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Express Scripts Medicare (PDP)
2022 Formulary (List of Covered Drugs)

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

Formulary ID Number: 22027, v8

This formulary was updated on 08/25/2021. 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.

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 25, 2021. 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, 2023. The formulary
and/or pharmacy network may change atany 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 spe cific 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 atan Express Scripts Medicare network pharmacy and other plan rules
are followed. For more information on how to fill your prescriptions, please review your other
plan materials.

Can my drug coverage change?

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

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

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

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

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

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

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

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2022 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2022 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the Drug List for the new benefit year for any changes to drugs.

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

Howdo 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
nformation. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

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

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

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

You may be able to find out if your drug has any additional requirements or limits by looking in the drug
list that begins on page 1. Note: This drug list includes all possible restrictions and limits on coverage.
The require ments 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 canask our Customer Service department for a list of similar drugs that are covered. When
you receive the list, show it to your doctor and ask him or her to prescribe a similar drug that is
covered.

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

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

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

e You canrequest 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 ata lower cost-sharing level.
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e You canask us to cover a formulary drug ata 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 canask 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 state ment 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 canrequest an expedited (fast)
exception if you or your doctor believes that your health could be seriously harmed by waiting up to

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

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

Howdo I request an appeal?

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

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

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

Canl geta 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 canfill your prescription. You should
talk to your doctor to decide if you should switch to anappropriate drug that we cover or request an
exception so that we will cover the drug you take. While you talk to your doctor to determine the right
course of action for you, or while you wait for a coverage decision from us, we may cover a temporary
transition supply of your drug in certain cases during the first 90 days that you are enrolled in the plan or
at the start of a new coverage year.

For each of your drugs that is not on our formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for a one-month supply. Ifyour 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.
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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 pastthe 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:

e When you enter a long-term care facility

e  When you leave a long-term care facility

e  When you are discharged from a hospital

e  When you leave a skilled nursing facility
When you cancel hospice care
When you are discharged from a psychiatric hospital with a medication regimen that is
highly individualized

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

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 i 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
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in the “Requirements/Limits” column tells you if there are any special requirements for coverage of
that particular drug.

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

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

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

e The drug tier for your drug. Each covered drug is in one of five drug tiers. Each tier may have
a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs are
included m eachtier 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
Preferred commonly prescribed preferred | amount.
Generic generic drugs.
Drugs
Tier 2: This tier includes prescribed Drugs in this tier will generally have lower
Generic generic drugs. cost-sharing amounts than brand drugs.
Drugs
Tier 3: 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 4: This tier includes non-preferred | Many non-preferred drugs have lower-cost
Non- brand-name drugs as well as alternatives. Ask your doctor if switching to a
Preferred some generic drugs. lower-cost generic or preferred brand-name
Drugs drug may be right for you.
Tier 5: 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
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are. You can also contact Customer Service with any questions using the information listed on the front
and back covers of this formulary.

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

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

If you have general questions about Medicare prescription drug coverage, please call Medicare at
1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call
1.877.486.2048. Or visit https://www.medicare.gov.

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

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

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

List of abbreviations

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

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

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

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

ST: Step Therapy. In some cases, the plan requires you to first try a certain drug to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fluconazole in nacl 4 PA; MO
(iso-osm)
intravenous
ANTIFUNGAL piggyback 200
AGENTS mgl100 ml
ABELCET 4 PA: MO fluconazole in nacl 4 PA
AMBISOME 5  PA;MO (iso-osm)
intravenous
amphotericin b 4 PA; MO piggyback 400
ANCOBON 5 MO mgl200 ml
CANCIDAS 5 PA Sflucytosine 5 MO
caspofungin 5 PA griseofulvin 4 MO
intravenous recon microsize
soln 50 mg griseofulvin 4 MO
caspofungin 4 PA ultramicrosize
Intravenous recon itraconazole oral 4 MO; QL
soln 70 mg capsule (120 per 30
clotrimazole mucous 2 MO days)
membrane itraconazole oral 4 MO
CRESEMBA 5 PA solution
ORAL ketoconazole oral 2 MO
DIFLUCAN 4 MO micafungin 5 MO
ERAXIS(WATER 5 MO MYCAMINE 5 MO
DILUENT) NOXAFILORAL 5  PA; MO;
INTRAVENOUS SUSPENSION QL (630 per
RECON SOLN 30 days) P
100 MG NOXAFIL ORAL 5 PA 1\3/10
ERAXIS(WATER . MO TABLET,DELAY QL (96 per
DILUENT) ED RELEASE 30 days)
INTRAVENOUS (DR/EC)
RECON SOLN 50
MG nystatin oral 2 MO
fluconazole 2 MO ORAVIG 4 MO

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

Tier  ts/Limits Tier  ts/Limits
posaconazole oral 5 PA; MO; abacavir- 5 MO
tablet,delayed QL (96 per lamivudine-
release (drlec) 30 days) zidovudine
SPORANOX 4 MO; QL acyclovir oral 2 MO
ORAL CAPSULE (120 per 30 capsule

days) acyclovir oral 2 MO
SPORANOX 4 MO suspension 200 mg/5
ORAL ml
SOLUTION acyclovir oral tablet 2 MO
terbinafine hel oral 2 MO acyclovir sodium 4 PA; MO
TOLSURA 5 PA; MO; intravenous solution

QL (120 per adefovir + MO

30 days) amantadine hcl 2 MO
VFEND IV 4 PA; MO APTIVUS 5 MO
VFEND ORAL 5 PA; MO ; : 4 MO
SUSPENSION arazanavie
FOR ATRIPLA 5 MO
RECONSTITUTI BARACLUDE 5 MO
ON BIKTARVY 5 MO
VFEND ORAL 4 PA; MO CIMDUO 5 MO
oot [T oo RO
TABLET 50 MG COMPLERA 5 MO
voriconazole 5 PA; MO DELSTRIGO 2 MO
intravenous DESCOVY S MO
voriconazole oral 5 PA; MO DOVATO 5 MO
suspension for EDURANT 5 MO
reconstitution efavirenz oral 4 MO
voriconazole oral 4 PA; MO capsule 200 mg
tablet efavirenz oral 2 MO
ANTIVIRALS capsule 50 mg
abacavir P MO efavirenz oral tablet 4 MO
abacavir-lamivudine 2 MO efavirenz- S MO

emtricitabin-tenofov

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
efavirenz-lamivu- 5 MO HARVONI ORAL 5 PA; MO;
tenofov disop PELLETS IN QL (56 per
emtricitabine 7 MO PACKET 45-200 28 days)
emtricitabine- 5 MO MG
tenofovir (tdf) HARVONI ORAL 5 PA; MO;
EMTRIVA ORAL 4 MO TABLET 45-200 QL (56 per
CAPSULE MG 28 days)
EMTRIVA ORAL 3 MO HARVONI ORAL 5 PA; MO;
TABLET 90-400 QL (28 per
SOLUTION
: MG 28 days)
mrerverors TR o HEPSERA MO
TABLET 200-50 QL (56 per INTELENCE MO
MG 28 days) ORAL TABLET
100 MG, 200 MG
CLUSORAL S PUMO e 4 w0
MG 53 )p ORAL TABLET
ys 25 MG
EPIVIR R MO INVIRASEORAL 5 MO
EPIVIR HBV 4 MO TABLET
EPZICOM 5 MO ISENTRESS HD MO
EVOTAZ 5 MO ISENTRESS MO
famciclovir 2 MO ORAL POWDER
fosamprenavir 5 MO IN PACKET
FUZEON 5 MO ISENTRESS 5 MO
SUBCUTANEOU ORAL TABLET
S RECON SOLN ISENTRESS 5 MO
GENVOYA 5 MO ORAL
HARVONI ORAL 5 PA; MO; gég ]I(])E(;F ﬁggEWA
PELLETS IN QL (28 per
PACKET 33.75- 28 days) ISENTRESS 3 MO
150 MG ORAL
TABLET,CHEWA
BLE 25 MG
JULUCA 5 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
KALETRA ORAL MO NORVIR ORAL 4 MO
SOLUTION SOLUTION
KALETRA ORAL MO NORVIR ORAL 4 MO
TABLET 100-25 TABLET
MG ODEFSEY 5 MO
KALETRA ORAL MO oseltamivir 2 MO
&%LET 200-50 PIFELTRO 5 MO
lamivudine MO gii{YMIS ; ?;[OO I;eQr %0
lamivudine- MO days)
zidovudine PREZCOBIX 5 MO
%}?g; %%‘3&' Ic)ﬁ:’ gé%er PREZISTA ORAL 5 MO
28 days) T
LEXIVA ORAL MO TABLET 150 MG
SUSPENSION 75 MG ’
%iﬁi‘g}r ORAL MO PREZISTA ORAL 5 MO
TABLET 600 MG,
lopinavir-ritonavir MO 800 MG
oral solution RELENZA 4 MO
MAVYRET PA; MO; DISKHALER
SSL d(j“s)per RETROVIR 4 MO
y ORAL CAPSULE
nevirapine oral RETROVIR 4 MO
SUSpension ORAL SYRUP
nevirapine oral MO REYATAZORAL 5 MO
CAPSULE 150
nevirapine oral MO MG, 200 MG, 300
tablet extended MG
release 24 hr REYATAZORAL 5 MO
NORVIR ORAL MO POWDER IN
POWDER IN PACKET
PACKET ribavirin oral 2
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 vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
ribavirin oral tablet 2 MO SUSTIVA ORAL 4 MO
200 mg CAPSULE 50 MG
rimantadine 2 MO SUSTIVA ORAL 5 MO
ritonavir 2 MO TABLET
RUKOBIA 5 MO SYMFI S MO
SELZENTRY 3 MO SYMFI LO S MO
ORAL SYMTUZA 5 MO
SOLUTION TAMIFLU 4 MO
SELZENTRY 5 MO TEMIXYS 5 MO
ORAL TABLET P .
150 MG. 300 MG tenofovir disoproxil 4 MO

fumarate
SELZENTRY . MO TIVICAY ORAL 3 MO
ORAL TABLET TABLET 10 MG
25 MG, 75 MG TIVICAY ORAL 5 MO
SITAVIG 4 MO TABLET 25 MG,
SOFOSBUVIR- 5 PA; MO; 50 MG
VELPATASVIR %Ld(ii )per TIVICAY PD 5 MO
SOVALDI ORAL 5 PA; MO; TRIUMEQ . Mo
PACKET 150 MG 28 days) TRUVADA 5 MO
SOVALDI ORAL 5 PA; MO; TYBOST 4 MO
PELLETS IN QL (56 per valacyclovir oral 2 MO; QL
PACKET 200 MG 28 days) tablet 1 gram (120 per 30
SOVALDI ORAL 5 PA; MO; days)
TABLET 200 MG QL (56 per valacyclovir oral 2 MO; QL
28 days) tablet 500 mg (60 per 30
SOVALDI ORAL 5 PA; MO; days)
TABLET 400 MG QL (28 per VALCYTE MO
28 days) valganciclovir oral MO

STRIBILD MO recon soln
SUSTIVA ORAL MO valganciclovir oral 2 MO
CAPSULE 200 tablet
MG

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VALTREX ORAL 4 MO; QL CEPHALOSPO
TABLET 1 GRAM (120 per 30 RINS
d
VALTREX ORAL 4 I\ZZ)S‘)QL AVYCAZ > DA MO
TABLET 500 MG (60 per 30 cefaclor oral capsule 2 MO
days) cefaclor oral 2 MO
VEMLIDY MO suspens?on for
reconstitution 125
VIEKIRA PAK PA; MO; mgl5 ml, 250 mgl5
QL (112 per ml
28 d
ays) cefaclor oral 2
VIRACEPT S MO suspension for
ORAL TABLET reconstitution 375
VIRAMUNE 4 MO mgl5 ml
ORAL cefaclor oral tablet 4 MO
SUSPENSION extended release 12
VIRAMUNE XR 4 MO hr
ORAL TABLET cefadroxil oral 2 MO
EXTENDED capsule
RELEASE 24 HR
400 MG cefadroy‘cil oral 2 MO
suspension for
VIREAD MO reconstitution 250
VOSEVI PA; MO; mgl5 ml, 500 mgl5
QL (28 per ml
28 days) cefadroxil oral 2 MO
XOFLUZA ORAL 3 MO tablet
TABLET 20 MG, cefazolin injection 4 MO
40 MG recon soln 1 gram,
ZEPATIER 5 PA; MO; 500 mg
QL (28 per cefazolin injection 4
28 days) recon soln 10 gram
ZIAGEN 4 MO cefdinir 2 MO
zidovudine 2 MO cefepime injection 4 MO
ZOVIRAX ORAL 4 MO cefixime 4 MO
SUSPENSION S
cefotetan injection 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
what the symbols and abbreviations on this table mean by going to 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 2021.
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Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits
cefoxitin 4 PA; MO SUPRAX ORAL MO
intravenous recon SUSPENSION
soln 1 gram, 2 gram FOR
cefoxitin 4 PA RECONSTITUTI
intravenous recon ON 100 MG/5 ML,
soln 10 gram 200 MG/5 ML
cefpodoxime 2 MO SUPRAX ORAL
. SUSPENSION
cefprozil 2 MO FOR
ceftazidime injection 4 PA; MO RECONSTITUTI
recon soln 1 gram, 2 ON 500 MG/5 ML
gram SUPRAX ORAL MO
ceftazidime injection 4 PA TABLET,CHEWA
recon soln 6 gram BLE
ceftriaxone injection 4 MO tazicef injection PA
recon soln I gram, 2 recon soln 1 gram, 2
gram, 250 mg, 500 gram
s tazicef injection PA; MO
ceftriaxone injection 4 recon soln 6 gram
recon so'ln 10 grcfm TEELARO PA: MO
cefuroxime axetil 2 MO ZERBAXA PA
oral tablet
cefuroxime sodium 4 PA; MO ERYTHROMYC
injection recon soln INS/OTHER
750 mg MACROLIDES
cefuroxime sodium 4 PA; MO azithromycin PA; MO
intravenous recon intravenous
soln 1.5 gram azithromycin oral MO
cefuroxime sodium 4 PA packet
intravenous recon azithromycin oral MO
soln 7.5 gram suspension for
cephalexin 2 MO reconstitution
SUPRAX ORAL 4 MO

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 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 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
azithromycin oral 2 erythromycin 2 MO
tablet 250 mg (6 ethylsuccinate oral
pack), 500 mg (3 suspension for
pack) reconstitution
azithromycin oral 2 MO erythromycin 4
tablet 250 mg, 500 ethylsuccinate oral
mg, 600 mg tablet
clarithromycin 2 MO erythromycin oral 4 MO
DIFICID ORAL 5 QL (136 per ZITHROMAX 4 PA; MO
SUSPENSION 10 days) INTRAVENOUS
FOR ZITHROMAX 4 MO
RECONSTITUTI ORAL PACKET
ON ZITHROMAX 4 MO
DIFICID ORAL 5 MO; QL ORAL
TABLET (20 per 10 SUSPENSION

days) FOR
E.E.S. 4 MO RECONSTITUTI
GRANULES ON
ERYPED 200 4 MO ZITHROMAX 4 MO
ERYPED 400 4 MO ORAL TABLET
ery-tab oral 4 MO 250 MG, 500 MG
tablet, delayed ZITHROMAX 4 MO
release (drlec) 250 TRI-PAK
mg, 333 mg ZITHROMAX Z- 4 MO
ERY-TAB ORAL 4 MO PAK
TABLET,DELAY MISCELLANEO
ED RELEASE US
(DR/EC) 500 MG ANTIINFECTIV
erythrocin (as 4 MO ES
stearate) oral tablet AEMCOLO 4 MO: QL
250 mg
(12 per 30

ERYTHROCIN 4 PA; MO days)
INTRAVENOUS Ibenda=ol MO
RECON SOLN albendazore
500 MG ALBENZA MO

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

This drug list was updated in August 2021.
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amikacin injection 4 PA; MO clindamycin 4 PA; MO
solution 500 mg/2 phosphate
ml intravenous solution
ARIKAYCE PA; LA 600 mgl4 ml
a[ovaquone MO COARTEM 4 MO
a[()vaquone_ MO COliStin 4 PA, MO
proguanil (colistimethate na)
AZACTAM 4  PA;MO CUBICIN 5 MO
aztreonam injection 4 PA; MO DALVANCE 5 PA; MO
recon soln 1 gram dapsone oral 2 MO
BENZNIDAZOLE 3 MO DAPTOMYCIN 5 MO
BETHKIS 5  PA;MO; INTRAVENOUS
QL (224 per RECON SOLN
28 days) 350 MG
BILTRICIDE 4 MO daptomycin 5 MO
CAYSTON 5 PA: MO- intravenous recon
LA: QL (84 soln 500 mg
per 28 days) DARAPRIM 5 PA
chloroquine 2 MO EMVERM 5 MO
phosphate ertapenem 4 PA; MO;
CLEOCIN HCL 4 MO QL (14 per
CLEOCIN 4 MO 14 days)
PEDIATRIC ethambutol 2 MO
clindamycin hcl 2 MO FIRVANQ ORAL 4 QL (400 per
clindamycin in 5 % 4 PA; MO i/lEG(;l?/IT SOLN25 10 days)
dextrose FIRVANQ ORAL 4 QL (450
: : per
Cl’fﬁ‘i’r’;y cn R MO RECON SOLN 50 10 days)
pediatnic MG/ML
"ana}’l"ytc’f oot ¢ PAMO FLAGYL ORAL 4 MO
phosphate injection CAPSULE
FLAGYL ORAL 4 MO
TABLET 500 MG

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

This drug list was updated in August 2021.
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Tier  ts/Limits Tier  ts/Limits
gentamicin in nacl 4 PA; MO MALARONE 4 MO
(iso-0sm) MALARONE 4 MO
intravenous PEDIATRIC
piggyback 100 .
mg!100 ml, 60 mefloquine 2 MO
mg/50 ml, 80 mg/50 MEPRON S MO
ml meropenem 4 PA; MO;
gentamicin in nacl 4 PA intravenous recon QL (30 per
(iso-osm) soln 1 gram 10 days)
intravenous meropenem 4 PA; MO;
piggyback 80 intravenous recon QL (10 per
mgl100 ml soln 500 mg 10 days)
gentamicin injection 4 PA; MO MERREM 4 PA; QL (10
solution 40 mgiml INTRAVENOUS per 10 days)
HUMATIN 4 RECON SOLN
hydroxychloroquine 2 MO S00 MG
A . . metronidazole in 4 PA; MO
imipenem-cilastatin 4 PA; MO .
nacl (iso-os)
IMPAVIDO > PA; MO metronidazole oral 2 MO
%E}ZIQZNF%ON 4 g}‘:’ (ﬁo,er MYAMBUTOL 4 MO
i S)p ORAL TABLET
N Y 400 MG
l.somaﬂd‘oral 2 MO MYCOBUTIN 4 MO
ivermectin oral 2 MO NEBUPENT 4 PA: MO:
KITABIS PAK 5 PA; MO; QL (1 per
QL (280 per 28 days)
28 days) neomycin 2 MO
KRINTAFEL 4 MO nitazoxanide 5 MO
PAM?IT 4 paromomycin 4 MO
é_z;ezolld in dextrose 4 PA PASER 3 MO
0
linezolid oral 5 MO PENTAM 4 MO
suspension for pentamidine 4 PA; MO;
reconstitution inhalation QL (1 per
linezolid oral tablet 4 MO 28 days)

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

This drug list was updated in August 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
pentamidine 4 MO TOBI 5 PA; MO;
injection QL (280 per
PLAQUENIL 4 MO 28 days)
polymyxin b sulfate 2 PA; MO TOBI S MO; QL
razicuantel 4 MO PODHALER (224 per 28
praziquante INHALATION days)
PRETOMANID 4 PA CAPSULE,
PRIFTIN 3 MO W/INHALATION
PRIMAQUINE 3 MO DEVICE
PRIMAXIN IV 4 PA; MO tobramycin in 0.225 5 PA; MO;
INTRAVENOUS “o nacl QL (280 per
RECON SOLN 28 days)
500 MG tobramycin 5 PA; MO;
pyrazinamide 4 MO inhalation QL (224 per
pyrimethamine 5 PA; MO : 28 days)
QUALAQUIN 4 MO tobramycin sulfate 4 PA; MO
- injection solution
q.uznzne.sulfale 4 MO TRECATOR 4 MO
rifabutin S 1O TYGACIL 5 PA;MO
rifampin A M © VABOMERE 4 PA
miravenous VANCOCIN 5 PA; QL (40
rifampin oral - MO ORAL CAPSULE per 10 days)
SIRTURO 5 PA; LA 125 MG
SIVEXTRO PA VANCOCIN 5  PA;MO;
INTRAVENOUS ORAL CAPSULE QL (80 per
SIVEXTRO 5 MO 250 MG 10 days)
ORAL vancomycin 4 PA; MO;
SOLOSEC 4 MO intravenous recon QL (20 per
STREPTOMYCIN 3 PA; MO soln 1,000 mg, 750 10 days)
STROMECTOL 4 MO ms . ; ~
tigecycline 5 PA; MO vancomycin PA; QL (2
intravenous recon per 10 days)
tinidazole 2 MO

soln 10 gram

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

This drug list was updated in August 2021.
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Tier  ts/Limits Tier  ts/Limits

VANCOMYCIN 4 PA; QL (28 amoxicillin oral 2 MO
INTRAVENOUS per 14 days) suspension for
RECON SOLN reconstitution
250 MG amoxicillin oral 2 MO
vancomycin 4 PA; MO; tablet
intravenous recon QL (10 per amoxicillin oral % MO
soln 500 mg 10 days) tablet,chewable 125
vancomycin oral 4 PA; MO; mg, 250 mg
capsule 125 mg QL (40 per amoxicillin-pot 2 MO

10 days) clavulanate oral
vancomycin oral 4 PA; MO; suspension for
capsule 250 mg QL (80 per reconstitution

10 days) amoxicillin-pot 2 MO
vancomycin oral 2 MO; QL clavulanate oral
recon soln (450 per 10 tablet

days) amoxicillin-pot 4 MO
XENLETA 5 clavulanate oral
INTRAVENOUS tablet extended
XENLETAORAL 5 MO release 12 hr
XIFAXAN ORAL 5  PA;MO; amoxicillin-pot 2 MO
TABLET 200 MG QL (9 per clavulanate oral

30 days) tablet,chewable
XIFAXAN ORAL 5 PA; MO; ampicillin oral 2 MO
TABLET 550 MG QL (90 per capsule 500 mg

30 days) ampicillin sodium 4 PA; MO
ZEMDRI 5 PA injection recon soln
ZYVOX 4  PA;MO 5 s 10 gram,
INTRAVENOUS &
PIGGYBACK 600 ampicillin- 4 PA; MO
MG/300 ML sulbactam injection
ZYVOX ORAL 5 MO recon soln 1.5 gram,

3 gram

PENICILLINS ampicillin- 4 PA
amoxicillin oral 2 MO sulbactam injection

capsule

recon soln 15 gram

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

This drug list was updated in August 2021.
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Tier  ts/Limits Tier  ts/Limits
BICILLIN C-R 3 PA; MO penicillin g 4 PA; MO
BICILLIN L-A 4 PA; MO potassium injection
dicloxacillin 2 MO Z;Z_’; ; Oul:zlif 0
I:;l{g;jl;}; lzajlectrlg;fzq 2 4 PA; MO penicillin g procaine 4 PA; MO
gram sram. intramuscular

syringe 1.2 million

nafcillin injection 5 PA wnitl? ml
recon‘;f)ln. 10 gram 2 DA penicillin g sodium 4 PA; MO
oxacillin in B
dextrose(iso-osm) pen lczl{m v 2 MO
intravenous potassium
piggyback 1 piperacillin- 4 MO
gram/50 ml tazobactam
oxacillin in 4 PA- MO intravenous recon
dextrose(iso-osm) ; 0;’17 52 25 gr a;”’5
intravenous D70 gram, 4.
piggyback 2 gram
gram/50 ml piperacillin- 4
oxacillin injection 4 PA t.azobactam
recon soln 1 gram mtravenous recon
10 gram ' soln 40.5 gram
oxacillin injection 4 PA; MO }IJ\II\JIS(SZ}(}\(I)N 4 PA
recon soln 2 gram RECON SOLN 15
PENICILLIN G 4 PA GRAM
}))(I)E;”IFTKOSE UNASYN 4 PA; MO
INTRAVENOUS INJECTION
MILLION GRAM
UNIT/50 ML, 3
MILLION
UNIT/50 ML

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

This drug list was updated in August 2021.
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Tier  ts/Limits Tier  ts/Limits
ZOSYN IN 4 levofloxacin 4 PA; MO
DEXTROSE (ISO- intravenous
OSM) levofloxacin oral 2 MO
INTRAVENOUS . :
PIGGYBACK 225 moxifloxacin oral 2 MO
GRAM/50 ML, moxifloxacin- 4 PA; MO
3.375 GRAM/50 sod.chloride(iso)
ML ofloxacin oral tablet 4 MO
QUICTONES I
BAXDELA 5 PA
INTRAVENOUS
BAXDELA ORAL 5 MO
CIPRO ORAL 4 BACTRIM 4 MO
SUSPENSION,MI BACTRIM DS 4 MO
CROCAPSULE sulfadiazine 4 MO
RECON sulfamethoxazole- 2 MO
CIPRO ORAL 4 MO trimethoprim oral
TABLET 250 MG, Suspension
590 MG : sulfamethoxazole- 1 MO
ciprofloxacin hcl 2 MO trimethoprim oral
oral tablet 100 mg, tablet
750 mg
oral tablet 250 mg,
500 mg ACTICLATE 4 ST; MO
ciprofloxacin in 5 %% 4 PA; MO demeclocycline 4 MO
dextrose DORYX MPC 4 ST; MO
i”_”’ avenous DORYX ORAL 4 ST; MO
piggyback 200 TABLET,DELAY
mgl100 ml ED RELEASE
levofloxacin in d5w 4 PA; MO (DR/EC) 200 MG,
intravenous 50 MG
Pigj*z]yggckl 5%)0 doxy-100 4 PA;MO
Zi 1150 Z l’ doxycycline hyclate 2 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 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 2021.
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doxycycline hyclate 2 MO NUZYRA 5 PA
oral tablet 100 mg, INTRAVENOUS
150 mg, 20 mg, 75 NUZYRA ORAL 5 ST;MO
me. ORACEA 4 ST;MO
doxycycline hyclate MO SEYSARA s ST: MO
oral tablet,delayed
release (drlec) 100 SOLODYN ORAL 4 ST; MO
mg, 150 mg, 200 TABLET
mg, 50 mg, 75 mg EXTENDED
DOXYCYCLINE ST; MO RELEASE 24 HR

105 MG, 115 MG,

HYCLATE ORAL 55 MG. 65 MG. 80
TABLET,DELAY MG ’ ’
ED RELEASE
(DR/EC) 80 MG TARGADOX 4 ST; MO
doxycycline MO tetracycline 4 MO
monohydrate oral VIBRAMYCIN 4 ST; MO
capsule ORAL CAPSULE
doxycycline MO 100 MG
monohydrate oral VIBRAMYCIN 4 MO
suspension for ORAL
reconstitution SUSPENSION
doxycycline MO FOR
monohydrate oral RECONSTITUTI
tablet ON
minocycline oral MO VIBRAMYCIN 3 MO
capsule ORAL SYRUP
minocycline oral MO URINARY
tablet TRACT
minocycline oral MO AGENTS
tablet extended fosfomycin p) MO
release 24 hr tromethamine
MINOLIRA ER ST; MO HIPREX 4 MO
mondoxyne nl oral MO MACROBID 4 MO
capsule 100 mg, 75 MACRODANTIN 4 MO

mg

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

This drug list was updated in August 2021.
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methenamine 2 MO AFINITOR 5 PA; MO;
hippurate QL (30 per
MONUROL 4 MO 30 days)
nitrofurantoin 4 MO AFINITOR 5 PA; MO
; ; DISPERZ
nitrofurantoin 2 MO
macrocrystal ALECENSA 5 PA; MO;
. . QL (240 per
nitrofurantoin 2 MO
30 days)
monohyd/m-cryst
trimethoprim 2 MO ALUNBRIG > PA; QL (30
P ORAL TABLET per 30 days)
ANTINEOPL 180 MG, 90 MG
ASTIC/ ALUNBRIG 5  PA;QL (60
IMMUNOSUP ORAL TABLET per 30 days)
PRESSANT 0 MG
DRUGS ALUNBRIG 5 PA; QL (30
ORAL per 30 days)
ADJUNCTIVE TABLETS,DOSE
AGENTS PACK
leucovorin calcium 2 MO anastrozole 2 MO
oral ARIMIDEX 5 MO
MESNEX ORAL MO AROMASIN 5 MO
XGEVA PA; MO ASTAGRAF XL 4 PA; MO
ANTINEOPLAS AYVAKIT ORAL 5 PA; LA;
TIC / TABLET 100 MG, QL (30 per
IMMUNOSUPP 200 MG, 300 MG 30 days)
RESSANT AZASAN 4 PA; MO
DRUGS azathioprine 2 PA; MO
abiraterone oral 5 PA; MO; BALVERSA 5 PA; LA
tablet 250 mg QL (120 per bexarotene 5 PA; MO
30 days) bicalutamide 2 MO
abiraterone oral 5 PA; MO; BOSULIF ORAL 5 PA: MO:
tablet 500 mg QL (60 per TABLET 100 MG QL (90 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 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 2021.
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BOSULIF ORAL 5 PA; MO; COMETRIQ 5 PA; MO;
TABLET 400 MG, QL (30 per ORAL CAPSULE QL (56 per
500 MG 30 days) 100 MG/DAY (80 28 days)
BRAFTOVI 5 PA; MO; MG X1-20 MG
ORAL CAPSULE LA; QL X1)
75 MG (180 per 30 COMETRIQ 5 PA; MO;
days) ORAL CAPSULE QL (112 per
BRUKINSA PA; LA 140 MG/DAY (80 28 days)
CABOMETYX PA; MO:; )1\213()3 X1-20 MG
LA; QL (30
per 30 days) COMETRIQ 5  PA;MO;
AL ORAL CAPSULE QL (84 per
CALQUENCE . IC)S:, (Ig(?’ or 60 MG/DAY (20 28 days)
20 days)p MG X 3/DAY)
CAPRELSA 5  PALA; COPIKTRA 5  PA;LA;
ORAL TABLET QL (60 per %Ld(60 )per
100 MG 30 days) ays
CAPRELSA 5 PA;LA; COTELLIC 5  PA;MO;
ORAL TABLET QL (30 per LP;;Zngla (63)
300 MG 30 days) pe ays
CASODEX 4 MO cyclophosphamide 2 PA; MO
oral capsule
ggliLchgsmE 4 PA; MO CYCLOPHOSPH 3 PA; MO
AMIDE ORAL
CELLCEPT 5 PA; MO TABLET
gll}g)I;ENSION cyclosporine 2 PA; MO
FOR modified oral
RECONSTITUTI capsule
ON cyclqsporine 2 PA
CELLCEPT 5 PA;MO m‘;d;ﬁed oral
ORAL TABLET sofution
cyclosporine oral 2 PA; MO
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 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 2021.
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DAURISMO 5 PA; MO; everolimus 5 PA; MO

ORAL TABLET QL (30 per (immunosuppressive

100 MG 30 days) )

DAURISMO 5 PA; MO; exemestane 4 MO

ORAL TABLET QL (60 per FARESTON MO

25 MG 30 days) FARYDAK PA; MO;

DROXIA 3 MO QL (6 per

ELIGARD 4 PA; MO 21 days)

ELIGARD (3 4 PA; MO FEMARA 4 MO

MONTH) FIRMAGON KIT 5 PA;MO

ELIGARD (4 4 PA; MO W DILUENT

MONTH) SYRINGE

ELIGARD (6 4  PA;MO SUBCUTANEOU

MONTH) S RECON SOLN

EMeT > MO 11321(1){1\1\//[IiGON KIT 4 PA; MO

ENSPRYNG 5 PA; MO W DILUENT

ENVARSUS XR 4 PA; MO SYRINGE

ERIVEDGE 5 PA; MO; SUBCUTANEOU

QL (30 per S RECON SOLN

30 days) 80 MG
ERLEADA 5 PA; MO; flutamide 2 MO

QL (120 per FOTIVDA 5  PA;LA;

30 days) QL (21 per
erlotinib oral tablet 5 PA; MO; 28 days)
100 mg, 150 mg QL (30 per GAVRETO 5 PA; MO;

30 days) LA; QL
erlotinib oral tablet 5 PA; MO; (120 per 30
25mg QL (60 per days)

30 daYS) gengraf 2 PA, MO
everolimus 5 PA; MO; GILOTRIF 5 PA; MO;
(antineoplastic) QL (30 per QL (30 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 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 2021.
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GLEEVEC ORAL 5 PA; MO; INLYTA ORAL 5 PA; MO;
TABLET 100 MG QL (180 per TABLET 5 MG QL (120 per
30 days) 30 days)
GLEEVEC ORAL 5 PA; MO; INQOVI 5 PA; MO;
TABLET 400 MG QL (60 per QL (5 per
30 days) 28 days)
HYDREA 4 MO INREBIC 5  PA;MO;
hydroxyurea 2 MO LA; QL
IBRANCE 5  PA; MO; EllaZ()S)per 30
QL (21 per y
28 days) IRESSA 5 PA;MO;
ICLUSIG 5  PA;QL(30 QL (30 per
30 days)
per 30 days)
IDHIFA 5 PA; MO; JAKAFI > PA; MO;
QL (60 per
LA; QL (30
30 days)
per 30 days)
imatinib oral tablet 5 PA; MO; KANJINTI PA; MO
100 mg QL (180 per KISQALI PA; MO;
30 days) FEMARA CO- QL (49 per
imatinib oral tablet 5 PA; MO; PACK ORAL 28 days)
400 L (60 TABLET 200
g ?0 f )per MG/DAY (200 MG
ays X 1)-2.5 MG
g\lgli%\;{gﬁULE ’ ?SE)QL 30 KISQALI > PAMO;
L0 MG i S)per FEMARA CO- QL (70 per
y PACK ORAL 28 days)
IMBRUVICA 5 PA; QL (30 TABLET 400
ORAL CAPSULE per 30 days) MG/DAY (200 MG
70 MG X 2)-2.5 MG
IMBRUVICA 5 PA; QL (30 KISQALI 5 PA; MO:;
ORAL TABLET per 30 days) FEMARA CO- QL (91 per
IMURAN 4 PA; MO PACK ORAL 28 days)
INLYTA ORAL 5  PA;MO; TABLET 600
TABLET 1 MG QL (180 per MG/DAY(200 MG
30 days) X 3)-2.5 MG

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

This drug list was updated in August 2021.
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KISQALI ORAL 5 PA; MO; LUPRON DEPOT 5 PA; MO
TABLET 200 QL (21 per (4 MONTH)
MG/DAY (200 28 days) LUPRONDEPOT 5  PA;MO
MG X 1) (6 MONTH)
KISQALI ORAL 5 PA; MO; LYNPARZA 5 PA; MO;
TABLET 400 QL (42 per ORAL TABLET QL (120 per
ﬁg/}]gé)\( (200 28 days) 30 days)

LYSODREN 3
KISQALI ORAL 5 PA; MO;
TABLET 600 QL (63 per MATULANE 2
MG/DAY (200 28 days) megestrol oral 2 PA; MO
MG X 3) suspension 400
KLISYRI MO ng% 01 )’"1 (40
KOSI'EI‘“UGO PA megestrol oral 4 PA; MO
lapatinib PA; MO; suspension 625 mgl5
g)OLd(ISO per ml (125 mglml)
CENVIMA 5 A 21312 megestrol oral 2 PA; MO
; tablet

letrozole 2 MO MEKINIST 5  PA;MO;
LEUKERAN 5 MO ORAL TABLET QL (90 per
leuprolide 5 PA; MO 0.5 MG 30 days)
subcutaneous kit MEKINIST 5 PA; MO;
LONSURF 5 PA; MO ORAL TABLET 2 QL (30 per
LORBRENA 5  PA; MO; MG 30 days)
ORAL TABLET QL (30 per MEKTOVI 5  PAMO;
100 MG 30 days) LA; QL
LORBRENA 5 PA;MO; gf‘;per 30
ORAL TABLET QL (90 per Y
25 MG 30 days) mercaptopurine 2 MO
LUPKYNIS 5 PA:; LA metﬁotrexate 2 PA; MO
LUPRONDEPOT 5  PA;MO sodium
LUPRON DEPOT 5  PA; MO methotrexate 2 PAJMO
(3 MONTH) sodium (pf)

injection solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MVASI 5 PA; MO octreotide acetate 4 PA; MO
MYCAPSSA 5 PA:; LA injection solution
mycophenolate 2 PA; MO }InOCO chlgljn;lnffo/m /
mofetil oral capsule g, g
mycophenolate 5 PA; MO ODOMZO > iﬁ’ 1(\24]? 230
mofetil oral ’
suspension for per 30 days)
P
reconstitution ONUREG S PA; MO;
mycophenolate 2 PA; MO (124Ld(14 )per
mofetil oral tablet ays
mycophenolate 4 PA; MO ORGOVYX > g}‘:’ (I?:OA[’)er
sodium 30 days)
MYFORTIC 4 PA; MO PEMAZYRE 5 PA: LA:
NEORAL 4 PA; MO QL (14 per
NERLYNX 5 PA; MO; 21 days)
LA PIQRAY PA; MO
NEXAVAR 5 PA; MO; POMALYST PA; MO;
LA; QL LA
SIaZOS)per 30 PROGRAFORAL 4  PA;MO

Y CAPSULE 0.5
NILANDRON PA; MO MG, 1 MG
nilutamide PA; MO PROGRAFORAL 5  PA;MO
NINLARO PA; MO; CAPSULE 5 MG

QL (3 per PROGRAFORAL 4  PA;MO
28 days) GRANULES IN
NUBEQA 5 PA; MO; PACKET
LA; QL PURIXAN
Eila2()s)per 30 QINLOCK PA; LA;

y QL (90 per
octreotide acetate 5 PA; MO 30 days)
injection solution :

1,000 mcglml, 500 ggiﬁMUNE 5 PA; MO
meglmi SOLUTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RAPAMUNE 4 PA;: MO SANDOSTATIN 4 PA: MO
ORAL TABLET INJECTION
0.5 MG SOLUTION 50
RAPAMUNE 5 PA;: MO MCG/ML, 500
ORAL TABLET 1 MCG/ML
MG, 2 MG SIGNIFOR PA
RETEVMO ORAL 5 PA; MO; SIKLOS ORAL MO
CAPSULE 40 MG LA; QL TABLET 1,000
(180 per 30 MG
days) SIKLOS ORAL 4 MO
RETEVMO ORAL 5 PA; MO; TABLET 100 MG
CAPSULE 80 MG LA; QL sirolimus oral 5 PA; MO
(120 per 30 solution
d;ys) sirolimus oral tablet 4 PA; MO
REVLIMID 5 1; N 1(\24]? 228 SOLTAMOX MO
per’zg days) SPRYCEL ORAL PA; MO;
ROZLYTREK 5 PA MO TABLET 100 MG, QL (30 per
ORAL CAPSULE QL (150 per égOMl\éG’ SO MG, 30 days)
100 MG 30 days) SPRYCEL ORAL 5 PA; MO
ROZLYTREK > PAMO; TABLET 20 MG, QL (60 per
ORAL CAPSULE QL (90 per 70 MG 30 days)
200 MG 30 days) ays
RUBRACA 5 PA: MO STIVARGA 5 PA; MO;
LA" QL ’ QL (84 per
(120 per 30 28 days)
days) SUTENT 5 PA; MO;
RUXIENCE PA; MO %Ld(;?sfer
RzDAPT Pi; MO SYNRIBO 5 PA
gRNA]iIMMUNE PA; MO TABLOID 4 MO
SANDOSTATIN 5  PA;MO TABRECTA S P2 MO
INJECTION tacrolimus oral 2 PA; MO
SOLUTION 100
MCG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TAFINLAR 5  PA;MO; TRELSTAR 5  PA;MO
QL (120 per INTRAMUSCUL
30 days) AR SUSPENSION
TAGRISSO 5  PA;MO; FOR
LA; QL (30 RECONSTITUTI
per 30 days) ON
TALZENNA 5  PA; MO; tretinoin. > MO
ORAL CAPSULE QL (90 per (antineoplastic)
0.25 MG 30 days) TREXALL 4  PA;MO
TALZENNA 5  PA;MO; TUKYSA ORAL 5  PA;LA;
ORAL CAPSULE QL (30 per TABLET 150 MG QL (120 per
1 MG 30 days) 30 days)
tamoxifen MO TUKYSA ORAL 5 PA; LA;
TARCEVA ORAL 5 PA; MO; TABLET 50 MG QL (300 per
TABLET 100 MG, QL (30 per 30 days)
150 MG 30 days) TURALIO 5  PA;LA;
TARCEVA ORAL 5  PA; MO; QL (120 per
TABLET 25 MG QL (60 per 30 days)
30 days) TYKERB 5 PA; MO;
TARGRETIN PA; MO LA; QL
TASIGNA ORAL PA; MO; filag(;)per 30
CAPSULE 150 QL (112 per Y
MG, 200 MG 28 days) UKONIQ 5 PATLA;
) ) QL (120 per
TASIGNA ORAL 5  PA;MO; 30 days)
CAPSULE 50 MG QL (120 per y
30 days) VENCLEXTA 3 PA;LA;
: ORAL TABLET QL (60 per
TAZVERIK 5 PAJLA 10 MG 30 days)
TEPMETKO S P4 LA VENCLEXTA 5  PA;LA;
THALOMID 5  PA/MO ORAL TABLET QL (120 per
TIBSOVO 5 PA 100 MG 30 days)
toremifene 5 MO VENCLEXTA 5 PA; LA;
TRAZIMERA 5 PA; MO 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 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 2021.
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VENCLEXTA 5 PA; LA; XTANDI ORAL 5 PA; MO;
STARTING QL (42 per TABLET 40 MG QL (120 per
PACK 30 days) 30 days)
VERZENIO 5 PA; MO; XTANDI ORAL 5 PA; MO;
LA; QL (60 TABLET 80 MG QL (60 per
per 30 days) 30 days)
VITRAKVI ORAL 5 PA; MO; YONSA 5 PA; MO;
CAPSULE 100 LA; QL (60 QL (120 per
MG per 30 days) 30 days)
VITRAKVI ORAL 5 PA; MO; ZEJULA 5 PA; LA;
CAPSULE 25 MG LA; QL QL (90 per
(180 per 30 30 days)
days) ZELBORAF 5  PA;MO;
VITRAKVI ORAL 5 PA; MO; QL (240 per
SOLUTION LA; QL 30 days)
(300 per 30 ZIRABEV 5  PA;MO
days) ZOLINZA 5  PA;MO
VIZIMPRO > 1())?: (%%er ZORTRESS 5 PA; MO
30 days) ZYDELIG 5 PA; MO;
VOTRIENT 5  PA;MO:; QL (60 per
30 days)
QL (120 per
30 days) ZYKADIA ORAL 5 PA; MO;
XALKORI 5  PA;MO:; TABLET QL (90 per
30 days)
QL (60 per
30 days) ZYTIGA ORAL 5 PA; MO;
XATMEP 4 PA: MO TABLET 250 MG %Ld(al yZSg per
XERMELO . g’i; (15(?; o ZYTIGA ORAL 5  PA;MO;
P TABLET 500 MG QL (60 per
30 days)
30 days)
XOSPATA PA; LA
XPOVIO PA; LA
XTANDI ORAL PA; MO;
CAPSULE QL (120 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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AUTONOMIC carbamazepine oral 2 MO
| CNS DRUGS tablet extended
9
release 12 hr
NEUROLOGY :
| PSYCH carbamazepine oral 2 MO
tablet,chewable
ANTICONVULS CARBATROL 4 MO
ANTS CELONTIN 4 MO
APTIOM ORAL 5  MO; QL ORAL CAPSULE
TABLET 200 MG (180 per 30 300 MG
days) clobazam oral 4 PA; MO;
APTIOM ORAL 5 MO; QL suspension QL (480 per
TABLET 400 MG (90 per 30 30 days)
days) clobazam oral tablet 4 PA; MO;
APTIOM ORAL 5 MO:; QL QL (60 per
TABLET 600 MG, (60 per 30 30 days)
800 MG days) clonazepam oral 2 MO; QL
BANZEL 5 PA: MO tablet 0.5 mg, 1 mg (90 per 30
BRIVIACT 4 QL (600 per days)
INTRAVENOUS 30 days) clonazepam oral 2 MO; QL
BRIVIACTORAL 5  MO: QL tablet 2 mg Saoz)per 30
SOLUTION (600 per 30 Y
days) clonazepam oral 2 MO; QL
BRIVIACT ORAL 5 MO; QL ga? é‘;l’jf””‘o’gg; ating fao per 30
TABLET (60 per 30 ' & .20 ME, y
days) 0.5 mg, 1 mg
carbamazepine oral 2 MO clonazel? an oral . 2 MO; QL
tablet,disintegrating (300 per 30
capsule, er T m days)
multiphase 12 hr g y
: DEPAKOTE 4 MO
carbamazepine oral 2 MO
suspension 100 mgl5 DEPAKOTE ER 4 MO
ml DEPAKOTE 4 MO
carbamazepine oral 2 MO SPRINKLES
tablet DIACOMIT 5 PA; LA
DIASTAT 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DIASTAT 4 MO FINTEPLA 5 PA; LA;
ACUDIAL QL (360 per
diazepam rectal 4 MO 30 days)
DILANTIN 30 3 MO FYCOMPA 5> MOQL
MG ORAL (720 per 30
DILANTIN 4 MO SUSPENSION days)
EXTENDED 100 FYCOMPA > MO;QL
MG ORAL TABLET (30 per 30
DILANTIN 4 MO 10 MG, 12 MG, 8 days)
INFATABS 50 MG
MG FYCOMPA 4 MO; QL
DILANTIN-125 4 MO ORAL TABLET 2 (60 per 30
125 MG/> ML ZI;}COMPA 5 iZZ)S)QL
f;;ilfz:; Oedxeloary“el el 2 ORAL TABLET 4 (60 per 30
s MG, 6 MG days)
sprinkle :
divalproex oral 5 MO gabapentin oral 1 MO; QL
le 100 mg, 400 (270 per 30
tablet extended capsu &
release 24 hr me : days)
divalproex oral 5 MO gabapentin oral 1 MO; QL
le 300 mg (360 per 30
tablet,delayed capsu
release (drlec) ; l 5 i/éllzl)S)QL
) ) gabapentin ora ;
EPIDIOLEX > i:’ MO; solution 250 mgl5 (2160 per
: ml 30 days)
epitol 2 MO gabapentin oral 1 MO; QL
EQUETRO 4 MO tablet 600 mg (180 per 30
ethosuximide 2 MO days)
felbamate oral 5 MO gabapentin oral 1 MO; QL
suspension tablet 800 mg (120 per 30
felbamate oral 4 MO days)
tablet GABITRIL 4 MO
FELBATOL 5 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GRALISE ORAL 3 PA; MO; LAMICTAL XR 4 MO
TABLET QL (30 per LAMICTAL XR 4 MO
EXTENDED 30 days) STARTER
RELEASE 24 HR (BLUE)
300 MG LAMICTAL XR 4 MO
GRALISE ORAL 3 PA; MO; STARTER
TABLET QL (90 per (GREEN)
EXTENDED 30 days) LAMICTAL XR 4 MO
RELEASE 24 HR
600 MG STARTER

(ORANGE)
KEPPRA ORAL 4 MO -

lamotrigine oral 1 MO
KEPPRA XR 4 MO tablet
KLONOPIN 4 MO; QL lamotrigine oral 4 MO
ORAL TABLET (90 per 30 tablet
0.5 MG, | MG days) disintegrating, dose
KLONOPIN 4 MO; QL pk 25 mg(14)-50
ORAL TABLET 2 (300 per 30 mg (14)-100 mg
MG days) (7)
LAMICTAL ODT 4 MO lamotrigine oral 4 MO
LAMICTAL 4 MO tablet extended
ORAL TABLET release 24hr
LAMICTAL 4 MO lamotrigine oral 2 MO
ORAL TABLET, tablet, chewable
CHEWABLE dispersible
DISPERSIBLE 25 lamotrigine oral 4 MO
MG, 5 MG tablet,disintegrating
LAMICTAL 4 MO lamotrigine oral 4 MO
STARTER tablets,dose pack
(BLUE) KIT levetiracetam oral 2 MO
LAMICTAL 4 MO solution 100 mglml
STARTER levetiracetam oral 2 MO
(GREEN) KIT tablet
LAMICTAL 4 MO levetiracetam oral 2 MO
STARTER tablet extended
(ORANGE) KIT release 24 hr

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LYRICA CR 4 PA; MO; NEURONTIN 4 MO; QL
ORAL TABLET QL (30 per ORAL TABLET (180 per 30
EXTENDED 30 days) 600 MG days)
RELEASE 24 HR NEURONTIN 4  MO:;QL
165 MG, 82.5 MG ORAL TABLET (120 per 30
LYRICA CR 4 PA; MO; 800 MG days)
ORAL TABLET QL (60 per ONFI ORAL 5 PA; MO;
EXTENDED 30 days) SUSPENSION QL (480 per
RELEASE 24 HR 30 days)
330 MG
ONFI ORAL 5 PA; MO;
LYRICA ORAL 4 MO; QL TABLET QL (60 per
CAPSULE 100 (90 per 30 30 days)
ﬁg’ égOMl\éG’séoo days) oxcarbazepine oral 4 MO
M G, 75 M G’ suspension
LY1£I CA ORAL 4 MO: QL oxcarbazepine oral 2 MO
CAPSULE 225 (60 per 30 tablet
MG. 300 MG days) OXTELLAR XR 4 MO
LYRICA ORAL 4 MO:; QL phenobarbital oral 2 PA; MO
SOLUTION (900 per 30 elixir
days) phenobarbital oral 2 PA
MYSOLINE MO tablet 100 mg, 15
NAYZILAM PA; MO; mg, 30 mg, 60 mg
QL (10 per phenobarbital oral 2 PA; MO
30 days) tablet 16.2 mg, 32.4
NEURONTIN 4 MO: QL mg, 64.8 mg, 97.2
ORAL CAPSULE (270 per 30 s
100 MG, 400 MG days) PHENYTEK 4 MO
NEURONTIN 4 MO:; QL phenyto?n oral 2 MO
ORAL CAPSULE (360 per 30 suspension 125 mgl5
300 MG days) ml
NEURONTIN 4 MO:; QL phenytoin oral 2 MO
ORAL (2160 per tablet,chewable
SOLUTION 30 days) phenytoin sodium 2 MO

extended

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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pregabalin oral 2 MO; QL TEGRETOL 4 MO

capsule 100 mg, 150 (90 per 30 ORAL TABLET

mg, 200 mg, 25 mg, days) TEGRETOL XR 4 MO

50 mi 715 e l 5 MO: OL tiagabine 4 MO

pregabalin ora ; :

capsule 225 mg, 300 (60 per 30 TOPAMAX 4 PA; MO

mg days) topiramate oral 2 PA; MO

pregabalin oral 2 MO; QL capsule, sprinkle

solution (900 per 30 topiramate oral 2 PA; MO

days) capsule,sprinkle,er

pregabalin oral 2 PA; MO; 24h‘r

tablet extended QL (30 per topiramate oral 1 PA; MO

release 24 hr 165 30 days) tablet

mg, 82.5 mg TRILEPTAL 4 MO

pregabalin oral 2 PA; MO; TROKENDI XR 4 PA; MO

tablet extended QL (60 per ORAL

release 24 hr 330 mg 30 days) CAPSULE,EXTE

primidone 2 MO 12\1@1];:{])1 (I){()El\l/i]éAgg

QUDEXY XR 4 PA; MO MG. 50 MG

e oral tablet (NN MO TROKENDI XR 5  PA;MO

& ORAL

rufinamide 5 PA; MO CAPSULE,EXTE

SABRIL 5 MO; LA NDED RELEASE

SPRITAM 4 MO 24HR 200 MG

SYMPAZAN 5  PA;MO; valproic acid 2 MO

ORAL FILM 10 QL (60 per valproic acid (as 2 MO

MG, 20 MG 30 days) sodium salt) oral

SYMPAZAN 4 PA; MO; solution 250 mgl5

ORAL FILM 5 QL (60 per ml

MG 30 days) VALTOCO 5 PA; MO;

TEGRETOL 4 MO QL (10 per

ORAL 30 days)

SUSPENSION vigabatrin MO; LA

vigadrone LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VIMPAT 3 MO; QL ANTIPARKINS
INTRAVENOUS (1200 per ONISM
30 days) AGENTS
VIMPAT ORAL 5 MO; QL APOKYN 5 PA: MO:
SOLUTION (1200 per LA: OL (90
30 days) ’3% d ( )
per ays
VIMPAT ORAL 5 MO; QL
TABLET 100 MG, (60 per 30 AZILEC_T 4 MO
150 MG, 200 MG days) benztropine oral | PA; MO
VIMPAT ORAL 3 MO; QL bromocriptine 4 MO
TABLET 50 MG (120 per 30 carbidopa 2 MO
days) carbidopa-levodopa 2 MO
XCOPRI 5 MO; QL carbidopa-levodopa- 4 MO
ays COMTAN 4 MO
XCOPRI ORAL 4 MO; QL X
TABLET 100 MG (120 per 30 DUOPA . PA; MO
days) entacapone 4 MO
days) NDED RELEASE
XCOPRI ORAL 5 MO:; QL 24HR 137MG
TABLET 200 MG (60 per 30 GOCOVRIORAL 5 PA; QL (30
days) CAPSULE,EXTE per 30 days)
XCOPRI ORAL 4 MO; QL 12\11%};:{])65 EIIC/IECI}A SE
TABLET 50 MG (240 per 30 i
days) INBRIJA 5 PA; QL
: INHALATION (300 per 30
P El per W/INHALATION
ays) DEVICE
ZARONTIN L. MO KYNMOBI 5 PA; MO;
ZONEGRAN 4 PA; MO SUBLINGUAL QL (150 per
ORAL CAPSULE FILM 10 MG, 15 30 days)
100 MG, 25 MG MG, 20 MG, 25
zonisamide 2 PA; MO MG, 30 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LODOSYN 4 MO STALEVO 100 4 MO
MIRAPEX ER 4 MO STALEVO 125 4 MO
NEUPRO 4 MO STALEVO 150 4 MO
NOURIANZ 5 PA; MO; STALEVO 200 4 MO
LA; QL (30 STALEVO 75 4 MO
per 30 days) TASMAR ORAL 5  PA;MO
ONGENTYS 4 PA; MO; TABLET 100 MG
QL (30 per tolcapone 5 PA
30 days)
OSMOLEX ER 4 PA; QL (30 ZELAPAR > PA; MO
ORAL TABLET, per 30 days) MIGRAINE /
IR - ER, CLUSTER
BIPHASIC 24HR HEADACHE
129 MG, 193 MG THERAPY
OSMOLEX ER 4 PA; QL (60 AIMOVIG 2 PA; MO:
ORAL TABLET, per 30 days) AUTOINJECTOR QL (1 per
g}I;I-]IEARéIC 24HR 30 daye)
322 MG/DAY(129 AJOVY 3 PAMO;
MG X1-193MG AUTOINJECTOR QL (1.5 per
X1) 30 days)
PARLODEL 4 MO AJOVY SYRINGE 3 PA; MO;
QL (1.5 per
pramipexole 2 MO 30 days)
rasagiline 4 MO almotriptan malate 2 MO; QL
ropinirole oral 2 MO oral tablet 12.5 mg (24 per 28
tablet days)
ropinirole oral 4 MO almotriptan malate 2 MO; QL
tablet extended oral tablet 6.25 mg (18 per 28
release 24 hr days)
RYTARY 4 MO AMERGE 4 MO; QL
selegiline hcl 2 MO (18 per 28
SINEMET ORAL 4 MO days)
TABLET 10-100 CAFERGOT 4 MO
MG, 25-100 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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dihydroergotamine 5 QL (8 per IMITREX 4 MO; QL (8
nasal 28 days) STATDOSE per 28 days)
eletriptan 4 MO; QL SUBCUTANEOU

(18 per 28 S PEN INJECTOR

days) 4 MG/0.5 ML
EMGALITY PEN 3 PA;MO; IMITREX 4  MO;QL(8

QL (2 per STATDOSE per 28 days)

30 days) REFILL
EMGALITY 3 PA; MO; gléi%[%g?gggg
SUBCUTANEOU QL (2 per MG/0.5 ML
S SYRINGE 120 30 days) '
MG/ML IMITREX 4 QL (8 per
EMGALITY 5 PA: MO SUBCUTANEOU 28 days)
SUBCUTANEOU QL (3 per 5
S SYRINGE 300 30 days) MAXALT ORAL 4 MO; QL
MG/3 ML (100 TABLET 10 MG (36 per 28
MG/ML X 3) days)
ergotamine-caffeine 2 MO I\O/Iﬁ‘i(f‘LT'MLT 4 ?;[6()’ QI£8

\ per

FROVA 4 z{;) ’eQIig TABLET,DISINT days)

i Sp) ' EGRATING 10

_ Y MG

frovatriptan 2 ?;I7OI,) e(3158 migergot ) MO

days) MIGRANAL 5 QL (8 per
IMITREX NASAL 4 MO; QL | 28 days)
SPRAY ,NON- (18 per 28 naratriptan 2 MO:; QL
AEROSOL 20 days) (18 per 28
MG/ACTUATION days)
IMITREX NASAL 4  MO; QL NURTEC ODT 3 PA;QL(16
SPRAY,NON- (36 per 28 per 30 days)
AEROSOL 5 days) ONZETRA 4 MO; QL
MG/ACTUATION XSAIL (32 per 28
IMITREX ORAL 4  MO;QL days)

(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 vii. To confirm your plan's specific
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RELPAX 4 MO; QL TOSYMRA 4 MO; QL
(18 per 28 (24 per 28
days) days)
REYVOW ORAL 4 PA; QL (16 TREXIMET 4 MO; QL
TABLET 100 MG per 30 days) ORAL TABLET (18 per 28
REYVOW ORAL 4  PA;QL(8 85-500 MG days)
TABLET 50 MG per 30 days) UBRELVY 3 PA; QL (20
rizatriptan 2 MO; QL per 30 days)
(36 per 28 ZEMBRACE 5 MO; QL (8
days) SYMTOUCH per 28 days)
sumatriptan nasal 4 MO; QL zolmitriptan oral 4 MO; QL
spray,non-aerosol (18 per 28 (18 per 28
20 mglactuation days) days)
sumatriptan nasal 4 MO; QL ZOMIG 4 MO; QL
spray,non-aerosol 5 (36 per 28 (18 per 28
mglactuation days) days)
sumatriptan 2 MO; QL ZOMIG ZMT 4 MO; QL
succinate oral (18 per 28 (18 per 28
days) days)
sumatriptan 4 MO:; QL (8 MISCELLANEO
succinate per 28 days) US
subcutaneous NEUROLOGICA
cartridge L THERAPY
Sumqtrlptan 4 MO; QL (8 AMPYRA 5 PA: MO:
succinate per 28 days)
LA; QL (60
subcutaneous pen
.. per 30 days)
injector
sumatriptan 4 MO; QL (8 ARICEPT > MO
succinate per 28 days) AUBAGIO 5 PA; MO;
subcutaneous QL (30 per
solution 30 days)
sumatriptan- % MO:; QL AUSTEDO ORAL 5 PA; MO;
naproxen (18 per 28 TABLET 12 MG, 9 LA; QL
days) MG (120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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AUSTEDO ORAL 5 PA; MO; donepezil oral 1 MO
TABLET 6 MG LA; QL (60 tablet,disintegrating
per 30 days) EVRYSDI 5  PA;MO;
BAFIERTAM 5 PA; MO; LA; QL
L (120 per 240 per 30
QL (120 p (240 p
30 days) days)
COPAXONE 5 PA; MO; EXELON PATCH 4 MO
SUBCUTANEOU QL (30 per FIRDAPSE 5 PALA
S SYRINGE 20 30 days) ;
MG/ML galantamine oral MO
capsule,ext rel.
COPAXONE 5 PA; MO; pellets 24 hr
gggCRII{I{ég ::é) U %L d(alyzs)p . galantamine oral 4 MO
MG/ML solution
dalfampridine 5 PA: MO: galantamine oral 2 MO
QL (60 per tablet
30 days) GILENYA ORAL 5 PA; MO;
dimethyl fumarate 5 PA; MO; CAPSULE 0.5 MG ?()Ld(;os)p .
oral capsule,delayed QL (14 per : y
release(drlec) 120 30 days) glatiramer S PA; QL (30
mg subcutaneous per 30 days)
dimethyl fumarate 5 PA; MO; 5y rn?ge 20 mglml
oral capsule,delayed QL (120 per glatiramer 5 PA; QL (12
release(drlec) 120 180 days) sub'culaneous per 28 days)
mg (14)- 240 mg syringe 40 mglml
atopa ; 5
(46) glatop 5 PA; MO
dimethyl fumarate 5 PA; MO; sub;utaneous QL (30 per
oral capsule,delayed QL (60 per syringe 20 mglml 30 days)
release(drlec) 240 30 days) glatopa 5 PA; MO;
mg subcutaneous QL (12 per
donepezil oral tablet 1 MO syringe 40 mgiml 28 days)
10 mg, 5 mg HORIZANT 4 PA; MO;
donepezil oral tablet 4 MO ORAL TABLET QL (30 per
23 mg EXTENDED 30 days)
RELEASE 300
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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HORIZANT PA; MO; MAVENCLAD (9 5 PA; MO;
ORAL TABLET QL (60 per TABLET PACK) LA; QL (9
EXTENDED 30 days) per 28 days)
RELEASE 600 MAYZENT 5  PA; MO;
MG ORAL TABLET QL (120 per
INGREZZA PA; LA; 0.25 MG 30 days)
QL (30 per MAYZENT 5  PA;MO;
30 days) ORAL TABLET 2 QL (30 per
INGREZZA PA; LA; MG 30 days)
INITIATION QL (28 per MAYZENT 5 PA; MO;
PACK 28 days) STARTER PACK QL (12 per
KESIMPTA PEN PA; MO; 180 days)
QL (1.6 per memantine oral 4 PA; MO
28 days) capsule,sprinkle,er
KEVEYIS PA 24hr
MAVENCLAD PA; MO; memantine oral 2 PA; MO
(10 TABLET LA; QL (10 solution
PACK) per 28 days) memantine oral 2 PA; MO
MAVENCLAD (4 PA; MO; tablet
TABLET PACK) LA; QL (4 MEMANTINE 4 PA;MO
per 28 days) ORAL
MAVENCLAD (5 PA; MO; TABLETS,DOSE
TABLET PACK) LA: QL (5 PACK
per 28 days) NAMENDA 4  PA;MO
MAVENCLAD (6 PA; MO; ORAL TABLET
TABLET PACK) LA; QL (6 NAMENDA 4 PA; MO
per 28 days) TITRATION PAK
MAVENCLAD (7 PA; MO; NAMENDA XR 4 PA;MO
TABLET PACK) LA; QL (7 ORAL
per 28 days) CAPSULE,SPRIN
MAVENCLAD (8 PA; MO; KLE,ER 24HR
TABLET PACK) LA; QL (8 NAMZARIC 3 PA: MO
per 28 days) NUEDEXTA 5 PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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PONVORY 5 PA; MO; tetrabenazine oral 5 PA; MO;
QL (30 per tablet 25 mg QL (120 per
30 days) 30 days)
PONVORY 14- 5 PA; MO; VUMERITY 5 PA; MO;
DAY STARTER QL (14 per QL (120 per
PACK 180 days) 30 days)
RAZADYNE ER 4 MO XENAZINE 5 PA; MO;
rivastigmine 4 MO ORAL TABLET LA; QL
o 12.5 MG (240 per 30
rivastigmine tartrate 2 MO days)
RUZURGI 2 PA XENAZINE 5 PA; MO;
TECFIDERA 5 PA; MO; ORAL TABLET LA: QL
ORAL LA; QL (14 25 MG (120 per 30
CAPSULE,DELA per 30 days) days)
YED : :
RELEASE(DR/EC ZEPOSIA 5 PA; MO;
QL (30 per
) 120 MG
30 days)
ORGHIDERA T MK 1(\245 : ZEPOSIA 5 PA; MO;
CAPSULE,DELA (120 per STARTER KIT %Ld(jl)per
YED 180 days) y
RELEASE(DR/EC ZEPOSIA S PA; MO;
) 120 MG (14)- 240 STARTER PACK QL (7 per
MG (46) 30 days)
TECFIDERA 5 PA;MO; MUSCLE
ORAL LA; QL (60 RELAXANTS /
CAPSULE,DELA per 30 days) ANTISPASMOD
YED IC THERAPY
;{ ilaliﬁ(S}E(DR/EC baclofen oral 2 MO
TEGSEDI s PA: MO- cyclobenzaprine 4 PA; MO
LA’ ’ oral tablet 10 mg, 5
b ' ) A n8
tetrabenazine ora 5 PA; MO:; cyclobenzaprine 5 PA: MO
tablet 12.5 mg QL (240 per
30 days) oral tablet 7.5 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DANTRIUM 4 MO acetaminophen- 2 MO; QL
ORAL CAPSULE codeine oral tablet (360 per 30
25 MG, 50 MG 300-15 mg, 300-30 days)
dantrolene oral 2 MO mg
FEXMID 4 PA acetaminophen- 2 MO; QL
MESTINON 5 MO ;gaoli‘noe oral tablet 511218()S )per 30
ORAL mg y
MESTINON 5 MO ACTIQ 2 I(;‘:, (1;42(3’ or
TIMESPAN P
dostigmi 5 MO 30 days)
pridtee sBUCA 3 PO
JTup QL (60 per
PYRIDOSTIGMI 4 MO 30 days)
NE BROMIDE :
ORAL TABLET bug;enorplhzne hel 2 MO
30 MG sublingua |
pyridostigmine 5 MO buprenorphine 4 PA; MO;
. transdermal patch QL (4 per
bromide oral tablet
28 days)
60 mg
P BUTRANS 4 PA; MO;
pyridostigmine 2 MO
. QL (4 per
bromide oral tablet 28 days)
extended release : y
dizanidine 5 MO codeine sulfate 2 MO; QL
(180 per 30
ZANAFLEX 4 MO days)
NARCOTIC DILAUDID 4  MO;QL
ANALGESICS ORAL LIQUID (2400 per
acetaminophen-caff- 2 MO; QL 30 days)
dihydrocod (300 per 30 DILAUDID 4 MO; QL
days) ORAL TABLET (180 per 30
acetaminophen- 2 MO; QL days)
codeine oral solution (4500 per endocet oral tablet 2 MO; QL
120-12 mgl5 ml 30 days) 10-325 mg, 5-325 (360 per 30
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 vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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fentanyl citrate 5 PA; MO; hydrocodone 5 PA; MO;

buccal lozenge on a QL (120 per bitartrate, oral QL (60 per

handle 1,200 mcg, 30 days) only,ext.rel.24 hr 30 days)

1,600 mcg, 400 mcg, 100 mg, 120 mg

600 mcg, 800 mcg hydrocodone 2 PA; MO;

fentanyl citrate 4 PA; MO; bitartrate, oral QL (60 per

buccal lozenge on a QL (120 per only,ext.rel.24 hr 20 30 days)

handle 200 mcg 30 days) mg, 30 mg, 40 mg,

FENTANYL 5  PA;QL 60 mg, 80 mg

CITRATE (120 per 30 hydrocodone- 2 MO; QL

BUCCAL days) acetaminophen oral (5550 per

TABLET, solution 7.5-325 30 days)

EFFERVESCENT mgll5 ml

fentanyl 4 PA; MO; hydrocodone- 2 MO; QL

transdermal patch QL (10 per acetaminophen oral (390 per 30

72 hour 100 mcglhr, 30 days) tablet 10-300 mg, 5- days)

12 mceglhr, 25 300 mg, 7.5-300 mg

mcglhr, 50 mcglhr, hydrocodone- 2 MO:; QL

75 meglhr acetaminophen oral (360 per 30

fentanyl 2 PA; MO; tablet 10-325 mg, 5- days)

transdermal patch QL (10 per 325 mg, 7.5-325 mg

72 hour 37.5 30 days) hydrocodone- E MO:; QL

meglhour, 62.5 ibuprofen (50 per 30

mcglhour days)

fentanyl S PA; MO; hydromorphone 4 QL (240 per

transdermal patch QL (10 per (pf) injection 30 days)

72 hour 87.5 30 days) solution 10 (mglml)

mcglhour (5ml), 10 mgiml

FENTORA 5 PA; MO; hydromorphone oral 4 MO; QL
QL (120 per liquid (2400 per
30 days) 30 days)

hydrocodone 2 PA; MO; hydromorphone oral 2 MO; QL

bitartrate, oral only, QL (90 per tablet (180 per 30

er 12hr 30 days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydromorphone oral PA; MO; methadone oral 2 PA; MO;
tablet extended QL (60 per tablet 5 mg QL (240 per
release 24 hr 30 days) 30 days)
HYSINGLA ER, PA; MO; morphine 2 MO; QL
ORAL QL (60 per concentrate oral (900 per 30
ONLY.EXT.REL. 30 days) solution days)
24 HR 100 MG, morphine oral 2 PA; MO;
120 MG, 80 MG capsule, er QL (60 per
HYSINGLA ER, PA; MO; multiphase 24 hr 30 days)
ORAL QL (60 per morphine oral 2 PA; MO;
ONLY.EXT.REL. 30 days) capsule,extend.relea QL (90 per
24 HR 20 MG, 30 se pellets 30 days)
MG, 40 MG, 60 morphine oral 2 MO; QL
MG :
solution (900 per 30
NASAL per 30 days) : .
SPRAY NON- morphine oral tablet 2 }\;Ig), 2?30
AEROSOL 100 d )p
MCG/SPRAY ‘ o
LAZANDA PA; MO; motrpfczlm; orlal tablet 2 1(’21}‘:, (1;’12(3, N
NASAL QL (30 per extended release s p
SPRAY,NON- 30 days) Y
AEROSOL 400 MS CONTIN 5 PA; MO;
MCG/SPRAY ORAL TABLET QLd(12O per
: EXTENDED 30 days)
levorphanol tartrate MO; QL RELEASE 100
(120 per 30 MG, 200 MG, 60
days) M G’ ’
methadone oral PA; MO;
. ’ ’ MS CONTIN 4 PA; MO;
solution 10 mgl5 m! %Ldfos‘; per ORAL TABLET QL (120 per
Y EXTENDED 30 days)
methadone oral PA; MO; RELEASE 15 MG,
solution 5 mgl5 ml QL (1200 30 MG
per 30 days) OXAYDO 5 MO:QL
methadone oral PA; MO; (360 per 30
tablet 10 mg QL (120 per days)
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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oxycodone oral 2 MO; QL OXYCONTIN, 5 PA; MO;
capsule (360 per 30 ORAL ONLY, QL (60 per
days) EXT.REL.12 HR 30 days)
oxycodone oral 4 MO; QL 80 MG
concentrate (180 per 30 oxymorphone oral 2 MO; QL
days) tablet 10 mg (360 per 30
oxycodone oral 2 MO; QL days)
solution (1200 per oxymorphone oral 2 MO; QL
30 days) tablet 5 mg (180 per 30
oxycodone oral 2 MO; QL days)
tablet 10 mg, 15 mg, (180 per 30 oxymorphone oral 2 PA; MO;
20 mg, 30 mg days) tablet extended QL (90 per
oxycodone oral 2 MO; QL release 12 hr 30 days)
tablet 5 mg (360 per 30 PERCOCET 4 MO; QL
days) (360 per 30
OXYCODONE, 4 PA; QL (90 days)
ORAL ONLY, per 30 days) prolate oral tablet 2 QL (390 per
EXT.REL.12 HR 30 days)
10 MG, 15 MG, 20 ROXICODONE 4  MO:; QL
MG, 30 MG, 40 ORAL TABLET (180 per 30
MG, 60 MG 15 MG, 30 MG days)
OXYCODONE, > PA;QL(60 ROXICODONE 4 QL (360 per
ORAL ONLY, per 30 days) ORAL TABLET 5 30 days)
EXT.REL.12 HR MG
80MG SUBSYS 5 PA; MO;
oxycodone- 2 MO; QL QL (120 per
acetaminophen oral (360 per 30 30 days)
tablet 10-325 mg, days) TREZIX 4 MO: QL
2.5-325 mg, 5-325
(300 per 30
mg, 7.5-325 mg days)
OXYCONTIN, 3 PA; MO; : :
ORAL ONLY, QL (90 per XTAMPZA ER 4 1())?: (g%o’er
EXT.REL.12 HR 30 days) 304 )p
10 MG, 15 MG, 20 ays
MG, 30 MG, 40
MG, 60 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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NON- diclofenac 2 MO
NARCOTIC potassium
ANALGESICS diclofenac sodium 2 MO
ARTHROTEC 50 4  ST;MO oral ‘
ARTHROTEC 75 4 ST: MO dllefenac sodium 2 MO; QL
topical drops (300 per 28
buprenorphine- 2 MO; QL days)
loxone sublingual (60 per 30 Y
na diclofenac sodium 2 MO; QL
film 12-3 mg days) )
topical gel 1 % (1000 per
buprenorphine- 2 MO; QL 28 days)
naloxone sublingual (360 per 30 :
film 2-0.5 mg days) dlf‘lofenac- 4 MO
5 o 5 MO: OL misoprostol
uprenorphine- ; o
naloxone sublingual (90 per 30 diffunisal 2 MO
film 4-1 mg, 8-2 mg days) DUEXIS 4 ST; MO
buprenorphine- 2 MO; QL etodolac 2 MO
naloxone sublingual (360 per 30 FELDENE 4 ST; MO
tablet 2-0.5 mg days) FENOPROFEN 4  ST;MO
buprenorphine- 2 MO; QL ORAL CAPSULE
naloxone sublingual (90 per 30 400 MG
tablet 8-2 mg days) fenoprofen oral 2 MO
butorphanol nasal 2 MO; QL tablet
(10 per 28 FLECTOR 4  PA;MO;
days) QL (60 per
CAMBIA 4 ST; MO; 30 days)
QL (9 per flurbiprofen oral 2 MO
30 days) tablet 100 mg
CELEBREX 4 MO ibu oral tablet 600 | MO
celecoxib 2 MO mg, 800 mg
CONZIP 4 PA; MO; ibuprofen oral 2 MO
QL (30 per suspension
30 days) ibuprofen oral tablet | MO
DAYPRO 4 ST; MO 400 mg, 600 mg,
DICLOFENAC 4 PA; QL (60 800 mg
EPOLAMINE per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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INDOCIN 5 MO MOBIC ORAL 4 ST; MO;
RECTAL TABLET 7.5 MG QL (30 per
ketoprofen oral 2 MO 30 days)
capsule 25 mg nabumetone 2 MO
ketoprofen oral 2 NALFON ORAL 4 ST; MO
capsule 50 mg, 75 CAPSULE 400
mg MG
ketoprofen oral 2 MO NALFON ORAL 4 ST; MO
capsule,ext rel. TABLET
pellets 24 hr 200 mg naloxone injection 2 MO
KETOROLAC 4 ST solution
NASAL naloxone injection 2 MO
KLOXXADO 3 syringe
LICART 4 PA; MO; naltrexone 2 MO
QL (30 per NAPRELAN CR 4  ST; MO
30 days) naproxen oral 2 MO
LODINE ORAL 4 ST suspension
TABLET naproxen oral tablet 1 MO
LUCEMYRA 5 PA; MO
naproxen oral 2 MO
meclofenamate 2 MO tablet, delayed
mefenamic acid 2 MO release (drlec) 375
meloxicam oral 1 MO mg
tablet 15 mg naproxen oral 2
meloxicam oral 1 MO; QL tablet,delayed
tablet 7.5 mg (30 per 30 release (drlec) 500
days) mg
meloxicam D MO naproxen sodium 2 MO
submicronized oral oral tablet 275 mg,
capsule 10 mg 550 mg
meloxicam D MO; QL naproxen sodium 2 MO
submicronized oral (30 per 30 oral fablet, er
capsule 5 mg days) multiphase 24 hr
MOBIC ORAL 4  ST;MO 375 mg, 500 mg

TABLET 15 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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naproxen- 5 MO sulindac 2 MO
esomeprazole TRAMADOL 4  PA;MO;
NARCAN 3 MO ORAL QL (30 per
NUCYNTA ER 4  PA; MO; CAPSULE,ER 30 days)
QL (60 per BIPHASE 24 HR
30 days) 17-83
NUCYNTA 4 MO; QL TRAMADOL 4 PA; MO;
ORAL TABLET (181 per 30 ORAL QL (30 per
100 MG days) CAPSULE,ER 30 days)
NN s woor MMM
ORAL TABLET (362 per 30 MG ’
MG days) TRAMADOL 4 MO; QL
NUCYNTA 4 MOQL ORAL TABLET (120 per 30
ORAL TABLET (242 per 30 100 MG days)
75 MG days)
oxaprozin 4 MO tramadol oral tablet 2 MO; QL
50 mg (240 per 30
PENNSAID 5 ST; MO; days)
g(c))lljjc"égN IN SSL d(azyzs‘; per tramadol oral tablet 2 PA; MO;
extended release 24 QL (30 per
METERED-DOSE hr 30 days)
PUMP
. tramadol oral 2 PA; MO;
proxicam 2 MO tablet, er multiphase QL (30 per
RELAFEN DS 5 ST; MO 24 hr 30 days)
SPRIX S ST tramadol- 2 MO; QL
SUBOXONE 4 MO; QL acetaminophen (240 per 30
SUBLINGUAL (60 per 30 days)
FILM 12-3 MG days) ULTRACET 4  MO;QL
SUBOXONE 4 MO; QL (240 per 30
SUBLINGUAL (360 per 30 days)
FILM 2-0.5 MG days) ULTRAM 4 MO: QL
SUBOXONE 4 MO; QL (240 per 30
SUBLINGUAL (90 per 30 days)
FILM 4-1 MG, 8-2 days) VIMOVO ST; MO
MG VIVITROL MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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VIVLODEX ST; MO ADZENYS ER 4 ST; MO
ORAL CAPSULE ADZENYS XR- 4 ST; MO
10 MG oDT
VIVLODEX ST; MO; AMBIEN 4 MO; QL
ORAL CAPSULE QL (30 per (30 per 30
SMG 30 days) days)
ZIPSOR ST; MO AMBIEN CR 4  MO;QL
ZORVOLEX ST; MO (30 per 30
ZUBSOLV MO; QL days)
SUBLINGUAL (30 per 30 amitriptyline 2 MO
E/I%IIFZLTOO%-%II C8} days) amoxapine 2 MO
11.4.2.9 MG, 2.9- AMPHETAMINE 4 ST
0.71 MG, 5.7-1.4 amphetamine 2 PA; MO
MG sulfate
7ZUBSOLV MO:; QL ANAFRANIL 4 MO
SUBLINGUAL (60 per 30 APLENZIN 4 MO; QL
TABLET 8.6-2.1 days) (30 per 30
MG days)
PSYCHOTHER APTENSIO XR 4 ST; MO
APEUTIC aripiprazole oral 4 MO
DRUGS solution
ABILIFY MO; QL (1 aripiprazole oral 2 MO; QL
MAINTENA per 28 days) tablet (30 per 30
ABILIEY QL (30 per days)
MYCITE 30 days) aripiprazole oral 5 MO; QL
ABILIFY ORAL MO: QL tablet, disintegrating 5160 per 30
TABLET (30 per 30 ays)
days) ARISTADA 5 MO; QL
ADDERALL MO INITIO 514.8 per 365
ORAL TABLET ays)
20 MG, 5 MG, 7.5
MG
ADDERALL XR ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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ARISTADA 5 MO; QL ATIVAN ORAL 4 PA; MO;
INTRAMUSCUL (3.9 per 56 TABLET 0.5 MG, QL (90 per
AR days) I MG 30 days)
SUSPENSION,EX ATIVAN ORAL 4  PA; MO;
TENDED REL TABLET 2 MG QL (150 per
SYRING 1,064 30 days)
MG/3.9 ML atomoxetine oral 4 MO; QL
ARISTADA S MO; QL capsule 10 mg, 18 (60 per 30
INTRAMUSCUL (1.6 per 28 mg, 25 mg, 40 mg days)
AR days) . )
SUSPENSION,EX atomoxetine oral 4 MO; QL
TENDED REL capsule 100 mg, 60 (30 per 30
SYRING 441 mg, 80 mg days)
MG/1.6 ML BELSOMRA 4 MO; QL
ARISTADA 5  MO:QL Sao f)er 30
INTRAMUSCUL (2.4 per 28 y
AR days) BRISDELLE 4 MO; QL
SUSPENSION,EX (30 per 30
TENDED REL days)
SYRING 662 bupropion hcl oral | MO
MG/2.4 ML tablet
ARISTADA 5 MO; QL bupropion hcl oral 2 MO; QL
INTRAMUSCUL (3.2 per 28 tablet extended (90 per 30
AR days) release 24 hr 150 mg days)
SUSPENSION,EX bupropion hcl oral 2 MO; QL
TENDED REL tablet extended (30 per 30
SYRING 882 release 24 hr 300 mg days)
MG/3.2 ML BUPROPION 4 MO; QL
armodafinil 4 PA; MO; HCL ORAL (30 per 30
QL (30 per TABLET days)
30 days) EXTENDED
asenapine maleate 4 MO; QL RELEASE 24 HR
(60 per 30 450 MG
days) bupropion hcl oral 2 MO; QL
tablet sustained- (60 per 30
release 12 hr days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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buspirone 2 MO CLOZARIL 4
CAPLYTA 5  MO;QL ORAL TABLET
(30 per 30 25 MG, 50 MG
days) CONCERTA 4 ST; MO
CELEXA ORAL 4 MO; QL COTEMPLA XR- 4 ST; MO
TABLET (30 per 30 oDT
days) CYMBALTA 4  MO;QL
chlorpromazine oral 4 MO (60 per 30
tablet days)
citalopram oral 2 MO DAYTRANA 4 ST; MO
solution DAYVIGO 4  MO;QL
citalopram oral | MO; QL (30 per 30
tablet (30 per 30 days)
days) desipramine 2 MO
clomipramine 4 MO DESOXYN 4 PA;: MO
clonidine hcl oral 4 MO DESVENLAFAXI 4 MO; QL
tablet extended NE ORAL (120 per 30
release 12 hr TABLET days)
clorazepate 2 PA; MO; EXTENDED
dipotassium oral QL (180 per RELEASE 24 HR
tablet 15 mg 30 days) 100 MG
clorazepate 2 PA; MO; DESVENLAFAXI 4 MO; QL
dipotassium oral QL (90 per NE ORAL (30 per 30
tablet 3.75 mg 30 days) TABLET days)
clorazepate 2 PA; MO; EXTENDED
dipotassium oral QL (360 per RELEASE 24 HR
tablet 7.5 mg 30 days) S0 MG
clozapine oral tablet 2 desvenlafaxine 2 MO; QL
5 succinate (30 per 30
clozapine oral 4
g , days)
tablet,disintegrating
CLOZARIL ; DEXEDRINE 4 ST:MO
ORAL TABLET
100 MG, 200 MG dexmethylphenidate 2 MO
dextroamphetamine 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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dextroamphetamine 4 MO duloxetine oral 2 MO; QL
-amphetamine oral capsule,delayed (60 per 30
capsule,extended release(drlec) 20 days)
release 24hr mg, 30 mg, 60 mg
dextroamphetamine 2 MO duloxetine oral 2 MO; QL
-amphetamine oral capsule,delayed (90 per 30
tablet release(drlec) 40 days)
diazepam oral 2 PA; MO; mg
concentrate QL (240 per DYANAVEL XR 4 ST; MO
30 days) EFFEXOR XR 4 MO;QL
diazepam oral 2 PA; MO; ORAL (30 per 30
solution 5 mgl5 ml QL (1200 CAPSULE.EXTE days)
(1 mgiml) per 30 days) NDED RELEASE
diazepam oral tablet 2 PA; MO; 24HR 150 MG,
QL (120 per 37.5MG
30 days) EFFEXOR XR 4 MO; QL
doxepin oral capsule 4 MO ORAL (90 per 30
J ; / 4 MO CAPSULE.EXTE days)
S NDED RELEASE
concen' rate YAHR 75 MG
doxepin oral tablet 2 MO; QL EMSAM s MO
(30 per 30
days) ergoloid MO
DRIZALMA 4 MO:; QL escitalopram 2 MO
ORAL CAPSULE, (60 per 30 oxalate oral solution
DELAYED REL days) escitalopram 1 MO; QL
SPRINKLE 20 oxalate oral tablet (30 per 30
MG, 30 MG, 60 days)
MG eszopiclone 4 MO; QL
DRIZALMA 4 MO; QL (30 per 30
ORAL CAPSULE, (90 per 30 days)
DELAYED REL days) EVEKEO 4  PA;MO
ls\/ll) (l? INKLE 40 EVEKEO ODT 4 PA; MO
FANAPT ORAL 4 MO; QL
TABLET 1 MG, 2 (60 per 30
MG, 4 MG days)

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

This drug list was updated in August 2021.
47


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
FANAPT ORAL 5 MO; QL fluoxetine oral 2 MO; QL
TABLET 10 MG, (60 per 30 tablet 20 mg (120 per 30
12 MG, 6 MG, 8 days) days)
MG fluoxetine oral 2 MO; QL
FANAPT ORAL 4 MO; QL (8 tablet 60 mg (30 per 30
TABLETS,DOSE per 28 days) days)
PACK fluphenazine 4 MO
FETZIMA ORAL 3 MO; QL decanoate
CAPSULE,EXT (28 per 28 fluphenazine hel 4 MO
II){IEI(;I?‘HR DOSE days) fluvoxamine oral 4 MO; QL
capsule,extended (60 per 30
FETZIMA ORAL 3 MO; QL release 24hr days)
CAPSULE.EXTE (30 per 30 : :
NDED RELEASE days) fluvoxamine oral 2 MO; QL
tablet 100 mg (90 per 30
24 HR days)
];Z :lczol)ifztl;’;:t (]pomnfd) 2 %L d(azt(; pet fluvoxamine oral 2 MO; QL
£ y tablet 25 mg (30 per 30
fluoxetine (pmdd) 2 QL (120 per days)
oral taélet 20 mg 30 days) fluvoxamine oral 2 MO; QL
fluoxetine oral 1 MO; QL tablet 50 mg (60 per 30
capsule 10 mg, 20 (30 per 30 days)
me_ days) FOCALIN 4 MO
fluoxetine oral 1 MO; QL FOCALIN XR 4 ST: MO
capsule 40 mg (60 per 30
days) FORFIVO XL 4 MO; QL
fluoxetine oral 2 MO; QL (4 (30 per 30
days)
capsule,delayed per 28 days)
release(drlec) GEODON 4 MO
fluoxetine oral 2 MO INTRAMUSCUL
. AR
solution GEODON ORAL 4 MO; QL
fluoxetine oral 2 MO; QL CAPSULE 20 MG (60 per 30
tablet 10 mg (240 per 30
days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GEODON ORAL MO; QL INVEGA ORAL 5 MO:; QL
CAPSULE 40 MG, (60 per 30 TABLET (30 per 30
60 MG, 80 MG days) EXTENDED days)
HALDOL MO RELEASE 24HR
HALDOL MO ;&SGMG’ 3MG, 9
DECANOATE INVEGA ORAL 5 MO; QL
halop ”fdo} MO TABLET (60 per 30
haloperidol MO EXTENDED days)
decanoate RELEASE 24HR 6
intramuscular MG
%10“”0”/ ! (1)(; fg/l’j’l’ INVEGA 5  MO:QL
0 mmfm”; e SUSTENNA (0.75 per 28
& INTRAMUSCUL days)
haloperidol AR SYRINGE 117
decanoate MG/0.75 ML
vl ‘Z’;ZS;’O’W INVEGA 5 MO:;QL(I
Imi( Iml) SUSTENNA per 28 days)
mermifm INTRAMUSCUL
haloperidol lactate MO AR SYRINGE 156
injection MG/ML
haloperidol lactate MO INVEGA 5 MO:; QL
oral SUSTENNA (1.5 per 28
HETLIOZ PA; MO; INTRAMUSCUL days)
QL (30 per AR SYRINGE 234
30 days) MG/1.5 ML
HETLIOZ LQ PA; MO; INVEGA 3 MO:; QL
QL (158 per SUSTENNA (0.25 per 28
30 days) INTRAMUSCUL days)
imipramine hcl MO AR SYRINGE 39
A : MG/0.25 ML
imipramine pamoate MO
INVEGA 5 MO; QL
SUSTENNA (0.5 per 28
INTRAMUSCUL days)
AR SYRINGE 78
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 vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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INVEGA 5 MO; QL LITHOBID 4 MO
TRINZA (0.88 per 90 lorazepam intensol 2 PA; QL
INTRAMUSCUL days) (150 per 30
AR SYRINGE 273 days)
MG/0.875 ML lorazepam oral 2 PA; MO;
INVEGA S MO:; QL tablet 0.5 mg, 1 mg QL (90 per
TRINZA (1.32 per 90 30 days)
INTRAMUSCUL days) lorazepam oral 2 PA; MO;
AR SYRINGE 410 cablet 2 QL (150
MG/1.315 ML ablet 2 mg 30 dases) per
INVEGA > MO; QL loxapine succinate 2 MO
TRINZA (1.75 per 90 P
INTRAMUSCUL days) LUNESTA 4 MO;QL
AR SYRINGE 546 (30 per 30
MG/1.75 ML days)
INVEGA 5  MO;QL MARPLAN 4 MO
TRINZA (2.63 per 90 methamphetamine 2 PA; MO
INTRAMUSCUL days) METHYLIN 4 MO
AR SYRINGE 819 ORAL
MG/2.625 ML SOLUTION
JORNAY PM 4 ST; MO methylphenidate hcl 2 MO
KAPVAY 4 MO oral cap,er
LATUDA ORAL 5 MO:; QL sprinkle,biphasic 40-
TABLET 120 MG, (30 per 30 60
20 MG, 40 MG, 60 days) methylphenidate hcl 2 MO
MG oral capsule, er
LATUDA ORAL 5  MO;QL biphasic 30-70
TABLET 80 MG (60 per 30 methylphenidate hcl 4 MO

days) oral capsule,er
LEXAPROORAL 4  MO;QL biphasic 50-50
TABLET (30 per 30 methylphenidate hcl 4 MO
days) oral solution

lithium carbonate 1 MO methylphenidate hcl 2 MO
lithium citrate oral 2 MO oral tablet

solution 8 meql5 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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methylphenidate hcl 4 MO NARDIL 4 MO
oral tablet extended nefuzodone % MO
release
NORPRAMIN 4 MO
methylphenidate hcl 2 ORAL TABLET
oral tablet extended 10 MG, 25 MG
release ?4hr 18 mg nortriptyline 2 MO
(bx rating ), 27 mg
(bx rating), 36 mg NUPLAZID 5 PA; MO;
(bx rating), 54 mg ORAL CAPSULE QL (30 per
(bx rating ) 30 days)
methylphenidate hcl 2 MO NUPLAZID S PA; MO;
oral tablet extended ORAL TABLET QL (30 per
release 24hr 18 mg, 10 MG 30 days)
27 mg, 36 mg, 54 NUVIGIL 4 PA; MO;
mg QL (30 per
METHY LPHENI 4  ST;MO 30 days)
DATE HCL olanzapine 4 MO
ORAL TABLET intramuscular
EXTENDED olanzapine oral 2 MO; QL
RELEASE 24HR (30 per 30
72 MG days)
methylphenidate hcl 4 MO olanzapine- 4 MO
oral tablet,chewable fluoxetine
mirtazapine oral 1 MO paliperidone oral 4 MO; QL
tablet tablet extended (30 per 30
mirtazapine oral 2 MO release 24hr 1.5 mg, days)
tablet,disintegrating 3 mg, 9 mg
modafinil oral tablet 2 PA; MO; paliperidone oral 4 MO; QL
100 mg QL (30 per tablet extended (60 per 30
30 days) release 24hr 6 mg days)
modafinil oral tablet 2 PA; MO; PAMELOR 4 MO
200 mg QL (60 per PARNATE 4 MO
: 30 days) paroxetine hcl oral 1 MO; QL
molindone 2 MO tablet 10 mg, 20 mg, (30 per 30
MYDAYIS 4 ST; MO 40 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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paroxetine hcl oral 1 MO; QL procentra 2 MO
tablet 30 mg (60 per 30 protriptyline 4 MO
_ days) PROVIGILORAL 5  PA; MO;
paroxetine hcl oral 4 MO; QL TABLET 100 MG QL (30 per
tablet extended (60 per 30 30 days)
release 24 r days) PROVIGILORAL 5  PA; MO;
paroxetine 2 MOQL TABLET 200 MG QL (60 per
mesylate(menop.sy (30 per 30 30 days)
m) days) PROZAC ORAL 4  MO; QL
PAXIL CR 4 MO; QL CAPSULE 10 MG, (30 per 30
(60 per 30 20 MG days)
days) PROZAC ORAL 4  MO; QL
PAXIL ORAL 4 MO CAPSULE 40 MG (60 per 30
SUSPENSION days)
PAXIL ORAL 4 MO; QL QELBREE ORAL 4 ST; MO;
TABLET 10 MG, (30 per 30 CAPSULE,EXTE QL (30 per
20 MG, 40 MG days) NDED RELEASE 30 days)
PAXIL ORAL 4 MO; QL 24HR 100 MG, 150
TABLET 30 MG (60 per 30 MG
days) QELBREE ORAL 4 ST; MO;
perphenazine 2 MO CAPSULE.EXTE QL (60 per
PERSERIS 5 MO; QL (1 NDED RELEASE 30 days)
per 30 days) 24HR 200 MG
PEXEVA ORAL 4 MO:; QL quetiapine oral 2 MO; QL
TABLET 10 MG, (30 per 30 tablet 100 mg, 200 (90 per 30
20 MG, 40 MG days) mg, 25 mg, 50 mg days)
PEXEVA ORAL 4 MO:; QL quetiapine oral 2 MO; QL
TABLET 30 MG (60 per 30 tablet 300 mg, 400 (60 per 30
days) mg days)
phenelzine 2 MO quetiapine oral 2 MO; QL
.. tablet extended (30 per 30
pimozide 4 MO release 24 hr 150 days)
PRISTIQ 4 MO; QL mg, 200 mg
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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quetiapine oral 2 MO; QL RISPERDAL 5 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 4 ST; MO SUSPENSION,EX
ER TENDED REL
QUILLIVANT XR 4 ST; MO II\{/IECSS 11\\1457'550
ramelteon 2 MO; QL MG/2 ML’
(30 per 30 RISPERDAL 4 MO
days) ORAL
RELEXXII 4 ST; MO SOLUTION
REMERON 4 MO RISPERDAL 4  MO;QL
ORAL TABLET ORAL TABLET (60 per 30
15 MG, 30 MG 0.5 MG, 1 MG, 2 days)
REMERON 4 MO MG, 3 MG
SOLTAB RISPERDAL 4  MO;QL
REXULTI 5 MO; QL ORAL TABLET 4 (120 per 30
(30 per 30 MG days)
days) risperidone oral 2 MO
RISPERDAL 3 MO:; QL (2 solution
CONSTA per 28 days) risperidone oral 1 MO; QL
INTRAMUSCUL tablet 0.25 mg, 0.5 (60 per 30
AR mg, 1 mg, 2 mg, 3 days)
SUSPENSION,EX mg
TENDED REL risperidone oral 1 MO; QL
RECON 12.5 tablet 4 (120 per 30
MG/2 ML, 25 avietzms e
MG/2 ML ays)
risperidone oral 4 MO; QL
tablet,disintegrating (60 per 30
0.25mg, 0.5 mg, 1 days)
mg, 2 mg, 3 mg
risperidone oral 4 MO; QL
tablet,disintegrating (120 per 30
4 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RITALIN 4 MO sertraline oral tablet | MO; QL
RITALIN LA 4  ST;MO 25 mg (30 per 30
ROZEREM 4 MO:;QL days)
(30 per 30 SILENOR 4 MO:; QL
days) (30 per 30
SAPHRIS 4 MO;QL days)
(60 per 30 STRATTERA 4 MO:; QL
days) ORAL CAPSULE (60 per 30
: 10 MG, 18 MG, 25 days)
SECUADO 5 MO; QL MG, 40 MG
(30 per 30
days) STRATTERA 4 MO:; QL
SEROQUEL 4 MO: QL ORAL CAPSULE (30 per 30
ORAL TABLET (90 per 30 égoMl\éG’ 60 MG, days)
100 MG, 200 MG, days)
25 MG, 50 MG SUNOSI 4 PA; MO;
SEROQUEL 4 MO: QL %Ld(josfer
ORAL TABLET (60 per 30 y
300 MG, 400 MG days) SYMBYAX 4 MO
SEROQUEL XR 4 MO: QL ?_ISSAI\%I S‘?zsfhﬁ%
ORAL TABLET (30 per 30 ’
EXTENDED days) thioridazine 2 MO
RELEASE 24 HR thiothixene 2 MO
150 MG, 200 MG TRANXENE T- 4 PA;MO;
SEROQUEL XR 4 MO:; QL TAB QL (360 per
ORAL TABLET (60 per 30 30 days)
EXTENDED days) tranylcypromine 4 MO
RELEASE 24 HR
300 MG, 400 MG, trazodone 1 MO
50 MG trifluoperazine 2 MO
sertraline oral 2 MO trimipramine 4 MO
concentrate TRINTELLIX 3 MO; QL
sertraline oral tablet 1 MO; QL (30 per 30
100 mg, 50 mg (60 per 30 days)
days)

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

This drug list was updated in August 2021.
54


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits
VALIUM 4 PA; MO; WELLBUTRIN MO:; QL
QL (120 per SR (60 per 30
30 days) days)
venlafaxine oral 2 MO; QL WELLBUTRIN MO; QL
capsule,extended (30 per 30 XL ORAL (90 per 30
release 24hr 150 days) TABLET days)
mg, 37.5 mg EXTENDED
venlafaxine oral 2 MO; QL RELEASE 24 HR
capsule,extended (90 per 30 150 MG
release 24hr 75 mg days) WELLBUTRIN MO; QL
venlafaxine oral 2 MO; QL XL ORAL (30 per 30
tablet (90 per 30 TABLET days)
days) EXTENDED
venlafaxine oral 2 MO; QL li)%Lh}iéSE 24 HR
tablet extended (30 per 30
release 24hr days) XYREM PA; LA;
VERSACLOZ QL (540 per
VIIBRYD ORAL MO; QL 30 days)
TABLET (30 per 30 XYWAV PA; LA;
days) QL (540 per
VIIBRYD ORAL 3 MO;QL 30 days)
TABLETS,DOSE (30 per 30 zaleplon oral MO; QL
PACK 10 MG (7)- days) capsule 10 mg (60 per 30
20 MG (23) days)
VRAYLAR ORAL 5  MO;QL zaleplon oral MO; QL
CAPSULE (30 per 30 capsule 5 mg (30 per 30
days) days)
VRAYLAR ORAL 4 MO: QL (7 zenzedi oral tablet MO
CAPSULE,DOSE per 30 days) 10mg, 5 mg
PACK ZENZEDI ORAL MO
: TABLET 15 MG,
VYVANSE 4 ST; MO 2.5 MG. 20 MG, 30
WAKIX 5 PA;MO; MG, 7.5 MG
LA; QL (60
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ziprasidone hcl 2 MO; QL ZYPREXA 3 MO; QL (2
(60 per 30 RELPREVV per 28 days)
days) INTRAMUSCUL
ziprasidone 4 AR SUSPENSION
mesylate FOR
ZOLOFT ORAL 4 MO gicz(l)(lf E/IETUTI
CONCENTRATE
ZOLOFT ORAL 4 MO: QL ZYPREXA ZYDIS 4 MO; QL
TABLET 100 MG (60 per 30 ORAL (30 per 30
S0 MG : . f) TABLET,DISINT days)
Y EGRATING 10
ZOLOFT ORAL 4 MO; QL MG, 5 MG
TABLET 25 MG 8330 f)er 30 ZVPREXA ZYDIS 5 MO: QL
_ y ORAL (30 per 30
zolpidem oral 2 MO;QL TABLET,DISINT days)
(30 per 30 EGRATING 15
days) MG, 20 MG
ZOLPIMIST 4 ?;[(;, QL3() CARDIOVAS
.7 per
A CULAR,
ZYPREXA 4 MO HYPERTENSI
INTRAMUSCUL ON / LIPIDS
AR ANTIARRHYTH
ZYPREXA ORAL 4 MO; QL MIC AGENTS
TABLET 10 MG, (30 per 30
2.5 MG, 5 MG, 7.5 days) amiodarone oral 2
MG tablet 100 mg, 400
ZYPREXA ORAL 5  MO;QL me.
TABLET 15 MG, (30 per 30 amiodarone oral 2 MO
20 MG days) tablet 200 mg
BETAPACE AF 4 MO
dofetilide 4 MO
flecainide 2 MO
mexiletine 2 MO
MULTAQ 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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pacerone oral tablet 2 MO amiloride 2 MO
100 mg, 200 mg, amiloride- 2 MO
400 mg hydrochlorothiazide
propafenone oral 4 MO amlodipine 1 MO
capsule,extended .
release 12 hr Zﬁﬁiﬁ Zle ! MO
propafenone oral 2 MO amlodipine- 5 MO
tablet olmesartan
quinidine gluconate 2 MO amlodipine- 5 MO
oral valsartan
quinidine sulfate 2 MO amlodipine- 5 MO
oral tablet valsartan-hcthiazid
RYTHMOL SR 4 MO ATACAND 4 ST; MO
sorine oral tablet 2 MO ’
120 mg, 160 mg, 80 ATACAND HCT 4 ST; MO
mg atenolol 1 MO
sorine oral tablet 2 atenolol- 2 MO
240 mg chlorthalidone
sotalol af b AVALIDE 4 ST; MO
sotalol oral 2 MO AVAPRO 4 ST; MO
SOTYLIZE 4 MO AZOR 4 ST;MO
TIKOSYN 4 MO benazepril 1 MO
ANTIHYPERTE benazepril- o 2 MO
NSIVE hydrochlorothiazide
THERAPY BENICAR 4 ST; MO
ACCUPRIL 4 MO BENICAR HCT 4 ST; MO
ACCURETIC 4 MO betaxolol oral 2 MO
acebutolol 2 MO BIDIL 3 ?ﬁ% %143 0
ALDACTAZIDE 4 MO days)p
ALDACTONE 4 MO bisoprolol fumarate 2 MO
aliskiren 4 MO bisoprolol- 1 MO
ALTACE 4 MO hydrochlorothiazide

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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bumetanide 2 MO clonidine hcl oral 1 MO
BYSTOLIC 3 MO tablet
CALAN SR 4 MO COREG 4 MO
candesartan 2 MO COREG CR 4 MO
candesartan- 2 MO CORGARD 4 MO
hydrochlorothiazid COZAAR 4 ST; MO
captopril 2 MO DEMSER 5 PA; MO
CARDIZEM CD 4 MO DIBENZYLINE 5 PA; MO
CARDIZEM LA 4 MO diltiazem hcl oral 2 MO
CARDIZEM 4 MO capsule,extended
ORAL TABLET release 12 hr
120 MG, 30 MG, diltiazem hcl oral 2 MO
60 MG capsule,extended
CARDURA 4 ST: MO; release 24 hr 360
ORAL TABLET 1 QL (30 per mg, 420 mg
MG, 2 MG, 4 MG 30 days) diltiazem hcl oral 2
CARDURA 4 ST; MO:; capsule,extended
ORAL TABLET 8 QL (60 per release 24hr 120
MG 30 days) mg, 180 mg, 240
CARDURA XL 4 ST; MO; mg, 300 mg
QL (30 per diltiazem hcl oral 2 MO
30 days) tablet
CAROSPIR 4 MO diltiazem hcl oral 2
. tablet extended
cartia xt 2 MO release 24 hr 180
carvedilol | MO mg, 240 mg, 300
carvedilol phosphate 2 mg, 360 mg
CATAPRES-TTS- 4 MO; QL (4 dilt-xr 2 MO
1 per 28 days) DIOVAN 4  ST; MO
chlorthalidone oral 2 MO DIOVAN HCT 4 ST; MO
lable't ?5 mg, 50 mg DIURIL 4 MO
clonidine 4 Né?égQ({Ja(i) doxazosin oral | MO; QL
p y tablet 1 mg, 2 mg, 4 (30 per 30
mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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doxazosin oral | MO; QL INSPRA 4 MO
tablet 8 mg (60 per 30 irbesartan 1 MO
days) irbesartan- 1 MO
DUTOPROL 4 MO hydrochlorothiazide
DYRENIUM 4 MO isradipine 2 MO
EDARBI 3 MO KAPSPARGO 4 MO
EDARBYCLOR 3 MO SPRINKLE
EDECRIN 5 MO KATERZIA 4 MO
enalapril maleate 1 MO labetalol oral 2 MO
enalapril- 1 MO LASIX 4 MO
hydrochlorothiazide lisinopril 1 MO
eplerenone 2 MO lisinopril- 1 MO
ethacrynic acid 4 MO hydrochlorothiazide
EXFORGE 4 ST; MO LOPRESSOR 4 MO
EXFORGE HCT 4  ST;MO ORAL
felodipine 2 MO losartan ! MO
fosinopril 1 MO losartan- o 1 MO
Tosinopril- 5 MO hydrochlorothiazide
hydrochlorothiazide LOTENSIN 5 MO
: P ORAL TABLET
furosemide injection 2 MO 10 MG. 20 MG. 40
Sfurosemide oral 2 MO MG , ,
solution 10 mgiml, LOTREL ORAL 4 MO
;0 7’%5 mi (8 CAPSULE 10-20
& MG, 10-40 MG, 5-
furosemide oral 1 MO 10 MG, 5-20 MG
tablet ;
matzim la 2 MO
hydralazine oral 2 MO MAXZIDE 4 MO
hydrochlorothiazide 1 MO MAXZIDE-25MG 4 MO
I.{YZAA'R 5 ST. MO methyldopa 2 MO
indapamide I MO metolazone 2 MO
INDERAL LA 4 MO metoprolol 1 MO
INNOPRAN XL 4 MO succinate

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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metoprolol ta- 2 MO ORENITRAM 4 PA; MO

hydrochlorothiaz ORAL TABLET

metoprolol tartrate 1 MO EXTENDED

oral RELEASE 0.125

enyrosie ° DA MO 1\O/IISENITRAM 5 PA; MO

MICARDIS 4 ST; MO ORAL TABLET

MICARDIS HCT 4 ST; MO EXTENDED

MINIPRESS 4 MO RELEASE 0.25

minoxidil oral 2 MO MG, 1 MG, 2.5

moexipril 1 MO MG, 5 MG

nadolol 9 MO perindopril 1 MO

; . erbumine

nz;a;ll]')me 0;’71 ‘21 ﬁg phenoxybenzamine 5 PA; MO

nifedipine ora .

tablet extended pindolol 2 MO

release prazosin 2 MO

nifedipine oral 2 MO PRINIVIL ORAL 4 MO

tablet extended TABLET 20 MG

release 24hr PROCARDIA XL 4 MO

nimodipine 4 MO propranolol oral 2 MO

nisoldipine 4 MO capsule,extended

NORVASC 4 MO release 24 hr

NYMALIZE 5 propranolol oral 2 MO

ORAL SYRINGE solution

60 MG/10 ML propranolol oral 1 MO

olmesartan 1 MO tablet

olmesartan- 2 MO QBREPIS 4 MO

amlodipin-hcthiazid quinapril 1 MO

olmesartan- 1 MO quinapril- o 1 MO

hydrochlorothiazide hydrochlorothiazide
ramipril 1 MO
spironolactone 1 MO
spironolacton- 2 MO
hydrochlorothiaz

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SULAR ORAL 4 MO triamterene 2 MO
TABLET triamterene- 1 MO
EXTENDED hydrochlorothiazid
RELEASE 24 HR oral capsule 37.5-25
17 MG, 34 MG, 8.5 mg
MG' triamterene- 1 MO
laztia xt 2 MO hydrochlorothiazid
TEKTURNA 4 MO oral tablet
TEKTURNA HCT 3 MO TRIBENZOR 4 ST; MO
telmisartan 2 MO UPTRAVI 5 PA; MO;
telmisartan- 2 MO LA
amlodipine valsartan | MO
telmisartan- 2 MO valsartan- 1 MO
hydrochlorothiazid hydrochlorothiazide
TENORETIC 100 4 MO VASERETIC 4 MO
TENORETIC 50 4 MO VASOTEC 4 MO
TENORMIN 4 MO verapamil oral 2 MO
terazosin oral 1 MO; QL capsule, 24 hr er
capsule 1 mg, 2 mg, (30 per 30 pellet ct
Smg days) verapamil oral 2 MO
terazosin oral 1 MO; QL capsule,ext rel.
capsule 10 mg (60 per 30 pellets 24 hr

days) verapamil oral 1 MO
tiadylt er 2 MO tablet
TIAZAC 4 MO verapamil oral 2 MO

. tablet extended
timolol maleate oral 2 MO
release

TOPRQL XL 4 MO VERELAN 4 MO
torsemide c?ral 2 MO VERELAN PM 4 MO
lrandolaprz‘l 1 MO ZESTORETIC 4 MO
lrandolaprzl— 2 MO ZESTRIL 4 MO
verapamil AC 1 MO
treprostinil sodium 5 PA; MO; 21

LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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COAGULATION enoxaparin 4 MO; QL
THERAPY subcutaneous (28 per 28
syringe 100 mglml, days)
ARIXTRA 5 MO 150 mglml
SUBCUTANEOU :
S SYRINGE 10 enoxaparin 4 MO; QL
MG/0.8 ML. 5 subcutaneous (22.4 per 28
MG/0.4 ML, 7.5 syringe 120 mgl0.8 days)
MGJ/0.6 ML, ml, 80 mgl0.8 ml
ARIXTRA 4 MO enoxaparin 4 MO; QL
SUBCUTANEOU subcutaneous (16.8 per 28
S SYRINGE 2.5 syringe 30 mgl0.3 days)
MG/0.5 ML ml, 60 mgl0.6 ml
aspirin- 4 MO enoxaparin 4 MO; QL
dipyridamole subcutaneous (11.2 per 28
BRILINTA 3 MO syringe 40 mgl0.4 days)
ml
CABLIVI 5 PA; LA ,
INJECTION KIT ’ Jondaparinux 5 MO
subcutaneous
cilostazol 2 MO syringe 10 mgl0.8
clopidogrel oral 1 MO; QL ml, 5 mgl0.4 ml, 7.5
tablet 75 mg (30 per 30 mgl0.6 ml
days) Sfondaparinux 4 MO
dipyridamole oral 4 MO subcutaneous
DOPTELET (10 5 PA; MO; syringe 2.5 mgl0.5
TAB PACK) LA ml
DOPTELET (15 5  PA; MO; FRAGMIN 5 MO
TAB PACK) LA SUBCUTANEOU
S SOLUTION
DOPTELET (30 5 PA; MO;
TAB PACK) LA
ELIQUIS 3 MO
ELIQUIS DVT-PE 3 MO
TREAT 30D
START

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FRAGMIN 5 MO LOVENOX MO; QL

SUBCUTANEOU SUBCUTANEOU (16.8 per 28

S SYRINGE S SYRINGE 30 days)

10,000 ANTI-XA MG/0.3 ML, 60

UNIT/ML, 12,500 MG/0.6 ML

ANTI-XA LOVENOX MO; QL

UNIT/0.5 ML, SUBCUTANEOU (11.2 per 28

15,000 ANTI-XA S SYRINGE 40 days)

UNIT/0.6 ML, MG/0.4 ML

18,000 ANTI-XA _

UNIT/0.72 ML, MULPLETA PA; MO

7.500 ANTI-XA pentoxifylline MO

UNIT/0.3 ML PLAVIX ORAL MO; QL

FRAGMIN 4 MO TABLET 75 MG (30 per 30

SUBCUTANEOU days)

S SYRINGE 2,500 PRADAXA PA; MO

[AJlle;F;;é(?ML prasugrel MO

5,000 ANTI-XA PROMACTA iﬁ, MO;

UNIT/0.2 ML

heparin (porcine) 2 MO SAVAYSA PA; MO

injection solution TAVALISSE PA; LA;

Jjantoven | MO QL (60 per

30 days)

LOVENOX 4  MO;QL i NG

SUBCUTANEOU (28 per 28 watjarin

S SYRINGE 100 days) XARELTO MO

MG/ML, 150 XARELTO DVT- MO

MG/ML PE TREAT 30D

LOVENOX 4  MO;QL START

SUBCUTANEOU (22.4 per 28 ZONTIVITY MO

S SYRINGE 120 days)

MG/0.8 ML, 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 vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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LIPID/CHOLES CRESTOR 4 ST; MO;
TEROL QL (30 per
LOWERING 30 days)
AGENTS EZALLOR 4 ST; MO;
ALTOPREV ST: MO: SPRINKLE QL (30 per

30 days)

QL (30 per

30 days) ezetimibe 2 MO
amlodipine- MO; QL e'zetimibe-‘ 2 MO; QL
atorvastatin (30 per 30 simvastatin (30 per 30

days) days)
ANTARA ORAL MO Jfenofibrate 2 MO
CAPSULE 30 MG, micronized
90 MG fenofibrate 2 MO
atorvastatin MO:; QL nanocrystallized

(30 per 30 oral tablet 145 mg,

days) 48 mg
CADUET ST; MO; FENOFIBRATE 4 MO

QL (30 per ORAL CAPSULE

30 days) fenofibrate oral 2 MO
cholestyramine MO tablet
(with sugar) oral fenofibric acid 4 MO
powder in packet (choline)
cholestyramine light FENOGLIDE 4 MO
oral powder in FLOLIPID 4  ST; MO;
packet QL (300 per
colesevelam MO 30 days)
COLESTID ORAL MO fluvastatin oral 2 MO; QL
PACKET capsule 20 mg (30 per 30
COLESTID ORAL MO days)
TABLET fluvastatin oral 2 MO; QL
colestipol oral MO capsule 40 mg (60 per 30
packet days)
colestipol oral tablet MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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Sfluvastatin oral 2 MO; QL NIASPAN 4 MO
tablet extended (30 per 30 EXTENDED-
release 24 hr days) RELEASE
gemfibrozil | MO omega-3 acid ethyl 2 MO
icosapent ethyl 2 MO esters
JUXTAPIDORAL 5  PA;MO; PRALUENT PEN 4 PAQL(2
CAPSULE 10 MG, LA per 28 days)
20 MG, 30 MG, 5 pravastatin 1 MO; QL
MG (30 per 30
LESCOL XL 4  ST; MO; days)
QL (30 per prevalite oral 2 MO
30 days) powder in packet
LIPITOR 4 ST; MO; QUESTRAN 4 MO
QL (30 per LIGHT
30 days) QUESTRAN 4 MO
LIPOFEN 4 MO ORAL POWDER
LIVALO 3 MO; QL REPATHA 3 PA; QL (3
(30 per 30 per 28 days)
days) REPATHA 3 PA;QL
LOPID 4 MO PUSHTRONEX (3.5 per 28
lovastatin oral 1 MO; QL days)
tablet 10 mg (30 per 30 REPATHA 3 PA; QL (3
days) SURECLICK per 28 days)
lovastatin oral 1 MO; QL rosuvastatin 1 MO; QL
tablet 20 mg, 40 mg (60 per 30 (30 per 30
days) days)
LOVAZA 4 ST; MO ROSZET 4 ST; MO;
NEXLETOL 3 PA;MO QL (30 per
NEXLIZET 3 PA;MO 30 days)
I simvastatin oral 1 MO; QL
niacin oral tablet 4 tablet (30 per 30
extended release 24 apte p
I days)
NIACOR 4 MO TRICOR 4 MO
TRILIPIX 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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VASCEPA ORAL 3 ST; MO CORLANOR 3 MO; QL
CAPSULE 0.5 ORAL TABLET (60 per 30
GRAM days)
VASCEPA ORAL 4 ST; MO digitek 2 MO
CAPSULE 1 digox % MO
GRAM digoxin oral 2 MO
VYTORIN 10-10 4 ST; MO; ENTRESTO 3 MO: QL
QL (30 per
(60 per 30
30 days) days)
VYTORIN 10-20 4 ETL ?3/[(? - LANOXINORAL 4 MO
30 da S)p TABLET 125
y MCG (0.125 MG),
VYTORIN 10-40 4 ST; MO; 250 MCG (0.25
QL (30 per MG)
30 days) LANOXINORAL 3 MO
VYTORIN 10-80 4 ST; MO; TABLET 62.5
QL (30 per MCG (0.0625 MG)
30 days)
RANEXA 4 MO
WELCHOL 4 MO ranolazine 2 MO
EEE?R ORAL j 1:"II"OMO VECAMYL >
TABLET 10 MG, QL (30 per VERQUVO . z{(? ;6?150
20 MG, 40 MG, 80 30 days) P
MG days)
ZYPITAMAG 4 ST; MO; VYNDAMAX PA; MO
ORAL TABLET 2 QL (30 per VYNDAQEL PA; MO
MG, 4 MG 30 days) NITRATES
MISCELLANEO GONITRO 4 MO
IéiRDIOVASCU ISORDIL > MO
LAR AGENTS ISORDIL 4 MO
TITRADOSE
CORLANOR 3 QL (450 per ORAL TABLET 5
ORAL 30 days) MG
SOLUTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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isosorbide dinitrate 2 MO CALCIPOTRIEN 4 QL (120 per
oral tablet E TOPICAL 30 days)
isosorbide | MO FOAM
mononitrate calcipotriene topical 4 MO; QL
MINITRAN 4 MO ointment (120 per 30
nitro-bid 2 MO ; 1 iZéS)QL
i calcipotriene- ;
NITRO-DUR 4 MO betamethasone (400 per 30
nitroglycerin 2 MO days)
sz‘tbllngual : calcitriol topical 4
’:r”; "filyr "';2’7 o . V¢ COSENTYX (2 5  PA;MO:;
5 4“ hf) uer pare SYRINGES) QL (10 per
: : 28 days)
’;’;2 "%{ e R MO COSENTYX PEN 5  PA;MO;
Sang (2 PENS) QL (10 per
NITROLINGUAL 4 MO 28 days)
NITROSTAT 4 MO COSENTYX 5  PA;MO;
DERMATOL SUBCUTANEOU QL (2.5 per
I AL T S SYRINGE 75 28 days)
SI(ELEL /10 MG/0.5 ML
THERAPY DOVONEX 4 MO; QL
TOPICAL (120 per 30
ANTIPSORIATI days)
Cl ENSTILAR 5 MO; QL
ANTISEBORRH (400 per 30
EIC days)
acitretin 4 MO ILUMYA 5 1())?: (gdpi)e’r
calcipotriene scalp 2 Xlz(?), %1430 28 days)
da S)p selenium sulfide 2 MO
i ' ] i M(y) L topical lotion
calcipotriene topica ; Q SILIQ 3 PA: MO:
cream (120 per 30
days) QL (6 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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SKYRIZI 5 PA;QL(2 TALTZ 5  PA; MO;
SUBCUTANEOU per 28 days) AUTOINJECTOR QL (1 per
S PEN INJECTOR 28 days)
SKYRIZI 5 PA;QL(2 TALTZSYRINGE 5  PA;MO;
SUBCUTANEOU per 28 days) QL (1 per
S SYRINGE 150 28 days)
MG/ML TREMFYA 5  PA;MO;
SKYRIZI 5  PA; MO; QL (2 per
SUBCUTANEOU QL (1 per 28 days)
S SYRINGE KIT 28 days) VECTICAL 4
SORIATANE 5 MO MISCELLANEO
ORAL CAPSULE US
10 MG, 25 MG DERMATOLOG
SORILUX 4  MO;QL ICALS

(120 per 30

days) ALDARA 4 MO
STELARA 5 PA; MO; ammonium lactate 2 MO
INTRAVENOUS QL (104 per CARAC 5 MO

28 days) CONDYLOX 4 MO
STELARA 5  PA; MO; TOPICAL GEL
SUBCUTANEOU QL (0.5 per diclofenac sodium 4 PA; MO;
S SOLUTION 28 days) topical gel 3 % QL (100 per
STELARA 5 PA; MO; 28 days)
SUBCUTANEOU QL (0.5 per doxepin topical 2 MO; QL
S SYRINGE 45 28 days) (45 per 30
MG/0.5 ML days)
STELARA 5 PA;MO; DUPIXENT 5  PA;MO;
SUBCUTANEOU QL (1 per SUBCUTANEOU QL (8 per
S SYRINGE 90 28 days) S PEN INJECTOR 28 days)
MG/ML 300 MG/2 ML
TACLONEX S MO;QL DUPIXENT 5  PA;MO;

(400 per 30 SUBCUTANEOU QL (4.56

days) S SYRINGE 200 per 28 days)

MG/1.14 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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DUPIXENT 5 PA; MO; lidocaine topical 4 MO; QL
SUBCUTANEOU QL (8 per ointment (36 per 30
S SYRINGE 300 28 days) days)
MG/2 ML lidocaine viscous 2 MO
EFUDEX 4 MO lidocaine-prilocaine 2 MO; QL
TOPICAL topical cream (30 per 30
CREAM days)
ELIDEL 4 PA; MO; LIDODERM 4 PA; MO;
QL (100 per QL (90 per
30 days) 30 days)
EUCRISA 4 PA; MO; methoxsalen 5 MO
?()Ld(al 23 pet pimecrolimus 4 PA; MO;
y QL (100 per
FLUOROPLEX 4 MO 30 days)
FLUOROURACI 5 MO PLIAGLIS 4 PA; QL (30
L TOPICAL ) per 30 days)
ﬂuorourcgczl topical 2 MO PROTOPIC 4 PA: MO:
cream 5 % QL (100 per
Sfluorouracil topical 2 MO 30 days)
solution prudoxin 2 MO; QL
imiquimod topical 5 MO (45 per 30
cream in packet days)
0
3.75% QBREXZA 4 MO
imiquimod topical 2 MO REGRANEX = MO
cream in packet 5 %
lidocaine hcl mucous 2 MO SANTYL . Mo
membrane solution SILVADENE - MO
4% (40 mgiml) silver sulfadiazine 2 MO
lidocaine topical 2 PA; MO; ssd 2 MO
adhesive QL (90 per tacrolimus topical 4 PA; MO;
patch,medicated 5 30 days) QL (100 per
% 30 days)
VALCHLOR 5 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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VEREGEN 4 MO; QL adapalene topical 2 PA
(30 per 30 solution
days) adapalene topical 2 PA
ZONALON 4 MO; QL swab
(45 per 30 adapalene-benzoyl 2 PA; MO
days) peroxide
ZTLIDO 4 PATMO; AKLIEF 4  PA;MO
%Ldffs)per ALTRENO 4  PA;MO
Z7YCLARA 5 MO amnesteem 4
TOPICAL AMZEEQ 4 MO
CREAM IN ARAZLO 4 PA; MO
METERED-DOSE ATRALIN 4  PA;MO
PUl(\:/IPi'SA/O o avita topical cream 4 PA; MO
%gPIIE: Ali > M AVITA TOPICAL 4 PA; MO
CREAM IN GEL
PACKET azelaic acid 4 MO
THERAPY FOR AZELEX - MO
ACNE BENZACLIN 4 MO
ABSORICA PUMP
ABSORICA LD BENZAMYCIN 4 MO
ACANYA 1 MO claravis 4
LOTION d
accutane oral 4 : . ays)
capsule 20 mg, 30 clindacin p 2 MO; QL
ACZONE 4 MO CLINDAGEL 5 i/ellzl)S)QL
adapalene topical 2 PA; MO (1 50’ per 30
cream d
: ays)
ad;zpalene topical 2 PA; MO clindamycin 2 QL (100 per
g phosphate topical 30 days)
foam

Note: The drug list includes all possible restrictions and limitations. 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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clindamycin 2 MO; QL EPIDUO 4 PA
phosphate topical (120 per 30 TOPICAL GEL
gel days) WITH PUMP
clindamycin 2 MO; QL ery pads 2 MO
phosphate topical (120 per 30 erygel % MO
IO?ZOH : days) erythromycin with 2 MO
clindamycin ‘ 2 MO; QL ethanol topical gel
phosphate topical (120 per 30 erythromycin with 5 MO
solution days) .
ethanol topical
clindamycin 2 MO; QL solution
phosphate topical (60 per 30 erythromycin- 5 MO
swab days) .
: : benzoyl peroxide
clzndafnyczn-.benzoyl 2 MO EVOCLIN 4 QL (100 per
peroxide topical gel 30 days)
clindamycin-benzoyl 2 MO FABIOR 4 PA: MO
peroxide topical gel ’
with pump 1.2-2.5 % FINACEA 4 ST; MO
clindamycin- 2 PA; MO isotretinoin 4
tretinoin METROCREAM 4 ST; MO
dapsone topical gel 2 MO METROGEL 4 ST; MO
DAPSONE 4 MO TOPICAL GEL 1
TOPICAL GEL 7o
WITH PUMP METROLOTION 4 ST
DIFFERIN 4 PA; MO metronidazole 4 MO
TOPICAL topical cream
CREAM metronidazole 4 MO
DIFFERIN 4 PA; MO topical gel
TOPICAL GEL metronidazole 4 MO
WITH PUMP topical lotion
DIFFERIN 4 PA; MO MIRVASO 4 PA: MO
TOPICAL TOPICAL GEL
LOTION WITH PUMP
EPIDUO FORTE 4 PA; MO myorisan 4
neuac 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NORITATE 5 ST; MO TOPICAL

ONEXTON 4 MO ANTIBACTERIA

TOPICAL GEL LS

WITH PUMP ALTABAX MO; QL

RETIN-A 4 PA; MO (30 per 30

RETIN-A MICRO 4 PA;MO days)

TOPICAL GEL gentamicin topical MO:; QL

0.04 %, 0.1 % (60 per 30

RETIN-A MICRO 4 PA;MO days)

TOPICAL GEL KLARON MO

WITH PUMP 0.06 .

%. 0.08 % mafe‘mde' acetate ﬁg .

RHOFADE 4 PA; MO HpToct : Q
(44 per 30

SOOLANTRA 4 ST; MO days)

tazarotene topical 4 PA; MO mupirocin calcium MO; QL

cream (30 per 30

TAZAROTENE 4 PA days)

TOPICAL FOAM NEO-SYNALAR MO

TAZORAC 4 PA; MO sulfacetamide MO

tretinoin 2 PA; MO sodium (acne)

microspheres topical SULFAMYLON MO

gel TOPICAL

tretinoin topical 4 PA; MO CREAM

cream 0.025 %, 0.05 SULFAMYLON MO

%, 0.1 % TOPICAL

tretinoin topical gel 2 PA; MO PACKET

0.01 %, 0.025 %, XEPI QL (30 per

0.05 % 30 days)

VELTIN 4 PA TOPICAL

zenatane 4 ANTIFUNGALS

ZIANA 4 PA ciclopirox topical MO; QL

ZILXI 4 ST; MO cream (90 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ciclopirox topical 2 MO; QL ketoconazole topical 2 MO; QL
gel (45 per 28 cream (60 per 28
days) days)
ciclopirox topical 2 MO; QL ketoconazole topical 2 MO; QL
shampoo (120 per 28 foam (100 per 28
days) days)
ciclopirox topical 2 MO ketoconazole topical 2 MO; QL
solution shampoo (120 per 28
ciclopirox topical 2 MO; QL days)
suspension (60 per 28 ketodan 2 MO; QL
days) (100 per 28
clotrimazole topical 2 MO; QL days)
cream (45 per 28 LOPROX (AS 4 MO; QL
days) OLAMINE) (90 per 28
clotrimazole topical 2 MO; QL TOPICAL days)
solution (30 per 28 CREAM
days) LOPROX 4 MO; QL
clotrimazole- 2 MO; QL TOPICAL (120 per 28
betamethasone (45 per 28 SHAMPOO days)
topical cream days) LULICONAZOLE 4 MO; QL
clotrimazole- 2 MO; QL (60 per 28
betamethasone (60 per 28 days)
topical lotion days) LUZU 4 MO; QL
econazole 4 MO; QL (60 per 28
(85 per 28 days)
days) MENTAX 4 MO; QL
ERTACZO 4 MO; QL (30 per 28
(60 per 28 days)
days) naftifine topical 4 MO; QL
EXTINA 4 QL (100 per cream (60 per 28
28 days) days)
JUBLIA 4 MO NAFTIN 4 MO; QL
KERYDIN 4 MO TOPICAL GEL El6a(; f)er 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 vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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nyamyc 2 MO; QL acyclovir topical PA; MO;
(180 per 30 ointment QL (30 per
days) 30 days)
nystatin topical 2 MO; QL DENAVIR MO; QL (5
cream (30 per 28 per 30 days)
days) XERESE MO
nystatin topical 2 MO; QL 7ZOVIRAX PA; MO;
ointment (30 per 28 TOPICAL QL (5 per
days) CREAM 30 days)
nystatin topical 2 QL (180 per 7ZOVIRAX PA; MO:;
powder 30 days) TOPICAL QL (30 per
nystatin- 2 MO; QL OINTMENT 30 days)
triamcinolone (60 per 28 TOPICAL
days) CORTICOSTER
nystop 2 MO; QL OIDS
(180 per 30 '
days) ala-cort topical MO
0
oxiconazole 2 MO; QL cream I 7% _
(60 per 28 ala-cort topical
days) cream 2.5 %
OXISTAT 4  MO;QL ALA-SCALP MO
(60 per 28 alclometasone MO
days) amcinonide topical MO
tavaborole 4 MO cream
XOLEGEL 4 MO; QL amcinonide topical MO
(45 per 28 lotion
days) apexicon e MO; QL
TOPICAL (120 per 30
ANTIVIRALS days)
acyclovir topical 2 PA; MO; beser MO
cream QL (5 per betamethasone MO
30 days) dipropionate
betamethasone MO
valerate

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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betamethasone, 2 MO CLOBEX 4 QL (118 per
augmented TOPICAL 28 days)
BRYHALI 4 MO LOTION
CAPEX 4 MO CLOBEX 4 MO; QL
: TOPICAL (236 per 28
clobetasol scalp 4 ?I[(% p%rng SHAMPOO days)
days) CLOBEX 4 MO; QL
. : TOPICAL (125 per 28
ii‘;l;f;m topical 4 ?fz% %rng SPRAY,NON- days)
days)p AEROSOL
clobetasol topical 4 MO; QL CLOCORTOLON . MO
E PIVALATE
foam (100 per 28
days) clodan 4 MO; QL
clobetasol topical 4 MO; QL (236 per 28
days)
gel (120 per 28
days) CLODERM 4 MO
clobetasol topical 4 MO; QL CORDRAN TAPE 4 MO
lotion (118 per 28 LARGE ROLL
days) CORDRAN 4 MO; QL
clobetasol topical 4 MO; QL TOPICAL (120 per 30
ointment (120 per 28 CREAM days)
days) CORDRAN 4 MO; QL
clobetasol topical 4 MO; QL TOPICAL (120 per 30
shampoo (236 per 28 LOTION days)
days) CORDRAN 4 MO; QL
clobetasol topical 2 MO; QL TOPICAL (120 per 30
spray,non-aerosol (125 per 28 OINTMENT days)
days) CUTIVATE 4 MO
clobetasol-emollient 4 MO; QL TOPICAL
topical cream (120 per 28 LOTION
days) DERMA- 4 MO
clobetasol-emollient 2 MO; QL SMOOTHE/FS
topical foam (100 per 28 SCALP OIL
days) DESONATE 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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desonide 4 MO fluocinonide topical 4 MO; QL
DESOWEN 4 ointment (120 per 30
TOPICAL days)
CREAM fluocinonide topical 4 MO; QL
desoximetasone 2 MO solution (120 per 30
diflorasone 2 MO; QL days)
(120 per 30 fluocinonide-e 4 MO; QL
days) (120 per 30
DIPROLENE 4 MO days)
(AUGMENTED) flurandrenolide 2 MO; QL
TOPICAL (120 per 30
OINTMENT days)
DUOBRII 4 MO; QL fluticasone 2 MO
(200 per 30 propionate topical
days) halcinonide 2 MO
fluocinolone and 4 MO halobetasol 4 MO
shower cap propionate topical
fluocinolone topical 4 MO cream
cream HALOBETASOL 4 MO
fluocinolone topical 4 MO PROPIONATE
ointment TOPICAL FOAM
[fluocinolone topical 4 MO halobetasol 4 MO
solution propionate topical
fluocinonide topical 4 MO; QL otntment
cream 0.05 % (120 per 30 HALOG 4 MO
days) hydrocortisone 2 MO; QL
fluocinonide topical 2 MO; QL butyrate topical (120 per 30
cream 0.1% (120 per 30 cream days)
days) hydrocortisone 2 MO; QL
Sfluocinonide topical 4 MO; QL but'yrate topical (118 per 30
gel (120 per 30 lotion days)
days) hydrocortisone 2 MO; QL
butyrate topical (120 per 30
ointment days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydrocortisone 2 MO; QL OLUX-E 4 MO; QL
butyrate topical (120 per 30 (100 per 28
solution days) days)
hydrocortisone 2 MO PANDEL 4 MO
topical cream 1% prednicarbate 4 MO
hydrocortisone 2 MO topical ointment
topical lotion 2.5 % PSORCON 4 QL (120 per
hydrocortisone 2 MO 30 days)
topical ointment 1 SYNALAR 4 MO
70,2.5% TOPICAL
hydrocortisone 2 MO CREAM
valerate TEMOVATE 4  MO:;QL
IMPEKLO 4 MO; QL TOPICAL (120 per 28
(136 per 28 CREAM days)
days) TEXACORT 4 MO
KENALOG 4 MO;QL TOPICORT 4 MO
TOPICAL Ella26s)p er 28 tovet emollient 2 MO; QL
Y (100 per 28
LEXETTE 4 MO days)
LOCOID 4 MO; QL triamcinolone 2 MO; QL
LIPOCREAM (120 per 30 acetonide topical (126 per 28
days) aerosol days)
LOCOID 4 MO; QL triamcinolone 2 MO
TOPICAL (118 per 30 acetonide topical
LOTION days) cream
LUXIQ 4 MO triamcinolone 2 MO
mometasone topical 2 MO acetonide topical
nolix 2 MO;QL lotion
(120 per 30 triamcinolone 2 MO
days) acetonide topical
OLUX 4  MO;QL ointment
(100 per 28 trianex 2 MO
days) triderm topical 2 MO

cream

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ULTRAVATE 5 MO ARALAST NP 5 PA; MO;
TOPICAL INTRAVENOUS LA
LOTION RECON SOLN
VANOS 5  MO;QL 1,000 MG
(120 per 30 AURYXIA 5 PA; MO
days) BUPHENYL 5 PA
VERDESO 4 MO CARBAGLU 5  PA;MO:;
TOPICAL LA
SCABICIDES / CARNITOR 4 MO
PEDICULICIDE ORAL
S cevimeline 4 MO
ivermectin topical 4 MO CHEMET 3 PA
lotion CLINIMIX 4 PA
lindane topical 4 MO 4.25%/D5SW
shampoo SULFIT FREE
malathion 2 MO CLINIMIX E 4 PA
NATROBA 4 MO 2.75%/D5W SULF
OVIDE 4 MO FR]?E
permethrin 2 MO ;llo(;l;u; 50 j PA; MO
spinosad 2 MO sodium chloride
DIAGNOSTIC 2.5 %-0.45 % 2
S/ sodium chloride
MISCELLAN ds % and 0.9 % 2 MO
EOUS sodium chloride
AGENTS d5 %-0.45 % sodium 2 MO
chloride
¥§T§é§$ g AL deferasirox 5 PA; MO
deferiprone 5 PA; MO
acamprosate 4 MO dextrose 10 %% and 2
AGRYLIN 4 MO 0.2 % nacl
anagrelide 2 MO dextrose 10 % in 2

water (d10w)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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dextrose 5 % in 2 MO GLASSIA 5 PA; MO;
water (d5Sw) LA
intravenous INCRELEX MO; LA
Z iggyb "C’;y — . JADENU PA; MO
extrose 570-0.2 7o
sod chloride JADENU PA; MO
- SPRINKLE
dzsul]?mm 2 MO lanthanum oral 2 MO; QL
droxidopa 5 PA; MO tablet,chewable (135 per 30
ENDARI 5 PA; MO 1,000 mg days)
EVOXAC 4 MO lanthanum oral 2 MO; QL
EXJADE 5 PA; MO:; tablet,chewable 500 (270 per 30
LA mg days)
FERRIPROX 5 PA lanthanum oral 2 MO; QL
FOSRENOL 4 MO: QL tablet,chewable 750 (180 per 30
ORAL POWDER (135 per 30 me days)
IN PACKET 1,000 days) levocarnitine (with 2 MO
MG sugar)
FOSRENOL 4 MO; QL levocarnitine oral 2 MO
ORAL POWDER (180 per 30 tablet
IN PACKET 750 days) LITHOSTAT 4
MG LOKELMA 3 MO
gOR,SAIiENOL 4 X[ga QL3O midodrine 2 MO
per o :
TABLET.CHEWA days) nitisinone 5 PA; MO
BLE 1,000 MG NITYR 4 PA; MO;
FOSRENOL 4 MO; QL LA
ORAL (270 per 30 NORTHERA 5 PA; MO
TABLET,CHEWA days) ORFADIN 5 PA; LA
BLE 500 MG OXBRYTA PA; MO;
FOSRENOL 4 MO; QL LA; QL (90
ORAL (180 per 30 per 30 days)
TABLET,CHEWA days) pilocarpine hcl oral MO
BLE 750 MG PROLASTIN-C PA; LA
RAVICTI PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RENAGEL ORAL 4 MO sodium chloride 0.9 2 MO
TABLET 800 MG % intravenous
RENVELA ORAL 5  MO;QL piggyback
POWDER IN (180 per 30 sodium chloride 2 MO
PACKET 0.8 days) irrigation
GRAM sodium 5 PA; MO
RENVELA ORAL 5 MO; QL phenylbutyrate oral
POWDER IN (90 per 30 powder
PACKET 2.4 days) sodium 5 PA
GRAM phenylbutyrate oral
RENVELA ORAL 5 MO; QL tablet
TABLET (270 per 30 sodium polystyrene 2 MO
days) sulfonate oral
RILUTEK 5 PA; MO powder
riluzole 2 PA; MO sps (with sorbitol) 2 MO
risedronate oral 2 MO; QL oral
tablet 30 mg (30 per 30 SYPRINE 5 PA; MO
days) THIOLA 5
SALAGEN 4 MO THIOLA EC 5
(PILOCARPINE) TIGLUTIK 5 PA
sevelamer ca'rbonate 5 MO; QL tiopronin 5 MO
oral powder in (180 per 30 i
packet 0.8 gram days) trientine 5 PA; MO
sevelamer carbonate 5 MO; QL VELPHORO 5 MO; QL
oral powder in (90 per 30 (180 per 30
packet 2.4 gram days) days)
sevelamer carbonate 4 MO; QL VELTASSA MO
oral tablet (270 per 30 XURIDEN PA
days) ZEMAIRA PA; MO;
sevelamer hcl oral 2 MO LA
tablet 400 mg SMOKING
sevelamer hcl oral 2 DETERRENTS
tablet 800 mg -
bupropion hcl 2 MO
(smoking deter)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CHANTIX MO MISCELLANEO
CHANTIX MO US OTIC
CONTINUING PREPARATION
MONTH BOX S
CHANTIX MO acetic acid otic MO
STARTING (ear)
MONTH BOX ciprofloxacin hcl MO
NICOTROL MO otic (ear)
NICOTROL NS MO DERMOTIC OIL MO
EAR, NOSE / flac otic oil
THROAT fluocinolone MO
MEDICATIO acetonide oil
NS hydrocortisone- MO
MISCELLANEO acetic acid
US AGENTS ofloxacin otic (ear) MO
OTIC STEROID
azelastine nasal MO; QL | ANTIBIOTIC
(60 per 30
days) CIPRO HC MO
chlorhexidine MO CIPRODEX MO
gluconate mucous ciprofloxacin- MO
membrane dexamethasone
ipratropium MO; QL CIPROFLOXACI MO
bromide nasal (30 per 30 N-
days) FLUOCINOLON
olopatadine nasal MO; QL E
(30.5 per 30 neomycin- MO
days) polymyxin-hc otic
PATANASE MO; QL (ear)
(30.5 per 30 OTOVEL MO
days)
periogard MO
triamcinolone MO

acetonide dental

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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ENDOCRINE/ methylprednisolone 2 MO
DIABETES oral tablets,dose

pack
ADRENAL millipred oral tablet 2 PA; MO
HORMONES ORAPRED ODT 4 PA; MO
ACTHAR 5 PA; MO prednisolone oral 2 MO
ALKINDI 4 solution
SPRINKLE prednisolone sodium 2 MO
ORAL CAPSULE, phosphate oral
SPRINKLE 0.5 solution 10 mgl5 ml,
MG, 1 MG 20 mgl5 ml (4
ALKINDI 5 mgiml), 25 mgl5 ml
SPRINKLE (5 mgiml), 5 mg
ORAL CAPSULE, basel5 ml (6.7 mgl5
SPRINKLE 2 MG, ml)
SMG prednisolone sodium 2 PA; MO
CORTEF 4 MO phosphate oral
dexabliss 7 tablet,disintegrating
dexamethasone oral 5 MO prednisone intensol 2 MO
elixir prednisone oral 2 MO
dexamethasone oral 1 MO solution
tablet prednisone oral 1 MO
dexamethasone oral 2 MO tablet
tablets,dose pack prednisone oral 1 MO
EMFLAZA 5 PA: MO: tablets,dose pack
LA RAYOS 5 MO

fludrocortisone 1 MO TAPERDEX 4 MO
HEMADY . MO %EBAI{JETS DOSE
hydrocortisone oral 2 MO PACK 1.5 MG (21
MEDROL 4 PA; MO TABS), 1.5 MG (49
MEDROL (PAK) 4 MO TABS)
methylprednisolone 2 PA; MO

oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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TAPERDEX ADLYXIN 4 PA; MO;

ORAL SUBCUTANEOU QL (6 per

TABLETS,DOSE S PEN INJECTOR 30 days)

PACK 1.5 MG (27 20 MCG/0.2 ML

TABS) ADMELOG 4 ST; MO

ANTITHYROID SOLOSTAR U-100

AGENTS INSULIN

methimazole oral MO ADMELOG U-100 4 ST; MO

tablet 10 mg, 5 mg INSULIN LISPRO

propylthiouracil MO AFREZZA 4 MO

TAPAZOLE MO ALCOHOL PADS 3

DIABETES ALOGLIPTIN 4 S"l]"j 1\3/100,

THERAPY 2 d(ays)per

acarbose oral tablet MO; QL ALOGLIPTIN- 4 ST: MO:

100 mg (90 per 30 METFORMIN QL (60 per
days) 30 days)

acarbose oral tablet MO; QL ALOGLIPTIN- 4 MO; QL

23 mg (360 per 30 PIOGLITAZONE (30 per 30
days) days)

acarbose oral tablet MO; QL AMARYL ORAL 4 MO; QL

50 mg (180 per 30 TABLET 1 MG (240 per 30
days) days)

ACTOPLUS MET MO; QL AMARYLORAL 4  MO;QL
(90 per 30 TABLET 2 MG (120 per 30
days) days)

ACTOS MO; QL AMARYL ORAL 4  MO; QL
(30 per 30 TABLET 4 MG (60 per 30
days) days)

SUBCUTANEOU QL (6 per SOLOSTAR U-100 ’

10M .2 ML-

28 Mggjg 2 ML APIDRA U-100 4 ST; MO

i INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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BAQSIMI MO FIASP PENFILL 4 ST; MO
BASAGLAR ST; MO U-100 INSULIN
KWIKPEN U-100 FIASP U-100 4 ST; MO
INSULIN INSULIN
BYDUREON PA; MO; FORTAMET 5 ST; MO:;
BCISE QL (4 per ORAL TABLET QL (60 per
28 days) EXTENDED 30 days)
BYETTA PA; MO:; RELEASE 24HR
SUBCUTANEOU QL (2.4 per 1,000 MG
S PEN INJECTOR 30 days) FORTAMET 5 ST; MO;
10 ORAL TABLET QL (150 per
MCG/DOSE(250 EXTENDED 30 days)
MCG/ML) 2.4 ML RELEASE 24HR
BYETTA PA; MO; 500 MG
SUBCUTANEOU QL (1.2 per glimepiride oral 1 MO; QL
S PEN INJECTOR 30 days) tablet 1 mg (240 per 30
5 MCG/DOSE (250 days)
MCG/ML) 1.2 ML glimepiride oral 1 MO; QL
CYCLOSET MO; QL tablet 2 mg (120 per 30
(180 per 30 days)
days) glimepiride oral 1 MO; QL
diazoxide MO tablet 4 mg (60 per 30
DUETACT MO:; QL days)
(30 per 30 glipizide oral tablet 1 MO; QL
days) 10 mg (120 per 30
FARXIGA ORAL MO; QL days)
TABLET 10 MG (30 per 30 glipizide oral tablet 1 MO; QL
days) Smg (240 per 30
FARXIGA ORAL MO; QL days)
TABLET 5 MG (60 per 30 glipizide oral tablet 1 MO; QL
days) extended release (60 per 30
FIASP ST: MO 24hr 10 mg days)
FLEXTOUCH U- glipizide oral tablet 1 MO; QL
100 INSULIN extended release (240 per 30
24hr 2.5 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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glipizide oral tablet 1 MO; QL GLUMETZA ST; MO;
extended release (120 per 30 ORAL QL (120 per
24hr 5 mg days) TABLET,ER 30 days)
glipizide-metformin | MO; QL GAST.RETENTIO
oral tablet 2.5-250 (240 per 30 N 24 HR 500 MG
mg days) GLYXAMBI MO; QL
glipizide-metformin 1 MO; QL (30 per 30
oral tablet 2.5-500 (120 per 30 days)
mg, 5-500 mg days) GVOKE MO
GLUCAGEN 4  ST;MO HYPOPEN 2-
HYPOKIT PACK
GLUCAGON 4  ST;MO GVOKE PFES 1- MO
EMERGENCY PACK SYRINGE
KIT (HUMAN) HUMALOG MO
GLUCOTROL XL 4  MO:;QL JUNIOR
ORAL TABLET (60 per 30 KWIKPEN U-100
EXTENDED days) HUMALOG MO
RELEASE 24HR KWIKPEN
10 MG INSULIN
GLUCOTROL XL 4 MO; QL HUMALOG MIX MO
ORAL TABLET (240 per 30 50-50 INSULN U-
EXTENDED days) 100
RELEASE 24HR HUMALOG MIX MO
25MG 50-50 KWIKPEN
GLUCOTROL XL 4 MO; QL HUMALOG MIX MO
gﬁ?ﬁ;ﬁgg“ é 120 )Pef 30 75-25 KWIKPEN
ays

RELEASE 24HR 5 HUMALOG MIX MO
MG 75-25(U-

100)INSULN
GLUMETZA 5 ST; MO; HUMALOG U- MO
ORAL QL (60 per 100 INSULIN
TABLET,ER 30 days)
GAST.RETENTIO HUMULIN 70/30 MO
N 24 HR 1,000 MG U-100 INSULIN

HUMULIN 70/30 MO

U-100 KWIKPEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HUMULIN N 3 MO JANUMET MO; QL
NPH INSULIN (60 per 30
KWIKPEN days)
HUMULIN N 3 MO JANUMET XR MO; QL
NPH U-100 ORAL TABLET, (30 per 30
INSULIN ER days)
HUMULIN R 3 MO MULTIPHASE 24
REGULAR U-100 HR 100-1,000 MG
INSULN JANUMET XR MO; QL
HUMULIN R U- 3 MO ORAL TABLET, (60 per 30
500 (CONC) ER days)
INSULIN MULTIPHASE 24
HUMULIN R U- 3 MO 2)1_1588_;/’[0((})0 MG,
500 (CONC)
KWIKPEN JANUVIA MO; QL
INSULIN ASP 4 ST;MO 5130 p)er 30
PRT-INSULIN ays
ASPART JARDIANCE MO; QL
INSULIN 4 ST;MO 5130 p)er 30
ASPART U-100 ays
INSULIN LISPRO 4 ST; MO JENTADUETO g{j %\6/[00 I;er
INSULIN LISPRO 4 ST; MO 30 days)
IEII{S?)TR%MIN' JENTADUETO ST; MO;
XR ORAL QL (60 per
INVOKAMET 4 ST;MO; TABLET, IR - ER, 30 days)
QL (60 per BIPHASIC 24HR
30 days) 2.5-1,000 MG
INVOKAMET XR 4 ST; MO; JENTADUETO ST; MO:;
QL (60 per XR ORAL QL (30 per
30 days) TABLET, IR - ER, 30 days)
INVOKANA 4 ST; MO; BIPHASIC 24HR
QL (30 per 5-1,000 MG
30 days) KAZANO ST; MO;
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 vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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KOMBIGLYZE 3 MO; QL metformin oral 1 MO; QL
XR ORAL (60 per 30 tablet 500 mg (150 per 30
TABLET, ER days) days)
MULTIPHASE 24 metformin oral | MO; QL
HR 2.5-1,000 MG tablet 850 mg (90 per 30
KOMBIGLYZE 3 MO:; QL days)
XR ORAL (30 per 30 metformin oral 1 MO; QL
TABLET, ER days) tablet extended (120 per 30
MULTIPHASE 24 release 24 hr 500 mg days)
?0% i/iléOOO MG, 5- metformin oral 1 MO; QL
tablet extended (60 per 30
LANTUS 3 MO release 24 hr 750 mg days)
SOLOSTAR U-100 .
metformin oral 2 ST; MO;
INSULIN
tablet extended QL (60 per
LANTUS U-100 3 MO release (osm) 24 hr 30 days)
INSULIN 1,000 mg
LEVEMIR 4 ST; MO metformin oral 2 ST; MO;
FLEXTOUCH U- tablet extended QL (150 per
100 INSULN release (osm) 24 hr 30 days)
LEVEMIR U-100 4 ST; MO 500 mg
INSULIN metformin oral 5 ST; MO;
LYUMIJEV 3 MO tablet,er QL (60 per
KWIKPEN U-100 gast.retention 24 hr 30 days)
INSULIN 1,000 mg
LYUMIJEV 3 MO metformin oral 2 ST; MO;
KWIKPEN U-200 tablet,er QL (120 per
INSULIN gast.retention 24 hr 30 days)
LYUMIJEV U-100 3 MO 500 mg
INSULIN miglitol oral tablet 2 MO; QL
metformin oral 2 MO; QL 100 mg (90 per 30
solution (765 per 30 days)
days) miglitol oral tablet 2 MO; QL
metformin oral 1 MO; QL 25 mg (360 per 30
tablet 1,000 mg (75 per 30 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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miglitol oral tablet 2 MO; QL NOVOLOG 4 ST; MO
50 mg (180 per 30 PENFILL U-100
days) INSULIN
nateglinide oral 2 MO; QL NOVOLOG U-100 4 ST; MO
tablet 120 mg (90 per 30 INSULIN
days) ASPART
nateglinide oral 2 MO; QL ONGLYZA 3 MO; QL
tablet 60 mg (180 per 30 (30 per 30
days) days)
NESINA 4 ST; MO; OSENI 4 MO; QL
QL (30 per (30 per 30
30 days) days)
NOVOLIN 70/30 4 ST; MO OZEMPIC 3 PA; MO;
U-100 INSULIN SUBCUTANEOU QL (1.5 per
NOVOLIN 70-30 4  ST; MO S PEN INJECTOR 28 days)
FLEXPEN U-100 0.25MG OR 0.5
NOVOLIN N 4 ST; MO MG MG/1.5 ML)
FLEXPEN OZEMPIC 3 PA; QL (3
NOVOLIN N 4 ST: MO SUBCUTANEOU per 28 days)
S PEN INJECTOR
NPH U-100
INSULIN 1 MG/DOSE (2
MG/1.5 ML)
EI?];/)?P];EIE R 4 ST; MO OZEMPIC 3 PA; MO;
SUBCUTANEOU QL (3 per
NOVOLIN R 4 ST;MO S PEN INJECTOR 28 days)
REGULAR U-100 1 MG/DOSE (4
INSULN MG/3 ML)
NOVOLOG 4 ST; MO pioglitazone 1 MO; QL
FLEXPEN U-100
(30 per 30
INSULIN days)
NOVOLOG MIX 4 ST; MO pioglitazone- 9 MO; QL
70-30 U-100 glimepiride (30 per 30
INSULN days)
NOVOLOG MIX 4 ST; MO

70-30FLEXPEN
U-100

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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pioglitazone- 2 MO; QL SOLIQUA 100/33 MO; QL
metformin (90 per 30 (90 per 30
days) days)
PROGLYCEM 4 MO STEGLATRO MO; QL
QTERN 3 MO;QL (30 per 30
(30 per 30 days)
days) STEGLUJAN ST; MO;
repaglinide oral 2 MO; QL QL (30 per
tablet 0.5 mg (960 per 30 30 days)
days) SYMLINPEN 120 PA; MO;
repaglinide oral 2 MO; QL QL (10.8
tablet 1 mg (480 per 30 per 30 days)
days) SYMLINPEN 60 PA; MO;
repaglinide oral 2 MO; QL QL (6 per
tablet 2 mg (240 per 30 30 days)
days) SYNJARDY MO; QL
RIOMET 4  MO;QL (60 per 30
(765 per 30 days)
days) SYNJARDY XR MO; QL
RYBELSUS 3 PA; MO; ORAL TABLET, (60 per 30
QL (30 per IR - ER, days)
30 days) BIPHASIC 24HR
SEGLUROMET 3 MO;QL }06(1)601(\);) (1}\4?1 1026(5)_
ORAL TABLET (60 per 30 1\;[ G T
2.5-1,000 MG, 7.5- days)
1,000 MG, 7.5-500 SYNJARDY XR MO; QL
MG ORAL TABLET, (30 per 30
SEGLUROMET 3 MO;QL g;l;;fél C 24HR days)
ORAL TABLET (120 per 30 75-1.000 MG
2.5-500 MG days) ’
SEMGLEE PEN 4 ST I(%‘QSELOO?Q);U' MO
U-100 INSULIN TOUIED MO
Isﬁg/[UGLIfEE u-100 . ' SOLOSTAR U-300
INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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TRADJENTA ST; MO; XIGDUO XR MO; QL
QL (30 per ORAL TABLET, (60 per 30
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 MO; QL
200 100/3.6 (15 per 30
TRESIBA U-100 ST; MO days)
INSULIN MISCELLANEO
TRIJARDY XR MO: QL US HORMONES
ORAL TABLET, (30 per 30 ANDRODERM PA: MO:
IR - ER, days) QL (30 per
BIPHASIC 24HR 30 days)
10-5-1,000 MG, 25- ANDROGEL PA; MO;
5-1,000 MG TRANSDERMAL QL (150 per
TRIJARDY XR MO; QL GEL IN 30 days)
ORAL TABLET, (60 per 30 METERED-DOSE
IR - ER, days) PUMP
BIPHASIC 24HR ANDROGEL PA: MO:
12.5-2.5-1,000 MG, TRANSDERMAL QL (300 per
5-2.5-1,000 MG GEL IN PACKET 30 days)
TRULICITY PA; MO; 1% (25
QL (2 per MG/2.5GRAM), 1
28 days) % (50 MG/5
VICTOZA 3-PAK PA; MO; GRAM)
QL (9 per ANDROGEL PA; MO;
30 days) TRANSDERMAL QL (37.5
XIGDUO XR MO; QL GEL IN PACKET per 30 days)
ORAL TABLET, (30 per 30 1.62 % (20.25
IR - ER, days) MG/1.25 GRAM)
BIPHASIC 24HR

10-1,000 MG, 10-
500 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ANDROGEL 4 PA; MO; ISTURISA ORAL 5 PA; LA;
TRANSDERMAL QL (150 per TABLET 1 MG QL (240 per
GEL IN PACKET 30 days) 30 days)
1.62 % (40.5 ISTURISAORAL 5  PA;LA;
MG/2.5 GRAM) TABLET 10 MG QL (180 per
AVEED 4 PA; LA 30 days)
cabergoline 2 MO ISTURISA ORAL 5 PA; LA;
calcitonin (salmon) 2 MO TABLET 5 MG QL (60 per
nasal 30 days)
calcitriol oral 2 MO JATENZO ORAL S PA; MO;
capsule CAPSULE 158 QL (120 per
calcitriol oral 2 MG, 198 MG 30 days)
solution JATENZO ORAL 5 PA; MO;
CERDELGA 5 PA: MO CAPSULE 237 QL (60 per
: ’ MG 30 days)
cinacalcet oral 4 PA; MO JYNARQUE 5 PA: LA
tablet 30 mg
cinacalcet oral 5 PA; MO KORLYM 5 PA
tablet 60 mg, 90 mg KUVAN 5 PA; MO
danazol 4 MO METHITEST 4 MO
DDAVP ORAL 4 MO methyltestosterone 5 MO
DEPO- 4 PA: MO oral capsule
TESTOSTERONE ’ miglustat 5 PA;MO;
desmopressin nasal 2 MO LA
spray with pump MYALEPT 5 PA; MO;
desmopressin oral 2 MO LA
doxercalciferol oral 4 MO NATESTO . g’}‘:’ (1;/[1(;’ 6
FORTESTA 4 PA;MO; per 30 days)
%Ld(al 23 per NATPARA 5  PA; MO;
Y LA
GALAFOLD . iAA’ 1(\2/11? 21 5 NOCDURNA 4 PA; MO;
er’30 days) (MEN) QL (30 per
P e 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NOCDURNA 4 PA; MO; SOMAVERT 5 PA; MO
(WOMEN) QL (30 per STRENSIQ 5  PALA

30 days) SUBCUTANEOU
ORILISSA 5 MO S SOLUTION 28
oxandrolone oral 4 PA; MO MG/0.7 ML, 40
tablet 10 mg MG/ML, 80
oxandrolone oral 2 PA; MO MG/0.8 ML
tablet 2.5 mg SYNAREL 5 PA; MO
PALYNZIQ 5  PA;MO; TESTIM 4  PA;MO;
SUBCUTANEOU LA; QL (15 QL (300 per
S SYRINGE 10 per 30 days) 30 days)
MG/0.5 ML testosterone 2 PA; MO
PALYNZIQ 5  PA;MO; cypionate '
SUBCUTANEOU LA: QL (4 intramuscular oil
S SYRINGE 2.5 per 30 days) 100 mglml, 200
MG/0.5 ML mglml, 200 mgiml
PALYNZIQ 5  PA;MO; (L.mi)
SUBCUTANEOU LA; QL (60 testosterone 2 PA; MO
S SYRINGE 20 per 30 days) enanthate
MG/ML testosterone 2 PA; MO;
paricalcitol oral 4 MO transdermal gel in QL (120 per
RAYALDEE 5 MO metered-dose pump 30 days)
10 mgl0.5 gram

ROCALTROL 4 MO lactuation
ORAL CAPSULE TESTOSTERONE 4  PA; MO:;
ROCALTROL 4 TRANSDERMAL QL (300 per
ORAL GEL IN 30 days)
SOLUTION METERED-DOSE
SAMSCA 5 PA; MO PUMP 12.5 MG/
sapropterin 5 PA; MO 1.25 GRAM (1 %)
SENSIPAR ORAL 4  PA;MO testosterone 2 PAIMO;
TABLET 30 MG transdermal gel in QL (150 per
SENSIPAR ORAL 5  PA; MO ngfq‘f‘jl;”; pump 30 days)
TABLET 60 MG, 162 yﬁ <08
90 MG S

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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testosterone 2 PA; MO; ZAVESCA 5 PA; MO;
transdermal gel in QL (300 per LA
packet 1% (25 30 days) ZEMPLARORAL 4 MO
mgl2.5gram), 1 % CAPSULE 1
(50 mgl5 gram) MCG, 2 MCG
testosterone 2 PA; MO; THYROID
transdermal gel in QL (37.5
packet 1.62 % per 30 days) HORMONES
(20.25 mgl1.25 CYTOMEL 4 MO
gram) euthyrox 1 MO
testosterone 2 PA; MO; levo-t 1
transdermal gel in QL (150 per LEVOTHYROXI 4 MO
packet 1.62 % (40.5 30 days) NE ORAL
mgl2.5 gram) CAPSULE
testosterone . 2 PA; MO; levothyroxine oral 1
transdermal solution QL (180 per tablet
lvllj/ci:;e;teredpump 30 days) levoxyl oral tablet 1 MO
100 mcg, 112 mcg,
TOLVAPTAN 5 PA; MO 125 meg, 137 meg,
ORAL TABLET 150 meg, 175 meg,
IS MG 200 mcg, 25 mcg, 50
tolvaptan oral tablet 5 PA; MO meg, 75 mcg, 88
30 mg mcg
VOGELXO 4 PA; MO; liothyronine oral 2 MO
TRANSDERMAL QL (300 per SYNTHROID 4 MO
GEL 30 days)
THYQUIDITY 4 MO

VOGELXO 4 PA; MO;
TRANSDERMAL QL (300 per TIROSINT = MO
GEL IN 30 days)
METERED-DOSE
PUMP
XYOSTED 4 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 vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TIROSINT-SOL 4 MO loperamide oral 2 MO
ORAL capsule
SOLUTION 100 methscopolamine 2 MO
ﬁggﬁﬁ]ﬂ }ég MOTOFEN 4 MO
MCG/ML. 13 MYTESI 4 MO
MCG/ML, 137 MISCELLANEO
MCG/ML, 150 usS
MCG/ML, 175 GASTROINTES
MCG/ML, 200 TINAL AGENTS
MCG/ML, 25
MCG/ML, 50 alosetron 5 PA; MO
MCG/ML, 75 AMITIZA 4 ST; MO;
MCG/ML, 88 QL (60 per
MCG/ML 30 days)
unithroid 1 MO ANUSOL-HC 4 MO
GASTROENT TOPICAL
EROLOGY aprepitant + PA; MO
ANTIDIARRHE APRISO 4 MO
ALS | ASACOL HD 4 MO
ANTISPASMOD AZULFIDINE 4 MO
ICS AZULFIDINE 4 MO
CUVPOSA 4 MO EN-TABS
Jievelomi ; 5 MO balsalazide 2 MO
C;;);;Zmlne o BONIJESTA 4 MO
dicyclomine oral 2 MO budesonide oral 4 MO
solution capsule,delayed, exte

nd.release
dicyclomi [ 2 MO
y ;Z);eclomlne ord budesonide oral 5
: tablet,delayed and
dzphei?oxylate- 2 MO ext. release
a;mp e et G CANASA 5 MO
i t

o 'Z;;a;nf;a CHENODAL 5 PAILA
LOMOTIL 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CHOLBAM 5 PA EMEND ORAL 4 PA
ORAL CAPSULE SUSPENSION
250 MG FOR
CHOLBAM 5 PA; QL RECONSTITUTI
ORAL CAPSULE (120 per 30 ON
50 MG days) enulose 2 MO
CIMZIA 5 PA; MO; GASTROCROM 4 MO

QL (2 per GATTEX 30-VIAL 5  PA; MO

28 days) gavilyte-c 2 MO
CIMZIA 5 PA; MO; . 5 MO
POWDER FOR QL (2 per gaviyie-s
RECONST 28 days) gavilyte-n 2 MO
CLENPIQ 4  ST; MO generlac 2 MO
COLAZAL 5 MO GIMOTI >
compro > MO GOLYTELY 4  ST;MO
constulose 2 MO ORAL RECON

N SOLN
CEETII\II:O M 3 MO granisetron hcl oral 2 PA; MO
CREO 3 MO hydrocortisone 4 MO
cromolyn oral 4 MO rectal
CYSTADANE S hydrocortisone 2 MO
DELZICOL 4 MO topical cream with
DICLEGIS 4 MO perineal applicator
0
DIPENTUM 5 MO 237 .
doxylamine- 5 MO h ydrocortzsone- 2 MO
vidoxine (vit b6) pramoxine rectal
py : cream 1-1 %
dronabinol 4 PA; MO INFLECTRA 5 PA: MO:
EMEND ORAL 4 PA; MO QL (20 per
CAPSULE 80 MG 28 days)
EXPES}[TRSRD?)I;E 4 PAMO KRISTALOSE 4 MO
PACK lactulose oral 2 MO
packet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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lactulose oral 2 MO metoclopramide hcl 2 MO
solution 10 graml15 oral
ml tablet,disintegrating
LIALDA 4 MO MOTEGRITY 4 ST; MO;
LINZESS 3 MO;QL QL (30 per
(30 per 30 30 days)
days) MOVANTIK 3 MO; QL
LOTRONEX 5  PA;MO (30 per 30
LUBIPROSTONE 4  ST; MO; days)
QL (60 per MOVIPREP 4 ST; MO
30 days) NULYTELY 4 ST; MO
MARINOL ORAL 5  PA:MO LEMON-LIME
CAPSULE 10 MG, OCALIVA 5 PA; MO;
5MG LA; QL (30
MARINOL ORAL 4  PA;MO per 30 days)
CAPSULE 2.5 MG ondansetron 2 PA; MO
meclizine oral tablet 2 MO ondansetron hcl oral 2 PA; MO
12.5 mg, 25 mg solution
mesalamine oral 4 MO ondansetron hcl oral 2 PA; MO
capsule (with del rel tablet 4 mg, 8§ mg
tablets) ORTIKOS 5 MO
mesalamine oral 4 OSMOPREP 4 ST: MO
capsule,extended
release 24hr
mesalamine oral 4 MO
tablet,delayed
release (drlec)
mesalamine rectal 4 MO
metoclopramide hcl 2 MO
oral solution
metoclopramide hcl 1 MO

oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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PANCREAZE 4 ST; MO PENTASA ORAL 5 MO

ORAL CAPSULE,

CAPSULE,DELA EXTENDED

YED RELEASE 500

RELEASE(DR/EC MG

) 10,500-35,500- PERTZYE ORAL 5 ST;MO

61,500 UNIT, CAPSULE,DELA

16,800-56,800- YED

98,400 UNIT, RELEASE(DR/EC

2,600-8,800- 15,200 ) 16,000-57,500-

UNIT, 21,000- 60,500 UNIT,

54,700- 83,900 24,000-86,250-

UNIT, 4,200- 90,750 UNIT

gﬁ’;" 24,600 PERTZYEORAL 4  ST; MO

CAPSULE,DELA

PANCREAZE 5 ST; MO YED

ORAL RELEASE(DR/EC

CAPSULE,DELA ) 4,000-14,375-

YED 15,125 UNIT,

RELEASE(DR/EC 8,000-28,750-

) 37,000-97,300- 30,250 UNIT

149,900 UNTT PLENVU 4 ST, MO

peg 3350- 2 MO prochlorperazine 2 MO

electrolytes oral

recon soln 236- prochlorperazine MO

22.74-6.74 -5.86 maleate oral

gram procto-med hc 2 MO

peg3350-sod sul- 4 MO procto-pak 2 MO

nacl-kcl-asb-c proctosol he topical 2 MO

peg-electrolyte 2 MO proctozone-hc 2 MO

PENTASA ORAL 3 MO RECTIV 3 MO

CAPSULE,

EXTENDED REGLAN ORAL 4 MO

RELEASE 250 RELISTOR ORAL 5 MO; QL

MG (90 per 30

days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RELISTOR 5 MO; QL trilyte with flavor 2 MO
SUBCUTANEOU (18 per 30 packets
S SOLUTION days) TRULANCE 3 MO
RELISTOR > MO;QL UCERIS ORAL 5 MO
SUBCUTANEOU (18 per 30
S SYRINGE 12 days) UCERIS RECTAL 4 MO
MG/0.6 ML URSO 250 4 MO
RELISTOR 5  MO;QL URSO FORTE 4 MO
SUBCUTANEOU (12 per 30 ursodiol 2 MO
S SYRINGE 8 days) VARUBI ORAL 3 PA
MG/0.4 ML VIBERZI 5 PA; MO;
RELTONE QL (60 per
REMICADE PA; MO; 30 days)
QL (20 per VIOKACE 3 MO
28 days) ZENPEP ORAL 3 MO
RENFLEXIS 5 PA; MO; CAPSULE,DELA
QL (20 per YED
28 days) RELEASE(DR/EC
ROWASA 4 MO ) 10,000-32,000 -
RECTAL ENEMA 42,000 UNIT,
KIT 15,000-47,000 -
SANCUSO 5 MO 63,000 UNIT,
scopolamine base 4 MO ég’ggg_fﬁé)ﬁg)_
SUCRAID 5 PA 25.000-79,000-
sulfasalazine 2 MO 105,000 UNIT,
SUPREP BOWEL 4  ST;MO 3,000-10,000 -
PREP KIT 14,000-UNIT,
: 40,000-126,000-
SUTAB 4 SLMO 168,000 UNIT,
SYMPROIC 4 MO; QL 5,000-17,000-
(30 per 30 24,000 UNIT
days)
ZUPLENZ 4 PA; MO
SYNDROS 5 PA; MO
TRANSDERM- 4 MO
SCOP

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to 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 2021.
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ULCER esomeprazole 2 MO:; QL
THERAPY magnesium oral (30 per 30
ranules dr for sus days
ACIPHEX - MO ign packet 1 ({ mg, 2107 >
amoxicil- 2 MO; QL mg
clarithromy- (112 per 30 esomeprazole ) MO
lansopraz days) :
magnesium oral
CARAFATE 4 MO granules dr for susp
cimetidine 2 MO in packet 40 mg
cimetidine hcl oral 2 MO Jfamotidine oral 2 MO
CYTOTEC 4 MO suspension
DEXILANT 4 MO:; QL famotidine oral 1 MO
ORAL (30 per 30 tablet 20 mg, 40 mg
CAPSULE,BIPHA days) lansoprazole oral 2 MO; QL
SE DELAYED capsule,delayed (30 per 30
RELEAS 30 MG release(drlec) 15 days)
DEXILANT 4 MO e
ORAL lansoprazole oral 2 MO
CAPSULE,BIPHA capsule,delayed
SE DELAYED release(drlec) 30
RELEAS 60 MG mg
esomeprazole 2 MO; QL lansoprazole oral 2 MO; QL
magnesium oral (30 per 30 tablet, disintegrat, (30 per 30
capsule,delayed days) delay rel 15 mg days)
release(drlec) 20 lansoprazole oral 2 MO
mg tablet, disintegrat,
esomeprazole 2 MO delay rel 30 mg
magnesium oral misoprostol 2 MO
capsule,delayed NEXIUM ORAL 4 MO: QL
release(drlec) 40 CAPSULE.DELA (30 per 30
e YED days)
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 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 2021.
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NEXIUM ORAL 4 MO omeprazole-sodium 2 MO
CAPSULE,DELA bicarbonate oral
YED capsule 40-1.1 mg-
RELEASE(DR/EC gram
) 40 MG omeprazole-sodium 5 MO; QL
NEXIUM ORAL 4 MO; QL bicarbonate oral (30 per 30
GRANULES DR (30 per 30 packet 20-1,680 mg days)
FOR SUSP IN days) omeprazole-sodium 5 MO
PACKET 10 MG, bicarbonate oral
25MG, 20 MG, 5 packet 40-1,680 mg
MG
pantoprazole oral 2 MO
NEXIUM ORAL 4 MO granules dr for susp
GRANULES DR in packet
FOR SUSP IN pantoprazole oral 1 MO; QL
PACKET 40 MG
tablet,delayed (30 per 30
nizatidine oral 2 release (drlec) 20 days)
capsule mg
nizatl:dine oral 4 MO pantoprazole oral 1 MO
solution tablet,delayed
OMECLAMOX- 4 MO; QL release (drlec) 40
PAK (80 per 28 mg
days) PEPCID ORAL 4 MO
omeprazole oral 1 MO; QL TABLET
capsule,delayed (30 per 30 PREVACID 4 QL (30 per
release(drlec) 10 days) ORAL 30 days)
mg, 20 mg CAPSULE.DELA
omeprazole oral 1 MO YED
capsule,delayed RELEASE(DR/EC
release(drlec) 40 ) 15 MG
mg PREVACID 4 MO
omeprazole-sodium 2 MO; QL ORAL
bicarbonate oral (30 per 30 CAPSULE,DELA
capsule 20-1.1 mg- days) YED
gram RELEASE(DR/EC
) 30 MG

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

This drug list was updated in August 2021.
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PREVACID 4 MO; QL rabeprazole oral 2 MO
SOLUTAB ORAL (30 per 30 tablet,delayed
TABLET,DISINT days) release (drlec)
EGRAT, DELAY sucralfate oral 4 MO
REL 15 MG suspension
PREVACID 4 MO sucralfate oral 2 MO
SOLUTAB ORAL tablet
TABLET,DISINT :
EGRAT, DELAY TALICIA 4 ?;I6O8’ QL28
REL 30 MG days)per
PRILOSEC ORAL 4 MO; QL ZEGERID ORAL 5 MO: QL
SUSP,DELAYED (120 per 30

CAPSULE 20-1.1 (30 per 30
RELEASE FOR days) MG-GRAM days)
RECON 10 MG ] ays
PRILOSECORAL 4 Mo:gL  ZEGERIDORAL 5 Mo
SUSP,DELAYED (480 per 30 MG-GRAM o
RELEASE FOR days) -
RECON 2.5 MG ZEGERID ORAL 5 MO; QL
PROTONIX 4 MO II\D/IA(SKET 20-1,680 830 p)er 30
ORAL ays
GRANULES DR ZEGERID ORAL 5 MO
FOR SUSP IN PACKET 40-1,680
PACKET MG
PROTONIX 4 MO:; QL IMMUNOLO
ORAL (30 per 30 GY,
TABLET,.DELAY days) VACCINES /
ED RELEASE BIOTECH
(DR/EC) 20 MG OTECHNO
PROTONIX 4 MO LOGY
ORAL BIOTECHNOLO
TABLET,.DELAY GY DRUGS
ED RELEASE
(DR/EC) 40 MG ACTIMMUNE S PA; MO
PYLERA 4 MO; QL
(120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ARANESP (IN 5 PA; MO AVONEX 5 PA; MO;
POLYSORBATE) INTRAMUSCUL QL (1 per
INJECTION AR SYRINGE 28 days)
SOLUTION 100 KIT
MCG/ML, 200 BETASERON 5  PA; MO;
MCG/ML, 300 SUBCUTANEOU QL (14 per
MCG/ML, 60 S KIT 28 days)
MCG/ML EGRIFTA SV 5 PA;MO
ARANESP (IN 4 PA; MO EPOGEN 4 PA: MO
POLYSORBATE)

INJECTION
INJECTION

SOLUTION 2,000
SOLUTION 25

UNIT/ML, 20,000
MCG/ML, 40
MCG/ML UNIT/2 ML, 3,000

UNIT/ML, 4,000
ARANESP (IN 4 PA; MO UNIT/ML
POLYSORBATE) EPOGEN 5 PA:MO
INJECTION

INJECTION
SYRINGE 10

SOLUTION 20,000
MCG/0.4 ML, 25 UNIT/ML
MCG/0.42 ML, 40
MCG/0.4 ML EXTAVIA 5 PA; MO;
ARANESP (IN 5  PA;MO glg’%UTANEOU %Ld(ls )per
POLYSORBATE) ays
INJECTION FULPHILA 5 PA; MO
SYRINGE 100 GENOTROPIN 5 PA; MO
MCG/0.5 ML, 150 GENOTROPIN 4  PA;MO
MCG/0.3 ML, 200 MINIQUICK
MCG/0.4 ML, 300 SUBCUTANEOU
MCG/0.6 ML, 500 S SYRINGE 0.2
MCG/ML, 60 MG/0.25 ML
MCG/0.3 ML
ARCALYST PA; MO
AVONEX PA; MO;
INTRAMUSCUL QL (1 per
AR PEN 28 days)
INJECTOR KIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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GENOTROPIN 5 PA; MO PEGASYS 5 MO; QL (2
MINIQUICK SUBCUTANEOU per 28 days)
SUBCUTANEOU S SYRINGE
S SYRINGE 0.4 PLEGRIDY 5 PA; MO;
MG/0.25 ML, 0.6 SUBCUTANEOU QL (1 per
MG/0.25 ML, 0.8 S PEN INJECTOR 28 days)
MG/0.25 ML, 1 125 MCG/0.5 ML
ﬁgﬁgiﬁ ﬁi ii PLEGRIDY 5  PA; MO:
MO0 23 ML 1.6 SUBCUTANEOU QL (1 per
: > 1 S PEN INJECTOR 180 days)
MG/0.25 ML, 1.8
63 MCG/0.5 ML-
MG/0.25 ML PLEGRIbY 5 PA; MO
GRANIX PA; MO SUBCUTANEOU QL (1 per
HUMATROPE PA; MO S SYRINGE 125 28 days)
INJECTION MCG/0.5 ML
CARTRIDGE PLEGRIDY 5 PA; MO;
INTRON A 5 PA; MO SUBCUTANEOU QL (I per
INJECTION S SYRINGE 63 180 days)
LEUKINE 5 PA; MO MCG/0.5 ML- 94
INJECTION MCG/0.5 ML
RECON SOLN PROCRIT 3 PA; MO
NEULASTA 5 PA; MO INJECTION
NEUPOGEN 5 PA;MO SOLU/TIONz 10%800
: UNIT/ML, 2,
NIVESTYM 5 PA: MO UNIT/ML. 3.000
NORDITROPIN 5 PA: MO UNIT/ML, 4,000
FLEXPRO UNIT/ML
NUTROPIN AQ 5 PA; MO PROCRIT 5 PA; MO
NUSPIN INJECTION
NYVEPRIA PA: MO SOLUTION 20,000
OMNITROPE PA; MO UNIT/ML, 40,000
PEGASYS MO; QL (4 UNIT/ML
SUBCUTANEOU per 28 days) REBIF (WITH 5 PA/MO;
S SOLUTION ALBUMIN) QL (6 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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REBIF 5  PA;MO:; ZARXIO 5  PA;MO
REBIDOSE QL (6 per ZIEXTENZO 5  PA;MO
SUBCUTANEOU 28 days) ZOMACTON 5 PA: MO
S PEN INJECTOR
SUBCUTANEOU
22 MCG/0.5 ML, S RECON SOLN
44 MCG/0.5 ML 0 MG
REBIF > PAMO; ZOMACTON 4  PA;MO
REBIDOSE QL (4.2 per
SUBCUTANEOU
SUBCUTANEOU 180 days) S RECON SOLN 5
S PEN INJECTOR UG
8.8MCG/0.2ML-22
REBIF 5  PA;MO; VACCINES /
TITRATION QL (4.2 per MISCELLANEO
PACK 180 days) UsS
RETACRIT 3 PA;MO IMMUNOLOGI
INJECTION CALS
SOLUTION 10,000 ACTHIB (PF) MO
UNIT/ML, 2,000
UNIT/ML. 20,000 ADACEL(TDAP MO
UNIT/2 ML, 3,000 ADOLESN/ADUL
UNIT/ML, 4,000 T(PF)
UNIT/ML BCG VACCINE, 3 MO
RETACRIT 5  PA;MO LIVE (PF)
INJECTION BEXSERO 3 MO
SOLUTION 20,000 BIVIGAM 5  PA;MO
UNIT/ML, 40,000 BOOSTRIXTDAP 3 MO
UNIT/ML
_ DAPTACEL 3 MO
SAIZEN PA; MO (DTAP
SAIZEN PA; MO PEDIATRIC) (PF)
SAIZENPREP ENGERIX-B (PF) 3 PA;MO
SEROSTIM 5  PA;MO INTRAMUSCUL
SUBCUTANEOU AR SYRINGE
S RECON SOLN 4 ENGERIX-B 3 PA;MO
MG, 5 MG, 6 MG PEDIATRIC (PF)
UDENYCA 5  PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FLEBOGAMMA 5 PA IPOL 3
%};RAVENOUS DUARO (%) :
SOLUTION 10 % ﬁ\??ll{{iii/[(glgéUL <
GAMMAGARD 5 PA; MO AR SUSPENSION
LIQUID KINRIX (PF) 3 MO
GAMMAGARD 5 PA; MO INTRAMUSCUL
S-D (IGA <1 AR SYRINGE
MCG/ML) MENACTRA (PF) 3 MO
GAMMAKED 5 PA; MO INTRAMUSCUL
ISEJL EI?TTI%)I\I;II AR SOLUTION
GRAM/10 ML (10 ?;IIE)NQUADFI & MO
%0)

. MENVEO A-C-Y- 3 MO

(WITH M-M-R II (PF) 3 MO
SORBITOL) OCTAGAM 5 PA; MO
GAMUNEX-C 5  PA;MO ODACTRA 4 PAIMO
INJECTION ORALAIR 4 PA
SOLUTION 1 SUBLINGUAL
GRAM/10 ML (10 TABLET 300
%) INDX
GARDASIL9(PF) 3 MO REACTIVITY
GRASTEK 4  PA;MO PANZYGA PA; MO
HAVRIX (PF) 3 MO PEDIARIX (PF) MO
INTRAMUSCUL PEDVAX HIB
AR SYRINGE (PF)
HIBERIX (PF) 3 MO PRIVIGEN PA; MO
IMOVAX RABIES 3 PROQUAD (PF)
VACCINE (PF) QUADRACEL
INFANRIX 3 MO (PF)
gﬁﬁi) &P[?;CUL RABAVERT (PF) 3 MO
AR SYRINGE RAGWITEK 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RECOMBIVAX 3 PA;MO VAQTA (PF) 3 MO
g]IBT(II{)?l\/{USCUL VARIVAX (PF) ’
AR SUSPENSION VARIZIG f MO
10 MCG/ML, 40 YF-VAX (PF) 3
MCG/ML MISCELLAN
RECOMBIVAX PA; MO EOUS
HB (PF)
INTRAMUSCUL SATHHLIES
AR SYRINGE 10 MISCELLANEO
MCG/ML US SUPPLIES
RECOMBIVAX PA 1ST TIER ST
HB (PF) UNIFINE
INTRAMUSCUL PENTIPS
AR SYRINGE
M C(S} 105 M(E . 1ST TIER ST
: UNIFINE
ROTARIX PENTIPS PLUS
ROTATEQ MO ABOUTTIME ST
VACCINE PEN NEEDLE
SHINGRIX (PF) MO ADVOCATE PEN ST; MO
TDVAX MO NEEDLE
TENIVAC (PF) MO ADVOCATE ST; MO
INTRAMUSCUL SYRINGES
AR SYRINGE ASSURE ID PEN ST; MO
TETANUS,DIPH MO NEEDLE 30
THERIA TOX GAUGE X 3/16",
PED(PF) 30 GAUGE X
TRUMENBA MO S/16"
TWINRIX (PF) MO ASSURE ID PEN ST
NP
INTRAMUSCUL
AR SOLUTION BD ECLIPSE MO
TYPHIM VI MO LUER-LOK
SYRINGE 1 ML
INTRAMUSCUL 30 GAUGE X 12"
AR SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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BD NANO 2ND 3 MO CAREFINE PEN 4 ST

GEN PEN NEEDLE 29

NEEDLE GAUGE X 1/2", 30

BD 3 MO GAUGE X 5/16"

SAFETYGLIDE CAREFINE PEN 4  ST; MO

INSULIN NEEDLE 31

SYRINGE GAUGE X 1/4", 31

BD 3 MO GAUGE X 5/16",

SAFETYGLIDE 32 GAUGE X 1/4",

SYRINGE 1 ML 32 GAUGE X

27 GAUGE X 5/8" 3/16", 32 GAUGE

BD ULTRA-FINE 3 MO X 5/32

MICRO PEN CARETOUCH 4 ST

NEEDLE INSULIN

BD ULTRA-FINE 3 MO SYRINGE 1 ML

MINI PEN 28 X 5/16", 1 ML

NEEDLE 29 GAUGE X 5/16

BD ULTRA-FINE 3 MO CARETOUCH 4 STLMO
PEN NEEDLE 31

NANO PEN y

NEEDLE GAUGE X 1/4", 31
GAUGE X 3/16",

BD ULTRA-FINE 3 MO 31 GAUGE X

ORIG PEN 5/16", 32 GAUGE

NEEDLE X 3/16", 32

BD ULTRA-FINE 3 MO GAUGE X 5/32"

SHORT PEN CLICKFINEPEN 4 ST

NEEDLE NEEDLE 31

BD VEO 3 MO GAUGE X 1/4", 31

INSULIN SYR GAUGE X 5/16"

(HALF UNIT) CLICKFINEPEN 4  ST; MO

BD VEO 3 MO NEEDLE 32

INSULIN GAUGE X 5/32"

SYRINGE UF

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to 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 2021.
107


http://www.express-scripts.com

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

COMFORT EZ 4 ST DROPLET 4 ST

INSULIN INSULIN

SYRINGE 0.3 ML SYRINGE 0.3 ML

29 GAUGE X 1/2", 29 GAUGE X 1/2",

0.3 ML 30 0.3 ML 30

GAUGE X 1/2", GAUGE X 1/2",

0.5 ML 29 0.3 ML 30

GAUGE X 1/2", GAUGE X 15/64",

0.5 ML 30 0.3 ML 30

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

ML 30 GAUGE X 0.3 ML 31

1/2", 1/2 ML 28 GAUGE X 15/64",

GAUGE X 1/2" 1 ML 29 GAUGE

COMFORT EZ 4  ST; MO X 1/2", 1 ML 30

INSULIN GAUGE X 12", 1

SYRINGE 0.3 ML ML 30 GAUGE X

30 GAUGE X 15/64", 1 ML 30

5/16",0.3 ML 31 GAUGE X 5/16, 1

GAUGE X 5/16", ML 31 GAUGE X

0.5 ML 30 15/64"

GAUGE X 5/16", DROPLET 4 ST; MO

0.5 ML 31 INSULIN

GAUGE X 5/16", 1 SYRINGE 0.3 ML

ML 28 GAUGE X 31 GAUGE X

1/2",1 ML 29 5/16", 1 ML 31

GAUGE X 12", 1 GAUGE X 5/16

ML 30 GAUGE X DROPLET 4  ST; MO

5/16, 1 ML 31 MICRON PEN

GAUGE X 5/16 NEEDLE

COMFORT EZ 4 ST; MO

PEN NEEDLES

DROPLET 4 ST

INSULIN

SYR(HALF

UNIT)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DROPLET PEN 4 ST; MO EASY GLIDE 4 ST
NEEDLE 29 INSULIN
GAUGE X 1/2", 29 SYRINGE
GAUGE X 3/8", 31 EASY GLIDE 4 ST
GAUGE X 1/4", 31 PEN NEEDLE
GAUGE X 3/16", EASY TOUCH 4 ST
31 GAUGE X
: FLIPLOCK
5/16", 32 GAUGE
X 1/4", 32 GAUGE INSULIN
X 3/16’" 1 SYRINGE 1 ML
CAUGE X 516", 29 GAUGEX 12"
32 GAUGE X .
530" X 5/16
DROPLET PEN 4 ST EASY TOUCH 4 ST; MO
FLIPLOCK
NEEDLE 30
GAUGE X 5/16" INSULIN
SYRINGE 1 ML
DROPSAFE PEN 4 ST; MO 30 GAUGE X 1/2",
NEEDLE 1 ML 31 GAUGE
EASY COMFORT 4 ST X 5/16"
INSULIN EASY TOUCH 4 ST
SYRINGE INSULIN
EASY COMFORT 4 ST; MO SAFETY
PEN NEEDLE 31 SYRINGE 0.5 ML
GAUGE X 1/4", 31 29 GAUGE X 172"
GAUGE X 3/16", EASY TOUCH 4  ST; MO
31 GAUGE X INSULIN
5/16", 32 GAUGE SAFETY
X 5/32" SYRINGE 0.5 ML
EASY COMFORT 4 ST 30 GAUGE X
PEN NEEDLE 33 5/16", 1 ML 29
GAUGE X 1/4", 33 GAUGE X 1/2",1
GAUGE X 3/16", ML 30 GAUGE X
33 GAUGE X 1/2"
5/32"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EASY TOUCH 4 ST EASY TOUCH 4 ST
INSULIN LUER LOCK
SYRINGE 0.3 ML INSULIN
30 GAUGE X 1/2" EASY TOUCH 4 ST: MO
EASY TOUCH 4 ST: MO NEEDLE
INSULIN EASY TOUCH 4 ST
SYRINGE 0.3 ML PEN NEEDLE
30 C{,AUGE X EASY TOUCH 3 ST: MO
5/16", 0.3 ML 31
g SAFETY PEN
GAUGE X 5/16",
0.5 ML 30 NEEDLE 29
GAUGE X 1/2". GAUGE X 3/16
0.5 ML 30 EASY TOUCH 3 ST
GAUGE X 5/16", SAFETY PEN
0.5 ML 31 NEEDLE 29
GAUGE X 5/16", 1 GAUGE X 5/16",
ML 27 GAUGE X 30 GAUGE X 1/4",
1/2", 1 ML 30 30 GAUGE X
GAUGE X 1/2", 1 516"
ML 30 GAUGE X EASY TOUCH 4 ST
5/16, 1 ML 31 SAFETY PEN
GAUGE X 5/16 NEEDLE 30
EASY TOUCH 3 ST: MO GAUGE X 3/16"
INSULIN EASY TOUCH 4 ST
SYRINGE 0.5 ML SHEATHLOCK
29 GAUGE X 1/2", INSULIN
1 ML 28 GAUGE SYRINGE 1 ML
X 1/2", 1 ML 29 29 GAUGE X 1/2",
GAUGE X 1/2", 1 ML 30 GAUGE
1/2 ML 28 X 1/2", 1 ML 30
GAUGE X 1/2" GAUGE X 5/16"
EASY TOUCH 3 ST EASY TOUCH 4 ST: MO
INSULIN SHEATHLOCK
SYRINGE 1/2 ML INSULIN
27 GAUGE X 1/2" SYRINGE 1 ML
31 GAUGE X
5/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EASY TOUCH 4 ST INSULIN PEN 3 MO
UNI-SLIP NEEDLE
SYRINGE 1 ML INSULIN 3
FREESTYLE 4 ST; MO SYRINGE
PRECISION NEEDLELESS
SYRINGE 0.5 ML INSULIN 3 MO
30 GAUGE X SYRINGE 0.5 ML
>/167, 0.5 ML 31 29 GAUGE X 1/2"
GAUGE X 5/16 INSULIN 3
FREESTYLE 4 ST SYRINGE (DISP)
PRECISION U-1000.3 ML, 1/2
SYRINGE 1 ML ML
fol\fLA;f %iﬁglli& INSULIN 3 MO
5L SYRINGE (DISP)
U-100 1 ML
)(gngZE PADS 2 3 INSUPEN 4 ST
NEEDLE 29
HEALTHWISE 4 ST GAUGE X 1/2", 31
INSULIN GAUGE X 3/16"
SYRINGE INSUPEN 4 ST; MO
HEALTHWISE 4 ST NEEDLE 30
PEN NEEDLE GAUGE X 5/16",
HEALTHY 4 ST 31 GAUGE X 1/4",
ACCENTS 31 GAUGE X
UNIFINE 5/16", 32 GAUGE
PENTIP X 1/4", 32 GAUGE
INCONTROL 4  ST; MO X5/16%32
PEN NEEDLE 29 GAUGE X 5/32",
GAUGE X 1/2", 31 33 GAUGE X
GAUGE X 5/16", 5/32
32 GAUGE X LITE TOUCH 4 ST; MO
5/32" INSULIN PEN
INCONTROL 4 ST NEEDLES
PEN NEEDLE 31
GAUGE X 1/4", 31
GAUGE X 3/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to 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 2021.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

LITE TOUCH 4 ST MAGELLAN 4 ST; MO

INSULIN SYRINGE 0.3 ML

SYRINGE 0.3 ML 30 X 5/16"

29 GAUGE X 172", MAGELLAN 4 ST

0.3 ML 30 . SYRINGE 0.5 ML

GAUGE X 5/16", 30 GAUGE X

0.3 ML 31 5/16"

(??ﬁi}];;( SI16", MAXICOMFORT 4 ST

GAUGE X 112", II PEN NEEDLE

0.5 ML 30 MAXICOMFORT 4 ST

GAUGE X 5/16", 1 INSULIN

ML 28 GAUGE, 1 SYRINGE

ML 28 GAUGE X MAXI- 4 ST; MO

1/2",1 ML 29 COMFORT

GAUGE, 1 ML 29 INSULIN

GAUGE X 12", 1 SYRINGE

ML 30 GAUGE X MAXICOMFORT 4 ST

5/16, 1 ML 30 SAFETY PEN

GAUGE X 7/16", NEEDLE

ngll\J/Iéégx 12" MICRODOT 4 ST

INSULIN PEN

LITE TOUCH 4 ST; MO NEEDLE

INSULIN -

SYRINGE 0.5 ML }\F/II—IIII\II\II [IJILTRA- 5 ST. MO

31 GAUGE X

5/16", 1 ML 31 MONOJECT 4 ST; MO

GAUGE X 5/16, INSULIN

1/2 ML 28 SAFETY

GAUGE, 1/2 ML SYRINGE 0.3 ML

29.1/2 ML 30 29 GAUGE X 1/2",

GAUGE 0.5 ML 29

MAGELLAN 4 ST, MO GAUGE X 172",

INSUEIN (()}SA%J/I(L}E(; 5/16"

SAFETY SYRNG :

29 GAUGE X 1/2"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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 2021.
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Tier  ts/Limits Tier  ts/Limits

MONOJECT 4 ST MONOJECT 4  ST; MO
INSULIN ULTRA
SAFETY COMFORT
SYRINGE 0.3 ML INSULIN
30 GAUGE X NEEDLES, 3 MO
S/16 INSULIN
MONOJECT 4  ST; MO DISP..SAFETY
INSULIN NOVOFINE 32 MO
gggg%?; %L NOVOFINE MO
03 ML 31 AUTOCOVER
GAUGE X 5/16", NOVOFINE 3 MO
0.5 ML 31 PLUS
GAUGE X 5/16", 1 NOVOTWIST MO
ML 25 GAUGE X OMNIPOD DASH MO
5/8", 1 ML 28 5 PACK POD
GAUGE X 1/2", 1
ML 30 GAUGE X OMNIPOD 3 MO
GAUGE X 5/16
MONOJECT 4 ST OMNIPOD R 1 ©

INSULIN
INSULIN REFILL
SYRINGE 0.3 ML
30 GAUGE X PENTIPS 4 ST
5/16",0.5 ML 29 PRO COMFORT 4 ST
GAUGE X 1/2", INSULIN
0.5 ML 30 SYRINGE
GAUGE X 5/16", 1 PRO COMFORT 4 ST
LT
ML 29 GAUGE X PRODIGY 4 ST
12", 1/2 ML 28 INSULIN
GAUGE X 12" SYRINGE 0.3 ML

31 GAUGE X
MONOJECT 4 ST 5/16"
SYRINGE 1/2 ML
28 GAUGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
PRODIGY 4 ST; MO SURE COMFORT 4 ST; MO
INSULIN INSULIN
SYRINGE 0.5 ML SYRINGE 0.3 ML
31 GAUGE X 29 GAUGE X 1/2",
5/16", 1 ML 28 0.3 ML 30
GAUGE X 1/2" GAUGE X 1/2",
PURE COMFORT 4 ST 0.3 ML 30
PEN NEEDLE GAUGE X 5/16",
0.3 ML 31
RELIONPEN 4 T GAUGRX S16"
0.5 ML 30
SAFESNAP 4 ST; MO GAUGE X 1/2",
INSULIN 0.5 ML 30
SYRINGE 0.3 ML GAUGE X 5/16",
30 GAUGE X 0.5 ML 31
5/16", 0.5 ML 30 GAUGE X 5/16", 1
GAUGE X 5/16", 1 ML 28 GAUGE X
ML 28 GAUGE X 1/2", 1 ML 29
12" IML29 GAUGE X 1/2", 1
GAUGE X 172 ML 30 GAUGE X
SAFESNAP 4 ST 172", 1 ML 30
INSULIN GAUGE X 5/16, 1
SYRINGE 0.5 ML ML 31 GAUGE X
29 GAUGE X 1/2" 5/16, 1/2 ML 28
SAFETY PEN 4 ST GAUGE X 172
NEEDLE SURE COMFORT 4 ST
SECURESAFE 4 ST INSULIN
PEN NEEDLE SYRINGE 0.3 ML
SURE COMFORT 4 ST; MO 31 GAUGE X 1/4",

INS. SYR. U-100

1 ML 31 GAUGE
X 1/4", 1/2 ML 31

GAUGE X 1/4"
SURE COMFORT 4 ST; MO
PEN NEEDLE
SURE-FINE PEN 4 ST; MO

NEEDLES

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
SURE-JECT 4 ST TECHLITE 4 ST
INSULIN INSULIN
SYRINGE 0.3 ML SYRINGE (HALF
29 GAUGE X 1/2", UNIT) 0.3 ML 29
0.3 ML 30 GAUGE X 1/2",
GAUGE X 5/16", 0.3 ML 30
0.5 ML 29 GAUGE X 5/16",
GAUGE X 1/2", 0.3 ML 31
0.5 ML 30 GAUGE X 15/64",
GAUGE X 5/16", 1 0.5 ML 29
ML 28 GAUGE X GAUGE X 1/2",
1/2",1 ML 29 0.5 ML 30
GAUGE X 12", 1 GAUGE X 5/16",
ML 30 GAUGE X 0.5 ML 31
5/16, 1/2 ML 28 GAUGE X 5/16"
GAUGE X 172" TECHLITE 4  ST; MO
SURE-JECT 4 ST; MO INSULIN
INSULIN SYRINGE (HALF
SYRINGE 1 ML UNIT) 0.3 ML 30
31 GAUGE X 5/16 GAUGE X 1/2",
TECHLITE 4 ST 0.3 ML 31
INSULIN GAUGE X 5/16",
SYRINGE 1 ML 0.5 ML 30
29 GAUGE X 1/2", GAUGE X 172",
1 ML 30 GAUGE 0.5 ML 31
X 1/2", 1 ML 30 GAUGE X 15/64"
GAUGE X 5/16 TECHLITE PEN 4 ST; MO
TECHLITE 4  ST; MO NEEDLE 29
INSULIN GAUGE X 1/2", 31
SYRINGE 1 ML GAUGE X 1/4", 31
31 GAUGE X GAUGE X 3/16",
15/64", 1 ML 31 31 GAUGE X
GAUGE X 5/16 5/16", 32 GAUGE
X 1/4", 32 GAUGE
X 5/16", 32
GAUGE X 5/32"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
TECHLITE PEN 4 ST THINPRO 4 ST; MO
NEEDLE 29 INSULIN
GAUGE X 3/8" SYRINGE 0.3 ML
TERUMO 4 ST 31 X 3/8",0.5 ML
INSULIN 31 X 3/8",1 ML 28
SYRINGE 0.3 ML GAUGE X 1/2 1
30 X 3/8", 1/2 ML ML 31 X 3/8
27 GAUGE X 1/2", TOPCARE 4 ST
1/2 ML 28 CLICKFINE
GAUGE X 172", TOPCARE 4 ST
1/2 ML 30 X 3/8" ULTRA
TERUMO 4 ST; MO COMFORT
INSULIN TRUE 4 ST
SYRINGE 0.5 ML COMFORT
29 GAUGE X 1/2", INSULIN
1 ML 27 GAUGE SYRINGE
X 1/2",1 ML 2% TRUE 4 ST
GAUGE X 172", 1 COMFORT PEN
11\;121: 29 GAUGE X NEEDLE
thinpro insulin 2 ST TRUEPLUS g ST
- INSULIN
syringe 0.3 ml 29 SYRINGE 0.3 ML
gauge x 112", 0.5 m 29 GAUGE X 1/2",
29 gauge x 1/2", 1 1/2 ML 28
ml 29 gauge x 1/ GAUGE X 1/2"
THINPRO 4 ST
INSULIN

SYRINGE 0.3 ML
30 X 3/8", 1 ML 30
GAUGE X 3/8",
1/2 ML 28
GAUGE X 172",
1/2 ML 30 X 3/8"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TRUEPLUS 4 ST; MO ULTICARE PEN 4 ST; MO
INSULIN NEEDLE 29
SYRINGE 0.3 ML GAUGE X 1/2", 31
30 GAUGE X GAUGE X 1/4", 31
5/16", 0.3 ML 31 GAUGE X 3/16",
GAUGE X 5/16", 31 GAUGE X
0.5 ML 29 5/16", 32 GAUGE
GAUGE X 1/2", X 5/32"
0.5 ML 30 ULTICARE PEN 4 ST
GAUGE X 5/16", NEEDLE 32
0.5 ML 31 . GAUGE X 1/4"
GAUGE X 5/16", 1 ULTICARE 4 ST
ML 28 GAUGE X
" SAFETY PEN
1/2",1 ML 29 NEEDLE
GAUGE X 1/2", 1
ML 30 GAUGE X ULTICARE 4 ST; MO
5/16, 1 ML 31 SYRINGE 0.3 ML
GAUGE X 5/16 30 GAUGE X 1/2",
TRUEPLUS PEN 4 ST; MO 0.5 ML 30 "
NEEDLE GAUGE X 1/2",
0.5 ML 31
ULTICARE 4 ST; MO GAUGE X 5/16", 1
INSULIN ML 30 GAUGE X
SYRINGE 0.3 ML 1/2", 1 ML 31
31 GAUGE X 1/4", GAUGE X 5/16
;(1\1/1/{‘:,,31 GAUGE ULTICARE 4 ST
SYRINGE 0.3 ML
ULTICARE 4 ST 31 GAUGE X
INSULIN 5/16"
SYRINGE 12 ML ULTIGUARD 3T
SAFEPACK-
ULTICARE 4 ST; MO INSULIN SYR
IS??:(JEELF ULTIGUARD 4 ST
UNIT) SAFEPACK-PEN
NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ULTILET 4 ST ULTRA 4 ST
INSULIN COMFORT
SYRINGE 0.3 ML INSULIN
29 GAUGE X 172", SYRINGE 0.3 ML
0.3 ML 30 29 GAUGE X 1/2",
GAUGE X 5/16", 0.3 ML 30,0.3 ML
0.3 ML 31 31 GAUGE X
GAUGE X 5/16", 5/16", 0.5 ML 31
0.5 ML 29 GAUGE X 5/16", 1
GAUGE X 172", ML 28 GAUGE, 1
0.5 ML 30 ML 28 GAUGE X
GAUGE X 5/16", 1/2",1 ML 29
0.5 ML 31 GAUGE, 1 ML 30
GAUGE X 5/16", 1 GAUGE X 7/16", 1
ML 29 GAUGE X ML 31 GAUGE X
1/2",1 ML 30 5/16, 1/2 ML 28
GAUGE X 5/16, 1 GAUGE, 12 ML
ML 31 GAUGE X 28 GAUGE X 1/2",
5/16 1/2ML 29, 1/2 ML
ULTILET PEN 4 ST 30 GAUGE
NEEDLE 29 ULTRA 4 ST; MO
GAUGE COMFORT
ULTILET PEN 4  ST; MO INSULIN
NEEDLE 32 SYRINGE 0.3 ML
GAUGE X 5/32" 30 GAUGE X
ULTRA CMFT 4 ST g}fU’ gé ;\(/I {”/22,,9
INS SYR (HALF ’
UNIT) 0.5 ML 30
GAUGE X 5/16", 1
ML 29 GAUGE X
1/2",1 ML 30
GAUGE X 5/16
ULTRA FLO 4 ST
INSUL
SYR(HALF
UNIT)

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

ULTRA FLO 4 ST ULTRA-THIN II 4 ST; MO

INSULIN (SHORT) PEN

SYRINGE NDL

ULTRA FLO PEN 4 ST ULTRA-THIN II 4 ST; MO

NEEDLE 29 INS PEN

GAUGE X 1/2", 31 NEEDLES

GAUGE X 5/16", ULTRA-THIN II 4  ST; MO

32 GAUGE X INSULIN

5/32", 33 GAUGE SYRINGE

X 5/32 UNIFINE PEN 4 ST

ULTRA FLO PEN 4 ST; MO NEEDLE

veELel NENEd

PENTIPS

ULTRA THIN 4 ST MAXFLOW

PEN NEEDLE UNIFINE 4 ST

ULTRACARE 4 ST PENTIPS

INSULIN NEEDLE 29

SYRINGE GAUGE

ULTRACARE 4 ST; MO UNIFINE 4 ST; MO

PEN NEEDLE PENTIPS

ULTRA-THIN II 4 ST; MO NEEDLE 29

(SHORT) INS GAUGE X 1/2", 31

SYRINGE 0.3 ML GAUGE X 1/4", 31

30 GAUGE X GAUGE X 3/16",

5/16", 0.3 ML 31 31 GAUGE X

GAUGE X 5/16", 1 5/16", 32 GAUGE

ML 30 GAUGE X X 1/4", 32 GAUGE

5/16, 1 ML 31 X 5/32", 33

GAUGE X 5/16 GAUGE X 5/32"

ULTRA-THIN II 4 ST UNIFINE 4 ST

(SHORT) INS PENTIPS PLUS

SYRINGE 0.5 ML MAXFLOW

30 GAUGE X

5/16", 0.5 ML 31

GAUGE X 5/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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UNIFINE ST; MO COLCHICINE 4 ST; MO
PENTIPS PLUS ORAL CAPSULE
NEEDLE 29 colchicine oral 2 MO
GAUGE X 172", 31 tablet
AUGE X 1/4", 31
g AUGE X 3/1 6’” COLCRYS 4 ST; MO
31 GAUGE X ’ febuxostat 2 MO
5/16", 32 GAUGE GLOPERBA 4 ST; MO
X 5/32" MITIGARE 4  ST;MO
ggl\lgiggPLUS ST probenecid 2 MO
NEEDLE 33 probenecid- 2 MO
GAUGE X 5/32" colchicine
UNIFINE ST ULORIC MO
SAFECONTROL ZYLOPRIM MO
VANISHPOINT ST OSTEOPOROSI
INSULIN S THERAPY
SYRINGE ACTONELORAL 4  ST; MO;
VANISHPOINT ST; MO TABLET 150 MG QL (1 per
SYRINGE 0.5 ML 30 days)
30 GAUGE X 172", ACTONELORAL 4  ST; MO;
I ML 29 GAUGE TABLET 35 MG QL (4 per
X172 28 days)
V-GO 20 MO alendronate oral 2 MO; QL
V-GO 30 MO solution (300 per 28
V-GO 40 MO days)
MUSCULOSK alendronate oral 1 MO; QL
tablet 10 mg (30 per 30
RHEUMATO oy
alendronate oral 1 MO; QL (4
LOGY tablet 35 mg, 70 mg per 28 days)
GOUT ATELVIA 4 ST; MO:;
THERAPY QL (4 per
28 days)

allopurinol

MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
BINOSTO 4 ST; MO; risedronate oral 2 MO:; QL (4
QL (4 per tablet 35 mg, 35 mg per 28 days)
28 days) (12 pack), 35 mg (4
BONIVA ORAL 4  ST; MO; pack)
QL (1 per risedronate oral 2 MO; QL
30 days) tablet 5 mg (30 per 30
EVENITY 5  PA;MO; days)
SUBCUTANEOU QL (2.34 risedronate oral 4 MO:; QL (4
S SYRINGE per 30 days) tablet,delayed per 28 days)
210MG/2.34ML ( release (drlec)
10SMG/1.1TMLX2 TERIPARATIDE 5  PA;MO;
) QL (2.48
EVISTA 4 MO per 28 days)
FORTEO 5 PA; MO; TYMLOS 5 PA; MO;
SUBCUTANEOU QL (2.4 per QL (1.56
S PEN INJECTOR 28 days) per 30 days)
20 MCG/DOSE OTHER
FOSAMAX 4 ST; MO; GICALS
ORAL TABLET QL (4 per
maon AGIA
FOSAMAX PLUS 4  ST; MO; QL (3.6 per
28 days)
D QL (4 per
SUBCUTANEOU L (3.6
ibandronate oral 2 MO; QL (1 QL (3.6 per
S 28 days)
per 30 days) ARAVA 5 MO; QL
PROLIA 3 PA; MO; :Q
(30 per 30
QL (1 per days)
180 days)
loxi 5 MO BENLYSTA 5 PA; MO
raloxifene SUBCUTANEOU
risedronate oral 2 MO; QL (1 S
tablet 150 mg per 30 days) CUPRIMINE 5 PA: MO
DEPEN 5 PA; MO
TITRATABS

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ENBREL MINI 5  PA;MO; HUMIRA(CF) 5  PA;MO;
QL (8 per PEDI CROHNS QL (2 per
28 days) STARTER 180 days)
ENBREL 5  PA:;MO; SUBCUTANEOU
SUBCUTANEOU QL (16 per S SYRINGE KIT
S RECON SOLN 28 days) 80 MG/0.8 ML-40
ENBREL 5 PA;MO: MG/0.4 ML
SUBCUTANEOU QL (8 per HUMIRA(CF) 5  PA;MO;
S SOLUTION 28 days) PEN CROHNS- QL (3 per
ENBREL 5 PA;MO; UC-H5 180 days)
SUBCUTANEOU QL (8 per HUMIRA(CF) 5 PA;MO;
S SYRINGE 28 days) PEN PEDIATRIC QL (4 per
ENBREL 5 PA: MO; uc 28 days)
SURECLICK QL (8 per HUMIRA(CF) 5 PA;MO;
28 days) PEN PSOR-UV- QL (3 per
HUMIRA PEN 5 PA: MO: ADOL HS 180 days)
QL (4 per HUMIRA(CF) 5  PA;MO;
28 days) SUBCUTANEOU QL (4 per
: : S PEN INJECTOR 28 days)
HUMIRA PEN 5  PA;MO; KIT 40 MG/0.4
CROHNS-UC-HS QL (6 per ML
START 180 days)
HUMIRA PEN 5 PA: MO:; HUMIRA(CF) > PAMO;
PSOR.UVEITS. QL (4 per SUBCUTANEOU QL (2 per
ADOL HS 180 days) S PEN INJECTOR 28 days)
Y KIT 80 MG/0.8
HUMIRA 5  PA;MO; ML
UCUTANEOU QLGN MiaCh 5 Ao
20 MG/0.8 ML y SUBCUTANEOU QL (2 per
; S SYRINGE KIT 28 days)
HUMIRA(CF) S PA; MO; 10 MG/0.1 ML, 20
PEDI CROHNS QL (3 per MG/0.2 ML
STARTER 180 days) HUMIRA(CF) 5  PA; MO;
SUBCUTANEOU
S SYRINGE KIT SUBCUTANEOU QL (4 per
90 MG/0.8 ML S SYRINGE KIT 28 days)
: 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
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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KEVZARA 5  PA;MO; OTEZLA 5  PA;MO;
QL (2.28 STARTER ORAL QL (55 per
per 28 days) TABLETS,DOSE 28 days)
KINERET 5 PA;QL PACK 10 MG (4)-
(20.1 per 30 20 MG (4)-30 MG
days) 47)
leflunomide 2 MO; QL OTREXUP (PF) 4 MO
(30 per 30 penicillamine 5 PA; MO
days) RASUVO (PF) 4 MO
OLUMIANT > PAIMO; REDITREX (PF) 4 MO
%Ldfyos)per RIDAURA 5 MO
ORENCIA 5  PA;MO; RINVOQ 2 g/i; (%O;er
CLICKJECT QL (4 per P
28 days) 30 days)
. SAVELLA ORAL 3 MO;QL
ORENCIA > PAMO; TABLET (60 per 30
SUBCUTANEOU QL (4 per days)
S SYRINGE 125 28 days) Y
MG/ML SAVELLA ORAL 3 MO;QL
ORENCIA 5  PA;MO:; IT)QEEETS’DOSE gsa > f)er 30
SUBCUTANEOU QL (1.6 per Y
S SYRINGE 50 28 days) SIMPONI > PATMO;
MG/0.4 ML SUBCUTANEOU QL (3 per
— S PEN INJECTOR 28 days)
ORENCIA 5  PA;MO; 100 MG/ML
SUBCUTANEOU QL (2.8 per
S SYRINGE 87.5 28 days) SIMPONI 5  PAMO;
MG/0.7 ML SUBCUTANEOU QL (0.5 per
OTEZLA 5 DA MO: S PEN INJECTOR 28 days)
OL (60 per 50 MG/0.5 ML
30 days) SIMPONI 5  PA;MO;
SUBCUTANEOU QL (3 per
S SYRINGE 100 28 days)
MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SIMPONI 5 PA; MO; CLIMARA PRO 4 PA; MO
SUBCUTANEOU QL (0.5 per COMBIPATCH 4 PA: MO
i/[gg?\;ff 30 28 days) CRINONE 4 MO
i VAGINAL GEL 4
XELJANZ ORAL 5 PA; MO; %
SOLUTION ?OL dfosg per CRINONE 4 PA;MO
Y VAGINAL GEL 8
XELJANZ ORAL 5 PA; MO; %
TABLET %L d(a63?s)p cr deblitane 2 MO
XELJANZ XR 5 PA: MO: DELESTROGEN 4 MO
QL (30 per DEPO- 4 MO
30 days) ESTRADIOL
OBSTETRICS DEPO-PROVERA 4 MO
/ INTRAMUSCUL
AR SUSPENSION
GYNECOLOG 150 MG/ML
Y DEPO-SUBQ 4 MO
ESTROGENS / PROVERA 104
PROGESTINS DIVIGEL 4 PA; MO;
TRANSDERMAL QL (30 per
ACTIVELLA 4  PA;MO GEL IN PACKET 30 days)
ORAL TABLET 1- 0.5 MG/0.5 GRAM
0.5 MG (0.1 %)
ALORA 4 PA; MO; dotti 2 PA; MO;
QL (8 per QL (8 per
28 days) 28 days)
amabelz 2 PA; MO DUAVEE 3 MO
ANGELIQ 4 PA;MO ELESTRIN 4  PA; MO;
AYGESTIN 4 MO QL (52 per
BIJUVA 4 PA;MO 30 days)
camila 2 MO errin 2 MO
CLIMARA 1 PA MO: ESTRACEORAL 4  PA;MO
QL (4 per ESTRACE 4  ST; MO
28 days) VAGINAL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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estradiol oral 4 PA; MO Iyllana 2 PA; MO;
estradiol 2 PA; MO; QL (8 per
transdermal patch QL (8 per 28 days)
semiweekly 28 days) lyza 2
estradiol 2 PA; QL (4 medroxyprogesteron 2 MO
transdermal patch per 28 days) e
weekly MENEST ORAL 3 PA;MO
estradiol vaginal 4 MO TABLET 0.3 MG,
estradiol valerate 4 MO 0.625 MG, 1.25
intramuscular oil 20 MG
mglml, 40 mg/ml MENOSTAR 4 PA; MO;
estradiol- 2 PA; MO QL (4 per
norethindrone acet 28 days)
ESTRING 3 MO mimyey 2 PAIMO
ESTROGEL 4 MO; QL MINIVELLE 4 PA; MO;
(50 per 30 QL (8 per
days) 28 days)
EVAMIST 4  PA;MO; nora-be 2 MO
QL (16.2 norethindrone 2
per 30 days) (contraceptive)
FEMHRT LOW 4 PA; MO norethindrone 2 MO
DOSE acetate
FEMRING 4 ST; MO norethindrone ac- 4 PA
Ffravoly 4 PA; MO eth estradiol oral
IMVEXXY 4 ST- MO tablet 0.5-2.5 mg-
MAINTENANCE meg
PACK norethindrone ac- 4 PA; MO
IMVEXXY 4 ST: MO eth estradiol oral
STARTER PACK tablet 1-5 mg-meg
. . PREFEST 4 PA; MO
incassia 2 MO PREMARIN 8 MO
Jjinteli 4 PA; MO ORAL
yleq S VO PREMARIN 3 MO
VAGINAL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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PREMPHASE 3 MO metronidazole 2 MO
PREMPRO 3 MO vaginal
progesterone 2 MO miconazole-3 2 MO
micronized vaginal suppository
PROMETRIUM 4 MO NUVARING 4 MO
PROVERA 4 MO ORIAHNN 5 PA; MO
sharobel 2 MO OSPHENA 4 MO
VAGIFEM 4 ST; MO terconazole 2 MO
VIVELLE-DOT 4 PA; MO; tranexamic acid 2 MO

QL (8 per oral

28 days) vandazole 2 MO
yuvafem 4 MO xulane 4 MO
MISCELLANEO zafemy 4 MO
US OB/GYN ORAL
ANNOVERA 4 MO CONTRACEPTI
CLEOCIN 4 MO VES / RELATED
VAGINAL AGENTS
clindamycin 2 MO altavera (28) 2 MO
phosphate vaginal alyacen 1135 (28) 2 MO
eluryng 4 MO apri 2 MO
etonogestrel-ethinyl 4 aranelle (28) P MO
estradiol ashlyna 5 MO
GYNAZOLE-1 4 MO aubra cq P O
INTRAROSA 4 MO aviane ) MO
LUPANETA 5 PA; MO
PACK (1 BALCOLTRA 4 MO
MONTH) balziva (28) 2 MO
LUPANETA 5  PA;MO BEYAZ 4 MO
PACK (3 blisovi 24 fe 2 MO
MONTH) blisovi fe 1.5/30 2 MO
LYSTEDA 4 MO (28)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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briellyn 2 MO gemmily 2 MO
camrese lo 2 MO GENERESS FE 4 MO
caziant (28) 2 MO hailey 24 fe 2 MO
cryselle (28) 2 MO iclevia 2
cyclafem 1135 (28) 2 MO introvale 2 MO
cyclafem 71717 (28) 2 MO isibloom 2 MO
cyred eq 2 MO Jjasmiel (28) 2 MO
desog- 2 Juleber 2 MO
e.lestradiol/e. estradi junel 1.5/30 (21) 5 MO
zz — . Jjunel 1/20 (21) 2 MO
esogestrel-ethiny 5
estradiol j.unel fe 1.5/30 (28) 2 MO
dolishale 5 j‘unel fe 1120 (28) 2 MO
drospirenone- 2 J un'el'f c24 2 MO
e.estradiol-lm.fa kaitlib fe 2 MO
oral tablet 3-0.02- kariva (28) 2 MO
0.451'mg (24) (4) kelnor 1135 (28) 2 MO
drospirenone-ethinyl 2 MO kelnor 1-50 (28) B MO
estradiol oral tablet
3:0.02 mg kurvelo (28) | 2 MO
drospirenone-cthinyl 5 [ norgestle.estradiol- 2
. e.estrad oral
estradiol oral tablet
3:0.03 mg tablets,dose pack,3
i month 0.10 mg-20
emoquette 2 MO meg (84)110 meg
enpresse 2 MO (7),0.15 mg-30
enskyce 2 MO mcg (84)110 mcg
estarylla 2 MO (7) :
cthynodiol diac-eth 5 [ norgestle.estradiol- 2 MO
estradiol e.estrad oral
: tablets,dose pack,3
falmina (28) 2 MO month 0.15 mg-20
fayosim 2 MO mcgl 0.15 mg-25
Sfemynor 2 MO meg
larin 1.5/30 (21) 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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larin 1120 (21) 2 MO loryna (28) 2 MO
larin fe 1.5/30 (28) 2 MO LOSEASONIQUE 4 MO
larin fe 1120 (28) 2 MO low-ogestrel (28) 2 MO
larissia 2 MO lutera (28) 2 MO
layolis fe 2 MO marlissa (28) 2 MO
leena 28 2 MO mibelas 24 fe 2 MO
lessina 2 MO microgestin 1.5/30 2 MO
levonest (28) 2 MO (21)
levonorgestrel- P MO microgestin 1/20 2 MO
ethinyl estrad oral (21)
tablet 0.1-20 mg- microgestin fe 2 MO
mcg 1.5/30 (28)
levonorgestrel- 2 microgestin fe 1/20 2 MO
ethinyl estrad oral (28)
tablet 0.15-0.03 mg, mili 9 MO
90-20 meg (28) MINASTRIN 24 4 MO
levonorgestrel- 2 MO FE
ethinyl estrad oral

NATAZIA 4 MO
tablets,dose pack,3
month necon 0.5/35 (28) 2 MO
levonorg-eth estrad 2 MO NEXTSTELLIS 4 MO
triphasic nikki (28) 2 MO
levora-28 2 MO noreth-ethinyl 2
LO LOESTRIN 4 MO estradiol-iron
FE norethindrone ac- 2 MO
LOESTRIN 1.5/30 4 MO eth estradiol oral
(21) tablet 1-20 mg-mcg
LOESTRIN 1/20 4 MO norethindrone- 2
21) e.estradiol-iron oral
LOESTRIN FE 4 MO capsule
1.5/30 (28-DAY) norethindrone- 2
LOESTRIN FE 4 MO e.estradiol-iron oral

1/20 (28-DAY)

tablet,chewable

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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norgestimate-ethinyl 2 tarina 24 fe 2 MO
estradiol oral tablet tarina fe 1-20 eq 2 MO
0.1810.215/0.25 mg- (28)
ii;ncg, 0.25-35 mg- tilia fe 7 MO
norgestimate-ethinyl 2 MO lrl‘-estarylla 2 MO
estradiol oral tablet tri-legest fe 2 MO
0.1810.21510.25 mg- tri-lo-estarylla 2 MO
35meg (28) tri-lo-sprintec 2 MO
nortrel 0.5/35 (28) 2 MO tri-mili 2 MO
nortrel 1/35 (21) 2 MO tri-nymyo 2
nortrel 1/135 (28) 2 MO tri-previfem (28) 2 MO
nortrel 71717 (28) 2 MO tri-sprintec (28) 2 MO
nymyo 2 MO tri-vylibra 2 MO
ocella 2 MO tri-vylibra lo 2 MO
orsythia 2 MO tydemy 2 MO
pimtrea (28) 2 MO velivet triphasic 2 MO
pirmella oral tablet 2 MO regimen (28)

1-35 mg-mcg vestura (28) 2

portia 28 2 MO vienva 2 MO
previfem 2 MO vyfemla (28) 2 MO
QUARTETTE 4 MO vylibra 2 MO
reclipsen (28) 2 MO wymzya fe 2 MO
rivelsa 2 MO YASMIN (28) 4 MO
SAFYRAL 4 MO YAZ (28) 4 MO
SEASONIQUE 4 MO zarah 2 MO
setlakin 2 MO zovia 1-35 (28) 2

SLYND 4 MO

sprintec (28) 2 MO

Sronyx 2 MO

syeda 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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OPHTHALM neomycin- 2 MO
OLOGY polymyxin-
gramicidin
ANTIBIOTICS OCUFLOX 4 MO
AZASITE 3 MO ofloxacin 2 MO
bacitracin MO ophthalmic (eye)
ophthalmic (eye) polymyxin b sulf- 2 MO
bacitracin- 2 MO trimethoprim
polymyxin b POLYTRIM 4 MO
ophthalmic (eye) tobramycin 2 MO; QL
BESIVANCE 3 MO ophthalmic (eye) (10 per 14
CILOXAN 4 MO days)
ciprofloxacin hcl 2 MO TOBREX 4 MO; QL
ophthalmic (eye) OPHTHALMIC (10 per 14
erythromycin 2 MO; QL (EYE) DROPS days)
ophthalmic (eye) (3.5per 14 TOBREX 4 MO:; QL
days) OPHTHALMIC (3.5 per 14
; 5 (EYE) days)
gatifl Zxac;l”h — j ﬁg oL OINTMENT
gentak ophthalmic ;
(eye) ointment (3.5 per 30 VIGAMOX 4 MO
days) ZYMAXID 4 MO
gentamicin 2 MO; QL ANTIVIRALS
ththalmic (eye) 5170 per 30 trifluridine 2 MO
ror? ays) ZIRGAN 4 MO
levofloxacin 2 MO
ophthalmic (eye) EE’(I;:KERS
MOXEZA 4 MO
moxifloxacin 5 MO betaxolol' 2 MO
ophthalmic (eye) ophthalmic (eye)
drops BETIMOL 4 MO
NATACYN 4 BETOPTIC S 4 MO
neomycin- 2 MO carteolol 2 MO
bacitracin- ISTALOL 4 MO
polymyxin

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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levobunolol 2 MO CEQUA 4 ST; MO;

ophthalmic (eye) QL (60 per

drops 0.5 % 30 days)

timolol maleate (pf) 2 MO cromolyn 2 MO

timolol maleate 1 MO ophthalmic (eye)

ophthalmic (eye) CYSTADROPS 5 PA

drops CYSTARAN 5 PA

timolol mqleate 2 MO epinastine 9 MO

it o1 oo

rop. 4 CARPINE

timolol mqleate 4 MO LACRISERT 4 PA: MO

ophthalmic (eye)

gel forming solution LASTACAFT 4 MO

TIMOPTIC 4 MO olopatadine 2 MO

OCUDOSE (PF) ophthalmic (eye)

TIMOPTIC-XE 4 MO OXERVATE 5 PA; MO

MISCELLANEO pilocarpine hcl 2 MO

Us ophthalmic (eye)

OPHTHALMOL drops 176, 2%, 47

OGICS RESTASIS 3 MO; QL

(60 per 30

ALOCRIL 4 MO days)

ALOMIDE 4 MO RESTASIS 3 MO;QL

atropine ophthalmic 2 MO MULTIDOSE (5.5 per 30

(eye) drops days)

azelastine 2 MO sulfacetamide 2 MO

ophthalmic (eye) sodium ophthalmic

bepotastine besilate 2 MO (eye)

BEPREVE 4 MO sulfacetamide- 2 MO

BLEPLL10 4 MO prednisolone

BLEPHAMIDE 4 MO XIIDRA 4 gi’ ?6/100 I;er

BLEPHAMIDE 4 MO 30 days)

5.0.P. ZERVIATE 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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COSOPT 4 MO
COSOPT (PF) 4 MO
dorzolamide 2 MO
dorzolamide-timolol 2 MO
dorzolamide-timolol 2 MO

ACULAR 4 ST; MO (pf) ophthalmic

ACULAR LS 4 ST; MO (eye) dropperette

ACUVAIL (PF) 4 ST; MO latanoprost 1 MO

bromfenac 2 MO LUMIGAN 3 MO

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

diclofenac sodium 2 MO 0.01 %

ophthalmic (eye)

. . RHOPRESSA 3 MO
Sflurbiprofen sodium 2 MO ROCKLATAN e MO
ILEVRO 4 ST; MO
ketorolac 2 MO SIMBRINZA 4 MO
ophthalmic (eye) TRAVATAN Z 4  ST;MO
NEVANAC 4  ST; MO travoprost E MO
PROLENSA 3 MO TRUSOPT 4 MO

VYZULTA 4 ST; MO

XALATAN 4 ST; MO

XELPROS 4 ST
acetazolamide 2 MO ZIOPTAN (PF) 4 ST; MO

methazolamide 4 MO

AZOPT 4 MO MAXITROL 4 MO

bimatoprost 2 MO neomyc i’?' 2 MO

ophthalmic (eye) bacitracin-poly-hc

brinzolamide 2 MO neomycin- 2 MO
polymyxin b-

COMBIGAN . MO dexameth

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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neomycin- 2 MO FML FORTE 4 MO
polymyxin-he FML LIQUIFILM 4 MO
ophthalmic (eye) FML S.O.P. 4 MO
PRED-G 4 MO INVELTYS 3 MO
mecsor 4o o 4w
OPHTHALMIC (10 per 14 LOTEMAX SM 4 MO
(EYE) days) loteprednol 2 MO
DROPS,SUSPENS etabonate
ION MAXIDEX 4 MO
TOBRADEX 3 MO; QL PRED FORTE 4 MO
OPHTHALMIC 513.5 per 14 PRED MILD 4 MO
gEISIEEF)MENT ays) prednisolone acetate 2 MO
TOBRADEX ST 4 MO: QL prednisolone sodium 2 MO
’ phosphate
(10 per 14 .
days) ophthalmic (eye)
tobramycin- 2 MO; QL SYMPATHOMI
dexamethasone (10 per 14 METICS
days) ALPHAGAN P 3 MO
ZYLET 4 MO; QL OPHTHALMIC
(10 per 14 (EYE) DROPS 0.1
days) %
STEROIDS ALPHAGAN P 4 MO
OPHTHALMIC
ALREX 3 MO (EYE) DROPS
dexamethasone 2 MO 0.15%
Z 06;;;;1’2157 f;?s(pehc;t)e apraclonidine 2 MO
P " brimonidine 2
DUREZOL 4 MO ophthalmic (eye)
EYSUVIS 3 PA; MO; drops 0.15 %
QL (8.3 per brimonidine 2 MO
14 days) ophthalmic (eye)
FLAREX 4 MO drops 0.2 %
fluorometholone 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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IOPIDINE 4 MO epinephrine injection 2 MO; QL (2
OPHTHALMIC auto-injector 0.15 per 30 days)
(EYE) mgl0.3 ml, 0.3
DROPPERETTE mgl0.3 ml
RESPIRATOR (manjactured fy
mylan specialty
Y AND
ALLERGY EPINEPHRINE 4 QL (2 per
INJECTION 30 days)
ANTIHISTAMI AUTO-
NE / INJECTOR 0.3
MG/0.3 ML
ANTIALLERGE
NIC AGENTS (MANUFACTUR
ED BY MYLAN
AUVI-Q 5 QL (2 per SPECIALTY)

30 days) EPIPEN 2-PAK 4  MO;QL(2
cetirizine oral 2 MO per 30 days)
solution I mgiml EPIPEN JR 2-PAK 4  MO;QL(2
CLARINEX 4 MO; QL per 30 days)
ORAL TABLET (30 per 30 hydroxyzine hcl oral 2 PA; MO

days) tablet
CLARINEX-D 12 4 MO; QL levocetirizine oral 2 MO
HOUR (60 per 30 solution

: days) levocetirizine oral 2 MO; QL
desloratadine 2 MO; QL tablet (30 per 30

5130 p)er 30 days)
EPINEPHRINE 7 NTZ)S oL 2 promethazine oral 4 PA; MO
INJECTION per 30 days) SYMJEPI > MO; (?54 (2
AUTO- per ays)
INJECTOR 0.15 PULMONARY
MG/0.15 ML AGENTS

ACCOLATE 4 MO
acetylcysteine 2 PA; MO

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

This drug list was updated in August 2021.
134


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ADCIRCA 5 PA; MO; albuterol sulfate 2 PA; MO
QL (60 per inhalation solution
30 days) for nebulization 0.63
ADEMPAS 5  PA;MO; mgl3 ml, 1.25 mgl3
LA ml, 2.5 mg I3 ml
0
ADVAIR DISKUS 3 MO; QL ’;0 /008§ 2? =
(60 per 30 &
days) albuterol sulfate 2 MO
ADVAIR HFA 3 MO;QL oral syrup
(12 per 30 albuterol sulfate 4 MO
days) oral tablet
AIRDUO 4  ST; MO; ALVESCO 3 MOQL
DIGIHALER QL (1 per INHALATION (12.2 per 30
30 days) HFA AEROSOL days)
RESPICLICK QL (1 per N
0 days) ALVESCO 3 MO; QL
?;ZZZ; ;’OIHSZ%’W 2 %L d(al 7S)per INHALATION (6.1 per 30
L e 0 y HFA AEROSOL days)
e INHALER 80
megtactuation MCG/ACTUATIO
albuterol sulfate 2 QL (134 N
inhalation hfa per 30 days) )
aerosol inhaler 90 alyq > PA; QL (60
. per 30 days)
mcglactuation
package size 6.7 gm ambrisentan 5 PA; MO;
ALBUTEROL 4 ST; QL (36 LA
SULFATE per 30 days) ANORO 4 ST; MO;
INHALATION ELLIPTA QL (60 per
HFA AEROSOL 30 days)
INHALER 90 ARMONAIR 4 MO; QL (1
MCG/ACTUATIO DIGIHALER per 30 days)
N (NDA020983) ARNUITY 3 MO;QL
ELLIPTA (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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ASMANEX HFA 3 MO; QL BERINERT 5 PA; MO
(13 per 30 INTRAVENOUS
days) KIT
ASMANEX 3 MO; QL (1 BEVESPI 4 ST; MO;
TWISTHALER per 30 days) AEROSPHERE QL (10.7
INHALATION per 30 days)
AEROSOL bosentan 5 PA; MO;
POWDR LA
BREATH
ACTIVATED 110 BREO ELLIPTA 3 ?g(?, e(3]50
MCG/ O f)
ACTUATION Y
(30), 220 MCG/ BREZTRI 3 MO; QL
ACTUATION AEROSPHERE (10.7 per 30
(30), 220 MCG/ days)
ACTUATION (60) BRONCHITOL 5 PA; MO
ASMANEX 3 MO; QL (2 BROVANA 4 PA; MO
TWISTHALER per 30 days) budesonide 4 PA; MO:;
INHALATION inhalation QL (120 per
AEROSOL suspension for 30 days)
POWDR nebulization 0.25
BREATH mgl2 ml, 0.5 mg/2
ACTIVATED 220 ml
MCG/
budesonide 4 PA; MO;
ACTUATION inhalation QL (60 per
(120) :
suspension for 30 days)
ATROVENT HFA 3 MO; QL nebulization 1 mg/2
(25.8 per 30 ml
_ days) BUDESONIDE- 4  ST; MO;
azelastine- 2 MO QL FORMOTEROL QL (10.2
fluticasone (23 per 30 per 30 days)
days) CINRYZE 5  PA;MO
BECONASE AQ 4 (S;]:’ E\S/IOO ’er COMBIVENT 3 MO; QL (8
20 days)p RESPIMAT per 30 days)
cromolyn inhalation 5 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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DALIRESP 4 PA; MO; FLOVENT 3 MO; QL
QL (30 per DISKUS (60 per 30
30 days) INHALATION days)
DUAKLIR 5 ST; MO; BLISTER WITH
PRESSAIR QL (1 per DEVICE 100
MCG/ACTUATIO
30 days) N 50
DULERA 5 MO:QL MCG/ACTUATIO
(13 per 30 N
days) FLOVENT 3 MO; QL
DYMISTA 4 &O ;eQr%o DISKUS (240 per 30
| p) INHALATION days)
ays BLISTER WITH
ESBRIET ORAL 5 PA; MO; DEVICE 250
CAPSULE QL (270 per MCG/ACTUATIO
30 days) N
ESBRIET ORAL 5 PA; MO; FLOVENT HFA 3 MO: QL
TABLET 267 MG QL (270 per AEROSOL (12 per 30
30 days) INHALER 110 days)
ESBRIET ORAL S PA; MO; MCG/ACTUATIO
TABLET 801 MG QL (90 per N
30 days) FLOVENT HFA 3 MO:; QL
FASENRA S PA; MO; AEROSOL (24 per 30
QL (1 per INHALER 220 days)
28 days) MCG/ACTUATIO
FASENRA PEN 5  PA;MO; N
QL (1 per FLOVENT HFA 3 MO;QL
28 days) AEROSOL (10.6 per 30
FIRAZYR 5  PA;MO INHALER 44 days)
MCG/ACTUATIO
N
flunisolide 2 MO; QL
(50 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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Sfluticasone MO; QL levalbuterol hcl 4 PA; MO
propionate nasal (16 per 30 LEVALBUTERO 4 ST; MO,
days) L TARTRATE QL (30 per
FLUTICASONE ST; MO; 30 days)
PROPION- QL (1 per LONHALA 5 MO; QL
SALMETEROL 30 days) MAGNAIR (60 per 30
INHALATION REFILL days)
?g&%ﬁ{ﬂ LONHALA 5  MO;QL
MAGNAIR (60 per 30
BREATH STARTER days)
ACTIVATED e
fluticasone propion- ST; QL (60 pometasone nasal ’ z[f ’e? 150
salmeterol per 30 days) da p)
inhalation blister s
with device montelukast 2 MO
LA QL (34 per
icatibant PA; MO 30 days)
INCRUSE ST; MO; NUCALA ; iﬁ’- 1(\343 3
ELLIPTA QL (30 per er 28 days)
30 days) b Y
ipratropium PA; MO OFEY : I(.)ﬁ:, (12/[00,
bromide inhalation 30 days)p .
ipratropium- PA; MO OMNARIS 4 ST; MO;
albuterol QL (12.5
KALBITOR PA; MO per 30 days)
KALYDECO PA; MO; OPSUMIT 5 PA; MO;
ORAL QL (56 per LA
GRANULESIN 28 days) ORKAMBIORAL 5  PA; MO
GRANULES IN QL (56 per
KALYD]iCO PA; MO; PACKET 28 days)
ORAL TABLET %Ld(:os)per ORKAMBIORAL 5  PA; MO:
y TABLET QL (112 per
LETAIRIS PA; MO; 28 days)
LA
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ORLADEYO 5 PA; LA PULMICORT 4 PA; MO;
PERFOROMIST 3 PA;MO INHALATION QL (60 per
PROAIR 4 ST: MO: 1S:ICJ);PENSION 30 days)
DIGIHALER QL (2 per NEBULIZATION
30 days) 1 MG/2 ML
PROAIR HFA 4 glI:’ ?1470 I;er PULMOZYME 5 PA; MO
30 days) QNASL NASAL 4 ST; MO;
: : HFA AEROSOL QL (4.9 per
PROAIR 4 ST, MO; INHALER 40 30 days)
RESPICLICK QL (2 per MCG/ACTUATIO
30 days) N
PULMICORT 3 MOQLQ QNASL NASAL 4 ST: MO:
FLEXHALER per 30 days) HFA AEROSOL QL (8.7 per
A TTON INHALER 80 30 days)
POWDR 11\\I/ICG/ACTUATIO
BREATH
ACTIVATED 180 QVAR 3 MOQL
MCG/ACTUATIO REDIHALER (10.6 per 30
N INHALATION days)
PULMICORT 3 MO; QL (1 I];IPI:Q AA:FE;{OSOL
FLEXHALER per 30 days) ACTIVATED 40
INHALATION
AEROSOL MCG/ACTUATIO
POWDR N
BREATH QVAR 3 MO; QL
ACTIVATED 90 REDIHALER (21 2 per 30
MCG/ACTUATIO I}?ﬁ%ﬁ%@& days)
N
PULMICORT 4 PA; MO; BREATH
ACTIVATED 80
INHALATION QL (120 per MCG/ACTUATIO
SUSPENSION 30 days) N
FOR
NEBULIZATION
0.25MG/2 ML, 0.5
MG/2 ML
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REVATIO ORAL 5 PA; MO; SYMDEKO 5 PA; MO;
SUSPENSION QL (224 per QL (56 per
FOR 30 days) 28 days)
RECONSTITUTI tadalafil 5 PA;QL (60
ON (pulmonary arterial per 30 days)
REVATIO ORAL 5 PA; MO; hypertension) oral
TABLET QL (90 per tablet 20 mg

30 days) TAKHZYRO 5 PA;MO;
RUCONEST 5 PA; MO LA
SEREVENT 4 ST; MO; terbutaline oral 4 MO
DISKUS QL (60 per THEO-24 3 MO

30 days) theophylline oral MO
sildenafil 5 PA; MO; solution
o el QUMD phyvcora 2 MO

. tablet extended
Suspension for release 12 hr 300 mg
reconstitution 10
mglml theophylline oral 2 MO
sildenafil > PA: MO: tablet extended
. release 24 hr

(pulmonary arterial QL (90 per
hypertension) oral 30 days) TRACLEER S PA; MO;
tablet 20 mg LA
SINGULAIR 4 MO TRELEGY 3 MO;QL
SPIRIVA 3  MO:QL4 ELLIPTA 516@10 f)er 30
RESPIMAT per 30 days) y
SPIRIVA WITH 3 MO; QL TRIKAFTA > PA; MO;
HANDIHALER (90 per 90 ORAL TABLETS, QL (84 per

days) SEQUENTIAL 28 days)

Y 100-50-75 MG(D)

STIOLTO 3 MO; QL (4 /150 MG (N)
RESPIMAT per 30 days)
STRIVERDI 3 MO; QL (4
RESPIMAT per 30 days)
SYMBICORT 3 MO; QL

(10.2 per 30

days)
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TUDORZA 4 ST; MO; XOLAIR 5 PA; MO;
PRESSAIR QL (1 per SUBCUTANEOU LA; QL (1
INHALATION 30 days) S SYRINGE 75 per 28 days)
AEROSOL MG/0.5 ML
POWDR XOPENEX 4  PA;MO
BREATH XOPENEX 4 PA; MO
ACTIVATED 400 CONCENTRATE
MCG/ACTUATIO
N XOPENEX HFA 4 ST; MO;
- QL (30 per
TUDORZA 4 ST; QL (1 30 days)
PRESSAIR per 30 days) Y
INHALATION YUPELRI 5 PA; MO;
AEROSOL QL (90 per
POWDR 30 days)
BREATH zafirlukast 2 MO
ACTIVATED 400 ZETONNA 4 ST; MO;
MCG/ACTUATIO QL (6.1 per
N (30 ACTUAT) 30 days)
VENTAVIS 5 PA; MO Zileuton 5 MO
VENTOLIN HFA 4 ST; MO; 7ZYFLO 5 MO
QL (36 per
30 days) UROLOGICA
wixela inhub 4 ST; QL (60 LS
per 30 days) ANTICHOLINE
XHANCE 4 ST; MO; RGICS /
QL (32 per ANTISPASMOD
30 days) ICS
XOLAIR 5 PA; MO; X .
SUBCUTANEOU LA; QL (8 darifenacin E. VO
S RECON SOLN per 28 days) DETROL 4 MO
XOLAIR 5 PA: MO: DETROL LA 4 MO
SUBCUTANEOU LA; QL (8 DITROPAN XL 4 MO
S SYRINGE 150 per 28 days) ORAL TABLET
MG/ML EXTENDED
RELEASE 24HR
10 MG, 5 MG
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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flavoxate 2 MO RAPAFLO 4 ST; MO
GELNIQUE 4 MO; QL silodosin 2 MO
TRANSDERMAL (30 per 30 tamsulosin 1 MO
GEL IN PACKET days) UROXATRAL 4 ST;MO
GEMTESA 4 MO
MYRBETRIQ 3 MO
ORAL TABLET
EXTENDED
RELEASE 24 HR bethanechol chloride 2 MO
oxybutynin chloride 2 MO CIALIS ORAL 4 PA; MO;
OXYTROL 4 MO; QL (8 TABLET 2.5 MG, QL (30 per
per 28 days) > MG 30 days)
solifenacin ) MO CYSTAGON 4 PA; LA
tolterodine 2 MO ELMIRON 3 MO
TOVIAZ 3 MO potassium citrate 2 MO
i 2 W0 MOCGMOR s N
VESICARE 4 MO RELEASE IN
VESICARE LS 4 MO PACKET
tadalafil oral tablet 2 PA; MO;
2.5mg, 5mg QL (30 per
30 days)
UROCIT-K 10 4 MO
alfuzosin 2 MO UROCIT-K 15 4 MO
AVODART 4 MO UROCIT-K 5 4 MO
dutasteride 2 MO
dutasteride- 4 MO
tamsulosin
finasteride oral 2 MO
tablet 5 mg
FLOMAX 4 ST; MO
JALYN 4 MO
PROSCAR 4 MO
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VITAMINS, potassium chlorid- 2
0
HEMATINICS d5-0.45%macl
/ potassium chloride 2
in 0.9%nacl
ELECTROLY intravenous
TES parenteral solution
ELECTROLYTE 20 meqll, 40 meqll
S potassium chloride 2
' in5 % dex
calcium 2 MO; QL intravenous
acetate(phosphat (360 per 30 parenteral solution
bind) days) 20 meqll
klor-con 10 2 MO potassium chloride 2
klor-con 8 2 MO in lr-d5 intravenous
klor-con ml0 5 MO garente/rlal solution
klor-con m15 2 MO 0 meq' .
orcon m20 ) MO potasszun? chloride 2
In water intravenous

klor-con oral packet 4 MO piggyback 10
20 meql100 ml, 20
K-TAB ORAL 4 MO meql100 ml, 40
TABLET meql100 ml
EXTENDED potassium chloride 2
RELEASE 10 intravenous
MEQ, 20 MEQ potassium chloride 2 MO
€xl€nd€d Velease 8 ex[ended release
meq potassium chloride 4 MO
magnesium sulfate 2 MO oral liquid
injection solution potassium chloride 4
magnesium sulfate 2 oral packet
injection syringe potassium chloride 2 MO
PHOSLYRA 4 MO:; QL oral tablet extended

(1800 per release 10 meq, 8

30 days) meq
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potassium chloride 2 AMINOSYN-PF 7 4 PA
oral tablet extended % (SULFITE-
release 20 meq FREE)
potassium chloride 2 MO CLINIMIX 4 PA
oral tablet,er 5%/D15W
particles/crystals 10 SULFITE FREE
meq CLINIMIX 4 PA
potassium chloride 2 4.25%/D10W
oral tablet,er SULF FREE
particles/crystals 20 CLINIMIX 5%- 4 PA
meq D20W(SULFITE-
potassium chloride- 2 FREE)

0.45 % nacl CLINIMIX E 4  PA
potassium chloride- 2 4.25%/D10W SUL

d5-0.2%mnacl FREE

intravenous CLINIMIX E 4 PA
parenteral solution 4.25%/D5W SULF

20 megqll FREE

potassium chloride- 2 CLINIMIX E 4 PA
d3-0.9%nacl 5%/D15W SULFIT

sodium chloride 0.45 2 MO FREE

7o intravenous CLINIMIX E 4 PA
parenteral solution 59%,/D20W SULFIT

sodium chloride 3 %% 2 FREE

sodium chloride 5 %% 2 MO CLINISOL SF 15 4 PA
TPN 4 Yo

ELECTROLYTES DOJOLVI 5 PA; MO;
MISCELLANEO LA
US NUTRITION HEPATAMINE 3 PA
PRODUCTS 8%

AMINOSYNII 15 4  PA intralipid B PA
% Intravenous

emulsion 20 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to 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 2021.
144


http://www.express-scripts.com

Drug Name Drug Requiremen
Tier  ts/Limits

INTRALIPID 4 PA
INTRAVENOUS

EMULSION 30 %

ISOLYTES PH 74 4
ISOLYTE-PIN 5 4

% DEXTROSE

NUTRILIPID 4 PA
PLASMA-LYTE 3

148

PLASMA-LYTE A 3
PLENAMINE 4 PA
premasol 10 % 4 PA
PROCALAMINE 4 PA
3%

PROSOL 20 % 4 PA
travasol 10 % 4 PA
TROPHAMINE 4 PA
10 %

VITAMINS /

HEMATINICS

Sfluoride (sodium) 2

oral tablet

prenatal vitamin 2

oral tablet
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Index

IST TIER UNIFINE ACTONEL........ccooeeeeenn. 120  AKLIEF......ccccccoeiiiiiiiiann 70
PENTIPS........cooviieiee. 106 ACTOPLUS MET................ 83  ala-cort.........ccccvviiiiiiiiinan, 74
IST TIER UNIFINE ACTOS ... 83 ALA-SCALP.....cccvvvrren 74
PENTIPS PLUS................. 106 ACULAR..........ceevenn 132 albendazole.............................. 8
abacavir ............ccccccveveeeiiaann. 2 ACULARLS......oovvvreeen. 132 ALBENZA........cccoovvvvvieeee. 8
abacavir-lamivudine................. 2  ACUVAIL (PF).................. 132 albuterol sulfate.................... 135
abacavir-lamivudine- aAcyclovir.......cuevveeieeeeennnn, 2,74 ALBUTEROL SULFATE..135
zidovudine .................cccceuvven... 2 acyclovir sodium....................... 2 alclometasone......................... 74
ABELCET.....cooviiiiiiie, I ACZONE........cccoovviiiiiean, 70  ALCOHOL PADS................ 83
ABILIFY ..o, 44 ADACEL(TDAP ALDACTAZIDE.................. 57
ABILIFY MAINTENA........ 44 ADOLESN/ADULT)(PF)...104 ALDACTONE...................... 57
ABILIFY MYCITE.............. 44 adapalene............................... 70 ALDARA.......cccoviiiieeen, 68
abiraterone................c........... 16  adapalene-benzoyl peroxide....70 ~ ALECENSA......ccccccceviiiinnnn. 16
ABOUTTIME PEN ADCIRCA........ccvvveeee. 135 alendronate........................... 120
NEEDLE......cc...cevvivire. 106 ADDERALL.......cccceeeennneee. 44 alfuzoSin..........cccoevveeeeennn... 142
ABSORICA.........ccoevieeee 70 ADDERALL XR.................. 44 aliskiren.........ccccceeeevvveeeennn.. 57
ABSORICA LD.......cccuue..... 70 adefovir.......ccceeeeeeceeeeeaaannnn. 2 ALKINDI SPRINKLE......... 82
ACAMPTOSALE .....vvveennnnnnnnnnn. 78  ADEMPAS.......cccoeee 135 allopurinol............................ 120
ACANYA. ..o, 70 ADLYXIN........cceeeei. 83  almotriptan malate................. 31
acarbose............cceeeeeeeeiiiiiii.l. 83 ADMELOG SOLOSTAR ALOCRIL.................. 131
ACCOLATE.....cccceevvenne. 134 U-100 INSULIN........ccueee.... 83 ALOGLIPTIN...........conne. 83
ACCUPRIL......cccvveeeeee. 57 ADMELOG U-100 ALOGLIPTIN-

ACCURETIC..........cccuun.. 57 INSULIN LISPRO............... 83 METFORMIN...........ccue.. 83
ACCULANE ... 70  ADVAIR DISKUS............. 135 ALOGLIPTIN-

acebutolol................ccccueenn. 57 ADVAIRHFA................... 135 PIOGLITAZONE................. 83
acetaminophen-caff- ADVOCATE PEN ALOMIDE............cccuuu 131
dihydrocod............................. 37 NEEDLE..........ccccoeiinnnn. 106 ALORA..........ccoovvviiieeeen. 124
acetaminophen-codeine........... 37 ADVOCATE SYRINGES.. 106 alosetron............ccccoueveeennnn... 94
acetazolamide....................... 132 ADZENYSER.......cceeeeee.. 44 ALPHAGANP................... 133
acetic acid................ouveeeeeenn. 81 ADZENYS XR-ODT........... 44 ALREX....ooooiiiiiiiiiiinn, 133
acetylcysteine....................... 134  AEMCOLO......ccccceevveeeeennn. 8 ALTABAX ....ccccciiiiiii 72
ACIPHEX..........oooviiiiee 99 AFINITOR.......ccceevviine. 16 ALTACE......ccccciiiiiiinnn 57
ACIITCLM .eeeeeeeeeeeaaeaannnn 67 AFINITOR DISPERZ.......... 16 altavera (28) ...cccceeeeeeeeennnn.... 126
ACTEMRA........ccvvviee 121 AFREZZA..........ccuvvven. 83 ALTOPREV.......cccevvvnnn.. 64
ACTEMRA ACTPEN........ 121 AGRYLIN......ocoovvveeeeee. 78 ALTRENO..........ceevriennn. 70
ACTHAR........coovviieiee, 82 AIMOVIG ALUNBRIG.........c...0eeeenn. 16
ACTHIB (PF).....cccoeeuvveennn. 104 AUTOINJECTOR................. 31 ALVESCO.....cccceevvvireees 135
ACTICLATE........coeevveeee. 14 AIRDUO DIGIHALER.....135 alyacen 1/35 (28) ....cccuvvv..... 126
ACTIMMUNE.................. 101  AIRDUO RESPICLICK.... 135 alyq..ccceveeeciiieeeeeiiieee, 135
ACTIQu.coiiiiiiieeeiieeee, 37 AJOVY AUTOINJECTOR..31 amabelz...............ccccueu...... 124
ACTIVELLA.......cccovvvnnn. 124 AJOVY SYRINGE............... 31 amantadine hel......................... 2
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AMARYL.....cccooviiiia, 83 ANCOBON......cccceeieeiiieen, 1 ASACOLHD......cooeuvrenen. 94
AMBIEN.........ccooviiie. 44 ANDRODERM.................... 90 asenapine maleate................... 45
AMBIEN CR.........ccocvvveen. 44 ANDROGEL.................. 90,91  ashhyna............ccceuveveeeennn... 126
AMBISOME..........ooviiieis 1 ANGELIQ.....ccoovvveeenne. 124 ASMANEX HFA................ 136
ambrisentan.................cc....... 135 ANNOVERA...................... 126 ASMANEX
amcinonide................cccoeeen. 74 ANORO ELLIPTA............. 135 TWISTHALER................... 136
AMERGE..........ccccvvviiiiiiin, 31 ANTARA.....ccooieieeeeeeeeeee. 64 aspirin-dipyridamole............... 62
AMETRIA ... 126  ANUSOL-HC..........cccuuvee.. 94 ASSURE ID PEN NEEDLE
AMIKACIA ..., 9 apexicone.........cccceeeeeieeennnnn. T4 e 106
amiloride .............cccceveeeennn... 57 APIDRA SOLOSTAR U- ASTAGRAF XL.....cccveeeeens 16
amiloride-hydrochlorothiazide 57 100 INSULIN....................... 83 ATACAND....cccoocviiiiieen, 57
AMINOSYNII 15 %.......... 144  APIDRA U-100 INSULIN...83 ATACAND HCT.................. 57
AMINOSYN-PF 7 % APLENZIN........ooiiiiienne 44 atazanavir............ccccceeeeeeen.. 2
(SULFITE-FREE).............. 144 APOKYN...ooooiiiiiiiiiiieeeen, 30 ATELVIA.......cocoiiiiee 120
amiodarone............................ 56 apraclonidine........................ 133 atenolol.................c...ouuuvee..... 57
AMITIZA ......oovveeiiiieeea, 94 aprepitant..............ccuueeuee...... 94 atenolol-chlorthalidone........... 57
amitriptyline........................... A4 APFT.cceiiiiiieeee e, 126 ATIVAN.......oooieeee 45
amlodipine..............cccceuuv.... 57 APRISO...cccovviiiiiiiii 94  atomoxetine.................c........ 45
amlodipine-atorvastatin.......... 64 APTENSIO XR.................... 44 atorvastatin............................ 64
amlodipine-benazepril............. 57 APTIOM........ccooviviiiine. 25 atovaquonme...............c.eeuuun...... 9
amlodipine-olmesartan............ 57 APTIVUS. ..o 2 atovaquone-proguanil............... 9
amlodipine-valsartan.............. 57 ARALAST NP......ccccceeenn 78 ATRALIN........ccceviiiiin, 70
amlodipine-valsartan- aranelle (28) .....cccceeveeeeennn. 126 ATRIPLA......ccovviiiei 2
hethiazid..............oeevveeeeeeeannn. 57 ARANESP (IN AITOPINE ... 131
ammonium lactate.................. 68 POLYSORBATE)............... 102 ATROVENT HFA.............. 136
AMNESLeeM .............cccceeeee. 70 ARAVA ..., 121  AUBAGIO........ccvvvvvvvvriinnn, 33
AMOXAPINE .....aaaaaaaaaannnn 44 ARAZILIO....ccoooovieiiiieeeaaannnnn. 70  aubraeq............................... 126
amoxicil-clarithromy- ARCALYST ..o, 102 AURYXIA........................... 78
lansopraz.............cccoevvvvvevnnnn. 99 ARICEPT.....ccoovvviiiiiiiiiinnns 33 AUSTEDO..........c.uvvune. 33,34
amoXxicCillin.............cccceeeeeooo. 12 ARIKAYCE.......ooooeeeeiinn. 9 AUVI-Q....ccooviiiieieiiinnn. 134
amoxicillin-pot clavulanate.....12  ARIMIDEX...............ccovvune. 16 AVALIDE.......ccccoovnnnn. 57
AMPHETAMINE................ 44 aripiprazole............cccceeeennn..... 44 AVAPRO......ccovvviviiriiiiiiinnn, 57
amphetamine sulfate............... 44 ARISTADA......ccoovvvvveeeeee, 45 AVEED....ccccoooiiiiiiinn, 91
amphotericinb......................... 1 ARISTADA INITIO............ 44 aviane...........cccccceeeeeeecnnnnn, 126
ampicillin............cccccevveeen... 12 ARIXTRA ... 62 AVILA.coeerieiiiiiaieeeeeee 70
ampicillin sodium.................... 12 armodafinil............................. 45 AVITA.....ccooviiiiee, 70
ampicillin-sulbactam............... 12 ARMONAIR DIGIHALER AVODART......ccoovvvveeeee. 142
AMPYRA ..o, 33 e 135 AVONEX......ccoooiviiiiieannns 102
AMZEEQ.......cccooiiiiiiiiaan, 70  ARNUITY ELLIPTA......... 135 AVYCAZ...coovviiiiiiii. 6
ANAFRANIL........ccccoonneen. 44  AROMASIN......cccceviiieres 16 AYGESTIN.......coviiieenn 124
anagrelide............................... 78 ARTHROTEC 50................. 41 AYVAKIT........................... 16
anastrozole............................. 16 ARTHROTECT7S................. 41 AZACTAM.....cccooviiiiiia, 9
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AZASAN ..o 16 BD ULTRA-FINE MINI BEXSERO........cccoeviiiiinns 104

AZASITE.....ccccoeviiieeees 130  PEN NEEDLE.................... 107 BEYAZ..ooovoiieeeeiieeee, 126
azathioprine...............ccuee...... 16 BD ULTRA-FINE NANO bicalutamide........................... 16
azelaic acid............................. 70 PEN NEEDLE.................... 107 BICILLIN C-R..................... 13
azelastine........................ 81,131 BD ULTRA-FINE ORIG BICILLINL-A...ccooeev. 13
azelastine-fluticasone............ 136 PEN NEEDLE................... 107  BIDIL....ooovviiiiiiiiii, 57
AZELEX ....ccoiiiiiiiiiiieee, 70 BD ULTRA-FINE SHORT BIJUVA ... 124
AZILECT ..ooviviiiieeeenn 30 PENNEEDLE................... 107 BIKTARVY ....cccooiiieeeiin. 2
azithromycin....................... 7,8 BD VEO INSULIN SYR BILTRICIDE..........coeeveenee. 9
AZOPT ... 132 (HALF UNIT)..ccovvveeeeennn. 107 bimatoprost................eeeuuunn. 132
AZOR ..o 57 BD VEO INSULIN BINOSTO.....ccocvviveeeen. 121
AZEFEONAM ... 9 SYRINGEUF................. 107  bisoprolol fumarate................ 57
AZULFIDINE.........ccccovvvn. 94 BECONASE AQ......ccuu..... 136  bisoprolol-
AZULFIDINE EN-TABS....94 BELBUCA...........cc.cceeeennn. 37  hydrochlorothiazide................ 57
bacitracin..............ccccceeen. 130  BELSOMRA.......cccceevee. 45 BIVIGAM.....cooocvvvviiiiiaan, 104
bacitracin-polymyxinb......... 130 benazepril.............cccceeueeennn.... 57 BLEPH-10..........ccccunnnn. 131
baclofen..........cccccuuveiiieeeiannn. 36  benazepril- BLEPHAMIDE.................. 131
BACTRIM.........cvvvvvvvee. 14 hydrochlorothiazide................ 57 BLEPHAMIDE S.O.P........ 131
BACTRIM DS........ccoieee 14 BENICAR......cccooviiiiiiiinnn 57 Dblisovi24 fe.....ccccueveeennnne... 126
BAFIERTAM..........ccevvveee. 34 BENICAR HCT.........c....... 57  blisovi fe 1.5/30 (28) ............ 126
BALCOLTRA..........ccn. 126 BENLYSTA ... 121 BONIVA.......cccoie 121
balsalazide............................. 94 BENZACLIN PUMP........... 70  BONIJESTA....ccoooiiieeiiiee. 94
BALVERSA.......ccovvveeee 16 BENZAMYCIN........c.......... 70  BOOSTRIX TDAP............. 104
balziva (28) ....ueveeeeeeaennnnne 126 BENZNIDAZOLE................. 9  bosentan..............ccceeeeeenn. 136
BANZEL.......ooovvvviiiiiiiiiiiinnns 25  Dbenztropine...........ccccuueennnnn.... 30  BOSULIF.......cccvvviiinnnnne 16, 17
BAQSIMI..........oovis 84  bepotastine besilate............... 131 BRAFTOVI......................... 17
BARACLUDE.........c...c...... 2 BEPREVE.........oie 131 BREO ELLIPTA................. 136
BASAGLAR KWIKPEN BERINERT........cccuvvverenne. 136 BREZTRI AEROSPHERE.136
U-100 INSULIN.......cceeunnnnn. 84 DeSer....ccceeeiiiiiiiiiiiiii 74 briellyn..................cccoooie 127
BAXDELA.......cooiiveee 14 BESIVANCE...................... 130 BRILINTA........cooiieeee 62
BCG VACCINE, LIVE (PF) betamethasone dipropionate....74  brimonidine.......................... 133
............................................. 104 betamethasone valerate........... 74  brinzolamide........................132
BD ECLIPSE LUER-LOK. 106  betamethasone, augmented..... 75 BRISDELLE......................... 45
BD NANO 2ND GEN PEN BETAPACE AF.......ccoooe....... 56 BRIVIACT......ccccceeviiiiinns 25
NEEDLE........cccoovvvveeeenn. 107 BETASERON..................... 102 bromfendac............................ 132
BD SAFETYGLIDE betaxolol......................... 57,130  bromocriptine......................... 30
INSULIN SYRINGE......... 107 bethanechol chloride............. 142 BROMSITE.........ccevvnnne. 132
BD SAFETYGLIDE BETHKIS......covvviieiiiiieees 9 BRONCHITOL.................. 136
SYRINGE.........ccoooiiiiis 107 BETIMOL.........cceoviiiieenn 130  BROVANA......ccoceiiie. 136
BD ULTRA-FINE MICRO BETOPTICS.......oovveeee. 130  BRUKINSA......cccooiiiiees 17
PEN NEEDLE................... 107 BEVESPI AEROSPHERE..136 BRYHALI.............ccccceeen. 75
bexarotene.................c......... 16  budesonide...................... 94, 136
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BUDESONIDE- CAPRELSA.......cccoeviie 17 cefprozil.........ccccveeveuvcennnnnnne. 7

FORMOTEROL................. 136 captopril..........cccceeeeeeenennnnn. 58 ceftazidime............cccceeeeeennn..... 7
bumetanide............................. 58 CARAC....cooiiiiiiiee, 68  ceftriaxone...........ccccueeeeaanannnn. 7
BUPHENYL......................... 78 CARAFATE.....ccccooevnnnnnnn. 99  cefuroxime axetil........... 7
buprenorphine hel................... 37 CARBAGLU....................... 78  cefuroxime sodium........... 7
buprenorphine transdermal carbamazepine........................ 25 CELEBREX......ccccoooviiiennnn. 41
PALCH ..., 37 CARBATROL..................... 25  celecoxib...............coovvne.... 41
buprenorphine-naloxone......... 41  carbidopa............................... 30 CELEXA......ooiiiiiiiiiiiiiiinn, 46
bupropion hcl.......................... 45  carbidopa-levodopa................. 30 CELLCEPT.....cccoovvvieieiennn. 17
BUPROPION HCL.............. 45  carbidopa-levodopa- CELONTIN.......oovvviiiiiiiiiiins 25
bupropion hcl (smoking CNLACAPONE........eeeeeeaeaaaaaannnnn. 30 cephalexin...........cccccuuuueeenn.... 7
Aeter) .....uuiivveciiiiiiiiiiieee, 80 CARDIZEM.........coevvveeenn. 58 CEQUA......ccooiiiiieee 131
bUSPIrone..............ccceeeeuvvvnnn.. 46 CARDIZEM CD.................. 58 CERDELGA.......ccceevvveeeennn. 91
butorphanol............................ 41 CARDIZEMLA.................. 58  cetirizine.........ccouveiiieeeaannn, 134
BUTRANS.....ccoiiiiiiieees 37 CARDURA........ccccevi. 58  cevimeline..........cccccoevvuueninn. 78
BYDUREON BCISE............ 84 CARDURA XL....cccovveeenne 58 CHANTIX....ccoocoiiiiiiiiiees 81
BYETTA ..o 84 CAREFINE PEN NEEDLE CHANTIX CONTINUING
BYSTOLIC.......ccvvveeeee. 58 e 107 MONTH BOX........ccvvveeennn. 81
cabergoline...........cccceeeennn..... 91 CARETOUCH INSULIN CHANTIX STARTING
CABLIVI.......ccoeiiiiiie 62 SYRINGE.......cccccevinn. 107 MONTH BOX.......ccvvveeeennne 81
CABOMETYX...coovvviiieeane 17 CARETOUCH PEN CHEMET........coccoiiiiiiies 78
CADUET....ccoeviiieee 64 NEEDLE......cocccccvvviiiinnn. 107 CHENODAL...........cccuue.. 94
CAFERGOT.....cccocvvvvveeeenn. 31 CARNITOR.........ccunnn 78  chlorhexidine gluconate.......... 81
CALANSR......cooiiieeeee, 58 CAROSPIR.......c.cceevvieen, 58  chloroquine phosphate.............. 9
calcipotriene............cccccceun...... 67 carteolol.............ccccceeeeunnnn... 130  chlorpromazine....................... 46
CALCIPOTRIENE............... 67  Cartiad Xt.....uuuueeeeeeeeeaaennnnnnn 58 chlorthalidone......................... 58
calcipotriene-betamethasone...67  carvedilol................................ 58 CHOLBAM.......................... 95
calcitonin (salmon) ................ 91 carvedilol phosphate............... 58 cholestyramine (with sugar)...64
calcitriol........................... 67,91 CASODEX.....ccoooeviiiiiieiennnn. 17  cholestyramine light................ 64
calcium acetate(phosphat CASPOSUNGIN ....vnnnnnnnnnnn. I CIALIS.....ccooiiiiiiees 142
DiN) cooooeeeeeeeeeiiiiiiiiiiiinanns 143  CATAPRES-TTS-1.............. 58  ciclopiroX......ccceeeeeeeennnn.... 72,73
CALQUENCE..................... 17 CAYSTON...cooviiieeeeeeeeeeeeee. 9 cilostazol..................ccccee....... 62
CAMBIA ... 41 caziant (28) ...cccooeeeueeeeannne. 127  CILOXAN....cccovveeiiiieeens 130
CaMila.........oovveviiieeeaaaennnnn. 124 cefaclor.........ccceeeuvveveennnnnannn. 6 CIMDUO..........oeevirrrr. 2
camrese lo...............ccccuun... 127  cefadroxil..................oooooeennn. 6 cimetidine..............ccccuuuvunn...... 99
CANASA.....ccooeeeeeeeee, 94 cefazolin...................ccoeeeunnn... 6 cimetidine hcl......................... 99
CANCIDAS ..., 1 cefdinir...........ccovveeeennnnnnnnnnn.. 6 CIMZIA......ccoovveeeieieeeee, 95
candesartan................c.c........ 58  cefepime.........ccocuuiiiiiiiiiiaaaann, 6 CIMZIA POWDER FOR
candesartan- CEfiXIMEe...ccceiiiiiiiaaeaeeeeee, 6 RECONST......ccceeeii 95
hydrochlorothiazid.................. 58 cefotetan............cuuueiiiiiaaannnn. 6 cinacalcet.............cccuuuuunen..... 91
CAPEX....oooiiiiiiiieeee, 75 COfOXitin...cucceeaaaaaaiiiirenanaannnn. 7 CINRYZE......ccccevennnnn. 136
CAPLYTA.......ccoe 46  cefpodoxime...........cccuuuuunen..... 7 CIPRO...ccoiiiiiieeeieii, 14
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CIPROHC........cvvvvveeeee. 81 CLINIMIX E 4.25%/D10W COMETRIQ.....cooevvveeeeaenns 17
CIPRODEX.........ccoeeivieeene 81 SULFREE.........ccevvvneenn. 144 COMFORT EZ INSULIN
ciprofloxacin hel........ 14, 81,130 CLINIMIX E 4.25%/D5W SYRINGE...........coovvvires 108
ciprofloxacin in 5 % dextrose..14 ~SULF FREE...................... 144 COMFORT EZ PEN
ciprofloxacin-dexamethasone..8§1 ~ CLINIMIX E 5%/D15W NEEDLES........cooie 108
CIPROFLOXACIN- SULFIT FREE................... 144 COMPLERA.........cccoeveen 2
FLUOCINOLONE............... 81 CLINIMIX E 5%/D20W COMPTO .evaeeeeiaaeeeeieaaaanns 95
citalopram..........ccccceeeeeeeennnn... 46 SULFITFREE................... 144 COMTAN.....covvvviviiiiiiiiinnn, 30
Claravis.........cccceeeeeeeeeiinnnn 70  CLINISOL SF 15 %............ 144 CONCERTA.....ccccceiiiinns 46
CLARINEX......ccccceeeiinnns 134 clobazam................................ 25 CONDYLOX....oooooeevivrerennns 68
CLARINEX-D 12 HOUR.. 134 clobetasol..................c........... 75 constulose............cceeeeeeeeaanne. 95
clarithromycin.......................... 8 clobetasol-emollient................ 75 CONZIP......ccvvvviviiiiieeeeee, 41
CLENPIQ.....ccooiiiiiiein. 95 CLOBEX....coocoiiiiiiieiiinn. 75 COPAXONE.......cccceevv. 34
CLEOCIN.....cccoviiivieeenee, 126 CLOCORTOLONE COPIKTRA.......eeeiiiieeee 17
CLEOCIN HCL............c.... 9 PIVALATE.....ccccccevviiiienne 75 CORDRAN.....cccovvieee. 75
CLEOCIN PEDIATRIC........ 9 clodan.............ccccccooviiiiinn. 75 CORDRAN TAPE LARGE
CLEOCIN T....ccovviieeeene 70 CLODERM........cceeviieenn. 75 ROLL....ccooiiiiiiieee, 75
CLICKFINE PEN clomipramine.......................... 46 COREG.....ccccccvviiiieeiiiine, 58
NEEDLE.........ccooovvvieieeenn. 107  clonazepam............................ 25 COREGCR......ccooevveeeean. 58
CLIMARA.......cccoeiiiies 124 clonidine..............ccccccceevnnnne.. 58 CORGARD.......ccccceevv. 58
CLIMARA PRO................. 124 clonidine hcl...................... 46,58 CORLANOR.......ccocvvvieenn 66
clindacinp........cc.ccccocoeveeein. 70  clopidogrel............................. 62 CORTEF......cccooiiiii, 82
CLINDAGEL...........ccuue.. 70  clorazepate dipotassium.......... 46 CORTIFOAM........ccevveeee..n. 95
clindamycin hel......................... 9 clotrimazole........................ 1,73 COSENTYX...ootviiiiiiiiiiininnnns 67
clindamycin in 5 % dextrose..... 9  clotrimazole-betamethasone....73 COSENTYX (2
clindamycin pediatric................ 9 clovigue.................................. 78  SYRINGES).....cccvvvvvviiinnnns 67
clindamycin phosphate clozapine..........cccceeeeeeeeeeannn.... 46 COSENTYX PEN (2 PENS).67
.............................. 9,70,71,126 CLOZARIL...........cvveee...... 46 COSOPT ....ccooviiviiireeennnn 132
clindamycin-benzoyl peroxide.71 COARTEM.......ccccoeeveveeeannnn... 9 COSOPT (PF)...cccovvvveveeens 132
clindamycin-tretinoin.............. 71 codeine sulfate........................ 37 COTELLIC..........covvvvvvvinnnnes 17
CLINDESSE.......cccoovvieeens 126 COLAZAL.....ccoovvvveeeeane. 95 COTEMPLA XR-ODT......... 46
CLINIMIX 5%/D15W COLCHICINE.................... 120  COZAAR......cccovveieeiieen, 58
SULFITE FREE................. 144 colchicine..............ccccuueeenne. 120 CREON....coeoviiiiiieeiiieeee, 95
CLINIMIX 4.25%/D10W COLCRYS..coiiiieeiiieeeee 120  CRESEMBA.........cccciiiien 1
SULF FREE...........ccuuee. 144 colesevelam...............c............ 64 CRESTOR........cocoviiieenn 64
CLINIMIX 4.25%/D5W COLESTID.....cceeveviiiiieene 64 CRINONE..........ccoeevinnne.n. 124
SULFIT FREE..................... 78  colestipol...............cuueevee..... 64 cromolyn................. 95,131, 136
CLINIMIX 5%- colistin (colistimethate na) ....... 9 cryselle (28) ..ccuueeeiiiiiaaann. 127
D20W(SULFITE-FREE)....144 COMBIGAN...........ccceeee..... 132 CUBICIN......ceeeviiieeeeie. 9
CLINIMIX E 2.75%/D5W COMBIPATCH.................. 124 CUPRIMINE.............ccc.... 121
SULF FREE........cccociii. 78 COMBIVENT RESPIMAT 136 CUTIVATE......occvviiie 75
COMBIVIR .....ccooviiiiiiinn 2 CUVPOSA.....cccooviiiieeeeee 94
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cyclafem 1/35 (28) ... 127  deferasirox...........ccceeeeueunne... 78  dextroamphetamine................ 46
cyclafem 71717 (28) .............. 127  deferiprone.............cccuuuuu...... 78  dextroamphetamine-
cyclobenzaprine...................... 36 DELESTROGEN............... 124 amphetamine.......................... 47
cyclophosphamide................... 17 DELSTRIGO........cccevvvrrnennnn. 2 dextrose 10 % and 0.2 % nacl. 78
CYCLOPHOSPHAMIDE....17 DELZICOL........ccc.cereennn..... 95 dextrose 10 % in water
CYCLOSET......oovvvviviiiiiiinnns 84  demeclocycline....................... 14 (dIOW) .coeeeeneeeeeenn. 78
cyclosporine.......................... 17 DEMSER......ccccoiiiiin. 58 dextrose 5 % in water (d5Sw) ... 79
cyclosporine modified............ 17 DENAVIR......ccccocvviiiienis 74 dextrose 5%-0.2 % sod
CYMBALTA.....ccovveeee. 46 DEPAKOTE.......ccccvvrennnne. 25  chloride..............coevevveeennnnn. 79
CPred e ...eeeeuncneinaaaaanenaaan 127 DEPAKOTE ER................... 25 DIACOMIT......cccoovvveeeen. 25
CYSTADANE........cceeunneen. 95 DEPAKOTE SPRINKLES.. 25 DIASTAT.....ccccceeviiiiieennne. 25
CYSTADROPS................... 131 DEPEN TITRATABS......... 121 DIASTAT ACUDIAL.......... 26
CYSTAGON.......ceevve. 142 DEPO-ESTRADIOL.......... 124 diazepam.......................... 26,47
CYSTARAN . ... 131 DEPO-PROVERA............... 124 diazoxide...............cc.cccceen..... 84
CYTOMEL.........eovviiies 93 DEPO-SUBQ PROVERA DIBENZYLINE................... 58
CYTOTEC......c.cceevviiieaae 99 104 .. 124 DICLEGIS........ccovieie. 95
d10 %-0.45 % sodium chloride 78  DEPO-TESTOSTERONE....91 DICLOFENAC

d2.5 %-0.45 % sodium DERMA-SMOOTHE/FS EPOLAMINE.........ccviee. 41
chloride...............cooevvvveennnn. 78 SCALPOIL........cccvvvvveeee.. 75  diclofenac potassium............... 41
d5 % and 0.9 % sodium DERMOTICOIL................. 81  diclofenac sodium...... 41, 68, 132
chloride...............cocevvveeinnnn. 78  DESCOVY ..oooiiiiieeeeeee, 2 diclofenac-misoprostol............ 41
d5 %9-0.45 % sodium chloride.. 78  desipramine............................ 46  dicloxacillin............................ 13
dalfampridine......................... 34  desloratadine....................... 134 dicyclomine............................ 94
DALIRESP.......cccoovvvreeen. 137 desmopressin.......................... 91 DIFFERIN........................... 71
DALVANCE......ccccccviieeees 9 desog-e.estradiolle.estradiol.. 127 ~ DIFICID...........ccccccceeveennnnnn. 8
danazol................................... 91 desogestrel-ethinyl estradiol.. 127  diflorasone.................ccc......... 76
DANTRIUM........ccccvvviee 37 DESONATE......ccccoovveennne. 75 DIFLUCAN........cooiiveeee, 1
dantrolene..............cccceeeeunn..... 37 desonide.................oouuuuuunnn. 76 diflunisal.................cccvvvvunn. 41
dapsone................cccuvvuuun. 9,71 DESOWEN........cvvvvriviririnnnen 76 digitek.....ccccoveeeeeeeaaaaaaaaaaan. 66
DAPSONE.....ccccooviiiiieinn. 71 desoximetasone...................... 76 digox.........ooooiiiiiiiiiiiiiiii, 66
DAPTACEL (DTAP DESOXYN...cooiiiiieeeiiieeenn 46 digOXIN..coeeeveeiiiieeaaiiaaean, 66
PEDIATRIC) (PF).............. 104 DESVENLAFAXINE.......... 46  dihydroergotamine.................. 32
DAPTOMYCIN.........ccovvvvune. 9 desvenlafaxine succinate......... 46 DILANTIN 30 MG.............. 26
daptomycin............cc.ceeeuueeenn. 9 DETROL......ccccvvvvririiinnn, 141 DILANTIN EXTENDED
DARAPRIM.......ccooiieee 9 DETROLLA.......ccoceeen. 141 100 MG..ooovveiiiiiieeeiiieeee, 26
darifenacin.......................... 141  dexabliss...............ccceeeeeuenn.... 82 DILANTIN INFATABS 50
DAURISMO......ccccovviiieenns 18  dexamethasonme....................... 82 MG ..ot 26
DAYPRO.....ccceeeviiiiiin 41 dexamethasone sodium DILANTIN-125 125 MG/5
DAYTRANA. ... 46  phosphate.................c....u....... 133 ML, 26
DAYVIGO.......ccccvviiiiiaans 46 DEXEDRINE SPANSULE..46 DILAUDID.........cc.ccceennnnne. 37
DDAVP ..o, 91 DEXILANT....ccccceiiiiiiieans 99 diltiazem hcl........................... 58
deblitane.............cuuuveveeen.... 124 dexmethylphenidate................ 46 dilt-XT..uvvveeeeiiiiiieiieie 58
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dimethyl fumarate.................. 34 dronabinol.............................. 95 EASY TOUCH FLIPLOCK
DIOVAN . .....coovviieeeee 58 DROPLET INSULIN INSULIN ...ooeeiiiiieeeeee, 109
DIOVAN HCT..................... 58 SYR(HALF UNIT)............. 108 EASY TOUCH INSULIN
DIPENTUM.........cooeivieeene 95 DROPLET INSULIN SAFETY SYR......cccviies 109
diphenoxylate-atropine........... 94 SYRINGE........cccoovvvvivininn. 108 EASY TOUCH INSULIN
DIPROLENE DROPLET MICRON PEN SYRINGE...........ovvviiees 110
(AUGMENTED).................. 76 NEEDLE........c.ccceovinnenn. 108 EASY TOUCH LUER
dipyridamole.......................... 62 DROPLET PEN NEEDLE.109 LOCK INSULIN................ 110
disulfiram............cccooveevnnnnn. 79 DROPSAFE PEN NEEDLE EASY TOUCH PEN
DITROPAN XL.................. T41 e 109 NEEDLE.......c.ooviiiiiannne. 110
DIURIL.......cccovviiiiieiieeee, 58 drospirenone-e.estradiol-Im.fa EASY TOUCH SAFETY
divalproex..............ccceeeeuunnn... 20 e 127 PEN NEEDLE................... 110
DIVIGEL........cc..cceeeennn. 124 drospirenone-ethinyl estradioll27 EASY TOUCH
dofetilide.................cccoooc...... 56 DROXIA....ccccooviiiiiieinn. 18 SHEATHLOCK INSULIN 110
DOJOLVI......coeeiiiiiiieene 144 droxidopa..................cccu....... 79 EASY TOUCH UNI-SLIP..111
dolishale...............cccc..c....... 127 DUAKLIR PRESSAIR...... 137  econazole................cccccuuuen.n. 73
donepezil............cccouvvvvniinannn. 34 DUAVEE.........coocciine 124 EDARBI....cccovvviiiiiieees 59
DOPTELET (10 TAB DUETACT ....ccceeiiiieeeene. 84 EDARBYCLOR................... 59
PACK) i 62 DUEXIS......ccooiiiiiiiee, 41 EDECRIN......cccocviiiiie, 59
DOPTELET (15 TAB DULERA ..ot 137 EDURANT .....ccceevviiiiiein 2
PACK)..ooiiiiiiiiiiiiieee, 62  duloxetine..............ccccceuuu.... A7 efavirenz........ccccceeeeeeeeeecnnnnne, 2
DOPTELET (30 TAB DUOBRII.......cccooviiiiiine 76  efavirenz-emtricitabin-tenofov..2
PACK) oo, 62 DUOPA......cccoieeeeeee, 30 efavirenz-lamivu-tenofov
DORYX..ooviiiiiiiiieeeiiiieeee 14 DUPIXENT PEN................. 68  diSOP ..ccciiiieeiieeee e, 3
DORYX MPC.........ccceue. 14 DUPIXENT SYRINGE..68, 69 EFFEXOR XR..................... 47
dorzolamide.......................... 132 DUREZOL..........cceeuun... 133 EFUDEX....ccccccoviiiieeene, 69
dorzolamide-timolol.............. 132 dutasteride............................ 142 EGRIFTASV....ccoooiiin. 102
dorzolamide-timolol (pf) ...... 132 dutasteride-tamsulosin.......... 142 ELESTRIN......cccooeeieinnnnn. 124
AOtti e 124 DUTOPROL.............evvveeeee. 59  eletriptan.................oooeueene. 32
DOVATO....cccvveveeeiiieee, 2 DYANAVEL XR................. 47 ELIDEL....ccccooviiiiieen. 69
DOVONEX.....ccccccevviiiiinaans 67 DYMISTA.....ccoiiieee. 137 ELIGARD.....cccccoeviiiieen, 18
doxXazosin........................ 58,59 DYRENIUM........cceevunnennn. 59 ELIGARD (3 MONTH)....... 18
AOXEPIN ..., 47,68 E.E.S. GRANULES............... 8 ELIGARD (4 MONTH)....... 18
doxercalciferol....................... 91 EASY COMFORT ELIGARD (6 MONTH)....... 18
Aoxy-100........cccccvveeeiceanaann. 14 INSULIN SYRINGE......... 109 ELIQUIS.......cccoeeiiiee 62
doxycycline hyclate........... 14,15 EASY COMFORT PEN ELIQUIS DVT-PE TREAT
DOXYCYCLINE NEEDLES........ccccoeviiie. 109 30D START......cooiiiieee 62
HYCLATE......ccoceiiiies 15 EASY GLIDE INSULIN ELMIRON........ccceeviiiies 142
doxycycline monohydrate....... 15 SYRINGE.........ccoovvveeen. 109 eluryng.......cccovvvveeiieeeeneeannn, 126
doxylamine-pyridoxine (vit EASY GLIDE PEN EMCYT..coviiiiiiiiiie, 18
DO) oo 95 NEEDLE.......cccceevviiiees 109 EMEND......ccccccoiiiiiiiiiie, 95
DRIZALMA SPRINKLE....47 EASY TOUCH................... 110 EMFLAZA......ccccovviii. 82
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EMGALITY PEN................. 32 EPZICOM.......ccceeiiviniin, 3 EUCRISA.......cccooiiiiiicen 69

EMGALITY SYRINGE....... 32 EQUETRO.......c.ccevvvrrrenn. 26 CUIRYFOX cceeeveeeeeeiiieeee. 93
CMOGUELLE ... 127 ERAXIS(WATER EVAMIST ...ooovviiiiee 125
EMSAM.....ccooovviieiiieeee, 47  DILUENT)...cccccceiiiiiieeeee 1 EVEKEO.....covviiiiienn. 47
emtricitabine.............cccccceeun..... 3 ergoloid.................................. 47 EVEKEOODT.................... 47
emtricitabine-tenofovir (tdf)....3  ergotamine-caffeine................ 32 EVENITY ... 121
EMTRIVA ..., 3 ERIVEDGE......cccoeennnnn..... 18  everolimus (antineoplastic).... 18
EMVERM.........ccco 9 ERLEADA........cccoiee 18  everolimus

enalapril maleate.................... 59  erlotinib........ccccceeeeieiniaannn. 18  (immunosuppressive)............. 18
enalapril-hydrochlorothiazide. 59 — errin.............cccccvvvvvvvvvvvnnnnn. 124 EVISTA ..., 121
ENBREL.......cccovviiiiiees 122 ERTACZO.....cccvcvvveeeaneen. 73 EVOCLIN.......cceoviiiieean 71
ENBREL MINI.................. 122 ertapenem..............cccceeeeeee..... 9 EVOTAZ..oveeeiieieee 3
ENBREL SURECLICK..... 122 ery pads.................ccoeeeuunn.... 71  EVOXAC....coiiiiiiiieeee, 79
ENDARI......cooeviiiiiiie 79 erygel....eeiieiiiiiiiain 71 EVRYSDI......cooooviiiiiiiines 34
ENAOCET ..o 37 ERYPED 200......ccccccouvveeenn. 8 EXELON PATCH................ 34
ENGERIX-B (PF)............... 104 ERYPED400.........cc..cceee. 8 exemestane............................. 18
ENGERIX-B PEDIATRIC EFrY-1ab ......oovviaiiiiiiiiiie 8 EXFORGE.......ccoocevvinnnnn. 59
(PF) e 104 ERY-TAB....oooooiiiiiiiiiieees 8 EXFORGEHCT.................. 59
CHOXAPATTN .....eaaaaaaaaaaannnn. 62 ERYTHROCIN...................... 8 EXJADE......ccoovviiiiiiiieieen, 79
CHPTESSC ..vvvvvvaaaaaeeeeeeseennnnenns 127  erythrocin (as stearate) ........... 8 EXTAVIA.....ccoooviiiiii, 102
ENSKYCO...covevaiiiiiiaaaaann, 127  erythromycin.................... 8,130 EXTINA....ccccoeieieiiiieee, 73
ENSPRYNG.......ccceeiiiins 18  erythromycin ethylsuccinate.....8 EYSUVIS......ccccccooiiiiiinnin. 133
ENSTILAR .....ccooiiiiiiine 67  erythromycin with ethanol...... 71 EZALLOR SPRINKLE........ 64
ENLACAPONE.........eeeeeeaaaaannnnnn.. 30 erythromycin-benzoyl €ZetiMIDe ........covvvvevvveviiririnnnnn, 64
ERECCAVIT ..vvvvveeeeeeaannns 3 peroxide............ueeeeeeiiiininnnnn. 71 ezetimibe-simvastatin............. 64
ENTRESTO.......ccccvvvvreennn. 66 ESBRIET.....cc.cc.covviinnnnn. 137 FABIOR.........coovviieee. 71
CNUIOSE ..., 95 escitalopram oxalate.............. 47  falmina (28) .....ooeeeeevevvnnnnnnnn. 127
ENVARSUS XR................... 18  esomeprazole magnesium........ 99 famciclovir...........cccccvvvvennnnnne. 3
EPCLUSA ..., 3 estarylla..........ooeueeeeenennnnnnnn. 127  famotidine.............................. 99
EPIDIOLEX......ccccceeevnnnn. 26 ESTRACE........ccooiireannne. 124 FANAPT ..o 47, 48
EPIDUO.....ccccovviieieiiieeee 71 estradiol................cccuu..... 125 FARESTON......ccovvvieen. 18
EPIDUO FORTE................. 71 estradiol valerate.................. 125 FARXIGA................ 84
EPINASTINE ... 131  estradiol-norethindrone acet..125 FARYDAK...........cccvvvneeeen. 18
EPINEPHRINE.................. 134 ESTRING........ceovviirrene 125 FASENRA.......ccoooviiii. 137
epinephrine..................c....... 134 ESTROGEL........................ 125 FASENRA PEN................. 137
EPIPEN 2-PAK......ccccoo....... 134 eszopiclone............................ A7 fayosin.........cceeeecuvvvennnnnn... 127
EPIPEN JR 2-PAK.............. 134 ethacrynic acid....................... 59  febuxostat...............oeuue........ 120
EPILOL...ciiiiiiiieeeeee, 26 ethambutol............................... 9 felbamate...................cccc........ 26
EPIVIR ...coooiiiiiiiiiee 3 ethosuximide.......................... 26 FELBATOL......ccoovvvviannnne 26
EPIVIR HBV..........cccvvvnn 3 ethynodiol diac-eth estradiol. 127 FELDENE.................c.......... 41
eplerenone.......................c...... 59  etodolac..................c.uuuue...... 41  felodipine...............cceeuuunn.... 59
EPOGEN..........ooei 102 etonogestrel-ethinyl estradiol 126 FEMARA...........cccvvvvveeee.n. 18
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FEMHRT LOW DOSE...... 125 fluconazole............................... 1 fosamprenavir..............cc......... 3
FEMRING..................... 125 fluconazole in nacl (iso-osm)....1  fosfomycin tromethamine........ 15
JeMYNOF ..., 127 flucytosine.........cccceeeeeeeeeeeeennn.. 1 fosinopril..............oouuveevvvvennnnn. 59
FENOFIBRATE................... 64  fludrocortisone....................... 82  fosinopril-hydrochlorothiazide 59
fenofibrate............cccceeeeeennnn.... 64  flunisolide............................. 137 FOSRENOL......................... 79
fenofibrate micronized............ 64  fluocinolone........................... 76 FOTIVDA. ..., 18
fenofibrate nanocrystallized....64  fluocinolone acetonide oil........ 81 FRAGMIN..................... 62, 63
fenofibric acid (choline) ......... 64  fluocinolone and shower cap....76 FREESTYLE PRECISION 111
FENOGLIDE...................... 64  fluocinonide............................ 76 FROVA........ccccoviiiiiiiiiiiiis 32
FENOPROFEN..........ccc.o.... 41  fluocinonide-e......................... 76 frovatriptan.............cccccceenn... 32
fenoprofen...........cccocuvvvnnnnnn. 41  fluoride (sodium) ................. 145 FULPHILA......................... 102
fentanyl..........cccccoooviiiieeiennn, 38  fluorometholone.................... 133 furosemide.............................. 59
fentanyl citrate....................... 38 FLUOROPLEX.................... 69 FUZEON.....cooooovviiiiiiieeeee, 3
FENTANYL CITRATE....... 38 FLUOROURACIL............... 69  fyavolv..........cccoueeiiiiiiiaaann, 125
FENTORA........ccvvvveeeeee 38  fluorouracil............................ 69 FYCOMPA..........cccvvv 26
FERRIPROX..........cc..uuune 79 fluoxetine..................ccceeuue... 48  gabapentin..............cccc.oo....... 26
FETZIMA..........cooe 48  fluoxetine (pmdd).................. 48 GABITRIL.......cevvvviieeenns 26
FEXMID.....coooovvvviiieieeis 37  fluphenazine decanoate........... 48 GALAFOLD.......ccccvvvveeeenn. 91
FIASP FLEXTOUCH U- Sfluphenazine hcl...................... 48  galantamine............................ 34
100 INSULIN.....covvvieeeenns 84  flurandrenolide....................... 76  GAMMAGARD LIQUID..105
FIASP PENFILL U-100 Sflurbiprofen................cccceu.... 41 GAMMAGARD S-D (IGA
INSULIN....oooiieiiiee, 84  flurbiprofen sodium............... 132 <1 MCG/ML)....ccvvvvvvennnnn. 105
FIASP U-100 INSULIN........ 84  flutamide.................ccuuuve...... 18 GAMMAKED........cccccee... 105
FINACEA........cccoe 71 fluticasone propionate..... 76, 138 ~ GAMMAPLEX.................. 105
finasteride............................ 142 FLUTICASONE GAMMAPLEX (WITH
FINTEPLA..........cooeiieee. 26 PROPION-SALMETEROL138 SORBITOL)...........ccen..... 105
FIRAZYR ...ccoovvvviiiiiiiiiiiinns 137  fluticasone propion-salmeterol GAMUNEX-C.......cc.......... 105
FIRDAPSE.....cc.ceoviiieees 34 e 138  GARDASIL 9 (PF)............. 105
FIRMAGON KIT W Sfluvastatin......................... 64,65 GASTROCROM.................. 95
DILUENT SYRINGE.......... 18  fluvoxamine...........ccccceeennn..... 48  gatifloxacin...............cc......... 130
FIRVANQ....coooiiiieiiiieeees 9 FMLFORTE...................... 133 GATTEX 30-VIAL............... 95
flac otic 0il.............ccoeeueeennn. 81 FML LIQUIFILM.............. 133 GAUZE PAD......cccceeunn... 111
FLAGYL..coooooooiiiii 9 FMLS.OP...coooen 133 gavilyte-c........ccouvveevieiiaaannn. 95
FLAREX.....ccoooviiiiiinneeen. 133 FOCALIN.....cevvvieeieeeeee, 48  gavilyte-g..........ccceveveeunnnnnn... 95
flavoxate..............coouueee...... 142 FOCALIN XR......ccoovvvrnneen. 48  gavilyte-m...........ccceeeeeunnnnn... 95
FLEBOGAMMA DIF........ 105  fondaparinux.......................... 62 GAVRETO........ccuvvrnn 18
flecainide..................cccccoe.... 56 FORFIVO XL......cceovuvvveennn. 48 GELNIQUE........ccceevennne 142
FLECTOR........ooevviieens 41 FORTAMET........cccouvvvveen. 84  gemfibrozil.............cccuuu..... 65
FLOLIPID..........ccvvvvvreeen. 64 FORTEO......cccvvvvviieeeans 121 gemmily........ccccceveeeeennnnnne 127
FLOMAX ..ccooviiiiiiiiieen. 142 FORTESTA......ccccoviiiiins 91 GEMTESA......cccooviii. 142
FLOVENT DISKUS........... 137  FOSAMAX.....ccooovvieiinne. 121 GENERESSFE.................. 127
FLOVENT HFA................ 137 FOSAMAXPLUSD.......... 121 generlac.........ccccoeeeeecccnnn. 95
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GONGTAf e, 18 HAEGARDA..........cuu.. 138  HUMALOG U-100
GENOTROPIN.................. 102 hailey 24 fe.......uvuveeeannn... 127 INSULIN.....ccooviiieeeiieeees 85
GENOTROPIN halcinonide............................. 76  HUMATIN........ccovvrieeeee, 10
MINIQUICK................ 102,103 HALDOL.......ccoveivrieeeee. 49 HUMATROPE................... 103
GONLAK ..., 130  HALDOL DECANOATE....49 HUMIRA..........cccvvrvrenne. 122
gentamicin................. 10, 72, 130 halobetasol propionate............ 76 HUMIRA PEN................... 122
gentamicin in nacl (iso-osm).. 10  HALOBETASOL HUMIRA PEN CROHNS-
GENVOYA.....ccooiiiiieee 3 PROPIONATE.........couue.... 76 UC-HS START......cccece..... 122
GEODON........ccovvneeen. 48,49 HALOG......c.cevvviireee. 76  HUMIRA PEN PSOR-
GILENYA ..o, 34 haloperidol............................. 49 UVEITS-ADOL HS............ 122
GILOTRIF ......cccovvveveenee. 18  haloperidol decanoate............. 49 HUMIRA(CF)......cccuuun.e. 122
GIMOTT......ovvveiiiiiieiiiee, 95  haloperidol lactate.................. 49 HUMIRA(CF) PEDI
GLASSIA ..., 79 HARVONI.......ocvvieiien, 3 CROHNS STARTER......... 122
glatiramer ...........cccceeeeee..... 34 HAVRIX (PF)..ccovveeeeeen. 105 HUMIRA(CF) PEN........... 122
GIALOPA v, 34 HEALTHWISE INSULIN HUMIRA(CF) PEN
GLEEVEC.......ccoiiiiiie. 19 SYRINGE........ccovvren 111 CROHNS-UC-HS............... 122
GHMEPIFide. ..., 84 HEALTHWISE PEN HUMIRA(CF) PEN

glipizide ..............cccccuee.... 84,85 NEEDLE...........cooeviveenn. 111 PEDIATRIC UC................. 122
glipizide-metformin................ 85 HEALTHY ACCENTS HUMIRA(CF) PEN PSOR-
GLOPERBA.........ccoeen. 120  UNIFINE PENTIP............. 111 UV-ADOLHS......ccoeeenne. 122
GLUCAGEN HYPOKIT.....85 HEMADY .....ccccceevireriirnne 82 HUMULIN 70/30 U-100
GLUCAGON heparin (porcine) ................... 63 INSULIN.....ccoooiiiii, 85
EMERGENCY KIT HEPATAMINE 8%............ 144 HUMULIN 70/30 U-100
(HUMAN) ..o, 85 HEPSERA..........oooiiiiee 3 KWIKPEN.......cooovviie. 85
GLUCOTROL XL............... 85 HETLIOZ.......ccccvvvveeenn. 49 HUMULIN N NPH
GLUMETZA ..o 85 HETLIOZ LQ.....cccevevrvennns 49 INSULIN KWIKPEN.......... 86
glycopyrrolate....................... 94 HIBERIX (PF)....cccccuveennnn. 105 HUMULIN N NPH U-100
GLYXAMBI.......cccvvvveenn 85 HIPREX....cooooiiiiiiiieeen. 15 INSULIN.....cccooeiiiiireeene, 86
GOCOVRI.......oeeeiiiiee, 30 HORIZANT........ceuueeee.. 34,35 HUMULIN R REGULAR
GOLYTELY ..cvvvvveeeiiiees 95 HUMALOG JUNIOR U-100 INSULN.....ccoviriernns 86
GONITRO......ccevvvvreeee. 66 KWIKPEN U-100................. 85 HUMULIN R U-500
GRALISE......ccooviiiiieeis 27 HUMALOG KWIKPEN (CONC) INSULIN................ 86
granisetron hcl........................ 95 INSULIN.....ccccoeiiiiiirreene 85 HUMULIN R U-500
GRANIX ....cooiiiiiiieeiees 103 HUMALOG MIX 50-50 (CONC) KWIKPEN............. 86
GRASTEK.........ccooe 105 INSULN U-100..................... 85  hydralazine............................. 59
griseofulvin microsize............... 1 HUMALOG MIX 50-50 HYDREA..........coo 19
griseofulvin ultramicrosize........ I KWIKPEN.........ccoovviiee 85  hydrochlorothiazide................ 59
GVOKE HYPOPEN 2- HUMALOG MIX 75-25 hydrocodone bitartrate........... 38
PACK. ..o, 85 KWIKPEN.........cccvvvvieee. 85  hydrocodone-acetaminophen...38
GVOKE PFS 1-PACK HUMALOG MIX 75-25(U- hydrocodone-ibuprofen........... 38
SYRINGE.........c.coeevvveei. 85 T100)INSULN....ccooovvinnnn. 85  hydrocortisone............ 77, 82,95
GYNAZOLE-1................... 126 hydrocortisone butyrate.... 76, 77
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hydrocortisone valerate........... 7T INCASSIA....ccveeeeeieeeiieaaan, 125 INVIRASE.......ccconiiiiinnn 3

hydrocortisone-acetic acid...... 81 INCONTROL PEN INVOKAMET..........c..cu 86
hydrocortisone-pramoxine...... 95 NEEDLE...........cccco 111 INVOKAMET XR............... 86
hydromorphone................. 38,39 INCRELEX......cccooeeeeiinnnnnn. 79 INVOKANA......cooooiinnnn. 86
hydromorphone (pf) ............... 38 INCRUSE ELLIPTA.......... 138 ITOPIDINE......cccceeeeennnnn.. 134
hydroxychloroquine................ 10 indapamide............................. 59 IPOL......oooeeeiiii 105
hydroxyured............cccccceun..... 19 INDERALLA.....cccooovunnnnn. 59 ipratropium bromide....... 81, 138
hydroxyzine hci.................... 134 INDOCIN.........ovvvvvviriiiiiinanes 42 ipratropium-albuterol........... 138
HYSINGLA ER................... 39 INFANRIX (DTAP) (PF)...105 irbesartan................cc.coc........ 59
HYZAAR...................... 59 INFLECTRA.........ccccvvvnnnn. 95 irbesartan-
ibandronate.......................... 121 INGREZZA........cccovveeeeee. 35  hydrochlorothiazide................ 59
IBRANCE.......ccceevviiieens 19 INGREZZA INITIATION IRESSA ..o, 19
DU ..o 41 PACK. ..o, 35 ISENTRESS.......cccociiiiiiinn. 3
IDUPFOfen............cccueeeeennnn 41 INLYTA ..o, 19 ISENTRESSHD......ccccccce...... 3
icatibant .............cc.coeeeueeennn. 138 INNOPRAN XL.......ccouueeee. 59 isibloom.............ccceeiieinnnnn.. 127
iclevia........ooooeeeeiiiiiiiiiiain, 127 INQOVI....cooooiiiiiiiiee. 19 ISOLYTESPH74........ 145
ICLUSIG ..o, 19 INREBIC.....cccoooiiiiii. 19 ISOLYTE-PIN 5%

icosapent ethyl........................ 65 INSPRA........ccooiiiiiieeeen. 59 DEXTROSE........cccccoannnn. 145
IDHIFA......cccoiiiiiii, 19 INSULIN ASP PRT- ISONIAZIA ..o, 10
ILEVRO.....oooiiiiiiiiiiies 132 INSULIN ASPART.............. 86 ISOPTO CARPINE............ 131
ILUMYA. ... 67 INSULIN ASPART U-100...86 ISORDIL........c.cccccuvverernnnnn. 66
IMAtinib .............cooveueeeiennnne. 19 INSULIN LISPRO............... 86 ISORDIL TITRADOSE....... 66
IMBRUVICA........ccovveee. 19 INSULIN LISPRO isosorbide dinitrate................. 67
imipenem-cilastatin................ 10 PROTAMIN-LISPRO.......... 86  isosorbide mononitrate............ 67
imipramine hcl........................ 49 INSULIN PEN NEEDLE...111 isotretinoin............................ 71
imipramine pamoate............... 49 INSULIN SYRINGE......... 111 isradipine..........cccceeeeeeeeeannn.... 59
IMiquimod...............cccceeeenn... 69 INSULIN SYRINGE ISTALOL......coeveriieee 130
IMITREX......ccocviviieen. 32 NEEDLELESS.................... 111 ISTURISA.....ccooiiiiiieee 91
IMITREX STATDOSE INSULIN SYRINGE- itraconazole............................. 1
PEN oo 32 NEEDLE U-100.................. 111 ivermectin...........cc............ 10, 78
IMITREX STATDOSE INSUPEN.......ccooiiiirees 111 IXIARO (PF)...ccccovvveannnee. 105
REFILL....ccoooviiiieie. 32 INTELENCE...........coouvvernn. 3 JADENU.....cccooiiiiiieeee, 79
IMOVAX RABIES intralipid.............ccccuvveenn... 144 JADENU SPRINKLE.......... 79
VACCINE (PF).....ccccenn... 105 INTRALIPID...........c......... 145 JAKAFI....cooooviiiiiiii 19
IMPAVIDO..........cevvene. 10 INTRAROSA........ccoeeeeen. 126 JALYN..cooooiiiiiiiiieeiiee, 142
IMPEKLO......oonnnn. 77 INTRONA..........ccovvvnee 103 jantoven.........ccccccceeeeeeeeeeaennn... 63
IMURAN .....covviiiieeie, 19  introvale...........cccooeeueeeiannn. 127 JANUMET......cccccooviin. 86
IMVEXXY INVANZ...oooviiiiiiiiiieee 10 JANUMET XR.....c.cceevvnnnee. 86
MAINTENANCE PACK...125 INVEGA......ccooociiiieieeeees 49 JANUVIA.......ccooiiie 86
IMVEXXY STARTER INVEGA SUSTENNA.......... 49  JARDIANCE........ccccceevenne 86
PACK ... 125 INVEGA TRINZA.............. 50 jasmiel (28) ....ccoooeeiininnnnnn.. 127
INBRIJA ... 30 INVELTYS.....ccooiiiiin. 133 JATENZO....ccooceviiviiiieaann, 91
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JENTADUETO...........cc....... 86 KISQALI FEMARA CO- lamivudine................ccccccueeeun... 4

JENTADUETO XR............. 86 PACK ..o, 19  lamivudine-zidovudine.............. 4
Jinteli.......ccooeeeeeeciiiiiinaaann, 125 KITABISPAK........coonns 10 lamotrigine..............ccccuuu....... 27
JORNAY PM......cccvvvvee 50 KLARON......cooooiiiieeee. 72 LAMPIT...ccoooviiieeen. 10
JUBLIA ..o 73  KLISYRI....ooooooviiiieeeee. 20 LANOXIN....ccccceevviiireeeee, 66
juleber ..............ooouevvevvvvnnnnnnn. 127  KLONOPIN......................... 27 lansoprazole........................... 99
JULUCA ..., 3 Kklor-con 10...........cunnnnnn..... 143 lanthanum................cccceuuen.... 79
junel 1.5/130 (21) ................... 127 klor-con 8......cccceeeeveeeeeeannn. 143 LANTUS SOLOSTAR U-
junel 1120 (21) .....cccceeuennnnn.. 127  klor-con mi0........................ 143 100 INSULIN...........covvnennn.n. 87
junel fe 1.5/30 (28) ............... 127 klor-conmls........................ 143  LANTUS U-100 INSULIN.. 87
junel fe 1120 (28) .................. 127  klor-conm20........................ 143 lapatinib...................cccceeennn... 20
Jjunelfe 24 ..........cccovveveveencnnn. 127 klor-con oral packet 20......... 143 larin 1.5/30 (21) ................... 127
JUXTAPID....covvvvviiiieee, 65 KLOXXADO.......ccoovvvveeeennn. 42 larin 1120 (21) cceeeeveeeannn.. 128
JYNARQUE......ccoovvveeeen. 91 KOMBIGLYZE XR............. 87 larin fe 1.5/30 (28) ............... 128
kaitlib fe...........cccoeeeeennnnnn.. 127 KORLYM....oooooooiiiii, 91 larinfe 1120 (28) .ouuueeeeenn.... 128
KALBITOR..........cvvveee. 138 KOSELUGO.........cccovuveernnn. 20 larisSid.........ccoeeveeeeiiiiaann. 128
KALETRA.....ccovvieieiieiees 4 KRINTAFEL.......c..cceennn. 10 LASIX..iiiiiiieiiieeeee 59
KALYDECO...................... 138 KRISTALOSE...........cccn.... 95 LASTACAFT....ccovvvveenn.. 131
KANJINTT.....oovviiiieeeees 19 K-TAB......ooooooiieee. 143 latanoprost...............cccceuu... 132
KAPSPARGO SPRINKLE..59  k-tab.......cccoouvvvvvviiiiaanannnn. 143 LATUDA.......ccccoiiiiiee 50
KAPVAY .o, 50 kurvelo (28) ....ceeeeeeeeecennnnn, 127 layolis fe.........cceeeeeeeeennnnnn.. 128
kariva (28) .....ccoeveeeeennnnnn. 127 KUVAN...ccooiiiiieeeeee 91 LAZANDA.....ccooiiiiiiie 39
KATERZIA.........ccce 59 KYNMOBI.........coovinn 30 LEDIPASVIR-
KAZANO.......coooe 86 [ norgestle.estradiol-e.estrad. 127 SOFOSBUVIR....................... 4
kelnor 1/35 (28) ccuvveeeeeannnn. 127 labetalol................................. 59 leena28.......cccoooeeiiiiiiiaeaannn. 128
kelnor 1-50 (28) .....uvvvennnne. 127 LACRISERT...................... 131  leflunomide........................... 123
KENALOG........cccevviviirnns 77 lactulose........................... 95,96 LENVIMA.........coeeviiiieeens 20
KEPPRA ......cccoiiiiiieee 27 LAMICTAL......cooevvrvreenne 27 LESCOL XL..ovveeiiiiiireenns 65
KEPPRA XR......cccvvvviienn 27 LAMICTALODT................ 27 eSSiNA..ueeeeeeaceeiaaeeeiiaaen, 128
KERYDIN.......cceeviiiiieeens 73  LAMICTAL STARTER LETAIRIS....ccccceeviiiieeee 138
KESIMPTA PEN.................. 35 (BLUE)KIT...ccoooovveiiiiinnns 27 letrozole...........oooeeeeunennnnn. 20
ketoconazole....................... 1,73 LAMICTAL STARTER leucovorin calcium.................. 16
ketodan.................ccccocouu... 73  (GREEN)KIT..........ccnn. 27 LEUKERAN..........cccuun 20
ketoprofen...............ccceeeeennn. 42 LAMICTAL STARTER LEUKINE........ccoovvreeenn. 103
KETOROLAC........cccoeeunnnn. 42 (ORANGE)KIT................... 27  leuprolide............................... 20
ketorolac.............cc.ccooeu... 132  LAMICTAL XR.......ccccc.... 27  levalbuterol hel..................... 138
KEVEYIS....coovviiiiiiieie, 35 LAMICTAL XR STARTER LEVALBUTEROL
KEVZARA.........cooe 123 (BLUE).c.ooiiiiiiiiiiee 27 TARTRATE.......cccovnne.. 138
KINERET .........cooeiin 123 LAMICTAL XR STARTER LEVEMIR FLEXTOUCH
KINRIX (PF)...cccccvvvvvvee. 105 (GREEN)...cccccoiiiiiiiiinne, 27  U-100 INSULN.........cceennnne 87
KISQALI.........cooeee 20 LAMICTAL XR STARTER LEVEMIR U-100 INSULIN 87
(ORANGE)...cccooiiiieeeieieannn. 27  levetiracetam.......................... 27
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levobunolol........................... 131 LIVALO.....ccooiiiiiiiice 65 loxapine succinate.................. 50

levocarnitine........................... 79 LO LOESTRIN FE............. 128 LUBIPROSTONE................ 96
levocarnitine (with sugar) ...... 79 LOCOID......cccccevvvviiiiiiiiinnn, 77 LUCEMYRA.........cccovvieee. 42
levocetirizine........................ 134  LOCOID LIPOCREAM........ 77 LULICONAZOLE............... 73
levofloxacin.................... 14,130 LODINE.......cccceeeeeeii. 42 LUMIGAN...............c 132
levofloxacin in dSw................. 14 LODOSYN....ooooeeeiieii 31 LUNESTA............ 50
levonest (28) ....cceeeveveeeennnne. 128 LOESTRIN 1.5/30 (21)........ 128 LUPANETA PACK (1
levonorgestrel-ethinyl estrad. 128 ~ LOESTRIN 1/20 (21).......... 128 MONTH)..cccooveiieeeieeeeenn. 126
levonorg-eth estrad triphasic. 128 ~ LOESTRIN FE 1.5/30 (28- LUPANETA PACK (3
levora-28..................o.. 128 DAY)eooiiiieiieiiieiiii 128 MONTH)..cccoooviieiiieeeeeenn. 126
levorphanol tartrate................ 39 LOESTRIN FE 1/20 (28- LUPKYNIS........cooe 20
[EVO-T..eueiiaaiiiiieiaiieeeeee, 93 DAY) i 128 LUPRON DEPOT................ 20
LEVOTHYROXINE............ 93 LOKELMA......ccoooiiieeee. 79 LUPRON DEPOT (3
levothyroxine.............cccuu....... 93 LOMOTIL.........ccoeee 94 MONTH)..cccevvviiieeei 20
levoxyl........cccoeevvvviiiiannannn. 93 LONHALA MAGNAIR LUPRON DEPOT (4
LEXAPRO......ooviviiiienne 50 REFILL.......ccoooiiiiiiinen. 138 MONTH).....coveviiiiiieen. 20
LEXETTE.....cccooviiiiiae 77 LONHALA MAGNAIR LUPRON DEPOT (6

LEXIVA ..o 4 STARTER......ccccccoviiiiinnns 138 MONTH).....covvviiiiiiiaee. 20
LIALDA ..o, 96 LONSURF.....ocoiiiiiiinn. 20 Iutera (28) ..cccoooeeveiiinnnnn.. 128
LICART ..o, 42 loperamide............................. 94  LUXIQ..cooooiiiiiiiieeeeeeeeeee, 77
lidocaine.............ccccocveeenunne. 69 LOPID.....cccooviiiiiiii, 65 LUZU....cooooiiiiiiiiiiiiien 73
lidocaine hel........................... 69  lopinavir-ritonavir .................... 4 Dpleq..ccuceeniiiiiiiiiiiieee, 125
lidocaine viscous..................... 69 LOPRESSOR.......cccvvviiiiinns 59 Dllana...............ocovvveeeaannn. 125
lidocaine-prilocaine................ 69 LOPROX....ccoooiiiiiiiinnn, 73  LYNPARZA..........cccenn. 20
LIDODERM.........ccccvvveennn. 69 LOPROX (ASOLAMINE)..73 LYRICA......c.cceoviiiiree 28
lindane......................cocoooe.... 78  lorazepam.............................. 50 LYRICACR......ccoeeeennnn..n. 28
linezolid............cccceeeeeeeeeeeannnn. 10 lorazepam intensol.................. 50 LYSODREN.......ooeeeeeeennn.n. 20
linezolid in dextrose 5%.......... 10 LORBRENA...........ccccvinee. 20 LYSTEDA......cccccriiiinnns 126
LINZESS....cooiieeieeeee, 96  loryna (28) ..cccceeeeeciiinaaannn, 128 LYUMIJEV KWIKPEN U-
liothyronine.................cccccuuu. 93 losartan............ccccceeeeeeeeannn.... 59 100 INSULIN....................... 87
LIPITOR........cccoieee 65  losartan-hydrochlorothiazide.. 59 LYUMIJEV KWIKPEN U-
LIPOFEN.......ccccoviiiireenne 65 LOSEASONIQUE.............. 128 200 INSULIN.........cceeevnnee. 87
LISTNOPFIL ..o, 59 LOTEMAX....ccoocmiiiiieeaans 133 LYUMIJEV U-100
lisinopril-hydrochlorothiazide. 59 LOTEMAX SM................... 133 INSULIN....coooviiiieeieeeeeees 87
LITE TOUCH INSULIN LOTENSIN.....cccceeiiiiiieeens 59 DZG.cooiiiiiiii, 125
PEN NEEDLES.................. 111 loteprednol etabonate............ 133 MACROBID............ccceennnn. 15
LITE TOUCH INSULIN LOTREL......cceoviiiieen. 59 MACRODANTIN................ 15
SYRINGE.......ccoovvvverieen. 112 LOTRONEX......ccccceeveernnn. 96 mafenide acetate..................... 72
lithium carbonate.................... 50 lovastatin.............cccccceeeenn. 65 MAGELLAN INSULIN
lithium citrate......................... 50 LOVAZA. ..., 65 SAFETY SYRNG............... 112
LITHOBID........ccceeveenen. 50 LOVENOX.....ccooooiiviinnnn. 63 MAGELLAN SYRINGE... 112
LITHOSTAT ......covvvvvvvvviinns 79  low-ogestrel (28).................. 128  magnesium sulfate................ 143
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MALARONE.......cccccuveennn. 10 MEDROL..........ccccoeiin. 82 METHYLPHENIDATE

MALARONE PEDIATRIC.10 MEDROL (PAK).................. 82 HCL..ooooooiieieeeeeeee 51
malathion................ccccceeeeunen. 78  medroxyprogesterone........... 125  methylprednisolone................. 82
MARINOL.........ovvvnnnnn. 96  mefenamic acid....................... 42 methyltestosterone.................. 91
marlissa (28) c.ccceeeeeeeeeeeeannn. 128  mefloquine.............................. 10 metoclopramide hcl................. 96
MARPLAN................ 50  megestrol........cccoeeeeeeeeaaaannn.... 20  metolazone..............cccceuunn.... 59
MATULANE......cccoeennnn. 20 MEKINIST.......................... 20 metoprolol succinate............... 59
MALZIM Q... 59 MEKTOVI....coooviieieieeeen. 20 metoprolol ta-

MAVENCLAD (10 MeloXicam.........cccceeeeeeeeeeeannn. 42 hydrochlorothiaz.................... 60
TABLET PACK).................. 35  meloxicam submicronized....... 42 metoprolol tartrate................. 60
MAVENCLAD (4 TABLET INEMANTINE ......cceeeeeaieaannn 35 METROCREAM.................. 71
PACK) ..o 35 MEMANTINE.......ccccceee. 35 METROGEL........................ 71
MAVENCLAD (5 TABLET MENACTRA (PF).............. 105 METROLOTION................. 71
PACK) ..o 35 MENEST....ccoovviiiiiiieinnnn, 125  metronidazole............ 10, 71, 126
MAVENCLAD (6 TABLET MENOSTAR.......ccceeeeeee.... 125  metronidazole in nacl (iso-os) 10
PACK) ..o 35 MENQUADFI (PF)............ 105 metyrosine.............ccceeeeuvunn... 60
MAVENCLAD (7 TABLET MENTAX.........cccccc 73 mexiletine...........cccccceuvvvnnnn... 56
PACK) .o 35 MENVEO A-C-Y-W-135- mibelas 24 fe...........cceceuee.... 128
MAVENCLAD (8 TABLET DIP (PF) .o 105 micafungin............cccoueeeeeennn... 1
PACK) .o 35 MEPRON......cooiiiiii. 10 MICARDIS.......cccooiiis 60
MAVENCLAD (9 TABLET Mercaptopurine....................... 20 MICARDIS HCT................. 60
PACK) ..o, 35  meropenem............ccuuuuunn..... 10 miconazole-3........................ 126
MAVYRET.....ccooooviiiinns 4 MERREM..........oovniinnnn, 10 MICRODOT INSULIN
MAXALT ..cooviiieiee 32 mesalamine............................ 96 PEN NEEDLE.................... 112
MAXALT-MLT................... 32 MESNEX....coooociiiiiiiieeenee, 16  microgestin 1.5/30 (21)........ 128
MAXICOMFORT II PEN MESTINON.......cccvrirreenne, 37  microgestin 1/120 (21) ........... 128
NEEDLE.......cccccovviiien. 112 MESTINON TIMESPAN.... 37  microgestin fe 1.5/30 (28).... 128
MAXICOMFORT metformin.................cccc........ 87  microgestin fe 1120 (28) ....... 128
INSULIN SYRINGE......... 112 methadone.............................. 39  midodrine..............ccuuu...... 79
MAXI-COMFORT methamphetamine.................. 50  migergot.........cccoovvveeeeeenennnnn, 32
INSULIN SYRINGE......... 112 methazolamide...................... 132 miglitol............oeeeeeeeeee... 87, 88
MAXICOMFORT methenamine hippurate........... 16 miglustat......................ccc...... 91
SAFETY PEN NEEDLE....112  methimazole........................... 83 MIGRANAL.....ccovvvveeeeenn. 32
MAXIDEX.....cccccoevvvinnnnn. 133 METHITEST .....cccovviiees Ol Ml 128
MAXITROL.........ccoveee.. 132 methotrexate sodium.............. 20 millipred.............oeuvviveeaannn. 82
MAXZIDE........cccoovvvvieen. 59  methotrexate sodium (pf) ....... 20 MUMVEY ..o 125
MAXZIDE-25MG................ 59  methoxsalen........................... 69 MINASTRIN24FE........... 128
MAYZENT .......cooviie 35 methscopolamine.................... 94 MINI ULTRA-THINII..... 112
MAYZENT STARTER methyldopa............................ 59 MINIPRESS.....cccoovvvieeee. 60
PACK ... 35 METHYLIN.......ccccooiiiees 50 MINITRAN......cccceeviiineene 67
MeCliZine .........cccuuveveeeeeeeeannnn, 96  methylphenidate hcl.......... 50,51 MINIVELLE...................... 125
meclofenamate....................... 42 minocycline.................ccce..... 15
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MINOLIRA ER.........cccce. 15 MYCAPSSA. ... 21 nmefazodonme............................. 51

MINOXIAIL .....vvvevvveeeeeeaen 60 MYCOBUTIN......cccoennnnn. 10 neomycin............ccccoooooi. 10
MIRAPEX ER.................... 31  mycophenolate mofetil............ 21 meomycin-bacitracin-poly-hc. 132
MIFLAZAPINE ......eeeaaannnnn. 51 mycophenolate sodium............ 21 nmeomycin-bacitracin-
MIRVASO...........ccco 71 MYDAYIS. ..o, ST polymyXin..........oevvvevvennnnnnnn. 130
MISOPTOSLOL.......ueveennaaaaannnnn.. 99 MYFORTIC........................ 21 neomycin-polymyxin b-
MITIGARE.......cccoeeennnnn. 120 myorisan................oeeeevvvvvvnnn. 71 dexameth.............................. 132
M-M-R II (PF).....coovvvvinnnnes 105 MYRBETRIQ..................... 142 neomycin-polymyxin-
MOBIC.........coovviiiiiiiiiiiiiiins 42 MYSOLINE.......................... 28 gramicidin................ccceuuunn. 130
modafinil......................oo...... S MYTESI..ccooiiiiiiiiiieeeeeeee. 94 neomycin-polymyxin-hc.. 81, 133
MOEXIPTEl.......cccceiveeannnannn. 60 nabumetone............................ 42 NEORAL.....c.ccccoeiiiiinnn, 21
molindone................ccccccueeen. 51 madolol.................ccccvvveenn.... 60 NEO-SYNALAR.................. 72
Mometasone.................... 77,138 nafcillin...........cccccevvvveennn..... 13 NERLYNX......oooooriiiiinnnen. 21
mondoxyne nl......................... 15  naftifine.......ccccceeeveeeeeeecnnnnnn. 73  NESINA....ccooooiiiiiii, 88
MONOJECT INSULIN NAFTIN ..o T3 HOUAC......cccceeiieeeeiieeaaee 71
SAFETY SYRING...... 112,113 NALFON.....ccccoviiiiiieie. 42 NEULASTA.......cccooiiiee, 103
MONOJECT INSULIN naloxone...........ccccceeeveveann. 42 NEUPOGEN...........c..... 103
SYRINGE........cccoooiiiiis 113 naltrexone.............ccuueevenn.... 42 NEUPRO........cccevviiiiiann 31
MONOJECT SYRINGE.... 113  NAMENDA..........ccccieeee 35 NEURONTIN........cccoeunnenn. 28
MONOJECT ULTRA NAMENDA TITRATION NEVANAC......ccccoviiieiens 132
COMFORT INSULIN........ 113 PAK ..., 35  nmevirapine...........cccccoeeeeeeeennnnn. 4
montelukast................c......... 138 NAMENDA XR......cccoeeeee.. 35 NEXAVAR.......cccooiiiiiieeenn. 21
MONUROL.........cccovvreee. 16 NAMZARIC.........ccvvvvveeen. 35 NEXIUM.........ccoveeee. 99, 100
POFPRINE ... 39 NAPRELANCR.................. 42  NEXIUM PACKET........... 100
morphine concentrate............. 39 naproxen.............cccceeeeeeeeennnn. 42 NEXLETOL...........ccoeeen. 65
MOTEGRITY .....ccoovvviiennn. 96  naproxen sodium............... 42 NEXLIZET.......cccoeeeiirrennn. 65
MOTOFEN. ..., 94 naproxen-esomeprazole.......... 43 NEXTSTELLIS................. 128
MOVANTIK....................... 96  naratriptan..............cccceeenn..... 32 RUACIH.....oeeeeiieeennn, 65
MOVIPREP..........coccvvien. 96 NARCAN.....ccoooiieiiiieees 43  NIACOR.......cooviieeeen 65
MOXEZA. ......cccovvvveeeann. 130 NARDIL........coevviiieeene 51 NIASPAN EXTENDED-
moxifloxacin................... 14,130 NASONEX......cccoovvvririnnnnns 138 RELEASE.......cccceoeeiil. 65
moxifloxacin- NATACYN ..o, 130 nicardipine................ooo......... 60
sod.chloride(iso) .................... 14 NATAZIA......ccoovveee, 128  NICOTROL......cccvvveeenee. 81
MS CONTIN.......ccvvvrrreeee. 39  nateglinide.............................. 88 NICOTROL NS.........oeeee.n. 81
MULPLETA.....cccvvvveeeeen. 63 NATESTO.........oeee 91 nifedipine..............ccceeueunn.... 60
MULTAQ....ccoeieeeiiieeeee, 56 NATPARA.......cccoovivii. Ol mikki (28) ceeeveeaiiiiieei 128
PAUDITOCIN ... 72 NATROBA........ccovvvveeeee 78 NILANDRON...................... 21
mupirocin calcium.................. 72 NAYZILAM.....c...ceevven. 28  nilutamide.............................. 21
MVASI......cooeee, 21 NEBUPENT...........ceeennnn. 10 nimodipine.................uouuvee..... 60
MYALEPT ......ccooviiii 91  necon 0.5/35 (28) ....ceveeeunn.. 128  NINLARO.....ccoovvieiiiieens 21
MYAMBUTOL.................... 10 NEEDLES, INSULIN nisoldipine ...............cccccceeen. 60
MYCAMINE...........oeeee. 1 DISP..SAFETY ......cccouun. 113 nitazoxanide........................... 10
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RILISINONE ... 79 NOVOFINE IYIYO .o 129

Ritro-bid...........cccccovvvvennnnn.... 67 AUTOCOVER.................... 113 nystatin..........ccccceeeeeeeeennn. 1,74
NITRO-DUR.......cccccan. 67 NOVOFINE PLUS............. 113 nystatin-triamcinolone............ 74
RItrofurantoin......................... 16 NOVOLIN 70/30 U-100 TLVSEOD covvvvvniieaeaeaeaanns 74
nitrofurantoin macrocrystal....16  INSULIN.............................. 88 NYVEPRIA........................ 103
nitrofurantoin monohyd/m- NOVOLIN 70-30 OCALIVA ..., 96
CEPST auiiiieeaeeaeeeeeeeeeeeeeeeenn 16 FLEXPEN U-100.................. 88 ocella............ccol 129
nitroglycerin........................... 67 NOVOLIN N FLEXPEN.....88 OCTAGAM.....cccoeeeeeeeennnn... 105
NITROLINGUAL............... 67 NOVOLIN N NPH U-100 octreotide acetate................... 21
NITROSTAT.....ccovvveee. 67 INSULIN.......ccceviiiiireene 88 OCUFLOX.....ccooovvirreennen 130
NITYR oo, 79 NOVOLIN R FLEXPEN..... 88 ODACTRA.........cceeevnnen.. 105
NIVESTYM...cocooeviiiiees 103 NOVOLIN R REGULAR ODEFSEY ...ooovviiiiiiieene. 4
RIZAtIAINe ........coooveeeaaaaannn. 100 U-100 INSULN......coovvrrennnns 88 ODOMZO.....cccvvvieeeiiieaanne 21
NOCDURNA (MEN).......... 91 NOVOLOG FLEXPEN U- OFEV....ooiiiiiiiiii, 138
NOCDURNA (WOMEN)....92 100 INSULIN........cccvvreeennne 88 ofloxacin................... 14, 81, 130
ROLIX e, 77 NOVOLOG MIX 70-30 U- olanzapine..............ccoouvvee.... 51
NOYA-be............cccevveeennnnnn, 125 100 INSULN....ccoovvvivierreennn. 88  olanzapine-fluoxetine.............. 51
NORDITROPIN NOVOLOG MIX 70- olmesartan............................ 60
FLEXPRO..........ceennnn 103 30FLEXPEN U-100.............. 88  olmesartan-amlodipin-
noreth-ethinyl estradiol-iron..128 ~ NOVOLOG PENFILL U- hethiazid..............oeevveveeeeeeann. 60
norethindrone (contraceptive) 100 INSULIN....................... 88  olmesartan-
............................................. 125 NOVOLOG U-100 hydrochlorothiazide................ 60
norethindrone acetate........... 125 INSULIN ASPART.............. 88 olopatadine..................... 81, 131
norethindrone ac-eth estradiol NOVOTWIST ... 113 OLUMIANT ......ceeeeeene 123
..................................... 125,128 NOXAFIL......ccccoceeevvecvveeee T OLUX e 77
norethindrone-e.estradiol-iron NUBEQA.....cccoeeeieieeeeeeeeenn. 21 OLUX-E...cooovvvviiiiiiiiiiiiinnn, 77
............................................. 128 NUCALA...........cceeee..e..... 138 OMECLAMOX-PAK.......... 100
norgestimate-ethinyl estradiol NUCYNTA ... 43 omega-3 acid ethyl esters........ 65
............................................. 129 NUCYNTA ER....................43  omeprazole........................... 100
NORITATE......cciinnn. 72 NUEDEXTA........................ 35 omeprazole-sodium
NORPRAMIN.........cccvveeee. 51 NULYTELY LEMON- bicarbonate........................... 100
NORTHERA..........ccoiee. 79 LIME......ccoooiiiiiiieei. 96 OMNARIS.......cccoovvei. 138
nortrel 0.5/35 (28) ... 129 NUPLAZID......ccccvvveennee. 51 OMNIPOD DASH 5 PACK
nortrel 1135 (21) ....uuueeenn. 129 NURTECODT.......ccccuveeeenn. 32 POD.coovoiiieeeeee 113
nortrel 1135 (28) ..cccveeeeenne. 129 NUTRILIPID..................... 145 OMNIPOD INSULIN
nortrel 71717 (28) ..ccceveeeennnn. 129 NUTROPIN AQ NUSPIN. 103 MANAGEMENT............... 113
nortriptyline........................... 51 NUVARING..........ccuuu. 126 OMNIPOD INSULIN
NORVASC....cccoeiviiiieen 60 NUVIGIL.......ooovviieee. 51 REFILL.....ccccoiiiiiine. 113
NORVIR.......coviiiiiiiiiiee, 4 NUZYRA ..o, 15 OMNITROPE.................... 103
NOURIANZ.....ccovvvvveeeeaann. 31 nyamyc......eeeeeeeeecciieenn. 74 ondansetron.................ccc....... 96
NOVOFINE 32.......ccccvvveee. 113 nylia 71717 (28) eueeveeeeaann 129  ondansetron hcel...................... 96
NYMALIZE.......ccccoevevnne 60 ONEXTON.....cccoviiiiienn 72
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ONFT...ooviiiiiiiiiiiiii 28  oxybutynin chloride.............. 142 PENNSAID.......ccccoviiiieenn. 43
ONGENTYS ... 31  oxycodone...............cceeeeennnnn. 40 PENTAM....coooovviiiiiieieeeennnn. 10
ONGLYZA......cooiieeeee 88 OXYCODONE........cccuunn.... 40 pentamidine...................... 10, 11
ONUREG................... 21 oxycodone-acetaminophen...... 40 PENTASA......cccoovviiiiiiiiiinns 97
ONZETRA XSAIL............... 32 OXYCONTIN......ooevviernne 40 PENTIPS.......ccoovviee. 113
OPSUMIT ..o, 138  oxymorphone.......................... 40  pentoxifylline.............ccccuuuu... 63
ORACEA........ooeeee. 15 OXYTROL.......eovvvrenne 142 PEPCID.....cccoovvvieeiieeens 100
ORALAIR......cccvvveee. 105 OZEMPIC......cccoeevviiie, 88 PERCOCET.......cccevvvvrennne. 40
ORAPRED ODT.................. 82 pacerone.............ccceeuvevevenninn. 57 PERFOROMIST................ 139
ORAVIG..........ccccc 1 paliperidone............................ S1  perindopril erbumine............... 60
ORENCIA.......coveeeen. 123 PALYNZIQ....cccoovieiiieeenn. 92 periogard................ccceeuuunann. 81
ORENCIA CLICKIJECT....123 PAMELOR..........ccccvvvnrnnnnnn. SI  permethrin..................ccccu.... 78
ORENITRAM.............uve 60 PANCREAZE..................... 97  perphenazine.......................... 52
ORFADIN......cooiiiieee. 79 PANDEL.....cccoviiiiiiii. 77 PERSERIS........ccccoiiiis 52
ORGOVYX...oovvviiiieiieaeeens 21 pantoprazole......................... 100 PERTZYE......cooooviiiiiieann, 97
ORIAHNN.......ccocviii. 126 PANZYGA....ccooviieeeee 105 PEXEVA. ..., 52
ORILISSA....ccovvveeiieeeeee, 92 paricalcitol............................. 92 phenelzine..............cccceuuun..... 52
ORKAMBI..........ccvvvir 138 PARLODEL..........cevvveeeen. 31  phenobarbital......................... 28
ORLADEYO........cceevnnn. 139 PARNATE.....cccccoviiiiiin, 51  phenoxybenzamine................. 60
OTSYLRIA......ouvvvveeeeeaeaaann, 129 paromomycin............ccccccun..... 10  PHENYTEK......................... 28
ORTIKOS........ceeeeeeeie 96  paroxetine hcl................... 51,52  phenytoin...........cccuuvveeeannn.. 28
0Seltamivir ..............ccccceeeeuennn.. 4  paroxetine phenytoin sodium extended..... 28
OSENI ..., 88  mesylate(menop.sym)............ 52 PHOSLYRA......ccoeveeeeeen. 143
OSMOLEX ER...................... 31 PASER....cccooiiiiiiiiee. 10 PIFELTRO..........ccovvrrrrennnnn. 4
OSMOPREP.......cccoeeiiin. 96 PATANASE.......cccovieee. 81  pilocarpine hcl................. 79, 131
OSPHENA......ccooeiiiieieennn. 126 PAXIL...ooovviiiiiiiieeeen, 52 pimecrolimus.......................... 69
OTEZLA....ccooeeieee 123 PAXILCR......coovvvveeeee. 52 pimozide..............cccceuvuveeannn.. 52
OTEZLA STARTER........... 123 PEDIARIX (PF)................. 105 pimtrea (28) .ccueveeeeenennann. 129
OTOVEL.....ccooiviieeeeiieeee, 81 PEDVAX HIB (PF)............. 105 pindolol...............c.coeeeeene.... 60
OTREXUP (PF)..cccceeennnnn. 123 peg 3350-electrolytes.............. 97 pioglitazone............................ 88
OVIDE.....ovviiiiiiiiiiiiiiiiiiiinns 78 peg3350-sod sul-nacl-kcl-asb- pioglitazone-glimepiride........... 88
OXACHIIN ..., I3 o 97 pioglitazone-metformin........... 89
oxacillin in dextrose(iso-osm) 13 PEGASYS.....ccccoccoiiiiiinnn. 103 piperacillin-tazobactam.......... 13
oxandrolone........................... 92 peg-electrolyte........................ 97 PIQRAY ..ccoooiiiiiiiieeeeeeee, 21
OXAPTOZIN ..cceieveeaaaaaaaaan 43 PEMAZYRE.........cccuuunnn 21 pirmella................ooooeeeennn. 129
OXAYDO....ccooovviiiiiieeaeens 39  penicillamine........................ 123 piroxicam....................cccc...... 43
OXBRYTA . ...cooiiiiiieein. 79  PENICILLIN G POT IN PLAQUENIL..........coenneeeen. 11
oxcarbazepine........................ 28 DEXTROSE.......cccovvveveeenn. 13 PLASMA-LYTE 148........... 145
OXERVATE........cccuuvvn. 131  penicillin g potassium.............. 13 PLASMA-LYTEA...... 145
oxiconazole...............cccuu..... 74 penicillin g procaine................ 13 PLAVIX ..o, 63
OXISTAT ..., 74 penicillin g sodium.................. 13 PLEGRIDY.....ccooovvvveenennn. 103
OXTELLAR XR.....cccccuveeeee. 28  penicillin v potassium.............. 13 PLENAMINE..........c.eee... 145
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PLENVU................ 97  prednisolone sodium procto-med hc......................... 97
PLIAGLIS.......ccooeee. 69  phosphate........................ 82,133 procto-pak..........ccccceeeeeeeannn... 97
podofilox................................ 69  prednisone...............ccccceeuuunn. 82  proctosol hc...........ccccceeeuenn.... 97
polymyxin b sulfate................ 11 prednisone intensol................. 82  proctozone-hc............ccccuuu.... 97
polymyxin b sulf- PREFEST ......cccovviiiiiiiins 125 PROCYSBI......................... 142
trimethoprim....................... 130 pregabalin...............cccceeuuu..... 29 PRODIGY INSULIN
POLYTRIM.......cc.eeveene. 130  PREMARIN........cccvvvreenns 125 SYRINGE................... 113,114
POMALYST....cooiiiieeee. 21 premasol 10 %............uuu...... 145  progesterone micronized....... 126
PONVORY ....ccoovviiiiieees 36 PREMPHASE.................... 126 PROGLYCEM..................... 89
PONVORY 14-DAY PREMPRO........c..cceennn. 126 PROGRAF.....cccccoevviiien. 21
STARTER PACK................. 36  prenatal vitamin oral tablet...145 PROLASTIN-C................... 79
POTLIA 28 oo 129 PRETOMANID................... 11 prolate...............coeeueueennnnn.... 40
posaconazole............................ 2 PREVACID........ccvvvvveenn... 100  PROLENSA......cccccceieeinn. 132
potassium chlorid-d5- PREVACID SOLUTAB..... 101 PROLIA............ovvviiiiiiiiinnns 121
0.45%nacl.............ccccuuveen... 143 prevalite..........ccccuvvvveeennennnn. 65 PROMACTA......covvvveeeeen. 63
potassium chloride......... 143, 144 previfem........ccceeccvvvvvnnnn.... 129  promethazine........................ 134
potassium chloride in PREVYMIS..........coovi 4 PROMETRIUM................. 126
0.9%nacl.............cccceeuuunne... 143 PREZCOBIX.......cccoovvvvveeeeen. 4  propafenone............................ 57
potassium chloride in 5 % dex143  PREZISTA.....cccovvvviiiiieiinns 4 propranolol............................. 60
potassium chloride in lr-d5.... 143 PRIFTIN...........ccccooiiinenn. 11 propylthiouracil...................... 83
potassium chloride in water...143  PRILOSEC...............c..ue.... 101 PROQUAD (PF)................ 105
potassium chloride-0.45 %% PRIMAQUINE.................... 11 PROSCAR.....cccoovvvvveereennn. 142
RACL.oooooiiiiieeiiie e 144 PRIMAXINIV.....cccccoeennne. 11 PROSOL 20 %..cccceveurrerannnnn 145
potassium chloride-d5- primidone..............cccccuuuun.... 29 PROTONIX.....ccccovvvririinnnne 101
0.29nAC ..o 144 PRINIVIL.......ccovvvveee. 60 PROTOPIC.........ccvvvvennne. 69
potassium chloride-d5- PRISTIQ.......ccciiiis 52 protriptyline..........cccceeuunnnn... 52
0.92nAC ..o 144 PRIVIGEN...........cccvvren. 105 PROVERA..........cooviiee. 126
potassium citrate.................. 142 PRO COMFORT INSULIN PROVIGIL........................... 52
PRADAXA . ....ooeeeiieeee 63 SYRINGE......ccccocvvvee. 113 PROZAC........coovveeeee. 52
PRALUENT PEN................ 65 PRO COMFORT PEN PIUAOXIN .. 69
pramipexole..............ccccceeunen. 31 NEEDLE............................. 113 PSORCON.......oovvviiieieeeean, 77
Prasugrel.........cccceeeeeecueenaann. 63 PROAIR DIGIHALER...... 139 PULMICORT..................... 139
Pravastatin...............ccc...een... 65 PROAIR HFA................... 139 PULMICORT
praziquantel........................... 11 PROAIR RESPICLICK..... 139 FLEXHALER.................... 139
PFAZOSIN ..o, 60 probenecid............................ 120 PULMOZYME................... 139
PRED FORTE................... 133 probenecid-colchicine............ 120 PURE COMFORT PEN
PRED MILD...........ccuuu... 133 PROCALAMINE 3%......... 145 NEEDLE.......cccoiiiiiiiinnne 114
PRED-G.....cccceevviiiiee 133  PROCARDIA XL................. 60 PURIXAN.....ccoocvieiiiiiieeens 21
PRED-GS.O.P........ccc......... 133 procentrd................cceeuuuu.... 52 PYLERA.....ccoociiiiiie, 101
prednicarbate......................... 77  prochlorperazine..................... 97  pyrazinamide.......................... 11
prednisolone........................... 82  prochlorperazine maleate oral .97  pyridostigmine bromide.......... 37
prednisolone acetate............. 133 PROCRIT.........ccoeirn 103

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

benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to 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 2021.
163


http://www.express-scripts.com

PYRIDOSTIGMINE REBIF (WITH ALBUMIN) RHOPRESSA.................... 132
BROMIDE...........coovirieens 3T e 103 ribavirin........cccoeeeeeeeveenean. 4,5
pyrimethamine........................ 11 REBIF REBIDOSE............ 104 RIDAURA.......ccoovvveeene. 123
QBRELIS........ooeeiieeee 60 REBIF TITRATION PACK FIfADULTTL ..., 11
QBREXZA ..., 0 104 rifampin................................. 11
QELBREE.........ooviiiinn 52 reclipsen (28) ..cccceeeeeeunnnnnn. 129 RILUTEK......c.ccceevviiireannns 80
QINLOCK.......coeeeiiireene, 21 RECOMBIVAX HB (PF)... 106  riluzole.............ccccuvvveeennn.... 80
QNASL ..., 139 RECTIV.....cooviiiiiiii 97 rimantadine.............................. 5
QTERN ..., 89 REDITREX (PF)................ 123 RINVOQ.....cccceeviiiieeennne, 123
QUADRACEL (PF)........... 105 REGLAN......ccccceiiiiiiiiee, 97 RIOMET.....cooiiiieieiiiees 89
QUALAQUIN.........ovvvvvvvenns 11 REGRANEX..........ccccconnnnnn. 69 risedronate...................... 80, 121
QUARTETTE.................... 129 RELAFENDS.......cccoooieee. 43  RISPERDAL........coovvveennn. 53
QUDEXY XR....cooovvvvveeeennnn. 29 RELENZA DISKHALER.....4 RISPERDAL CONSTA....... 53
QUESTRAN....cevvviiieeeee, 65 RELEXXII........ccccovvvvvrennnn... 53 risperidone............................. 53
QUESTRAN LIGHT........... 65 RELION PEN NEEDLES..114 RITALIN......cccccciiiiiiiiieeens 54
quetiapine......................... 52,53 RELISTOR.................... 97,98 RITALINLA...........ccnen 54
QUILLICHEW ER............... 53 RELPAX ..o, 33 FItONAVIT ..o 5
QUILLIVANT XR............... 53 RELTONE.....coooiiiiiiinn. 98  rivastigmine............................ 36
quUInapril..........cccceevvveennnnnn... 60 REMERON.......................... 53 rivastigmine tartrate............... 36
quinapril-hydrochlorothiazide. 60 REMERON SOLTAB.......... 53 rivelSA.....eeeeeiiiiiiiiieii 129
quinidine gluconate................. 57 REMICADE.......ccc.ccceeennn. 98  rizatriptan..................ccccu.... 33
quinidine sulfate..................... 57 RENAGEL.......ccooovvvveeenn. 80 ROCALTROL...................... 92
quinine sulfate........................ 11 RENFLEXIS........cccceevine 98 ROCKLATAN.....cccovuueeenn. 132
QVAR REDIHALER......... 139 RENVELA........cccooviiie, 80  ropinirole...........ccccevvveennn.... 31
RABAVERT (PF)............... 105  repaglinide............................. 89 rosuvastatin........................... 65
rabeprazole........................... 101 REPATHA.........ccccovvvviiiii, 65 ROSZET....ccoooiviiiiieieeeeeeennnn. 65
RAGWITEK..........cccuve... 105 REPATHA ROTARIX.....cccovvvveeen. 106
raloxifene............cccccccaeue.... 121  PUSHTRONEX.................... 65 ROTATEQ VACCINE....... 106
ramelteon.............................. 53  REPATHA SURECLICK....65 ROWASA......cccoovviiiiinnnn. 98
Famipril..........cccccevvvvvvvvennnnnnn, 60 RESTASIS......................... 131  roweepra.............ccceueeeveevennnnn. 29
RANEXA .....cceiiiiieieee 66 RESTASIS MULTIDOSE..131 ROXICODONE.................... 40
ranolazine.............................. 66 RETACRIT.........cvvvvvvinnnes 104 ROZEREM......ccoooeeeeeeeennn.n. 54
RAPAFLO.....cccocviiiee 142 RETEVMO........ccoeuvvrrenne. 22 ROZLYTREK.......ccoouueennn. 22
RAPAMUNE................. 21,22 RETIN-A.....cccoiiiiiiieee 72 RUBRACA.......cccooiiie 22
rasagiline ...............c.cceeeeeeeunn. 31 RETIN-A MICRO................ 72  RUCONEST.....ccccoevnnnn. 140
RASUVO (PF)........cccouvue. 123 RETROVIR........coovvvvvviiriiinnns 4 rufinamide...............c..ouuo....... 29
RAVICTI......cccovviiiiiiien 79 REVATIO.....cccccevviiieen 140 RUKOBIA.......cccceeviiiiiee 5
RAYALDEE........cccooiiie. 92 REVLIMID........cceevrinennnn. 22 RUXIENCE......cccocvvviiennnnn 22
RAYOS ..o 82 REXULTI...ccccccevviiiiiiannnne 53 RUZURGI......cccccoeviiii, 36
RAZADYNEER................. 36 REYATAZ....oooivviiiiiiien, 4 RYBELSUS......cccooiiiiie 89

REYVOW .....cooiiiiiiiiies 33 RYDAPT.....coovviiiiiiee 22

RHOFADE.......cccooiiiin 72 RYTARY ..o 31
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RYTHMOLSR.................... 57  sharobel.....................uuuu...... 126  sotalol af..........couuveveeeeeaannnn. 57

SABRIL......ccovvvvieiiiiieee, 29  SHINGRIX (PF)................. 106 SOTYLIZE........covvvveennn. 57
SAFESNAP INSULIN SIGNIFOR .......ccccovviviiieens 22 SOVALDI.....cccocviiiieeiiieeeen, 5
SYRINGE..........coooviiies 114 SIKLOS....ccoeiiiiieeeiieee, 22 Spinosad..............cccevvveeenn.. 78
SAFETY PEN NEEDLE....114  sildenafil ( pulmonary arterial SPIRIVA RESPIMAT........ 140
SAFYRAL......................... 129 hypertension) ....................... 140 SPIRIVA WITH
SAIZEN....cccoovviiiiiieeene, 104  SILENOR.......cccceeviiiiinen, 54 HANDIHALER................. 140
SAIZEN SAIZENPREP..... 104  SILIQ..ccccooeiiiiieeeeeeeeee. 67 spironolactone........................ 60
SALAGEN SilodoSin...............ooovvvvvvnnnnn. 142 spironolacton-
(PILOCARPINE)............... 80 SILVADENE........ccccoennnnnn. 69  hydrochlorothiaz.................... 60
SAMSCA ... 92 silver sulfadiazine................... 69 SPORANOX.......cccooeviiirirnnnn. 2
SANCUSO....cccovvviieeiiiieeene 98 SIMBRINZA........ccvveeee. 132 sprintec (28) ..ccceeeeeeeeeannnnne. 129
SANDIMMUNE................. 22 SIMPONI......ccccuveeeenn. 123,124 SPRITAM.....cccceviiiiiieannne 29
SANDOSTATIN.................. 22 SImvastatin............ccceeeeeeeeee... 65 SPRIX.....ccooiiiiiiiiiiiien, 43
SANTYL...coooiiiiiiiiee 69 SINEMET.......ccceviiiirinnnn 31 SPRYCEL....cccccoviiiiiiane 22
SAPHRIS..........oovvviiiiins 54 SINGULAIR........cccounnn..... 140  sps (with sorbitol) .................. 80
SAPTOPLETIN . 92 Sirolimus..............ccoeeeeennnnnnnn.. B 0 T 129
SAVAYSA ..o 63 SIRTURO.......cceviiireane | 7 SR PUR R 69
SAVELLA.......ccccoviis 123 SITAVIG....cccoiiiiiiiiiee 5 STALEVO 100......ccccocuueee.. 31
scopolamine base.................... 98 SIVEXTRO.....ccccovvveeieennnn. 11 STALEVO 125........cccoennn. 31
SEASONIQUE.................. 129 SKYRIZI.....cccoviiiiiiiies 68 STALEVO 150.....cccccuveeeenn. 31
SECUADO.....ccccovvvveeianne. 54 SLYND....coooooiiiiiiiiii, 129 STALEVO 200........ccccuueeee.. 31
SECURESAFE PEN sodium chloride...................... 80 STALEVO 75..cccciivviiiiieenn. 31
NEEDLE.......c...covvviire. 114 sodium chloride 0.45 %......... 144 STEGLATRO........ccuveeennn. 89
SEGLUROMET................... 89  sodium chloride 0.9 %............. 80 STEGLUJAN.......ccocovvvvens 89
selegiline hcl........................... 31 sodium chloride 3 % .............. 144 STELARA........cccooiee. 68
selenium sulfide...................... 67  sodium chloride 5 %.............. 144 STIOLTO RESPIMAT....... 140
SELZENTRY .......ccccoeiii 5 sodium phenylbutyrate............ 80 STIVARGA......ccoovvnnnn. 22
SEMGLEE PEN U-100 sodium polystyrene sulfonate.. 80 STRATTERA........cccc.......... 54
INSULIN.....cooiiiireeeieeen 89 SOFOSBUVIR- STRENSIQ.....ccoovvieeeenienn. 92
SEMGLEE U-100 VELPATASVIR...................... 5 STREPTOMYCIN............... 11
INSULIN ...t 89  solifenacin............................ 142  STRIBILD........oovvviiiiiinnnnn. 5
SENSIPAR ..o, 92  SOLIQUA 100/33..........c....... 89 STRIVERDI RESPIMAT.. 140
SEREVENT DISKUS......... 140 SOLODYN....cccccvveviiiiieeens 15 STROMECTOL.................... 11
SEROQUEL.......cccvvvreennnn 54 SOLOSEC......ccccccevviiiiiaaas 11 SUBOXONE.......ccccoviiernn. 43
SEROQUEL XR................... 54 SOLTAMOX.....ccccovvvveneans 22 SUBSYS. ..o 40
SEROSTIM......ccovviiiiieens 104 SOMAVERT......cccevviiieanns 92 SUCRAID......cceeviireaanne. 98
sertraline...............ccceeeeunnn... 54 SOOLANTRA...........cc... 72 sucralfate..........cccueeeeeennnn... 101
setlakin..........cccccvvvvviviniiannnn. 129  SORIATANE.......ccooiiieens 68 SULAR ..., 61
sevelamer carbonate............... 80 SORILUX.......ccooovvriiirreeennn. 68  sulfacetamide sodium............ 131
sevelamer hcl............cccceeennn... B0 SOFINC....vveicicicieeeeaeaeannnn. 57  sulfacetamide sodium (acne)..72
SEYSARA . ....ccovvieieie 15  sotalol...........ooeevveiieeeeaannnnn, 57  sulfacetamide-prednisolone... 131
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sulfadiazine............................ 14 SYNJARDY XR.....ccoceeeene 89 TECHLITE INSULIN

sulfamethoxazole- SYNRIBO......coooviiiiiiieee 22 SYRINGE........ccooie. 115
trimethoprim............cc.....o...... 14 SYNTHROID.........cccoee...... 93 TECHLITE INSULN
SULFAMYLON................... 72 SYPRINE..........covrrirnnn, 80 SYR(HALF UNIT)............. 115
sulfasalazine........................... 98 TABLOID.........ceovvrrrrennn, 22 TECHLITE PEN NEEDLE
sulindac...........cc...ccoeeeeevennn... 43 TABRECTA......cccooeeiii. 22 115,116
SUMALFIPEAN .....vvvvvveviiinnennnns 33 TACLONEX......................... 68 TEFLARO......cccoooennn. 7
sumatriptan succinate............. 33 tacrolimus..............cccuuun.. 22,69 TEGRETOL.......cccccvnnnnnnnn... 29
sumatriptan-naproxen............ 33 tadalafil............cccceeeeeennnn..... 142 TEGRETOL XR................... 29
SUNOSI ..o, 54  tadalafil (pulmonary arterial TEGSEDI............................. 36
SUPRAX .....oooiiiiiiiiiieee 7 hypertension) oral tablet 20 TEKTURNA.......ceeeiiies 61
SUPREP BOWEL PREP TG ceieeeeeiee e 140 TEKTURNA HCT............... 61
KIT i 98 TAFINLAR......ccoovvveeen. 23 telmisartan.................c.......... 61
SURE COMFORT INS. TAGRISSO....ccoovvvvviiiieeen, 23 telmisartan-amlodipine........... 61
SYR. U-100......ccccevvirrrnnne 114 TAKHZYRO.......coveeenn. 140  telmisartan-

SURE COMFORT TALICIA......cooiiiiiee 101 hydrochlorothiazid.................. 61
INSULIN SYRINGE......... 114 TALTZ AUTOINJECTOR..68 TEMIXYS......ccooviiiiiiiieees 5
SURE COMFORT PEN TALTZ SYRINGE............... 68 TEMOVATE......cccoovviiennn 77
NEEDLE.......ccccccoviiiiin. 114 TALZENNA.......ccoooveiinen. 23 TENIVAC (PF)...ccccoounee.n. 106
SURE-FINE PEN TAMIFLU.........ccooivivieeeen. 5 tenofovir disoproxil fumarate....5
NEEDLES........ccccoviiien. 114 tamoxifen...........cccceeuvennnne... 23 TENORETIC 100................. 61
SURE-JECT INSULIN taAMSULOSTN .......vvveveaaeeeaeann. 142 TENORETIC 50................... 61
SYRINGE..........coovvvieies 115 TAPAZOLE......cccovvveeenn. 83 TENORMIN..........ccovvreee 61
SUSTIVA. ... 5 TAPERDEX.................... 82,83 TEPMETKO.........couvverrennn. 23
SUTAB ..o, 98 TARCEVA........ccooee. 23 terazosin................................. 61
SUTENT ....oooviiiiiiiiiiiiiiiiiiiins 22 TARGADOX....ccccoeeeeeeeennn.. 15 terbinafine hel.......................... 2
syeda...............coeiiiiiiii 129 TARGRETIN.......cccovvvvnnnnn. 23 terbutaline............................ 140
SYMBICORT..................... 140  tarina 24 fe......cceeeeeeeeeeoil. 129  terconazole........................... 126
SYMBYAX ..o 54  tarina fe 1-20 eq (28) ........... 129 TERIPARATIDE............... 121
SYMDEKO........cccceeeennnee. 140 TASIGNA.......ccoeiiree 23 TERUMO INSULIN
SYMFT...coooiiiiiiiiiiiee, S5 TASMAR.....ccooovviiiiiee, 31 SYRINGE.........ceeviiee. 116
SYMFILO................... S tavaborole.............................. 74  TESTIM...coooviiiiiiiiieeeeeeeeen. 92
SYMIEPIL.........ceoovevi, 134  TAVALISSE.....cooveviiie, 63  testosterone...................... 92,93
SYMLINPEN 120................. 89  tazarotenme.............ceeueeiiinnnn. 72  TESTOSTERONE................ 92
SYMLINPEN 60................... 89 TAZAROTENE.................... 72 testosterone cypionate............ 92
SYMPAZAN....cccoeeiieen, 29 tAZICEf i 7 testosterone enanthate............ 92
SYMPROIC..........ccceevnnnee.n. 98 TAZORAC......ccocvvvvviee, 72  TETANUS,DIPHTHERIA
SYMTUZA ..o, S5 taztia Xt..oooooeiiieeeiieee 61 TOXPED(PF)....ccccoeuunen.n. 106
SYNALAR ..., 77 TAZVERIK.......covvvieane 23 tetrabenazine.......................... 36
SYNAREL.........cooeie 92 TDVAX..iiiiiiieieeeene, 106  tetracycline...............ouuue....... 15
SYNDROS......cooiiiiiee 98 TECFIDERA.........ccvveeee 36 TEXACORT.......cccovvrireennn 77
SYNJARDY ....ccevviiiiiiianns 89 THALOMID.........ceeuvveeenns 23
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THEO-24.........ccoiiii 140 TOLVAPTAN......cccccveevneen 93 TRESIBA FLEXTOUCH

theophylline.......................... 140  tolvaptan................ccccuuuu..... 93 U-200.. i, 90
thinpro insulin syringe........... 116 TOPAMAX...ccooovviieeeieeins 29 TRESIBA U-100 INSULIN..90
THINPRO INSULIN TOPCARE CLICKFINE....116  tretinoin (antineoplastic) ........ 23
SYRINGE.......................... 116 TOPCARE ULTRA tretinoin microspheres............ 72
THIOLA ..., 80 COMFORT.......cccvvvvvvirinnns 116  tretinoin topical...................... 72
THIOLA EC......cccoevev. 80 TOPICORT.....ccccvvvevirannnne 77 TREXALL...oooviiereeeine. 23
thioridazine........................... 54 topiramate................cccuvvvvnnn. 29 TREXIMET......cccoovvvvvrnnnnnnnn 33
thiothixene..............cccc.ccuuu.... 54 TOPROL XL......cooovvvveeannnne. 61 TREZIX....coooiiiiiiiieeee, 40
THYQUIDITY ..., 93 toremifene...............ccouuuuuuunnn. 23 triamcinolone acetonide.... 77, 81
tadylt er......cccceeeeeeveeeeeeeieannnn. 61  torsemide..................cccuuu..... 61 triamterene...............ccccuvvunnn. 61
tiagabine................................ 29 TOSYMRA...................... 33 triamterene-

TIAZAC. ... 61 TOUJEO MAX U-300 hydrochlorothiazid.................. 61
TIBSOVO.....cocoviiviiiiiiiieens 23 SOLOSTAR.....cccooviivieeenne. 89 riANeX ......cccovviiiiiiiiieae, 77
tigecycline............cccceuvvvennn.... 11 TOUJEO SOLOSTAR U- TRIBENZOR.......ccccevnnnn. 61
TIGLUTIK.......ceeeviiiieees 80 300 INSULIN.......ccvvveeennne. 89 TRICOR.....cooiiiiea, 65
TIKOSYN...ooiiiiiiiiiiiieees 57  tovet emollient........................ 7T triderm...........ccoeeueeeeeenannnn... 77
tlia fe...ieiieeeeaaaaeiinnnnnn, 129 TOVIAZ.....ooovveeeeeeee 142 trientine.........cccoceeeeeeeeeeeeennnn, 80
timolol maleate............... 61,131 TPN ELECTROLYTES..... 144  tri-estarylia.......................... 129
timolol maleate (pf) ............. 131 TRACLEER....................... 140  trifluoperazine........................ 54
TIMOPTIC OCUDOSE TRADIJENTA......ccoovvveeee. 90 trifluridine...................u........ 130
(PF) e 131  TRAMADOL....................... 43 TRIJARDY XR................... 90
TIMOPTIC-XE................... 131 tramadol............................... 43 TRIKAFTA......cccoovvveen 140
tinidazole.................cccccvvvvuun. 11 tramadol-acetaminophen........ 43 tri-legest fe......cccoeveeeiieeannnn. 129
LIOPTONIN ..., 80 trandolapril............................ 61 TRILEPTAL.......cccccovvvnnnn. 29
TIROSINT................ 93 trandolapril-verapamil............ 61 TRILIPIX....ccooooeiiiiiiieiennnn. 65
TIROSINT-SOL................... 94 tranexamic acid.................... 126  tri-lo-estarylia...................... 129
TIVICAY oo, 5 TRANSDERM-SCOP.......... 98 tri-lo-sprintec........................ 129
TIVICAY PD....................... 5 TRANXENE T-TAB............ 54 trilyte with flavor packets....... 98
Hzanidine ................ooevvvvvvvvnnn. 37  tranylcypromine..................... 54 trimethoprin..........ccccceeennn... 16
TOBI ..o, 11 travasol 10 %.............uuu....... 145 tri-mili ... 129
TOBI PODHALER.............. 11 TRAVATANZ.....ccoveeee.... 132 trimipramine.......................... 54
TOBRADEX.......ccccceeeennnee. 133 travoprost........cccceeeeueeeeann. 132 TRINTELLIX..........cceuunee.. 54
TOBRADEX ST................ 133 TRAZIMERA...............c...... 23 MFERYIYO . 129
tobramycin...................... 11,130  trazodonme............................... 54  tri-previfem (28) .................. 129
tobramycin in 0.225 % nacl.....11  TRECATOR...........c.ccoce..... 11 tri-sprintec (28) .........uuu...... 129
tobramycin sulfate.................. 11 TRELEGY ELLIPTA......... 140 TRIUMEQ.....c..cceeeiiiinnnnnnn. 5
tobramycin-dexamethasone.. 133  TRELSTAR........ccccccceeeeennn. 23 trivora (28) coceeeeeeeeieiieeeeennn. 129
TOBREX.......ccoooiiiiiieeeennn. 130 TREMFYA.......ccoovvvieeee 68  tri-vylibra..............ccuuun..... 129
tolcapone....................ccceeeeuee. 31  treprostinil sodium.................. 61 tri-vylibralo......................... 129
TOLSURA.......cooiiiiiee 2 TRESIBA FLEXTOUCH TRIZIVIR ...ccoooiiiiiiiii. 5
tolterodine...............c........... 142 U-100....iiiiiiiiieeeiiieeee, 90 TROKENDI XR.......cc.uee.. 29
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TROPHAMINE 10 %......... 145 ULTIGUARD UNIFINE

LPOSPIUNL ..o 142 SAFEPACK-PEN SAFECONTROL................ 120
TRUE COMFORT NEEDLE...........ccoovviernne 117 unithroid..............c..cccceeue...... 94
INSULIN SYRINGE......... 116 ULTILET INSULIN UPTRAVI ..o, 61
TRUE COMFORT PEN SYRINGE.........cccvvireanne 118 UROCIT-K 10...........u...... 142
NEEDLE.......c...cooviiirn. 116 ULTILET PEN NEEDLE.. 118 UROCIT-K 15.................... 142
TRUEPLUS INSULIN ULTRA CMFT INS SYR UROCIT-K 5...ooeeeiiiinn. 142
..................................... 116,117 (HALF UNIT).................... 118§  UROXATRAL................... 142
TRUEPLUS PEN NEEDLE ULTRA COMFORT URSO 250.....ciiiiiiiiiiieeee, 98
............................................. 117 INSULIN SYRINGE......... 118 URSO FORTE......................98
TRULANCE........cc..ceeeenn. 98 ULTRA FLO INSUL Ursodiol ...............ccccevvveeennnnee. 98
TRULICITY ..o, 90 SYR(HALF UNIT)............. 118 VABOMERE............ccuee.. 11
TRUMENBA..................... 106 ULTRA FLO INSULIN VAGIFEM.........oooiiiies 126
TRUSOPT ..o, 132 SYRINGE.............ccnnn 119  valacyclovir...............c..uuue...... 5
TRUVADA ... 5 ULTRA FLO PEN VALCHLOR...........cceeen. 69
TUDORZA PRESSAIR..... 141 NEEDLE...............cccvee.. 119 VALCYTE......cccooviiiiie 5
TUKYSA ..., 23 ULTRA THIN PEN valganciclovir........................... 5
TURALIO.....ccceeoviiiiiianne 23 NEEDLE......cccooiiiiiinn. 119 VALIUM......coooeiiiiiiieeen, 55
TWINRIX (PF).....cccn. 106 ULTRACARE INSULIN valproic acid........................... 29
TYBOST ..., 5 SYRINGE......cccoeeeeeeenn..n. 119  valproic acid (as sodium salt) .29
LYACMY .., 129 ULTRACARE PEN Valsartan............ccccveeeeneeannnn. 61
TYGACIL....cooiieieiiiieee, 11 NEEDLE......cccocccciiiiiinnns 119  valsartan-hydrochlorothiazide .61
TYKERB........cooviiveee. 23 ULTRACET....ccccccoviriirenns 43  VALTOCO........cceeevvvreeennnn. 29
TYMLOS.......covvvieeeiieee 121 ULTRAM....ccceeeeiiireeee, 43  VALTREX......ccoooiiiiiiiiiees 6
TYPHIM VI........oovnnes 106 ULTRA-THIN II (SHORT) VANCOCIN......cccvvvvreeenee 11
UBRELVY ..o, 33 INSSYR.......oooviiiiiiinn, 119  vancomycin....................... 11,12
UCERIS......ooiiiieeeeen 98 ULTRA-THIN II (SHORT) VANCOMYCIN.......cccveeeee. 12
UDENYCA........................ 104 PENNDL......ccccoinn. 119 vandazole............................. 126
UKONIQ....ovviiiiiiieeeeen. 23 ULTRA-THIN II INS PEN VANISHPOINT INSULIN
ULORIC......ccceeeeeiiiieeee 120 NEEDLES.......coooviviiennne. 119 SYRINGE.........ccoviiiie. 120
ULTICARE........cc.ceeen 117 ULTRA-THIN II INSULIN VANISHPOINT SYRINGE
ULTICARE INSULIN SYRINGE.........oooviiiennne. LT19 e 120
SYRINGE.........ccooviiiens 117 ULTRAVATE.......cccviee. 78 VANOS.....cooiiieieeeeee, 78
ULTICARE INSULN UNASYN ..o, 13 VAQTA (PF)..ccovviiiiiennne. 106
SYR(HALF UNIT)............. 117 UNIFINE PEN NEEDLE..119 VARIVAX (PF)................. 106
ULTICARE PEN NEEDLE UNIFINE PENTIPS........... 119 VARIZIG......cccceevviee. 106
............................................. 117 UNIFINE PENTIPS VARUBI........ccoviiiiie. 98
ULTICARE SAFETY PEN MAXFLOW........coovviee 119 VASCEPA........cccoviiiee, 66
NEEDLE.......c....cooviieee. 117 UNIFINE PENTIPS PLUS 120 VASERETIC............c.cooo....... 61
ULTIGUARD UNIFINE PENTIPS PLUS VASOTEC......cccccoiiiiieee, 61
SAFEPACK-INSULIN MAXFLOW........ccoo 119 VECAMYL....ooooiiiein. 66
SYR oo 117 VECTICAL........ccevviiies 68
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velivet triphasic regimen (28)129  VIREAD.......cccccccccoiiiiininiii. 6 XELPROS........................ 132

VELPHORO.............cccuune.. 80 VITRAKVI.....c.ocevviiins 24  XENAZINE..........ccoovvinrnn. 36
VELTASSA ..o 80 VIVELLE-DOT.................. 126 XENLETA.......ccoovvieeeinee. 12
VELTIN.....ccoooviiiiieeee 72 VIVITROL.......ccovvvvreen. 43 XEPIL..ooooiiiiiiiiiiieeee 72
VEMLIDY ....ooovviiiiiiiieeeee, 6 VIVLODEX.........ccovviverenne 44 XERESE.....cccccocovviiiiieannne 74
VENCLEXTA......cccoveveee 23 VIZIMPRO.........ccuvvvrennnne. 24  XERMELO..........coevvrrrrn. 24
VENCLEXTA STARTING VOGELXO.....c.ccovvvvrreeannne. 93 XGEVA.....coiiiiiiiee, 16
PACK ..., 24 voriconazole............................. 2 XHANCE......ccooooeinnn. 141
venlafaxine..............cccceveuvnnn. 55 VOSEVI.....iiiiiiiiiiinin, 6 XIFAXAN...coooiiiiiiiiiiiiinn, 12
VENTAVIS......ccoveeee. 141 VOTRIENT......ccoovvvveereennn. 24 XIGDUO XR......cccovvvvveenn. 90
VENTOLIN HFA............... 141 VRAYLAR..........cccoevnnnn. 55 XIDRA. ..o 131
Verapamil ............................... 61 VUMERITY ..cccooeviinnn. 36 XOFLUZA........ccooovvennnne. 6
VERDESO......cccccevviiiines 78  vyfemla (28) ..ccccoevveeennnnn... 129  XOLAIR.......cccoovviriiiieeen. 141
VEREGEN........cccoviiii. 70 vYlibra........ccoceeeeeeeeiaean 129 XOLEGEL......cccovvvviee. 74
VERELAN.....ccccviiiiiieis 61 VYNDAMAX.....ccoovvvveeeennnn. 66 XOPENEX........ccooovvvvveennn. 141
VERELAN PM.......ccccoo....... 61 VYNDAQEL..........ceuuvnee. 66 XOPENEX

VERQUVO.......cceeviiiies 66 VYTORIN 10-10................... 66 CONCENTRATE.............. 141
VERSACLOZ..........ccuvvee..... 55 VYTORIN 10-20................... 66 XOPENEXHFA............... 141
VERZENIO........cc.eeeveeenn. 24 VYTORIN 10-40................... 66 XOSPATA. ..o, 24
VESICARE..........ccnnne 142  VYTORIN 10-80................... 66 XPOVIO......cooceviiiiiiie 24
VESICARELS.................. 142 VYVANSE.......ccooviiiiee. 55 XTAMPZAER.........oee..... 40
VeStUra (28) cevveeeeiiaaaaaaaaann. 129 VYZULTA. ..o, 132 XTANDI.......eoeeiiii, 24
VFEND ..o 2 WAKIX...oiiieieeeeeeees 55 xulane..........cccooeeuiennnnnn.... 126
VFEND IV....ccooiiiiiiiiee 2 WArfarin..........ccoeuieeeeeiinnaan, 63 XULTOPHY 100/3.6............ 90
V-GO 20....ccoeiiiiiieeeeeinnn. 120  WELCHOL........cceeveennne. 66 XURIDEN.........cceevvirienns 80
V-GO 30..civiiiiiiiieeeeien. 120 WELLBUTRIN SR............... 55 XYOSTED....cccccovvvviveeeenne 93
V-GO40...cocevviieeeeannn. 120 WELLBUTRIN XL.............. 55 XYREM.....ooviiiiiiiiieees 55
VIBERZI........cccvvvieeeiinnn, 98  wixela inhub......................... 141 XYWAV. .., 55
VIBRAMYCIN...........c...... 15  wymzyafe....eeeeeennn... 129 YASMIN (28)..ccccvvveeeennnne. 129
VICTOZA 3-PAK................. 90 XALATAN.....ccooviieeeeen, 132 YAZ (28) e, 129
VIEKIRA PAK......ccccvvviiene 6 XALKORI........covriiiirennne 24 YF-VAX (PF).cccoooviveeannn. 106
VIV cvvvvvnnnnns 129  XARELTO......ccccvvvrririiirannnn. 63 YONSA ..., 24
VIgabatrin..............cccceeeuvun... 29 XARELTO DVT-PE YUPELRI...........ccvnnnnn 141
vigadrone..............ccccceeuvnn.... 29 TREAT 30D START............ 63 yuvafem..............ccceeeeennnnnn.. 126
VIGAMOX ......ccoovvvvvveennnn. 130 XATMEP.......cccvvviivieene. 24 zafemy.........ccceeeeeiinninnnnnnnn.. 126
VIIBRYD........oooei 55 XCOPRI....coooooviiiiiieee. 30  zafirlukast..............cccoaue... 141
VIMOVO.....ccccceeveeeinnne, 43 XCOPRI MAINTENANCE zaleplon...........ccccceevvvcuennan. 55
VIMPAT ... 30 PACK ..., 30 ZANAFLEX.....cccocovviiinennnns 37
VIOKACE........cccoovvivieeee. 98 XCOPRITITRATION ZATAN oo 129
VIRACEPT .....ccooovvviiieieeee, 6 PACK.....ccoooiiiiiiiiiiiiieee, 30  ZARONTIN......ooviiireeenne 30
VIRAMUNE........ccoovveeeeenn. 6 XELJANZ....coooovvvviiieeiins 124 ZARXIO.....ccoovivviveenn. 104
VIRAMUNE XR..................... 6 XELJANZXR........coeun. 124 ZAVESCA......cccoiiiii 93

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZEGERID.........c.cccevnen. 101  ZOLOFT.....ccccooviiiii. 56

ZEJULA ..., 24 zolpidem...........cuuevvviieeaaannn. 56
ZELAPAR ..o, 31 ZOLPIMIST....ccoevveeeees 56
ZELBORAF ......cooovviieenn, 24 ZOMACTON.......c.ceeeeenn 104
ZEMAIRA......cooveeee 80 ZOMIG.....ccoeevviieeeeeenn. 33
ZEMBRACE SYMTOUCH.33 ZOMIGZMT........cecuvvvrnnn. 33
ZEMDRI........ooovviiiian 12 ZONALON.......cceeeeviiees 70
ZEMPLAR.....ccccoevviinnn. 93 ZONEGRAN.......ccooiiieeee 30
ZENALANE ....eeeeeeeeeaaaeaaeaenaann 72 zonmisamide............................. 30
ZENPEP.........ccooovvi 98 ZONTIVITY ..oovvvvviiiiieee, 63
ZONZOL .aeeeeaeeeaeaeaeaeaaaeeaa 55 ZORBTIVE........................ 104
ZENZEDI ... 55 ZORTRESS......ccccccciiiiinnni, 24
ZEPATIER ........ooooviiiiiin, 6 ZORVOLEX......ccccccoemnnnnnn. 44
ZEPOSIA ... 36 ZOSYN IN DEXTROSE
ZEPOSIA STARTER KIT...36  (ISO-OSM)......cccccvvvvrrrrrennnnn. 14
ZEPOSIA STARTER zovia 1-35 (28) coceeevrvvennnnn.. 129
PACK.....coooiiiiiiieeeeee, 36 ZOVIRAX.......ccccooeennnnee. 6, 74
ZERBAXA . ..covviiieeeee, 7 ZTLIDO.......cooveiiiiieen. 70
ZERVIATE.........cccovvn 131 ZUBSOLV.......ocoovvee. 44
ZESTORETIC..................... 61 ZUPLENZ.......ccooviinnn 98
ZESTRIL.....cccovvvviiiieeeeeees 61 ZYCLARA......coooiieiieiee, 70
ZETIA oo, 66 ZYDELIG.......ccccvvvvvveeeenn. 24
ZETONNA.....ccovvveeeeeee, 141 ZYFLO...ooooiiiiiieieeeee, 141
ZIAC ..., 61 ZYKADIA........cooieeee 24
ZIAGEN........ooo, 6 ZYLET....ooooiiiiiiieiiineen, 133
ZIANA ...coooeeeeeeieee e, 72 ZYLOPRIM........ccceeeen. 120
zidovudine...........cccceeeeeeeeeennnn. 6 ZYMAXID........occccoeene. 130
ZIEXTENZO......cccoeeeeun. 104 ZYPITAMAG........ccocuveennn. 66
ZHEUION ..o, 141 ZYPREXA.....cooooiiioieieeeeennn. 56
V2155, Q B UUR RSO 72  ZYPREXA RELPREVV...... 56
ZIOPTAN (PF)...covveeennen. 132 ZYPREXA ZYDIS............... 56
ziprasidone hcl........................ 56 ZYTIGA ..o, 24
ziprasidone mesylate............... 56 ZYVOX..iiiiiiiiieieeeeee, 12
ZIPSOR ...t 44

ZIRABEV ....ccooviiiiiiiiiiii, 24

ZIRGAN . .......oo oo 130

ZITHROMAX........cooeirr 8

ZITHROMAX TRI-PAK....... 8

ZITHROMAX Z-PAK........... 8

ZOCOR ..., 66

ZOLINZA ..., 24

zolmitriptan............................ 33

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

apply.

This formulary was updated on 08/25/2021. 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.

© 2021 Express Scripts. All Rights Reserved.

FOPASO2A
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