per
KALYDECO ORAL 4  PA;MO;QL  LEXHALER 30 days)
INHALATION
GRANULES IN (56 per 28 AEROSOL POWDR
PACKET days) BREATH
KALYDECO ORAL 4 PA; MO; QL ACTIVATED 90
TABLET (60 per 30 MCG/ACTUATION
days) PULMOZYME 4  PA;MO
LETAIRIS 4 PA; MO; LA
levalbuterol hcl 1 PA; MO

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

QNASL NASAL 2 MO; QL (4.9 theophylline oral 1 MO
HFA AEROSOL per 30 days) tablet extended
INHALER 40 release 24 hr
MCG/ACTUATION TRACLEER 4  PA;MO;LA
QNASL NASAL MO; QL (8.7 o .
HFA AEROSOL per 30 days) trzamcz‘nolone 1 MO; QL (16.5
INHALER 80 acetonide nasal per 30 days)
MCG/ACTUATION TUDORZA 2 MO; QL (1 per
QVAR MO: QL (17.4 PRESSAIR 30 days)

per 30 days) VENTOLIN HFA 2 MO; QL (36
SEREVENT MO; QL (60 per 30 days)
DISKUS per 30 days) XOLAIR 4 PA; MO; LA;
sildenafil PA (?L (6 per 28
. ays)
intravenous
sildenafil oral PA; MO; QL zafirlukast ! MO

(90 per 30 zileuton MO

days) ZYFLO 4 MO
RESPIM NYSRMM UROLOGICALS
RESPIMAT 30 days) UROLOGICALS
SPIRIVA WITH 2 MO; QL (90 ANTICHOLINERGICS /
HANDIHALER per 90 days) ANTISPASMODICS
STIOLTO 2 MO; QL (4 per  darifenacin 1 MO
RESPIMAT 30 days) flavoxate 1 MO
RESPIMAT 30 days)

oxybutynin chloride 1 MO

SYMBICORT 2 MO; QL (10.2

per 30 days) tolterodine 1 MO
terbutaline 1 MO TOVIAZ 2 MO
THEO-24 2 MO trospium 1 MO
theophylline oral 1 MO VESICARE 2 MO
solution BENIGN PROSTATIC
theophylline oral 1 MO HYPERPLASIA(BPH) THERAPY
tablet extended .

) 1 M

release 12 hr 100 alfuzosin ©
mg, 200 mg, 300 mg dutasteride 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
dutasteride- 1 MO K-TAB ORAL 3 MO
tamsulosin TABLET
. EXTENDED
finasteride oral 1 MO
tablet 5 mg RELEASE 20 MEQ
RAPAFLO ) ST: MO k-tab oral tablet 1 MO
extended release 8
tamsulosin 1 MO meq
CHOLINERGIC STIMULANTS lactated ringers 1 MO
bethanechol chloride 1 MO infravenous
magnesium sulfate 1 MO
MISCELLANEOUS UROLOGICALS injection sobution
CIALIS ORAL 2 PA; MO; QL magnesium sulfate 1
TABLET 2.5 MG, 5 (30 per 30 ioetion Srinee
MG days) J JTIng
NORMOSOL-R IN 2
CYSTAGON 2 MO; LA 59, DEXTROSE
ELMIRON 2 MO potassium chlorid- 1
potassium citrate 1 MO d5-0.45%nacl
intravenous
VITAMINS, HEMATINICS / parenteral solution
ELECTROLYTES 10 meq/l, 30 meq/I,
40 !
ELECTROLYTES meq/
tassi hlorid- 1 MO
calcium acetate oral 1 MO Z(;_Léfjljtloi/fnzc 10”
capsule .
intravenous
calcium acetate oral 1 MO parenteral solution
tablet 667 mg 20 meq/l
eliphos 1 MO potassium chloride 1
; o
klor-con 10 1 MO in 0.9%nacl
intravenous
klor-con 8 1 MO parenteral solution
klor-con m10 1 MO 20 meq/l, 40 megq/l
] potassium chloride 1
klor-con m15 1 MO in 5 % dex
klor-con m20 1 MO intravenous
klor-con sprinkle 1 MO parenteral solution

20 meq/l, 40 meq/I

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

Tier /Limits Tier /Limits
potassium chloride 1 MO potassium chloride- 1
in Ir-d5 intravenous d5-0.3%nacl
parenteral solution intravenous
20 megq/l parenteral solution
potassium chloride MO 20 meq/l
intravenous potassium chloride- MO
piggyback 10 d5-0.9%nacl
meq/100 ml intravenous
potassium chloride parenteral solution
. 20 meq/l
intravenous
piggyback 20 potassium chloride-
meq/100 ml, 40 d5-0.9%nacl
meq/100 ml intravenous
potassium chloride parenteral solution
. . 40 meq/l
intravenous solution
potassium chloride MO ringers iniravenous
oral capsule, sodium chloride 0.45 MO
extended release % intravenous
potassium chloride MO parenteral solution
oral liquid sodium chloride 3 % MO
potassium chloride MO sodium chloride 5 %
oral tablet extended sodium chloride MO
release .
intravenous
potassium chloride MO parenteral solution
oral tablet,er 2.5 meq/ml
particles/crystals sodium lactate
potassium chloride- intravenous
0.45 % nacl
MISCELLANEOUS NUTRITION
potassium chloride- MO PRODUCTS
d5-0.2%nacl : )
intravenous amino acids 15 % PA
parenteral solution AMINOSYN 7 % PA
20 meq/l WITH
ELECTROLYTES
AMINOSYN 8.5 %- PA
ELECTROLYTES

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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Drug Name Drug Requirements Drug Name Drug Requirements
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AMINOSYNII 10 2 PA CLINIMIX 5%- 2 PA
% D20W(SULFITE-
AMINOSYN I 15 2 PA FREE)
% HEPATAMINE 8% 2 PA
AMINOSYN II 7 % 2 PA intralipid 1 PA
intravenous
éoMINOSYN I18.5 2 PA emulsion 20 %
AMINOSYN 11 8.5 2 PA IONOSOL-MB IN 2
0. D5W
ELECTROLYTES ISOLYTE-P IN 5 % 2
AMINOSYN-HBC 2 PA DEXTROSE
7% ISOLYTE-S 2
AMINOSYN-PF 10 2 PA NEPHRAMINE 5.4 2 PA
% %
AMINOSYN-PF 7 2 PA NORMOSOL-R PH 2
% (SULFITE- 7.4
FREE) PLASMA-LYTE 2
AMINOSYN-RF 5.2 2 PA 148
(V]
b PLASMA-LYTE A 2
CLINIMIX 2 PA o ]
50,/D15W premasol 10 % | PA; MO
SULFITE FREE PREMASOL 6 % 2 PA
CLINIMIX 2 PA travasol 10 % 1 PA; MO
5%/D25W
TROPHAMINE 1 2 PA; M
SULFITE-FREE o © INE 10 > MO
CLINIMIX 2 PA
TROPHAMINE 6° 2 PA
2.75%/D5SW © INE 6%
SULFIT FREE VITAMINS / HEMATINICS
CLINIMIX 2 PA fluoride (sodium) 1 MO
4.25%/D10W SULF oral tablet
FREE prenatal vitamin 1 MO
CLINIMIX 4.25%- 2 PA oral tablet
D20W SULF-FREE
CLINIMIX 4.25%- 2 PA

D25W SULF-FREE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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A
abacavir ......ccccvveeeeeeiiiinnneenn. 1
abacavir-lamivudine................ 1
abacavir-lamivudine-
zidovudine............cccoeeeeune.n. 1
ABELCET .....ccccoovviiiiiin. 1
ABILIFY MAINTENA......... 26
ABRAXANE......cccoovvvvennn. 10
ACaAMProSaAte.....vveeeveeeereenee. 43
acarbosSe.....ooevvvvvviieiiiieiiinns 46
acebutolol .........ccccoeeeeenne.. 34
acetaminophen-codeine........ 22
acetasol he ......ooovvveeieiennnnnn. 45
acetazolamide............ccouu... 67
acetazolamide sodium........... 67
acetic acid....ccccvvvvveeeeiiiniinnnnns 45
acetylcysteine ...........cccueeee.. 68
ACIIEtIN....covveieiiieieeeeeeeenans 39
ACTEMRA ........coovvveenn. 61
ACTHIB (PF)....coovvervennne 58
ACTIMMUNE..................... 56
acyclovir.......ccceveeeeveennnen. 1,42
acyclovir sodium..................... 1
ADACEL(TDAP
ADOLESN/ADULT)(PF) 58
ADAGEN .......ccoovvviienn, 43
adapalene...........ccccuveeeveennee. 40
ADCIRCA .......ccvvveeveeen, 68
adefovir......cooovvvveiiiiiiiiiiienn. 1
ADEMPAS......cccoeviien, 68
adrenalin...........cccccccoeevvennnns 68
adriamycin.........cceceevveriennenne 10
adrucil.......ccooovvvviiiiiiiin, 10
ADVAIR DISKUS............... 68
ADVAIR HFA .................... 68
AEROSPAN........ccoovvveen, 68
afeditab cr.....cccvvvveeiiiiiiinnnn, 34
AFINITOR ..........ccevvveenn. 10
AFINITOR DISPERZ........... 10
ala-cort.......ccoeevevvneeeeeinnenn. 42
ALBENZA .......coovvvveen. 6
albuterol sulfate..................... 69

alclometasone....................... 42
ALCOHOL PADS................ 46
ALDURAZYME................. 50
ALECENSA ......ccoovveeen 10
alendronate ..................... 43, 60
alfuzosin .......cooovvvvevvveeeenennn, 71
ALIMTA ..o 10
ALINIA ..o, 6
allopurinol ...........ccccccvvennenne. 60
allopurinol sodium................ 60
almotriptan malate................ 20
aloprim.......cccveeeeveeecieeeiien, 60
aloSetron .......coceeeveevuveeeeennen. 52
ALOXI...oovviiiiiieiiiieeeee, 52
ALPHAGANRP.......cccoeen. 68
ALREX ....cooiiiiiiiiiiiieeeenn, 67
ALUNBRIG .........ccoovverenne. 10
alyacen 1/35 (28) ..ccecvvennnnne 63
amantadine hcl........................ 1
AMBISOME ........ccoouvvvvennne. 1
amcinonide ...........ccccveeeennne.. 42
amethia ...........ooovvvvvvveeeenennnn, 63
amethia lo.........ccooevveeeennnn. 63
amikacin ........cooeeeevvveeeenienininns 6
amiloride.......ccccoeevvuveeeeennnn. 34
amiloride-hydrochlorothiazide
.......................................... 34
amino acids 15 % ......eeeeeeee.. 73
AMINOSYN 7 % WITH
ELECTROLYTES............ 73
AMINOSYN 8.5 %-
ELECTROLYTES............ 73
AMINOSYNII 10 % ........... 74
AMINOSYNII 15 % ........... 74
AMINOSYNII7 % ............. 74
AMINOSYNII 8.5 % .......... 74
AMINOSYNI II 8.5 %-
ELECTROLYTES............ 74
AMINOSYN-HBC 7%......... 74
AMINOSYN-PF 10 % ......... 74
AMINOSYN-PF 7 %
(SULFITE-FREE) ............ 74

AMINOSYN-RF 5.2 %........ 74
amiodarone .........c.ccceeeenueenne 34
AMITIZA ..o 52
amitriptyline ..........cccceeeeneeen. 26
amlodiping..........ccccvvevrvennenne 34
amlodipine-atorvastatin ........ 38
amlodipine-benazepril .......... 34
amlodipine-olmesartan ......... 34
amlodipine-valsartan ............ 35
amlodipine-valsartan-hcthiazid
.......................................... 35
ammonium lactate ................ 40
AMOXAPINC....c.vvrerierereereenranns 26
amoxicil-clarithromy-lansopraz
.......................................... 55
amoxicillin...........ccoeeunnnneen. 7,8
amoxicillin-pot clavulanate ....8
amphotericin b..........cccceeveene 1
ampicillin...........ccoeeverieenenne. 8
ampicillin sodium.................... 8
ampicillin-sulbactam .............. 8
AMPYRA ..o 21
ANADROL-50 .......cocveienee 50
anagrelide ...........ccoceevienine 43
anastrozole.........c.ccoeveveenneee. 10
ANDRODERM .................... 50
ANDROGEL.......cccocvrurnne 50
ANORO ELLIPTA............... 69
APEXICON €..evenvrreenereeenvreennnennn 42
APIDRA ..o 46
APIDRA SOLOSTAR.......... 47
APOKYN ..o 20
apraclonidine ...........cc.......... 68
aprepitant .......c..coeceevveenennenn 52
210) o U USS 63
APRISO...cocoiiiiiiiiiiicnee 52
APTIOM......coviiiiiiieene 18
APTIVUS ... 1
ARALAST NP....cccvrieee 44
aranelle (28)......cccoeeeevveennen. 63
ARANESP (IN
POLYSORBATE)......56, 57

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ARCALYST..ccoooiieieeen 57
ARCAPTA NEOHALER.....69
aripiprazole.........ccceevveennee. 26
ARISTADA.......coveveeenne 27
armodafinil ...........cccceeveeenee. 27
ARNUITY ELLIPTA........... 69
ARRANON........coviereee. 10
ASACOLHD.......cceuveenenee. 52
ashlyna.......ccccccoeeveveeenneeennen. 63
ASMANEX HFA.................. 69
ASMANEX TWISTHALER 69
aspirin-dipyridamole ............ 37
atenolol.........ccccvveeveeenneeenee. 35
atenolol-chlorthalidone......... 35
atomoXetine ........cccveeeeeveennnen. 27
atorvastatin...........cocceevueenen. 38
atovaquUONE .......cccvveeeeevveeeennns 6
atovaquone-proguanil............. 6
ATRIPLA .....ccoveieee 1
atropine........eeeveevvveeevennne. 52, 66
ATROVENT HFA .............. 69
AUBAGIO ......cccevereernne 21
aubra.......cccoveeeieeeieeeeee, 63
AUGMENTIN.......ccovverennnn. 8
AVASTIN ..o, 10
AVIANE ...vveeniieeeiieiieere e 63
AVILA oo 40
AVONEX .....ccoviiiiiieienne, 57
AVONEX (WITH ALBUMIN)
.......................................... 57
AXIRON ....coiiiiieieee 50
azacitidine..........cccccveeeveennee. 10
AZASITE ..o 66
azathioprine..........c.cceeveenneee. 10
azathioprine sodium ............. 10
azelastine....................... 45, 66
azithromycin..........ccceveenenee. 5
270 (10) 1 ;100 OSSR 6
B
baciim.......ceevveeveiieeieeeieens 6
bacitracin.........cccoeeeuvveeeen.. 6, 66
bacitracin-polymyxinb ........ 66
baclofen........ccoceevvenieeinnne. 21
BACTROBAN NASAL....... 45
balsalazide...........ccccevrennnnne. 52

balziva (28)....ccccceevveeeiienneen. 63

BANZEL ...cccoooiviiiiiinenne. 18
BARACLUDE........ccccuerurnen. 2
BAVENCIO .....cccceovviennne. 10
BCG VACCINE, LIVE (PF)58
bekyree (28).....ccceeevierieennnne 63
BELEODAQ ....cccevveieeeee. 11
benazepril ........ccceeeevieniennnnnn. 35
benazepril-hydrochlorothiazide

.......................................... 35
BENLYSTA ..o 61
benztropine ..........ccceevveennenn. 20
BEPREVE .....cccooviieie. 66
BESIVANCE........ccccocuvueenne. 66
betamethasone dipropionate .42
betamethasone valerate......... 42
betamethasone, augmented...42
BETASERON ......ccccceneeee. 57
betaxolol..........cccoeeuunnneee. 35, 66
bethanechol chloride............. 72
BETHKIS ..o 6
BEVESPI AEROSPHERE...69
bexarotene .........cccceeeveenennne 11
BEXSERO.....ccccoceviriinne. 58
bicalutamide ...........ccceeunee.e. 11
BICILLIN C-R ..o 8
BICILLIN L-A ..oeieiee 8
BICNU......ooiiiiiieeeeee, 11
12710 | DR 35
BILTRICIDE........cccevieirnnne 6
bimatoprost.......c..ccceeverueenne. 67
bisoprolol fumarate............... 35
bisoprolol-hydrochlorothiazide

.......................................... 35
bleomycin.........cceeeveevueennnnnne 11
BLEPHAMIDE .................... 68
BLEPHAMIDE S.O.P..........68
blisovi 24 fe......cceeeeviennenn. 63
blisovi fe 1.5/30 (28)............. 63
blisovi fe 1/20 (28) ............... 63
BOOSTRIX TDAP............... 58
BOSULIF .....ccoovvieieienee. 11
BOTOX ...oooiiiiiiiieiieee, 59
BREO ELLIPTA................... 69
briellyn.......ccocceevieeiieninnienne 63

BRILINTA ..o 37
brimonidine............ccoceevuenenee 68
BRIVIACT ...ooeiiieieeee 18
bromfenac ...........cccevveviennnne 67
bromocripting ...........ccccveeenne 20
BROMSITE......cccocvvviiiine 67
budesonide...................... 52, 69
bumetanide .........ccccceceeveennnene 35
BUPHENYL.....ccoovviirnnne 44
buprenorphine hcl................. 22
buprenorphine-naloxone....... 25
bupropion hcl............cc.e....... 27
bupropion hcl (smoking deter)
.......................................... 45
buspirone ........cccceeeeveeesneenns 27
busulfan .........ccocceevenieiennn. 11
BUSULFEX ....ccceovvevieienne 11
butorphanol tartrate .............. 25
BUTRANS ..o 22
BYDUREON......ccccovrieee 47
BYETTA ..o 47
BYSTOLIC......ccccooveirene 35
BYVALSON ....cccovvreirene 35
C
cabergoling ..........ceceevueennen. 50
CABOMETYX....ccoovevvvenrnne 11
calcipotriene .........c.ccceveeneee. 39
calcipotriene-betamethasone 40
calcitonin (salmon)............... 50
calcitriol..............ol 40, 50
calcium acetate ..................... 72
camila .....ocooeviiiiini, 62
camrese 10......ceevveeiieninenen. 63
CANCIDAS......cooeeeeeenne 1
candesartan ...........cccceeeeennnen. 35
candesartan-hydrochlorothiazid
.......................................... 35
CAPASTAT ..o 6
CAPEX ..o, 42
CAPRELSA........cccoeieee. 11
captopril.....ccoeceerieeiiienineen, 35
captopril-hydrochlorothiazide
.......................................... 35
CARAC ..o, 40
CARBAGLU......cccceevvvrenen 44

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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carbamazepine..................... 18

carbidopa.......cceeveeieenirennnen. 20
carbidopa-levodopa............... 20
carbidopa-levodopa-
entacapone.........ccveeeeneeen. 20
carboplatin...........cccceeerurennnen. 11
carteolol.......ccovvvviiiiiiiiiinnn, 66
cartia Xt.....oovvveeeeevveeeeeinneenn, 35
carvedilol.......ccccvveeiiiiiiinnn, 35
CAYSTON.....oooviieeeieiieeeen, 6
caziant (28)....cccceevevveerreeennen. 63
cefaclor......cceeeeeeniieiieiiiiee, 4
cefadroxil.....ccccvveevivviiinnnnnnn. 4
cefazolin ..........ccoevveeiveinneeeinn, 4
cefdinir .....oooevvvvvvieiiiiiiiien, 4
cefepime ....c.oecvvevveecieeeieeins 4
cefiXime....ooovvvvvvvieeiiiiiiiieen, 4
cefotaxime........ccoceeeveenneeeenns 4
cefotetan ......cccvvvveeeivviiinnnnnnnn. 4
cefoXitin........coovvvvieiieiieeens 5
cefpodoxime.........cceeeeveeennnenn. 5
cefprozil.....ccoocvvevcvienieiiiein, 5
ceftazidime ........ooovvvvvvvnnnnnnnnn. 5
ceftriaxone........cooeveeeeeiuneeeennns 5
cefuroxime axetil.................... 5
cefuroxime sodium................. 5
celecoXib.....oovvviiiiiiiiiiiiinnn, 25
CELLCEPT INTRAVENOUS
.......................................... 11
CELONTIN......coovveeeenen. 18
cephalexin..........ccoceevveveeneenne. 5
CERDELGA......cccoeveeee. 51
CEREZYME .......ccccoevenne. 51
CELITIZINE ....ccvvvvvvreeeeeeeeeenanns 68
cevimeline .........ccccoooeennee.n. 44
CHANTIX ....oooovviieeeeenn. 45
CHANTIX CONTINUING
MONTH BOX.................. 45
CHANTIX STARTING
MONTH BOX.................. 45
CHEMET ........oovvvvveen. 44
CHENODAL......cc.coveuneen.. 52
chloramphenicol sod succinate
............................................ 6
chlorhexidine gluconate ....... 45

chloroquine phosphate............ 6
chlorothiazide...............c........ 35
chlorothiazide sodium .......... 35
chlorpromazine..................... 27
chlorthalidone....................... 35
CHOLBAM......cccceevveienne. 52
cholestyramine (with sugar) .38
cholestyramine light ............. 38
CIALIS .o, 72
CICIOPITOX ..cuvieeiieireeieeiee, 41
CldOfOVIT oo, 2
cilostazol.......ccceveevieriennenne. 37
cimetiding ........ccoeveeevveennennne 55
cimetidine hel ..o, 55
CIMZIA.....ccoiieeeee, 52
CIMZIA POWDER FOR
RECONST.....cccvvieireene. 52
CINRYZE.....ccooiiienne. 69
CIPRODEX......cccevvveieienee. 45
ciprofloxacin............cceeeveenneene 9
ciprofloxacin (mixture)........... 9
ciprofloxacin hcl............... 9, 66
ciprofloxacin in 5 % dextrose.9
ciprofloxacin lactate................ 9
cisplatin .......cccceeeveeeeieeeennene 11
citalopram........c..ccceeeevvennennne. 27
cladribine.........cccoeoeeviiennnnne 11
claravis......cooceeveeeneenieeneen 40
clarithromycin .........ccccccueneee. 5
CLEOCIN.....cccevteiirieienne. 63
clindacin p ....coecveeveenieennnnne 40
clindamycin hel ...................... 6
clindamycin in 5 % dextrose ..6
clindamycin pediatric ............. 6

clindamycin phosphate....6, 40,
63
clindamycin-benzoyl peroxide

.......................................... 40
clindamycin-tretinoin ........... 40
CLINIMIX 5%/D15W

SULFITE FREE................ 74
CLINIMIX 5%/D25W

SULFITE-FREE............... 74
CLINIMIX 2.75%/D5W

SULFIT FREE.................. 74

CLINIMIX 4.25%/D10W
SULF FREE...................... 74
CLINIMIX 4.25%/D5W
SULFIT FREE.................. 44
CLINIMIX 4.25%-D20W
SULF-FREE ..................... 74
CLINIMIX 4.25%-D25W
SULF-FREE ..................... 74
CLINIMIX 5%-
D20W(SULFITE-FREE)..74
clobetasol.......cccccevveeeiiiiiinnns 42
clobetasol-emollient ............. 42
clodan ......ccooevevvvviieiiiiiiiinns 42
clofarabine ..........cc.ccccoennee.. 11
CLOLAR ....ooooveiiiiieiieee, 11
clomipramine........................ 27
clonazepam...........ccceceuveeeneee. 18
clonidine ..........ccooovveveeennnen.n. 35
clonidine hel ................... 27,35
clopidogrel........ccceeevvennrnnnn. 37
clorazepate dipotassium........ 27
clotrimazole...................... 1, 41
clotrimazole-betamethasone .41
clozapine........c.ccecveeeveeneneennen. 27
COARTEM.......ccoovvveeveeerenn, 6
codeine sulfate...................... 22
COLCRYS...cooviievveeeeeenen. 60
colestipol.......ccccveeeerieenneennnne. 38
colistin (colistimethate na) .....6
[670) 101670) § SR 52
COMBIGAN .....ccooevevveennen. 67
COMBIVENT RESPIMAT..69
COMETRIQ .....cccvvverrenee. 11
COMPLERA ........coovvveeeenn. 2
COMPTO .eeeneirieeeriireeeeaniieeeenns 52
CONDYLOX....ccoovveeeevreeeennns 40
constulose ........cceevvveeeeennennnn. 52
COPAXONE ........covvvveen. 21
COREGCR.......covvvevrnn. 35
CORLANOR .........coevvee. 39
COTMAX .ooeeeeeeenenrreeeeeeeeeeeennnns 42
CORTIFOAM........ccoouveeenn. 52
COTItISONE ....vvveeeeenreeeeeenrnennnn. 46
COSENTYX (2 SYRINGES)
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COSENTYX PEN (2 PENS)40

COSMEGEN.........cccceeveenee. 11
COTELLIC.......ccovvevrerrennne. 11
CREON ....ccoovviieiieiieeeen 53
CRESEMBA .........ooveevvee 1
CRINONE .........coevveereenn. 62
CRIXIVAN ....coovvieieieeene 2
cromolyn................... 53,67, 69
cryselle (28)..cccvveeveeenreennee. 63
CUPRIMINE............ccveenne.e. 61
cyclafem 1/35 (28) ............... 63
cyclafem 7/7/7 (28) ...c.c....... 63
cyclobenzaprine.................... 22
CYCLOPHOSPHAMIDE....11
CYCLOSET ....ccovvevverrenne. 47
cyclosporing ..........cccceeuvennnne. 11
cyclosporine modified.......... 11
CYRAMZA. .......ccoovveeervan. 11
CYSTADANE........cccccvene... 53
CYSTAGON......ccovvveerrn. 72
CYSTARAN ....ccoeevveeene 67
cytarabing ...........ccoeeveevuvennnn. 11
cytarabine (pf) .....cccceeveennen. 11
D
d10 %-0.45 % sodium chloride
.......................................... 44
d2.5 %-0.45 % sodium
chloride..........ccccevveeennnnnn. 44
d5 % and 0.9 % sodium
chloride.........ccccevveiennnnnn. 44
d5 %-0.45 % sodium chloride
.......................................... 44
dacarbazine...........c.cceuveeneee. 11
DALIRESP.......ccccevvveennenn. 69
danazol .........ccceeevveecneennen. 51
dantrolene.........cccceeeeennnennn. 22
dapsone.......cccceeeevuerieneeniennnn. 6
DAPTACEL (DTAP
PEDIATRIC) (PF)............ 59
daptomycin........ccccceerveeennenn. 6
DARAPRIM.........ccvveenr 6
darifenacin.........ccccceeeeneeenn. 71
DARZALEX .....ccovvvienenn. 11
daunorubicin.............cc........ 11
deblitane .........c.ccccovveeenveennnen. 62

decitabine..........ccooeevvvvveenennn. 11
delyla (28)..cceeeiieieeiieinne 63
DELZICOL .......ccoeuvveennn. 53
demeclocycline....................... 9
DEMSER......ccoooviiiiieeeenne. 35
DENAVIR.......ccooovvvveeennn 42
DEPEN TITRATABS .......... 61
DEPO-PROVERA................ 62
DEPO-SUBQ PROVERA 104
.......................................... 62
DESCOVY ...oovoiiiiiiiieeeenn, 2
desipraming .............cceeuvenne. 27
desloratadine.........ccccuueeee.... 68
desmopressin...........ccueeeneenee. 51
desog-e.estradiol/e.estradiol .63
desonide........cocuvevveeueeeeeennnn. 42
desoximetasone .................... 42
desvenlafaxine succinate...... 27
dexamethasone ..................... 46
dexamethasone intensol........ 46
dexamethasone sodium
phosphate.................... 46, 67
DEXILANT .....oovvviviiiviiininns 55
dexmethylphenidate.............. 27
dexrazoxane hcl.................... 10
dextroamphetamine............... 28
dextroamphetamine-
amphetamine .................... 28
dextrose 10 % and 0.2 % nacl
.......................................... 44
dextrose 10 % in water (d10w)
.......................................... 44

dextrose 5 % in water (d5w).44
dextrose 5 %-lactated ringers44
dextrose 5%-0.2 % sod

chloride.........cccoevuvvvnnennn. 44
dextrose 5%-0.3 %

sod.chloride ........cuvveeeeee.. 44
dextrose with sodium chloride

.......................................... 44
DIASTAT ... 18
DIASTAT ACUDIAL.......... 18
diazepam........c.cceeveeereennnnne. 28
diazepam intensol.................. 28
diclofenac potassium............ 25

diclofenac sodium.....25, 40, 67
diclofenac-misoprostol ......... 25
dicloxacillin..........ccceevevveennenn. 8
dicyclomine ...........cccceeuveenne. 52
didanosine...........ccoeeevieenennne 2
diflorasone........c.cccceveevurennnen. 42
diflunisal .........cccoceevvveenennne. 25
digiteK ..ooeeiieeiieieeeee e, 37
digOXIN..oeeeiiieeiieeeiie e, 37
dihydroergotamine................ 20
DILANTIN 30 MG............... 18
diltiazem hcl .........ccceeeennnee. 35
dilt-XT oo 35
DIPENTUM .....cccceeevvernne. 53
diphenhydramine hcl ............ 68
diphenoxylate-atropine.......... 52
dipyridamole...........cccceeenneee. 37
disulfiram..........c.ccoeevvernennen. 44
divalproeX .......ccccceevveeeveeenee. 18
docetaxel.....cccceeverienenniennnne 11
dofetilide.........cceevevvreerennee. 34
donepezil........ccccocveeeriennnnnen. 21
dorzolamide..........c.cceuneene.e. 67
dorzolamide-timolol ............. 67
doXazosin........ccceeeevveeereeennne. 35
doxepin .......ceceevveennennne. 28,40
doxercalciferol...................... 51
doxorubiCin........cccceeeruveennee. 11
doxorubicin, peg-liposomal..11
doxy-100......cccovveeviieeeireennn 9
doxycycline hyclate................. 9
doxycycline monohydrate ......9
dronabinol...........cccecceennrnnen. 53
drospirenone-e.estradiol-lm.fa
.......................................... 63
drospirenone-ethinyl estradiol
.......................................... 63
DROXIA.....cooieiiiieieieenne 12
DUAVEE......cccoiiieieene 62
DULERA .....ccceeiieieieee 69
duloxetine .........c.ccoeeveeverennnen. 28
DUPIXENT .....ccovvevverennen. 40
duramorph (pf).....cccvverrennen. 22
dutasteride........cccceevueeneennen. 71
dutasteride-tamsulosin.......... 72
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DYMISTA......ccooii 69

E
€..5.400.....cccoiiiiiiieiieeee 5
€CONAZOIC ....couveeieiieiiieiee 41
EDARBI......cccveiieie. 35
EDARBYCLOR................... 35
EDURANT. ..ot 2
EFFIENT .....cooiiiiniiiiieen. 37
ELAPRASE.......ccooveienee. 51
eliphos ....ccoveviieiieiieie 72
ELIQUIS ..o 37
ELITEK....cocoiiiiiniiinieenn 10
ELMIRON........ccevieienee. 72
EMCYT..coooiiiiiiiieeeen 12
EMEND......cccoovviiniiieeee. 53
eMOqUELte ....oevvveerieeireennee, 64
EMPLICITI......ccoovvernnnee. 12
EMSAM ..o, 28
EMTRIVA.....ccoooiie 2
EMVERM .....ccoovvviiiine 6
enalapril maleate .................. 35
enalapril-hydrochlorothiazide
.......................................... 35
ENBREL .....ccoeiiiieiien. 61
ENBREL SURECLICK ....... 61
eNdOCet ...oovveenierieiieieeeee 22
ENGERIX-B (PF)................ 59
ENGERIX-B PEDIATRIC
(PF) e 59
€NOXAPATIN ..eeeevreeereeeereeennee 37
ENPIESSE conevvreeeriereeeeaireeeenns 64
eNtacapone.......cceeeveeereveeennee 20
ENEECAVIT .eovvveniieiieeieeeiieeiene 2
ENTRESTO ....cccceocveienen. 39
eNUIOSE....ooveeiieiieeiieieeeen 53
EPCLUSA ... 2
ePINAStINE....cocvereeireeieniieiees 67
EPINEPHRINE .................... 68
EPIPEN 2-PAK........cccu...... 68
EPIPEN JR 2-PAK............... 68
epirubicin.........ccceeeveeeeennen. 12
EPILOl.ceerieeiiieeie e 18
EPIVIR HBV......ccoovviiinn 2
eplerenone ..........cceeeeeveennnen. 35
EPOGEN .....cccceoiiniiiiiinn. 57

eprosartan .........cceeeeevveeeennnnee 35
ERBITUX.....cooiviiiiiieenne. 12
ergoloid........ccceeeveeeiiieennen, 28
ergotamine-caffeine.............. 20
ERIVEDGE........cccccveriennne. 12
EITIN e 62
ERWINAZE .......ccoveienne. 12
eIy PadS.....cccveeiieiieeiieiene, 40
(< 0] SRR 40
ery-tab...coeeeiieieeieeee e 5
ERY-TAB...ccoooiereeieeene 5
ERYTHROCIN ........cccceeuenneee 5
erythrocin (as stearate) ........... 5
erythromycin .................... 6, 66

erythromycin ethylsuccinate...5

erythromycin with ethanol...40,
41

erythromycin-benzoyl peroxide

.......................................... 41
ESBRIET.......coovevveeiiennn 69
escitalopram oxalate............. 28
esomeprazole magnesium.....55
esomeprazole sodium ........... 55
ESTRACE .....ccoovevvieiren, 62
estradiol .........ccoceveeeiiieinnen, 62
estradiol valerate................... 62
estradiol-norethindrone acet.62
ESTRING.......cocvevreeireenn, 62
eszopiclone........cccceeveenennne. 28
ethacrynate sodium............... 35
ethacrynic acid.........cc.cceuee.e. 35
ethambutol.............ccccoeeeennn 6
ethosuximide ...........ccoeuee.e 18
ethynodiol diac-eth estradiol 64
etidronate disodium.............. 44
etodolac .......ccceeeveeeiieeiinene 25
ETOPOPHOS.........cceenne. 12
etoposide......ceeerveeerieeeinene 12
EVOTAZ ..o, 2
EXeMEStaANE .....ccovveeevreernnnennne 12
EXJADE.....ccoooiiiii 44
EXTAVIA ..o, 57
ezetimibe ......ccccveeveeeeiienennnn, 38
ezetimibe-simvastatin........... 38

F
FABRAZYME ........ccee.e. 51
falmina (28) ......ccovvveevieennee. 64
famciclovir.........ccoeeveeieenennne. 2
famotidine..........cccevevveennenn. 55
famotidine (pf)......ccceevvvernnenne 55
famotidine (pf)-nacl (is0-0s)55
FANAPT......coveieeieeen, 28
FARESTON .....ccocvvvveirnne 12
FARXIGA ....ccooevvveierenen. 47
FARYDAK......ccooovieieirne 12
FASLODEX .....cccceevvvverennen. 12
fayosim ......ccccvveeeveeeiieee, 64
FAZACLO......cccoovvevverenen. 28
felbamate ..........ccccveeeeeeeennenn. 18
felodipine.........ccceevveevieennnnnne 36
femynor.........ccoeeeeviiiiienn. 64
fenofibrate.........ccccoeveevivennnnnn. 38
fenofibrate micronized.......... 38
fenofibrate nanocrystallized .38
fenofibric acid..........ccoe........ 38
fenofibric acid (choline) ....... 38
fenoprofen.........ccceeeeveeennenn. 25
fentanyl........cccoeeveriieiiennns 22
fentanyl citrate ..............c....... 22
FERRIPROX ........ccveeurnnnee. 44
FETZIMA.........cccccvenen.. 28,29
finasteride ........cccoeveeeeiieennnenn. 72
FIRAZYR ...oooieiiieieee 69
FIRMAGON KIT W
DILUENT SYRINGE ...... 12
flavoxate ......cccceeevveeeeieennnnn, 71
flecainide ..........ccceeeveevieennnnnne 34
FLECTOR .....c.coovveriernnee. 25
FLOVENT DISKUS ...... 69, 70
FLOVENT HFA.................. 70
floXIN...veieciieeieeeee e, 45
fluconazole .........ccceevvveennnnns 1
fluconazole in nacl (iso-osm) .1
flucytosine .........ccceveeveeennens 1
fludarabine..........cccceeveennnne 12
fludrocortisone...................... 46
flunisolide........cccceeevveriiennnnne 70
fluocinolone............cccueeennee. 42

fluocinolone acetonide oil ....45
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fluocinonide.......c.ccceeveeennn.... 42

fluocinonide-e........ccccceeenenne 42
fluoride (sodium).................. 74
fluorometholone.................... 67
fluorouracil ..................... 12, 40
FLUOROURACIL............... 40
fluoxetine........ccceeeveeeeeveennee. 29
fluphenazine decanoate ........ 29
fluphenazine hcl ................... 29
flurandrenolide ..................... 42
flurbiprofen...........ccceeeuveeeeee. 25
flurbiprofen sodium.............. 67
flutamide.........ccceeeevveeereennen. 12
fluticasone ..........cccee...... 43,70
fluvastatin..........cccceeerveennen. 38
fluvoxamine...........ccceeeenee 29
FML S.O.P. cccoveiieien. 67
FOLOTYN ..ccooiiiiiiieeieen. 12
fomepizole.........ccocvveeeeveennnen. 59
fondaparinux...........c.cccveneee. 38
FORFIVO XL .....cccevvveneneee. 29
FORTEO .....ccooeviiieieen. 60
FORTESTA......ccovverenee. 51
FOSAMAX PLUS D............ 60
fosinopril .......ccoveevvieeeneennee. 36
fosinopril-hydrochlorothiazide
.......................................... 36
fosphenytoin.........c.ccceuveeneee. 18
frovatriptan..........ccccceeveenen. 21
furosemide..........ccoeeueeienen. 36
FUZEON .....ccoovviieieeiee 2
FYCOMPA .....cccevieie. 18
G
gabapentin ..........ccoeevveerneenn. 18
GABITRIL ......ccvveveireiene 18
galantamine ............ccceeeuvennne 21
GAMASTAN S/D.....ccveueee 59
ganciclovir sodium................. 2
GARDASIL 9 (PF)............... 59
gatifloxacin.........ccceeuveeeuveennne 66
GATTEX 30-VIAL.............. 53
GAUZE PAD ..o 47
gavilyte-C....oovuvevveniieieenenn 53
gavilyte-g...covvveviiieeiieeieene 53
gavilyte-h and bisacodyl....... 53

gavilyte-n.......ccoeeeeeeieeeennene 53
gemcitabing ...........cocceeennnnne. 12
gemfibrozil ...........ccceeennnnn. 38
generlac ......oocoeeeevieeiiennnnn 53
gengraf.......ccoeeeevieeeeiieeieen, 12
gentak .......ocoeeveiieniieiiei, 66
gentamicin .................. 6,41, 66
gentamicin in nacl (iso-osm)..6
gentamicin sulfate (pf)............ 7
GENVOYA ..ot 2
GEODON.......ccevteiieienee, 29
gianvi (28) ..coeeeveevieeieeinn, 64
gildagia.......cccoeeveeeiieeninen, 64
GILENYA ...oooiiiiieeieene, 21
GILOTRIF......cccveieenee. 12
glatopa....ceeeveeeiieieeiee, 21
GLEOSTINE ......cccoceviniene 12
glimepiride..........ccceeeveennnnnne. 47
glipizide.......cccoceeviiniienne 47
glipizide-metformin.............. 47
GLUCAGEN HYPOKIT .....47
GLUCAGON EMERGENCY
KIT (HUMAN)................. 47
glycopyrrolate....................... 52
GRALISE .....ccooiiiiniiens 19
GRALISE 30-DAY STARTER
PACK ..o, 18
granisetron (pf) .......ccceeeeuennne 53
granisetron hel ..., 53
GRANIX oo, 57
GRASTEK....c.ccoiiiiiienne. 59
griseofulvin microsize............. 1
griseofulvin ultramicrosize.....1
guanidine ..........cceeeeveernnenne 29
H
HALAVEN.....ccooiiiene. 12
halobetasol propionate.......... 43
haloperidol...........ccccccuveenneen. 29
haloperidol decanoate........... 29
haloperidol lactate ................ 29
HARVONL......ccooiiiiiiiins 2
HAVRIX (PF) oo 59
heparin (porcine) .................. 38
heparin (porcine) in 5 % dex 38
HEPATAMINE 8%.............. 74

HERCEPTIN ......cccevieiene 13
HETLIOZ .......cooveviiiiiins 29
HEXALEN .....ccoviieieinne 13
HIBERIX (PF)....cccceviiiine 59
HUMALOG........ccccereerrnne 47
HUMALOG KWIKPEN ......47
HUMALOG MIX 50-50.......47
HUMALOG MIX 50-50
KWIKPEN.......cccevieenee 47
HUMALOG MIX 75-25....... 47
HUMALOG MIX 75-25
KWIKPEN......ccceviiiene 47
HUMIRA ......coeiieeeeee 61
HUMIRA PEDIATRIC
CROHN'S START............ 61
HUMIRA PEN ......ccccevirnee 61
HUMIRA PEN CROHN'S-
UC-HS START ................ 61
HUMIRA PEN PSORIASIS-
UVEITIS. ..ot 61
HUMULIN 70/30................. 47
HUMULIN 70/30 KWIKPEN
.......................................... 47
HUMULIN N ... 47
HUMULIN N KWIKPEN.....47
HUMULIN R U-100 ............ 48
HUMULIN R U-500 (CONC)
KWIKPEN......cceviiirne 48
HUMULIN R U-500
(CONCENTRATED)....... 48
hydralazine .............cccoeeennnee. 36
hydrochlorothiazide.............. 36
hydrocodone-acetaminophen22
hydrocodone-ibuprofen ........ 23
hydrocortisone........... 43,46, 53
hydrocortisone butyrate......... 43
hydrocortisone butyr-emollient
.......................................... 43
hydrocortisone valerate ........ 43
hydrocortisone-acetic acid....45
hydromorphone..................... 23
hydromorphone (pf).............. 23
hydroxychloroquine................ 7
hydroxyprogesterone caproate
.......................................... 62
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hydroxyurea............cceevuvenne 13

hydroxyzine hcl..................... 68
I
ibandronate..........cceceeeennenne 60
IBRANCE ......ccovvieiee. 13
ibuprofen .........cccceeeeveeneennnn. 25
ibuprofen-oxycodone ........... 23
ICLUSIG .....ooviiiivieeeeenn 13
idarubicin.........ccccceveeniennnen. 13
ifosfamide..........cccceeverienene 13
ILARIS (PF).covieiiieieeen 57
ILEVRO ...cooeiiiiiiiiee, 67
Imatinib.......ccocceeveeneeneennen. 13
IMBRUVICA........ccoevvvnee. 13
IMFINZI......cooieiieieeee. 13
imipenem-cilastatin ................ 7
imipramine hcl..................... 29
imipramine pamoate............. 29
IMiquimod .........cceevveeeeveenneee. 40
IMOGAM RABIES-HT (PF)
.......................................... 59
IMOVAX RABIES VACCINE
(PF) e 59
INCRELEX .....cocvvieiieienen. 44
indapamide ...........c.cceuvennneee. 36
INFANRIX (DTAP) (PF).....59
INFLECTRA........ccveveee. 53
INLYTA .o, 13
INSULIN PEN NEEDLE.....48
INSULIN SYRINGE (DISP)
U-100..cciiiiiieiieeeee 48
INTELENCE........c.covvinene 2
intralipid ......ccooeveenennennns 74
INTRON Ao 57
introvale........cceeeeviieneennnnn. 64
INVANZ...ccoviiieieeeene 7
INVEGA SUSTENNA......... 29
INVEGA TRINZA................ 29
INVIRASE ..o 2
INVOKAMET.......cccovenenen. 48
INVOKAMET XR............... 48
INVOKANA ... 48
IONOSOL-MB IN D5W......74
IOPIDINE.......ccoivieienee. 68
TPOL ..oviiiiiiiiiiieceee 59

ipratropium bromide....... 45,70
ipratropium-albuterol............ 70
irbesartan ..........ccceeeeveeennennne 36
irbesartan-hydrochlorothiazide
.......................................... 36
IRESSA ..o, 13
IrINOteCcan ......eevuveeieeeieeieene 13
ISENTRESS ....ccoooiiiiiieen. 2
ISOLYTE-P IN 5 %
DEXTROSE........cccccuu...... 74
ISOLYTE-S...ccoooiiieienne. 74
1S0NiaZid....coveveieiiiieiieieee 7
isosorbide dinitrate ............... 39
isosorbide mononitrate ......... 39
1STadipine ....ceeeeevveeeeeieeeinene 36
ISTODAX ...oooiiiiieienee, 13
itraconazole ...........ccceeeeueennee. 1
IVErmectin.....cceevveeeeneeeeennene 7
IXIARO (PF)..ccoveieienee. 59
J
JADENU ....ccooviiiieenee, 44
JAKAFT ..o, 13
JANtOVEN ..veieiiieiieieeiie e 38
JANUMET ....cccoovviiiiinne. 48
JANUMET XR......cccevvneee. 48
JANUVIA. ..ot 48
JARDIANCE........ccevvvneee. 48
JENTADUETO..................... 48
JENTADUETO XR.............. 48
JEVTANA ..o, 13
JOLVEHE ..o 62
Juleber.....ccveeviieiiiieiieeee, 64
junel 1.5/30 (21) ccccveeieeneee 64
junel 1/20 (21) coovveevieiieenes 64
junel fe 1.5/30 (28)............... 64
junel fe 1/20 (28) ......cceeeee. 64
Junel fe 24 ......coooviiiiiis 64
JUXTAPID.....cooovereennne. 38
K
KADCYLA ..o, 13
kaitlib fe......ccooeniinininne. 64
KALETRA ..o, 2
KALYDECO......cccceevvvennne. 70
KANUMA ..o, 51
kariva (28) ...ceevvveviieiieie 64

KAZANO .....coovvveeveeeenne, 48
kelnor 1/35 (28) ..ccccvveennennnns 64
KEPIVANCE .......ccccoeveen.e. 10
KERYDIN .....ccooeeviviierinee. 41
ketoconazole..................... 1,41
ketoprofen..........ccceeeeeenennen. 25
ketorolac ..........ccceuveeeiennnnn.n. 67
KEYTRUDA .......cccoeeeveene. 13
kimidess (28) ....cceevevveerreens 64
KINRIX (PF) ....oooevvienrennee. 59
KIONEX ..oveviieiiiiiieiieeeee, 44
KISQALI......coovvieieereenee 13
KISQALI FEMARA CO-
PACK ...oooeieiiieeeee 13
klor-con 10.........cccvvveeeunnnn.n. 72
klor-con 8.........ccceeeeveeeennenns 72
klor-con m10 ............cccuuee.. 72
klor-con m15 .........cceeenneen. 72
klor-con m20 ...........cccuune.. 72
klor-con sprinkle................... 72
KOMBIGLYZE XR ............. 48
KORLYM....coovvvievieeere 51
k-tab ..o 72
K-TAB.ooooeeeeee 72
KUVAN....coooiieeeeeeeee 51
KYPROLIS.........ccovvrerne 13
L
1 norgest/e.estradiol-e.estrad .64
labetalol ..........cccceeeevinnneenn. 36
lactated ringers................ 43,72
lactuloSe......oeeeeeuveeeeiiiiiieeenn, 53
lamivuding ..........ccocoeeeinieeennns 2
lamivudine-zidovudine............ 2
lamotrigine.........cccccveerveennee. 19
LANOXIN .....oooovivieeeeenenn. 37
lansoprazole..........ccccceveeeneee. 55
LANTUS ..o 49
LANTUS SOLOSTAR.......... 49
larin 1.5/30 (21) ceevveeiienenne 64
larin 1/20 (21) coveeeerveeeieenee. 64
larin fe 1.5/30 (28)................ 64
larin fe 1/20 (28) .c.ceeevveennneen. 64
larissia......cceeeveeeceeeeieeennen, 64
LARTRUVO ......ccceeeuuenne. 13
LASTACAFT .....cccvvveerne 67
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latanoprost.........cccceeeeeveennnee. 67
LATUDA ....cooveeieeeeeeene. 30
layolis e ....coeeevveeviieeieene, 64
leena 28 .....ccoevvvevveeeeennenn. 64
leflunomide...........ooeevvevnnnnn. 61
LENVIMA ........oovvveeeeene. 13
lesSina.......cooeevvvvveeeieeiiiinnnns 64
LETAIRIS .....c.ooooveeeeenn. 70
letrozole......ccoovvvvvviiiiiiiiinnnn, 13
leucovorin calcium............... 10
LEUKERAN ......coovvvvvennnn. 13
LEUKINE..........coovvveeeennne. 57
leuprolide........c.ccceevveerureennnee. 13
levalbuterol hcl..................... 70
LEVEMIR .........ooovvveeennn. 49
LEVEMIR FLEXTOUCH ...49
levetiracetam .............cooeuueee. 19
levetiracetam in nacl (iso-0s)19
levobunolol...........cccccoevennnn. 66
levocarniting.............cccuu....... 44
levocarnitine (with sugar)..... 44
levocetirizine ............c......... 68
levofloxacin........cccceeennn. 9, 66
levofloxacin in dSw................ 9
levoleucovorin...........coeuue... 10
levonest (28).....cccveeveerieennnnn. 64

levonorgestrel-ethinyl estrad 64
levonorg-eth estrad triphasic 64

levora-28.......cccevivvivennennnnn. 64
levorphanol tartrate .............. 23
levothyroxine.........ccccceceeuee 52
| (51770).4 % DRSS 52
LEXIVA ..o, 2
LIALDA ...t 53
lidocaine ........ccceeeeeveeieenen. 41
lidocaine (pf) ..ceeevvveereveennee. 41
lidocaine hcl ..........ccceeeneee. 41
lidocaine viscous................... 41
lidocaine-prilocaine.............. 41
lincomycin.......cooceeeveenienneenne 7
lindane........ccccooeeevienenicncnns 43
linezolid.......ccccovieiiiiniinniens 7
LINZESS ....ooiiiiiiiiiene 53
LIORESAL......ccevieienee. 22
liothyronine ........c..ccceeeenee 52

listnopril......cccceeeveeeeiieiinene 36
lisinopril-hydrochlorothiazide
.......................................... 36
lithium carbonate.................. 30
lithium citrate .........cc.cccu..... 30
LIVALO ...ccooiiiiiiieeeee, 39
LOCOID......coeveeieieenee 43
lomedia 24 fe.......cccoevenenne. 64
LONSURF.....cccoovierernee. 13
loperamide..........cceeveennennne. 52
lopinavir-ritonavir .................. 2
lorazepam ...........ccceevvennennne. 30
lorazepam intensol................ 30
lorcet (hydrocodone) ............ 23
lorcet hd........coocveiiiiiieen 23
lorcet plus .....coeeveevvveeiiennnnnne, 23
lortab 10-325 .....coevvvereeee. 23
lortab 5-325 ..o, 23
lortab 7.5-325 ...ccoveeieei, 23
loryna (28) ....cccevveveveeiiennnne 64
losartan ..........ccccceeeeeveeennennne 36
losartan-hydrochlorothiazide 36
LOTEMAX ....coovveeveeeeee 67
lovastatin ......c..cceceeveeeennenne. 39
low-ogestrel (28) .................. 64
loxapine succinate ................ 30
LUMIGAN .....coovveeiieeeee 67
LUMIZYME .....cccoovvvvannnn 51
LUPRON DEPOT ................ 13
LUPRON DEPOT (3
MONTH) ....ccoeviereieee 13
LUPRON DEPOT (4
MONTH) ..o 13
LUPRON DEPOT (6
MONTH) ....ccveeieiereee 14
LUPRON DEPOT-PED........ 14
lutera (28) .oocvveeiieieeiie 64
LYNPARZA. ..ot 14
LYRICA ... 19
LYSODREN........ccccvvrrnnne. 14
1YZa oo 62
M
magnesium sulfate................ 72
MAKENA ..o, 62
malathion..........coceveevennnne. 43

maprotiline........ccceeeveeeeneennns 30

marlissa.......ccccceevieecieenneennen. 64
MARPLAN......ccerieieree 30
MATULANE......cccovernee. 14
matzim la ..., 36
meclizing........cccoeeveeeveenneennen. 53
meclofenamate...................... 25
medroxyprogesterone .....62, 63
mefenamic acid.........cc.......... 25
mefloquine.........ccocveeveennennne. 7
megestrol .......oeveveeeecieeenieeens 14
MEKINIST .....oooviieiieienen 14
meloxXicam .......ceceevveereeennen. 25
melphalan hcl........................ 14
memantine .........cceeeeeeeeennen. 21
MENACTRA (PF)................ 59
MENEST ..ot 63
MENOMUNE - A/C/Y/W-135
(53 ) P 59
MENVEO A-C-Y-W-135-DIP
(53 ) T 59
mercaptopurine..................... 14
1101S300] 053 11S) 1 1 KON 7
mesalamine with cleansing
WIPEC wvveeereeeerie e eeiree e 53
MESNA . cnvieeniieiieeiieereenieenaeees 10
MESNEX.....ccoooiiiiieieinnne 10
MESTINON .....ccoooiiiriree 22
metadate er........occeeveeenennen. 30
metaproterenol...................... 70
metformin .........occeeveeviennen. 49
methadone.........c.cccooeenienen. 23
methamphetamine................. 30
methazolamide...................... 67
methenamine hippurate .......... 9
methimazole ...........cceeeneenn. 46
methotrexate sodium ............ 14
methotrexate sodium (pf) .....14
methoxsalen..........cocceeveennee. 40
methyclothiazide................... 36
methyldopa .......ccceeeveenienen. 36
methylphenidate hcl.............. 30
methylprednisolone .............. 46

methylprednisolone acetate ..46

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

SUCC ..evveueeenireeieenireeeeenanees 46
methyltestosterone................ 51
metipranolol ..............c......... 66
metoclopramide hcl............... 53
metolazone ..........ceceeveeenennen. 36
metoprolol succinate ............ 36
metoprolol ta-hydrochlorothiaz

.......................................... 36
metoprolol tartrate................. 36
metronidazole............. 7,41, 63
metronidazole in nacl (iso0-0s) 7
mexiletine.........ccoceeveeeienne. 34
MIACALCIN .....cocvevenen. 51
mibelas 24 fe ........ccccceeeeene 64
miconazole-3 ..........coceeeuenen. 63
microgestin 1.5/30 (21)......... 64
microgestin 1/20 (21) ........... 64
microgestin fe 1.5/30 (28)....64
microgestin fe 1/20 (28)........ 64
midodring .........cccceevueeennennne. 44
1010+ 9S00 AR 21
miglitol .......ccoooeiiiiii 49
millipred ........cccoeeevveeieennnne. 46
minocycling ..........cocoeeeieeenenne 9
minoxidil .......cccoeeeveeriiennenne. 36
MIrtazapine .........cceeeveeeeeveennns 30
miSOProstol.......cceeevveeeriveennne 55
MITIGARE ......cccoei 60
MItOMYCIN....veeeerieeireeeireenne 14
mMitoXantrone............ceeeueennee. 14
M-M-R II (PF)...cccccevvennne. 59
modafinil ..........c.ccoeeeienn 30
moderiba.........cccooeeniiniinnien. 2
moderiba dose pack................ 3
1000015 10) 8 | SR 36
moexipril-hydrochlorothiazide

.......................................... 36
mometasone.............eee.... 43,70
mononessa (28) ......ccceeveennne 64
montelukast .........cccceeeenen. 70
10070) 7241 [0 QO 9
morphine...........ccocueeneene 23,24
morphine concentrate............ 23
MOVANTIK ......cocveirinnn. 53

MOVIPREP........ccocvvirnnne. 53
moxifloXacin........cecvevvenuennnene 9
MOZOBIL........cccvvvverennee. 57
MUPITOCIN...eevieniieireereeieenn, 41
mupirocin calcium................ 41
MUSTARGEN.........cccc.ce. 14
MYALEPT ... 51
MYCAMINE........cceviiine 1
mycophenolate mofetil......... 14
mycophenolate mofetil hcl ... 14
mycophenolate sodium......... 14
1003700 41121 1 B 41
MYRBETRIQ .........cco...... 71
N
nabumetone ............cccceeeueenne 25
nadolol........ceoiviininiinnne. 36
nadolol-bendroflumethiazide 36
nafcillin......coccooovevenienininns 8
naftifine ........ccccoeeveeeeieennnen. 41
NAFTIN ..o 42
NAGLAZYME.........ccenn.... 51
nalbuphine ...........cccceevveneennn. 25
NaloXone ........cccceeveeeveeennnenn. 25
naltrexone.........coceeveeeenueenne. 25
NAMENDA XR................... 21
NAMZARIC.......ccceeveenen. 21
11E10) (00, C<) 1 DS 25
naproxen sodium.................. 25
naratriptan.........c.cceceeeeeeneenne. 21
NARCAN ...ccctiiiieen 26
NATACYN ..coiiiiieieee 66
nateglinide ..........ccceeevveenneen. 49
NATPARA ..o, 51
NEBUPENT ......cccveiirieiienne 7
necon 0.5/35 (28).....ccceeueee. 64
necon 1/50 (28)....ccceeeuveenneen. 64
necon 10/11 (28)......cccceuuee..e. 65
necon 7/7/7 (28)....eeeeeeeeenen. 65
NEEDLES, INSULIN
DISP.,SAFETY ................ 49
nefazodone........ccceeeveennenne. 30
NEOMYCIN ..veeevreeeeireeeieeeeireenns 7

neomycin-bacitracin-poly-hc 67
neomycin-bacitracin-
polymyxin.......cccceevuvennnnnne 66

neomycin-polymyxin b gu....43
neomycin-polymyxin b-

dexameth.........c.cceceie. 67
neomycin-polymyxin-

gramicidin...........ccveeeneen. 66
neomycin-polymyxin-hc.45, 67
NEPHRAMINE 5.4 %.......... 74
NESINA ..o, 49
NEUAC ....uveeiireeeieeeeireeeieeeenns 41
NEULASTA ....cooiiiiieenee. 57
NEUPOGEN.........ccocveirnn. 57
NEUPRO ......cocveiiriiieene, 20
NEVITAPINE ...evvveeevreeireeeireeenene 3
NEXAVAR.....ccooiieiieiene, 14
NEXIUM PACKET.............. 55
NIACIN .o 39
nicardiping ..........ccceevveeeveennns 36
NICOTROL......ccceecveeennee. 45
NICOTROL NS......cceeenee. 45
nifedipine........ccccccveeveeneennen. 36
NikKi (28) oo 65
nilutamide.......cccoocerienennnne 14
NiModipine........ccceeeevveernveennns 36
NINLARO ....cccveiriieee. 14
nisoldiping ........c.ccceevveeeneenns 36
Nitro-bid ......ooeeviiieniiiene 39
nitrofurantoin...........ccceceeeueeene 9

nitrofurantoin macrocrystal ..10
nitrofurantoin monohyd/m-

101 ) AR 10
nitroglycerin .......cc.ccoceevuenneene 39
Nnizatidine .........ccceeevevveenneens 55
1170] § 0 RS 43
Nnora-be.......ccoeveevieiicencnnen, 63
NORDITROPIN FLEXPRO 57

noreth-ethinyl estradiol-iron.65
norethindrone (contraceptive)

.......................................... 63
norethindrone acetate............ 63
norethindrone ac-eth estradiol

.................................... 63, 65
norethindrone-e.estradiol-iron

.......................................... 65
norgestimate-ethinyl estradiol

.......................................... 65

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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NOTIYrocC .ovvveevvieeiieeieeee 63
NORMOSOL-R IN 5 %

DEXTROSE..................... 72
NORMOSOL-RPH74....... 74
NORTHERA. ........cccooveneee. 44
nortrel 0.5/35 (28) ................ 65
nortrel 1/35 (21) coeeevveenneen. 65
nortrel 1/35 (28) ..ccovvveenneenn. 65
nortrel 7/7/7 (28) .eeeeeveeennee. 65
nortriptyline.........ccoeevveennnne. 30
NORVIR.....coeiiieieeeee 3
NOVOFINE 32 ......ccoeeueee 49
NOVOLOG......cccoeverennen. 49
NOVOLOG FLEXPEN........ 49
NOVOLOG MIX 70-30....... 49
NOVOLOG MIX 70-30

FLEXPEN .....ccccevvennen. 49

NOVOLOG PENFILL.......... 49
NOXAFIL ...ooeviieieieeiee 1
NUCALA ..ot 70
NUEDEXTA ....cccoeveeienee. 21
NULOJIX ..o 14
NUPLAZID......cccveeveevenen. 30
NYAMYC .evveeirreeerieerireeerereennns 42
NYALA .eeeiiiieiieeiee e 42
NyStatin .......ccoeeeeeereennvennnenn 1,42
nystatin-triamcinolone.......... 42
11041 (0] o SRR 42
0]
OCALIVA ... 53
ocella .....cooveviiiniiiiiiie 65
octreotide acetate............ 14, 15
ODEFSEY ...oooiiiiiiiiiieeene 3
ODOMZO ....oovieieieecnns 15
OFEV i 70
ofloxacin.................... 9,45, 66
ogestrel (28)...ceeveeviieniennnen. 65
olanzapine..........ccccceeerveennen. 30
olanzapine-fluoxetine............ 30
olmesartan ...........cceceeveennen. 36
olmesartan-amlodipin-

hcthiazid ..., 36
olmesartan-

hydrochlorothiazide.......... 36
olopatadine...................... 45, 67

omeprazole ........ccceeeveeeennennne 56
omeprazole-sodium
bicarbonate ....................... 56
OMNITROPE..........ccoeneeee. 58
ondansetron ...........ccceeueenee. 54
ondansetron hcl..................... 54
ondansetron hcl (pf).............. 54
ONFL..cooiiiiiiiiiieeeeeee, 19
ONGLYZA ..., 49
OPDIVO....cccoviiiiiiiieenne. 15
OPSUMIT ....cooveieieenee, 70
ORAVIG ..ot 1
ORENCIA ..ot 61
ORENCIA (WITH
MALTOSE)....cccoeveirnne. 61
ORENCIA CLICKJECT......61
ORFADIN .....cceoveieeienee. 44
ORKAMBI .......cocvvviiennn. 70
orsythia .......cccoeeveeviiniienenne 65
oseltamivir........ccoeceeveeriennnene. 3
OTEZLA ..o 61
OTEZLA STARTER............ 62
OTOVEL....oooveieeeenee. 45
oxacillin.......ccoceevvriinienennne. 8
oxacillin in dextrose(iso-osm) 8
oxaliplatin........c..ccceeeevrennnnne. 15
oxandrolone...........cceeeuvnennne 51
[0): ;1010074 11 DSOS 26
oxcarbazepine..........c..cceuee... 19
0X1C0NAaZole....cceeevuverieannnnnn 42
oxybutynin chloride.............. 71
0XyCOdONE .....ccevvveevereernrenne 24
oxycodone-acetaminophen...24
oxycodone-aspirin................. 24
OXYCONTIN ....ccevvirennne 24
oxymorphone...........cceeueee. 24
P
PACEIONE.....eeeevreeereeeereeennen. 34
paclitaxel .......cccoevveneencnnene 15
paliperidone...........ccccuvenneee. 31
pamidronate...........cceevenenn. 51
PANRETIN ....cccocvevieiine. 40
pantoprazole ............cccceeenenn. 56
paricalcitol.........ccceeeenveeneen. 51
PArOMOMYCIN......ceerereereenennne. 7

paroxetine hcl ..o 31
PASER....cccoviiiiiiiieeeee, 7
PAXIL .o 31
PAZEO ....cooviiiiiiiiiineene 67
PEDIARIX (PF) ...ccccveeneee 59
PEDVAX HIB (PF).............. 59
peg 3350-electrolytes............ 54
PEGANONE.........cccoceviene 20
PEGASYS ..o 58
PEGASYS PROCLICK........ 58
peg-electrolyte soln .............. 54
PENICILLIN G POT IN
DEXTROSE .......cccoeveneee. 8
penicillin g potassium............. 8
penicillin g procaine ............... 8
penicillin g sodium ................. 8
penicillin v potassium............. 8
PENTAM....ccooeviiieenieeee. 7
PENTASA ...coieieieeeee 54
pentoxifylline..........cccceenee. 38
PERFOROMIST................... 70
perindopril erbumine............. 37
periogard.........ccoeceeveenneenen. 45
PERJETA ...cooviiiiieee 15
permethrin.........c.cccccveeeenenn. 43
perphenazine.............ccue...... 31
phenelzine...........cccccveeenneennn. 31
phenobarbital ........................ 20
phenoxybenzamine............... 37
phenytoin ........cccceeevcveeenneennns 20
phenytoin sodium ................. 20

phenytoin sodium extended..20
PHOSPHOLINE IODIDE....66

PICATO...cccoceriiieiiiiicnn. 40
pilocarpine hcl ................ 44, 66
PIMOZIAe ..., 31
pimtrea (28) ....cceevvvevierienen. 65
pindolol........ccceviiiininen. 37
pioglitazone ........cccccoceeveenneee 49
pioglitazone-glimepiride.......49
pioglitazone-metformin......... 49
piperacillin-tazobactam .......... 9
pirmella........cccooevieninnennn. 65
PITOXICAM ..o, 26
PLASMA-LYTE 148 ........... 74

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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PLASMA-LYTE A .............. 74

PLEGRIDY ....coovevieiinienen. 58
PodofiloX ....ccvveeevieeiieeenen. 40
polyethylene glycol 3350 .....54
polymyxin b sulfate................ 7
polymyxin b sulf-trimethoprim
.......................................... 66
POMALYST oo 15
J010) 4 3£ TSR 65
potassium chlorid-d5-
0.45%nacl.......ccevveeennns 72
potassium chloride................ 73
potassium chloride in 0.9%nacl
.......................................... 72
potassium chloride in 5 % dex
.......................................... 72

potassium chloride in Ir-d5...73
potassium chloride-0.45 % nacl

.......................................... 73
potassium chloride-d5-
0.2%nacl.......ccccoeeeveveenen. 73
potassium chloride-d5-
0.3%nacl......cccceveeeveenen. 73
potassium chloride-d5-
0.9%nacl.......ccccoeeveereenen. 73
potassium citrate................... 72
PRADAXA....ccceeieeeeeen 38
PRALUENT PEN ................ 39
pramipexole........coceveeuenen. 20
pravastatin ..........cceeeeveeennnenn. 39
Prazosin ........coceevveeveneenuennnes 37
prednicarbate.............c.cen..... 43
prednisolone acetate.............. 67
prednisolone sodium phosphate
.................................... 46, 68
prednisone .........ccceeeeeveeennnen. 46
prednisone intensol............... 46
PREMARIN ......cccocverinen. 63
premasol 10 %.....ccccceeeeennee. 74
PREMASOL 6 %................. 74
prenatal vitamin oral tablet... 74
prevalite......ccceeeeveeeeieeennnn. 39
previfem ..........ccoeevevieeienne. 65
PREZCOBIX.......cccveveveeenenne 3
PREZISTA ..cccoviiiiiiiienn 3

PRIFTIN ....oooiiiiiieeeieeeee 7
PRIMAQUINE.........coceevurnene 7
primidone...........cceeeeuveenen. 20
PRIMSOL......ccceoveiiriinne. 10
PRIVIGEN .....ccocviieene. 59
PROAIR HFA ......ccceovenene. 70
PROAIR RESPICLICK ....... 70
probenecid .........ccceeveerieennnnn. 60
probenecid-colchicine .......... 60
procainamide ..............coe...... 34
ProCeNtra......ccceveuvveeerrevreennns 31
prochlorperazine................... 54

prochlorperazine edisylate....54
prochlorperazine maleate oral

.......................................... 54
PROCRIT .....cocvvieieienne. 58
procto-med hc.........ccueeenneen. 54
procto-paki.........ccceeeveeriernnnne 54
proctosol he .......cccvvenveenneen. 54
proctozone-hc .........ccceenneee. 54
progesterone micronized ......63
PROGLYCEM .........cccueueeee. 49
PROGRAF......ccoiiii 15
PROLASTIN-C.......cccueneeee. 44
PROLENSA .....ccooiiiiee 67
PROLEUKIN ......cccceeviennne. 58
PROLIA......cceiieieie 60
PROMACTA....ccovveenne. 38
promethazine ...........ccccc....... 68
propafenone...........ccceeeenneen. 34
propranolol ...........cccceevuennene. 37
propranolol-hydrochlorothiazid

.......................................... 37
propylthiouracil .................... 46
PROQUAD (PF)....c.cccvveueene. 59
protriptyline........ccceeeveeneen. 31
PrudoXin.....ccecveeneeeieeniieeinne 40
PULMICORT FLEXHALER

.......................................... 70
PULMOZYME.........ccccc.c..... 70
PURIXAN ...oooiiviiiiiieene, 15
PYLERA ..., 56
pyrazinamide ..............ceeunenne. 7
pyridostigmine bromide ....... 22

Q
QNASL ..ot 71
QUADRACEL (PF)............. 59
QUASENSEC.cuvvreeirreeirreeereeennnes 65
qUEtiapine .......cceeeevveereveeennne. 31
quinaptil.......ccceeeveeeieenneennen. 37
quinapril-hydrochlorothiazide
.......................................... 37
quinidine gluconate .............. 34
quinidine sulfate ................... 34
quinine sulfate ............ccc......... 7
QVAR....ooiiie, 71
R
RABAVERT (PF) ................ 59
rabeprazole .........ccccceeeeveenns 56
RAGWITEK......ccccveririne 59
raloxifene.........ccocceeveeniennnen. 60
ramipril ....oocveeveeciienienieeen, 37
RANEXA ....cooveiieieiee 39
ranitidine hel ... 56
RAPAFLO......cceveieieene 72
RAPAMUNE.......ccccovreee 15
rasagiling.........ccoeceeveenieenen. 20
RASUVO (PF)...ccooveviriene 62
RAVICTT....ooovveiiieieiene 44
REBETOL ......coceviiiiieenee. 3
REBIF (WITH ALBUMIN).58
REBIF REBIDOSE .............. 58
REBIF TITRATION PACK.58
reclipsen (28) ....ccceeveveeerveens 65

RECOMBIVAX HB (PF)....59,
60

RECTIV..oooiiiiiiiiiiie 54
REGRANEX .....ccccovvvieirnn. 40
RELENZA DISKHALER ...... 3
RELISTOR.......ccoveveienen. 54
REMICADE ......cccccoevviienne 54
REMODULIN. .........ccenuenue. 37
RENVELA ... 44
repaglinide ..........cccecvveeenenn. 49
repaglinide-metformin.......... 49
REPATHA PUSHTRONEX 39
REPATHA SURECLICK ....39
REPATHA SYRINGE ......... 39
RESCRIPTOR........cccccevueenene 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.

&5



RESTASIS ..o 67
RESTASIS MULTIDOSE ...67

RETROVIR.......ccoveirinne. 3
REVLIMID .......cccoeevvvennne. 15
REXULTI....ccocveieinene 31,32
REYATAZ ..couvveieieien, 3
ribasphere .........cceeeeveeeenieens 3
ribasphere ribapak .................. 3
T1bAVITIN e 3
RIDAURA.....ccecoviiiien. 62
rifabutin........cccceiviiiiinnn. 7
rifampin.......ccoccoeeeeniieeiiiennen, 7
riluzole.......ccocvveeeveeeieeee. 44
rimantading...........cccceeeveenennne 3
JRTITS(S) SR 43,73
RIOMET......ccociviiieieenn 49
risedronate .........ccuuu...... 44, 61
RISPERDAL CONSTA ....... 32
risperidone..........cceeveeeenveennns 32
RITUXAN....ccotviirieeeieenn 15
rivastigmine..........coeceeeeeennee. 21
rivastigmine tartrate.............. 21
TIVElSA .o, 65
rizatriptan ........ccooeeeeeveenenne. 21
rOPINITOle .., 20
roSuvastatin.........cceceevveenenen. 39
ROTARIX ....cooveiiieieee. 60
ROTATEQ VACCINE ........ 60
TOWEEPTA .eeeeneivreeerireeeeeinnnee 20
ROZEREM........cccceevveenrnnne. 32
RUBRACA.......cccooveeeen. 15
RYDAPT ... 15
S
SABRIL.....ccocovieiiiiieee 20
SAMSCA ..o, 51
SANCUSO ....cocevieiiiene 54
SANDIMMUNE .................. 15
SANDOSTATIN LAR

DEPOT ....cccveiieieeeeen 15
SANTYL ..oooiiiiieiee 43
SAPHRIS (BLACK

CHERRY) ...coovveiieiienn. 32
SAVELLA.....cccoviiiiniinn 62
selegiline hcl.............c.e..... 20
selenium sulfide.................... 40

SELZENTRY ....ccooovvvviiinenns 3
SENSIPAR .......ccoovvveeennn. 51
SEREVENT DISKUS. .......... 71
sertraline ........cceeevvveeeeenn. 32,33
setlakin.........cooeevvveeieeeiiiiinnnns 65
sevelamer carbonate ............. 45
sharobel .......coooovvvviiiiiiininnnns 63
SIGNIFOR.........ccoovvveeennnn.. 15
sildenafil .........ccovvvveieiiinnnnnns 71
silver sulfadiazine................. 40
SIMBRINZA .....cccovvvveen. 67
SIMPONL..........coovveeeeennn. 62
SIMPONI ARIA................... 62
SIMULECT .......ccoovvveeennne. 15
simvastatin.........ccccceeeeeeeiennnns 39
SIFOlIMUS ... 15
SIRTURO......oovvviieiiiiiee, 7
SIVEXTRO ......coovvvveiierieenns 7
SKLICE ....cooviiiiiiiieeien 43
sodium chloride.............. 45,73
sodium chloride 0.45 %........ 73
sodium chloride 0.9 %.......... 45
sodium chloride 3 %............. 73
sodium chloride 5 %............. 73
sodium lactate intravenous...73
sodium phenylbutyrate ......... 45
sodium polystyrene (sorb free)
.......................................... 45
SOLTAMOX......ccovvvveeurennne. 15
SOMATULINE DEPOT...... 15
SOMAVERT .......ccoeveunene. 51
0] 91 1 [N 34
sotalol .......cocevveeiieiiiieie 34
sotalol af .......ccoovvvvviiiiiiiiinnns 34
SOTYLIZE........coovveennnne. 34
SPIRIVA RESPIMAT.......... 71
SPIRIVA WITH
HANDIHALER................ 71
spironolactone ..................... 37
spironolacton-hydrochlorothiaz
.......................................... 37
SPORANOX ....ccovvviiiiiieeens 1
sprintec (28)....ccecvverreereennen. 65
SPRITAM......coovvvveeeenee. 20
SPRYCEL ........ccoovvvveeennne. 15

sps (with sorbitol)................. 45
(0] 1) 7: QNSRS 65
SSA v 40
stavuding.........cooeeeeeenneeeeennnn. 3
STELARA .....ccoovveeeeennn. 40
STIMATE......cccoooveveeeenn. 51
STIOLTO RESPIMAT......... 71
STIVARGA ........ccoovveeeenn. 15
STRENSIQ ......coovvveeereeenneen. 51
STREPTOMYCIN ................. 7
STRIBILD .....ccovvveveiieeeenee. 3
STRIVERDI RESPIMAT ....71
SUBOXONE .......cccoouvvvennnn. 26
SUCRAID......ccccoeeverveeeennn. 54
sucralfate..........ccccoevvvvennnnnnn. 56
sulfacetamide sodium........... 68

sulfacetamide sodium (acne) 41
sulfacetamide-prednisolone..68

sulfadiazine..........cccccccveeeneenns 9
sulfamethoxazole-trimethoprim
............................................ 9
SULFAMYLON................... 41
sulfasalazine ............ccocc....... 54
sulindac........ccooeveveeienienncnne 26
sumatriptan ..........cceeeevveennnenn. 21
sumatriptan succinate ........... 21
SUPRAX ...ooviieieeieeeee 5
SUPREP BOWEL PREP KIT
.......................................... 54
SUSTIVA ..o 3,4
SUTENT ..o 15, 16
SYLATRON......ccoevvvrienne. 58
SYLVANT ..o, 16
SYMBICORT..........cccoeuueeee. 71
SYMLINPEN 120 ................ 49
SYMLINPEN 60 .................. 49
SYNAGIS. ..o 4
SYNAREL......cccocvviiennn. 51
SYNERCID. .......cccoevvevireirnne 7
SYNJARDY ...cooovvirieenen. 50
SYNRIBO.....cccccocevvirieenne. 16
SYPRINE .....ccooviiiieee. 45
T
TABLOID.......ccoveeieierne 16
tacrolimus ......ccoevvvveeennnn. 16, 40
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TAFINLAR ......ccovvvvvenn. 16
TAGRISSO ..o 16
TAMIFLU ......cooooviiiiiiieees 4
tamoxifen...........cccoeveeeeennnn. 16
tamsuloSin........cocevevveeeeeeeennn. 72
TANZEUM ......ccoovvveeennnen. 50
TARCEVA......ccovvveeenn. 16
TARGRETIN .........cccouneee.. 16
tarina fe 1/20 (28)................ 65
TASIGNA ......oooviveeeeeinenn. 16
tazarotene ........ccccevvvvvvvveeennnns 41
TAZORAC.......covvveeeennnn. 41
172745 1: 1. SN 37
TECENTRIQ........cccceuveene... 16
TECFIDERA...........ccooeuve... 21
TEFLARO.......ccoovviiiieieeean, 5
TEKTURNA .....ccooevvevn. 37
TEKTURNA HCT ............... 37
telmisartan........ccceevvvveeeeennnn. 37
telmisartan-amlodipine......... 37
telmisartan-hydrochlorothiazid
.......................................... 37
TENIVAC (PF) ...ccovvenenn. 60
terazoSin ......ccveeeeeeuveeeeeenneen. 37
terbinafine hel.......ooovveiinnnnnn. 1
terbutaline...........ccccvveeeennne.. 71
terconazole .......ccoovvvevveeeeennn. 63
TESTIM ..o 51
testosterone.........uuvvvvevevveennnes 51
testosterone cypionate .......... 51
testosterone enanthate .......... 51
TETANUS,DIPHTHERIA
TOX PED(PF).................. 60
TETANUS-DIPHTHERIA
TOXOIDS-TD.................. 60
tetrabenazine.............c........... 21
tetracycling ........ccceeveeeeenenne 9
THALOMID.........ccoeeveene... 16
THEO-24 ........ccovevveee. 71
theophylline.........cccceeeunenn. 71
THIOLA ... 45
thioridazine........cccccvvveeeeennn. 33
thiotepa.......cceveevieerieeienne 16
thiothixene........ccooovvvveeeenenn. 33
tiagabing ........ccceevvveviieenenne. 20

timolol maleate................ 37, 66

tinidazole .......ccceeverienieniennns 7
TIVICAY oo 4
tizaniding ...........cccceeeeveennnnne. 22
TOBI PODHALER ................ 7
tobramycin.........cccceeeeveennnnnnn. 66
tobramycin in 0.225 % nacl....7
tobramycin sulfate................... 7
tobramycin-dexamethasone..67
TOBREX....cccooiviiiiieienne. 66
TOLAK ..o, 40
tolazamide ........c.ccoceeeennennne. 50
tolbutamide.........ccccceevvrennneen. 50
tolcapone ........ccceeeveeveennnnnnn. 20
tolmetin........ccoeeeeveiiieennenne 26
tolterodine.........c.ccevveeeenuennne. 71
topiramate...........cceeeevveennenn. 20
tOPOSAL ..oevveeeieeeeeeeiee e 16
topotecan ........ccceeeeeeuveeeeennnn. 16
TORISEL......cocovieiiene. 16
torsemide ........coeeevveeenreennnenn. 37
TOUJEO SOLOSTAR.......... 50
TOVIAZ ..o 71
TRACLEER ..........cccvvennene. 71
TRADJENTA........ccveveeee. 50
tramadol..........ccooceeveriinenne. 26
tramadol-acetaminophen......26
trandolapril .........cccceeeueeenneen. 37
trandolapril-verapamil........... 37
tranexamic acid............... 38, 63
TRANSDERM-SCOP.......... 54
tranylcypromine.................... 33
travasol 10 % .....cccceevuvennnnne. 74
TRAVATAN Z......ccccuvennnne. 67
trazodone ..........cceeeveeieennnnnne 33
TREANDA . ......coieiienee. 16
TRECATOR......ccceeieirne 7
TRELSTAR.....c.cooveerrenn 16
TRESIBA FLEXTOUCH U-
100 ., 50
TRESIBA FLEXTOUCH U-
200 i 50
tretinoin (chemotherapy)...... 16
tretinoin microspheres........... 41
tretinoin topical..................... 41

triamcinolone acetonide.43, 45,
71
triamterene-hydrochlorothiazid

.......................................... 37
[39T: 11 (o) QRS 43
triderm .......ccooveeienienienienne 43
trifluoperazine....................... 33
trifluridine........cccooeevenvennnne 66
tri-legest fe......oovvveveeeeeiienns 65
tri-lo-estarylla .........c.ccco...... 65
tri-lo-sprintec .........ccveeeeuvennns 65
trilyte with flavor packets.....54
trimethoprim..........ccceeeeeveennn. 10
trimipramine .............ceceeeenee.. 33
trinessa (28) .veeveveeeeeveeeeieeens 65
TRINTELLIX......ccceocerienne 33
tri-previfem (28) .....c.ccceuveeee 65
TRISENOX ....ooovvvieiirieene 16
tri-sprintec (28) .....cccvvvevreennns 65
TRIUMEQ.....cccoviiiinieenen. 4
trivora (28)....eeeeveeeeieeeeieens 65
TROPHAMINE 10 %........... 74
TROPHAMINE 6%.............. 74
trOSPIUM ....evveeeiieeiie e 71
TRULICITY ..ooevieieieieee 50
TRUMENBA........cccocveiree 60
TRUVADA......ccoiieeeeee. 4
TUDORZA PRESSAIR ....... 71
TWINRIX (PF)...cccvevveinene 60
TYGACIL....covevieieeeeeee, 7
TYKERB .....ccooviiiie, 16
TYMLOS....cooieiiieieiee 61
TYPHIM V..o 60
TYSABRI....ccoooiiieie 21
U
UCERIS ..ot 54
ULORIC .....ooviiieieeee, 60
unithroid ........ccoooeeiinine. 52
UPTRAVI.....ccooiiee, 37
ursodiol ........cooceeviiiiiinienen. 54
A%
valacycClovir .........cceeveeeveenee. 4
VALCHLOR ......ccoeovrienne 40
valganciclovir .........ccceeeveenneee. 4
valproate sodium .................. 20
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valproic acid.........ccccveeennen. 20
valproic acid (as sodium salt)

.......................................... 20
valsartan .........cocceveeeneriennen. 37
valsartan-hydrochlorothiazide

.......................................... 37
VaNCOMYCIN ...cccvveeeereeeereenns 10
vandazole.........cccevvevernennnn. 63
VAQTA (PF).eeiiieieee. 60
VARIVAX (PF) ..cccoovenne 60
VARIZIG ....ccoveiieieee. 60
VARUBLL......cocvviiiiinn. 54
VASCEPA......ccoieiee. 39
VECAMYL ...ccooovniiiiennn 39
VECTIBIX ...ccoeoviiieieeen 17
VELCADE ......cccoovveine. 17
velivet triphasic regimen (28)

.......................................... 65
VELTASSA ..o 45
VEMLIDY ....cccovvviieiieiiennnn 4
VENCLEXTA......ccoovennee. 17
VENCLEXTA STARTING

PACK ..ot 17
venlafaxine ..........cccoeeevuenen. 33
VENTOLIN HFA................. 71
verapamil.........ccoeevveeieennenne. 37
veripred 20........cceeeevveeeineen. 46
VERSACLOZ ............c....... 33
VESICARE ......ccccvvinn 71
vestura (28)...veeeeveeeiieeennenn. 65
VGO 20 ..o 50
VGO 30 i 50
VGO 40 ..o 50
VIBERZI.......cccooeevvevinne. 54
VIBRAMYCIN.....ccooeviienne 9
VICOdIN .coueiiiiiiiiiciccicee 24
VICOdIN €S...vevevieiieeiieiienne 24
vicodin hp.....cccoeevveeveveennnnn. 24
VICTOZA 3-PAK................ 50
VIDEX 2 GRAM PEDIATRIC

............................................ 4
12 (531 RN 65

VIIBRYD ...ccooovviiieiie, 33
VIMPAT.....coviiiieie 20
vinblasting ..........cccceeeuveennenn. 17
vincasar pfS........ccoceeviennnnne 17
VINCTIStING ..ooevveeevieeeieeeeee. 17
vinorelbine............ccccveneenne. 17
VIOKACE.......cccovierrennn. 54
VIRACEPT .....ccoevvviierenen. 4
VIREAD.....ccoevieeieieeene. 4
VOLTAREN GEL................ 26
Voriconazole ..........ccecveeeneenns 1
VOTRIENT .......ccocvreiiennne. 17
VRAYLAR......coeerierien. 33
vyfemla (28) ...cccvevvieiiennnne, 65
W

Warfarin .......cccoeeeeeeveeeneennnnnn, 38
water for irrigation, sterile....45
WELCHOL ........ccceevvennnnn. 39
wymzya fe .......cccoeeeiiennnnnn 65
X

XALKORI......ccveviieriennn. 17
XARELTO ....coovevieeiien, 38
XELJANZ ..o, 62
XELJANZ XR....cccvvvevvennnn. 62
XERESE......coooiiiierien, 42
XERMELO........cccovvervennnne. 17
XGEVA ..., 10
XIFAXAN ..coooviieieieeeeee, 7
XIGDUO XR.....ccooeverennne. 50
XOLAIR.....ccooeieeiieiiee, 71
XTANDL....ccoeiieieeee, 17
Xulane ......cccoeeveeeiieeeiieeeen, 63
XYREM....oooovviieeeee, 33
Y

YERVOY ..o, 17
YF-VAX (PF).cceevvreirennn. 60
YONDELIS.......ccoovereeee. 17
MALATZ: Y {5311 S 63
Z

zafirlukast ........ccccceeveeeennnnn. 71
zaleplon .......cceeveviieiiennnnne 33
ZALTRAP .....ccovvevie, 17

ZAMICET.....oovveerrreieeeeeeeeeenns 24
ZANOSAR .....ooovveeeeen. 17
Zarah ......coooveeeiiee e 65
ZARXIO ..o 58
ZAVESCA.......oovveeeee 52
ZEJULA ..o 17
ZELBORAF .....cccoovvvvvenne. 17
ZENAtANE ......ccovvvvveeeeeeeeeeennns 41
zenchent (28) ......ccccveeeveenee. 65
zenchent fe.........ccccceeeeennn.. 65
ZENPEP .....ovviiviiiiine 55
zenzedi.....ooovveveeeneeeeeennen.. 33
ZENZEDI .......coovvvivviinn. 34
ZEPATIER ........coovvveeeennnn.. 4
ZERIT ..ooooiiiiiiiieieieeea, 4
ZIAGEN .....cooovvviiiiiiecn. 4
zidovudineg .......ccceeeiviviinnnnnnen. 4
Zileuton .......ccoeeeeeveeeeenn. 71
ZIOPTAN (PF)...oceevvenennee. 67
ziprasidone hcl...................... 34
ZIRGAN ....coovvviiiieeee. 66
zoledronic acid...................... 52
zoledronic acid-mannitol-water

.......................................... 45
ZOLINZA .....oooovveveen. 17
zolmitriptan.........c.ceeeeevennnee. 21
zolpidem .........ccceeecvveeeneennne. 34
zonisamide........cccceeeeeeieiinnnns 20
ZONTIVITY ..o 38
ZORTRESS ......ooovvviei 17
ZOSTAVAX (PF) .....c......... 60
zovia 1/35¢ (28)....ccevveeevennnnn. 65
zovia 1/50€ (28)....cccceevuvennnen. 65
ZOVIRAX ....oovvieeieeeenn. 42
ZUBSOLV .....oooovvvieeeee. 26
ZYCLARA .....ooooevveeee 40
ZYDELIG......cccoovvvveeerne. 17
ZYFLO ..ooooviiiiiieiieeen 71
ZYKADIA ..o 17
ZYLET i 67
ZYPREXA RELPREVYV ......34
ZNYTIGA ..o 17
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With Express Scripts Medicare, you will have access to over 68,000 network pharmacies nationally.
You may fill your prescriptions at a retail, home infusion, long-term care or Indian Health Service /
Tribal / Urban Indian Health Program (I/T/U) pharmacy, or through our convenient home delivery
service.

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

apply.

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

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

Enrollment in Express Scripts Medicare depends on contract renewal.

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