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Express Scripts Medicare (PDP)
2025 Formulary (List of Covered Drugs or “Drug List”)

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

Formulary ID Number: 25060, v6

This formulary was updated on 08/22/2024. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

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

99 ¢

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 22, 2024. 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, 2026. 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 formulary
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow the
Medicare rules in making these changes. Updates to the formulary are posted to our website at
express-scripts.com.

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

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

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

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

If we make such a change, you or your prescriber can ask us to make an exception and continue
to cover for you the drug that is being changed. The notice we provide you will also include
information on how to request an exception, and you can also find information in the section
below entitled “How do I request an exception to the formulary?”
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Some of these drug types may be new to you. For more information, see the section below titled
“What are original biological products and how are they related to biosimilars?”

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

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2025 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2025 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the formulary for the new benefit year for any changes to drugs.

The enclosed formulary is current as of 08/22/2024. 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 146. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
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information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

Both brand-name drugs and generic drugs are covered under this plan. A generic drug is approved by the
FDA as having the same active ingredient(s) as the brand-name drug. Generally, generic drugs work just
as well as and usually cost less than brand-name drugs. There are generic drug substitutes available for
many brand-name drugs. Generic drugs usually can be substituted for the brand-name drug at the
pharmacy without needing a new prescription, depending on state laws.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

You should contact us to ask for an initial coverage decision for a formulary, tier or utilization
restriction exception. When you are requesting an exception, you should submit a statement from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You can request an expedited (fast)
exception if you or your prescriber believes that your health could be seriously harmed by waiting up to
72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than
24 hours after we get a supporting statement from your prescriber.
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Generally, your request for an exception will only be approved if the alternative drugs that are covered,
the lower-tiered drugs or the additional utilization restrictions would not be as effective in treating your
condition and/or would cause you to have adverse medical effects.

How do I request an appeal?

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

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

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

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

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

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

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

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

When you are discharged from a psychiatric hospital with a medication regimen that is
highly individualized
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Express Scripts Medicare will send you a letter within 3 business days of your filling a temporary
transition supply notifying you that this was a temporary supply and explaining your options.

Other coverage that your plan may provide

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

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

e Prescription drugs when used to promote fertility

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

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

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

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

e Over-the-counter (OTC) diabetic supplies

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

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

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

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 146.

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

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

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

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

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

This drug list was updated in August 2024.

vi



e The drug tier for your drug. Each covered drug is in one of four drug tiers. Each tier may have

a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs are
included in each tier and shows how costs may change with each tier.

Your other plan materials have more information about your plan’s coverage stages and list the specific

cost-sharing amounts for each tier.

Drug Tiers

Tier Includes Helpful tips

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

Generic commonly prescribed generic amount.

Drugs drugs and may include other

low-cost drugs.

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

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

Brand Drugs | some generic drugs. drugs.

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

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

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

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

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

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

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

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

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

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

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

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

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

To confirm your plan’s specific coverage, contact Customer Service using the information provided on
the front and back covers of this formulary or visit us on the Web at 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 prescriber to get prior authorization for certain
drugs. This means that you will need to get approval before you fill your prescription. If you don’t get
approval, we may not cover this drug.

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

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

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ERAXIS(WATER 3 MO
DILUENT)
INTRAVENOUS
ANTIFUNGAL RECON SOLN 50
AGENTS MG
ABELCET 3 PA fluconazole 1 MO
AMBISOME 4 PA fluconazole in nacl 1 PA; MO
amphotericin b 1 PA; MO (lSO-OSWl)
intravenous
amphotericin b 4 PA piggyback 200
liposome mgl100 ml
ANCOBON 4 MO fluconazole in nacl 1 PA
CANCIDAS 4 (iso-osm)
caspofungin 1 in.travenous
clotrimazole mucous | MO piggyback 400
mg/200 ml
membrane : i VO
CRESEMBA 4 PA Jlucytosine
ORAL griseofulvin 1 MO
DIFLUCAN 3 MO ricrosize
ORAL griseofulvin 1 MO
SUSPENSION ultramicrosize
FOR itraconazole oral 1 MO; QL
RECONSTITUTI capsule (120 per 30
ON 40 MG/ML days)
DIFLUCAN 3 MO itraconazole oral 1 MO
ORAL TABLET solution
100 MG, 200 MG ketoconazole oral 1 MO
ERAXIS(WATER 4 MO micafungin 1 MO
DILUENT) MYCAMINE 3 MO
INTRAVENOUS
RECON SOLN INTRAVENOUS
100 MG RECON SOLN 50
MG
NOXAFIL ORAL 4 PA; MO;
SUSP,DELAYED QL (32 per
RELEASE FOR 30 days)
RECON

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit 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
NOXAFIL ORAL 4 PA; MO; voriconazole oral 1 PA; MO
SUSPENSION QL (630 per tablet
30 days) ANTIVIRALS
NOXAFIL ORAL 4 PA; MO; b ; 1 MO
TABLET,DELAY QL (96 per avdcavir
ED RELEASE 30 days) abacavir-lamivudine 1 MO
(DR/EC) acyclovir oral | MO
nystatin oral 1 MO capsule
posaconazole oral 4 PA; MO; acyclovz:r oral 1 MO
suspension QL (630 per suspension 200 mgl5
30 days) ml
posaconazole oral 4 PA; MO; acyclovir oral tablet 1 MO
tablet,delayed QL (96 per acyclovir sodium 1 PA; MO
release (drlec) 30 days) intravenous solution
SPORANOX 3 MO; QL adefovir 1 MO
ORAL CAPSULE gl 20 per 30 amantadine hel 1 MO
I 4ys) APTIVUS 4 MO
fﬁgblqusi];lge;d oral i 11\)/11:) MO atazanavir 1 MO
QL (120 per BARACLUDE 4 MO
30 days) BIKTARVY 4 MO
VFEND IV 3 PA;MO CIMDUO 4 MO
VFEND ORAL 4  PA;MO COMBIVIR 3 MO
SUSPENSION COMPLERA 4 MO
E%EONSTITUTI darunavi : MO
ON DELSTRIGO 4 MO
VFEND ORAL 3 PA;MO DESCOVY R MO
TABLET DOVATO 4 MO
VIVIOA 4  PA;QL(I8 EDURANT 4 MO
per 84 days) efavirenz oral tablet 1 MO
voriconazole 4 PA; MO efavirenz- 4 MO
intravenous emtricitabin-tenofov
voriconazole oral 4 PA; MO efavirenz-lamivu- 4 MO
suspension for tenofov disop
reconstitution emtricitabine 1 MO

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

emtricitabine- 4 MO GENVOYA 4 MO

tenofovir (tdf) oral HARVONIORAL 4  PA; MO;

tablet 100-150 mg PELLETS IN QL (28 per

emtricitabine- 1 MO PACKET 33.75- 28 days)

tenofovir (tdf) oral 150 MG

tablet 133-200 mg, HARVONI ORAL 4  PA;MO;

167-250 mg, 200- PELLETS IN QL (56 per

300 mg PACKET 45-200 28 days)

EMTRIVA ORAL 3 MO MG

CAPSULE HARVONI ORAL 4  PA;MO;

EMTRIVA ORAL 2 MO TABLET 45-200 QL (56 per

SOLUTION MG 28 days)

entecavir 1 MO HARVONI ORAL 4 PA; MO;

EPCLUSA ORAL 4 PA; MO; TABLET 90-400 QL (28 per

PELLETS IN QL (28 per MG 28 days)

PACKET 150-37.5 28 days) INTELENCE 4 MO

MG ORAL TABLET

EPCLUSA ORAL 4  PA; MO; 100 MG, 200 MG

PELLETS IN QL (56 per INTELENCE 3 MO

PACKET 200-50 28 days) ORAL TABLET

MG 25 MG

EPCLUSA ORAL 4 PA; MO; ISENTRESS HD 4 MO

TABLET 200-50 QL (56 per ISENTRESS 4 MO

MG 28 days) ORAL POWDER

EPCLUSA ORAL 4 PA; MO; IN PACKET

TABLET 400-100 QL (28 per ISENTRESS 4 MO

MG 28 days) ORAL TABLET

EPIVIR 3 MO ISENTRESS 4 MO

EPZICOM 4 MO ORAL

etravirine 4 MO TABLET,CHEWA

EVOTAZ 4 MO BLE 100 MG

famciclovir 1 MO E)S]EEEE RESS 2 MO

fosamprenavir 1 MO TABLET,CHEWA

FUZEON 4 MO BLE 25 MG

SUBCUTANEOU JULUCA 4 MO

S RECON SOLN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
KALETRA ORAL MO NORVIR ORAL 3 MO
SOLUTION POWDER IN
KALETRA ORAL MO PACKET
TABLET 100-25 NORVIR ORAL 3 MO
MG TABLET
KALETRA ORAL MO ODEFSEY 4 MO
TABLET 200-50 oseltamivir 1 MO
MG PAXLOVID 1 QL (20 per
lamivudine MO ORAL 90 days)
lamivudine- MO TABLETS,DOSE
zidovudine PACK 150-100
LEDIPASVIR- PA; MO; MG
SOFOSBUVIR QL (28 per PAXLOVID 1 QL (30 per
28 days) ORAL 90 days)
LEXIVA ORAL TABLETS,DOSE
TABLET PACK 300 MG
LIVTENCITY PA; LA; (150 MG X 2)-100
MG
QL (120 per
30 days) PIFELTRO 4 MO
lopinavir-ritonavir MO PREVYMIS 4 PA; MO;
maraviroc MO ORAL QL (30 per
MAVYRET PA; MO 30 days)
ORAL PELLETS QL (168 per PREZCOBIX 4 MO
IN PACKET 28 days) PREZISTA ORAL 4 MO
MAVYRET PA; MO; SUSPENSION
ORAL TABLET QL (84 per PREZISTAORAL 3 MO
28 days) TABLET 150 MG,
S 75 MG
nevirapine oral
suspension PREZISTA ORAL 4 MO
S / MO TABLET 600 MG,
nevirapine ora 200 MG
tablet
S / MO RELENZA 3 MO
nevirapine ora DISKHALER
tablet extended
release 24 hr 400 mg RETROVIR 3 MO
ORAL CAPSULE

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

This drug list was updated in August 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
RETROVIR 3 MO SOVALDI ORAL 4 PA; MO;
ORAL SYRUP TABLET 400 MG QL (28 per
REYATAZORAL 4 MO 28 days)
CAPSULE 200 STRIBILD 4 MO
MG, 300 MG SUNLENCA 4
REYATAZ ORAL 4 MO ORAL
POWDER IN SYMFI 4 MO
P'ACISET SYMFI LO 4 MO
ribavirin oral 1 MO SYMTUZA 4 MO
capsule
ribavirin oral tablet 1 MO TAMIFLU . MO
200 mg tenofovir disoproxil 1 MO
rimantadine 1 MO Jumarate
ritonavir 1 MO TIVICAY ORAL 2

TABLET 10 MG
RUKOBIA 4 MO TIVICAY ORAL 4 MO
SELZENTRY 2 MO TABLET 25 MG,
ORAL 50 MG
:gf;gﬁiﬁ{ = TIVICAY PD 4 MO
ORAL TABLET TRIUMEQ 4 MO
150 MG, 300 MG TRIUMEQ PD 3 MO
SELZENTRY 2 MO TRUVADA 4 MO
ORAL TABLET TYBOST 2 MO
25 MG, 75 MG valacyclovir oral 1 MO; QL
SOFOSBUVIR- 4 PA; MO; tablet 1 gram (120 per 30
VELPATASVIR QL (28 per days)
28 days) valacyclovir oral 1 MO; QL
SOVALDI ORAL 4 PA; MO; tablet 500 mg (60 per 30
PELLETS IN QL (28 per days)
PACKET 150 MG 28 days) VALCYTE 4 MO
SOVALDI ORAL 4 PA; MO; valganciclovir oral 4 MO
PELLETS IN QL (56 per recon soln
PACKET 200 MG 28 days) valganciclovir oral 1 MO
SOVALDI ORAL 4 PA; MO; tablet
TABLET 200 MG QL (56 per
28 days)

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

This drug list was updated in August 2024.



Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
VALTREX ORAL MO; QL cefaclor oral 1
TABLET 1 GRAM (120 per 30 suspension for
days) reconstitution 250
VALTREX ORAL MO; QL mgl5 ml
TABLET 500 MG (60 per 30 cefaclor oral tablet 1 MO
days) extended release 12
VEMLIDY MO hr
VIRACEPT MO cefadroxil oral 1 MO
ORAL TABLET capsule
VIREAD ORAL MO Cefadrw‘cil j{ral 1 MO
POWDER suspension for
reconstitution 250
mepon TIowo
200 MG, 250 MG ml .
VIREAD ORAL MO feJ;clzdlroxll oral 1 MO
TABLET 300 MG et
PN i LMo
XOFLUZA ORAL MO cefazolin injection 1
TABLET 40 MG recon soln 10 gram
80 MG cefdinir 1 MO
7EPATIER PA; MO; cefepime injection 1 MO
QL (28 per cefixime 1 MO
28 days) cefotetan injection 1 PA
ZIAGEN ORAL MO cefoxitin 1 PA; MO
SOLUTION intravenous recon
zidovudine MO soln 1 gram, 2 gram
CEPHALOSPO cefoxitin 1 PA
RINS intravenous recon
In 10
AVYCAZ PA: MO som d sram T
cefaclor oral capsule MO cefpodoxxime
cefprozil 1 MO
ceftazidime injection 1 PA; MO

recon soln 1 gram, 2
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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
ceftazidime injection 1 PA azithromycin oral 1 MO
recon soln 6 gram tablet 250 mg, 500
ceftriaxone injection 1 MO mg, 600 mg
recon soln 1 gram, 2 clarithromycin | MO
gram, 250 mg, 500 DIFICID ORAL 4 QL (136 per
mg SUSPENSION 10 days)
ceftriaxone injection 1 FOR
recon soln 10 gram RECONSTITUTI
cefuroxime axetil 1 MO ON
oral tablet DIFICID ORAL 4 MO; QL
cefuroxime sodium 1 PA; MO TABLET (20 per 10
injection recon soln days)
750 mg e.e.s. 400 oral tablet 1 MO
cefuroxime sodium 1 PA; MO E.E.S. 3 MO
intravenous recon GRANULES
soln 1.5 gram ERYPED 200 3 MO
cephalexin 1 MO ERYPED 400 3 MO
tazicef injection 1 PA; MO ery-tab oral 1 MO
TEFLARO 4 PA; MO tablet,delayed
7ERBAXA 4 PA release (drlec) 250

333

ERYTHROMYC me: 337 M
ERCTADORAL 3 Mo
MACROLIDES ED RELEASE
azithromycin 1 PA; MO (DR/EC) 500 MG
intravenous erythrocin (as 1
azithromycin oral 1 MO stearate) oral tablet
packet 250 mg
azithromycin oral 1 MO ERYTHROCIN 3 PA; MO
suspension for INTRAVENOUS
reconstitution RECON SOLN
azithromycin oral 1 500 MG
tablet 250 mg (6 erythromycin 1 MO
pack), 500 mg (3 ethylsuccinate oral
pack) suspension for

reconstitution

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

This drug list was updated in August 2024.



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

erythromycin 1 MO atovaquone- 1 MO
ethylsuccinate oral proguanil
tablet AZACTAM 3 PA;MO
erythromycin oral | MO aztreonam 1 PA: MO
ZITHROMAX 3 PA; MO BETHKIS 4 PA; MO;
INTRAVENOUS QL (224 per
ZITHROMAX 3 MO 28 days)
ORAL PACKET BILTRICIDE 3 MO
ZITHROMAX 3 MO CAYSTON 4  PA; MO;
ORAL LA; QL (84
SUSPENSION per 56 days)
FOR ;
RECONSTITUTI chloroquine | MO
ON phosphate
ZITHROMAX 3 MO CLEOCIN HCL MO
ORAL TABLET CLEOCIN PA; MO
250 MG, 500 MG INJECTION
ZITHROMAX 3 CLEOCIN 3 MO
TRI-PAK PEDIATRIC
ZITHROMAX Z- 3 MO clindamycin hcl 1 MO
PAK clindamycin in 5 % 1 PA; MO
MISCELLANEO dextrose
US clindamycin 1 MO
ANTIINFECTIV pediatric
ES clindamycin 1 PA; MO
AEMCOLO 3 MO: QL phosphate injection

(12 per 30 COARTEM 3 MO

days) colistin 4 PA; MO;
albendazole 4 MO (colistimethate na) QL (30 per
amikacin injection 1 PA; MO 10 days)
solution 500 mg/2 CUBICIN RF 4 MO
ml cycloserine 1 MO
ARIKAYCE 4 PA; LA DALVANCE 4 PA; MO
atovaquone 1 MO 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DAPTOMYCIN 4 MO INVANZ 3 PA; QL (14
INTRAVENOUS INJECTION per 14 days)
RECON SOLN isoniazid oral 1 MO
350 MG ivermectin oral | PA; MO;
daptomycin 4 MO QL (20 per
intravenous recon 30 days)
soln 500 mg KITABIS PAK 4 PA;MO;
DARAPRIM 4 PA QL (280 per
EMVERM 4 MO 28 days)
ertapenem 1 PA; MO; KRINTAFEL 3
QL (14 per LAMPIT 3 MO
14 days) linezolid in dextrose 1 PA; MO
ethambutol 1 MO 5%
FIRVANQ 3 QL (450 per linezolid oral 4 MO
10 days) suspension for
FLAGYL ORAL 3 MO reconstitution
CAPSULE linezolid oral tablet 1 MO
gentamicin in nacl 1 PA; MO MALARONE 3 MO
o, NALARONE o
piggyback 100 PEDIATRIC
mgl100 ml, 60 mefloquine !
mg/50 ml, 80 mg/50 MEPRON 4 MO
ml meropenem 1 PA; QL (30
gentamicin in nacl 1 PA intravenous recon per 10 days)
(iso-osm) soln 1 gram
in.travenous meropenem 1 PA; QL (10
piggyback 80 intravenous recon per 10 days)
mgl100 ml soln 500 mg
gentamicin injection 1 PA; MO metronidazole in 1 PA; MO
solution 40 mgiml nacl (iso-os)
HUMATIN 3 MO metronidazole oral 1 MO
hydroxychloroquine 1 MO MYAMBUTOL 3 MO
imipenem-cilastatin 1 PA; MO ORAL TABLET
IMPAVIDO 4  PA;MO 400 MG
MYCOBUTIN 3 MO

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

This drug list was updated in August 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
NEBUPENT 3 PA; MO; SOLOSEC 3 MO
QL (1 per STREPTOMYCIN 4  PA; MO;
28 days) QL (60 per
neomycin 1 MO 30 days)
nitazoxanide 4 MO; QL STROMECTOL 3 PA; MO;
(12 per 30 QL (20 per
days) 30 days)
PENTAM 3 MO tigecycline 4 PA; MO
pentamidine 1 PA; MO; tinidazole 1 MO
inhalation QL (1 per TOBI 4 PA:; MO;
28 days) QL (280 per
pentamidine 1 MO 28 days)
injection TOBI 4  MO;QL
PLAQUENIL 3 MO PODHALER (224 per 56
polymyxin b sulfate 1 PA; MO days)
praziquantel 1 MO gobramycin in0.225 4 PA; MO;
PRETOMANID 3 PA /o nacl %Ldffsg bet
PRIFTIN 2 MO tobramycin 4 PA; MO;
PRIMAQUINE 3 MO inhalation QL (224 per
PRIMAXIN IV 3 PA; MO 28 days)
INTRAVENOUS tobramycin sulfate 1 PA; MO
RECON SOLN injection solution
OMG TRECATOR 3 MO
Py ’?Z’""m’df S 0 TYGACIL 4  PA;MO
pyrimethamine 4 PA; MO VABOMERE 3 PA
Q[.LA.‘LAQUIN < MO VANCOCIN 3 PA; MO;
quinine sulfate 1 MO ORAL CAPSULE QL (40 per
rifabutin 1 MO 125 MG 10 days)
rifampin 1 MO VANCOCIN 4 PA; MO;
SIRTURO 4 PA; LA ORAL CAPSULE QL (80 per
SIVEXTRO 4 PA 250 MG 10 days)
INTRAVENOUS vancomycin 1 PA; MO;
WEXTRO 4 o Gl s
ORAL ’ g y

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s
specific coverage, contact Customer 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 2024.
10



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
vancomycin | PA; QL (2 amoxicillin oral | MO
intravenous recon per 10 days) suspension for
soln 10 gram reconstitution
vancomycin 1 PA; MO; amoxicillin oral 1 MO
intravenous recon QL (10 per tablet
soln 500 mg 10 days) amoxicillin oral 1 MO
vancomycin 1 PA; MO; tablet,chewable 125
intravenous recon QL (27 per mg, 250 mg
soln 750 mg 10 days) amoxicillin-pot 1 MO
vancomycin oral 1 PA; MO; clavulanate oral
capsule 125 mg QL (40 per suspension for
10 days) reconstitution
vancomycin oral 1 PA; MO; amoxicillin-pot 1 MO
capsule 250 mg QL (80 per clavulanate oral
10 days) tablet
VANCOMYCIN 3 QL (450 per amoxicillin-pot 1 MO
ORAL RECON 10 days) clavulanate oral
SOLN 25 MG/ML tablet extended
vancomycin oral 1 MO; QL release 12 hr
recon soln 50 mgiml (450 per 10 amoxicillin-pot 1 MO
days) clavulanate oral
XIFAXAN ORAL D) PA; MO; tablet,chewable 200-
TABLET 200 MG QL (9 per 28.5 mg
30 days) amoxicillin-pot 1
XIFAXAN ORAL 4  PA;MO; clavulanate oral
TABLET 550 MG QL (90 per tablet,chewable 400-
30 days) 57 mg
7ZEMDRI 4 PA ampicillin oral 1 MO
ZYVOX 3 PA: MO capsule 500 mg
INTRAVENOUS ampicillin sodium 1 PA; MO
PIGGYBACK 600 injection recon soln
MG/300 ML 1 gram, 10 gram,
ZYVOX ORAL 4 MO 125 "”il' -
PENICILLINS amprenin - ’
sulbactam injection
amoxicillin oral 1 MO recon soln 1.5 gram,

capsule

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ampicillin- 1 PA PENICILLIN G 3 PA
sulbactam injection POT IN
recon soln 15 gram DEXTROSE
AUGMENTIN 3 INTRAVENOUS
ES-600 PIGGYBACK 2
MILLION
ggggl ENTIN & MO UNIT/50 ML, 3
MILLION
IS:I(J);PENSION UNIT/50 ML
RECONSTITUTI penicillin g 1 PA; MO
ON 125-31.25 potassium injection
MG/5 ML recon soln 20
BICILLIN C-R PA; MO million unit
BICILLIN L-A PA- MO penicillin g sodium 1 PA; MO
INTRAMUSCUL , penicillin v 1 MO
AR SYRINGE potassium
1,200,000 UNIT/2 piperacillin- 1 MO
ML, 2,400,000 tazobactam
UNIT/4 ML intravenous recon
BICILLIN L-A 3 PA soln 2.25 gram,
INTRAMUSCUL 3.375 gram, 4.5
AR SYRINGE gram
600,000 UNIT/ML piperacillin- 1
dicloxacillin 1 MO tazobactam
, ntravenous recon
nafcillin injection 1 PA; MO n
recon soln 1 gram, 2 soln 40.5 gram
gram UNASYN 3 PA
T INJECTION
’ZZ{‘)ZZ;” e . A RECON SOLN 15
: 1l '0 n o 1 PA GRAM
oxacillin in
: UNASYN 3 PA; MO
dextrose(iso-osm) INJECTION
oxacillin injection 1 PA RECON SOLN 3
recon soln 1 gram, GRAM
10 gram
oxacillin injection 1 PA; MO

recon soln 2 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

ZOSYN IN 3

DEXTROSE (ISO-

OSM)

INTRAVENOUS

PIGGYBACK 2.25 BACTRIM c MO

GRAM/50 ML BACTRIM DS 3 MO

QUINOLONES e (. MO

BAXDELA 4 PA su{fameth@cazole- 1 MO

INTRAVENOUS trimethoprim oral

BAXDELA ORAL 4 MO

CIPRO ORAL 3

SUSPENSION,MI demeclocycline 1 MO

CROCAPSULE DORYX MPC 3 ST;MO

RECON ORAL

CIPRO ORAL 3 MO TABLET,DELAY

TABLET 250 MG, ED RELEASE

500 MG (DR/EC) 60 MG

ciprofloxacin hcl 1 MO doxy-100 1 PA; MO

oral tablet 250 mg, doxycycline hyclate 1 MO

500 mg, 750 mg oral capsule

ciprofloxacin in 5 % 1 PA; MO doxycycline hyclate 1 MO

flextr ose oral tablet

ll;travgzsg; 00 doxycycline hyclate 1 MO

i@ g(/g]y 00 ml oral tablet,delayed

& release (drlec) 100

levofloxacin in d5w 1 PA; MO mg, 150 mg, 200

intravenous mg, 50 mg, 75 mg

piggyback 500 DOXYCYCLINE 3 ST;MO

mgl100 ml, 750 HYCLATE ORAL

mgl130 mi TABLET,DELAY

levofloxacin oral 1 MO ED RELEASE

moxifloxacin oral 1 MO (DR/EC) 80 MG

moxifloxacin- 1 PA; MO doxycycline 1 MO

sod.chloride(iso) monohydrate

ofloxacin oral tablet 1 MO minocycline oral 1 MO

300 mg, 400 mg

capsule

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

minocycline oral 1 MO nitrofurantoin oral 1 MO

tablet suspension 25 mgl5

minocycline oral 1 MO mi

tablet extended NITROFURANT 4 MO

release 24 hr OIN ORAL

NUZYRA 4 PA SUSPENSION 50

INTRAVENOUS MG/5 ML

NUZYRA ORAL 4 trimethoprim 1 MO

ORACEA 3 ST; MO ANTINEOPL

SEYSARA ORAL ST; MO ASTIC/

TABLET 100 MG, IMMUNOSUP

6O MG PRESSANT

SEYSARA ORAL 4 ST; MO DRUGS

TABLET 150 MG

TARGADOX 3 ST;MO ADJUNCTIVE

tetracycline oral 1 MO AGENTS

capsule leucovorin calcium 1 MO

VIBRAMYCIN 3 ST;MO oral

ORAL CAPSULE MESNEX ORAL 4 MO

100 MG XGEVA 4  PA;MO

URINARY ANTINEOPLAS

TRACT TIC /

AGENTS IMMUNOSUPP

fosfomycin 1 MO RESSANT

tromethamine DRUGS

HIPREX 3 abiraterone oral 4 PA; MO;

MACROBID 3 MO tablet 250 mg QL (120 per

MACRODANTIN 3 30 days)

methenamine 1 MO abiraterone oral 4 PA; MO:;

hippurate tablet 500 mg QL (60 per

nitrofurantoin 1 MO 30 days)

macrocrystal AFINITOR 4 P‘?j 1;/{)05

nitrofurantoin 1 MO ?0 d(ays)p .

monohyd/m-cryst

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
AFINITOR 4  PA; MO:; AUGTYRO 4  PA; MO:;
DISPERZ ORAL QL (330 per QL (240 per
TABLET FOR 30 days) 30 days)
SUSPENSION 2 AYVAKIT 4  PA:LA;
MG QL (30 per
AFINITOR 4  PA;MO; 30 days)
DISPERZ ORAL QL (240 per AZASAN 3 PA; MO
TABLET FOR 30 days) —— :
SUSPENSION 3 azathioprine | PA; MO
MG BALVERSA 4  PA;LA
AFINITOR 4 PA; MO; bexarotene 4 PA; MO
DISPERZ ORAL QL (180 per bicalutamide | MO
TABLET FOR 30 days) BOSULIF ORAL 4  PA; MO;
SUSPENSION 5 CAPSULE 100 QL (180 per
MG MG 30 days)
AKEEGA 4 PAJLA; BOSULIF ORAL 4  PA;MO;
QL (60 per CAPSULE 50 MG QL (330 per
30 days) 30 days)
ALECENSA 4 PAIMO; BOSULIF ORAL 4  PA; MO;
QL (240 per TABLET 100 MG QL (90 per
30 days) 30 days)
ALUNBRIG 4 PA;QL(@30 BOSULIF ORAL 4  PA; MO;
ORAL TABLET per 30 days) TABLET 400 MG, QL (30 per
180 MG, 90 MG 500 MG 30 days)
ALUNBRIG 4 PA; QL (60 BRAFTOVI 4 PA; MO:;
ORAL TABLET per 30 days) LA; QL
30 MG (180 per 30
ALUNBRIG 4 PA; QL (30 days)
ORAL per 180 BRUKINSA 4 PA;LA;
TABLETS,DOSE days) QL (120 per
PACK 30 days)
anastrozole I MO CABOMETYX 4 PA;MO;
ARIMIDEX 4 MO LA: QL (30
AROMASIN 4 MO per 30 days)
ASTAGRAF XL 3 PA;MO CALQUENCE 4 PAJLA;
QL (60 per
30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits

CALQUENCE 4 PA; LA; COTELLIC PA; MO;

(ACALABRUTIN QL (60 per LA; QL (63

IB MAL) 30 days) per 28 days)

CAPRELSA 4 PA; LA; cyclophosphamide PA; MO

ORAL TABLET QL (60 per oral capsule

100 MG 30 days) CYCLOPHOSPH PA

CAPRELSA 4 PA; LA; AMIDE ORAL

ORAL TABLET QL (30 per TABLET 25 MG

300 MG 30 days) CYCLOPHOSPH PA; MO

CASODEX MO AMIDE ORAL

CELLCEPT PA; MO TABLET 50 MG

ORAL CAPSULE cyclosporine PA; MO

CELLCEPT 4  PA;MO modified oral

ORAL capsule

SUSPENSION cyclosporine PA

FOR modified oral

RECONSTITUTI solution

ON cyclosporine oral PA; MO

CELLCEPT 4 PA; MO capsule

ORAL TABLET DAURISMO PA; MO;

COMETRIQ 4 PA; MO; ORAL TABLET QL (30 per

ORAL CAPSULE QL (56 per 100 MG 30 days)

100 MG/DAY (80 28 days) DAURISMO PA; MO;

MG X1-20 MG ORAL TABLET QL (60 per

X1) 25 MG 30 days)

COMETRIQ 4 PA; MO; DROXIA MO

ORAL CAPSULE QL (112 per :

140 MG/DAY (80 28 days) ELIGARD PA; MO

MG X1-20 MG ELIGARD (3 PA; MO

X3) MONTH)

COMETRIQ 4  PA; MO; ELIGARD (4 PA; MO

ORAL CAPSULE QL (84 per MONTH)

60 MG/DAY (20 28 days) ELIGARD (6 PA; MO

MG X 3/DAY) MONTH)

COPIKTRA 4 PA; LA; ENSPRYNG PA; MO

QL (60 per ENVARSUS XR PA; MO
30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ERIVEDGE 4 PA; MO; everolimus 4 PA; MO
QL (30 per (immunosuppressive
30 days) ) oral tablet 0.5 mg,
ERLEADA ORAL 4  PA; MO; 0.75 mg, I mg
TABLET 240 MG QL (30 per exemestane 1 MO
30 days) FARESTON 4 MO
ERLEADA ORAL 4 PA; MO; FEMARA 3 MO
TABLET 60 MG %Ld(;zsg pet FIRMAGONKIT 4  PA;MO
: W DILUENT
erlotinib oral tablet 4 PA; MO; SYRINGE
100 mg, 150 mg QL (30 per SUBCUTANEOU
30 days) S RECON SOLN
erlotinib oral tablet 4 PA; MO; 120 MG
25 mg QL (60 per FIRMAGON KIT 3 PA;MO
30 days) W DILUENT
everolimus 4 PA; MO; SYRINGE
(antineoplastic) QL (30 per SUBCUTANEOU
oral tablet 30 days) S RECON SOLN
everolimus 4 PA; MO; 80 MG
(antineoplastic) QL (330 per FOTIVDA 4 PA; LA;
oral tablet for 30 days) QL (21 per
suspension 2 mg 28 days)
everolimus 4 PA; MO; FRUZAQLA 4 PA; QL (84
(antineoplastic) QL (240 per ORAL CAPSULE per 28 days)
oral tablet for 30 days) 1 MG
suspension 3 mg FRUZAQLA 4  PA;QL (2l
everolimus 4 PA; MO; ORAL CAPSULE per 28 days)
(antineoplastic) QL (180 per 5SMG
oral tablet for 30 days) GAVRETO 4 PA: LA;
suspension 5 mg QL (120 per
everolimus 1 PA; MO 30 days)
(immunosuppressive gefitinib 4 PA: MO:
) oral tablet 0.25 QL (30 per
mg 30 days)
gengraf 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
GILOTRIF 4 PA; MO; IMBRUVICA 4 PA; QL (30
QL (30 per ORAL CAPSULE per 30 days)
30 days) 70 MG
GLEEVEC ORAL 4 PA; MO; IMBRUVICA 4 PA; QL
TABLET 100 MG QL (180 per ORAL (324 per 30
30 days) SUSPENSION days)
GLEEVEC ORAL 4 PA; MO; IMBRUVICA 4 PA; QL (30
TABLET 400 MG QL (60 per ORAL TABLET per 30 days)
30 days) 140 MG, 280 MG,
GLEOSTINE 3 MO 420 MG
ORAL CAPSULE IMURAN 3 PA; MO
10 MG INLYTA ORAL 4 PA;MO;
GLEOSTINE 4 MO TABLET 1 MG QL (180 per
ORAL CAPSULE 30 days)
100 MG, 40 MG INLYTA ORAL 4  PA;MO;
HYDREA 3 MO TABLET 5 MG QL (120 per
hydroxyurea 1 MO 30 days)
IBRANCE 4  PA;MO; INQOVI 4 PA;MO;
QL (21 per QL (5 per
28 days) 28 days)
ICLUSIG 4 PA:QL (30 INREBIC 4 PA;MO;
per 30 days) LA; QL
IDHIFA 4 PA; MO; filaz(l)per 30
LA; QL (30 y
per 30 days) IRESSA 4  PA;MO;
o QL (30 per
imatinib oral tablet 4 PA; MO; 30 days)
100 mg QL (180 per y
30 days) TWILFIN 4  PA;LA;
imatinib oral tablet 4 PA; MO; %Ld(a24$(; pet
400 mg QL (60 per y
30 days) JAKAFI 4 PA; MO;
IMBRUVICA 4  PA;QL %Ld(fos)per
ORAL CAPSULE (120 per 30 Y
140 MG days) JAYPIRCA ORAL 4 PA; MO;
TABLET 100 MG QL (60 per
30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

JAYPIRCA ORAL 4 PA; MO; KRAZATI 4 PA; QL

TABLET 50 MG QL (30 per (180 per 30

30 days) days)

JYLAMVO 3 PA lapatinib 4 PA; MO;

KANJINTI 4 PA; MO QL (180 per

KISQALI 4 PA;MO: 30 days)

FEMARA CO- QL (49 per lenalidomide oral 4 PA; MO;

PACK ORAL 28 days) capsule 10 mg, 15 QL (28 per

TABLET 200 mg, 25 mg, 5 mg 28 days)

MG/DAY (200 MG lenalidomide oral 4 PA; QL (28

X 1)-2.5MG capsule 2.5 mg, 20 per 28 days)

KISQALI 4 PA; MO; mg

FEMARA CO- QL (70 per LENVIMA ORAL 4 PA; MO;

PACK ORAL 28 days) CAPSULE 10 QL (30 per

TABLET 400 MG/DAY (10 MG 30 days)

MG/DAY (200 MG X 1),4 MG

X2)-2.5 MG LENVIMA ORAL 4 PA; MO;

KISQALI 4 PA; MO; CAPSULE 12 QL (90 per

FEMARA CO- QL (91 per MG/DAY (4 MG 30 days)

PACK ORAL 28 days) X 3), 18 MG/DAY

TABLET 600 (10 MG X 1-4 MG

MG/DAY (200 MG X2), 24

X 3)-2.5 MG MG/DAY (10 MG

KISQALI ORAL 4 PA;MO; X2-4MGX1)

TABLET 200 QL (21 per LENVIMAORAL 4  PA; MO;

MG/DAY (200 28 days) CAPSULE 14 QL (60 per

MG X 1) MG/DAY (10 MG 30 days)

KISQALI ORAL 4 PA;MO; X 1-4 MG X 1), 20

TABLET 400 QL (42 per MG/DAY (10 MG

MG/DAY (200 28 days) X2), $§ MG/DAY

MG X 2) 4 MG X?2)

KISQALI ORAL 4 PA; MO; letrozole I MO

TABLET 600 QL (63 per LEUKERAN 4 MO

MG/DAY (200 28 days) LEUPROLIDE (3 3 PA;MO

MG X 3) MONTH)

KLISYRI 4 MO leuprolide 1 PA; MO

KOSELUGO 4 PA subcutaneous kit

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LONSURF 4 PA; MO LUPRON 4 PA; MO
LORBRENA 4 PA; MO; DEPOT-PED
ORAL TABLET QL (30 per INTRAMUSCUL
100 MG 30 days) AR SYRINGE
LORBRENA 4 PA; MO; KIT
ORAL TABLET QL (90 per LYNPARZA 4 PA;MO;
25 MG 30 days) QL (120 per
LUMAKRAS 4  PA;MO; 30 days)
ORAL TABLET QL (240 per LYSODREN 4
120 MG 30 days) LYTGOBI ORAL 4 PA; LA;
LUMAKRAS 4  PA;MO; TABLET 12 QL (84 per
ORAL TABLET QL (90 per MG/DAY (4 MG 28 days)
320 MG 30 days) X3)
LUPKYNIS 4 PA; LA; LYTGOBI ORAL 4 PA; LA;
QL (180 per TABLET 16 QL (112 per
30 days) MG/DAY (4 MG 28 days)
RO DEOT : DA MO i{;?I‘GOBI ORAL 4 PA; LA
éﬁ%ﬁ?ﬁ% EPOT = 4 PAMO TABLET 20 QL (140 per
MG/DAY (4 MG 28 days)
LUPRON DEPOT 4 PA; MO X 5)
(4 MONTH) MATULANE 4
éUl\IZgg};II_gEPOT 4 PA; MO megestrol oral 1 PA; MO
suspension 400
LUPRON 4 PA; MO mgl10 ml (40
DEPOT-PED (3 mgiml), 625 mgl5
MONTH) ml (125 mglml)
INTRAMUSCUL :
AR SYRINGE megestrol oral 1 PA; MO
KIT 11.25 MG tablet . -
MEKINIST PA; MO;
DEPOT-PED T - ORAL RECON QL (1200
INTRAMUSCUL SOLN per 30 days)
AR KIT 7.5 MG MEKINIST 4 PA; MO;
(PED) ORAL TABLET QL (90 per
0.5 MG 30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
MEKINIST 4 PA; MO; NEXAVAR 4 PA; MO;
ORAL TABLET 2 QL (30 per LA; QL
MG 30 days) (120 per 30
MEKTOVI 4  PA;MO; days)
LA; QL NILANDRON 4 PA; MO
(180 per 30 nilutamide 4 PA; MO
days) NINLARO 4  PA;MO;
mercaptopurine 1 MO QL (3 per
methotrexate 1 PA; MO 28 days)
sodium (pf) NUBEQA 4 PA;MO;
injection solution LA: QL
methotrexate 1 PA (120 per 30
sodium injection days)
methotrexate 1 PA; MO octreotide acetate 4 PA; MO
sodium oral injection solution
MVASI 4 PA; MO 1,000 mcgiml, 500
MYCAPSSA 4  PAJLA meglml
mycophenolate 1 PA; MO ?C.t reqtlde acet.ate ! PA; MO
mofetil oral capsule injection solution
100 mcglml, 200
mycophenolate 4 PA; MO meglml, 50 megiml
mofetil oral ODOMZO 4  PA:MO:
suspension for LA: QL (30
reconstitution ’
per 30 days)
Zﬁj‘i:gf’i’;;’l";fb » I PAMO OGSIVEOORAL 4  PA;QL (56
TABLET 100 MG, per 28 days)
mycophenolate 1 PA; MO 150 MG
sodium OGSIVEO ORAL 4  PA;QL
MYFORTIC 3 PA/MO TABLET 50 MG (180 per 30
MYHIBBIN 4 PA days)
NEORAL 3 PA; MO OJEMDA ORAL 4 PA; QL (96
NERLYNX 4 PA; MO; SUSPENSION per 28 days)
LA FOR
RECONSTITUTI
ON

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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21



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
OJEMDA ORAL 4  PA:QL(20 PROGRAF ORAL 3 PA;MO
TABLET 500 per 28 days) CAPSULE 0.5
MG/WEEK (100 MG, 1 MG
MG X 5) PROGRAF ORAL 4 PA; MO
OJJAARA 4  PA:QL (30 CAPSULE 5 MG
per 30 days) PROGRAFORAL 3  PA; MO
ONTRUZANT 4  PA GRANULES IN
ONUREG 4  PA; MO; PACKET
QL (14 per PURIXAN 4
28 days) QINLOCK 4 PA; LA;
ORGOVYX 4  PA;LA; QL (90 per
QL (30 per 30 days)
28 days) RAPAMUNE 4 PA; MO
ORSERDU ORAL 4  PA;QL(30 ORAL TABLET I
TABLET 345 MG per 30 days) MG
ORSERDU ORAL 4  PA;QL (90 RETEVMOORAL 4  PA; MO;
TABLET 86 MG per 30 days) CAPSULE 40 MG LA; QL
pazopanib 4 PA; MO; (180 per 30
QL (120 per days)
30 days) RETEVMOORAL 4  PA; MO;
PEMAZYRE 4 PA: LA; CAPSULE 80 MG LA; QL
QL (28 per (120 per 30
28 days) days)
PIQRAY ORAL 4  PA;MO; REVLIMID 4  PA;MO;
TABLET 200 QL (28 per LA; QL (28
MG/DAY (200 28 days) per 28 days)
MG X 1) REZLIDHIA 4  PA;QL (60
PIQRAY ORAL 4 PA; MO; per 30 days)
TABLET 250 QL (56 per REZUROCK 4  PA;LA;
MG/DAY (200 28 days) QL (30 per
MG X1-50 MG 30 days)
X1), 300 MG/DAY RIABNI 4  PA;MO
(150 MG X 2) ROZLYTREK 4  PA;MO;
POMALYST 4 PA;MO; ORAL CAPSULE QL (150 per
LA; QL (21 100 MG 30 days)
per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits
ROZLYTREK 4 PA; MO; SIKLOS ORAL MO
ORAL CAPSULE QL (90 per TABLET 1,000
200 MG 30 days) MG
ROZLYTREK 4 PA; MO; SIKLOS ORAL MO
ORAL PELLETS QL (336 per TABLET 100 MG
IN PACKET 28 days) sirolimus oral PA; MO
RUBRACA 4 PA; MO; solution
LA; QL sirolimus oral tablet PA; MO
glaé(l)per 30 SOLTAMOX MO
) SOMATULINE PA; MO
RUXIENCE 4 PA; MO DEPOT
RYDAPT . PA; MO; sorafenib PA; MO;
QL (224 per
28 days) QL (120 per
30 days)
(S)Aﬁli?ilg[ Al\l/igllj\I]?E . PA; MO SPRYCEL ORAL PA; MO;
TABLET 100 MG, QL (30 per
SANDIMMUNE 3 PA 140 MG, 50 MG, 30 days)
ORAL 80 MG
SOLUTION SPRYCEL ORAL PA; MO;
SANDOSTATIN 3 PA; MO TABLET 20 MG, QL (60 per
INJECTION 70 MG 30 days)
SOLUTION 100 STIVARGA PA; MO;
MCG/ML, 50 QL (84 per
MCG/ML, 500 52 d )p
MCG/ML b mal PA ?\ZSO
) sunitinib malate ; ;
SCEMBLIX 4 PA; QL QL (30 per
ORAL TABLET (120 per 30 30 days)
100 MG days) y
SCEMBLIX 4 PA; QL SUTENT I())?; (1;/{)0’
ORAL TABLET (600 per 30 30 da S)per
20 MG days) y
SCEMBLIX 4 PA; QL TABLOID MO
ORAL TABLET (300 per 30 TABRECTA PA; MO
40 MG days) tacrolimus oral PA; MO
SIGNIFOR 4  PA capsule

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

Tier  ts/Limits Tier  ts/Limits
TAFINLAR 4  PA; MO; TRELSTAR 3 PA; MO
ORAL CAPSULE QL (120 per INTRAMUSCUL

30 days) AR SUSPENSION
TAFINLAR 4  PA;MO; FOR
ORAL TABLET QL (840 per RECONSTITUTI
FOR 28 days) ON
SUSPENSION tretinoin 4 MO
TAGRISSO 4 PA; MO:; (antineoplastic)

LA; QL (30 TREXALL 3 PA;MO

per 30 days) TRUQAP 4  PA;QL (64
TALZENNA 4 PA; MO; per 28 days)

QL (30 per TUKYSA ORAL 4 PA; LA;

30 days) TABLET 150 MG QL (120 per
tamoxifen 1 MO 30 days)
TARGRETIN 4  PA;MO TUKYSA ORAL 4  PA;LA;
TASIGNA ORAL 4  PA; MO; TABLET 50 MG QL (300 per
CAPSULE 150 QL (112 per 30 days)
MG, 200 MG 28 days) TURALIO ORAL 4  PA;LA;
TASIGNA ORAL 4  PA; MO; CAPSULE 125 QL (120 per
CAPSULE 50 MG QL (120 per MG 30 days)

30 days) TYKERB 4 PA; MO;
TAZVERIK 4  PALA LA; QL
TEPMETKO 4  PA;LA filai(l)per 30
THALOMID 4  PA; MO; ,

ORAL CAPSULE QL (28 per VANFLYTA 4 P:;’z%]af S)
100 MG, 50 MG 28 days) P y
THALOMID ¢ PAOLGO  SnUTAnET  oL(@per
ORAL CAPSULE per 28 days) L0 MG 304 )p
150 MG, 200 MG VENCLEXTA 4  PA iy/i
TIBSQVO R P ORAL TABLET QL (180 per
toremifene 4 MO 100 MG 30 days)
TRAZIMERA 4  PA/MO VENCLEXTA 4 PA;LA;
ORAL TABLET QL (30 per
50 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VENCLEXTA 4  PA;LA; WELIREG 4  PA;LA
STARTING QL (42 per XALKORI ORAL 4  PA; MO;
PACK 180 days) CAPSULE QL (60 per
VERZENIO 4  PA; MO; 30 days)
LA; QL (60 XALKORI ORAL 4  PA;MO;
per 30 days) PELLET 150 MG QL (180 per
VIJOICE ORAL 4  PA;QL (28 30 days)
GRANULES IN per 28 days) XALKORI ORAL 4 PA; MO;
PACKET PELLET 20 MG, QL (120 per
VIJOICE ORAL 4  PA;QL(28 50 MG 30 days)
TABLET 125 MG, per 28 days) XATMEP 3 PA; MO
SOMG XERMELO 4  PA;LA;
VIJOICE ORAL 4  PA;QL(56 QL (84 per
TABLET 250 per 28 days) 28 days)
MG/DAY (200 —
MG X1.50 MG XOSPATA 4  PA;LA;
QL (90 per
X1) 30 days)
VITRAKVIORAL 4  PA; MO; :
CAPSULE 100 LA; QL (60 XPOVIO 4 PALA
MG per 30 days) XTANDI ORAL 4 PA; MO;
VITRAKVIORAL 4  PA; MO; CAPSULE %Ld(lzo pet
CAPSULE 25 MG LA; QL ays)
(180 per 30 XTANDI ORAL 4 PA; MO;
days) TABLET 40 MG QL (120 per
VITRAKVIORAL 4  PA;MO; 30 days)
SOLUTION LA; QL XTANDI ORAL 4 PA; MO;
(300 per 30 TABLET 80 MG QL (60 per
days) 30 days)
VIZIMPRO 4  PA; MO:; YONSA 4 PA;MO;
QL (30 per QL (120 per
30 days) 30 days)
VONJO 4 PA; QL ZEJULA ORAL 4 PA; MO;
(120 per 30 TABLET LA; QL (30
days) per 30 days)
VOTRIENT 4  PA; MO; ZELBORAF 4 PAIMO;
QL (120 per QL (240 per
30 days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ZIRABEV 4 PA; MO APTIOM ORAL 4 MO; QL
ZOLINZA 4 PA; MO; TABLET 600 MG, (60 per 30
QL (120 per 800 MG days)
30 days) BANZEL 4 PA; MO
ZORTRESS 3 PA; MO BRIVIACT 3 MO; QL
ORAL TABLET INTRAVENOUS (600 per 30
0.25MG days)
ZORTRESS 4 PA; MO BRIVIACT ORAL 4 MO; QL
ORAL TABLET SOLUTION (600 per 30
0.5 MG, 0.75 MG, days)
I MG BRIVIACT ORAL 4  MO;QL
ZYDELIG 4 PA; MO; TABLET (60 per 30
QL (60 per days)
30 days) carbamazepine oral 1 MO
ZYKADIA 4 PA; MO; capsule, er
QL (90 per multiphase 12 hr
30 days) carbamazepine oral 1 MO
ZYTIGA ORAL 4 PA; MO; suspension 100 mgl5
TABLET 250 MG QL (120 per ml
30 days) carbamazepine oral 1 MO
ZYTIGA ORAL 4 PA; MO; tablet
TABLET 500 MG QL (60 per carbamazepine oral 1 MO
30 days) tablet extended
AUTONOMIC release 12 hr
| CNS DRUGS, carbamazepine oral 1 MO
NEUROLOGY tablet,chewable
| PSYCH CARBATROL MO
CELONTIN MO
ANTICONVULS ORAL CAPSULE
ANTS 300 MG
APTIOM ORAL 4 MO; QL clobazam oral 1 PA; MO;
TABLET 200 MG (180 per 30 suspension QL (480 per
days) 30 days)
APTIOM ORAL 4 MO; QL clobazam oral tablet 1 PA; MO;
TABLET 400 MG (90 per 30 QL (60 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
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
clonazepam oral 1 MO; QL FELBATOL 4 MO
tablet 0.5 mg, 1 mg (90 per 30 ORAL TABLET
days) FINTEPLA 4 PA;LA;
clonazepam oral 1 MO; QL QL (360 per
tablet 2 mg (300 per 30 30 days)
days) FYCOMPA 4  MO;QL
clonazepam oral 1 MO; QL ORAL (720 per 30
tablet, disintegrating (90 per 30 SUSPENSION days)
0.125 mg, 0.25 mg, days) FYCOMPA 4 MO; QL
0.5 mg, I mg ORAL TABLET (30 per 30
clonazepam oral 1 MO; QL 10 MG, 12 MG, 8 days)
tablet,disintegrating (300 per 30 MG
2 mg days) FYCOMPA 3 MO; QL
DEPAKOTE MO ORAL TABLET 2 (60 per 30
DEPAKOTE ER MO MG days)
DEPAKOTE MO FYCOMPA 4 MO; QL
SPRINKLES ORAL TABLET 4 (60 per 30
DIACOMIT 4  PALA Mf’ 6 MG ; 1 i:(y;)QL
: gabapentin ora ;
diazepam rectal MO capsule 100 mg, 400 (270 per 30
DILANTIN 30 3 MO mg days)
MG gabapentin oral 1 MO; QL
DILANTIN 3 MO capsule 300 mg (360 per 30
EXTENDED 100 days)
MG gabapentin oral 1 MO; QL
DILANTIN 3 MO solution 250 mgl5 (2160 per
INFATABS ml 30 days)
DILANTIN-125 3 MO gabapentin oral 1 MO; QL
divalproex 1 MO tablet 600 mg (180 per 30
EPIDIOLEX 4 PA; MO; days)
LA gabapentin oral 1 MO; QL
epitol 1 MO tablet 800 mg (120 per 30
EPRONTIA 3 PA;MO e 1 iiiys;v[o
gabapentin ora ; ;
EQUETRQ . MO tablet extended QL (30 per
ethosuximide 1 MO release 24 hr 300 mg 30 days)
felbamate 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
gabapentin oral 1 PA; MO; LAMICTAL 3 MO
tablet extended QL (90 per ORAL TABLET
release 24 hr 600 mg 30 days) LAMICTAL 3 MO
GRALISE ORAL 3 PA; MO; ORAL TABLET,
TABLET QL (30 per CHEWABLE
EXTENDED 30 days) DISPERSIBLE 25
RELEASE 24 HR MG, 5 MG
300 MG LAMICTAL 3 MO
GRALISE ORAL 3 PA; MO; STARTER
TABLET QL (60 per (BLUE) KIT
gﬁ{giggﬁ R 30 days) LAMICTAL 3 MO
STARTER
‘9‘(5)8 ﬁg 750 MG, (GREEN) KIT
LAMICTAL 3 MO
GRALISE ORAL 3 PA; MO; STARTER
TABLET QL (90 per (ORANGE) KIT
%EEE?EE; HR 30 days) LAMICTAL XR MO
600 MG LAMICTAL XR MO
KEPPRA ORAL MO (S];F]ﬁl}]g;ER
EE?;R(;A;;;? ﬁg oL LAMICTAL XR 3 MO
’ STARTER
ORAL TABLET (90 per 30 (GREEN)
?{'i ?)4;}(’)11)11\:1(} ; iZZ)S)QL LAMICTAL XR 3 MO
; STARTER
S/IIE}AL TABLET 2 51300 per 30 (ORANGE)

: ays) lamotrigine 1 MO
lacosgmzde oral : MO; QL levetiracetam oral 1 MO
solution (1200 per :

30 days) solution 100 mgiml
lacosamide oral 1 MO; QL ieze}ntracetam oral I MO
tablet 100 mg, 150 (60 per 30 avie
mg, 200 mg days) levetiracetam oral 1 MO
lacosamide oral 1 MO; QL icezlblet eZtered
tablet 50 mg (120 per 30 ease

days) LIBERVANT 4 PA;QL (10
LAMICTAL ODT 3 MO per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LYRICA CR 3 PA:MO; NEURONTIN 3 MO;QL
ORAL TABLET QL (30 per ORAL CAPSULE (270 per 30
EXTENDED 30 days) 100 MG, 400 MG days)
RELEASE 24 HR NEURONTIN 3 MO;QL
165 MG, 82.5 MG ORAL CAPSULE (360 per 30
LYRICA CR 3 PA:MO; 300 MG days)
ORAL TABLET QL (60 per NEURONTIN 3 MO;QL
EXTENDED 30 days) ORAL (2160 per
RELEASE 24 HR SOLUTION 30 days)
330 MG NEURONTIN 3 MO;QL
LYRICA ORAL 3 MO;QL ORAL TABLET (180 per 30
CAPSULE 100 (90 per 30 600 MG days)
ﬁg égoMl\éGiséoo days) NEURONTIN 3 MO; QL
MG 75 MG ORAL TABLET (120 per 30
’ 800 MG days)
LYRICA ORAL 3 MO;QL ONEFIORAL 4 PA:MO:
CAPSULE 225 (60 per 30 SUSPENSION QL (480 per
MG, 300 MG days) 30 days) P
ggﬁg%‘?o%RAL 3 ?g(% QerL3 . ONFI ORAL 4 PA: MO:
P TABLET QL (60 per
days)
30 days)
methsuximide 1 MO .
MOTPOLY XR : ST-MO oxcarbazepine 1 MO
ORAL QL (120 per OXTELLAR XR 3 MO
CAPSULE.EXTE 30 days) phenobarbital oral 1 PA; MO
NDED RELEASE elixir
24HR 100 MG phenobarbital oral | PA
MOTPOLY XR 4  ST; MO; tablet 100 mg, 15
ORAL QL (60 per mg, 30 mg, 60 mg
CAPSULE,EXTE 30 days) phenobarbital oral 1 PA; MO
NDED RELEASE tablet 16.2 mg, 32.4
24HR 150 MG, 200 mg, 64.8 mg, 97.2
MG mg
MYSOLINE 4 MO PHENYTEK 3 MO
NAYZILAM 2 PA; MO; phenytoin oral 1 MO
QL (10 per suspension 125 mgl5
30 days) ml

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

tablet,chewable suspension

phenytoin sodium | MO rufinamide oral | PA; MO

extended oral tablet 200 mg

capsule 100 mg rufinamide oral 4 PA; MO

phenytoin sodium | tablet 400 mg

extended oral SABRIL 4 PA:; MO;

capsule 200 mg, 300 LA

e — G o SPRITAM 3 MO

pregabalin ora ; ;

capsule 100 mg, 150 (90 per 30 subvenite M0

mg, 200 mg, 25 mg, days) subvenite starter 1 MO

50 mg, 75 mg (blue) kit

pregabalin oral 1 MO:; QL subvenite ;tarler 1 MO

capsule 225 mg, 300 (60 per 30 (green) kit

mg days) subvenite starter 1 MO

pregabalin oral 1 MO; QL (orange) kit

solution (900 per 30 SYMPAZAN 4 PA; MO;

days) ORAL FILM 10 QL (60 per

pregabalin oral 1 PA; MO; MG, 20 MG 30 days)

tablet extended QL (30 per SYMPAZAN 3 PA; MO;

release 24 hr 165 30 days) ORAL FILM 5 QL (60 per

mg, 82.5 mg MG 30 days)

pregabalin oral 1 PA; MO; TEGRETOL 3 MO

tablet extended QL (60 per ORAL

release 24 hr 330 mg 30 days) SUSPENSION

PRIMIDONE 3 MO TEGRETOL 3 MO

ORAL TABLET ORAL TABLET

125 MG TEGRETOL XR 3 MO

primidone oral 1 MO tiagabine 1 MO

;‘Z let 250 mg, 50 TOPAMAX 3 PA;MO

QUDEXY XR 3 PA: MO topiramate Qral 1 PA; MO

capsule, sprinkle
roweepra oral tablet 1 MO

500 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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topiramate oral 1 PA; MO VIMPAT ORAL 4 MO; QL
capsule,extended SOLUTION (1200 per
release 24hr 100 30 days)
mg, 25 mg, 50 mg VIMPAT ORAL 4  MO;QL
topiramate oral 4 PA; MO TABLET 100 MG, (60 per 30
capsule,extended 150 MG, 200 MG days)
release 24hr 200 mg VIMPAT ORAL 3 MO; QL
topiramate oral | PA; MO TABLET 50 MG (120 per 30
capsule, sprinkle,er days)
24hr XCOPRI 4  MO;QL
topiramate oral 1 PA; MO MAINTENANCE (56 per 28
tablet PACK days)
TRILEPTAL MO XCOPRI ORAL 4 MO; QL
TROKENDI XR PA; MO TABLET 100 MG, (30 per 30
ORAL 25 MG, 50 MG days)
CAPSULE.EXTE XCOPRI ORAL 4 MO; QL
NDED RELEASE TABLET 150 MG, (60 per 30
24HR 100 MG, 25 200 MG days)
MG, 50 MG XCOPRI 3 MO;QL
TROKENDI XR 4 PA; MO TITRATION (28 per 180
ORAL PACK ORAL days)
CAPSULE.EXTE TABLETS,DOSE
NDED RELEASE PACK 12.5 MG
24HR 200 MG (14)- 25 MG (14)
valproic acid 1 MO XCOPRI 4 MO; QL
valproic acid (as 1 MO TITRATION (28 per 180
sodium salt) oral PACK ORAL days)
solution 250 mgl5 TABLETS,DOSE
ml PACK 150 MG
VALTOCO 2 PA; MO; (14)- 200 MG (14),
50 MG (14)- 100
QL (10 per
MG (14)
30 days)
vigabatrin 4 PA; MO; ZARONTIN : MO
LA ZONEGRAN 3 PA; MO
; : ORAL CAPSULE
vz.gadrone 4 PA; LA 100 MG. 25 MG
vigpoder 4 PALA ZONISADE 4  PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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zonisamide 1 PA; MO GOCOVRI ORAL 4 PA; QL (30
ZTALMY 4 PA; LA; CAPSULE,EXTE per 30 days)
QL (1100 NDED RELEASE
per 30 days) 24HR 68.5 MG
ANTIPARKINS INBRIJA 4 PA;QL
ONISM INHALATION (300 per 30
CAPSULE, days)
AGENTS W/INHALATION
APOKYN 4 PA; MO; DEVICE
LA?;g(Li (90 LODOSYN 3 MO
- — Lag(s)) NEUPRO 3 MO
apomorprmne per’;g d;ys) NOURIANZ 4 PA;MO;
LA; QL (30
AZILECT 3 MO per 30 days)
benztropine oral 1 PA, MO ONGENTYS 3 PA, MO,
bromocriptine | MO QL (30 per
carbidopa 1 MO 30 days)
carbidopa-levodopa 1 MO OSMOLEX ER 3 PA; QL (30
oral tablet ORAL TABLET, per 30 days)
. IR - ER
carbidopa-levodopa 1 MO ’
oral tablet extended BIPHASIC 24HR
129 MG, 193 MG
release
carbidopa-levodopa 1 PARLODEL 3 MO
oral ORAL CAPSULE
tablet, disintegrating PARLODEL 3
carbidopa-levodopa- 1 MO ORAL TABLET
entacapone pramipexole 1 MO
COMTAN 3 rasagiline 1 MO
DHIVY 3 MO ropinirole 1 MO
DUOPA 4  PA; MO RYTARY 3 MO
entacapone 1 MO selegiline hcl 1 MO
GOCOVRI ORAL 4 PA;QL(60 SINEMET ORAL 3 MO
CAPSULE,EXTE per 30 days) TABLET 10-100
NDED RELEASE MG, 25-100 MG
24HR 137 MG STALEVO 100 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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STALEVO 125 3 MO ELYXYB 3 PA; MO;
STALEVO 150 3 MO QL (57.6
STALEVO 200 3 MO per 28 days)
STALEVO 50 3 MO EMGALITY PEN 2 IC)S:’ (1;4})06’1”
STALEVO 75 3 MO 30 days)
TASMAR ORAL 4 PA; MO EMGALITY D PA:; MO;
TABLET 100 MG SUBCUTANEOU QL (2 per
tolcapone 4 PA S SYRINGE 120 30 days)
trihexyphenidyl oral 1 MO MG/ML
tablet EMGALITY 4 PA; MO;
XADAGO - B SSYRINGE 300 S0dayn
: ays
ZELAPAR 4 PA; MO MG/3 ML (100
MIGRAINE / MG/ML X 3)
I(;III:ZIi]S)iECI}-IE ergotamine-caffeine 1 MO
THERAPY FROVA 3 MO; QL
(27 per 28
AIMOVIG 2 PA; MO; days)
AUTOINJECTOR QL (1 per [frovatriptan 1 MO; QL
30 days) (27 per 28
AJOVY 3 PA; MO; days)
AUTOINJECTOR QL (1.5 per IMITREX ORAL 3 MO; QL
30 days) TABLET 100 MG, (18 per 28
AJOVY SYRINGE 3 PA; MO; 25 MG days)
QL (1.5 per IMITREX ORAL 3 QL (18 per
30 days) TABLET 50 MG 28 days)
almotriptan malate 1 MO; QL IMITREX 3 MO:; QL (8
(16 per 28 STATDOSE per 28 days)
days) SUBCUTANEOU
dihydroergotamine 4 QL (8 per S PEN INJECTOR
nasal 28 days) 4 MG/0.5 ML
eletriptan 1 MO; QL
(18 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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IMITREX 3 MO; QL (8 rizatriptan 1 MO; QL
STATDOSE per 28 days) (24 per 28
REFILL days)
SUBCUTANEOU sumatriptan 1 MO; QL
S CARTRIDGE 6 (18 per 28
MG/0.5 ML days)
MAXALT ORAL 3 MO; QL sumatriptan 1 MO; QL
TABLET 10 MG (24 per 28 succinate oral (18 per 28
days) days)
MAXALT-MLT 3 MO; QL sumatriptan 1 QL (8 per
ORAL (24 per 28 succinate 28 days)
TABLET,DISINT days) subcutaneous
EGRATING 10 cartridge 6 mgl0.5
MG ml
migergot 4 MO sumatriptan 1 QL (8 per
MIGRANAL 4 QL (8 per succinate 28 days)
28 days) subcutaneous pen
naratriptan 1 MO; QL injector 4 mgl0.5 ml
(18 per 28 sumatriptan 1 MO; QL (8
days) succinate per 28 days)
NURTEC ODT 2 PA;QL(16 subcutaneous pen
per 30 days) injector 6 mgl0.5 ml
ONZETRA 3 MO:; QL sumatriptan 1 MO; QL (8
XSAIL (32 per 28 succinate per 28 days)
days) subcutaneous
QULIPTA 2 PA;MO:; solution
QL (30 per sumatriptan- 1 MO; QL
30 days) naproxen (18 per 28
RELPAX 3 MO;QL days)
(18 per 28 TOSYMRA 3 MO; QL
days) (24 per 28
REYVOW ORAL 3 PA;QL(16 days)
TABLET 100 MG per 30 days) TREXIMET 3 MO;QL
REYVOW ORAL 3 PA;QL(8 gag f)er 28
TABLET 50 MG per 30 days) Y
UBRELVY 2 PA;QL (20
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZAVZPRET 4 PA; MO; AUSTEDO XR 4 PA; MO;
QL (6 per ORAL TABLET QL (90 per
28 days) EXTENDED 30 days)
ZEMBRACE 4  MO; QL (8 RELEASE 24 HR
SYMTOUCH per 28 days) 12 MG
zolmitriptan nasal 1 MO; QL AUSTEDO XR 4 PA; MO;
spray,non-aerosol 5 (18 per 28 ORAL TABLET QL (60 per
mg days) EXTENDED 30 days)
. RELEASE 24 HR
zolmitriptan oral 1 MO; QL
24 MG
(18 per 28
days) AUSTEDO XR 4 PA; MO;
ZOMIG NASAL 3 MO OL ORAL TABLET QL (30 per
EXTENDED 30 days)
SPRAY,NON- (18 per 28
AEROSOL 5 MG days) RELEASE 24 HR
ays 30 MG, 36 MG, 42
MISCELLANEO MG, 48 MG
Us AUSTEDO XR 4 PA;MO;
NEUROLOGICA ORAL TABLET QL (210 per
L THERAPY EXTENDED 30 days)
ADLARITY 3 MO RELEASE 24 HR
AMPYRA 4 PA; MO; 6 MG
LA; QL (60 AUSTEDO XR 4 PA; MO;
iy TTRATION
- ays
ARICEPT 3 MO ORAL TABLET,
AUBAGIO 4 PA; MO; EXT REL 24HR
QL (30 per DOSE PACK 6
30 days) MG (14)-12 MG
AUSTEDO ORAL 4 PA; MO; (14)-24 MG (14)
TABLET 12 MG, 9 QL (120 per BAFIERTAM 4  PA;MO;
MG 30 days) QL (120 per
AUSTEDOORAL 4  PA;MO; 30 days)
TABLET 6 MG QL (60 per COPAXONE 4 PA;MO;
30 days) SUBCUTANEOU QL (30 per
S SYRINGE 20 30 days)
MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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COPAXONE 4 PA; MO; GILENYA ORAL 4 PA; MO;
SUBCUTANEOU QL (12 per CAPSULE 0.5 MG QL (30 per
S SYRINGE 40 28 days) 30 days)
MG/ML glatiramer 4 PA; QL (30
dalfampridine 1 PA; MO; subcutaneous per 30 days)
QL (60 per syringe 20 mgiml
30 days) glatiramer 4 PA; QL (12
DAYBUE 4 PA; LA subcutaneous per 28 days)
dimethyl fumarate 4 PA; MO; syringe 40 mglml
oral capsule,delayed QL (14 per glatopa 4 PA; MO;
release(drlec) 120 30 days) subcutaneous QL (30 per
mg syringe 20 mglml 30 days)
dimethyl fumarate 4 PA; MO; glatopa 4 PA; MO;
oral capsule,delayed QL (120 per subcutaneous QL (12 per
release(drlec) 120 180 days) syringe 40 mg/ml 28 days)
mg (14)- 240 mg HORIZANT 3 PA;MO;
(46) ORAL TABLET QL (30 per
dimethyl fumarate 4 PA; MO; EXTENDED 30 days)
oral capsule,delayed QL (60 per RELEASE 300
release(drlec) 240 30 days) MG
mg HORIZANT 3 PA; MO;
donepezil 1 MO ORAL TABLET QL (60 per
EVRYSDI 4 PA; MO; EXTENDED 30 days)
LA; QL RELEASE 600
(240 per 30 MG
days) INGREZZA 4 PA; LA;
EXELON PATCH 3 MO QL (30 per
fingolimod PA; MO; 30 days)
QL (30 per INGREZZA 4 PA; LA;
30 days) INITIATION QL (28 per
FIRDAPSE 4 PA: LA PK(TARDIV) 180 days)
laniami 1 MO INGREZZA 4 PA; LA;
garantaniine SPRINKLE QL (30 per
GILENYA ORAL 4 PA; QL (30 30 days)
f/[’g SULE 0.25 per 30 days) KESIMPTA PEN 4  PA;MO:
QL (1.6 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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KEVEYIS 4 PA MAYZENT 3 PA; MO;
MAVENCLAD 4  PA;MO; STARTER(FOR QL (7 per
(10 TABLET LA; QL (40 IMG MAINT) 180 days)
PACK) per 720 MAYZENT 4 PA; MO;
days) STARTER(FOR QL (12 per
MAVENCLAD (4 4 PA; MO; 2MG MAINT) 180 days)
TABLET PACK) LA; QL (16 memantine oral 1 PA; MO
per 720 capsule, sprinkle,er
days) 24hr
MAVENCLAD (5 4 PA; MO; memantine oral 1 PA; MO
TABLET PACK) LA; QL (20 solution
per 720 memantine oral 1 PA; MO
days) tablet
MAVENCLAD (6 4 PA; MO; MEMANTINE 3 PA; MO
TABLET PACK) LA; QL (24 ORAL
per 720 TABLETS,DOSE
days) PACK
MAVENCLAD (7 4  PA;MO; NAMENDA 3 PA;MO
TABLET PACK) LA; QL (28 TITRATION PAK
per 720 NAMENDA XR 3 PA
days) ORAL
MAVENCLAD (8 4 PA;MO; CAPSULE,SPRIN
TABLET PACK) LA; QL (32 KLE,ER 24HR 14
per 720 MG, 28 MG
days) NAMENDA XR 3 PA;MO
MAVENCLAD (9 4 PA;MO; ORAL
TABLET PACK) LA; QL (36 CAPSULE.SPRIN
per 720 KLE.ER 24HR 21
days) MG
MAYZENT 4 PA; MO; NAMZARIC % PA
ORAL TABLET QL (120 per ORAL
0.25 MG 30 days) CAP,SPRINKLE,
MAYZENT 4 PA; MO; ER 24HR DOSE
ORAL TABLET 1 QL (30 per PACK
MG, 2 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NAMZARIC 2 PA; MO TECFIDERA 4 PA; MO;
ORAL ORAL LA; QL (60
CAPSULE,SPRIN CAPSULE,DELA per 30 days)
KLE,ER 24HR YED
NUEDEXTA 4  PA;MO RELEASE(DR/EC
ormalvi 4 PA ) 240 MG
PONVORY 4 PA; MO; TEGSEDI 4 PA; MO;
LA
QL (30 per
30 days) teriflunomide 4 PA; MO;
PONVORY 14- 4 PA; MO; %Ldgo )per
DAY STARTER QL (14 per ys
PACK 180 days) tetrabenazine oral 4 PA; MO;
RADICAVAORS 4  PA; MO tablet 12.5 mg %Ldf;g per
RADICAVA ORS . PA; MO tetrabenazine oral 4 PA; MO;
STARTER KIT
tablet 25 mg QL (120 per
SUSP
A 30 days)
rivastigmine 1 MO VUMERITY 4 PA: MO:
rivastigmine tartrate | MO QL (120 per
SKYCLARYS 4 PA; LA 30 days)
TASCENSO ODT 4 MO WAINUA 4 PA; LA;
TECFIDERA 4  PA; MO; QL (0.8 per
ORAL LA; QL (14 28 days)
CAPSULE,DELA per 30 days) XENAZINE 4 PA; MO;
YED ORAL TABLET LA; QL
RELEASE(DR/EC 12.5 MG (240 per 30
) 120 MG days)
TECFIDERA 4 PA; MO; XENAZINE 4 PA; MO;
ORAL LA; QL ORAL TABLET LA; QL
CAPSULE,DELA (120 per 25 MG (120 per 30
YED 180 days) days)
RELEASE(DR/EC ZEPOSIA 4 PA; MO;
) 120 MG (14)- 240 QL (30 per
MG (46) 30 days)
ZEPOSIA 4 PA; MO;
STARTER KIT QL (28 per
(28-DAY) 180 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZEPOSIA 4 PA; MO; PYRIDOSTIGMI 3 MO
STARTER PACK QL (7 per NE BROMIDE
(7-DAY) 180 days) ORAL TABLET
MUSCLE 30 MG
RELAXANTS / pyridostigmine 1 MO
ANTISPASMOD bromide oral tablet
IC THERAPY 60 mg
BACLOFEN 3 MO pyridostigmine !
bromide oral tablet
ORAL extended release
SOLUTION 10
MG/5 ML (2 tizanidine 1 MO
MG/ML) ZANAFLEX 3 MO
baclofen oral 4 MO ZILBRYSQ 4 PA; LA
SUSpension NARCOTIC
baclofen oral tablet 1 MO ANALGESICS
10 mg, 20 mg, 5
g, <V ME: 2 ME acetaminophen-caff- 1 QL (300 per
BACLOFEN 3 MO dihydrocod 30 days)
ORAL TABLET ,
15 MG acetaminophen- 1 MO; QL
. . codeine oral solution (4500 per
Cycg‘)tbf[f)’;zfl’rl”‘? I PATMO 120-12 mgl5 ml 30 days)
orar 1anie acetaminophen- 1 MO; QL
DANTRIUM 3 MO codeine oral tablet (360 per 30
ORAL CAPSULE 300-15 mg, 300-30 days)
25 MG
mg
dantrolene oral 1 MO acetaminophen- 1 MO:; QL
FEXMID 3 PA codeine oral tablet (180 per 30
FLEQSUVY 4 MO 300-60 mg days)
LYVISPAH 3 MO BELBUCA 2 PAYMO;
MESTINON 4 MO %L d(60 per
ORAL ays)
MESTINON 4 MO bug;enorplhine hel 1 MO
TIMESPAN sublingua
OZOBAX DS 4 buprenorphine 1 PA; MO;
— transdermal patch QL (4 per
pyridostigmine 1 MO 28 days)

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
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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BUTRANS 3 PA; MO; FENTANYL 4 PA; MO;
QL (4 per CITRATE QL (120 per
28 days) BUCCAL 30 days)
codeine sulfate 1 MO; QL TABLET,
(180 per 30 EFFERVESCENT
days) 600 MCG
DILAUDID 3 MO;QL FENTORA 4 PA;MO;
ORAL LIQUID (2400 per QL (120 per
30 days) 30 days)
DILAUDID 3 MO; QL hydrocodone 1 PA; MO;
ORAL TABLET (180 per 30 bitartrate, oral only, QL (90 per
days) er 12hr 30 days)
endocet 1 MO; QL hydrocodone 4 PA; MO;
(360 per 30 bitartrate, oral QL (60 per
days) only,ext.rel.24 hr 30 days)
fentanyl 1 PA: MO: 100 mg, 120 mg
QL (10 per hydrocodone 1 PA; MO;
30 days) bitartrate, oral QL (60 per
fentanyl citrate 4 PA; MO; only ,3€0xl. rel.joél hr 20 30 days)
buccal lozenge on a QL (120 per 2”0‘%7’ ?Og, mg.
handle 1,200 mcg, 30 days) g, oU g
1,600 mcg, 400 mcg, hydrocodone- 1 MO; QL
600 mcg, 800 mcg acetaminophen oral (5550 per
Sfentanyl citrate 1 PA; MO; solution 7.5-325 30 days)
buccal lozenge on a QL (120 per mgll5 mi
handle 200 mcg 30 days) hydrocodone- 1 MO; QL
FENTANYL 4 PA: QL acetaminophen oral (390 per 30
CITRATE (12(’) per 30 tablet 10-300 mg, 5- days)
BUCCAL days) 300 mg, 7.5-300 mg
TABLET, hydrocodone- 1 MO; QL
EFFERVESCENT acetaminophen oral (360 per 30
400 MCG, 800 tablet 10-325 mg, 5- days)
MCG 325 mg, 7.5-325 mg
hydrocodone- 1 MO; QL
ibuprofen (50 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydromorphone 1 methadone oral 1 PA; MO;
(pf) injection tablet 5 mg QL (240 per
solution 10 (mglml) 30 days)
(5ml), 10 mgiml morphine 1 MO; QL
hydromorphone oral 1 MO; QL concentrate oral (900 per 30
liquid (2400 per solution days)

30 days) morphine oral 1 PA; MO;
hydromorphone oral 1 MO; QL capsule, er QL (60 per
tablet (180 per 30 multiphase 24 hr 30 days)

days) morphine oral 1 PA; MO;
hydromorphone oral 1 PA; MO; capsule,extend.relea QL (90 per
tablet extended QL (60 per se pellets 10 mg, 100 30 days)
release 24 hr 30 days) mg, 20 mg, 30 mg,

HYSINGLA ER, 4  PA; MO; 50 mg, 60 mg, 80

ORAL QL (60 per mg

ONLY,.EXT.REL. 30 days) morphine oral 1 MO; QL
24 HR 100 MG, solution (900 per 30
120 MG, 80 MG days)
HYSINGLA ER, 3 PA; MO; morphine oral tablet 1 MO; QL
ORAL QL (60 per (180 per 30
ONLY,EXT.REL. 30 days) days)

24 HR 20 MG, 30 morphine oral tablet 1 PA; MO;
MG, 40 MG, 60 extended release QL (120 per
MG 30 days)
levorphanol tartrate 4 MO; QL MS CONTIN 4 PA: MO:

(120 per 30 ORAL TABLET QL (120 per

days) EXTENDED 30 days)
methadone oral 1 PA; MO; RELEASE 100
solution 10 mgl5 ml QL (600 per MG, 200 MG, 60

30 days) MG
methadone oral 1 PA; MO; MS CONTIN 3 PA; MO;
solution 5 mgl5 ml QL (1200 ORAL TABLET QL (120 per

per 30 days) EXTENDED 30 days)
methadone oral 1 PA; MO; RELEASE 15 MG,
tablet 10 mg QL (120 per 30 MG

30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NALOCET 3 MO; QL oxycodone- | QL (360 per
(390 per 30 acetaminophen oral 30 days)
days) tablet 2.5-325 mg
oxycodone oral 1 MO; QL OXYCONTIN, 2 PA; MO;
capsule (360 per 30 ORAL ONLY, QL (90 per
days) EXT.REL.12 HR 30 days)
oxycodone oral 1 MO; QL 10 MG, 15 MG, 20
concentrate (180 per 30 MG, 30 MG, 40
days) MG, 60 MG
oxycodone oral 1 MO; QL OXYCONTIN, 4 PA; MO;
solution (1200 per ORAL ONLY, QL (60 per
30 days) EXT.REL.12 HR 30 days)
oxycodone oral 1 MO; QL BUMG
tablet 10 mg, 15 mg, (180 per 30 oxymorphone oral 1 MO:;QL
20 mg, 30 mg days) tablet 10 mg (360 per 30
oxycodone oral 1 MO; QL days)
tablet 5 mg (360 per 30 oxymorphone oral 1 MO; QL
days) tablet 5 mg (180 per 30
OXYCODONE 3 PA:QL (90 days)
ORAL per 30 days) oxymorphone oral 1 PA; MO;
TABLET,ORAL tablet extended QL (90 per
ONLY.EXT.REL. release 12 hr 10 mg, 30 days)
12 HR 10 MG, 20 15 mg, 20 mg, 30
MG mg, 5 mg, 7.5 mg
oxycodone- 1 QL (1860 oxymorphone oral 4 PA; MO;
acetaminophen oral per 30 days) tablet extended QL (90 per
solution 5-325 mgl5 release 12 hr 40 mg 30 days)
ml PERCOCET 3 MO; QL
oxycodone- 4 QL (390 per (360 per 30
acetaminophen oral 30 days) days)
tablet 10-300 mg, 5- PROLATE ORAL 4 MO; QL
300 mg, 7.5-300 mg SOLUTION (2000 per
oxycodone- 1 MO; QL 30 days)
acetaminophen oral (360 per 30 prolate oral tablet 1 MO; QL
tablet 10-325 mg, 5- days) (390 per 30
325 mg, 7.5-325 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ROXICODONE 3 MO; QL buprenorphine- 1 MO; QL
ORAL TABLET (180 per 30 naloxone sublingual (360 per 30
15 MG, 30 MG days) tablet 2-0.5 mg days)
ROXYBOND 3 MO; QL buprenorphine- | MO; QL
ORAL TABLET, (180 per 30 naloxone sublingual (90 per 30
ORAL ONLY 15 days) tablet 8-2 mg days)
MG, 30 MG butorphanol nasal 1 MO; QL
ROXYBOND 3 MO; QL (10 per 28
ORAL TABLET, (360 per 30 days)
ORAL ONLY 5 days) CAMBIA 3 ST; MO;
MG QL (9 per
SEGLENTIS 3 ST; MO; 30 days)
QL (120 per CELEBREX 3 MO
30 days) celecoxib 1 MO
SUBLOCADE 4 MO CONZIP 3 PA: MO:
TREZIX 3 QL (300 per QL (30 per
30 days) 30 days)
XTAMPZA ER 3 PA; MO; DAYPRO ST: MO
%Ld(fosfer DICLOFENAC PA; QL (60
ON y EPOLAMINE per 30 days)
) diclofenac 1 MO
NARCOTIC potassium oral
ANALGESICS capsule
ARTHROTEC 50 3 ST; MO diclofenac 1 MO; QL (9
ARTHROTEC 75 3 ST:MO potassium oral per 30 days)
buprenorphine- 1 MO; QL p ?wder in packet
naloxone sublingual (60 per 30 diclofe enac 4 MO
film 12-3 mg days) potassium oral
buprenorphine- 1 MO; QL tarblet 25 mg
naloxone sublingual (360 per 30 diclofenac 1 MO
film 2-0.5 mg days) potassium oral
buprenorphine- 1 MO; QL téblel S0 mg :
naloxone sublingual (90 per 30 diclofenac sodium 1 MO
film 4-1 mg, 8-2 mg days) oral

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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diclofenac sodium 1 MO; QL ketoprofen oral 1 MO
topical drops (300 per 28 capsule,ext rel.
days) pellets 24 hr 200 mg
diclofenac sodium 4 MO; QL KLOXXADO 3 MO
topical solution in (224 per 28 LICART 3 PA; MO:;
metered-dose pump days) QL (30 per
diclofenac- 1 MO 30 days)
misoprostol LODINE ORAL 3 ST
diflunisal 1 MO TABLET
etodolac | MO lofena 4 MO
fenoprofen oral 1 LUCEMYRA 4 PA; MO
tablet meclofenamate 1 MO
FLECTOR 3 PA; MO; mefenamic acid 1 MO
%Ld(fos)p cr meloxicam oral 1 MO; QL
y tablet (30 per 30
flurbiprofen oral | MO days)
t.ablet 100 mg meloxicam 1 MO; QL
ibu oral tablet 600 1 MO submicronized (30 per 30
mg, 800 mg days)
ibuprof?n oral 1 MO nabumetone 1 MO
suspension NALFON ORAL 3 ST;MO
ibuprofen oral tablet 1 MO TABLET
400 mg, 300 mg naloxone injection 1 MO
ibuprofen oral tablet 1 solution
600 mg naloxone injection 1 MO
ibuprofen- 1 MO syringe
]; ;mggf?;; 1 VO naloxone nasal 1 MO
RECTAL naltrexone 1 MO
indomethacin rectal 4 MO gﬁiﬁ%&%ﬁ,gﬁ > ST, MO
suppository 50 mg ER ’
ketoprofen oral 1 MULTIPHASE 24

capsule 25 mg, 50
mg

HR 375 MG, 750
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NAPRELAN CR ST oxaprozin oral 1 MO
ORAL TABLET, tablet
ER PENNSAID 4  ST;QL
MULTIPHASE 24 TOPICAL (224 per 28
HR 500 MG SOLUTION IN days)
NAPROSYN ST METERED-DOSE
ORAL PUMP
SUSPENSION piroxicam 1 MO
naproxen oral MO QDOLO 4 QL (2400
suspension per 30 days)
naproxen oral tablet MO RELAFEN DS 4 ST: MO
naglrox;r; oracg MO SPRIX 4 ST
tablet,delaye :
release (drlec) 375 SUBOXONE & MO; QL
" SUBLINGUAL (60 per 30
& — — FILM 12-3 MG days)
naproxen sodium :
oral tablet 275 mg, SUBOXONE > MO: QL
550 mg SUBLINGUAL (360 per 30
0 o FILM 2-0.5 MG days)
naproxen sodium
org I tablet. er SUBOXONE 3 MO; QL
ol hasé 2 Iy SUBLINGUAL (90 per 30
4 FILM 4-1 MG, 8-2 days)
naproxen- MO MG
esomeprazole sulindac 1 MO
NUCYNTA ER 1())?: (lg/{)%er TOLECTIN 600 4 ST
30 days) tolmetin oral 1 MO
NUCYNTA MO; QL capsule
ORAL TABLET (181 per 30 TRAMADOL 3 PA;MO;
100 MG days) ORAL QL (30 per
: CAPSULE.ER 30 days)
NUCYNTA MO; QL BIPHASE 24 HR
ORAL TABLET (362 per 30 17-83
50 MG days) -
NUCYNTA MO; QL
ORAL TABLET (242 per 30
75 MG days)
OPVEE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TRAMADOL 3 PA; MO; ZUBSOLV 2 MO; QL
ORAL QL (30 per SUBLINGUAL (60 per 30
CAPSULE,ER 30 days) TABLET 8.6-2.1 days)
BIPHASE 24 HR MG
25-75 100 MG, 200 PSYCHOTHER
MG APEUTIC
TRAMADOL 3 MO; QL DRUGS
ORAL (2400 per
SOLUTION 30 days) ﬁg&ljlfgm 4 hgg; QL56
TRAMADOL 3 MO:QL INTRAMUSCUL Ela{ysl))er
ORAL TABLET (120 per 30 AR
100 MG, 25 MG days) SUSPENSION,EX
tramadol oral tablet 1 MO; QL TENDED REL
50 mg (240 per 30 SYRING 720
days) MG/2.4 ML
tramadol oral tablet 1 PA; MO; ABILIFY 4 MO; QL
extended release 24 QL (30 per ASIMTUFII (3.2 per 56
hr 30 days) INTRAMUSCUL days)
tramadol oral 1 PA; QL (30 AR
tablet, er multiphase per 30 days) SUSPENSION,EX
24 hr TENDED REL
tramadol- 1 MO; QL SYRING 960
acetaminophen (240 per 30 MG/3.2 ML
days) ABILIFY 4 MO; QL (1
VIVITROL 4 MO ﬁ/{‘i{lgig 4 PA;;g% (30)
per ays
ZIMHI > MAINTENANCE
ZIPSOR 3 ST; MO KIT ORAL
ZUBSOLV 2 MO; QL TABLET WITH
SUBLINGUAL (30 per 30 SENSOR AND
TABLET 0.7-0.18 days) STRIP 15 MG, 2
MG, 1.4-0.36 MG, MG, 20 MG, 30
11.4-2.9 MG, 2.9- MG, 5 MG
0.71 MG, 5.7-1.4
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer 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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ABILIFY 4 PA; QL (30 aripiprazole oral 1 MO
MYCITE per 30 days) solution
STARTER KIT aripiprazole oral 1 MO; QL
ORAL TABLET tablet (30 per 30
WITH SENSOR, days)
STRIP, POD 10 aripiprazole oral 1 MO; QL
MG - .
tablet,disintegrating (60 per 30
ABILIFY ORAL 3 QL (30 per days)
TABLET 10 MG, 30 days) :
15 MG. 30 MG. 5 ARISTADA 4 MO; QL
MG INITIO (4.8 per 365
days)
R
’ p INTRAMUSCUL (3.9 per 56
MG days)
AR days)
ADDERALL 3 MO SUSPENSION,EX
ORAL TABLET TENDED REL
20 MG, 5 MG, 7.5 SYRING 1,064
MG MG/3.9 ML
ADDERALL XR ST; MO ARISTADA 4 MO: QL
ADZENYS XR- ST; MO INTRAMUSCUL (1.6 per 28
oDT AR days)
AMBIEN 3 MO:; QL SUSPENSION,EX
(30 per 30 TENDED REL
days) SYRING 441
AMBIEN CR 3 MO; QL MG/1.6 ML
(30 per 30 ARISTADA 4 MO; QL
days) INTRAMUSCUL (2.4 per 28
amitriptyline 1 MO g“l}J{SPENSI ON.EX days)
amoxapine 1 MO TENDED REIj
amphetamine 1 PA; MO SYRING 662
sulfate MG/2.4 ML
ANAFRANIL 3 MO
APLENZIN 4 MO; QL
(30 per 30
days)
APTENSIO XR 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer 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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ARISTADA MO; QL bupropion hcl oral 1 MO; QL
INTRAMUSCUL (3.2 per 28 tablet extended (30 per 30
AR days) release 24 hr 300 mg days)
SUSPENSION,EX BUPROPION 3 MO; QL
TENDED REL HCL ORAL (30 per 30
SYRING 882 TABLET days)
MG/3.2 ML EXTENDED
armodafinil PA; MO; RELEASE 24 HR
QL (30 per 450 MG
30 days) bupropion hel oral 1 MO:; QL
asenapine maleate MO; QL tablet sustained- (60 per 30
(60 per 30 release 12 hr days)
days) buspirone 1 MO
ATIVAN ORAL PA; MO; CAPLYTA 3 MO;QL
TABLET 0.5 MG, QL (90 per (30 per 30
1 MG 30 days) days)
ATIVAN ORAL PA; MO; CELEXA ORAL 3 MO;QL
TABLET 2 MG QL (150 per TABLET (30 per 30
30 days) days)
atomoxetine oral MO; QL chlorpromazine oral 1 MO
capsule 10 mg, 18 (60 per 30 CITALOPRAM 3 MO:QL
mg, 25 mg, 40 mg days) ORAL CAPSULE (30 per 30
atomoxetine oral MO; QL days)
capsule 100 mg, 60 (30 per 30 citalopram oral 1 MO
mg, 80 mg days) solution
AUVELITY glI:j ?6/[(? ’er citalopram oral 1 MO; QL
P tablet (30 per 30
30 daYS) days)
AZSTARYS ST; MO . :
clomipramine 1 MO
BELSOMRA 1()2?: (1:\))/{)0961‘ clonidine hcl oral 1 MO
30 da s)p tablet extended

. y release 12 hr
bupropion hcl oral MO clorazepate 1 PA: MO:
tablet . .

: dipotassium oral QL (180 per
bupropion hcl oral MO; QL tablet 15 mg 30 days)
tablet extended (90 per 30
release 24 hr 150 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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clorazepate 1 PA; MO; DESVENLAFAXI 3 MO; QL
dipotassium oral QL (90 per NE ORAL (30 per 30
tablet 3.75 mg 30 days) TABLET days)
clorazepate 1 PA; MO; EXTENDED
dipotassium oral QL (360 per RELEASE 24 HR
tablet 7.5 mg 30 days) S0 MG
clozapine 1 desvenlafaxine 1 MO; QL
CLOZARIL 4 succinate (30 per 30
ORAL TABLET days)
100 MG DEXEDRINE 3 ST; MO
CLOZARIL 3 SPANSULE
ORAL TABLET ORAL CAPSULE,
200 MG, 25 MG, EXTENDED
50 MG RELEASE 10 MG
CONCERTA 3 ST- MO dexmethylphenidate 1 MO
COTEMPLA XR- 3 STT MO dextroamphetamine 1 MO
ODT ’ sulfate oral capsule,
extended release
CYMBALTA 3 ?g(? ’ e?l?:O dextroamphetamine 1 MO
day?) sulfate oral solution
DAYTRANA 3 ST MO dextroamphetamine 1 MO
’ sulfate oral tablet
DAY VIGO 3 PA; MO; 10 mg, 15 mg, 20
gzOLd(30 per mg, 30 mg, 5 mg
ays) dextroamphetamine 1 MO
desipramine 1 MO -amphetamine
DESVENLAFAXI 3 MO; QL diazepam intensol 1 PA; MO;
NE ORAL (120 per 30 QL (240 per
TABLET days) 30 days)
gﬁ{giggg HR diazepam oral 1 PA; MO;
100 MG solution 5 mgl5 ml QL (1200
(1 mgiml) per 30 days)
diazepam oral tablet 1 PA; MO;
QL (120 per
30 days)
doxepin oral capsule 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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doxepin oral 1 MO ergoloid 1
concentrate escitalopram 1 MO
doxepin oral tablet | MO; QL oxalate oral solution
(30 per 30 escitalopram 1 MO:; QL
days) oxalate oral tablet (30 per 30
DRIZALMA 3 MO; QL days)
glééchEAgi{%]iE, Efa(;f)er 30 eszopiclone 1 MO; QL
(30 per 30
SPRINKLE 20 days)
ﬁg’ 30 MG, 60 EVEKEO PA; MO
: FANAPT ORAL ST; MO:;
DRIZALMA 3 MO; QL TABLET QL (60 per
ORAL CAPSULE, (90 per 30 30 days)
DELAYED REL days) ys
SPRINKLE 40 FANAPT ORAL 3 ST; MO;
MG TABLETS,DOSE QL (8 per
duloxetine oral 1 MO; QL PACK 130 days)
capsule,delayed (60 per 30 FETZIMA ORAL 2 MO; QL
release(drlec) 20 days) CAPSULE,EXT (28 per 180
mg, 30 mg, 60 mg REL 24HR DOSE days)
duloxetine oral 1 MO; QL PACK 20 MG (2)-
40 MG (26)
capsule,delayed (90 per 30
release(drlec) 40 days) FETZIMA ORAL 2 MO; QL
mg CAPSULE,.EXTE (30 per 30
DYANAVEL XR ST; MO NDED RELEASE days)
’ 24 HR
ggiELXOR XR ?;[(?;eergo fluoxetine (pmdd) 1 QL (240 per
CAPSULE.EXTE days) oral tablet 10 mg 30 days)
NDED RELEASE fluoxetine (pmdd) 1 QL (120 per
24HR 150 MG, oral tablet 20 mg 30 days)
37.5MG fluoxetine oral 1 MO; QL
EFFEXOR XR 3 MO; QL capsule 10 mg (30 per 30
ORAL (90 per 30 days)
CAPSULE,EXTE days) fluoxetine oral 1 MO; QL
NDED RELEASE capsule 20 mg (90 per 30
24HR 75 MG days)
EMSAM 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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fluoxetine oral | MO; QL FORFIVO XL 3 MO; QL
capsule 40 mg (60 per 30 (30 per 30
days) days)
fluoxetine oral | MO; QL (4 GEODON 3 MO
capsule,delayed per 28 days) INTRAMUSCUL
release(drlec) AR
fluoxetine oral 1 MO GEODON ORAL 3 MO; QL
solution CAPSULE 20 MG (60 per 30
fluoxetine oral 1 MO; QL days)
tablet 10 mg (240 per 30 GEODON ORAL 4 MO; QL
days) CAPSULE 40 MG, (60 per 30
fluoxetine oral 1 MO; QL 60 MG, 80 MG days)
tablet 20 mg (120 per 30 HALDOL 3 MO
days) DECANOATE
fluoxetine oral 1 MO; QL INTRAMUSCUL
tablet 60 mg (30 per 30 AR SOLUTION
days) 100 MG/ML
fluphenazine 1 MO haloperidol 1 MO
decanoate haloperidol 1
Sfluphenazine hel 1 MO decanoate l
X ) intramuscular
fluvoxamine oral 1 MO; QL solution 100 mglml
capsule,extended (60 per 30 (1 ml)
release 24hr days) :
fluvoxamine oral 1 MO; QL Zgéop erz;leol . MO
tablet 100 mg (90 per 30 recdnod
days) zntlramus]cgéar o
solution mglml,
fluvoxamine oral 1 MO; QL 50 mglml, 50
tablet 25 mg (30 per 30 mglml(1ml)
: days) haloperidol lactate 1 MO
fluvoxamine oral 1 MO; QL injection
tablet 30 mg (60 per 30 haloperidol lactate 1 MO
days)
oral
FOCALIN MO HETLIOZ 4 PA; MO;
FOCALIN XR 3 ST; 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HETLIOZ LQ 4 PA; MO; INVEGA MO; QL
QL (158 per SUSTENNA (1.5 per 28
30 days) INTRAMUSCUL days)
imipramine hcl | MO AR SYRINGE 234
- 5 MG/1.5 ML
imipramine pamoate | MO
INVEGA 4 MO; QL INVEGA MO; QL
SUSTENNA (0.25 per 28
HAFYERA (3.5 per 180
INTRAMUSCUL days)
INTRAMUSCUL days)
AR SYRINGE 39
AR SYRINGE MG/0.25 ML
1,092 MG/3.5 ML i
INVEGA 4 MO; QL (5 INVEGA MO; QL
SUSTENNA (0.5 per 28
HAFYERA per 180
INTRAMUSCUL days)
INTRAMUSCUL days)
AR SYRINGE 78
AR SYRINGE MG/0.5 ML
1,560 MG/5 ML i
INVEGA ORAL 3 MO; QL INVEGA MO; QL
TRINZA (0.88 per 90
TABLET (30 per 30
INTRAMUSCUL days)
EXTENDED days)
AR SYRINGE 273
RELEASE 24HR 3 MG/0.88 ML
MG, 9 MG i
INVEGA ORAL 3 MO; QL INVEGA MO; QL
TRINZA (1.32 per 90
TABLET (60 per 30
INTRAMUSCUL days)
EXTENDED days)
RELEASE 24HR 6 AR SYRINGE 410
MG MG/1.32 ML
INVEGA 4  MO;QL INVEGA MO; QL
TRINZA (1.75 per 90
SUSTENNA (0.75 per 28
INTRAMUSCUL days)
INTRAMUSCUL days)
AR SYRINGE 546
AR SYRINGE 117 MG/1.75 ML
MG/0.75 ML :
INVEGA 4 MO; QL (1 INVEGA MO: QL
TRINZA (2.63 per 90
SUSTENNA per 28 days)
INTRAMUSCUL days)
INTRAMUSCUL
AR SYRINGE 819
AR SYRINGE 156 MG/2.63 ML
MG/ML i
JORNAY PM ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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LATUDA ORAL 4 MO; QL LOREEV XR 3 PA; MO;
TABLET 120 MG, (30 per 30 ORAL QL (90 per
20 MG, 40 MG, 60 days) CAPSULE.EXTE 30 days)
MG NDED RELEASE
LATUDA ORAL 4  MO;QL 24HR 3 MG
TABLET 80 MG (60 per 30 loxapine succinate 1 MO
days) LUMRYZ 4  PA; MO;
LEXAPRO ORAL 3 MO; QL QL (30 per
TABLET (30 per 30 30 days)
days) lurasidone oral 1 MO; QL
lisdexamfetamine 1 MO tablet 120 mg, 20 (30 per 30
lithium carbonate 1 MO mg, 40 mg, 60 mg days)
lithium citrate 1 lurasidone oral 1 MO; QL
LITHOBID 3 MO tablet 80 mg (60 per 30
: days)
lorazepam intensol 1 PA; QL LYBALVI 4 ST: MO:
(150 per 30
days) QL (30 per
l [ 1 PAy' MO; 20 days)
orazepam ord P MARPLAN 3 MO
tablet 0.5 mg, 1 mg QL (90 per
30 days) METADATE CD 3 ST
lorazepam oral 1 PA; MO; methamphetamine 1 PA; MO
tablet 2 mg QL (150 per METHYLIN 3 MO
30 days) ORAL
LOREEV XR 3 PA;MO; SOLUTION
ORAL QL (30 per methylphenidate 1 MO
CAPSULE.EXTE 30 days) methylphenidate hcl 1 MO
NDED RELEASE oral cap,er
24HR I MG, 1.5 sprinkle,biphasic 40-
MG 60
LOREEV XR 3 PA; MO; methylphenidate hcl 1 MO
ORAL QL (150 per oral capsule, er
g%%%%gfg:& 30 days) biphasic 30-70
24HR 2 MG methylphenidate hcl 1 MO

oral capsule,er
biphasic 50-50

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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methylphenidate hcl 1 MO molindone oral 1 MO
oral solution tablet 5 mg
methylphenidate hcl 1 MO MYDAYIS 3 ST; MO
oral tablet NARDIL 3 MO
methylphenidate hcl 1 MO nefuzodone 1 MO
oral tablet extended NORPRAMIN 3
release ORAL TABLET
methylphenidate hcl 1 10 MG, 25 MG
oral tablet extended irinivlin 1 MO
release 24hr 18 mg nortriptytine
(bx rating), 27 mg NUPLAZID 3 PA; MO;
(bx rating ), 36 mg QL (30 per
(bx rating ), 54 mg 30 days)
(bx rating) NUVIGIL 3 PA; MO;
methylphenidate hcl 1 MO QL (30 per
oral tablet extended 30 days)
release 24hr 18 mg, olanzapine 1 MO
27 mg, 36 mg, 54 intramuscular
mg olanzapine oral 1 MO; QL
METHYLPHENI 3 ST; MO (30 per 30
DATE HCL days)
ORAL TABLET olanzapine- | MO
EXTEEDED fluoxetine
RELEASE 24HR paliperidone oral 1 MO; QL
45 MG, 63 MG, 72
tablet extended (30 per 30
MG
release 24hr 1.5 mg, days)
methylphenidate hcl 1 MO 3mg, 9 mg
or'al table.t, chewable paliperidone oral 1 MO; QL
mirtazapine 1 MO tablet extended (60 per 30
modafinil oral tablet 1 PA; MO; release 24hr 6 mg days)
100 mg QL (30 per PAMELOR 3 MO
. 31‘13”) PARNATE 3 MO
modafinil oral tablet 1 PA; MO; paroxetine hel oral 1 MO
200 mg QL (60 per Suspension
30 days) 4
molindone oral 1

tablet 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 viii. 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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paroxetine hcl oral 1 MO; QL PROVIGIL ORAL 4 PA; MO;
tablet 10 mg, 20 mg, (30 per 30 TABLET 200 MG QL (60 per
40 mg days) 30 days)
paroxetine hcl oral | MO; QL PROZAC ORAL 3 MO; QL
tablet 30 mg (60 per 30 CAPSULE 10 MG (30 per 30
days) days)
paroxetine hcl oral 1 MO; QL PROZAC ORAL 3 MO; QL
tablet extended (60 per 30 CAPSULE 20 MG (90 per 30
release 24 hr days) days)
paroxetine 1 MO; QL PROZAC ORAL 3 MO; QL
mesylate(menop.sy (30 per 30 CAPSULE 40 MG (60 per 30
m) days) days)
PAXIL CR 3 MO; QL QELBREE ORAL 3 ST; MO;
(60 per 30 CAPSULE.EXTE QL (30 per
days) NDED RELEASE 30 days)
PAXIL ORAL 3 MO:;QL 24HR 100 MG, 150
TABLET 10 MG, (30 per 30 MG
20 MG, 40 MG days) QELBREE ORAL 3 ST; MO;
PAXIL ORAL 3 MO: QL CAPSULE,EXTE QL (60 per
TABLET 30 MG (60 per 30 NDED RELEASE 30 days)
days) 24HR 200 MG
perphenazine 1 MO quetiapine oral 1 MO; QL
PERSERIS 4 ST: MO: tablet 100 mg, 200 (90 per 30
QL (1 per mg, 25 mg, 50 mg days)
30 days) QUETIAPINE 3 MO; QL
. ORAL TABLET (90 per 30
p}.zenel.zme 1 MO 150 MG days)
pimozide ! MO quetiapine oral 1 MO; QL
PRISTIQ 3 MO;QL tablet 300 mg, 400 (60 per 30
5130 per 30 mg days)
ays) quetiapine oral 1 MO; QL
procentra 1 MO tablet extended (30 per 30
protriptyline 1 MO release 24 hr 150 days)
PROVIGILORAL 4  PA;MO; mg, 200 mg
TABLET 100 MG 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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quetiapine oral | MO; QL RISPERDAL 3 MO; QL (2
tablet extended (60 per 30 CONSTA per 28 days)
release 24 hr 300 days) INTRAMUSCUL
mg, 400 mg, 50 mg AR
QUILLICHEW 3  ST;MO SUSPENSION,EX
ER TENDED REL
QUILLIVANT XR 3 ST; MO II\{/IECSED 11\\1“12'255
QUVIVIQ 3 PA; MO; MG/2 ML
%Ld(jos)per RISPERDAL 4  MO;QL(2
Y CONSTA per 28 days)
ramelteon 1 MO; QL INTRAMUSCUL
(30 per 30 AR
days) SUSPENSION,EX
RELEXXII ORAL 3 ST TENDED REL
TABLET RECON 37.5
EXTENDED MG/2 ML, 50
RELEASE 24HR MG/2 ML
18 MG, 27 MG, 36 RISPERDAL 3 MO
MG ORAL
RELEXXIT ORAL 3 ST; MO SOLUTION
TABLET RISPERDAL 3 MO;QL
EXTENDED ORAL TABLET (60 per 30
RELEASE 24HR 0.5 MG, 1 MG, 2 days)
45 MG, 63 MG MG, 3 MG
REMERON 3 MO RISPERDAL 3 MO; QL
ORAL TABLET ORAL TABLET 4 (120 per 30
15 MG, 30 MG MG days)
REMERON 3 MO risperidone 1 MO; QL (2
SOLTAB microspheres per 28 days)
REXULTI ORAL 3 MO; QL intramuscular
TABLET (30 per 30 suspension,extended
days) rel recon 12.5 mg/2

ml, 25 mgl2 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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risperidone 4 MO; QL (2 SEROQUEL 3 MO; QL
microspheres per 28 days) ORAL TABLET (60 per 30
intramuscular 300 MG, 400 MG days)
suspension,extended SEROQUEL XR 3 MO; QL
rel recon 37.5 mgl2 ORAL TABLET (30 per 30
ml, 50 mgl2 ml EXTENDED days)
risperidone oral 1 MO RELEASE 24 HR
solution 150 MG, 200 MG
risperidone oral 1 MO; QL SEROQUEL XR 3 MO; QL
tablet 0.25 mg, 0.5 (60 per 30 ORAL TABLET (60 per 30
mg, 1 mg, 2 mg, 3 days) EXTENDED days)
mg RELEASE 24 HR
risperidone oral 1 MO; QL 300 MG, 400 MG,
tablet 4 mg (120 per 30 S0 MG

days) SERTRALINE 3 MO; QL
risperidone oral 1 MO; QL ORAL CAPSULE (30 per 30
tablet,disintegrating (60 per 30 days)
0.25mg, 0.5 mg, 1 days) sertraline oral 1 MO
mg, 2 mg, 3 mg concentrate
risperidone oral 1 MO; QL sertraline oral tablet 1 MO; QL
tablet, disintegrating (120 per 30 100 mg, 50 mg (60 per 30
4 mg days) days)
RITALIN MO sertraline oral tablet 1 MO; QL
RITALIN LA ST; MO 25 mg (30 per 30
ROZEREM MO:; QL days)

(30 per 30 SILENOR 3 MO; QL

days) (30 per 30
SAPHRIS 3 MO: QL days)

(60 per 30 SODIUM 4 PA; LA;

days) OXYBATE QL (540 per
SECUADO 4 MO OL (PREFERRED 30 days)

(30 30 NDCS

i f)er STARTING

y WITH 00054)

SEROQUEL 3 MO; QL
ORAL TABLET (90 per 30
100 MG, 200 MG, days)
25 MG, 50 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer 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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STRATTERA 3 ST; MO; UZEDY 4 MO; QL
ORAL CAPSULE QL (60 per SUBCUTANEOU (0.35 per 28
10 MG, 18 MG, 25 30 days) S days)
MG, 40 MG SUSPENSION,EX
STRATTERA 3 ST; MO; TENDED REL
ORAL CAPSULE QL (30 per SYRING 125
100 MG, 60 MG, 30 days) MG/0.35 ML
80 MG UZEDY 4 MO; QL
SUNOSI 3 PA; MO; SUBCUTANEOU (0.42 per 56
QL (30 per S days)
30 days) SUSPENSION,EX
SYMBYAX 3 TENDED REL
SYRING 150
ORAL CAPSULE MG/0.42 ML
3-25 MG i
SYMBYAX T SUBCUTANEOU (056 per 6
ORAL CAPSULE (0-56 per
6-25 MG S days)
SUSPENSION,EX
tasimelteon 4 PA; MO; TENDED REL
QL (30 per SYRING 200
30 days) MG/0.56 ML
thioridazine 1 MO UZEDY 4 MO; QL
thiothixene 1 MO SUBCUTANEOU (0.7 per 56
tranylcypromine 1 MO S days)
p J 1 MO SUSPENSION,EX
razodone TENDED REL
trifluoperazine 1 MO SYRING 250
trimipramine 1 MO MG/0.7 ML
TRINTELLIX 2 MO; QL UZEDY 4 MO; QL
(30 per 30 SUBCUTANEOU (0.14 per 28
days) S days)
UZEDY 4 MO; QL SUSPENSION,EX
SUBCUTANEOU (0.28 per 28 TENDED REL
S days) SYRING 50
SUSPENSION,EX MG/0.14 ML
TENDED REL
SYRING 100
MG/0.28 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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UZEDY MO; QL WELLBUTRIN MO; QL
SUBCUTANEOU (0.21 per 28 SR (60 per 30
S days) days)
SUSPENSION,EX WELLBUTRIN MO; QL
TENDED REL XL ORAL (90 per 30
SYRING 75 TABLET days)
MG/0.21 ML EXTENDED
VENLAFAXINE MO; QL RELEASE 24 HR
BESYLATE (30 per 30 150 MG
days) WELLBUTRIN MO; QL
venlafaxine oral MO; QL XL ORAL (30 per 30
capsule,extended (30 per 30 TABLET days)
release 24hr 150 days) EXTENDED
mg, 37.5 mg RELEASE 24 HR
venlafaxine oral MO; QL 300 MG
capsule,extended (90 per 30 XELSTRYM ST; MO
release 24hr 75 mg days) XYREM PA; LA;
venlafaxine oral MO; QL QL (540 per
tablet (90 per 30 30 days)
days) XYWAV PA; LA;
venlafaxine oral MO; QL QL (540 per
tablet extended (30 per 30 30 days)
release 24hr days) zaleplon oral MO; QL
VERSACLOZ capsule 10 mg (60 per 30
VIIBRYD ORAL MO; QL days)
TABLET (30 per 30 zaleplon oral MO; QL
days) capsule 5 mg (30 per 30
vilazodone MO; QL days)
(30 per 30 zenzedi oral tablet MO
days) 10 mg, 5 mg
VRAYLAR ORAL MO; QL ZENZEDI ORAL MO
CAPSULE (30 per 30 TABLET 15 MG,
days) 2.5 MG, 20 MG, 30
VYVANSE ST; MO MG, 7.5 MG
WAKIX PA; MO: ziprasidone hcl MO; QL
LA; QL (60 (60 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ziprasidone | MO ZYPREXA 3 MO; QL (2
mesylate RELPREVV per 28 days)
ZOLOFT ORAL 3 MO INTRAMUSCUL
CONCENTRATE AR SUSPENSION
FOR
ZOLOFT ORAL 3 MO; QL
TABLET 100 MG, (60 per 30 gicz(l)(l)\I E/IETUTI
50 MG days)
ZOLOFT ORAL 3 MO: QL ZYPREXA ZYDIS 3 MO; QL
’ ORAL (30 per 30
TABLET 25 MG 513210 f)er 30 TABLET.DISINT days)
. Y EGRATING 10
zolpidem oral tablet 1 MO; QL MG, 5 MG
Sao f)er 30 ZYPREXAZYDIS 4  MO;QL
' y ORAL (30 per 30
zolpidem oral I MO; QL TABLET,DISINT days)
tablet,ext release (30 per 30 EGRATING 15
multiphase days) MG, 20 MG
ZURZUVAE 4 PA; MO; CARDIOVAS
ORAL CAPSULE QL (28 per CULAR
20 MG, 25 MG 365 days) ’
ZURZUVAE 4 PA; MO; HYPERTENSI
ORAL CAPSULE QL (14 per ON / LIPIDS
3OMG 365 days) ANTIARRHYTH
ZYPREXA 3 MO MIC AGENTS
INTRAMUSCUL
AR amiodarone oral 1 MO
ZYPREXAORAL 3 MO;QL tablet 100 mg, 200
TABLET 10 MG, (30 per 30 me
2.5 MG, 5 MG, 7.5 days) amiodarone oral 1
MG tablet 400 mg
ZYPREXAORAL 4  MO; QL BETAPACE AF 3 MO
TABLET 15 MG, (30 per 30 dofetilide 1 MO
20 MG days) flecainide 1 MO
mexiletine 1 MO
MULTAQ 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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pacerone oral tablet 1 MO amlodipine- 1 MO
100 mg, 200 mg, valsartan
400 mg amlodipine- | MO
propafenone | MO valsartan-hcthiazid
quinidine gluconate | MO ATACAND 3 ST; MO
oral ATACAND HCT 3 ST;MO
quinidine sulfate 1 MO atenolol 1 MO
oral tablet atenolol- 1 MO
RYTHMOL SR 3 chlorthalidone
sotalol af 1 AVALIDE 3 ST;MO
sotalol oral 1 MO AVAPRO 3 ST; MO
SOTYLIZE 3 MO AZOR 3 ST; MO
TIKOSYN 3 MO benazepril 1 MO
ANTIHYPERTE benazepril- 1 MO
NSIVE hydrochlorothiazide
THERAPY BENICAR 3 ST;MO
acebutolol 1 MO BENICAR HCT 3 ST; MO
ALDACTONE 3 MO betaxolol oral 1 MO
aliskiren 1 MO BIDIL 3 MO; QL
ALTACE ORAL 3 MO (180 per 30
CAPSULE 1.25 days)
MG, 10 MG, 2.5 bisoprolol fumarate 1 MO
MG bisoprolol- 1 MO
ALTACE ORAL 3 hydrochlorothiazide
CAPSULE 5 MG bumetanide 1 MO
amiloride 1 MO BYSTOLIC ORAL 3
amiloride- 1 MO TABLET 10 MG
hydrochlorothiazide BYSTOLIC ORAL 3 MO
amlodipine 1 MO TABLET 2.5 MG,
amlodipine- 1 MO 20 MG, 5MG
benazepril candesartan 1 MO
amlodipine- 1 MO candesartan- 1 MO
olmesartan hydrochlorothiazid

captopril 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CARDIZEM CD 3 MO diltiazem hcl oral 1 MO
CARDIZEM LA 3 MO capsule,extended
CARDIZEM 3 MO release 12 hr
ORAL TABLET diltiazem hcl oral 1 MO
120 MG, 30 MG, capsule,extended
60 MG release 24 hr 360
CARDURA 3 MO:;QL mg, 420 mg
ORAL TABLET 1 (30 per 30 diltiazem hcl oral 1
MG, 2 MG, 4 MG days) capsule,extended
CARDURA 3 MO: QL release 24hr 120 mg
ORAL TABLET 8 (60 I;Gr 30 diltiazem hcl oral 1 MO
MG days) capsule,extended
CARDURA XL 3 MO: QL release 24hr 180
(30 f)er 30 mg, 240 mg, 300 mg
days) diltiazem hcl oral 1 MO
CAROSPIR 3 MO tablet
cartia vt 1 MO diltiazem hcl oral 1 MO
: tablet extended
carvedilol 1 MO release 24 hr
carvedilol phosphate 1 MO dilt-xr 1 MO
chlorthalidone oral | MO DIOVAN 3 ST; MO
tablet 25 mg, 30 mg DIOVAN HCT 3 ST;MO
clonidine 1 MO:; QL (4 DIURIL 3 MO
per 28 days) :
clonidine hcl oral 1 MO doxazosin oral ! MO; QL
tablet tablet 1 mg, 2 mg, 4 (30 per 30
mg days)
(}:Ilé?}\ggilzlz 4 MO doxazosin oral 1 MO:; QL
TABLET tablet 8§ mg (60 per 30
EXTENDED days)
RELEASE 24 HR DYRENIUM 3 MO
COZAAR 3 ST: MO EDARBI 2 MO
DEMSER 4 PA; MO EDARBYCLOR 2 MO
DIBENZYLINE 4  PA;MO EDECRIN 3 MO
enalapril maleate 1 MO

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

This drug list was updated in August 2024.
62



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

enalapril- 1 MO isradipine 1 MO

hydrochlorothiazide KAPSPARGO 3 MO

oral tablet 5-12.5 SPRINKLE

s KATERZIA 3 MO

P lereno’?e ' MO KERENDIA 2 PA;QL(30

ethacrynic acid | MO per 30 days)

EXFORGE 3 ST; MO labetalol oral 1 MO

EXFORGE HCT 3 ST; MO LASIX ORAL 3 MO

felodipine 1 MO TABLET 20 MG,

fosinopril 1 MO 40 MG

fosinopril- 1 MO LASIX ORAL 3

hydrochlorothiazide TABLET 80 MG

FUROSCIX 4 ST lisinopril 1 MO

[furosemide injection 1 MO lisinopril- 1 MO

solution hydrochlorothiazide

furosemide oral 1 MO LOPRESSOR 3 MO

solution 10 mgiml, ORAL

40 mgl5 ml (8 losartan 1 MO

mglml) losartan- 1 MO

furosemide oral 1 MO hydrochlorothiazide

tablet LOTENSIN 3

hydralazine oral 1 MO ORAL TABLET

hydrochlorothiazide 1 MO 10 MG, 20 MG, 40

HYZAAR 3 ST; MO MG

indapamide 1 MO LOTBEL . MO

INDERAL LA 3 MO matzim la S VO

INNOPRAN XL 3 MO metolazone - ek

INSPRA 3 MO metoprolol 1 MO

succinate

z.rbesartan L MO metoprolol ta- 1 MO

irbesartan- o 1 MO hydrochlorothiaz

hydrochlorothiazide metoprolol tartrate 1 MO

isosorbide- 1 MO; QL oral

hydralazine Eila8y()S )per 30 metyrosine 4 PA: MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MICARDIS HCT 3 ST; MO ORENITRAM 4 PA; MO;
minoxidil oral 1 MO MONTH 3 QL (252 per
— TITRATION KT 180 days)
moexipril oral tablet 1
15 mg ORENITRAM 3 PA; MO;
- ORAL TABLET QL (90 per
Za;exzprll oral tablet 1 MO EXTENDED 30 days)
] RELEASE 0.125
nadolol 1 MO MG
nebivolol I MO ORENITRAM 4  PA; MO;
NEXICLON XR 4 ORAL TABLET QL (90 per
nicardipine oral 1 MO gﬁEEESEE(?ZS 30 days)
nifedipine oral 1 MO MG. 1 MG. 2.5
tablet extended
MG
refease ORENITRAM 4 PA; MO;
’:’f;fld’tp e "g‘l . . MO ORAL TABLET QL (720 per
¢ ; ¢ e; 4eh” ¢ EXTENDED 30 days)
refedse < RELEASE 5 MG
nimodipine ! MO perindopril 1 MO
nisoldipine 1 MO erbumine
NORLIQVA 3 MO phenoxybenzamine 4 PA; MO
NORVASC 3 MO pindolol 1 MO
ORALSYRINGE prazovi | BN
60 MG/10 ML PROCARDIA XL 3 MO
olmesarian 1 MO propranolol oral 1 MO
olmesartan- 1 MO Q]?REL'IS 3 MO
amlodipin-hcthiazid quinapril 1
olmesartan- 1 MO ramipril 1 MO
hydrochlorothiazide SOAANZ 3 ST; MO
ORENITRAM 4 PA; MO; spironolactone 1 MO
MONTH 1 QL (168 per spironolacton- 1 MO
TITRATION KT 180 days) hydrochlorothiaz
ORENITRAM 4 PA;MO;
MONTH 2 QL (336 per
TITRATION KT 180 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SULAR ORAL 3 MO TRIBENZOR 3 ST; MO
TABLET UPTRAVI ORAL 4  PA;MO;
EXTENDED TABLET LA; QL (60
RELEASE 24 HR per 30 days)
11\2 CI;/I G, 34 MG, 8.5 UPTRAVI ORAL 4 PA; MO;
TABLETS,DOSE LA; QL
TEKTURNA 3 MO PACK (200 per
telmisartan 1 MO 180 days)
telmisartan- 1 MO VALSARTAN 4 ST; MO
amlodipine ORAL
telmisartan- 1 MO SOLUTION
hydrochlorothiazid valsartan oral tablet 1 MO
TENORETIC 100 3 MO valsartan- 1 MO
TENORETIC 50 3 MO hydrochlorothiazide
TENORMIN 3 MO VASERETIC 3 MO
terazosin oral | MO; QL VASOTEC 3 MO
capsule 1 mg, 2 mg, (30 per 30 verapamil oral | MO
5mg days) VERELAN 3
terazosin oral | MO; QL VERELAN PM 3 MO
capsule 10 mg Eg(;ger 30 ZESTORETIC 3 MO
THALITONE 3 MO ZESTRIL 2 MO
tiadylt er | MO COAGULATION
THERAPY
TIAZAC 3 MO
timolol maleate oral | MO ALVAIZ E PA; MO
TOPROL XL 3 MO ARIXTRA L MO
‘ SUBCUTANEOU
torsemide oral 1 MO S SYRINGE 10
trandolapril 1 MO MG/0.8 ML, 5
trandolapril- 1 MO MG/0.4 ML, 7.5
verapamil MG/0.6 ML
treprostinil sodium 4 PA; MO ARIXTRA 3 MO
; SUBCUTANEOU
t t 1 MO
riamterene S SYRINGE 2.5
triamterene- 1 MO MG/0.5 ML

hydrochlorothiazid

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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aspirin- 1 MO enoxaparin 1 MO; QL
dipyridamole subcutaneous (16.8 per 28
BRILINTA % MO syringe 30 mgl0.3 days)
CABLIVI 4  PA;LA mi, 60 mg{ 0.6 mi
INJECTION KIT enoxaparin | MO; QL
cilostazol 1 MO sub‘cutaneous (11.2 per 28
syringe 40 mgl0.4 days)
clopidogrel oral 1 MO; QL ml
tablet 75 mg (30 per 30 fondaparinux 4 MO
days)
subcutaneous
dabigatran etexilate | MO; QL syringe 10 mgl0.8
(60 per 30 ml, 5 mgl0.4 ml, 7.5
days) mgl0.6 ml
dipyridamole oral | MO fondaparinux 1 MO
DOPTELET (10 4 PA; MO; subcutaneous
TAB PACK) LA syringe 2.5 mgl0.5
DOPTELET (15 4 PA; MO; ml
TAB PACK) LA FRAGMIN 4 MO
DOPTELET (30 4  PA;MO; SUBCUTANEOU
LA ssoLuTIoN
EFFIENT 3 MO UNIT/ML
ELIQUIS 2 ?goo ’ ?13'0 FRAGMIN 4 MO
i f)e SUBCUTANEOU
Y S SYRINGE
ELIQUIS DVT-PE 2 MO; QL 10,000 ANTI-XA
TREAT 30D (74 per 180 UNIT/ML, 12,500
START days) ANTI-XA
enoxaparin 1 MO; QL UNIT/0.5 ML,
subcutaneous (28 per 28 15,000 ANTI-XA
syringe 100 mglml, days) UNIT/0.6 ML,
150 mgiml 18,000 ANTI-XA
enoxaparin 1 MO; QL UNIT/0.72 ML,
subcutaneous (22.4 per 28 7,500 ANTI-XA
syringe 120 mgl0.8 days) UNIT/0.3 ML

ml, 80 mgl0.8 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FRAGMIN 3 MO PRADAXA ORAL 4 PA; QL
SUBCUTANEOU PELLETS IN (120 per 30
S SYRINGE 2,500 PACKET 110 MG, days)
ANTI-XA 30 MG, 40 MG, 50
UNIT/0.2 ML, MG
5,000 ANTI-XA PRADAXAORAL 4  PA;QL (60
UNIT/0.2 ML PELLETS IN per 30 days)
heparin (porcine) 1 MO PACKET 150 MG,
injection solution 20 MG
Jjantoven 1 MO prasugrel 1 MO
LOVENOX 3 MO; QL PROMACTA 4 PA; MO;
SUBCUTANEOU (28 per 28 LA
S SYRINGE 100 days) SAVAYSA 3 PA; MO;
MG/ML, 150 QL (30 per
MG/ML 30 days)
LOVENOX 3 MO;QL TAVALISSE 4  PA;LA;
SUBCUTANEOU (22.4 per 28 QL (60 per
S SYRINGE 120 days) 30 days)
MG/0.8 ML, 80 fari 1 MO
MG/0.8 ML A
LOVENOX 3 moaL PETREATIOD (Sl per 18
SUBCUTANEOU (16.8 per 28 START " f)
S SYRINGE 30 days) Y
MG/0.3 ML, 60 XARELTO ORAL 2 MO; QL
MG/0.6 ML SUSPENSION (775 per 28
LOVENOX 3 MOQL E%EONSTITUTI )
SUBCUTANEOU (11.2 per 28 ON
S SYRINGE 40 days)
MG/0.4 ML XARELTOORAL 2 MO;QL

: TABLET 10 MG, (30 per 30
MULPLETA ¢ PAMO 15 MG, 20 MG days)
pentoxifylline L MO XARELTOORAL 2  MO; QL
PLAVIX ORAL 3 MO; QL TABLET 2.5 MG (60 per 30
TABLET 75 MG (30 per 30 days)
days)
PRADAXA ORAL 3 PA; MO;
CAPSULE QL (60 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LIPID/CHOLES ezetimibe MO
TEROL ezetimibe- MO; QL
LOWERING simvastatin (30 per 30
AGENTS days)
ALTOPREV 4  ST;MO; Jfenofibrate MO

QL (30 per micronized oral

30 days) capsule 130 mg, 134
amlodipine- 1 MO; QL mg, 200 mg, 43 mg,

. 67 mg

atorvastatin (30 per 30

days) fenofibrate MO
ATORVALIQ 3 ST: MO: nanocrystallized

QL (600 per FENOFIBRATE MO

30 days) ORAL CAPSULE
atorvastatin 1 MO; QL fenofibrate oral MO

(30 per 30 tablet

days) fenofibric acid MO
CADUET 3 ST; MO; (choline)

QL (30 per FENOGLIDE MO

30 days) FLOLIPID ST; QL
cholestyramine 1 MO (300 per 30
(with sugar) oral days)
powder in packet Sfluvastatin oral MO; QL
cholestyramine light 1 capsule 20 mg (30 per 30
oral powder in days)
packet Sfluvastatin oral MO; QL
colesevelam 1 MO capsule 40 mg (60 per 30
COLESTID ORAL 3 days)
TABLET fluvastatin oral MO; QL
colestipol oral 1 tablet extended (30 per 30
packet release 24 hr days)
colestipol oral tablet 1 MO gemfibrozil MO
CRESTOR 3 ST: MO; icosapent ethyl MO

QL (30 per JUXTAPID PA; MO;

30 days) LA
EZALLOR 3 ST; QL (30
SPRINKLE per 30 days)

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

This drug list was updated in August 2024.
68



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LESCOL XL 3 ST; MO; pravastatin 1 MO; QL
QL (30 per (30 per 30
30 days) days)
LIPITOR 3 ST; MO; prevalite oral 1 MO
QL (30 per powder in packet
30 days) QUESTRAN 3
LIPOFEN MO LIGHT
LIVALO ST; MO; QUESTRAN 3 MO
QL (30 per ORAL POWDER
30 days) REPATHA 2 PA; QL (6
LOPID 3 per 28 days)
lovastatin oral | MO; QL REPATHA 2 PA; QL (7
tablet 10 mg (30 per 30 PUSHTRONEX per 28 days)
days) REPATHA 2 PA; QL (6
lovastatin oral 1 MO; QL SURECLICK per 28 days)
tablet 20 mg, 40 mg (60 per 30 rosuvastatin 1 MO; QL
days) (30 per 30
LOVAZA 3 ST; MO days)
NEXLETOL 2 PA; MO simvastatin 1 MO; QL
NEXLIZET 2 PA;MO (30 per 30
niacin oral tablet | MO days)
500 mg TRICOR 3 MO
niacin oral tablet | MO TRILIPIX 3 MO
extended release 24 VASCEPA 3 ST; MO
hr VYTORIN 10-10 3 ST; MO;
NIACOR 3 MO QL (30 per
omega-3 acid ethyl | MO 30 days)
esters VYTORIN 10-20 3 ST; MO;
pitavastatin calcium 1 MO; QL QL (30 per
(30 per 30 30 days)
days) VYTORIN 10-40 3 ST; MO;
PRALUENT PEN 3 PA;QL(2 QL (30 per
per 28 days) 30 days)
VYTORIN 10-80 3 ST; 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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WELCHOL MO ENTRESTO 2 MO:; QL
ZETIA MO (60 per 30
ZOCOR ORAL ST; MO; days)
TABLET 10 MG, QL (30 per FILSPARI 4 PA;QL (30
20 MG, 40 MG 30 days) per 30 days)
ZYPITAMAG ST; MO; LANOXIN ORAL 3 MO
QL (30 per LODOCO 3 PA; MO
30 days) ranolazine 1 MO
MISCELLANEO VECAMYL 4
Ui VERQUVO 2 MO;QL
CARDIOVASCU (30 per 30
LAR AGENTS days)
ASPRUZYO MO VYNDAMAX 4 PA; MO
E)?AT%}IZI%END VYNDAQEL 3 PA;MO
RELEASE NITRATES
GRANULES,PAC ISORDIL 4 MO
KET 1,000 MG ISORDIL 3 MO
ASPRUZYO TITRADOSE
SPRINKLE ORAL TABLET 5
ORAL EXTEND MG
RELEASE isosorbide dinitrate 1 MO
gg?l\i)gli/]f(s}’PAC oral tablet
> isosorbide 1 MO
CAMZYOS P‘?j 1;/{)05 mononitrate
?0 d(ays)p o nitro-bid 1 MO
CORLANOR QL (450 per NITRO-DUR S MO
ORAL 30 days) nitroglycerin 1 MO
SOLUTION sublingual
CORLANOR MO:; QL nitroglycerin 1 MO
ORAL TABLET (60 per 30 transdermal patch
days) 24 hour
digoxin oral MO nitroglycerin 1 MO
translingual
NITROLINGUAL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NITROSTAT 3 MO COSENTYX PEN 4 PA; MO;
DERMATOL (2 PENS) %Ld(lo )per
ays
OGICALS/TO
PICAL COSENTYX 4 PA; MO;
SUBCUTANEOU QL (2.5 per
THERAPY S SYRINGE 75 28 days)
ANTIPSORIATI MG/0.5 ML
C/ COSENTYX 4 PA; MO;
ANTISEBORRH UNOREADY QL (10 per
EIC PEN 28 days)
ENSTILAR 4 MO; QL
acitretin 1 MO (400 per 30
BIMZELX 4 PA; MO; days)
QL (2 per ILUMYA 4  PA;MO;
21 days) QL (2 per
BIMZELX 4 PA; MO; 28 days)
AUTOINJECTOR QL (2 per selenium sulfide 1 MO
21 days) topical lotion
calcipotriene scalp 1 MO; QL SILIQ 4 PA: MO:
(120 per 30 QL (6 per
days) 28 days)
calcipotriene topical 1 MO; QL SKYRIZI 4 PA: MO:
cream (120 per 30 SUBCUTANEOU QL (2 per
days) S PEN INJECTOR 28 days)
E TOPICAL 30 days) SUBCUTANEOU QL (2 per
FOAM S SYRINGE 150 28 days)
calcipotriene topical 1 MO; QL MG/ML
ointment (120 per 30 SORILUX 3 QL (120 per
days) 30 days)
calcipotriene- 1 MO; QL SOTYKTU 4 PA: MO:
betamethasone (400 per 30 QL’(30 I;er
days) 30 days)
calcitriol lOpiCcll 1 SPEVIGO 4 PA: MO:
COSENTYX (2 4 PA; MO; SUBCUTANEOU QL (4 per
SYRINGES) QL (10 per S 28 days)
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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STELARA 4 PA; MO; MISCELLANEO
INTRAVENOUS QL (104 per usS
180 days) DERMATOLOG
STELARA 4 PA; MO; ICALS
o
SUBCUTANEOU per 28 days)
STELARA 4 PA; MO; S AUTO-
SUBCUTANEOU QL (0.5 per INJECTOR
idggg\ff 9 28 days) ADBRY 4  PA;MO;

: SUBCUTANEOU QL (6 per
STELARA 4 PATMO; S SYRINGE 28 days)
SUBCUTANEOU QL (1 per .

S SYRINGE 90 28 days) ammonium lactate 1 MO
MG/ML CARAC 4
TACLONEX 4  MO;QL CIBINQO 4 PA;MO;
TOPICAL (400 per 30 QL (30 per
SUSPENSION days) 30 days)
TALTZ 4 PA; MO:; CONDYLOX 3 MO
AUTOINJECTOR QL (1 per TOPICAL GEL

28 days) diclofenac sodium 1 PA; MO;
TALTZ 4 PA; MO:; topical gel 3 7% QL (100 per
SUBCUTANEOU QL (1 per 28 days)
S SYRINGE 80 28 days) doxepin topical 1 MO; QL
MG/ML (45 per 30
TREMFYA 4  PA;MO; days)

QL (2 per DUPIXENT 4 PA; MO;

28 days) SUBCUTANEOU QL (4.56
VECTICAL 3 S PEN INJECTOR per 28 days)
VTAMA 4 PA: MO: 200 MG/1.14 ML

QL (60 per DUPIXENT 4 PA; MO;

30 days) SUBCUTANEOU QL (8 per
ZORYVE 3 PA: MO; EO%EI\T(%J&(L:TOR 28 days)
TOPICAL QL (60 per
CREAM 0.3 % 30 days)
ZORYVE 3 PA; MO;
TOPICAL FOAM QL (60 per

30 days)

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

This drug list was updated in August 2024.
72



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DUPIXENT 4 PA; QL lidocaine hcl mucous | MO
SYRINGE (1.34 per 28 membrane solution
SUBCUTANEOU days) 4% (40 mgiml)
S SYRINGE 100 lidocaine topical 1 PA; MO;
MG/0.67 ML adhesive QL (90 per
DUPIXENT 4 PA; MO; patch,medicated 5 30 days)
SUBCUTANEOU QL (4.56 %
S SYRINGE 200 per 28 days) lidocaine topical 1 MO; QL
MG/1.14 ML ointment (36 per 30
DUPIXENT 4 PA; MO; days)
SUBCUTANEOU QL (8 per lidocaine viscous 1
i/ISGYlgll\?I? E 300 28 days) lidocaine-prilocaine 1 MO; QL
topical cream (30 per 30
EFUDEX 3 MO days)
gg;fﬁld lidocan iii 1 PA; QL (90
per 30 days)
ELIDEL 3 PA; MO;
QL (100 per methoxsalen 4 MO
30 days) OPZELURA 4 PA; MO;
EUCRISA 3 PA;MO; %Ld(z‘“; pet
QL (120 per ays
30 days) PANRETIN 4 PA; MO
FILSUVEZ 4 PA: LA pimecrolimus 1 PA; MO;
FLUOROURACI 4 %L d(m(; pet
L TOPICAL ays
CREAM 0.5 % PLIAGLIS 3 PA; QL (30
fluorouracil topical 1 MO per 30 days)
cream 5 % podofilox 1 MO
Sluorouracil topical 1 MO prudoxin 1 MO; QL
solution (45 per 30
HYFTOR 4 PA days)
imiquimod topical 1 MO REGRANEX 4 %L d(al SS)p .
cream in metered- y
dose pump SANTYL 2 MO; QL
. . (180 per 30
imiquimod topical 1 MO days)
cream in packet 5 % Y
SILVADENE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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silver sulfadiazine 1 MO adapalene topical 1 PA
ssd 1 MO swab
tacrolimus topical 1 PA; MO; adapa?ene-benzoy ! 1 MO
QL (100 per peroxide
30 days) AKLIEF 3 PA; MO
VALCHLOR 4 PA; MO ALTRENO 3 PA; MO
VEREGEN 3 MO; QL amnesteem |
(30 per 30 ARAZLO 3 PA;MO
- days) ATRALIN 3 PA;MO
ZONALON 3 MO; QL azelaic acid 1 MO
(45 per 30
days) AZELEX 3 MO
ZTLIDO 3 PA; MO; BENZAMYCIN 3 MO
QL (90 per brimonidine topical 1 PA; MO
30 days) CABTREO 3 MO
ZYCL&RA 4 MO claravis 1
TOPICAL CLEOCIN T 3 MO; QL
CREAM IN
METERED-DOSE TOPICAL (120 per 30
PUMP LOTION days)
THERAPY FOR clindacin 1 %Ld(al OS(; per
ACNE : ; . !
clindacin etz topical 1 MO; QL
ABSORICA 4 swab (69 per 30
ABSORICA LD 4 days)
ACANYA 3 MO CLINDAGEL 4 QL (150 per
TOPICAL GEL 30 days)
WITH PUMP clindamycin 1 QL (100 per
accutane oral 1 phosphate topical 30 days)
capsule 10 mg, 20 Sfoam
mg, 40 mg clindamycin 1 MO; QL
ACZONE 3 MO phosphate topical (120 per 30
adapalene topical 1 PA; MO gel days)
cream clindamycin 1 MO:; QL
adapalene topical 1 PA; MO phosphate topical (150 per 30
gel, once daily days)

gel0.3%

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

phosphate topical (120 per 30 ethanol topical gel

lotion days) erythromycin with 1 MO

clindamycin | MO; QL ethanol topical

phosphate topical (120 per 30 solution

solution days) erythromycin- 1 MO

clindamycin 1 MO; QL benzoyl peroxide

phosphate topical (60 per 30 FABIOR PA;: MO

swab days) FINACEA ST; MO

clindamycin-benzoyl 1 MO TOPICAL FOAM

peroxide topical gel FINACEA 3 ST

clindamycin-benzoyl 1 MO TOPICAL GEL

peroxide topical gel Sotretinoin 1

with pump 1.2 % (1

% base) -3.75 %, ivermectin topical 1 MO; QL

1.2-2.5% cream (90 per 30

clindamycin- 1 MO days)

tretinoin METROCREAM ST

dapsone topical 1 MO METROGEL ST; MO

DIFFERIN 3 PA; MO ;OPICAL GEL 1

TOPICAL ’

CREAM METROLOTION 3 ST

DIFFERIN 3 PA; MO metronidazole | MO

TOPICAL GEL topical cream

WITH PUMP metronidazole | MO

DIFFERIN 3 PA;MO topical gel

TOPICAL metronidazole | MO

LOTION topical lotion

EPIDUO FORTE MO MIRVASO 3 PA; MO

EPIDUO neuac | MO

TOPICAL GEL NORITATE 4  ST; MO

WITH PUMP ONEXTON 3 MO

EPSOLAY 3 ST; MO TOPICAL GEL

ery pads 1 MO WITH PUMP

erygel 1 MO RETIN-A 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RETIN-A MICRO 3 PA; MO gentamicin topical | MO; QL
TOPICAL GEL (60 per 30
0.04 %, 0.1 % days)
RETIN-A MICRO 3 PA; MO KLARON 3 MO
TOPICAL GEL mupirocin 1 MO; QL
WITH PUMP 0.06 (44 per 30
%, 0.08 %o days)
SOOLANTRA 3 ST; MO; mupirocin calcium 1 MO; QL
QL (90 per (30 per 30
30 days) days)
tazarotene topical 1 PA; MO NEO-SYNALAR 3 MO
cream sulfacetamide 1 MO
TAZAROTENE 3 PA sodium (acne)
TOPICAL FOAM SULFAMYLON 3 MO
tazarotene topical 1 PA; MO TOPICAL
gel CREAM
TAZORAC 3 PA; MO TOPICAL
tretinoin 1 PA; MO ANTIFUNGALS
microspheres topical . . .
gel ciclopirox topical 1 MO; QL
cream (90 per 28
tretinoin 1 PA; MO days)
microspheres topical : : :
gel with pump 0.08 ciclopirox topical 1 MO; QL
0 gel (100 per 28
0
days)
tretinoin topical 1 PA; MO . 3 .
ciclopirox topical 1 MO; QL
TWYNEO 3 MO shampoo (120 per 28
VELTIN 3 days)
WINLEVI 3 PA; MO ciclopirox topical 1 MO; QL
zenatane 1 solution (6.6 per 28
ZIANA 3 days)
el | D
ANTIBACTERIA ’ e
LS )
clotrimazole topical 1 MO; QL
ALTABAX 3 QL (30 per cream (45 per 28
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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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clotrimazole topical 1 MO; QL naftifine topical 1 MO; QL
solution (30 per 28 cream (60 per 28
days) days)
clotrimazole- | MO; QL naftifine topical gel | MO; QL
betamethasone (45 per 28 2% (60 per 28
topical cream days) days)
clotrimazole- 1 MO; QL NAFTIN 3 MO; QL
betamethasone (60 per 28 TOPICAL GEL (60 per 28
topical lotion days) days)
econazole 1 MO; QL nyamyc 1 MO; QL
(85 per 28 (180 per 30
days) days)
ERTACZO 3 QL (60 per nystatin topical 1 MO; QL
28 days) cream (30 per 28
JUBLIA 3 MO;QL(8 days)
per 30 days) nystatin topical 1 MO; QL
ketoconazole topical 1 MO; QL ointment (30 per 28
cream (60 per 28 days)
days) nystatin topical 1 MO; QL
ketoconazole topical 1 MO; QL powder (180 per 30
foam (100 per 28 days)
days) nystatin- 1 MO; QL
ketoconazole topical 1 MO; QL triamcinolone (60 per 28
shampoo (120 per 28 days)
days) nystop 1 MO; QL
ketodan 1 QL (100 per (180 per 30
28 days) days)
LOPROX 3 QL (120 per oxiconazole 1 MO; QL
TOPICAL 28 days) (90 per 28
SHAMPOO days)
LULICONAZOLE 3 MO;QL OXISTAT 3 QL (90 per
(60 per 28 TOPICAL 28 days)
days) CREAM
LUZU 3 MO:; QL OXISTAT 3 MO; QL
(60 per 28 TOPICAL (60 per 28
days) LOTION days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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tavaborole | MO; QL apexicon e | MO; QL
(10 per 30 (120 per 30
days) days)
TOPICAL betamethasone 1 MO
ANTIVIRALS dipropionate
acyclovir topical | PA; MO; betamethasone 1 MO
cream QL (5 per valerate
30 days) betamethasone, 1 MO
acyclovir topical 1 PA; MO; augmented
ointment QL (30 per BRYHALI 3 MO
30 days) clobetasol scalp 1 MO; QL
DENAVIR 3 MO; QL (5 (100 per 28
per 30 days) days)
penciclovir 1 MO; QL (5 clobetasol topical | MO; QL
per 30 days) cream (120 per 28
XERESE 4 MO days)
ZOVIRAX 3 PA: MO: clobetasol topical 1 MO; QL
TOPICAL QL (5 per Joam (100 per 28
CREAM 30 days) days)
7OVIRAX 3 PA: MO: clobetasol topical 1 MO; QL
TOPICAL QL (30 per gel (120 per 28
OINTMENT 30 days) days)
TOPICAL clobetasol topical 1 MO; QL
lotion (118 per 28
CORTICOSTER days)
OIDS y
' clobetasol topical 1 MO; QL
ala-cort topical 1 MO ointment (120 per 28
cream 1 % days)
ala-cort topical 1 clobetasol topical 1 MO; QL
cream 2.5 % shampoo (236 per 28
ALA-SCALP 3 MO days)
alclometasone 1 MO clobetasol topical 1 MO; QL
amcinonide topical 1 spray,non-aerosol (125 per 28
cream days)
amcinonide topical 1
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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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clobetasol-emollient 1 MO; QL desoximetasone 1 MO
topical cream (120 per 28 diflorasone 1 MO:; QL
days) (120 per 30
clobetasol-emollient 1 MO; QL days)
topical foam (100 per 28 DIPROLENE 3 MO
days) (AUGMENTED)
CLOBEX 3 QL (118 per TOPICAL
TOPICAL 28 days) OINTMENT
LOTION DUOBRII 3 MO; QL
CLOBEX 3 MO; QL (200 per 30
TOPICAL (236 per 28 days)
SHAMPOO days) Sfluocinolone and 1 MO
CLOBEX 3 QL (125 per shower cap
TOPICAL 28 days) fluocinolone topical 1 MO
SPRAY,NON- cream
AEROSOL Sfluocinolone topical 1 MO
c{ocortolone 1 MO ointment
pivalate Sfluocinolone topical 1 MO
clodan 1 MO; QL solution
5123368)1) er 28 Sfluocinonide 1 MO; QL
y (120 per 30
CORDRAN TAPE 3 MO days)
LARGE ROLL Sfluocinonide- 1 MO; QL
CORDRAN 3 QL (120 per emollient (120 per 30
TOPICAL 30 days) days)
0
CREAM 0.05 % Sflurandrenolide 1 QL (120 per
CORDRAN 3 QL (120 per topical cream 30 days)
TOPICAL 30 days) Sflurandrenolide 1 MO; QL
LOTION . :
topical lotion (120 per 30
DERMA- 3 MO days)
SMOOTHE/FS e 1 MO
SCALP OIL fluticasone
_ propionate topical
desonide ! MO halcinonide topical 1 MO
DESOWEN 3 cream
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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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halobetasol 1 MO hydrocortisone 1 MO
propionate topical topical ointment 1
cream %, 2.5%
halobetasol | hydrocortisone | MO
propionate topical valerate
foam KENALOG 3 QL (126 per
halobetasol 1 MO TOPICAL 28 days)
p;.'opionate topical LEXETTE
omtment LOCOID MO; QL
HALOG 3 MO LIPOCREAM (120 per 30
TOPICAL days)
CREAM LOCOID 3 MO; QL
HALOG 3 TOPICAL (118 per 30
TOPICAL LOTION days)
OINTMENT ;
HALOG : mometasone topical 1 MO
TOPICAL PANDEL MO
SOLUTION SYNALAR MO
hydrocortisone 1 MO; QL ;rng];IACﬁL
butyrate topical (120 per 30
cream days) SYNALAR 3 MO
hydrocortisone 1 MO; QL IC;?IEI)"IFCI:\?];NT
butyrate topical (118 per 30
lotion days) TEXACORT MO
hydrocortisone 1 MO; QL TOPICORT
butyrate topical (120 per 30 TOPICAL
ointment days) CREAM
hydrocortisone 1 MO; QL TOPICORT 3
butyrate topical (120 per 30 TOPICAL GEL
solution days) TOPICORT 3
hydrocortisone 1 MO TOPICAL
topical cream 1 %% ?INTMENT 0.05
hydrocortisone 1 MO /0
topical lotion 2.5 %% TOPICORT 3

TOPICAL

SPRAY,NON-

AEROSOL

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

This drug list was updated in August 2024.
80



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
tovet emollient 1 MO; QL DIAGNOSTIC
(100 per 28 S/
days
_— ) MISCELLAN
triamcinolone 1 MO EOUS
acetonide topical
cream AGENTS
triamcinolone 1 MO MISCELLANEO
acetonide topical US AGENTS
lotion
triamcinolone 1 MO acamprosate ! MO
acetonide topical AGRYLIN 3 MO
ointment anagrelide 1 MO
triderm topical 1 ARALAST NP 4 PA; MO;
cream INTRAVENOUS LA
ULTRAVATE 4 RECON SOLN
TOPICAL 1,000 MG
LOTION BUPHENYL 4 PA
VANOS 4 MO; QL CARBAGLU 4 PA; MO;
(120 per 30 LA
days) carglumic acid 4 PA; MO
VERDESO 3 MO CARNITOR 3 MO
TOPICAL ORAL
SCABICIDES / cevimeline 1 MO
PEDICULICIDE CHEMET 7 PA
S CLINIMIX 3 PA
crotan 1 4.25%/D5W
malathion 1 MO SULFIT FREE
NATROBA 3 MO CLINIMIX E 3 PA
2.75%/D5W SULF
OVIDE | 3 MO FREE
permethrin 1 MO; QL CUVRIOR 4 PA: LA
(60 per 30 ’
days) dl0 %-0.45 % 1
spinosad 1 MO sodium chloride

d2.5 %-0.45 %%
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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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d5 % and 0.9 % 1 MO FABHALTA 4 PA
sodium chloride FERRIPROX 4 PA
d>5 %0-0.45 % sodium 1 MO FERRIPROX (2 4 PA
chloride TIMES A DAY)
deferasirox oral 4 PA; MO GLASSIA 4 PA:; MO;
granules in packet LA
deferasirox oral 1 PA; MO INCRELEX 4 MO; LA
tablet JADENU 4  PA;MO
o1 TANO ape ST

, 4P SPRINKLE
125 mg
deferasirox oral 4 PA; MO JOENJA 4 PA; LA;
. . QL (60 per
tablet, dispersible 30 days)
250 mg, 500 mg . vith ] Y
. i ionex (wit

Zeferlpmljz o 411 PA; MO sorbitol)

extrose 0 an . .
0.2 % nacl levocarnitine (with 1 MO

sugar)
dextrose 10 % in 1 -
levocarnitine oral 1 MO
water (d10w)
— tablet

dextrose 5 % in 1 MO LITFULO 4 PA: MO:
water (d5w)
. QL (28 per
intravenous

. 28 days)
piggyback
dextrose 5%6-0.2 % 1 LITHOSTAT :
sod chloride LOKELMA 2 MO
disulfiram oral 1 MO midodrine 1 MO
tablet 250 mg nitisinone 4 PA; MO
disulfiram oral 1 NITYR 3 PA; MO;
tablet 500 mg LA
droxidopa 4 PA; MO NORTHERA 4 PA; MO
ENDARI 4 PA; MO OLPRUVA 4 PA; LA
EVOXAC 3 MO ORFADIN 4 PA; LA
EXJADE 4 PA; MO;

LA

EXSERVAN 4 PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer 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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OXBRYTA ORAL 4 PA; MO; risedronate oral 1 MO; QL
TABLET 300 MG LA; QL tablet 30 mg (30 per 30
(150 per 30 days)
days) SALAGEN 3 MO
OXBRYTA ORAL 4 PA; MO; (PILOCARPINE)
TABLET 500 MG LA; QL (90 ORAL TABLET 5
per 30 days) MG
OXBRYTA ORAL 4 PA; MO; SALAGEN 3
TABLET FOR LA; QL (PILOCARPINE)
SUSPENSION (150 per 30 ORAL TABLET
days) 7.5 MG
PHEBURANE 4 PA; MO sodium chloride 0.9 1 MO
pilocarpine hcl oral 1 MO “ intravenous '
PROLASTIN-C 4 PA: MO: parenteral solution
INTRAVENOUS LA sodium chloride 1 MO
SOLUTION irrigation
PYRUKYND 4 PA;LA; sodium 4 PAMO
ORAL TABLET QL (56 per phenylbutyrate oral
20 MG, 5 MG (4- 28 days) powder
WEEK PACK), 50 sodium 4 PA
MG phenylbutyrate oral
PYRUKYND 4  PA;LA; tablet
ORAL TABLET 5 QL (7 per sodium polystyrene 1 MO
MG 180 days) sulfonate oral
PYRUKYND 4 PA; LA; powder
ORAL QL (14 per SOHONOS ORAL 4 PA; LA;
TABLETS,DOSE 180 days) CAPSULE 1 MG, QL (112 per
PACK 1.5 MG 28 days)
RAVICTI 4 PA; MO SOHONOS ORAL 4 PA; LA;
REVCOVI 4 PA: LA CAPSULE 10 MG QL (56 per
REZDIFFRA 4  PA;MO; 28 days)
QL (30 per SOHONOS ORAL 4 PA; LA;
30 days) CAPSULE 2.5 MG QL (140 per
riluzole 1 PA; MO 28 days)
SOHONOS ORAL 4 PA; LA;
CAPSULE 5 MG QL (84 per
28 days)

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

QL (180 per WEGOVY 4  PA;MO;

30 days) SUBCUTANEOU QL (4 per
TEGLUTIK 4 PA S PEN INJECTOR 365 days)
THIOLA 4 PA 0.25 MG/0.5 ML,

0.5 MG/0.5 ML, 1
i?ISL?IEKC 4 Pi MG/0.5 ML
GLU 4 P WEGOVY 4 PA; MO;

tiopronin oral tablet 4 PA; MO SUBCUTANEOU QL (3 per
trientine oral 4 PA; MO S PEN INJECTOR 28 days)
capsule 250 mg 1.7 MGJ/0.75 ML,
TRIENTINE 4  PA;MO 2.4 MG/0.75 ML
ORAL CAPSULE
500 MG
VELTASSA 2 MO bupropion hcl 1 MO
ORAL POWDER (smoking deter)
IN PACKET 16.8
GRAM, 8.4 NICOTROL 3
GRAM NICOTROL NS 3 MO
VELTASSA 2 varenicline oral 1 MO
ORAL POWDER tablet 0.5 mg, 1 mg
IN PACKET 25.2 varenicline oral 1
GRAM tablet 1 mg (56
ZEMAIRA 4  PA;MO; pack)
INTRAVENOUS LA varenicline oral 1 MO
RECON SOLN tablets,dose pack
1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EAR, NOSE / ofloxacin otic (ear) 1 MO
THROAT OTIC STEROID
MEDICATIO | ANTIBIOTIC
NS CIPRO HC 3 MO
MISCELLANEO ciprofloxacin- | MO; QL
US AGENTS dexamethasone (7.5 per 7
days)
azelastine nasal 1 MO; QL neomycin- 1 MO
spray,non-aerosol (60 per 30 polymyxin-he otic
137 mcg (0.1 %) days) (ear)
chlorhexidine 1 MO ENDOCRINE/
gluconate mucous
membrane DIABETES
ipratropium 1 MO; QL ADRENAL
bromide nasal (30 per 30 HORMONES
d
. 1 ays) ACTHAR 4  PA:MO
our=eq AGAMREE 4  PA.LA
olopatadine nasal 1 MO; QL A 3
(30.5 per 30 LKINDI
days) SPRINKLE
. ORAL CAPSULE,
periogard I MO SPRINKLE 0.5
triamcinolone 1 MO MG, 1 MG
acetonide dental ALKINDI 4
MISCELLANEO SPRINKLE
US OTIC ORAL CAPSULE,
PREPARATION SPRINKLE 2 MG,
S SMG
acetic acid otic 1 MO CORTEF 3 MO
(ear) CORTROPHIN PA; MO
DERMOTIC OIL 3 MO GEL
flac otic ol 1 deﬂazac:ort oral 4 PA
- i MO suspension
one
s z‘wcmio : deflazacort oral 4 PA; MO
acetonide oil
o e i O tablet
Jarocortsone: dexabliss 1

acetic acid

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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dexamethasone oral 1 MO prednisolone sodium 1 PA
solution phosphate oral
dexamethasone oral 1 MO tablet,disintegrating
tablet 10 mg
dexamethasone oral 1 MO prednisolone sodium 1 PA; MO
tablets,dose pack phospha'te. oral .
EMELAZA 4 PA: MO: tablet,disintegrating

LA 15 mg, 30 mg
Sfludrocortisone 1 MO P rednl'sone : ! MO
HEMADY 3 prednisone intensol 1 MO
hydrocortisone oral | MO RAYOS i MO
MEDROL (PAK) 3 MO EZQPAELRDEX I MO
MEDROL ORAL 3 PA; MO TABLETS,DOSE
TABLET 16 MG, 4 PACK 1.5 MG (21
MG, 8§ MG TABS)
MEDROL ORAL 3 PA TAPERDEX 3
TABLET 2 MG ORAL
methylprednisolone 1 PA; MO TABLETS,DOSE
oral tablet PACK 1.5 MG (27
methylprednisolone 1 MO TABS), 1.5 MG (49
oral tablets,dose TABS)
pack TARPEYO 4 PA; QL
ORAPRED ODT 3 PA;MO (120 per 30
prednisolone oral 1 MO days)
solution ANTITHYROID
prednisolone oral 1 PA; MO AGENTS
tablet methimazole oral 1 MO
prednisolone sodium 1 MO tablet 10 mg, 5 mg
phosphate oral propylthiouracil 1 MO
;Oolmio/’; 1 0] 7;45/5 ml, DIABETES
mgl5 m

mgiml), 25 mgl5 ml UL P
(5 mglml), 5 mg acarbose oral tablet 1 MO; QL
basel5 ml (6.7 mgl5 100 mg (90 per 30
ml) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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acarbose oral tablet | MO; QL BAQSIMI 2 MO
25 mg (360 per 30 BASAGLAR 3  ST;MO
days) KWIKPEN U-100
acarbose oral tablet | MO; QL INSULIN
50 mg (180 per 30 BASAGLAR 3  ST;MO
days) TEMPO PEN(U-
ACTOPLUS MET 3 MO; QL 100)INSLN
ORAL TABLET (90 per 30 BYDUREON 2 PA; MO;
15-850 MG days) BCISE QL (4 per
ACTOS 3 MO; QL 28 days)
(30 per 30 BYETTA 2 PA; MO;
days) SUBCUTANEOU QL (2.4 per
ADMELOG 3 ST; MO S PEN INJECTOR 30 days)
SOLOSTAR U-100 10
INSULIN MCG/DOSE(250
ADMELOG U-100 3 ST; MO MCG/ML) 24 ML
INSULIN LISPRO BYETTA 2 PA; MO;
ays
alcohol pads 1 PA 5 MCG/DOSE (250 ¥s)
ALOGLIPTIN 3 ST; MO; MCG/ML) 1.2 ML
QL (30 per CYCLOSET 3 MO;QL
30 days)
(180 per 30
ALOGLIPTIN- 3 ST; MO; days)
METFORMIN o d(:os)per DAPAGLIFLOZ 3  ST; MO;
y PROPANED- QL (30 per
ALOGLIPTIN- 3 MO; QL METFORMIN 30 days)
PIOGLITAZONE (30 per 30 ORAL TABLET,
ORAL TABLET days) IR - ER,
12.5-30 MG, 25-15 BIPHASIC 24HR
MG, 25-30 MG, 10-1,000 MG
25-45 MG
APIDRA 3 ST; MO
SOLOSTAR U-100
INSULIN
APIDRA U-100 3 ST; MO
INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DAPAGLIFLOZ 3 ST; MO; glimepiride oral 1 MO; QL
PROPANED- QL (60 per tablet 1 mg (240 per 30
METFORMIN 30 days) days)
ORAL TABLET, glimepiride oral | MO; QL
g}P-IfARéIC JAHR tablet 2 mg (120 per 30
days)
>-1,000 MG . . glimepiride oral 1 MO; QL
EAPAGLIFLOZI 3 (S)FII:’ ?3/[007 tablet 4 mg (60 per 30
per days)
EIEOAEA&%?}STL 30 days) glipizide oral tablet 1 MO; QL
10 MG 10 mg (120 per 30
days)
II\)IAPAGLIFLOZI 3 (S;I:’ 2\6/1(? p;er GLIPIZIDE 3 MO; QL
PROPANEDIOL 30 days) ??QIGTABLET g’ 0 p)er 30
ORAL TABLET 5 ' S
MG glipizide oral tablet 1 MO; QL
diazoxide 4 MO > mg (240 per 30
days)
EE ((j) gEI%EEPREP 2 PA glipizide oral tablet 1 MO; QL
PADS extended release (60 per 30
o 24hr 10 mg days)
DUETACT ¥ ?;[(? ’glgo glipizide oral tablet 1 MO; QL
da E) extended release (240 per 30
" A ORA 5 Y 24hr 2.5 mg days)
? Agl)fé(; 1 001\1} GL ?;[(? ’e?I?:O glipizide oral tablet 1 MO; QL
da f) extended release (120 per 30
FARXIGA ORAL 2 MZI) L 24k 5 mg daye)
TABLET 5 MG (60 I;e? 30 glipizide-metformin 1 MO; QL
days) oral tablet 2.5-250 (240 per 30
mg days)
FIASP 3 ST s .
FLEXTOUCH U- glipizide-metformin 1 MO; QL
100 INSULIN oral tablet 2.5-500 (120 per 30
mg, 5-500 mg days)
IASTRNILL 3 SENMO Gy 1 e
EMERGENCY
f;é%PL}JNl 00 3 ST KIT (HUMAN)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GLUCOTROL XL 3 MO; QL HUMALOG 2 MO
ORAL TABLET (60 per 30 KWIKPEN
EXTENDED days) INSULIN
RELEASE 24HR HUMALOG MIX 2 MO
10 MG 50-50 KWIKPEN
GLUCOTROL XL 3 MO; QL HUMALOG MIX 2 MO
ORAL TABLET (120 per 30 75.25 KWIKPEN
EXTENDED days)
RELEASE 24HR 5 HUMALOG MIX 2 MO
MG 75-25(U-

100)INSULN
GLUMETZA 4 ST; MO; HUMALOG 3 ST: MO
ORAL QL (60 per

TEMPO PEN(U-
TABLET,ER 30 days) 100)INSULN
GAST.RETENTIO
N 24 HR 1,000 MG HUMALOG U- 2 MO
GLUMETZA 4 ST; MO; 100 INSULIN
ORAL QL (120 per HUMULIN 70/30 2 MO
TABLET,ER 30 days) U-100 INSULIN
GAST.RETENTIO HUMULIN 70/30 2 MO
N 24 HR 500 MG U-100 KWIKPEN
GLYXAMBI 2 MO; QL HUMULIN N 2 MO

(30 per 30 NPH INSULIN
days) KWIKPEN

GVOKE 2 MO HUMULIN N 2 MO
GVOKE 2 MO NPH U-100
HYPOPEN 2- INSULIN
PACK HUMULIN R 2 MO
GVOKE PFS - 2 MO REGULAR U-100
PACK SYRINGE INSULN
SUBCUTANEOU HUMULIN R U- 2 MO
SSYRINGE 1 500 (CONC)
MG/0.2 ML INSULIN
HUMALOG 2 MO HUMULIN R U- 2 MO
JUNIOR 500 (CONC)
KWIKPEN U-100 KWIKPEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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INPEFA 2 PA; MO; INVOKANA ST; MO;
QL (30 per QL (30 per
30 days) 30 days)
INSULIN ASP 3 ST; MO JANUMET MO; QL
PRT-INSULIN (60 per 30
ASPART days)
INSULIN 3 ST; MO JANUMET XR MO; QL
ASPART U-100 ORAL TABLET, (30 per 30
INSULIN 3 ST; MO ER days)
DEGLUDEC MULTIPHASE 24
INSULIN 3 ST; MO HR 100-1,000 MG
GLARGINE U- JANUMET XR MO; QL
300 CONC ORAL TABLET, (60 per 30
- ER days)
g?; CI}I;INE_ . ST, MO MULTIPHASE 24
YEGN HR 50-1,000 MG,
INSULIN LISPRO 3 ST; MO 20500 MG
PROTAMIN- JANUVIA g(? ; ?150
LISPRO dayf)e
INSULIN LISPRO 3 ST; MO )
SUBCUTANEOU JARDIANCE ?;I(? ’ er§0
S INSULIN PEN dayf)e
INSULIN LISPRO 3 ST; MO )
SUBCUTANEOU JENTADUETO ?g(? ’ eQr%O
S INSULIN PEN, i f)
HALF-UNIT Y
INSULIN LISPRO 2 MO JENTADUETO MO:; QL
XR ORAL (60 per 30
SUBCUTANEOU
S SOLUTION TABLET, IR - ER, days)
BIPHASIC 24HR
INVOKAMET 3 ST; MO; 2.5-1,000 MG
%Ld(fosfer JENTADUETO MO: QL
y XR ORAL (30 per 30
INVOKAMET XR 3 ST; MO; TABLET, IR - ER, days)
QL (60 per BIPHASIC 24HR
30 days) 5-1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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KAZANO ORAL 3 ST; MO; metformin oral 1 MO; QL
TABLET 12.5- QL (60 per tablet 850 mg (90 per 30
1,000 MG 30 days) days)
KAZANO ORAL 3 ST; QL (60 metformin oral | MO; QL
TABLET 12.5-500 per 30 days) tablet extended (120 per 30
MG release 24 hr 500 mg days)
LANTUS 2 MO metformin oral 1 MO; QL
SOLOSTAR U-100 tablet extended (60 per 30
INSULIN release 24 hr 750 mg days)
LANTUS U-100 2 MO metformin oral 1 ST; MO;
INSULIN tablet extended QL (60 per
LYUMJEV b MO release (osm) 24 hr 30 days)
KWIKPEN U-100 1,000 mg
INSULIN metformin oral 1 ST; MO;
LYUMJEV P MO tablet extended QL (150 per
KWIKPEN U-200 release (osm) 24 hr 30 days)
INSULIN 500 mg
LYUMJEV 3 ST: MO metformin oral 1 ST; MO;
TEMPO PEN(U- tablet,er QL (60 per
100)INSULN gast.retention 24 hr 30 days)
LYUMIJEV U-100 2 MO 1,000 mg
INSULIN metformin oral 1 ST; MO;
metformin oral | MO; QL tablet,er . QL (120 per
: gast.retention 24 hr 30 days)
solution (765 per 30
days) 500 mg
metformin oral 1 MO: QL miglitol oral tablet 1 MO; QL
tablet 1,000 mg (75 per 30 100 mg Efao f)er 30
days) Y
metformin oral 1 MO: QL miglitol oral tablet 1 MO; QL
tablet 500 mg (150 per 30 23 mg S;OS)per 30
days) Y
METFORMIN 4 MO: QL miglitol oral tablet 1 MO; QL
ORAL TABLET (120 per 30 S0 mg Eila8()s)per 30
625 MG days) Y
MOUNJARO 2 PA; MO;
QL (2 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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nateglinide oral 1 MO; QL NOVOLOG U-100 3 ST; MO
tablet 120 mg (90 per 30 INSULIN

days) ASPART
nateglinide oral | MO; QL OSENI ORAL 3 MO; QL
tablet 60 mg (180 per 30 TABLET 12.5-30 (30 per 30

days) MG days)
NESINA 3 ST; QL (30 OSENI ORAL 3 QL (30 per

per 30 days) TABLET 25-15 30 days)
NOVOLIN 70/30 3 ST;MO MG, 25-30 MG,
U-100 INSULIN 25-45 MG
NOVOLIN 70-30 3 ST;MO OZEMPIC 2 PATMO;
FLEXPEN U-100 SUBCUTANEOU QL (3 per
NOVOLIN N 3 ST: MO S PEN INJECTOR 28 days)
FLEXPEN 0.25 MG OR 0.5

MG (2 MG/3 ML),

NOVOLIN N 3 ST; MO 1 MG/DOSE (4
NPH U-100 MG/3 ML), 2
INSULIN MG/DOSE (8
NOVOLIN R 3 ST; MO MG/3 ML)
FLEXPEN pioglitazone 1 MO; QL
NOVOLIN R 3 ST; MO (30 per 30
REGULAR U100 days)
INSULIN pioglitazone- 1 MO; QL
NOVOLOG 3 ST; MO glimepiride (30 per 30
FLEXPEN U-100 days)
INSULIN pioglitazone- 1 MO; QL
NOVOLOG MIX 3 ST; MO metformin (90 per 30
70-30 U-100 days)
INSULN PROGLYCEM MO
NOVOLOG MIX 3 ST; MO QTERN ST; MO:;
70-30FLEXPEN QL (30 per
U-100 30 days)
NOVOLOG 3 ST; MO repaglinide oral 1 MO; QL
PENFILL U-100 tablet 0.5 mg (960 per 30
INSULIN days)

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

This drug list was updated in August 2024.
92



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

repaglinide oral 1 MO; QL SITAGLIPTIN 3 ST; QL (30

tablet 1 mg (480 per 30 per 30 days)
days) SOLIQUA 100/33 2  MO;QL

repaglinide oral | MO; QL (90 per 30

tablet 2 mg (240 per 30 days)
days) STEGLATRO 2 MO;QL

REZVOGLAR 3 ST; MO (30 per 30

KWIKPEN days)

RYBELSUS 2 PA; MO; STEGLUJAN 3 ST; MO;
QL (30 per QL (30 per
30 days) 30 days)

saxagliptin 1 MO; QL SYMLINPEN 120 4 PA; MO;
(30 per 30 QL (10.8
days) per 30 days)

saxagliptin- 1 MO; QL SYMLINPEN 60 4 PA; MO;

metformin oral (60 per 30 QL (6 per

tablet, er multiphase days) 30 days)

24 hr 2.5-1,000 mg SYNJARDY 2 MO;QL

saxagliptin- 1 MO; QL (60 per 30

metformin oral (30 per 30 days)

tablet, er multiphase days) SYNJARDY XR P MO: QL

24 hr 5-1,000 mg, 5- ORAL TABLET, (30 per 30

500 mg IR - ER, days)

SEGLUROMET 2 MO; QL BIPHASIC 24HR

ORAL TABLET (60 per 30 10-1,000 MG, 25-

2.5-1,000 MG, 7.5- days) 1,000 MG

1,000 MG, 7.5-500 SYNJARDY XR 2 MO;QL

MG ORAL TABLET, (60 per 30

SEGLUROMET 2 MO; QL IR - ER, days)

ORAL TABLET (120 per 30 BIPHASIC 24HR

2.5-500 MG days) 12.5-1,000 MG, 5-

SEMGLEE(INSU 3 ST; MO 1,000 MG

LIN GLARGINE- TOUJEO MAX U- 2 MO

YFGN) 300 SOLOSTAR

SEMGLEE(INSU 3 ST; MO TOUJEO 2 MO

LIN GLARG- SOLOSTAR U-300

YFGN)PEN INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer 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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TRADJENTA MO; QL XIGDUO XR 2 MO; QL
(30 per 30 ORAL TABLET, (60 per 30
days) IR - ER, days)
TRESIBA ST: MO BIPHASIC 24HR
FLEXTOUCH U- 2.5-1,000 MG, 5-
100 1,000 MG, 5-500
TRESIBA ST; MO MG
FLEXTOUCH U- XULTOPHY 3 ST; MO;
200 100/3.6 QL (15 per
TRESIBA U-100 ST; MO 30 days)
INSULIN ZEGALOGUE 3 ST; MO
TRIJARDY XR MO; QL AUTOINJECTOR
ORAL TABLET, (30 per 30 ZEGALOGUE 3 ST;MO
IR - ER, days) SYRINGE
BIPHASIC 24HR ZITUVIO 3 ST; QL (30
10-5-1,000 MG, 25- per 30 days)
>-1,000 MG MISCELLANEO
TRIJARDY XR MO; QL US HORMONES
ORAL TABLET, (60 per 30 :
IR - ER, days) AVEED 3 PA; LA
BIPHASIC 24HR cabergoline 1 MO
12.5-2.5-1,000 MG, calcitonin (salmon) 1 MO
5-2.5-1,000 MG nasal
TRULICITY PA; MO; calcitriol oral 1 MO
per capsule
QL (2 psul
28 days) calcitriol oral 1
VICTOZA 3-PAK PA; MO:; solution
QL (9 per CERDELGA 4 PA;MO
30 days) )
' cinacalcet oral 1 PA; MO
XIGDUO XR MO; QL tablet 30 mg, 60 mg
ORAL TABLET, (30 per 30 -
IR - ER, days) cinacalcet oral 4 PA; MO
BIPHASIC 24HR tablet 90 mg
10-1,000 MG, 10- danazol 1 MO
500 MG DDAVP ORAL 3 MO

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

This drug list was updated in August 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DEPO- 3 PA; MO javygtor oral 4 PA; MO
TESTOSTERONE powder in packet
INTRAMUSCUL 500 mg
AR OIL 100 javygtor oral 4 PA; MO
MG/ML tablet,soluble
TDI%’%STERONE 3 PA JYNARQUE 4  PALA
INTRAMUSCUL KORLYM 4 PA
AR OIL 200 KUVAN 4 PA; MO
MG/ML METHITEST 3 MO
desmopressin nasal 1 methyltestosterone 4 MO
spray,non-aerosol oral capsule
10 meglspray (0.1 mifepristone oral 4 PA; MO
ml) tablet 300 mg
desmopressin oral 1 MO miglustat 4 PA: MO;
doxercalciferol oral 1 MO LA
ELFABRIO 4 PA MYALEPT 4 PA; MO;
GALAFOLD 4 PA;MO; LA
LA; QL (15 ORILISSA 4 MO
per 30 days) PALYNZIQ 4 PA; MO;
ISTURISA ORAL 4 PA; LA; SUBCUTANEOU LA; QL (15
TABLET 1 MG QL (240 per S SYRINGE 10 per 30 days)
30 days) MG/0.5 ML
ISTURISA ORAL 4 PA; LA; PALYNZIQ 4 PA; MO;
TABLET 5 MG QL (360 per SUBCUTANEOU LA; QL (4
30 days) S SYRINGE 2.5 per 30 days)
JATENZO ORAL 3 PA;MO; MG/0.5 ML
CAPSULE 158 QL (120 per PALYNZIQ 4 PA; MO;
MG, 198 MG 30 days) SUBCUTANEOU LA; QL (60
JATENZO ORAL 4  PA; MO; S SYRINGE 20 per 30 days)
CAPSULE 237 QL (60 per MG/ML
MG 30 days) paricalcitol oral 1 MO
javygtor oral 1 PA; MO RAYALDEE 4 MO
powder in packet RECORLEV 4 PA
100 mg ROCALTROL 3
SAMSCA 4 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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sapropterin 4 PA; MO testosterone 1 PA; MO;
SENSIPAR ORAL 3 PA; MO transdermal gel in QL (300 per
TABLET 30 MG metered-dose pump 30 days)
SENSIPAR ORAL 4  PA; MO Z f/’jf‘g/ 1.25 gram
TABLET 60 MG, ’
90 MG testosterone 1 PA; MO;
SOMAVERT 4 PA: MO transdermal gel in QL (150 per
metered-dose pump 30 days)
STRENSIQ 4 PA 20.25 mgll.25 gram
SUBCUTANEOU (1.62%)
5 SOLUTION 28 testosterone 1 PA; MO;
MG/0.7 ML, 40 .
transdermal gel in QL (300 per
MG/ML, 80
packet 1 % (25 30 days)
MG/0.8 ML
mgl2.5gram), 1 %%
SYNAREL 4 PA; MO (50 mgl5 gram)
TESTIM 3 PA; MO; testosterone 1 PA; MO;
QL (300 per transdermal gel in QL (37.5
30 days) packet 1.62 % per 30 days)
testosterone 1 PA; MO (20.25 mgll.25
cypionate gram)
intramuscular oil testosterone 1 PA; MO;
100 mglmi, 200 transdermal gel in QL (150 per
mglml packet 1.62 % (40.5 30 days)
testosterone 1 PA mgl2.5 gram)
(.:ypionate ' testosterone 1 PA; MO;
intramuscular oil transdermal solution QL (180 per
200 mglml (1 ml) in metered pump 30 days)
testosterone 1 PA; MO wlapp
enanthate TLANDO 3 PA;MO;
testosterone 1 PA; QL QL (120 per
transdermal gel in (120 per 30 30 days)
metered-dose pump days) tolvaptan 4 PA; MO
ff?;i/l ?(')fq gram VOGELXO 3 PA:QL
€ TRANSDERMAL (300 per 30
GEL days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VOGELXO 3 PA; QL TIROSINT 3 MO
EIE/ETSIDERMAL 8300 )per 30 TIROSINT-SOL 3 MO

ays ST
METERED.DOSE unithroid 1 MO
PUMP GASTROENT
VOXZOGO 4 PA; MO EROLOGY
XYOSTED 3 PA; MO; ANTIDIARRHE

QL (2 per ALS/
28 days) ANTISPASMOD
yargesa 4 PA; LA ICS
ZAVESCA . M CUVPOSA 3 MO
ZEMPLAR ORAL 3 MO f;cﬁ le‘zmme oral S 10
CAPSULE 1 e
MCG., 2 MCG dliyclomme oral 1 MO
i
THYROID — T
HORMONES icyclomine ora 0)
tablet

CYTOMEL 3 MO diphenoxylate- 1 MO
ERMEZA 3 atropine
euthyrox 1 MO GLYCATE 3
LEVOTHYROXI 3 MO glycopyrrolate oral 1 MO
NE ORAL solution
CAPSULE glycopyrrolate oral 1 MO
levothyroxine oral 1 MO tablet 1 mg, 2 mg
tablet glycopyrrolate oral 1
levoxyl oral tablet 1 MO tablet 1.5 mg
100 mcg, 112 mcg, LOMOTIL 3 MO
125 mcg, 137 mcg, i d ; 1
150 meg, 175 meg, operc;mz e ora MO
200 mcg, 25 mcg, 50 cdpsute
meg, 75 mcg, 88 methscopolamine 1 MO
mcg MOTOFEN 3 MO
liothyronine oral 1 MO MYTESI 3 MO
SYNTHROID 3 ST; MO ROBINUL 3 MO
THYQUIDITY MO FORTE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ROBINUL ORAL 3 MO budesonide oral 4 MO
MISCELLANEO tablet,delayed and
Us ext.release
GASTROINTES budesonide rectal 1 MO
TINAL AGENTS BYLVAY 4 PA; MO;
alosetron oral tablet 1 PA; MO LA
0.5 mg CANASA 3 MO
alosetron oral tablet 4 PA; MO CHENODAL 4 PA; LA
1 mg CHOLBAM 4 PA
AMITIZA 3 ST; MO:; ORAL CAPSULE

QL (60 per 250 MG
30 days) CHOLBAM 4 PA; QL
ANTIVERT 3 ORAL CAPSULE (120 per 30
ORAL TABLET S0 MG days)
50 MG CIMZIA 4 PA; MO;
ANTIVERT 3 QL (2 per
ORAL 28 days)
TABLET,CHEWA CIMZIA 4 PA; MO;
BLE POWDER FOR QL (2 per
ANUSOL-HC 3 MO RECONST 28 days)
TOPICAL CLENPIQ ORAL 3 ST
ANZEMETORAL 3  PA;MO SOLUTION 10
TABLET 50 MG MG-3.5 GRAM-
L raMo AL STMO
APRISO S 1O SOLUTION 10
AZULFIDINE 3 MO MG-3.5 GRAM-
AZULFIDINE 3 MO 12 GRAM/175 ML
EN-TABS COLAZAL 4 MO
balsalazide 1 MO compro 1 MO
betaine 4 MO constulose 1 MO
BONJESTA 3 MO CORTIFOAM 2 MO
budesonide oral 1 MO CREON P MO
lep ;eullei,zfeelay ed,exte cromolyn oral | MO
: CYSTADANE 4

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DELZICOL 3 hydrocortisone- 1 MO
DICLEGIS 3 MO pramoxine rectal
DIPENTUM 4 MO cream I-1 7
doxylamine- 1 MO IBSRELA 4 IC)S:’ (Z{)?);er
pyrldoyc.lne (vit b6) 30 days)
dronabinol 1 PA INFLECTRA 4 PA;MO;
EMEND ORAL 3 PA;MO QL (20 per
CAPSULE 80 MG 28 days)
EMEND ORAL 3 PA; MO KRISTALOSE 3 MO
CAPSULE,DOSE
PACK. lactulose oral 1
packet
EMEND ORAL > PA lactulose oral 1 MO
IS:g;PENSION solution 10 gram/15
RECONSTITUTI mi
ON LIALDA 3 MO
ENTYVIO PEN 4  PA;MO; LINZESS 2 MO;QL
QL (1.36 (30 per 30
per 28 days) days)
erlose 1 MO LIVMARLI 4 PA; LA
ORAL

GASTROCROM 3 MO SOLUTION 9.5
GATTEX 30-VIAL 4 PA; MO MG/ML
gavilyte-c I MO LOTRONEX 4  PA;MO
gavilyte-g 1 MO lubiprostone 1 MO; QL
generlac 1 (60 per 30
GIMOTI 4 days)
granisetron hcl oral 1 PA; MO ?Q{IgULE 1OMG,
ffi; ocortisone S MO MARINOL ORAL 3  PA

: CAPSULE 2.5 MG
fy d'rocloitlsone h ! MO meclizine oral tablet 1 MO

opiear cream wi 12.5mg, 25 mg

perineal applicator
2.5%

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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mesalamine oral 1 MO OMVOH 4 PA; QL (2
capsule (with del rel SUBCUTANEOU per 28 days)
tablets) S
mesalamine oral 1 ondansetron hcl oral 1 PA; MO
capsule, extended solution
release ondansetron hcl oral 1 PA; MO
mesalamine oral 1 MO tablet 4 mg, 8§ mg
capsule,extended ondansetron oral 1 PA; MO
release 24hr tablet,disintegrating
mesalamine oral | MO 4 mg, 8 mg
tablet,delayed PANCREAZE 3 ST;MO
release (drlec) ORAL
mesalamine rectal 1 MO CAPSULE,DELA
metoclopramide hcl 1 MO YED
oral solution RELEASE(DR/EC
. ) 10,500-35,500-
ZZZ;;;ZZTMM(Z hel 1 MO 61.500 UNIT.,
16,800-56,800-
metoclopramide hcl 1 98,400 UNIT,
oral 2,600-8,800- 15,200
tablet,disintegrating UNIT, 21,000-
5 mg 54,700- 83,900
MOTEGRITY 3 ST; MO; UNIT, 4,200-
QL (30 per 14,200- 24,600
30 days) UNIT
MOVANTIK 3 ST; MO; PANCREAZE 4 ST; MO
QL (30 per ORAL
30 days) CAPSULE,DELA
MOVIPREP 3 ST; MO YED
—— . vl 1 MO RELEASE(DR/EC
nitroglycerin recta ) 37,000-97.300-
OCALIVA 4 PA; MO; 149,900 UNIT
LA; QL (30 peg 3350- |
per 30 days)
electrolytes
OMYOH PEN . PA; MO; peg3350-sod sul- 1 MO
QL (2 per
nacl-kcl-asb-c
28 days)
peg-electrolyte | MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PENTASA ORAL 3 MO REGLAN ORAL 3 MO
CAPSULE, RELISTOR ORAL 4  ST; MO;
EXTENDED QL (90 per
RELEASE 250 30 days)
MG RELISTOR 4 ST; MO;
PENTASA ORAL 4 MO SUBCUTANEOU QL (18 per
CAPSULE, S SOLUTION 30 days)
gg{gl:?gg)o RELISTOR 4 ST; MO;
MG SUBCUTANEOU QL (18 per
S SYRINGE 12 30 days)
PERTZYE ORAL 3 ST; MO MG/0.6 ML
gggSULE’DELA RELISTOR 4 ST; MO;
SUBCUTANEOU L (12 per
RELEASE(DR/EC S SYRINGE 8 ?0 d(a b
ys)
) 16,000-57,500- MG/0.4 ML
60,500 UNIT, :
4,000-14,375- RELTONE 4
15,125 UNIT, REMICADE 4 PA; MO;
8,000-28,750- QL (20 per
30,250 UNIT 28 days)
PERTZYE ORAL 4 ST; MO RENFLEXIS 4 PA; MO;
CAPSULE,DELA QL (20 per
YED 28 days)
RELEASE(DR/EC ROWASA 3 MO
) 24,000-86,250- RECTAL ENEMA
90,750 UNIT KIT
PLENVU 3 ST; MO SANCUSO 4 MO
prochlorperazine 1 MO scopolamine base 1 MO
prochlorperazine 1 MO SKYRIZI 4 PA; MO;
maleate INTRAVENOUS QL (30 per
PROCTOFOAM 3 MO 180 days)
HC SKYRIZI 4  PA;MO;
procto-med hc 1 MO SUBCUTANEOU QL (1.2 per
proctosol he topical 1 MO S WEARABLE 56 days)
INJECTOR 180
proctozone-hc 1 MO MG/1.2 ML (150
RECTIV 3 MO '

MG/ML)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SKYRIZI 4 PA; MO; ursodiol oral tablet 1 MO
SUBCUTANEOU QL (2.4 per VARUBI 2 PA
S WEARABLE 56 days) : :
INJECTOR 360 VELSIPITY 4 I(;?: (1;/{)0,er
MG/2.4 ML (150 30 da S)p
MG/ML) Y
sodium,potassium,m 1 MO VIBERZI g MO: QL
(60 per 30
ag sulfates oral days)
recon soln 17.5- Y
3.13-1.6 gram VIOKACE 3 MO
sodium, potassium,m 1 VOWST 4 PA; LA
ag sulfates oral ZENPEP ORAL 2 MO
recon soln 17.5- CAPSULE,DELA
3.13-1.6 gram 2 YED
pack (480ml) RELEASE(DR/EC
SUCRAID 4 PA ) 10,000-32,000 -
: 42,000 UNIT,
SUFLAVE 3 ST; MO 15,000-47.000 -
sulfasalazine 1 MO 63,000 UNIT,
SUPREP BOWEL 3 ST; MO 20,000-63,000-
PREP KIT 84,000 UNIT,
SUTAB ST; MO 25,000-79,000-
SYMPROIC MO; QL 105,000 UNIT,
(30 per 30 3,000-10,000 -
i f) 14,000-UNIT,
Y 40,000-126,000-
TRULANCE 2 MO; QL 168,000 UNIT,
(30 per 30 5,000-17,000-
days) 24,000 UNIT
UCERIS ORAL 4 MO 7ZENPEP ORAL 4 MO
UCERIS RECTAL 3 MO CAPSULE,DELA
URSO 230 ) EE?EASE(DR/EC
URSO FORTE o ) 60,000-189,600-
ursodiol oral capsule 4 252,600 UNIT
200 mg, 400 mg
ZYMFENTRA 4 PA; MO;
ursodiol oral capsule 1 MO QL (2 per
300 mg 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ULCER esomeprazole 1 MO:; QL
THERAPY magnesium oral (60 per 30
p— 1 MO: QL gmnules dr for susp days)
: in packet 40 mg
clarithromy- (112 per _—
lansopraz 180 days) famotldfne oral 1 MO
- - suspension for
bismuth subcit k- | MO; QL reconstitution
metronidz-tcn (120 per —
180 days) {azféoltlZdéne Or:lzlo 1 MO
CARAFATE 3 et T s, TTms
ORAL KONVOMEP 3 QL (600 per
SUSPENSION 30 days)
CARAFATE 3 MO lansoprazole oral 1 MO; QL
ORAL TABLET capsule,delayed (30 per 30
— release(drlec) 15 days)
cimetidine 1 MO mg
CYTOTEC 3 MO lansoprazole oral 1 MO; QL
DEXILANT MO:; QL capsule,delayed (60 per 30
(30 per 30 release(drlec) 30 days)
days) mg
dexlansoprazole 1 MO; QL lansoprazole oral 1 MO; QL
(30 per 30 tablet,disintegrat, (30 per 30
days) delay rel 15 mg days)
esomeprazole 1 MO; QL lansoprazole oral 1 MO; QL
magnesium oral (30 per 30 tablet, disintegrat, (60 per 30
capsule,delayed days) delay rel 30 mg days)
release(drlec) 20 misoprostol 1 MO
m
& | NEXIUM ORAL 3 MO:QL
esomeprazole I MO;QL CAPSULE,DELA (30 per 30
magnesium oral (60 per 30 YED days)
capsule,delayed days) RELEASE(DR/EC
Il;zlzease( drlec) 40 ) 20 MG
. { : NEXIUM ORAL 3 MO; QL
esomeprazole MO; QL CAPSULE,DELA (60 per 30
magnesium oral (30 per 30 YED days)
granules dr for susp days) RELEASE(DR/EC
in packet 10 mg, 20 ) 40 MG

mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NEXIUM ORAL 3 MO; QL pantoprazole oral 1 MO; QL
GRANULES DR (30 per 30 tablet,delayed (60 per 30
FOR SUSP IN days) release (drlec) 40 days)
PACKET 10 MG, mg
2.5 MG, 20 MG, 5 PEPCID ORAL 3 MO
MG TABLET
NEXIUM ORAL 3 MO; QL PREVACID 3 MO; QL
GRANULES DR (60 per 30 (60 per 30
FOR SUSP IN days) days)
PACKET 40 MG PREVACID 3 MO; QL
nizatidine oral 1 MO SOLUTAB ORAL (30 per 30
capsule TABLET,DISINT days)
OMECLAMOX- 3 QL (80 per EGRAT, DELAY
PAK 180 days) REL 15 MG
omeprazole oral 1 MO; QL PREVACID 3 MO; QL
capsule,delayed (30 per 30 SOLUTAB ORAL (60 per 30
release(drlec) 10 days) TABLET,DISINT days)
mg, 20 mg EGRAT, DELAY
omeprazole oral 1 MO; QL REL 30 MG
capsule,delayed (60 per 30 PRILOSEC ORAL 3 MO; QL
release(drlec) 40 days) SUSP,DELAYED (120 per 30
mg RELEASE FOR days)
omeprazole-sodium 1 MO; QL RECON 10 MG
bicarbonate oral (30 per 30 PRILOSEC ORAL 3 MO; QL
capsule days) SUSP,DELAYED (480 per 30
omeprazole-sodium 4 MO:; QL RELEASE FOR days)
bicarbonate oral (30 per 30 RECON 2.5 MG
packet days) PROTONIX 3 MO; QL
pantoprazole oral 1 MO; QL ORAL (60 per 30
granules dr for susp (60 per 30 GRANULES DR days)
in packet days) FOR SUSP IN
pantoprazole oral 1 MO; QL PACKET
tablet,delayed (30 per 30 PROTONIX 3 MO; QL
release (drlec) 20 days) ORAL (30 per 30
mg TABLET,DELAY days)

ED RELEASE
(DR/EC) 20 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PROTONIX 3 MO;QL IMMUNOLO
ORAL (60 per 30 GY
TABLET,DELAY days) ’
ED RELEASE VACCINES /
(DR/EC) 40 MG BIOTECHNO
PYLERA 3 MO; QL LOGY
o e BIOTECHNOLO
Y GY DRUGS
rabeprazole oral 1 MO; QL
tablet,delayed (60 per 30 ACTIMMUNE 4  PA;MO
release (drlec) days) ARANESP (IN 4 PA; MO
sucralfate 1 MO POLESOSBATE)
: INJECTION
TALICIA 3 ?fgg %rL SOLUTION 100
180 d‘; ) MCG/ML, 200
VOQUEZNA 3 ST M(y) MEGML
Q oL (30 - ARANESP (IN 3 PA;MO
30 da S)p POLYSORBATE)
Y INJECTION
VOQUEZNA 3 MO; QL SOLUTION 25
DUAL PAK (1 12 per MCG/ML, 40
180 days) MCG/ML, 60
VOQUEZNA 3 MO;QL MCG/ML
TRIPLE PAK (112 per ARANESP (IN 3 PA;MO
180 days) POLYSORBATE)
ZEGERID ORAL 4  MO;QL INJECTION
CAPSULE 20-1.1 (30 per 30 SYRINGE 10
MG-GRAM days) MCG/0.4 ML, 100
ZEGERID ORAL 4 QL (30 per MCG/0.5 ML, 25
CAPSULE 40-1.1 30 days) MCG/0.42 ML, 40
MG-GRAM MCG/0.4 ML, 60

MCG/0.3 ML

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

POLYSORBATE) MINIQUICK

INJECTION SUBCUTANEOU

SYRINGE 150 S SYRINGE 0.2

MCG/0.3 ML, 200 MG/0.25 ML

MCG/0.4 ML, 300 GENOTROPIN 4  PA;MO

MCG/0.6 ML, 500 MINIQUICK

MCG/ML SUBCUTANEOU

ARCALYST 4 PA S SYRINGE 0.4

AVONEX 4 PA; MO; MG/0.25 ML, 0.6

INTRAMUSCUL QL (1 per MG/0.25 ML, 0.8

AR PEN 28 days) MG/0.25 ML, 1

INJECTOR KIT MG/0.25 ML, 1.2

AVONEX 4  PA; MO; ﬁgﬁg;g ﬁi }"6‘

INTRAMUSCUL QL (1 per MG/0.25 ML 1.8

AR SYRINGE 28 days) MG/0.25 ML’ 2'

KIT MG/0.25 ML

srraston A O §PAMO

SUBCUTANEOU QL (14 per &tgéﬁggplz 4 PAMO

S KIT 28 days) CARTRIDGE

EGRIFTA SV 4  PA;MO LEUKINE 4 PA MO

EPOGEN 3 PA; MO INJECTION

INJECTION RECON SOLN

SOLUTION 2,000 _

UNIT/ML, 20,000 NEULASTA 4  PA;MO

UNIT/2 ML, NEULASTA 4 PA; MO

20,000 UNIT/ML, ONPRO

3,000 UNIT/ML, NEUPOGEN 4  PA;MO

4,000 UNIT/ML NGENLA 4 PA;MO

FULPHILA 4 PAMO NIVESTYM 4 PA;MO

FYLNETRA 4 PA

GENOTROPIN 4  PA;MO

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

FLEXPRO SUBCUTANEOU QL (1 per

SUBCUTANEOU S SYRINGE 125 28 days)

S PEN INJECTOR MCG/0.5 ML

10 MG/1.5 ML (6.7 PLEGRIDY 4 PA;MO;

MG/ML), 15 SUBCUTANEOU QL (1 per

MG/1.5 ML (10 S SYRINGE 63 180 days)

MG/ML), 5 MCG/0.5 ML- 94

MG/1.5 ML (3.3 MCG/0.5 ML

MG/ML) PROCRIT 2 PA;MO

NORDITROPIN 4 PA INJECTION

FLEXPRO SOLUTION 10,000

SUBCUTANEOU UNIT/ML, 2,000

S PEN INJECTOR UNIT/ML, 3,000

30 MG/3 ML (10 UNIT/ML, 4,000

MG/ML) UNIT/ML

NUTROPIN AQ 4 PA; MO PROCRIT 4 PA: MO

NUSPIN INJECTION

NYVEPRIA 4  PA;MO SOLUTION 20,000

OMNITROPE 4  PA;MO UNIT/ML, 40,000

PEGASYS 4  MO;QL 4 UNIT/ML

SUBCUTANEOU per 28 days) REBIF (WITH 4 PA;MO;

S SOLUTION ALBUMIN) QL (6 per

PEGASYS 4 MO;QL(2 28 days)

SUBCUTANEOU per 28 days) REBIF 4 PA;MO;

S SYRINGE REBIDOSE QL (6 per

PLEGRIDY 4  PA;MO; ggggﬁ;‘;gg%% 28 days)

SUBCUTANEOU QL (1 per ) MCG/0.5 ML

S PEN INJECTOR 28 days) 14 MCG/0.S ML,

125 MCG/0.5 ML :

PLEGRIDY 4 PA; MO; REBIF 4 PAMO;

SUBCUTANEOU QL (1 per REBIDOSE QL (4.2 per

P SUBCUTANEOU 180 days)
S PEN INJECTOR 180 days) S PEN INJECTOR

63 MCG/0.5 ML-
94 MCG/0.5 ML

8.8MCG/0.2ML-22
MCG/0.5ML (6)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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REBIF 4 PA: MO; VACCINES /
TITRATION QL (4.2 per MISCELLANEO
PACK 180 days) usS
RELEUKO 3 PA: MO IMMUNOLOGI
SUBCUTANEOU CALS
S

ABRYSVO (PF) 1 A
RETACRIT 2 PA: MO
INJECTION ACTHIB (PF) 2
SOLUTION 10,000 ADACEL(TDAP 1 \4
UNIT/ML, 2,000 ADOLESN/ADUL
UNIT/ML, 20,000 T)(PF)
UNIT/2 ML, AREXVY (PF) 1 A%
20,000 UNTT/ML, BCG VACCINE, Y
3,000 UNIT/ML, LIVE (PF)
4,000 UNIT/ML

BEXSERO 1 \%
RETACRIT 4 PA: MO _
INJECTION BIVIGAM 4 PA: MO
SOLUTION 40,000 BOOSTRIX TDAP | A%
UNIT/ML DAPTACEL 2
SEROSTIM 4 PA: MO (DTAP
SUBCUTANEOU PEDIATRIC) (PF)
S RECON SOLN 4 DYSPORT 3 PA: MO
MG, 5 MG, 6 MG ENGERIX-B (PF) 1 PAV
SKYTROFA 4 PA; MO ENGERIX-B 1 PA; V
SOGROYA 4 PA; MO PEDIATRIC (PF)
STIMUFEND 4 PA; MO GAMMAGARD 4 PA; MO
UDENYCA 4 PA; MO LIQUID
UDENYCA 4 PA:; MO GAMMAGARD 4 PA; MO
AUTOINJECTOR S-D (IGA <1
UDENYCA 4  PA:MO MCG/ML)
ONBODY GAMMAKED 4 PA; MO
XOLREMDI 4  PA.LA INJECTION

. SOLUTION 1

ZIEXTENZO 4 PA: MO %)
ZOMACTON 3 PA; MO GAMMAPLEX 4 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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GAMMAPLEX 4 PA; MO MENQUADFI 1 \%

(WITH (PF)

SORBITOL) MENVEO A-C-Y- 1 \%

GAMUNEX-C 4 PA; MO W-135-DIP (PF)

INJECTION INTRAMUSCUL

SOLUTION 1 AR KIT

GRAM/10 ML (10 M-M-R I (PF) 1 Vv

%) OCTAGAM 4 PA; MO

GARDASIL 9 (PF) 1 v ODACTRA g PA: MO

Eié:{?ém i \1\;[0 PANZYGA 4 PA; MO

INTR AMUSCUL PEDIARIX (PF) 2

AR SYRINGE PEDVAX HIB 2

1,440 ELISA (PF)

UNIT/ML PENBRAYA (PF) 1 v

HAVRIX (PF) 2 PENTACEL (PF) 2

INTRAMUSCUL INTRAMUSCUL

AR SYRINGE 720 AR KIT 15LF-

ELISA UNIT/0.5 48MCG-62DU -10

ML MCG/0.5ML

HEPLISAV-B (PF) 1 PA; V PREHEVBRIO 1 PA;V

HIBERIX (PF) 2 (PF)

IMOVAX RABIES 1 % PRIORIX (PF) 1 \

VACCINE (PF) PRIVIGEN 4 PA; MO

INFANRIX 2 PROQUAD (PF) 2

(DTAP) (PF) QUADRACEL 2

IPOL 1 \Y (PF)

IXCHIQ (PF) 1 \Y RABAVERT (PF) 1 \%

IXIARO (PF) 1 V RAGWITEK 3 MO

JYNNEOS (PF) 1 PA; V RECOMBIVAX 1 PA;V

KINRIX (PF) 2 HB (PF)

MENACTRA (PF) 1V ROTARIX ORAL 2

INTRAMUSCUL SUSPENSION

AR SOLUTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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ROTARIX ORAL 1 VAQTA (PF) 2
SUSPENSION INTRAMUSCUL
FOR AR SYRINGE 25
RECONSTITUTI UNIT/0.5 ML
ON VAQTA (PF) 1V
ROTATEQ 2 INTRAMUSCUL
VACCINE AR SYRINGE 50
SHINGRIX (PF) 1  V;QL(2 UNIT/ML

per 720 VARIVAX (PF) Y

days) YF-VAX (PF) 1 \%
TDVAX - M MISCELLAN
TENIVAC (PF) 1V EOUS
TETANUS,DIPH 2
THERIA TOX SUPALIIGS
PED(PF) MISCELLANEO
TICOVAC 2 US SUPPLIES
INTRAMUSCUL NOVO PEN 2 PA;MO
AR SYRINGE 1.2 NEEDLE
MCG/0.25 ML 3D 5 PAMO
TICOVAC 2 v AUTOSHIELD
INTRAMUSCUL DUO PEN
AR SYRINGE 2.4 NEEDLE
MCG/0.5 ML BD INSULIN 2 PA;MO
TRUMENBA v SYRINGE (HALF
TWINRIX (PF) 1V UNIT)
TYPHIM VI 1V BD INSULIN 2 PA
VAQTA (PF) 2 SYRINGE
INTRAMUSCUL SYRINGE 1 ML
AR SUSPENSION 25 GAUGE X 58",
25 UNIT/0.5 ML IML25X1
VAQTA (PF) 1 \Y% BD INSULIN 2 PA; MO
INTRAMUSCUL SYRINGE U-500
AR SUSPENSION BD INSULIN 2  PA;MO
50 UNIT/ML SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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BD NANO 2ND 2 PA; MO DROPLET 3 PA
GEN PEN INSULIN
NEEDLE SYR(HALF
BD ULTRA-FINE 2  PA;MO UNIT) SYRINGE
MICRO PEN 0.5 ML 29
NEEDLE GAUGE X 1/2",
BD ULTRA-FINE 2 PA; MO 0.5 ML 30 "
GAUGE X 5/16",
MINI PEN
NEEDLE 0.5 ML 31
GAUGE X 15/64",
BD ULTRA-FINE 2 PA 0.5ML 30 GAUGE
NANO PEN X 15/64"
NEEDLE DROPLET 3 PA; MO
BD ULTRA-FINE 2 PA; MO INSULIN
SHORT PEN SYR(HALF
NEEDLE UNIT) SYRINGE
BD VEO 2 PA; MO 0.5 ML 30
INSULIN SYR GAUGE X 1/2",
(HALF UNIT) 0.5 ML 31
BD VEO 2 PA;MO GAUGE X 5/16"
INSULIN DROPLET 3 PA
SYRINGE UF INSULIN
CEQUR 2 MO SYRINGE
SIMPLICITY SYRINGE 0.3 ML
CEQUR 5 MO 29 GAUGE X 1/2",
SIMPLICITY 0.3 ML 30
INSERTER GAUGE X 15/64",
0.3 ML 30
PEN NEEDLES 3 PA GAUGE X 5/16",
(NON- 0.3 ML 31
PREFERRED GAUGE X 15/64",
BRANDS) 1 ML 29 GAUGE

X 1/2",1 ML 30
GAUGE X 15/64",
1 ML 30 GAUGE
X 5/16, 1 ML 31
GAUGE X 15/64"

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

This drug list was updated in August 2024.
111



Drug Name Drug Requiremen Drug Name Drug Requiremen
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DROPLET 3 PA; MO DROPSAFE PEN 3 PA
INSULIN NEEDLE
SYRINGE NEEDLE 31
SYRINGE 0.3 ML GAUGE X 3/16"
30 GAUGE X 172", GAUZE PADS 2 2 PA
0.3 ML 31 X2
GAUGE X 5/16", 1 INPEN (FOR :
ML 30 GAUGE X
. HUMALOG)
1/2", 1 ML 31 BLUE
GAUGE X 5/16
DROPLET 3 PA; MO ?gﬁii%%% >
MICRON PEN GREY
NEEDLE
DROPLET PEN 3 PA; MO INPEN (FOR >
HUMALOG)
NEEDLE PINK
NEEDLE 29
GAUGE X 1/2", 31 INPEN 3
GAUGE X 1/4", 31 (NOVOLOG OR
GAUGE X 3/16", FIASP) BLUE
31 GAUGE X INPEN 3
5/16", 32 GAUGE (NOVOLOG OR
X 1/4", 32 GAUGE FIASP) GREY
X 3/16", 32 INPEN 3
GAUGE X 5/32" (NOVOLOG OR
DROPLET PEN 3 PA FIASP) PINK
NEEDLE BD INSULIN 2 PA
NEEDLE 29 SYRINGE
GAUGE X 3/8 ’,,30 BD INSULIN 2 PA; MO
GAUGE X 5/16", SYRINGE
32 GAUGE X
5/16" NOVO PEN 2 PA; MO
DROPSAFE PEN 3 PA; MO NEEDLE
NEEDLE 32
NEEDLE GAUGE X 1/4"
NEEDLE 31
GAUGE X 1/4", 31 NOVO PEN 2 PA
GAUGE X 5/16" NEEDLE
NEEDLE 32
GAUGE X 1/5", 32
GAUGE X 1/6"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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OMNIPOD 5 G6 2  MO:;QL(1 PEN NEEDLES 3 PA
INTRO KIT (GEN per 720 (NON-
5) days) PREFERRED
OMNIPOD 5 G6 2 MO BRANDS)
PODS (GEN 5) TECHLITE 3 PA
OMNIPOD 5 G6- 2 QL (1 per INSULIN
G7 INTRO 720 days) SYRINGE
KT(GEN5) SYRINGE 1 ML
OMNIPOD 5 Gé. 5 29 GAUGE X 1/2
G7 PODS (GEN 5) TECHLITE 3 PA; MO
OMNIPOD DASH 2 QL (1 per Isf(i%g;
il)\ITRO KIT (GEN 720 days) SYRINGE 1 ML
30 GAUGE X 1/2",
OMNIPOD DASH 2 MO | ML 31 GAUGE
PODS (GEN 4) X 15/64", 1 ML 31
OMNIPOD GO 2 GAUGE X 5/16
PODS TECHLITE 3 PA
OMNIPOD GO 2 INSULN
PODS 10 SYR(HALF
UNITS/DAY UNIT) SYRINGE
OMNIPOD GO 2 0.3 ML 29
PODS 15 GAUGE X 1/2",
UNITS/DAY 0.3 ML 30 .
OMNIPOD GO 2 GAUGE X /16",
PODS 20 0.5 ML 30
UNITS/DAY GAUGE X 5/16
OMNIPOD GO 2
PODS 25
UNITS/DAY
OMNIPOD GO 2
PODS 30
UNITS/DAY
OMNIPOD GO 2
PODS 40
UNITS/DAY
BD PEN NEEDLE 2 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
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coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.
113



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

TECHLITE 3 PA; MO TRUEPLUS 3 PA; MO

INSULN INSULIN

SYR(HALF SYRINGE 0.3 ML

UNIT) SYRINGE 30 GAUGE X

0.3 ML 31 5/16", 0.3 ML 31

GAUGE X 15/64", GAUGE X 5/16",

0.3 ML 31 0.5 ML 29

GAUGE X 5/16", GAUGE X 1/2",

0.5 ML 30 0.5 ML 30

GAUGE X 1/2", GAUGE X 5/16",

0.5 ML 31 0.5 ML 31

GAUGE X 15/64", GAUGE X 5/16", 1

0.5 ML 31 ML 28 GAUGE X

GAUGE X 5/16" 1/2", 1 ML 29

TECHLITE PEN 3 PA;MO GAUGE X 172", 1

NEEDLE ML 30 GAUGE X

NEEDLE 29 5/16, 1 ML 31

GAUGE X 1/2", 31 GAUGE X 5/16

GAUGE X 3/16", TRUEPLUS PEN 3 PA

31 GAUGE X NEEDLE

5/16", 32 GAUGE NEEDLE 29

X 1/4", 32 GAUGE GAUGE X 172"

X 5/32" TRUEPLUS PEN 3 PA;MO

TECHLITE PEN 3 PA NEEDLE

NEEDLE NEEDLE 31

NEEDLE 29 GAUGE X 1/4", 31

GAUGE X 3/8", 31 GAUGE X 3/16",

GAUGE X 1/4", 32 31 GAUGE X

GAUGE X 5/16" 5/16", 32 GAUGE

TRUEPLUS 3 PA X 5/32"

INSULIN UNIFINE 3 PA; MO

SYRINGE 0.3 ML PENTIPS

29 GAUGE X 172", MAXFLOW

1/2 ML 28
GAUGE X 172"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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UNIFINE 3 PA; MO UNIFINE 3 PA; MO
PENTIPS ULTRA PEN
NEEDLE 29 NEEDLE
GAUGE X 172", 31 NEEDLE 31
GAUGE X 1/4", 31 GAUGE X 3/16"
GAUGE X 3/16", INSULIN 3 PA
31 GAUGE X SYRINGES
5/16", 32 GAUGE (NON-
X 1/4", 32 GAUGE PREFERRED
X 5/32", 33 BRANDS)
Silg:(l}fﬂz( = 3 PA;MO voo2 Vo
PENTIPS PLUS V-G0 30 MO
UNIFINE 3 PA V-GO 40 MO
PENTIPS PLUS MUSCULOSK
MAXFLOW ELETAL/
UNIFINE 3 PA RHEUMATO
SAFECONTROL
NEEDLE 30 LI
GAUGE X 3/16", GOUT
32 GAUGE X THERAPY
2132 allopurinol oral 1 MO
UNIFINE 3 PA/MO tablet 100 mg, 300
SAFECONTROL mg
gi%[()}IEE)S (; 16" ALLOPURINOL 3

ORAL TABLET
R S L 1
PEN NEEDLE colchicine 1 MO
UNIFINE 3 PA COLCRYS 3 ST; MO
ULTRA PEN febuxostat 1 MO
NEEDLE GLOPERBA 3 ST
gi%%I;EE )211/4” " MITIGARE 3 ST; MO
GAUGE X 5/16", probenecid 1 MO
32 GAUGE X probenecid- 1 MO
5/32" colchicine
ULORIC 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
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OSTEOPOROSI FOSAMAX PLUS 3 ST; MO;
S THERAPY D QL (4 per
ACTONEL ORAL ST; MO; . 28 days)
TABLET 150 MG QL (1 per ibandronate oral 1 MO; QL (1
30 days) per 30 days)
ACTONEL ORAL ST; MO; PROLIA 3 PAIMO;
TABLET 35 MG QL (4 per QL (1 per
28 days) 180 days)
alendronate oral MO; QL raloxifene 1 MO
solution (300 per 28 risedronate oral | MO; QL (1
days) tablet 150 mg per 30 days)
alendronate oral MO; QL risedronate oral 1 MO; QL (4
tablet 10 mg (30 per 30 tablet 35 mg, 35 mg per 28 days)
days) (12 pack), 35 mg (4
alendronate oral MO; QL (4 pack)
tablet 35 mg, 70 mg per 28 days) risedronate oral 1 MO; QL
ATELVIA ST: MO: tablet 5 mg (30 per 30
QL (4 per days)
28 days) risedronate oral 1 MO; QL (4
BINOSTO ST: MO: tablet,delayed per 28 days)
QL’ (4 pejr release (drlec)
28 days) TERIPARATIDE 4 PA; QL
EVENITY PA: MO: SUBCUTANEOU (2.48 per 28
SUBCUTANEOU QL (2.34 S PEN INJECTOR days)
S SYRINGE per 30 days) 20 MCG/DOSE
210MG/2.34ML ( (620MCG/2.48ML)
105MG/1.17MLX2 TYMLOS 4 PA; MO;
) QL (1.56
EVISTA MO per 30 days)
FORTEO PA: MO; OTHER
QL (2.4 per RHEUMATOLO
28 days) GICALS
FOSAMAX ST; MO; ABRILADA(CF) 4 PA; QL (6
ORAL TABLET QL (4 per PEN per 28 days)
70 MG 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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ABRILADA(CF) 4  PA;QL(2 ADALIMUMAB- 4  PA;QL(6
SUBCUTANEOU per 28 days) AATY per 28 days)
S SYRINGE KIT SUBCUTANEOU
20 MG/0.4 ML S SYRINGE KIT
ABRILADA(CF) 4  PA;QL(6 40 MG/0.4 ML
SUBCUTANEOU per 28 days) ADALIMUMAB- 4 PA; MO;
S SYRINGE KIT ADAZ QL (2.4 per
40 MG/0.8 ML 28 days)
ACTEMRA 4 PA; MO; ADALIMUMAB- 4 PA; MO;
ACTPEN QL (3.6 per ADBM QL (4 per
28 days) (PREFERRED 28 days)
ACTEMRA 4  PA; MO; NDCS
SUBCUTANEOU QL (3.6 per STARTING
S 28 days) WITH 00597)
ADALIMUMAB- 4 PA; MO; SUBCUTANEOU
AACF QL (6 S PEN INJECTOR
534 p)er KIT 40 MG/0.4
ays ML, 40 MG/0.8
ADALIMUMAB- 4  PA;QL(6 ML
AATY per 28 days) ADALIMUMAB- 4 PA;MO;
SUBCUTANEOU
S AUTO. ADBM QL (2 per
INJECTOR, KIT ggggERRED 28 days)
40 MG/0.4 ML STARTING
ADALIMUMAB- 4 PA; QL (3 WITH 00597)
AATY per 28 days) SUBCUTANEOU
SUBCUTANEOU S SYRINGE KIT
S AUTO- 10 MG/0.2 ML, 20
INJECTOR, KIT MG/0.4 ML
80 MG/0.8 ML ADALIMUMAB- 4 PA; QL (4
ADALIMUMAB- 4 PA; QL (2 ADBM per 28 days)
AATY per 28 days) (PREFERRED
SUBCUTANEOU NDCS
S SYRINGE KIT STARTING
20 MG/0.2 ML WITH 00597)
SUBCUTANEOU
S SYRINGE KIT
40 MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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ADALIMUMAB- 4  PA;MO; ADALIMUMAB- 4  PA;MO;

ADBM QL (4 per RYVK QL (6 per

(PREFERRED 28 days) SUBCUTANEOU 28 days)

NDCS S AUTO-

STARTING INJECTOR, KIT

WITH 00597) AMIJEVITA 4  PA;MO;

SUBCUTANEOU (PREFERRED QL (2.4 per

S SYRINGE KIT NDCS 28 days)

40 MG/0.8 ML STARTING

ADALIMUMAB- 4  PA;QL(6 WITH 55513)

ADBM(CF) PEN per 180 SUBCUTANEOU

CROHNS days) S AUTO-

(PREFERRED INJECTOR 40

NDCS MG/0.4 ML, 80

STARTING MG/0.8 ML

WITH 00597) AMIJEVITA 4 PA; MO;

ADALIMUMAB- 4  PA;QL4 (PREFERRED QL (4.8 per

ADBM(CF) PEN per 180 NDCS 28 days)

PS-UV days) STARTING

(PREFERRED WITH 55513)

NDCS SUBCUTANEOU

STARTING S AUTO-

WITH 00597) INJECTOR 40

ADALIMUMAB- 4  PA;QL(6 MG/0.8 ML

FKIJP per 28 days) AMIJEVITA 4 PA; MO;

SUBCUTANEOU (PREFERRED QL (0.4 per

S PEN INJECTOR NDCS 28 days)

KIT STARTING

ADALIMUMAB- 4  PA;QL(2 WITH 55513)

FKIJP per 28 days) SUBCUTANEOU

SUBCUTANEOU S SYRINGE 10

S SYRINGE KIT MG/0.2 ML, 20

20 MG/0.4 ML MG/0.2 ML

ADALIMUMAB- 4  PA;QL(6

FKJP per 28 days)

SUBCUTANEOU

S SYRINGE KIT

40 MG/0.8 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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AMJEVITA 4  PA; MO; CYLTEZO(CF) 4  PA;QL(4

(PREFERRED QL (0.8 per PEN PSORIASIS- per 180

NDCS 28 days) uv days)

STARTING CYLTEZO(CF) 4 PA;MO;

WITH 55513) SUBCUTANEOU QL (2 per

SUBCUTANEOU S SYRINGE KIT 28 days)

S SYRINGE 20 10 MG/0.2 ML, 20

MG/0.4 ML MG/0.4 ML

AMIJEVITA 4  PA;MO; CYLTEZO(CF) 4  PA;QL(4

(PREFERRED QL (2.4 per SUBCUTANEOU per 28 days)

NDCS 28 days) S SYRINGE KIT

STARTIN? 40 MG/0.4 ML

WITH 55513) CYLTEZO(CF) 4  PA; MO;

SUBCUTANEOU

S SYRINGE 40 SUBCUTANEOU QL (4 per

MG/0.4 ML S SYRINGE KIT 28 days)

: . 40 MG/0.8 ML

AMJEVIT 4  PA; MO; DEPEN 4 PA MO

(PREFERRED QL (4.8 per TITRATABS

NDCS 28 days)

STARTING ENBREL MINI 4 PA; MO;

WITH 55513) QL (8 per

SUBCUTANEOU 28 days)

S SYRINGE 40 ENBREL 4  PA; MO;

MG/0.8 ML SUBCUTANEOU QL (8 per

ARAVA 4 MO; QL S SOLUTION 28 days)
(30 per 30 ENBREL 4  PA; MO;
days) SUBCUTANEOU QL (8 per

BENLYSTA 4  PA;MO S SYRINGE 28 days)

SUBCUTANEOU ENBREL 4  PA; MO;

S SURECLICK QL (8 per

CUPRIMINE 4  PA; MO 28 days)

CYLTEZO(CF) 4 PA;MO; HADLIMA 4 PATMO;

PEN QL (4 per QL (4.8 per
28 days) 28 days)

CYLTEZO(CF) 4  PA;QL(6 HADLIMA 4 PA;MO;

PEN CROHN'S- per 180 PUSHTOUCH QL (4.8 per

UC-HS days) 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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HADLIMA(CF) 4  PA;MO; HUMIRA(CF) 4  PA;MO;
QL (2.4 per (PREFERRED QL (2 per
28 days) NDCS 28 days)
HADLIMA(CF) 4 PA;MO; STARTING
PUSHTOUCH QL (2.4 per WILH 00074
28 days) SUBCUTANEOU
HULIO(CF) PEN 4  PA;QL(6 ?Osﬁlgfo\llc’fdlflgo
SUBCUTANEOU per 28 days) MG/0.2 ML ’
S PEN INJECTOR :
KIT HUMIRA(CF) 4  PA;MO;
HULIO(CF) 4 PA;QL(2 §§§§ERRED %Ld?yls); }
SUBCUTANEOU per 28 days) STARTING
S SYRINGE KIT
20 MG/0.4 ML WITH 00079
SUBCUTANEOU
HULIO(CF) 4  PA;QL(6 S SYRINGE KIT
SUBCUTANEOU per 28 days) 40 MG/0.4 ML
S SYRINGE KIT HUMIRA(CF) 4 PA; MO;
40 MG/0.8 ML
PEN QL (4 per
HUMIRA 4 PA;MO; (PREFERRED 28 days)
(PREFERRED QL (4 per NDCS
NDCS 28 days) STARTING
STARTING WITH 00074)
WITH 00074) SUBCUTANEOU
SUBCUTANEOU S PEN INJECTOR
S SYRINGE KIT KIT 40 MG/0.4
40 MG/0.8 ML ML
HUMIRA PEN 4 PA; MO; HUMIRA(CF) 4 PA; MO;
(PREFERRED QL (4 per PEN QL (2 per
NDCS 28 days) (PREFERRED 28 days)
STARTING NDCS
WITH 00074) STARTING
WITH 00074)
SUBCUTANEOU
S PEN INJECTOR
KIT 80 MG/0.8
ML

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

HUMIRA(CF) 4 PA; MO; HYRIMOZ PEN 4 PA; MO;

PEN CROHNS- QL (3 per PSORIASIS QL (1.6 per

UC-HS 180 days) STARTER 180 days)

(PREFERRED (PREFERRED

NDCS NDCS

STARTING STARTING

WITH 00074) WITH 61314)

HUMIRA(CF) 4  PA;MO; HYRIMOZ(CF) 4  PA;MO;

PEN PEDIATRIC QL (4 per (PREFERRED QL (0.2 per

ucC 180 days) NDCS 28 days)

(PREFERRED STARTING

NDCS WITH 61314)

STARTING SUBCUTANEOU

WITH 00074) S SYRINGE 10

HUMIRA(CF) 4  PA; MO; MG/0.1 ML

PEN PSOR-UV- QL (3 per HYRIMOZ(CF) 4  PA;MO;

ADOL HS 180 days) (PREFERRED QL (0.4 per

(PREFERRED NDCS 28 days)

NDCS STARTING

STARTING WITH 61314)

WITH 00074) SUBCUTANEOU

HYRIMOZ 4  PA;QL S SYRINGE 20

(PREFERRED (3.2 per 28 MG/0.2 ML

NDCS days) HYRIMOZ(CF) 4  PAQL

STARTING (PREFERRED (1.6 per 28

WITH 61314) NDCS days)

HYRIMOZ PEN 4  PA;QL STARTING

(PREFERRED (3.2 per 28 WITH 61314)

NDCS days) SUBCUTANEOU

STARTING S SYRINGE 40

WITH 61314) MG/0.4 ML

HYRIMOZ PEN 4 PA; MO;

CROHN'S-UC QL (2.4 per

STARTER 180 days)

(PREFERRED

NDCS

STARTING

WITH 61314)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
HYRIMOZ(CF) 4 PA; MO; IDACIO(CF) 4 PA; MO;
PEDI CROHN QL (2.4 per QL (4 per
STARTER 180 days) 28 days)
(PREFERRED IDACIO(CF) PEN 4 PA; MO;
NDCS QL (4 per
STARTING 28 days)
WITH 61314) IDACIO(CF) PEN 4 PA; MO;
SUBCUTANEOU
CROHN-UC QL (6 per
S SYRINGE 80 STARTR 180 days)
MG/0.8 ML Y
HYRIMOZ(CF) 4 PA: MO: IDACIO(CF) PEN 4 PA; MO;
PSORIASIS QL (4 per
PEDI CROHN QL (1.2 per START 130 days)
STARTER 180 days) ays
(PREFERRED KEVZARA 4 PA; QL
NDCS SUBCUTANEOU (2.28 per 28
STARTING S PEN INJECTOR days)
WITH 61314) 150 MG/1.14 ML
SUBCUTANEOU KEVZARA 4 PA; MO;
S SYRINGE 80 SUBCUTANEOU QL (2.28
MG/0.8 ML- 40 S PEN INJECTOR per 28 days)
MG/0.4 ML 200 MG/1.14 ML
HYRIMOZ(CF) 4 PA; QL KEVZARA 4 PA; MO;
PEN (1.6 per 28 SUBCUTANEOU QL (2.28
(PREFERRED days) S SYRINGE per 28 days)
NDCS KINERET 4 PA; QL
STARTING (20.1 per 30
WITH 61314) days)
SUBCUTANEOU ; :
S PEN INJECTOR leflunomide 1 g(? : QI§0
40 MG/0.4 ML dayf)er
HYRIMOZ(CF) 4 PA; MO; OLUMIANT 4 PA: MO:
PEN QL (1.6 per QL (30 per
(PREFERRED 28 days) 04 P
NDCS ays)
STARTING ORENCIA 4 PA; MO;
WITH 61314) CLICKIJECT QL (4 per
SUBCUTANEOU 28 days)
S PEN INJECTOR
80 MG/0.8 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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Tier  ts/Limits Tier  ts/Limits
ORENCIA 4  PA;MO; SAVELLA ORAL 2  MO;QL
SUBCUTANEOU QL (4 per TABLET (60 per 30
S SYRINGE 125 28 days) days)
MG/ML SAVELLA ORAL 2 MO;QL
ORENCIA 4  PA; MO:; TABLETS,DOSE (55 per 180
SUBCUTANEOU QL (1.6 per PACK days)
S SYRINGE 50 28 days) SIMLANDI(CF) 4  PA; MO;
MG/0.4 ML AUTOINJECTOR QL (6 per
ORENCIA 4 PA; MO; 28 days)
SUBCUTANEOU QL (2.8 per SIMPONI 4 PA; MO:;
S SYRINGE 87.5 28 days) SUBCUTANEOU QL (3 per
MG/0.7 ML S PEN INJECTOR 28 days)
OTEZLA ORAL 4  PA; MO; 100 MG/ML
TABLET 30 MG QL (60 per SIMPONI 4 PA; MO;
30 days) SUBCUTANEOU QL (0.5 per
OTEZLA 4  PA; MO; S PEN INJECTOR 28 days)
STARTER ORAL QL (55 per 50 MG/0.5 ML
TABLETS,DOSE 180 days) SIMPONI 4 PA; MO;
PACK 10 MG (4)- SUBCUTANEOU QL (3 per
20 MG (4)-30 MG S SYRINGE 100 28 days)
(47) MG/ML
OTREXUP (PF) 3 MO SIMPONI 4  PA; MO;
penicillamine 4 PA; MO SUBCUTANEOU QL (0.5 per
RASUVO (PF) 3 MO S SYRINGE 50 28 days)
RIDAURA 4 MO MG/0.5 ML
RINVOQ ORAL 4  PA; MO; TOFIDENCE 4 lef)%eLr -3
TABLET QL (30 per days)
EXTENDED 30 days) Y
RELEASE 24 HR XELJANZ ORAL 4 PA; MO;
15 MG, 30 MG SOLUTION QL (480 per
RINVOQ ORAL 4  PA;MO; 24 days)
TABLET QL (84 per XELJANZ ORAL 4 PA; MO;
EXTENDED 180 days) TABLET QL (60 per
RELEASE 24 HR 30 days)
45 MG XELJANZ XR 4  PA; 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
YUFLYMA(CF) 4 PA; QL (3 camila 1 MO
Al CROHN'S-UC- per 180 CLIMARA 3 PA; MO:;
HS days) QL (4 per
YUFLYMA(CF) 4 PA; QL (4 28 days)
AUTOINJECTOR per 28 days) CLIMARA PRO 3 PA;: MO
gli%(;r%TANEOU COMBIPATCH 3 PA; MO
INJECTOR, KIT TRANSDERMAL
40 MG/0.4 ML PATCH
i SEMIWEEKLY
YUFLYMA(CF) 4  PA;QL(2 0.05-0.14 MG/24
AUTOINJECTOR per 28 days) HR
gli%%%TANEOU COMBIPATCH 3 PA
INJECTOR, KIT TRANSDERMAL
80 MG/0.8 ML PATCH
i SEMIWEEKLY
YUFLYMA(CF) 4 PA; QL (2 0.05-0.25 MG/24
SUBCUTANEOU per 28 days) HR
S SYRINGE KIT CRINONE 3 MO
20 MG/0.2 ML VAGINAL GEL 4
YUFLYMA(CF) 4 PA; QL (4 %
SUBCUTANEOU per 28 days) :
S SYRINGE KIT Siggﬁﬁ GEL 8 3 PA; MO
40 MG/0.4 ML Y
0
YUSIMRY(CF) 4 PA; QL .
PEN (4.8 per 28 deblitane 1 MO
days) DELESTROGEN 3 MO
INTRAMUSCUL
OBSTETRICS AR OIL 10
/ MG/ML, 20
GYNECOLOG MG/ML
\% DEPO- 3
ESTROGENS / ESTRADIOL
PROGESTINS DEPO-PROVERA 3 MO
INTRAMUSCUL
ACTIVELLA PA; MO AR SUSPENSION
ANGELIQ PA; MO 150 MG/ML
BIJUVA PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
DEPO-PROVERA 3 MO estradiol 1 PA; MO;
INTRAMUSCUL transdermal gel in QL (30 per
AR SYRINGE packet 0.25 mgl0.25 30 days)
DEPO-SUBQ 2 MO gram (0.1%), 0.5
PROVERA 104 mgl0.5 gram (0.1
0
DIVIGEL 3 PA;MO; /rﬁl ’mO ' (705 70”})/0' 175
TRANSDERMAL QL (30 per "i y ran;z ( 5 ] %)
GEL IN PACKET 30 days) &g L
0.25 MG/0.25 estradiol 1 PA; MO;
GRAM (0.1 %), 0.5 transdermal gel in QL (37.5
MG/0.5 GRAM packet 1.25 mgll1.25 per 30 days)
(0.1 %), 0.75 gram (0.1%)
MG/0.75 GRAM estradiol 1 PA; MO;
(0.1%), 1 transdermal patch QL (8 per
MG/GRAM (0.1 semiweekly 28 days)
%0) estradiol 1 PA; MO;
DIVIGEL 3 PA; MO; transdermal patch QL (4 per
TRANSDERMAL QL (37.5 weekly 28 days)
GEL IN PACKET per 30 days) estradiol vaginal 1 MO
éjs Al\l/\[/[G(/Ol 12 f/) estradiol valerate 1 MO
5 : ) ) estradiol- 1 PA; MO
dotti : I())?: (1;/[1?6} norethindrone acet
28 days) ESTRING ST; MO
DUAVEE % MO EVAMIST PA; MO;
ELESTRIN 3 PA; MO; QL (16.2
QL (70 per per 30 days)
30 days) FEMRING 3 ST; MO
errin 1 MO fyavoly 1 PA; MO
ESTRACE 3 ST; MO heather I MO
VAGINAL IMVEXXY 2 MO
estradiol oral 1 PA; MO MAINTENANCE
estradiol 1 PA; MO; PACK
transdermal gel in QL (50 per IMVEXXY 2 MO
metered-dose pump 30 days) STARTER PACK
incassia 1 MO
Jjinteli 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
lyleq 1 MO VAGIFEM 3 ST; MO
Iyllana | PA; MO; VIVELLE-DOT 3 PA; MO;
QL (8 per QL (8 per
28 days) 28 days)
lyza 1 yuvafem 1 MO
medroxyprogesteron 1 MO MISCELLANEO
e US OB/GYN
MENEST PA; MO ANNOVERA MO
MENOSTAR PA; MO; CLEOCIN MO
QL (4 per VAGINAL
28 days) 5 .
: _ clindamycin 1 MO
mimvey 1 PA; MO phosphate vaginal
MINIVELLE 3 PA; MO; CLINDESSE 3 MO
QL (8 per ; 1 MO
28 days) cruryng
P { MO enilloring 1 MO
rorethindrone 1 elonogestrel—ethmyl 1
(contraceptive) estradiol
norethindrone | MO GYNAZOLE-1 : MO
acetate haloette 1 MO
norethindrone ac- 1 PA; MO INTRAROSA 3 MO
eth estradiol oral KYLEENA 3
tablet 0.5-2.5 mg- LILETTA 2 MO
, 1-5 mg-
mee me-ncg metronidazole 1 MO
PREMARIN 2 MO vaginal gel 0.75 %%
ORAL (37.5mgl5 gram)
PREMARIN 2 MO miconazole-3 1 MO
VAGINAL vaginal suppository
PREMPHASE 2 MO MIRENA 3
PREMPRO 2 MO MYFEMBREE 4  PA;MO
progesterone 1 MO NEXPLANON 2
. —od
icromze norelgestromin- 1
PROMETRIUM MO ethin.estradiol
PROVERA MO NUVARING 3 MO
sharobel 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ORIAHNN 4 PA; MO cryselle (28) | MO
OSPHENA 3 MO cyred eq 1 MO
PHEXXI 3 MO desog- 1
SKYLA 3 e.estradiolle.estradi
terconazole 1 MO ol
e xamic acid I MO desoge.strel-ethinyl 1
oral estradiol
vandazole I MO dolishale 1 MO
VEOZAH 3 PA: MO drospirenone- 1 MO
’ e.estradiol-Im.fa
XACIATO 3 ST; MO oral tablet 3-0.02-
xulane 1 MO 0.451 mg (24) (4)
zafemy 1 MO drospirenone-ethinyl 1 MO
ORAL estradiol oral tablet
CONTRACEPTI 3-0.02mg
VES /| RELATED drospirenone-ethinyl 1
AGENTS estradiol oral tablet
3-0.03 mg
altavera (28) 1 MO enpresse 1 MO
alyacen 1135 (28) 1 MO enskyce 1 MO
amethia 1 estarylla 1 MO
apri ! MO ethynodiol diac-eth 1
aranelle (28) 1 MO estradiol
ashlyna 1 MO falmina (28) 1 MO
aubra eq 1 MO finzala 1 MO
aviane 1 MO gemmily 1 MO
BALCOLTRA 3 MO hailey 24 fe 1 MO
balziva (28) 1 MO iclevia 1
BEYAZ 3 MO introvale 1
blisovi 24 fe 1 MO isibloom 1 MO
blisovi fe 1.5/30 1 MO Jasmiel (28) 1 MO
(28) Joyeaux 1 MO
briellyn 1 MO “uleber 1 MO
camrese lo 2 MO Jjunel 1.5130 (21) I MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Junel 1/120 (21) | MO levonorgestrel- |
junel fe 1.5/30 (28) 1 MO ethyIO e}vfrf(t)do(;ml
: tablet 0.15-0.03 mg,
junel fe 1/120 (28) 1 MO 90-20 meg (28)
Jjunel fe 24 1 MO

- levonorgestrel- 1
kaitlib fe 1 MO ethinyl estrad oral
kariva (28) 1 MO tablets,dose pack,3
kelnor 1/35 (28) 1 MO month
kelnor 1-50 (28) 1 MO levonorg-eth estrad 1
kurvelo (28) 1 MO triphasic

. levora-28 1 MO

[ norgestle.estradiol- 1
e.estrad oral LO LOESTRIN 3 MO
tablets,dose pack,3 FE
month 0.1 mg-20 LOESTRIN 1.5/30 3 MO
mcg (84)110 mcg (21)
(7),0.15 mg-30 LOESTRIN 1/20 3 MO
mcg (84)110 mcg (21)
(7) LOESTRIN FE 3 MO
[ norgestle.estradiol- 1 MO 1.5/30 (28-DAY)
bt dove pack.3 LOESTRINFE [ MO
month 0.15 mg-20 1720 (28-DAY)
megl 0.15 mg-25 loryna (28) 1 MO
mcg low-ogestrel (28) 1 MO
larin 1.5/30 (21) 1 MO lutera (28) 1 MO
larin 1120 (21) | MO marlissa (28) | MO
larin fe 1.5/30 (28) | MO merzee | MO
larin fe 1/20 (28) | MO mibelas 24 fe | MO
layolis fe 1 MO microgestin 1.5/30 1 MO
lessina 1 MO (21)
levonest (28) 1 MO microgestin 1/20 1 MO
levonorgestrel- 1 MO (2‘]) :
ethinyl estrad oral microgestin 24 fe 1
tablet 0.1-20 mg- microgestin fe 1 MO
mcg 1.5/30 (28)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer 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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microgestin fe 1/120 1 MO nortrel 71717 (28) 1 MO
(28) nylia 1135 (28) 1 MO
mili 1 MO nylia 71717 (28) 1 MO
NATAZIA 3 MO nymyo 1
necon 0.5/35 (28) 1 MO ocella 1 MO
NEXTSTELLIS 3 MO pimtrea (28) 1 MO
nikki (28) 1 MO portia 28 1 MO
noreth-ethinyl 1 reclipsen (28) 1 MO
estradz‘ol-lron rivelsa 1 MO
norethmdr.one ac- 1 MO SAFYRAL 3 MO
eth estradiol oral :
tablet 1-20 mg-mcg setlakin 1 MO
norethindrone- 1 sprintec (28) 1 MO
e.estradiol-iron oral Sronyx 1 MO
capsule syeda 1 MO
no"ethi’;d’;‘me' l 1 tarina 24 fe 1 MO
e.estradiol-iron ora ;
tablet 1 mg-20 mcg t(c;r;)aafe 120 ¢q ! MO
(21)175mg (7), 1- —
20(5)11-30(7) tilia fe 1 MO
/Img-35mcg (9) tri-estarylla | MO
norethindrone- 1 tri-legest fe | MO
e.estradiol-iron oral tri-lo-estarylla 1 MO
tablet,chewable : :

tri-lo-sprintec 1
norgestimate-ethinyl | iomili 1
estradiol oral tablet ”‘_ml !
0.18/0.215/0.25 mg- tri-nymyo 1
25 mceg, 0.25-35 mg- tri-sprintec (28) | MO
mcg trivora (28) 1 MO
norgestimate-ethinyl 1 MO tri-vylibra 1 MO
estradiol oral tablet rivvlibra | 1 MO
0.1810.215/0.25 mg- ri-vynbra o
35 meg (28) turqoz (28) 1 MO
nortrel 0.5/35 (28) 1 MO tydemy 1
nortrel 1135 (21) 1 MO velivet triphasic I MO
nortrel 1135 (28) I MO regimen (28)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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vestura (28) 1 MO moxifloxacin 1 MO
vienva 1 MO ophthalmic (eye)
vyfemla (28) 1 MO er)SA
vylibra 1 MO NAT C_:YN ‘;’ MO

neomycin-
wymzya fe ! MO bacitracin-
YASMIN (28) 3 MO polymyxin
YAZ (28) 3 MO neomycin- | MO
zovia 1-35 (28) 1 MO polymyxin-
OPHTHALM gramicidin
OLOGY neo-polycin 1
OCUFLOX 3 MO
ANTIBIOTICS ofloxacin 1 MO
AZASITE 3 MO ophthalmic (eye)
bacitracin 1 MO polycin 1
ophthalmic (eye) polymyxin b sulf- 1 MO
bacitracin- 1 MO trimethoprim
polymyxin b tobramycin 1 MO; QL
BESIVANCE 3 MO ophthalmic (eye) (10 per 14
CILOXAN 3 MO days)
OPHTHALMIC TOBREX 3 MO; QL
(EYE) OPHTHALMIC (3.5 per 14
OINTMENT (EYE) days)
ciprofloxacin hcl 1 MO OINTMENT
ophthalmic (eye) VIGAMOX 3 MO
erythromycin 1 MO; QL ANTIVIRALS
] : 14

ophthalmic (eye) Saisl;er rifluridine 1 MO
gatifloxacin 1 MO ZIRGAN . MO
gentamicin 1 MO; QL BETA-
ophthalmic (eye) (70 per 30 BLOCKERS
drops days) betaxolol | MO
levofloxacin 1 ophthalmic (eye)
ophthalmic (eye) BETIMOL MO
drops 0.5 %% BETOPTIC S MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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carteolol | MO MIEBO (PF) 2 MO; QL
ISTALOL 3 MO (12 per 30
levobunolol 1 MO days)
ophthalmic (eye) OXERVATE 4 PA; MO
drops 0.5 %% PHOSPHOLINE 3
timolol maleate (pf) 1 MO IODIDE
timolol maleate 1 MO pilocarpine hcl 1 MO
ophthalmic (eye) ophthalmic (eye)
0 0 0
TIMOPTIC 3 MO drops 176, 275, 47
OCUDOSE (PF) RESTASIS 3 MO; QL
MISCELLANEO g)ygef 30
US
RESTASIS 3 MO; QL
OPHTHALMOL ’
MULTIDOSE 5.5
OGICS v (3.5 per 30
days)
ALOMIDE 3 MO sulfacetamide 1 MO
atropine ophthalmic | MO sodium ophthalmic
(eye) drops 1 % (eye) drops
azelastine | MO sulfacetamide 1
ophthalmic (eye) sodium ophthalmic
bepotastine besilate 1 MO (eye) ointment
BEPREVE 3 MO sulfacetamide- 1 MO
BYOOVIZ 4 PA- MO prednisolone
CEQUA 3 MO: QL TYRVAYA 3 MO; QL
(8.4 per 30
(60 per 30
days) days)
VEVYE 3 MO; QL (2
cromolyn 1
; per 30 days)
ophthalmic (eye)
; VUITY 3 PA; MO
cyclosporine 1 MO; QL
ophthalmic (eye) (60 per 30 XDEMVY 4 PA; QL (10
days) per 42 days)
CYSTADROPS 4 PA XIIDRA 2 MO;QL
CYSTARAN 4 PA 51621(; S)er 30
epinastine | MO
LACRISERT 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 viii. 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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COSOPT (PF) 3 MO
dorzolamide 1
dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
(pf) ophthalmic

ACULAR 3 MO (eye) dropperette

ACULAR LS 3 MO IYUZEH (PF) 3 ST; MO

ACUVAIL (PF) 3 MO latanoprost 1 MO

bromfenac 1 MO LUMIGAN 2 MO

BROMSITE 3 MO ?EI;HE?II)%%\;;C

diclofenac sodium 1 MO 0.01 %

ophthalmic (eye)

_ : RHOPRESSA 2 MO
Sflurbiprofen sodium 1 MO ROCKLATAN o MO
ILEVRO 3 MO
ketorolac 1 MO SIMBRINZA 2 MO
ophthalmic (eye) tafluprost (pf) 1 MO
NEVANAC 3 MO TRAVATAN Z 3 ST; MO
PROLENSA 3 MO travoprost 1 MO

VYZULTA 3 ST:MO

XALATAN 3 ST; MO

XELPROS 3 ST
acetazolamide 1 MO ZIOPTAN (PF) 3 ST; MO

methazolamide 1 MO

AZOPT 3 MO MAXITROL 3 MO

neomycin- 1 MO

bimat t 1 MO
imaiopros bacitracin-poly-hc

ophthalmic (eye)

brimonidine-timolol 1 MO reomy cin_- ! MO
: : polymyxin b-

brinzolamide 1 MO dexameth

COMBIGAN 3 MO

COSOPT 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
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neomycin- 1 MO PRED MILD 3 MO
POZ/VhWJ/IXi’?'hC prednisolone acetate 1 MO
ophtha mz.c (eye) prednisolone sodium 1 MO
neo-polycin hc 1 phosphate
TOBRADEX 2 MO; QL ophthalmic (eye)
OPHTHALMIC (3.5 per 14 SYMPATHOMI
OINTMENT €5
tobramycin- 1 MO; QL ALPHAGANP 3 MO
dexamethasone (10 per 14 apraclonidine 1 MO
days) brimonidine 1 MO
ZYLET 3 MO:; QL ophthalmic (eye)
(10 per 14 IOPIDINE 3 MO
days) OPHTHALMIC
STEROIDS (EYE)
DROPPERETTE
ALREX - e RESPIRATOR
dexamethasone 1 MO
sodium phosphate Y AND
ophthalmic (eye) ALLERGY
diftuprednate MO ANTIHISTAMI
DUREZOL MO NE /
EYSUVIS PA; MO; ANTIALLERGE
QL (8.3 per NIC AGENTS
14 days) AUVI-Q 3 QL(2per
fluorometholone 1 MO 30 days)
FML FORTE 3 MO cetirizine oral 1 MO
FML LIQUIFILM 3 MO solution 1 mglml
INVELTYS 2 MO CLARINEX 3 MO; QL
LOTEMAX 3 MO ORAL TABLET (30 per 30
LOTEMAX SM 3 MO days)
CLARINEX-D 12 3 QL (60 per
loteprednol 1 MO HOUR 30 days)
etabonate :
MAXIDEX 3 MO desloratadine 1 ?;I(;)I; e?]_;,()
PRED FORTE 3 MO days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EPINEPHRINE 3 MO; QL (2 ADCIRCA 4 PA; MO;
INJECTION per 30 days) QL (60 per
AUTO- 30 days)
INJECTOR 0.15 ADEMPAS 4  PA; MO;
MG/0.15 ML LA; QL (90
epinephrine injection 1 MO; QL (2 per 30 days)
auto-injector 0.15 per 30 days) ADVAIR DISKUS 3 MO; QL
mgl0.3 ml, 0.3 (60 per 30
mgl0.3 ml days)
(manujactured by ADVAIR HFA 2 MO:QL
mylan specialty) (12 I;Gr 30
EPINEPHRINE 3 QL (2 per days)
LBSES_TION 30 days) AIRDUO 3 ST:QL(l
INJECTOR 0.3 DIGIHALER per 30 days)
MG/0.3 ML AIRDUO 3 ST; MO;
(MANUFACTUR RESPICLICK QL (1 per
ED BY MYLAN 30 days)
SPECIALTY) AIRSUPRA 3 ST; MO;
EPIPEN 2-PAK 3 QL(2per QL (32.1
30 days) per 30 days)
EPIPEN JR 2-PAK 3 QL (2 per albuterol sulfate 1 MO; QL
30 days) inhalation hfa (17 per 30
hydroxyzine hcl oral 1 PA; MO ZZO/S;;ZZ;%Z %0 days)
tablet &
levocetirizine oral 1 MO qlbutergl sulfate ! QL (13.4
. inhalation hfa per 30 days)
solution :
aerosol inhaler 90
levocetirizine oral 1 MO; QL meglactuation
tablet (30 per 30 package size 6.7 gm
days) ALBUTEROL 3 ST;QL (36
promethazine oral 1 PA; MO SULFATE per 30 days)
PULMONARY INHALATION
AGENTS HFA AEROSOL
: INHALER 90
acetylcysteine 1 PA; MO MCG/ACTUATIO
N (NDA020983)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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albuterol sulfate 1 PA; MO ARNUITY 3 ST; MO;
inhalation solution ELLIPTA QL (30 per
for nebulization 0.63 30 days)
mgl3 ml, 1.25 mgl3 ASMANEX HFA 2 MO;QL
ml, 2.5 mg /3 ml (13 per 30
(0.083%), 2.5 days)
mgl0.5 mi ASMANEX 2 MO;QL(1
albuterol sulfate 1 MO TWISTHALER per 30 days)
oral syrup INHALATION
albuterol sulfate 1 MO AEROSOL
oral tablet POWDR
ALVESCO 2 MO:;QL BREATH
INHALATION (12.2 per 30 ACTIVATED 110
HFA AEROSOL days) MCG/
INHALER 160 ACTUATION
MCG/ACTUATIO (30), 220 MCG/
N ACTUATION (30)
ALVESCO 2 MO:; QL ASMANEX 2 MO; QL (2
INHALATION (6.1 per 30 TWISTHALER per 30 days)
HFA AEROSOL days) INHALATION
INHALER 80 AEROSOL
MCG/ACTUATIO POWDR
N BREATH
alyq 4 PA: QL (60 ACTIVATED 220
MCG/
per 30 days) ACTUATION
ambrisentan 4 PA; MO; (120)
LA; QL (30 ASMANEX 2 QL(I per
per 30 days) TWISTHALER 30 days)
ANORO 3 ST; MO; INHALATION
ELLIPTA QL (60 per AEROSOL
30 days) POWDR
arformoterol 1 PA; MO; BREATH
QL (120 per ACTIVATED 220
30 days) MCG/
ARMONAIR 3 ST;QL(l ACTUATION (60)
DIGIHALER per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
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ATROVENT HFA MO:; QL budesonide PA; MO;
(25.8 per 30 inhalation QL (60 per
days) suspension for 30 days)
azelastine- MO; QL nebulization 1 mg/2
fluticasone (23 per 30 ml
days) budesonide- QL (10.2
BERINERT PA; MO formoterol per 30 days)
INTRAVENOUS CINRYZE PA; MO
KIT COMBIVENT MO; QL (8
BEVESPI MO; QL RESPIMAT per 30 days)
AEROSPHERE (10.7 per 30 cromolyn inhalation PA; MO
days) DALIRESP PA; MO;
bosentan PA; MO; QL (30 per
LA; QL (60 30 days)
per 30 days) DUAKLIR ST; MO;
BREO ELLIPTA MO; QL PRESSAIR QL (1 per
(60 per 30 30 days)
days) DULERA MO; QL
breyna MO; QL (13 per 30
(10.3 per 30 days)
days) DYMISTA MO; QL
BREZTRI MO; QL (23 per 30
AEROSPHERE (10.7 per 30 days)
days) ESBRIET ORAL PA; MO;
BROVANA PA; MO; CAPSULE QL (270 per
QL (120 per 30 days)
30 days) ) -

: ESBRIET ORAL PA; MO;
budesonide PA; MO; TABLET 267 MG QL (270 per
inhalation QL (120 per 30 days)
sspension jor 30 days) ESBRIET ORAL PA; MO;

) TABLET 801 MG QL (90 per
mgl2 ml, 0.5 mg/2
il 30 days)
FASENRA PEN PA; MO;
QL (1 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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FASENRA 4 PA; MO; FLUTICASONE 3 ST; MO;
SUBCUTANEOU QL (0.5 per PROPIONATE QL (24 per
S SYRINGE 10 28 days) INHALATION 30 days)
MG/0.5 ML HFA AEROSOL
FASENRA 4  PA;MO; INHALER 220
SUBCUTANEOU QL (1 per MCG/ACTUATIO
S SYRINGE 30 28 days) N
MG/ML FLUTICASONE 3 ST; MO;
FIRAZYR 4 PA; MO PROPIONATE QL (10.6
A - INHALATION per 30 days)
flunisolide 1 ?;I(?’glgo HFA AEROSOL
dayf) INHALER 44
MCG/ACTUATIO
FLUTICASONE 3 ST; MO; N
FUROATE- QL (60 per - )
VILANTEROL 30 days) Jluticasone I MO:QL
propionate nasal (16 per 30
FLUTICASONE 3 ST; MO; days)
PROPIONATE QL (60 per : :
INHALATION 30 days) FLUTICASONE 3 ST; MO:;
BLISTER WITH PROPION- QL (1 per
DEVICE 100 SALMETEROL 30 days)
INHALATION
11\\1/1(;5(0}/ACTUATIO AEROSOL
’ POWDR
11\\I/ICG/ACTUATIO BREATH
FLUTICASONE 3 ST; MO ACTIVATED
PROPIONATE QL’ 2 40’per fluticasone propion- | MO; QL
INHALATION 30 days) salmeterol (60 per 30
BLISTER WITH inhalation blister days)
DEVICE 250 with device
MCG/ACTUATIO FLUTICASONE 3 ST; MO;
N PROPION- QL (12 per
FLUTICASONE 3 ST; MO: SALMETEROL 30 days)
PROPIONATE QLll2pe  INHALATION
INHALATION 30 days) INHALER
HFA AEROSOL
INHALER 110 formoterol fumarate 1 PA; MO;
MCG/ACTUATIO QL (120 per
N 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
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HAEGARDA 4 PA; MO; NUCALA 4 PA; MO;
LA SUBCUTANEOU LA; QL (3
icatibant 4 PA; MO S SYRINGE 100 per 28 days)
INCRUSE 3 ST; MO; MG/ML
ELLIPTA Q0P UBCUTANEOU AL
30 days) ;
; ; S SYRINGE 40 (0.4 per 28
ipratropium | PA; MO
bromide inhalation MG/0.4 ML days)
ipratropium- 1 PA; MO OFEV 4 g}‘:’ (z/IOO,er
albuterol 30 days)p
KALYDECO 4 PA; MO; OMNARIS 3 ST: MO:
QL (56 per QL (12.5
28 days) per 30 days)
LETAIRIS 4 PA; MO; OPSUMIT 4 PA- MO
LA; QL (30 LA: QL (30
per 30 days) per,30 days)
levalbuterol hel 1 PA; MO OPSYNVI 4 PA- MO:
LEVALBUTERO 3 ST;MO; QL (30 per
L TARTRATE QL (30 per 30 days)
30 days) ORKAMBIORAL 4  PA: MO:
LIQREV 4 PA;MO; GRANULES IN QL (56 per
QL (244 per PACKET 28 days)
30 days) ORKAMBIORAL 4  PA; MO
mometasone nasal 1 MO; QL TABLET QL (112 per
(34 per 30 28 days)
days) ORLADEYO 4  PA;LA
montelukast . PERFOROMIST 4 PA;MO;
NUCALA 4 PA; MO; QL (120 per
SUBCUTANEOU LA; QL (3 30 days)
Ish%gg](?g)R per 28 days) pirfenidone oral 4 PA; MO;
capsule QL (270 per
NUCALA 4 PA; MO; 30 days)
SUBCUTANEOU LA; QL (3 pirfenidone oral 4 PA; MO;
S RECON SOLN per 28 days) tablet 267 mg QL (270 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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PIRFENIDONE 4 PA; QL (90 PULMICORT 3 PA; MO;
ORAL TABLET per 30 days) INHALATION QL (60 per
534 MG SUSPENSION 30 days)
pirfenidone oral 4 PA; MO; FOR
tablet 801 mg QL (90 per NEBULIZATION

30 days) 1 MG/2 ML
PROAIR 3 ST; QL (2 PULMOZYME 4 PA; MO
DIGIHALER per 30 days) QNASL NASAL 3 ST; MO;
PROAIR 3 ST; MO; HFA AEROSOL QL (6.8 per
RESPICLICK QL (2 per INHALER 40 30 days)
30 days) MCG/ACTUATIO
PULMICORT 2 MO:; QL (2 N
FLEXHALER per 30 days) QNASL NASAL 3 ST:MO;
INHALATION HFA AEROSOL QL (10.6
AEROSOL INHALER 80 per 30 days)
POWDR MCG/ACTUATIO
BREATH N
ACTIVATED 180 QVAR 2 MO;QL
MCG/ACTUATIO REDIHALER (10.6 per 30
N INHALATION days)
PULMICORT 2 MO;QL( HFA AEROSOL
FLEXHALER per 30 days) BREATH
INHALATION ACTIVATED 40
AEROSOL MCG/ACTUATIO
POWDR N
BREATH QVAR 2 MO;QL
ACTIVATED 90 REDIHALER (21.2 per 30
MCG/ACTUATIO INHALATION days)
N HFA AEROSOL
PULMICORT 3 PA;MO; BREATH
INHALATION QL (120 per ACTIVATED 80
SUSPENSION 30 days) MCG/ACTUATIO
FOR N
NEBULIZATION REVATIO ORAL 4 PA; MO;
0.25 MG/2 ML, 0.5 SUSPENSION QL (224 per
MG/2 ML FOR 30 days)
RECONSTITUTI
ON

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
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REVATIO ORAL 4 PA; MO; SYMBICORT 3 ST; MO;
TABLET QL (90 per QL (10.2
30 days) per 30 days)
roflumilast 1 PA; MO; SYMDEKO 4 PA; MO;
QL (30 per QL (56 per
30 days) 28 days)
RUCONEST 4 PA; MO tadalafil 4 PA; QL (60
RYALTRIS 3 ST: MO; (pulmonary arterial per 30 days)
QL (29 per hypertension) oral
30 days) tablet 20 mg
sajazir 4  PA;MO TADLIQ 4  PA;MO;
SEREVENT 3 ST;MO; %L d(josg pet
DISKUS QL (60 per Y
TAKHZYRO 4 PA; MO;
30 days)
sildenafil 4 PA; MO; : LA
(pulmonary arterial QL (224 per terbutaline oral 1 MO
hypertension) oral 30 days) TEZSPIRE 4 PA; MO;
suspension for QL (1.91
reconstitution 10 per 30 days)
mglml THEO-24 3 MO
sildenafil 1 PA; MO; theophylline oral 1
(pulmonary arterial QL (90 per solution
ZJ; bp le;rttgigs’lan) oral 30 days) theophylline oral 1 MO
& tablet extended
SINGULAIR 3 MO release 12 hr
SPIRIVA 2 MO; QL (4 theophylline oral 1 MO
RESPIMAT per 30 days) tablet extended
SPIRIVA WITH 3 ST; MO; release 24 hr
HANDIHALER QL (90 per tiotropium bromide 1 QL (90 per
90 days) 90 days)
STIOLTO 2 MO;QL (4 TRACLEER 4  PA;MO;
RESPIMAT per 30 days) ORAL TABLET LA; QL (60
STRIVERDI 2 MO; QL (4 per 30 days)
RESPIMAT per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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TRACLEER 4 PA; MO; TYVASO DPI 4 PA; MO;
ORAL TABLET LA; QL INHALATION QL (112 per
FOR (112 per 28 CARTRIDGE 28 days)
SUSPENSION days) WITH INHALER
TRELEGY 2 MO;QL 16 MCG, 32 MCG,
ELLIPTA (60 per 30 48 MCG, 64 MCG
days) TYVASO DPI 4 PA; MO;
ORAL QL (56 per CARTRIDGE 180 days)
GRANULES IN 28 days) WITH INHALER
PACKET, 16(112)-32(112) -
SEQUENTIAL 48(28) MCG
TRIKAFTA 4 PA; MO; TYVASO DPI 4 PA; MO;
ORAL TABLETS, QL (84 per INHALATION QL (224 per
SEQUENTIAL 28 days) CARTRIDGE 28 days)
TUDORZA 3 ST; MO; ?2]5{8}1 NIIIC\:IgALER
PRESSAIR QL (1 per
INHALATION 30 days) VENTOLIN HFA 3 ST; MO;
AEROSOL QL (36 per
POWDR 30 days)
BREATH wixela inhub 1 QL (60 per
ACTIVATED 400 30 days)
MCG/ACTUATIO XHANCE 3 ST; MO:
N QL (32 per
TUDORZA 3 ST; QL (1 30 days)
PRESSAIR per 30 days) XOLAIR 4 PA: MO;
INHALATION SUBCUTANEOU LA; QL (8
AEROSOL S AUTO- per 28 days)
POWDR INJECTOR 150
BREATH MG/ML, 300
ACTIVATED 400 MG/2 ML
MCGIACTUATIO XOLAIR PAND
SUBCUTANEOU LA; QL (1
S AUTO- per 28 days)
INJECTOR 75
MG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
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XOLAIR 4 PA; MO; flavoxate 1 MO
SUBCUTANEOU LA; QL (8 GEMTESA 3 MO
S RECON SOLN per 28 days) mirabegron 1 MO
XOLAIR 4 PA; MO;
SUBCUTANEOU LA; QL (8 g&{i{f ETRIQ 2
S SYRINGE 150 per 28 days) SUSPENSION.EX
MG/ML, 300 TENDED REL
MG/2 ML RECON
XOLAIR 4 PA; MO;
SUBCUTANEOU LA; QL (1 I\O/II{EI]? ElRBiQET 2 MO
S SYRINGE 75 per 28 days) EXTENDED
MG/0.5 ML RELEASE 24 HR
XOPENEX HFA S (S;Il’ ?3/[(? ’er oxybutynin chloride 1 MO
30 days)p oral syrup
YUPELRI 4 PA:- MO oxybutynin chloride 1 MO
QL’(90 p’er oral tablet 5 mg
30 days) oxybutynin chloride 1 MO
zafirlukast 1 MO }?Zlelc;ibzlztl;andEd
ZETONNA 3 (SQTL 36410; N OXYTROL 3 MO:;QL(8
30 da3'/s)p per 28 days)
~ileuton 4 MO solifenacin 1 MO
ZYFLO 4 MO ITO g i:IOZ’;e ; ﬁg
UROLOGICA
LS trospium 1 MO
VESICARE 3 MO
AIET(IngOLINE VESICARE LS 3 MO
RGICS/
BENIGN
ANTISPASMOD PROSTATIC
I1CS HYPERPLASIA(
darifenacin 1 MO BPH) THERAPY
DETROL 3 MO alfuzosin 1 MO
DETROL LA 3 MO dutasteride 1 MO
fesoterodine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
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dutasteride- 1 MO tadalafil oral tablet 1 PA; MO;
tamsulosin Smg QL (30 per
ENTADFI 3 PA;QL (30 30 days)

per 30 days) UROCIT-K 10 3 MO
finasteride oral 1 MO UROCIT-K 15 3 MO
tablet 5 mg UROCIT-K 5 3 MO
FLOMAX 3 MO

VITAMINS,

PROSCAR 3 MO HEMATINICS
RAPAFLO 3 MO /
silodosin 1 MO ELECTROLY
tamsulosin 1 MO TES
UROXATRAL 3 MO ELECTROLYTE
MISCELLANEO S
US
UROLOGICALS klor-con 10 1 MO
bethanechol chloride 1 MO klor-con 8 1 MO
CIALIS ORAL 3 PA:QL (60 klor-con m10 Y
TABLET 2.5 MG per 30 days) klor-con m15 1 MO
CIALIS ORAL 3 PA;MO; klor-con m20 1 MO
TABLET 5 MG QL (30 per klor-con oral packet 1 MO

30 days) 20
CYSTAGON 3 PA; LA magnesium sulfate 1 MO
ELMIRON 2 MO injection solution
potassium citrate 1 MO magnesium sulfate 1
oral tablet extended injection syringe
release potassium chlorid- 1
PROCYSBIORAL 4  PA;MO d5-0.457macl
GRANULES DEL potassium chloride 1
RELEASE IN in 0.9%nacl
PACKET intravenous
RIVFLOZA 4 PA parenteral solution
tadalafil oral tablet 1 PA; MO; 20 meqll, 40 meqll
2.5mg QL (60 per

30 days)

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

This drug list was updated in August 2024.
143



Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits

potassium chloride 1 potassium chloride 1
in5 % dex oral tablet,er
intravenous particles/crystals 15
parenteral solution meq, 20 meq
20 meqll potassium chloride- 1
potassium chloride | 0.45 % nacl
in Ir-d5 intravenous potassium chloride- 1
parenteral solution d5-0.2%nacl
20 meqll intravenous
potassium chloride 1 parenteral solution
in water intravenous 20 meqll
piggyback 10 potassium chloride- 1
meql100 ml, 20 d5-0.9%nacl
megql100 ml, 40 sodium chloride 0.45 1 MO
meql/100 ml 0

_ : % intravenous
P otassium chloride ! sodium chloride 3 %% 1
Iintravenous .

: : hypertonic
potassium chloride ! MO sodium chloride 5 %% | MO
oral capsule, hvpertonic
extended release TJ;{) N ;
potas;zu}f.n chloride 1 MO ELECTROLYTES
oral liquid

; ; MISCELLANEO
potassium chloride 1
oral packet EEON];}[?E;TSION
potassium chloride 1 MO
oral tablet extended CLINIMIX 3 PA
release 10 meq, 8 5%/D15W
meq SULFITE FREE
potassium chloride 1 CLINIMIX 3 PA
oral tablet extended 4.25%/D10W
release 20 meq SULF FREE
potassium chloride 1 MO CLINIMIX 5%- 3 PA
oral tablet,er D20W(SULFITE-
particles/crystals 10 FREE)
meq CLINIMIX E 3 PA

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
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CLINIMIX E 3 PA VITAMINS /
4.25%/D5W SULF HEMATINICS
FREE
Sfluoride (sodium) 1
CLINIMIX E 3 PA oral tablet
5%/D15W SULFIT : .
FREE prenatal vitamin 1
oral tablet

CLINIMIX E 3 PA
5%/D20W SULFIT
FREE
CLINISOL SF 15 3 PA
%
DOJOLVI 4 PA; MO;

LA
electrolyte-148 1
intralipid 1 PA
intravenous
emulsion 20 %
INTRALIPID 3 PA
INTRAVENOUS
EMULSION 30 %
ISOLYTE SPH 7.4 3
ISOLYTE-PIN 5
% DEXTROSE
NUTRILIPID 3 PA
PLASMA-LYTE 3
148
PLASMA-LYTE A 3
PLENAMINE 3 PA
premasol 10 % | PA
PROSOL 20 % 3 PA
travasol 10 % 1 PA
TROPHAMINE 3 PA
10 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ABILIFY MAINTENA........ 46 ADALIMUMAB-ADAZ....117 AJOVY AUTOINJECTOR..33
ABILIFY MYCITE ADALIMUMAB-ADBM AJOVY SYRINGE............... 33
MAINTENANCE KIT......... 46 (PREFERRED NDCS AKEEGA ..., 15
ABILIFY MYCITE STARTING WITH 00597) AKLIEF ..o, 74
STARTER KIT.......cc........... AT e 117,118  ala-cort...........cccccovvveevevnnnn... 78
abiraterone................cc...o...... 14 ADALIMUMAB- ALA-SCALP....ccccovvviiiians 78
ABRILADA(CF)................ 117 ADBM(CF) PEN CROHNS albendazole.............................. 8
ABRILADA(CF) PEN........ 116 (PREFERRED NDCS albuterol sulfate............ 134, 135
ABRYSVO (PF)....cccccueee.... 108 STARTING WITH 00597). 118 ALBUTEROL SULFATE..134
ABSORICA........ccoovvvvviins 74 ADALIMUMAB- alclometasone......................... 78
ABSORICA LD.......cccue..... 74 ADBM(CF) PEN PS-UV alcohol pads........................... 87
ACAMPTOSALE .....vvvveeennnnnnnnnnn. 81 (PREFERRED NDCS ALDACTONE.........cccuvvnnn. 61
ACANYA ..., 74 STARTING WITH 00597). 118 ALECENSA.........coeovvvieeene 15
acarbose........................... 86,87 ADALIMUMAB-FKIJP...... 118 alendronate........................... 116
ACCULANE ..., 74  ADALIMUMAB-RYVK....118  alfuzosin........cccccceeeeeeeeenn..... 142
acebutolol.............ccccceeeeennnn.. 61 adapalene............................... T4 aliskiren........ccccoeeeeeeeeeeeeaennn... 61
acetaminophen-caff- adapalene-benzoyl peroxide.... 74 ~ ALKINDI SPRINKLE......... 85
dihydrocod............................. 39 ADBRY...ccoooviiiiiiiiiiiieis 72 allopurinol............................ 115
acetaminophen-codeine........... 39 ADCIRCA.....c.cceeeeee. 134 ALLOPURINOL................ 115
acetazolamide....................... 132 ADDERALL..........cc..cuu.. 47  almotriptan malate................. 33
acetic acid............ccccueeeeennee... 85 ADDERALL XR.................. 47 ALOGLIPTIN.......cccovvveenn. 87
acetylcysteine....................... 134 adefovir.........cccoveeveviiieineainnn, 2  ALOGLIPTIN-

ACTITCLIN .o 71 ADEMPAS.......cocoi 134  METFORMIN.........ccoeeeenn. 87
ACTEMRA ... 117 ADLARITY oo, 35 ALOGLIPTIN-

ACTEMRA ACTPEN........ 117 ADMELOG SOLOSTAR PIOGLITAZONE................. 87
ACTHAR ..., 85 U-100 INSULIN........ccuue. 87 ALOMIDE...........coevnneenn. 131
ACTHIB (PF).....ccooovvvvinnnn. 108 ADMELOG U-100 AlOSELION ... 98
ACTIMMUNE.................. 105 INSULIN LISPRO............... 87 ALPHAGANP.................. 133
ACTIVELLA........ccveee. 124  ADVAIR DISKUS............. 134 ALREX....ccccoiiiiiieeenn. 133
ACTONEL........ccovvveeen 116 ADVAIR HFA................... 134 ALTABAX....ccoooiieeiiieeeen, 76
ACTOPLUS MET................ 87 ADZENYS XR-ODT........... 47 ALTACE....cccccceovviieieen 61
ACTOS.....cceeeeeee e, 87 AEMCOLO......cccceeeevriren. 8 altavera (28) ......cccccuveeann... 127
ACULAR.......ccoviiei. 132 AFINITOR.........ccvvviren. 14 ALTOPREV.......cccovvieennn. 68
ACULARLS.......cccoeee 132 AFINITOR DISPERZ.......... 15 ALTRENO......cccccevviiiinns 74
ACUVAIL (PF).....ccovuvnee.n. 132 AFREZZA..........ccuvveee. 87 ALUNBRIG............cceuunnn.. 15
aAcyClovir.......ccceeeeeeeeeeeaannn... 2,78 AGAMREE.......ccccovvvrninnnnn 85 ALVAIZ.....ccovvvvvviiiiiiiiiiinn, 65
acyclovir sodium...................... 2 AGRYLIN......cccoovvriiiiiiiinnns 81 ALVESCO............cc.c 135
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alyacen 1135 (28) ................. 127  ANGELIQ....cccccvvveeieeennns 124 asenapine maleate................... 48
ALY aeeaaiaaiaaiaaiiiaaee 135 ANNOVERA............c........ 126  ashlynd..............cccceeeeueennn... 127
amantadine hcl......................... 2 ANORO ELLIPTA............. 135 ASMANEX HFA................ 135
AMBIEN..........ooviiiireee 47 ANTIVERT....c.cccovviiinens 98 ASMANEX

AMBIEN CR.........coovvveen. 47 ANUSOL-HC........ccoveeeenn. 98 TWISTHALER................... 135
AMBISOME.........ccooeennn. I ANZEMET......................... 98 aspirin-dipyridamole............... 66
ambrisentan.................cc....... 135  apexicone........cccceeeeunnnnnnnnn... 78 ASPRUZYO SPRINKLE.....70
amcinonide................cccoeeen. 78 APIDRA SOLOSTAR U- ASSURE ID INSULIN

AMELRIA ..., 127 100 INSULIN.......ccevveennnee. 87 SAFETY .ccooviiiiiiiieeen. 110
AMIKACTA ..o, 8 APIDRA U-100 INSULIN...87 ASTAGRAF XL................... 15
amiloride .............cccceveeeennnn... 61 APLENZIN.........ccevviinenns 47 ATACAND......coociiiee 61
amiloride-hydrochlorothiazide 61 APOKYN.......cccoovvvvviiiiiinnnn, 32 ATACAND HCT................. 61
amiodarone............................ 60 apomorphine........................... 32 atazanavir..................c.ooeeeenn. 2
AMITIZA ......ooveeeeeiiiiia, 98 apraclonidine........................ 133 ATELVIA.......ccovvvveeee 116
amitriptyline........................... 47 aprepitant..............cccceeeuvnne... 98 atenolol................cccccuuunn.... 61
AMIJEVITA (PREFERRED APVl .eeeeeiiiiieeaee e, 127  atenolol-chlorthalidone........... 61
NDCS STARTING WITH APRISO...ccooviiiiiiiiiis 98 ATIVAN ..o, 48
55513) i 118,119 APTENSIO XR.........cvvvvvnee. 47  atomoxetine........................... 48
amlodipine.............ccccccuvue.... 61 APTIOM........cccoviiie. 26 ATORVALIQ.........ceeeennnn. 68
amlodipine-atorvastatin.......... 68 APTIVUS......ccooiieieeeeee 2 atorvastatin...............cceeeeeue. 68
amlodipine-benazepril............. 61 ARALASTNP.......ccccuvne 81  atovaquone...................cccceuu... 8
amlodipine-olmesartan............ 61 aranelle (28)........................ 127  atovaquone-proguanil............... 8
amlodipine-valsartan.............. 61 ARANESP (IN ATRALIN.......ccooiiiieeeeen. 74
amlodipine-valsartan- POLYSORBATE)....... 105, 106 atropine..............cccuueeeuennnne. 131
hethiazid.............ccccevvveeeennnn... 61 ARAVA......cccciiieiee. 119 ATROVENTHFA.............. 136
ammonium lactate.................. 72 ARAZLO.....vevvevviviiriiiinnnn, 74  AUBAGIO.....cccoeeeeeeeeen. 35
AMNESLeeM ............ccceeeeee 74  ARCALYST...ccooovviviiiiiiinnns 106  aubraeq........ccccceeeeeeeeannnnn.... 127
AMOXAPINE .....eaaaaaaaaaannnn 47  AREXVY (PF)...vvvvennnnn. 108 AUGMENTIN..................... 12
amoxicil-clarithromy- arformoterol......................... 135 AUGMENTIN ES-600......... 12
lansopraz................couuvvvvveann. 103 ARICEPT.................. 35 AUGTYRO......ccccooeol 15
AMOXICIliN ..., 11 ARIKAYCE.....coooooeiiiinnnn. 8 AUSTEDO.....ccceeeeeeeeeeeee. 35
amoxicillin-pot clavulanate.....11  ARIMIDEX...............cc......... 15 AUSTEDO XR..................... 35
amphetamine sulfate............... 47  aripiprazole............................ 47 AUSTEDO XR
amphotericinb......................... 1 ARISTADA................... 47,48 TITRATION KT(WK1-4)....35
amphotericin b liposome........... 1 ARISTADA INITIO............ 47 AUVELITY .ccccooiiiiin 48
ampicillin...........cccceevveeen.... 11 ARIXTRA ... 65 AUVI-Q.....oooooiiiiieee. 133
ampicillin sodium.................... 11 armodafinil............................. 48 AVALIDE..........cccvvvine. 61
ampicillin-sulbactam......... 11,12  ARMONAIR DIGIHALER AVAPRO........ccci 61
AMPYRA ..o, 3 135 AVEED....cccoiiiiiiiiiiics 94
ANAFRANIL...........cccune. 47 ARNUITY ELLIPTA......... 135 aviane.........ccccccevveeviineecan. 127
anagrelide............................... 81 AROMASIN....ccooeveeeeeeeennn. 15 AVONEX.....iiiiiiiiiaannn. 106
anastrozole............................. 15 ARTHROTEC50................. 43 AVYCAZ...ccovviiiiiiiiiiaaan, 6
ANCOBON.......ccceiiiiiieees 1 ARTHROTECT7S................. 43  AYVAKIT ...ccocviiiiiiien 15
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AZACTAM.....ccccoviiiiine, 8 BD INSULIN SYRINGE BETOPTICS..........cccoee. 130

AZASAN ..o 15 U-500....iieieiiiiieeeens 110 BEVESPI AEROSPHERE..136
AZASITE.....cccoeiveiiieees 130 BD INSULIN SYRINGE bexarotene.............cccoeeeeun... 15
azathioprine..............cccuveen. 15 ULTRA-FINE.................... 110 BEXSERO.......ccccvvvveeennnen. 108
azelaic acid............................ 74 BD NANO 2ND GEN PEN BEYAZ...oooveeiee 127
azelastine........................ 85,131 NEEDLE.........ccc.ceooove. 111 bicalutamide........................... 15
azelastine-fluticasone............ 136 BD ULTRA-FINE MICRO BICILLIN C-R.....cccoovvvvnnnn 12
AZELEX....cooiiiiiiiiiiieeen, 74 PEN NEEDLE................... 111 BICILLIN L-A......ccccvveeenn. 12
AZILECT ..ooviiiiiieeeeie. 32 BD ULTRA-FINE MINI BIDIL.....ccovviiiiiieeee, 61
AzZithrOMYCiN......coovvvevevevennannnn, 7 PEN NEEDLE.................... 111 BUUVA.................... 124
AZOPT ..o 132 BD ULTRA-FINE NANO BIKTARVY ..oooviiiiiiiiiee 2
AZOR ....oviiiiiiiiieeeee, 61 PENNEEDLE................... 111 BILTRICIDE............cecuuneen.. 8
AZSTARYS....cooviiiie 48 BD ULTRA-FINE SHORT bimatoprost.............ccceuuee.... 132
AZEFEONAM ... 8 PENNEEDLE................... 111 BIMZELX.....cooooviiieiiainnnnns 71
AZULFIDINE..........c.c....... 98 BD VEO INSULIN SYR BIMZELX
AZULFIDINE EN-TABS....98 (HALF UNIT).....cccc......... 111 AUTOINJECTOR................ 71
bacitracin..............ccccceeen. 130 BD VEO INSULIN BINOSTO....cccccoviiiiiine 116
bacitracin-polymyxin b......... 130  SYRINGE UF.................. 111 bismuth subcit k-metronidz-
BACLOFEN.......cccccviiin. 39 BELBUCA.......ccccccomiiiieens 30 P 103
baclofen...........cccccuvviieeeenannn. 39 BELSOMRA..........ccunen 48  bisoprolol fumarate................ 61
BACTRIM........ccovvvvveveeen. 13 benazepril............ccuuueeeeenn.... 61  bisoprolol-
BACTRIM DS........ccieee 13 benazepril- hydrochlorothiazide................ 61
BAFIERTAM.........ccuvvveee. 35  hydrochlorothiazide................ 61 BIVIGAM..........eeeei 108
BALCOLTRA...................... 127 BENICAR.....cccooveiiiiee, 61  blisovi24 fe....ccuveeuvuveaannn.. 127
balsalazide............................. 98 BENICAR HCT.................... 61  blisovife 1.5/30 (28)............ 127
BALVERSA.......cccovviiiee 15 BENLYSTA.....ccoooveei. 119 BONIJESTA.....ccccoeviiiieees 98
balziva (28) .....cccvuveeeeennnnn.. 127 BENZAMYCIN................... 74 BOOSTRIX TDAP............. 108
BANZEL......ooovvvviiiiiiiiiiiinnns 26 benztropine..........ccccceeeeeeeannn. 32 bosentam............cccceeeeeeannnn.... 136
BAQSIMI ..., 87  bepotastine besilate............... 131 BOSULIF......cccooviiiiiis 15
BARACLUDE........ccc.cc.... 2 BEPREVE......... 131 BRAFTOVI......ccocvvviien 15
BASAGLAR KWIKPEN BERINERT........cccvvvveennne 136 BREO ELLIPTA................. 136
U-100 INSULIN.......ccuveee.. 87 BESIVANCE...........c........ 130 Dreyna........ccceeeeeeeeeecienann, 136
BASAGLAR TEMPO BESREMI...........ccccvvvee, 106 BREZTRI AEROSPHERE.136
PEN(U-100)INSLN............... 87  betaine.........cccouuevveieeeeaaaann. 98  briellyn.........ooeeveeeeeeennnnn, 127
BAXDELA......cccoovvveeeeeee. 13 betamethasone dipropionate....78  BRILINTA............cooeeeeee..n. 66
BCG VACCINE, LIVE (PF) betamethasone valerate........... 78  brimonidine..................... 74, 133
............................................. 108  betamethasone, augmented..... 78  brimonidine-timolol.............. 132
BD AUTOSHIELD DUO BETAPACE AF.......cccooee...... 60 brinzolamide......................... 132
PEN NEEDLE................... 110 BETASERON..................... 106 BRIVIACT......ccccceeviiiiinens 26
BD INSULIN SYRINGE... 110  betaxolol......................... 61,130  bromfenac.............c.uuuuo....... 132
BD INSULIN SYRINGE bethanechol chloride............. 143 bromocriptine......................... 32
(HALF UNIT)....ooeeeeenneee. 110 BETHKIS......cooiiiiiii. 8 BROMSITE.........cceevnnenn. 132
BETIMOL.........cocviiens 130  BROVANA.......cccceiiie. 136
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BRUKINSA........ccoie. 15  candesartan- CELEBREX.......ccccccviiiininn. 43
BRYHALI............................ 78  hydrochlorothiazid.................. 61 celecoxib................................ 43
budesonide...................... 98,136 CAPLYTA.....cooviieiieees 48 CELEXA.....cccooiiiiiiieeeennn, 48
budesonide-formoterol.......... 136 CAPRELSA........cccovvvviinin, 16 CELLCEPT........................... 16
bumetanide............................. 61 captopril.............ooueeeeevevnnnnnnnn, 61 CELONTIN......cccooevnnnnn. 26
BUPHENYL......................... 81 CARAC.....coooiieeeeeieeeeee 72 cephalexin............................... 7
buprenorphine hel................... 39 CARAFATE.....ccccovevnnnnn. 103 CEQUA.....ccoeeeeeen, 131
buprenorphine transdermal CARBAGLU........ccccevnnnnnn. 81 CEQUR SIMPLICITY ....... 111
PALCH ..o 39  carbamazepine........................ 26 CEQUR SIMPLICITY
buprenorphine-naloxone......... 43 CARBATROL.............u....... 26 INSERTER.......ccccovvrvrnnnnes 111
bupropion hcl.......................... 48  carbidopa............................... 32 CERDELGA......cccooevnnnnn. 94
BUPROPION HCL.............. 48  carbidopa-levodopa................. 32 CetiriziNe........uuueeeeeeeaeaannnnn, 133
bupropion hcl (smoking carbidopa-levodopa- cevimeline..............ccccouuvee..... 81
deter) ........coouveeeeciiiiiiinnnnn. 84  entacapone................cuuuu....... 32 CHEMET.....ccoooovvviiiienn, 81
buspirone.............cccceeeeuvvvnnnn.. 48 CARDIZEM..........ccovvveeee... 62 CHENODAL.......cccvvvveeeenn. 98
butorphanol............................ 43 CARDIZEM CD.................. 62  chlorhexidine gluconate.......... 85
BUTRANS.......coieee, 40 CARDIZEMLA.................. 62  chloroquine phosphate.............. 8
BYDUREON BCISE............ 87 CARDURA.......cvvvveeeee. 62  chlorpromazine....................... 48
BYETTA ..o 87 CARDURA XL....cccovveeennnn 62  chlorthalidone......................... 62
BYLVAY ..o, 98  carglumic acid........................ 81 CHOLBAM.......................... 98
BYOOVIZ.......cccceeeeeeee. 131 CARNITOR......................... 81  cholestyramine (with sugar) ... 68
BYSTOLIC.......ccoeveeeeeens 61 CAROSPIR.......cccovvvvereeenn. 62  cholestyramine light................ 68
cabergoline..........ccccceeeeennn..... 94 carteolol...................uuu..... 131 CIALIS......cooeeeeee, 143
CABLIVI.....c.cooeeiiieee 66  Cartiat Xt.....ccovvveeeeeernnaeeannnn, 62 CIBINQO......ccovvvveeeiriieens 72
CABOMETYX....ccoovvvvrennnn. 15  carvedilol................................ 62 ciclopirox..................c 76
CABTREO.......................... 74 carvedilol phosphate............... 62  cilostazol..........cccccceeeeeeennnn..... 66
CADUET ..o 68 CASODEX.....ccooovvveeeinnnn. 16 CILOXAN....ccccooviiereene, 130
calcipotriene.............ccccceen...... 71 caspofungin............................. I CIMDUO....oeeeeeeeeeee 2
CALCIPOTRIENE............... 71 CAYSTON....cooioiiieeeeiieeen, 8 cimetidine..............ccc...coun.... 103
calcipotriene-betamethasone... 71 cefaclor.................................... 6 CIMZIA.........ccovvvviiin, 98
calcitonin (salmon) ................ 94 cefadroxil..........ccccceeeeeeeeeenn..... 6 CIMZIA POWDER FOR
calcitriol........................... 71,94  cefazolin....................cocooevee... 6 RECONST.....ccoooeeieieeeeeen. 98
CALQUENCE.........cccvveee. 15 cefdinir.........cccovvvevviiiiiiiannnnnnn, 6 cinacalcet..............ccuuuueee..... 94
CALQUENCE cefepime..........coeeeeecvvvvennnnnn... 6 CINRYZE.........ccceun. 136
(ACALABRUTINIB MAL). 16  cefixime........cccceeeeurvvveennnannnnnn. 6 CIPRO....ccoooiiiiiiiii, 13
CAMBIA.......ccovveeiieeiee, 43 cefotetan...........ccceeeiunuennnnnn.... 6 CIPROHC...........ovvveeeee. 85
CaMila..........oueeveiieeeeaaennnn. 124 cefoXitin......cccovuuveenniieeaaaaaannnn, 6 ciprofloxacin hcl............. 13,130
camrese lo...............ccceeuun... 127  cefpodoxime............................. 6 ciprofloxacin in 5 % dextrose..13
CAMZYOS.....covvvveeeen. 70 cefprozil........uuueeeeeeeeeaeinnnnnn. 6 ciprofloxacin-dexamethasone..85
CANASA.....ccoeeeeeee, 98 ceftazidime........................... 6,7 CITALOPRAM.................... 48
CANCIDAS ..., 1 ceftriaxone.............cccceeeuunnnn.... 7 citalopram.............................. 48
candesartan............................ 61  cefuroxime axetil..................... T claravis.........ccooeeeveiiiiiiianannn, 74
cefuroxime sodium................... 7 CLARINEX........cccccceeennnnn 133
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CLARINEX-D 12 HOUR.. 133 clocortolone pivalate............... 79  CORTIFOAM.......cccoovuunnene. 98

clarithromycin..................uuu.. T clodan..................cceeeuuunnn... 79 CORTROPHIN GEL........... 85
CLENPIQ.....ooviin, 98 clomipramine.......................... 48 COSENTYX.....ooiiiiiiiiinn. 71
CLEOCIN.......cceeeeennnnn. 8,126  clonazepam............................ 27 COSENTYX (2

CLEOCIN HCL...................... 8 clonidine............cccvvvveennn.... 62 SYRINGES)....cccccovviiinnn. 71
CLEOCIN PEDIATRIC........ 8 clonidine hcl...................... 48,62 COSENTYX PEN (2 PENS).71
CLEOCIN T.....ceeviieeeee 74 CLONIDINE HCL............... 62 COSENTYX UNOREADY
CLIMARA........ccovvvvviiiiis 124 clopidogrel............................. 66 PEN....ccoooi, 71
CLIMARA PRO................ 124 clorazepate dipotassium.... 48,49  COSOPT ........cccocvvvnvnnnnnnnnn. 132
clindacin................................ 74 clotrimaczole.................. 1,76,77 COSOPT (PF)....cccoovvennn. 132
clindacin etz .................o........ 74 clotrimazole-betamethasone....77 COTELLIC........................... 16
CLINDAGEL........cccuvveennn. T4 clozapine...........cccccoveeuuennnn. 49 COTEMPLA XR-ODT......... 49
clindamycin hel......................... 8 CLOZARIL........ccovvvveeee.. 49 COZAAR.......cccccevennnn, 62
clindamycin in 5 % dextrose.....8 COARTEM.............ccccuuvnnnne. 8 CREON......coooiiiiiiiiiieeeee, 98
clindamycin pediatric................ 8 codeine sulfate........................ 40 CRESEMBA..........ccccvvvveeen. 1
clindamycin phosphate COLAZAL....ovvvveiieieeeen, 98 CRESTOR.......cooeiirirr 68
.............................. 8,74,75,126 colchicine...........................115 CRINONE.......................... 124
clindamycin-benzoyl peroxide.75 COLCRYS........ccooevvvvnennn. 115 cromolyn................. 98, 131, 136
clindamycin-tretinoin.............. 75  colesevelam............................ 68  Crotam..............ccoeveeennnnnan 81
CLINDESSE......coooiiiiiees 126 COLESTID......cccevvivvreeannne. 68 cryselle (28) ...ccccovvuvvieannnnnn. 127
CLINIMIX 5%/D15W colestipol........ccccceevevveeneaannn. 68 CUBICINRF.....ccccovviiiane 8
SULFITE FREE................. 144  colistin ( colistimethate na) ....... 8 CUPRIMINE..................... 119
CLINIMIX 4.25%/D10W COMBIGAN.......ccccvvveeee. 132 CUVPOSA.......coevieee 97
SULF FREE............c......... 144 COMBIPATCH.................. 124 CUVRIOR.........cccuvvvireann 81
CLINIMIX 4.25%/D5W COMBIVENT RESPIMAT 136  cyclobenzaprine...................... 39
SULFIT FREE.................... 81 COMBIVIR...........oovvvvee, 2 cyclophosphamide................... 16
CLINIMIX 5%- COMETRIQ......cc.eeeevree. 16 CYCLOPHOSPHAMIDE....16
D20W(SULFITE-FREE)....144 COMFORT EZ PRO cycloserine..........cccceuveeuevneannn. 8
CLINIMIX E 2.75%/D5W SAFETY PEN NDL........... 111 CYCLOSET.....c.covivvrreannnne. 87
SULF FREE.........cccvvvvnnnns 81 COMPLERA.........ccovvvvvvrann, 2 cyclosporine.................... 16, 131
CLINIMIX E 4.25%/D10W COMPTO c.ovveeeeeeeeeeeeeeeeveevaaaaaanns 98  cyclosporine modified............. 16
SULFREE.......cccooiiiien. 144 COMTAN. ... 32 CYLTEZO(CF)......cccuuu..... 119
CLINIMIX E 4.25%/D5W CONCERTA.......coeeviieees 49 CYLTEZO(CF) PEN.......... 119
SULF FREE...........ccuuee. 145 CONDYLOX....cooooovvvvinennn. 72  CYLTEZO(CF) PEN
CLINIMIX E 5%/D15W CONStUlOSe ..., 98 CROHN'S-UC-HS.............. 119
SULFIT FREE................... 145 CONZIP.....covvvveeiiiieeee, 43 CYLTEZO(CF) PEN
CLINIMIX E 5%/D20W COPAXONE.................. 35,36 PSORIASIS-UV........c........ 119
SULFIT FREE................... 145 COPIKTRA.......ccovviiee 16 CYMBALTA.......ccooiiees 49
CLINISOL SF 15 %............ 145 CORDRAN....ccoocvvvvieieeee, 79  cyredeq.......ccoaeeeennnnnnnnnn.... 127
clobazam............cccccccoccuue.... 26 CORDRAN TAPE LARGE CYSTADANE.......c.cceevnnne 98
clobetasol..............ccccc.cou.... 78 ROLL....ccccoiiiiiiiiiiieeee, 79 CYSTADROPS................... 131
clobetasol-emollient................ 79 CORLANOR.........cccerunnnn.. 70 CYSTAGON.....cccovvvveene 143
CLOBEX....ccooiiiiiiiiiiiiieeens 79 CORTEF....ccccoomiiiiiiiinnen. 85 CYSTARAN.....cociiieee 131

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

This drug list was updated in August 2024.
150



CYTOMEL..........ccovriies 97 DENAVIR.......c.ooeveiiies 78 DHIVY oo 32
CYTOTEC..........ceveree. 103 DEPAKOTE.......cccvvvreennee. 27 DIACOMIT......ccoovvveee. 27
d10 %-0.45 % sodium chloride 81 DEPAKOTE ER................... 27 diazepam.......................... 27,49
d2.5 %-0.45 % sodium DEPAKOTE SPRINKLES.. 27  diazepam intensol................... 49
chloride...........cccccoeeeeeeeeennnn... 81 DEPEN TITRATABS......... 119 diazoxide................................ 88
d5 % and 0.9 %% sodium DEPO-ESTRADIOL.......... 124  DIBENZYLINE.................. 62
chloride..............ccccvvveveennnn... 82 DEPO-PROVERA....... 124,125 DICLEGIS........ccoeviiiies 99
d5 %6-0.45 % sodium chloride.. 82 DEPO-SUBQ PROVERA DICLOFENAC

dabigatran etexilate................ 66 104.......oiiiii 125 EPOLAMINE..........ccvvvvee. 43
dalfampridine......................... 36 DEPO-TESTOSTERONE....95 diclofenac potassium............. 43
DALIRESP.....ccoooeviieeinn. 136 DERMA-SMOOTHE/FS diclofenac sodium 43, 44,72, 132
DALVANCE......ccccccvviieeen. 8 SCALPOIL.....cceevveeeieeens 79  diclofenac-misoprostol............ 44
danazol...............cccceeuvveeennne. 94 DERMOTICOIL................. 85 dicloxacillin............cccc......... 12
DANTRIUM........ccvveveeee. 39 DESCOVY ..., 2 dicyclomine.......................... 97
dantrolene...................c.c...... 39 desipramine............................ 49 DIFFERIN..........ccocvvnnnne. 75
DAPAGLIFLOZ desloratadine........................ 133 DIFICID....coovviiieeiiieeeee 7
PROPANED- desmopressin...................eeu... 95 diflorasone.............ccccueeenn. 79
METFORMIN................ 87,88 desog-e.estradiolle.estradiol.. 127 DIFLUCAN.............cccccvvvvvnnn. 1
DAPAGLIFLOZIN desogestrel-ethinyl estradiol .. 127  diflunisal................................ 44
PROPANEDIOL.................. 88 desonide..............oooeeeeeinnnnn. 79  difluprednate........................ 133
dapsone.............ccceeuunnnn... 8,75 DESOWEN........cccoeiiiinn 79 digoXin....cccceeeeeeeeiiiiaaaan 70
DAPTACEL (DTAP desoximetasone...................... 79  dihydroergotamine.................. 33
PEDIATRIC) (PF).............. 108 DESVENLAFAXINE.......... 49 DILANTIN 30 MG.............. 27
DAPTOMYCIN......cccceeveeennn. 9 desvenlafaxine succinate......... 49 DILANTIN EXTENDED
daptomycin........ccceeeeeeeeeeeennn... 9 DETROL.......ccccoiiiiiiiiiiin, 142 100 MG ..ooeeeeiiiii, 27
DARAPRIM.........coovvieee 9 DETROLLA.......ccoveenn. 142 DILANTIN INFATABS...... 27
darifenacin..............cccceeun..... 142 dexabliss..............coovvvvvvvvennnn. 85 DILANTIN-125....cccceunnnnnn.... 27
darunavir ...........cccceeeeeeeeeeeeeennnn. 2 dexamethasone....................... 86 DILAUDID.......................... 40
DAURISMO.........vvvvvvivinns 16  dexamethasone sodium diltiazem hel................ouuvvnnn. 62
DAYBUE.......ccccvviviiiiiiiiinnns 36  phosphate..................ocuuuu.... 133 dilt-Xr..ccoeeeeeeeeeeeeieeiiiiiiiiiiiinan, 62
DAYPRO................. 43 DEXEDRINE SPANSULE..49  dimethyl fumarate.................. 36
DAYTRANA......ccooveee 49 DEXILANT.....cccccevviinne. 103 DIOVAN. ..o, 62
DAYVIGO.......ccccovvvvvivrinnnns 49  dexlansoprazole.................... 103 DIOVANHCT................... 62
DDAVP...vveeieiiiiiiei 94 dexmethylphenidate................ 49 DIPENTUM........cccuvvveveee. 99
deblitane.............c.ouveveee..... 124 dextroamphetamine sulfate.....49  diphenoxylate-atropine........... 97
deferasirox..........ccoevuvvnnn.... 82  dextroamphetamine- DIPROLENE
deferiprone............ccccouvvunn..... 82 amphetamine.......................... 49 (AUGMENTED).................. 79
deflazacort..................ccc...... 85 dextrose 10 % and 0.2 % nacl. 82  dipyridamole.......................... 66
DELESTROGEN................ 124 dextrose 10 % in water disulfiram................cccccuun.... 82
DELSTRIGO......cccccceeevernnnne 2 (dIOW) o 82 DIURIL......ccceeviviiiieee 62
DELZICOL.......cccoeveeeennnnn.. 99 dextrose 5 % in water (d5w)...82  divalproex..............ccccuuu...... 27
demeclocycline....................... 13 dextrose 56-0.2 % sod DIVIGEL.........ccooveviiin. 125
DEMSER......ccceoiiiii 62  chloride..............cccceeeeeennnn.... 82 dofetilide................cccuuu....... 60
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DOJOLVI.......ccooeiiie 145 DUAKLIR PRESSAIR...... 136 ELMIRON............cccees 143

dolishale.....................ccc....... 127 DUAVEE.......cccoveieee. 125 eluryng.......cccoveveeeieeeeeenannn, 126
donepezil..............ccoeeuuveeannn. 36 DUETACT....ccccccoviiireees 88 ELYXYB...oooooiiiiiiieeeee 33
DOPTELET (10 TAB DULERA......cccceeiiiiees 136  EMEND.....ccccceoviiiiieeene, 99
PACK) ..oooiiiiiiiiiiiiiieiiiiiiiii 66 duloxetine.............................. 50 EMFLAZA.....cccooveeeeeennnn.. 86
DOPTELET (15 TAB DUOBRII.......cccvvvieeennne. 79  EMGALITY PEN................. 33
PACK) . 66 DUOPA.......cooiiieee. 32 EMGALITY SYRINGE....... 33
DOPTELET (30 TAB DUPIXENT PEN................. 72 EMSAM. ..o, 50
PACK) .o 66 DUPIXENT SYRINGE....... 73 emtricitabine............................ 2
DORYX MPC..................... 13 DUREZOL........................ 133 emtricitabine-tenofovir (tdf).... 3
dorzolamide.......................... 132 dutasteride............................ 142 EMTRIVA. ... 3
dorzolamide-timolol.............. 132 dutasteride-tamsulosin.......... 143 EMVERM........ccooviiiiien 9
dorzolamide-timolol (pf) ...... 132 DYANAVEL XR................ 50 enalapril maleate.................... 62
AOtti..ccooooeeiiiiiiiieeeeee, 125 DYMISTA. ... 136  enalapril-hydrochlorothiazide . 63
DOVATO....cccviiieeiiiieee 2 DYRENIUM.......ooovveeens 62 ENBREL.......ccooiiiienn. 119
AOXAZOSTN ..., 62 DYSPORT.....cccccceeeiinnnn. 108  ENBREL MINI.................. 119
doxepin..............cc..... 49,50,72 e.es. 400........cc...cceviiiiiiiininnn.. 7 ENBREL SURECLICK..... 119
doxercalciferol....................... 95 E.E.S. GRANULES................ 7 ENDARI......ccccooiiiii, 82
doxy-100............cccoevevecnnnnnn. 13 econazole................ccccvvennn.. 77T endocet..........ccuuueeeeeeeeeeaaannn. 40
doxycycline hyclate................ 13 EDARBI.......ccooiiieee. 62 ENGERIX-B (PF)............... 108
DOXYCYCLINE EDARBYCLOR................... 62 ENGERIX-B PEDIATRIC

HYCLATE......cccooeeeiee, 13 EDECRIN.......ccccoeiiiiiiees 62 (PF)iiiii, 108
doxycycline monohydrate....... 13 EDURANT.......ccoiieee. 2 enilloring.........ccceeveeieeeeennnn. 126
doxylamine-pyridoxine (vit CfAVITONZ .. 2 eNOXAPATIN.....vvvveerennnnnnnnn. 66
DO) e 99  efavirenz-emtricitabin-tenofov..2  enpresse..............ccccccuevevennnn. 127
DRIZALMA SPRINKLE.... 50 efavirenz-lamivu-tenofov enskyce.......cccccooeiiiiiiiiiii 127
dronabinol....................ccc.uu.... 99 diSOp..cccooeeiiiii, 2 ENSPRYNG.....ccoooeevieinnnn. 16
DROPLET INSULIN EFFEXOR XR........c............ 50 ENSTILAR........coocvvireennee 71
SYR(HALF UNIT)............. 111 EFFIENT ....cccocvviiiiiiiiiiiinne, 66 entacapone............................. 32
DROPLET INSULIN EFUDEX......ccoooiiiiiiiieeens 73  ENTADFI.....ccooviieee. 143
SYRINGE.................. 111,112 EGRIFTASV....ccoiie. 106 entecavir...........ccceeeeeeeeieeennnnnn.. 3
DROPLET MICRON PEN electrolyte-148....................... 145 ENTRESTO.....cccovvvveenee. 70
NEEDLE.......ccccceovviiienn. 112 ELESTRIN.......cccceevevnnee. 125 ENTYVIO PEN.................... 99
DROPLET PEN NEEDLE.112  eletriptan...............c.uuueun....... 33 enulose.......eeeeeiiiiiaaa 99
DROPSAFE ALCOHOL ELFABRIO.........ccceoviiiies 95 ENVARSUS XR.....ccccoe...... 16
PREPPADS........ccoiiiiee 88 ELIDEL....ccooooiiiiiiiiiieens 73 EPCLUSA.....cccooiiiiiieeee, 3
DROPSAFE PEN NEEDLE ELIGARD.......ccoeoie 16 EPIDIOLEX........ccccevennnne. 27
............................................. 112 ELIGARD (3 MONTH).......16  EPIDUO........ccceeeeevveneee.. 75
drospirenone-e.estradiol-Im.fa ELIGARD (4 MONTH)....... 16 EPIDUO FORTE................. 75
............................................. 127 ELIGARD (6 MONTH)....... 16  epinastine........................... 131
drospirenone-ethinyl estradioll27 ELIQUIS................oeonnnnn. 66 EPINEPHRINE................. 134
DROXIA ..., 16 ELIQUIS DVT-PE TREAT epinephrine..................c........ 134
droxidopa...............cccccccouu... 82 30D START....coceevvviiiiieeans 66 EPIPEN 2-PAK........c.......... 134
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EPIPEN JR 2-PAK............. 134 ethacrynic acid....................... 63 FEMARA. ... 17
EPILOL ... 27  ethambutol............................... 9 FEMRING.......ccccoeinnn. 125
EPIVIR .....oooiiiiieiieeee, 3 ethosuximide.......................... 27 FENOFIBRATE................... 68
eplerenone............................. 63 ethynodiol diac-eth estradiol. 127  fenofibrate.............................. 68
EPOGEN.........ccvvvvviiiiiiin, 106 etodolac............ccccceeeeeunnnnnn... 44 fenofibrate micronized............ 68
EPRONTIA......ccooveieeennn. 27  etonogestrel-ethinyl estradiol 126  fenofibrate nanocrystallized.... 68
EPSOLAY ...oovvviiiiiiiiiiiiiiiiinns TS5 etravirine...............eeevvvvvvvvnnennns 3 fenofibric acid (choline) ......... 68
EPZICOM.......cccoovveeviiieees 3 EUCRISA......ccooeeee 73  FENOGLIDE..........cc.......... 68
EQUETRO........................... 27 @UIRYTOX c.cevveveeveeviiiiiiiiiiiiiinans 97  fenoprofen.............ccccevvvuvennne. 44
ERAXIS(WATER EVAMIST......................... 125 fentanyl................oouvvevvvvvnnnnn. 40
DILUENT) .o, I EVEKEO.....iiiiiaannnn. 50 fentanyl citrate....................... 40
ergoloid............ccccoeveveennann. 50 EVENITY .ccooviiiiiiiiiinnn, 116 FENTANYL CITRATE....... 40
ergotamine-caffeine................ 33 everolimus (antineoplastic)....17 FENTORA..........c......cco... 40
ERIVEDGE............cccceeee 17 everolimus FERRIPROX.........ccccvviieeeen. 82
ERLEADA........................... 17 (immunosuppressive) ............. 17 FERRIPROX (2 TIMES A
erlotinib ........cccoeeeeeeeeeeeeeeaeann... 17 EVISTA ..o, 116 DAY).eoiiiiiieieieiii 82
ERMEZA ... 97 EVOTAZ.....ccvvvviviieeeeaan, 3 fesoterodine.......................... 142
C FIM e 125 EVOXAC.....cooiiiiiiiieee, 82 FETZIMA......ccoovieiiiieeeene 50
ERTACZO.....ccovviviiaannn. 77 EVRYSDI......ccocccoiviiiiiianns 36 FEXMID.......cccooviiiiiiianne 39
CFLAPCNEIN .....vvvveveaaeaeeaeeeees 9 EXELON PATCH................ 36 FIASP FLEXTOUCH U-

€FY PAAS ..o TS5 exemestane...........ccccceccueeenn. 17 100 INSULIN........cccceeiiieen 88
ErYgel . ....uvviiiiiiiiiiiiiiiiee 75 EXFORGE.......ccccccoviniiin. 63 FIASP PENFILL U-100
ERYPED 200......ccccccvveeennnnn. 7 EXFORGE HCT.................. 63 INSULIN......ccceeviirireeeeee, 88
ERYPED 400........ccccvvveennnnne. 7 EXJADE.....cccooiiiiiiiiean 82 FIASP U-100 INSULIN........ 88
EFY-1AD ....ovvveeeiiieeaiaeee, 7 EXSERVAN......ccooovieennen. 82 FILSPARI......ccccoevviiin, 70
ERY-TAB......ooviiiieeen 7 EYSUVIS....ccccoiiiieee 133 FILSUVEZ......cccocvvvviean 73
ERYTHROCIN........cccveveenn. 7 EZALLOR SPRINKLE........ 68 FINACEA........coooveeennn. 75
erythrocin (as stearate) ........... 7 ezetimibe............................... 68  finasteride............ccccceuuen.... 143
erythromycin.................... 8,130  ezetimibe-simvastatin............. 68  fingolimod.............................. 36
erythromycin ethylsuccinate..7,§ FABHALTA.......cccccoeeennnnnnn. 82 FINTEPLA.........cccovvvviinn, 27
erythromycin with ethanol...... 75 FABIOR............................ 75 finzal@..........ceeeenenaannnn. 127
erythromycin-benzoyl falmina (28) .......ccccooovvve. 127 FIRAZYR....c.ccccoeinn 137
peroxide..............ccccceuuvennn.... 75 famciclovir...........cccueeeeeenaannnn. 3 FIRDAPSE.......cccoovvvvveeee. 36
ESBRIET.....ccooiiieeeie. 136  famotidine............................ 103 FIRMAGON KIT W
escitalopram oxalate.............. 50 FANAPT.......ccooiiiee. 50 DILUENT SYRINGE.......... 17
esomeprazole magnesium...... 103 FARESTON........................ 17 FIRVANQ...cooiiiiiieieeeeeeeeen. 9
estarylla..............cccoooeeeen. 127 FARXIGA.........coeei 88  flac otic 0il...........cccoeeeeeann. 85
ESTRACE........cccceevv. 125 FASENRA ..., 137 FLAGYL..ooooiiiiiiiiiiee, 9
estradiol............................... 125 FASENRA PEN................. 136  flavoxate................uuuuue....... 142
estradiol valerate.................. 125 febuxostat................cco......... 115 flecainide................................ 60
estradiol-norethindrone acet..125  felbamate............................... 27 FLECTOR.........ceevvnnnnnn 44
ESTRING........cccevviiieene 125 FELBATOL.......ccccoeviiinenns 27 FLEQSUVY ..ccccoiiiiiiiinnn 39
eszopiclone....................c........ 50 felodipine............cccccuuvuuunnnn..... 63 FLOLIPID........cccevvvveeeeens 68

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

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

This drug list was updated in August 2024.
153



FLOMAX.....cooovvvveeeen. 143 FOSAMAXPLUSD.......... 116 GENOTROPIN
fluconazole......................ouuuu... 1 fosamprenavir.......................... 3 MINIQUICK.........ccoouueee 106
fluconazole in nacl (iso-osm)....1  fosfomycin tromethamine........ 14 gentamicin.................. 9,76,130
flucytosine............................... 1 fosinopril.............ccvvvvvvvvnnnnn. 63  gentamicin in nacl (iso-osm) .... 9
fludrocortisone....................... 86  fosinopril-hydrochlorothiazide 63 GENVOYA....cccooovvieieieieeennnn. 3
Sflunisolide............................. 137 FOTIVDA......cccvieeieeee, 17 GEODON......ccoovviieeiiieen, 51
fluocinolome............................ 79 FRAGMIN........cccovveee. 66,67 GILENYA....ccoooviiiiieieeeenn. 36
fluocinolone acetonide oil........ 85 FROVA ..., 33 GILOTRIF..............o 18
fluocinolone and shower cap....79  frovatriptan............................ 33 GIMOTI ..., 99
fluocinonide............................ 79 FRUZAQLA......................... 17 GLASSIA ..., 82
fluocinonide-emollient.............. 79  FULPHILA........................ 106  glatiramer.............................. 36
fluoride (sodium).................. 145 FUROSCIX....ooooovvviieeeeenn, 63  glatopd...........ccccoccuvveennnnii.... 36
fluorometholone.................... 133 furosemide............................. 63 GLEEVEC............cccuuunn 18
FLUOROURACIL............... 73 FUZEON. ..o, 3 GLEOSTINE........ccccovunnnn.n. 18
Sfluorouracil............................ T3 fyavolv.........ccccovuvveeviiiiiaaannn, 125  glimepiride............................. 88
fluoxetine......................... 50,51 FYCOMPA......ccoovvvvieeeens 27  glipizide................cccceeeueennn.... 88
fluoxetine (pmdd) .................. 50 FYLNETRA........ccooeeeenn. 106 GLIPIZIDE..........cccovvveeee... 88
fluphenazine decanoate........... S1  gabapentin........................ 27,28  glipizide-metformin................ 88
fluphenazine hcl...................... 51 GALAFOLD.....cccc.cceeeennn. 95 GLOPERBA....................... 115
Sflurandrenolide....................... 79 galantamine............................ 36 GLUCAGON
Sflurbiprofen..............cccocuu... 44  GAMMAGARD LIQUID..108 EMERGENCY KIT
Sflurbiprofen sodium............... 132 GAMMAGARD S-D (IGA (HUMAN) ... 88
FLUTICASONE <1 MCG/ML) ....ccceueee.n. 108 GLUCOTROL XL............... 89
FUROATE-VILANTEROL GAMMAKED.................... 108 GLUMETZA........ccooeeee... 89
............................................. 137 GAMMAPLEX.................. 108  GLYCATE............e............97
fluticasone propionate..... 79,137  GAMMAPLEX (WITH glycopyrrolate....................... 97
FLUTICASONE SORBITOL)......ccccvvvveennnnee. 109 GLYXAMBI.......ccoovve. 89
PROPIONATE................... 137 GAMUNEX-C........ccuun.... 109 GOCOVRI......ccovvviireene, 32
FLUTICASONE GARDASIL 9 (PF)............. 109 GOLYTELY ..cccoevvviiiiennee, 99
PROPION-SALMETEROL137 GASTROCROM.................. 99 GRALISE......cooiiiieee. 28
fluticasone propion-salmeterol gatifloxacin......................... 130  granisetron hel........................ 99
............................................. 137 GATTEX 30-VIAL...............99 GRANIX...........0eeevvunneee... 106
Sluvastatin.................cocuee.... 68 GAUZEPAD......ccoueeen. 112 GRASTEK.......ccceviiiinens 109
fluvoxamine................ccc........ S1 gavilyte-c.......ccoeeeeennennnannn.... 99  griseofulvin microsize............... 1
FML FORTE..................... 133 gavilyte-g......ccoueeeeviiieeaaannn, 99  griseofulvin ultramicrosize........ 1
FML LIQUIFILM.............. 133 GAVRETO......ccceevviien. 17 GVOKE.....cccccoviiiiii. 89
FOCALIN ..., ST gefitinib.......cuueeeeeviienaann. 17 GVOKE HYPOPEN 2-
FOCALIN XR.....ccoovvvvveeeen. S1  gemfibrozil..............ccuuun...... 68 PACK.......coooiiiiiiiiieeee. 89
Sfondaparinux.......................... 66  gemmily........ccccouvviiiiiiiiaannn, 127 GVOKE PFS I-PACK
FORFIVO XL....cccooviiiiieanns 51 GEMTESA......cccciviiees 142 SYRINGE.........ccoooiiiii 89
formoterol fumarate............. 137  generlac...........ccuuueveeeeeeannn. 99 GYNAZOLE-I.................. 126
FORTEO............................ 116  gengraf........ccceeeeeeeeeecnnnnnnn. 17 HADLIMA.........ccovvvvvennn. 119
FOSAMAX ..coooviiiiiiiiinn 116 GENOTROPIN.................. 106 HADLIMA PUSHTOUCH 119
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HADLIMA(CF).................. 120 HUMIRA (PREFERRED hydrocodone-ibuprofen........... 40
HADLIMA(CF) NDCS STARTING WITH hydrocortisone............ 80, 86, 99
PUSHTOUCH.................... 120 00074).cccceeieiiiieiieiiiiiiiiiiiinans 120 hydrocortisone butyrate.......... 80
HAEGARDA..................... 138 HUMIRA PEN hydrocortisone valerate........... 80
hailey 24 fe........................... 127 (PREFERRED NDCS hydrocortisone-acetic acid...... 85
halcinonide............................. 79  STARTING WITH 00074). 120  hydrocortisone-pramoxine...... 99
HALDOL DECANOATE....51 HUMIRA(CF) hydromorphone...................... 41
halobetasol propionate............ 80 (PREFERRED NDCS hydromorphone (pf) ............... 41
haloette............................... 126 STARTING WITH 00074). 120  hydroxychloroquine.................. 9
HALOG.....cccoeeieieeeeeee 80 HUMIRA(CF) PEN hydroxyured..............c.ccc........ 18
haloperidol................cccc........ 51 (PREFERRED NDCS hydroxyzine hcl.................... 134
haloperidol decanoate............. 51 STARTING WITH 00074). 120 HYFTOR..........ccccvvvrrreee. 73
haloperidol lactate.................. 51 HUMIRA(CF) PEN HYRIMOZ (PREFERRED
HARVONI.......ccoeiiiiiie 3 CROHNS-UC-HS NDCS STARTING WITH
HAVRIX (PF)...cccooviiens 109 (PREFERRED NDCS O1314) i, 121
heather .............cccccccvveeennne. 125 STARTING WITH 00074). 121 HYRIMOZ PEN
HEMADY ....oovviiiiiiiiiie 86 HUMIRA(CF) PEN (PREFERRED NDCS
heparin (porcine) ................... 67 PEDIATRIC UC STARTING WITH 61314). 121
HEPLISAV-B (PF).............. 109 (PREFERRED NDCS HYRIMOZ PEN
HETLIOZ.......ccccvvvvieie. 51 STARTING WITH 00074). 121 CROHN'S-UC STARTER
HETLIOZ LQ.....cccovvvveeennn. 52 HUMIRA(CF) PEN PSOR- (PREFERRED NDCS
HIBERIX (PF)...ccccceeenne 109 UV-ADOL HS STARTING WITH 61314). 121
HIPREX.....ccooviiiiieiieeies 14 (PREFERRED NDCS HYRIMOZ PEN
HORIZANT .....cooviiieee 36 STARTING WITH 00074). 121  PSORIASIS STARTER
HULIO(CF)....ovvvveeeiiienne 120  HUMULIN 70/30 U-100 (PREFERRED NDCS
HULIO(CF) PEN................ 120 INSULIN.....cooiiiiieeeiieeeens 89 STARTING WITH 61314). 121
HUMALOG JUNIOR HUMULIN 70/30 U-100 HYRIMOZ(CF)
KWIKPEN U-100................. 89 KWIKPEN........oociiire 89 (PREFERRED NDCS
HUMALOG KWIKPEN HUMULIN N NPH STARTING WITH 61314). 121
INSULIN . .....cooiiiieeeeien 89 INSULIN KWIKPEN.......... 89 HYRIMOZ(CF) PEDI
HUMALOG MIX 50-50 HUMULIN N NPH U-100 CROHN STARTER
KWIKPEN.......cooiiiiieee 89 INSULIN....cccooviiiireeeen. 89 (PREFERRED NDCS
HUMALOG MIX 75-25 HUMULIN R REGULAR STARTING WITH 61314). 122
KWIKPEN......cooiiiiiieee 89 U-100 INSULN......ccovvvireennne 89 HYRIMOZ(CF) PEN
HUMALOG MIX 75-25(U- HUMULIN R U-500 (PREFERRED NDCS
100)INSULN .....ccvvieeeeen. 89 (CONC) INSULIN............... 89 STARTING WITH 61314). 122
HUMALOG TEMPO HUMULIN R U-500 HYSINGLA ER................... 41
PEN(U-100)INSULN............ 89 (CONC) KWIKPEN............. 89 HYZAAR......ccccoviiiiiin, 63
HUMALOG U-100 hydralazine............................. 63 ibandronate.......................... 116
INSULIN . ....oooviiiiieiiiieeee 89 HYDREA.........cccociii. 18 IBRANCE......cccooiiiiiiiinnn. 18
HUMATIN ..o 9  hydrochlorothiazide................ 63 IBSRELA.......cccccoiiiiiinen. 99
HUMATROPE................... 106  hydrocodone bitartrate........... 40 DU 44
hydrocodone-acetaminophen...40  ibuprofen.............ccccccceeennn... 44
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ibuprofen-famotidine.............. 44 INGREZZA........ccccoeiiii. 36 INVEGA SUSTENNA......... 52

icatibant ...........ccc.coeeeeuvennnn. 138 INGREZZA INITIATION INVEGA TRINZA................ 52
iClevid.....uooooeceeiiiiieeiiiiiaan, 127  PK(TARDIV)....ccccuvvvvenn 36 INVELTYS....cooovieeiinen. 133
ICLUSIG ... 18 INGREZZA SPRINKLE.....36 INVOKAMET...................... 90
icosapent ethyl........................ 68 INLYTA....coooiiiiiiiieeeeenn. 18 INVOKAMET XR............... 90
IDACIO(CF)...ccvvvveeee. 122 INNOPRAN XL.......cccuve.. 63 INVOKANA.......ccceeviee. 90
IDACIO(CF) PEN.............. 122 INPEFA. ..., 90 IOPIDINE..........coovvvrrennee. 133
IDACIO(CF) PEN INPEN (FOR HUMALOG) IPOL....oooviieiieeeeieee e, 109
CROHN-UC STARTR....... 122 BLUE.....ccciiiiiiiviiiiiiiiiiiiins 112 ipratropium bromide....... 85, 138
IDACIO(CF) PEN INPEN (FOR HUMALOG) ipratropium-albuterol........... 138
PSORIASIS START........... 122 GREY ..o, 112 irbesartan................cccccuuen... 63
IDHIFA ..o 18 INPEN (FOR HUMALOG) irbesartan-
ILEVRO.........ooo 132 PINK......coooiiiiiiiieieee, 112 hydrochlorothiazide................ 63
ILUMYA. ..o 71 INPEN (NOVOLOG OR IRESSA ..o, 18
IMAtinib ..........oooevvveieeaanannne 18 FIASP)BLUE........c......... 112 ISENTRESS.....ccccciiiiinis 3
IMBRUVICA........coeeeen 18 INPEN (NOVOLOG OR ISENTRESSHD.......ccccce..... 3
imipenem-cilastatin................... 9 FIASP)GREY.................... 112 isibloom...........c.ouevvveeeeeannnn. 127
imipramine hcl........................ 52 INPEN (NOVOLOG OR ISOLYTESPH74............ 145
imipramine pamoate............... 52 FIASP)PINK...........c.......... 112 ISOLYTE-PIN 5%
Imiquimod..............ccccueeeee..... 73 INQOVI...oooiiiiiiiieei 18 DEXTROSE.......cccovvveeeen.n. 145
IMITREX ....ccooiiiiiiiiiieen. 33 INREBIC.......cccceiiiiiiees 18  isoniazid...........ccccooeeeiiininnnnnn. 9
IMITREX STATDOSE INSPRA ..o 63 ISORDIL........ccccvvvvivirerenn. 70
PEN ..o, 33 INSULIN ASP PRT- ISORDIL TITRADOSE....... 70
IMITREX STATDOSE INSULIN ASPART.............. 90 isosorbide dinitrate................. 70
REFILL.....ccooeeiiiiieeee, 34 INSULIN ASPART U-100...90 isosorbide mononitrate............ 70
IMOVAX RABIES INSULIN DEGLUDEC....... 90 isosorbide-hydralazine............ 63
VACCINE (PF).....ccccc........ 109 INSULIN GLARGINE U- ISOUFCLINOMN .. 75
IMPAVIDO.......cccceennnnn. 9 300CONC.....ccceeeeiieeii 90 isradipine................................ 63
IMURAN ... 18 INSULIN GLARGINE- ISTALOL......cooeviieeee 131
IMVEXXY YEGN....oooiiiiiiiieeeee 90 ISTURISA......oooiiieeeen. 95
MAINTENANCE PACK...125 INSULIN LISPRO............... 90 itraconazole................c........... 1
IMVEXXY STARTER INSULIN LISPRO IVermecCtin........ccccuveeeeeennnn... 9,75
PACK ... 125 PROTAMIN-LISPRO.......... 90 IWILFIN........ccoeeviiiireanne, 18
INBRIJA ... 32 INSULIN SYRINGE- IXCHIQ (PF)..cceeviiiiiens 109
INCASSIA ..o, 125 NEEDLE U-100.................. 112 IXIARO (PF)...................... 109
INCRELEX.....ccccccvevevnnann. 82 INTELENCE...........coeuvvernnn. 3 IYUZEH (PF)....cccoceeennnne. 132
INCRUSE ELLIPTA.......... 138  intralipid................ccccueee.... 145 JADENU.....ccocovviiiiiieene 82
indapamide............................ 63 INTRALIPID..................... 145 JADENU SPRINKLE.......... 82
INDERALLA.....ccvvvveee. 63 INTRAROSA.........ccceee. 126 JAKAFI....ccooovviiiiiii. 18
INDOCIN......coeeeeeeeiiie, 44 introvale............cccceeeennnnn... 127 jantoven...............ccccceeeeeeeenn. 67
indomethacin.......................... 44 INVANZ...cooiiiiiiiiiiiieieee, 9 JANUMET.......cccevviiins 90
INFANRIX (DTAP) (PF)...109 INVEGA......cccooovviiieieeeens 52 JANUMET XR.....ccccvveeennne 90
INFLECTRA.......ccvvveeeeee. 99 INVEGA HAFYERA........... 52 JANUVIA ... 90

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

This drug list was updated in August 2024.
156



JARDIANCE........cc.cceoeieene 90 KEVZARA.......ccccmiiiens 122 LAMICTAL XR STARTER

Jasmiel (28) ...ccoeeeeecvinnaanns 127  KINERET.....c....cooviiinen. 122 (BLUE) ..o 28
JATENZO.....cccoovvieeeiinan, 95 KINRIX (PF)..cccccvvveenn. 109 LAMICTAL XR STARTER
JAVYGLOT ..o 95  kionex (with sorbitol) ............ 82 (GREEN)..............l 28
JAYPIRCA.................... 18,19 KISQALI......ccovvviieiiiineens 19 LAMICTAL XR STARTER
JENTADUETO.................... 90 KISQALI FEMARA CO- (ORANGE).....cccovviieeeein. 28
JENTADUETO XR............. 90 PACK ..o, 19  lamivudine................................ 4
Jinteli........ccccoovvveveveviiiinnnnnns 125 KITABISPAK......ccovvvvviiins 9 lamivudine-zidovudine.............. 4
JOENJA ..., 82 KLARON.....cccovvviviiviiiiiiiins 76 lamotrigine...........ccceeeeeennn...... 28
JORNAY PM....cccccoeeins 52 KLISYRI....ccoooovviiiiiiiieen, 19 LAMPIT.........cooo, 9
JOYEAUX ..., 127  KLONOPIN..................... 28  LANOXIN.........cceiiiiiiinn, 70
JUBLIA ..o, 77 klor-con 10..............ocuuu....... 143 lansoprazole......................... 103
Juleber...........ccccoevvveennnnin... 127 klor-con 8.......cccccuuvvvevennnn.... 143 LANTUS SOLOSTAR U-
JULUCA. ... 3 klor-conmlO.................... 143 100 INSULIN.........cvvvveeee.n. 91
Junel 1.5/130 (21) ................... 127  klor-conmlS........................ 143 LANTUS U-100 INSULIN.. 91
Junel 1120 (21) ...........uuun...... 128  klor-conm20........................ 143 lapatinib..................cceeeeeenn.. 19
junel fe 1.5/30 (28) ............... 128  klor-con oral packet 20......... 143 larin 1.5/30 (21) .....cccuuuu...... 128
junel fe 1120 (28) .................. 128  KLOXXADO......ccccoovvvvvrnnnn. 44 larin 1120 (21) ...coueeeveeeennnnnnn. 128
Jjunelfe 24 ........cccoovuvvvvennennn. 128  KONVOMERP.................... 103 larin fe 1.5/130 (28) ............... 128
JUXTAPID.....ovvvvvveeieeeas 68 KORLYM.....ooovvviveeeeeeees 95 larinfe 1120 (28) ...uuueeeenn..... 128
JYLAMVO.......cooovvvieee. 19 KOSELUGO..........ccvvvveee.... 19 LASIX. ..., 63
JYNARQUE.....cccovvvveeeen. 95  kourzeq........ccceeeveeeennnnn 85 latanoprost................ccccu..... 132
JYNNEOS (PF)....cccovveennn. 109 KRAZATI...cccoovviiiieee, 19 LATUDA. ... 53
Kaitlib fe..........oouuvevevvvevnnnnnn, 128 KRINTAFEL.........ccccovvene. 9 layolisfe.......ccccovveveenn.... 128
KALETRA......coooiiieee 4 KRISTALOSE..........oeuun... 99 LEDIPASVIR-
KALYDECO...................... 138 kurvelo (28) ......cceveuvvveeannnn. 128  SOFOSBUVIR..........ccoeuvveee.. 4
KANJINTT.....coooviiiieeee 19 KUVAN....cooooiiiieeeiieee 95  leflunomide..................... 122
KAPSPARGO SPRINKLE..63 KYLEENA.........cccccoeenne. 126  lenalidomide........................... 19
kariva (28) ......oueeeeveevvvnnnnnnnn, 128 [ norgestle.estradiol-e.estrad. 128 LENVIMA........................... 19
KATERZIA ..o, 63 labetalol..................ccccuuuennnn. 63 LESCOL XL.....oooovvvrreeenne 69
KAZANO. ..ot 91 lacosamide............................. 28 1eSSiNA..ccceeeeaeaeeeaeieiiiaii 128
kelnor 1135 (28) ..oooeeeeennnn. 128 LACRISERT..................... 131 LETAIRIS..........ccoi 138
kelnor 1-50 (28) ....cccoueeennn. 128  lactulose...............cccovvvveuen.. 99  letrozole................................. 19
KENALOG.......cccccvvvvveeee. 80 LAMICTAL.....cccoovvvvvveeeennn. 28  leucovorin calcium.................. 14
KEPPRA .........oooiiiiiee 28 LAMICTALODT................ 28 LEUKERAN..........ccuuun 19
KEPPRA XR.......ccvvvvinnn 28 LAMICTAL STARTER LEUKINE........ccccceeieiin. 106
KERENDIA......cccoeeeeeeennn.. 63 (BLUE)KIT.....ccoooveeieeennnnn. 28  leuprolide....................oo......... 19
KESIMPTA PEN................. 36 LAMICTAL STARTER LEUPROLIDE (3
ketoconazole....................... 1,77 (GREEN)KIT..........ovvvvnne. 28 MONTH).....ooovvvviiiiiiiiiiiiii, 19
ketodan............ccccccoooevveeennn. 77 LAMICTAL STARTER levalbuterol hcl..................... 138
ketoprofen...............cccuueeunn... 44 (ORANGE)KIT........coe...... 28 LEVALBUTEROL
ketorolac.................ccc.u....... 132 LAMICTAL XR.................... 28 TARTRATE..........cc..... 138
KEVEYIS....cooviiiiiieiees 37 levetiracetam.......................... 28
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levobunolol............ccoveu...... 131 LIVTENCITY v, 4 LUMAKRAS....ccoviiviiii. 20

levocarnitine........................... 82 LOLOESTRINFE............. 128  LUMIGAN......cccveveeeee. 132
levocarnitine (with sugar) ...... 82 LOCOID.....cccceeiiiiii 80 LUMRYZ...............l. 53
levocetirizine........................ 134  LOCOID LIPOCREAM........ 80 LUPKYNIS.......coovveeee. 20
levofloxacin.................... 13,130 LODINE......ccccevviiiiieeens 44 LUPRON DEPOT................ 20
levofloxacin in dSw................. 13 LODOCO.....cccoeeeieieeeeeeaannn.. 70  LUPRON DEPOT (3

levonest (28) ....cceeeveveeeennnne. 128 LODOSYN....cooovvieiiiiieeeens 32 MONTH)...cooooovvieiiiiiee, 20
levonorgestrel-ethinyl estrad. 128 ~ LOESTRIN 1.5/30 (21)........ 128 LUPRON DEPOT (4
levonorg-eth estrad triphasic. 128  LOESTRIN 1/20 (21).......... 128 MONTH)..cccoevieeiieieeeeeeeeen. 20
levora-28 ........ccceeeveeevnnaann. 128 LOESTRIN FE 1.5/30 (28- LUPRON DEPOT (6
levorphanol tartrate................ 41 DAY) i 1286 MONTH).......cooeiriireee. 20
LEVOTHYROXINE............ 97 LOESTRIN FE 1/20 (28- LUPRON DEPOT-PED....... 20
levothyroxine..............ccc........ 97 DAY) .o, 128 LUPRON DEPOT-PED (3
[evOXPL...oovevaiiiiiiiiiiiiiaa, 97  lofend...........ccceeeeuuevveennnnn.... 44 MONTH)....cooovviiieiiiieeeee, 20
LEXAPRO.......coovviieiene. 53 LOKELMA......cccooeviiiieens 82  lurasidone...............cccceuuurennn. 53
LEXETTE.....ccccooviiiiieae 80 LOMOTIL......cooovvvveeeeen. 97  lutera (28) ...ccovevveeeeiinnaann, 128
LEXIVA .o 4 LONSURF......ccoooviii. 20 LUZU. .o 77
LIALDA .........coooeee 99  loperamide............................. 97 LYBALVI.........ccoooo 53
LIBERVANT .......ccvvvieenne 28 LOPID...cccoiiieiiiiieeee, 69  Dleq...ccccueeeiiiiiiiiii 126
LICART ..o, 44 lopinavir-ritonavir .................... 4 Dllana..............ooovvvveveeaannnn. 126
lidocaine.............ccccoceeevnunn.. 73  LOPRESSOR.......ccocvvieeenn. 63 LYNPARZA........ccoeen. 20
lidocaine hcl........................... 73 LOPROX....cccovviiiiiiiiiinn. 77 LYRICA ..o 29
lidocaine viscous..................... 73 lorazepam...................cc......... 53 LYRICACR.......covvvvveee. 29
lidocaine-prilocaine................ 73 lorazepam intensol.................. 53 LYSODREN......cooeiiiieenn. 20
lidocan iii.............cccouuveenn... 73 LORBRENA........ccccceennne. 20 LYTGOBI......ccceevveeiiirene 20
LILETTA ..ccooiiiieeee 126 LOREEV XR.......ccccovveennnne. 53 LYUMIJEV KWIKPEN U-
linezolid.............cccoovvvernnnnnnnnnn. 9 loryna (28)....ccccovvvvieinnnn. 128 100 INSULIN....................... 91
linezolid in dextrose 5%............ O  losartan.................cccocvvuvnnnnnn. 63 LYUMIJEV KWIKPEN U-
LINZESS................ 99  losartan-hydrochlorothiazide.. 63 200 INSULIN...........ccceuveee. 91
liothyronine.............ccccuueenn. 97 LOTEMAX....ccoocevviiiieeaanns 133 LYUMJEV TEMPO

LIPITOR ......ccvviiiieiiieees 69 LOTEMAXSM......c......... 133 PEN(U-100)INSULN............ 91
LIPOFEN.......ccccoviiiiiieenne 69 LOTENSIN......ocooiiieeeenn. 63 LYUMIEV U-100
LIQREV.......cccooiii 138  loteprednol etabonate............ 133 INSULIN....coooviiiiieeeeeeeee, 91
lisdexamfetamine.................... 53 LOTREL.......ccooeiiiiriiie. 63 LYVISPAH............ccvvnnnn 39
LiSTROPTEl...cooveeieeaeeai 63 LOTRONEX.........ccccvvrneee. 99 DZA..cccooeiiiiiiiiiieeeee, 126
lisinopril-hydrochlorothiazide. 63  lovastatin............................... 69 MACROBID...........cevvveee... 14
LITFULO....ccoviiieeeee. 82 LOVAZA....cooviiiiii. 69 MACRODANTIN................ 14
lithium carbonate.................... 53 LOVENOX......cooovvvvvereeeenn. 67 magnesium sulfate................ 143
lithium citrate......................... 53 low-ogestrel (28) ...cccceeenn...... 128 MALARONE......................... 9
LITHOBID............cceenennn. 53 loxapine succinate.................. 53 MALARONE PEDIATRIC...9
LITHOSTAT.....cccoovvvveeeeennn. 82  Ilubiprostone............................ 99  malathion...............ccccccec... 81
LIVALO. ..o, 69 LUCEMYRA.......cccooirinn 44 maraviroc...........cccceeeueeiiennnnnn. 4
LIVMARLI.........cceviiiis 99 LULICONAZOLE............... 77 MARINOL........cceeiii. 99
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marlissa (28) ......cceuveeeeennnnn. 128 MEMANTINE..................... 37 METROGEL....................... 75
MARPLAN......cooiiiee 53 MENACTRA (PF).............. 109 METROLOTION................. 75
MATULANE.........cooviies 20 MENEST....ccoooiiiiiiiiieeees 126 metronidazole.............. 9,75, 126
Matzim ld............ccceeeeeeeeeennnn. 63 MENOSTAR.........ccouunn..... 126  metronidazole in nacl (iso-os)..9
MAVENCLAD (10 MENQUADEFI (PF)............ 109  metyrosine...........cccccuvveeenn... 63
TABLET PACK).................. 37 MENVEO A-C-Y-W-135- Mexiletine.............ccevuveeeeennnen. 60
MAVENCLAD (4 TABLET DIP (PF)..evviviiiiieee. 109  mibelas 24 fe.............ccccu....... 128
PACK) ..ooiiiiiiiiiiiiiiiiiiiiiiiiiies 37 MEPRON.......cccovvrviviiiiiiiinn, 9 micafungin.........cccceeeeeeeeeeennnnn. 1
MAVENCLAD (5 TABLET mercaptopurine....................... 21  MICARDIS HCT................. 64
PACK) ..ooiiiiiiiiiiiiiviiiiiiiiiiiiies 37 meropenem...........cceeeeeeeeaannn.. 9  miconazole-3........................ 126
MAVENCLAD (6 TABLET T 128  microgestin 1.5/30 (21)........ 128
PACK) ... 37  mesalamine........................... 100  microgestin 1/120 (21) ........... 128
MAVENCLAD (7 TABLET MESNEX ..., 14 microgestin 24 fe.................. 128
PACK) ..o, 37 MESTINON......................... 39  microgestin fe 1.5/30 (28).... 128
MAVENCLAD (8 TABLET MESTINON TIMESPAN.... 39 microgestin fe 1/120 (28) ....... 129
PACK) ..coooiiiiiiiiiiiiii 37 METADATECD.................. 53  midodrine............................... 82
MAVENCLAD (9 TABLET Metformin...........ccceeuvvvvvnnn.... 91 MIEBO (PF)...ccovvviiieenn, 131
PACK)..ooiiiiiiiiiiiiiiieee, 37 METFORMIN...........ocoee..... 91  mifepristone...............ccccuu... 95
MAVYRET ..., 4  methadone.............cccccce......... A1 MIGErGOl.....evvvevveeeeeriinnnnns 34
MAXALT ..cooviiieieeiie 34 methamphetamine.................. 53 miglitol............ccuuveeviiieaann. 91
MAXALT-MLT.................. 34 methazolamide...................... 132 miglustat........ccccceeeeeeeeeennn..... 95
MAXIDEX.......ccooviiiiinnen. 133 methenamine hippurate........... 14 MIGRANAL........cccvine. 34
MAXITROL..........cvvvveee 132 methimazole........................... 86  MUli.ueeeeeiiiaieieeeiieee 129
MAYZENT.....ccoooeeveiineans 37 METHITEST.....cccccceevnnn. 905 mimvey......ccoovveeeeeiniineeenn, 126
MAYZENT methotrexate sodium.............. 21 MINIVELLE...................... 126
STARTER(FOR 1MG methotrexate sodium (pf) ....... 21 minocycline....................... 13, 14
MAINT) ... 37  methoxsalen........................... 73 minoxidil..........ccccceeeeeeeeennn..... 64
MAYZENT methscopolamine.................... 97  mirabegron.......................... 142
STARTER(FOR 2MG methsuximide......................... 29 MIRENA . .......ccooiiiiiiiinan, 126
MAINT)......coo 37 METHYLIN........cccvvvvrininnns 53 mirtazapine...............ccccceune.. 54
meclizine............ccoeeeeeeeeeiiil. 99  methylphenidate.............. 53 MIRVASO....cccciiiii 75
meclofenamate....................... 44 methylphenidate hcl.......... 53,54  misoprostol........................... 103
MEDROL........cccovvvveenin. 86 METHYLPHENIDATE MITIGARE....................... 115
MEDROL (PAK)......ccccc..... 86 HCL..cooooiiiiiiiieiieeeee. 54 M-M-RII (PF)...ccccceeennnn. 109
medroxyprogesterone........... 126  methylprednisolone................. 86  modafinil..............ccoouuuee..... 54
mefenamic acid....................... 44 methyltestosterone.................. 95  moexipril........cccccoeeivieeeaeannnn. 64
mefloquine...............cccceeuvvvne... 9  metoclopramide hcl............... 100  molindone................cccuuu........ 54
megestrol................................ 20  metolazone............cccceeeennn...... 63  mometasone.................... 80, 138
MEKINIST .......cooeeennn. 20,21  metoprolol succinate............... 63  montelukast.......................... 138
MEKTOVI....ccocovviiiiiii, 21 metoprolol ta- MOFPhine ...........cccccevvvvvvnnnn.... 41
meloxicam..............ccccuuuun...... 44 hydrochlorothiaz.................... 63  morphine concentrate............. 41
meloxicam submicronized....... 44 metoprolol tartrate................. 63 MOTEGRITY ....ccovvveeeee.. 100
TNEMANTINC ... 37 METROCREAM.................. 75 MOTOFEN.....cccoiiiiiinn. 97
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MOTPOLY XR....ccccceeveeennn. 29 naproxen sodium.................... 45 NEXTSTELLIS................. 129
MOUNIJARO.........cccvvveeeeen. 91  naproxen-esomeprazole.......... 45 NGENLA..........cccooviiiiiinn, 106
MOVANTIK.......ccvvvvveeeeeen. 100  naratriptan............................. 34 RIACIA...oeeeeeaaeeiiiieaeeeeeeea 69
MOVIPREP.........ccvveen. 100 NARDIL.........oeeviiiieeee 54 NIACOR......ccooovviiviiieeees 69
moxifloxacin................... 13,130  NATACYN....cccovvviiriviiiins 130 nicardipine............cccceeennn...... 64
moxifloxacin- NATAZIA .....coovvvviiiinnn, 129 NICOTROL.......ccoeeeennnnnn.. 84
sod.chloride(isa..................... 13 nateglinide.............................. 92 NICOTROLNS.................... 84
MS CONTIN......oovvvvvriiiiinans 41 NATROBA.....ccoooieinn. 81  nifedipine........ccccceeeveeeeeeeennn.... 64
MULPLETA.......cccvveeee 67 NAYZILAM........ooovvveeee 29 nikki (28) oo, 129
MULTAQ....ccooeeeeeeeeinn. 60  nebivolol...............cccceeeeeieininn. 64 NILANDRON...................... 21
PUPIFOCIN ..., 76  NEBUPENT........................ 10 nilutamide.............................. 21
mupirocin calcium.................. 76 necon 0.5/35 (28) ccccuvuenenn.... 129  nimodipine.............................. 64
MVASIL......coo, 21 nmefazodome............................. 54 NINLARO.......ccoovvvvvrrene. 21
MYALEPT ..o, 95  neomycCin.........c.cccccevvuvvvennn.... 10 nisoldipine..............ccceuuee... 64
MYAMBUTOL..................... 9 neomycin-bacitracin-poly-hc. 132  nitazoxanide........................... 10
MYCAMINE................... 1 neomycin-bacitracin- RILISINONE ... 82
MYCAPSSA ... 21 polymyXin............ccceeeuennn... 130 nitro-bid............cccccuvvvenenn..... 70
MYCOBUTIN........ccvvvveeeen. 9  neomycin-polymyxin b- NITRO-DUR...........ccennn. 70
mycophenolate mofetil............ 21 dexameth..................ccccen.... 132 nitrofurantoin......................... 14
mycophenolate sodium............ 21 neomycin-polymyxin- NITROFURANTOIN.......... 14
MYDAYIS.....cooieeee, 54 gramicidin...................cc....... 130  nitrofurantoin macrocrystal.... 14
MYFEMBREE.................. 126  neomycin-polymyxin-hc.. 85, 133 nitrofurantoin monohyd/m-
MYFORTIC.......cccoinn. 21 neo-polycin..............cccuuu..... 130 CrYStoeecee, 14
MYHIBBIN..........oovvvriiinns 21 neo-polycinhc....................... 133 nitroglycerin................... 70, 100
MYRBETRIQ..................... 142 NEORAL.......ooovviieeee. 21  NITROLINGUAL............... 70
MYSOLINE.........ccoovviires 29 NEO-SYNALAR.................. 76 NITROSTAT......cceeeve. 71
MYTESI....ccooviieiiieeeee 97 NERLYNX....ooooooeviivireene, 21 NITYR .o 82
nabumetone.............cccceeeeennn.. 44 NESINA............. 92 NIVESTYM........................ 106
nadolol................................... 04 HOUAC.....ccceeeeeaeeaaaaaaaaeaaaaeea 75  nizatidine............................. 104
NACIlliN ...ovvvvvennn, 12 NEULASTA........ccccvvviien. 106  nora-be................ccccooo.... 126
RASLIfINE ...coviieeeeieeeee, 77 NEULASTA ONPRO......... 106 NORDITROPIN

NAFTIN ..o 77 NEUPOGEN........ccceeeennn. 106 FLEXPRO.......cccceeevvnnnnn.. 107
NALFON.......ccooiiii 44 NEUPRO...........eeevinnnn 32 norelgestromin-ethin.estradiol
NALOCET.....ccccovieeeen. 42 NEURONTIN.......cccvveeenns 29 e 126
naloxone............ccccoueeeenaeann.. 44 NEVANAC......cccccccieiea. 132 noreth-ethinyl estradiol-iron..129
naltrexone.............cccceuveenn.... 44 nevirapine...........cccceueveennannn... 4  norethindrone (contraceptive)
NAMENDA TITRATION NEXAVAR.....ccccovviiiiiane 21 126
PAK oo 37 NEXICLON XR.......cccce... 64  norethindrone acetate........... 126
NAMENDA XR................... 37 NEXIUM.....coooooviiiiiianne 103 norethindrone ac-eth estradiol
NAMZARIC................... 37,38 NEXIUM PACKET........... 104 126, 129
NAPRELAN CR............. 44,45 NEXLETOL...........coovvnnneennn. 69  norethindrone-e.estradiol-iron
NAPROSYN....ccocviiiiiiees 45 NEXLIZET.....cccoccevvviiinean. 00 129
HAPFOXCN . 45 NEXPLANON.........cc.... 126
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norgestimate-ethinyl estradiol NUTRILIPID..................... 145 OMNIPOD 5 G6 INTRO

............................................. 129 NUTROPIN AQ NUSPIN. 107 KIT (GEN 95).......cceuuvee...n 113
NORITATE......cccooeee. 75 NUVARING........ccouvveenenn 126 OMNIPOD 5 G6 PODS
NORLIQVA.....ccoeeiieee 64 NUVIGIL.......ocovvvveeee. 54 (GENYS)oviiiiiiiiieeee, 113
NORPRAMIN..........ccuvnee. 54 NUZYRA......cooivieeen. 14 OMNIPOD 5 G6-G7
NORTHERA...........ccuvne. 82 MYAMYC.cceeeiiiiiaeeeiiiaea 77 INTRO KT(GENY)............. 113
nortrel 0.5/35 (28) ...cuu..... 129 nylia 1/35 (28) .ccceveeveeaann. 129  OMNIPOD 5 G6-G7 PODS
nortrel 1135 (21) ................. 129 nylia 71717 (28) coueeeeeeeeennnnnns 129 (GENYS) oo, 113
nortrel 1135 (28) ...cccuvveeennnn. 129 NYMALIZE.........ccoeuneee.. 64 OMNIPOD DASH INTRO
nortrel 71717 (28) ................. 129 nymyo...cccceeeeecceeieeeeeeeeeenn. 129 KIT(GEN4).................... 113
nOrtriptyline................c.cooo..... 54  nmystatin.............................. 2,77 OMNIPOD DASH PODS
NORVASC........cccci 64 nystatin-triamcinolone............ 77 (GEN4).oooiiiiiie, 113
NORVIR ..., 4 IPSLOP .coveeiiiieeeiie e 77  OMNIPOD GO PODS........ 113
NOURIANZ.....cccovvvveeee 32 NYVEPRIA........ccooe. 107  OMNIPOD GO PODS 10
NOVO PEN NEEDLE........ 112 OCALIVA.......ccoeiiiees 100 UNITS/DAY ..oovvveiiiiieeeans 113
NOVOLIN 70/30 U-100 ocella........ccoocuvvievicniiaann. 129  OMNIPOD GO PODS 15
INSULIN . ....oooiiiiiiiiiiieeee 92 OCTAGAM.....cccvvvveeee 109  UNITS/DAY ..oovvveiiiiiieeans 113
NOVOLIN 70-30 octreotide acetate................... 21  OMNIPOD GO PODS 20
FLEXPEN U-100.................. 92 OCUFLOX....cccccvviiiireannns 130 UNITS/DAY ..ooevveiiiiieeaans 113
NOVOLIN N FLEXPEN.....92 ODACTRA........cccvvvveeee. 109 OMNIPOD GO PODS 25
NOVOLIN N NPH U-100 ODEFSEY ..ccooviiiiiiiiiiiieees 4 UNITS/DAY ...ccovveiiieen. 113
INSULIN....ooeiieiiee, 92 ODOMZO.....ccccvvvvvvveeeeaeaann. 21  OMNIPOD GO PODS 30
NOVOLIN R FLEXPEN.....92  OFEV....ccccooiiiiiiiiiiienee. 138 UNITS/DAY ..ooovveeeiiiieanns 113
NOVOLIN R REGULAR ofloxacin................... 13,85,130 OMNIPOD GO PODS 40
U100 INSULIN..................... 92  OGSIVEO.....ccccccvvveeiiinens 21  UNITS/DAY ..o 113
NOVOLOG FLEXPEN U- OJEMDA........cccvvvee 21,22  OMNITROPE..................... 107
100 INSULIN.......ccvvvreennee 92 OJIAARA......ccoieeeee, 22 OMVOH.........covvirreann. 100
NOVOLOG MIX 70-30 U- olanzapine...............ccccuuv.... 54 OMVOHPEN.......ccceeee.n. 100
TI00 INSULN...cooooiiiieieinn, 92 olanzapine-fluoxetine.............. 54  ondansetron......................... 100
NOVOLOG MIX 70- olmesartan............................. 64 ondansetron hel..................... 100
30FLEXPEN U-100.............. 92 olmesartan-amlodipin- ONEXTON.........oeeeeiii 75
NOVOLOG PENFILL U- hethiazid.............ccccueveeeeannn... 64 ONFI....ooooiiiiiiiiiiiee, 29
100 INSULIN.....coeeeiieennn, 92 olmesartan- ONGENTYS. ... 32
NOVOLOG U-100 hydrochlorothiazide................ 64 ONTRUZANT..........cc.... 22
INSULIN ASPART.............. 92  olopatadine............................. 85 ONUREG..........cceeiiinnnnn 22
NOXAFIL.....ccccoevviiiieane 1,2 OLPRUVA.......cccooiiiie 82 ONZETRA XSAIL............... 34
NUBEQA ..., 21 OLUMIANT......ccovvvreenee 122 OPSUMIT.......coevviiiies 138
NUCALA......ccoeiiiiee 138  OMECLAMOX-PAK......... 104 OPSYNVI....cooooviiiiiiiiies 138
NUCYNTA......ccooieeeee. 45  omega-3 acid ethyl esters........ 69 OPVEE......ccoooviiiiiiiiii, 45
NUCYNTAER................... 45  omeprazole........................... 104 OPZELURA............eeeeenn. 73
NUEDEXTA.....ccceeeieeee 38  omeprazole-sodium ORACEA......cccce i, 14
NUPLAZID.....ccooovivveeann. 54 bicarbonate...............c........... 104 ORAPRED ODT.................. 86
NURTEC ODT......cccoouueeeee. 34 OMNARIS.......ccccoiie 138 ORENCIA........cevveeeeees 123
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ORENCIA CLICKIJECT.... 122 paliperidone............................ 54 PEPCID.......cooovvvvreeene.. 104
ORENITRAM.......cccuvveeene 64 PALYNZIQ.......covvvvrieannne. 95 PERCOCET....c.cccceviivienenne 42
ORENITRAM MONTH 1 PAMELOR ...........ccecviieee 54 PERFOROMIST................ 138
TITRATION KT................. 64 PANCREAZE..................... 100  perindopril erbumine............... 64
ORENITRAM MONTH 2 PANDEL.......cooviiieeee. 80  periogard................ceevuunann. 85
TITRATION KT.................. 64 PANRETIN.......cccceevvinnen. 73 permethrin............cccceeuvvnenn. 81
ORENITRAM MONTH 3 pantoprazole........................ 104  perphenazine.......................... 55
TITRATION KT.................. 64 PANZYGA......ooovvee. 109 PERSERIS.........ooiiiiire 55
ORFADIN.....ccooeiiiiiiieieennnn. 82  paricalcitol............................ 95 PERTZYE.....ccoooveiiiinnnnn. 101
ORGOVYX..oovieeviiiieeeenn, 22 PARLODEL.....c..covvvrrrennn. 32 PHEBURANE.......cccccee..... 83
ORIAHNN......cccceviien. 127 PARNATE.....ccccccoviiinn, 54 phenelzine............ccccceeeeunnn.... 55
ORILISSA.....covvvveieeeieeee, 95  paroxetine hcl................... 54,55 phenobarbital......................... 29
ORKAMBI..........cvvvrr 138  paroxetine phenoxybenzamine................. 64
ORLADEYO.........cceeuunn. 138  mesylate(menap.sym,............ 55 PHENYTEK.........ccooovvveeenn. 29
OrMAlVi...........vvvveiiiiiiaaaann, 38. PAXIL..ooooiiiiieeeeee, 55  phenytoin.......................... 29, 30
ORSERDU.........cccoiiiir 22 PAXILCR....ccooovvvviiieeaee, 55  phenytoin sodium extended..... 30
0Seltamivir ..........cccccoeeeeeeeeeennn. 4 PAXLOVID.....ccooocevviiiieeas 4 PHEXXI....ooooooeiiiiiiieen 127
OSENI ..., 92 pazopanib...............cccc.uu..... 22 PHOSPHOLINE IODIDE..131
OSMOLEX ER.........cc.ccce. 32 PEDIARIX (PF)................. 109 PIFELTRO.....cccocceeviiiiiiens 4
OSPHENA.......cccceeeiiii, 127 PEDVAX HIB (PF)............. 109  pilocarpine hel................. 83, 131
OTEZLA....ccovveeeieeeeees 123 peg 3350-electrolytes............ 100  pimecrolimus.......................... 73
OTEZLA STARTER........... 123 peg3350-sod sul-nacl-kcl-asb- pimozide.................ccceeeunnnn... 55
OTREXUP (PF).................. 123 oo, 100 pimtrea (28) ..ccueveeeeerennann 129
OVIDE......cooiiieeeeiieeee, 81 PEGASYS...ooiiiiiiieee 107  pindolol...............c..ccceeen...... 64
OXACHIIN ..., 12 peg-electrolyte...................... 100  pioglitazone..............cccuue....... 92
oxacillin in dextrose(iso-osm) 12 PEMAZYRE......................... 22 pioglitazone-glimepiride........... 92
OXAPTOZIN........cceeeeeeeaeaaaea, 45 PEN NEEDLE, DIABETIC113  pioglitazone-metformin........... 92
OXBRYTA...ccoooiieeeieeeeeeenn. 83 PEN NEEDLES (NON- piperacillin-tazobactam.......... 12
oxcarbazepine........................ 29  PREFERRED BRANDS).. 113 PIQRAY ...cccooviiiiiiieiiieeen. 22
OXERVATE.....c.cccevnne. 131  PENBRAYA (PF)............... 109  pirfenidone.................... 138, 139
oxiconazole..........ccceeeeennn... 7T penciclovir.........cccccceeeeeeeennn.. 78 PIRFENIDONE................ 139
OXISTAT........oooei 77  penicillamine........................ 123 piroxicam.................cccccvvunnn. 45
OXTELLAR XR................... 29  PENICILLIN G POT IN pitavastatin calcium................ 69
oxybutynin chloride.............. 142 DEXTROSE..........ccuuuun. 12 PLAQUENIL...........uvvveee. 10
0XYCOAONE ... 42 penicillin g potassium.............. 12 PLASMA-LYTE 148........... 145
OXYCODONE..........ccuuu.. 42 penicillin g sodium.................. 12 PLASMA-LYTEA............ 145
oxycodone-acetaminophen......42  penicillin v potassium.............. 12 PLAVIX ..o 67
OXYCONTIN......ccvvveeennne 42 PENNSAID......cccovivrirannnne 45 PLEGRIDY .....cccovvvennne 107
oXymorphone................cc........ 42  PENTACEL (PF)................ 109 PLENAMINE..................... 145
OXYTROL.....cccvvveee. 142 PENTAM.....cooccvviiiiiieeenn, 10 PLENVU......ccoociiiiiiiins 101
OZEMPIC........ccccviiee. 92 pentamidine............................ 10 PLIAGLIS......ccccoveiiie, 73
OZOBAXDS...cvvvvveieeeeeens 39 PENTASA......cccoiiii 101 podofilox.........cccuvveveviieeaannnn. 73
PACETONE ...vvvvvaaaaeaeaaaaeeae, 61  pentoxifylline......................... 67  polyCin........ccccovveviiiiiiianann, 130
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polymyxin b sulfate................ 10 PREMPHASE..................... 126 PROMETRIUM................. 126
polymyxin b sulf- PREMPRO......ccccoeeie. 126  propafenone..................c......... 61
trimethoprim....................... 130  prenatal vitamin oral tablet...145  propranolol............................. 64
POMALYST ..., 22 PRETOMANID................... 10 propylthiouracil...................... 86
PONVORY ....ccooceeiiiiieees 38 PREVACID........cceeveenne.. 104 PROQUAD (PF)................. 109
PONVORY 14-DAY PREVACID SOLUTAB..... 104 PROSCAR.......cc..eeevunnne... 143
STARTER PACK................ 38 prevalite............ccoeeuuuuennnnn... 69 PROSOL 20 %..ccceveunneenneee. 145
POTLIA2E oo, 129 PREVYMIS......cooooiiiiiiee 4 PROTONIX................. 104, 105
posaconazole....................c....... 2 PREZCOBIX....cccooovvieeeaennnn. 4  protriptyline.........ccccceeeunnnnn.. 55
potassium chlorid-d5- PREZISTA ..., 4 PROVERA...................... 126
0.45%nacl.........oooveeeaann 143 PRIFTIN......cccooviiiiieee. 10 PROVIGIL...........coviriirns 55
potassium chloride................ 144 PRILOSEC...........ccuuvvnne. 104 PROZAC........cccvvvvvvveaeen. 55
potassium chloride in PRIMAQUINE................... 10 prudoxin..........cccccevveeeennnn.... 73
0.9%naCl..........eeeveeaa 143 PRIMAXIN IV.....cccccoeennne 10 PULMICORT.........ccuue.. 139
potassium chloride in 5 % dex144  PRIMIDONE....................... 30 PULMICORT

potassium chloride in lr-d5.... 144 primidone............................... 30 FLEXHALER..................... 139
potassium chloride in water...144  PRIORIX (PF).................... 109 PULMOZYME................... 139
potassium chloride-0.45 %% PRISTIQ......ccooiiiiieeeeeee, 55 PURIXAN....cccoooiiiiie 22
RACL...coiiiiiiiiiieei 144 PRIVIGEN..........cooiiies 109 PYLERA.......cccooiiiiiiees 105
potassium chloride-d5- PROAIR DIGIHALER....... 139  pyrazinamide.......................... 10
0.2%nacl...........ccccecuvvvennnn.... 144 PROAIR RESPICLICK..... 139  pyridostigmine bromide.......... 39
potassium chloride-d5- probenecid............................ 115 PYRIDOSTIGMINE
0.9%mnacl............cccccuvevennn.... 144 probenecid-colchicine............ 115 BROMIDE.......ccccccovvvriiinnnn. 39
potassium citrate.................. 143 PROCARDIA XL................. 64 pyrimethamine........................ 10
PRADAXA............... 67  Procentra............ccccccecueunennn. 55 PYRUKYND................... 83
PRALUENT PEN................ 69 prochlorperazine................... 101 QBRELIS.......ccvnn. 64
pramipexole................ccc...... 32 prochlorperazine maleate...... 101 QDOLO..........cceeiii 45
prasugrel.............cccevvvvvvnnnnn. 67 PROCRIT......ccccovvvrrririnnnns 107 QELBREE........................... 55
pravastatin............................. 69 PROCTOFOAM HC.......... 101  QINLOCK.........oeeeeiiii 22
praziquantel.............cccccoeunn.... 10 procto-med hce....................... 101 QNASL ..o, 139
PYAZOSIN ..o, 64  proctosol hc.............cc.......... 101 QTERN. ..o 92
PRED FORTE................... 133 proctozone-hc....................... 101 QUADRACEL (PF)........... 109
PRED MILD...........ccuu..... 133 PROCYSBI.....ccccoviiiiieens 143 QUALAQUIN.......cceevenn 10
prednisolone........................... 86  progesterone micronized....... 126 QUDEXY XR.......coovvvnnnee. 30
prednisolone acetate............. 133 PROGLYCEM...................... 92 QUESTRAN.........coee 69
prednisolone sodium PROGRAF.....ccccceeviiinnnns 22 QUESTRAN LIGHT........... 69
phosphate........................ 86,133 PROLASTIN-C.................... 83  quetiapine......................... 55, 56
prednisone..............ccceveeenn..... 86 PROLATE.........cccvvvveeeee. 42  QUETIAPINE..................... 55
prednisone intensol................. 86  prolate..........cccceeuuvvvnennnnan... 42  QUILLICHEW ER............... 56
pregabalin.............................. 30 PROLENSA.......ccoooovvinnnnn 132 QUILLIVANT XR............... 56
PREHEVBRIO (PF)........... 109 PROLIA.........cooeii 116  quinapril.............cccccuevvvvenn.... 64
PREMARIN.........ccuvvneee. 126 PROMACTA.........ccc 67 quinidine gluconate................. 61
premasol 10 %...................... 145  promethazine........................ 134 quinidine sulfate..................... 61
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quinine sulfate........................ 10 repaglinide........................ 92,93  rizatriptan........................u..... 34
QULIPTA.....ccooiieeieee, 34 REPATHA.......cccoovviiee. 69 ROBINUL.......ccovvveeee. 98
QUVIVIQ...coiiiieiiieeeeee 56 REPATHA ROBINUL FORTE.............. 97
QVAR REDIHALER......... 139 PUSHTRONEX.................... 69 ROCALTROL........ccuueee... 95
RABAVERT (PF)............... 109 REPATHA SURECLICK....69 ROCKLATAN........c......... 132
rabeprazole........................... 105 RESTASIS.....coooeiiiin. 131  roflumilast........................... 140
RADICAVA ORS................. 38 RESTASIS MULTIDOSE.. 131  ropinirole...............cccuvvveenn.... 32
RADICAVA ORS RETACRIT .......oovvvvviiiiiinnns 108  rosuvastatin............................ 69
STARTER KIT SUSP.......... 38 RETEVMO.....ccccccevviiienns 22 ROTARIX......c.ceeun.e. 109, 110
RAGWITEK..........cccuveee.. 109 RETIN-A.....ccoooviiiiiiieee, 75 ROTATEQ VACCINE....... 110
raloxifene...........ccccoeeeeennnnn. 116 RETIN-A MICRO............... 76 ROWASA ..o, 101
FAMElteon .........ccuveveeeeeeeeaann, 56 RETROVIR........................ 4,5 roweeprd.........c.cooueennannn... 30
FAMIPFTL .o, 64 REVATIO................... 139,140 ROXICODONE.................... 43
ranolazine..............cccccoeeeeun.. 70  REVCOVI.....cocoevviiiiieanne, 83 ROXYBOND........ccovurrrrnnn 43
RAPAFLO....cccccceeveenn, 143 REVLIMID...........ovvveee.. 22 ROZEREM......ccccceevviiinnnnn, 57
RAPAMUNE.......cccccveveennn. 22 REXULTI...ccoooviviiiiiieeaannn, 56 ROZLYTREK................ 22,23
rasagiline........ccccceeeeeeeeeeeeeennn. 32 REYATAZ....ovveeiceeannn. 5 RUBRACA........iveiinnn, 23
RASUVO (PF)..ccccoovvien. 123 REYVOW....cocccoiviiiie 34 RUCONEST....ccccccevvninnnnn. 140
RAVICTI......ccoovvviieieieeees 83 REZDIFFRA........cccovvveee. 83  rufinamide............................. 30
RAYALDEE.........cccuuuu 95 REZLIDHIA............ccc..... 22 RUKOBIA.......cccooiiiiii 5
RAYOS ..o 86 REZUROCK..........ccceevnunnnnn. 22 RUXIENCE......cccocovviiinnnn 23
REBIF (WITH ALBUMIN) REZVOGLAR KWIKPEN..93 RYALTRIS.........cceeeeenn. 140
............................................. 107 RHOPRESSA..................... 132 RYBELSUS......................... 93
REBIF REBIDOSE............ 107 RIABNI.....ccooiiiiieiieeee, 22 RYDAPT....oooiieeeiiee 23
REBIF TITRATION PACK FIDAVIFIR oo, 5 RYTARY ..ooviiiiiiiiiieee, 32
............................................. 108 RIDAURA..........................123 . RYTHMOL SR..................... 61
reclipsen (28) .......eeevevvvvnnnn. 129 rifabutin................................. 10 SABRIL......ccovviinn, 30
RECOMBIVAX HB (PF)... 109  rifampin..........cccccovveeeeunnne..... 10 SAFYRAL.....ooooviieeen. 129
RECORLEV......ccoeeeeeeeee. 95  riluzole...........cccooueueennnnnnnnnn. 83  SAJAZIT ..vvvveveinn, 140
RECTIV..ooooiiiiiiiiiieeeen. 101 rimantadine.............................. 5 SALAGEN

REGLAN......ccccoieiiieees 101 RINVOQ.....ccoooviiiiiiiieans 123 (PILOCARPINE)................. 83
REGRANEX .......cccoeeiiinnnnn. 73 risedronate...................... 83,116 SAMSCA.......ccceeiiiieinn. 95
RELAFENDS.................... 45 RISPERDAL...........ceunn. 56 SANCUSO......ccovvvvireennne. 101
RELENZA DISKHALER.....4 RISPERDAL CONSTA....... 56 SANDIMMUNE.................. 23
RELEUKO...........cuuuun 108  risperidone..................uouo....... 57 SANDOSTATIN.................. 23
RELEXXII........cooeiiiiiinneen. 56  risperidone microspheres...56,57 SANTYL......cccoooovviiiiiiennnnnn. 73
RELISTOR........ccvvvvveee. 101 RITALIN....ccooiiiiiieeeieee, 57 SAPHRIS........ocoiiie. 57
RELPAX ..., 34 RITALINLA..........eeeen. 57  sapropterin..............cccceeunn.... 96
RELTONE.......ccccceeeiiins 101 FitORAVIF ... 5 SAVAYSA ..., 67
REMERON......ccooeeieeeeenn.. 56 rivastigmine................c.ccoeeeun. 38 SAVELLA.......cccoovvvvviiiinnn, 123
REMERON SOLTAB.......... 56  rivastigmine tartrate............... 38  saxagliptin..........cccceeunnnnn... 93
REMICADE.........cccovvee..n. 101 rivelSa.....ceeeeeeeeeeeciiieaann. 129  saxagliptin-metformin............ 93
RENFLEXIS.........ccovvnee.. 101 RIVFLOZA...........cceee. 143 SCEMBLIX......cccvvviierne. 23
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scopolamine base.................. 101 SKYLA ..o 127 spironolacton-
SECUADO......ccccovvveeeennen. 57 SKYRIZI............... 71,101, 102 hydrochlorothiaz.................... 64
SEGLENTIS........cooviiiieees 43 SKYTROFA........ccccoccn.. 108  SPORANOX.....ccccceevviriieenns 2
SEGLUROMET................... 93 SOAANZ...veeeieeeee 64  sprintec (28) ..ccovvuiiieeiannnn.. 129
selegiline hel...............vvvvvnnnn. 32 sodium chloride...................... 83 SPRITAM....ccooovviiieeeeeeennnn. 30
selenium sulfide...................... 71 sodium chloride 0.45 % ......... 144  SPRIX....ccoooiiiiiiiiiii, 45
SELZENTRY ..., 5 sodium chloride 0.9 %.............. 83 SPRYCEL......ocoiiiieeee. 23
SEMGLEE(NSULIN sodium chloride 3 % sps (with sorbitol) .................. 84
GLARGINE-YFGN)........... 93 hypertonic........cccceeeeennn..... 144 SFONYX..cooovveeiiiiiiiiiiiiiiiiiiinan, 129
SEMGLEE(INSULIN sodium chloride 5 % R 7 F R 74
GLARG-YFGN)PEN........... 93 hypertonic.............cccueeen.... 144 STALEVO 100.........cccuveen.. 32
SENSIPAR ..o, 96 SODIUM OXYBATE STALEVO 125.....cccceveve. 33
SEREVENT DISKUS......... 140 (PREFERRED NDCS STALEVO 150.......cccevunnnenn. 33
SEROQUEL.......cccvvvreennne 57 STARTING WITH 00054)... 57 STALEVO 200.......ccccccce...... 33
SEROQUEL XR................... 57  sodium phenylbutyrate............ 83 STALEVO 50.....ccccceeeeeennnnn. 33
SEROSTIM........cccvvvrrreen. 108  sodium polystyrene sulfonate..83 STALEVO 75....cccccccoveennn. 33
SERTRALINE..................... 57  sodium,potassium,mag STEGLATRO........................ 93
sertraline...............ccceeeevunnnn.. 57 sulfates.............ccceeeeennnnn. 102 STEGLUJAN.........ccvvvveeee. 93
Setlakin..........ccoceveeveiiiniiannnn. 129 SOFOSBUVIR- STELARA ......cooiiiiiee 72
SEYSARA ... 14 VELPATASVIR.........ccccc.. 5 STIMUFEND..................... 108
sharobel..............ccccceeeevune. 126 SOGROYA.....ccooiiiieene 108 STIOLTO RESPIMAT....... 140
SHINGRIX (PF)................. 110 SOHONOS.......ccooiiiieieene 83 STIVARGA........ccccoevv. 23
SIGNIFOR ........cccooviiieeens 23 solifenacin..................c......... 142 STRATTERA......c..cceennn. 58
SIKLOS....ooiiiiiiiieeeiiieeees 23 SOLIQUA 100/33.................. 93 STRENSIQ...ccccoviviirieennee 96
sildenafil (pulmonary arterial SOLOSEC.........coooiiii 10  STREPTOMYCIN............... 10
hypertension) ....................... 140 SOLTAMOX..............cco... 23  STRIBILD........ccccccoc 5
SILENOR......cc.coovviiiineens 57 SOMATULINE DEPOT...... 23 STRIVERDI RESPIMAT.. 140
SILIQ.... i 71  SOMAVERT.......cccovvrenn 96 STROMECTOL.................... 10
Silodosin..............ccoeveeeenenn. 143 SOOLANTRA........ceevneeee. 76 SUBLOCADE....................... 43
SILVADENE.........cccvieeenn. 73 sorafenib.............ccooeeeeennnn... 23 SUBOXONE.......c.ccovvvinnnnn 45
silver sulfadiazine............ 74  SORILUX............oeeeeii. 71 subvenite............ccccovuuvvvvuvunnnns 30
SIMBRINZA........cccoeennnnn. 132 sotalol.............cccovvveeeeeeeenn. 61  subvenite starter (blue) kit..... 30
SIMLANDI(CF) sotalol af ..........ccccoovveveniiiiinn. 61  subvenite starter (green) kit... 30
AUTOINJECTOR............... 123 SOTYKTU.....ccovvvvvvvveviiinn 71 subvenite starter (orange) kit. 30
SIMPONI........ccoviiiiiannne 123 SOTYLIZE.......ooovvvieaane. 61 SUCRAID......cccovvirrrrannnnn 102
SIMVASTALIN..........ccccvvvvvaann... 69 SOVALDI.....ccoovvvvieiiieeeeeen, S sucralfate..............cuuuu.... 105
SINEMET ... 32 SPEVIGO.....ccoocviiiiiiieen, 71 SUFLAVE.......ccccccovii. 102
SINGULAIR...........ccuu.... 140  spinosad.............c.ooeeeeeeeeennn. 81 SULAR.....cccccoiiiiiiii 65
STPOLIMUS .. 23 SPIRIVA RESPIMAT........ 140  sulfacetamide sodium............ 131
SIRTURO.........oovvvvvviiririinnns 10 SPIRIVA WITH sulfacetamide sodium (acne) .. 76
SITAGLIPTIN...........c.ooeee. 93 HANDIHALER................. 140  sulfacetamide-prednisolone... 131
SIVEXTRO........ccoevver 10 spironolactone........................ 64 sulfadiazine............................ 13
SKYCLARYS.....coooiiiiie 38
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sulfamethoxazole- TAGRISSO......ccovviiiiiinne 24 telmisartan-

trimethoprim...........c............. 13 TAKHZYRO........ceeeeee..... 140  hydrochlorothiazid.................. 65
SULFAMYLON................... 76  TALICIA......cccooevieee, 105 TENIVAC (PF)................... 110
sulfasalazine......................... 102 TALTZ AUTOINJECTOR..72 tenofovir disoproxil fumarate....5
sulindac..............cccocuvveeeennnn... 45 TALTZSYRINGE............... 72 TENORETIC 100................. 65
SUMALFIPEAN .....ovvvvveveinenenns 34 TALZENNA......................... 24  TENORETIC 50................... 65
sumatriptan succinate............. 34 TAMIFLU........cccovvvvvviiiiiiinns 5 TENORMIN......................... 65
sumatriptan-naproxen............ 34 tamoxifen........ccccceeeeeeeeeennnn. 24 TEPMETKO.......ccccovvvvrrnnnn 24
sunitinib malate...................... 23 tamsuloSin...............ccccuvvvun. 143 1erazoSin........cccceeeeeeeeeeeeeannnn... 65
SUNLENCA.....cccooeieieieieennnn. 5 TAPERDEX.........cccccovvnnnnn. 86  terbinafine hcl......................... 2
SUNOSI ... 58 TARGADOX.....cccccevvirirnnns 14 terbutaline............................ 140
SUPREP BOWEL PREP TARGRETIN.......cccooennnnnn. 24 terconazole...............cc.uo...... 127
KIT i, 102 tarina24 fe........ccccceuuuennne.... 129  teriflunomide.......................... 38
SUTAB.....cooeiiiieeie 102 tarina fe 1-20 eq (28) ........... 129 TERIPARATIDE............... 116
SUTENT ...ooooiiiiiiiiiieeees 23 TARPEYO.....ccoooviiiiiinn, 86 TESTIM....ccccoeevviiiiieeiinnn. 96
SPEAQ v 129 TASCENSO ODT................. 38  testosterome..............cccun..... 96
SYMBICORT..................... 140 TASIGNA.....ccccoiieiee 24 testosterone cypionate............ 96
SYMBYAX ..o, 58  tasimelteon.................ccoo....... 58 testosterone enanthate............ 96
SYMDEKO........ccocceeevrnnnn 140 TASMAR.......ccceviiii 33 TETANUS,DIPHTHERIA

SYMEFI........ooviii, 5 tavaborole.............................. 78  TOX PED(PF).........c.c......... 110
SYMFILO....coooviiiiiii. 5 TAVALISSE......ccocccevvninnn. 67 tetrabenazine.......................... 38
SYMLINPEN 120................ 93 TAVNEOS......cooovnnnn. 84  tetracycline...........cccceeennn...... 14
SYMLINPEN 60................... 93 tazarotene.............ccc..ceeun.... 76  TEXACORT.....ccoovvveennen. 80
SYMPAZAN.....ccoovvvveeennn. 30 TAZAROTENE.................... 76 TEZSPIRE.........cc.ooeeenn. 140
SYMPROIC.............c......... 102 £azicef....ccovueeeeeeiiieeeeeiieeen 7 THALITONE.........ccveeeee. 65
SYMTUZA ..o 5 TAZORAC........veeen. 76  THALOMID..........cceeeunne.. 24
SYNALAR......cccovviieee. 80 TAZVERIK.......ccoovvvveennne. 24 THEO-24.....ccceevvcrrieeannnnn. 140
SYNAREL........cvvvnnnn. 96 TDVAX.......oooocoii, 110 theophylline.......................... 140
SYNJARDY ....vvvveviiireens 93 TECFIDERA.........ccvveen. 38 THIOLA.......oooiiieeeee. 84
SYNJARDY XR.....c.cccn...e. 93 TECHLITE INSULIN THIOLA EC......ccoovvee. 84
SYNTHROID........ccccunn....... 97 SYRINGE.......cccoovvvviiiininns 113 thioridazine............................ 58
SYPRINE.......ccoviiiei. 84 TECHLITE INSULN thiothixene............ccccoceunn... 58
TABLOID.........ccvvvvveeeeeenn. 23 SYR(HALF UNIT)..... 113,114 THYQUIDITY .....ccevrennn..e. 97
TABRECTA ..o 23  TECHLITE PEN NEEDLE114  fiadylt er..........cccccvvveeeennn.... 65
TACLONEX......ccooovvveeeeennn. 72  TEFLARO......cccocvvvveiiieeann, 7 tiagabine.....................ccccuu... 30
tacrolimus......................... 23,74 TEGLUTIK...........covvnnnnnn. 84 TIAZAC......cccovveeeiieaiia. 65
tadalafil...............cccceeveeenn. 143 TEGRETOL........cocuvvveennn. 30 TIBSOVO.....ccooovvvieeiiieeane 24
tadalafil (pulmonary arterial TEGRETOL XR................... 30 TICOVAC........coooeevrirnn. 110
hypertension) oral tablet 20 TEGSEDI........cccovvviieenee. 38 tigecycline............cccceuuennnn.... 10
PG e 140 TEKTURNA........cccoviiieeeen. 65 TIGLUTIK......coocevrviiieens 84
TADLIQ.....ccooeiiiieieeeeeennn. 140 telmisartan............................. 65 TIKOSYN....oovvvvvviiiiiiiiiininnns 61
TAFINLAR ... 24 telmisartan-amlodipine........... 65 tiliafe...iiiiiiiiiaaiainnnnn, 129
tafluprost (pf) ...cccoceeeeveennnnn. 132 timolol maleate............... 65, 131
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timolol maleate (pf) ............. 131 TRAMADOL.................. 45,46  tri-legest fe.......ccoovuuevnnannnn.. 129

TIMOPTIC OCUDOSE tramadol...................ccceuuen.n. 46 TRILEPTAL..........cceeuunne..n. 31
(PE) e 131  tramadol-acetaminophen........ 46 TRILIPIX............................. 69
tinidazole..................ccccovvvunn. 10 trandolapril............................ 65 tri-lo-estarylla...................... 129
LIOPTONIN ..o, 84  trandolapril-verapamil............ 65 tri-lo-sprintec........................ 129
tiotropium bromide............... 140  tranexamic acid.................... 127  trimethoprin............ccccceuun.... 14
TIROSINT................ 97 tranylcypromine..................... 58  tri-mili.....ccoeeeeeeeiiiiiiiiiiiiin 129
TIROSINT-SOL................... 97 travasol 10 %.............uuuuu..... 145 trimipramine.......................... 58
TIVICAY oo, 5 TRAVATANZ......ccouee.n. 132 TRINTELLIX.........cccunne.. 58
TIVICAY PD................ S ravoprost.............cceeeeeeii..l 132 tri-nymyo.........covvvvvvvvvvvnnnnn, 129
Hzanidine ................covveeeeevunn. 39 TRAZIMERA............c.......... 24 tri-sprintec (28) ......cceeeennn. 129
TLANDO....cooiiiiiieeiieeee, 96 trazodonme...............c.....cc....... 58 TRIUMEQ.....ccccooevvviiiinnnn. 5
TOBI....ooviiiiieieieee 10 TRECATOR.........cccceeeennne. 10 TRIUMEQPD.......ccuueeennn. 5
TOBI PODHALER.............. 10 TRELEGY ELLIPTA......... 141 trivora (28) .cccoeeveeveciienaann. 129
TOBRADEX......cccccceeenn. 133  TRELSTAR.........cceeeenn. 24 tri-vylibra.............ccueeuun..... 129
tobramycin...................... 10,130 TREMFYA....cooocooiiiiiiinnn. 72 tri-vylibralo......................... 129
tobramycin in 0.225 % nacl.....10  treprostinil sodium.................. 65 TROKENDI XR................... 31
tobramycin sulfate.................. 10 TRESIBA FLEXTOUCH TROPHAMINE 10 %......... 145
tobramycin-dexamethasone.. 133 U-100.............ccevveirrrirrnene.nn. 94 trospiunt............ccceeeeuvnnnnnn.. 142
TOBREX......cccccviiiiiiiiane 130 TRESIBA FLEXTOUCH TRUEPLUS INSULIN........ 114
TOFIDENCE............cc........ 123 U-200...iiiiiiiiiiieeeiiieeee, 94 TRUEPLUS PEN NEEDLE

tolcapone..............cccccuveevnnnnn.. 33  TRESIBA U-100 INSULIN..94 e 114
TOLECTIN 600.................... 45  tretinoin (antineoplastic) ........ 24 TRULANCE...........ccuu. 102
tOlMetin.........coceeeeveeeeennannn 45  tretinoin microspheres............ 76 TRULICITY ...coovvviiiiiiiiiiinnes 94
TOLSURA ..., 2 tretinoin topical...................... 76  TRUMENBA...................... 110
tolterodine............................ 142 TREXALL....c.ccceevvriirennne, 24 TRUQAP......cooiiiieiiee, 24
tolvaptan..............ccccoeeeeuueen.... 96 TREXIMET.....c.c.ceovvrernn. 34 TRUVADA.......ccccoeviieee. 5
TOPAMAX ....ccoovvvieeeiieeen, 30 TREZIX....ccoooiiiiiiiieeeeeee, 43 TUDORZA PRESSAIR..... 141
TOPICORT ..o, 80  triamcinolone acetonide.... 81,85 TUKYSA .....ccoooviiiiiiiiiiinn... 24
topiramate........................ 30,31  triamterene............................. 65 TURALIO......cccccovvvrvirinnnnns 24
TOPROL XL...........ccooeee. 65 triamterene- turqoz (28) coovevieiiiiiiinin, 129
LOFremifene........cccceeeeveeeeeeannn. 24 hydrochlorothiazid.................. 65 TWINRIX (PF)..ccccoeeinnnnnn. 110
tOrSemide............cc..coeeeueeeeaann. 65 TRIBENZOR..........c............ 65 TWYNEO......cccooiiiiiiies 76
TOSYMRA .....cooviiiee 34 TRICOR.....cccoviiiiiieae. 69 TYBOST....coooviiiiiiiieeee. 5
TOUJEO MAX U-300 Iderm........cccccuvvveveiiiieeeeann, 8l  tydemy......cccccceeveeeennnnnnn. 129
SOLOSTAR .....ccoevvviiiiieeas 93 trientine.........cccceeeecueveeeeeennn. 84 TYGACIL.....cooovvveeeiiieen, 10
TOUJEO SOLOSTAR U- TRIENTINE.......ccovviiinnne 84 TYKERB.......coooiiiiiei. 24
300 INSULIN.........ccovvrnnneee 93 tri-estarylla.......................... 129 TYMLOS........oooe 116
tovet emollient........................ 81  trifluoperazine........................ 58 TYPHIM VI........................ 110
TOVIAZ....ooovieeeeeei 142 trifluridine............................ 130  TYRVAYA ..o 131
TPN ELECTROLYTES..... 144  trihexyphenidyl....................... 33 TYVASODPI................... 141
TRACLEER................ 140, 141 TRIJARDY XR.......cccceeeeene 94 UBRELVY...coooiiiiiiiiin. 34
TRADJENTA......oooiiiees 94 TRIKAFTA. ..o 141 UCERIS......coooiiiiie. 102
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UDENYCA......ccceeviiie. 108  VANCOCIN........ccevvveeeee. 10 VFENDIV........., 2

UDENYCA VANCOMYCIM ..o 10, 11 V-GO 20....ceeiiiiiiinnn 115
AUTOINJECTOR............... 108 VANCOMYCIN................... 11 V-GO30....ooeeeirireeeeeee. 115
UDENYCA ONBODY ....... 108  vandazole............................. 127 V-GO40...cvvveeeieiieeeeaannn, 115
ULORIC........ccvvvvvieeeeee. 115 VANFLYTA........ccooieeee. 24 VIBERZI.........ccuvvvvneee. 102
ULTRAVATE......cccovvveee. 81 VANOS.......ccooiiieeeeee, 81 VIBRAMYCIN.........eooee.... 14
UNASYN .o 12 VAQTA (PF)....cccccevnnnnnn 110  VICTOZA 3-PAK................. 94
UNIFINE PENTIPS........... 115  varenicline.................couvvun... 84 VIENVA....uueeieieeaann. 130
UNIFINE PENTIPS VARIVAX (PF)....uvvveeee. 110 vigabatrin..........cccoooeeeeeennnn. 31
MAXFLOW. ..., 114 VARUBI................ . 102 vigadrone..........ccccceeeeeeennnn.... 31
UNIFINE PENTIPS PLUS 115 VASCEPA.......cccooviiii. 69 VIGAMOX.....oooocevieeienn, 130
UNIFINE PENTIPS PLUS VASERETIC.........oooeeveiennn. 65 vigpoder...........ccuuuviiiiiiaann. 31
MAXFLOW ..o 115 VASOTEC........cccvvvvrevee. 65 VIIBRYD......oooovvvviiiiiien, 59
UNIFINE VECAMYL.....cooovvviveenenn. 70  VIJOICE.......ccccovvivivereee. 25
SAFECONTROL................ 115 VECTICAL........cccvvvvvveee. 72 vilazodone.............................. 59
UNIFINE velivet triphasic regimen (28)129  VIMOVO............cccccvvvvnnennn. 46
SAFECONTROL PEN VELSIPITY ..coooooeeiinnn 102 VIMPAT........cooeeee 31
NEEDLE.........ccooovvvveiennnn. 115 VELTASSA. ..o, 84 VIOKACE..........coocuuunn. 102
UNIFINE ULTRA PEN VELTIN....ccoooiiiiiiieieeees 76  VIRACEPT........cooeiine. 6
NEEDLE........cccoovvvivieneenn. 115 VEMLIDY ...cccooiiiiiiiiieeeeees 6 VIREAD......cccooiieeee. 6
UNILhroid...........ouvvvvveeeeeaannn, 97 VENCLEXTA........couue 24 VITRAKVI........ccooviie. 25
UPTRAVI.......oooiieiee 65 VENCLEXTA STARTING VIVELLE-DOT.................. 126
UROCIT-K 10.......ccuuue.e. 143 PACK....cooooiieeiiieeeeeieeee, 25 VIVITROL..........ccuvverenn. 46
UROCIT-K 15....cccoinn. 143 venlafaxine............cccueeeve...... 59 VIVIOA. ..o 2
UROCIT-K 5. 143 VENLAFAXINE VIZIMPRO...........coovveeeee. 25
UROXATRAL.......ccuue.... 143 BESYLATE.............cooeni. 59 VOGELXO......ccouvveeeeenn. 96, 97
URSO 250.....iiiiiiiiieeeean, 102 VENTOLIN HFA............... 141 VONIJO...oooooviiiiiiiiiii 25
URSO FORTE.................... 102 VEOZAH..........ccecuunnnn. 127 VOQUEZNA......cccvvveee. 105
UFrSOAIOL ... 102 verapamil...................cccouvu... 65 VOQUEZNA DUAL PAK. 105
UZEDY ..o, 58,59 VERDESO........ccocvvvrnnnn. 81 VOQUEZNA TRIPLE PAK

VABOMERE........................ 10  VEREGEN.......coooovveeiiinnn. T4 e 105
VAGIFEM.........cc...oooon. 126 VERELAN.......c.ovvvviiiiiiiiinne, 65 voriconazole.............cccceeenn....... 2
valacyclovir.............ccccceevun.... 5 VERELANPM........cc........... 65 VOSEVI......ooooiiiee, 6
VALCHLOR..............conn. 74  VERIFINE INSULIN VOTRIENT .....ccovvveiiieiens 25
VALCYTE.......cccooiiiiie 5 SYRINGE..........cccuunnn 115 VOWST..ooiiiiiiiiieei 102
valganciclovir .......................... 5 VERQUVO.........ccvvvrr 70 VOXZOGO.........coeveuurnnnnne. 97
valproic acid........................... 31 VERSACLOZ.........cccuuu.. 59 VRAYLAR........ccconn 59
valproic acid (as sodium salt) .31 VERZENIO.......................... 25 VTAMA................ 72
VALSARTAN.......ccvvvrn 65 VESICARE........cccvvvveee. 142 VUITY oo, 131
valsartan.............cccccvveeeennn.... 65 VESICARELS.................... 142 VUMERITY .....cooeeii. 38
valsartan-hydrochlorothiazide .65  vestura (28) .......cccccueuuee..... 130 vyfemla (28) ......cccceueeeunnnn.... 130
VALTOCO.....ccccccveeeeeeeinns 31 VEVYE.......... 131 wylibra...........cccoeeceeevevennnn.... 130
VALTREX......coooiiiiieiieiees 6 VFEND...coooooiiiiiiii, 2 VYNDAMAX....coooiieeeeans 70
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VYNDAQEL........cocvveeenn. 70 XIIDRA......ccociviiiiiniien, 131 ZEMBRACE SYMTOUCH. 35

VYTORIN 10-10................... 69 XOFLUZA.....cccoooiiiiiieeans 6 ZEMDRI........ooovvvvriiannn. 11
VYTORIN 10-20................... 69 XOLAIR.......ccovveeenn. 141,142 ZEMPLAR......c.cc.ooviiie. 97
VYTORIN 10-40................... 69 XOLREMDI........ccccveeeenn. 108  zenatane............ccccceeeeveneenn. 76
VYTORIN 10-80................... 69 XOPENEX HFA................. 142 ZENPEP.....ccccooviiiiiiennn. 102
VYVANSE.....ccooiiiiei. 59 XOSPATA......ccooieeeee 25 zenzedi.......cocooiiiiiiiiiiean 59
VYZULTA. ... 132 XPOVIO...ccoooviiiieeeiienn, 25 ZENZEDI......oovvvvieeannnn.. 59
WAINUA......ccooiiieee 38 XTAMPZAER..................... 43  ZEPATIER.....c.cccooviiinrannn, 6
WAKIX oo, 59 XTANDI....coooiiiiiieiiiieeeee 25 ZEPOSIA......ccoiiiieee. 38
WATTAFIN ....oooeeeeaieene 67 xulane..............ccc.ccl 127 ZEPOSIA STARTER KIT
WEGOVY ..o 84 XULTOPHY 100/3.6............ 94 (28-DAY).eeiiiiiiiiiiieeee 38
WELCHOL..........eoviieen. 70  XYOSTED......cceevviriereannnne. 97 ZEPOSIA STARTER
WELIREG........ccccvvee. 25 XYREM...oooooioiiiiiiiiiieeee 59 PACK (7-DAY)..ccccveveeannne. 39
WELLBUTRIN SR............... 59 XYWAV. ..., 59 ZERBAXA......cooooiiiiiiieee, 7
WELLBUTRIN XL.............. 59 yargesd...........ccoooeviieannnnn.. 97 ZESTORETIC...................... 65
WINLEVI......ccoooiiiii 76 YASMIN (28)...ccvevviiiiieanns 130 ZESTRIL.....cocoiviiiiiiieees 65
wixela inhub......................... 141 YAZ (28) e, 130 ZETIA........cooooeei 70
WYMZYA fE.ovvvvvaaaaaaaaaaaannnn, 130 YF-VAX (PF)...ccccoviinne 110  ZETONNA.....ccoovvvveeeeeennn. 142
XACIATO....covvveeiiiieea, 127 YONSA ..., 25 ZIAGEN.....ccooiiiiiiiiicee, 6
XADAGO.....cccoiviiiiiieinn 33 YUFLYMA(CF)...cooueeee.. 124 ZIANA......ccooiiiiie, 76
XALATAN. ..ot 132 YUFLYMA(CF) Al Zidovudine ...........cccceeeeeeeeeannnn... 6
XALKORI......cooeeiiiiiiies 25 CROHN'S-UC-HS.............. 124 ZIEXTENZO..........cceeeunn. 108
XARELTO....ovvvvivieieiieis 67 YUFLYMA(CF) ZILBRYSQ...oooviiiieeeeienn. 39
XARELTO DVT-PE AUTOINJECTOR............... 124 zileuton...............ccccvvvveann... 142
TREAT 30D START............ 67 YUPELRI........ccoeeeennnn.. 142 ZIMHI.......cooovviiiiieee 46
XATMEP....ccccoovviiieeee, 25 YUSIMRY(CF)PEN.......... 124 ZIOPTAN (PF)...ccccovvvennn. 132
XCOPRI.....cccoeeeeee 31 yuvafem.......cccceeeeeeeeeeeannnn.... 126  ziprasidone hcl........................ 59
XCOPRI MAINTENANCE ZAJEMY ..o 127  ziprasidone mesylate............... 60
PACK ..., 31 zafirlukast...........cccceeeennnn... 142 ZIPSOR.....covvveiieeeeenn. 46
XCOPRI TITRATION zaleplon...........c.cccoeeeevveeannne. 59 ZIRABEV.....iiiii.n. 26
PACK ..., 31 ZANAFLEX.....ccoooovvvvinnnn.. 39 ZIRGAN.....ooooiiieeiieee, 130
XDEMVY ..o, 131 ZARONTIN......coeiiriee 31 ZITHROMAX........ccoovvrernnns 8
XELJANZ...ooooviieean. 123 ZARXIO....cccoeeeiiiieeae 108 ZITHROMAX TRI-PAK....... 8
XELJANZ XR...ooovvvvannn. 123 ZAVESCA......ccoviiie 97 ZITHROMAX Z-PAK........... 8
XELPROS.......ccoiiiie. 132 ZAVZPRET....ccccoovviiien, 35 ZITUVIO.....ccoooiiiiiiiieees 94
XELSTRYM....oooovviiiiiieens 59 ZEGALOGUE ZOCOR .....cooviiiiiiiiiieee, 70
XENAZINE.....ccooiiiiiane 38 AUTOINJECTOR................ 94 ZOLINZA.....cccoovviiiiieanne. 26
XERESE....cccoiiiiiiiiiiin. 78 ZEGALOGUE SYRINGE...94  zolmitriptan............................ 35
XERMELO......cccooviivieannnn. 25 ZEGERID......cccooiiiiinnnnn 105 ZOLOFT...cccooiviiiiiieie. 60
XGEVA ..., 14 ZEJULA ..., 25  zolpidem............ccccccovveuuenninnn. 60
XHANCE.......cccoviiiiiene 141 ZELAPAR........ccccvviiii, 33 ZOMACTON........ceeevnnen. 108
XIFAXAN ..o, 11 ZELBORAF.....cccccoiiiiiannnn. 25 ZOMIG.....ccoooiiiiiiiiiee, 35
XIGDUO XR....ccovviviieeee 94 ZEMAIRA.......ccovviiiien 84 ZONALON.....ccoooiiiiiiinnn 74
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ZONEGRAN........covviien 31

ZONISADE......cccooeevvvi. 31
ZONISamide ............................. 32
ZORTRESS ... 26
ZORYVE......ccccoviiiiii, 72
ZOSYN IN DEXTROSE

(ISO-OSM)...ovvveiiiiiieieee, 13
zovia 1-35 (28) coveeeeeeeanennnnnn. 130
ZOVIRAX ..., 78
VA V-N 5. 32
ZTLIDO....ccoooeiiiiiiiiieeee, 74
ZUBSOLV ....cooooviiiiiiii. 46
ZURZUVAE......cccooeeiiiii, 60
ZYCLARA ... 74
ZYDELIG.........ccooovveeeeiiinn, 26
ZYFLO. .coovooiiiiiiiiiieee 142
ZYKADIA ..., 26
ZYLET ...ccoooiiiiiiiiiiii 133
ZYMFENTRA.................... 102
ZYPITAMAG.......cccceeeeee. 70
ZYPREXA .....ccooooeeieiiin. 60
ZYPREXA RELPREVV...... 60
ZYPREXA ZYDIS............... 60
ZYTIGA ... 26
ZYVOX .o, 11
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/22/2024. 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.

© 2024 Express Scripts. All Rights Reserved.
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