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2017 Formulary (List of Covered Drugs)

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

Formulary ID Number: 17037, v8

This formulary was updated on 08/22/2016. For more recent information or other questions, please
contact Express Scripts Medicare® (PDP) Customer Service at the numbers located on the back of
your member ID card. Customer Service is available 24 hours a day, 7 days a week.

You can also visit us on the Web at www.Express-Scripts.com.

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

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 22, 2016. 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, 2018. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

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

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

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

7 dias de la semana.

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

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

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

Can my drug coverage change?

Generally, if you are taking a drug covered by your plan in 2017, Express Scripts Medicare will not
discontinue or reduce coverage of the drug during the 2017 coverage year, except when a new, less
expensive generic drug becomes available or when new adverse information about the safety or
effectiveness of a drug is released. Other types of formulary changes, such as removing a drug
from our plan’s coverage, will not affect members who are currently taking the drug. It will remain
available at the same copayment or coinsurance amount for those members taking it for the
remainder of the coverage year. We feel it is important that you have continued access for the
remainder of the coverage year to the drugs that were available when you chose our plan, except
for cases in which you can save additional money or we can ensure your safety.

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

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

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




Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 113. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

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

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

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

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

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

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

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

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

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

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

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

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

¢ You can ask us to cover a formulary drug at a lower cost-sharing level. If your drug is contained
in our Non-Preferred Drug tier, you can ask us to cover it at the cost-sharing amount that applies
to drugs in our Preferred Brand Drug tier instead. If approved, this would lower the amount you
must pay for your drug.

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

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

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

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

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

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

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

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

As a new or continuing member in our plan, you may be taking drugs that are not covered from one year
to the next. Or, you may be taking a drug that is covered but your ability to get it is limited. For
example, you may need a prior authorization from us before you can fill your prescription. You should
talk to your doctor to decide if you should switch to an appropriate drug that we cover or request 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 has restrictions or limitations, we will cover a temporary transition supply
when you go to a network pharmacy. This temporary transition supply will be for at least 30 days, or
less if your prescription is written for fewer days. In that case, you will be allowed multiple fills to
provide up to a total of at least a 30-day supply of the medication.

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

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

Other coverage that your plan may provide

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

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

Prescription drugs when used to promote fertility

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

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

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

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

¢ Over-the-counter (OTC) diabetic supplies

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

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

e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring

services be purchased exclusively from the manufacturer as a condition of sale.

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 113.

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

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

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

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

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



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

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

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

low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred drugs.
Brand some generic drugs.
Drugs
Tier 3: This tier includes non-preferred Many non-preferred drugs have lower-cost
Non-Preferred | brand-name drugs as well as alternatives in Tiers 1 and 2. Ask your doctor
Drugs some generic drugs. if switching to a lower-cost generic or preferred

brand-name drug may be right for you.

If you qualify for Extra Help

If you qualify for Extra Help from Medicare to help pay for your prescription drugs, your cost-sharing
amounts may be lower than your plan’s standard benefit. Members who qualify for Extra Help will
receive a notice called “Important Information for Those Who Receive Extra Help Paying for Their
Prescription Drugs” (“Low Income Rider” or “LIS Rider”). Please read it to find out what your costs
are. You can also contact Customer Service with any questions using the information listed on the front
and back covers of this formulary.

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

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

If you have general questions about Medicare prescription drug coverage, please call Medicare at

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

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

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

List of abbreviations

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

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

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

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

treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.
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Drug Name Requirements| |Drug Name Drug Requirements
/Limits Tier /Limits
griseofulvin 3 MO
ultramicrosize
ANTIFUNGAL AGENTS
GRIS-PEG 3 MO
ABELCET 2 PA; MO (ULTRAMICROSIZ
AMBISOME 2 PA;MO E)
amphotericin b 3 PA; MO itraconazole 1 MO
ANCOBON o) MO ketoconazole oral 1 MO
CANCIDAS 9 PA: MO LAMISIL ORAL 2 MO
GRANULES IN
clotrimazole mucous 1 MO PACKET
membrane
LAMISIL ORAL 3 MO
CRESEMBA 2 TABLET
INTRAVENOUS
MYCAMINE 2 MO
CRESEMBA ORAL 2 MO
NOXAFIL ORAL 2 MO
DIFLUCAN 3 MO
nystatin oral 1 MO
EDII{I:A‘[EIS\I(F});]ATER 3 MO suspension
INTRAVENOUS nystatin oral tablet 1 MO
RECON SOLN 100 ONMEL 2 MO:; QL (30
MG per 30 days)
fluconazole 1 MO ORAVIG 2 MO
ﬂuconazole in nacl 1 MO SPORANOX ORAL 3 MO
(iso-osm) CAPSULE
intravenous
piggyback 200 SPORANOX ORAL 2 MO
mg/100 mi SOLUTION
fluconazole in nacl 1 terbinafine hcl oral 1 MO
(iso-osm) VFEND 2 MO
intravenous
piggyback 400 VFEND IV 3 MO
mg/200 ml voriconazole 1 MO
flucytosine 9 MO intravenous
griseofulvin 1 MO voriconazole oral 2 MO
microsize ANTIVIRALS
abacavir 1 MO

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

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

Tier /Limits Tier /Limits
abacavir- 2 MO didanosine 1 MO
lamivudine-
zidovudine EDURANT 2 MO
acyclovir oral 1 MO EMTRIVA 2 MO
capsule entecavir 2 MO
acyclovir oral 1 MO EPIVIR 3 MO
suspension 200 mg/5 EPIVIR HBV 2 MO
ml ORAL SOLUTION
acyclovir oral tablet 1 MO EPIVIR HBV 3 MO
acyclovir sodium 1 PA; MO ORAL TABLET
intravenous solution EPZICOM 2 MO
adefovir 2 MO EVOTAZ 5 MO
amantadine hcl 1 MO famciclovir 1 MO
APTIVUS ORAL 2 MO FAMVIR 3 MO
CAPSULE

FLUMADINE 3 MO
APTIVUS ORAL 2 ORAL TABLET
SOLUTION

FUZEON 2 MO
ATRIPLA S O SUBCUTANEOUS
BARACLUDE 2 MO RECON SOLN
cidofovir 2 PA; MO ganciclovir sodium 1 PA; MO
COMBIVIR 2 MO GENVOYA 2 MO
COMPLERA 2 MO HARVONI 2 PA; MO; QL
COPEGUS 3 MO (168 per 168

days)

CRIXIVAN ORAL 2 MO
CAPSULE 200 MG, HEPSERA S VO
400 MG INTELENCE 2 MO
CYTOVENE 3 PA; MO INVIRASE 2 MO
DAKLINZA ORAL 2 PA; MO; QL ISENTRESS 2 MO
TABLET 30 MG, 60 (84 per 84 KALETRA > MO
MG days)

lamivudi 1 MO
DAKLINZAORAL 2  PA;QL (84 amynaine
TABLET 90 MG per 84 days) lamivudine- 1 MO

zidovudine
DESCOVY 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 www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
LEXIVA 2 MO REBETOL ORAL 2 MO
moderiba 3 MO SOLUTION
: RELENZA 2 MO
moderiba dose pack 1 MO
oral tablets,dose DISKHALER
pack 200 mg (7)- RESCRIPTOR 2 MO
;’7(10 o 0(7) : ‘;(7) )0 e RETROVIR 2 MO
T me INTRAVENOUS
moderiba dose pack 2 MO RETROVIR ORAL 3 MO
oral tablets,dose CAPSULE
pack 600 mg (7)-
400 mg (7), 600 mg RETROVIR ORAL 3 MO
(7)- 600 mg (7) SYRUP
nevirapine oral 1 MO REYATAZ ORAL 2 MO
suspension CAPSULE 150 MG,
nevirapine oral 1 MO 200 MG, 300 MG
tablet REYATAZ ORAL 2 MO
nevirapine oral 1 MO ggg?gﬁ IN
tablet extended
release 24 hr 100 mg ribasphere oral 1 MO
nevirapine oral 3 MO capsule
tablet extended ribasphere oral 3 MO
release 24 hr 400 mg tablet 200 mg
NORVIR 2 MO ribasphere oral 1 MO
ODEFSEY 5 tablet 400 mg
OLYSIO ) PA: MO: QL ribasphere oral 2 MO
(16é per’168 tablet 600 mg
days) ribasphere ribapak 2 MO
oral tablets,dose
PREZCOBIX 2 MO pack 400-400mg
PREZISTA ORAL 2 MO (28)-mg (28), 600-
SUSPENSION 400 mg (28)-mg
PREZISTA ORAL Y gg’_ 200(‘268‘))0 mg
TABLET 150 MG, il
600 MG, 75 MG, ribavirin oral 1 MO
800 MG capsule

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

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

ribavirin oral tablet 1 MO valacyclovir 1 MO; QL (30
200 mg per 30 days)
rimantadine 1 MO VALCYTE 2 MO
SELZENTRY 2 MO valganciclovir 2 MO
SOVALDI 2 PA; MO; QL VALTREX 3 MO:; QL (30

(168 per 168 per 30 days)

days)

VIDEX 2 GRAM 2 MO

stavudine 1 MO PEDIATRIC
STRIBILD 2 MO VIDEX EC MO
SUSTIVA 2 MO VIEKIRA PAK 2 PA; MO; QL
SYNAGIS 2 MO;LA 51672 per 168
INTRAMUSCULA ays)
R SOLUTION 50 VIRACEPT ORAL 2 MO
MG/0.5 ML TABLET
TAMIFLU 2 MO VIRAMUNE 3 MO
TECHNIVIE 2 PA; MO; QL VIRAMUNE XR 3 MO

(168 per 84 VIRAZOLE 2 MO

days)
TIVICAY ORAL 2 VIREAD 2 MO
TABLET 10 MG, 25 VITEKTA 2 MO
MG ZEPATIER 2 PA;MO: QL
TIVICAY ORAL 2 MO (112 per 112
TABLET 50 MG days)
TRIUMEQ 2 MO ZERIT 3 MO
TRIZIVIR 2 MO ZIAGEN ORAL 2 MO
TRUVADA ORAL 2 SOLUTION
TABLET 100-150 ZIAGEN ORAL 3 MO
MG, 133-200 MG, TABLET
167-250 MG zidovudine 1 MO
TRUVADA ORAL I MO ZOVIRAX ORAL 3 MO
L%BLET 200-300 CAPSULE

ZOVIRAX ORAL 3 MO

TYBOST S SUSPENSION
TYZEKA 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
CEPHALOSPORINS cefepime 1 MO
AVYCAZ cefixime 1 MO
CEDAX ORAL MO cefotaxime injection 1
CAPSULE recon soln 1 gram, 2
500

CEDAX ORAL MO SHm oS
SUSPENSION FOR cefotetan injection 1
RECONSTITUTIO cefoxitin intravenous 1 MO
N 180 MG/5 ML recon soln 1 gram
cefaclor oral capsule MO cefoxitin intravenous 1
cefaclor oral recon soln 10 gram
susp ens'ion f or 12 cefoxitin intravenous 3
rec/c;nstlztutzon 5 recon soln 2 gram
mg/5 m
cefaclor oral MO cefpodoxime ! MO
suspension for cefprozil 1 MO
reconstitution 250 ceftazidime injection 1 MO
m<lg/5 mi, 375 mg/5 recon soln 1 gram
m

ceftazidime injection 3 MO
cefaclor oral tablet MO recon soln 2 gram
extended release 12
hr ceftazidime injection 1

recon soln 6 gram
cefadroxil oral MO

- SUSPENSION FOR

cefadmxtl oral MO RECONSTITUTIO
suspension for N
reconstitution 250
mg/5 ml, 500 mg/5 CEFTIN ORAL 3 MO
ml TABLET 500 MG
cefadroxil oral tablet MO ceftriaxone injection 1

recon soln 10 gram
cefazolin injection MO
recon soln 1 gram, ceftriaxone injection 1 MO
500 mg recon soln 250 mg,

. 500 mg

cefazolin injection ‘
recon soln 10 gram ceftriaxone 1 MO

intravenous
cefdinir MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
cefuroxime axetil 1 MO SUPRAX ORAL 3 MO
oral tablet TABLET,CHEWAB
cefuroxime sodium 1 MO LE
injection recon soln TAZICEF 3
1.5 gram, 750 mg INJECTION
cefuroxime sodium 1 RECON SOLN 1
. GRAM
intravenous
) TAZICEF 3 MO

cephalexin 1 MO INJECTION
CLAFORAN 3 RECON SOLN 2
INJECTION GRAM, 6 GRAM
RECON SOLN 10
GRAM. 500 MG TEFLARO 2 MO
CLAFORAN 3 ZERBAXA 2
INTRAVENOUS ZINACEF 3 MO
RECON SOLN INJECTION
FORTAZ 3 léERi(K/IN SOLN 1.5
INJECTION
RECON SOLN 6 ZINACEF 3
GRAM INJECTION
FORTAZ 3 1;R/IEGCON SOLN 750
INTRAVENOUS
MAXIPIME 3 MO ZINACEF .
INJECTION INTRAVENOUS

RECON SOLN 7.5
SUPRAX ORAL 3 MO GRAM
CAPSULE

ERYTHROMYCINS / OTHER
SUPRAX ORAL 3 MO MACROLIDES
SUSPENSION FOR
RECONSTITUTIO azithromycin 1 MO
N 100 MG/5 ML, BIAXIN ORAL 3 MO
200 MG/5 ML SUSPENSION FOR
SUSPENSION FOR N 250 MG/5 ML
RECONSTITUTIO BIAXIN ORAL 3 MO
N 500 MG/5 ML TABLET

clarithromycin 1 MO

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

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

Tier /Limits Tier /Limits
DIFICID 2 MO ZITHROMAX 3 MO
e.e.s. 400 oral tablet 1 MO ZITHROMAX TRI- 3 MO
E.ES.GRANULES 2 MO PAK
ERYPED 200 3 MO ZITHROMAX Z- 3 MO
PAK
ERYPED 400 3 MO TMAX 3 MO
ery-tab oral . MISCELLANEOUS
tablet,delayed
release (dr/ec) 250 ANTIINFECTIVES
mg ALBENZA 2 MO
ery-tab oral 1 MO ALINIA 2 MO
tablet,delayed P E—
release (dr/ec) 333 amikacin injection 1 MO
mg solution 500 mg/2 ml
ERY-TAB ORAL 2 MO atovaquone Sl VO
TABLET,DELAYE atovaquone- 1 MO
D RELEASE proguanil
DR/EC) 500 MG

( ) AZACTAM IN 3
erythrocin (as 1 MO DEXTROSE (ISO-
stearate) oral tablet OSM)
250 mg INTRAVENOUS
ERYTHROCIN 2 PIGGYBACK 1
INTRAVENOUS GRAM/30 ML
RECON SOLN 500 AZACTAM IN 2
MG DEXTROSE (ISO-
erythromycin 1 MO OSM)

. INTRAVENOUS
ethylsuccinate oral
tablet PIGGYBACK 2

GRAM/50 ML

erythromycin oral 1 MO —
capsule,delayed aztreonaminjection 1 MO
release(dr/ec) recon soln 1 gram
erythromycin oral 3 MO baciim 1
tablet 250 mg bacitracin 1 MO
erythromycin oral 1 MO intramuscular
tablet 500 mg
PCE 3 MO

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

Tier /Limits Tier /Limits
BETHKIS 2 PA; MO; QL clindamycin 1 MO
(224 per 28 phosphate injection
days) solution 150 mg/ml
BILTRICIDE 2 MO clindamycin 1 MO
CAPASTAT 3 phosphate
intravenous solution
CAYSTON 2 MO; LA; QL 600 mg/4 ml
(84 per 28 COARTEM 2 MO
days)
chloramphenicol sod 1 colzs'tzz‘a I MO
succinate (colistimethate na)
chloroquine 1 MO CUBICIN 2 MO
phosphate oral DALVANCE 3 MO
CLEOCIN IN 5 % 3 MO DAPSONE 2 MO
DEXTROSE :
INTRAVENOUS DARAPRIM 2 PA; MO
PIGGYBACK 300 DORIBAX 3
MG/50 ML, 600 INTRAVENOUS
MG/50 ML RECON SOLN 500
CLEOCIN IN 5 % 3 MG
DEXTROSE EMVERM 2
INTRAVENOUS
PIGGYBACK 900 ethambutol 1 MO
MG/50 ML FLAGYL 3 MO
CLEOCIN 3 MO gentamicin in nacl 1 MO
INJECTION (iso-osm)
RA intravenous
CLEOCIN ORAL 3 MO piggyback 100
clindamycin hcl 1 MO mg/100 ml, 60 mg/50
clindamycinin 5 % 1 MO ml
dextrose gentamicin in nacl 1
clindamycin 1 (zso—osm)
diatric intravenous
pe piggyback 80
clindamycin 1 mg/100 ml, 80 mg/50
phosphate injection ml
solution 150 (mg/ml) . .
(6 ml) gentamicin injection 1 MO

solution 40 mg/ml

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

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

Tier /Limits Tier /Limits
gentamicin sulfate 1 MYAMBUTOL 3 MO
(pf) intravenous ORAL TABLET
solution 80 mg/8 ml 400 MG
hydroxychloroquine 1 MO MYCOBUTIN 3 MO
oral NEBUPENT 2 PA; MO; QL
imipenem-cilastatin 1 MO (1 per 28 days)
INVANZ 3 MO neomycin 1 MO
INJECTION ORBACTIV 2 MO
isoniazid injection 1 paromomycin 3 MO
isoniazid oral 1 MO PASER 5 MO
ivermectin oral 1 MO PENTAM 3 MO
KETEK > MO PLAQUENIL 3
KITABIS PAK . MO polymyxin b sulfate 1 MO
LINCOCIN 3 MO PRIFTIN N MO
lincomycin injection 1 PRIMAQUINE 5 MO
linezolid intravenous 2 PRIMAXIN IV 3 MO
linezolid oral 2 MO pyrazinamide ) MO
MALARONE 3 MO QUALAQUIN 3 MO
yﬁjﬁiﬁgﬁf 3 MO quinine sulfate 1 MO
mefloquine 1 MO rifabutin 3 MO
MEPRON ) MO RIFADIN 3 MO
meropenem 3 MO RIFAMATE 3 MO
intravenous recon rifampin 1 MO
soln 500 mg RIFATER 3 MO
MERREM 3 MO

IRTUR 2 MO; LA

INTRAVENOUS SIRTURO O;
RECON SOLN 500 SIVEXTRO 2
MG INTRAVENOUS
metronidazole in 1 MO SIVEXTRO ORAL 2 MO
nacl (iso-os)
metronidazole oral 1 MO

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

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

STREPTOMYCIN 2 MO amoxicillin oral 1 MO
INTRAMUSCULA capsule
R amoxicillin oral 1 MO
STROMECTOL 3 MO suspension for
SYNERCID > reconstitution
TINDAMAXORAL 3 MO f";(;xt’””’” oral . 10
TABLET 500 MG anre
inidazol ) MO amoxicillin oral 1 MO
midazore tablet,chewable 125
TOBI 2 PA; MO; QL mg, 250 mg

$82)p er 28 amoxicillin-pot 1 MO

Y clavulanate

TOBI PODHALER 2 MO; QL (224 o
INHALATION per 28 days) ampicillin ! MO
CAPSULE, ampicillin sodium 1 MO
W/INHALATION injection recon soln
DEVICE 1 gram, 10 gram,
tobramycin in 0.225 2 PA; MO; QL 125 mg
% nacl (280 per 28 ampicillin-sulbactam 1

days) injection recon soln
tobramycin sulfate 1 MO 13 gram
injection solution ampicillin-sulbactam 1 MO
TRECATOR ) MO injection recon soln

3 gram
TYGACIL 2 MO -
ampicillin-sulbactam 1

XIFAXAN ORAL 2 MO; QL (9 per intravenous recon
TABLET 200 MG 30 days) soln 1.5 gram
XIFAXAN ORAL 2 MO; QL (60 AUGMENTIN 2 MO
TABLET 550 MG per 30 days) ORAL
Z7YVOX 5 MO SUSPENSION FOR
PARENTERAL N 125-31.25 MG/5
SOLUTION 600 ML
MG/300 ML BICILLIN C-R 2 MO
ZYVOX ORAL 2 MO BICILLIN L-A 2 MO
PENICILLINS dicloxacillin 1 MO

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

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

nafcillin injection 1 MO piperacillin- 1 MO
recon soln I gram tazobactam

intravenous recon
soln 3.375 gram, 4.5
gram, 40.5 gram

nafcillin injection 2 MO
recon soln 10 gram

llin i 1
fl)eczfrlo;Z(liZo-osm) UNASYN .
intravenous INJECTION
: RECON SOLN 15
],Z;}ggybaCk 1 gram/50 GRAM
. UNASYN 3 MO
Z)eciflflg;,;(li;lo—osm) i Mo INJECTION
intravenous RECON SOLN 3
piggyback 2 gram/50 GRAM
ml ZOSYN IN 3
oxacillin injection 2 MO IS];{(/S‘ROSE (ISO-
1
recon soln 10 gram INTRAVENOUS
oxacillin intravenous 1 PIGGYBACK 2.25
recon soln 2 gram GRAM/50 ML
PENICILLIN G 2 ZOSYN IN 3 MO
POTIN DEXTROSE (ISO-
DEXTROSE OSM)
INTRAVENOUS INTRAVENOUS
PIGGYBACK 2 PIGGYBACK 3.375
MILLION UNIT/50 GRAM/50 ML
ML, 3 MILLI
UNi"l%/SO MLON ZOSYN 3 MO
INTRAVENOUS
penicillin g 1 MO RECON SOLN 40.5
potassiuminjection GRAM
il;ic;n soln 5 million QUINOLONES
penicillin g procaine 1 MO AVELOX . MO
intramuscular AVELOX ABC 3 MO
syringe 1.2 million PACK
unit/2 mi AVELOXINNACL 3 MO
penicillin g sodium 1 MO (ISO-OSMOTIC)
penicillin v 1 MO
potassium

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

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

Tier /Limits Tier /Limits
CIPRO IN D5W 3 MOXIFLOXACIN- 3
INTRAVENOUS SOD.ACE,SUL-
PIGGYBACK 400 WATER
MG/200 ML ofloxacin oral tablet 1 MO
CIPRO ORAL MO 400 mg
oA pa R MIC SULFA'S /RELATED AGENTS
RECON BACTRIM 3 MO
CIPRO ORAL MO BACTRIM DS 3 MO
g(l;‘(‘)Bl\I/I](E}T 250 MG, sulfadiazine oral 3 MO
ciprofloxacin sulfamethoxazole- 1 MO
P trimethoprim
ZZ;%OJ acin MO TETRACYCLINES
Zil{;rloﬂoxacin hel MO égl()) SD%JAL]? RAL 2 ST; MO
ciprofloxacin in 5 % MO demeclocycline oral 3 MO
dextrose intravenous tablet 150 mg
piggyback 200 demeclocycline oral 1 MO
mg/100 ml tablet 300 mg
ciprofloxacin lactate doxy-100 | MO
intravenous solution :
400 me/40 ml doxycycline hyclate 1
g intravenous
I{qi\éﬁg}j INORAL MO doxycycline hyclate 1 MO
oral capsule
{evoﬂ oxacinin d5w MO doxycycline hyclate 1 MO
intravenous
: oraltablet 100 mg,
piggyback 500 20
mg/100 ml, 750 e
mg/150 ml doxycycline hyclate 3 MO
) oral tablet,delayed
5;;};6{‘7} Oe);;c;i;: MO release (dr/ec) 100
mg, 150 mg, 75 mg
levofloxacin oral MO doxycycline hyclate 2
moxifloxacin MO oral tablet,delayed
release (dr/ec) 200
mg

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
doxycycline hyclate 1 SOLODYN ORAL 2 ST; MO
oral tablet,delayed TABLET
release (dr/ec) 50 EXTENDED
mg RELEASE 24 HR
: 105 MG, 115 MG,
doxycycline 1 MO 55 MG, 65 MG, 80
monohydrate oral MG
capsule 100 mg, 150
mg, 50 mg tetracycline oral 1 MO
doxycycline 3 MO capsule 250 mg
monohydrate oral tetracycline oral 3 MO
capsule 75 mg capsule 500 mg
doxycycline 1 MO VIBRAMYCIN 3 ST; MO
monohydrate oral ORAL CAPSULE
suspension for 100 MG
reconstitution VIBRAMYCIN 3 MO
doxycycline 1 MO ORAL
monohydrate oral SUSPENSION FOR
tablet RECONSTITUTIO
MINOCIN ORAL 3 ST;MO N
CAPSULE 100 MG, VIBRAMYCIN 2 MO
50 MG ORAL SYRUP
minocycline oral 1 MO URINARY TRACT AGENTS
capsule FURADANTIN 3 MO
minocycline oral 1 MO HIPREX 3 MO
tablet
minocycline oral 3 MO MACROBID 3 MO
tablet extended MACRODANTIN 3 MO
rmelec:geniél hr 135 methenamine 1 MO
g g hippurate
minocycline oral 1 MO MONUROL 3 MO
tablet extended
release 24 hr 90 mg nitrofurantoin 1 MO
ORACEA 3 ST;MO macrocrystal
nitrofurantoin 1 MO
monohyd/m-cryst
nitrofurantoin oral 1 MO

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

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

trimethoprim 1 MO XGEVA 2 MO

VANCOM YCIN ZINECARD (AS 2 MO

VANCOCIN 2 MO %CT%AVENOUS

vancomycin 1 MO RECON SOLN 250

intravenous recon MG

soln 1,000 mg, 10 ANTINEOPLASTIC /

500

gram, SUT e IMMUNOSUPPRESSANT DRUGS

vancomycin oral 2 MO ABRAXANE ) MO

ANTINEOPLASTIC/ adrucil intravenous 1 PA; MO

DRUGS ml

ADJUNCTIVE AGENTS AFINITOR 2 PA;MO
DISPERZ

amifostine 2 MO

crystalline AFINITOR ORAL 2 PA;MO; QL
TABLET 10 MG (60 per 30

dexrazoxane hcl 2 days)

intravenous recon

soln 250 mg AFINITOR ORAL 2 PA; MO
TABLET 2.5 MG, 5

ELITEK 2 MO MG. 7.5 MG

FUSILEV 2 MO ALECENSA 2 PA;MO; QL

KEPIVANCE 2 (240 per 30

: . days)

leucovorin calcium 1 MO

injection recon soln ALIMTA 2 MO

100 mg, 350 mg INTRAVENOUS

- - RECON SOLN 500
leucovorin calcium 1 MO MG
oral
: ALKERAN 2

levoleucovorin 2 INTRAVENOUS

calcium intravenous

solution anastrozole 1 MO

mesna 1 MO ARIMIDEX 3 MO

MESNEX 3 AROMASIN 3 MO

INTRAVENOUS ARRANON 7

MESNEX ORAL 2 MO ASTAGRAF XL 3 PA; MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
AVASTIN 2 MO CELLCEPT ORAL 3 PA; MO
azacitidine 2 MO CAPSULE
) CELLCEPT ORAL 2 PA; MO
AZASAN 3 PA; MO SUSPENSION FOR
azathioprine 1 PA; MO RECONSTITUTIO
azathioprine sodium 1 PA N
CELLCEPT ORAL 2 PA; MO
BELEODAQ 2 MO TABLET
bexarotene 2 MO ) -
cisplatin 1 MO
] 1 1 M
bicalutamide © cladribine 2 PA; MO
BICNU 2 MO
CLOLAR 2 MO
bleomycin injection 1 PA; MO )
recon soln 30 unit COMETRIQ 2 PA; MO
BOSULIF ORAL 2 PA:MO COSMEGEN 2 MO
TABLET 100 MG COTELLIC 2 PA; MO; LA;
BOSULIF ORAL 2 PA;MO;QL dQL (63 per 28
TABLET 500 MG (30 per 30 ays)
days) CYCLOPHOSPHA 2 PA; MO
MIDE ORAL
B LFEX 2
Usy CAPSULE
CABOMETYX 2 PA; LA -
cyclosporine 1 PA
CAMPTOSAR 3 MO intravenous
INTRAVENOUS
SOLUTION 100 cyclosporine 1 PA; MO
MG/5 ML modified
CAPRELSA ORAL ) PA- MO: LA- cyclosporine oral 1 PA; MO
TABLET 100 MG QL (90 per30  capsule
days) CYRAMZA 2 PA; MO
CAPRELSA ORAL 2 PA; MO; LA; cytarabine 1 PA; MO
TABLET 300 MG (?aLS().%O per 30 cytarabine (of) 1 PA: MO
Y injection solution 2
carboplatin 1 MO gram/20 ml (100
intravenous solution mg/mi)
CASODEX 3 MO dacarbazine 1 MO
CELLCEPT > PA- MO intravenous recon
INTRAVENOUS soln 200 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Tier /Limits Tier /Limits
DACOGEN 2 MO EMPLICITI 2 PA; MO
DARZALEX 2 MO; LA ENVARSUS XR 3 PA; MO
daunorubicin 1 ERBITUX 2 MO
intravenous solution INTRAVENOUS
. SOLUTION 100
decitabine 2 MO MG/50 ML
DOCEFREZ 2
INTRAVENOUS ERIVEDGE 2 EAO, MO3,OQL
RECON SOLN 20 pet
MG days)
docetaxel 2 MO ERWINAZE 2 MO
intravenous solution ETOPOPHOS 3 MO
80 mg/4 ml (20 etoposide 1 MO
mg/mi), 80 mg/& ml intravenous
(10 mg/ml)
DOXIL ) MO exemestane 1 MO
doxorubicin 1 MO FARESTON 2 MO
intravenous solution FARYDAK ORAL PA; MO; QL
50 mg/25 ml CAPSULE 10 MG (12 per 21
doxorubicin, peg- 2 MO days)
liposomal FARYDAK ORAL 2 PA;MO; QL
CAPSULE 15 MG, (6 per 21 days)
DROXIA 2 MO 20 MG
ELIGARD 3 PA; MO
SUBCUTANEOUS FASLODEX 2 MO
SYRINGE 22.5 MG FEMARA 3 MO
(3 MONTH), 30 MG FIRMAGON KITW 2 MO
(4 MONTH), 7.5
MG (1 MONTH DILUENT
( ) SYRINGE
SYRINGE 45 MG ;lz)tll;qavenous recon
(6 MONTH)
ELLENCE 3 MO {lzab;f;\(j:;zzlslsolution 1 PAIMO
INTRAVENOUS 2.5 gram/50 ml
SOLUTION 200 i
MG/100 ML Sflutamide 1 MO
EMCYT 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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FOLOTYN 2 MO HEXALEN 2 MO
INTRAVENOUS HYCAMTIN 2 MO
SOLUTION 40 INTRAVENOUS
MG/2 ML (20
MG/ML) HYDREA 3 MO
gemcitabine 2 MO hydroxyurea 1 MO
intravenous recon IBRANCE 2 PA: MO: QL
soln 1 gram 1 ’per 2’8
GEMZAR 3 MO days)
%%%%Vggfﬁls ICLUSIG ORAL 2 PA;MO; QL
CRAM TABLET 15 MG (90 per 30
days)
gengraf oral capsule 3 PA; MO ICLUSIG ORAL 2 PA; MO; QL
100 mg TABLET 45 MG (30 per 30
gengraf oral capsule 1 PA; MO days)
25 mg IDAMYCIN PFS 3 MO
gengraf oral 3 PA; MO idarubicin 1
solution
IFEX 3 MO
GILOTRIF ORAL 2 PA; MO; QL INTRAVENOUS
TABLET 20 MG (60 per 30 RECON SOLN 1
days) GRAM
GILOTRIF ORAL 2 PA; MO; QL ifosfamide ] MO
TABLET 30 MG (40 per 30 intravenous recon
days) soln I gram
GILOTRIF ORAL 2 PA; MO; QL .
’ ’ tinib oral tablet 2 PA; M
TABLET 40 MG (30 per 30 T O ;MO
days) o
imatinib oral tablet 2 PA;MO; QL
GLEEVEC ORAL 2 PA;MO g 7 T (60 per o~
TABLET 100 MG & days)
GLEEVEC ORAL 2 PA; MO; QL
’ > IMBRUVICA 2 PA; MO; QL
TABLET 400 MG (60 per 30 (12(3 per’?g
days) days)
GLEOSTINE 2 MO IMURAN 3 PAMO
HALAVEN . INLYTA ORAL 2 PA;MO
HERCEPTIN 2 MO TABLET 1 MG

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

INLYTA ORAL 2 PA; MO; QL letrozole 1 MO
TABLET 5 MG (120 per 30

days) LEUKERAN 2 MO

) ) leuprolide 1 MO

IRESSA 2 PA; MO; QL subcutaneous kit

(30 per 30

days) LONSURF 2 PA; MO
irinotecan 1 MO LUPRON DEPOT PA; MO
intravenous solution LUPRON DEPOT 5 PA: MO
100 mg/5 ml (3 MONTH) ’
ISTODAX 2B MO LUPRON DEPOT 2 PA;MO
JAKAFI ORAL 2 PA; MO (4 MONTH)
TABLET 10 MG, 15 LUPRON DEPOT 2 PA;MO
MG, 20 MG, 5 MG (6 MONTH)
JAKAFI ORAL 2 PA; MO; QL

’ ’ LUPRON DEPOT- 2 PA; MO

TABLET 25 MG (60 per 30 PED ’

days) INTRAMUSCULA
JEVTANA 2 MO R KIT 11.25 MG, 15
KADCYLA 2 PA; MO MG
INTRAVENOUS LYNPARZA 2 PA; MO
RECON SOLN 100 LYSODREN > MO
MG
KEYTRUDA 2 MO MATULANE 2 MO

MEGACE PA; M

LENVIMA ORAL 2 PA; MO GAC 3 ;MO
CAPSULE 10 MEGACE ES 2 PA; MO
MG/DAY (10 MG X megestrol oral 1 PA; MO
I/DAY), 14 suspension 400
MG/DAY (10 MG X mg/10 ml (40
1-4 MG X 1), 20 mg/ml), 625 mg/5 ml
MG/DAY (10 MG X
2), 24 MG/DAY (10 megestrol oral tablet 1 PA; MO
MG X 2-4 MG X 1) MEKINIST ORAL 2 PA;QL (120
LENVIMA ORAL ) PA TABLET 0.5 MG per 30 days)
CAPSULE 18 MEKINIST ORAL 2 PA;QL (30
MG/DAY (10 MG X TABLET 2 MG per 30 days)
1-4 MG X2), 8
MG/DAY (4 MG X melphalan hcl 2

2)

mercaptopurine

1

MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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methotrexate sodium 1 PA NINLARO ORAL 2 PA; MO; QL
(pf) injection recon CAPSULE 3 MG (4 per 28 days)
soln NINLARO ORAL 2 PA; MO; QL
methotrexate sodium 1 PA; MO CAPSULE 4 MG (3 per 28 days)
(pf? ;’?f ection NIPENT 2 MO
solution
methotrexate sodium 1 PA; MO NULOJIX & PA; MO
oral octreotide acetate 2 MO
; ) injection solution
mitomycin . MO 1,000 meg/ml, 500
intravenous recon mee/ml
soln 20 mg, 5 mg £
itonvein ) MO octreotide acetate 1 MO
nt Y injection solution
in Zra;gnous recon 100 meg/ml, 200
som 70 mg mcg/ml, 50 mcg/ml
mitoxantrone 1 MO ODOMZO 5 PA: MO: LA:
er
MUSTARGEN 3 MO L (30 per 30
mycophenolate 1 PA; MO days)
mofetil oral capsule OPDIVO 2 MO
] INTRAVENOUS
Zf};gg;’;fa"ll‘”e 2 PAMO SOLUTION 40
. MG/4 ML
suspension for
reconstitution oxaliplatin 1 MO
ntravenous solution
mycophenolate 1 PA; MO n
mofetil oral tablet 100 mg/20 ml
mycophenolate 1 PA; MO paclitaxel k MO
sodium PERJETA 2 MO
MYFORTIC 3 PA; MO POMALYST 2 MO
NEORAL 3 PA; MO PROGRAF 2 PA; MO
NEXAVAR 2 PA;MO;LA;  NTRAVENOUS
QL (120 per 30 PROGRAF ORAL 3 PA; MO
days) CAPSULE 0.5 MG,
NILANDRON 2 MO MG
NINLARO ORAL 2 PA;MO;QL gigggg 501\1}12L 2 PAMO
CAPSULE 2.3 MG (6 per 28 days)
PURIXAN 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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RAPAMUNE 2 PA; MO SIGNIFOR LAR 2 MO

ORAL SOLUTION SIMULECT 2 PA;MO

RAPAMUNE 3 PA; MO INTRAVENOUS

ORAL TABLET 0.5 RECON SOLN 20

MG MG

RAPAMUNE 2 PA; MO sirolimus oral tablet 1 PA; MO

ORAL TABLET 1 0.5mg, 1 mg

MG, 2 MG sirolimus oral tablet 2 PA; MO

REVLIMID 2 PA;MO; LA 2mg

RHEUMATREX 3 PA; MO SOLTAMOX 2 MO

RITUXAN 2 PA; MO SOMATULINE 2 MO

SANDIMMUNE 3 PA:MO DEPOT

INTRAVENOUS SPRYCEL ORAL 2 PA;MO

SANDIMMUNE 3 PA:MO ;?ﬁ%?? 01 ?\2 é“gé

ORAL CAPSULE NG ’

(S)?{NA]EI%IL'IUU ITJFON 2 PAMO SPRYCEL ORAL 2 PA;MO; QL
TABLET 140 MG (30 per 30

SANDOSTATIN 2 MO days)

INJECTION SPRYCEL ORAL 2 PA;MO; QL

SOLUTION 1,000 TABLET 70 MG 60 per 30

MCG/ML, 100 fia 1;“

MCG/ML, 200 ys

MCG/ML STIVARGA 2 PA; MO; QL

SANDOSTATIN 3 MO 884 per 28

INJECTION ays)

SOLUTION 50 SUTENT ORAL 2 PA;MO

MCG/ML, 500 CAPSULE 12.5 MG

MCG/ML SUTENT ORAL 2 PA;MO;QL

SANDOSTATIN 2 MO CAPSULE 25 MG, (60 per 30

LAR DEPOT 37.5 MG days)

E\I TRAMUSCULA SUTENT ORAL 2 PA;MO; QL

SUSPENSION EXT CAPSULE 50 MG io Sp;er 30

ENDED REL Y

RECON

SIGNIFOR 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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SYLVANT 2 MO TECENTRIQ 2 LA
INTRAVENOUS
RECON SOLN 100 THALOMID 2 PA; MO
MG thiotepa 2 MO
SYNRIBO 2 MO toposar 1 MO
TABLOID 2 MO fopotecan 2
tacrolimus oral 1 PA; MO qulztli;lavenous recon
TAFINLAR ORAL 2 PA; QL (180
CAPSULE 50 MG per 30 days) TORISEL MO
TAFINLAR ORAL 2 PA; QL (120 TREANDA 2 MO
CAPSULE 75 MG 30 da INTRAVENOUS

per 30 days) RECON SOLN 100
TAGRISSO ORAL 2 PA; MO; LA; MG
TABLET 40 MG QL (60 per 30 TRELSTAR 5 MO

days)
TAGRISSO ORAL 2 PA;MO; LA; Z‘Zt;’;fo’?hem ) MO
TABLET 80 MG QL (30 per 30 by

days) TREXALL PA; MO
tamoxifen 1 MO TRISENOX 2 MO
TARCEVA ORAL 2 PA; MO TYKERB 2 PA; MO; LA;
TABLET 100 MG, QL (180 per 30
25 MG days)
TARCEVA ORAL 2 PA; MO; QL VECTIBIX 2 PA; MO
TABLET 150 MG (30 per 30 INTRAVENOUS

days) SOLUTION 100

MG/5 ML (20
TARGRETIN 2 MO MG/ML)
TASIGNA ORAL 2 PA; MO
CAPSULE 150 MG VELCADE MO
VENCLEXTA 2 PA; LA

TASIGNA ORAL 2 PA; MO; QL .
CAPSULE 200 MG (112 per 28 VENCLEXTA 2 PA;LA;QL

days) STARTING PACK (42 per 180
TAXOTERE 2 MO days)
INTRAVENOUS VIDAZA 2 MO
SOLUTION &0 vinblastine 1 PA; MO
MG/4 ML (20 intravenous solution
MG/ML)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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vincasar pfs 1 PA ZYDELIG 2 PA;MO; QL
intravenous solution (90 per 30
1 mg/ml days)
vincristine 1 PA; MO ZYKADIA 2 PA; MO; QL
intravenous solution (150 per 30
1 mg/ml days)
vinorelbine 1 MO ZYTIGA 2 PA; MO; QL
intravenous solution (120 per 30
50 mg/5 ml days)
VOTRIENT 2 PA;MO; QL AUTONOMIC /CNS DRUGS,

gf‘;)lm 30 NEUROLOGY / PSYCH

y

XALKORI ORAL 2 PA; MO ST DL AN L
CAPSULE 200 MG APTIOM ORAL 3 MO
XALKORI ORAL 2 PA;MO;QL I(%BI\L;&T 82(?(? 1\1}4((3}
CAPSULE 250 MG (60 per 30 ’

days) APTIOM ORAL 2 MO
XTANDI 2 PA;MO;QL _ABLET 600 MG

(120 per 30 BANZEL 2 MO

days) BRIVIACT 3
YERVOY 2 MO INTRAVENOUS
INTRAVENOUS
SOLUTION 50 BRIVIACT ORAL 2
MG/10 ML (5 carbamazepine oral 1 MO
MG/ML) capsule, er
ZALTRAP ) MO multiphase 12 hr
INTRAVENOUS carbamazepine oral 1 MO
SOLUTION 100 suspension 100 mg/5
MG/4 ML (25 ml
MG/ML) carbamazepine oral 1 MO
ZANOSAR 3 MO tablet
ZELBORAF 2 PA;MO; QL carbamazepine oral 1

(240 per 30 tablet extended

days) release 12 hr 100 mg
ZOLINZA 2 MO
ZORTRESS 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 www.Express-Scripts.com.
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carbamazepine oral 1 MO epitol 1 MO
tablet extended
release 12 hr 200 EQUETRO 2 MO
mg, 400 mg ethosuximide 1 MO
carbamazepine oral 1 MO felbamate oral 2 MO
tablet,chewable suspension
CARBATROL 3 MO felbamate oral tablet 3 MO
CELONTIN ORAL 2 MO 400 mg
CAPSULE 300 MG felbamate oral tablet 1 MO
CEREBYX 3 600 mg
INJECTION FELBATOL 2 MO
SOLUTION 500 .
fosphenytoin 1 MO
MG PE/10 ML injection solution
clonazepam 1 PA; MO 100 mg pe/2 ml
DEPACON 3 MO FYCOMPA ORAL 2
DEPAKENE 3 MO SUSPENSION
FYCOMPA ORAL 2 MO
DEPAKOTE 3 MO TABLET
DEPAKOTE ER 3 MO gabapentin oral 1 MO
DEPAKOTE 3 MO capsule
SPRINKLES gabapentin oral 1 MO
DIASTAT 3 PA; MO solution 250 mg/5 ml
DIASTAT 3 MO gabapentin oral 1 MO
ACUDIAL tablet 600 mg, 800
diazepamrectal 1 PA; MO me
GABITRIL ORAL 2 MO
DILANTIN 30 MG 2 MO TABLET 12 MG, 16
DILANTIN 3 MO MG
f/[)éTENDED 100 GABITRIL ORAL 3 MO
TABLET 2 MG, 4
DILANTIN 3 MO MG
INFATAB M
5 50 MG GRALISE 2 PA; MO
ﬁ%@l\ﬁﬁN'lzs 125 > MO GRALISE 30-DAY 2 PA; MO
STARTER PACK
j 1 M
divalproex © KEPPRA ORAL 3 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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KEPPRA XR 3 MO lamotrigine oral 1 MO
tablet extended

KLONOPIN 3 PA; MO release 24hr 250 mg,
LAMICTAL ODT 3 MO 300 mg
LAMICTAL ORAL 3 MO lamotrigine oral 1 MO
TABLET tablet, chewable
LAMICTALORAL 3 MO dispersible
TABLET, lamotrigine oral 3 MO
CHEWABLE tablet disintegrating
BDAI(?PEI;[S(I}BLE 2 LEVETIRACETAM 2

’ IN NACL (ISO-0S)
LAMICTAL 3 MO INTRAVENOUS
STARTER (BLUE) PIGGYBACK 1,000
KIT MG/100 ML, 1,500
LAMICTAL 3 MO MG/100 ML
STARTER LEVETIRACETAM 2 MO
(GREEN) KIT IN NACL (ISO-OS)
LAMICTAL 3 MO INTRAVENOUS
STARTER PIGGYBACK 500
(ORANGE) KIT MG/100 ML
LAMICTAL XR 3 MO levetiracetam 1 MO

intravenous
LAMICTAL XR 3 MO loveli . ; ) MO
STARTER (BLUE evetiracetam ora
( ) solution 100 mg/ml

LAMICTAL XR 3 MO
STARTER levetiracetam oral 1 MO
(GREEN) tablet
LAMICTAL XR 3 MO levetiracetam oral 1 MO
STARTER tablet extended
(ORANGE) release 24 hr
lamotrigine oral 1 MO LYRICA 2 PA; MO
tablet MYSOLINE ORAL 3 MO
lamotrigine oral 3 MO TABLET 250 MG
tablet extended MYSOLINE ORAL 2 MO
release 24hr 100 mg, TABLET 50 MG
200mg, 25 mg, 50 NEURONTIN 3 PA;MO

mg

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

formulary or visit us on the Web at www.Express-Scripts.com.
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ONFI ORAL 2 PA; MO topiramate oral 1 PA; MO
SUSPENSION capsule, sprinkle
ONFI ORAL 2 PA; MO TOPIRAMATE 3 PA; MO
TABLET 10 MG, 20 ORAL
MG CAPSULE,SPRINK
oxcarbazepine 1 MO LEER 24HR
OXTELLAR XR 3 MO icol]gzctzmate oral 1 PA; MO
PEGANONE 2 MO TRILEPTAL 3 MO
phenobarbital MO TROKENDI XR 3 PA;MO
PHENYTEK 3 MO ORAL
. CAPSULE,EXTEN

phenytoin oral 1 MO ’
suspension 125 mg/5 DED RELEASE
ml 24HR 100 MG, 25

MG, 50 MG
phenytoin oral S O TROKENDI XR 2 PA;MO
tablet,chewable ORAL
phenytoin sodium 1 MO CAPSULE,EXTEN
extended DED RELEASE
phenytoin sodium 1 MO 24HR 200 MG
intravenous solution valproate sodium 1 MO
POTIGA 2 MO valproic acid 1 MO
primidone 1 MO valproic acid (as 1 MO
QUDEXY XR 3 PA, MO Sodiu.m S(llt) oral

solution 250 mg/5 ml
roweepra 1

VIMPAT 2
SABRIL 2 MO; LA INTRAVENOUS
SPRITAM 3 VIMPAT ORAL 2 MO
TEGRETOL ORAL 3 MO SOLUTION
SUSPENSION VIMPAT ORAL 2 MO
TEGRETOL ORAL 3 MO TABLET
TABLET ZARONTIN 3 MO
TEGRETOL XR 3 MO ZONEGRAN ORAL 3 PA; MO
tiagabine 3 MO CAPSULE 100 MG,

25 MG
TOPAMAX 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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zonisamide 1 PA; MO REQUIP 3 MO
ANTIPARKINSONISM AGENTS REQUIP XL 3 MO
APOKYN 2 MO; LA ropinirole oral tablet 1 MO
AZILECT 2 MO ropinirole oral tablet 3 MO
benztropine 1 MO Z);tjgc}l;gd release 24
bromolcriptine oral 3 MO ropinirole oral tablet 1 MO
capsute extended release 24
bromocriptine oral 1 MO hr 2 mg, 4 mg, 6 mg,
tablet 8 mg
carbidopa 1 MO RYTARY 3 MO
carbidopa-levodopa 1 MO selegiline hcl 1 MO
carbidopa-levodopa- 3 MO SINEMET 3 MO
entacapone SINEMET CR 3 MO
COGENTIN R O STALEVO 100 3 MO
COMTAN S MO STALEVO 125 3 MO
bUOPA 3 PAMO STALEVO 150 3 MO
ELDEPRYL . STALEVO 200 3 MO
entacapone 1 MO STALEVO 50 3 MO
LODOSYN S VO STALEVO 75 3 MO
MIRAPEX S 1O TASMAR ORAL 2 MO
MIRAPEX ER 3 MO TABLET 100 MG
NEUPRO 2 MO tolcapone 2 MO
pramipexole oral 1 MO ZELLAPAR 3 MO
tablet MIGRAINE / CLUSTER HEADACHE
pramipexole oral 1 MO THERAPY
tablet extended - _
release 24 hr 0.375 almotriptan malate 1 MO; QL (24
mg, 0.75 mg, 2.25 oraltablet 12.5 mg per 28 days)
mg, 3 mg, 4.5 mg almotriptan malate 1 MO; QL (18
pramipexole oral 3 MO oral tablet 6.25 mg per 28 days)
tablet extended AMERGE 3 MO; QL (18
release 24 hr 1.5 mg per 28 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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AXERT ORAL 3 MO; QL (24 MIGRANAL 3 MO:; QL (8 per
TABLET 12.5 MG per 28 days) 28 days)
AXERT ORAL 3 MO; QL (18 naratriptan 1 MO; QL (18
TABLET 6.25 MG per 28 days) per 28 days)
CAFERGOT 3 MO ONZETRA XSAIL 3 QL (32 per 28
dihydroergotamine 1 MO days)
injection RELPAX 2 MO; QL (18
dihydroergotamine 1 MO; QL (8 per per 28 days)
nasal 28 days) rizatriptan 1 MO; QL (36
ERGOMAR 3 MO per 28 days)
FROVA 3 MO; QL (27 sumatriptan nasal 1 MO; QL (18
er 28 days) spray,non-aerosol per 28 days)
P 20 mg/actuation
Jrovatriptan ! (?aLs()27 per 28 sumatriptan nasal 1 MO; QL (36
y spray,non-aerosol 5 per 28 days)
IMITREX NASAL 3 MO; QL (18 mg/actuation
i%%ggg ;\(I)_ per 28 days) sumatriptan 1 MO; QL (18
MG/ACTUATION succinate oral per 28 days)
IMITREX NASAL 3 MO; QL (36 S“m“.”’?;m” ! ggod;QL (8 per
SPRAY ,NON- per 28 days) succinate ys)
AEROSOL 5 subcqtaneous
MG/ACTUATION cartridge
IMITREX ORAL 3 MO,QL(18  ‘Sumatriptan I MO; QL (3 per
er 28 days) succinate 28 days)
P subcutaneous pen
IMITREX 3 MO; QL (8 per  injector 6 mg/0.5 ml
STATDOSE KIT 28 days) sumatriptan 1 MO; QL (8 per
REFILL .
succinate 28 days)
IMITREX 3 MO; QL (8 per  subcutaneous
SUBCUTANEOUS 28 days) solution
MAXALT 3 MO; QL (36 sumatriptan 1 QL (8 per 28
per 28 days) succinate days)
MAXALT-MLT 3 MO; QL (36 subcutaneous
per 28 days) syringe 6 mg/0.5 ml
migergot 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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SUMAVEL 3 QL (9 per 28 donepezil oral tablet 1 MO
DOSEPRO days) 10 mg, 5 mg
SUBCUTANEOUS .
NEEDLE-FREE czignnfpezzl oral tablet 3 MO
INJECTOR 4 g
MG/0.5 ML donepezil oral 1 MO
SUMAVEL 3 MO: QL (9 per tablet, disintegrating
DOSEPRO 28 days) EXELON ORAL 3 MO
SUBCUTANEOUS CAPSULE
NEEDLE i iton T
TRANSDERMAL

MG/0.5 ML NS
TREXIMET 3 MO: QL (I8 galantamine 1 MO

per 28 days) GILENYA 2 PA; MO
ZEMBRACE 2 QL (8 per 28 glatopa 2 PA; MO; QL
SYMTOUCH days) (30 per 30

— days)

zolmitriptan 1 MO; QL (18

per 28 days) HORIZANT 3 PA; MO
ZOMIG 3 MO; QL (18 KEVEYIS 2 PA; MO

per 28 days) memantine oral 1 PA; MO
ZOMIG ZMT 3 MO; QL (18 solution

per 28 days) memantine oral 1 PA; MO
MISCELLANEOUS tablet
AMPYRA 2 PA;MO;LA  ORAL

TABLETS,DOSE

ARICEPT 3 MO PACK
AUBAGIO 2 PA; MO NAMENDA 3 PA; MO
COPAXONE 2 PA; MO; QL NAMENDA 3 PA; MO
SYRINGE 20 days)
MG/ML NAMENDA XR 2 PA; MO
COPAXONE 2 PA;MO;QL  NAMZARIC 2  PAMO
SUBCUTANEOUS (12 per 28 NUEDEXTA 9 MO
SYRINGE 40 days)
MG/ML RAZADYNE ER 3 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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RAZADYNE ORAL 3 MO LIORESAL 2 PA; MO
TABLET INTRATHECAL
. . SOLUTION 2,000

rivastigmine 1 MO MCG/ML, 500

rivastigmine tartrate 1 MO MCG/ML

TECFIDERA 2 PA; MO LIORESAL 2 PA

) . INTRATHECAL

tetrabenazine 2 PA; MO SOLUTION 50

TYSABRI 2 PA;MO; LA MCG/ML

XENAZINE 2 PA;MO; LA MESTINON ORAL 2 MO

MUSCLE RELAXANTS / MESTINON 2 MO

ANTISPASMODIC THERAPY TIMESPAN

baclofen 1 MO pyridostigmine 1 MO

cyclobenzaprine oral 1 PA; MO bromide

tablet tizanidine oral 1 MO

DANTRIUMORAL 3 MO capsule 2 mg, 4 mg

CAPSULE 25 MG, tizanidine oral 3 MO

50 MG capsule 6 mg

dantrolene 1 MO tizanidine oral tablet 1 MO

FEXMID 3 PA; MO ZANAFLEX 3 MO

GABLOFEN 3 PA; MO NARCOTIC ANALGESICS

INTRATHECAL ABSTRAL 2 PA;MO; QL

SOLUTION 10,000

MCG/20ML (500 SUBLINGUAL (120 per 30

MCG/ML) TABLET 100 MCG, days)
200 MCG, 300

GABLOFEN 2 PA; MO MCG

INTRATHECAL ABSTRAL 2 PA;MO; QL

SOLUTION 40,000

MCG/20ML (2,000 SUBLINGUAL (116 per 30

MCG/ML) TABLET 400 MCG days)

GABLOFEN 3 PA; MO ABSTRAL 2 PA; MO; QL
SUBLINGUAL (77 per 30

INTRATHECAL TABLET 600 MCG d

SYRINGE 50 ays)

MCG/ML (1 ML) ABSTRAL 2 PA;MO; QL
SUBLINGUAL (58 per 30
TABLET 800 MCG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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acetaminophen- 1 QL (4500 per DILAUDID ORAL 3 MO; QL (180
codeine oral solution 30 days) TABLET per 30 days)
3(1)0 mg-30mg /12.5 DOLOPHINE 3 MO:; QL (120
" ORAL TABLET 10 per 30 days)
acetaminophen- 1 MO; QL (360 MG
%‘0{”]”56 Omé’b“(f’ Z;g per 30 days) DOLOPHINE 3 MO; QL (240
~iomg, S0V ORAL TABLET 5 per 30 days)
e MG
“Cf;a.m’”‘)p }l’ o ! MO; (?(I;a(lgo DURAGESIC 2 MO; QL (9 per
Codeine oral table per 30 days) TRANSDERMAL 30 days)
ovme PATCH 72 HOUR
ACTIQ 2 PA; MO; QL 100 MCG/HR
g;ZO)per 30 DURAGESIC 3 MO:; QL (10
ys TRANSDERMAL per 30 days)
BELBUCA 3 MO; QL (60 PATCH 72 HOUR
per 30 days) 12 MCG/HR, 25
BUPRENEX 3 MO:QL(267  MCGHR, 50
MCG/HR
per 30 days)
. DURAGESIC 2 MO; QL (10
b hine hcl 1 MO; QL (267 ’
injection solution c0dyy  TRANSDERMAL per 30 days)
J P Y PATCH 72 HOUR
buprenorphine hcl 1 QL (267 per 30 75 MCG/HR
injection syringe days) duramorph (pf) 1 MO; QL (4000
buprenorphine hcl 1 MO; QL (300 injection solution 0.5 per 30 days)
sublingual tablet 2 per 30 days) mg/ml
e duramorph (pf) 1 QL (2000 per
buprenorphine hcl 1 MO; QL (75 injection solution 1 30 days)
sublingual tablet 8 per 30 days) mg/ml
e EMBEDA ORAL 2 MO; QL (60
BUTRANS 2 MO; QL (4per  CAPSULE,ORAL per 30 days)
28 days) ONLY.EXT.REL
CAPITAL WITH 3 MO; QL @4500 TELL100-4 MG
CODEINE per 30 days)
codeine sulfate oral 1 MO; QL (180
tablet per 30 days)
DILAUDID ORAL 3 MO; QL (1500
LIQUID per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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EMBEDA ORAL 3 MO; QL (90 fentanyl citrate 2 PA; MO; QL

CAPSULE,ORAL per 30 days) buccallozenge ona (120 per 30

ONLY,.EXT.REL handle 200 mcg days)

13)(1)211“15 i%é)'gsg/lf’ fentanyl citrate 2 PA; MO; QL

M&} el buccal lozenge ona (116 per 30

handle 400 mcg days)

EMBEDA ORAL 2 MO; QL (90 .

CAPSULE.ORAL or 382(13( 9) fentanyl citrate 2 PA;MO; QL

ONLY EX"i“ REL p y buccallozenge ona (77 per 30

PELL éO 5 4 MG handle 600 mcg days)

EMBEDA ORAL ) MO: QL (75 fentanyl citrate 2 PA; MO; QL

CAPSULE.ORAL or 30 days) buccallozenge ona (58 per 30

ONLY EXTREL p y handle 800 mcg days)

PELL 80-3.2 MG fentanyl transdermal 1 MO:; QL (9 per

endocet oral tablet 1 MO; QL (360 1;1?6/};152 hour 100 30 days)

10-325 mg, 5-325 per 30 days) &

mg, 7.5-325 mg fentanyl transdermal 1 MO; QL (10

EXALGO ER 3 MO: QL (60 patch 72 hour 12 per 30 days)

ORAL TABLET per 30 days) ?g‘% Z, /,f r5 ’;gcg/h’"’

EXTENDED ’

RELEASE 24 HR meg/hr

12 MG, 8 MG FENTANYL 3 MO; QL (10
' TRANSDERMAL per 30 days)

EXALGO ER 2 MO; QL (60 PATCH 72 HOUR

ORAL TABLET per 30 days)

EXTENDED 37.5 MCG/HOUR,

RELEASE 24 HR 62.5 MCG/HOUR

16 MG FENTANYL 2 MO; QL (10

EXALGO ER ) MO: QL (47 TRANSDERMAL per 30 days)
’ PATCH 72 HOUR

ORAL TABLET per 30 days) 875 MCG/HOUR

EXTENDED )

RELEASE 24 HR FENTORA 2 PA;MO; QL

32 MG BUCCAL TABLET, (120 per 30

fentanyl citrate 2 PA; MO; QL ]15(1;5 ]E/?C\gsz%gNT days)

buccallozenge ona (39 per 30 MCG ’

handle 1,200 mcg days)

fentanyl citrate 2 PA;MO; QL

buccal lozenge ona (29 per 30

handle 1,600 mcg days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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FENTORA 2 PA; MO; QL hydromorphone oral 1 MO; QL (1500
BUCCAL TABLET, 116 per 30 liguid er 30 days
p q p y!
E(l):(}: li/ij\gSCENT days) hydromorphone oral 1 MO; QL (180
tablet per 30 days)
FENTORA 2 PA; MO; QL
BUCCAL TABLET (77 per 30Q hydromorphone oral 1 MO; QL (60
’ tablet extended per 30 days)
]63(1):(5 IE/}{C\gJSCENT days) release 24 hr 12 mg,
8 mg
FENTORA 2 PA; MO; QL
BUCCAL TABLET (58 per 30Q hydromorphone oral 2 MO; QL (60
’ tablet extended per 30 days)
g(l):(f E{C\SESCENT days) release 24 hr 16 mg
_ hydromorphone oral 2 MO; QL (47
HYCET . MOé (?Iia(siso tablet extended per 30 days)
per ys release 24 hr 32 mg
hydrocodone- 1 MO; QL (5550 HYSINGLA ER 2 MO: QL (60
acetaminophen oral per 30 days) ;
solution 7.5-325 ORAL per 30 days)
15 ml ' TABLET,ORAL
e m ONLY.EXT.REL.24
hydrocodone- 1 MO; QL (360 HR 100 MG, 80 MG
faclf;:t”}’g_‘gpoh;”;oml per 30 days) HYSINGLA ER 2 MO; QL (50
]0-325mg25-%25 ORAL per 30 days)
r TABLET,ORAL
e, ;j 0300’;15" 3 ;255 ONLY,EXT.REL.24
’;45’5 n;g' g, /.- HR 120 MG
hydrocodone- 1 MO; QL (50 ISEE‘II{\IGLA ER 3 N;roéoQg;a(i())
ibuprofen oral tablet per 30 days) TABLET.ORAL p Y
! 0‘270 g ”21%05 -200 ONLY,EXT.REL.24
e, 1o v me HR 20 MG, 30 MG,
hydromorphone (pf) 1 MO; QL (240 40 MG, 60 MG
’(”Z e/cn’;lj’” g%”%l 0 per 30 days) TBUDONE ORAL 3 MO; QL (50
. ’ TABLET 10-200 per 30 days)
me/m MG
hydromorphone 1 L (1200 per :
; ii;'ection 5/ ringe 2 3Q0 d(ays) p ibuprofen-oxycodone 1 MO; QL (28

mg/ml

per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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KADIAN ORAL 3 MO; QL (90 lortab 10-325 1 MO; QL (360
CAPSULE,EXTEN per 30 days) per 30 days)
D.RELEASE )
PELLETS 10 MG, lortab 5-325 1 Né?é ()Q(I;a(3£O
20 MG, 30 MG, 40 P Y
MG, 50 MG, 60 MG lortab 7.5-325 1 MO; QL (360
KADIAN ORAL 3 MO; QL (60 per 30 days)
CAPSULE.EXTEN per 30 days) methadone injection 1 QL (160 per 30
D.RELEASE days)
PELLETS 100 MG methadone oral 1 MO; QL (600
KADIAN ORAL 2 MO; QL (30 solution 10 mg/5 ml per 30 days)
CAPSULEEXTEN per 30 days) methadone oral 1 MO; QL (1200
D.RELEASE solution 5 mg/5 ml per 30 days)
PELLETS 200 MG
thad / 1 MO; QL (120
KADIAN ORAL 3 MO; QL (75 ot ]z”nigom er g(? dags)
CAPSULE,EXTEN per 30 days)
D.RELEASE methadone oral 1 MO; QL (240
PELLETS 80 MG tablet 5 mg per 30 days)
LAZANDA NASAL 2 PA;MO; QL morphine 1 MO; QL (300
SPRAY NON- (45 per 30 concentrate oral per 30 days)
AEROSOL 100 days) solution
MCG/SPRAY MORPHINE 3 QL (200 per 30
LAZANDA NASAL 2 PA; QL (23 INTRAVENOUS days)
SPRAY ,NON- per 30 days) SYRINGE 10
AEROSOL 300 MG/ML
MCG/SPRAY morphine 1 QL (1000 per
LAZANDA NASAL 2 PA; MO; QL intravenous syringe 30 days)
SPRAY ,NON- (30 per 30 2 mg/ml
AEROSOL 400 days) morphine 1 QL (500 per 30
MCG/SPRAY intravenous syringe days)
levorphanol tartrate 1 MO; QL (120 4 mg/ml
per 30 days) MORPHINE 3 QL (250 per 30
lorcet (hydrocodone) 1 MO; QL (360 INTRAVENOUS days)
per 30 days) SYRINGE 8
MG/ML
lorcet plus oral 1 MO; QL (360
tablet 7.5-325 mg per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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morphine oral 1 MO; QL (50 morphine oral tablet 1 MO; QL (100
capsule, er per 30 days) extended release 60 per 30 days)
multiphase 24 hr mg
120 mg MS CONTIN ORAL 2 MO; QL (60
morphine oral 1 MO; QL (60 TABLET per 30 days)
capsule, er per 30 days) EXTENDED
multiphase 24 hr 30 RELEASE 100 MG
mg, 90 mg MS CONTIN ORAL 3 MO: QL (120
morphine oral 3 MO; QL (60 TABLET per 30 days)
capsule, er per 30 days) EXTENDED
multiphase 24 hr 45 RELEASE 15 MG,
mg, 60 mg, 75 mg 30 MG
morphine oral 1 MO; QL (90 MS CONTIN ORAL 2 MO; QL (30
capsule,extend.relea per 30 days) TABLET per 30 days)
se pellets 10 mg, 20 EXTENDED
mg, 30 mg, 50 mg, RELEASE 200 MG
60 mg MS CONTIN ORAL 2 MO: QL (100
morphine oral 1 MO; QL (60 TABLET per 30 days)
capsule,extend.relea per 30 days) EXTENDED
se pellets 100 mg RELEASE 60 MG
morphine oral 1 MO; QL (75 NORCO 3 MO; QL (360
capsule,extend.relea per 30 days) per 30 days)
se pellets 80 mg OPANAERORAL 2 MO; QL (%0
morphine oral 1 MO; QL (900 TABLET,ORAL per 30 days)
solution per 30 days) ONLY.EXT.REL.12
: ] HR 10 MG, 15 MG,
morphine oral tablet 1 1\2?3(?(];3(1:;0 20 MG, 5 MG, 7.5
ke ulable 1 MOOL@ opwamromL 2 MOGL@
m TABLET,ORAL per 30 days)
il ONLY EXT.REL.12
morphine oral tablet 1 MO; QL (120 HR 30 MG
ther;ao’e’:f release 15 per 30 days) OPANA ER ORAL 5 MO: QL (50
g, S0 me TABLET,ORAL per 30 days)
morphine oral tablet 1 MO; QL (30 ONLY.EXT.REL.12
extended release 200 per 30 days) HR 40 MG
mg

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

formulary or visit us on the Web at www.Express-Scripts.com.
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OPANA ORAL 3 MO; QL (200 OXYCODONE 2 MO; QL (60
TABLET 10 MG per 30 days) ORAL per 30 days)
OPANA ORAL 3 MO;QL(180  |ABLET.ORAL
TABLET 5 MG per 30 days) ONLY.EXT.REL.12
HR 80 MG
d / 1 MO; QL (360
zzyzz leone ord or é(? da( s) oxycodone- 1 QL (800 per 30
P P Y acetaminophen oral days)
oxycodone oral 1 MO; QL (180 solution
concentrate per 30 days) oxycodone- 1 MO: QL (360
oxycodone oral 3 MO; QL (1200  acetaminophen oral per 30 days)
solution per 30 days) tablet 10-325 mg,
oxycodone oral 1 MO; QL (180 2'5_37255 ’;153 3-325
tablet 10 mg, 15 mg, per 30 days) ]
20 mg oxycodone-aspirin 1 MO; QL (360
oxycodone oral 1 MO; QL (134 per 30 days)
tablet 30 mg per 30 days) OXYCONTIN 2 MO; QL (90
oxycodone oral 1 MO; QL (360 ORAL per 30 days)
tablet 5 mg per 30 days) TABLET,ORAL
ONLY.EXT.REL.12
OXYCODONE 3 MO; QL (90 HR 10 MG, 15 MG,
ORAL per 30 days) 20 MG, 30 MG, 40
TABLET,ORAL MG
ONLY.EXT.REL.12 :
HR 10 MG, 20 MG, 8{& EONTIN 2 MO;(?(I; (63
40 M per ays
G TABLET,ORAL
OXYCODONE 3 QL (90 per 30 ONLY.EXT.REL.12
ORAL days) HR 60 MG
TABLET,ORAL
‘ OXYCONTIN 2 MO; QL (60
ONLY.EXT.REL.12
HR 15 MG. 30 MG ORAL per 30 days)
’ TABLET,ORAL
OXYCODONE 3 QL (67 per 30 ONLY.EXT.REL.12
ORAL days) HR 80 MG
TABLET,ORAL
ONLY E}’(T REL.12 oxymorphone oral 3 MO; QL (200
HR 60 ’MG ’ ’ tablet 10 mg per 30 days)
oxymorphone oral 1 MO; QL (180
tablet 5 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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oxymorphone oral 1 MO; QL (90 SUBSYS 2 PA; MO; QL
tablet extended per 30 days) SUBLINGUAL (120 per 30
release 12 hr 10 mg, SPRAY ,NON- days)
5mg, 7.5 mg AEROSOL 100
oxymorphone oral 3 MO; QL (90 ﬁggﬁgﬁ? 200
tablet extended per 30 days)
release 12 hr 15 mg, SUBSYS 2 PA; MO; QL
20 mg SUBLINGUAL (84 per 30
oxymorphone oral 3 MO; QL (67 SPRAY,NON- days)
tablet extended per 30 days) AEROSOL 400
MCG/SPRAY
release 12 hr 30 mg
_ SUBSYS 2 PA; MO; QL
wbiorevonded | pera0day  SUBLINGUAL (56 per 30
release 12 hr 40 mg P g SPRAY,NON- days)
AEROSOL 600
PERCOCET ORAL 3 MO; QL (360 MCG/SPRAY
TABLET 10-325 30 da
per 30 days) SUBSYS 2 PA:MO: QL
MG, 2.5-325 MG, 5-
325 MG. 7.5-325 SUBLINGUAL (42 per 30
MG ’ SPRAY ,NON- days)
AEROSOL 800
PRIMLEV 3 MO; QL (360 MCG/SPRAY
per 30 days) SYNALGOS-DC 3 MO; QL (300
reprexain oral tablet 1 MO; QL (50 per 30 days)
10-200 mg, 5-200 30 d
o e per 30 days) TREZIX ORAL 3 MO:; QL (300
g CAPSULE 16- per 30 days)
ROXICODONE 3 MO; QL (180 320.5-30 MG
1(\)/II({}AL TABLET 15 per 30 days) TYLENOL- 3 MO: QL (360
CODEINE #3 per 30 days)
ONCODONE 3 ML ime 3 woo(w
MG CODEINE #4 per 30 days)
ROXICODONE 3 QL(360per3o icodin 1 MO; (‘)33 (360
ORAL TABLET 5 days) per 30 days)
MG vicodin es 1 MO; QL (360
per 30 days)
vicodin hp 3 MO; QL (360

per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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XARTEMIS XR 3 MO; QL (120 BUNAVAIL 3 MO; QL (60
per 30 days) BUCCAL FILM per 30 days)
XODOL 10/300 3 MO;QL@60  +207TMG, 6.3-1
MG
per 30 days)
XODOL 5/300 3 MO:QL @360  Dupremorphine- I MO; QL (360
er 30 days) naloxone sublingual per 30 days)
P tablet 2-0.5 mg
XODOL 7.5/300 3 Nelaroé(?c];a(iio buprenorphine- 1 MO; QL (90
P Y naloxone sublingual per 30 days)
XTAMPZA ER 3 QL (90 per 30 tablet 8-2 mg
ORAL days
CAPSULE.SPRINK ys) l.)u.torphanol ta.rtrate 1 MO; QL (720
LEER 12HR injection solution 1 per 30 days)
TMPRR 13.5 MG, mg/ml
18 MG, 27 MG, 9 butorphanol tartrate 1 MO; QL (360
MG injection solution 2 per 30 days)
XTAMPZA ER 2 QL(%per3o &M
ORAL days) butorphanol tartrate 1 MO; QL (5 per
CAPSULE,SPRINK nasal 28 days)
LE.ER 12HR
’ CAMBIA 3 ST; MO; QL
TMPRR 36 MG (9 per 30 days)
zamicet 1 QL (5550 per CELEBREX 3 MO
30 days)
l b 1 M
ZOHYDRO ER 3 MO;QL(%0 0
ORAL CAPSULE, per 30 days) CONZIP 3 MO; QL (30
ORAL ONLY, ER per 30 days)
12HR DAYPRO 3 ST;MO
NON-NARCOTIC ANALGESICS diclofenac potassium 1 MO
ANAPROXDS 3 ST; MO diclofenac sodium 1 MO
ARTHROTEC 50 3 ST; MO oral
ARTHROTEC 75 3 ST; MO diclofenac sodium 1 MO
topical drops
BUNAVAIL 3 MO; QL (30 : .
BUCCAL FILM per 30 days) diclofenac sodium 1
2.1-0.3 MG topical gel 1 %
diclofenac- 1 MO
misoprostol

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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diflunisal 1 MO meloxicam oral 1 MO
DUEXIS 3 ST;MO tablet 15 mg
i ) meloxicam oral 1 MO; QL (30
EC-NAPROSYN S 51 MO tablet 7.5 mg per 30 days)
clodolac . M MOBIC ORAL 3 ST;MO
EVZIO 3 ST; MO; QL SUSPENSION
g(;.ssgm 30 MOBIC ORAL 3 ST;MO
Y TABLET 15 MG
FELDENE 3 ST, MO MOBIC ORAL 3 ST; MO; QL
FENOPROFEN 3 ST; MO TABLET 7.5 MG (30 per 30
ORAL CAPSULE days)
400 MG nabumetone 1 MO
{EZ?elsz en oral ! MO nalbuphineinjection 1 MO; QL (200
solution 10 mg/ml per 30 days)
FLECTOR 3 PA; MO; QL
' MO: Q nalbuphine injection 1 MO; QL (100
(60 per 30 lution 20 mg/ml 30 days)
days) solution 20 mg/m per ays
: naloxone injection 1 MO
flurbiprofen 1 MO solution
zbuprof?n oral ! MO naloxone injection 1 MO
suspension .
syringe 1 mg/ml
ibuprofen oral tablet 1 MO
400 mg, 600 mg, 800 naltrexone 1 MO
mg NAPRELAN CR 2 ST; MO
ORAL TABLET,
’C‘zmsl; ’;Zf enoral S VO ER MULTIPHASE
P 24 HR 375 MG, 500
ketoprofen oral 1 MO MG
capsule,ext rel.
NAPRELAN CR 3 ST; MO
pellets 24 hr 200 mg ORAL TABLET,
meclofenamate oral 3 MO ER MULTIPHASE
capsule 100 mg 24 HR 750 MG
meclofenamate oral 1 MO NAPROSYN ORAL 3 ST; MO
capsule 50 mg TABLET 500 MG
mefenamic acid 1 MO naproxen 1 MO
meloxicam oral 1 MO

suspension

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

formulary or visit us on the Web at www.Express-Scripts.com.
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naproxen sodium 1 MO TIVORBEX 3 ST; MO; QL
oral tablet 275 mg, (90 per 30
550 mg days)
naproxen sodium 1 MO tolmetin oral capsule 1 MO
Orall.ta}i)let, ;:{ h tolmetin oral tablet 1 MO
mulitipnase r 600 mg
NARCAN 2 Iz\’éod?aQ% (2Per TRAMADOL 3 QL (30 per 30
ys ORAL days)
NUCYNTA ER 3 MO; QL (60 CAPSULE.ER
per 30 days) BIPHASE 24 HR
NUCYNTA ORAL 3 Mo,QL(s1 83
TABLET 100 MG per 30 days) TRAMADOL 3 QL (30 per 30
NUCYNTA ORAL 3 MO.QLG62  ORAL days)
TABLET 50 MG per 30 days) CAPSULEER
BIPHASE 24 HR
NUCYNTA ORAL 3 MO; QL (242 25-75 100 MG, 200
TABLET 75 MG per 30 days) MG
oxaprozin 1 MO tramadol oral tablet 1 MO; QL (240
PENNSAID 3 ST;MO per 30 days)
TOPICAL tramadol oral tablet 1 MO; QL (30
SOLUTION IN extended release 24 per 30 days)
METERED-DOSE hr 100 mg, 200 mg
PUMP
v tramadol oral tablet, 1 MO; QL (30
piroxicam 1 MO er multiphase 24 hr per 30 days)
SUBOXONE 2 MO;QL(0  300mg
SUBLINGUAL per 30 days) tramadol- 1 MO; QL (240
FILM 12-3 MG acetaminophen per 30 days)
SUBOXONE 2 MO; QL (360 ULTRACET 3 MO; QL (240
SUBLINGUAL per 30 days) per 30 days)
FILM 2-0.5 MG ULTRAM 3 MO; QL (240
SUBOXONE 2 MO; QL (90 per 30 days)
AL per30.days)  GLTRAM ER 3 MO;QL (30
MG ’ ORAL TABLET per 30 days)
EXTENDED
sulindac oral 1 MO RELEASE 24 HR
300 MG

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

formulary or visit us on the Web at www.Express-Scripts.com.
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VIMOVO ST; MO ABILIFY ORAL 2 MO; QL (450
VIVITROL MO TABLET 2 MG per 30 days)
VIVLODEX ORAL ST: MO ?E]ELLI?T( 3(?)R1\/216 2 MO; (?(I; (30
CAPSULE 10 MG per 30 days)
VIVLODEX ORAL ST; MO; QL ?EIIBLLIE}{ ?ﬁéL 2 MO; (?C% (180
CAPSULE 5 MG (30 per 30 per 30 days)
days) ADDERALLORAL 3 MO

VOLTAREN GEL MO &%BI;EST 1\?2} MG, 5
TOPICAL GEL 1 % > I
ZIPSOR ST MO ADDERALL XR 3 MO
ZORVOLEX ST; MO ADZENYS XR- .

ODT
ZUBSOLV MO; QL (90 ——
SUBLINGUAL per 30 days) AMBIEN > S;;)’ MO?” OQL
TABLET 1.4-0.36 g I;er
MG, 5.7-1.4 MG ays
ZUBSOLV QL 30per30 ~ AMBIENCR > S3TO? MO; OQL
SUBLINGUAL days) ga per
TABLET 11.4-2.9 ys)
MG amitriptyline 1 PA; MO
ZUBSOLV MO; QL (30 amoxapine 1 MO
SUBLINGUAL per 30 days) .
TABLET 2.9.0.71 ANAFRANIL 3 PA;MO
MG APLENZIN ORAL 3 MO; QL (90
ZUBSOLV MO: QL (60 TABLET per 30 days)

EXTENDED
SUBLINGUAL per 30 days)

RELEASE 24 HR
TABLET 8.6-2.1 74 MG
MG

APLENZIN ORAL 3 MO; QL (60
PSYCHOTHERAPEUTIC DRUGS TABLET ber 30 days)
ABILIFY MO EXTENDED
MAINTENA RELEASE 24 HR

348 MG
ABILIFY ORAL MO:; QL (90
TABLET 10 MG per 30 days) APLENZIN ORAL 3 MO; QL (30
ABILIFY ORAL MO; QL (60 EQ%EEED per 30 days)
TABLET 15 MG, 20 per 30 days)

MG

RELEASE 24 HR
522 MG

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

formulary or visit us on the Web at www.Express-Scripts.com.
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APTENSIO XR 3 MO bupropion hcl oral 1 MO; QL (90
aripiprazole oral 1 MO; QL (90 tall)let ex]t?;ded per 30 days)
tablet 10 mg per 30 days) refease e
aripiprazole oral 1 MO; QL (60 bupropion hcloral : MO; QL (60
tablet extended per 30 days)
tablet 15 mg per 30 days)
release 200 mg
le)];é]t) ga;ole oral ! Né?é(?(];a(go bupropion hcl oral 1 MO; QL (90
g P Y tablet extended per 30 days)
aripiprazole oral 2 MO; QL (60 release 24 hr 150 mg
tablet 20 mg per 30 days) bupropion hcl oral | MO:; QL (60
aripiprazole oral 2 MO; QL (30 tablet extended per 30 days)
tablet 30 mg per 30 days) release 24 hr 300 mg
aripiprazole oral 1 MO; QL (180 buspirone 1 MO
tablet 5 mg per 30 days) CELEXA ORAL 3 MO; QL (120
aripiprazole oral 2 MO; QL (90 TABLET 10 MG per 30 days)
tablet disintegrating per 30 days) ]
10 mg CELEXA ORAL 3 MO; QL (60
TABLET 20 MG per 30 days)
2 MA@ Crpaow 3 wOioLeo
I mg TABLET 40 MG per 30 days)
ARISTADA 2 MO chlorpromazine S 10
injection
dafinil 1 PA
armodafini chlorpromazine oral 1 MO
ATIVAN ORAL 3 PA; MO tablet 10 mg, 200
BELSOMRA 3 ST;MO;QL & 2Img 0mg
(30 per 30 chlorpromazine oral 3 MO
days) tablet 100 mg
BRISDELLE 3 MO; QL (30 citalopramoral 1 MO
per 30 days) solution
bupropion hcl oral 1 MO citalopramoral 1 MO; QL (120
tablet tablet 10 mg per 30 days)
bupropion hcl oral 1 MO; QL (120 citalopramoral 1 MO:; QL (60
tablet extended per 30 days) tablet 20 mg per 30 days)
release 100 mg citalopramoral 1 MO; QL (30
tablet 40 mg per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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clomipramine oral 1 PA; MO CYMBALTA 3 MO; QL (60
capsule 25 mg, 50 ORAL per 30 days)
mg CAPSULE,DELAY
) ) i ED
z‘ion;lzle"aglzqe oral 3 PA; MO RELEASE(DR/EC)
P & 60 MG
clonidine hcl oral 1 MO
tablet extended DAYTRANA . MO
release 12 hr desipramine oral 1 MO
clorazepate 1 PA; MO DESOXYN 3 PA; MO
dipotassium DESVENLAFAXIN 3 MO; QL (120
clozapine oral tablet 1 MO E ORAL TABLET per 30 days)
/ . / 1 EXTENDED
crozapine ora RELEASE 24 HR
tablet, disintegrating 100 MG
100mg, 12.5 mg, 25
mg DESVENLAFAXIN 3 MO; QL (240
CLOZAPINE 3 E ORAL TABLET per 30 days)
ORAL EXTENDED
TABLET,DISINTE ?(F IIC/I%A‘SE 24 HR
GRATING 150 MG,
200 MG dexedrine 1 MO
CLOZARIL 3 MO DEXEDRINE 3 MO
CONCERTA 3 MO SPANSULE
CYMBALTA 3 MO; QL (180 gf;”l”ce;g %’ee’i idate | MO
ORAL per 30 days) . : ’
CAPSULE,DELAY biphasic 50-50 10
ED mg, 20 mg, 5 mg
RELEASE(DR/EC) dexmethylphenidate 1 MO
20 MG oral capsule,er
CYMBALTA 3 MO;QL(120 Db h;";’c 3 04‘(;0 15
ORAL per 30 days) e, Jums, 70 Mg
CAPSULE,DELAY dexmethylphenidate | MO
ED oral tablet
RELEASE(DR/EC) dextroamphetamine 3 MO
30 MG
oral capsule,
extended release 10
mg, 15 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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dextroamphetamine 1 MO EFFEXOR XR MO; QL (90
oral capsule, ORAL per 30 days)
extended release 5 CAPSULE.EXTEN
mg DED RELEASE
dextroamphetamine 1 MO 24HR 75 MG
oral tablet EMSAM MO
dextroamphetamine- 1 MO ergoloid MO
amphetamine escitalopram oxalate MO
diazepam intensol 1 PA; MO oral solution
diazepamoral 1 PA; MO escitalopram oxalate MO; QL (60
solution 5 mg/5 ml oral tablet 10 mg per 30 days)
(1 mg/m) escitalopram oxalate MO; QL (30
diazepamoral tablet 1 PA; MO oral tablet 20 mg per 30 days)
doxepin oral 1 PA; MO escitalopram oxalate MO; QL (120
. oraltablet 5 mg per 30 days)
duloxetine oral 1 MO; QL (180
capsule,delayed per 30 days) eszopiclone ST; MO; QL
release(dr/ec) 20 mg (30 per 30
duloxetine oral 1 MO; QL (120 days)
capsule,delayed per 30 days) FANAPT ORAL MO; QL (720
release(dr/ec) 30 mg TABLET 1 MG per 30 days)
duloxetine oral 1 MO; QL (90 FANAPT ORAL QL (90 per 30
capsule,delayed per 30 days) TABLET 10 MG days)
release(drec) 40 mg FANAPT ORAL MO; QL (60
duloxetine oral 1 MO; QL (60 TABLET 12 MG per 30 days)
“’f S”leeje/l"y)ego per 30 days) FANAPT ORAL MO; QL (360
reteaseqariec) oV ms TABLET 2 MG per 30 days)
EFFEXOR XR 3 MO;QL(60 " \NAPTORAL MO:; QL (180
ORAL per 30 days) TABLET 4 MG per 30 days)
CAPSULE.EXTEN
DED RELEASE FANAPT ORAL MO; QL (120
24HR 150 MG TABLET 6 MG per 30 days)
EFFEXOR XR 3 MO; QL (180 FANAPT ORAL MO; QL (90
ORAL per 30 days) TABLET 8§ MG per 30 days)
]C)/E*ES}I{JELLEE%EEN FANAPT ORAL MO; QL (8 per
TABLETS,DOSE 28 days)
24HR 37.5 MG PACK

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

formulary or visit us on the Web at www.Express-Scripts.com.
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FAZACLO ORAL 2 fluoxetine oral 1 MO
TABLET,DISINTE solution
GRATING 100 MG fluoxetine oral tablet 1 MO; QL (240
FAZACLO ORAL 3 10 mg per 30 days)
éﬁi{}?;é)llzns\wlz élgzzcetine oral tablet 1 MO
MG, 150 MG, 200 i
MG, 25 MG FLUOXETINE 3 MO
FETZIMA ORAL 2 MO; QL (28 &IE}AL TABLET 60
CAPSULEEXT per 28 days)
REL 24HR DOSE fluphenazine 1 MO
PACK decanoate
FETZIMA ORAL 2 MO; QL (30 fluphenazine hcl 1 MO
CAPSULE EXTEN per 30 days) fluvoxamine oral 3 MO; QL (90
DED RELEASE 24
HR 120 MG capsule,extended per 30 days)
release 24hr 100 mg
FETZIMA ORAL 2 MO; QL (180 fluvoxamine oral 3 MO; QL (60
CAPSULEEXTEN per 30 days) capsule,extended per 30 days)
DED RELEASE 24 release 24hr 150 mg
HR 20 MG
] / 1 MO; QL (90

FETZIMA ORAL 2 MO; QL (90 JZl oot %”O’”nj;m et ;8 dags)
CAPSULE,EXTEN per 30 days)
DED RELEASE 24 fluvoxamine oral 1 MO; QL (360
HR 40 MG tablet 25 mg per 30 days)
FETZIMA ORAL 2 MO; QL (45 fluvoxamine oral 1 MO; QL (180
CAPSULE,EXTEN per 30 days) tablet 50 mg per 30 days)
DED RELEASE 24 FOCALIN 3 MO
HR 80 MG

- FOCALIN XR 3 MO
fluoxetine oral 1 MO; QL (240
capsule 10 mg per 30 days) FORFIVO XL 3 MO; QL (30

- per 30 days)
fluoxetine oral 1 MO
capsule 20 mg GEODON 3 MO

- INTRAMUSCULA
fluoxetine oral 1 MO; QL (60 R
capsule 40 mg per 30 days)

- _ GEODON ORAL 2 MO; QL (240
fluoxetine oral 1 MO; QL (4per  cAPSULE 20 MG per 30 days)
capsule,delayed 28 days)

release(dr/ec)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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GEODON ORAL 2 MO; QL (120 INVEGA ORAL MO; QL (41

CAPSULE 40 MG per 30 days) TABLET per 30 days)

GEODON ORAL 2 Mo;QL0  ATNRED

CAPSULE 60 MG per 30 days) MG

GEODON ORAL 2 MO; QL (60

CAPSULE 80 MG per 382 da(ys) INVEGA MO

SUSTENNA
guanidine 1 MO INTRAMUSCULA
HALDOL 3 MO R SYRINGE 117

MG/0.75 ML, 156
HALDOL 3 MO MG/ML, 234
DECANOATE MG/1.5 ML, 78
haloperidol 1 MO MG/0.5 ML
haloperidol 1 MO INVEGA MO
decanoate SUSTENNA

INTRAMUSCULA
haloperidol lactate 1 MO R SYRINGE 39
HETLIOZ 2 PA;MO;QL  MGO25 ML

(30 per 30 INVEGA TRINZA MO
days)

IRENKA MO; QL (90
imipramine hcl 1 PA; MO per 30 days)
imipramine pamoate 3 PA; MO KAPVAY MO
INVEGA ORAL 2 MO; QL (240 KHEDEZLA ORAL MO; QL (120
TABLET per 30 days) TABLET per 30 days)
EXTENDED EXTENDED
RELEASE 24HR RELEASE 24HR
1.5 MG 100 MG
INVEGA ORAL 2 MO; QL (120 KHEDEZLA ORAL MO; QL (240
TABLET per 30 days) TABLET per 30 days)
EXTENDED EXTENDED
RELEASE 24HR 3 RELEASE 24HR 50
MG MG
INVEGA ORAL 2 MO; QL (60 LATUDA ORAL MO; QL (30
TABLET per 30 days) TABLET 120 MG per 30 days)
EXTENDED )
RELEASE 24HR 6 LATUDA ORAL MO; QL (240

MG

TABLET 20 MG

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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LATUDA ORAL 2 MO; QL (120 methylphenidate 1 MO
TABLET 40 MG per 30 days) oral capsule, er
LATUDA ORAL 2 MO:QL(60 D h?glc 3 oggo 10
TABLET 60 MG, 80 per 30 days) me, U me, ST Mg,
MG 60 mg
LEXAPRO ORAL 3 MO methylphenidate 1 MO

oral capsule,er
SOLUTION biphasic 50-50 20
LEXAPRO ORAL 3 MO; QL (60 mg, 40 mg
TABLET 10 MG per 30 days) methylphenidate 3 MO
LEXAPRO ORAL 3 MO; QL (30 oral solution 10
TABLET 20 MG per 30 days) mg/5 ml
LEXAPRO ORAL 3 MO; QL (120 methylphenidate 1 MO
TABLET 5 MG per 30 days) oral solution 5 mg/5
lithium carbonate 1 MO mi
lithium citrate oral 1 MO metilzy l]la)izemdate ! MO
solution 8 meq/5 ml orattabiet
LITHOBID 3 MO methylphenidate 3 MO

oraltablet extended
lorazepam intensol 1 PA; MO release
lorazepamoral 1 PA; MO methylphenidate 1 MO
tablet oral tablet extended
loxapine succinate 1 MO release 24hr

(30’ per 3’0 oral tablet,chewable
days) mirtazapine 1 MO

maprotiline 1 MO modafinil 1 PA; MO
MARPLAN 2 MO molindone 1
METADATE CD 3 MO NARDIL 3 MO
metadate er 1 MO nefazodone 1 MO
methamphetamine 1 PA; MO NORPRAMIN 3 MO
METHYLINORAL 3 MO ORAL TABLET 10
SOLUTION MG, 100 MG, 150

MG, 25 MG, 50 MG

nortriptyline 1 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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NUPLAZID 2 paliperidone oral 1 MO; QL (240
NUVIGIL 3 PA: MO tablet extended per 30 days)
release 24hr 1.5 mg
;.)nZ?FIZIZ’Zi ;ZZ lar ! MO paliperidone oral 1 MO; QL (120
tablet extended per 30 days)
olanzapine oral 1 MO; QL (60 release 24hr 3 mg
tablet 10 mg per 30 days) paliperidone oral 1 MO; QL (60
olanzapine oral 1 MO; QL (30 tablet extended per 30 days)
tablet 15 mg, 20 mg per 30 days) release 24hr 6 mg
olanzapine oral 1 MO; QL (240 paliperidone oral 2 MO; QL (41
tablet 2.5 mg per 30 days) tablet extended per 30 days)
olanzapine oral 1 MO; QL (120 release 24hr 9 mg
tablet 5 mg per 30 days) PAMELOR 3 MO
olanzapine oral 1 MO; QL (81 PARNATE 3 MO
tablet 7.5 mg per 30 days) paroxetine hcl oral 1 MO; QL (180
olanzapine oral 1 MO; QL (60 tablet 10 mg per 30 days)
t]aoblqut, disintegrating per 30 days) paroxetine hcl oral 1 MO; QL (90
o tablet 20 mg per 30 days)
olanzap.m.e oral . ! MO; QL (30 paroxetine hcl oral 1 MO; QL (60
tablet,disintegrating per 30 days) cablet 30 30 d
15 mg, 20 mg ablet 30 mg per ays)
olanzapine oral 1 MO; QL (120 fagszténe heloral ! MO;(?(I{ (45
tablet,disintegrating per 30 days) apret7omg per ays)
Smg paroxetine hcl oral 1 MO; QL (180
olanzapine- ) MO tablet extended per 30 days)
. release 24 hr 12.5
fluoxetine oral
capsule 12-25 mg, 3- e
25 mg paroxetine hcl oral 1 MO; QL (90
olanzapine- 3 MO tablet extended per 30 days)
. release 24 hr 25 mg
fluoxetine oral
capsule 12-50 mg, 6- paroxetine hcl oral 1 MO; QL (60
25 mg, 6-50 mg tablet extended per 30 days)
ORAP ORAL 3 MO release 24 hr 37.5
TABLET 1 MG ks
oxazepam 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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PAXIL CR ORAL 3 MO; QL (180 pimozide 1 MO
TABLET per 30 days) PRISTIQ ORAL 2 MO; QL (120
EXTENDED
TABLET per 30 days)
RELEASE 24 HR
12.5 MG EXTENDED
: RELEASE 24 HR
PAXIL CR ORAL 3 MO; QL (90 100 MG
TABLET per 30 days)  "pRISTIQ ORAL 2 MO; QL (480
EXTENDED
RELEASE 24 LR TABLET per 30 days)
25 MG EXTENDED
RELEASE 24 HR
PAXIL CR ORAL 3 MO; QL (60 25 MG
TABLET per 30 days) PRISTIQ ORAL 2 MO; QL (240
EXTENDED
TABLET per 30 days)
RELEASE 24 HR
375 MG EXTENDED
i RELEASE 24 HR
PAXIL ORAL 3 MO 50 MG
SUSPENSION procentra 1 MO
PAXIL ORAL 3 MO; QL (180 .
TABLET 10 MG per 30 days)y  Proviplyline S V1O
PROVIGIL 2 PA; M
PAXIL ORAL 3 MO; QL (90 OvIG ;MO
TABLET 20 MG per 30 days) PROZAC ORAL 3 MO; QL (240
PAXIL ORAL 3 MO: QL (60 CAPSULE 10 MG per 30 days)
TABLET 30 MG per 30 days) PROZAC ORAL 3 MO
PAXIL ORAL 3 MO; QL (45 CAPSULE 20 MG
TABLET 40 MG per 30 days) PROZAC ORAL 3 MO; QL (60
perphenazine 1 MO CAPSULE 40 MG per 30 days)
PEXEVA ORAL 3 MO: QL (10 PROZAC WEEKLY 3 g/éod; Qs% (4 per
TABLET 10 MG per 30 days) Y
PEXEVAORAL 3 MoaLeo | firien 1 MO0
TABLET 20 MG per 30 days) g P y
Ao 1 wooi@ L g
TABLET 30 MG per 30 days)
PEXEVA ORAL 3 Mo;QL@s D ;”;;ml ! iﬁ?ﬁ(?gag)u
TABLET 40 MG per 30 days)
phenelzine 1 MO quetiapine oral 1 MO; QL (81

tablet 300 mg

per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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quetiapine oral 1 MO; QL (60 RISPERDAL M- 3 MO; QL (240
tablet 400 mg per 30 days) TAB ORAL per 30 days)
quetiapine oral 1 MO; QL (480 éﬁ%?g&?;sg C;r E
tablet 50 mg per 30 days)

RISPERDAL M- 3 MO; QL (161

ILLICHEW ER 3 M ’

QUILLICHEW © TAB ORAL per 30 days)
QUILLIVANT XR 3 MO TABLET,DISINTE
REMERON 3 MO GRATING 3 MG
REMERON 3 MO RISPERDAL M- 3 MO; QL (120

TAB ORAL per 30 days)
SOLTAB

TABLET,DISINTE
RESTORIL 3 PA; MO GRATING 4 MG
REXULTI ORAL 2 MO; QL (480 RISPERDAL ORAL 3 MO:; QL (480
TABLET 0.25 MG per 30 days) SOLUTION per 30 days)
REXULTI ORAL 2 MO; QL (240 RISPERDAL ORAL 3 MO; QL (1920
TABLET 0.5 MG per 30 days) TABLET 0.25 MG per 30 days)
REXULTI ORAL 2 MO; QL (120 RISPERDAL ORAL 3 MO; QL (960
TABLET 1 MG per 30 days) TABLET 0.5 MG per 30 days)
REXULTI ORAL 2 MO; QL (60 RISPERDAL ORAL 3 MO; QL (480
TABLET 2 MG per 30 days) TABLET 1 MG per 30 days)
REXULTI ORAL 2 MO; QL (40 RISPERDAL ORAL 3 MO; QL (240
TABLET 3 MG per 30 days) TABLET 2 MG per 30 days)
REXULTI ORAL 2 MO; QL (30 RISPERDAL ORAL 3 MO; QL (161
TABLET 4 MG per 30 days) TABLET 3 MG per 30 days)
RISPERDAL 2 MO RISPERDAL ORAL 3 MO; QL (120
CONSTA TABLET 4 MG per 30 days)
RISPERDAL M- 3 MO; QL (960 risperidone oral 1 MO; QL (480
TAB ORAL per 30 days) solution per 30 days)
TABLET,DISINTE : ” ; ) MO: QL (1920
GRATING 0.5 MG risperigone ord ;

tablet 0.25 mg per 30 days)
RISPERDAL M- 3 MO; QL (480 : -
TAB ORAL per 30 days) rzsbplerzodgne oral 1 MO; (?g (960
TABLET,DISINTE fablet 0.0 mg per 30 days)
GRATING 1 MG risperidone oral 1 MO; QL (480

tablet 1 mg per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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risperidone oral 1 MO; QL (240 SAPHRIS (BLACK 2 MO; QL (120
tablet 2 mg per 30 days) CHERRY) per 30 days)
risperidone oral 1 MO; QL (161 ?‘X];II:%\}FGSUI\?%}
tablet 3 mg per 30 days)
risperidone oral 1 MO; QL (120 SARAFEM ORAL > MO
TABLET 10 MG, 20
tablet 4 mg per 30 days) MG
ablerdmiomating  per0dayyy | SEROQUELORAL 37 MO; QL (240
0.25 me gratng P Y TABLET 100 MG per 30 days)
risperidone oral 1 MO; QL (960 '?i%?flg’lfj I;(I)JOOMR(?L > MO; (?g{ (120
tablet,disintegrating per 30 days) per ays)
0.5 mg SEROQUEL ORAL 3 MO; QL (902
risperidone oral 1 MO; QL (480 TABLET 25 MG per 30 days)
tablet, disintegrating per 30 days) SEROQUEL ORAL 3 MO; QL (81
1 mg TABLET 300 MG per 30 days)
risperidone oral 1 MO; QL (240 SEROQUEL ORAL 3 MO; QL (60
tablet,disintegrating per 30 days) TABLET 400 MG per 30 days)
2 mg SEROQUEL ORAL 3 MO; QL (480
risperidone oral 3 MO; QL (161 TABLET 50 MG per 30 days)
tSablet, disintegrating per 30 days) SEROQUEL XR 5 MO: QL (161
me ORAL TABLET per 30 days)
risperidone oral 3 MO; QL (120 EXTENDED
tablet,disintegrating per 30 days) RELEASE 24 HR
4 mg 150 MG
RITALIN 3 MO SEROQUEL XR 2 MO; QL (120
ORAL TABLET per 30 days)
RITALIN LA 3 MO EXTENDED
ROZEREM 2 MO; QL (30 RELEASE 24 HR
per 30 days) 200 MG
SAPHRIS (BLACK 2 MO; QL (60 SEROQUEL XR 2 MO; QL (81
CHERRY) per 30 days) ORAL TABLET per 30 days)
SUBLINGUAL EXTENDED
TABLET 10 MG RELEASE 24 HR
SAPHRIS(BLACK 2 MO;QL (240 0MG
CHERRY) per 30 days)
SUBLINGUAL

TABLET 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 www.Express-Scripts.com.
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SEROQUEL XR 2 MO; QL (60 TRANXENE T- 3 PA; MO
ORAL TABLET per 30 days) TAB ORAL
EXTENDED TABLET 3.75 MG,
RELEASE 24 HR 7.5 MG
400 MG tranylcypromine 3 MO
SEROQUEL XR 2 MO; QL (480
ORAL TABLET per 30 days) frazodone 10
EXTENDED trifluoperazine 1 MO
RELEASE 24 HR trimipramine 1 PA; MO
50 MG
l' ; " MO TRINTELLIX 2 QL (60 per 30
sertraline ora ORAL TABLET 10 days)
concentrate MG
sIeOrOtraline oral tablet 1 MO; (())(qua(60 TRINTELLIX 2 QL (30 per 30
mg per 30 days) ORAL TABLET 20 days)
sertraline oral tablet 1 MO; QL (240 MG
25 mg per 30 days) TRINTELLIX 2 QL (120 per 30
sertraline oral tablet 1 MO; QL (120 ORAL TABLET 5 days)
50 mg per 30 days) MG
SILENOR 3 MO; QL (30 VALIUM 3 PA; MO
per 30 days) venlafaxine oral 1 MO; QL (60
SONATA ORAL 3 ST; MO; QL capsule,extended per 30 days)
CAPSULE 10 MG (60 per 30 release 24hr 150 mg
days) venlafaxine oral 1 MO; QL (180
SONATA ORAL 3 ST; MO; QL capsule,extended per 30 days)
CAPSULE 5 MG (30 per 30 release 24hr 37.5 mg
days) venlafaxine oral | MO; QL (90
STRATTERA 2 MO capsule,extended per 30 days)
SURMONTIL 3 PA;MO release 24hr 75 mg
venlafaxine oral 1 MO; QL (90
SYMBYAX S MO tablet 100 mg, 75 mg per 30 days)
temazepam ! PA;MO venlafaxine oral 1 MO; QL (270
thioridazine 1 MO tablet 25 mg per 30 days)
thiothixene 1 MO venlafaxine oral 1 MO; QL (180
TOFRANIL 3 PA-MO tablet 37.5 mg per 30 days)
venlafaxine oral 1 MO; QL (150
tablet 50 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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VENLAFAXINE 3 MO; QL (60 VRAYLAR ORAL 2 QL (30 per30
ORAL TABLET per 30 days) CAPSULE 6 MG days)
Eﬁ{gﬁggﬁ R VRAYLAR ORAL 3 QL (7per30
150 MG CAPSULE,DOSE days)
PACK

VENLAFAXINE 3 MO:; QL (30
ORAL TABLET per 30 days) VYVANSE 3 MO
EXTENDED WELLBUTRIN SR 3 MO; QL (120
RELEASE 24HR ORAL TABLET per 30 days)
225 MG EXTENDED
VENLAFAXINE 3 MO; QL (180 RELEASE 100 MG
ORAL TABLET per 30 days) WELLBUTRIN SR 3 MO; QL (90
EXTENDED ORAL TABLET per 30 days)
RELEASE 24HR EXTENDED
37.5 MG RELEASE 150 MG
VENLAFAXINE 3 MO; QL (90 WELLBUTRIN SR 3 MO; QL (60
ORAL TABLET per 30 days) ORAL TABLET per 30 days)
EXTENDED EXTENDED
RELEASE 24HR 75 RELEASE 200 MG
MG WELLBUTRIN XL 3 MO:; QL (90
VERSACLOZ 2 ORAL TABLET per 30 days)
VIIBRYD ORAL 2 MO; QL (120 E)FEE]I?XIS)]E I2) 4 HR
TABLET 10 MG per 30 days) 150 MG
};E]];’Eg]? 2(31;?5 2 MO; (?c%awo WELLBUTRIN XL 3 MO; QL (60

per 30 days) ORAL TABLET per 30 days)
VIIBRYD ORAL 2 MO; QL (30 EXTENDED
TABLET 40 MG per 30 days) RELEASE 24 HR
VIIBRYD ORAL 2 MOo;QL30  SWOMG
TABLETS,DOSE per 180 days) XYREM 2 PA; MO; LA
g(? ISIIE} 1(331\)/[(} (7 zaleplon oral 1 ST; MO; QL

capsule 10 mg (60 per 30

VRAYLAR ORAL 2 QL (120 per 30 days)
CAPSULE 1.5 MG days) zaleplon oral 1 ST; MO; QL
VRAYLAR ORAL 2 QL (60 per 30 capsule 5 mg (30 per 30
CAPSULE 3 MG days) days)
VRAYLAR ORAL 2 QL (40 per 30 zenzedi oral tablet 1 MO
CAPSULE 4.5 MG days) 10 mg, 5 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ZENZEDI ORAL 3 MO ZYPREXA ORAL 3 MO; QL (81
TABLET 15 MG, TABLET 7.5 MG per 30 days)
§45G1\47Gs 12\/(1) GMG’ 30 ZYPREXA 2
> RELPREVV
ziprasidone hcl oral 1 MO; QL (240 INTRAMUSCULA
capsule 20 mg per 30 days) R SUSPENSION
—— ) FOR
e T OO owsiumo
P g P Y N 210 MG
ziprasidone holoral hﬁ?é(%a(i()) ZYPREXA ZYDIS 3 MO; QL (60
P g p Y ORAL per 30 days)
ziprasidone hcl oral 1 MO; QL (60 TABLET,DISINTE
capsule 80 mg per 30 days) GRATING 10 MG
ZOLOFT ORAL 3 MO ZYPREXA ZYDIS 2 MO; QL (30
CONCENTRATE ORAL per 30 days)
ZOLOFT ORAL 3 MO;QL(60  [IABLETDISINTE
TABLET 100 MG per 30 days) %RQSNG 15 MG,
ZOLOFT ORAL 3 MO; QL (240
ZYPREXA ZYDIS 3 MO; QL (120
TABLET 25 M ’
> MG per 30 days) ORAL per 30 days)
ZOLOFT ORAL 3 MO; QL (120 TABLET,DISINTE
TABLET 50 MG per 30 days) GRATING 5 MG
zolpidemoral 1 ST; MO; QL CARDIOVASCULAR,
i‘;sl;er 30 HYPERTENSION / LIPIDS
7YPREXA 3 MO ANTIARRHYTHMIC AGENTS
INTRAMUSCULA amiodarone 1 PA; MO
R intravenous solution
ZYPREXA ORAL 3 MO; QL (60 amiodarone oral 1 MO
TABLET 10 MG per 30 days) tablet 200 mg, 400
ZYPREXA ORAL 2 MO;QL(30 mg
TABLET 15 MG, 20 per 30 days) BETAPACE ORAL 3 MO
MG TABLET 120 MG,
ZYPREXA ORAL 3 MO;QL (40 160 MG, 80 MG
TABLET 2.5 MG per 30 days) dofetilide 1
TABLET 5 MG per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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mexiletine 1 MO sotalol oral tablet 1 MO
MULTAQ 3 MO ’;ZO mg, 240 mg, 80
NEXTERONE 3 PA SOTYLIZE 2 MO
pacerone oral tablet 1 MO
100 mg, 200 mg, 400 TIKOSYN S MO
mg ANTIHYPERTENSIVE THERAPY
procainamide 1 MO ACCUPRIL 3 MO
injection solution
100 mg/mi ACCURETIC 3 MO
. . acebutolol 1 MO
procainamide 1
injection solution ADALATCC 3 MO
500 mg/mi afeditab cr 1 MO
propafenone oral 3 MO ALDACTAZIDE 3 MO
capsule,extended
release 12 hr 225 mg ALDACTONE 3 MO
propafenone oral 1 MO ALTACE 3 MO
capsule,extended .
release 12 hr 325 amiloride ! MO
mg, 425 mg amiloride- 1 MO
propafenone oral 1 MO hydrochlorothiazide
tablet amlodipine 1 MO
quinidine gluconate 1 MO amlodipine- 1 MO
b I
quinidine sulfate 1 MO enazeprt
oral tablet amlodipine- 1 MO
Isart
RYTHMOL ORAL 3 MO ranaran
TABLET 225 MG amlodipine- 3 MO
valsartan-hcthiazid
RYTHMOL SR b 0 oral tablet 10-160-
sorine oral tablet 1 MO 12.5mg, 10-160-25
120 mg, 160 mg, 80 mg, 10-320-25 mg
e amlodipine- 1 MO
sorine oral tablet 1 valsartan-hcthiazid
240 mg oraltablet 5-160-
sotalol af oral tablet 1 MO 12.5mg, 5-160-23
120 mg e
ATACAND 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ATACAND HCT 3 MO CARDENE IV IN 3
SODIUM
atenolol 1 MO CHLORIDE
atenolol- 1 MO
chlorthalidone CARDIZEM CD > MO
AVALIDE 3 MO CARDIZEM LA 3 MO
CARDIZEM ORAL 3 MO
AVAPRO & MO TABLET 120 MG,
AZOR 3 MO 30 MG, 60 MG
benazepril 1 MO CARDURA ORAL 3 ST; MO; QL
benazepril- 1 MO E/I%BI;FI\F/IF é MG, 2 830 per 30
hydrochlorothiazide ’ ays)
CARDURA ORAL 3 ST; MO; QL
BENICAR 3 MO ’ ’
TABLET 8 MG (60 per 30
BENICAR HCT 3 MO days)
betaxolol oral 1 MO CARDURA XL 3 ST; MO; QL
BIDIL 2 MO (30 per 30
days)
bisoprolol fumarate 1 MO -
cartia xt 1 MO
bisoprolol- 1 MO -
hydrochlorothiazide carvedilol 1 MO
bumetanide 1 MO CATAPRES 3 MO
BYSTOLIC 5 MO CATAPRES-TTS-1 3 MO; QL (4 per
28 days)
CALAN 3 MO
CATAPRES-TTS-2 3 MO:; QL (4 per
CALAN SR 3 MO 28 days)
candesartan 1 MO CATAPRES-TTS-3 3 MO; QL (4 per
candesartan- 1 MO 28 days)
hydrochlorothiazid chlorothiazide 1 MO
captopril oral tablet 3 MO chlorothiazide 1 MO
100mg, 12.5 mg, 50 sodium
e chlorthalidone oral 1 MO
captopril oral tablet 1 MO tablet 25 mg, 50 mg
25 mg .
clonidine hcl oral 1 MO
captopril- 1 MO tablet
hydrochlorothiazide

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

transdermal patch 28 days) capsule,extended

weekly 0.1 mg/24 hr, release 12 hr

0.2 mg/24 hr diltiazem hcl oral 1 MO

clonidine 3 MO; QL (4 per  capsule,extended

transdermal patch 28 days) release 24hr 120 mg,

weekly 0.3 mg/24 hr 240 mg, 300 mg

clorpres oral tablet 1 MO diltiazem hcl oral 1 MO

0.1-15mg, 0.2-15 tablet

e dilt-xr 1 MO

CLORPRES ORAL 3 MO

TABLET 0.3-15 DIOVAN 3 MO

MG DIOVAN HCT 3 MO

COREG 3 MO DIURIL 3 MO

COREG CR 2 MO DIURIL IV 2

CORGARD ORAL 3 doxazosin oral tablet 1 MO; QL (30

TABLET 20 MG, 40 1 mg, 2mg, 4 mg per 30 days)

MG doxazosin oral tablet 1 MO; QL (60

CORGARD ORAL 3 MO 8 mg per 30 days)

TABLET 80 MG DUTOPROL 3 MO

CORZIDE S MO DYAZIDE 3 MO

COZAAR S MO DYRENIUM 3 MO

DEMADEX ORAL 3 MO

TABLET 10 MG, 20 EDARBI 3 MO

MG, 5 MG EDARBYCLOR 3 MO

DEMSER 2 MO EDECRIN 3 MO

DIBENZYLINE 2 MO enalapril maleate 1 MO

diltiazem hcl 1 enalapril- 1 MO

intravenous hydrochlorothiazide

diltiazem hcl oral 1 MO EPANED 3 MO

capsule, extended eplerenone 1 MO

release 180 mg, 360

mg, 420 mg eprosartan 1 MO

ethacrynate sodium 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 www.Express-Scripts.com.
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EXFORGE 3 MO lisinopril 1 MO
EXFORGE HCT 3 MO lisinopril- 1 MO
felodipine ) MO hydrochlorothiazide
fosinopril ) MO LOPRESSOR HCT 3 MO
. . LOPRESSOR 3 MO
j;z(;sc;fooff}; ;i_roth iazide 1 Mo ORAL TABLET
100 MG
furosemide injection 1 MO losarian 1 MO
furosgmlde oral 1 MO losarian- 1 MO
solution 10 mg/mi, hvdrochlorothiazid
40 mg/5 ml (8 vdrochlorothiazide
mg/ml) LOTENSIN ORAL 3 MO
furosemide oral 1 MO TABLET 20 MG, 40
MG
tablet
) LOTREL ORAL 3 MO
1 M
hydralazine © CAPSULE 10-20
hydrochlorothiazide 1 MO MG, 10-40 MG, 5-
indapamide 1 MO matzim la ! MO
MAVIK ORAL 3 MO
INDERAL LA 3 MO TABLET 1 MG, 2
INNOPRAN XL 3 MO MG
INSPRA 3 MO MAXZIDE 3 MO
irbesartan 1 MO MAXZIDE-25MG 3 MO
irbesartan- 1 MO methyclothiazide 1 MO
hydrochlorothiazid
yarocnioromiaziae methyldopa 1 MO
: . 1 M
isradipine © metolazone 1 MO
labetalol 1 MO -
intravenous solution metoprolol succinate 1 MO
labetalol oral 1 MO metoprolol ta- | MO
apetarotord hydrochlorothiaz
LASIX ORAL 3
TABLET 20 MG metoprolol tartrate 1 MO
intravenous solution
LASIX ORAL 3 MO

TABLET 40 MG, 80
MG

metoprolol tartrate
intravenous 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 www.Express-Scripts.com.
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metoprolol tartrate 1 MO NORVASC 3 MO
gg‘” fab ;Zt 100 mg, ORENITRAM 3 PA;MO
e, DU me ORAL TABLET
MICARDIS 3 MO EXTENDED
MICARDIS HCT 3 MO &EGLEASE 0.125
MICROZIDE 3 MO ORENITRAM 2 PA; MO
MINIPRESS 3 MO ORAL TABLET
. EXTENDED
dil oral 1 MO
rhnoxiar ord RELEASE 0.25 MG,
moexipril 1 MO 1 MG, 2.5 MG
moexipril- 1 MO perindopril 1 MO
hydrochlorothiazide erbumine
nadolol oral tablet 1 MO phenoxybenzamine 2 MO
20 40
me, 7T me pindolol 1 MO
dololoral tablet 3 MO
Z,COZ n(a)go orartaote prazosin oral 1 MO
nadolol- 1 MO PRINIVIL ORAL 3 MO
bendroflumethiazide TABLET 10 MG, 20
MG, 5 MG
nicardipine 1 MO
intravenous solution PROCARDIA XL 3 MO
nicardipine oral 1 MO Propranolol I
intravenous
fedical x| 1 MO
nifedical x propranolol oral 1 MO
nifedipine oral tablet 1 MO ol " MO
extended release propranotot-
24l hydrochlorothiazid
nimodipine 1 MO quinapril 1 MO
nisoldipine oral 1 MO quinapril- o 1 MO
tablet extended hydrochlorothiazide
release 24 hr 17 mg, ramipril 1 MO
i 5g‘ ) 4”;%;1; Ogmf’m ; 4 REMODULIN 2 PA;MO;LA
nisoldipine oral 3 MO SECTRAL > MO
tablet extended spironolactone | MO
release 24 hr 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 www.Express-Scripts.com.
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spironolacton- 1 MO triamterene- 1 MO
hydrochlorothiaz hydrochlorothiazid
SULAR ORAL 3 MO TRIBENZOR 3 MO
TABLET
EXTENDED TWYNSTA 3 MO
RELEASE 24 HR UPTRAVI 2 PA; MO; LA
11\2 GMG’ 34 MG, 8.5 valsartan 1 MO

valsartan- 1 MO
TARKA . MO hydrochlorothiazide
faztia xt 0 VASERETIC 3 MO
TEKTURNA HCT 2 MO verapamil 1 MO
telmisartan 1 MO intravenous solution
telmisartan- 1 MO verapamil oral 1 MO
amlodipine VERELAN 3 MO
telmisartan- 1 MO

VERELAN PM 3 MO
hydrochlorothiazid

ZEBETA 3 MO
TENORETIC 100 3 MO
TENORETIC 50 3 MO ZESTORETIC 3 MO
TENORMIN 3 MO ZESTRIL 3 MO

ZIAC 3 MO
terazosin oral 1 MO; QL (30
capsule 1 mg, 2 mg, per 30 days) CARDIAC GLYCOSIDES
> mg digitek 1 MO
terazosin oral 1 MO; QL (60 digoxin oral solution | MO
capsule 10 mg per 30 days) 50 meg/ml
TIAZAC o MO digoxin oral tablet 1 MO
timolol maleate oral 1 MO LANOXIN ORAL 3 MO
TOPROL XL 3 MO TABLET 125 MCQG,
torsemide oral 1 MO 250 MCG
trandolapril 1 MO Ifigl?g}\llgg?L 2 MO
trandolapril- 1 MO MCQG, 62.5 MCG
verapamil

COAGULATION THERAPY

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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AGGRENOX 3 MO fondaparinux 1 MO
subcutaneous
ARGATROBAN 2 MO syringe 2.5 mg/0.5
ARGATROBAN IN 2 ml
0
0.9 % SOD CHLOR FRAGMIN 5 MO
INTRAVENOUS
SOLUTION SUBCUTANEOUS
SOLUTION
ARIXTRA 2 MO FRAGMIN 2 MO
SUBCUTANEOUS
SUBCUTANEOUS
SYRINGE 10
SYRINGE 10,000
MG/0.8 ML, 5
ANTI-XA
MG/0.4 ML, 7.5
MG/0.6 ML UNIT/ML, 12,500
i ANTI-XA UNIT/0.5
ARIXTRA 3 MO ML, 15,000 ANTI-
SUBCUTANEOUS XA UNIT/0.6 ML,
SYRINGE 2.5 18,000 ANTI-XA
MG/0.5 ML UNIT/0.72 ML,
aspirin-dipyridamole 1 MO Zjﬁ)IOT/ggrﬁi(A
BRILINTA 2 MO
FRAGMIN 3 MO
cilostazol 1 MO SUBCUTANEOUS
clopidogrel 1 MO SYRINGE 2,500
ANTI-XA UNIT/0.2
COUMADIN ORAL 3 MO ML, 5,000 ANTI-
CYKLOKAPRON 3 MO XA UNIT/0.2 ML
dipyridamole oral 1 MO heparin (porcine) in 1
5 % dex intravenous
DURLAZA 3 MO parenteral solution
EFFIENT o) MO 20,000 unit/500 ml
(40 unit/ml)
ELIQUIS 2 MO
: heparin (porcine) in 1 MO
enoxaparin 1 MO 5 % dex intravenous
fondaparinux ) MO parenteral solution
subcutaneous 25,000 unit/250
syringe 10 mg/0.8 ml(100 unit/ml),
mil, 5 mg/0.4ml, 7.5 25,000 unit/500 ml
mg/0.6 ml (50 unit/mi)
heparin (porcine) 1 MO

injection solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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jantoven 1 MO ANTARA ORAL 3 MO
CAPSULE 30 MG,
LOVENOX 3 MO 90 MG
pentoxifylline ! MO atorvastatin 1 MO; QL (30
PERSANTINE 3 MO per 30 days)
PLAVIX 3 MO CADUET 3 MO; QL (30
PRADAXA 2 MO per 30 days)
PROMACTA 5 PA: MO: LA cholestymmﬁ?e light 1 MO
oral powder in
SAVAYSA 3 MO packet
tranexamic acid 1 MO COLESTID ORAL 3 MO
intravenous GRANULES
warfarin 1 MO COLESTID ORAL 3 MO
XARELTO 2 MO TABLET
ZONTIVITY > MO colestipol oral 1 MO
granules
LIPID/CHOLESTEROL LOWERING lestivol oral tablet 1 MO
AGENTS colestipol oral table
ALTOPREV ORAL 3 MO; QL (30 CRESTOR 3 hg(r)é ()an(i())
TABLET per 30 days) P Y
EXTENDED fenofibrate 1 MO
RELEASE 24 HR micronized
20 MG, 40 MG fenofibrate 1 MO
amlodipine- 3 MO; QL (30 nanocrystallized
atorvastatin oral per 30 days) FENOFIBRATE 3 MO
tablet 10-10 mg, 10- ORAL CAPSULE
20 mg, 10-40 mg,
10-80 mg, 2.5-20 FENOFIBRATE 3
mg, 5-10 mg, 5-20 ORAL TABLET
mg, 5-40 mg, 5-80 120 MG, 40 MG
mg fenofibrate oral 1 MO
amlodipine- 1 MO; QL (30 tablet 160 mg, 54 mg
atorvastatin oral per 30 days) fenofibric acid 1 MO
tablet 2.5-10 mg,
2.5-40 mg fenofibric acid 1 MO
(choline)
FENOGLIDE 3 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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FIBRICOR ORAL 3 NIASPAN 3 MO
TABLET 105 MG EXTENDED-
FIBRICOR ORAL 3 MO RELEASE
TABLET 35 MG omega-3 acid ethyl 3 ST; MO
fluvastatin oral 1 MO; QL (30 esters
capsule 20 mg per 30 days) PRALUENT PEN 2 PA; MO; QL
fuvastatin oral 1 MO: QL (60 SUBCUTANEOUS (2 per 28 days)
capsule 40 mg per 30 days) PEN INJECTOR
150 MG/ML
oo 1 MOQLGY AU 2 pAOOL
release 24 hr SUBCUTANEOUS (4 per 28 days)
PEN INJECTOR 75
gemfibrozil oral 1 MO MG/ML
JUXTAPID 2 PA;MO; LA PRALUENT 2 PA; MO; QL
. } SYRINGE (2 per 28 days)
KYNAMRO 2 PA; MO; LA
i ’ SUBCUTANEOUS
LESCOL XL 3 MO; QL (30 SYRINGE 150
per 30 days) MG/ML
LIPITOR 3 MO; QL (30 PRALUENT 2 PA; MO; QL
per 30 days) SYRINGE (4 per 28 days)
LIPOFEN 3 MO SUBCUTANEOUS
SYRINGE 75
LIVALO 2 MO; QL (30 MG/ML
per 30 days)
PRAVACHOL 3 MO; QL (30
LOFIBRA 3 MO ORAL TABLET 20 per 30 days)
LOPID 3 MO MG, 40 MG, 80 MG
lovastatin oral tablet 1 MO; QL (30 pravastatin 1 MO; QL (30
10 mg per 30 days) per 30 days)
lovastatin oral tablet 1 MO; QL (60 prevalite oral 1 MO
20 mg, 40 mg per 30 days) powder
LOVAZA 3 ST: MO QUESTRAN ORAL 3 MO
: POWDER IN
niacin oral tablet 1 MO PACKET
extended release 24
hr REPATHA 2 PA; MO; QL
SURECLICK (3 per 30 days)
NIACOR 3 MO
REPATHA 2 PA; MO; QL
SYRINGE (3 per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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rosuvastatin 1 QL (30 per 30 ISORDIL 3 MO
days) TITRADOSE
simvastatin 1 MO; QL (30 ORAL TABLET 5
MG
per 30 days)
TRICOR 3 MO isosorbide dinitrate 1 MO
oral
iigfﬁ?? 68%/?(? 3 MO isosorbide 1 MO
mononitrate
TRILIPIX 3 MO MINITRAN 3 MO
VASCEPA 2 MO nitro-bid 1 MO
VYTORIN 10-10 2 gg?; ggags()) NITRO-DUR 3 MO
VYTORIN 10-20 2 MO;QL@30  [Mtroglycerin R T4
per 30 days) intravenous
VYTORIN 10-40 2 MO;QL@30  Titroglycerin S MO
er 30 days) transdermal patch
P 24 hour
VYTORIN 10-80 2 l\groé(?(lia(?;()) nitroglycerin 1 MO
P Y translingual
WELCHOL 2 MO spray,non-aerosol
ZETIA 2 MO NITROLINGUAL 3 MO
Z0OCOR 3 MO; QL (30 NITROMIST 3 MO
per 30 days) NITROSTAT 2 MO
MISCELLANEOUS
CARDIOVASCULAR AGENTS DERMATOLOGICALS/TOPICA
L THERAPY
CORLANOR 2 PA; MO
ANTIPSORIATIC /
ENTRESTO 2 56%,;\§%0QL ANTISEBORRHEIC
days) acitretin oral 1 MO
RANEXA 2 Mo capsule 10 mg
ECAMYL 5 acitretin oral 2 MO
VEC capsule 17.5 mg, 25
NITRATES mg
ISORDIL 3 MO calcipotriene scalp 1 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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calcipotriene topical 3 MO MISCELLANEOUS
cream DERMATOLOGICALS
calcipotriene topical 1 MO 8-MOP 2 MO
ointment
ALDARA 3 ST; MO
calcipotriene- 1 MO -
betamethasone ammonium lactate 1 MO
calcitriol topical 3 MO CARAC 2 MO
COSENTYX 2 PA;MO CONDYLOX CHEN MO
TOPICAL GEL
COSENTYX PEN 2 PA; MO
diclofenac sodium 2 PA; MO
TOPICAL - :
doxepin topical 1
ENSTILAR 2 MO
EFUDEX TOPICAL 3 ST; MO
selenium sulfide 1 MO CREAM
topical lotion
ELIDEL 3 PA; MO
SORIATANE 2 MO
10 MG. 17.5 MG. 25 TOPICAL CREAM
MG ’ ’ 0-5 %
SORILUX 3 MO fluorouracil topical 1 MO
cream 5 %
STELARA 2 PA; MO : -
SUBCUTANEOUS fluorouracil topical 1 MO
TALTZ 2 PA methoxsalen rapid 2 MO
AUTOINJECTOR OXSORALEN 2 MO
(3 PACK) ULTRA
TALTZ SYRINGE 2 PA PANRETIN 2 MO
VECTICAL 3 MO PICATO 2 MO
BURN THERAPY podofilox 1 MO
SILVADENE 3 MO PROTOPIC 3 PA; MO
silver sulfadiazine 1 MO prudoxin 1 MO
ssd 1 MO REGRANEX 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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SOLARAZE 2 PA; MO BENZAMY CIN 3 MO
tacrolimus topical 1 PA; MO claravis oral capsule 1 MO
TOLAK 3 MO 10 mg, 30 mg
UVADEX 3 claravis oral capsule 3 MO
20 mg, 40 mg
VALCHLOR 2 MO CLEOCIN T 3 MO
VEREGEN 3 MO clindacin p 3 MO
ZONAL M
ONALON 3 © CLINDAGEL 3 MO
ZYCLARA 2 ST, MO clindamycin 3 MO
THERAPY FOR ACNE phosphate topical
ABSORICA ORAL 3 MO Joam
CAPSULE 10 MG, clindamycin 1 MO
20 MG, 30 MG, 35 phosphate topical
MG, 40 MG gel
ABSORICA ORAL 3 clindamycin 1 MO
CAPSULE 25 MG phosphate topical
ACANYA 3 MO lotion
TOPICAL GEL clindamycin 1 MO
WITH PUMP phosphate topical
ACZONE 3 MO solution
TOPICAL GEL clindamycin 1 MO
adapalene topical 1 PA; MO phosphate topical
swab
cream
adapalene topical 1 PA; MO clmdam ycm-'benzoyl 3 MO
el 0.1% peroxide topical gel
il 1-5 %
adapalene topical 3 PA; MO DIFFERIN 3 PA-MO
(1) >
gel0.3 % TOPICAL CREAM
ATRALIN 3 PAMO DIFFERIN 3 PA;MO
avita topical cream 1 PA; MO TOPICAL GEL 0.1
0
AVITA TOPICAL 3 PA; MO %
GEL DIFFERIN 3 PA
AZELEX 3 MO ;I;OPICAL GEL 0.3
0
BENZACLIN 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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DIFFERIN 3 PA; MO myorisan oral 1
TOPICAL LOTION capsule 30 mg
DUAC 3 MO neuac 1 MO
EPIDUO FORTE 3 PA; MO NORITATE 3 MO
EPIDUO TOPICAL 3 PA; MO ONEXTON 3 MO
GEL WITH PUMP TOPICAL GEL
ery pads 1 MO WITH PUMP

RETIN-A 3 PA; MO
erygel 1
erythromycin with 1 MO RETIN-A MICRO : PA; MO
ethanol topical gel RETIN-A MICRO 3 PA; MO

. PUMP TOPICAL
erythromycz'n with 1 MO GEL WITH PUMP
ethanol topical
. 0.08 %

solution
erythromycin- 1 MO SOOLANTRA 3 MO
benzoyl peroxide TAZORAC 2 PA; MO
EVOCLIN 3 MO tretinoin PA; MO
FABIOR 3 MO mzcrofspheres topical

gel with pump
FINACEA 3 MO tretinoin topical 1 PA; MO
METROCREAM 3 MO TRETIN-X 3 PA: MO
METROGEL 3 MO TOPICAL CREAM
TOPICAL GEL 1 % 0.0375 %
METROLOTION 3 MO VELTIN 3 PA; MO
metronidazole 1 MO zenatane oral 3 MO
topical cream capsule 10 mg
metronidazole 1 MO zenatane oral 1 MO
topical gel capsule 20 mg, 30
metronidazole 1 MO mg, 40 mg
topical lotion ZIANA 3 PA; MO
MIRVASO 3 MO TOPICAL ANESTHETICS
TOPICAL GEL

lidocaine (pf) 1 MO
myorisan oral 1 MO

capsule 10 mg, 20
mg, 40 mg

injection solution 5
mg/ml (0.5 %)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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lidocaine hcl 1 MO SULFAMYLON 2 MO
injection solution 20 TOPICAL CREAM
0,
mg/ml (2 %) SULFAMYLON 3 MO
lidocaine hcl mucous 1 MO TOPICAL PACKET
membrane TOPICAL ANTIFUNGALS
zf:;li;nle hel ! MO ciclopirox 1 MO
lidocaine topical 1 PA; MO clotrimazole topical 1 MO
adhesive clotrimazole- 1 MO
patch,medicated betamethasone
lidocaine topical 3 MO; QL (36 econazole topical 3 MO
ointment per 30 days) ERTACZO 3 MO
lldoncame—przlocame 1 MO EXELDERM 3 MO
topical cream
LIDODERM 3 PA;MO EXTINA MV
XYLOCAINE 3 JUBLIA 3 MO
INJECTION KERYDIN 2 MO
1%/[%/1[\1{1(()2%/3)0 ketoconazole topical 1 MO
LOPROX TOPICAL 3 MO
TOPICAL ANTIBACTERIALS SHAMPOO
ALTABAX S MO LOTRISONE 3 MO
BACTROBAN 3 MO TOPICAL CREAM
TOPICAL CREAM LUZU 3 MO
CORTISPORIN 3 MO MENTAX 5 MO
TOPICAL
— NAFTIFINE 3 MO
gentamicin topical 1 MO TOPICAL CREAM
KLARON 3 MO 1%
mupirocin 1 MO naftifine topical 1 MO
cream 2 %
mupirocin calcium 1 MO
NAFTIN TOPICAL 3 MO
NEO-SYNALAR 3 MO CREAM 2 %
sulfacetamide I MO NAFTIN TOPICAL 2 MO
sodium (acne) GEL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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NIZORAL 3 MO betamethasone 1 MO
TOPICAL valerate topical
SHAMPOO lotion
nyamyc 1 MO betamethasone 1 MO
nystatin topical 1 MO vqlerate topical
ointment
”y.”"”??' ! MO betamethasone, 1 MO
triamcinolone
augmented
nsiop 10 CAPEX 2 ST;MO
oxiconazole ! clobetasol scalp 1 MO
OXISTAT 3 MO clobetasol topical 3 MO
TOPICAL ANTIVIRALS foam
acyclovir topical 3 MO clobetasol topical 1 MO
DENAVIR 2 MO gel
XERESE 3 MO clo'betasol topical 3 MO
lotion
ZOVIRAX 2 MO }
TOPICAL cl.obetasol topical 3 MO
ointment
TOPICAL CORTICOSTEROIDS clobetasol topical 3 MO
ala-cort topical 1 MO shampoo
cream clobetasol topical 1 MO
ALA-SCALP 3 ST; MO spray,non-aerosol
alclometasone 1 MO clobetasol-emollient 1 MO
amcinonide 3 MO topical cream
apexicon e 1 MO CLOBEX > ST, MO
betamethasone 1 MO clodan > MO
dipropionate CLODERM 3 ST; MO
betamethasone 1 MO CORDRAN TAPE 3 ST; MO
valerate topical LARGE ROLL
cream
cormax scalp 1
be;amethasolnel 3 MO CUTIVATE 3 ST: MO
vaieraie fopica TOPICAL LOTION
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
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this

formulary or visit us on the Web at www.Express-Scripts.com.
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DERMATOP 3 ST; MO fluocinonide-e 1 MO
TOPICAL CREAM flurandrenolide 1
DESONATE . ST, MO fluticasone topical 1 MO
desonide topical 3 MO cream
cream fluticasone topical 3 MO
desonide topical 3 MO lotion
lotion fluticasone topical 1 MO
desonide topical 1 MO ointment
ointment halobetasol 1 MO
DESOWEN 3 ST; MO propionate
desoximetasone 3 MO HALOG 3 ST; MO
l:;p icalcream (.05 hydrocortisone 1 MO

? butyrate topical
desoximetasone 1 MO ointment
f;p ical cream 0.25 hydrocortisone 1 MO

? butyrate topical
desoximetasone 1 MO solution
topical gel hydrocortisone 3 MO
desoximetasone 3 MO butyr-emollient
lopical ointment hydrocortisone 1 MO
diflorasone 3 MO topical cream 1 %,

0,
DIPROLENE 3 ST;MO 29%
DIPROLENE AF 3 ST;MO hydrocortisone . 0
topical lotion 2.5 %

ELOCON > ST; MO hydrocortisone 1 MO
fluocinolone 1 MO topical ointment 1
fluocinonide topical 1 MO %,2.5%
cream 0.1 % hydrocortisone | MO
fluocinonide topical 1 MO valerate
gel KENALOG 3 ST; MO
fluocinonide topical 1 MO TOPICAL
ointment LOCOID TOPICAL 3 ST; MO
fluocinonide topical 1 MO CREAM
solution

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

LOTION TOPICAL CREAM

LOCOID TOPICAL 3 ST; MO ULTRAVATE 2 ST

OINTMENT TOPICAL LOTION

LOCOID TOPICAL 3 ST; MO ULTRAVATE 3 ST; MO

SOLUTION TOPICAL

mometasone topical 1 MO OINTMENT

OLUX 3 ST: MO ULTRAVATE X 3 ST; MO

PANDEL 3 ST; MO VANOS 2 ST; MO

prednicarbate 1 MO TOPICAL ENZYMES

PSORCON 3 ST SANTYL . MO

SERNIVO 2 ST TOPICAL SCABICIDES /
PEDICULICIDES

SYNALAR 0.025% 3 ST; MO

CREAM ELIMITE 3

TEMOVATE 3 ST;MO EURAX 3 MO

TOPICAL lindane topical 1 MO

OINTMENT shampoo

TOPICORT 3 ST; MO malathion 1 MO

triamcinolone 1 MO OVIDE 8 MO

acetonide topical

aerosol permethrin topical 1 MO
cream

triamcinolone 1 MO

acetonide topical SKLICE 2 MO

cream DIAGNOSTICS/

triamcinolone 1 MO MISCELLANEOUS AGENTS

acetonide topical

lotion IRRIGATING SOLUTIONS

triamcinolone 1 MO lactated ringers 1 MO

acetonide topical irrigation

ointment 0.025 %, neomycin-polymyxin 1 MO

0.1%,0.5% bguy POy

frianex I MO PHYSIOLYTE 3

triderm topical 1 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 www.Express-Scripts.com.
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PHYSIOSOL 3 dl10 %-0.45 % 1
IRRIGATION sodium chloride
ringers irrigation 1 MO d2.5 %-0.45 % 1
MISCELLANEOUS AGENTS sodium chloride
d5 % and 0.9 % 1 MO
acamprosate ! MO sodium chloride
ACTONEL ORAL 3 ST; MO; QL )
° ’ d5 %-0.45 % sod 1 MO
TABLET 30 MG (30 per 30 o zo/or o 70 sodium
days)
dextrose 10 % and 1
ADAGEN 2 MO 0.2 % nacl
AGRYLIN 3 MO dextrose 10 % in 1 MO
alendronate oral 1 MO; QL (30 water (d10w)
tablet 40 mg per 30 days) dextrose 5 % in 1 MO
anagrelide 1 MO water (d5w)
ANTABUSE 3 MO inlravenous
parenteral solution
ARALAST NP 2 MO; LA p
INTRAVENOUS ;iecxg o Vin/’ém . MO
RECON SOLN 500 g
MG dextrose 5%-0.2 % 1
AURYXIA 5 MO sod chloride
o/_ 0
BUPHENYL ) MO dextrose 5 %-0.3 % 1
sod.chloride
CARBAGLU 2 MO; LA ) )
dextrose with sodium 1
CARNITOR 3 MO chloride
cevimeline 1 MO disulfiram 1 MO
CHEMET 2 MO etidronate disodium 1 MO
CLINIMIX 2 PA EVOXAC 3 MO
4.25%/D5W
SULFIT FREE EXJADE 2 MO; LA
CLINIMIX E 3 PA l;g%lél%’llé%)( ORAL 2
2.75%/D10W SUL
FREE FERRIPROX ORAL 2 MO
CLINIMIX E 3 PA TABLET
2.75%/D5W SULF FOSRENOL 3 MO
FREE

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

71



Drug Name Drug Requirements| |Drug Name Drug Requirements
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GLASSIA 2 MO; LA sodium 2 MO
INCRELEX 2 MO;LA phenylbutyrate
JADENU ) MO sodiumpolystyrene 1 MO
(sorb free)
KAYEXALATE 3 MO SYPRINE ) MO
kionex oral powder 1 MO THIOLA 5 MO
levocarnitine (with 1 MO VELPHORO 5 MO
sugar)
levocarnitine oral 1 MO VELTASSA 2 MO
tablet water for irrigation, 1 MO
LITHOSTAT 3 MO sterile
midodrine 1 MO ZEMAIRA 2 MO; LA
NORTHERA 5 PA: MO ZOledITOFZlC acid- 1 PA; MO
mannitol-water
NUTRESTORE 3 MO intravenous solution
ORFADIN 2 LA SMOKING DETERRENTS
pilocarpine hcl oral 1 MO buproban 1
PROLASTIN-C 2 LA CHANTIX 2 MO
RAVICTI 2 MO CHANTIX 2 MO
RECLAST 3 PA;MO CONTINUING
MONTH BOX
RENAGEL 3 MO
CHANTIX 2 MO
RENVELA 2 MO STARTING
RILUTEK 2 MO MONTH BOX
riluzole 1 MO NICOTROL 3 MO
risedronate oral 1 MO; QL (30 NICOTROL NS 3 MO
tablet 30 mg per 30 days) 7ZYBAN 3 MO
SALAGEN S V1O EAR, NOSE / THROAT
sodium chloride 0.9 1 MO MEDICATIONS
% intravenous
parenteral solution MISCELLANEOUS AGENTS
sodium chlovide 1 MO ASTEPRO NASAL 3 MO; QL (60
irrigal‘ion SPRAY,NON' per 30 daYS)

AEROSOL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ATROVENT 3 MO; QL (30 neomycin- 1 MO
per 30 days) polymyxin-hc otic

azelastine nasal 1 MO; QL (60 ENDOCRINE/DIABETES

per 30 days)
ADRENAL HORMONES

BACTROBAN 2 MO
NASAL ACTHAR H.P. 2 PA; MO
chlorhexidine 1 MO a-hydrocort 1 MO
glucznate mucous CORTEF 3 MO
membrane
cortisone 1 MO
ipratropium bromide 1 MO; QL (30
olopatadine nasal 1 MO; QL (30.5 c.lexamethasone 1 MO
per 30 days) intensol
PATANASE 3 MO:; QL (30.5 de.xc.lmethasone oral 1 MO
per 30 days) elixir
periogard 1 MO de[;clamethasone oral 1 MO
tablet
triamcinolone 1 MO
acetonide dental dexamethasone 1 MO
sodiumphosphate
MISCELLANEOUS OTIC injection solution
FREP TIONS DEXPAK 13 DAY 3 MO
tasol h 1 MO
ace c.zso dc ' 1 0 fludrocortisone 1 MO
acelic acid ohic hydrocortisone oral 1 MO
y
inol 1 MO
ceionide o KENALOG 3 MO
INJECTION
] - 1 M
hydr.ocor‘tlsone 0] MEDROL 3 PA; MO
acetic acid
ofloxacin otic 1 MO MEDROL (PAK) 3 MO
OTIC STEROID / ANTIBIOTIC methyiprednisolone | MO
CIPROHC > MO methylprednisolone 1 PA; MO
CIPRODEX 2 MO oral tablet
COLY-MYCIN S 3 MO methylprednisolone 1 MO
oral tablets,dose
pack

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

73



Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
methylprednisolone 1 MO SOLU-MEDROL 3 MO
sodium succ (PF)
injection recon soln INTRAVENOUS
125 mg, 40 mg RECON SOLN 500
MILLIPRED ORAL 3 MO MG ML
SOLUTION SOLU-MEDROL 3 MO
o ] INTRAVENOUS
millipred oral tablet 3 PA; MO RECON SOLN 2
ORAPRED ODT 3 PA; MO GRAM
prednisolone sodium 1 MO veripred 20 1 MO
phosphate oral
solution 15 mg/5 ml ANTITHYROID AGENTS
(3 mg/ml), 25 mg/5 methimazole oral 1 MO
ml (5 mg/ml), 5 mg tablet 10 mg, 5 mg
base/5 ml (6.7 mg/5
mclz)se mi (6.7 mg propylthiouracil 1 MO
prednisolone sodium 3 PA; MO TAPAZOLE > MO
phosphate oral DIABETES THERAPY
tablet,disint ti
IaO nfg’ rintegrating acarbose oral tablet 1 MO; QL (90
100 mg per 30 days)
dnisol di 1 PA; MO
pze m;o onesodmm ’ acarbose oral tablet 1 MO; QL (360
phosphate oral 25 30 d
tablet,disintegrating g per ays)
15 mg, 30 mg acarbose oral tablet 1 MO; QL (180
prednisone intensol 1 PA; MO S0 mg per 30 days)
prednisone oral 1 MO ACTOPLUS MET 3 MO; QL (90
. per 30 days)
solution
: . ACTOPLUS MET 3 MO; QL (60
d / 1 PA; MO ’
f;; Zeizzsone ord ’ XR ORAL per 30 days)
TABLET, ER
RAYOS 2 PA; MO MULTIPHASE 24
SOLU-CORTEF 3 MO HR 15-1,000 MG
(PF) INJECTION ACTOPLUS MET 3 MO; QL (30
RECON SOLN 100 XR ORAL per 30 days)
MG/2 ML, 250 TABLET, ER
MG/2 ML MULTIPHASE 24
SOLU-MEDROL 3 MO HR 30-1,000 MG
(PF) INJECTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ACTOS MO: QL (30 BYETTA 2 PA;MO;QL
per 30 days) SUBCUTANEOUS (2.4 per 30
AFREZZA MO PEN INJECTOR 10 days)
MCG/DOSE(250
INHALATION MCG/ML) 2.4 ML
CARTRIDGE ) 2
WITH INHALER 4 BYETTA 2 PA; MO; QL
UNIT, 4 UNIT (30)/ SUBCUTANEOUS (1.2 per 30
8 UNIT (60), 4 PEN INJECTOR 5 days)
UNIT (60)/ 8 UNIT MCG/DOSE (250
(30), 8 UNIT (60)/ MCG/ML) 1.2 ML
12 UNIT (30) CYCLOSET 3 MO:; QL (180
ALCOHOL PADS MO per 30 days)
ALOGLIPTIN ST; QL (30 per DUETACT 3 MO; QL (30
30 days) per 30 days)
ALOGLIPTIN- ST; QL (60 per FARXIGA ORAL 2 MO; QL (30
METFORMIN 30 days) TABLET 10 MG per 30 days)
ALOGLIPTIN- QL (30per30  FARXIGA ORAL 2 MO; QL (60
PIOGLITAZONE days) TABLET 5 MG per 30 days)
AMARYL ORAL MO; QL (240 FORTAMET ORAL 3 MO; QL (75
TABLET 1 MG per 30 days) TABLET per 30 days)
AMARYL ORAL MO; QL (120 %{giggﬁ R
TABLET 2 MG per 30 days) 1,000 MG
AVARYL ORAL l\g%%a(g()) FORTAMET ORAL 3 MO; QL (150
P Y TABLET per 30 days)
APIDRA ST; MO EXTENDED
APIDRA ST; MO ?&L&éﬁ 24HR
SOLOSTAR
AVANDIA ORAL MO;QL (60 JAUAEPADS2X 2 MO
TABLET 2 MG, 4 per 30 days)
MG glimepiride oral 1 MO; QL (240
BYDUREON PA; MO: QL tablet 1 mg per 30 days)
(4 per 28 days)  glimepiride oral 1 MO; QL (120
tablet 2 mg per 30 days)
glimepiride oral 1 MO; QL (60

tablet 4 mg

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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glipizide oral tablet 1 MO; QL (120 GLUCOPHAGE XR 3 MO; QL (120
10 mg per 30 days) ORAL TABLET per 30 days)
. ] EXTENDED
§l;[1azzzde oral tablet 1 I\g):,5 (?(I;a(ié)lo RELEASE 24 1R
g P Y 500 MG
lipizid [ tablet 1 MO; QL (60
fxlt’:;;eedorglleaie ’ er %(? da( S) GLUCOPHAGE XR > MO; QL (75
U p y ORAL TABLET per 30 days)
& EXTENDED
glipizide oral tablet 1 MO; QL (240 RELEASE 24 HR
extended release per 30 days) 750 MG
24hr 2.5 mg GLUCOTROL 3 MO; QL (120
glipizide oral tablet 1 MO; QL (120 ORAL TABLET 10 per 30 days)
extended release per 30 days) MG
24hr 3 mg GLUCOTROL 3 MO; QL (240
glipizide-metformin 1 MO; QL (240 ORAL TABLET 5 per 30 days)
oral tablet 2.5-250 per 30 days) MG
me GLUCOTROL XL 3 MO; QL (60
glipizide-metformin 1 MO; QL (120 ORAL TABLET per 30 days)
oral tablet 2.5-500 per 30 days) EXTENDED
mg, 5-500 mg RELEASE 24HR 10
GLUCAGEN 2 MO MG
HYPOKIT GLUCOTROL XL 3 MO; QL (240
GLUCAGON > MO ORAL TABLET per 30 days)
EMERGENCY KIT EXTENDED
(HUMAN) RELEASE 24HR
2.5 MG
GLUCOPHAGE 3 MO; QL (75
ORAL TABLET per éoQ dagfs) GLUCOTROL XL 3 MO; QL (120
1.000 MG ORAL TABLET per 30 days)
’ EXTENDED
GLUCOPHAGE 3 MO; QL (150 RELEASE 24HR 5
ORAL TABLET per 30 days) MG
M
200 MG GLUMETZA ORAL 3 MO; QL (60
GLUCOPHAGE 3 MO; QL (90 TABLET.ER per 30 days)
ORAL TABLET per 30 days) GAST.RETENTION
850 MG 24 HR 1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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GLUMETZA ORAL 3 MO; QL (120 HUMULIN R U-500 2 MO
TABLET,ER per 30 days) (CONCENTRATED
GAST.RETENTION )
24 HR 500 MG INSULIN PEN 2 MO
GLYSET ORAL 3 MO; QL (90 NEEDLE
TABLET 100 MG per 30 days) INSULIN ) MO
GLYSET ORAL 3 MO; QL (360 SYRINGE (DISP)
TABLET 25 MG per 30 days) U-100 0.3 ML, 1
GLYSET ORAL 3 MO; QL (180 ML, 1/2 ML
TABLET 50 MG per 30 days) INVOKAMET 2 MO:; QL (60

i - ORAL TABLET per 30 days)
GLYXAMBI 3 f’; ig%oQL 150-1,000 MG, 150-

days) 500 MG, 50-1,000

Y MG
HUMALOG 2 MO INVOKAMET 2 MO; QL (120
HUMALOG 2 MO ORAL TABLET 50- per 30 days)
KWIKPEN 500 MG
HUMALOG MIX 2 MO INVOKANA ORAL 2 MO; QL (90
50-50 TABLET 100 MG per 30 days)
HUMALOG MIX 2 MO INVOKANA ORAL 2 MO; QL (30
50-50 KWIKPEN TABLET 300 MG per 30 days)
HUMALOG MIX 2 MO JANUMET 2 MO; QL (60
75-25 per 30 days)
HUMALOG MIX 2 MO JANUMET XR 2 MO; QL (30
75-25 KWIKPEN ORAL TABLET, per 30 days)

ER MULTIPHASE
HUMULIN 70/30 2 MO 24 HR 100-1,000
HUMULIN 70/30 2 MO MG, 50-500 MG
KWIKPEN JANUMET XR 2 MO; QL (60
HUMULIN N 2 MO ORAL TABLET, per 30 days)
HUMULIN N 7 MO ER MULTIPHASE
KWIKPEN 24 HR 50-1,000 MG
HUMULIN R > MO JANUVIA 2 MO; QL (30
per 30 days)

HUMULIN R U-500 2 _
(CONC) KWIKPEN JARDIANCE 2 MO; QL (30

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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JENTADUETO 3 ST; MO; QL metformin oral 3 MO; QL (120
(60 per 30 tablet extended per 30 days)
days) release 24 hr 500 mg
JENTADUETO XR 3 ST; QL (60 per  metformin oral 1 MO; QL (75
ORAL TABLET, IR 30 days) tablet extended per 30 days)
- ER, BIPHASIC release 24 hr 750 mg
24HR 2.5-1,000 MG metformin oral 3 MO; QL (75
JENTADUETO XR 3 ST; QL (30 per  tablet extended per 30 days)
ORAL TABLET, IR 30 days) release 24hr 1,000
- ER, BIPHASIC mg
24HR 5-1,000 MG miglitol oral tablet 1 QL (90 per 30
KAZANO 3 ST; MO; QL 100 mg days)
(0 et 30 miglitol oral tablet 1 QL (360 per 30
ys 25 mg days)
KOMBIGLYZE XR 2 MO; QL (60 .
ORAL TABLET, per 30 days) lga(l)glltol oral tablet 1 dQL ()180 per 30
ER MULTIPHASE e ays
24 HR 2.5-1,000 nateglinide oral 1 MO; QL (90
MG tablet 120 mg per 30 days)
KOMBIGLYZE XR 2 MO; QL (30 nateglinide oral 1 MO; QL (180
ORAL TABLET, per 30 days) tablet 60 mg per 30 days)
ML N 3w
e ’ INSULIN
>-500 MG DISP.SAFETY
LANTUS . VO NESINA 3 ST;MO; QL
LANTUS 2 MO (30 per 30
SOLOSTAR days)
LEVEMIR 2 MO NOVOFINE 32 2 MO
LEVEMIR 2 MO NOVOLIN 70/30 3 ST; MO
FLEXTOUCH NOVOLIN N 3 ST;MO
metformin oral 1 MO; QL (75 NOVOLIN R 3 ST: MO
tablet 1,000 mg per 30 days) i
: NOVOLOG 3 ST; MO
metformin oral 1 MO; QL (150
tablet 500 mg per 30 days) NOVOLOG 3 ST; MO
FLEXPEN
metformin oral 1 MO; QL (90
tablet 850 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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NOVOLOG MIX ST; MO repaglinide oral 1 MO; QL (240
70-30 tablet 2 mg per 30 days)
NOVOLOG MIX ST; MO repaglinide- 1 MO; QL (150
70-30 FLEXPEN metformin per 30 days)
NOVOLOG ST; MO RIOMET 2 MO; QL (765
PENFILL per 30 days)
ONGLYZA MO; QL (30 STARLIX ORAL 3 MO; QL (90
per 30 days) TABLET 120 MG per 30 days)
OSENI MO; QL (30 STARLIX ORAL 3 MO; QL (180
per 30 days) TABLET 60 MG per 30 days)
pioglitazone MO; QL (30 SYMLINPEN 120 2 PA; MO; QL
per 30 days) (18.9 per 30
pioglitazone- MO; QL (30 days)
glimepiride per 30 days) SYMLINPEN 60 2 PA; MO; QL
pioglitazone- MO; QL (90 810'5 per 30
metformin per 30 days) ays)
PRANDIN ORAL MO: QL (960 SYNJARDY ORAL 2 MO; QL (60
TABLET 0.5 MG per 30 days) TABLET 12.5-1,000 per 30 days)
MG, 12.5-500 MG,
PRANDIN ORAL MO; QL (480  5-1,000 MG
TABLET 1 MG per 30 days) SYNJARDY ORAL 2 MO; QL (120
PRANDIN ORAL MO; QL (240 TABLET 5-500 MG per 30 days)
TABLET 2 MG per 30 days) TANZEUM 3 PA: MO: QL
PRECOSE ORAL MO; QL (90 (4 per 28 days)
TABLET 100 MG per 30 days) tolazamide oral 1 MO; QL (120
PRECOSE ORAL MO; QL (360 tablet 250 mg per 30 days)
TABLET 25 MG per 30 daYS)  olazamide oral I MO; QL (60
PRECOSE ORAL MO; QL (180 tablet 500 mg per 30 days)
TABLET 50 MG per 30 days) tolbutamide I MO: QL (180
PROGLYCEM MO per 30 days)
repaglinide oral MO; QL (960 TOUJEO 2 MO
tablet 0.5 mg per 30 days) SOLOSTAR
repaglinide oral MO; QL (480 TRADJENTA 3 ST; MO; QL
tablet I mg per 30 days) (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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TRESIBA 2 MO ANDROGEL 3 PA; MO
FLEXTOUCH U- TRANSDERMAL
100 GEL INPACKET 1
% (25
TRESBA 2 MO MO SGRAMD, 1
200 % (50 MG/5
GRAM)
TRULICITY 3 sz;elf% (?aLS) ANDROGEL 2 PA;MO
P ¥ TRANSDERMAL
VGO 20 2 MO GEL IN PACKET
1.62 % (20.25
VGO 30 2 MO
MG/1.25 GRAM),
VGO 40 2 MO 1.62 % (40.5
VICTOZA 3-PAK 2 Pa;Mo;QL  MOZS5 GRAM)
(9 per 30 days)  AVEED 3 MO
XIGDUO XR 2 MO; QL (30 AXIRON 3 PA; MO
ORAL TABLET, IR 30 da
_ER. BIPH ASIC’ pet ¥s) cabergoline 1 MO
24HR 10-1,000 MG calcitonin (salmon) 1 MO
XIGDUO XR 2 MO; QL (60 calcitriol 1 MO
ORAL TABLET, IR per 30 days) intravenous solution
- ER, BIPHASIC 1 meg/ml
gﬂ{ (%01?\_4580 5%%}(’) calcitriol oral 1 MO
MG CERDELGA 2 MO
MISCELLANEOUS HORMONES CEREZYME 2 MO
INTRAVENOUS
ALDURAZYME 2 MO RECON SOLN 400
ANADROL-50 2 PA; MO UNIT
ANDRODERM 3 PA; MO CHORIONIC 3 PA; MO
ANDROGEL 2 PA; MO g[OJiAA]I)\IOTROPIN’
TRANSDERMAL
GEL IN danazol oral capsule 1 MO
METERED-DOSE 100 mg, 50 mg
PUMP 20.25
MG/1.25 GRAM ;lcolgc’lzoloral capsule 3 MO
(1.62 %) g
DDAVP 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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DEPO- 3 MO METHITEST 3 MO
TESTOSTERONE methyltestosterone 2 MO
desmopressin 1 MO oral capsule
injection MIACALCIN 3 MO
desmopressin nasal 1 MO

. MYALEPT 2 PA;MO; LA
solution
desmopressin nasal 1 MO NAGLAZYME 2 MO; LA
spray,non-aerosol NATESTO 3 PA; MO
desmopressin oral 1 MO NATPARA 2 PA;MO; LA
doxercalciferol 1 NOVAREL 3 PA; MO
intravenous oxandrolone oral 2 PA; MO
doxercalciferol oral 3 MO tablet 10 mg
capsule 0.5 mcg oxandrolone oral 1 PA; MO
doxercalciferol oral 1 MO tablet 2.5 mg
capsule I mcg, 2.5 pamidronate 1 MO
mneg intravenous solution
ELAPRASE S MO PARICALCITOL 3
ELELYSO 2 MO HEMODIALYSIS
FABRAZYME ) MO PORT INJECTION
INTRAVENOUS paricalcitol oral 1 MO
RECON SOLN 35 capsule 1 mcg, 4
MG mcg
FORTESTA 3 PA; MO paricalcitol oral 3 MO
fortical 1 MO capsule 2 meg
HECTOROL 3 MO PREGNYL 3 PAMO
INTRAVENOUS ROCALTROL 3 MO
SOLUTION 4 SAMSCA 2 PA;MO
MCG/2 ML
HECTOROL ORAL 3 MO SENSIPAR 2 MO
KANUMA > MO SOMAVERT 2 MO
KORLYM 5 MO STIMATE 2 MO
KUVAN > MO STRENSIQ 2 MO; LA
LUMIZYME 2 MO STRIANT 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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SYNAREL 2 MO zoledronic acid 1 MO
TESTIM 3 PA: MO intravenous solution
testosterone 1 MO ZOMETA 2 MO
cypionate THYROID HORMONES
testosterone 1 MO CYTOMEL 3 MO
enanthate LEVOTHYROXINE 3 MO
TESTOSTERONE 3 PA; MO INTRAVENOUS
TRANSDERMAL RECON SOLN 100
GEL IN MCG
METERED-DOSE
PUMP levothyroxine oral 1 MO
restosterone ) PA: MO levoxyl oral tablet 1 MO
. 100 mcg, 112 mcg,
transdermal gel in
0 125 meg, 137 mcg,
packet 1 % (25
mg/2.5gram) 150 meg, 175 mcg,
200 meg, 25 mecg, 50
TESTOSTERONE 3 PA; MO mcg, 75 mcg, 88 mcg
TRANSDERMAL lioth . )
GEL IN PACKET 1 iothyronine MO
% (50 MG/5 SYNTHROID 3 MO
GRAM) THYROLAR-1 3 MO
VOGELXO 3 PA; MO
TRANSDERMAL THYROLAR-1/2 3 MO
GEL THYROLAR-1/4 3 MO
VOGELXO 3 PA; MO THYROLAR-2 3 MO
TRANSDERMAL
GEL IN THYROLAR-3 3 MO
METERED-DOSE TIROSINT 3 MO
PUMP TRIOSTAT 3 MO
VPRIV 2 MO unithroid oral tablet 1 MO
ZAVESCA 2 MO; LA 100 meg, 112 meg,
ZEMPLAR 2 MO ﬁ; Zﬁﬁ ’ égg Zﬁﬁ’
INTRAVENOUS 25 meg, 300 meg, 50
ZEMPLAR ORAL 3 MO mcg, 75 mcg, 88 mcg

CAPSULE 1 MCQG,
2 MCG

GASTROENTEROLOGY

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

formulary or visit us on the Web at www.Express-Scripts.com.
82



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

ANTIDIARRHEALS / ROBINUL ORAL 3 MO
atropine injection 1 GASTROINTESTINAL AGENTS
syringe 0.05 mg/ml, ACTIGALL 3 MO
0.1 mg/ml
BENTYL 3 MO AKYNZEO 2 PA; MO
INTRAMUSCULA alosetron 2 MO
R ALOXI 2 MO
BENTYL ORAL 3 MO

AMITIZA 2 M
CAPSULE ©

ANUSOL-HC 3 MO
BENTYL ORAL 3 MO
TABLET RECTAL CREAM

ANZEMET 3 MO
CUVPOSA S MO INTRAVENOUS
dicyclomine 1 SOLUTION 100
intramuscular MG/5 ML
dicyclomine oral 1 MO ANZEMET ORAL 3 PA; MO
capsule APRISO 3 MO
dicyc{omine oral 1 MO ASACOL HD 5 MO
solution

AZULFIDINE 3 MO
dicyclomine oral 1 MO
tablet AZULFIDINE EN- 3 MO

. TABS

diphenoxylate- 1 MO
atropine balsalazide 1 MO
glycopyrrolate 1 MO budesonide oral 2 MO
injection CANASA 3 MO
glycopyrrolate oral 1 MO CESAMET 7 PA: MO
LOMOTIL . O CHENODAL 2 PA;MO;LA
loperamide oral 1 MO CHOLBAM ORAL 7 PA: MO
capsule CAPSULE 250 MG
methscopolamine S MO CHOLBAMORAL 2  PA;MO;QL
oral CAPSULE 50 MG (120 per 30
ROBINUL FORTE 3 MO days)
ROBINUL 2 MO CIMZIA 2 PA; MO
INJECTION

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

formulary or visit us on the Web at www.Express-Scripts.com.
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CIMZIA POWDER 2 PA; MO GASTROCROM 3 MO
FOR RECONST GATTEX ONE- 2 MO
COLAZAL 3 MO VIAL
colocort 1 MO gavilyte-c 1 MO
COLYTE WITH 3 MO gavilyte-g 1 MO
FLAVOR PACKS )
ORAL RECON gavilyte-h and S MO
SOLN 240-22.72- Y
6.72 -5.84 GRAM gavilyte-n 1 MO
compro 1 MO generlac 1 MO
constulose 1 MO GIAZO 2 MO
CORTIFOAM 2 MO GOLYTELY 3 MO
CREON 2 MO granisetron (pf) 1 MO
intravenous solution
cromolyn oral 1 MO 100 meg/ml
CYSTADANE 2 MO granisetron hcl 1 MO
DELZICOL ORAL 2 MO intravenous
](E:S PSULEDELAY granisetron hcl oral 1 PA; MO
RELEASE(DR/EC) hydrocortisone 1 MO
DIPENTUM 2 MO rectal enema
dronabinol oral 2 PA; MO KRISTALOSE . MO
capsule 10 mg lactulose oral 1 MO
dronabinol oral 3 PA; MO solution 10 gram/I5
ml
capsule 2.5 mg, 5 mg
EMEND ) MO LIALDA 2 MO
INTRAVENOUS LINZESS 2 MO
EMEND ORAL 2 PA; MO LOTRONEX 2 MO
CAPSULE MARINOL ORAL 2 PA:MO
EMEND ORAL 2 PA; MO CAPSULE 10 MG,
CAPSULE,DOSE 5 MG
PACK MARINOL ORAL 3 PA;MO
ENTOCORT EC 2 MO CAPSULE 2.5 MG
enulose 1 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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meclizine oral tablet 1 MO ondansetron hcl oral 1 PA; MO
12.5mg, 25 mg tablet 4 mg, 8 mg
mesalamine with 1 MO OSMOPREP 3 MO
cleansing wipe PANCREAZE 3 ST;MO
r'ne‘tocgopmrmd'e hel 1 MO peg 3350- 1 MO
injection solution

electrolytes oral
metoclopramide hcl 1 MO recon soln 236-
oral solution 22.74-6.74 -5.86
metoclopramide hcl 1 MO gram
oral tablet peg-electrolyte soln 1
metoclopramide hcl 1 PENTASA 2 MO
frg‘ll s intoarati PERTZYE ORAL 2 ST;MO
aniel,aisiniegraung CAPSULE,DELAY
10 mg ED
metoclopramide hcl 1 MO RELEASE(DR/EC)
oral 16,000-57,500-
tablet,disintegrating 60,500 UNIT
o mg PERTZYE ORAL 3 ST;MO
METOZOLV ODT 3 MO CAPSULE,DELAY
ORAL ED
TABLET,DISINTE RELEASE(DR/EC)
GRATING 5 MG 8,000-28,750-
MOVANTIK 2 MO 30,250 UNIT

polyethylene glycol 1 MO
MOVIPREP 3 MO 3350 oral powder
NULYTELY WITH 3 MO
FLAVOR PACKS PREPOPIK R V©
ondansetron ) PA- MO prochlorperazine 1 MO
ondansetron hcl (pf) 1 MO pro.chlorpei‘”azir.ze 1 MO
injection solution edisylate injection

solution 10 mg/2 ml
ondansetron hcl (pf) 1 (5 mg/ml)
injection syringe prochlorperazine 1 MO
ondansetron hcl oral 1 PA; MO maleate oral
solution

procto-med hc 1
ondansetron hcl oral 1 PA procto-pak 1 MO

tablet 24 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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proctosol hc 1 MO ZOFRAN (AS 3 MO
: ! 1 MO HYDROCHLORID
proctozonene E) INTRAVENOUS
RECTIV 2 MO ZOFRAN (AS 3 PA; MO
REGLAN ORAL 3 MO HYDROCHLORID
RELISTOR 2 MO E) ORAL
SUBCUTANEOUS ZOFRAN ODT 3 PA; MO
SOLUTION ZUPLENZ 3 PA; MO
RELISTOR 2 MO
SUBCUTANEOUS ULCER THERAPY
SYRINGE ACIPHEX 3 MO
REMICADE 2 PA; MO ACIPHEX 3 MO; QL (30
SANCUSO > MO SPRINKLE per 30 days)
clarithromy- per 30 days)
SUCRAID 2 MO lansopraz
sulfasalazine 1 MO carafate oral 3 MO
SUPREP BOWEL 2 MO suspension
PREP KIT CARAFATE ORAL 3 MO
TRANSDERM- 3 MO TABLET
SCOP cimetidine 1 MO
trilyte with flavor 1 MO cimetidine hcl oral 1 MO
packets CYTOTEC 3 MO
UCERIS ORAL 2 MO
DEXILANT ORAL 3 MO:; QL (30
UCERIS RECTAL 3 MO CAPSULE,BIPHAS per 30 days)
URSO 250 3 MO E DELAYED
RELEAS 30 MG
URSO FORTE 3 MO
. DEXILANT ORAL 3 MO
ursodiol 1 MO CAPSULE,BIPHAS
VARUBI 3 PA;MO E DELAYED
RELEAS 60 MG
VIBERZI 2 MO
esomeprazole 1 MO; QL (30
VIOKACE 2 MO magnesium oral per 30 days)
7ZENPEP 2 MO capsule,delayed
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 www.Express-Scripts.com.
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esomeprazole 1 MO NEXIUM PACKET 2 MO; QL (30
magnesiumoral ORAL GRANULES per 30 days)
capsule,delayed DR FOR SUSP IN
release(dr/ec) 40 mg PACKET 10 MG,
2.5 MG, 20 MG, 5
esomeprazole 1
. MG
sodium
- NEXIUM PACKET 2 MO
Jamotidine (pf) . VO ORAL GRANULES
famotidine (pf)-nacl 1 DR FOR SUSP IN
(iso-0s) PACKET 40 MG
famotidine oral 1 MO nizatidine oral | MO
suspension capsule
famotidine oral 1 MO nizatidine oral 3 MO
tablet 20 mg, 40 mg solution
lansoprazole oral 1 MO; QL (30 OMECLAMOX- 3 MO; QL (80
capsule,delayed per 30 days) PAK per 30 days)
release(dr/ec) 15 mg omeprazole oral 1 MO; QL (30
lansoprazole oral 1 MO capsule,delayed per 30 days)
capsule,delayed release(dr/ec) 10
release(dr/ec) 30 mg mg, 20 mg
misoprostol 1 MO omeprazole oral 1 MO
NEXIUM IV 3 MO C“;’S”le’ je/l"y ej ;
INTRAVENOUS release(dr/ec) 40 mg
RECON SOLN 40 omeprazole-sodium 3 MO; QL (30
MG bicarbonate oral per 30 days)
NEXIUM ORAL 3 MO: QL (30 capsule 20-1.1mg-
CAPSULE,DELAY per 30 days) gram
ED omeprazole-sodium 1 MO
RELEASE(DR/EC) bicarbonate oral
20 MG capsule 40-1.1 mg-
NEXIUM ORAL 3 MO gram
CAPSULE,DELAY pantoprazole 1 MO
ED intravenous
4ROE Il\J/IEGASE(DR/EC) pantoprazole oral 1 MO; QL (30
tablet, delayed per 30 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 www.Express-Scripts.com.

87



Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
pantoprazole oral 1 MO PROTONIX ORAL 3 MO
tablet,delayed GRANULES DR
release (dr/ec) 40 FOR SUSP IN
mg PACKET
PEPCID ORAL 3 MO PROTONIX ORAL 3 MO; QL (30
SUSPENSION TABLET,DELAYE per 30 days)
PREVACID ORAL 3 MO; QL (30 %;EELg‘é%EM G
CAPSULE,DELAY per 30 days) ( )
ED PROTONIX ORAL 3 MO
RELEASE(DR/EC) TABLET,DELAYE
15 MG D RELEASE
PREVACIDORAL 3 MO (DR/EC) 40 MG
CAPSULE.DELAY PYLERA 2 MO
ED
RELEASE(DR/EC) rabeprazole 1 MO
30 MG ranitidine hcl 1 MO
PREVACID 3 MO: QL (30 injection solution 25
SOLUTAB ORAL per 30 days) mg/ml
TABLET,DISINTE ranitidine hcl oral 1 MO
GRAT, DELAY capsule
REL 15 MG ranitidine hcl oral 1 MO
PREVACID 3 MO syrup
SOLUTAB ORAL ranitidine hcl oral 1 MO
éﬁ]%E]T)’IE)gg TE tablet 150 mg, 300
REL 30 MG me
PREVPAC 3 MO: QL (112 sucralfate oral tablet 1 MO
per 30 days) ZANTAC 3 MO
INJECTION
PRILOSEC ORAL 3 MO SOLUTION 25
SUSP,.DELAYED MG/ML
RELEASE FOR
RECON ZANTAC ORAL 3 MO
TABLET
PROTONIX 3 MO
INTRAVENOUS ZEGERID ORAL 3 MO; QL (30

CAPSULE 20-1.1
MG-GRAM

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ZEGERID ORAL 3 MO ARANESP (IN 2 PA:MO
CAPSULE 40-1.1 POLYSORBATE)
MG-GRAM INJECTION
ZEGERID ORAL 3 MO;QL@30  SYRINGE 100
PACKET 20-1,680 per 30 days)  MCG/0.5 ML, 150
MG ’ MCG/0.3 ML, 200
MCG/0.4 ML, 300
ZEGERID ORAL 3 MO MCG/0.6 ML, 500
PACKET 40-1,680 MCG/ML, 60
MG MCG/0.3 ML
IMMUNOLOGY, VACCINES / ARCALYST 2 PA; MO
BIOTECHNOLOGY AVONEX (WITH 2 PA;MO; QL
BIOTECHNOLOGY DRUGS ALBUMIN) (4 per 28 days)
AVONEX 2 PA;MO: QL
ACTIMMUNE S VO INTRAMUSCULA (4 per 28 days)
ARANESP (IN 2 PA;MO R PEN INJECTOR
POLYSORBATE) KIT
ISI\(I)JSSTTII(())E 00 AVONEX 2 PA;MO;QL
INTRAMUSCULA (4 per 28 days)
MCG/ML, 150 R SYRINGE KIT
MCG/0.75 ML, 200
MCG/ML, 300 BETASERON 2 PA;MO;QL
MCG/ML, 60 SUBCUTANEOUS (15 per 28
MCG/ML KIT days)
ARANESP (IN 3 PA;MO EGRIFTA 2 PA:MO
POLYSORBATE) SUBCUTANEOUS
INJECTION RECON SOLN 1
SOLUTION 25 MG
MCGjML’ 40 EPOGEN 3 PA:MO
MCGML INJECTION
ARANESP (IN 3 PA;MO SOLUTION 2,000
POLYSORBATE) UNIT/ML, 20,000
INJECTION UNIT/2 ML, 3,000
SYRINGE 10 UNIT/ML, 4,000
MCG/0.4 ML, 25 UNIT/ML
ﬁggjg-szl\ih 40 EPOGEN 2 PA;MO
: INJECTION
SOLUTION 20,000
UNIT/ML

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

formulary or visit us on the Web at www.Express-Scripts.com.
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EXTAVIA 2 PA;MO; QL MOZOBIL 2 MO
IS{I#BCUTANEOUS 5125 per 28 NEULASTA BB 7 2. 70
ys) SUBCUTANEOUS
GENOTROPIN 2 PA;MO SYRINGE
GENOTROPIN 3 PA;MO NEUPOGEN 2 PA;MO
MINIQUICK )
SUBCUTANEOUS IF\ISEI%),ESOPIN 2 PAMO
SYRINGE 0.2
MG/0.25 ML NUTROPIN AQ 2 PA;MO
GENOTROPIN 2 PA;MO NUTROPIN AQ 2 PA;MO
MINIQUICK NUSPIN
SUBCUTANEOUS OMNITROPE 2 PA;MO
SYRINGE 0.4
MG/0.25 ML, 0.6 PEGASYS 2 MO; QL (2 per
MG/0.25 ML, 0.8 PROCLICK 28 days)
MG/0.25 ML, 1 PEGASYS 2 MO; QL (4 per
MG/0.25 ML, 1.2 SUBCUTANEOUS 28 days)
MG/0.25 ML, 1.6
MG/0.25 ML, 1.8 PEGASYS 2 MO; QL (2 per
MG/0.25 ML, 2 SUBCUTANEOUS 28 days)
MG/0.25 ML SYRINGE
GRANIX 2 PA; MO PEGINTRON 2 MO:; QL (4 per
28 days)

HUMATROPE 2 PA;MO

: : PEGINTRON 2 MO; QL (4 per
ILARIS (PF) 2 PA;MO; LA REDIPEN 28 days)
INTRON A 2 MO PLEGRIDY 2 PA;MO; QL
INJECTION SUBCUTANEOUS (1 per 28 days)
RECON SOLN PEN INJECTOR
INTRON A 2 MO 125 MCG/0.5 ML
INJECTION PLEGRIDY 2 PA;MO;QL
SOLUTION 6 SUBCUTANEOUS (1 per 180
MILLION PEN INJECTOR 63 days)
UNIT/ML MCG/0.5 ML- 94
LEUKINE 2 MO MCG/0.5 ML
INJECTION
RECON SOLN
MIRCERA 3 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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PLEGRIDY 2 PA; MO; QL SEROSTIM 2 PA; MO

SUBCUTANEOUS (1 per 28 days) ~ SUBCUTANEOUS

SYRINGE 125 RECON SOLN 4

MCG/0.5 ML MG, 5 MG, 6 MG

PLEGRIDY 2 PA; MO; QL SYLATRON 2 MO

SUBCUTANEOUS (1 per 180 ]

SYRINGE 63 days) ZARXIO 2 PA; MO

MCG/0.5 ML- 94 ZOMACTON 2 PA; MO

MCG/0.5 ML SUBCUTANEOUS

PROCRIT 2 PA; MO &EGCON SOLN10

INJECTION

SOLUTION 10,000 ZOMACTON 3 PA; MO

UNIT/ML, 2,000 SUBCUTANEOUS

UNIT/ML, 20,000 RECON SOLN 5

UNIT/ML, 3,000 MG

UNIT/ML, 4,000 .

UNIT/ML, 40,000 ZORBTIVE 2 PA; MO

UNIT/ML VACCINES / MISCELLANEOUS

PROLEUKIN 5 MO IMMUNOLOGICALS

REBIF (WITH 2 PA;MO;QL  ACTHIB (PF) 2 Mo

ALBUMIN) (6 per 28 days)  ADACEL(TDAP 2 MO

REBIF REBIDOSE 2 PA;MO; QL Q}E)SLESN/ ADULT

SUBCUTANEOUS (6 per 28 days) INTRAMUSCULA

PEN INJECTOR 22

MCG/0.5 ML, 44 R SUSPENSION

MCG/0.5 ML ATGAM 2 PA

REBIF REBIDOSE 2 PA; MO; QL BCG VACCINE, 2 MO

SUBCUTANEOUS (4.2 per 180 LIVE (PF)

PEN INJECTOR days)

8.8MCG/0.2ML-22 BEXSERO (PT) . V10

MCG/0.5ML (6) BIVIGAM 2 PA; MO

REBIF TITRATION 2 PA; MO; QL BOOSTRIX TDAP 2 MO

PACK (4.2 per 180 BOTOX > PA: MO

days)

SAIZEN 2 PA; MO

SAIZEN 2 PA; MO

CLICK.EASY

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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CARIMUNE NF 2 PA; MO GARDASIL 9 (PF) 2 MO

NANOFILTERED

INTRAVENOUS GRASTEK 2 PA; MO

RECON SOLN 6 HAVRIX (PF) 2 MO

GRAM INTRAMUSCULA

CERVARIX 2 MO R SUSPENSION

VACCINE (PF 1,440 ELISA

(PF) UNIT/ML

AT MO v
INTRAMUSCULA

DYSPORT 3 PA; MO R SYRINGE 720

ENGERIX-B (PF) 2 PA:MO E/ILLISA UNIT/0.5

INTRAMUSCULA

R SYRINGE HIBERIX (PF) 2

ENGERIX-B 2 PA; MO HYPERRAB S/D 3

PEDIATRIC (PF) (PF)

FLEBOGAMMA 2 PA; MO IMOVAX RABIES 2 MO

DIF VACCINE (PF)

INTRAVENOUS

SOLUTION 10 % ?}:IIE)A NRIX (DTAP) 2 MO

fomepizole 1 MO INTRAMUSCULA

GAMASTAN S/D 2 MO R SUSPENSION

GAMMAGARD 2 PA; MO ISILOSIE) ]IEI\;IJSEI((;EON 2 MO

LIQUID

GAMMAKED 2 PAMO IXIARO (PF) S VO

INJECTION MENACTRA (PF) 2 MO

SOLUTION 1 INTRAMUSCULA

GRAM/10 ML (10 R SOLUTION

0

%) MENHIBRIX (PF) 2

GAMMAPLEX 2 PA; MO MENOMUNE - ) MO

GAMUNEX-C 2 PA; MO A/C/Y/W-135 (PF)

INJECTION MENVEO A-C-Y- 2 MO

SOLUTION 1 W-135-DIP (PF)

GRAM/10 ML (10 il

%) M-M-R II (PF) 2 MO

GARDASIL (PF) 2 MO OCTAGAM 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 www.Express-Scripts.com.
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ORALAIR 3 PA; MO TETANUS- 2 MO
SUBLINGUAL DIPHTHERIA
TABLET 300 INDX TOXOIDS-TD
REACTIVITY THYMOGLOBULI 2 PA
PEDVAX HIB (PF) 2 MO N
PRIVIGEN 2 PA; MO TRUMENBA 2
PROQUAD (PF) 2 MO TWINRIX (PF) MO
INTRAMUSCULA
QUADRACEL (PF) 2 R SUSPENSION
RABAVERT (PF) 2 MO TYPHIM VI 5
RAGWITEK 2 MO INTRAMUSCULA
RECOMBIVAXHB 2 PA;MO R SOLUTION
(PF) TYPHIM VI 2 MO
INTRAMUSCULA INTRAMUSCULA
R SUSPENSION 10 R SYRINGE
ﬁggjﬁi 40 VAQTA (PF) 2
INTRAMUSCULA
RECOMBIVAX HB 2 PA; MO R SYRINGE
(PF)
INTRAMUSCULA VARIVAX (PF) 2 MO
R SYRINGE 10 VARIZIG 2 MO
MCG/ML INTRAMUSCULA
RECOMBIVAX HB 2 PA R SOLUTION
(PF) XEOMIN 3 PA; MO
INTRAMUSCULA INTRAMUSCULA
R SYRINGE 5 R RECON SOLN 50
MCG/0.5 ML UNIT
ROTARIX 2 YF-VAX (PF) 2 MO
ROTATEQ 2 MO ZOSTAVAX (PF) 2 MO
VACCINE
MUSCULOSKELETAL /
TENIVAC (PF) 2 MO
INTRAMUSCULA RHEUMATOLOGY
R SYRINGE GOUT THERAPY
TETANUS,DIPHTH 2 MO allopurinol 1 MO
ERIA TOX lonri 1
PED(PF) aloprim

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

formulary or visit us on the Web at www.Express-Scripts.com.
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COLCHICINE 3 ST; MO FORTEO 2 PA;MO; QL
ORAL (2.4 per 28
colchicine- 1 MO days)
probenecid FOSAMAX ORAL 3 ST; MO; QL
COLCRYS 3 ST: MO TABLET 70 MG (4 per 28 days)
FOSAMAX PLUS 3 ST; MO; QL

MITIGARE 2 MO D (4 per 28 days)
probenecid ! MO ibandronate 1 PA; MO
ULORIC 2 ST; MO intravenous solution
ZYLOPRIM 3 MO ibandronate oral 1 MO; QL (1 per
OSTEOPOROSIS THERAPY 30 days)
ACTONEL ORAL 3  ST:MO:QL  T°ROLIA 2 PAMO
TABLET 150 MG (1 per 30 days)  raloxifene 1 MO
ACTONEL ORAL 3 ST; MO; QL risedronate oral 1 MO; QL (1 per
TABLET 35 MG (4 per 28 days)  tablet 150 mg 30 days)
ACTONEL ORAL 3 ST; MO; QL risedronate oral 1 MO; QL (4 per
TABLET 5 MG (30 per 30 tablet 35 mg, 35 mg 28 days)

days) (12 pack), 35 mg (4
alendronate oral 1 MO; QL (1286 pack)
solution per 30 days) risedronate oral 1 MO; QL (30
alendronate oral 1 MO; QL (30 tablet 5 mg per 30 days)
tablet 10 mg, 5 mg per 30 days) risedronate oral 1 MO; QL (4 per
alendronate oral 1 MO; QL (4 per ZZZ???;?Z?; 28 days)
tablet 35 mg, 70 mg 28 days)
ATELVIA 3 ST MO; QL OTHER RHEUMATOLOGICALS

(4 per 28 days) ACTEMRA 2 PA; MO
BINOSTO 3 ST; MO; QL ARAVA 3 MO; QL (30

(4 per 28 days) per 30 days)
BONIVA 3 PA; MO BENLYSTA 2 MO
INTRAVENOUS CUPRIMINE 2 MO
BONIVA ORAL 3 ST; MO; QL

(1 £)er 36 anys) DEPEN 2 MO

TITRATABS

EVISTA 3 MO ENBREL 2 PA;MO; QL

(8 per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ENBREL 2 PA;MO; QL OTEZLA 2 PA;MO
SURECLICK (8 per 28 days) ~ STARTER
HUMIRA 2 PA;MO; QL OTREXUP (PF) 3 MO
PEDIATRIC (3 per 180 SUBCUTANEOUS
CROHN'S START days) AUTO-INJECTOR
SUBCUTANEOUS 10 MG/0.4 ML, 15
SYRINGE KIT 40 MG/0.4 ML, 20
MG/0.8 ML MG/0.4 ML, 25
HUMIRA 2 PA;MO;QL ﬁgg'j ﬁi 73
PEDIATRIC (6 per 180 :
CROHN'S START days) OTREXUP (PF) 3
SUBCUTANEOUS SUBCUTANEOUS
SYRINGE KIT 40 AUTO-INJECTOR
MG/0.8 ML (6 17.5 MG/0.4 ML,
PACK) 22.5 MG/0.4 ML
HUMIRA PEN 2 PA;MO; QL RASUVO (PF) 3 MO

(4 per 28 days)  RIDAURA 2 MO
HUMIRA PEN 2 PAMOQL  “gAVEITA ORAL 2 MO; QL (60
CROHN'S-UC-HS (6 per 180 TABLET er 30 days)
START days) P Y
o, TP o RO oo
SUBCUTANEOUS (2per 28 days)  pacg P y
SYRINGE KIT 10
MG/0.2 ML, 20 SIMPONI 2 PA;MO
MG/0.4 ML SIMPONI ARIA 2 PA:MO
HUMIRA 2 PA;MO; QL

> MY XELJANZ 2 PA;MO
SUBCUTANEOUS (4 per 28 days) i
SYRINGE KIT 40 XELJANZ XR 2 PA
MG/0.8 ML OBSTETRICS/ GYNECOLOGY
KINERET 2 PA;MO
ESTROGENS / PROGESTINS

leflunomide 1 MO; QL (30

per 30 days) ACTIVELLA 3 PA
ORENCIA 2 PA;MO ALORA 3 PAJMO; QL

(8 per 28 days)

ORENCIA (WITH 2 PA;MO
MALTO SE) ANGELIQ 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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camila 1 MO estradiol oral 1 PA; MO
CLIMARA 3 PA; MO; QL estradiol 1 PA; MO; QL
(4 per 28 days) transdermal patch (8 per 28 days)
CLIMARA PRO 3 PA;MO semiweekly
] estradiol 1 PA; MO; QL
COMBIPATCH 3 PA; MO transdermal patch (4 per 28 days)
CRINONE 3 MO weekly
}/IOAGINAL GEL 4 estradiol valerate 1 MO
intramuscular oil 20
CRINONE 3 PA; MO mg/ml, 40 mg/ml
}//AGINAL GEL 8 estradiol- 1 PA; MO
° norethindrone acet
deblitane 1 MO ESTRING > MO
DELESTROGEN . MO estropipate 1 PA; MO
DEPO-ESTRADIOL 3 MO
EVAMIST 3 PA;MO; QL
DEPO-PROVERA 2 MO (16.2 per 30
INTRAMUSCULA days)
R SOLUTION FEMHRT LOW 3 PA; MO
DEPO-PROVERA 3 MO DOSE
INTRAMUSCULA
R SUSPENSION FEMRING S
DEPO-SUBQ 3 MO Jyavoly L
PROVERA 104 hydroxyprogesterone 2
DIVIGEL 3 PA; MO; QL caproate
(30 per 30 Jinteli 1 PA; MO
days) jolivette 1 MO
DUAVEE 2 MO lopreeza 1 PA; MO
ELESTRIN 3 PA;MO; QL
(52 per 30 yza 10
days) MAKENA 2
. 1 MO INTRAMUSCULA
errn R OIL 250 MG/ML
ESTRACE ORAL 3 PA; MO (1 ML)
ESTRACE 2 MO medroxyprogesteron | MO
VAGINAL e intramuscular
suspension

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

formulary or visit us on the Web at www.Express-Scripts.com.
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medroxyprogesteron 1 MO PROMETRIUM 3 MO
¢ oral PROVERA 3 MO
MENEST 2 PA; MO sharobel 1 MO
MENOSTAR 3 PA; MO; QL

(4 per 28 days) VAGIFEM 3 MO

. _ VIVELLE-DOT 3 PA;MO; QL

mimvey 1 PA; MO (8 per 28 days)
mimvey lo I PAMO MISCELLANEOUS OB/GYN
MINIVELLE 3 PA; MO; QL AVC VAGINAL 3 MO

(8 per 28 days)

CLEOCIN 3 MO
nora-be 1 MO VAGINAL
’;coorlfttfcizg;(t)i}z ) I MO clindamycin 1 MO
phosphate vaginal

norethindrone 1 MO
acetate CLINDESSE 3 MO
norethindrone ac-eth 1 PA; MO GYNAZOLE-1 2 MO
estradiol oral tablet LUPANETA PACK 2 MO
0.5-2.5 mg-mcg, 1-5 (1 MONTH)
me-mes LUPANETA PACK 2 MO
norlyroc 1 (3 MONTH)
NOR-QD 3 MO LYSTEDA 3 MO
ORTHO 3 MO METROGEL 3 MO
MICRONOR VAGINAL
PREFEST 3 PA; MO metronidazole 1 MO
PREMARIN 3 MO vaginal
INJECTION miconazole-3 1 MO
PREMARIN ORAL 2 MO vaginal suppository
PREMARIN 3 MO NUVARING 3 MO
VAGINAL NUVESSA 3 MO
PREMPHASE 3 PA; MO TERAZOL 3 3 MO
PREMPRO 3 PA;MO VAGINAL CREAM
progesterone 1 MO TERAZOL 7 > MO
micronized terconazole 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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tranexamic acid oral 3 MO drospirenone-ethinyl 1 MO
vandazole 1 MO estradiol
yulane 1 MO emoquette 1 MO
ORAL CONTRACEPTIVES / enpresse S 1O
RELATED AGENTS falmina (28) 1 MO
amethia 1 MO FEMCON FE 3 MO
amethyst 1 MO GENERESS FE 3 MO
apri 1 MO gianvi (28) 1 MO
aranelle (28) 1 MO gildagia 1 MO
ashlyna 1 MO gildess 1.5/30 (21) 1 MO
aubra 1 MO gildess 24 fe 1 MO
aviane 1 MO introvale 1 MO
balziva (28) 1 MO juleber 1 MO
bekyree (28) 1 MO Junel 1.5/30 (21) 1 MO
BEYAZ 3 MO Jjunel 1/20 (21) 1 MO
blisovi 24 fe 1 MO Junelfe 1.5/30(28) 1 MO
blisovi fe 1.5/30 (28) 1 MO Junelfe 1/20 (28) 1 MO
blisovife 1/20 (28) 1 MO Jjunelfe 24 1 MO
BREVICON (28) 3 MO kaitlib fe 1
briellyn 1 MO kariva (28) 1 MO
cryselle (28) 1 MO kelnor 1/35 (28) 1 MO
cyclafem 1/35 (28) 1 MO kimidess (28) 1 MO
cyclafem 7/7/7 (28) 1 MO [ norgest/e.estradiol- 1

e.estrad oral
CYCLESSA (28) 3 MO tablets,dose pack, 3
delyla (28) 1 month 0.15 mg-30
desog- 1 MO mcg (84)/10 meg (7)
e.estradiol/e.estradio larin 1.5/30 (21) 1 MO
! larin 1/20 (21) 1 MO
DESOGEN 3 Mo larin fe 1.5/30 (28) I MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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larin fe 1/20 (28) 1 MO microgestin 1.5/30 1 MO
layolis fe 1 MO (D
microgestin 1/20 1 MO
leena 28 1 MO 21)
fessina ! MO microgestin fe 1.5/30 1 MO
levonest (28) 1 MO (28)
levonorgestrel- 1 MO microgestin fe 1/20 1 MO
ethinyl estrad oral (28)
f;’f gle’ 0.1-20 mg- MINASTRIN24FE 3 MO
levonorgestrel- 1 MODICON (28) > MO
ethinyl estrad oral mononessa (28) 1 MO
tablet 90-20 mcg NATAZIA 3 MO
levonorgestrel- 1 MO
ethinyl estrad oral necon 0.5/35 (28) ! MO
tablets,dose pack, 3 necon 1/35 (28) 1 MO
month necon 1/50 (28) 1 MO
levonorg-eth estrad [ necon 10/11 (28) 1 MO
triphasic
levora_28 ) MO necon 7/7/7 (28) 1 MO
LO LOESTRIN FE 3 MO nikki(28) 0
noreth-ethinyl 1 MO
LOESTRIN 1.5/30 3 MO .
21) estradiol-iron
] - 1 M
LOESTRIN 1/20 3 MO norethindrone O
o1 e.estradiol-iron oral
@D tablet 1 mg-20 mcg
LOESTRIN FE 3 MO (24)/75 mg (4)
1.5/30 (28-DAY) norgestimate-ethinyl 1 MO
LOESTRIN FE 1/20 3 MO estradiol oral tablet
(28-DAY) 0.18/0.215/0.25 mg-
lomedia 24 fe 1 MO 25 meg
+
loryna (28) 1 MO Z(SD)RINYL 1435 . MO
LOSEASONIQUE S O NORINYL 1+50 3 MO
lutera (28) 1 MO (28)
marlissa 1 MO nortrel 0.5/35 (28) 1 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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nortrel 1/35 (21) 1 MO tarina fe 1/20 (28) 1 MO
nortrel 1/35 (28) 1 MO tri-legest fe 1 MO
nortrel 7/7/7 (28) 1 MO tri-lo-estarylla 1 MO
ocella 1 MO tri-lo-sprintec 1 MO
ogestrel (28) 1 MO trinessa (28) 1 MO
orsythia 1 MO TRI-NORINYL (28) 3 MO
ORTHO TRI- 3 MO tri-previfem (28) 1 MO
CYCLEN (28) tri-sprintec (28) 1 MO
ORTHO TRI- 3 MO )

CYCLEN LO (28) trivora (28) 1 MO
ORTHO-CYCLEN 3 MO velzyet triphasic 1 MO
(28) regimen (28)
ORTHO-NOVUM 3 MO vestura (28) . MO
1/35 (28) vienva 1 MO
ORTHO-NOVUM 3 MO vyfemla (28) 1 MO
7T (28) wymzya fe 1 MO
pimtrea (28) 1 MO YAZ (28) 3 MO
pirmella oral tablet 1 MO zenchent (28) | MO
1-35 mg-mcg
1 M
portia " MO zenchent fe O
a 1/35e (28 1 MO
previfem 1 MO zovd e(?9
ia 1/50e (28 1 MO
QUARTETTE 3 MO zovia 1/50¢ (28)
quasense 1 MO D-ULOCEY
reclipsen (28) 1 MO Z:;?y lergonovine ! MO
SAFYRAL 3 MO
OPHTHALMOLOGY
SEASONIQUE 3 MO
ANTIBIOTICS
setlakin 1 MO
- AZASITE 2 MO
sprintec (28) 1 MO
bacitracin 1 MO
Sronyx 1 MO ophthalmic

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

formulary or visit us on the Web at www.Express-Scripts.com.
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bacitracin- 1 MO tobramycin 1 MO
P Oﬁzyt';‘y e b TOBREX 3 MO
ophinatnuc OPHTHALMIC
BESIVANCE 2 MO DROPS
CILOXAN 3 MO TOBREX 2 MO
. : OPHTHALMIC
czproﬂoxqcm hel 1 MO OINTMENT
ophthalmic
erythromycin 1 MO VIGAMOX > MO
ophthalmic ZYMAXID 3 MO
gatifloxacin 1 MO ANTIVIRALS
gentak ophthalmic 1 MO trifluridine 1 MO
otniment VIROPTIC 3 MO
gentamzcz‘n 1 MO ZIRGAN 3 MO
ophthalmic
ILOTYCIN 3 MO BETA-BLOCKERS
levofloxacin 1 MO BETAGAN 3 MO
ophthalmic OPHTHALMIC
DROPS 0.5 %
MOXEZA 3 MO :
betaxolol ophthalmic 1 MO
NATACYN 2 MO
BETIMOL 3 MO
neomycin- 1 MO
bacitracin- BETOPTIC S 3 MO
polymyxin carteolol 1 MO
neomycin- 1 MO ISTALOL 3 MO
/ -
];l(fa)ljzgfal’?n levobunolol | MO
ophthalmic drops
NEOSPORIN 3 MO 0.5 %
(NEO-POLYM- -
GRAMICID) metipranolol 1
OCUFLOX 3 MO timolol maleate 1 MO
ophthalmic
] 1 1 M
ofloxacin ophthalmic O TIMOPTIC 3 MO
polymyxin b sulf- 1 MO OCUDOSE (PF)
trimethopri
Timeroprin TIMOPTIC-XE 3 MO
POLYTRIM 3 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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CHOLINESTERASE INHIBITOR PAZEO 2 MO
MIOTICS RESTASIS 2 MO:; QL (60
PHOSPHOLINE 2 MO per 30 days)
IODIDE NON-STEROIDAL ANTI-
CYCLOPLEGIC MYDRIATICS INFLAMMATORY AGENTS
atropine ophthalmic 1 MO ACULAR 3 MO
drops ACULAR LS 3 MO
ISOPTO CARPINE 3 MO bromfenac . MO
pilocarpilfle hel 1 MO diclofenac sodium 1 MO
gphﬂzalng drops 1 ophthalmic
%, 2 %, 4 %
Sflurbiprofen sodium 1 MO
MISCELLANEOUS
OPHTHALMOLOGICS ILEVRO 2 MO
ALOCRIL 3 MO ketorolac' 1 MO
ophthalmic
ALOMIDE > MO NEVANAC 2 MO
azelastine 1 MO
ophthalmic OCUFEN 3 MO
BEPREVE 3 MO PROLENSA 2 MO
cromolyn 1 MO ORAL DRUGS FOR GLAUCOMA
ophthalmic acetazolamide 1 MO
CYSTARAN 2 MO acetazolamide 1 MO
ELESTAT 3 MO sodium
EMADINE 3 MO DIAMOX 3 MO
SEQUELS
epinastine 1 MO
methazolamide oral 1 MO
LACRISERT 3 MO tablet 25 mg
LASTACAFT 3 MO methazolamide oral 3 MO
olopatadine 1 MO tablet 50 mg
ophthalmic OTHER GLAUCOMA DRUGS
PATADAY 2 MO AZOPT 3 MO
PATANOL 3 MO bimatoprost 1 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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COMBIGAN 2 MO tobramycin- 1 MO
COSOPT 3 MO dexamethasone
COSOPT (PF) 3 MO ZYLET 2B MO
dorzolamide 1 MO STEROIDS
dorzolamide-timolol 1 MO ALREX 3 MO
latanoprost 1 MO fj;?un;f;hha;;nhea o 1 MO
LUMIGAN 2 MO ophthalmic
D b DUREZOL 3 MO
SIMBRINZA 3 MO FLAREX . C
TRAVATAN 7 2 MO fluorometholone 1 MO
travoprost 1 MO FML FORTE 3 MO
(benzalkonium) FML LIQUIFILM 3 MO
TRUSOPT 3 MO FML S.O.P. 2 MO
XALATAN 3 ST; MO LOTEMAX 2 MO
ZIOPTAN (PF) 3 ST; MO MAXIDEX 3 MO
STEROID-ANTIBIOTIC OMNIPRED 3 MO
ORI PRED FORTE 3 MO
MAXITROL S 1© PRED MILD 3 MO
neomycin- 1 MO prednisolone acetate 1 MO

bacitracin-poly-hc

prednisolone sodium 1 MO

—

neomycin-polymyxin MO

phosphate
b-dexameth ophthalmic
neomycin- 1 MO VEXOL 3 =
polymyxin-hc
ophthalmic STEROID-SULFONAMIDE
PRED-G 3 MO COMBINATIONS
PRED-G S.O.P. 3 MO BLEPHAMIDE 3 MO
TOBRADEX 3 MO ISBIE)EII:HAMIDE 3 MO
TOBRADEX ST M
0 > ) 0 sulfacetamide- 1 MO

prednisolone

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

formulary or visit us on the Web at www.Express-Scripts.com.
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SULFONAMIDES desloratadine 1 MO; QL (30
BLEPH-10 3 MO per 30 days)
sulfacetamide 1 MO dlp her?hy dramz.ne el ! MO
. . injection solution 50
sodium ophthalmic mg/ml
SYMPATHOMIMETICS diphenhydramine hcl 1 PA
ALPHAGAN P 2 MO oral elixir
OPHTHALMIC EPINEPHRINE 3 MO; QL (4 per
DROPS0.1 % INJECTION AUTO- 30 days)
ALPHAGAN P 3 MO INJECTOR
OPHTHALMIC EPIPEN 2-PAK 2 MO; QL (4 per
DROPS0.15 % 30 days)
apraclonidine I MO EPIPEN JR 2-PAK 2 MO; QL (4 per
brimonidine 1 MO 30 days)
IOPIDINE 3 MO hydroxyzine hcl oral 1 PA; MO
tablet
VASOCONSTRICTOR o
DECONGESTANTS levocetirizine oral 1 MO
solution
naphazoline 1 MO
levocetirizine oral 1 MO; QL (30
RESPIRATORY AND tablet per 30 days)
ALLERGY PHENERGAN 3 MO
ANTIHISTAMINE / INJECTION
ANTIALLERGENIC AGENTS promethazine 1 MO
adrenalin injection 1 injection solution
solution 1 mg/ml (1 promethazine oral 1 PA; MO
m) SEMPREX-D 3 MO
cetirizine oral 1 MO
solution 1 mg/ml XYZAL ORAL > MO
SOLUTION
SranTNEX ORAL - e MO XYZAL ORAL 3 MO;QL (30
TABLET per 30 days)
CLARINEX ORAL 3 MO; QL (30
TABLET per 30 days) PULMONARY AGENTS
CLARINEX-D 12 3 MO: QL (60 ACCOLATE 3 Mo
HOUR per 30 days) acetylcysteine 1 PA; MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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ADCIRCA 2 PA; MO; QL aminophylline 1
(60 per 30 intravenous solution
days) 250 mg/10 ml
ADEMPAS 2 PA; MO; LA ANORO ELLIPTA 2 MO; QL (60
ADVAIR DISKUS 2 MO; QL (60 per 30 days)
per 30 days) ARCAPTA 2 MO; QL (30
ADVAIR HFA 2> Mo;QL(12  NEOHALER per 30 days)
per 30 days) ARNUITY 2 MO; QL (30
AEROSPAN 2 QL(178per  LLLIPTA per 30 days)
30 days) ASMANEX HFA 2 MO; QL (I3
albuterol sulfate 1 PA; MO per 30 days)
inhalation solution ASMANEX 2 MO; QL (30
for nebulization 0.63 TWISTHALER per 30 days)
mg/3 ml, 1.25 mg/3 INHALATION
ml, 2.5 mg /3 ml AEROSOL POWDR
(0.083 %), 5 mg/ml BREATH
ACTIVATED 110
glllzzterolsulfate oral 1 MO MCG (30 DOSES),
Yrup 220 MCG (30
albuterol sulfate oral 1 MO DOSES)
tablet 2 mg ASMANEX 2 MO:; QL (240
albuterol sulfate oral 3 MO TWISTHALER per 30 days)
tablet 4 mg INHALATION
albuterol sulfate oral 1 MO AEROSOL POWDR
tablet extended BREATH
release 12 hr ACTIVATED 220
MCG (120 DOSES)
ALVE 3 MO; QL (12.2
SCO O; QL ( ASMANEX 2 MO; QL (60
INHALATION HFA per 30 days)
TWISTHALER per 30 days)
AEROSOL INHALATION
INHALER 160 AEROSOL POWDR
MCG/ACTUATION BREATH
ALVESCO 3 MO; QL (6.1 ACTIVATED 220
INHALATION HFA per 30 days) MCG (60 DOSES)
AEROSOL
INHALER 80 ATROVENT HFA 2 MO; ()Q(If (25.8
MCG/ACTUATION per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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BECONASE AQ 3 MO; QL (50 FLOVENT DISKUS 2 MO; QL (60
per 30 days) INHALATION per 30 days)
BERINERT 2 PA;MO BLISTER WITH
INTRAVENOUS DEVICE 100
MCG/ACTUATION
KIT 50
BEVESPI 3 QL (10.7 per MCG/ACTUATION
AEROSPHERE 30 days) FLOVENTDISKUS 2 MO; QL (240
BREO ELLIPTA 2 MO; QL (60 INHALATION per 30 days)
per 30 days) BLISTER WITH
DEVICE 250
BROVANA PA; M
OVAN 3 ;MO MCG/ACTUATION
bud id 1 PA;M
in”hael‘; ‘;”O’ne ;MO FLOVENT HFA 2 MO;QL (12
INHALATION HFA per 30 days)
budesonide nasal 1 MO; QL (17.2 AFEROSOL
per 30 days) INHALER 110
CINRYZE ) PA: MO MCG/ACTUATION
COMBIVENT 2 MO;QL(8per FLOVENTHFA 2 MO;QL (24
AEROSOL
cromolyn inhalation 1 PA; MO INHALER 220
DALIRESP 3 PA: MO MCG/ACTUATION
per 30 days) INHALATION HFA per 30 days)
AEROSOL
DYMISTA 2 MO; QL (23 INHALER 44
per 30 days) MCG/ACTUATION
ELIXOPHYLLIN 3 MO flunisolide nasal 1 MO; QL (50
ORAL ELIXIR 80 spray,non-aerosol per 30 days)
MG/15 ML 25meg (0.025 %)
ESBRIET 2 PA; QL (270 fluticasone nasal 1 MO; QL (16
per 30 days) per 30 days)
FIRAZYR 2 PA;MO INCRUSE 3 ST; MO; QL
ELLIPTA (30 per 30
days)
ipratropium bromide 1 PA; MO

inhalation

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

formulary or visit us on the Web at www.Express-Scripts.com.
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ipratropium- 1 PA; MO ORKAMBI 2 PA; MO; QL
albuterol (112 per 28
KALYDECO ORAL 2 PA;MO; QL days)
GRANULES IN (56 per 28 PERFOROMIST 2 PA; MO
PACKET days) PROAIR HFA 2 MO;QL (17
KALYDECO ORAL 2 PA;MO; QL per 30 days)
TABLET Ego per 30 PROAIR 2 MO; QL (2 per
ys) RESPICLICK 30 days)
LETAIRIS 2 PAMOILA  pROVENTIL HFA 3 MO; QL (134
levalbuterol hcl 1 PA; MO per 30 days)
inhalation solution -
for nebulization 0.3 1 PULMICORT 3 PA; MO
mg/3 ml, 0.63 mg/3 PULMICORT 2 MO; QL (2 per
ml FLEXHALER 30 days)
INHALATION
l'e\;lallbu.terol };cl' 3 PA; MO AEROSOL POWDR
inha agzolift S?'utl(]mg5 BREATH
Jor /265 “ Z’Z“ ron L ACTIVATED 180
e o m MCG/ACTUATION
metaproterenol 1 MO
PULMICORT 2 MO; QL (1 per
mometasone nasal 1 QL (34 per 30 FLEXHALER 30 days)
days) INHALATION
AEROSOL POWDR
montelukast 1 MO BREATH
NASONEX 3 MO; QL (34 ACTIVATED 90
per 30 days) MCG/ACTUATION
NUCALA 2 PA;MO; LA; PULMOZYME 2 PA; MO
C?aLs()l per 28 QNASL NASAL 3 MO;QL (4.9
Y HFA AEROSOL per 30 days)
OFEV 2 PA; MO; QL INHALER 40
(60 per 30 MCG/ACTUATION
days) QNASL NASAL 3 MO; QL (8.7
OMNARIS 3 MO; QL (12.5 HFA AEROSOL per 30 days)
per 30 days) INHALER 80
OPSUMIT 2 pa;MO;LA  MCGACTUATION
QVAR 2 MO; QL (17.4

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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REVATIO 2 PA; MO theophylline oral 1
INTRAVENOUS solution
REVATIO ORAL 2 PA;MO; QL theophylline oral 1 MO
SUSPENSION FOR (224 per 30 tablet extended
RECONSTITUTIO days) release
N theophylline oral 1 MO
REVATIO ORAL 2 PA; MO; QL tablet extended
TABLET (90 per 30 release 12 hr
days) TRACLEER 2 PA;MO;LA
RUCONEST 2 PAMO TUDORZA 2 MO; QL (1 per
SEEBRI 3 ST; QL (60 per  PRESSAIR 30 days)
NEOHALER 30 days) TYVASO 5 PA: MO
]SD%IE[\;]SENT 2 MO; (?g 60 "UTIBRON 3 QL (60 per 30
per 30 days) NEOHALER days)
sildenafil N VENTAVIS 2 PA;MO
intravenous
sildenafil oral 1 PA;MO; QL VENTOLIN HFA bg(r)é(?(l;a(?g
(90 per 30 P Y
days) VERAMYST 3 MO; QL (10
SINGULAIR 3 MO per 30 days)
SPIRIVA 2 MO:; QL (4 per VOSPIRE ER 3 MO
RESPIMAT 30 days) XOLAIR 2 PA;MO; LA;
SPIRIVA WITH 2 MO; QL (90 anL S()6 per 28
HANDIHALER per 90 days) s
XOPENEX 3 PA; MO
STIOLTO 3 MO; QL (4 per ’
RESPIMAT 30 days) XOPENEX HFA 3 MO; QL (30
STRIVERDI 2 MO; QL (4 per per 30 days)
RESPIMAT 30 days) zafirlukast 1 MO
SYMBICORT 2 MO; QL (10.2 ZETONNA 3 MO; QL (6.1
per 30 days) per 30 days)
terbutaline oral 1 MO ZYFLO 2 MO
terbutaline 1 MO ZYFLO CR 2 MO
subcutaneous UROLOGICALS
THEO-24 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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Tier /Limits Tier /Limits
ANTICHOLINERGICS / PROSCAR 3 MO
ANTISPASMODICS RAPAFLO 2 ST: MO
darifenacin 1 tamsulosin 1 MO
DETROL 3 MO UROXATRAL 3 ST; MO
DETROL LA 3 MO CHOLINERGIC STIMULANTS
DITROPAN XL 3 MO bethanechol chloride 1 MO
ENABLEX 3 MO URECHOLINE 3 MO
flavoxate 1 MO MISCELLANEOUS UROLOGICALS
GELNIQUE 3 MO; QL (30
TRANSDERMAL per30days) e OMIDE :

GEL IN PACKET

CIALIS ORAL 2 PA; MO; QL
MYRBETRIQ 2 MO TABLET 2.5 MG, 5 (30 per 30
oxybutynin chloride 1 MO MG days)
oral CYSTAGON 2 MO:;LA
OXYTROL 3 MO;QLBper  “pryiroN 2> MO

28 days)

olierodine 1 MO potassium citrate 1 MO
TOVIAZ ) MO PROCYSBI 2 MO
p— — UROCIT-K 10 3 MO
VESICARE 5 MO UROCIT-K 15 3 MO

UROCIT-K 5 3 MO

BENIGN PROSTATIC

HYPERPLASIA(BPH) THERAPY VITAMINS, HEMATINICS /
alfuzosin 1 MO ELECTROLYTES

AVODART 3 MO ELECTROLYTES

dutasteride 1 MO calcium acetate oral 1 MO
dutasteride- 1 MO capsule

tamsulosin dextrose-kcl-nacl 1 MO
finasteride oral 1 MO eliphos 1 MO
tablet 5 mg klor-con 10 I MO
FLOMAX 3 ST; MO klor-con 8 1 MO
JALYN 3 MO klor-con ml5 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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klor-con m20 1 MO potassium chloride 1
in5 % dex
klor-con sprinkle 1 MO .
intravenous
K-TAB ORAL 3 MO parenteral solution
TABLET 20 meq/l, 40 meq/I
EXTENDED
RELEASE 10 MEQ potassium chloride 1 MO
20 MEQ ’ in lr-d5 intravenous
parenteral solution
k-tab oral tablet 1 20 meq/l
extended release 8 . .
meq potassium chloride 1
intravenous
lactated ringers 1 MO piggyback 10
intravenous meq/100 ml, 20
magnesium sulfate 1 MO mqu gg m§ 40
injection solution meq "
magnesium sulfate 1 potassium chloride 1 MO
injection syringe intravenous solution
NORMOSOL-R IN > potassium chloride 1 MO
59 DEXTROSE oral capsule,
extended release
PHOSLO 3 MO
potassium chloride 1 MO
potassium chlorid- 1 potassium chloride 1 MO
d5-0.45%nacl oral tablet extended
intravenous release 8 meq
teral soluti
? Z;eqzqe/;a_g Zombéql?ln potassium chloride 1 MO
40 meq/l’ ' oral tablet,er
particles/crystals
potassium chlorid- 1 MO - -
d5-0.45%nacl potassium chloride- 1
e 0.45 % nacl
intravenous i
parenteral solution potassium chloride- 1 MO
20 megq/l d5-0.2%nacl
potassium chloride 1 intravenous )
in 0.9%nacl parenteral solution
. 20 meq/l
intravenous
parenteral solution

20 meq/l, 40 meq/l

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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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potassium chloride- 1 AMINOSYN 8.5 %- 2 PA
d5-0.3%nacl ELECTROLYTES
imfravenous AMINOSYN II 10 2 PA
parenteral solution o
20 meq/l i
AMINOSYN 11 15 2 PA
potassium chloride- 1 MO o
d5-0.9%nacl °
intravenous AMINOSYN 117 % 2 PA
parenteral solution AMINOSYN II8.5 2 PA
20 meq/l o '
potassium chloride- 1 AMINOSYN 118.5 5 PA
d5-0.9%nacl 0 '
infravenous ELECTROLYTES
parenteral solution
40 meq/l AMINOSYN-HBC 2 PA
) ) 7%
ringers intravenous 1
AMINOSYN-PF 10 2 PA
sodium chloride 0.45 1 MO %
% intravenous
parenteral solution AMINOSYN-PF 7 2 PA
. . % (SULFITE-
sodium chloride 3 % 1 MO FREE)
sodium chloride 5 % 1 AMINOSYN-RE 5.2 5 PA
sodium chloride 1 MO %
intravenous CLINIMIX 5 PA
parenteral solution 50, /D15W
2.5 meq/ml SULFITE FREE
sodium lactate 1 CLINIMIX ) PA
intravenous 5% /D25W
TPN 3 SULFITE-FREE
MISCELLANEOUS NUTRITION 2.75%/D5SW
PRODUCTS SULFIT FREE
amino acids 15 % 1 PA CLINIMIX 2 PA
4.25%/D10W SULF
AMINOSYN 7 % 2 PA FREE
WITH
ELECTROLYTES CLINIMIX 4.25%- 2 PA

D20W SULF-FREE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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CLINIMIX 4.25%- 2 PA IONOSOL-MB IN 2
D25W SULF-FREE D5W
CLINIMIX 5%- 2 PA ISOLYTE-P IN 5 % 2
D20W(SULFITE- DEXTROSE
FREE) ISOLYTE-S 2
CLINIMIX E 3 PA
425%/D10W SUL };IEPHRAMINE 54 2 PA
FREE °
CLINIMIX E 3 PA 15\181})1%2)3(1){16-3;15 IN 3
4.25%/D25W SUL °
FREE NORMOSOL-R PH 2
CLINIMIX E 3 PA 74
4.25%/D5W SULF NUTRILIPID 3 PA
FREE PLASMA-LYTE 2
CLINIMIX E 3 PA 148
5%/D15W SULFIT
FREE PLASMA-LYTE A 2
CLINIMIX E 3 PA %‘?f}%ﬁ%ﬁ%ﬁé
5%/D20W SULFIT
FREE premasol 10 % 1 PA; MO
CLINIMIX E 3 PA PREMASOL 6 % 2 PA
5%/D25W SULFIT PROCALAMINE 3 PA
FREE 39,
CLINISOL SF 15 % 3 PA; MO PROSOL 20 % 5 PA: MO
E%]%)?MINE HBC 3 PA travasol 10 % 3 PA; MO
. 0

TROPHAMINE 10 2 PA; MO
HEPATAMINE 8% 2 PA o
intralipid I PAMO TROPHAMINE6% 2 PA
intravenous
emulsion 20 % VITAMINS / HEMATINICS
INTRALIPID 3 PA PRENATAL 3 MO
INTRAVENOUS VITAMIN ORAL
EMULSION 30 % TABLET
IONOSOL-B IN 2 SODIUM 3 MO
D5W FLUORIDE 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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8
8MOP.....ooiiiiiiiii, 64
A
abacavir.........ccoeeeeeiiiiiieee.... 1
abacavir-lamivudine-
zidovuding ...............cee..... 2
ABELCET .......covviiiii, 1
ABILIFY .o, 40
ABILIFY MAINTENA ....... 40
ABRAXANE ..., 14
ABSORICA........ccccoeeeeee, 65
ABSTRAL........oovvvieeeei, 29
acamprosSate ..........ceeevvvvnnnn.. 71
ACANYA. ..o, 65
acarbose.........cceeeeeeiiiiiunnnn... 74
ACCOLATE.......ccccoounnn..... 104
ACCUPRIL........ccccueeeen 54
ACCURETIC........ccccee...... 54
acebutolol .............cooeee, 54
acetaminophen-codeine ....... 30
acetasolhc ............oooovvnnn.l. 73
acetazolamide .................... 102
acetazolamide sodium ........ 102
acetic acid.........cooeevvvvennnnnn. 73
acetylcysteine..................... 104
ACIPHEX..........vveeeeee, 86
ACIPHEX SPRINKLE........ 86
ACIHIEtN.....ccvvneiviinniiiiinnnnn, 63
ACTEMRA.........ccccoeeeeee. 94
ACTHARHP........cc..eni. 73
ACTHIB (PF)........cccunu. 91
ACTIGALL .........ccooeeeee. 83
ACTIMMUNE.................... 89
ACTIQ oo, 30
ACTIVELLA.........cc..eo.l. 95
ACTONEL .................... 71, 94
ACTOPLUS MET............... 74
ACTOPLUS MET XR ........ 74
ACTOS. ... 75
ACULAR ....cccoeviii 102
ACULARLS......cccooeeeeen 102
ACUVAIL (PF)....cccoeun.. 102

acyclovir.......ooooeiiiiiinnee 2, 68
acyclovir sodium................... 2
ACZONE......cccooovviii 65
ADACEL(TDAP
ADOLESN/ADULT)(PF) 91
ADAGEN ..., 71
ADALATCC......vvveee. 54
adapalene...........cccccovvvvinnnns 65
ADCIRCA........ccvveeeee 105
ADDERALL........ccccoeeeee. 40
ADDERALL XR................ 40
adefovir ....ooveviiiiieii, 2
ADEMPAS........coovv 105
ADOXA ..o 12
adrenalin............................ 104
adrucil ..........ccooeeeeiiiiiiinn. 14
ADVAIR DISKUS............. 105
ADVAIR HFA................... 105
ADZENYS XR-ODT .......... 40
AEROSPAN......cccooeeeeiii, 105
afeditaber.......ocooooooiiinnnnn.l. 54
AFINITOR ..........ccccceeeee 14
AFINITOR DISPERZ ......... 14
AFREZZA ..o, 75
AGGRENOX.......cccoeeeeeei. 60
AGRYLIN ... 71
a-hydrocort .........cccvveeeeeeen. 73
AKYNZEO........ccccoveeeeeei. 83
ala-cort ......ccooeviiiiiiiiiiien, 68
ALA-SCALP ......ccccooeee. 68
ALBENZA .......cccoovveeeeiii, 7
albuterol sulfate.................. 105
alclometasone ..................... 68
ALCOHOL PADS .............. 75
ALDACTAZIDE ................ 54
ALDACTONE.................... 54
ALDARA ..., 64
ALDURAZYME................ 80
ALECENSA .......ccccoveeeee. 14
alendronate .................... 71, 94
alfuzosin.................oooovnnn. 109
ALIMTA ..., 14

ALINTA ....cooiiiieeeeeee, 7
ALKERAN.......ccvvvieeee 14
allopurinol ............c.ceevvvnnnes 93
almotriptan malate............... 26
ALOCRIL.........cccevvennnnnn 102
ALOGLIPTIN...........ccun. 75
ALOGLIPTIN-METFORMIN
....................................... 75
ALOGLIPTIN-
PIOGLITAZONE............ 75
ALOMIDE.............cconnn. 102
aloprim...........coovvvvvviiiiinnns 93
ALORA .....coiiiiieee 95
alosetron ..o 83
ALOXI ..ooviiiiiiiiiiiiieeeee 83
ALPHAGANRP.................. 104
ALREX ..ooviiiiiiiiieee, 103
ALTABAX ...ccoviiieeeeee 67
ALTACE...ccoiiiiiieeee 54
ALTOPREV ........ceevennns 61
ALVESCO.....cccccvvviirnne 105
amantadine hel...................... 2
AMARYL...oooviiiiiieeen, 75
AMBIEN .......ccoeeiiiiiis 40
AMBIEN CR..........ccceunnne 40
AMBISOME...........cccennnn. 1
amcinonide ............ccceveeeee. 68
AMERGE .........ccccvviien 26
amethia ..........cooooiiiiinn 98
amethyst ..........cccvvvvvivvinnnns 98
amifostine crystalline .......... 14
amikacin..........oooeeiiiiinnnnnenn. 7
amiloride...........cccevvvvviinnins 54
amiloride-hydrochlorothiazide
....................................... 54
amino acids 15 % ............... 111
aminophylline .................... 105
AMINOSYN 7 % WITH
ELECTROLYTES.......... 111
AMINOSYN 8.5 %-
ELECTROLYTES.......... 111
AMINOSYN II 10 % ......... 111

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You 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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AMINOSYNII 15 % ......... 111

AMINOSYNII 7%........... 111
AMINOSYN II 8.5 %......... 111
AMINOSYN II 8.5 %-
ELECTROLYTES.......... 111
AMINOSYN-HBC 7%....... 111
AMINOSYN-PF 10 % ....... 111
AMINOSYN-PF 7 %
(SULFITE-FREE) .......... 111
AMINOSYN-RF 5.2 %....... 111
amiodarone ..............cceeeeee. 53
AMITIZA ...oooviiiiiai &3
amitriptyline..........cocceveeeee. 40
amlodipine...........cccceevveenens 54
amlodipine-atorvastatin ....... 61
amlodipine-benazepril.......... 54
amlodipine-valsartan........... 54
amlodipine-valsartan-hcthiazid
....................................... 54
AMMONIUM CHLORIDE 109
ammonium lactate ............... 64
aAmoXapPIne .........ccecvvvvvvenennn. 40
amoxicil-clarithromy-lansopraz
....................................... 86
amoxicillin.......................... 10
amoxicillin-pot clavulanate.. 10
amphotericinb ............ccc.ee.... 1
ampicillin..............cccooeeeen. 10
ampicillin sodium................ 10
ampicillin-sulbactam........... 10
AMPYRA. ... 28
ANADROL-50.................... 80
ANAFRANIL .......ccceevnnnn 40
anagrelide .............cccvveeeeeen. 71
ANAPROXDS......cccooune 37
anastrozole .............ccceeeeeee. 14
ANCOBON .......cccvvieeiie. 1
ANDRODERM................... 80
ANDROGEL ..........ccc..... 80
ANGELIQ ....cooovvivieeinne 95
ANORO ELLIPTA............. 105
ANTABUSE.......ccccceevnn. 71
ANTARA ..o 61
ANUSOL-HC..................... 83
ANZEMET .....cccoviviiinnne 83

APEXICON €., 68
APIDRA.........coeiieeee, 75
APIDRA SOLOSTAR......... 75
APLENZIN.........cccoeeeeeee, 40
APOKYN...oooiiiiiieeee, 26
apraclonidine ..................... 104
210 o D UUUUUUUUURRUUUN 98
APRISO......oooviiiiiiiiaen. 83
APTENSIO XR................... 41
APTIOM ......cccvvviiei. 22
APTIVUS. ..o, 2
ARALAST NP......ooeeeenn. 71
aranelle (28)...........cceeeeees 98
ARANESP (IN
POLYSORBATE)........... 89
ARAVA......cooiiieeee. 94
ARCALYST ..o 89
ARCAPTA NEOHALER ...105
ARGATROBAN.................. 60
ARGATROBAN IN 0.9 %
SOD CHLOR.................. 60
ARICEPT ......coevvvvveeeen. 28
ARIMIDEX ........cccooeeeeee, 14
aripiprazole .........cccocueeeeeen. 41
ARISTADA......ccovveeee 41
ARIXTRA ..., 60
armodafinil ......................... 41
ARNUITY ELLIPTA......... 105
AROMASIN......cccovveeee. 14
ARRANON ......cccceveeeee. 14
ARTHROTEC 50................ 37
ARTHROTEC 75................ 37
ASACOL HD..........ccceune. 83
ashlyna ..., 98
ASMANEX HFA ............... 105
ASMANEX TWISTHALER
...................................... 105
aspirin-dipyridamole ........... 60
ASTAGRAF XL ................. 14
ASTEPRO ......cccvvvvveeen, 72
ATACAND.......cccvvee. 54
ATACAND HCT................ 55
ATELVIA.......ccooiiiee 94
atenolol.............cccoeeeeeeenil. 55
atenolol-chlorthalidone......... 55

ATGAM ...oooiiiiiiiiieie, 91
ATIVAN.....cooiiviiiieeee, 41
atorvastatin ..............ccceeeeeee. 61
atovaquoNe........ccceevvvvuueeeeens 7
atovaquone-proguanil............. 7
ATRALIN ....cooviiiiiiiine 65
ATRIPLA.....coovviiiiieeis 2
atropine.........eeeeeeunnnnnns 83, 102
ATROVENT...........ceeene 73
ATROVENT HFA ............. 105
AUBAGIO.......cccvvveeeenn 28
AUDLA. ... 98
AUGMENTIN .................... 10
AURYXIA.....coooiieeeeee, 71
AVALIDE........ccvvveeee 55
AVANDIA ... 75
AVAPRO ....cooviiiiia 55
AVASTIN ..o, 15
AVC VAGINAL................. 97
AVEED .....cccooviiiiieie 80
AVELOX ...oooviiiiiiieeeaee, 11
AVELOX ABC PACK........ 11
AVELOX IN NACL (ISO-
OSMOTIC) ....oveveiiiee. 11
AVIANE ....eeeeieeeeeeeeeeeeeeeeaieeees 98
AVIEA . eeeeieeeeeeeeeeee e 65
AVITA ..o 65
AVODART.......ccevveernn 109
AVONEX....ccooviiiiiiiin 89
AVONEX (WITH ALBUMIN)
....................................... 89
AVYCAZ .ccoooviiaiee 5
AXERT ..oovviiiiiiiiiiieeii, 27
AXIRON ....coooimiiiiiiiinnn 80
AYGESTIN ..o 95
azacitidine................eevvvvnnnns 15
AZACTAM IN DEXTROSE
(ISO-OSM) ...coevvviriiieaanne 7
AZASAN....cooviiiiiii 15
AZASITE ..o, 100
azathiopring ...................veee. 15
azathioprine sodium ............ 15
azelastine ..................... 73, 102
AZELEX ...ooiiiiiiiiiiiiinnn, 65
AZILECT ..oooiiiiiiiiiiiee 26

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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azithromycin .........cccceeeeeee.... 6
AZOPT..oooiiiiiiiiiiiiien, 102
AZOR ...t 55
aZireonam ...........ceeevevennnennnnn. 7
AZULFIDINE..................... 83
AZULFIDINE EN-TABS.... 83
B
baciim.........eeeeevviiiieieinninne 7
bacitracin ..........ceeeevvuen... 7, 100
bacitracin-polymyxinb....... 101
baclofen......cccccceeeiiiniiiiinins 29
BACTRIM......ccvvveeeeeee 12
BACTRIMDS.................... 12
BACTROBAN.................... 67
BACTROBAN NASAL...... 73
balsalazide ...............cccee &3
balziva (28) ......cccvvveeeennnnn. 98
BANZEL ....ccooviiiiiiiiie 22
BARACLUDE................... 2
BCG VACCINE, LIVE (PF) 91
BECONASE AQ................ 106
bekyree (28) ...ovvvieieiiiiiiiis 98
BELBUCA ......cccvvveeeee 30
BELEODAQ.........ccccevunne. 15
BELSOMRA .........ccconneee. 41
benazepril .....cccceeeeeeeeeeennnn. 55
benazepril-hydrochlorothiazide
....................................... 55
BENICAR ..o 55
BENICAR HCT.................. 55
BENLYSTA ..o 94
BENTYL...oooviiiiiiieeee &3
BENZACLIN.........ccccovunnee 65
BENZAMYCIN.................. 65
benztroping ..............ccccueeee 26
BEPREVE.......ccccceennnen. 102
BERINERT........................ 106
BESIVANCE........cccoouunee. 101
BETAGAN .....ccevveiee. 101
betamethasone dipropionate. 68
betamethasone valerate........ 68
betamethasone, augmented .. 68
BETAPACE ... 53
BETASERON.................... 89
betaxolol...................... 55, 101

bethanechol chloride........... 109

BETHKIS ..o 8
BETIMOL .......cccccoennnee. 101
BETOPTIC S.......cceeneeee. 101
BEVESPI AEROSPHERE..106
bexarotene ............c.eeeeuennns 15
BEXSERO (PF).......cc......... 91
BEYAZ .coooviiiiiiii 98
BIAXIN......oiieeiiiiiiiieeeeee 6
bicalutamide........................ 15
BICILLIN C-R.................... 10
BICILLIN L-A........cc......... 10
BICNU ..o 15
BIDIL...cooeeieeieee, 55
BILTRICIDE...........ccceee 8
bimatoprost.........cceeeeeeennnnn. 102
BINOSTO........cccovveeiiinnns 94
bisoprolol fumarate ............. 55
bisoprolol-hydrochlorothiazide
....................................... 55
BIVIGAM .....cccovviiieeen, 91
bleomycin..........cceeeeeennnnns 15
BLEPH-10..........cccoennnee. 104
BLEPHAMIDE.................. 103
BLEPHAMIDE S.O.P........ 103
blisovi24 fe.......ccceeevennnnns 98
blisovi fe 1.5/30 (28) ........... 98
blisovi fe 1/20 (28) .............. 98
BONIVA ... 94
BOOSTRIX TDAP ............. 91
BOSULIF ..., 15
BOTOX....ooiiiiieieiiie, 91
BREO ELLIPTA................ 106
BREVICON (28)....c.oveen.... 98
briellyn .......ccccccceeeeeiinnnnni. 98
BRILINTA ..o, 60
brimonidine............ccceenn... 104
BRISDELLE..........cc.......... 41
BRIVIACT .....cccvveieeee 22
bromfenac...............ceeenee 102
bromocriptine...................... 26
BROVANA ... 106
budesonide................... 83, 106
bumetanide ................ceeee 55
BUNAVAIL.....cccceeeeen. 37

BUPHENYL......ccccceevennnnn 71
BUPRENEX.......cccccceennnnn 30
buprenorphine hcl ............... 30
buprenorphine-naloxone....... 37
buproban...........ccceeeeeeeeennnn. 72
bupropion hel...................... 41
busSpirone ............eeeeeennnnnnn. 41
BUSULFEX ....cccvviieiinnn 15
butorphanol tartrate ............. 37
BUTRANS ..., 30
BYDUREON..........ccuueeee. 75
BYETTA ...oooiiiiiieeee 75
BYSTOLIC..........eeeeeeennnen 55
C
cabergoline .............ccceeeeeee. 80
CABOMETYX ....coeevinnnen. 15
CADUET......cciiiieeiiee, 61
CAFERGOT ......ccceevvinneeen. 27
CALAN. ..ot 55
CALAN SR ....ccoovveeeen. 55
calcipotriene................... 63, 64
calcipotriene-betamethasone 64
calcitonin (salmon).............. 80
calcitriol.......coooovveeiinnnnn. 64, 80
calcium acetate................... 109
CAMBIA ..o, 37
camila.......ooooooiiiiiiiiiii 96
CAMPTOSAR.......coouueeeeen. 15
CANASA ..., &3
CANCIDAS......ccceveeeeieenn. 1
candesartan................c........ 55
candesartan-hydrochlorothiazid
....................................... 55
CAPASTAT ..o 8
CAPEX...ooiiiiiiiiiiiiieeen, 68
CAPITAL WITH CODEINE
....................................... 30
CAPRELSA.......ccccevvieen. 15
captopril.........ceeeveinvnnnnnnnn. 55
captopril-hydrochlorothiazide
....................................... 55
CARAC. ..o, 64
carafate...........coooiiiiinii 86
CARAFATE.....ccccevvieen. 86
CARBAGLU .......cccovuuneeeen. 71

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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carbamazepine ............... 22,23

CARBATROL.................... 23
carbidopa .........ccocvvrrrrinnnnnn. 26
carbidopa-levodopa ............. 26
carbidopa-levodopa-

entacapone ...................... 26
carboplatin............c.ceeevvennns 15
CARDENE IV IN SODIUM

CHLORIDE................... 55
CARDIZEM .........ccoovuuunn.... 55
CARDIZEM CD................. 55
CARDIZEM LA ................. 55
CARDURA. ..o 55
CARDURA XL......ccuuun..... 55
CARIMUNE NF

NANOFILTERED........... 92
CARNITOR..........ccoovvnnnnn... 71
carteolol.................oooevnnnnn. 101
cartia Xt........ccooeeeeeeeeeiinnnnnnn.. 55
carvedilol..........ccoooovvveenn. 55
CASODEX ....oeeviiiiiiiinnnn... 15
CATAPRES.........coovvnnnnn. 55
CATAPRES-TTS-1............. 55
CATAPRES-TTS-2............. 55
CATAPRES-TTS-3............. 55
CAYSTON ....oveeeeiiiiii 8
CEDAX ...oooviiieeeiiiee 5
cefaclor........cccoeeeeiiiiiiieennii, 5
cefadroxil........ccccoooevvvnnen.n. 5
cefazolin..........ccooevvvvvneennnnnn, 5
cefdinir ......cooeevvvvviiiiieeeiinnn, 5
cefepime ............ooevvvvvivrinnnnnns 5
cefIXime........cooeeeeeeiiiiiinnnnn... 5
cefotaxime ...............oovvennnee... 5
cefotetan.........ccceeeeeevvvnnnnnn.... 5
cefoXitiN.....ccovveviieneiiiieeienn, 5
cefpodoxime .............evvvvennnnes 5
cefprozil.........cccoevvniiiiinnnnn.l. 5
ceftazidime .............cccceueee... 5
CEFTIN.......coooieeeei 5
ceftriaxone .......ccooevevvvvnennnnnn. 5
cefuroxime axetil................... 6
cefuroxime sodium................ 6
CELEBREX...........coovvunnnn... 37
celecoxib.......oveeeeiiiiiiinnnnn... 37

CELEXA ... 41
CELLCEPT ...t 15
CELLCEPT INTRAVENOUS
....................................... 15
CELONTIN ......ceeeiiiiennn. 23
cephalexin..........cccccvveeeenennn. 6
CERDELGA ........ccuvvveeee. 80
CEREBYX ....ccooiiiiiiiiieennn. 23
CEREZYME.........cccuvveeee.. 80
CERVARIX VACCINE (PF)
....................................... 92
CESAMET .....cccccvvvvvvirennnn. 83
CEtiriZINg ....eeeeeeiniiieee, 104
cevimeline .................ooeeees 71
CHANTIX....coovveeeiiieennn 72
CHANTIX CONTINUING
MONTH BOX................. 72
CHANTIX STARTING
MONTH BOX................. 72
CHEMET .....cccocevvveinn. 71
CHENODAL.......coouveeeen. 83
chloramphenicol sod succinate
......................................... 8
chlorhexidine gluconate....... 73
chloroquine phosphate........... 8
chlorothiazide ..................... 55
chlorothiazide sodium ......... 55
chlorpromazine ................... 41
chlorthalidone ..................... 55
CHOLBAM.......cceevveenen. 83
cholestyramine light ............ 61
CHORIONIC
GONADOTROPIN,
HUMAN ... 80
CIALIS....ccooiiiiiiiieeen, 109
ciclopiroX........oovvvvvvvviiinnnnnns 67
cidofovir ......ccciiiiiiiiiieennn, 2
cilostazol.........ccccuvvvvveeennnnn. 60
CILOXAN ...ccviiieeeeiieeee. 101
cimetidine ...........ccvvveeeeeeenn. 86
cimetidine hcl...................... 86
CIMZIA......ccoieeiiieeee, 83
CIMZIA POWDER FOR
RECONST .....ccceveviinen. 84
CINRYZE.........ccco 106

CIPRO.....cooeiiiiiiiiiiee, 12
CIPROHC..........coevven. 73
CIPRO IND5W.....ccouueeeen. 12
CIPRODEX.........ceevrnnee. 73
ciprofloxacin................uuveee. 12
ciprofloxacin (mixture)........ 12
ciprofloxacin hcl .......... 12, 101
ciprofloxacin in 5 % dextrose
....................................... 12
ciprofloxacin lactate ............ 12
cisplatin...........ccoevvvvvvivinnnns 15
citalopram.............cccuvvneeen. 41
cladribine ..........cccceevvuenneen. 15
CLAFORAN.......ccceeevie. 6
claravis ........ccooeeiiiiiiiiiie, 65
CLARINEX.....ccccevviinnn. 104
CLARINEX-D 12 HOUR...104
clarithromycin...................... 6
CLEOCIN......ccovvveeeennn 8, 97
CLEOCIN IN 5 %
DEXTROSE.........ccccuuuee.... 8
CLEOCIN T ...oovviiieiiiieeeen. 65
CLIMARA......ccceeeeeeieen. 96
CLIMARA PRO.................. 96
clindacinp .....coovvvvvvvvvvinnnnns 65
CLINDAGEL .......cccouuneeen. 65
clindamycin hel..................... 8
clindamycin in 5 % dextrose .. 8
clindamycin pediatric ............ 8

clindamycin phosphate ....8, 65,
97
clindamycin-benzoyl peroxide

....................................... 65
CLINDESSE.........ccooeuieeen. 97
CLINIMIX 5%/D15W

SULFITE FREE ............. 111
CLINIMIX 5%/D25W

SULFITE-FREE............. 111
CLINIMIX 2.75%/D5W

SULFIT FREE ............... 111
CLINIMIX 4.25%/D10W

SULF FREE. ................... 111
CLINIMIX 4.25%/D5W

SULFIT FREE ................ 71
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CLINIMIX 4.25%-D20W

SULF-FREE................... 111
CLINIMIX 4.25%-D25W

SULF-FREE.................. 112
CLINIMIX 5%-

D20W(SULFITE-FREE) 112
CLINIMIX E 2.75%/D10W

SULFREE...................... 71
CLINIMIX E 2.75%/D5W
SULF FREE................... 71
CLINIMIX E 4.25%/D10W
SULFREE..................... 112
CLINIMIX E 4.25%/D25W
SUL FREE..................... 112
CLINIMIX E 4.25%/D5W
SULF FREE................... 112
CLINIMIX E 5%/D15W
SULFIT FREE ............... 112
CLINIMIX E 5%/D20W
SULFIT FREE ............... 112
CLINIMIX E 5%/D25W
SULFIT FREE ............... 112
CLINISOL SF 15 %........... 112
clobetasol.........c.....ooevvunnnn... 68
clobetasol-emollient ............ 68
CLOBEX....ccooooeieiiiiiiinnn... 68
clodan.......ccooooovveviiiinnn, 68
CLODERM............ccovvuunn.... 68
CLOLAR........cceeeeinnn. 15
clomipramine....................... 42
clonazepam............cccceeeees 23
clonidine ..........ccooeevvvennennnn. 56
clonidine hel .................. 42, 55
clopidogrel...........cccvvveeeeee. 60
clorazepate dipotassium....... 42
clorpres.......ccccevvvivieviiinnnnns 56
CLORPRES.........coovvvvnnnn.. 56
clotrimazole ..................... 1, 67
clotrimazole-betamethasone . 67
clozapine...........ccccvvvininneeen. 42
CLOZAPINE........cccuunnnn.... 42
CLOZARIL ..........ccovvvvvnn. 42
COARTEM......cccceovvvvvin 8
codeine sulfate .................... 30
COGENTIN......ccceevvvrvinnnn.. 26

COLAZAL ....ccevveeiaeenn 84
COLCHICINE...........ccce.... 94
colchicine-probenecid.......... 94
COLCRYS...ccovieeeeeiiieenn, 94
COLESTID......coeveeeiiiaennnn. 61
colestipol .........ccccvvvvveeenennn. 61
colistin (colistimethate na)..... 8
colocort.......covuuviiiiiiiienennn. 84
COLY-MYCIN S................ 73
COLYTE WITH FLAVOR
PACKS. ..o 84
COMBIGAN .....ccccovireeen. 103
COMBIPATCH................... 96
COMBIVENT RESPIMAT 106
COMBIVIR......ccoeeeeririiiinnn. 2
COMETRIQ .....cevveviinannn. 15
COMPLERA .......cooviieeee 2
COMPIO ..oeeeeeeeeeeeeeeeeerieeennenns 84
COMTAN.....cccvveeiiiiiieennn 26
CONCERTA........cceevvveee. 42
CONDYLOX....cvveeeriiiennnnnn 64
constulose .........cccevevvreennennn. 84
CONZIP ... 37
COPAXONE .....cccoovivieeeenn. 28
COPEGUS......ccceveeeiiieeee 2
CORDRAN TAPE LARGE
ROLL ...ooeiiiiiieeee. 68
COREG ....cooviiiiieiiiiieeene 56
COREGCR ....cccceevviiieeenn. 56
CORGARD........cccevvrrenenn 56
CORLANOR........ccovveeeen. 63
COTMAX ..uueeeeeereeennneeeeeeennnnnns 68
CORTEF .....ccvviiiiiiieeene 73
CORTIFOAM........cccuveee... 84
COTtISONE ..., 73
CORTISPORIN................... 67
CORZIDE.......ccccceevviianen. 56
COSENTYX..ovviieiiiiiieeennns 64
COSENTYXPEN............... 64
COSMEGEN ......cccovuvieeeenn. 15
COSOPT ..., 103
COSOPT (PF)..cceveeeien. 103
COTELLIC.......coeeeviianen. 15
COUMADIN .....cccovvirireennn 60
COZAAR ..o, 56

CREON .......ooevviiiiien, 84
CRESEMBA...........covvvvee. 1
CRESTOR........cccoiiiiiinne 61
CRINONE. .....ccoeviiiiiiiinnn, 96
CRIXIVAN......coviieeeieeee, 2
cromolyn.............. 84, 102, 106
cryselle (28) ..ooovvvvvvviviviinnnns 98
CUBICIN .....ccoeiiiiiiiieeeen, 8
CUPRIMINE..........c......... 94
CUTIVATE.....ccooeeee. 68
CUVPOSA ... 83
cyclafem 1/35 (28) .............. 98
cyclafem 7/7/7 (28) ............. 98
CYCLESSA (28)...cccceuvvee.. 98
cyclobenzaprine .................. 29
CYCLOPHOSPHAMIDE ... 15
CYCLOSET .....ccooiviiiee 75
cyclosporine...........cccuvvveeee. 15
cyclosporine modified......... 15
CYKLOKAPRON............... 60
CYMBALTA......cceevee. 42
CYRAMZA .....ccooveee. 15
CYSTADANE........couue.. 84
CYSTAGON .......ccovuvneen. 109
CYSTARAN......ceevee. 102
cytarabing ............c.oevvvvvnnnns 15
cytarabine (pf)..........ovvvvvnnes 15
CYTOMEL...........ccevunnee.. 82
CYTOTEC........ccooe 86
CYTOVENE........ccccevvnieee.. 2
D
d10 %-0.45 % sodium chloride
....................................... 71
d2.5 %-0.45 % sodium
chloride..........ccccvvvinnnnen. 71
d5 % and 0.9 % sodium
chloride...........cceeeeeeee. 71
d5 %-0.45 % sodium chloride
....................................... 71
dacarbazine..............c.eeeeee. 15
DACOGEN.........ccccevnnee. 16
DAKLINZA........cooveeeeee 2
DALIRESP ........ccoovvvnnnnnn.. 106
DALVANCE.......c..coovvveee. 8
danazol ..........cooeiiiiniinnnnee. 80
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DANTRIUM........vvvvvennnnnn. 29
dantrolene ................oovvunnn... 29
DAPSONE.........ccccovveeeeeenns 8
DAPTACEL (DTAP
PEDIATRIC) (PF)........... 92
DARAPRIM.....ccooovviiinn, 8
darifenacin..............ccceee... 109
DARZALEX.....cccccoevvinnneen. 16
daunorubicin............ccee.... 16
DAYPRO ....ceiiiiiiii, 37
DAYTRANA......cccooeeeeee. 42
DDAVP ..., 80
deblitane ..........ccc.coovvvvnnnnn... 96
decitabine .........ccooeevvvnnnnnn. 16
DELESTROGEN................. 96
delyla (28)......cceouvvvrrrrinnnnnn. 98
DELZICOL.......cc.ccouveennee. 84
DEMADEX ......cccoovvviinnnen. 56
demeclocycline ................... 12
DEMSER........cccvvvein, 56
DENAVIR........ooovveeen, 68
DEPACON........ccovveeeee, 23
DEPAKENE.........ccc.ccoo..... 23
DEPAKOTE........cccooeeunnnnnn. 23
DEPAKOTE ER.................. 23
DEPAKOTE SPRINKLES .. 23
DEPEN TITRATABS......... 94
DEPO-ESTRADIOL........... 96
DEPO-MEDROL................ 73
DEPO-PROVERA .............. 96
DEPO-SUBQ PROVERA 104
....................................... 96
DEPO-TESTOSTERONE ... 81
DERMATOP .......ccneenn. 69
DESCOVY ..ccoeiiiiiiiiieeeei 2
desipramine....................o.... 42
desloratadine ...................... 104
desmopressin ...................... 81
desog-e.estradiol/e.estradiol. 98
DESOGEN ........cccccoeeeeee. 98
DESONATE.......ccccooeeeei. 69
desonide.........c.coeveiiinnnnnn. 69
DESOWEN........ccccceeeeeeen 69
desoximetasone.................... 69
DESOXYN ..coooiiiiiiiiiieeee, 42

DESVENLAFAXINE ......... 42
DETROL. ......ccceeeeeiviinnnn.. 109
DETROLLA........cc.......... 109
dexamethasone.................... 73
dexamethasone intensol....... 73
dexamethasone sodium
phosphate.................. 73, 103
dexedring .........cccceeevrvvnnnnnnn. 42
DEXEDRINE SPANSULE.. 42
DEXILANT ....cooovviiieeee, 86
dexmethylphenidate ............ 42
DEXPAK 13 DAY .............. 73
dexrazoxane hcl .................. 14
dextroamphetamine ........ 42, 43
dextroamphetamine-
amphetamine................... 43
dextrose 10 % and 0.2 % nacl
....................................... 71
dextrose 10 % in water (d10w)
....................................... 71

dextrose 5 % in water (d5w) 71
dextrose 5 %-lactated ringers 71
dextrose 5%-0.2 % sod

chloride ..............ceeeeeei. 71
dextrose 5%-0.3 %

sod.chloride..................... 71
dextrose with sodium chloride

....................................... 71
dextrose-kcl-nacl................ 109
DIAMOX SEQUELS. ......... 102
DIASTAT ..o 23
DIASTAT ACUDIAL......... 23
diazepam..........ccccuvveeeen. 23,43
diazepam intensol................ 43
DIBENZYLINE.................. 56
diclofenac potassium........... 37
diclofenac sodium .. 37, 64, 102
diclofenac-misoprostol ........ 37
dicloxacillin ........................ 10
dicyclomine .............c.ceeeee... 83
didanosine.........ccooeeevvvunennnn. 2
DIFFERIN..................... 65, 66
DIFICID ..., 7
diflorasone................couvue... 69
DIFLUCAN.......ccevveen, 1

diflunisal.......ccoeeeeeeiineinn. 38

digitek .....oooeeveiiiiiiiiii, 59
digoXin .......oeeeeeveiiiiniiiinen, 59
dihydroergotamine .............. 27
DILANTIN 30 MG ............. 23
DILANTIN EXTENDED 100

MG ..., 23
DILANTIN INFATABS 50

1Y (RS 23
DILANTIN-125 125 MG/5

ML e, 23
DILAUDID.........ccovvvrrannn... 30
diltiazem hel ...............c..... 56
dilt-Xr.. ..o, 56
DIOVAN.....ccooieeeiiiin, 56
DIOVAN HCT........ccuuee.. 56
DIPENTUM..........ccvvvnneeene. 84
diphenhydramine hel.......... 104
diphenoxylate-atropine ........ 83
DIPROLENE...................... 69
DIPROLENE AF................ 69
dipyridamole........................ 60
disulfiram .............ccccvnnenee. 71
DITROPAN XL................. 109
DIURIL ....cceeviiiieeeeie. 56
DIURIL IV ....cccooeeiii. 56
divalproex.......ccccvvvvvvvvnnnnns 23
DIVIGEL.......cccceevviinneeen. 96
DOCEFREZ ...........cccuu.... 16
docetaxel..........ocoviuiniinnneen. 16
dofetilide.............oevvvvvvrnnnnns 53
DOLOPHINE..................... 30
donepezil .........ccccevnernnnnnnnn. 28
DORIBAX......cooeiiiiieeee, 8
dorzolamide ....................... 103
dorzolamide-timolol........... 103
DOVONEX......cccccevvinnnnnn. 64
doxazosin.............ccccevvvrnnnen. 56
doxepin...........cceeuuvnnnnnn. 43, 64
doxercalciferol.................... 81
DOXIL ..ovvveeeiiiiieeeeeeee 16
doxorubicin............ccuuvnenen. 16
doxorubicin, peg-liposomal . 16
doxy-100........ccceviirrrirnnnen. 12
doxycycline hyclate........ 12, 13
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doxycycline monohydrate.... 13

dronabinol...................eeee.... 84
drospirenone-ethinyl estradiol
....................................... 98
DROXIA .....oeiiiiviieeeee, 16
DUAC ..o, 66
DUAVEE ..., 96
DUETACT ... 75
DUEXIS ..., 38
DULERA..........covvvvvviiinnns 106
duloxeting .........ccoeevvvvnnennnnn. 43
DUOPA.....cccoeeiieee, 26
DURAGESIC ......cccoeunnnn. 30
duramorph (pf) .....cevvvvvvnnnnns 30
DUREZOL ........ccccouveenne. 103
DURLAZA. ..., 60
dutasteride .................ouue... 109
dutasteride-tamsulosin........ 109
DUTOPROL..........ccvveen. 56
DYAZIDE.......ccooevvvvinnnn. 56
DYMISTA ....cceeii 106
DYRENIUM.......c..cvennnnn. 56
DYSPORT........cuvvvvvviennnnnnn. 92
E
€.€.8.400....ccciiiiiiiiii, 7
E.E.S. GRANULES .............. 7
EC-NAPROSYN......cccounen. 38
econazole.........c...oooovvnnnnnn... 67
EDARBI.........oovvvvvviiinnnn. 56
EDARBYCLOR ................. 56
EDECRIN........ccovvvieeen, 56
EDURANT ......ovveeeenn. 2
EFFEXOR XR .......c..c....... 43
EFFIENT ......ccoviiiienn, 60
EFUDEX .....ooovvviiinnnn. 64
EGRIFTA .....oeeiivvieeeee, 89
ELAPRASE......ccooooveiin. 81
ELDEPRYL......cccevvniiinil. 26
ELELYSO .....oovvvviiiiiinnnnnn. 81
ELESTAT .....ooovvvivviviiiiinnnns 102
ELESTRIN .......coovvveeene, 96
ELIDEL......ccooovviiiiiinnns 64
ELIGARD .......oovvvvvviniinnnnn. 16
ELIMITE .......cooviiiinn, 70
eliphos ...coevvvviiiiiiiiiiee, 109

ELIQUIS ...oooiiiiieiieen, 60
ELITEK....ccoovviiiiiiiiiineen. 14
ELIXOPHYLLIN............... 106
ELLENCE ......cccovvveeenne. 16
ELMIRON........c.ccevvennen. 109
ELOCON....ccoviiiiieeiiieen. 69
EMADINE.......c.cccevinnnnn. 102
EMBEDA ........cccceeeeennn 30, 31
EMCYT..ooiiiiiiieeeee. 16
EMEND.....ccooviiiiiiiiien. 84
emoqueEtte .......vvueererrrrinnnnnn. 98
EMPLICITI ......coeeveeneee. 16
EMSAM ...cooiiviiiiiiiiien, 43
EMTRIVA. ..o, 2
EMVERM .......ccoovvviein. 8
ENABLEX .....cccccevviiinennn. 109
enalapril maleate ................. 56
enalapril-hydrochlorothiazide
....................................... 56
ENBREL ......cccvvviieenne. 94
ENBREL SURECLICK....... 95
endocet .....covuviiiieiiiiiiieeene 31
ENGERIX-B (PF)............... 92
ENGERIX-B PEDIATRIC
(PF) e, 92
€NOXaAPATiN ......ceeveeerereeeennnns 60
ENPIESSEC ..neeerrirrineeeeeeeerennnns 98
ENSTILAR.....ccvvveeeeien. 64
entacapone ...........cceeeeeeeennnns 26
ENtECAVIL ... 2
ENTOCORT EC................. 84
ENTRESTO......ccccevveeee. 63
eNUIOSE ..ooevviiiiiiieiiiieeeee 84
ENVARSUS XR......ccoouueee. 16
EPANED.....ccocoiiiiiiiinen. 56
EPIDUO......ccoiiiiieeeeee. 66
EPIDUO FORTE................ 66
epinastine............cccevvveeenen. 102
EPINEPHRINE.................. 104
EPIPEN 2-PAK.................. 104
EPIPEN JR 2-PAK............. 104
EPItOl covreeeeeeieeee 23
EPIVIR.....ccooiiiiiiiiiee, 2
EPIVIR HBV.......ccccvvinnnen. 2
eplerenone ............ccceeeeeeeenn. 56

EPOGEN ......ccccvvvviiiien. 89
eprosartan ..............eeeeeeeennns 56
EPZICOM .....cccvvvviiiienen, 2
EQUETRO ......ccccceveenne. 23
ERAXIS(WATER DILUENT)

......................................... 1
ERBITUX.....cccvvvvieeiiieeen. 16
ergoloid .........cooeviiiinininnnen. 43
ERGOMAR ........cceevueneen. 27
ERIVEDGE .........cccouuneeeen. 16
CITIN .eevieeeeeeeeeeeee e 96
ERTACZO.......cccevvvvneen. 67
ERWINAZE .......cccovvinneen. 16
ery pads .....oooeeeiiiiiiiiiiieee 66
erygel. .. 66
ERYPED 200.......ccccevvuuveeen... 7
ERYPED 400.......cccccovuuveeeenn. 7
ery-tab ....ccooeeeiiiiie 7
ERY-TAB......cooiiiiiiiiinnen 7
ERYTHROCIN..................... 7
erythrocin (as stearate)........... 7
erythromycin.................. 7, 101

erythromycin ethylsuccinate .. 7
erythromycin with ethanol ... 66
erythromycin-benzoyl peroxide

....................................... 66
ESBRIET......cccceeveiieennne. 106
escitalopram oxalate ............ 43

esomeprazole magnesium ....86,
87

esomeprazole sodium .......... 87
ESTRACE ......coeeiiin 96
estradiol .........cccoeeeiivivinnnn.... 96
estradiol valerate ................. 96
estradiol-norethindrone acet. 96
ESTRING .....cevviiiiiiiinnnnn. 96
estropipate .........eeevvvvvvrvnnnnns 96
eszopiclone ............cccuvveeee. 43
ethacrynate sodium.............. 56
ethambutol ............................ 8
ethosuximide............coe........ 23
etidronate disodium............. 71
etodolac ......ooooovveviiiinnennnn, 38
ETOPOPHOS.........cc......... 16
etoposide.........ceeeveieiiiinnnnn. 16
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EURAX ....veeeiiiiiiiiiiieeee, 70
EVAMIST ..., 96
EVISTA. ..., 94
EVOCLIN .......covvvvvinnnnnn. 66
EVOTAZ ..o 2
EVOXAC ...cooeiiiiiiieeeec, 71
EVZIO....ccooveeeiiiiiiiiieaeni, 38
EXALGO ER.......ovvvveennnn. 31
EXELDERM ......ccccooeeee. 67
EXELON ...coooiiiiiiiiiiieeee, 28
eXEeMmeStane ..........oeeevuneennnn.. 16
EXFORGE.........cccccoeeeeei. 57
EXFORGE HCT ................. 57
EXJADE......covvvnnnn. 71
EXTAVIA ..., 90
EXTINA ..., 67
F

FABIOR ......ccccoovviviiiee, 66
FABRAZYME........cccuun.... 81
falmina (28) ........covvvvvvrennns 98
fameiclovir.......ccooevevivieeennnn, 2
famotidine..................ouuen.... 87
famotidine (pf) .....ccvvvvveneeen. 87
famotidine (pf)-nacl (iso-o0s)87
FAMVIR .....ccooovvviiiiniii, 2
FANAPT ..o, 43
FARESTON .......ccccooeeeeen. 16
FARXIGA .......ooovvveeeee, 75
FARYDAK.......cooovnnnnn. 16
FASLODEX .......cvveeeee. 16
FAZACLO........ccovvveeeie. 44
felbamate ..........cccoeevvvveneennne. 23
FELBATOL.........ovvvveennnnnnn. 23
FELDENE ..., 38
felodipine...........cccvvvveeeneen. 57
FEMARA ........ooovvveeeie. 16
FEMCONFE......ccccooeeeoo. 98
FEMHRT LOW DOSE ....... 96
FEMRING..........ccovvveeee, 96
fenofibrate ..............cc..eeeee... 61
FENOFIBRATE ................. 61
fenofibrate micronized......... 61
fenofibrate nanocrystallized. 61
fenofibric acid..................... 61
fenofibric acid (choline) ...... 61

FENOGLIDE............ccvvveee. 61
fenoprofen .........cccceeeeeeennn. 38
FENOPROFEN................... 38
fentanyl...........cccoiiiil. 31
FENTANYL.......ccovveeee. 31
fentanyl citrate .................... 31
FENTORA..................... 31, 32
FERRIPROX .....cccovvnviinnnn. 71
FETZIMA ..., 44
FEXMID .....cooovvvvviviiiinnnnns 29
FIBRICOR..........coovvveee. 62
FINACEA.........ooovvieee, 66
finasteride .........cccccoovvvnnnnnn. 109
FIRAZYR ..o 106
FIRMAGON KIT W
DILUENT SYRINGE...... 16
FLAGYL ... 8
FLAREX .....ccccovvvvviiiiiiinnn, 103
flavoxate ........ccceeeeeeeeeinnnnnn. 109
FLEBOGAMMA DIF ......... 92
flecainide ...........coovevvvnnnnennns 53
FLECTOR .....ccccoevvvvinnnnnn... 38
FLOMAX ....ooovvvvviviiiiiiinnnns 109
FLOVENT DISKUS .......... 106
FLOVENT HFA ................ 106
fluconazole .........c..ccoovueeeennn. 1
fluconazole i nacl (iso-osm) . 1
flucytosine .........ccccvvvveeeenennnn. 1
fludarabine.......................... 16
fludrocortisone .................... 73
FLUMADINE....................... 2
flunisolide.........ccoeevvvvnnnnnin. 106
fluocinolone ........................ 69
fluocinolone acetonide oil.... 73
fluocinonide ........................ 69
fluocinonide-e..................... 69
fluorometholone.................. 103
fluorouracil..................... 16, 64
FLUOROURACIL.............. 64
fluoxetine.........ccceeeeerevvnnnnnn. 44
FLUOXETINE.................... 44
fluphenazine decanoate........ 44
fluphenazine hcl.................. 44
flurandrenolide.................... 69
flurbiprofen...........ccccceeeeee. 38

flurbiprofen sodium............ 102

flutamide.........ccccvvvvveeeenennn. 16
fluticasone ..........c........ 69, 106
fluvastatin...............c.oeevvnnns 62
fluvoxamine ...........cccceeeeennn. 44
FML FORTE ..................... 103
FML LIQUIFILM .............. 103
FML S.O.P..cccooiiiiiiinne 103
FOCALIN.......cccovveeernnn. 44
FOCALIN XR ....ccceevunnnee. 44
FOLOTYN ..o, 17
fomepizole.........cccceevvvennnnns 92
fondaparinux..........cccceeeee.... 60
FORFIVO XL......ccceevuvneen. 44
FORTAMET.........ccouuneee.. 75
FORTAZ ...ccovviiiiaen 6
FORTEO ....cccovviiiiiieeinnn 94
FORTESTA .....cooeeiiis 81
fortical ..o, 81
FOSAMAX.....cccoovvveeinnnnn. 94
FOSAMAXPLUS D........... 94
fosinopril .......ccccvvvvvieeeennnnn. 57
fosinopril-hydrochlorothiazide
....................................... 57
fosphenytoin ....................... 23
FOSRENOL .......ccccoounnnenn. 71
FRAGMIN...........coevvenee. 60
FREAMINE HBC 6.9 % ....112
FROVA ... 27
frovatriptan............ccceevens 27
FURADANTIN .................. 13
furosemide .............ceeeeeeeeenn. 57
FUSILEV ...ccoovviiiiiiiinn 14
FUZEON ....ccoviiiiiiiiieen 2
fyavolv ..o 96
FYCOMPA.......c.oeeeeen. 23
G
gabapentin .............ccccuvveeeee. 23
GABITRIL ........ccccevvrrnnee. 23
GABLOFEN ... 29
galantamine......................... 28
GAMASTAN S/D............... 92
GAMMA GARD LIQUID.... 92
GAMMAKED ........cccuue.... 92
GAMMAPLEX.......ccuu..... 92
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GAMUNEX-C......cocuvneeen. 92

ganciclovir sodium................. 2
GARDASIL (PF) ................ 92
GARDASIL 9 (PF) ............. 92
GASTROCROM................. 84
gatifloxacin........................ 101
GATTEX ONE-VIAL......... 84
GAUZE PAD.....ccccovuneeen. 75
gavilyte-C.......oooeeiiiiiiiinnenn. 84
gavilyte-g........ccoovvvvvviininnnns 84
gavilyte-h and bisacodyl...... 84
gavilyte-n..........cccocvvvnennnnn. 84
GELNIQUE........cccovviinnen. 109
gemcitabine............cceeeeeeeee. 17
gemfibrozil ............cccceeeeen. 62
GEMZAR ......ccocvvvei. 17
GENERESSFE................... 98
generlac ..., 84
gengraf ..o, 17
GENOTROPIN.................... 90
GENOTROPIN MINIQUICK
....................................... 90
gentak.........cooeeeeiiiiniinnn, 101
gentamicin ............... 8, 67, 101
gentamicin in nacl (iso-osm).. 8
gentamicin sulfate (pf)........... 9
GENVOYA ..o, 2
GEODON ......cccceeeenne 44, 45
2ianvi (28) ....oooeiiiiiiiiieeen, 98
GIAZO ..oooeeeiieee, 84
gildagia............cccooeviiinninnns 98
gildess 1.5/30 (21) ...ccevveneeee 98
gildess 24 fe........ccccuvvveeeeen. 98
GILENYA ....cooiiiiiiieee, 28
GILOTRIF ......ooeeeiiiiineeen. 17
GLASSIA ..., 72
glatopa.........oeeviiviiiiiiiies 28
GLEEVEC.......cccccvvinnnnn. 17
GLEOSTINE .......ccooviiieeenn. 17
glimepiride..........cccuvvveeeeen. 75
glipizide...........ccoovvvveveinnns 76
glipizide-metformin............. 76
GLUCAGEN HYPOKIT..... 76
GLUCAGON EMERGENCY
KIT (HUMAN)............... 76

GLUCOPHAGE ................. 76
GLUCOPHAGE XR ........... 76
GLUCOTROL .......ccccueene 76
GLUCOTROL XL .............. 76
GLUMETZA ................. 76, 77
glycopyrrolate ..................... 83
GLYSET....ccoiiiieiiiieeeene 77
GLY XAMBI.......ccvevvvinennn 77
GOLYTELY ...cooeeverrriinnnn. 84
GRALISE .....coeeiiiieiieens 23
GRALISE 30-DAY STARTER

PACK ..ooiiiiiiieeie, 23
granisetron (pf) ................... 84
granisetron hcl.................... 84
GRANIX ... 90
GRASTEK......cceveeiiiienenn. 92
griseofulvin microsize ........... 1

griseofulvin ultramicrosize .... 1
GRIS-PEG

(ULTRAMICROSIZE)...... 1
guaniding ................evvvvvnnnns 45
GYNAZOLE-1 ....ccovuuneeen. 97
H
HALAVEN.......ccccciiinn 17
HALDOL .....ccccvvieeeeeen. 45
HALDOL DECANOATE.... 45
halobetasol propionate......... 69
HALOG......ccoviiiiieiieen. 69
haloperidol............ccccoounnee. 45
haloperidol decanoate.......... 45
haloperidol lactate................ 45
HARVONIL......cccvviiiie. 2
HAVRIX (PF)...cvvvieieinee. 92
HECTOROL.........ccccovuuueee. 81
heparin (porcine)................. 60
heparin (porcine) in 5 % dex 60
HEPATAMINE 8%............ 112
HEPSERA .......ccoceiiiiii, 2
HERCEPTIN ........cccovvnnnen. 17
HETLIOZ .....ccccvvviviiiien. 45
HEXALEN ......cccccvvevnnnne. 17
HIBERIX (PF) ....cccvveinnnnnee. 92
HIPREX ...ooooiiiiiiieiiiee. 13
HORIZANT.......ceevveeien. 28
HUMALOG.........ccccevvunnen. 77

HUMALOG KWIKPEN ..... 77
HUMALOG MIX 50-50...... 77
HUMALOG MIX 50-50
KWIKPEN..........cccuvnee. 77
HUMALOG MIX 75-25...... 77
HUMALOG MIX 75-25
KWIKPEN.........cceennne 77
HUMATROPE.................... 90
HUMIRA........ccvvieeenen. 95
HUMIRA PEDIATRIC
CROHN'S START .......... 95
HUMIRA PEN........cccueeeee. 95
HUMIRA PEN CROHN'S-
UC-HS START............... 95
HUMULIN 70/30................ 77
HUMULIN 70/30 KWIKPEN
....................................... 77
HUMULIN N.....oooovrninnnen. 77
HUMULIN N KWIKPEN ... 77
HUMULIN R.........cconnne. 77
HUMULIN R U-500 (CONC)
KWIKPEN.........ccceeennnne 77
HUMULIN R U-500
(CONCENTRATED) ...... 77
HYCAMTIN.........cevee. 17
HYCET ..o, 32
hydralazine ..........ccccceeennnnn.. 57
HYDREA .......cccceiiiieen. 17
hydrochlorothiazide............. 57
hydrocodone-acetaminophen 32
hydrocodone-ibuprofen ....... 32
hydrocortisone ......... 69, 73, 84
hydrocortisone butyrate ....... 69
hydrocortisone butyr-emollient
....................................... 69
hydrocortisone valerate........ 69
hydrocortisone-acetic acid ... 73
hydromorphone.................... 32
hydromorphone (pf) ............ 32
hydroxychloroquine .............. 9
hydroxyprogesterone caproate
....................................... 96
hydroxyurea........cccccoeeennnnn.. 17
hydroxyzine hcl.................. 104
HYPERRAB S/D (PF) ........ 92

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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HYSINGLA ER.................. 32

HYZAAR ... 57
|
ibandronate ................c....e. 94
IBRANCE ......cccoveeienn. 17
IBUDONE........coeevieine 32
ibuprofen ...........ccceevvevernnnns 38
ibuprofen-oxycodone........... 32
ICLUSIG.....cccvvveeeeeiie. 17
IDAMYCIN PFS................. 17
idarubicin..........cccuvvieieeneeen. 17
IFEX oo 17
ifosfamide ..........cccoovnneeeen. 17
ILARIS (PF).cvviieeeeiien. 90
ILEVRO ..., 102
ILOTYCIN ..., 101
imatinib ........ccccceeeevniinennn. 17
IMBRUVICA ........cccoou 17
imipenem-cilastatin ............... 9
imipramine hcl.................... 45
imipramine pamoate ............ 45
imiquimod ...........cccuvvveeeenen. 64
IMITREX ...ccooviiiiiieiee, 27
IMITREX STATDOSE KIT
REFILL .....ccccvviieeeenee 27
IMOVAX RABIES VACCINE
(PF) e 92
IMURAN.....cootiiiieiiee 17
INCRELEX ......covvvvveinne. 72
INCRUSE ELLIPTA.......... 106
indapamide ..............c..oee 57
INDERAL LA .......ccuvveee. 57
INFANRIX (DTAP) (PF).... 92
INLYTA .o, 17, 18
INNOPRAN XL.................. 57
INSPRA ... 57

INSULIN PEN NEEDLE .... 77
INSULIN SYRINGE (DISP)

U-100........cooviiieeeeeeeiinnne. 77
INTELENCE .............cc........ 2
intralipid ...........ooovviviiinnnnns 112
INTRALIPID..................... 112
INTRON Ao 90
itrovale...........cco.oooovvvnnnnn... 98
INVANZ. ..o, 9

INVEGA......ccooeeii 45
INVEGA SUSTENNA ........ 45
INVEGA TRINZA............... 45
INVIRASE ..o 2
INVOKAMET ......cccooeee. 77
INVOKANA........cccceeee. 77
IONOSOL-B IN D5W........ 112
IONOSOL-MB IN D5W ....112
IOPIDINE..........covvviinnnnn. 104
IPOL.....ooooieieiiiee, 92
ipratropium bromide..... 73, 106
ipratropium-albuterol.......... 107
irbesartan................c...oouee... 57
irbesartan-hydrochlorothiazide
....................................... 57
IRENKA.....ccooeeeiiiiii 45
IRESSA ... 18
rinotecan..........coo..eeeevvvnnnn.. 18
ISENTRESS ..o 2
ISOLYTE-P IN 5 %
DEXTROSE.................. 112
ISOLYTE-S...cccooiiiiinnn.. 112
isoniazid ........ccoeeeeeiiiiiiinnnnn... 9
ISOPTO CARPINE............ 102
ISORDIL ......ovveeeiiiiiiinnnn. 63
ISORDIL TITRADOSE ...... 63
isosorbide dinitrate .............. 63
isosorbide mononitrate ........ 63
isradipine .........cccvvveveeeennn. 57
ISTALOL ... 101
ISTODAX ..o, 18
itraconazole..............cceeeeeeen. 1
Ivermectin........oceeeeeevvvvunnnn.... 9
IXIARO (PF)..covvviviiiiiiinnnnn. 92
J
JADENU ....ccooooiiiiiiii 72
JAKAFI ... 18
JALYN ..o 109
JANtOVEN ..eeveiieeeeeeeeeiiine 61
JANUMET ..., 77
JANUMET XR ... 77
JANUVIA........ooiee 77
JARDIANCE........cccooeeee. 77
JENTADUETO................... 78
JENTADUETO XR............. 78

JEVTANA ......ccoovvvviiiinn, 18
Jinteli..eeeeeeiiiiiieiieiie 96
jolivette.....ooveeeeeeeeiiiiiie, 96
JUBLIA ..., 67
Juleber ..., 98
junel 1.5/30 (21) .cconeeeennnnne 98
Jqunel 1720 (21)..cceeeiininnnne 98
junel fe 1.5/30 (28).............. 98
junel fe 1/20 (28).....ccuuveeeee 98
Jqunelfe 24 ..., 98
JUXTAPID......ccovvvvvvvvinnns 62
K

KADCYLA......ccoovnn. 18
KADIAN........coovvvvviiiin, 33
kaitlib fe ........cccoevvveiiieennnn. 98
KALETRA .....ooovvnnn. 2
KALYDECO.......cccceeuunnnnn. 107
KANUMA ..., 81
KAPVAY ..o, 45
kariva (28) .....evveereniiiiiennnn. 98
KAYEXALATE ................. 72
KAZANO......ccnnnn. 78
kelnor 1/35 (28).....ccceeennnnnes 98
KENALOG..........cuuuu.... 69, 73
KEPIVANCE.............ccvvue. 14
KEPPRA ........ooovvviiiiins 23
KEPPRAXR .......cccovvvvvnnns 24
KERYDIN. ..., 67
KETEK......ooovviiiiiiiiiiinnnnn. 9
ketoconazole .................... 1, 67
ketoprofen..........ccceeeeeeennnnn. 38
ketorolac ............ooovveeeeiis 102
KEVEYIS....ccooooiiiiienn. 28
KEYTRUDA .......cccoeennnn. 18
KHEDEZLA.......ccccoeeennn. 45
kimidess (28) .....vvveeiiiennnn. 98
KINERET ..., 95
KIONEX....ovvvviviiiiiiiiiieeeennnn. 72
KITABIS PAK......ccccoeennnnn. 9
KLARON ..ot 67
KLONOPIN........covvvvvvvrinns 24
klor-con 10 .........cvvvvennnnnnn. 109
klor-con 8 .........ooovvieeeiiis 109
klor-conml15........ccccvvennnn. 109
klor-con m20...........ccuun.... 110
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klor-con sprinkle ................ 110

KOMBIGLYZE XR............. 78
KORLYM....oovviiiiiieiine, 81
KRISTALOSE.........ccn...... 84
K-tab .o 110
K-TAB oo, 110
KUVAN ..., 81
KYNAMRO ......cccceeevnnne. 62
L
I norgest/e.estradiol-e.estrad 98
labetalol ... 57
LACRISERT .........ccuuueee 102
lactated ringers............. 70, 110
lactulose...........cooovvvvveieinnns 84
LAMICTAL......cccvvveeeee. 24
LAMICTAL ODT............... 24
LAMICTAL STARTER
(BLUE) KIT........ovvvveeeeee. 24
LAMICTAL STARTER
(GREEN) KIT ................. 24
LAMICTAL STARTER
(ORANGE) KIT.............. 24
LAMICTAL XR ................. 24
LAMICTAL XR STARTER
(BLUE)...ccoiiiieeee. 24
LAMICTAL XR STARTER
(GREEN) .....ooevieeiiiienn. 24
LAMICTAL XR STARTER
(ORANGE).....cccovvuineeeen. 24
LAMISIL....oooviiiiiieeeieen. 1
lamivudine ..............ooevvvinnnnes 2
lamivudine-zidovudine .......... 2
lamotrigine...........cccvvvveneeen. 24
LANOXIN...ccovviiiieeeirnne 59
lansoprazole...........cceeeeeeeee. 87
LANTUS ..o 78
LANTUS SOLOSTAR......... 78
larin 1.5/30 (21) .ceeevvnnnneenn. 98
larin 1/20 (21) cevveeeeiiinene. 98
larin fe 1.5/30 (28)............... 98
larin fe 1/20 (28) .....ccevvveneees 99
LASIX i, 57
LASTACAFT ... 102
latanoprost ............cccvvennne. 103
LATUDA ..., 45, 46

layolis fe........ccccvvvvvvvenennnenn. 99
LAZANDA..........cceeeee. 33
leena 28 ........oovvveeeeiiiiiiiinnn. 99
leflunomide............ccovunveeen. 95
LENVIMA.........oooveeee 18
LESCOL XL......cccovvvuennnnn. 62
lessia........cooeeevvvuveiennnnnn, 99
LETAIRIS .....cccooovvviinnn.. 107
letrozole......ccooovvveviiiinneniis 18
leucovorin calcium .............. 14
LEUKERAN........ccccoeeeee. 18
LEUKINE...........covvveeee. 90
leuprolide..........cccuvvvveeeeeenn.. 18
levalbuterol hel .................. 107
LEVAQUIN..........ceeeinnns 12
LEVEMIR ..., 78
LEVEMIR FLEXTOUCH... 78
levetiracetam....................... 24
LEVETIRACETAM IN NACL

(ISO-09)....ccccvrrrrrreennn. 24
levobunolol....................... 101
levocarniting ....................... 72
levocarnitine (with sugar) .... 72
levocetirizine ..................... 104
levofloxacin.................. 12, 101
levofloxacin in d5w ............. 12
levoleucovorin calcium........ 14
levonest (28) ....cccvvvvveeeennnn.. 99

levonorgestrel-ethinyl estrad 99
levonorg-eth estrad triphasic 99

levora-28.........coovvvvvvvivvinnnns 99
levorphanol tartrate ............. 33
levothyroxine...................... 82
LEVOTHYROXINE........... 82
levoxyl...ooooviiiiiiiiiie, 82
LEXAPRO......cccovvvreeenen. 46
LEXIVA .o, 3
LIALDA......ooeeii 84
lidocaine ..........ccccvvvvveeenennn. 67
lidocaine (pf)......cccvvvveveenennn. 66
lidocaine hcl................ooo.. 67
lidocaine-prilocaine............. 67
LIDODERM..........ccccuuvunnnns 67
LINCOCIN.....ccvvveeeeriineeen. 9
lincomycin .........ccevvveeeeeenennnn. 9

lindane ........cocovvveeeenninneen. 70
linezolid........occuvvveeiiiniiinenn. 9
LINZESS ..o, 84
LIORESAL......ccccceevvnnn. 29
liothyronine.................ouuu.e. 82
LIPITOR......coviiiiieeiiieeee, 62
LIPOFEN ......ccocvviiiiineen. 62
lisinopril .........coeevivninnnnnnen. 57
lisinopril-hydrochlorothiazide
....................................... 57
lithium carbonate................. 46
lithium citrate...................... 46
LITHOBID........ccccevvinaene. 46
LITHOSTAT ....oovvveeenee. 72
LIVALO..cooooviiiieeeeee. 62
LO LOESTRIN FE.............. 99
LOCOID......ccccvvveeeennee. 69, 70
LODOSYN....ccvvvieiiiieeen. 26
LOESTRIN 1.5/30 (21) ....... 99
LOESTRIN 1/20 (21).......... 99
LOESTRIN FE 1.5/30 (28-
DAY).eeeeeeiiiiiieeiiee, 99
LOESTRIN FE 1/20 (28-DAY)
....................................... 99
LOFIBRA.......cccovveeee. 62
lomedia 24 fe .........ccueeeeeee. 99
LOMOTIL......cvvveeeeinn. 83
LONSURF......cccccevviiinen. 18
loperamide.............ccceeeeeen... 83
LOPID....ovvieeiiiiieeeeee, 62
lopreeza ...........ccoovvvvvvevnnnnnns 96
LOPRESSOR.........cccuuueee. 57
LOPRESSOR HCT............. 57
LOPROX....cooviiiiiieiiiineen. 67
lorazepam .........cccceeeeeeeeennnn. 46
lorazepam intensol .............. 46
lorcet (hydrocodone) ........... 33
lorcet plus .......cooeivnininnnnnnn, 33
lortab 10-325.......cccevinnneeen. 33
lortab 5-325 ..o, 33
lortab 7.5-325...ccoveeeiee. 33
loryna (28) ...ccevvvvvvvviveiiiinnns 99
losartan..........ooeeiiiiiiiinneen. 57
losartan-hydrochlorothiazide 57
LOSEASONIQUE .............. 99
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LOTEMAX.....ccoceevvvvnnen. 103

LOTENSIN.....cccvviieeeiine. 57
LOTREL......ccovoviiiiiieenn. 57
LOTRISONE...........cc........ 67
LOTRONEX........ccceevennee. 84
lovastatin ..........cceeeveineeeenn. 62
LOVAZA ..o 62
LOVENOX.....cccovveieiinn 61
loxapine succinate................ 46
LUMIGAN .....ccoovvieeen. 103
LUMIZYME.........cccevune. 81
LUNESTA ..o 46
LUPANETA PACK (1
MONTH) ...t 97
LUPANETA PACK (3
MONTH) ... 97
LUPRON DEPOT............... 18
LUPRON DEPOT (3
MONTH) ..o 18
LUPRON DEPOT (4
MONTH) ... 18
LUPRON DEPOT (6
MONTH) ..o 18
LUPRON DEPOT-PED....... 18
lutera (28) ....ceevveiieieiieeiies 99
LUZU...coiiiiiieeeeee 67
LYNPARZA......ccccveene 18
LYRICA ....ccooiiiiiiei 24
LYSODREN.........ccccevunnee 18
LYSTEDA......cccoiveeee 97
lyZa..oooeeeiiiii, 96
M
MACROBID..........c.ccoueee. 13
MACRODANTIN............... 13
magnesium sulfate.............. 110
MAKENA ..o, 96
MALARONE.......cc.covviieeenn. 9
MALARONE PEDIATRIC...9
malathion..........ccccceevnnnnne 70
maprotiline..................ceee 46
MARINOL .......cccvvieene 84
Marlissa ......ceevvvveeeeennnnnnne. 99
MARPLAN.......ccciiieie 46
MATULANE........ccccevn 18
matzim la.................oooo 57

MAVIK ..o, 57
MAXALT ..coooviiiiieeiee. 27
MAXALT-MLT.................. 27
MAXIDEX .....ccccceveeinen. 103
MAXIPIME ........ccceevvnee. 6
MAXITROL ..............ue.e. 103
MAXZIDE.........cooeeiinns 57
MAXZIDE-25MG............... 57
meclizing .............oevvvvvvvnnnnns 85
meclofenamate..................... 38
MEDROL.......cccvvviieene. 73
MEDROL (PAK)................ 73
medroxyprogesterone .....96, 97
mefenamic acid ................... 38
mefloquine..........ccceevvennnnnnnn. 9
MEGACE ..., 18
MEGACEES..........ccccuen. 18
megestrol ..........oooeveiiinnnne 18
MEKINIST .....cooeiiiiiiis 18
meloxicam .............eevvveeennnn. 38
melphalan hel...................... 18
memantine ...............ccc..e.... 28
MEMANTINE.................... 28
MENACTRA (PF).............. 92
MENEST ..o, 97
MENHIBRIX (PF).............. 92
MENOMUNE - A/C/Y/W-135
(PF) e, 92
MENOSTAR ..o 97
MENTAX .ooooiiiiiieeeee, 67
MENVEO A-C-Y-W-135-DIP
(PF) e 92
MEPRON ..o, 9
mercaptopurine ................... 18
METOPENEM ...vvvvevvevieiinnnnennnnn 9
MERREM........cccvvvieainnn. 9
mesalamine with cleansing
WIPC .eviieeeeeeeeeeeeeinenaneees 85
MESNA ..evveeeeieeeeeenaanaiiiiiees 14
MESNEX ....cooiiiiiiiiinnnn. 14
MESTINON..........cceevenne. 29
MESTINON TIMESPAN..... 29
METADATE CD................ 46
metadate er...........cceeennnns 46
metaproterenol................... 107

metformin.......ccceeeeeennnnnns 78
methadone ............ccceeennnee. 33
methamphetamine ............... 46
methazolamide................... 102
methenamine hippurate........ 13
methimazole............cc.c........ 74
METHITEST .......cccceeennne 81
methotrexate sodium ........... 19
methotrexate sodium (pf)..... 19
methoxsalen rapid ............... 64
methscopolamine ................ 83
methyclothiazide.................. 57
methyldopa ..............ceeenes 57
methylergonovine............... 100
METHYLIN .....cccceeevnnen. 46
methylphenidate................... 46
methylprednisolone ............. 73

methylprednisolone acetate.. 73
methylprednisolone sodium

SUCC +evvvvvnneeeeeeernnnnaeeanenns 74
methyltestosterone............... 81
metipranolol....................... 101
metoclopramide hcl............. 85
metolazone............ccceeeennenee. 57
metoprolol succinate............ 57
metoprolol ta-hydrochlorothiaz

....................................... 57
metoprolol tartrate........... 57, 58
METOZOLV ODT.............. 85
METROCREAM ................ 66
METROGEL ...................... 66
METROGEL VAGINAL .... 97
METROLOTION................. 66
metronidazole ............ 9, 66, 97
metronidazole in nacl (iso-os) 9
meXileting ..........cceeeeeeeeennnn. 54
MIACALCIN.........cceeeennnn 81
MICARDIS........ceeeeeeinne 58
MICARDIS HCT ................ 58
miconazole-3 ...........cc........ 97
microgestin 1.5/30 (21)........ 99
microgestin 1/20 (21) .......... 99
microgestin fe 1.5/30 (28).... 99
microgestin fe 1/20 (28)....... 99
MICROZIDE...................... 58
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midodrine ........ccoevevueeennnnnn. 72

MIZETZOL wevvviieeeeeeeeeeeiieiias 27
miglitol........ccccooeeiiiiiiinins 78
MIGRANAL......cccceeeee. 27
millipred ...........oovvviiiennnnnnn. 74
MILLIPRED....................... 74
100010017/ 97
mimvey 10........ccoeeeeiiiiinins 97
MINASTRIN 24 FE ............ 99
MINIPRESS .......cooeiins 58
MINITRAN ... 63
MINIVELLE ...................... 97
MINOCIN ....cooviiiiieeiine 13
minocycling ..............ccceee 13
minoxXidil ..........ccccevvevnnnnnn. 58
MIRAPEX ....cooiiiiieee 26
MIRAPEXER .................... 26
MIRCERA ... 90
mMirtazapine ..............ccceeueeeee 46
MIRVASO......cccocvvvveeenen. 66
misoprostol...........evveeunnnnnn. 87
MITIGARE............cccunnes 94
MItOMYCIN.....ceeerereeeeernnnnns 19
mitoxantrone ....................... 19
M-M-R I (PF).....oevveenneee 92
MOBIC......coooviiiiiieeeee, 38
modafinil ...........cccceinnnnnn. 46
moderiba........occveeiieiniineeen. 3
moderiba dose pack............... 3
MODICON (28)....cceeeennnnee. 99
10010150:410) 8 | IS 58
moexipril-hydrochlorothiazide
....................................... 58
molindone...............oceeeens 46
mometasone ................. 70, 107
mononessa (28) ......cceeeennnnn. 99
montelukast.................eeeee. 107
MONUROL..........cceevvnnne. 13
morphine...............ceueees 33, 34
MORPHINE....................... 33
morphine concentrate .......... 33
MOVANTIK ......ccceevennne 85
MOVIPREP..........cccceenne. 85
MOXEZA ....coooviiiiiinnn. 101
moxifloxacin....................... 12

MOXIFLOXACIN-
SOD.ACE,SUL-WATER. 12
MOZOBIL........cccceevreen. 90
MS CONTIN .....cceeveeeneee. 34
MULTAQ..cccoeiiiiieeeeee. 54
MUPITOCIN .oevvrereeeeeeeeiiiinans 67
mupirocin calcium............... 67
MUSTARGEN.................... 19
MYALEPT .....cccvviieeee, 81
MYAMBUTOL .................... 9
MYCAMINE.......cccovvnn. 1
MYCOBUTIN ......cccevviiinee. 9
mycophenolate mofetil......... 19
mycophenolate sodium........ 19
MYFORTIC ... 19
100140 ST 1 1 B 66
MYRBETRIQ.................... 109
MYSOLINE.........ccccovunnnn. 24
N
nabumetone...............ee........ 38
nadolol.........ccccccciiiiii. 58
nadolol-bendroflumethiazide 58
nafcillin .............ooeeeninnnnne. 11
naftifine .............oooeeiiinnnne. 67
NAFTIFINE........cccceeennne. 67
NAFTIN ... 67
NAGLAZYME ................... 81
nalbuphine .......................... 38
NaloXone .........cceveeeeirninnneen. 38
naltreXone ..........ceeeveinnnnnne 38
NAMENDA.......cccceeeee. 28
NAMENDA TITRATION
PAK .o, 28
NAMENDA XR.................. 28
NAMZARIC.......ccoevveeeennn. 28
naphazoline............cccceeun.... 104
NAPRELAN CR................. 38
NAPROSYN....ooviiiiieenne 38
NAPTOXEN ..evvvereeerrerveranaenneens 38
naproxen sodium................. 39
naratriptan........ccceeeeeeeeennnnn.. 27
NARCAN.....ccoeiviiiieeees 39
NARDIL......cooveiiiiiiiaannee 46
NASONEX....cccooviiiiiiiannns 107
NATACYN...vviiiiiiieieaennn. 101

NATAZIA ...cooeeiieiaae, 99
nateglinide ................cceeee 78
NATESTO....cccovviiieeiaannnn 81
NATPARA......cccvveeee 81
NEBUPENT .......ccovviveeeee 9
necon 0.5/35 (28) .......cc....... 99
necon 1/35 (28) cvvvveeannnnn. 99
necon 1/50 (28) ..uvvveennnnnn. 99
necon 10/11 (28) ....vuvnnnnnn.. 99
necon 7/7/7 (28) .cceeeeeeaennnnn. 99
NEEDLES, INSULIN
DISP.,SAFETY .............. 78
nefazodone............cccceennee 46
NEOMYCTN .eevvveirieeeeeeeeeiainens 9
neomycin-bacitracin-poly-hc
...................................... 103

neomycin-polymyxin b gu... 70
neomycin-polymyxin b-

dexameth...............oeeeeee. 103
neomycin-polymyxin-
gramicidin...................... 101
neomycin-polymyxin-hc......73,
103
NEORAL.....ccoovviiieeeane 19
NEOSPORIN (NEO-POLYM-
GRAMICID).........cc....... 101
NEO-SYNALAR................ 67
NEPHRAMINE 5.4 %........ 112
NESINA ..., 78
NEUAC «.eeeeveeieenniiiiiiiiaeeee e 66
NEULASTA ..o 90
NEUPOGEN...........ccceennnn 90
NEUPRO......cccovviiiieiann 26
NEURONTIN.........ccccenee 24
NEVANAC......ccoiiieeeas 102
NEVIFAPINEG ..evvvvrreeeeeeeeeeeienenns 3
NEXAVAR.....coociiiiiann 19
NEXIUM....oooviiiiiiiiiiennn 87
NEXIUM IV ..o 87
NEXIUM PACKET ............ 87
NEXTERONE .................... 54
NIACTN. . 62
NIACOR ....cooviiiiiiiiene 62
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NIASPAN EXTENDED-

RELEASE........cccoviiiee. 62
nicardipine ................cceeueens 58
NICOTROL........c.eeeeenneee. 72
NICOTROL NS.................. 72
nifedical x1...............cociis 58
nifedipine...........eevveeevennnnnnn. 58
NikKi (28) .oeeiiiiieieiieiiis 99
NILANDRON..................... 19
NIMOdIPINE.....cvvvvveeereennnnnnnnn 58
NINLARO.....ccovivireeeee 19
NIPENT.....covviiiiiiiieeiiiins 19
nisoldiping ..............cceennene 58
Nitro-bid........oovvvvvvvvviiinnnnnnn. 63
NITRO-DUR....................... 63
nitrofurantoin ...................... 13

nitrofurantoin macrocrystal.. 13
nitrofurantoin monohyd/m-

CIYStuuiiiieieieeee e, 13
nitroglycerm........................ 63
NITROLINGUAL............... 63
NITROMIST ......cceeeeeennee 63
NITROSTAT ....ccvvveeeenee 63
NZatidine ........occvvveeeernnnnnne. 87
NIZORAL ..o 68
NOTA-DE ...oovvvveieiiiiiiiiiiiiiins 97
NORCO......coeiiiiiiieeeee 34

NORDITROPIN FLEXPRO 90
noreth-ethinyl estradiol-iron 99
norethindrone (contraceptive)

....................................... 97
norethindrone acetate .......... 97
norethindrone ac-eth estradiol

....................................... 97
norethindrone-e.estradiol-iron

....................................... 99
norgestimate-ethinyl estradiol

....................................... 99
NORINYL 1+35 (28) .......... 99
NORINYL 1+50 (28) .......... 99
NORITATE......ccccvveee 66
NOTLYTOC wovvvviiieeeeeeeeeeeeiiins 97
NORMOSOL-M IN 5 %

DEXTROSE................... 112

NORMOSOL-R IN 5 %

DEXTROSE................... 110
NORMOSOL-R PH 7.4......112
NORPRAMIN.................... 46
NOR-QD ...oovviiiiiiiiiiiiiins 97
NORTHERA ........ccccceeenne 72
nortrel 0.5/35 (28) ............... 99
nortrel 1/35 (21) eeeeevnnnneen. 100
nortrel 1/35 (28) .evvvennnnnnnn. 100
nortrel 7/7/7 (28) .nnnn.. 100
nortriptyling ...........cceeeen..... 46
NORVASC....cocoviiiiiias 58
NORVIR .....ooeviiiiiiiiiiin 3
NOVAREL.........coeeeiins 81
NOVOFINE 32................... 78
NOVOLIN 70/30 ................ 78
NOVOLIN N...oovveeeiieiennnn. 78
NOVOLINR .......ccveveeennn 78
NOVOLOG......cccccuvveeeennn 78
NOVOLOG FLEXPEN ....... 78
NOVOLOG MIX 70-30 ...... 79
NOVOLOG MIX 70-30

FLEXPEN.........ccceevnnnen. 79
NOVOLOG PENFILL ........ 79
NOXAFIL ...oooviiiiiiiiiiiis 1
NUCALA ... 107
NUCYNTA. ..o 39
NUCYNTA ER......ccceenne 39
NUEDEXTA ....cccccvviveeennne 28
NULOJIX ..o, 19
NULYTELY WITH FLAVOR

PACKS. ..o, 85
NUPLAZID.....ccoccvvvvveeaannn 47
NUTRESTORE .................. 72
NUTRILIPID........c.cceeenee 112
NUTROPIN AQ.................. 90
NUTROPIN AQ NUSPIN... 90
NUVARING.......ccoeeeeennnn 97
NUVESSA....cccoiiiiiieieas 97
NUVIGIL .....ccoeoviiiiieianns 47
111'Z: 110 ) oI 68
JIV'AS] X2 1510 B 1, 68
nystatin-triamciolone.......... 68
110741 10) o DU 68

(0]
ocella.....ccooovviiiiiiinnnnnnn. 100
OCTAGAM......eeeveveen. 92
octreotide acetate................. 19
OCUFEN.....cccoiieeeeiiene. 102
OCUFLOX ....ovvvveeiiiiennn. 101
ODEFSEY ...coooiiiiieiiiee, 3
ODOMZO ......ovvvveeiiiiaanen. 19
OFEV ..o, 107
ofloxacin................ 12, 73, 101
ogestrel (28) .....oovvvvvvvveennnnns 100
olanzapine.............ccccuvvveeen. 47
olanzapine-fluoxetine .......... 47
olopatadine .................. 73, 102
(0] 510D QSR 70
OLYSIO ...cooiiiiieieeeee, 3
OMECLAMOX-PAK.......... 87
omega-3 acid ethyl esters..... 62
omeprazole ............ccccuveeeee. 87
omeprazole-sodium
bicarbonate...................... 87
OMNARIS......ccceeirieenn. 107
OMNIPRED.............uuuee.. 103
OMNITROPE..................... 90
ondansetron...................uuees 85
ondansetron hel................... 85
ondansetron hel (pf) ............ 85
ONEXTON........oeveieiiiinneen. 66
ONFI ...t 25
ONGLYZA.....cccvieeeenn. 79
ONMEL.......cooviiieieeiienn. 1
ONZETRA XSAIL ............. 27
OPANA....cooiieeeieee, 35
OPANAER.......cccoi 34
OPDIVO.....cooviiiiiiiiieen. 19
OPSUMIT .....ccoovveeenn. 107
ORACEA ..., 13
ORALAIR .......cooiiiie 93
ORAP....ooiiiiiiiiieiei, 47
ORAPRED ODT................. 74
ORAVIG.....coocvieeieen, 1
ORBACTIV.....ccoooivirrieen 9
ORENCIA ......ccceieeiie. 95
ORENCIA (WITH
MALTOSE) .......ccuvveeee. 95

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ORENITRAM.......ccocuuveeeeen. 58

ORFADIN .....ccceeviiiiiieeen, 72
ORKAMBI........cceevvinnnn. 107
orsythia.........coeeviiininnnnnee. 100
ORTHO MICRONOR......... 97
ORTHO TRI-CYCLEN (28)
...................................... 100
ORTHO TRI-CYCLEN LO
(28) e 100
ORTHO-CYCLEN (28)......100
ORTHO-NOVUM 1/35 (28)
...................................... 100
ORTHO-NOVUM 7/7/7 (28)
...................................... 100
OSENI...oooviiiiiiieeeeiiee, 79
OSMOPRERP........cocuuueeee.. 85
OTEZLA ... 95
OTEZLA STARTER........... 95
OTREXUP (PF)....ccocuuveeeeen. 95
OVCON-35(28) .cceeeuvveenn. 100
OVIDE....ccooiiiiiiiiiienen 70
oxacillin.......ccoeveeeennnnnnnenn, 11
oxacillin in dextrose(iso-osm)
....................................... 11
oxaliplatin...............ceeeennis 19
oxandrolone ................ceeeee. 81
OXAPTrOZIN.....cceeeveeeeeeeereennnnns 39
0XAZEePAM...ceeereerereeeeereeennnans 47
oxcarbazeping ..................... 25
oxiconazole............ccceeeeeen. 68
OXISTAT ..o 68
OXSORALEN ULTRA........ 64
OXTELLAR XR......cccuue.. 25
oxybutynin chloride............ 109
0Xycodone ..........cccuvvreenennn. 35
OXYCODONE................... 35
oxycodone-acetaminophen .. 35
oxycodone-aspirin............... 35
OXYCONTIN.....cceevrrraaenn. 35
oxymorphone................. 35, 36
OXYTROL.....cceeveeeee. 109
P
PACETONE ..eevvneeeeiiiiiieeeeees 54
paclitaxel .........ccceeeeeeennnnnns 19
paliperidone ........................ 47

PAMELOR..........cceevnnnen. 47
pamidronate ........................ 81
PANCREAZE..........ccc........ 85
PANDEL......ccccvvvieeeeee. 70
PANRETIN......cccceeveee. 64
pantoprazole................... 87, 88
paricalcitol ........cccceeeeeeeennnn. 81
PARICALCITOL................ 81
PARNATE.......ccccvvveee. 47
PArOMOMYCIN ..vvvvvevennnnnnnnnnnnn. 9
paroxetine hcl...................... 47
PASER .....ccoviiiiiiiiee, 9
PATADAY ...ccoovveiiiinen. 102
PATANASE.....ccccovveeen. 73
PATANOL.........ceevnee. 102
PAXIL...ooovieiiiiieeeeie, 48
PAXIL CR...coovvvvieieee 48
PAZEO.....cccooiiiiiinnnnn. 102
PCE..coiiiiiiii, 7
PEDVAX HIB (PF)............. 93
peg 3350-electrolytes .......... 85
PEGANONE........ccccovunnnen. 25
PEGASYS ..o, 90
PEGASYS PROCLICK....... 90
peg-electrolyte soln ............. 85
PEGINTRON...........couueee. 90
PEGINTRON REDIPEN..... 90
PENICILLIN G POT IN
DEXTROSE..........c......... 11
penicillin g potassium.......... 11
penicillin g procaine ............ 11
penicillin g sodium.............. 11
penicillin v potassium.......... 11
PENNSAID .....ccoveveiien. 39
PENTAM ...ccooviiiiiiiiinen, 9
PENTASA ..o 85
pentoxifylline ...................... 61
PEPCID....cccooviiiiiieiiinen. 88
PERCOCET.........ccccevvunnen. 36
PERFOROMIST ................ 107
perindopril erbumine ........... 58
periogard.........cccceeeeiiienennnn. 73
PERJETA ....cooiiiiiei 19
permethrin .................ceee. 70
perphenazine........................ 48

PERSANTINE..........c........ 61
PERTZYE ...cccooviiiiiiinn 85
PEXEVA ...cccooiiiiieiin, 48
phenelzine...............ceeeeee 48
PHENERGAN .................. 104
phenobarbital ...................... 25
phenoxybenzamine.............. 58
PHENYTEK........cccceevnnnnn 25
phenytoin...........cceeeeeeennnns 25
phenytoin sodium................ 25
phenytoin sodium extended . 25
PHOSLO ....ccooviiiiiieee 110
PHOSLYRA......ccceeeirne 110
PHOSPHOLINE IODIDE..102
PHYSIOLYTE.................... 70
PHYSIOSOL IRRIGATION 71
PICATO ....oeeiiiiiiiieeeee 64
pilocarpine hcl ............. 72, 102
PIMOZIdE ...eevvvveireeeeeeeeies 48
pimtrea (28) .......evveeeennnnnnnn. 100
pindolol ...........evveeiiinnnn. 58
pioglitazone ................c....... 79
pioglitazone-glimepiride...... 79
pioglitazone-metformin ....... 79
piperacillin-tazobactam ....... 11
pirmella .....ccoooeeeeeeeeeennnin. 100
PIFOXICAM...evvvvvveveeennnnnnnnnnnnn 39
PLAQUENIL........ccevviiaeee. 9
PLASMA-LYTE 148 ......... 112
PLASMA-LYTEA............. 112
PLASMA-LYTE-56 IN 5 %
DEXTROSE................... 112
PLAVIX ..o 61
PLEGRIDY .....ccccceeennns 90, 91
PodofiloX ......ceeveeeieiiiiiinnns 64
polyethylene glycol 3350..... 85
polymyxin b sulfate............... 9
polymyxin b sulf-trimethoprim
...................................... 101
POLYTRIM.........ccceevnnnne 101
POMALYST....cccceeveiiee. 19
J010) 45 - EO R URTR 100
potassium chlorid-d5-
0.45%macl.........cccconue. 110
potassium chloride ............. 110

Note: The drug list includes all possible restrictions and limitations. 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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potassium chloride in 0.9%nacl

...................................... 110
potassium chloride in 5 % dex
...................................... 110

potassium chloride in Ir-d5 .110
potassium chloride-0.45 % nacl

...................................... 110
potassium chloride-d5-
0.2%macl.......ccceeveeeeennn. 110
potassium chloride-d5-
0.3%mnacl.......ccoeveeeeeennn. 111
potassium chloride-d5-
0.9%mnacl.........ccccovunnneen. 111
potassium citrate ................ 109
POTIGA .....ooeeeiiieeee 25
PRADAXA. ... 61
PRALUENTPEN................ 62
PRALUENT SYRINGE...... 62
pramipexole .............ceeueene 26
PRANDIN......ceeiiiiiieees 79
PRAVACHOL.................... 62
pravastatin .............c.cceeeunene 62
PrazoSin .........ceeeeeeeeeeeeeennnnns 58
PRECOSE ......cccvvivieiine 79
PRED FORTE ................... 103
PRED MILD...................... 103
PRED-G....ccooviiiiieeee. 103
PRED-G S.O.P......cccouue. 103
prednicarbate ...................... 70
prednisolone acetate........... 103
prednisolone sodium phosphate
................................ 74, 103
prednisone .............ceeeeeunenee 74
prednisone intensol.............. 74
PREFEST .....coovviiiiiiiiiiinnn 97
PREGNYL.....cooviiieeenee 81
PREMARIN ........cccceeieeee 97
premasol 10 % ................... 112
PREMASOL 6 %............... 112
PREMPHASE..........ccueee. 97
PREMPRO............ceeenn 97
PRENATAL VITAMIN
ORAL TABLET............. 112
PREPOPIK.........ovvvviiiinnnnn. 85
PREVACID.......ccccuveevnnen. 88

PREVACID SOLUTAB...... 88
prevalite........cccceveeeeeeennnnnns 62
previfem .........c.ccoeeeeeeeennnnn. 100
PREVPAC.......cccovveee. 88
PREZCOBIX.......ccccevvnenen. 3
PREZISTA ..o, 3
PRIFTIN....ccooviiiiiieiiiieeen. 9
PRILOSEC.......cceeveeien. 88
PRIMAQUINE.........cuue.... 9
PRIMAXIN IV ...ccoveiienn. 9
primidone .......cccceeeeeeeeennnn.. 25
PRIMLEV ......ccoocvviiinnen. 36
PRINIVIL......oocvviiiiiinnen. 58
PRISTIQ......ccoiiiviieeeiinee. 48
PRIVIGEN .......cccccceevnnnnen. 93
PROAIR HFA.................... 107
PROAIR RESPICLICK......107
probenecid ............ceeeeeeennnnne 94
procainamide ...................... 54
PROCALAMINE 3%......... 112
PROCARDIA XL ............... 58
ProOCeNtra....cvvvveeeennninnnnnn. 48
prochlorperazine ................. 85
prochlorperazine edisylate ... 85
prochlorperazine maleate..... 85
PROCRIT.....cocviiieieeaen. 91
procto-med he ..................... 85
procto-pak.........cceeeeeeeinnnnnns 85
proctosolhc ..........cceeeininnns 86
proctozone-he ..................... 86
PROCYSBLI......cccceeveeee. 109
progesterone micronized...... 97
PROGLYCEM.........ccouue. 79
PROGRAF.......cccceeeeevnn 19
PROLASTIN-C. ......cccouueee. 72
PROLENSA ......cccceeee. 102
PROLEUKIN........ccccovuneen. 91
PROLIA ....ccooviiiiiiiien, 94
PROMACTA........ceeeeven. 61
promethazine ..................... 104
PROMETRIUM.................. 97
propafenone ........................ 54
propranolol ............cceeeeee.. 58
propranolol-hydrochlorothiazid
....................................... 58

propylthiouracil................... 74
PROQUAD (PF)................. 93
PROSCAR.....ccccvvvvieere 109
PROSOL 20 %................... 112
PROTONIX.......ccceevvrnen. 88
PROTOPIC...........cceveennnne 64
protriptyline ........................ 48
PROVENTIL HFA............. 107
PROVERA ........ccceev. 97
PROVIGIL .......cccceevvnnee. 48
PROZAC......cccooiieee. 48
PROZAC WEEKLY ........... 48
Prudoxin ........eeeeeeeeeeeeiennnnns 64
PSORCON.......cccceeveeinen. 70
PULMICORT.................... 107
PULMICORT FLEXHALER
...................................... 107
PULMOZYME.................. 107
PURIXAN ...ccooviiiiiiiinnn 19
PYLERA ..., 88
pyrazinamide ...........cccceeeunnnn. 9
pyridostigmine bromide....... 29
Q
QNASL .o 107
QUADRACEL (PF)............ 93
QUALAQUIN .....coeeeriaeee. 9
QUARTETTE.................... 100
QUASENSE ..eeeeeeeeeeeeeeeereeeeans 100
QUDEXY XR....ocevvvvivrnnnen. 25
QUESTRAN........ceeeeee. 62
quetiapine ..............eeveeees 48, 49
QUILLICHEW ER.............. 49
QUILLIVANT XR.............. 49
quinapril .........coeeviniiinnnnnen. 58
quinapril-hydrochlorothiazide
....................................... 58
quinidine gluconate ............. 54
quinidine sulfate.................. 54
quinine sulfate....................... 9
QVAR ... 107
R
RABAVERT (PF)............... 93
rabeprazole .........ccccceeeeennnnn. 88
RAGWITEK .......ccccovvnnnenn. 93
raloxifene..........cccueeeeeennnnne. 94
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ramipril.......coooeeeeiiniiiiinins 58

RANEXA ...cooiiiiiiieiie 63
ranitidine hel....................... 88
RAPAFLO........ccee 109
RAPAMUNE..........ccun.. 20
RASUVO (PF).....oeeveiinne 95
RAVICTL....ccovviiiiieiaee 72
RAYOS ..o 74
RAZADYNE......ccccevenn. 29
RAZADYNE ER................. 28
REBETOL.....cccvvviiieeie. 3
REBIF (WITH ALBUMIN). 91
REBIF REBIDOSE............. 91
REBIF TITRATION PACK 91
RECLAST ...oooiiiiiiiiiis 72
reclipsen (28) ......evvvvevennnnnnn 100
RECOMBIVAX HB (PF).... 93
RECTIV ..ooiiiiiiiiiiiiiiie, 86
REGLAN.....cooviiiiiieiie 86
REGRANEX ........cooiinnis 64
RELENZA DISKHALER......3
RELISTOR ......covvvieeiee 86
RELPAX ..oooiiiiiiiiieiie 27
REMERON..........cceevvnnne 49
REMERON SOLTAB......... 49
REMICADE ........ccceeennnee. 86
REMODULIN .........cccu...... 58
RENAGEL ......cccceevevine. 72
RENVELA .......ccociiiie 72
repaglinide ...........ccceevnnnnnnn. 79
repaglinide-metformin......... 79
REPATHA SURECLICK.... 62
REPATHA SYRINGE ........ 62
TEPreXaiN..cceererreeeeeeeeaanenens 36
REQUIP .....oovviiiiiiiiis 26
REQUIP XL .....cvvvveeeneee. 26
RESCRIPTOR.........cceuveeeen. 3
RESTASIS.....ccovviiiiiieen. 102
RESTORIL.........oeeeeeenne. 49
RETIN-A...cooiiiiiieiie 66
RETIN-A MICRO............... 66
RETIN-A MICRO PUMP ... 66
RETROVIR........cccceveenen. 3
REVATIO ....cccvvvviiien. 108
REVLIMID..........ceeevrnnnne 20

REXULTT...ccovviiiiiiieiee. 49
REYATAZ ..o, 3
RHEUMATREX................. 20
ribasphere ........ccccceeeeeeeiennnee 3
ribasphere ribapak ................. 3
rbavIrin.....coovevvveeeeiinnnnen. 3,4
RIDAURA......ccvvieeeeien. 95
rifabutin.........cccoeeeeiiiiiinnnnii, 9
RIFADIN......coitiiieeeee. 9
RIFAMATE.........ccooiiinn 9
rfampin.........ccceeeeeceeeennnnnn. 9
RIFATER ..o, 9
RILUTEK.....cocovviieeeeinen. 72
riluzole .......evvveveiiiieenn. 72
rimantading ..........cccceeeeeennnnn. 4
TINGETS .ovvvvvvvveennnnnnnnnnnnn 71, 111
RIOMET......cooiiiiiieiiineen. 79
risedronate ..................... 72, 94
RISPERDAL ..........ccuuuee 49
RISPERDAL CONSTA....... 49
RISPERDAL M-TAB.......... 49
risperidone ..................... 49, 50
RITALIN....cooviiiieeeiieen. 50
RITALINLA........coos 50
RITUXAN ..o, 20
rIvVastigmine ............ceeeeen..... 29
rivastigmine tartrate............. 29
rizatriptan ........ooeeeeeeieennnnnns 27
ROBINUL......cccvveiiiien. 83
ROBINUL FORTE ............. 83
ROCALTROL .................... 81
110031001 (0] (ST 26
rosuvastatin...........ccceeeueeee. 63
ROTARIX ..o 93
ROTATEQ VACCINE........ 93
TOWEEPIA  evvueneeereriiinnaeeeannnns 25
ROXICODONE.................. 36
ROZEREM..........ccccevvvinen. 50
RUCONEST ......coevviiaeen. 108
RYTARY ..cooviiiiiiiiinn 26
RYTHMOL .......cccceeevnnnee. 54
RYTHMOL SR.................... 54
S

SABRIL........coeeiiiiiiiiieeene 25
SAFYRAL.....ccccoviiiiianns 100

SAIZEN.....cccoooviiiiieeeeiin, 91
SAIZEN CLICK.EASY....... 91
SALAGEN .......ccoooeeeeeiiiin. 72
SAMSCA ....ooooviiieeeeei, 81
SANCUSO .....coovvveeeeeee, 86
SANDIMMUNE................. 20
SANDOSTATIN................. 20
SANDOSTATIN LAR
DEPOT.......oovvveeeeeie, 20
SANTYL ..coooiiiiiieeee, 70
SAPHRIS (BLACK
CHERRY)......coocvvrirnnnnn 50
SARAFEM .......cccoooeeeeiii. 50
SAVAYSA ..., 61
SAVELLA ..., 95
SEASONIQUE ................. 100
SECTRAL .......ccvvveeeeee, 58
SEEBRI NEOHALER......... 108
selegiline hel............cccooe.. 26
selenium sulfide .................. 64
SELZENTRY ...ccoooeevvivinnnnnn. 4
SEMPREX-D..................... 104
SENSIPAR ..., 81
SEREVENT DISKUS ........ 108
SERNIVO.......oovvveeeeei, 70
SEROQUEL ....................... 50
SEROQUEL XR ............ 50, 51
SEROSTIM .......cccooeeeeeenn, 91
sertraling ...........ccccceeeevennnnnn. 51
1147:1.41 1 B 100
SFROWASA .....cccooeeeiiii. 86
sharobel..........cooveviiinnns 97
SIGNIFOR..........ccccoeeeeeen, 20
SIGNIFOR LAR ................. 20
sildenafil............................ 108
SILENOR .......coovvvieeeee, 51
SILVADENE...................... 64
silver sulfadiazine ............... 64
SIMBRINZA .......cccceeee. 103
SIMPONI ..., 95
SIMPONI ARIA ................. 95
SIMULECT ..., 20
simvastatin.................ouenenens 63
SINEMET........ccccooeeeeeeiii. 26
SINEMET CR.................... 26
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SINGULAIR..................... 108
SIrolimus...............ooeveeeennns 20
SIRTURO............ccoeeiii 9
SIVEXTRO .............oooee 9
SKLICE...........ccoovii, 70
sodium chloride............ 72, 111
sodium chloride 0.45 % ...... 111
sodium chloride 0.9 %......... 72
sodium chloride 3 %........... 111
sodium chloride 5 %........... 111
SODIUM FLUORIDE........ 112
sodium lactate .................... 111
sodium phenylbutyrate ........ 72
sodium polystyrene (sorb free)
....................................... 72
SOLARAZE ...........c.oooo... 65
SOLODYN........cceevvreees 13
SOLTAMOX ......ccccvvvvvvnnns 20
SOLU-CORTEEF (PF).......... 74
SOLU-MEDROL................ 74
SOLU-MEDROL (PF) ........ 74
SOMATULINE DEPOT ..... 20
SOMAVERT .........ccccoeenn. 81
SONATA........coeis 51
SOOLANTRA ................... 66
SORIATANE..........c...cooo. 64
SORILUX.........coovviirreins 64
SOTING ...eeeeeeeeeeeeeeeeeeeeeeeeeas 54
sotalol...........coooeiiiiiiiiininnn, 54
sotalolaf...................oooi. 54
SOTYLIZE.............cooeee. 54
SOVALDI ............cccoee 4
SPIRIVA RESPIMAT........ 108
SPIRIVA WITH
HANDIHALER.............. 108
spironolactone..................... 58
spironolacton-hydrochlorothiaz
....................................... 59
SPORANOX..........cceeeveene. 1
sprintec (28) ......vvvvvvreeeeennnn. 100
SPRITAM...........coovvvee, 25
SPRYCEL ..........ccoeevveeins 20
STOMY X eevvvieeeeererrnnnnnneeeaeennns 100
SSA e, 64
STALEVO 100................... 26

STALEVO 125 ... 26
STALEVO 150................... 26
STALEVO 200................... 26
STALEVO 50 .....cccceeeeennnn. 26
STALEVO 75 ..ceeveeenn. 26
STARLIX ..., 79
stavudine...........ccoeeeeivvuneennnnn. 4
STELARA ....................... 64
STIMATE.......cccoooeevieiinnnn. 81
STIOLTO RESPIMAT....... 108
STIVARGA .....cccooeeeveeenn. 20
STRATTERA .................... 51
STRENSIQ .....ovvvvveeeeeeeennn. 81
STREPTOMYCIN............... 10
STRIANT ..o, 81
STRIBILD .......oeeeeeeiennnnn. 4
STRIVERDI RESPIMAT...108
STROMECTOL.................. 10
SUBOXONE ...................... 39
SUBSYS..ooiiiiiiiieeeeee, 36
SUCRAID ......cccooveeeveeenn. 86
sucralfate ...........c..oooeevvnnnnn. 88
SULAR...ccooeiiiiiiii, 59
sulfacetamide sodium.......... 104

sulfacetamide sodium (acne) 67
sulfacetamide-prednisolone 103

sulfadiazine..............ccccceeeee. 12
sulfamethoxazole-trimethoprim
....................................... 12
SULFAMYLON .....cccceene 67
sulfasalazine........................ 86
sulindac ..., 39
sumatriptan ...........ccceeeeeee... 27
sumatriptan succinate .......... 27
SUMAVEL DOSEPRO....... 28
SUPRAX ....ootiiiiiiiiiccee, 6
SUPREP BOWEL PREP KIT
....................................... 86
SURMONTIL.......ccceeeeennnnne 51
SUSTIVA ... 4
SUTENT.....cceiviiieiiieene 20
SYLATRON......cccvvreeaannnnn 91
SYLVANT ..ccooiiiiiiiiees 21
SYMBICORT ...........ccc..... 108
SYMBYAX ...ooeiiiiiiiieieanne 51

SYMLINPEN 120............... 79

SYMLINPEN 60................. 79
SYNAGIS.......ccoovveeeeeeeeinn. 4
SYNALAR CREAM........... 70
SYNALGOS-DC ................ 36
SYNAREL..............oooooe 82
SYNERCID..............oooo. 10
SYNJARDY .....coooeeeiiii. 79
SYNRIBO ......covvvveeinnne. 21
SYNTHROID................... 82
SYPRINE ........oovveeeee, 72
T
TABLOID ........cooovvvvvviinnnns 21
TACLONEX........cccovvvvvinnns 64
tacrolimus ........coeeevvven... 21, 65
TAFINLAR ....ccoooiiiinn 21
TAGRISSO.......coovvvvvvviinnnnns 21
TALTZ AUTOINJECTOR (3
PACK).....ooooveeiirnnne, 64
TALTZ SYRINGE.............. 64
TAMIFLU ....cccoooviviieeee, 4
tamoxifen............ccceeeeeeeei. 21
tamsulosin..............ccccuueee... 109
TANZEUM.......c.oovvvvvvvnnnns 79
TAPAZOLE..........ccouunnn..... 74
TARCEVA .....cccoovvvvvvviin, 21
TARGRETIN.........ccovvvvens 21
tarina fe 1/20 (28)............... 100
TARKA ........coovviiiiiin, 59
TASIGNA ....ccooeeiiiii 21
TASMAR ....oeeiiiiii 26
TAXOTERE ..........ccovvvvuen 21
TAZICEF .....oooovvvvnnnnn. 6
TAZORAC ........ooovvvvvvviinnns 66
taztia Xt....oooeeeeeeeiiiiiieeeeeeee, 59
TECENTRIQ........ccvvvvvvnnnns 21
TECFIDERA .....cccccovviennii. 29
TECHNIVIE........cccoonnn. 4
TEFLARO .....coovviiiiinnn, 6
TEGRETOL...........oovvvvvnns 25
TEGRETOL XR ................. 25
TEKTURNA......cccoeoveinnne. 59
TEKTURNA HCT .............. 59
telmisartan .......................... 59
telmisartan-amlodipine ........ 59
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telmisartan-hydrochlorothiazid

....................................... 59
temazepam...............cceennnn. 51
TEMOVATE .......coovvunnn.... 70
TENIVAC (PF)....covvvvveeee. 93
TENORETIC 100 ............... 59
TENORETIC 50 ................. 59
TENORMIN ..........coovvunnnn... 59
TERAZOL 3....cceevivviiinnnn. 97
TERAZOL 7. 97
1053 727013 |+ WO 59
terbinafine hel....................... 1
terbutaline ................cc........ 108
terconazole............occeeeennn. 97
TESTIM ..o, 82
testosterone .........occevuveennnnnn. 82
TESTOSTERONE .............. 82
testosterone cypionate ......... 82
testosterone enanthate.......... 82
TETANUS,DIPHTHERIA

TOX PED(PF)........uuue..... 93
TETANUS-DIPHTHERIA

TOXOIDS-TD ................ 93
tetrabenazine ....................... 29
tetracycling ..........ccceeevunnnnnn. 13
THALOMID...........ccouuun..... 21
THEO-24 .......oveeeeieennnn. 108
theophylline ....................... 108
THIOLA ... 72
thioridazine ..............cco........ 51
thiotepa........cevvvvvvvveeeeennnnnnn. 21
thiothixene ..............ccoeeee. 51
THYMOGLOBULIN........... 93
THYROLAR-I ................... 82
THYROLAR-1/2 ................ 82
THYROLAR-1/4 ................ 82
THYROLAR-2................... 82
THYROLAR-3 ................... 82
tiagabing ..........eeeeeeeeeinnnnns 25
TIAZAC ... 59
TIKOSYN ..o, 54
timolol maleate ............ 59, 101
TIMOPTIC OCUDOSE (PF)

...................................... 101
TIMOPTIC-XE.................. 101

TINDAMAX ....oovvveieinen. 10
tinidazole .........ccceeevrninnneen. 10
TIROSINT ...t 82
TIVICAY ooveeeiiieeeeeee. 4
TIVORBEX......ccccceevnnee. 39
tizanidine ..........ccceeeevninnnen. 29
TOBI ... 10
TOBI PODHALER.............. 10
TOBRADEX ......ccceevueneee. 103
TOBRADEXST ................ 103
tobramycin........ccceeeeeeennnnn. 101
tobramycin in 0.225 % nacl . 10
tobramycin sulfate............... 10
tobramyc in-dexamethasone 103
TOBREX......cccovveeeeiinnn. 101
TOFRANIL ......cceeveeee. 51
TOLAK ..ooviiiiiiiieiiie, 65
tolazamide ...........ccoevnnneeen. 79
tolbutamide ...........ccceevueeee. 79
tolcapone ........ccceeeeeeieeennnnn. 26
tolmetin .......oooevviiiiiiiiiinee. 39
tolterodine...........ccceevueneeee. 109
TOPAMAX ..o, 25
TOPICORT.........ceeeeernn. 70
topIramate.....ccceeeeeeeeeeeennnnn. 25
TOPIRAMATE................... 25
170 012§ U 21
topotecan ............eevvevvvvennnns 21
TOPROL XL ......ccceeevnnnen. 59
TORISEL .....ccccvvvieieeee. 21
torsemide .........veveeeniiienennnnn. 59
TOUJEO SOLOSTAR ........ 79
TOVIAZ...ccoviiiiiiieen. 109
TPN ELECTROLYTES .....111
TRACLEER..........coouneeen. 108
TRADJENTA ....ccceeeee. 79
tramadol...........oooiiiiiiinnne 39
TRAMADOL........ccccovuunen. 39
tramadol-acetaminophen...... 39
trandolapril ..........ccceeeeinnee. 59
trandolapril-verapamil......... 59
tranexamic acid .............. 61, 98
TRANSDERM-SCOP.......... 86
TRANXENE T-TAB........... 51
tranylcypromine .................. 51

travasol 10 % ......cccceeveeeee. 112
TRAVATAN Z.....ccuuueeee. 103
travoprost (benzalkonium)..103
trazodone ........oeeeeeeeeeiiinnnnes 51
TREANDA.......ccceeeiiee. 21
TRECATOR........ccccovinneeee. 10
TRELSTAR.....ccovveiiee. 21
TRESIBA FLEXTOUCH U-
100 e, 80
TRESIBA FLEXTOUCH U-
200 e 80
tretiNOIN ..vveeveeeeeeeeeeeeeiis 66
tretinoin (chemotherapy) ..... 21
tretinoin microspheres ......... 66
TRETIN-X....cccovviieeeeiien. 66
TREXALL .....cccvvvieeiee. 21
TREXIMET ......cccceevviinneeen. 28
TREZIX...ccooviiiiiiiiineen. 36

triamcinolone acetonide..70, 73
triamterene-hydrochlorothiazid

....................................... 59
1357011 QUU PR PRRR 70
TRIBENZOR.........ccoouuneee. 59
TRICOR ...ccooviiiiiiiiiiieen, 63
triderm......eeeeeeeeeereeeieiis 70
trifluoperazine..................... 51
trifluridine.................ceee 101
TRIGLIDE..........cccovvineen. 63
tri-legest fe........ccoeeeeiiinins 100
TRILEPTAL.......ceevvnee. 25
TRILIPIX ..., 63
tri-lo-estarylla .................... 100
tri-lo-sprintec ..........c.......... 100
trilyte with flavor packets .... 86
trimethoprim ...........cccoo... 14
trimipramine ....................... 51
trinessa (28) ......vvveeeennnnnnnnn. 100
TRI-NORINYL (28)........... 100
TRINTELLIX ......cceovunneeen. 51
TRIOSTAT....ccvvvieeiieee. 82
tri-previfem (28)........cc....... 100
TRISENOX .....ccovveiiiineeen. 21
tri-sprintec (28) ....evvvvennnnnnn. 100
TRIUMEQ......ccccevviiiinneeen. 4
trivora (28)....vvvvvveeeeeninnnnnnn. 100
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TRIZIVIR .....cccovvviiiiiiiiiiinnnnns 4

TROKENDI XR.................. 25
TROPHAMINE 10 %......... 112
TROPHAMINE 6%............ 112
trOSPIUM.....cevvvvrririeiiiiiinnnens 109
TRULICITY ..oovvveeeeiieeee, 80
TRUMENBA........ccooiiieee. 93
TRUSOPT .....ccevviiiieen. 103
TRUVADA........ccoeeee. 4
TUDORZA PRESSAIR......108
TWINRIX (PF)..ccccevnnnneee. 93
TWYNSTA....ccoiiieieen 59
TYBOST ..o, 4
TYGACIL .....cooiiiieeee, 10
TYKERB.......ccccevveeen. 21

TYLENOL-CODEINE #3... 36
TYLENOL-CODEINE #4... 36

TYPHIM VL......cccooeennin. 93
TYSABRI...........ooovvvens 29
TYVASO....ccoooveeviiiiiiinnnnn. 108
TYZEKA .....ccooeeeiiiii 4
U

UCERIS......ccooiieeeee, 86
ULORIC......ccoeeiiiiiieee, 94
ULTRACET .....ccoovvveeeen 39
ULTRAM......ovvvvvnnnn, 39
ULTRAMER ........cc..nil. 39
ULTRAVATE .................... 70
ULTRAVATE X....cooooun. 70
UNASYN .o, 11
unithroid .........coooovvveeeiiinnnnn. 82
UPTRAVL.....oovvvnn. 59
URECHOLINE.................. 109
UROCIT-K 10 ......evvvvvennnnn. 109
UROCIT-K 15 .....ovvvvvrnnnnnn. 109
UROCIT-K 5....coovvveeen 109
UROXATRAL................... 109
URSO 250 ..uueiiiiiiiiiiieeeee, 86
URSO FORTE................... 86
ursodiol........ccoeeeiiiiiiiieeni. 86
UTIBRON NEOHALER....108
UVADEX...coiiiiiiiiiieeni 65
A\

VAGIFEM........ccooonnn. 97
valacyclovir ...........ccceuvnnnnee. 4

VALCHLOR ........ccconue. 65
VALCYTE ...cooviiiiiiiiinen, 4
valganciclovir ....................... 4
VALIUM......cocovvviveeeeen. 51
valproate sodium................. 25
valproic acid .............cceunene 25
valproic acid (as sodium salt)
....................................... 25
valsartan ..........ccccevvvvvvinnnns 59
valsartan-hydrochlorothiazide
....................................... 59
VALTREX ...cooiiiiiiiiiieen, 4
VANCOCIN........covvveeeennn 14
VanCoOMyCiN........ceeveeuunnnnnnne 14
vandazole.............ccccvvvennnns 98
VANOS...ooiiiieeeee, 70
VAQTA (PF).cooiiiieeie. 93
VARIVAX (PF)...ccccevnnnnen. 93
VARIZIG ...ccoovviiiiiiiinnn, 93
VARUBI ..., 86
VASCEPA......ccoiiiieeen. 63
VASERETIC ........ccccovnnee. 59
VASOTEC.......ccooveeeeanen. 59
VECAMYL ....occoviiiiinnn. 63
VECTIBIX ....cccovvvvieeeen. 21
VECTICAL .....cccvvvveeee. 64
VELCADE ......cccovvvveenee. 21
velivet triphasic regimen (28)
...................................... 100
VELPHORO............cc......... 72
VELTASSA ... 72
VELTIN ...ovviiiiiiiieeeeee 66
VENCLEXTA .....cccceevunen. 21
VENCLEXTA STARTING
PACK ..ot 21
venlafaxing ...........ccoeeeeennnnn. 51
VENLAFAXINE ................ 52
VENTAVIS ... 108
VENTOLIN HFA .............. 108
VERAMYST ...ooovvviniinnen. 108
verapamil........ccceeeeeeeeeeennnnn. 59
VEREGEN .......ccccceviinnen. 65
VERELAN ......ccooiiiiiee. 59
VERELAN PM.......ccoue. 59
veripred 20.........cooeeiiinnninns 74

VERSACLOZ........cccc........ 52
VESICARE.........c...ccc....... 109
vestura (28) .....oeevvviiieeeennns 100
VEXOL ...oooviiiiiiiiieeeni 103
VFEND ....oooiiiiiiiiiiiieee 1
VFEND IV ..o 1
VGO 20 ..ccoeeiiiiiiiiiieeeeee, 80
VGO 30 ..o, 80
VGO 40 ..ccoueeeiiiiiiiieeeeii, 80
VIBERZI ........cccovvvveeeei, 86
VIBRAMYCIN................... 13
VICOdIN......oveeeeiiiiiiiieeeeee, 36
VICOdIN €S...uuunniiiiiiiieeeeen, 36
vicodin hp .......ovvvveiviiiiiennnn. 36
VICTOZA 3-PAK............... 80
VIDAZA. ..o, 21
VIDEX 2 GRAM PEDIATRIC

......................................... 4
VIDEXEC ..o 4
VIEKIRA PAK ......ccooeeeeen 4
A% (<] 11 NN 100
VIGAMOX.......coovveeeeeen, 101
VIIBRYD ...ccoooviiiiieeeei, 52
VIMOVO .....cccoovvviieeeenn, 40
A2 01Y, 1 S72N0 25
vinblasting .............ccoeeeeeeen. 21
vincasar pfS.......cceeeeeeieieennnn. 22
VINCTIStING ..vvveceiiiii, 22
vinorelbine.......................... 22
VIOKACE........ccccooeeeeiii. 86
VIRACEPT........ovvveeeein 4
VIRAMUNE..........ccooeeeeiin 4
VIRAMUNE XR................... 4
VIRAZOLE.........ccccooeeeee. 4
VIREAD......ccooeeiiiiieeec 4
VIROPTIC.........oovvveeeen 101
VITEKTA.......cooiiieeee 4
VIVELLE-DOT .................. 97
VIVITROL.........c.ceeee. 40
VIVLODEX........c.ccoeeeee. 40
VOGELXO.......covvveeeenen. 82
VOLTAREN GEL .............. 40
voriconazole...........ccoeeeeeennn... 1
VOSPIREER..................... 108
VOTRIENT ........cccoeeeee, 22
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VRAYLAR......ccviiiieine 52
vyfemla (28) ..covvveeeiiiinen. 100
VYTORIN 10-10 ................ 63
VYTORIN 10-20 ................ 63
VYTORIN 10-40 ................ 63
VYTORIN 10-80 ................ 63
VYVANSE.....ccooiiiiie 52
W

warfarin ........cccccceeininninii. 61
water for irrigation, sterile ... 72
WELCHOL..........ccceevennnn. 63
WELLBUTRIN SR.............. 52
WELLBUTRIN XL............. 52
wymzya fe ........cooeeiiiinnnn 100
X

XALATAN ..o, 103
XALKORI....cooiviiiiieiine 22
XARELTO ...ccocvviivieinn 61
XARTEMIS XR.................. 37
XELJANZ ..oooviiiiaeee 95
XELJANZ XR ...ovvvvveeine 95
XENAZINE ......ccccvveine. 29
XEOMIN ....ccovviiiiiiieiine 93
XERESE......ccooiiiiiiieeine, 68
XGEVA. ..o, 14
XIFAXAN oo 10
XIGDUO XR......oeevveernnnee 80
XODOL 10/300 .................. 37
XODOL 5/300 ......ceveeennnneee. 37
XODOL 7.5/300 ................. 37
XOLAIR....ccoviiiiiieeien. 108
XOPENEX ....ccovvviiiiiinnen. 108
XOPENEXHFA ................ 108
XTAMPZA ER................... 37
XTANDL....coeeeviiiiieeee, 22
xulane ........cccccceiiiiiiiiiiinii, 98
XYLOCAINE........cccovnnne 67
XYREM ...coooiviiiiiiieiie, 52
XYZAL ..coovviiiiiiii 104
Y

YASMIN (28) ..eevvveeeenee. 100
YAZ (28) ceeeeeeiiiieeeeeen. 100
YERVOY ..cooviiiiiiiiiiin 22
YF-VAX (PF) ccccviiiiiin 93

Z

zafirlukast.............cccceeeee. . 108
zaleplon.......ccooeveviiiiinnnne, 52
ZALTRAP ....oovvvvvveee 22
#3103 (o1~ A 37
ZANAFLEX .......cccooeeeeee. 29
ZANOSAR ..., 22
ZANTAC.....ccooeeiiii 88
ZARONTIN........covvveen 25
ZARXIO....ccooeeeeiiiiiiiin 91
ZAVESCA.......ooovvveee. 82
ZEBETA. ...ccoooeeiiii 59
ZEGERID ...................... 88, 89
ZELAPAR ..o, 26
ZELBORAF ......ccccvveeii. 22
ZEMAIRA ..o, 72
ZEMBRACE SYMTOUCH 28
ZEMPLAR ..., 82
Zenatane...........coeeeevvvennnnnnn. 66
zenchent (28) ......oovvvvvvvnnnns 100
zenchent fe.............oeeeein, 100
ZENPEP ......cccooeviiii 86
zenzedi .....ccooeeeeeiiiiiiii 52
ZENZEDI .........cooovvveeeee. 53
ZEPATIER ........coovveeeei, 4
ZERBAXA ..o, 6
ZERIT ..o 4
ZESTORETIC .................... 59
ZESTRIL ......cccoeeeiiiiiiinnn.. 59
ZETIA ..o 63
ZETONNA ....coooiiiiinn. 108
ZIAC ..o 59
ZIAGEN ......ccoooeiiiiiiiienii, 4
ZIANA ..o 66
zidovuding .............ccoeeeeeeenn 4
ZINACEF ..., 6
ZINECARD (AS HCL)........ 14
ZIOPTAN (PF)....cccouvnnnn.. 103
ziprasidone hcl.................... 53
ZIPSOR ... 40
ZIRGAN ... 101
ZITHROMAX ....oovvvnnnn. 7
ZITHROMAX TRI-PAK....... 7
ZITHROMAX Z-PAK .......... 7
IMAX ..o 7

ZOCOR ....oeeeiiiiiiiieeeeee, 63
ZOFRAN (AS
HYDROCHLORIDE)...... 86
ZOFRAN ODT .....ccccee. 86
ZOHYDRO ER................... 37
zoledronic acid.................... 82
zoledronic acid-mannitol-water
....................................... 72
ZOLINZA. ..o, 22
zolmitriptan..............eeevvvnees 28
ZOLOFT...cccooiiiiiiiieeeii, 53
zolpidem..........coooivnnnnnnnnnn. 53
ZOMACTON........cooeeeeee. 91
ZOMETA ..., 82
ZOMIG.....cccoooiiiiiiiiieaeeie, 28
ZOMIGZMT.....cccoooeeeei. 28
ZONALON.......ccvveeeeee, 65
ZONEGRAN .......cccceeeeie. 25
zonisamide................cceeene.... 26
ZONTIVITY ..coovvveennn, 61
ZORBTIVE ......ccccoooeeee. 91
ZORTRESS ..., 22
ZORVOLEX......ccccooeeeeiin. 40
ZOSTAVAX (PF)...uuun...... 93
ZOSYN oo, 11
ZOSYN IN DEXTROSE (ISO-
OSM)...ooiiiiieiie, 11
zovia 1/35¢ (28) ...ovvvvvvvnnnns 100
zovia 1/50e (28) ....evvvvvvvnnns 100
ZOVIRAX ..ooviiiiiii 4, 68
ZUBSOLV......oovvveeeeein, 40
ZUPLENZ ...cccoovvviieaeenin, 86
ZYBAN . ...coooiiiiiiiiieeee, 72
ZYCLARA ..., 65
ZYDELIG...........ccvveeeeee, 22
ZYFLO . ..oooeiiiiiiiiiiieeei 108
ZYFLO CR....oooovvveee, 108
ZYKADIA........cccveeeeee, 22
VA4 9 = U 103
ZYLOPRIM...........ooeeee. 94
ZYMAXID ..o, 101
ZYPREXA........ccoovveeeeeiin, 53
ZYPREXA RELPREVYV ..... 53
ZYPREXA ZYDIS.............. 53
ZNTIGA ..o, 22
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With Express Scripts Medicare, you will have access to over 68,000 network pharmacies nationally.
You may fill your prescriptions at a retail, home infusion, long-term care or Indian Health Service /
Tribal / Urban Indian Health Program (I/T/U) pharmacy, or through our convenient home delivery
service.

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

apply.

This formulary was updated on 08/22/2016. For more recent information or other questions, please
contact Express Scripts Medicare Customer Service at the numbers located on the back of your member
ID card. Customer Service is available 24 hours a day, 7 days a week. You can also visit us on the Web
at www.Express-Scripts.com.

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

Enrollment in Express Scripts Medicare depends on contract renewal.

© 2016 Express Scripts Holding Company. All Rights Reserved. Express Scripts and “E” Logo are
trademarks of Express Scripts Holding Company and/or its subsidiaries. Other trademarks are the
property of their respective owners.
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