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

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

Formulary ID Number: 21047, v6

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

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

29 ¢c

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 24, 2020. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2022. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

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

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

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

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

Can my drug coverage change?
Most changes in drug coverage happen on January 1, but we may add or remove drugs on the drug list
during the year, move them to different cost-sharing tiers, or add new restrictions.

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

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

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

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

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

This drug list was updated in August 2020.

HI_FORMULARY21_201021


http://www.express-scripts.com/

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

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

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

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

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

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 117. 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.

This drug list was updated in August 2020.
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e Quantity Limits: For certain drugs, the amount of the drug that will be covered by the plan
is limited. The plan may limit how much of a drug you can get each time you fill your
prescription. For example, if it is normally considered safe to take only one pill per day for
a certain drug, we may limit coverage for your prescription to no more than one pill per day.
These drugs are noted with “QL” next to them in the formulary.

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

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

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

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

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

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

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

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

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

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

® 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.

This drug list was updated in August 2020.
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e You can ask us to waive coverage restrictions or limits on your drug. For example, for certain
drugs, Express Scripts Medicare limits the amount of the drug it will cover. If your drug has a
quantity limit, you can ask us to waive the limit and cover a greater amount.

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

Generally, your request for an exception will only be approved if the alternative drugs that are covered,
the lower-tiered drugs or the additional utilization restrictions would not be as effective in treating your
condition and/or would cause you to have adverse medical effects.

How do I request an appeal?

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

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

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

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

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

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

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

This drug list was updated in August 2020.
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Other times when we will cover at least a temporary 30-day transition supply (or less, if you have a
prescription written for fewer days) include:

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

e  When you cancel hospice care

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

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

Other coverage that your plan may provide

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

Prescription drugs when used for anorexia, weight loss or weight gain
Prescription drugs when used to promote fertility
Prescription drugs when used for cosmetic purposes or to promote hair growth
Prescription drugs when used for the symptomatic relief of cough or colds
Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)
Drugs when used for the treatment of sexual or erectile dysfunction
e Over-the-counter (OTC) diabetic supplies
e Federal Legend Part B medications — for example, oral chemotherapy agents
(e.g., TEMODAR®, XELODA®)
e Non-prescription drugs, also known as over-the-counter (OTC) drugs
e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale.

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 117.

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.

This drug list was updated in August 2020.
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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 three drug tiers. Each tier may
have a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs
are included in each tier and shows how costs may change with each tier.

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

Drug Tiers
Tier Includes Helpful tips
Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing
Generic commonly prescribed generic amount.
Drugs drugs and may include other
low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred
Brand some generic drugs. drugs.
Drugs
Tier 3: This tier includes non-preferred | Many non-preferred drugs have lower-cost
Non- brand-name drugs as well as alternatives in Tiers 1 and 2. Ask your doctor
Preferred some generic drugs. if switching to a lower-cost generic or
Drugs preferred brand-name drug may be right for
you.

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.

This drug list was updated in August 2020.
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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 express-scripts.com.

List of abbreviations

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

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

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

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

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

This drug list was updated in August 2020.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
itraconazole oral 1 MO; QL
capsule (120 per 30
days)

ANTIFUNGAL itraconazole oral 1 MO

AGENTS solution

ABELCET 3 PA; MO ketoconazole oral 1 MO

AMBISOME 2 PA; MO micafungin 1

amphotericin b 1 PA; MO MYCAMINE 3 MO

ANCOBON 3 MO NOXAFIL ORAL 2 PA; MO

CANCIDAS 3 PA;MO SUSPENSION

caspofungin 1 PA NOXAFIL ORAL 3 PA; MO

lotri i 1 MO TABLET,DELAY

clo rll;%azo e mucous ED RELEASE

membrane . . (DR/EC)

CRESEMB 2 PA; MO ;

ORAL nystatm' oral 1 MO
suspension

DIFALUCANA MO nystatin oral tablet 1 MO

ERAXIS(WATER MO

DILUENT) ORAVIG l l :1% }E/IAO O
posaconazole ora ;

fluconazole 1 MO tablet. delayed

Sfluconazole in nacl 1 PA; MO release (drlec)

.(’f(’"’s’”) SPORANOX 3 MO;QL

ITAveEnons ORAL CAPSULE (120 per 30

piggyback 200 days)

mgl100 m! SPORANOX 3 MEI)

fluconazole in nacl 1 PA

. ORAL

(iso-osm) SOLUTION

intravenous

piggyback 400 terbinafine hcl oral 1 MO

mg/200 ml TOLSURA 3 PA; MO;

flucytosine 1 MO %Ld(lzo per

griseofulvin 1 MO ays)

microsize VFEND 3 PA; MO

griseofulvin 1 MO VFEND IV 3 PA; MO

ultramicrosize voriconazole 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
ANTIVIRALS DESCOVY 2 MO
abacavir 1 MO didan(l)szziaelorail 1 MO
: — capsule,delaye
abacavir-lamivudine 1 MO release(drlec) 250
abac.'avir‘- 1 MO mg, 400 mg
lamivudine- DOVATO 2 MO
zidovudine ANT 5 Vo
acyclovir oral 1 MO EDUR
capsule efavirenz 1 MO
acyclovir oral 1 MO EMTRIVA 2 MO
suspension 200 mgl5 entecavir 1 MO
ml EPCLUSA 2 PA;MO;
acyclovir oral tablet | MO QL (28 per
acyclovir sodium 1 PA; MO 28 days)
intravenous solution EPIVIR 3 MO
adefovir 1 MO EPIVIR HBV 2 MO
amantadine hcl 1 MO ORAL
APTIVUS 2 MO SOLUTION
APTIVUS (WITH 2 gll){IXiRTigXET > MO
VITAMIN E)
: EPZICOM 3 MO
atazanavir 1 MO A
ATRIPLA 2 MO EVO.T Z . MO
BARACLUDE 5 MO famciclovir 1 MO
ORAL Josamprenavir 1 MO
SOLUTION FUZEON 2 MO
BARACLUDE 3 MO SUBCUTANEOU
ORAL TABLET S RECON SOLN
BIKTARVY 2 MO GENVOYA 2 MO
anbuo 3 W0 ImONOW. T po
per
COMBIVIR S MO PACKET 33.75- 28 days)
COMPLERA 2 MO 150 MG
CRIXIVAN 2 MO HARVONIORAL 2 PA;MO;
ORAL CAPSULE PELLETS IN QL (56 per
200 MG, 400 MG PACKET 45-200 28 days)
DELSTRIGO 3 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 express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits

HARVONI ORAL 2 PA; MO; NORVIR ORAL 2 MO
TABLET 45-200 QL (56 per POWDER IN
MG 28 days) PACKET
HARVONI ORAL 2 PA; MO; NORVIR ORAL 2 MO
TABLET 90-400 QL (28 per SOLUTION
MG 28 days) NORVIR ORAL 3 MO
HEPSERA 3 MO TABLET
INTELENCE 2 MO ODEFSEY 2 MO
INVIRASE ORAL MO oseltamivir 1 MO
TABLET PIFELTRO 3 MO
ISENTRESS 2 MO PREVYMIS 2 MO;QL
ISENTRESS HD 2 MO ORAL (30 per 30
JULUCA 3 MO days)
KALETRA ORAL 3 MO PREZCOBIX 3 MO
SOLUTION PREZISTA ORAL 2 MO
KALETRA ORAL 2 MO SUSPENSION
TABLET PREZISTA ORAL 2 MO
lamivudine 1 MO g(%BI\I/[J(E}T;SSg/II\éG’
la‘mlvudfne- 1 MO 200 MG
zidovudine
LEDIPASVIR- 3 PA; MO; g];slifgiéER 2 MO
SOFOSBUVIR QL (28 per

28 days) RETROVIR 3 MO
LEXIVA 3 MO ORAL CAPSULE
lopinavirrit ; 1 MO RETROVIR 3 MO
opinavir-ritonavir ORAL SYRUP
MAVYRET > g‘i’ (ﬁo’er REYATAZORAL 3 MO

53 da S)p CAPSULE 150

y MG, 200 MG, 300

nevirapine oral 1 MG
suspension REYATAZ ORAL 2 MO
nevirapine oral 1 MO POWDER IN
tablet PACKET
nevirapine oral 1 MO ribavirin oral 1 MO
tablet extended capsule

release 24 hr

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ribavirin oral tablet | MO TRIUMEQ 2 MO
200 mg TRIZIVIR 3 MO
rimantadine 1 MO TRUVADA 2 MO
ritonavir 1 MO TYBOST 3 MO
SELZENTRY 2 MO valacyclovir oral 1 MO; QL
SITAVIG 3 MO tablet 1 gram (120 per 30
SOFOSBUVIR- 3 PA; MO; days)
VELPATASVIR QL (28 per valacyclovir oral 1 MO; QL
28 days) tablet 500 mg (60 per 30
SOVALDI ORAL 3 PA; MO; days)
PELLETS IN QL (28 per VALCYTE 3 MO
PACKET 150 MG 28 days) valganciclovir 1 MO
SOVALDI ORAL 3 PA;MO; VALTREX ORAL 3 MO;QL
PELLETS IN QL (56 per TABLET | GRAM (120 per 30
PACKET 200 MG 28 days) days)
SOVALDI ORAL 3 PA; MO; VALTREX ORAL 3 MO; QL
TABLET 400 MG QL (28 per TABLET 500 MG (60 per 30
28 days) days)
stavudine oral 1 MO VEMLIDY 2 MO
capsule VIEKIRA PAK 3 PA; MO;
STRIBILD 2 MO QL (112 per
SUSTIVA 3 MO 28 days)
SYMFI 2 MO VIRACEPT 2 MO
SYMFI LO 2 MO ORAL TABLET
SYMTUZA 3 MO VIRAMUNE MO
TAMIFLU 3 MO VIRAMUNE XR MO
TEMIXYS 2 MO gﬁ?é;ﬁgé ET
tenofovir disoproxil 1 MO RELEASE 24 HR
Sfumarate 400 MG
TIVICAY ORAL 2 MO VIREAD ORAL 2 MO
TABLET 10 MG POWDER
TIVICAY ORAL 3 MO VIREAD ORAL 2 MO
TABLET 25 MG, TABLET 150 MG,
50 MG 200 MG, 250 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VIREAD ORAL 3 MO cefadroxil oral 1 MO
TABLET 300 MG suspension for
VOSEVI 2 PA:; MO; reconstitution 250
QL (28 per mgl5 ml, 500 mgl5
28 days) ml
XOFLUZA 2 MO cefadroxil oral 1 MO
ZEPATIER 3 PA; MO; tablet
QL (28 per cefazolin injection 1 MO
28 days) recon soln 1 gram,
ZIAGEN 3 MO S00 mg
—idovudine 1 MO cefazolin injection 1
recon soln 10 gram
ZOVIRAX ORAL 3 MO -
SUSPENSION cefdinir 1 MO
CEPHALOSPO cefepime injection 1 MO
RINS cefixime | MO
AVYCAZ 3 PA: MO cefotetan injection 1 PA
: i 1 PA;MO
cefaclor oral capsule 1 MO C.’ef o-xtin
intravenous recon
cefaclor oral 1 MO soln 1 gram, 2 gram
suspension for cefoxitin 1 PA
reconstitution 125 nt
15 mi intravenous recon
ne soln 10 gram
cefe aclor‘ oral I cefpodoxime 1 MO
suspension for .
reconstitution 250 cefprozil 1 MO
mgl5 ml, 375 mgl5 ceftazidime injection 1 PA; MO
ml recon soln 1 gram, 2
cefaclor oral tablet 1 MO gram
extended release 12 ceftazidime injection 1 PA
hr recon soln 6 gram
cefadroxil oral 1 MO ceftriaxone injection | MO
capsule recon soln 1 gram, 2
gram, 250 mg, 500
mg
ceftriaxone injection 1

recon soln 10 gram

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
cefuroxime axetil 1 MO ERYTHROMYC
oral tablet INS / OTHER
cefuroxime sodium 1 PA; MO MACROLIDES
injection recon soln ; . )
750 mg qzzthromyczn | PA; MO

' . intravenous
?efuroxzme sodium 1 PA; MO azithromycin oral 1 MO
intravenous recon
soln 1.5 gram clarithromycin | MO
cefuroxime sodium 1 PA DIFICID 3 MO; QL
intravenous recon (20 per 10
soln 7.5 gram days)
cephalexin 1 MO E}.II;:;SNULES 3 MO
SUPRAX ORAL 3 MO
CAPSULE ERYPED 200 MO
SUPRAX ORAL 3 MO ERYPED 400 MO
SUSPENSION ery-tab oral MO
FOR tablet,delayed
RECONSTITUTI release (drlec) 250
ON 100 MG/5 ML, mg, 333 mg
200 MG/5 ML ERY-TAB ORAL 3 MO
SUPRAX ORAL 3 TABLET,DELAY
SUSPENSION ED RELEASE
FOR (DR/EC) 500 MG
RECONSTITUTI erythrocin (as | MO
ON 500 MG/5 ML stearate) oral tablet
SUPRAX ORAL 3 MO 250 mg
TABLET,CHEWA ERYTHROCIN 3 PA;MO
BLE INTRAVENOUS
tazicef injection 1 PA RECON SOLN
recon soln 1 gram 500 MG
tazicef injection 1 PA; MO erythromycin 1 MO
recon soln 2 gram, 6 ethylsuccinate oral
gram suspension for
TEFLARO PA: MO reconstitution
7ERBAXA PA erythromycin 1 MO
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 express-scripts.com.

This drug list was updated in August 2020
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erythromycin oral 1 MO AZACTAM 3 PA; MO
ZITHROMAX 3 PA; MO aztreonam injection 1 PA; MO
INTRAVENOUS recon soln 1 gram
ZITHROMAX 3 MO BENZNIDAZOLE 2 MO
ORAL PACKET BETHKIS 2 PA;MO;
ZITHROMAX 3 MO - QL (224 per
ORAL 28 days)
SUSPENSION BILTRICIDE 3 MO
E%EONSTITUTI CAYSTON 2 PAMO;
ON LA; QL (84
per 28 days)
ZITHROMAX 3 MO .
ORAL TABLET chloroquine 1 MO
250 MG, 500 MG phosphate
ZITHROMAX 3 MO CLEOCIN HCL MO
TRI-PAK CLEOCIN PA; MO
ZITHROMAX Z- 3 MO INJECTION
PAK CLEOCIN 3 MO
PEDIATRI
MISCELLANEO ‘ ‘ ¢
Us clindamycin hcl 1 MO
ANTIINFECTIV clindamycin in 5 % 1 PA; MO
ES dextrose
AEMCOLO 3 MO: QL clindamycin 1 MO
(12 [’)er 30 pediatric
days) clindamycin 1 PA; MO
albendazole 1 MO phosphate injection
ALINIA ’ MO clindamycin 1 PA; MO
phosphate
amikacin injection 1 PA; MO intravenous solution
solution 500 mg/2 600 mgl4 ml
mi COARTEM 3 MO
ARIKAYCE 2 E’:’ MO; colistin 1 PA; MO
(colistimethate na)
atovaquone 1 MO CUBICIN MO
alovaquone- S MO DALVANCE PA; MO
proguanil
dapsone oral 1 MO

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

This drug list was updated in August 2020

HI_FORMULARY21_201021 7


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
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DAPTOMYCIN 2 MO isoniazid oral 1 MO
g%%‘%vgngUs ivermectin oral 1 MO
350 MG KITABIS PAK 3 MO
daptomycin 1 MO I?RINTFAFEL . MO
intravenous recon linezolid 1 MO
soln 500 mg linezolid in dextrose 1 PA
DARAPRIM 3 PA;MO 3%
EMVERM 2 MO MALARONE MO
ertapenem 1 MO MALARONE MO
ethambutol 1 MO PEDIATRIC
FIRVANQ ORAL 3 MO:QL mefloquine M0
RECON SOLN 25 (300 per 10 MEPRON 3 MO
MG/ML days) meropenem 1 MO
FIRVANQ ORAL 3 MO; QL MERREM 3
RECON SOLN 50 (450 per 10 INTRAVENOUS
MG/ML days) RECON SOLN
FLAGYL 3 MO S00 MG
gentamicin in nacl 1 PA; MO metr Oﬁidaz"le in 1 PA; MO
(iso-osm) nacl (iso-0s)
intravenous metronidazole oral 1 MO
piggyback 100 MYAMBUTOL 3 MO
mgl100 ml, 60 ORAL TABLET
mg/50 ml, 80 mg/50 400 MG
m MYCOBUTIN MO
g?ntamlczn in nacl 1 PA NEBUPENT PA; MO:
(iso-osm)
. QL (1 per
intravenous

. 28 days)
piggyback 80
mgl100 ml neomycin 1 MO
gentamicin injection 1 PA; MO paromomycin 1 MO
solution 40 mgiml PASER 2 MO
hydroxychloroquine 1 MO PENTAM 3 MO
imipenem-cilastatin 1 PA; MO pentamidine 1 PA; MO;
INVANZ 3 MO inhalation QL (1 per
INJECTION 28 days)

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

This drug list was updated in August 2020

HI_FORMULARY21_201021 8


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
pentamidine 1 MO TOBI 3 PA; MO;
injection QL (280 per
PLAQUENIL 3 MO 28 days)
polymyxin b sulfate 1 PA; MO TOBI 2 MO; QL
razicuantel 1 MO PODHALER (224 per 28
praziquante INHALATION days)
PRETOMANID 3 PA CAPSULE,
PRIFTIN 2 MO W/INHALATION
PRIMAQUINE 2 MO DEVICE
PRIMAXIN IV 3 PA: MO tobramycin in 0.225 1 PA; MO;
INTRAVENOUS % nacl QL (280 per
RECON SOLN 28 days)
500 MG tobramycin sulfate 1 PA; MO
pyrazinamide 1 MO injection solution
pyrimethamine 1 PA; MO TRECATOR 3 MO
QUALAQUIN 3 MO TYGACIL 3 PA; MO
quinine sulfate 1 MO VABOMERE 3 PA
rifabutin 1 MO VANCOCIN 3 PA; MO;
RIFADIN ORAL 3 MO ORAL CAPSULE QL (40 per
CAPSULE 150 125 MG 10 days)
MG VANCOCIN 3 PA; MO;
. ORAL CAPSULE QL (80 per
rifampin S MO 250 MG 10 days)
SIRTURO ORAL 2 PA; MO; :
TABLET 100 MG LA rastony . MO
intravenous recon
SIVEXTRO 3 PA soln 1,000 mg, 10
INTRAVENOUS gram, 500 mg, 750
SIVEXTRO 3 MO mg
ORAL VANCOMYCIN 3
SOLOSEC 3 MO INTRAVENOUS
STREPTOMYCIN 2 PA; MO RECON SOLN
STROMECTOL 3 MO 2OMG
tivecveli 1 PA vancomycin oral 1 PA; MO;
igecyctine capsule 125 mg QL (40 per
tinidazole 1 MO 10 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
vancomycin oral 1 PA; MO; ampicillin sodium 1 PA; MO
capsule 250 mg QL (80 per injection recon soln
10 days) 1 gram, 10 gram,
vancomycin oral 1 PA; MO; 125 mg
recon soln QL (450 per ampicillin- 1 PA; MO
10 days) sulbactam injection
XENLETA ORAL 3 recon soln 1.5 gram,
XIFAXANORAL 2 MO; QL (9 I gram
TABLET 200 MG per 30 days) ampicillin- I PA
XIFAXAN ORAL 2 MO: QL ‘:Zé’; ZCS’SZ ;’gefﬂ
TABLET 550 MG (90 per 30 &
days) BICILLIN C-R 2 PA; MO
7EMDRI PA BICILLIN L-A 3 PA; MO
7YVOX PA; MO dicloxacillin 1 MO
INTRAVENOUS nafcillin injection 1 PA; MO
PIGGYBACK 600 oxacillin in 1 PA
MG/300 ML dextrose(iso-osm)
ZYVOX ORAL 3 MO intravenous
PENICILLINS piggyback 1
—_ gram/50 ml
amoxicillin oral 1 MO oxcacillin in 1 PA: MO
capsule :
dextrose(iso-osm)
amoxicillin oral 1 MO Intravenous
suspension for piggyback 2
reconstitution graml50 ml
amoxicillin oral 1 MO oxacillin injection 1 PA
tablet recon soln 1 gram,
amoxicillin oral 1 MO 10 gram
tablet,chewable 125 oxacillin injection 1 PA; MO
mg, 250 mg recon soln 2 gram
amoxicillin-pot 1 MO PENICILLIN G 3 PA
clavulanate POT IN
ampicillin oral 1 MO DEXTROSE
capsule 500 mg INTRAVENOUS
PIGGYBACK 2
MILLION
UNIT/50 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PENICILLIN G 3 PA; MO ZOSYN IN 3 PA
POT IN DEXTROSE (ISO-
DEXTROSE OSM)
INTRAVENOUS INTRAVENOUS
PIGGYBACK 3 PIGGYBACK 2.25
MILLION GRAM/50 ML
UNIT/50 ML ZOSYN IN 3 PA;MO
penicillin g 1 PA; MO DEXTROSE (ISO-
potassium injection OSM)
recon soln 20 INTRAVENOUS
million unit PIGGYBACK
penicillin g procaine 1 PA; MO 3.375 GRAM/50
intramuscular ML
syringe 1.2 million QUINOLONES
unitl2 ml BAXDELA 3 PA
penicillin g sodium 1 PA; MO INTRAVENOUS
penicillin v I MO BAXDELAORAL 3 MO
potassim CIPRO ORAL MO
piperacillin- 1 MO SUSPENSION,MI
tazobactam CROCAPSULE
intravenous recon RECON
;";”752'2 fa e CIPRO ORAL 3 MO
s TABLET 250 MG,
. NA;SY'Ng 3 PA POMG
}IJ\I JECTION ciprofloxacin hcl 1 MO
RECON SOLN 15 oral
GRAM ciprofloxacin in 5 % 1 PA; MO
UNASYN 3 PA;MO lfff;;rv"efous
INJECTION .
RECON SOLN 3 P ’gflyé’o“c"f 00
GRAM mELorm
levofloxacin in d5w 1 PA; MO
intravenous
piggyback 500
mgl100 ml, 750
mgl150 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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levofloxacin 1 PA; MO doxycycline hyclate 1 MO
intravenous - oral tablet 100 mg,
levofloxacin oral 1 MO 150 mg, 20 mg, 75
moxifloxacin oral 1 MO Ztg - line el i O

X - oxycycline hyclate
?Z(;XCZZIOO)’C/?;;Z 0) I PA oral tablet,delayed
i 5 release (drlec) 100
ofloxacin oral tablet 1 mg, 150 mg, 200
300 mg mg, 50 mg, 75 mg
ofloxacin oral tablet 1 MO doxycycline 1 MO
400 mg monohydrate oral
SULFA'S/ capsule
RELATED doxycycline 1 MO
AGENTS monohydrate oral
BACTRIM 3 MO suspension for
BACTRIM DS : MO reconstitution
— doxycycline 1 MO
sulfadiazine 1 MO monohydrate oral
sulfamethoxazole- 1 MO tablet
trimethoprim oral minocycline oral 1 MO
TETRACYCLIN capsule
ES minocycline oral 1 MO
ACTICLATE 3 ST;MO tablet
demeclocycline 1 MO mZOCy cline;r;’zl 1 MO
tablet extende
DORYX MPC . ST, MO release 24 hr 105
DORYX ORAL 3 ST; MO mg, 115 mg, 135
TABLET,.DELAY mg, 45 mg, 65 mg,
g[())lli/;](E}C) 200 MG, minocycline oral 1 ST; MO
tablet extended
doxy-100 1 PA; MO release 24 hr 55 mg
doxycycline hyclate 1 MO MINOLIRA ER 3 ST; MO
oral capsule mondoxyne nl oral 1 MO

capsule 100 mg, 75
mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NUZYRA 3 PA nitrofurantoin | MO
INTRAVENOUS macrocrystal
NUZYRA ORAL 3 ST; MO nitrofurantoin | MO
ORACEA 3 ST: MO monohyd/m-cryst
SEYSARA 3 ST: MO trimethoprim 1 MO
SOLODYN ORAL 3 ST; MO ANTINEOPL
TABLET ASTIC/
EXTENDED IMMUNOSUP
RELEASE 24 HR N
105 MG, 115 MG, PRESSANT
55 MG, 65 MG, 80 DRUGS
MG - ADJUNCTIVE
TARGADOX 3 ST; MO AGENTS
tetracycline ! MO leucovorin calcium 1 MO
VIBRAMYCIN 3 ST;MO oral
ORAL CAPSULE
100 MG MESNEX ORAL 2 MO
VIBRAMYCIN 3 MO XGEVA 2 PAMO
ORAL ANTINEOPLAS
SUSPENSION TIC/
FOR IMMUNOSUPP
RECONSTITUTI RESSANT
ON DRUGS
VIBRAMYCIN 2 MO abiraterone 1 PA; MO;
ORAL SYRUP QL (120 per
URINARY 30 days)
TRACT AFINITOR 3 PA;MO;
AGENTS QL (30 per
HIPREX 3 MO 30 days)
MACROBID 3 MO gIFSIgggR 3 PAIMO
MACRODANTIN 3 MO
: ALECENSA 2 PA; MO;
methenamine 1 MO
hi ; QL (240 per
ippurate 30 days)
MONUROL 3 MO
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 express-scripts.com.
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ALUNBRIG 3 PA; MO; CABOMETYX 2 PA; MO;
ORAL TABLET QL (30 per LA
180 MG, 90 MG 30 days) CALQUENCE 3 PA; MO;
ALUNBRIG 3 PA; MO; LA; QL (60
ORAL TABLET QL (60 per per 30 days)
30 MG 30 days) CAPRELSA 2 PALA;
ALUNBRIG 3 PA; MO; ORAL TABLET QL (60 per
ORAL QL (30 per 100 MG 30 days)
TABLETS,DOSE 30 days) CAPRELSA b PA; MO;
PACK ORAL TABLET LA; QL (30
anastrozole 1 MO 300 MG per 30 days)
ARIMIDEX 3 MO CASODEX 3 MO
AROMASIN 3 MO CELLCEPT 3 PA; MO
ASTAGRAF XL 3 PA; MO COMETRIQ 2 PA; MO
AYVAKIT 3 PA; MO; COPIKTRA 3 PA; MO;
LA; QL (30 LA; QL (60
per 30 days) per 30 days)
AZASAN 3 PA; MO COTELLIC 2 PA; MO;
azathioprine 1 PA; MO LA; QL (63
BALVERSA 2 PA;MO; per 28 days)
LA cyclophosphamide 1 PA; MO
bexarotene 1 PA; MO oral cap Sbfle
bicalutamide 1 MO cyclosporine ! PA; MO
modified
BOSULIF ORAL 2 PA; MO; X )
TABLET 100 MG QL (90 per cyclosporine oral 1 PA; MO
30 days) capsule
BOSULIF ORAL 2 PA; MO; SQXEITSI&%ET 3 g‘}‘j (1;400;“
TABLET 400 MG, QL (30 per P
500 MG 30 days) 100 MG 30 days)
DAURISMO 3 PA; MO;
BRAFTOVI 2 PAMO; ORAL TABLET QL (60 per
ORAL CAPSULE LA; QL 25 MG 30 days)
75 MG (180 per 30 y
days) DROXIA 2 MO
BRUKINSA 3 PA;MO; ELIGARD 3 PAMO
LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ELIGARD (3 3 PA; MO FIRMAGON KIT 2 PA; MO
MONTH) W DILUENT
ELIGARD (4 3 PA;MO SYRINGE
MONTH) SUBCUTANEOU
ELIGARD (6 3 PA; MO ?2%1;:\/([:8 NSOLN
MONTH,) FIRMAGON KIT 3 PA; MO
EMCYT MO W DILUENT
ENVARSUS XR PA; MO SYRINGE
ERIVEDGE PA; MO: SUBCUTANEOU
QL (30 per S RECON SOLN
30 days) 80 MG
ERLEADA 2 PA; MO; Sflutamide 1 MO
QL (120 per gengraf oral capsule 1 PA; MO
30 days) 100 mg, 25 mg
erlotinib oral tablet 1 PA; MO; gengraf oral 1 PA; MO
100 mg, 150 mg QL (30 per solution
30 days) GILOTRIE 2 PA; MO;
erlotinib oral tablet 1 PA; MO; QL (30 per
25 mg QL (60 per 30 days)
| 30 days) GLEEVECORAL 3 PA; MO;
everolimus 1 PA; MO; TABLET 100 MG QL (180 per
(antineoplastic) QL (30 per 30 days)
| 30 days) GLEEVECORAL 3 PA; MO;
everolimus 1 PA; MO TABLET 400 MG QL (60 per
(immunosuppressive 30 days)
/ HYDREA 3 MO
exemestane 1 MO hydroxyurea 1 MO
FARESTON 3 MO IBRANCE 2 PA;MO;
FARYDAK 3 PA; MO; QL (21 per
ORAL CAPSULE QL (6 per 28 days)
10 MG, 20 MG 21 days) ICLUSIG ORAL 2 PA; QL (60
FEMARA 3 MO TABLET 15 MG per 30 days)
ICLUSIG ORAL 2 PA:QL (30
TABLET 45 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 express-scripts.com.
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IDHIFA 2 PA; MO; KISQALI 3 PA; MO
LA; QL (30 KISQALI 3 PA;MO
per 30 days) FEMARA CO-
imatinib oral tablet 1 PA; MO; PACK
100 mg QL (180 per KOSELUGO 3 PA;: MO
30 days) LENVIMA 2 PA;MO
imatinib oral tablet 1 PA; MO;
letrozole 1 MO
400 mg QL (60 per
30 days) LEUKERAN 2 MO
IMBRUVICA 2 PA;MO; leuprolide I PA;MO
ORAL CAPSULE QL (120 per subcutaneous kit
140 MG 30 days) LONSURF 2 PA; MO
IMBRUVICA 2 PA; MO; LORBRENA 2 PA; MO;
ORAL CAPSULE QL (30 per ORAL TABLET QL (30 per
70 MG 30 days) 100 MG 30 days)
IMBRUVICA 2 PA; MO; LORBRENA 2 PA; MO;
ORAL TABLET QL (30 per ORAL TABLET QL (90 per
30 days) 25 MG 30 days)
IMURAN 3 PA; MO LUPRON DEPOT 2 PA; MO
INLYTA ORAL 2 PA; MO; LUPRON DEPOT 2 PA; MO
TABLET 1 MG QL (180 per (3 MONTH)
30 days) LUPRON DEPOT 2 PA: MO
INLYTA ORAL 2 PA; MO:; (4 MONTH)
TABLET 5 MG QL (120 per LUPRON DEPOT 2 PA;: MO
30 days) (6 MONTH)
INREBIC 3 PA; MO; LYNPARZA 2 PA; MO;
LA; QL ORAL TABLET QL (120 per
(120 per 30 30 days)
R dfs) LYSODREN 2 MO
IRESS 2 I()QL’ g{)%er MATULANE 2 MO
30 days) megestrol oral 1 PA; MO
JAKAFI 5 PA- MO- suspension 400
’ ’ mgl10 ml (40
QL (60 per
30 days) mglml), 625 mgl5
ml (125 mglml)
KANJINTI 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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megestrol oral PA; MO NINLARO 2 PA; MO;
tablet QL (3 per
MEKINIST PA; MO; 28 days)
ORAL TABLET QL (90 per NUBEQA 2 PA; MO;
0.5 MG 30 days) LA; QL
MEKINIST PA; MO; (120 per 30
ORAL TABLET 2 QL (30 per days)
MG 30 days) octreotide acetate 1 PA; MO
MEKTOVI PA; MO:; injection solution
LA; QL ODOMZO 3 PA; MO;
(180 per 30 LA; QL (30
days) per 30 days)
mercaptopurine MO PEMAZYRE 3 PA; MO;
methotrexate PA; MO LA; QL (14
sodium per 21 days)
methotrexate PA; MO PIQRAY 2 PA; MO
sodium (pf) POMALYST 2 PA; MO;
injection solution LA
MVASI PA; MO PROGRAF ORAL 3 PA; MO
mycophenolate PA; MO CAPSULE
mofetil PROGRAF ORAL 2 PA; MO
mycophenolate PA; MO GRANULES IN
sodium PACKET
MYFORTIC PA; MO PURIXAN 2
NEORAL PA; MO QINLOCK 3 PA; MO;
NERLYNX PA; MO; LA; QL (%0
LA per 30 days)
NEXAVAR PA: MO: RAPAMUNE PA; MO
LA: QL RETEVMO ORAL PA; MO;
(120 per 30 CAPSULE 40 MG LA; QL
days) (180 per 30
NLANDRON PA; MO RETEVMO ORAL 3 l(iif,s;\/[O
nilutamide PA; MO CAPSULE 80 MG LA: QL
(120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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REVLIMID 2 PA; MO; SPRYCEL ORAL 2 PA; MO;
LA; QL (28 TABLET 20 MG, QL (60 per
per 28 days) 70 MG 30 days)
ROZLYTREK 3 PA; MO; STIVARGA 2 PA; MO;
ORAL CAPSULE QL (150 per QL (84 per
100 MG 30 days) 28 days)
ROZLYTREK 3 PA; MO; SUTENT 2 PA; MO;
ORAL CAPSULE QL (90 per QL (30 per
200 MG 30 days) 30 days)
RUBRACA 2 PA; MO; SYNRIBO 2 PA; MO
LA; QL TABLOID 3 MO
g;zy(lfer 30 TABRECTA 3 PA;MO
RUXIENCE 5 PA: MO tacrolimus oral 1 PA; MO
RYDAPT 2 PA; MO TAFINLAR 2 g}‘:’ (I;gg’per
SANDIMMUNE 3 PA; MO 30 days)
ORAL CAPSULE TAGRISSO 2 PA; MO;
SANDIMMUNE 2 PA; MO LA; QL (30
ORAL per 30 days)
SOLUTION TALZENNA 3 PA; MO;
SANDOSTATIN 3 PA; MO ORAL CAPSULE QL (90 per
INJECTION 0.25 MG 30 days)
TR TALZENNA 3 PA;MO;

’ ORAL CAPSULE QL (30 per
MCG/ML, 500 L MG 30 days)
MCG/ML _ ays
SIGNIFOR 0 R s
SIKLOS S MO TABLET 100 MG, QL (30 per
sirolimus 1 PA; MO 150 MG 30 days)
SOLTAMOX 3 MO TARCEVAORAL 3  PA;MO;
SOMATULINE 2 PA; MO TABLET 25 MG QL (60 per
DEPOT 30 days)
SPRYCEL ORAL 2 PA; MO; TARGRETIN 3 PA; MO
TABLET 100 MG, QL (30 per ORAL
140 MG, 50 MG, 30 days) TARGRETIN 2 PA;MO
80 MG 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 express-scripts.com.
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TASIGNA ORAL 2 PA; MO; TYKERB 2 PA; MO;
CAPSULE 150 QL (112 per LA; QL
MG, 200 MG 28 days) (180 per 30
TASIGNA ORAL 2 PA; MO; days)
CAPSULE 50 MG QL (120 per VENCLEXTA 2 PA; MO;
30 days) LA
TAZVERIK 3 PA; MO; VENCLEXTA 2 PA; MO;
LA STARTING LA; QL (42
THALOMID 2 PA;MO PACK per 30 days)
TIBSOVO b PA; MO VERZENIO 2 PA; MO;
toremifene 1 MO LA; QL (60
per 30 days)
TRAZIMERA . PA; MO VITRAKVI ORAL 2 PA; MO;
TRELSTAR 2 PA/MO CAPSULE 100 LA; QL (60
INTRAMUSCUL MG per 30 days)
?(I}RS USPENSION VITRAKVI ORAL 2 PA; MO;
RECONSTITUTI CAPSULE 25 MG LA; QL
(180 per 30
ON
A days)
t(re”t’?‘”” astic) . MO VITRAKVIORAL 2 PA; MO;
Sailniec domiekiti SOLUTION LA; QL
TREXALL 3 PA; MO (300 per 30
TUKYSA ORAL 3 PA; MO; days)
TABLET 150 MG LA; QL VIZIMPRO 3 PA; MO:;
(120 per 30 QL (30 per
days) 30 days)
TUKYSA ORAL 3 PA; MO; VOTRIENT ) PA; MO:;
TABLET 50 MG LA; QL QL (120 per
(300 per 30 30 days)
days) XALKORI 2 PA;MO:;
TURALIO 3 PA; MO; QL (60 per
LA; QL 30 days)
gaios)per 30 XATMEP 3 PA;MO
XERMELO 2 PA; MO;
LA; QL (90
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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XOSPATA 2 PA; MO; ZYKADIA ORAL 2 PA; MO;
LA TABLET QL (90 per
XPOVIO ORAL 3 PA; MO; 30 days)
TABLET 100 LA ZYTIGA ORAL 3 PA; MO;
MG/WEEK (20 TABLET 250 MG QL (120 per
MG X 5), 60 30 days)
MG/WEEK (20 ZYTIGA ORAL 2 PA; MO;
MG X 3), 80 TABLET 500 MG QL (60 per
MG/WEEK (20 30 days)
MG X 4), 80MG
(160 MG/WEEK) | CNS DRUGS,
XTANDI 2 PA; MO; NEUROLOGY
QL (120 per | PSYCH
30 days)
YONSA 2 PA; MO; 2§¥ISCONVULS
QL (120 per
30 days) APTIOM 3 MO
ZEJULA 2 PA; MO; BANZEL 2 PA; MO
LA; QL (90 BRIVIACT 3
per 30 days) INTRAVENOUS
ZELBORAF 2 P?Jé 1;/2(3; BRIVIACTORAL 3 MO
?0 d( pet carbamazepine oral 1 MO
ays) i
capsule, er
ZIRABEV 2 PA; MO multiphase 12 hr
ZOLINZA 2 PA; MO carbamazepine oral 1 MO
ZORTRESS 3 PA; MO suspension 100 mgl5
ORAL TABLET ml
0.25 MG, 0.5 MG, carbamazepine oral 1 MO
0.75 MG tablet
ZORTRESS 2 PA; MO carbamazepine oral 1 MO
ORAL TABLET 1 tablet extended
MG release 12 hr
ZYDELIG 2 PA; MO; carbamazepine oral 1 MO
%Ld(m per tablet,chewable
ays) CARBATROL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CELONTIN 3 MO DILANTIN 3 MO
ORAL CAPSULE INFATABS 50
300 MG MG
clobazam oral 1 PA; MO; DILANTIN-125 3 MO
suspension QL (480 per 125 MG/5 ML
30 days) divalproex 1 MO
clobazam oral tablet 1 PA; MO; EPIDIOLEX D PA; MO:;
QL (60 per LA
l l | 13\23325]{ epitol | MO
clonazepam ora ;
tablet 0.5 mg, 1 mg (90 per 30 EQUETRO . MO
days) ethosuximide | MO
clonazepam oral 1 MO; QL felbamate 1 MO
tablet 2 mg (300 per 30 FELBATOL 3 MO
days) ORAL TABLET
clonazepam oral 1 MO; QL FYCOMPA 2 MO
tablet, disintegrating (90 per 30 ORAL
0.125 mg, 0.25 mg, days) SUSPENSION
0.5 mg, I mg FYCOMPA 3 MO
clonazepam oral 1 MO; QL ORAL TABLET
tablet, disintegrating (300 per 30 gabapentin oral 1 MO; QL
2 mg days) capsule 100 mg, 400 (270 per 30
DEPAKOTE MO mg days)
DEPAKOTE ER MO gabapentin oral 1 MO; QL
DEPAKOTE MO capsule 300 mg (360 per 30
SPRINKLES days)
DIASTAT MO gabapentin oral 1 MO; QL
DIASTAT MO sollutlon 250 mgl5 %130 p()er
ACUDIAL " ; l 1 ManQSL
: gabapentin ora ;
diazepam rectal MO tablet 600 mg (180 per 30
DILANTIN 30 2 MO days)
MG gabapentin oral 1 MO; QL
DILANTIN 3 MO tablet 800 mg (120 per 30
EXTENDED 100 days)
MG GABITRIL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GRALISE 30- 2 PA; QL (78 LAMICTAL 3 MO

DAY STARTER per 30 days) STARTER

PACK (ORANGE) KIT

GRALISE ORAL 2 PA; MO; LAMICTAL XR MO

TABLET QL (30 per LAMICTAL XR MO

EXTENDED 30 days) STARTER

RELEASE 24 HR (BLUE)

300 MG LAMICTAL XR 3 MO

GRALISE ORAL 2 PA; MO; STARTER

TABLET QL (90 per (GREEN)

EXTENDED 30 days) LAMICTAL XR 3 MO

RELEASE 24 HR STARTER

600 MG (ORANGE)

KEPPRA ORAL MO lamotrigine oral 1 MO

KEPPRA XR MO tablet

KLONOPIN MO; QL lamotrigine oral 1 MO

ORAL TABLET (90 per 30 tablet extended

0.5MG, 1 MG days) release 24hr

KLONOPIN 3 MO; QL lamotrigine oral 1 MO

ORAL TABLET 2 (300 per 30 tablet, chewable

MG days) dispersible

LAMICTAL ODT MO lamotrigine oral 1 MO

LAMICTAL MO tablet, disintegrating

ORAL TABLET lamotrigine oral 1 MO

LAMICTAL 3 MO tablets,dose pack

ORAL TABLET, levetiracetam oral 1 MO

CHEWABLE solution 100 mglml

DISPERSIBLE 25 :

MG. 5 MG levetiracetam oral 1 MO
A ) A\ tablet

]S“TQ/IRI%;FR L 3 MO levetiracetam oral 1 MO

tablet extended

(BLUE) KIT release 24 hr

LAMICTAL 3 MO

STARTER

(GREEN) KIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LYRICA CR 3 PA; MO; NEURONTIN 3 MO; QL
ORAL TABLET QL (30 per ORAL TABLET (120 per 30
EXTENDED 30 days) 800 MG days)
RELEASE 24 HR ONFI ORAL 3 PA; MO;
165 MG, 82.5 MG SUSPENSION QL (480 per
LYRICA CR 3 PA; MO; 30 days)
ORAL TABLET QL (60 per ONFI ORAL 3 PA;MO;
EXTENDED 30 days) TABLET 10 MG, QL (60 per
RELEASE 24 HR 20 MG 30 days)
330 MG 5
LVRICA ORAL 3 MO OL oxcarbazepine 1 MO
CAPSULE 100 (90 per 30 OXTELLAR XR : MO
MG, 150 MG, 200 days) PEGANONE S VO
MG, 25 MG, 50 phenobarbital 1 PA; MO
MG, 75 MG PHENYTEK 3 MO
LYRICA ORAL 3 MO; QL phenytoin oral 1 MO
CAPSULE 225 (60 per 30 suspension 125 mgl5
MG, 300 MG days) ml
LYRICA ORAL 3 MO; QL phenytoin oral 1 MO
SOLUTION (900 per 30 tablet,chewable
days) phenytoin sodium 1 MO
MYSOLINE 3 MO extended
NAYZILAM 2 PA; MO; pregabalin oral 1 MO:; QL
QL (10 per capsule 100 mg, 150 (90 per 30
30 days) mg, 200 mg, 25 mg, days)
NEURONTIN 3 MO; QL 50 mg, 75 mg
ORAL CAPSULE (270 per 30 pregabalin oral 1 MO; QL
100 MG, 400 MG days) capsule 225 mg, 300 (60 per 30
NEURONTIN 3 MO; QL mg days)
ORAL CAPSULE (360 per 30 pregabalin oral 1 MO; QL
300 MG days) solution (900 per 30
NEURONTIN 3 MO; QL days)
ORAL 2 lgo per primidone 1 MO
SOLUTION 30 days) QUDEXY XR 3 PA; MO
NEURONTIN 3 MO;QL 1 MO
ORAL TABLET (180 per 30 roweepra
600 MG days) roweepra xr 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SABRIL 3 MO; LA VIMPAT ORAL 2 MO
SPRITAM 3 MO TABLET
SYMPAZAN 3 PA;MO; XCOPRI 3 MO;QL
QL (60 per MAINTENANCE (56 per 28
30 days) PACK days)
TEGRETOL 3 MO XCOPRI ORAL 3 MO; QL
ORAL TABLET 100 MG (120 per 30
SUSPENSION days)
TEGRETOL 3 MO XCOPRI ORAL 3 MO; QL
ORAL TABLET TABLET 150 MG, (60 per 30
TEGRETOL XR 3 MO 200 MG days)
riaeabine I MO XCOPRI ORAL 3 MO; QL
g TABLET 50 MG (240 per 30
TOPAMAX 3 PA; MO days)
topiramate ?ral | PA; MO XCOPRI 3 MO: QL
capsule, sprinkle TITRATION (56 per 28
TOPIRAMATE 3 PA; MO PACK days)
ORAL ZARONTIN MO
E‘EESE[{{L;%?IN ) ZONEGRAN PA; MO
’ ORAL CAPSULE
topiramate oral 1 PA; MO 100 MG, 25 MG
flflll;lIeIiEPTAL 3 Vo zonisamide 1 PA; MO
ANTIPARKINS
TROKENDI XR 3 PA; MO ONISM
valproic acid 1 MO AGENTS
valmoic acid (as 1 MO APOKYN ) PA: MO:
sodium salt) oral LA
solution 250 mgl5
ml - AZILECT 3 MO
VALTOCO 3 PA: MO: benztropine oral 1 PA; MO
QL (10 per bromocriptine 1 MO
30 days) carbidopa | MO
vigabatrin 1 MO; LA carbidopa-levodopa 1 MO
vigadrone 1 MO; LA carbidopa-levodopa- | MO
VIMPAT ORAL 2 MO entacapone
SOLUTION COMTAN 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DUOPA 3 PA; MO OSMOLEX ER 3 PA; MO;
entacapone 1 MO ORAL TABLET, QL (60 per
GOCOVRI ORAL 3 PA; MO; IR - ER, 30 days)
BIPHASIC 24HR
CAPSULE,EXTE QL (60 per
322 MG/DAY (129
NDED RELEASE 30 days) MG X1-193MG
24HR 137 MG X1)
GOCOVRI ORAL 3 PA; MO;
CAPSULE,EXTE QL (30 per PAR].“ODEL 3 MO
NDED RELEASE 30 days) pramipexole 1 MO
24HR 68.5 MG - rasagiline 1 MO
INBRIJA 3 PA; MO ropinirole 1 MO
INHALATION RYTARY 3 MO
\CVI?III)\?;IJ;:EATI ON selegiline hcl | MO
DEVICE - SINEMET 3 MO
KYNMOBI 3 PA STALEVO 100 3 MO
SUBLINGUAL STALEVO 125 3 MO
;I(L}N;é ?\4 l\éGé 15 STALEVO 150 3 MO
M G’ 30 M G’- > STALEVO 200 3 MO
LODOSYN SR VIO STALEVO 50 3 MO
MIRAPEX ER 3 MO STALEVO 75 3 MO
TASMAR ORAL 3 PA; MO
NEUII);?;) Z i MAO TABLET 100 MG
Nou N E A" 1\Q/II? 230 tolcapone 1 PA; MO
per 30 days) ZELAPAR 3 PA;MO
OSMOLEX ER 3 PA;MO; MIGRAINE /
ORAL TABLET, QL (30 per CLUSTER
IR - ER, 30 days) HEADACHE
BIPHASIC 24HR THERAPY
;gg ﬁg’ 193 MG, AIMOVIG 2 PA; MO;
AUTOINJECTOR QL (1 per
30 days)
AJOVY 2 PA; MO;
AUTOINJECTOR QL (1.5 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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AJOVY SYRINGE 2 PA; MO; frovatriptan 1 MO; QL
QL (1.5 per (27 per 28
30 days) days)
almotriptan malate | MO; QL IMITREX NASAL 3 MO; QL
oral tablet 12.5 mg (24 per 28 SPRAY,NON- (18 per 28
days) AEROSOL 20 days)
almotriptan malate 1 MO; QL MG/ACTUATION
oral tablet 6.25 mg (18 per 28 IMITREX NASAL 3 MO; QL
days) SPRAY,NON- (36 per 28
AMERGE 3 MO; QL AEROSOL 5 days)
(18 per 28 MG/ACTUATION
days) IMITREX ORAL 3 MO; QL
CAFERGOT 3 MO (18 per 28
dihydroergotamine 1 MO:; QL (8 days)
nasal per 28 days) IMITREX 3 MO; QL (8
eletriptan 1 MO; QL Sﬁggggi]?\m oU per 28 days)
5118 p)er 28 S PEN INJECTOR
ays 4 MG/0.5 ML
EMGALITY PEN 2 l())?: (1;/106} IMITREX 3 MO; QL (8
30 dat 5) STATDOSE per 28 days)
Y REFILL
EMGALITY 2 PA; MO; SUBCUTANEOU
SUBCUTANEOU QL (2 per S CARTRIDGE 6
S SYRINGE 120 30 days) MG/0.5 ML
MG/ML IMITREX 3 MO.QL @8
EMGALITY 2 PA;MO; SUBCUTANEOU per 28 days)
SUBCUTANEOU QL (3 per S
S SYRINGE 300 30 days) MAXALT ORAL 3 MO: QL
MG/3 ML (100 TABLET 10 MG (36 per 28
MG/ML X 3) dayf)
ergotamine-caffeine | MO MAXALT-MLT 3 MO: QL
FROVA 3 MO:; QL ORAL (36 per 28
(27 per 28 TABLET,DISINT days)
days) EGRATING 10
MG
migergot 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MIGRANAL 3 MO; QL (8 sumatriptan | MO; QL (8

per 28 days) succinate per 28 days)
naratriptan 1 MO; QL ;u{acutaneous pen

(18 per 28 injector

days) sumatriptan 1 MO:; QL (8
NURTEC ODT 2 PA;MO; succinate per 28 days)

QL (16 per subcutaneous

30 days) solution
ONZETRA 3 MO; QL sumatriptan 1 MO:; QL (8
XSAIL (32 per 28 succinate per 28 days)

days) subcutaneous
RELPAX 3 MO: QL syringe 6 mgl0.5 ml

(18 [’)er 28 sumatriptan- 1 MO; QL

days) naproxen (18 per 28
REYVOW ORAL 3 PA; MO; days)
TABLET 100 MG QL (16 per TOSYMRA 3 MO;QL

30 days) (24 per 28
REYVOW ORAL 3 PA;MO; days)
TABLET 50 MG QL (8 per TREXIMET 3 MO; QL

30 days) ORAL TABLET (18 per 28
rizatriptan 1 MO; QL 85-500 MG days)

(36 per 28 UBRELVY 2 PA; MO;

days) QL (20 per
sumatriptan nasal 1 MO; QL 30 days)
spray,non-aerosol (18 per 28 ZEMBRACE 3 MO; QL (8
20 mglactuation days) SYMTOUCH per 28 days)
sumatriptan nasal 1 MO; QL zolmitriptan 1 MO; QL
spray,non-aerosol 5 (36 per 28 (18 per 28
mglactuation days) days)
sumatriptan 1 MO; QL ZOMIG 3 MO; QL
succinate oral (18 per 28 (18 per 28

days) days)
sumatriptan 1 MO:; QL (8 ZOMIG ZMT 3 MO; QL
succinate per 28 days) (18 per 28
subcutaneous days)
cartridge

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MISCELLANEO GILENYA ORAL 2 PA; MO;
UsS CAPSULE 0.5 MG QL (30 per
NEUROLOGICA 30 days)
L THERAPY glatiramer 1 PA; MO;
: : subcutaneous QL (30 per
AMPYRA 3 iﬁ’ 1(\241? 2 60 syringe 20 mgiml 30 days)
per’30 days) glatiramer 1 PA; MO;
subcutaneous QL (12 per
ARICEPT MO syringe 40 mglml 28 days)
AUBAGIO g}‘:’ (g/loo’er glatopa 1 PA; MO;
30 da s)p subcutaneous QL (30 per
AUSTEDO ORAL 3 A 1\10. syringe 20 mgiml 30 days)
TABLET 12 MG, 9 LA: QL glatopa I PA MO,
MG (120 per 30 subcutaneous QL (12 per
days) syringe 40 mgiml 28 days)
AUSTEDOORAL 3  PA; MO; HOEIZAET 3 PAMO;
TABLET 6 MG LA; QL (60 ORAL TABLET QL (30 per
ver 30 days) EXTENDED 30 days)
RELEASE 300
COPAXONE 3 PA; MO; MG
SUBCUTANEOU QL (30 per : :
S SYRINGE 20 30 days) HORIZANT 3 PA; MO;
MG/ML ORAL TABLET QL (60 per
COPAXONE 2 PA; MO PRTERNOED 30 days)
; ; RELEASE 600
SUBCUTANEOU QL (12 per MG
i/ISG%&IF GE 40 28 days) INGREZZA 3 PA;MO:;
LA; QL (30
dalfampridine 1 Pzi; 12/{)0; per 30 days)
?0 d( )per INGREZZA 3 PA; MO;

. ays INITIATION LA; QL (28
donepezil 1 MO PACK per 28 days)
EXELON 3 MO KEVEYIS PA; MO
TRANSDERMAL MAVENCLAD PA; MO;
FIRDAPSE 2 PATMO; (10 TABLET LA; QL (10

LA PACK) per 28 days)
galantamine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MAVENCLAD (4 3 PA; MO; NAMENDA 3 PA; MO
TABLET PACK) LA; QL (4 ORAL TABLET
per 28 days) NAMENDA 3 PA;MO
MAVENCLAD (5 3 PA; MO; TITRATION PAK
TABLET PACK) LA; QL (5 NAMENDA XR 3 PA;MO
MAVENCLAD (6 3 E‘Z 2131(2)21}]5) NAMZARIC ’ PA; MO
TABLET PACK) LA: QL (6 NUEDEXTA 2 PAMO
per 28 days) RAZADYNE ER 3 MO
MAVENCLAD (7 3 PA;MO; rivastigmine I MO
TABLET PACK) LA; QL (7 rivastigmine tartrate 1 MO
per 28 days) RUZURGI 3 PA;MO
MAVENCLAD (8 3 PAMO; TECFIDERA 2 PA;MO;
TABLET PACK) LA; QL (8 ORAL LA; QL (14
per 28 days) CAPSULE,DELA per 30 days)
MAVENCLAD (9 3 PA; MO; YED
TABLET PACK) LA; QL (9 RELEASE(DR/EC
per 28 days) ) 120 MG
MAYZENT 3 PA; MO; TECFIDERA 2 PA; MO;
ORAL TABLET QL (120 per ORAL LA; QL
0.25 MG 30 days) CAPSULE,DELA (120 per
MAYZENT 3 PA; MO; YED 180 days)
ORAL TABLET 2 QL (30 per RELEASE(DR/EC
MG 30 days) ) 120 MG (14)- 240
memantine oral 1 PA; MO MG (46)
capsule,sprinkle,er TECFIDERA 2 PA; MO;
24hr ORAL LA; QL (60
memantine oral 1 PA; MO gg}f;SULE,DELA per 30 days)
solution RELEASE(DR/EC
memantine oral 1 PA; MO ) 240 MG
tablet TEGSEDI 3 PA;MO;
MEMANTINE 3 PA; MO LA
ORAL : : :
TABLETS,DOSE tetrabenazine oral 1 PA; MO;
tablet 12.5 mg QL (240 per
PACK
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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tetrabenazine oral 1 PA; MO; PYRIDOSTIGMI 3 MO
tablet 25 mg QL (120 per NE BROMIDE
30 days) ORAL TABLET
VUMERITY 2 PA; MO; 30 MG
QL (120 per pyridostigmine 1 MO
30 days) bromide oral tablet
XENAZINE 3 PA;MO; 60 mg
ORAL TABLET LA; QL pyridostigmine 1 MO
12.5 MG (240 per 30 bromide oral tablet
days) extended release
XENAZINE 3 PA; MO; tizanidine 1 MO
SSRIGCL} TABLET LS(;) QL 0 ZANAFLEX 3 MO
gays)per NARCOTIC
ANALGESICS
MUSCLE
RELAXANTS / acetaminophen-caff- 1 MO; QL
ANTISPASMOD dihydrocod oral (300 per 30
IC THERAPY tablet 325-30-16 mg days)
acetaminophen- 1 MO; QL
baclofen oral tablet l MO codeine oral solution (4500 per
10 mg, 20 mg 120-12 mgl5 ml 30 days)
BACLOFEN 3 MO acetaminophen- 1 MO; QL
ORAL TABLET 5 codeine oral tablet (360 per 30
MG 300-15 mg, 300-30 days)
cyclobenzaprine 1 PA; MO mg
oral tablet acetaminophen- 1 MO; QL
DANTRIUM 3 MO codeine oral tablet (180 per 30
ORAL CAPSULE 300-60 mg days)
25 MG, 50 MG ACTIQ 3 PA;MO;
dantrolene oral 1 MO QL (120 per
FEXMID 3 PA 30 days)
MESTINON MO BELBUCA 2 PATMO;
ORAL QL (60 per
MESTINON 3 MO 30 days)
TIMESPAN buprenorphine hcl 1 MO
pyridostigmine 1 MO sublingual

bromide oral syrup -

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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buprenorphine 1 PA; MO; Sfentanyl PA; MO;
transdermal patch QL (4 per QL (10 per
28 days) 30 days)
BUTRANS 3 PA; MO; fentanyl citrate PA; MO;
QL (4 per buccal lozenge on a QL (120 per
28 days) handle 30 days)
codeine sulfate oral 1 MO; QL FENTANYL PA; QL
tablet (180 per 30 CITRATE (120 per 30
days) BUCCAL days)
DILAUDID 3 MO;QL TABLET,
ORAL LIQUID (2400 per EFFERVESCENT
30 days) FENTORA PA; MO;
DILAUDID 3 MO;QL QL (120 per
ORAL TABLET (180 per 30 30 days)
days) hydrocodone PA; MO;
DOLOPHINE 3 PA; QL bitartrate QL (90 per
ORAL TABLET (120 per 30 30 days)
10 MG days) hydrocodone- MO; QL
DOLOPHINE 3 PA; QL acetaminophen oral (5550 per
ORAL TABLET 5 (240 per 30 solution 7.5-325 30 days)
MG days) mgl15 ml
DURAGESIC 3 PA;MO; hydrocodone- MO; QL
QL (10 per acetaminophen oral (390 per 30
30 days) tablet 10-300 mg, 5- days)
duramorph (pf) 1 MO; QL 300 mg, 7.5-300 mg
injection solution (4000 per hydrocodone- MO; QL
0.5 mgiml 30 days) acetaminophen oral (360 per 30
tablet 10-325 mg, 5- days)
duramorph (pf) 1 QL (2000
L . 325 mg, 7.5-325 mg
injection solution 1 per 30 days)
mglml hydrocodone- MO; QL
ibuprofen oral tablet (50 per 30
dvorah 1 QL (300 per 10-200 mg, 5-200 days)
30 days)
mg, 7.5-200 mg
endocet oral tablet 1 MO; QL hydromorphone MO: QL
10-325 mg, 5-325 (360 per 30 L
(pf) injection (240 per 30
mg, 7.5-325 mg days) prJ
P solution 10 (mglml) days)

(5ml), 10 mglml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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hydromorphone oral 1 MO; QL methadone oral 1 PA; MO;
liquid (2400 per solution 10 mgl5 ml QL (600 per
30 days) 30 days)
hydromorphone oral | MO; QL methadone oral | PA; MO;
tablet (180 per 30 solution 5 mgl5 ml QL (1200
days) per 30 days)
hydromorphone oral 1 PA; MO; methadone oral 1 PA; MO;
tablet extended QL (60 per tablet 10 mg QL (120 per
release 24 hr 30 days) 30 days)
HYSINGLA ER 3 PA; MO; methadone oral 1 PA; MO;
QL (60 per tablet 5 mg QL (240 per
30 days) 30 days)
KADIAN ORAL 3 PA; MO; morphine 1 MO; QL
CAPSULE,EXTE QL (90 per concentrate oral (900 per 30
ND.RELEASE 30 days) solution days)
PELLETS 100 morphine oral 1 PA; MO;
MG, 20 MG, 200 capsule, er QL (60 per
MG, 30 MG, 40 multiphase 24 hr 30 days)
MG, 50 MG, 60 morphine oral 1 PA; MO;
MG, 80 MG
capsule,extend.relea QL (90 per
levorphanol tartrate 1 MO; QL se pellets 30 days)
oral tablet 2 mg 51 1a20S )per 30 morphine oral I MO: QL
o~ solution (900 per 30
TARTRATE (120 per 0 days)
per ; :
ORAL TABLET 3 days) morphine oral tablet 1 MO; QL
MG (180 per 30
l 1 MO; QL days)
(O}:C;{OCO done) 3 60’ %r 30 morphine oral tablet 1 PA; MO;
Y days)p extended release QL (120 per
30 days)
lorcet hd b Mo:QL MS CONTIN 3 PA;MO;
(360 per 30
days) 3QOLd(12(; per
ays
lorcet plus oral 1 MO; QL NORCO 3 MO: QL
tablet 7.5-325 mg (360 per 30
days) (360 per 30
y days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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OXAYDO 3 MO; QL oxycodone- MO; QL
(360 per 30 acetaminophen oral (360 per 30
days) tablet 10-325 mg, days)
oxycodone oral 1 MO; QL 2.5-325 mg, 5-325
capsule (360 per 30 mg, 7.5-325 mg
days) oxycodone-aspirin MO; QL
oxycodone oral | MO; QL (360 per 30
concentrate (180 per 30 days)
days) OXYCONTIN PA; MO;
oxycodone oral 1 MO; QL ORAL QL (90 per
solution (1200 per TABLET,ORAL 30 days)
30 days) ONLY,EXT.REL.
oxycodone oral 1 MO; QL ll\i él };01 g/ll\éGé 01 >
tablet 10 mg, 15 mg, (180 per 30 ’ ’
MG, 40 MG, 60
20 mg, 30 mg days) MG
oxycodone oral 1 MO; QL : :
tablet 5 mg (360 per 30 OXYCONTIN PA; MO;
days) ORAL QL (60 per
y TABLET,ORAL 30 days)
OXYCODONE 3 PA; MO; ONLY,EXT.REL.
ORAL QL (90 per 12 HR 80 MG
;F)I;?J];{Eg)’?rRlﬁéL 30 days) oxymorphone oral MO; QL
12 HR ’10 MG 40' tablet 10 mg (360 per 30
MG ’ days)
OXYCODONE 3 PA: QL (90 oxymorphone oral MO; QL
ORAL per’30 days) tablet 5 mg (180 per 30
TABLET,ORAL days)
ONLY.EXT.REL. oxymorphone oral PA; MO;
12 HR 15 MG, 20 tablet extended QL (90 per
MG, 30 MG, 60 release 12 hr 30 days)
MG PERCOCET MO; QL
OXYCODONE 3 PA; MO; ORAL TABLET (360 per 30
ORAL QL (60 per 10-325 MG, 2.5- days)
TABLET,ORAL 30 days) 325 MG, 5-325
ONLY.EXT.REL. MG, 7.5-325 MG
12 HR 80 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
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PRIMLEV 3 MO; QL BUNAVAIL 3 MO; QL
(390 per 30 BUCCAL FILM (30 per 30
days) 2.1-0.3 MG days)
prolate 1 QL (390 per BUNAVAIL 3 MO; QL
30 days) BUCCAL FILM (60 per 30
ROXICODONE 3 MO; QL 4.2-0.7 MG, 6.3-1 days)
ORAL TABLET (180 per 30 MG
15 MG, 30 MG days) buprenorphine- 1 MO; QL
ROXICODONE 3 QL (360 per naloxone sublingual (60 per 30
ORAL TABLET 5 30 days) Jilm 12-3 mg days)
MG buprenorphine- 1 MO; QL
SUBSYS 3 PA; MO; naloxone sublingual (360 per 30
SUBLINGUAL QL (120 per Jilm 2-0.5 mg days)
SPRAY,NON- 30 days) buprenorphine- 1 MO; QL
AEROSOL 100 naloxone sublingual (90 per 30
MCG/SPRAY, 200 film 4-1 mg, 8-2 mg days)
MCG/SPRAY, 400 buprenorphine- 1 MO; QL
MCG/SPRAY, 600 naloxone sublingual (360 per 30
MCG/SPRAY, 800 tablet 2-0.5 mg days)
MCG/SPRAY buprenorphine- 1 MO; QL
TREZIX ORAL 3 MO; QL naloxone sublingual (90 per 30
gl(;AlP:ll\J/IIE}E 320.5- 51300 per 30 tablet 8-2 mg days)
] ays) butorphanol nasal 1 MO; QL
XTAMPZA ER 3 PA; MO; (10 per 28
g)OLd(90 per days)
ays) CAMBIA 3 ST; MO;
ZOHYDRO ER 3 PA;MO; QL (9 per
CAPSULE, ORAL QL (90 per 30 days)
Ol(\T)LY, ER 12HR 30 days) CELEBREX 3 MO
NON- ;
l b 1 MO
ANALGESICS QL (30 per
ARTHROTEC 50 ST; MO 30 days)
ARTHROTEC 75 ST; MO DAYPRO 3 ST;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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DICLOFENAC 3 PA; MO; ibuprofen oral 1 MO
EPOLAMINE QL (60 per suspension

30 days) ibuprofen oral tablet 1 MO
diclofenac | MO 400 mg, 600 mg,
potassium 800 mg
diclofenac sodium | MO INDOCIN 3 MO
oral RECTAL
diclofenac sodium | MO; QL ketoprofen oral | MO
topical drops (300 per 28 capsule 25 mg, 75

days) mg
diclofenac sodium 1 MO; QL ketoprofen oral 1
topical gel 1 % (1000 per capsule 50 mg

28 days) ketoprofen oral 1 MO
diclofenac- 1 MO capsule,ext rel.
misoprostol pellets 24 hr 200 mg
diflunisal 1 MO LODINE ORAL 3 ST
DUEXIS 3 ST; MO TABLET
etodolac 1 MO LUCEMYRA 3 PA; MO
EVZIO 3 MO; QL meclofenamate 1 MO
INJECTION (0.8 per 30 mefenamic acid 1 MO
AUTO- days) meloxicam oral 1 MO
INJECTOR 2 tablet 15 mg
MG/0.4 ML meloxicam oral 1 MO; QL
FELDENE ST; MO tablet 7.5 mg (30 per 30
FENOPROFEN ST; MO days)
ORAL CAPSULE MOBIC ORAL 3 ST; MO
400 MG TABLET 15 MG
fenoprofen oral 1 MO MOBIC ORAL 3 ST: MO;
tablet TABLET 7.5 MG QL (30 per
FLECTOR 3 PA; MO; 30 days)

QL (60 per nabumetone 1 MO

30 days) NALFON ORAL 3 ST; MO
flurbiprofen oral 1 MO TABLET
tablet 100 mg
ibu oral tablet 600 1 MO
mg, 800 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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NALOXONE 3 MO; QL PENNSAID 3 ST; MO;
INJECTION (0.8 per 30 TOPICAL QL (224 per
AUTO- days) SOLUTION IN 28 days)
INJECTOR METERED-DOSE
naloxone injection 1 MO PUMP
solution piroxicam 1 MO
naloxone injection | MO RELAFEN DS 3 ST; MO
syringe SPRIX 3 ST
naltrexone 1 MO SUBOXONE 3 MO; QL
NAPRELAN CR 3 ST; MO SUBLINGUAL (60 per 30
naproxen 1 MO FILM 12-3 MG days)
naproxen sodium | MO SUBOXONE 3 MO; QL
oral tablet 275 mg, SUBLINGUAL (360 per 30
550 mg FILM 2-0.5 MG days)
naproxen sodium | MO SUBOXONE 3 MO; QL
oral tablet, er SUBLINGUAL (90 per 30
multiphase 24 hr FILM 4-1 MG, 8-2 days)
NARCAN NASAL 2 MO MG
SPRAY,NON- sulindac 1 MO
AEROSOL 4 TIVORBEX 3 ST; MO;
MG/ACTUATION QL (90 per
NUCYNTA ER 3 PA;MO; 30 days)
QL (60 per tolmetin oral 1 MO
30 days) capsule
NUCYNTA 3 MO; QL tolmetin oral tablet 1 MO
ORAL TABLET (181 per 30 600 mg
100 MG days) TRAMADOL 3 PA; MO;
NUCYNTA 3 MO; QL ORAL QL (30 per
ORAL TABLET (362 per 30 CAPSULE,ER 30 days)
50 MG days) BIPHASE 24 HR
NUCYNTA 3 MO;QL 17-83
ORAL TABLET (242 per 30
75 MG days)
oxaprozin 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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TRAMADOL 3 PA; MO; ZORVOLEX 3 ST; MO
ORAL QL (30 per ZUBSOLV 2 MO; QL
CAPSULE,ER 30 days) SUBLINGUAL (30 per 30
BIPHASE 24 HR TABLET 0.7-0.18 days)
25-75 100 MG, 200 MG, 1.4-0.36 MG,
MG 11.4-2.9 MG, 2.9-
TRAMADOL 3 MO; QL 0.71 MG, 5.7-1.4
ORAL TABLET (120 per 30 MG
100 MG days) ZUBSOLV 2 MO; QL
tramadol oral tablet 1 MO; QL SUBLINGUAL (60 per 30
50 mg (240 per 30 TABLET 8.6-2.1 days)
days) MG
tramadol oral tablet 1 PA; MO; PSYCHOTHER
extended release 24 QL (30 per APEUTIC
hr 30 days) DRUGS
tramadol oral ' 1 PA; MO; ABILIEY D MO
tablet, er multiphase QL (30 per MAINTENA
24 hr 0 days) ABILIFY 3 MO;QL
tramadol- 1 MO; QL Q
; MYCITE (30 per 30
acetaminophen (240 per 30 d
days) ays)
ULTRACET 8 MO: QL ABILIFY ORAL 3 MO; QL
TABLET (30 per 30
(240 per 30 d
days) ays)
ADDERALL 3 MO
ULTRAM 3 MO:QL ORAL TABLET
(240 per 30 20 MG, 5 MG, 7.5
days) MG
VIMOVO 3 STMO ADDERALL XR MO
VIVLODEX 3 ST; MO
ORAL CAPSULE (A)B%ENYS xR MO
10 MG AMBIEN 3 MO:; QL
VIVLODEX 3 ST MO; (30 pe? 30
ORAL CAPSULE QL (30 per days)
5SMG 30 days) t
ZIPSOR 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
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AMBIEN CR 3 MO; QL atomoxetine oral 1 MO; QL
(30 per 30 capsule 10 mg, 18 (60 per 30
days) mg, 25 mg, 40 mg days)
amitriptyline | MO atomoxetine oral | MO; QL
amoxapine 1 MO capsule 100 mg, 60 (30 per 30
AMPHETAMINE 3 mg, 80 mg days)
amphetamine 1 PA; MO BELSOMRA 3 MO; QL
(30 per 30
sulfate days)
ANAFRANIL MO BRISDELLE 3 MO; QL
APLENZIN MO; QL (30 per 30
(30 per 30 days)
days) bupropion hcl oral 1 MO
APTENSIO XR 3 MO tablet
aripiprazole oral 1 MO bupropion hcl oral 1 MO; QL
solution tablet extended (90 per 30
aripiprazole oral 1 MO; QL release 24 hr 150 mg days)
tablet (30 per 30 bupropion hel oral 1 MO; QL
days) tablet extended (30 per 30
aripiprazole oral 1 MO; QL release 24 hr 300 mg days)
tablet,disintegrating (60 per 30 BUPROPION 3 MO; QL
days) HCL ORAL (30 per 30
ARISTADA 2 MO TABLET days)
ARISTADA 2 MO EXTENDED
INITIO RELEASE 24 HR
armodafinil 1 PA; MO; HOMG
QL (30 per bupropion hcl oral 1 MO; QL
30 days) tablet sustained- (60 per 30
ATIVAN ORAL 3 PA; MO; release 12 fr days)
TABLET 0.5 MG, QL (90 per buspirone 1 MO
1 MG 30 days) CAPLYTA 3 MO; QL
ATIVAN ORAL 3 PA;MO; (30 per 30
TABLET 2 MG QL (150 per days)
30 days) CELEXA ORAL 3 MO; QL
TABLET (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
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chlorpromazine oral 1 MO DAYTRANA 3 MO
citalopram oral 1 MO DAYVIGO 3 MO; QL
solution (30 per 30
citalopram oral 1 MO; QL days)
tablet (30 per 30 desipramine 1 MO
days) DESOXYN 3 PA;MO
clomipramine 1 MO DESVENLAFAXI MO; QL
clonidine hcl oral 1 MO NE ORAL (120 per 30
tablet extended TABLET days)
release 12 hr EXTENDED
clorazepate | PA; MO; RELEASE 24 HR
dipotassium oral QL (180 per 100 MG
tablet 15 mg 30 days) DESVENLAFAXI 3 MO; QL
clorazepate 1 PA; MO; NE ORAL (30 per 30
dipotassium oral QL (90 per TABLET days)
tablet 3.75 mg 30 days) EXTENDED
RELEASE 24 HR
clorazepate 1 PA; MO;
. . 50 MG
dipotassium oral QL (360 per :
tablet 7.5 mg 30 days) desvenlafaxine 1 MO; QL
clozapine oral tablet 1 MO succinate Ei3aoyf)er 30
fcllgzljlpiZEiZ;gémting : DEXEDRINE . MO
100 mg, 12.5 mg, 25 SPANSULE
mg dexmethylphenidate 1 MO
CLOZAPINE 3 dextroamphetamine 1 MO
ORAL dextroamphetamine 1 MO
TABLET,DISINT -amphetamine
EGRATING 150 diazepam oral 1 PA; MO;
MG, 200 MG concentrate QL (240 per
CLOZARIL 30 days)
CONCERTA MO diazepam oral 1 PA; MO;
COTEMPLA XR- MO solution 5 mgl5 ml QL (1200
ODT (1 mglml) per 30 days)
CYMBALTA 3 MO; QL diazepam oral tablet 1 PA; MO;
(60 per 30 QL (120 per
days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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doxepin oral capsule MO EMSAM MO
doxepin oral MO ergoloid MO
concentrate escitalopram MO
doxepin oral tablet MO; QL oxalate oral solution
(30 per 30 escitalopram MO; QL
days) oxalate oral tablet (30 per 30
DRIZALMA MO; QL days)
ORAL CAPSULE, (60 per 30 eszopiclone MO; QL
DELAYED REL days) (30 per 30
SPRINKLE 20 days)
ﬁg’ 30 MG, 60 EVEKEO PA; MO
DRIZALMA MO: QL EVEKEO ODT PA; MO
ORAL CAPSULE, (90 per 30 FANAPT ORAL MO; QL
DELAYED REL days) TABLET (60 per 30
SPRINKLE 40 days)
MG FANAPT ORAL MO; QL (8
duloxetine oral MO:; QL TABLETS,DOSE per 28 days)
capsule,delayed (60 per 30 PACK
release(drlec) 20 days) FETZIMA ORAL MO; QL
mg, 30 mg, 60 mg CAPSULE,EXT (28 per 28
duloxetine oral MO; QL REL 24HR DOSE days)
capsule,delayed (90 per 30 PACK
release(drlec) 40 days) FETZIMA ORAL MO; QL
mg CAPSULE.EXTE (30 per 30
DYANAVEL XR MO NDED RELEASE days)
EFFEXOR XR MO; QL 24 HR
ORAL (30 per 30 [fluoxetine oral MO; QL
CAPSULE.EXTE days) capsule 10 mg (30 per 30
NDED RELEASE days)
24HR 150 MG, fluoxetine oral MO
37.5 MG capsule 20 mg
EFFEXOR XR MO; QL Sfluoxetine oral MO; QL
ORAL (90 per 30 capsule 40 mg (60 per 30
CAPSULE,EXTE days) days)
NDED RELEASE
24HR 75 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
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fluoxetine oral | MO; QL (4 guanidine | MO
capsule,delayed per 28 days) HALDOL 3 MO
release(drlec) HALDOL ) MO
fluoxetine oral 1 MO DECANOATE
;;) lution l | MO; OL haloperidol 1 MO
uoxetine ora ; ;
wablet 10 mg (30 per 30 Zalo;;erl;lol 1 MO
days) eca oa‘ e
fluoxetine oral 1 MO iznai (Zjor;dd lactate ! MO
tablet 20 mg, 60 mg J :
Nuphenazine I MO ﬁfét;perldol lactate 1 MO
decanoate
[fluphenazine hcl 1 MO HETLIOZ : I(;?j (%Op’er
Sfluvoxamine oral 1 MO; QL 30 days)
capsule,extended (60 per 30 — .
eloase Idhr days) l.ml‘pramz‘ne hel 1 MO
Tuvoxamine oral I MO: QL imipramine pamoate 1 MO
days) TABLET (30 per 30
Sfluvoxamine oral 1 MO; QL EEEEE;)EE;ZHR 3 days)
tablet 25 mg (30 per 30 MG. 9 MG
days) ’
Sfluvoxamine oral 1 MO; QL }fi\gi(g? ORAL ’ ?g(? ’e? I?:O
tablet 50 mg (60 per 30 EXTENDED dayf)
days) RELEASE 24HR 6
FOCALIN MO MG
FOCALIN XR MO INVEGA 3 MO
FORFIVO XL MO; QL SUSTENNA
(30 per 30 INVEGA 3 MO
days) TRINZA
AR KAPVAY MO
GEODON ORAL 3 MO; QL
(60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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LATUDA ORAL 3 MO; QL METHYLPHENI 3
TABLET 120 MG, (30 per 30 DATE HCL
20 MG, 40 MG, 60 days) ORAL CAP.ER
MG SPRINKLE,BIPH
LATUDA ORAL 3 MO;QL ASIC 40-60
TABLET 80 MG (60 per 30 methylphenidate hcl 1 MO
days) oral capsule, er
LEXAPRO ORAL 3 MO;QL biphasic 30-70
TABLET (30 per 30 methylphenidate hcl 1 MO
days) oral capsule,er
lithium carbonate 1 MO biphasic 50-50
lithium citrate oral 1 MO methylphe.'nidale hel 1 MO
solution 8 meql5 ml oral solution
LITHOBID 3 MO methylphenidate hcl 1 MO
lorazepam intensol 1 PA; MO; oral tablet
QL (150 per methylphenidate hcl 1 MO
30 days) oral tablet extended
lorazepam oral 1 PA; MO; release :
tablet 0.5 mg, 1 mg QL (90 per methylphenidate hcl 1 MO
30 days) oral tablet extended
lorazepam oral 1 PA; MO; ;?lee(zbih:a]zfnm)g’
tablet 2 mg QL (150 per g g/
27 mg, 27 mg (bx
30 days) .
rating ), 36 mg, 36
loxapine succinate 1 MO mg (bx rating), 54
LUNESTA 3 MO; QL mg, 54 mg (bx
(30 per 30 rating )
days) METHYLPHENI 3 MO
maprotiline 1 MO DATE HCL
MARPLAN 3 MO ORAL TABLET
. : EXTENDED
methamphetamine 1 PA; MO RELEASE 24HR
METHYLIN 3 MO 72 MG
g)(];{LAI?TI ON methylphenidate hcl 1 MO
oral tablet,chewable
mirtazapine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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modafinil oral tablet 1 PA; MO; paliperidone oral 1 MO; QL
100 mg QL (30 per tablet extended (60 per 30
30 days) release 24hr 6 mg days)
modafinil oral tablet 1 PA; MO; PAMELOR 3 MO
200 mg QL (60 per PARNATE 3 MO
: 30 days) paroxetine hcl oral | MO; QL
molindone I MO tablet 10 mg, 20 mg, (30 per 30
MYDAYIS 3 MO 40 mg days)
NARDIL 3 MO paroxetine hcl oral | MO; QL
nefazodone 1 MO tablet 30 mg (60 per 30
NORPRAMIN 3 MO days)
ORAL TABLET paroxetine hcl oral 1 MO; QL
10 MG, 25 MG tablet extended (60 per 30
nortriptyline 1 MO release 24 hr days)
NUPLAZID 3 PA: MO paroxetine 1 MO; QL
ORAL CAPSULE QL, (30 p’er mesylate(menop.sy (30 per 30
30 days) m) days)
NUPLAZID 3 PA;MO; PAXIL CR 3 ?g(? : eQrIgO
ORAL TABLET QL (30 per i f)
10 MG 20 days) PAXIL ORAL 3 MZ)
NUVIGIL 3 lc)ﬁi; (1;/{)(?);61‘ SUSPENSION
30 days) PAXIL ORAL 3 MO; QL
olanzapine 1 MO TABLET 10 MG, (30 per 30
intramuscular 20 MG, 40 MG days)
: : PAXIL ORAL 3 MO;QL
olanzapine oral . ?345135150 TABLET 30 MG (60 per 30
days) days)
olanzapine- I MO perphenazine 1 MO
fluoxetine PERSERIS 3 MO
paliperidone oral 1 MO:; QL PEXEVA ORAL MO; QL
tablet extended (30 per 30 TABLET 10 MG, (30 per 30
release 24hr 1.5 mg, days) 20 MG, 40 MG days)
3 mg, 9 mg PEXEVA ORAL 3 MO; QL
TABLET 30 MG (60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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phenelzine 1 MO QUILLICHEW 3 MO
pimozide 1 MO ER
PRISTIQ 3 MO; QL QUILLIVANT XR 3 MO
(30 per 30 ramelteon 1 MO; QL
days) (30 per 30
procentra 1 MO days)
protriptyline 1 MO RELEXXII MO
PROVIGIL ORAL 3 PA; MO; REMERON MO
TABLET 100 MG QL (30 per ORAL TABLET
30 days) 15 MG, 30 MG
PROVIGILORAL 3  PA;MO; REMERON 3 MO
TABLET 200 MG QL (60 per SOLTAB
30 days) REXULTI 3 MO; QL
PROZAC ORAL 3 MO; QL (30 per 30
CAPSULE 10 MG (30 per 30 days)
days) RISPERDAL 2 MO
PROZAC ORAL 3 MO CONSTA
CAPSULE 20 MG RISPERDAL 3 MO
PROZAC ORAL 3 MO; QL ORAL
CAPSULE 40 MG (60 per 30 SOLUTION
days) RISPERDAL 3 MO; QL
quetiapine oral 1 MO; QL ORAL TABLET (60 per 30
tablet 100 mg, 200 (90 per 30 0.5 MG, 1 MG, 2 days)
mg, 25 mg, 50 mg days) MG, 3 MG
quetiapine oral 1 MO; QL RISPERDAL 3 MO; QL
tablet 300 mg, 400 (60 per 30 ORAL TABLET 4 (120 per 30
mg days) MG days)
quetiapine oral 1 MO; QL rispe;"idone oral 1 MO
tablet extended (30 per 30 solution
release 24 hr 150 days) risperidone oral 1 MO; QL
mg, 200 mg tablet 0.25 mg, 0.5 (60 per 30
quetiapine oral 1 MO; QL mg, 1 mg, 2 mg, 3 days)
tablet extended (60 per 30 mg
release 24 hr 300 days) risperidone oral 1 MO; QL
mg, 400 mg, 50 mg tablet 4 mg (120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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risperidone oral | MO; QL SEROQUEL XR 3 MO; QL
tablet,disintegrating (60 per 30 ORAL TABLET (60 per 30
0.25mg, 0.5 mg, 1 days) EXTENDED days)
mg, 2 mg, 3 mg RELEASE 24 HR
risperidone oral 1 MO; QL 300 MG, 400 MG,
tablet,disintegrating (120 per 30 S0 MG
4 mg days) sertraline oral 1 MO
RITALIN MO concentrate
RITALIN LA MO sertraline oral tablet 1 MO; QL
ORAL 100 mg, 50 mg (60 per 30
CAPSULE,ER days)
BIPHASIC 50-50 sertraline oral tablet 1 MO; QL
10 MG, 20 MG, 30 25 mg (30 per 30
MG, 40 MG days)
ROZEREM 3 MO; QL SILENOR 3 MO; QL
(30 per 30 (30 per 30
days) days)
SAPHRIS 3 MO; QL STRATTERA 3 MO; QL
(60 per 30 ORAL CAPSULE (60 per 30
days) 10 MG, 18 MG, 25 days)
SARAFEMORAL 3 MO MG, 40 MG
TABLET 10 MG, STRATTERA 3 MO; QL
20 MG ORAL CAPSULE (30 per 30
SECUADO 3 QL (30 per 100 MG, 60 MG, days)
30 days) 80 MG
SEROQUEL 3 MO:; QL SUNOSI 3 PA; MO;
ORAL TABLET (90 per 30 QL (30 per
100 MG, 200 MG, days) 30 days)
25 MG, 50 MG SYMBYAX 3 MO
SEROQUEL 3 MO;QL ORAL CAPSULE
ORAL TABLET (60 per 30 3-25 MG, 6-25 MG
300 MG, 400 MG days) thioridazine 1 MO
SEROQUEL XR 3 MO; QL thiothixene 1 MO
ORAL TABLET (30 per 30 TRANXENE T- 3 PA;MO;
EXTENDED days) TAB ORAL QL (360 per
RELEASE 24 HR TABLET 7.5 MG 30 days)

150 MG, 200 MG

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

This drug list was updated in August 2020

HI_FORMULARY21_201021 45


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
tranylcypromine 1 MO VRAYLAR ORAL 3 MO; QL (7
trazodone 1 MO CAPSULE,DOSE per 30 days)
trifluoperazine 1 MO PACK
— ; VYVANSE MO
trimipramine 1 MO
TRINTELLIX 2 MO; QL WAKIX PA; MO;
LA; QL (60
(30 per 30
per 30 days)
days)
VALIUM 3 PA: MO: WELLBUTRIN 3 MO; QL
SR (60 per 30
QL (120 per days)
30 days) y
venlafaxine oral | MO; QL WELLBUTRIN 3 MO; QL
XL ORAL (90 per 30
capsule,extended (30 per 30
/ S dhr 150 days) TABLET days)
re e";;” K ’ ays EXTENDED
me, 27.0 Mg RELEASE 24 HR
venlafaxine oral 1 MO; QL 150 MG
oo Sule;;];f”ged 519.;) Sp)er 30 WELLBUTRIN 3 MO;QL
erease me Y XL ORAL (30 per 30
venlafaxine oral 1 MO; QL TABLET days)
tablet (90 per 30 EXTENDED
days) RELEASE 24 HR
venlafaxine oral 1 MO; QL 300 MG
tablet extended (30 per 30 XYREM 9 PA; MO:;
release 24hr days) LA; QL
VERSACLOZ 2 (540 per 30
VIIBRYD ORAL 2 MO:;QL days)
TABLET (30 per 30 zaleplon oral | MO; QL
days) capsule 10 mg (60 per 30
VIIBRYD ORAL 2 MO:;QL days)
TABLETS,DOSE (30 per 30 zaleplon oral | MO; QL
PACK 10 MG (7)- days) capsule 5 mg (30 per 30
20 MG (23) days)
VRAYLAR ORAL 3 MO; QL zenzedi oral tablet 1 MO
CAPSULE (30 per 30 10 mg, 5 mg
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZENZEDI ORAL 3 MO CARDIOVAS
TABLET 15 MG,
2.5 MG, 20 MG, 30 CULAR,
MG. 7.5 MG HYPERTENSI
ziprasidone hcl 1 MO; QL ON/LIPIDS
(60 per 30 ANTIARRHYTH
days) MIC AGENTS
Zp;gi}v;ctlgne 1 amiodarone oral 1 MO
7OLOFT ORAL 3 MO BETAPACE AF 3 MO
CONCENTRATE dofetilide 1 MO
ZOLOFT ORAL 3 MO;QL flecainide 1 MO
TABLET 100 MG, (60 per 30 mexiletine 1 MO
S0 MG days) MULTAQ 3 MO
ZOLOFT ORAL 3 MO; QL pacerone oral tablet 1 MO
TABLET 25 MG (30 per 30 100 mg, 200 mg,
days) 400 mg
zolpidem oral 1 1\;[00, ngo propafenone 1 MO
Ei ayf)er quinidine gluconate 1 MO
oral
ZYPREXA 3 MO T
INTRAMUSCUL quinidine sulfate 1 MO
AR oral tablet
ZYPREXAORAL 3  MO; QL RYTHMOL SR 3 MO
(30 per 30 sorine oral tablet 1 MO
days) 120 mg, 160 mg, 80
ZYPREXA 3 MO e
RELPREVV sorine oral tablet 1
INTRAMUSCUL 240 mg
AR SUSPENSION sotalol af 1 MO
g(]?:g ONSTITUTI sotalol oral 1 MO
ON 210 MG SOTYLIZE 3 MO
ZYPREXA ZYDIS 3  MO; QL TIKOSYN 3 MO
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ANTIHYPERTE BENICAR 3 ST; MO
NSIVE BENICAR HCT 3 ST; MO
THERAPY betaxolol oral 1 MO
ACCUPRIL 3 MO BIDIL 2 MO
ACCURETIC 3 MO bisoprolol fumarate 1 MO
acebutolol 1 MO bisoprolol- 1 MO
ALDACTAZIDE 3 MO hydrochlorothiazide
ALDACTONE 3 MO bumetanide 1 MO
aliskiren 1 MO BYSTOLIC 2 MO
ALTACE 3 MO CALAN SR 3 MO
o ORAL TABLET
aml.lorz.de 1 MO EXTENDED
amiloride- 1 MO RELEASE 120
hydrochlorothiazide MG. 240 MG -
amlodipine 1 MO candesartan 1 MO
amlodip ine- 1 MO candesartan- 1 MO
benazepril hydrochlorothiazid
all%lodlpzne- 1 MO captopril 1 MO
0 mesa.rt‘an captopril- 1 MO
an;lodzp ne- 1 MO hydrochlorothiazide
v “;a;f“’f — CARDIZEM CD 3 MO
awrodipme CARDIZEM LA 3 MO
valsartan-hcthiazid
: CARDIZEM 3 MO
ATACAND 3 ST; MO ORAL TABLET
ATACAND HCT 3 ST; MO 120 MG. 30 MG
atenolol 1 MO 60 MG -
atenolol- 1 MO CARDURA 3 ST; MO;
chlorthalidone ORAL TABLET 1 QL (30 per
AVALIDE 3 ST;MO MG, 2 MG, 4 MG 30 days)
AVAPRO 3 ST;MO CARDURA 3 ST;MO;
AZOR 3 ST: MO ORAL TABLET 8 QL (60 per
b 7 . MO MG 30 days)
enazeprt CARDURA XL 3 ST;MO;
benazepril- o 1 MO QL (30 per
hydrochlorothiazide 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CAROSPIR 3 MO DIURIL 3 MO
cartia xt 1 MO doxazosin oral 1 MO; QL
carvedilol 1 MO tablet 1 mg, 2 mg, 4 (30 per 30
carvedilol phosphate 1 MO e days)
CATAPRES 3 MO doxazosin oral | MO; QL
tablet 8§ mg (60 per 30
chlorthalidone oral 1 MO days)
tablet 25 mg, 50 mg
- DUTOPROL 3 MO
clonidine 1 x&g{tgz) DYAZIDE 3 MO
clonidine hcl oral 1 MO DYRENIUM : MO
cablet EDARBI 2 MO
COREG 3 MO EDARBYCLOR 2 MO
COREG CR 3 MO EDECRIN 3 MO
CORGARD 3 MO enalapril maleate 1 MO
COZAAR 3 ST;MO enalapril- 1 MO
DEMSER 3 PA: MO hydrochlorothiazide
DIBENZYLINE 3 PA;MO eplerenone MO
diltiazem hcl oral 1 MO ethacrynic acid k MO
capsule,extended EXFORGE 3 ST; MO
release 12 hr EXFORGE HCT 3 ST; MO
diltiazem hcl oral 1 MO felodipine 1 MO
capsule,extended fosinopril 1 MO
release 24 hr 360 ; .
mg, 420 mg fosinopril- 1 MO
& hydrochlorothiazide
diltiazem hcl oral 1 MO T
capsule,extended furosemide injection 1 MO
release 24hr 120 Sfurosemide oral 1 MO
mg, 180 mg, 240 solution 10 mglml,
mg, 300 mg 40 mgl5 ml (8
diltiazem hcl oral 1 MO mglml)
tablet furosemide oral 1 MO
dilt-xr 1 MO tablet
DIOVAN 3 ST- MO hydralazine oral 1 MO
DIOVAN HCT STi MO hydrochlorothiazide 1 MO
: HYZAAR 3 ST;MO

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

INDERAL LA 3 MO metoprolol 1 MO

INNOPRAN XL 3 MO succinate

INSPRA 3 MO metoprolol ta- 1 MO

irbesarian 1 MO hydrochlorothiaz

S 1 MO metoprolol tartrate 1 MO

hydrochlorothiazide oral

isradipine 1 MO MICARDIS 3 ST; MO

KAPSPARGO 3 MO MICARDIS HCT 3 ST; MO

SPRINKLE MINIPRESS 3 MO

KATERZIA 3 MO minoxidil oral 1 MO

labetalol oral 1 MO moexipril 1 MO

LASIX 3 MO nadolol 1 MO

lisinopril 1 MO nicardipine oral 1 MO

lisinopril- 1 MO nifedipine oral 1 MO

hydrochlorothiazide tablet extended

LOPRESSOR 3 MO release

ORAL TABLET nifedipine oral 1 MO

100 MG tablet extended

losartan 1 MO release 24hr

losartan- 1 MO nimodipine 1 MO

hydrochlorothiazide nisoldipine 1 MO

LOTENSIN 3 MO NORVASC 3 MO

ORAL TABLET NYMALIZE 3

10 MG, 20 MG, 40 ORAL SYRINGE

MG 60 MG/10 ML

LOTREL ORAL 3 MO olmesartan 1 MO

CAPSULE 10-20 olmesartan- 1 MO

MG, 10-40 MG, 5- amlodipin-hcthiazid

10 M.G’ >-20 MG olmesartan- 1 MO

matzim la 1 MO hydrochlorothiazide

MAXZIDE 3 Mo ORENITRAM 3 PA;MO

MAXZIDE-25MG 3 MO perindopril 1 MO

methyldopa 1 MO erbumine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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phenoxybenzamine 1 PA; MO TENORMIN 3 MO
pindolol 1 MO terazosin oral 1 MO; QL
prazosin 1 MO capsule 1 mg, 2 mg, (30 per 30
PRINIVIL ORAL 3 MO S mg days)
TABLET 10 MG, terazosin oral 1 MO; QL
20 MG capsule 10 mg (60 per 30
PROCARDIAXL 3 MO ' days)
propranolol oral 1 MO tiadylt er 1 MO

TIAZAC 3 MO
propranolol- 1 MO
hydrochlorothiazid timolol maleate oral 1 MO
QBRELIS 3 MO TOPROL XL 3 MO
quinapril 1 MO torsemide oral 1 MO
quinapril- 1 MO trandolapril 1 MO
hydrochlorothiazide trandolapril- 1 MO
ramipril 1 MO verapamil
spironolactone 1 MO triamterene 1 MO
spironolacton- 1 MO triamterene- 1 MO
hydrochlorothiaz hydrochlorothiazid
oral capsule 37.5-25

SULAR ORAL 3 MO mg
TABLET
EXTENDED triamterene- 1 MO
RELEASE 24 HR hydrochlorothiazid
17 MG, 34 MG, 8.5 oral tablet
MG TRIBENZOR 3 ST; MO
taztia xt 1 MO UPTRAVI 2 PA; MO;
TEKTURNA 3 MO LA
TEKTURNAHCT 2 MO valsartan 1 MO
telmisartan 1 MO valsartan- 1 MO
rolmisartan- 1 MO hydrochlorothiazide
amlodipl'ne VASERETIC 3 MO
telmisartan- 1 MO VASOTEC 3 MO
hydrochlorothiazid verapamil oral 1 MO
TENORETIC 100 MO VERELAN 3 MO
TENORETIC 50 MO VERELAN PM 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZESTORETIC 3 MO enoxaparin 1 MO; QL
ZESTRIL 3 MO subcutaneous (22.4 per 28
syringe 120 mgl0.8 days)
ZIAC . MO ml, 80 mgl0.8 ml
COAGULATION enoxaparin | MO; QL
THERAPY subcutaneous (16.8 per 28
AGGRENOX 3 MO syringe 30 mgl0.3 days)
aspirin- 1 MO enoxaparin 1 MO; QL
dipyridamole subcutaneous (11.2 per 28
A 7 syringe 40 mgl0.4 days)
BRILINT MO ml
ABLIVI 2 PA; MO; .
ICNJEC"IYION KIT LA, 0; fondaparinux 1 MO
: FRAGMIN 3 MO
cilostazol 1 MO SUBCUTANEOU
clopidogrel oral 1 MO; QL S SOLUTION
days) SUBCUTANEOU
dipyridamole oral 1 MO S SYRINGE
DOPTELET (10 2 PA; MO; heparin (porcine) 1 MO
TAB PACK) LA injection solution
TAB PACK) LA LOVENOX 3 MO: QL
DOPTELET (30 2 PA; MO; SUBCUTANEOU - (28 per 28
TAB PACK) LA S SYRINGE 100 days)
EFFIENT 3 MO MG/ML, 150
ELIQUIS 2 MO MG/ML
ELIQUISDVT-PE 2 MO LOVENOX 3 MOQL
TREAT 30D SUBCUTANEOU (22.4 per 28
START S SYRINGE 120 days)
- 1 : MG/0.8 ML, 80
enoxaparin MO; QL MG/0.8 ML
subcutaneous (28 per 28 :
syringe 100 mg/ml, days) LOVENOX 3 MO; QL
150 mglml SUBCUTANEOU (16.8 per 28
S SYRINGE 30 days)
MGJ/0.3 ML, 60
MG/0.6 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LOVENOX 3 MO; QL atorvastatin | MO; QL
SUBCUTANEOU - (11.2 per 28 (30 per 30
S SYRINGE 40 days) days)
MG/0.4 ML - CADUET ORAL 3 ST; MO;
MULPLETA 2 PA; MO TABLET 10-10 QL (30 per
pentoxifylline 1 MO MG, 10-20 MG, 30 days)
PLAVIX ORAL 3 MO;QL 10-40 MG, 10-80
TABLET 75 MG (30 per 30 MG, 5-10 MG, >-

days) 20 MG, 5-40 MG,

Y 5-80 MG

PRADAXA . PA; MO cholestyramine 1 MO
prasugrel 1 MO (with sugar) oral
PROMACTA 3 PA; MO; powder in packet -

LA cholestyramine light 1 MO
SAVAYSA PA; MO oral powder
TAVALISSE PA; MO; colesevelam 1 MO

LA; QL (60 COLESTIDORAL 3 MO

per 30 days) PACKET
warfarin 1 MO COLESTIDORAL 3 MO
XARELTO 2 MO TABLET
ZONTIVITY 2 MO colestipol oral 1 MO
LIPID/CHOLES packet
TEROL colestipol oral tablet 1 MO
LOWERING CRESTOR 3 ST; MO;
AGENTS QL (30 per
ALTOPREV 3 ST:MO; 30 days)

QL (30 per EZALLOR 3 ST; MO;

30 days) SPRINKLE QL (30 per
amlodipine- 1 MO; QL — 30 days)
atorvastatin (30 per 30 ezetimibe 1 MO

days) ezetimibe- 1 MO; QL
ANTARA ORAL 3 MO simvastatin (30 per 30
CAPSULE 30 MG, days)
90 MG fenofibrate 1 MO

micronized

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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fenofibrate 1 MO LOPID 3 MO
nanocrystallized lovastatin oral 1 MO; QL
oral tablet 145 mg, tablet 10 mg (30 per 30
48 mg days)
FENOFIBRATE 3 MO lovastatin oral 1 MO; QL
ORAL CAPSULE tablet 20 mg, 40 mg (60 per 30
fenofibrate oral 1 MO days)
tablet LOVAZA 3 ST; MO
fenofibric acid 1 MO NEXLETOL 2 PA;MO
(choline) NEXLIZET 2 PA;MO
FENOGLIDE MO niacin oral tablet 1 MO
FLOLIPID ST; MO; extended release 24
QL (300 per hr
| 30 days) NIACOR MO
pwiezoms  Gopen  NASPAN Mo
EXTENDED-
; 1 1 iZZ)S)QL RELEASE
uvastatin ora ; .
capsule 40 mg (60 per 30 SI]YIIEYGLA 1::33:?];1{2 ’ SEMO
days)
Sfluvastatin oral 1 MO; QL PRALUENT PEN ’ }(;‘:, (1;4(2}
tablet extended (30 per 30 28 da Is))
release 24 hr days) , 4
gemfibrozil I MO pravastatin 1 ?;,I(? pecr2 %
JUXTAPID 2 PA; MO; days)
LA prevalite oral 1 MO
LESCOL XL 3 S{Q 1\3/[00, powder in packet
%d(a S)Per QUESTRAN 3 MO
Y LIGHT ORAL
LIPITOR 3 ST; MO; POWDER
%L d(a30$)per QUESTRAN 3 MO
Y ORAL POWDER
LIPOFEN 3 MO IN PACKET
LIVALO 2 MO; QL REPATHA 2 PA; MO;
(30 per 30 QL (3 per
days) 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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REPATHA 2 PA; MO; MISCELLANEO
PUSHTRONEX QL (3.5 per us
28 days) CARDIOVASCU -
REPATHA 2 PA; MO; LAR AGENTS -
SURECLICK - o0 b CORLANOR 2 PA
: ORAL
rosuvastatin 1 MO; QL SOLUTION
Sao f)er 30 CORLANOR 2 PA;MO
1 1 M(-‘y) oL ORAL TABLET
simvastatin ora ; .
tablet (30 per 30 digitek MO
days) digox 1 MO
TRICOR 3 MO digoxin oral solution 1 MO
TRILIPIX 3 MO zfg’/”;f;;/ mi (0.05
VASCEPA 2 MO digoxin oral tablet 1 MO
VYTORIN 10-10 3 ST; MO; ENTRESTO 5 MO: QL
QL (30 per
(60 per 30
30 days) days)
VYTORIN10-20 3 ETL ?3400 - LANOXINORAL 3 MO
30 da S)p TABLET 125
y MCG (0.125 MG),
VYTORIN 10-40 3 ST; MO; 250 MCG (0.25
QL (30 per MG)
30 days) LANOXINORAL 2 MO
VYTORIN 10-80 3 ST; MO; TABLET 62.5
QL (30 per MCG (0.0625 MG)
30 days)
RANEXA 3 MO
WELiHOL . MO ranolazine 1 MO
TABLET 10 MG, QL (30 per VYNDAMAX 2 PA; MO
20 MG, 40 MG, 80 30 days) VYNDAQEL 2 PA;MO
MG - NITRATES
ZYPITAMAG 3 ST; MO; ISORDIL 3 MO
ORAL TABLET 2 QL (30 per
MG, 4 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ISORDIL 3 MO calcipotriene topical MO; QL
TITRADOSE cream (120 per 30
ORAL TABLET 5 days)
MG - calcipotriene topical MO; QL
isosorbide dinitrate 1 MO ointment (120 per 30
oral tablet days)
isosorbide 1 MO calcipotriene- MO; QL
mononitrate betamethasone (400 per 30
MINITRAN 3 MO days)
nitro-bid 1 MO calcitriol topical MO
NITRO-DUR 3 MO COSENTYX (2 PA; MO;
nitroglycerin | MO SYRINGES) QL (3 per
. 28 days)
sublingual
nitroalveerin 1 MO COSENTYX PEN PA; MO;
gLy (2 PENS) QL (5 per
transdermal patch 28 days)
24 hour DOVONEX MO yQL
nitroglycerin . MO TOPICAL (120 per 30
translingual days)
spray,non-aerosol Y
NITROSTAT 3 MO ENSTILAR MO; QL
(400 per 30
DERMATOL days)
OGICALS/TO ILUMYA PA; MO;
PICAL QL (2 per
THERAPY 28 days)
selenium sulfide MO
ANTIPSORIATI topical lotion
ClI SILIQ PA: MO:
ANTISEBORRH QL (6 per
EIC 28 days)
acitretin 1 MO SKYRIZI PA; MO;
calcipotriene scalp 1 MO; QL SUBCUTANEOU - QL (1 per
(120 per 30 S SYRINGE KIT 28 days)
days) SORIATANE MO
ORAL CAPSULE
10 MG, 25 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SORILUX 3 MO; QL CARAC 3 ST; MO
(120 per 30 CONDYLOX 3 MO
days) TOPICAL GEL
STELARA 2 PA; MO; diclofenac sodium 1 PA; MO;
INTRAVENOUS QL (4 per topical gel 3 % QL (100 per
28 days) 28 days)
STELARA 2 PA; MO; doxepin topical 1 MO; QL
SUBCUTANEOU QL (0.5 per (45 per 30
S SOLUTION 28 days) days)
STELARA 2 PA; MO; DUPIXENT 2 PA; MO;
SUBCUTANEOU QL (0.5 per SUBCUTANEOU QL (4.56
S SYRINGE 45 28 days) S SYRINGE 200 per 28 days)
MG/0.5 ML MG/1.14 ML
STELARA 2 PA; MO; DUPIXENT 2 PA; MO;
SUBCUTANEOU QL (1 per SUBCUTANEOU QL (8 per
S SYRINGE 90 28 days) S SYRINGE 300 28 days)
MG/ML MG/2 ML
TACLONEX 3 MO; QL EFUDEX 3 ST; MO
(400 per 30 TOPICAL
days) CREAM
TALTZ 2 PA; MO; ELIDEL 3 PA; MO;
AUTOINJECTOR QL (1 per QL (100 per
28 days) 30 days)
TALTZ SYRINGE 2 PA; MO; EUCRISA 3 PA; MO;
QL (1 per QL (120 per
28 days) 30 days)
TREMFYA 3 PA; MO; FLUOROPLEX 3 ST; MO
QL (2 per fluorouracil topical MO
n 28 days) cream 5 %%
VECTICAL : MO Sfluorouracil topical 1 MO
MISCELLANEO solution
US IMIQUIMOD 3 ST; MO
DERMATOLOG TOPICAL
ICALS CREAM IN
ALDARA 3 ST: MO METERED-DOSE
: PUMP
ammonium lactate 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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imiquimod topical 1 MO prudoxin 1 MO; QL
cream in packet (45 per 30
lidocaine hcl mucous 1 MO; QL days)
membrane jelly (60 per 30 QBREXZA 3 MO
days) REGRANEX 2 MO
lidoczine hel ;nucous | MO SANTYL % MO
membrane solution
4% (40 mgiml) S.ILVADEI\'IE‘ 3 MO
lidocaine topical 1 PA; MO; silver sulfadiazine ! MO
adhesive QL (90 per ssd 1 MO
patch,medicated 5 30 days) tacrolimus topical 1 PA; MO;
% - QL (100 per
lidocaine topical 1 MO; QL 30 days)
ointment (36 per 30 VALCHLOR 2 PA; MO
days) VEREGEN 3 MO;QL
lidocaine viscous 1 MO (30 per 30
lidocaine-prilocaine 1 MO; QL days)
topical cream (30 per 30 ZONALON 3 MO; QL
days) (45 per 30
LIDODERM 3 PA;MO; days)
QL (90 per ZTLIDO 3 PA; MO;
30 days) QL (90 per
methoxsalen 1 MO 30 days)
OXSORALEN 3 MO ZYCLARA 3 ST;MO
ULTRA TOPICAL
CREAM IN
PICATO 2 MO METERED-DOSE
pimecrolimus 1 PA; 1}/{)8, PUMP
L
?0 d(ays) pet THERAPY FOR
ACNE
PLIAGLIS 3 MO
podofilox 1 MO ABSORICA 3 MO
QL (100 per ACANYA 3 MO
30 days) TOPICAL GEL
WITH PUMP
ACZONE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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adapalene topical 1 PA; MO CLINDAGEL 3 MO; QL
cream (150 per 30
adapalene topical 1 PA; MO days)
gel clindamycin | MO; QL
adapalene topical 1 PA phosphate topical (100 per 30
solution Joam days)
adapalene topical 1 PA clindamycin 1 MO; QL
swab phosphate topical (120 per 30
adapalene-benzoyl 1 PA; MO gel days)
peroxide clindamycin . 1 MO; QL
AKLIEF 3 PA: MO phqsphale topical (120 per 30
lotion days)
ALTRENO 3 PA; MO clindamycin 1 MO; QL
amnesteem 1 MO phosphate topical (120 per 30
AMZEEQ 3 MO solution days)
ARAZLO 3 PA; MO clindamycin 1 MO; QL
ATRALIN 3 PA: MO phosphate topical (60 per 30
avita topical cream | PA; MO smiab : . days)
AVITA TOPICAL 3 PA;MO clindamycin-benzoyl MO
GEL peroxide topical gel
uzelaic acid 1 MO clznda{nycm-.benzoyl 1 MO
peroxide topical gel
AZELEX 3 MO with pump 1.2-2.5 %
BENZACLIN MO clindamycin- 1 PA; MO
PUMP tretinoin
BENZAMYCIN 3 MO dapsone topical gel 1 MO
claravis 1 MO DAPSONE 3 MO
CLEOCINT 3 MO; QL TOPICAL GEL
TOPICAL GEL (120 per 30 WITH PUMP
days) DIFFERIN 3 PA;MO
CLEOCINT 3 MO; QL TOPICAL
TOPICAL (120 per 30 CREAM
LOTION days) DIFFERIN 3 PA;MO
clindacin p 1 MO; QL TOPICAL GEL
(69 per 30 WITH PUMP
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DIFFERIN 3 PA; MO MIRVASO 3 PA; MO
TOPICAL TOPICAL GEL
LOTION WITH PUMP
EPIDUO FORTE PA; MO myorisan 1 MO
EPIDUO PA; MO neuac 1 MO
TOPICAL GEL NORITATE 3 ST;MO
WITH PUMP ONEXTON 3 MO
ery pads I MO TOPICAL GEL
erygel 1 MO WITH PUMP
erythromycin with 1 MO RETIN-A 3 PA; MO
ethanol topical gel RETIN-AMICRO 3 PA;MO
erythromycin with 1 MO TOPICAL GEL
ethanol topical 0.04 %, 0.1 %
solution RETIN-A MICRO 3 PA; MO
erythromycin- 1 MO TOPICAL GEL
benzoyl peroxide WITH PUMP 0.06
EVOCLIN 3 MO;QL 70, 0.08 %
(100 per 30 RHOFADE 3 PA; MO
days) SOOLANTRA 3 ST;MO
FABIOR 3 MO tazarotene 1 PA; MO
FINACEA 3 ST; MO TAZORAC 3 PA;: MO
isotretinoin 1 MO tretinoin 1 PA; MO
METROCREAM 3 ST; MO microspheres topical
METROGEL 3 ST; MO gel
TOPICAL GEL 1 tretinoin topical | PA; MO
7o VELTIN 3 PA;MO
METROLOTION 3 ST -enatane 1 MO
metronidazole 1 MO 7IANA 3 PA; MO
topical 'cream TOPICAL
mel‘romdazole 1 MO ANTIBACTERIA
topical gel LS
metronidazole 1 MO
topical lotion ALTABAX 3 MO; QL
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CORTISPORIN 3 MO ciclopirox topical 1 MO
TOPICAL solution
gentamicin topical | MO ciclopirox topical | MO; QL
KLARON 3 MO suspension (60 per 28
mafenide acetate 1 MO o l o days)
mupirocin 1 MO; QL EFZZ’;maZO ¢ lopica ! ZISO ’3158
(30 per 30 i f)
days) lotri le topical 1 M(y) L
mupirocin calcium 1 MO; QL clotrimazoe topica ; Q
solution (30 per 28
(30 per 30 days)
days) lotri l 1 MZ) L
NEO-SYNALAR 3 MO ommasere  Q
: betamethasone (45 per 28
sulfc gcetamzde 1 MO topical cream days)
sodium (acne) clotrimazole- 1 MO; QL
SULFAMYLON 2 MO betamethasone (60 per 28
TOPICAL topical lotion days)
CREAM econazole 1 MO; QL
SULFAMYLON 3 MO (85 per 28
TOPICAL days)
PACKET ERTACZO 3 MO:QL
XEPI 3 MO; QL (60 per 28
(30 per 30 days)
days) EXTINA 3 MO:QL
TOPICAL (100 per 28
ANTIFUNGALS days)
ciclopirox topical 1 MO; QL JUBLIA MO
cream (90 per 28 KERYDIN MO
days) ketoconazole topical MO; QL
ciclopirox topical 1 MO; QL cream (60 per 28
gel (45 per 28 days)
days) ketoconazole topical 1 MO; QL
ciclopirox topical 1 MO; QL foam (100 per 28
shampoo (120 per 28 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ketoconazole topical 1 MO; QL nystatin topical 1 MO; QL
shampoo (120 per 28 ointment (30 per 28

days) days)
ketodan | MO; QL nystatin topical | MO

(100 per 28 powder

days) nystatin- 1 MO; QL
LOPROX (AS 3 MO; QL triamcinolone (60 per 28
OLAMINE) (90 per 28 days)
TOPICAL days) nystop 1 MO
CREAM oxiconazole | PA; MO;
LOPROX 3 MO; QL QL (60 per
TOPICAL (120 per 28 28 days)
SHAMPOO days) OXISTAT 3 PA; MO;
LULICONAZOLE 3 MO; QL QL (60 per

(60 per 28 28 days)

days) XOLEGEL 3 MO; QL
LUZU 3 MO; QL (45 per 28

(60 per 28 days)

days)

: TOPICAL

MENTAX 3 MOQL ANTIVIRALS

(30 per 28

days) acyclovir topical 1 PA; MO;
naftifine topical 1 MO; QL cream %Ld(s per
cream (60 per 28 ays)

days) acyclovir topical 1 PA; MO;
NAFTIN 3 MO: QL ointment QLd(3O per
TOPICAL (60 per 28 30 days)
CREAM 2 % days) DENAVIR MO
NAFTIN 3 MO; QL XERESE MO
TOPICAL GEL (60 per 28 7ZOVIRAX PA; MO;

days) TOPICAL QL (5 per
nystatin topical 1 MO; QL ZOVIRAX 3 PA; MO;
cream (30 per 28 TOPICAL QL (30 per

days) OINTMENT 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TOPICAL clobetasol topical 1 MO; QL
CORTICOSTER lotion (118 per 28
OIDS days)
ala-cort topical MO clobetasol topical | MO; QL
cream 1% ointment (120 per 28
lclomet MO days)
ate o‘me fzsone ' clobetasol topical 1 MO; QL
amcinonide topical MO shampoo (236 per 28
cream days)
amgnomde topical MO clobetasol topical 1 MO; QL
lotion spray,non-aerosol (125 per 28
apexicon e MO; QL days)
(120 per 30 clobetasol-emollient 1 MO; QL
days) topical cream (120 per 28
beser MO days)
betamethasone MO clobetasol-emollient 1 MO; QL
dipropionate topical foam (100 per 28
betamethasone MO days)
valerate CLOBEX 3 MO; QL
betamethasone, MO TOPICAL (118 per 28
augmented LOTION days)
BRYHALI MO CLOBEX 3 MO;QL
TOPICAL (236 per 28
APEX M
Cl ) seal Mg 2 SHAMPOO days)
p :
clobetasot scaip (IOO’err - CLOBEX 3 MO;QL
days) TOPICAL (125 per 28
. Y SPRAY,NON- days)
clobetasol topical 1\;[200, QL28 AEROSOL
cream ga S)p “ CLOCORTOLON 3 MO
— M(y) - E PIVALATE
;(;ijmso fopica (1 OO, Qer 7% clodan 1 MO; QL
p (236 per 28
days) days)
clobetasol topical MO; QL
gel (120 per 28 CLODERM MO
days) CORDRAN TAPE MO
LARGE ROLL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CORDRAN 3 MO; QL [fluocinolone and 1 MO
TOPICAL (120 per 30 shower cap
CREAM days) fluocinolone topical 1 MO
CORDRAN 3 MO; QL cream
TOPICAL (120 per 30 fluocinolone topical 1 MO
LOTION days) ointment
CORDRAN 3 MO; QL fluocinolone topical 1 MO
TOPICAL (120 per 30 solution
OINTMENT days) fluocinonide topical 1 MO; QL
CUTIVATE 3 MO cream 0.1 % (120 per 30
TOPICAL days)
LOTION fluocinonide topical 1 MO; QL
DERMA- 3 MO gel (120 per 30
SMOOTHE/FS days)
SCALP OIL fluocinonide topical 1 MO; QL
DESONATE 3 MO ointment (120 per 30
desonide topical 1 MO days)
cream [fluocinonide topical 1 MO; QL
desonide topical 1 MO solution (120 per 30
lotion days)
desonide topical 1 MO fluocinonide-e 1 MO; QL
ointment (120 per 30
DESOWEN 3 days)
TOPICAL Sflurandrenolide 1 MO; QL
CREAM (120 per 30
desoximetasone 1 MO days)
diflorasone 1 MO; QL fluticasone 1 MO

(120 per 30 propionate topical

days) halcinonide 1 MO
DIPROLENE 3 MO halobetasol 1 MO
TOPICAL propionate topical
OINTMENT cream
DUOBRII 3 MO; QL halobetasol 1 MO

(200 per 30 propionate topical

days) ointment

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HALOG 3 MO LOCOID 3 MO; QL
TOPICAL LIPOCREAM (120 per 30
CREAM days)
HALOG 3 MO LOCOID 3 MO; QL
TOPICAL TOPICAL (118 per 30
OINTMENT LOTION days)
hydrocortisone | MO LUXIQ 3 MO
butyrate topical mometasone topical 1 MO
cream nolix 1  MO;QL
hydrocortisone 1 MO; QL (120 per 30
butyrate topical (118 per 30 days)
lotion days) OLUX 3 MO: QL
hydrocortisone 1 MO (100 per 28
bqt;/ratet topical days)
omtmen OLUX-E 3 MO:QL
hydrocortisone 1 MO; QL (100 per 28
butyrate topical (120 per 30 days)
solution | days) PANDEL 3 MO
hy d.rocortzsone ! MO prednicarbate 1 MO
topical cream 1 %,
25% PSORCON 3 QL (120 per
hydrocortisone 1 MO 30 days)
topical lotion 2.5 % "?}({)11\)13;12&1{ 3 MO
hyd'rocor.tzsone 1 MO CREAM
topical ointment 1
%, 2.5% TEXACORT 3 MO
hydrocortisone 1 MO TOPICORT 3 MO
valerate tovet emollient 1 MO; QL
IMPOYZ 3 MO;QL (100 per 28
(120 per 28 days)
days) triamcinolone 1 MO; QL
KENALOG 3 MO:; QL acetonide topical (126 per 28
TOPICAL (126 per 28 aerosol days)
days) triamcinolone 1 MO
LEXETTE 3 MO acetonide topical

cream

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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triamcinolone 1 MO DIAGNOSTIC
acetonide topical S/
lotion
. MISCELLAN
triamcinolone 1 MO EOUS
acetonide topical
ointment AGENTS
trianex 1 MO MISCELLANEO
triderm topical 1 MO US AGENTS
0
?}e{c;nlgg‘sllfON 3 VO acamprosate 1 MO
LTRAVATE 3 MO AGRYLIN ) MO
,[rj OPIC A\IIJ anagrelide 1 MO
LOTION ANTABUSE 3 MO
VANOS 3 MO; QL ARALAST NP 2 MO; LA
(120 per 30 INTRAVENOUS
days) RECON SOLN
VERDESO 3 MO 1,000 MG
TOPICAL AURYXIA 3 PA; MO
SCABICIDES / BUPHENYL 3 PA; MO
PEDICULICIDE CARBAGLU 2 PA; MO;
S LA
CARNITOR 3 MO
fL;MITE - 3 ORAL
sll’:a:;;eoéop red ! MO cevimeline | MO
malathion 1 MO EHEMET i Pi; MO
LINIMIX P
NATROBA f 1O 4.25%/D5SW
OVIDE 3 MO SULFIT FREE
permethrin topical 1 MO CLINIMIX E 3 PA
cream 2.75%/D5W SULF
SKLICE 3 MO FREE
clovique 1 PA
dl0 %5-0.45 % 1

sodium chloride

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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d2.5 %-0.45 % 1 kionex (with 1 MO
sodium chloride sorbitol)
d5 % and 0.9 % | MO lanthanum 1 MO
sodium chloride levocarnitine (with 1 MO
d5 %-0.45 % sodium | MO sugar)
chloride levocarnitine oral 1 MO
deferasirox oral | PA; MO tablet
tablet LITHOSTAT 3 MO
deferasirox oral | PA; MO LOKELMA % MO
;ablet, dlS]pO e:;lbled . midodrine 1 MO
extrose 0an S )
0.2 % nacl nitisinone | PA; MO
dextrose 10 % in | MO NITYR < PA; MO;
LA
water (d10w)
dextrose 5 % in | MO NORTHERA < PA; MO
water (dSw) ORFADIN ORAL 3 PA; MO;
intravenous CAPSULE 10 MG, LA
piggyback 2 MG, 5 MG
dextrose 5%-0.2 % 1 ORFADIN ORAL 2 PA; MO;
sod chloride CAPSULE 20 MG LA
sodium chloride SUSPENSION LA
disulfiram 1 MO OXBRYTA 3 PA; MO;
ENDARI 3 PA; MO LA; QL (90
per 30 days)
EVOXAC 3 MO . :
pilocarpine hel oral 1 MO
EXJADE < iﬁ’ MO; PROLASTIN-C 2 LA
INTRAVENOUS
FERRIPROX 2 PA; MO RECON SOLN
FOSRENOL 3 MO PROLASTIN-C 2 MO;LA
GLASSIA 3 MO; LA INTRAVENOUS
INCRELEX 2 MO;LA SOLUTION
JADENU 3 PA; MO RAVICTI 2 PA; MO
JADENU 3 PA:; MO RENAGEL ORAL 3 MO
SPRINKLE TABLET 800 MG
RENVELA 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RILUTEK 3 PA; MO SMOKING
riluzole 1 PA; MO DETERRENTS
risedronate oral 1 MO; QL bupropion hcl 1 MO
tablet 30 mg (30 per 30 (smoking deter)
days) CHANTIX MO
SALAGEN 3 MO CHANTIX MO
(PILOCARPINE) CONTINUING
sevelamer carbonate 1 MO MONTH BOX
sevelamer hcl 1 MO CHANTIX 3 MO
sodium chloride 0.9 1 MO STARTING
% intravenous MONTH BOX
parenteral solution NICOTROL 3 MO
sodium chloride | MO NICOTROL NS 3 MO
irrigation
soafum | PA; MO EAR, NOSE/
phenylbutyrate THROAT
. MEDICATIO
sodium polystyrene | MO
(sorb free) NS
sodium polystyrene 1 MO MISCELLANEO
sulfonate oral US AGENTS
powder 5
: : azelastine nasal 1 MO; QL
sps (with sorbitol) 1 MO (60 per 30
oral days)
SYPRINE 3 PA;MO chlorhexidine 1 MO
THIOLA 2 MO gluconate mucous
THIOLA EC 2 MO membrane
TIGLUTIK 3 PA;MO ipratropium 1 MO; QL
rientine 1 PA: MO bromide nasal 5130 p)er 30
VELPHORO 3 MO e
olopatadine nasal 1 MO; QL
VELTASSA 2 MO (30.5 per 30
XURIDEN 2 PA; MO days)
ZEMAIRA 3 MO LA PATANASE 3 MO;QL
(30.5 per 30
days)

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

acetonide dental DIABETES

MISCELLANEO

US OTIC ADRENAL

PREPARATION e

S ACTHAR 3 PA; MO

acetic acid otic 1 MO CORTEF 3 MO

(ear) cortisone 1 MO

ciprofloxacin hcl 1 MO dexabliss |

otic (ear) dexamethasone 1 MO

DERMOTIC OIL 3 MO intensol

flac otic oil 1 dexamethasone oral 1 MO

fluocinolone 1 MO elixir

acetonide oil dexamethasone oral 1 MO

hydrocortisone- 1 MO tablet

acetic acid dexamethasone oral 1 MO

ofloxacin otic (ear) 1 MO tablets,dose pack

OTIC STEROID EMFLAZA 3 PA; MO;

I ANTIBIOTIC LA

CIPRO HC 3 ST: MO ﬂudrocort?'sone 1 MO

CIPRODEX 7 MO hydrocortisone oral 1 MO

CIPROFLOXACI 3  ST; MO MEDROL 3 PAMO

N. MEDROL (PAK) 3 MO

FLUOCINOLON methylprednisolone 1 PA; MO

E oral tablet

neomycin- MO methylprednisolone 1 MO

polymyxin-hc otic oral tablets,dose

(ear) pack

OTOVEL 3 ST; MO millipred oral tablet 1 PA; MO
ORAPRED ODT 3 PA; MO
prednisolone oral 1 MO

solution 15 mgl5 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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prednisolone sodium 1 MO DIABETES
phosphate oral THERAPY
solution 10 mgl/5 ml,
20 mal5 ml (4 acarbose oral tablet | MO; QL
mglml), 25 mgl5 ml 100 mg 5190 per 30
(5 mgiml), 5 mg ays)
basel5 ml (6.7 mgl5 acarbose oral tablet 1 MO; QL
ml) 25 mg (360 per 30
; : ) days)
prednisolone sodium 1 PA; MO
phosphate oral acarbose oral tablet 1 MO; QL
tablet,disintegrating 50 mg (180 per 30
prednisone intensol 1 PA; MO days)
prednisone oral 1 MO ACTOPLUS MET 3 1\;[0; QL
solution é 0 p)er 30
_ ays
d [ 1 PA; MO
ey ACTOS 3 MO:;QL
: (30 per 30
prednisone oral 1 MO days)
tablets,d k
apfets,dose pac | ADLYXIN 3 PA; MO:
RAYOS [ F A MO SUBCUTANEOU QL (6 per
TAPERDEX 3 MO S PEN INJECTOR 180 days)
ORAL 10 MCG/0.2 ML-
TABLETS,DOSE 20 MCG/0.2 ML
PACK 1.5 MG (21 ADLYXIN 3 PA;MO;
TABS), 1.5 MG (49 SUBCUTANEOU QL (6 per
TABS) S PEN INJECTOR 30 days)
TAPERDEX 3 20 MCG/0.2 ML
ORAL ADMELOG 3 ST;MO
TABLETS,DOSE SOLOSTAR U-100
PACK 1.5 MG (27 INSULIN
TABS)
ADMELOG U-100 3 ST; MO
ANTITHYROID INSULIN LISPRO
AGENTS
methimazole oral 1 MO
tablet 10 mg, 5 mg
propylthiouracil 1 MO
TAPAZOLE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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AFREZZA 3 MO AVANDIA ORAL MO: QL
INHALATION TABLET 2 MG, 4 (60 per 30
CARTRIDGE MG days)
WITH INHALER BAQSIMI MO
12 UNIT, 4 UNIT, BASAGLAR ST; MO
4 UNIT (90)/ 8
KWIKPEN U-100
UNIT (90), 4 INSULIN
UNIT/8 UNIT/ 12
UNIT (60), 8 BD MO
UNIT, 8 UNIT AUTOSHIELD
(90)/ 12 UNIT (90) DUO PEN
ALCOHOL PADS 2 MO ;}i]iﬁgiLIN v
ALOGLIPTIN 3 ZTL %\3/100; r SYRINGE HALF
30 da S)pe UNIT 0.3 ML 31
y GAUGE X 5/16"
SOLEI Y gNOL wmun o
20 days)pe SYRINGE U-500
ALOGLIPTIN- 3 MO: QL BD INSULIN MO
PIOGLITAZONE (30 per 30 ULTRA-FINE
i f)e SYRINGE 0.3 ML
y 30 GAUGE X 1/2",
AMARYL ORAL 3 MO; QL 0.3 ML 31
TABLET 1 MG (240 per 30 GAUGE X 5/16",
days) 0.5 ML 31
AMARYL ORAL 3 MO: QL GAUGE X 5/16", 1
TABLET 2 MG (120 per 30 ML 30 GAUGE X
days) 1/2"
AMARYL ORAL 3 MO: QL BD NANO 2ND MO
TABLET 4 MG (60 per 30 GEN PEN
days) NEEDLE
APIDRA 3 ST; MO BD ULTRA-FINE MO
SOLOSTAR U-100 MICRO PEN
INSULIN NEEDLE
APIDRA U-100 3 ST; MO BD ULTRA-FINE MO
INSULIN MINI PEN
NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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BD ULTRA-FINE 2 MO DROPLET 2
NANO PEN INSULIN
NEEDLE SYRINGE
BD ULTRA-FINE 2 MO DROPLET PEN 2 MO
SHORT PEN NEEDLE 29
NEEDLE GAUGE X 1/2", 29
BD VEO b MO GAUGE X 3/8", 31
INSULIN SYR GAUGE X 1/4", 31
HALF UNIT GAUGE X 3/16",
31 GAUGE X
?;T)SYJE?N 2 MO 5/16", 32 GAUGE
SYRINGE UF X 1/4", 32 GAUGE
X 3/16", 32
BYDUREON 2 PA; MO; GAUGE X 5/16",
BCISE QL (4 per 32 GAUGE X
28 days) 5/32"
BYDUREON 2 PA; MO; DUETACT 3 MO:; QL
SUBCUTANEOU QL (4 per (30 per 30
S PEN INJECTOR 28 days) days)
BYETTA 2 PA;MO; FARXIGA ORAL 2  MO:;QL
SUBCUTANEOU QL (2.4 per TABLET 10 MG (30 per 30
S PEN INJECTOR 30 days) days)
10
FARXIGA ORAL 2 MO; QL
ﬁggﬁﬁ(i?g(j?\(/)[L TABLET 5 MG (60 per 30
i days)
BYETTA 2 PA; MO; X
SUBCUTANEOU QL (1.2 per Ei%S;)TOU CH U- < ST; MO
S PEN INJECTOR 30 days) 100 INSULIN
5 MCG/DOSE (250
MCG/ML) 1.2 ML FIASP PENFILL 3 ST; MO
CYCLOSET 3 MO; QL U-100 INSULIN
(180 per 30 FIASP U-100 3 ST; MO
days) INSULIN
diazoxide 1 MO FORTAMET 3 ST; MO;
ORAL TABLET QL (60 per
&lé%i%EITSYR 2 EXTENDED 30 days)
HALF UNIT RELEASE 24HR
1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FORTAMET 3 ST; MO; GLUCAGEN 3 MO
ORAL TABLET QL (150 per HYPOKIT
EXTENDED 30 days) GLUCAGON 3 MO
RELEASE 24HR EMERGENCY
500 MG KIT (HUMAN)
GAUZE PADS 2 2 MO GLUCOTROL 3 MO; QL
X2 ORAL TABLET (120 per 30
glimepiride oral 1 MO; QL 10 MG days)
tablet 1 mg (240 per 30 GLUCOTROL 3 MO; QL
days) ORAL TABLET 5 (240 per 30
glimepiride oral 1 MO; QL MG days)
tablet 2 mg (120 per 30 GLUCOTROL XL 3 MO; QL
days) ORAL TABLET (60 per 30
glimepiride oral 1 MO; QL EXTENDED days)
tablet 4 mg (60 per 30 RELEASE 24HR
days) 10 MG
glipizide oral tablet 1 MO; QL GLUCOTROL XL 3 MO; QL
10 mg (120 per 30 ORAL TABLET (240 per 30
days) EXTENDED days)
glipizide oral tablet 1 MO; QL RELEASE 24HR
5mg (240 per 30 2.5 MG
days) GLUCOTROL XL 3 MO; QL
glipizide oral tablet 1 MO; QL ORAL TABLET (120 per 30
extended release (60 per 30 EXTENDED days)
24hr 10 mg days) RELEASE 24HR 5
glipizide oral tablet 1 MO; QL MG
extended release (240 per 30 GLUMETZA 3 ST; MO;
24hr 2.5 mg days) ORAL QL (60 per
glipizide oral tablet 1 MO; QL EAA];I,EEI;FI::],:}IENTI o 30 days)
extended release (120 per 30 N 24 HR 1,000 MG
24hr 5 mg days)
glipizide-metformin 1 MO; QL GLUMETZA < ST; MO;
ORAL QL (120 per
oral tablet 2.5-250 (240 per 30 TABLET.ER 30 days)
mE days) GAST.RETENTIO
glipizide-metformin 1 MO; QL N 24 HR 500 MG
oral tablet 2.5-500 (120 per 30
mg, 5-500 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GLYSET ORAL MO; QL HUMULIN 70/30 2 MO
TABLET 100 MG (90 per 30 U-100 INSULIN
days) HUMULIN 70/30 2 MO
GLYSET ORAL MO:; QL U-100 KWIKPEN
TABLET 25 MG (360 per 30 HUMULIN N 2 MO
days) NPH INSULIN
GLYSET ORAL MO:; QL KWIKPEN
TABLET 50 MG (180 per 30 HUMULIN N 2 MO
days) NPH U-100
GLYXAMBI ST: MO: INSULIN
QL (30 per HUMULIN R 2 MO
30 days) REGULAR U-100
GVOKE MO INSULN
HYPOPEN 2- HUMULIN R U- 2 MO
PACK 500 (CONC)
GVOKE PFS 2- MO INSULIN
PACK SYRINGE HUMULIN R U- 2 MO
HUMALOG MO 500 (CONC)
JUNIOR KWIKPEN
KWIKPEN U-100 INSULIN ASP 3 ST
HUMALOG MO PRT-INSULIN
KWIKPEN ASPART
INSULIN INSULIN 3 ST: MO
HUMALOG MIX MO ASPART U-100
50-50 INSULN U- INSULIN LISPRO ST; MO
100 INSULIN LISPRO ST: MO
HUMALOG MIX MO PROTAMIN-
50-50 KWIKPEN LISPRO
HUMALOG MIX MO INSULIN PEN 2 MO
75-25 KWIKPEN NEEDLE
HUMALOG MIX MO INSULIN 2 MO
75-25(U- SYRINGE (DISP)
100)INSULN U-100 0.3 ML, 1
HUMALOG U- MO ML, 1/2 ML
100 INSULIN

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

formulary or visit us on the Web at express-scripts.com.
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INVOKAMET 2 MO; QL JENTADUETO 3 ST; MO;
(60 per 30 XR ORAL QL (30 per
days) TABLET, IR - ER, 30 days)
INVOKAMETXR 2  MO; QL BIPHASIC 24HR
(60 per 30 5-1,000 MG
days) KAZANO 3 ST; MO;
INVOKANA 2 MO;QL QL (60 per
(30 per 30 30 days)
days) KOMBIGLYZE 2 MO;QL
JANUMET b MO; QL XR ORAL (60 per 30
(60 per 30 TABLET, ER days)
days) MULTIPHASE 24
JANUMET XR 2 MO; QL HR 2.5-1,000 MG
ORAL TABLET, (30 per 30 KOMBIGLYZE 2 MO:;QL
ER days) XR ORAL (30 per 30
MULTIPHASE 24 TABLET, ER days)
HR 100-1,000 MG MULTIPHASE 24
JANUMET XR 2 MO; QL g)% ;8000 MG, 5-
ORAL TABLET, (60 per 30
ER days) LANTUS 2 MO
MULTIPHASE 24 SOLOSTAR U-100
HR 50-1,000 MG, INSULIN
50-500 MG LANTUS U-100 2 MO
JANUVIA 2 MO;QL INSULIN
(30 per 30 LEVEMIR 3 ST;MO
days) FLEXTOUCH U-
JARDIANCE 3 ST; MO; 100 INSULN
QL (30 per LEVEMIR U-100 3 ST; MO
30 days) INSULIN
JENTADUETO 3 ST; MO; LYUMJEV 2 MO
QL (60 per KWIKPEN U-100
30 days) INSULIN
JENTADUETO 3 ST; MO; LYUMJEV 2 MO
XR ORAL QL (60 per KWIKPEN U-200
TABLET, IR - ER, 30 days) INSULIN
BIPHASIC 24HR LYUMJEV U-100 2 MO
2.5-1,000 MG INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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metformin oral | MO; QL miglitol oral tablet | MO; QL
solution (765 per 30 25mg (360 per 30
days) days)
metformin oral | MO; QL miglitol oral tablet | MO; QL
tablet 1,000 mg (75 per 30 50 mg (180 per 30
days) days)
metformin oral 1 MO; QL nateglinide oral 1 MO; QL
tablet 500 mg (150 per 30 tablet 120 mg (90 per 30
days) days)
metformin oral 1 MO; QL nateglinide oral 1 MO; QL
tablet 850 mg (90 per 30 tablet 60 mg (180 per 30
days) days)
metformin oral 1 MO; QL NEEDLES, 2 MO
tablet extended (120 per 30 INSULIN
release 24 hr 500 mg days) DISP..SAFETY
metformin oral 1 MO; QL NESINA 3 ST; MO;
tablet extended (60 per 30 QL (30 per
release 24 hr 750 mg days) 30 days)
metformin oral 1 ST; MO; NOVOFINE 32 2 MO
tablet extended QL (60 per NOVOFINE P MO
release (osm) 24 hr 30 days) PLUS
1.000 mg NOVOLIN 70/30 3 ST;MO
metformin oral 1 ST; MO; U-100 INSULIN
il QLIS tor 3 st
500 ma y FLEXPEN U-100
metformin oral 1 ST; MO; NOVOLIN N 3 ST, MO
FLEXPEN
tablet,er QL (60 per
gast.retention 24 hr 30 days) NOVOLIN N 3 ST; MO
1,000 mg NPH U-100
metformin oral 1 ST; MO; INSULIN
tablet,er QL (120 per NOVOLIN R 3 ST; MO
gast.retention 24 hr 30 days) FLEXPEN
500 mg NOVOLIN R 3 ST; MO
miglitol oral tablet 1 MO; QL REGULAR U-100
100 mg (90 per 30 INSULN
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NOVOLOG 3 ST; MO OZEMPIC 2 PA; MO;
FLEXPEN U-100 SUBCUTANEOU QL (3 per
INSULIN S PEN INJECTOR 28 days)
NOVOLOG MIX 3  ST;MO I MG/DOSE (2
70-30 U-100 MG/1.5 ML)
INSULN pioglitazone 1 MO; QL
NOVOLOG MIX 3 ST; MO (30 per 30
70-30FLEXPEN days)
U-100 pioglitazone- 1 MO; QL
NOVOLOG 3 ST: MO glimepiride (30 per 30
PENFILL U-100 days)
INSULIN pioglitazone- 1 MO; QL
NOVOLOG U-100 3  ST; MO metformin (90 per 30
INSULIN days)
ASPART PRECOSE ORAL 3 MO; QL
NOVOTWIST P MO TABLET 100 MG (90 per 30
NEEDLE 32 days)
GAUGE X 1/5" PRECOSE ORAL 3 MO; QL
OMNIPOD DASH P MO TABLET 25 MG (360 per 30
5 PACK POD days)
OMNIPOD P MO PRECOSE ORAL 3 MO; QL
INSULIN TABLET 50 MG (180 per 30
MANAGEMENT days)
OMNIPOD P MO PROGLYCEM 3 MO
INSULIN QTERN MO; QL
REFILL (30 per 30
ONGLYZA 2 MO:;QL days)

(30 per 30 repaglinide oral 1 MO; QL

days) tablet 0.5 mg (960 per 30
OSENI 3 MO;QL days)

(30 per 30 repaglinide oral 1 MO; QL

days) tablet 1 mg (480 per 30
OZEMPIC 2 PA;MO; days)
SUBCUTANEOU QL (1.5 per repaglinide oral 1 MO; QL
S PEN INJECTOR 28 days) tablet 2 mg (240 per 30
0.25MGOR 0.5 days)

MG(2 MG/1.5 ML)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RIOMET MO; QL SYNJARDY ST; MO;
(765 per 30 QL (60 per
days) 30 days)
RIOMET ER MO; QL SYNJARDY XR ST; MO;
(600 per 30 ORAL TABLET, QL (60 per
days) IR - ER, 30 days)
RYBELSUS PA; MO; BIPHASIC 24HR
QL (30 per 10-1,000 MG, 12.5-
30 days) 1,000 MG, 5-1,000
SEGLUROMET MO; QL MG
ORAL TABLET (60 per 30 SYNJARDY XR ST; MO;
2.5-1,000 MG, 7.5- days) ORAL TABLET, QL (30 per
1,000 MG, 7.5-500 IR - ER, 30 days)
MG BIPHASIC 24HR
SEGLUROMET MO; QL 25-1,000 MG
ORAL TABLET (120 per 30 TECHLITE
2.5-500 MG days) INSULIN SYR
SOLIQUA 100/33 MO: QL HALF UNIT
(15 per 30 TECHLITE
days) INSULIN
STARLIX ORAL MO; QL SYRINGE
TABLET 120 MG (90 per 30 TECHLITE PEN MO
days) NEEDLE 29
: GAUGE X 1/2", 31
STEGLATRO ?;[(? : ?Igo GAUGE X 1/4", 31
" f)e GAUGE X 3/16",
Y 31 GAUGE X
STEGLUJAN ST; MO; 5/16", 32 GAUGE
QL (30 per X 1/4", 32 GAUGE
30 days) X 5/16", 32
SYMLINPEN 120 PA; MO; GAUGE X 5/32"
QL (10.8 TECHLITE PEN
per 30 days) NEEDLE 29
SYMLINPEN 60 PA; MO; GAUGE X 3/8"
QL (6 per TOUJEO MAX U- MO
30 days) 300 SOLOSTAR

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TOUJEO 2 MO TRUEPLUS 2 MO
SOLOSTAR U-300 INSULIN
INSULIN SYRINGE 0.3 ML
TRADJENTA 3 ST; MO; 30 GAUGE X
QL (30 per 5/16", 0.3 ML 31
30 days) GAUGE X 5/16",
TRESIBA 3 ST: MO (()}Zl\géé; Lo
FLEXTOUCH U- ’
100 0.5 ML 30
GAUGE X 5/16",
TRESIBA 3 ST: MO 0.5 ML 31
FLEXTOUCH U- GAUGE X 5/16", 1
200 ML 29 GAUGE X
TRESIBA U-100 3 ST: MO 1/2", 1 ML 30
INSULIN GAUGE X 5/16, 1
TRIJARDY XR 3 ST:; MO:; ML 31 GAUGE X
ORAL TABLET, QL (30 per S/16
IR - ER, 30 days) TRUEPLUS PEN 2 MO
BIPHASIC 24HR NEEDLE
10-5-1,000 MG, 25- TRULICITY 2 PA; MO:;
5-1,000 MG QL (2 per
TRIJARDY XR 3 ST; MO:; 28 days)
ORAL TABLET, QL (60 per VICTOZA 3-PAK 2 PA;MO;
IR - ER, 30 days) QL (9 per
BIPHASIC 24HR 30 days)
;-22'55_-215(;(1)603 éVIG’ XIGDUO XR 2 MO; QL
o ORAL TABLET, (30 per 30
TRUEPLUS 2 IR - ER, days)
INSULIN BIPHASIC 24HR
SYRINGE 0.3 ML 10-1,000 MG, 10-
29 GAUGE X 1/2", 500 MG
I ML 28 GAUGE XIGDUO XR 2 MO;QL
X 1/2", 1/2 ML 28
GAUGE X 1/2" ORAL TABLET, (60 per 30
IR - ER, days)
BIPHASIC 24HR
2.5-1,000 MG, 5-
1,000 MG, 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 express-scripts.com.
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XULTOPHY 2 MO; QL calcitonin (salmon) | MO
100/3.6 (15 per 30 calcitriol oral 1 MO
days) CERDELGA 2 PA;MO
MISCELLANEO cinacalcet 1 MO
US HORMONES y ] { MO
anazo
ANADROL-50 3 PA; MO DDAVP NASAL D) MO
ANDRODERM 2 PA; MO; SOLUTION
%Ld(” per DDAVP NASAL 3 MO
ays) SPRAY WITH
ANDROGEL 3 PA; MO; PUMP
TRANSDERMAL QL (150 per DDAVP ORAL MO
GEL IN 30 days) .
METERED-DOSE DEPO- PA; MO
PUMP 20.25 TESTOSTERONE
MG/1.25 GRAM desmopressin nasal 1 MO
(1.62 %) spray,non-aerosol
ANDROGEL 3 PA; MO; desmopressin oral 1 MO
TRANSDERMAL QL (300 per doxercalciferol oral 1 MO
GEL IN PACKET 30 days) FORTESTA 3 PA: MO:
1% (25 QL (120 per
MG/2.5GRAM), 1 30 days)
% (50 MG/5
GRAM) GALAFOLD 3 ii;- MI?; N
ANDROGEL 3 PA; MO; QL (
per 30 days)
TRANSDERMAL QL (37.5
GEL IN PACKET per 30 days) ISTURISAORAL 3 PA;MO;
MG/1.25 GRAM) 8240 per 30
ANDROGEL 3 PA: MO: ays)
GEL IN PACKET 30 days) TABLET 10 MG LA; QL
1.62 % (40.5 (180 per 30
MG/2.5 GRAM) days)
LA TABLET 5 MG LA; QL (60
30d
cabergoline 1 MO bet ays)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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JYNARQUE 3 PA; LA PALYNZIQ 2 PA; MO;
ORAL TABLET SUBCUTANEOU LA; QL (60
JYNARQUE 3 PA; MO; S SYRINGE 20 per 30 days)
ORAL TABLETS, LA MG/ML
SEQUENTIAL paricalcitol oral 1 MO
KORLYM 3 PA; MO RAYALDEE 3 MO
KUVAN 2 PA; MO ROCALTROL 3 MO
METHITEST 3 MO SAMSCA ORAL 2 PA; MO
methyltestosterone 1 MO TABLET 15 MG
oral capsule SAMSCA ORAL 3 PA; MO
miglustat 1 PA; MO; TABLET 30 MG
LA SENSIPAR 3 MO
MYALEPT 2 PA; MO; SOMAVERT 2 PA; MO
LA STIMATE 2 MO
NATESTO 3 PA; MO; SYNAREL P MO
Qellj g%)lf: S) TESTIM 3 PA; MO;
P y QL (300 per
NATPARA 2 ilz, MO; 30 days)
testosterone 1 PA; MO
NOCDURNA 3 PA; MO; cypionate
(MEN) QL (30 per intramuscular oil
30 days) 100 mglml, 200
NOCDURNA 3 PA; MO; mgiml, 200 mgiml
(WOMEN) QL (30 per (1 ml)
30 days) testosterone 1 PA; MO
ORILISSA 3 MO enanthate
oxandrolone 1 PA; MO testosterone 1 PA; MO;
PALYNZIQ 9 PA; MO:; transdermal gel in QL (120 per
SUBCUTANEOU LA; QL (15 metered-dose pump 30 days)
S SYRINGE 10 per 30 days) 10 mgl0.5 gram
MG/0.5 ML lactuation
PALYNZIQ 2 PA; MO;
SUBCUTANEOU LA; QL 4
S SYRINGE 2.5 per 30 days)
MG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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TESTOSTERONE 3 PA; MO; XYOSTED 3 PA; MO;
TRANSDERMAL QL (300 per QL (2 per
GEL IN 30 days) 28 days)
METERED-DOSE ZAVESCA 3 PA; MO;
PUMP 12.5 MG/ LA
125 GRAM (1 %) ZEMPLAR ORAL 3 MO
testosterone 1 PA; MO; CAPSULE 1
transdermal gel in QL (150 per MCG, 2 MCG
Zaoe;e;’ed-c/l?s; pump 30 days) THYROID
.25 mgll.25 gram
(1.62%) HORMONES
testosterone 1 PA; MO; CYTOMEL 3 MO
transdermal gel in QL (300 per euthyrox 1 MO
packet 1% (25 30 days) levo-1 1
0

%gg;;%gagc)lml) & levothyroxine oral 1 MO
testosierone 1 PA: MO: levoxyl oral tablet 1 MO
transdermal gel in QL (37.5 100 mcg, 112 mcg,
packet 1.62 % per 30 days) 125 meg, 137 mcg,
(20.25 mgl1.25 150 meg, 175 mcg,
gram) 200 mcg, 25 mcg, 50

mcg, 75 mcg, 88
testosterone | PA; MO; meg
transdermal gel in QL (150 per - -
packet 1.62 % (40.5 30 days) liothyronine oral S V1O
mgl2.5 gram) SYNTHROID 3 MO
testosterone 1 PA; MO; TIROSINT 3 MO
transdermal solution QL (180 per TIROSINT-SOL 3 MO
in metered pump 30 days) unithroid oral tablet 1 MO
wlapp 100 mcg, 112 mcg,
VOGELXO 3 PA; MO; 125 mcg, 150 mcg,
TRANSDERMAL QL (300 per 175 mceg, 200 mcg,
GEL 30 days) 25 mcg, 300 mcg, 50
VOGELXO 3 PA;MO; mcg, 75 mcg, 88
TRANSDERMAL QL (300 per mcg
GEL IN 30 days)

METERED-DOSE
PUMP

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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GASTROENT ANUSOL-HC 3 MO
EROLOGY TOPICAL
ANTIDIARRHE aprepitant 1 PA; MO
ALS / APRISO 3 MO
ANTISPASMOD ASACOL HD VO
ICS AZULFIDINE 3 MO
AZULFIDINE 3 MO
;_UVIPOSA ; :1% ﬁg EN-TABS
reyetomine ord balsalazide 1 MO
capsule
dicyclomine oral | MO BONJESTA 2 MO
solution budesonide oral 1 MO
dicyclomine oral 1 MO CANASA 3 MO
tablet CHENODAL 2 PA; MO;
diphenoxylate- 1 MO LA
atropine CHOLBAM 2 PA; MO
glycopyrrolate oral 1 MO ORAL CAPSULE
tablet 1 mg, 2 mg 250 MG
LOMOTIL 3 MO CHOLBAM 2 PA; MO;
: ORAL CAPSULE QL (120 per
loperamide oral | MO 50 MG 30 days)
capsule
methscopolamine | MO CIMZIA > I())?,’ (g/llg)e;r
MOTOFEN 3 MO 28 days)
MYTESI MO CIMZIA 3 PA;MO;
MISCELLANEO POWDER FOR QL (2 per
Uus RECONST 28 days)
GASTROINTES CLENPIQ 3 ST; MO
TINAL AGENTS COLAZAL 3 MO
ACTIGALL 3 MO compro 1 MO
alosetron 1 MO constulose 1 MO
AMITIZA 3 ST; MO; CORTIFOAM 2 MO
g)OLd(60 per CREON 2 MO
2ys) cromolyn oral 1 MO
CYSTADANE 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
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DELZICOL 3 MO INFLECTRA 3 PA; MO;
ORAL CAPSULE QL (20 per
(WITH DEL REL 28 days)
TABLETS) KRISTALOSE 3 MO
DICLEGIS 3 MO lactulose oral 1
DIPENTUM 3 MO packet
doxylamine- | MO lactulose oral | MO
pyridoxine (vit b6) solution 10 gram/15
dronabinol 1 PA; MO ml
EMEND ORAL 3 PA;MO LIALDA 3 MO
CAPSULE 80 MG LINZESS 2 MO; QL
EMEND ORAL 3 PA;MO (30 per 30
CAPSULE,DOSE days)
PACK LOTRONEX 3 MO
EMEND ORAL 3 PA; MO MARINOL 3 PA; MO
SUSPENSION meclizine oral tablet | MO
FOR 12.5mg, 25 mg
RECONSTITUTI ;
ON mesalamine | MO
ENTOCORT EC 3 MO Zd}iltloclopramide hel | MO
enulose VO MOTEGRITY 3 ST; MO;
GASTROCROM 3 MO QL (30 per
GATTEX 30-VIAL 3 PA; MO 30 days)
gavilyte-c | MO MOVANTIK 2 MO; QL
gavilyte-g 1 MO (30 per 30
gavilyte-n 1 MO days)
MOVIPREP ST; MO
generiac : MO NULYTELY ST; MO
GOLYTELY 3 ST; MO WITH FLAVOR
granisetron hcl oral 1 PA; MO PACKS
hydrocortisone 1 MO OCALIVA b PA; MO;
rectal LA; QL (30
hydrocortisone- 1 MO per 30 days)
pramoxine rectal ondansetron 1 PA; MO

cream 1-1 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ondansetron hcl oral 1 PA; MO RECTIV 2 MO
solution REGLAN ORAL 3 MO
ondansetron hcl oral 1 PA; MO RELISTOR ORAL 3 MO
tablet 4 mg, 8 mg RELISTOR 3 MO
OSMOPREP ST; MO SUBCUTANEOU
PANCREAZE ST; MO S SOLUTION
ORAL RELISTOR 3 MO
CAPSULE,DELA SUBCUTANEOU
YED S SYRINGE
RELEASE(DR/EC REMICADE 2 PA; MO;
) 10,500-35,500- QL (20 per
61,500 UNIT, 53 S)p
16,800-56,800- Y
98,400 UNIT, ROWASA 3 MO
2,600-6,200- 10,850 RECTAL ENEMA
UNIT, 21,000- KIT
54,700- 83,900 SANCUSO 2 MO
ﬁl\;l()% ‘;f%%'() scopolamine base 1 MO
UNIT SUCRAII? 2 PA; MO
peg 3350- 1 MO sulfasalazine | MO
electrolytes oral SUPREP BOWEL 2 MO
recon soln 236- PREP KIT
22.74-6.74 -5.86 SYMPROIC 2 MO
gram SYNDROS 3 PA; MO
peg-electrolyte 1 TRANSDER M- MO
PENTASA 2 MO SCOP
PERTZYE 3 ST; MO trilyte with flavor 1 MO
PLENVU 3 ST; MO packets
prochlorperazine 1 MO TRULANCE 2 MO
prochlorperazine 1 MO UCERIS 3 MO
maleate oral URSO 250 3 MO
procto-med hc 1 MO URSO FORTE 3 MO
procto-pak 1 MO ursodiol 1 MO
proctosol he topical 1 MO VARUBI ORAL 2 PA; MO
proctozone-hc 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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This drug list was updated in August 2020

HI_FORMULARY21_201021 85


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VIBERZI 2 MO; QL DEXILANT 3 MO; QL
(60 per 30 ORAL (30 per 30
days) CAPSULE,BIPHA days)
VIOKACE MO SE DELAYED
ZELNORM 3 ST; MO RELEAS 30 MG
ZENPEP ORAL 2 MO ggiiLANT 3 MO
APSULEDELA CAPSULE,BIPHA
RELEASE(DR/EC lS{];:EI]?}]EEkSA ;)El\]z G
) 10,000-32,000 -
42,000 UNIT, esomeprazole 1 MO; QL
15,000-47,000 - magnesium oral (30 per 30
63,000 UNIT, capsule,delayed days)
20,000-63,000- release(drlec) 20
84,000 UNIT, mg
25,000-79,000- esomeprazole 1 MO
105,000 UNIT, magnesium oral
3,000-10,000 - capsule,delayed
14,000-UNIT, release(drlec) 40
40,000-126,000- mg
168,000 UNIT, esomeprazole 1 MO; QL
5,000-17,000- magnesium oral (30 per 30
24,000 UNIT granules dr for susp days)
ZOFRAN ORAL 3 PA; MO in packet 10 mg, 20
TABLET 8 MG mg
ZUPLENZ 3 PA; MO esomeprazole 1 MO
ULCER magnesium oral
THERAPY granules dr for susp
in packet 40 mg
ACIPHEX 3 MO famotidine oral 1 MO
amoxicil- MO, QL Suspension
;’larlthromy i Ell 12 per 30 Sfamotidine oral 1 MO
ansopraz ays) tablet 20 mg, 40 mg
CARAFATE S V© HELIDAC 3 QL (224 per
cimetidine 1 MO 30 days)
cimetidine hcl oral 1 MO
CYTOTEC 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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lansoprazole oral 1 MO; QL NEXIUM ORAL 3 MO

capsule,delayed (30 per 30 GRANULES DR

release(drlec) 15 days) FOR SUSP IN

mg PACKET 40 MG

lansoprazole oral 1 MO nizatidine 1 MO

capsule,delayed OMECLAMOX- 3 MO;QL

release(drlec) 30 PAK (80 per 28

mg days)

lansoprazole oral 1 MO; QL omeprazole oral 1 MO; QL

tablet,disintegrat, (30 per 30 capsule,delayed (30 per 30

delay rel 15 mg days) release(drlec) 10 days)

lansoprazole oral 1 MO mg, 20 mg

tablet,disintegrat, omeprazole oral 1 MO

delay rel 30 mg capsule,delayed

misoprostol 1 MO release(drlec) 40

NEXIUM ORAL 3 MO; QL mg

CAPSULE,DELA (30 per 30 omeprazole-sodium 1 MO; QL

YED days) bicarbonate oral (30 per 30

RELEASE(DR/EC capsule 20-1.1 mg- days)

)20 MG gram

NEXIUM ORAL 3 MO omeprazole-sodium 1 MO

CAPSULE,DELA bicarbonate oral

YED capsule 40-1.1 mg-

RELEASE(DR/EC gram

)40 MG omeprazole-sodium 1 MO; QL

NEXIUM 3 MO; QL bicarbonate oral (30 per 30

PACKET ORAL (30 per 30 packet 20-1,680 mg days)

GRANULES DR days) omeprazole-sodium 1 MO

FOR SUSP IN bicarbonate oral

PACKET 10 MG, packet 40-1,680 mg

20 MG pantoprazole oral 1 MO; QL

NEXIUM 2 MO; QL tablet,delayed (30 per 30

PACKET ORAL (30 per 30 release (drlec) 20 days)

GRANULES DR days) mg

FOR SUSP IN

PACKET 2.5 MG,
5SMG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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pantoprazole oral 1 MO PROTONIX 3 MO
tablet,delayed ORAL
release (drlec) 40 GRANULES DR
mg FOR SUSP IN
PEPCID ORAL 3 MO PACKET
TABLET PROTONIX 3 MO; QL
PREVACID 3 MO:;QL ORAL (30 per 30
ORAL (30 per 30 TABLET,DELAY days)
CAPSULE,DELA days) ED RELEASE
YED (DR/EC) 20 MG
RELEASE(DR/EC PROTONIX 3 MO
) 15 MG ORAL
PREVACID 3 MO TABLET,DELAY
ORAL ED RELEASE
CAPSULE,DELA (DR/EC) 40 MG
YED PYLERA 3 MO;QL
RELEASE(DR/EC (120 per 30
)30 MG days)
PREVACID 3 MO; QL rabeprazole oral 1 MO
SOLUTAB ORAL (30 per 30 tablet,delayed
TABLET,DISINT days) release (drlec)
EGRAT, DELAY sucralfate 1 MO
REL 15 MG TALICIA 3 MO; QL
PREVACID 3 MO (168 per 28
SOLUTAB ORAL days)
TABLET,DISINT ZEGERID ORAL 3 MO; QL
EGRAT, DELAY
REL 30 MG CAPSULE 20-1.1 (30 per 30

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

RELEASE FOR days) MG-GRAM
RECON 10 MG
PRILOSEC ORAL 3 MO; QL IZ’ESIEI];}FI;(?II{%IE) < ?;I(? ,eQr%O
SUSP,DELAYED (480 per 30 MG ’ da S)
RELEASE FOR days) Y
RECON 2.5 MG ZEGERID ORAL 3 MO

PACKET 40-1,680
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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IMMUNOLO EGRIFTA 3 PA; MO
GY SUBCUTANEOU
’ S RECON SOLN 1
VACCINES / MG
BIOTECHNO EGRIFTA SV 3 PA:MO
LOGY EPOGEN 3 PA:MO
BIOTECHNOLO INJECTION
GY DRUGS SOLUTION 2,000
UNIT/ML, 20,000
ACTIMMUNE 2 PA; MO UNIT/2 ML,
ARANESP (IN 3 PA; MO 20,000 UNIT/ML,
POLYSORBATE) 3,000 UNIT/ML,
INJECTION 4,000 UNIT/ML
SOLUTION 100 EXTAVIA 3 PA;MO;
MCG/ML, 200 SUBCUTANEOU QL (15 per
MCG;ML, 25 S KIT 28 days)
MCG/ML, 300 :
MCG/ML. 40 FULPHILA PA; MO
MCG/ML, 60 GENOTROPIN PA; MO
MCG/ML GENOTROPIN PA; MO
ARANESP (IN 3 PA;MO MINIQUICK
POLYSORBATE) GRANIX PA; MO
INJECTION HUMATROPE PA;: MO
SYRINGE INJECTION
ARCALYST 2 PA; MO CARTRIDGE
AVONEX 2 PA: MO; INTRON A 2 PA; MO
INTRAMUSCUL QL (4 per INJECTION
AR PEN 28 days) LEUKINE 2 PA; MO
INJECTOR KIT INJECTION
AVONEX 2 PA:; MO; RECON SOLN
INTRAMUSCUL QL (4 per NEULASTA 3 PA;MO
AR SYRINGE 28 days) SUBCUTANEOU
KIT S SYRINGE
BETASERON 3 PA; MO; NEUPOGEN 3 PA; MO
SUBCUTANEOU QL (14 per NIVESTYM 5 PA: MO
S KIT 28 days)
NORDITROPIN 3 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
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NUTROPIN AQ 3 PA; MO PROCRIT 2 PA; MO
NUSPIN INJECTION
OMNITROPE 2 PA:MO %?\ILIITJESI‘; 10%800
PEGASYS 2 QL@per UNIT/ML. 20.000
PROCLICK 28 days) UNIT/ML. 3.000
SUBCUTANEOU UNIT/ML, 4,000
S PEN INJECTOR UNIT/ML, 40,000
180 MCG/0.5 ML UNIT/ML
PEGASYS 2 MO:QLE REBIF (WITH 2 PA;MO:
SUBCUTANEOU per 28 days) ALBUMIN) QL (6 per
S SOLUTION 28 dayls))
PEGASYS 2 MO; QL (2 : :
SUBCUTANEOU per 28 days) EEE%EOSE ’ gi’gfe}
S SYRINGE SUBCUTANEOU 28 days)
PLEGRIDY 2 PA; MO; S PEN INJECTOR
SUBCUTANEOU QL (1 per 22 MCG/0.5 ML,
S PEN INJECTOR 28 days) 44 MCGJ/0.5 ML
125 MCG/0.5 ML REBIF ) PA: MO
PLEGRIDY 2 PA; MO; REBIDOSE QL (4.2 per
SUBCUTANEOU QL (I per SUBCUTANEOU 180 days)
S PEN INJECTOR 180 days) S PEN INJECTOR
63 MCG/0.5 ML- 8.8MCG/0.2ML-22
94 MCG/0.5 ML MCG/0.5ML (6)
PLEGRIDY 2 PA; MO; REBIF 2 PA; MO;
SUBCUTANEOU QL (1 per TITRATION QL (4.2 per
S SYRINGE 125 28 days) PACK 180 days)
SUBCUTANEOU QL (1 per SAIZEN DA MO
S SYRINGE 63 180 days) SAIZEN PA; MO
MCG/0.5 ML- 94 SAIZENPREP
MCG/0.5 ML SEROSTIM 3 PA; MO
SUBCUTANEOU
S RECON SOLN 4

MG, 5 MG, 6 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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SYLATRON 2 PA;MO FLEBOGAMMA 3 PA;MO
SUBCUTANEOU DIF
S KIT 200 MCG, INTRAVENOUS
300 MCG SOLUTION 10 %
UDENYCA 3 PA;MO GAMMAGARD 3 PA;MO
ZARXIO 2 PA;MO LIQUID
ZIEXTENZO 2 PA;MO GAMMAGARD 3 PAIMO
_ S-D (IGA < 1
ZOMACTON 3 PA;MO MCC/ML)
ZORBTIVE 3 PAMO GAMMAKED 3 PA;MO
VACCINES / INJECTION
MISCELLANEO SOLUTION 1
US GRAM/10 ML (10
IMMUNOLOGI %)
CALS GAMMAPLEX 3 PA;MO
ACTHIB (PF) 2 MO GAMMAPLEX 3 PA;MO
ADACEL(TDAP 2 MO (WITH
ADOLESN/ADUL SORBITOL)
T)(PF) GAMUNEX-C 3 PA;MO
BCG VACCINE, 2 MO INJECTION
LIVE (PF) SOLUTION 1
GRAM/10 ML (10
BEXSERO 2 MO %)
BIVIGAM 3 PAMO GARDASIL9 (PF) 2 MO
BOOSTRIXTDAP 2 MO GRASTEK 3 PA: MO
DAPTACEL S MO HAVRIX (PF) 2 MO
(DTAP INTRAMUSCUL
PEDIATRIC) (PF) AR SUSPENSION
ENGERIX-B (PF) 2 PA;MO 1,440 ELISA
INTRAMUSCUL UNIT/ML
AR SYRINGE HAVRIX (PF) 2 MO
ENGERIX-B 2 PA; MO INTRAMUSCUL
PEDIATRIC (PF) AR SYRINGE
INTRAMUSCUL HIBERIX (PF) 2 MO
AR SYRINGE
IMOVAX RABIES 2 MO
VACCINE (PF)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to 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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INFANRIX 2 MO RECOMBIVAX 2 PA; MO
(DTAP) (PF) HB (PF)
INTRAMUSCUL INTRAMUSCUL
AR SUSPENSION AR SUSPENSION
POL 5 MO 10 MCG/ML, 40
IXIARO (PF) 2 MO MCG/ML
KINRIX ®F) 5 Ifalgca())Fl\;lBIVAX 2 PA; MO
INTRAMUSCUL
AR SUSPENSION gf;{?xgég%
KINRIX (PF) 2 MO MCG/ML
INTRAMUSCUL RECOMBIVAX 2 PA
AR SYRINGE HB (PF)
MENACTRA (PF) 2 MO INTRAMUSCUL
INTRAMUSCUL AR SYRINGE 5
AR SOLUTION MCG/0.5 ML
MENVEO A-C-Y- 2 MO ROTARIX 2
W-135-DIP (PF) ROTATEQ 2 MO
M-M-R II (PF) 2 MO VACCINE
OCTAGAM 3 PA; MO SHINGRIX (PF) 2 MO
ODACTRA 2 PA; MO TDVAX 2 MO
ORALAIR 3 PA; MO TENIVAC (PF) 2 MO
SUBLINGUAL INTRAMUSCUL
TABLET 300 AR SYRINGE
INDX TETANUS,DIPH 2 MO
REACTIVITY THERIA TOX
PANZYGA 3 PA; MO PED(PF)
PEDIARIX (PF) 2 MO TRUMENBA 2 MO
PEDVAX HIB 2 MO TWINRIX (PF) 2 MO
(PF) INTRAMUSCUL
PRIVIGEN 2 PA; MO AR SYRINGE
PROQUAD (PF) 2 MO TYPHIM VI 2
QUADRACEL 2 MO INTRAMUSCUL

AR SOLUTION

(PF)
RABAVERT (PF) 2 MO
RAGWITEK 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
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TYPHIM VI 2 MO OSTEOPOROSI
INTRAMUSCUL S THERAPY
AR SYRINGE
ACTONEL ORAL 3 ST; MO;
VAQTA (PF) 2 MO TABLET 150 MG QL (1 per
VARIVAX (PF) 2 MO 30 days)
VARIZIG 2 MO ACTONEL ORAL 3 ST; MO;
INTRAMUSCUL TABLET 35 MG QL (4 per
AR SOLUTION 28 days)
YF-VAX (PF) 2 MO alendronate oral 1 MO; QL
ZOSTAVAX (PF) 2 MO solution (1286 per
30d
MUSCULOSK o o kel
ELETAL / alendronate ora ; Q
tablet 10 mg (30 per 30
RHEUMATO days)
LOGY alendronate oral 1 MO:; QL (4
GOUT tablet 35 mg, 70 mg per 28 days)
THERAPY ATELVIA 3 ST; MO;
QL (4 per
allopurinol 1 MO 28 days)
COLCHICINE 3 ST; MO BINOSTO 3 ST: MO:-
ORAL CAPSULE QL (4 per
colchicine oral | MO 28 days)
tablet BONIVA ORAL 3 ST; MO;
COLCRYS 3 ST; MO QL (1 per
febuxostat | MO 30 days)
GLOPERBA 3 ST EVENITY 3 PA; MO:;
SUBCUTANEOU QL (2.34
MITIGA_RE 2 MO S SYRINGE per 30 days)
probenecid 1 MO 210MG/2.34ML (
probenecid- 1 MO 105SMG/1.17MLX2
colchicine )
ULORIC MO EVISTA MO
ZYLOPRIM MO FORTEO PA; MO;
QL (2.4 per
28 days)

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

This drug list was updated in August 2020

HI_FORMULARY21_201021 93


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FOSAMAX 3 ST; MO; ACTEMRA 3 PA; MO;
ORAL TABLET QL (4 per SUBCUTANEOU QL (3.6 per
70 MG 28 days) S 28 days)
FOSAMAX PLUS 3 ST; MO; ARAVA 3 MO; QL
D QL (4 per (30 per 30
28 days) days)
ibandronate oral 1 MO:; QL (1 BENLYSTA 2 PA; MO
per 30 days) SUBCUTANEOU
PROLIA 2 PA;MO; S
QL (1 per CUPRIMINE 3 PA; MO
180 days) DEPEN 3 PA;MO
raloxifene 1 MO TITRATABS
risedronate oral 1 MO; QL (1 ENBREL MINI 2 PA; MO;
tablet 150 mg per 30 days) QL (8 per
risedronate oral 1 MO:; QL (4 28 days)
tablet 35 mg, 35 mg per 28 days) ENBREL 2 PA; MO;
(12 pack), 35 mg (4 SUBCUTANEOU QL (16 per
pack) S RECON SOLN 28 days)
risedronate oral 1 MO; QL ENBREL 2 PA; MO;
tablet 5 mg (30 per 30 SUBCUTANEOU QL (8 per
days) S SYRINGE 28 days)
risedronate oral 1 MO; QL (4 ENBREL 2 PA; MO;
tablet,delayed per 28 days) SURECLICK QL (8 per
release (drlec) 28 days)
TERIPARATIDE 2 PA; MO; HUMIRA PEN 2 PA; MO;
QL (2.48 QL (4 per
per 28 days) 28 days)
TYMLOS 3 PA; MO; HUMIRA PEN 2 PA; MO;
QL (1.56 CROHNS-UC-HS QL (6 per
per 30 days) START 180 days)
OTHER HUMIRA PEN 2 PA; MO;
RHEUMATOLO PSOR-UVEITS- QL (4 per
GICALS ADOL HS 180 days)
ACTEMRA 3 PA; MO;
ACTPEN QL (3.6 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HUMIRA 2 PA; MO; HUMIRA(CF) PA; MO;
SUBCUTANEOU QL (2 per SUBCUTANEOU QL (4 per
S SYRINGE KIT 28 days) S SYRINGE KIT 28 days)
10 MG/0.2 ML, 20 40 MG/0.4 ML
MG/0.4 ML KEVZARA PA; MO;
HUMIRA 2 PA; MO; QL (2.28
SUBCUTANEOU QL (4 per per 28 days)
S SYRINGE KIT 28 days) KINERET PA; MO;
40 MG/0.8 ML QL (20.1
HUMIRA(CF) 2 PA; MO; per 30 days)
PEDI CROHNS QL (3 per leflunomide MO: QL
STARTER 180 days) (30 per 30
SUBCUTANEOU days)
S SYRINGE KIT o
80 MG/0.8 ML OLUMIANT g’i’ (%%er
HUMIRA(CF) 2 PA;MO:; 30 days)
PEDI CROHNS QL (2 per ORENCIA PA: MO:
STARTER 180 days) CLICKJECT QL (4 per
SUBCUTANEOU 53 du 183)
S SYRINGE KIT y
80 MG/0.8 ML-40 ORENCIA PA; MO;
MG/0.4 ML SUBCUTANEOU QL (4 per
HUMIRA(CF) 2 PA;MO; i/lséﬁlﬁ GE 125 28 days)
PEN CROHNS- QL (3 per
UC-HS 180 days) ORENCIA PA; MO;
HUMIRA(CF) 2 PA; MO; gg?{%g é‘g 155(? U %Ld(l '6)per
PEN PSOR-UV- QL (3 per MG/0.4 ML ays
ADOL HS 180 days) ;
HUMIRA(CF) 2 PA; MO; ORENCIA PA; MO;
SUBCUTANEOU QL (2.8 per
SUBCUTANEOU QL (4 per S SYRINGE 87.5 28 days)
S PEN INJECTOR 28 days) MG ML y
KIT 40 MG/0.4 ;
ML OTEZLA PA; MO;
HUMIRA(CF) 2 PA;MO; %Ld(fos)per
SUBCUTANEOU QL (2 per y
S SYRINGE KIT 28 days)

10 MG/0.1 ML, 20
MG/0.2 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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OTEZLA 2 PA; MO; SAVELLA ORAL 2 MO; QL
STARTER ORAL QL (55 per TABLETS,DOSE (55 per 30
TABLETS,DOSE 28 days) PACK days)
PACK 10 MG (4)- SIMPONI 3 PA; MO;
20 MG (4)-30 MG SUBCUTANEOU QL (3 per
(47) S PEN INJECTOR 28 days)
OTREXUP (PF) 3 MO 100 MG/ML
SUBCUTANEOU SIMPONI 3 PA; MO;
S AUTO- SUBCUTANEOU QL (0.5 per
INJECTOR 10 S PEN INJECTOR 28 days)
MG/0.4 ML, 12.5 50 MG/0.5 ML
ﬁgﬁgj ﬁi S . SIMPONI 3 PA: MO;
MG/0.4 ML 20, SUBCUTANEOU QL (3 per
' : S SYRINGE 100 28 days)
MG/0.4 ML, 22.5 MG/ML
MG/0.4 ML, 25
MG/0.4 ML SIMPONI 3 PA; MO;
T : SUBCUTANEOU QL (0.5 per
penicillamine 1 PA; MO S SYRINGE 50 28 days)
RASUVO (PF) 3 MO MG/0.5 ML
SUBCUTANEOU XELJANZ 2 PA; MO;
S AUTO- QL (60 per
INJECTOR 10 04 )p ©
MG/0.2 ML, 12.5 ays
MG/0.25 ML, 15 XELJANZ XR 2 PA; MO;
MG/0.3 ML, 17.5 QL (30 per
MG/0.35 ML, 20 30 days)
MG/0.4 ML, 22.5 OBSTETRICS
MG/0.45 ML, 25 /
MG/0.5 ML, 30
MG/0.6 ML, 7.5 GYNECOLOG
MG/0.15 ML Y
RIDAURA 3 MO ESTROGENS /
RINVOQ 2 PA; MO; PROGESTINS -
QL (30 per ACTIVELLA 3 PA;MO
30 days)
ORAL TABLET I-
SAVELLA ORAL 2 MO; QL 0.5 MG
TABLET (60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ALORA 3 PA; MO; dotti 1 PA; MO;
QL (8 per QL (8 per
28 days) 28 days)
amabelz 1 PA; MO DUAVEE MO
ANGELIQ 3 PA; MO ELESTRIN 3 PA; MO;
AYGESTIN 3 MO QL (52 per
BIJUVA 3 PA;MO . 30 days)
camila 1 MO e ! MO
CLIMARA 3 PA: MO: ESTRACE ORAL PA; MO
QL (4 per ESTRACE MO
28 days) VAGINAL
CLIMARA PRO PA; MO estradiol oral 1 PA; MO
COMBIPATCH PA; MO estradiol I PA;MO;
transdermal patch QL (8 per
giggﬁi GEL 4 MO semiweekly 28 days)
% estradiol 1 PA; MO;
CRINONE 3 PA: MO transdermal patch QL (4 per
VAGINAL GEL 8 ’ weekly 28 days)
% estradiol vaginal 1 MO
deblitane 1 MO estradiol valerate 1 MO
intramuscular oil 20
gEII:gSTROGEN . ﬁg mglml, 40 mgiml
A estradiol- 1 PA; MO
ED?EEIE)AIz(O)tERA 3 VO norethindrone acet
INTRAMUSCUL ESTRING MO
AR SUSPENSION ESTROGEL 3 MO; QL
DEPO-SUBQ 3 MO gsa 0 f)er 30
PROVERA 104 Y
DIVIGEL 3 PA: MO EVAMIST 3 PA; MO;
TRANSDERMAL QL (30 per Qel; g:fdi S)
GEL IN PACKET 30 days) P y
1 MG/GRAM (0.1 FEMHRT LOW 3 PA; MO
%) DOSE
FEMRING 3 MO
Sfyavoly PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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IMVEXXY 3 MO PREMARIN 2 MO
MAINTENANCE VAGINAL
PACK PREMPHASE 2 MO
IMVEXXY 3 MO PREMPRO 2 MO
STARTER PACK
progesterone 1 MO
incassia 1 MO micronized
Jinteli I PA;MO PROMETRIUM 3 MO
lopreeza oral tablet | PA; MO PROVERA 3 MO
1-0.5 mg sharobel 1 MO
fyza . VAGIFEM 3 MO
medroxyprogesteron 1 MO VIVELLE-DOT 3 PA; MO:;
e
QL (8 per
MENEST ORAL 2 PA; MO 28 days)
TABLET 0.3 MG, e 1 MO
0.625 MG, 1.25 Juryen
MG MISCELLANEO
MENOSTAR 3 PA; MO; US OBIGYN
QL (4 per ANNOVERA MO
28 days) CLEOCIN MO
mimvey 1 PA; MO VAGINAL
MINIVELLE 3 PA; MO; clindamycin 1 MO
QL (8 per phosphate vaginal
28 days) CLINDESSE 3 MO
nora-be 1 MO eluryng 1 MO
norethindy one 1 MO etonogestrel-ethinyl 1 MO
(contraceptive) estradiol
norethindrone 1 MO GYNAZOLE-1 MO
acetate
: INTRAROSA MO
norethindrone ac- 1 PA; MO A A
eth estradiol oral LEP NIE TA PA; MO
tablet 0.5-2.5 mg- PACK (
mcg, 1-5 mg-mcg MONTH)
PREFEST 3 PA: MO LUPANETA 3 PA; MO
PACK (3
PREMARIN 2 MO MONTH)
ORAL
LYSTEDA 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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metronidazole | MO caziant (28) | MO
vaginal cryselle (28) 1 MO
miconazole-3 I MO cyclafem 1135 (28) I MO
vaginal suppository cyclafem 71717 (28) 1 MO
NUVARING 3 MO
N " cyred eq 1 MO
ORIAHNN 3 P desog- I MO
OSPHENA 3 MO e.estradiolle.estradi
terconazole 1 MO ol
tranexamic acid 1 MO drospirenone- 1 MO
oral e.estradiol-Im.fa
vandazole 1 MO oral tablet 3-0.02-
xulane 1 MO 3451 ‘mg (24) ;4) l | O
ORAL rospn.fenone-et iny
estradiol
CONTRACEPTI i MO
VES / RELATED emoquetie
AGENTS enpresse 1 MO
altavera (28) 1 MO ensky c; i ﬁg
alyacen 1135 (28) 1 MO estarytia
. ethynodiol diac-eth 1
amethia 1 MO .
: estradiol
apri k MO falmina (28) 1 MO
aranelle (28) 1 MO fayosim 1 MO
ashlyna 1 MO femynor 1 MO
aubra eq S VO GENERESS FE 3 MO
aviane S MO gianvi (28) I MO
BAL'COLTRA 3 MO hailey 24 fe 1 MO
balziva (28) 1 MO introvale 1 MO
B}‘EYA'Z 3 MO isibloom 1 MO
blz‘sow' 24 fe 1 MO Jasmiel (28) 1 MO
%z;(jwfe 1.5/30 1 MO Juleber 1 MO
briellyn 1 MO ]‘unel 1.5/30 (21) 1 MO
camrese lo 1 MO junel 1/120 (21) 1 MO
junel fe 1.5/30 (28) | MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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junel fe 1/120 (28) | MO loryna (28) | MO
Jjunel fe 24 1 MO LOSEASONIQUE 3 MO
kaitlib fe 1 MO low-ogestrel (28) 1 MO
kariva (28) 1 MO lutera (28) 1 MO
kelnor 1135 (28) 1 MO marlissa (28) 1 MO
kelnor 1-50 1 MO melodetta 24 fe 1 MO
kurvelo (28) 1 MO mibelas 24 fe 1 MO
[ norgestle.estradiol- 1 MO microgestin 1.5/30 1 MO
e.estrad (21)
larin 1.5/30 (21) 1 MO microgestin 1/20 1 MO
larin 1120 (21) 1 MO (21)
larin fe 1.5/30 (28) 1 MO microgestin fe 1 MO
larin fe 1120 (28) 1 MO 1.530 (28)

— microgestin fe 1/120 1 MO
larissia 1 MO (28)
layolis fe 1 MO mili 1 MO
leena 28 1 MINASTRIN 24 3 MO
lessina 1 MO FE
levonest (28) 1 MO NATAZIA 3 MO
levonorgestrel- I MO necon 0.5/35 (28) 1 MO
ethinyl estrad nikki (28) 1 MO
ii;o;zzs’;i_eth estrad . MO noreth-ethinyl 1 MO

P estradiol-iron

levora-28 : MO norethindrone ac- 1 MO
LO LOESTRIN 3 MO eth estradiol oral
FE tablet 1-20 mg-mcg
LOESTRIN 1.5/30 3 MO norethindrone- 1 MO
21) e.estradiol-iron oral
LOESTRIN 1/20 3 MO tablet,chewable
21) norgestimate-ethinyl 1 MO
LOESTRIN FE 3 MO estradiol
1.5/30 (28-DAY) nortrel 0.5/35 (28) 1 MO
LOESTRIN FE 3 MO nortrel 1135 (21) 1 MO
120 (28-DAY) nortrel 1/35 (28) 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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nortrel 71717 (28) 1 MO velivet triphasic | MO
ocella 1 MO regimen (28)
orsythia 1 MO vienva 1 MO
pimtrea (28) 1 MO vyfemla (28) 1 MO
pirmella oral tablet 1 MO vylibra 1 MO
1-35 mg-mcg wymzya fe 1 MO
portia 28 1 MO YASMIN (28) 3 MO
previfem 1 MO YAZ (28) 3 MO
QUARTETTE 3 MO zarah 1 MO
reclipsen (28) 1 MO zovia 1/35e (28) 1 MO
rivelsa 1 MO OPHTHALM
SAFYRAL 3 MO OLOGY
SEASONIQUE 3 MO ANTIBIOTICS
setlakin 1 MO
SLYND 3 MO AZ.ASH."E 2 MO
sprintec (28) 1 MO 2;2%2;;26 (eye) ! MO
Sronyx ! MO bacitracin- 1 MO
syeda 1 MO polymyxin b
tarina 24 fe 1 MO ophthalmic (eye)
tarina fe 1-20 eq 1 MO BESIVANCE 2 MO
(28) CILOXAN 3 MO
tri-estarylla 1 MO ciprofloxacin hcl 1 MO
tri-legest fe 1 MO ophthalmic (eye)
tri-lo-estarylla 1 MO erythromycin 1 MO
tri-lo-sprintec 1 MO ophthalmic (eye)
tri-mili 1 MO gatifloxacin 1 MO
tri-previfem (28) 1 MO gentak O_phlhalmic 1 MO
tri-sprintec (28) 1 MO (eye) Ofn'tment '
trivora (28) L MO ‘5,‘3'2@2%’2 (eye) 1 ?;[50 pe? 150
tri-vylibra 1 MO drops days)
tri-vylibra lo 1 MO levofloxacin 1 MO
tydemy 1 MO ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MOXEZA 3 MO levobunolol 1 MO -
moxifloxacin 1 MO ophthalmz;)c (eye)
ophthalmic (eye) drops 0.5 %
drops timolol maleate 1 MO
NATACYN 9 MO ophthalmic (eye)
neomycin- 1 MO TIMOPTIC 3 MO
bacitracin- OCUDOSE (PF)
polymyxin TIMOPTIC-XE 3 MO
neomycin- | MO
polymyxin-
gramicidin
OCUFLOX 3 MO
ofloxacin 1 MO ALOCRIL ST; MO
i ;’th“l””f’cb(ey ze) — ALOMIDE ST; MO
posymyxin | sulf- 0 atropine ophthalmic MO
trimethoprim
POLYT (eye) drops
© R_IM & MO azelastine 1 MO
tobramycin 1 MO ophthalmic (eye)
TOBREX 3 MO BEPREVE 3 ST; MO
VIGAMOX 3 MO BLEPH-10 3 MO
ZYMAXID 3 MO BLEPHAMIDE 3 MO
trifluridine 1 MO S.0.P.
ZIRGAN 3 MO CEQUA 3 MO; QL
(60 per 30
cromolyn 1 MO
betaxolol 1 MO Ophthalmic (eye)
ophthalmic (eye) CYSTARAN 2 PA;MO
BETIMOL 3 MO epinastine | MO
carteolol 1 MO CARPINE
ISTALOL 3 MO LACRISERT MO
LASTACAFT ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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olopatadine 1 MO Sflurbiprofen sodium 1 MO
ophthalmic (eye) ILEVRO 2 MO
OXERVATE 2 PA; MO Letorolac 1 MO
PAZEO 2 MO ophthalmic (eye)
PHOSPHOLINE 3 MO NEVANAC 3 MO
IODIDE PROLENSA 2 MO
pilocarpine hcl 1 MO
ophthalmic (eye)
drops 1%, 2 %, 4 %
RESTASIS 2 MO; QL
(60 per 30 acetazolamide 1 MO
days) methazolamide 1 MO
RESTASIS 2 MO; QL
MULTIDOSE (5.5 per 30
days)
sulfacetamide 1 MO AZOPT 3 MO
sodium ophthalmic -
bimatoprost 1 MO
(eve) ophthalmic (eye)
sulfacetamide- 1 MO
prednisolone COMBIGAN 2 MO
XIIDRA 3 MO:QL COSOPT 3 MO
(60 per 30 COSOPT (PF) 3 MO
days) dorzolamide 1 MO
ZERVIATE 3 ST; MO dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
(pf) ophthalmic
(eye) dropperette
latanoprost 1 MO
LUMIGAN 2 MO
ACULAR 3 MO OPHTHALMIC
ACULAR LS 3 MO (" 1) PROPS
. 0
g r}i Zﬁ":{’TE S VO RHOPRESSA 2 MO
o . ? MO ROCKLATAN 2 MO
iclofenac sodium MO SIMBRINZA 3 MO

ophthalmic (eye)

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

travoprost 1 MO STEROIDS

TRUSOPT 3 MO ALREX 3 ST; MO

VYZULTA 3 ST; MO dexamethasone 1 MO

XALATAN 3 ST; MO sodium phosphate

XELPROS 3 ST; MO ophthalmic (eye)

ZIOPTAN (PF) 3 ST;MO DUREZOL 3 MO

STEROID- FLAREX 3 MO

ANTIBIOTIC fluorometholone 1 MO

COMBINATION FML FORTE 3 MO

S FML LIQUIFILM 3 MO

MAXITROL 3 MO FML S.O.P. 3 MO

neomycin- | MO INVELTYS 3 MO

bacitracin-poly-hc LOTEMAX 5 MO

neomycin- 1 MO OPHTHALMIC

polymyxin b- (EYE)

dexameth DROPS,GEL

neomycin- 1 MO LOTEMAX 3 MO

polymyxin-hc OPHTHALMIC

ophthalmic (eye) (EYE)

PRED-G MO DROPS,SUSPENS

PRED-G S.O.P. MO ION

TOBRADEX MO g(lzglléfll\—l/[:i(MI C 2 MO

OPHTHALMIC

EYE) (EYE)

DROPS,SUSPENS OINTMENT

ION LOTEMAX SM 2 MO

TOBRADEX 9 MO loteprednol 1 MO

OPHTHALMIC etabonate

(EYE) MAXIDEX 3 MO

OINTMENT PRED FORTE 3 MO

TOBRADEX ST 3 MO PRED MILD 3 MO

tobramycin- 1 MO prednisolone acetate 1 MO

dexamethasone

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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prednisolone sodium MO CLARINEX-D 12 3 MO; QL
phosphate HOUR (60 per 30
ophthalmic (eye) days)
SYMPATHOMI desloratadine 1 MO; QL
METICS (30 per 30

d
ALPHAGAN P MO ays)
OPHTHALMIC EPINEPHRINE 3 MO; QL (2
o, AUTO-
INJECTOR 0.15

ALPHAGAN P MO MG/0.15 ML. 0.3
OPHTHALMIC o NOT M AD,E.
(EYE) DROPS BY MYLAN
0.15 %

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

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

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

This drug list was updated in August 2020

HI_FORMULARY21_201021 1 ()5


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
PULMONARY albuterol sulfate 1 PA; MO
AGENTS inhalation solution
for nebulization 0.63
ACCOLATE > MO mgl/3 ml, 1.25 mg/3
acetylcysteine | PA; MO ml, 2.5 mg I3 ml
ADCIRCA 3 PA; MO; (0.083 %), 2.5
QL (60 per mgl0.5 ml
30 days) albuterol sulfate 1 MO
ADEMPAS 2 PA; MO; oral
LA ALVESCO 3 MO; QL
ADVAIR DISKUS 2 MO; QL INHALATION (12.2 per 30
(60 per 30 HFA AEROSOL days)
days) INHALER 160
ADVAIR HFA 2 MO;QL MCG/ACTUATIO
(12 per 30 N
RESPICLICK (60 per 30 HFA AEROSOL days)
days) INHALER 80
albuterol sulfate 1 MO; QL 11\\1/1 CG/ACTUATIO
inhalation hfa (17 per 30
aerosol inhaler 90 days) alyq 1 PA; MO;
mcglactuation QL (60 per
. 30 days)
albuterol sulfate 1 MO; QL _
inhalation hfa (13.4 per 30 ambrisentan 1 PA; MO;
aerosol inhaler 90 days) LA
mcglactuation ANORO 2 MO:; QL
(nda020503) ELLIPTA (60 per 30
ALBUTEROL 3 ST; MO; days)
SULFATE QL (36 per ARCAPTA 3 MO; QL
INHALATION 30 days) NEOHALER (30 per 30
HFA AEROSOL days)
INHALER 90 ARNUITY 2  MO;QL
MCG/ACTUATIO ELLIPTA (30 per 30
N (NDA020983) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ASMANEX HFA 2 MO; QL BEVESPI 3 ST; MO;
(13 per 30 AEROSPHERE QL (10.7
days) per 30 days)
ASMANEX 2 MO; QL (1 bosentan | PA; MO;
TWISTHALER per 30 days) LA
INHALATION BREO ELLIPTA 2 MO;QL
AEROSOL (60 per 30
POWDR days)
i%]%?\}:AHTED 110 BROVANA 3 PAMO
MCG/ budesonide 1 PA; MO;
ACTUATION inhalation QL (120 per
(30), 220 MCG/ suspension for 30 days)
ACTUATION nebulization 0.25
(30), 220 MCG/ mgl2 ml, 0.5 mg/2
ACTUATION (60) mi
ASMANEX % MO:; QL (2 budesonide 1 PA; MO;
TWISTHALER per 30 days) inhalation QL (60 per
INHALATION suspension for 30 days)
AEROSOL nebulization 1 mg/2
POWDR ml
BREATH BUDESONIDE- 3 MO; QL
ACTIVATED 220 FORMOTEROL (10.2 per 30
MCG/ days)
ACTUATION CINRYZE 2 PA;MO
(120) COMBIVENT 2 MO;QL (8
ATROVENT HFA 2 MO; QL RESPIMAT per 30 days)
Eizasyf) per 30 cromolyn inhalation 1 PA; MO
. - DALIRESP ORAL 3 PA; MO;
;‘Zze[l."s””e' ! &0 ’ e?%o TABLET 250 QL (30 per
uticasone dayf) MCG 30 days)
- DALIRESP ORAL 3 PA; MO
BECONASE AQ 3 ?g[(?f) e?]_;,() TABLET 500
days) MCG
BERINERT 3 PA; MO Egﬁslékii 3 gi’ E\I/IO,r
INTRAVENOUS N
KIT 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DULERA 2 MO; QL FLOVENT 2 MO; QL
(13 per 30 DISKUS (240 per 30
days) INHALATION days)
DYMISTA 3 MO; QL BLISTER WITH
(23 per 30 DEVICE 250
days) MCG/ACTUATIO
ESBRIET ORAL 2 PA; MO; N
CAPSULE QL (270 per FLOVENT HFA 2 MO; QL
30 days) AEROSOL (12 per 30
ESBRIET ORAL 2 PA; MO; i?g({j}k]él}nljfn o days)
TABLET 267 MG QL (270 per N
30 days)
ESBRIET ORAL 2 PA; MO; FLOVENT HFA 2 MO; QL
TABLET 801 MG QL (90 per AEROSOL (24 per 30
30 dags) INHALER 220 days)
MCG/ACTUATIO
FASENRA 2 PA;MO; N
%Ld(; IS’)er FLOVENT HFA 2 MO;QL
y AEROSOL (10.6 per 30
FASENRA PEN 2 PA; MO; INHALER 44 days)
QL (1 per MCG/ACTUATIO
28 days) N
FIRAZYR 3 PA; MO Sflunisolide nasal 1 MO:; QL
FLOVENT 2 MO; QL spray,non-aerosol (50 per 30
DISKUS (60 per 30 25 meg (0.025 %) days)
INHALATION days) Sfluticasone 1 MO; QL
BLISTER WITH propionate nasal (16 per 30
DEVICE 100 days)
N CGIACTUATIO FLUTICASONE 3 MO;QL
’ PROPION- (60 per 30
11:14 CG/ACTUATIO SALMETEROL days)
INHALATION
AEROSOL
POWDR
BREATH
ACTIVATED

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

This drug list was updated in August 2020

HI_FORMULARY21_201021 1 08


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FLUTICASONE 3 ST; MO; metaproterenol oral 1 MO
PROPION- QL (60 per Syrup
SALMETEROL 30 days) mometasone nasal 1 MO; QL
INHALATION (34 per 30
BLISTER WITH days)
DEVICE montelukast 1 MO
HAEGARDA 3 PA; MO; NASONEX 3 MO: QL
LA
(34 per 30
icatibant 1 PA; MO days)
INCRUSE 2 MO; QL NUCALA 2 PA; MO;
ELLIPTA (30 per 30 LA; QL (3
days) per 28 days)
ipratropium 1 PA; MO OFEV P PA; MO;
bromide inhalation QL (60 per
ipratropium- 1 PA; MO 30 days)
albuterol OMNARIS 3 MO;QL
KALBITOR 3 MO (12.5 per 30
KALYDECO 3 PA;MO; days)
ORAL QL (56 per OPSUMIT 2 PA; MO;
GRANULES IN 28 days) LA
PACKET ORKAMBIORAL 3  PA; MO;
KALYDECO 3 PA; MO; GRANULES IN QL (56 per
ORAL TABLET QL (60 per PACKET 28 days)
30 days) ORKAMBIORAL 3 PA; MO;
LETAIRIS 3 PA; MO; TABLET QL (112 per
LA 28 days)
levalbuterol hcl 1 PA; MO PERFOROMIST 2 PA; MO
LEVALBUTERO 3 ST; MO:; PROAIR 3 ST; MO;
L TARTRATE QL (30 per DIGIHALER QL (2 per
30 days) 30 days)
LONHALA 3 MO; QL PROAIR HFA 3 ST; MO:;
MAGNAIR (60 per 30 QL (17 per
REFILL days) 30 days)
LONHALA 3 MO; QL PROAIR 3 ST; MO;
MAGNAIR (60 per 30 RESPICLICK QL (2 per
STARTER days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
PROVENTIL 3 ST; MO:; QNASL NASAL 2  MO:;QL
HFA QL (13.4 HFA AEROSOL (4.9 per 30
per 30 days) INHALER 40 days)
PULMICORT 2 MO;QL(2 MCG/ACTUATIO
FLEXHALER per 30 days) N
INHALATION QNASL NASAL 2  MO:;QL
AEROSOL HFA AEROSOL (8.7 per 30
POWDR INHALER 80 days)
BREATH MCG/ACTUATIO
ACTIVATED 180 N
MCG/ACTUATIO QVAR P MO:; QL
N REDIHALER (10.6 per 30
PULMICORT 2 MO:;QL( INHALATION days)
FLEXHALER per 30 days) HFA AEROSOL
INHALATION BREATH
AEROSOL ACTIVATED 40
POWDR MCG/ACTUATIO
BREATH N
ACTIVATED 90 QVAR % MO:; QL
MCG/ACTUATIO REDIHALER (21.2 per 30
N INHALATION days)
PULMICORT 3 PA;MO; HFA AEROSOL
INHALATION QL (120 per BREATH
SUSPENSION 30 days) ACTIVATED 80
FOR MCG/ACTUATIO
NEBULIZATION N
0.25 MG/2 ML, 0.5 REVATIO ORAL 3 PA;MO;
MG/2 ML SUSPENSION QL (224 per
PULMICORT 3 PA; MO; FOR 30 days)
INHALATION QL (60 per RECONSTITUTI
SUSPENSION 30 days) ON
FOR REVATIO ORAL 3 PA; MO;
NEBULIZATION TABLET QL (90 per
1 MG/2 ML 30 days)
PULMOZYME 2 PA; MO RUCONEST 3 PA; MO
SEEBRI 3 MO; QL
NEOHALER (60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
SEREVENT 2 MO; QL THEO-24 2 MO
DISKUS (60 per 30 theophylline oral 1 MO
days) solution
sildenafil 1 PA; MO; theophylline oral 1 MO
(pulmonary arterial QL (224 per tablet extended
hypertei?sion) oral 30 days) release 12 hr 300 mg
Suspension f or theophylline oral 1 MO
reconstitution 10 tablet oxtended
W'lg/MZ : release 24 hr
sildenafil . I PAMO; TRACLEER 3 PA;MO;
(pulmonary arterial QL (90 per LA
hypertension) oral 30 days)
tablet 20 mg TRELEGY 2 MO; QL
SINGULAIR 3 MO ELLIPTA Eg;f)er 30
SPIRIVA 2 MO; QL (4 :
RESPIMAT per 30 days) TRIKAFTA PA; MO
SPIRIVA WITH 2 MO; QL gggs%ifs (S;]l’ ?I/IO’
HANDIHALER (90 per 90 per
days) 30 days)
STIOLTO 2  MO;QL( EEE}?E}%R 3 ?g(? ; 6?150
RESPIMAT per 30 days) dayf)
STRIVERDI 2 MO; QL (4 :
RESPIMAT per 30 days) VENTAVIS PA; MO
SYMBICORT 7 MO: QL VENTOLIN HFA ST; MO;
QL (36 per
(10.2 per 30
days) 30 days)
SYMDEKO 3 PA: MO: WIXELA INHUB 3 ST; MO:;
QL (60 per
QL (56 per 30 days)
28 days) A
tadalafil 1 PA; MO; XHANCE > MO: QL
. (32 per 30
(pulmonary arterial QL (60 per
. days)
hypertension) oral 30 days)
tablet 20 mg ?OLCAIRA o 2 Pﬁ; 122/[026
: : UBCUTANEOU LA; QL
TAKHZYRO MO S RECON SOLN per 28 days)
terbutaline oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
XOLAIR 2 PA; MO; DITROPAN XL 3 MO
SUBCUTANEOU LA; QL (4 ORAL TABLET
S SYRINGE 150 per 28 days) EXTENDED
MG/ML RELEASE 24HR
XOLAIR 2 PA; MO; 10 MG, 5 MG
SUBCUTANEOU LA; QL (1 flavoxate 1 MO
S SYRINGE 75 per 28 days) GELNIQUE 3 MO; QL
MG/0.5 ML TRANSDERMAL (30 per 30
XOPENEX PA; MO GEL IN PACKET days)
XOPENEX PA; MO MYRBETRIQ 2 MO
CONCENTRATE oxybutynin chloride 1 MO
XOPENEX HFA 3 ST; MO; OXYTROL 3 MO; QL (8
QL (30 per per 28 days)
30 days) solifenacin 1 MO
YUPELRI 3 PA; MO; ;
tolterodine | MO
QL (90 per
30 days) TOVIAZ 2 MO
zafirlukast 1 MO trospium 1 MO
ZETONNA 3 MO: QL VESICARE 3 MO
(6.1 per 30 BENIGN
days) PROSTATIC
zileuton 1 MO HYPERPLASIA( -
ZYFLO 3 MO BPH) THERAPY
UROLOGICA alfuzosin I MO
LS AVODART 3 MO
ANTICHOLINE dutasteride 1 MO
RGICS / dutasteride- 1 MO
ANTISPASMOD tamsulosin
ICS finasteride oral 1 MO
dari ' i MO tablet 5 mg
D"g eR”‘C’)CL” — Mo FLOMAX 3 ST:MO
DETROL LA 3 MO JALYN ) MO
PROSCAR 3 MO
RAPAFLO 3 ST; MO
silodosin 1 MO

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

This drug list was updated in August 2020
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
tamsulosin 1 MO klor-con 10 1 MO
UROXATRAL 3 ST; MO klor-con 8 1 MO
MISCELLANEO klor-con m10 1 MO
US klor-con m15 1 MO
UROLOGICALS klor-con m20 1 MO
bethanechol chloride 1 MO klor-con oral packet 1 MO
CIALIS ORAL 3 PA; MO; 20
TABLET 2.5 MG, QL (30 per K-TAB ORAL 3 MO
SMG 30 days) TABLET
CYSTAGON 3 PA; MO; EXTENDED
LA RELEASE 10
ELMIRON 2 MO MEQ, 20 MEQ
potassium citrate 1 MO k-tab oral tablet 1 MO
extended release 8
PROCYSBI ORAL 3 PA; MO meq
GRANULES DEL -
RELEASE IN magnesium sulfate | MO
PACKET injection solution
tadalafil oral tablet 1 PA; MO; I?dqgn?sium s‘ulfale 1
2.5mg, 5 mg QL (30 per injection syringe
30 days) NORMOSOL-R 3 MO
UROCIT-K 10 MO PHOSLYRA 3 MO
UROCIT-K 15 MO potassium chlorid- 1
intravenous
VITAMINS, parenteral solution
HEMATINICS 10 meqll, 30 meql,
/ 40 meqll
ELECTROLY potassium chlorid- 1 MO
d5-0.45%macl
TES intravenous
ELECTROLYTE parenteral solution
S 20 meqll
calcium 1 MO potassium chloride 1 MO
acetate( phosphat
bind)

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

Tier  ts/Limits Tier  ts/Limits

potassium chloride 1 potassium chloride- 1
in 0.9%nacl d5-0.9%macl
intravenous intravenous
parenteral solution parenteral solution
20 meqll, 40 meqll 40 megqll
potassium chloride 1 sodium chloride 0.45 1 MO
in5 % dex % intravenous
intravenous parenteral solution
parenteral solution sodium chloride 3 %% 1 MO
20 meq./l : sodium chloride 5 %% | MO
e o SO ;

. ELECTROLYTES
parenteral solution
20 meqll MISCELLANEO
potassium chloride 1 MO US NUTRITION
in water intravenous PRODUCTS
piggyback 10 AMINOSYNII 10 3 PA
meql100 ml o,
potassium chloride 1 AMINOSYN I 15 3 PA
in water intravenous %
piggyback 20 AMINOSYN-PF 7 3 PA
meql100 ml, 40 % (SULFITE-
meql100 ml FREE)
potassium chloride- 1 CLINIMIX 3 PA
0.45 % nacl 50, /D15W
potassium chloride- 1 MO SULFITE FREE
d3-0.2%nacl CLINIMIX 3 PA
miravenous - 4.25%/D10W
parenteral solution SULF FREE
20 megll CLINIMIX 5% 3 PA
potassium chloride- 1 MO DZOW(SULFI"OF-E-
45 -0.9%macl FREE)
intravenous
parenteral solution CLIONIMIX S 3 PA
20 megll 4.25%/D10W SUL

FREE

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

This drug list was updated in August 2020

HI_FORMULARY21_201021 1 1 4


http://www.express-scripts.com

Drug Name

Drug
Tier

Requiremen
ts/Limits

Drug Name Drug

Tier

Requiremen
ts/Limits

CLINIMIX E
4.25%/D5SW SULF
FREE

3

PA

PROSOL 20 % 3

PA; MO

travasol 10 % 1

PA; MO

CLINIMIX E
5%/D15W SULFIT
FREE

PA

TROPHAMINE 3
10 %

PA; MO

CLINIMIX E
5%/D20W SULFIT
FREE

PA

VITAMINS /
HEMATINICS

Sfluoride (sodium) |
oral tablet

MO

CLINISOL SF 15
%

PA; MO

prenatal vitamin |
oral tablet

MO

HEPATAMINE
8%

PA

intralipid
intravenous
emulsion 20 %

PA

INTRALIPID
INTRAVENOUS
EMULSION 30 %

PA

ISOLYTE-PIN 5
% DEXTROSE

ISOLYTE-S

NEPHRAMINE
5.4%

(O8]

PA

NORMOSOL-M
IN 5%
DEXTROSE

NUTRILIPID

PA

PLASMA-LYTE
148

PLASMA-LYTE A

plenamine

PA

premasol 10 %

PA; MO

PROCALAMINE
3%

PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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amphotericinb......................... 1 ARIKAYCE.......cooooivieee. T VIt 59
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ampicillin sodium.................... 10 aripiprazole............................ 38 AVODART........cccciiiir 112
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ANAFRANIL........cceevnnee. 38 ARNUITY ELLIPTA......... 106 AZACTAM....cooovvveveiiiieeens 7
anagrelide................c............. 66 AROMASIN..........cccvvnnn 14 AZASAN........ccooiiiieee, 14
anastrozole............................. 14 ARTHROTEC 50................. 34 AZASITE.......ccooiie 101
ANCOBON........cooeir, 1 ARTHROTECT75................. 34 azathioprine...............c........... 14
ANDRODERM.................... 80 ASACOLHD.....c.c..eeeeennnnn. 83 azelaic acid.................c.......... 59
ANDROGEL.........cccccoeeeeenn. 80  ashlynd........cccooceeviiiiiieaaannnnn, 99 azelastine........................ 68, 102
ANGELIQ.....cccccvvieeeins 97 ASMANEXHFA.............. 107  azelastine-fluticasone............ 107
ANNOVERA........cciiiees 98 ASMANEX AZELEX ...ccooiiiiiiiiiieee 59
ANORO ELLIPTA............. 106 TWISTHALER................... 107  AZILECT .....cccovvieiiiiieee, 24
ANTABUSE......cccoovvevieen. 66 aspirin-dipyridamole............... 52 azithromycCin.............ccccccuunn.... 6
ANTARA .....cccooiieieeee, 53 ASTAGRAF XL.................. 14 AZOPT...coooiiiiiiiiiiies 103
ANUSOL-HC........cccceeenn. 83 ATACAND....ccoooviiieeeeee, 48 AZOR.....occooiiiiiiiiiiei 48
APEXTCON € .o 63 ATACANDHCT.................. 48  aztreonam.................c.c.ccccoo. 7
APIDRA SOLOSTAR U- ALAZANAVIT «..vooeeeeiiaaeeeeiieaann 2 AZULFIDINE........c............ 83
100 INSULIN.......ccvvvveennnn. 71 ATELVIA.......c.cooiiiee 93 AZULFIDINE EN-TABS.... 83
APIDRA U-100 INSULIN...71 atenolol...........cccouuvuvere..... 48  bacitracin.............cccceeeee..... 101
APLENZIN.............cccoee 38 atenolol-chlorthalidone........... 48  bacitracin-polymyxinb......... 101
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baclofen............cccceevueveennnnnne. 30 BENICAR......cccocviiiiiiiis 48 BONIVA ..., 93

BACLOFEN......ccccceeee. 30 BENICAR HCT.................... 48 BONIJESTA.......oovieeeee 83
BACTRIM......c.ceeeeviiieene 12 BENLYSTA.....cccoeiiiiees 94 BOOSTRIX TDAP............... 91
BACTRIM DS........cccvvee. 12 BENZACLIN PUMP........... 59  bosentan.............ccccueeeenn.. 107
BALCOLTRA.........ceeen 99 BENZAMYCIN................... 59 BOSULIF......cccoooiiieiiiieen, 14
balsalazide............................. 83 BENZNIDAZOLE................. 7 BRAFTOVI......cccoviiiinen. 14
BALVERSA......ccovvveee. 14 benztropine............ccuueuueenn..... 24 BREOELLIPTA................ 107
balziva (28) .....cccoeeeveeaannnnn.. 99 BEPREVE.........ccccooiiii. 102 briellyn......eeeeeeeeeieeeeaanne. 99
BANZEL.....ccooiiiiiiiiiieee, 20 BERINERT........cccccoevnnnen. 107 BRILINTA.......oooiiiiee 52
BAQSIMI ..., T1 DS .cccceeiiiiiiiieeeeeeeeee, 63  brimonidine.......................... 105
BARACLUDE.........c..cccenn. 2  BESIVANCE.......ccccounnne.. 101 BRISDELLE...........ccconnee. 38
BASAGLAR KWIKPEN betamethasone dipropionate....63 BRIVIACT ...............cooennn. 20
U-100 INSULIN.................... 71 betamethasone valerate........... 63  bromfenac............ccuuuuu....... 103
BAXDELA......cccoovvvveeeeee. 11 betamethasone, augmented..... 63  bromocriptine......................... 24
BCG VACCINE, LIVE (PF).91 BETAPACE AF.................... 47 BROMSITE..........cceuune... 103
BD AUTOSHIELD DUO BETASERON........ccccvvveenne 89 BROVANA........ccoooieee 107
PEN NEEDLE..................... 71 betaxolol......................... 48,102 BRUKINSA......ccoovvveeeeen. 14
BD INSULIN SYRINGE bethanechol chloride............. 113 BRYHALI.......ccovvveeee. 63
HALF UNIT..........coovvee. 71 BETHKIS........oooveviiiee, 7 budesonide...................... 83, 107
BD INSULIN SYRINGE BETIMOL..........cceoviiieenn 102 BUDESONIDE-
U-500......ccciieeiiiieeeeeiiieeeens 71  BETOPTICS........ceeennne.. 102 FORMOTEROL................. 107
BD INSULIN SYRINGE BEVESPI AEROSPHERE..107  bumetanide............................. 48
ULTRA-FINE..................... 71 bexarotene.................ccceeun... 14 BUNAVAIL.......cccoovvrveee. 34
BD NANO 2ND GEN PEN BEXSERO.........ccovvvvvreennne, 91 BUPHENYL.......cocuvvvrennnne, 66
NEEDLE............................. 71 BEYAZ..iiieeeeeen. 99  buprenorphine hcl................... 30
BD ULTRA-FINE MICRO bicalutamide........................... 14 buprenorphine transdermal

PEN NEEDLE...................... 71  BICILLIN C-R........cccuuu.... 10 patch........cccoeeeeeecceeeeaeenn.. 31
BD ULTRA-FINE MINI BICILLIN L-A....ovvvnnnnn. 10 buprenorphine-naloxone......... 34
PEN NEEDLE..................... 71 BIDIL...cooooeeeeeeeee 48  bupropion hel.................ooo...... 38
BD ULTRA-FINE NANO BIJUVA ..., 97 BUPROPION HCL.............. 38
PEN NEEDLE..................... 72 BIKTARVY ...ccoovviiiiiiiiiiiinins 2 bupropion hcl (smoking

BD ULTRA-FINE SHORT BILTRICIDE.........ccoeeveennnn T odeter) ....ouuciiiiiiiiiiaaan 68
PEN NEEDLE...................... 72 bimatoprost.......................... 103 buspirone............cccecuveveeennnn.. 38
BD VEO INSULIN SYR BINOSTO........cooeviee 93 butorphanol............................ 34
HALF UNIT.....ccooovviieeeeennn. 72 bisoprolol fumarate................ 48 BUTRANS.......ccooiiieee. 31
BD VEO INSULIN bisoprolol- BYDUREON.........ccceennne 72
SYRINGE UF.......cccceeen. 72 hydrochlorothiazide................ 48 BYDUREON BCISE............ 72
BECONASE AQ................. 107  BIVIGAM.......ccoovvvvvveeeeen. 91 BYETTA ..o, 72
BELBUCA..........ceeeviee, 30 BLEPH-10.......cccoeevvieeennn. 102 BYSTOLIC......cccceevviiieennn. 48
BELSOMRA......................... 38 BLEPHAMIDE.................. 102 cabergoline..............cccccuvvun.. 80
benazepril..........ccc.coeeeuvenaann. 48 BLEPHAMIDES.O.P........ 102 CABLIVI........oco 52
benazepril- blisovi24 fe.....covveeeeeeennnn. 99 CABOMETYX....ooooovvvveennnn. 14
hydrochlorothiazide................ 48  blisovife 1.5/30 (28) .............. 99 CADUET....ccccceiiiii 53
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CAFERGOT.....cccocvvvveeeeenn. 26 caspofungin..........ccccceeueeeenen.. 1 ciclopiroX......cccceeeeeeneannnn. 61
CALANSR......ccoviiieeeen, 48 CATAPRES.......cccovvvvieeee. 49  cilostazol................cccccuuu.... 52
calcipotriene..............ccc........ 56 CAYSTON...ccoooiviiiiieeeeeeeans 7 CILOXAN...ooooiieiieeeeeees 101
calcipotriene-betamethasone...56  caziant (28) .........cccccovvvvvvnnnnn 99 CIMDUO......c..ooeeeeiiiiiinnn. 2
calcitonin (salmon) ................ 80  cefaclor.........ccceeeecvuvennniiiiannn. 5 cimetidine..............ccouuuunn...... 86
calcitriol ... 56,80 cefadroxil.................cccceeuun... 5 cimetidine hcl......................... 86
calcium acetate(phosphat cefazolin................................... 5 CIMZIA....iiiiiiiiienen, 83
bind) .....cccceeeeeiiiiiiiiiiinnn 113 cefdinir..........cccoeeeevevvvennnnnn.... 5 CIMZIA POWDER FOR
CALQUENCE........cccccunnnn. 14 cefepime........ccoeeeeeeeeeeeeeeaaannn... S5 RECONST....ccooiiiiiiiiieenn. 83
CAMBIA........coveiiiieie, 34 cefixXime.....uuuuiiiiiiiaaaainnn 5 cinacalcet................ccoueuuee.... 80
Camild.........cccoooveeeeeveannnnnn.. 97  cefotetan.............cccccuuvuennnn..... 5 CINRYZE................ 107
camrese lo...............coeeeeennn... 99 CefoXitin.......cccevveeeiiieaaaaann S5 CIPRO......ccooiiiiiiieeee, 11
CANASA.....cooeieeeee, 83  cefpodoxime.................ccc....... 5 CIPROHC........oovvvvveeeee. 69
CANCIDAS.......ovvieeeeeeee, 1 cefprozil.........ccooeeeevvvevennnnnnnn. 5 CIPRODEX.......cccoovvvveennnnn. 69
candesartan............................ 48  ceftazidime...............ccccuuuu..... 5 ciprofloxacin hcl........ 11, 69, 101
candesartan- CEftriaAXONe.........uvvveeenaaaaaaaaann, 5 ciprofloxacin in 5 % dextrose..11
hydrochlorothiazid.................. 48  cefuroxime axetil..................... 6 CIPROFLOXACIN-

CAPEX ..., 63 cefuroxime sodium................... 6 FLUOCINOLONE............... 69
CAPLYTA.......ccoe. 38 CELEBREX......ccccccccennnnnnnn. 34 citalopram...............cc.uuue...... 39
CAPRELSA.........ccoo. 14 celecoxib..........uuueeeeeeeaaannnnn. 34 clar@vis........ccoooeiiiiiiiiiiein, 59
Captopril..........cccceecuveeennnnnnnn.. 48 CELEXA...coooiiiiiiiiii, 38 CLARINEX........ccooonnnn 105
captopril-hydrochlorothiazide.48 CELLCEPT..............coooee. 14 CLARINEX-D 12 HOUR.. 105
CARAC ..., 57 CELONTIN......cccvvviiiiiiiis 21 clarithromycin...............o......... 6
CARAFATE.....cccoovvvviviiiinnns 86  cephalexin................................ 6 CLENPIQ............................. 83
CARBAGLU.........ceeevne. 66 CEQUA......ccoooiiiiiieee, 102 CLEOCIN......ccccvvvreenne 7,98
carbamazepine........................ 20 CERDELGA......................... 80 CLEOCINHCL...................... 7
CARBATROL...................... 20 Cetirizine........covevvveeeaennnn... 105 CLEOCIN PEDIATRIC........ 7
carbidopa................ccccuuu.... 24 cevimeline.............ccccceuunn.... 66 CLEOCINT...........eeeeennns 59
carbidopa-levodopa................. 24 CHANTIX......ccoooiiviiieeee. 68 CLIMARA.......ccoevveeiieie, 97
carbidopa-levodopa- CHANTIX CONTINUING CLIMARA PRO.................. 97
ENLACAPONE ......coeeeeeeeeennn, 24  MONTH BOX........cccuvveeee. 68 clindacinp........cccouvvveeniiii... 59
CARDIZEM.........ccevvvvenee. 48 CHANTIX STARTING CLINDAGEL........ccccuvveeen. 59
CARDIZEM CD.................. 48 MONTH BOX..........ccouvee. 68 clindamycin hcl......................... 7
CARDIZEM LA................... 48 CHEMET..........oooviiii 66  clindamycin in 5 % dextrose..... T
CARDURA.........ccc 48 CHENODAL........cccvvvveeee.. 83  clindamycin pediatric................ 7
CARDURA XL....coocvvvveenenn. 48  chlorhexidine gluconate.......... 68 clindamycin phosphate.. 7, 59, 98
CARNITOR.........ovvvveeeen. 66  chloroquine phosphate.............. 7 clindamycin-benzoyl peroxide. 59
CAROSPIR ........ccoovviiiiians 49 chlorpromazine....................... 39 clindamycin-tretinoin.............. 59
carteolol................cccouvvvnnnn. 102 chlorthalidome......................... 49 CLINDESSE......ccccccvvviiiiinnn, 98
CATLIA XTeoviraaeaiiiieeeeeiann 49 CHOLBAM.......coooevveen. 83 CLINIMIX 5%/D15W
carvedilol...............ccccccuune... 49  cholestyramine (with sugar)...53 ~SULFITE FREE................. 114
carvedilol phosphate............... 49  cholestyramine light ................ 53 CLINIMIX 4.25%/D10W
CASODEX......ccccovviiiiiienaens 14 CIALIS......cooiieeeeieeee 113 SULF FREE.........ccuvee.... 114
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CLINIMIX 4.25%/D5W ColeStipol.........ccccuveeeeeueenaan. 53 CUPRIMINE.........cocuvveenn. 94
SULFIT FREE.................... 66  colistin (colistimethate na) ....... 7 CUTIVATE......................... 64
CLINIMIX 5%- COMBIGAN......ccvvvveeeeeee. 103 CUVPOSA.......oooieeeee 83
D20W(SULFITE-FREE)....114 COMBIPATCH.................... 97  cyclafem 1135 (28) ....cc.......... 99
CLINIMIX E 2.75%/D5W COMBIVENT RESPIMAT 107  cyclafem 71717 (28) ................ 99
SULF FREE..........cc.c..o....... 66 COMBIVIR............cceeen 2 cyclobenzaprine...................... 30
CLINIMIX E 4.25%/D10W COMETRIQ.........cceeenrrnee 14 cyclophosphamide................... 14
SULFREE..........ceovviii. 114 COMPLERA.........cccooeeenn. 2 CYCLOSET....ccooooviiiiiiiaans 72
CLINIMIX E 4.25%/D5W COMPIEO .vvvvvaaaaaaeeeeaeeraaeeenns 83  cyclosporine..............ccuuu....... 14
SULF FREE....................... 115 COMTAN......ccooiieeeeeenn, 24 cyclosporine modified............. 14
CLINIMIX E 5%/D15W CONCERTA ..., 39 CYMBALTA......ccooviie 39
SULFIT FREE................... 115 CONDYLOX.....cooovvvvvereeennn. 57 cyredeq........couucueeeiiiiniannann. 99
CLINIMIX E 5%/D20W CONStULOSE ... 83 CYSTADANE.........coovvveee. 83
SULFIT FREE................... 115 CONZIP....ccovvveieeeieeee 34 CYSTAGON.........eeeuunen.. 113
CLINISOL SF 15 %............ 115 COPAXONE.........covvvvieen, 28 CYSTARAN.....ccccovviiirnnn 102
clobazam..............ccccceuuuu.... 21 COPIKTRA.......ccovvvveeee. 14 CYTOMEL........ccovvvvveeeennn. 82
clobetasol.....................ccc...... 63 CORDRAN.......ccccvvvvvveee 64 CYTOTEC.......ccoovvvvvveeneennn. 86
clobetasol-emollient ................ 63 CORDRAN TAPE LARGE d10 %6-0.45 % sodium chloride 66
CLOBEX.....ccocoiiiieeeiiiineens 63 ROLL....coocooieeiiiieeiee, 63 d2.5 %-0.45 % sodium
CLOCORTOLONE COREG ..., 49 chloride..........ccccevvvvvevanain. 67
PIVALATE........cooe 63 COREGCR.......ccccceeveennn. 49  d5 % and 0.9 % sodium
clodan..............cccccueeeennnni... 63 CORGARD.......ccccvvvrvree. 49  chloride...............cuuvvvveeaaann. 67
CLODERM.......ccccuvvvreenn 63 CORLANOR......cc...ceevunnne.. 55 d5 %-0.45 % sodium chloride.. 67
clomipramine.................cc..... 39 CORTEF......iiiiiiiiiiiiinns 69 dalfampridine......................... 28
clonazepam............................ 21 CORTIFOAM........ccovvvvens 83 DALIRESP........................ 107
clonidine................................ 49  cortisone................cccoeeeeeen... 69 DALVANCE.......cccccvvvvrnnnnnn, 7
clonidine hel...................... 39,49 CORTISPORIN.........ccoune.... 61 danazol.........ccccovveeueeeieen.... 80
clopidogrel............................ 52 COSENTYX (2 DANTRIUM.......ccoovvveeeee. 30
clorazepate dipotassium.......... 39 SYRINGES)........ccoonnnn 56 dantrolene.............................. 30
clotrimazole........................ 1,61 COSENTYX PEN (2 PENS).56 dapsone............ccccuuun...... 7,59
clotrimazole-betamethasone....61  COSOPT........ccccceeeieiinnnnn. 103 DAPSONE.....ccooovvviiiiiien, 59
clovique...........ccccceevveueeeeannn. 66 COSOPT (PF).....ccccuvvnnnn. 103 DAPTACEL (DTAP
clozapine..........cccccuvveeieeeeannn. 39 COTELLIC...........cceeeeee. 14 PEDIATRIC) (PF)................ 91
CLOZAPINE.........ccovveee. 39 COTEMPLA XR-ODT......... 39 DAPTOMYCIN..................... 8
CLOZARIL........cccvvvveeee. 39 COZAAR.......covvvvviiiiieaenn, 49  daptomycin.............cccceeeuunn.... 8
COARTEM.......ccccvviie. 7 CREON......cccooviiiiiiiiie, 83 DARAPRIM.......cccoviiieen. 8
codeine sulfate........................ 31 CRESEMBA......cccccccevinnnn. 1 darifenacin........................... 112
COLAZAL.......coovvvveeeennn, 83 CRESTOR......ccoovvviie. 53 DAURISMO......ccccoviriernnn. 14
COLCHICINE...................... 93 CRINONE..........eeeviriees 97 DAYPRO....ccooiiiiiiiiis 34
colchicine............................... 93 CRIXIVAN....coooviieieieieeeeennn. 2 DAYTRANA.....cooooieeis 39
COLCRYS...cooiiieieiiiiieeeene 93 cromolyn................. 83,102,107 DAYVIGO......cccovvvveeennnn.. 39
colesevelam.................c.......... 53 cryselle (28) ..ccoooeeeniiiinannn. 99 DDAVP...coiiiieie 80
COLESTID.....ccceeeeeeiiienns 53 CUBICIN.....ccoovvreeeiieee e, 7 deblitane....................ccceuu...... 97
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deferasirox..........cccccouveueeeinn. 67  dextroamphetamine- DIOVAN HCT........cccc... 49
DELESTROGEN.................. 97  amphetamine.......................... 39 DIPENTUM.........eovvirenns 84
DELSTRIGO.......ccc.cccevennnn. 2 dextrose 10 % and 0.2 % nacl. 67  diphenoxylate-atropine........... 83
DELZICOL..........ccov 84  dextrose 10 % in water DIPROLENE........................ 64
demeclocycline....................... 12 (dIOW) ooeeieeaaaaiieae 67 dipyridamole.......................... 52
DEMSER ......cccoooviiiiieieeeeennn. 49  dextrose 5 % in water (dSw)...67  disulfiram............................... 67
DENAVIR......cccoooviiiiee, 62 dextrose 5%6-0.2 % sod DITROPAN XL.................. 112
DEPAKOTE........coooviieene 21 chloride................ccccuuuveeenn.... 67 DIURIL......cccoviiiiiiiiees 49
DEPAKOTEER.................. 21 dextrose with sodium chloride.67  divalproex.............................. 21
DEPAKOTE SPRINKLES.. 21 DIASTAT.......coovovieeeeee. 21 DIVIGEL........ccccooiiiiinnn 97
DEPEN TITRATABS.......... 94 DIASTAT ACUDIAL.......... 21 dofetilide................cccuueee... 47
DEPO-ESTRADIOL............ 97 diazepam.......................... 21,39 DOLOPHINE....................... 31
DEPO-PROVERA................. 97 diazoxide.....................ccccu...... 72 donepezil.............cccceeeuuunnnn... 28
DEPO-SUBQ PROVERA DIBENZYLINE.................. 49 DOPTELET (10 TAB
LO4 . i 97 DICLEGIS......cccoviiiieee 84 PACK)..ccccooiiiieeeeiiieeeen, 52
DEPO-TESTOSTERONE....80 DICLOFENAC DOPTELET (15 TAB
DERMA-SMOOTHE/FS EPOLAMINE...........ccuvee.. 35 PACK).iiiiiiieeiiiieeee, 52
SCALPOIL.........ccevvrrne. 64 diclofenac potassium............... 35 DOPTELET (30 TAB
DERMOTICOIL................. 69 diclofenac sodium...... 35,57,103 PACK)...ccoooeveieiiiccnnnn 52
DESCOVY ... 2 diclofenac-misoprostol............ 35 DORYX..oooooiiiiiiiiiiiiiiiins 12
desipramine.............cccccuuue..... 39  dicloxacillin............................ 10 DORYXMPC...................... 12
desloratadine........................ 105 dicyclomine............................ 83 dorzolamide......................... 103
desmopressin...........ccceeeennn..... 80 didanosine.............cccceeeveennnn.. 2 dorzolamide-timolol.............. 103
desog-e.estradiolle.estradiol....99 DIFFERIN..................... 59,60  dorzolamide-timolol (pf)...... 103
DESONATE......ccccceevnneen. 64 DIFICID..........ccovvivireeenen. 6 dOtti..eeeeeeeeiiieeeiiieeen 97
desonide............ccccoeeeeeeeeennnn. 64  diflorasone....................c.uuuu.. 64 DOVATO.....ccvvvvvviviiiiiiiiiinans 2
DESOWEN......ccooiiiiieen 64 DIFLUCAN.........ooviirene, 1 DOVONEX.....ccoooooemmiiirinanns 56
desoximetasone...................... 64 diflunisal................cccuvveennnne. 35 doxazosin............................... 49
DESOXYN ..., 39 digitek.......ccoooeeeinnn. 55  doxepin...........cccceveeiiannn. 40, 57
DESVENLAFAXINE.......... 39 digOX .o 55 doxercalciferol....................... 80
desvenlafaxine succinate......... 39 digoXin......ccoooeiniiiiiaiaaan, 55 doxy-100........ccccceeeeeeennnnnn. 12
DETROL..........ccoeii. 112 dihydroergotamine.................. 26  doxycycline hyclate................ 12
DETROL LA.....cccoevveeee. 112  DILANTIN 30 MG.............. 21 doxycycline monohydrate....... 12
dexabliss...............cccceeeuvnnnn... 69 DILANTIN EXTENDED doxylamine-pyridoxine (vit
dexamethasone....................... 69 100MG....cceeeeeeeeeiii 21 DO) e, 84
dexamethasone intensol.......... 69 DILANTIN INFATABS 50 DRIZALMA SPRINKLE.... 40
dexamethasone sodium MG ..., 21 dronabinol............................. 84
phosphate............................. 104 DILANTIN-125 125 MG/5 DROPLET INSULIN SYR
DEXEDRINE SPANSULE..39 ML..coooocoiiiiiiiiieeieeeee 21 HALF UNIT......ccccceviinnn. 72
DEXILANT ....ocooviieeeeee 86 DILAUDID..........ccouvverenn. 31 DROPLET INSULIN
dexmethylphenidate................ 39 diltiazem hcl........................... 49 SYRINGE...............l 72
dextroamphetamine................ 39 dilt-XF oo 49 DROPLET PEN NEEDLE...72
DIOVAN . ...ccoiiiiiiiieeeeeeeeeee, 49  drospirenone-e.estradiol-Im.fa.99
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drospirenone-ethinyl estradiol .99  ELIQUIS DVT-PE TREAT EPIVIR ......ooooiii, 2

DROXIA.......covvieeeeeeii 14 30D START.....ccovvveeen. 52 EPIVIRHBV.....ccccovviiien, 2
DUAKLIR PRESSAIR...... 107 ELMIRON........cccovvvvvrenns 113 eplerenonme.............................. 49
DUAVEE.....cccooiiiiiiiiieienn. OT  eluryng......ccccceeeececcccccceceannnn. 98 EPOGEN........coovviiviiiiiiiiinins 89
DUETACT ....oooeeeiieeeeee 72 EMCYT..coviiiiiiiiieeeee 15 EPZICOM......ooovvvveean. 2
DUEXIS....ccoiiiiiieeeeeeeen 35 EMEND...ooiiiiiiiiiiieee, 84 EQUETRO.....c.coovvireannnnn. 21
DULERA.......cccoeeiiiees 108 EMFLAZA......cccovveeen. 69 ERAXIS(WATER
duloxetine...........ccccocuvveeenn... 40 EMGALITY PEN................ 26 DILUENT)...cccccceviiiieeeene, 1
DUOBRII.......cccvviiieeaen. 64 EMGALITY SYRINGE....... 26  ergoloid...............cccceuvuevann... 40
DUOPA ... 25 emoquette.........cccceeeeeeeeaaannn.... 99  ergotamine-caffeine................ 26
DUPIXENT SYRINGE....... 57 EMSAM.....coooviiiiiiiiiiieeee, 40 ERIVEDGE........ccccceeenne. 15
DURAGESIC........cccvvveen. 31 EMTRIVA.......ccooiiiee, 2 ERLEADA........cccccoiiie, 15
duramorph (pf) .......cceeeuuun... 31 EMVERM......coocvvviiiiiien, 8 erlotinib.........ccoovvviiieeannnn, 15
DUREZOL.......ccccceeeenn. 104 enalapril maleate.................... 49 eFFif.uneeeiiiiiiiieeeeeceeeee 97
dutasteride............................ 112 enalapril-hydrochlorothiazide. 49 ERTACZO...........cccceeuuuun.... 61
dutasteride-tamsulosin........... 112 ENBREL.....ccccvviviiiiiei, 94 ertapenem................ccceeeuunn... 8
DUTOPROL.........cccoovnineeen. 49  ENBREL MINI.................... 94  erypads.........ccccovvieiiiiiinnnnn 60
AvOorah..........cccooeeveeeeeeann 31 ENBREL SURECLICK....... 94 erygel.....iiiiieeaiiiiiea 60
DYANAVEL XR.................. 40 ENDARI.....cccoiiiiiiiiinnn. 67 ERYPED 200.......cccccovuvveeenn. 6
DYAZIDE.......ccovvveen. 49 endocet..........cooouiiiiiiiiiniann. 31 ERYPED400.......cccevvurnerenn. 6
DYMISTA ... 108 ENGERIX-B (PF)................ Ol  ery-tab.......ccoceevvvviiiiiiann. 6
DYRENIUM.........cccvveeenne 49 ENGERIX-B PEDIATRIC ERY-TAB....cccoviiiiiiic, 6
E.E.S. GRANULES................ 6 (PE)iiiiiee 91 ERYTHROCIN...................... 6
econazole............................... 61 enoxaparin............................. 52 erythrocin (as stearate) ........... 6
EDARBI.......oovvvviiiiiiiiiiiiiiins 49 enpresSe.......cceeeiiiiiiiiiiiiiai 99 erythromycin.................... 7, 101
EDARBYCLOR.................. 49 enskyce........oueeeeeiiiiiiiiiiiiinins 99  erythromycin ethylsuccinate..... 6
EDECRIN..................... 49 ENSTILAR......coovvvviiviiiiiinns 56  erythromycin with ethanol...... 60
EDURANT ..ot 2 entacapone............cccceeeeeeennn. 25  erythromycin-benzoyl

EfUVIFENZ ., 2 CRLECAVIF v 2 peroxide.........cccceeeeeiieiiiaannn. 60
EFFEXOR XR.......c.ccc...... 40 ENTOCORTEC.................. 84 ESBRIET.....ccccceoviiiiinean. 108
EFFIENT ..o, 52 ENTRESTO.......................... 55 escitalopram oxalate.............. 40
EFUDEX.....cccooviiiiiiieiees 57  enulose...........ccoevecurrvunnnnn.... 84  esomeprazole magnesium........ 86
EGRIFTA....cccooviiiiee 89 ENVARSUS XR.....cccoceeeeee.n. 15 estarylla.............oooevveeeeannnn, 99
EGRIFTASV....ccooviii. 89 EPCLUSA.....ccoooiiiiiiiieeee, 2 ESTRACE.......ooiiiiin. 97
ELESTRIN......cccvvviiiiiinee. 97 EPIDIOLEX.......cccevvvennnne. 21 estradiol................cooeueeeenn. 97
eletriptan............ccccceuvevennn..... 26  EPIDUO.......ccocirrrireeenen. 60 estradiol valerate.................... 97
ELIDEL.......cccooviiiiiiiieeees 57 EPIDUO FORTE................. 60 estradiol-norethindrone acet... 97
ELIGARD......cccvviiiiin 14 epinastine............cccccccooun. 102 ESTRING......ccovvviiiiiiieee. 97
ELIGARD (3 MONTH)....... 15 EPINEPHRINE................. 105 ESTROGEL........cccccvvvveeen.n. 97
ELIGARD (4 MONTH)....... 15 epinephrine.......................... 105  eszopiclone...........ccccceeeennn...... 40
ELIGARD (6 MONTH)....... 15 EPIPEN 2-PAK.......ccc......... 105  ethacrynic acid....................... 49
ELIMITE........c.coeoviiies 66 EPIPEN JR 2-PAK............. 105 ethambutol................ccccuvueeenn.. 8
ELIQUIS..........co 52 epitol......eueeeennaieenn. 21 ethosuximide.......................... 21
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ethynodiol diac-eth estradiol... 99

FEMARA ..o 15

fluconazole in nacl (iso-osm) ....1

etodolac............cccceeeeeeeeeennn.... 35 FEMHRT LOW DOSE........ 97  flucytosine........................oo...... 1
etonogestrel-ethinyl estradiol..98 FEMRING.............ccccoevnn. 97  fludrocortisone....................... 69
EUCRISA......ccooeeee, 57  femynor........cceeeiiiiieeaacnn. 99 flunisolide............................. 108
CULRYFOX c.ooeeeeeeeeaaaeae 82 FENOFIBRATE................. 54 fluocinolone............................ 64
EVAMIST ....oovvviiiiiiiiiii, 97  fenofibrate.............cc.uuuu........ 54 fluocinolone acetonide oil........ 69
EVEKEO......ccooooiiiiiiiiiins 40  fenofibrate micronized............ 53 fluocinolone and shower cap....64
EVEKEO ODT.......ccccuuunn. 40  fenofibrate nanocrystallized....54  fluocinonide............................ 64
EVENITY ..o, 93  fenofibric acid (choline) ......... 54 fluocinonide-e......................... 64
everolimus (antineoplastic).... 15 FENOGLIDE...................... 54 fluoride (sodium)................. 115
everolimus FENOPROFEN.................... 35  fluorometholone.................... 104
(immunosuppressive ) ............. 15  fenoprofen...........ccueeeeenen.nn. 35 FLUOROPLEX.................... 57
EVISTA ..o, 93 fentanyl..........cccccccevuveennn..... 31 fluorouracil............................ 57
EVOCLIN.......ccoeviiieiee 60 fentanyl citrate....................... 31 fluoxetine......................... 40, 41
EVOTAZ.....ooiiiee 2 FENTANYL CITRATE....... 31 fluphenazine decanoate........... 41
EVOXAC......ccooiiiiiieeees 67 FENTORA......cccocvvvviieees 31 fluphenazine hcl...................... 41
EVZIO....ccooiiiiiiiiiiiiie, 35 FERRIPROX.......ccoccvveeennnn. 67 flurandrenolide....................... 64
EXELON....oooviiiiiiiiiie, 28 FETZIMA........cccoee 40  flurbiprofen..............ccccuu..... 35
EXCMESLANE .........evveaaaaaannnn. 15 FEXMID...ooooovvvieiieene, 30  flurbiprofen sodium............... 103
EXFORGE........cccvvvveennn. 49  FIASP FLEXTOUCH U- Sflutamide...................ccccee.... 15
EXFORGE HCT.................. 49 100 INSULIN......ccevvvvviiinnns 72 fluticasone propionate..... 64, 108
EXJADE.....cccooeviiiieee 67 FIASP PENFILL U-100 FLUTICASONE

EXTAVIA. ..o, 89 INSULIN....cccoveiiireeee. 72 PROPION-SALMETEROL
EXTINA ..o, 61 FIASP U-100 INSULIN........ T2 e 108, 109
EZALLOR SPRINKLE........ 53 FINACEA.......ccoooiieiiieee, 60  fluvastatin............ccc..oceun..... 54
ezetimibe..............oouvvvevevvvnnnns 53 finasteride......................u.... 112 fluvoxamine............................ 41
ezetimibe-simvastatin............. 53 FIRAZYR.....ccooviiiiiiee 108 FML FORTE...................... 104
FABIOR.......ccoevviiiiiieee 60 FIRDAPSE......cccccevevien. 28 FML LIQUIFILM.............. 104
falmina (28) .....cccoveeeeveviaannnnn. 99 FIRMAGON KIT W FML S.O.P...cccooviiiiins 104
famciclovir..............cccccuunnn.... 2 DILUENT SYRINGE.......... 15 FOCALIN.......ccoovirvivieee. 41
famotidine.............................. 86 FIRVANQ.....ccooovviiiiiiieeieenn, 8 FOCALIN XR........ccvvvrnneee. 41
FANAPT ..o, 40  flac otic Oil ..............c...uuuun...... 69 fondaparinux.......................... 52
FARESTON......cooiiiieene 15 FLAGYL...oooooiiiiiiiie. 8 FORFIVO XL...cocovvivieeaanns 41
FARXIGA.....ccccoviiiiien 72 FLAREX.......ccoooiiiiiins 104 FORTAMET................. 72,73
FARYDAK ....cooovvviiiieeeins 15 flavoxate............coevvveeeeannn. 112 FORTEO........ooovirrrrrren. 93
FASENRA ... 108 FLEBOGAMMA DIF.......... 91 FORTESTA. ..o 80
FASENRA PEN................. 108  flecainide................c...uuuve...... 47 FOSAMAX...coooiviieieeeiinn, 94
JAVOSIM ..o, 99 FLECTOR.........ccovvrrireennn, 35 FOSAMAXPLUSD............ 94
febuxostat ... 93  FLOLIPID........cccovvveeieennn. 54 fosamprenavir..............c.......... 2
felbamate.................cc.......... 21 FLOMAX......ooooiiiieeeeen. 112 fosinopril...........ccoeeeeeeeeennnnnn. 49
FELBATOL.........ccvvvviinnnn. 21 FLOVENT DISKUS........... 108  fosinopril-hydrochlorothiazide 49
FELDENE......cccccceoviiiinen. 35 FLOVENTHFA............... 108 FOSRENOL........cccuvveennene. 67
felodipine.............................. 49  fluconazole..............cccceeeeunn...... 1 FRAGMIN.............. 52
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FROVA. ... 26 GLASSIA ..., 67  haloperidol lactate.................. 41
frovatriptan.............cccccoeeunn. 26  glatiramer...............c..oooooo...... 28  HARVONI.......ccnn. 2,3
FULPHILA.........ccvvieee 89  glatopa............cccccuevveaaannn.. 28 HAVRIX (PF)...cccocvvveinn. 91
furosemide.............ccccceeunnnn... 49 GLEEVEC..............ccc 15 HELIDAC...............ccccoe 86
FUZEON........cco, 2 glimepiride............................. 73 heparin (porcine) ................... 52
Jvavoly.......ccccoovveieiiinnnn. 97 glipizide............cccccccvvvvee..... 73  HEPATAMINE 8%............ 115
FYCOMPA......ccccceeiiee. 21 glipizide-metformin................ 73 HEPSERA.......cccccciiiiinn 3
gabapentin.............................. 21 GLOPERBA......................... 93 HETLIOZ.....cccoeeeeeenn. 41
GABITRIL........cccviieeeee 21  GLUCAGEN HYPOKIT.....73 HIBERIX (PF)......ccccuveeennn. 91
GALAFOLD......cccccvvveennne 80 GLUCAGON HIPREX......cccooviiiiiiie, 13
galantamine............................ 28 EMERGENCY KIT HORIZANT .....ccoovvvvveeeeen. 28
GAMMAGARD LIQUID...91 (HUMAN)......cooiieeeenen. 73 HUMALOG JUNIOR
GAMMAGARD S-D (IGA GLUCOTROL...................... 73 KWIKPEN U-100................. 74
<1 MCG/ML)...oveveeeinann. 91 GLUCOTROL XL............... 73 HUMALOG KWIKPEN
GAMMAKED.......c.cceeevnne 91 GLUMETZA......cccovvveee. 73  INSULIN.....cccccoviiiiiiieeee, 74
GAMMAPLEX........ccc......... 91 glycopyrrolate........................ 83 HUMALOG MIX 50-50
GAMMAPLEX (WITH GLYSET ... 74  INSULN U-100.......cccovunneeen.. 74
SORBITOL)....ccoccvvivieeenee 91 GLYXAMBI........cooiiieine 74  HUMALOG MIX 50-50
GAMUNEX-C........ccccuvvn 91 GOCOVRI......ccevveiiiiees 25 KWIKPEN........ccccoviiiiinns 74
GARDASIL 9 (PF)............... 91 GOLYTELY ...ccooovvivviveeeenn. 84 HUMALOG MIX 75-25
GASTROCROM................... 84 GRALISE......ccooovvvieeeeeeees 22 KWIKPEN........ccccoviiiiinns 74
gatifloxacin......................... 101  GRALISE 30-DAY HUMALOG MIX 75-25(U-
GATTEX 30-VIAL............... 84 STARTER PACK................. 22 100)INSULN........ccoeen 74
GAUZE PAD...........cooo.... 73 granisetron hcl........................ 84 HUMALOG U-100
GaVIlyte-C.......coovvvvveaien 84 GRANIX.....coooiiiiiieieeeees 89 INSULIN.......ccooiiiiieeeeeenn. 74
gavilyte-g...............cc.cccooo 84 GRASTEK.......cccovvvvviiriiinnns 91 HUMATROPE................... 89
gavilyte-n.............................. 84  griseofulvin microsize............... 1 HUMIRA. ..., 95
GELNIQUE.........cccccvnnnn. 112 griseofulvin ultramicrosize........ 1 HUMIRAPEN.......ccvvvnes 94
gemfibrozil..............ccccuvu..... 54 guanidine................................ 41 HUMIRA PEN CROHNS-
GENERESSFE......cccouee. 99 GVOKE HYPOPEN 2- UC-HS START......c.ceeeenne. 94
generlac...........cccceevvvnnnnnii... 84 PACK ..., 74 HUMIRA PEN PSOR-
GONGTAf oo 15 GVOKE PFS 2-PACK UVEITS-ADOL HS.............. 94
GENOTROPIN.........ccuuee. 89 SYRINGE..........ccoeviiis 74  HUMIRA(CF)...ccocceevennnen. 95
GENOTROPIN GYNAZOLE-1...cccouvvveeeennnn. 98 HUMIRA(CF) PEDI
MINIQUICK .......ceeveeee. 89 HAEGARDA.........ccccee. 109 CROHNS STARTER........... 95
GeNLAK ... 101 hailey 24 fe.....ccoeeeeevveeennannn... 99 HUMIRA(CF)PEN............. 95
gentamicin.................. 8,61, 101  halcinonide............................. 64 HUMIRA(CF) PEN
gentamicin in nacl (iso-osm)....8§ HALDOL.................c.oeenn. 41 CROHNS-UC-HS................. 95
GENVOYA.....ccooiieiieees 2 HALDOL DECANOATE....41 HUMIRA(CF) PEN PSOR-
GEODON.........cooooe 41  halobetasol propionate............ 64 UV-ADOLHS......ccceeeveen. 95
Ianvi (28) oo, 99 HALOG.....cccoiiiieeeiiieee, 65 HUMULIN 70/30 U-100
GILENYA ..., 28  haloperidol............................. 41 INSULIN.....ccoooiieeiiieeeeee 74
GILOTRIF................l. 15 haloperidol decanoate............. 41
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HUMULIN 70/30 U-100 imipramine pamoate............... 41 INTRALIPID..................... 115

KWIKPEN.......ccoovvivieee 74  IMIQUIMOD.........cccuveenn. 57 INTRAROSA.......cccooveeen. 98
HUMULIN N NPH IMiquimod................ccccceeeen. 58 INTRONA. ..o, 89
INSULIN KWIKPEN.......... 74 IMITREX.....cccoooiiiiiin. 26 introvale...........cccoeeeuieiieennnn. 99
HUMULIN N NPH U-100 IMITREX STATDOSE INVANZ...oooiiiiiiiieeee, 8
INSULIN.....ooviiiiieeeiieeee 74 PEN...ooiiiiiiiiieeieee, 26 INVEGA.......ccooiiiiiiii 41
HUMULIN R REGULAR IMITREX STATDOSE INVEGA SUSTENNA.......... 41
U-100 INSULN.....ccocviiieenns 74 REFILL......cccccooviiiiiennnn. 26 INVEGA TRINZA............... 41
HUMULIN R U-500 IMOVAX RABIES INVELTYS...cooiiiiiiieee 104
(CONC) INSULIN................ 74  VACCINE (PF)...cccooeveenn 91 INVIRASE......cccocoiiiiiiiins 3
HUMULIN R U-500 IMPOYZ...ooviiiiiieaaene. 65 INVOKAMET.......cccovnnnnnn. 75
(CONC) KWIKPEN.............. 74 IMURAN......cccooeiiiiiieeee, 16 INVOKAMET XR............... 75
hydralazine............................. 49 IMVEXXY INVOKANA.......ccoeee. 75
HYDREA ... 15 MAINTENANCE PACK.....98 TOPIDINE.............ccvvunnee... 105
hydrochlorothiazide................ 49 IMVEXXY STARTER IPOL.....coooii, 92
hydrocodone bitartrate........... 31 PACK....ooiiiieeeeeeeee, 98 ipratropium bromide....... 68, 109
hydrocodone-acetaminophen...31 INBRIJA.............cooeinnnnnnn. 25 ipratropium-albuterol........... 109
hydrocodone-ibuprofen........... 31 incassia.........oooeeeeeeeeeeeeiiiiininn 98 irbesartan.............cccccceeeenn... 50
hydrocortisone............ 65,69,84 INCRELEX........ccccoeeeeeiinnnn 67 irbesartan-

hydrocortisone butyrate.......... 65 INCRUSE ELLIPTA.......... 109  hydrochlorothiazide................ 50
hydrocortisone valerate........... 65 indapamide............................. 50 TRESSA. ..o, 16
hydrocortisone-acetic acid...... 69 INDERALLA........cccc......... 50 ISENTRESS.....cccooiiiiiiiinnn. 3
hydrocortisone-pramoxine...... 84 INDOCIN........ccovviviieereennn. 35 ISENTRESSHD.................... 3
hydromorphone...................... 32 INFANRIX (DTAP) (PF)....92  isibloom..............cc..cccccco.o....... 99
hydromorphone (pf) ............... 31 INFLECTRA........cccoonnn. 84 ISOLYTE-PIN 5%
hydroxychloroquine.................. 8 INGREZZA..........eee. 28 DEXTROSE.......ccocvvvveennn. 115
hydroxyured......................... 15 INGREZZA INITIATION ISOLYTE-S.....ccooviiie. 115
hydroxyzine hcl.................... 105 PACK.......ccooiiiiieiiieeeeee, 28 isoniazid..............ccceeeiiunnennnn.... 8
HYSINGLA ER................... 32 INLYTA ..o 16 ISOPTO CARPINE............ 102
HYZAAR .....cooviiia. 49  INNOPRAN XL.....cccocveennnne 50 ISORDIL......cccoovviiieiiiinnnns 55
ibandronate.......................... 94 INREBIC.......ccoevvieiiiieees 16 ISORDIL TITRADOSE....... 56
IBRANCE.......ccceeviiiiiees 15 INSPRA.......ccooiiiiiiii, 50 isosorbide dinitrate................. 56
DU ..o, 35 INSULIN ASP PRT- isosorbide mononitrate............ 56
IDUPFOfen............cceveeeeennannn. 35 INSULIN ASPART.............. T4 iSOtretinoin.................ccceeeuee. 60
icatibant..............ccccouveven.... 109 INSULIN ASPART U-100...74 isradipine.............ccccuvvuvene....... 50
ICLUSIG.....ccoiviiiiiiiie. 15 INSULIN LISPRO............... 74 ISTALOL......ccccevviiiiiians 102
IDHIFA ..o 16 INSULIN LISPRO ISTURISA ..o 80
ILEVRO.....ccocvvviiieiiiiees 103 PROTAMIN-LISPRO.......... 74 itraconazole..............cccc......... 1
ILUMYA ..o 56 INSULIN PEN NEEDLE.... 74  ivermectin.............cccccccuvveeenn... 8
IMALINID ... 16 INSULIN SYRINGE- IXTARO (PF)...cccooviiinennn, 92
IMBRUVICA........cceeeen 16 NEEDLE U-100.................... 74  JADENU.......cooviiviee. 67
imipenem-cilastatin.................. 8 INTELENCE......................... 3 JADENU SPRINKLE.......... 67
imipramine hel....................... 41 intralipid.............................. 115 JAKAFI.....ooooeeeii 16
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JALYN ..o 112 KEVZARA........ccccovii, 95 LAMICTAL XR STARTER

JARLOVEN ... 52 KINERET.....ccococcciiiiinnnn, 95 (ORANGE)......cccooiiiiiine. 22
JANUMET.......ccovvvee. 75  KINRIX (PF).cccoovviiiiiiinns 92 lamivudine..............cccuuuuen....... 3
JANUMET XR......ccccuvennee 75  kionex (with sorbitol) ............ 67  lamivudine-zidovudine.............. 3
JANUVIA ..o, 75 KISQALI....ccoovvvinnn. 16  lamotrigine...............c............. 22
JARDIANCE....................... 75 KISQALI FEMARA CO- LANOXIN....coooviiieiiiiinee, 55
Jasmiel (28) ....cccccvueeeeeiiiaannn. 99 PACK.....ccooooiiiiiiiiieeee 16 lansoprazole........................... 87
JENTADUETO.........c.......... 75 KITABISPAK.....ccccoeeeeennn. 8 lanthanum................ccccce...... 67
JENTADUETO XR............. 75 KLARON........ccoovvivieeeee. 61 LANTUS SOLOSTAR U-
Jinteli.....oooooiieeeaiiiiiiiaa, 98 KLONOPIN..........eeeeenn, 22 100 INSULIN......ccceeeeeeenns 75
JORNAY PM....cccccoeeiens 41  klor-con 10........................... 113 LANTUS U-100 INSULIN.. 75
JUBLIA.............cc 61 klor-con8............................. 113 larin 1.5/30 (21) ................... 100
Juleber ............cccoeevvvennnnnni... 99  klor-conmlO........................ 113 larin 1120 (21 ) ... 100
JULUCA. ..., 3 klor-conml5.............oouu.. 113 larin fe 1.5/130 (28) ............... 100
junel 1.5/130 (21) .....ouueeeeennn... 99  klor-conm20........................ 113 larin fe 1120 (28) .................. 100
Junel 1120 (21) ......cccceeennnne... 99  klor-con oral packet 20......... 113 larissic...........cccoeeeeuvnnennnn.... 100
junel fe 1.5/30 (28) ......uuuue...... 99 KOMBIGLYZE XR............. 75 LASIX..oiiiiiiiieeeeeeeeee, 50
Junel fe 1120 (28) .................. 100  KORLYM....oooooevieie 81 LASTACAFT.......c........... 102
Junelfe24......ccccccovvviniiiinnn. 100  KOSELUGO......c.ccccceeevnnnnnn 16  latanoprost........................... 103
JUXTAPID......ccovrvreeene 54 KRINTAFEL........ccevvvireenns 8 LATUDA.......cccoieeeeee. 42
JYNARQUE......coovvvveeee. 81 KRISTALOSE..........couun... 84 layolis fe......cccovvuuueriiiieiaaannn. 100
KADIAN.....cooviiieieiieeee, 32 K-TAB..coooiieeeeeeee 113 LEDIPASVIR-

kaitlib fe.........ccccueeevecuunnaan. 100 A-tab......ooeeeeeeiieeeeeiiean 113 SOFOSBUVIR..........cccenue. 3
KALBITOR.........oovvvviriiinnes 109 kurvelo (28) ... 100 leena28......ccoceeeeeceeeeaannnn. 100
KALETRA................. 3 KUVAN. ..o, 81 leflunomide............................ 95
KALYDECO...................... 109 KYNMOBI...........c.ouunnnn 25 LENVIMA........ccccoiiiiieee, 16
KANJINTI.......cceeeeeeee 16 [ norgestle.estradiol-e.estrad. 100  LESCOL XL.........cccccovvvvennn. 54
KAPSPARGO SPRINKLE..50 labetalol................................. S50 [eSSING......uvvvveeeniiiiinnn, 100
KAPVAY ..o 41 LACRISERT......cccoouvvee.... 102 LETAIRIS.......ccooiiie. 109
kariva (28) ......ooeeeeveeeeeeinnnnnn, 100 lactulose................couueeveveen. 84  letrozole................................. 16
KATERZIA ... 50 LAMICTAL.....cccoovvvvvereeennnn. 22 leucovorin calcium.................. 13
KAZANO.......coooevveeee 75 LAMICTALODT................ 22 LEUKERAN.........cccvvnn 16
kelnor 1135 (28) ......ovveenn.... 100 LAMICTAL STARTER LEUKINE......ccoovvviiiieiens 89
kelnor 1-50..........cccccecvvunnnn. 100 (BLUE)KIT.....cccoovvvvrerinnnns 22 leuprolide..................ouuuee...... 16
KENALOG.......ccccovvvvvreeennn. 65 LAMICTAL STARTER levalbuterol hcl..................... 109
KEPPRA.........cccoie, 22 (GREEN)KIT.......ccvveeenn. 22 LEVALBUTEROL

KEPPRA XR......ccovvvvieenn. 22 LAMICTAL STARTER TARTRATE........cccuvvee. 109
KERYDIN.........eoviiiere, 61 (ORANGE)KIT................... 22 LEVEMIR FLEXTOUCH
ketoconazole................. 1,61,62 LAMICTAL XR................... 22 U-100 INSULN...........coneee. 75
ketodan.................ccccooeeenn.... 62 LAMICTAL XR STARTER LEVEMIR U-100 INSULIN 75
ketoprofen.........cceeeeeeeeeannnn... 35 (BLUE).ooioiiiiiiiiiiiieieeeeeeenn. 22 levetiracetam.......................... 22
ketorolac..............ccccocvvuunnn. 103 LAMICTAL XR STARTER levobunolol........................... 102
KEVEYIS..................... 28 (GREEN)....ccooioiiiiiiiiiicennn. 22 levocarnitine........................... 67
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levocarnitine (with sugar) ...... 67 LOESTRIN 1/20 (21).......... 100  LUNESTA......cccvvviviiiiiiin, 42
levocetirizine........................ 105 LOESTRIN FE 1.5/30 (28- LUPANETA PACK (1
levofloxacin.................... 12,101 DAY) .o 100 MONTH)....ooooviiiiieii 98
levofloxacin in dSw................. 11 LOESTRIN FE 1/20 (28- LUPANETA PACK (3

levonest (28) ....ouueevieeeeeacnnn. 100 DAY) .. 100 MONTH)....ooooviiiiiiiie 98
levonorgestrel-ethinyl estrad. 100  LOKELMA...............c.oovvn.. 67 LUPRON DEPOT................ 16
levonorg-eth estrad triphasic. 100 LOMOTIL............................ 83 LUPRON DEPOT (3

levora-28 .......cccceevveeueenaann. 100 LONHALA MAGNAIR MONTH)....ccviviiiiiieeee 16
levorphanol tartrate................ 32 REFILL........ccoovvvvinee 109 LUPRON DEPOT 4
LEVORPHANOL LONHALA MAGNAIR MONTH)...ccvviiiiiiiiiiee 16
TARTRATE......cccviiiien 32 STARTER.....ccccccvviiiinns 109 LUPRON DEPOT (6
[EVO-t..cuveeaiiiiiiiiiiiiiieea 82 LONSURF......ccccoviiiiis 16 MONTH)....coooviiiiiiieees 16
levothyroxine............cccccc..... 82 loperamide............................. 83  Iutera (28) ..cccceeeeeeeennnnnn. 100
[eVOXPl...ccooveiiiiiiiiiiiiea, 82 LOPID.....cccovvviiiiiiieeeeeee, 54 LUXIQuuoiiiiiieeeiiiiiiiieee, 65
LEXAPRO.......c.ceevvinnn 42 lopinavir-ritonavir .................... 3 LUZU.iiiiiiiieeee, 62
LEXETTE.....cccoooviiiiieeeeenn. 65 lopreezd.............cccceeeeeunnnnnn... 98 LYNPARZA...........ccceuun 16
LEXIVA ..o 3 LOPRESSOR.......ccccceenunnnnn. 50 LYRICA. ..o 23
LIALDA ..o, 84 LOPROX....cccooooiiviiiiiinnnn. 62 LYRICACR........cocvveene 23
lidocaine.............ccccuveveunennnnn. 58 LOPROX (AS OLAMINE).. 62 LYSODREN........c.coecuvvrernn. 16
lidocaine hel........................... 58 lorazepam..................uuu...... 42 LYSTEDA......cccooviiieieees 98
lidocaine viscous..................... 58 lorazepam intensol.................. 42 LYUMIJEV KWIKPEN U-
lidocaine-prilocaine................ 58 LORBRENA.......ccoocviieee. 16 100 INSULIN........cccceeeeeen. 75
LIDODERM.........cccvvvvinnnnn. 58 lorcet (hydrocodone) .............. 32 LYUMIJEV KWIKPEN U-
lindane...........ccccccuuueeenennni... 66 lorcet hd..........ccuuveeeevniianannn. 32 200 INSULIN.......cccvvvreeennn. 75
linezolid.............ccccovvvvvvvvnnnnnnn. 8 lorcet plus............................... 32 LYUMIEV U-100

linezolid in dextrose 5% ............ 8 loryna (28)...ccccoviiiiiiiiini. 100 INSULIN......ccovviiiiiiiiiiiiinns 75
LINZESS...............c 84 losartan...........cccceeeeeeeeeeeaannn... 50 Ipza.cccccciiiiiiiiiiee 98
liothyronine............cc.ccoooo...... 82  losartan-hydrochlorothiazide.. 50 MACROBID......................... 13
LIPITOR......ccceeviiiiieenne, 54 LOSEASONIQUE.............. 100 MACRODANTIN................ 13
LIPOFEN.....ccooooviiiiiiiiins 54 LOTEMAX........oovvinneen. 104 mafenide acetate..................... 61
LSTNOPTIl ... 50 LOTEMAX SM......ccccee..... 104 magnesium sulfate................ 113
lisinopril-hydrochlorothiazide. 50  LOTENSIN............cccoevnnnnnee. 50 MALARONE.........cccuvvene. 8
lithium carbonate.................... 42 loteprednol etabonate............ 104 MALARONE PEDIATRIC...8
lithium citrate......................... 42 LOTREL....cccooiiiiiiiiiiiens 50  malathion...............cccoeeeenn. 66
LITHOBID........cceinnn. 42 LOTRONEX......ccccoovvvrrrnnnnnn 84  maprotiline............cccuuuuuen..... 42
LITHOSTAT ...cccovviiiieannnne. 67  lovastatin.............cccccceeeennnn. 54 MARINOL.......ccooeeveei. 84
LIVALO.................. 54 LOVAZA. ..., 54  marlissa (28) ......ooeeeeevennnnnnn. 100
LO LOESTRIN FE............. 100 LOVENOX......ccooovveeennenn. 52,53  MARPLAN.......ccccvviiien 42
LOCOID....ccooeeieieiee 65 low-ogestrel (28) .................. 100  MATULANE......ccccceeerenns 16
LOCOID LIPOCREAM....... 65 loxapine succinate.................. 42 matzimla...............ooouuuvuvnnnn. 50
LODINE.......c.ooviiieee. 35 LUCEMYRA......coooiieenn 35 MAVENCLAD (10
LODOSYN....ccooviieieiiieeens 25 LULICONAZOLE............... 62 TABLET PACK).................. 28
LOESTRIN 1.5/30 (21)........ 100  LUMIGAN......ccoovveeeee. 103
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MAVENCLAD (4 TABLET MERREM.......c.oooiiiiiee, 8 microgestin fe 1.5/30 (28).... 100
PACK) oo, 29  mesalamine............................ 84  microgestin fe 1120 (28) ....... 100
MAVENCLAD (5 TABLET MESNEX ....ccccooviiiieeeiinnn. 13 midodrine................ccccuu.... 67
PACK) ..oooiiiiiiiiiiiiiiiiiiiiiiiiii 29 MESTINON......cccovvvrvrriinnns 30 MIGErgot.....ueeeeeeeeieiiiiiiiiiiiin, 26
MAVENCLAD (6 TABLET MESTINON TIMESPAN.... 30 miglitol........ccccccovveviviennnnnne. 76
PACK)..oooiiiiiiiiiiiiieeee 29 metaproterenol..................... 109 miglustat...............ccceeeuvnnn.... 81
MAVENCLAD (7 TABLET MELfOTrMIN ......veeeevieeaaan, 76  MIGRANAL.........ceeevnnen. 27
PACK) ...oooviiiiiia 29  methadone.............................. 32 Ul 100
MAVENCLAD (8 TABLET methamphetamine.................. 42 millipred...........cccccovvvvueeniann. 69
PACK) ..o 29  methazolamide...................... 103 mimvey ...cccceeeveeeieiiiiiiiiiii, 98
MAVENCLAD (9 TABLET methenamine hippurate........... 13 MINASTRIN 24 FE........... 100
PACK) ..ot 29 methimazole........................... 70  MINIPRESS........ccccooii. 50
MAVYRET ......cccccovviiiinns 3 METHITEST.....cccoovinienn. 81 MINITRAN........eeeiiiees 56
MAXALT ..o, 26  methotrexate sodium.............. 17 MINIVELLE.............ccuue... 98
MAXALT-MLT.................. 26 methotrexate sodium (pf)....... 17  minocycline.............ueueve...... 12
MAXIDEX......ccoccvviiiinnn. 104 methoxsalen........................... 58 MINOLIRA ER.................... 12
MAXITROL.........ccvvveee. 104 methscopolamine.................... 83 minoXidil..........ccccoeevvveunniin. 50
MAXZIDE........cccovvviieeen. 50  methyldopa............................. 50 MIRAPEXER.........ccco... 25
MAXZIDE-25MG................ 50 METHYLIN.......cccoovvvviiiinans 42 mirtazapine............................ 42
MAYZENT.....ccooovveiiiinnn, 29 METHYLPHENIDATE MIRVASO......cccceiviiiiieans 60
meclizine..........ccccccuveeeeeeeennnn. 84 HCL.ooooiiiiieeieeeeeeee 42 misoprostol.............ccccecuuun.... 87
meclofenamate....................... 35  methylphenidate hcl................ 42 MITIGARE......c.c.ccoeevnnn. 93
MEDROL............................ 69  methylprednisolone................. 69 M-M-RII(PF)..ccccoooennnnnnnn. 92
MEDROL (PAK)....cccceeeunnnn. 69  methyltestosteronme.................. 81 MOBIC.......oooiiiiiiiiiiiiiiiiis 35
medroxyprogesterone............. 98  metoclopramide hcl................. 84  modafinil...........ccccoeeeeeeeennnn.. 43
mefenamic acid....................... 35 metolazome............................ 50 moexipril.......................l 50
mefloquine...........cccccceeeeeeeennnn.. 8  metoprolol succinate............... 50 molindone.................oouuuuu.. 43
megestrol......................... 16,17  metoprolol ta- MOMeELASoONe..................... 65, 109
MEKINIST ..., 17 hydrochlorothiaz.................... 50  mondoxynenl........................ 12
MEKTOVI....coooiiiiiiinnn. 17  metoprolol tartrate................. 50  montelukast.......................... 109
melodetta 24 fe..................... 100  METROCREAM.................. 60 MONUROL........cceevvvieeennnn, 13
meloxicam................cccceuvnn.... 35 METROGEL........................ 60 morphine................ccceeuunn.... 32
MEMANTINE ......eaaaaaaaaaaannnn 29 METROLOTION................. 60 morphine concentrate............. 32
MEMANTINE..................... 29  metronidazole............... 8,600,99 MOTEGRITY ....covvvnveiinnnnn. 84
MENACTRA (PF)............... 92 metronidazole in nacl (iso-os)..8 MOTOFEN.......................... 83
MENEST ..o, 98  mexiletine...........cccccuvveennnn.. 47 MOVANTIK......cooevvren. 84
MENOSTAR.........coeees 98  mibelas 24 fe.........cccoeeuuue.... 100 MOVIPREP..........c..ccccnn. 84
MENTAX ..o 62 micafungin............ccccoeeveennnne.. 1 MOXEZA.....ooeeiinnnn. 102
MENVEO A-C-Y-W-135- MICARDIS........ooeveiies 50  moxifloxacin................... 12,102
DIP (PF) .o 92 MICARDISHCT................. 50  moxifloxacin-

MEPRON.........cooiee, 8  miconazole-3.............cccceeuu.. 99  sod.chloride(iso) .................... 12
Mercaptopurine....................... 17 microgestin 1.5/30 (21) ........ 100 MSCONTIN.......oovviiiiiiins 32
MEFOPENEM ..o, 8  microgestin 1120 (21) ........... 100  MULPLETA........................ 53
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MULTAQ.....ccoviiiiiiiienen. 47 NAYZILAM.......cccoovvnieeene 23 nimodipine..............cccccoceuuee... 50

PUPIFOCIN ..., 61 NEBUPENT........................... 8 NINLARO......cccccvvvrrrrriininn, 17
mupirocin calcium.................. 61 necon 0.5/35 (28) .cccueevenn.... 100  nisoldipine.........ccccceeeeeeennn..... 50
MVAST....ooiiiiiieeeeeeee 17 NEEDLES, INSULIN RELISTRONE ..., 67
MYALEPT ... 81 DISP.,SAFETY ...cccc0evvvnnnenn. 76 nitro-bid............cccoovveuuiiann. 56
MYAMBUTOL..................... 8 mefazodome............................. 43 NITRO-DUR....................... 56
MYCAMINE......ccccceeiiiin. 1 neomycin.........cccooueeeeiiieiaannn. 8 nitrofurantoin......................... 13
MYCOBUTIN.........cvvveeeeee. 8  meomycin-bacitracin-poly-hc. 104  nitrofurantoin macrocrystal.... 13
mycophenolate mofetil............ 17  neomycin-bacitracin- nitrofurantoin monohyd/m-
mycophenolate sodium............ 17 polymyxXin............ccceeuuuni... 102 CPPStaiiiiiiiiiieeieecieeeeeeeeee, 13
MYDAYIS.....coois 43 neomycin-polymyxin b- nitroglycerin..............cc.......... 56
MYFORTIC..........ccevunneen. 17 dexameth..............cccccuueenn. 104 NITROSTAT......ccovvvvrenne. 56
PYOFISAN ..eaaaaeaaaaennns 60 neomycin-polymyxin- NITYR ..o, 67
MYRBETRIQ..................... 112 gramicidin............................ 102 NIVESTYM.....ooooivii 89
MYSOLINE.........ccciiiin. 23 neomycin-polymyxin-hc.. 69, 104  nizatidine............................... 87
MYTESI....ccooiiiiiiii 83 NEORAL.......ccooviiiiii 17 NOCDURNA (MEN).......... 81
nabumetone...............cccoeeeeunn. 35 NEO-SYNALAR.................. 61 NOCDURNA (WOMEN)....81
nadolol................ccccccueveennne. 50 NEPHRAMINE 54%........ 115 nOliX .o, 65
RAfCIlliN ......ooooiiiiiiic, 10 NERLYNX.....ooooooiviiiiieennns 17 nora-be.........ccccecuvvviiininncin. 98
RASLIfINE ..cceeeeeeaeaeeeeeeeeeeee 62 NESINA....ccoooiiiiiiii, 76 NORCO......eeeeeieiiiii 32
NAFTIN ..., 62 MOUAC....cccccceeeeiieeeaaeaaeeeiiiennnn. 60 NORDITROPIN

NALFON ..o, 35 NEULASTA......coooieeee. 89 FLEXPRO.....ccccoiiiiinnn. 89
NALOXONE........cocuuenee 36 NEUPOGEN..........cccoonnneen. 89  noreth-ethinyl estradiol-iron..100
naloxone............................... 36 NEUPRO........coooevennn. 25 norethindrone (contraceptive) 98
NAltrexone..............ccccovvuvunnn. 36 NEURONTIN.......cceeunnnnn..n. 23 norethindrone acetate............. 98
NAMENDA .......ccovvvviiiiinns 29 NEVANAC.......cccoovviiiiinns 103 norethindrone ac-eth estradiol
NAMENDA TITRATION NEVIFAPINE ......vvvveeennnnaaannn 3 98, 100
PAK oo 29 NEXAVAR......ccoooiiiiiiiiiinns 17  norethindrone-e.estradiol-iron
NAMENDA XR........cc......... 29 NEXIUM....cooooovviiiiiineene, 8T 100
NAMZARIC.......cccceeeeveenn 29 NEXIUM PACKET............. 87  norgestimate-ethinyl estradiol
NAPRELAN CR.................. 36 NEXLETOL.......cccevvunennnn. 54 100
HAPFOXCH c.veveeeeeeeeeevevaaaaiaenenns 36 NEXLIZET........................... 54 NORITATE......cccccvvvvrrrnnnnnn. 60
naproxen sodium.................... 30 RUACIH.....oeveeiieeeann. 54 NORMOSOL-M IN 5 %
NAratriptan ................cceeeuenn... 27 NIACOR......ccccoivvviiieeeeeenn, 54 DEXTROSE.........cccccennnn. 115
NARCAN.....cooiiiiiieeeee 36 NIASPAN EXTENDED- NORMOSOL-R.................. 113
NARDIL ..., 43 RELEASE.......cccccciiiiiiinn. 54 NORPRAMIN.......cccvveene 43
NASONEX....cccoeiiiiie 109  nicardipine................oouuo....... 50 NORTHERA.........ccceennn. 67
NATACYN....ccoovveeeeiin. 102  NICOTROL........ccvvvvvereeen. 68 nortrel 0.5/35 (28) ..ccuuu... 100
NATAZIA ....ccoooeeieeen, 100 NICOTROL NS........ccuveee.. 68 mortrel 1/35 (21) ..cccuueeeennne. 100
nateglinide.................ccccceeuuun. 76 nifedipine.............ccccceeeeuunnnnn. 50 nortrel 1135 (28) .uveeveennnnn... 100
NATESTO.....cooeeeiiiieeeene, 81  nikki (28) .uueeeeciiiaaannn.. 100 nortrel 71717 (28) ...cceeue...... 101
NATPARA.....ccoeeeeeeeeeeeee 81 NILANDRON...................... 17  nortriptyline........................... 43
NATROBA ..., 66  nilutamide...............ccccceuun...... 17 NORVASC..........ccccii 50
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NORVIR ..., 3 nystatin-triamcinolone............ 62 OPSUMIT.......oovvvvviiiiiiinas 109

NOURIANZ.....ccovvvvvveeeeennn. 25 AYSIOP .ccooieieiiieeeaeeee 62 ORACEA.........cccoiiieeenn. 13
NOVOFINE 32........cccuveeee.. 76  OCALIVA. ... 84 ORALAIR........ccceeveein. 92
NOVOFINE PLUS............... 76 ocella...........coccoueeiiiinininnn, 101 ORAPRED ODT.................. 69
NOVOLIN 70/30 U-100 OCTAGAM.......oeevviieeee, 92 ORAVIG.....ccoooiieieeeiieeee, 1
INSULIN ..., 76  octreotide acetate................... 17 ORENCIA.........cccoieee. 95
NOVOLIN 70-30 OCUFLOX....cccovvveeeeiannn. 102 ORENCIA CLICKJECT......95
FLEXPEN U-100.................. 76 ODACTRA.........ceeee 92 ORENITRAM.........ceeuunnen. 50
NOVOLIN N FLEXPEN.....76  ODEFSEY .....cccccceviiiiiiinnnn 3 ORFADIN.....ccoooiiiiiiiee, 67
NOVOLIN N NPH U-100 ODOMZO......cccoevivvireennn. 17 ORIAHNN.......oociiieeee, 99
INSULIN ....cooviiiiieeiiieen 76 OFEV....iiiiiiiiin 109 ORILISSA.......cooiiieeee 81
NOVOLIN R FLEXPEN..... 76  ofloxacin................... 12,69,102 ORKAMBI..........ceeeennne 109
NOVOLIN R REGULAR olanzapine..............cccuuvvee..... 43 orsythid............ccceeeeeeennnn... 101
U-100 INSULN ... 76  olanzapine-fluoxetine.............. 43 oseltamivir.............cccceceuuvnn.... 3
NOVOLOG FLEXPEN U- olmesartan............................ 50 OSENI....ccooviiiiiiiin, 77
100 INSULIN............eeee. 77 olmesartan-amlodipin- OSMOLEX ER.........ccovvvvnnens 25
NOVOLOG MIX 70-30 U- hethiazid.............cccccuvvveeennn... 50 OSMOPREP.......cccccovunnn.n. 85
100 INSULN ..., 77  olmesartan- OSPHENA..........oeiii 99
NOVOLOG MIX 70- hydrochlorothiazide................ 50 OTEZLA........coccoovvveine. 95
30FLEXPEN U-100.............. 77  olopatadine..................... 68,103 OTEZLA STARTER............ 96
NOVOLOG PENFILL U- OLUMIANT .....cccceeeiiieens 95 OTOVEL...cccccoviiiiiiiiin, 69
100 INSULIN......cccvvrreennne. 77 OLUX..coiiiiiiiiiieeeeiieeeeee 65 OTREXUP (PF)....ccccccennnnn. 96
NOVOLOG U-100 OLUX-E...coovvviiiiiiieiin. 65 OVIDE........ccoooiiee, 66
INSULIN ASPART.............. 77 OMECLAMOX-PAK........... 87 oxacillin............cccovuvvveennnn... 10
NOVOTWIST ...cccoeeenn. 77 OMEGA-3 ACID ETHYL oxacillin in dextrose(iso-osm) 10
NOXAFIL........ccccciiiii I ESTERS........................... 54  oxandrolone........................... 81
NUBEQA ..., 17  omeprazole............................. 87  OXAPFOZiN....cceeeveeeeaaaaan 36
NUCALA.......ccoeeeee 109  omeprazole-sodium OXAYDO.....ccooviiiieeieeeeas 33
NUCYNTA ....ccoeiiiiee 36  bicarbonate............................ 87 OXBRYTA......ccooiiee 67
NUCYNTAER................... 36 OMNARIS.......cccovviiiees 109  oxcarbazepine........................ 23
NUEDEXTA ..o 29 OMNIPOD DASH 5 PACK OXERVATE......c.cceevunn. 103
NULYTELY WITH POD....ooee, 77  oxiconazole............................ 62
FLAVOR PACKS................ 84 OMNIPOD INSULIN OXISTAT ..o 62
NUPLAZID.....ccoovvvivveaenee. 43 MANAGEMENT................. 77 OXSORALEN ULTRA........ 58
NURTEC ODT......cccocueeeeee. 27  OMNIPOD INSULIN OXTELLAR XR.................... 23
NUTRILIPID..................... 115 REFILL......ccooooiiiiiiiis 77  oxybutynin chloride.............. 112
NUTROPIN AQ NUSPIN...90 OMNITROPE....................... 90  oxycodone..............cccceuueinn. 33
NUVARING.......cccvvreene 99  ondansetron.............cccccue.... 84 OXYCODONE.......cccuveenn. 33
NUVIGIL......oooeeieie 43 ondansetron hcl...................... 85  oxycodone-acetaminophen...... 33
NUZYRA...ccoooiieieieieeeeeeen. 13 ONEXTON........ccceeiiiiinnnnnn. 60 oxycodone-aspirin.................. 33
IVAMYC e 62 ONFIL..ooooiiiiiiiiiiiiiiieieeeeeee, 23 OXYCONTIN. ... 33
NYMALIZE.....cccccceveveannn. 50 ONGLYZA.........ovvvveeeen. 77  oxymorphone.......................... 33
AYSLALIN v 1,62 ONZETRA XSAIL............... 27 OXYTROL........covvrreen, 112
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OZEMPIC........cooviiin 77 PERFOROMIST................ 109 portia28......ccccceeeveveenanaan 101
PACETONE ........ovvvvvrevvrrrrarnnnnnnnns 47  perindopril erbumine............... 50 posaconazole.......................... 1
paliperidone............................ 43 permethrin..........ccccovvueeenn..... 66  potassium chlorid-d5-
PALYNZIQ...cooiiieieeeeeens 81  perphenazine.......................... 43 0.45%macl...........couueeeeeennnn. 113
PAMELOR...........coo 43 PERSERIS.......cccocoiiinn. 43 potassium chloride................ 113
PANCREAZE................... 85 PERTZYE......ooiiiiiiinnns 85  potassium chloride in
PANDEL......cooviiiieee. 65 PEXEVA......iiiins 43 0.9%nacl............coeeeuevennn. 114
pantoprazole..................... 87,88  phenelzine...................ccceeuu.. 44 potassium chloride in 5 % dex114
PANZYGA ... 92  phenobarbital......................... 23 potassium chloride in Ir-d5.... 114
paricalcitol............................. 81  phenoxybenzamine................. 51  potassium chloride in water...114
PARLODEL..............cccnn. 25 PHENYTEK.......cccccccnnniini. 23 potassium chloride-0.45 %
PARNATE.....cccoooeieeeeeeennn. 43 phenytoin............ccccccvvvvvvvnnnn. 23 naACl.eeeeeiiiiiiie 114
PATOMOMYCIM ..., 8  phenytoin sodium extended.....23  potassium chloride-d5-
paroxetine hcl......................... 43 PHOSLYRA......ccccorinnn. 113 0.2%nacl...............cccuuuu...... 114
paroxetine PHOSPHOLINE IODIDE..103  potassium chloride-d5-
mesylate(menop.sym) ............ 43 PICATO..cooiiiiiiiiieii 58  0.9%macl.............ccccouenen... 114
PASER ..o 8 PIFELTRO....cccccccovviiiiiinn. 3 potassium citrate.................. 113
PATANASE....cccccviiiiis 68  pilocarpine hcl................. 67,103 PRADAXA.......cccoiee. 53
PAXIL.....cooiiiiiiieeeeeeee 43 pimecrolimus...........ccccceuee..... 58 PRALUENT PEN................ 54
PAXILCR...........cccc 43 pimozide...........cccuuuvviiiiiaannn. 44 pramipexole...........cccccceeeuen... 25
PAZEO......ccooieee. 103 pimtrea (28) ......oovvvvvvvrennnnn. 101 prasugrel.............ccccuvveveen..... 53
PEDIARIX (PF)....cccceennn. 92 pindolol................ccccuuun..... 51 pravastatin................ccooe....... 54
PEDVAX HIB (PF).............. 92  pioglitazone........................... 77  praziquantel............................. 9
peg 3350-electrolytes.............. 85  pioglitazone-glimepiride........... 7T PrAZOSIN....eeeeeeieeeeeeeeaeee 51
PEGANONE.......ccccccvvreennn. 23 pioglitazone-metformin........... 77 PRECOSE.......ccccoiiiin. 77
PEGASYS..ccoiiiiiis 90 piperacillin-tazobactam.......... 11 PRED FORTE................... 104
PEGASYS PROCLICK........ 90 PIQRAY ..cooiiiiiiiiieieee, 17 PRED MILD...................... 104
peg-electrolyte........................ 85 pirmella................ccccuuuuu..... 101 PRED-G......ccccciiiiii, 104
PEMAZYRE.....cccooveeieee. 17 piroxicam.............................. 36 PRED-GS.OP.....cccceeo..... 104
penicillamine.......................... 96 PLAQUENIL.........cccvvvveeeenn. 9 prednicarbate......................... 65
PENICILLIN G POT IN PLASMA-LYTE 148........... 115  prednisolone........................... 69
DEXTROSE.................... 10,11 PLASMA-LYTEA............ 115  prednisolone acetate............. 104
penicillin g potassium.............. 11 PLAVIX..iiiiiiii 53 prednisolone sodium

penicillin g procaine................ 11 PLEGRIDY....cccooviiiiiienennn. 90 phosphate........................ 70, 105
penicillin g sodium.................. 11 plenamine............................. 115  prednisone............cccccuuun...... 70
penicillin v potassium.............. 11 PLENVU.......ccoociiis 85  prednisone intensol................. 70
PENNSAID.....cccoocvveeinne. 36 PLIAGLIS......cccoovviiees 58 PREFEST.....ccccccoviiiiinnn 98
PENTAM.....ccooeiiiiiei 8  podofilox.......ccueveiiiiiiiaaannnn, 58 pregabalin.............................. 23
pentamidine.......................... 8,9 polymyxin b sulfate.................. 9 PREMARIN..........cccueen 98
PENTASA.......ccoi. 85  polymyxin b sulf- premasol 10 % ...................... 115
pentoxifylline......................... 53 trimethoprim........................ 102 PREMPHASE....................... 98
PEPCID.......ccovviiieeeee. 88 POLYTRIM.........ceeeunenne. 102 PREMPRO...........ccoevreen. 98
PERCOCET......cccoovvveereennn. 33  POMALYST..cooovvviiiieeees 17  prenatal vitamin oral tablet...115

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

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

This drug list was updated in August 2020
132

HI_FORMULARY21_201021


http://www.express-scripts.com

PRETOMANID..................... 9 propafenonme............................ 47  quinapril-hydrochlorothiazide . 51
PREVACID.......ccccvvvveeeens 88  propranolol............................. 51  quinidine gluconate................. 47
PREVACID SOLUTAB....... 88  propranolol- quinidine sulfate..................... 47
prevalite.........coocccueeeeeennnannnn.. 54 hydrochlorothiazid.................. S1  quinine sulfate.......................... 9
DPrevifem.......ccccceueeeeeennnnnnnn.. 101 propylthiouracil...................... 70  QVAR REDIHALER......... 110
PREVYMIS. ... 3 PROQUAD (PF)...ccccceeenenn. 92 RABAVERT (PF)................. 92
PREZCOBIX......cccocvvvveereenn. 3 PROSCAR.......ccoovvvvvveennn. 112 rabeprazole............................ 88
PREZISTA ... 3 PROSOL 20 %...ccuvvveennennee. 115 RAGWITEK.........coouvvreenn. 92
PRIFTIN...............cc 9 PROTONIX.....covvviviiiiiiiinnns 88  raloxifene...........ccccoueeeniini... 94
PRILOSEC.........coovvvvviiiiinns 88 PROTOPIC.....cccoeeinn. 58 ramelteon.............................. 44
PRIMAQUINE.................... 9 protriptyline..................cc...... 44 ramipril..........ccooeeeeiiiiinaaann. 51
PRIMAXIN IV....cccooeivien 9 PROVENTIL HFA............. 110  RANEXA ..o, 55
primidone...............cc............. 23 PROVERA........ccccvvveee 98 ranolazine.............................. 55
PRIMLEV......ccooiiiiiies 34 PROVIGIL.........cccvvvveannne 44 RAPAFLO....ccccccevviiiii, 112
PRINIVIL.......cceeeiiiiie 51 PROZAC......cooeeviiieeen, 44 RAPAMUNE........c.coone. 17
PRISTIQ.......oooviiiiiiiiiiiins 44 prudoXin.......ccccceeeeeeeeeeeaeaannn... 58 rasagiline........ccceeeeeeeeeeann.... 25
PRIVIGEN......cccooiiiiiee. 92 PSORCON......ccoviiireeen 65 RASUVO (PF)..ccccoeviiiines 96
PROAIR DIGIHALER....... 109 PULMICORT..................... 110 RAVICTI.......cooeviiiiie 67
PROAIR HFA................... 109 PULMICORT RAYALDEE........cccoeeeinn. 81
PROAIR RESPICLICK..... 109 FLEXHALER.................... 110 RAYOS. ..o, 70
probenecid........................... 93 PULMOZYME................... 110 RAZADYNEER................ 29
probenecid-colchicine.............. 93 PURIXAN...ccoocciiieieiei 17 REBIF (WITH ALBUMIN). 90
PROCALAMINE 3%......... 115 PYLERA.......cccooiiiiiiiee, 88 REBIF REBIDOSE.............. 90
PROCARDIA XL................. S1  pyrazinamide............................ 9 REBIF TITRATION PACK 90
PFOCENITA e, 44  pyridostigmine bromide.......... 30  reclipsen (28) ...eeeeieeeeeinannn. 101
prochlorperazine..................... 85 PYRIDOSTIGMINE RECOMBIVAX HB (PF)..... 92
prochlorperazine maleate oral.85 BROMIDE............................ 30 RECTIV....oiiiiiiiiiieee, 85
PROCRIT ......ccoeiiiiiiieee 90 pyrimethamine......................... 9 REGLAN....ccoooiiiiii 85
procto-med hc......................... 85 QBRELIS.........ccooie 51 REGRANEX......cccccconnnnnnin. 58
ProCtO-pak ............cceeeeeeeeeennn. 85 QBREXZA......ooiiiiiieiie, 58 RELAFENDS.........cccocceee. 36
proctosol hc..........ccueevveannnn.. 85 QINLOCK......cccoeeeeviiireenns 17 RELENZA DISKHALER......3
proctozone-hc........................ 85 QNASL..coooiiiieieiiie, 110 RELEXXII......ccoovvvvvririiinnnnnns 44
PROCYSBI......ccceevie. 113 QTERN......cooiiieeiieeee 77 RELISTOR.......ccocvvveee. 85
progesterone micronized......... 98 QUADRACEL (PF)............. 92 RELPAX.....ccooviiiiiiiiieeiee, 27
PROGLYCEM........cccuueeee. 77 QUALAQUIN........cceviierns 9 REMERON.......ccccoevviin. 44
PROGRAF ... 17 QUARTETTE.......cceeee... 101 REMERON SOLTAB.......... 44
PROLASTIN-C........cccuuu.... 67 QUDEXY XR....c..cevvvvrennen. 23 REMICADE.......ccceeveenne 85
prolate...............cceeuvvveeeennnnn.. 34 QUESTRAN.....cccoviiiee 54 RENAGEL.......ccccceevviinen. 67
PROLENSA......ccoovvveeee 103 QUESTRAN LIGHT........... 54 RENVELA.........cccoomiiiin, 67
PROLIA...........oooiie 94 quetiapine...............ccc.cceeeun. 44 repaglinide......................c...... 77
PROMACTA.....c.coeeee. 53 QUILLICHEW ER............... 44 REPATHA........ccooovviieenn 54
promethazine........................ 105 QUILLIVANT XR............... 44 REPATHA

PROMETRIUM................... 98  quinapril.........ccccceevvveneeiannnn. 51 PUSHTRONEX.................... 55
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REPATHA SURECLICK....55 ROWASA . .......ccoiiiiiie. 85  sertraline...........cccccoeeueeennn... 45

RESTASIS ... 103 roweeprd........ccceeeeeiieeeeeeann, 23 setlakin.........cccoooveviiieeenannnn, 101
RESTASIS MULTIDOSE.. 103  roweepra Xr.........cccccccceeeeennn. 23 sevelamer carbonate............... 68
RETACRIT.......cccovviiieee. 90 ROXICODONE.................... 34 sevelamer hcl.......................... 68
RETEVMO...........ccoeviiees 17 ROZEREM.......cccceevveennn. 45 SEYSARA.....ccooviieii. 13
RETIN-A.....cooviiiiiiiieees 60 ROZLYTREK.......cccooeeenn. 18  sharobel................ccccvvvveann... 98
RETIN-A MICRO................ 60 RUBRACA.......ccccoieis 18 SHINGRIX (PF)................... 92
RETROVIR........cceoviiiineans 3 RUCONEST.......ccovviirenn. 110 SIGNIFOR.....c.cceevviiirenn. 18
REVATIO....cccoviiiieee 110 RUXIENCE...........cceouvveennn. 18 SIKLOS......ccoiiieeeiieeee 18
REVLIMID......................... 18 RUZURGI.....cccceinn. 29 sildenafil (pulmonary arterial
REXULTI....cccoeeeeieeee 44 RYBELSUS........ccoooiiis 78  hypertension) ....................... 111
REYATAZ.....oovevieeeen. 3 RYDAPT....ooooiiiiiiiee 18 SILENOR.......ccooviiiiieeenne, 45
REYVOW.....ccoooiiiiiie. 27 RYTARY ..o, 25 SILIQuiiiiiiiiiiiiiee e 56
RHOFADE......c..ooovien. 60 RYTHMOLSR................... 47 silodoSin..........ccoeeveeaeennnn.... 112
RHOPRESSA.......cccoee. 103 SABRIL.....coooiiieiieiieee, 24 SILVADENE.......cccccoonenne. 58
FibAVIFin .......ccceeiiiiaaann. 3,4 SAFYRAL............... 101 silver sulfadiazine................... 58
RIDAURA.......cceei 96 SAIZEN......cooooiiiieiiiiieeeans 90 SIMBRINZA.......cccceenee. 103
FIfADULIN ... 9 SAIZEN SAIZENPREP....... 90 SIMPONI......ccvviiiiiiiiiieene 96
RIFADIN........cooe. 9 SALAGEN STMVASTALIN «..ooooooveiaiaae 55
FIFAMPIN .o, 9 (PILOCARPINE)................. 68 SINEMET......cccooviiiiis 25
RILUTEK ......ccoovviieiiiiinens 68 SAMSCA. ..o 81 SINGULAIR.........ccevenenn. 111
FIUZOl ..o 68 SANCUSO......ccevviiiieeene 85 SIrolimus ..........cccovvviiininn 18
rimantadine.............................. 4 SANDIMMUNE.................. 18 SIRTURO.......ccoeeiire. 9
RINVOQ.....ccooviieiiiiieee 96 SANDOSTATIN.................. 18 SITAVIG....ccoooviieeeiieeee, 4
RIOMET.......ccovviiiiiiieees 78 SANTYL...ooooiiiiiiiieieeen. 58 SIVEXTRO........coevvvviveeennnn. 9
RIOMET ER..........cc.ccc..... 78 SAPHRIS........c.ooiiii 45 SKLICE.....ccccooeeeviiiieee, 66
risedronate........................ 68,94 SARAFEM........ccccooeeeeiiii, 45 SKYRIZI.....cccooeeeiiinn. 56
RISPERDAL........ccceeennee. 44 SAVAYSA ..., 53 SLYND..cooooiiiiiiiieeeee, 101
RISPERDAL CONSTA........ 44 SAVELLA.......ccccciiiiinnn, 96  sodium chloride...................... 68
risperidone......................... 44,45  scopolamine base.................... 85  sodium chloride 0.45 %......... 114
RITALIN ......cooiiieiiieeie 45 SEASONIQUE................... 101 sodium chloride 0.9 %............. 68
RITALIN LA .....ccovviei 45 SECUADO.......ccoovvveeenne.. 45 sodium chloride 3 %.............. 114
FILONAVIT ..o 4 SEEBRI NEOHALER........ 110 sodium chloride 5 %.............. 114
FIVASLIGMINE ... 29 SEGLUROMET.................. 78  sodium phenylbutyrate............ 68
rivastigmine tartrate............... 29 selegiline hel..............cooeeee... 25  sodium polystyrene (sorb

FIVEOISA ...ccooeeeaiiiiieaaaaenn, 101 selenium sulfide...................... 56 f1e€) .ccciiiiiiiiiiiiiieeee e, 68
FIZAEFIDEAN .. 27 SELZENTRY ....cccooovvvvvnnnnn.n. 4 sodium polystyrene sulfonate.. 68
ROCALTROL...................... 81 SEMPREX-D...................... 105 SOFOSBUVIR-
ROCKLATAN.......cccuveee.. 103  SENSIPAR.......ccovvveeiinne, 81 VELPATASVIR..................... 4
FOPINITOle ... 25 SEREVENT DISKUS......... 111 solifenacin............................ 112
FOSUVASIALIN «....veveeaaaaaeaaaann. 55 SEROQUEL........c...ceennn. 45 SOLIQUA 100/33.......ccc........ 78
ROTARIX ..o 92 SEROQUEL XR................... 45 SOLODYN...coooeeviiiiieeeee, 13
ROTATEQ VACCINE......... 92 SEROSTIM.......cocvvierinnne. 90 SOLOSEC......ccccoiiieeeiiiieeenn, 9
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SOLTAMOX.....cccccvvvveennnn. 18 STROMECTOL..................... 9 SYNTHROID............c........ 82

SOMATULINE DEPOT...... 18 SUBOXONE.........oeevvrenen. 36 SYPRINE.........ccocoiiiiie 68
SOMAVERT........ccovvivirens 81 SUBSYS..cooiiiiiiieeeeee, 34 TABLOID......ccccoviiiiiaannn. 18
SOOLANTRA.......ceeev. 60 SUCRAID.....ccccceevvieeennns 85 TABRECTA......c.oovviees 18
SORIATANE.......cccoovveeeee. 56  sucralfate.............ccc..ceeeenn. 88 TACLONEX........cooooiinen. 57
SORILUX ....cooveiiiiiiiiiiiieen. 57 SULAR......ccoooiiiiiiii 51  tacrolimus......................... 18, 58
SOFINE ..coeeeiieieieeeaaae e 47  sulfacetamide sodium............ 103 tadalafil..................ouuveee..... 113
sotalol...........cccooueeeviiiiiiiinnnn, 47  sulfacetamide sodium (acne)..61  tadalafil (pulmonary arterial
sotalol af ........cccocevvevveiiinnaann. 47  sulfacetamide-prednisolone... 103 hypertension) oral tablet 20
SOTYLIZE.......coovveiieen, 47  sulfadiazine............................ 12 MG 111
SOVALDI.....cccvvvvieiiieeeeein, 4 sulfamethoxazole- TAFINLAR ..o 18
SPIRIVA RESPIMAT........ 111 trimethoprim.......................... 12 TAGRISSO...oeoiiii 18
SPIRIVA WITH SULFAMYLON................... 61 TAKHZYRO..................... 111
HANDIHALER................. 111 sulfasalazine........................... 85 TALICIA......ccoovveeieeeeeee, 88
spironolactone........................ S sulindac............ccccueeeeeeenannnnn. 36 TALTZ AUTOINJECTOR.. 57
spironolacton- SUMALTIPLAN. ... 27 TALTZSYRINGE.............. 57
hydrochlorothiaz..................... 51 sumatriptan succinate............. 27 TALZENNA......ccccccceeeiinnn. 18
SPORANOX.......ccoeeiiirriren. 1 sumatriptan-naproxen............ 27 TAMIFLU......cccoooviiiiiieeeen, 4
sprintec (28) ....cooeeevvvnnnnnnnn. 101 SUNOSI.....ccoiiiviieiieieees 45 tamoXxifen........c..ccccceeeeeennnnnn. 18
SPRITAM.....coeeveiiii 24 SUPRAX.....ccooiiiiiiiiieee, 6 tamsuloSin............ccccceeeenn. 113
SPRIX ...ooiiiiiiiiiieiiiiiieeeees 36 SUPREP BOWEL PREP TAPAZOLE.......ccccooveene. 70
SPRYCEL.......cccovvvveeeen. 18 KIT. oo, 85 TAPERDEX.......cccccceevunnnn.. 70
sps (with sorbitol) .................. 68 SUSTIVA.....ccccoiiieee, 4 TARCEVA.......ooiiiieieee, 18
STONYX coveeeiiiieeeeeiiiieeee e 101  SUTENT....ccooeviiiieieeee. 18 TARGADOX......ccocuvveeenne. 13
SSA cevviieeiiiiieeeeciie e 58  syeda.......cccoeeeiiiiiiiiiia 101 TARGRETIN.......coeeeenn. 18
STALEVO 100..........cccuun..... 25 SYLATRON......ccooovviire. Ol tarina24 fe.....coooveeevecunennnnn. 101
STALEVO 125.....cccovvveeinenn. 25 SYMBICORT........ccc......... 111 tarina fe 1-20 eq (28) ........... 101
STALEVO 150.......cccccevnnnenn. 25 SYMBYAX ..o, 45 TASIGNA. ... 19
STALEVO 200..........cccuu..... 25 SYMDEKO......cccceviirannen. 111 TASMAR.....ccccoeeiiiiieee, 25
STALEVO 50.....cccccvvvvveannee. 25 SYMFIL....oooooiiii, 4 TAVALISSE......coovvveen 53
STALEVO 75....ccoovvvviiiiiiinans 25 SYMFILO....ooiiiiiiiiiiiiii, 4 1azarotene...............cccoeevuuennn. 60
STARLIX....ocoiiiiiiiiieeiiee 78 SYMIEPI.......ccooviiiin, 105 tazicef....coooeeeeeeciiieeieieeeen 6
SLAvUdine ..............cccceeeveeeennne. 4 SYMLINPEN 120................. 78 TAZORAC......cccoovveiiinn, 60
STEGLATRO.........cuee.. 78 SYMLINPEN 60................... T8  1AZHA XL ..o, 51
STEGLUJAN .......cooiiree. 78 SYMPAZAN.....cccoovies 24 TAZVERIK......cccoovvviannnn 19
STELARA ..., 57 SYMPROIC.........ccceeeennne. 85 TDVAX...oooiiiiiiieiei, 92
STIMATE.......cooviiieeen 81 SYMTUZA....coovieeieeen, 4 TECFIDERA........cccecenee.. 29
STIOLTO RESPIMAT....... 111 SYNALAR. ..o 65 TECHLITE INSULIN SYR
STIVARGA.........ccoeve 18 SYNAREL.....cooovviiieinn 81 HALFUNIT.......coviees 78
STRATTERA.........cccon. 45 SYNDROS........ooovvvieie, 85 TECHLITE INSULIN
STREPTOMYCIN................. 9 SYNJARDY...ooovveviieen. 78 SYRINGE.......cc.ccovvinien. 78
STRIBILD.......c.ceevviiireennee, 4 SYNJARDY XR.....cccoeeenee. 78 TECHLITE PEN NEEDLE. 78
STRIVERDI RESPIMAT.. 111  SYNRIBO.......ccceeviiiinne. 18 TEFLARO.......cooivviiee. 6
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TEGRETOL...........ccuuvne. 24 TIKOSYN......oooovviiieieeee. 47  tramadol-acetaminophen........ 37

TEGRETOL XR.................... 24 timolol maleate............... 51,102  trandolapril............................ 51
TEGSEDI........cccooviiiiiannn 29 TIMOPTIC OCUDOSE trandolapril-verapamil............ 51
TEKTURNA........................ 51 (PF)iiiiiiieee, 102 tranexamic acid...................... 99
TEKTURNA HCT............... 51 TIMOPTIC-XE........c.......... 102 TRANSDERM-SCOP.......... 85
telmisartan...............c............ 51  tinidazole.................couuuue....... 9 TRANXENE T-TAB............ 45
telmisartan-amlodipine........... 51 TIROSINT.....ccooveinn. 82  tranylcypromine..................... 46
telmisartan- TIROSINT-SOL................... 82  travasol 10 %o.......cuueueeeeen.... 115
hydrochlorothiazid.................. 51 TIVICAY .o, 4 TRAVATANZ......cccenn. 104
TEMIXYS. ..o, 4 TIVORBEX....................... 36 travoprost............eeeeeueeennnnnne. 104
TENIVAC (PF)..cccoviiieeens 92 tizanidine..............cccceeuuvnn.... 30 TRAZIMERA...........cccune.. 19
tenofovir disoproxil fumarate...4 TOBIL.....cccococvvviiiiiiiiiiiiie, 9  trazodone...............cceeuunnnn. 46
TENORETIC 100................. 51 TOBI PODHALER................ 9 TRECATOR......ccooviriirrnnne. 9
TENORETIC 50................... 51 TOBRADEX.......cccccceeennnee. 104 TRELEGY ELLIPTA......... 111
TENORMIN.........cceevviiee. 51 TOBRADEXST................ 104 TRELSTAR......cccooviiiieannnne. 19
LOFAZOSIN .o, S1  tobramycin.................c....... 102 TREMFYA........cccooviee. 57
terbinafine hel.......................... 1 tobramycinin 0.225 % nacl....... 9 TRESIBA FLEXTOUCH
terbutaline............................ 111 tobramycin sulfate.................... 9 U-100......ccoiiiiiieeeeeeeeeeees 79
terconazole..............ccuuue...... 99  tobramycin-dexamethasone.. 104 TRESIBA FLEXTOUCH
TERIPARATIDE................. 94 TOBREX.....cccoooovviiiiiiiennns 102 U-200.. ... 79
TESTIM....ccoovvvieeeieeeee, 81  tolcapone...........cccoeevvvueennnn. 25 TRESIBA U-100 INSULIN..79
1eStoSterone...................... 81,82 tolmetin..........cccceeevvvvennnnn.... 36 tretinoin (antineoplastic) ........ 19
TESTOSTERONE................ 82 TOLSURA.........cccoiee. 1 tretinoin microspheres............ 60
testosterone cypionate............ 81 tolterodine............................ 112 tretinoin topical...................... 60
testosterone enanthate............ 81 TOPAMAX....cooovevieieeeein, 24 TREXALL.......ccooiieeee. 19
TETANUS,DIPHTHERIA TOPICORT........cceveeee 65 TREXIMET....ccccccoovvivirrnnns 27
TOX PED(PF)......cooovvunnnn... 92 topiramate..........ccccceeeeeeeennn. 24 TREZIX...ccoooiiiiiiiiiiiiiieee, 34
tetrabenazine.................... 29,30 TOPIRAMATE................... 24 triamcinolone acetonide
tetracycline..............ccccuuu..... 13 TOPROL XL........eevvnnn. 5T 65, 66, 69
TEXACORT........ccooeie 65  toremifene..........ccccceeeeeeennnn. 19  triamterene...............cccccc....... 51
THALOMID.........ccevvnnnen. 19  torsemide................cccceueu.... 51  triamterene-
THEO-24........cccovveinn 111 TOSYMRA.........ccove. 27  hydrochlorothiazid.................. 51
theophylline.......................... 111 TOUJEO MAX U-300 IPIANCX .o, 66
THIOLA ... 68 SOLOSTAR......cccoovveeene. 78 TRIBENZOR............ccccnn. 51
THIOLA EC......cccceevin. 68 TOUJEO SOLOSTAR U- TRICOR .....ccooviiiiiiii 55
thioridazine............................ 45 300 INSULIN.....cccceeerrrnnnnns 79 triderm...........coooveeiiiiniinnn 66
thiothixene...........ccccuuuuven..... 45  tovet emollient........................ 65 TRIDESILON.........cevvvienes 66
tadylt er......cccceeeeeeeeeeeeeeeeannn. 51 TOVIAZ.....eeeiiiiiiiininnnns 112 trientine..........cccoceeueeennnnnnnnnnn. 68
tiagabine................................ 24 TPN ELECTROLYTES..... 114 tri-estarylla.......................... 101
TIAZAC ... 51 TRACLEER..................... 111 trifluoperazine........................ 46
TIBSOVO.....cccocvvvvieeiiineens 19 TRADIJENTA......cc..ceeeenn. 79  trifluridine............................ 102
HGeCycline........ccvvvveevecneenaaannn, 9 TRAMADOL.................. 36,37 TRIJARDY XR.....ccccc.... 79
TIGLUTIK......c.ceeeiiieee 68 tramadol................................ 37 TRIKAFTA......ccccoevvee. 111
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tri-legest fe.........coovvunaeann.. 101 ULTRAVATE......cccceenenn. 66 VEMLIDY ....cccccovviiiiiiene 4
TRILEPTAL.........covvivies 24 UNASYN....coooiiiiiiieieeee, 11 VENCLEXTA.......ccooveeeene 19
TRILIPIX.....ccoviiiiieeeiien. 55 unithroid.............cccccuuvvenn.... 82 VENCLEXTA STARTING

tri-lo-estarylla...................... 101  UPTRAVI......cccovvvee ST PACK......oooiiieeeeeee, 19
tri-lo-sprintec........................ 101  UROCIT-K 10......uuunnnnnnnn. 113 venlafaxine...............c....c........ 46
trilyte with flavor packets....... 85 UROCIT-K 15...cccccennannnnn. 113 VENTAVIS.......ccoo 111
trimethoprim............cc....o...... 13 UROCIT-K 5....cccoevvinen. 113 VENTOLIN HFA............... 111
-l 101 UROXATRAL................... 113 verapamil................ccc.......... 51
IFIMIPTAIMINE ... 46  URSO 250.....cccuiiiiiiiiiiiiiiinnnns 85 VERDESO....cccccceiiiinnnn 66
TRINTELLIX.......c..cceneee. 46 URSO FORTE...................... 85 VEREGEN.........cccoiiien 58
tri-previfem (28) ........c........ 101 wrsodiol.............cccccuuvvvevnnnnn.... 85 VERELAN......cccooceiiiiii, 51
tri-sprintec (28) ...ccoveeeen... 101 UTIBRON NEOHALER... 111 VERELANPM.................... 51
TRIUMEQ......cccccevviiiiieas 4 VABOMERE..........c........... 9 VERSACLOZ..........cccnn.... 46
triVora (28) cceeeeeeeeeeneennnne. 101  VAGIFEM.......ccovvviee. 98 VERZENIO.......oovvvvreannne. 19
tri-vylibra............cccovvveee.... 101 valacyclovir.............uueeeeeee.... 4 VESICARE...........cccoennn. 112
tri-vylibra lo......................... 101 VALCHLOR............eeeenn. 58 VFEND...coooooiiiiiiiiiiie, 1
TRIZIVIR .....oooviiiiiiiiiie 4 VALCYTE.....oooiiiiiiiinn, 4 VFENDIV.....ccoooiiiiiiii 1
TROKENDI XR.................... 24 valganciclovir............ccccooo..... 4 VIBERZI..............cccii 86
TROPHAMINE 10 %......... 115 VALIUM.....cccoovviiiiieee, 46 VIBRAMYCIN...........c.... 13
IFOSPIUML ... 112 valproic acid........................... 24  VICTOZA 3-PAK................. 79
TRUEPLUS INSULIN......... 79 valproic acid (as sodium salt) .24  VIEKIRA PAK...................... 4
TRUEPLUS PEN NEEDLE 79  valsartan............................... ST vienmva.........cccccoovvvveeuninnnnnnn 101
TRULANCE......cccccceeveinns 85  wvalsartan-hydrochlorothiazide .51  vigabatrin.................cc..ouoo...... 24
TRULICITY ..o, 79  VALTOCO.......ccccvvvvvveee. 24 vigadrone............ccccoeeeeeeeeannn. 24
TRUMENBA.........ccoeoe. 92 VALTREX.....cccooviiiiiiane, 4  VIGAMOX......ooocovvevvvreeens 102
TRUSOPT.....ccceeviiieee 104 VANCOCIN.....cccceeviireeiinns 9 VIIBRYD....coooooeeeiiieee 46
TRUVADA ... 4 vancomycin..........ccceeeenn..... 9,10 VIMOVO......coovviiiiieieeenn. 37
TUDORZA PRESSAIR..... 111  VANCOMYCIN........cceeeenn. 9 VIMPAT.....ccovveieeee, 24
TUKYSA ..o 19  vandazole..................cco......... 99  VIOKACE.....cccccccviiiiinnnns 86
TURALIO......ccoeeviiieeenne 19 VANOS......coooiieiieee, 66 VIRACEPT.......c.covviiiirennne 4
TWINRIX (PF)...ccceeviiinee.. 92 VAQTA (PF)..cccoovieieeen. 93 VIRAMUNE........oovirienne 4
TYBOST ....ooviiiiiiiiieeee, 4 VARIVAX (PF)...cccoovveennnne. 93 VIRAMUNE XR.................... 4
yAemy .........ooovveeeiiiaiann. 101  VARIZIG......c..eeverireee, 93 VIREAD......ccoovviiiiie, 4,5
TYGACIL.....ooovviiiieiiieees 9 VARUBI......ccoeeeiiriee 85 VITRAKVI.....ccccoeviiiies 19
TYKERB.......coooiiiiiiiie, 19 VASCEPA.........coooiieeee 55 VIVELLE-DOT.........c......... 98
TYMLOS......cciiiiiieeee 94 VASERETIC........ccuvvvrnnnene. 51 VIVITROL.........cccoeviiiinn. 37
TYPHIM VI.................... 92,93 VASOTEC......ooiivieeee. 51 VIVLODEX.......ccccoonininnnnn. 37
UBRELVY ....ccooiiiiiiiiiees 27 VECAMYL....coooovviiiiinns 55 VIZIMPRO.......ccoovvviinnnnne. 19
UCERIS......ooooiieeeen 85 VECTICAL........oovvrverenne. 57 VOGELXO....ccooovvvevinnenn. 82
UDENYCA....ccoovvveieieeie, 91  velivet triphasic regimen (28)101  voriconazole............................. 1
ULORIC.......ceeeeeiireee 93  VELPHORO............ceeunneee.. 68 VOSEVI....cooooiiiiiiiiee. 5
ULTRACET......ccccvvveen. 37 VELTASSA ..., 68 VOTRIENT........cccvvvveennnn 19
ULTRAM.....cooovvieiiieeees 37 VELTIN......cccccooviiiiiee 60 VRAYLAR......coocoviiiies 46
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VUMERITY .....ccccoiiinn. 30  XOPENEX.......ccccccomnnncn. 112 ZESTRIL.....ccooiiiiiiiic, 52

vyfemla (28) ..cceeeeeeeeeenaann. 101  XOPENEX ZETIA oo, 55
VPLDFA .o, 101  CONCENTRATE............... 112 ZETONNA.......cccceviinenn. 112
VYNDAMAX....cccooeevviee. 55 XOPENEXHFA................ 112 ZIAC....cooiieieeeeee 52
VYNDAQEL.......ccceeveenn 55 XOSPATA. ..o, 20 ZIAGEN......ccooiiiiiiiiiiiieeen, 5
VYTORIN 10-10................... 55 XPOVIO....coooooviviiiiiiein. 20 ZIANA ..o, 60
VYTORIN 10-20..........cc....... 55 XTAMPZAER.........couue.. 34 zidovudine............cc.coeeeuuunannn. 5
VYTORIN 10-40................... 55 XTANDI...ccoovvviiiiiieiiieins 20 ZIEXTENZO........ccoeeveenne.e. 91
VYTORIN 10-80........cccc...... 55 xulane...........ccccooveiiiiiinnnnn 99 zileuton..........ccoeeeeeiiiaaanannnn. 112
VYVANSE....cccoiiiiiii 46 XULTOPHY 100/3.6............ 80 ZIOPTAN (PF).....cccccuvee.. 104
VYZULTA . ..coovviiieeeee, 104 XURIDEN...........oc 68  ziprasidone hcl........................ 47
WAKIX ... 46 XYOSTED.....cccovvvviiiiiiinnnns 82  ziprasidone mesylate............... 47
WATTATIN ..o 53 XYREM.....oooiiiiiiiiiis 46 ZIPSOR.................... 37
WELCHOL.........cooviiiennne 55 YASMIN (28)..cccevvvvrreannnee. 101  ZIRABEV......cccooiiviiiiiie, 20
WELLBUTRIN SR.............. 46 YAZ (28)eeeeeieeiiieiieeeinn. 101  ZIRGAN......ccoeeiiiiiee, 102
WELLBUTRIN XL.............. 46 YF-VAX (PF).cccooviieeeennn. 93 ZITHROMAX.......ccevviieenn. 7
WIXELA INHUB............... 111 YONSA ..o, 20 ZITHROMAX TRI-PAK....... 7
WYMZYA fE..oovviiaaiiiaaaannann.. 101  YUPELRI........oocvvrirrnnnn 112 ZITHROMAX Z-PAK........... 7
XALATAN ..o, 104 yuvafem......cccccccueeeeeeeeiannannn. 98 ZOCOR......ooviiiiiiiiiiiiiiiiiiins 55
XALKORI........ccooii 19  zafirlukast...............c............. 112 ZOFRAN......cooviiiiiieeeee, 86
XARELTO.....cccccvvvveeeenn. 53 zaleplon.............cccoocuueevinnnn. 46 ZOHYDROER.................... 34
XATMEP....ccccoovviiiiieen, 19 ZANAFLEX......ccooovveeenne. 30 ZOLINZA.....cccovviiiieiie 20
XCOPRI......ccovvviiiiiiiieeeies 24 zarah..........eeeeiiiiiiieann, 101 zolmitriptan............................ 27
XCOPRI MAINTENANCE ZARONTIN........coovvveiree. 24 ZOLOFT.....coooviiiiiiieeeen, 47
PACK ..o 24 ZARXIO...coviiiiiiiiiiieeen, 91  zolpidem............cc..coeeeuvunnnnn. 47
XCOPRI TITRATION ZAVESCA ... 82 ZOMACTON........eeevvvreen. 91
PACK ... 24 ZEGERID........cccovvvvvereee. 88 ZOMIG.....cccoviiiiiieeeiieeen, 27
XELJANZ ..coooiiiiieiiiiean, 96 ZEJULA......ccocoviiiiiiieene, 20 ZOMIG ZMT.....ccoeeveunnn.. 27
XELJANZ XR...oooveviiiieane 96 ZELAPAR.........coceiiinn 25 ZONALON......ccooeviiieeen, 58
XELPROS.......ccoiiie. 104 ZELBORAF.....cccoovvvverereenn. 20 ZONEGRAN........ccovviiiinns 24
XENAZINE.....cccoviiiiiane 30 ZELNORM......c.oeevevvrie, 86  zomisamide............................ 24
XENLETA....cccoiiiiieie 10 ZEMAIRA......c..coeviiiee, 68 ZONTIVITY v 53
XEPIL...cooiiiiiie 61 ZEMBRACE SYMTOUCH.27 ZORBTIVE.......ccccceevvnnn... 91
XERESE....ccccoiiiiiiiiiin. 62 ZEMDRI.........coevviiirnn, 10 ZORTRESS.......cccccevviin. 20
XERMELO......cccooviiviieannnne 19 ZEMPLAR......ccccooeviien 82 ZORVOLEX.......ccccoonuinnnn. 37
XGEVA.......cccooc 13 zematane................................ 60 ZOSTAVAX (PF)..ccccoveunnnn. 93
XHANCE........cooviiiieeen. 111 ZENPEP.....cccovviiiiiea. 86 ZOSYN IN DEXTROSE

XIFAXAN .....ooovvvviiiiiiiiiiiinn, 10 zenzedi......cooooooeiiiiiiiiiiil. 46 (ISO-OSM).....ccovvvvvvevvveiirninns 11
XIGDUO XR.......ccvvvveeene 79  ZENZEDI......cooovvvieieen. 47  zovia 1/35€ (28) ..c..uuveeeennn.. 101
XIIDRA ....ccviieeiieeee, 103 ZEPATIER.......ccceevviiiieen. 5 ZOVIRAX...oiiiiiinn. 5,62
XOFLUZA ....ccoovieieeee, S ZERBAXA......ccooiiiiiiie, 6 ZTLIDO....ccoooveiieeeeire, 58
XOLAIR.......ccoeveen 111,112 ZERVIATE..........ccooiie. 103 ZUBSOLV.....ooceeevviireeee, 37
XOLEGEL......cceoviiiieeannn, 62 ZESTORETIC...................... 52 ZUPLENZ.....cccovveeevennnn.. 86

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZYDELIG.....ccccccoovinnnnnnn 20
ZYFLO..cooooiiiiiiiiinn 112
ZYKADIA ..o 20
ZYLET...cccccccoiiiiiiinnnn 104
ZYLOPRIM......cooeevvvinnnen. 93
ZYMAXID....ccovviiiviiinnnnn 102
ZYPITAMAG........ccccovuneeee. 55
ZYPREXA ..., 47
ZYPREXA RELPREVV...... 47
ZYPREXA ZYDIS.............. 47
ZYTIGA ... 20
ZYVOX ..t 10

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

apply.

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

© 2020 Express Scripts. All Rights Reserved.
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